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Abstract

Background: Surgery plays an increasingly prominent role in healthcare around the world and growing attention is
being focused on the safety and quality of such care. Half of all surgery related iatrogenic complications are
avoidable and breakdown in communication, ineffective teamwork, and non- adherence of surgical team nurses
inclusive to standard practice regarding sterilization, aseptic technique and prevention of wrong patient and site are
contributing factors.

Aim: The aim of the study was to assess various safety practices employed by nurses to ensure patients safety in
operating theatre.

Methods: Descriptive cross sectional design was adopted and the setting of the study were four selected tertiary
health institutions in south western Nigeria. Multistage sampling technique was used to select 211 respondents from
the setting. Yamane’s formulae was used to determine the sample size. Twenty point scale was used for knowledge
with yes/no option and the score was categorized into poor (10-11), fair (12-13) and good (14-20). Questionnaire
and observation were used to collect data between January and April 2015. Descriptive and inferential statistics were
used to analyze the data with the aid of Statistical Product and Service Solution (SPSS) version 20. The P values was
considered significant at >0.05

Results: The results showed that (80.0%) of the respondents in both state and federal institutions had good
knowledge about safety practices. Findings from questionnaire revealed that identification of patient at the red line
as a measure to ensure patient safety in theatre had the highest mean (2.45 + 1.42). Result from the observation
revealed that use of operation schedule to send for patient from the ward had the highest means 6.91 + 0.28 while
only57% of the respondents were using WHO surgical safety checklist. Findings also showed that socio-
demographic and professional characteristics are predictors of good safety practices (F4,196 = 5.047, p<.001) .
Conclusions: This study concluded that Perioperative nurses have good knowledge about safety practices and they
engaged in standard safety practices in the operating theatres but WHO surgical safety have not been fully adopted
in the selected theatres.
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Introduction

Patient safety is a new healthcare discipline that
emphasizes reporting, analysis, and prevention of
medical errors that often leads to adverse health
care events and it has become a health policy
priority around the world in recent time, and is a
critical component of patient care (Emmanuel, et
al., 2007). This is related to the fact that human
errors in health care industry constitute a threat to
the safety of the patients (Dousis et al., 2008).
Preventable adverse outcomes that result in
extended patient stays or costs for care can leads to
litigation.

A significant proportion of these preventable
adverse events are associated with surgical
procedures in the operating theatre (Colopinto,
2010). Surgery plays an increasingly prominent
role in healthcare around the world and growing
attention is being focused on the safety and quality
of such care. Almost all surgical procedures are
carried out in the operating room. The operating
theatre is a dynamic, complicated areas, where the
safety of patients undergoing surgery and nursing
care of high quality is issue of great priority
(Dousis, et al., 2008).

An estimated 234 million major surgical operations
are performed annually worldwide and as volume
and importance of surgery in global healthcare
increase, patient safety and quality in surgical care
gain more attention (Martie et al. 2012). The
National Reporting and Learning Service in
England and Wales reported that out of 135,000
reports of patients’ safety incidents relating to
surgical specialties in a year, 40, 941 caused low,
moderate or severe harm and 296 patients died
respectively. For an average English hospital, this
equates to approximately two deaths per year and
90 patients suffered severe harm (James 2013).

The Regulation and Quality Improvement
Authority of Northern Ireland (2014) reported
WHOQO’s estimation that each year, worldwide, one
million mortality and six million suffer disabilities
as a result of surgical procedure. In addition, nearly
one out of ten in-hospital patients experience
iatrogenic events and more than half of them occur
within perioperative care. (Martie van,et al., 2012).
These iatrogenic events are related to non-
adherence of perioperative nurses to standard
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practice regarding sterilization, aseptic technique
and prevention of wrong patient and site. Also,
results of study had shown that at least half of all
surgical complications are avoidable and that
breakdown in  communication, ineffective
teamwork, and lack of compliance with process
measures all contribute to error (Norton & Rangel,
2010).

All these statistics are pointing to the essence of
patient’s safety practice that will reduce avoidable
errors and injuries among surgical patients. It is
therefore pertinent that perioperative nurses, who
are patients advocate, develop a positive safety
practices that will significantly improve surgical
outcomes and Perioperative nursing care.

Patient safety is now recognized in many countries,
with global awareness fostered by the World
Health Organization’s World Alliance for patient
safety. Yet there continue to be significant
challenges to implementing patient safety policies
and practices. Components of patient safety have
been expressed by thought leaders, and models
have been presented. However, a single translation
that can help a thorough adoption of patient safety
culture throughout healthcare system has not been
available. (Emmanuel, et al. 2007).

Preventing unnecessary harm to patient is a serious
concern for practitioners in healthcare facilities and
hospitals worldwide. In 2001, the institute of
Medicine in United State of America published a
report titled ‘Crossing the Quality Chasm’ to
describe what must be accomplished within
healthcare systems to achieve optimal patient
safety, including improved communication and
cooperation among clinicians, transparency, and
shared knowledge. (Colopinto 2010).

Safety practices that is surgical patient centered
should be the focus of perioperative nurses
according to Association of Operating Room
Nurses (AORN) statement that was issued in
2006.This statement also stressed the need for
healthcare system to provide an atmosphere where
all members of the perioperative family can openly
discuss errors, process improvement or system
issues without fear of reprisal (AORN 2006).

There are paucity of study done on the assessment
of healthcare safety practices in Africa and Nigeria
specifically as there was no substantive literature
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on it. In terms of progress, research shows that
patient safety and quality of care information from
this region (Africa) is still infrequent and limited in
scope (Carpenter, et al., 2010). There is also scanty
evidence of local initiatives put in place in our
healthcare institutions to ensure that patient care is
effective, appropriate, and safe (WHO, 2011).
Therefore, an information gap in practice exist and
this is associated with lack of implementation of
best practice, safety culture, quality improvement,
and patient safety and quality of care measures in
this region.

This was also supported by Society for Quality in
Health Care in Nigeria in 2013 when they
submitted that the biggest threat to patient safety is
lack of accurate data to inform improvement
priorities among health professionals’
perioperative nurses inclusive. This will adversely
affect the outcome of surgical procedure. It will
not be an over statement to say that little is known
and documented about the safety practices
employed by perioperative nurses in this part of
the developing world. It is against this background
that this study intends to assess the safety practices
employed or adopted by Perioperative nurses in
tertiary health institutions in South West, Nigeria.
Hence, this research study therefore assessed the
patient safety practices employed by perioperative
nurses working in tertiary health institutions in
South West, Nigeria.

The objectives of the study are to:

(i) assess the perioperative Nurses knowledge
about patient safety practices in operating room,

(i) evaluate the safety measures employed by
perioperative Nurses to ensure patients safety in
operating theatre,

(iii) identify various types of patients’ safety
policies used in selected operating rooms and

(iv) find out whether socio-demographic and
professional variables will jointly predict safety
practices.

Methodology

Descriptive cross sectional design was adopted
using quantitative method of data collection. The
study was conducted in the operating theatres of
four selected tertiary health institutions in South
West Nigeria namely: University College Hospital,
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Ibadan, Obafemi Awolowo University Teaching
Hospitals Complex, Ile-Ife, LAUTECH Teaching
Hospital, Osogbo and LAUTECH Teaching
Hospital, Ogbomoso). A sample of 201
perioperative nurses was selected using a multi
stage sampling technique and the sampling frame
was nurses’ duty’s roaster. The sample size was
determined using Yamane’s formula (n=N/ 1+N
(e)?) from a target population of 401.Thus, using
proportional allocation, the sample sizes from the
four selected institutions are: UCH Ibadan- 117,
OAUTHC Ile-Ife-61, LTH Osogbo-19 and LTH
Ogbomoso- 14.

The instruments used for the study were a self-
administered structured questionnaire and a
checklist. The self-administered questionnaire
comprises of four sections namely: section A, B,
C&D Section A contains information on the
respondents’ demographics. Section B contains
items that address perioperative nurses knowledge
about patient safety and the option was scored
from 1 to 0 (Yes to No) categorize score into 10-11,
12-13 and 14-20 translating into poor, fair and
good knowledge respectively. In addition, it also
identified the facilities policy and compliance with
safety regulations in operating rooms. Then
questionnaire contains test items and likert scale
was used to score the respondent’s responses, the
scale ranges from strongly agree, Agree, I don’t
know, strongly disagree to disagree. Also a rated
checklist that was adapted from the Imperial
College Assessment of Technical Skills for Nurses,
Comprehensive surgical checklist by AORN,
sterile processing checklist, standard for creating
sterile field and Standards of Practice for Patient
Identification, Correct Surgery Site and Correct
Surgical Procedure. The checklist had five
segments; section A had six items to elicit safety
practices to prevent wrong patient, site and wrong
procedure, section B had ten items to elicit safety
practices to control infections through standard
surgical hand scrubbing, gowning and gloving,
section C. also had ten items to elicit safety
practices to control infections through standard
method for creating sterile field, section D had six
items to elicit safety practices to control infections
through standard practice of surgical instruments
decontamination and section E had five items to
elicit safety practices to ensure standard
sterilization methods.
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The observed practices were score from not
applicable, not done at all, several major mistakes,
major mistakes, moderate mistakes, minor
mistakes and done very well. Not applicable score
is 1 while done very well score 7. Mean and SD
values of each variable was calculated.

The reliability of the research instruments was
established through a test retest which yielded a
Chronbach alpha of 0.923. Preliminary visits were
made to the institution and permission obtained.
The selected perioperative nurses were approached
and those who agreed to participate in the study
were administered the questionnaire. In addition,
visit were made to each of the operating room
theatre and assessments were made using the
checklist. Data collection took place between
January and April, 2015 The study received ethical
clearance from all the participating institutions
with the ethical approval numbers as follows:

EKSUTH/A67/2014/09/004,
LTH/OGBO/EC/2014/051,
LTH/EC/2014/11/0186,

OAUTHC /ERC/2014/09/23 &UI/EC/14/0300.

Similarly, permissions were obtained from all the
administrative heads of the institutions. In addition,
informed consent was also obtained from
respondents before participation in the study.

Data generated from the study were analyzed using
Statistical Product and Service Solution (SPSS)
version 20.The data were analyzed using
descriptive and inferential Descriptive statistics
included frequency table, pie chart, bar chart and
percentage while multiple regression was also used
to test the hypotheses and value of 0.05 was
considered significant for the hypotheses.

Results

The socio demographic characteristics of the
respondents is presented in Table 1, findings
revealed that 46.1% of the respondents were within
the age ranges of 41-50 years with the mean of
36.24(£7.02). 66.2% of the respondents were
females and more than half (63.7%) of the
perioperative have RN/RPON as educational
qualification. Also, more than half (68.6%) of the
respondents are in general surgery practice and
42.2% have between 1-5 years of experience as
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perioperative nurses. In addition, 32.8% of the
respondents were NOI by professional rank.
Majority of the respondents were Christians
(88.7%) and lastly, 93.1% were Yoruba.

Findings on knowledge about safety practices
showed that majority of respondents in both
federal and state teaching hospitals had good
knowledge about safety practices 80.8% & 81.3%
respectively, 11.6% & 12.5% have fair knowledge
while 7.6% & 6.2% were reported to have poor
knowledge about safety practices.

The distribution of respondents based on types of
safety checklist showed that 55.8% of the
respondents have WHO surgical safety checklist in
their theatre, 22.1 % had locally developed
checklist while 22.1% did not have any checklist.

The respondents distribution based on regularity of
WHO safety checklist usage (table 2) showed that
44.6% (91) respondents are using WHO surgical
safety checklist regularly while the same number
3.4% (7) uses it occasionally, 3% (6) on special
occasion while 5% (10) uses it sometimes.

From the distribution of respondents based on the
use of WHO safety checklist (figure 2) it can be
deduced that more than half (57%) of the
respondents were using WHO surgical safety
checklist while 43% are not using it.

Table 3 revealed measures most commonly
employed methods to ensure patients safety in
operating theatre. Identification of patient using
case note at the red line was ranked highest with
mean and standard deviation of 2.45 + 1.42, use of
sterile equipment was next to it with mean value of
2.41 + 1.64 while site marking as an important
measure to prevent wrong site was the least ranked
with mean value of 2.26 + 1.74

Table 4 shows the standard actions expected to be
taken by perioperative nurses to prevent wrong
patients, surgery and sites in the theatre. Use of
operation schedule/list to send for patient from the
ward was ranked highest with the mean and SD
value of 6.91 + 0.28 while checking of site of the
surgery for marking was ranked lowest with these
value of mean and SD 2.32+1.43.

The results of checklist on Infection Control and
Prevention (table 5) revealed procedures
performed by perioperative nurses on standard
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actions on surgical hand scrubbing, gowning and of hands and arms for cuts and abrasions has the
gloving. The tying of gown by unscrubbed person lowest rank with these value of mean and
without touching the sterile area was ranked high  SD:2.24+0.95.

with mean and SD of 6.89+0.39 while inspection

Table 1: Socio demographic characteristics of the perioperative nurses (n=204)

Variables Frequency %

Age in years

21-30 27 13.3
31-40 44 21.5
41-50 94 46.1
51-60 39 19.1
Sex

Male 69 33.8
Female 135 66.2
Educational qualification

RN/RPON 137 67.1
RN/RPON and BNSC 55 27.0
M.sc (others) 11 59
Area of surgical specialty

Orthopaedics 5 2.5

Obstetrics/Gynaecology 25 12.3
Opthalmic 12 5.9
General 140 68.6
Others 22 10.7
Years of experience

1-5 86 42.2
6-10 43 21.1
11-15 59 28.9
20-25 11 54

26 and above 5 2.5

Present rank

NOII 34 16.7
NOI 67 32.8
SNO 24 11.8
PNO 38 18.6
CNO 16 7.8

ADNS 25 12.3
Religion

Christian 181 88.7
Islam 23 11.3
Ethnicity

Yoruba 190 93.1
Igbo 8 3.9

Hausa 6 2.9
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Table 2: Knowledge of perioperative nurses about safety practices.

Federal teaching hospitals State teaching hospitals
Variables Frequency Percentage Frequency Percentage
Good knowledge | 139 80.8 26 81.3
Fair knowledge 20 11.6 4 12.5
Poor knowledge 13 7.6 2 6.2
Total 172 100.0 32 100.0

120

100

80

60

40

20

WHO Surgical safety Locally developed No response
checklist checklist

Figure 1: Distribution of respondents based on types of safety checklist
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Figure 2: Distribution of respondents based on the use of WHO safety checklist

100 -
90
80
70 -
60 -
50 M Zepdl
40
30 -
20
10 A

Regularly Occasionally Sometime On special
occasion

Figure 3: Respondents distribution based on regularity of WHO safety checklist usage.
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Table 3: In ranking order, most commonly employed patient safety measures by perioperative

nurses in Operating Theatre.

Measures Mean + SD Median Rank
Identification of patient using case note at the red line 2.45+1.42 2 1
Recording of correct procedure. 2.41+1.64 2 2
Use of sterile equipment. 2.40+1.70 1 3
Standard practice in maintaining sterile field intraoperatively 2.40+1.80 1 3
Accurate information on operation list can prevent wrong site surgery. 2.36+1.65 2 4
Standard practice for creating sterile field. 2.36£1.65 2 4
Implementing checklist for scheduling will reduce wrong site surgery. 2.34+1.59 2 5
Getting involve in pre surgical briefing. 2.34+1.89 2 5
Checking of patient vital signs at the red line 2.34+1.57 2 5
Prevention of burns from devices like diathermy 2.33£1.75 1 6
Counting of surgical swab, sutures instruments and needles before and 2.31+1.73 1 7
after surgery
Standard practice during surgical hand scrubbing, gloving and 2.29+1.60 2 8
gowning.
Ensuring standard and excellent cleaning and sterilization process of 2.28+1.71 1 9
surgical bundles and instruments.
Teamwork spirit and effective communication among the team 2.28+1.70 1 10
members.
Prevention of specimen loss through adequate management 2.28+1.73 1 10
Participating in surgical team debriefing after running a day list. 2.27+1.63 1 11
. Site marking is important to prevent wrong site. 2.26+1.74 1 12
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Table 4: Results of checklist on prevention of wrong patient/surgery/site.

Variable Mean=+ SD Median Rank
Perioperative nurse uses operation schedule to send for the 6.91+0.28 7 1
patient from the ward.

Perioperative nurse identify the patient by name at the reception  6.82 = 0.38 7 2
area.

Perioperative nurse verify all necessary documents at the red 6.51+0.55 7 3
line.

Perioperative nurse uses standard surgical checklist at the 5.464+2.02 7 4

reception area.

Perioperative nurse participates in time-out activities before 2.38+1.30 2 5
skin incision.

Perioperative nurse check the site of the surgery for marking. 2.32+1.43 2 6

Table 5: Standard actions on Surgical Hand Scrubbing, Gowning and Gloving.

Variable Mean= SD Median Rank
The gown was tied by unscrubbed person without touching  6.89+0.39 7 1
the sterile area.

Hands are hold higher than elbow and away from surgical  6.50+0.61 7 2
attire

Scrub nurse holds the hands at the shoulder level and slip ~ 6.40+0.55 6 3

both arm into the sleeves of thee gown without
contaminating it.

Perioperative Nurse removes jewellery, put on surgical  6.25+0.84 6 4
mask and cap before surgical hand scrubbing.

Scrubbing was performed for 3-5 minutes and all four sides ~ 6.08+0.61 6 5
were washed thoroughly with the hand elevated.

Perioperative nurse put on the surgical gloves using either  6.07+0.85 6 6
closed or open methods without contaminating the gloves.

Perioperative nurse dry hands by using one end of the towel ~ 6.05+0.60 6 7
to dry one hand and arm.

The scrub nurse don gown by grasping the gown at the  6.02+1.24 6 8
neckline lift it and move a step back from the table.

The gloves were inspected for integrity before putting on  2.46+1.35 2 9
second pairs

Perioperative Nurse inspect his hands and arms for cuts and ~ 2.24+0.95 2 10
abrasions
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Table 6: Results of checklist on creation of sterile field

debris and detergent residue

Variable Mean+ SD Median Rank
Sterile items are placed on clean, dry surfaces. 6.74 £0.89 7.00 1
Equipments like electrosurgical unit, suction system, tourniquet machine,
power drill and microscope are tested for functionality before the 6.46:0.71 700 )
commencement of the surgery. ) ’ '
Sterile supplies are opened as close to the time of surgery as possible. 6.44+0.80 7.00 3
The necessary instruments, supplies and equipment needed to prepare sterile  6.43+0.91 7.00 4
field are available in the operating room.
Sterile items should be placed where they will be easily accessible to the  6.34+1.11 7.00 5
circulator.
The Scrub nurse did not touch the working end of the instruments. 6.24+0.49 6.00 6
All the operating room furniture and equipment are grouped and positioned  5.85+1.43 6.00 7
prior to opening of sterile items.
The nurse controlled and monitored the traffic in and out when she is opening ~ 3.13£1.76 2.00 8
sterile items.
The nurse verifies the external chemical indicator changes colour to indicate ~ 3.56+2.24 2.00 9
that the item has been exposed to sterilization process.
The integrity of the packaging materials is checked for intactness, no  2.75+1.63 2.0 10
perforation.
Table 7: Results of checklist for decontamination of surgical instruments
Variable Mean+ SD Median Rank
The nurse dried the instruments before packing them for 6.89+0.39 7.00 1
sterilization.
The cleaning agent selected is not corrosive to the 6.68+1.10 7.00 2
equipment’s.
The nurse cleans the instrument in a separate room other 6.19£1.59 7.00 3
operating and preparatory rooms.
Cleaning of instruments begin during surgical procedure by 5.19+1.91 6.00 4
removing blood, and debris from the instruments
The scrub nurse separate sharp instruments from blunt ones 4.49+2.23 6.00 5
before washing them.
The nurse visually inspect the instruments for damage, 4.45+2.09 5.50 6
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Table 8: Results of checklist on sterilization method

Standard practice on sterilization method Mean= SD Median Rank
Steam sterilization is used for all heat resistant surgical  7.00+0.00 7.00 1
instruments

Sterilization’s Indicators are placed on the instrument cover  6.83+0.86 7.00 2
to ascertain their sterility.
Chemical sterilant (Gluterdehyde) was used to sterilize 6.77+0.423 7.00 3

instrument that can be destroy by heat according to
manufacturer’s instructions

Sterilization load record consists of date and name of the 5.58+1.25 6.00 4
machine operator.

Sterilized items are arranged and stored in first in first out  5.27+2.00 6.00 5
process.

Table 9: Multiple regression analysis showing the joint prediction of age, educational qualification,
years of experiences and present rank on safety practices.

Variables coefficient Beta t-cal Sig.t
Age 7.329 0.397 3.450 0.001
Educational qualification 2.661 0.063 0.876 0.382

Years of experiences 5.075 0.207 1.926 0.045
Present rank 1.100 0.068 0.792 0.024
Constant 24.002 7.473 3.212 0.002
R?=0.930

R; (adj) = 0.750
F- ratio = 5.047, Sig™*=0.01
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Table 6 shows the observed practices on creation
of sterile field. Placement of sterile items on clean,
dry surfaces has the highest rank with the mean
and SD of 6.74 £0.89 while checking the integrity
of the packaging materials for intactness, no
perforation has the lowest rank with these value of
mean and SD: 2.75+1.63

Table 7 shows the observed practices on
decontamination of surgical instruments. Drying of
instruments by the nurses before packing them for
sterilization has the highest rank with mean and SD
of 6.89+0.39 while inspection of instruments
visually for damage, debris and detergent residue
had the lowest rank with 4.45+£2.09 as value for
mean and SD respectively.

In table 8 the observed practices on sterilization
methods for surgical instruments are presented The
use steam sterilization for all heat resistant surgical
instruments was ranked high with mean and SD of
7.00£0.00 while arrangement of sterilized items in
first in first out process has the lowest rank with
5.2742.00 as the mean and SD value.

Table revealed that the multiple regression analysis
run to predict the four independents variables on
the dependent variable. From the result, the R
(coefficient of the multiple regression) was 93.0%
to have a good level of prediction while the R»
(0.750) is the proportion of variation accounted for
by the regression model.

Furthermore, the result show the significant model
emerged (Fa,196 = 5.047, p< .001).Thus, this result
showed that age, years of experience, present rank
and education will jointly predict the safety
practices of the Perioperative nurses.

Discussion

This study contributes to the existing knowledge
on issues of patient safety practices in the theatre.
It also explored various measures employed by
perioperative nurses to ensure patient safety in the
operating theatres of the selected hospitals as well
as the most commonly used safety checklist in the
selected theatres. The findings from this study
were discussed below;

Less than half of the respondents were between 41-
50 years old and is in disagreement with Adejumo
& Olatunji (2013) where they reported that
majority of nurses were between 21 and 30 years
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old and more than half of them were female, this
is in agreement with a study by Flin et al 2006&
Bamishaye & Hinmikanye (2012) which reported
that 87% & 70% of the operating room nurses
were females and it is also supported by Danjuma
et al., (2015) in their study when they reported that
more than half of the Perioperative nurses were
female.

More than sixty percent have diploma certificates
(RN/RPON) as minimum qualification and this is
supported by Adejumo & Olatunji (2013) when
they reported that above sixty percent of nurses
had Diploma certificates, majority are general
perioperative nurses and this agreed with findings
of Flin et al 2006 as they reported that majority of
theatre nurses partake in general surgery. Less than
half had 1-5 years of experience, this is in
consonant with the report of Adejumo & Olatunji
(2013) when they reported that less than half of
nurses had 1-5 years working experience and also
agreed with Denise& Joyce 2008, as well as
Labrague et al 2012 when they also reported that
less than half of operating room nurses had 1-5
years of working experience.

Larger percentage of the respondents from the two
categories of the institutions have good knowledge
about patient safety practices and this agreed with
the findings of Labrague et al. (2012) that majority
of operating room nurses possess excellent
knowledge about the subject matter. The
implication of this is that during their training, they
were exposed to both theoretical terms and clinical
aspect of activities and issues relating to patient
safety.

This is also supported by Steelman & Graling
(2013) when they stated that Registered
Perioperative Nurses are in unique position to
understand and prevent adverse events and
unrepeated patient safety issues that occur every
day in the theatre by virtue of their training. This
statement made them to conduct a study titled
Perioperative nurses perceptions of near-miss
patient safety events from where ten top safety
issues in operating theatre were identified.

From the results of the questionnaire, identification
of patient using case note at the red line was
ranked high among other safety measures with the
mean and SD values of: 2.45+1.42, followed by
used of sterile equipment and standard practice in
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maintaining sterile field intra-operatively while site
marking as an important practice to prevent wrong
site was ranked lowest having mean and SD values
of: 2.26+1.74. But from the observation made,
used of operation schedule to send for the patient
from the ward by nurses was ranked highest with
the mean and SD o0f.:6.91+£0.28, followed by
identification of patients by name at the reception
area that was ranked second with mean and SD
values of 2.82+0.38.Checking of the site of surgery
for marking had the lowest mean value 2.32+1.43.

The result from the questionnaire showed that site
marking was the least ranked by the respondents as
a standard measure to prevent wrong site surgery
and from the observation made, checking of site
for marking had the lowest rank among all the
action. The perioperative nurses from this region
may not recognize site marking as a method of
preventing wrong surgery and that might be reason
for not checking the surgical site for marking. This
finding was different from the recommendations of
AORN (Steelman & Graling, 2013), Kathryn et al.
(2010) and that of Association of Surgical
Technology in 2006 when they submitted that
surgical site must be marked with marker to
prevent wrong site surgery.

Findings from the questionnaire showed that use of
sterile equipment as a form of safety practices
among the perioperative nurses in the theatre was
also ranked high and by implication, nurses in the
theatre ensure that all equipment used for surgery
are always sterile. This practice is in line with the
recommendation of Steelman &Graling (2013).
Standard practice during surgical hand scrubbing
gloving and gowning as an important measure to
ensure patient safety in the operating room had
higher rank with mean of 2.36+1.65 and from the
observation made, almost all the standard actions
had high mean (above 6) with only inspection of
gloves for integrity and hands for cuts and
abrasions having the low and lowest mean values
respectively. The findings were supported by
AORN’s accepted standard practice for surgical
hand scrubbing but not practicing inspection of
surgical gloves for integrity and that of hands and
arms for cuts and abrasions was against this
standard practice on surgical hand scrubbing.

Standard practice for creating sterile field and
Standard practice in maintaining sterile field intra-
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operatively as a measures to promote patient safety
in the theatre were also ranked high from the
questionnaire and the observation made also
revealed that all standard actions for creating and
maintaining  sterile  field were observed
conscientiously with placing of sterile items having
the highest mean value of 6.74 £0.89 but in the
aspect of controlling and monitoring of traffic,
verification of external indicator for colour change
and checking the integrity of parking materials for
intactness and no perforation there were low mean
value. Placing sterile items on clean and dry
surfaces, testing all equipment for functionality
before commencing surgery and opening of sterile
supplies as close to surgery as possible are
supported by the research conducted in 2008 by
Association of Surgical Technologist Education
and Professional Standard Committee.

This findings showed that perioperative nurses are
not practicing the actions with low mean values as
part of safety measures in the theatre and this
finding was contrary to recommendations of
Association of Surgical Technologist Education
and Professional Standard Committee that was
issued in 2008. This means that contaminated or
unsterilized items may be used for surgical patients
unknowingly by perioperative nurses.

Ensuring standard and excellent cleaning and
sterilization process of surgical bundles and
instruments as a measure to employ if patient
safety in the theatre is to be ensured had low mean
value from the questionnaire but from the
observation, almost all standard actions for
decontaminating surgical instruments had high
value except separation of sharp instruments from
blunt ones before washing them and inspection of
instruments for damage, debris and detergent
residue with drying of instruments before parking
them for sterilization having the highest mean and
SD (6.89+0.39). This supported the
recommendations of Association of Surgical
Technologist Education and Professional Standard
Committee that was issued in 2008 but in contrary
to this statement were non separation of sharp
instruments from blunt ones before washing them
and not inspecting them after washing for damage,
debris and detergent residue.

Observational checklist for standard sterilization
practices revealed that use of steam sterilization for
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all heat resistant surgical instruments was ranked
high with mean and SD wvalues of 7.00+0.00,
followed by placement of sterilization indicators
on instrument cover to ascertain their sterility
while arrangement and storage of sterilized items
in first in first out process had the lowest mean
value of 5.27+£2.00. These findings were similar to
that of an infection prevention and control nurse in
England who submitted in his policy paper on
prevention and control of infections in the theatre
that the importance of infection prevention and
control in the theatre cannot be overestimated and
that if standard measures to prevent and control
surgical site and post-operative infections are not
adhered to, it will constitute a threat to patient
safety (Davies 2013).

These standard practices were also supported by
AORN (2011), Buchler (2013) stated that
excellence in sterile processing can have a
dramatic effect on patient safety and -clinical
outcomes and  Association of  Surgical
Technologist Education and Professional Standard
Committee (2008).The finding from this study that
deviated from the above standard were in the
aspect of not arranging and storing the surgical
bundles in first in first out process and it is an
important aspect that must not be ignored. This
might be attributed to workload, insufficient
instruments and bundles as most of these items are
usually consumed before the expiration date of two
weeks for sterility.

Counting of surgical swab, sutures, instruments
and needles before and after surgery had low mean
value. The finding showed that the respondents are
not practicing counting of surgical items as
expected and was not identify as a safety issue and
this was contrary to Steelman &Graling (2013)
when they stated that preventing retained surgical
items was a safety issue of high priority and that
distraction, time pressure multitasking and non-
adherence to the institution’s counting policy must
be avoided.

Findings showed that little above half of
respondents have WHO surgical safety checklist in
their theatres while less than half had locally
developed checklist but less than half of are using
WHO checklist regularly and this in contrary to
Richard (2013) when he submitted that
implementation and regular use of WHO surgical
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checklist is a policy to improve surgical patient
safety and mitigate risk in the operating room. This
finding also against the WHO (2008)
recommendations when concluded that regular use
of this checklist was designed to reduce
complications and death associated with surgery.

This findings may be attributed to the fact that
most of selected hospitals have adopted the use
WHO surgical safety checklist and that may be
reason for enforcing its regular use among the
respondents in the selected theatres because
perioperative nurses alone cannot implement its
usage.

The findings from multiple regression analysis
showed that socio-demographic and professional
characteristics are predictors of good safety
practices (Fai96 = 5.047, p< .001) but educational
qualification was not a significant predictor of
safety practice among perioperative nurses (sig’
il=0.382),P">(0.05)) and this supported the
findings of McHugh & Lake, (2010) but Blegen et
al., (2001) concluded that adverse occurrence rates
among baccalaureate-prepared nurses were not
significantly better than those with diploma
education. Findings by Blignaut et al., (2014) also
showed that qualifications had no correlation with
perceptions and practice of patient safety and
quality of care It is may be due to the fact that
majority of nurses with diploma certificate in
Nigeria seeking degree education are doing so for
the purpose of promotion and did not allow the
content of the education to pass through them.
Therefore, there may be no different in their
clinical practice when they acquired higher
qualification from university.
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