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ABSTRACT

INVESTIGATION OF SAFETY CULTURE IN THE HOSPITALS AND THE
ASSOCIATION BETWEEN SAFETY CULTURE AND BEHAVIOURS

Cnar, Kadriye
Master of Science, Occupational Health and Safety
Supervisor: Prof. Dr. Tirker Ozkan

October 2019, 112 pages

Safety culture has been thought one of the underlying reasons of the safety related
behaviours and attitudes. Safety culture studies in healthcare area have mostly focused
on patient safety. The main objective of this study was to investigate the safety culture
in infectious and interior disease clinics of hospitals in terms of occupational
perspective. Another aim is to investigate the relationship between safety culture and

safety related behaviors of healthcare professionals.

It was predicted that culture level would be lying in the reactive and bureaucratic
levels. The results supported the prediction except two dimensions about investigation
and reporting accidents which were in the bureaucratic and proactive levels.
Regression analyses have indicated that safety culture level of education and research
hospitals were higher than university hospitals from many perspectives. Also, the
analyses has shown the positive relationship between safety precautions training and
safety culture. In terms of relationship between safety culture and behavior, only two
dimensions have found to be related to behaviours. Difference between jobs group has
been also determined; nurses were better than doctors at compliance to safety
precautions. The implications of the results were discussed in the light of occupational

and patient safety literature.



Two different measures were used for this purpose; safety culture matrix and safety
precautions questionnaire. A specific matrix was developed for the infectious and
interior disease clinics of hospitals by literature survey and semi-structured interviews
with doctors and nurses in the fields. Also, Standard Precautions existing in the
literature was enhanced by taking the opinions of the field professionals in order to
determine the compliance to safety. The both measures were applied to doctors and

nurses (N=151) in the university hospitals and education and research hospitals.

Keywords: Safety Culture, Healthcare, Occupational Safety, Compliance to Safety

Precautions, Infectious Disease Clinic, Internal Disease Clinic
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Oz

HASTANELERDEKI GUVENLIK KULTURUNUN VE GUVENLIK
KULTURU ILE DAVRANISLAR ARASINDAKI ILISKININ INCELENMESI

Cinar, Kadriye
Yiiksek Lisans, Is Saglig1 ve Giivenligi
Tez Danismani: Prof. Dr. Tirker Ozkan

Ekim 2019, 112 sayfa

Giivenlik ile ilgili tutum ve davraniglarin altinda yatan sebeplerden birinin glivenlik
kiiltiiric oldugu disiiniilmektedir. Saglik alanindaki giivenlik kiiltlirii ¢aligmalari
genellikle hasta gilivenligi konusuna odaklanmistir. Bu calismanin amaci ise
hastanelerin enfeksiyon hastaliklar1 ve dahiliye kliniklerindeki giivenlik kiiltiiriini
calisanlar acisindan incelemek ve giivenlik kiiltiirti ile giivenlikle ilgili davraniglar

arasindaki iligkinin aragtirmaktir.

Bu amagla, guvenlik kalturi matrisi ve givenlik énlemleri anketi olmak Gzere iki
farkli 6lgek kullanilmistir. Literature calismasi ve alandaki doktor ve hemsirelerle
yapilan yar1 yapilandirilmis miilakatlar dogrultusunda, enfeksiyon hastaliklar1 ve
dahiliye kliniklerine 6zgii bir matris gelistirilmistir. Ayrica, gilivenlige riayet
durumunu belirlemek amaciyla, literatirde mevcut olan Standart Onlemler,
profesyonellerin goriigleri alinarak genisletilmis ve anket olarak kullanilmistir.
Olgekler, iiniversite hastaneleri ile egitim ve arastirma hastanelerindeki doktor ve

hemsirelere (N=151) uygulanmistir.

vii



Kiiltiir seviyelerinin reaktif ve biirokratik seviler arasinda yer almasi 6ngOriilmiistiir.
Aragtirmanin sonuglari, kazalarin raporlanmasi ve arastirilmasi hakkindaki boyutlar
disindaki diger boyutlar icin bu 6ngoriiyii desteklemis; bu iki boyut biirokratik ve
proaktif seviyeler arasinda yer almistir. Regresyon analizleri, egitim ve arastirma
hastanesindeki glvenlik kulturd seviyesinin tniversite hastanesinden daha yiksek
oldugunu gostermistir. Ayrica, analizlere gore egitim ile giivenlik kiiltiirii arasinda
pozitif yonlii bir iliski bulunmaktadir. Glivenlik kiiltiirii ile davranis arasinda sadece
iki boyutta iliski tespit edilmistir. Meslek gruplar1 arasinda fark oldugu, hemsirelerin
doktorlara gore giivenlik dnlemlerine daha cok riayet ettigi goriilmiistiir. Calismanin

sonugclari, is giivenligi ve hasta giivenligi literatiirii 151g81nda tartigitlmstir.

Anahtar Kelimeler: Giivenlik Kiiltiirii, Saglik Hizmeti, Is Giivenligi, Giivenlik

Onlemlerine Riayet, Enfeksiyon Hastaliklar1 Klinigi, I¢ Hastaliklar Klinigi
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CHAPTER 1

INTRODUCTION

1.1. Overview of Health and Safety

Occupational safety and health (OSH) is a multidisciplinary field that associates with
from medicine to sociology as well as from technology to psychology and other
disciplines like law and economy. Despite the extensive relationships are caused by
the nature of the production sectors and differentiated depending on the sub-sectors,
it is possible and also necessary to identify certain basic principles that are called
international labor standards and are developed by International Labour Organization
(ILO) (Alli, 2008). Besides OSH has various definition, according to ILO, it can be
defined as a science that deal with hazards of the workplace by anticipation,
recognition, evaluation, control in order to protect workers and workplaces from them

and provide a better working environment.

In Turkey, first regulations about health and safety were implemented in the field of
mining because of the high fatality rates. These regulations were strict during
implementation and usually same for all type of industry. They were present in a
section of labor law. In 2012, major changes were made by a separate law of
occupational health and safety, no. 6331. The changes include management system,
holistic approach to all components of the field and also emphasize the importance of
safety culture. The new approaches have been started to be implemented to high risky

areas as well.

In this study, the focused area is healthcare worker in the hospitals that is a subset of
the human health activities. Human health activities are considered to be hazardous or

very hazardous according to the Workplace Hazard Classification Disclosure.



The purpose of healthcare services is to protect the patient well-being. Technological
improvement, investigation and studies generally focus on the enhancements of the
patient safety and the quality of care (Lin, Lin, and Lou, 2017). For example, While
protecting the patients, the healthcare workers might be under the risk. For example,
Waterman, Jankowski, and Madan (1994) stated that while the infection risk of
infectious equipment for patients is decreasing by using single use equipment, the

healthcare workers are still at risk of infection by this way.

Although the human health activities are hazardous or very hazardous, records of
health and safety have not been sufficient in Turkey. Most of the hospital do not have
an active reporting system for incidents or shortage. According to Social Security
Institution (SGK), there have been continuous increases in the number of accidents
(about two times more for each year) year by year as shown in the Figure 1.1. The
dramatic increase has shown the effect of the legal regulation in 2012 which made
reporting compulsory. Also, after regulation the number of the reporting accidents has
been regularly increasing year by year. The trend of the graph may show both
increasing of reporting or the increasing of the accidents. However, the regular change
after the legal regulation probably indicates the increase in the awareness of the

reporting.
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Figure 1.1. Number of accidents in human health activities in Turkey (SGK, 2019)



In a workplace, there might be various parameters that influence health and safety of
the staff. The reasons of the workplace accidents may be classified as organizational
and individual factors in general. According to Reason (1990), human beings
contribute to the collapse of the complex system; active failures and latent conditions.
Also, Brown, Willis, and Prussia (2000) stated that workplace accidents have resulted
from the combination of unsafe work behaviours and a chain reaction of technical and
social constructs. The acts of the individuals are as effective as the working conditions
in which they work for safe work environment. In this sense, abstract and concrete
conditions and safety performance might be handled together. The abstract part of the
workplace may be named as safety culture, which reflect the values and attitudes of

the environment; it will be main focal point of the present study.

In the following sections of this introduction, first, a brief review of safety culture
literature is presented followed by a review of the safety behaviours literature in health

care and other industry. Finally, the objectives and scope of the study are presented.
1.2. Understanding of the Human Behaviors

In the study of researching the root causes of the accidents, Reason (1990) collected
the 387 root causes in five major categories. These were human performance
problems, design deficiencies, manufacturing deficiencies, external causes, and
others. The first category was found to involve more than half of the all root causes
with the rate of 52%. Human performance problems may result from both unsafe acts
and unsafe conditions. According to Reason (1990), unsafe acts can be classified as
errors and violations in terms of intention. While individuals do not have any intention

for error, they violate the rules intentionally.

Reason (2000) focused on the human error by two approaches; personal and system.
The first indicates the unsafe acts (i.e. error and violations); the latter focuses on
unsafe conditions, and tries to improve the workplace by implementing defenses,
barriers and safeguards (Reason, 2000). Whilst personal approach deals with the acts

of the sharp-end individuals, system approach focuses on the working environment



and tries to make the conditions safer with the assumption that errors will always
exists. Thus, system approach more attends to latent conditions rather than active
failures. The latent conditions present in the workplace but can cause accident only if
meeting an active failure or a trigger. In this sense, to make environment safer can
reduce latent conditions and prevent negative outcomes by a proactive approach. To
develop a mature safety culture within workplace can contribute to occur the safe

working environment.

In the safety literature, the common acceptance about human behaviours is that it
implies the compliance to the rules. For example, many studies, like DeJoy et al.
(2000), Ferguson et al. (2004) and Gershon et al. (2000), have defined the safety
behavior of healthcare professionals by adherence to Standard Precautions. The
precautions were developed by Centers for Disease Control and Prevention (CDC) as
a guideline, at first called as Universal Precautions (UP), for healthcare professionals,
in particular to prevent healthcare associated infections in 1930. The guideline was
updated and termed Standard Precautions (SP) in 1996 (Hessel, 2005). The issues of
hand hygiene, personal protective equipment, usage of sharps, environment
contamination, equipment contamination, patient placement and linen and waste
control are included by the guideline (Siegel et al., 2007). There are some studies in
the literature, which have explored the influencing factors of the adherence to SP
(Efstathiou et al., 2011, Whitby et al., 2006, Haktanir, 2011 and Hessels and Larson,
2015). Haktanir (2011) developed the measure by means of the two sources; Universal
Precautions used in Gershon et al. studies (1995, 1998, 1999, and 2000) and in
Kermode et al.’s (2005) study, there have been different approaches to human
behaviors. On the other hand, Neal and Griffin (2004) handle the human behavior
having two components; compliance to the rules and participation in the safety.

1.3. Understanding the Characteristics of Safety Culture

The concepts of culture and climate are controversial between researches within

different disciplines for two decades. Yet, Guldenmund (2000) distinguished the two



concepts based on the previous studies; while climate is expression related to attitudes
and behaviors, culture refers beliefs and values underlying the attitudes and behaviors
shared by most members within the organization. Notwithstanding, the debate is more
valid for the extent of organization. The both concepts are used changeably within the
field of safety. In this study, the term of safety culture was preferred.

In literature different approaches to make workplaces be safer and healthier; the
common feature of them is to focus on three components of workplaces; people that
may be named as human factor, process that may be management factor and plant that
may be hardware of the workplace. Clarke (1999) states that the approach emphasizes
the mission of social forces that affect the people within an organization in the study,
which is focus on the issue of accident reduction by the application regarding safety
culture. The social forces refer to organizational culture that reaches into all parts of
the organizational system. Also, many researches from different disciplines, i.e.
economy, sociology, psychology, state that culture is crutial for the occurrence of
organizational behavior (Scott, Mannion, Davies, and Marshall, 2003). Although the
literature is rich in terms of the definitions of organizational culture, it can be described
as “a complex framework of national, organizational and professional attitudes and
values within which groups and individuals’ function” (Helmreich and Merritt, 1998).

The culture shows the way things work in the organization.

The subset of the culture which is related to belief and values about safety and health
forms safety culture (Clarke, 1999). Safety culture, which is safety and health related
aspect of the organizational culture, reflects the ‘‘ability of individuals or
organizations to deal with risks and hazards so as to avoid damage or losses and yet
still achieve their goals’> Reason (2000). Besides Hudson et al. (2000) states that
safety culture means the attitudes, beliefs, values and assumptions that are shared
within organization and the underlying reason of the way people’s perception and
action about safety issues. In another study, Parker (2008) says that belief is
determinant factor in performing behaviors. Also, even if behavior may change, the

beliefs that underlies may be in existence. Thus, the positive change may not be



permanent without supportive beliefs. Hudson et al. (2000) proposed a model to
understand how and why people behave, shown in Figure 1.2. In this sense, the root
cause of the undesirable behaviors might be values and belief and they are components

of the safety culture.

Values Beliefs Actions

"preconditions”

"Barriers"

v

Values are more Beliefs can unsafe habits Cognitive Biases
permanent be changed despite good

Figure 1.2. Hudson et al.’s model for positive outcomes

In order to get such a culture, it has to be acknowledged and understood by means of
well-defined safety culture assessment tools with an effective guidance on how to
improve the current culture (Lawrie, Parker, and Hudson, 2006). The earlier studies
have been developed more safety culture assessments for high risk industries earlier

with practical purpose but far from theoretical basics (Hudson, 2003).

Reason (2000) has proposed the main characteristics of an effective safety culture that
may be a driving force for organizations to reach the goal of maximum operational
safety. Briefly, such a safety culture has information system, reporting system, no
blame atmosphere within organization as well as it is flexible and learning culture.
Hudson et al. (2000) named such a culture that is formed by the five elements as
culture of trust and also combined with the Westrum’s typology of cultures. Thus, a
new approach to establish a desirable safety culture has been present in the safety

literature.



1.4. Understanding of Dimensional Structure and Maturity of Safety Culture

In modern times, an organization has been producing in various areas and ways,
therefore, multiple departments and groups that specialized for different task with
particular risks and priorities have existed. In this sense, Parker, Lawrie, and Hudson
(2006) states that since perception of safety may have variation within a single
organization, is possible to conceptualize several safety cultures for the organization.
Hence, safety culture is “likely to vary within a single organisation”. Zohar's study
(2000) has supported to this approach by demonstrating both within-group
homogeneity and between-group variation in safety-related perceptions of 53 work
groups within a manufacturing company. Moreover, some issues in safety culture may
establish and develop more quickly than the others. Also, some areas may be found
more important to improve safety. In the light of the literature, Parker et al. (2006)
says that the most useful way of handling safety culture is to approach by a multi-

dimensional concept.

Besides the two features, a ‘desirable’ safety culture needs to be “amenable to
change”. Since, safety culture might be affected by any change or development in the
organization, the tool or framework that is used to describe the safety culture should
also comply with this changeable structure of safety culture (Parker et al., 2006).
Parker et al. specify that an evolutionary ladder is the best way to conceptualizing
safety culture, and proposed a typology of cultures developed by Westrum whose
suggestion states that organizations can be distinguished according to the way they
handle safety-related information within organization (Westrum, 2004). The
classification of the culture was depending on their reactions to the information; these
were denial, repair and reform actions (Reason, 1990). Thus, the more effective an
organization, the more successful to use the information with reformist approach.
Depending on this classification, Reason defined the levels of organization as
pathological, calculative, and generative in terms of their improvement about safety
(Reason, 1990). Afterwards, with two additional levels of reactive and proactive, the

original framework has become more detailed and clarified the idea of maturity



(Ashcroft, Morecroft, Parker, and Noyce, 2005). Furthermore, Parker & Hudson
applied the framework specifically to the safety culture. The maturity levels of safety
culture with their meanings are provided in Table 1.1 (Hudson et al., 2000; Reason,

1990; Westrum, 2004).

Table 1.1. Levels of the safety culture

Levels of maturity Characterization
Safety issues are not in the agenda of the
organization because of production and economic
pressure. Individuals and the nature of work are
Pathological thought to be reasons of the incidents. — blame
culture. There is no learning from incidents and
communication on safety issues.

Safety comes up after accidents happen.
Communication about safety and learning from
incidents depends on individuals and stay within
Reactive the groups. There is no safety system and
documentation. Safety responsibilities are not
identified.

Procedures and responsibilities about safety issues

are existing. The implementation of procedures and

application is inadequate. By-the-book organization

can be said; documentation is good but safety is not

internalized. The management is more interested in
the number than the quality.

Bureaucratic
(Calculative)

A working system about safety issues, individuals
know their responsibilities and how to handle
information. Investigation accident, learning from
accidents, communication on safety issues and
feedback mechanism are encouraged.

Proactive




Table 1.1. Levels of the safety culture (continued)

Levels of maturity Characterization
Safety issues are intangible parts of the work.
Safety is completely integrated into all actions of
the organization. Everyone within the organization
Generative is responsible for safety. All information is used for
improvement. Openness and new ideas are
encouraged.

Within the scope of the above literature, Hudson et al. (2000), has been developed a
tool for the oil and gas industry in order to understand safety culture. The structure of
the tool consists of five dimensions based on Reason’s proposal with five maturity
levels; the dimensions are listed in Table 1.2. The tool allows organizations to
understand their safety culture in multi-dimensional way and recognize the stages
which they are currently in. Moreover, since the tool includes not only the current
level of culture but also more and less developed levels, it may be used as a guide to

transit from one stage to the next (Hudson et al., 2000).

After the oil and gas industry, the tool was first adapted to develop patient safety for
primary healthcare organizations in Manchester. It was based on an original tool and
named as Manchester Patient Safety Framework (MaPSaF) (Parker, Lawrie, Carthey,
and Coultous, 2008). Since the sector was completely different, the characteristics of
safety culture in healthcare were specified following a comprehensive review of
literature and interviews (Kirk, Parker, Claridge, Esmail, and Marshall, 2007).
Afterwards, five stages of maturity for each dimension are described by interviews
with managers and clinicians from different professional groups. The list of defined

dimensions for primary care organizations are shown in the Table 1.2.

The MaPSaF was modified for the ambulance service, then it was subsequently

adapted to mental health organisations, community pharmacies and hospitals



(Marshall et al., 2017). The dimensions are not completely same for all areas but

similar, yet the dimensions were defined specifically for each.

In another study, Gershon et al. (2000) developed a questionnaire with 20 safety
climate items in terms of occupational safety and collected into six different factors
that are listed in Table 1.2. Moreover, Lin, Lin, and Lou (2017) have stated in their
literature analysis of safety climate concepts from healthcare providers’ perspective
that three characteristics of the safety climate are commonly defined in the reviewed
studies. These are safe workplace created by senior management, perceptions about
safety shared by healthcare providers, information about safety disseminated

effectively.

Besides, a review for the safety literature summarizes the commonly measured
features of patient safety climate in healthcare field. In the review, there have been 12
papers and they have had their definition of safety climate, but similar fashion listed
in Table 1.2 (Flin, Burns, Mearns, Yule, and Robertson, 2006). The paper focuses on
the patient safety but climate dimensions may be similar for patient with professionals.

Indeed, the definitions of the dimensions may differ.
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Table 1.2. Dimensions of Safety Culture in the Literature

Resources Study Area

Dimensions

Parker et al. (2006) Oil and gas
industry

(1) benchmarks, trends and statistics
(2) audits and reviews

(3) incident / accident reporting; investigation,
analysis

(4) hazard / unsafe act reports

(5) work planning

(6) contractor management

(7) competency, training

(8) work site job safety techniques
(9) safety checks

(10) HSE department

(11) reward system

Patient safety in
Kirk et al. (2007) primary care
organizations

(1) overall commitment to quality

(2) priority given to patient safety

(3) perceptions of the causes of patient safety
incidents and their identification

(4) investigating patient safety incidents

(5) organisational learning following a patient
safety incident

(6) communication about safety issues

(7) personnel management and safety issues
(8) staff education and training about safety
issues

(9) teamworking around safety issues
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Table 1.2. Dimensions of Safety Culture in the Literature (continued)

Resources Study Area Dimensions

(1) senior management support for safety

programs

(2) absence of workplace barriers to safe work

practices

(3) cleanliness and orderliness of the work site
Gershon et al. Occupational safety (4) minimal conflict and good communication

(2000) in the hospitals ~ among staff members

(5) frequent safety-related feedback/training by

supervisors

(6) availability of personal protective

equipment and engineering controls

(1) management/supervisors
(2) safety systems
(3) risk perception
(4) job demands
. Review for patient ®) reporting_/speaking up_

Flin et al. (2006) safety (6) safety attitudes/behaviours
(7) communication/feedback
(8) teamwork
(9) personal resources

(10) organisational factors

On the other hand, some guides for health and safety in the hospitals (e.g. Sorra, Gray,
and Streagle, 2016). The guide also handles the patient safety. The guide defines one
dimension differing from the above researches; handoffs and transitions. This is about
the transfer of information about patient care both across the units and during shift

changes.
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1.5. Understanding the Relationship between Safety Culture and Behavior

The management approaches have commonly three components in safety literature;
they might be summarized as process-plant-people or enforcement-engineering-
employment. Indeed, the first two is very crutial, and the best approach to reduce
accidents might start with eliminating safety hazards and risks through direct
engineering or administrative controls (Wirth and Sigurdsson, 2008). However, it is
hard to say that any system, which does not take human factor into consideration, will
prevent workplace accidents especially in the existence of persistent risk after all
controls. Since, according to Reason’s study (1990) focusing on some major disasters
states that human dominates all of the catastrophes but rather technical deficiency. The
origin of this thought is based on that Herbert W. Heinrich identified the human
behavior as a crutial part of the occupational safety in 1930s. Also, it was stated that
most of workplace injuries were resulted from unsafe actions by workers. Reason
(1993) defined human error as “all occasions in which a planned sequence of mental
or physical activity fails to achieve its intended outcome”. According to Reason,
almost all negative incidents contain the combination active failure and latent
conditions. Therefore, the necessitate of the change the working conditions of human
was emphasized (Reason, 2000a). The following researches of the author were about
the safety culture as the factor affecting the latent conditions, and mentioned the
characteristics of an optimal safety culture (i.e. informed, reporting, flexible, learning
culture) (Reason, 2000b). Clarke (1999) states that the fundamentals of safety
performance is shaped by the attitude and behavior of the management. Furthermore,
Neal, Griffin, and Hart (2000) stated that safety climate ought to take into
consideration while studying workplace accidents.

The safety literature has many studies that are about the relationship between the
safety climate and the safety behavior and workplace accident in different industrial
areas such as manufacturing, mining, rail industries (e.g., (Huang et al., 2006, Clarke,
2010; Andrew, Neal and Griffin, 2006). Safety culture is knowledge that related to

diverse organizational factors, which have great effect on effectiveness of behavioral
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interventions(Wirth and Sigurdsson, 2008). Cooper and Phillips (2004) have also
shown that the analysis of safety climate has usually been predictive effect on the
safety performance. For example, the study focusing on the relationship between
climate and behavior in the Chinese production industries acknowledged that
management commitment to safety and safety communication and safety knowledge
and training have a significant relationship with safety-related behaviors (Zhu, Fan,
Fu, and Clissold, 2010). Another study in manufacturing has revealed that safety-
related behaviors are strong mediators between safety climate and unintentional
injuries (Liu et al., 2015). Morrow et al. (2010) have studied in the rail industry, and
found that all aspects of safety climate (i.e. management safety, coworker safety, and
work-safety tension) are associated with safety behavior. Moreover, the other study,
which has been about the safety management practices, has stated that some of the
safety management practices (i.e. workers’ involvement in Safety, safety promotion,
safety training) are related to the safety performance directly and indirectly with some
mediators (Vinodkumar and Bhasi, 2010). The findings of the study demonstrated that
each dimension of safety climate played a significant influence on safety performance.
Also, the study, performed in the manufacturing plant, has demonstrated that all
dimensions of safety climate (Chief Executive Officers’ (CEO) safety commitment
and action, managers’ safety commitment and action, employees’ safety commitment
and action, perceived risk, emergency response) have significant impacts on safety

performance (Jusoh and Panatik, 2016).
1.5.1. Understanding the Relationship in the Concept of Healthcare

The relationship between culture and behaviors have also been attracted by researches
in healthcare concepts. However, the major focus has been especially on the patient
safety since low patient safety causes death and so costs much for healthcare
institutions in especially high-income countries. But, work-related injury and illness
experienced by healthcare workers influence both the workers, and accordingly
patient safety. For instance, healthcare workers’ compliance with safety instructions

provide to enhance quality of patient safety. On the other hand, since they share
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organizational culture, the dimensions of safety culture or climate are similar for
patient and workers. Therefore, both patient safety and healthcare worker safety may
come up together within the scope of safety in healthcare settings. In this sense,
although, the data collection and analysis have been made for healthcare worker
safety, the studies about patient safety are taken into consideration during the
discussion of the findings in the present study. Some studies from the safety literature
are exemplified here. Gershon et al. (2000) stated that safety climate in hospital
environment is correlated not only workers’ compliance to safety instructions but also
reduction of workplace incidents. Also, their study emphasized that the perception of
workers about administrations’ support of strong safety climates influences workers’
adoption of the safety related issues. Furthermore, Zadow, Dollard, Mclinton,
Lawrence, and Tuckey (2017) have emphasized that safety climate is obviously
related to self-report injuries. Startlingly, they did not find the effects of climate on
registered injuries. There have been many studies focusing on patient safety that have
revealed the direct or indirect relationship between climate, behaviors and accidents
in healthcare settings (Hessels and Larson, 2016; Kim and Lee, 2019; Lin etal., 2017;
Mark et al., 2007). The other studies have investigated the impact of the safety climate
on the rate of injuries in healthcare settings (Smith et al., 2009). Thus, in the above
literature, the study focused on the healthcare workers’ perception of the worker safety
culture in order to see culture’s contribution to the prediction of safety related

behaviors.
1.6. Objectives and Scope of the Study

Safety culture was investigated as a factor in shaping safety related behavior and stated
as a critical determinant of the workplace safety. The present study will focus on
human factors in workplaces in terms of perception of safety culture and compliance

to safety related behaviors in the infectious and interior clinics of the hospitals.

In the light of these, the study has two main objectives; one is to develop a tool to

determine the safety culture levels at infectious and internal disease clinics and the
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other is to investigate the relationship between safety culture level and safety related
behaviors.

The following questions were researched within the scope of the literature:

Does safety culture perception differentiate between groups (i.e. clinic types, hospital

types, receiving training, getting injury, getting infection)?

Do safety related behaviours of healthcare workers differentiate between groups (i.e.

clinic types, hospital types, receiving training, getting injury, getting infection)?

Does safety culture perception of healthcare workers in the clinics predict their safety

related behaviours?

Does safety culture perception of healthcare workers in the clinics predict their

occupational incidence?

Do safety related behaviours of healthcare workers in the clinics predict their

occupational incidence?
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CHAPTER 2

SUB-STUDIES

The safety culture is the combination of values, attitudes, perceptions within the
organization. The culture extends to all parts of the organization, and hence influences
workplace environment completely including performance, behaviour and accidents.
Gershon et al. (2000) emphasize the influence of a safe environment on the
compliance of individuals with safe behaviours and the improvement of positive
perception of the safety within the working environment. The result of another study
supports that the more positive safety culture an organization has, the better the
healthcare workers have safety outcomes (Gershon et al., 2007).

In this sense, this study, which focuses on the occupational health and safety in the
hospitals, has two sub-studies; development a matrix to measure safety culture that is
called Healthcare Professionals Safety Culture Framework (HcPro-SCuF) and
application of HcPro-ScuF and safety precautions questionnaire to professionals in

order to investigate safety performance.

2.1. Study I: Development of Healthcare Professionals Safety Culture
Framework (HcPro-SCuF)

2.1.1. Aim of Study

The culture dimensions of health and safety are dependent on the sectors, workplaces
and even the departments in the workplace. Accordingly, the definition of the
dimensions with respect to maturity level also differ from somewhere to somewhere.
The aim of the study is to determine the safety culture dimensions and maturity level
in infectious and internal diseases clinics and to develop an instrument to measure

safety culture.
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2.1.2. Method
2.1.2.1. Participants

Participants were chosen in accordance with voluntariness. The safety culture matrix
was developed by in-depth and semi-structured interviews with 5 doctors and 5 nurses
that had different tenure in infectious diseases clinic where totally 15 doctors and 10
nurses has worked. The average tenure of the doctors was 44 months (SD = 48.46)
while the average tenure of the nurses was 86.8 months (SD = 87.79). The descriptive

statistics were given in Table 2.1.

Table 2.1. Descriptive Statistics of the Participants

Hospital Tenure

Job Group Total
(Months)
Doctor 1 130
Doctor 2 30
M =44
Doctor 3 24
SD = 48.46
Doctor 4 23
Doctor 5 13 M =654
Nurse 1 240 SD =70.6
Nurse 2
80 M =86.8
Nurse 3 48
SD =87.79
Nurse 4 36
Nurse 5 30

2.1.2.2. Procedure

The study was based on the approach of The Manchester Patient Safety Framework
(MaPSaF). As mentioned before, the framework and also its dimensions were about
patient safety. Moreover, the dimensions were prepared for healthcare organizations
in United Kingdom and were likely to be reflected in the countries’ working practices.
Therefore, the dimensions were determined for this study. The dimensions and related
interview questions were based on AHRQ Hospital Survey Patient Safety (Sorra et al.,
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2016), Manchester Patient Safety Framework — MaPSaF (Kirk et al., 2007), Safety
Climate Scale (Gershon et al., 2000) and Flin et al.'s study (2006). After literature
survey, 12 dimensions were determined. The specified dimensions were reviewed by
one occupational physician and one safety expert and one professional in the field. In
that stage, the dimension of teamwork within units and across hospital units were
removed since some questions, which identify this dimension, are mutual with the
other dimensions. Therefore, its questions were distributed to other dimensions and
11 dimensions were supposed to be more appropriate for this study. Table 2.2 listed
the dimensions and the identifying questions of dimensions that the interview based
on (see Appendix B for Turkish version). The questions were selected in order to give

all aspects of the dimensions to the interviewee but not to convey the answers.

Table 2.2. Dimensions and Questions of HcPro-SCuF

Dimensions Questions

How is the attitude of the hospital management to OHS?
Is there any OHS policy?
What are management’s priorities? To OHS?
Hospital management Does the health investigation conduct before employment?
support for health provider Is compliance with legal requirements monitored?
Are regular OHS targets set?
safety (SCI) Does risk assessment make and share with the employee?
Are there teams working on OHS?

What is the response of senior staff to the OHS criteria?
Are the ideas and suggestions of the staff on OHS taken into
consideration by the professors/supervisors?
Approaches to promoting Do professors/supervisors ignore the OHS criteria for the fast execution
safety in clinic (SC2) ' of the vyork when the workload is heavy? '
What is the attitude towards the repeated error/accident?
Are the improvements originated from risk assessment?

Are studies carried out on the targets determined in order to make the
working environment healthier and safer?
Organizational learning, Does the organization learn from mistakes or cover them?
continuous improvement, When an OHS-related change is made, is its efficiency assessed?
Does the management periodically check and review the achievement of

commitment to safety (SC3) the target?
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Table 2.2. Dimensions and Questions of HcPro-SCuF (continued)

Dimensions Questions

To what extent does staff share their ideas when they notice a situation
that threatens a healthy and safe work environment?

Communication Is their idea taken or included in the issue when making OHS decisions?
Is there a documentation system / database on OHS?

transparency (SC4 . S .
P y (5C4) Are there difficulties in accessing?
Are errors/accidents notified to the relevant units?
. Is there a unit dealing with notification? How long will it be notified?
Reporting of

Is there a reporting system? Are records checked?
errors/accidents and How do staff behave when they make mistakes?

Do staff hide errors/accidents for fear of being used against them?
Or if there is a problem, do staff report the error / accident, knowing that
(5Cs) a solution will be found?

response to error/accidents

Are the causes of the error/accident investigated?
During investigation, is the focal point the event or the person?
Is a precaution taken to prevent error/accident repetition?
How is the change/improvement made to staff notified?
When the change/improvement is made, do the staff give feedback?
mechanism (SC6) Does the approach be systematic with root analysis, especially when
detecting human error and providing improvements?

Investigation of

error/accident and feedback

Is the number of staff sufficient to overcome the workload?

Are the personnel professionally compatible with the task?
Is there positive/negative effects of the working hours on a healthy and

safe working condition?
In crisis mode, do the staff work too much and quickly? What is given
competency (SC7) priority - to work or safety?
Are duties, authorities and responsibilities defined on the basis of
safety? Do people know this? Are there obstacles in practice?

Employment and

Health and safety training Is there a training program? How, why, when are the staff trained on
OHS? What do staff think about these trainings?
(SC8)
Does the workload prevent a healthy and safe working environment?
Is there a mechanism that controls the intensity of work?
Does the workload and its stress affect staff health? Is a detection or

stress recognition (SC9) improvement mechanism available?

Excessive workload and

Is PPE appropriate to the risk factor exposed?
Personal protective Does staff use it when necessary?
equipment (SC10) What is the attitude of inappropriate or uncomfortable PPE use?
o What kind of precautions are taken when unusual infection
Approach to emerging risks  risks/incidents are encountered? OHS Trainings? PPE suitable for the
and controlling healthcare nature of risk?
Is it known which emergency situations can be encountered ? And how?

associated infections (SC11) Are there emergency teams?
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The study was implemented in infectious and internal diseases clinics at education and
research hospitals and university hospitals. The reason of the clinic selection, the tasks
of the clinics are similar therefore same safety matrix could be used. Accordingly, the
structure of the hospitals was taken into consideration in the selection of hospital

types. Both hospital types are categorized into tertiary healthcare organizations.

In-depth and semi-structured interviews were carried out in order to tailor safety
culture matrix. The interview questions were prepared based on safety culture
dimensions. The questions designated to cover all items within dimensions but not to
convey the answers. The interviews were conducted in infectious disease clinic
because the clinics was considered as more comprehensive with respect to tasks and
risks. At the beginning of interviews, purpose of research and how to conduct the
interview were explained. The one-to-one interviews, which carried out by the
researcher, lasted approximately 60-90 minutes. The interviews were recorded and
deciphered by the researcher. First, two separate matrices were constituted for each
group, doctors and nurses. Generally, interviewees of both groups depicted similar
description in relation to different levels of culture and the matrices were realized to
be very similar. At the end of discussion with one doctor and one nurse, who were
also in the participants for interview, and one occupational physician, the matrices
were determined to combine. Therefore, two matrices were merged and Healthcare

Professionals Safety Culture Matrix (HcPro-SCuF) was composed (Appendix E).

2.2. Study I1: Application of HcPro-SCuF, Safety Precautions Questionnaire
(SPQ) and Demographic Information Form to Professionals

2.2.1. Aim of Study

The study was implemented for two main objectives; one is to determine the safety
culture levels at infectious and internal disease clinics and the other is to investigate
the relationship between safety culture level and safety related behaviors. In this sense,
the perception of safety culture was investigated and compared according to five

groups (i.e. clinic types, hospital types, receiving training, getting injury, getting
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infection). The difference between the groups was researched with respect two safety-
related behaviours. Also, it was investigated if the perception of safety culture predicts
the safety-related behaviours and occupational incidence. Lastly, the relationship

between safety-related behaviours and occupational incidence was researched.
2.2.2. Method
2.2.2.1. Participants

The questionnaires were applied to 151 health care professionals who worked in
infectious or interior disease clinics and were participated as anonymously. The data
was collected from totally 6 hospital; 2 education and research hospitals and 4
university hospitals. Some responses of participants were not used for analysis
because they have student nurses and did not have inadequate experience to determine
the maturity level of safety culture (N = 140). The ages of the participants ranged
between 16 and 52 with a mean age of 29.9 years. The participants were doctors or
nurses; percent of doctors were 80.9 % whereas nurses had 19.1 % of whole
participants. The study was performed mainly in two clinics; internal and infectious

diseases, and the percent of participants were 57.1 and 33.6, respectively.
2.2.2.2. Measures
2.2.2.2.1. Demographic Information Form

The form contains multiple choice and open-ended questions by which participants’
educational background, work-related information, work experience, occupational

incidence details were collected (Appendix D).
2.2.2.2.2. Healthcare Professionals Safety Culture Framework

The matrix, which was developed in Study 1, was used to analyze the clinics’ level of
development with respect to the value that they place on staff safety. The matrix
contains eleven dimensions of staff safety and for each of these describes what the
clinic would look like at five safety maturity levels, which are pathological, reactive,

bureaucratic, proactive, generative. Therefore, a long questionnaire has been occurred,
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by means of which, participants were asked to select the level closest to the clinic

he/she worked in (Appendix E).
2.2.2.2.3. Safety Precautions Questionnaire

The Safety Precautions Questionnaire was prepared using the checklist of Standard
Safety Precautions. The checklist with 24 items was developed by Haktanir (2011).
Because the study was performed in infectious and internal disease clinics instead of
whole hospital, compatibility of the checklist was checked by one doctor and one
nurse from the infectious disease clinic and one occupational physician, one by one.
Therefore, a revision of the questionnaire was determined to collect more specific data
related to the things of the chosen clinics. The revision was performed in the light of
near-misses and work accidents. Due to the lack of reporting system for near-misses
or accidents, experience was taken into consideration by the means of face to face
interviews. With their suggestions in the light of the near-misses and work accidents,
the last twelve items were added to the questionnaire. Finally, questionnaire has 36
items with 5 — Likert type scale (Appendix F). The item score differs from 1 (never)
to 5 (always) and not applicable choice for the situations that are not applicable to the

tasks performed by participants.

The safety precautions behaviours were decomposed into four factors. The first factor,
measures for contamination and compliance with the instructions, (a = .916)
including 13 items. The second factor, measures for contamination by inhalation and
body fluid, (@ = .905) including 10 items. The third factor, special bins for
contamination and careful usage of sharp materials, ( @ = .755) including 6 items.
The forth factor, usage of personal protective equipment for body fluid splash, (a =
.802) including 6 items. One item was removed from the forth factor because the
Cronbach Alfa value is .636 with this item. Therefore, the last version of the scale
with 35 items has been more reliable. In the scale, participants responded to items on
a six-point scale (1 = never to 5 = always and not applicable). Higher scores represent

higher frequency of the behavior related to that factor.
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2.2.2.3. Procedure

The ethical approval from Middle East Technical University Ethical Committee was
obtained before collecting data. Moreover, second ethical approval from Republic of
Turkey Ministry of Health was obtained for the hospitals where the triple
questionnaire package was distributed by researcher herself. The package was also
entered into Qualtrics and then it was distributed by electronic mail. While majority
of participants (N = 96) filled out the package by hand, the rest of participants (N =
55) filled out the package on Qualtrics.

In order to analyze the collected data, factor analysis was employed to seek the
commonalities between the items in the SPQ; correlation analysis was carried out to
investigate the mutual relationship within and between culture dimensions and safety-
related behaviors factors; analysis of variance (ANOVA) was used to determine
whether there are any statistically significant differences between the means of
personal information, culture and behaviours; regression analysis was applied to

detect the associations between personal information, culture and behaviors.
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CHAPTER 3

RESULTS

3.1. Descriptive Analyses

The ages of the participants ranged between 16 and 52 with a mean age of 29.9 years.
Because the assistant doctors constituted the majority of participants, the group of 26
and 35-year old participations were the largest range, 69.5%. Less than 3% of the

workers were older than 45 years old (Table 3.1).

Table 3.1. Descriptive Statistics of Age Groups

Age Group Frequency %
16-25 26 17.2
26-35 105 69.5
36-45 16 10.6
46-52 4 2.6

The majority of the participants were female (71.4%) and the percent of the male
participant was 28.6%. Participants from two different types of hospital were involved
in the study. The 61.4 percent of participants worked at the education and research
hospital while the percent of participants from university hospital was 38.6%.

The majority of the participants were doctors with different positions. The percent of
the assistant doctor participants were 65.7 whereas the specialist doctors had 28.6%
of whole participants. Nurses constitute 5.7% of the participants without student

nurses which was not taken into consideration during analysis.
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The study was performed mainly in both internal and infectious diseases clinics, and
the percent of participants were 57.1 and 33.6, respectively. Also, small number of

participants were from other clinics, 9.3% of whole participants.

The majority of participants were graduated from undergraduate program, 73.7%. The
percent of high school graduate was 5.7%, the percent of participant with associate
degree was 2.9% and the remaining participants, 17.9%, completed their specialty
training (Table 3.2).

Table 3.2. Descriptive Statistics of Education Levels

Level Frequency %
High School 19 12.6
Associate’s Degree 4 2.6
Undergraduate 103 68.2
Speciality 25 16.6

The mean working experience was around 5.8 years with a maximum of 30 years.
Since majority of participants were young, only 26.8 % of the workers had a working
experience in whole life more than 5 years. On the other hand, the mean working
experience in this clinic was around 3.5 years with a maximum of 23 years. The 10.7%
of the whole participants had a working experience in this clinic more than 5 years
(Table 3.3).

Table 3.3. Descriptive Statistics of Experience

Experience Frequency %
0-5 years 110 73.8
5-10 years 19 12.8
10-15 years 5 3.4
15-20 years 7 4.7
20-25 years 4 2.7
25-30 years 2 1.3
missing 2 1.3
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The percent of participants receiving safety precautions training in infectious disease
clinics is higher than in the interior disease clinics. While 82.9 % of the participants
had received training in first clinic, the interior disease clinics has only 30.8 % of the

participants receiving.
3.2. Factor Analysis
3.2.1. Factor Analysis on Safety Behavior Questionnaire

A factor analysis on the 36 items of Safety Behavior Questionnaire was conducted by
using principal component analysis. The scores for the items were from 1 (never) to 5
(always) while “u.d” term in the scores, which represented “not applicable”, was
coded missing in the analysis. Principal components analysis with the rotation of
promax with Kaiser Normalization was performed through SPSS 25.0 to see
underlying factor structure by virtue of assumption that the items would correlate with
each other. The Kaiser-Meyer-Olkin Measure of Sampling Adequacy was found as
.841 and Bartlett’s Test of Sphericity was found to be significant (df = 630, p = .000)
showing that the correlation matrix from the items of the scale is factorable. According
to the theoretical framework of questionnaire and principal components analysis, four
factors solution was decided as the best factor structure, and these four factors
explained 60.14% of the total variance. Cronbach alpha («) reliability analysis was

applied in order to test the reliability of the questionnaire.

The first factor (o = .916) including 13 items, which could be named as “Measures for
contamination and compliance with the instructions”, explained 41.30% share of total
variance. The communalities of these items were between .759 and .365; the initial

eigenvalue of the factor was 14.87.

The second factor (a = .905) including 10 items, which could be named as “Measures
for contamination by inhalation and body fluid”, explained 9.36% share of total
variance. The communalities of these items were between .710 and .479; the initial
eigenvalue of the factor was 3.37.
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The third factor (o = .755) including 6 items, which could be named as “Special bins
for contamination and careful usage of sharp materials”, explained 5.26% share of
total variance. The communalities of these items were between .635 and .485; the

initial eigenvalue of the factor was 1.89.

The forth factor (¢ = .802) including 6 items, which could be named as “Usage of
personal protective equipment for body fluid splash”, explained 4.22% share of total
variance. One item with the number of 26 was removed from this factor. The Cronbach
Alfa value increased by .166 (from .636 to .802) when the item was ignored. The
communalities of these items were between .697 and .512; the initial eigenvalue of

the factor was 1.52.

Total variance explained by four factors was found as 60.14%. The factor loadings of
the items for corresponding factors and their communality values are shown in Table
3.4.

Table 3.4. Factor Loadings and the Communality Values of the Items of the Safety Behavior
Questionnaire with Promax Rotation

Component
. Commu
# Precaution Items Factor | Factor | Factor | Factor
nality
1 2 3 4
Not to eat or drink while working in an area
15 where there is a possibility of becoming .892 759
contaminated with blood and body fluids.
To cover my broken skin before starting to the
21 854 .695
task
To check the classification of the patient safety
34 before treatment to the patient (such as yellow 845 733
leaf, green clover)
33 To wear double glove when necessary 756 484
35 To follow safe shipping procedure for body fluids .699 737

To follow the order of putting on and taking off
25 . . .651 .666
for personal protective equipment
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Table 3.4. Factor Loadings and the Communality Values of the Items of the Safety Behavior
Questionnaire with Promax Rotation (continued)

Component
. Commu
# Precaution Items Factor | Factor | Factor | Factor
nality
1 2 3 4

To wear a clean non-sterile gown in addition to
32 the glove in case of blood, urine / fecal .598 .606
incontinence, open drainage or wound
19 To wear gloves while drawing a patient’s blood .571 -409 .396 426

To wash my hands with water and soap after each
23 ) ) 536 324 552
process in appropriate way
To wash my hands with water and soap before
22 ) ) 513 .664
each process in appropriate way

36 To report the case if it is contamination 502 .581

To behave in accordance with the principles of
24 . . . . 420 .665
the infection control program in the hospital
To treat all materials that have been in contact
20 . . . . 402 333 365
with patient’s saliva as contaminated
Not to remove the needle that has been used to
18 . .820 479
draw blood from injector by hand
To take special precautions if airway precautions
28 . 742 615
is necessary
To check my immunity against infectious
30 diseases that can be prevented by vaccination 740 517
with blood tests
To use N95 respirator to approach these patients
29 . . 715 .601
(I am not immune to measles and chickenpox)
To use N95 respirator for the diagnosis or
31 suspicion of pulmonary and laryngeal 713 .675
tuberculosis

During intubation and aspiration, use a mask

27  suitable for the diagnosis of the disease (surgical .658 710
mask or N95)
To wear safety glasses when there is a possibility
8 564 .689

of splashing or contamination of the eye

17 Not to recap the needles contaminated with blood 540 406 515
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Table 3.4. Factor Loadings and the Communality Values of the Items of the Safety Behavior
Questionnaire with Promax Rotation (continued)

Component
. Commu
# Precaution Items Factor | Factor | Factor | Factor
nalit
1 2 3 4 /
To ensure that all spilled blood and other body
14 fluids are immediately removed in accordance 375 534 .700
with the procedure
To use a bone if there is a possibility of blood or
] ) ) 481 491 .692
other body fluids splashing on the hair and scalp
To dispose of all possibly contaminated medical 811 597
supplies into the medical/infected waste bin ) '
To dispose of sharp objects into a sharps
P PO P -303 774 585

container
To dispose of everything contaminated with

13 ) ) ) ) 493 .679 .584

blood into suitable pre-determined waste bins

To be careful when using cutting, piercing or
16 o 343 .663 .635

pricking tools
To wear disposable gloves if exposed to blood

and other body fluids

.614 551

5 To wash hands after removing disposable gloves 588 485

To protect yourself from blood and body fluids of
2 i . i 485  .656 .651
all patients, regardless of diagnosis

To use personal protective equipment for face and
26 S82 257
body measurements

To comply with all Standard Safety Precautions
3 . . . 444 543 697
for all patients, regardless of diagnosis

To use protective shield if there is a possibility of
. . 482 506 662
splashing blood or other body fluids on the face

To wear protective clothing if blood and body
6 . . L 444 506 677
fluids are likely to splash and contamination

Note. Factor loadings < .3 are suppressed. First factor = Measures for contamination and compliance with the instructions, Second

factor = Measures for contamination by inhalation and body fluid, Third factor = Special bins for contamination and careful usage of

sharp materials, Forth factor = Usage of personal protective equipment for body fluid splash.
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3.3. Correlation Analysis

In order to detect the correlation between variables, bivariate correlations were
computed (Table 3.5). Hospital type (0 = Education and research, 1= University) was
negatively correlated with three factors of safety related behavior; measures for
contamination and compliance with the instructions (» = -.282, p = .001), measures
for contamination by inhalation and body fluid (» =-.239, p =.004), usage of personal
protective equipment for body fluid splash (» = -.187, p = .027). Furthermore, hospital
type was negatively correlated with four dimensions of safety culture; hospital
management support for health provider safety (» = -.289, p = .001), approaches
promoting safety in units (» = -.274, p = .001), personal protective equipment (r = -
309, p <.001), approach to emerging risks and preventing and controlling healthcare
associated infections (» = -.216, p = .012).

Job (0 = Doctor, 1 = Nurse) was found to be positively correlated with all factors of
the safety related behaviors; measures for contamination and compliance with the
instructions (» = .446, p < .001), measures for contamination by inhalation and body
fluid (» = .279, p = .001), special bins for contamination and careful usage of sharp
materials (» = .278, p = .001), usage of personal protective equipment for body fluid
splash (» = .280, p = .001). Moreover, job was also positively correlated with nine
dimensions of the safety culture; hospital management support for health provider
safety (» = .288, p = .001), approaches promoting safety in units (» = .384, p < .001),
organizational learning, continuous improvement and commitment to safety (r = .251,
p = .003), communication transparency (» = .174, p = .044), employment and
competency (r =.201, p = .020), staff education and training about safety issues (» =
175, p = .043), excessive workload and stress recognition (r = .293, p = .001),
personal protective equipment (» = .249, p = .004), approach to emerging risks and

preventing and controlling healthcare associated infections(» = .180, p = .037).

The factors of safety related behaviors were found to be positively correlated to each

other and dimensions of safety culture. The first factor of measures for contamination
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and compliance with the instructions was positively correlated with measures for
contamination by inhalation and body fluid (» = .729, p < .001), special bins for
contamination and careful usage of sharp materials (» = .506, p < .001), usage of

personal protective equipment for body fluid splash (» = .693, p <.001).

The first factor was also positively correlated with ten dimensions of the safety culture;
hospital management support for health provider safety (» = .256, p = .003),
approaches promoting safety in units (» = .275, p = .001), organizational learning,
continuous improvement and commitment to safety (»r = .258, p = .003),
communication transparency (r = .229, p = .008), investigation of error/accident and
feedback mechanism (» = .176, p = .042), employment and competency (» = .240, p =
.005), staff education and training about safety issues (» = .209, p = .015), excessive
workload and stress recognition (» = .253, p = .003), personal protective equipment
(r = .296, p = .001), approach to emerging risks and preventing and controlling

healthcare associated infections(» = .360, p < .001).

Also, the second factor of measures for contamination by inhalation and body fluid
has positive correlation with other factors and some dimensions; special bins for
contamination and careful usage of sharp materials (» = .408, p < .001), usage of
personal protective equipment for body fluid splash (» =.766, p <.001); also positively
correlated with ten dimensions of the safety culture; hospital management support for
health provider safety (» = .182, p = .035), communication transparency (r = .200, p
=.021), staff education and training about safety issues (» = .178, p = .040), excessive
workload and stress recognition (» = .187, p = .031), personal protective equipment
(r = .235, p = .006), approach to emerging risks and preventing and controlling
healthcare associated infections(r = .309, p < .001). The third factor of special bins
for contamination and careful usage of sharp materials was positively correlated with
usage of personal protective equipment for body fluid splash (» = .468, p < .001); also
positively correlated with just two dimensions of the safety culture; excessive
workload and stress recognition (» = .183, p = .034), approach to emerging risks and

preventing and controlling healthcare associated infections (» = .215, p < .013).
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Besides, forth factor of usage of personal protective equipment for body fluid splash
was found positively correlated with all dimensions except reporting of
errors/accidents and response to error/accidents; hospital management support for
health provider safety (» = .238, p = .006), approaches promoting safety in units (» =
213, p = .013), organizational learning, continuous improvement and commitment to
safety (» = .190, p = .028), communication transparency (» = .253, p = .003),
investigation of error/accident and feedback mechanism (» = .194, p = .025),
employment and competency (» = .259, p = .003), staff education and training about
safety issues (» = .236, p = .006), excessive workload and stress recognition (r = .272,
p =.002), personal protective equipment (» = .293, p = .001), approach to emerging
risks and preventing and controlling healthcare associated infections(r = .330, p <
.001).

The dimensions of safety culture were found to be positively correlated to almost each
other. All of the correlations were found statistically significant (»p < .001). In
particular the first three dimensions; hospital management support for health provider
safety, approaches promoting safety in units, and organizational learning, continuous
improvement, commitment to safety, are highly correlated to each other. Moreover,
excessive workload and stress recognition and personal protective equipment are

found to be highly correlated to other dimensions.
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3.4. Cultural and Behavioural Differences
3.4.1. Relationship between Hospital Type and Safety Culture

In order to compare the maturity of safety culture dimensions between two different
hospital types, education and research hospital and university hospital, 11 analysis of

variance were conducted (Table 3.6).

Education and research hospitals were evaluated significantly higher than university
hospitals in terms of four dimensions; hospital management support for health
provider safety, approaches promoting safety in units, personal protective equipment
and approach to emerging risks and preventing and controlling healthcare associated
infections dimensions. On the other hand, the hospitals were not significantly different
from each other in terms of the other dimensions; organizational learning, continuous
improvement, commitment to safety, communication transparency, reporting of
errors/accidents and response to error/accidents, investigation of error/accident and
feedback mechanism, employment and competency, staff education and training about

safety issues, excessive workload and stress recognition.
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The relationship between the means of safety culture dimension levels and hospital
types is presented in the Figure 3.1. The maturity levels of hospital management
support for health provider safety, approaches promoting safety in units, and personal
protective equipment, and approach to emerging risks and preventing and controlling
healthcare associated infections dimensions in university hospitals are better than

education and research hospitals.

Figure 3.1. Comparison of Hospital Types by Safety Culture Maturity
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The overall trend of the graph shows the safety culture is lying around bureaucratic
level for both hospital types. While education and research hospitals are more
consistent for all dimensions, university hospitals come close to almost reactive level
at the dimension of personal protective equipment. On the other hand, it is rather
above the border of the bureaucratic level at the dimension of investigation of
error/accident and feedback mechanism. When the both hospital types are taken into
consideration together, the hospitals in this study are said to be at the bureaucratic

level in term of safety culture.
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3.4.2. Relationship between Clinic Type and Safety Culture

In order to compare the maturity of safety culture dimensions between two different
clinic types, infectious diseases and internal diseases clinics, 11 analysis of variance
were conducted (Table 3.7).

Safety culture level of infectious diseases clinic was evaluated significantly higher in
terms of personal protective equipment dimension. On the other hand, infectious
diseases clinics and internal diseases clinics were not significantly different in terms
of other dimensions; hospital management support for health provider safety,
approaches promoting safety in units, organizational learning, continuous
improvement, commitment to safety, communication transparency, reporting of
errors/accidents and response to error/accidents, investigation of error/accident and
feedback mechanism, employment and competency, staff education and training about
safety issues, excessive workload and stress recognition, approach to emerging risks

and preventing and controlling healthcare associated infections.
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The relationship between the clinics in terms of the means of safety culture dimension
levels is presented in the Figure 3.2. The maturity levels look similar for both
infectious disease and internal disease clinics for all dimensions but only personal

protective equipment dimension is shown better in infectious diseases clinic.

Figure 3.2. Comparison of Clinic Types by Safety Culture Maturity
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The overall trend of the graph shows the safety culture is lying around bureaucratic
level for both clinic types. It can be said that the infectious and internal clinics in this

study are said to be at the bureaucratic level in term of safety culture.
3.4.3. Relationship between Safety Precautions Training and Safety Culture

In order to compare the maturity of safety culture dimensions between the participants
who receive safety precautions training and the participants who did not receive, 11

analysis of variance were conducted (Table 3.8).

Safety culture perception of participants receiving safety precautions training was
evaluated significantly higher in terms of hospital management support for health
provider safety, approaches promoting safety in units, staff education and training

about safety issues, excessive workload and stress recognition, personal protective
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equipment dimension, approach to emerging risks and preventing and controlling
healthcare associated infections. On the other hand, the perception of participants
receiving training were not significantly different from each other in terms of other
dimensions; organizational learning, continuous improvement, commitment to safety,
communication transparency, reporting of errors/accidents and response to
error/accidents, investigation of error/accident and feedback mechanism, employment

and competency.
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The relationship between the means of safety culture dimension levels and training is
presented in the Figure 3.3. The maturity level means of participants for six

dimensions are evaluated to be highly affected from the training.

Figure 3.3. Comparison of Safety Culture Maturity by Training
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3.4.4. Relationship between Injury Incidents and Safety Culture

In order to compare the maturity of safety culture dimensions between participants
without any injury and participants with at least one injury, 11 analysis of variance

were conducted (Table 3.9).

Safety culture perception of participants with injury was evaluated significantly higher
only in terms of hospital management support for health provider safety. On the other
hand, safety culture perception of participants without injury and participants with at
least one injury were not significantly different in terms of other dimensions;
approaches promoting safety in units, organizational learning, continuous

improvement, commitment to safety, communication transparency, reporting of
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errors/accidents and response to error/accidents, investigation of error/accident and
feedback mechanism, employment and competency, staff education and training about
safety issues, excessive workload and stress recognition, personal protective
equipment, approach to emerging risks and preventing and controlling healthcare
associated infections.
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The relationship between the means of safety culture dimension levels and injury
incident is presented in the Figure 3.4. The graphs look close to each other for all

dimensions except for hospital management support dimension.

Figure 3.4. Comparison of Safety Culture Maturity by Injury Incidents
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3.4.5. Relationship between Infection Incidents and Safety Culture

In order to compare the maturity of safety culture dimensions between participants
without any infection and participants with at least one infection, 11 analysis of

variance were conducted (Table 3.10).

The participants who had no infectious experience evaluated the maturity level of
excessive workload and stress recognition dimension better than the participants with
infectious. On the other hand, safety culture perception of participants without
infection and participants with at least one infection were not significantly different in
terms of other dimensions; hospital management support for health provider safety,
approaches promoting safety in units, organizational learning, continuous

improvement, commitment to safety, communication transparency, reporting of
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errors/accidents and response to error/accidents, investigation of error/accident and
feedback mechanism, employment and competency, staff education and training about
safety issues, personal protective equipment, approach to emerging risks and

preventing and controlling healthcare associated infections.
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The relationship between the means of safety culture dimension levels and infectious
incident is presented in the Figure 3.5. The distance between graphs at the excessive

workload and stress recognition dimension looks bigger than the other dimensions.

Figure 3.5. Comparison of Safety Culture Maturity by Infection Incidents
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3.4.6. Relationship between Hospital Types and Safety-Related Behaviours

In order to compare the compliance to the safety-related behaviours between two
different hospital types, education and research hospital and university hospital, 4

analyses of variance were conducted (Table 3.11).

The compliance to safety precautions of participants in the education and research
hospitals were found significantly higher than in the university hospitals at three
factors; measures for contamination and compliance with the instructions, measures
for contamination by inhalation and body fluid, usage of personal protective
equipment for body fluid splash. On the other hand, the compliance of participants was
not significantly different from each other with respect to hospital types at the factor

of special bins for contamination and careful usage of sharp materials.
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The relationship between the mean of the compliance to safety precautions and

hospital type is presented in the Figure 3.6.

Figure 3.6. Comparison of Safety-Related Behaviours by Hospital Type
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3.4.7. Relationship between Clinic Types and Safety-Related Behaviours

In order to compare the compliance to the safety-related behaviours between two
different clinic types, infectious disease and interior disease clinics, 4 analyses of

variance were conducted (Table 3.12).

The compliance to safety precautions of participants in the infectious disease clinics
were found significantly higher than in the interior disease clinics at all factors;
measures for contamination and compliance with the instructions, measures for
contamination by inhalation and body fluid, special bins for contamination and
careful usage of sharp materials, usage of personal protective equipment for body

fluid splash.
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The relationship between the mean of the compliance to safety precautions and clinic

type is presented in the Figure 3.7.

Figure 3.7. Comparison of Safety-Related Behaviours by Clinic Type
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3.4.8. Relationship between Safety Precautions Training and Safety-Related

Behaviours

In order to compare the compliance to the safety-related behaviours between the
participants who receive safety precautions training and the participants who did not

receive, 4 analyses of variance were conducted (Table 3.13).

The compliance to safety precautions of participants receiving safety precautions
training was found significantly higher than participants who did not receiving safety
precautions training at all factors; measures for contamination and compliance with
the instructions, measures for contamination by inhalation and body fluid, special bins
for contamination and careful usage of sharp materials, usage of personal protective

equipment for body fluid splash.
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The relationship between the mean of the compliance to safety precautions and

training is presented in the Figure 3.8.

Figure 3.8. Comparison of Safety-Related Behaviours by Training
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3.4.9. Relationship between Injury Incidents and Safety-Related Behaviours

In order to compare the compliance to the safety-related behaviours between
participants without any injury and participants with at least one injury, 4 analyses of

variance were conducted (Table 3.14).

The compliance to safety precautions of participants with injury was evaluated
significantly higher than participants without injury only at the factor of special bins
for contamination and careful usage of sharp materials. There is no significant
difference at the other three factors depending on the injury; measures for
contamination and compliance with the instructions, measures for contamination by
inhalation and body fluid, usage of personal protective equipment for body fluid

splash.
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The relationship between the mean of the compliance to safety precautions and injury

is presented in the Figure 3.9.

Figure 3.9. Comparison of Safety-Related Behaviours by Injury
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3.4.10. Relationship between Infection Incidents and Safety-Related Behaviours

In order to compare the compliance to the safety-related behaviours between
participants without any infection and participants with at least one infection, 4
analyses of variance were conducted (Table 3.15).

The compliance to safety precautions of participants with injury was not evaluated
significantly different from participants without injury only at any factors. The safety-
related behaviours performance of participants does not depend on getting infection.
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The relationship between the mean of the compliance to safety precautions and
infection is presented in the Figure 3.10. The all graphs are almost same and seem like
just one line, hence getting infection does not affect the performance of the safety-

related behaviours.

Figure 3.10. Comparison of Safety-Related Behaviours by Infection
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3.5. Hierarchical Regression Analyses

The relationships between demographic variables, safety behavior, safety culture and
occupational incidence were investigated deeply by regression analyses. Hierarchical
regression was employed and was applied with enter method where variables were
added successively. The hospital type (i.e. education and research hospital and
university hospital) and job (i.e. doctor and nurse) were introduced to the analysis
formerly as control variables while four factors (i.e. measures for contamination and
compliance with the instructions, measures for contamination by inhalation and body
fluid, special bins for contamination and careful usage of sharp materials, usage of
personal protective equipment for body fluid splash), safety culture dimensions and

the number of injury and infection incidence were entered secondly.
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3.5.1. Relationship between Safety-Related Behavior and Safety Culture

The relationship between four factors of safety behavior and culture dimensions with
the control variables were investigated by four separate hierarchical regression
analyses. In the first step, hospital type and job were included. In the second step, 11

dimensions of safety culture were entered into the model (Table 3.16).

For the first factor, contamination and compliance, the first step of model was
significant (F (2, 133) = 22.590, p = <.001) and explained 25.6% of the total variance
(R? = .256). However, the total model was not significant (F (13, 133) = 5.096, p =
.086) and explained 35.6% of the total variance (R? = .356). Only job (95% CI [.561,
1.156]) was found to be positively related to contamination and instructions. Nurses
were found to more tend to take measures for contamination and comply with the

instructions.

For the second factor, inhalation and body fluid, the model was significant (F (13,
133) = 3.222, p < .001) and explained 25.9% of the total variance (R? = .259). Job
(95% CI [.420, 1.251]) and the dimension of emerging risks and preventing and
controlling healthcare associated infections (95% CI [.110, .710]) were found to be
positively related to inhalation and needle stick while the dimension of organizational
learning, continuous improvement, commitment to safety (95% CI [-.624, -.068]) was
found to be negatively related to inhalation and needle stick. The results showed that
nurses and participants with higher maturity level of emergency risk dimension more
tend to take measures for infection through inhalation and needle stick. On the other
hand, participants with the higher maturity level of organizational learning take less

measures for such infection.

For the third factor, special bins and careful use, the first step of model was significant
(F(2, 133) = 7.296, p = .001) and explained 10.0% of the total variance (R? = .100).
However, the total model was not significant (F (13, 133) = 1.914, p < .05) and
explained 17.2% of the total variance (R? =.172). Only job (95% CI [.147, .611]) was
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found to be positively related to waste control and careful use. Nurses were found to

more tend to use special bins for contamination and use carefully sharp materials.

For the forth factor, personal protective equipment, the first step of model was
significant (F (2, 133) = 9.053, p < .001) and explained 12.1% of the total variance
(R? = .242). However, the total model was not significant (F (13, 133) = 2.941, p >
.05) and explained 24.2% of the total variance (R? = .242). Only job (95% CI [.311,
1.081]) was found to be positively related to personal protective equipment. Nurses
more tend to use personal protective equipment in case of body fluid.

To sum up, nurses have been found to be more compatible with the safety related
behaviours for all factors. Also, the higher maturity level of emergency risk dimension
iIs the better compliance the professionals have with the safety related behaviors only
at the second factor (i.e. inhalation and body fluid). Lastly, higher maturity level of
organizational learning has shown less compatible with safety related behaviours with

respect the same factor.
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3.5.2. Relationship between Occupational Incidence and Safety Culture

The relationship between four incidence (i.e. the number of injury and infection, also
the number of witness to injury and witness to infection cases) and culture dimensions
with the control variables were investigated by four separate hierarchical regression
analyses. The data with Z score, which was not in the range of -4 and +4, was not
taken for analysis. In the first step, hospital type and job were included. In the second
step, 11 dimensions of safety culture were entered into the model. It was not found
any significant relationship between occupational incidence and safety culture
dimensions. (Table 3.17)

In the test of relationship between the number of injury and culture dimensions, one
participant was excluded due to being an outlier. For the number of injuries, the model
was not significant (F (13, 128) = 1.026, p = .432) and explained 10.4% of the total

variance (R?=.104).

In the test of relationship between the number of witness to injury and culture
dimensions, one participant was excluded due to being an outlier. For the number of
witness to injury, the model was not significant (F (13, 127) = .535, p = .899) and
explained 5.7% of the total variance (R? = .057).

For the number of infections, the model was not significant (F (13, 128) =1.138, p =
:335) and explained 11.4% of the total variance (R*= .114).

In the test of relationship, the number of witness to infection and culture dimensions,
one participant was excluded due to being an outlier. For the number of witness to
infection, the model was not significant (F (13, 125) = .666, p = .792) and explained
7.2% of the total variance (R?=.072).
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3.5.3. Relationship between Occupational Incidence and Safety Behavior

The relationship between four incidence (i.e. the number of injury and infection, also
the number of witness to injury and witness to infection cases) and safety behavior
factors with the control variables were investigated by four separate hierarchical
regression analyses. The data with Z score, which was not in the range of -4 and +4,
was not taken for analysis. In the first step, hospital type and job were included. In the
second step, 4 factors of safety behavior were entered into the model. It was not found
any significant relationship between occupational incidence and safety behavior.
(Table 3.18)

In the test of relationship between the number of injury and safety behavior factors,
one participant was excluded due to being an outlier. For the number of injuries, the
model was not significant (F (6, 133) =.569, p =.754) and explained 2.6% of the total

variance (R? = .026).

In the test of relationship between the number of witness to injury and safety behavior
factors, one participant was excluded due to being an outlier. For the number of
witness to injury, the model was not significant (F (6, 133) = .913, p = .488) and
explained 4.1% of the total variance (R? = .041).

For the number of infections, the model was not significant (F (6, 134) = .432, p =
.857) and explained 2.0% of the total variance (R? = .020).

In the test of relationship, the number of witness to infection and culture dimensions,
one participant was excluded due to being an outlier. For the number of witness to
infection, the model was not significant (F (6, 131) = 1.119, p = .355) and explained
5.1% of the total variance (R? = .051).
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CHAPTER 4

DISCUSSION

4.1. Overview

The present study has two main objectives; one is to develop a tool to determine the
safety culture levels at infectious and internal disease clinics and the other is to
investigate the relationship between safety culture level and safety related behaviors.
In this sense, in Study 1, safety culture matrix with 11 dimensions and 5 maturity
levels were developed. Also, in Study 2, safety behavior questionnaire was developed
by the revision of an existing checklist. Finally, in Study 3, the developed safety

culture matrix and safety behavior questionnaire were applied together to the clinics.

In the following section, the summary and discussion of the findings in terms of the
factor structure of the questionnaire, and regression predictions are discussed in the
light of literature. In addition to these, the contributions of the present study, and

limitations and suggestions for future studies are also addressed.
4.2. Discussion of Study Findings
4.2.1. The Evaluation of Safety Culture: Framework and Maturity Levels

Safety culture is an abstract but meanwhile underlying concept of the majority
organizational issues. Therefore, a measurement tool to define qualitatively the
existing safety culture as concrete is very crutial. The framework is not only for
determination, but also it can be used as a guide for improvement. In this sense, this
study has been used the same methodology and theoretical framework with the
Manchester Patient Safety Framework (Kirk et al., 2007). The dimensions were
determined by literature review and the receiving the opinions of the professionals;

however, any workshop have not been arranged to determinate dimensions unlike the
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reference study. Also, since insufficient reporting the accidents, incidents or near
misses, and hence the archival data could not have been taken into consideration
during the determination of dimensions. The specified dimensions have been informed

to interviewee before description the levels and they have been determined.

In the present study, eleven dimensions have been determined. When the dimensions
have been compared the reference study, both studies suggested five common
dimensions (i.e. management support, organizational learning, incident investigation,
communication and education). However, the dimensions have not been described
exactly in a same manner. For instance, the dimension of hospital management
support for health provider safety in the present study have covered the dimensions of
overall commitment to quality and priority given to patient safety (Kirk et al., 2007).
Moreover, the description of the present study has been more comprehensive and
detailed. The other study in pharmacy (Ashcroft et al., (2005) also contains same
dimensions except for priority to safety. On the other hand, a review, which about
patient safety climate in acute hospital settings, determined the common seven
dimensions covered by the reviewed tools (Alsalem, Bowie, and Morrison, 2018). The
present study has also included all common dimensions except for teamwork.
Although most work has handled teamwork as a separate dimension, the present study
has not. While determination of the dimensions, a dimension of teamwork within units
and across hospital units was added to the framework. However, the professionals
have suggested to distribute the questions of the dimension to the others in order to

avoid repetition and confusion.

During the interviews, some interviewees have confused especially reactive with
bureaucratic, and proactive with generative level. Therefore, the detailed description

of maturity levels is crutial.

When the overall evaluation has been made, the clinics have been found in the level
of bureaucratic for majority of dimensions. Besides, some of them have extended

towards the proactive level and some of them towards the reactive level. This situation

74



might be originated from the management policy that the government put into action
but that is not adopted by the hospitals. Thus, according to the research that was
conducted by Oztiirk, Babacan, and Anahar (2012), the communiqué that is related to
the safety of patient and worker and follows the international standards, is being
applied in the hospitals but the most of the workers are not aware of it. This situation
has been compatible with the top-bottom nature of bureaucratic level (Hudson et al.,
2000b). Organizations moves away from their current level if the workers involve in
the safety. Awareness and informed individuals are needed for this involvement.
Marshall et al. (2017) states that the speaking up and discussion about the safety issues
is stimulated in order to improve their weaknesses in the area when the staff’s

awareness raises.

All dimensions of safety culture have been found to be correlated to each other.
Haktanir (2011) also found positive correlation between dimensions. In particular, the
three dimensions (i.e. hospital management support for health provider safety,
approaches promoting safety in units and organizational learning, continuous
improvement, commitment to safety) are highly correlated to each other. The definition
of the (see Table 2.2) first two dimensions are mostly about the attitude of the
managers or the senior staff. The result shows the importance of the leaderships for
improvement of the safety culture. The safety literature also has many studies that
emphasize the positive relationship between them (Du and Sun, 2012; Wu, Chen, and
Li, 2008; Zohar, 2003). Also, Pekpak Findik¢ioglu, (2018) states that leadership was
positively correlated with concerning and reporting accidents, communication and
feedback, occupational health and safety in daily task. At the same time, the three
dimensions of approaches promoting safety in units and organizational learning,
continuous improvement, commitment to safety and communication transparency are
highly correlated to the other dimensions. Namely, if the more enthusiastic and
dedicated the management is the more commitment, improvement and openness are.

Thus, the other dimensions might become more mature.
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The four factors of the SPQ have been found to be positively correlated to each other
and some of the dimensions of safety culture. (Haktanir, 2011) also found positive

correlation between the factors.
4.2.2. Factor Analysis of the Safety Precautions Questionnaire

In the present study, according to the principal components analysis with the rotation
of promax with Kaiser normalization, the factor structure of the Safety Behaviors
Questionnaire was found to be four different factors. Likewise, Haktanir (2011),
whose study is reference of the questionnaire, also accepted four-factor solution.
However, the factor structure and names are different; yet two studies have a mutual
factor whose name is personal protective equipment. In fact, the names of other factors
in the previous study are not preferred because the factor structure of the present study

includes more versatile items so it needs more inclusive names.

The item of “to use of personal protective equipment that is suitable for my face and
body size” was excluded because of getting more reliable. The omission is plausible
since the item is actually about the physiological ergonomics; it is not directly related

to workers safety.

4.2.3. Relationships between Safety Culture, Safety-Related Behaviors and

Occupational Incidences

Education and research hospitals were evaluated higher than university hospitals in
terms of hospital management support for health provider safety, approaches
promoting safety in units, personal protective equipment and approach to emerging
risks and preventing and controlling healthcare associated infections dimensions. One
of the reasons of the difference may be the frequency of the change in workers with
respect to hospital type. For example, since the internship of the medicine students for
several months in university hospitals, education and research hospitals are relatively
more stable than university. New comings’ adaptation to the existing safety culture,
and the difference in the culture in this course may result to lower safety culture. On

the other hand, the correlation between dimensions may also contributed to this
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difference. Analysis has shown positive correlation between the higher hospital
management support for health provider safety and the other four dimensions.
Likewise, the participants in the education and research hospitals have been found to
be better at the compliance to safety precautions (i. e. measures for contamination and
compliance with the instructions, measures for contamination by inhalation and body
fluid, usage of personal protective equipment for body fluid splash.). The positive
correlation between safety culture and safety-related behaviours may also contribute

to the difference.

Safety culture level of infectious diseases clinic was evaluated higher than interior
disease clinic only in terms of personal protective equipment dimension. Moreover,
the compliance to safety precautions in the infectious disease clinic higher than the
interior disease clinic at all factors; measures for contamination and compliance with
the instructions, measures for contamination by inhalation and body fluid, special bins
for contamination and careful usage of sharp materials, usage of personal protective
equipment for body fluid splash. The nature of this clinic necessitates more tasks that
are prone to get infection. Because of the high risk, the attitude of management to
safety issues may differ. For example, in this study, the number of workers receiving
safety precautions training is higher in the infectious disease clinic. Such situation may

results the difference.

The participants receiving safety precautions training evaluated the maturity level of
safety culture as higher in terms of hospital management support for health provider
safety, approaches promoting safety in units, staff education and training about safety
issues, excessive workload and stress recognition, personal protective equipment
(PPE) dimension, approach to emerging risks and preventing and controlling
healthcare associated infections. Training raises the awareness of the trainees; the
hospitals’ actions may be informed and so workers may determine their states within
this scope. For example, the description of first and second dimensions has a question
like “Is there any safety policy?” or “Is the risk assessment and related improvement

shared with workers?” or “Is improvement based on risk assessment”. The responds
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of such questions may differ after training. More mature dimension of education and
training is quite plausible after training. Usage of the PPE’s is usually positively
related to knowledge of how and why they have to use (Efstathiou, Papastavrou,
Raftopoulos, and Merkouris, 2011). These dimensions have been rated as higher
nevertheless they have still stood around bureaucratic level, have not reach proactive
level. So, training may have raised awareness about safety issues, and hence the
awareness may have increased the maturity of safety culture. Therefore, in order to

acquire more mature safety culture, training may be necessary but not enough.

Likewise, training have increased the compliance to the safety precautions. The
participants, who receive training, take measures for contamination, inhalation and
body fluid more frequently than the participants who do not receive the training.
Moreover, the trained participants use sharp materials and personal protective
equipment more carefully and frequently. The effect of the training has also been
declared in other studies. Fugas, Silva, and Melia (2012) have also stated that the
number of safety trainings have positively impact on proactive safety behaviors.
Another study that investigates the influencing factors to compliance with standard
precautions has revealed that continuous reminders and education is required to

implement the rules and to improve compliance ( Efstathiou et al., 2011).

The participants with injury have evaluated the maturity level of safety culture higher
only in terms of hospital management support for health provider safety than the
participants without injury. The reason why this dimension was found statistically
significant might be the fact that when workers get some trouble about safety and
health, they might meet the attitude of the management to this issue and might get
awareness about management support. On the other hand, the experience of injury has
not changed the perception of the management support much. The dimension has been
still lying around bureaucratic level. That is, participants do not expect management
to take a proactive approach, whether have experienced injury or not. On the other
hand, participants with injury were found to behave more carefully to use sharp

metarials and contaminated waste control. However, the performance of the other
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factors of the safety-related behaviours (i.e. measures for contamination and
compliance with the instructions, measures for contamination by inhalation and body
fluid, usage of personal protective equipment for body fluid splash) do not differentiate
depending on the injury. This may also result from the way of experience of the injury.
In order to check the prediction, the detailed report of the incident should be

investigated.

The participants who had no infection evaluated the maturity level of excessive
workload and stress recognition dimension better than the participants with infection.
The evaluation shows that the more excess workload is, the more frequently the
participants experience infections. Thus, if the workload is reduced or distributed in a
more planned manner, the frequency of infection may be reduced. On the other hand,
getting infection was not found to be related to the frequency of the safe behaviours
performance. Depending on the self-reporting of the participants, there is no direct
relationship between the compliance to safety-related behaviours and getting
infection. However, the finding should be controlled by the incidence report or any
other methods.

The regression analysis shows that nurses are better than doctors at all factors of safety
related behavior (i.e. contamination and instructions, inhalation and needle stick,
waste control and careful use, personal protective equipment). Several reasons may be
underlying; for example, nurses do these tasks more frequently than doctors and do
them as main occupation. Another reason might be the fact that doctors’ perspective
to managerial hierarchies. Flin and Yule (2004) states that the difference between
healthcare and industry and states that doctors do not always approve managerial
hierarchies, and so the management commitment to safety does not affect their

behaviors as much as the others.

The present statistical results already show that doctors' evaluation of the dimension
of hospital management support for health provider safety is lower than nurses. Nurses

have thought that the hospital management support are tend to be away from the
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bureaucratic level and closer to proactive level. In the study of Yang, Wang, Chang,
Guo, and Huang (2009), the physicians have been also found to have lower perception
of safety culture and safety performance than the other jobs in healthcare (i.e. nurses
and technologists). On the other hand, in patient safety, some studies have showed that
doctors’ perceptions of hospital management support are better than the nurses (Celen,
Teke, and Cihangiroglu, 2014; Nazik et al., 2018). There have been also the studies
that stated no difference between job groups like Filiz's study (2009). In this sense,
although the dimensions for patient and worker safety are common, their evaluation

might differentiate.

The other regression analysis has shown that the participants, which have perceived
the dimension of organizational learning, continuous improvement and commitment
to safety more mature, have been found to take less measures for the infection through
inhalation and needle stick. According to Hudson et al. (2000), some extrinsic
motivators may prevent intrinsic motivation. When the workplace environment is
open to learning, and improvement but there is lack of mechanism for adoption of the
learnings, workers might not act in safe manner. On the contrary, the participants,
which have perceived the dimension of approach to emerging risks and preventing
and controlling healthcare associated infections, have been more tend to take measures
for contamination and comply with the instructions, and also for infection through
inhalation and needle stick. Also, the participants are also more tend to use special
bins for contamination and use carefully sharp materials. The reference study
(Haktanir, 2011) found that perceptions on safety climate’ dimension of teamwork
was a good predictor of personal protective equipment usage and hand-hygiene factors
of the safety behaviors. Obviously, there have been different settings of the studies;
such as the study had only nurses as participant, different factors of behaviour

questionnaire and different dimensions of the safety culture.

In this study, any relationship between the occupational incidences and safety culture
dimensions has not been found. However, many studies have revealed the relationship

in various areas. For example, Lin et al. (2017) have stated that, the approach of senior
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management to improve the safety climate affect the managements’ attitude towards
safe workplace. The existing safe environment influence the perception of healthcare
workers of safety climate and safety behaviours and outcomes. The present study has
investigated the direct impact of safety culture upon the safety behavior. However,
Griffin and Neal (2004) have acknowledged that managements send implicit and
explicit messages to their workers with supporting and developing a safety climate
within an organization; the messages says about the expectation of management about
safety. Furthermore, in the literature, there are many studies that researches both direct
and indirect effect of safety by modelling study with some mediator. For example,
Cooper and Phillips (2004) found direct relationships between safety climate and
safety behavior presented at the different rates (e.g. management actions and the
perception about importance of safety training are predictive of behavior). On the
other hand, their model of Christian, Bradley, Wallace, and Burke (2009) model
covers safety behavior, safety knowledge and motivation, and safety climate; they
handle safety climate as distal-person related factor, and knowledge and motivation as
proximal person-related factors. Hence, the distal factor has impact on proximal
person-related factors and they affect safety in working environment, as well.
Furthermore, Fugas et al. (2012) states that the factors, which have impact on the
safety behavior, are important to classify as the antecedents and the determinants; or
distal and proximal. This is crutial since the relation with proximal determinant is
expected to be stronger than the relation with distal antecedents. In their study,
mediation analysis demonstrates safety climate as indirect predictor of safety
behaviors. In this sense, the reason of no relationship between the nine dimensions of

safety culture and behaviours may be associated the modelling of the study.

In addition, Neal and Griffin (2006) have stated that perceptions of safety climate have
shown to have positive correlation with safety behaviors. However, the present study
has positive relation in only one dimension and negative relation in one dimension;
there is no relationship for nine dimensions. This situation may result from the

structure of the safety behavior questionnaire. Neal and Griffin (2006) have measured
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safety behaviours by combining safety compliance and safety participation. In the
present study, though, safety behavior measure comprises only the component of

safety compliance.
4.3. Implication

The developed safety culture matrix is not just a tool for measurement. It also raises
the awareness and guides the clinics to move their safety culture forward since it does
not only profile the current situation but also explain how more mature level have to
be.

Also, the tool may be used to determine the differences in perceptions between
professional groups in one department or organization. Thus, different approach to
improve safety can be adopted for each group. During the implementation of the safety
culture matrix, in the stage of the planning and awareness, some workers are also
included. Therefore, the tool does not come from top to bottom; instead is occurred in
the application area itself.

Moreover, the tool could be used as before-after measure to assess the change in the
level of the safety culture after the developments or the intervention regarding safety.

The training and getting injuries have been found to increase the perception of the
safety culture. This may be indication of raising of awareness. Since culture levels
have still stayed around bureaucratic and could not reach the proactive level. In that
point, participation of the workers in the safety system may improve the safety culture

effectively.
4.4. Limitation & Future Suggestions

The safety culture matrix is slightly long and complicated according to ordinary 5-
likert scale questionnaires. Thus, a protected time is required to grasp the logic of the
matrix, to distinguish the five levels of the culture maturity and to complete the
assessment without time pressure. In this sense, management support for the

application of the matrix is crutial in order to define the safety culture level correctly.
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In the present study, any significant relationship between occupational incidence (i.e.
injuries and infections) and safety culture dimensions was not found. Also, safety
related behavior had not statically significant relationship with occupational
incidence. Although the model explained 10.4% and 11.4% of the total variance for
the number of injuries and infections, respectively, it was not significant. This may
result from the small number of data set. Also, the data in this study was self-reported.
When it comes to self-reporting, it would not be surprising to meet with social
desirability, under-reporting and response bias. In future research, more reliable data,
which may be taken from the self-reported past behavior or accident, should be used
(Fugas et al., 2012) . In this study, however, since the clinics did not have an active
working report system, archival data was not used. Therefore, an analysis for
incidence-culture relation may be realized by more data collected from the accident
reports or with observation in future studies in order to determine the association
between them. Lastly, the use of qualitative data instead of quantitative data will

provide to collect more eligible information (Fugas et al., 2012).

In this study, just two dimensions predict the safety-related bahviours. This may be
because of the content of the questionnaire. The questionnaire contains items
especially related to infection. More comprehensive questionnaire that covers the
other safety issues may be more associated to safety culture. On the other hand, the
culture has not predicted to the incidence. In the future study, the relationship between

safety culture and incidence may be investigated with some mediator factors.

In the present study, safety meetings or workshops were not organized in order to give
information to participants prior to interview. Instead, all interviewees were informed
individually. Nevertheless, a workshop could have been better to provide participants
with a clear and detailed view of the whole study, thus, they could have been more

focus on the project.
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4.5. Conclusions

The safety culture, which covers the belief and attitudes of all individuals within the
organizations, extends to all parts of the organization, and hence influences workplace
environment, workers’ performance, underlying reasons of behaviors, accidents and
injuries. Since the importance and abstract characteristic of the safety culture, the tool
to determine how safety culture occurs in the clinics has been developed. The tool will
be helpful for understanding and improvement of the culture. HcPro-SCuF has shown
that the safety culture of education and research hospitals (Figure 4.1) is mainly at
bureaucratic level like university hospitals (Figure 4.2). Besides, while some
dimensions are close to reactive level, the others are close to proactive level. Infectious
disease clinics (Figure 4.3) are similar safety culture with internal disease clinics
(Figure 4.4), and the culture are lying around bureaucratic level.

Moreover, when the safety performance was researched, the nurses have been found
to be better than the doctors. The training has shown a significant impact on the safety
performance. Safety culture dimensions are highly correlated to each other. Some of
the safety culture dimensions have relationship with some factors of the safety related

behaviors.
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Dimensions Pathological | Reactive |Bureaucratic| Proactive | Generative

Hospital management support

for health provider safety

Approaches to promoting

safety in clinic

Organizational learning,
continuous improvement,

commitment to safety

Communication transparency

Reporting of errors/accidents
and response to

error/accidents

Investigation of error/accident

and feedback mechanism

Employment and competency

Staff education and training

about safety issues

Excessive workload and stress

recognition

Personal protective

equipment

Approach to emerging risks

and controlling healthcare

associated infections

Figure 4.1. Safety Culture Maturity Level of Education and Research Hospitals

Note I: The scores were between 1 — 1.5, the level was admitted as pathological: 1.5 - 2.5 as reactive;
2.5 — 3.5 as bureaucratic; 3.5 — 4.5 as proactive; 4.5 — 5 as generative.Note II: If the difference
between level score and real value of the level (pathological: 1, reactive: 2; bureaucratic, 3; proactive,
4; generative, 5) was greater than .10, the second closest level was also marked with lighter colour.
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Dimensions

Pathological

Reactive

Bureaucratic

Hospital management support

for health provider safety

Proactive

Generative

Approaches to promoting

safety in clinic

Organizational learning,
continuous improvement,

commitment to safety

Communication transparency

Reporting of errors/accidents
and response to

error/accidents

Investigation of error/accident

and feedback mechanism

Employment and competency

Staff education and training

about safety issues

Excessive workload and stress

recognition

Personal protective

equipment

Approach to emerging risks
and controlling healthcare

associated infections

Figure 4.2. Safety Culture Maturity Level of University Hospitals

Note I: The scores were between 1 — 1.5, the level was admitted as pathological: 1.5 - 2.5 as reactive;
2.5 - 3.5 as bureaucratic; 3.5 — 4.5 as proactive; 4.5 — 5 as generative. Note II: If the difference
between level score and real value of the level (pathological: 1, reactive: 2; bureaucratic, 3; proactive,
4; generative, 5) was greater than .10, the second closest level was also marked with lighter colour.
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Dimensions Pathological | Reactive |Bureaucratic| Proactive | Generative

Hospital management support

for health provider safety

Approaches to promoting

safety in clinic

Organizational learning,
continuous improvement,

commitment to safety

Communication transparency

Reporting of errors/accidents
and response to

error/accidents

Investigation of error/accident

and feedback mechanism

Employment and competency

Staff education and training

about safety issues

Excessive workload and stress

recognition

Personal protective

equipment

Approach to emerging risks

and controlling healthcare

associated infections

Figure 4.3. Safety Culture Maturity Level of Infectious Disease Clinics

Note I: The scores were between 1 — 1.5, the level was admitted as pathological: 1.5 - 2.5 as reactive;
2.5 - 3.5 as bureaucratic; 3.5 — 4.5 as proactive; 4.5 — 5 as generative. Note II: If the difference
between level score and real value of the level (pathological: 1, reactive: 2; bureaucratic, 3; proactive,
4; generative, 5) was greater than .10, the second closest level was also marked with lighter colour.
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Dimensions

Pathological

Reactive

Bureaucratic

Hospital management support

for health provider safety

Proactive
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Approaches to promoting

safety in clinic

Organizational learning,
continuous improvement,

commitment to safety

Communication transparency

Reporting of errors/accidents
and response to

error/accidents

Investigation of error/accident

and feedback mechanism

Employment and competency

Staff education and training

about safety issues

Excessive workload and stress

recognition

Personal protective

equipment

Approach to emerging risks
and controlling healthcare

associated infections

Figure 4.4. Safety Culture Maturity Level of Internal Disease Clinics

Note I: The scores were between 1 — 1.5, the level was admitted as pathological: 1.5 - 2.5 as reactive;
2.5 - 3.5 as bureaucratic; 3.5 — 4.5 as proactive; 4.5 — 5 as generative. Note II: If the difference
between level score and real value of the level (pathological: 1, reactive: 2; bureaucratic, 3; proactive,
4; generative, 5) was greater than .10, the second closest level was also marked with lighter colour.
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B. Dimensions and Questions of HcPro-ScuF in Turkish

Giivenlik Kiiltiirii Boyutlar: ve Sorulart

Boyutlar Sorular

Hastanenin ISG konusunda tutumu nasildir?
Bir politikast var midir?

Onceligi neye vermistir, ISG’nin 6nceligi hangi sathadadir?

Hastane yénetiminin Ise alimlarda saglik/ise uygunluk kontrolii yapilir m1?
Yasal sartlara uygunluk izleiyor mu?

Diizenli ISG hedefleri olusturuluyor mu?
(SC1) Risk degerlendirme ve ¢aliganla paylagim yapiliyor mu?

ISG konusunda calisan takimlar mevcut mu?

calisan giivenligine destegi

Kidemli personelin ISG kriterleri cercevesinde calisan personel tepkisi

nasildir?
Personelin ISG konusundaki fikir ve onerileri hocalar/supervisorlar
Kliniklerde giivenligi tarafindan dikkate alinir m1?
iyilestirici yaklagimlar Is yogunlugunun fazla oldugu zamanlarda hocalar/supervisorlar isin

hizl1 yiirtitiilmesi icin ISG kriterlerini goz ard1 ederler mi?
Tekrar eden hata/kaza karsisindaki tutum nasildir?
Iyilestirmeler risk degerlendirme kokenli mi?

(SC2)

Calisma ortaminin daha saglikli ve giivenli olmasi igin saptanan
hedeflere yonelik ¢aligmalar yapilir mi?
Organizasyonel 6grenme- ' Hatalardan dersler mi ¢ikarilir yoksa tizeri mi ortiiliir?
ISG ile ilgili bir degisiklik yapildiginda verimi degerlendirilir mi?
Yonetim, diizenli araliklarla hedefe ulagsma durumunu kontrol ediyor mu
baglilik (SC3) ve gozden geciriyor mu?

stirekli iyilesme-giivenlige

Personel saglikli ve giivenli is ortamini tehdit eden bir durum
farkettiginde fikirlerini ne dl¢lide/ne sekilde paylasir?
ISG konusunda kararlar alimirken fikri alinir m1, konuya dahil edilir mi?
ISG ile ilgili bir dokiimantasyon sistemi/veri taban1 var m1?
Erisimde gii¢liik yasantyor mu?

Ilesitim seffaflig1 (SC4)

Hata/Kaza oldugunda ilgili birimlere bildirir mi?
Boyle bir birim bulunur var midir ve ne kadar zamanda bildirim yapilir?
Bir raporlama sistemi var midir ve kayitlar kontrol edilir mi?
hata/kaza karsisindaki Personel hata/kaza yaptiginda nasil davranir?
Aleyhine kullanilmas1 korkusuyla gizler mi?

Ya da bir sorun varsa, ¢6ziim bulunacag bilinciyle hatayi/kazay1 bildirir
(SC35) mi?

Hatay1/Kazayi raporlama ve

tepki ve hesap verebilirlik
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Hata/Kaza arastirmasi ve
geri bildirim mekanizmasi
(SCo)

Istihdam, yeterlilik ve
yetkinlik (SC7)

Personelin ISG Egitimi
(SC8)

Asiri i yuki ve stress
faktorleri (SC9)

Kisisel koruyucu donanim
(SC10)

Beklenmeyen risklerle
karsilagildiginda,
acil durumlarda risklere
yaklagim sekli ve
enfeksiyon kaynaklarinin
kontrolii (SC11)

Hata/kazanin sebepleri aragtirilir m1?

DOF arastirma sirasinda odak noktasi olay midir yoksa kisi mi?
Hata/Kaza tekrarin1 6nlemeye yonelik bir 6nlem alinir m1?
Alindiginda yapilan degisiklik/iyilestirme personele nasil bildirilir?
Alinan 6nleme yonelik geribildirimde bulunma durumu nasildir?
Ozellikle insan hatas1 tespit edip iyilestirmeleri saglarken yaklasimin
kok analizine yonelik, sistematik olmasina dikkat ediliyor mu?

Personel sayisi is yiikiiniin listesinde gelmek i¢in yeterli midir?
Personel, verilen goéreve mesleki agidan uygun mudur?
Personelin ¢alisma saatleri isin saglikli ve giivenli bir sekilde
ylriitilmesinde olumlu/olumsuz etkisi var midir?

Kriz modunda, ¢ok fazla ve hizli bir sekilde mi ¢aligilir, 6ncelik nereye
verilir, igin bitmesi vs. giivenlik?

Givenlikle ilgili kisi bazinda gorev, yetki ve sorumluluklar tanimlanmig
mu, kisiler bunu biliyor mu, uygulamada engeller var mi1?

Personel, ISG konusunda nasil, nigin ve ne zaman egitilir, bir egitim
programi var midir?
Personel bu egitimler hakkinda ne diisiiniir?

Is yogunlugu saglikli ve giivenli ¢alisma ortammin saglanmasini
engelleyecek nitelikte midir?
Is yogunlugu ve bundan kaynaklanan stres faktorii personeli saghigini
etkileyebilecegini kontrol eden bir mekanizma var m1? (tespit,
iyilestirme?)

Maruz kalinan risk faktoriine uygun KKD saglanir mi1? Personel
gerektiginde kullanir m1?
Kullaniminda zorluk ¢ekilen ya da uygun olmayan KKD kullanimi
saglandiginda takinilan tutum nasil olur?

Olagandis1 enfeksiyon risklerle/vakalarla karsilasildiginda ne gesit
onlemler alinir?
ISG Egitimleri? Riskin niteligine gére KKDler?
Hangi acil durumlarla karsilagilabilecegi ve ne yapilacagt biliniyor mu?
Acil durum miidahale ekipleri var m1?
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C. Informed Consent Form

Goniillii Katilim Formu

Bu ¢alisma, ODTU Is Sagh@ ve Giivenligi Programinda yiiksek dgrenimini
devam ettirmekte olan Kadriye Cinar tarafindan Ankara’da birtakim hastanelerin
enfeksiyon hastaliklart ve dahiliye kliniklerinde siirdiiriilmesi planlanan bir
calismadir. Calismanin amaci, hastanelerde giivenlik kiiltiir seviyesini tespit etmek ve
kiltir seviyesini, giivenlik davraniglar ile iliskilendirmektir. Calismaya katilim,
tamamiyla goniilliiliik temelinde dayanmaktadir. Ankette, sizden kimlik belirleyici
hicbir bilgi istenmemektedir. Cevaplariniz tamamiyla gizli tutulacak ve sadece
aragtirmacilar tarafindan degerlendirilecek; elde edilecek bilgiler bilimsel yayinlarda
kullanilacaktir.

Anket, genel olarak kisisel rahatsizlik verecek sorular1 igermemektedir.
Ancak, katilim sirasinda sorulardan ya da herhangi baska bir nedenden 6tiirii kendinizi
rahatsiz hissederseniz cevaplama isini yarida birakip ¢ikmakta serbestsiniz. Boyle bir
durumda anketi uygulayan kisiye, anketi tamamlamadiginizi sdylemek yeterli
olacaktir. Anket sonunda, bu ¢caligmayla ilgili sorulariniz cevaplanacaktir. Katildiginiz
icin simdiden tesekkiir ederim. Caligma hakkinda daha fazla bilgi almak i¢in Kadriye
Cinar (E-posta: cinarkadriye@gmail.com) ile iletisim kurabilirsiniz.

Bu ¢calismaya tamamen goniillii olarak katiliyorum ve istedigim zaman yarida kesip
ctkabilecegimi  biliyorum. Verdigim bilgilerin bilimsel amag¢ch yayimlarda
kullanilmasini kabul ediyorum. (Formu doldurup imzaladiktan sonra uygulayiciya
geri veriniz).
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D. Demographic Information Form

Yonerge: Asagida swralanan kigisel bilgiler sadece bu c¢alismayi yiiriitenler
tarafindan baska kimseyle paylasilmaksizin tez calismasi analizleri igin
kullanilacaktir.

Katiliminiz icin simdiden tesekkiirler..

Y aSINIZ: o
Cinsiyetiniz: __ Kadin _ Erkek
Egitim Durumunuz (En son tamamlanan okul/uzmanlik/yan dal programi):
Mezuniyet yiliniz: ............oooviiiiiiiiiiiiin
Calismakta oldugunuz hastanenin tiirii:

___ Egitim ve Arasirma ___ Universite _ Devlet  Ozel
Goreviniz:

_ Uzman Doktor __ Asistan Doktor ___Hemsire
Calismakta oldugunuz klinik:

___Enfeksiyon Hastaliklar1 ve Mikrobiyoloji ~ Dahiliye =~ Diger

Doktor/Hemsire olarak toplam kag yil ¢alistiniz? ...........ccccvveevieencieeniieeen.

Bu hastanede kag yildir calisiyorsunuz? ..........cccoeeeiiieiiiieeiieeeeeee e
Bu klinikte kag¢ yildir calistyorsunuz? ...........ccceeevvieeniiieniieeeiieeciie e

Bir haftada toplam kag saat ¢caliSiyorsunuz? ...........cccccveeviieevieeniieencieeeiee e
Bir ayda ortalama kag¢ ndbet tutuyorsunuz?.............cceeeevieeniieniennienieeeeneee
Bir giinde ortalama kag hasta ile ilgileniyorsunuz? ............cccccceviiiiiienineneennen.
Standart giivenlik tedbirleri konusunda egitim aldiniz m1?  Evet/Hayir

Bu egitimler hangi periyotla tekrar altyorsunuz? (Yilda/Ayda kag defa?)
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Calisma  hayatiniz  boyunca hafif bile olsa ka¢ kere yaralandiniz?

Calisma hayatiniz boyunca meslektaginizin hafif bile olsa kag kere yaralandigina sahit
oldunuz? ..o 1999999355 < s s nnereeeeeanns

Bu hastanedeki ¢aligma hayatiniz boyunca meslektasinizin hafif bile olsa kag¢ kere
yaralandigina sahit oldunuz? ..................coo

Calisma hayatiniz boyunca uygulama esnasinda kag kere enfeksiyona yakalandiniz?

Bu hastanedeki caligma hayatiniz boyunca uygulama esnasinda kag kere enfeksiyona
yakalandimiz? ....... ...

Calisma hayatiniz boyunca meslektasinizin uygulama esnasinda kag kere enfeksiyona
yakalandigina sahit oldunuz? ...

Bu hastanedeki c¢alisma hayatiniz boyunca meslektasinizin uygulama esnasinda kag
kere enfeksiyona yakalandigina sahit oldunuz? ...........cccccooiiiiiiiiiiniiiiiee

Calisma hayatiniz boyunca bir kaza/hata oldugunda “Tim Onlemler alinmasina
ragmen, kendi hatamdan dolay1 bu olay basima geldi.” seklinde bir yazi imzaladiniz
mi1? Kag Kere? ..o,

Bu hastanedeki ¢aligma hayatiniz boyunca bir kaza/hata oldugunda “Tiim dnlemler
alinmasina ragmen, kendi hatamdan dolay1 bu olay basima geldi.” seklinde bir yazi
imzaladimiz m1? Kag kere? .............oooiiiiiiiiiiiiee,

Caligsma hayatiniz boyunca meslektasinizin bir kaza/hata oldugunda “Tiim 6nlemler
alinmasina ragmen, kendi hatamdan dolay1 bu olay bagima geldi.” seklinde bir yazi
imzaladigina sahit oldunuz? Kag kere? ...

Bu hastanedeki ¢alisma hayatiniz boyunca meslektasinizin bir kaza/hata oldugunda
“Tim Onlemler alinmasina ragmen, kendi hatamdan dolay1 bu olay basima geldi.”
seklinde bir yazi imzaladigina sahit oldunuz? Kag kere? ...............cooiiiiinn.
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E. Healthcare Professionals Safety Culture Framework (HcPro-SCuF)
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F. Safety Precautions Questionnaire

Yonerge: Asagidaki olgekte, Standart Giivenlik Tedbirleri olarak adlandirilan 36
madde yer almaktadir. Liitfen, isinizi yaparken bu davramiglar: ne derecede takip
edebildiginizi bes basamakli (1= Hi¢bir zaman 5= Her zaman) dlgek iizerinde ilgili

kutucugu isaretleyerek belirtiniz.

Eger, siralanan maddelerde yaptiginiz is icin geceri olmayan bir ifade varsa “Uygun

Degil-UD” se¢cenegine karsilik gelen kutuyu isaretleyiniz.

Liitfen hi¢bir maddeyi bos birakmayiniz.

kullanmak

g § s | 5
= s
S El&| 2| g3
Ry = = 2 N =
S < < — S 20
> | Z E | @» 3 -
T 3 =5
1 Delici ve kesici cisimleri uygun atik kutusuna ) 3 4 s | up
atmak
Teshis ve tanisi ne olursa olsun, kendini tiim
2 hastalarin kan ve viicut sivilarina kars1 1 2 3 4 5 | UD
korumak
Teshis ve tanisi ne olursa olsun, biitiin hastalar
3 i¢in tiim Standart Giivenlik Tedbirlerine uymak ! 2 3 4 > |UD
4 Tek kullanimlik elfilvenlen giymeden once 1 5 3 4 s | up
elleri yikamak
5 Tek kullanimlik eld.lvenlerl ¢ikardiktan sonra 1 ) 3 4 s |up
elleri yikamak
Kan ve viicut sivilarinin sigrama ve bulagsma
6 | ihtimali oldugu durumlarda koruyucu bir giysi 1 2 3 4 5 | UD
giymek
Kan ve diger viicut sivilarina maruz kalma
7 ihtimali oldugunda tek kullanimlik eldiven 1 2 3 4 5 | UD
giymek
Goze bir sey sigrama veya bulagma ihtimali
8 oldugu zamanlar, koruyucu gozliikk kullanmak I 2 3 4 > | UD
Yiize kan ya da diger viicut sivilar1 sigrama
9 ihtimali oldugu zamanlar, koruyucu siperlik 1 2 3 4 5 | UD
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5 g = | =
= £ = | &
S E|g|2|£|4
= = = i N =
o= < < = — =
S| 72 E|®2 |2 =
== N -
10 Yiize kan ya da diger viicut sivilar1 sigrama 1 5 3 4 5 UD
ihtimali oldugu zamanlar, maske kullanmak
Sac ve sa¢li deriye kan ya da diger viicut
11 |[sivilar sigrama ihtimali oldugu zamanlar, bone | 1 2 3 4 5 | UD
kullanmak
Olasi kontamine olmus tiim tibbi sarf
12 malzemelerini tibbi/enfekte atik kovasina 1 2 3 4 5 UD
atmak
13 Kanla kontamme olmus her seyi qnceden 1 ) 3 4 s |up
belirlenmis uygun atik kovalarinin i¢ine atmak
Dokiilen tiim kan ve diger viicut sivilarinin
14 | derhal prosediir uygun olarak temizlenmesini 1 2 3 4 5 | UD
saglamak
Kan veya viicut sivilartyla kontamine olma
15 ihtimali olan bir alanda ¢aligirken bir sey 1 2 3 4 5 | UD
yememek veya icmemek
16 Kesici, delici veya batici aletleri kullanirken 1 2 3 4 5 UD
ozellikle dikkatli olmak
17 Kanla kontamine olmus ignelerin kiliflarin 1 2 3 4 5 uD
tekrar yerine takmamak
18 | Hastalardan kan almak i¢in kullanilmis olan 1 2 3 4 5 | UD
igneleri enjektdrden elle cikarmamak
19 Hastadan kan alirken eldiven kullanmak 1 2 3 4 5 UD
Hastanin tiikiiriigiiniin bulastigi tim
20 materyallere, kontamine materyal gibi 1 2 3 4 5 UD
muamele etmek
21 Calismaya baglamadan 6nce kendi 1 2 3 4 5 uD
viicudundaki a¢ik yaralar1 kapali hale getirmek
99 | Her islem dncesinde uygun teknige gore elleri | 2 3 4 5 | UD
su ve sabunla yikamak
23 Her islem sonrasinda uygun teknige gore 1 2 3 4 5 uD

elleri su ve sabunla yikamak
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Hicbir zaman

Nadiren

Zaman zaman

Sikhikla

Her zaman

Uygun Degil

24

Hastanede uygulanmakta olan enfeksiyon
kontrol programi ilkelerine uygun davranmak

[a—

W

N

c
W)

25

Kisisel koruyucu ekipmanlari (6nliik, eldiven,
maske, gozliik) giyme ve ¢ikarma sirasina
uygun giyip, ¢ikarmak

UD

26

Yiiz ve beden 6l¢iilerime uygun kisisel
koruyucu ekipmanlar kullanmak

UD

27

Entiibasyon ve aspirasyon sirasinda hastaligin
tanisina uyun maske (cerrahi maske ya da N95)
kullanmak

UD

28

Hava yolu 6nlemlerinin gerekli oldugu
durumlarda (Tiiberkiiloz, kizamik, su ¢icegi,
SARS) 6zel 6nlemler almak (Hastanin negatif
basingli odaya alinmasi, oda kapisinin kapali
tutulmasi gibi)

UD

29

Kizamik ve su ¢igegi karsi bagisikligim yok,
bu hastalara yaklagirken N95 kullanmak

UD

30

Asi ile 6nlenebilen bulasici hastaliklara karsi
bagisikligimi kan testleri ile kontrol etmek

UD

31

Akciger ve larenks tiiberkiiloz tanisi1 veya
siiphesi olan hastaya yapacagim islemlerde
N95 solunum maskesi kullanmak

UD

32

Kan, idrar/gaita inkontinansi, agik direnaj,
akintili yara gibi durumlar s6z konusu ise
eldivene ek olarak steril olmayan temiz bir
onliikk giymek

UD

33

Gerekli durumlarda cift eldiven giyme
tedbirini uygulamak

UD

34

Her hastaya muameleden 6nce, ¢alisan sagligi
ve glivenligi i¢in de 6nemli olan hasta
giivenligi siniflamasini kontrol etmek (sar1
yaprak, yesil yonca vb.)

UD

35

Viicut sivilariin tagimasi sirasinda giivenli
tagima prosediiriinii takip etmek

UD

36

Bir kontaminasyon ile karsilastigimda olay1
raporlamak

UD
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