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Abstract

Patient safety culture (PSC) has been considered less than its significance within high risk health care facilities so far. The aim of this
study was to firstly compare PSC among psychiatric, general, and critical/intensive care systems then, focus on common weaknesses
between Middle East countries. The study design was cross-sectional which was executed by using of a two stage sampling frame. Re-
searchers had 298 questionnaire completed (RR=62%) among three groups comprising nurses, nurse’s aides, and laboratory personnel.
The Farsi version of Hospital Survey on Patient Safety Culture (HSOPSC) questionnaire was employed in this study. Descriptive statis-
tics, and One Way ANOVA were used aiming to analyze collected data by using of SPSS 20. The highest percent of composite mean
scores in Specialized, Psychiatric, and Generals were 61.49%, 56.67%, and 55.69% respectively. Common weakest dimensions of PSC
among the three groups of hospitals included: Non-punitive response to error (24.3%), Staffing (32.18%), and Communication openness
(42.44%). There were no significant differences among means and variences of the three groups of hospitals. It can be concluded that
health care systems may have no differences in PSC correspond to disparities in amount of risk and job pressure. An implication of this
study is the possibility that PSC is mostly local, although some weaknesses between our study and Middle East seemed to be symmet-
rical.
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1. Introduction

Patient safety is described as “the freedom from accidental injury”
(Kohn et al., 2000, p.4) [1] but, it does not specify the path by
which safety flows into an organization. Singer et al. (2009) [2]
believe that this path is “the values shared among organization
members about what is important, their beliefs about how things
operate in the organization, and the interaction of these with work
unit and organizational structures and systems, which together
produce behavioral norms in the organization that promote safety”
(Singer et al., 2009, p.2). Patient safety culture (PSC) is the path
including of health care personnel’s values, notions, perceptions,
attitudes, and routines about how they would practice regarding
patients’ lives and safety [3] [4]. It is a concept which has been
framed in a wide range of industries including health care industry
[5] [6], which generates from workers’ perception through which
they express how rules are practically established after being en-
tered to organization and what is their reflect about everyday
changes in work environment as well as that, act as a basis for
demonstrating and anticipating professionals’ behavior with re-
gard to patient safety [7] [8].

Workplace Safety has been considered with the aim of reducing
medical and non-medical errors from various standpoints [9], safe
in the knowledge that different point of views within dormant and
clear situations in which medical errors and accidents happens
relating to workplace culture could be understood by assessment
of safety culture [5]. Safety culture in the field of health care con-
siders as a “leading indicator” so as to delivers necessary infor-

mation to predict and impede potential risks [6]. Tracing safety
culture to evidences of high risk situations with respect to profes-
sional’s safety perception can introduce strengths and weaknesses
of the organization to safety managers pertains to patient safety
[10].

Safety culture has been identified as a cornerstone aiming to estab-
lish and develop patient safety plans [11]. Also according to regu-
lations in some countries, industries dealing with high risk in their
everyday procedures must assess safety culture of the organization
frequently [12]. In addition, declaration of Joint Commission In-
ternational (JCI) concerning policies, procedures, and processes of
health care organizations in which suitable organizational culture
had to be inserted, so that whole system move along with appro-
priate culture [13], are the principal proponent in order for draw-
ing our attention to safety culture. On the other hand, a growing
body of literatures has shown high rates of medical injuries and
preventable death [14], including 50% of adverse events substan-
tiating this claim [15] [16]. Therefore, health care systems were
ranked as high risk organizations, inasmuch as statistics of adverse
effects and increasing complexity accompanying with these sys-
tems have been proving it thus far [6]. Hence, patient safety was
identified as one of the most significant columns in quality of
delivered care and if positive PSC exists at every entity of health
care organizations, clinical and organizational performance will
improve [13] [17] [18] [19] [20]. Positive culture affects on organ-
izations’ internal communication, relationships between different
and same levels of responsibilities, workers’ trustworthy feeling
with purpose of increasing in reports with regard to adverse events
to upper level supervisors and improving of pivotal medical error
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lessons [21] [22]. Unlike medical interventions, organizational
interventions relating to manner of workforce need lots of deep
attitudinal changes in order to achieve acceptable results [17].

In spite of the fact that health care workers provide the best care to
which they are able, still many errors exist in virtue of interaction-
al nature of human and organizations [23]. Given that, effects of
professionals with the intention of alleviating adverse events make
safety culture a main factor in development of patient safety [14].
In line with PSC having been considered as a key role player in
quality of care, a vacuity of health care workers’ compliance with
patient safety standards associated with safety culture has been felt
[24] [25] [26]. Accordingly, adapted education to PSC was inject-
ed into professionals’ education courses in many countries [27]
[28] [29].

Among service delivery systems, hospitals face to a countless
complexity pertains to work environment, multiple decentralized
work units, various top managers among which the power of deci-
sion making is divided, and convoluted rigid rules accompanying
with regulations which must be considered along with the way of
delivering health care services. In such places, professionals could
potentially kill people or get killed in light of the knowledge that
they ought to learn and treat simultaneously. In one hand, thor-
oughly organized health settings establish under supervision of
solid rules and precise safety assurance protocols. In the other
hand, hazardous unpredictable workplace from sights of both pa-
tients and health professionals delineate a contrast in health sys-
tem as a safe workplace. Thus, attitudes, behaviors, and perception,
which altogether constitute the culture of workplace, take effects
from this contradictory condition [30].

Psychiatric patients cause a particular situation in psychiatric hos-
pitals according to several special characteristic including unwill-
ing hospitalization and aggressive behaviors which exist in nature
of this type of patients. Secure in the knowledge that dangerous
places, violence, sexual harassment, mal use of medical equipment
are permanent characteristics of psychiatric hospitals, yet medical
events count a major growing issue on the ground that policy
makers and top managers of health settings disregarded this spe-
cial nature in which dealing with hazardous and difficult patients
[31], long time hospitalization, low job satisfaction, high usage of
anti-anxiety and relaxing drugs is quotidian [32]. Another major
high risk type of health settings appears in critical/intensive care
units particularly within specialized hospitals. This group con-
fronts a great volume of risk concerning patient safety in so far as
every patient in this units is engaged at least in one preventable
adverse event [33]. Not only patients in this units are extremely
vulnerable more than other group of patients with respect to their
health condition, but also medication errors happening in this units
proved to be firmly lethal allied to nature of care within this units
[34] [35]. The nature in which system disorders, problematic or-
ganizational factors, violation of medical protocols, distraction
and disturbance in the meantime of delivering care, and deficiency
of communication exists several times more than other types of
healthcare settings [34].

A wide range of studies have argued that there are some dispari-
ties between definitions of safety climate and safety culture how
safety climate includes perceptions of professionals about dimen-
sions regarding safety. In contrast, safety culture alludes to man-
ners, values, and notions when they impact on safety-related situa-
tions. Furthermore, there are some differences between measuring
methods of safety climates and safety culture. In several studies
have been recommended use self-report surveys in order for
measuring safety climate [5] [36]. By contrast so as to measure
safety culture has been recommended employ interview, observa-
tion, etc. [37] [38]. Nonetheless, these terms were considered in-
terchangeably in many studies as the current study [39].

Safety culture has been noticed in various industries in order to
frame some interventions for addressed gaps [17]. Meanwhile,
WHO and many professional authorities have advocating for pa-
tient safety programs aiming for promoting patient safety condi-
tion [40] [41]. Toward assessing PSC and to address patient safety
gaps the Agency for Health Care Research and Quality framed a

helpful tool called Hospital Survey on PSC namely Hospital Sur-
vey on Patient Safety Culture (HSOPSC) [42], which has been
employed in a wide spectrum of health care organizations [43] [44]
[45] [46]. HSOPSC questionnaire divides to 3 part including
Unite-level, Hospital-wide, and Outcome measures which these
parts comprise 7, 3, and 2 dimension respectively.

A wide growing body of literature has been trying to assess PSC
among various health care systems. Singer et al. (2003), in order
to meet identification of differences between various workers with
varied levels within organizations assessed safety culture. As a
result, significant differences were recognized not only between
the organizations, but also within types and levels of workers [47].
Go along with same purpose, Grant et al. (2006) in their study by
investigating dimensions of PSC argued that physicians’ percep-
tion were significantly different from other personnel regarding
team work and most of staff did not think with regard to incident
reporting in a positive way [48]. Meanwhile, Kim et al. (2007),
draw our attention to a non-punitive culture additionally, by intro-
ducing subgroups of workers showed that nurses’ perception con-
cerning patient safety differ in a spectrum from front line nurses to
older and high position nurses [46]. Like Kim et al. (2007),
Hellings et al. (2010), expressed that different attitudes in relating
to PSC exist between professional subgroups [49].

Hellings et al. (2007), like Grant et al. (2006), introduced “Team-
work within hospital units” dimension as one of the highest di-
mensional positive score ranked by personnel [45]. Also, similar
to Grant et al. (2006), and Kim et al. (2007), they found “Non-
punitive response to error” as the lowest dimensional positive
score among PSC dimensions [48] [45] [46]. In an evaluation of
PSC, Chen & Li (2010), in addition of demonstrating that health
care staff think positively regarding patient safety, recognized
some distinctive features in culture of workers thus, they consid-
ered this differences as nature of any different culture ; hence,
depend on case adaptive changes on measurement tools would be
necessary [50]. Ausserhofer et al. (2011), by highlighting nurses’
perception with the aim of describing error reports and prevailing
actions executing by nurses in hospital settings concluded that
staff’s behaviors with regard to adverse events and errors were
established in a low level of PSC; further, attaching PSC with
routine procedures and practices seems to be necessary [51]. A
recent study by Ballangrud et al. (2012), aiming for studying reg-
istered nurses’ perception in intensive care units suggested that
there are some differences not only between hospitals, but also
between types of ICUs with respect to PSC. Furthermore, “fre-
quency of incident reporting”, “feedback and communication
about errors”, and “organizational learning and continues im-
provement” has been considered as weaknesses [52].

A major body of researches has linked to PSC assessment so that,
assessing the impact of PSC has been evaluated with varied goals.
Nevertheless, noticeable lacking in assessing PSC so as to investi-
gate status of discrepancies corresponds to PSC among various
hospitals with different specialties exists and to pay attention in
this regard seems noteworthy.

In the current study we aimed to compare status of PSC among
psychiatric, general, and critical/intensive care units of specialized
hospitals of Tehran so as to establish a baseline of variety of PSC
among various care specialties for future plans and improvements
in health care system of Iran.

2. Methods

In this study the instrument, Hospital Survey on Patient Safety
Culture (HSOPSC), which was designed by the Agency for
Healthcare Research and Quality has been employed aiming to
measure hospital staff opinions about patient safety issues, medi-
cal errors and incident reporting in the targeted hospitals. [42]
Validity and reliability of Farsi version of this questionnaire were
measured by Javad et al. (2012). [53]

In the original questionnairel8 out of 56 items were restructured
in a negative way before survey initiation and after completion
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were recoded by researches for fallowing analysis after collecting
the questionnaires.

Twelve hospitals were considered as the study sample and were
divided into three groups, namely Psychiatric, General and Spe-
cialized with the intention of establishing a comparing frame of
PSC between Psychiatric, General, and critical/intensive care in
Specialized hospitals. Pursuing this aim, similar hospitals with
respect to size (<300 beds) were determined and opted. As results
4 hospitals for each group remained in order to constitute our
sampling frame.

In the second stage, targeted population was stratified into three
subgroups, namely nurse, nurse’s aide, and laboratory personnel.
Regarding uneven proportion of nurses, nurse’s aides, and labora-
tory personnel in hospitals, we calculated virtual amount of this
disparity among personnel. As a result we discovered that approx-
imately nurse’s aides proportion constitutes one-third of nurses
and lab personnel proportion is one-sixth of nurses in the study
population. Therefore, we had 40 questionnaire distributed in the
location of hospitals in the frame of stratified random sampling on
the ground of population proportions. In sum, 298 completed
questionnaire were received (RR=%62) which among 298 partici-
pants 38.7, 31.1, and 30.2 attributed to percentage of participants
in Specialized, General, and Psychiatric hospital groups respec-
tively. Researchers built a categorization regarding positive scores
which divided to five parts and named it cut-points. These five
parts comprise 20% each of the total scores delineating scores of
PSC from very strong position to very weak. Major proponent of
building this structure for scores is that we wanted to categorize
hospitals and dimensions of PSC precisely and distinctively in a
wide spectrum. Scores and conditions within cut-points are
showed in Table 1.

Table 1: Patient Safety Culture Grades in the Shape of Cut-Points

Table 2: Demographic Information of the Respondents

Variables Percentage
Sex Male 30.64
Female 69.36
. Single 34.68
Marital Status Married 65.32
Diploma 8.78
Associate 8.1
Education Bachelor 69.59
Master 6.8
Ph.D .36
Student of medical sciences ~ 7.09
30> 41.49
31-41 38.1
Age 41-51 15.99
51-61 2.39
61< 1.03
Nurse 67.79
Job Nurse’s aide 20.01
Laboratory workers 12.2
. . . Yes 82.04
Direct contact with patients No 17.96

Cut points Condition of patient safety culture
0%-20% Very weak

21%-40% Weak

41%-60% Average

61%-80% Strong

81%-100% Very strong

All the participants were aware of study objectives and researchers
received their informal consent in order for getting involved in the
study. After collecting all the questionnaires, they were converted
by employing SPSS20 software and also researchers utilized
(HSOPSC) manual aiming to refine data [42].

Ethical approval did not seem to be necessary since any patient
was not entailed in this study.

3. Results

3.1. Responses and demographics

From 480 questionnaires distributed in the investigated hospitals
(n=12) 310 were completed and returned to the researchers and
from which 298 questionnaires were identified as qualified ques-
tionnaire and were analyzed in this study. The overall response
rate was 64.5%. The Data were gathered between May and Octo-
ber 2014. Table 2 represents the demographic information of the
respondents.

Percentage of respondents participated in the survey from psychi-
atric, specialized, and general hospitals were 30.2, 38, and 31.2
respectively.

3.2. Mean positive scores (MPS) of patient safety culture

In this study we employed the manual made for HSPOSC users in
order for analyze and report the results of this survey. Thus, we
transform answers which were based on Likert scale to MPSs whit
the aim of express frequency of answer in each dimension (Sorra
& Nieva, 2004).

The highest percent of MPSs concerning dimensions of PSC given
the sum total of 12 hospitals were attributed to 78.55 “Organiza-
tional learning—continuous improvement”, 75.97 “Teamwork
within the unit”, and 70.72 “Executive management support for
patient safety” which locate 12 hospitals at the strong position
among the cut points in respective dimensions. The lowest percent
of MPSs regarding the sum total of 12 hospitals included 24.3
“Non-punitive response to error”, 32.18 “staffing”, and 42.44
“communication openness” directing the first two of mentioned
dimensions to the weak position and the last one to the average
position among the cut points. The highest and lowest standard
deviations were 15.57 allied to “Feedback and communication
about error” dimension and 7.48 related to “Teamwork within the
unit” dimension. Standard deviation (SD) and MPSs of the dimen-
sions in 12 hospitals with regard to categorization of the question-
naire (i.e. Unit-level, Hospital-wide, and Outcome measures) are
provided in Table 3.

Concerning the total MPSs among the surveyed hospitals, the
highest score were belonged to Sina hospital with x=67.97% the
lowest attributed to Cancer Treatment Center with x=46.16% (Ta-
ble 3).

Majority of respondents (40.6%) believed that patient safety grade
in 12 hospitals was strong and 49.3% of respondents have not
reported any error or adverse event to their superior authority in
past 12 months. Descriptive analysis of total outcome measures
for 12 hospitals is provided in Table 4.
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Table 3: Standard Deviation (SD) and MPSs of the Dimensions in 12

Table 5: Total MPS of Patient Safety Culture and Respective Standard

Hospitals Deviations among the Three Groups of Hospitals
Area of Mean  Standard MPS Patient
patient safety ~ Dimension (%) Deviation of area Grou Hospital safety Unit- Hospital- ~ Outcome-
culture . (%) P P culture Level Wide Measures
Communication open- score
ness 4244 794 Mean=60 Mean=61 Mean=59 Mean=60
(3 questions) e 97 8 41 39
Feedback and commu- Iranian Mean=58 Mean=55 Mean=67 Mean=57
nication about error 56.10 15.57 .79 4 .33 .87
Sty
expectations and actions 6637 7.9 atric Mey- Mean=54 Mean=47 Mean=65 Mean=60
(Unit-Level) promoting safety (4 ' ' manat .61 41 .8 .75
area of pa- questions) Total Mean=55 Mean=53 Mean=59 Mean=56
tient safpet Teamwork within the 53.7% group .84 .64 .51 .72
" Y unit 75.97 7.48 score SD=5.26 SD=6.37 SD=9.94 SD=5.99
(4 questions) Bahar- Mean=61 Mean=57 Mean=73  Mean=57
Staffing loo .59 .76 .16 .66
(4 questions) el el Valiasr Mean=53 Mean=52 Mean=61 Mean=46
Non-punitive response 9 .66 .66 .62
to error 24.3 12.96 Firoozg Mean=57 Mean=50 Mean=70 Mean=60
(3 questions) ar .01 22 27 .87
Organizational learn- General Sina Mean=67 Mean=64 Mean=71  Mean=72
ing—continuous im- 7855 9.75 .97 .23 B B
provemment (3 questions) Total  Mean=60 Mean=56 Mean=69 1can=59
xecutive management group 11 21 02 .28
(Hospital- ~ Support for patient 072 151 scoe  SD=611 SD=619 SD=505 oD 104
Wide) area safety (3 questions) 4
of patient Teaqurk across units 62.1 10.83 64.06 S Mean=57 Mean=52 Mean=76 Mean=47
safety cul- (auEseTs) : Ya- 5 09 47 5
ture Handoffs and transi- hiaeian ' ’ ’ ’
tions between unitsand ~ 59.37  9.88 Motahh  Mean=62 Mean=59 Mean=68 Mean=63
shifts (4 questions) ari .63 .89 .25 .62
Overall perceptions of Special- Cancer Mean=46 Mean=46 Mean=42 Mean=51
safety 57.09  10.62 iz‘; . Institute .16 17 33 87
(Outcome- (4 questions) 56.11 Arash Mean=51 Mean=46 Mean=67 Mean=46
Measures) Frequency of error ' 45 .04 .58 .16
reporting 298 AUA Total Mean=54  Mean=51 MR Mean=52
(3 questions) .65
group 43 .04 SD=14.7 .28
score SD=7.16  SD=6.53 ¢ o SD=7.93

Table 4: Descriptive Statistics of Total Outcome Measures for 12 Hospi-
tals

Dimensions of

Avrea of patient safety patient safety cul-

MPS (%)

Table 6: MPSs in Each Dimension of Patient Safety Culture among the
Three Groups of Hospitals

Buliie ture Dimension General Specialized Psychiatric
Frequency of error A Mean=47.74Mean=41.50Mean=38.08
reporting 55.13 SR CEHCE TS SD=323 SD=351 SD=12.01
(3 questions) Feedback and communication about Mean=55.83Mean=46.16Mean=66.33
Overall perceptions error SD=7.76 SD=15.89 SD=17.47
of safety 57.09 Frequency of Error reportin Mean=53.33Mean=51.66Mean=60.41
(4 questions) quency porting SD=12.72 SD=8.71 SD=9.41

Excellent 7.87 - Mean=34.24Mean=23.66Mean=14.99
(Outcome-Measures) Patient safety grade Good 40.73 MO (G2 L8R D Eli; SD=14.86 SD=9.71 SD=7.30
area of patient safety 1 question) Acceptable 1493  Organizational learning-continuous Mean=79.66Mean=73.66Mean=82.33
culture oy Bad 28.46  improvement SD=8.59 SD=13.55 SD=6.19
Unacceptable  7.61 Supervisor/manager expectations  Mean=69.68Mean=63.00Mean=66.43
0 49.4 and actions promoting safety SD=8.48 SD=10.89 SD=2.87
1-2 32.3 ; Mean=63.37Mean=65.43Mean=57.50
:\(Ia:?rlzee(; of events 5.3 111 Teamwork across units SD=1051 SD=13.95 SD=8.96
(1 question) 6-10 1.3 Teamwork within Unit Mean=73.81Mean=72.87Mean=81.25
20-11 2.7 SD=5.91 SD=9.76 SD=4.34
21< 82 Executive management support for Mean=78.58Mean=70.41Mean=63.16

3.3. Scores of PSC in psychiatric hospitals versus spe-
cialized and general hospitals

Among the three groups of hospitals, the highest percent of MPSs
attributed to specialized hospitals with %61.49. Psychiatric and
general hospitals with 56.67% and 55.69% situated in a row after
specialized hospitals. MPSs of PSC and respective standard devia-
tions among the three groups of hospitals are represented in Table
5.

SD=6.43 SD=22.27 SD=11.86
Mean=65.25Mean=53.00Mean=53.03
SD=10.00 SD=11.29 SD=7.28
Mean=65.12Mean=55.12Mean=57.87
units SD=4.87 SD=11.34 SD=11.60
Staffing Mean=32.56Mean=36.75Mean=27.25
SD=11.85 SD=18.46 SD=8.18
The highest MPSs in psychiatric hospitals includes 82.33% “Or-
ganizational learning-continuous improvement”, 81.25% “Team-
work within Unit”, and 66.43% “Supervisor/manager expectations
and actions promoting safety” which situated this group of hospi-
tals in the very strong position at the first two named dimension
and in the strong position for the last one. The lowest MPSs were
14.99% “Non-punitive response to error”, 27.25% “Staffing”, and
38.08% “Communication openness” locating the first one in the

patient safety
Overall perception of safety

Hand-offs and Transitions between
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very weak area and the second two mentioned dimensions in the
weak area of the cut points. Table 6 reveals MPSs in each dimen-
sion of PSC in psychiatric hospitals.

In psychiatric hospitals 41.11% of the participants considered
patient safety grad acceptable and 27.77% of respondents articu-
lated that any adverse event or error have not been reported by
them in past 12 months. Frequencies of outcome measures (the
grade of hospitals’ patient safety expressed by personnel=E1 and
the percent of personnel which not reported any medical error in
one year=G1) in psychiatric hospitals are available in Table 7.

Table 7: The Most Frequent Answers for E1 and G1 (%)

Hospital Group El Gl
Psychiatric 41.11(acceptable) 27.77
Specialized 52.2(strong) 60
General 47.31(strong) 56.98
Total 40.2(strong) 49.3

The highest specialized hospitals’ percent of MPSs included 73.66
“Organizational  learning-continuous improvement”, 72.87
“Teamwork within Unit”, and 70.41 “Executive management
support for patient safety” locating them in the strong position.
The lowest MPSs were 23.66 “Non-punitive response to error”,
36.75 “Staffing”, and 41.5 “communication openness” situating
the first two in the weak spot in the cut points and the last one in
the average position. Mean and SD of MPSs in each dimension of
PSC in specialized hospitals represents in Table 7.

In specialized hospitals, 52.2% of Respondents expressed that the
grade of patient safety was strong and %60 have not reported any

error or adverse event to their superior authority in past 12 months.

Frequencies of outcome measures in specialized hospitals are
revealed in table 8.

The highest MPSs among general hospitals comprised: 79.66%
“Organizational learning-continuous improvement”, 78.58% “EXx-
ecutive management support for patient safety”, and 73.81%
“Teamwork within Unit” respectively which established them in
the strong area of the cut points in the named dimensions. The
lowest MPSs among general hospitals include 32.56% “Staffing”,
34.24% “Non-punitive response to error”, and 47.74% “communi-
cation openness” locating this group of hospital in the weak area
of the cut points in the first two named dimensions and in the av-
erage position with respect to the last dimension. Table 7 provides
MPSs in each dimension of PSC in general hospitals.

Regarding patient safety grade, 47.31% believes that very strong
was the position of general hospitals and 56.98% of the partici-
pants claimed that they have not reported any adverse events or
medical errors in the past 12 months. Frequencies of outcome
measures in general hospitals are available in table 8.

3.4. Comparison of safety culture dimensions among
various groups of hospitals

The differences among the three groups dimensions’ MPS allied
to PSC were analyzed by employing one-way ANOVA analysis
and Tukey’s HSD. Results of ANOVA analysis revealed that there
are no significant differences between dimensions of the three
groups of study sample. Results of ANOVA analysis overall
MPSs exposed the fact that there are no significant differences
among the three groups of hospitals (P < 0.05). Similarly, have not
been emerged any significant differences out of Tukey’s HSD test
pertain to MPSs (P < 0.05).

4. Discussion

The most striking observation to emerge from the data comparison
was absence of significant differences neither in the sum total of
MPS among the three groups of hospitals nor in 12 dimensions of
PSC questionnaire (HSOPSC). These findings would seem to
imply that within a psychiatric hospital considering its unique
condition regarding safety and security in comparison with other
two groups and a critical/intensive care unit in specialized hospital

having a high workload and heavy job pressure on its personnel
PSC have been perceived and implemented similarly which delin-
eates an enormous gap correspond with safety culture since there
are some fundamental disparity given PSC amongst these three
type of hospitals in which clinicians deliver care [31] [32] [34].
Another key finding at this study allude to a general weakness
allied with PSC between the three groups of hospitals in our study
and other Middle East countries which our results showed mean
scores of Middle East PSC are superior in all of the 12 dimensions
of PSC [54] [55].

In the Psychiatric hospitals the strongest dimensions of PSC in-
cluded: Organizational learning-continuous improvement, and
Teamwork within Unit, in the specialized group the strongest di-
mensions were exactly the same as Psychiatric while in the Gener-
als organizational learning-continuous improvement and Execu-
tive management support for patient safety fulfilled as the strong-
est dimensions. Thus in the three groups of our study the strongest
dimensions were virtually similar.

With regard to the weakest dimensions among the three groups, it
was revealed that they were equal comprising: Non-punitive re-
sponse to error, staffing, and communication openness. Contrary
to expectations, our results express that there is an almost exact
similar weaknesses and strengths among the three types of hospi-
tal in this study.

In other domestic similar studies the strongest dimensions identi-
fied as Organizational learning-continuous improvement, and
Teamwork within Unit and the weakest recognized as Non-
punitive response to error, staffing, communication openness,
frequency of error reporting, and management support for patient
safety, supporting our results pertains to strongest and weakest
dimensions, suggesting that Iran’s hospitals dealing with identical
problems concerning PSC [54] [56] [57].

In Middle East countries the strongest dimensions includes:
Teamwork within Unit, Supervisor/manager expectations and
actions promoting safety, Organizational learning-continuous
improvement, and Executive management support for patient safe-
ty. Non-punitive response to error, staffing, and Hands-off and
Transitions between units were identified as the weakest dimen-
sions in the Middle East countries [55] [54]. Listed findings is in
complete agreement with our results so that, all of the strengths
and weaknesses emerged in the mentioned study are equal to ours.
It is necessary to mention that most of the PSC dimensions scores
within the three groups of hospitals were in weak and average
position thus they ask for a stiff consideration in PSC practices of
organizations internally and externally. Instead, we considered the
weakest dimensions asking for an urgent reformation which if
they were not rapidly modified, PSC in Iran may always remain an
unsolvable issue. Scores which located in the same area of cut-
points implicate that dimensions in one hospital or among hospi-
tals fulfilled degree in PSC is the same, although they may be
higher in little extent.

4.1. Non-punitive response to error

Several factors affect on this dimension among which attitude,
believes, and behaviors of organizations” CEOs and also supervi-
sor organizations (University of medical science and Ministry of
health affairs) pertains to the way of responding to error and med-
ical events can be blamed as the most effective factor. All the
more reason for creating this wrong culture was inappropriate
behaviors and retorting as soon as confronting to an error without
digging deep for a root cause. Consequently, ignorance toward
solving the root causes and afterwards, decreasing of service
quality in numerous health systems has been arising for decades
[56].

In this respect, providing we draw our attention to hospital as a
system in which hundreds of people and process are closely inter-
twined, it could be fathom that a collection of factors should stand
in one direction so that, a complex process of error happens. Giv-
en that, as a matter of fact events will not happen if the factors
were curbed to stand simultaneously in the same track of creating
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an event from different directions. Furthermore, suitable design of
hospitals’ structure involving in the care process could be the most
preventive precaution to take in order to stop medical errors [56]
[58] [59].

The most significant factors aiming for rectifying the culture of
punitive response to medical error include: culture of team work,
educational perspective about every single medical event and con-
sidering it as an opportunity by which organizational weaknesses
will be found and solved, eradicating fear of being blamed or ex-
pecting bad consequences following from error reporting through
deep searching and using of root analysis technics, establishing an
integrated system, not a person, with the purpose of investigating
medical events within hospital, shifting mind framework of CEOs
and clinical managers from this falls thought that punishment and
reproach delinquent personnel would imply that they are responsi-
ble about patient safety issues [60] [56] [54] [55].

Accompanying with the idea that “human error is inevitable”
(Bahrami, 2013, p.646), distance managers from interrogating
personnel like a criminal and blaming them and transfers authori-
ties to search for deficiency through processes, equipment, and in
sum total the system of hospital [54] [61] [58]. Establishing an
encouraging atmosphere with the aim that reporting errors from
which learning process happens, not only bring any fear neither
for reporter of the event nor for the main person in the process of
event but so also stimulate personnel toward sharing and learning
from medical events in the healthcare organization so that PSC
experiment a massive growth in its pathway [57].

4.2, Staffing

Inadequacy of staff is in a great contrast with high pressure of
demands in public hospitals particularly teaching ones in which a
high amount of budget is allocated to education, whereas it could
have been spent on recruiting with the intention of compensating
the shortage of professionals [54]. Long stand of personnel in their
shifts, so that they can offset the shortage of workforce, have been
led to escalate work hours in as far as more than %50 of clinicians,
especially nurses, work more than 40 hours per week. Hence, staff
have been working in crisis situations (always doing something
which is more than your ability in a very fast way) for a long time
[62]. As a result, contingency of medical errors arose and quality
of health services declined [54] [62] [63]. Considering a certain
amount of investment in planning and promotion regarding staff-
ing seems indispensible. In addition, initiation of remedial
schemes given staffing in the strategic plan of hospital and super-
visor organizations (university of medical sciences and ministry of
health) is vitally important in the way of curbing shortage of
workforce as a perennial obstacle [57].

4.3. Communication openness

One of the weaknesses obviously recognizing in this research was
a general weakness in freedom of expression and talking freely by
personnel about their concerns pertaining to patient safety. In-
crease of medical events fallows from lack of supportive atmos-
phere of expressing ideas and worries which not only have not
been encouraged by supervisors and top managers of the organiza-
tion, but also they have been treated with negative behaviors such
as humiliation, insult, and rage [46] [57]. Clinicians as the straight
care providers face to lots of issues, significant or marginal, which
they might be barriers for protection of patients from hazardous
hospitals’ environment. Given that, in addition to prevent medical
events, it could obtain an opportunity for learning and promoting
patient safety in organization. In this regard, a deep trust and reli-
ance should be established between personnel and their managers
which is only the duty of top managers in every health care organ-
ization. This bridge of trust will encourage clinicians in order to
speak up about their ideas regarding safety when confront with a
situation that makes them anguish. Additionally, this bridge in-
vites them to share their opinions and suggestions promoting pa-
tient safety [64] [57].

4.3. Error reporting

Rate of error reporting in general and psychiatric groups of hospi-
tals shows a comparative weakness because of the fact that more
than half of personnel in both groups did not report any medical
event in one year. Various factors and elements can cause absence
of tendency toward error reporting including: awareness of pa-
tients about their rights within a health system [55] [65], existence
of reporting mechanisms and the knowledge of its modus operandi
in personnel [55] [56] [65], transparency in need and necessity of
reporting an event [55] [65], communication failure [60] [65] [66],
time-consuming process of reporting [55] [65], lack of feedback
relative to reports or delay within giving feedback to reporter or
the system who is responsible for investigating about reports [58]
[55] [60], failure and inability of individual or systems responsible
for attending errors to clarify and identify root causes of errors [58]
[54] [67] [55] [56], and finally , atmosphere of punishment and
blame with regard to errors which is directly allude to hospitals’
top managers and health policy makers. [67] [54] [62] [55] [56]
[58]. Health provider organizations’ managers must make vast
efforts in order that a supportive atmosphere for error reporting is
established within an organization. Along with that, launching an
integrated reporting system so as to identify defects of system,

making error reporting a purposeful process, and delivering on
time feedbacks would seems to be necessary. This common lan-
guage accompanying with weekly arranged meetings aiming to
review medical errors and root analyzing in order for identifying
the main causes and factors relating to events, will contribute to a
great stark in error reporting condition in health systems [60] [55].

5. Conclusion

Iran’s hospitals seem to be lagged behind the rest of Middle East
countries concerning the patient safety issues. The results of PSC
assessment in the current study among three types of care giver
revealed that contrary to our supposition, there is not any signifi-
cant differences among the three groups pertains to PSC. The
weakest dimensions of PSC, demanding for an urgent reinforce-
ment, in this study included “Non-punitive response to error”,
“Staffing”, “Communication openness”, and “Frequency of error
reporting” achieving to very weak grade among the study catego-
rization of cut points. Systematic thinking and considering patient
safety issues as an opportunity through which personnel can be
learnt safety lessons are remedies to Iranian hospitals. In addition,
patient safety should be penetrated into hospitals’ and supervisor
organizations’ strategic plans. On the other hand, psychiatric hos-
pitals/ wards and critical/intensive care units must state in the
highest priority of strategic plans in compare with other types of
hospitals/wards with respect to their particular nature. Against of
our hypothesis have not been found any significant differences
between the three groups of hospitals in our study which may
allude to the point that culture mostly is to be local than various
among different care specialties. This paper has highlighted that
Iran’s hospitals have achieved a lower degree of PSC in compare
with Middle East countries which allude to a deep gap given this
fundamental issue to which need to attend by health care politi-
cians.
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