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1. Abstract 

1.1. Background: Patient safety is an undeniable important aspect 

in the context of improving the quality of the entire health system. 

Improving patient’s safety should be comprehensive and include 

two dimensions of safety – technical and functional. One source of 

information about the level of patient’s safety are medical staff, but 

there is a gap here, which is no central system that would collect, 

analyze and draw conclusions from a sufficiently large number of 

problems reported by stakeholders. 

1.2. Objectives: The aim of this study was to evaluate the patient’s 

safety on the basis of the declaration of nurses. 

1.3. Material and Methods: The study involved 160 professionally 

active nurses. The study was performed by the authors question- 

naire based on the questionnaire “Hospital Survey on Patient Safe- 

ty Culture” developed by the Agency for Healthcare Research and 

Quality. The selection of the sample was based on the availability of 

respondents. The study was performed in January 2021. More than 

¾ of respondents indicated the hospital as a place of employment. 

Results. Nearly 40% of respondents said that their boss rarely and 

very rarely takes into account the suggestions of employees for the 

improvement of patient’s safety. Over 40% of respondents said that 

their workplace is often and very often trying to do too many tasks 

and too fast. 

1.4. Conclusions: It is necessary to create a culture of safety by im- 

proving communication between doctors and nurses or line manag- 

er and nurses. There is a need for greater involvement of line manag- 

er in solving problems reported by nurses in terms of providing safe 

care to patients (Piel. Zdr. Publ. 2021, 5, 1, 33–39). 

2. Keywords: Nurse; Interpersonal communication; Patient’s safety; 

Health care quality; Adverse event 

3. Introduction 

Patient safety is an important aspect in the context of quality im- 

provement in the entire health care system, especially in the area 

of hospitals, where the effects of adverse events are likely to pose a 

greater threat to the health and life of the patient than in outpatient 

care [1]. 

Improving patient safety must be comprehensive. To this end, it 

should cover two dimensions of security - technical and functional. 

The technical dimension understood as professionalism of opera- 

tion. It concerns such components of safety as education, practical 

skills, experience of medical workers, the number of medical per- 

sonnel adjusted to the state of health and the number of patients, 

sanitary and hygienic conditions in which patients are staying, con- 

ditions for storing medicines, technical condition of medical appa- 

ratus and equipment. 

However, ensuring safety in this dimension does not guarantee that 

the patient will not be harmed. It is equally important to ensure 

safety in the functional dimension, which is understood as the pro- 

fessionalism of the relationship. This dimension relates to broadly 

understood communication with the patient and may include such 

components as: comprehensible transfer of information, showing 

empathy and understanding, devoting time and attention to the pa- 

tient or asking about their needs. Taking these two dimensions into 

account in the management of the risk of adverse events provides 

the basis for achieving a significant improvement in this particular 

case of the quality of patient safety [2–3]. 

Difficulties in managing the above-mentioned area of quality, how- 

ever, are caused by the lack of reliable information on meeting the 

criteria of the technical and functional dimension, which is particu- 

larly important in the case of medical entities providing services 
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such as “hospital 24-hour health services”. While in the case of med- 

ical entities that have obtained accreditation from the Center for 

Quality Monitoring in Healthcare in Krakow, it is possible to assess 

the fulfillment of the above-mentioned criteria more closely, in the 

case of other medical facilities it is not feasible [4]. 

One of the sources of information about the degree of fulfillment 

of the above criteria are the medical workers themselves, but there 

is a gap here - the lack of a central system that could collect, analyze 

and draw conclusions from a sufficiently large group of problems 

reported by medical personnel and / or patients [5]. 

The study was designed to collect and evaluate information on pa- 

tient safety based on declarations by professionally active nurses. 

4. Material and Methods 

The study included 160 nurses who declared employment as a nurse 

in a medical entity. The study was conducted using the proprietary 

questionnaire based on several questions regarding the content of 

the questionnaire “Hospital Survey on Patient Safety Culture” de- 

veloped by the Healthcare Research and Quality Agency - AHRQ. 

Occasional sampling was used. Only descriptive statistics were used 

to analyze the results. In order to obtain 160 questionnaires, 200 

questionnaires were distributed (sample implementation rate 

- 80%). The survey was conducted in January 2021. 

More than three-quarters of respondents indicated the hospital as 

a workplace. The length of service in the profession in months was 

as follows: ≤ 12 - 54%,> 12 and ≤ 36 - 16%),> 36 - 14%, the missing 

data constituted 16%. 

4.1. The research results 

Almost a quarter of the surveyed nurses made a mistake in admin- 

istering pharmacotherapy to their patients during their work (Fig- 

ure 1). Given that the question uses the term “ever”, it seems that 

the scale of adverse events reported by nurses in this popular type 

of therapy is relatively small. However, it should be noted that the 

length of service in the profession of respondents in half of the cases 

did not exceed a year. 

The general scale of adverse events (Figure 2) in the place of employ- 

ment of the surveyed nurses (it should be remembered that these 

are subjective declarations) indicates that these events are sporadic 

(answer: very rare and rarely - 84%). 

Most of the surveyed nurses are convinced that information about 

adverse events occurring in their workplace is not available to them 

(answer: very rare and rarely - 65%). On the other hand, the liter- 

ature [6] indicates that an effective way to reduce the severity of 

adverse events is the implementation of Reporting and Learning 

Systems (RLS). This system is based on the principle of transparency 

of the mistakes made for other members of the organization, thanks 

to which it is possible to develop solutions aimed at their elimina- 

tion. Based on the respondents’ declarations (Figure 3), it can be 

assumed that such a system does not work in the medical units of 

the surveyed nurses - it poses a greater threat to hospitalized patients 

than if such a system existed. 

Declarations of the surveyed nurses regarding the storage of drugs 

in their workplace raise serious doubts as to the safety of patients 

in the field of pharmacotherapy. The responses of about one third 

of the respondents suggest that the patients received drugs which, 

due to the temperature at which they are stored, do not guarantee 

their suitability for treatment (answer: no - 15%) or that the storage 

conditions are not controlled (answer: I do not know - 15%), so it 

cannot be guaranteed that these drugs do not endanger the health 

of the patient (Figure 4). 

An important issue from the point of view of patient safety is the 

psychophysical efficiency of medical personnel. In the case of mul- 

tiple employment in the Polish health care system [7], the question 

arises whether the person caring for the patient, eg a nurse, is psy- 

chophysically fit. The collected data show that only 7% of nurses 

declare second employment. It should be noted, however, that the 

respondents are also students, which may have a significant impact 

on the decision not to take up additional employment. This is espe- 

cially dangerous for the patient when the shift nurse moves to the 

next workplace after a night shift. It is equally dangerous for both 

the nurse and the patient (Figure 5). 

In terms of patient safety, communication between people caring 

for the patient (eg a nurse and a doctor) [8]. It seems that the more 

frequent the communication between the performers of the thera- 

peutic process (quantitative approach) and the more details about 

the patient (qualitative approach), the more complete the picture 

of the patient’s health status for individual members of the thera- 

peutic team - appropriate actions to be taken at the right time. The 

collected data show that nurses are not satisfied with the frequency 

and scope of the exchange of information about the patient with 

the doctor, as half of the respondents assess these two parameters 

below the average (Figure 6). Lack of communication adequate to 

the needs of nurses may significantly hinder the correct nursing di- 

agnosis, and thus be associated with too late diagnosis and imple- 

mentation of the necessary measures for patient safety. 

Effective communication between the doctor and the patient can 

significantly reduce the stress associated with hospitalization [9]. Ad- 

ditionally, a patient who is inadequately informed about his or her 

health condition, planned therapy or prognosis cannot consciously 

decide about himself in the context of health and disease, which 

prevents the patient from participating in the treatment process 

based on the principle of partnership. The collected data show that 

the doctor-patient communication is ineffective (perhaps the infor- 

mation is not conveyed or is conveyed in a way that is incomprehen- 

sible to the patient), because the messages that should be conveyed 

by the doctor are usually (often and very often) communicated by 

the patient %) to be recovered from the nurse. 

The collected data show that communication between members of 
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the nursing team is satisfactory (answer: often and very often - 72%) 

for nurses even in a crisis situation, i.e. characterized by a large num- 

ber of tasks to be performed in a relatively short time. 

The workload of medical personnel is an important factor deter- 

mining patient safety [10], both in terms of providing medical care 

on time and the time needed for proper observation / nursing / 

medical diagnosis. The collected data show that the organization of 

work in a significant (answer: often and very often - 44%) part of 

the jobs of the surveyed nurses is inappropriate. That is, the state 

of health and the number of patients is inadequate to the number 

of nursing staff. 

A report from the Institute of Medicine (IOM, USA 2019) indicates 

that the most common cause of medical errors today is not careless- 

ness, lack of knowledge or practical skills. The reasons can be found 

in the poor organization of the health care system [11]. The manag- 

er, instead of focusing his actions solely on punishing the employee, 

should first of all analyze the undesirable events in terms of ergo- 

nomic conditions and assess the degree of employee participation in 

the occurrence of an undesirable event - this approach is considered 

the most appropriate [11]. The collected data show that managers in 

the workplaces of the surveyed nurses lack such awareness (answer: 

sometimes, often, very often - 43%). This approach of the managers 

of the surveyed nurses is not conducive to solving problems related 

to patient safety. 

As mentioned at the beginning of the work, medical personnel is an 

important source of information on adverse events. The comments 

made by medical personnel may significantly improve patient safety, 

reducing the number of situations favorable to the occurrence of 

both actual and potential harm to a patient [12]. The collected data 

show that the heads of the surveyed nurses to a large extent (answer: 

very rarely, rarely, sometimes - 66%) do not use the potential of the 

staff as a source of information on improving patient safety. 

In the context of patient safety, it should be remembered that not 

only the error learning system (RLS) [6] is important, but also the 

system of continuing professional development (CPD) for health- 

care workers. Scientific research confirms that the level of education 

affects the quality of care and the incidence of adverse events [13]. 

The collected data show that nurses’ managers do not take suffi- 

cient measures to improve patient safety in terms of CPD (answer: 

very rarely and rarely - 51%). 
 

Figure 1: Have you ever given a patient the wrong medicine, or the wrong 

dose of medicine, or a medicine that he should not get, whether the error 

was due to nursing or medical intervention? (n = 160). 

 

 

Figure 2: Please indicate how often the following errors (wrong drug, wrong 

patient, wrong dose, etc.) made by nurses and physicians happen in your 

workplace (n=160) 
 

Figure 3: Are you informed about errors made by nurses and physicians 

that happen in your workplace (n=160) 
 

Figure 4: In your workplace. Are drugs always kept in conditions that en- 

sure the temperature recommended by the manufacturer, e.g. below 25°C? 

Take into account the summer seasons (n=160) 
 

Figure 5: Do you sometimes have to go to work on a day shift after a night 

shift? (n=13) 
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Figure 6: How do you assess the scope and frequency of information ex- 

changed with physicians about the current state of a patient? Select the 

table with a cross (where “0” is a low score, and “10” high score) (n=160) 

5. Conclusions 

The conducted research clearly confirms the need to improve pa- 

tient safety in medical entities (in Poland) being the place of employ- 

ment of the surveyed nurses. 

Important conditions for increasing the safety of patients hospital- 

ized in Polish hospitals include: 

1. Creating conditions that guarantee proper storage of medicines 

and developing mechanisms to control these conditions. 

2. Improving communication between management staff - nurses, 

doctors - nurses, doctors – patients. 

3. Motivating the immediate superiors of nurses to get involved in 

improving the work organization of their employees. 

4. Adaptation of the nursing staff to the health condition and num- 

ber of patients, so that work does not have to be carried out in 

“crisis mode”. 

5. Establishment of an anonymous system for reporting events af- 

fecting patient safety (RLS) in the hospital. 

6. Management efforts to increase the number of nurses involved 

in the process of Continuous Professional Development (CPD), in 

particular through forms of education enabling the assessment of 

their results (ending with a knowledge and / or skills examination). 
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