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Chapter 1

Leadership Styles in Nursing
Serpil Çelik Durmuş and Kamile Kırca

Abstract

Recent developments in the field of management-organization and organiza-
tional behavior and new concepts have also led to the emergence of new leadership 
styles in leadership. Leadership in health services is important for following innova-
tions and adapting to current situations. Nurses working together with other health 
personnel in hospitals providing health services constitute an important group in 
leadership. Nursing, which is a key force for patient safety and safe care, is a human-
centered profession, and therefore leadership is a key skill for nurses at all levels. 
The leadership styles of nurse managers are believed to be an important determi-
nant of job satisfaction and persistence of nurses. The need for nurses with leader-
ship skills and the need for nurses to develop their leadership skills are increasing 
day by day. There are several leadership styles defined in nursing literature. These 
leadership styles are examined under the titles of relational leadership style, 
transformational leadership, resonant leadership, emotional intelligence leadership, 
and participatory leadership. The task-focused leadership style is explored under 
the headings of transactional and autocratic leadership, laissez-faire leadership, and 
instrumental leadership.

Keywords: nursing, leadership, leadership styles, patient safety, quality of care

1. Introduction

“Leadership is not only about individuals, but also about teams” [1].
Nowadays, leadership in health services is an important issue that aims to 

protect and improve human health. Rapid changes and developments in the health 
sector increase the importance of developing managership and leadership skills for 
health managers [2]. Regional and national health systems tend to redesign their 
functions and priorities by making structural changes in social and economic terms 
to cope with the increasing health problems [3]. The inclusion of complex technol-
ogy and intense human relations in hospital services, which constitute a significant 
part of health care services, leads to the emergence of important managerial prob-
lems [4]. The existence of effective, creative, visionary, motivated, knowledgeable, 
principled leaders for the development of the institution is important to eliminate 
various problems in health services. To be able to do this, it is necessary to deter-
mine the qualifications that can contribute to the effective leadership of corporate 
managers [2, 5].

Leadership in health services is of great importance in terms of following 
innovations and adapting to existing situations [6]. Leadership can be defined 
as a multidimensional process, which means that a person motivates others to 
direct their activities and develop their skills under certain circumstances [3, 7]. 
The leader is the person who sets the goals of his group and who influences and 
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directs the members of the group in line with these goals [8]. In addition, a good 
leader must be dynamic, passionate, have a motivational effect on other people, be 
solution oriented, and try to inspire others. Nurses, who work together with other 
health personnel in hospitals, constitute an important group in leadership. Nursing, 
which is a key force for patient safety and safe care, is a human-centered profession, 
and therefore leadership is a key skill for nurses at all levels. The leadership styles of 
nurse managers are believed to be an important determinant of job satisfaction and 
job commitment of nurses. Nurses who are mobilized and empowered to perform 
specific personal or group goals by a good leader nurse are willing to implement 
evidence-based practices and are highly motivated, well informed, and committed 
to organizational goals. Therefore, they perform patient care in a more effective and 
planned process. It has become imperative to examine the role of leadership styles 
of nurse managers on staff outcomes after miscarriage of health workforce, which is 
a global nursing problem, increasing health care costs and workload [9, 10].

There is a limited number of articles in the literature about the leadership 
styles of nurses. In these studies, the importance of leadership styles and prac-
tices on patient outcomes and patient safety, health service power and corporate 
culture were determined [3]. However, Cummings [10] stated that most styles 
can be grouped under relational leadership or task-focused leadership. Relational 
leadership styles focus on people and relationships. It includes transformational, 
emotional intelligence, resonance, and participatory leadership. These styles are 
positively associated with staff satisfaction, organizational commitment, improved 
staff health welfare, stress reduction, job satisfaction, productivity increase, 
effective study, and positive patient outcomes. However, task-focused leadership is 
focused on completion of works, deadlines, and directives. Task-focused leadership 
styles include operational, autocratic, and laissez-faire leadership [10].

2. Leadership styles in nursing

2.1 Relational leadership

Relational leadership styles focus on people and relationships and include 
transformational, emotional intelligence, resonance, and participatory leadership 
[11]. These leadership styles are associated with increased employee satisfaction, 
organizational commitment, improved staff health and well-being, stress reduc-
tion, job satisfaction, increased productivity, effective work, and positive patient 
outcomes [10].

2.1.1 Transformational leadership

Transformational leadership is considered the gold standard of leadership [11]. 
Transformational leadership is at the center of nursing because it has an impact 
on patient outcomes, employee satisfaction, and safety culture. Transformational 
nurse leaders first perform nursing, communicate effectively with their audiences, 
and become effective role models [12]. Such leaders are motivated and empowering, 
encouraging and following their audience for organizational goals and individual 
goals [13, 20]. In addition, it is explained how the transformational leaders have 
four characteristics that affect their audience. These characteristics are charisma, 
inspirational, intellectual thinking, and individual attention [42].

It is thought that the transformational leaders fascinate their audience with 
the charisma feature. This fascination is sometimes associated with the physical 
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characteristics of the leader as well as communication skills and vision. The inspir-
ing character of transformational leaders supports and motivates their followers 
with encouraging speeches in case of hard work and crises [14].

Transformational leaders, with their intellectual characteristics, encourage 
their followers to think innovatively and to think about how we can do it better. At 
the same time, these leaders do not prefer their followers to accept their thoughts 
as they are [14]. Finally, the transformational leaders, who are interested in their 
followers individually, advise them in line with their individual needs. In addition, 
leaders appreciate their followers within the team.

When considered with a general assessment, transformational leaders think that 
their followers should be evaluated individually and the needs and characteristics 
of the followers may change with the influence of the leader. Therefore, with the 
mentoring of the leader, the development of the followers increases at the same rate.

2.1.2 Resonance leadership

Resonance leadership is based on emotional intelligence and awareness, includ-
ing being open and sensitive to judgment [15]. Resonance leaders have emotional 
intelligence features. These are self-awareness, self-management, social awareness, 
and relationship management [16]. According to these characteristics, resonance 
leaders are effective in managing and solving conflict, democratic, collaborative, 
and can find solutions to problems.

2.1.3 Emotional intelligence

Emotional intelligence was first described as a feature of transformational 
and resonant leadership in the 1980s. Leaders with emotional intelligence have 
four important structures: self-awareness, self-management, social awareness, 
and social skills. Emotionally intelligent leaders are sensitive to the well-being, 
emotions, and emotional health of themselves and their followers, and develop 
effective personal relationships while directing followers to common business goals. 
Emotionally intelligent leaders manage and reflect their emotions, making rational 
decisions to ensure teamwork and collaboration. Emotionally intelligent leaders are 
also effective in conflict resolution because they have the ability to see the situation 
from others’ perspective and manage work stress [11].

2.1.4 Participatory leadership

In participatory leadership, the views of individuals and groups are taken into 
consideration. Knowledge, experience, skills, and innovation are of great impor-
tance in the decision-making process, with a wide range of expertise and participa-
tion in engagement. In 2016, WHO called for participatory leadership to replace 
hierarchical leadership models of health leadership, suggesting that inclusiveness 
and the involvement of various stakeholders would strengthen health services [17].

2.2 Task-focused leadership

The task-focused leadership style involves planning business activities, clari-
fying roles within a team or a group of people, as well as a set of objectives, and 
continuous monitoring of processes and performance. Task-focused leaders focus 
on completion of jobs, deadlines, and directives [10]. Task-focused leadership is 
significantly associated with high-level patient satisfaction [18].
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2.2.1 Transactional and autocratic leadership

“Do it now!”

This concept, which is referred to as “transactional leadership” in English 
literature, is used as “interactionist,” “operational,” or “transactional” leadership in 
different sources. Transactional leadership is a leadership style that provides short-
term goals and motivates viewers through the fulfillment of individual needs in 
exchange for high performance toward organizational goals [19]. Leaders in trans-
actional leadership act as exchanges managers by exchanging followers who lead 
to improvement in production, and are interested in processes rather than shared 
values with forward-thinking ideas [18, 20].

Transactional leadership style emerges in two basic forms as “management with 
exceptions” and “conditional rewarding” [21, 22]. The form management with 
exceptions is divided into two as active and passive. The active leader monitors 
the performance of the team followers and intervenes to correct these errors when 
he/she detects errors. The passive leader expects the followers’ mistakes to draw 
their attention before giving negative feedback or any warning [23]. In conditional 
rewarding, transactional leaders clearly explain to their followers what their duties 
are, how they will be made, and how they will be rewarded if the desired tasks are 
fulfilled satisfactorily [21, 24].

Transactional leaders are cultural carriers who maintain the existing order and 
act in line with traditions and past [25]. In crises where an explicit orientation is 
required, the transactional leadership approach is an effective style. Transactional 
leadership can be the best leadership style for the direction of critical events [18, 
26]. This leadership style can be effective in emergency situations such as cardiac 
arrest, by enabling nurses to focus on the task as a whole on the patient [27].

In the literature, transactional leadership and transformational leadership are 
explained together and comparisons are made. Besides, unlike the transformational 
leadership, leaders who adopt an interactive approach want to maintain the same 
things instead of changing the future, and they are less concerned with the creative 
and innovative aspects and focus on concepts such as efficiency and quality [28]. Bass 
emphasizes the use of interactive leadership as a conditionally rewarding perfor-
mance, especially among followers and leaders [29]. While transformational leader-
ship results in a performance beyond expected, interactive leadership focuses on the 
expected results [30]. According to the transactional leadership, leadership is seen 
as a simple mutual exchange between leaders and followers based on economic or 
political reasons, while transformational leadership states that leaders and followers 
influence each other in order to achieve higher levels of motivation and morale [31].

Another type of transactional leadership is autocratic leadership. Autocratic lead-
ers are defined as directives, controlling, power-oriented, and closed-minded. The 
leader describes the “what, when, why, and how” of the task. He/she emphasizes 
obedience, loyalty, and strict adherence to the rules. Followers do what the autocratic 
leader says [32]. The autocratic leadership style can be considered ideal in emergen-
cies because he or she takes all decisions himself/herself, regardless of the views of 
the leading staff [3]. Because information is seen as power, critical information can 
be hidden from the team. Mistakes are not tolerated and individuals are accused 
rather than erroneous operations. Rewards are given for compliance, but disobedi-
ence is punished [18, 32]. In addition, autocratic leaders can create fear among staff 
and often make decisions without consulting the team [32]. These leaders motivate 
their subordinates by using their “legal powers,” “rewarding powers,” and “coercive 
forces.” Autocratic leaders may not be welcome by their team, but this can be trans-
formed into appreciation and devotion when the positive results of their leadership 
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emerge. Although staff do not like autocratic leaders, they often work well on their 
orders [18, 32]. This leadership approach can be useful at the moment when it is 
necessary to make quick decisions or to mobilize uneducated and less-motivated fol-
lowers in the short term by pressure and fear [6, 33, 34]. The positive aspect of this 
style is that it works perfectly in emergencies or chaotic situations with little time for 
discussion.

Schoel et al. found that very popular leaders were perceived as ineffective, while 
unpopular leaders could be perceived as effective [35]. According to the results of 
Uysal et al., the perception of the behavior of hospital managers as autocratic by 
followers decreases the productivity of the work [6], because autocratic leadership 
is perceived negatively by the followers; the reason is that the authoritarian attitude 
does not give the employee the right to speak, and that the awards and punishments 
are precise and clear.

2.2.2 Laissez-faire leadership

The style of leadership recognizing full freedom is also referred to as “laissez-
faire” in the literature and is expressed as “let them do it.” This kind of a leader 
advises the process by not participating in the process, encourages followers to 
generate ideas, offers suggestions when asked by followers, and declares opinions. 
[31]. Leadership that recognizes full freedom is a style in which the leader provides 
little or no orientation or control, and prefers a practical approach. Fully free 
leadership style includes a leader who does not decide, and acts without staffing or 
supervision [3]. The main task of the leader is to provide resources. Such leaders 
dissipate responsibilities and retreat and refrain from taking decisions [31]. The 
leader only gives his/her opinion when asked about his/her opinion on any subject, 
but this view is not binding on his/her followers [36].

Leadership that recognizes full freedom is an authoritative, task-focused leader-
ship style, because it involves the regulation of tasks in times of crisis, so it shows 
reactive leadership. This style of leadership is often used by inexperienced leaders or 
those who are about to vacate their leadership positions, who prefer to give up their 
followers or others to change their positions, such as those who would like to give up 
their job [18]. The leader leaves the followers on their own. Followers do what they 
think is the best. Followers are trained to find the best solution to their problems. 
Whenever he/she sees it necessary, a person can form a group with whom he/she 
wants to solve problems, try new ideas, and make the decisions that he/she thinks 
are most appropriate for him/her [37, 38].

There are positive and negative aspects of the leadership style that gives full 
freedom. The first positive aspect of this leadership style is the determination and 
implementation of the goals, plans, and policies of employees or members of the 
organization, and it mobilizes the creativity of each member or employee [39]. The 
second positive aspect is that employees are motivated to train themselves and find 
the most appropriate solution to the problems. When the individual deems it neces-
sary, he/she creates a group with the people he/she wants, solves the problems, tries 
new ideas, and reaches the most appropriate decisions [40]. The negative aspects 
of leadership, which gives full freedom, are the emergence of turmoil within the 
organization and the fact that everyone leads to the targets he/she wants and even 
toward opposing targets. Another disadvantage is the significant decrease in organi-
zational success, independent of personal achievements.

Skogstad et al. state that the type of leadership recognizing full liberty reinforces 
the role conflict and role ambiguity experienced by the individual, and increases 
the conflicts with colleagues [40]. Hinkin et al. also state that leadership behaviors 
that recognize full liberty harm the punitive and rewarding roles of the leader 
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2.2.1 Transactional and autocratic leadership
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and decrease leaders’ effectiveness [41]. Chaudhry and Javed state that fully free 
leadership has no effect on the motivation of the followers compared to other types 
of leadership [42]. Şentürk et al. reveals that fully free leadership does not have 
a reinforcing effect on innovative behaviors but rather reduces it [31]. According 
to the results of Uysal et al., the perception of the behavior of hospital manag-
ers as autocratic by followers decreases the productivity of the work [6]. Because 
autocratic leadership is perceived negatively by the followers. The reason is that the 
authoritarian attitude does not give the employee the right to speak, and that the 
awards and punishments are precise and clear.

2.2.3 Instrumental leadership

Instrumental leadership focuses on choosing an appropriate strategy along with 
appropriate resources to achieve business goals, and it is vital for sustainable cor-
porate performance [43, 44]. This leadership style is part of the spectrum of trans-
formational and interactive leadership styles. Instrumental leaders can be effective 
managers because they ensure efficiency protection. Thus, jobs are completed in line 
with the resources, strategic vision, and time constraints of the health facility [45]. In 
current leadership approaches, the strategy and task-focused developmental func-
tions of the leaders are not taken into account; however, strategy and task-focused 
functions, which are instrumental forms of leadership, are essential for organizations 
and followers to ensure sustainable performance. Instrumental leadership is based on 
neither ideals nor swap relationships. Instrumental leadership includes ensuring har-
mony between the organization and the environment, developing strategies, prepar-
ing task and strategy tables, using resources effectively, and providing performance 
feedback [44]. The most prominent feature of the instrumental leadership type is the 
determination of the subordinates’ path by the leader [34]. The instrumental leader is 
mainly concerned with the timely completion of the work related to the desired goal; 
it focuses on functions such as setting goals, organizing group members, setting up 
the communication system, and determining work-related times [46]. Akyurt et al. 
found that instrumental and interactive leadership have a statistically significant and 
positive effect on job satisfaction and organizational commitment [21]. Tengilimoglu 
and Yigit, in their study on 355 state hospital workers in order to determine the effect 
of leadership behavior in hospitals on job satisfaction of the employees, found that 
the leadership style with the highest job satisfaction were participatory, instrumen-
tal, success-oriented, and supporting leadership, respectively [34].

3. Effective leadership

As the health sector is in a process of change, new leadership approaches need 
to be implemented to effectively manage this new structure [46]. Developments 
in the field of management-organization and organizational behavior and new 
concepts have also led to the emergence of new leadership styles in leadership [4]. 
Leadership is important for every organization as well as for health organizations, 
because the success of an organization is a good leader [47]. For effective leadership, 
it is important to focus on the dynamic relationships between guidance, leadership 
values, culture, talent, and organizational context [48]. Effective leaders in health 
care services consider safe, qualified, and friendly care as the top priority. Effective 
leadership is critical to facilitate quality care, patient safety, and positive staff devel-
opment. Leaders make the voice of patients continuous; they continuously monitor 
their patient experiences, concerns, needs, and feedback [49]. Nurses, the largest 
workforce in a health institution and a dynamic profession, play an important role 
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in health leadership and policy-making, while maintaining their traditional care 
skills [50]. The leadership style of executive nurses plays an important role in the 
provision of job satisfaction and motivation of nurses, development of institutional 
commitment, and effective management of conflicts [51–53]. In addition, effective 
leadership styles can increase the quality of health care outcomes. In addition, lead-
ership in health facilities is considered as an important factor in ensuring quality 
health services, patient satisfaction, and financial performance.

4. Conclusion

Nurses are responsible for guiding the community because of their responsibili-
ties in health care. Patient care and education, effective communication, and clinical 
management are the most important tasks. These tasks are closely related to leader-
ship behavior. Nurses who exhibit leadership behavior will be pioneers in bringing 
the profession to a professional level. The goal of future health care institutions 
should be to influence the quality of patient care through a good nursing leadership. 
Future research should focus on the development, applicability, and implementa-
tion of robust leadership style models in different health environments. These 
studies should include multidisciplinary professional teams; strengthen the role of 
nurses and other health professionals; and address organizational parameters and 
individual wishes, preferences, and expectations for quality of life and health care.
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Chapter 2

Simulation: A Training Resource 
for Quality Care and Improving 
Patient Safety
Eliana Escudero, Marlova Silva and Marcia Corvetto

Abstract

Patient safety is an ever-present topic in the discussion of educators. It has been 
20 years since the publication of To Err Is Human, and there are lessons learned, 
although there is still much to be done. Healthcare systems are becoming increas-
ingly complex, putting the safety of patients at risk. In this context, there is a 
greater exposure of healthcare professionals to medical-legal liability issues and 
to becoming victims of situations that are often preventable. Nurses and medical 
doctors are especially exposed to these situations, since they are visible during pro-
cedures, or do so during the points of greater risk during the patient care process. 
This chapter will review the contribution provided by the curricular integration of 
simulation-based education as a tool to train technical and nontechnical issues and 
how this work can be done for the safety of patients through a standardized training 
plan, under controlled and evaluated processes. We will discuss how resources and 
elements allow to perform healthcare interventions in a more safely manner. Finally, 
we will review the existing literature, some experiences, and the available evidence 
on this topic.

Keywords: patient safety, collaboration, communication, innovation, quality of care

1. Introduction

Nowadays patient safety is a very important topic in healthcare. Healthcare 
systems are becoming increasingly complex, putting at risk the safety of our 
patients. In this context, there is a greater exposure of healthcare professionals to 
medical-legal liability issues. Secondary to this situation, healthcare educators have 
incorporated this topic into the curriculum of healthcare careers.

As in other areas of human endeavor, such as commercial and military aviation, 
simulation has provided an opportunity to prepare teams. Teams have the oppor-
tunity to practice skills and work through complex situations before facing the 
real environment, aiming to achieve safety and to prevent the incidence of errors. 
Mistakes in healthcare can harm patients and also affect professionals and institu-
tions, which can be frustrated, questioned, and sanctioned.

Crisis situations and the complexity of work systems in healthcare can be recre-
ated in simulated environments with the same level of realism as it may occur in 
real clinical setting. The benefit is that the activity happens in a protected environ-
ment, allowing the occurrence of mistakes, their analysis, and reflection. These 
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scenarios also review group behavior and the implementation of protocols up to the 
point where there is certainty in the fact that teams could make decisions and are 
prepared to face real-world conditions. In a simulated environment, error becomes 
an opportunity to learn and to achieve competencies, which will imply a reduction 
of incidents and adverse outcomes.

This chapter will provide information about the methodology of simulation-
based education, about international standards in clinical simulation and will 
develop concepts of human factor and patient safety. It shall review the new role of 
educators and the challenges during healthcare professional training, focusing on 
physicians and nurses, since they are the most exposed during patient care. Finally, 
we will also present some methods and assessment tools to evaluate and analyze the 
current impact of simulation.

The purpose of this chapter is to provide evidence using simulation and experi-
ences identifying how to improve professional competencies, in a time when it is 
necessary to incorporate new methodologies of education and technologies and 
innovate toward efficiency and effectiveness, making the process safer toward a 
culture of safety.

In summary, the authors want to contribute to the knowledge in the field of 
clinical simulation, patient safety, and safe nursing care, because today is manda-
tory for clinical teams and healthcare students to have these competencies.

2. Education-based simulation and definitions

Significant changes in clinical attention are being observed worldwide. This 
evolution has not been without issues, but also has been surrounded by opportuni-
ties for innovation. The increased pace of research, growing of knowledge, and 
progress in technology have contributed to improve the life expectancy of people. 
Additionally, there are new challenges, such as incoming chronic and infectious 
diseases, environmental hazards, and demographic and epidemiological transi-
tions. In this scenario, the main challenge for nurses and healthcare professionals 
is to contribute to deliver safer attention in this increasingly complex and unsafe 
patient’s environment.

On the other hand, those committed to undergraduate, postgraduate, and continu-
ing medical education and train of healthcare professionals must deliver answers to 
this complex scenario, with fast and continuous changes in the paradigm of teach-
ing and learning [1]. There is a lack of coordination between the competencies that 
graduates achieve during their careers and the real needs of the clinical environment of 
healthcare. Graduates need to train technical skills, have more time for clinical prac-
tice, and have more chances to interact with real patients. High-quality and efficient 
healthcare attention requires professionals capable to work immersed in interprofes-
sional teams, with a high degree of leadership and decision-making skills [1].

In this context, the role of nursing is essential. It is a profession that promotes 
patient safety and, at the same time, guarantees high-quality medical attention. In 
places where education education and training of these professionals is fundamen-
tal to generate changes in the safety culture of institutions [2].

The intervention of healthcare education through the integration of active 
and innovative methodologies and the strengthening of the relationship between 
academia and healthcare area are some strategies that have been developed in order 
to solve this issue.

Many interventions have been described in order to develop these competencies: 
the use of technologies, virtual tools, problem-based learning, interprofessional 
education, and specially clinical simulation [3].
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In order to clear the concepts of patient safety and simulation-based education, 
it is important to state some definitions.

Some relevant definitions of simulation are:

• As per Lopreiato: “A strategy in which a particular set of conditions are cre-
ated or replicated to resemble authentic situations that are possible in real life. 
Simulation can incorporate one or more modalities to promote, improve, or 
validate a participant’s performance” [4].

• “Created or replicated to resemble authentic situations that are possible in real 
life. Simulation can incorporate one or more modalities to promote, improve, or 
validate a participant’s performance” [5].

• “Clinical simulation is a technique, not a technology, that substitutes or broad-
ens a real experience through a guided experience that emulates or replicates 
aspects of the real world in an interactive manner” [6].

• “Methodology that creates a situation or environment in order to allow the 
people participating in it to experience a realistic representation of a healthcare 
situation with the purpose of practice, learning, evaluate or work over aspects 
of communication and leadership” [7].

A simple definition of Patient Safety by the WHO is “Prevention of errors and 
adverse effects to patients associated with health care” [8].

Primum non nocere (first, to do no harm) is a basic concept in healthcare. 
Numerous worldwide studies conducted since the year 2000 show how patients 
may be harmed as a result of healthcare attention with an important percentage of 
preventability [9]. A learning curve makes reference to a period of time an individual 
takes to learn a subject or specific skill. This learning period can increase the poten-
tial percentage of events resulting in harm for real patients; therefore, it is a priority 
to implement learning models that do not expose patients to this risk. There is com-
pelling evidence regarding how educational interventions with clinical simulation 
allow healthcare professionals to acquire knowledge, skills, and behaviors, having a 
positive impact on patient safety [10]. A paper written by Mary Ann Cantrell allows 
us to become familiar with studies that show how simulation methodology has an 
impact on cognitive and procedural outcomes, not only in undergraduate nursing 
students but also in professionals [11].

Many different classifications of simulation devices exist [12, 13]. The spectrum 
of clinical simulators includes part-task trainers, computer-based systems, virtual 
reality and haptic systems, simulated patients, simulated environments, and 
integrated simulators (both, model- and instructor-driven simulators). The choice 
of the simulator will depend on the competition or the skill the instructor wants to 
train [12].

Regarding fidelity of simulation, many different definitions exist too [14]. 
Following the definitions of the Sim-dictionary developed by the SSH [4], low-
fidelity simulation is not needing to be controlled or programmed externally for the 
learner to participate; examples include case studies, role playing, or task trainers 
used to support students or professionals in learning a clinical situation or practice. 
That type of simulation activities called low fidelity requires the educator’s feed-
back. Some examples are intravenous catheter insertion, drug administration, or 
introduction of a urine catheter.

The other one is high fidelity and refers to simulation experiences that are 
extremely realistic and provide a high level of interactivity and realism for the 
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learner. This definition can apply to any mode or method of simulation; for exam-
ple: human, manikin, task trainer, or virtual reality.

High fidelity uses full-body manikins with computers that give very realistic 
physiology answers to train nontechnical skills. This modality allows to train 
leadership and make safe decisions, teamwork, and communication. An example is 
training for advance CPR. High fidelity simulation ended with a reflexion named 
“Debriefing”, that is the most important part of simulation. Debriefing is for col-
lecting information, a reflection in team about the experience to improve for the 
next time.

With these types and levels of simulation, this methodology allows both, 
individual and team training, showing an improvement in the performance of 
healthcare systems, lowering the incidence of errors and improving the quality of 
healthcare [15].

There are three domains where clinical simulation may be used by healthcare 
professionals [10]:

1. Practice and evaluation of technical skills through various models or software 
developed for that purpose.

2. Practice with a simulated patient to develop communicational skills.

3. Training of teams who face critical situations through the implementation of 
high-fidelity scenarios, which are characterized by having an extremely high 
degree of realism, allowing for high interactivity among the participating 
individuals. This type of scenario is followed by an after-action review, better 
known as debriefing [4].

3. Values and beginning of simulation-based education

This section presents the main historical events associated with clinical simula-
tion and its value, based on models and theoretical framework that support it. We 
will review international standards for their implementation, essential elements 
that have made it a powerful tool regarding patient safety:

3.1 Clinical simulation as a teaching and learning methodology

Since over four decades, the use of clinical simulation as a valuable methodol-
ogy has shown an important growth worldwide. Its implementation in nursing and 
other healthcare professions was adopted from other industries known as High 
Reliability Organizations, which are characterized by operating in complex high-
risk contexts, showing low rates of accidents, failures, or catastrophic events. These 
organizations, such as aviation, electricity, and nuclear energy, are based on five 
fundamental pillars, being one of them the training of personnel through the use of 
simulation methodology [16].

Sim One, Harvey, and Resusci Anne were the first simulators which over five 
decades ago were designed with interactive characteristics to enable the develop-
ment of certain skills in the training of healthcare professionals. Currently there 
are a large variety of resources that have allowed for clinical simulation to become a 
gold standard and a valuable and essential methodology for the process of teaching 
and learning in healthcare careers.

Simulation has been developed around the world, with various degrees of 
development, involving scientific societies in the fields of academia, research, and 
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program accreditation. Simulations allow an important collaborative and network-
ing job between countries and organizations [17].

The value of simulation as a methodology is provided in no small measure by the 
models and theoretical frameworks that support it; the most relevant are described 
below:

Andragogy: It refers to the learning theory of how adults learn. Professionals 
who work in the field of healthcare are adults that base their learning in the main 
principles of andragogy: internal motivation, a taste for problem-solving, auton-
omy, exacting standards, preference for practical activities, and previous experi-
ence. Clinical simulation as a methodology enables learning by respecting each one 
of these principles, which enhances its value in the training of professionals for the 
improvement of patient safety [18].

Deliberate practice: This theory on an experience that allows for the accom-
plishment of a competence through systematic and controlled practice, allowing 
the learner to have a full awareness of their progress and achievements. When 
deliberate practice is carried out through clinical simulation, it allows to learn by 
means of repetition, without sacrificing patient safety. This theory is also known 
as the expert theory, which states that expertise goes beyond a genetic condition, 
being a person, through practice, able to achieve its maximum potential in a given 
field [3].

David Kolb: This theory states that through concrete and active experi-
ence, based on reflection, the individual who performs a training activity 
with simulation can achieve behavioral changes through abstract conceptualiza-
tion [3].

Dreyfus and Dreyfus: This theory states that every professional in the field 
of nursing or other healthcare profession goes through five stages that range from 
novice to expert professional. Simulation as a methodology strengthens the transi-
tion through these stages from undergraduate training to continuing education in 
highly experienced professionals [19].

Reflective practice (Schön): This theory formulates that reflection is essen-
tial for learning. All learning practices must include a moment of reflection that 
accompanies the performed action. Feedback and debriefing are the intentional 
reflexive methods that accompany a clinical simulation experience, during and 
after the action where the educator can verify learning achievements [20].

3.2  International standards for the implementation of teaching based on clinical 
simulation

In the academic environment, the need to implement and evaluate the integra-
tion of simulation methodology in the educational processes arises. The training 
of these new educators with quality tools and evidence-based standards is also 
necessary.

The development and implementation of standards allows for continuous 
improvement based on established benchmarks, and it is through the work of 
experts and scientific societies around the world, such as the National League for 
Nursing (NLN), the International Nursing Association for Clinical Simulation 
and Learning [21], and the Society for Simulation in Healthcare (SSH), among 
others. These are the bases to begin with tools which establish and give the 
reference frameworks, glossaries, codes of ethics, good practice standards, and 
research topics. They created this methodology, allowing subsequent growth and 
development.

Below are the main implementation standards recommended for teaching based 
on clinical simulation:
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3.3 National League for Nursing accreditation standards

Dedicated to excellence in nursing, the National League for Nursing is the 
premier organization for nurse faculty and leaders in nursing education [22]. The 
NLN offers professional development, networking opportunities, testing services, 
nursing research grants, and public policy. NLN members represent nursing educa-
tion programs across the spectrum of higher education, healthcare organizations, 
and agencies.

The NLN promotes global excellence standards in the field of nursing education 
through a process of accreditation that respects the diversity of the mission state-
ment of a program, study plans, learners, and faculty, with the objective of imple-
menting a culture of continuous improvement in the field of nursing education.

Its standards are:

• Standard I: Culture of Excellence—Program Outcomes

• Standard II: Culture of Integrity and Accountability—Mission, Governance, 
and Resources

• Standard III: Culture of Excellence and Caring—Faculty

• Standard IV: Culture of Excellence and Caring—Students

• Standard V: Culture of Learning and Diversity—Curriculum and Evaluation 
Processes

3.4 SSH accreditation standards

The purpose of the Society for Simulation in Healthcare is to serve a global 
community of practice enhancing the quality of healthcare [23]. This society has an 
international accreditation program that considers five areas of accreditation, each 
one with defined criteria:

• Core

• Assessment

• Research

• Teaching/education

• System integration

3.5  International Nursing Association for Clinical Simulation and Learning 
Standards (INACSL)

The mission of this society is “To advance the science of healthcare  
simulation” [24].

The latest official standards of this organization include recommendations for:

• Simulation design

• Outcomes and objectives
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• Facilitation

• Debriefing

• Participant evaluation

• Professional integrity

• Simulation-enhanced IPE

• Operations

4. Patient safety concepts and curriculum integration in health careers

Patient safety has been recognized as a fundamental right, which has been 
expressed in various laws and declarations, and we must strive toward it [25, 26].

Patient safety was branded as a universal concept in 2004 [25]. The English 
physician Dr Liam Donaldson, based on the book To Err is Human, decides to 
create the World Alliance for Patient Safety under the wing of the World Health 
Organization [25]. This group proposes, as its first objective, to coordinate, dissemi-
nate, and accelerate around the world all improvements related to patient safety, 
sharing common strategies and standardized procedures around the world. This 
work produces the “Hand Hygiene” protocol (Indications for Hand Hygiene) [27], 
known and applied around the world. Another major contribution was the creation 
of the protocol for surgical safety pause [28]. Likewise, many other subjects have 
been developed by the World Alliance, whose objective is to achieve patient safety 
and low cost and high satisfaction on the achieved objectives.

One of the relevant results emerging from this work is to have a unique defini-
tion for patient safety, which allows us to enable a series of actions and interven-
tions around the world that stem from this concept. We shall now review the latest 
definition, which was worked on and discussed at length, over several months, by 
the community of the WHO Patient Safety Network, and published in 2018.

“Patient safety is the absence of preventable harm to a patient during the process 
of health care and reduction of risk of unnecessary harm associated with health 
care to an acceptable minimum. An acceptable minimum refers to the collective 
notions of given current knowledge, resources available and the context in which 
care was delivered weighed against the risk of non-treatment or other treatment” 
[25]. This definition is quite similar to the previous one; however, resources and 
context become relevant, including the concepts of knowledge and update. We 
can therefore consider as a self-evident truth that, in the face of development and 
the availability of technological and academic conditions for education, the use of 
simulation-based training is a valuable and increasingly affordable alternative.

Dr Liam Donaldson remains to this day a leader in this subject and has developed 
a global work agenda that already has experts among its ranks that through virtual 
networks communicate and organize subgroups and commissions in permanent 
development of initiatives. There are events and congresses, societies with strategic 
projects, and preset goals to be fulfilled within defined timelines. They are look-
ing for common results that, if achieved, shall be highly impactful with a global 
scope. Within the World Alliance objectives declared for 2016–2025 period, we find 
reducing medication errors that now comprise one of the leading causes of death 
[29] and also damage caused. This problem has not been sufficiently researched, 
but we can infer that harm and damages are also high, many of which could be 
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preventable if the strategy is strong and known for all. This is a concern for many 
different countries and groups around the world. All the above also implies elevated 
costs to society, which may be better used in research, new hospitals, and vaccines, 
every one of them very worthy of consideration in the field of healthcare. However, 
work on patient safety is not only an exclusive concern of the clinical field but is 
also arising in the context of academia, where it is fundamental to prepare students 
from healthcare careers, making them safe professionals. This is increasingly 
more demanding on account of the legal aspects of healthcare, and a more active 
participation of patients and their families in sanitary issues, and their role when 
facing medical decisions. In the book To Err Is Human, the need to incorporate the 
use of clinical simulation is first established [30]. It presents a proposal that shall 
lead directly to a change in paradigm in education, since it shall be acceptable that 
errors occur, and to avoid or diminish their impact, they must be analyzed. We can 
point out and recognize that this is a starting and inflection point toward change 
and therefore also the moment for integrating the methodology into the environ-
ment of healthcare. At that time this was an innovative idea, which was not being 
applied in human health area. Nevertheless, during the decade of the 1960s, we 
can already find evidence of a small successful result by means of simulation. As 
it was previously stated, this wasn’t either the first proposal for its use in a clinical 
setting; however, due to various reasons, it had not prospered, and only from the 
year 2000 clinical simulation is associated with the subject of error, which is still 
a very complex topic. From this moment onward, various initiatives are generated 
around the world, from where leaders emerge, mobilizing clinicians and educa-
tors to this day. Worth mentioning are David Gaba, anesthesiologist and a pioneer 
of simulation techniques for crisis management in Stanford, known as the Crisis 
Resource Management [31]; Dr Peter Dieckmann, who from the area of psychology 
has researched and analyzed debriefing models; and lastly Dr Pamela Jeffries, nurse 
and a renowned leader on account of her theoretical model and her contributions to 
society through her research in the area of clinical simulation.

Also, along the same lines, scientific societies emerge, which now call profes-
sionals from around the world to attend events and dedicate their work to the 
training of simulation methods and evidence gathering, such as SSH and INACSL, 
among others previously described.

It has been nearly 20 years devoted to becoming aware of the need for change. 
The World Health Organization, in 2010, proposed a curriculum for the training of 
midwives and nurses, highlighting the need for simulation laboratories at the same 
level of classrooms and libraries [32].

Around the same time, in 2009, the curricular safety guidelines for medical 
students and in 2011 for other professionals are made available [25], which again 
propose the integration of simulation in training.

These documents are the fruit of the work and data collection by experts, which 
makes clear the need to intervene and generate change.

The nursing profession has led the way around the world, garnering momentum 
for a movement in favor of the advancement in the integration of simulation in 
curricular proposals.

This is how educational projects, which have been successful around the world, 
on different continents, mainly the United States, Australia, and the Nordic coun-
tries, are initiated. It should be noted that the integration of simulation in study 
programs requires work oriented to obtaining measurable and observable results 
that allow proposing continuous improvement, in which the role of the teacher 
is key to the success of the experience [33]. Carrying out planned work, along 
with the development of a series of tools to be considered as guides, rubrics, and 
guidelines, as well as a permanent training plan, an institutional strategic plan, 
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and a continuous reflective look, makes this methodology a permanent challenge. 
Considering that the authors are from Chile and they have developed their experi-
ence in countries of the region, it is possible to point out that there are already 
successful integration experiences in undergraduate programs in nursing and some, 
but in smaller numbers, in medicine; in graduate and postgraduate degrees, they 
are still very scarce. It is therefore an interesting moment to carry out research and 
generate reports of the results achieved to date.

5. Patient safety and relationship with human factors

The book To Err Is Human raises the issue of the complexity of the work system 
in the environment of healthcare, which is generated by various reasons, such 
as the multiplicity of simultaneous events, interruptions, fatigue, work flows, 
etc., and illustrates this in a model that is used today to explain the phenomenon 
that is known as the theory of Reason (after James T. Reason, of the University of 
Manchester) or of the Swiss cheese model. The remarkable thing about this way 
of presenting the processes in a system, in this case from a sanitary standpoint, 
is how didactical it is to better understand errors. The image of the Swiss cheese 
allows observing that between processes multiple instances arise in which there 
are possible breaks of safety controls. The field of engineering has always worked 
considering that error is part of their work, and, as pointed out by Mavilde da Luz 
Gonçalves Pedreira in her book Nursing on a Daily Basis: Patient Safety published 
in 2011, the engineer trains for this eventuality and creates intervention and safety 
points in risk areas, constantly evaluating and measuring, with optimal results 
for the user. However, this does not occur in healthcare where, for example, we 
do not have rigorous induction and orientation processes in place, which in other 
industries are known as “trainee programs.” Our working day is normally long and 
many times needs to be extended beyond human capacity. The feedback loops are 
not in place; there is no testing of protocols; there is a lack of both guidelines for 
checking any of the above and reflection times for decision-making, which in our 
region are also part of a very hierarchical and compartmentalized cultural issue. All 
of this is known as the human factor, meaning the integration between the orga-
nization, work itself, and staff, which has been studied deeply by sociologists and 
ergonomists [34]. It is still today a subject that is rarely discussed by administrative 
staff and the managers of clinical institutions and integrated into the programs and 
curriculum of healthcare careers in most countries of the world. However, today is 
part of the terminology of the Sim-dictionary, and this has two major foundations 
[4]. The first is what the WHO points out in 2004 in its publication Learning by 
Errors in which it is emphatic to declare that this is a subject that should always be 
taught but that we see that it is mostly unknown [35]. And the second is provided by 
the objective of simulation, whose purpose is to work for the safety of the patient, 
and it is Dr. Gaba, recognized for his work in crisis management and expertise in 
high-fidelity scenarios, who states that in the performance of professionals, they are 
exposed to certain critical points [36], which are all associated with the elements 
present in the human factor concept; therefore they are not only technical issues 
but also of systematic, in which, for various reasons, human behavior can put safety 
at risk. One of his last publications, Human Factors Engineering in Patient Safety 
[37], allows to finally unite the world of engineering with healthcare and raises 
an interesting proposal of the intervention of engineers and the resources of their 
discipline for simulations, in a capacity of trained experts who can suggest how to 
avoid breakpoints in the safety chain through simulations designed by a multidisci-
plinary team.
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ence in countries of the region, it is possible to point out that there are already 
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generate reports of the results achieved to date.
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not in place; there is no testing of protocols; there is a lack of both guidelines for 
checking any of the above and reflection times for decision-making, which in our 
region are also part of a very hierarchical and compartmentalized cultural issue. All 
of this is known as the human factor, meaning the integration between the orga-
nization, work itself, and staff, which has been studied deeply by sociologists and 
ergonomists [34]. It is still today a subject that is rarely discussed by administrative 
staff and the managers of clinical institutions and integrated into the programs and 
curriculum of healthcare careers in most countries of the world. However, today is 
part of the terminology of the Sim-dictionary, and this has two major foundations 
[4]. The first is what the WHO points out in 2004 in its publication Learning by 
Errors in which it is emphatic to declare that this is a subject that should always be 
taught but that we see that it is mostly unknown [35]. And the second is provided by 
the objective of simulation, whose purpose is to work for the safety of the patient, 
and it is Dr. Gaba, recognized for his work in crisis management and expertise in 
high-fidelity scenarios, who states that in the performance of professionals, they are 
exposed to certain critical points [36], which are all associated with the elements 
present in the human factor concept; therefore they are not only technical issues 
but also of systematic, in which, for various reasons, human behavior can put safety 
at risk. One of his last publications, Human Factors Engineering in Patient Safety 
[37], allows to finally unite the world of engineering with healthcare and raises 
an interesting proposal of the intervention of engineers and the resources of their 
discipline for simulations, in a capacity of trained experts who can suggest how to 
avoid breakpoints in the safety chain through simulations designed by a multidisci-
plinary team.
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As previously stated, it is Dr Gaba, an anesthesiologist from Stanford 
University, United States, who incorporates into simulation a tool already used 
in the field of aviation, which first he adapts to anesthesia and subsequently 
implements for general clinical activity, called Crisis Resource Management 
or CRM [38]. This modality, which is carried out in very realistic scenarios, 
identifies 15 key points that, according to what Gaba observed in his institu-
tion, generate the most errors [39]. It should be noted that one of them, effec-
tive communication, is the key issue that has been analyzed, investigated, and 
evidenced by many, being considered as the one that triggers the most errors. 
This implies, therefore, that it is essential to train as teams in simple and com-
plex scenarios where the element of crisis allows to look for individual and 
collective safe behaviors, which after being analyzed through debriefing will 
allow to achieve good performance objectives in a shared, and therefore safe, 
manner.

6.  Learning activities to teach safety competencies with simulation

To conduct the curricular integration of the methodology is not currently an 
easy subject for academics and clinicians. It implies changes of the teaching para-
digm, mainly by a new role of the teacher that in addition to be a healthcare profes-
sional must be familiar with medical education or education in health sciences. The 
simulation educator or simulationist, which requires at least 2 years of training, 
must carry out his/her work under standards of simulation education applying new 
teaching tools such as feedback, coaching, reflection, deliberate practice, and others 
[24]. The simulationist must guide their teaching toward the learning outcomes and 
not only from the designed objective, understanding that this methodology should 
be used in all required levels, that is, undergraduate, postgraduate, and continuing 
education [4, 40].

There are models designed to implement this proposal; however, the most com-
plex aspect of this is that this frame of reference is designed from the curriculum 
project of the unit, which implies serious and profound interventions [41]. Without 
this, it is not feasible that the process responds to the profiles of graduates, post-
graduate, or specialty programs. Let us remember that any curricular intervention 
requires logic and a coordination of all the educational strategies to be developed, 
making it unique and respond to a construction not only of contents or disciplinary 
elements.

We present below the models of two of the authors of this chapter, which have 
been constructed based on the units responsible for the integration projects of the 
simulation. It is interesting, given that the first is the result of a curricular project 
designed for the school of nursing of the Finis Terrae University of Chile (Figure 1) 
and the second from San Sebastian University of Chile (Figure 2). Even though 
they have two different origins, they share a series of elements that are transversal 
to any current simulation proposal.

It seems important to point out and recommend to clinicians other instances 
of the application of the simulation, such as simulation in situ. This application of 
simulation is understood as one performed in the real setting, that is, in the clini-
cal environment with its physical resources, equipment, and systems, in addition 
to its protocols, routines, and usual work teams to be trained [42]. The purpose of 
this modality of simulation is mainly oriented to safety, and one of its proposals 
is aimed at training teams to identify latent safety threats in their work environ-
ments. Simulation in situ is a newer modality than simulation in centers and must 
solve issues such as spaces, times, fears from professionals, and contamination of 
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simulators, among others. The experiences carried out have been well evaluated, 
for example, in the cases of hospital emergencies, although there is still much to be 
developed and researched in this regard [43].

6.1 Strategies and tools

Many systematic approaches have been developed in order to achieve an effec-
tive teamwork and communication in healthcare. One example of these strategies 
for patient safety is SBAR: Situation-Background-Assessment-Recommendation. 
This is a tool that provides a framework for communication between members of 
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the healthcare team about a patient’s condition. This instrument is useful in emer-
gency or for giving information through a phone call, for example. It has been used 
successfully in clinical environment [44]. The school of nursing from Finis Terrae 
uses and trains the students with SBAR. The students are prepared to phone the 
physicians or a colleague and summarize all the most important information about 
the case and the patient. The students do for several times during the career to be 
ready and sure.

Another resource that is necessary to mention is Team Strategies and Tools to 
Enhance Performance and Patient Safety (TeamSTEPPS). This strategy has been 
considered like a good model for training the teams, and part of this is doing 
with simulation and optimizing team performance across the healthcare delivery 
system [45].

7. How to assess competencies of safety patient with clinical simulation

According to the pyramid model described by Miller, we can assess learners at 
four different levels [46]. These levels are (1) knows (knowledge), (2) knows how 
(applied knowledge), (3) shows how (performance), and (4) does (action or behav-
ior in real practice) [46]. Different methodologies have been used to evaluate these 
four different levels of competence. For example, if we want to assess trainees to 
“show how,” the ACGME Toolbox of Assessment Methods suggests that simulations 
are the most appropriate methodology. One of the strengths of simulation as an 
assessment methodology is the high degree of reliability. We can present a situation 
in the same manner for every student, situation that becomes especially important 
for certification and recertification processes [47].

Regarding how to measure competence during simulations, many assessment 
tools have been described in the literature. Based on the literature related to sim-
ulation-based assessment, two types of observational scales have been described, 
explicit process and implicit process [48]. Explicit process scores take the form of 
commonly used checklists or key actions. Implicit process scoring is a tool where the 
entire performance is rated as a whole and is named global rating scales. In general, 
the choice of metrics will depend on what we want to measure. If we want to assess 
“technical” skills (airway management, drug administration, and placement of 
catheters), it is usually possible to identify key actions and to develop checklists. On 
the other hand, if we want to assess “nontechnical” skills such as communication, 
teamwork, and situation awareness, it is better to use global rating scales.

Regarding assessment tools for procedural skills, recent investigations sug-
gest that global rating scales may be more sensitive in determining competence 
for procedural skills [49]. Ma and colleagues provide an example whereby the use 
of a global rating scale may be preferred over the use of two currently available 
checklists during central venous catheter placement [50]. Additionally, checklists 
have been unable to find differences between novices and experts [51]. A possible 
explanation is that knowledge acquisition through lectures, videos, or other mate-
rial reviewed prior to the assessment session allowed novices to complete easily the 
majority of the key actions requested by the checklist from a cognitive standpoint. 
This interpretation challenges the utility of checklists as an assessment tool for 
procedural competences.

Additionally, more sensitive technical performance measurements, such as limb 
kinematics (trajectory, velocity, and acceleration), may provide additional perfor-
mance assessment [52]. The use of these motion devices in the evaluation of motor 
skills allows obtaining quantitative data complementing previous validated visual 
scales [53]. Recent evidence supports their use in specific procedures. Clinkard 
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provided evidence of construct validity for hand-motion-tracking analysis during 
US-guided CVC installation in a simulated setting. They concluded that motion 
analysis is a feasible tool for assessing competence in US-guided CVC, discriminat-
ing between performance level of novices and experts [54].

Regarding assessment tools for nontechnical skills (NTS), such as teamwork, 
communication, and decision-making, multiple tools have been developed over the 
last decades. A recent systematic review with the aim to analyze the context of use, 
method of development, evidence of validity, reliability, and usability of tools for 
the observer-based assessment of NTS in healthcare found 76 tools for assessment 
of NTS in healthcare [55]. The authors suggested a need for rationalization and 
standardization of the way we assess NTS in healthcare and greater consistency in 
how tools are developed and deployed.

In another systematic review aimed to synthesize available tools assessing 
teamwork performance of teams in crisis situations, 13 tools are identified for 
assessing teamwork of teams in crisis situations [56]. The tool TEAM may be the 
most promising tool given its measurement evidence [57]. Finally, they mentioned 
that there is a lack of tools to assess teamwork performance during intraoperative 
crisis situations [56].

8. Evidence regarding how simulation improves patient safety

Evaluating the patient impact of simulation-based education has become a 
priority in the present time. A recent review about using clinical simulation to study 
how to improve quality and safety in healthcare determined that using simulation 
in the study of healthcare improvement is a promising approach that could usefully 
complement established research method [58].

Simulation training in anesthesia has been used successfully and has shown to 
increase many skills of anesthesiologists. Nevertheless, there has not been a demon-
strable improvement in patient outcomes with simulation training [59].

Unfortunately, systematic reviews indicate that patient outcomes are reported in 
only 0–5% of medical education studies [60]. Most of the simulation research body 
has focused on the performance of students, both in simulated environment and its 
transfer in the real patient. However, the impact of such simulated training, on the 
real patient outcomes, has been poorly studied.

A review on the evidence regarding educational interventions to enhance 
patient safety using a nontechnical skills training approach was published in 2012. 
A total of 22 studies met the inclusion criteria. There was a variation in the focus 
of outcomes among the studies, with representation of all levels of Kirkpatrick’s 
adapted hierarchy. Only three measured patient outcomes. The methodologi-
cal quality of published studies is reasonable, although the reporting of specific 
interventions is poor. There is a significant variation in the outcome measures used 
in this research, which limits the strength of conclusions on the effectiveness of 
these interventions [61].

A systematic review published by Zendejas identified 50 studies reporting 
patient outcomes in the evaluation of simulation-based education for health 
professionals [62]. All the studies included in this systematic review involved 
procedural skills training (airway management, gastrointestinal endoscopy, central 
venous catheter insertion). Most outcomes of this group of studies are procedural 
success rate and complications. Unfortunately, the minority of studies reported 
other patient outcomes such as survival and duration of hospitalization. Finally, a 
meta-analytic synthesis demonstrated small to moderate effects favoring simula-
tion in comparison with no intervention and small nonsignificant effects favoring 
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simulation in comparison with non-simulation instruction. The authors stated that 
simulation-based education is associated with downstream benefits on patient care.

9. Conclusion

Clinical simulation is a very valuable methodology for training, aimed at 
increasing patient safety. It is not a methodology that is proposed only for profes-
sional nurses, which motivated this chapter to be developed by a doctor and nurses.

Today simulation is considered an important option to achieve a safety culture, 
and evidence points out that it is a great contribution and it is very accepted by the 
new generations of health professionals. We must not forget that there are many 
groups working around the world to achieve this objective and also many initiatives 
that must be linked and associated through collaborative networks. A challenge that 
remains is to involve patients and let them know more about the subject and join in 
to be an active participant for their safety.
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simulation in comparison with non-simulation instruction. The authors stated that 
simulation-based education is associated with downstream benefits on patient care.

9. Conclusion

Clinical simulation is a very valuable methodology for training, aimed at 
increasing patient safety. It is not a methodology that is proposed only for profes-
sional nurses, which motivated this chapter to be developed by a doctor and nurses.

Today simulation is considered an important option to achieve a safety culture, 
and evidence points out that it is a great contribution and it is very accepted by the 
new generations of health professionals. We must not forget that there are many 
groups working around the world to achieve this objective and also many initiatives 
that must be linked and associated through collaborative networks. A challenge that 
remains is to involve patients and let them know more about the subject and join in 
to be an active participant for their safety.
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Chapter 3

Keeping Patients Safe: The Critical 
Role of Medical Error Recovery
Theresa A. Gaffney

Abstract

Two decades after the Institute of Medicine Report, To Err is Human: Building a 
Safer Health System illuminated the high number of preventable deaths and adverse 
events associated with health care, medical errors remain a top global concern. 
To date, resources have been focused on preventing medical errors; however, the 
importance of error recovery must not be overlooked. Medical errors cannot be 
fully eliminated from our health care system, yet many errors can be recovered 
thus preventing patient harm. This chapter will (1) define and describe the error 
recovery process, (2) discuss the role of health care providers in error recovery, (3) 
explore strategies that enhance and prohibit error recovery, and (4) analyze charac-
teristics that influence error recovery. Given the importance of patient safety within 
the health care industry, health care professionals and organizations must focus on 
both error prevention and error recovery as a key strategy in keeping patients safe.

Keywords: medical errors, error recovery, near miss, patient safety, expertise, 
culture, leadership, workload, high reliability

1. Introduction

Four out of every 10 patients are harmed while receiving care; costing payers 
an average of $8000 per admission [1, 2]. Errors related to diagnosis, medication 
errors, and unsafe surgical procedures are most frequently reported [1]. Over the 
past two decades, numerous resources and attention have been devoted to prevent-
ing medical errors and adverse events. Yet, in complex, high-risk systems, eliminat-
ing errors is unrealistic [3]. Safety practices must incorporate both error prevention 
and error recovery strategies.

This chapter will focus on error recovery as a critical safety strategy. Topics dis-
cussed in this chapter include (1) the error recovery process, (2) the role of health care 
providers in error recovery, (3) strategies that enhance and prohibit error recovery, 
and (4) individual and organizational characteristics that influence error recovery.

2. Magnitude of medical errors

Health care harm is a top safety concern globally. Medical errors occur when 
actions (intended or unintended) fail to meet their desired outcome, an action is 
not completed as intended, or the wrong action is taken to achieve an aim [4, 5]. In 
other words, errors result from unintended consequences as well as when health 
care providers make the wrong decision. The Institute of Medicine’s (IOM) seminal 
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report To Err is Human, first alerted the health care community and the public 
to the widespread nature of deaths attributed to medical errors [6]. According to 
the IOM, 44,000 to 98,000 patient deaths were attributed to medical errors in the 
United States annually [4]. A decade later, Classen et al. estimated that the medical 
error rate among hospitalized Medicare beneficiaries was nearly four times that of 
the IOM estimate [7]. Over the past two decades, national efforts to reduce medical 
errors have led to some improvement. For example, hospital-acquired conditions 
(HACs) declined by nearly 1 million instances from 2014 to 2017 [8]. Despite these 
efforts, in 2019, the World Health Organization (WHO) reported that globally, four 
out of every 10 patients are harmed while receiving care and at least five patients die 
every minute as a result of medical errors [1]. Although the exact number of patient 
deaths attributed to medical errors remains debatable, preventable deaths and 
adverse events are a significant safety issue.

Research investigating the nature and impact of medical errors within the 
health care system began in earnest in the 1990s. Initially, human behavior, such as 
carelessness, poor motivation, and inattention, was blamed as the source of medical 
errors [6]. However, a shift away from the physiological and psychological limita-
tions of humans and toward system error introduced new safety lessons from areas 
outside of the traditional health care arena [3, 6, 9]. Strategies adapted from safety-
critical industries such as transportation, manufacturing, and aviation brought 
forward important gains in the fight to improve patient safety.

Aviation safety, for example, depends on managing errors, both through 
prevention and recovery [9]. In 1995, the US Secretary of Transportation chal-
lenged the aviation industry to meet the goal of zero accidents [10]. Interventions 
such as crew resource management training, checklists, and new technologies 
were introduced to address attitudes, behavior, and performance with the goal of 
improving aviation safety. Considerable efforts and resources were invested in the 
industry to limit opportunities for human error. However, human error is inevita-
ble, particularly in complex, high-hazard organizations, and the goal of zero errors 
was unrealistic [3]. As a result, the aviation industry recognized the importance of 
error recovery and began training pilots to identify and remediate errors when they 
occurred [11].

Still, health care is focused on preventing medical errors, leaving behind impor-
tant lessons in correcting errors to reduce adverse events. Health care historically 
equates errors with failure, and failure is unacceptable [12]. Thus, the notion of 
error management is not easily embraced. Error management involves understand-
ing the nature and extent of errors, changing the conditions that create errors, 
identifying behaviors and actions that mitigate damage from errors, and training 
personnel in their use [9]. Error management incorporates two unique aspects [6]. 
The first aspect is prevention or limiting the incidence of errors. The second aspect 
is containing the damaging effects of errors, also referred to as error recovery. Error 
recovery is a highly valued strategy in safety programs outside of health care and is 
emerging as an important safety strategy in keeping patients safe [13].

3. Complexity

Health care systems are highly complex organizations, consisting of numerous 
interconnected components including the patients and their condition, the pro-
cedure, the team’s expertise, the equipment design and use, and the workload [4]. 
Communication and the urgency in which decisions are made add further complex-
ity to the system. Finally, these complex systems operate in highly variable environ-
ments that are impacted by regulatory, fiscal and social considerations.
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High-reliability organizations (HROs) are organizations that operate in 
complex, high-hazard domains for extended periods without serious accidents 
or catastrophic failures [14]. HROs are not immune to errors and adverse events, 
instead, they are preoccupied with failure. Defining features of HROs include their 
heightened sense of vigilance and ability to anticipate and detect problems early in 
order to prevent adverse events. HROs have learned to make systems as tolerant as 
possible toward error [6]. Understanding error recovery can support health care 
organizations on the journey toward high reliability.

In safety-critical systems, error recovery is equally as important as error preven-
tion, as it is often the last barrier of defense before a near miss becomes an adverse 
event [15]. Error recovery is highly valued in other industries outside of health care, 
yet it is just beginning to be recognized as an important safety strategy in health 
care [16]. Both error prevention and error recovery strategies are needed to make 
greater strides in improving patient safety.

4. Error recovery model

The Eindhoven Model of Near Miss Reporting has been used to explore and 
define error recovery in safety-critical industries [17]. Errors stem from technical, 
organizational or human factors that set off a chain reaction that could result in 
adverse events. When dangerous situations develop, systems are designed with 
automatic safety mechanisms to prevent negative consequences. In the case of 
high-risk situations however, automatic safety mechanisms are not always enough 
to resolve errors. In these instances, human intuition, expertise, and flexibility are 
needed to intervene and recover the error before harm occurs. If the error is recov-
ered before harm occurs, this is defined as a near miss.

The Eindhoven model offers insight into error recovery processes in health care 
settings [15]. Henneman and Gawlinski adapted the Eindhoven model to create 
the Nursing Near-Miss model to better understand the mechanisms nurses use to 
recover errors at the point of care. In this model, bedside nurses are the final line 
of defense between a near miss and an adverse event. The researchers pointed out 
that surveillance is a key strategy nurses use to prevent developing incidents from 
becoming adverse events. A growing body of literature describes the ingenuity and 
adaptability of health care providers in recovering errors.

5. Error recovery process

Error recovery is a three-step sequential process incorporating (1) identification, 
(2) interruption and (3) correction [17–19]. First, an error must be detected. Error 
identification or detection is the process of knowing that an error occurred and may 
be triggered by a mismatch in an expected outcome. This step is aimed at  making 
errors quickly apparent, thereby enabling recovery. Factors such as knowing the 
patient, players, plan of care, and the environment aid in identifying medical 
errors [16, 20, 21].

Interrupting an error is the second step in the error recovery process. In this 
step, participants attempt to understand how the error occurred, the level of impor-
tance, and potential countermeasures that may be necessary to return the situation 
to normal [20–23]. Health care providers interrupt errors using actions such as 
offering assistance, clarifying orders, and even verbally interrupting [16].

Perseverance is key to correcting errors, particularly when error identification 
or interruption was not successful [16]. In this step, the focus is on deploying 
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countermeasures to avert the error and reducing patient harm [20–23]. Being 
physically present, reviewing or confirming the plan of care, and involving other 
experts or leaders are successful strategies in correcting errors [16]. The system 
returns to its’ safe state and patient harm is averted when errors are successfully 
recovered [19]. If errors are not successfully recovered, adverse events and 
potentially catastrophic consequences may occur.

Health care providers rely on flexibility, ingenuity, surveillance, and clinical 
judgment in recovering errors [16]. Henneman et al. first recognized the importance 
of surveillance in the error recovery process [15, 20, 21, 24]. Surveillance involves the 
continuous acquisition, analysis, and synthesis of information from both an indi-
vidual and organizational perspective. Surveilling the patient and the environment 
enables providers to recognize developing complications and intervene appropriately. 
In contrast, when surveillance is lacking dangerous events may develop. Clinical judg-
ment integrates knowledge, skills, expertise, and reasoning to recognize and address 
potentially dangerous situations [16]. Finally, providers use creativity and flexibility 
when devising and choosing appropriate strategies to interrupt and correct errors.

Researchers have attempted to quantify the number of errors recovered by 
health care providers. An integrated review of the literature noted that the mag-
nitude of error recovery among nurses varies from as much as 18 times per 1000 
patient days among medical-surgical nurses to as many as two errors per shift 
among critical care nurses [16]. Perioperative nurses have been known to recover 
as many as 11 errors per surgical case [22]. Nurses commonly recover errors related 
to medication errors, mismanagement of aversive systems, mismanagement of 
coexisting health issues, and improper use of precaution techniques in invasive 
monitoring [25]. Nurses accept that errors occur and see error recovery as an 
ongoing part of their job [15]. They regularly identify, interrupt, and correct errors, 
yet this information is rarely collected and analyzed. Thus, the important role that 
nurses contribute to patient safety is often invisible [16].

In addition to nurses, others play key roles in error recovery. A growing body 
of literature has explored strategies pharmacists employ to recover errors [23, 26]. 
Emergency department pharmacists were found to recover, on average, 7.8 medica-
tion errors per 100 patients [26]. A study of error recovery in community pharma-
cies found that pharmacists recovered numerous e-prescribing errors daily [23]. 
Most errors were caught at the identification stage of the error recovery process by 
pharmacists and technicians using strategies such as double checks and highlight-
ing information on the printed e-prescription. Consulting with other pharmacy 
team members, reviewing the patient’s history, and consulting with patients were 
strategies used to interrupt medication errors. Finally, pharmacists and technicians 
contacted prescribers to correct medication errors.

Patients and families also contribute to identifying and interrupting medi-
cal errors. A study of families of hospitalized children attempted to quantify the 
number of errors recovered by families. Benjamin et al. reported that 8% more 
medical errors were identified and interrupted when families were actively engaged 
with the health care team during family-centered rounds [27]. Families questioned 
medication changes, scheduling issues, and adverse drug reactions. The literature 
supports the notion that patients and families are increasingly involved in early error 
detection [28]. An analysis of near misses in the National Health Service found many 
instances of family members reminding staff about lapsed arrangements, pointing 
out overlooked care plans, and insisting on tests. The literature indicates that patients 
frequently identify communication and coordination related problems that may lead 
to adverse events [29]. Key strategies enabling them to prevent adverse events were 
knowing the patient and plan of care. Patients and families should be encouraged to 
actively engage in the care process and speak up when concerns arise [28].
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While there is no standardized approach to capturing the magnitude of medical 
errors, front-line providers, as well as patients and families, play critical roles in 
recovering errors. Patients and families contribute to ongoing surveillance through 
active engagement in the care process. Effective communication between health 
care team members, patients and families aids in identifying and interrupting 
medical errors. Flexibility, creativity, clinical judgment, and surveillance are key 
strategies enabling health care providers to correct errors.

6. Characteristics influencing error recovery

Health care organizations are striving toward resilience during turbulent times 
in which they continue to struggle with access, cost and quality issues. Providers are 
challenged to make intricate decisions in dynamic, fast-paced, complex environ-
ments under tight time constraints. Errors are likely to occur under such conditions. 
Individual characteristics and organizational structures and processes can either 
help or hinder error recovery.

6.1 Individual characteristics

Individual characteristics that influence error recovery include expertise and 
workload [16]. Experts, like non-experts, are not immune to errors. However, 
what is unique about experts, is that they can recover errors more quickly than 
non-experts [12]. Experts unconsciously organize knowledge into manageable 
chunks that allow them to access and use critical information when necessary [12, 
16, 30–32]. Experts rely on past experiences to help them identify cues and rec-
ognize patterns. They are better able to synthesize explicit and tacit knowledge in 
meaningful ways as compared to non-experts. Experts separate critical and relevant 
information from irrelevant information. In the end, experts develop what is known 
as deep smarts, a special form of wisdom that incorporates social, emotional, 
formal, and experiential knowledge [32]. As clinicians develop deep smarts, they 
exhibit greater confidence, perform more efficiently, and achieve higher levels of 
performance.

In the health care arena, experts use a multi-dimensional approach to integrate 
clinical judgment with knowledge of the patient, environment, and plan of care 
that allows them to more readily recover errors [16, 20, 21, 31]. A laboratory study 
of attending critical care physicians, residents, and medical students exploring the 
relationship between expertise and error recovery found that experts (physicians) 
recovered more (75%) errors than residents (61%) [33]. A study exploring the 
ability of dialysis nurses to recover errors determined that expert nurses detected 
more errors than non-expert nurses [34]. A study exploring error recovery among 
medical-surgical nurses found that expert nurses were four times more likely to 
recover medical errors than non-expert nurses [31].

Another hallmark of expertise is knowing when to deviate from standard 
protocols and employ shortcuts [35]. The ability to gauge tolerable risk in clinical 
situations is acquired over time and can only reside within experts. A study of 
trauma physicians and residents found that expert physicians made fewer errors 
when deviating from standard protocols than first- and second-year residents 
[31]. When deviations from standards or countermeasures are required to prevent 
adverse events the role of expertise should not be underestimated.

Workload is also associated with error recovery. When workload increases, 
nurses’ ability to recover errors decreases [13, 31]. The notion of workload incor-
porates the demand placed on one’s cognitive function, physical energy and the 
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Individual characteristics that influence error recovery include expertise and 
workload [16]. Experts, like non-experts, are not immune to errors. However, 
what is unique about experts, is that they can recover errors more quickly than 
non-experts [12]. Experts unconsciously organize knowledge into manageable 
chunks that allow them to access and use critical information when necessary [12, 
16, 30–32]. Experts rely on past experiences to help them identify cues and rec-
ognize patterns. They are better able to synthesize explicit and tacit knowledge in 
meaningful ways as compared to non-experts. Experts separate critical and relevant 
information from irrelevant information. In the end, experts develop what is known 
as deep smarts, a special form of wisdom that incorporates social, emotional, 
formal, and experiential knowledge [32]. As clinicians develop deep smarts, they 
exhibit greater confidence, perform more efficiently, and achieve higher levels of 
performance.

In the health care arena, experts use a multi-dimensional approach to integrate 
clinical judgment with knowledge of the patient, environment, and plan of care 
that allows them to more readily recover errors [16, 20, 21, 31]. A laboratory study 
of attending critical care physicians, residents, and medical students exploring the 
relationship between expertise and error recovery found that experts (physicians) 
recovered more (75%) errors than residents (61%) [33]. A study exploring the 
ability of dialysis nurses to recover errors determined that expert nurses detected 
more errors than non-expert nurses [34]. A study exploring error recovery among 
medical-surgical nurses found that expert nurses were four times more likely to 
recover medical errors than non-expert nurses [31].

Another hallmark of expertise is knowing when to deviate from standard 
protocols and employ shortcuts [35]. The ability to gauge tolerable risk in clinical 
situations is acquired over time and can only reside within experts. A study of 
trauma physicians and residents found that expert physicians made fewer errors 
when deviating from standard protocols than first- and second-year residents 
[31]. When deviations from standards or countermeasures are required to prevent 
adverse events the role of expertise should not be underestimated.

Workload is also associated with error recovery. When workload increases, 
nurses’ ability to recover errors decreases [13, 31]. The notion of workload incor-
porates the demand placed on one’s cognitive function, physical energy and the 
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work pace itself [36]. Acute care settings are fast-paced, complex environments in 
which health care providers are constantly combining complex thinking processes 
with psychomotor and affective skills to deliver appropriate care and interventions 
[37]. Nurses, in particular, spend a great deal of time providing direct patient care 
and communicating with patients, families, and team members [38]. Patient care 
involves nursing process activities such as assessing patients’ clinical conditions, 
judging the need for nursing care intervention, implementing nursing care mea-
sures, and evaluating the effects of therapy. Communication involves consulting 
with team members, delegating to others, and patient education. Nurses are forced 
to cognitively shifting between patients based on their condition, medications, 
therapies, and requests within tight timeframes. As stressors and demands build, 
the nurse’s thought processes and attention are negatively affected. Error identi-
fication and interruption is a complex process that requires significant cognitive 
resources [39]. Consequently, when nurses are experiencing high cognitive loads, 
due to heavy patient assignments or workload, their cognitive defenses and capacity 
to recovery errors are diminished.

6.2 Organizational characteristics

In addition to individual characteristics that influence error recovery, there are 
organizational characteristics as well. These characteristics include a culture of 
safety and leadership.

A culture of safety is the most important organizational factor contributing 
to successful error recovery. Organizations with a strong culture of safety recover 
errors more readily [13, 16]. On average, there are 2.4 recovery opportunities per 
error [13]. When a recovery opportunity is missed, individuals and organizations 
have another opportunity to identify, interrupt and correct the error before harm 
occurs. Organizations that prioritize safety engage in practices and behaviors 
that enable ongoing surveillance and ultimately error recovery. Practices such as 
interdisciplinary bedside rounds, effective handoffs, reducing interruptions and 
facilitating open and ongoing communication enhance early identification and 
resolution of errors [20, 21, 27–29].

When organizations do not prioritize safety, errors are more likely to occur, 
and error recovery opportunities are missed. In this case, important safety checks 
are skipped, shortcomings in protocols and procedures are noted, and critical 
knowledge is not transferred between providers making it difficult for errors to be 
identified [13].

Supportive leadership is also an important organizational characteristic influ-
encing error recovery. Studies noted that when all else fails, involving leadership in 
the final stage of error recovery is an effective countermeasure to prevent patient 
harm [20, 21, 31]. But the role of leadership goes well beyond stepping in as the 
voice of authority to recover errors. Financial constraints, time pressures, and 
performance constraints put additional strain on organizations and impact error 
recovery processes [36, 37]. Leadership must develop a portfolio of strategies aimed 
at managing errors that are coordinated between executives, middle management 
and frontline staff [40]. Middle managers can act as a buffer for front-line providers 
and negotiate for solutions to alleviate heavy workloads. Executives can ensure a 
culture of safety and prioritize safety over other domains when faced with compet-
ing pressures. Leadership decisions, at all levels, contribute to creating an environ-
ment that either facilitates or hinders error recovery at the point of care.

Organizations striving to consistently provide excellence in quality and safety 
for every patient, every time must make safety a priority. A key safety strategy in 
resilient organizations is early error detection and mitigation of medical errors [6]. 
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This strategy must be embraced by the health care industry. Today, health care 
providers are making critical decisions in complex situations within tight time 
constraints which contribute to medical errors. When errors occur, expertise and 
workload are individual characteristics that enhance error recovery. Expertise must 
be retained and redeployed across the staff. Strategies to facilitate the transfer of 
expert knowledge or deep smarts to non-experts should be harnessed. Workload 
and staffing levels must facilitate error recovery. Thus, workload or care models 
that leverage expertise should be explored. Finally, systems and processes must be 
adapted to address the strengths and weaknesses of human cognitive functions, 
particularly as health care becomes more complex.

7. Conclusion

This chapter described the error recovery process, highlighted the role of health 
care providers in error recovery, identified strategies that enhance and prohibit 
error, and explored individual and organizational characteristics that influence 
error recovery. Health care providers, patients, and families demonstrated ingenu-
ity and adaptability when recovering errors. Flexibility, creativity, surveillance, and 
clinical judgment of health care providers are key strategies in identifying, inter-
rupting and correcting medical errors. Characteristics that enhance error recovery 
include individual provider expertise and organizational culture of safety. A bur-
densome workload is an organizational characteristic that inhibits error recovery.

The value of error recovery in keeping patients safe is clear, although underval-
ued in health care. Safety-critical industries recognize that errors cannot be fully 
eliminated and have embraced error recovery as a critical safety strategy. Health 
care must do the same.

8. Case study

Delivering chemotherapy to cancer patients is a high-risk activity with numer-
ous opportunities for patient harm [41]. Although the incidence of medication 
errors in chemotherapy is low, the margin of error for administering toxic che-
motherapeutic agents to cancer patients is very small. Memorial Sloan Kettering 
Cancer Center noticed that as the number of chemotherapy orders increased so too 
did the number of near-miss medication errors. To minimize medication errors, the 
hospital implemented the new role of a verification nurse (VN) to review all che-
motherapy orders. If a discrepancy is noted in the chemotherapy order, VNs inves-
tigate the incident by referring to protocols, contacting the health care provider for 
clarification, referring to the patient’s plan of care for updates or changes and main-
taining open and ongoing communication with the team members. Evaluation of 
the new role noted a direct correlation between an increase in chemotherapy orders 
and patient volume with error recovery by VNs. While additional complexity added 
to an increased number of medical errors, the organization embraced the concept 
of error recovery. This is an example of how one hospital heightened their sense of 
vigilance and supported strategies to enable health care providers to anticipate and 
detect problems early to prevent adverse events.
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Abstract

The objective of this study is to identify the adherence of the health personnel 
of the state social enterprise Norte 2 institution, Caloto, Department of Cauca, 
Colombia, in the application of the London protocol, referring to patient safety 
policy, where a quantitative investigation was conducted; observational, descrip-
tive through a census of 92 officials of the institution through a survey designed 
to measure adherence to protocol, all information was tabulated in the Epi-info 7.2 
program and presented by descriptive statistics; the results of this study showed 
that the population is composed of 60% of female nursing assistants who are more 
than 1-year old and that the protocol is partially met, where it was found that only 
52% of adverse events are reported, concluding that there is no defined patient 
safety culture, which means that adverse events are not documented.

Keywords: MeSH and DeCS, adverse event, preventable adverse event,  
Non-preventable adverse event, London protocol, patient safety policy

1. Introduction

Health care over time has become a complex and very careful act, which, in 
addition to providing users with adequate treatment for their health problems, 
represents a latent risk since it can cause involuntary damage. This, for obvious rea-
sons, since 2002 the World Health Organization (WHO), requested in Resolution 
WHA55.18 the member states to pay as much attention as possible to the problem of 
patient safety [1]. This difficulty being an attenuator over time has become a public 
health problem that directly impacts the quality of care of users of health services 
and the fall in their indicators.

This World Alliance, which aims to coordinate, disseminate, and accelerate the 
improvement of patient safety worldwide, is a means that fosters international 
collaboration and the adoption of measures among member states, the WHO sec-
retariat, the technical experts and consumers, professionals, and industrial groups 
[2]. Different studies conducted in our country at different levels of care, such as 
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the ENEAS study, the National Study on Adverse Effects linked to Hospitalization 
[3], and the Study on Patient Safety in Primary Health Care (APEAS) [4], have 
quantified the importance of these effects.

Different investigations have been found in relation to patient safety, where 
the one carried out by Villareal [5] is found, in Third World countries and in those 
with transition economy; there is evidence that the probability in the occurrence of 
adverse events is caused due to the poor state of the infrastructure and the equip-
ment, the quality of the medicines, the irregularity in the supply, the deficiency 
in waste disposal and infection control, and the poor performance of the staff due 
to lack of motivation or knowledge is insufficient and due to the serious lack of 
resources to cover essential operating costs.

Also in 2011, Blandón, Gómez, Muñoz, and Zafra [6] carried out a patient safety 
audit process from the analysis of the adverse event report at the Francisco Luís 
Jiménez Martínez de Carepa hospital (Antioquia), where flaws were evident in the 
fulfillment of the processes related to the prevention of events and where improve-
ment activities were proposed in order to minimize and prevent the recurrence of 
events highlighting the awareness of all personnel prioritizing those who work in the 
emergency department on adverse events, in addition to developing improvement 
plans regarding the control of dangerous conditions in the physical environment.

In 2013, an investigation was conducted on safety culture and adverse events in 
a first-level clinic [7]; this shows the prevalence of adverse events in nursing staff, 
where the main errors were the lack of communication and techniques of poor 
application of medications in nursing staff which affects patients in 29.9% produc-
ing an adverse event. In 2014 Meléndez Concepción, Garza, González, Castillo, 
González, and Hernández [8] conducted an investigation on the perception of 
nurses towards the culture of safety in a pediatric hospital in Mexico, where the 
average age of the respondents was 49 years old for men, 91% were women, and 
70% were general nurses. Nurses believe that the strengths that are available in the 
hospital are few and that many things are missing to ensure patient safety.

Poma Vanessa [9] developed an investigation with the purpose of contributing to 
the improvement of quality and safety in the care of patients of the internal medi-
cine service of the Eugenio mirror hospital in the city of Quito, in 2015, for which 
it was carried out a parallel between the reality evidenced in the service and the 
national and international quality standards of process and results structure where 
it could be established that the institution did not meet the specific criteria in terms 
of structure and results compared to international standards, so which emphasized 
the safety culture of internal users as well as of patients as a fundamental axis for 
continuous improvement, revealing not only the failures of the institution but also 
the responsibility of the collaborators of the institution.

In the IBEAS study, Colombia specifically showed a prevalence of adverse 
events of 13.1%, 27.3% of the events occurred in children under 15 years, and 
27.7% occurred during the performance of a procedure [10] and where it has been 
estimated by WHO under its studies that one in 10 hospitalized patients suffers an 
incident that will cause damage during their stay. Studied in countries with medium 
and high economies, is not yet known in countries with emerging economies, but 
it is thought that in these, the magnitude of the problem may be even greater [11], 
which allows to demonstrate that in general terms, health in Colombia is going 
through a difficult stage in terms of quality.

For its part, the state social enterprise Norte 2 located in the municipality of Caloto, 
department of Cauca, is a social enterprise of the state that provides health care of low 
complexity for around 7000 people living in the municipality. This institution as a 
company that currently provides health services has found that the patient safety pro-
tocol established by the Ministry of Health and Social Protection is not being applied 
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under the guidelines of the patient safety policy in Resolution 0112 of 2012. In addition 
to this, health professionals for unknown reasons do not apply the London protocol 
and generally do not exercise the functions of inspection, surveillance, and control 
in order to provide reports in a timely manner, to take corrective actions and relevant 
improvement to mitigate adverse events that are becoming increasingly evident.

The objective of the present investigation is to identify the adherence of the 
health personnel of the state social enterprise Norte 2 health institution, Caloto, 
Cauca, during the first quarter of 2019, in the application of the London protocol, 
referring to the security policy of the patient, to propose an improvement plan 
according to the results obtained. In this sense, the application of the London proto-
col in patient safety policy in the state social enterprise Norte 2 health institution is of 
vital importance, in order to impact on the improvement of the quality of health care 
as a systematic tool for a continuous improvement defined in the mandatory quality 
assurance system, increasing its quality of service making it a competitive entity.

In Colombia, the Ministry of Health and Social Protection [12] defines patient safety 
as the set of structural elements, processes, instruments, and methodologies based on 
scientifically proven evidence that tend to minimize the risk of suffering, an adverse 
event in the process of health care or mitigate its consequences. Under the obligatory 
system of quality assurance of health care, the country, through its components, seeks 
and promotes a patient safety policy whose objective is to prevent the occurrence of 
situations that affect patient safety and reduce and if possible eliminate the occurrence 
of adverse events to have safe and competitive institutions internationally [13].

In addition to this, Resolution 2003 of 2014 [14] dictates the design of processes 
and procedures focused on the promotion of safe health care, the identification 
of the risks in health care provided to patients in different services and its priori-
tization and intervention, the definition of safe care processes, the education of 
patients and their families in the knowledge and approach of the factors that can 
influence in improving the safety of the care processes of which they are subjected, 
and the application of mandatory safe practices, reporting, measurement, analysis, 
and management of adverse events.

More than a concept, it is a movement that emerges worldwide as a rethinking 
of the effectiveness of health systems in different countries. Health systems and 
especially the professionals that integrate it, without a doubt, aim at the well-being 
of patients; however, despite their good intentions, they can also cause harm [15]. 
The effectiveness of health systems then depends not only on the impact caused 
by the improvement of the health of the users but also on the safety conditions in 
which care is given, which is the raison d’être of the patient’s safety policy: provide 
safe and effective care.

According to the Ministry of Social Action [16], the guidelines of the London 
protocol are taken under the guiding principles of the policy in order to achieve the 
purpose of establishing safe attention; it goes beyond the establishment of stan-
dards; these are only the frame of reference. The commitment and cooperation of 
the different actors is necessary to raise awareness and promote, arrange, and coor-
dinate actions that really achieve effective achievements. Patient safety problems 
are inherent in health care. For this purpose it is relevant to establish transversal 
principles that guide all the actions to be implemented.

Patient safety is presented as a fundamental pillar within the patient safety 
protocol, which is defined as the set of organizational structures or processes that 
reduce the probability of adverse events resulting from exposure to the care system. 
Have medical attention throughout the procedures or diseases [17]. In this way, 
patient safety is part of a whole set of legal requirements, which must be fully com-
plied with by health professionals, which guarantee that the patient is prevented 
from any risk present in medical services.
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In this regard and under the London protocol in patient safety policy, according 
to the Ministry of Social Action [18], the guidelines of the London protocol are 
taken. The guiding principles of the policy are that achieving the purpose of estab-
lishing safe attention goes beyond the establishment of standards; these are only 
the frame of reference. The commitment and cooperation of the different actors 
is necessary to raise awareness and promote, arrange, and coordinate actions that 
really achieve effective achievements. Patient safety problems are inherent in health 
care. For this purpose, it is relevant to establish transversal principles that guide all 
the actions to be implemented [19]. These principles are as follows:

1. User-centered focus of attention. It means that the important thing is the 
results obtained in it and its safety, which is the axis around which all the pa-
tient’s safety actions revolve.

2. Security culture. The environment for the deployment of patient safety actions 
must take place in an environment of confidentiality and trust between pa-
tients, professionals, insurers, and the community. It is the duty of the different 
actors of the system to facilitate the conditions that allow the said environment.

3. Integration with the mandatory quality assurance system of health care. The 
patient safety policy is an integral part of the mandatory quality assurance 
system of health care and is transversal to all its components.

4. Multicausality. The problem of patient safety is a systemic and multicausal 
problem in which different organizational areas and different actors must be 
involved [20].

Under the conceptual model and basic definitions of patient safety policy, the fol-
lowing figure shows in a pictorial way the conceptual model on which the terminol-
ogy used in this document is based, and then the definitions related to the different 
items raised and used are included in the patient safety policy of the compulsory qual-
ity assurance system of health care. It is necessary to integrate international terminol-
ogy with specificities of the terminology requirements identified in the country [21].

The methods used were designed with the aim of promoting an open environ-
ment that contrasts with the traditional ones based on personal accusations and 
fault allocation. This protocol covers the process of research, analysis, and recom-
mendations. There is no need to insist that the proposed methodology has to be 
separated, as far as possible, from disciplinary procedures and those designed 
to address permanent individual poor performance. In health, very often when 
something goes wrong, bosses tend to overestimate the contribution of one or two 
individuals and assign them to blame for what happened [22].

This does not mean that the indictment cannot exist, what it means is that this 
should not be the starting point, among other things, because the immediate alloca-
tion of guilt distorts and hinders subsequent serious and thoughtful investigation. 
Effectively reducing the risks implies taking into account all the factors, changing 
the environment and dealing with the failures by action or omission of the people. 
This is never possible in an organization whose culture puts disciplinary consider-
ations first. In order for incident investigation to be fruitful, it must be carried out 
in an open and fair environment [22].

For its part, the organizational model of causality of clinical incidents is sup-
ported under the theory of the protocol, and its applications are based on research 
conducted outside the field of health. In aviation and in the oil and nuclear 
industries, accident investigation is an established routine. Safety specialists have 
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developed a wide variety of methods of analysis, some of which have been adapted 
for use in clinical care contexts [23].

In this way, they raise the need to conduct the investigation and analysis of 
incidents (errors or adverse events), which refer to the basic process of investigation 
and analysis is quite standardized. It was designed with the idea that it is useful 
and can be used both in minor incidents and in serious adverse events. It does not 
change if it is executed by a person or a large team of experts. In the same way, 
the investigator (person or team) can decide how fast he goes through it, from a 
short session to a full investigation that can take several weeks, including a thor-
ough examination of the chronology of the facts, of the unsafe actions, and of the 
contributory factors. The decision about the length and depth of the investigation 
depends on the severity of the incident, the resources available, and the potential 
institutional learning [24].

And where under the Reason model of causality (Swiss cheese model), belong-
ing to the problem solving and identification models, it works to identify what 
aspects or decisions of the organization may have been a conditioning factor in 
an accident and how the organization can learn from an accident, perfecting the 
defenses in a cycle of continuous improvement [25, 26]. Also called Swiss cheese 
model, which was raised in order to analyze the possible causes that develop poten-
tial risks, the model compares the causes of risk with layers of Swiss cheese, where 
for an action to be generated, several failures are required to reach this, since, if 
there is a barrier, that potential cause will undoubtedly not allow it to become dam-
age. It speaks of four factors that contribute to the extent of the damage: insufficient 
training, poor communication, lack of supervision, and inadequate apparatus [27].

On the issue of safety, the causes identified have been grouped in different ways 
(organizational causes, equipment, supplies, people, etc.) and specifically on the 
issue of patient safety. In the United Kingdom, an organizational model for the cau-
sality of errors and adverse events (organizational accident causation model) was 
developed in the context of the so-called London protocol or “systems analysis of 
clinical incidents—the London protocol” [28, 29]. Among the possible solutions is 
the fishbone formulated by Ishikawa who was an industrial chemist and a business 
administrator, in response to the need to implement quality in business processes 
and services. Through its proposal it is easy to observe the relationship between 
cause and effect. Mention six components that lead to the problem which are labor, 
material, method, machine, measuring, and environment [30].

2. Materials and methods

This research is quantitative, observational, and descriptive, and a census was 
carried out on the 92 officials of the state social enterprise Norte 2, Caloto, Cauca 
(Colombia, Sur America) institution, under the inclusion criteria: be a worker 
linked to the institution by employment contract, have the institutional consent of 
the company, and have informed and understood consent with each of the units of 
analysis and where exclusion criteria are not contemplated. Study variables such as 
sociodemographic characteristics, knowledge variables, and improvement variables 
were taken into account.

The analysis plan of the present investigation had the collection of information 
through a survey created by the researchers and reviewed by four experts in the 
field; for the tabulation of the data, the researchers created an instrument to obtain 
a database in the Epiinfo 7.2 program; this program is a free epidemiological analysis 
software supplied by the World Health Organization and in which the analysis of 
results with descriptive statistics was performed. The bioethical component was 
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In this regard and under the London protocol in patient safety policy, according 
to the Ministry of Social Action [18], the guidelines of the London protocol are 
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care. For this purpose, it is relevant to establish transversal principles that guide all 
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results obtained in it and its safety, which is the axis around which all the pa-
tient’s safety actions revolve.

2. Security culture. The environment for the deployment of patient safety actions 
must take place in an environment of confidentiality and trust between pa-
tients, professionals, insurers, and the community. It is the duty of the different 
actors of the system to facilitate the conditions that allow the said environment.

3. Integration with the mandatory quality assurance system of health care. The 
patient safety policy is an integral part of the mandatory quality assurance 
system of health care and is transversal to all its components.

4. Multicausality. The problem of patient safety is a systemic and multicausal 
problem in which different organizational areas and different actors must be 
involved [20].
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aligned in accordance with Resolution 008430 of 1993 and Resolution 0314 of 2018 
which regulates ethical responsibilities in research in humans and health institu-
tions, taking into account that the research has a lower risk than the minimum. 
Complying with Colombian regulations, institutional consent and informed 
consent were obtained by each participant. The credits of the institution in which 
the research is carried out are included, according to copyright.

For research the guidelines of the London protocol are taken. The guiding 
principles of the policy with which, to achieve the purpose of establishing safe 
attention, goes beyond setting standards; these are only the frame of reference. The 
commitment and cooperation of the different actors is necessary to raise awareness, 
promote, arrange, and coordinate actions that really achieve effective achievements. 
Patient safety problems are inherent in health care. The transversal principles that 
guide the actions to be implemented are:

1. User-centered focus of attention. It means that the important thing is the 
results obtained in it and its safety, which is the axis around which all the pa-
tient’s safety actions revolve.

2. Security culture. The environment for the deployment of patient safety actions 
must take place in an environment of confidentiality and trust between pa-
tients, professionals, insurers, and the community. It is the duty of the different 
actors of the system to facilitate the conditions that allow the said environment.

3. Integration with the mandatory quality assurance system of health care. The 
patient safety policy is an integral part of the mandatory quality assurance 
system of health care and is transversal to all its components.

4. Multicausality. The problem of patient safety is a systemic and multicausal 
problem in which different organizational areas and different actors must be 
involved.

An instrument with 12 specific questions about patient safety and questions 
about demographic aspects was implemented. The specific questions, with multiple 
answer options, and yes or no, were:

1. What is the definition of adverse event?

2. Do you know the protocol model for the report of adverse events?

3. Have you received trainings from the institution in protocols that guarantee 
patient safety?

4. Does the institution have the patient safety program to obtain safer care pro-
cesses? Do you know?

5. In case of an adverse event, would you ask for support for report?

6. Who is the official in charge of performing the report of the adverse event?

7. What is the main cause why you do not report the adverse events?

8. Do you notify all reports of adverse events, clinical incidents, and complica-
tions related to health care?
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9. What do you consider is the main cause for not reporting adverse events re-
lated to health care?

10. What is the definition of clinical incident?

11. What is the definition of clinical complication?

12. Does the institution perform the feedback of adverse events?

3. Results

It was found that demographically the female gender represents more than half 
of the population, being mostly people with a technical academic level, who have 
been in ESE for more than a year, and of which three out of four are auxiliary of 
nursing, which represents a population trained in technical tasks linked to day-
to-day work in the ESE, with an experience of more than 1 year within the said 
institution in three out of four officials; on the other hand, it is observed that only 
1 of every 11 people in the population are nurses, who are in charge of coordinating 
these assistants and are the guarantors of the proper performance of all protocols 
within the institution (Table 1).

For the frequency of response according to the definition of adverse events 
according to the London protocol, it is possible to justify that the entire population 
surveyed is clear about the concept of the definition of adverse events under current 
regulations, which demonstrates that the ESE performs an adequate accompani-
ment regarding the acquisition of knowledge regarding the definitions of the 
terminology used within its facilities, which allows all its collaborators to be in the 
same tuning, avoiding communication problems in terms of technical terminology 
and knowledge of the laws and resolutions of the ministry of health that define 
under presidential ruling the conception of these.

For the knowledge of the London protocol model for the reporting of adverse 
events, officials have one out of five present ignorance of the protocol, which can lead 

Variable Answer Frequency Percentage

Sex Female 61 66

Male 31 34

Education level Technical 67 73

Professional 14 15

Support 6 7

Others 5 5

Antiquity Under one year 29 32

Older than one year 63 68

Job that performs Doctor 4 4

Nurse 6 7

Dentist 3 3

Nursing assistant 64 70

Other 15 16

Table 1. 
Frequency of demographic variables of health personnel of state social enterprise Norte 2, Caloto, Cauca, 
Colombia, in the first half of 2019.
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to failures in the practice of this, either due to lack of training and induction or rec-
ognition and omission which generates a latent risk both in terms of the quality of the 
service provided and in the care provided to the patient, putting his integrity at risk. 
In addition to the frequency in terms of training carried out by staff in the institution 
in protocols that guarantee patient safety, there is a group of people who have not 
received training in the patient safety protocol, which is presented as an administrative 
failure on the part of the institution, and the area in charge of carrying out the training 
of the collaborators, 1 of every remaining 11 has omitted the training provided by the 
ESE, generating problems that directly compromise patients and their safety.

The institution has the patient safety program to obtain safer care processes. 
Less than half of the respondents acknowledge that the institution has the patient 
safety program in terms of obtaining safer care processes, this amount being less 
than half of the officials surveyed, which describes a total lack of awareness for 
more than half of these, which generates a critical picture given that ignorance is 
counterproductive, given the nature of the ESE, demonstrating that more socializa-
tion of the documentation that the institution possesses, as well as training and 
documentation, is needed of the programs.

When an adverse event occurs, who is the person in charge of supporting the 
report of an adverse event? According to the established protocol, it was found that 
the person in charge of supporting the report of an adverse event is intended to 
guarantee quality of health care and serve as a bridge to generate a solution to the 
event presented; in this sense there is no consensus, given the ignorance of the pro-
tocol and the poor socialization of this both by the administrative area and by the 
same care staff, where more than half of the officials have full knowledge of who is 
the person in charge of carrying out the accompaniment and providing support if 
necessary when an adverse event occurs.

Likewise, within the knowledge of the official responsible for making the report 
of the adverse event according to the established protocol, it is described that within 
the report of the adverse event, the immediacy in the realization of this has its inci-
dence within the quality system and of the patient safety protocol; for this reason the 
person who detects the adverse event must perform it in a short period of time when 
it is detected; in this sense more than half of the respondents know who should do it, 
with which you can affirm that some of these seek to separate themselves from their 
functions or they are not aware of the protocol and the step by step to follow when 
an event of these occurs, looking for a way to lighten your workload, Figure 1.

Figure 1. 
Main cause for not reporting adverse events related to health care.
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The frequency of response regarding the most frequent cause of not reporting 
adverse events, it was found that the main causes of failure to report adverse events 
are divided perceptions, since on average 3 of every 11 believe that the mistakes 
made within their daily work will be a cause for dismissal, which shows the lack of 
knowledge of the internal regulations of the institution regarding the grounds for 
withdrawal, and a similar average thinks that the they have used it during their rest 
or active breaks, which is linked to another portion, which states that the workload 
does not allow their report, which must be reported immediately after its occur-
rence, as evidenced by the ignorance of both its functions and the patient safety 
protocol.

Within the culture of patient safety, the reporting of adverse events, clinical 
incidents, and related complications in health care allows the generation of cor-
rective and improvement actions within the health system, which by not reporting 
or reporting spontaneously, like 4 out of 11 of the officials surveyed, it does not 
allow for the maturation or improvement of this, since the causes for which adverse 
events are being generated are unknown and opportunities for the quality team to 
solve underlying problems are lost. In this sense, a percentage close to half of the 
respondents duly report the adverse events and other incidents and complications, 
this being a lack of empowerment by the collaborator who does not have a safety 
culture present in their work.

The most frequent cause of not reporting adverse events related to health care, 
evidence within the different research questions, that the workload prevails, in this 
sense in more than half being the main cause for not reporting an adverse event, 
this situation being an attenuating one, since it is possible to relate directly to the 
lack of human resources within the institution, or the charges within it are not level 
with the staff, which is supported by two out of ten who affirm that the overload of 
patients also does not allow an adverse event to be reported, missing opportunities 
for improvement within the institution that manage to generate a positive effect 
within the care of patients.

For the frequency of response for the definition of clinical incident according 
to the London protocol, it can be affirmed that within the theoretical knowledge of 
ESE officials, it is found that more than half of the respondents know the definition 
of clinical incident, and a small part present difficulties in answering correctly, 
this being a serious failure, when making the report of an adverse event, since the 
misrepresentation of the terms can cause misunderstandings and that at the time 
of generating a report, the indicators are erroneous regarding the nature of adverse 
events. However, for the definition of clinical complication, approximately four 
out of every five officials know its concept, which shows that only a considerable 
minority represents confusion, which, in a real plane, can generate confusion and 
ignorance of the steps to follow or perform incorrect procedures, since the nature of 
each event is different and must be known from the theoretical basis in order to be 
clear about the concepts.

Within the administrative failures found, the socialization of adverse events 
in the institution, only half of these are carried out, which demonstrates that 
the commitment that exists within the protocol is not adequate within the 
nature of this; there is also one in five people who do not know if they do it or 
not, which allows us to affirm that there is a problem of latent communication 
within the ESE and the collaborators; they do not know everything, given the 
different shifts they have and the changes in the staff schedules, as well as their 
lack of commitment to the quality system of the institution, being a very marked 
problem within the institution, seeking to improve this perception within the 
collaborators.
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4. Discussion

After the analysis of the results, investigations found that, under the same 
study theme, they manage to show similar results regarding the patient’s safety 
policy and what was found in state social enterprise Norte 2 of Caloto, Cauca. It 
was found in the study carried out by Villareal [15] that the results obtained show 
that the institutions of Third World countries such as Colombia do not fully meet 
certain requirements for the reduction of adverse events, taking into account 
variables such as infrastructure, the state of the equipment, the quality and 
adequate supply of medicines, and the motivation of the staff, which confirms 
what was found in state social enterprise Norte 2, where professional and care 
personnel do not have full knowledge of the policies, in addition there was little 
motivation given the high workload they maintain and the low culture of patient 
safety that exists.

In 2014, Meléndez, Concepción, Garza, González, Castillo, González, and 
Hernández [19] found that within the demographic variables, the care staff has an 
age greater than 6 months, and where the average age of the respondents was 49 
years, 91% were women and 70% are general nurses, who presented adherence to 
the patient safety protocol, which differs from what was found in the state social 
enterprise in Caloto, Cauca, since although the majority of the population were 
69% women and nurses, older than 1 year, they did not show adherence to the 
humanization protocol of the patient due to different causes such as ignorance of 
the general concepts and the low report of adverse events.

Blandón, Gómez, Muñoz, and Zafra [16] carried out a security audit process that 
showed flaws in the fulfillment of the processes related to the prevention of events, 
where improvement activities were proposed in order to minimize and prevent the 
recurrence of events highlighting the awareness of all personnel, which corrobo-
rates what was found in the present investigation, since the staff does not comply 
with the safety culture regarding the reporting of adverse events, being necessary 
to propose actions which improves proposals, a plan prepared for them in order to 
reduce this problem.

In general, the research presented a difficulty which was access to primary 
information, and some of the professionals were reluctant to conduct the survey, as 
well as access to these for their work shifts was complicated, but nevertheless within 
the achievements, the latent problem was found in terms of both administrative and 
assistance failures of professionals, which do not present a culture of patient safety, 
and therefore, opportunities for improvement were found by creating a plan for 
improvement.

Converting the organizational culture for the improvement of the processes is one 
of the main objectives since adopting it as a culture will be immersed in the daily life 
of the institution, thus leading to continuous improvement reaching the expected 
quality. The contribution of reading about this program executed in the aforemen-
tioned institution serves as a guide and guidance that contributes to the enrichment 
of knowledge that allows the implementation of the audit plan to improve the quality 
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Chapter 5

Nurse-Patient Conflict: 
Verification of Structural Model
Mayumi Uno

Abstract

This chapter focuses on the overlooked area of everyday nursing care in which 
engaging in the depressive feelings between nurses and patients is not recognized 
as part of nursing care. To comprehend situations that had been overlooked, a 
conceptual model was constructed by focusing on nurse-patient conflicts and 
understanding the perception of both nurses and patients based on phenomena. In 
the established model, it is considered that the so-called “passion” emanating from 
one’s personality, which is beyond techniques of communication and empathic 
understanding, is involved; this passion is expressed as an “emotional exchange.” In 
an “emotional exchange,” one sends “emotional” messages to whom he/she feels safe 
to express “emotions” and shares similar emotional world by receiving those “emo-
tional” messages as they are. Such an expression has not been reported previously.

Keywords: nurse-patient relationship, conflict, structural model

1. What is a service

A service is characterized by “intangibles,” “simultaneity of production and con-
sumption,” “equivalent importance of the results and process” and “co-production 
with customers.” The types of services include “core service,” which is at the core of 
a service product, “sub-service,” which is associated with the core service, “contin-
gent service,” which adapts to the situation, and “potential service element,” which 
is sought out by customers [1]. Subservice, which does not reflect on customer 
service at hotels and costs at hospitals, tends to be emphasized in service quality 
evaluation more so than the core service, including the provision of technology that 
reflects on costs [2]. Quality service is dependent on the subjective and objective 
evaluation of customers. Customer satisfaction with regard to service is associated 
with emotion, which impacts evaluation over time [3]. According to Simomura 
[4], emotion is a central concept in consumption behavior, and satisfaction with a 
service and customers’ emotions cannot be discussed separately. With respect to 
customer demand and quality, good quality as perceived by a customer is meeting 
the customer’s demand [5], as well as having a certain level of high knowledge, 
sensitivity, and values to create a better service [6].

2. Services measured using customer expectations and satisfaction

Parasuraman et al.’s [7] SERVQUAL Instrument (a Multiple-item Scale for 
Measuring Service Quality) is most widely used for measuring a service based 
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Chapter 5

Nurse-Patient Conflict: 
Verification of Structural Model
Mayumi Uno

Abstract

This chapter focuses on the overlooked area of everyday nursing care in which 
engaging in the depressive feelings between nurses and patients is not recognized 
as part of nursing care. To comprehend situations that had been overlooked, a 
conceptual model was constructed by focusing on nurse-patient conflicts and 
understanding the perception of both nurses and patients based on phenomena. In 
the established model, it is considered that the so-called “passion” emanating from 
one’s personality, which is beyond techniques of communication and empathic 
understanding, is involved; this passion is expressed as an “emotional exchange.” In 
an “emotional exchange,” one sends “emotional” messages to whom he/she feels safe 
to express “emotions” and shares similar emotional world by receiving those “emo-
tional” messages as they are. Such an expression has not been reported previously.

Keywords: nurse-patient relationship, conflict, structural model
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on the difference between expectations and satisfaction [8]. This instrument can 
measure not only customer expectations but also their perception of the quality 
of service that they received [9]. The perception of quality by service recipients is 
associated with the morale of the service providers and corporate spirit [10, 11]. 
We must know and understand the expectations of patients to measure quality of 
health care. In service marketing research, the relation between expectations for a 
service and perception of the service received is drawing attention [7, 10, 12–14]. 
Parasuraman et al. [15] evaluated SERVQUAL Instrument (a Multiple-item Scale 
for Measuring Service Quality), which they reported in 1985, based on psychologi-
cal diagnosis. Accordingly, SERVQUAL for patient satisfaction with nursing care, 
namely, SERVQUAL-N, which is a modified version of SERVQUAL for nursing 
care, was developed [16]. Consequently, service evaluation based on SERVQUAL 
has been conducted in Europe, North America, and Asia [17–22]. In SERVQUAL, 
service quality comprises elements of reliability, responsiveness, assurance, empa-
thy, and tangibles. Meanwhile, Shanaki et al. [23] described the effects of empathy 
toward service quality using tangibles, responsiveness, trust, accessibility, and 
service recovery. This shows continuous development in research in various aca-
demic fields.

3. Focusing on nurse-patient conflict

A nurse must perceive the feelings and emotions of a patient and respond 
appropriately so that the latter recognizes that he/she is receiving high quality 
health care. Nurse-patient conflict arises when a patient’s expectations are not met 
and trust is not established. It is ideal for the conflict to be resolved between a nurse 
and a patient. Patients have feelings that they are not able to tell nurses about, from 
which a potential conflict can arise. Patients suffer in situations where they perceive 
conflict, but they are unable to bring it up with the nurses because of reluctance 
or resignation. Because a patient’s perception affects quality evaluation of nursing 
care, this study focused on nurse-patient conflict and found meaning in under-
standing nurses’ and patients’ perception of phenomena. In the field of nursing 
care, consideration of patients’ emotions and response to their feelings have been 
considered important. To improve quality of nursing care, nurses are required to go 
beyond the superficial interaction with patients and respond in a way that is backed 
by academic significance. Patients’ evaluation is indispensable to quality nursing 
care. There is sufficient need for recognizing the fact that patients carry chaotic 
feelings, which, in turn, must be comprehended to be able to verbalize, document, 
conceptualize, and generalize such phenomenon. Therefore, this study is significant 
in that it academically focused on a phenomenon that has been overlooked thus far.

4. Literature review

4.1 Medical and nursing services and patient satisfaction

In general, various elements, including technical factors, interpersonal factors, 
cost, and environmental factors, influence patient satisfaction. As such, measur-
ing patient satisfaction in diverse scenes of nursing care is a complex task [24–27]. 
Patient satisfaction is recognized as an important index for service quality [19, 28, 
29]. There is a positive correlation between patient satisfaction regarding nursing 
care and a patient’s perception of service quality [30]. There is also a strong cor-
relation between satisfaction with nursing care and general satisfaction [31]. All 
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nursing care activities are associated with a patient’s perception of patient satisfac-
tion [32]. Moreover, values regarding patient satisfaction continue to evolve with 
time [33]. Oxler [34] focused on patient dissatisfaction and reported that commit-
ment on the part of top leaders and staff was required to set aside time for under-
standing patient needs, thereby resolving complaints from patients and enhancing 
satisfaction.

4.2 Development of a measurement scale for patient satisfaction and a conceptual 
model in nursing care

In a study on patient satisfaction in nursing care, Abdellah and Levine [35] 
reported on patient satisfaction and occupational satisfaction of nurses. Risser [36] 
developed the Patient Satisfaction Scale (PSS) for measuring patient satisfaction 
with primary care nurses and nursing care. Research has advanced, starting with 
the analysis of the “patient satisfaction” concept regarding modern nursing care 
[37], incorporation of outpatients’ perception into the definition of nursing quality, 
demonstration of a NEdSERV quality model and development of a scale for service 
quality in nursing education [38]. These research activities led to the development 
of a patient-oriented scale for measuring service quality in the outpatient depart-
ment [39]. In a survey conducted with patients awaiting discharge from the surgical 
ward of a teaching hospital in Taiwan, a primary care nurse’s years of experience as 
a nurse was found to have affected patient satisfaction [40]. Studies have reported 
the necessity of an examination focusing on new care models, a partnership care 
delivery model/core concepts and new models [41], an analysis of patient satisfac-
tion with nursing care using a conceptual nursing framework [33], the development 
of a satisfaction scale for local nursing care [42], a gap model of care quality in 
patient-centered nursing care for elucidating concepts of patient-centered care 
[43], and the development of a scale for measuring satisfaction of critically ill 
patients [44].

4.3 Nurse-patient relationship

Henderson [45] described her way of understating patients as “getting inside 
his/her skin,” and indicated that nurses should discern the needs of patients before 
providing nursing care. In the beginning of Interpersonal Aspects of Nursing by 
Travelbee (1971), Ruth Johnston’s (American Journal of Nursing 1971) “Listen, 
Nurse” was used to emphasize the interpersonal relation that transcends the 
positions of a nurse and patient. Peplau [46] demonstrated the importance in the 
encounter between a nurse and a patient and reported that a moral encounter that 
conveys the understanding of a patient’s vulnerability is important. Watson [47] 
showed that the nurse-patient relationship in nursing science contains intersubjec-
tive care and that its practice and process become transpersonal and metaphysical. 
Reported that a closer relationship is established between a nurse and a patient by 
shifting the nursing care perspective from organizational goals to patient-centered 
care (PCC). Cignel [48] considered compassion as an important concept in nurse-
patient relationship and argued that compassion as the answer to suffering, which 
is at the center of care, is equivalent to high-quality care in today’s medical care. 
Described the influence of nurse-patient relationship by stating that the technique 
used by nurses to draw resources in managing patients, by involving themselves in 
a patient’s phenomenon and distancing themselves, attenuate their suffering that 
have become involved, but it may keep them from using resources and possibili-
ties gained through interaction with patients. Stated that there is an interrelation 
within a social relationship, which is characterized by a complementary relationship 
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through self-care based on an existing contractual relationship; Orem said that an 
ideal relationship would be one in which a patient’s and his/her family’s stress is 
reduced and would help them manage matters related to health and health care with 
a sense of responsibility.

4.4 Trust between nurses and patients

High-quality nursing care is based on trust between nurses and patients. The 
word “trust” is derived from an old term used to express fidelity and loyalty; this 
fact has a long history [49]. It is difficult to clearly define nurse-patient trust based 
on literature [50–52]. Reported that a patient’s trust in a nurse is a necessary element 
for establishing a connection between the patient and that nurse.

Despite the lack of a clear definition of trust, trust affects whether a patient 
accepts care and treatment [53–55] and is an important factor in a nurse-patient 
relationship [51, 56]. Johns [57] suggested medical benefits, vulnerability, depen-
dency, and participation in a care plan as being part of a conceptual framework of 
nurse-patient trust. Meanwhile, Belcher [58] stated that nurses need to act as good 
communicators to establish a close relationship with a patient while building trust.

4.5 Transition of the concepts of nursing quality until the 2000s and universality

In the 1950s, various nursing theories by nursing theorists were published in 
countries, including the United States. Starting with “Interpersonal relations in 
nursing” by Peplau [59] and the “Textbook of the principles and practice of nurs-
ing” by Harmer and Henderson [60], Johnson [61] argued that nursing requires care 
that must be provided by nurses to patients. Subsequently, nursing was considered 
as being based on interpersonal and personal relationships [62, 63]. As a result, 
mutual relationship drew attention. After Meyeroff ’s [64] report on caring was 
published, caring drew attention in the 1970s. Human caring has been referred 
as concern and respect for others [65]. Considered caring as the heart and soul 
of nursing from the viewpoint of the diversity and universality of cultural care. 
Watson [47] placed nursing in relation to metaphysics and indicated that care is the 
essence of nursing; she also noted that caring is able to utilize humanity as common 
sense in intersubjective interaction as defined by phenomenology while suggest-
ing an interrelationship between souls. Based on theorists’ conceptual analyses 
of caring, Morse et al. [66] classified caring into the following five categories: (1) 
caring as a human state (Lininger et al.), (2) caring as an affect (Babes), (3) car-
ing as a moral imperative or ideal (Watson et al.), (4) caring as an interpersonal 
relationship (Gardo et al.), and (5) caring as a nursing intervention (Brown et al.). 
Therefore, in the 1960s and the 1970s, the nomenclature of primary phenomena 
in nursing science was established because of the clear need for detaching nurs-
ing from practice based on medical models [45, 67, 68]; (Rogers, 1970). Nursing 
concepts in Japan have been affected by claims of theorists who underwent these 
changes. The theory of human caring became widely known in Japan when Watson 
visited the country around 1990. Human care, whose main focus is on transpersonal 
care, has a high affinity with the spiritual culture of the East, and it appears to have 
been accepted as the essence of universal nursing care.

4.6 Transition of the concepts of nursing quality in recent years and universality

Around 2000, the importance of evidence-based practice (EBP) for high quality 
nursing was emphasized. It was defined as an important perspective for nurses 
when taking action as a professional [69–72]. Sackett et al. [71] pointed out that 
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EBP did not contain the opinions and decision-making of patients along with 
scientific evidence.

Patient centered care (PCC), along with nurse-patient relationship, was con-
sidered the basis for nursing care. PCC drew universal attention as being a form 
of active nursing intervention including sympathy and empathy [73–75]. Sidani 
[76] defined PCC as the provision of excellent service and improvement of quality 
patient care. Meanwhile, the Agency for Healthcare Research and Quality (AHRQ 
2001) stated that placing an emphasis on PCC improves the quality of interaction 
between patients and health care providers and empowers patients in the process. 
EBP and PCC do not conflict one another and should not be considered separately. 
Burman [77] emphasized that EBP is among the cornerstones for providing better 
nursing care to patients. Burman also noted that the integration of EBP and PCC 
is essential for the health management of patients and the cultivation of organiza-
tional culture by nurses and other highly motivated clinicians to provide interdisci-
plinary PCC is required.

4.7 Empathy

The term empathy was used by Robert Vischer, a German psychologist, in 1873. 
It was derived from the German word Einfühlung. It was born from the esthetics 
of the time, which belonged to psychology that considered the empirical/aestheti-
cal/psychological aspects as important [78]. Empathy is the ability to share others’ 
thoughts and emotions [79]. It facilitates proactive behavior toward others and 
promotes social interaction as well as tolerant relationships. It is cultivated through 
time-dependent change as a person undergoes the developmental process. This 
ability appears in early childhood, develops in complex form from school age to 
adolescence (Eisenberg et al., 2002) [80], and continues from adulthood to old 
age [81, 82]. Empathy training facilitates the development of emotional abilities 
in school-age children, promotes skills and friendship [83], and enhances social 
conduct in adulthood [84]. The concept of empathy includes cognitive empathy, 
which allows one to sense the emotions of others and enables intentional think-
ing to a certain extent, and emotional empathy, which is accompanied by physical 
responses that are difficult to intentionally control [85, 86]. Gutsell and Inzlicht [87] 
described empathy from three perspectives: behavioral empathy, physical empathy, 
and subjective empathy.

4.8 Empathy in nursing

Research on empathy has a long history in disciplines, such as psychology 
and sociology. In nursing science, research has been conducted based on these 
academic backgrounds. Empathy has been considered as a primary basic concept 
in nurse-patient relationships and nursing practice. Ens [88] defined empathy as 
a complex part of the concept of countertransference, whereas Roger [89] argued 
that countertransference is an inevitable factor in a nurse-patient relationship. Scott 
[90] maintained that empathy is based on moral perception. Empathy is said to 
be a technique developed for counseling in the field of psychology [91]. However, 
Nightingale had used “sympathy” to refer to nurse-patient relationships before the 
term empathy was used. The reasoning that “nurses must be kind and sympathetic 
at all times, but they should never be emotional” is based on the recognition that 
this quality as a nurse assists the treatment process in a nurse-patient relationship 
[59]. Olso [92] found that there was a correlation between empathy shown by 
nurses and quality of nursing care. Erikson [93] defined empathy as the ability to 
show concern for suffering and demonstrated that nurses are required to perceive 
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the suffering of patients so that the latter are able to feel their human dignity being 
maintained. Erikson [94] stated that nurses must find the desires, trust, hope, 
powerlessness, guilt, and shame of patients to alleviate the latter’s suffering and 
must understand each patient’s unique experience with, knowledge of, and way of 
feeling toward his/her disease [93, 95]. Hence, empathy can be said to be the basis 
of therapeutic relationships in nurse-patient relationships.

4.9 What is suffering

Suffering refers to feelings and emotions necessary for those with disease, 
disability, and life issues to live, which form their experiences. For instance, this 
includes a diagnosis before birth made possible with medical advances, congenital 
disorders, chronic diseases, mental illnesses, and situations in which death is 
impending [63, 96]. According to Frankl [97], who is a psychiatrist heavily influ-
enced by Freud and Adler, suffering is not something that one is born with but 
rather something one acquires. This is expressed as the “ability to suffer” and some 
consider that suffering cannot even be acquired if one is emotionless. Travelbee 
[63] stated that suffering, as with a disease, is an everyday life experience that 
befalls anyone and defines a status where an individual encounters suffering and 
experiences suffering at its worst as a malignant phase of despair non-caring and 
the terminal phase of apathetic indifference. Kato (2004) described suffering from 
a philosophical/ethical standpoint as primary and secondary suffering. Primary 
suffering is the anguish/suffering of those that seek help, whereas secondary suf-
fering is suffering caused by a lack of response, inappropriate response, or failure/
injustice/malice inherent in the action of responding.

4.10 Patient’s suffering and nurse’s caring

Travelbee [63] suggested that suffering is accompanied by caring, that vulner-
ability to suffering is related to the ability range and depth of caring, and that the 
lack of caring ability induces strong suffering. This means that nurses attempt to 
truly understand the experiences and feelings unique to a patient [93, 95]. Mayeroff 
[98] stated that caring practice is formed when those involved share time and 
place by “being together” and “living together,” and emphasized the continuous 
relationship between the two. Ukigaya [99] indicated that nurses are also cared for 
by patients and that care has a bi-directional effect. Studies on patients’ suffering 
and nursing care must show that nurses are prepared to identify the suffering of 
patients for them to feel that their dignity is honored.

Various studies on critical life situations, mental problems, and end-of-life 
suffering have been conducted. However, no study focuses on patients’ emotions 
(secondary suffering) and shows that nursing (service) is no other than engaging 
with them.

4.11 Conflict research and its transition

Conflict research has long been conducted in the fields of, among others, psy-
chology and sociology. Robbins [100] defined conflict as a process that starts when 
one perceives that others have exerted or are attempting to exert a negative effect on 
matters he/she considers important. No other problems are as strongly connected 
to emotion as when a conflict arises in interpersonal relationships and emotional 
changes accompany the occurrence of a conflict. In other words, Robbins stated that 
conflicts cannot be resolved effectively if one disregards the emotional element of a 
conflict and attempts to resolve them based on rationality and logic.
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4.12 Conflict research in medical care and nursing

Marquis and Huston [101] defined conflict as arising from differences in val-
ues, expectations, and backgrounds. They suggested that “cultivation of a mutual 
relationship and sharing of understanding” are required for patients and medical 
professionals to maintain a positive relationship. They and stated that conflict arises 
when the personal relationship is no longer smoothly maintained [102]. Reports 
on patients’ specific situations, difficult patients [103], acute psychiatric wards 
[104], comparison of home care and nursing homes for older adults [105], and ways 
to respond to a conflict in specific scenes have been published in clinical conflict 
research since 2005. Nurses tend to use mutual dialog instead of engaging in a con-
flict in a stern manner to resolve conflicts in nursing situations [106]. Nurse-patient 
relationship is fundamental in partnership in nursing and interaction is required to 
maintain a positive relationship [107].

4.13 Definition of terms

Conflict: In this study, conflict does not refer to evidential conflicts (e.g., medi-
cal disputes), but rather to nurse-patient mood discrepancies and emotions.

4.14 Ethical considerations

We explained to all eligible participants that the data obtained in this study 
would not be used to identify any individuals or used outside of this study; further, 
it would be strictly managed and destroyed upon completion of the study.

Furthermore, we explained to the nurses that participation was voluntary, 
refusal to participate would not be disadvantageous to them in any way, participa-
tion had no relationship with their course evaluation, and we would consider their 
submission of the survey form as their having consented to participate.

By contrast, in our explanation to the phone counselors, we assured them that 
participation in the interview was voluntary, had no relationship with their com-
pany performance evaluation, and they could rescind their consent to participate 
at any time. We obtained permission to use the existing data from the copyright 
holders.

This study was conducted under the approval of our institution’s research ethics 
committee.

5. Related research history and the position of the present study

As shown in the literature review, when a person makes some kind of value judg-
ment, the emotion associated with the service received rather than the actual service 
received or the fact that he/she received the service affects the evaluation. Customer 
response to a service has been researched and systematized in business administra-
tion as direct purchasing and consumer choice behaviors. In the medical field, 
efforts have been made to adapt customer satisfaction and consumer choice behav-
ior, which have been systematized in business administration, to clinical practice.

The focus of the present study is everyday nursing settings in which patients 
are in a specific (non-critical) situation. A patient suffers when he/she senses 
that a nurse regards his/her existential value lightly. A patient’s anguish/suffer-
ing constitutes primary suffering; secondary suffering is caused by a nurse’s lack 
of response to the primary suffering or a nurse’s inappropriate response or when 
failure/injustice/malice is inherent in a nurse’s action of responding. In the present 
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study, I focused on nurse-patient conflict to understand patients’ suffering and 
nurses’ and patients’ perception of suffering. The reason this study focused on 
conflict is that a conflict is caused by emotional differences resulting from changes 
in the nurse-patient relationship. There is no study that focuses on the perception 
of patients, who are the service receivers, and bi-directionally examines the percep-
tion of nurses and patients with a focus on the sensing of emotional fluctuations 
and thoughts. Therefore, in this study, patients’ unspoken thoughts were verbalized 
and a conceptual model for phenomena, which have been overlooked by focusing 
on nurse-patient conflict in medical treatment settings, was constructed.

6. Conceptual framework of the study

Stages 1–4 of Robbins’ [100] framework for the conflict process was applied 
as follows to nurse-patient conflicts in nursing settings where patients’ status was 
non-critical.

Stage 1 (potential opposition): elements latent in the occurrence of a conflict.
Stage 2 (cognition and personalization): scenes in which a conflict occurs 

<Recognition>.
Stage 3 (behavior): response (in expectation of problems).
Stage 4 (outcomes): outcomes (of a successfully maintained/built positive 

relationship).

7. Purpose of the study

The present study focused on areas that have been overlooked in everyday 
nursing scenes in which engaging with the depressing feelings of patients arising in 
nurse-patient relationships is not recognized as nursing. To understand the cir-
cumstances that have been overlooked, the present study focused on nurse-patient 
conflict and aimed to understand phenomena from the perspective of both nurses 
and patients and to establish a conceptual model.

8. Research methods

8.1 Survey participants

1. Nurses

For a descriptive survey on nurses, this study involved 320 nurses that participated 
in a nursing manager workshop organized by a local nursing professional associa-
tion in Japan. The reason for the selection was that they had gained appropriate 
nursing experience as a manager and that their experiences could be verbalized.

2. Telephone counselors (patients’ end)

For a survey on patients, because it was difficult to obtain data by interviewing 
patients directly in line with the intent of the present study, we interviewed eight 
telephone counselors. Telephone counselors belong to an incorporated non-profit 
organization whose members comprise non-medical professionals located in 
Osaka Prefecture, Japan. The organization provides consultations geared toward 
people for patients with feelings that they were not able to convey to medical 
professionals.
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8.2 Survey process

1. Nurses

In the descriptive survey on nurses, they were instructed to recall nurse-patient 
conflicts and describe them. Age and years of nursing experience at the time of 
conflict were recorded as personal characteristics.

2. Telephone counselors (patients)

In the interviews with telephone counselors, they were instructed to recall consulta-
tions regarding nurse-patient conflicts. It was confirmed that existing data could be 
organized in a similar structure to data obtained through the interviews. With regard 
to personal characteristics, we referred to the age (age range) of patients who called 
in for a consultation and telephone counseling history of the telephone counselors.

9. Data obtained

In the descriptive survey on nurses, 72 scenes were subjected to analysis after 72 
scenes were collected and evaluated to determine whether they were in line with the 
intent of the present study. In the interviews with telephone counselors, verbatim 
records of all the interviews were made, and 72 scenes were subjected to analysis.

10. Results

10.1 Gap in perception between nurses and patients

When a conflict arose, systematic thinking, including logical thinking based on 
EBP and empathic understanding of patients based on PCC, was observed in nurses. 
Meanwhile, patients carried fragmented emotions, such as “anxiety,” “sorrow,” 
“dejection,” and “anger.” In other words, when I simultaneously looked at the per-
ception of nurses and patients, there was a gap in perception, which was observed 
as “nurses’ systematic understanding” and “patients’ fragmented emotions.”

10.2 Positive interaction as a result of nurses recognizing the gap in perception

After looking at the perception of nurses and patients simultaneously, we found 
that there was a gap observed as “nurses’ systematic understanding” and “patients’ 
fragmented emotions.” When a nurse recognizes this gap in perception, a nurse 
senses the fragmented emotions that a patient carries while engaging in systematic 
thinking and understanding. Alternatively, the gap was naturally filled by the nurse 
placing himself/herself in the patient’s shoes to understand the latter’s emotions, 
then a positive interaction would be observed when the nurse expressed empathic 
understanding toward the patient and shared his/her suffering.

10.3  Suffering based on the gap in perception between nurses and patients and a 
positive interaction model

In Study 1, we showed that the empathic attitude of a nurse, who recognized the 
gap between the nurse and patient, resonated with the patient at a soul level. This 
resulted in a positive interaction where the gap in perception between the nurse and 
patient was recognized, enabling emotional exchange. Building on these findings, 
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I constructed a model for suffering based on the gap in perception between nurses 
and patients, and positive interaction (Figure 1).

10.4 Structure and definition of the constructed conceptual model

The perception and cognition of phenomena that occur in nursing settings differ 
between nurses and patients. Nurses encounter various situations related to patients’ 
life and death and experience emotional fluctuations associated with them on a daily 
basis. Meanwhile, life change caused by hospitalization, although it may be for a short 
period, is a once, if not only a few times, in a lifetime experience for the patients. As 
such, because nurses and patients are in different positions, they have different ways 
of understanding a phenomenon and standards of perception. I elucidated this differ-
ence as a gap. Based on what has been described, suffering experienced by a patient 
was defined as primary suffering. With regard to primary suffering, if the nurse does 
not recognize conflict and the gap that causes it, the patient will notice the nurse’s 
lack of awareness of it. In other words, the patient experiences secondary suffering 
when he/she instinctively and intuitively senses the nurse is not truly willing to help 
the patient who is experiencing primary suffering. As a result, the patient suffers even 
more, giving rise to distrust in medical care, interfering with his/her health behavior.

If the nurse adequately understands the gap that caused the conflict and comes 
to feel the emotions of the patient unintentionally and in a natural way, emotional 
exchange takes place; this cultivates a positive interaction. This process is consid-
ered the “process by which the patient’s mind is adjusted.”

Figure 1. 
Suffering based on the gap in perception between a nurse and a patient, and a positive interaction model.
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11.  Discussion: examination of nurses’ and patients’ perception of the 
cause of nurse-patient conflict

11.1 Cause of nurse-patient conflict

Nurses interact with patients at a more intimate level than other health care 
workers and are committed to life-threatening moments and important life events. 
As such, nurses have more opportunities to obtain information about patients. Excess 
and insufficient information can cause conflict. Nurses also witness patients undergo-
ing a great deal of emotional fluctuations. However, they are anxious because they feel 
that they may no longer be able to engage in “nursing work” if they accept patients’ 
emotions as they are. Washida [108] described such situation as the critical point in 
clinical practice and where the patients suffer. In several ways, nurses are unable to 
put it together unless they become objective and distance themselves from emotional 
fluctuations. It may be that they are able to continue “nursing work” by unconsciously 
numbing their emotions. The data have shown that conflict is attributable to the gap 
between nurses and patients.

11.2 Potential opposition of conflict and suffering

The data of the present study was obtained by applying Robbins’s [100] frame-
work for conflict process. Nurse-patient communication and trust are believed to 
be involved in potential opposition. As Usui [109] stated, laypeople remain in a 
limited understanding of superficial phenomena, whereas experts can penetrate 
the internal structure of the subject with the help of expert knowledge. Nursing 
professionals are able to and are expected to enter into a patient’s inner state and 
respond accordingly. However, when nurses are unable to meet these expectations, 
secondary suffering arises, and patients experience even more anguish.

11.3 Gap in perception between nurses and patients caused by conflict

1. Perception of nurses and patients caused by conflict.

There was a gap in perception between nurses and patients with regard to 
conflict. It was observed that nurses tended to understand phenomena using 
logical thinking, based on EBP, and empathic understanding, based on PCC. This 
is because nurses were trained as professionals and accustomed to understanding 
perceived phenomena using scientific thinking and grasping a patient’s feelings 
based on clinical experience. By contrast, patients, who had not received special-
ized education and whose physical condition had deteriorated, perceived and 
responded to phenomena with fragmented emotions. Therefore, there was a gap 
in the perception between nurses and patients. There appears to be a gap between 
the experience of nurses and patients as humans systematize their experiences 
and attempt to give them meaning ([89], p. 88).

2. Four aspects of nurse-patient perception gap.

There was a difference in perception between nurses and patients in situations 
where a conflict had arisen. There was a gap in communication between them 
in terms of communication for conveying their perception. In a nurse-patient 
relationship, communication is not only limited to the process of simply sending/
receiving verbal or non-verbal messages but also includes a wider range of infor-
mation [110]. A gap is created when one fails to receive the information sent. In 
addition, it has been suggested that communication aimed at ensuring quality of 
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nursing helps develop a positive nurse-patient relationship [111–113]. Attention 
should also be paid to the relation between the two.

3. Nurses’ recognition of the perception gap.

There was a gap in perception between nurses and patients in situations where a 
conflict had arisen. Whether nurses recognize this gap affects the way they influ-
ence patients. Nurses will not give any thought to patients’ emotions unless they 
are aware of the gap. Recognizing the gap between nurses and patients is the first 
step in achieving true empathy.

11.4 Emotional exchange between nurses and patients

11.4.1 Emotional exchange

In the present study, we also focused on the fact that patients come to experi-
ence an emotion because of conflict. Emotional exchange was defined as sending 
“emotional” messages to whom one feels safe to express “emotions” and share his/
her emotional world as a result of them receiving those “emotional” messages as 
they are.

Nurses were able to notice and share patients’ anguish owing to the empathic 
interaction in which they recognized the gap with patients. Emotional intelligence 
(EI), which is the ability to sense patients’ emotions, on the nurses’ part is believed 
to be involved in the process. EI is the ability to understand emotion accurately, 
utilize emotion to facilitate recognition, and reflect on emotion [114], in addi-
tion to one’s own motivation and human relationship skills (Goleman 1995). EI 
was internationally acknowledged as a result of Goleman’s (1998) “Working with 
Emotional Intelligence.” Nurses, whose profession involves interaction with others, 
are required to have a high level of EI, particularly the ability to sense patients’ emo-
tions and respond accordingly.

11.4.2 Empathy and suffering

The word empathy was derived from the Greek word “empatheia,” which was 
formed by combining em (to attempt to insert) and patheia (suffering). The Oxford 
English Dictionary defines empathy as “the ability to project personality on the 
subject of reflection (and to perfectly understand it).” It is a term primarily related 
to the field of psychology.

We believe that feeling a patient’s feelings/intentions and standing by them are 
equal to showing an interest in his/her concerns. Nurses are equipped with not only 
the ability to logically understand matters but also the sensitivity to acknowledge 
the emotions patients experience as a person. Intentional empathy is often consid-
ered as the act of entering into others’ emotions [115]. To stand by the patients, it 
is key to interact with them while acknowledging the gap and for nurses to place 
themselves in the thoughts of patients.

11.4.3 Sharing of suffering

Patients are in a state of distress, and they find the act of conveying the fact 
painful (suffering). Moreover, they suffer from the pain of not being empathized 
and understood. In short, their suffering is two-fold. Emotions of “anxiety,” “sor-
row,” “dejection,” and “anger” experienced by patients constitute primary suffering; 
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secondary suffering arises when they are unable to engage in emotional exchange 
with nurses [99]. Even if patients’ suffering is not resolved altogether when a 
conflict arises, showing concern for their suffering and approaching their wishes by 
coming from the same state are considered sharing of suffering. Nurses must show 
concern to patients’ emotions, which Nightingale [116] called the question about 
“the understanding of the things one is in the process of doing”; it is “the ability to 
put oneself in another person’s shoes, the ability to understand intuitively what that 
person needs, and the ability to take on the fate of that person.” These are unique to 
nursing.

12.  Examination of the suffering based on the perception of nurses 
and patients, and the significance and validity of a good interaction 
model

In the present study, we focused on the mentally/physically non-critical situ-
ations of patients in which issues, such as patients’ depressive feelings that do 
not pose a medical or nursing problem, were not recognized as requiring nursing 
intervention and thus overlooked. The purpose of the study was to elucidate this 
concept.

Data showed that both experienced and newly recruited nurses with an active 
imagination had an intuition that “something was different about the patients,” or 
“something had happened,” or “something was wrong.” An “awakening” takes place 
when one intuitively grasps a patient and distances oneself from this understanding. 
How, then, is this possible? This is achieved by providing nursing care while caring 
for a patient and wishing to understand the inner state of that person, that is, “pas-
sion” exuding from a nurse’s personality that is beyond the technical limits of com-
munication skills and empathic understanding. It may be technically possible for a 
nurse to perceive a gap and attempt to focus his/her mind on phenomena. However, 
to go a step further, techniques alone are not enough. Patients must be able to feel 
that they are fortunate to have met the nurse and are emotionally relieved. We were 
able to demonstrate that striving to be such a nurse results in high-quality nursing 
practice and shows the profundity of a practice involving humans.

“Passion” exuding from nurses is said to fall under the scope of nurses’ indi-
vidual ability. This area has been regarded as part of personal capability and appeal. 
It has not been academically studied because of the lack of clear training methods 
or evaluation indices for exploring it. However, without considering the relation-
ship with patients and giving thought to this area, true improvement of quality as 
perceivable by patients is not possible. I was able to suggest the need for academic 
inquiry by the model of the present study.

13.  Validity examination of the conceptual model by clinicians and its 
contribution to clinical practice

We explained the purpose/results of the present study and the final model to 
clinicians to ask for their opinions and examine the validity of the model. We asked 
for the opinions of three individuals with 30–40 years of nursing experience, who 
understood the intent of the present study, and who previously worked in acute 
wards and currently belong to the field of visiting nursing care.

First, it should come as no surprise that the relationship with patients does not 
deepen by examining the horizontal line (the flow from primary to secondary 
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suffering) of the model. In fact, we visited patients who experienced secondary 
suffering as visiting nurses. Therefore, it was approved that nurses’ involvement 
with primary suffering was important based on the opinion that “a patient may not 
have been so stubborn if the nurses had engaged at a slightly deeper level during 
the hospitalization period.” Next, based on the examination of the vertical line (the 
flow from primary suffering to positive interaction), it was agreed upon that in 
some cases, a positive encounter with a nurse may be more important than cur-
ing the disease itself. In recent years, being able to engage in emotional exchange 
with nurses provides a positive interaction experience for those who are more than 
likely to have no one close-by to understand them, as an extremely large number 
of patients are living with chronic diseases and family morphology changes as they 
age. Consequently, clinicians endorsed the validity of the model. It was shown that 
there is a need to recognize this study’s model in and its possible contribution to 
clinical practice. Therefore, I believe that the model created in this study represents 
everyday scenes for nurses and patients and is useful for reaffirming the fact that it 
was overlooked and not recognized.

14. Conclusion

Nurse-patient relationship as a result of nurse-patient conflict depends on the 
way one looks at “communication” and “trust.” Its interaction may involve draw-
ing strength from patients as the power of nursing. It was shown that sharing of 
suffering by emotional exchange was a key concept for it. Washida [108] stated 
that the relationship between those being admitted and those accepting them is 
reversed in hospitals. Washida added that clinical settings are the critical plane 
on which those receiving care and those providing care come in contact in an 
inverted manner. The nurses working there become partly exhausted because of 
work responsibilities and the physical demands of work, but more so because they 
experience extreme emotional fluctuations multiple times a day. These emotional 
fluctuations rarely happen to average people. Amid these fluctuations, nurses 
are believed to maintain their balance by unconsciously getting out of touch 
with patients’ myriad emotions and feelings while using scientific thinking at all 
times to avoid being affected by these fluctuations. With regard to the difficulty 
in listening, Kawai et al. (2003, p. 211) stated that “narrative does not trickle 
down in front of those who look for narrative, while it reveals itself only a little 
to those who patiently wait for it.” Kawai and colleagues explained: “unless one is 
convinced that others will accept whatever he/she says and that they will follow 
through with the various problems that may arise as a result of him/her speak-
ing out, he/she will not speak about the entangled thoughts he/she has. To speak 
means one becomes multiplexed in front of others and will unstably float around 
with no visible landing point.” Patients suffering from a disease have a heightened 
sensitivity. They are probably able to intuitively sense whether nurses that are 
taking care of them are mature on the inside. What is important to patients is that 
nurses make an earnest effort to engage with them. They are pleased with this 
effort, and they perhaps do not expect nurses to completely understand them, the 
patients who are in great distress.
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Chapter 6

Nursing Environments: Nurses 
Perspectives
Natasha Khamisa

Abstract

Nurses have been found to experience higher burnout levels compared with 
other health professionals owing to the nature of their work. High burnout levels 
among nurses have been attributed to their stressful working environments. 
Prolonged exposure to work-related stress leading to burnout has negative conse-
quences for job satisfaction and general health of nurses. This has wider implica-
tions on the health system, such as high turnover rates and compromised patient 
care. There is a significant gap in research focusing on the relationship between 
work-related stress, burnout, job satisfaction and general health of nurses in devel-
oping countries such as South Africa. A study exploring the relationships between 
work-related stress, burnout, job satisfaction and general health among South 
African nurses over time was conducted in order to inform how best to improve 
nursing environments while enabling quality nursing practice and patient care. A 
total of 895 nurses participated in the study at baseline and 277 of these individuals 
were followed up with a year later. Findings showed that although stress related to 
security risks in the workplace predicts job satisfaction as well as general health, 
stress related to patient care and nursing shortages better predict job satisfaction 
and general health over time. Burnout better predicts job satisfaction than general 
health over time.

Keywords: work-related stress, burnout, job satisfaction, general health, nurses, 
South Africa

1. Introduction

The health service industry is increasingly becoming more globalized and 
liberalized, thereby resulting in a higher demand for skilled health workers. 
Interdependency and interconnectedness among global societies has led to 
increased mobility among skilled health workers, resulting in a shortage of 
health professionals in the health care systems of some countries. South Africa 
in particular has recently been affected by this trend in international migration 
of professional nurses, migration of nurses from rural to urban areas as well as 
migration of nurses from the public sector to the private sector [1]. According 
to the South African Nursing Council (SANC) the nurse to population ratio is 
recorded at 197:1 [2].

Given South Africa’s nurse driven health system, a shortage of nurses (the gap 
between supply and demand of 18,758 nurses) makes managing the country’s 
quadruple burden of disease (HIV/AIDS, TB, infectious diseases and under nutri-
tion) challenging [1]. Nurses are forced to adapt to as well as cope with shortages 
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by learning new skills, expanding their capabilities and assuming additional 
responsibilities, among other coping mechanisms. Such adaptation and adjustment 
contribute to work-related stress, thereby leading to high levels of burnout, low job 
satisfaction as well as poor physical and mental wellbeing [3].

Difficult working environments pose serious challenges for patient care and 
safety while favorable working environments are associated with better job satisfac-
tion, decreased burnout and improved wellbeing of nurses [4]. Healthy working 
conditions have been shown to improve nurse wellbeing and patient outcomes in 
developed countries. Several studies conducted in developing countries show that 
favorable working environments improve staffing levels, thereby improving nurse 
and patient outcomes [5].

Burnout, defined as long term exhaustion and reduced interest in work [6], is a 
global phenomenon and has been found to be prevalent among employees whose 
work is constantly demanding and requires intense interactions of a physical and 
emotional nature [7]. It is believed that burnout is a manifestation of disconnec-
tion between employees and their working environment, whereby primary areas 
of work life such as reward, control and workload are compromised [8]. Prolonged 
exposure to these stressors leads to feelings of depersonalisation, whereby nurses 
lose compassion and sensitivity toward their patients. Depersonalisation negatively 
affects their ability to evaluate their work in a positive way, resulting in feelings 
of incompetence and low personal accomplishment. Emotional exhaustion sets 
in, which makes these nurses feel as if they do not have the emotional energy or 
resources to cope with the situation [9].

Highest levels of burnout are reported for South African nurses compared to 
nurses working in other low and middle income countries [10]. This is exacerbated 
by difficult working conditions characterized by high patient loads, a shortage of 
staff, increasing job demands and the quadruple burden of disease. Following factor 
analysis of various stress factors reported by South African nurses, researchers 
identified five specific stressors that contribute to burnout, namely patient care, 
staff issues, job demands, lack of support and overtime [11].

Work-related stress is a result of exposure to stressors within working environ-
ments that lead to burnout through the depletion of physical and mental resources 
needed for coping, which is determined by employees’ perceptions as well as their 
emotional responses to levels of threat experienced [12]. Negative perception and 
appraisal of one’s working environment affects job satisfaction [13]. Imbalance 
between stressful demands of the workplace and resources needed to cope with 
them affects physical and mental health outcomes (referred to as general health in 
this manuscript) [14].

Following depletion of physical and mental resources, one’s ability to suc-
cessfully perform tasks and achieve goals is compromised, which explains the 
association between burnout and job satisfaction. This leads to strain which 
manifests in the form of poor health outcomes, including headaches, insomnia 
and depression [3].

For the purpose of this study, the factors identified by Rothmann et al. [11] were 
referred to as work-related stressors and used to determine the extent to which each 
one contributes to burnout, job satisfaction and general health of nurses over time. 
A systematic review of existing literature revealed the following model illustrating 
relationships between contributing factors and health outcomes of burnout among 
nurses (Figure 1) [15].

Although studies have confirmed that both job satisfaction and burnout are 
effects of exposure to stressful working environments leading to health con-
sequences [16], the causal nature and direction of these relationships remain 
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ambiguous, especially within developing contexts such as South Africa. This study 
aimed to identify the relationships between work-related stress, burnout, job sat-
isfaction and general health of South African nurses in order to better understand 
these relationships thereby enabling improvement of working environments and 
patient care.

2. Methodology

2.1 Participants

Of 1200 invited nurses 895 participated in the baseline study (response 
rate = 75%). Of these, 277 nurses were followed up a year later. Participants were 
recruited from two public and two private hospitals using stratified random 
sampling. Demographic differences were noted between baseline and follow 
up whereby significant differences were found for age, experience and hours 
worked per week [17].

2.2 Measurement tools

All participants received five questionnaires to complete. The Socio 
Demographic Questionnaire consisted of questions pertaining to the age, gender, 
level of education, level of experience, population group and number of days/hours 
worked per week. The Nursing Stress Indicator was designed to specifically measure 
the frequency and severity of five specific stressors identified among South African 
nurses (patient care, staff issues, supervision/management issues, overtime and job 
demands). The Maslach Burnout Inventory –Human Services Survey was designed 
to measure burnout using three sub scales (emotional exhaustion, depersonaliza-
tion and lack of personal accomplishment) among individuals working in the 
human services and health care occupations including nursing. The Job Satisfaction 
Survey measures job satisfaction on nine facets (pay, promotion, supervision, fringe 
benefits, operating conditions, contingent rewards, co-workers, nature of work 
and communication) within organisations in the social sector of employment. The 
General Health Questionnaire was used to detect psychiatric illness as well as cur-
rent psychological states and perceived quality of life using four sub scales (somatic 
symptoms, anxiety and insomnia, social dysfunction and severe depression). All 
questionnaires were reliable and valid within the South African context [17].

Figure 1. 
Existing model illustrating relationships between contributing factors and health outcomes of burnout among 
nurses.
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2.3 Data collection

Unit managers distributed invitation packs containing an explanatory state-
ment, consent form, five questionnaires and a sealable envelope. Participants 
returned completed questionnaires and consent forms (including contact details 
for follow up 1 year later) in sealed envelopes which they placed in sealed boxes. 
This was accessed by the researcher to ensure privacy and confidentiality of 
responses. Participants consenting to follow up were contacted to arrange data 
collection a year later. Participants returned completed follow up questionnaires 
in a sealed envelope placed in sealed boxes situated around the hospital. These 
were stored together with respective questionnaires completed at baseline for 
each participant. Participants were given 3 weeks to complete the questionnaires 
at both time points with reminders being issued 2 weeks after initial questionnaire 
distribution [17].

2.4 Design and analysis

The study design used was a longitudinal design. This design involves the 
collection of data from the same sample over time enabling the observation of 
changes in outcomes. Longitudinal designs are used to quantify trends, describe 
progression of events, identify patterns of change and test theory. For these 
reasons, this design was chosen to examine the relationship between work-related 
stress, burnout, job satisfaction and general health of nurses over time. This design 
is suitable because it enables the study of development and natural occurrence of 
events over time [17].

Data was entered into a statistical package (SPSS version 20) and analyzed 
using Generalised Estimation Equation analysis to determine the best predictors 
for each outcome over time. Predictors of work-related stress (patient care, staff 
issues, supervision/management issues, overtime and job demands) were entered 
into models with facets of burnout (emotional exhaustion, depersonalisation and 
personal accomplishment), job satisfaction (pay, promotion, supervision, fringe 
benefits, operating conditions, contingent rewards, co-workers, nature of work and 
communication) and general health (somatic symptoms, anxiety and insomnia, 
social dysfunction and severe depression) as outcomes. Facets of burnout were also 
entered as predictors into models with facets of job and general health as outcomes. 
Facets of job satisfaction were entered as predictors with facets of burnout and 
general health as outcomes. Odds Ratios (OR) were calculated as EXP (regression 
coefficient) and indicated the odds of predictors being associated with outcomes 
over time.

2.5 Ethical considerations

Ethics approval was obtained from Monash University Human Research Ethics 
Committee (MUHREC), Human Sciences Research Council (HSRC) and Gauteng’s 
Department of Health (DoH). Informed consent was obtained from all participants 
in the study and anonymity was ensured through coding of data as well as presenta-
tion of aggregate findings in all publications.

3. Results

Tables 1–3 show the results of the GEE analysis [17].
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4. Discussion

This study longitudinally examined work-related stress in relation to burnout, 
job satisfaction and general health among South African nurses. The findings of this 
study suggest that of all the five stressors contributing to work-related stress, job 
demands do not have an effect on burnout, lack of support is the most significant 
predictor of burnout among nurses, stress related to patient care most significantly 

All stressors except job demands significantly predict burnout. All five stressors are significant predictors of job 
satisfaction and general health. Lack of support best predicts burnout over time, patient care best predicts job 
satisfaction over time and staff issues best predict general health over time.

Table 1. 
GEE analysis of work-related stress as a predictor of burnout, job satisfaction and general health.

Emotional exhaustion is the most significant predictor of job satisfaction and general health.

Table 2. 
GEE analysis of burnout as a predictor of job satisfaction and general health.

Job satisfaction with promotion is the most significant predictor of burnout and job satisfaction with nature of work is 
the most significant predictor of general health.

Table 3. 
GEE analysis of job satisfaction as a predictor of burnout and general health.



Nursing - New Perspectives

88

2.3 Data collection

Unit managers distributed invitation packs containing an explanatory state-
ment, consent form, five questionnaires and a sealable envelope. Participants 
returned completed questionnaires and consent forms (including contact details 
for follow up 1 year later) in sealed envelopes which they placed in sealed boxes. 
This was accessed by the researcher to ensure privacy and confidentiality of 
responses. Participants consenting to follow up were contacted to arrange data 
collection a year later. Participants returned completed follow up questionnaires 
in a sealed envelope placed in sealed boxes situated around the hospital. These 
were stored together with respective questionnaires completed at baseline for 
each participant. Participants were given 3 weeks to complete the questionnaires 
at both time points with reminders being issued 2 weeks after initial questionnaire 
distribution [17].

2.4 Design and analysis

The study design used was a longitudinal design. This design involves the 
collection of data from the same sample over time enabling the observation of 
changes in outcomes. Longitudinal designs are used to quantify trends, describe 
progression of events, identify patterns of change and test theory. For these 
reasons, this design was chosen to examine the relationship between work-related 
stress, burnout, job satisfaction and general health of nurses over time. This design 
is suitable because it enables the study of development and natural occurrence of 
events over time [17].

Data was entered into a statistical package (SPSS version 20) and analyzed 
using Generalised Estimation Equation analysis to determine the best predictors 
for each outcome over time. Predictors of work-related stress (patient care, staff 
issues, supervision/management issues, overtime and job demands) were entered 
into models with facets of burnout (emotional exhaustion, depersonalisation and 
personal accomplishment), job satisfaction (pay, promotion, supervision, fringe 
benefits, operating conditions, contingent rewards, co-workers, nature of work and 
communication) and general health (somatic symptoms, anxiety and insomnia, 
social dysfunction and severe depression) as outcomes. Facets of burnout were also 
entered as predictors into models with facets of job and general health as outcomes. 
Facets of job satisfaction were entered as predictors with facets of burnout and 
general health as outcomes. Odds Ratios (OR) were calculated as EXP (regression 
coefficient) and indicated the odds of predictors being associated with outcomes 
over time.

2.5 Ethical considerations

Ethics approval was obtained from Monash University Human Research Ethics 
Committee (MUHREC), Human Sciences Research Council (HSRC) and Gauteng’s 
Department of Health (DoH). Informed consent was obtained from all participants 
in the study and anonymity was ensured through coding of data as well as presenta-
tion of aggregate findings in all publications.

3. Results

Tables 1–3 show the results of the GEE analysis [17].

89

Nursing Environments: Nurses Perspectives
DOI: http://dx.doi.org/10.5772/intechopen.89087

4. Discussion

This study longitudinally examined work-related stress in relation to burnout, 
job satisfaction and general health among South African nurses. The findings of this 
study suggest that of all the five stressors contributing to work-related stress, job 
demands do not have an effect on burnout, lack of support is the most significant 
predictor of burnout among nurses, stress related to patient care most significantly 

All stressors except job demands significantly predict burnout. All five stressors are significant predictors of job 
satisfaction and general health. Lack of support best predicts burnout over time, patient care best predicts job 
satisfaction over time and staff issues best predict general health over time.

Table 1. 
GEE analysis of work-related stress as a predictor of burnout, job satisfaction and general health.

Emotional exhaustion is the most significant predictor of job satisfaction and general health.

Table 2. 
GEE analysis of burnout as a predictor of job satisfaction and general health.

Job satisfaction with promotion is the most significant predictor of burnout and job satisfaction with nature of work is 
the most significant predictor of general health.

Table 3. 
GEE analysis of job satisfaction as a predictor of burnout and general health.



Nursing - New Perspectives

90

predicts job satisfaction and stress related to staff issues best predicts general 
health. Although burnout and job satisfaction also predict general health of nurses, 
this study found that burnout is a better predictor. Emotional exhaustion best pre-
dicts general health over time but is a better predictor of job satisfaction. Burnout is 
also a better predictor of job satisfaction than vice versa [17].

The findings also confirmed that security risk in the workplace was the most 
influential work-related stressor associated with job satisfaction and general 
health of nurses at baseline. However, over time, lack of support, patient care and 
staff issues became more influential work-related stressors affecting burnout, job 
satisfaction and general health of nurses respectively. Although burnout predicts 
general health over time, it is a stronger predictor of job satisfaction. More specifi-
cally, it was found that, over time, lack of support leads to burnout among nurses 
and staff issues compromise the general health of nurses. Emotional exhaustion in 
particular is important in determining job satisfaction levels of nurses [17].

These findings differ a little from the previously proposed model based on 
existing literature (Figure 1), suggesting that work-related stressors including 
inadequate resources, lack of recognition and autonomy as well as peer relationships 
are associated with job satisfaction [18–20]. Lower job satisfaction is shown to have 
a direct negative effect on burnout among nurses [21, 22], which impacts general 
health outcomes [10]. These findings are supported by various theories including 
one of the first occupational stress theories namely the role stress model, which sug-
gests that stressful role expectations compromise job satisfaction, exhaust physical 
energy and result in poor health outcomes [23]. Similarly, process models such as 
Kahn and Byosiere’s causal stress theory posits that stressors are associated with 
responses (job satisfaction) and consequences (burnout and illness) [24].

Despite empirical support for existing frameworks, it is important to note that 
these largely examine relationships between variables with less focus on the pro-
cesses through which the variables interact with each other. For example, Karasek’s 
demands-control model posits that high strain situations (high demands and low 
control) increase the likelihood of poor health outcomes (heart disease and depres-
sion) [25]. However, this view does not account for internal processes including 
appraisal of stressors affecting various outcomes. This is important given that stress 
is a subjective experience that may affect outcomes differentially. Siegrist’s effort-
reward imbalance model is one of the few contemporary models that considers the 
role of environmental influences and individual perceptions [26]. However, some 
researchers have alluded to the idea that the consideration of individual differences 
and internal processes are limited to intrinsic factors [27].

Modern work places are affected by multiple stressors that are dynamic in 
nature. These have the potential to affect a number of outcomes. However, existing 
stress models do not explore a multitude of independent variables affecting several 
outcomes. For example, Hackman and Oldham’s theory focusing on the impact of 
job characteristics (task identity, task significant, autonomy) on outcomes (satis-
faction, absenteeism) includes examination of a limited number of characteristics 
and outcomes [28]. This theory seems to limit the explanatory power of indepen-
dent variables and their effect on a number of outcomes.

More recent stress models such as demand skill support model [29] also focus 
on a few factors affecting stress in multiple settings. This theory is based on the 
presumption that the effect of stressful work environments are similar across 
individuals and occupations, which prevents an in depth understanding of stress 
and its outcomes for individuals in different contexts with different characteristics 
[27]. A recent study showing that personal stress is a better predictor of burnout 
and general health than job satisfaction, which is better predicted by work stress, 
confirms this assertion [30].
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Based on some of the shortcomings of existing theoretical models, a revised 
model reflecting the findings of this study is proposed in Figure 2.

Contrary to the existing model (Figure 1), the proposed model suggests that 
work-related stress is associated with job satisfaction through burnout. In differing 
from the previous model, this model also suggests that burnout leads to lower job 
satisfaction rather than vice versa. Although burnout is associated with general 
health of nurses, this model indicates a stronger relationship between stress related 
to staff issues and poor general health outcomes for nurses [17].

This model incorporates appraisal and perception of stressors that affect burn-
out, job satisfaction and general health. Examination of the frequency and severity 
of stressors controls for the over-estimation of effects resulting from rare but highly 
stressful situations, while underestimating the effects of moderate but frequently 
occurring stressful situations [12]. This is important in determining whether stress 
is experienced considering that stressors may not contribute to stress unless they are 
perceived as such [31].

This model focuses on specific aspects of stress and burnout that affect job 
satisfaction and general health outcomes. Simultaneous examination of a multitude 
of contributing factors and outcomes provides an improved understanding of the 
complex processes through which stress affects burnout, job satisfaction and gen-
eral health. This indicates a diversion from the one size fits all approach of several 
stress models in that it focuses specifically on how stressors contributing to stress 
among South African nurses affect burnout, job satisfaction and general health. It is 
important to know what stressful experiences are like for nurses working in difficult 
conditions, as well as the outcomes that are associated with this. This knowledge 
could inform the design of relevant interventions that are suitable to this population 
and other similar populations.

A key strength of this study is that it provides empirical evidence for relation-
ships between work-related stress, burnout, job satisfaction and general health 
of nurses over time. Contribution of context specific findings, including the role 
of security risks in predicting job satisfaction and general health among South 
African nurses provides a foundation for further research examining work-related 

Figure 2. 
Proposed model illustrating the relationships between work-related stress, burnout, job satisfaction and general 
health over time.



Nursing - New Perspectives

90

predicts job satisfaction and stress related to staff issues best predicts general 
health. Although burnout and job satisfaction also predict general health of nurses, 
this study found that burnout is a better predictor. Emotional exhaustion best pre-
dicts general health over time but is a better predictor of job satisfaction. Burnout is 
also a better predictor of job satisfaction than vice versa [17].

The findings also confirmed that security risk in the workplace was the most 
influential work-related stressor associated with job satisfaction and general 
health of nurses at baseline. However, over time, lack of support, patient care and 
staff issues became more influential work-related stressors affecting burnout, job 
satisfaction and general health of nurses respectively. Although burnout predicts 
general health over time, it is a stronger predictor of job satisfaction. More specifi-
cally, it was found that, over time, lack of support leads to burnout among nurses 
and staff issues compromise the general health of nurses. Emotional exhaustion in 
particular is important in determining job satisfaction levels of nurses [17].

These findings differ a little from the previously proposed model based on 
existing literature (Figure 1), suggesting that work-related stressors including 
inadequate resources, lack of recognition and autonomy as well as peer relationships 
are associated with job satisfaction [18–20]. Lower job satisfaction is shown to have 
a direct negative effect on burnout among nurses [21, 22], which impacts general 
health outcomes [10]. These findings are supported by various theories including 
one of the first occupational stress theories namely the role stress model, which sug-
gests that stressful role expectations compromise job satisfaction, exhaust physical 
energy and result in poor health outcomes [23]. Similarly, process models such as 
Kahn and Byosiere’s causal stress theory posits that stressors are associated with 
responses (job satisfaction) and consequences (burnout and illness) [24].

Despite empirical support for existing frameworks, it is important to note that 
these largely examine relationships between variables with less focus on the pro-
cesses through which the variables interact with each other. For example, Karasek’s 
demands-control model posits that high strain situations (high demands and low 
control) increase the likelihood of poor health outcomes (heart disease and depres-
sion) [25]. However, this view does not account for internal processes including 
appraisal of stressors affecting various outcomes. This is important given that stress 
is a subjective experience that may affect outcomes differentially. Siegrist’s effort-
reward imbalance model is one of the few contemporary models that considers the 
role of environmental influences and individual perceptions [26]. However, some 
researchers have alluded to the idea that the consideration of individual differences 
and internal processes are limited to intrinsic factors [27].

Modern work places are affected by multiple stressors that are dynamic in 
nature. These have the potential to affect a number of outcomes. However, existing 
stress models do not explore a multitude of independent variables affecting several 
outcomes. For example, Hackman and Oldham’s theory focusing on the impact of 
job characteristics (task identity, task significant, autonomy) on outcomes (satis-
faction, absenteeism) includes examination of a limited number of characteristics 
and outcomes [28]. This theory seems to limit the explanatory power of indepen-
dent variables and their effect on a number of outcomes.

More recent stress models such as demand skill support model [29] also focus 
on a few factors affecting stress in multiple settings. This theory is based on the 
presumption that the effect of stressful work environments are similar across 
individuals and occupations, which prevents an in depth understanding of stress 
and its outcomes for individuals in different contexts with different characteristics 
[27]. A recent study showing that personal stress is a better predictor of burnout 
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Based on some of the shortcomings of existing theoretical models, a revised 
model reflecting the findings of this study is proposed in Figure 2.

Contrary to the existing model (Figure 1), the proposed model suggests that 
work-related stress is associated with job satisfaction through burnout. In differing 
from the previous model, this model also suggests that burnout leads to lower job 
satisfaction rather than vice versa. Although burnout is associated with general 
health of nurses, this model indicates a stronger relationship between stress related 
to staff issues and poor general health outcomes for nurses [17].

This model incorporates appraisal and perception of stressors that affect burn-
out, job satisfaction and general health. Examination of the frequency and severity 
of stressors controls for the over-estimation of effects resulting from rare but highly 
stressful situations, while underestimating the effects of moderate but frequently 
occurring stressful situations [12]. This is important in determining whether stress 
is experienced considering that stressors may not contribute to stress unless they are 
perceived as such [31].

This model focuses on specific aspects of stress and burnout that affect job 
satisfaction and general health outcomes. Simultaneous examination of a multitude 
of contributing factors and outcomes provides an improved understanding of the 
complex processes through which stress affects burnout, job satisfaction and gen-
eral health. This indicates a diversion from the one size fits all approach of several 
stress models in that it focuses specifically on how stressors contributing to stress 
among South African nurses affect burnout, job satisfaction and general health. It is 
important to know what stressful experiences are like for nurses working in difficult 
conditions, as well as the outcomes that are associated with this. This knowledge 
could inform the design of relevant interventions that are suitable to this population 
and other similar populations.

A key strength of this study is that it provides empirical evidence for relation-
ships between work-related stress, burnout, job satisfaction and general health 
of nurses over time. Contribution of context specific findings, including the role 
of security risks in predicting job satisfaction and general health among South 
African nurses provides a foundation for further research examining work-related 

Figure 2. 
Proposed model illustrating the relationships between work-related stress, burnout, job satisfaction and general 
health over time.



Nursing - New Perspectives

92

stress, burnout, job satisfaction and general health of nurses in other South African 
provinces as well as other developing countries. Furthermore, the proposed model 
could be used as a foundation for further research exploring mediating/moderating 
roles of burnout and job satisfaction.

Existing policies and practices appear to discard the issue of difficult working 
environments in developing countries, whereby policy related to health workforce 
wellbeing is not prioritized and mostly lacking [32]. This is apparent in the South 
African context given the current strategic plan for health practice, which is heavily 
based on anecdotal evidence owing to limited empirical evidence [1]. McInerney 
and Suleman confirm that one of the major barriers in implementing evidence 
based practice in South Africa is insufficient evidence [33]. This lack of evidence 
prevents application of findings to other developing countries where limited 
research also prevents evidence based practice [34]. It is clear that such gaps in 
policy and practice are due to limited evidence focusing on working conditions 
among health workers in developing countries. Evidence based practice involves 
the use of evidence to support decision making processes within healthcare sys-
tems [35]. This requires broader application of many forms of evidence including 
empirical studies and reviews, thereby ensuring comprehensive research utilisation. 
This need for evidence emphasizes the importance of this study in providing strong 
empirical evidence to inform human resources for health policy and practice in 
developing countries.

Considering the findings of this study, the following strategies are recom-
mended for addressing work-related stress, burnout, job satisfaction and general 
health of nurses in South Africa and other developing countries:

• Improving security for nurses in their working environment while promot-
ing job satisfaction and general health of nurses. Such improvements can be 
achieved through increased presence of security personnel and training on 
violence prevention as well as aggressive behavior management. The WHO’s 
framework for addressing security risks in the workplace suggests ensuring safe 
access to and from the workplace as well as installing alarm systems and surveil-
lance cameras [36]. It is also important that the risks be assessed and mitigated 
in light of organisational context when creating safe work environments [37]. 
These interventions could be applied within South African hospitals following 
evaluation of their feasibility and effectiveness within this context.

• Support from supervisors and colleagues to reduce the impact of burnout on 
physical and mental health of nurses. This support can be achieved through 
various strategies involving recognition for good work as well as staff support 
programs focusing on counseling and career advancement [38]. Evaluation of 
these strategies within developing contexts is necessary to ensure effectiveness.

• Creating supportive environments to improve job performance and encour-
age a sense of personal accomplishment as well as job satisfaction. This can be 
achieved through availability of adequate resources as well as healthy relation-
ships between supervisors and colleagues [38, 39].

Implementation of these would require a multi-sectoral approach involving the 
government, department of health, academic leaders and researchers, nursing asso-
ciations, healthcare providers, non-governmental organisations and nurses them-
selves. This array of stakeholders with a range of aims, capabilities and interests will 
facilitate an interactive approach for conversion of recommendations to policy and 
practice [40].
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5. Conclusion

This chapter offers a better understanding of relationships between work-
related stress, burnout, job satisfaction and general health of nurses. Over time, 
burnout plays a more important role in influencing job satisfaction among nurses. 
Interventions aimed at improving job satisfaction among nurses may reduce the 
negative impact of burnout on nurses’ health, thereby encouraging quality nursing 
practice and patient outcomes. Policies and practices aimed at reducing work-
related stress and burnout, while improving job satisfaction and general health of 
nurses, should be informed by this knowledge.
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