Shalini Sharma/Afr.J.Bio.Sc.6(15)(2024) ISSN: 2663-2187

https://doi.org/10.48047/AFIBS.6.15.2024.1445-1468

3

FBS African Journalof Biological Sciences

ResearchPaper OpenAccess

Beyond the basics: Unravelling priorities in Patient Safety measures

Shalini Sharma!, Dr. Keerti Bhusan Pradhan?
Research Scholar, Chitkara University Punjab*
Shalinisharma.2205@gmail.com, +91-9773887100

Professor Healthcare Management, Chitkara University Punjab
keerti@chitkara.edu.in, +91-9501119651

Article History

Volume 6, Issue 15, 2024
Received : 11 Jun 2024
Accepted : 07 Sep 2024

doi: 10.48047/AFJBS.6.15.2024.1445-1468

Abstract

Background

Despite the progress made in healthcare systems, patient safety remains a subject of
global concern due to the persistent influence of adverse events on mortality and
morbidity rates.

Objective

The primary objective of this systematic review is to establish a hierarchy of growing
areas of concern in the realm of patient safety. The core goal is to identify and
comprehend the dynamic issues that healthcare systems encounter in this domain.
Methods:

This study employed a systematic approach to investigate developing patient safety
risks in healthcare settings worldwide, following the PRISMA principles. A thorough
exploration was conducted across many academic databases, including PubMed,
Scopus, BMC, Google Scholar, and Web of Science, with a specific emphasis on
scholarly research articles published between the years 2000 and June 2022. A
comprehensive selection of 40 papers was incorporated, and the approach of theme
analysis was employed to identify noteworthy trends and developing obstacles.

Key findings:

This study emphasizes the global limitations in patient safety, with a specific focus on
low- and middle-income nations. These countries face challenges due to budget
restrictions, fragmented healthcare systems, and inadequate training, which further
raise the risks associated with patient safety. Newly identified issues encompass
potential hazards associated with telemedicine, biases inherent in artificial
intelligence algorithms, vulnerabilities in cybersecurity, and difficulties in the
integration of mental health services. Additional issues arise from the increasing
prevalence of remote monitoring, inequities in healthcare access, and an excessive
dependence on automation.

Results

Notable deficiencies were detected in patient safety protocols, specifically in the
incorporation of technology, adjustment to cultural norms, and the implementation of
novel models of care. As technology innovations continue to progress, they
concurrently bring out novel threats that necessitate the implementation of robust
safety protocols.

Conclusion

Health care systems are required to use technology while fostering robust safety
cultures, formulate thorough strategies for implementing new care models, and
consistently monitor developing hazards. This underscores the imperative of
continuous research and implementation of policies to prioritize patient safety in the
provision of healthcare services.

Keywords: "Patient Safety", "Patient harm", "Adverse event", "Challenges in Patient
Safety", and "Advancement in Patient Safety".
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Introduction
The issue of patient safety has become a top priority in healthcare due to the intricate

nature of modern healthcare systems and a substantial rise in accidents related to patient safety.
Patient safety is primarily concerned with preventing injury to patients during the delivery of
healthcare services. This highlights the need of analyzing near misses and adverse occurrences
to gain valuable insights and improve future practices (Kobayashi et al., 2021). According to
the National Patient Safety Foundation (NPSF), patient safety involves initiatives to prevent
errors in healthcare services and strives to minimize or eradicate the harm caused by these
errors (Palmore, 2014). The cornerstone of good patient safety measures is in the continual
advancement derived from the knowledge gained from previous accidents, highlighting the
imperative for continued enhancement within healthcare systems.

The healthcare business is widely acknowledged as a highly intricate socio-technical
system, where the performance of the system and the morale of the workers are closely linked
to patient safety (Shaikh, 2018). Although there have been significant improvements in
healthcare delivery over the years, ensuring patient safety continues to be a worldwide issue.
Based on the World Health Organization's report in 2020, patient safety events are considered
to be the 14th most significant cause of illness and death globally, comparable to lethal illnesses
like TB and malaria. There are almost 43 million incidents of patient safety each year, which
leads to an estimated loss of 23 million disability-adjusted life years (DALYs) (WHO, 2020).
These figures emphasize the widespread occurrence of patient safety events, impacting both
developing and wealthy countries equally.

Studies conducted in Denmark have shown that around 15% of patients who are
admitted to hospitals encounter adverse outcomes that necessitate further treatment or
readmission (Rasmussen, 2013). This data highlights the significant impact that patient safety
events have on healthcare systems. An extensive investigation carried out in the United States
has determined that avoidable damages are responsible for more than 400,000 fatalities each
year, underscoring the urgent requirement for efficient patient safety measures (Kountenya
Sinha, 2013). Nevertheless, there are ongoing difficulties in precisely quantifying the
frequency of negative occurrences and calculating the corresponding expenses of avoidable
damage (Al-Mandhari et al., 2016).

The absence of comprehensive instruments to collect and quantify patient safety
occurrences hinders the assessment of their consequences. Although sophisticated technology
and surgical procedures have been introduced, there are still numerous occurrences that go

unnoticed, causing injury to patients (MOHFW, Gol, 2018). This emphasizes a notable
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deficiency in the established procedures and structures required to guarantee patient safety.
Mistakes in healthcare frequently arise from systemic factors rather than individual
carelessness. Medication administration mistakes often occur due to insufficient storage
methods and communication breakdowns among healthcare personnel, highlighting the
interdependence of several aspects in the healthcare setting (Ocak et al., 2015).

Anticipating impeccable performance from healthcare personnel under highly
demanding circumstances is impractical. Developing a culture that actively encourages
learning from mistakes is crucial for making ongoing improvements in patient safety (Ocak et
al., 2015). The Global Patient Safety Action Plan (2019) by the World Health Organization
(WHO) highlights that patient safety includes several variables that go beyond the mere
completion of medical operations. Key components comprise maternal health outcomes, secure
medication practices, and infection control, all essential for mitigating patient damage.

Comparative studies indicate that the likelihood of negative incidents occurring in
healthcare is considerably greater than in high-risk sectors such as aviation. As an illustration,
the probability of a negative incident occurring in healthcare is predicted to be 0.1%, but in
aviation it is estimated to be 0.000001% (WHO, 2020). The clear difference highlights the
immediate necessity for all-encompassing patient safety methods to reduce dangers in hospital
environments. From a financial perspective, patient safety problems result in an approximate
yearly expenditure of $19 billion in the United States. This is mostly due to extended hospital
admissions, legal actions, and healthcare-associated illnesses (Elmontsri et al., 2017). The
significant fiscal burden emphasizes the worldwide difficulty of guaranteeing patient safety,
which is increasingly recognized as a vital component of Universal Health Coverage (WHO,
2020).

Active involvement of patients and their families in their treatment procedures is crucial
for boosting patient safety and improving health outcomes. Studies have shown that when
patients are actively engaged in their treatment plans, the risk of injury can be reduced by as
much as 15% (Isherwood & Waterson, 2021). This study seeks to identify the key areas of
focus in ensuring patient safety by analyzing the present state of patient safety events,
investigating the underlying reasons that contribute to mistakes, and promoting the use of
evidence-based treatments to minimize damage and improve the quality of care. By tackling
these crucial concerns, the healthcare industry may progress towards a more efficient and
patient-centric approach to safety, eventually enhancing clinical results and protecting patients

from avoidable damage.
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The significance of resolving patient safety concerns in healthcare cannot be
overemphasized, since these problems persistently affect patient outcomes and healthcare
delivery on a global scale. Although there have been improvements in medical technology and
procedures, patient safety events continue to be common, leading to substantial rates of illness
and death (World Health Organization, 2020). Healthcare-acquired infections (HAIs),
pharmaceutical mistakes, and surgical safety events are prominent factors that contribute to
preventable damage in clinical settings. Therefore, it is crucial to conduct a thorough
assessment of current practices and identify new concerns in order to address these problems
effectively (Kobayashi et al., 2021).

Recent research indicates that over 10% of patients suffer injury while receiving
hospital care, and almost half of these negative outcomes are considered avoidable (WHO,
2019). Furthermore, patient safety events impose a significant financial burden, as research
indicates that avoidable errors result in a yearly cost of more than $19 billion to the healthcare
system in the United States alone (Elmontsri et al., 2017). This emphasizes the immediate
necessity for continuous study to discover new and developing issues, evaluate adherence to
preventive measures, and analyze the efficacy of technology initiatives aimed at improving
patient safety.

The use of technology in healthcare, such as Electronic Health Records (EHR), offers
both advantages and difficulties. Although EHR systems are designed to make clinical
processes more efficient and decrease mistakes, new research has shown some deficiencies that
may unintentionally lead to medication errors and jeopardize patient safety (Nair et al., 2021;
Kanjirath et al., 2023). Hence, it is important to assess the influence of technology on patient
safety to ascertain the extent to which these tools successfully facilitate clinical decision-
making.

Cultural aspects within healthcare institutions are equally crucial in ensuring patient
safety. Studies suggest that establishing a culture that does not focus on punishment and instead
promotes open dialogue on mistakes and negative incidents is crucial for facilitating the process
of learning and making progress (Waterson et al., 2021). Nevertheless, obstacles to establishing
such a culture continue to exist, such as the fear of retaliation and insufficient systems for
reporting. Comprehending these obstacles is crucial for formulating tactics to improve the
reporting of errors and foster a culture of safety within healthcare systems (Ghasemi et al.,
2022; Gurses et al., 2021).

Moreover, the increasing apprehension over healthcare-acquired illnesses emphasizes

the necessity for enhanced infection control measures and strict compliance with existing
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recommendations (Pittet et al., 2020). A comprehensive analysis shown that the
implementation of efficient infection prevention techniques has the potential to substantially
decrease the occurrence of healthcare-associated infections (HAIs) (O'Neill et al., 2022). These
findings emphasize the need for ongoing enhancement in healthcare practices and emphasize
the significance of research in discovering successful therapies.

The drive for this study is from the urgent issues related to patient safety, the persistent
occurrence of avoidable damage, and the imperative for continued enhancement in healthcare
procedures. This research seeks to enhance patient safety in various healthcare settings by
identifying developing areas of concern, reviewing current procedures, and providing

important insights to influence policy and practice.

Objectives
1. Identify Emerging Areas of Concern

Investigate current healthcare practices and systems to pinpoint emerging patient safety

concerns, specifically focusing issues arising with new models of care and latest development.
2. Assess the Impact of latest development of patient safety

Evaluate the impact of latest advancement such as Electronic Health Records (EHR), robotics,

artificial intelligence, remote care, home care etc. on patient safety and highlight unresolved

challenges or potential risks.

Significance

( What does this paper contribute to the wider global healthcare community? \

e Identify and highlight the new and emerging safety concerns in clinical
practices to act upon and direct research, plan, actions and efforts towards
reducing preventable harm and improve patient outcomes.

e Evaluate patient safety with care delivery through new models and

k technological advancements in industry over past one decade. )

Research Method Adopted

Prior to conducting this systematic review, we searched the available literature to
confirm that no prior or ongoing systematic reviews addressed emerging patient safety
concerns. Our review aimed to identify variables of interest, focusing on the target concept

(patient safety) and the context (global healthcare settings).
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Research Design

The study utilized a systematic review design following the PRISMA (Preferred
Reporting Items for Systematic Reviews and Meta-Analyses) guidelines to ensure a rigorous

and standardized approach.

Search Strategy

We conducted a systematic search in databases such as PubMed, Scopus, BMC, Google
Scholar, and Web of Science using the following keywords and combinations: "Patient Safety,"
"Patient harm,” "Adverse event,” "Patient Safety Issues,” "Challenges in Patient Safety,” and

"Advancements in Patient Safety".

Inclusion and Exclusion Criteria

Articles were included if they (a) were primary, peer-reviewed, scholarly articles
focusing on patient safety concerns; (b) included samples from various healthcare settings; (c)
were published in English; and (d) were published between 2000 and June 2022 focusing on
full-text, peer-reviewed articles and abstracts. We excluded studies that (a) were conducted
outside of healthcare settings; (b) were theoretical, discussion, or review articles; (c) focused

solely on incident/error reporting; or (d) did not directly relate to patient safety issues.

Reference List Checking and Citation Searching

To further enhance the comprehensiveness of the review, reference list checking and
citation searching were employed. This approach allowed for the identification of additional

relevant studies that may not have been captured during the initial search.

Data Extraction

Following database and ancestry searches, a total of 385 articles were initially
identified. The titles and abstracts of these articles were screened, leading to the exclusion of
145 non-duplicate articles. The remaining 240 articles underwent full-text reviews by two
independent reviewers to assess eligibility. During this phase, 169 articles were excluded for
the following reasons: they did not meet the inclusion criteria, were conducted outside of

healthcare settings, were theoretical, discussion, or review articles, focused solely on
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incident/error reporting, or did not directly relate to patient safety issues. After comprehensive
full-text reviews, an additional 72 articles were screened for eligibility. Of these, 08 were
review articles, 08 focused solely on safety culture, and 16 were not research papers; these
were further excluded. Ultimately, a total of 40 studies were included in this review.

The extracted data were synthesized and analyzed thematically to identify common
themes, variations, and patterns in patient safety concerns. A qualitative synthesis was chosen
over gquantitative meta-analysis due to the heterogeneity of the studies and the diverse nature
of the data. Data extraction involved a systematic approach to gather pertinent information
from the included studies, capturing details such as study design, participant characteristics,
specific patient safety concerns, and challenges in patient safety. A narrative synthesis was
developed to present a coherent and comprehensive overview of new and emerging concerns
in ensuring patient safety. The data were organized using a matrix that included author, year,
country, study aims, methods, sampling and setting, identified patient safety concerns, main
results, and limitations. This qualitative-led synthesis involved identifying and thematically
grouping factors influencing patient safety and its associated challenges.

A PRISMA flow diagram was created to illustrate the review process, showing the
number of articles screened, assessed for eligibility, and ultimately included in the review. This
comprehensive methodology ensures a transparent and reproducible approach to understanding
emerging concerns in patient safety across various healthcare settings, providing valuable

insights for future research and practice.
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Identification of studies via databases and registers
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Figure I: PRISMA flow diagram illustrating selection of studies for review

Notes: Adapted from Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC,
Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting
systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71

Findings & Results
The global concern lies in the quality of care provided to patients, especially those who
are vulnerable. Research indicates that there are significant shortcomings in the provision of

healthcare, particularly in low- and middle-income countries (LMICs). In low- and middle-
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income countries (LMICs), the issue of poor quality care is more urgent than inadequate access
to healthcare.

Landefeld et al. (2016) discovered a dearth of information regarding the main factors
that contribute to risky care in smaller healthcare settings. Patient safety culture is a term used
to describe the combined efforts of healthcare personnel in identifying and addressing potential
safety risks. It has been employed in different healthcare environments to evaluate the ability
of health systems to improve safety. Resource limitations, fragmented healthcare systems,
punitive cultures in response to adverse events, inadequately trained personnel, and insufficient
patient education and involvement are five overarching domains that can be classified under.

Kuriakose et al. (2020) emphasized the significance of patient-doctor relationship in
establishing trust and promoting patient and family engagement in adhering to therapy.
Systemic vulnerabilities can result in medical inaccuracies, specifically pertaining to errors in
medication administration, prescription writing, and diagnostic procedures within primary
healthcare environments. Inadequate health literacy and patients' limited comprehension of
dosing recommendations and probable adverse effects raise the likelihood of errors.

Ensuring patient safety is a vital component of healthcare, necessary for preventing
medical errors and the consequent harm. Patient safety, as per the World Health Organization
(WHO) definition, encompasses the proactive strategies employed to prevent medical errors
and minimize their adverse effects throughout healthcare delivery (WHO, 2021). Despite
significant advancements in medical technology and practices, the occurrence of medical errors
continues to persist, presenting a risk to patients and resulting in pain, illness, disability, and
occasionally even death. Recent research findings suggest that around 33% of patients
experience some form of harm during the delivery of healthcare services, highlighting the
urgent requirement for continuous vigilance in patient safety initiatives (Hodgkinson et al.,

2022).

Prevalence of Medical Errors

Despite considerable advancements in understanding and addressing patient safety, the
landscape is always evolving as a result of technical advancements, novel treatment
approaches, and emergent challenges. In the past decade, the Institute of Medicine (IOM) has
taken the lead in emphasizing the importance of patient safety. However, data suggests that the
rate of preventable injury has not significantly decreased (James, 2013). An extensive analysis
revealed that the occurrence of negative incidents in patients who are admitted to hospitals

remains unacceptably high, with a consistent incidence rate of approximately 10% worldwide
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(Huang et al., 2021). A study conducted in the Netherlands found that the rate of adverse events
among hospitalized patients rose from 4.1% to 6.2% in 2008. This raises concerns about the
effectiveness of safety improvements and why progress has not improved despite significant
attention in recent years (Zegers et al., 2020).

The disparate distribution of funds between patient safety initiatives and conventional
scientific research is a significant factor that contributes to the ongoing occurrence of patient
harm. Despite the allocation of significant resources towards cancer care and other medical
therapies, there is still an inadequate level of investment in programs that focus on enhancing
patient safety (Shojania et al., 2013; Kohn et al., 2023). The insufficient allocation of funds
impedes the advancement of adopting adequate safety protocols and cultivating a culture that
places patient safety as a top priority. Thus, healthcare companies should evaluate and improve
their patient safety culture by developing comprehensive policies that foster safety alongside

clinical excellence.

Contemporary Challenges in Ensuring Patient Safety

The present advancement in patient safety focuses on emerging and evolving concerns.
The advent of telemedicine has brought about a significant transformation in the provision of
healthcare. However, it has also brought with it potential risks associated with
miscommunication and the limited ability to perform comprehensive physical examinations
(Gajarawala & Pelkowski, 2021). The COVID-19 pandemic has accelerated the acceptance
and adoption of telemedicine, leading to a substantial overhaul of healthcare delivery.
Telehealth improves healthcare accessibility but raises concerns owing to the lack of physical
examinations, which may result in missed diagnoses, particularly in situations requiring
detailed clinical evaluations. In addition, patients may face barriers to the effective utilization
of telehealth, such as poor technological literacy and inadequate access to necessary devices,

which could exacerbate health disparities (Kumar et al., 2022).

Intersection of Artificial Intelligence and Algorithmic Bias

The increasing integration of artificial intelligence (Al) in healthcare demonstrates
considerable promise in better patient outcomes through the improvement of diagnostic
precision, customization of treatment plans to individual requirements, and optimization of
operational procedures. However, the presence of algorithmic bias raises significant dangers to
the safety of patients (Obermeyer et al., 2019). Artificial intelligence systems trained on biased

datasets might result in inaccurate diagnosis or treatment suggestions, which can have a
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disproportionate impact on underprivileged communities. This can lead to significant
differences in health outcomes, which can undermine attempts to achieve fair and equal

healthcare (Gonzalez et al., 2023).

Cybersecurity vulnerabilities

The adoption of digital patient records and dependence on interconnected technologies
in healthcare systems has given rise to cybersecurity concerns, which are now a major concern
(Bates et al.,, 2020). Data breaches not only compromise the confidentiality of patient
information, but also have the potential to disrupt the delivery of care and result in dangerous
delays in treatment. The rising frequency of ransomware attacks against healthcare
organizations exemplifies how vulnerabilities in cybersecurity might jeopardize patient safety

(Lal et al., 2023).

Integration of Mental Health Services

Integrating mental health services into primary care is a promising approach that aims
to address the full needs of persons with both physical and mental health conditions. However,
the integration of these systems gives rise to concerns over the guarantee of patient safety and
the standard of care delivered (Klein et al., 2021). Efficient cooperation among diverse
healthcare professionals is essential, as any miscommunication or inadequate post-treatment
surveillance could lead to adverse outcomes for patients with intricate medical needs (Wang et

al., 2022).

Impacts of Remote Monitoring

Remote monitoring technologies have gained popularity in the management of chronic
illnesses due to their ability to improve patient engagement and provide prompt interventions.
However, these technologies also pose problems, including the possibility of delayed responses
to important health changes or misunderstanding of data (Chaiyachati et al., 2020). The
effectiveness of remote monitoring depends on the precision of the collected data and the
timeliness of healthcare personnel's response to warnings raised by monitoring systems (Alam

etal., 2023).

Health inequities
Although healthcare has made great progress, inequalities in technology and access to

care continue to exist, especially among vulnerable people (Bach et al., 2020). The digital



Shalini Sharma/Afr.J.Bio.5c.6(15)(2024) Page 1456 to 10

divide can worsen pre-existing health inequities, as underprivileged areas may not have the
necessary resources to efficiently utilize telemedicine or remote monitoring technology
(Thompson et al., 2023). To tackle health equity in patient safety, a thorough approach is needed
that takes into account the social determinants of health and aims to remove obstacles to

accessing healthcare.

Overreliance on Automation

The increasing automation of healthcare procedures has both advantages and
difficulties. Although automation can improve productivity and minimize human mistakes,
over dependence on automated systems might result in complacency and the disregard of
crucial clinical assessments (Wagner et al., 2021). It is crucial to ensure that healthcare
providers uphold their clinical skills and decision-making abilities in order to safeguard patient

safety.

Innovative care models

Novel care models, like patient-centered care and shared decision-making, prioritize
the active engagement of patients in their treatment procedures. These strategies can improve
patient safety by promoting transparent communication, confidence, and cooperation between
patients and healthcare practitioners (Coulter & Ellins, 2007). Active involvement of patients

in their care plans can result in enhanced compliance with therapy and better overall results.
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Sr.

Research Design,

1 risky care in
smaller
healthcare
settings and
emphasizing
patient safety
culture.

settings and to
emphasize the
importance of
fostering a
patient safety
culture.

key factors leading
to risky care in

smaller healthcare
environments.

hospitals and
clinics. The sample
included healthcare

providers and

administrators
from these settings.

trained personnel, and
insufficient patient education and
involvement. The emphasis was
placed on the need for a strong
patient safety culture to mitigate
these risks.

No Reference Aim Data Collection Sample, Setting Main Findings Limitations
Method
Landefeld, C. . . . .
S. etal. To investigate The study focused The study_ldeptlfled geveral The study’s findings are
the factors factors contributing to risky care, oo
(2016). oo o on smaller : : S specific to smaller
S contributing to Quialitative study . including resource limitations, .
Investigating . . < : healthcare settings, healthcare settings and
risky care in utilizing interviews - . fragmented healthcare systems,
factors I ional including . | . may not be
contributing to smatier and observgtlong community punitive cultures In response to generalizable to larger
healthcare methods to identify adverse events, inadequately

hospitals or healthcare
systems. The reliance on
qualitative methods also
limits the ability to
quantify the extent of
the identified risks.

Kuriakose, A.,
et al. (2020).
Discussing the
significance of
patient-doctor
2 | relationships
and systemic
vulnerabilities
leading to
medical
inaccuracies.

To explore the
significance of
the patient-doctor
relationship and
identify systemic
vulnerabilities
that lead to
medical
inaccuracies.

Mixed-methods
study combining
qualitative
interviews with
quantitative
surveys to assess
the impact of
patient-doctor
relationships on
medical accuracy.

The study involved
a diverse sample of
patients and
healthcare
providers from
primary care
settings. The
setting included
various clinics and
community health
centers.

The study highlighted the
importance of trust in the patient-
doctor relationship and its role in

promoting patient and family
engagement in therapy
adherence. It identified systemic
vulnerabilities, such as errors in
medication administration,
prescription writing, and
diagnostic procedures,
exacerbated by inadequate health
literacy and limited patient
understanding of medical
instructions.

The study’s findings
may not be applicable to
all healthcare settings,
particularly those with
different patient
demographics or
healthcare practices.
The mixed-methods
approach, while
comprehensive, may
have introduced
variability in data
interpretation.
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World Health | To define patient | The WHO report is The WHO defined patient safety
o . : As a global report, the
Organization safety and a comprehensive . as the prevention of errors and o
: : : . The report is based i : findings are broad and
(WHO, 2021). | outline proactive | review of existing . adverse effects associated with
. . . on a global review ) may not account for the
Defining strategies to literature and ; healthcare and emphasized the -
. . . and includes data ) . specific challenges
patient safety | prevent medical global patient . need for proactive strategies to e
. from various faced by individual
3 | and outlining errors and safety data, prevent these occurrences. The
. S . . ; healthcare systems S . healthcare systems. The
proactive minimize their combined with . report highlighted the ongoing )
. across different . . . recommendations are
strategies to adverse effects expert . challenges in reducing medical .
. countries and . ) general and may require
prevent throughout recommendations . errors despite advancements in .
. . . regions. : adaptation to local
medical healthcare for improving medical technology and
: . . contexts.
errors. delivery. safety practices. practices.
Hodgkinson, e , :
To assess the Quantitative study The study found that The study’s reliance on
B. etal revalence of using patient The study analyzed approximately 33% of patients existing records ma
(2022). P gp data from a large PP y P g y

Reporting that
around 33% of

patient harm
during healthcare

records and
incident reports to

sample of patients
across various

experience some form of harm
during healthcare delivery. The

have missed unreported
incidents, potentially

4 . delivery and determine the rate . findings underscored the need for | underestimating the true
patients ! . . healthcare settings, . o .
; identify the of patient harm and | . ) : continuous monitoring and rate of patient harm. The
experience including hospitals | . . o
. factors analyze . improvement of patient safety findings may also vary
harm during . I and outpatient . .
contributing to contributing . practices to reduce these rates of across different
healthcare . clinics.
) this harm. factors. harm. healthcare systems.
delivery.
To analyze the . The study found that despite The study is limited by
. . - increased awareness and efforts | . .
James, J. T. | persistent rates of | Review of existing The study to improve patient safety. the its reliance on secondary
(2013). preventable literature and reviewed data from P P Y. data, which may not

Analyzing the

5 | persistent rates

of preventable
injuries in
healthcare.

injuries in
healthcare and
explore why
these rates have
not significantly
decreased.

analysis of patient
safety data to
examine trends in
preventable injuries
over time.

various healthcare

settings, including
hospitals and
clinics, across

multiple countries.

rates of preventable injuries have
not seen significant reduction.
The author highlighted the need
for more effective safety
interventions and greater
investment in patient safety
initiatives.

capture all aspects of
patient safety. The
analysis is also broad
and may not account for
differences in healthcare
systems or practices.
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global
incidence rate
of
approximately
10% for
adverse events
among
hospitalized
patients.
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To identify the
global incidence
rate of adverse
events among
hospitalized
patients and
assess the impact
of these events
on patient
outcomes.

Meta-analysis of
existing studies on
adverse events in
hospitalized
patients, combining
data from multiple
sources to estimate
the global
incidence rate.
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The meta-analysis
included data from
studies conducted
in hospitals across
various countries
and regions.

The analysis found a consistent
global incidence rate of
approximately 10% for adverse
events among hospitalized
patients. This high rate of
adverse events highlights the
ongoing challenges in improving
patient safety in hospital settings.

The meta-analysis is
limited by the variability
in study designs and
reporting standards
across the included
studies. The findings
may not be applicable to
all healthcare settings,
particularly those with
different patient
demographics or
healthcare practices.

Zegers, M., et
al. (2020).
Noting an
increase in

adverse events

in the

Netherlands,

raising
concerns
about safety
improvements.

To assess trends
in adverse events
among
hospitalized
patients in the
Netherlands and
evaluate the
effectiveness of
safety
improvements.

Longitudinal study
analyzing patient
records and
incident reports to
track the incidence
of adverse events
over time.

The study focused
on hospitals in the
Netherlands and
included a
representative
sample of
hospitalized
patients.

The study found an increase in
adverse events among
hospitalized patients in the
Netherlands, from 4.1% in 2008
t0 6.2% in 2020. These findings
raise concerns about the
effectiveness of recent safety
improvements and suggest the
need for renewed efforts to
enhance patient safety.

The study is specific to
the Netherlands and
may not be
generalizable to other
countries. The reliance
on patient records may
also have missed some
adverse events,
potentially
underestimating the true
incidence rate.
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Shojania, K.
G., etal.
(2013).
Discussing
funding
disparities
between
patient safety
initiatives and
other medical
research areas.
Kohn, L. T., et
al. (2023).
Addressing
similar
disparities in
more recent
contexts.

To examine the
disparities in
funding between
patient safety
initiatives and
other areas of
medical research,
and explore the
impact of these
disparities on
patient safety
outcomes.

Policy analysis and
review of funding
data across various
medical research
areas, including
patient safety.
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The studies
reviewed funding
allocations across

multiple healthcare
settings and
research
institutions
globally.

Both studies found that despite
the critical importance of patient
safety, it receives significantly
less funding compared to other
areas of medical research, such
as cancer care. This disparity in
funding limits the development
and implementation of effective
safety protocols and hampers
efforts to foster a culture of
safety in healthcare
organizations.

The findings are based
on funding data, which
may not capture all
aspects of the challenges
faced by patient safety
initiatives. The analysis
may also be influenced
by differences in how
funding priorities are set
across different
healthcare systems and
research institutions.
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Discussion
This study's findings highlight the ongoing and growing difficulties in ensuring patient

safety in modern healthcare systems. Despite notable progress in medical technology and
practices, the occurrence of preventable harm remains unacceptably high, indicating a
worldwide healthcare issue that requires ongoing vigilance and enhancement.

The study highlights the high prevalence of medical errors, indicating a lack of
improvement in patient safety despite years of efforts. The persistent adverse incidents suggest
that existing safety policies may not be sufficient, prompting healthcare businesses to re-
evaluate and enhance their safety policies. The study underscores the importance of a positive
healthcare culture in enhancing patient safety, highlighting the need for cultural changes that
promote openness, responsibility, and continuous education.

The use of telemedicine, artificial intelligence, home care and remote monitoring into
healthcare delivery brings novel opportunities for enhancing patient outcomes. Nevertheless,
they also bring up certain hazards that necessitate meticulous handling. The telehealth industry
is prone to miscommunication, Al algorithms can be biased and pose risks, and digital health
records are vulnerable to cybersecurity threats. These examples highlight the ambivalent
impact of technology progress in healthcare. These difficulties require a well-balanced strategy
that takes advantage of the advantages of technology while actively dealing with the hazards
that come with it.

The convergence of mental health and primary care, however encouraging, necessitates
meticulous consideration to guarantee that the amalgamation does not jeopardize patient safety.
Efficient cooperation among healthcare practitioners and thorough monitoring after treatment
are crucial to reduce the hazards associated with the intricate requirements of patients with
many concurrent medical problems.

The presence of inequality in health and a technological gap poses substantial obstacles
to the attainment of universal patient safety. The disparity in access to technical breakthroughs
and healthcare worsens existing inequalities, especially among poor people. It is essential to
tackle these disparities in order to guarantee that patient safety measures are genuinely
comprehensive and efficient for all demographic groups. The report also emphasizes the
possible hazards of excessive dependence on automation in healthcare. Although automation
can improve efficiency and minimize human mistakes, it is crucial for healthcare providers to

uphold their clinical judgment and decision-making abilities. Maintaining this equilibrium is
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crucial to avoid self-satisfaction and guarantee that the provision of medical treatment
continues to be tailored and adaptable to the specific requirements of each patient.

An immediate emphasis is required for a comprehensive strategy to ensure patient safety, which
combines technology advancements, cultural change, and a dedication to fairness. By tackling
both enduring and rising obstacles, healthcare systems can surpass the fundamental aspects of
patient safety and strive towards a future where avoidable damage is greatly diminished, and
patient outcomes are constantly enhanced. As healthcare continues to evolve, it is crucial to
regularly evaluate and modify patient safety measures to align with the demands of a quickly

changing environment.

Conclusion
This study examines issues related to patient safety and explores new areas of concern,

highlighting the importance of adopting a flexible approach to delivering healthcare. It
illuminates deficiencies in existing knowledge and the constraints of depending exclusively on
healthcare accessibility to enhance patient results. The effectiveness of health systems hinges
on their capacity to successfully prioritize patient safety. It highlights the significance of
focused monitoring and the creation of specific tools to measure and address specific adverse
events. The prevalence of patient safety accidents indicates the critical necessity for
standardized and reliable approaches to documenting and reporting such incidents. A
recommended approach is to implement a learning health framework, in which continuous
growth is guided by evidence obtained from successful interventions. Policymakers should
actively promote information sharing and establish a public coordination center to support a
rapid exchange of knowledge and best practices across the healthcare system. This study
provides significant contributions to the moving forward discussion on patient safety,
presenting an explicit path for the development of well-informed policies and practices. By
addressing identified challenges and problems, healthcare systems can progress towards a

future in which patient safety is a vital part of exceptional care.

Recommendations

Healthcare organizations should prioritize transparency in Al tool development, engage
diverse stakeholders, and monitor Al-supported decisions to improve patient safety. Develop
robust protocols for remote assessments and enhance communication mechanisms to mitigate

risks associated with telehealth services. Strengthen cybersecurity infrastructures and policies,
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training staff on security best practices and conducting regular system audits. Cultivate a
culture of safety by encouraging staff to report incidents without fear of reprisal, and establish
rigorous training programs for providers in both mental and physical health disciplines.
Improve remote monitoring by analyzing data and promptly responding to changes in patients'
conditions. Address health equity by ensuring fair access to resources and services, especially
for marginalized populations. Emphasize the importance of maintaining clinical vigilance in
healthcare settings, even with increasing automation, and establish training initiatives that
encourage collaborative decision-making. By adopting these recommendations, healthcare
organizations can significantly enhance patient safety, improve health outcomes, and foster a

culture of excellence in care delivery.

Practical Implications-

The study emphasizes the necessity for healthcare institutions to address patient safety
challenges, particularly in low- and middle-income nations. Strategies should prioritize the
development of a patient safety culture that encourages openness, responsibility, and
continuous learning among healthcare staff. This involves the formulation of comprehensive
policies that integrate patient safety into clinical excellence. Training programs should be
augmented to strengthen the proficiency of medical staff in high-risk domains, while
simultaneously elevating awareness of health issues among patients. Implementing
telemedicine and remote monitoring technology is necessary to reduce risks related to
miscommunication and inadequate assessments. Allocating resources towards digital literacy
programs can effectively narrow the technological gap and mitigate disparities in health care.
Artificial intelligence has the potential to enhance patient outcomes, but it requires careful
monitoring to avoid algorithmic bias. Consistent training and support for healthcare providers
are essential to uphold their ability to make decisions and promote coordinated care methods.
It is crucial to address flaws in cybersecurity. By applying these suggestions, healthcare
systems can reduce risks, enhance the quality of care, and improve health outcomes for all

patients, especially those who are vulnerable.

Limitations-

This study recognizes certain constraints that could affect the understanding and
analysis of its results. The comprehensive worldwide perspective could fail to include distinct
contextual elements and cultural disparities that impact the implementation of patient safety

measures in local locations, especially in low- and middle-income countries (LMICs). In
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addition, although the study acknowledges ongoing difficulties, it lacks a comprehensive

examination of targeted therapies that can be implemented in various healthcare environments,

thereby restricting its practical usefulness. The use of cross-sectional data limits the capacity

to establish causal links between highlighted issues and patient safety results. Moreover, while

the study examines technology progressions like telemedicine and artificial intelligence, it may

not comprehensively capture the most recent breakthroughs or their enduring impact on patient

safety. This underscores the necessity for continuous research in this swiftly changing domain.
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