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ABSTRACT
Background  Safety is one of the dimensions of 
healthcare quality and is core to achieving universal health 
coverage and healthcare delivery worldwide. In Ghana, the 
status of patient safety in the last 7 years has remained 
unknown. Therefore, this study aims to assess the patient 
safety status in selected hospitals in Ghana.
Methods  Using the WHO Patient Safety Long Form, a 
mixed methodology was used to assess the patient safety 
status in 27 hospitals in Ghana. Data were analysed using 
descriptive statistics and axial codes for thematic analysis.
Results  The average national patient safety score 
was high (85%). However, there were variations in the 
performance of the hospitals across the WHO patient 
safety action areas. Knowledge and learning in patient 
safety (97%) was the highest-rated patient safety action 
area. Patient safety surveillance, patient safety funding, 
patient safety partnerships and national patient safety 
policy had mean scores lower than the national average 
score (85%). Less than half (42%) of the hospitals had a 
dedicated budget for patient safety activities. The means 
of continuous education for health professionals include 
clinical sessions, and in-service training, while the system 
of clinical audits in the hospitals were maternal mortality, 
perinatal mortality, stillbirth and general mortality audits. 
The hospitals use posters, leaflets, public address systems 
and health education sessions to inform patients about 
their rights. Patient safety issues are reported through 
suggestion boxes, designated desks and the use of 
contacts of core management staff.
Conclusion  The current patient safety status in the 
hospitals was generally good, with the highest score in 
the knowledge and learning in the patient safety domain. 
Patient safety surveillance was identified as the weakest 
action area. The findings of this study will form the 
scientific basis for initiating the development of a national 
patient safety policy in Ghana. This is crucial for ensuring 
resilient and sustainable health systems that guarantee 
safer care to all patients in Ghana.

BACKGROUND
Safety is one of the dimensions of healthcare 
quality and is core to achieving universal 
health coverage and optimal healthcare 
delivery worldwide.1–3 Globally, there are an 
estimated 421 million annual hospitalisations. 
These 421 million admissions per year result in 
43 million harm to patients in the healthcare 

settings.4 Preventable adverse events during 
hospital admission harm nearly one in every 
ten patients in industrialised countries.5 
Recent estimates also show that unsafe care 
is responsible for 134 million adverse events 
in low-income and middle-income countries 
(LMICS), resulting in 2.6 million mortalities.6 
Indeed, LMICs bear the heaviest burden of 
morbidity and mortality from adverse events 
in healthcare settings.7 In addition to the 
above consequences, harm to patients exerts 
a considerable burden on global econo-
mies.7 For instance, medical errors were esti-
mated to cost the USA economy an amount 
of 1 trillion dollars in 2008. Furthermore, in 
Organisation for Economic Co-operation and 
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	⇒ The current patient safety status in Ghanaian hospi-
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tals’ highest scores in the knowledge and learning 
in the patient safety domain. Patient safety surveil-
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non-hospitals. This is crucial for ensuring resilient 
and sustainable health systems that guarantee safer 
care to patients at all levels of care.
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Development countries, 15% of hospital expenses can be 
attributed to treating adverse health events.7

However, a recent estimate showed that up to 80% 
of harm due to unsafe care is avoidable.7 Medication 
errors, catheter-related urinary tract infections, falls in 
hospitals, venous thromboembolism, unsafe surgical 
care, poor injection practices and diagnostic errors are 
the primary causes of patient safety failures in healthcare 
facilities.3 4 8 9 Therefore, the causes of adverse health-
care events in hospitals are multifaceted and require 
coordinated efforts to eliminate this avoidable harm to 
patients. Evidence from scholars suggests that patient 
safety concerns can be minimised by engaging patients 
and their families, making available information on types 
and causes of medical errors, ensuring staff are empow-
ered, and using digital technologies, among others.2 3

Ghana has made several efforts in healthcare quality 
and patient safety over the years. As the country plans to 
accelerate the implementation of the WHO’s decade of 
patient safety initiative towards attaining universal health 
coverage by 2030 and beyond, performance measure-
ments and progress in patient safety have become more 
critical, particularly in informing patient safety policy 
in Ghana. The Ghana Health Service and Ministry of 
Health drafted a patient safety policy in 2015,10 following 
an assessment of patient safety status in four regions of 
Ghana.11 The intended objectives of the draft patient 
safety policy were, among others, to provide guidance 
and directions for the implementation of patient safety 
initiatives, ensure a safe working environment for both 
clients and healthcare providers, offer mechanisms for 
monitoring the progress of patient safety initiatives and 
serve as a tool for advocacy and resource mobilisation for 
patient safety policy implementation in Ghana. Since the 
draft of the patient safety policy in Ghana, the status of 
patient safety in the last 7 years has remained unknown. 
This research was conducted to determine the patient 
safety status in selected hospitals in Ghana to inform the 
finalisation of the draft national patient safety policy.

METHODS AND MATERIALS
Study design and area
We used a mixed method to assess the patient safety status 
in 27 hospitals in nine regions of Ghana. The hospitals 
were nine regional hospitals and 18 district/municipal 
hospitals. The data was collected between 8 November 
2021 and 27 November 2021.

Data collection techniques and tools
The data were collected through interviews of key inform-
ants in the various hospitals by public health professionals 
from the Ghana Health Service. Key informants included 
hospital managers and frontline service providers. The 
data collection tool was a structured questionnaire 
consisting of closed and open-ended questions. The data 
were collected using the WHO Patient Safety Situational 
Analysis Long Form (PSSA).12 The WHO PSSA consists of 

12 action areas that measure different aspects of patient 
safety issues in healthcare settings. The PSSA was devel-
oped by African Partnerships for Patient Safety (APPS), 
and it is crucial in creating a safer healthcare environ-
ment for patients. The Long-Form version of the PSSA 
is designed to capture both quantitative and qualitative 
data. The action areas of the APPS were patient safety 
and health services/system development (PSHSSD) (10 
items), national patient safety policy, knowledge and 
learning in patient safety (KLPS) (10 items), patient 
safety awareness raising (PSAR) (10 items), healthcare-
associated infections (52 items), health worker protec-
tion (HWP) (10 items), healthcare waste management 
(HCWM) (10 items), safe surgical care (SSC) (10 items), 
medication safety (MS) (10 items), patient safety part-
nerships (PSP) (8 items), patient safety funding (PSF) 
(10 items) and patient safety surveillance and research 
(PSSR) (10 items).

Sampling technique and sample size
The country was zoned into Northern, Southern and 
Middle belts. We purposively selected three regions 
from the northern belt, three from the southern belt 
and another three regions from the middle belt. That is, 
regions with a regional hospital were selected to partic-
ipate in the survey. Two other districts/municipals with 
district/municipal hospitals were randomly selected in 
each region through a simple ballot to participate in 
the assessment. Therefore, in each region, one regional 
hospital and two other district/municipal hospitals 
were included in the study. Hence, the total number of 
hospitals that participated in the assessment was 27. The 
respondents from the hospitals were purposively selected 
to participate in the study.

Data analysis
The data analysis was done using STATA V.16.0 statistical 
software. The data were entered into an excel template 
and exported to STATA for further analysis. The data 
were analysed using descriptive statistics such as means 
for continuous variables, SD and frequencies (%) for cate-
gorical variables. The data were presented using tables. 
We adopted a scoring approach to depict the national 
patient safety status and patient safety status in the various 
hospitals. Responses that favoured patient safety were 
scored one, while responses that did not favour patient 
safety were scored zero. Mean scores were generated to 
represent the patient safety status in each hospital.

The qualitative data were analysed using the axial 
coding approach.13 This method provides a template 
where the study subjects' responses are entered and 
summarised into short codes. Similar short codes are 
further converged into axial codes from which themes 
are generated.

Patient and public involvement
The study did not include any patient-level data. Hence, 
the study did not involve patients nor the public in the 
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conduct, design, reporting or dissemination plans of this 
research work.

RESULTS
Background information of the sampled hospitals
Ridge hospital had the largest bed capacity of 470, 
followed by the Eastern regional hospital, bed capacity 
of 462. The hospitals with the lowest bed capacity were 
Dormaa East District hospital (45) and Tafo Government 
hospital (58). Annual admission was highest in Wa west 

hospital (27 852) and lowest in Takoradi hospital (3174). 
The highest number of hospital employees was observed 
in Ridge hospital (1644) and the lowest observed in Wa 
west hospital (234) (table 1).

National-level performance in the 12-patient safety action 
areas
The national patient safety score was 85%. In descending 
order, the best-performed action area among the hospi-
tals was KLPS with a score of 97%, followed by PSHSSD 

Table 1  Background information of selected healthcare facilities

No. Hospital name Type of hosp
Bed
Capacity

Annual
Admission

Pop. of 
Catch.
Area/Km2

No OF 
surgeries in a 
year

No of hosp 
employees

1 Achimota District/municipal 88 – 296 742 270

2 Adidome District/municipal 108 3344 21 583 1148 329

3 Atuah District/municipal 107 5453 112 464 627 308

4 Bongo District/municipal 128 4293 107 856 730 301

5 Bono Regional 300 11 348 154 880 928 1086

6 Dormaa East District/municipal 45 3708 64 291 2321 243

7 Nadowli District/municipal 120 7479 76 194 466 309

8 Eastern Regional 462 21 396 153 370 528 1291

9 Effah-Nkwata Regional 337 – 991 000 5201 851

10 Ho Municipal District/municipal 319 5709 96 213 – 615

11 Kumasi South Regional 132 6660 282 609 1937 710

12 Kwesimintsim District/municipal 82 5047 61 089 2903 495

13 Northern Regional 141 12 247 280 619 790 586

14 Nsawam District/municipal 147 8420 110 677 1551 693

15 Ridge Regional 470 20 366 284 124 311 1644

16 Savelugu District/municipal 141 10 203 120 367 6656 640

17 Suntreso District/municipal 141 8879 342 419 377 608

18 Sunyani District/municipal 96 5883 158 442 868 535

19 Tafo District 58 5358 145 824 5500 592

20 Takoradi District/municipal 102 3174 30 172 692 418

21 Upper East Regional 220 15 000 130 890 695 630

22 Upper West Regional 226 5791 134 739 5322 595

23 Volta Regional 178 9089 114 472 1080 571

24 WAR District/municipal 169 10 450 133 609 1294 324

25 Wa West District/Municipal 97 27 852 98 703 592 234

26 Weija-Gbawe District/municipal 91 5421 192 023 424 390

27 Yendi District/municipal 180 13 583 161 966 1081 434

–, data unavailable; Achimota, Achimota Municipal Hospital; Adidome, Adidome District Hospital; Atuah; Atuah Government Hospital; Bongo; 
Bongo District Hospital; BMS, Biomedical Scientists; Bono, Bono Regional Hospital; Dormaa, Dormaa East District Hospital; Upper East, 
Upper East Regional Hospital; Eastern, Eastern Regional Hospital; Effah-Nkanwata, Effah-Nkanwata Regional Hospital; Hosp, Hospital; 
Kwesimintsim, Kwesimintsim Municipal Hospital; Ho Municipal, Ho Municipal Hospital; Nadowli, Nadowli District Hospital; Northern, Northern 
Regional Hospital; Nsawam, Nsawam Government Hospital; Pop, Population; Ridge, Greater Accra Regional Hospital; Savelugu, Savelugu 
Municipal Hospital; Suntreso; Suntreso Government Hospital; Kumasi South, Kumasi South Regional Hospital; Sunyani, Sunyani Municipal 
Hospital; Tafo; Tafo Government Hospital; Takoradi; Takoradi Municipal Hospital; Volta, Volta Regional Hospital; WAR, WAR Memorial 
Hospital; Wa West; Wa West Municipal Hospital; Weija-Gbawe, Weija-Gbawe Municipal Hospital; Upper West, Upper East Regional Hospital; 
Yendi, Yendi Municipal Hospital.



4 Ashinyo ME, et al. BMJ Open Quality 2022;11:e001938. doi:10.1136/bmjoq-2022-001938

Open access�

(95%), SSC (93%), MS (90%), patient safety awareness-
raising (87%) and HCWM (86%). Other action areas were 
HWP (80%), healthcare-associated infections (79%), PSP 
(78%), PSF (78%) and patient safety surveillance (51%) 
(table 2).

National policy on patient safety
Except for Savelugu and Yendi municipal hospitals, 
guidelines related to patient safety for hospital policy 
formulation were common in 93% of the hospitals. The 
majority (96%) of the hospitals reported having mecha-
nisms in place to discuss coordination of service delivery 
with other health facilities. The overall average national 
score (SD) on national patient safety policy domain was 
6.2 (±1.2) out of a maximum score of 8, translating to a 
score of 78%.

Mechanisms for coordination of service delivery
Use of referral system and social media platforms such as 
WhatsApp groups of staff
The respondents in the hospitals indicated that they 
use the Ghana Health Service and Ministry of Health’s 
existing referral systems to coordinate service delivery 
with other healthcare facilities. That is, lower-level health-
care facilities refer patients to a higher level of the health 
system. Social media platforms such as staff WhatsApp 
groups were also identified as one of the means for coor-
dinating service delivery in the hospitals. Some of the 
respondents narrated as follows;

The hospital uses referral system to coordinate service 
delivery with other healthcare facilities.

The hospital uses WhatsApp platform to coordinate 
service delivery with other healthcare facilities.

Knowledge and learning in patient safety
An overwhelming majority (96%) of the hospitals reported 
having mechanisms for continuous medical education for 
doctors, except for Adidome district hospital. Similarly, 
aside from Yendi municipal hospital, the rest (96%) of the 
hospitals reported having means for continuous educa-
tion for nurses. All hospitals had a hospital training plan, 
a system for clinical audit, and a system for recording 
adverse events. All the hospitals used specific protocols 
for patient care, and checklists for healthcare procedures 
were available in all hospitals. Approximately 94% of the 
hospitals had a multidisciplinary review of events leading 
to in-patient mortality. The overall national score (SD) for 
the knowledge and learning in the patient safety domain 
was 9.7 (±0.5), translating to 97% (table 2). The hospitals' 
clinical audit systems include maternal mortality, general 
mortality, stillbirth and perinatal mortality audits. Systems 
for recording adverse drug events (ADE) are registers or 
incident books, and the use of standardised ADE forms.

Means of continuous medical education for doctors and 
nurses
In-service training, clinical sessions and sponsorship for 
workshops
The respondents for the hospitals indicated that they 
use clinical sessions and in-service training as a means 
of continuous medical education for healthcare profes-
sionals. They also intimated that healthcare professionals 
are sometimes sponsored to attend workshops outside 
their hospitals. Some of the respondents narrated as 
follows:

In-service training and clinical sessions are used as a 
means of continued medical education for doctors.

In-service training and clinical sessions are used as a 
means of continued education for nurses.

There are clinical sessions once every week to educate 
nurses on current happening in nursing procedures.

The doctors are sponsored to attend continuous 
professional development workshops, and in-service 
training is also organised in the hospital.

Medication safety
In all, 85% of the hospitals had key policy documents 
on MS, 93% had a functioning drug and therapeutic 
committee, 96% had a focal person responsible for MS, 
all the hospitals had an efficient drug procurement 
process and medicine formulary was available in 74% of 
the hospitals. All the hospitals had mechanisms in place 
to educate patients on MS. Overall, the average MS score 
(SD) was 9.0 (±0.9), equating to 90% (table 2).

Most of the sampled hospitals had medicine formu-
lary based on the National Health Insurance Scheme 
medicine list and national list of essential medicine. The 
system for reporting adverse drug reaction (ADR) and 
medication errors are the use of ADR forms and the Food 
and Drug Authority MS app.

Mechanisms for education on MS
Use of clinical sessions, prescribers’ meetings and staff durbars
For education on MS, the focal persons indicated that 
their hospitals use clinical sessions, prescribers’ meetings, 
mortality audit meetings and staff durbars to educate 
healthcare professionals.

Education on medication safety is done through 
clinical sessions.

Staff are educated on medication safety during clin-
ical meetings and patient-based education.

We sometimes use prescriber’s meetings, mortality 
meetings, staff durbars, and health education sessions 
to educate health professionals about medication 
safety.

Patient safety surveillance and research
The overall national average score (SD) for PSSR was 4.6 
(±2.4) out of a maximum score of 9 (table 2). Only 26% 
of the hospitals had research strategies of their own. The 
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hospitals have ever conducted research on measuring 
problems associated with patient safety (48%), causes of 
patient safety problems (44%), solutions for patient safety 
problems (33%) and translating patient safety solutions 
into practice (19%).

Healthcare waste management
In the HCWM domain, 96% of the hospitals had policies 
on waste management, 85% had high-level hospital poli-
cies on HCWM and 89% had protocols for waste manage-
ment. There were adequate supplies or materials to 
collect all types of wastes generated at all points in 66.7% 
of the hospitals. Protocols were in place for final waste 
disposal for plastics (96%), domestic waste (96%), food 
waste (93%), sharp waste (89%) and infectious waste 
(82%). Only 59% of the hospitals provided instruction 
on the disposal of hospital waste at home. The overall 
national average score (SD) on HCWM domain was 12 
(±2.1), translating to 86% (table 2).

Patient safety awareness raising
Regarding PSAR domain, all the hospitals reported having 
the patients’ rights charter. About 74% of the hospitals 
indicated they had ever participated in community-
focused activities geared towards raising awareness of 
patient safety. All the hospitals had mechanisms such 
as posters and leaflets to inform patients about their 
rights; 89% had mechanisms to sensitise hospital staff 
on patient safety issues. There were mechanisms among 
89% of the hospitals for patients to report patient safety 
issues. Mechanisms to share ideas and concerns related 
to patient safety among patients and health professionals 
were present in 74% of the hospitals. The overall average 
(SD) national score for PSAR was 8.7 (±1.7), translating 
to 87%. (table 2).

Mechanisms for informing patients of their rights
Use of posters and leaflets
The respondents indicated that they use posters and leaf-
lets to inform patients about their rights. These posters 
are displayed in care areas such as wards and outpatient 
departments. The narration of some of the respondents 
include:

The patients are informed of their rights through 
leaflets and posters.

There are posters and leaflets of patient charter 
displayed in the wards of the hospitals to inform 
patients about their rights.

Use of public address system and health education sessions
The respondents also added that they use public address 
system and health education sessions to inform patients 
about their rights. They narrated as follows:

Patients are informed of their rights through posters 
and announcements through public address system 
in the hospital.

Patients are informed of their rights through posters 
and health education sessions.

Mechanisms for sensitising staff on patient safety issues
Use of quality assurance focal persons, clinical sessions and ward 
meetings
The respondents indicated that their hospitals use quality 
assurance focal persons to sensitise staff about patient 
safety issues. Some hospitals also use clinical sessions and 
ward meetings to educate the staff about patient safety 
issues. They narrated as follows:

Every unit in the hospital has a quality assurance focal 
person who is in charge of sensitising members on 
patient safety issues.

Hospital staff are sensitised on patient safety issues 
during staff durbars, ward meetings and performance 
reviews.

Hospital staff are sensitised on patient safety issues 
during ward meetings.

Mechanisms for patients to report patient safety issues
Use of suggestion boxes and complaint desks
Suggestion boxes and complaint desks were identified as 
one of the key mechanisms for patients to report patient 
safety issues in the hospitals. The infection prevention 
and control (IPC) focal persons narrated as follows:

Suggestion boxes and information boxes are in place 
for reporting of patient safety issues.

There is a designated desk for reporting of patient 
safety issues by patients.

Complaints desks are available for patients to report 
patients’ safety issues for redress.

Use of contacts of core management members
It also emerged that some hospitals display contact 
numbers of core management members for patients to 
call and report patient safety issues when the need arises. 
One of the respondents narrated as follows;

Core management contact numbers are displayed 
on the hospital notice board for patients to call and 
report patient safety issues when the need arises.

Safe surgical care
About 96% of the hospitals had mechanisms in place for 
recording deaths following a surgical procedure, 93% 
had mechanisms to record complications resulting from 
surgeries and 93% of the hospitals indicated they were 
aware of the WHO Safe Surgical Checklists. The overall 
mean (SD) national score on SSC was 2.8 (±0.6) out of a 
maximum score of 3 (table 2).

Patient safety and health services and systems development
The majority (81.5%) of the hospitals had a long-term stra-
tegic plan. Achimota, Bongo, Savelugu, Tafo and Upper 
West regional hospitals had no long-term strategic plan. 
All hospitals had annual hospital plans, organisational 
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charts and reliable procurement processes for obtaining 
necessary healthcare supplies and materials. Most (89%) 
hospitals currently have programmes to promote quality 
improvement except for Bongo, Savelugu and Sunyani 
municipal hospitals. The overall mean (SD) national 
score in the PSHSSD domain was 9.5 (±0.6), translating to 
95% (table 2). Quality improvement programmes in the 
hospitals were clinical sessions, client satisfaction surveys 
and the 5S (Sort, Set, Shine, Standardized, Sustain)-
KAIZEN approach to quality improvement.

Health worker protection
All the hospitals had policies on healthcare worker 
protection, and 78% had high-level hospital policy docu-
ments on healthcare worker protection. Personal protec-
tive equipment such as masks, aprons, gowns and clean 
gloves was available in all hospitals. All the hospitals had 
systems to register and follow-up accidents and injuries 
such as needle or sharp injuries. Most (96%) hospitals 
had protocols for postexposure prophylaxis for health 
workers, 44% of the hospitals had vaccinated all staff/
trainees against hepatitis B virus, and only 15% of the 
hospitals had systems in place to track excessive employee 
work hours. The overall national average (SD) score in 
this action area was 10.4 (±1.3), depicting 80% (table 2).

Key challenges in using personal protection equipment 
were inadequate IPC logistics and health workers' dislike 
of goggles use. Mechanisms for emergency treatment 
for health workers include using emergency kit boxes in 
patient care areas, and free treatment for health workers 
in case of an emergency.

Patient safety partnerships
The national average (SD) score for the PSPs domain 
was 6.2 (±1.8) out of a maximum score of 8. Only 70% of 
the hospitals engaged patients and community members 
in priority settings, policy development, health service 
delivery planning and patient safety improvement. 
More than half (52%) of the hospitals had committees 
to plan and develop partnership among patients, family 
members, health professionals and policy makers. Most 
(78%) of the hospitals held regular meetings with the 
relevant local community and civil society players to inter-
face and exchange concerns. Approximately 93% of the 
hospitals had community outreach programmes in place 
(table 2).

Suggestion boxes, client satisfaction surveys, client 
complaint desks and quality assurance surveys are used 
to obtain feedback on patient safety issues. Outreach 
programmes in the selected hospitals are radio talks, TB 
client’s follow-up, child welfare clinic, antenatal/postnatal 
care, sexually transmitted infections (STIs) screening, 
cervical and prostate cancer screening, immunisations, 
home visits and health education in churches/mosques.

Patient safety funding
The national average (SD) score in the PSF domain was 
7.0 (±1.3) (table  2). Only 41% of the hospitals had all 

funding from the hospital coming from the government, 
96% had a clear financial management mechanism, 
56% of the hospitals met their annual planned expend-
iture in the previous year, and less than half (42%) had 
a dedicated budget allocated for patient safety activities. 
Less than half (44%) of the hospitals were involved in a 
public–private partnership.

DISCUSSION
Since the draft of the national patient safety policy in 
2015, the status of patient safety in Ghanaian hospitals 
has not been investigated. Therefore, this survey was 
conducted to determine the status of patient safety in 
selected Ghanaian hospitals. The overall patient safety 
status was rated at 85%. This suggests an improved patient 
safety situation in the last 7 years. The 2015 assessment of 
the patient safety status in Ghana rated the overall patient 
safety score at 66%,11 which is lower than the average 
national score (85%) in this study. The discrepancies in 
the patient safety situation in the 2015 survey and the 
current study may be due to differences in the levels of 
the facilities that were sampled. The study by Otchi et al 
included teaching hospitals, while our study was limited to 
regional and district/municipal hospitals. However, this 
improvement in patient safety was anticipated because 
the Ghana Health Service, Ministry of Health and part-
ners have made several efforts to ensure a robust patient 
safety system in Ghana, including the development and 
launch of the 2016 National Healthcare Quality Strategy 
in Ghana (2017–2021).14

The hospitals performed better in the action area 
of KLPS, where all the hospitals had a training plan, a 
system for clinical audit, and a system for recording 
adverse events. This finding is not new; a similar assess-
ment in Ghana by Otchi et al rated KLPS as the highest 
performing action area.11 The performance of the 
hospitals in the knowledge and learning in the patient 
safety domain may be an indication of a robust system of 
training and continuous education in the selected hospi-
tals. Intended patient safety programmes by the Ghana 
Health Service and Ministry of Health should build the 
capacities of the hospitals to sustain and improve the gains 
made in the knowledge and learning in the patient safety 
action area. Most of the hospitals sampled had systems 
in place for service delivery coordination, mainly done 
using the existing referral systems. Referring patients 
from primary care to higher levels of care is an integral 
part of the healthcare system in Ghana, and the national 
referral policy, which has been in place since 2012, makes 
it official.15

As best practice, the social media platforms of the 
Ghana Health Service/Ministry of Health staff were also 
used to coordinate service delivery as a problem-solving 
initiative to provide safer care. Indeed, the role of a cross-
messaging platform in strengthening referral systems has 
been emphasised by scholars in Ghana16 and China.17 
However, there are risks associated with using social media 
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platforms.18 These risks include breach of patient privacy, 
damage to professional image and ultimately leading to 
legal and licensing issues.18

The average scores of the hospitals on the various 
patient safety action areas revealed variations in the 
performance of the hospitals across the 12 action areas. 
The reason for this is unclear, but patient safety is affected 
by several factors.19 20 These variations were also identi-
fied in a similar assessment in Ghana11 and Liberia.21 The 
healthcare facilities consisted of regional, municipal and 
district hospitals; this may be the possible explanation for 
the variations in performance across the various action 
areas. This warrants urgent actions to ensure uniformity 
in performance across the 12 action areas. Most of the 
hospitals surveyed did noot have any long-term plans to 
guide their operations into the future. This aligns with a 
previous assessment in Iran.22 This finding suggests that 
the implementation of strategic plans in the hospitals is 
chaotic with inadequate budgetary allocation. Strategic 
plan implementation is affected by several factors, such 
as senior managers' awareness and participation in the 
strategic planning process, creating and maintaining 
team participation in the strategic planning process, and 
organisational structure effects on the strategic planning 
process.23

Key quality improvement programmes in the hospi-
tals were clinical sessions, client satisfaction surveys and 
the 5S (sort, set, shine, standardise and sustain) KAIZEN 
approach. These programmes are not new in hospitals, 
and they play a crucial role in promoting patient safety. 
For instance, multidisciplinary clinical meetings were 
crucial for improving internal quality standards and 
workflow elsewhere.24 Client satisfaction survey has been 
widely used as a quality improvement tool in hospitals, 
and it is crucial for ensuring the safety of patients.25 26 
Indeed, patient satisfaction surveys have been widely used 
to measure the quality of health services provided in 
healthcare facilities.25 26 However, feedback on client satis-
faction surveys has not been widely used for developing 
patient safety and quality improvement initiatives.26 Also, 
the 5S approach is applicable in all locations,27 and its 
role in reducing patient waiting time has been established 
by scholars in Tanzania.28

The hospitals’ performance on knowledge and 
learning in the patient safety domain was high. This is 
comparable to a previous assessment in Ghana.11 Most of 
the hospitals had mechanisms for continuous education 
for healthcare professionals. These mechanisms include 
in-service training, clinical sessions and continuous 
professional development workshops. Continuous educa-
tion for healthcare professionals is crucial in sustaining 
quality of care,29 and this is mostly done through in-ser-
vice training.30 Continuous professional development is a 
lifelong learning process that facilitates the acquisition of 
new knowledge and skills to enable competent medical 
practice.31 The hospitals had varied clinical audit systems, 
including maternal mortality, general mortality, stillbirth 
and perinatal mortality audits. These audit systems are 

crucial in identifying the prevalent causes of hospital 
deaths.32 In fact, clinical audit is used as a tool for quality 
improvement, and it is central to healthcare and patient 
safety.33 34

The hospitals were also rated high on patient safety 
awareness-raising. Patient rights charter was exhibited in 
the form of posters and leaflets in the patient care areas of 
each hospital. This is not new; posters are regularly used 
in healthcare settings to provide information to clients.35 
Even though the hospitals claim to often display posters 
and leaflets about the patient charter, a previous survey 
in Ghana found that patients do not know the existence 
or the contents of the patient charter.36 The availability of 
the patient charter in hospitals is vital in promoting the 
operationalisation of the patient charter.36 Most hospi-
tals had mechanisms to sensitise hospital staff on patient 
safety issues. Patient safety concerns are primarily human 
and system errors.37 Therefore, sensitising staff about 
patient safety issues is crucial in reducing patient harm 
in healthcare settings. The hospitals also used public 
address systems to inform patients about patient safety 
issues. Indeed, the role of health information technology 
in improving patient safety and quality of care has long 
been emphasised by scholars.38 Public address systems 
may be the means for communicating patient safety issues 
to the illiterate population in healthcare settings.

The hospitals also scored high in MS, where most had 
policy documents on MS. Guidelines on MS are crucial 
in preventing medication errors. For instance, a previous 
study in Ethiopia found a high rate of medication errors 
related to the unavailability of medication administration 
guidelines.39 Most (93%) of the hospitals had drugs and 
therapeutic committees. This varies from a previous study 
in Jordan, where only 45% of the hospitals surveyed had 
medicine and therapeutic committees.40 Drug and thera-
peutic committees have a crucial role in general prescrip-
tion policies.40 Similar to a previously published report,41 
only a few of the hospitals assessed had a dedicated 
budget for patient safety activities. The good financial 
standing of a hospital is related to an improved patient-
reported experience of care.42 On the contrary, higher 
odds of having patient safety issues are related to a decline 
in finances over time.43 PSSR was the lowest-performing 
action area. This aligns with a similar assessment done 
in Ghana by Otchi et al.11 The PSSR domain presents an 
opportunity for the Ghana Health Service, the Ministry 
of Health and development partners to work together to 
improve the hospitals’ capacities to do surveillance and 
research-related activities.

Limitations and strengths of the study
The study participants were purposively selected. This 
could have introduced some kind of bias as it is inherent 
in non-probability sampling techniques. Due to variations 
in health systems across the globe, a comparison of our 
study to other studies elsewhere should be done cautiously. 
Notwithstanding, the study’s strength is the collection of 
both qualitative and quantitative data through interviews 
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and observation. In addition, the hospitals were selected 
across Ghana’s coastal, middle and northern belts. This 
makes our findings nationally representative.

CONCLUSION
The survey has provided valuable insights into the current 
patient safety status in Ghanaian hospitals. The overall 
national patient safety score was rated high (85%). This 
means that patient safety systems in the healthcare facili-
ties were generally good, as reflected by their high perfor-
mance in knowledge and learning in the patient safety 
domain. Despite this high score, there were variations in 
the performance of the hospitals across the various action 
areas, with most of the hospitals performing well in KLPS, 
PSHSSD and patient safety awareness-raising. Patient 
safety surveillance, PSF, PSP and MS are key areas that 
were poorly implemented by the hospitals. The results of 
the current study will help policy makers and healthcare 
professionals to better understand the current patient 
safety status in Ghanaian hospitals. The findings of this 
study will also form the scientific basis for the purpose of 
developing a national patient safety policy in Ghana. This 
is crucial for ensuring resilient and sustainable health 
systems that guarantee safer care to all patients in Ghana.

Implications for public health policy in Ghana
1.	 The Ghana Health Service and partners should insti-

tute measures to harmonise mechanisms for continu-
ous patient safety education for healthcare workers in 
Ghana.

2.	 There is also an urgent need to standardise mecha-
nisms for informing and engaging patients and fami-
lies about patient safety issues.

3.	 Mechanisms for sensitising staff on the importance of 
patient safety should be harmonised across all hospi-
tals in Ghana.

4.	 There is a need for awareness creation and standard-
isation of tools for patient safety in Ghanaian health-
care facilities.

5.	 More efforts to engage patients and community mem-
bers in priority setting, policy development, health ser-
vice delivery planning and patient safety improvement 
are critical, particularly in client complaints manage-
ment.

6.	 The Ghana Health Service should compel facilities to 
develop annual patient safety, and healthcare quality 
plans to receive funding from internally generated 
funds.

7.	 The hospitals should be empowered to routinely un-
dertake operational research in the area of problems 
associated with patient safety, causes of patient safety 
problems, generating solutions to patient safety prob-
lems and translating patient safety solutions into prac-
tice.

8.	 We also recommend similar patient safety assessments 
in non-hospital healthcare facilities at the lower levels 

of care to strengthen patient safety in Ghana’s primary 
healthcare efforts.
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