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Abstract:

Preventing non-visible patient harm is an increasingly crucial component of nursing
practice. Non-visible patient harm refers to injuries or adverse effects that are not
readily apparent during routine assessments, such as psychological distress, medication
errors, or complications from inadequate communication. Nurses play a pivotal role in
identifying risk factors, advocating for patient safety, and implementing evidence-based
strategies to minimize harm. Comprehensive assessments, active listening, and fostering
strong patient-nurse relationships are vital in uncovering hidden issues. By prioritizing
these elements, nurses can ensure a more holistic approach to patient care, ultimately
leading to improved outcomes and enhanced patient satisfaction. A collaborative
approach among healthcare teams is also essential in preventing non-visible patient
harm. This includes regular training and education on the recognition of subtle signs of
distress, as well as the importance of proper documentation and transparent
communication. Utilizing tools such as checklists, risk assessments, and simulation
training can further empower nursing staff to detect and address latent risks. Moreover,
engaging patients in their own care through education and support encourages them to
voice concerns, which is instrumental in uncovering invisible harms that may otherwise
go unnoticed. By fostering a culture of safety and vigilance, nurses can significantly
reduce the incidence of non-visible patient harm and ensure a safer healthcare

environment.

1. Introduction

The fundamental covenant of healthcare, enshrined
in the ethical principle of primum non nocere(first,
do no harm), represents an ideal continuously
pursued yet perennially challenged by the inherent
complexities of modern medical intervention.
While significant strides have been made in
mitigating visible, tangible adverse events such as
surgical errors, medication overdoses, or falls, a
more insidious and pervasive threat persists within
the healthcare landscape: non-visible patient harm.
This concept, increasingly recognized as a critical
dimension of patient safety, refers to injuries or

negative outcomes that are not immediately
apparent,  often  undocumented,  frequently
unmeasured, and consequently, systematically

unaddressed. These harms are woven into the very
fabric of patient care, manifesting in psychological
distress, eroded trust, dignity violations, and the
subtle deterioration of a patient's condition due to
systemic or process failures rather than a single,
identifiable error. From the nursing practice
perspective, preventing this spectrum of non-visible
harm represents one of the most profound and
challenging imperatives, demanding a nuanced
understanding of care that extends far beyond
technical proficiency and task completion.

The historical evolution of the patient safety
movement has predominantly been catalyzed by
high-profile, visible tragedies, leading to robust
protocols for preventing wrong-site surgery or
catastrophic medication errors [1]. This focus,
while undeniably crucial, has inadvertently cast a
shadow over less dramatic but equally detrimental
forms of suffering. Non-visible harm operates in
the interstices of care—in the communication not
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fully had, the pain not adequately assessed, the fear
not comforted, the cultural preference ignored, or
the gradual functional decline unnoticed amidst the
busyness of a clinical unit. It is the harm of
omission as much as commission; it is the harm of
the care environment and the care culture itself. For
nurses, who constitute the largest healthcare
workforce and are the professionals with the most
sustained and intimate contact with patients, the
responsibility to identify, intercept, and prevent
these harms is paramount. The nursing role is
uniquely positioned at the nexus of clinical
intervention,  continuous  surveillance, and
therapeutic human connection, making their
practice the primary surveillance system for early
signs of both physiological and psycho-social
deterioration [2].

The scope of non-visible harm is vast and
multifaceted. It encompasses the psychological
trauma a patient experiences from feeling unheard
or  depersonalized during a  vulnerable
hospitalization. It includes the moral distress a
family endures when they perceive care decisions
are made without genuine partnership or
transparent communication. It manifests as the
silent suffering from inadequately managed
symptoms like pain, dyspnea, or anxiety, which,
while not causing immediate physiological
collapse, profoundly diminish quality of life and
can impede recovery [3]. Furthermore, it includes
"silent” physiological harm such as hospital-
acquired delirium, undetected pressure injury
development in its earliest stages, or the slow,
cumulative impact of polypharmacy and reduced
mobility in older adults. These events often lack a
clear incident report, are not captured by traditional
quality metrics like mortality or readmission rates,



Alaa Ali A Aldawani, Rehab Abdu A Refaei, Alhanouf Mohammed Mudhhi Alanazi, Afaf Hamoud Alanazi et al. /1JCESEN 10-4(2024)3379-3386

and thus remain invisible in institutional
dashboards, perpetuating a cycle of under-
recognition and under-prevention [4].
Understanding non-visible harm requires a
paradigm shift from a reductionist, error-focused
model of safety to a more holistic, systems-aware,
and patient-experience-centered model. It moves
the focus from "what went wrong" in a discrete
event to "what is continuously degrading the
patient's well-being" across their care journey. This
perspective aligns intrinsically with the holistic
philosophy of nursing, which views the patient as
an integrated bio-psycho-social-spiritual being.
Therefore, a nursing practice framework for
prevention must be equally integrated, drawing
upon clinical expertise, ethical reasoning,
compassionate communication, and relentless
advocacy [5]. It challenges nurses to employ what
has been termed "clinical foresight" — the ability to
anticipate potential downstream consequences of
current care patterns and the vigilance to notice
subtle cues that signal distress or deterioration long
before it becomes a crisis [6].

The consequences of unaddressed non-visible harm
are severe, extending beyond the immediate patient.
For the individual, it leads to poorer health
outcomes, longer recovery times, loss of trust in the
healthcare system, and significant emotional and
psychological burden. For the healthcare system, it
contributes to decreased patient satisfaction,
potential non-compliance with treatment plans, and,
ironically, can eventually lead to more visible,
costly complications that drive up resource
utilization. For the nursing profession itself, failure
to prevent such harm is a source of significant
moral distress and burnout, as nurses witness
suffering they feel powerless to alleviate within
constrained systems [7]. Thus, addressing non-
visible harm is not merely an adjunct to quality
care; it is the essence of healing and the core of
professional nursing practice.

This paper will argue that preventing non-visible
patient harm is the next frontier in patient safety
and that the nursing perspective is indispensable in
this endeavor. It will explore the conceptual
dimensions of non-visible harm, dissect its common
manifestations in clinical practice, analyze the
systemic and individual factors that contribute to its
occurrence, and finally, propose a comprehensive,
evidence-based framework for prevention rooted in
advanced nursing  practice.  Through this
exploration, the aim is to illuminate the often-
overlooked aspects of patient vulnerability and
champion the proactive, vigilant, and deeply
humanistic role of nursing in creating a truly safe
and therapeutic healthcare environment [8].
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2. Defining and Conceptualizing Non-Visible
Patient Harm

To effectively prevent non-visible harm, a clear and
operational definition must be established. Non-
visible patient harm can be defined as any negative
effect on a patient's physical, psychological,
emotional, or social well-being that results from
healthcare delivery but is not immediately obvious,
rarely captured by standard adverse event reporting
systems, and often stems from the routine processes
and environment of care rather than a singular,
identifiable error. This definition distinguishes it
from "preventable adverse events,” which are
typically discrete, measurable, and linked to a
specific failure. Non-visible harm is often a product
of the normalization of deviance within complex
systems, where suboptimal practices become
routine and their cumulative negative impact is
overlooked [9]. It exists on a spectrum, from minor
dignitary insults to significant psychological trauma
or slow physiological decline.

Conceptual models help frame this complexity. One
useful framework categorizes harm across two
axes: visibility (visible vs. non-visible) and timing
(acute vs. insidious). Traditional safety efforts
target acute, visible harm (e.g., a transfusion
reaction). Non-visible harm can be acute but
unnoticed (e.g., a spike of severe anxiety during a
procedure that is not addressed) or, more
commonly, insidious and cumulative (e.g., the
progressive loss of autonomy and hope during a
long ICU stay) [10]. Another model views harm
through the lens of the "fundamental needs" of
patients, as described by nursing theorists like
Virginia Henderson. Harm occurs when the
healthcare system impedes the patient's ability to
meet needs such as breathing normally,
communicating fears, maintaining dignity, or
learning and growing [11]. When these needs are
unmet not by disease, but by the care context itself,
non-visible harm ensues.

A critical conceptual pillar is the distinction
between "patient safety" and “patient safety
science." Traditional safety focuses on reliability—
ensuring processes are performed correctly every
time. While vital, this alone cannot address non-
visible harm. Safety science, particularly Resilience
Engineering, offers a complementary view. It
emphasizes the need for systems (and the
professionals within them) to not only avoid
failures but also to continuously adapt to varying
conditions and to recognize and mitigate emerging
risks before they escalate into harm [12]. From this
perspective, the nurse's constant monitoring and
adjustment of care based on subtle patient cues is a
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core safety function, a form of real-time system
adaptation that prevents insidious harm.

3. The Landscape of Non-Visible Harm:
Common Manifestations in Nursing Practice
Psychological and Emotional Harm

Perhaps the most prevalent yet under-documented
category is psychological harm. Hospitalization is
inherently stressful, but systemic factors can
exacerbate this into trauma. Dignity violationsoccur
when  patients feel  objectified, exposed
unnecessarily, or deprived of autonomy. This can
happen during intimate care, through the use of
infantilizing language, or when decisions are made
about them without their input [13]. Moral
distress in patients and families arises when they
feel coerced into care plans that conflict with their
values or witness what they perceive as futile or
overly aggressive treatment without adequate
support or communication [14].

Furthermore, inadequate management of
distress extends beyond physical pain. Unaddressed
symptoms like severe anxiety, depression, or
existential suffering in palliative or chronic illness
contexts constitute significant harm. The failure to
provide emotional support, to listen actively, or to
acknowledge  suffering can leave  deep
psychological scars, sometimes manifesting as
post-hospitalization syndromes akin to post-
traumatic stress [15]. Nurses, as the constant
presence, are both witnesses to and potential
mitigators of this form of harm, which is entirely
dependent on the quality of the therapeutic
relationship and the nurse's communication skills.

3.1 Silent Physiological Deterioration

Not all physiological harm is dramatic. Failure to
rescue is a known metric, but its precursors are
often non-visible. This involves the inability to
recognize or act upon early, subtle signs of clinical
deterioration. A nurse might note a slight increase
in respiratory rate, a subtle change in mentation, or
a minor increase in pain requirements. If these cues
are not synthesized, escalated appropriately, or
acted upon, they can culminate in a catastrophic
event like cardiac arrest or septic shock [16]. The
harm here is the missed opportunity for early
intervention.

Other examples include hospital-associated
disability in older adults—the loss of ability to
perform basic activities of daily living due to
enforced bed rest, poor nutrition, and an
environment not conducive to mobility. This
decline is often accepted as an inevitable
consequence of hospitalization rather than a
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preventable harm [17]. Similarly, the early stages

of pressure injuries(Stage 1), subclinical
medication  toxicities, or the development
of delirium (especially the hypoactive form)

represent physiological harms that can progress
unseen without astute, proactive nursing assessment
and intervention.

3.2 Care Fragmentation and Informational

Harm

In today's complex, multi-provider healthcare
systems, harm arises from
discontinuities. Informational harm occurs when
critical  patient information is lost, not
communicated, or not synthesized across

transitions. A patient's reported allergy overlooked,
their preferred goal of care not transmitted to the
on-call team, or their cultural beliefs about
treatment not documented—all can lead to care that
is misaligned with the patient's needs, causing
distress and poor outcomes [18]. Nurses often serve
as the informational "glue," coordinating between
specialists, departments, and shifts. When this
coordination fails due to workload, poor handoff
tools, or hierarchical barriers, the patient suffers
non-visible harm from a lack of coherent, person-
centered care planning.

4. Contributing Factors: Why Non-Visible Harm
Persists

4.1 Systemic and Organizational Culprits

The root causes of non-visible harm are deeply
embedded in healthcare systems. Task-oriented and
time-pressured care environmentsare a primary
driver. When nursing work is fragmented into a
series of tasks to be completed (medications, vitals,
documentation), the relational and surveillance
aspects of care—the very activities that prevent
non-visible harm—are squeezed out. Nurses lack
the time for meaningful conversation, for sitting
with an anxious patient, or for thoroughly assessing
a patient's holistic condition [19]. The electronic
health record (EHR), while a tool for information,
can become a source of harm if it demands
excessive documentation time, pulling the nurse
away from the bedside and turning the patient into a
data entry task [20].

Institutional ~ culture plays a  pivotal  role.
Hierarchical cultures where nurses feel unable to
speak up about concerns regarding a patient's well-
being or a physician's plan allow potential harms to
go unchallenged. Cultures that prioritize throughput
and efficiency over holistic care implicitly devalue
the time-consuming work of  prevention.
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Furthermore, the absence of metrics for non-visible
harmmeans organizations do not track, incentivize,
or resource its prevention. What is not measured is
not managed, creating a blind spot in quality
improvement efforts [21].

4.2 Educational and Knowledge Gaps

Traditional nursing and medical education often
emphasize acute, visible pathology and procedural
skills over the competencies needed to prevent non-
visible harm. There may be insufficient training in
advanced communication skills for difficult
conversations,  in-depth  symptom  science
(especially for subjective experiences like dyspnea
or fatigue), geriatric syndromes, or the principles of
trauma-informed care [22]. Without this
knowledge, even well-intentioned clinicians may
inadvertently cause harm. For instance, not
understanding the phenomenology of delirium can
lead to mislabeling a patient as "difficult” rather
than recognizing a medical emergency.

4.3 Individual and Cognitive Factors

At the individual level, compassion fatigue and
burnout directly impair a nurse's ability to engage
in the relational work that prevents psychological
harm. Emotional exhaustion reduces empathy,
patience, and the cognitive bandwidth needed to
notice subtle cues [23]. Cognitive biases also
contribute. "Diagnostic momentum" can blind the
team to a patient's changing condition, while
"normalization™ can lead nurses to accept a patient's
low-level distress or gradual decline as an
unchangeable baseline [24]. The high cognitive
load on nurses, managing multiple complex
patients, can overwhelm the mental capacity
required for the clinical foresight necessary to
anticipate and prevent insidious harm.

5. A Nursing Framework for Prevention: From
Vigilance to Action

5.1 Cultivating Anticipatory Awareness and
Clinical Foresight

Prevention begins with a shift in mindset from
reactive task-completion to proactive, anticipatory
care. This requires the cultivation of clinical
foresight, a skill that combines pattern recognition,
knowledge, and intuition. Nurses must be trained
and supported to ask not just "what is the patient's
status now?" but "what could happen next?" and
"what subtle signs should 1 look for?" [6].
Techniques like intentional safety huddles at the
beginning of a shift, focusing on vulnerabilities for
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non-visible harm (e.g., "Mr. X is proud and
independent; how do we ensure his dignity while
assisting?"), can institutionalize this foresight.
Furthermore, structured assessment tools for risks
like delirium (CAM-ICU), pressure injury (Braden
Scale), or functional decline (DEMMI) must be
used consistently and their findings acted upon,
making the invisible visible [25].

5.2 Mastering Therapeutic Communication and
Relational Practice

The primary antidote to psychological and
informational harm is expert communication. This
goes beyond courtesy to encompass therapeutic
communication techniques: active listening,
validation, presence, and shared decision-making.
Nurses must be skilled in difficult conversation
frameworks, such as SPIKES (Setting, Perception,
Invitation, Knowledge, Empathy,
Strategy/Summary), to discuss prognosis, goals of
care, and patient fears in a way that minimizes
trauma and builds partnership [26]. Practices
like consistent bedside handover with  patient
inclusion, intentional rounding that addresses not
just physical needs but emotional and comfort
needs, and the use of empathy statements are
concrete nursing actions that directly prevent harm
by affirming patient personhood and ensuring their
voice is integrated into care.

5.3 Implementing Proactive, Person-Centered
Interventions

Operationalizing prevention requires specific
interventions. To combat silent physiological
decline, protocols like early warning score (EWS)
systems coupled with a rapid response
culture empower nurses to escalate concerns. More
fundamentally, mobility protocols (e.g., "Mobility
Matters" initiatives) led by nurses can prevent
functional decline. For symptom management,
adopting a standardized, nurse-led approach to
comprehensive symptom assessment using validated
tools for pain, nausea, dyspnea, and psychological
distress ensures these burdens are made visible and
treated aggressively [27].

Creating atherapeutic environmentis also a
nursing responsibility. Simple changes—reducing
nighttime noise and light to promote sleep and
prevent delirium, ensuring patients have access to
their glasses and hearing aids to reduce
disorientation, and creating spaces for family
involvement—can significantly reduce non-visible
harms [28]. Person-centered care planning, where
the patient's own goals, values, and preferences are
the driving force of the care plan, ensures the
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healthcare trajectory aligns with the patient's
definition of well-being, preventing the harm of
misaligned care.

5.4 Strengthening the System: Advocacy and
Culture Change

Nurses cannot prevent non-visible harm alone; they
must be supported by systems designed for safety.
This requires nurses to act as vigilant advocates at
the micro-, meso-, and macro-levels. At the
bedside, this means speaking up when a plan of
care seems to ignore patient preferences or when
resources are lacking. At the unit level, nurses must
participate in quality improvement projects aimed
at measuring and mitigating non-visible harm—for
example, auditing charts for dignity violations or
tracking rates of hospital-associated disability [29].
Crucially, measuring what matters is essential.
Nursing-sensitive indicators must expand to include
metrics like patient-reported experience measures
(PREMs) focusing on dignity and emotional
support, rates of preventable symptomatic distress,
and functional status at discharge. Collecting and
acting on this data provides the evidence base for
change [30]. Finally, fostering a Just Culturethat
balances accountability with system-based learning
is vital. Nurses must feel safe to report near-misses
and subtle harms without fear of blame, so that
systems can be analyzed and improved [31].

5.5 The Role of Advanced Practice Nursing

Advanced Practice Registered Nurses (APRNS),
including Clinical Nurse Specialists (CNSs) and
Nurse Practitioners (NPs), are uniquely equipped to
lead this paradigm shift. CNSs, as experts in a
specific population or care environment, can
develop and implement evidence-based protocols
for preventing delirium, pressure injuries, and
moral distress. They can coach staff nurses in
advanced assessment and communication skills
[32]. NPs, with their diagnostic and prescriptive
authority, can ensure swift, proactive management
of symptoms like pain and anxiety, preventing their
escalation into suffering. Both roles serve as
powerful role models for holistic, patient-centered
care that seeks to eliminate all forms of harm,
visible and invisible.

6. Conclusion

Preventing non-visible patient harm is not an
optional addition to nursing care; it is the very
embodiment of nursing's professional mandate to
advocate, alleviate suffering, and promote health in
its fullest sense. This form of harm, lurking in the
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shadows of healthcare systems, inflicts profound
injury on patients' bodies, minds, and spirits. It
challenges the nursing profession to transcend
technical competence and embrace a practice model
rooted in deep vigilance, therapeutic human
connection, and relentless advocacy. As the
consistent presence at the bedside, nurses are the
sentinels against this insidious threat. Their ability
to notice a subtle frown, to hear the unspoken fear,
to anticipate the complication before it blooms, and
to insist on care that honors the whole person
constitutes the most sophisticated and essential
patient safety technology available.

The path forward requires a concerted effort on
multiple fronts: individual nurses committing to

relational,  foresightful  practice;  educators
prioritizing competencies in  communication,
symptom science, and systems thinking;

researchers developing robust metrics to make the
invisible visible; and healthcare organizations
creating cultures and structures that value and
reward the time-intensive work of holistic harm
prevention. By embracing this challenge, the
nursing profession can lead healthcare into a new
era of safety—one defined not only by the
avoidance of catastrophic error but by the positive
cultivation of dignity, comfort, and holistic well-
being for every patient, in every interaction. In
doing so, nursing will move closer to fully honoring
the timeless covenant to first, do no harm, in all its
visible and invisible forms.

Author Statements:

Ethical approval: The conducted research is
not related to either human or animal use.
Conflict of interest: The authors declare that
they have no known competing financial
interests or personal relationships that could
have appeared to influence the work reported in
this paper

Acknowledgement: The authors declare that
they have nobody or no-company to
acknowledge.

Author contributions: The authors declare that
they have equal right on this paper.

Funding information: The authors declare that
there is no funding to be acknowledged.

Data availability statement: The data that
support the findings of this study are available
on request from the corresponding author. The
data are not publicly available due to privacy or
ethical restrictions.

References



10.

11.

12.

13.

14.

Alaa Ali A Aldawani, Rehab Abdu A Refaei, Alhanouf Mohammed Mudhhi Alanazi, Afaf Hamoud Alanazi et al. /1JCESEN 10-4(2024)3379-3386

Barkhordari-Sharifabad, M. & Mirjalili, N.-S.,
2020, ‘Ethical leadership, nursing error and error
reporting from the nurses’ perspective’, Nursing
Ethics 27(2), 609-620.

World Health Organization (WHO), 2020, State of
the world’s nursing 2020: Investing in education,
jobs and leadership, WHO, CH.

Jang, H., Lee, M. & Lee, N.J., 2022, ‘Protocol:
Communication education regarding patient safety
for registered nurses in acute hospital settings: A
scoping review protocol’, BMJ Open 12(2),
e053217.

Haddad, L.M., Annamaraju, P. & Toney-Butler,
T.J., 2020, Nursing shortage, StatPearls, Treasure
Island, FL.

Heldal, F., Kongsvik, T. & Héland, E., 2019,
‘Advancing the status of nursing: Reconstructing
professional nursing identity through patient safety
work’, BMC Health Services Research 19(1), 1-12.
Mersin, S., ibrahimoglu, 0., Caglar, M. & Akyol,
E., 2020, ‘Compassionate love, burnout and
professional commitment in nurses’, Journal of
Nursing Management 28(1), 72-81.

World Health Organization (WHO), 2017, Patient
safety: Making health care safer (No.
WHO/HIS/SDS/2017.11), World Health
Organization.

Farokhzadian, J., Nayeri, N.D. & Borhani, F., 2018,
“The long way ahead to achieve an effective patient
safety culture: Challenges perceived by nurses’,
BMC Health Services Research 18(1), 1-13.
Vaismoradi, M., Tella, S., Logan, P.A., Khakurel,
J. & Vizcaya-Moreno, F., 2020, ‘Nurses’ adherence
to patient safety principles: A systematic review’,
International Journal of Environmental Research
and Public Health 17(6), 2028.

Murray, M., Sundin, D. & Cope, V., 2019, ‘New
graduate nurses’ understanding and attitudes about
patient safety upon transition to practice’, Journal
of Clinical Nursing 28(13-14), 2543-2552.
Kheswa, J.G., 2019, ‘Factors and effects of work-
related stress and burnout on the well-being of
social workers in the Eastern Cape province, South
Africa’, SA Journal of Industrial Psychology 45(1),
1-10.

Voyce, J., Gouveia, M.J., Medinas, M.A., Santos,
A.S. & Ferreira, R.F., 2015, ‘A Donabedian model
of the quality of nursing care from nurses’
perspectives in a Portuguese hospital: A pilot
study’, Journal of Nursing Measurement 23(3),
474-484.

Tolentino, J.C., Martins, N., Dweeney, J.,
Maarchionni, C., Valenza, P. & McGinely, T.C.,
2018, ‘Introductory chapter: Developing patient
safety champions’, Vignettes in Patient Safety 2, 1—-
23.

Mudallal, R.H., Othman, W.A.M. & Al Hassan,
N.F., 2017, ‘Nurses’ burnout: The influence of
leader empowering behaviors, work conditions, and
demographic traits’, INQUIRY: The Journal of
Health Care Organization, Provision, and Financing
54, 0046958017724944.

3385

15.

16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

217.

28.

Creswell, JW. & Creswell, J.D., 2018, Research

design: Qualitative, quantitative, and mixed
methods approaches, Sage Publications, Los
Angeles.

Stellenberg, E., 2018, Civil claims against private
hospitals skyrocket due to nursing malpractice,
Media statement for immediate release, 23 October
2018, viewed 10 November 2022.

Khoshakhlagh, A.H., Khatooni, E., Akbarzadeh, I.,
Yazdanirad, S. & Sheidaei, A., 2019, ‘Analysis of
affecting factors on patient safety culture in public
and private hospitals in Iran’, BMC Health Services
Research 19(1), 1-14.

Kubheka, B., Naidoo, S., Etieyibo, E. & Moyo, K.,
2019, ‘Silent sufferers: Health care practitioners as
second victims of patient safety incidents’, Health
4,14,

Wagner, L.M., Dolansky, M.A. & Englander, R.,
2018, ‘Entrustable professional activities for quality
and patient safety’, Nursing Outlook 66(3), 237-
243.

Pelzang, R. & Hutchinson, A.M., 2018, ‘Patient
safety issues and concerns in Bhutan’s healthcare
system: A qualitative exploratory descriptive
study’, BMJ Open 8(7), e022788.

Brasaite, 1., Kaunonen, M., Martinkenas, A.,
Mockiene, V. & Suominen, T., 2017, ‘Healthcare
professionals’ knowledge regarding patient safety’,
Clinical Nursing Research 26(3), 285-300.

Lee, H., Baek, W., Lim, A., Lee, D., Pang, Y. and
Kim, O., 2021, ‘Secondary traumatic stress and
compassion satisfaction mediate the association
between stress and burnout among Korean hospital
nurses: A cross-sectional study’, BMC Nursing
20(1), 1-10.

Cho, S.M. & Choi, J., 2018, ‘Patient safety culture
associated with patient safety competencies among
registered nurses’, Journal of Nursing Scholarship
50(5), 549-557.

Amiri, M., Khademian, Z. & Nikandish, R., 2018,
‘The effect of nurse empowerment educational
program on patient safety culture: A randomized
controlled trial’, BMC Medical Education 18(1), 1—
8.

Biresaw, H., Asfaw, N. & Zewdu, F., 2020,
‘Knowledge and attitude of nurses towards patient
safety and its associated factors’, International
Journal of Africa Nursing Sciences 13, 100229.
Amaniyan, S., Faldaas, B.O., Logan, P.A. &
Vaismoradi, M., 2019, ‘Learning from patient
safety incidents in the emergency department: A
systematic review’, The Journal of Emergency
Medicine 58(2), 234-244.

Begg, K., Mamdoo, P., Dudley, L., Engelbrecht, J.,
Andrews, G. & Lebese, L., 2018, ‘Development of
a national strategic framework for a high-quality
health system in South Africa’, South African
Health Review 2018(1), 77-85.

Liu, Y. & Aungsuroch, Y., 2019, ‘Work stress,
perceived social support, self-efficacy and burnout
among Chinese registered nurses’, Journal of
Nursing Management 27(7), 1445-1453.



29.

30.

31.

32.

Alaa Ali A Aldawani, Rehab Abdu A Refaei, Alhanouf Mohammed Mudhhi Alanazi, Afaf Hamoud Alanazi et al. /1JCESEN 10-4(2024)3379-3386

Hurtado, D.A., Greenspan, S.A., Dumet, L.M. &
Heinonen, G.A., 2020, ‘Use of champions
identified by social network analysis to reduce
health care worker patient-assist injuries’, The Joint
Commission Journal on Quality and Patient Safety
46(11), 608-616.

Kim, Y.M., Yoon, Y.S., Hong, H.C. & Min, A,
2019, ‘Effects of a patient safety course using a
flipped classroom approach among undergraduate
nursing students: A quasi-experimental study’,
Nurse Education Today 79, 180-187.

World Health Organization (WHOQO), 2019, The
conceptual framework for the international
classification for patient safety; 2009, World
Alliance for Patient Safety, WHO, Geneva.

Rachel, H. & Francesco, S., 2018, ‘Factors
associated with and impact of burnout in nursing
and residential home care workers for the elderly’,
Acta Bio Medica: Atenei Parmensis 89(Suppl. 7),
60.

3386



