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ABSTRACT

The purpose of this study, conducted in a tertiary public hospital in Jordan, was to
identify and critically examine existing attributes that were seen to be problematic in
managing patient risk. The management of pressure ulcers (PUs) was chosen as a
representative exemplar to focus the research. A case study design using both
qualitative and quantitative methods was used to generate an in-depth account of safety
and quality issues. Data were analysed interpretatively and the findings used to develop

a proposed patient safety framework for patients in the acute care sector.

The main findings include an urgent need to begin the modification of the traditional
hierarchical bureaucracy within the organisation and the disciplines, towards structures
and processes that promote a multidisciplinary approach to patient care. Processes such
as the provision of multidisciplinary evidence-based practice guidelines to reduce
variation in practice standards, the implementation of multidisciplinary progress notes
in patients’ medical records to prevent duplication inaccuracies and a team model of
nursing care are required and included in the proposed model. Improvements in the
organisational culture are likely to be achieved by engaging clinicians in organisational
decision-making structures and processes and providing them with performance
feedback by developing an incident monitoring system. The instability of the hospital
workforce makes the achievement of cultural change extremely difficult. Changes in
the employment of staff from one centralised government agency to a system that
enables managers to have more control of workforce employment in their organisations,
with staff themselves able to nominate where they work, are recommended.
Organisational managers also require more control in how funds are allocated to their
organisations to allow them to formulate budgets and identify funding priorities within
their organisations. The greatest impact on improvement will be achieved if reforms are

concurrently implemented.

A proposed framework incorporating these recommendations as a way to improve

patient safety in acute care has been developed for countries attempting health care

XVi



transition. The framework positions the patient as central to clinical care decisions and
clinical process management, and links the three key levels of the hospital together, 1.e.
the clinical, organisational and ministry levels, as one interconnected activity. Such an
integrated framework will facilitate the concurrent implementation of the proposed new

structures and processes that research findings show are at the heart of patient safety.
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CHAPTER 1: BACKGROUND

Introduction

Jordan is one of a number of developing nations in the Middle East. As with all
developing nations, the health of the population is a major focus. Strategies are
currently being undertaken aimed at improving the health care system. In Jordan,
national access to health and social care is a government priority, with policies calling
for comprehensive and equal care for all. However, as there is little information about
how inequalities and differences in the provision of services arise, it is not clear how
such policies are being implemented or if they are effective. Thus, improving the
quality and standard of services in acute care hospitals is a major challenge facing the
Jordanian Government. The right health care policies are required to support this
ambitious aim and best practice models of care are needed to effect the change. This
research will contribute to the formulation of such policies by developing a best practice
model of risk management. Pressure ulcers (PUs) were selected as an exemplar to
improve patient outcomes that can be used as a template for other clinical case types.
Before examining Jordan’s health care initiatives to develop an effective health care
system capable of servicing the population, this chapter will outline the background of
the study including the local context, the health system in Jordan, including the Ministry
of Health strategies for development, funding and health insurance and the standard of
health care. The chapter will address the rationale for examining PUs, nursing in

Jordan, the thesis aim and significance of the study.

Local context

In developing an appropriate health policy for Jordan, the socio-economic status and
geographic distribution of the population of 5,723,000 people needs to be taken into
account (Department of Statistics, 2008). The vast majority of the Jordanian population
(approximately 78%) reside in urban areas or major cities. The capital, Amman, itself
comprises 1.9 million people or 38% of the total population (WHO, 2003). The growth
rate of the Jordanian population is 2.2% per annum; the crude birth rate was 28 per 1000

in 2008; and the crude death rate is 7 per 1000 which is similar to most developing
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countries (Ministry of Health, 2008). Life expectancy at birth increased during the last
three decades from 50 years for both genders in 1965 to 69 years for males and 71 years
for females in 2004 and to 71 years for males and 74 years for females in 2008 (Batieha,
2004; Embassy of the Hashemite Kingdom of Jordan: Washington, 2004; Ministry of
Health, 2008). Significant improvements in public health initiatives in the last 40 years,
such as the availability of water and electricity to most rural and remote areas,
underpinned these improvements in life expectancy. As with other countries with
increased life expectancy, Jordan will experience an increasing percentage of older
people in the coming years. This increase has implications for health services, as the

incidence of cancer and chronic illnesses increase with age (Ministry of Health, 2007).

The leading cause of all mortality in 1997 was cardiovascular disease, including
hypertension, coronary heart disease and stroke at 42% of total deaths. This category is
followed by cancer at 13% and accidents at 10.5% (Khouri & Massad, 1996; National
Cancer Registry, 1999; WHO, 2003). By 2008 causes of mortality changed to 34% of
total deaths for circulatory system diseases, followed by cancer at 10% (Ministry of
Health, 2008) indicating changing causes of death. The high mortality rate and
concentration of disease especially in people over 45 years indicate the types of
challenges facing the Jordanian health system. In considering the specific challenges, a
major issue will be transforming the existing health system into an efficient, modern
system with a focus on service access, quality of care, patient safety and resource
conservation. In this respect, the World Bank reports that the health system in Jordan is
relatively costly for people who do not have health insurance, and inefficient in the
delivery of services, with poor geographical distribution of resources, and hence
allocative inefficiency (The World Bank, 2006). Those most disadvantaged are rural
populations, where high levels of poverty and unemployment are reported (Ministry of
Health, 2008; WHO, 2003).

The economic status of the population can also affect health outcomes. In central
metropolitan regions the economic status is higher than for the population in rural areas.
This has significant implications for the population developing adequate health services
capable of responding to a nation that has a stark divide between metropolitan and rural

areas. The southern region is considered the least developed economically, when



compared to the central and northern regions (Batieha, 2004). Thus, there are groups of
people who are most in need of improved services, specifically those living in rural and
remote areas. Further, rural populations experience health and medical workforce
shortages, lower utilisation rates for medical services and generally poorer health status

compared to people in metropolitan areas (Ministry of Health, 2007).

Access to primary health care services is particularly important for people of rural and
remote areas facing problems of limited availability and access to specialised health
care services. In addition, in these areas the low socio-economic status of the
population affects not only the health of the people, but also the health system needed to
respond to their health care needs. In this respect, one of the significant socio-economic
indicators, the literacy rate of the adult population, was reported as being 92% (96% for
males, and 89% for females) in 2008. This means that at 11% the illiteracy rate for
women is high (Ministry of Health, 2008). These differences in socio-economic status
and literacy skills, particularly for women, have implications for the access to skills and
knowledge in written form, as women are those most likely to seek out or require health

services on behalf of themselves and/or their family.

The planning of health services in Jordan is the responsibility of the central government
at the level of the Ministry of Health (MOH). Issues addressed here include the
centralised budgeting program that makes decisions about local priorities. As well as
other micro economic level decisions, such as overhead costs and inflexible working
conditions have also been identified (Hijazi & Al-Ma'aitah, 1999). A permanent
workforce full time workers in the Jordanian health system, unlike developed countries
that have more flexible workforce arrangements, such as part-time work and casual
staff. This inbuilt inflexibility affects both the cost and the quality of health services at
the planning and delivery levels, and adds to the challeges facing the Jordanian health

system.

In summary, challenges that face Jordan in developing a world class health system
include the level of illiteracy, a highly centralised, inefficient system with urban and
rural resource maldistribution, different cultures with varying attitudes to health and

wellness, inceased ageing and the isolation of the rural population. This thesis is



directed towards contributing to new systems to underpin the internationally emerging
quality and safety agenda, in the context of service and system health reform in Jordan,

and within a framework of cultural appropriateness.

The health system in Jordan

While the health system in Jordan consists mainly of two sectors, the public and the
private, these two sectors each consist of many parts. The system is fragmented and
there is duplication between programs. Similar health services are delivered and
managed by different bodies and with different program arrangements (The World
Bank, 2004). In total, Jordan has 103 hospitals. Thirty of these are public hospitals run
~ by the MOH. The remaining hospitals are distributed between the Royal Medical
Services (RMSs), two university teaching hospitals and the private sector. The health
sectors in Jordan, in terms of hospital numbers, beds, location and eligibility for

services are set out in Table 1.1 (Ministry of Health, 2008).

Table 1.1: Health sectors in Jordan with the number of hospitals, bed numbers, health

care centres and patient eligibility.

R S - | International |-~ "
ST Publie o T | and other
~ 'MOH= :| .~ RMS; - | University. non-profit
: {7 hospitals | agencles .
Location | Metropolitan Metropolitan | Metropolitan | Metropolitan | Metropolitan [ - |
Rural S
Hospital 30 11 2 60 - 103
numbers o
Bed 4333 2129 1026 3712 - -11200°
numbers A
Health 1099 - - - 23 1122
care e
centres
Eligibility Everyone | Military Untversity Private Palestinian |-
for insured, staff, insured | insured, Refugees
services Referrals from transferred others
public or private | from other transferred
system paid for | sectors. from MOH
by their system

1. RMS: Royal Medical Services
2. UNRWA: United Nations Relief and Works Agency



The MOH provides public primary, secondary and tertiary services through a network
of community health centres (primary and comprehensive) and acute health care
facilities (hospitals). The organisational structure has two main strands: technical
affairs and financial administration. Primary health care and acute care are the main
components within technical care. This study is based on the acute care service. Acute
care hospitals are the principal institutions where secondary and tertiary health services
are delivered. In terms of size, hospitals provide eighteen beds per 10,000 inhabitants,
and at least one health centre for every 7,000 persons (Ministry of Health, 2008; WHO,
2003).

This ratio of health care facilities per number of people is low according to WHO
standards (WHO EMRO Jordan Representative office, 2002). This ratio is low
compared to other countries such as Australia, UK and USA. Their ratios are 74, 42
and 33 beds per 10,000 people respectively (The World Bank, 2006). Nursing homes as
public organisations for the elderly are unknown in Jordan, because they are regarded as
not culturally appropriate (Ministry of Health, 2004). The elderly live with their
extended families, mostly with their sons whose wives and sisters are mainly
responsible for the health care of their parents-in-law as well as themselves and their

children.

Public hospitals in Jordan are owned and managed by the MOH. They are an integral
part of the public health services, and all strategic issues are controlled by rules set by
the Jordanian Government. The hospital director or administrator has minimal control
over daily decision-making about the factors related to the budget in terms of the
production and delivery of health services. Control of hospitals is centralised at the
MOH. Public hospitals are financed through public resources and their hospital

employees are government employees.

In 2008, the total number of admitted patients in all health systems in Jordan was
estimated at 828,800 (Ministry of Health, 2008). The MOH provided services for
318,032 admissions — 38% of total hospital admissions. The average occupancy rate for
MOH hospitals is 69% and the length of stay is 3.2 days (Ministry of Health, 2008).

Besides MOH services, the public health sector includes services provided by the Royal
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Medical Services (RMS) (Tablel.1), which is considered the primary health system in
Jordan. Military health services, introduced in 1963, provide secondary and tertiary
care to the military and security members of the armed forces and their families through
ambulatory care centres connected to the 11 hospitals (Ministry of Health, 2008; The
World Bank, 2004; WHO, 2003). The third sector consists of the teaching hospitals,
Jordan University Hospital and the King Abdullah II Hospital that provide acute health
care services for their employees and also for students from the two universities (Table
1.1). The universities developed the hospitals to support health related courses and

curricula.

The private health care sector has expanded as well as the public sector, and it provides
primary, secondary and tertiary care. The 60 private hospitals have 33% of the total
hospital beds, in addition to the private clinics and screening centres (Ministry of
Health, 2008). The private sector in Jordan is regarded as among the best in the Middle
East, with the latest health technology and medical instruments such as for cardiac and
laparoscopic surgery and kidney transplantation (The Centre for Administrative
Innovation in the Euro-Mediterranean Region (CAIMED), 2004; The World Bank,
2004). The private sector hospitals provide six beds for every 10,000 inhabitants. The
majority of these hospitals are located in the capital Amman (35 hospitals) with 13 beds
for every 10,000 inhabitants (The Centre for Administrative Innovation in the Euro-
Mediterranean Region (CAIMED), 2004). The private sector share of the total number
of hospital admissions reached 305,623 representing 37% of all admission to hospitals
(Ministry of Health, 2008). The average occupancy rate in the private sector is 53%,
and the average length of stay is 2.2 days (Ministry of Health, 2008).

The fifth sector is the United Nations for Relief Works Agency (UNRWA), which
provides care for the Palestinian people who are living in refugee camps in Jordan
(Table 1.1). Overall, the health system is complex in terms of the public, private and
military mix of resource allocation, communication, coordination and equity of access

to health resources. These complexities are reflected in health funding and insurance.



Health funding and insurance

The main goal of Jordan’s health strategy is to provide adequate health coverage to all
people (Embassy of the Hashemite Kingdom of Jordan: Washington, 2004). Jordan
spends more than seven percent of its Gross Domestic Product (GDP) on health services
(Ministry of Health, 2008), and some of this funding could be directed towards

addressing concerns about patient safety in the acute care sector.

Jordan is one of many countries that receive funding assistance from USAID to support
many categories including health. Assistance also comes from Canada, Italy and Japan.
Health resources are financed from public funding (45%) through general taxation
(WHO, 2003). Other finance comes from donor assistance and World Bank loans, 43%
through household spending (payroll deduction for insurance, user fees, and the
purchase of pharmaceuticals) (WHO, 2003). In the public sector, 85% of the health
expenditure is financed through government budget, and 15% from insurance
premiums, prescription fees, doctors’ fees and donations. Fifty-eight percent of the
monies are spent on curative health care and 27% on prevention services and primary

care (WHO, 2003).

The Jordanian Government is moving towards new public health project management.
The health care system is today under reform. Many projects are being conducted by
WHO and the United States Agency for International Development (USAID) for
hospital restructuring and quality management (The Centre for Administrative
Innovation in the Euro-Mediterranean Region (CAIMED), 2004). There are numerous
USAID projects at MOH in primary and acute care settings running concurrently. These
include a reward and recognition program at the primary health care centres, a national
project on accreditation and quality in 17 hospitals (public, military and private sectors),
an adverse events project with the WHO through the Regional Office for the Middle
East involving other countries, and a project of improving health services sectors in the
accident and emergency departments that is being initially applied at two MOH
hospitals, AlBashir and Prince Hamza Hospitals, and then to be applied in all health

sectors. All of these health sectors have different systems of health insurance.



Health insurance in public and private institutions reaches about the two third of the
Jordanian population (The World Bank, 2004). Health insurance is free of charge to
governmental employees and army members and their dependants. This accounts for
69% of people using the MOH and RMS hospitals. Uninsured people, 40% of the
population in Jordan, can receive health services at MOH facilities at low cost (WHO,

2003; WHO & MOH, 2005).

Clearly, the previously mentioned figures about the Jordanian health system mean that
MOH is more overloaded than the private sector in terms of demand and health services
provided. Hence more health system issues arise. The MOH introduced a number of
strategies to underpin these health care system issues. The next section will discuss

these issues and strategies briefly.

Health system issues and strategies for improvement

The Jordanian Ministry of Health recognises that the way in which health services are
provided and delivered to patients in acute care facilities is inadequate in terms of
service planning, service quality and performance evaluation (Hijazi & Al-Ma'aitah,
1999). Problems identified have included weaknesses in human resource management
linked to a high immigration rate of highly trained health professionals, insufficient
funding for tertiary services and marked inequities in the provision of health care
facilities (Ministry of Health, 2007). As a consequence, the MOH has implemented two
main health strategies to improve the quality of health services. The first strategy is the
implementation of the Quality Directorate (QD) in the MOH and the second is the

implementation of a clinical instructors’ program in the acute care sector.

The Quality Directorate under the organisational structure of the MOH was developed
to oversee quality improvement activities in health services. The Directorate is
responsible primarily for establishing and implementing quality standards in accordance
with scientific principles; professional guidance and leadership, particularly monitoring
systems for performance improvement in the Ministry’s facilities; and monitoring the
performance for all quality assurance units in MOH facilities. An additional
responsibility is to assist staff to recognise and comply with quality standards in
managing and providing services (Quality Directorate MOH, 2004). While quality
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assurance units have been set up in public health centres (PHCs), they have not yet been
introduced into all public hospitals. It is planned to introduce these units to all public
sector hospitals as part of a quality improvement strategy funded by USAID.
Considerably more work needs to be undertaken before this strategy has any impact on

improving health care standards.

The second strategy is the implementation of the clinical instructors’ (Cls) program
under the supervision of the Directorate of Education and Training within the MOH.
This program was initiated in 1987 with the technical and financial support of the
Italian Government (Ministry of Health, 1992). It was designed to support the
development of qualified professional nurses at MOH hospitals. The CI’s role was to
ensure the provision of continuing in-service education to nurses and to provide on the
job training focused on the health care providers’ educational needs. Clinical
instructors were to make effective use of the human and material resources at the
hospital level (Ministry of Health, 1992). As part of this program, CIs within acute care
hospitals work as advanced practitioners of nursing and provide education and training
to staff. Specifically, the CI role is an essential part of clinical practice and the
maintenance of quality care for surgical patients in the public sector. As such, the CI’s
daily observation and communication with the medical teams is a central element in
both quality improvement and program evaluation, as they can evaluate both patient and
staff needs, and participate in service planning and management. The Cls were working
as a nursing specialisation, but in 2006 the program to develop new Cls was ceased by
the MOH. However, there are many specialist nurses working within the public
hospitals sector who will take over the direct responsibility for maintaining practice
standards and quality of care for patients. The next section will discuss the nursing

profession in Jordan.

Nursing in Jordan

This study focuses on the current practices in PU prevention and management
undertaken by different health professionals such as nurses within the Jordanian public
acute care sector. The nursing workforce provides accessible services 24-hour a day
and is key in the delivery of health care services (AbuGarbieh & Suliman, 1992). The
education level of nurses ranges from high school education for an assistant in nursing
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(AIN) (18 months of study and hospital training course) to an associated nurse degree
(AN) (two years of study post high school) to a diploma (three to four years of post high
school study) RN and a bachelor’s degree for RNs (four years post high school study)
(Francis, Nawafleh, & Chapman, 2005; Shukri, 2005; Sultan, 1998). Additionally, an
aid nurse may have no training to six months training in a hospital-provided course
(Francis et al., 2005; Sultan, 1998). Currently, there are eight Bachelor of Nursing
programs in Jordan (Shukri, 2005). There are two programs for postgraduate degrees at

the master degree level and one program at the doctoral level.

For the last ten years, Jordan has been working to improve the quality of higher degree
programs in nursing education. The first nursing faculty in Jordan was established under
the patronage of the Ministry of Health in 1953, followed by the nursing college of
Princess Mona (Army college) established in 1962 (Ministry of Health, 2004). The
University of Jordan is the first State-run institution for higher education in Jordan. The
Faculty of Nursing was established there in 1972 and offered the first bachelor’s degree
in nursing. In 1982 a nursing education program at the graduate level, a master degree
in nursing education, then a master of clinical nursing, was offered. A bridging
program for graduate diploma registered nurses (RN) and associate degree nurses (AN)
to complete a bachelor’s degree in nursing was established as well (Sultan, 1998). In
2006, the Jordan University commenced a doctoral level educational program in nursing
with the cooperation of several American universities. The plan was to have these two
levels of clinical nursing in Jordan and cease all other nurse training programs such as

assistance in nursing (AIN) and aid nurses. To date this has not occurred.

The second Faculty of Nursing was established at the Jordan University of Science and
Technology (JUST) in 1986, offering a bachelor of nursing and midwifery (Sultan,
1998). In 1998, JUST offered the first master’s program in the Arab world in the
clinical nursing speciality of adult acute care, community health nursing, and maternity
and newborn nursing. The remaining six colleges of nursing in both the public and
private sectors offer an undergraduate program (bachelor’s degree) over four years.
One of these eight faculties also offers a bachelor program in reproductive health

nursing.
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Similarly to many other nations, the public view or image about nursing in Jordan is
problematic (Al-Ma'aitah, Cameron, Armstrong-Stassen, & Horsburgh, 1996).
Jordanians regard nurses as ‘handmaidens’ to doctors; selfless and not well educated
(Petro-Nustas, Mikhail, & Baker, 2001). In Jordan, there is no clear collaboration
between nursing institutions and the nursing council resulting in multiple categories of
nurses with different titles and unclear functions (Al-Ma'aitah et al., 1996). No links or
resources for communication, employment, education and publication are available
between them. Currently, the licensing of nurses is performed by the MOH and a

professional organisation of the Jordan Nurses and Midwives Council.

The ratio of Jordanian medical personnel per capita differs from one profession to
another. For example, in 2008, there were 25 doctors, 16 registered nurses, five
associated nurses, eight assistants in nursing, three midwives, nine dentists, 13
pharmacists per 10,000 people (Ministry of Health, 2008). There were 16 hospital beds
per 10,000 people (Embassy of the Hashemite Kingdom of Jordan: Washington, 2004).
The ratio of registered nurses for 10,000 people was increased after a number of nursing
colleges were established. No ratios of professional nurse was recorded in the 1950s,
with ten nurses recorded in 2004, and 16 nurses in 2008 (Embassy of the Hashemite
Kingdom of Jordan: Washington, 2004; Ministry of Health, 2004, 2008). In Jordan, the
male-female ratio of practicing nurses has reached 60/40 (Shukri, 2005). Jordan suffers
from a shortage of health care providers such as specialised physicians and skilled
registered nurses (Al-Keswani, 2008, 26 April). This shortage affects the standard of
care provided because of the substantial increase in the number of patient days in
hospitals and the increased demand after many private hospitals were opened especially

in Amman (Ministry of Health, 2008).

It has been noted that nurses in Jordan spend more time performing non-nursing
activities due to the shortage of other support staff in the health setting (Hijazi & Al-
Ma'aitah, 1999). Qualified nurses apply to transfer to public health centres as they can
do day time work. Day work is especially important for married females, because there
are no child care facilities in most of the hospitals during the afternoon and night. In
addition, there are no written policies or regulations to exchange staff between the acute

care facilities and public health centres to manage staff shortages (Hijazi & Al-Ma'aitah,
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1999). Despite the MOH efforts in the past ten years to motivate nurses to stay in acute
care hospitals by giving them financial incentives or monthly allowances more than
public health centres nurses, they prefer the lighter work of the health centre in
preference to more money. Consequently, there are ongoing staffing issues with nurses

in the acute care sector.

The Jordanian Nursing Council (JNC) was established in 2002. Princess Mona, who
currently heads the Council, is the current patron of the organisation’s nursing and
midwifery services in the Eastern Mediterranean. The Council aims to develop the
nursing services both scientifically, by 'increasing research, and practically, by
organising the profession through laws integrated into the planning of the national
health strategy and developing the levels of the nurses’ profession (Jordanian Official

Newspaper, 2002).

To sum up, there are many different nursing education programs in Jordan. These
programs are providing nurses with varying levels of practice competence. Better
control and regulation of these programs is required to ensure curricula are appropriate
and the educational processes result in a more uniform standard of knowledge and skill
proficiency in graduates. Policy that will protect both nurses and patients legally is
required to support the achievement of better patient outcomes. As the population’s
expectations for health services increases and more hospitals are built, more nurses are
required to meet service demands. The short-fall of nurses and higher demand has
resulted in the standard of nursing practice across the public sector becoming
inconsistent and in some cases very poor. Although the MOH has implemented a
Quality Directorate to improve the situation, the withdrawal of the CI’s program means
there are no personnel at the clinical level to sustain the standard of practice for nursing
staff. Consequently, ways to improve patient safety need to be identified. Patients in an
acute care hospital are vulnerable to many risks as a consequence of being hospitalised.
The example chosen for this thesis is hospital-acquired PUs, because this iatrogenic
injury can be prevented or the degree of injury reduced if effective care is implemented.
The patient must be protected from any risk of injury such as PU and I examine the

rationale for this choice of topic in the next section.
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Identifying a condition as a case study example

During the 13-year period in which I have worked in the acute care settings in Jordan as
a registered nurse and clinical instructor (CI), I observed and nursed various patients
with multiple health problems. In many of these cases, patients developed hospital
acquired complications, including infection, slow wound healing and sepsis arising
from PUs. Patients admitted with multiple trauma and fractures as a result of road-
traffic accidents, head injuries, diabetes mellitus, and stroke are all susceptible to PUs.
PUs are considered an unnecessary burden that brings undesirable consequences for
both patients and the organisation. Patients are forced to endure additional suffering,
increased treatment costs and an increased length of hospitalisation, often for a
protracted period, and organisations must expend the resources necessary to care for
such patients. Clearly, it is worthwhile to manage patients’ health conditions more
effectively so that patients do not acquire these ulcers. Hence this research will not only
contribute to improving the quality of care for individual patients and patient
populations, but will also impact positively on the organisation of care. Key issues,
such as how to keep patients safe, how this is approached internationally, the scope of
risk management as an aspect of quality management, and the use of best practice
approaches in preventing, assessing and managing risks as exemplified by PUs, are

discussed as foundational to this thesis.

Managing the risk of PU

Many authors and researchers have attempted to define ‘pressure ulcer’ (PU). It has
been described as “localised/acute skin damage caused by compression, friction,
external shear force and/or combinations of these” (Phillips, 1999, p.56). A PU is
characterised as a local area of ischemic necrotic tissue that develops when the soft
tissue over the bony prominences is compressed between the bone and an external
surface for a prolonged period. PU is usually the result of impairment of the vascular,
lymphatic systems of the skin and deeper tissue (Bader, 1990; Frantz, 2004; Maklebust
& Sieggreen, 1991) that occurs when people lie in the one position over extended

periods of time.

PUs are a significant, complex health problem that occur on an international scale.

There is no single prevention or treatment suitable for all PU instances. Thus
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substantial research has been undertaken on this issue to identify proper preventative
measures and management methods. To ensure patient safety, clinical practice elements
should include an assessment tool to support nurses’ clinical decision making in

identifying those at risk of PU development.

Location of PUs
A person can have a PU in many places. Hess (2001) discussed the anatomically
common susceptible sites. The locations of PUs relative to the way the patient is

positioned are presented in the Table 1.2 shown below.

Table 1.2: Pressure ulcer locations relative to position

Body position - - | Pressure ulcer locatio W

Lateral position Ear, shoulder, iliac crest, trochanter, thigh, lateral,
(Side) medial and posterior knee, lateral and medial

malleolus, and lateral edge of foot.
Prone position Anterior iliac crest, ribs, ear, nose, chin, elbow, knee,
(Face-down) lower leg, and great toe.
Posterior position | Occipital bone, scapula, elbow, iliac crest, sacrum,
(Supine) ischium Achilles tendon, heal and sole.
Sitting position Scapula, sacrum, ischium, sole, and posterior knee.

As reported by many authors (Bader, 1990; Maklebust & Sieggreen, 1991; Poirrier &
Oberleitner, 1999) the most common locations are the sacrum, coccyx, ischial
tuberosities greater trochanter, elbows, heels, scapulae, occipital bone, sternum, ribs,
iliac crest, patella, lateral and medial malleoli and ankles. However, the majority of PUs
occur below the umbilicus on a lower body part or limb (Clark & Cullum, 1992;
Maklebust & Sieggreen, 1991). More attention should be given to assessing skin over
the bony prominence of the great trochanters, heels, toes, sacrum, ischial tuberosities,
elbows, shoulders, temporal and occipital region of the skull (Ayello & Lyder, 2007;
Lewis, Pearson, & Ward, 2003). The sacrum is the most common site reported in many
studies, associated with the coccyx in other studies (Ayello & Lyder, 2007; Bours,
Halfens, Abu-Saad, & Grol, 2002; Wann-Hansson, Hagell, & Willman, 2008). The
heels were the second most common site identified in a number of studies (Ayello &

Lyder, 2007; Wann-Hansson et al., 2008). This means that patients, especially bed
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ridden patients, should not stay without repositioning by health care staff for long

periods of time to avoid skin injuries at these body sites.

Such injuries can be prevented if patients are repositioned or positioned on special
support mattress (Reddy, Sudeep, & Rochon, 2006). A best clinical practice patient
safety framework is needed to prevent and manage PUs to enhance the quality of care,
and to provide a framework to enable consistent and continuous improvement in patient
safety. In developing a best practice patient safety framework, the current context of

PU management in Jordan and internationally is important to take into account.

The international situation of PU prevalence

At this time, no Jordanian data about the prevalence of PUs are collected or published.
Hence, data from studies in other countries will be used to gauge the possible extent of
the problem to be addressed in Jordan. The literature shows that the development of
PUs during hospitalisation is a significant problem worldwide, and that the prevalence
of PUs is high (Prentice & Stacey, 2001b). Some key statistics illustrate the extent of
the problem. Approximately one million people in the USA develop PUs annually
(Baharestani, 1999) and 412,000 in the UK (Bennett, Dealey, & Posnett, 2004).
Complications arising from PUs account for 60,000 deaths annually in the USA
(Thomas-Hess, 1993). In developing countries, prevalence is most probably higher than
in these developed countries, although there are no data to confirm this because patient

risk of injury is not identified or managed.

Treating PU is generally more costly than prevention. Treating PUs is estimated to cost
approximately $6.5 billion annually in the USA (Baharestani, 1999), between £1.4 - 2.1
billion annually in the UK (Bennett et al., 2004), and $350 million annually in Australia
(Klei, Maclellan, & Maclellan, 1997). Hence, gaining information about the prevalence
of PUs in a Jordanian hospital is vital to inform clinicians and the organisation about the

likely extent of the national problem.

Given the absence of Jordanian data, a point prevalence survey of PUs is needed to
gauge the extent of the problem and this research proposes to address this situation. To
obtain background information on the extent of the problem internationally, a
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specialised review of the literature was undertaken (Ayello, 2003a; Ayello & Braden,
2001; Bergstrom, Braden, Boynton, & Bruch, 1995; Bergstrom, Braden, Kemp,
Champagne, & Ruby, 1998; Boyle & Green, 2001; Hook, 1998; Jolley et al., 2004;
Langemo, Anderson, & Volden, 2003; Pearson, Francis, Hodgkinson, & Curry, 2000;
Prentice & Stacey, 2001a; Vap & Dunaye, 2000; Zulkowski, 1998). Data from the
studies reviewed have been assessed and synthesised and set out in Table 1.3. The table
shows the incidence and prevalence of PUs reported in the USA, UK and Australia.
These data indicate a wide range in the incidence of PUs in the case of the UK of
between 2% and 29%, compared with those of the USA and Australia at 3% and 11%
and 5.2% and 16.6% respectively. Similarly, in terms of prevalence, the range is greater
in the UK, at between 5% and 32%, than in either the US or Australia at 5% and 15%
and 5% and 20% respectively. These data demonstrate that PU occurrence remains a

significant but unresolved problem in these developed countries.

Table 1.3: Incidence and prevalence of PU in the USA, UK and Australia

Country Incidence A Prevalence
USA 3-11% 5-15%
UK 2-29% 5-32%

Australia 5.2-16.6% 5-20%

These data have implications for the management of PUs in Jordan. If, as seems to be
the case, the extent of the problem in these developed countries is high, including in the
UK where a well-defined system to assess and manage PUs exists, then the situation in
Jordan is likely to be significantly worse. While the extent of the problem in Jordan is
unknown, developing a best practice model of risk management for PUs is likely to
improve the quality of care not only for individual patients but also to improve the
quality of care for future populations of patients to be treated in Jordanian hospitals.

Additionally such a framework will assist to conserve scarce resources in the hospital.

In contrast to the desirable nursing role articulated above, and despite the large amount
of nursing energy and time spent in preventing and managing PUs worldwide (Bennett
et al., 2004), these activities are not commonly associated with good nursing care.
Rather, the opposite is true. Nurses are commonly regarded as those responsible for

PUs occurring (Hibbs, 1988; Prentice & Stacey, 2001b; Spilsbury et al., 2007). This is
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probably the case in Jordan and the current interventions taken to prevent PUs will be

identified during the research process.

However, a major problem in improving quality in the Jordanian health system, and in
hospitals in particular, is that data about adverse patient events are not readily available
or systematically collected. As previously stated the prevalence of PUs in Jordanian
settings is unknown. There is no standardised documentation of interventions,
specifically nursing interventions undertaken to prevent and treat PU. The information
that is in the public sector, such as that held by the MOH, is recorded in nursing notes in
medical records, and this is not easily extracted for comprehensive quality improvement
purposes. As in many other advanced countries, ‘PU’ is not a condition reportable to
the Jordanian MOH. Further, adverse patient events such as PUs are not viewed in the
same context as other diagnoses such as cancer or human immunodeficiency
virus/acquired immunodeficiency syndrome (HIV/AIDS) that have national health
centres and structured programs that standardise care delivery, documentation and
reporting. To compound the problem with PUs, different parts of the health sector,
including the MOH, private sector organisations, and the Royal Medical Services, have
their own policies on care delivery and quality improvement and their unique ways of
documenting PU care. Comprehensive information on PUs is, therefore, not available
at the organisation or policy level to allow the Quality Directorate at the MOH to
develop appropriate sector-wide health improvement strategies, nor is it available at the

workplace level to allow the development of localised quality improvement strategies.

Jordan has an established health service and hospital hierarchies. Understanding
cultures, developing supportive organisational management practices and initiating
clinical management processes will be critical to achieving the systems of performance
envisaged with new models of care, such as those required for effective PU
management. Developing these alternative structures in Jordan with its established
hierarchy will be a necessity for reform to occur. Hence, in the context of risk
management and quality improvement, “safety information needs to flow from the ‘top
down’ but equally important, from the ‘bottom up’ if an organisation’s culture is going
to support an effective ‘safety culture’” (Clark, 2002, p.187). Thus, clinical structures

need to be integrated with corporate structures to accomplish organisation-wide quality
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improvement. Clearly, the management system in Jordanian public hospitals needs to
be studied to identify the structures that are currently operating. The hospital currently
has a hierarchical structure and the current situation needs to be studied to identify the

potential for structural change.

At the ministerial level, the health system in Jordan is designed to develop health
improvements in public primary, secondary and tertiary services through a network of
community health centres (primary and comprehensive) and acute health care facilities
(hospitals). The MOH, the policy arm of the health system, is currently divided into
two main parts: technical affairs and financial administration. Primary health care and

acute care fall within technical affairs, including this proposed research project.

Policymakers in Jordan recognise that the ways in which health services are provided
and delivered to patients in acute care facilities are inadequate in terms of service
quality and performance (Hijazi & Al-Ma'aitah, 1999). As a consequence, the MOH
has developed a Quality Directorate within the organisational structure outside technical
affairs and financial administration as a strategy to improve the quality of health
services. The strategy is designed to establish and implement quality standards in
accordance with scientific principles. Hence, professional guidance and leadership for
managers and clinicians in the system, particularly in monitoring performance
improvement in the Ministry’s facilities and in all quality assurance units in MOH
facilities, falls within its purview (Quality Directorate MOH, 2004). While quality
assurance units have been established for some time in public health centres to address
quality issues, they have been introduced only recently into public hospitals. Hospital-
based quality units are planned as part of the quality improvement strategy in the acute
care public sector funded by the United States Agency for International Development
(USAID).

The incidence of PU in Jordan

PU prevention and treatment in hospitals is an example of quality management and is an
expected challenge in the development of a high quality health system in a transitioning
nation such as Jordan. In the case of Jordan, there is a need to identify processes that
will enable the new quality department to function effectively to improve the delivery
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and the quality of health services, and potentially to improve the health outcomes of at-
risk patients in public hospitals. Using PU as an exampler, the extent of the problem

may be revealed not only for PUs, but potentially for other similar conditions.

Data about clinical conditions in Jordan are not easily obtainable. The prevalence of
PUs in Jordanian hospital settings is unknown. There is no standardised documentation
of interventions, specifically nursing interventions, despite the prominent role of
nursing in preventing or treating the condition. Notably, in the context of Jordan,
neither the nursing nor the medical literature addresses PUs as an issue requiring
attention. There are no published studies that document health care practices and
policies relating to PU incidence, prevalence and management in any acute care setting.
Significantly, there are no existing risk assessment scales currently in use to monitor
patients at risk of developing PUs. Hence, this study of a model of care using PUs as a
template to improve the quality of care is timely. Taking these issues into account, PU
prevention and the early application of clinical management procedures that include the
use of tools to identify at-risk patients and ulcer staging are essential components of
such a model. This study predominantly focuses on the role of nursing in recognition of

current practices that position nurses as central in PU prevention and management.

This research project seeks to evaluate the quality of health services in a Jordanian
public health hospital in relation to a particular case type, PU, and to assess the type of
health framework appropriate to improving the quality of patient care. The project uses
diagnostic data that highlights what is happening, and identifies opportunities to inform
improvements in health systems (Baticha, 2004).

A framework to improve patient safety in transitioning countries

All systems have problems and risks that need to be managed effectively to avoid harm
and to minimise costs, and to be successful every system needs to resolve these
problems (Ibrahim, 2000). Jordanians recognise that quality health care is important
and are taking measures to improve it by strengthening the performance of the national
health system to achieve better health compatible with the expectations of the
population (WHO & MOH, 2005). An issue that impacts on the quality of care and the
efficiency of the Jordanian system overall is the overlap and duplication between
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different programs in the system (The World Bank, 2004). Deficiencies in the system
need to be identified and corrected. Standardizing, streamlining and integrating all of
the components of the system will therefore be a significant objective in improving
quality in Jordan. Part of this will be ensuring that there is a subsystem connection
within the whole system and between different levels. This research project seeks to
contribute to this aim, and in doing so, focuses on identifying methods to manage
patient risk to improve the quality of care at key levels in the system. The focus of the
study is at three levels: first, at the clinical level, where the feasibility of introducing a
patient safety framework will be assessed; second, at the organisational level, where a
system to implement and evaluate the framework needs to be developed; and finally, at
the ministerial level, where the cost-effectivenes_s of the model will be evaluated in the

future. This study appears to be the first of its type in Jordan.

Aim of the thesis

The aim of the present study is to identify and critically examine the structures and
processes that exist to manage patient risk in a public hospital in Jordan. PUs are used
as the exemplar. Data from the study will inform the development of a framework with
a best practice model of risk management for improving patient safety in transitioning

countries such as Jordan.

Significance of the study

In Jordan, the nursing and medical literature does not consider PUs as an issue of
concern. There are no published studies that document health care practices related to
PU care in any acute care setting. Significantly, at the clinical level, there is no existing
risk assessment scale currently in use to monitor patients at risk of developing PUs.
Hence, the development of a model of care to manage the risk of PUs as a template to
improve the quality of care generally, as is intended in this research project, is timely.
Taking these issues into account, PU prevention and the early application of clinical
management processes, that include the use of risk assessment tools to identify at-risk
patients and PU staging are essential components of such a model and will be addressed

in the research.
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Presently, Jordan does not have an operational risk management system in hospitals.
Such a system needs to be implemented to ensure that the patients admitted to a public
teaching hospital are kept safe during their hospitalisation. In the first instance, the
review of the literature will provide a comprehensive examination of the quality
management systems operating in developed countries, and of the Jordanian health
services, specifically those relating to acute care. Additionally and importantly, the
study results will provide baseline data for future systems improvement, quality of care

comparisons on key indicators and future research into quality improvement in Jordan.

While many studies on PUs have been done in Western countries over the past decade,
there is no cross-cultural study to translate a model of clinical management for PUs into
other settings. It is timely, therefore, to undertake this study and to consider the issues
associated with developing and implementing a new model of care to assess and
manage PUs in transitioning countries. The findings from this thesis could be the basis
for establishing an acceptable and relevant quality management system, capable of
being generalised to other clinical conditions, to other clinical settings in Jordan, and

potentially to other countries in the Middle East.

This study is significant, as the findings will inform nursing practice and policy in
Jordan by providing a theoretical and clinical rationale for addressing PU incidence,
prevalence and management. It will assist professionals to know the actual extent of
PUs, to put best practices in place to assess, manage PUs, and modify nurses’ current
practice. Additionally, there will be a significant organisational benefit in terms of
clinical process management. The study has potential cost effectiveness advantages to
the health care system by decreasing patient length of hospital stay and informing
decision makers about quality management of PUs. Importantly, the study results will
provide baseline data for future systems improvement, quality of care comparisons and

research in Jordan.

Clearly, this study has the potential to be an ongoing process of continuous planning,
implementing, and evaluating care outcomes to achieve the optimum goal of achieving
effective implementation of a pressure ulcer risk management model, and grounding
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practice in sequential research, applicable and transferable to other conditions for which

patient safety is an issue.

Summary

This chapter has reviewed the background of the study and provided information on the
Jordanian health care system. The local context, funding, insurance and strategies for
improvements of the Jordanian Ministry of Health have been provided. The rationale
for examining PUs in Jordan, the thesis aim and the significance of the study were also

outlined.

Organisation of the thesis

The thesis consists of six chapters. The first chapter has identified the background and
provided the aims and significance of undertaking this research in Jordan. The second
chapter reviews selected literature on patient safety, skin assessment to identify risk and
management of pressure ulcers and provides a summary of characteristics with
attributes as headings. Chapter three gives an account of the method used to collect and
analyse data, as well as the instruments used in the assessment of PUs in a Jordanian
hospital. Chapter four presents the findings of the PU surveys and provides excerpts of
the interviews and field notes 1o reveal the current situation in Jordan. Chapter five
presents the proposed Jordanian patient safety framework and chapter six presents the

conclusions drawn from the research.
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CHAPTER 2: LITERATURE REVIEW

Introduction

Effective health care in general and keeping patients safe during hospitalisation does not
just ‘happen’ (Kohn, Corrigan, & Donaldson, 2000). Modern health care is conducted
in complex, adaptive environments constituted by many different components (Palmieri,
DeLucia, Ott, Peterson, & Green, 2008). It uses advanced technology in such forms as
equipment, skills, processes and pharmacology (Palmieri et al., 2008). Care is carried
out for patients by diverse caregivers from different disciplines with their own value
systems, attitudes and practices in diverse clinical sites (Bate, Mendel, Robert, &
Berwick, 2008). As health care complexity developed so has the recognition that
hospitals can be very unsafe places for patients (Institute of Medicine, 2001; Runciman
& Moller, 2001; Wilson et al., 1995). The World Health Organisation reports that
healthcare errors impact on one in every 10 patients around the world making patient
safety an “endemic concern” (World Health Organization, 2007). Recently, the concept
of patient safety was defined by Runciman et al., (2009, p.21) as “ the reduction of risk

of unnecessary harm associated with healthcare to an acceptable minimum”.

Patient safety is normally discussed in the literature as a component or dimension of the
quality in healthcare management model (Institute of Medicine, 2001; Runciman,
Merry, & Walton, 2007) in conjunction with other dimensions namely effectiveness,
efficiency, access, appropriateness, acceptability and timeliness (Harris, 2006;
Runciman et al., 2007). Efficiency indicators include the length of hospital stay, and
the cost of care, acceptability, effectiveness and safety indicators include quality of life,
morbidity and mortality (Harris, 2006). More recently the patient safety literature
reports patient safety as emerging as a distinct healthcare discipline (apart from quality)
supported by an immature, yet developing scientific framework that emphasises the
reporting, analysis and prevention of medical error that can result in an adverse event
occurring to patients (Bates, Larizgoitia, Prasopa-Plaizier, & Jha, 2009). Palmieri and
colleagues (2008) state that there is a significant transdisciplinary body of theoretical

and research literature now informing the science of patient safety.
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Various frameworks concerned with health care quality, patient safety and error have
emerged. For example,(Reason, 1990; Reason, 1997) Swiss Cheese Model of Adverse
Events, the Integrated Framework for Safety, Quality and Risk Management in Health
Care (Runciman et al., 2007, p.22); and the Health Error Proliferation Model (Palmieri
et al., 2008) have been published. These frameworks have been very useful in
identifying systemic factors (referred to as latent errors) that contribute to adverse
events for patients, or variables that need to be incorporated into incident monitoring
and learning systems. Essentially what has emerged is the “physiology of error”
causation (Palmieri et al., 2008) turning away from the personal or clinician attribution
approach (Martinko, Douglas, & Harvey, 2006) or ‘failure to rescue’ to an
understanding that errors more frequently reflect an inability of health care workers to

cope with multiple gaps produced by complex systems (Woods & Cook, 2002).

The system approach to error management advocates that while individual practitioners
“must be responsible for the quality of their work, more errors will be eliminated by
focusing on systems than on individuals” (Leape et al., 1995). Ranciman et al. (2007)
in the Integrated Framework for Safety, Quality and Risk Management acknowledged
that clinicians are at the “pointy end” of a model that at the broad end (organisation)
often has unrecognised errors called latent errors that contribute to an adverse patient
event that occurs in the workplace. According to Amalberti, Auroy, Berwick and
Barach, (2005) systems thinking and proactive process improvement on the part of
healthcare organisations, provides a significant opportunity for advancement because
the vast majority of errors result from poorly designed systems (Cook, Render, &
Woods, 2000; Reason, 2000). Furthermore, Helmreich and Davies (2004) emphasised
that errors contributing to accidents were system-related rather than based in the
carelessness or neglect of patients by health professionals working within the
environment. The Institute of Medicine (IOM) confirmed this approach in Crossing the
Quality Chasm report (2001, p.4) stating “trying harder will not work. Changing
systems of care will”. Consequently, a system approach will be taken for all aspects of

the method, data collection, results, analysis and discussion in this thesis.
In 2009, the International Classification for Patient Safety (ICPS) and a conceptual

framework were published following a Delphi survey of over 250 international experts

(Runciman et al., 2009; Sherman et al., 2009). The main aim of this project was to
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devise a uniform classification of patient safety concepts, so that information collected
from disparate systems of classification could be aggregated and analysed. The
research culminated in ten high level classes being identified and a listing of preferred
terms and definitions for key concepts that were developed from pre-existing
classifications. While this framework was unavailable when the research project for
this thesis was designed, attributes used in this thesis are consistent with concepts
indentified this new ICPS framework. For example, “Detection” (an action that results
in the discovery of an incident) is one class in the framework (Sherman et al., 2009, p.
5) Detection processes include proactive risk assessment and counting/auditing and
review of incidents. These processes were included in the literature review prior to the
ICPS publication because they had already been recognised in the literature as important
considerations. Frameworks published prior to the ICPS (Palmieri et al., 2008; Reason,
1990; Reason, 1997; Runciman et al., 2007) took a system’s approach that is evident in
the ICPS class “Mitigating factors” that has the concepts of good team work, effective
communication and good supervision/ leadership directed to staff, and the availability
of effective protocols, equipment, device management and documentation error
correction directed to the organisation (Sherman et al., 2009, p. 6). These concepts are
included in the literature reviewed but organised under different attribute headings. For
example effective protocols have been called evidence-based guidelines in the process
attribute and equipment and device management has been discussed under the attribute

of physical resource.

Donabedian, (1966) wrote about the organisation of health care institutions in terms of
structures, processes and outcomes, these dimensions were considered essential to
include in any organisational analysis (Donabedian, 1966; Hofstede, Neuijen, Ohayv, &
Sanders, 1990). While Donabedian’s (1966) recommendations and the ICPS
classification and conceptual framework provides the technical approach of patient
safety, it was considered important to emphasise the cultural aspects that the technical
work requires if change to patient safety in an organisation is to be achieved (Hofstede
et al, 1990). For this reason, the attribute of culture as a key dimension in
organisational change will also be included. The five main attributes used to organise
and classify the reviewed literature are culture, structure, processes, human resources
and physical resources. The literature from patient safety publications and the literature

on pressure ulcer assessment, management and evaluation have been integrated under
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these organising attributes. Also outcomes have not been dealt with as a separate
attribute but integrated into the other five because of excessive replication of ideas when

it was a separate entity.

While being mindful that the organisation needs to be considered as a whole system,
recent and significant publications in patient safety undertake an analysis of the system
at both the managerial leadership level, called the macro level and the clinical or micro
level (Bate et al., 2008). Separating the organisation into these artificial levels promotes
more comprehensive data collection processes and enables more detailed analyses and
reporting (Bate et al., 2008). At the same time organisational theory argues that it is not
only the processes and variables at each level that are crucial to quality but also the
nature of the interactions between them (House, Rousseau, & Thomas-Hunt, 1995).
These interactions have been called the meso paradigm for quality and House et al.,
(1995) contend that it is essential that simultaneous study of the micro and macro levels
occur so that factors happening between the two levels can be identified. This approach

has been taken in this thesis.

In summary, the review of the patient safety literature indicates that adverse events
occur to patients because of system failures rather than personal error. Therefore, a
systems approach has been adopted for this thesis but the method of House, Rousseau,
& Thomas-Hunt, (1995) to consider simultaneously both the macro and micro levels (an
artificial split) will be taken. Although the results of the first large-scale study of
adverse events were published over 30 years ago (Mills, 1978) it is only in the last
decade that health care has given wide consideration to patient safety and a significant
amount of research has been published. While patient safety is still considered to be an
emerging discipline, the need for a common language and understanding has resulted in
the recent publication of the ICPS conceptual framework (2009). Concepts provided in
the framework as well as Donabedian’s (1966) structures and processes have been used
to identify attributes to act as chapter organisers for the literature reviewed. Based on
the volume of literature support, the dimension of culture has also been included as an
attribute resulting in the five main headings of culture, structures, processes, human and

physical resources. Outcomes have been integrated into these attributes.
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Culture

All sub-populations in organisations, including hospitals, have their own culture often
described as ‘glue’ that holds the workforce together and makes it responsive to change
(Duffield, Roche et al., 2007). Bate and colleagues (2008) in an examination of seven
case-studies of international organisations recognised as providers of excellent health
care identified the culture of the organisation as an essential and central feature of their
success. Braithwaite, Runciman, and Merry (2009), Grol, Wensing, and Eccles (2005),
Runciman and colleagues (2007) and Tzeng and Yin (2007a) have also identified the
role of an organisation’s culture in maintaining outmoded work practices as well as its

potential to shift practice to address quality of care and patient safety.

The cultural challenge for organising quality in healthcare is to give “quality” a shared
collective meaning, value and significance within the organisation (Bate et al., 2008).
In their text that presents the findings of their comprehensive research into seven
international organisations known to provide healthcare excellence, the researchers
identified the cultural component within successful organisations as an essential
attribute effecting change. Confirmation of the importance of organisational culture
was identified in the global priorities for patient safety research (Bates et al., 2009), an
in-depth study conducted by a WHO working group. The third priority identified by
international health care managers and other experts using the Delphi technique was to
conduct research into “poor safety culture and blame oriented processes”. The high
priority this topic attracted from the group of thirty indicated the group’s opinion of the

contribution of culture to patient safety.

As noted previously, many authors have written about the contribution of culture to
change in health care. Hewison (1996) described culture as systems of knowledge,
attitudes, values and practice inside a health organisation, such as the nursing culture,
medical culture, and cultures of the other multiple disciplines in health, such as
administrative cultures. Clarke and colleagues (2004) conceptualised culture as
complex patterns of meanings, ideas and symbols that should be addressed in order to
understand the complex process of change, performance management and improvement.
Dorazio-Migliore and colleagues (2005) took into account the organic process through

which culture emerges that can be used by health professionals as a process for change.
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In their view culture is the organisation that involves particular social groups that share
unique, bounded and homogenous interactions that can be brought together for the
benefit of the organisation. Culture is also considered a dynamic process of social and
self-reflective interaction influenced by the situational context and the diverse
perspectives between social groups (Clarke et al., 2004). It is neither mechanistic nor

can it be imposed by directives from management (Dorazio-Migliore et al., 2005).

According to Sinclair (1997) the culture adopted by individuals, teams and
organisations creates the context for professional practice and facilitation for change.
Having a culture that is supportive of patient safety is therefore essential to any attempt
to institute a quality or risk management system. Health professionals need to be aware
of the cultural context that informs their interactions with each other and with patients
to understand particular health conditions, such as PU development, and the ways that
clinicians manage and patients experience them. Bate and colleagues (2008) identified
successful organisations as building a shared understanding and commitment to patient
safety by increasing the “mindfulness” of staff. That is staff are constantly vigilant to
their personal and group standard of practice, avoiding automatic responses to

guidelines or standard operating procedures (Bate et al., 2008, p.219).

Reviewing the characteristics of effective health care cultures raises the question of how
such cultures emerge and develop. The literature identified the encouragement of
learning, people doing more and differently and developing and sharing new
knowledge, skills and expertise (Godfrey, Nelson, Wasson, Mohr, & Batalden, 2003).
Acculturation of the ideal through socialization, induction and training processes that
help people tune in and acculturate to the core values of the organisation was identified
by Bate et al (2008) in their case studies’ analyses. That is, the organisation needs to
have core values expressed in ways that inform all members of the organisation. A
notion of empowerment that genuinely nurtures and supports self-leadership at all levels
of the organisation, has also been named as an important characteristic that should be
fostered by managers at all levels. Personal empowerment however, does not mean that
when an adverse incident occurs to a patient that the clinician should be held solely

responsible and the organisational system as not contributing to the incident.
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An organisational culture focused on safety is needed to shift the philosophy of error
causation from the personal approach to the system approach (Palmieri et al., 2008).
Public blame for clinician error and the subsequent punishment for adverse events due
to error results in a punitive culture, regardless of the root causes of errors (Gibson &
Singh, 2003). Lawton and Parker (2002) identified that doctors and nurses hide
“practice breakdowns” and mistakes to avoid reprisal and punishment. When the root
cause of error is regarded differently (systematically) the methods for managing liability
and reducing further adverse events within an organisation are different (Gibson &
Singh, 2003). According to Reason (2000) the system approach unearths concealed or
latent errors in the organisation that contribute to the adverse event. It is rightly a
preferred approach to remove the personal ‘blame and shame’ culture to subsequently
avoid clinician reluctance to report further error and to contribute to system

improvement (Palmieri et al., 2008).

Ministerial culture: philosophy of health care provision

The philosophy that underpins government decisions concerning health care provisions
comes from the Health Department (Ministerial level). Staff working at this level, who
are responsible for developing and transmitting patient safety and quality policies to
health care organisations (hospitals), need to be philosophically committed to this
direction for patient management. Otherwise, there is little interest in getting the
policies sufficiently well developed, or funded, to enable implementation at the

organisational level.

Health policy provides people working in organisations, involved in the planning,
design, implementation and evaluation of programs and services directed at maintaining
the health of communities (Brown, 2006) with direction. Policy has been considered as
a ‘vehicle’ by which health workers participate in health planning structures and deliver
high quality health care services. Policy explains how goals will be achieved and serves
as a guide that defines the activities permissible for goal accomplishment (Clarke et al.,
2005). Well-developed policy assists governments and the organisations within their
bureaucracies to address government priorities (NSW Health, 2005a). Policy guides the
adjustment of existing programs to respond more effectively to needs and supports the

reallocation of resources to health initiatives (NSW Health, 2005b). Well developed
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policy is said to improve interaction and collaboration between all health care levels to
support more holistic approaches to health. Given the significance of health department
policy, a leader (a minister in the government) is required to be responsible for the
overall implementation and review of health care policy including that related to health

care quality management.

Organisational quality management

To produce a complete quality management system in hospitals, it is necessary to take
into account organisational and social factors as well as technical factors (Sorensen,
Lloyd, Van Kemenade, & Harnett, 2005; Wilson & Goldschmidt, 1995). Quality can be
a management system, an outcome, or both. Quality itself can be categorised as
technical quality, service quality, outcomes quality and patient satisfaction (Wilson &
Goldschmidt, 1995). A comprehensive quality management system would encompass
each of these categories. The main purpose of a quality management system is to make
sure that what is intended to happen to a patient actually does happen. The quality
system is defined as “all activities of the overall management function that determine
the quality of policies, objectives and responsibilities. It is a prerequisite for high
quality and quality improvement in the health services” (Hyrkas, Koivula, Lehti, &
Paunonen-ilmonen, 2003, p.3). The benefits of quality management could include the
reduction of liability insurance premiums, malpractice claims (less patients harmed or
killed), unnecessary tests and treatments, better use of resources that can save the
organisation money (Wilson & Goldschmidt, 1995). According to Marriner-Tomey,
(2009), the processes of quality measurement should be simple, inexpensive and safe
for staff members and patients alike. Additionally Wilson and Goldschmidt (1995)
contend that quality management improves productivity through enhanced employee

job satisfaction.

Globally, “quality management has emerged as one of the strategies for organisation
survival” (Turner & Hartley, 1998, p.77), although the focus on quality, even in
Western health systems, is relatively new. Since 1989, approximately 70% of hospitals
in the USA have developed and implemented quality programs. In Australia, the
quality management sector has been slow to develop (Bartlett, Hatcher, Johnson, &

Dixon, 1997) but has gained momentum in the last five years (Runciman et al., 2007).
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As yet, Jordan has no system but is trying to implement one with the assistance of the
USA aid/financial support and expertise. Such a system, which is proposed here to
manage the model of care for PUs, could provide a template and assist the
administration in public Jordanian hospitals in developing and implementing a risk

management model.

Risk management strategies: supporting clinicians in developing a patient safety
culture

Generally speaking, risk management is managing risks before they can have an adverse
effect on patients. According to Wilson and Goldschmidt (1995) risk management
should become part of the organisation’s foundation. A particular program to manage
risks can help protect patients and the health team by addressing all training,
instrumentation, resources operation and protective equipment. The process includes
identifying, monitoring, and evaluating risks (Wilson & Goldschmidt, 1995). Loflin
and Kipp (1997) identify a five-step process for the administration of risk management
namely: risk identification and evaluation, priority setting, design and implementation
of risk control technology and periodic program evaluation. Hence, the introduction of
a risk management philosophy has the ability to change the culture and clinicians’
practice. If risks are properly addressed across the organisation, the number of patients’
injuries can be greatly reduced (Loflin & Kipp, (1997). Therefore, organisational
managers could lead the culture shift by implementing a risk management project. PU,
as an example, is an ideal issue for inclusion in a clinical risk management project
because the five steps identified by Loflin and Kipp (1997) are achievable by nurses
with the support of managers and the their medical colleagues. The use of a risk
assessment instrument can assist nurses’ clinical decision making to predict which
patients are at risk of developing PUs as well as the level of risk. These are the first two
steps in a risk management system and achieving these is likely to facilitate the design

and implementation of improvement measures in managing risk.

Identifying high risk patients and preventing and managing PUs is a quality issue in
acute health care (Dawsett, 2001). In the USA, “State and federal regulators consider
the development of PUs in hospital as an indicator of poor quality care” wrote

(Bergquist, 2005, p.148) in a American research study of PUs in aged care. Ongoing
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assessment aims to identify patients who are at high risk of skin breakdown to prevent
PUs from occurring (National Institute for Cancer Excellence NICE UK, 2005; National
Institute for Clinical Excellence NICE UK, 2001). Patients found to be at a high level
of risk can be managed in ways that minimise PU development. Patients who have a
PU or develop one can be managed appropriately to limit the extent of the injury

(Australian Wound Management Association, 2001).

Prevention is widely considered the optimal way to clinically manage PUs, recognising
the fact that prevention and early clinical management will generally be better and
cheaper than treating or healing PUs (Wilborn, Halfens, & Dassen, 2006). Early and
systematic assessment is important at the micro level to identify people who are at risk
of skin breakdown to allocate resources in an efficient and cost effective manner to
manage the condition at the time of admission to the facility (Gould, Goldstone, Kelly,
& Gammon, 2004; Thomas-Hess, 1992; Vap & Dunaye, 2000). In association with a
health professional’s clinical judgement assessment during hospital admission can
identify patients whose skin needs to be reviewed at regular intervals using a reliable,
validated skin risk assessment instrument (Cox, Laird, & Brown, 1998) (National
Institute for Cancer Excellence NICE UK, 2005; National Institute for Clinical
Excellence NICE UK, 2001).

Two processes, assessment and wound staging, need to be in place within an
organisation to enable the prevalence of PUs within an organisation to be determined
for evaluative purposes. As an apparently negative clinical outcome, PU can be
included in an incident reporting system, as well as part of a planned structural
management program after defining what is going wrong, why and what can be done

(Turner & Hartley, 1998, p.77).

Nurses’ participation in organisational change

While having regard to other health professionals within the organisation, this thesis is
concerned specifically with nursing. Nurses have a primary obligation to keep patients
safe under the law, and patients’ safety is part of their professional accountabilities
(Ousey, 2005). The law and the profession “provide a framework in which the nurse

can practice safely” in order to protect both the practitioner and the patient (Ousey,
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2005, p.131). Based on a developing specialised body of knowledge, standards of care
and code of ethics, nursing is increasingly in a position to exercise leadership in health
care reform (Hood, Leddy, & Pepper, 2005; Mitchell, 1998). Specialisation and
enhanced professional autonomy is increasing nurses’ confidence and understanding of

organisational management in some countries (Cuthbert, Duffield, & Hope, 1992).

Mrayyan (2005a, p.239) reported that “nurses strive to be autonomous”. While, there is
no single strategy to increase nurses’ autonomy, the use of standardized language
between nurses is one of the best strategies to be used in the health care organisation
(Mrayyan, 2005a). Nurses require autonomy in their daily practices to increase
productivity, promote and improve the quality of nursing care (Kramer & Scmalenberg,
2003; Mrayyan, 2005a). Nurses are gaining post-graduate research qualifications in
projects related to improving health care services for patients (Jackson & Butterworth,
2007). Changes made by nurses as a consequence of these projects are making nurses
more visible and accountable for their actions in developed countries (Person, 1996).
“Widespread change to practice, education, and management” (Tourish & Mulholland,
1997, p.26) will work to nursing’s advantage in designing and implementing new care
regimes. At this time, no published literature on Jordanian nursing and nurses’
engagement in new regimes of care was identified. The degree of change that can be
accomplished by nurses in Jordan by introducing risk management to support the
required shift in culture towards patient safety needs to be determined. However, as
discussed earlier in this chapter little sustained change can be accomplished at the micro

level without support from the macro level.

The philosophical stance is a pre-requisite for a high standard of health care as reflected
in the decision to implement a quality management system in Jordan. Jordan needs
leaders (ministers) who are philosophically aligned in their attempts to provide the
population with a high standard of health care. The government has an instigated a
quality unit within the MOH, quality units at public hospitals and hospital accreditation
as a driver to help achieve improved health care quality. These undertakings are the
result of the goals outlined in the five-year national health strategy plan (2008-2012) to
improve the quality of the healthcare (Ministry of Health, 2007). Despite these
initiatives, organisational cultures in Jordanian public hospitals appear to have barely

changed, and it is imperative to undertake research to identify the situation.
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In summary, the first attribute identified from reviewing the patient safety literature is
the need for a health care organisation to develop a culture of patient safety. The
characteristics of such a culture have been defined (e.g. shared meanings, symbols and
values, respect for each others’ disciplinary groups and mindfulness in the use of
practice guidelines). A main theme that emerged from the above review is that the
culture needs to develop a system approach rather than a personal ‘blame and shame’
approach in managing adverse incidents, so that potentially latent errors can be
identified and staff encouraged to report error rather than hide it. Managers need to
express an organisational philosophy of patient safety and actively participate in clinical
projects. Clinicians across the disciplines should be respectful of each others’ opinions
and openly discuss micro and macro level issues that are known to impact on patient
safety. Within this context, risk management has been identified in the literature as a
proactive process that has been useful in helping to reorient cultures towards patients’
safety considerations. Nurses are professionally aligned and ethically predisposed to
maintain patient safety. The next section will review literature concerned with a second

attribute, the structure.

Structures

The organisation of care, as presented above, is one whole, integrated, system of
structures and processes that contribute to outcomes (Donabedian, 1992). It was
considered essential to include organisational structure in the literature review because
it features consistently in research publications on patient safety. For example,
structural challenges were identified in the seven case studies analysed by Bate et al
(2008) as essential considerations in the planning and coordinating of quality efforts in
organisations known to provide excellent health care. For the purpose of this review,
structures and processes are being artificially separated in order to consider each in
greater depth. This section discusses the structure of the health care system in three
parts: the structure of the nursing role at the clinical or micro level, including nursing’s
relationship with other professions, particularly doctors; the structure at the
organisational or macro level; and the structural arrangements for care at the
government/ policy level. For the purpose of this thesis structure is defined as “a

formation or pattern of arrangement that furnishes the formal framework in which the
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management process takes place, and hence provides an effective work-system and a

network of communications” (Marriner-Tomey, 2000, p.231-244).

Structure of the clinical nursing role

In terms of clinical structure, the professions in the health care organisation are
considered the ‘skeleton’. Nursing is “the largest of the healthcare professions”
providing a twenty-four hour/seven day a week service (Ousey, 2005, p.131). Hence,
nursing positions are an important component of structure at the clinical level (Ulusoy,
Smith, & Knill-Jones, 1996). Unlike other health care professionals, nurses
continuously care for patients throughout their hospitalisation (Ousey, 2005). As
previously identified, nurses have a value and primary position to keep patients safe
from harm. In other words, “first, is the obligation to do good (sometimes referred to as
beneficence) and second, to prevent harm (referred to as non-maleficence)”. This
means that nurses working within the organisational structure have personal
responsibility to ensure their practice maintains patients’ safety (Lipe & Beasley, 2003,

p.230).

As the nursing role in health care develops, nurses are expected to coordinate aspects of
patient care with other health team members including doctors, dieticians, pharmacists,
and physiotherapists (Simpson, Bowers, & Weir-Hughes, 1996). Further, as nurses are
becoming better educated and practically prepared to meet the health needs of their
patients, they can assist and improve the quality of care for patients at risk of skin injury
by implementing research-based evidence into locally developed practice guidelines.
This professionalisation of nursing, advancing in line with other disciplines, has resulted
in a developing body of evidence on which to base practice decisions (Hewison &
Stanton, 2002). Tertiary level hospitals usually have teaching obligations to the health
disciplines to provide clinical education opportunities for students. These practicum
experiences provide students not only with the opportunity to experience how patients’
illnesses are managed, but also gives them an opportunity to socialise with their own

and other disciplinary groups.

As a consequence of nursing’s value stance and increasing professionalism, autonomy

and specialisation, nurses are devising different ways of organising their work to
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improve patient care (Dibsie, 2008). This includes the way patients with PU are
managed (Dibsie, 2008). For example infection control nurses, skin integrity and
vascular access consultants, breast care nurses and clinical educators are just a few of
these specialised positions. Specialist nursing positions are positions in the structure
providing increased knowledge and experience resulting in increased the quality of

patient care.

While the international literature speaks about keeping patients safe as a high priority of
ethical practice, no literature from Jordan identified nurses’ or doctors’ roles and their
responsibilities to keep patients safe. Other barriers known to impede the achievement
of evidence-based practice, such as the lack of administrative support for clinicians to
access computers, internet data bases, a lack of mentorship knowledge, poor supervision
and limited capacity to critique research articles or undertake research projects (Flynn &
Flink, 2001), exist in Jordan. I have observed from my nursing practice in Jordan that
there is no organisational system to manage risk at ward level. Therefore, there is

considerable scope for researching existing care structures in Jordanian nursing.

Common structural models in nursing include primary nursing, team nursing and task
allocation. In the primary nursing model the care of a patient/client is managed for the
day by one nurse who coordinates other nurses and schedules all tests, procedures and
daily activities for a small number of patients (Potter & Perry, 2005). In a team nursing
model, a registered nurse works as the team leader and supervises the care of a larger
number of patients/clients. The team may consist of nurses with different levels of
education (called skill mix), from registered nurse, enrolled nurse or assistant in
nursing. The team leader plans and coordinates the care that is provided directly by the
team members (Potter & Perry, 2005). In a task allocation model nurses are assigned
various tasks to complete by a clinical nurse manager or clinical coordinator. For
example, one nurse could be responsible for doing all the intravenous drug
administration and another giving out the oral medications to all patients on the ward.
The literature does not recommend a most appropriate model to support a patient safety
environment because so many different factors are operating in different countries and
in different contexts. While primary nursing is said to be a preferred choice in some
developed countries (e.g USA), it is often an impossible model to implement in

developing countries because of the smaller numbers of qualified nurses employed or
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available to work in the acute care sector. Team nursing also has its critics, but it does
allow for increased patient supervision by a more qualified member of the team who
takes responsibility for the level of care provided while still allowing team members
some decision-making capacity within the team structure. Task allocation however,
goes against the autonomy of the workplace or clinical decision making and is therefore
not regarded as a suitable structural model for nursing care. Using international
literature as a basis for making judgements, the institutionalising processes of clinicians
working together as a social group will be examined. Findings from this research may
present an opportunity at a later time to implement strategies to enhance the
professional role of nurses and other health disciplines by addressing the technical,
social and organisational implications of quality improvements identified through the

research (Sorensen et al., 2005).

Skill mix structure and nurse to patient ratios

Having a higher percentage of RNs represented in the nursing workforce is essential to
prevent adverse events to patients. A major NSW nursing workload study by (Duffield,
Roche et al., 2007) conducted in public hospitals focusing on medical and surgical
wards examined the relationship between nursing skill mix and adverse events. The
study provided evidence that an increase in the number of RNs would greatly improve
patient care, for example the results demonstrated that, for every 10% increase in RNs
there was a 27% decrease in ‘failure-to-rescue’. A skill mix with a higher proportion of
RNs produced significantly decreased rates of nursing-sensitive, negative clinical
outcomes. The study found that an extra RN would reduce the incidence of PUs by 20
per 1000 patients and sepsis by 8 per 1000 patients. Further, a proportional increase in
RN hours is associated with a statistically significant decrease in PUs, gastro-intestinal
(GI) bleeding, physiological/metabolic derangement, pulmonary failure, sepsis and
shock and failure to rescue. Patients were less likely to fall and suffer injury as RN
hours increased. The presence of a nurse educator on the ward and an increased
proportion of nurses working on their usual ward were associated with fewer
medication errors (Duffield, Roche et al., 2007). The findings from the NSW public
hospital study cited above were consistent with those identified by (Aiken, Clarke,
Sloane, Sochalski, & Silber, 2002) in a major American research project that looked,

among other variables, at hospital nurse staffing and patient mortality.

39



As a consequence of these results from different developed countries, it could be
concluded that having sufficient, knowledgeable nurses working at the micro level
could be considered a pre-requisite structure for keeping patients safer during
hospitalisation. However, in developing countries where different educational levels of
nurses are predominant (Francis et al., 2005), a team model of nursing care may be a
preferred structure to achieve improved patient safety. The structuring of relationships
between the medical and nursing professions, the two dominant professions in health
care, and their capacity to develop integrated care regimes, is a factor in change and to

which the discussion will now turn.

Relational structures between medicine and nursing impact on patient safety

As with nursing, medicine is a key professional structure at the clinical level, and the
relationship between doctors and nurses has been described as hierarchical in structure
(Snelgrove & Hughes, 2000). Within this context, physicians are the decision-makers
in patient diagnosis and management, with nurses working as a communication medium
between the physicians and the patients (Badger, 1999; Snelgrove & Hughes, 2000).
However, this traditional relationship is changing. The relationship between medicine
and nursing in developed counties is reported as becoming more equal, evident in the
rise of nurse speciality roles and developing nursing autonomy in areas of professional
expertise (Mitchell, 1998). This situation may not be the case for Jordanian nursing
despite the university level of education for some Jordanian nurses and empirical study
needs to be conducted to determine the situation. Importantly, according to Wilson and
Fulton (2000, p. 132) both professions have “a critical role to play in achieving quality
and safety in services provided in hospitals”. Therefore, it needs to be ascertained if
Jordanian nurses are relating to doctors working in the Jordanian acute care sector in
ways that promote collegial patient care activities. It is important to understand the
changing roles between these two professions in relation to changing expectations about

patient care in the context of rebalancing power between them.

Nurses are now taking more responsibility for decisions and are more accountabe for
patient care outcomes (Kennedy, 2000). While doctors usually maintain the power with
their decisions prioritized over nurses’ decisions in admitting and discharging patients
from hospital (Mrayyan, 2005b), nurses are often more in tune with the systems of care.

Hence the importance of developing clinical structures that support more collaborative
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relations between medical and nursing clinicians is crucial if the types of changes
envisaged in the development of a quality system are to occur. Research such as by
(Sorensen et al., 2005) into clinical projects designed to improve the quality of care,
identified that structures at the micro level, such as health care team patient rounds,
multidisciplinary team meetings, quality projects that are patient centred not discipline
centred, have found to be enabling. However, the difficulty of engaging different
groupings to work collaboratively should not be minimised and managers utilising
structures to facilitate “multidisciplinary team” formation need to appreciate that it is
just a starting point. Runciman, Merry and Walton (2007, p.70) found that despite
‘strenuous attempts’ being made in Australian hospitals to link clinical practice and
corporate management the relations between organisational entities remain strained,
mainly because organisations still tend to operate in groups defined by discipline. This
creates parallel systems in which patient care becomes subservient to professional

agendas.

The extent to which multidisciplinary collaboration, if it is predicated on equality, can
occur in Jordan is uncertain. Although occupational boundaries are blurring in
developed countries (Snelgrove & Hughes, 2000) as nurses, including those with
experience and qualifications, became more vocal in patient advocacy roles, reluctance
to challenge doctors’ authority remains (Krogstad, Hofoss, & Hjortdahl, 2004).
Jordanian nurses at this stage are highly unlikely to challenge medical dominance as
their practices are directed by physicians (Al-Ma'aitah, Cameron, Armstrong-Stassen, &
Horsburgh, 1999; Francis et al., 2005; Mrayyan, 2005b). The key to change in Jordan
could be patients’ heightened expectations of health care and hospitals’ accountability
for patients’ care (Mrayyan, 2006). Consequently, there is some room for movement,
for medical and nursing clinicians to come together to plan, deliver and evaluate care
that the presaged new models require. The extent to which this can occur in Jordan
needs to be studied, especially in the absence of local literature on professional
relationships. Developing appropriate professional structures as the underpinning for
effective risk management brings us to an examination of the organisational structures

that can both facilitate and impede the type of model being outlined here.
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Organisational structures impacting on patient safety

At the organisation or macro level, structure is consolidated within the organisation as a
group of professionals who can deliver effective care. The structure of the organisation
is a framework to provide patient care. It is also the framework to implement practice
improvement. However, hierarchical structures have also been recognised as an
obstacle for organisational change (Wendt & Vale, 2003). The gap between the
positions of power at the top or macro level of the organisation, and health professionals
often seen as at the ‘bottom’ or micro level of the organisation, can affect overall
performance (Anderson & McDaniel, 2000; Hojat et al., 2001). The formal
organisation of health care, marked by a hierarchy of authority, uniformity, rules and

regulations, is a ‘bureaucracy’ that suitably describes health organisations in Jordan.

In the case of health bureaucracies, a division of labour occurs between managers and
clinicians, and between clinical professions (disciplinary hierarchies), where the health
workers specialise in one function or skill, and decisions are made at the next
management level up (Wendt & Vale, 2003). This type of structuring does not facilitate
decision making at the micro level, nor enable clinicians to develop a sense of self-
leadership that is seen to be so important in patient safety cultures (Bate et al., 2008).
This command and control style of management with the emphasis on non-clinical
decisions impacts negatively on the roles, responsibilities and priorities of both clinical
and administrative staff. It can fragment clinical decision-making so that objectives
become unachievable, and ultimately result in conflict in the organisation (Anderson &
McDaniel, 2000). Bureaucracy of this type reduces health workers’ ability to contribute
to organisational development, because the “vertical line” of hierarchy creates
communication problems between upper level administration and direct care givers
(Marriner-Tomey, 2009). Further, this separation of clinical and administrative
domains reinforces the parallel separation of quality and cost management that further
erodes integration, and collaboration in achieving organisational objectives (Bate et al.,
2008; Gilmartin & Freeman, 2002). The type of bureaucracy most relevant to shifting
organisations towards a patient centred approach is professional bureaucracy, in which

considerable power resides with professionals, in this case the clinical staff (Cohen,

Eustis, & Gribbins, 2003; Rivers, Woodard, & Munchus, 1997).
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Robbins and DeCenzo (2008, p. 138) outline in their textbook on successful American
companies, the use of visual representations of organisational structure showing how
resources, departments and personnel are grouped horizontally and vertically into lines
of authority, communication, delegation and decision-making. Modern literature on the
organisation of successful companies identifies a flattening of hierarchical structures
and active participation of employees in decision-making about production (Robbins &
DeCenzo, 2008). Robbins & DeCenzo, (2008) noted that decentralised structures
‘flatten’ hierarchies and enable decisions to be made at the level where the decision will
be implemented. In order to implement quality management in acute health care
institutions effectively, the need for flatter, more democratic structures that enable
managers and clinicians to interact (meso paradigm) has been acknowledged (House et
al., 1995). A flatter structure can also encourage decentralised, organic styles of
decision-making facilitating team work and clinical leadership by involving clinicians
in organisational decisions (Wendt & Vale, 2003). This arrangement can, in turn,
facilitate improved work cultures that result in better patient outcomes. Fewer
managers come with less levels of hierarchy thereby enhancing decision making
capacity at the micro level including how money is spent for clinical goods and
services. Decentralisation and autonomy to run hospitals as suggested by the proposed
structure is a trend in modern healthcare that is challenging many health care facilities.
In summary, the presence of an effective organisational structure to manage patient care
is an important attribute that must be considered when developing a risk management
model for public hospitals in Jordan. Such a structure would allow managers to consult
clinicians when planning a quality management program for Jordan directed toward
hazard or injury management. The type of structures within an organisation

recommended to support the implementation of a patient safety need to addressed.

Organisational governance structures concerned with quality

Abernethy and Stoelwinder (1995) and Wilson and Goldschmidth (1995) identified the
need for a specific quality management committee within the organisation (the hospital)
to address quality issues. This committee was conceived to be a policy, decision-
making body, comprising multidisciplinary clinical and non-clinical participants of not
more than 10 to 15 people. The committee’s functions included reporting requirements

to the ministerial level, reviewing and acting on reports from accreditation and the
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international and national literature. The committee could make effective decisions
about the provision of clinical care and provide summary information to other providers
to enhance the health care system overall. Some Australian hospitals have developed
specialist quality departments within their organisation to undertake not only a
monitoring role but also as a support centre for short term working groups (clinicians
and managers) undertaking policy formulation from best evidence, review of standard
operating procedures and protocols, development of practice guidelines and the
implementation of change project. Therefore, health team members include middle
management leaders such as clinical educators/nurse specialists, nurse unit managers,
department directors, directors of nursing, assistant directors and clinical directors have

an effective organisational structure to effect practice changes.

Ministerial level governance structure

It is at the ministerial level that the philosophies determining the type of health care for
a country or state are considered and implemented through written policies that are
widely published and on some occasions ratified in the parliamentary system. The
structures that will provide health care for a population are decided upon at this level.
For example, in NSW the structure for health administration is through a number of
Area Health Services. It was at this level that the newer concept of quality management
called clinical governance was articulated and then disseminated to Area Health
Services and the hospitals within their jurisdiction. Clinical governance is widely
accepted as a structure with the potential to effect cultural change in hospitals (Freeman,

2003).

Clinical governance requires clinicians and administrators to take joint responsibility for
the quality of clinical care delivered by the organisation (NSW Health, 2005a, p.14).
This framework provides a structure that integrates clinical decision-making within an
organisational framework in the public healthcare systems in Australia. The framework
is normally implemented through a Clinical Governance Unit and committee structures
that incorporate representative members of all health disciplines as well as managers
and consumers equipped with appropriate resources (Freeman, 2002). Strategies of the
clinical governance approach are in train in many Australian health care organisations to

improve safety and quality management (Braithwaite & Travaglia, 2008). Therefore,
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clinical governance sets the essential framework of ensuring high quality care within the
organisation based on professionals skills and systems which allow all managers,
professionals and patients to be sure that an acceptable level of care is being achieved
(Taylor, 2002). However, Currie and Loftus-Hills (2002) caution that the critical
challenge for leaders, managers and clinical staff is the essential organisational cultural

change required to implement clinical governance successfully.

At the ministerial level in Jordan, a Quality Department has been implemented within
the Ministry of Health. This department is small in terms of the number of people
employed and depends on representatives from quality units at all ministerial hospitals
to assist in the department’s work. The quality committee formed from this department
should have a clear agenda and policies for regular meetings and reporting system from
the top to the ward level. However, it is difficult to evaluate the progress of this
committee to date as there are no policy statements, no quality protocols or safety
strategies published either on the MOH’s web site or available in hard copy that
outlined any existing structural supports for the quality agenda to date. Therefore, a
relevant question will be to investigate what structures have been put in place to link the
MOH Quality Department with the hospitals’ quality committees? At the hospital level,
I will investigate what structures exist to report the results of PU assessments from the

hospital back to the MOH and vice versa.

The main point that emerged from the literature on structure is the need for specific
structures throughout the organisation that support patient safety initiatives. The
characteristics of these structures included ‘flattened’ management hierarchies to
encourage supervision and leadership across the organisation and promotion of decision
making at the micro level. A multidisciplinary committee working under the banner of
the hospital’s quality or governance unit can provide a focus for patient safety initiatives
and remain vigilant and plan responses to potential error or advance events for patients.
While effective, evidenced-based clinical, organisational and ministerial structures that
support quality healthcare management are essential as previously identified, in order to
achieve a high standard of patient safety processes known to contribute to
improvements are also critical. It is the processes of care that this review will now

consider.
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Processes

The multifaceted nature of quality and patient safety management involves multiple
processes. For the purpose of this thesis, the processes of health care are defined as the
“sequence of care activities to measure patient outcome” (Bergquist, 2005, p.148).
Sorensen et al., (2005, p.413) classify them into three constituent dimensions for
evaluating the quality of healthcare reform, namely “the quality of technical processes,
the quality of organisational processes and the quality of social relationships”. The
literature identified the contribution of many processes to improvements in patient
safety. Those processes judged to be important in PU management in Jordan have been
selected and focused upon. That is, this section attempts to integrate processes from the
patient safety literature with processes used to manage PU from the nursing literature
and attempts to maintain the clinical, organisational and policy levels approach
previously mentioned. The review commences by considering technical processes at

the micro level that need to be in place for the clinical prevention of PUs to occur.

Identifying processes that recognise when patients can be harmed (risk assessment

of skin breakdown)

The literature was reviewed to identify the most appropriate ways to identify patients at
risk of skin breakdown. Skin assessment to determine the risk of PU, a clinical
evidence-based variable (Rycroft-Malone, 2001), has long been considered the key to
the early implementation of preventive measures. The literature indicates skin
assessment should be ongoing, accurate, and holistic in order to assess, predict and
identify a patient’s predisposing factors, and to determine a patient’s risk of developing
PUs (Braden & Frantz, 2004; Levine & Totolos, 1995; Thomas-Hess, 1992). Risk
assessment instruments have been developed, mainly by nurses, over five decades to aid
clinical judgement and quantify risk for summary evaluation. Further, risk assessment
tools are designed to act as an “aide memoir” so that significant factors contributing to
PU development are not omitted from the assessment thereby enhancing clinical
judgement (Dawsett, 2001; Flanagan, 1993a); (Braden & Frantz, 2004; Thomas-Hess,
1992). Pancorbo-Hidalgo and colleagues (2006) in a systematic review of 33 studies of
scale validation found while there was no decrease in PU incidence attributed to the use
of a risk assessment scale, the use of scales increased the intensity and effectiveness of

prevention interventions.
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A risk assessment scale (RAS) score has a special numerical value or “cut score” that is
assigned to identify the degree of risk for each patient, and the factors that are
associated with PU development including general physical condition, mental status,
activity, mobility, incontinence, and nutritional status (Carroll, 1993; Hess, 2001). Over
many years, RASs have been developed, tested and are currently available for use
(Gould et al., 2004) with at least 40 RASs clinically in use (Nixon & McGough, 2001;
Schoonhoven et al.,, 2002). A number of researchers (Flanagan, 1993b; Lingren,
Unosson, Krantz, & FEkac, 2002; Rycroft-Malone, 2001) write that the chosen
assessment tool should be appropriate, valid and reliable, consistent, clear and updated,

documented, and easy to access and use.

However, most of these tools are based on expert opinion or untested models, and their
validity and reliability has been questioned because these tools have not been
established by evidence-based research (Dawsett, 2001; Flanagan, 1993b;
Papanikolaou, Lyne, & Anthony, 2007; 2002). Schoonhoven and colleagues (2002) and
Haalboom, deBoer and Buskens (1999) contend that only six RASs have established
validity and reliability. However, this condition has been challenged by Papanikolaou
et al. (2007). The Norton and the Waterlow scales have been tested twice and the
Braden scale nine times. Pancorbo-Hidalgo and colleagues (2007) determined from
their systemic review that the Braden Scale showed optimal validation and the best
sensitivity/specificity balance (57.1%/67.5%). However, the cut-off score of the Braden
scale has been questioned (Papanikolaou et al., 2007). Langemo and colleagues (1991)
recommended a lower cut-off score that others have suggested a higher cut-off point
(Capobianco & McDonald, 1996). More recent evidence indicates that certain Braden
subscales may be more important than others for predicting risk, such as the mobility
subscale (Baldwin & Ziegler, 1998). Subsequent retesting of the three commonest tools
— Norton, Waterlow and Braden by Papanikolaou and colleagues (2007) identified
limitations in all three instruments and recommended that tools that better enhance less
experienced nurses’ judgement are required. Jordanian nurses are currently not making
or recording any clinical judgements about patients’ skin breakdown.  While
recognising the status of the current literature, I consider that nurses in Jordan require a
RAS to assist in the development of their practice in terms of patients’ safety.
Therefore, the question arises whether the Braden instrument can be applied effectively

in Jordanian hospitals to identify at-risk patients.
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Identifying the preferred RAS for use in Jordan

The Braden risk assessment scale was developed in 1987 in the USA, and it provides a
method for systematically assessing adults at risk of developing PUs (Ayello & Braden,
2001; Hopkins, Hanlon, Yank, & Sykes, 2000). Braden and Bergstrom’s design is
“based on a conceptualisation of aetiological factors related to pressure ulcer formation”
(Simpson et al., 1996, p.36). The Agency for Health Care Policy Research
recommended the inclusion of the Braden scale in all PUs development studies
(Bergstrom et al., 1995). The instrument is implemented in many health care settings in
the USA and used by registered nurses in a wide variety of clinical settings, such as
medical-surgical, intensive care units, community care in elderly or long-term facilities
and in black, white and Latino populations (Ayello, 2003b; Ayello & Braden, 2001;
Bergstrom et al., 1995; Langemo et al., 1991; Olson, Tkachuck, & Hanson, 1998; Vap
& Dunaye, 2000; Watts, Abrahams, MacMillan, & Sanat, 1998). The Braden scale has
been translated into many other languages, such as German, Italian, Dutch, Japanese,
Chinese, and French, and, for the purpose of this study, into Arabic (see Method
Chapter). With the detailed information available from using the scale, a patient’s level

of risk can be determined.

In summary, the theme emerging from the above discussion is that there is a need for a
system that recognises when patients can be harmed. Recognition of risk can be
systematised by the use of a risk assessment scale for PU. Based on the reviewed
literature and international experience, there is no evidence to support the use of a single
tool in all care settings. However, of the two tools commonly used worldwide, (Braden
and Waterlow scales), the Braden scale will be used in this study as it has the strongest
methodological support (Papanikolaou et al., 2007). Additionally, the Braden scale is
simple to use, is available in Arabic, and is used in different cultures and health systems
worldwide. In Jordan, this research will study any assessment processes currently being
used, including who is involved in the assessment processes and when and how the
assessment is communicated to other clinicians. In order to be able to communicate
with other clinicians Jordanian nurses need to learn what the stages of PU are. Being an
expert in the clinical area to assess and manage PUs is not enough. Nurses need to
understand risk assessment and staging of PUs as a foundation for organising and
managing the ongoing patient care. More details of the Braden scale will be provided in

the method chapter. Ideally, the organisational processes involving the use of a RAS
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scale, in conjunction with the wound staging system, will promote a comprehensive
approach to patient safety management. Processes used to assist in the quantification of

patient risk and management will now be discussed.

Processes that quantify risk in order to improve management are needed (staging of
PUs)

Staging is a method to survey PUs (Benbow, 1995). It is an assessment process that
classifies PUs based on the anatomic status of the ulcer, by defining the depth of soft
tissue layer destruction at the time of assessment (Maklebust, 1997). The stages are
classified according to the degree of severity and depth of the tissue damage, or wound
measurement (Andrychuck, 1998; Hopkins et al., 2000; Watts et al., 1998). The
grading system identifies the location, size, shape, depth, tissue type and wound

exudates (Lewis et al., 2003).

The current PU literature discusses various classification systems. These classification
systems vary in how the stages or grades of the PU are described and characterise the
amount of tissue damage for each PU. The American Pressure Ulcer Advisory Panel
(NPUAP) proposed a four-stage PU classification system to help in the prediction and
prevention of adult PUs as shown in Appendix 3.3. The stages outlined in 1989, the
changes added to stage 1 definition and refinement by NPUAP in 1998 and the EPUAP
staging in 1998 are shown. In 1998, the EPUAP updated the PU grading by defining
the maximum depth of tissue involvement. Their stages are based on the stages of the
NPUAP with some detailed clarification from other researchers (Cochrane, 1990;
Trealease, 1988). The EPUAP classification system was based mainly on the NPUAP
classification system. It gives a clear description of ulcer stages, and it has been
accepted as a standard recommended by AHCPR for universal use (National Pressure
Ulcer Advisory Panel, 1989). Furthermore, this system is based on the best available
scientific evidence (Bergstrom, 1997). The researcher will use this classification system
in the study to stage the PUs of patients in the public hospital who are identified as
having PU. Clearly, this classification system has been developed because the ways of
managing PUs at different stages requires very different resources. For instance, stage
four PUs are serious and may require debridement and plastic surgery in many cases

(Ousey, 2005). The organisation-wide processes used to measures quality in a
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Jordanian hospital will be identified and evaluated against the reviewed international
literature. The theme that emerged from the above discussion is a need for systematic
processes that enable the quantification of risk so that effective management strategies

can be implemented. Communication will be the next focus of the discussion.

Communication processes in patient safety frameworks

Many texts or articles concerned with patient safety issues identify communication
processes as central to the provision of effective and safe care (Runciman et al., 2007).
Miscommunication, at both the clinical and organisational levels, is identified as a cause
or contributor to adverse events, error or omissions of care. Communication processes
within disciplines and between interdisciplinary teams are both verbal and written and
both with be discussed. Clinical staff talk to each other to communicate patients’ status,
organise and conduct care as well as socially interact (Stein-Parbury, 2005). Verbal
communication is a process of sending and receiving symbols with meaning attached
(Macleod-Clark, 1984). Effective verbal communication occurs when the intended
meaning of the sender and the perceived meaning of the receiver are one and the same.
Communication is more likely to be effective when the message is clear, concise and
contains appropriate and sufficient information to the people who need it to complete
work safely and efficiently (Macleod-Clark, 1984). A shared system of codes or
language between the sender and receiver is required. In the complex health care
environment, poor interpersonal communications and imperfect information processing
is known to contribute to error (Helmreich, 2000). The patient safety literature
consistently identifies the importance of verbal communication between managers and
clinicians in organisational settings that are promoted through formal structures such as
at quality committees, clinical project meetings implementing change processes (Bate et
al., 2008) and organisational and personal performance feedback systems (Runciman et

al., 2007).

Effective and efficient communication results in minimum miscommunication error
(Helmreich, 2000; Sexton, Thomas, & Helmreich, 2000) a situation sought by all
organisations. The communication of formal information in an organisation should be
in a manner that everyone understands. The lines of communication, from where

messages originate and how they travel through an organisation should be identified
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(Sexton et al., 2000). This includes horizontal communications between workers or
across the work group, as well as ‘vertical’ communication originating from

management to employees or from employees up to management.

Verbal communication

Information originating from the managers, down to the middle managers and then to
the clinicians is an example of vertical communication. The “vertical line” of hierarchy
can create communication problems between upper level administration and direct care
givers if it is not managed effectively by managers in the first instance. Robbins,
Millett, Cacioppe and Waters-Marsh (1998) advocate the extensive use of vertical,
lateral and informal channels to increase communication flow, reduce uncertainty and
improve performance and satisfaction. What has been confirmed by many authors is
that communication must not only go from the top or macro level down to the clinicians
or micro but also must travel in a reverse direction. Managers need to be part of groups
engaging with health professionals in improving operations by networking (Mintzberg,
2002). Managers need to be ‘on the scene’ to support clinicians’ decisions during
system change, so that they don’t become frustrated when they lack the power to

resolve problems or acquire resources (Sorensen et al., 2005).

An example of verbal communication between the clinicians is the handover. Nursing
handover is a common practice that is fundamental to safe patient care (O'Connell,
Macdonald, & Kelly, 2008). Many articles focus on shifting the informal verbal
communication to formal written communication with an emphasis on removing any
informal patient records to reduce the duplication of the documentation (O'Connell et
al., 2008; Webster, 1999). A number of processes have been identified as important to
achieve a safe clinical handover for patients. This include the need for a cross-over of
staff on the two shifts, adequate time, clear leadership, adequate information technology
to use for constructing a formal handover sheet that can be transferred as part of the
handover process (Pothier, Monteiro, Mooktiar, & Shaw, 2005). These processes are
said to maximise the likelihood that sufficient and relevant information is
communicated and tasks and plans for further consistent and continuous patient care
prioritised (Williams, 1998). Additionally, Clemow’s research in 2006 identified
significant improvement when the traditional office-based nursing handover was

changed to utilizing documentation at the patient’s bedside. The improvements were
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not only increased accessibility of nurses to patients but also documentation improved

and nurses’ satisfaction increased (Clemow, 2006).

Multidisciplinary team ward rounds are another type of verbal communication that
gives clinical staff an opportunity to discuss patients’ safety and quality of care. Ward
rounds are crucial for planning patients’ care that will be performed by physicians,
nurses, allied health professional and patients (Seo, Tamura, Morioka, & Shijo, 2000).
A team-orientated approach has been identified as assisting clinicians improve
interprofessional communication about future care planning, which is considered an
important factor for improving patient care long term (Maier, Fotuhi, Seele, & Nikolic,
2008; Moroney & Knowles). Ward rounds have been regarded as a traditional forum to
provide training for less experienced clinicians (Seo et al., 2000), and for teaching
students (Qureshi & Swamy, 2008). Difficulties for team members in different status
positions in the hierarchy to communicate effectively have been recognised.
Similarities between staff in operating rooms and cockpit communication between
pilots of differing status have been drawn (Sexton et al., 2000). Navigators are now
trained in communication techniques so that they can convey to pilots if they see an
obstacle the pilots have not recognised. Likewise, junior nurses who become aware of
patient safety issues need to be able to not only communicate to doctors and senior
managers but also be able to work constructively in teams to remediate the situation.
As another approach to improving team communication, Morrison and colleagues
(2008) introduced an electronic patient record to enable ward-round teams to adapt their
formations and information sources to facilitate multidisciplinary communication

during the ward round.

Clinical Documentation

Clinical documentation is a way to communicate what has occurred and what is planned
to be done by the next team. Written communication processes help to minimise the
risk of wrong or missing information or misinterpretation. Documentation provides
patient histories for treating clinicians to follow up their care and protects staff and the
organisation against litigation, as legal documents show what was done for the patient
and why (Hess, 2005; Koch & Fairly, 1993; Sorensen, Maxwell, Coyle, Zhang,
Patterson et al., 2001). Each patient requires a unique medical record number and a

personal record of care that is maintained in the ward during hospitalisation. A patient’s
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progress notes should be the central record that all clinicians can use to record the care
provided. Allied health professionals such as dieticians and physiotherapists should
write their recommendations and interventions in the integrated progress notes
(Gibbons, Shanks, Kleinhelter, & Jones, 2006). Multiple sources of recording care
should be avoided not only to prevent costly duplication of records, but also to avoid
errors when moving between documents. In fact, according to (Frank-Stromborg,
Christensen, & Elmhurst, 2001) and (Currell, Wainwright, & Urquart, 2002)
documentation is so critical to improving the quality of patient care that it is one of the
accreditation indicators at the clinical level. Accurate documentation is a legal
requirement of health care and medical records are a source of evidence in cases of

malpractice or negligence.

In the best practice model of care for PU management the guidelines recommend that
medical record documentation identify the risk factors, preventive measures, the time of
the injury, grade, wound location, wound size, shape, margin and colour as well as any
discharge amount (Currell et al., 2002). Other inclusions that are recommended are any
signs of infection, photographs of the wound at different times, wound dressings, other
nursing measures and health education provided to the patient and family (Currell et al.,
2002). When clinicians make a decision about a patient’s risk of injury, this decision
must be recorded in the patient’s medical record. Useful documentation reports the
intensity of nursing interventions provided (Levine & Totolos, 1995; Prevost, 1992) and
reports the management care plan for high-risk patients. Each patient has a documented
score in his or her medical record or clinical chart that is kept updated from admission
and then on an as needs basis depending on the patient’s condition but at least once a
week (Brown, 2006). Clearly, documenting the identified risk assessment is a crucial
aspect that should be attended to by clinicians and followed-up by the clinical leaders at
ward level. Clinical level manager has to organise and check that nurses are assessing
PU risk and charting the results of treatment in patients’ clinical notes. Summaries of
PU numbers and stages are collected from each ward on a weekly basis and forwarded

to hospital management.
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Discharge planning documentation

Documentation is an important component of effective discharge planning and it is one
of the organisation’s care and outcome measures. Complete documentation is needed to
manage the quality of care, to prevent unnecessary hospitalisation, and to ensure safe
transfers and appropriate referrals for the patient post hospital care (Hess, 2005;
Mrayyan, 2004). Effective discharge planning commences when the patient is admitted
to hospital because it is important for all clinicians involved in the care to know the
current management plans and decisions for a patient to ensure the continuity of care
(Australian Wound Management Association, 2001). Hence, communication by allied
health professionals, such as physiotherapists and dieticians who are part of the
multidisciplinary team, their assessments and interventions need to be included in
discharge records. If discharge planning is well documented from a patient’s
admission, then according to the research conducted by Mrayyan (2004) unnecessary
hospitalisation can be prevented. From my experience as an employee in Australian
health care, I consider that the development of the Jordanian health system has not
reached the standard achieved in Australia. While Jordan is developing systems for
improvement, 1 content that these are not well integrated and remain as isolated
initiatives. The next section of this chapter will consider the implementation of

multidisciplinary teams as a process supportive of improved patient safety.

Multidisciplinary teams

Teams are important for the health of the patient as an aspect in the best practice model.
Effective teamwork is associated with high quality of care and considered an essential
component of achieving high reliability in healthcare organisation (Baker, Day, &
Salas, 2006; Surgenor, Bilike, & Corwin, 2003). In this context, a ‘healthy’
organisation would be one that accepted a negotiated model of care developed by
multidisciplinary teams willing to accept the reality of a production approach to
managing clinical processes, having regard to the increasing demand for care. Such
shared authority for practice (Tap & Schut, 1987), will “depend on the willingness of
the medical and nursing clinicians ... to accept the multidisciplinary, and hence team-
based, nature of clinical service provision, and accept the need to establish structures
and practices which are capable of supporting this” (Degeling, Sage, Kennedy, Perkins,

& Zhang, 1999, p.177). Individuals need team support, and teams needs organisational
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support to accomplish the daily work (Ferlie & Shortell, 2001). In Jordan, the teams
consist only of doctors. One way of bringing other health professionals into these teams
could be scheduled meetings on a weekly or monthly basis to develop practice

guidelines and report the summary statistics on the patient safety cases.

Efficient communication and flow of information is essential to ensure continuity of
information across all health care settings (Zajac, 2003). Therefore, teamwork
communication and multidisciplinary collaboration is essential in producing quality
health care (Coeling & Cukr, 2000). Team-based communication facilitate interaction-
based outcomes (Ferris, Perrewe, Anthony, & Gilmore, 2000). Interaction between
clinicians within a multidisciplinary team who treat patients in common, and the
patients themselves, assist in sharing the knowledge that is essential when planning
care. Raven and Rix (2003) have shown that most health care workers perceive that risk
assessment and management is best managed by multidisciplinary teams sharing
professional opinions based on their particular knowledge and sharing responsibility for
decisions and outcomes. Successful medical teams in highly reliable organisations
recognise that the consequences of medical error can be high, but that the actual

occurrence of error should be extremely low (Baker et al., 2006).

Teamwork of this nature is vital in the case of PU prevention and management. The
identification, assessment, prevention and treatment of PU injuries are a crucial safety
element in acute care hospitals. When the injury is identified, the multidisciplinary
team will implement the preventive measures to reduce the risk to patients (Dolynchuk
et al., 2000; Granick & Ladin, 1998). At the ward level, where the patient is central,
team member collaboration is instrumental to promote a healthy learning environment,
through participation and cooperation that can prevent harmful injury to patients

(Gerrish, 2004).

In summary, there is a need to have communication processes that minimise the risk of
wrong or missing information or misinterpretation. A multidisciplinary model of care
that enables clinicians to work in teams enables social and cultural interaction processes
that support the development of common values, attitudes and practices. These in turn
are a basis for developing common languages through which these presently diverse and

differentiated cultures can communicate and collaborate.
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Creating communities of learning and engagement: clinicians who understand
their roles

Truly engaging clinicians in a quality improvement/ patient safety agenda so that they
have a sense of ownership of the process has been recognised as a major task (Bate et
al., 2008, p.72). Yet if change is to occur, it is essential that clinicians believe patient
safety is their issue or their problem not the problem of the hospital’s Quality Unit or of
the management only. For example, at the Cedars-Sinai hospital in the USA various
methods and processes for engaging doctors have been employed. These include one to
one peer influence and persuasion, preserving a sense of collegiality, partnership and an
atmosphere of mutual respect among professionals and persistence in maintaining a
dialogue in order to reach resolutions around quality issues (Cedars-Sinai (2002) as
cited in Bate et al., 2008, p.73). These processes have resulted in physician engagement
in change. Characteristics of this approach include openness and trust, the creation of a
safe space in which clinicians can learn from errors and ‘near misses’ as well as from
positive achievements and experiences (Bate et al., 2008; Runciman et al., 2007) as
initially discussed in the culture of patient safety (Godfrey et al., 2003). The availability
of position descriptions that identify maintaining patient and staff safety as a significant
component of the role is one step. Being able to learn and discuss work functions and

values with like-minded clinicians and managers is also significant (Bate et al., 2008).

Role functions

Godfrey and colleagues (2003, p.163) in the Microsystems in Health Care series of
articles in 2003 write that many members of clinical microsystems “do not see their
own roles and the roles and functions of others as interdependent, as part of a group of
professionals with an aim and a system to provide care to subpopulations of patients”.
These authors contend that it is important for staff to know their roles and functions and
how these relate to the main purpose because staff in the clinical microsystem “make or
break the processes of service delivery”. When managers implement a strategy or an
intended course of action it has to be interpreted within the context of practice. In this
sense, the formal organisational structure is seen as an official arrangement of jobs and
positions into an interactional network that defines how communication processes are to
be effected and how work is to be executed (Marriner-Tomey, 2009). Organisational

managers need to communicate their expectations of role functions to clinical staff, and

56



managers need to remain engaged in micro level projects to support clinical staff when
changes in work practice are being advocated or tested. Sorensen et al., (2005, p. 413)
found that when medical managers were not leading or driving the change process, this
was a signal to medical clinicians to also opt out, leaving nurses and allied health
clinicians frustrated. According to Clarke et al. the Chief Executive Officer/hospital
director, and ministerial /national quality committee are responsible to approve, update
and review plans and positions within their organisation. Executive managers have to
support organisational and clinical managers in their roles as change agents and
establish a system of feedback to direct the ongoing development of policy concerned
with change and role functions. Evidence-based practice management and guidelines

will be the next process discussed.

Evidence for best practice management

Evidence-based practice (EBP), a common term used worldwide (Tolson, McAloon,
Hotchkiss, & Schofield, 2005), is described as “a problem-solving approach that
incorporates the best available scientific evidence, clinicians’ expertise and patient’s
preference and values” (Fineout-Overholt, Levin, & Melnyk, 2005, p.28). Clinicians
use updated evidence as the best way to implement clinical practice, ideas and
professional attitudes in the clinical work environment (Stewart, 2003). Practice
evidence is derived from empirical data from research such as randomised controlled
trials (RCTs), which are considered the standard for assessing the effectiveness of
treatment by comparing outcomes of different treatments (Banning, 2005). Evidence
can also come from professional experiences, medical records, and from standards data
(Banning, 2005; Stewart, 2003). EBP is a means to reduce the gap between research
and practice in clinical settings, because it integrates the providers’ clinical experience
with the best external clinical evidence reducing variations in treatment, including those
that are less effective (Newhouse, Dearholt, Poe, Pugh, & White, 2005; Rosswurm &
Larrabee, 1999).

There are a number of benefits in using EBP. Firstly, EBP can assist in ensuring that
decision-making processes in the clinical area are based on available best evidence
(Banning, 2005; Fineout-Overholt et al., 2005; Newhouse et al., 2005). Additionally,

EBP provides health care professionals with the confidence that their clinical or
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management interventions are informed by a current and appropriate knowledge base
(McSherry, 2004). Clinicians engaged in using best evidence may require their skills to
be upgraded during the implementation of new guidelines to reduce less helpful
variations between best and current practice (Commonwealth Department of Health and
Family Services, 1996; Dawes et al., 2005). EBP can also foster research-based health
services in which the most reliable, valid, available and relevant information is used to
make decisions about clinical practice having regard to local conditions. Consequently,
there is a need to adopt a comprehensive approach to implement EBP for PU prevention

and treatment (Clarke et al., 2005).

According to the literature, applying best evidence to practice can be considered as a
‘benchmark’, a way of describing the practicalities of treating particular conditions
while having regard for the quality of care, its cost and the organisational culture within
which it will be applied. EB guidelines may not be able to be implemented in Jordan
exactly as described by the literature, and some flexibility must be allowed initially to
establish the use of guidelines as one of the process to effect change. However, it will
be important to determine who is responsible, how this should work, what is expected
and to what degree social systems within the organisation can integrate (Giddens,
1984). For example, EBP for PUs should incorporate nurses and staff from other
disciplines such as medicine, allied health and administration. Clinical guidelines can
be developed to assist staff to co-ordinate the care. Specific clinical protocols related to
the specialties of each profession that include common indicators of performance that
meld the work of health care disciplines together can be developed (Sorensen, 2004).
Although guidelines and pathways may be considered instruments of Western clinical
cultures, as trajectories of locally developed care systems, they are as relevant for

Jordan, as they are for Australian, British or American care systems.

The effective treatment of patients with pressure ulcers is an essential clinical element
in best evidence practice. A large body of literature exists about treating PUs related to
positioning, turning and other PU clinical care. While there is no one method or
standardized treatment currently accepted by health care providers to manage PUs, PU
treatment principles are generally accepted and included in guidelines. These principles
are assessing wound severity, reducing pressure, friction and shear forces, wound care

and debridement, managing bacterial contamination and correcting nutritional deficits
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(Reddy et al., 2006; Thomas, 2001). In 1994 , the Agency for Health Care Policy
Research (AHCPR), USA, published treatment guidelines for PUs that included
assessment of the patient and pressure ulcers, tissue load management such as
positioning and repositioning, elevation of the bed head, selection of support surfaces,
moisture and ulcer care, management of bacterial colonisation and infection, including
operative repair, staff education and quality improvement system (Agency for Health
Care Policy and Research (AHCPR), 1994). Clearly, treatment will vary according to
the care setting but will be guided by the application of these principles and the most up

to date clinical evidence.

Preventative measures are the key aspects in clinical care planning that can be used to
prevent a pressure ulcer occurrence. These prevention measures can be documented as
guidelines available for all health team members to use to ensure high quality of care
(Thomas, McColl, Cullum, Rousseau, & Soutter, 1999). The prevention of PUs can be
classified in the management of predisposing factors, particularly removing pressure,
turning and positioning, support surfaces, equipment or devices and nutrition (Reddy et
al., 2006; The Joanna Briggs Institute, 2008b). Evidence for practice guidelines are

detailed in the next section.

Managing pressure to prevent skin damage

Research has established that pressure (as a unit of force applied vertically to the body),
is believed to be the most important factor in PU development (Dealey, 1997). Thus,
removal or reduction of this contributing force to allow the blood to flow to the tissue is
one of the main aims in preventing and managing PUs (Arblaster, 1999). The relief of
pressure to prevent skin damage is well documented (Anthony, 1996). Pressure relief
and reduction standards are based on Landis’s (1930) experimental study. This study
showed that, in an immobile body, the external pressures exceed internal capillary
pressures over bony prominences. Thus, the main theoretical goal of pressure
management is to reduce the tissue pressure below the capillary closing pressure of 32
mmHg (Edsberg, Nateiella, Baier, & Earle, 2001; Landis, 1930; Patrick, 1994).
Excessive pressure that closes capillary blood flow can be managed by a regular,

ongoing turning and repositioning regime for a patient (Reddy et al., 2006).
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To reduce pressure, friction and shear forces, turning and repositioning has been
considered a gold standard in clinical practices for PU patients. Regular manual turning
and repositioning was officially recommended by AHCPR in 1994 for rotating pressure-
prone areas to prevent PU development (Anthony, 1996; Lewis et al., 2003). It 1s
standard practice in the care of immobilised patients, and thus it is the most common
prevention method used by health care providers in hospitals (Martin, 2001; Pearson et

al., 2000; Reddy et al., 2006; The Joanna Briggs Institute, 2008a).

The Nobel Qur’an provides the story of the people of the cave who slept continuously
for many years (three hundred and nine years), turning over to the right and the left was
the body’s own defence against pressure damage. Probably what was written many
years ago is related to what is now known as shifting the weight frequently whether
asleep or awake as a response to sensory stimulation (Simpson et al., 1996). Turning
and repositioning is recommended within the guidelines of PU assessment and
prevention (National Institute for Clinical Excellence NICE UK, 2001; Reddy et al.,
2006). Nowadays many authors consider it the simplest, most essential and effective
method in reducing the incidence of pressure ulcer development (Arblaster, 1999).
Proper position, transferring, and turning techniques are recommended by AHCPR
(1994). Repositioning patients can minimise pressure on the bony prominence of the
body, and prevent capillary occlusion that leads to tissue ischaemia and pressure ulcers
(Sharp & McLaws, 2005). Thus repositioning will not reduce the pressure intensity, but
it will reduce the duration (Clay, 2004; Phillips, 1999).

The time factor is more important than pressure intensity in the turning and
repositioning duration or schedule. Husain (1953) found that low pressure maintained
for long periods of time produce more tissue damage than high pressure for a short
period. The optimal interval of the concept of “back round” (back, right, left side) is
unknown (Arblaster, 1999; Thomas, 2001). In other words, we do not know how often
the patient should be turned. However, turning every two hours is derived from
controlled animal studies. Accepted clinical practice most commonly quotes “two
hours” (Andrychuck, 1998; Australian Wound Management Association, 2001; Hess,
2001). According to NPUAP (1992), data do not indicate how often patient should be
turned to prevent ischaemia of soft tissue, but two hours in a single position is probably

the maximum duration of time recommended for patients with normal circulation and
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normal skin. A qualified nurse should base the turning and positioning schedules on the
outcomes of a skin inspection with consideration given to the individual’s medical
condition, support surface and overall plan of care (Reddy et al., 2006). Direct pressure
on bony prominences and other surfaces, sensitive or previously damaged tissue should
be avoided (National Institute for Clinical Excellence NICE UK, 2001; Simpson et al.,
1996; Whittington et al., 1999).

However, the level of risk may determine whether frequent turning or position changes
are adequate, or whether other therapeutic devices and management are required to

relieve pressure.

Individual nutritional status is an important factor in both the prevention and treatment
of PU development because the patient’s diet should include nutrients and supplements
essential for tissue restoration or to maintain tissue integrity (Bobel, 1987). Any
impairment in nutritional status due to inadequate intake of nutrients and fluids can
cause rapid weight loss and decreased serum albumin (Agency for Health Care Policy
and Research (AHCPR), 1994). In a number of studies malnutritioned patients are
considered of a high risk group of PU development (Langer, Knerr, Kuss, Behrens, &
Schlémer, 2008; Thomas, 2001). For example, Bergstrom and Braden (1992) reported
that low dietary protein intake is predictive of PU development in elderly people.
Furthermore, the European Pressure Ulcer Advisory Panel (EPUAP) (1998) suggested
that evidence-based studies found a direct casual relationship between nutrition and PU
development and postulate that impaired nutrition and could influence tissue
vulnerability to extrinsic factors such as pressure. Therefore, proper nutrition is
essential to prevent the development of PUs and to support adequate wound healing
(Ayello, Thomas, & Litchford, 1999).

Nurses have a major role in involving patients and their families in planning their
treatment, care and rehabilitation programs at home, including booklets or brochures for
patients regarding position, nutrition, and hygiene (Bick & Stephens, 2003; Simpson et
al., 1996). The technical process would be nurses educating patients’ families or carers
to let them provide the patient’s skin care during hospitalisation and after hospital
discharge because the family members are usually involved in inpatient care in acute

care hospitals in transitioning countries (Tzeng & Yin, 2007b). Turning and
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repositioning can be difficult and may require a team of workers. The turning and
positioning activity needs to be combined with other methods, such as speciality beds
and other therapeutic surfaces to relieve the pressure effectively. The next process
discussed will be the provision of written BP guidelines for all staff throughout the

organisation.

Evidence-based practice guidelines

In recent years, guidelines for pressure ulcers have been established in many developed
countries. These guidelines have been formulated from available scientific evidence
and provide the basis for current clinical practice. There are many guidelines that
categorise the prevention and management of pressure ulcers as a basic and essential
recommendation. Those outlined in Appendix 2.1 remain valid and still in use
(Australian Wound Management Association, 2001; Ayello & Lyder, 2007; Clay, 2004;
National Institute for Clinical Excellence NICE UK, 2001; National Institute for
Clinical Excellence UK, 2001b; Registered Nurses' Association of Ontario, 2005;
Shekelle et al., 2001). The guidelines are a formal and essential document at the clinical
area to be used by clinical health care teams. They are an aid to support practice not a
“cook-book™ approach. Evidence based guidelines are communicated through standard
operational procedures, protocols, manual handling policy and implemented correctly at

the ward level.

Performance management: outcomes of quality care

In any professional organisation such as a hospital, one of the challenges in
implementing a clinical governance or patient safety model and developing supportive
organisational cultures is having in place a performance framework that integrates what
is done in the clinical workplace with what is managed at the corporate level of the
organisation (Scally & Donaldson, 1998; Wilson & Goldschmidt, 1995; Wright, Smith,
& Jackson, 1999). To do this, firstly, there is a need to develop indicators of
performance (often referred to as key performance indicators, [KPIs]), both clinical and
corporate, that can be rolled up from the workplace to the corporate level of the
organisation (Carter, Klein, & Day, 1995). Such indicators would be used to monitor
and manage performance, including summaries of results of the KPIs (Exworthy et al.,

2003). For example, the numbers of stage three and four iatrogenic PUs that occurred
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during the month for each department could be selected as one of the KPIs for AlBashir
Hospital during the implementation and subsequent conduct of a PU risk management
program. Finally, information systems are needed to provide both clinicians and
managers with information on performance. Such a system would have the potential to
provide data to all hospital departments from diagnosis to discharge (Degeling et al.,

1999).

Other processes to monitor performance that have been implemented in developed
countries include clinical pathway reviews and hospital medical records audit (Dowie &
Kennedy, 2001; Woolf, Grol, Hutchinson, Eccles, & Grimshaw, 1999). Conducting
surveys or research to generate hospital summary statistics to assist managers in
reviewing and updating evidence-based practices has also been recommended
(Registered Nurses' Association of Ontario, 2005). Other key performance indicators
that might be useful for AlBashir Hospital include patient re-admission rates because of
hospital-acquired PU, increased length of hospital stay and increased wound infection
rates. In managing performance, no one approach is superior to all others; neither is
there a single, simple, comprehensive tool that could be universally applied to all health
facilities (Marriner-Tomey, 2009). A monitoring system needs to be established in

Jordan, and PUs represent an ideal clinical case type from which to develop it.

Documentation in the patient’s medical record can assist clinicians to detect and
monitor adverse patient events during hospitalisation (Frank-Stromborg, Christensen, &
Do, 2001 ). Patients’ records provide the best source of quality information and
measures of patient safety in the hospital system (Commonwealth Department of Health
and Family Services, 1996) because such documentation works as evidence to support
and clarify what has been done by staff (Cheevakasemsook, Chapman, Francis, &
Davies, 2006; Currell et al., 2002). Thus documented entries should be consistent,

factual, clear and legible (Currell et al., 2002).

Wilson and Goldschmidt (1995) and Sorensen and colleagues (2005) noted that quality
control takes place at two levels: the organisation and the workface and that the one
influences the other. Both groups of authors note that variations in patient outcomes or
deviations from specified processes or expected outcomes may signify a quality

problem. They state that an important goal of hospitals is to reduce variation and that
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all strategies for improving the quality of care depend ultimately on analysing variation
in production performance and resultant outcomes. Variations are undesirable because
they represent risk to patients, and reduction in variation can best be achieved through
structured performance benchmarking, quality improvement and outcome measurement
(Wilson & Goldschmidt, 1995).  Performance evaluation that measures the
effectiveness in achieving work goals related to maintaining the safety of patients and

staff is emphasised.

Individual performance appraisal

In order to evaluate the effective pefformance of clinical staff, managers need to review
their staff performance according to a planned appraisal system. Individual
performance appraisal is a common mechanism to appraise, recognise and document
one’s achievement to promote the development of clinical practice (Spence & Wood,
2007). It is a necessary process of defining job performance, measuring the actual
performance and providing the staff with feedback, direction and encouragement under
the criteria of effective patient care, effective teamwork, quality resources management
and professionals (Bolon, 2006; Brunt, 2002). Clinical nurses’ performance appraisal
can be undertaken by a more senior nurse or supervisor to identify areas of performance
which are well developed and areas which may benefit from further information or a
structured plan to enhance their skills. (Schoessler et al., 2008; Spence & Wood, 2007)
based their appraisal tool on the domain of nursing from the Benner’s (1984) novice-to-
expert framework with the combination of self evaluation and setting a specific goals
for further achievement. However, a New Zealand research project conducted by
(Spence & Wood, 2007) studied registered nurses’ perceptions about the performance
appraisal interview process. Nurses criticized the process as an ineffective way to
improve the delivery of care because of the absence of feedback that acknowledged
what they suggested. This finding suggests there is a need to design specific appraisal
prompts for each profession that reflects their current role functions and outlines their

practice explicitly using population-based competencies (Kalb et al., 2006).

In summary, an integrated performance management system measures outcomes at the
clinical level and rolls these measures up to the organisational and ministry levels, so
that everyone has the same data and is managing the same thing. Outcome measures or

KPI data are required at the ministerial level to ensure a coherent plan of action for
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quality improvement, and at the organisational level so that the right strategies are in
place. Through such approaches it is possible then to continually review the system’s
structures and processes as a self-informing best practice approach to achieving desired

outcomes through risk management and quality improvement.

The collection and management of patient summary data for the organisation that

is transmitted to the government level

The relevant question is how does the hospital quality committee link with the
ministerial level from where the resources are derived? That is, what processes are in
place to report the results of all the PU assessments from the hospital back to MOH.
Reporting the incidence of PU is an important attribute in assessing and managing PU.
It assists health care providers to plan, manage and evaluate the quality of the care for
such cases (Australian Wound Management Association, 2001). The reporting process
starts at the clinical level when the caregiver discovers any injury incident. PU injuries
should be reported as soon as possible following an injury. Thus it could be included in
the incident reporting system, to become a part of a planned structural management
program after defining what is going wrong, why and what can be done (Kiernan,
1998). Further, the organisational managers should make notification of injury or error
as easy as possible for staff to report. They should make injury notification registers
that are accessible and ensure all employees are aware of the injury reporting
procedures. Clinical ward management should respond and act immediately upon
notification of an injury to a patient by a member of staff. They should ensure that
management or treatment of the injury is undertaken and minimise the potential risk
causation. All details pertaining to the injury are recorded in the injury notification
register and all reports (verbal or in writing) are required to be lodged within 48 hours

of the incident.

In order to evaluate the effectiveness of the implementation of the evidence based
guidelines and generation of a safety culture; the ministerial level requires summary
statistics from all ministerial hospitals on patients’ injuries. It is an essential aspect of
quality care and risk management that data about PUs are collected and aggregated to
monitor the incidence of PUs, to identify ways of future prevention and to provide

feedback on the effectiveness of implemented practices. In the exemplar used for this
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thesis, decreased PU numbers or at least a reduction in the incidence of stages three and
four PUs would be a positive outcome that management strategies employed at the
clinical level are effective (Flynn & Flink, 2001) and hence a positive outcome to

maintain the current practices.

If statistics are not continuously collected, regular pressure ulcer prevalence survey is
the most commonly used method to identify changes in incidence in Australia
(Australian Wound Management Association, 2001). If high levels of cases are
sustained an analysis of reasons (root cause analysis) is undertaken (Hess, 2005; Wright
et al., 1999). Processes of communication from collection of the basic statistics at ward
level, that is either computer or paper maintained, through a clear pathway of where
data are going and feedback returning need to be systematised (Wilson & Fulton, 2000).
According to (Pronovost et al., 2003) such processes when in place promote clinical

staff empowerment and avoid work duplications.

The outcome desirable for patients without PUs is to reduce the incidence and
prevalence of PU (Bennett et al., 2004), and for populations of patients with PUs, to
reduce their severity. In collecting incidence and staging data for PUs, there needs to be
a formal reporting system in place from clinicians to clinical and organisational
management and policy levels. Process of care indicators for PU such as prediction and
prevention, recommended by AHRQ (Bergquist, 2005), should be established,
measured, reported and managed at admission and periodically. In terms of the broader
organisation, the outcomes of care could be seen as including, firstly, the use of an
integrated performance framework based on, for instance, an organisation-wide
performance management system; secondly, the types of culture, governance and
accountability mechanisms that bind a multidisciplinary workforce through collective
care delivery, reporting, review and revision systems; and thirdly, the use of
documentation as a common repository for clear understanding of shared and planned
care. In any organisation, clear processes should be established that systematically
apply standards of cost and quality. This means that “service efficiency cannot be
separated from service quality; ensuring a safe environment and effective patient care
cannot be considered in isolation from the resources needed and available” (Sorensen,

Maxwell, Coyle, Zhang, & Patterson, 2001, p.27).
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The IOM report on keeping patients safe (Institute of Medicine, 2004) identified that the
above environmental structures and processes within the organisation are critical for
promoting an effective safety culture. Taking all of the above themes together, to
qualify as an organisation that actively manages quality, there is a need to meet the
standards of quality discussed above which include managing the four components of
quality and risk, encouraging system integration through a focus on the continuity of
care, devising flatter organisational structures and more democratic decision making
processes, devising clear clinical and management policies, documenting care
accurately and clearly, and formally ensuring that these structures and processes are in
place. Thus, facilitating the availability and proper management of human and physical
resources to manage the risk becomes an important structural indicator of quality. The
next section will be about the human resources required to deliver best practices at the

organisational level.

Human resources and the provision of safe care

In health care institutions with the attributes of highly reliable organisations, personnel
who are committed to the philosophical position of safety and quality are needed. One
of the attributes that was identified as supporting a shift in organisational cultures (Bate
et al., 2008) is the provision of managers, hospital directors, and other staff who are
philosophically aligned as expressed by their values, goals and statements. However,
expressing the ‘right’ philosophy is only part of the story. Managers also need to be
directly involved and participants in change processes with staff at all levels of the
organisation (Bate et al., 2008). In the international case studies of organisations known
to have excellence in quality and patient safety (Bate et al., 2008), organisational
managers were observed to be not only philosophically committed to patient safety and
quality but also actively engaged in group activities and processes with staff working at
both the macro and micro levels to change the culture. In one of the earliest reports on
patient safety in Australia, Wilson and Goldschmidt (1995) identified that having staff,
both managers and clinicians who were attitudinally committed to quality health care, as
one of the quality measurement strategies that must be considered. To summarise, there
is considerable evidence in the literature that it is essential to have managers who are
committed to implementing patient safety and quality, not only by what they say and

write but also how they interact with staff across the organisation.
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A significant amount of research regarding safety and the features of staff working in
highly reliable organisations (HROs) has been undertaken in the aviation industry
(Helmreich, 2000). Two features identified in pilots who work in HROs are particularly
noteworthy for health care staff, that is safety is dependent on pilots who are proficient
and skilful at their work (Sexton et al., 2000). At the micro level in hospitals the focus
has more commonly been on having sufficient staff (particularly nurses) to provide
twenty-four hour, seven days a week care for patients rather than focusing on the
proficiency and skill level of staff. WHO reported that the nursing personnel density
per 10,000 population in the United States, Australia and UK is 94, 97 and 128
respectively (WHO, 2009) with a recommendation of a nurse: patient ratio based oﬁ
patient dependency such as one nurse to four or five patients in the acute care sector
(Wise, 2006). A nurse to patient ratio for Jordan has not been published. Moore and
Price (2004) and Raven and Rix (1999) wrote that limited staff resources are one of the
difficulties facing an organisation that can impact negatively on the quality of care.
Similar assertions were made by Cruickshank (2003) following an investigation of
quality management practice in nursing. She found that human resource management is

one of the organisation’s difficulties that adversely affects the quality of care.

Over the last decade there have been large and costly nursing studies undertaken on the
impact of having not only sufficient numbers of nurses but also nurses who are
proficient and skilful in carrying out patient care “at the bedside” (Aiken et al., 2002;
Duffield, Roche et al., 2007; O'Brien-Pallas, Thomson, Alksnis, & Bruce, 2001). Aiken
and colleagues (2002) in her major study in hospitals in the United States of America
identified increased infection rates in patients (urinary tract and respiratory) in the acute
care setting when the numbers of RNs decreased in the nursing skill mix employed.
That is, it was not only that a sufficient number of nurses were employed to provide the
care, but also that the nurses employed were sufficiently knowledgeable and skilled in
providing the high standard that made the difference to patients’ outcomes (Aiken et al.,
2002). More recent research in New South Wales public hospitals (Duffield, Roche et
al., 2007) has confirmed (Aiken et al., 2002) findings, by demonstrating that hospitals
require sufficient numbers of proficient staff, in this case Registered Nurses working at
ward level to ensure a quality of care that maintained patient safety (Duffield, Kearin,
Johnston, & Leonard, 2007; Dutffield, Roche et al., 2007). Having well-trained and

appropriately-educated personnel, with adequate ratios of staff to patients, with

68



sufficient time, availability of adequate and appropriately located equipment is needed
to develop effective multidisciplinary teams and autonomous professionals who can

make effective decisions (Ulusoy et al., 1996).

Nurses within the multidisciplinary regimen that characterises modern acute health care,
have multi-dimensional roles and responsibilities in patient care (Dealey, 1989). The
most commonly cited nursing roles in this context are those of clinical practitioner,
coordinator and trainer, educator and researcher (Dealey, 1989). With regard to the
topic of this thesis on PU management, nurses play an essential role in identifying
patients at risk of skin breakdown and have a significant role to play in both preventing
and managing PUs. Further, as nurses are becoming better educated and practically
prepared to meet the health needs of their patients, they can assist and improve the
quality of care for patients at risk of skin injury by implementing research-based
evidence into locally developed practice guidelines. As the nursing role in health care
develops, nurses are expected to coordinate aspects of patient care with other health
team members including doctors, dieticians, pharmacists, and physiotherapists

(Simpson et al., 1996).

In order to maintain a high standard of clinical care to patients to either prevent PUs or
to treat existing ulcers, proficient and competent clinical teams are required. Within the
professional team, nurses are the best positioned clinicians, as they provide a 24 hour
service, to intervene or implement the treatment to reduce the incidence of PUs
(Maklebust, 1999). Other team members include physiotherapists whose role is in
reviewing patients’ mobility and daily activity status. Dieticians or enterosomal
therapists play another role by assessing, monitoring and reviewing patients’ nutritional
status. The engineers’ role is to maintain the equipment such as the electronic beds, in

good working order (Dolynchuk et al., 2000).

Managing the quality of care including risk management through a quality management
system will be paramount in any health system, including that in Jordan. However,
visions such as this cannot be achieved by the organisation alone, but will require policy
support and guidance to ensure the coherence of the overall plan, the feasibility of the

strategies and the availability of resources for their accomplishment. Further
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consideration needs to be given to the provision of ongoing clinical staff education. This

will be the next turn of the discussion.

Provision of ongoing education for clinical staff

Education is the most effective way of reducing the incidence of PUs (Ratliff, 2005).
The literature suggests that nurses need to increase and maintain their knowledge and
skills in preventing and managing PUs through extra reading, advanced post-basic
education, in-service education and clinical practices (Lewis et al., 2003). Nurses need
knowledge regarding maintenance of skin integrity and skills in wound assessment and
management (Bryant, Shannon, Pieper, Braden, & Morris, 1992). For example, nurses
are responsible for dressing and wound monitoring, and they are challenged to provide
wound management based on physiological principles and research findings
(Dolynchuk et al., 2000). The application of this knowledge in practice for their
patients is important to prevent PU development. All clinicians need to appreciate the
role they can play in PU prevention (Australian Wound Management Association,
2001). Consequently, it is essential that educational programs exist to assist health care
workers, especially nurses, to identify high-risk patients and stop the development of
PUs (Registered Nurses' Association of Ontario, 2005). Clinical educators, nurse
specialists or a patient safety coordinator can facilitate the dissemination and uptake of
practice guidelines at planned education programs as well as ongoing ward-based

education.

All nurses have a role as educators. This role should involve collaboration between all
members of the health care team, including doctors working in clinical areas. Hence,
nurses can assist other health care workers, patients and their families to understand and
manage the condition through their collaboration (Lewis et al., 2003; Simpson et al.,
1996). PU is often under-treated within the acute care facilities and although resources
are often limited, staff education can promote better understanding of the assessment

and treatment of PU (Ayello & Lyder, 2007; Dolynchuk et al., 2000).
There is no agreement on a single model that meets the educational needs for all health

care personnel (Bryant et al., 1992). However, an effective model needs to include

strategies of risk management, use of a risk assessment tool for skin assessment, care
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equipment selection, use and maintenance of pressure redistributing equipment,
repositioning policies and procedures and applying proper management (Registered
Nurses' Association of Ontario, 2005). The training and education program used in
health facilities by all health care providers needs to involve the patients and their
families, and be updated every six tol2 months (Lewis et al.,, 2003). The final
important attribute to be included in the patient safety attributes is the physical

resources to which I next turn.

Provision of physical resources

The provision of sufficient equipment and resources to departments and wards to
maintain patient safety and enable evidence to be implemented at clinical level is an
important attribute to be considered when applying a patient safety framework.
Delivering an appropriate standard of care through planned strategies requires
resources. Hospitals should have safe and functional buildings furnished with the well-
maintained equipment. Additional resources are usually required to improve the quality
of health care (Ovretveit & Gustafson, 2003). Formulae to work out how resources are
equitably distributed are available, such as the number of occupied beds, length of
hospital stay, the types of cases treated using International Classification of Disease
(ICD) codes and key performance indicators achieved. Hospital administration is
therefore a key participant in quality improvement strategies with adequate and well
maintained physical resources that can assist professionals in their clinical tasks (Wilson
& Goldschmidt, 1995). Discussion of various funding systems has not been

incorporated in this review because it was judged to be outside the scope of the thesis.

The literature outlines the importance of the availability of funding systems to maintain
physical resources in working order in the organisation. Capital works funding is
supplied usually by government health departments and this in the case in Jordan. The
sources of funding are from the government of Jordan through to the MOH and
overseas aid programs. Decisions on funding priorities are made at the MOH level with
limited consultation with the hospital directors. The method of funding distribution is
according to funding formulae applied at government level but not publically available.
The MOH distributes the funds to hospitals according to bed numbers and types of

patients treated and requests from hospital managers. Bed distribution is based on
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funding formulae to ensure priorities are achieved (Brosk et al., 2000). While it has
been stated that it is essential to increase the health resources in Jordan (Al-Rai, 24th
Nov. 2005) important gains can be made by using existing resources more effectively

(Evans, Tandon, Murray, & Lauer, 2001).

Support surfaces for PU management

There are a number of resources that have been produced to assist staff when preventing
and treating patients with PU and one type of resource is the use of support services
(The Joanna Briggs Institute, 2008a). The main aim for using a support surface is to
prevent and manage the patient’s skin breakdown. Support surfaces are used in
particular for bedridden patients to prevent or manage PUs (Cullum, Mclnnes, Bell-

Syer, & Legood, 2004).

The use of support surfaces is considered a cornerstone in the reduction or elimination
of interface pressures, and to reduce shear, friction and moisture (Bryant et al., 1992).
The selection of the devices depends on cost and the ease of use. In various clinical
settings there are a variety of support surfaces or devices used effectively to reduce the
incidence of PUs. The choice of devices to relieve pressure is best made by actually
measuring the tissue interface pressure between bony prominences and an external
support surfaces in order to reduce the external pressure below the amount of pressure
required to keep the capillary open (Simpson et al., 1996). Recently, a systematic
review conducted by Cullum et al., (2005) concluded that the health sector should
consider using pressure relief devices for high risk patients in operating theatres, as this
appear to be associated with a reduction in the incidence of PU post operatively. The
availability of patient safety measures and processes at ward level that maintains the

acquisition of new equipment and repair of faulty equipment is essential.

The equipment or devices

Preventive devices can be classified into pressure relieving devices and pressure
reducing devices. Many authors have discussed pressure-relieving devices which
reduce the interface pressure to less than the capillary closing pressure (32 mmHg).
Pressure relieving devices work by redistributing the pressure of the bony high points

across the surface area of the body, reducing or eliminating the source of the pressure by
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alternately inflating or deflating support surface cells (Clay, 2004; Phillips, 1999).
These devices are said to enhance blood flow and restore tissue perfusion (Clay, 2004;
Phillips, 1999). Research has indicated that the only devices that consistently relieve
pressure on the trochanter, ischium, and sacrum are low—air loss and air—fluidised beds
especially in hospitalised intensive care unit patients (Pase, 1994; Thomas, 2001).
Many researchers have studied the effectiveness of pressure relieving mattresses as to
whether they can fulfil the entire patients’ and organisation’s requirements. Clark and
Rowlands (1989) conducted a survey that measured PU prevalence over a four year
period and compared their findings with the availability of pressure redistributing
mattresses. They concluded that the use of pressure relief equipment alone does not

reduce the prevalence of pressure ulcers.

The equipment or devices used as support surfaces can be categorised into, firstly,
support surfaces to manage pressure (reduction and relief), such as air or fluid support
surfaces (static or dynamic), and secondly, devices such as over-lay, replacement
mattresses, and speciality beds (Australian Wound Management Association, 2001;
Bryant et al.,, 1992). The equipment should be acceptable and comfortable to the
patient, conform to body weight, provide good ventilation and maintain skin at a
constant optimal temperature (Clark & Rowlands, 1989; Simpson et al., 1996).
Unfortunately, equipment such as specialised beds, mattresses, mattress overlays,
trolleys, wheelchairs and cushions to distribute pressure away from bony prominences
can be misused, or used inappropriately if the clinical staff are not well trained in
manual handling. Inappropriate use of equipment can increase the risk of PU

development (Queensland Health, 2007).

With regard to hospital support surfaces, the first type is the standard foam hospital
mattress. There is no international definition for the standard foam hospital mattress
(Cullum et al.,, 2005). The characteristics of the ideal patient bed as distributing
pressure or providing frequent relief or constant low pressures that are acceptable and
not restrictive of patient movement. The bed on which the mattress is placed should be
easy to clean, maintain and operate and not impede care interventions. There should be
a capacity to adjust the height, tilt and move the bed and it needs effective brakes. It is

recommended that patients at-risk of developing PU should not remain on a standard
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mattress, a low interface pressure support surface such as high-density foam should be

used (Cullum et al., 2004; Registered Nurses' Association of Ontario, 2005).

The patient’s bedside chair requires special characteristics such as the height at least 45
centimetre, with a comfortable firm surface, supporting the thighs, high back, arm rest
and lumber curve (Australian Wound Management Association, 2001; Simpson et al.,
1996). Wheelchairs used for less mobile patients also require a stable adjustable seat
suitable for the patient’s weight, a high backrest, armrests and easy to reach control

wheels (Registered Nurses' Association of Ontario, 2005; Simpson et al., 1996).

In pressure reducing devices, pressure can be decreased either by its uniform
redistribution over a greater area or through its rhythmic elimination (Clay, 2004; Crow
& Clark, 1990). Pressure-reducing devices can make the pressure less than standard
support surface but not below 32 mmHg (Patrick, 1994; Thomas, 2001). These surfaces
are classified as static and dynamic. Static (stationary) pressure reducing devices
produce static pressure or constant inflation with no relief, and these are designed to
distribute local pressure over a larger body surface (Bryant et al., 1992; Thomas, 2001).
These devices are mainly the static low air-loss systems (overlays, mattress
replacements and beds). The overlay devices are applied over the surface of mattresses
to reduce pressure and the cost (Clay, 2004). The Agency for Health Care Policy and
Research Panel (AHCPR), (1992) reports that no specific type of pressure reducing
device is more effective than another to use in the prevention of PUs. However,
pressure reducing devices have been found to lower the incidence and severity of PU
among various patient groups in acute care hospitals such as orthopaedic patients,

surgical and oncology patients, and intensive care patients (Thomas, 2001).

Dynamic support surfaces, using electricity to alter inflation and deflation, are the
pressure-induced parallel of connective tissue collagen bundles (Edsberg et al., 2001;
Lewis et al., 2003). The device distributes the patient’s weight by using electric air
cells in the mattress in an alternating pattern of inflation and deflation, or forces air up
through a layer to act like a fluid and promote uniform pressure distribution over the
body surface (Clay, 2004). The dynamic support surfaces include large cell alternating
pressure mattress, overlay and mattress replacement, low air loss and air fluidised beds.

These types of dynamic support surfaces can be used to prevent PU formation for
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moderate to high-risk patients and to treat patients with stage three or four PUs. The
low pressure support system (air, water or foam mattresses) can be used for at-risk

patients in addition to the redistributing overlays on operation tables and trolleys

(Thomas, 2001).

In general, dynamic devices are suitable for immobile patients and repositioning high
risk patients. Unfortunately, these devices are noisy, disturb other patients, have
mechanical difficulties and are difficult to use (Thomas, 2001). Additionally these
surfaces are expensive to purchase, maintain and repair (Thomas, 2001). All
mechanical devices require effective maintenance support and these devices are no
exception. There seems little point in purchasing expensive equipment if there are no
resources to fund the use of the equipment or to repair damaged or broken components.
Consequently, when new equipment is purchased, local engineers need to have training
in maintenance by the company selling or leasing the product to ensure its

sustainability.

Renewable resources: products for PU wound management

When a patient sustains a PU there are a number of interventions that can be used to
manage the wound and provide evidenced-based ulcer care. Selection of the optimal
wound dressing product is very important to wound management, particularly for
patients with PU. Ulcers need to be covered with a dressing that maintains a moist
environment over the wound to reduce pain, prevent bacterial contamination and permit
the passage of oxygen (Dolynchuk et al., 2000). There is no ideal single dressing
available which provides optimal wound conditions for every PU as the stage of the
ulcer, its location as well as the general status of the patient needs to be considered
when selecting the type of dressing product (The Joanna Briggs Institute, 2008a). Ulcer

wounds require different types of products at different stages of wound healing.

It is essential to assess the patient’s wound to ensure optimal wound care by selecting
the treatment/ dressing that matches the need. Several types of topical wound treatment
or products discussed in the literature can be used to promote healing. First, occlusive
or semipermeable polyurethane dressing such as, ‘op-site’, ‘tegaderm’ and absorptive

dressings are used for wound care worldwide (Weller & Sussman, 2006). These types
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of dressings are permeable to water vapour and oxygen, but impermeable to fluids and
bacteria, and thus enable moist wound healing. Occlusive dressings are transparent,
adhesive and economic to the organisation. This type of dressing can save nursing time,
dressing packs, and cleansing fluids because they can remain in position longer than
traditional dressings (Bryant et al., 1992; Maklebust & Sieggreen, 1991; The Joanna
Briggs Institute, 2008a; Weller & Sussman, 2006). However, moist sterile dressings
need to be placed over the ulcer base only until they leak, because maceration of the
tissue surrounding the ulcer could lead to further breakdown (Maklebust & Sieggreen,
1991). An example of these sterile dressing products is the hydrocolloid dressing which
is impermeable to moisture vapour and gases yet allows for moist wound healing while
remaining adherent to the intact skin (The Joanna Briggs Institute, 2008a). A recent
study identified that 84% of patients with PU were treated with hydrocolloid dressings
(Gardner, Frantz, Bergquist, & Shin, 2005). Hydrocolloid dressings are more cost
effective than traditional dressings (Bouza, Saz, Munoz, & Amate, 2005; Heyneman,
Beele, Vanderwee, & Defloor, 2008; Thomas, 2001). To sum up, the proper use of the
correct occlusive dressing increases patient comfort, reduces pain, enhances wound
healing by increasing the re-epithelisation rate up to 50 percent (Ramos-e-Silva &
Ribeiro de Castro, 2002) and reducing the formation of scars (Alvarez & Childs, 1991;
Patrick, 1994).

Another product, a non—adhesive dressing, has a plastic film to reduce the adherence
with the wound (Thomas, 2001). For example, hydro gel dressings are three-layer
hydrophilic polymers that are insoluble in water, but absorb aqueous solutions. They
are considered a poor bacterial barrier, as they are nonadherent to the wound.
“Alginate” is an example of a complex polysaccharide dressing suitable for absorbing
wound exudates that is nonadherent to the wound bed (Thomas, 2001). Wound care can
be documented in wound assessment and management charts that are part of the
patient’s medical record (Hess, 2005). This chart, as per best practices in NSW health
facilities, should include the wound site, size, type, grade, description and drainage.
Documentation of wound dressing in the wound chart should include the date, site,
frequency of the dressing, progressive wound assessment using grade and appearance,
cleaning and dressing used (Frank-Stromborg et al., 2001 ; Hess, 2005). In summary, it
is important to apply a wound dressing over the pressure area to treat the PU and

prevent further injury. Nurses’ decisions to use specific wound dressing product need
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to be based on evidence and knowledge of the patient and the context for optimal

wound healing to occur.

The best practice care attributes with characteristics identified from
the literature

The characteristics of the five attribute headings used to organise the findings of the
literature review have been summarised and presented in table format. Based on my
review of the literature, Table 2.1 provides the main attribute headings and the

significant characteristics found in the literature contributing to each attribute.
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Table 2.1: The best practice attribute headings and significant characteristics extracted

from the literature

Culture oo

A patient-centred, patient safe philosophy is a backdrop to government’s decisions and
policy formulations about a population’s health care. An organisational (hospital)
culture in which all participants have “shared” meanings of patient safety and quality
care is required. Error is recognised as arising from system failures rather than
individual clinicians. Personal blame and shame systems which lead to clinicians
hiding mistakes are discouraged. The application of risk management strategies is one
method of supporting clinicians to embrace best evidence for practice and work to

improve patients” saf ty during hospita]is tion.
%‘Structures

Spec1ﬁc structures are requlred throughout the organisation to promote patlent safety
and stop potentially dangerous variations in care. Governance structures, such as a
Quality Unit or Clinical Governance Unit are focused on developing systems within the
organisations that improve the quality and safety of patients. Structures that support the
supervision of less experienced staff (nurse specialist positions) and structures that
provide learning opportunities are required in the organisation. Multidisciplinary team
structures are needed to improve patient safety and teach student health workers.
Working committees with a membership consisting of managers as well as clinicians
that undertake quality projects at the clinical level are important. A structure that
monitors adverse patient incidents is also required to provide information to the
ministerial level and feedback on performance to clinicians. Having sufficient clinicians

who understand pat1ent safety worklng at the chmcal level
Processes : : ~

Implementmg processes thhm the orgamsatlon that enable patlents at rlsk of hann (e g.
risk assessment of skin breakdown) to be identified. Processes that quantify risk to
enable summary data to be collected (staging of PUs). Processes recognised as
improving communication between clinicians, e.g. multidisciplinary team rounds,
treating teams, centralised documentation of patients’ records. Implementing processes
that enable staff to know clearly their role functions and opportunity exists for feedback
on performance. Processes that support learning and engagement such as clinical
improvement projects. Processes that ensure evidence-based, up to date guidelines are
available at ward level throughout the organisation. There is a need to evaluate the
effectiveness of the care given or the outcome through an integrated performance
management system that measures outcomes at the clinical level and rolls these

measures up to the orgamsatlonal and pohcy level
'Human resources N -

There is a need to have an adequate knowledgeable and committed staff (clmlcal and
admlmstratlve) to pr0v1de effectlve and efﬁment care to rmalntam patient safety

Physncal resources

There isa need to have adequate/approprlate physwal resources to prov1de effectlve and
efficient care to maintain patient safety. The organisation requires systems that
purchase renewable products. The organisation also requires ways to maintain
equipment and resources in good working order to ensure sustainability.
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Summary

This chapter presents the literature reviewed and the optimal attributes and
characteristics of patient safety frameworks identified in organisations of excellence.
From this review, an initial research question has been developed that asks what
attributes and characteristics of patient safety management, relative to those identified

in the literature, exist for patients in an acute care, public hospital in Jordan?

This study will identify, from research conducted in the clinical and organisational
levels of the AlBashir Hospital, attributes and characteristics concerned with keeping
patients safe in the acute care setting during their hospitalisation. As there is
considerable potential for error or adverse patient events in the complexity of modern
hospitals, PU has been selected as the exemplar which will provide the focus for the
research. From reviewing the literature on patient safety in conjunction with my
experience as a RN working in Jordanian hospitals, I can appreciate at this point that
deficits in the model of care in Jordan are likely to be identified by this research.
Should this occur, then it will be necessary to identify a framework of patient safety
management that could be implemented in Jordan to improve patients’ safety. There are
different ways to address the issue as the literature indicates, and there is a way that will
be preferable for Jordan. This research will endeavour to identify this way. Chapter 3

presents the design of the research project, data collection methods and data analyses.
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CHAPTER 3: METHOD

Introduction

This chapter describes the study design, the setting of the study, samples and
participants, methods of data collection and the instruments. An overview about how
the study data was managed and what kind of ethical issues arose are noted. Each of

these major topics is discussed below.

Research questions
As initially identified at the completion of Chapter 2, the first research question asks
what attributes of patient safety management exist in an acute care, public hospital in

Jordan?
The specific research questions asked to answer this question are:

What is the extent to which risk is known and quantified using the
example of a specific clinical case type (PU)?

What are the structures that exist to manage risk in a public acute care
hospital in Jordan at the clinical, organisation and ministry level?

What are the processes that exist to manage risk in a public acute care
hospital in Jordan at the clinical, organisation and ministry level?

What are the human and physical resources that exist to measure and
manage risk in a public acute care hospital in Jordan by clinicians,
managers and policymakers?

The main objectives developed to answer these questions are to identify and critically

examine the

e extent to which risk is known and quantified, using the example
of a specific clinical case type ‘pressure ulcers’

e structures and processes that exist to manage risk in a public
acute care hospital in Jordan at the clinical, organisational and
ministerial levels

e human and physical resources that exist to manage risk in a
public acute care hospital in Jordan by clinicians, managers and
policymakers.

81



The second research question depends on the responses to the first question indicating
that patient safety could be improved. It asks in what ways could patient care in the
acute care setting in a public Jordanian hospital be modified to improve patients’ safety?
The modifications will be based on data collected to answer the first question and
participants’ responses to the second question as well as recommendations identified in
the reviewed literature.

If the attributes identified by the first question could be modified to
increase patients’ safety in an acute care, public hospital in Jordan,
what would be the new framework?

The specific research questions are:
What cultural change could be implemented to monitor patient risk and
manage it according to best evidence (using PU as an exemplar)?

How could the structure and processes be modified to improve patient

safety?

How could the management of human and physical resources be
modified to improve patient safety and advance the culture?

Study design

In this research a descriptive case study methodology was used. The case study
approach has a very specific and clear focus, and is bounded in that it is a unique
integrated system (Stake, 2000). This approach is an appropriate method to examine
system change, with the focus on interaction and organisation that allows a holistic and
meaningful examination of characteristics within a real life context (Yin, 2002). The
study examines the existing situation for patient safety in a public hospital using PU as a
specific clinical case type. Following this examination a proposal to advance patient

safety in an acute care hospital in Jordan will be formulated and presented.

A case study is considered a practice orientated field-based method focusing on the
individual, the group or the organisation (Grbich, 1999). It is often used to “develop a
comprehensive understanding of a construct” (Polit & Beck, 2004, p.279). As a
research design, Parahoo (1997) describes the case study as a form of practice-related
research that uses quantitative and/or qualitative methods in producing an in-depth
analysis and description of a single unit of study. This case study employed a mixed

methods approach, including both descriptive and interpretative qualitative
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methodology as well as measures of PU incidence and prevalence to explore and
describe the practice and quality management of PUs in an acute care setting in Jordan.
This approach aimed to answer the research questions from different perspectives to
obtain a richer and more holistic picture. This notion is supported by Minichiello and
colleagues (Minichiello, Sullivan, Greenwood, & Axford, 2004, p.52) in that "...
quantitative and qualitative methods are used to reinforce each other and so produce a
comprehensive”. As data collection will predominantly involve observation and
interview techniques that will be interpreted by the researcher, some discussion of the

interpretative methodology employed and the researcher’s perspective will be declared.

Heidegger (1962) stated that understanding is an ontological condition, not an
epistemological one. In plain English this means that understanding is a mode of being
rather than a model of knowledge (Radnor, 2001, p. 4). The tradition of hermeneutics
brings to the interpretative approach key ideas about the nature of understanding and the
role of language as a medium of practical social activity. According to Heidegger for
example, the typical existence of humans takes reality for granted (called Dasein)
(Heidegger, 1962), which means that a person’s existence and the world of existence are
one with no incongruities. Radnor (2001) writes that when things become incongruous
and don’t fit our actuality (our understanding), we see things as objects separate from
ourselves and this triggers the process of theoretical knowledge seeking. Knowing
things theoretically means that we distance ourselves from the just ‘being there’ to a
new mode of understanding (Radnor, 2001, p. 13). Understanding starts when a gap
opens between the way we are already and the realm of our possibilities (Gadamer,

1993).

Conceptualising interpretation in terms of understanding (ontology) “impacts on the
relationship between the researcher and the researched” (Radnor, 2001, p. 12). The
practical consequence of this statement is that the researcher, as the ‘research
instrument’, is trying to understand others through their actions and what they say.
Through our language we are able to reconstruct experiences other than our own, and
engage in dialogic acts with other people, an interpretive process through which we gain
new understandings. Consequently, the researcher using an interpretative approach is
continually making decisions about which data are to be collected, how these data are

interpreted, analysed and conclusions drawn.
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Radnor (2001, p.30) in a summary statement of three principles that guide research
practice writes “the researcher is the research instrument who engages in a transactional
process, recognising that the process is ethics-in-action”. As the researcher and as a
nurse in Jordan, I bring this knowledge to the research and recognise that as a major
source of insights and validity checks if | recognise my subjectivity. I am aware that the
expressive character of action and speech I will be watching in the hospital will often be
so subtle that only a perceptive eye and an informed mind are likely to recognize their
significance. The second principle identified by Radnor (2001) concerns engagement in
the transactional process. The research participants and the researcher share a common
culture that is they understand each other because they are all part of the health care
system in Jordan. This commonality helps in the establishment of trust which is
important so that participants can say what they truly believe and that the researcher can
revisit and check with participants his interpretations or get clarifications. The third
principle is concerned with the relationships initiated and developed by me with the
research participants. I showed respect for participants and maintained confidentiality
and anonymity. More details concerned with this principle are covered under ethical

considerations presented later in the chapter.

To sum up, the purposes of using a case study in this context were gained insight into
little-known problems, to produce an effective ‘framework’ of care to assess and
manage PUs, and provide background data for patient safety future policies and
practices. Qualitative data will be generated from participant observation of health
professionals’ current practices in assessing and managing patients with PUs in the case
study site. Additional data will be sourced from interviews and meetings with the key
health informants in Jordan, organisational managers and others health care workers.
Quantitative data will be generated from assessing the incidence and prevalence of PUs
in the Jordanian context that is needed to provide base-line information. The
interpretive approach discussed above will be used to inform the processes of data
collection and data analysis. The techniques used to analyse interpretative data will be

discussed later in this chapter.
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Context of the research project

The study was conducted in AlBashir Hospital in Amman the capital city of Jordan.
AlBashir Hospital is a large, public acute care hospital run by the MOH. This hospital
was chosen as the location to conduct the research because of its size, prominence as an
acute health care facility, and range of functions. It is the main public teaching hospital
for the medical and nursing schools of Jordanian universities. The health care needs of
a diverse population are managed at this hospital that accepts referrals from other
hospitals and treats the most complex medical cases across a range of specialities.
Additionally, the complex, hierarchical structures operating at AlBashir Hospital are
replicated in other public health care hospitals in Jordan. By undertaking the study in
this complex environment, it was anticipated that an understanding of significant issues
related to a patient safety culture in the acute care setting could be identified. This is
important so the findings identified in this location will be transferrable to other
Jordanian hospitals. Hence, this hospital was considered an ideal site for the case study,
and from where a patient safety framework for Jordan could be developed. The MOH
provided approval for me to access clinical staff and managers and review the hospital
resources. Permission to undertake research of this depth could not be obtained from

the army or private hospital sectors in Jordan.

AlBashir Hospital

AlBashir Hospital has between 900 to 1000 inpatient beds (refer to Table 3.1 below).
The bed number was sourced from the MOH in 2007, but with the expansion and new
facilities that are due to be built the new estimate is for around 1,200 beds in 2010
(Ghazal, 2008). The hospital provides services for most medical speciality cases except

open-heart surgery and organ transplant procedures.
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Table 3.1: Average number of beds at AlBashir Hospital in 2007 (MOH, 2007)

Department Number of -

' beds
Medical 87
(Male and female wards)
Pulmonary diseases 60
General Surgery 106
Special Surgery 18
Paediatric Surgery 35
Burn and plastic 19
Paediatric 134
Orthopaedic 52
Ophthalmic 26
Ear, Nose and Throat 41
Nuclear medicine 34
Midwifery 182
Premature 50
ICU 27
CCU 10
Intermediate unit 24
Thalacaemia 23
‘Total beds = - Sl 928 i

Clinical structure

The study of PU risk and incidence was conducted in the male and female wards of the
Medical Department (MD). The MD was chosen because of the types of patients with
higher length of stay (mean = 4.5 days). The surgical department was not chosen
because of the high patient turnover (mean length of stay = 3 days) (Ministry of Health,
2008; MOH, 2007). The MD is located at the north part of the hospital site, about 50
metres from the main hospital entrance. The MD has nine divisions including: internal
medicine, cardiovascular and venous diseases, nephrology, gastroenterology and liver
diseases, endocrinology and diabetes, rheumatology, haematology and oncology,
infectious diseases and pulmonary diseases. The medical division includes specialised
teams of cardiologists, pulmonologists, gastroenterologists, haematologists and
psychiatrists. The number of rooms and beds of the MD are shown in Table 3.2. In the
male and female wards where the study of PU incidence was conducted there are 87
beds in total, 43 and 44 respectively. The two medical wards are separated by gender

for cultural reasons.
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Table 3.2: Number of rooms and beds of the MD

Ward Rooms Beds

Male 11 43
Female 12 44
Growth hormone 1 1
treatment Room
Admission Room 1 -
Gastroscopy 4 2
Echo 1 -
Kidney dialysis 4 + 1 unit 6
CCU 1 big unit 10
Haematology 2 + 2 units 24
Pharmacy 1 -
Store 7 -
Kitchen 3 -
Clerks 1 -
Doctor offices 9 + 3 bedrooms -
Total ‘ 57+ 4 units+3 | 130

| bedrooms |

Medical Department staffing

The MD manager is ‘in-charge’ of all medical specialities at the MOH and is
responsible for all staff working in the department wards or units including doctors,
nurses, department clerks, other health or non-health workers and all patients. The other
MD management staff include a deputy manager, doctors in charge of all medical
specialities, the MD director of nursing and two ward level ‘in-charges’ nurses for each

shift in the two wards. The number of the MD workforce is set out in Table 3.3.
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Table 3.3: Numbers and classification of all employees of the MD

Employees | Numbers
Medical workforce ‘
Male Specialist Doctors 41
Female Specialist Doctors 6
Male Registrar 33
Female Registrar 7
Medical officer 50
Nursing workforce
Meale registered nurses 59
Female registered nurses 34
Male Associated nurses 58
Female Associated nurses 21
Male Assistant in Nursing 4
Female Assistant in Nursing 10
Aid nurses 1

| Other eniployees .
Personnel 1
Medical clerks
Nutrition 18
Pharmacy
Total ~ - - 349

The staffing of the MD consists of 166 doctors and 187 nurses. The morning,
afternoon, and night shifts for the male and female medical wards are staffed by forty-
three permanent full time nurses. The actual numbers on shift duty daily is 17 nurses in

the morning and five nurses for the afternoon and night shifts.

Participants

As outlined earlier, the study was conducted at three levels, clinical, organisational and
ministerial, with the major emphasis on the clinical and organisational areas.
Participants and key informants in the case study were selected using a purposive
sample based on the number of interviews proportional to the number of staff in the
disciplinary category. The purposive sample was drawn as follows:

° at clinical level

The director of nursing at MD, three ‘in-charge’ nurses at the medical wards
and two clinical instructors were interviewed. All staff and patients at both male
and female medical wards were included in this study through observation of
clinicians’ practices with the hospitalised patients and the information they
provided. All staff who participate in meetings at the clinical level were also be

considered as participants.
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o at the organisational (AlBashir hospital) level

The general hospital manager and other organisational managers such as the
manager of MD, director of Quality Unit (QU), hospital nursing manager,
director of Nursing Developmental Unit (NDU) were interviewed. The
behaviours and comments of participants who attend meetings at organisational

level were observed.
. at the ministerial level

The manager of the Quality Directorate (QD) at MOH was interviewed possibly
on several occasions in 2006 to obtain her vision for health and organisational
quality policies and to identify the current situation at that time regarding quality
in health care. Other checking processes were carried out by phone calls or

emails to clarify observations.

A total of 12 indepth interviews, five interviews at clinical level, six interviews with the
key informants at organisational level and one interview at policy level were planned
and carried out. Four meetings at clinical level, three meetings at orgnisational level
were conducted, a total of seven meetings. This number of meeting was less than
planned, because I had been informed that the Quality Committee at AlBashir was
operational prior to data collection. This was not the situation when I commenced data
collection. All staff working in both wards and patients at the time of the study were
observed over a six month period. Medical and nursing students attending the ward for
clinical experience were observed, but data on their interactions have not been included
because these were judged to be outside the patient safety framework because students
had an observational, rather than hands-on, role. The workforce of nurses at both wards
who participated in the study is outlined in Figure 3.3 below. A record of the
participants who were interviewed, the meetings attended and the observed practices of
nurses and doctors over six months is provided in Appendix 3.1. An account of the
researcher as practice observer in a metropolitan public hospital in Sydney is also

detailed in Appendix 3.1.
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Quantitative patient data for the PU survey

The number of patients who were included in a snapshot survey was obtained according
to their admission to the male and female medical wards. One hundred and ninety
patients were assessed for risk of developing PUs in the first 24 hours of their
admissions in both wards and then reassessed subsequently over five weeks in the wards

to which they had been admitted.
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Figure 3.1: Nursing workforce at male and female medical wards according to daily
shift allocation

Nursing workforce at male and

female medical wards

Female medical ward Male medical ward

44 beds 43 beds

Morning
shift
17 Nurses
SRN
12 AN, AIN

Morning
shift
17 Nurses
5 RN
12 AN, AIN

Afternoon
shift
5 Nurses
2 RN
3 AN, AIN

Night
shift
5Nurses
2 RN
3AN.AIN

| Afternoon
shift
5 Nurses
2RN
3 AN, AIN

Night shift
5 Nurses,
2RN
3 AN, AIN
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Data collection processes

The study was conducted through continuous interdependent phases in order to collect
comprehensive data using different techniques. There were two main phases. The first
phase was the establishment of the risk assessment instrument and the collection of PU
data to determine the extent of the problem at AlBashir Hospital. The second phase was
concerned with revealing the structures and processes of health care at the clinical,
organisational and ministerial levels. The researcher collected data over five days a

week mainly during morning shift. The phases are discussed more fully below.

Establishment phase: Entry into the field

This phase of the research began in January 2006 prior to the start of data collection.
All administrative arrangements were organised at the hospital and credentials were
established with key decision-makers such as the hospital nursing manager and
personnel department to facilitate data collection. Accompanied by a formal letter of
approval for the study to enable access to the hospital from MOH, I undertook some
informal field visits prior to commencing data collection. I provided managers and
potential participants with a description of the project to facilitate the data collection

process.

The informal field visits with the key informants at AlBashir Hospital included the
hospital nursing manager, nursing director of MD, and the director of NDU. These
informal visits were conducted in the following order:

e A meeting with the hospital nursing manager was conducted to inform her about

data collection, the study aim and methods.

e A letter from the hospital nursing manager to the nursing director of MD

explained the process and data collection.
e An informal visit to the MD nursing director followed by a tour to the MD.
e Informal visit to the director of NDU and clinical instructors.

e Prior to data collection two days were spent with staff in both male and female
wards including the MD nursing director, ward managers of the male and female
wards, nurses and doctors working in the wards. This was done to make them

familiar with my research undertaking.
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Data collection phase
In this study, five methods of data collection were employed to obtain data from the
clinical, organisational and ministerial levels. These methods are outlined in the

conceptual schema in Figure 3.2.
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Method

Figure 3.2: Schema of data collection

Level

Descriptive Case study; mixed methods for data collection.

A 4

Data collection

Clinical Wards

(Male and female medical
wards)

y

Wards data

Point prevalence & incidence survey
(five weeks at both wards).
Observational meetings: Impromptu
informal meetings at female and male
wards; doctors morning report meeting;
‘In-charges” of MD with the nursing
staff at both wards.

Interviews: Nurses ‘in-charge’ at male,
female wards, and admission and stock
room; clinical instructors at burn and
female medical wards.

Observation of practice and field
notes: clinical assessment and risk
management of PUs: observational field
notes for two weeks at male and female
wards.

Examination of policy documents

Organisation

(AlBashir Hospital)

Organisation data

Observational meetings: Task group
meeting (Director of MD and accreditation
project staff with the doctors); departments
nursing directors with the hospital nursing
manager; nursing hospital —wide committee
for nursing standards.

Interviews: general manager of AlBashir
Hospital. Director of QU at AlBashir
Hospital; the hospital nursing manager,
director of MD, nursing director of MD;
director of NDU; ‘in-charges’ of the MD;
Examination of policy documents

Ministry
(QD)

Ministry data
Interview: the manager of QD
Examination of policy documents

|
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Clinical data

Clinical ward-based data were collected through point prevalence and incidence
surveys, observation of quality meetings, interviews with clinical staff, observation of
practice, and examination of policy documents were undertaken by the researcher*.

These data are outlined the collection processes below.

Point prevalence and incidence survey

A survey was conducted to identify the extent of PUs. This included the numbers of
PUs and the stage of each at the study site. A descriptive/exploratory survey that
assessed the current conditions in order to improve healthcare practices was undertaken
(Elliott & Hayes, 2003). This survey was conducted over five weeks in male and
female medical wards to obtain relevant information from a sample of 190 patients in
order to provide baseline information and give an overview about the current situation.
In the first week the researcher counted the current PU cases using incidence and
prevalence recording sheets and a staging system (Appendix 3.2 and 3.3). PU risk was
also assessed on admission to the MD admission room and reassessed weekly for the
first four weeks using the Braden RAS (Appendix 3.4 and 3.5) as recommended by
(Bergquist, 2005; Bergquist & Frantz, 2001). The scale used in this survey was one

page long and took around five minutes to complete.

Participants or a family member signed the consent forms at the time of assessment in
the MD admission room and at reassessment in the male or female wards. The
assessments were confidential and any identifying features such as patients’ names were
changed to numbers to ensure anonymity. For cultural and religious considerations, in
the case of assessing a female patient, the assessments were done in the presence of a

female ward nurse or any family member.

*In relation to translated Braden PU scale, the intention was the Arabic speaking Cls to
assist with patient PU data collection. However, for data consistency, the researcher
completed of forms for the population of patients included in the study and the
translated form was therefore not formally used within the study. However, the
translated form will be useful for Arabic speaking clinical professionals who may be
involved in future quality improvement projects associated with PUs.
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Observation of meetings related to the quality of care provided

Quality meetings related to the care provided were attended over six months including:
- Doctors™ morning report meetings
- Deputy Director of the MD (Nurse) meetings with nursing staff
. Impromptu informal meeting at female medical ward
- Impromptu informal meeting at male medical ward

These meetings were held at the female and male nursing stations on the ward and in the
MD lecture rooms. Meetings lasted between 30 and 90 minutes and were conducted by

the Director of the MD and the Deputy Director of the MD respectively.

Interviews with the clinical staff

Interviews detailed the processes of patient care performed by the clinical staff. Five
semi-structured interviews over approximately one hour were conducted with the
clinical staff including:

‘In-charge’ nurse of the female medical ward
‘In-charge’ nurse of the male medical ward
‘In-charge’ nurse at the admaission and stock room
Two clinical instructors.

Participants were asked 12 open-ended questions. Questions were asked about
teamwork, the current criteria used by the team for risk management and PU resource
management (see Appendix 3.10). The interviews were conducted in quiet areas to
avoid interruption, such as the MD stock room or the NDU. The venue was chosen by

the participants.

Observation of practice and field notes - clinical assessment and risk management of
PUs

In order to assess PUs, current practices were examined by observing the health team’s
daily clinical practice, noting the performance skills of the health team at the clinical
level. Two weeks were spent in each selected site (male and female medical wards) for

this period of observation. Consent from the MD nursing director and ward staff was
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obtained prior to data collection commencement. A data collection sheet was used
(Appendix 3.7) to record all observations. Additionally, field notes were kept
throughout data collection, recording the activities or clinical practices, staff roles and
interactions. Field notes were checked at home on the same day and then checked with
at least one of the participants for accuracy within the next two days. Interviews were
listened to on the day of recording. Content was written out and the transcript given to
the interviewee to check for accuracy and any additional comments or modifications.
Patients’ medical records were reviewed along with other ward records such as the end
of shift report, daily job assignments, nursing notes and documentations for patients
with a PU to ascertain the extent to which assessment and management of PU were
consistent. ~ An intensive period of participant observation was completed after

familiarisation with the setting.

Examining policy documents and field notes

Available clinical policy documents at the clinical (ward) level were examined and
critically reviewed, to determine how the documentation compared with content
recommended in the best practice guidelines. The documents examined are set out in
Table 3.4 below. A follow-up visit with the quality department manager at the MOH

was recorded.

Table 3.4: Policy documents at clinical level

. Level " .. Documents available -
Clinical Wards Clinical policy documents A Adminihs’tratioﬁ work Work conditions
(Male & female patient policies staff policies
medical wards) Clinical notes and medical | Records of meetings. Job description.
records documentation, Medical waste policy. Roster policy.

nursing notes, medical progress | Admission room policy. | Formal uniform.
notes, end of shift report, daily | Patient referral policy. Staff records

nursing job assignments. Quality and policy.
accreditation policy. Punishment policy.
Dangerous drug action policy; Annual / sick leave
daily and weekly medication policy.
request policy. New recruited staff
: policy.
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Organisational data
Organisational data were collected through observation of meetings concerned with the
quality of care at AlBashir Hospital, interviews with managers and examination of

policy documents. Each type of data collection is discussed below.

Observation of quality meetings
Over six months only three organisational meetings were attended because these were
the only meetings conducted although more were scheduled but cancelled. I had the
opportunity to attend these meeting after extensive daily requests and reminders to the
managers to inform me when they were scheduales. These quality meetings were:
e A task group meeting (called by the MD Director with the accreditation project
staff and with the doctors)

e Nursing department directors with the hospital nursing manager
e Task group meeting (hospital-wide nursing committee for nursing standards)

The three meetings covered the key quality issues that the hospital managers were
concerned about at the time of data collection. Meetings were carried out in the MD
lecture room, meeting room in hospital headquarters and in the NDU respectively.
Meetings were audio taped after oral permission was obtained from the chairpersons
from all attendees. Copies of the meetings’ minutes ‘if available’ were requested and
collected. A data collection sheet was used (Appendix 3.7) for the purpose of the
researcher to make additional comments during the meeting. The meeting structures
and processes were observed from clinical to organisational and ministerial levels and
vice versa. Confirmation of data and field notes taken during observation of meetings

was made via phone calls and emails.

Interviews with managers

Semi-structured interviews with six organisational managers were conducted including
the general hospital manager of AlBashir Hospital (doctor), the hospital nursing
manager (nurse), the director of the hospital’s Quality Unit (doctor), the director of MD
(doctor), the nursing director of the MD (nurse) and the director of the NDU (nurse).
The interviews were designed to identify the relationships between policymakers and

the organisational managers. Key informants were invited to participate in the study
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and appointments were made for the interviews. In all interviews, a letter that explains
the study’s purpose, information and consent forms were given in advance to each
participant. The consent form was translated into Arabic. Semi-structured interviews
were conducted using 10 open-ended questions derived from the literature regarding
resources, facilities, the management of patients with PUs, support management for
clinical staff, communication and reporting structure (Appendix 3.8). Each interview
was over one hour, audio-taped with the permission of the participant, transcribed and
checked with the participant. The interview was then translated prior to analysis. The
ability to communicate in Arabic was essential because English is a language used by
few participants in the study. Hence, the Arabic language was used in interviews and
meetings in order to develop an in-depth understanding of the cultural subtext of the

discussion.

Examining policy documents

The available policy documents at the organisational level were examined in order to
identify any gaps in the documentation according to the best practice attributes. These
policy documents included:

- Meetings policy in terms of agenda and keeping minutes
- Draft of accreditation standards for medical records

- Draft of hospital organisation structure

- Formal nursing uniform policy

- Individual job description

- Nursing quality assurance program

- Some of available clinical policies and procedures

- Incident report policy proposal.

- Performance appraisal policy

- Records of the previous available meetings

99



Ministerial data

The hospital was supportive of the project. The researcher was the sole data collector
for the project. The policy data were collected through two main methods: interview
with a policymaker and examination of policy documents. These two data sources are

briefly outlined below.

Interview with a policymaker

A semi-structured interview with the director of the QD, MOH was conducted. This
interview detailed information about processes of health care from the key health
stakeholders. In accordance with ethics approval, the interviewee was invited to
participate in the study and an appointment was made for the interview in person and
confirmed by phone before the date. An information letter that explained the study’s
purpose and a consent form was given to the participant in advance. The interviewee
was told that participation was voluntary, that she had the right not to answer specific
questions, to withdraw from the interview at any time and that her answers would be
kept confidential. The interviewee was asked five open-ended questions regarding her
views, perceptions and thoughts about quality and risk management policies (Appendix
3.9). The interview was one hour in duration and audio recorded. The interview was

transcribed, translated and analysed.

Examining policy documents

The available policy documents at the ministry level were examined to identify the
content and compare it with documentation from Health Departments in Australia.
Relevant policy documents according to the best practice attributes were collected:

- MOH policy documents
- Organisational structure of the QD at MOH
- Health safety policy standards for accreditation and quality

- Performance appraisal policy

The material reviewed fell into MOH data policy documents and other health projects
documents. Extensive use of accreditation standards documents was made.

Clarification and further information about most of these documents was required by
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the researcher and this was obtained from the director of the QD at MOH by phone and

emails.

Instruments used in the research study
Four instruments were used to collect the study data:

+ interview questionnaire
+ observational meeting instruments

+ practice observation instrument
* prevalence and incidence recording instruments

Each is discussed below.

Interview questionnaire

The questionnaire for interviews with the QD manager at MOH, the managers and
clinicians at AlBashir Hospital questionnaires (Appendix 3.9, 3.8 and 3.6) respectively
included close-ended questions related to the demographic data such as age, sex,
designation, and experience, and four open-ended questions to guide the semi-structured
interviews. An interview guide (sheet) was prepared to explore the key informants’
vision related to organisation policies. The question covered the attributes of the quality

and patient safety framework that was developed from the literature review.

Observational meeting instrument
A selection of meetings was attended to observe and assess meeting processes. The
domains of interest for observation at the meetings that were included in this instrument

are outlined in Appendix 3.7.

Practice observations instrument

A structured practice observation instrument was used in this study that outlined fields
notes. This sheet (Appendix 3.10) was used in order to record the occurrence of a given
action (Brink & Wood, 2001). This sheet included questions of what, why and how a

particular kind of practice was done in comparison to the attributes of the quality and
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patient safety framework. The researcher observed the clinical practices until the
researcher recognised that the same practices were being repeated and no more new data

was being collected.

Incidence and prevalence recording instrument

The Braden risk assessment scale English and Arabic version (Appendix 3.4 and 3.5),
and PU assessment tool (Appendix 3.2) were used. Bilingual Australian and Jordanian
experts were recruited to maintain instrument integrity and ensure equivalence of
meaning between the English and Arabic version and to carry out back translations.
The key variables of the Braden scale are intensity and duration of pressure, skin
tolerance and supporting structures (Zulkowski, 1998). Six categories are scored -
sensory, moisture, activity, mobility, nutrition, and friction/shear. The rating subscale
score is from 1 to 4 for five categories; the shear/friction category has a score from 1 to
3. One is the least favourable score and four is the most favourable. The lower score
indicates a patient is at greater risk of developing a pressure ulcer. The maximum
possible score is 23. A score of 19-23 indicate that the patient has no risk; a score of 15
—18 indicates at risk; 13-14 is moderate risk; 10-12 is high risk; while 9 or lower
indicates very high risk of skin breakdown (Ayello & Braden, 2001; Bergstrom &
Braden, 1992; Braden & Frantz, 2004). The scale is internationally recognised to be
used for patients in medical wards (Lindgren, Unosson, Krantz, & Ek, 2002). The
Braden Scale is both a reliable and valid instrument for predicting ulcer risk. The inter-
rater reliability among RNs of the Braden Scale ranges from 0.83 to 0.99, with percent
agreement ranging from 88% to 100%. Sensitivity ranges from 61% to 100%, and
specificity from 26% to 100% (Kring, 2007).

Reflexivity

Interpretative research is influenced by the researcher’s values, perceptions and views
(Jootun, McGhee, & Marland, 2009). Reflexivity is an ongoing awareness and analysis
of personal involvement. This process assists the researcher to make the research
process transparent, to ensure the rigour of the research and improve the data reliability
(Jootun et al., 2009). Observer bias threatens the validity of observational data collected
at different stages of fieldwork (Koch & Harrington, 1998) if he or she is unaware of

existing perceptions and views. To overcome any bias that could arise from this
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research, multi data resources were used to produce an increased understanding and as a
verification or reliability technique (Cohen & Crabtree, 2008). Further, the potential for
human error with observational data particularly has been noted. Hence, secondary
readers of the observational data from another RN/CI at the hospital on the second day
of the observation were used to minimise the researcher’s impact and observer bias and
to increase credibility (Cohen & Crabtree, 2008). To improve consistency or reliability
and avoid misinterpretation between the observer (researcher), and the secondary reader
the same form and observed data were compared for best results (Jootun et al., 2009). 1
continued to compare the observed data throughout the study by completing observation
forms during and immediately following an observation. Once I began observations, I
refined observational data on a daily basis. I maintained field notes or a research diary
to increase reliability (Jootun et al., 2009; Koch & Harrington, 1998). 1 continued to
observe in the same locations for longer periods in order to reduce the extent to which
participants changed their behaviour in reaction to being observed. Although reliability
is higher for records rather than abstract behaviours, observing only concrete behaviours
leads to overlooking meaningful behaviour. Reliability is higher when observational
checklists are used, which involve greater observer judgment and puts separate personal

views and perceptions aside from the fieldwork (Jootun et al., 2009).

I used prolonged engagement in the period spent collecting data from the same group
(male and female medical wards) at the study site. I persisted in observing informal
meetings and staff practices over many months which enabled me to form trusting
relations with staff. I interacted and developed good relationships with the participants,
and as the study progressed the participants became more relaxed in my daily presence
and spoke openly about their issues. I trained and worked as an RN at MOH public
hospitals in Jordan, but not at the same hospital where the project was conducted. My
previous experience provided insights into participants’ experiences. As a PhD student,
nurses viewed me as a knowledgeable nurse with whom they could discuss issues that
concerned them. Hence, I believe my engagement with the participants enriched the
quality of the research. 1 encouraged them to communicate openly and discuss

problems with me by ensuring the confidentiality of the data.
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Two English-Arabic translators and a registered nurse from Jordan listened
independently to audiotapes to verify the translations and transcriptions. Transcriptions

were saved using Microsoft Office Word software.

Ethical issues

A letter of approval from the Jordanian MOH was obtained in order to conduct the
study at AlBashir Hospital (Appendix 3.11). After the proposed study design was
approved, ethics approval was obtained from the Human Research Ethics Committee
(HREC) of the University of Technology, Sydney (Appendix 3.12). Throughout the
research study, ethical issues were considered in designing and implementing data
collection methods. At the point when the research began, in early January 2006, a
hospital ethics committee had not yet been established at AlBashir Hospital, and there

was no mechanism for additional ethics approval to be obtained.

To avoid any other ethical issues that may have affected this study, the following
aspects were given specific considerations. All data were coded for confidentiality and
the content information was kept in a locked office. Only the researcher and the
supervisors accessed the data that is to be kept for five years and then destroyed.
Participants signed consent forms that addressed the study aim and methods and invited
them to participate in the study. Whenever possible, all interview and taped data were
checked with participants to confirm the accuracy of the account. Field notes were also
checked with participants again to confirm their impressions of events not just the
researchers. Bilingual Australian and Jordanian experts were recruited to maintain
integrity and ensure equivalence of translation between the English and Arabic and to
carry out back translations. As a traditional courtesy, verbal approval was obtained

from the primary physicians of the patients in the medical wards.

Data analysis

Case study analysis depends on what is appropriate for the type of data collected. Data
of the study were analysed according to the type of the data as follows: the quantitative
data were analysed as simple descriptive statistics approach of frequencies, percentages,

and means of the scores.
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Qualitative data were given a preliminary review as soon after data collection as
possible usually on a daily basis. Radnor’s step-by-step guide to analysis (Radnor,
2002, p.71) was employed. There are six steps in this technique a) topic ordering, b)
constructing categories, c) reading for content, d) completing the coded sheets, e)

generating coded transcripts and f) analysis to interpret the data.

On completing a session of data collection, familiarity with the raw data was achieved
by reading and re-reading the transcripts and field notes to get an initial feels for the key
ideas that would become the categories. A similar process was undertaken with the
tapes. These were listened to, then transcribed, checked and translated.” Formatting of
the text materials such as page numbers, lines and codes from the title and participants
was undertaken. Sections of the text were highlighted and a raw text of categories from
the transcripts and field notes was constructed (categories cluster the shared communal
data). Then the initial transcripts and field notes were re-read to check that nothing had
been omitted and comments from the document were added in the margins. These
comments provided the coding words. Quotations from the participants were grouped
using the codes. Then abstracting or brief paraphrasing of the sentences were
undertaken to reduce the volume of text while preserving the core coding. In this way
the key issues or concepts became apparent. Finally, two interactive processes for
analysis were used. First through identifying the key issues and concepts, grouping
them assists in finding the patterns. Divergences also needed to be identified and the
story or narrative constructed. The second interactive process is to reanalyse,
reconceptualise (deeper structure), classify relations both positive and negative and

revising the narrative.

Summary of the data analysis steps
Data preparation
1. After completion the data collection I listened to the tapes, read the transcripts
and notes in order to get an initial feel for the key ideas.
2. Formatting the text materials such as page numbers, lines and codes from the
title and participants.
Categorising

1. Highlight sections of the text.
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2. Prepare a raw text from the transcripts and field notes by re-reading (to
comprehend) and writing comments and early codes of the text when
completed the initial codes have been allocated.

3. Sorting the highlighted data in selecting quotations from the informants(
group them into categories) and then abstract or brief paraphrase -
shortening-reduction but preserving the core (coding) by identifying the key
issues or concepts and themes to develop a category system.

Coding
1. Make a separate code list file for each category from different

respondents- and cluster the shared commonality data.

Mapping, interpretation and the development of themes
1. Look for the relation (association) or pattern and connections between
categories by linking the underlying meaning together in categories (compare
columns to each one and contrast themes and concepts) - sub-themes- to provide
explanation for the findings to structure the themes.
2. Check the codes, subcategories, categories, subthemes and themes.
3. Presentation of the findings and a comparison of those findings with previous

work.

Summary

This chapter has described the method that was used in this study including the study
design, the context of the project, the participants, data collection processes and the
instruments used to support data collection. The data management, ethical issues and
data analysis were discussed. The results of the data analysis are presented in the next

chapter.
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CHAPTER 4: FINDINGS

This chapter presents research findings. It is divided into two parts:
1. Quantitative findings:

e Prevalence and incidence of pressure ulcers at clinical settings.
2. Qualitative findings at:

e Clinical setting.

e Organisational setting.

e Ministry setting.
The findings are based on fieldwork undertaken in Jordan from January to August 2006.
As set out in the method section, data were collected from:

e survey of the prevalence and incidence of PUs.

e interviews with key clinical, organisational and ministry staff.

e document analysis.

e observations from field notes.
Data resulting from these actions are presented below. Quantitative data were collected
to answer the research question: what attributes of patient safety management exist in
an acute care, public hospital in Jordan? The patient safety attributes have been used
to categorise the findings using PU as the example of maintaining patient safety during

hospitalisation and on which to base our interpretation of the Jordanian environment.

The first results presented, the prevalence and incidence of PUs, confirms that a
problem with patient safety in the acute care setting of AlBashir Hospital exists. It was
necessary to undertake this survey as no outcome data were available at AlBashir
Hospital on the incidence or prevalence of PU or other parameters used to determine

patient safety in the acute care setting.
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1. Quantitative findings

Prevalence of PU at AlBashir Hospital

The investigation to establish if there was need for concern regarding patients
developing PU commenced in 2006 with a one week snapshot survey of 190 patients in
the two medical wards at AlBashir Hospital. One hundred and twenty three patients
were identified as at risk of developing PU. Over five days 30 cases of PUs were
identified. Eight cases had a stage 1 PU, 13 cases were at stage 2, six cases at stage 3,
one case stage 4 and two cases had mixed stages. A prevalence of 24% was estimated.
Prevalence was calculated by dividing the total number of patients with PUs over the

number of patients “at risk” of PU (Thomas, 2001).

Prevalence of PU according to stages and gender

The literature indicates that when the quality of health care measures for PUs is
evaluated in developed countries, it is important to identify the stage of the PU as well
as the numbers of PUs. The stages of all PUs in the male and female medical wards at
AlBashir Hospital are presented in Table 4.1. The table shows that at stagel there were
8 (27%) cases, stage 2, 13 (43%), stage 3, 6 (20%), stage 4, 2 (3%) and mixed stages 2
(7%). The majority of cases were classified as stage 2. The table shows that only one

patient had a stage 4 PU, but that six patients had stage 3 ulcers.

Table 4.1: The one week prevalence results of PU by stages and gender

Male Female Total Cumulative

Stage Number Number Number |- % % i
I 2 6 s | .27 | 21
2 6 7 3 4 | 0
3 3 3 6 T 9%
4 1 0 1 s
Mixed 2 0 2 100
Total 14 16 30 R
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These results are consistent with literature reports for PUs requiring more effective
assessment as well as preventive measures management, as indicated by over 70% of

PUs identified being more than stage 1.

Prevalence of PU according to age group and gender

In order to obtain further information about patients developing a PU, data were
interrogated to determine risk characteristics. In the 30 cases of PUs, 14 (47%) were
males and 16 (53%) were female. PU was found mainly in the elderly with only seven
(23 %) of the cases under 60 years and 23 (77%) over 60. The mean age was 63 years.
Table 4.2 shows the distribution of the cases by gender, age group and prevalence of
PUs.

Table 4.2: The prevalence of PU by gender and age group from the snapshot survey in

the two medical wards in a Jordanian hospital

Age group Male Female Total

Number | Number | Number | . j% o
<30 0 1 T3
30-39 1 0 1 3
40-49 1 2 3 | 10 -
50-59 1 1 2 b7 -
60-69 4 3 5 2’3“1_5/
70-79 3 5 s | 27
80-89 3 4 7 3
>90 1 0 1 3
Total 14 16 30 100

These results are consistent with findings of the prevalence of PU in developed
countries in terms of age grouping and gender for people admitted to hospital with a PU
(Vangilder, Macfarlane, & Meyer, 2008). Over 70% of PUs are in patients 60 years and
over. Older people are at a higher risk of developing PU in the community rather than
younger people (Fisher, Wells, & Harrison, 2004) and both genders are affected equally
(Bergstrom, Braden, Kemp, Champagne, & Ruby, 1996). The life expectancy at birth

for male and females in Jordan was estimated in 2006 at 70.6 and 72.4 years
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respectively (WHO, 2006). Given these life expectancies, more than 50% of the people
with PU were older than the Jordanian life expectancy. This information is particularly

useful to enable high-risk patient groups in Jordanian hospitals to be targeted.

Prevalence of PU according to location sites and gender

In order to establish the pattern of PUs in a Jordanian hospital, the location of the ulcer
was also investigated and compared with international information on PU location.
Table 4.3 shows the location sites of 30 PUs for both genders: sacrum 13 (43%), heel 7
(24%), hip trochanters 3 (10%), calf 1 (3%) and multiple sites 6 (20%).

Table 4.3: The one week prevalence results of PU by site and gender

Male Female Total

Site Number | Number | Number % i
Sacrum 4 9 13 43 y~
Heel 5 2 7| 2%

Hip trochanters 1 2 3 10 ;
Calf i 0 T} 3
Multiple sites 3 3 6 20 - .
Total 14 16 30 100 -

These results are also consistent with international information on PU locations.

Incidence of PU at AlBashir Hospital

The results of the snapshot survey confirmed the need to undertake a more detailed
investigation. An inpatient survey was conducted over four weeks in the two medical
wards at AlBashir Hospital. Out of 175 people admitted during four weeks without a
PU, 106 were ‘at risk’ of developing PU. In 2006, over the four weeks twenty-nine
patients developed PU subsequent to admission to the two medical wards. Sixteen
cases had a stage 1 PU, eight cases had stage 2 and five cases had stage 3. The

incidence of PU subsequent to admission to hospital was 27% *.

*(Incidence was calculated by dividing the number of patients with new PUs over the
number of patients ‘at risk” of PUs (Thomas, 2001)).
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Incidence of PU according to stages and gender

The stages of new PU cases for both genders in the medical wards at AlBashir Hospital
is presented in Table 4.4. The table shows that at stagel there were 16 (55%) cases,
stage 2, 8 (28%), stage 3, 5 (17%). The majority of cases were classified under stage 1
and no patient had a stage 4 PU.

Table 4. 4: The four week incidence results of PU by stage and gender

Male | Female Total Cumulative
Stage | Number | Number | Number
1 10 6 16
2 5 3 8
3 1 4 5
4 0 0 0
Total 16 13 29

Incidence of the four week survey of PUs in two medical wards according to age group
and gender

A total number of 29 new cases of PUs were identified by the research in the male and
female medical wards during the four week survey. Of these cases, 16 (55%) were
males and 13 (45%) were female. PU again was found mainly in the elderly, three
(10%) of the cases occurred before the age of 60 and 26 (90%) over age 60. The mean

age was 66 years.

Table 4.5 shows the distribution of cases by gender and age group and the rate of PUs.

Again a high percentage of patients was over the life expectancies for Jordanians.
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Table 4.5: The incidence of PU by gender and age group from the four week survey

Male Female Total

Age group | Number | Number | Number %
<30 0 0 0 0
30-39 0 0 0
40-49 2 0 2
50-59 1 0 1|
60-69 6 6 2| 4
70-79 7 6 B3 | 4
80-89 0 1 1| 3 o
>90 0 0 o | o
Total 16 13 29 | 100

Incidence of PU according to location sites and gender

The location site of all PUs for both genders is presented in Table 4.6. The table shows
that 66% occurred over the sacrum. This finding is consistent with the international
literature that the sacrum is the most effected area of the body for PU (Vangilder et al.,
2008; Wann-Hansson et al., 2008).

Table 4.6: The four week incidence results of PU by site and gender

Male | Female Total
Site Number | Number | Number f %
Sacrum 12 7 19 66
Heel 2 1 3 10 |
Hip trochanters 0 2 2 T
Multiple sites 2 3 5 17
Total 16 13 29 | 100

Incidence of PU according to medical diagnosis and gender

The medical diagnosis of all patients with PUs for both genders is presented in Table
4.7. The table shows that thirty—eight percent of patients were medically diagnosed
with a cerebral vascular accident commonly called a “stroke’. These patients were ‘bed

bound’ and at great risk of PU development. This finding is consistent with the
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international literature of the immobile patients being the most at risk of developing

PUs (Russell & Logsdon, 2003; Wann-Hansson et al., 2008).

Table 4. 7: The four week incidence results of PU by medical diagnosis and gender

Male | Female Total

Medical diagnosis Number | Number | Number | % -

Stroke 6 5 11 38
Multiple (stroke, 24 ’

Diabetes, heart diseases) 6 1 7 :
Heart diseases 3 3 IO
Renal failure 1 2 3|10
Diabetes 1 2 3 ,* 10 ,,:
Asthma i 0 T
Liver cancer 1 0 1 4
Total 6 | 13 | 29 | 100

Conclusion

The above results confirmed that there is a problem with maintaining patients’ safety in
terms of patients acquiring PUs in hospital. The numbers of PUs indicate less than
optimal management of patient safety. In order to place these results in context, it is
useful to consider the qualitative data at three levels: clinical, organisational and policy
levels and their attributes concerning the safe management of patients during acute care
hospitalisation. The findings are presented in the following way. First, each best
practice attribute identified in the literature is presented as a main heading accompanied
by individual sub-headings with a brief description given of the attributes to introduce
the discussion; second, excerpts drawn from respondents’ comments that best exemplify
the attribute under discussion are presented as evidence; third, an interpretation is made
of the extent to which the best attribute is present in the Jordanian case and the
conditions existing in Jordan within which clinical care is being delivered and patient
safety assessed; and, fourth, a synthesis of the best practice attributes is made to
synthesis the unfolding evidence. The next section introduces and analyse the
qualitative findings, the first of the domains within which evidence is presented, namely

the clinical environment.
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2. Qualitative findings

Clinical environment

This section outlines the attributes of best practice relating to pressure ulcers drawn
from the literature. These attributes comprise culture, structure, process, human
resources and physical resources (Donabedian, 1966; Hofstede et al., 1990; Runciman
et al., 2009). Each is accompanied by a set of sub-attributes where they exist, and is

discussed in turn.

Culture

For best practice to be substantiated as existing, a culture of safety for patients and staff
at the clinical level must be nurtured and sustained. Ideally, clinicians would practise
within this culture of safety supported practically in their direct clinical work and with
clinical systems that support this work. According to the literature, and for the purposes
of this thesis, culture can be categorised into three sub-attributes that include: safety for
patients and staff; staff knowledge about risk assessment; staff knowledge and skill in-
conducting best practice interventions to manage risk and the model of care that
incorporates patient safety considerations (Braithwaite et al., 2009). I turn next to

discuss each of these sub-attributes 1n turn.

Safety for patients and staff

The literature outlines the importance of having the ‘right’ culture at the clinical level of
the organisation. Such a cultural is epitomised by an environment that assists clinicians
to achieve safety for patients and for staff in practice. This environment will have a risk
management strategy in place to actively reduce risk and to promote patient safety.
Findings from the Jordanian case show that such an environment has yet to be
established, although there are indications that some staff are aware of the limitations
currently existing in the Jordanian situation and are reflecting on the changes needed to
move to an environment that supports safety for both patients and staff. The first
excerpt, spoken by a clinical nurse, suggests that there is an overall awareness on the
part of clinical staff that a culture of safety and an environment within which to practice

is not yet in place:
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...who cares for this subject (patient safety) is this important?

ICNI 18-4-06
Here the nurse questions the importance of patient safety as a practice. It appears not be
her prime concern. It is not only nurses who are inattentive to safety concerns. Doctors
also appeared not to be aware of the importance of building a supportive clinical
environment. The medical officer speaking next discusses an example of potential risk
to staff from needle stick injury. This excerpt suggests that not only is there no system
in place to manage the risk of injury to staff, initiating, approving and implementing
such a system was not within his authority. Rather, if such action is to occur it is

triggered by an official letter from more senior hospital authorities:

One staff member complained of a needle stick injury. What is the problem?
Afier the vaccination we have to check the ‘antibodies’. The laboratory staff say

we don’t have any official letter to do this ‘antibodies’ check
OOrgDrM1 25-7-06
Developing a culture of patient and staff safety will mean that clinicians on the front
line will exhibit both an awareness of its importance and evidence that actions are being
put into practice. Evidence was found that these constructive attitudes and practices did
exist in parts of the clinical workplace. The next excerpt spoken by a registered nurse

indicates that she is aware of limitations in patient safety and articulates the correct

procedure needed to rectify the limitation:

...The blood transfusion card should be filled out completely with full name -

four names-, and the patient’s name on the sample tube and the card should be
identical to ensure the patient’s safety...

OCNMA4 24-7-06

This excerpt makes clear that this senior nurse is concerned to ensure that the right

details are given for the right patient to ensure the right tests and treatment are given.

My field notes record:

Instances of unsafe practice with regard to patients and
their family members that nurses did not act to deter. One
example includes patients and family members using the
nurses’ station’s sink to fill their empty bottles with tap
water to use for drinking. The sink is used by staff for
hand washing and cleaning contaminated medical
equipment after procedures. Cross infection is a possible
risk.

OFMW 28-3-06
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The foregoing excerpts suggest that there is little awareness among the clinical staff in
AlBashir Hospital about the importance of a culture of safety and developing a clinical
practice environment to support it. Neither nurses nor doctors exhibited the attitudes
that suggest patient safety is a priority in their mode of health service delivery, nor are
practices indicated of a concern to protect patients, their family members or treating
clinicians. However, senior nursing staff at the Hospital are making connections
between the systems of care and safe outcomes for patients. Senior nurses are well
placed as key communicators to take a leadership role in promoting safe practices to
nurses and doctors and to begin the process of putting a safe system of care into
practice. Such a system would ensure that staff not only were aware of patient safety
and displayed it in their actions, but that they were knowledgeable about specific
aspects of care that actively contributed to a safe working environment. Such
knowledge includes a capacity to assess patient risk and it is to this sub-attribute that 1

next turn.

Staff knowledge about risk assessment

To practice safe care, staff need knowledge about the importance of assessing risk and
the capacity to put risk assessment practices into place. Specifically, the literature
outlines the importance of assessing the patient’s risk on their admission to hospital and
continually reassessed at key times during the patient’s hospitalisation, for instance,
when the patient’s condition changes. Further, such an assessment should be conducted
based on a valid and reliable RAS. From my observations, neither a knowledge of the
principles of risk assessment were known by staff nor a specific risk assessment tool
used to practically assess the risk to patients of pressure ulcer. The nurse speaking next

exemplifies this absence:

...We do not have risk assessment. For example, the patient develops stage one,
two or three (PU) and the management has not yet started for the patient’s
health issue
ICN1 18-4-06
The implication of this nurses’ comment is that the initiation of active treatment of the
patient’s presenting condition is not begun in a timely manner. Rather, the delay in

treatment appears in some cases to be long, resulting in stage one, two and even three

pressure ulcers developing before the treatment is begun. In order to assist nurses to
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prevent or manage pressure ulcers in this situation, clinical policies, education and
training on how to implement policy would be required. Yet staff indicate that no such
policy, guidelines or risk assessment instrument are available to guide clinical
assessment of patient risk on hospital admission or during hospitalisation. The clinical
instructor (CI) speaking next confirms the absence of these clinical support practices,
while acknowledging that a problem exists and asserting the need to understand the

cause of the problem and how to solve it:

No current criteria are used at the hospital to determine or manage risk. Indeed,

we do not have anybody working on this topic currently. We need to work on the
problem and we need to know how to evaluate or solve the problem.

ICCl4 23-4-06

The absence of such risk assessment policies and tools means that a plan of care for the

patient cannot be devised and implemented. This absence exposes the patient to further

injury and risk, unnecessarily. Even though treatment for the patient’s presenting

condition is delayed, there is no reason for nursing staff not to be proactive in

addressing the risks for patients with pressure ulcer. The nurse speaking next is aware

of the delay, and also of the absence of a clinical system to routinely assess the patient

at critical points of admission and health status change and to respond to it clinically:

Yes, there is delay, the patient cases will develop a late stage (PU) and nothing

was done for them - because there is no health care process available to the

patient such as assessment from the beginning of the first stage (of PU) to
prevent or manage them.

ICN118-4-06

Notwithstanding the inferred delay in medical initiation of treatment, the foregoing

excerpts suggest that there is considerable scope for nurses to initiate their own safe

practices by developing policies and collaborating to implement them. The evidence

presented suggests that, while individuals are aware of the limitations, clinical staff

generally are not and opportunities to manage risk are foregone. My field notes record:
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Instances of patients being admitted with a pressure ulcer or
who acquired a PU following admission to medical
department. There was no ongoing assessment. An example,
based on my review of documentation for a newly-admitted
patient with a pressure ulcers records the notation:
No clinical risk assessment or management was documented
in the patient medical file by nurses, doctors or other
clinicians

OMMW 12-3-06

In summarising evidence concerning this sub-attribute, the data show that no culture of
safety has developed at the Hospital, either for patients or staff. However, several staff
in key clinical leadership roles did articulate specific instances of problems and offered
clinical solutions to overcome them. What appears to be missing here is the
organisational capacity to develop clinical systems, such as routine risk assessment, to
support best practice. This absence extends to a capacity for nurses to address a critical
underlying barrier to prevent pressure ulcers, i.e. the apparent delay in initiating timely
medical treatment. These issues will be further explored in later sections that deal with
organisational issues. In the meantime, my assessment of staff knowledge about risk
assessment indicates that opportunities exist for nursing staff to address the prevention
and management of pressure ulcers, in terms of developing a risk assessment system
aimed at improving clinical practice and patient outcomes. It is to this sub-attribute of

improved clinical practice that I next turn.

Staff knowledge and skill in undertaking best practice risk management
interventions

The literature outlines essential aspects of prevention and management that centres on
staff knowledge and skill in undertaking these interventions to manage risk. Ideally,
clinical staff who know about the various practices that are effective in preventing and
managing PUs would be skilled in undertaking them and would actively put this action
into place. Nurses in the wards examined did assert that they understood their
responsibilities in this regard, and importantly, did distinguish nursing responsibilities
from medical responsibilities in initiating risk management strategies. The clinical
instructor speaking next is clear about this nursing responsibility, indeed, as the nurse

terms it, their ‘duty’:
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No need for a doctor’s order for this action (to mange PU). It is a nursing job,
not a doctor’s job to change the patient’s position. The nurses are responsible
for the at-risk patients developing ‘bedsore’...it is a nursing duty... (to prevent

PU). Yes it is our duty.
ICN3 20-4-06
Acceptance of nursing responsibility in this regard and knowledge of risk management
procedures is not sufficient to produce good quality patient outcomes. The actions that
nurses perform must also be effective in actually preventing ulcers from forming and in
limiting their development once formed. The importance, but potential variability in

this aspect of effective nursing practice, is articulated by a clinical instructor in the

following excerpt:

Not everybody working in nursing can give good quality of care. In general, the

nurse should have knowledge of what this and that is, then the skill to prevent

complications in addition to the readiness to work effectively - for example

‘bedsore’ knowledge, prevention measures, and management without any
negligence.

ICCI5 26-4-06

The inference here is that some nurses are not providing the level of care that patients

need to keep them safe. Not only are attitudinal and knowledge deficits barriers, so too

is ineffective practice. Even though nurses speak about patient repositioning, for

example, as an important aspect of patient care, they did not appear to actually do it.

Importantly, however, nurses were aware of, and did articulate, their understanding that

all patients were not alike in terms of their need for treatment. The nurse speaking next

alludes to the different type of ‘high care’ that cerebro vascular accident (CVA) patients

require:

...In general, the immobile bedridden patients such as cardio vascular accident
patients because of their bed rest are susceptible to many complications. These
types of patients need high care that currently they are not undertaking in terms

of daily hygiene, positioning, nutrition and others need continuous follow up...
ICN2 19-4-06
Important here for developing a best practice model in the Jordanian situation, is the
ability and readiness for nurses to categorise patients based on their risk profile and to
articulate the types of care that different patients may need, in this case the ‘high care’

regimen for CVA patients. Yet, what is emerging in this analysis is a growing gap

between nurses’ capacity to articulate problems and solutions and evidence of actual
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practice that nurses are responding to address them. Little evidence of basic hands-on
bedside care was observed that corresponded to nurses’ views about what should

happen. Field notes support this view. My field notes confirm that:

Staff are neither knowledgeable about the comprehensiveness of
best practice care of pressure ulcers nor skilled in managing
pressure ulcers. An example concerns an observation of an RN
distributing patients’ medications with no information to hand
about the patients’ case, their plan of assessment, treatment or
ongoing management.

Following the daily medical round (Sunday to Saturday) the RNs
check the doctors’ orders, implement them, and follow-up
administrative work, such as patient discharge. The in-charge
nurse assigns the daily work load according to nurse seniority.
The way in which the tasks are organised is not in accordance
with the principles of applying patient safety, because the AINs
and ANs are not supported or supervised so as to assist them to
develop competencies.

My observation of a patient (identifier number 9291005517) in
the male medical ward with a sacral, stage 2 PU supports this
point. The patient was incontinent of urine. I asked the AIN
caring for this patient if he knew whether this patient had a PU.
He responded: “I do not know”. In best practice terms, the AIN
would be expected to know this information about the patient he
is caring for. I placed the patient on his side to show the nurse
the patient’s PU. The AIN subsequently told the family to
change the patient’s position to manage the PU, rather than
undertake the task himself, and the family agreed to do this. On
checking the patient’s file to observe nursing documentation
about managing the patient’s PU and ongoing risk, only a
medical order to ‘change position’ was found.

OMMW 13-3-06

No repositioning schedule for any patient at risk was located in
either ward.

OMMW and OFMW, 23-03-06 to 25-08-06

My field notes also record:

the instances of two AINs taking vital sign observations in the
patients’ rooms wearing gloves. Following this action, they
returned to the nursing station and wrote the results in the patient
files, still wearing gloves. They then drew blood samples from
different patients and returned to the nurses’ stations, still

wearing the same gloves and not washing their hands.
OMMW 13-3-06
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Respondents’ comments and field notes suggest that clinical staff have neither the
knowledge nor skills to conduct clinical interventions in a safe manner, or they do not
care to do so. The evidence presented supports my sustained observations during the
research that nurses in the two wards that were the sites of the research did not know of
or apply best practice in preventing pressure ulcers, or in practicing safe infection
control. Further, no member of the nursing staff on the wards, in the above example in
the male medical ward, accepted responsibility for providing patients with a high
standard of care. The environment of practice did not provide evidence an awareness of
safe practice at ward level, either for patients, their relatives or for clinicians
themselves. That is, although some nurses articulated example$ of safe practice, they
were not carried through. Such instances of articulation, however, were few, with the
majority of nurses interviewed were unable to articulate or demonstrate an awareness of
principles and practices of patient safety, and it is to a model of care that incorporates

these considerations that I next turn.

A model of safe patient care

In relation to this sub-attribute, the literature outlines the type of organisation that
should take place in working towards a safety culture. Ideally, clinicians would bring
all the elements of a patient safety culture together in order to practice holistic, patient
centred care, effectively and efficiently. As is self-evident in care and as reflected in
health care literature, a number of health professions collaborate to deliver care. As I
have alluded to earlier, however, the care delivered to patients appears to be fragmented
between nursing clinicians, but also between nursing and medical clinicians. At
AlBashir Hospital, patient care at the clinical level is planned and controlled by senior
medical staff. While junior doctors are involved in following up patients’ treatments
according to the care plan decided by the specialist, they do not routinely order
medications, major procedures or tests. As the medical director speaking in the next

excerpt points out:

In general medications are decided by the specialist. If the patient is admitted at
night, the night junior resident and the senior resident will cooperate to plan the
medication schedule or to call the attending specialist for coordination, as the
specialist is the ‘decision maker’ responsible to confirm or to change the
medication.

[0rgDr4 23-7-06
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While, on the face of it, this procedure appears to be a safety measure, in practice the
deferred medical decision making that results can cause lengthy delays in initiating
some aspects of patient treatment if it depends on the presence of the specialist doctor
and that doctor is not present. As our evidence earlier illustrates, such delays can risk
injuries to the patient, particularly PUs. Thus, it affects patient outcomes directly and
significantly impacts on the volume of nurses’ work and the type of work that nurses
must be drawn into, in attending to iatrogenic injury. The risks for patients and the
impact on medical and nursing work is evident from the next excerpt spoken by a nurse

regarding a patient with a PU:

If they (doctors) decide to do plastic surgery it will be very late... the

therapeutical procedure (plastic surgery) might not be effective. For example,

one day, we (Female Medical Ward) got a patient who had plastic surgery (for
PU)....it (the wound) was very bad...full of ‘mould’ ...

ICN1 18-4-06

According to the nurses, similar situations develop because of differences in practice

between medical and surgical doctors about how patients with PU should be managed.

Where this places nurses in their responsibility to manage pressure ulcers is not clear,

particularly in view of the comment earlier that established pressure ulcer management

as a nursing duty. What emerges from the in-charge nurse speaking in the next excerpt

is that doctors themselves are unaware of best practice management of pressure ulcers

and base their orders on this limited knowledge. Nurses, including, significantly, the in-

charge nurse speaking in the excerpt, follow these inadequate orders:

The physicians only care to write in doctors’ order: dressing or change position.

That is what we are mostly doing...
ICN1 18-4-06
Notably, nurses were not involved in discussions with doctors about patient care or
patient care planning. Rather, registered nurses, including senior nurse leaders, working
at AlBashir Hospital implement doctors’ orders. They appeared to practise a delegated
role in patient care, rather than a primary role including managing risk that includes
decision making within their sphere of professional expertise and responsibility. Nurses
expect doctors to discuss patient care issues with them but, according to the nurse

speaking next, doctors are not always amenable to such discussions:
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Nurses may suggest to doctors any comments regarding the patient’s care, but
sometimes the doctors refuse that and are rushing to go somewhere. It is good to
have a mutually constructive beneficial discussion.

ICN2 19-4-06
Although nurse managers seem unaware that nurses rarely repositioned the patients in
the two medical wards, the Medical Department (MD) nursing director was aware that
the standard of nursing care was not optimal. Her comment in an informal clinical

meeting with ward nurses attests to her view:

...bedside nursing care to the patients is ‘very low’ ...without follow up...
OCNM1 22-2-06
Further, as I have alluded to earlier in the case of AINs and ANs, supervision of senior
to junior nurses did not appear to ensure that doctors’ orders were followed. Even
though nurses state that they reposition patients at risk of skin breakdown, as previously
stated, there is a discrepancy between what nurses say and what they actually do based

on my observed practice during the time of the research. My field notes record that:

At the time of data collection, RNs did not routinely develop a
nursing care plan for patients. Registered nurses working in
the MD wards were allocated tasks such as medication rounds
or wound dressings by the in-charge nurse (one of five RNs
on the morning shifts and one of two RNs on the afternoon
and night shifts). The AINs and ANs are assigned to work in
one of the four-bed rooms. In their assigned room they are
responsible for the basic nursing care of hygiene, patient
observations and patient transfers.

In addition to their assigned rooms, they are required to
perform other tasks, such as blood sugar level estimates for
diabetic patients and follow-up for blood units for patients in
their assigned rooms requiring a blood transfusion. In
addition, the AINs or ANs must collect blood samples for
pathology ordered by doctors during medical rounds.

My observations show that these staff worked without RN
supervision over the six months of data collection. When 1
discussed an observed patient safety issue with them, they
were not responsive, indicating that the issue was not their
responsibility. They were observed not to make any change to
their patients’ care.

OFMW 4-4-06

I further observed that:
Bedside nursing care, such as changing the bed linen or
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feeding patients, was usually provided by patients’ family
members. An example of family engagement in patient care
concerns the case of a patient’s daughter asking the RN for
bed sheets. The patient’s daughter said:
We (the family) need to change her (the patient’s) pad
(owing to incontinence of faeces) because the patient
is going to the x-ray department for a CT Scan
OFMW 26-3-06

I observed no supervision to ensure nurses provided care,
including when ordered by a doctor. An example cites the
doctor’s order in a patient medical record for PU management
as “...change position every 2 hours...” This order was not
implemented by any nurse during the patient’s stay.

OMMW 21-3-06

Family members were repositioning patients if they understood the consequences of
prolonged pressure on the body. As outlined in the next excerpt, one CI confirmed that

family members provided the care, although this situation did not change:

The patient’s family member changes the position, changes the pad, and

supervises walking. That is why many things here (at the Hospital) have to be
changed to work effectively.

ICCI5 26-4-06

Nurses may have instructed some family members about how to reposition patients, but

no nurse was seen actually undertaking this educative process during observation.

When asked subsequently, nurses gave a numbers of reasons why they, themselves, did

not reposition patients, even when they have been instructed by a medical order.

According to the clinical nurse speaking in the next excerpt, the doctors, the family and

the lack of community nursing were to blame:

That patient was scary (looks in a very bad condition). Maybe they (the doctors)
discharged her home with an infection...The patient’s family can be blamed,
because the family may not have enough education to follow up their patient, in
addition to the deficiency of an effective care plan. So, they (patients) are
readmitted with other complications, because we (Jordanian people) do not have

proper home care (community nursing) such as nutrition, dressing and so on...
ICN1 18-4-06

The above evidence of clinicians’ practice in the two medical wards during the research
period revealed that nurses were not applying ‘best evidence’ to organise effective and

efficient patient care to prevent PU. Rather, direct family engagement in patients’ care
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is encouraged in Jordanian hospitals, including at AlBashir. While patient involvement
may be appropriate, it does not diminish the care responsibilities of clinicians or their
accountability for quality patient outcomes. I take up the issue of care organisation
more generally in a later section. In the meantime, I turn to the next major attribute of

best practice in managing pressure ulcers, namely structure.

Structure

For best practice care, the literature stresses the importance of structures at ward level to
support patient safety. The structures alluded to in the literature include regular
meetings within clinical workplaces where quality of care and patient safety issues are
discussed. These discussions would ideally concern clinical educators and/or specialist
nurses supervising and supporting less qualified and experienced staff through, for
instance, knowledge and skills transfer, to ensure safe practices. Two sub-attributes are
included within this attribute, namely: meetings to discuss quality of care and patient

safety; and the provision of specialist nursing positions to which I next turn.

Quality of care and patient safety meetings

The literature is clear that the meetings that allow discussion on quality of care and
patient safety constitute the type of structure necessary to support a culture of quality
and safety. Ideally, such meetings will occur regularly, will involve all concerned in
patient care in the clinical workplace, and will primarily focus on discussing issues that
arise with the aim of improving the standard of patient care, particular its efficiency and
efficiency, as identified earlier in this section. Such meetings would ideally raise topics
identified within this section that go to the heart of patient safety and quality. Included
here are identifying and resolving nursing-specific safety and quality problems, acting
as knowledge and skill transfer forums for less experienced nurses, and recommending
ways in which nurses and doctors can better collaborate to improve care standards. The
evidence gathered in relation to this sub-attribute is drawn from observations of
meetings. No evidence was found during the study period of routine meetings taking
place in the two wards that discussed quality of care or risk management. Opportunities
to use collaborative discussion forums to generate ideas encourage staff participation as
a means to instilling an awareness of quality and safety, allocate, action and follow-up

to put recommendations into practice and to tackle identified problems of
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medical/surgical medical conflict and the absence of nursing- medical collaboration

were foregone. My field notes record that:

There are no formally constituted committees or sub-
committees for quality improvement operating at ward level.
No practice development projects were being conducted in any
wards. Meetings that were held with nurses were impromptu
informal get-togethers with no agendas tabled, minutes
recorded or follow-up allocated.

The Department subcommittees are the closest structures
observed, however no members of the ward staff have
membership in these subcommittees. Only the nurse managers
of the various hospital departments participate. At ward level,
no formal processes were observed that enabled nurses to put
forward suggestions to managers about their concerns.

OMMW and OFMW, 23-03-06 to 25-08-06

Field note observations attest to the fragmented organisational structures operating at
the clinical level in AlBashir Hospital. Other than patient handover meetings, no
structures were observed that dealt with organisational issues with reference to the
populations of patients that inhabit the wards. Without some form of regular structured
meetings where staff raise issues concerning patient safety and quality, it is unlikely that
the standard of care for patients will improve, or that the working environment of
clinicians will alter to the extent that the literature suggests is needed. I will touch upon
communication processes in a later section of this thesis, and in the meantime turn to
the second sub-attribute that concerns the availability of specialist positions as a
strategy to support less qualified and experienced staff gain the necessary clinical

competencies.

Specialist nursing positions

According to the literature, specialised nursing positions provide the support that
generalist nursing clinicians require in moving to an environment that produces high
quality, safe outcomes for patients. Specifically, specialised nurses are best positioned
to intervene in and implement treatment to reduce the incidence of pressure ulcers.
These specialised nurses, with knowledge regarding maintenance of skin integrity and
skills in wound assessment and management, can provide best care based on

physiologic principles and up-to-date research findings. However, the data gathered

127



show that no specialised nurses’ positions existed within clinical wards other than
clinical instructor positions, responsible for on-the-job training and in-service
education. These positions are further elaborated in a later section of the thesis dealing
with organisational issues. In the absence of the specialised nursing positions, nursing
managers must constantly remind the ward nurses of the tasks that need to be completed
daily. This process maintains nurse dependency, discourages self-direction and adds to
the burden of busy nurse managers. Not surprisingly, nurses have come to expect and
anticipate this level of direction, not beginning work until they are informed of their
allocated tasks. The inefficiency of this process and its burden on senior nursing staff is
evident from the exasperation expressed by the MD nursing director at the start of a

morning shift:

No need to wait for your assignment (from the ‘in-charge’). You have to be
responsible and every two should start their work together before the
assignment. If we (RNs) forgot to write the duty distributions you will not
work...what is this? ... It’s unbelievable...
OCNM2, 16-3-06
Even though this senior nurse might wish for a change in nurses’ attitudes and
behaviour, to become more self- reliant, this is unlikely to occur without attention to the
systems of care, including instilling expectations that nurses accept a higher level of
autonomy in patient care decision making, as well as taking on what has been identified
here in terms of nursing responsibility and accountability for patient outcomes. To do
so, nurse managers will require significant organisational support to develop education
systems so as to affect the degree of change required to enable RN to undertake more

autonomous practice and clinical specialisation, both pre-conditions of a patient safety

culture.

Even in the absence of these conditions, and senior supervision of less experienced
staff, nurse managers expected that nurses would perform the tasks to a satisfactory
level. As the clinical instructor indicates in the next excerpt, without supervision,
appropriate patient care is at risk of not being delivered, potentially amounting to

medical negligence:

There is no supervision by the administrators or the stakeholders of the nurses
to implement the right job... so, because of the lack of continuous supervision,
the PU is neglected and not even a change of position applied to patients... The
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seniors and the MD nursing could do this (supervise), because not doing the

work in a proper way can lead to medical negligence.
ICCI4 23-4-06
As this clinical instructor indicates, the consequences of not having systems such as
supervision in place is potentially a serious legal issue for the clinicians involved and
for the organisation. If a court case ensues from a claim of negligence clinicians’
reputations could be damaged professionally. In addition, cases of medical negligence
will be ultimately costly to Jordanian taxpayers who would be funding compensation to

injured parties. My field notes record that:

It is likely that the unequal social status of the two disciplines
(doctors and nurses) in Jordan has an impact on both the
professional and personal roles of clinicians. Even registered
nurses in Jordan lack autonomy in their professional roles.
Consequently, their capacity to conduct primary care roles is
limited, and they project at this stage as a doctor’s
“handmaiden”. The doctors are not confident that nurses are
able to assess patients’ status accurately. The MD nursing
director told the ward nurses
.1t is not nice, when the doctor came to my office
asking for a sphygmomanometer to check a patient’s
blood pressure, because the doctor is not confident of
your job...
OCNM4 24-7-06

I overheard a specialist doctor tell his colleagues that
...blood pressure, notes, weight, and pulse. We have to
do that individually not rely on the nurses (results)...
OOrgDhrM1 25-7-06

In order to effect a change in the specialised positions, nurses
need to take the initiative and demonstrate that they can
provide patients with safe and effective care. Only then is it
likely that doctors will afford them respect for their
professional roles.

Clearly, there is an organisational imperative to establish the types of structures alluded
to in the literature as a means of implementing systems of clinical care and systems that
support clinical care. In this case, where the nursing team consists of those with
different levels of knowledge and skills, more senior nurses must take on the
responsibility to support and guide less qualified and experienced staff. At this stage of
clinical standard and organisational development, it would seem appropriate for more

senior RNs to work with the AINs and ANs to provide direct supervision.
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To summarise evidence relating to the best practice attribute of structure, there does not
appear to be any evidence of the structural support necessary to create an environment
of quality and patient safety at the clinical level in AlBashir Hospital. These structures,
including particularly meetings to discuss standards of care and care organisation in the
context of patient safety and quality, need to be established as a first step. Included here
is developing the systems of care necessary to support less qualified and experienced
staff. Culture and structure are necessary but not sufficient attributes in a best practice
model of care. Processes are equally important, and perhaps more so in establishing the
types of relationships that underpin quality and safety in health care and it is to this
attribute that I next turn.

Processes

Once structures are in place, processes must exist or be developed to connect structures
into a purposeful organisation. Where, earlier in this chapter, the best practice attributes
were focussed at the clinical level of the organisation, structures are organisation-wide.
They include, for instance, job descriptions for clinicians and clinical support staff,
performance review and feedback, best practice guidelines for staff related to clinical
conditions, in this case pressure ulcer, effective written and verbal communication
between disciplinary groups and availability of an incidence monitoring system, in this
instance for PU. I discuss each of these sub-attributes in turn, beginning with specified

clinicians’ job descriptions.

Specified clinicians’ job descriptions

In terms of this first sub-attribute, the literature outlines the importance of job
descriptions to specify role behaviours and functions that are carried out by staff at the
clinical level of the organisation. The literature indicates that these descriptions that
articulate the importance of maintaining patient and staff safety as a significant
component of the role are instrumental in building a safety culture. I examined
documents relating to this sub-attribute that I will discuss later in this section, turning
first to the comments of respondents drawn from interview transcripts. When asked
about her understanding of her role, the clinical nurse speaking next was able to clearly

express the role she was responsible to perform:
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As a nurse, I have a great role particularly with bedridden patients, in good
communication with the patients 1 can give psychological support, health
education and some exercise if the patient’s case permits that, providing proper
nutrition such as fibre for constipated patients, family health education
regarding diet, walking, movement activity, bathing and other personal hygiene,
and proper wound dressing.

ICN2 19-4-06

Even though the nurse speaking above appears to be confident of her role, specifically
those areas of nursing standards where nurses would be expected to act autonomously,
nurses did not always act in a collegiate manner in informing the doctor of information
that it is arguable they need to be told about. This difference of expectations arose at a
nursing standards meeting, where the ‘in-charge’ nurse disputed the need to directly

inform the doctor about a patient’s abnormal pathology results:

Abnormal result ... what is the process of informing the doctor? Why should the
nurse do it when it is in the patient’s file?

OOrgNM3 22-8-06

My field notes record the following transcript relating to job descriptions:

I found no evidence of specific job descriptions for clinicians related
to the two wards in which the research was undertaken.
OMMW and OFMW, 23-03-06 to 25-08-06

Nurses were seen to become angry with doctors for omissions and a lack of support.
The information for each patient written by the doctors enables nurses, in their
delegated role, to carry out patient care. There were instances when essential
information that would enable treatment to proceed was missing or incomplete. For

example I observed an RN and a new AIN who asked him:

How much fluid for tapping (paracenthesis) for patient 4-4 should be given? We

(the nurses) have to give but nothing is written in the file.
OMMW 21-3-06
The RN (named) checked the file to make sure nothing was written and eventually
contacted a doctor who came and wrote up a complete order. Equally, doctors

expressed disappointment when they considered that nurses had over-extended their role

into the medical domain:
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Nurses are interfering in our job by requesting consultation for patients which
should be done by doctors only.
OOrgDrM1 25-7-06

Here, nurses are showing the initiative by requesting a consultation for a patient that the
doctor does not welcome. However, doctors showed no reluctance about judging and
commenting on the standard of nursing care when they assessed it to be poor, as the

medical consultant speaking next indicates:

...blood pressure, notes, weight, and pulse we have to do that individually not

rely on the nurses (results)...
OOrgDrM1 25-7-06

It could be argued that the absence of specific job descriptions is instrumental in
creating confusion and ambiguity between doctors and nurses about what should be
communicated, by whom and in what manner that has serious implications for patient
safety and quality of care. Being specific about roles and responsibilties and having
these documented may reduce the uncertainty and conflict that the absence of this

documentation is causing. My field notes that:

Documents have a lack of clarity, confusion and conflict that can
occur between health professionals who share the care of patients.
The lack of clarity in the functions of the clinical role resulted in
nurses and doctors disagreeing about their role functions on
occasions. Nurses were observed to be dependent on the doctors for
planning all patient care. Nurses appeared to be dependent on
doctors’ decision making because they lacked the ability to make
decisions themselves.

As an example from observation, nurses waited for doctors’
instructions about what wound dressing products to apply. While I
observed some nurses being dependent on doctors’ orders before
providing patient care, I observed other nurses to be reluctant to
inform the doctor of changes in the patient’s health status...
OMMW and OFMW, 23-03-06 to 25-08-06

Flagging that this area of interdisciplinary communication is an important one to discuss
and agree on, is a process critical in clinical work that can encourage nurses and doctors
to develop a system between them to raise issues of importance to patients and by
extension that is also important to nurses and doctors. Ideally, this communication will

occur for individual patients as well as for population of patients.
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In this section, I have shown that, notwithstanding the nurses’ confidence in outlining
her role at the outset of this sub-section, routine job descriptions are not available for
nurses that detail their clinical roles and responsibilities, including as they relate to their
interaction with medical staff around both patient consultations and communication of
test results. The absence of specific job descriptions is further evidence that a culture of

safety is not operating in AlBashir Hospital as the literature suggests.

Specific job (position) descriptions are needed to be specific about the roles and
responsibilities of clinicians, both for nurses and for doctors, that these position
descriptions are written and available, and that a process of discussion occurs within
and between nursing and medicine about what these job descriptions should entail in
relation to continuous patient care. As the functions of health professionals are
discussed further in the Jordanian health quality initiative that is currently underway in
AlBashir Hospital, doctors and nurses will require descriptions about what part they are
intended to play in this initiative, so that the policy can be implemented as intended.
Understanding the roles and responsibilities that health professionals need to respond
appropriately to patient needs can also arise from a review of health professionals’
actual performance and it is to the sub-attribute of performance review that we next

turn.

Performance review and feedback

In terms of the second sub-attribute under processes, the literature outlines the
importance of performance appraisal conducted by the nurse ‘in-charge’ for clinical
nurses at the clinical workplace. The literature indicates that a performance review
system is essential to identify those areas of performance that are well developed and
those areas which may benefit from a structured plan to enhance the clinical staff skills.
My field notes show that there are general annual performance reviews for clinicians

but no specific criteria used.

There is a lack of individual and specific feedback to staff about
their job performance. Nurses are performance reviewed annually
by the Department nurse director. This form documenting the
review is then passed onto the hospital nursing manager for review
and confirmation. The hospital nurse manager’s performance is
reviewed by the hospital director. However, the performance
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review form is a generic government form (including appearance,
punctuality and wearing uniforms) from the Civilian Service
Bureau with non-specific criteria. This means that the specific
strengths and weaknesses of staff are not identified. Feedbacks to
staff about their performance review are missing. As no patient
safety knowledge deficits can be identified, therefore education
and training needed to improve staff’s knowledge.

OMMW and OFMW, 23-03-06 to 25-08-06

Such a performance review would occur annually, although to benefit as a means of
communicating feedback between supervisor and subordinate, ideally more regular
performance feedback sessions may be needed. A point to consider is how these
feedback sessions should occur. While the literature indicates that they be conducted
formally between the supervisor and subordinate in a structured fashion, feedback can
also be given at other times, for instance when the performance of the unit is being
discussed, thereby allowing all staff within the clinical team to consider issues that
directly relate to team performance in respect of patient care. An example of managers
recognising good team performance is given from my field notes, although positive
performance appears to be used here as a lever against the performance of staff that is

being judged is the opposite. My field notes record that:

Managers do recognise and comment on staff performance, both
good and bad. An example concerns the comment of an ‘in-
charge’ nurse in a clinical meeting:
I can say after an intensive observation, I found that we
have three excellent staff. We will send them a thankful
appreciation letter. I hope everyone will be the same, I am
sure you are working hard for patient care but a number of
staff do not like to do that.
OCNM4 24-7-06

Just how useful this type of exhortation to staff is without specific instances of what
performance was regarded as ‘excellent’ and what as ‘unsatisfactory’ is questionable,
giving rise to the need to include in a best practice model the importance of being
specific to staff with examples of what is desirable performance, and what is not. In
this case, it is likely that the generic performance review criteria provided by the MOH
for clinicians’ use limits the feedback clinicians receive about their performance and

misses the opportunity for behaviour change in the desired direction.
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A drawback with performance feedback at the hospital is the absence of sanctions for
poor performance. If sanctions are of the type used by the ‘in-charge nurse’ discussions
in the field notes above, staff may feel no need to improve performance because there
will be no adverse consequences. Performance feedback and expectations of
improvement will be weakened in the absence of clearly articulated and actioned
consequences for poor performance. As noted above, performance reviews are
conducted annually although the criteria used are generic rather than specific. However,
within the last year the Jordanian MOH has implemented a tighter performance review
process that will provide targeted feedback to staff about where performance can be
improved (Dr. S. Tarawneh, personal communication, Jan. 15, 2009). Performance
feedback will not be able to be used to its fullest extent without some idea of the
standards that nurses are expected to reach in relation to best practice care of specific
case types, in this case pressure ulcer, and we turn next to consider the availability and

use of best practice guidelines as an essential element of a safe culture.

The availability of best evidence guidelines

Well defined best evidence guidelines for prevention and management of PUs by
clinical staff are essential to ensure high quality care is understood, available and
delivered to the patients. I examined this sub-attribute and found very limited evidence
of guidelines being available to guide clinicians in the delivery of best practice pressure
ulcer care. This absence suggests that, not only do nurses not use evidence based
practice, they may also not be aware of what that best evidence is. The standard of
nursing care and nursing knowledge is therefore called into question. The clinical nurse
speaking next indicates that she does know what best practice entails, but that she does

not practice it in the unit because the necessary resources are not available:

We do not have specialised foot boots which are used for the patient heels;
currently we use sterile gloves filled with water to decrease the PU
complications...it is not correct, but this is what we have.

ICN1 18-4-06

The nurse’s comment indicates that even when there are sufficient staff to undertake
patient re-positioning and usage of specific evidence-based equipment to prevent PUs,

staff are unaware that this strategy, while important, is not sufficient. However, even
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though she knows that it is not sufficient, she cannot do anything about it because the

resources are unavailable.

Other instances of nurses not knowing what best practice entailed came to the fore. For
instance, nurses didn’t know about pressure-relieving equipment such as air-flow
mattresses. Best practice points to the need to place patients on surfaces such as air-
flow mattresses where pressure can be managed. Currently, the hospital does not
provide patients with air-flow mattresses. Such mattresses are only available if patients’
relatives purchase them. Even if relatives purchase air-flow mattresses, there is no
guarantee that nurses will know how to use them as the clinical nurse speaking in the

next excerpt indicates:

I don’t know how to operate it (air mattress)... the main things we can do for the
patients are (wound) dressing and change position.

ICN3 20-4-06
This response suggests that nurses are practicing more ‘traditional’ and out-moded
forms of prevention, because the resources for more up-to-date care are not available,
both in terms of equipment and nursing knowledge. This circumstance is not surprising,
given that registered nurses are not given best practice guidelines or educational

opportunity to upgrade their knowledge. My field notes record that:

1 could not identify any sources of best evidence for practice at the
hospital that nurses could access. The hospital library does allow
clinical staff to access journals, systematic reviews or guidelines for
practice-based research, but the body of knowledge is out-of-date and
there is no online access to such information.

I observed an instance where a practice guideline would have assisted
a junior doctor to not admit a patient to hospital for blood transfusion
that was unnecessary.

The specialist doctor (named) rebuked the more junior doctor by
saying:

The patient has chronic blood loss and heavy menstruation-
no need to do B12. It is a waste of money, we are now doing
this at the Outpatients’ Department, so no need for admission

and transfusion
OCDrM3 15-5-06

In the absence of a guideline assisting the junior doctor, there is no
way that he would know when to admit and when not, other than via
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specialist communication such as this. Such communication may be
coincidental in that there may be other instances where admission
was not warranted but occurred, and the senior doctor was not present
to witness and prevent.

A further field note recording describes nurses attending to wound
dressings without the dressing trolley being equipped with the
required resources, as determined by best evidence. The nurses did
not use an aseptic technique. For example, the AIN (named) used a
non-sterile dressing set with normal saline and ‘Betadine’ to clean the
wound thereby breaching sterile conditions.

OFMW 4-4-06

As the above data indicate, many examples were observed where the best evidence for
nursing practice was not used. Patients’ wound dressings are one example, undertaken
with non-sterile equipment and ‘Betadine’, a product that has not been recommended
for some years (Thomas et al., 2009; White, Cutting, & Kingsley, 2006). The type of
wound dressing products and the frequency of redressing for PU vary, based on the
patients’ wound data including the depth, size, site and bacterial load. Dressing
products need to be varied in accordance with patients’ wound healing as the safest

option of care.

In contrast, however, a guideline was used for the storage and administration of narcotic
or ‘dangerous’ drugs. These medications, usually analgesics or sedatives, require a
doctor’s order and two nurses to check the administration to a patient. The narcotics
box containing dangerous drugs is kept at the nursing station in the female ward. This
indicates that there was a guideline for dangerous drugs but none for wound dressing
because of the MOH focus on staff and community safety in terms of possible drug

addictions. My field notes record that:
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The following set of instructions remains with the narcotic box
and is the closest example to a guideline identified in AlBashir
Hospital. The instructions, signed by the MD nursing manager,
read as follows:

Read the ampoule (name, dosage) before use.

Compare the empty ampoule with the prescription and the

registration book.

Check doctor’s order in the patient’s medical record.

Check the ampoule before drawing up the drug.

Administer the drug in front of the ward doctor.

The prescription should be signed by the prescribed doctor

and the nurse with date and time given. Document the

disposed amount.

Register the prescription in the Narcotic book.

No crossing out of any error on the book or prescription.

Use one pen colour.

Those who refuse to implement these previous instructions

will be legally punished...”

OFMW 28-3-06

This set of instructions guides the practice of staff and helps to
ensure that a safe procedure is adhered to, for the benefit of
patients and staff.

Using the current system, it will take some time for clinical nurses working at AlBashir
Hospital to use evidence to inform practice decisions. However, the formulation and
provision of guidelines based on best evidence by informed managers is one way to
facilitate changes in staff acceptance and their adoption of best practice principles and
practices. Guidelines will only be effective if kept up to date and readily accessible in
clinical areas and I turn next to consider the availability of effective written
communication between the disciplinary groups treating patients in common in the

clinical workplace.

Effective written communication between the disciplinary groups

The literature outlines the importance of documenting data and clinical decisions about
the level of patients’ risk in patients’ medical records and other written communication
between the disciplinary groups. Clear and agreed communication practices are
essential for the disciplinary groups to record their assessment and plan patient care

appropriately.
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Health professionals communicate patient care through the medical rounds, the patients’
medical records and nursing handover. This communication is necessary not only or
not just at the clinical level, but also between the clinical and organisational levels of the
organisation. The importance of the proper channels of communication, and the
bureaucratic formality between these levels of the organisation is described by the

general hospital manager:

Written documentation comes through the proper channels including from the
direct ‘in-charge’ then to me for ratification. If there is any note I do not
approve, it will go back to the direct ‘in-charge’...and when this process is

finish then to the MOH.
I0rgDr6 2-9-06
Patients’ history and progress during their hospital stay are recorded in an individual file
commonly called the patient’s medical record. Health professionals assemble and
contribute to the medical record by updating information on the patient’s situation. At
AlBashir Hospital the medical record file contains a patient’s admission details that are
completed by the medical record office on a patient’s admission. Physical examination,
medical history, medical follow-up, doctors’ orders for treatment and a discharge
summary are written by the doctors. Pathology reports, conse;nt forms and operating
theatre surgical reports are also part of the medical record. In Jordan, nurses write
separate progress notes from those of the doctors on the nursing care provided in the
same medical record. The patient’s medication chart is signed by RNs and ANs when
medications are given and the AINs complete the vital signs observation charts. It was
noted that when other allied health care professionals, such as the physiotherapist or
nutritionist provided treatment, this encounter was not recorded. The medical records
are updated by junior doctors on a daily basis during or immediately following the
medical round. The medical records may contain only minimal information such as

admission details.

If this level of documentation is not included or is incomplete, it affects the clinicians’
ability to comprehensively plan the patient’s care and affects hence their continuity of
care. This continuing problem with documentation was alluded to by a clinical

nstructor:

Yes, it is right; I notice that we still have an issue with incomplete
documentation. Not everybody is writing in the correct way... We suggest having
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a constant similar design particularly at admission, but even for the physicians
their assessment is incomplete.
ICCIS5 26-4-06

Documentation of patients’ histories and treatments is essential in a quality system and
there is scope for improvement at AlBashir. However, not only is nursing
documentation incomplete, so too is medical documentation. This information, for each
patient written by the doctors, enables nurses, in their delegated role, to carry out patient
care, yet, as the quote above indicates, such documentation is often incomplete. My

field notes confirm this situation. My field notes record that:

After examining patient files over the period of this research I
concluded that the documentation of data and clinical decisions
about the level of patient risk in patients’ medical records was not
adequate. The medical records of patients with PUs did not have
any documentation of assessment, management plan or
interventions undertaken to manage or improve the situation.
Occasionally a doctor’s order was found with PU management such
as change position or change position every two hours.

In the nursing notes, nothing was written regarding nursing’s
response to this order. Very rarely a note about PU treatment was
made, either in the nursing report book or cardex. No additional
prompt chart for position change was at the patient’s bedside (i.e.
who did what, when or which side or position). Nothing was
recorded in the patient’s medical record nursing notes. I observed
that whenever patients’ positions were changed it was because the
family had provided this care.

OMMW 23-3-06

I further observed the following in relation to one specific patient:
The patient’s file since admission on the 9" February still had no
history of admission. All sections have been left blank, the only
diagnosis is F.D (fall down), left leg pain. Recent progress notes
written six weeks later note that ‘the patient is doing well; observe
left thigh pressure, no melina, abdomen soft lax, no tenderness, no
oedema’.
The medical records may contain only minimal information as is
evident in this example of a doctor’s follow-up notes:
The patient is doing well, c¢/o (complain of) left lower leg pain,
black stool...

OMMW 21-3-06

I further observed instances when essential information that would
enable treatment to proceed was missing or incomplete. For
example I observed a discussion between two RNs, one of whom
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was allocated medication administration tasks:

How much antibiotics for patient 2-4 should be given? The drug
dose has not been written in the file (medical order).

The RN (named) double checked the patient’s medical record of the
incomplete order and eventually contacted a doctor who came and

wrote up a complete order.
OMMW 21-3-06

I observed that nursing documentation was often missing or
incomplete. For instance, nurses recorded only that the procedure
had been undertaken. There were no reports on the management
plan, the condition of the wound, healing rate or deterioration. A
typical nursing note for a PU patient was:

‘dressing was done’

without any further description of the wound.
OMMW 12-3-06

I further observed failure to document information in the shift
report, an informal end of shift written report that details the patient
care delivered during the shift and what has to be done by the next
shift. It was noted that some of this information was inaccurate. For
example the MD nursing director spoke to the ward nurses on two
occasions about the incompleteness of the shift report:

...yesterday I checked the end of shift report book... I want
to know who wrote forl0 patients NPO (nil by mouth) for
Endoscopy... This is amazing. Nobody was due to go for
Endoscopy? Why were those patients kept NPO? It is
unbelievable; next time everybody should take care and be
responsible for what they write in the report and if you don’t
know what to write, don’t do that...

OCNM2 16-3-06

In another meeting the MD nursing director said:
... 1 checked the documentation and admission reports on
the report book and found no documentation since 16-2-
2006 (6 days). 1 will review the assignment and then
disciplinary action will be given to who was responsible...
OCNM1 22-2-06
I observed that no disciplinary action was taken. Given the
requirements to repeat written information in three places, it may
not be surprising that the MD nursing director found that the
information was not being written into the end of shift report book.
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In the documentation written by nursing staff on the morning, afternoon and night shifts
no mention of PU assessment or management is made. The documentation combined
with the observation of nurses” work functions provide substantial evidence that nurses
are not assessing patients’ risk of injury. Neither are they providing patients with care
that would prevent injury or treat existing pressure wounds so that there is opportunity
for healing. Patient medical records are incomplete in detail and patients’ progress

notes are not integrated.

Examination of the three sources of nurses’ documentation of patients’ care revealed
that assessment of patients for risk of skin breakdown was never identified. The lack of
written reporting clearly means that there is an absence of clinical decisions about
patients’ risk management being transmitted across shifts. Nurses are writing in the
nursing notes in the patients’ medical records, the cardex system and in the nursing end
of shift report. The fact that nurses are expected to duplicate written patient information
in three places is both dangerous and time wasting. Information in one source did not
always match what was written or missing from other sources. Such discrepancies could
result in error or unsafe clinical situations for patients. One source of written
documentation on patient care, the progress notes in the medical record, is the place
where information should be recorded. The end of shift report book and the cardex
system need to be discontinued. As well as accurate written documentation, effective
verbal communication is also critical between the disciplinary groups and patients, and I

turn next to discuss this sub-attribute.

Effective verbal communication between the disciplinary groups and patients

The literature outlines the importance of an effective process of communication or
teamwork for communication of the patients’ status to ensure quality of health care. My
findings revealed that doctors and nurses rarely had conversations about patients and
their care. Doctors mainly spoke with other doctors about patients and nurses were
rarely, if ever, part of these discussions. Opinions of staff that doctors and nurses at
AlBashir Hospital communicate as members of an integrated care team were not
consistent with how the literature describes health care team communication. This is
confirmed by a clinical nurse who commented that:

The physicians and nurses are not communicating as a team. If my relation with
Doctor X is not good I will not agree even to work with that doctor such as in
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doctors’ rounds. The nurse will say 1 will not do this and that for this doctor. 1
can implement his order or not.

ICN2 19-4-06
This personal comment demonstrates the power that nurses have to sabotage decisions
of doctors they do not like. It also demonstrates a lack of professional awareness in that
the nurse’s action or lack thereof stems from their personal opinion of the doctor rather
than from the nurse’s responsibility to the patients. A clinical instructor confirmed that
communication problems are not only present between doctors and nurses but that allied

health professionals also do not communicate effectively about patient care:

We are not cooperative because each one does what he/she wants to do, not for
the patients’ benefit. For example, the physiotherapist will come to the ward
asking who is written in his/her file needing physiotherapy. When he assesses
and treats the patient he will not come back to the nurse and discuss the
outcome. This is also the same for the nutritionist ...so the work will not be
effective 100%.

ICCI5 26-4-06

This excerpt indicates that the care of multidisciplinary health care professionals is
fragmented, emphasising that the staff are not working and communicating effectively
across the disciplines. Doctors, nurses and other allied health members work and
communicate as separate professional groups: there is little evidence of verbal
communication about individual patient care or of collaborative discussions about
patient care decision making generally. Thus the patient is the one who suffers when
‘gaps’ in the team occur. The doctors appear to be expecting nurses to know, for
instance, the type of wound products and treatment likely to promote wound healing.
However, this is currently an unrealistic expectation of the nurses who are not
knowledgeable about best practice options. Even if they were, at this stage the
resources are not available to them to find out. The doctors are not working with the

nurses to support patient care as health care teams.

However, there are signs of cooperation between senior nurses to develop patient care
standards. Cooperation between nurses from different hospital departments was
identified in the work of the nursing standards committee. The nurses acknowledged
cooperation in this committee confirmed by the clinical instructor who spoke above:

No way to work alone to decide the care needs of a patient. The cooperation
between nurses and the people around them is good. Yes it is better to cooperate
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to determine the patient’s needs. Yes, we (nurses) are able to work with
diversity, seek and provide support ideas and learning opportunities with team
groups...in order to prevent any complication we should cooperate and provide

support ideas.
ICCIS 26-4-06

Most nurses who confirmed that they were happy working within teams were
identifying teams with other nurses rather than interdisciplinary teams. A nurse at the

clinical ward expressed this view when she said:

Working together with others as a team is better ... Definitely the team will give a
more positive outcome. The benefits will be to all members of the health team

and to the patient.
ICN3 20-4-06

This situation is confirmed in field note data. My field notes record that:

No verbal communication was observed between doctors and
nurses about patients’ risk conditions such as PUs. No
discussion occurred about patients’ management between
doctors and nurses during or following the medical rounds. The
only communication concerning patients’ risk assessment and
management observed during the research are written medical
orders to change a patient’s position.

OMMW 12-3-06

My field notes also record that:

Medical rounds are conducted on a daily basis.

All doctors employed in the MD of the hospital, including
specialists, seniors and juniors with the medical students,
attend. Observation showed that the usual process was for the
doctors to stop at each patient’s bedside and review the
patient’s chart. Very rarely did 1 observe a patient being
physically examined by a doctor during the round. Medical
staff did not speak with patients or members of the patients’
Sfamilies during the round. During the round a specialist might
decide to change a patient’s medication or order additional
diagnostic procedures.

The round was regarded by doctors as a means of teaching
more junior doctors and medical students. However, I noted
that more junior staff and students did not ask questions during
the round. During one observational period in the male ward I
noted that nothing was mentioned about the quality of patients’
care or patients’ safety throughout the medical round. No
comments or treatment decisions were made about existing
wounds for patients with PUs.

OMMW 23-3-06
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Other types of verbal communication between nurses at the clinical wards is the
handover. The handover between nurses was described by a senior nurse at the clinical

ward (named) follows:

The report (nursing handover) is done by the senior of the ward (who is always
assigned to supervise the daily work at the nursing station), from shift A
(morning) to shift B (afternoon) with all staff. First in the Nurses station (review
in the report book and cardex), then tour to all patients in the ward... handover
will be attended by all staff, seniors and the director of the department ...
OMMW 13-3-06

[ waited on different occasions to see how handover actually happens. What happens is

different to what I have been told. My field notes record that:

The handover started about 15 minutes later than scheduled.
Although the handover between the nurses is conducted from
the ‘end of shift report’ at the Nurses’ station and a physical
tour of all patients in the ward (walk around), not all staff
attend the complete handover process. RN (named) and senior
nurse for B (afternoon) shift are the only staff to attend the
handover at the Nurses’ station. Nothing is mentioned by any
clinicians during the whole process about patients’ with PUs
care or the quality of care.

OMMW 13-3-06

The handover between the nurses’ shifts was not well organised and lacked sufficient

details about patients’ care. My field notes also record that:

At 15:00 1 got the chance to observe the handover between
shifts A (morning) and B (afternoon). The RN (named) using
the cardex and report book in quick review, spoke to four AINs
(assistant in nursing) working on the B-shift. Then she said to
them:

Everyone to handover his/her room to the B-shift.

Without her being present to check what was being said about
each patient, the A shift AIN handed over to the B shift AIN.
Only the patient’s name was checked and no details were given
of what had been done and what needed to be followed up.
Nothing was mentioned about PU care even though there were
patients with PUs on the ward.

OFMW 4-4-06
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However, there were examples of effective handovers between two nursing shifts. My

field notes record that:

The quality of the handover and walk around was dependent on
the nurses involved. RNs (two RN and five AN named) were
moved through and checked each patient’s. status, the
intravenous fluids, vital signs and the equipment. These nurses
also asked questions when they required information.

What is the FBS (fasting blood sugar) for patient (named)?

Is this patient still febrile? Hypertensive?

OFMW 6-4-06

There was still no information about iatrogenic injuries even when nurses provided
more detailed information about patients’ condition and care. The nursing handover
could easily (and should) include patient safety information. The nursing handover
process needs upgrading so that all nurses documenting care are equally competent to

transmit important patient information.

The communication processes between multidisciplinary clinicians at the clinical wards
and during ward rounds indicates that nurses and doctors work alone, even though they
treat patients in common. Further, even though doctors conduct a ward round together,
junior and senior doctors do not communicate freely. The communication processes
were fragmented, disciplinary-specific and hierarchical, with clear unwritten ‘rules’
about who speaks to whom, when and about what. These rules clearly denoted when
communication should not occur. Hence, patients are not getting the standard of care
they expect. The literature is replete with examples of the cause of many adverse events
arising because of communication breakdowns between nursing and medical staff who
share patient care (Weinstein, 2006).  The unsatisfactory nature of verbal
communication identified through this research at clinical levels between clinicians
reflects the need for new processes to be developed and applied, suggesting the urgent
need for mechanisms to be found to encourage nurses and doctors, juniors and seniors
to talk to each other about patient care and clinical unit processes. I next turn to the

sub-attribute of incidence monitoring system for PU.
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An incidence monitoring system for PU

In any culture of safety and as the basis for safe practice, an incident monitoring system
to report PUs or other serious patient injuries is essential. Reporting in summary charts
is an important attribute in assessing and managing PU. It assists the health care
providers to plan, manage and evaluate the quality of the care for such patients. Yet my
findings show that there is no incident monitoring system in AlBashir Hospital to report
PUs or other serious patient injuries. The absence of documented data about patients’
injuries means that no summary results exist to evaluate how safe or dangerous the ward
environment is for patients. This means that improvements cannot be identified and
made. This absence and its apparent lack of importance was confirmed by a clinical

instructor who said:

There is no clear and available reporting system for PU cases; it is still
considered as an unimportant area of nursing management.

I10rgCI2 9-5-06
This comment by the clinical instructor indicates that nurses don’t like to report any PU
because of blame from the senior managers that occurred as a result of negligent nursing
management. However, a different clinical instructor viewed this role as essential for

nursing by commenting that:

Nursing has a role in reporting as one of their main responsibilities, which can
be estimated as 80% and 20% to the physician.
ICCI4 23-4-06

The absence of clinical incident reporting is confirmed by my field notes. My field

notes record that:

Documents examined at ward level showed that there is no
recording of any incidents such as in-hospital PU, falls or
medication errors that happen to patients during their
hospitalisation. The absence of documented data about
patients’ injuries means that no summary results exist to
evaluate how safe or dangerous the ward environment is for
patients.

OMMW and OFMW, 23-03-06 to 25-08-06

This absence of aggregated, or summary data, means that the extent of patient harm

occurring in the ward cannot be documented or managed. My field notes record that:
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At this stage it is difficult to quantify the degree of patient
harm. Many medical and nursing errors could be happening
but there is no incident monitoring system to quantify the
number of events or their consequences for patients. If
incidences were measured clinicians could be informed of the
number and types of clinical mistakes and this would promote
accountability.

In an informal clinical meeting of nurses the following
exchange occurred. An RN said:

1t is very important to know for legal accountability...
A second RN commented that:

...this is mythical. Have you seen a nurse in a court for a
medical error?

The entire group responded:
No...

OOrgNM3 22-8-06

The findings indicate a need for patients’ PUs to be monitored at ward level so that
baseline data can be collected over a period of time. Ward data then needs to be
accumulated at the organisational level through an incident monitoring system that
needs to be developed at AlBashir Hospital. As risk assessment processes and
improved management for PU is implemented, a data collection system is required that

will enable results to be evaluated and informed decisions made.

To summarise findings relating to the process attribute, there is little evidence of the
process support necessary to create an environment of quality and safety at the clinical
level in AlBashir Hospital. These processes, including specified job descriptions for
functions carried out by staff, conducting annual performance review, the availability of
best evidence guidelines for staff, an effective written and verbal communication system
between disciplinary groups and an incidence monitoring system for PU are all yet to be
established in AlBashir. Culture, structure and process attributes, while necessary, are
not sufficient in a best practice model of care. How human resources are managed is a
further important attribute to ensure quality and safety in health care and it is to this

attribute that I next turn.
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Human resources

For best practice care, the literature stresses the importance of human resources
management to support patient safety. The human resources alluded to in the literature
include adequate staffing numbers at the ward level. Data on the clinical staff provided
inconsistent information.  Clinical staff consistently identified staffing shortage.
Therefore, considerable time was spent reviewing the perspectives of managers and
staff to identify the actual situation. Nurses claim that they have insufficient time to
provide pressure area care to the patients which indicates there may be an inappropriate
nurse patient ratio in the two wards. In discussing this issue of staff shortages, a clinical

instructor commented that:

Currently, we have staff or human resources shortages, yes, we have staff
shortages. We can’t distribute the staff number on the present patients...two RN
and two assistant nurses per shift; these two practice nurses have to do bedding,
vital sign observations, changing urine bags, change patient positions and so
on. Can you imagine two practice nurses to look after 40 patients... it is not fair
for the nurses and the patients...with the types of patients we have ...

ICCI5 26-4-06
Insufficient staff relative to patient load and acuity will result in a lower quality of care.
When the organisational chart for nursing for the two wards is examined, the evidence
indicates a varied nurse to patient ratio dependent on the time of the shift. The morning
shift has 15 nurses (five RNs and 10 ANs or AINs) for 43 or 44 patients, whereas the
afternoon and night shifts have five nurses (two RNs and three ANs or AINs) per shift.
The numbers of nurses to patients for the morning shifts would be 1:3 ratio and 1:8 for
the afternoon and night shifts. The estimated number of nurses is not based on patient

acuity or patient load and it does not vary on a day to day basis.

One of the problems identified for nurse staffing at AlBashir Hospital was the constant
movement of staff. The hospital had the responsibility of preparing nurses to work at
the new Hamza Hospital. During the training period prior to the new hospital opening,
AlBashir Hospital wards had ‘extra’ staff. But this situation changed when the nurses
moved to Hamza Hospital. This was confirmed by a different clinical instructor who

commented that:

we can’t say we do not have staff shortages, currently we have extra
nurses....but always we have nursing shortage, which can be considered
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continuous... currently these extra nurses will mowe to Hamza hospital then
shortage will be present again. So, first problem iis ‘shortage of nurses’, we

assign many patients to one nurse, no time to give the proper care.
ICCI14 23-4-06

The registered nurse who spoke earlier said of the nursing shortage that:

Now, we (MD wards) have adequate numbers of nurses but these nurses will
transfer soon to Hamza Hospital... so... then, only four nurses will work on the
nurses’ station to look after 43 patients at the male medical ward (1:10).

ICN2 19-4-06

While the nurse managers identified the situation of preparing nurses for another
hospital, when they leave, there is no way of replacing them to the full complement of
nurses needed at AlBashir Hospital. They did not indicate that this was ﬁot appropriate
or that another way should be found to assist them to have a more stable staffing profile.
There appeared to be a tacit acceptance of the situation by nurse managers. There was
no indication that nurses could change the way patient care was organised to a different
model or way of working as discussed earlier under the ‘culture’ attribute. This was the
case even though nurses working in a task allocation model of care complained of work

overload. A registered nurse commented on this overload this way:

So I neglect to change the position of the patients who need that because with
this overload ‘I cannot scratch my head’. (Care is according to the resources |
have got.
ICN2 19-4-06
Some nurses recognised that a different model of care would result in the provision of
improved services. However, this recognition did not result in any changes to the way

care was provided. As the registered nurse goes on to say:

...CVA patents with PU need two nurses, at male ward we have 44 patients, you
can’t do everything ideally ... it is very difficult.
ICN2 19-4-06

In contrast to the argument about nurse shortages, one of the Cls indicated that the issue
was more about the knowledge and skills of nurses than the number of clinical nurses
the wards had. That is, he believed that there were sufficient nurses, but that the newer

staff lacked the necessary skills and experience:
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Our issue is with quality ...they (new nurses) have a Bachelor degree... we have
quantity not quality (new nurses without skills or experience), so you have to
start with them from ‘zero’...
10rgCI2 9-5-06
To summarise this section, it appears from my findings that nurses working at AlBashir
Hospital have insufficient knowledge and skills about what constitutes a culture of
safety and quality or of how to develop one. Even if there are sufficient numbers of
nurses particularly on the day shift, these nurses are unaware of processes that would
enable them to keep patients safe. Consequently, without better guidance they cannot
apply a best evidence approach to patient care. Further, I determined that the clinical
instructors were not working as on-the-job educators or to improve clinical systems,
even though they were able to articulate clearly what many of the problems were that -
nurses were facing and that patients experienced. I observed no ‘in-service’ or
educational sessions at ward level for staff to learn new practice evidence, to discuss
performance, or to begin to recommend what changes were needed to improve the
quality of patient care and nursing working conditions, or how changes might come

about.

In turning to allied health professionals, it appears that the situation with staffing
parallels that of nursing. Allied health professionals are in short supply. As an example

of nutritionist staffing the registered nurse who spoke earlier commented that:

The patient nutrition criteria are absent here (AlBashir Hospital), because the
nutritionists don’t have any role in the health team. For example, sometimes |
write to them (nutritionists) for some patients’ high calorie diet but the meal will
be served as an ordinary meal...
ICN1 18-4-06
Further, patients requiring physiotherapy on a daily basis were not provided with this

service as a registered nurse confirmed:

The physiotherapists are coming to look after the rehabilitation of the CVA
cases only..., but only for the hands and legs rehabilitation to the CVA patients
ICNI 18-4-06

Field notes confirm this situation with regard to allied health staffing. My field notes

record that:
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In terms of nutritionists and physiotherapists working in the MD, the
nutritionist is not employed by the MOH but works through a private
company. The MD nurse manager was not consulted about the role
functions of the nutritionist nor was there any position description
available that would assist nurses to understand how they could work
cooperatively with the allied health professionals.

A physiotherapist is assigned to follow up the patients in the MD wards,
however, he is not always available to patients and because of his
workload, he is only able to spend a few minutes with each patient. The
work of the physiotherapist did not appear to be well planned or
coordinated in the ward.

OMMW 12-3-06

My field notes show that this situation was similar for administrative personnel. My

field notes record that:

In addition to the shortage of allied health professionals employed at the
hospital, there were no reception or ward clerks available in either the
male and female wards. Consequently, many of the administrative non-
nursing activities such as visitors’ inquiries about doctors are provided
by nurses.

OFMW 27-3-06

As a further example of nurses performing administrative duties, I
observed that if a staff member or patients’ family are looking for a
patient’s location in the ward, they will ask first at the nurses’ station at
the admission room (first room on that level). If staff there do not know,
the person will next be sent to the nurses’ station or to check the patient
listing of names. Such activities, all unnecessary disruptions to clinicians
and the work they should be undertaking with patients, could readily be
performed by a competent receptionist or ward clerk.

OMMW 22-3-06

In summary, the main issues identified from the findings regarding nurse staffing is that
a different model of providing care to patients rather than the task assignment model
currently in use, is urgently required. It is possible that a team model would be a more
appropriate way to organise nursing care at this point in time. Also a team model would
enable RNs to supervise the work of the AINs and ANs which is necessary if the
standard of care they provide is to move towards improved quality and patient safety.
As suggested by the Cls, nurses require practice guidelines and some educational
sessions to help them implement a safer and better level of patient care. In addition,
nurse managers should accept a very limited number of new nurses to train for other

locations, in order to reduce the transient nature of the total work force. Further to
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staffing, clinicians need equipment and resources to deliver appropriate care and I turn

next to discuss ‘physical resources’ as an essential attribute of a safe culture.

Physical resources

For best practice care, the literature stresses the importance of the provision of
appropriate and adequate physical resources at ward level to support patient safety. The
application of patient safety philosophy requires the provision of appropriate and
adequate resources. The ward level data indicate that some resources were not available
to clinicians. Specific permanently-required equipment was not available on the wards.
Some available items were in poor working order and considered by clinicians to be
unreliable. However, data also showed that some items, particularly renewable items,
were used inappropriately by clinicians. Two sub-attributes are included within this
attribute, namely: adequate physical resources are available and well maintained to
ensure patient safety; and adequate renewable resources are available and appropriately
used to ensure patient safety, and I turn next to discuss each of these sub-attributes in

turn.

Physical resources are well maintained

The literature outlines the importance of the availability of well-maintained resources
(equipment) to assist staff when preventing and treating patients with PU to ensure
quality of care and patient safety culture. The organisation has a general shortage of
equipment at the ward level. Excerpts extracted from interviews with the clinical staff
at both medical wards support this finding. Firstly, the clinical staff outlined the type of
equipment they do or do not have to ensure patients’ safety. As a registered nurse

comments:

We (medical department) do not have any resources that are required in PU
management such as the specialised mattresses. We have only dressings, even
the pillow is provided by the patient’s family. No mechanical lifter or sliding
sheets for repositioning of the PU patients to decrease the friction... they
(managers) said this costs too much, who will pay or supply?

ICN1 18-4-06
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This was confirmed by other clinical staff and a further example of unavailable
equipment to be used for PU came from a registered nurse who spoke earlier who said

that:

We don’t have equipment to use for PU patients. No mechanical lifier or sliding
sheets. The cleaners, porters and the family in addition to the nursing staff assist
us in patient lifting from bed, trolley, or place to place. We have a pillow
‘shortage’ with the patients using their own pillows from home. Even with the
bed sheets if we want to do bed making every day it is not enough, if we change
a patient’s bed once it will be great... yes there are cases that need more linen
but we change them at the sacrifice of other patients. We can tell this patient
your bed sheet is clean and then no need to change.

ICN2 19-4-06

Further instances of equipment shortages are given by a registered nurse who spoke

earlier that:

Air mattresses are very useful but not available...There are some with a number
of patients, that are bought from outside... it is supposed to be available which
can help with changing position, but no gel, alcohol, drying equipment for
massaging, dressing equipment, and even if you want to do bathing to the
patient, no proper bathing room... we have one bath room used by all patients -
44 patients - at the ward. So if these basic resources are not available... what
more can I say?

ICN3 20-4-06
Bedside rails are another example of the unavailable equipment needed for patient

safety, as the MD nursing director indicates:

... Yes, unavailability of the bedside rails will make a health issue, we even have
a shortage of the proper chairs for patients to sit down on. We have plastic
fragile unsafe chairs not suitable for patients’ use particularly for obese patients
who will fall if they use these chairs, in addition to the beds and so on...

I0rgN1 8-5-06

Yet another example of shortage of equipment for these patients who are immobile and

bedridden and who are at risk of falls, is the need for side rails, as the nurse speaking

earlier indicates:

These bedrails are not available to most beds..., not all beds, according to the
patient’ case, because I think we have got 10 side rails for both wards... Yes, we

used it for some unconscious and disoriented cases also not best practice.
ICN2 19-4-06
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Further, clinicians listed other basic equipment in short supply, a clinical instructor

commented:

Resources such as equipment are not available 100%. For example, we don’t
have good autoclave so how will I do good wound dressing? No proper beds
moving up and down for patient positioning and even the available beds are

very bad, and no air mattresses for prevention measures.
ICCI5 26-4-06

This circumstance was confirmed by observation. My field notes record that:

Weighing scales are not available at the clinical wards. This issue was
raised in a quality doctors’ meeting, where a specialist said to a
resident doctor:

Doctor (named), you write in the patient’s medical record, I did
not weigh the patient because there is no body weight scale.
OOrgDrM1 25-7-06

My field notes also record that:
There was no lifting machine to use for heavy or unconscious patients.
Ward staff call many people to give a hand in lifting, even in turning
the patient’s position which is always done by the patient’s family,
with no sliding sheets available. The daughter of a patient once asked
the nurse (named) to give her a hand in turning the patient (named) to
change her pad and position after the dressing because the daughter
said:

1 have a prolapsed disc and I can’t do that alone.
OFMW 26-3-06

My field notes also record that:
Another kind of equipment shortage that has impact on patient safety
in terms of the infection control is given. For 44 patients the female
ward has six oral thermometers, one stethoscope and one
sphygmomanometer used by all staff (doctors, nurses, students and
others).

OFMW 27-3-06

In the male ward five oral thermometers are available for all patients.
The dirty bed linen is kept in a broken ‘hamper’ without cover in the
staff room.

OMMW 12-3-06

There are further shortages in pathology equipment:

An example is a discussion between a specialist’s doctor (named) and
an RN (named) about the unavailability of PT, PTT tubes. They told
the patient to do the test outside of the hospital (in a private
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laboratory). The nurse confirmed to the doctor that:

Administration knew that no tubes are available, so the patient has to

go to a private laboratory to do that test.
OMMW 13-3-06

The above findings indicate that there is a general shortage of equipment at ward level
and that this situation is well known by hospital administration. The above examples of
equipment shortages are needed to be addressed by the managers at the organisation and
MOH level to provide the required quality and safety health care to patients. I turn next

to discuss a related sub-attribute of renewable resources.

Adequate renewable resources appropriately used

The literature outlines the importance of availability of physical resources such as
wound dressing products. Where a PU has occurred, there are a number of
interventions that can be used to manage the wound and provide proper ulcer care.
Wound dressing types are very important to wound management, particularly for
patients with PU. Clinical procedures such as wound dressing to PU patients are
attended by the nurses. The wound dressing is done with available resources, but
dressing trolleys were not available to use for patients and the staff use the patient’s
portable dining table with opened containers or dressing equipment. In relation to

managing dressings, a clinical nurse commented that:

...I'want to say that the main thing the nursing are doing to ‘such’ (PU) patients
are dressing, and change positioning, but still we suffer from shortages of
dressing equipments...

ICN2 19-4-06

Yet another registered nurse commented that:

The simple basic equipment to use for PU patients are not available. Our wound
dressing is done ‘socially’ because what we are doing currently ‘is not dressing’
- no ‘esou-derm’, which can be used and left on the wound until healing occurs.

Yes not available.
ICN3 20-4-06

In addition to equipment shortages as identified above, a further issue is the
inappropriate use of those resources that are available in both clinical wards. This

situation is well known by the general hospital manager who comments that:
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It is true. Currently we have interest in everything ...I think these things
(resources misuse) also can be managed. When I met the head of the
departments I said we have basic resources but need effective use of these by
staff at our hospital.

OrgIDr6 2-9-06

What is not clear is whether staff are complying with this directive and how it is being

monitored. Staff in the wards, in this case a clinical instructor, echo the general

manager’s comment with their own comments that:

The available basic resources such as gloves and gowns are misused (not used
for the patients for the right purposes. For instance, these resources used for
cleaning by cleaners)...

ICCI5 26-4-06

Further, my observations confirm this equipment misuse. My field notes record that:

The misused of resources such as ward stock during the weekend are
of concern by the in-charge. The RN (named) who assigned stock for
the department was replacing the items in stock that had been used
during the weekend (Friday and Saturday in Jordan). She said:

It is unbelievable. They used 500 sterile gloves and 500
disposable gloves, two gallon of alcohol. It is too much. We
should keep less quantity for them to use for the next time. ..1
know that they used alcohol to wash their hands not for the
patients and the gloves are used by the cleaners to clean the
wards.

OFMW 26-3-06

My observations of equipment misuse continue.

The following inappropriate use of resources was observed in both
clinical wards. For example, my field notes record:

...A family member came to the nurses’ station to fill a bottle of water
from the sink. She asked the nurse to give her some ‘sterile’ gauze to
clean her mother’s peri-anal area after she opened her bowels. 1
further record that “...the nurses are using sterile Foley catheters as a
tourniquet for blood samples, and doctors and nurses are using the
gauze to dry their hands after hand washing particularly after the
round, examining patients or doing any procedure.

OFMW 27, 29-3-06

Yet another observation confirms this equipment misuse. My field notes record that:
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AN (named) opened a ‘sterile surgical silk suture pack’ to play with
the thread and the needle while he was sitting on the top of the nurses’
station desk...

The hospital is using ambulances to transport the patients from the
ward to the X-ray department.

OMMW 15, 22-3-06

The above examples of inappropriate usage of the current resources suggest that
resource use should be reviewed and methods to resolve this issue need to be discussed
at the line management level. In addition to resource misuse is the issue of the
maintenance of physical resources that is not being done in a timely way, if at all. This

issue was raised by a clinical instructor who commented that:

Our problem is in delay in reply to any issue such as delay in maintenance
process with many requests and more than one contact channel to repair
anything.

ICCI4 23-4-06

My observations confirm this situation of delay in resource maintenance. My field

notes record that:

Doctor (named) complained about the quality of resources in one
meeting. He said:

If I don’t have a good quality “sphygmomanometer”, where
is the quality and accreditation? If you ask for an ‘ECG’ or
‘chest X-ray’ you have to wait for five hours.

OOrgDrM1 25-7-06

I observed that other staff also complained of this situation with regard to equipment

maintenance.

The MD nursing director and the clinicians at both wards
complained to me in a number of situations about the maintenance
issue in medical equipment such as repairing a sphygmomanometer,
bed, autoclave, equipment, trolleys and wheelchairs. Another
complains about the non-medical equipment maintenance such as
the department lift and patients’ room windows.

OMMW 12-3-06; OFMW 27-3-06

Yet more examples of equipment malfunctioning were observed.

Performing a CPR (cardio pulmonary resuscitation) was observed in
the female ward. The nurses used the portable suction because the
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suction bottles and connectors in most rooms are out of order. The
nurses noted that the nursing department director has asked many
times officially but new ones have not yet been bought.

OFMW 29-3-06

The above issue also needs to be assessed and managed carefully by the organisation
managers to ensure quality and patient safety. In summary, there is a general shortage
of equipment at ward level, equipment maintenance is not regularly attended to and
many instances of inappropriate resource use have been recorded. This suggests that the
provision of appropriate and adequate physical resources needs to be reviewed. The
next section synthesises the key aspects in the patient safety attributes and availability at

the clinical level discussed above for a comprehensive review.

Presence of key attributes of best practice care at the clinical level in
the case study site

The Table 4.8 below presents the best practice model attributes and availability in the
case study site at the clinical level. This table is divided into five main categories
according to the attributes namely: culture, structures, processes, human resources and

physical resources with their sub-attributes in order to compare them to the case study

site in Jordan.
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Table 4.8: The presence or absence of best practice model attributes and availability in

AlBashir Hospital at the clinical level

Present/

Best practice attributes absence/ Comments

issue

Clinical culture: B

Safety for patients and staff v? Little awareness among the clinical
staff.

Staff knowledge about risk assessment x No documented risk assessment
using a valid risk assessment scale
available.

Staff knowledge and skill in undertaking best | x Clinical staff have neither the

practice risk management interventions knowledge nor skills to conduct
clinical interventions in a safe
manner.

A model of safe patient care x Nurses were not applying ‘best
evidence’ to organise effective and
efﬁcxent patlent care to prevent PU.

Structures: - i o T e > o

Quality of care and patlent safety meetmgs x No ev1dence was found durmg the
study period of routine meetings
taking place in the two wards that
discussed quality of care or risk
management.

Specialist nursmg posmons

- Processes: -

Clinical instructor positions present.

Specified chﬁlciéns job descnptlons

V7

General job descrilq)ti’on;pres’e’n't.

Performance review and feedback v? General annual performance reviews
for clinicians present without
specific criteria used.

The availability of best evidence guidelines 7 Very limited evidence of guidelines
being available to guide clinicians in
the delivery of best practice pressure
ulcer care.

Effective written communication between the | v'? Patient medical records incomplete

disciplinary groups Duplicate written patient information

Effective verbal communication between the | v'? Communication processes

disciplinary groups and patients

fragmented, disciplinary-specific and
hierarchical.

An incidence monitoring system for PU

Absence of aggregated or summary
data to momtor the PU mmdence o

- Human resocurces: .. - &

Adequate staffing numbers ‘

Task assxgnment model

.. Physical resources:

Physical resources are well mamtamed

.‘/?

" Spemf ic permanently-reqmred

equipment not available on the
wards. Some available items in poor
working order and considered by
clinicians to be unreliable.

Adequate renewable resources appropriately used

v'?

Renewable items used
inappropriately by clinicians.

Legend: v'v'= fully developed, v'= present in a limited degree only, x = absent,

v? = present but there is an issue
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Conclusion

The first part of this chapter has presented the findings of the study at clinical wards.
The findings showed that the numbers of PUs indicate less than optimal management of
patient safety. A safer culture for patients and staff has yet to be established. No
documented risk assessment using a valid risk assessment scale was observed.
Structural changes to support the development of a patient safety culture have been
implemented but are overlaid on an existing hierarchal structure. No evidence of
structural support of quality and patient safety is evident. Further, there is no policy or
protocol document regarding PU assessment or management. Neither is there a
description of risk management systems in the position descriptions of senior

management either for nursing or medicine.

Processes are inadequate to achieve desired change effectively and efficiently.
Clinicians were observed not to practise in accordance with a culture of patient safety.
Nurses did not assess patients’ skin for PUs. The nurses implement the doctor’s order
for care such as a wound dressing or change of position. Change of position is
frequently neglected and attended to by the patient’s family. No documentation of care
is contained in the patient’s notes. There is no reporting mechanism of PUs from ward
level to upper levels of management at department, hospital or MOH levels. Further, no
meetings at the hospital appear to occur with terms of reference concerned with the

quality of care provided to patients or with risk management.

The adequacy of staffing of AlBashir Hospital is contentions. Inadequacies in the
human resources management regarding application of a patient safety culture have
been observed and reported. Inadequate physical resources are available to maintain a
high standard patient care and where available they are misused. While this section has
recorded shortcomings at the clinical level, it is often at the organisational level that

changes need to be made, and it is to this level that I next turn.
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Organisational environment

Health service organisations must support clinicians if they are to achieve best practice
standards as the literature describes. Included here is the need to develop systems to
manage clinical processes through which desired outcomes can be produced. This
section presents findings of qualitative research relating to the organisation of care
obtained from an analysis of interviews and field notes. This analysis attempts to
answer the research question: What are the existing attributes of the quality and safety
framework in an acute care, public hospital in Jordan? 1 present my analysis of the
organisation of care, in the same format as that used for the preceding section, the
clinical environment. As with the clinical environment, 1 will consider attributes of
patient safety extracted from the literature, and apply them to acute care in a public
Jordanian hospital. As with the previous section, these attributes will be considered
under the headings of culture, structure, process, human resources and physical
resources. Sub-attributes are considered where these have been identified. I discuss

each of the attributes in turn.

Organisational culture

Best practice needs to be underpinned by a safe organisation culture. Ideally, the
organisation must provide a backdrop against which the attributes of a hospital
attempting to implement a safety culture can be implemented. In the case of Jordan,
the United States Agency for International Development (USAID) continues to work
with The Jordanian MOH to develop a quality and safety culture in Jordanian hospitals.
USAID also continues to fund the Partnerships in Health Reform projects (Brosk et al.,
2000). This work incorporates the introduction of a national accreditation project for
Jordanian hospitals that is driving the implementation. The first hospital accreditation
inspections were conducted in 2005, and since this time public hospitals in Jordan have
worked to improve the quality of health care for patients in their organisations. When
interviewed about the progress of implementation, the quality manager at the Jordanian
MOH indicated that a quality and safety culture had been successfully introduced in
primary health care centres in Jordan. However, establishing a quality and safety
culture in large organisations such as the public hospitals was proving to be a more

difficult situation, as the quality manager at the Jordanian MOH indicates:
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We are striving to build ‘a suitable culture’ at hospitals. The problem is with the
physicians, staff shortages, turnover, quality committee, and other
administrative issues. However, the most important thing I reckon is developing
a ‘culture’ of quality awareness...Hence, we need now to transfer this type of
work (i.e. that in the primary health care centres) to the hospitals.

[PDr1 7-8-06
Evident here is the multidimensional nature of a suitable culture that will need attention
to a range of issues simultaneously. The quality manager clearly identifies these issues,
which range across the organisation. Even though a safer culture for patients and staff
has not yet been implemented in the Hospital, the concept is familiar and its
achievement is being cultivated at the hospital. The extent to which awareness of the
concept is recognised and embedded in the organisation was described by the MD

manager:

If you mean ‘safe’ as in 100% ‘safe’ it is very difficult to answer.
10rgDr4 23-7-06

The MD manager’s difficulty in answering this question or providing examples of this
awareness is further evidence that hospital managers struggle to foster a new culture
that focuses on quality and safety. Thié view is reinforced by the response of the
hospital nursing manger when asked if the hospital provides a safe and healthy

environment for patients and staff who says:

In general no. I can say 70 %, and we are working hard to raise this percentage.
[OrgN3 16-5-06
When asked where this estimation came from the manager responds with examples of

impediments to achieving a safe culture:

For example, physician errors at the operating theatre, infections, drug
administration errors, blood transfusion errors, falls and others procedures can

be classified under quality and safety issues.
I0rgN3 16-5-06

She identifies a range of adverse events that must be addressed if a safe culture is to be
achieved, although doing so will be hampered by the absence of data on critical

incidents.
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The failure of the organisation to attend to basic safety measures to create a safe
environment is noted by the MD nursing director:

No, it’s not a safe environment. The windows are without safety or falls
protectors which can lead to patient danger. Maybe the patient is conscious and
walks normally but not safe... Recently, a psychiatric patient threw himself from

the window.
I0rgN1 8-5-06
According to the literature, and for the purposes of this thesis, culture can be categorised
into two sub-attributes that include: firstly, leadership and governance and, secondly,

manager autonomy which I discuss next.

Leaderships and governance

The literature outlines the importance of leaders or managers having a vision and
philosophy of safe patient care by engaging all staff in planning healthcare and
evaluating the outcomes. However, while managers express commitment there are
problems implementing a patient safety culture. AlBashir Hospital commenced
implementing a quality and safety culture in 2001. In 2006 the general manager
acknowledged that a quality and safety culture was central to the accreditation

Processes:

Currently, we are at the first step, we are trying to develop a patient safety
culture as a requirement for accreditation.

10rgDr6 2-9-06
Turning this vision into a reality is difficult. There is some distance to go before all
members of the organisation understand the changes required. In the manager’s view,

disciplinary silos are part of the problem:

We concentrate on that (safe culture) and to be honest with you, I can say ‘each

and everyone is working separately’; the nurses, doctors, administrators are
working separately.

10rgDr6 2-9-06

The vision may be clear, however, its implementation is not, and the motivation of the

staff to take practical steps to change attitudes and practices is not yet present. What is

missing is the means to turn vision in to action. The manager suggests that to do so:

We need to develop the spirit... the staff need to develop the work by using the
‘spirit of teamwork’. This should be done in cooperation of all ‘in-charges’: the
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administrator, doctor and the manager in order to provide the best and ultimate
services at the hospital...yes, ...they should use it as a common language. That
is what we want, the spirit is available but we don’t have the mechanisms to
implement work processes.

[OrgDr6 2-9-06
The general hospital manager is unsure of the processes to effect the changes that are
being called for by international collaborators. He expects his vision for patient quality
and safety to be taken up by staff and he recognises what he aspires to achieve. He
appreciates that he has the good will of managers within the organisation to engage in

the change process.

While there is a willingness of the health care professionals to change and improve the
quality of health care, the practicalities of how to achieve the extensive change required
have not been realized. The accuracy of the general manager’s assessment that the
spirit is present but the knowledge is lacking is echoed by the Hospital’s nursing
manager when discussing her attitude to and understanding of reform: She talks about a
daily checklist of staff uniform and their punctuality, ward environment in terms of
rooms cleaning, and ventilation, availability of resources such as curtains, beds and
infection control measures such as hand washing and sharp containers. The hospital

nursing manager said:

You know this checklist supports the quality programs (Appendix 4.1 example

of daily quality checklist for hospital wards). At the end of their tour

(Accreditation committee) they will send me their notes or comments. If these

comments need administrative follow up or are related to the cleaning and

maintenance company I will write a formal letter to the department manager

and to the general hospital manager to review the comments and correct all the
negative points.

I0rgN3 16-5-06

Here reform is a transaction. It does not extend to understanding that reform entails

transformation of attitudes about how health care should ideally be delivered and the

practices to accompany it. With respect to the accreditation process her comments

indicate limitations in her understanding of what is needed in system culture change.

My observation in an organisational meeting supports the above comments. My field

notes record that:
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The hospital nursing manager gave me a chance to speak
during a meeting of the ‘in-charges’. I asked her about the
quality and safety culture. She was unable to articulate
the philosophical shift needed. She expressed a more
pragmatic position and provided copies of new patient
assessment forms designed by the nursing managers for
nurses to apply across the hospital:

We have ‘work overload’ thus our policies should be
designed and evaluated correctly at the patient and staff
performance level. Thus if our policies are not good, our

performance will decrease and the quality also.
OOrgNM2 2-8-06

While the hospital nurse manager is right about the need for good policies, she doesn’t
speak at all about the types of processes required to effect change. This means her
words indicate to the ‘in-charge’ nurses in the organisation that she is not clear about
what she needs to do and what processes need to be implemented to change the culture.
Clearly, a cultural vision is verbalised by managers but it is in the very early stage of
adoption. To do so will require managerial autonomy to affect needed change to

actively manage the organisation.

Manager autonomy

To run the organisation safely, managers need to have autonomy to implement the new
structures and processes. The literature outlines the importance of managers
understanding what processes need to be employed to implement a safety culture. My
analysis highlights examples of unsafe care, however, even though managers recognise
and accept the need for a different way to work, they are unsure of what processes to
employ. Staff are likewise unsure of how to effect change and wait to be directed by

managers who themselves are without autonomy to direct change activities.

Not all managers take responsibility to make the required changes to run the
organisation safely. The MD nursing director identified the reason for poor quality care

as the unsafe environment not attended by hospital management:

The current issue is when you ask the organisation management to fix any
department health issue, the only excuse for not to supply what you need is that
they are waiting to move to the (new) building. Our problem is that we are in a
critical period (transient period) to a new building for the medical department,
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and always they tell us that any cost in this old building has an effect on the
budget. For example, I now only ask for the basic requirement, so if there are
any psychiatric patients admitted in this period we have to find a safe room by
moving another patient to another room...When we asked for windows’ safety
protectors for the psychiatric patients, particularly suicidal patients, they
prepare a number of these windows, not all.

IOrgN1 8-5-06

The hospital hierarchy expects clinical staff to respond to directives from managers
without supervision or additional education. The managers do not indicate by their
words that they appreciate the processes needed at organisational level to enable clinical
staff to change their practices. The expectation is that if staff are told to change they

will do so without problems.

The staff provided reasons for their perceptions that the culture was unsafe, principally
as a consequence of insufficient staff for the numbers of patients being treated in the
general (open) wards. Each nurse working in the ward is allocated tasks, and if these
are not completed the lower standard of care in the ward reflects on all the staff working
there. Managers have told the ward nurses that the ICU nurses who work on a one to
one patient ratio provide effective nursing care, but that ward nurses do not have such a
good standard. The ward nurses say that the work standard and culture of quality and
safety depends on all the ward nurses working together at the same high standard. If
one nurse has a lower standard, all the other nurses in the ward are similarly classified

by management, according to the nurse speaking next:

Yes, this is an open ward and every one working here is depending upon each
other to follow the patient care needed.
ICN3 20-4-06

My field notes support this view.

Observation at the study site showed that there was a lack
of understanding of how to achieve a quality and safety
culture. The hospital nursing manager in a meeting with
the ‘in-charge’ nurses focused on the nursing care goal
and said:
We need to improve the current level otherwise there will
be a punishment goal. But our exact goal is to improve,
guide and motivate the service or the patient care.
OOrgNM2 2-8-06
Her response is to threaten punishment if improvement
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does not occur. This response is not consistent with a
patient safety culture in developed countries, where
personal and professional accountability is expected from
nurses.

In conclusion, a safer culture for patients and staff is being cultivated at the hospital. A
cultural vision is verbalised by managers but it is in the very early stage of adoption.
Managers also express commitment but there are problems implementing a patient
safety culture. The next section discusses the structural changes that have been
implemented to date in support of a quality and patient safety culture as a major

attribute of best practice in managing PUs.

Structure

For best practice care, the literature stresses the importance of formal organisational
structures for quality and patient safety. The structures alluded to in the literature
include provision of an organisational structure that supports a culture of patient and
staff safety across the organisation. The specific organisational structure would ideally
concern clinical governance and subcommittee structures in the organisation based on
evidence for best practice. Two sub-attributes are included within this attribute,
namely: first, the specific structures to implement a quality and patient safety system,
and, second, structural changes to support the development of a patient safety culture
which includes a quality unit, nursing development unit, quality committee and nursing
committee as a condition of accreditation to which I next turn. I first present an analysis
of the organisational structure of AlBashir Hospital to enable an appreciation of the

complexity of the hospital before turning to an analysis of respondent comments.

Specific structures to implement a quality and patient safety system

The literature outlines the importance of the presence of an effective organisation
structure to manage the care. The structure to be included in the best practice attributes
has less levels, i.e. a flatter structure to implement quality management and ensure
patient safety effectively. AlBashir Hospital is the largest (928 beds) acute care and
principal referral teaching hospital in Jordan. However, the infrastructure of the
hospital buildings is very old, as the hospital opened in 1954. Each department has a

separate building and these are geographically isolated resulting in fragmented services.
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The excerpt following from the general hospital manager indicates the size and

complexity of the workload at AlBashir Hospital:

AlBashir Hospital is the largest hospital in Jordan and in the entire region in

terms of the area and beds available. AlBashir Hospital covers 153 Dunum (1

Dunum = 919 square meters), 928 beds initially and with the extra building

currently there are more than 1000 beds. There are 650 patient visits daily to

the Qutpatients Department, 1,000 daily consultations in the Accident and

Emergency Department, and 6,000 patients’ visits to the hospital for laboratory

tests, x-rays, scans and a range of procedures each day. We have a huge
number of surgeries with a complete (range of) specialities.

[0rgDr6 2-9-06

In addition to the large number of inpatient beds, the hospital also provides a range of

outpatient, diagnostic and emergency services to a very large number of people daily. A

brief overview of the services indicates the importance of this hospital in the Jordanian

health care system.

The hospital has specialised laboratories, a nuclear medicine department, radiology
department, and specialised teams in surgical, ear, nose and throat, gynaecology and
obstetrics, paediatric, dermatology and orthopaedic as well as a pharmacy department.
Most of the specialist facilities and clinical support services, including diagnostic group
services such as haematology, radiology and pathology, are available. These specialist
units are shown in the hospital’s organisational chart at Figure 4.1. that was developed
by the quality unit manager. This chart has a long professional line that has been
organised according to managers’ accountabilities. It does not identify the ward

structures.
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Figure 4.1: Organisational structure at AlBashir Hospital
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The hospital structure is hierarchical and organised along professional accountabilities
as identified in Figure 4.1. In addition to the management positions shown — the first
and second levels of management, each department has a medical and a nursing
manager whose positions are not identified on the chart. Therefore, I developed a
second chart, Figure 4.2, showing the management lines of accountability for the

medical wards.

Figure 4.2 provides the structure of the Medical Department (MD). The MD has a
medical director and director of nursing in addition to a nurse ‘in-charge’ for each ward
and a medical ‘in-charge’ for each speciality. This means each department may have
additional ‘in-charge’ nursing positions which amounts to a fourth line of management.
The hospital nursing manager reported that she follows up daily with the MD nursing
director to appoint a senior nurse to the unpaid ‘in-charge’ position for each ward in the

MD:

For example, when there is around 100 patients at the MD I have to instruct the
MD nursing director to assign one ‘in-charge’ nurse at the male side and one at
the female side to work with her.

10rgN3 16-5-06
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Figure 4.2: Medical Department ward structure
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To summarise evidence relating to the best practice attribute of structure, there does not
appear to be any evidence that the current structure is designed to create an environment
likely to enhance quality and patient safety at AlBashir Hospital. Rather, the complex
structure of the organisation will prolong the change processes. However, structural

changes have been implemented to support the development of a patient safety culture.

Structural changes

Structural changes have been introduced into Jordanian hospitals that parallel the
Clinical Governance Units (CGUs) prominent in hospitals in the USA, Britain and
Australia (Johnstone & Kanitsaki, 2008). Evidence of this philosophical stance of the
MOH are the structural changes at hospital level with the introduction of CGUs. In
Jordan these units are named Quality Units (QUs) and they have been established with

the express purpose of developing quality health care in acute care settings.

Quality Unit

According to the literature, quality programs including quality departments with
committees (working groups) and policy formulated from best evidence into practice,
can work as an effective decision maker and information exchange forum to enhance
the health care system. The QUs at the MOH hospitals have coordinators (directors).
Coordinators are chosen by the hospital director using the criteria and duties classified
from the Quality Department (QD) at MOH. The manager of the QD at the MOH

outlines how staff are selected for these positions:

We send a letter to the hospitals with detailed instructions and conditions to

choose and the hospital directors will write officially to us the names. It is not

our responsibilities to choose the names. We determine that the ‘criteria are

okay that classify the tasks and duties required from them. Then they (hospital
directors) choose them’.

IPDr1 7-8-06

The director of the QU at AlBashir Hospital previously worked in the primary health

care project for quality improvement of health services located at the primary health

care centres. Having been successful in this position, the MOH has relocated him to

AlBashir Hospital to implement a quality in health care culture as he explains:
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The Quality Unit was established in 2005. I have been assigned from the
Minister of Health in 2005 to work at this unit. We started exactly on September

2004 but it opened officially in early 2005 as a small unit.
I0rgDr5 21-8-06
The purpose of establishing a QU at AlBashir Hospital is to establish a quality system,

for the purpose of being accredited by external reviewers in the future as the unit

director explains:

Yes, our intensive efforts are for ‘accreditation’ including ‘quality,
improvements and communication.

I0rgDr5 21-8-06

The QUs at public hospitals consist of a medical director who will be the coordinator
between the hospital and MOH, and several other staff members as the QD manager at
the MOH explained:

The critera for staffing (the Quality Unit) should be a physician, nurse,
pharmacist and any two health workers such as any one holding a hospital
administration degree from physicians and nurses, medical records...

IPDr1 7-8-06

These staff are charged with introducing a culture of quality and safety into the
organisation. Yet despite the MOH criteria, at AlBashir Hospital the QU director

confirmed that he had worked alone for several years, and had only recently been given

additional staff positions:

Since two years I am working by myself....These staff working with me are
new...The team consists of one nurse and me since a month ago, now they
brought us a doctor and one administrative person.

I0rgDr5 21-8-06

This is an example of planned structural change that has taken several years to realise.

In addition the director confirmed that the Unit’s staff were unfamiliar with the concept

of a quality and safety culture and that he had to educate them about their work:

Also at the hospitals it is very difficult to work with staff that need to understand
the required work. You need people to know what you want. The most important
problem is that the people do not understand the work that should be done in the
right way according to the ‘guidelines and rules’.

IOrgDr5 21-8-06
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The QU Director words reflect that hospital staff generally are unfamiliar with the
concept of patient safety and quality in health care. Subsequent to the establishment of
the quality unit, other structural changes have been made. The quality unit is working
separately from the Nursing Development Unit (NDU) which was established for
nurses’ development. The nursing development unit will be discussed next as it is an

important structural component that could be imperative in effective cultural change.

Nursing Development Unit

In addition to the Quality Unit, AlBashir Hospital has a Nursing Development Unit
(NDU) that structurally supports the quality management program. This unit existed
prior to the QU. The director of the NDU, a nurse, notes that:

The Clinical Instructors (CI) program was established in 1989. The CI program
established in cooperation between the MOH and the Italian Government and
most of the MOH hospitals have CI units. This unit at AlBashir Hospital was
established in 1992...We were around 23 Cls, but currently we are seven - me,
my deputy and one CI in surgery, medical, burns, orthopaedic, and paediatric
departments.

[0OrgCI2 9-5-06

In its initial inception, the role of the CI was to be an ‘on the job’ trainer and nurse
educator. Unfortunately when the funding from the Italian government ceased, the
program closed. Although the NDU still exists, the role of the ClIs and the way they
work has changed over time. Currently, the role of each CI assigned to a hospital
department is determined by the department not the NDU director. The CI role is not
understood or well defined by other managers at the hospital and most CIs now have
changed role functions. A clinical instructor said that he should work as a nurse

educator but he does not do this because:

The roles are written on paper only, not effectively applied. The Nursing
Council of Jordan established a role policy or job description. The MOH has
also established many points to each profession like tasks assigned but not
applied effectively.

ICCI4 23-4-06

Clinical instructors have defined educational roles that are not practised mainly it seems
because of staff shortages. Trust and work motivation affects the CI and they are not

participating in hospital committees where they believe they could assist the
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implementation of a quality and safety culture. In this request a clinical instructor

commented that:

The administrators don’t know exactly our role, they understand what we are
doing or can do. So, this is why we are not included to participate in some
committees. CI should be the responsible person at the infection control
committee, scientific or research committee, and quality assurance because we
are qualified and trained for such purposes. We are excluded from these
committees and it is given to the ‘in-charges’ or other staff to determine our
work.

ICCl14 23-4-06

The potential role that CIs could play in helping to improve the quality of patient care
doesn’t appear to be recognised by either nursing or medical managers. According to

the NDU director:

From 1998 to 2003 clinical instructors were working under my technical and
administrative responsibility, the situation changed in 2003. Now, every clinical
instructor is under his/her head nurse’s responsibility.

I0rgCI2 9-5-06

This change in authority means that the Cls fulfil whatever role the head nurse decides
upon on day by day basis. The CIs working at ward level stated they were overloaded.
One CI working as a clinical nurse, providing health education to the patient and family

and nursing students noted that:

The managers assign us to organise, look after, train, and distribute the nursing
students and the newly recruited staff in the hospital departments, patient
assessment and problem solving, in addition to the ward staff supervision. My
role is not to ... supervise what the staff are doing but to improve their quality of
care. But they (the managers) have doubt about our role (ability to improve the
quality of care).

ICClI4 23-4-06

This is the role they should ideally be doing. However, another clinical instructor (CI5)

described the barriers that they confront:

Yes, sometimes you have to finish your work first, and also you need more
supplies to do your role properly because not everything is available...The
environment is not suitable to do our role at the ward; we need more funds, and
personnel, ability to educate the patients such as updated knowledge in articles
about patient medication. We do not have policy like that (evidence based).
ICCIS 26-4-06

176



In this respect, the director of NDU noted that:

Everyone should work according to his/her speciality...but with us no, for
example, 1 have critical care speciality, why look for an easy job as
administrator? I have to concentrate my work on patient care to implement what
I've learned in my study upon the patients not to avoid this job (bedside) nursing
care to move to another job.

I0rgCI2 9-5-06

The purpose of establishing the NDU with a role for CI staff was clear according to the
NDU director but this has not been implemented at the organisation or the ward level.
Their roles as an in-service educator and on-the-job trainer at the clinical areas need to
be reviewed as available CI positions quality and nursing initiative committees
represent the existing components of the quality and patient safety movement at the

hospital.

Quality Committee at AlBashir Hospital

Committees were formulated before the accreditation system was introduced. The
Quality Committee was established in May 2006 to improve the quality services at the
hospital.  The conimittee started with six members identified as local quality
coordinators who would work with the director to supervise and work on quality
improvement projects throughout the hospital (Appendix 4.2). According to the QU

director:

The Quality Committee members at the hospital consist of me as a director of
the quality unit to be a meeting decision maker and note taker and other
members from all departments... At the beginning we used to have a committee
member from each ward but the project recommendation was that the
‘standards’ for the hospital committee should consist of 9-10 members but 14 or
15 are not acceptable. Therefore, from the first evaluation recommendations
were to decrease the number of committee members. So we changed to have the
main committee represent the main departments (surgical, medical, gynaecology
and obstetrics) at AlBashir Hospital.

IOrgDr5 21-8-06

Projects selected and being undertaken by sub-committee members have focused on
both patient and staff issues. At this stage there are no projects concerned with PU or
falls. During the data collection period, only two introductory meetings were conducted

and these meetings will be discussed under process later in the section.
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Further, there are the anonymous complaints and improvement committee and the
research ethical approval committee although these are not currently functioning. These
committees are still working according to the managers, but at data collection I could
find no notification or record of meetings, minutes or outcomes. The nursing

committees established prior to accreditation have now ceased.

Nursing committees prior to accreditation
The nursing committee is a separate committee established to assure the quality of care

delivered by nurses at the ward level. The hospital nursing manager articulated that:

There is a committee especially for nursing called the quality assurance
committee.

T0rgN3 16-5-06

At the start of the committee’s establishment the members worked well, according to
some staff. They prepared many evaluation sheets for the work of the department under
the hospital nursing manager and NDU director’s supervision. A copy of some of these
sheets, such as the daily evaluation sheet for the admission rooms, operation theatres,
Accident and Emergency, and one called ‘daily checking form for general wards’ were
collected for review. The evaluation of the wards was done by a committee of three
members assigned by the hospital nursing manager for evaluation through clinical visits
to the wards, according to the monthly program prepared by the hospital nursing
manager. At the end of the month, all the members meet and discuss the visits and
evaluation results with the hospital nursing manager. A copy of the key performance
indicators list was collected for review. The monthly inspection includes ‘in-charge’
handovers, uniforms, if patient forms are completed, progress notes, observation charts,
intra venous orders, cleaning, oxygen, suction, emergency trolley and linens (Appendix

4.3). Nursing quality assurance committee exists according to the director of the NDU:

Yes, there is a committee and I am one of the members. For the quality
assurance we have a special checklist for the wards such as general, theatre,
A&E, OPD, and admission rooms. These checklists are designed by the
committee members especially for nursing. We tried to add members such as
infection control coordinator but yes nursing only.

[0rgCI2 9-5-06
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About the nursing quality assurance, the hospital nursing manager said:

We formulate this committee (nursing quality assurance committee) and it is
fixed. They have different dates and times and at the end of each month we have
a meeting to check which department has got negative points. When I got the
report...we changed some of the old general checklists to a special checklist for
each ward such as orthopaedic ward and ICU. The special checklist was made
after many meetings of the quality assurance committee. I determined to the
committee everything... When I receive the comments reported by the quality
assurance committee I will pass it to the general hospital director in a formal

letter for correction and the administrative issues I will follow up for correction.
I0rgN3 16-5-06

This committee was working until early March, 2006 when it ceased. The hospital

nursing manager explained the reason for this:

We are busy with accreditation, quality and so on.
[O0rgN3 16-5-06

The hospital nursing manager did not explain why the quality committee had stopped

working. She noted that:

it is on hold because of staff shortages so we have had to reformulate these

subcommittees after I received the fixed staff list from the head of the

departments, then the processes of tours, lectures, and meetings to the nursing,
doctors and the other health team working at these departments.

I0rgN3 16-5-06

However, the MD nursing manager criticised the performance of the nursing quality

assurance because:

It is a cheating committee. They will give the mark personally.. It is silly,
honestly, it depends on friendships. If you have a good relationship with the
committee members they will give you a very excellent report. If the relationship

is bad even if your department is excellent they give you a bad report.
I0OrgN1 8-5-06

The committee members used criteria specifically developed for the quality assessments
of ward staff performance. When staff were given poor performance evaluations, they
responded that the reports were personally directed. This indicates that the processes
may need revision in how the evaluations are undertaken. The processes were not well

established and staff argue that there is bias.
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Clearly, the structural changes to support the development of a patient safety culture
that have been introduced are overlaid on an existing hierarchical, complex
organisational structure of the AlBashir Hospital. As noted above, this complex
structure will prolong the change process. The meetings and all terms of reference have
been defined but are not really working in practice to manage the quality of care.
Therefore, the nurse managers need different processes to proceed to implement a

patient safety culture.

Processes

Effective processes to develop safety for patients and staft at the organisational level
should be in place. Managers’ should also practise in accordance with a culture of
patient safety. The sub-attributes of processes that will be presented are: managers with
position descriptions that specify the vision and skills to change the existing culture,
well formulated performance review of managers according to role functions, systems
for the identification and development of best evidence guidelines, effective written and
oral communication between managers and clinicians and systems to collect and
manage patient summary data for the organisation. Managers with position descriptions

that specify the vision and skills to change the existing culture will be presented first.

Manager position descriptions

In terms of the first sub-attribute under processes, the literature outlines the importance
of having managers’ job descriptions specify role behaviours/functions at the
organisation level. The literature indicates the availability of specified position
descriptions that identify maintaining patient and staff safety as a significant component
of the role. A position or job (as it is called in Jordan) description is the designated
work for each staff member in the organisation. Job descriptions are written documents
containing expected performance behaviours, reporting processes and performance

evaluation criteria.
It is essential that with each clinical area staff are clear about managers’ expectations of

their work functions. Job descriptions provide a starting point. In this respect, the

general hospital director said about his position:
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It burdens me with more responsibilities...the position is not an honour but it is
a mandated position. ..., as you know no more financial benefits with this
position. Second day maybe they will change me back to my normal job
particularly at MOH, but at other ministries if you are upgraded you will not be
lower down like at MOH.

[0rgDr6 2-9-06

This quote indicates that there are no clear role function criteria for a top level manager
such as the general hospital manager. The position in health is more junior than in other
ministries and the general hospital manager appears to be doing it reluctantly. Further,
there is no stability in the managers’ position to let the new assigned manager

implement his plan of care.

Little guidance or direction comes from the top level of the organisation as a clinical

instructor pointed out:

...here, we don’t have or follow a special job description...
ICCIS 26-4-06

The participants at the ward level focused on the job description of everyone in the

health team to be responsible for decreasing conflict between professionals. One

registered nurse said:

Everyone in the health team should know his/her role at work... everyone should
know what to do for the patient’s benefit... every member will know the exact

role to work on.
ICN2 19-4-06

Ward nurses claimed that the nurses do not have any responsibility for patient care
because they have no ability to participate in planning the care for their patients.

According to one registered nurse:

The nurses do not have an effective role in management. The doctors are the
ones who write orders and we are implementing them; contrary to what is
happening in other countries..., still we did not reach the level to discuss patient
cases with the physicians and to suggest what we can do. Like the physicians
between themselves...what the doctor will write at the patient file, we have to
implement as it is ... according to the doctors’ order.

ICN1 18-4-06
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Doctors also do not have a written job description. Juniors are working according to
orders from their senior doctors and specialists or group leaders. When asked about the

doctors’ roles or job description the MD manager said:

All doctors know what they have to do and if there is any issue I tell them

verbally.
[0rgDr4 23-7-06

Observation supported the absence of job descriptions as a means of allocating and

positioning tasks. My field notes record that:

An example of non-nursing activities that make overload
or extra jobs for the nurses is supervising other staff such
as cleaners. Nurses are requested to check the cleaners’
personal appearance and to follow up that they are
wearing uniforms. The hospital nursing manager said to
the ‘in-charges’ in one meeting.

This is your responsibility as your numbers are
more. I can’t work as a supervisor to each one.
You see everything at the wards, so if you notice
anything is abnormal (inappropriate gesture);
please correct that because each one reflects his
/her personal appearance. For example, I as a
patient can’t accept you to attend to me in this bad
appearance. In these things you should work with
your staff.... we have a role with cleaners by
talking with them, giving them guidance,
instructions and teaching because most of them
have a “low 1Q.”. So everybody should be
responsible, and all cooperate in order to improve
the current situation at the hospital in general, and
specifically the nursing performance.
OOrgNM2 2-8-06
My field notes further record that:
Nurses indicate that there is a lack of clarity between
nursing or medical tasks. For example, nurses were
unclear if a procedure such as inserting an indwelling
catheter (IDC) was a nursing or medical responsibility as
nurses discussed the procedure in their ‘nursing standard
meeting’:

Ist RN ... think the nurse/midwife does that
(inserting an IDC).

2nd RN ... We can say that it is the doctor’s job but
the nurses do it.

1st RN ...Even if it is the doctor’s job, if we raise
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this issue, it will become a nursing job...
OOrgNM3 22-8-06

The point of this discussion is that on this particular ward
there is a lack of clarity about which clinicians will
undertake a specific procedure. Obviously either a doctor
or a nurse should be competent in undertaking
catheterisation. The concern here is that without formal
guidelines, procedures can be left unattended because no
staff ~member  takes  responsibility. = Normally
catheterisation would be considered a nursing
responsibility. Nurses need to clarify what they will do as
part of this work. This may not be the ease in Jordan, but
the exchange between the two RNs indicates that nurses
are unclear about their clinical functions. The lack of
clarity indicates that the managers need to assist to clarify
nurses’ functions in relation to their medical colleagues.

My observations further identify that:

Both medical and nursing staff were on occasions unclear
about their role functions. No written job descriptions for
doctors, nurses, allied health staff or technicians were
located at ward level and written, specific role functions
were not readily accessible. The job descriptions such as
for nursing staff have been developed at the MOH but are
‘hidden’ in managers’ offices at the hospital (Appendix
4.4). Requests to view these documents (job descriptions)
did not produce any results.

Alternatively a job description could be known by the staff
but an employee does not adhere either consciously or
unconsciously to what is written there. There were mixed
responsibilities according to the job description
understood by staff of the daily duty of care. The
responsibilities of different health professionals can vary
according to the place of work and a person’s expertise.
The other health care professionals are working under
their managers’ instructions. However, during the data
collection period the staff in daily contact with patients
were doctors and nurses. It was very difficult to observe
other professionals such as nutritionists or physiotherapist
to complete understanding of the functions of other staff in
the MD.
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Performance review of managers

In terms of the second sub-attribute under processes, the literature outlines the
importance of a well formulated performance review for managers according to the role
functions at the organisation. The literature indicates that availability of performance
review systems that identify areas of performance which are well developed and areas
which may benefit from further information or a structured plan to enhance the clinical

staff skills practically assist in improving safety and quality standards.

The organisation is required to maintain standards. To meet these standards, an
organisation should provide high quality care to every patient and to ensure a safe
environment is in place. This needs appropriate qualified staff with the right skills mix
to meet the patients’ needs for health care and safety purposes. According to the MD

manager:

I would like to say to everybody here without any swearing or anything I knew at
what time he/she is coming on duty. Honestly and in a very simple way I knew
about the performance of any colleague on duty.
OOrgDrM1 25-7-06
In regard to work ethics or value statement, the hospital nursing manager voiced her

view of health service priorities in an organisational meeting:

All of us have to cooperate for the public benefit. We are not looking for any
personal benefit. We are looking to the patient who is our main goal.

OOrgNM2 2-8-06

While this vision is a first step to putting the patient first, actual processes are needed

that enable clinicians to enact change. My observations reinforce this view, that

managers are able to articulate a philosophy of care, but cannot design and implement a

strategy of change. In this regard my field notes record that:

Performance assessment is a bureaucratic routine rather
than a purposeful strategy of organisational change.
Staff performance is reviewed according to annual
report results prepared by the Civil Service Bureau
(CSB) for all staff working in government (public)
sectors in categories according to staff qualifications
(Appendix 4.11). This performance appraisal (annual
reports in Jordan) does not specify the role or functions
of staff members. Rather, it is a standard assessment
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form (Appendix 4.12). Managers at the work level
appear to evaluate clinical staff then forward the report
to their higher manager and then to the hospital director
who approves and signs it and then forwards it to the
MOH. The staff are then informed of the result. This
performance appraisal process does appear to be re-
shaping the behaviour of clinicians in line with the
manager’s philosophy articulated above.

Clearly, all acute care hospitals are required to maintain standards as a reference point
for comparison and evaluation. To meet these standards, services should provide high
quality care to every patient in a safe environment to meet patient’s individual needs.
The organisation should also ensure that appropriately qualified staff with the right mix
of skills are available to meet patients’ needs. Organisations that meet these standards

gain accreditation; those that don’t are subject to sanctions.

A system of standards development

Implementing best practice guidelines to prevent and manage PUs to ensure high
quality of care in the organisation is well defined in the literature. Pressure ulcer
treatment guidelines are essential for healthcare institutions to ensure that all patients
receive optimal standards of care and control risk factors to ensure better systems of
health care delivery. No evidence was detected of a system operating in the
organisation to identify and develop standards to ensure that patients are treated
according to best practice. I turn to excerpts to support this conclusion in the absence of

data on the standards.

In reply to a question about how the organisation ensured that patients were not harmed

or injured, for instance, by a pressure ulcer, the MD manager replied that:

This question should be answered by you. What you will offer us... we need to
establish a specific policy for patient safety. We are currently at the beginning,

and we need to develop ‘a plan’ for ‘patient safety’.
I0rgDr4 23-7-06
This manager understands the important of quality as based on a policy or specific plan
for patient safety, however, as with the hospital nursing manager above, this manager

either does not know or is unable to implement the necessary processes to achieve a

cultural shift in workplace practices. Nursing managers freely discussed the
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development of practice guidelines as the means by which to shift work cultures.
However, very few copies of guidelines were available, even though managers had
previously indicated that such documents were available. Those that were obtained
were not up to date or able to be readily accessed by ward sttaff. If managers are to use
guidelines as a means of culture change, the strategy will need to be rethought. For
example, nurses are required to complete a nursing care plan for patients and to
complete assessment forms as accreditation requires to improve the quality of care. The

MD nursing director articulated this expectation:

I mean when you do best evaluation of your patient, the patient will improve
through the better care provided in terms of my follow up and reassessment and
handing over of the patient cases according to the care plan. I should know what
my previous colleague did in the care plan and then [ have to continue the same

plan in order to improve the quality of patient care provided.
OOrgNM?2 2-8-06
However, no guidelines are available about how to complete a care plan that would
assist staff to do this properly nor were there educational sessions that would help staff
engage in this new way of working. Clearly, nurse managers know what is required but

they do not know how to go about doing it. Similarly, managers know about good

nursing care for patients with PU, as the clinical instructors’ manager describes:

The nurses should concentrate on positioning, other precautions such as placing

a pillow between the legs, bathing, personal hygiene and massages.
I0rgCI2 9-5-06
Again, best practice processes can be articulated but this articulation is not supported by
the availability of best evidence guidelines. Further, I conclude that even if a policy or
standard had been developed by nursing management, this would not change the
behaviours of nurses at ward level who similarly articulate best practice knowledge that
is not enacted in practice. Best practice is not only predicated upon have in place best
practice guidelines, it is also dependent on disciplinary groups who share patient care

communicating effectively, as the next section discusses.

186



Effective written communication

The literature stresses the importance of documenting patient status data and clinical
decisions about patients’ level of risk in medical records and other written
communication between the disciplinary groups. Good communication practices
between disciplinary groups is essential, for instance about patients’ health status
assessments and patient care planning in patients’ medical records. I consider next the
processes operating within the organisation to describe and operationalise effective

written communication about patient care.

As 1 illustrated earlier in relation to performance appraisal, a hierarchical sYstem of
communication operates in the organisation. The MD manager must report to the MOH

up through the hospital; he cannot communicate directly:

With the MOH no, we cannot report or communicate, only through the hospital
administration.
I0rgDr4 23-7-06

The bureaucratic style of formally communicating patient care needs through a

hierarchy is evident in this comment from the MD nursing director:

Actually, we have three directions in reporting patient care information; first,
internal to the department supply officer to provide the wards with equipment
such as bed sheets, beds, bed lockers, and uniforms; second, to the head of the
department, and third, to the hospital director. [ write to the hospital nursing
manager and then she reports or writes to the higher administrative position, to
the hospital director who then reports to the MOH. '

10rgN1 8-5-06

My observations support the level of control evident in this reporting and

communicating style. My field notes record that:

While less experienced doctors have some opportunity to voice
their opinions at the daily morning meeting of their departments,
nurses working at the clinical level have a very limited capacity
to participate in decision making about the quality of patient
care. Only the ‘in-charge’ nurses are able to communicate
directly with their nursing manager and nurses cannot
communicate with the department manager without first
obtaining the nursing director’s permission. An ‘in-charge’
nurse told the nurses that:

If anyone has any problem with the doctors or anybody you have
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to inform the nursing manager or her deputy to meet (the
department manager), because he will not meet any staff member
without the ‘in-charge’ ‘O.K".

OCNM4 24-7-06

This formal hierarchical system of communication directly affects the care of patients,

as my observations record. My field notes record the following:

Observation of the processes of communication between the
various departments of the hospital showed that problems arose
frequently in patient information transfer. One example
concerns the timely receipt of a patient’s test results which
could be delivered more efficiently via an IT network.
Normally it takes at least 24 hours before the paper copy of a
pathology result is returned to the ward. A specialist screamed
loudly at a junior resident doctor in a morning report meeting:

Where are the (pathology) results? We have to do something
for this patient.
OCDrM3 15-5-06

A further example recorded in my field notes concerns inter-departmental referrals for

consults between doctors. My field notes record that:

When the consultant doctor arrived at the ward to perform the
consult she could not find the patient she was expected to
examine. She reported this situation in a doctors’ meeting:

We received a consult that nobody knew how to read. When
our doctor went to the ward asking for the consultation, the
resident said: ‘we have this patient, but he is not the one who
needs the medical consultation.

The patient who required the consultation could not be
identified by staff working on the ward. The consultant doctor
then went to see the deputy manager of the MD and told him
the situation:

I came to see your patient who needs our consultation but the
resident who wrote the consultation doesn’t know which
patient. The resident doctor answered ‘so, you don’t want to
see the patie