
INTRODUCTION
Patient safety is one of the crucial aspects of quality of healthcare 
and a determining factor in patients' health and lives. While in 
developed countries patient safety is now recognized as a top 
priority in their healthcare systems [1], the medical adverse events 
still remain as a global challenge and no country has yet overcome 
all of its patient safety problems [2]. Data from well-funded and 
technologically advanced hospitals con�rm that one in every ten 
patients admitted to hospitals is affected by an adverse event 
(incident rate of 10%). The situation is thought to be more 
challenging in developing countries with higher risk of patient harm 
due to the limitation of resources and lack of adequate 
infrastructures [3]. Medical error is unacceptably among the �ve 
most common causes of preventable death [4] and millions of 
patients are hurt each year due to unsafe care practices [5]. The use 
of effective communication among patients and healthcare 
professionals is critical for achieving a patient's optimal health 
outcome. Communication with regards to patient safety can be 
classi�ed into two categories: prevention of adverse events and 
responding to adverse events.[6] Use of effective communication 
can aid in the prevention of adverse events, whereas ineffective 
communication can contribute to these incidences. If ineffective 
communication contributes to an adverse event, then better and 
more effective communication skills must be applied in response to 
achieve optimal outcomes for the patient's safety. There are 
different modes in which healthcare professionals can work to 
optimize the safety of patients which include both verbal and 
nonverbal communication, as well as the effective use of 
appropriate communication technologies.[7]

AIM
This study aimed to examine the extent to which the dimensions of 
patient safety culture in a tertiary care hospital

MATERIALS AND METHODS
This observational study was conducted in a tertiary care hospital. 
Structured questionnaire was used to access the safety culture in 
hospital. Percentages of positive responses were calculated for each 
item and each dimension. Negatively worded items were recoded. 
The percentages represent the average percentage of positive 
responses. To obtain the dimension scores, item percent positive 
scores were computed �rst and then the scores were averaged, 

which gives equal weight to each item in a composite. 
Questionnaires with missing responses on all of the non-
demographic items were excluded from the analyses. 

RESULTS
In our study 51 staffs were answered the questionnaire. 57% of them 
are Nursing staffs, there are from various departments in the 
hospital. 41% of nursing staffs are from Medicine and Surgery 
departments; where as 12% of them are from Intensive care unit. 
10% of doctors were included in the study, they are from various 
departments. 81% of positive response for teamwork in safety of the 
patients in a ward. 80% of responses were about training programs 
and drills to prevent events during various activities regarding 
patient's safety.  60% of positive response for the management 
support and implementation of patient safety measures in the 
hospital. 

Table 1 Percentages of sample characteristics: hospitals and 
staff respondents
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Introduction; Patient safety culture is determined by the requirement of understanding of values, attitudes, 
competences and patterns behavior and focus on organization's care processes and involved workforces. 

Aim: This study aimed to examine the extent to which the dimensions of patient safety culture in a tertiary care hospital
Methods: This observational study was conducted in a tertiary care hospital. Structured questionnaire was used to access the safety culture 
in hospital. Percentages of positive responses were calculated for each item and each dimension.
Results: In our study 51 staffs were answered the questionnaire. 57% of them are Nursing staffs, there are from various departments in the 
hospital. 81% of positive response for teamwork in safety of the patients in a ward. 80% of responses were about training programs and drills 
to prevent events during various activities regarding patient's safety.  60% of positive response for the management support and 
implementation of patient safety measures in the hospital. 
Conclusion: patient safety culture within the hospital it is necessary to increase awareness and motivation to participate in further surveys. 
This survey can be used as a reference value for further patient safety climate surveys within the hospital.
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Sample Characteristics Number of 
Participants

Percentage

Staff position Nursing staff 29 57%
Medical staff 5 10%

Management and 
administrative staff 5 10%

Other 12 24%
Work area/unit 

type
Surgery 7 14%

Medicine 14 27%
Intensive care 6 12%

Radiology 2 4%
Emergency 3 6%
Laboratory 1 2%
Obstetrics 3 6%

Rehabilitation 1 2%
Pharmacy 2 4%

Paediatrics 3 6%
Psychiatry/mental 

health 2 4%
Anaesthesiology 4 8%
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Table  2  Percentage of safety culture dimension

CONCLUSION
Conducting patient's safety culture to identify opportunities for 
improvement is an important area for research with potentially 
useful implications for practice. To show a homogenous picture of a 
patient safety culture within the hospital it is necessary to increase 
awareness and motivation to participate in further surveys. This 
survey can be used as a reference value for further patient safety 
climate surveys within the hospital.
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Other 3 6%

Safety culture dimensions
Average percentage 
positive responses

Teamwork within units 81%

Supervisor/manager's expectations 
and actions promoting patient safety 65%

Organizational learning—continuous 
improvement 80%

Management support for patient 
safety 60%

Overall perceptions of patient safety 52%

Feedback and communication about 
error 44%

Communication openness 40%
Frequency of events reported 31%

Teamwork across units 56%
Staffing 40%

Handoffs and transitions 43%
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