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INTRODUCTION

Hospital Al-Sultan Abdullah (HASA), under Universiti Teknologi Mara (UiTM), a new teaching hospital, established in March 2021, providing comprehensive healthcare services and practical training to
future medical professionals. Beforehand, the hospital functioned as a small training center under the Faculty of Medicine UiTM, known as UiTM Medical Specialist Centre, since 2010. However, the
transition to a larger teaching hospital posed challenges in establishing a cohesive patient safety culture due to the diverse staff backgrounds. The hospital's management and leadership are now
prioritizing efforts to address this issue and foster a strong safety culture to ensure the best patient care provided in HASA. The Malaysian Society for Quality in Health (MSQH), an organization that
promotes and maintains quality and safety standards in healthcare services in Malaysia, facilitates our hospital initiatives through accreditation programs. In 2022, a comprehensive survey involving
301 diverse staff members assessed patient safety culture to identify strengths and areas for improvement, aiming for the highest standards of patient care and safety through continuous
Improvement.

METHODOLOGY

Between 15t November 2022 and 15" December 2022, a cross-sectional study was conducted at the hospital using the Hospital Survey on Patient Safety Culture (HSOPS), a validated tool developed by
AHRQ. The survey questions were translated and validated in the local language, Malay language. A total of 301 staff members participated by completing and returning the distributed questionnaire.
The survey utilized a ten-area framework to identify potential areas of improvement, and the results were presented as composite measures. These areas encompassed supervisor, manager, or
clinical leader support for patient safety, teamwork, communication openness, reporting of patient safety events, organizational learning, communication about errors, hospital management support
for patient safety, response to errors, handoffs and information exchange, and staffing and work pace.

RESULT AREA OF CONCERN
Some composite measures in table below received low positive responses, indicating concerns
The survey included 301 hospital staff  composite Measure Comparative Results for Hospital Al-Sultan Abdullah UITM in management's reactive approach, lack of staff support for errors, information gaps in
members, representing 25% of the total rafient Safely Sulture Sompostte Neasures % Fosifive Response transfers, and long working hours. These factors are affecting the overall positive responses of
hospital staff. Table below displays the ,_ Supenvisor, Manager, or Clinical Leader m the hospital.
Support for Patient Safety 80%

demographics of the surveyed staff.

Demographic Characteristic n (%) d

Nursing Staff 90 (30) Hospital Management 1 Hospital management seems interested in patient safety only after an -
Medical Staff 92 (31) + Reporting Patient Safety Events ‘ 74% Support for Patient Safety  adverse event happens
Allied Health Professional 66 (22) . Organizational Leaming - Continuous q Response To Error 1 In this unit, staff feel like their mistakes are held against them 7
Department Manager/Senior Leaders 16 (5) Improvement o 2 When an event is reported in this unit, it feels like the person is being -
SUF.)port Staff 37 (12) 6. Communication About Error ?3? written up, not the problem
lI\J/Imt/V;:c;k Ariau " 26 (9) " 3 In this unit, there is a lack of support for staff involved in patient safety 18

any Irreren ni Hospital Management Support for Patient m errors

: : : " Safety 64%

Me-d|caI/Surg|ca.I Unit 53 (18) Handoffs and Information 1 When transferring patients from one unit to another, important information
Patient Care Unit 109 (36) Response To Error m_ h < often |ef 37
Surgical Services 2 (1) | ok Exchange 's often lert out

- . A6 Staffing and Work Pace 1 Staff in this unit work longer hours than is best for patient care
Cllnlcal SerV|ces 62 (21) . Handoffs and Information Exchange 9
Administration/Management 27 (9)

Support Services 22 (7) . Staffing and Work Pace qﬁ

Tenure with Current Hospital

In items with low positive responses, it becomes evident that these sentiments are consistent

. Positive I:I Neutral . Negative
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Less than 1 year 83 (28) Composite Measure Average m_m% across all staff positions and work areas within the organization. This suggests a unanimous
(15:0 igears 13541((1510)) B vourtospite perception among employees regarding the areas that need improvement, which does not
o 10 years ‘base " . L
11 or more years 33 (1) ] pat seem to be limited to any specific staff position or work area
Tenure in Current Unit/Work Area
Less than 1 year 102 (34 -
1t05yearsy \an 248; HASA's patient safety culture had an average of RESPONSE TO ERROR (IN THIS UNIT, STAFF FEEL STAFFING AND WORK PACE (STAFF IN THIS
616 10 34 (11) 62% positive responses, slightly lower than the LIKE THEIR MISTAKES ARE HELD AGAINST THEM) VS UNIT WORKLONGER HOURS THAN 1S BEST FOR
O 1UYyears ' o , STAEE POSITION PATIENT CARE) VS STAFF POSITION
11 or more years 21 (7) HSOPS database's 70%. The hospital performed
Hours Worked Per Week better than the database |n some aspe(:ts’ Ilke B Your Hospital S:ntabase B Your Hospital E:atabase
Less than 30 hours per week 17 (6) organizational learning and error communication. a 5 - e : s 0. s B
30'to 40 hours per week 124 (41) However, there were concerns in a few areas with 5 5 - 5 | 8 : S s : ) MM :
More than 40 hours per week 158 (53) Y o . . . " %
Interaction With Patients significantly lower positive response percentages, § 2 ’ :
. R R R = & = 5 - & aE e
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No 8> (28)
"R ° Tza 3z oz %Le 7 Jan v ) "Rz % *Za iz oz R5e T 5% g :
How would you rate vour unit/work area on patient safety? < z o - = z a
100%
. RESPONSE TO ERROR (IN THIS UNIT, STAFF STAFFING AND WORK PACE (STAFFIN
2 FEEL LIKE THEIR MISTAKES ARE HELD AGAINST THIS UNIT WORKLONGER HOURS THAN IS BEST
B THEM) VS WORK UNIT FOR PATIENT CARE) VS WORK UNIT
=P
E 49%; .
o 40% 37% Positive Your Hospital m Database Your Hospital  ® Database
§ 2 - " & < 8
= 78 ~ ?—\a‘ = ~ A - 2 = o = 5
A 20% . - 13% £ R N 2 5 5 5 3 ® & X 3 N o % £ : :
0% IIIII IIIII A
Excellent Very Good | Good | Fair Poor % ] 5 5 %' %g G . < %‘E g —
Patient Safety Eating 5 > S R Sy - - S S R S 2 S " % S 8
> 23 : : 22 : :
< =0 > s = 20 > v

I¥D154NS
SNIDYIA
SIDIAYIS Qo
I¥I19HNS
S3ID1AY3S

AREA OF EXCELLENT

Some composite measures in the dataset exceeded the average, particularly in the areas of

organizational learning on continuous improvement and communication about errors. Furthermore, when comparing the composite measures and tenure in the unit/work area, as
well as whether the staff has direct interaction with patients or not, it becomes evident that the
Additionally, several composite measures closely aligned with the dataset, including low positive responses are consistent across all categories of staff.

supervisor, manager, or clinical leader support for patient safety, teamwork, communication
openness, and reporting patient safety events.

Potential Actions to Boost Positive Responses Potential Causes Toward Negative Responses
Online
Regular Multiple incident New policies 3 " . eadereh
reporting and that L ew teaching ig eadership
management programs to earnin emphasize on Accreditation hospital-lack Inadgq.uate workload and Lack of nd
. system patient safety OT experience stress Mmanagemen
meeting teamwork : :
implementati culture
-on

CONCLUSION

The patient safety culture survey has highlighted essential areas for management to prioritize. To initiate improvements, an action planning team will be formed. The key takeaway from this initial
survey is that management must drive cultural change through leading by example and providing necessary resources for enhancement. Subsequent yearly surveys will monitor the progress of
patient safety culture in the hospital. Establishing a robust patient safety culture in a new hospital requires a concerted effort, considering factors such as management practices and organizationa
culture. Although challenges are common during the early stages, a proactive approach to patient safety and continuous improvement is vital. Emphasizing feedback, learning from experiences, anc
collaborating with experienced professionals will pave the way for a culture that prioritizes patient care. A patient-centric approach, open communication, and ongoing training initiatives play pivota
roles in ensuring the best possible outcomes for patients.
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