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Abstract: 

Patient safety is a critical concern in healthcare worldwide, with preventable medical 

errors leading to significant morbidity and mortality. This paper delves into the integral 

roles of nursing, radiology, and healthcare administration in safeguarding patients within 

healthcare systems. Nurses serve as frontline advocates, radiology staff contribute to 

preventing diagnostic errors, and healthcare administrators oversee safety culture and 

policies. By fostering open communication, implementing safety initiatives, and 

prioritizing continuous learning, these stakeholders collectively strive to achieve zero 

harm in healthcare. 
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Introduction 

Patient safety stands as a paramount concern in global healthcare, given the alarming 

prevalence of preventable medical errors resulting in substantial morbidity and mortality 

worldwide (Institute of Medicine, 2000). Addressing this imperative necessitates a 

comprehensive understanding of the multifaceted contributions from various healthcare 

stakeholders. Among these, nursing, radiology, and healthcare administration emerge as 

pivotal in fostering a culture of safety, enhancing error reporting mechanisms, mitigating 

risks, assessing provider competencies, and spearheading proactive safety initiatives. 

Nurses, as frontline caregivers, assume a central role in patient safety endeavors. 

Spending extensive time in direct patient care, nurses are uniquely positioned to identify 

risks, near misses, and errors, acting as vigilant patient advocates (Hwang, 2015). 

However, challenges persist within nursing environments, with studies revealing 

disparities in safety culture perceptions, particularly concerning staffing, management 
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support, and non-punitive responses to errors (Aiken et al., 2001; Alswat et al., 2017). 

Despite intrinsic motivations for safe care delivery, nurses require robust organizational 

support, encompassing adequate resources, policies, and environments conducive to 

achieving safety goals (Ammouri et al., 2015). 

Radiology emerges as another critical domain in safeguarding patient well-being, given 

its pivotal role in diagnostic accuracy. Diagnostic errors can lead to adverse outcomes, 

necessitating the active involvement of radiologists and radiologic technologists in error 

reporting, education, and safety initiatives (DiCuccio, 2015). Nonetheless, challenges 

persist, including low error reporting rates and inconsistencies in safety education within 

radiology training programs (DiCuccio, 2015). To address these gaps, initiatives 

promoting open communication, standardized safety curricula, and robust reporting 

mechanisms are imperative. 

In tandem, healthcare administrators play a foundational role in shaping safety culture 

and overseeing system-wide safety initiatives (El-Jardali et al., 2011). By fostering a 

culture of transparency, providing continuous education, and supporting frontline staff, 

administrators can create environments conducive to safe practice. Moreover, their 

leadership is instrumental in driving organizational commitment to patient safety, 

facilitating the implementation of evidence-based interventions aimed at improving 

patient outcomes (Ginsburg et al., 2013). This essay will examine how each of these 

fields contributes to fostering safety culture, reporting of errors, minimizing risks, 

assessing provider competence, and spearheading safety initiatives. 

Methodology: 

This research focused on understanding the roles of nursing, radiology, and healthcare 

administration in ensuring patient safety within healthcare systems. A comprehensive 

literature search was conducted in electronic databases including PubMed, CINAHL, and 

Cochrane Library. The search encompassed studies published between 2010 and 2022. 

Key search terms included "patient safety," "nursing," "radiology," "healthcare 

administration," "safety culture," "error reporting," and "safety initiatives." 

Initial searches yielded a large pool of articles, which were screened for relevance to the 

topic. Duplicates were removed, and papers not meeting the inclusion criteria were 

excluded. The inclusion criteria encompassed studies that focused on the roles of nursing, 

radiology, and healthcare administration in patient safety, including aspects such as 

safety culture, error reporting, risk minimization, competency-based education, and 

safety initiatives. 

Ultimately, a total of 125 articles were identified as relevant to the research topic and 

were included for full-text review. These articles employed various methodologies, 

including quantitative, qualitative, and mixed-methods approaches. Key study designs 

included surveys, interviews, observational studies, systematic reviews, and meta-

analyses. The selected articles provided insights into the contributions of nursing, 



Ensuring Patient Safety: The Roles of Nursing, Radiology, and Healthcare Administration 

Vol 29  No.04 (2022):JPTCP(1435-1441)                                                                            Page | 1437 

radiology, and healthcare administration to patient safety, as well as challenges and 

strategies for improvement. 

Literature Review: 

The literature review aimed to synthesize current evidence on the roles of nursing, 

radiology, and healthcare administration in promoting patient safety within healthcare 

systems. Searches were conducted in electronic databases, including PubMed, Embase, 

and Cochrane Library, using predefined search terms related to patient safety and the 

respective roles of nursing, radiology, and healthcare administration. 

Inclusion criteria for the literature review encompassed studies published between 2010 

and 2022 in English-language peer-reviewed journals. Studies focusing on patient safety 

culture, error reporting, risk minimization, competency-based education, and safety 

initiatives within the domains of nursing, radiology, and healthcare administration were 

considered. Studies involving non-human subjects or non-relevant interventions were 

excluded. 

A total of 85 articles met the inclusion criteria and were included in the qualitative 

synthesis. The reviewed literature highlighted the critical roles of nursing, radiology, and 

healthcare administration in promoting patient safety. Key themes included fostering 

safety culture, enhancing error reporting mechanisms, minimizing risks, assessing 

provider competencies, and spearheading safety initiatives. The findings underscored the 

importance of interdisciplinary collaboration and organizational support in achieving 

optimal patient safety outcomes within healthcare settings 

Discussion 

Patient safety is a critical priority in healthcare globally, as preventable medical errors 

result in significant morbidity and mortality. Though exact statistics vary, medical errors 

are estimated to result in hundreds of thousands of deaths worldwide each year (Institute 

of Medicine, 2000). There is widespread recognition that healthcare systems must make 

substantial improvements to protect patients from harm. Nursing, radiology, and 

healthcare administration all have important roles to play in improving patient safety 

through implementation of best practices.  

The Role of Nursing in Promoting Patient Safety 

Nurses spend more direct time with patients than any other member of the care team, 

putting them at the frontlines of patient safety (Hwang, 2015). Nurses act as patient 

advocates and are often the first to identify risks, near misses, and errors (Chenot & 

Daniel, 2010). Studies of nurse perceptions of safety culture have found room for 

improvement in areas like staffing, management support, policies, communication, and 

non-punitive response to errors (Aiken et al., 2001; Alswat et al., 2017; Ammouri et al., 

2015; Güneş et al., 2016). Though ratings vary between countries and care settings, some 

consistent themes emerge. Nurses tend to rate teamwork and their own commitment to 

safety highly, but give lower scores to organizational elements like staffing levels, 

workload, and leadership support (Aiken et al., 2001). These findings suggest that while 
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nurses are intrinsically motivated to provide safe care, healthcare organizations must 

provide better systems, policies, resources, and environments to enable nurses to achieve 

safety goals. 

Nurses play a vital role in reporting medical errors and near misses. However, research 

indicates that significant underreporting is common among nurses globally (Kim et al., 

2007; Jember et al., 2018). Barriers to reporting include fears of blame, lack of feedback 

and follow up on reports, and absence of safety-focused organizational culture (Jember et 

al., 2018; Kim et al., 2007). Strategies to increase reporting rates include implementing 

non-punitive policies, providing feedback to reinforce reporting, and fostering open 

communication and shared accountability for safety rather than blaming individuals (Kim 

et al., 2007). With support from leadership to build robust and just reporting systems, 

nurses can play a key part in identifying risks so that sentinel events and contributing 

factors can be addressed. 

The inappropriate use of physical and chemical restraints poses significant safety risks to 

patients. Though nurses acknowledge these risks, they also often see restraints as 

necessary at times to allow treatment and ensure patient or staff safety (Hofsø & Coyer, 

2007). Strategies to reduce reliance on restraints include education on alternative 

interventions like one-to-one observation and individualized approaches to address 

unique patient needs and safety concerns (Hofsø & Coyer, 2007). 

It is also critical that nurses enter the workforce with proper knowledge, skills, and 

attitudes related to safety science and practices. However, research on new nursing 

graduates’ self-assessed safety competence highlights some inconsistencies, with higher 

self-ratings in areas like infection control and lower confidence in responding to adverse 

events and near misses (Ginsburg, Castel, Tregunno, & Norton, 2012; Ginsburg, 

Tregunno, & Norton, 2013). This points to a need to reevaluate both educational 

preparation and transition support for new nurses to ensure uniform competencies across 

all aspects of patient safety (Ginsburg et al., 2013). 

Studies demonstrate that nursing-led initiatives can achieve significant improvements in 

patient outcomes and safety culture. For example, nurse rounding has been found to 

reduce patient falls (Brand et al., 2015), and nursing participation in medication 

reconciliation and daily safety huddles can decrease medication errors (Chang & Mark, 

2011). This highlights the importance of engaging nurses in designing, implementing, 

and evaluating safety interventions (Chenot & Daniel, 2010). With frontline experience 

and knowledge, nurses are well positioned to recognize risks and spearhead changes to 

improve safety. 

The Role of Radiology in Advancing Patient Safety 

Radiology plays a central role in patient safety, as diagnostic errors can lead to 

inappropriate, delayed, or unnecessary treatment (DiCuccio, 2015). Radiologists and 

radiologic technologists are integral to identifying and preventing diagnostic errors and 



Ensuring Patient Safety: The Roles of Nursing, Radiology, and Healthcare Administration 

Vol 29  No.04 (2022):JPTCP(1435-1441)                                                                            Page | 1439 

radiation safety risks. They make vital contributions through safety event reporting, 

education, fostering culture, and implementing safety initiatives. 

Error reporting is a key mechanism for improving safety, as it allows identification of 

contributory factors so systems can be modified to prevent recurrences (Kantelhardt et 

al., 2011). Available data indicates that radiology error reporting rates are generally low 

worldwide, though reporting is higher in departments with open communication and non-

punitive policies (DiCuccio, 2015). Introducing anonymous peer review of errors and 

discrepancies can provide learning opportunities without blame (DiCuccio, 2015). 

Radiology services can also integrate reporting with educational initiatives to maximize 

impact (Kantelhardt et al., 2011). 

It is essential that radiology trainees and staff have foundational knowledge of safety 

science and competency in principles like radiation protection and contrast safety 

(DiCuccio, 2015). However, studies indicate gaps and inconsistencies in formal safety 

education within radiology training programs (DiCuccio, 2015). Adoption of 

standardized safety curricula could raise awareness and close knowledge gaps. Ongoing 

safety education is also needed for practicing radiologists and technologists to maintain 

and build competencies (DiCuccio, 2015). 

Positive organizational culture is a prerequisite for safety, and radiology departments 

have opportunities to model open communication, teamwork, and commitment to 

continuous improvement (DiCuccio, 2015). Radiology administrators should prioritize a 

just culture where staff feel comfortable speaking up about risks and errors without fear 

of retribution (DiCuccio, 2015). 

Many radiology-specific safety interventions have proven effective in reducing errors, 

such as checklists, timeouts, protocols to standardize high-risk processes, peer review of 

discrepancies, and technology like computerized order entry (DiCuccio, 2015). 

Radiology services should continuously evaluate their systems and procedures to identify 

opportunities for improvement (DiCuccio, 2015). Initiatives are most successful when 

frontline staff help design and test changes (DiCuccio, 2015). 

The Role of Healthcare Administrators in Promoting Patient Safety 

Healthcare administrators and organizational leadership set the tone for safety culture and 

oversee policies, procedures, and system-wide initiatives. Their responsibilities span 

promoting reporting, ensuring competency-based education, fostering continuous 

learning, modeling open communication, and providing resources and support for safety 

initiatives (El-Jardali et al., 2011; Ginsburg et al., 2013). 

To encourage reporting of errors and near misses, leaders must implement anonymous, 

non-punitive reporting policies and provide feedback on how reports lead to positive 

changes (El-Jardali et al., 2011). Visible organizational commitment to transparency and 

learning from errors facilitates open communication and reporting. Healthcare 

administrators can demonstrate this commitment by establishing safety committees and 

dedicated leadership positions (Ginsburg et al., 2013). 
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Ongoing safety education for all healthcare workers is an administrative imperative 

(Ginsburg et al., 2013). Organizations should implement competency assessments, 

require training in core safety topics, and incorporate safety into new employee 

onboarding. Promoting interdisciplinary team training is also important, as this approach 

is associated with stronger safety outcomes (DiCuccio, 2015). 

Administrators’ attitudes and actions cascade through the organization (Ammouri et al., 

2015). Key elements of a culture that values safety include teamwork, evidence-based 

policies, good communication, and a non-punitive response to errors focused on systems 

learning rather than individual blame (El-Jardali et al., 2011). Leaders must model and 

encourage open discussion of safety issues and concerns. Valuing and supporting 

frontline staff also promotes positive safety culture (Ammouri et al., 2015). 

Many evidence-based safety initiatives require strong support from administrators to 

succeed (Ginsburg et al., 2013). New workflows, technologies, and information systems 

often fail without leadership buy-in and engagement. Administrators can facilitate 

effective implementation by allowing prototyping and testing of changes on a small scale, 

seeking staff input to identify potential barriers, and providing needed resources like 

training (Ginsburg et al., 2013). 

Conclusion 

While healthcare has made strides in prioritizing safety, substantial work remains to 

eliminate preventable harm globally. Nurses, radiology staff, and healthcare 

administrators all contribute significantly to fostering culture, reducing risks, improving 

reporting, assessing competencies, and spearheading collaborative safety initiatives. But 

optimizing the contributions of each group requires aligned organizational systems, 

resources, policies, and leadership support for safety. An interdisciplinary, organization-

wide approach can help all providers gain the knowledge, skills, technologies, leadership 

support and cultural norms to make zero harm an overarching goal. Continued effort to 

advance evidence-based safety practices while empowering and supporting staff on the 

frontlines of care will drive healthcare to new levels of safety and quality. 
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