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Abstract 

 
Background Recognizing medical error as learning opportunities mandates a 

supported culture. The aim of this study was to assess the level of safety culture in 

Saudi public hospitals. It also aims to evaluate the difference in perception toward 

safety culture between management and healthcare providers. 

Methods This cross-sectional study carried out across two public hospitals in Riyadh, 

Saudi Arabia using questionnaires obtained from AHRQ in 2014-2015.  

Results 412 participated in the study in which 77% (n=317) recognized the culture as 

a punitive response once errors occurred while 54.8% (n=225) reported lack of 

communication openness. Healthcare providers in contrary to management were more 

likely to report a lack of communication openness and the culture as a punitive once 

errors occurred. 

Conclusions We argue that the sustainability of punitive response to error in Saudi 

hospitals lies in the presence of a gap between management and healthcare providers. 

Implications There is a need for initiatives advocating the importance of safety 

culture targeting managers specifically. As a result, this will have positive sequelae on 

the patient safety culture as a whole and on the other safety culture dimensions. 

Keywords Safety culture, Healthcare Management, and healthcare providers. 

 

1. Introduction: 

Safety culture is a shared value and 

beliefs translated into a behavior. [1] 

Hence, it represents a social contract 

with the organization that depends on 

individual efforts to contribute 

collectively toward patients care. Since 

errors are learning opportunities 

embracing the safety as a culture 

requires a movement from self-

correcting behavior toward collectivist 

learning. [2,3] The system-level 

approach recognizes errors for the sake 

of controlling its future occurrence 

rather than only correcting it instantly. 

[4] As such, safety culture is a form of 

organizational change that embraces 

human error as a product of system 

failure and vice versa. [5,6]
 

The Agency for Healthcare Research 

and Quality (AHRQ) advocated 

several components of safety culture 

for a better healthcare outcome; among 

those are communication openness, 

feedback about error, and non-punitive 

response to error, in addition to efforts 

toward continuous improvement. [7] 

Those dimensions are interlinked and 

an improvement in one dimension 

requires an improvement in the rest. 

For instance, the implementation of 

any safety initiatives requires an 

empowerment to learn that closely 

linked to a culture of communication 

openness. [6]
 
However, hindering one 

learning opportunity through lack of 

communication openness may hinder 

further opportunities that go unnoticed. 
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This takes place when the lack of 

communication openness becomes a 

feedback about error and hence no 

motivation to learn. [8] Similarly, the 

willingness of individuals to report in 

the absence of punitive response to 

error exemplify that feedback about 

error perceptually feed the next action 

if error happened. [5]
 
On an individual 

and on a team level, lack of feedback 

about error will influence future 

learning opportunities through 

openness to disclose other errors. [9] In 

a recent multi-level modeling study, 

such correlation between the various 

safety culture dimensions ultimately 

influences the voluntary reporting 

behavior [10]. And hence further 

contributing negatively to safety 

culture.  

A strive toward improvement of the 

safety culture in hospitals of Saudi 

Arabia has its root in the establishment 

of The Saudi Central Board For 

Accreditation Of Health Care 

Institutions (CBAHI) that began its 

work on 2005. CBAHI mission is to 

promote quality and safety in 

healthcare institutions. Several studies 

conducted thereafter investigating the 

level of safety culture among various 

Saudi hospitals. In 2009, a cross-

sectional study compared public and 

private hospitals found that nine public 

hospitals required more improvements 

in communication openness and non-

punitive response to error as compared 

to private hospitals. Such findings 

were associated with under-reporting 

of errors. The study noted three 

predictors that influence safety culture 

teamwork, staff position and managers 

expectations. [11]
 

Another study 

conducted in 2010, accord with the 

former in the impact of blame culture 

on effective reporting of error and the 

patient safety in general among 13 

general hospitals. [12]
 
The study urged 

the proactive role of the top 

management rather than their reactive 

actions toward errors. Moreover, at a 

large teaching hospital in 2014, 

another study noted that the punitive 

response to error as one of the areas 

needed improvements along with 

communication openness and the 

overall perception of patient safety. 

[13]
 
Hence, the punitive response to 

error and the managerial role appear to 

dominate as dimensions that need 

further improvement in Saudi Arabia.  

“To err is human” report shed the light 

on the importance of leadership in the 

commitment for safety culture. [3]
 
This 

start by the acknowledgment of the 

importance of safety and to act based 

on such acknowledgment. Yet, their 

insight is crucial beyond the 

commitment of the staff. [14] The aim 

of this study was to assess the level of 

safety culture in public hospitals of 

Saudi Arabia in comparison to 

previous studies within the same 

settings. We also aim to evaluate the 

difference in perception toward safety 

culture between management and 

healthcare providers. 

2. Methods 

2.1 Study design 

This cross-sectional study carried out 

across two public hospitals in Riyadh, 

Saudi Arabia during the period of 

2014- 2015. The hospitals selected 

randomly - one is a tertiary center and 

the other is a general hospital. The 

study reviewed and fulfilled the ethical 

criteria. 

2.2 Data collection 

The questionnaires (in paper format) 

were distributed among different 

medical and surgical wards and 

management departments. Healthcare 

providers and managers invited for 
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participation. The participation was 

voluntarily and the questionnaires were 

anonymous. 

2.3 The Questionnaires  

Data collected through self-

administered questionnaires obtained 

from AHRQ to measure the safety 

culture in the selected hospitals. 

Questions under each construct 

obtained from AHRQ [7, 15]
. 

The 

questionnaires underwent few 

linguistic modifications for clarity and 

convenience purposes. Reliability 

analysis conducted thereafter and the 

Cronbach's alphas for each dimension 

calculated. 

 

The questionnaire included 

demographic details, questions about 

communication openness, feedback 

about error, non-punitive response to 

error and organizational learning. A 5-

point Likert scale used and include 

(strongly agree, agree, neutral, disagree 

and strongly disagree). 

2.4 Sample size estimation 

Sample size calculated by utilizing 

Raosoft online sample size calculator 

and estimated to be at least 385 with 

95% confidence interval and 5% 

margin of error. 

2.5 Statistical analysis 

Data analyzed using Statistical 

Package for Social Science (SPSS) 

software version 21 (SPSS Inc., 

Armonk, NY). The frequencies in 

addition to the mean and the standard 

deviations of the responses calculated 

along with one-way between-groups 

analysis of variance and calculated eta 

score in addition to Tukey test. For 

analysis purposes, Likert scale 

collapsed into a combination of 

“strongly disagree” and “disagree”. 

The “strongly agree” and “agree” 

combined for reporting frequencies of 

positive responses and for comparison 

purposes with other studies.  

2.6 Study population 

The inclusion criteria included 

participants who were adult healthcare 

employees working in public hospitals 

in Riyadh and were willing to 

participate by filling the questionnaire. 

Those include physicians, nurses, 

allied health workers, pharmacists, 

interns, and various level managers. 

Exclusion criteria included those who 

were younger than 20 years old. 

All the research meets the ethical 

guidelines and the legal requirements 

of our institutions. 

3. Results 

Four hundred and twelve participated 

in the study. The number of healthcare 

providers was 237 representing 57.7%, 

while managers were 39.8% (n=164). 

The demographic details of 

participants illustrated in table (1) and 

table (2). Table (3) present the safety 

culture dimensions along with the 

positive responses for each question.  

3.1 Safety Culture Dimensions and 

Their Predicators 

3.1.1 Punitive Response to Error 

Seventy seven percent (n=317) of the 

participants reported the presence of 

punitive response to errors. A one-way 

between-groups analysis of variance to 

investigate the impact of participants’ 

age and their perception toward the 

punitive response to error revealed a 

statistically significant difference [F (4, 

385)= 6.74, p<0.0005]. The actual 

difference in the mean scores between 

the groups of various ages calculated 

using eta squared was 0.07. Post-hoc 

comparison using Tukey test showed 
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that the mean score for group of 20-29 

years old (M= 20.77, SD=3.34) was 

significantly higher from the age group 

of 40-49 (M= 19.18, SD=4.09) and 50 

to 59 years of age (M= 17.66, SD= 

3.76). This also noted among the group 

of 30 to 39 years old (M= 20.12, SD= 

3.59) in comparison to older age 

groups. 

Furthermore, comparing the perception 

toward the culture of punitive response 

to error between healthcare providers 

and managers investigated thereafter. 

Because of the complexity of 

healthcare system in which there is an 

overlap between being a healthcare 

provider and a manager, we used 

various management roles from 

executive to supervisor to represent a 

management perspective. A one-way 

between-groups analysis of variance 

revealed a statistically significant 

difference [F (5, 375)=3.73, p=0.003]. 

The actual difference in the mean 

scores between the middle 

management and staff members groups 

using eta squared and post-hoc 

comparison using Tukey test revealed 

that the mean score for middle 

management (M= 18.59, SD=4.66) 

was significantly lower from staff 

group (M= 20.57, SD=3.45). 

Similarly, the influence of work 

pattern between rotating shifts, days 

only, evening only and nights only 

duties, investigated in relation to the 

culture of punitive response to error. A 

one-way between-groups analysis of 

variance revealed a statistically 

significant difference [F (3, 383)= 

6.13, p<0.0005] with an actual 

difference in the mean scores using eta 

squared of 0.05. Post-hoc comparison 

using Tukey test demonstrate that the 

mean score for the rotating shifts-type 

of work pattern group (M= 21.09, SD= 

2,95) was significantly higher that the 

days-only group (M= 19.39, SD=3.91). 

Another one-way between-groups 

analysis of variance applied to 

investigate the impact of the number of 

years in the current position and the 

perception of culture as a punitive 

response to error; the result was also 

statistically significant [F (4, 383)= 

3.33, p=0.011]. Using eta squared of 

0.034, post-hoc comparison using 

Tukey test demonstrate that the mean 

score for 1 to 2 years group (M= 20.59, 

SD=3.16) was significantly different 

from group with 20 years and more 

experience in their current position 

(M= 18.74, SD=3.67). 

Finally, we investigated the impact of 

the experience represented by the 

number of years in public hospitals of 

Saudi Arabia on the level of the 

punitive response to error using a one-

way between-groups analysis of 

variance [F (4, 383)= 5.27, p<0.0005]. 

The actual difference in the mean 

scores between the groups calculated 

using eta squared was 0.052. Post-hoc 

comparison using Tukey test 

demonstrated that the mean score for 

the group with 13 to 20 years of 

experience in public hospitals of Saudi 

Arabia (M=18.59, SD=4.29) was 

significantly different from the group 

with 1 to 2 years only (M= 20.33, 

SD=3.47). Furthermore, the group with 

20 years and more (M= 18.26, 

SD=3.46) was significantly different 

from group of 1 to 2 years (M= 20.33, 

SD=3.47), 3 to 7 years (M= 20.42, 

SD=3.40) and 8 to 12 years (M=20.54, 

SD=3.69). 

3.1.2 Lack of Communication 

Openness  

The percentage of the participants who 

reported lack of communication 

openness was 54.8% (n=225). The 

impact of the work pattern on the level 

of communication openness was 

statistically significant [F (3, 
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390)=4.66, p=0.003] with an actual 

difference in the mean scores using eta 

squared of 0.035. Post-hoc comparison 

using Tukey test demonstrate that the 

mean score for the rotating shifts group 

(M= 16.17, SD=4.49) was significantly 

different from the days only group 

(M= 14.62, SD= 3.73). 

The gender of participants and their 

age failed to reveal a significant 

association with the rest of the 

dimensions. 

3.1.3 Feedback and communication 

about Errors 

The average positive response toward 

feedback about error was 63.73% 

(n=242). The construct of ‘’The 

changes implemented based on event 

reports’’ did not reveal a positive 

response as this reveal the lowest 

percentages of 38% in comparison to 

other items.  

3.1.4 Organizational Learning and 

Continuous Improvement 

The average positive response for 

organizational learning was 53% 

(n=214). Neither the age of the 

participants nor their organizational 

role or their level of experience reveals 

a statistically significant difference. 

4. Discussion 

Upon investigating patients safety 

culture we noted that the majority of 

the sample believed the culture is 

punitive once error occurred and that 

two third of the sample were unable to 

question authority. We also noted that 

there is a feedback about errors and yet 

it is not associated with changes. On 

the other hand, 50% believed that the 

hospitals are continuously improving 

which indicates that half of the sample 

believes that the procedure and 

systems are not sufficient to prevent 

errors while similar percentages 

believe that there are improvements in 

patient safety culture. Therefore, this 

raises a question about the lack of 

insight into safety culture policies and 

practice. 

A comparison between our findings 

and findings from different studies 

within the same setting reveals a 

similar perception of patient safety 

within those dimensions. [11, 12]
  

The 

non-punitive response to error was the 

lowest among other safety culture 

dimensions. Figure (1) illustrates our 

results combined with results from 

three previous similar articles between 

2009 and 2014 in Saudi Arabia. As a 

result, the response to medical error is 

still punitive. Most of the safety culture 

dimensions are still the same with no 

improvements. The lack of data before 

2009 raise a question of whether there 

was any change even beyond 2009. 

However, when comparing our results 

with international studies results we 

noted that our hospitals’ culture 

perceived more punitive than US or 

China. [16]. Consequently, safety 

culture initiatives ought to target the 

punitive response to error first which 

we believe will ultimately improve the 

other safety dimensions. Overall, we 

certainly advocate fostering a “just 

culture” where blame balanced by 

accountability [14]. 

The feedback about error on the other 

hand, reveals a higher positive 

response, which may harbor two 

explanations. First, staff ideas are 

valued regarding preventing medical 

errors. Second, it may not really reflect 

positive responses per say. The 

presence of a feedback about error may 

represent a blame phenomenon. For 

instance, the high percentages of who 

reported, “staffs informed about errors 

that happened in their unit” also 

reported lack of feedback about 
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changes implemented based on event 

reports. Hence, feedback about error 

seems to focus more on the human 

error rather than on the system level. 

Certainly, a further investigation 

needed in such matter.  

Furthermore, we noted a gap between 

management and healthcare providers, 

which represent one of the predictors 

for the sustainability of the punitive 

response to error, and the lack of 

communication openness. Healthcare 

providers in contrary to managers were 

more likely to perceive the culture as a 

punitive once error occurred. This also 

noted in the different perception 

toward communication openness 

between those two parties. The 

perceptual disparity toward punitive 

was also seen among younger segment 

in comparison to older segment who 

usually holds a managerial role. The 

findings was replicated with those who 

have days-only duties represented by 

management in comparison to those 

with rotating shifts like emergency 

physicians, nurses and paramedics. 

Even the ones with higher professional 

experience and more experience in the 

healthcare system reported similar 

findings to management. One 

explanation is the difference in judging 

error between peers in comparison to 

vertical judgment from the 

management point of view. Yet such 

findings can also be explained by the 

variations between management and 

healthcare providers in their frequency 

to interact with patients and hence the 

propensity for errors. For instance, the 

difference in the perception between 

nurses and physicians toward safety 

culture argued to be attributed to the 

more interaction nurses have with 

patients. [16]
 

We noted that such 

disparity would be more pronounce 

between healthcare workers and 

managers. 

Moreover, a study in a Lebanese 

hospital accord with our argument. A 

punitive response to error was one of 

the reasons preventing employees from 

reporting errors freely and that the 

perception of safety culture reduced 

with seniority. [17] Because managers 

are the one to implement initiatives 

targeting safety culture, this 

discrepancy adversely affects the 

importance of such issue and resource 

allocation for its existence rather than 

its sustainability. 

5. Conclusions 

The gap between management and 

healthcare providers as first-line 

employees hinders safety culture as 

system improvements. The importance 

of an aligned vision could not be 

emphasized further. We advocate that 

initiatives targeting safety culture need 

to target management first for their 

contribution in fostering or hindering 

safety culture dimensions. Overall, 

management who are policy makers 

best illustrates the importance of safety 

culture as a concept. While healthcare 

providers who have a direct contact 

with patients correctly assess the 

dimensions of safety culture.  

The study had multiple strength points. 

One strength lies in investigating the 

gap between management and 

healthcare providers that never 

investigated previously and hence 

contribute to the predictors hindering 

safety culture worldwide. Investigating 

the perception of management and 

healthcare providers as two poles in 

one continuum was another strength. 

There are limitations however. The 

study may have a participation bias 

those who were willing to participate 

since the questionnaires were not 

distributed randomly. Moreover, 

participants rate was not accounted for 
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Figure 1. The level of safety culture dimensions of our study and three different national studies.

 

Table (1) shows the demographic detail of the participants.

Demographic variables 

Age (years) 

20-29 years                                                                                                   

30-39 years                                                                                                   

40-49 years      

50-59 years      

60 years and above       

Gender 

Male    

Female   

Professional portfolio 

Physicians                               
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The level of safety culture dimensions of our study and three different national studies.

shows the demographic detail of the participants. 

N. (Percentage) 

M= 20, SD= 9.28, 95% CI [19.10, 20.89]

29 years                                                                                                   155 (37.6%)

39 years                                                                                                   138 (33.5%)

77  (18.7%)

35   (8.5%)

7     (1.7%)

 199 (48.3%)

  210 (50.9%)  

Physicians                                166 (40.3%) 

2016/2017) 

he Authors 

 

The level of safety culture dimensions of our study and three different national studies. 

= 9.28, 95% CI [19.10, 20.89] 

(37.6%) 

138 (33.5%) 

77  (18.7%) 

35   (8.5%) 

7     (1.7%) 

  

199 (48.3%) 

210 (50.9%)   

  

166 (40.3%)  
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Nurses                                    70 (17%) 

Allied health                                   62 (15%) 

Pharmacist                                  23 (5.6%) 

Intern                                   11 (2.7%) 

Researchers                                   11 (2.7%) 

Other healthcare workers                               68 (16.5%) 

Organizational role   

Executives                                  22 (5.4%) 

Senior managers                                   31 (7.5%) 

Middle managers                                   39 (9.5%) 

Line managers                                   10 (2.4%) 

Supervisors                                62 (15.1%) 

Staff members                               237 (57.7%) 

Work pattern   

Rotating shifts                               128 (31.1%) 

Days only                               268 (65.2%) 

Evenings only                                    5 (1.2%) 

Nights only                                   6 (1.5%) 

 

 

 

Table (2) shows the level of experience of the participants in their profession and in the Saudi health system. 

Experiences (Number of year) 

In Saudi public hospitals 

M= 5.79, SD= 1.34 

95% CI [5.66, 5.92] 

In their profession 

M= 4.76, SD= 1.45 

95% CI [4.62, 4.90] 

1 to 2 years                                                         87 (21.20%)  65 (15.8%) 

3 to 7 years                                                            136 (33.10%) 152 (37%) 

8 to 12 years                                                        85 (20.70%)  76 (18.5%) 

13 years and more                                              100 (24.4%) 113 (27.4%) 
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Table (3) shows the questionnaire questions under each dimension and their Cronbach's alpha. 

Safety culture dimensions Positive response % Number of respondents Cronbach's alpha 

Communication 

Openness 
M= 35.1, SD= 4.95, 95% CI [28.95, 41.25] 

0.78 

Staff ideas and 

suggestions are valued in 

the hospital. 

36.6 149 

 

Staff opinions are ignored 

in the hospital. 
36 146 

 

It is easy for staff to 

speak up about problems 

in the hospital. 

39.9 163 

 

Staff feel free to question 

the decisions or actions of 

those with more 

authority. 

26.7 109 

 

Staff are afraid to ask 

questions when 

something does not seem 

right. 

36.3 148 

 

Feedback about Errors M= 68.82, SD= 4.75, 95% CI [62.92, 74.72] 0.801 

When staff report 

something that could 

harm patients, someone 

takes care of it. 

63.1 255 

 

In the hospital, we talk 

about ways to keep 

incidents/errors from 

happening again. 

70 284 

 

Staff tell someone if they 

see something that might 

harm a patient.  

68.3 276 

 

In the hospital, we talk 

about ways to keep 

patients safe. 

76 307 

 

Staff are informed about 

errors that happen in their 

unit. 

66.7 271 

 

Staff are given feedback 

about changes 

implemented based on 

event reports. 

38.3 

56  

Non Punitive Response 

to Errors 
M= 22.36, SD= 10.11, 95% CI [9.81, 34.91] 

0.651 

Staff are blamed when a 

patient is harmed. 
14.6 59 

 



Annals of Alquds Medicine                         Issues 12/13: 2-13 (2016/2017) 

11 

 

Staff worry that mistakes 

they make are kept in 

their personnel file. 

13.8 56 

 

Staff are treated fairly 

when they make 

mistakes. 

38 155 

 

Staff feel safe reporting 

their mistakes. 
26.6 107 

 

Staff feel like their 

mistakes are held against 

them. 

18.8 76 

 

When an event is 

reported it feels like the 

person is being written 

up, not the problem. 

20.3 82 

 

Organizational 

Learning and 

Continuous 

Improvement 

M=52.1, SD= 9.45, 95% CI [40.30, 63.82] 

0.84 

This hospital lets the 

same mistake happen 

again and again. 

44.8 182 

 

It is easy to make 

changes to improve 

patient safety in this 

hospital. 

47.4 192 

 

The hospital is always 

doing things to improve 

patient safety. 

65.8 266 

 

In this hospital, staff 

ideas to improve patient 

safety are listened to.  

44.3 180 

 

Mistakes have led to 

positive changes. 
58 235 

 

After we make changes to 

improve patient safety, 

we evaluate their 

effectiveness. 

52.3 212 

 

This hospital is 

continuously searching 

for improvement 

opportunities. 

58.4 234 
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