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Abstract
PurposeThis study was done to evaluate the experience of securing patient safety in hospital operating rooms.

MethodsExperiential data were collected from 15 operating room nurses through in-depth interviews. The main question was "Could you describe your experience with patient safety in the operating room?". Qualitative data from the field and transcribed notes were analyzed using Strauss and Corbin's grounded theory methodology.

ResultsThe core category of experience with patient safety in the operating room was 'trying to maintain principles of patient safety during high-risk surgical procedures'. The participants used two interactional strategies: 'attempt continuous improvement', 'immersion in operation with sharing issues of patient safety'.

ConclusionThe results indicate that the important factors for ensuring the safety of patients in the operating room are manpower, education, and a system for patient safety. Successful and safe surgery requires communication, teamwork and recognition of the importance of patient safety by the surgical team.
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A model of operating room nurses' experiences in securing patient safety.
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The Categories, Sub-categories, and Meaningful Statements about Operating Room Nurses' Experiences in Securing Patient SafetyQI=Quality Improvement.
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Categories _ Subcategories

Meaningful statements

Causal
condition

Positive factors Complete systematic

‘safety education

Develop and prepare a
practical manual

Difficulties in using

Negative factors
surgical instruments.

Incorrect information
‘about an operation

Create one team with
various professionals

High-pressure
‘environment during
surgery

Intervening
‘condition

Maintain a patient
centered mind

Pressure to conduct a
quick surgery

Action/
Interaction
strategies

Attempt continuous
improvement

Immersion in operation
with shating issues.
on patient safety

Work to advance:
patient safety

Develop and apply new
procedures or systems

Consequence

Apply and change
procedures

Enforce principles

0aps

Create an annual education program

‘Attend an education program to increase indirect experience

Repestedhparicateinvrouspractkal educaion courses:
ross-train

Make a practical manual for patient safety

Replace surgical equipment frequently

Lack of instruction

Having to use multple products that differ in purpose
Feeling burdened due to rented instruments
Mealfunctioning instruments

Shortage of speciazed instruments

Lack of discussion and preparation for a surgical procedure

Being assigned a surgical procedure on short notice:

Lack of patient information

Incomplte original data

Lack of advanced information about combined surgical procedures

Helping others n the operating room

Keeping dose relationships among members
Consider peers ke family

Smoothing out the operative process

Focus during surgery

Carelessness, quick temper, or impatience
Overconfidence or lack of confidence
Indifference, working haif-heartedly

Different atiitudes toward and/or a lack of personal safety consciousness
Self-indulgent interpretation and action
Distegarding nurses'opinions

Meaintain a patient-centered attitude

Recognize the importance of attitude

Honesty

Compliance with principles

Being rushed or put under pressure:

Short tumover time

Performance-based system

Operations occur too fast to be planned
Inabilty to obtain an X-ray due to long wait times

Use various monitoring instruments and procedures
Discuss problems

Make an effort to improve the system

Involve a committee.

Meetings about patient safety.

Educate all nurses

Exchange experiences continuously

Discuss new procedures before the operation
Cross-check data

Check informed consent before the operation

Use a tumover sheet

‘Apply time out; surgery team to check everything together before operation
Count gauze for al surgeries.

Change disinfectants for preventing skin bum

Change the biopsy procedure

Prevent burns by fixing the plaster

Colored covers for instruments

Handle frozen biopsies using new methods.

Submit QI report but without names

Check skin condition before and after the operation
Maintain primary antibiotic stocks in the operating room
Wash hands

Do not guess

Do ot hurry

Concerns about accidents in unanticipated areas
Something occurs that has not been considered

Blind spots regarding outpatient surgery

No monitoring of patients who receive local anesthesia
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Intervening condition

Create one team with various professionals

High-pressure environment during surgery

Maintain a patient centered mind

Pressure to conduct to quick surgery

1

Causal condition

Core category

Action/Interaction strategies

Consequence

Positive factors

Complete systematic
safety education
Develop and prepare
a practical manual

Negative factors

Difficultes in using
surgical instruments.

Incorrect information
about an operation

Trying to maintain
principles of
patient safety
during high-risk
surgical

procedures

Attempt continuous —
improvement

Immersion in operation with
sharing issues of patient
safety

Work to advance patient safety

Develop and apply new
procedures or systems

Apply and change procedures

Enforce principles

Concerns about accidents in the
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