
Original Research Article

INQUIRY: The Journal of Health Care
Organization, Provision, and Financing
Volume 59: 1–11
© The Author(s) 2022
Article reuse guidelines:
sagepub.com/journals-permissions
DOI: 10.1177/00469580221093186
journals.sagepub.com/home/inq

Nurse–Patient/Relatives Conflict and Patient
Safety Competence Among Nurses

Abdualrahman Saeed Alshehry, PhD, RN

Abstract
Nurse–patient/relatives conflicts may adversely impact the well-being and work performance of nurses, which could prelude to the
possibility of unwanted errors thereby threatening patient safety. This descriptive and cross-sectional study aimed to examine the
association between nurses’ perceived nurse–patient/family conflicts and their perceived patient safety (PS) competence. Nurse–
patient/relatives conflicts are critical issues that may adversely impact the nurses’well-being, which could prelude to unwanted errors,
thereby threatening PS. The study surveyed 320 nurses in Saudi Arabia using the “Healthcare Conflict Scale” and “Health Professional
Education in Patient Safety Survey” from December 2019 to January 2020. The subscale “mistrust of motivations” was perceived to
have the greatest conflict, whereas “contradictory communication” was rated as the lowest conflict. A significant difference was
observed between the perceived conflict and the different hospital units where nurses worked. Saudi nurses reported higher nurse–
patient/family conflicts than Filipino and Indian nurses. The highest PS competence was reported in “communicating effectively,”
whereas “working in teams with other health professionals” had the poorest safety competence. The nurses’ perceived “mistrust of
motivations” and “contradictory communication” were associated with poorer self-reported PS competence. Perceived conflicts
between nurses and their patients/relatives had negative association with the perceived confidence of nurses in the difference patient
safety competencies. The results can become the basis for formulating hospital policies geared toward the elimination of healthcare
conflicts to help ensure the patient safety competence of nurses. Policies on mitigating conflicts between healthcare workers and
patients/relatives must be created and implemented.
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Highlights

What is already known about this topic?
• Conflicts are pressing issues in organizations, particularly in healthcare settings where the staff continuously interacts
with patients and their families.

How does your research contribute to the field?
• Nurse–patient/family conflicts had shown negative association with patient safety competence as perceived by the nurses.

What are your research’s implications towards theory, practice, or policy?
• The study provides information to support the creation of hospital policies geared toward the elimination of healthcare
conflicts to help ensure the patient safety competence of nurses.
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Introduction

A critical issue worldwide, healthcare conflict is a complex
dysfunctional behavior in healthcare settings that affect di-
verse hospital human resources.1 Healthcare conflicts range
from dissimilarities to main disagreements that may lead to
violence. Its negative effects include decreased quality of life,
poor well-being, job dissatisfaction, decreased job perfor-
mance, and increased turnover intentions among healthcare
workers.2,3 Moreover, healthcare conflicts can also result in
poor quality of nursing care and less patient-centered care.4,5

Providing a competent, safe, and improved healthcare ser-
vices has become a focal point of relevant policies in healthcare
institutions in Saudi Arabia and around the globe.6 Nurses, as
the frontline staff in any healthcare institution and comprising
the largest population of healthcare workers that provide direct
patient care, are expected to possess high levels of competencies
in nursing care and patient safety.7 However, in countries such as
Saudi Arabia that heavily rely on expatriate nurses to augment
the chronic staff shortage, healthcare institutions are becoming
culturally diverse.8 Nurses have different values, beliefs, and
clinical work ethics, which could affect interpersonal relation-
ships with patients or relatives. Conflicts may become disruptive
and threaten patient safety. Understanding the nurse–patients/
relatives conflicts in healthcare settings and examining how
these negative events impact patient safety are therefore critical.

Background

Conflicts are a pressing issue in organizations, particularly in
healthcare settings where the staff continuously interacts with
patients and their families. Marquis and Huston state that
conflict is the result of individual experiences or disparities of
visions, goals, objectives, ideas, attitudes, and beliefs, which
can be positive or negative and healthy or apathetic within the
workplace environment.9 In healthcare settings, interpersonal
conflicts may arise between doctors, nurses, other healthcare
workers, and patients/relatives.1 Conflict among healthcare
workers is common and could be caused by the differences in
professional values, roles, and expectations among healthcare
workers.10,11 However, conflicts may also arise between
healthcare providers and patients/relatives, which and are also
a cause of concern in the healthcare environment that needs to
be focused.12 Interpersonal relationships between nurses and
patients/relatives are commonly sever due to uncivil and
negative behaviors, such as unsupportive environments, bul-
lying, and humiliation.3 Conflicts between healthcare workers
and patients/relatives often begin due to differences on ex-
pectations, opinions, and beliefs regarding what constitutes an
effective and high-quality care.12,13 Dissatisfaction of patients/
relatives with the quality of care that they receive, and their
overall hospital experience often leads to their unwarranted
conflicts with healthcare providers.12,13

Evidence suggests that conflicts between nurses and patient/
relatives is widely experienced worldwide. For example, a

study conducted in nursing homes in Canada reported 28 staff–
family conflicts out of 124 daily diary calls (22.2%), with
majority of the conflicts ranging from mild to moderate in
severity.14 In two studies conducted in Saudi Arabia, nurses
report experiencing most of the uncivil behaviors from pa-
tients, their families, and visitors during hospital stays.4,15

Ethno-cultural differences between the nurses and the
patients/relatives, together with contextual and structural
factors, can trigger such conflicts to arise.12,16 For instance, an
earlier study reported that conflicts that arise between nurses
and the patient’s family were hugely associated with the sit-
uation and organization of healthcare settings, such as pressure
in time, vagueness of medical decisions, and limited visiting
hours, which could alter meaningful communications and
could lead to conflicts.12 Overall, these conflicts can adversely
affect the clinical work environment and likely lead to job
dissatisfaction, decreased quality of life, and poor patient
safety work performance of healthcare workers.

In Saudi Arabia, healthcare continues to evolve, and recent
observations show substantial development in patient
safety.17 Ensuring and sustaining high levels of patient safety
competence is vital in diminishing medical errors and im-
proving quality patient care. The World Health Organization
has defined patient safety as “the absence of preventable harm
to a patient during the process of healthcare and reduction of
risk of unnecessary harm associated with healthcare to an
acceptable minimum.”18 In this study, patient safety com-
petence is defined as the nurses’ confidence in the patient
safety competencies along six domains, namely “working in
teams with other health professionals, communicating ef-
fectively, managing safety risks, understanding human and
environmental factors that influence patient safety, recog-
nizing and responding to adverse events, and culture of
safety.”19 Assessing the patient safety competence among
nurses and other healthcare workers is thus a popular research
topic because of the importance of ensuring safe patient care.
Ensuring such competence requires a committed, positively
engaged, and empowered nurses in a supportive and coop-
erative working environment. However, nurses encounter
several work-related factors (i.e., problematic teamwork,
faulty communication, and negative behaviors toward nurses)
and nurse-related (i.e., inadequate patient safety education,
clinical experience, and critical thinking) challenges in at-
taining high levels of patient safety competence.15,20

Conflicts promote a culture of disrespect, which can be a
potential obstacle to patient safety.21 Patient safety depends
on collaborative relationships within the healthcare setting.
Communication and teamwork are essential to patient
safety.22 Communication failure is included as a “root cause”
of reported sentinel events according to the latest report of the
Joint Commission.23 A lot of these failures in communication
in the healthcare are caused by conflicts.24 Furthermore,
effective nurse–patient relationships are fundamental in en-
suring patient safety.22 A good nurse–patient relationship was
reported to be associated with improved general care and
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better healing results. By contrast, poor relationship between
the nurse and the patient leads to poor communication and
interaction with patients.25 Conflicts that arise between nurses
and patient/relative can sever the nurse–patient relationship.
A previous study argued that conflicts involving family
members cause more stress to nurses compared with other
members of the healthcare team due to their direct and
constant interaction with the patients and their family.26 The
same study reported that nurses vented their concern that they
may cause harm and suffering to patients due to conflicts with
the family.26 Moreover, healthcare conflicts can cause ad-
verse effects on the nurses’ work performance and lead to
unwanted errors, which in turn threaten patient safety.27

These negative effects of workplace conflicts on the well-
being and work performance of nurses are a prelude to the
possibility that these negative events may also pose risks to
patient safety. However, although previous studies have
suggested the negative impacts that conflicts have on patient
care quality,5,27 the impact of nurse–patient/family conflicts
on patient remains unexplored. As conflicts are a daily issue
in the workplace and creates negative consequences if
inadequately attended to, examining this critical issue as
perceived by nurses is essential. Examining how these nurse–
patients’/relatives’ conflicts are associated with the patient
safety competence of nurses can provide knowledge on how
to improve such competence in healthcare settings. The study
hypothesized that these is an association between nurse–
patient/relatives conflicts and the nurses’ confidence in the
difference patient safety competencies.

Aim

This study aims to assess self-reported nurse and patients/
relatives conflicts among nurses and investigate its associa-
tion with the nurses’ confidence in patient safety competencies.

Methods

This descriptive and cross-sectional investigation presents the
association between nurse–patients/relatives conflicts and the
nurses’ confidence in patient safety competencies.

Setting and Sample

This investigation was conducted at the King Saud University
Medical City (KSUMC) in Riyadh City, Saudi Arabia. The
university hospital is a tertiary level hospital and has 1351 beds.
KSUMC is a multi-facility and has multi-disciplinary adminis-
tration with different practice areas such as the Emergency
Rooms (ER), Out-patient Department (OPD), Medical Depart-
ment, Surgical Department, Intensive Care Units (ICU) (adult,
pediatric, and post-anesthetic), Maternity Department, Pediatric
Department, and Operating Rooms. The university hospital is a
leading hospital in the country and delivers acute care services to
the inhabitants of Riyadh City and neighboring cities.

This study used a convenience sampling technique and
included 320 nurses that fit the following criteria: (1) reg-
istered nurse in Saudi Arabia; (2) employed in the university
hospital for at least 6 months; (3) provides direct care to
patients; and (4) consents to participate. During the data
collection, the population of nurses in the setting was 2125.
Using the sample size calculator http://www.raosoft.com/
samplesize.html, the required sample size was 326 at 5%
margin of error and 95% confidence level. A total of 400
nurses were included in the study to ensure adequate sample
size. However, 326 were retrieved, and six were excluded due
to missing data. Hence, the response rate was 80.0%.

Ethical Consideration

Ethical approval was secured from the Institutional Review
Board of King Saud University (Ref. No.: KSU-HE-19-263).
This study adheres to the highest ethical standards in con-
ducting surveys. The respondents are properly informed
regarding the following: (a) purpose, significance, benefits,
and possible risks; (b) expected participation; (c) right for
voluntary participation; (d) right to withdraw participation;
and (e) assurance of no harm in participation or non-
participation. The researcher ensured the protection of re-
spondent anonymity and data confidentiality by (1) foregoing
the name of respondents in the survey, (2) asking respondents
to place the answered questionnaire in a white blank envelope
(provided by the researcher) and sealing it themselves, and (3)
instructing the respondents to place the sealed envelope in a
drop box. During this research and the dissemination of our
findings, no individual personal information is presented; all
data are presented collectively. No incentive is offered for
participation.

Instrument

The data gathering method utilize a pen-and-paper survey
questionnaire containing adapted scales and a demographic
and work-related information sheet. This report includes data
for the variables (1) demographic and work-related infor-
mation; (2) healthcare conflicts, specifically between nurse–
patients/relatives; and (3) patient safety competence. The
demographics are age, sex, nationality, marital status, and
education. Work-related variables include the current hospital
unit of assignment, length of professional experience as a
clinical nurse, and length of professional experience in the
country, hospital, and current work area.

Nurses’ perceptions of nurse and patients/relatives conflicts
are assessed using the “Healthcare Conflict Scale” (HCS) of
Forbat et al.13 HCS assesses the conflict between clinicians and
patients/relatives using seven items with three factors: “Mis-
trust of motivation” (4 items), “Threatening language or ac-
tions” (2 items), and “Contradictory communication” (1 item).
HCS is used in the surveillance of hospital conflicts and is
designed for staff use. The tool asks the respondents to rate the
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items from 1 (strongly disagree) to 10 (strongly agree). High
scores denote many perceived conflicts in the healthcare
setting. HCS has an acceptable Cronbach’s alpha (.75) and
excellent stability reliability with ICC values above .90 for all
seven items.13 The Principal Component Analysis, conducted
by Forbat and colleagues, supports the three-factor solution
with explained total variance of 70.2%.13 The dimension
“Mistrust of motivation” contributed 34.4% of the total var-
iance, whereas “Threatening language or actions” and
“Contradictory communication” contributed 19.3% and 16.5%
of the total variance, respectively. This indicate the acceptable
factorial validity of the HCS and its dimension.13 In the present
sample, the overall Cronbach’s alpha was .85. For the
subscales “Mistrust of motivation” and “Threatening lan-
guage or actions,” the computed Cronbach’s alpha was .80
and .72, respectively. Internal consistency for “Contra-
dictory communication” cannot be computed because this
subscale comprises of 1 item only.

Patient safety competence is quantified using the “Health
Professional Education in Patient Safety Survey” (H-PEPSS)
of Ginsburg et al.19 H-PEPSS assesses the health profes-
sionals’ perceived level of patient safety competence in six
socio-cultural areas, namely, “working in teams with other
health professionals, communicating effectively, managing
safety risks, understanding human and environmental factors
that influence patient safety, recognizing and responding to
adverse events, and culture of safety.” Thus, patient safety
competence in this study is operationally defined as the
nurses’ confidence in the six socio-cultural areas of patient
safety measured by the H-PEPSS. This scale measures the
individual’s confidence on patient safety competencies in the
classroom and clinical areas.19 For this study, only the clinical
component is assessed. H-PEPSS uses a 5-point Likert scale
and the means are calculated for each area of patient safety
competence. High mean values indicate high confidence in
patient safety competence. This scale is valid and reliable.19

The computed Cronbach’s alphas for the dimensions of the
scale are as follows: “working in teams with other health
professionals” (.81), “communicating effectively” (.85),
“managing safety risks” (.85), “understanding human and
environmental factors” (.84), “recognizing and responding to
adverse events” (.81), and “culture of safety” (.84).19 The
confirmatory factor analysis supported a good model fit for
the six dimensions of the scale.19

Data Collection

The researcher met with potential respondents during work
breaks in the hospital to present the study details and discuss
their rights. Data collection was conducted in various staff
shifts. Respondents who agreed to partake were requested to
affix their signature to the informed consent form, and then
were provided the questionnaires in white blank envelopes.
Respondents were also instructed to place and seal the filled-
out questionnaire in the envelopes then drop these in boxes

installed in the nursing stations. The sealed envelopes were
collected from the boxes at the end of each week from De-
cember 2019 to January 2020.

Statistical Analysis

The researcher analyzed the data using SPSS version 22.0.
Descriptive statistics were used to analyze the demographic
and work variables. The mean and standard deviation were
conducted for the overall and dimension score of HCS and
H-PEPSS. Inferential statistics, including t-tests, one-way
ANOVA, and Pearson’s correlations, were carried out to
examine the associations of and differences on perceived
nurse and patients/relatives conflicts according to demo-
graphics and work variables. Tukey HSD tests were per-
formed for multiple comparisons if ANOVA revealed
significant findings. The researcher also conducted a multiple
linear regression analysis for each dimension of patient safety
competence as dependent variables with demographics, work,
and HCS dimensions as predictor variables. Before con-
ducting the multiple linear regression analyses, the variance
inflation factor (VIF) values were examined. The VIF values
were ranging from 1.19 to 8.69. According to Plichta et al,28

VIF values more than 10 indicate multicollinearity problem.
The VIF values in this study were less than 10; thus, ruling out
multicollinearity problem.

Results

Table 1 shows that the age range was 25–60, with an av-
erage of 36.19 (SD = 7.87). More than three-fourths of the
respondents were females (87.8%), while two-thirds were
married (66.9%) and had a baccalaureate degree in nursing
(71.3%). Most of the respondents were Filipinos (60.3%),
and the remaining participants were Saudis (13.4%) and
Indians (26.3%). In terms of work variables, most of the
respondents were assigned in the Medical Department
(26.9%), followed by OPD/ER (25.3%). The least number
of respondents were assigned to the AKU (2.5%) and the
Psychiatric Department (2.5%). The average years of
professional experience as a clinical nurse, in Saudi Arabia,
KSUMC, and at the present unit were 12.78 (SD = 7.16),
8.61 (SD = 6.18), 7.02 (SD = 5.89), and 6.03 (SD = 5.33),
respectively.

Nurse and Patients/Relatives Conflicts and Its
Associated Factors

Supplementary Table 1 shows the descriptive findings on the
nurses’ perceived nurse and patients/relatives conflicts. The
overall HCS score was 3.48 (SD = 1.91), indicating the low
degree of perceived conflict in the workplace. The highest
mean was recorded in the item “The patient and/or family has
been aggressive or has made physical or verbal threats” (M =
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4.19, SD = 3.07), while the lowest was recorded in the item
“The language used by members of the clinical team to
describe the patient or medical situation has been perceived as
insensitive or offensive by the patient and/or family” (M =
2.73, SD = 2.73). The subscale “mistrust of motivations” was
perceived to have the greatest conflict (M = 3.53, SD = 2.02),
followed by “threatening language/action” (M = 3.46, SD =
2.19). The subscale “contradictory communications” (M =
3.32, SD = 2.42) was rated as the lowest conflict among the
three subscales.

Table 2 shows the results for associations and differences
between nurse and patients/relatives conflicts, demographics,
and work variables. Saudi nurses (M = 4.19, SD = 1.78)
reported higher conflicts than Filipino (M = 3.41, SD = 1.79,
P = .039) and Indian (M = 3.29, SD = 2.17, P = .031) nurses.
Significant differences were also revealed between different
hospital units where nurses worked. Those in the Medical
Department (M = 4.11, SD = 1.82), Surgical Department (M
= 4.09, SD = 2.18), and OPD/ER (M = 3.61, SD = 1.64)
perceived greater conflict than those in the Obstetric De-
partment (M = 2.71, SD = 1.74), ICUs (M = 2.42, SD = 1.51),
and others (M = 1.96, SD = 1.44). Small negative correlations
were revealed between nurse and patients/relatives conflicts

and age (r = �.13, P = .018), total years of professional
nursing experience (r =�.19, P = .001), and years of nursing
experience in Saudi Arabia (r = �.13, P = .020).

Factors Associated with the Nurses’ Patient Safety
Competence

Supplementary Table 2 shows that the itemmeans ranged from
4.03 (SD = .99; “encouraging team members to speak up,
question, challenge, advocate and be accountable as appro-
priate to address safety issues”) to 4.34 (SD = .81; “effective
verbal and nonverbal communication abilities to prevent ad-
verse events”). The highest patient safety competence was
reported in the dimension “communicating effectively” (M =
4.32, SD = .81), followed by “managing safety risks” (M =
4.29, SD = .79), “recognize, respond to immediate risks” (M =
4.28, SD = .83), “understanding human and environmental
factors” (M = 4.25, SD = .79), “culture of safety” (M = 4.23,
SD = .79), and “working in teams with other health profes-
sionals” (M = 4.07, SD = .83).

Table 3 summarizes the multiple regression analysis
conducted on each dimension of the H-PEPSS. The six
regression models were significant with the explained

Table 1. Demographic and work variables (n = 320).

Variable n %

Gender
Male 39 12.2
Female 281 87.8

Nationality
Saudi 43 13.4
Filipino 193 60.3
Indian 84 26.3

Marital status
Single 106 33.1
Married 214 66.9

Education
Diploma 77 24.1
Baccalaureate 228 71.3
Graduate program 15 4.7

Unit
Out-patient department/Emergency department 81 25.3
Medical department 86 26.9
Surgical department 57 17.8
Intensive care units 43 13.4
Obstetric department 37 11.6
Others (artificial kidney unit, psychiatric department) 16 5.0

Mean (SD) Range
Age 36.19 (7.87) 25.00–60.00
Total years of experience 12.78 (7.16) 1.00–39.00
Total years of experience in KSA 8.61 (6.18) .50–37.00
Total years of experience in the hospital 7.02 (5.89) .50–29.00
Total years of experience in the unit 6.03 (5.33) .50–29.00
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variances of 18.3%, 24.7%, 26.8%, 15.9%, 20.4%, and
20.1% for Dimensions 1, 2, 3, 4, 5, and 6, respectively. A
one-point increase in the “mistrust of motivations” scores
corresponds to .17 (P < .001), .13 (P < .001), .17 (P < .001),
.11 (P < .001), .12 (P < .001), and .13-point (P < .001)
decrease in the scores of Dimensions 1, 2, 3, 4, 5, and 6 of
patient safety competence, respectively. Similarly, a point
increase in the “contradictory communications” scores was
associated with a decline of .05 (P = .019), .07 (P = .005), and
.06 (P = .023) points in the scores of Dimensions 3, 4, and 5,
respectively. Filipino nurses reported better competence on
Dimensions 2 (ß = .27, P = .035), 3 (ß = .29, P = .018), and 5
(ß = .29, P = .036) than Saudi nurses. Nurses who completed a
graduate program reported higher competence on Dimension 1
than those with bachelor’s degrees (ß = .51, P = .024). A 1-year
increase on the total professional nursing experience was as-
sociated with a .04-point (P = .013) decrease on the Dimension
6 scores. Nurses assigned in the Medical Department had
higher scores by .28 points in Dimensions 1 (P = .024) and 6
(P = .019) than nurses assigned in the OPD/ER.

Discussion

This investigation examined the association between nurse
and patients/relatives conflict and nurses’ confidence in the
different patient safety competencies. The tool used in this
study focuses on the conflict between staff and patients/
relatives.13 The findings show low degrees of conflict be-
tween nurses and patients/relatives, as indicated by the mean
score of 3.48 from 10. This result is unexpected, considering
the differences on cultural and religious backgrounds be-
tween most nurses and patients. As shown in the findings, the
majority of the surveyed nurses are non-Saudis (Filipinos and
Indians). In multicultural healthcare settings, expatriate
nurses are often on the receiving end of negative behaviors
due to differences in cultural backgrounds, cultural conflicts,
language barriers, and discrimination.29 However, an eth-
nographic study on the contributing factors to healthcare
conflicts show no direct association with cultural variations,
but rather originate from varying concepts of “good care”;
patient families perceived “good care” in a holistic concept

Table 2. Results of tests of association between healthcare conflict and demographic and work variables (n = 320).

Variable Mean SD Statistical Test p

Gender
Male 3.84 1.91 t = 1.24 .215
Female 3.43 1.91

Nationalitya

Saudi 4.19 1.78 F = 3.60 .029*
Filipino 3.41 1.79
Indian 3.29 2.17

Marital status
Single 3.73 1.88 t = 1.62 .106
Married 3.34 1.92

Education
Diploma 3.19 2.04 F = 2.81 .062
Baccalaureate 3.52 1.86
Graduate program 4.43 1.76

Unitb

Out-patient department/Emergency department 3.61 1.64 F = 10.32 <.001***
Medical department 4.11 1.82
Surgical department 4.09 2.18
Intensive care units 2.42 1.51
Obstetric department 2.71 1.74
Others (artificial kidney unit, psychiatric department) 1.96 1.44
Age r = �.13 .018*
Total years of experience r = �.19 .001**
Total years of experience in KSA r = �.13 .020*
Total years of experience in the hospital r = �.09 .118
Total years of experience in the unit r = �.10 .062

Note. aSaudi > Filipino (P = .039), Saudi > Indian (P = .031);
bOut-Patient Department/Emergency Department > Intensive Care Units (P = .006), Out-Patient Department/Emergency Department > Others (P = .010),
Medical > Intensive Care Units (P < .001), Medical > Obstetric (P = .001), Medical > others (P < .001), Surgical > ICUs (P < .001), Surgical > Obstetric (P = .004),
Surgical > others (P < .001).
*Significant at .05, **Significant at .01, ***Significant at .001.
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while healthcare providers view “good care” as a biomedical
care model.30 Similar findings are observed in the present
study. Nurses perceive the greatest conflicts on the theme
“mistrust of motivations,” which denotes the patients/rela-
tives’ perceptions that the decisions made were not for their
best interest.13 As such, nurses believe that most of their
conflicts with patients/relatives stem from the loss of trust of
the latter, who may view that the hospital’s resources and
nurses’ competence to provide quality care are inadequate.
This finding is similar to that of Alshehry et al4 that most of
the workplace incivility experiences of nurses in Saudi Arabia
were from patients/visitors due to their frustrations regarding
the poor quality of care they were receiving and the unsat-
isfactory environment-related factors. This finding can also
support the present results on the negative correlations be-
tween the perceived healthcare conflict and length of pro-
fessional experience. Lesser experience as a nurse is
associated with greater perceived healthcare conflict with
patients/relatives. Nurses with less years of experience in the
profession are often vulnerable in receiving uncivil treatment
from patients and families due to their unfamiliarity to the
work environment and protocols, and due to lower levels of
competency compared with experienced nurses.4,31

In this study, Saudi nurses perceive greater healthcare
conflicts than non-Saudi nurses, similar to findings in pre-
vious studies.4,15 Alshehry et al4 posit that this may be due to
the lower competence of Saudi nurses than the non-Saudi
nurses. However, this assumption is rejected given that
competency level is not measured in their study. Thus, future
studies can focus on examining the influence of nurses’
competency on their experiences of negative behaviors from
patients/relatives. Alquwez presents a plausible explanation
that the higher experiences of uncivil acts of Saudi nurses are
due to cultural influences.15 Alquwez discussed that a per-
son’s cultural background plays a critical role on how neg-
ative behaviors are perceived, resulting in differences in
incivility tolerance thresholds.15 This suggestion means that
Saudi nurses have a lower threshold in terms of uncivil
behaviors, which lead to their sensitivity in experiencing
workplace conflicts with patients/relatives. The cultural as-
pect can also explain the present findings that nurses who
have greater nursing experiences in the country perceive
relatively lesser conflicts than those with lesser experience.
Exposed to the Saudi Arabian culture and the organizational
culture of the hospital, seasoned nurses have a higher tol-
erance of conflicts with patients/relatives than newer nurses.

Furthermore, differences on perceived healthcare conflicts
are found between nurses in different clinical units. Inter-
estingly, nurses working in the Medical Department, Surgical
Department, and OPD/ER report greater perceived healthcare
conflicts than those in other clinical units. Similar findings are
obtained in previous studies, where greater experiences on
uncivil behavior from patients/relatives are reported by
nurses assigned to the OPD/ER report than those working in
ICUs,15 and those working in Medical Department than those

in ICUs and Obstetric Department.4 Literature also supports
the varying degrees of workplace conflicts between healthcare
staff and patients/families in different units in the hospital, but
which unit has greater or lower conflict experiences remains
inconclusive.13 Thus, future studies can examine the factors
affecting the conflicts experienced in different clinical units.

The findings indicate good patient safety competence as
reported by the nurses, with the item means ranging 4.03–
4.34. This figure is higher than the reported competence
among nurses in South Korea,32,33 but lower than that among
nurses in Canada.30 Comparing the results with previous
studies carried out in Saudi Arabia, the findings are higher
compared than those reported among nurses in Riyadh, and
the regular nursing students and bridging students in the
country.15,34,35 The nurses in the study report the highest level
of competence on the dimension “Communicating effec-
tively,” which implies that the nurses are highly confident in
communicating clearly and consistently with patients and
colleagues using effective verbal and nonverbal communi-
cation skills to avoid the occurrences of adverse events. This
finding is coherent with the results of Alquwez, who believe
that a possible reason is the multilingual skills of nurses in the
country.15 The nurses are exposed to different languages in
hospital settings and are encouraged to learn the Arabic
language in addition to others spoken by their colleagues
from other countries. The exposure of nurses to people from
various cultural and linguistic backgrounds may have en-
hanced their communication skills with patients and col-
leagues. Nonetheless, effective communication is a critical
healthcare component that ensures the provision of quality
and safe healthcare to patients.36 Effective communication
and teamwork are interrelated and are essential in ensuring
patient safety within the healthcare setting.37 However, the
nurses in this study reported working in teams as their
weakest dimension of patient safety competence. This result
was also evident in a previous study conducted in the country,
where nurses have the poorest competence in working in
collaboration with other healthcare workers.15 Hence, hos-
pital managers and leaders must consider this finding, be-
cause an ineffective teamwork in healthcare settings not only
impact patient outcomes (i.e., poor quality and safety of care,
dissatisfied patient experience), but also affect staff and or-
ganization outcomes.38

The findings suggest that nurse and patients/relatives
conflict seem to have a negative association with nurses’
patient safety competence. Specifically, the dimension
“mistrust of motivations” was negatively associated with the
nurses’ competence on the 6 patient safety areas. Moreover,
the dimension “contradictory communication” was nega-
tively associated with the nurses’ competency on “managing
safety risks,” “understanding human and environmental
factors,” and “recognize, respond to immediate risks.” A
previous study in Sweden found that healthcare conflicts can
threaten the quality of patient care, specifically on the
timeliness of care provision, dissatisfactory patient-centered
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care, and less efficient and safe care.5 The negative impact of
workplace incivility from patients/relatives on the nurses’
professional quality of life and quality of nursing care are also
reported.2,4 The negative association between nurse–patients/
relatives conflicts and the patient safety competence of nurses
may be explained by understanding similar effects on the
quality of patient care. Teamwork and communication are
important in delivering safe and effective nursing care.37,39

However, healthcare conflicts can sever teamwork and
communication, which can eventually lead to uncooperative
and unmotivated staff and uncoordinated communication
within the healthcare system,40 thus causing poor patient
safety competence. Furthermore, patient cooperation and
compliance are critical in achieving the effective outcomes of
interventions, which can only be achieved if patients/relatives
trust the nurses. In the present findings, the contradicting
information provided to patients (i.e., “contradictory or un-
clear advice from different members of the clinical team on
the patient’s prognosis or treatment”) may lead to their
mistrust of nurses. Thus, patients/relatives become uncoop-
erative. Such scenario could result to nurses being incom-
petent in working with teams, communication, managing
safety issues, knowing the different factors associated with
patient safety, and recognizing and responding to risks.

Limitations

First, the design of this study enables a deeper investigation of
the variable healthcare conflicts, but future studies can em-
ploy mixed methods to have a richer examination of the study
variables. Also, the design of the study was correlational, which
only allow testing the association between the variables and not
causal relationships. Second, the study used self-report in the
variable “patient safety competence.” To the researcher’s
knowledge and based on the literature search conducted by the
researcher, no available evidence exists to support that perceived
patient safety competence translate to the actual patient safety
competence among nurses. Thus, research consumers are
cautioned in interpreting and using the findings. Third, this study
was limited to nurse–patients’/relatives’ conflicts. Future studies
should examine other types of conflict and examine their impact
on patient safety competence. Fourth, the study’s focused was to
examine how nurse–patient/relatives conflicts influence the
nurses’ self-report patient safety. The relationship between the
two variables maybe reversed. Thus, future study may consider
examining how patient safety competence of nurses lead to
nurse–patient/relative conflict in the healthcare. Fifth, the
convenience sampling technique and the limited setting of the
study constrains the generalizability of the findings.

Conclusions

The study examined the association between nurse–patient/
relative conflicts and the nurses’ patient safety competence.
Healthcare conflicts between nurses and their patients/
relatives had a negative association with the competence

of nurses to provide safe nursing care. The patient or family’s
loss of trust is the most common conflict perceived by the
nurses, while contradictory communications are perceived as
the least-occurring healthcare conflict. The perceptions of
healthcare conflicts among nurses are associated with na-
tionality, hospital unit, age, and nursing experience. The
nurses perceived their patient safety competence as high, with
the highest scores in communication and lowest in working
with other members of the healthcare team.

Ensuring patient safety is the topmost concern for any
healthcare facility. Nurses, as the frontline staff of care, are
anticipated to possess high levels of competencies in pro-
viding safe and quality care to every patient. However,
findings show that healthcare conflicts, specifically between
nurse–patients/relatives, may jeopardize patient safety by
negatively impacting nurses’ patient safety competence.
Recognizing the importance of patient safety, this study pro-
vides valuable findings that can be used to improve the patient
safety competence of nurses. The results can become the basis
for formulating hospital policies geared toward the elimination
of healthcare conflicts to help ensure the patient safety com-
petence of nurses. Hospital administrations should create an
environment where respect and understanding are ensured.
Policies on mitigating conflicts between healthcare workers and
patients/relatives must be created and implemented. Given that
most conflicts arise from the differences on the concept of “good
care” between nurses and patients/relatives, open communica-
tionmust be advocated to reach an understanding and a common
ground in terms of providing holistic nursing care to ensure
patient satisfaction and trust. Continuous education must also be
provided to the nurses to ensure the highest level of competence
when caring for patients. Nurses can be trained on recognizing
and understanding conflicts with patients/relatives, and on ef-
fectively responding and managing such conflicts. The findings
also implicate the creation of a communication system in the
hospital to provide accurate information to patients to avoid
contradictory communication conflicts.
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