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Abstract(

Background: 

Patient safety in healthcare organisations received global attention following the Institute 

of Medicine’s release of its hallmark report “To Err Is Human: Building a Safer Health 

System”, where it was estimated that 44,000–98,000 patients die annually in US hospitals 

as a result of errors in care. Similar rates of error and avoidable harm have been 

reported in different research studies in many modern health systems across the world. 

“Safety Culture” has been identified as a key element of healthcare organisations’ ability 

to learn from errors and reduce preventable harm to patients resulting from health care. 

The perceived importance of safety culture in improving patient safety and its impact on 

patient outcomes has led to a growing interest in the assessment of safety culture in 

healthcare organisations. The use of safety climate questionnaires is one of the most 

popular methods for assessing safety culture. These questionnaires are thought to help in 

measuring healthcare workers' perceptions of the prevailing safety culture or “safety 

climate” in their organisations.  Since no surveys of safety climate have been conducted at 

public hospitals in the state of Kuwait, nor are valid or reliable survey instruments 

available, this thesis aimed to investigate patient safety climate in public hospitals in 

Kuwait. 

The main objectives of the study were:  

1.( To identify an existing safety climate tools to be employed in my PhD thesis.  

2.( To test the psychometric properties of the identified tool in a sample of Kuwaiti 

public hospitals. 

3.( To provide a measure of the prevailing safety climate in Kuwaiti public hospitals.  

4.( To explore with key stakeholders the main findings of the safety climate survey 

and identify the potential barriers and facilitators to safety improvement initiatives 

in Kuwaiti public hospitals.  

Based on the overall findings, a series of recommendations are made for clinical leaders, 

policy makers and others to consider and a conceptual model informing a systems’ based 

approach to safety culture theory and practice is proposed for future research. 
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Methods: 

A multi-method, triangulated approach including both quantitative and qualitative 

methods was adopted for the study. There were four phases of the research: A systematic 

review of published literature on safety climate tools used in acute hospital settings was 

carried out using seven electronic databases, with manual searches of bibliographies of 

included papers and key journals. A suitable tool was identified. A cross-sectional survey 

of 1,511 healthcare staff in three public hospitals was conducted for two purposes: Firstly, 

to assess the psychometric properties of the identified tool and develop an optimum model 

for assessing safety climate in Kuwaiti hospitals. Secondly, to provide an assessment of 

the current state of safety climate in Kuwaiti hospitals. Finally, interviews with key 

personnel were conducted to extend the examination of the survey findings and provide a 

rounded picture of the current state of safety climate in Kuwaiti public hospitals. 

Results: 

The search strategy identified 3,576 potential papers. Of these, eighty-eight papers were 

reviewed, with five studies meeting the inclusion criteria. Three out of five studies, 

covering three tools, were rated as ‘good’ quality papers and reported more robust 

psychometric properties. The Hospital Survey on Patient Safety Culture (HSOPSC) was 

selected as the most appropriate for my PhD thesis (in terms of usability, applicability and 

psychometric properties), and was pilot tested with minor modifications. A modified 

version of the HSOPSC was used to conduct the survey using a sample of healthcare staff 

with an 87% (n=1,310) response rate. Results of psychometric evaluation, including 

exploratory factor analysis, confirmatory factor analysis, reliability and correlation 

analysis, showed an optimal model of eight factors and 22 safety climate items. General 

evaluation of the prevailing safety climate amongst the workforce in acute hospital 

settings was conducted. The dimensions “Teamwork within units” (84%), “organisational 

learning-continuous improvement” (82%), “supervisor/manager expectations and actions 

promoting safety” (77%) and “management support for patient safety” (74%) were 

identified as strongly positive areas for the three hospitals. The dimensions “Non-punitive 

response to error” (34%), “communication openness” (47%) and “frequency of event 

reporting” (50%) were identified as areas in need of improvement. Building on the survey 

findings, interviews with key stakeholders added rich insight into hospital employees' 
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perceptions on safety and allowed exploration of emerging issues in more detail. The 

research findings of my PhD thesis, and of the literature informed the design of a 

preliminary framework that aims to extend the examination of the construct of safety 

climate beyond the domains and items that typically inform safety climate theory to 

include system wide factors which potentially influence the prevailing safety 

culture/climate. 

Conclusions: 

This is the first validation study of a Standardised safety climate measure in a Kuwaiti 

healthcare setting. The study assessed the psychometric properties of the HSOPSC 

questionnaire and constructed an optimal model for assessing patient safety climate in 

Kuwaiti hospitals. It highlighted important patient safety and staff wellbeing concerns to 

inform organisational and national learning, and provided a baseline for measuring patient 

safety climate in Kuwaiti hospitals. As such, my PhD thesis raises and emphasizes the 

critical importance of appropriate validation of safety climate questionnaires before 

extending their usage in different countries or healthcare contexts. It provided new 

knowledge about areas of strength and weakness in safety climate with the potential to 

drive local improvements in Kuwaiti public hospitals.  

It is recommended that future investigations of patient safety culture and climate combine 

both quantitative and qualitative approaches and adopt a system wide approach to inform 

safety climate theory and questionnaire development, leading to stronger frameworks 

guiding safety culture research and practice.  

 

(
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Glossary((

Accident: An unintentional and/or unexpected event or occurrence that may result in 
injury or death (World Health Organisation, 2009a). 	  

Adverse events: an injury that was caused by medical management or complication 
instead of the underlying disease and that resulted in prolonged hospitalisation or 
disability at the time of discharge from medical care, or both (World Health Organisation, 
2009a) or that results in death (Griffin and Resar, 2009). They may be preventable or non-
preventable. 	 

Confirmatory factor analysis (CFA): is used to test the proposed factor structure of the 
questionnaire (Pett et al., 2003). 

Comparative Fit Index (CFI): compares the existing model fit with a null model which 
assumes the indicator variables (and also the latent variables) in the model are 
uncorrelated.  

Construct validity: indicates the degree to which items on an instrument relate to the 
relevant theoretical construct and can be assessed by factor analysis (Kane, 2001).  

Content validity: ascertains whether the content of a measure is appropriate and relevant 
to the construct it intends to measure and is usually undertaken by seven or more experts 
and review of empirical literature and relevant theory (DeVon et al., 2007).  

Criterion validity: examines how well scores on a measure correlate with other measures 
of the same construct or very similar underlying constructs that theoretically should be 
related  (Kimberlin and Winterstein, 2008). 

Cronbach's alpha (α): is a commonly used measure for assessing the internal consistency 
of a set of items (Pett et al., 2003). 

Exploratory factor analysis (EFA): is used to uncover the underlying factor structure of 
a questionnaire to explain the interrelationships among a set of items (Pett et al., 2003). 

Error: The failure of a planned action to be completed as intended or use of a wrong, 
inappropriate, or incorrect plan to achieve an aim. Errors may result from acts of 
commission (doing something wrong) or omission (failing to do the right thing) that lead 
to an undesirable outcome or significant potential for such an outcome (World Health 
Organisation, 2009a).  

Factor analysis: is a widely used statistical technique in psychology and social sciences 
for theory and instrument development in addition to assessing the construct validity of an 
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established instrument (Pallant, 2007).  

Factor loadings: are the correlations of variables with factors (Kline, 2014). 

Human factors (or ergonomics): is the scientific discipline concerned with the 
understanding of interactions among humans and other elements of a system, and the 
profession that applies theory, principles, data and methods to design in order to optimise 
human well-being and overall system performance (International Ergonomics Association, 
2000). 

Incident reporting: a system in many health care organisations for collecting and 
reporting adverse patient occurrences, such as medication errors and equipment failures. It 
is based on individual incident reports (World Health Organisation, 2009a). It Indicates 
the identification of occurrences that could have led, or did lead, to an undesirable 
outcome (Agency for Healthcare Research and Quality, 2017).   

Internal consistency: is the most common way for estimating reliability of an instrument 
and refers to how well the items in a particular dimension of a scale fit together (Pett et al., 
2003).  

Just culture:  in a “just culture” personnel feel comfortable disclosing errors, including 
their own, while maintaining professional accountability (Agency for Healthcare Research 
and Quality, 2017).   

Kaiser-Meyer-Olkin (KMO): a measure of sampling adequacy ranges (Tabachnick and 
Fidell, 2007a). 

Medical error: an adverse event or near miss that is preventable with the current state of 
medical knowledge (World Health Organisation, 2009a).   

Near miss: an event or situation that did not produce patient injury, but only because of 
chance or due to timely intervention (Ives and Hillier, 2015, World Health Organisation, 
2009a).  

Oblique rotation: allows for a degree of correlations among the factors and gives one 
high loading and other loadings near zero for each factor (Beavers et al., 2013, Conway 
and Huffcutt, 2003). 

Orthogonal rotation: assumes independence among the factors and results in some high 
loadings and some low loadings for each factor (Beavers et al., 2013, Conway and 
Huffcutt, 2003). 

Patient safety: the freedom from accidental or preventable injuries produced by medical 
care (World Health Organisation, 2009a).  
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Patient safety incident: events or circumstances which could have resulted, or did result, 
in unnecessary harm to a patient. Incidents arise from either unintended or intended acts. 
Errors are, by definition, unintentional, whereas violations are usually intentional (World 
Health Organisation, 2009a) 

Principle Axis Factoring (PAF): is a method of identifying the relationship between 
latent factors and observed variables from the observed correlations between the variables 
(Fabrigar et al., 1999, Ford et al., 1986). 

Principle Components Analysis (PCA): the linear combinations of measured variables 
that retain as much of the original measures' variance as possible (Conway and Huffcutt, 
2003, Ford et al., 1986). 

Reliability: reflects the degree to which test scores are replicable and ensures that 
respondents are responding consistently to the items within each composite (Geisinger et 
al., 2013a, Streiner et al., 2014). 

Safety culture: The safety culture of an organisation is the product of individual and 
group values, attitudes, competencies and patterns of behaviour that determine the 
commitment to an organisation’s health and safety programs (Agency for Healthcare 
Research and Quality, 2017a).   
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1" Chapter"One:"Introduction"

1.1" Background"

Patient safety has attracted global attention following the Institute of Medicine’s (IOM) 

release of its influential report “To Err Is Human: Building a Safer Health System.” IOM 

highlighted the magnitude of preventable harm and urged healthcare organisations to  

improve the safety of its care processes and to build a culture of safety into their 

environments in order to reduce harm to patients caused by health care (Institute of 

Medicine, 1999). As a result, policy in modern healthcare systems worldwide became 

concerned with improving the safety of patient care and attempting to build a strong safety 

culture among healthcare organisations. 

Patient safety is described as “Freedom from accidental or preventable injuries produced 

by medical care” (Agency for Healthcare Quality and Research, 2008). The perceived 

importance of safety culture in improving patient safety and its impact on patient 

outcomes has led to a growing interest in the assessment of safety culture in healthcare 

organisations (Colla et al., 2005, Haynes et al., 2011, Singer et al., 2009a). Additionally, 

based on a number of published case record reviews (Baker et al., 2004, Brennan et al., 

1991, Davis et al., 2002,  Thomas et al., 2000, Vincent et al., 2001,Wilson et al., 

1995), patients around the world reportedly continue to suffer preventable harm and 

substandard care (Dixon-Woods et al., 2013), with reported rates of adverse events in the 

range of 3-17%. A recent public inquiry report by Sir Robert Francis into care provided by 

the Mid Staffordshire NHS Foundation Trust highlighted the undetected failings in the 

quality and safety of patient care (Francis, 2013). Other examples of healthcare systems’ 

failures have occurred worldwide (Tingle, 2011). Kuwait’s healthcare system has not been 

immune to similar failures (Alabdaly, 2009a). Globally, these failings resulted in the 

escalation of healthcare costs, estimated at US$ 19 billion annually, due to further 

hospitalisation, litigation costs and lost productivity (World Health Organisation, 2014a). 

Thus, the economic paybacks of improving patient safety are compelling and have 

prompted policy makers to invest further in measuring and improving patient safety (Jha et 

al., 2013).  

Assessing the status of the existing safety culture in a healthcare organisation has been 

identified as the first step for developing a strong safety culture (Hellings et al., 2007). 
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Safety culture can be broadly defined as a set of shared values, beliefs, norms, and 

attitudes that interact with an organisation’s structure and control systems resulting in 

behavioural norms (Perrow, 2004, Reason, 2002). Safety climate is perceived as a 

measurable component of safety culture (Colla et al., 2005). It provides a “snapshot” of 

the perceptions and attitudes of an organisation’s workforce about the “observable, 

surface-level aspects of culture” at a particular point in time (Mearns and Flin, 1999, p. 5). 

While my PhD thesis is an assessment of safety climate in Kuwaiti public hospitals, safety 

culture and safety climate will be used interchangeably in certain parts due to the fact that 

the main tool adopted in my PhD thesis uses the term safety culture in its name; Hospital 

Survey on Patient Safety Culture (HSOPSC).  

It is widely acknowledged that the use of safety climate questionnaires is one of the most 

popular methods for assessing safety culture, as they are often practical to apply in terms 

of time and cost-effectiveness (Guldenmund, 2000, Wreathall, 1995). The use of a safety 

climate questionnaire is thought to assist in measuring workers' perceptions of safety 

climate in their healthcare organisations (Singer et al., 2007). Survey findings may provide 

insights into the safety of healthcare environments, identifying areas in need of 

improvement as well as certain challenges that impede making progress in patient safety 

(Smits et al., 2009a). The results may also be used for benchmarking purposes against 

similar surveys conducted at national and international levels and for measuring the 

effectiveness of safety improvement interventions (Blegen et al., 2009). A range of 

questionnaire tools has been developed to assess safety climate in acute hospital settings, 

however the scientific rigour with which they have been developed is variable (Colla et 

al., 2005, Flin et al., 2006, Singla et al., 2006). This makes it difficult to confirm the 

validity and reliability of survey scores and inform organisational learning and 

improvement. Also, appropriate validation of safety climate questionnaires is necessary 

before extending their use to other healthcare contexts (Manser et al., 2016). My PhD 

thesis intends to examine patient safety climate in public hospitals in Kuwait. 

This chapter provides a study overview and outlines the research problem, aims and 

objectives, study questions, significance of the study and the thesis structure. The chapter 

will also describe the Kuwaiti healthcare system and related patient safety issues in its 

public hospitals and in the Middle East.  
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1.2" Research"problem"

The growing cost of healthcare, an aging population, growing diagnostic and treatment 

technologies and rising patient expectations are amongst the many challenges that face the 

providers of healthcare services worldwide. Improving healthcare quality and safety is a 

policy priority in most modern health systems to better meet the needs and expectations of 

patients and contain rapidly escalating financial costs (Palmieri, 2010). Kuwait is 

undergoing a similar transformation and has been committed at a political and policy level 

to delivering high-quality, safe healthcare for more than two decades. Despite substantial 

efforts by the Ministry of Health (MOH), progress in delivering these goals has been 

modest and system failures remain common, generating significant personal and financial 

burdens. Also, patient safety leaders have to deal with a number of cultural and 

behavioural barriers that hinder progress towards developing a positive safety culture 

within their organisations. The organisational culture in Kuwaiti public hospitals is 

arguably struggling to adapt to the vision of the global patient safety movement. Thus, the 

key lies in developing approaches to addressing barriers to organisational cultures 

hindering the delivery of safe healthcare to patients. Moreover, hospitals must move 

beyond just meeting standards or correcting deficiencies to creating an organisational 

culture committed to continuous improvement. The culture surrounding the management 

of errors is too often focused on the individual rather than the system, which is contrary to 

Human Error Theory (Reason, 2000) and is not supportive of employees’ incident 

reporting behaviours. This will be explained further in Chapter two. Moreover, the MOH 

in Kuwait does not have the ability to systematically measure or report on the quality or 

safety of care that is provided to patients. What is currently known, however, clearly 

points out that there are substantial areas for improvement in the quality and safety of 

healthcare provided. Little is known about the prevailing state of safety climate in Kuwaiti 

hospitals. Also, to our knowledge there are no validated safety climate tools appropriate 

for Kuwaiti hospitals. My PhD thesis will, therefore, aim to investigate patient safety 

climate in public hospitals in Kuwait. 

1.3" Research"aims"

Measurement of safety climate in Kuwaiti public hospitals has not been attempted 

previously, nor are valid or reliable instruments available for this setting. My PhD thesis 

intends, therefore, to identify a suitable tool to be used for assessing safety climate in 
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public hospitals in Kuwait and to assess the perceptions of healthcare professionals of the 

safety climate at these hospitals. 

1.4" Research"questions"

My PhD thesis aims to address the following research questions:  

•( Is there an existing safety climate tool with adequate psychometric properties for 

use in public hospitals in Kuwait?  

•( What is the prevailing state of safety climate in public hospitals in Kuwait?  

•( What are the facilitators and barriers to achieving and sustaining a strong safety 

culture in Kuwaiti public hospitals? 

1.5" Research"objectives"

The four main objectives of my PhD thesis are:  

1.( To identify a potentially suitable safety climate tool to be employed in my PhD 

thesis.  

2.( To test the psychometric properties of the identified tool in a sample of Kuwaiti 

public hospitals. 

3.( To provide a measure of the prevailing safety climate in Kuwaiti public hospitals.  

4.( To explore with key stakeholders the main findings of the safety climate survey 

and identify the potential barriers and facilitators to safety improvement initiatives 

in Kuwaiti public hospitals.  

The first study objective is to identify a suitable safety climate tool to be employed, 

followed by testing the psychometric properties of the tool in a sample of Kuwaiti public 

hospitals to determine its adequacy for that setting. This would also provide a measure of 

the prevailing safety climate within the public hospital sector in Kuwait. The final 

objective is to extend the examination of the state of safety climate in hospitals through 

interviews with key hospital informants. By building on the survey findings, interviews 

will add rich insight into hospital employees' perceptions on safety and will allow 

exploration of the emerging issues in more detail. 	  
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1.6" Significance"of"the"study"

To date, there has been limited research about patient safety in Kuwaiti healthcare 

organisations in general and, more specifically, no studies of safety climate in Kuwaiti 

public hospitals. Thus, my PhD thesis will address this gap and attempt to measure 

healthcare professionals’ perceptions of safety climate in their work areas by identifying 

and adapting an appropriate tool and comparing results with regional and international 

studies that used the same assessment tool. Furthermore, the study will assess the potential 

organisational and behavioural barriers that are impeding progress in making patient care 

safer. Overcoming such barriers will require identification of the needs essential to support 

the development and implementation of patient safety improvement strategies and 

initiatives. Additionally, my PhD thesis seeks to assess the suitability of a safety climate 

tool for use in Kuwaiti public hospitals. The study also highlights the importance of 

appropriate psychometric development and evaluation of safety climate tools and enhance 

our understanding about the use of tools in different contexts. It will contribute to a 

growing area of research around the benefits and limitations of the measurement of safety 

climate in healthcare. The knowledge generated may help to establish a baseline measure 

of patient safety climate in Kuwaiti hospitals upon which future studies can be compared. 

Finally, areas in need of improvement will be identified to guide future strategies to 

improve on patient safety aspects in Kuwait.  

1.7" Kuwait"

Kuwait is a small, oil rich country that is located at the Northwest border of the Arabian 

Gulf. It is a constitutional emirate under the hereditary ruling of the Al Sabah royal family 

since the 18th century (World Health Organisation, 2014b). Kuwait, with a surface area of 

17 188 square kilometers, has south and southwest borders with Saudi Arabia and west 

and north borders with Iraq. On the east, it is bounded by the Arabian Gulf (Kuwait 

Central Statistical Bureau, 2014).  In 2016, the total population of Kuwait was estimated 

to be 4.3 million, of whom Kuwaiti nationals constitute 1.3 million (Kuwait Central 

Statistical Bureau, 2016). The age structure in Kuwait is as follows: 0–14 years: 25.02% 

(male 374,259/female 345,104); 15–24 years: 15.1% (male 238,451/female 195,700); 25–

54 years: 52.27% (male 948,902/female 554,050) and 55-64 years: 5.07% (male 

82,366/female 63,505) and 65 years and over 2.54% (male 33,561/female 39,524) (Central 

Intelligence Agency, 2017). According to WHO’s 2015 estimates, Kuwaitis have a life 
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expectancy of 74 years for males and 76 years for females (World Health Organisation, 

2015). Ischemic heart disease is the leading cause of death in Kuwait followed by cancer 

and then road traffic accidents (Kuwait Central Statistical Bureau, 2015a). Kuwait has the 

fourth highest per capita income in the world with a Gross Domestic Product (GDP) of 

114 billion US dollars in 2015 (World Bank, 2015). Petroleum accounts for nearly half of 

the GDP, 95% of export revenues and 95% of government income (World Bank, 2015). 

Kuwait has a common cultural identity with Saudi Arabia, Qatar, Oman, Bahrain and 

United Arab Emirates that is a local mix of Islamic and Arab identities (Crystal, 1992). 

Kuwaitis have, however, a unique sense of citizen loyalty and a unique cultural identity 

among Arab and Islamic countries with different social, political, and cultural views (Al"

Naser, 2001).  

In 1990, Kuwait was illegally invaded by neighboring Iraq, which transformed nearly 

every aspect of the economy and led to a systematic destruction of properties worth 

millions of dollars with severe damage to the national infrastructure and ecology. This 

resulted in a heavy economic burden on the country with the health care system one of the 

worst affected sectors  (Crystal, 1992). Since then, the government has been developing 

the sector to match the much-needed standards and by the mid-1990s, Kuwait had 

resumed its pre-invasion prosperity (Crystal, 1992). 

1.7.1$ Kuwait’s$healthcare$system$

Kuwait has one of the most sophisticated healthcare infrastructures in the Arabian Gulf 

region with expenditure on health ranked third in the national budget (5.8%), after public 

works and education (World Health Organisation EMRO, 2016). The healthcare system 

consists of both public and private providers of healthcare services. The MOH is the main 

provider of public healthcare services and accounts for 75.2% of the Government’s total 

health expenditure, although other ministries provide services to a lesser extent (World 

Health Organisation, 2006). The MOH has an extensive network of public primary and 

secondary care health centers, specialised hospitals and research institutions (Ministry Of 

Health, 2013). The private healthcare sector is considerably small but is rapidly 

expanding. Kuwaitis are granted universal coverage of healthcare and receive medical 

services free of charge and non-Kuwaitis are covered through a health insurance scheme 

(World Health Organisation, 2006). The Government of Kuwait aims to achieve and 

sustain a level of healthcare that conforms to the World Health Organisation’s (WHO) 
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“Health for All” strategy through the provision of equitable, free and high level quality 

health services that is attainable for all (Ministry Of Health, 2013). This has led the 

population at large to enjoy a health status that is nearly equivalent to that in developed 

countries (World Health Organisation, 2006).  

The public health system in Kuwait is organised into two levels; the central MOH and 

regional health offices covering six health areas namely Capital, Hawali, Ahmadi, Jahra, 

Farwania and Al Sabah that include primary healthcare centres, six general hospitals and a 

number of specialised hospitals and clinics. Each health region is a decentralized 

administrative unit with significant autonomy in terms of financial and administrative 

activities, training of the health workforce and management of health delivery (World 

Health Organisation, 2015).  

Healthcare providers are now having to face many challenges including conforming to the 

requirements of changing demographics and disease patterns coupled with rising costs of 

healthcare delivery. This is in addition to the increasing demands for better quality and 

safe care. The following section will focus on one of the rising challenges in Kuwait, 

patient safety. 

1.7.2$ Patient$safety$in$Kuwait$

Public confidence in the healthcare sector has been seriously undermined by several high-

profile failures and many Kuwaitis are increasingly concerned with the quality and safety 

of the healthcare services they receive. Media coverage has repeatedly drawn the attention 

of politicians and the public to failings in healthcare delivery and as a result there has been 

growing demands for a better quality of care (Alabdaly, 2009b, Salama, 2016, Sami, 

2015). This led to inquiries and reports which have placed patient safety and quality high 

on the policy agenda in Kuwait. The MOH responded by investing significantly in the 

improvement of healthcare services including the recruitment of highly trained healthcare 

professionals and the provision of the latest in technologies and treatments. Additionally, 

the MOH issued a directive for the creation of the Quality and Accreditation Directorate 

(QAD) via administrative decree No.1055/2000, as a system-wide approach to addressing 

healthcare quality and safety concerns (QAD, 2001). QAD is the main Government body 

responsible for ensuring the quality and safety of public healthcare services in Kuwait. Its 

main functions include the setting of standards on safety and quality of healthcare services 
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and monitoring the implementation of these standards. It also ensures the establishment of 

appropriate frameworks for the management of quality, safety and risk in public hospitals 

including incident reporting systems, mortality, morbidity and risk management 

committees, and performance monitoring, in addition to training and education of 

healthcare staff in quality, patient safety and risk management. In 2004, Kuwait’s 

declaration on patient safety was a major milestone in the improvement journey (EMRO, 

2004). Goals of the declaration included developing national patient safety programmes 

and facilitating a culture of safety through systematic monitoring, analysis and 

improvement of patient outcomes. A number of conferences and meetings were held 

including a recent conference in Kuwait in 2017 entitled “Kuwait conference on quality in 

healthcare”, under the slogan "Think Quality” with key issues relating to patient safety 

being openly raised and discussed. QAD undertook a range of local and national 

improvement initiatives and programmes including the National Accreditation 

Programme. In July 2008, Accreditation Canada was commissioned by the MOH to 

develop the National Accreditation Programme in association with QAD (QAD, 

2010). National standards of care were developed that covered many areas including 

patient safety. The programme requires hospitals, as part of their accreditation process, to 

develop a range of policies and procedures to ensure the safety of both patients and 

employees. Safety climate assessment is one of the latest approaches to be adopted by the 

QAD to improve patient safety in Kuwaiti hospitals. Also, patient safety teaching has been 

recently integrated in the medical curriculum in order to increase the awareness of medical 

students about patient safety at the undergraduate level. 

Despite these efforts, Kuwait’s healthcare system still faces many challenges dealing with 

unsafe practices. The numbers of healthcare errors and adverse events are still on the rise 

(Abdulaziz, 2010) and the system does not yet appear to have the proper framework in 

place to monitor and reduce the likelihood of errors and adverse events occurring. 

Assessment of safety practices rely on a voluntary incident reporting system with a focus 

on counting errors and incidents that occur, classifying their types and investigating the 

steps undertaken by the facility to deal with these incidents. The lack of a structured 

incident reporting system and the means by which to respond effectively to errors by 

analysing them and disseminating lessons to be learned throughout the system is still 

deficient. There are no mechanisms set for monitoring and evaluating the implementation 

of any improvement approaches based on incidents reported. Also, no sufficient 

legislations and regulations are set in place to ensure adequate protection of healthcare 
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staff from workplace penalization and from civil liability when reporting incidents or 

raising safety issues or concerns. Further, MOH still lacks the baseline patient safety data 

that are necessary for developing improvement plans and interventions. Thus, research 

into patient safety culture is still in its early stages within the Kuwaiti context. 

In a recent study by Badr et al. (2017), an assessment of  patient safety climate was 

conducted in three private hospitals in Kuwait. The study attempted to define strengths 

and weaknesses in patient safety culture. Areas of strength were teamwork within units 

and organisational learning and continuous improvement. The areas that required 

improvement were Supervisors’/Managers’ expectations and actions supporting patient 

safety, and hospital handoffs and transitions. It concluded that further research is needed. 

1.7.3$ Patient$safety$in$the$Middle$East 

Wilson et al. (2012) performed a study in hospitals in Egypt, Jordan, Kenya, Morocco, 

South Africa, Sudan, Tunisia and Yemen to examine the rate and type of adverse events 

experienced by patients in these countries. They found that among the 15,548 case records 

reviewed, 8.2% revealed at least one adverse event. A range of 2.5–18.4% was reported 

per country with 83% of these adverse events concluded to be preventable. Another study 

reported that one in seven patients suffers harm in Palestinian hospitals (Najjar et al., 

2013b). Unfortunately, how many patients are harmed in the Gulf region remains to be 

investigated. According to Elmontsri et al. (2017), these statistics suggest that patient 

safety is a key policy concern on the health agenda of Arab countries. As a result, it is vital 

to identify and assess the causes of harm to patients to develop appropriate improvement 

strategies. The lack of evidence on patient safety in Arab countries has been recognised as 

a research priority (El-Jardali, 2007, El-Jardali et al., 2010). Elmontsri et al. (2017) 

conducted a systematic review investigating the status of patient safety culture in Arab 

countries based on the findings of the HSOPSC. It was concluded that a “culture of 

blame” still exists among healthcare professionals preventing many from reporting 

incidents. Communication openness, also, seems to be a worrying issue. Thus, a systems-

based approach to patient safety has been viewed as necessary including the introduction 

of legislations and regulations by policymakers to encourage reporting by healthcare staff 

and to ensure that staff are able to speak up, discuss and seek help when they have safety 

concerns in the workplace. This would help identify risks to patients and would help 

healthcare organisations to learn from their mistakes. Al-Awa et al. (2011) argues that 
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policymakers in developing countries are becoming increasingly aware of the risks of 

unsafe practices. Healthcare organisations in the Arab world are moving towards 

evidence-based practices including the need to evaluate patient safety culture of healthcare 

organisations to ensure that appropriate improvement strategies are being developed (El-

Jardali, 2007). 

1.8" Thesis"outline"

 This thesis consists of eight chapters and appendices. The current chapter provides an 

introduction to the research and an overview of my PhD thesis. Chapter two sets the scene 

by reviewing relevant literature around safety in organisations, including healthcare, and 

discussing research related to patient safety. The chapter will also make further reference 

to the concepts of organisational culture and climate and the linked concepts of safety 

culture and climate. Chapter three is concerned with the methodological approaches that 

were adopted in addressing the aims of the present study. Chapter four will systematically 

review relevant literature related to safety climate tools employed in acute hospital settings 

and will conclude with recommendations about appropriate safety climate tools for 

hospitals. Chapter five explains the results of the psychometric assessment of HSOPSC in 

a Kuwaiti sample including testing the original HSOPSC model and constructing an 

optimal HSOPSC model for Kuwaiti hospitals. Chapter six presents the findings of the 

quantitative assessment of safety climate in Kuwaiti hospitals using the HSOPSC. Chapter 

seven presents the interviews with key informants which aim to understand the survey 

findings in more depth. Finally, chapter eight discusses the main research findings of this 

thesis in addition to strengths and limitations of this thesis. This will be followed by 

theoretical and practical implications and directions for future research based on the 

emerging findings. Building on the safety climate literature and the overall findings of my 

PhD thesis, this chapter will then offer a proposed model informing a systems approach to 

improving safety culture theory and practice. 

1.9" Summary"

In summary, my PhD thesis focuses on the assessment of patient safety climate in Kuwaiti 

hospitals and will attempt to identify, psychometrically develop and validate an 

appropriate safety climate tool for use in hospitals in Kuwait.  
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2" Chapter"Two:"Literature"Review"

2.1" Introduction"

The literature review is organised around the following areas: 1) Safety in organisations 

followed by patient safety. 2) Organisational culture and climate, 3) Safety culture and 

climate including: history of the concept of safety culture, analysis of the concept of safety 

culture and climate, theoretical basis, relevant dimensions, measuring safety culture and 

climate, and safety outcomes. 

Throughout my PhD thesis, several key terms including medical errors, adverse events and 

near misses are repeatedly mentioned. These terms are provided and explained in the 

glossary section (Page 26) and are aligned with the International Classification for Patient 

Safety (ICPS).  

2.2" Safety"in"organisations"

Safety is a major concern across a wide range of industries, including the nuclear power, 

railways, aviation and healthcare settings as errors potentially lead to significant fatal 

consequences (Feng et al., 2008, Weick and Sutcliffe, 2011). Thus, the main 

organisational goal of safety is to prevent accidents and injuries to both employees and 

customers (Dalling, 1998). As a result of its importance, safety culture and safety climate 

studies have been widely conducted across industries and countries. It can be argued, 

however, that the healthcare industry is significantly different from the industries which 

introduced the safety culture concept (Colla et al., 2005, Pizzi et al., 2001). In healthcare, 

“accidents” tend to occur one person at a time while in other industries accidents often 

occur as “sweeping disasters” (Pizzi et al., 2001).  

Investigations into major catastrophic events, such as the North Sea Piper Alpha oil 

platform explosion (Flin et al., 2006), moved from viewing the individual as the primary 

source of an event to recognising the role of individuals within the context of the working 

environment (Hutchinson, 2014). Hutchinson (2014) concludes that the conceptual 

position, as a result, moved to view the role of individuals as being a key element in 

preventing errors and adverse events, rather than being the cause. A number of theoretical 

approaches including for example, the concept of “Normal Accident” (Perrow, 1999), 
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“Organisational Accidents” (Reason, 1997), and “High Reliability Organisations” (Weick, 

1987) support this position.  

According to Reason (2000), there are two main ways to approach human errors or 

accidents: the “person approach” and the “system approach” and each model of error 

causation leads to different philosophies of error management. The “person approach” 

emphasizes the errors of individuals at the frontline, including nurses, physicians, 

surgeons, and anaesthetists, and tends to blame them for their forgetfulness, poor 

motivation, carelessness and inattention. Errors, therefore, tend to be managed through 

disciplinary actions and pressures of litigation. This approach isolates unsafe acts from 

their system context. On the other hand, the systems approach’s basic principle is that 

humans are prone to errors and that errors are perceived as consequences rather than 

causes. The approach focuses on the wider circumstances and contexts within which 

individuals work. It attempts to construct defences, barriers, and safeguards to avoid errors 

or lessen their consequences (Reason, 2000).  

High Reliability Organisations (HRO) are promoted as a good example of a system’s 

approach  to understanding and learning from errors and systems failures (Ruchlin et al., 

2004). The systems approach to error is becoming increasingly used in Medicine (Currie 

and Watt, 2007), although the person approach still dominates to some extent and, it is 

argued, impedes the development of safer healthcare institutions (Reason, 2000). In a 

systematic review conducted with the aim of identifying factors that contributed to patient 

safety incidents in hospital settings, the majority of the 95 studies recognised individual 

factors as contributory factors (Lawton et al., 2012a). According to Lawton et al. (2012a), 

the review revealed that more attention may be given to human behaviours than systems 

factors with a tendency to focus on more proximal causes of incidents without attempts to 

understand reasons behind them. It has been argued that various hospital systems are 

designed on the basis of fault-free performance of workers (Leape et al., 1998). While, in 

industry, the inevitability of human error is recognised (Flin, 2007).  

Reason (1997) developed the “Swiss Cheese Model” to portray the occurrence of system 

failures. Initially, Reason’s model was designed for use in complex industrial settings, and 

has been later adapted to describe the occurrence of medical accidents in healthcare 

settings (Vincent et al., 1998). According to this metaphor, in a complex system, a series 

of defences are set in place to protect potential victims from local hazards (any threat to 
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safety, e.g. unsafe practices, conduct, equipment (World Health Organisation, 2009a). 

Each defensive layer has weaknesses or holes that are transient. Each hole represents a 

‘contributory factor’ (active failures and latent conditions) (Reason, 1997) or 

circumstances, actions or influences, which are thought to have played part in the initiation 

or the increase the risk of an incident that could, or might not, lead to the unwanted or 

unintended outcome (World Health Organisation, 2009a).When all holes are aligned, the 

hazard reaches and might cause harm to the patient (Reason, 2000). Active failures are 

“the unsafe acts committed by people who are in direct contact with the patient or system” 

with an immediate impact on the integrity of the defences (Reason, 2000, p.769). They 

include examples such as active slips, cognitive failures and deviations from safe rules and 

operating procedures (Vincent et al., 1998). Latent conditions, on the other hand, are 

“resident pathogens” within the system and can remain dormant for years before uniting 

with an active failure and leading to an accident (Reason, 1997, p.769 , Reason, 2000). 

They mainly stem from weak strategic decisions, often made by individuals not directly 

involved in the processes of care including top level management (Reason, 2000, Vincent 

et al., 1998). Based on medical publications on error, adverse outcomes, and risk 

management, heavy workloads, lack of knowledge or experience, stressful environments, 

ineffective communication and poor leadership are amongst the latent failures that create 

the conditions leading to unsafe acts (Vincent et al., 1998). A combination of both types of 

failures are involved in nearly all adverse events (Reason, 1997, Reason, 2000).  

Vincent and colleagues (Vincent et al., 1998) have developed the “Organisational 

Accident Model” based on Reason’s model of organisational accidents (Reason, 1997, 

Reason, 2000). The model proposes that latent failures, such as the negative consequences 

of management decisions and organisational factors, create working conditions that lead to 

the occurrence of active failures including accidents and adverse events (Carayon and 

Wood, 2010). Vincent’s model identified seven inter-related factors that may affect 

clinical care and lead to patient safety problems including: (1) institutional context, (2) 

organisational and management factors, (3) work environment, (4) team factors, (5) 

individual (staff) factors, (6) task factors, and (7) patient characteristics. These factors are 

mainly related to the organisational level rather than the individual level (Carayon and 

Wood, 2010).  

In industries such as nuclear power and aviation, safety measures moved from a focus on 

retrospective data of employee injuries and accidents towards measures that focus on 
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organisational factors thus allowing a proactive monitoring of an organisation’s safety 

culture (Reason, 1995, Reason, 1997, Weick et al., 2008). Examples include safety 

climate, hazard identification and /or observed safe behaviour (Cooper and Phillips, 2004). 

In healthcare, there are two main approaches to assessing safety performance (healthcare 

errors and adverse events): reactive or lagging indicators and proactive or leading 

indicators (Choudhery et al., 2014, Lawton et al., 2012b). While the reactive approach 

relies on learning from prior incidents to minimise future errors (incident reporting 

systems, root cause analysis of serious incidents, and case note review), the proactive 

approach is based on the prospective identification of latent conditions within 

organisations and addressing them before a serious event occurs (Lawton et al., 2012a, 

Lawton et al., 2012b). Measurement of safety climate is an example of a proactive 

approach where the focus is on current safety activities to determine system success rather 

than system failure (Cooper and Phillips, 2004, Flin et al., 2000). Both approaches 

combined have been argued to help organisations in examining the effects of their safety 

activities (Cooper and Phillips, 2004).  

2.3" Patient"safety"

The growing costs of healthcare, brought about by rapid technological advances in 

healthcare, the increasing complexity of healthcare organisations and the rising demands 

of consumers have led to a worldwide focus on improving the quality and safety of 

healthcare services. Healthcare has begun to adopt many concepts from high risk 

manufacturing industries, in response to the widespread deficiencies in the process and 

outcomes of healthcare (Institute of Medicine, 1999). Many hospitals are developing error 

management systems to face the rising numbers of healthcare errors and adverse events 

(McFadden et al., 2004). In the USA, adverse events were estimated to annually result in 

44,000 to 98,000 deaths and a total cost of about US$29 billion (Kohn et al., 2000). A 

more recent study showed that between 210,000 and 400,000 preventable deaths occur in 

US hospitals each year (James, 2013). In a systematic review of the literature on adverse 

events that occur during hospital admissions worldwide, it was estimated that 

approximately 9% of all patients are affected, with a substantial number of these events 

being preventable (de Vries et al., 2008). According to Hudson (2003), safety culture in 

health care is frequently reactive, that is it tends to take safety seriously and acts only after 

incidents happen. Still, it is often uninterested in systematic improvements (systematic 
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knowledge and approaches about the operation of the system and the management of risks 

(Hudson 2003)).  

2.3.1$ Evolution$of$patient$safety$

Patient Safety in health care organisations has attracted global attention following the 

Institute of Medicine’s landmark reports “To Err Is Human: Building a Safer Health 

System” and “Crossing the Quality Chasm: A New Health System for the 21st Century” 

published in 1999 and 2001 (Institute of Medicine, 1999, 212). In its reports, IOM 

highlighted the estimated magnitude of deaths related to preventable healthcare errors 

(Institute of Medicine, 1999). Moreover, IOM urged healthcare organisations to develop 

“a culture of safety” with an organisational focus on improving the safety of patient care 

(Institute of Medicine, 1999, 13) and to adopt “the experiences of other industries” in 

providing “valuable insight about how to begin the process of improving the safety of 

health care by learning how to prevent, detect, recover and learn from accidents” (p. 137). 

In the UK, a similar historical development followed with the publication of the seminal 

report, “An organisation with a memory”, by the Department of Health (DOH, 2001). The 

report stated that “Safety cultures can have a positive and quantifiable impact on the 

performance of organisations” (DOH, 2001, p.46). As a result, patient safety culture was 

placed as a key element on the National Health Service’s (NHS) reform agenda (Scott et 

al., 2003). These reports, supported by worldwide studies of healthcare errors in the UK 

(Vincent et al., 2001), Australia (Wilson et al., 1995), Canada (Baker et al., 2004), 

Scotland (Williams et al., 2008) Palestine (Najjar et al., 2013b) and New Zealand (Davis 

et al., 2002), initiated a global debate about the role of organisational culture in the 

occurrence of adverse events in healthcare organisations (Nieva and Sorra, 2003). The 

studies highlighted the reported unacceptable rates (3–17% of admissions) of preventable 

adverse events and the human and financial cost of preventable harm (Andrews et al., 

1997, Brennan et al., 1991, Leape et al., 1991). Such reports made deficiencies in quality 

and safety of patient care markedly visible to health care professionals and the public, and 

caught the attention of politicians (Pronovost et al., 2006b). As a result, the WHO, along 

with many others, launched the world alliance for patient safety in 2004 to promote the 

need for worldwide collaboration and improvements in patient safety across countries 

(WHO, 2009). Additional high-profile failures in care, including the most recently 

publicized case of Mid Staffordshire NHS trust in England have served to drive patient 

safety and safety culture up the healthcare agenda (Francis, 2013). 
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2.3.2$ The$concept$of$patient$safety$

Defined as “the avoidance, prevention and amelioration of adverse outcomes or injuries 

stemming from the process of healthcare” (Vincent, 2006, 31), patient safety has gained 

international importance as a key element of high-quality healthcare. The IOM 

conceptualized patient safety as “freedom from accidental injury; ensuring patient safety 

involves the establishment of operational systems and processes that minimise the 

likelihood of errors and maximizes the likelihood of intercepting them when they occur” 

(IOM, 1999, p.211). According to Feng et al. (2008), researchers agree that patient safety 

culture is a subset of organisational culture and that it specifically relates to the values and 

beliefs of individuals regarding patient safety. This is reflected in Mustard (2002, p.112) 

definition: “…a product of social learning; ways of thinking and behaving that are shared 

and that work to meet the primary objective of patient safety.” Nevertheless, the concept 

remains ill-defined (Feng et al., 2008). 

Many modern health care systems, particularly, UK, Canada, Australia and USA, have all 

engaged in national safety initiatives, such as creating patient safety agencies, 

implementing adverse event reporting and defining safety related performance indicators, 

in attempts to design and improve safer healthcare systems. Still, the benefits of such 

efforts are mixed and unclear (Arah and Klazinga, 2004). According to Vincent et al. 

(2008), it is unclear whether there is any actual progress in making patient care safer. 

Reasons include: lack of reliable patient safety data at the national level or at the 

organisational level and difficulty in engaging clinical staff in patient safety improvement 

initiatives (Vincent et al., 2008) in addition to the significant challenges faced in 

improving highly complex healthcare systems and processes of care (Leape and Berwick, 

2005). In a longitudinal retrospective patient record review study, the adverse event rate 

among hospitalised patients in the Netherlands increased from 4.1% in 2004 to 6.2% in 

2008. A retrospective study of a stratified random sample of 10 hospitals in North 

Carolina chosen on the basis of patient safety activities showed little evidence of 

widespread improvement (Landrigan et al., 2010). A second US study, reported that one 

third of patients suffered harm from their medical care at three tertiary care hospitals 

recognised for their efforts in improving patient safety (Classen et al., 2011). This reflects 

that continuous attention to patient safety has failed to produce widespread reductions in 

rates of harm caused by medical care (Shojania and Thomas, 2013).  
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Patient safety literature has highlighted a number of organisational factors that contributed 

to unsafe care such as lack of, or poor, teamwork, communication, leadership and planning 

and decision making (Flin and Yule, 2005, Yule et al., 2006). Johnson and Hudson (2004) 

add that improper communication, weak supervision, excessive workload, inattention to 

safety procedures and staff shortages are amongst the factors that threaten the safety of 

patients. The majority of these organisational factors relate to the construct of safety 

culture (Singer et al., 2003). In a study by McFadden et al. (2006), the authors highlight 

the need for a comprehensive systems approach to safety, including creating a safety 

culture with the collaboration of all hospital stakeholders. The importance of safety culture 

has been emphasized as a way of improving the quality and safety of patient care 

including safety culture assessment as a tool for learning and improving the safety of 

patient care (Alonazi, 2011). The following section provides an overview of the concepts 

of organisational culture and climate. 

2.4" Organisational"culture"and"climate"

Organisational culture and climate have been researched since the 1970s and 1980s with 

studies focusing on healthcare organisations (Harrison et al., 1992, Mackenzie, 1995, 

Sureshchandar et al., 2001). The concept of organisational climate preceded the concept of 

organisational culture by more than 10 years (Reichers and Schneider, 1990). There has 

been substantial research undertaken on organisational climate in the 1970s. During the 

1980s, the term climate gradually replaced the term culture in this kind of research 

(Guldenmund, 2000). As a result, there is an overlap in the definition and 

conceptualization of both concepts. This led to an ongoing debate concerning the 

differences and overlaps between the two concepts (Olsen, 2009) and many definitions 

have been proposed by different authors within the field of organisational behaviour 

(Verbeke et al., 1998).  

Organisational culture is defined as a set “of commonly held beliefs and values about 

work life” that are shared between colleagues in an organisation (Marszalek-Gaucher and 

Coffey, 1993, p.148) while according to Schein (1992), organisational culture is defined as 

follows:  
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“A pattern of shared basic assumptions that the group has learned as it solved its 
problems of external adaptation and internal integration; that has worked well 
enough to be considered valid and, therefore, to be taught to new members as the 
correct way to perceive, think, and feel in relation to those problems” (p. 12).  

Cultural researchers have also described organisational culture as a three-level model and 

identified several levels from the most basic level of underlying assumptions reflecting the 

unconscious beliefs that structure the behaviour of an individual to the more physical and 

behavioural manifestations of culture (Davies et al., 2000, Glendon and Stanton, 2000). 

Schein (1992) defined basic assumptions at the deepest and least accessible level, beliefs 

and espoused values at the intermediate level and behaviours, and artefacts at the most 

accessible level. The author adds that the differentiation between the different levels of 

organisational culture is of vital importance in health care where the more visible elements 

of culture are more readily controllable with less resistance to external influence as 

opposed to deep-seated beliefs and values.   

Campbell et al. (1970) define organisational climate as “a set of attributes specific to a 

particular organisation that may be induced from the way the organisation deals with its 

members and its environment” (p.390). Schein (1992) considers climate as “a reflection 

and manifestation of cultural assumptions” (p. 230). The author goes on further to describe 

climate as culture in the making. Further, Glendon and Stanton (2000) describe 

organisational climate as “the perceived quality of an organisation's internal environment” 

(p.198). 

Compared to organisational culture, organisational climate has been described as a more 

superficial concept that reflects features of the current state of an organisation (Glendon 

and Stanton, 2000). Ekvall (1983) draws a clear distinction between the two concepts. The 

author describes them as reflecting different components of the social system within an 

organisation, where culture is based on shared beliefs and values and climate reflects 

behaviours. Furthermore, organisational climate is concerned with individuals’ attitudes 

and perceptions of specific aspects of an organisation whereas culture is focused on 

organisation-wide shared beliefs (Reichers and Schneider, 1990). Moran and Volkwein 

(1992) suggest that climate encompasses cultural elements in the two outer layers of 

organisational culture that are “behaviours and artefacts” and “beliefs and values.” It has 

been portrayed by Furnham and Gunter (2015) as an index of organisational health. 
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Organisational culture was viewed by Guldenmund (2000, p.225) as a “relatively stable, 

multidimensional, holistic construct” whereas organisational climate is viewed as being 

less stable and as a result is thought to be more amenable to change (Denison, 1996). 

Despite those distinctions, Glick (1985) and Reichers and Schneider (1990) consider 

culture as simply a replacement for climate. 

As indicated by Hofstede (1986), organisational culture is considered to be the concern of 

top-management while climate is considered to be the concern of lower and middle 

management (Hofstede, 1986). Glick (1985) explains that the two concepts originate from 

two different disciplines. Organisational climate research developed predominantly from 

social psychological disciplines. Organisational culture, on the other hand, is embedded in 

anthropology. Thus, they reflect different research paradigms and their distinction can be 

in terms of applied methodology. Organisational climate follows mainly a quantitative 

approach while organisational culture employs qualitative approaches to study its research 

objectives. Organisational culture is often assessed qualitatively through observation and 

interviews (Wreathall, 1995). Glendon and Stanton (2000) explain that organisational 

climate measures, such as climate survey questionnaires, may assess attitudes, beliefs and 

perceptions at the time the measurement was undertaken providing a glimpse of certain 

aspects of the organisational culture. The authors add that the findings of climate surveys 

may be difficult to interpret without validation. This issue will be discussed further in 

Chapter five. Zohar and Hofmann (2012) suggest that culture and climate are multilevel 

constructs in which workers develop perceptions of the organisational level climate as 

well as perceptions of the group level climate. Zohar and Luria (2005) add that these 

perceptions may be consistent or discrepant, but both are key predictors of safety 

behaviour.  

The next section will review the concepts of safety culture and safety climate and will 

cover different relevant aspects including theoretical basis, dimensions, measurement and 

safety related outcomes. 

2.5" Safety"culture"and"climate"

Safety culture and safety climate are clearly derivatives of organisational culture and 

climate (Cooper, 2000, Guldenmund, 2000). Researchers suggested that the concept of 

safety culture could be studied within the wider context of organisational culture (Frazier 
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et al., 2013, Guldenmund, 2000). According to Neal et al. (2000) “Safety climate is a 

specific form of organisational climate which describes individual perceptions of the value 

of safety in the work environment” (p.100). Olsen (2008) argues that perspectives 

developed to understand organisational culture can similarly be used to understand the 

safety culture of organisations. The author adds that in comparison with general studies on 

organisational culture, safety culture studies put greater focus on safety-related issues. As 

explained earlier, organisational culture and climate lack consistency in definition and 

conceptualization and this has led to a lack of clarity in the concepts of safety culture and 

safety climate (Flin, 2007).  

2.5.1$ History$of$safety$culture$

The concept of safety culture was first introduced in the investigation report of the 

International Nuclear Safety Advisory Group (INSAG) after the Chernobyl accident in 

1986 (IAEA, 1986). Since then it has been discussed in different public inquiry reports 

into other high-profile incidents such as the nuclear accidents at Three Mile Island, on the 

Piper Alpha oil rig, at the King’s Cross station fire and the Clapham junction’s train crash. 

Such reports have implicated poor safety culture as an important factor influencing those 

accidents (Cox and Flin, 1998, Fleming and Lardner, 1999, Perrow, 2004, Reason, 2002). 

Therefore, assessing safety culture has become a fundamental requirement and an 

overriding priority in many high-risk industries including aviation, nuclear power and 

chemical engineering plants (Pronovost et al., 2006b). In healthcare, substantial interest in 

patient safety culture arose after release of IOM’s reports in 1999 and 2001(IOM, 1999, 

IOM, 2001), leading to a focus on creating a positive safety culture becoming a core 

element in policy and leadership efforts to improve patient safety in healthcare 

organisations (Hughes and Lapane, 2006). Zhan and Miller (2003) argue that developing a 

positive safety culture is critical for minimising the number of preventable medical 

injuries and their overall cost to society.  

Recent developments in healthcare have heightened the need for adopting recognised 

organisational models and error management approaches from other industries to reduce 

errors and protect patients from harm (Institute of Medicine, 1999). One question that 

needs to be asked, however, is whether knowledge about creating cultures of safety can be 

transferred from high-risk industries into a complex setting such as healthcare. The 
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following section provides theoretical approaches and definitions across the published 

literature. 

2.5.2$ The$concept$of$safety$culture$

Since the Chernobyl accident, a growing body of literature has examined the safety culture 

construct. Several definitions have been developed for the concept of safety culture but 

most of them are implicit and broad (Boughaba et al., 2014, Carroll, 1998, Cooper, 2000, 

Cox and Flin, 1998, Pidgeon, 1998). One of the most widely cited definitions of safety 

culture was developed by the UK Health and Safety Commission and it states that: 

“The safety culture of an organisation is the product of individual and group 
values, attitudes, perceptions, competencies to, and the style and proficiency of, an 
organisation’s safety management. Organisations with a positive safety culture are 
characterized by communications founded on mutual trust, by shared perceptions 
of the importance of safety and by the efficacy of preventive measures” (HSC, 
1993, p.23).  

This definition stresses that organisations with a positive safety culture are built on high 

levels of trust, shared views about the importance of safety and on the effectiveness of 

their safety management systems (HSC, 1993). Leape et al. (2009) highlighted that 

leadership, communication and preventive safety measures are positive features of safety 

culture while Choudhry et al. (2007) state that a positive safety culture includes five 

components: commitment and support of management to safety; management concerns for 

the staff; shared trust between management and employees; empowerment of staff; and 

finally continuous monitoring and improvements.  

According to Cooper (2000), safety culture reflects individual performance and 

organisational aspects that influence health and safety. Zohar (2007) states that it reflects 

one aspect of an organisation’s overall culture while Edwards and Armstrong (2013) 

describe it as “the assembly of underlying assumptions, beliefs, values and attitudes shared 

by members of an organisation, which interact with an organisation’s structures and 

systems and the broader contextual setting to result in those external, readily-visible, 

practices that influence safety” (p. 77).  

Pidgeon (1998, p.203) has criticized earlier research for being “unsystematic, fragmented 

and in particular underspecified in theoretical terms.” Guldenmund (2000) adds that the 

concept of safety culture remains poorly defined. It is, therefore, logical to suggest that the 
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creation of a universal model or definition of safety culture is not straightforward (Cooper, 

2000). Wilpert and Itoigawa (2001) argue that safety culture is a complex concept which 

requires theoretical and empirical clarification. Ginsburg et al. (2013) argues for the lack 

of clarity in defining the construct of safety culture and climate in addition to the construct 

of patient safety culture. However, a consensus amongst most researchers suggests that 

organisational and contextual factors are important in the definition of safety culture. 

Additionally, it appears that most of the safety culture definitions across different 

industrial sectors share essential elements including a focus on attitude and behaviour of 

workers in terms of health and safety performance (Cooper, 2000). These common 

elements also indicate the importance of the psychological aspect of safety culture which 

is strongly related to the concept of safety climate (Choudhry et al., 2007). Cooper (2000) 

identified two other main components to safety culture; situational and behavioural. The 

main components of safety culture will be further explored in a later section (page 57). 

Sammer et al. (2010) conducted a comprehensive review of the culture of safety literature 

within the U.S. hospital setting and identified seven subcultures of patient safety 

including: (a) leadership, (b) teamwork, (c) evidence-based patient care practices, (d) 

communication, (e) learning, (f) just culture, and (g) patient-centered care. According to 

Gadd and Collins (2002), subcultures of safety are likely to develop when workers within 

the same organisation experience different working conditions. Glendon and Stanton 

(2000) recognise that identifying safety sub-cultures as a basis for refining our 

understanding of the construct under study could be an important development. Reason 

and Hobbs (2017) suggest thinking of safety culture with regard to three fundamental 

components: (1) a just culture, (2) a reporting culture and (3) a learning culture. 

In theory, basic assumptions of organisational cultures are likely to be influenced by 

national cultures, for example the importance of rules and the acceptance of hierarchy may 

vary between countries (Hofstede, 1991). There is some evidence that safety culture varies 

significantly due to differences in national cultures (Cheyne et al., 2003). Lardner (2003) 

argues that the influence of national culture does not prevent creating a strong local safety 

culture that can over-ride national influences. However, there has been little research to 

support this proposition. 
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2.5.3$ The$concept$of$safety$climate$

Zohar (1980) was apparently the first to use the term safety climate in a study on safety 

perceptions amongst the workforces in Israeli manufacturing companies. Zohar (1980, 

p.96) defined safety climate as a “summary of molar perceptions that employees share 

about their work environment.” It provides a “snapshot” of the perceptions held by 

healthcare workers about the visible features of safety culture at a given point in time 

(Mearns and Flin, 1999, 5). Flin et al. (2000, p.178) defined it “as the surface features of 

the underlying safety culture.” It “assesses workforce perceptions of procedures and 

behaviours in their work environment that indicate the priority given to safety relative to 

other organisational goals” (Flin et al., 2006, p.109). In comparison to safety culture, 

safety climate consists of attitudes and perceptions but does not cover values, 

competencies and behaviour (Lardner, 2003). Also, it differs from safety culture in that it 

is specific to one point in time and location. Reichers and Schneider (1990, 23) tracked the 

evolution of the two concepts and concluded that “culture exists at a higher level of 

abstraction than climate, and climate is a manifestation of culture.” In other words, safety 

culture is a broader organisational feature while safety climate is a sub-set of safety 

culture. Cox and Flin (1998) describe safety culture as the personality of an organisation 

with its relative stability of systems, procedures and behaviours. Safety climate, on the 

other hand, was described as a transient mood state as it changes in response to external 

events and pressures. Guldenmund (2000) concludes that safety climate might be regarded 

as an alternate indicator of safety performance. The Health Foundation hosted a roundtable 

event in February 2013 to discuss what is understood as ‘safety culture’ and how it can be 

measured and monitored. They concluded that climate “emerges through a social process, 

where staff attach meaning to the policy and practice they experience and the behaviours 

they observe.” Culture, on the other hand, is described as more interpretative and concerns 

“the values, beliefs and assumptions that staff infer through story, myth and socialisation, 

and the behaviours they observe that promote success” (The Health Foundation, 2013, 

p.3). Kaczur (2017) conducted a conceptual analysis and comparison of the concepts of 

safety culture and safety climate at the level of theoretical and operational definitions to 

identify common features within these definitions and concluded that safety culture and 

safety climate appear to be two distinct constructs, in which safety climate is a 

subcomponent of safety culture. In my opinion, the theoretical development of safety 

climate and safety culture has not mirrored its empirical progression. The definitions of 

both constructs vary markedly in the published research with an evident lack of single, 
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unified definitions for both of these constructs leading to conceptual confusion. According 

to Kaczur (2017), without a clear understanding of the nature of this phenomenon, safety 

culture may lose its potential as an important factor within organisational functioning.  

Denison (1996) states that distinctive differences can be found in research studies that 

have measured safety culture from those that have measured safety climate. Guldenmund 

(2000) adds that according to the Schein (1992) model, safety culture consists of three 

levels, basic assumptions, espoused values and artefacts. Basic assumptions form the core 

layer of culture while the two outer layers of safety culture, espoused values and artefacts, 

form safety climate. Basic assumptions, the inner-most element of safety culture, cover 

beliefs, unconscious thoughts and feelings believed as true and are more readily accessible 

by qualitative methods, as they are subconscious and as a result can only be inferred 

(Schein, 1990). However, the two outer aspects of culture i.e. the more visible and 

conscious values, attitudes and perceptions can be measured quantitatively, by 

questionnaires for example. Schein (1990) proposes ethnographic methods to evaluate 

basic assumptions held by the members of an organisation as a measure of safety culture.  

Safety climate questionnaires are widely used tools to assess safety climate as they 

measure employees’ attitudes and perceptions of safety in their work areas (Choudhery et 

al., 2014, Gadd and Collins, 2002). Denison (1996) argues that questionnaire surveys 

cannot fully represent the underlying culture but are useful in reflecting employee 

perceptions about the prevailing state of safety in their organisation at a specific point in 

time.  

In summary, there are numerous definitions of safety culture and safety climate. Yet, 

despite their distinctive terminologies, they are commonly used interchangeably in the 

literature (Cox and Flin, 1998). Denison (1996) argues that they may represent different 

approaches to measurement of the same phenomenon.  

2.5.3.1& Zohar&and&Luria’s&multilevel&model&of&safety&climate&&

Zohar, in collaboration with Luria, proposed a multilevel model of safety climate at 

organisation and subunit or group levels (Zohar, 2000, Zohar and Luria, 2005). The most 

important assumption underlying the multilevel model is that staff perceptions related to 

the priority given to safety (embodied in policies, procedures and practices) are 

determined by the perceived managerial commitments at different levels of the 
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organisation. Zohar and Luria (2005) highlight that the effect of an organisation climate on 

staff’s safety behaviour is entirely mediated by group climate level. In other words, 

organisation-level and group-level climates are “globally aligned” (p. 625). They add that 

perceptions of managerial commitment at unit level (supervisors) have been shown to be a 

more “proximal measure and powerful antecedent” of safety performance while the 

organisation level (top management) as the “distal antecedent” (p. 618). The study also 

revealed that, in a particular organisation, group-level variation can be related to the 

discretion of supervisors in applying formal procedures. Zohar and Luria’s (2005) 

multilevel safety climate model seems to be the most explicit framework demonstrating 

the effects of staff perceptions at different levels of the organisation on safety outcomes 

(Saraç, 2011).  

In line with Zohar’s theoretical propositions, Colla et al. (2005) report that management 

commitment in patient safety climate studies has been frequently assessed in relation to 

safety outcomes. The influence of top management, through establishing written safety 

procedures and policies, on the level of priority given to safety within the unit level has 

been recognised to result in reducing adverse consequences including treatment errors 

(Naveh et al., 2006). However, in healthcare, the effect of hospital safety climate on 

patient and worker safety outcomes is not entirely clear (Flin, 2007). 

2.5.4$ Theoretical$basis$

In theory, safety culture or safety climate provides a foundation to guide the safety 

behaviour of workers so that they develop perceptions and expectations regarding safety 

behaviour outcomes (Zohar, 1980). Despite the substantial empirical development of 

safety culture and safety climate, theoretical development has not mirrored that 

progression (Clarke, 2000, Guldenmund, 2000, Zohar, 2010). Groves et al. (2011) adds 

that there is an evident lack of a consistent definition of safety culture and an adequate 

underpinning theoretical basis of this construct. There is an absence of a safety culture 

theory that describes the process of keeping patients safe and includes the interaction 

between macro-level organisational structures and micro-level individual actions (Groves 

et al., 2011). 

Clarke (2000, 68) pinpoints the “atheoretical roots” of safety culture and argues that no 

one has developed an independent framework or attempted to operationalise safety culture 
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on the basis of theoretical roots. Guldenmund (2000) conducted a literature review of 

safety culture and climate research and concluded that “All in all, the models of safety 

culture are unsatisfactory to the extent that they do not embody a causal chain but rather 

specify some broad categories of interest and tentative relationships between those” (p. 

243). Additionally, Groves et al. (2011) argue that it is not surprising for a concept, such 

as safety culture, collected from multiple disciplines, to lack a strong theoretical basis in a 

fundamentally different healthcare setting.  

The theoretical roots of patient safety culture research lie mostly in high-risk industries 

(Ausserhofer, 2012). According to Halligan and Zecevic (2011), the five most commonly 

cited theories or models in healthcare research include: (1) High-Reliability Organisation 

Theory (HROT) (Ruchlin et al., 2004), (2) Donabedian’s Quality of Care Model 

(Donabedian, 2002) and its adaptations including the SEIPS (Systems Engineering 

Initiative for Patient Safety) model (Carayon et al., 2006) and Quality Health Outcomes 

Model (Mitchell et al., 1998), (3) The Cultural Maturity Model (Westrum, 2004), (4) 

Organisational Theory (Ruchlin et al., 2004) and (5) System Theory (Nieva and Sorra, 

2003). According to Guldenmund (2000), no single safety culture theory or model has 

been universally accepted as clearly reflecting the construct of safety culture and safety 

climate and none of the theories or models may be applicable to all types of organisations . 

A brief overview of HROT and Donabedian’s Quality of Care Model, including its SEIPS 

adaptation, is provided below, as these are the most common theories adopted in 

healthcare research.  

2.5.4.1& High>reliability&organisation&theory&&

Early safety literature was based on the notion that errors were mostly related to individual 

workers rather than how safety was managed (Cox and Flin, 1998, Reason, 2002). The 

Institute of Medicine (1999), however, stated in its report that errors in organisations are 

mostly due to ill designed systems. The systems approach to error is widely used in 

different industrial settings and is now becoming increasingly popular in healthcare 

(Currie and Watt, 2007). HROT is one example. HROT is based on research around high-

reliability organisations, i.e. organisations that are able to operate risky and complex 

technologies in hazardous conditions where the consequences of errors could be high but 

the occurrence of error is low (Roberts, 1990). Examples include nuclear aircraft carriers, 



Chapter Two: Literature Review 55 

naval and commercial aviation (Baker et al.,2006). It theorises that organisations are 

capable of operating within hazardous environments because of their complexity 

(components have multiple functions) and tight coupling (time dependent operations and 

specialised personnel) (Perrow, 1999, Roberts, 1990). Further, it assumes that accidents 

occur because humans managing and operating complex systems are not complex enough 

themselves to sense and predict the problems generated by the system (Perrow, 1999, 

Ruchlin et al., 2004, Singer et al., 2007). As such, successful operations require proper 

organisation of people, process and technology to handle complex activities, prevent 

accidents and improve reliability (Ruchlin et al., 2004). Recently, research has revealed 

that a key aspect of HROs’ safety culture, facilitating their maintenance of excellent 

performance, is “collective mindfulness” (Weick and Sutcliffe, 2011). It is based on 

shared motivation by front-line employees to discover and correct errors before they result 

in negative outcomes and is composed of five inter-related behavioural processes 

including; preoccupation with failure, reluctance to simplify interpretations, sensitivity to 

operations, commitment to resilience and deference to expertise (Vogus & Sutcliffe, 2007, 

p.47) . As Weick and Sutcliffe (2011) argue, these five principles help front-line 

employees to stay mindful and perform work safely even under hazardous conditions. 

Also, a critical factor to the success of HROs are individuals and teams working within the 

organisation, as they are able to demonstrate consistent and effective communication and 

teamwork behaviours over time and while working under high levels of stress in complex 

environments (Wilson et al., 1995). It has been argued that healthcare is confounded by its 

complexity and is different from tightly managed industrial HRO settings (Dekker et al., 

2010). A number of patient safety climate measures, including patient safety climate in 

healthcare organisations and safety organising scale, were based on HROT.  

2.5.4.2& Donabedian’s&quality&of&care&model&and&SEIPS&model&

 Donabedian (2002) provides a framework for understanding the structures, processes and 

outcomes influencing the quality of care provided by healthcare organisations. According 

to Donabedian (2002), structure is described as the conditions in which care is provided, 

including physical and organisational aspects of healthcare settings; process includes 

activities involved in providing care; outcomes are results or changes that can be attributed 

to the care provided in terms of the combined structures and process elements and 

influences. 	  
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Bonner et al. (2009) states that each component in Donabedian’s model is dynamic and 

transactional, and may influence safety outcomes. Yet, it is limited in its identification of 

the interactions and interdependencies amongst system components (Carayon et al., 2006). 

Human Factors and Ergonomics (HFE) and its systems approach to research, design and 

policy was recognised as crucial for patient safety across all healthcare settings after the 

publication of the IOM’s report “To Err is Human: Building a Safer Health System” in 

1999 (Institute of Medicine, 1999). HFE is a scientific discipline which is promoted as 

being useful for the redesign of healthcare systems and processes and improving patient 

safety and quality of care (Carayon et al., 2014, Pronovost and Goeschel, 2011, Pronovost 

and Weisfeldt, 2012). Carayon et al. (2014) argue that to have substantial and sustainable 

impact on patient safety and quality of care, HFE systems approaches should include all 

broad organisational considerations and external influences. The SEIPS model (Carayon et 

al., 2006) incorporates Donabedian’s Structure-Process-Outcome model of healthcare 

quality (Donabedian, 1978, Donabedian, 1988) and replaces the “Structure” by the work 

system to construct a more systematic approach to analysis and improvement of healthcare 

quality and patient safety (Carayon et al., 2014). The SEIPS model describes the system 

components and their relationships, as well as their impact on patients (e.g. errors, 

incidents, and adverse events, satisfaction, experience), employee (e.g. incidents, stress, 

burnout, joy, satisfaction) and organisational outcomes (e.g. productivity, efficiency, staff 

injuries). It supplements Donabedian’s model with a more comprehensive description of 

organisational structure (i.e., work system) and its interacting components (person, tasks, 

tools and technologies, physical environment, organisation) and incorporating 

employee/organisational outcomes with possible relationships between patient outcomes 

and employee/organisational outcomes.  

2.5.5$ Dimensions$of$safety$culture$

Management commitment to safety has been recognised as a leading theme in safety 

climate measurement both within the industrial safety literature (Flin et al., 2000) and 

patient safety climate literature (Flin, 2007) making it the most commonly measured 

dimension of safety climate. However, an understanding of the specific mechanisms that 

determine how senior management influences employees’ attitudes, perceptions and 

behaviours is still not clear (Flin et al., 2000). Many scholars seem to agree that senior 

management’s commitment to safety, effective communication, organisational learning 
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and participative management and leadership style are the main components of safety 

culture (Flin et al., 2000, Sawacha et al., 1999, Sorensen, 2002, Thompson et al., 1998). 

This issue will be discussed further in the next chapter. 

2.5.6$ Measuring$safety$culture$and$climate$

As healthcare organisations endeavor to improve the quality and safety of their services, 

there is an increasing recognition of the importance of building a culture of safety (Sallie 

et al, 2013). A strong safety culture is an essential element to promote patient safety and 

improve the quality of patient care (Kaafarani et al., 2009). Assessing the status of the 

existing safety culture in a healthcare organisation has been identified as the first step for 

developing a strong and solid safety culture (Hellings et al., 2007). The resulting data offer 

policymakers, healthcare providers, teams and managers a clear view of areas in need of 

attention to strengthen their patient safety climate, in addition to identifying specific 

challenges that impede progress in patient safety initiatives (Smits et al., 2009b). It can 

also be used for benchmarking the strengths of safety cultures across time and between 

organisations on national and international levels (Blegen et al., 2009, Lee and Harrison, 

2000). Also, safety climate  has been viewed as antecedent and safety outcomes as the 

consequences (Payne et al., 2009). This will be explored further in another section in this 

chapter. 

As discussed earlier, there are three main components of safety culture; psychological, 

situational and behavioural (Cooper (2000). Those components can be assessed with 

various qualitative and quantitative tools. Situational components of safety culture, 

including policies, working procedures and management systems, can be investigated 

through audits of safety management systems (Cooper, 1998). Behavioural aspects, 

including extrinsic elements of behaviours, norms and rituals, can be assessed through 

peer observations and outcome and self-report measures. The psychological aspect, 

including a person’s beliefs, values, attitudes and perceptions, is related to safety climate 

and is commonly assessed by safety climate questionnaires (Cooper, 2000, Kirk et al., 

2005). Lee and Harrison (2000) argue that an overall assessment of the three components 

of safety culture is “beyond the scope of any single method” (p.63) and that methods, such 

as peer reviews, performance indicators and safety audits, can be used to assess safety 

culture in a comprehensive way. Yet, Zohar (1980) and Griffin and Neal (2000) argue that 

culture is difficult to assess and that it is more feasible to measure safety climate.  
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As will be discussed in a later chapter, tools for assessing safety culture can be categorized 

as either qualitative or quantitative. Qualitative methods include observations, focus group 

discussions, interviews, and case studies (Wreathall, 1995). Such methods allow members 

of an organisation to act as informants, who directly or indirectly interact with the research 

team while using their own terms to express their points of view (Rousseau, 1990, 

Wiegmann et al., 2004). Quantitative approaches, including tools such as survey 

questionnaires, allow members of an organisation to act as respondents, who answer a set 

of standard questions provided by the research team as they try to measure safety culture 

numerically using procedures that are highly Standardised (Rousseau, 1990, Wreathall, 

1995).  

Wreathall (1995) concludes that quantitative methods are straightforward to implement in 

different organisations and interpret findings according to a common frame of reference. 

The most popular strategy to assess the state of a patient safety climate in a healthcare 

organisation is to survey healthcare professionals regarding their perceptions and attitudes 

on patient safety issues (Ausserhofer, 2012). Therefore, the majority of research on patient 

safety climate involves the administration of questionnaires either developed or adapted 

for healthcare settings. Safety climate questionnaires assess surface level features of the 

underlying safety culture in terms of perceptions of the workforce of procedures and 

practices in their workplace that show the level of priority given to safety in relation to 

other goals of the organisation (Cooper, 2000, Flin et al., 2006). Cheyne et al. (2003) 

argue that these quantitative measurements apply only to a specific setting at a particular 

point in time and are subject to short-term fluctuations. Kirk et al. (2007) add that despite 

their usefulness as safety measures, they offer a superficial evaluation of an organisation’s 

culture. Additionally, Pronovost et al. (2006) outlines the need for scientifically sound and 

feasible measures of patient safety. As will be discussed in Chapter four, it is vital that 

tools are developed with robust psychometric properties to enable valid interpretations of 

patient safety climate test scores (Flin et al., 2006). 

There are a number of safety climate questionnaires that are used to assess patient safety 

climate in healthcare (Colla et al., 2005) and over the past ten years, a number of 

comprehensive reviews of studies addressing patient safety in general or patient safety 

climate instruments in particular have been published (Colla et al., 2005, Fleming, 2005, 

Flin et al., 2006, Halligan and Zecevic, 2011, Jackson et al., 2010, Pumar-Méndez et al., 

2014, Sammer et al., 2010, Singla et al., 2006). Most of these reviews recommend the 
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Safety Attitudes Questionnaire (SAQ) and Hospital Survey on Patient Safety Culture 

(HSOPSC) as the most widely used tools in healthcare organisations. At the same time, a 

number of these published reviews critiqued patient safety climate tools for their lack of 

appropriate scale development and validation and weak evidence for their predictive 

validity (i.e. their overall psychometric rigour). Flin et al. (2006) argues that the HSOPSC 

is one of the most rigorously tested instruments with good psychometric properties in 

addition to being tested on a large sample size. This issue will be expanded further in the 

systematic review chapter (Chapter four).  

One issue that should be taken into consideration when quantifying safety culture is the 

level of aggregation. Choudhery et al. (2014) argue that researchers should pay attention to 

whether the organisational level truly represents a fairly homogenous culture. Zohar 

(2000) adds that conditions determining the appropriate level of analysis require within-

group homogeneity and between-groups variance. According to Cooper and Phillips 

(2004), an organisation’s departments (sub-units) are the appropriate level of analysis and 

aggregation of individual response. Additionally, researchers have a tendency to focus 

exclusively on workers’ perceptions while overlooking important other aspects such as 

safety environment, safety management system and workers’ safety behaviour (Choudhery 

et al., 2014).  

The next section will explain, in detail, three instruments commonly used in healthcare 

organisations. 

2.5.6.1& The&Hospital&Survey&on&Patient&Safety&Culture&

The HSOPSC was developed by researchers under a contract for the Agency for 

Healthcare Research and Quality (AHRQ) (Sorra and Dyer, 2010). It is designed to 

evaluate views of staff on patient safety culture in their work areas (Sorra and Dyer, 2010). 

Haugen et al. (2010, p.278) stated that the HSOPSC could be considered as assessing the 

patient safety climate through “giving a picture of the safety culture at a specific time 

point.”  

The development of the survey tool was based on literature review in the areas of 

organisational and safety climate and culture, safety management and accidents, error, 

error reporting and patient safety. In addition, available tools of safety climate and culture 

were assessed. A draft tool was subsequently developed and further input was obtained 
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through cognitive examination and review of the tool by researchers and hospital 

administrators (Sorra and Nieva, 2004a, Sorra and Dyer, 2010). In 2003, the survey was 

pilot tested in 21 hospitals across six states in the United States. Based on the 

psychometric results of the pilot study, the survey was finalized and made publicly 

available in 2004 (Sorra and Nieva, 2004a, Sorra and Dyer, 2010). Since its introduction, 

the tool has been extensively used in hospitals in the United States to measure safety 

culture (Sorra et al., 2010). Furthermore, The HSOPSC has been validated for use in more 

than 60 countries and translated into 30 different languages (Agency for Healthcare 

Research and Quality, 2015, Bodur and Filiz, 2010, Haugen et al., 2010b, Perneger et al., 

2014, Pfeiffer and Manser, 2010, Sarac et al., 2010, Smits et al., 2008, Waterson et al., 

2010).  

The HSOPSC includes 42 questionnaire items on 5-point Likert scales of agreement or 

frequency that assess 12 dimensions of patient safety culture, with 3 or 4 items per 

dimension. Seven dimensions assess safety culture at the unit level including: 1) 

Communication openness; 2) Feedback and communication about error; 3) Organisational 

learning– continuous improvement; 4) Supervisors’/managers’ expectations and actions 

promoting safety; 5) Non-punitive response to error; 6) Teamwork within units; 7) 

Staffing, while three dimensions assess safety culture at the hospital level including: 8) 

Handoffs and transitions, 9) Management support for patient safety, and 10) Teamwork 

across units. Also, four outcome measures are included in the tool: two multiple items, 11) 

Overall perceptions of patient safety and 12) Frequency of event reporting, and two 

additional single items, patient safety grade and number of events reported. Some items 

concerning background demographic information are included (Sorra and Nieva, 2007, 

Sorra and Dyer, 2010).  

Psychometric data analyses covered the following items: intraclass correlations (ICCs), 

design effects, Multilevel Confirmatory Factor Analysis (MCFA) results, model fit 

indices, item factor loadings, internal consistency reliability analyses, and dimension 

intercorrelations (Sorra and Dyer, 2010). They all confirmed the HSOPSC as having good 

psychometric properties across all levels of analysis (i.e. individual, unit and hospital) with 

strong evidence supporting the construct and discriminant validity of the tool. HSOPSC 

reported good model fit indices.  
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Cronbach’s alpha was used to confirm the internal consistency of the patient safety climate 

composites (Sorra and Dyer, 2010). Cronbach’s alpha values ranged from 0.64 to 0.85, 

except for the “staffing” composite which fell below cutoff values (0.59).  

As mentioned earlier, the intercorrelations between the 12 composites, both among patient 

safety composites and with the two outcome measures (number of events reported and 

patient safety grade) has been examined (Sorra and Dyer, 2010) and will be further 

explored in Chapter four. 

In summary, the HSOPSC can be viewed as a comprehensive measure of patient safety 

climate, which examines a number of fundamental dimensions related to patient safety, at 

the individual, unit and hospital levels of analysis. This multi-dimensional approach may 

establish a baseline measure to guide progress with patient safety improvement initiatives 

(Madsen, 2001). It has evident content validity and the results from the survey can be used 

to assess the prevailing status of patient safety culture and the effect of patient safety 

initiatives (Sorra and Dyer, 2010). It also helps in initiating an open dialogue between staff 

and in raising their awareness about safety issues, while at the organisational level it may 

facilitate evaluation of the impact of patient safety initiatives and programmes, 

benchmarking with other hospitals and provide evidence to fulfil regulatory requirements. 

Worldwide, there is extensive published literature reporting the psychometric properties of 

the HSOPSC. Yet, no research has been able to test the predictive validity of the tool by 

relating climate scores to outcome measures such as increasing actual incident reporting 

data (Sarac et al., 2010) More research is needed to assess the criterion validity of the 

HSOPSC tool by examining the relationship between patient safety culture and patient 

(and other) outcomes (Sorra and Dyer, 2010). 

2.5.6.2& The&Safety&Attitudes&Questionnaire&

The SAQ, developed by Sexton et al. (2006), is a modification of the Intensive Care Unit 

Management Attitude Questionnaire (ICUMAQ), which was derived from a widely used 

questionnaire in aviation called the Flight Management Attitudes Questionnaire (FMAQ) 

(Helmreich et al., 1993b, Sexton et al., 2006, Sexton et al., 2000). Sexton and colleagues 

(2006) specify that the SAQ is based on two conceptual models: Vincent’s framework for 

analysing risk and safety, and Donabedian’s conceptual model for assessing quality 

(Donabedian, 1988, Vincent et al., 1998).  
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The original extended version of the SAQ consists of 60 items including 30 core items that 

are the same in all clinical settings. It measures healthcare providers’ attitudes about six 

safety-related dimensions including teamwork climate, safety climate, perceptions of 

management, job satisfaction, working conditions and stress recognition. The SAQ was 

designed to measure safety climate at both the individual and group level (Pronovost and 

Sexton, 2005). It aggregates individual attitudes by the clinical area thus provides a 

“snapshot” of the climate in that particular clinical area. Furthermore, clinical areas can 

benchmark their climate against themselves and against other units in their organisations 

(Sexton et al., 2006, p.44). Also, it helps in assessing the impact of initiatives implemented 

to improve patient safety (Thomas et al., 2005). 

Different versions were developed for intensive care units, operating theaters, general 

inpatient settings, and ambulatory clinics with slight modifications of the SAQ to reflect 

the clinical area (Sexton et al., 2006).  

This questionnaire has been pilot tested on large sample sizes in different settings 

including intensive care units, operating theatres and ambulatory units in the USA, the UK 

and New Zealand (Sexton et al., 2006). The SAQ was subjected to rigorous psychometric 

testing. In Sexton et al. (2006) study, Raykov's coefficient was used to assess composite 

scale reliability of the SAQ with a value of 0.90, indicating strong reliability (Raykov and 

Du Toit, 2005). In addition, a MCFA, which demonstrated that the SAQ has shown “good 

psychometric properties” (Sexton et al., 2006, p.44). 

The SAQ has been translated into different languages including Dutch (Devriendt et al., 

2012), Swedish (Nordén-Hägg et al., 2010), Spanish (Gutiérrez-Cía et al., 2010), Chinese 

(Lee et al., 2010) and Arabic (Hamdan, 2013). It also preserves its continuity with the 

FMAQ, as 25% of its items were retained on the SAQ, it allows for cross-industry 

comparisons (Sexton et al., 2006). Singla et al. (2006) stated that the SAQ focuses on 

management and institutional commitment to safety, communication openness, teamwork, 

and beliefs about causes of errors and adverse events. 

The SAQ has been used to investigate the relationship between safety climate scores and 

patient outcomes. Favorable scores were found to be associated with better patient 

outcomes including shorter lengths of stay and less medication errors (Thomas et al., 

2005).  
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2.5.6.3& The&Safety&Organising&Scale&

The Safety Organising Scale (SOS), developed by Vogus & Sutcliffe in 2007, is a 

promising tool that assesses the degree to which registered nurses and their colleagues are 

involved in safety behaviours and practices on their units. It has nine items and uses 7-

point Likert scales. The questionnaire items were developed based on the five inter-related 

behavioural processes of “collective mindfulness” including: preoccupation with failure; 

reluctance to simplify interpretations; sensitivity to operations; commitment to resilience 

and deference to expertise (Vogus & Sutcliffe, 2007, p.47) . The development of the SOS 

was based on case studies of HROs.  

The SOS reported strong psychometric properties. Confirmatory Factor Analysis (CFA) 

have shown an excellent fit to the data across all fit indices, confirming the instrument's 

uni-dimensionality, and high factor loadings. Cronbach’s alpha was reported to be 0.88, 

which supports scale reliability. Results have also shown significant between-unit 

variability, intra-class correlations and within-group agreement, which strongly supports 

that the SOS reflects safety climate at the unit level. The SOS used independent outcome 

measures to examine associations between safety climate scores and safety related 

outcomes as will be discussed in the next section.  

The following are some limitations of the scale including that the SOS was validated using 

a sample comprised entirely of registered nurses. Palmieri (2010) argued that the SOS, 

despite being a promising measurement tool, lacks the psychometric rigor of the HSOPSC 

and SAQ. Further, Ausserhofer (2012, p.131) highlighted that the SOS items, compared to 

the SAQ, might not fully capture the “psychological safety” aspects including fear of 

blame and shame. 

2.6" Safety"outcomes"

Measures of safety culture or safety climate have been suggested as potential “leading 

indicators” of safety performance (Flin et al., 2000). Safety climate has been viewed as an 

antecedent or cause and safety outcomes (i.e., accidents, injuries) as the consequence or 

effect (Payne et al., 2009). In a review of industrial literature, there was strong evidence 

for the relationship between safety climate and safety outcomes assessed using different 

safety climate instruments at different levels of analysis using objective or self-report 

measures (Clarke, 2006, Neal and Griffin, 2006, Neal et al., 2000, Saraç, 2011, Wallace et 
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al., 2006). It has been shown that safety climate is directly linked with reductions in 

worker accidents and injuries (Huang et al., 2006, Zohar, 2002) and enhances worker 

safety behaviours (Hofmann and Stetzer, 1996). This confirms the predictive validity of 

safety climate on safety outcomes (Cooper and Phillips, 2004, Johnson, 2007, Saraç, 2011, 

Zohar, 2010). 

According to Zohar (2010), several reviews identified two chief antecedents that are likely 

to promote the emergence of shared climate perceptions amongst employees including 

leadership and member–member interactions (Kozlowski and Doherty, 1989, Ostroff et 

al., 2003, Schneider and Reichers, 1983). 

In healthcare, possible outcome data could include worker injuries and behaviours, patient 

injuries or other organisational outcomes including litigation costs (Flin, 2007). Examples 

include: workers’ self- reported compliance with standard precautions (Gershon et al., 

2000, Gershon et al., 2007, Neal et al., 2000); workers’ self-reported frequency of 

reporting adverse events (Sorra and Nieva, 2004a); independent measures of worker 

injuries (Felknor et al., 2000b, Vredenburgh, 2002); and independent measure of reports of 

injuries to patients (Itoh et al., 2002). Flin (2007) argues for the need to link these findings 

to underlying theoretical models.  

In a study by Vogus and Sutcliffe (2007) using the SOS, criterion-related validity was 

examined using reported medication errors and patient falls that were collected over a six 

month period. Multilevel regression analysis showed a negative relationship between 

safety climate and reported medication errors and patient falls. Also, significant positive 

relationships have been shown between climate levels and the theorised antecedents: trust 

in manager and commitment and staffing levels. In a study by Zohar et al. (2007), 955 

Israeli hospital nurses’ safety behaviours were assessed using observational techniques, 

and revealed that both unit and hospital level safety climates were predictors of staff’s 

safety behaviours. Lower safety climate scores, across 30 intensive care units (ICUs) in 

the USA, were found to be related to increased length of stay for patients, and less 

favourable perceptions of management by staff were related to higher patient mortality 

rates (Huang et al., 2007) while another study found that safety climate predicted both 

patient outcomes including patient satisfaction, medication errors and urinary tract 

infections in addition to nurse outcomes such as nurse satisfaction, back and needle stick 

injuries (Hofmann and Mark, 2006). In a study conducted on 1,866 NHS clinical staff in 
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six Scottish acute hospitals, safety climate was found to be significantly related to both 

patient and worker safety outcomes including workers’ safety behaviour and patient and 

worker injury measures (Agnew et al., 2013). The SAQ has been used to investigate the 

relationship between safety climate scores and patient outcomes where positive scores 

were associated with lower rates of ventilator associated pneumonia and lower 

bloodstream infection rates (Thomas et al., 2005).  

According to Flin (2007), studies in healthcare have started to confirm that safety climate 

scores can be linked with workers’ safety behaviours or workers’ injuries, though few 

independent measures were used. Flin (2007) adds that both worker and patient outcomes 

would appear to result from proximal worker behaviours, influenced by the prevailing 

safety climate. Still, there is a need to ascertain whether a different set of cultural factors 

that determine healthcare workers’ safety behaviours influence patient safety outcomes as 

opposed to worker injury outcomes (Flin, 2007). Finally, the influence of hospital safety 

climate on patient and worker safety outcomes is not yet clear (Flin, 2007). Further 

research is needed as there is a shortage in the literature understanding how safety culture 

or climate impacts outcomes (Wilson, 2007).  

2.7" Quality"improvement"science"

Improvement science is an emerging concept which focuses on systematically and 

rigorously investigating how to undertake quality improvement efforts based on best 

evidence-based practices and the best ways to measure and disseminate this knowledge to 

ensure positive change (The Health Foundation, 2011). It has been described as the 

scientific study of methods to encourage the integration of research findings and evidence-

based interventions into health care policy and practice and therefore to improve the 

quality and effectiveness of health services and care (Schackman, 2010). According to 

Marshall et al. (2013), adopting a scientific approach to improvement has great potential to 

enhance the capability of health systems to provide high-quality care. Still, there is a 

paucity of empirical research around the topic and it has been argued that only minority of 

evidence-based healthcare improvements are implemented in practice (The Health 

Foundation, 2011). One example is an evidence-based intervention that was used to reduce 

the incidence of catheter-related bloodstream infections. A cohort study of 103 intensive-

care units in Michigan, USA, resulted in a substantial reduction in rates of these infections 

(Pronovost et al., 2006a). The mechanisms through which the programme worked have 
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been assessed, and a theory of change that could inform later repetitions of the programme 

was generated (Dixon"woods et al., 2011). Policymakers are encouraging healthcare 

organisations to implement safe practices despite the absence of explicit criteria for 

evaluating the strength of the evidence supporting the practice under consideration or 

evidence about the likelihood that patients will benefit (Shekelle et al., 2010). As a result, 

AHRQ funded a study that reviewed studies of patient safety and used an expert panel 

process to identify evidence from this type of research and to suggest which factors are 

important. Those covered organisational characteristics, external factors, culture, 

teamwork, and leadership at the level of the unit, and management tools (Shekelle et al., 

2010).  

Safety climate surveys are increasingly popular worldwide. They have been developed and 

used within healthcare organisations to examine the effectiveness of patient safety 

improvement strategies. Thus, targeting practice change through patient safety climate is 

considered to be a key strategy for strengthening and enhancing patient safety and 

outcomes in hospitals (Morello et al., 2013). The effects of utilising them merit further 

research with detailed investigations of how organisations use safety climate surveys as a 

tool for learning and change (Singer and Vogus, 2013). It has been suggested to integrate 

both quality improvement science (Plan-Do-Study-Act, Lean, Six Sigma) and HFE to 

provide powerful philosophical and practical approaches to the improvement of 

healthcare. An example of such a combination has been utilized to improve handover from 

day to night and illustrates both tensions and benefits (Hignett et al., 2015).  

2.8" Summary"

In summary, this chapter examined the relevant literature of safety culture research. This 

included key elements of safety in organisations, patient safety, organisational culture and 

climate, safety culture and climate including: concepts analysis, theoretical basis, relevant 

dimensions, measurement, and safety outcomes. Safety is a concept that has attracted 

much attention across the healthcare industry. Still, the reviewed literature revealed 

substantial variation in the concepts of safety culture and climate, their associated 

dimensions and amount of evidence about their theoretical basis. The methodological 

rigour associated with the design of safety climate measures and the standard reporting of 

their psychometric properties was shown to be lacking.  
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The topic of patient safety is still at an early stage of development in Kuwait. Little is 

known about the prevailing state of safety climate in Kuwaiti hospitals. Also, to our 

knowledge, there are no validated safety climate tools appropriate for Kuwaiti hospitals. 

Therefore, my PhD thesis aims to investigate patient safety climate in public hospitals in 

Kuwait. In the next chapter, the research methodology used to address the aims of my PhD 

thesis are presented.  
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3" Chapter"Three:"Research"Methodology""

3.1" Introduction"

The following chapter is concerned with the methodological approaches employed in 

addressing the aims of the study. To explore the complex concept of safety climate in 

healthcare, a multimethod approach was viewed as most appropriate with methodological 

approaches adopted including a systematic review, a cross-sectional survey and semi-

structured interviews. The first part of the chapter will cover the research design adopted. 

The second part moves on to describe the methods used to conduct the research and 

analyses. This will also include the reasons for choosing those methods and any associated 

limitations. Finally, ethical considerations will be addressed. 

3.2" Research"paradigms"

Over the past decade, a large rise in patient safety research has been documented (Lilford 

et al., 2006). Moreover, safety culture assessment has become an important research 

priority (Battles and Lilford, 2003). Approaches to assessing safety culture and climate 

can be quantitative, such as using questionnaires, or qualitative such as interviews and 

observations, or a combination of both. Safety climate surveys have been the dominant 

method for evaluating care team perceptions and experiences of patient safety culture in 

organisational settings (Battles and Lilford, 2003, Brown et al., 2008, Brown and Lilford, 

2008, Guldenmund, 2007, Halligan and Zecevic, 2011, Runciman et al., 2008, Shekelle et 

al., 2011). However, it is worth noting that Runciman et al. (2008) argues that qualitative 

methods have not been given sufficient weight or attention compared to quantitative 

methods, and may offer a more in-depth and insightful approach than questionnaire 

surveys.  

3.2.1$ Positivist$research$paradigm$

Quantitative research is often termed as the “positivist” or “traditional” paradigm 

(Bryman, 1984, Creswell, 2013) where a paradigm defines the philosophy on how 

research is conducted (Kuhn and Hawkins, 1963).This paradigm is associated with a belief 

that reality can be measured and observed objectively, independent of the researcher’s 

own views (Creswell et al., 2011a, Cronholm and Hjalmarsson, 2011). The research 

approach follows a formal and systematic process with numerical data being used to 
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measure a certain phenomenon and produce findings (Carr, 1994). Fundamental features 

of various quantitative studies include the use of instruments such as surveys or tests to 

collect data (Harwell, 2011). Another feature is that it sets out to test a hypothesis that 

corresponds to a research question of interest using a “deductive” process of knowledge 

attainment (Bekhet and Zauszniewski, 2012, Carr, 1994). In a deductive approach, 

findings from statistical hypotheses testing lead to broad conclusions about characteristics 

of a population (Harwell, 2011). Strengths of quantitative research include its potential to 

develop generalizations of findings if based on samples that are of appropriate size and 

representative of the population being studied (Creswell et al., 2011a). Moreover, it allows 

researchers to better predict, understand and explain the underlying phenomenon 

(Creswell et al., 2011a, Cronholm and Hjalmarsson, 2011).  It remains the predominant 

research paradigm in health services research (Barbour, 2003, Moffatt et al., 2006, Pope 

and Mays, 1995). This approach, however, is limited in its ability to provide an in-depth 

understanding or explanation of complex cultural or social phenomenon (Tariq and 

Woodman, 2013). 

3.2.2$ Constructivist$research$paradigm$

Qualitative research is also termed as the “constructivist” (Bryman, 1984)  or 

“naturalistic” (Lincoln and Guba, 1985) paradigm. It is typically informed by a belief that 

reality is “subjective” and “multiple” as constructed by individuals involved in a research 

situation including, the researcher and persons being investigated. The approach develops 

theory through an “inductive” logic where the researcher seeks a detailed exploration, 

guided by certain perspectives or ideas, of the phenomenon being investigated and this, as 

a result, allows the hypothesis to emerge from the data (Gerrish and Lacey, 2010, Tariq 

and Woodman, 2013). A qualitative researcher is involved as an “instrument” in the 

information being collected through interacting with participants, in natural settings with 

little boundaries, leading to an open and flexible research process (Harwell, 2011). Yet, 

findings of qualitative research lack generalizability as they are limited by the small 

sample sizes that are required to allow an in-depth exploration and analysis (Tariq and 

Woodman, 2013). Although Hinton (1987) argues that, if a sample is well defined, 

qualitative findings can be generalized to a population at large. Examples of this approach 

include case studies, ethnographies and interviews (Creswell et al., 2011a).  
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Generally, one fundamental difference between these two approaches is that quantitative 

research aims to propose a hypothesis to be accepted or rejected while qualitative research 

aims to generate a hypothesis (Cronholm and Hjalmarsson, 2011). 

3.2.3$ Mixed$methods$research$

Research in the first half of the 20th century was largely quantitative. Qualitative research 

emerged as an alternative to quantitative research during the second half of the 20th 

century (Johnson and Christensen, 2008). Quantitative and qualitative research advocates 

engaged in strong disputes, with purists appearing on both sides (Johnson and 

Onwuegbuzie, 2004). Quantitative researchers have often argued that qualitative research 

was hard to generalize, replicate, and interpret  (Cronholm and Hjalmarsson, 2011). While, 

qualitative researchers have argued that quantitative researchers employed irrelevant 

hypotheses and superficial descriptions (Bryman, 1984, Goldstein, 1963).  

As the debate around the relative characteristics and merits of quantitative and qualitative 

research evolved, researchers who supported combining both research approaches 

emerged (Hall, 2013). They argued that combining both methodologies can be 

complementary to each other as they can potentially build on the strengths and offset the 

weaknesses of both research approaches (Tariq and Woodman, 2013). To explain it 

further, quantitative research is viewed as deficient in understanding the context in which 

the study was undertaken, while qualitative research can overcome that by providing 

contextual insight. Conversely, qualitative research suffers from a difficulty in 

generalizing findings to a large population and a potential for biased researcher 

interpretations that quantitative research can compensate for. Also, the use of multiple 

methods increases the robustness of results through the cross-validation or “triangulation” 

that is accomplished when various data types and sources join and are found to be 

congruent (Benbasat et al., 1987, Bonoma, 1985, Kaplan and Duchon, 1988).  

In 1959, Campbell and Fiske introduced the idea of triangulation, referring to “multiple 

operationalism.”  They highlighted the value of using different methods and multiple data 

sources to study the same phenomenon as a form of validating results (Campbell and 

Fiske, 1959).  Triangulation usually mixes qualitative and quantitative methodologies 

(Jones, 2014). Jick (1979) refers to triangulation as a research approach that recommends 
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using two or three different methodologies and study designs in order to validate results 

and overcome the methodological limitations of using a single approach. 

Many researchers have since supported the idea of combining qualitative and quantitative 

approaches (Cronholm and Hjalmarsson, 2011). The preferred term for combining these 

approaches is “mixed methods” (Bryman, 2015). As pointed out by Tashakkori and 

Teddlie (2010), the combination of both research approaches is expanding.  

Over the past twenty years, mixed methods research has become increasingly recognised 

as the third major research approach, alongside quantitative research and qualitative 

research (Johnson et al., 2007). Mixed methods research, according to Johnson and 

Onwuegbuzie (2004, p.17), is formally defined as “the class of research where the 

researcher mixes or combines quantitative and qualitative research techniques, methods, 

approaches, concepts or language into a single study.” The objective of combining these 

two approaches is to capitalize on the strengths and reduce the weaknesses in both 

approaches (Bergman, 2008). 

Since it is common to find the terms “multiple method”, “mixed methods”, and 

“multimethod” designs used interchangeably in the literature, it is necessary to clarify 

what is meant by each term (Esteves and Pastor, 2004).  

Multiple methods, according to Tashakkori and Teddlie (2003, p.11), is defined as 

“research in which more than one method or more than one worldview is used.” Three 

broad categories of multiple method designs have been identified in the literature 

including: mixed method research, multimethod research, and mixed model research 

designs (Tashakkori and Teddlie, 2003).  

Mixed methods design has been defined by Morse (2003, p.190) as “the incorporation of 

various qualitative and quantitative strategies within a single project that may have either a 

qualitative or quantitative theoretical drive.” In this design, the major method is 

supplemented by “imported” methods to provide pointers that are followed up within the 

major method (Esteves and Pastor, 2004).   

Morse (2003, p.190) defined multimethod design as “the conduct of two or more research 

methods, each conducted rigorously and complete in itself, in one project. The results are 

then triangulated to form a complete whole.”  
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Tashakkori and Teddlie (2003) attempted to create a common nomenclature of research 

designs in response to the definitional inconsistencies across the literature. As a result, 

they proposed the following typology: mixed methods design covers both mixed methods 

research and mixed model research. Mixed methods research involves the use of 

quantitative and/or qualitative data collection or analysis methods in a single study. 

Methods are mixed in the methods part of a study and data can be collected and integrated 

at one or more stages in the process of the research. Tashakkori and Teddlie (2003) 

indicate that more than 40 mixed methods designs are reported in the literature. The most 

popular designs fall into two groups, concurrent and sequential, based on the type and time 

of data collection and integration. They are additionally classified into two levels, basic 

mixed methods and advanced mixed methods which are combinations of the basic ones. 

The three basic designs, are convergent parallel mixed methods design, exploratory 

sequential mixed methods design and explanatory sequential mixed methods design 

(Creswell et al, 2011b). Convergent parallel design uses different quantitative and 

qualitative methods concurrently and mixed at interpretation stage to reveal convergence 

or divergence in the results (Tariq and Woodman, 2013). Exploratory sequential design 

uses qualitative methods to inform the development of the quantitative data collection and 

analysis. The results are mainly integrated at the interpretation phase (Creswell et al, 

2011b). Explanatory sequential mixed methods design uses qualitative methods to answer 

questions generated from preceding quantitative research (Tariq and Woodman, 2013). 

This approach helps to gain more understanding of the significant issues raised in the 

quantitative phase with the results mainly integrated at the interpretation phase (Creswell 

et al, 2011b). 

Mixed model research, in contrast, involves qualitative and quantitative methods being 

mixed in numerous or all stages of a study. Multimethod design involves qualitative and 

quantitative methods that are relatively complete on their own, and are integrated to form 

fundamental components of one research study (Morse, 2003). Thus, each study is planned 

and conducted to answer a certain sub-question, and the results of the research triangulated 

to form a comprehensive whole. According to Morse (2003), in multimethod design all 

projects are rather complete on their own, which is the major difference between 

multimethod and mixed method design. Hunter and Brewer (2003, p.578) explain that a 

multimethod approach “is a strategy for overcoming each method’s weaknesses and 

limitations by deliberately combining different types of methods within the same 

investigations.”  
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The most challenging aspect of using such an approach is the integration of qualitative and 

quantitative data. O'Cathain et al. (2008) recommends an initial stage of analysis of the 

two data types separately followed by a second stage of analysis where findings can be 

compared, contrasted and combined. Tariq and Woodman (2013) add that the integrity of 

quantitative and qualitative data is preserved by keeping the initial stage of analysis 

separate using the appropriate techniques of analysis that are usually associated with that 

type of data. At the same time, combining the findings in a second stage of analysis will 

potentially allow capitalization on the analytical findings. The integrative strategy is 

another approach to data analysis where one type of data may be transformed into another 

type. Thus, qualitative data may be transformed into quantitative data or quantitative data 

may be turned into qualitative data and data can be combined and analysed together 

(Margarete, 2000). My PhD thesis will follow the former approach of analysis and 

integration as it was considered to be more appropriate for this type of study. 

3.2.4$ Multiple$methods$research$and$patient$safety$

For the past two decades, combining qualitative and quantitative methods in a single study 

has become a widely accepted practice in different areas of healthcare research (Sale et al., 

2002). However, quantitative research remains the dominant methodology with qualitative 

methods rarely used in safety culture research (Tariq and Woodman, 2013). Researchers 

have argued that the complex and multifaceted nature of healthcare requires the use of a 

broad range of qualitative and quantitative methods (Baum, 1995, Steckler et al., 1992). 

In Halligan and Zecevic (2011) review of safety culture in healthcare, it was stressed that 

safety research seems to be in its infancy compared to high reliability organisations in 

other high hazard industrial sectors where it has advanced and where the current focus is 

on using qualitative methodologies to investigate underlying culture. They pointed out that 

despite surveys being a pragmatic means of gathering data, they can only provide a 

superficial snapshot of an organisation’s safety climate. Quantitative data must be 

supplemented with qualitative data through interviews, focus groups and observations to 

gain a better sense of the underlying culture. This view was shared by a number of 

prominent studies (Flin, 2007, Flin et al., 2006, Halligan and Zecevic, 2011, Runciman et 

al., 2008, Singer et al., 2009b).  
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Brown et al. (2008) recommends that the complexity of patient safety research will greatly 

benefit from a pragmatic philosophy and a mixed methods approach. Pragmatism has 

gained substantial support as a stance for mixed methods researchers (Creswell, 2013, 

Tashakkori and Teddlie, 2010, Teddlie and Tashakkori, 2009). Pragmatism in mixed 

methods research allows the researcher to use the methods, techniques or procedures that 

best suits their research problem rather than being limited by the philosophical 

underpinnings of the best approach (Creswell, 2013, Tashakkori and Teddlie, 2010). This 

view informs much of the applied mixed methods research in health services (Murphy et 

al., 1998). 

A multimethod, triangulated approach for assessing safety culture combines both 

quantitative (questionnaires, audits, injury and near miss data) and qualitative (interviews, 

focus groups, observations and document analysis) tools in an effort to gain a deeper 

understanding of the underlying culture while offsetting the intrinsic weaknesses 

associated with each approach when used on its own (Cooper, 2000, Cox and Cheyne, 

2000). Triangulation has been defined as "the combination of methodologies in the study 

of the same phenomenon” (Denzin, 2009, p.297). This, as a result, offers valuable insights 

into the different aspects of measuring and constructing safety culture. A multimethod 

approach is always viewed as appropriate for obtaining a valid, reliable and trustworthy 

assessment of safety culture (Scott et al., 2003). One of the key advantages of using a 

multiple methods approach, as Creswell et al. (2011a, p.5) argue, is that it involves the 

intentional integration of both quantitative and qualitative data and “the combination of 

the strengths of each to answer research questions.” It allows researchers to view issues 

from multiple perspectives with a more complete understanding and an ability to 

contextualize, validate or compare data (Clark, 2010, Creswell et al., 2011a). 

3.3" Research"design"

The research design is a guiding framework indicating the current research strategy and 

informing research methods. The following section will summarize the overall research 

design and methodology.  

The research design will follow a pragmatic philosophy where a multimethod, triangulated 

approach combining both quantitative (safety climate questionnaire) and qualitative 
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(interviews and free text comments in the survey) methods was considered most 

appropriate for investigating the current research questions.  

As discussed earlier, the present study aims to identify an appropriate tool with adequate 

psychometric properties for assessing patient safety climate in Kuwaiti public hospitals. A 

patient safety climate tool will be identified through a systematic review (Chapter Four). 

Then, the selected tool will be used to collect data from three public hospitals in Kuwait 

for two purposes. Firstly, to test the psychometric properties of the identified tool in a 

sample of three public hospitals in Kuwait (Chapter Five). Secondly, to provide a measure 

of the prevailing safety climate in Kuwaiti public hospitals (Chapter Six). Finally, the 

main findings of the safety climate tool will be explored with key stakeholders (Chapter 

Seven).  

3.4" Summary"

In this chapter, it is argued that a multiple methods design, underpinned by a pragmatic 

philosophy, is the most appropriate approach to explore a complex topic such as safety 

culture. This approach was designed to collect two types of data, quantitative (survey) and 

qualitative (interviews), in an effort to offer a more complete understanding of safety 

climate in Kuwaiti public hospitals with an in-depth contextual insight into the significant 

quantitative issues and findings that were raised from investigating the general population 

of the study including an examination of the population characteristics. 
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4" Chapter"Four:"A"Systematic"Review"and"analysis"of"measurement"tools"

4.1" Introduction"

Worldwide, various tools have been developed to assess safety climate in acute care 

settings (Colla et al., 2005, Flin et al., 2006). However, the rigour with which tools have 

been developed and psychometrically tested has varied considerably across the published 

literature (Singla et al., 2006). There is a growing body of evidence to suggest that the lack 

of rigorous psychometric evaluation makes it difficult to confirm the validity and 

reliability of survey scores and the proper identification of unique underlying safety 

culture dimensions (Flin et al., 2006). Pronovost and Sexton (2005a) hold the view that 

this will impact on the tools’ ability to reliably measure specific features of patient safety 

and to make correct inferences regarding survey scores in addition to limiting the 

generalizability of tools across different healthcare settings. Emerging evidence about the 

predictive validity of safety climate measures suggest that positive safety climate scores 

are associated with clinical outcomes including shorter lengths of stay and fewer 

medication errors (Singla et al., 2006). Favourable scores have also been linked also to 

safety-related behaviours and attitudes of healthcare staff (Griffin and Neal, 2000, Neal 

and Griffin, 2006, Zohar et al., 2007). Thus, in order to provide reliable data, it is 

imperative that tools are developed with robust psychometric properties that enable valid 

interpretations of patient safety climate test scores (Flin et al., 2006). 

4.2" Aim"and"objective"

This chapter aims to provide a comprehensive review of quantitative studies designed to 

assess safety climate or safety culture in the hospital setting, with particular focus on 

questionnaires. The objective of the systematic review was to conduct an evaluation of the 

reported psychometric properties of the identified questionnaires in order to provide a 

structured overview of their psychometric adequacy as measurement tools for their stated 

purpose. This chapter will conclude with a recommendation about an appropriate safety 

climate tool to be employed for my PhD thesis. 

The PICO framework-Population, Intervention, Comparison/Studies, and Outcome-was 

applied to inform the review objectives in Figure 4.1 (below) (Richardson et al., 1995). 
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Figure 4.1: PICO framework 
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4.3" Methods"

4.3.1$ Data$sources$

A systematic review of published empirical literature was undertaken using seven 

electronic databases (Medline, PubMed, CINAHL, Web of Science, PsycINFO, Embase, 

Scopus). A comprehensive search strategy was developed. The strategy included searching 

the following key terms: “Safety Culture”, “Safety Climate”, “Safety Attitudes”, “Hospital 

Safety”, “Patient Safety”, paired with “Health Care Workers”. These terms were searched 

as a combination of key words and Medical Subject Heading (MeSH) terms in order to 

maximize the sensitivity of the search strategy. Several search techniques, including 

truncation and adjacency, were applied to find more relevant literature. The full Medline 

search strategy was translated for other databases as appropriate and is shown in Appendix 

1. The searches covered the time period from January 2004 to December 2014 and were 

limited to English-language studies. In 2006, Flin et al published a comprehensive review 

of quantitative studies of safety climate in healthcare and provided a qualitative 

description of the questionnaires designed to measure the construct including any reported 

psychometric data as indicated by the original tool developer(s). This review builds on the 

findings of Flin’s review (Flin et al., 2006). As a result, this review covered the time 

period from January 2004 to December 2014 in order to identify any new instruments 

published since the original review. 

Manual searches of reference lists generated from articles included in this review were 

performed in order to identify any papers that may have been missed by electronic 

searching. In addition, electronic “searches” of key journals, including the BMJ Quality 

and Safety, Joint Commission Journal on Quality and Safety, Journal of Patient Safety and 

the International Journal of Quality in Healthcare, were undertaken.  
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In addition, websites of organisations dedicated to the improvement of patient safety, 

including: The AHRQ; the Institute for Healthcare Improvement, the Health Foundation 

and the National Patient Safety Agency, were also accessed in addition to other 

international organisations. Finally, Proquest dissertation and thesis databases were 

searched for any unpublished research and authors were contacted for any clarification 

required. 

Electronic records were stored and managed online through a web-based systematic 

review data management software, DistillerSR (Evidence Partners Incorporated, 2011). 

A protocol detailing the methods for this systematic review has been previously published 

(PROSPERO registration number: CRD 42015016637) in addition to a PRISMA 

checklist. Refer to Appendix 2 for more details. 

4.3.2$ Study$selection$

4.3.2.1& Inclusion&and&exclusion&criteria&

In order to facilitate the identification and selection of appropriate papers, pre-determined 

inclusion and exclusion criteria were developed (See Table 1, Table 2 and Table 3). 

4.3.3$ The$selection$process$

The process of identification and selection of eligible papers was conducted in two stages. 

The first stage involved evaluating the potential relevance of all titles and abstracts 

identified from the electronic database searches.  Following that, full text copies of all 

papers that were judged to be potentially relevant were retrieved and reviewed in the 

second stage. Two independent reviewers completed title, abstract and full text screening 

of potentially relevant records. Screening results were compared and discrepancies were 

resolved by discussion or arbitration with a third reviewer, when necessary. A flow chart 

in Figure 4.2 (below) shows the selection process of eligible papers. All identified 

citations were uploaded to DistillerSR (Evidence Partners Incorporated, 2011). Electronic 

forms for title/abstract and full-text screening were designed according to the above 

specified inclusion criteria. In addition, the forms were pilot tested and refined before 

implementing them in study selection process. 
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4.3.3.1& First&stage&screening&

An initial list of studies that purport to measure safety climate/culture was developed from 

the original database search, which covered the years 2000 till December of 2014. The 

reason for this was to create an overlap period between our current search and Flin et al. 

(2006) previous search in order to make sure that the search strategy was sensitive enough 

to identify all of Flin’s reviewed papers. 

To be eligible for inclusion at this stage, published empirical studies had to fulfill the 

abstract inclusion criteria (See Table 1). 

Table 1: Abstract inclusion criteria 

Table 1 
 

Abstract Inclusion Criteria 

I1 
Use of a questionnaire as a quantitative measure of safety 

climate or safety culture. 

I2 
Use of a self-report questionnaire for eliciting the individual 

perceptions of healthcare workers. 

I3 
Used with healthcare staff in a healthcare setting. 

The titles and abstracts of retrieved records were reviewed and studies that did not meet 

the abstract inclusion criteria were discarded. For articles without an available abstract, the 

full text version of the original article was retrieved and reviewed. The reviewers, using 

DistillerSR (Evidence Partners Incorporated, 2011), marked the papers by either ‘yes’, 

‘no’ or ‘maybe’. When the eligibility of the reviewed studies was unclear, they were 

included for next stage review. As a result, eighty-eight studies were considered as 

potentially eligible for this stage.  

The screening result is outlined in Figure 4.2. The chart is based on the PRISMA checklist 

items (Moher et al., 2009). 
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Figure 4.2: PRISMA flow diagram of study screening & selection 
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Hand searches of included articles identified 

38 Citations 
!

3,960 records identified in total 
(Duplicates removed within databases)!

3,576 records screened by titles and abstract against 
inclusion criteria: 

(Articles had to use a questionnaire as a quantitative measure 
of safety climate with healthcare staff in a healthcare setting, 
use of a self-report questionnaire for eliciting the individual 

perceptions of healthcare workers) 

 
88 articles for full text review of against inclusion1 & 

exclusion criteria2 
!

83 articles excluded after full text 
review: 

Adapted/translated versions of original tools 
(n= 32), designed for other settings or 
specific professions (n= 21), not main aim of 
study (n= 14), tool not designed in English-
language (n= 6), published prior to 2004 (n= 
6), directed at non-healthcare staff (n= 1), 
tool not publically available (n= 1), non-peer 
reviewed (n= 1), measures a sub construct of 
safety (n= 1) 

 Data Extraction and Quality Appraisal 5 of selected 
articles 

!

Included studies: 5 articles 
!

384 duplicates 
removed!

3,488 citations 
excluded after 

titles and abstract 
screening 

!

Full Text Inclusion criteria1: 
• Explicitly state the aim of the study is survey development & 

establishing the psychometric properties of the tool. 
• Designed for general administration to healthcare staff in a 

hospital setting. 
• Original tool or an updated version of an original tool 

produced by the original team. 
• Questionnaires developed in English-language from January 

2004 to December 2014. 
• Publicly available tool. 

Full Text Exclusion criteria2: 
• Qualitative studies. 
• Opinion papers or grey literature. 
• Target other aspects of culture. 
• Adaptations of original survey tools. 
• Designed for internal use in a single institution or for a particular 

specialty or profession. 
• Aimed at junior doctors, nursing or medical students. 
• Literature published prior to 2004.  
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4.3.3.2& Second&stage&screening&

In the second stage, all abstracts and full text versions of the relevant studies were 

reviewed against the pre-specified full text inclusion and exclusion criteria (See Table 2 

and Table 3).  

Table 2: Full text inclusion criteria 

Table 2 
 

Full text inclusion criteria 

I1 
Explicitly state the aim of the study is questionnaire 

development and establishment of its psychometric 

properties. 

I2 
Designed for general administration to healthcare staff in a 

hospital setting. 

I3 
Original tool or an updated version of an original tool 

produced by the original team. 

I4 
Questionnaires developed in English-language from January 

2004 to December 2014. 

I5 
Publicly available tool. 

Table 3: Full text exclusion criteria 

Table 3 
 

Full text exclusion criteria 

E1 
 

Qualitative studies. 

E2 
Opinion papers or grey literature. 

E3 
Target other aspects of culture. 

E4 
Adaptations of original survey tools. 

E5 
Designed for internal use in a single institution or for a 

particular specialty or profession. 
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Table 3 
 

Full text exclusion criteria 

E6 Aimed at junior doctors, nursing or medical students. 

E7 Literature published prior to 2004.  

To be eligible for inclusion at this stage, studies had to primarily focus on questionnaire 

development and explicitly state that the purpose of the study was to establish the 

psychometric properties of the tool as part of tool development, testing and 

implementation. Descriptive articles without evaluative methodology or reported 

psychometrics were excluded from the review.  

The tool also had to be designed for general administration to all healthcare staff working 

in a hospital setting. This meant that studies relating to other healthcare settings or non-

healthcare professions were excluded.  Studies aimed at medical or nursing students were 

excluded, as were studies involving postgraduate trainees or residents. Qualitative studies 

in addition to grey literature, such as studies that are unpublished, conference proceedings, 

graduate theses, book chapters or papers that are not included in bibliographic retrieval 

systems, opinion papers (including discussion papers, editorials, letters to the editor, short 

communications and expert opinion papers) and literature published prior to 2004 were 

also excluded (Miquel, 2014). 

Only original tools developed in English were included as well as any updated version of 

an original tool that was produced by the original team in which the latest improved 

version was included. Adaptations of original tools were excluded in addition to tools 

aimed at other types or aspects of culture or were exclusively designed for use within 

single institutions or specific specialties. Studies had to be published in English between 

January 2004 and December 2014. The tool also had to be publically available. Table 2 

and 3 (above) summarize the inclusion and exclusion criteria used in this review. 

Where a full version of an instrument was not published, attempts were made to retrieve it 

through direct contact with the author(s).  
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The second stage inclusion results were compared and consensus on the final list of 

included studies was reached. After full review, eighty-three studies (n=83) were excluded 

while five studies (n=5) were eventually included for further analysis. The reasons for 

exclusion were noted in Figure 4.2 (above). 

4.3.4$ Data$extraction$and$quality$appraisal$

Three reviewers undertook data extraction and quality appraisal of included studies 

independently using pre-designed data extraction and quality appraisal forms. 

The first reviewer carried out full data extraction and quality appraisal of the five included 

papers while the second and third reviewers, each separately, extracted data and appraised 

the quality of fifty percent of the included papers. Discrepancies were resolved by 

discussion and consensus. The two forms were attached to each eligible (See appendix 3 & 

4). 

4.3.5$ Data$extraction$$

A customized data extraction form was developed and was piloted on a number of 

included studies in order to ensure the full capture of all information needed. Based on the 

results of the pilot, the data extraction form was modified, in order to meet the study’s 

specific needs and unify all relevant data. The final data extraction form is given in 

Appendix 3. 

The list below summarises the data extracted from each article:  

1.( Authors, title, journal, year, volume, pages 

1.( Aim(s) and Objective(s) of study 

2.( Study design 

3.( Study setting and population characteristics 

a.( Location, size and type of setting(s) 

b.( Sample size and sample characteristics 

4.( Study tool features 

a.( General features 

b.( Safety climate dimensions covered 

c.( Level of analysis 
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d.( Psychometric properties 

e.( Theoretical underpinning(s) 

f.( Safety outcome measures 

5.( Main findings 

6.( Conclusions 

7.( Limitations 

When the eligibility of an included paper was unclear or the data reported were 

inadequate, corresponding authors were contacted for further clarification about 

unpublished data. This enabled the reviewers to clearly judge the potential eligibility of 

the studies and, if eligible, helped provide data, which were extracted for further analysis.  

The variability in the included safety climate dimensions across the reviewed papers have 

led the author to evaluate the content of dimensions in each tool. A list, including the most 

common safety climate themes that had been previously mentioned in the literature by Flin 

et al. (2006) in addition to other comprehensive reviews of studies addressing patient 

safety climate tools, was developed for the categorization of the content of dimensions 

across the five tools (Refer to Table 5 (below)) (Colla et al., 2005, Fleming, 2005, 

Halligan and Zecevic, 2011, Jackson et al., 2010, Singla et al., 2006). I have examined the 

content of the proposed list and consensus was achieved after discussion with my 

supervisors. The list included the following safety climate dimensions: (1) Top 

management support and institutional commitment to safety, (2) Safety systems, (3) 

Organisational learning and continuous improvement, (4) Teamwork, (5) Communication 

openness, (6) Feedback and communication about adverse events, (7) Reporting incidents, 

(8) Work pressure, (9) Safety attitudes and behaviours of staff, (10) Training and 

continuous education, (11) Staff satisfaction, (12) Beliefs about the causes of errors and 

adverse events, and (13) Competence. The proposed list must be regarded as a preliminary 

synthesis and is not entirely inclusive. 

4.3.6$ Quality$appraisal$

The methodological quality of included papers was assessed using two customized quality 

appraisal tools: one for the overall methodological quality of each included study and the 

other tool was developed for the appraisal of the reported psychometric properties.  
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4.3.6.1& Methodological&quality&

The methodological quality of the studies was assessed based on the quality criteria 

developed by Buckley et al. (2009). A total of seven questions were set to examine the 

quality of a paper, and a score of 0, 1 or 2 was allocated for every section. Those meeting 

the quality standard were given a score of two, while those partially or not meeting the 

standard were given a score of one or zero respectively. Items not applicable to a 

particular study design were marked “n/a” and were excluded from the total quality score. 

For each paper, the total quality score was calculated by adding the scores obtained across 

the items. The quality appraisal form is given in Appendix 4. 

Higher quality studies were considered to be those that met a minimum of six of these 

seven indicators. That is, a score of 0-5 means a ‘poor’ quality study; 6-10 indicates a 

‘fair’ quality study and a score of 11-14 means a ‘good’ methodological quality. The 

assessment of each study, included items related to the appropriateness of the study 

methodology, study population, data collection and analysis, appropriateness of the 

response rate and results. 

4.3.6.2& Psychometric&properties&

Hubley and Zumbo (2013, p.3) defined psychometrics as “a field of study that focuses on 

the theory and techniques associated primarily with the measurement of constructs as well 

as the development, interpretation, and evaluation of tests and measures.” Psychometric 

analysis involves the use of established assessment techniques that help in evaluating the 

psychometric properties of the designed questionnaires and the proper identification of 

underlying safety culture dimensions (Singla et al., 2006). As mentioned earlier, it is 

crucial that patient safety climate questionnaires are designed with robust psychometric 

properties in order to provide valid interpretations of test scores. Despite that, many 

studies still lack proper reporting of the psychometric properties of questionnaires (Colla 

et al., 2005, Flin, 2007, Flin et al., 2006, Nieva and Sorra, 2003).  

Validity and reliability are two essential elements in the psychometric evaluation of a 

measurement tool. DeVon et al. (2007) adds that confirmation of the validity and 

reliability of tools is a prerequisite for confirming the integrity of study findings. 
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Instrument validity reflects the degree to which a tool measures what it intends to measure, 

whereas reliability reflects the degree to which test scores are replicable (Geisinger et al., 

2013, Streiner et al., 2015). Validity encompasses three types of validity that are discussed 

relative to measurement tools: construct, content and criterion validity (Streiner et al., 

2015). Construct validity can be defined as the degree to which items on an instrument 

relate to the appropriate theoretical construct (Kane, 2001). A variety of ways exists to 

assess the construct validity of an instrument, including Factor analysis (FA). FA, includes 

Exploratory Factor Analysis (EFA), and Confirmatory Factor Analysis (CFA). EFA is 

used to uncover the underlying factor structure of a questionnaire, while CFA is used to 

test the proposed factor structure of a questionnaire (Hutchinson et al., 2006). Convergent 

validity represents the degree to which different measures of the same construct show 

correlation with each other and is tested using CFA. Conversely, discriminant validity 

represents the extent to which measures of different constructs show correlation with one 

other (DeVon et al., 2007).  

A CFA measurement model shows convergent validity if items load significantly (0.40 or 

greater) on the assigned factor and if model fit indices indicate adequate fit (Vogus and 

Sutcliffe, 2007). Model fit indices include: Chi-square; comparative fit index (CFI); and 

the standardised root mean square residual (SRMR) and the Root Mean Square Error of 

Approximation (RMSEA). Models with a cutoff value close to 0.90 for CFI; a cutoff value 

close to 0.08 for SRMR; and a cutoff value close to 0.06 for RMSEA are indicative of 

good model fit (Hu and Bentler, 1999). As noted by Sorra and Dyer (2010), model fit 

indices can be produced for factors with four or more items only. Guadagnoli and Velicer 

(1988) highlighted that factors with three items or less should be discarded. They added 

that more variables per factor add to the stability of the results. 

Content validity has been defined by Haynes et al (1995, p.238)  as “the degree to which 

elements of an assessment instrument are relevant to and representative of the targeted 

construct for a particular assessment purpose.” It is used for ascertaining whether the 

content of the measure was suitable to the purpose of the study and is usually evaluated by 

seven or more experts (DeVon et al., 2007).  

Criterion validity delivers evidence about how well scores on a measure relate to other 

measures of the same construct or very similar underlying constructs that theoretically 

should be related (Kimberlin and Winterstein, 2008). As Flin et al (2006) indicated, 
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criterion validity can be proven by correlating the safety climate scores with outcome 

measures such as patient injuries, worker injuries, or other organisational outcomes. 

Reliability is also referred to as consistency. It can be assessed by using Cronbach's alpha, 

which is the most commonly used internal consistency reliability coefficient (Cronbach, 

1951, Tavakol and Dennick, 2011). Calculating Cronbach's alpha assesses the extent to 

which survey respondents answered consistently to theoretically similar items in each 

composite (Sorra and Dyer, 2010). Miller (1995) reported that Cronbach's alpha biases 

scale reliability estimates since it assumes that all factor loadings of items are identical. 

Raykov's ñ reduces this restrictive condition, yielding more accurate reliability estimates. 

Also, Cronbach's alpha is limited to single-level analyses whereas Raykov's ñ address the 

multilevel nature of the data (Raykov and Du Toit, 2005). 

The following psychometric measures were used as assessment criteria, based on a review 

by Colla et al. (2005) and Flin et al. (2006): item analysis; EFA; CFA; Cronbach's alpha; 

Correlation across dimensions; Test/Retest Reliability; and Analysis of Variance. An 

overall judgment of the extent to which the psychometric properties of the tools had been 

met for each category was made according to the above measures.  

4.4" Results"

4.4.1$ First$and$second$stage$screening$

The electronic database searches retrieved a total of 3,922 records. In addition, manual 

searches of of bibliographies of included studies identified 38 additional papers. 384 

duplicate records were removed. Titles and abstracts of 3,576 records were examined 

against the initial inclusion criteria (Table 1). Irrelevant records were discarded (3,488 

papers) yielding 88 potentially relevant studies. The search strategy was sensitive enough 

to pick up all of Flin’s reviewed papers (Flin et al., 2006). 

Full texts of the 88 abstracts were retrieved and examined in detail against the full text 

inclusion and exclusion criteria (Table 2 & Table 3), narrowing it down to 5 potential 

articles for inclusion. Reasons for exclusion are noted in Figure 4.2. The three main 

reasons for excluding studies at the screening, extraction and appraisal steps were as 

follows: a) Use of an adapted or translated version of an original tool (n=32); b) Tools 

designed for other settings or particular professions (n=21); and c) The main aim of the 
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study was not explicitly stated as survey development and establishment of the 

psychometric properties of the developed tool (n=14). Other reasons for exclusion 

included original tools that were not designed in English language; literature published 

prior to 2004 and tools that were not publicly available (n=14). 

4.4.2$ Data$extraction$and$quality$appraisal$

At this stage, data extraction and quality appraisal of the 5 included papers was carried 

out. A total of five studies met the inclusion criteria and were included for this review. The 

following section will cover their key descriptive features in detail.  

4.4.3$ General$characteristics$of$reviewed$studies$$

The main characteristics of the reviewed studies were examined in terms of location, aim, 

scope, instrument and sample details as summarized in Table 4. More specialised features 

including cultural dimensions covered, origin and theoretical basis, key features and 

limitations are included in Appendix 5. The tools included the Hospital Survey on Patient 

Safety Culture (HSOPSC) (Sorra and Dyer, 2010), Safety Attitudes Questionnaire (SAQ) 

(Sexton et al., 2006), Patient Safety Climate in Healthcare Organisations (PSCHO) (Singer 

et al., 2007), Canadian Patient Safety Climate Scale (Can-PSC) (Vogus and Sutcliffe, 

2007), and the Safety Organising Scale (SOS) (Ginsburg et al., 2009). 

4.4.3.1& Location&

Four of the included studies originated from the USA (Sexton et al., 2006, Singer et al., 

2007, Sorra and Dyer, 2010, Vogus and Sutcliffe, 2007) while one study originated from 

Canada (Ginsburg et al., 2013). For example, the HSOPSC was developed by the AHRQ 

in the USA (Sorra and Dyer, 2010) and the SAQ was developed by the Centre of 

Excellence for Patient Research and Practice at the University of Texas (Sexton et al., 

2006). 

4.4.3.2& Aim&

Most of the included questionnaires were designed to assess healthcare staffs’ attitudes 

and perceptions about various aspects of patient safety. The HSOPSC, for example, was 

developed to assess hospital staff perceptions about key cultural dimensions related to 
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patient safety (Sorra and Dyer, 2010). The SAQ states that it measures the attitudes of 

healthcare staff about patient safety related areas (Sexton et al., 2006). The SOS measures 

self-reported behaviours thought to contribute towards a culture of safety (Vogus and 

Sutcliffe, 2007).  

4.4.3.3& Scope&&

All of the included surveys were designed for general administration to personnel in 

hospital settings. In addition, different versions of the SAQ were developed for other 

healthcare settings including intensive care units, operating rooms and ambulatory clinics 

(Sexton et al., 2006). 

4.4.3.4& Instrument&and&sample&details&

All of the questionnaires were designed to be self-administered and used Likert response 

scales. A 5-point Likert scale was used in four of the tools (Ginsburg et al., 2013, Sexton 

et al., 2006, Singer et al., 2007, Sorra and Dyer, 2010) and only one tool, the SOS, used a 

7-point Likert scale (Vogus and Sutcliffe, 2007). Open-ended sections for comments were 

included in three of the surveys (HSOPSC, SAQ, PSCHO). 

The length of questionnaires ranged from nine to sixty items. The survey with the least 

number of items was the SOS (Vogus and Sutcliffe, 2007), whereas the longest survey 

was the SAQ (Sexton et al., 2006).  

Studies measuring safety climate using the HSOPSC and the SAQ reported positive 

percentage scores while PSCHO derived percentage problematic scoring to measure safety 

climate. 

The surveys sampled a variety of hospital personnel across different occupations, staff 

positions and work areas or units. This included physicians, nurses, pharmacists, and other 

healthcare providers. The SOS was the only survey that was validated using a sample 

composed entirely of registered nurses (Vogus and Sutcliffe, 2007). 
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Table 4: Descriptive features of included studies 
 

Features 

 

Name of instrument 

HSOPSC 

)1(  

SAQ 

)2(  

PSCHO 

)3(  

SOS 

)4(  

Can-PSC 

)5(  

Authors Sorra & 
Dyer 

Sexton Singer et al Vogus & 

Sutcliffe 

Ginsburg et 
al 

 

Publication year 2010 

 

2006 2007 2007 2013 

Country USA 

 

USA USA USA Canada 

Instrument details: 

•( Number 
of items 

 

•( Type of 
Likert 
scale 

 

 
•( Level of 

analysis 

 

•( Results 
Reporting 

 

42 

 

60 
(30 core items) 

 

38 

 

9 

 

19 

 

5 point 

 

5 point 

 

5 point 

 

7 point 

 

5 point 

 

Individual, 
Unit, 
Hospital 

Individual, 
Unit 

Individual, 
Unit, 
Hospital 

 

Unit Unit, 
Hospital 

 

Positive 
percentage 

scores 

Positive 
percentage 

scores 

Percentage 
problematic 

scoring 

Not reported Not reported 

 

Setting & Staff  Hospital 
setting 

Healthcare 
Staff 

Hospital 
setting 

Healthcare 
Staff 

Hospital 
setting 

Healthcare 
Staff 

including 
non-clinical 

staff 

Hospital 
setting 

Nursing units 

Hospital 
setting 

Healthcare 
Staff 

•( Hospital Survey on Patient Safety Culture (HSOPSC) (Sorra and Dyer, 2010)1, Safety Attitudes 
Questionnaire (SAQ) (Sexton et al., 2006)2, Patient Safety Climate in Healthcare Organisations 
(PSCHO) (Singer et al., 2007)3, Canadian Patient Safety Climate Scale (Can-PSC) (Ginsburg et 
al., 2013)4, Safety Organising Scale (SOS) (Vogus and Sutcliffe, 2007)5. 
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4.4.3.5& Safety&culture/climate&dimensions&

Safety climate dimensions included in each tool varied considerably across the reviewed 

papers. Surveys varied in the number of dimensions where they had a range from one 

dimension (SOS) to twelve dimensions (HSOPSC). The tools also varied in scope, some 

focusing on the assessment of one or more specific dimensions of safety climate, while others 

assessed a more comprehensive range of dimensions such as the HSOPSC. The dimensions 

also differed in the content and number of items that represented a particular dimension. 

Moreover, the terminology of the dimensions mentioned in the included studies varied across 

surveys (Singla et al., 2006).  

The five tools included a total of 141 items under 36 reported dimensions. The content of 

safety climate dimensions was independently categorized by the author and her supervisors, 

as items loading on each dimension were evaluated against the proposed list that was 

described earlier. A list of all the dimensions and their frequency of appearance in the five 

tools is given in Table 5 (below).  
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Table 5: Safety culture/climate dimensions categorization 
Safety Culture 
Dimension 

SOS1 

items 

HSOPSC2 

Items 

SAQ3 

items 

PSCHO4 

Items 

Can-
PSC5 

Items 

Total 

Number 

of 
items/dimension 

Percentage of 
items/dimension 

% 

Top 
management 
support & 
institutional 
commitment to 
safety 

0 7 6 9 7 29 

 

 

20.6 

Teamwork 5 8 7 0 0 20 14.2 

Safety systems: 
“Policies & 
Procedures, Safety 
Planning, Hand offs 
& Transitions, 
Staffing, 
Equipment” 

2 7 3 6 0 18 

 

12.8 

Safety 
perceptions & 
Attitudes of 
staff, Risk 
perceptions 

0 3 3 9 1 17 

 

11.3 

Reporting 
Incidents & 
non-punitive 
response to 
error  

0 3 1 6 5 14 

 

 

10.6 

Communication 
openness 

1 4 4 1 0 10 

 

7.1 

Organisational 
learning and 
continuous 
improvement 

1 3 0 1 4 9 6.4 

Beliefs about 
the causes of 
errors & 
adverse events  

0 0 4 3 0 7 

 

5.0 

Training & 
continuous 
education 

0 0 3 2 0 5 

 

3.5 

Staff 
satisfaction 

0 0 5 0 0 5 

 

3.5 
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Safety Culture 
Dimension 

SOS 

items 

HSOPSC 

Items 

SAQ 

items 

PSCHO 

items 

Can-
PSC 

items 

Total 

Number 

of 
items/dimension 

Percentage of 
items/dimension 

% 

Feedback & 
Communication 
about adverse 
events 

0 2 0 0 2 4 

 

2.8 

Work Pressure 0 2 0 1 0 3 

 

2.1 

Other 0 0 0 0 0 0 0.0 

 

Total 

9 39 36 38 19 141 100% 

 

•( Safety Organising Scale (SOS) (Vogus and Sutcliffe, 2007)1,Hospital Survey on Patient Safety Culture 
(HSOPSC) (Sorra and Dyer, 2010)2, Safety Attitudes Questionnaire (SAQ) (Sexton et al., 2006)3, Patient 
Safety Climate in Healthcare Organisations (PSCHO) (Singer et al., 2007)4, Canadian Patient Safety 
Climate Scale (Can-PSC) (Ginsburg et al., 2013)5. 
 

Seven dimensions were addressed by the majority of the reviewed tools including: top 

management support, safety systems, safety attitudes and behaviours of staff, reporting 

incidents, communication openness, organisational learning. Teamwork was addressed in 

three of the tools. Moreover, none of the dimensions was addressed in all of the surveys. Staff 

satisfaction was only covered by the SAQ. None of the surveys explicitly addressed 

competence and professionalism. 

4.4.3.6& Origin&and&theoretical&basis&

Two questionnaires were adapted versions of tools developed in other industries. The SAQ, as 

mentioned in Chapter two, is a modification of the ICUMAQ (Sexton et al., 2000, Thomas et 

al., 2003), which was adapted from the FMAQ (Helmreich et al., 1993), a widely used 

questionnaire in the aviation industry (Sexton et al., 2006). More recently, tools such as the 

HSOPSC have been developed exclusively for healthcare settings (Flin et al., 2006).  

Four studies used theory to guide their tool development while one study did not fully explain 

their theoretical basis (Sorra and Dyer, 2010). Within these studies, the PSCHO and SOS 

were based on HROT. The SAQ employed more than one theory. Sexton et al. (2006) stated 



Chapter Four: A Systematic Review and analysis of measurement tools 94 

that the SAQ was based upon two conceptual models: Vincent's framework for analysing risk 

and safety (Vincent et al., 1998) and Donabedian's conceptual model for assessing quality 

(Donabedian, 1988). Vincent’s framework incorporates the many factors influencing clinical 

practice including organisational factors and work environment factors while Donabedian's 

conceptual model provides a framework for evaluating the quality of healthcare (Donabedian, 

1988, Vincent et al., 1998). The theoretical basis for the Can-PSC is rooted in Zohar’s 

definition of Safety climate and Hofmann and Mark’s model on safety climate (Ginsburg et 

al., 2013). Refer to Appendix 5 for further details. 

4.4.3.7& Psychometrics&

All five studies reported significant results for validity and reliability. The results will be 

discussed in the following section.  

4.4.4$ Methodological$quality$and$psychometric$assessment$of$reviewed$studies$

Convincing evidence of reliability and validity of any measuring tool can only be established 

by firstly assessing the methodological quality of the studies. As mentioned earlier, the 

methodological quality of the studies was assessed based on the quality criteria developed by 

Buckley et al. (2009). Also, a comprehensive assessment of the reported psychometric 

properties in each study was performed.  

The quality appraisal results for each individual study are summarized in Table 6. The quality 

appraisal results of the questionnaires’ psychometric properties are shown in Table 7 (below).  

4.4.5$ Methodological$quality$of$reviewed$studies$

Three out of five studies (Sexton et al., 2006, Sorra and Dyer, 2010, Vogus and Sutcliffe, 

2007) were rated as ‘good’ quality papers while two studies were rated as ‘fair’ (Ginsburg et 

al., 2013, Singer et al., 2007).  Studies that were rated as ‘good’ fulfilled six indicators related 

to: study aim(s), study methodology and design, data collection, study population, response 

rate, data analysis method(s) and results. The response rate was below 60% for two of those 
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studies (Sorra and Dyer, 2010, Vogus and Sutcliffe, 2007). One study did not report their 

study population in sufficient detail to allow judgment to be made (Sexton et al., 2006).  

Two studies, Singer et al. (2007) and Ginsburg et al. (2013), were rated as fair quality papers 

as neither described their study population in sufficient detail. The response rate was not 

acceptable in PSCHO while data collection was not sufficiently described in Can-PSC. See 

Table 6 for details.  

 Table 6: Quality appraisal results 

 

4.4.6$ Psychometric$assessment$of$reviewed$instruments$$

As mentioned earlier, the following psychometric measures were used as assessment criteria 

for the reviewed tools including: content validity, criterion validity and construct validity 

(EFA, CFA, Reliability (Cronbach's alpha)). Other measure included correlation across 

dimensions, item analysis, test/retest reliability and analysis of variance. Three tools, 
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including the HSOPSC, SAQ and SOS, reported more robust psychometric properties 

following their psychometric assessment in comparison to PSCHO and Can-PSC.  

The psychometric properties of patient safety climate questionnaires, in the included papers, 

are discussed below. See Table 7 (below) for details. 

Table 7: Psychometric properties of included tools 

 
1 Model fit indices recommended criteria: comparative fit index (CFI ≥0.90) (Hu and Bentler, 1999), the  
standardised root mean square residual (SRMR <0.08) & the Root Mean Square Error Of 
Approximation (RMSEA <0.08) )Kenny, 2015), Chi-square (Chi <0.05) )Yuan and Bentler, 2000). 2Model 
fit indices were examined for six of the 12 HSOPSC composites that had four items.  
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Table 7 Continued: Psychometric properties of included tools 

 
1 Model fit indices recommended criteria: comparative fit index (CFI ≥0.90) (Hu and Bentler, 1999), the 
standardised root mean square residual (SRMR <0.08) & the Root Mean Square Error Of 
Approximation (RMSEA <0.08) )Kenny, 2015), Chi-square (Chi <0.05) )Yuan and Bentler, 2000). 
2Model fit indices were examined for six of the 12 HSOPSC composites that had four items.  

4.4.6.1& Content&validity&

Instrument development across all studies, typically involved the use of literature reviews and 

views and opinions of experts in the field of safety or of those who represent the healthcare 

population, to conceptualize the domains of safety culture to be measured, and to generate 

corresponding items. This evidence aims to support the relationship between the instrument’s 

content and the construct it intends to measure. Also, instruments were pilot-tested. Two 

studies used the term safety climate (Ginsburg et al., 2013, Sexton et al., 2006) as their 

measure while two studies used the term safety culture (Sorra and Dyer, 2010, Vogus and 

Sutcliffe, 2007), and one used both terms (Singer et al., 2007). Definitions of safety climate 

and culture overlapped among the reviewed studies despite two studies that clearly draw a 

distinction between the two terms and stressed that they were set out to measure safety 

climate (Ginsburg et al., 2013, Sexton et al., 2006).  

Another significant aspect of content validity is that the theoretical basis of the tools should be 

explicit. Three studies (Ginsburg et al., 2013, Sexton et al., 2006, Vogus and Sutcliffe, 2007) 

reported that their survey items were based on a conceptual model. Still, it was not clear how 

they linked theory to their questionnaire items. One exception was the Singer et al. (2007), 

which provided an explanation of its nine-dimension theoretical model. The HSOPSC had no 

explicit theoretical basis. In a personal communication with one of the developers of the tool 

to provide a more detailed explanation regarding the theoretical basis of the tool (Yount, 
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Naomi, personal communication, 11 February 2016). Naomi Yount stated that they reviewed 

the literature relating to patient safety, healthcare errors and quality-related events, error 

reporting, safety climate and culture, organisational climate and culture and existing surveys. 

Furthermore, they conducted interviews with patient safety experts and with hospital staff. 

Yount added the survey was not developed based on any specific theoretical model (see copy 

of email communication in Appendix 6).  

Regarding safety climate dimensions, there was considerable degree of overlap with safety 

dimensions measured in industry as was noted from Flin’s study (2006). Safety climate 

features in industry include: management/supervisors, safety systems, risks, work pressure, 

competence, procedures and rules (Flin et al., 2000). In our review, two “core” dimensions 

from the industrial sector were measured as aspects of safety climate in health care in four 

studies including management and supervisory commitment to safety and safety systems. This 

is due to the fact that most of the instruments were based on HROs theory or were derived 

from tools designed for the industrial sector. One or two of the “core” dimensions were 

included in the remaining studies.  

4.4.6.2& Criterion&validity&

Three studies had no reported independent outcome measures of safety climate in healthcare 

(Ginsburg et al., 2013, Sexton et al., 2006, Singer et al., 2007). The HSOPSC included two 

self-reported outcome measures including patient safety grade and number of events reported 

where respondents are required to assign an overall grade on patient safety for their work 

area/unit and to indicate the number of events they reported over the past 12 months. Positive 

correlations have been shown between climate scores and self-reported safety measures (Sorra 

and Dyer, 2010). Yet, Podsakoff et al. (2003) warned against common method bias in 

questionnaire with measures obtained from the same source. 

The SOS was the only study that used independent outcome measures to examine associations 

between safety climate scores and safety related outcomes. Reported medication errors and 

patient falls were collected over a subsequent six-month period. Multilevel regression analysis 

showed a negative relationship between SOS and reported medication errors and patient falls. 
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Also, significant positive relationships have been shown between SOS levels and two 

theorised antecedents: trust in manager and commitment and staffing levels. 

4.4.6.3& Construct&validity&

4.4.6.3.1(Factor(structure(

All five studies reported the results of a factor analysis. CFA was performed in four studies. 

Multilevel Analyses, including MCFA was performed in two scales (HSOPSC, SAQ). For the 

HSOPSC, the between-unit factor loadings ranged from 0.54 to 1.00 while the within-unit 

factor loadings ranged from 0.36 to 0.93. The between-hospital factor loadings ranged from 

0.60 to 1.00 and the within-hospital factor loadings ranged from 0.36 to 0.93. The staffing 

composite had one item, “We use more agency/temporary staff than is best for patient care,” 

with a low within- unit and within-hospital factor loading (0.36). At the unit and hospital 

levels, overall model fit indices were examined for the six composites with four items. All six 

composites showed significant Chi-square tests. The P value was significant at < 0.05. Five of 

the six composites had comparative fit indices (CFIs) above the 0.90 criterion, with the 

exception of supervisor/ manager expectations and actions promoting safety (CFI = 0.88 at 

unit level, CFI= 0.82 at hospital level). In addition, the within and between unit SRMRs for 

all six composites were at or below the cutoff of 0.08, signifying good model fit. Staffing and 

supervisor/manager expectations and actions promoting safety composites fell slightly below 

cutoff values in a number of areas. Due to the importance of both concepts to patient safety, 

Sorra et al. (2010) recommended that both composites be retained.  

For the SAQ, factor loadings were examined at the individual and clinical area levels for the 

30 retained items. The between-area factor loadings ranged from 0.51 to 0.99 while the 

within-area factor loadings ranged from 0.40 to 0.81. The Overall model fit indices were 

examined for the final model of the SAQ including: CFI = 0.90, p < 0.0001, RMSEA = 0.03, 

SRMR (between clinical areas) = 0.17, and SRMR (within clinical areas) = 0.04. The SOS 

and the Can-PSC scales had CFI >0.90, p < .0001 and RMSEA < 0.06 so overall, they 

reported good model fit indices. PSCHO did not report any model fit indices, as CFA was not 

performed (PSCHO). 
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EFA was reported to be performed in four studies except the SOS (Vogus and Sutcliffe, 

2007). As an example, EFA was conducted on the HSOPSC to explore the dimensionality of 

their survey data. The EFA revealed a 14-factor structure. A CFA was conducted following 

that and the final confirmatory factor model contained 12 factors with 42 items. See Table 7 

(above) for more details. 

4.4.6.4& Internal&reliability&

Reliability was reported in all of the studies (See Table 7 (above)) and internal consistency 

(Cronbach’s Alpha) was the most commonly reported reliability coefficient (4 out of 5 

studies). Cronbach’s Alpha was reported to exceed the accepted standard (≥ 0.70), in the 

majority of scale composites of the reviewed studies. The only two exceptions were the 

HSOPSC and the PSCHO. The HSOPSC had one composite reported to be low (staffing α = 

0.62), and the PSCHO had three composites that demonstrated low internal consistency 

(learning α =0.50, fear of shame α =0.58, fear of blame α =0.61). 

Raykov's ñ coefficient was reported as the scale reliability estimate for the SAQ (Sexton et 

al., 2006). Raykov's ñ coefficient value was 0.90, indicating strong scale reliability. 

4.4.6.5& &Intercorrelations&

The HSOPSC intercorrelations, both among the 12 safety composites and between the 12 

composites and the two outcome measures (number of events reported and patient safety 

grade), have been explored at three levels of analysis: individual, unit, and hospital levels 

(Sorra and Dyer, 2010). The intercorrelations should be less than 0.80 for the composites to 

be considered unique and reflect construct validity (O’brien, 2007).The highest 

intercorrelations among the 12 composites at the individual, unit, and hospital levels were 

between teamwork across units, and handoffs and transitions while the lowest 

intercorrelations at the individual, unit, and hospital levels were between staffing and 

frequency of event reporting.  The intercorrelations were also explored between the 12 

composites and the two outcome items on the survey to determine if those composites were 

related to the self-reported measures. For patient safety grade, intercorrelations with the 12 

safety culture composites at all levels were all statistically significant with the strongest 
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relationships between overall perceptions of patient safety and patient safety grade. The 

number of events reported showed a less statistically significant relationship with the 12 

composites.  

SAQ’s six factors showed lower intercorrelations at the clinical area level than at the 

individual level, indicating that the six factors are more diagnostic when used at the clinical 

area level. All correlations were significant with a few exceptions (Sexton et al., 2006). Also, 

PSCHO showed correlations ranging from 0.00 to 0.73, which confirms that the measure 

reflects correlated but distinct aspects of safety climate (Singer et al., 2007). The Can-PSC 

showed that discriminant validity was supported for all dimensions with the exception of the 

incident follow-up dimension, which shares variance with safety leadership commitment at 

the organisation and unit levels (Ginsburg et al., 2013). 

4.4.6.6& Other&measures&

Item analysis was reported in all of the studies including mean and standard deviation. Test-

retest reliability was not reported for any of the studies. One-way analysis of variance 

(ANOVA) was only reported for the SOS. 

4.5" Discussion"

The aim of this systematic review was to identify and review quantitative studies that were 

designed to assess safety climate in acute hospital settings, with particular focus on 

questionnaires. The objective was to assess the adequacy of the reported psychometric 

properties of identified tools in order to select an appropriate tool to be employed in my PhD 

thesis. 

Instruments were selected from a pool of existing tools. Firstly, data extraction involved the 

qualitative features of tools. Secondly, the studies were subjected to quality appraisal to 

determine whether they were of sufficient quality. In addition, the psychometric properties of 

the included tools were assessed using a checklist developed specifically for this review.  
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In 2006, Flin et al. completed a comprehensive review of twelve safety climate measures 

designed for the health care setting. Building on their search criteria, we have identified a vast 

number of additional measures available for different healthcare settings. Our review provides 

an overview of the five tools for which an evaluation of their psychometric properties has 

been reported.  

At the outset, this large number may seem to be an optimistic picture of safety climate tool 

development in healthcare. Nevertheless, such an increase, arguably, adds to the present state 

of ambiguity in the assessment of safety culture in healthcare. In this review, a detailed 

inspection of the five included tools revealed a number of limitations to these measures. The 

limitations and ambiguity center around the concepts of safety culture and climate, their 

associated dimensions, the methodological rigor associated with the design of these measures 

and the lack of clarity in the relationship between safety culture and outcomes (Groves et al., 

2011). This may call into question the interpretations of safety climate test scores. 

All of the survey tools (HSOPSC, SAQ, PSCHO, SOS, Can-PSC) have key similarities and 

common dimensions. Yet, they vary in terms of length, theoretical grounding and reported 

psychometric properties. Most of the instruments reported a theoretical basis, which is 

deemed to be an essential component of a psychometrically sound tool. Also, instruments 

varied in scope, with some covering a more comprehensive range of dimensions while others 

focused on the assessment of one or more specific dimensions of safety culture. The HSOPSC 

is an example of a broad tool that includes 42 items and covers 12 safety culture dimensions. 

It is directed at a wide range of specialties and different care settings. Such a comprehensive 

tool is more suitable for a patient safety interventional programme as it may have more 

potential for uncovering areas in need of improvement compared to shorter questionnaires 

like the one dimensional 9-item SOS.  The SOS is guided by nine specific questions that are 

limited in scope and as a result, the tool may be less sensitive in identifying problematic areas 

(Madsen, 2006). Yet, shorter questionnaires have the potential of increasing the response rate 

and reducing the non-response bias associated with longer surveys (Edwards et al., 2002, 

Sorra and Dyer, 2010).  
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4.5.1$ Psychometric$properties$

Despite the growing body of evidence about the value of establishing the psychometric 

properties of safety climate tools, there is still a lack of proper reporting of related 

questionnaire properties across published literature (Colla et al., 2005, Flin, 2007, Flin et al., 

2006, Nieva and Sorra, 2003)– given the numbers of identified studies, which did not meet 

the study inclusion criteria. Studies have shown considerable variation regarding the methods 

and the standards applied in reporting the psychometric properties (Manser et al., 2016). 

Psychometric evaluation of safety climate measures is not a trivial task.This can be partly 

explained by the methodological rigor and resources required for tools to be properly 

developed and psychometrically tested (Singla et al., 2006). The lack of rigorous 

psychometric evaluation makes it difficult to confirm the validity and reliability of survey 

scores and the proper identification of underlying dimensions. Thus, it is imperative that tools 

are developed with robust psychometric properties (Flin et al., 2006). To ensure a thorough 

scientific approach, Flin et al. (2006) proposed the reporting of standardised psychometric 

tests with EFA, CFA, reliability analysis and correlations among survey dimensions as a 

minimum psychometric analysis.  

Overall, the five tools covered the standard psychometric criteria recommended by Flin et al. 

(2006). Three tools, including the HSOPSC, SAQ and SOS, had more robust psychometric 

properties. PSCHCO and Can-PSCS generally reported less robust psychometric properties 

(Table 7).  

In Flin et al. (2006) review of the psychometric properties of 12 safety climate tools designed 

for healthcare settings, the authors concluded that none of the tools achieved full scale testing 

and that further attention should be given to psychometric properties in the design of safety 

climate tools. Two notable exceptions were the HSOPSC and the SAQ where a detailed 

process of scale development was provided and more of the indicated psychometric criteria 

were met (Colla et al., 2005, Flin et al., 2006). Conversley, Perneger et al. (2014), argue that 

even the original HSOPSC instrument did not fulfill the standard psychometric criteria of a 

sound structure as proposed by Hu and Bentler (1999) and recommended that the tool be 

partially redesigned.  
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In comparison, earlier studies did not report standard psychometric criteria (Felknor et al., 

2000b, Itoh et al., 2002, Neal et al., 2000, Pronovost et al., 2003a, Singer et al., 2003). Our 

results provide evidence for an improving trend in reporting the psychometric properties of 

tools in this area. This, as a result, places safety climate assessment on the right track.  

A number of reported adaptations of the HSOPSC, in China, France, Norway and the UK 

(Haugen et al., 2010, Nie et al., 2013, Perneger et al., 2014, Waterson et al., 2010, Zhu et al., 

2014), have performed less well than the original tool as they often identify different 

underlying constructs. Coyle et al. (1995) suggested that this might be due to the contextual 

specificity of the construct of safety culture. As a result, there is a need to reexamine the 

psychometric properties of tools before extending their use in different settings to ensure their 

applicability, reliability and validity (Manser et al., 2016).  

4.5.2$ Safety$culture/climate$dimensions$

Over the past ten years, a number of comprehensive reviews of studies addressing patient 

safety in general or patient safety climate instruments in particular have been published (Colla 

et al., 2005, Flin et al., 2006, Halligan and Zecevic, 2011, Jackson et al., 2010, Singla et al., 

2006). Those reviews provide a comparative database of available instruments to identify 

similarities and differences including common dimensions. As mentioned earlier, this 

provided the basis for our categorization process. Our results showed that seven dimensions 

were addressed by the majority of the reviewed tools including: (1) Top management support, 

(2) Safety systems, (3) Safety attitudes and behaviours of staff, (4) Reporting incidents, (5) 

Communication openness, (6) Organisational learning and (7) Teamwork. Table 8 (below) 

compares the twelve common safety climate dimensions that are mentioned in the five review 

papers in comparison to our results. The results confirm the findings of Singla et al. (2006, 

p.113) , who suggested that common dimensions including communication, teamwork, and 

leadership support for patient safety might be considered “core dimensions” of patient safety 

culture. Few tools such as HSOPSC and PSCHO addressed issues related to management 

such as policies and procedures, which are essential elements of safety culture (Kobuse et al., 

2014).  
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Taken together, the above studies support the view that there is a need to establish a 

fundamental set of generic dimensions. More studies will need to be undertaken. 	   
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Table 8: A comparison of the common safety culture dimensions that are 
mentioned in five review papers and the current review 
 

 

Safety culture dimensions 

 

Safety climate/culture review studies 

(Colla 
et al., 
2005) 

9 
Tools 

(Flin 
et al., 
2006) 

12 
Tools 

(Singla 
et al., 
2006) 

13 
Tools 

(Fleming, 
2008) 

 

4 studies 

(Halligan 
and 
Zecevic, 
2011) 

130 
Studies 

Current 
systematic 
review 

Top management support  

 

√ √ √ √ √ √ 

Teamwork 

 

 √ √ √ √ √ 

Safety systems √ √  √  √ 

Feedback & Communication  

 

√ √  √   

Reporting Incidents and non-
punitive response to error 

 

√ √  √ √ √ 

Communication openness 

 

 √ √  √ √ 

Organisational learning 

 

   √ √ √ 

Beliefs about the causes of errors & 
adverse events 

 

  √    

Work Pressure 

 

 √  √   

Risk perception 

 

 √  √   

Beliefs about the importance of 
safety 

      

Safety Attitudes of staff 

 

 √    √ 
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Most of the reviewed studies failed to examine the influence of local cultural factors as part of 

their safety climate assessment tools. Almutairi (2012) questioned the impact of multicultural 

workforce on safety climate in healthcare settings and concluded that this diversity can 

adversely affect the quality of care and patient safety. In a study by Algahtani (2015), the 

author investigated the influence of a multicultural workforce in Saudi Arabia on patient 

safety and developed a new dimension, “Multicultural Workplace”, with items relating to 

local culture to assist in measuring cultural factors related to patient safety. Results showed 

strong, positive correlations with most SAQ dimensions indicating its relevance and 

importance to safety culture. The author recommended that the newly developed dimension 

should be investigated in different settings and cultures to test if it has wider international 

application. Another area that is overlooked is the physical environment of a hospital facility. 

This includes its technology and equipment, and its effect on patient safety (Carayon et al., 

2006). In addition, little is known about the effect of the psychosocial work environment, 

including job demands and resources available to cope with them, on safety climate (Phipps 

and Ashcroft, 2011). 

In my view, the SAQ focuses on human factors such as stress recognition and staff 

satisfaction while the HSOPSC addresses supervisors’ commitment to safety and handoffs 

and transitions. The SOS was developed to measure the behaviours theorised to enable a 

safety culture (Vogus and Sutcliffe, 2007). It mainly stresses teamwork. Finally, the PSCHO 

focuses on management and institutional commitment to safety, safety systems, and safety 

attitudes of staff. Risk-taking behaviour, a commonly measured safety dimension in other 

industries, was only covered by the PSCHO.  

This diversity in focus is partly related to the tools’ development process as the above models 

are mainly driven by expert opinion and not necessarily reflect what hospital staff think about 

patient safety (Perneger et al., 2014). 

As previously discussed in Chapter two, most of the work carried out on safety culture and 

climate in healthcare reveals the lack of consensus regarding the constructs of safety culture 

and climate (Flin et al., 2006, Palmieri, 2010, Pronovost and Sexton, 2005a) in addition to the 

construct of patient safety culture (Ginsburg et al., 2013). Reason (1997, p.192) describes it as 

having the “definitional precision of a cloud.” Palmieri (2010, p.98) adds that the existing 
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literature on the safety culture concept “is neither theoretically defined nor consistently 

applied and researched.” Singer et al. (2007) argues that “to date no theoretical model has 

codified discrete and measurable dimensions of safety culture” (p.2001). As a result of this 

definitional ambiguity, a wide range of safety culture dimensions have been incorporated into 

safety climate surveys. Singer and Vogus (2013) pointed out that the wide use of a broad 

range of dimensions will “dilute this domain” (p.2) . There is also a significant degree of 

overlap in the content of dimensions between the different surveys. Items assigned to certain 

dimensions loaded onto differently labeled dimensions in other tools. This has been noticed, 

for example, in the overlap between the teamwork and communication openness dimensions’ 

items. This may be the result of developing tools using different definitions of safety 

dimensions by authors. Also, some authors defined dimensions broadly while others used 

narrowly defined dimensions. In addition, the differences in judgment of the content of 

dimensions between different authors also play a major role.  

Despite these inconsistencies, these studies offer some insight into common safety culture 

dimensions that were recurrent in literature in addition to identification of characteristics of 

healthcare organisations with effective safety cultures including acknowledging the high risk 

nature of an organisation’s operations, supporting a blame-free environment, facilitating 

teamwork to pursue safety, and directing resources to address safety issues (Shojania et al., 

2001).  

To date, there has been no agreement on what safety culture dimensions constitute core 

concepts. Thus, it is difficult to judge whether safety culture measures exploring twelve 

dimensions appropriately address more relevant aspects of safety culture than those measures 

examining only one dimension (Singla et al., 2006). 

Overall, these studies highlight the need for robust research to clarify which dimensions 

belong to the core concept of safety culture and what the main sources of safety culture 

variability are. Flin et al. (2006, p.110)  called for “a set of universal or core variables that 

underpin safety climate across work sectors.” Further work is required to confirm this finding.  
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4.5.3$ Theoretical$basis$

As discussed in Chapter two, the theoretical development of safety culture and safety climate 

has not mirrored its extensive empirical development (Clarke, 2000, Guldenmund, 2000, 

Zohar, 2010). Furthermore, most of the reviews carried out, in industry and in healthcare, 

have clearly noted the lack of theoretical basis or model to outline the proposed relationships 

between safety climate and safety outcomes including worker safety behaviours and patient or 

worker safety outcomes (Colla et al., 2005, Flin, 2007, Flin et al., 2006, Flin et al., 2000). 

This, as a result, limits a better understanding of safety culture and its improvement in 

healthcare organisations (Groves et al., 2011).  

Earlier in this chapter, it was stated that four studies used theory to guide their tool 

development process. But none of the reviewed instruments provided an adequate explanation 

about their guiding theoretical framework nor do they clearly articulate the links between 

questionnaire items and specific theoretical constructs (Flin, 2007). Walshe and Boaden 

(2005, p.175) pointed out that the HSOPSC has “no explicit theoretical framework” as it has 

been developed based on a review of the literature in areas of safety management, 

organisational safety, patient and employee safety, and healthcare error. In addition to a 

review of existing safety culture instruments and further input by researchers and hospital 

administrators. SAQ (Sexton et al., 2006), was also designed based on literature reviews, with 

item development guided by existing survey instruments from various industries. Such 

evidence suggests that many healthcare researchers overlook the importance of the 

epistemological and theoretical roots that underlie the development of their instruments 

(Halligan and Zecevic, 2011) with more focus on the measurement of the concept rather than 

further conceptual development (Palmieri, 2010). In other words, they often jump directly to 

“operationalisation” of the measure (Reiman et al., 2013, p.170).  

Early attempts to measure safety climate were based on adapting existing instruments from 

other industries (aviation, oil, nuclear) to healthcare settings (Helmreich, 2000, Sexton et al., 

2000). For example, the SAQ. The theoretical bases of some of the original instruments, 

including HROT (e.g., PSCHO and SOS) (Weick and Sutcliffe, 2011) and Human Factors 

Framework (Reason, 2008), explain the relationships between safety culture or safety climate 

in settings “far-removed from healthcare” (Ausserhofer, 2012, p.129).  The organisational 
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structures and cultures of such industries are different than those of healthcare organisations 

(Flin and Yule, 2004a). When the processes of safety culture are not clearly understood, this 

makes it difficult to evaluate how well the questionnaire actually measures the phenomena 

under study and calls into question the interpretation of survey results (Groves et al., 2011).  

In summary, if the theoretical assumptions are not explicit, then evidence on the construct 

validity of the developed instruments is inadequate. This makes it difficult for organisations to 

use the questionnaire findings effectively for organisational learning and development aims 

(Halligan and Zecevic, 2011, Reiman et al., 2013).  

There is an evident lack of safety culture and climate theories in healthcare and none of the 

reviewed tools were built upon such a theory. As a result, recent developments in safety 

culture have heightened the need for a theory that defines the process of keeping patients safe 

in healthcare organisations through the interaction between organisational structures at the 

macro-level and individual actions at the micro-level (Groves et al., 2011). They add that such 

theory is crucial for further progress towards patient safety.   

The influence of safety climate on patient and worker safety outcomes is not yet clear, though 

studies have begun to confirm that safety climate scores can be associated with workers’ 

outcomes, including workers’ safety behaviours or workers’ injuries, in healthcare (Flin, 

2007). There is a need for more evidence to understand how safety culture or climate impacts 

outcomes (Wilson, 2007). Researchers have attempted to systematically define the 

relationship between safety culture and patient safety outcomes and found inadequate 

evidence to link the two (Colla et al., 2005, The Health Foundation, 2011). Dicuccio (2015) 

conducted a systematic review to examine the relationship between patient safety culture and 

patient outcomes and found trends emerging related to connections between patient safety 

culture and specific patient outcomes and concluded that more work needs to be done 

concerning the study of patient safety culture and its connection to patient outcomes. Taylor et 

al. (2012) surveyed 723 nurses from 29 units in a US hospital and found that two safety 

climate factors, safety and teamwork, were associated with nurse injuries and patient adverse 

events (decubitus ulcer). Groves et al. (2011), on the other hand, conducted a meta-analysis, 

examining the relationship between safety culture and each of the following patient safety 

outcomes in acute care hospitals: pressure ulcers, falls, medication errors, nurse-sensitive 
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outcomes, and post-operative outcomes. and safety culture in that setting. No significant 

relationships of any size were identified.  

In a number of comprehensive reviews of safety climate tools in healthcare, the HSOPSC and 

SAQ repeatedly emerged as recommended tools (Flin, 2007, Halligan and Zecevic, 2011, 

Jackson et al., 2010, Singla et al., 2006). In Flin et al (2006) review, the HSOPSC and the 

SAQ were identified as the only tools that detailed the process of scale development and met 

more of the specified psychometric criteria. Jackson et al. (2010) identified four tools, 

including the HSOPSC, SAQ, PSCHO and the Hospital Safety Climate Scale (HSCS), as the 

most widely used in the USA and applied internationally across different clinical settings with 

acceptable psychometric properties. They add that the HSOPSC and the SAQ were shown to 

measure climate perceptions at the unit level as the dominating level for aggregating 

responses, whereas studies using PSCHO provided evidence for hospital level variance. 

Fleming (2005) identified the HSOPSC and SAQ as freely available tools, tested on large 

samples, reported psychometric properties and with available benchmarking data. They both 

shared a weakness of being relatively long. He adds that the HSOPSC has a more 

comprehensive coverage of safety culture elements with good psychometric properties and 

good supporting documentation. Their results are in agreement with those obtained by Singla 

et al. (2006). Results of our systematic review seem to mirror those of the previous studies 

that have examined hospital safety climate tools. The three studies that reported the SAQ, 

HSOPSC and SOS tools have been reported to have good overall methodological quality with 

good assessment of their reported psychometric properties (Sexton et al., 2006, Sorra and 

Dyer, 2010, Vogus and Sutcliffe, 2007). For additional information regarding the SAQ, 

HSOPSC and SOS tools, please refer to section 2.5.6 in chapter two. 

4.6" Strengths"and"Limitations"

One of the strengths of this study is that it represents a comprehensive examination of the 

patient safety climate tools designed for hospitals. The author employed a thorough search 

strategy covering seven databases, manual searches of reference lists, electronic “searches” of 

key journals and websites of organisations dedicated to the improvement of patient safety. 

The search strategy was sensitive enough to identify all of Flin’s reviewed papers. Further, at 

all stages of the review including the two-stage screening process and the data extraction and 
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quality appraisal process, assessment of studies was performed with at least two independent 

reviewers in order to avoid selection bias. The reviewers followed a rigorous method of 

review using a pre-set protocol and standardised forms of data extraction and quality 

assessment for each included study. A series of indicators were used to assess the quality of 

the reviewed studies and provide detailed insight into the reported psychometric properties of 

the included tools. No assumptions were made. Quality indicators were marked as met only 

where it was clearly stated in the study report. 

A number of important limitations need to be considered despite the efforts that were 

undertaken by the researcher to minimise their effects on the general findings of the 

systematic review. Safety climate measurement is a fast-growing field and as a result, this 

study may not have captured all relevant studies in databases chosen and some relevant 

studies might have been omitted. The exclusion of other bibliographic databases and grey 

literature could potentially lead to overlooking valuable studies. Our review did not report on 

tools that are currently under development and not yet published, while non- English language 

papers were not included and this may also constitute a limitation. Nevertheless, our study 

included the most widely used safety climate questionnaires that represent what is currently 

available in the published literature.  

Regarding the assessment of the quality of the reviewed studies, some quality indicators were 

not reported in sufficient detail to allow a judgment to be made. I have contacted authors for 

further clarification. In cases where further information was not available, the indicator was 

marked as unmet and the study quality might have been underestimated due to under 

reporting.  

Additionally, this review has been limited to quantitative measures of safety climate with 

reported results of psychometric assessment. This might have led to the exclusion of relevant 

safety climate measures for which psychometric assessment is still not publicly available. 

Finally, the categorization process of questionnaire items into safety culture dimensions, 

despite being carried out by three reviewers, is still limited by the subjective nature of the 

process. 
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4.7" Conclusions""

In recent years, there has been increasing interest in the assessment of safety climate in 

healthcare organisations. Several reviews have uncovered a wide variety of safety climate 

tools available for healthcare settings. Still, theoretical and methodological challenges limit 

their use as assessment measures. Pronovost and Sexton (2005a) warn that “the enthusiasm 

for measuring culture may be outpacing the science” (p.231). 

This chapter systematically reviewed the literature aimed at quantitative assessment of safety 

climate in the hospital setting. The main goal of our investigation was to provide an 

assessment of the adequacy of the reported psychometric properties in the identified papers. A 

total of five studies met our inclusion criteria and were included for this review while many 

other studies were excluded as they lacked the proper reporting of psychometric properties or 

were adapted versions of original tools. 

This research has thrown up many questions in need of further investigation. 

The theoretical and research literature surrounding safety culture and climate is often 

confusing and contains diverse views on how to define and measure those constructs. Many 

tools lack an explicit theoretical basis and have been criticized for being based on weak 

evidence (Flin et al., 2006, Hutchinson et al., 2006). There is still a lack of proper reporting of 

psychometric properties across literature despite the fact that all of the reviewed tools, in my 

systematic review, covered the standard psychometric criteria recommended by Flin et al 

(2006). This general lack of methodological rigour may call into question the results of 

cultural assessments and may be responsible for contradictory findings in the literature (Colla 

et al., 2005, Flin et al., 2000, Guldenmund, 2000, Palmieri, 2010). It is evident that further 

consideration should be given to psychometric properties in the design and selection of tools 

in order to ensure the robustness of the resulting safety culture data. Psychometric testing, on 

its own, does not fully characterize an instrument. Other forms of item analysis, such as 

cognitive testing, should not be overlooked as they provide rich insight into locally held 

attitudes and perceptions related to patient safety (Singla et al., 2006).  
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It is recommended that research first be conducted to resolve the controversies in the 

definitions and dimensions of safety culture and climate and identify the main sources of 

safety culture variability (Pumar-Méndez et al., 2014). This need for research will help 

generate more conceptual clarity about the concept of safety culture and climate. Substantial 

methodological advances with respect to psychometric assessment are also required. Another 

important challenge for the future direction of safety science is to focus on developing 

theoretical models and “study the link between culture, behaviours, and patient outcomes” 

(Pronovost et al., 2009, p. 336).  

The outcomes of this systematic review will provide guidance and support to healthcare 

policymakers, survey users and safety researchers to make more informed decisions when 

selecting an appropriate safety climate assessment tool.  

4.8" Summary"

In summary, my systematic review provided a thorough assessment of the reported 

psychometric properties of the identified safety climate tools used in acute hospital settings in 

addition to reviewing other characteristics including reported safety climate dimensions and 

theoretical basis. Detailed inspection revealed substantial variation in the concepts of safety 

culture and climate, their associated dimensions and their theoretical basis. The 

methodological rigour associated with the design of the identified measures was variable. The 

HSOPSC can be viewed as a comprehensive measure of patient safety climate, which 

examines a number of fundamental dimensions related to patient safety, at the individual, unit 

and hospital levels of analysis. It has evident content validity and the results from the survey 

can be used to assess the prevailing status of patient safety culture and the effect of patient 

safety initiatives.  

4.9" Recommendations"

The decision to choose the HSOPSC as the most appropriate tool for our study was made 

based on many reasons. The HSOPSC is a comprehensive measure of safety climate in 

healthcare settings as it assesses key aspects related to patient safety at multiple levels of 

analysis including the individual, unit and hospital levels. This multi-dimensional approach 
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helps to establish a baseline to guide patient safety improvement initiatives (Madsen, 2001). 

The original survey was developed for use in hospitals, but has been adapted for use in patient 

safety climate assessment for different care settings including community pharmacies, 

ambulatory surgeries, nursing homes, and outpatient medical offices (Agency for Healthcare 

Research and Quality, 2017b). According to Jackson et al. (2010), the majority of safety 

climate studies, including the HSOPSC, have been conducted on a large scale, examining 

perceptions of staff within units and/or across hospitals within one healthcare organisation. 

The effectiveness of different quality improvement initiatives and interventions has been 

tested using the HSOPSC (Blegen et al., 2010, Ford et al., 2014, Jackson et al., 2010) 

including determining the impact of a multidisciplinary (pharmacy, nursing, medicine) 

teamwork and communication intervention to improve unit-based safety culture with a before-

after design (Blegen et al., 2010). Five of eleven safety culture subscales showed significant 

improvement. The link between aspects of safety culture and incident reporting behaviour was 

examined (Patterson and Pace, 2016, Richter et al., 2015). Also, before and after 

implementation of a voluntary non-punitive incident reporting system in neonatal ICUs was 

assessed. The number of self-reported incidents was found to be increased following the 

intervention and positively associated with the safety climate dimension of non-punitive 

response to error (Snijders et al., 2009). It can also be used for benchmarking the strengths of 

safety cultures across time and between organisations on national and international levels 

(Blegen et al., 2009). The impact of accreditation in a university hospital was studied through 

a cross-sectional retrospective and prospective study using the HSOPSC in Saudi Arabia (Al-

Awa et al., 2012) and in Lebanon (El-Jardali et al., 2011).  

Although it has been argued the original HSOPSC instrument did not fulfill the standard 

psychometric criteria of a sound structure and was recommended to be partially redesigned 

(Perneger et al., 2014). Also, the HSOPSC has “no explicit theoretical framework” (Walshe 

and Boaden, 2005) and no research has been able to test the predictive validity of the tool. 

Still, extensive literature reporting the psychometric properties of the HSOPSC exist as the 

HSOPSC has been validated for use across the world and translated to many different 

languages. Additionally, benchmarking data against larger datasets is available on the 

AHRQ’s website. The HSOPSC is freely available with no restrictions on copyright. It uses 

clear language and wording with a scale that is simple and easy to use. 
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5" Chapter"Five:"Psychometric"properties"of"the"Hospital"Survey"on"Patient"
Safety"Culture"

5.1" Introduction"

This chapter presents an assessment of the psychometric properties of the HSOPSC 

questionnaire based on survey data gathered from three public hospitals in Kuwait.  

Psychometric analysis involves the use of established assessment techniques to assess the 

psychometric properties of questionnaires. It allows the identification of underlying safety 

culture dimensions (Singla et al., 2006). As previously mentioned, it is crucial that patient 

safety climate questionnaires are designed with robust psychometric properties, particularly 

focusing on their construct validity and reliability, to provide valid interpretations of test 

scores.  

A variety of ways exist to assess the construct validity of an instrument, including factor 

analysis. FA is a statistical method that “explores the extent to which individual items in a 

questionnaire can be grouped together according to the correlations between the responses to 

them”, thus reducing the dimensionality of the data (Hutchinson et al., 2006, p.348). It can be 

applied as a data reduction or a structure detection method (Hill et al., 2006). It can also 

provide evidence for the construct validity of self-reporting scales (Williams et al., 2010). The 

two main techniques of FA are EFA, and CFA. EFA allows the researcher to uncover the 

main dimensions to develop a theory, or model from a smaller number of latent constructs 

that are often represented by a larger set of measured variables (Henson and Roberts, 2006, 

Pett et al., 2003). In CFA, the researcher tests a pre-determined factor structure or a proposed 

theory (Henson and Roberts, 2006, Pett et al., 2003). Geisinger et al. (2013) point out that, 

under EFA, the optimal factor model is suggested by the data, while in CFA, the researcher 

must suggest a factor model before starting the analysis. Reliability is also referred to as 

consistency and a common way of estimating reliability is through assessing internal 

consistency (Pett et al., 2003). 

The HSOPSC questionnaire was used to collect data from three public hospitals in Kuwait. 

The following section covers the processes of data collection, management and analysis. This 
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will be followed by results of the psychometric analyses of the HSOPSC questionnaire. The 

descriptive findings will be reported in the following chapter (Chapter six).  

5.2" Research"design"

Research methodology is defined as “the general approach the researcher takes in carrying out 

the research project” (Leedy and Ormrod, 2001, p.14). As described in chapter three, surveys 

are one form of descriptive research. In safety culture research, safety climate surveys are the 

main measurement tool (Gadd and Collins, 2002, Guldenmund, 2000). The tool assists in 

evaluating healthcare workers' perceptions of safety climate in their healthcare organisations 

(Singer et al., 2007). Guldenmund (2007) describes it as a “quick and dirty” instrument. 

Surveys are labelled as “quick” and efficient tools for data collection since “it requires less 

time, is less expensive, and permits collection of the data from a much larger sample” (Gay et 

al., 1996, p.255). Likewise, safety climate surveys are often viewed as time and cost-effective 

tools (Guldenmund, 2000, Wreathall, 1995). On the other hand, they were labelled as “dirty” 

since they only give a hint of what a certain safety culture might be about, with limited ability 

to control unwanted influences affecting responses. The first feature has been argued to cancel 

the effect of the second one if there are a large number of responses and when unwanted 

influences are normally distributed and unsystematic (Guldenmund, 2007). Other drawbacks 

include the lack of an in-depth understanding of survey findings and the low response rates 

associated with misinterpretation of the objectives or wording of questionnaires (Jones, 2014). 

Also, questionnaires are liable to “social desirability bias” due to the tendency of some 

individuals to present themselves in the most favorable manner according to prevailing norms 

and customs of the society (King and Bruner, 2000).  

Still, safety climate surveys can potentially provide an insight (Smits et al., 2009b) or a 

“snapshot” of an organisation’s safety culture (Mearns and Flin, 1999, p.5).  
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5.3" Study"setting"and"sample"

5.3.1$ Study$setting$

The location of the study was three public hospitals in the state of Kuwait. The HSOPSC 

questionnaire was administered to a sample of healthcare workers at these hospitals during the 

time period from April until the end of August 2015.  

The three hospitals that were selected for this study are anonymized as:  

1.( Hospital A 

2.( Hospital B 

3.( Hospital C 

Table 9: Characteristics of included public hospitals 

Hospital Type Number of beds 

Hospital A General >600 

Hospital B General >600 

Hospital C Specialist 300-600 

*Note: information was obtained from the “Annual bulletin of health statistics 2015” report (Kuwait Central 
Statistical Bureau, 2015b), To maintain anonymity during the study, the hospitals were coded A, B, C.  

The three hospitals were selected for a number of reasons. They cover both general and 

specialist hospitals and represent areas that cover the majority of Kuwait, both urban and 

rural. As shown in Table 9, hospital sizes ranged between large hospitals with more than 500 

beds and medium sized hospitals with 250 to 499 beds. All chosen hospitals underwent two 

cycles of accreditation and are involved in patient safety programmes, as all Government 

hospitals are. Thus, the three hospitals would provide an appropriate platform for the present 

study.  
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5.3.2$ Study$sample$

The population of the study consisted of a sample of healthcare staff with direct or indirect 

contact with patients including: doctors, nurses, technologists (e.g., ECG, laboratory, 

radiology staff) and other healthcare staff members (dietary services, medical records, 

hospital management). Staff cover a wide range of nationalities and different specialities. The 

common language of communication is English.  

Based on the recommendations set by the HSOPSC report (Sorra and Nieva, 2004) staff 

members were invited to participate in the survey if they satisfied the following criteria: 

Staff with at least six months of employment, whether directly involved in patient care or 

members of management, were invited to participate in the survey including:          

• Healthcare staff who have direct interaction with patients (physicians, nurses, allied 

health professionals). 

• Healthcare staff whose work indirectly affects patient care (dietary services, 

diagnostic services). 

• Hospital supervisors, managers, or administrators.  

Staff who did not agree to participate or who did not have direct or indirect impact on patient 

care were excluded from the study. Also, managers who undertook pure administration duties 

that were not related to medical care and those with less than 6 months of employment were 

excluded from the study. 

5.3.3$ Sample$size$

Tinsley and Tinsley (1987) highlighted the importance of assessing sample size requirements 

(sample size of the study, ratio of the sample size to the number of variables, ratio of the 

number of variables to the number of factors) to evaluate whether the sample size is sufficient 

to satisfactorily undertake FA. This will be explained in more detail in section 5.8.1. The 

Tabachnick and Fidell (2007) rule recommends having at least 300 cases to undertake FA. 
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Therefore, the estimated number of completed questionnaires required was a minimum of 300 

to adequately undertake FA. Surveys of health professionals can be challenging and are 

characterised by declining response rates (Cho et al., 2013) with a significant downward trend 

in response rates from 1998 to 2008 (McLeod et al., 2013). Based on their findings, the 

predicted response rate for this study was 20% and it was estimated that the sample size 

should be a minimum of 1,500 of distributed questionnaires. The sample fulfilled all three 

requirements (N=1,511) and was considered appropriate for undertaking both descriptive and 

factor analysis. A calculation was done to establish the minimum sample size required from 

each hospital. According to Murphy et al. (1998), researchers must decide on their sample 

size early on in the research process as random sampling error is inversely related to sample 

size. Based on Ary et al. (2013) guidelines for determining a minimum sample size, if we 

assume a ±5 or a ±3 % margin of error, at 95% confidence level and a hypothesized p of 0.05, 

then the minimum sample size required is 385 or 1069 subjects respectively. Yet, he argues 

that a representative sample is more important than sample size as it allows researchers to 

draw more appropriate conclusions. 

5.3.4$ Sampling$procedures$$

Quantitative sampling methods aim to draw a representative sample from the population to 

enable a researcher to make inferences about the whole population (Marshall, 1996). 

Selection of an appropriate sampling method depends on the aim of the study. Quantitative 

sampling approaches fall under two categories: probability or random sampling and non-

probability sampling (Yu and Cooper, 1983). The most common sampling approach is 

random sampling where all members of a population have an equal chance of selection. 

Stratified random sampling is a variant of random sampling that allows subgroups to be 

studied in more detail (Marshall, 1996). A stratified random sampling approach was chosen 

for this study to help the researcher examine the different views with regard to patient safety 

from different healthcare groups (doctors, nurses, technologists, others) working in various 

units across the three hospitals. Also, it will ensure that each group will be represented 

proportionately to their numbers in the general population (Ary et al., 2013).  

The sampling procedure for this current study is as follows: Firstly, strata of interest were 

identified (doctors, nurses, technologists, others). Following that, a sampling frame was 
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provided by the human resources’ departments in each of the selected hospitals with lists of 

staff names and total numbers working in each department at the time of the study. Then, the 

sampling frame was divided into various strata before selecting the sample. Finally, a 

proportionate stratification procedure was adopted where a specified number of subjects was 

randomly drawn from each stratum that was in proportion to the size of the stratum in the 

specific population. This allowed each group the chance to be proportionately sampled 

according to their numbers in the overall population.  

Table 10 shows the selected sample in each hospital, including the total number of the 

sampled health care workers, in the three hospitals. The sample was selected by taking 30% 

from each category of health care worker in each hospital.  

Table 10: Characteristics of study sample from three hospitals  

Hospital Doctors Nurses Technologists Others* Total 

Hospital A 205 300 90 10 605 

Hospital B 160 340 90 10 600 

Hospital C 75 175 50 6 306 

Total 440 815 230 26 1,511 

Percentage 29% 54% 15% 2% 100% 

*Others category include pharmacists, dieticians, respiratory therapists, physical, occupational or speech 
therapists and management staff 

5.4" Ethical"approval"

Prior to commencing the study, ethical approval was sought from the Medical, Veterinary and 

Life Sciences College ethics committee of the University of Glasgow in Scotland and the 

Medical and Health Sciences Research Committee of the Ministry of Health in Kuwait in 

order to both administer the questionnaires for data collection and conduct interviews (see 

copies of ethical approval in Appendix 7 and Appendix 8). The proposal for the current study 
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and relevant forms including ethical approvals were also submitted to the three hospitals’ 

councils for further approval in order to start the data collection process. 

Participation in the study was voluntary and each participant was provided with a participant 

information sheet (PIS) and an informed consent form along with each questionnaire. The PIS 

explains the study objectives, what participation entails, any associated risks and benefits in 

addition to ethical considerations (Appendix 9). If participants decided to take part in the 

study, they were required to sign the informed consent form and return the completed 

questionnaire within 7 days. Even after deciding to take part in the research, participants were 

informed of their ability to withdraw from the research at any point, without any 

consequences and without giving a reason. The researcher’s contact details were also included 

in case participants wished to contact the researcher regarding any issues or concerns related 

to the study. Participants were informed that returned questionnaires would be stored in a 

locked filing cabinet in a secured office with anonymity and confidentiality preserved at all 

times. Furthermore, they were informed that data would be securely stored on a password-

protected database and would be linked only with a study identification number. Hard and soft 

copies would be maintained for a minimum of three years after the completion of the study 

then they would be destroyed. 

5.5" Hospital"Survey"on"Patient"Safety"Culture"(HSOPSC)"tool"

The survey tool used for my PhD thesis is the HSOPSC (See Appendix 10 for the original 

version). A description of the overall tool is included in Chapter two. As previously 

mentioned, the selection of the HSOPSC was because of the empirical findings of the 

systematic review, along with international evidence on its use. In addition, the tool had good 

psychometric properties reported across the literature, it was feasible to translate and 

demonstrated cross-cultural adaptation and practicability. 

5.5.1$ Pilot$study$

A pilot study is commonly required to solve any technical and feasibility issues associated 

with a study instrument or tool (Gerrish and Lacey, 2010, Sarantakos, 2013). The HSOPSC 

was pilot tested and some modifications were made according to recommendations and 
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suggestions from a panel of experts who were also frontline clinicians and eligible to 

complete the survey (Appendix 11). Seven interviews were carried out with safety and quality 

improvement experts in the MOH in order to evaluate the content of the HSOPSC 

questionnaire. This step attempted to ensure the content validity of the tool and the proper 

transfer of the intended meaning of the questionnaire items to the culture and language 

differences in Kuwait. In addition, it confirmed that the survey items are understandable and 

clear. The panel consisted of two nurses and five doctors and interviews were carried out 

face-to-face or via telephone. They all held the view that the HSOPSC content covered issues 

relevant to safety culture in Kuwaiti hospitals, but also noted the absence of aspects related to 

workers’ safety. Based on these interviews, the questionnaire was revised and modified as 

follows: wording was modified in eight items to clarify their meaning as some comments 

indicated ambiguity in items’ interpretation. Items F 3 “Things “fall between the cracks” 

when transferring patients from one unit to another” and A14 “We work in "crisis mode" 

trying to do too much, too quickly” are examples of items reported as being ambiguous. Some 

items were only adjusted by adding an explanation of certain terms in brackets. Changes to 

the wording of individual questionnaire items for terminology used within Kuwait included 

the term “event report” changed to “incident report”, “event reporting” changed to “incident 

reporting” and “event” to “incident.” Further background items were added. Appendix 12 and 

Appendix 13 show the modified items and the modified version of the HSOPSC.  

5.5.2$ Modified$Hospital$Survey$on$Patient$Safety$Culture$(HSOPSC)$

Kuwait’s version of the HSOPSC questionnaire, as in the original HSOPSC questionnaire, is 

comprised of three main sections. The 42 items of HSOPSC, 2 single safety outcome 

measures and 11 demographic questions. In total, there are 55 items (see Appendix 13). The 

HSOPSC questionnaire measures 12 dimensions of patient safety culture (Sorra et al., 2016). 

Details of these dimensions, including their definitions, are presented in Appendix 14. The 

three outcome scales in the original HSOPSC were relocated to be together in sections E, F 

and G. Sections of the questionnaire are in the following order: A. Your Work Area; B. Your 

Supervisor/ Manager; C. Communication; D. Your Hospital; E. Incident Reporting; F. 

Number of Incidents Reported; G. Patient Safety Grade; H. Background Information; I. Open 

comments. Sections A to D cover key aspects of unit and hospital level safety culture where 

section A consists of 18 items reflecting the unit level dimensions “Teamwork within hospital 
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units” (A1, A3, A4, A11), “Organisational learning and continuous improvement” (A6, A9, 

A13), “Non-punitive response to error” (A8, A12, A16), “Staffing” (A2, A5, A7, A14) and 

the outcome measure “Overall perceptions of safety” (A10, A15, A17, A18). Section B 

consists of four items (B1, B2, B3, B4) aimed at assessing staffs’ perceptions of supervisors’ 

expectations and actions promoting safety. Section C has six items that are related to 

“Communication openness” and “Feedback and communication about error” dimensions. 

Section D has 11 items that address hospital level dimensions; “Hospital management support 

for patient safety”, “Teamwork across hospital units”, and “Hospital handoffs.” Section E, F 

and G are three outcome measures. Section E has three items that were developed to measure 

the frequency of incidents reported including incidents caught and corrected before affecting 

the patient, incidents with no potential to harm the patient, and incidents that could harm the 

patient but did not. Section F includes a single item that measures the number of incidents 

reported by respondents in the last 12 months. Section H asks respondents to give an overall 

grade to their work area/unit on patient safety (Sorra et al., 2016).  

The final sections are section H and I. Section H has 11 items related to demographics of 

respondents including staff position, current profession, and years of experience within the 

hospital. An additional item about respondent’s unit participation in the National Patient 

Safety Programme and if so, whether the respondent feels that the programme is improving 

patient safety within their units. Section I provided an open space for comments. 

5.6" Survey"distribution"and"collection"

After the pilot study, data collection was undertaken using the modified HSOPSC version at 

the three study sites (Appendix 13). The questionnaire tool was used to collect data for two 

purposes. Firstly, to examine the tool’s psychometric properties in order to develop an optimal 

measurement model for assessing patient safety climate in Kuwaiti public hospitals. Secondly, 

to assess the prevailing state of patient safety climate at the selected hospitals. 

Survey distribution and collection process plan included the following points: 

•( Planning of the survey: This step involved defining the scope of the survey based 

on available human and financial resources and planning the tasks of the project.  
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•( Selecting the sample: This step included deciding who to survey, sample size, and 

sample lists preparation. 

•( Establishing departmental and unit level contacts to support survey distribution 

and collection in addition to maintaining open communication channels during the 

survey phases. 

•( Preparing survey materials including printing surveys, relevant forms and return 

envelopes for survey distribution.  

•( Distributing and collecting survey materials: Distributing relevant letters, surveys 

and handling completed surveys collection.  

•( Tracking survey response through identifiers only known to the researcher and 

sending initial and final reminders.  

•( Handling entry and management of data: Reviewing the survey data for 

completeness and errors. 

As mentioned earlier, the data collection process aimed to collect a minimum of 300 

completed questionnaires to undertake FA thus it was decided to distribute around 1,500 

questionnaires as a minimum based on available financial and human resources. The project 

tasks were carefully planned, keeping in mind the limited time available as the month of 

Ramadan and summer holidays were approaching. As the sample lists were prepared during 

the planning phase, preparing the survey material including printing of the questionnaires with 

all supporting documents in Kuwait was started. A support letter from the MOH’s 

undersecretary encouraging hospitals to help the researcher during the data collection process 

was submitted to the hospitals’ councils along with the research ethics committees’ approvals. 

Accordingly, endorsement letters were obtained from the hospitals’ councils and distribution 

of the questionnaires started immediately according to a planned strategy. The strategy started 

with an introductory week in each hospital in order to gain support for the data collection 

process, inform staff about the nature of the study and establish departmental and unit level 

contacts to support survey distribution and collection processes in addition to assisting in 
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maintaining an open communication with staff throughout the survey distribution and 

collection phases. The introductory week included meetings with hospital management and 

key personnel including medical and nursing directors to introduce the proposal of the study 

in addition to discussing the data collection protocol and ethical approval. Also, pre-

notification letters were sent to inform staff about an upcoming survey, its significance and 

the value of their participation. This was an important step as it aimed to seek assistance and 

support for the study through encouraging key personnel’s engagement. Patient safety is an 

emerging topic in Kuwaiti public hospitals due to several reasons including requirements of 

the accreditation process and parliamentary and public pressure demands on the MOH to 

improve patient safety. As a result, staff were very keen to support the research. Additionally, 

they were interested in knowing about the level of patient safety in their departments 

compared to other departments and hospitals. Hospital management offered to send internal 

memos to medical and nursing directors to encourage staff to participate in the survey. In 

addition, they offered the help of their secretaries in distributing questionnaires in the doctors' 

and nurses mail boxes. Furthermore, with the co-operation of hospital management, copies of 

the questionnaires were distributed by the patient safety and risk management unit of each 

hospital. In addition, head nurses were requested to collect the questionnaires from their 

nursing staff during their daily shifts. This support has long been recognised as an important 

factor for increasing the response rate of staff (Hunter, 2008). It also reveals the level of 

interest of hospital management and the medical and nursing directors in patient safety. 

 Following that, heads of departments in the three hospitals were approached by the researcher 

to encourage staff participation and engagement. A short presentation about the study 

objectives was given whenever possible. They were personally handed customized packets 

containing a cover letter, the study proposal, the data collection protocol, ethical approval 

letters, a consent form and additional support letters with a copy of the questionnaire.  

The questionnaires were placed in a single envelope along with a cover letter, the consent 

form, participant information sheet, additional support letters and a return envelope to each of 

the participants. The cover letter contained an explanation of the purpose and significance of 

the study in addition to the expected completion time and clear instructions regarding the 

collection process, contact details of the researcher and the key hospital contacts in case 

further information or clarification was needed.  
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One thousand, five hundred and eleven questionnaires were distributed across different 

departments in the three hospitals. Return envelopes were used to maintain respondents' 

confidentiality as an important factor for increasing the response rate (Bourque and Fielder, 

1995). The questionnaires were returned to an assigned hospital staff member or to collection 

boxes located within the hospitals. Respondents were given a period of two weeks to return 

the questionnaires. Two reminders were sent, two weeks apart including a thank you note for 

all respondents. 

The process of questionnaire distribution and collection was closely followed up by the 

researcher to ensure the distribution and collection of the target number of questionnaires and 

maximize the return rate in the limited time available. The aim of this stage was to finish most 

of the data collection processes before the month of Ramadan and the summer holidays thus 

the researcher tried many approaches in order to maximize the response rate in the three 

hospitals. 

The researcher kept an electronic tracking record for distributed and returned questionnaires 

that was daily updated from the three hospitals. Also, a designated person was provided with a 

tracking list to follow up with head nurses and secretaries in each hospital. The questionnaire 

contained identifiers that signify the code of the hospital and department involved. This 

helped in tracking the responses. The process took more than three months to complete. Each 

hospital was given a period of 5-6 weeks to complete the data collection process.  

At the end of the data collection process, all staff involved in the data collection process from 

the three hospitals were thanked for their help and support. 	  

5.7" Data"management"

          This consisted of two main steps. The first involved screening each returned 

questionnaire for completeness prior to coding and entering the data into an electronic data 

file using a statistical software programme, the Statistical Package for Social Science (SPSS 

24). The second involved numbering and defining the HSOPSC questionnaire variables in an 

SPSS data file. After entering the data into the SPSS file, data cleaning followed. 
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5.7.1$ Data$screening$and$preparation$$

The data management phase aims to prepare a clean data file for analysis. Therefore, prior to 

carrying out data analysis, all returned questionnaires were thoroughly checked and examined 

by the researcher to ensure their completeness. The process included categorization of the 

returned questionnaires in terms of complete and incomplete questionnaires.  

Based on the AHRQ’s recommendations (Sorra et al., 2016), the following criteria were used 

by the researcher to identify incomplete surveys and exclude them from the data set: 

•( Less than one entire section of the survey was answered by the respondent.  

•( Less than half of the items throughout the entire survey (in different sections) were 

answered by the respondent. 

•( Every item was answered the same.  

Of the 1,511 questionnaires distributed at the three hospitals, 1,317 questionnaires (87%) were 

returned. According to the above criteria, the returned questionnaires (n=1,317) were screened 

for their eligibility and screening resulted in the exclusion of seven questionnaires from the 

overall sample since they were found to have less than half of the questionnaire items 

completed (n=1,310). The final response rate was 87% and averaged between 80% and 92% 

in the three hospitals. Table 11 shows the numbers of distributed and returned completed 

questionnaires including the response rates for the three hospitals. 

Table 11: Distributed and returned questionnaires and response rates for the 
three hospitals 

Hospital Distributed 
questionnaires 

Returned 
questionnaires 

Returned 
completed 
questionnaires 

Response rate 

A 605 547 545 90% 

B 600 485 482 80% 

C 306 285 283 92% 
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Hospital Distributed 
questionnaires 

Returned 
questionnaires 

Returned 
completed 
questionnaires 

Response rate 

All 1,511 1,317 1,310 87% 

At this stage, the number of completed questionnaires (N=1,317) was initially considered 

sufficient to satisfactorily perform descriptive and factor analysis.  

5.7.2$ $Data$entry$

Variables of the HSOPSC questionnaire were initially numbered and defined in the SPSS data 

file. They were then classified into 44 patient safety climate variables and 11 background 

variables.  The total number of SPSS variables was 55 data variables in addition to the 

identification numbers of questionnaires. Following that, the data entry into SPSS file took a 

period of six weeks to complete. In order to ensure the precision of the data entry process and 

reduce the likelihood of data entry errors, double checking of individual questionnaires was 

undertaken by the researcher. A data analysis journal was kept by the researcher to keep track 

of the data management process and any steps taken. 

5.7.3$ $$$Data$cleaning$and$editing$

Data cleaning, as proposed by Van den Broeck et al. (2005), is a three-stage process, 

including screening, diagnosing, and editing data irregularities. The following process intends 

to identify errors, correct them and minimise their effect on the results of the study. Thus, the 

entered data were carefully reviewed in order to identify duplicate cases, outliers and missing 

values.  

5.7.3.1& Identifying&duplicate&cases&

Three duplicate cases were identified using the SPSS software. These cases were numbered 

66, 149 and 640. Each case was individually reviewed and corrected. The first data entry error 

found was with case 660 which was wrongly input as 66. The second error was case 149 
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which was entered instead of 147. The third error was case 640 and it was entered instead of 

number 679. All duplicate cases were corrected.  

5.7.3.2& Identifying&outliers&

The number of implausible values outside the range were two - see Table 12. The 

questionnaires were identified through SPSS software and were thoroughly checked and all 

the outliers were corrected.  

Table 12: Identified outliers 

Case no. Item Wrong variable Correct variable 

1024 A5 51 5 

979 A15 34 3 

5.7.3.3& Identifying&blank&records&and&missing&values&&

The next step involved checking the data for blank records and missing values using SPSS 24. 

As a result, blank records, due to mistakes in data entry, in 15 questionnaires were completed 

using the missing responses from the questionnaires. Afterwards, the data were checked again 

and the frequency tables showed no more blank records.  

According to the AHRQ’s recommendations (Sorra et al., 2016), responses that are 

unreadable or inappropriate will be marked as missing. In cases where a respondent has 

multiple marked responses, the highest number will be chosen. This rarely occurred. 

Missing values were analysed using SPSS 24 to examine their patterns. This will be discussed 

further in section 5.8. 

In cross-sectional studies using surveys, individuals may refuse to participate entirely in the 

survey, also known as unit non-response, or may answer some but not all the items in the 

survey, also called item non-response (Raghunathan, 2004). Item non-response happens for 

many reasons including sensitivity of the item and fatigue with the tool (Garson, 2012). I have 



Chapter Five: Psychometric properties of the Hospital Survey on Patient Safety Culture 131 

examined incomplete questionnaires in my PhD thesis in order to identify the reasons behind 

the incompletion and to identify if there were any issues in these questionnaires. Different 

sections and different items were incomplete with no common items or sections between the 

questionnaires. Respondents might have faced difficulty with completion due to time 

constraints or because of the length of the questionnaire.  

5.7.3.4& Reverse&coding&

As previously mentioned, the HSOPSC measures 12 dimensions of patient safety and consists 

of 42 items. 24 items are positively worded and 18 items are negatively worded.  Negatively 

worded items (A5, A7, A8, A10, A12, A14, A16, A17, B3, B4, C6, D2, D3, D5, D6, D7, D9, 

D11) were reverse coded prior to any further data analyses. 

5.7.3.5& Skewness&and&Kurtosis&

Skewness is a measure of the asymmetry of a distribution and kurtosis is a measure of 

peakedness of a distribution (Kim, 2013). Values for asymmetry and kurtosis between -2 and 

+2 are considered acceptable in order to prove normal univariate distribution of values (Field, 

2009, George and Mallery, 2010). For sample sizes greater than 300, West et al. (1995) 

suggested either an absolute skewness value greater than 2 or an absolute kurtosis value 

greater than 7 as reference values for determining substantial non-normality. Furthermore, 

skewness and kurtosis values are reported as not a major problem within large samples 

(Tabachnick and Fidell, 2007). Values of skewness and kurtosis were calculated for each 

individual item using SPSS 24 and histogram plots were visually inspected. The values of 

skewness of each item ranged between 0.016 and 1.25. The values of kurtosis of each item 

ranged between 0.0 and 3.6. All of the items’ skewness and kurtosis values were within an 

acceptable range and did not suggest any deviations from normality. Also, examination of the 

histograms suggested normal distribution of values.  

5.8" Data"analysis""

As previously mentioned, among the 1,511 questionnaires that were distributed at the three 

hospitals, 1,310 questionnaires were completed and returned. Prior to analysis, the data were 
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screened for missing values using SPSS 24 and a further 30 questionnaires (n=30, 2%) were 

excluded at this phase since they were found to have missing values of more than 7%. As a 

result, none of the items were found to have missing values more than 7%. Therefore, it was 

decided to keep those cases, as recommended by the statistical department, and to delete them 

on a list wise manner in the subsequent psychometric analysis in order to minimise any 

possible biases. The simplest and most common approach to missing data is complete case 

analysis or listwise deletion (Allison, 2003). Garson (2012) adds that, if the number of 

missing cases is small (5% of a sample), it is common simply to drop these cases from 

analysis. Therefore, the cases that were found to have missing values were deleted in a 

listwise manner in order to minimise any possible biases. One thousand, two hundred and 

eighty questionnaires (n=1280) were considered eligible and this number of completed 

questionnaires (n=1280) was sufficient to undertake FA as will be explained later 

(Tabachnick and Fidell, 2007).  

Before proceeding to FA, a pre-analysis phase is necessary to examine the suitability of the 

data for FA and to examine the strength of the correlations amongst the items of the HSOPSC 

(Pallant, 2007).  

Next, in order to test the construct validity of the tool, it is recommended to use the strengths 

of both EFA and CFA analytical techniques (Gerbing and Hamilton, 1996). This study 

combined both approaches to develop an optimal model, based on the original HSOPSC 

model, for assessing patient safety climate in Kuwaiti public hospitals. Our data analysis plan 

was based on three main phases. The first phase aims to investigate whether the original 

HSOPSC 12 Factor model is appropriate for the Kuwaiti data. Both CFA and reliability 

analysis were used at this step. The second phase aimed to examine whether an alternative 

factor model would fit the Kuwaiti data better. For model construction, EFA was carried out 

using the calibration half of the data set (Sample A, n=640). The third and final phase 

involved undertaking CFA and reliability analysis using the validation half of data set, to test 

the fit of the resultant model from the previous phase (Sample B, n=640). Factor correlations 

of the optimal model were performed in addition to comparisons between the CFA output of 

my optimal factor model and the outputs reported in previous studies.  
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5.8.1$ PreTanalysis$phase$

A number of issues need to be considered when judging whether a particular data set is 

suitable for FA including sample size and the strength of the inter-correlation amongst the 

items (Pallant, 2007, Williams et al., 2010). 

5.8.1.1& Sample&size&requirements&

Tinsley and Tinsley (1987) highlighted the importance of reporting sample size requirements 

such as sample size of the study, the ratio of the sample size to the number of variables and 

the ratio of the number of variables to the number of factors in order to assess whether the 

sample size is sufficient to satisfactorily undertake FA. 

There are different opinions and guidelines in the literature about the importance of sample 

size as a requirement for FA (Hair J, 1995, Hogarty et al., 2005, Tabachnick and Fidell, 

2007). General rules of thumb include the Tabachnick and Fidell (2007) rule that recommends 

having at least 300 cases for FA. Comrey (1973) classified a sample of 100 as poor, 200 as 

fair, 300 as good, 500 as very good, and 1,000 as excellent in their guide to the adequacy of 

sample sizes. Tinsley and Tinsley (1987) argue that factors derived from the analysis of large 

samples are more generalizable than factors obtained from the analysis of smaller samples. 

This view is supported by De Vellis and Dancer (1991) as they stress that larger sized samples 

increase the generalizability of the conclusions obtained by means of FA. Also, the impact of 

sampling error can be minimised with a large sample size and, as a result, FA solutions 

become more stable and robust (MacCallum et al., 1999). As shown in Table 13, the sample 

size in this study was sufficient to conduct FA (n=1280). 

The majority of the proposed guidelines, as stated by Fabrigar et al. (1999), recommend 

determining the sample size based on the number of measured variables included in FA. One 

serious drawback to such guidelines is that they drastically vary (Fabrigar et al., 1999), 

ranging anywhere from 3:1, 6:1, 10:1, 15:1, or 20:1(Gorsuch, 1983, Hair J, 1995, MacCallum 

et al., 1999, Pett et al., 2003, Tabachnick and Fidell, 2007). The ratio of sample size to 

number of variables in this reported study is greater than 30:1, which is sufficiently large 

based on the different recommendations. According to the review by Osborne and Costello 
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(2009) of current practices in FA, larger samples tended to produce more accurate factor 

solutions. 70% of the studied samples with the largest subject to item ratio of 20:1 produced 

correct factor structures. 

Another set of recommendations involves the number of variables required for each factor, 

also known as variable-to-factor ratio. Fabrigar et al. (1999) recommended a variable-to-

factor ratio of at least 4:1 while Osborne and Costello (2009) considered a factor with less 

than three items as weak and unstable. The ratio of the number of variables to number of 

factors in the reported study is 3:1 and 4:1. 

In conclusion, the study sample fulfilled the sample size requirements and is appropriate for 

undertaking FA as shown in Table 13. 

Table 13: Sample size requirements of factor analysis 

Sample size requirements                                                               Number 

Sample size of the study 

Number of variables 

Sample-to-variables ratio 

Variables-to-factor ratio 

1280 

42 

>30:1 

3:1 and 4:1 

5.8.1.2& Factorability&of&the&correlation&matrix&

A correlation matrix displays the relationship between individual items. Tabachnick and 

Fidell (2007) recommend inspecting the correlation matrix, also known as Factorability of !, 

for correlation coefficients over 0.30 (Hair J, 1995, Tabachnick and Fidell, 2007). The 

researcher should reconsider whether FA is the suitable statistical method to employ if no 

correlations are above 0.30 (Williams et al., 2010). This signifies that the factors account for 

around 30% of the relationships within the data. According to Churchill Jr (1979),  low 

correlations indicate that items do not reflect the appropriate domain and are leading to error 

and unreliability. On the other hand, high correlations between items (above 0.80) indicate 
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that there is a large degree of overlap between patient safety culture aspects (Smits et al., 

2008). This will be discussed further in later. 

The Kaiser-Meyer-Olkin (KMO) coefficient is a measure of sampling adequacy. KMO 

coefficient values range between 0 and 1. A value of less than 0.5 indicates that the data is 

considered unacceptable for FA (Kaiser, 1974). Values between 0.5 and 0.7 are considered 

mediocre, 0.7 and 0.8 are good, 0.8 and 0.9 are great and values above 0.9 as excellent 

(Hutcheson and Sofroniou, 1999, Kaiser, 1974).  

Bartlett's Test of Sphericity is another measure of the suitability of data for FA (Bartlet, 

1954). The null hypothesis of Bartlett’s test states that the observed correlation matrix is equal 

to the identity matrix, suggesting that there is no correlation amongst the items (Pett et al., 

2003). In other words, Bartlett's test examines whether the correlation matrix resembles an 

identity matrix (Field, 2009). If Bartlett's test is not significant, then the correlation matrix 

resembles an identity matrix and all item correlation coefficients are close to zero (Field, 

2009). For FA to be considered appropriate, Bartlett's test should be significant (P<0.05) 

(Tabachnick et al., 2001) indicating that the correlations between items are significantly 

different from zero (Field, 2009).  

As shown in Table 14 (below), the KMO statistic has a value of 0.88, which indicates that the 

sample has a sufficient level of homogeneity. Therefore, FA is appropriate for the data set.  

Bartlett's test indicates that the correlation matrix differs from the identity matrix at a high-

level of significance ("<0.001). The presence of non-zero correlation means that FA is 

appropriate for the sample. 

Table 14: KMO and Bartlett's Test Results 

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. 0.880 

Bartlett's Test of Sphericity Approx. Chi-Square 8442,924 

Df 861 

Sig. 0.000 
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In conclusion, these measures show that the Kuwaiti survey data are appropriate for 

conducting FA.  

5.9" Testing"the"original"USA"HSOPSC"model"

The main purpose of this step is to test how well the original HSOPSC 12-factor model fits 

the Kuwaiti data.  This step of analysis includes the CFA and reliability analysis using the 

whole sample (1280 questionnaires) of the Kuwaiti data (Sorra and Nieva, 2004).  

5.9.1$ Confirmatory$Factor$Analysis$

In this step, CFA will be used to test the hypothesized factor structure of the original 

HSOPSC questionnaire using Kuwaiti data. CFA, as the name suggests, is a confirmatory 

technique (Ullman, 2006). In a CFA, the researcher examines a proposed theory, or model. 

Thus, the researcher has strong expectations and assumptions based on a priori theory about 

the number of factors, the relations between the latent factors, and the relations between the 

latent factors and measured variables (Henson and Roberts, 2006, Pett et al., 2003, Ullman, 

2006).  

CFA is considered an essential analytic tool for construct validation. The results of CFA can 

deliver compelling evidence of the convergent and discriminant validity of theoretical 

constructs (Hoyle, 2012).  

There is a wide consensus in the literature to evaluate the overall model fit using goodness of 

fit indices. A variety of fit indices are available to researchers (DiStefano and Hess, 2005) 

including the Comparative Fit Index (CFI), the Standardised Root Mean Square Residual 

(SRMR), the Root Mean Square Error Of Approximation (RMSEA), Tucker-Lewis Index 

(TLI, nonnormed fit index or NNFI, ), Root mean square residuals (RMR) (Kline, 2014, 

Marsh, 1996, Sanislow et al., 2002). This variety complicates the issue of selecting and 

deciding the cut-off values for each of the fit indices to indicate a good model fit (Bentler, 

1990, Hu and Bentler, 1999). In a review by McDonald and Ho (2002), the most commonly 

used fit indices were reported as the CFI, the RMSEA, the GFI (goodness of fit index), the 

NNFI (TLI) and the NFI (normed fit index). While there is no golden rule regarding the 
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assessment of model fit and since different indices reflect a different aspect of model fit, 

reporting a variety of indices becomes necessary (Crowley and Fan, 1997). Kline (2014) 

recommends the use of Chi-Square test, the RMSEA, the CFI, and the SRMR. A two-index 

strategy that involves coupling the SRMR with another index; the NNFI, RMSEA or the CFI 

was recommended. These indices were recommended because they were found to be the least 

sensitive to sample size, model misspecification and parameter estimates (Hu and Bentler, 

1999).  

According to Hu and Bentler (1999), models with a cut-off value close to 0.90 for CFI; a 

cutoff value close to 0.08 for SRMR; and a cutoff value close to 0.06 for RMSEA are 

indicative of good model fit. While McDonald and Ho (2002) recommend that a RMSEA of 

less than 0.05 corresponds to a good model fit and an RMSEA less than 0.08 corresponds to 

an acceptable model fit. Perfect model fit regarded these (CFI, GFI) as acceptable if they were 

greater than 0.90.  

To evaluate CFA model fit in our study, the Chi-square test statistic (#2), Chi-squared statistic 

per one freedom degree (#2/DF), the Comparative Fit Index (CFI), the Standardised Root 

Mean Square Residual (SRMR), the Root Mean Square Error Of Approximation (RMSEA), 

Tucker-Lewis Index (TLI, nonnormed fit index or NNFI, ) and Root mean square residuals 

(RMR) are used. Table 15 shows the fit indices and their acceptable threshold levels. 
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Table 15: CFA fit indices and their acceptable thresholds 

Fit Index Acceptable Threshold Levels 

Chi square (X2)	  Low χ2 relative to degrees of freedom with an 
insignificant p value (p > 0.05) (Hooper et al., 
2008) 

Smaller rather than larger values indicate a 
good fit  

Chi-squared statistic per one degree of 
freedom (#2/DF) 

2:1 (Tabachnick and Fidell, 2007) 

3:1 (Kline, 2014) 

Comparative Fit Index (CFI)  

 

CFI should be equal to, or greater than, 0.90 to 
indicate a good model fit (Hu and Bentler, 
1999) 

Root-Mean-Square Error of Approximation 
(RMSEA)  

 

RMSEA < 0.08 indicates an acceptable fit 
(McDonald and Ho, 2002) 

RMSEA < 0.05 indicates a good fit 
(McDonald and Ho, 2002) 

Root mean square residuals (RMR)  RMR should be < 0.10, or 0.08, or 0.06, or 
0.05, or even .04 for a well- fitting model (Hu 
and Bentler, 1999) 

Standardised root mean square residual 
(SRMR)  

SRMR < 0.08 indicates good fit (Hu and 
Bentler, 1999) 

Tucker-Lewis index (TLI)  Should be greater than 0.90 for a good fit (Hu 
and Bentler, 1999) 

 

CFA steps were conducted with the use of AMOS software (Arbuckle, 2014). The results 

obtained by applying CFA for the original 12 factors USA HSOPSC model using Kuwaiti 

data in comparison to USA data are reported in Table 16. 



Chapter Five: Psychometric properties of the Hospital Survey on Patient Safety Culture 139 

Table 16: CFA Fit indicators of original 12 factors HSOPSC model; Kuwaiti and 
USA data (Sorra and Dyer, 2010) 

Model Chi-Square 
statistic 

DF CMIN/DF CFI 

 

RMR 

 

SRMR 

 

RMSEA TLI 

USA data 2064 746 - 0.94 - - 0.04 - 

Kuwaiti data 3623.5 753 5 0.81 0.06 0.06 

 

0.056 0.784 

As described in Table 16 (above), the original 12 factor HSOPSC model has an unsatisfactory 

fit with the Kuwaiti data compared to the USA data.  

CMIN/DF has a value of approximately 5 while CMIN/DF value should be 2 or less for a 

good fit (Ullman, 2006) or at least CMIN/DF < 5 for the acceptance of the model 

(Schumacker and Lomax, 2004). CFI has value 0.81 for Kuwaiti data compared to CFI of 

0.94 for USA data. CFI of >0.90 is needed for a good model fit. TLI has value 0.784 while for 

a good model TLI should be >0.90 (Hu and Bentler, 1999). Overall, the values indicate an 

unsatisfactory fit of the original 12 Factor HSOPSC model for the Kuwaiti data.    
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5.9.2$ Reliability$analysis$of$the$original$12$factor$HSOPSC$model$

Reliability, also referred to as consistency,  reflects the degree to which test scores are 

replicable (Geisinger et al., 2013, Streiner et al., 2015). De Vellis and Dancer (1991, p.27) 

defined it as “the proportion of variance attributable to the true score of a latent variable.” A 

common way of estimating reliability is through assessing internal consistency. Internal 

consistency is based on the correlation among the items comprising a specific dimension of 

the instrument (Pett et al., 2003). It can be assessed by using Cronbach's alpha, which is the 

most commonly used internal consistency reliability coefficient (Cronbach, 1951, Tavakol 

and Dennick, 2011). Cronbach's alpha (α) ranges from 0 to 1; with the minimum criterion for 

acceptable reliability of at least α=0.70. Higher alphas signify better reliability (Nunnally et 

al., 1967). The level of internal consistency (George, 2003, 231), can be classified as 

‘excellent’ if values are above 0.9, ‘good’ if between 0.8 and 0.9, ‘acceptable’ if above 0.7, 

‘questionable’ if above 0.6, ‘poor’ if above 0.5, and ‘unacceptable’ below 0.5. It should be 

noted that Cronbach’s alpha must be interpreted with caution. Cronbach’s alpha value α ≥ 

0.60 is recommended for the majority of research purposes (Field, 2009, Suhr, 2003). 

Acceptable Cronbach’s alpha values may not reflect the internal consistency of items but may 

derive from a large number of test items (Streiner, 2003). Further, it has been reported that 

alpha coefficients may be low because of lack of homogeneity of variances among items or 

when there are fewer items in the factor (Kline, 2014). 

To examine the internal consistency of the original HSOPSC 12 factor model using Kuwaiti 

data, Cronbach's alpha (α) was calculated for all original HSOPSC dimensions. The HSOPSC 

questionnaire consists of both positively worded items (24 items) and negatively worded 

items (18 items). Therefore, negatively worded items were re-coded to provide a higher value 

that would correspond to a more positive response (Pallant, 2007). Cronbach’s alpha was 

calculated for every set of the items within each dimension and were then compared with 

results for USA data (Sorra and Dyer, 2010). The results of the reliability analysis for Kuwaiti 

data are reported in Table 17 (below). 
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Table 17: Reliability analysis results for Kuwaiti and USA data 

HSOPSC Dimension  Cronbach’s alpha 

Kuwaiti 
data 

USA data 

Teamwork Within Units 0.634 0.83 

Supervisor/Manager Expectations and Actions Promoting Safety 0.613 0.75 

Organisational learning—Continuous improvement 0.494 0.76 

Management Support for Patient Safety 0.709 0.83 

Overall Perceptions of Patient Safety 0.286 0.74 

Feedback and Communication About Error 0.614 0.78 

Communication Openness 0.601 0.72 

Frequency of Events Reported 0.858 0.84 

Teamwork Across Units 0.720 0.80 

Staffing 0.382 0.63 

Handoffs and Transitions 0.701 0.80 

Non-punitive Response to Errors 0.604 0.79 

The internal consistency of the Kuwaiti data (n=1280) was ≥0.60 within nine dimensions. 

Three dimensions had internal consistencies less than 0.60. Cronbach’s α=0.382 for 

“Staffing”, 0.286 for “Overall perceptions of patient safety”, and 0.494 for “Organisational 

learning—Continuous improvement.” Additionally, two dimensions have a questionable 

internal consistency because their Cronbach’s alpha value was 0.60 (Cronbach’s α=0.604 for 
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“Non-punitive Response to Errors” and Cronbach’s α=0.601 for “communication openness”. 

For all dimensions reported there was a lower internal consistency of the Kuwaiti data than 

the internal consistency of the USA data except “Frequency of events reported.” 

In summary, the results of the CFA and reliability analysis indicate that the original HSOPSC 

12 Factor model is not a satisfactory fit when it is used for the Kuwaiti data. Therefore, an 

EFA was used for investigating an alternative factor structure which might be more 

appropriate for Kuwaiti data. 
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5.10" Construction"of"an"optimal"model"

There are major procedural decisions that a researcher should consider when conducting a FA 

(Fabrigar et al., 1999). First, one must determine the appropriateness of using EFA based on 

the goals of the research. Second, a method of data extraction must be selected. Third, the 

researcher must decide how many factors should be retained in the model. Finally, the 

researcher must select a method for rotating the initial factor analytic solution to reach a final 

more readily interpreted solution (Fabrigar et al., 1999, MacCallum et al., 1999).  

5.10.1$Determining$the$appropriateness$of$EFA$$

The primary aim of EFA is to identify a set of latent constructs represented by a set of 

measured variables (Henson and Roberts, 2006) or as Fabrigar et al. (1999, p.274) best 

explains it “…to arrive at a more parsimonious conceptual understanding of a set of measured 

variables by determining the number and nature of common factors needed to account for the 

pattern of correlations among the measured variables.” Thus, a researcher should carefully 

consider if identifying latent constructs is a goal of the research project before moving any 

further with EFA.  

A variety of factor extraction techniques are available. Principal Components Analysis (PCA) 

and Principal Factor Analysis (PFA), often referred to as Principal Axis Factoring (PAF) or 

Common Factor Analysis, are the two most common factor extraction techniques (Gorsuch, 

1983, Tabachnick and Fidell, 2007). The terms are often used interchangeably by researchers, 

despite serving different purposes (Beavers et al., 2013). The main difference between the two 

techniques lies in their purposes. If the purpose is to determine the linear combinations of 

measured variables that retain as much of the original measures' variance as possible, then 

PCA can be an appropriate form of analysis (Conway and Huffcutt, 2003, Ford et al., 1986). It 

is widely described as a data reduction method (Osborne and Costello, 2009). PCA does not 

attempt to interpret the results in terms of latent constructs. Whereas, if the purpose is to 

understand latent factors that account for relationships among measured variables, then PAF 

can be more appropriate (Fabrigar et al., 1999, Ford et al., 1986). In other words, a clear 

distinction has to be made between identifying latent constructs as an objective and that of 
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data reduction as different extraction methods have been designed to achieve these two 

different objectives (Fabrigar et al., 1999). 

Conway and Huffcutt (2003) highlight that both theory and empirical evidence support PAF 

as the more appropriate method. Gorsuch (1990) and Snook and Gorsuch (1989) agree that 

there is little reason to use PCA if PAF produces more sensible and accurate results than PCA. 

It should be noted that when there are 30 or more variables or variables have high reliability, 

the practical differences between the two techniques are often insignificant (Gorsuch, 1983, 

Thompson, 2004).  

Since the aim of this study is to identify a suitable tool to be used for assessing patient safety 

climate in Kuwait’s public hospitals, this aim incorporates uncovering and interpreting the 

resulting dimensions or latent factors that represent the structure of the tool based on Kuwaiti 

survey data. Therefore, PAF was selected as the appropriate statistical method of EFA for our 

study. 

5.10.2$Determining$the$number$of$factors$to$retain$

After extraction, the researcher must decide the number of factors to retain for rotation 

(Osborne and Costello, 2009). This decision should attempt to explain as much variance as 

possible while sustaining a parsimonious model (Knight, 2000). In other words, the objective 

is to choose enough factors to sufficiently represent the data, while eliminating factors that are 

not theoretically or statistically relevant (Fabrigar et al., 1999). 

Choosing the correct number of factors in a model is of critical importance as errors in the 

selection can have a significant effect on the results obtained (Comrey, 1973).  As a result, 

there is wide agreement in the literature that the use of multiple techniques to estimate the 

number of factors to retain gives the most interpretable solution (Fabrigar et al., 1999, 

Ferguson and Cox, 1993, Gorsuch, 1997). Two widely used techniques are the Eigenvalue 

rule (Kaiser, 1974) and the Scree plot (Cattell, 1966). Kaiser’s criterion suggests retaining all 

factors that are above an Eigenvalue of 1 (Kaiser, 1974). Eigenvalue represents the amount of 

variation, in all the variables, contributed by each factor (Garson, 2012). Thus, according to 
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this method, we can retain only factors with Eigenvalues greater than 1. In other words, a 

factor needs to extract at least as much as the equivalent of one original variable to be 

included. This method helps in “deciding the number of factors underlying the observed 

variables, based on extracting only factors that explain more variability than any single 

observed variable would” (Waterson et al., 2010, p.3).  

It has been argued that Kaiser’s criterion might result in overestimation of the number of 

extracted factors (Field, 2009, Osborne and Costello, 2009). As a result, it is suggested to use 

the Scree plot in combination with Eigenvalues to determine the number of factors to retain 

(Yong and Pearce, 2013). The Scree plot is a graphical representation of Eigenvalues and 

factors (Cattell, 1966). It is used to indicate the number of extracted factors (Pallant, 2007) as 

it helps “to identify at which point subsequent extracted factors explain only spurious extra 

variability, and hence should not be retained” (Waterson et al., 2010, p.3). 

Ideally, as described by De Vellis and Dancer (1991), the progression of factors will have an 

abrupt point of transition from vertical to horizontal regions of the plot and a clear elbow. 

Occasionally, the transition is gradual with a gentle curve made up of several factors found 

between the vertical and horizontal regions of the plot. Cattell’s criterion recommends 

retaining those factors that lie above the elbow of the plot (Cattell, 1966). To determine the 

break point, researchers suggest drawing a horizontal line and a vertical line starting from 

each end of the curve (Yong and Pearce, 2013). The Scree plot cut-off is relatively subjective 

and some researchers face difficulties in identifying the precise cut-off point (De Vellis and 

Dancer, 1991). This may lead to over-extraction of factors (Henson and Roberts, 2006). As a 

result, a combination of Eigenvalues greater than 1 rule and the Scree plot were used in our 

study in order to achieve the most interpretable solution.  

The decision on how many factors to retain should be based on the degree of 

comprehensibility and interpretability of the factor structure in the context of the research 

(Suhr, 2006). 
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5.10.3$Determining$the$method$of$factor$rotation$

Factor rotation usually aims to create a more meaningful and interpretable solution (Fabrigar 

et al., 1999, Tabachnick and Fidell, 2007). It improves the interpretation of factor loadings by 

decreasing some of the ambiguities accompanying the preliminary analysis (Suhr, 2006).  It 

identifies clusters of variables that can be characterized mainly in terms of a single latent 

variable (De Vellis and Dancer, 1991). 

Extracted factors should be rotated to an optimal “simple structure”, defined as each variable 

having a high loading on one of the factors, and zero or low loadings on the other factors 

(Beavers et al., 2013, Gorsuch, 1983). Factor loadings are the correlations of items with 

factors and factors are deduced by their loadings (Kline, 2014).  

Rotations can be either orthogonal such as Varimax, or Oblique such as direct oblimin. 

Orthogonal rotation assumes independence among the factors and results in some high 

loadings and some low loadings for each factor, while Oblique rotation allows for a degree of 

correlations among the factors and gives one high loading and other loadings near zero for 

each factor (Beavers et al., 2013, Conway and Huffcutt, 2003).  

Orthogonal rotations are not always theoretically appropriate while Oblique rotations should 

theoretically render a more accurate solution (Loo, 1979, Osborne and Costello, 2009). 

Therefore, an Oblique rotation is preferred (Fabrigar et al., 1999, Gorsuch, 1997).  

Following the rotation of factors, the researcher must examine the factor pattern matrix and 

decide on the acceptable level of loading for variables to define factors (Beavers et al., 2013). 

Factor loadings represent the strength of relationships (Yong and Pearce, 2013). Guadagnoli 

and Velicer (1988) recommends that each factor should be represented by at least three to five 

items that load strongly on that factor. De Vellis and Dancer (1991) labelled factors that have 

less than three variables and item loadings that are less than 0.32 as undesirable.  

Guidelines vary in the literature (Beavers et al., 2013). An item that has a loading of 0.70 or 

higher and does not significantly cross load on another factor greater than 0.40 is considered a 
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good identifier of the factor (Garson, 2012). Tabachnick and Fidell (2007) recommend 0.32 

for a minimum loading on an item as a good rule of thumb.  

Osborne and Costello (2009) propose a loading of 0.50 as strong while Guadagnoli and 

Velicer (1988) recommend that the loading should be 0.60 or greater. A loading of 0.70 or 

greater is viewed as ideal  (Beavers et al., 2013). It suggests that nearly 50% of the variance of 

that item is accounted for by the factor. A cross loading item is an item that loads at 0.32 or 

higher on two or more factors (Osborne and Costello, 2009). Cross loadings are often 

problematic as they indicate that a variable is related to more than one factor. On the other 

hand, cross loadings may indicate conceptual overlap (Ferguson and Cox, 1993). 

If the difference in the degree of loading is small (! 0.2), then removal of the variable is 

acceptable as it is difficult to say which factor it belongs to. However, if the degree of loading 

is large ( "0.2), then the variable can be allowed to remain and be assumed to load on the 

factor with the highest loading (Ferguson and Cox, 1993). If there are several items that cross 

load, this may indicate either poorly written items or a weak a priori factor structure (Osborne 

and Costello, 2009). As a result, a decision needs to be made by the researcher whether a 

cross loading item should be kept or dropped from the analysis.  

FA as a statistical approach is not without criticism. This is largely related to the 

subjectiveness of the outcomes which are determined by the researcher (Henson and Roberts, 

2006). Tabachnick and Fidell (2007, p.611) point out that “decisions about number of factors 

and rotational scheme are based on pragmatic rather than theoretical criteria.” 

Notwithstanding these limitations, Henson and Roberts (2006) suggest that to limit the 

subjectiveness of EFA, researchers must be systematic and apply thorough judgement to 

factor reduction and construction and latent variables.  

In this study, Varimax rotation was used initially to examine the clarity of the initial solution. 

Following that, Oblique rotation was used to allow factors of patient safety climate to be 

correlated.  

In summary, the following EFA criteria were used for my PhD thesis:  
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1.( Principle Axis Factoring was selected to use as the extraction method of EFA.  

2.( A combination of Eigenvalues greater than 1 rule and the Scree plot were used to 

estimate the number of factors to retain.  	  

3.( Varimax then Oblique rotation (direct oblimin) were used as the rotation methods. 	   
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5.10.4$$Exploratory$Factor$Analysis$

In EFA, the observed variables (questionnaire items) are analysed to examine the degree to 

which these items correlate. Such correlation may provide evidence for the composition of a 

latent factor. The correlation coefficient is called a factor loading which reflects the 

magnitude of the relationship between the variable and the factor. This analysis creates a more 

manageable set of factors  (Paltridge and Phakiti, 2010).  

As recommended by Garson (2012), EFA is best used in a research design that includes cross-

validation as one data set is used for model construction while another set is used for model 

validation. Also due to the controversy associated with conducting EFA and CFA on the same 

data, it is recommended to follow a split-half validation technique (De Vellis and Dancer, 

1991, Kline, 2015). Therefore, the Kuwaiti data set was randomly split into to two 

independent data sets using SPSS 24. Each group contains a set of 640 (n=640) cases. EFA 

was first carried out on the calibration half of the data set (Sample A, n=640) to produce an 

optimal model. This step was followed by CFA using the validation half of the data set to test 

the fit of the resultant model (Sample B, n=640). In other words, the calibration half of the 

data set was used for model construction and the validation half of the data set was used for 

confirming the explored factor structure resulting from model construction.  

5.10.4.1& EFA&steps&and&output&

At this step, EFA aims to examine the suitability of the original HSOPSC 12 Factor model, in 

addition to identifying an alternative factor model which might fit the Kuwaiti data better. 

Data analysis was carried out using SPSS 24 on the 42 items of the original 12 HSOPSC 

factor structure, excluding the two single outcome items (patient safety grade, number of 

incidents reported).  

EFA consists of two basic stages. In the first stage, EFA is concerned with estimating the 

number of factors that should be extracted to represent the HSOPSC factor structure. The 

second stage is concerned with interpreting the meaning of the extracted factors and 

representing them in terms of the theoretical structures that reflect the patient safety climate 

dimensions.  
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EFA output of the initial steps (Steps 1 to 8) including tables of communalities, total variance 

explained, rotated factor matrix and pattern matrix are presented in a separate Appendix 

(Appendix 15- Appendix 60) due to space restriction. EFA output of the final steps (Steps 9 to 

12) is provided in this chapter. A summary of the different solutions is summarised below. 

5.10.4.2& Conclusion&from&the&solutions&with&different&numbers&of&the&factors&(12>&9>

8>7>10>11)&

An investigation of five possible solutions was undertaken in steps 4-8 to explore the number 

of factors that could be extracted. The initial solution with 12 factors demonstrates that 8 

factors could fit the 42 safety climate items. The 9 Factors solution demonstrates that 7 factors 

could fit the 42 safety climate items. The 8 Factors solution demonstrates that 6 factors could 

fit the 42 safety climate items. The 11 Factors solution demonstrates that 9 factors could fit 

the 42 safety climate items. The 10 Factors solution demonstrates that 9 factors fit the 42 

safety climate items. The summary results of the six solutions including the initial solution are 

reported in Table 18 (below). 

Table 18: Summary results of the six solutions 

Step  Number of extracted 
factors 

Number of the 
satisfactory 
factors 

Total variance 
explained by 
extracted 
factors 

Items not loading 

1 12 8 45 A5- A11- A15- 
A17 

4 9 7 41.0 A5 - A9- A15- 
A17-A7 

5 8 6 39.2 A5-A15-A17-A9 

6 7 5 37.4 A11-A5-A7-A9-
A15- A17 

7 11 9 43.8 A5-A7- A17 
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Step  Number of extracted 
factors 

Number of the 
satisfactory 
factors 

Total variance 
explained by 
extracted 
factors 

Items not loading 

8 10 9 42.6 A5-A7- A17 A9 

Items with low communalities and loadings in each solution are reported in Table 19. 

Table 19: Items which have low communalities and loading 

Step Number of 
the factors 

Items which have low 
communalities (<0.3) 

Items which have low loadings 
(<0.4) 

1 12 A5-A7-A9-A10-A11-A15-
A17 

A13- B3-D9- A6- C1-C5- A10- 
A7- D11- A18- C3 

4 9 A2-A5-A7-A9-A10-A15-
A17 

D9- B3- C5- A10- A2-A11 

5 8  A2 - A5- A7- A9-A10- 
A11-A15-A17 

A13-D9- C5-A6- B3- A10-A7- 
A2-A11 

6 7 A2 - A5- A7- A9-A10 - 
A11- A15- A17- B3 -C3-D6 

C3-A18-A13- C1- A2- B4-B3-
A10 

7 11 A5- A7- A9- A10- A11- 
A15- A17- D6 

B3-D9- A6- A10- A9-A13- C5- 
A7-A11 

8 10 A5 - A7- A9- A10 - A11- 
A15- A17- D6 

A13-D9- C5- A10- A11 

The items A5 and A17 did not load upon any factors within all investigated solutions and 

items A7, A9 and A15 did not load upon most of the investigated solutions. The items A5, 

A7, A9, A10, A15 and A17 have low communalities across all investigated solutions. The 

item A10 has low loading in all solutions. It is important to point out that items A10, A15, 

and A17 are from the dimension “Overall perceptions of patient safety”, item A9 is from 
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dimension “Organisational learning—Continuous improvement” and items A5 and A7 are 

from dimension “Staffing.” 

The comparison of the different solutions suggests that the 8 Factors solution is most 

appropriate (four items without loadings, the initial solution with 12 factors indicates that 8 

factors is satisfactory, only one factor is without strongly loaded items) (See Appendix 36-

38). Scree plot indicates that 8 Factor and 9 Factor solutions are more appropriate. Both 8 

Factors and 9 Factors solutions did not produce heavy loadings of all items. 

According to the 8 Factors solution, two factors (Factor 7 and 8) have less than two strongly 

loading items (Appendix 37) but as indicated by the factor matrix of the 8 Factors solution 

(Appendix 36), A14 has a loading of 0.382 and A2 has loading of 0.355 on Factor 8, and A6 

has a loading of 0.349 on Factor 7. Approximately 0.40 is reached in all cases. The rest of the 

factors have strong loadings by two and more items.  

The 9 Factors solution showed that two factors (Factors 8 and 9) have less than two strongly 

loading items (Appendix 30). As seen in the factor matrix of the 9 Factors solution (Appendix 

29), B3 has loading 0.323 upon Factor 8. A2 has a loading of 0.353 and A14 has loading 

0.353 upon Factor 9. So, only two items have loadings approximately close to 0.4. After 

Oblique rotation (Appendix 32), the 9 Factors solution had item B4 with a loading of 0.323 

and item B3 with a loading 0.337 upon Factor 7. A10 has loading 0.304 upon Factor 5 and A7 

has loading 0.377 upon Factor 5. Thus, only one item has loading approximately near 0.4. So, 

the final solution for 9 factors demonstrates that one factor (Factor 5) has only one loaded 

item (see Appendix 32). Therefore, the Eight Factors solution was chosen as most 

appropriate. 

Next, for obtaining the optimal solution, the 8 Factors solution was investigated using 

Oblique rotation. 

5.10.4.3& Step&9:&Eight&Factors&solution&

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and an 

extraction of 8 factors and Oblique rotation. 
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Total explained variance is the same as at step 5 because the changing of the rotation method 

does not change the explained variance. The pattern matrix of the solution with 8 factors is 

reported in Appendix 38. It indicates that items A5, A13, A17, A9, C5, and A15 did not load 

on any factor. Items A6, A11, A2, A7, A10, D11, B3, D9, A18 have loadings <0.40. 

Therefore, the items A5, A13, A17, A9, C5, A15, A6, A11, A2, A7, A10, D11, B3, D9, and 

A18 were excluded.  

5.10.4.4& Step&10:&Eight&Factors&model&

Then EFA with 8 factors was run without A2, A5, A6, A7, A9, A10, A11, A13, A15, A17, 

A18, B3, C5, D9, D11 using Oblique rotation. The results are reported in Appendixes 54-56. 

Two items (A14 and B4) are poorly explained because they have communalities <0.3. Item 

D6 has a communality slightly less than 0.3 (0.29) (See Appendix 54). As shown in Appendix 

55, the total variance explained by 8 factors is about 47.5%. D10 cross loaded on two items. 

Items B4 and C3 have low loadings (<0.4) (See Appendix 56). Therefore, items D10, C3, and 

B4 were excluded. 

5.10.4.5& Step&11:&Eight&Factor&model&with&items&D10,&C3&and&B4&excluded&

At this step, EFA was conducted with 24 items (excluding A2, A5, A6, A7, A9, A10, A11, 

A13, A15, A17, A18, B3, B4, C3, C5, D9, D10, D11) using 8 extracted factors and Oblique 

rotation. 

As reported in Appendix 57, A14 has low communality. Total variance explained by 8 factors 

is 48.4% (See Appendix 58). Item C1 has low loading.  Item A14 has a low communality and 

is theoretically not related to other items within Factor 4 (Please see Appendix 59). So C1 and 

A14 were excluded (Appendix 60).  

5.10.4.6& Step&12:&Final&EFA&solution&with&8&factors&

At this step, EFA was conducted within 22 items (excluding A2, A5, A6, A7, A9, A10, A11, 

A13, A14, A15, A17, A18, B3, B4, C1, C3, C5, D9, D10, D11) using 8 extracted factors and 

Oblique rotation (Appendix 60). 
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5.10.4.7& Output&of&the&final&EFA&solution&(8&factors,&22&items)&&

The communalities are reported in Appendix 61. As Appendix 62 shows, the total variance 

explained by 8 factors is about 50.2%. 

The Scree plot of the final EFA solution is shown at Figure 5.1 (below). 

Figure 5.1: Scree plot of the final EFA solution (8 factors, 22 items) 

 

As Figure 5.1 shows, point 8 can be considered as a break point. Table 20 represents the 

pattern matrix of the final solution. 
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Table 20: Pattern matrix of the final EFA solution (8 factors, 22 items) 

 

•( Supervisor/manager expectations and actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs and transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
 

The structure and factors loadings of the final EFA solution are reported in Table 21 (below). 
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Table 21: Structure and factors loadings of the final EFA solution (8 factors, 22 
items) 

Number 
of Factor 

Factor Heavy loaded items 
(>0.4) 

Number of items 

1 Supervisor/Manager Expectations and 
Actions Promoting Safety 

B1-B2 2 

2 Frequency of Events Reported E1-E2-E3 3 

3 Handoffs and Transitions D3-D5-D6-D7 4 

4 Non-punitive Response to Errors A8-A12-A16 3 

5 Teamwork Across Units D2-D4 2 

6 Teamwork Within Units  A1-A3-A4 3 

7 Communication Openness C2-C4-C6 3 

8 Management Support for Patient 
Safety 

D1-D8 2 

The final solution explains 50.2% of variance by eight extracted factors and represents 22 

items from the safety climate questionnaire. The final solution includes 8 factors and 22 items 

(20 items were excluded). The excluded items are A2, A5, A6, A7, A9, A10, A11, A13, A14 

A15, A17, A18, B3, B4, C1, C3, C5, D9, D10, and D11. It is important to note that items 

A10, A15, A17, A18 came from one factor that is “Overall perceptions of patient safety”, A6, 

A9, A13 came from “Organisational learning—Continuous improvement” factor, A2, A5, A7, 

A14 came from “Staffing” factor and lastly C1, C3, C5 came from “Feedback and 

communication about error.” 

All factor loadings are within the range of 0.428-0.864. Five factors (Factor 2, Factor 3, 

Factor 4, Factor 6, and Factor 7) have three and more items with loading >0.4. Factor 1, 

Factor 5, and Factor 8 have two items with very high loading of >0.5 and the items in each 
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factor are theoretically related. There are no cross loaded items and there are no items with 

loading <0.4 and with communalities <0.3 in the solution. The solution is essentially 

consistent with the theoretical pattern. All items within each factor are theoretically related. 

Only D6 moved from "Teamwork across units" to "Handoffs and transitions.” 

5.10.4.8& EFA&within&each&scale&of&final&solution&

At the next step, each factor from the final model will be investigated to determine if the set 

of items within each factor can be explained as a single factor. The results of this step are 

reported in Appendix 63. These showed that each set of items which are corresponding to a 

certain factor can be satisfactorily explained by a single factor. In the next section, the testing 

of the fit of the optimal solution will be conducted using CFA. 
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5.10.5$Optimal$model$fit$testing$by$CFA$

The purpose of this step is to test, using the validation half of the data set (n=640), the fit of 

the optimal 8 Factor model that emerged from the EFA that was performed earlier using the 

calibration half of the dataset (n=640). 

The main steps of CFA were performed with 22 variables using AMOS software (Arbuckle, 

2014).   

The CFA results of the 8 Factor optimal model are reported in Table 22. 

Table 22: CFA Results of 8 factor optimal model (validation half of the sample)  

Model Chi-
Square 
statistic 

DF CMIN/DF CFI 

 

RMR 

 

SRMR RMSEA TLI 

8 
Factors 

424.9 

good 

181 

good 

2.3 

acceptable 

0.94 

good 

0.049 

good 

0.048 

good 

0.046 

good 

0.92 

good 

According to Table 22 (above), the investigated model (8 factors and 22 items) has a good fit. 

The Chi-squared statistic has a value of 424.9 and $ value <0.000.  Chi-square statistic (#2) 

value per one degree of freedom (#2/DF) is 2.3. Ullman (2006) proposed CMIN/DF value to 

be 2 or less for a good fit while Schumacker and Lomax (2004) proposed a value of at least 

CMIN/DF < 5 for the acceptance of the model). CFI has a value of 0.94 (good model fit 

>0.90). SRMR has a value of 0.048 (good model fit <0.08). RMSEA has a value of 0.046 

(good model fit <0.05). RMR has a value of 0.049 (good model fit <0.10). TLI has value 0.92 

(good model >0.9). Overall, the fit indices values from the CFA of the 8 Factors model 

indicate a good model fit. Next, the fit of the optimal model (8 factors, 22 items) was tested 

for the whole sample (n=1280).  

As Kline (2014) indicated, the standardised path coefficients reflecting the strength of the 

relationship between items and dimensions signify a small effect if values are < 0.10, a 

medium effect if values are around 0.30, and values >0.50 signify a large effect. For the 8 
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Factors model, they were found to be generally large and ranged from 0.46 (Communication 

openness) to 0.89 (Frequency of incidents reported) (see Figure 5.2).  

Figure 5.2: HSOPSC 8 factor model in Kuwait and individual item 

standardised path coefficients 

 

Table 23 shows the results of the CFA of the optimal model (8 factors, 22 items) for whole 

data (n=1280). 
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Table 23:  CFA Results of 8 Factors optimal model (whole sample) 

Model Chi-
Square 
statistic 

DF CMIN/DF CFI 

 

RMR 

 

SRMR 

 

RMSEA 

 

TLI 

 

8 
Factors 

617.8 

good 

181 

good 

3.4 

acceptable 

0.946 

good 

0.041 

good 

0.038 

good 

0.043 

good 

0.931 

good 

All estimated parameters using the Kuwaiti data set indicate a good model fit (8 factors and 

22 items). Therefore, this model was accepted as the optimal model of my PhD thesis.  

 Table 24 presents the CFA results of the USA (Sorra and Nieva, 2004), Saudi Arabia 

(Alonazi, 2011), UK (Waterson et al., 2010) studies compared with our current study optimal 

model.  

Table 24: Comparison of CFA results of USA, UK, Saudi Arabia, and current 
research 

Model Chi-
Square 
statistic 

DF 

 

CMIN/DF 

 

CFI 

 

RMR 

 

SRMR 

 

RMSEA TLI 

 

USA 2064 746 2.8 0.94 - - 0.04 - 

UK 587 288 2 0.94 - 0.04 0.04 0.93 

Saudi 
Arabia 

553 202 2 0.94 0.03 0.04 0.04 0.93 

Current 
study 

617.8 181 

 

3.4 

 

0.95 

 

0.041 

 

0.038 

 

0.04 

 

0.93 

 

The CFA results generated from the optimal model in the current research are consistent with 

the CFA results of the USA, UK and Saudi Arabia models. It confirms that the 8 Factors 

solution (22 items) is the optimal model for the Kuwaiti data.  
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5.10.6$Construct$validity$

In order to test the construct validity of the HSOPSC instrument, inter-correlation coefficients 

with Pearson’s r were calculated between the 8 factors in addition to the two single item 

outcome measures (patient safety grade and number of incidents reported). The inter-

correlations of the 8 Factors optimal model were examined using a correlation matrix that 

displays the relationship between the individual factors.  

According to Sorra and Nieva (2004), the construct validity of each factor is reflected in 

moderately related scale scores. Correlations between 0.20 to 0.40 indicate a moderate 

relationship between dimensions, below 0.20 would indicate weakly related safety culture 

dimensions and correlations that are exceptionally high (>0.85) would indicate that the 

dimensions are measuring the same construct and that these dimensions could possibly be 

combined with some items eliminated. The Pearson’s correlation coefficients between scale 

scores are reported in Table 25. 
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Table 25: Inter-correlations between 8 Factors (scales) 

 
*** p<0.001, ** p<0.01, *p<0.05 

Table 25 shows that for my PhD thesis the inter-correlation coefficients ranged between 0.08 

and 0.72. All correlation coefficients are significant. 

The highest correlations were those between “Management support for patient safety” and 

“Teamwork across units” (r=0.722) but no correlation was exceptionally high. Three factors, 

“Non-punitive response to error” (r=0.133), “Teamwork within units” (r=0.105) and 
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“Communication openness” (r=0.088) were weakly correlated with one factor; Frequency of 

events reported. 

In general, construct validity is acceptable for all factors. All Eight factors are interrelated to 

each other. Most of the correlation coefficients indicate a moderate correlation between 

dimensions. This indicates that no two factors are measuring the same construct.  
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5.10.7$Reliability$analysis$of$the$optimal$model$(8$factors$and$22$items)$

At this step, the reliability analysis was conducted to test the internal consistency of each of 

the eight factors of the optimal model by calculating Cronbach's alpha (α) for all eight 

dimensions. The HSOPSC questionnaire consists of both positively worded items and 

negatively worded items. Therefore, reverse scoring of the negatively worded items was 

performed to provide a value that would correspond to a positive response (Pallant, 2007) 

Reliability analysis was performed using the whole sample (N=1280). See Table 26. 

Table 26: Reliability analysis results for optimal solution (8 factors, 22 items, 
N=1280) 

Number 
of Factor 

Factor Heavy loaded items 
(>0.4) 

Cronbach’s Alpha 

1 Supervisors’/Managers’ Expectations 
and Actions Promoting Safety 

B1-B2 0.776 

2 Frequency of Events Reported E1-E2-E3 0.858 

3 Handoffs and Transitions D3-D5-D6-D7 0.685 

4 Nonpunitive Response to Errors A8-A12- A16 0.604 

5 Teamwork Across Units D2-D4 0.689 

6 Teamwork Within Units  A1-A3-A4 0.705 

7 Communication Openness C2-C4-C6 0.601 

8 Management Support for Patient 
Safety 

D1-D8 0.724 

Table 26 indicates the Cronbach’s Alpha value is >0.60 for all factors. Four factors (Factor 1, 

Factor 2, Factor 8, and Factor 6) have Cronbach’s Alpha value >0.70. Factor 3 and Factor 5 

have the Cronbach’s Alpha values around 0.70. Factor 4 and 7 values are 0.604 and 0.601 

respectively. 
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The value of the Cronbach’s Alpha ≥0.7 is appropriate for most studies (De Vellis and 

Dancer, 1991) and values of  ≥ 0.60 are recommended for the majority of research purposes 

(Field, 2009, Suhr, 2003). Therefore, the internal consistency is acceptable for the Eight 

Factors solution. Additionally, the model shows a good fit (CFA results). 

In summary, the 8-factor model (22 items) can be considered an optimal model for Kuwaiti 

data.  

5.11" Proposed"optimal"Eight"Factors"model"for"Kuwaiti"data"

As shown in Table 27, the proposed optimal model structure includes 8 dimensions (two 

negative factors, four positive factors, two mixed factors) and 22 items (13 items are 

positively worded and 9 items are negatively worded). 

Table 27: Proposed Eight Factors optimal model for Kuwaiti data 

Factor 1: Supervisor/Manager Expectations and Actions Promoting Patient Safety (2 
items) 

B1: My supervisor/manager says a good word when he/she sees a job done according to 
established patient safety procedures 

B2: My supervisor/manager seriously considers staff suggestions for improving patient 
safety. 

Factor 2: Frequency of Events Reported (3 items) 

E1: When a mistake is made, but is caught and corrected before affecting the patient, how 
often is this reported? 

E2: When a mistake is made, but has no potential to harm the patient, how often is this 
reported? 

E3: When a mistake is made that could harm the patient, but does not, how often is this 
reported? 
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Factor 3: Handoffs and Transitions (4 items) 

D3: Things "fall between the cracks" when transferring patients from one unit to another. 
(negatively worded)  

D5: Important patient care information is often lost during shift changes. (negatively 
worded) 

D6: It is often unpleasant to work with staff from other hospital units. (negatively worded) 

D7: Problems often occur in the exchange of information across hospital units. (negatively 
worded) 

Factor 4: Non-punitive Response to Errors (3 items) 

A8: Staff feel like their mistakes are held (used) against them. (negatively worded) 

A12: When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) 

A16: Staff worry that mistakes they make are kept in their personnel file. (negatively 
worded) 

Factor 5: Teamwork Across Units (2 items) 

D2: Hospital units do not coordinate well with each other. (negatively worded) 

D4: There is good cooperation among hospital units that need to work together. 

Factor 6: Teamwork Within Units (3 items) 

A1: People support one another in this unit. 

A3: When a lot of work needs to be done quickly, we work together as a team to get the 
work done. 

A4: In this unit, people treat each other with respect. 
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Factor 7: Communication Openness (3 items) 

C2: Staff will freely speak up if they see something that may negatively affect patient care. 

C4: Staff feel free to question the decisions or actions of those with more authority. 

C6: Staff are afraid to ask questions when something does not seem right. (negatively 
worded) 

Factor 8: Management Support for Patient Safety (2 items) 

D1: Hospital management provides a work climate that promotes patient safety. 

D8: The actions of hospital management show that patient safety is a top priority. 

In summary, the reliability and validity of the HSOPSC were extensively tested using Kuwaiti 

data. The sample size used included completed questionnaires from 1280 respondents. The 

preliminary analysis indicates that Kuwaiti data was suitable for FA. The preliminary results 

of the reliability and CFA analyses demonstrated the fit of the original HSOPSC model was 

not satisfactory when used with Kuwaiti data. EFA, CFA, reliability and correlation analyses 

indicate that optimal model for Kuwaiti data is an 8 Factors (dimensions) model with 22 

items. 

5.12" Discussion"

Flin et al. (2006) argues that it is essential that tools are developed with robust psychometric 

properties that enable valid interpretations of patient safety climate test scores. Despite that, 

many studies still lack the proper reporting of the psychometric properties of questionnaires 

(Colla et al., 2005, Flin, 2007, Flin et al., 2006, Nieva and Sorra, 2003). Flin et al. (2006) 

proposed the reporting of standardised psychometric tests with EFA, CFA, reliability analysis 

and the correlations among survey dimensions as minimum psychometric analyses to ensure a 

comprehensive scientific approach. Psychometric properties of the HSOPSC have been 

assessed in the US, United Kingdom, the Netherlands, and many other countries with variable 

results. This chapter explored the psychometric properties of the HSOPSC in a Kuwaiti 
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healthcare setting. This section will be divided into four parts. The first part will review the 

key findings that resulted from testing the original HSOPSC tool in a Kuwaiti healthcare 

setting (Sorra and Nieva, 2004). The second part moves on to examine the findings that 

resulted from the development of an optimal model of the HSOPSC. Methodological issues 

are addressed in the third part. Finally, the fourth part summarizes the findings, strengths and 

limitations and impact of the study.  

5.12.1$Testing$the$original$model$

There is a growing body of literature that recognises the importance of examining the 

suitability of data for FA prior to assessing the psychometric properties of patient safety 

climate questionnaires (Hammer et al., 2011, Pallant, 2007, Phipps et al., 2011, Smits et al., 

2008). In this study, a pre-analysis step was performed using the Kaiser-Meyer-Olkin (KMO) 

measure of sampling adequacy (Kaiser, 1974) and Bartlett's test of sphericity (Bartlet, 1954) 

to assess the suitability of the Kuwaiti data for FA. The results showed that the Kuwaiti data 

was appropriate for performing FA. Following that, the first phase of psychometric analysis 

was performed, using CFA and reliability analysis, to investigate the suitability of the original 

HSOPSC model (12 factors, 42 items) for the Kuwaiti data (Sorra and Nieva, 2004). Results 

from our current study revealed an unsatisfactory fit of the original HSOPSC model for the 

Kuwaiti data (Sorra and Nieva, 2004). Consequently, the factor structure of the original USA 

HSOPSC questionnaire cannot be effectively used in Kuwaiti hospitals.  

5.12.1.1& CFA&

First of all, the results obtained by applying CFA to the original 12 factor HSOPSC model 

using Kuwaiti data in comparison to USA data are reported in Table 28. 



Chapter Five: Psychometric properties of the Hospital Survey on Patient Safety Culture 169 

Table 28: CFA Fit indicators of original 12 factor HSOPSC model: Kuwaiti and 
USA data (Sorra and Dyer, 2010).  

Model Chi-
Square 
statistic 

DF 

 

CMIN/
DF 

CFI 

 

RMR 

 

SRMR 

 

RMSEA 

 

TLI 

 

USA 
data 2064 746 - 0.94 - - 0.04 - 

Kuwaiti 
data 3623.5 

 

753 

 

5 

 

0.81 

 

 

0.06 

 

 

0.06 

 

 

0.056 

 

0.784 

The original 12 factor HSOPSC model has an unsatisfactory fit when used with the Kuwaiti 

data in comparison to the USA data. In our study, CFI has a value of 0.81 for Kuwaiti data 

compared to CFI of 0.94 for USA data. CFI of >0.90 is needed for a good model fit. RMSEA 

has a value of 0.056 for Kuwaiti data compared with a RMSEA of 0.04 for USA data (Sorra 

and Nieva, 2004). A RMSEA of < 0.05 indicates a good fit (McDonald and Ho, 2002).  

The global fit of our model was not consistently satisfactory as three criteria indicate an 

acceptable fit (RMSEA = .056, RMR = 0.06, SRMR = 0.06,) while CFI = 0.81, CMIN/DF = 

4.81, and TLI = 0.784 values indicate that the fit is not adequately good to confirm the 

proposed factor structure.  

Overall, model fit indices of the Kuwaiti data did not meet the goodness of fit criteria in 

comparison to the USA data (See Table 28, above  and Table 29, below). This indicates that 

when applying the original HSOPSC model to the Kuwaiti data, the model fit was 

unsatisfactory. 

According to Waterson et al. (2010), the CFA fit indices that were reported in the original 

HSOPSC study (Sorra and Nieva, 2004) had relatively higher values. This may be partly due 

to their use of the same sample for both the EFA and CFA. They go further by explaining that 

split-half validation was not undertaken and as a result, this would probably result in an over-

estimation of the degree of fit. Other studies have demonstrated similar results to ours (See 

Table 29).  
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In an assessment of the psychometric properties and suitability of the original HSOPSC 

within a large acute NHS Trust in the United Kingdom, a CFA achieved a poor model fit 

when compared with the original HSOPSC model (Waterson et al., 2010) (See Table 29). 

Similarly, Najjar et al. (2013a) investigated the factor structure of the original HSOPSC using 

data collected from 13 Palestinian hospitals. The model fit indices proved unsatisfactory. In 

addition, not all of the items loaded significantly on the expected dimension of the HSOPCS. 

Subsequently, data were analysed with EFA to examine whether the items represented a 

different factor structure in the Arabic data (See Table 29, below). EFA showed an 11 Factors 

structure with good validity and acceptable reliability. Also, a study conducted by Alonazi 

(2011) showed that the CFA fit indices of the original HSOPSC model using data from three 

Saudi hospitals were similarly unsatisfactory (See Table 29, below). 

Pfeiffer and Manser (2010) assessed the dimensionality and psychometric properties of the 

German version of the HSOPSC questionnaire in a large German speaking hospital in 

Switzerland. The values of the CFA fit indices showed that the fit was not consistently 

satisfactory to confirm the proposed factor structure of the original HSOPSC questionnaire 

(Sorra and Nieva, 2004) (See Table 29, below). 

Based on evidence from results of CFA in the different international studies mentioned above, 

it appears that the overall fit was consistently unsatisfactory when compared with Sorra and 

Nieva (2004) original USA HSOPSC questionnaire.  

The results obtained by applying CFA to the original 12 factor HSOPSC model using 

international data are reported in Table 29. 
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Table 29:  CFA Fit indicators of original 12 factor HSOPSC model: Cross-
international comparison Kuwait (KWT), United States (US), Dutch (NL), 
Turkey (TUR), Switzerland (SWISS), England (ENG), Saudi Arabia (SA), 
Palestine (PAL) 

Model Fit Indices KWT US 
Sorra and 
Nieva 
(2004) 

NL 
Smits et 
al. (2008) 

TUR 
Bodur 
and Filiz, 
(2010) 

SWISS 
Pfeiffer 
and 
Manser 
(2010) 

ENG 
Waterson 
et al. 
(2010) 

SA 
Alonazi 
(2011) 

PAL 
Najjar et 
al. 
(2013a) 

CFI  

(Bentler's 
Comparative Fit 
Index)  

0.81 

 

0.094 - - - 0.091 0.642 0.091 

GFI  

(Goodness of Fit 
Index)  

 0.092 - - - - - - 

AGFI	  

(GFI Adjusted for 
Degrees of 
Freedom)  

 0.090 - - - - - - 

NNFI  

(Bonett's Non-
normed Index)  

0.784 

 

0.093 - - - 0.89 0.617 0.90 

RMR  

(Root Mean 
Square Residual)  

0.06 

 

0.04 - - - 0.05 0.178 - 

RMSEA  

(Root Mean 
Square Error 
Approximation) 

0.056 

 

0.04 - - 0.04 0.04 0.678 0.04 

SRMR	  

(Standardised 
Root Mean Square 
Residual)  

0.06 

 

- - - - 0.05 0.193 0.05 

Chi-Square/ df  

 

4.81 2.77 - - 2.27 2.83 6.20 3.04 

The study reported in this thesis also highlights important differences in the reporting 

practices of CFA studies. As seen in Table 29 above, Two of the studies were incomplete in 
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terms of CFA fit indices (Bodur and Filiz, 2010, Smits et al., 2008). Jackson et al. (2009) 

explains that the lack of complete CFA reporting might be due to several reasons including 

lack of awareness of established reporting standards, space limitations and journals emphasis. 

They recommend that researchers should report all parameter estimates essential for the 

reader to make an interpretation of the results (Jackson et al., 2009, McDonald and Ho, 2002).  

5.12.1.2& Reliability&

In my PhD thesis, reliability (internal consistency) of safety climate dimensions was estimated 

using Cronbach's alpha (α).  The internal consistency of the 12 factors of the original 

HSOPSC questionnaire using Kuwaiti data (n=1280) was ≥ 0.60 for nine dimensions (Table 

17 on Page 141). The first dimension, “Overall perceptions of patient safety”, was the 

dimension with the lowest reported internal consistency (α=0.286) in this study. This 

dimension consists of four items and is concerned with the extent to which procedures and 

systems in hospitals are perceived to be effective at preventing errors and minimising patient 

safety problems (Famolaro et al., 2016).  

Waterson et al. (2010) reported the results of a reliability analysis on the original HSOPSC 

questionnaire using UK data. “Overall perceptions of patient safety” (α = 0.67), amongst other 

factors, fell below an acceptable level of internal consistency (Cronbach’s a<0.7). 

Additionally, Alonazi (2011) reported the internal consistency of the Saudi data for three 

dimensions as less than 0.6  including “Overall perceptions of patient safety” which was 

reported as unacceptable (α =0.31).  

Najjar et al. (2013a) reported that three dimensions achieved low reliability including 

“Overall perceptions of patient safety” (α = 0.43) using Palestinian data. Similar findings 

were reported in other studies (Bodur and Filiz, 2010, Smits et al., 2008).  

The second dimension that had a low internal consistency was the “Staffing” dimension 

(α=0.382). It consists of four items and is concerned with the degree to which there is 

sufficient staff to handle the workload and whether work hours are suitable to provide the best 

care for patients (Famolaro et al., 2016). This dimension reported low internal consistency in 

many studies. In the original USA HSOPSC study, Sorra and Nieva (2004) reported that all 
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composites had acceptable reliability (0.70 or greater) except the staffing composite (α = 

0.63). Waterson et al. (2010) reported the results of a reliability analysis on the original 

HSOPSC questionnaire using UK data. Staffing, amongst other factors (Overall perceptions 

of safety, Supervisors’/Managers’ expectations, Organisational learning and continuous 

improvement, Communication openness, Non-punitive responses to error, Hospital 

management support for patient safety), exhibited a poor level of reliability (α=0.58). 

Similarly, Bodur and Filiz (2010) reported  an unacceptable level of internal consistency for 

the staffing dimension (α = 0.19), along with the non-punitive response to error (a = 0.31), 

when they tested the fit of the original HSOPSC questionnaire using Turkish data. Alonazi 

(2011) reported the internal consistency of the Saudi data for each dimension as greater than 

0.6 except for three dimensions. “Staffing” dimension’s internal consistency was reported as 

poor (α =0.57). Other studies conducted in Scotland (Sarac et al., 2011), Germany (Pfeiffer 

and Manser, 2010), Netherlands (Smits et al., 2008), Portugal (Eiras et al., 2014), Norway 

(Haugen et al., 2010), Sweden (Hedsköld et al., 2013) and Slovenia (Robida, 2013) reported 

similar results.  

The third dimension, “Organisational learning–continuous improvement”, consists of three 

items and represents the degree to which mistakes have led to positive changes and whether 

changes are evaluated for their effectiveness (Famolaro et al., 2016). This dimension fell short 

of an adequate level of internal consistency in a number of studies conducted in Scotland 

(Sarac et al., 2011), Norway (Haugen et al., 2010), Sweden (Hedsköld et al., 2013), Slovenia 

(Robida, 2013) and the Netherlands (Smits et al., 2008).	  

In summary, all dimensions reported a lower internal consistency of the Kuwaiti data than the 

internal consistency of the USA data except “Frequency of events reported”, which reported a 

value equal to 0.858. Three dimensions reported the internal consistencies to be unacceptable 

(α=0.29 for “Overall perceptions of patient safety”, α=0.38 for “Staffing”, α= 0.49 for 

“Organisational learning—Continuous improvement”). Similar results were reported in other 

studies. For example, in the study by Alonazi (2011), the internal consistency of the Saudi 

data was lower for each dimension than the USA data except for “Supervisors’/Managers’  

expectations and actions promoting safety” which was reported as the same (Sorra and Nieva, 

2004).  
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Waterson et al. (2010) reported the internal consistency of the UK items as lower for eleven 

dimensions than that of the original items of the HSOPSC questionnaire except for “Feedback 

and communication about error” dimension which was the same (Sorra and Nieva, 2004).  

Najjar et al. (2013a) reported a lower or similar internal consistency of the Arabic items for 

each dimension compared to the original questionnaire items (Sorra and Nieva, 2004) except 

for “Frequency of events reported” (α=0.87) and “Organisational learning—Continuous 

improvement” (α=0.79) which reported higher results. Bodur and Filiz (2010) reported the 

internal consistency of the Turkish items as lower for ten dimensions than the original 

questionnaire items (Sorra and Nieva, 2004) except for teamwork within units (α=0.83) and 

frequency of events reported (α=0.86). Smits et al. (2008) reported the internal consistency of 

the Dutch data as lower than that of the original items in the AHRQ study (Sorra and Nieva, 

2004) except for communication openness, which was the same. Finally, the Scottish data 

showed a total of eight HSOPSC dimension to have lower internal consistency compared to 

the US findings (Sarac et al., 2011).  

Table 30 provides comparative data of the internal consistency of eight studies. 

Table 30: Cronbach’s alpha scores of HSOPSC scales for USA (US), Kuwait 
(KWT), Saudi Arabia (SA), Palestine (PAL), England (ENG), Scotland (SCO), 
Netherlands (NL), and Turkey (TUR)  

HSOPSC Dimensions US KWT SA PAL ENG SCO NL TUR 

Supervisor/manager 
expectations and actions 
promoting safety (4) 

0.75  0.61 0.75 0.75 0.68  0.79 0.70  NA 

Organisational learning-
continuous 
improvement (3) 

0.76  0.49 0.63 0.79 0.66  0.64 0.57  NA 

Teamwork within 
hospital units (4) 

0.83  0.63 0.75 0.77 0.73  0.80 0.66  0.83 

Communication 
openness (3) 

0.72  0.60 0.67 0.41 0.67  0.73 0.72  NA 
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HSOPSC Dimensions US KWT SA PAL ENG SCO NL TUR 

Feedback and 
communication about 
error (3)  

0.78 0.61 0.74 0.69 0.80  0.78  0.75  NA 

Non-punitive response 
to error (3) 

0.79  0.60 0.72 0.59 0.65  0.77 0.69  0.31 

Staffing (4)	  0.63 

 

0.38 0.57 0.65 0.58  0.60 0.49  0.19 

Hospital management 
support for patient 
safety (3) 

0.83  0.71 0.65 0.66 0.69  0.79 0.68  NA 

Teamwork across 
hospital units (4) 

0.80  0.72 0.69 0.61 0.70  0.70 0.59 NA 

Hospital handoffs and 
transitions (4) 

0.80  0.70 0.59 0.73 0.77  0.74 0.69 NA 

Frequency of incident 
reporting (3) 

0.84  0.86 0.83 0.87 0.83  0.84 0.79 0.86 

Overall perceptions of 
safety (3)  

0.74  0.29 0.31 0.43 0.67  0.71 0.62 NA 

•( NA: Not available in the Turkish study but their internal consistency was reported as being lower than 
USA dimensions (Bodur and Filiz, 2010), Numbers in italics indicate a poor or unacceptable level of 
internal consistency. 

As outlined in Table 30, organisational learning-continuous improvement, communication 

openness, non-punitive response to error, staffing, teamwork across hospital units, hospital 

handoffs and transitions and overall perception of patient safety dimensions reported the 

lowest internal consistencies across the different studies.  

In conclusion, CFA and reliability analysis findings of my PhD thesis indicate that the 

original factor structure of the HSOPSC is not replicated in Kuwaiti hospital settings. 
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Additionally, our results are in line with results of other studies investigating the 

psychometric properties, including validity and reliability, of the original HSOPSC 

questionnaire. The need for proper validation of the original HSOPSC questionnaire before 

extending its application in other international contexts needs to be highlighted and addressed. 

Various underlying factor structures were identified as optimal factor models. The original 12 

factor model was replicated in Belgian (Hellings et al., 2007), Portuguese (Eiras et al., 2014) 

and Scottish data (Sarac et al., 2011). Other studies reported 11 factor models for Dutch 

(Smits et al., 2008), Arabic (Najjar et al., 2013a), Croatian (Brborovic et al., 2014) and 

Norwegian data (Haugen et al., 2010); 10 factor models for French (Perneger et al., 2014), 

Turkish (Bodur and Filiz, 2010), Chinese (Zhu et al., 2014) and Brazilian data (Reis et al., 

2016); 9 factor models for UK (Waterson et al., 2010) and Slovene data (Robida, 2013); 8 

factor models for Swiss (Pfeiffer and Manser, 2010), Saudi (Alonazi, 2011), Kosovo 

(Brajshori and Behrens, 2016) and Kuwaiti data. This discrepancy in results could be 

attributed to differences in employing survey methods and psychometric analytical 

techniques, in addition to the various modifications made to adapt the original instrument to 

different healthcare settings (Sarac et al., 2011). Thus, the original HSOPSC will clearly be 

limited when used in other contexts without proper assessment of its psychometric properties. 

This point has been highlighted in a number of studies. The factor structure of the original 

HSOPSC model (Sorra and Nieva, 2004) was not replicated with UK data (Waterson et al., 

2010), Turkish data (Bodur and Filiz, 2010), Saudi Data (Alonazi, 2011), Palestinian data 

(Najjar et al., 2013a), Dutch data (Smits et al., 2008) and Swiss data (Pfeiffer and Manser, 

2010). This finding is in contrast with other studies that assessed patient safety climate by 

using the original USA HSOPSC questionnaire (Sorra and Nieva, 2004) in hospitals without 

examining the reliability and validity of the questionnaire in a different context (Al-Awa et 

al., 2012, Al-Mandhari et al., 2014, Alahmadi, 2010, Bahrami et al., 2013, El-Jardali et al., 

2011, El-Jardali et al., 2010, El-Jardali et al., 2014).  

Considering all of this evidence, it seems that the original HSOPSC questionnaire (Sorra and 

Nieva, 2004) does not perform well in different countries. Therefore, an exploratory factor 

analysis was used for investigation of an alternative factor structure which is more appropriate 

for Kuwaiti data. 
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5.12.2$Developing$an$optimal$model$

An EFA in addition to CFA and reliability analysis were used for investigating an alternative 

factor structure that would be more appropriate for the Kuwaiti context. For model 

construction, EFA was carried out using the calibration half of the data set while CFA and 

reliability analysis were carried out using the validation half of the data set, to test the fit of 

the resultant model from the EFA. 

EFA, CFA, reliability and correlation analyses indicate that the optimal model for Kuwaiti 

data is an Eight Factor model (see As shown in Table 27, the proposed optimal model 

structure includes 8 dimensions (two negative factors, four positive factors, two mixed 

factors) and 22 items (13 items are positively worded and 9 items are negatively worded). 

Table 27). The proposed optimal Eight Factor model can, therefore, be used in Kuwaiti 

hospitals to assess patient safety climate.   

The findings of EFA, CFA and Reliability analysis are discussed next with comparisons of 

optimal models across different countries.  

5.12.2.1& EFA&results&

EFA is recommended for use in a research design that includes cross-validation (Garson, 

2012). As a result, the Kuwaiti data set was randomly split into two independent sets of 640 

(n=640) cases. A split-half validation technique is recommended due to the controversy 

associated with conducting EFA and CFA on the same data (De Vellis and Dancer, 1991, 

Kline, 2015). Split-half validation was not undertaken in the original HSOPSC study and 

testing the fit of the resultant model was done using the same data set (Sorra and Nieva, 

2004). This probably resulted in an over estimation of the achieved CFA fit indices (Waterson 

et al., 2010). A number of other studies did not perform split-half validation (Bodur and Filiz, 

2010, Pfeiffer and Manser, 2010, Smits et al., 2008)  

Since the aim of our study is to identify a suitable tool to be used for assessing patient safety 

climate in Kuwait’s public hospitals, PAF was selected as the appropriate statistical extraction 
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method of EFA for our study. Varimax was chosen as the rotation method. In addition, a 

combination of Kaiser’s criterion with Eigenvalues greater than one (Eigenvalues > 1) and the 

Scree plot were used to assess the number of factors to be extracted. This resulted in a number 

of solutions with each solution being examined through extracting a number of factors and 

changing the rotations (from Varimax to Oblique) to allow interpretation of the factors. 

Oblique rotation allows for a degree of correlations amongst factors  (Beavers et al., 2013, 

Conway and Huffcutt, 2003). 

Following the rotation of factors, the researcher must examine the factor pattern matrix and 

decide on the acceptable level of loading for variables to define factors (Beavers et al., 2013). 

To reach a satisfactory solution, a number of points need to be taken into consideration 

including identifying items with low communalities, no or low loading, items with cross 

loadings and the theoretical structure of items.  

Studies varied in their choice of factor extraction and rotation techniques, in addition to their 

techniques in estimating the number of factors to retain, depending on the purpose of the 

study. Sorra and Nieva (2004), used PCA, along with Varimax rotation and Kaiser’s criterion 

(Eigen value>1). Almost all items had a high loading on only one factor (loading greater than 

or equal to 0.40) with the final 12 factor model explaining 64.5% of the total variance. 

Waterson et al. (2010) used PAF as an extraction method with Varimax rotation, Kaiser's 

criterion (Eigenvalues>l) and the Scree plot. An Oblique rotation was used to help in the 

interpretation of their resulting factors. The study reported examining a series of possible 

models. Evidence suggested a 9 Factor model with 27 items after gradual removal of 13 items 

that either severely cross-loaded or had very low loadings and communalities. Their final 

model consists of strongly loading items (>0.40) and accounted for 66.8% of their total 

variance. All dimensions of the optimal model consist of two to four safety climate items. 

Likewise, in a study by Alonazi (2011) a number of solutions were identified following EFA. 

PAF, Varimax and Oblique rotation, Kaiser's criterion (Eigenvalues>l) and the Scree plot 

were the chosen EFA techniques. An 8 Factor model was identified as an optimal model for 

the Saudi study with 23 items, after gradually removing 19 items that either cross-loaded or 

had no or low loading (<0.30) across different solutions. Their final model consists of 

strongly loading items (>0.40) and accounted for 51.5% of total variance. All dimensions of 

the optimal model consist of two to four safety climate items.  
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Smits et al. (2008) used PCA, Varimax rotation, Kaiser’s criterion (Eigenvalues>l) and the 

Scree plot for investigating the Dutch data. An 11 Factor model was identified as an optimal 

model for the Dutch hospital setting with 40 items and it accounted for 57.1% of the total 

variance.  All dimensions of the optimal model consist of two to six strongly loading (>0.40) 

safety climate items. It should be noted that their optimal model contained two items which 

cross-loaded on two factors. Pfeiffer and Manser (2010) study followed a similar analysis 

strategy as Smits et al. (2008) to investigate an optimal factor model, including PCA along 

with Varimax rotation and Kaiser’s Criterion. Eight underlying factors were identified as 

optimal for the Swiss hospital setting and accounted for 59.8% of the variance of the items. 

Yet, their model contains multiple cross-loading items in two factors and a number of items 

with low loading. In both studies, this might be due to a lack of examining a series of possible 

solutions where they can gradually remove low loading and cross-loading items in addition to 

the absence of varying factor rotation methods as it helps to produce an easily interpretable 

solution especially in case of cross-loading items (Osborne and Costello, 2009). EFA is an 

exploratory approach and all of the possible solutions should be investigated until a 

satisfactory factor structure is reached (Pallant, 2007).  

In my PhD thesis, a series of exploratory factor analyses were performed to identify an 

optimal model that fits the Kuwaiti hospital setting. Investigation of all possible solutions was 

undertaken including 12-11-10-9-8-7 number of factors. The most appropriate solution is one 

that makes most theoretical sense. Items in each factor should be theoretically related. 

Theoretical knowledge regarding the construct under study is more significant than a 

statistical measure and the items and factors should make conceptual sense (Beavers et al., 

2013).  

Further, items should explain the most total variance with each item being well explained by 

the proposed number of factors. The rotated factor solution should have all items loading 

upon factors with no or low loading items or cross loading items with < 0.30. Most items 

should have a loading of around 0.40 in the final model. Inappropriately loading items can be 

deleted, and the analysis repeated, until a satisfactory factor structure that explains the most of 

the total item variance is obtained (Hinkin, 1998). Three or more strongly loading items on 

each factor is the best but two items are acceptable, especially if they have high loadings 

(above 0.5) and make strong theoretical sense. 	  
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Factors in CFA were treated as correlated latent variables, while EFA using Varimax rotation 

treated factors as uncorrelated. In addition, EFA using Oblique rotation was performed to 

examine the difference between the two techniques (Sarac et al., 2011).  

The optimal model is an Eight Factor model with 22 safety climate questionnaire items (20 

items were excluded) that explains about 50.2% of the total variance. All factor loadings are 

within the range of 0.426-0.866. Five factors (Factor 2, Factor 3, Factor 4, Factor 6, and 

Factor 7) have three or more items with loadings >0.40. Factor 1, Factor 5, and Factor 8 have 

two items with very high loading >0.50 and acceptable theoretical basis. There are no cross 

loaded items and there are no items with loadings <0.40 in the solution. The solution is 

essentially consistent with the theoretical pattern. All factors consist of two to four items and 

all items within each factor are theoretically related. Only D6 moved from "Teamwork across 

units" into "Handoffs and Transitions.” It should be noted that “Overall perceptions of patient 

safety”, “Organisational learning—Continuous improvement”, “Staffing” and “Feedback and 

communication about error” have no items in the final 8 factor solution. 

The optimal model of my PhD thesis is in line with other studies. In a study by Alonazi 

(2011), an Eight Factors model was identified as an optimal model for the Saudi study with 23 

items after gradually removing 19 items that either cross-loaded or had no or low loading 

(<0.30) across different solutions. Their final model consists of strongly loading items (>0.40) 

and accounted for 51.5% of total variance. Factor loadings were between 0.43 and 0.97. All 

dimensions of the optimal model consist of two to four safety climate items. Waterson et al. 

(2010) identified a Nine Factors model with 27 items after gradually removing 13 items that 

either severely cross-loaded or had very low loadings and communalities. Their final model 

consists of strongly loading items (>0.40) and accounted for 66.8% of their total variance. 

Factor loadings were between 0.48 and 0.93. All dimensions of the optimal model consist of 

two to four safety climate items.  

The composition of HSOPSC eight dimensions resulting from the optimal factor model was 

similar to that of the original HSOPSC model (Sorra and Nieva, 2004). The dimensions for 

“Communication openness”, “Frequency of event reporting”, and “Non-punitive responses to 

error” all formed the same factor composition as in the original model. The dimensions for 

“Hospital handoffs and transitions”, “Teamwork within units” and “Hospital management 
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support for patient safety”, dropped a single item, and the dimensions “Supervisor/manager 

expectations and actions promoting patient safety” and “Teamwork across units” dropped two 

items. The absence of dimensions “Organisational learning-continuous improvement”, 

“Overall perceptions of patient safety”, “Feedback and communication about error” and 

“Staffing” were the most visible differences. “Hospital handoffs and transitions” had a new 

item shifted from “Teamwork across units.” On the other hand, “Overall perceptions of 

patient safety”, “Organisational learning—Continuous improvement”, “Staffing” and 

“Feedback and communication about error” have no items in the final 8 factor solution.  

5.12.3$Dimensional$changes$

“Overall perceptions of patient safety” was absent in my PhD thesis. It combined with the 

“Staffing” dimension in the optimal factor models derived from the UK (Waterson et al., 

2010), Scottish (Sarac et al., 2011), and Swiss (Pfeiffer and Manser, 2010) studies while both 

dimensions were absent in our current study. “Overall perceptions of patient safety” 

dimension was absent in the Saudi study (Alonazi, 2011). Alonazi (2011) concluded that the 

absence of this dimension might be related to the different cultural backgrounds of survey 

respondents as they come from 23 different countries and this might have resulted in different 

perceptions of patient safety climate. He also recommended merging “Overall perceptions of 

patient safety” with “Staffing” as the first dimension relates to systems and procedures that 

prevent errors and patient safety problems and staffing is one of those issues that contributes 

to providing safe care to patients.  

So far there has been little discussion about the influence of a multicultural workforce on 

patient safety perceptions. In my current study, open comments and interviewees’ discussions 

(see Chapter six and seven) revealed links between different aspects of safety culture and the 

impact of the multicultural workforce in hospitals. This includes the effect of language as a 

barrier amongst healthcare workers and between healthcare workers and patients. In addition, 

the negative wording of certain items might have influenced results. 

 “Organisational learning—Continuous improvement” is a second dimension that was 

dropped in this study. Dimension items point out that mistakes have led to positive changes 

and that changes are evaluated for effectiveness. Lack of feedback about any changes or 
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improvements based on incidents reported was repeatedly highlighted in interviews and in 

open comment and might have led to this result. This dimension reported a low level of 

internal consistency in a number of studies conducted in Scotland (Sarac et al., 2011), Norway 

(Haugen et al., 2010), Sweden (Hedsköld et al., 2013), Slovenia (Robida, 2013), Croatia 

(Brborovic et al., 2014) and the Netherlands (Smits et al., 2008). Pfeiffer and Manser (2010) 

reported a number of cross-loadings between the dimensions “Organisational learning—

Continuous improvement” and “Overall perception of patient safety” and highlighted that this 

might be related to insufficient wording of items and propose developing new items for both 

dimensions. Flin et al. (2006) proposed that “Organisational learning—Continuous 

improvement” amongst other dimensions should not be considered part of safety climate 

except if their relationship with safety outcomes can be established.  

A third dimension that was dropped in our study is the “Staffing” dimension which contain 4 

items. “Staffing” was grouped with “Overall perceptions of patient safety” as one dimension 

in the UK (Waterson et al., 2010), Swiss (Pfeiffer and Manser, 2010) and Scottish studies 

(Sarac et al., 2011) while it dropped two items in the Saudi study (Alonazi, 2011). Also, low 

factor loading for item “A13: We use more agency/temporary staff than is best for patient 

care” was reported in the UK study (Waterson et al., 2010). Further, weak internal 

consistency has also been demonstrated for the “Staffing” dimension in the original HSOPSC 

study (Sorra and Nieva, 2004) in addition to almost all other studies that assessed the 

psychometric properties in their settings including the UK(Waterson et al., 2010), Turkey 

(Bodur and Filiz, 2010), Saudi Arabia (Alonazi, 2011), Scotland (Sarac et al., 2011), 

Germany (Pfeiffer and Manser, 2010), Netherlands (Smits et al., 2008), Portugal (Eiras et al., 

2014), Norway (Haugen et al., 2010), Sweden (Hedsköld et al., 2013), Croatia (Brborovic et 

al., 2014) and Slovenia (Robida, 2013). “Staffing” might not constitute a dimension of safety 

climate, as suggested by Flin et al. (2006) in their review. This suggests that this dimension 

needs to be evaluated and its content needs to be revised, in addition to wording of items 

reassessed, by the developers of the tool.  

The fourth dimension that was dropped in my PhD thesis is “Feedback and communication 

about error.” This dimension was also absent in the Saudi study (Alonazi, 2011). This might 

be due to the relative absence of feedback about changes implemented in relation to errors 

reported and discussed. One item in this factor “C1: We are given feedback about changes put 
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into place based on event reports” was reported to score 37% of agreement as opposed to the 

other two items in the dimension; items “C3: We are informed about errors that happen in this 

unit” and “C5: In this unit, we discuss ways to prevent errors from happening again” which 

scored 75% and 74% respectively. This suggests that errors are communicated and discussed 

with staff while feedback about changes implemented is not. This was highlighted in a 

number of interviews and open comments as the lack of feedback about any changes or 

improvements based on incidents reported through the incident reporting system or discussed 

with their supervisors was reported.  

“Feedback and communication about error” was reported to be combined with 

“Communication openness” in a number of studies (Najjar et al., 2013a, Pfeiffer and Manser, 

2010, Sarac et al., 2011). It was also combined into one dimension with “Organisational 

learning – continuous improvement” in the Dutch study (Smits et al., 2008) and combined 

“Supervisor/manager expectations and actions promoting patient safety” in the Turkish study 

(Bodur and Filiz, 2010). 

5.12.4$Items$changes$

"Supervisors’/Managers’ expectations and actions promoting safety" dropped two items (B3, 

B4). “Whenever pressure builds up, my supervisor/manager wants us to work faster, even if it 

means taking shortcuts” and “My supervisor/manager overlooks patient safety problems that 

happen over and over” are negatively worded items. They point to the role of 

Supervisors’/Managers’ in sustaining patient safety. On the other hand, items B1 and B2 are 

positively worded items, “B1: My supervisor/manager says a good word when he/she sees a 

job done according to established patient safety procedures” and “B2: My supervisor/manager 

seriously considers staff suggestions for improving patient safety”, and as a result if 

respondents agreed with items B1 (80%) and B2 (80%), they would disagree with items B3 

(61%) and B4 (87%). Spector et al. (1997) explain that factor analyses of scales that contain 

items written in opposite directions sometimes show two factors. This can be caused by the 

way in which individuals respond to items rather than the independency of the oppositely 

worded items. Both items were dropped in a number of other studies including the Saudi 

(Alonazi, 2011) and UK (Waterson et al., 2010) studies. 
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Item D6, moved from “Teamwork across units” to “Handoffs and transitions” dimension in 

the optimal model. This shift is expected as item D6, “It is often unpleasant to work with staff 

from other hospital units”, relates to dealing with staff from other units to provide the care for 

patients is connected to “Handoffs and transitions” which relates to the transfer of patient care 

information across hospital units and during shift changes. A similar shift also occurred in the 

Turkish study (Bodur and Filiz, 2010) and the Saudi study (Alonazi, 2011). Also, item D10 

“Hospital units work well together to provide the best care for patients” was dropped from 

this factor in our study. It should be noted that items from this dimension loaded on “Hospital 

handoffs and transitions” in the Swiss study (Pfeiffer and Manser, 2010) and loaded on 

“Hospital management support for patient safety” in the Turkish study (Bodur and Filiz, 

2010). Such item shifts might be associated with the wording of items, the way respondents 

comprehend their meaning and the way they perceive the connection between the items. 

A single item, D11 “Shift changes are problematic for patients in this hospital”, was dropped 

from "Hospital handoffs and transitions.” In addition, items A11 “When one area in this unit 

gets really busy, others help out” and D9 “Hospital management seems interested in patient 

safety only after an adverse event happens”, were dropped from “Teamwork within units” and 

“Hospital management support for patient safety” respectively. This might signify that these 

items do not belong to any of the optimal model dimensions. 

In conclusion, EFA, CFA, reliability and correlation analyses indicate that the optimal model 

for Kuwaiti data is an Eight Factor model. The proposed optimal factor model can be used in 

Kuwaiti hospitals to assess patient safety climate.   

The overall composition of the HSOPSC dimensions resulting from the optimal Eight Factor 

model was similar to that of the original HSOPSC model as the main parts of the Eight factors 

mainly remained unchanged. The dimensions for “Communication openness”, “Frequency of 

event reporting”, and “Non-punitive responses to error” all formed the same factor 

composition as in the original model while the remaining dimensions reported dropping one 

or two items.  

Table 31 shows a comparison between the structures of the Eight factors of HSOPSC in the 

original study and the Kuwaiti study.  
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Table 31: Comparison between the structures of the Eight factors of HSOPSC in 
the original study and my PhD thesis 

Factor  USA Kuwait     

Supervisor/Manager Expectations and Actions 
Promoting Patient Safety  B1-B2-B3-

B4 B1-B2     

Frequency of Events Reported  E1-E2-E3 E1-E2-E3     

Handoffs and Transitions  D3-D5-D7-
D11 

D3-D5-D6-
D7     

Nonpunitive Response to Errors  A8-A12-
A16 

A8-A12-
A16     

Teamwork across units  D2-D4-D6-
D10 D2-D4     

Teamwork Within Units   A1-A3-A4-
A11 A1-A3-A4     

Communication Openness  C2-C4-C6 C2-C4-C6     

Management Support for Patient Safety  D1-D8-D9 D1-D8     

 

Table 31 shows that when comparing both structures, seven items were dropped from our 

current model, one of which “D6”, shifted from “Teamwork across units” to “Handoffs and 

Transitions.”  

In summary, the optimal Eight Factor model shows good psychometric properties with no 

cross loaded items and there are no items with loadings <0.40 in the solution. All factors 

consist of two to four items and all items within each factor are theoretically related. The 

optimal model of my PhD thesis was confirmed by using CFA.  
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5.12.5$CFA$results$

Following EFA, CFA using the validation half of the data set (n=640) was performed to test 

the fit of the optimal Eight Factor model that emerged from the EFA performed earlier on the 

construction half of the data set (n=640). 

Overall, the fit indices values from the CFA of the Eight Factor model indicate a good model 

fit because the values of the fit indices met the acceptable threshold levels (Table 22). 

According to Table 22, this model was accepted as the optimal model of my PhD thesis.  

Afterwards, the fit of the optimal model (8 factors, 22 items) was tested for the whole data set 

(n=1280). All estimated parameters using the Kuwaiti data set also indicate a good model fit 

(8 factors and 22 items) (Table 23). As a result, the optimal model of my PhD thesis was 

vigorously examined and validated by performing two confirmatory analyses.  

According to Hoyle (2012), CFA is the best procedure for investigating factor structures 

given an adequate sample size. A number of studies performed CFA to confirm their optimal 

factor model (Alonazi, 2011, Najjar et al., 2013a, Waterson et al., 2010, Zhu et al., 2014) 

while others did not (Bodur and Filiz, 2010, Pfeiffer and Manser, 2010, Smits et al., 2008). 

CFA results of the USA, UK, Saudi Arabia, Palestine and Scotland models were compared 

against the CFA results of the optimal model of our current research. Table 32 presents the 

CFA results of the USA (Sorra and Nieva, 2004), Saudi Arabia (Alonazi, 2011), Palestine 

(Najjar et al., 2013a), UK (Waterson et al., 2010), Scotland (Sarac et al., 2011) and our 

current study optimal model.  

Table 32: Comparison of CFA results of USA, UK, Saudi Arabia, and current 
research for USA (US), Kuwait (KWT), Saudi Arabia (SA), Palestine (PAL), 
England (ENG), Scotland (SCO), Netherlands (NL), and Turkey (TUR)  

Model 

 

Chi-
Square 
statistic 

DF 

 

CMIN/DF 

 

CFI 

 

RMR 

 

SRMR 

 

RMSEA 

 

TLI 

 

Current 
study 

617.8 181 3.4 0.95 0.04 0.04 0.04 0.93 
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Model 

 

Chi-
Square 
statistic 

DF 

 

CMIN/DF 

 

CFI 

 

RMR 

 

SRMR 

 

RMSEA 

 

TLI 

 

       

USA 2064 746 2.8 0.94 - - 0.04 - 

Saudi 
Arabia 

553 202 2 0.94 0.03 0.04 0.04 0.93 

PAL 1375.5 610 2 0.91 - 0.06  0.04  0.90 

ENG 587 288 2 0.94 - 0.04 0.04 0.93 

SCO 1708.9 753 2.27 0.91 - 0.05 0.04 - 

The CFA results generated from the optimal model in the current research are consistent with 

the CFA results of the USA, UK, Saudi Arabia, Palestine and Scotland models. It confirms 

that the Eight Factors solution (22 items) is the optimal model for the Kuwaiti data.  

5.12.6$Reliability$results$

Reliability reflects the degree to which test scores are replicable (Geisinger et al., 2013, 

Streiner et al., 2015). A common way of estimating reliability is through assessing internal 

consistency which is based on the correlation among the items involving a particular 

dimension of the instrument (Pett et al., 2003). Cronbach's alpha is the most commonly used 

internal consistency reliability coefficient (Cronbach, 1951, Tavakol and Dennick, 2011). 

Cronbach’s Alpha value of  ≥ 0.7 is appropriate for most studies (De Vellis and Dancer, 

1991).  

Reliability analysis was conducted in a large number of studies compared to confirmatory 

factor analysis (Alonazi, 2011, Bodur and Filiz, 2010, Hedsköld et al., 2013, Pfeiffer and 

Manser, 2010, Sarac et al., 2011, Smits et al., 2008, Waterson et al., 2010). This might be due 

to the simplicity of the reliability procedure compared to CFA procedure (Alonazi, 2011).  
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Reliability analysis was conducted to test the internal consistency of each of the Eight factors 

of the optimal model. To examine the internal consistency of the optimal Eight factor model, 

Cronbach's alpha (α) was calculated for each of the groups of items defined by the eight 

dimensions. Reliability analysis was performed using the whole sample (N=1280). The results 

of the reliability analysis are reported in Table 26 on page 164.  

Cronbach’s Alpha value is ≥ 0.60 for all factors. Four factors (Factor 1, Factor 2, Factor 5, 

and Factor 6) have Cronbach’s Alpha values of >0.70. Factor 3 and Factor 8 have Cronbach’s 

Alpha values of around 0.70 while factors 4 and 7 have Cronbach’s Alpha values of 0.604 and 

0.601 respectively. Therefore, the internal consistency is acceptable for the Eight Factors 

solution. Those factors, “Non-punitive response to errors” (α=0.604) and “Communication 

Openness” (α=0.601) are considered acceptable because they both contain strongly loading 

items (Table 26 on page 164) and are theoretically related. Also, both dimensions are among 

the three dimensions to remain unchanged from the original 12 factor model (Sorra and 

Nieva, 2004).  

Also, as mentioned earlier, CFA fit indices of the optimal model met with the acceptable 

threshold levels (Table 15 on page 138).  

To summarize the findings, an optimal factor model was constructed through a series of 

exploratory and confirmatory factor analyses with split-half sample validation technique. The 

model consists of eight factors compared with the original 12 factors in the American model 

(Sorra and Nieva, 2004). The composition of the dimensions resulting from the optimal factor 

model was similar to that of the original model. The dimensions for “Communication 

openness”, “Frequency of event reporting”, and “Non-punitive responses to error” all formed 

the same factor composition as in the original model. The dimensions for “Hospital handoffs 

and transitions”, “Teamwork within units” and “Hospital management support for patient 

safety”, dropped a single item, and the dimensions “Supervisor/manager expectations and 

actions promoting patient safety” and “Teamwork across units” dropped two items. The 

absence of dimensions “Organisational learning-continuous improvement”, “Overall 

perceptions of patient safety”, “Feedback and communication about error” and “Staffing” 

were the most visible differences. Thus, the proposed optimal Eight Factor model can be used 

to assess patient safety climate in Kuwaiti hospitals.  
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5.12.7$Optimal$factor$models$

Singla et al. (2006, 116) conducted a review of quantitative patient safety culture instruments 

and concluded that all of the surveys designed for general administration to hospital personnel 

addressed three common dimensions: management support and commitment to safety, 

communication openness and teamwork. They suggested that these common dimensions 

might be considered “core dimensions” of patient safety culture (p.116). In addition, a number 

of dimensions seem to be common among optimal factor models across different countries. 

Optimal factor models constructed and tested in different contexts will be examined further in 

Chapter Eight in order to identify if there is a common set of patient safety culture dimensions 

and items across different countries.  

5.12.8$Contextual$specificity$

Survey instruments that are designed for particular settings are tailored to meet the unique 

characteristics of the local setting and population. A local setting is a mix of cultural, social, 

organisational, economic, and political factors that influence actors as individuals or as groups 

and affect the setting of priorities on an organisation’s agenda. When a tool is used in a 

different setting, it is more likely to perform less well than in the original setting (Pfeiffer and 

Manser, 2010, Waterson et al., 2010). In the case of the HSOPSC, a number of the reported 

adaptations have performed less well than the original tool (Haugen et al., 2010, Nie et al., 

2013, Perneger et al., 2014, Waterson et al., 2010, Zhu et al., 2014). This might be due to the 

contextual specificity of the construct of safety culture (Coyle et al., 1995). Other factors 

include unique country characteristics, types of health systems and settings, staff groups, and 

cultural differences (Ginsburg et al., 2009, Pfeiffer and Manser, 2010). Hedsköld et al. (2013) 

pointed out that such differences might weaken the validity of the instrument. Safety climate 

questionnaires, therefore, need to be appropriately validated before being used in different 

healthcare contexts.  

The importance of HSOPSC questionnaire validation and adaptation before extending its use 

to hospital settings outside of the USA have been recognised by researchers (Zhu et al., 2014). 

More work is needed on cross-cultural investigations of differences in dimensionality to allow 
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comparisons of healthcare safety climate results at an international level (Hutchinson et al., 

2006, Pfeiffer and Manser, 2010).  

Zhu et al. (2014) translated and modified the original HSOPSC questionnaire to measure 10 

safety climate dimensions from 32 hospitals in 15 cities across China. Results of their 

research support the idea that integrating both qualitative and quantitative methods is crucial 

in developing a culturally appropriate instrument. They add that a standard approach that 

exclusively relies on translation and quantitative validation may not be sufficient to produce 

an instrument that is applicable to the local context. Rather, including a component of cultural 

adaptation into the approach may be more suitable when transferring an existing safety 

climate tool to settings other than originally proposed. As a result, the adopted tool will be 

more culturally appropriate and results will be able to reflect important safety climate themes 

that are specific to the local healthcare context.  

As mentioned previously, literature has suffered from a lack of clarity in defining the 

constructs of safety culture and climate in addition to the construct of patient safety culture 

(Ginsburg et al., 2013). Furthermore, there is an evident inconsistency in safety culture 

research findings and a lack of consensus about the dimensions that are central to safety (Cox 

and Flin, 1998, Singla et al., 2006). This supports the notion that the construct of safety is 

highly context specific and generic measure approaches will have little value (Jeffcott et al., 

2006). Furthermore, much effort has been exerted towards identifying a generic core set of 

variables to characterize safety culture, mainly using the self- administered questionnaire 

approach (Bennett et al., 2015, Flin et al., 2006). Such efforts have proved generally 

unsuccessful (Guldenmund, 2007).  

Cox and Flin (1998, p.199) suggest that the nature of safety climate is “context-dependent.” 

They recommend the employment of multiple methods, to adequately characterize safety 

climate or culture in addition to multilevel analysis to identify core variables and patterns of 

relationships with outcome measures. Keiser (2015) argues that since safety climate measures 

include both general and contextualized items, excluding contextual measures might provide a 

rather deficient evaluation of the underlying safety climate construct. These findings indicate 

the need for further research to provide contextual information on patient safety construct (Al-

Mandhari et al., 2014). Further research is needed to shed light on the benefits of qualitative 
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exploration as a precursor and basis for the development of quantitative climate measures 

(Bennett et al., 2015, Flin et al., 2006) 

Safety climate measures are often developed based on previously existing measures or 

theoretical constructs (Flin et al., 2006). This methodology has been criticised by Seo et al. 

(2004) as running the risk of imposing theoretical models and reducing the potential for social 

difference. This has negative consequences for instrument validity across sectors or 

professions as pointed out by Guldenmund (2000).  

Pfeiffer and Manser (2010) recommend more cross-cultural investigations of dimensionality 

to enable international comparisons of safety climate in healthcare. In addition, the influence 

of cultural diversity of the health care workforce on the perceptions of safety should be 

studied (Almutairi et al., 2013). 

5.13" Conclusion"

My PhD thesis is the first validation study of a patient safety climate questionnaire conducted 

in a Kuwaiti healthcare setting. The study assessed the psychometric properties of the 

HSOPSC questionnaire in Kuwaiti hospitals. Our findings differ from the findings obtained 

from the USA original HSOPSC model. EFA run on the calibration data set showed an 

optimum Eight factor measurement model. The confirmatory factor analyses run using the 

validation data set confirmed that the optimum model fitted the Kuwaiti data adequately with 

good psychometric properties. Thus, the optimal model for assessing patient safety culture in 

Kuwait is an Eight Factor model with 22 items. The composition of the Eight factors of the 

optimal model of the study was similar to that of the USA HSOPSC questionnaire (Sorra and 

Nieva, 2004) because the main part of the Eight factor structure was unchanged. In general, 

the structure of the optimal model of my PhD thesis was considered appropriate. At the 

international level, it seemed that the approach to identifying an optimal model in different 

countries (e.g., UK, Netherlands, Germany, and Turkey) is varied. However, these countries 

did in general follow recommended practice in terms of psychometric analysis strategy (EFA, 

CFA and reliability applications). Still, it appears that there is a need for better reporting 

practices regarding the psychometric properties of patient safety climate tools. The 

composition of the optimal model factors varies from country to country. There are some 
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dimensions and items of the original HSOPSC questionnaire (Sorra and Nieva, 2004) that are 

absent in each country. In addition, some dimensions combined into one dimension and some 

items shifted to other dimensions. However, it does seem that there are common dimensions 

of patient safety culture at an international level. More work is needed on cross-cultural 

adaptations of safety climate tools. Additionally, more importance should be given to the 

appropriate validation of safety climate questionnaires before extending their usage in 

healthcare contexts different from those in which they were originally developed.  

The optimal factor model that was constructed using data from my PhD thesis can be used as 

a basis for measuring patient safety climate in Kuwaiti hospitals and in evaluating changes in 

safety climate as part of patient safety improvement initiatives. 	 

5.14"Methodological"concerns"

5.14.1$Negatively$worded$items$

The original HSOPSC questionnaire consists of twelve constructs of which four comprise 

positive factors, one comprises a negative factor while seven factors are comprised of a 

combination of both negative and positive items. In whole, it consists of 18 negatively worded 

items and 24 positively worded items (Sorra and Nieva, 2004). In psychological measures, the 

combination of positively and negatively worded items is to counter acquiescence response 

bias since some respondents have a tendency to agree with all items or to indicate a positive 

implication (Schriesheim and Hill, 1981). As recommended by Marsh et al. (1988), the 

proportion of negatively and positively worded items should be balanced for each factor in a 

scale because it helps to create distinction between different factors. Researchers have long 

debated the impact of negatively and positively worded items on the factor structure of a 

questionnaire (Alonazi, 2011). Some studies argued that negatively worded items tend to be 

grouped together as a separate factor (Schmitt and Stuits, 1985, Woods, 2006). On the 

contrary, Spector et al. (1997) argues that negative items correlate with positive items to form 

a separate factor. The optimal model of my PhD thesis consists of both negative and positive 

items (nine negative items and 13 positive items) composing eight factors (two negative 

factors, four positive factors, two mixed factors). The negative items were grouped together in 

a number of dimensions such as "Non-punitive response to error", and "Handoffs and 
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Transitions.” The positive items were grouped together in "Frequency of Events Reported", 

“Teamwork within units”, “Supervisor’s/Manager’s Expectations and Actions Promoting 

Safety”, “Hospital management support for Patient Safety.” This result is consistent with the 

views of other studies in the literature (Marsh, 1996, Schmitt and Stuits, 1985, Spector et al., 

1997).  

The results of my PhD thesis are similar to the UK study conducted by Waterson et al. (2010), 

where four factors in their optimal nine factor model consisted of both negative and positive 

items.  

5.15" Strengths"and"limitations"

To examine the psychometric properties of the HSOPSC, a rigorous and scientific 

psychometric approach was designed and executed based on recommended reporting 

practices. Furthermore, strengths of both EFA and CFA analytical techniques were used to 

test the original HSOPSC model and construct an optimal model. Additionally, the researcher 

attempted to report all parameter estimates required for the reader to make valid 

interpretations of the results. Also, a large sample size (n=1280) allowed for the dataset to be 

split and for factor analysis, including EFA and CFA, to be undertaken with acceptable model 

fit indices.  

One limitation of my PhD thesis is the number of items per factor in the optimal model. Three 

factors contained only two items per factor in the final Eight factor model. This is less than 

the recommended minimum of three items per factor. However, the items reported high 

loadings with strong theoretical sense. Also, similar findings were reported in the literature.  

Another limitation is the exclusion of partially answered questionnaires. As a result, a subset 

of the total sample, with all items answered, was used for the validation of the psychometric 

properties of the HSOPSC. Data imputation techniques were avoided due to their potential 

impact on the tool’s reliability and construct validity estimates and in order to minimise any 

possible biases. This led to a more uniform sample. 
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Lack of reporting explicit psychometric data in some important studies used in the 

comparative analyses was another challenge faced in my PhD thesis.  

5.16" Summary"

In summary, the validity and reliability of the HSOPSC questionnaire was rigorously tested 

using Kuwaiti data. Using CFA and reliability analysis, the suitability of the original 

HSOPSC model for Kuwaiti data was tested and results revealed an unsatisfactory fit of the 

original HSOPSC model for Kuwaiti data. An EFA, CFA and reliability analysis were used to 

investigate an alternative factor structure which might be more appropriate for the Kuwaiti 

context. Investigation of all possible solutions was undertaken. An optimal eight-factor model 

with 22 safety climate items was identified and was in line with other international studies. 
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6" Chapter"Six:"Patient"safety"climate"in"Kuwaiti"public"hospitals"

6.1" Introduction"

Following the identification of an appropriate tool for assessing safety climate in Kuwaiti 

hospitals, this chapter aims to examine the prevailing state of patient safety climate in three 

public hospitals in Kuwait using the identified HSOPSC tool. The process of data analysis 

will be described first, followed by a description of the survey findings including 

demographic, descriptive and inferential results. Finally, the results of the open-ended 

questions will be presented.  

6.2" Data"analysis"

The process of data collection and management was previously described in Chapter five. 

Data analysis was carried out using SPSS 24, Excel and the data entry and analysis tool 

developed by AHRQ and provided to the researcher upon request. The tool calculates the 

items and dimensions’ percentage of positive response in addition to comparing the results 

against the US database. Survey items were grouped according to their respective safety 

climate dimensions. To make the results easier to view and to increase the score of the 

positive response rate, response categories were combined (Sorra and Nieva, 2004). The two 

highest response categories were combined (strongly agree/agree or most of the time/always) 

and the two lowest response categories were combined (strongly disagree/disagree or 

never/rarely). Midpoints of scales (neither or sometimes) were reported as a separate 

category. For each positively worded item in a dimension, the number of positive responses 

(strongly agree/agree or most of the time/always) and percent positive response rates were 

calculated. In negatively worded items, disagreement signified a positive response. Thus, 

frequency of positive responses (strongly disagree/disagree or never/rarely) and percent 

positive response rate were also calculated. Then, the percent positive response rate for each 

individual dimension was calculated by adding together the percent positive response rates for 

each item in a dimension and dividing the result by the number of items in that particular 

dimension (Sorra and Nieva, 2004). Table 33 shows an example of calculating the percent 

positive response rates for each item in the dimension “Overall perceptions of patient safety” 

and percent positive response rate for the overall dimension. The dimension includes four 
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items, two positively worded (A15, A18), and two negatively worded (A10, A17). The 

percent positive response rate for this dimension was 61%.	  

Table 33: “Overall perceptions of patient safety” dimension percent positive 
response rate 

Items Positive response 
frequency 

All responses 
frequency 

Percent positive 
response rate 

A10R.It is just by 
chance that more 
serious mistakes don’t 
happen around here. 

628 1252 50% 

A15.Patient safety is 
never sacrificed to get 
more work done. 

844 1238 68% 

A17R.We have patient 
safety problems in this 
unit. 

564 1265 45% 

A18.Our procedures 
and systems are good 
at preventing errors 
from happening. 

1047 1288 81% 

Overall percent positive response rate 61% 

•( An “R” indicates items that are negatively worded and reverse-scored when calculating percent positive 
scores 

AHRQ identified areas of strengths in patient safety culture as those survey dimensions where 

the overall mean positive response rate to items in a dimension as 75% or more. This indicates 

that respondents answered “strongly agree/agree” or “most of the time/always” to positively 

worded items, or when 75% or more of respondents answered “strongly disagree/disagree” or 

“never/rarely” to negatively worded items (Sorra and Nieva, 2004). In addition, individual 

survey items can be considered areas of strength when the item’s positive response rate is 

75% or more. Also, the AHRQ defined patient safety areas in need of improvement as those 

survey dimensions where about 50% or more respondents answered negatively (strongly 
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disagree/disagree) or “neither” to positively worded items, or 50% or more agreed (strongly 

agree/agree) with negatively worded items (Sorra and Nieva, 2004). 

Regarding the open comments section, the process of interpretation of data started initially by 

reading all comments to gain a comprehensive understanding of the key issues presented by 

the respondents. Following the initial reading, the researcher identified major ideas within 

each comment. Finally, content was categorized based on major themes and subgroups within 

the themes. Comments that fell into a specific theme were tabulated while those that did not 

fall into a particular theme were tabulated into a section entitled “other.” All comments were 

coded by consensus of two researchers.   

6.3" Descriptive"results"

The following section contains a summary of the descriptive findings of the survey. It will 

initially examine the demographic features of survey respondents. Afterwards, it will present 

an analysis of responses to the HSOPSC questionnaire items including frequency distributions 

and percentages for each of the questionnaire items (Appendix 64). The means, standard 

deviations, and percent positive scores for survey items are provided in Table 39.  

All items, except items (A3, A6), showed good response variability with no items reporting 

90% or more agreement rate. Moreover, there were low rates of missing data, ranging from 

1% to7% missing responses per item. 

6.3.1$ Sample$demographics$

A total of 1,310 healthcare staff completed and returned the questionnaires (87% response 

rate). Table 34 reports the work areas of survey respondents. 
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Table 34: Work areas/units of survey respondents 
Work area/ Unit Frequency (n) Percentage (%) 

Many different hospital units 

/No specific unit 

20 1.5 

Medicine 303 23.3 

Surgery 243 18.6 

Obstetrics and Gynaecology 58 4.5 

Paediatrics 172 13.2 

Emergency Department 77 5.9 

Intensive Care Unit and 
Anaesthesiology 

87 6.7 

Physical Therapy and 
Rehabilitation 

18 1.4 

Pharmacy 24 1.8 

Laboratory 113 8.7 

Radiology/Nuclear Medicine 126 9.7 

Dietary 11 0.8 

Infection Control 12 0.9 

Quality and Accreditation 11 0.8 

Administration 17 1.3 

Other 11 0.8 

The above Table 34 shows the various work areas of survey respondents. The majority of 

respondents (23%, n=303) were from medical units, followed by surgery (19%, n=243) and 

paediatrics (13%, n=172). The lowest percentage of respondents (<1%, n=10) worked in 

dietary services, infection control, quality and accreditation and other. 

Table 35 summarizes the demographics of survey respondents including tenure, hours worked 

per week, position, gender, nationality, age, qualification, direct contact with patients and 

experience.  
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An additional item was added to the demographics section to assess whether the survey 

respondents’ units were involved in the National Patient Safety Programme and if so, whether 

the respondent believed that the programme was improving patient safety within their units. 

Table 35: Sample characteristics of the study (n=1,310) 
Variable Category Frequency (n) Percentage (%) 

Staff Position Assistant Nurse 30 2.4 

Nurse 697 55.0 

Head nurse/Nurse manager 27 2.1 

Unit Assistant/Clerk 4 0.3 

Attending/Staff Physician 227 17.9 

Resident Physician/Physician in training 41 3.2 

Pharmacist 21 1.7 

Dietician 10 0.8 

Respiratory Therapist 3 0.2 

Physical, Occupational, or Speech Therapist 18 1.4 

Technician 176 13.9 

Management 13 1.0 

Gender Male 479 37.2 

Female 808 62.8 

Nationality Kuwaiti 113 8.8 

Non-Kuwaiti 1168 91.2 

Non-Kuwaiti Egyptian 114 12.0 

Indian 582 61.3 

Indonesian 7 0.7 

Iraqi 1 0.1 

Jordanian 9 0.9 

Lebanese 2 0.2 

Omani 1 0.1 
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Variable Category Frequency (n) Percentage (%) 

Pakistani 8 0.8 

Yemeni 1 0.1 

Philippine 57 6.0 

Saudi 2 0.2 

Somalian 1 0.1 

Srilankan 1 0.1 

Syrian 13 1.4 

Sudani 7 0.7 

Bulgarian 1 0.1 

Not recorded 142 15 

Age 15-24 21 1.6 

25-34 558 43.4 

35-44 502 39.0 

45-54 147 11.4 

55-64 52 4.0 

65 or above 6 0.5 

Qualification PhD Doctorate/Board Certified/Fellowship 101 7.9 

Master’s degree 204 16.0 

Bachelor degree 551 43.2 

Diploma 419 32.8 

Other 1 0.1 

Tenure in profession Less than 1 year 70 5.5 

1-5 years 302 23.9 

6-10 years 364 28.8 

11-15 years 276 21.8 

16-20 years 135 10.7 

21 years or more 119 9.4 
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Variable Category Frequency (n) Percentage (%) 

Tenure with hospital 

 

 

 

 

Less than 1 year 148 11.5 

1-5 years 444 34.4 

6-10 years 329 25.5 

11-15 years 193 15.0 

16-20 years 88 6.8 

21 years or more 87 6.7 

Tenure in work area Less than 1 year 161 12.5 

1-5 years 506 39.3 

6-10 years 345 26.8 

11-15 years 142 11.0 

16-20 years 67 5.2 

21 years or more 67 5.2 

Hours worked per week Less than 20 hours per week 6 0.5 

20 to 39 hours per week 165 13.0 

40 to 59 hours per week 944 74.6 

60 to 79 hours per week 104 8.2 

80 to 99 hours per week 33 2.6 

100 hours per week or more 14 1.1 

Direct Patient Contact Yes 1112 88.5 

No 144 11.5 

The study sample consisted mainly of nurses (60%, n= 754) followed by doctors (20%, 

n=268) and technicians (14%, n=176). Sixty-three percent (63%, n=808) of survey 

respondents were females. The majority (91%, n=1168) of the sample were non-Kuwaiti 

nationals from 16 different nationalities. Indian nationals (61%, n=582) occupied the highest 

percentage of foreign workers in our sample. The sample was relatively young as the mean 

age group of 82% (n=1060) of the participants ranged between 25-34 and 35-44 years old. In 
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addition, the majority reported holding a Bachelor’s degree (43%, n= 551) followed by 

Diplomas (33%, n=419) and Masters (16%, n= 204) degrees.  

Regarding the respondents work experience, more than half the respondents (53 %, n= 666) 

reported to have one to ten years’ work experience in their current profession. Further, 60% 

(n=773) of respondents worked from one to ten years in their hospital and 66% (n=851) 

worked from one to ten years in their current work area. 40 to 59 hours was the most common 

category of hours worked per week (75%, n=944). Most respondents (89%, n=1112) reported 

having direct contact with patients. 

Table 36: Involvement in the national patient safety programme 
Variable Category 

 

Number of responses Percentage 

 

National Patient 
Safety 
programme unit 
involvement  

 

Yes 

 

631 

 

52.2 

 

No 

113 9.3 

 

I don't know 

465 38.5 

 

National Patient 
Safety 
Programme is 
improving Patient 
Safety in my unit  

 

Strongly Disagree 

 

17 

 

1.3 

 

Disagree 

6 .5 

 

Neither 

45 3.5 

 

Agree 

413 32.1 

 

Strongly Agree 

128 9.9 

According to the above table (Table 36), around half of the sample (52%, n=631) reported 

their involvement in the national patient safety programme However, 40% (n=465) had no 
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knowledge of their unit’s involvement in the programme. 42% (n=541) of those involved in 

the programme stated that it is improving patient safety in their units. 

6.3.2$ Item$analysis$

Despite the fact that item results can illuminate some aspects of patient safety culture, they 

need to be examined in view of the main dimensions of safety culture as they are not 

necessarily significant on their own (Alahmadi, 2010). Overall responses to the HSOPSC 

items including frequencies and percentages are shown in Appendix 64. Responses to the 

positively worded HSOPSC questionnaire items are shown in Appendix 65 while responses to 

the negatively worded HSOPSC questionnaire items are shown in Appendix 66. As displayed 

in the three appendices (Appendix 64, Appendix 65, Appendix 66), the majority of survey 

respondents tended to agree and strongly agree with positively worded safety climate items. 

On the other hand, the majority of the respondents tended to disagree and strongly disagree 

with negatively worded safety climate items except for items A12, A14 and A16. 

Thus, survey items are grouped according to the safety culture dimension they are intended to 

measure. The survey items with the highest positive response rates were “When a lot of work 

needs to be done quickly, we work together as a team to get the work done” (92%) and “We 

are actively doing things to improve patient safety” (92%). The survey item with the lowest 

positive response rate was “Staff worry that mistakes they make are kept in their personnel 

file” (20%).	 

There were 14 items of which the positive response rate was 50% or less (A10, A17, C1, C4, 

C6, D1, D2, A14, D7, E1, E2, A8, A12, A16) (Appendix 65 and 66). 

Table 37 displays the responses to the single outcome measure on number of events reported 

in the past 12 months.  
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Table 37: Hospital Survey on Patient Safety Culture Outcome Item “Number of 
Incidents Reported” Descriptive Statistics (n=1310) 

 Number of Events Reported Frequency (n) Percent % 

No incident reports 486 39.9 

1 to 2 incident reports 410 33.7 

3 to 5 incident reports 189 15.5 

6 to 10 incident reports 74 6.1 

11 to 20 incident reports 32 2.6 

21 incident reports or more 26 2.1 

Total 1217 100.0 

Missing 93  

Total 1310  

The first outcome measure “Number of events reported” shows that 40% (n=486) of 

respondents have not reported any adverse events in the past year and that 34% (n=410) have 

reported only one to two events. The lowest percent reported was 2.1% (n=26) for 21 or more 

incident reports. 

Table 38 displays the responses to the single outcome measure on the overall patient safety 

grade.  

Table 38: Hospital Survey on Patient Safety Culture Outcome Item “Overall 
patient safety grade” Descriptive Statistics (n=1310) 

 Overall Patient Safety Grade Frequency (n) Percent % 

Excellent 283 22.5 

Very Good 613 48.8 

Acceptable 329 26.2 

Poor 31 2.5 

Total 1256 100.0 



Chapter Six: Patient safety climate in Kuwaiti public hospitals 205 

 Overall Patient Safety Grade Frequency (n) Percent % 

Missing 54  

Total 1310  

According to the results of the above table, “Overall patient safety grade” was rated as 

excellent or very good by 72% of respondents (n=896), acceptable by 26% (n=329) and poor 

by 2.5% of respondents (n=31). 

Results of the dimension “Overall perceptions of patient safety” in Table 39 show that survey 

respondents generally thought that patient safety is never sacrificed to get more work done 

(68%, n=844) and that their procedures and systems are good at preventing errors from 

happening (81%,n=1047) while about 50% of the respondents thought that it is just by chance 

that more serious mistakes do not happen in their hospitals (n=628) and 45% reported that 

they have patient safety problems in their units (n=564).  

In comparison, the results of the dimension “Frequency of events reported”, reported in Table 

39, show that even when no harm has actually occurred to the patient, almost 50% responded 

positively to reporting the events. Still, a significant percentage of these events (74%) were 

not, or rarely, reported (Table 37). 

6.3.3$ Composite$level$results$

As mentioned earlier, the survey items were grouped according to their respective safety 

culture dimensions identified from the original HSOPSC (Sorra and Nieva, 2004). A positive 

response frequency rate was calculated for each item and for each dimension.  

Table 39 shows the mean, standard deviation, percent positive response rate per item and 

percent positive response rate per dimension for the HSOPSC questionnaire.  
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Table 39: Hospital Survey on Patient Safety Culture Questionnaire Items as 
grouped by dimensions 

 
Note: The item number is shown in the first column. An “R” indicates items that are negatively worded, *std 
dev= standard deviation, *% percent positive response rate is shown per item and per dimension 
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Table 39: Hospital Survey on Patient Safety Culture Questionnaire Items as grouped by 

dimensions (continued) 

  

 

Note: The item number is shown in the first column. An “R” indicates items that are negatively worded, 
*std   dev= standard deviation, *% percent positive response rate is shown per item and per dimension 

Table 39 shows the mean positive response rate for the twelve safety culture dimensions.  

They ranged between 34% and 84% with an overall average positive response rate for all 

dimension of 63%. 
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As shown in Table 40, “Teamwork within units”, was the dimension with the highest positive 

response rate (84%). On the other hand, “Non-punitive response to error” was the dimension 

with the lowest positive response rate (34%).  

Areas of strengths for the three hospitals were “Teamwork within units” (84%), 

“Organisational learning-Continuous improvement” (82%) and “Supervisors’/Managers’ 

expectations and actions promoting safety” (77%). Areas in need of improvement included 

“Non-punitive response to error” (34%), “Communication openness” (47%) and “Frequency 

of event reporting” (50%). 

Safety climate profiles of the three hospitals were found to be very similar. Yet, hospital C 

was found to score more favourably on all dimensions especially “Supervisors’/Managers’ 

expectations and actions promoting safety” (84%) and “Management support for patient 

safety” (84%). This issue will be explored further in a Chapter seven. 
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Table 40: Composite-Level Results for All hospitals 

  

  

6.4" Comparison"of"positive"response"rates"between"Kuwait"and"US"hospitals	 "

The following section summarizes dimension level and item level positive response rates in 

comparison to data from 635 US hospitals that measured patient safety culture using the 

AHRQ HSOPSC (Sorra and Nieva, 2004). The data entry and analysis tool provided by the 

AHRQ was used for creating the comparison tables. The comparison was based on data from 

653 hospitals included in the HSOPSC 2014 comparative database report (Sorra et al., 2014). 
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6.4.1$ Composite$level$results$

Results of our current study paralleled the results of the US hospital database with a few 

exceptions. Dimensions with the highest “Teamwork within units” and lowest positive 

response rates “Non-punitive response to error” for this study and the average for 653 US 

hospitals were the same. The three areas of strength with the highest average percent positive 

responses in US hospitals were: teamwork within units (81 %), Supervisors’/Managers’  

expectations and actions promoting safety (76%) and Organisational learning—Continuous 

improvement (73%) (Sorra et al., 2014). Those were also reported as areas of strength in 

Kuwaiti hospitals -see Table 41.  

“Handoffs and transitions” scored around 65% in our study while it scored much lower (47%) 

in US hospitals and was considered an area in need of improvement. “Frequency of event 

reported” and “Communication openness” were considered areas in need of improvement in 

Kuwaiti hospitals but they scored above 60% in US hospitals. Lastly, “Non-punitive response 

to error” scored the lowest for both Kuwaiti (33%) and US (44%) hospitals. 

Item level results in Appendix 68 shows the positive response rates for each of the survey 

items in comparison to data from 635 US hospitals. 
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Table 41: Composite-level comparative results for Kuwaiti and US hospitals 
database 

 

 

 

 

Composite)Level-Comparative-Results-for-All-hospitals

MIN MAX

1. Teamwork-Within-Units 46% 96%

2. Supervisor/Manager-Expectations-&-Actions-Promoting-Patient-Safety 51% 93%

3. Organizational-Learning))Continuous-Improvement------- 48% 94%

4. Management-Support-for---------------------------------------------------------Patient-Safety 36% 100%

5. Overall-Perceptions-of-Patient-Safety----------------------------------------------------- 30% 96%

6. Feedback-&-Communication-About-Error 42% 90%

7. Communication-Openness 32% 83%

8. Frequency-of-Events-Reported---------------------------------------------------------------- 48% 89%

9. Teamwork-Across-Units 35% 90%

10. Staffing 28% 81%

11. Handoffs-&-Transitions 26% 84%

12. Nonpunitive-Response-to-Error 16% 77%

Database-Hospitals-
Average-----------------------------------------------------------------------
%-Positive

Patient-Safety-Culture-Composites -%-Positive-Response

Note:11)1Composite1scores1are1not1calculated1when1any1item1in1the1composite1has1fewer1than131respondentsC12)1Comparative1results1are1
based1on1data1from16531hospitals1included1in1the1Hospital1Survey1on1Patient1Safety1Culture120141Comparative1Database1Report.1

20% 40% 60% 80% 100%0%

33%
44%

65%
47%

55%
55%

67%
61%

50%
66%

47%
62%

62%
67%
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6.4.2$ Item$level$results$

Survey items with the highest average percent positive response (86%) were from the 

composite teamwork within units: “People support one another in this unit” and “When a lot 

of work needs to be done quickly, we work together as a team to get the work done.” The 

same was reported for Kuwaiti hospitals. 

Survey item with the lowest average percent positive response (35 %) was from the composite 

non-punitive response to error: “Staff worry that mistakes they make are kept in their 

personnel file.” It was reported even lower for Kuwaiti hospitals (20%).  

Across Kuwaiti and US hospitals, most respondents, on average, were positive with more than 

70% of them giving their work area or unit a patient safety grade of “Excellent” or “Very 

Good” and more than 70% of the respondents reported none or one to two events in their 

hospital over the past 12 months (Figure 6.1 and Figure 6.2). Thus, event reporting was 

identified as an area for improvement for both.  

 



Chapter Six: Patient safety climate in Kuwaiti public hospitals 213 

Figure 6.1: Patient safety grade for the three public hospitals in comparison 

with database of US hospitals 
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Figure 6.2: Number of events reported for the three public hospitals in 

comparison with database of US hospitals 
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6.5" Analysis"of"Variance"(ANOVA)"

Univariate analysis was used to explore any significant differences in the positive scores of 

safety climate among the different groups. IBM SPSS Statistics programme (version 24) was 

used to examine the differences for each of the twelve dimensions across the three hospitals. 

A one-way analysis of variance (ANOVA) was used for independent variables with more than 

two groups including hospital sites (3 sites), hospital departments (5 groups), professional 

groups (3 groups), age groups (6 groups) and tenure (6 groups). This provides further 

evidence for discriminant validity (Saraç, 2011). Higher means on a dimension indicate a 

more positive perception of that dimension, and vice versa. Furthermore, post hoc tests were 

utilized to specify which hospitals, departments and groups of health care workers were 

significantly different from others with respect to the mean scores for each item (Field, 2009). 

Levene’s test was performed to examine the homogeneity of variance across different 

variables prior to analysis (Field, 2009). Field (2009) recommends reporting Welch’s test for 

the variables that violated the homogeneity of variance assumption and the Games-Howell 

test for post-hoc comparisons. Independent sample t-tests were used for independent variables 

with two levels (gender and nationality). Lastly, to provide evidence of criterion-related 

validity, regression analyses were conducted to test which independent variables significantly 

predicted the examined dimensions. In addition, correlation analysis was employed to 

investigate the relationships between the safety culture dimensions and the safety outcome 

measures.  

6.5.1$ Hospitals$

A one-way ANOVA was conducted on the twelve patient safety culture dimensions across the 

three hospitals - see Appendix 70. This showed that hospitals had significantly different mean 

scores on eight of the safety culture dimensions (p<0.05), namely; Supervisors’/Managers’ 

expectations and actions (F=16.275, p< 0.001) , Organisational learning (F= 4.965, p< 0.01), 

Hospital management’s support for patient safety (F= 28.541, p<.001), Overall Perceptions of 

Safety (F=26.170 , p<.001), Feedback and communication about error (F= 6.574 , p= p< 
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0.01), Communication openness (F= 4.594, p< 0.01), Staffing (F= 4.509, p< .01), and 

Handoffs and Transitions (F= 7.828, p< 0.001) suggesting further evidence for discriminant 

validity. Further Tukey tests (Post hoc test) were conducted for those eight significant results 

to identify in which hospitals the differences occurred as shown in Appendix 70. It shows that 

hospital C was higher than hospitals A and B in Supervisors’/Managers’ expectations and 

action promoting safety, Hospital management’s support for patient safety, Overall 

perceptions of safety, Feedback and communication about error, Communication openness, 

and Handoffs and Transitions. Staffing dimension was higher in hospital C than hospital A 

while Organisational learning and Handoffs were higher in hospital C than hospital B. 

6.5.2$ Hospital$departments$$

A one-way ANOVA was conducted to identify differences between five hospital departments 

- medicine (n=303, 23%), surgery (n=243, 17%), paediatrics (n=172, 13%), laboratory 

(n=113, 9%), and radiology and nuclear medicine (n=126, 10%) on the twelve patient safety 

culture dimensions. The five hospital departments were selected because they formed the 

majority of the study sample (n= 957, 73%) while the remaining departments (n=11) had a 

low number of respondents. Appendix 71 shows the results of ANOVA. The test revealed 

significant results amongst seven dimensions; namely Teamwork within units (F= 3.068, p< 

.05), Hospital management’s support to safety (F= 2.846, P< .05), Overall perceptions of 

patient safety (F= 4.724, P< .01), Communication openness (F= 3.491, P< .01), Frequency of 

events reported (F= 6.252, P< .001), Staffing (F= 4.697, P< .01) and Handoffs and Transitions 

(F= 11.040, P< .001). Further analyses using the Tukey test (Post hoc test) was used at the 

second stage of the ANOVA. It shows that the Radiology and Nuclear Medicine departments 

were lower than the other departments on a number of dimensions especially Frequency of 

events reported and Handoffs and Transitions. Communication openness was the only 

dimension where the Radiology and Nuclear Medicine departments were significantly higher 

than the other departments.  
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6.5.3$ Professional$groups$

The differences between four different professional groups (Nurses, Physicians, Allied Health 

Professionals, Technicians) were tested using separate ANOVAs because they formed the 

majority of the study sample (n= 1,250, 95%). 

Appendix 72 shows the results of ANOVA. The test revealed significant results amongst 

seven dimensions including Organisational learning (F= 12.245, p> .001), Hospital 

management’s support for patient safety (F= 14.191, p> .001), Feedback and communication 

about error (F= 6.399, p> .01), Communication openness (F= 4.320, p> .01), Frequency of 

events reported (F= 11.883, p> .001), Teamwork across units (F= 12.210, p> .001), and 

Handoffs and Transitions (F= 19.649, p> .001). To investigate the differences in detail, post 

hoc comparisons were made using Tukey’s tests. Results showed a significant effect of 

occupational groups on each of the safety culture dimensions. According to post-hoc analysis, 

nurses reported significantly more favourable perceptions about Organisational learning, 

Hospital management’s support for patient safety, Feedback and communication about error, 

Frequency of events reported, Teamwork across units and Handoffs and Transitions, when 

compared to other professional groups such as physicians. Nurses reported higher scores on 

the same dimensions when compared to Allied Health Professionals (AHP) except on the 

dimension Hospital management’s support for safety. Technicians reported similar results to 

nurses and had higher scores when compared to physicians on most of the dimensions. 

Communication openness was the only dimension where nurses reported significantly less 

favourable perceptions when compared to physicians. 

Nurses, physicians, AHP and technicians were similar in their perceptions about Teamwork 

within units, Supervisors’/Managers’ expectations and actions promoting safety, Staffing 

levels, Non-punitive response to error and Overall perceptions of patient safety.  

6.5.4$ Age$groups$

The differences between age groups (n=6) were tested. Appendix 73 shows the results of 

ANOVA and the test revealed no significant differences on all dimensions except 
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Organisational learning (F= 2.433, p= .050). In the post-hoc results the age group 35-44 years 

old had significantly lower scores than the 25-34 years old age group.  

6.5.5$ Tenure$in$profession$

The differences between the tenure in profession groups (n=6) were tested. Appendix 74 

shows the results of ANOVA. The test revealed significant results amongst Hospital 

management’s support for patient safety (F= 2.260, p < .05), Overall perceptions of patient 

safety (F= 2.367, p < .05), Handoffs and Transitions (F= 2.652, p < .05) and Non-punitive 

response to error (F= 2.522, p < .05) where usually some groups of higher tenure in 

profession report more positive scores regarding dimensions when compared to groups of 

lower tenures. 

6.6" Independent"sample"t]tests"

Independent sample t-tests were used for independent variables with two levels including 

gender and nationality. 

6.6.1$ Gender$$

Independent sample t-tests showed that females had higher positive mean scores for five 

safety culture dimensions including Teamwork within units (t (911.7) = -2.024, p < .05, two-

tailed), Organisational Learning (t (870.3) = -4.641, p < .001, two-tailed), Feedback and 

communication about errors (t (939.2) = -3.105, p < .01, two-tailed), Teamwork across units (t 

(902.3) = -3.297, p < .01, two-tailed) and Handoffs and Transitions (t (923.3) = -4.490, p < 

.001, two-tailed) - see Appendix 75.  

6.6.2$ Nationality$$

Non-Kuwaitis reported better results amongst five patient safety culture dimensions including 

Supervisors’/ managers’ expectations and actions promoting safety (t (126.8) = -3.268, p < 

.01), Organisational learning (t (128.3) = -3.780, p < .001), Hospital management’s support 

for patient safety (t (126.7) = -7.983, p < .001), Overall perceptions of patient safety (t (128.9) 
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= -2.323, p < .05) and Frequency of events reported (t (140.6) = -5.765, p < .001) - see 

Appendix 76. 

6.7" Multiple"Regression"Analysis"

Multiple regression analysis was used to test the effect of independent variables on patient 

safety climate. Stepwise multiple regressions were conducted to investigate which 

independent variables (hospital site, hospital departments, tenure in hospital, professional 

groups, age, tenure in profession) significantly predicted patient safety culture dimensions. 

The independent variables were entered simultaneously as predictor variables, while patient 

safety culture dimensions were used as dependent variables ( Table 42). 
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Table 42: Variables that predicted level of patient safety culture in Kuwaiti 
hospitals 

  

Hospital site was the most common predictor for most of the dimensions followed by 

professional groups. The remaining independent variables significantly predicted one or more 

of the dimensions. the Handoffs and Transitions model scored the most variance amongst the 

investigated dimensions (Appendix 77). 

The independent variables significantly predicted about 1 to 5% of variance in the twelve 

dimensions. For the regression models, refer to Appendix 78.  

Regression analyses were also performed in order to test the influence of patient safety culture 

dimensions on outcome variables. All independent variables, including the unit level and 

hospital level dimensions, were entered simultaneously. Dependent variables were the two 



Chapter Six: Patient safety climate in Kuwaiti public hospitals 221 

outcome measures “Frequency of events reported” and “Overall perceptions of patient safety” 

and the two single outcome variables “Patient safety grade” and “Number of incidents 

reported.”  

Table 43: Regression analyses of HSOPSC outcome OPPS on safety culture 
dimensions  

 

Seven safety culture dimensions explained a significant level of variance (25%) in overall 

perceptions of safety (R2 = 0.254, F (7,1260) = 61.319, P<0.001) (Table 43). 



Chapter Six: Patient safety climate in Kuwaiti public hospitals 222 

Table 44: Regression analyses of HSOPSC outcome FER on safety culture 
dimensions  

 

Four safety culture dimensions explained a significant level of variance in (14%) frequency of 

incidents reporting (R2 = 0.136, F (4,1228) = 48.372, P<0.001) (Table 44). 

Table 45: Regression analyses of HSOPSC outcome PSG on safety culture 
dimensions  

 

Five safety culture dimensions explained a significant level of variance (27%) in patient 

safety grade (R2 = 0.268, F (5,1219) = 89.159, P<.001) (Table 45). 
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The last model predicted about 1% of variance in number of incidents reported dimension (R2 

= 0.012, F (3,1184) = 4.893, p < .01) (Table 46). 

Table 46: Regression analyses of HSOPSC outcome NER on safety culture 
dimensions  

 

6.8" Correlation"analysis"

In order to test the discriminant validity of the HSOPSC tool, further correlation analysis was 

employed to investigate the relationship between the twelve patient safety dimensions and for 

those dimensions with the two single item outcome variables; namely patient safety grade and 

number of incidents reported. The analysis used Pearson’s r inter-correlation coefficients to 

investigate the correlation between the variables. All the correlations were significant at p < 

0.001 (two-tailed).  
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Table 47: Inter-correlation coefficients between HSOPSC dimensions and two 
safety outcome variables  

 

Table 47 above shows the inter-correlation between the dimensions using Pearson’s 

correlation coefficient. As mentioned previously, correlations between 0.20 to 0.40 suggest a 

moderate relationship between the two variables, below 0.20 would indicate a weak 

relationship between the variables and correlations that are above 0.85 are considered 

exceptionally high and would indicate that the same concepts were being measured using 

different scales (Sorra and Nieva, 2004). Brown (2016) identified “strength” of the 

relationship as a small (± .1), medium (± .3), or large (± .5) effect. The correlation tests 

uncovered several moderate and weak correlations between patient safety culture dimensions. 

They ranged mainly between 0.20 and 0.58, displaying a moderate effect. The correlations 

between hospital management support for patient safety and teamwork across units (r = 0.58, 

p<.001), and between feedback and communication about error and communication openness 

(r = 0.44, p<.001) were found to be higher compared to other scales while the correlations 

between frequency of events reported and non-punitive response to error (r = 0.09, p<.001), 
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and between frequency of events reported and communication openness (r = 0.1, p<.001) 

were found to be lower compared to other scales. The ten safety culture dimensions were 

found to be significantly correlated with three of the outcome variables; namely overall 

perceptions of patient safety, frequency of events reported and patient safety grade. A medium 

effect was seen in the correlations between dimensions of safety culture and patient safety 

grade, as well as overall perceptions of safety. A small effect was seen in the relationship 

between dimensions of safety culture and frequency of event reporting. The outcome variable 

“Number of events reported” was found to be negatively and weakly correlated with most of 

the measures except “Frequency of events reported” where it demonstrated a significant and 

positive correlation. Additionally, a negative correlation was demonstrated between the 

dimensions and the outcome measure patient safety grade.  

In conclusion, the moderate inter-correlations between the various safety culture dimensions 

suggests evidence for the discriminant validity of the HSOPSC tool and that to a certain level 

each dimension measures separate constructs. 

6.9" Open]ended"section"

Inclusion of an open-ended comments section at the end of a structured questionnaire has the 

potential to expose new issues not captured in the closed questions. In addition, it allows 

respondents to elaborate on their responses in more depth.  

6.9.1$ Summary$of$respondents’$responses$to$openTended$comments$section$

Section (I) allowed respondents to provide responses in their own words about patient safety, 

error, or incident reporting. Respondents were directed to comment as follows: “Please feel 

free to write any comments about patient safety, error, or incident reporting in your hospital.” 

Of the 1,310 respondents included, 145 responded to the open-ended comments section 

(11%). Some provided more than one comment with explanations and suggestions, while 

others provided comments without any particular explanation. This resulted in a total of 206 

codes. The majority (89%) left the open comments section blank. One possible explanation 

could be the potential risk to anonymity associated with writing answers on the survey form. 

Another likely reason is the additional time needed to complete the comments’ section in a 
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long survey. The majority of comments were related to areas that needed improvement within 

their units or their hospitals. However, positive comments about the level of patient safety in 

their work areas or about incident reporting in their hospitals were also provided. Overall, 

comments related to patient safety fell into three major themes. The first and most common 

theme included issues related to the healthcare system. Results revealed that most comments 

were related to staffing (n=31,15%), policies and procedures (n= 31,15%) and incident 

reporting (n=26,13%). The second theme was related to concerns that need to be addressed at 

healthcare providers’ level including improved communication (n=19, 9%). The third and 

final theme was related to healthcare consumers. See Appendix 79 for open-ended item 

categories and frequencies. A selection of these comments is provided below in Table 48 

including challenges and improvements. It should be noted that the researcher has preserved 

the comments in their original form without any corrections in an effort not to change the 

original meaning conveyed by respondents. 

Table 48: Qualitative data extracted from the open comments section regarding 
challenges 

Challenges Themes  

 

Comments 

Staffing 

•( Shortage of staff 
o( Staff-patient ratio improvement 

•( Shortage of experienced staff 

 

Improve the staff - patient ratio 

more staff needed with experience 

Policies and Procedures (P&P) 

•( Development of P&P* 
•( Fixed P&P 
•( English language P&P 

 
•( Implementation of P&P 

•( Visitor P&P: strict control of 
visitation times and of visitors 

 

The need for standardised policies for every 
unit 

 

The need for strict follow of P&P to reduce 
errors 

The need for visitation hours control 

Incident Reporting  
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Challenges Themes  

 

Comments 

•( Punitive response to error 

 

 

•( Fear of punishment 
•( Blame culture 
•( Lack of confidentiality 
•( Lack of feedback 

 

Incident Reporting used for punishment not for 
improvement, blaming culture, few things are 
kept secret for protection, reports to go to 
wrong people, there should be certain 
authority. 

Physicians should not be punished for 
reporting incidents 

Incidents are mostly reported by nurses and 
other healthcare workers not interested to 
report incidents, nurses are afraid of 
punishment since they have their own Incident 
Reporting system which is not confidential. 

Lack of feedback on reported incidents 

Communication 

•( Between staff 
o( Improve verbal 

communication 
o( Use of English 

language 
o( Improve written 

communication 
o( Use of English 

language 
 
 
 

•( Staff with patients 
o( Language barrier 

 

Lack of communication, respect and 
encouragement for the staff 

Respect and consider nurses’ opinion on 
patient care 

Patient identification in the request should be 
in English to avoid any problem 

The need to use English language to avoid 
communication problems 

most of the nurses don't speak Arabic and 
depend on Arabic staff when there is an 
aggressive patient 

Staff perceptions about patient safety 

•( Need to develop and maintain patient 
safety  

 

 

•( Need to be staff priority 

 

Patient safety is not well applied in the hospital 

No effective patient safety system, no system 
to compare hospital outcomes with acceptable 
standard 

Patient safety should be staff priority 
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Challenges Themes  

 

Comments 

The need for personal motivation to work on 
patient safety 

Staff wellbeing 

•( Staff security 

 

•( Work hours 

 

Better to have security person in the 
department as the patients are not cooperative 
and difficult to control them 

24 hours security must be made available 

The need for an adequate rest period 

Training and education 

•( Training and education need for 
staff and patients 

 

 

Give more orientation and education to staff on 
patient safety 

Need education on Incident Reporting 

The need for patient safety education for 
patients 

Workload 

•( Work pressure effect 

 

 

don't put extra pressure on staff 

The need to finish surgeries faster due to high 
workload can compromise patient safety 

With long working days, health of the staff is 
affected; two days off in a week is needed. 

Equipment and supplies 

•( Supply and quality 

 

 

 

 

 

Increase the number of medical equipment to 
replace old or partially working equipment 

The need for enough material supply to the 
wards 

Issues with hospital supplies quality 
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Challenges Themes  

 

Comments 

 

Work environment 

•( Perceptions of work environment 

 

 

Feelings of disappointment with working 
environment 

Improving the work environment will improve 
patient safety 

To maintain patient safety good working 
environment and order is required also visitors 
should be controlled. 

Teamwork 

•( Teamwork between staff 

 

Lack of physicians’ cooperation 

*Policies and Procedures (P&P) 
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Table 49: Qualitative data extracted from the open comments section regarding 
improvement efforts 

Improvements Themes  Comments 

Patient safety efforts all staff in the hospital work together to achieve 
patient safety  

Many initiatives to improve patient safety like 
Six Sigma are taking place 

Patient safety is very good in the hospital, 
department is well equipped with professionals 

Incident reporting Error or incident reporting is excellent in our 
unit 

Incident reporting system is well established in 
the hospital. 

Top management support Management is supportive and well organised 

Teamwork across units Excellent coordination with the head, colleagues 
and units of the hospital for patients care and 
safety 
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6.10" Discussion"

The survey findings provided an overview of the current state of patient safety climate in 

Kuwaiti public hospitals. The following section aims to discuss key results. It will attempt to 

identify the main issues that might influence patient safety climate in Kuwaiti hospitals. This 

will offer valuable insights for developing effective improvement strategies to promote patient 

safety.  

The dimension “Teamwork within units” received the highest positive response rate while the 

dimension “Non-punitive response to error” received the lowest rate of positive responses. A 

similar finding was reported in the 2016 HSOPSC user comparative database report, 

published by the AHRQ, which displayed results from 680 hospitals and 447,584 hospital 

staff respondents across the US (Famolaro et al., 2016).  

The following table summarizes dimension level positive response rates for US and Kuwaiti 

hospitals in comparison to data from Oman, Lebanon, Saudi Arabia and Palestine. 
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Table 50: Average positive response rates across USA, Kuwait, Oman, Lebanon, 
Saudi Arabia, Palestine 

 

There were some differences between the HSOPSC results of Kuwaiti and US hospitals. The 

positive response rates of six dimensions: Teamwork within units, Supervisors’/Managers’ 

expectations and actions promoting patient safety, Organisational learning-continuous 

improvement, Management support for patient safety, Teamwork across units and Handoffs 

and Transitions in Kuwaiti hospitals (84%, 77%, 82%, 74%, 67%, 65% respectively) were 

higher than that of US hospitals (81%, 76%, 73%, 72%, 61%, 47% respectively). This might 

be due to a number of reasons. The National Accreditation Programme was recently 

implemented in the three hospitals. The programme allows trained external peer reviewers to 

evaluate hospitals’ compliance with pre-established standards of care. Given the current 

global emphasis on improving the safety of healthcare services, standards of care have 

reinforced the need for safe systems with implementation of patient safety programmes as a 

minimum required standard. The programme also requires hospitals, as part of their 

accreditation process, to develop a range of policies and procedures to ensure the safety of 
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both patients and employees. Additionally, the programme helped in disseminating 

information about patient safety to staff members during training programmes and educational 

sessions, annual conferences, in newsletters and on websites.  

Furthermore, implementation of accreditation standards is achieved through multidisciplinary 

teams that meet on regular basis and work on reviewing and applying the national standards. 

Thus, accreditation processes have reinforced the interdisciplinary nature of the healthcare 

system. In the author’s view, the above processes have played a major role in emphasizing the 

importance of proper teamwork and communication across every level for patient safety. 

Additionally, the programme stressed the value of top and middle managements’ commitment 

and support through the implementation of the “leadership” standards. This is reflected in the 

results as they highlighted the significant influence that top and middle management support 

for patient safety might have on staff’s perceptions about various safety related aspects.  

With regards to comparisons across the six countries, including the USA (Famolaro et al., 

2016), Oman (Al-Mandhari et al., 2014), Lebanon (El-Jardali et al., 2010), Saudi Arabia 

(Alahmadi, 2010) and Palestine (Hamdan and Saleem, 2013), the dimension that received the 

highest endorsement was teamwork within units followed by organisational learning except in 

Oman and Saudi Arabia where organisational learning received the highest ratings followed 

by teamwork within units. The dimension that received the least rating across all countries 

was non-punitive response to error. Thus, our results mimicked the results of other studies 

conducted. This adds to the validity of our findings.  

The dimension “Teamwork within units” (84%) scored higher than “Teamwork across units” 

(67%) in Kuwaiti hospitals as well as other international hospitals (Table 50 above). This 

might reflect the work dynamics within, and across, units in the three hospitals. It seems that 

some units tend to work independently to achieve their goals. This could be related to a 

number of personal and organisational issues including communication, hierarchy and the 

nature of healthcare delivery. Most clinical units continue to function as isolated groups of 

professionals despite the importance of teamwork in health care (Knox and Simpson, 2004). 

Baker et al. (2006) state that this is partly due to the fact that members of these units come 

from different disciplines and various educational programmes and are seldom trained 

together. Issues related to the impact of teamwork and communication on patient safety have 
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been highlighted during the interviews conducted with key personnel in the three hospitals 

and are discussed further in Chapter Seven. 

Three dimensions in Kuwaiti hospitals were lower than that of US hospitals. These 

dimensions were communication openness (47%, 62% respectively), frequency of events 

reported (50%, 66% respectively) and non-punitive response to error (33%, 44% 

respectively). These results suggest that health care workers in Kuwait are less likely than 

their US counterparts to raise safety issues or concerns or challenge those with more authority 

in addition to their unwillingness to report adverse events for fear of being reported. It is also 

worth noting that unintentional errors are prosecuted in criminal courts in Kuwait and licenses 

of healthcare professionals might be withdrawn.  

The item “Staff worry that mistakes they make are kept in their personnel file” in the 

dimension “Non-punitive response to error” received the lowest positive response rate (20%). 

This is suggestive of a specific area for improvement as staff feel apprehensive to report 

errors or concerns related to patient safety for fear of being penalized. Upon further analysis, 

physicians and allied health professionals were found to be less inclined to report their errors 

than nurses. According to Singer et al. (2009b), doctors experienced more sense of shame 

when they make mistakes. Additionally, physicians believe in loyalty to their colleagues, and 

deem “whistleblowing” as unethical (Kingston et al., 2004). 

Fear of disciplinary action, legal implications and discrimination at the workplace through 

shame and blame have been recognised as main concerns preventing staff from reporting 

errors (Elnitsky et al., 1997, Firth-Cozens, 2002, Singer et al., 2003b, Vincent et al., 1999).  

In a study by Evans et al. (2006), almost two thirds of respondents, including doctors and 

nurses, believed that lack of feedback was a key barrier to reporting incidents. Insufficient 

feedback and communication about errors means that staff are less informed about errors that 

happen, and changes that take place, as a result (Hamdan and Saleem, 2013). According to my 

results, “Feedback and communication about error” was reported to best predict “Frequency 

of incident reporting.” A similar finding was reported in a number of international studies, for 

example, in Sweden (Nordin et al., 2013), Norway (Ballangrud et al., 2012), Scotland (Saraç, 

2011), Lebanon (El-Jardali et al., 2011) and Germany (Pfeiffer and Manser, 2010) studies. 
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These findings indicate that providing feedback and communicating about errors and safety 

concerns is positively related to the frequency of incident reporting.  

Pfeiffer and Manser (2010) highlight the influence that information sharing and open 

communication about errors may have on incident reporting. They add that more research is 

needed to confirm this association and whether it also accounts for error reporting rates. 

Vincent (2006) recommends that rapid response to incidents helps keep staff engaged and 

understanding that reports are taken seriously. Vincent adds that a reporting system should be 

seen as a holistic method that encompasses “reporting, analysis, learning, feedback and 

action” and argues that most organisations are more concerned with acquiring information on 

incidents while limited attention is devoted to the analysis of information or actions taken as a 

result (Vincent, 2006, p. 91). 

Lack of clear guidelines about incident reporting as in who should report, what to report and 

how to report incidents has been recognised as another factor that leads to confusion about 

reporting incidents amongst staff. The increased workload and the belief that incident 

reporting offers limited contribution to improving safety are additional barriers to reporting 

incidents (Firth-Cozens et al., 2001).  

The above issues were also indicated by staff in their comments as they repeatedly mentioned 

the presence of a blame culture, a punitive response to error, lack of feedback after reporting 

incidents, lack of policies and procedures and their fear of punishment. Nurses reported less 

positive perceptions about communication openness in comparison to physicians (p < .01).  

This may indicate that nurses in Kuwaiti hospitals are unwilling to discuss adverse events, ask 

questions, raise safety concerns or challenge those with more authority. Such a reluctance to 

speak up can be linked to staff’s fear of the negative repercussions that may result, as most 

nurses come from ethnic minority populations. Thomas et al. (2003) reported a similar finding 

where, relative to physicians, nurses reported a difficulty in speaking up. This was attributed 

to fundamental differences between nurses and doctors in authority, responsibilities, training, 

and nursing and physician cultures. This issue will be further expanded in Chapter seven.  

Our results endorse findings by other researchers regarding the under reporting of errors. 

Sexton et al. (2000) conducted a cross-sectional survey of urban teaching and non-teaching 
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hospitals in the United States, Israel, Germany, Switzerland, and Italy and more than half of 

the survey respondents reported that they faced difficulties discussing errors because of 

personal reputation, fear of disciplinary actions and risks of malpractice suits. Thus, 

considerable effort must be invested in reassuring staff that the main objective of reporting 

incidents is improvement and not punishment. still, having a low positive response rate to 

“Non-punitive response to errors”, “Communication openness” and “Frequency of events 

reported” while having a high positive response rate to “Hospital management support” and 

“Supervisors’/Managers’ expectations and actions promoting patient safety” is questionable. 

This might imply that no priority is properly given to incident reporting in the three hospitals 

and that a culture of shame and fear still exists. This might also be reflected in the outcome 

item “Number of events reported” as it shows that 40% of respondents have not reported any 

adverse events in the past year and 34% had reported only one to two events.  

There was a discrepancy in the result of the outcome measure “Frequency of events reported” 

(50%) and the “Non-punitive response to errors” (34%). This may reflect the internal conflict 

that hospital staff have between their desire to report errors on one hand, and the predominant 

culture of blame and shame on the other hand. When employees feel confident to openly 

discuss and report errors without fear of shame or blame in a non-punitive environment, this 

might ultimately lead to better event reporting and consequently a safer hospital (Smits et al., 

2009b). Organisational support in the form of properly constructed reporting structures, 

systemic data collection and governance are essential requirements for incident reporting 

(Alahmadi, 2010, El-Jardali et al., 2014, Wong et al., 2002).  

The IOM recommends that healthcare organisations enhance their safety culture through 

building safety into their processes of care and moving from a culture where errors are viewed 

as personal failures towards one in which errors are considered as opportunities for 

improvement (Kohn et al., 2000). Studies show that under-reporting of errors included 

instances where actual harm has occurred but was more common when no harm has occurred 

and the incident was a close call or a near miss (Alahmadi, 2010, Vincent and Reason, 1999, 

Weingart et al., 2000). As argued by Barach and Small (2000), adverse events and near misses 

are both preceded by the same patterns of triggers of failure therefore near misses are 

powerful signals of hazards in systems. Low accident rates in high hazard industries may be 

attributed to following a proactive, preventive approach through reporting systems (Roberts 
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and Rousseau, 1989) while most efforts to improve safety in healthcare are reactive in nature 

(Alahmadi, 2010, Sorra and Nieva, 2004). Nevertheless, literature highlighting the importance 

of reporting near misses is not yet transformed to attitudinal or behavioural changes. Acts of 

omission have been linked in twice as many adverse events as acts of commission but around 

80% of doctors believed they should always report when a patient gets the wrong treatment 

compared with only 57% when a patient does not receive necessary treatment (Wilson et al., 

1995). Further research on professional attitudes and barriers to incident reporting is 

necessary for developing an appropriate incident reporting system in Kuwaiti hospitals.  

As Piotrowski and Hinshaw (2002) conclude, the commitment of leadership to improving 

patient safety through supporting learning from errors, encouraging teamwork, using a 

systems’ approach for reporting and analysing adverse events in a blame-free environment, 

identifying latent hazards and recognising workers as key players in improving safety, rather 

than causing errors, are features of a strong and proactive safety culture. 

Perceptions of patient safety climate were found to be different between the different 

hospitals, hospital departments and units and professional groups. These results provide 

further evidence for the discriminant validity of the HSOPSC questionnaire (Saraç, 2011). 

They also accord with other studies that reported significant differences across hospitals 

(Sexton et al., 2006, Singer et al., 2003, Singer et al., 2009b), clinical departments and 

professional groups (Cooper et al., 2008, Haugen et al., 2010, Huang et al., 2007, Olsen, 

2007, Olsen, 2008). Singer et al. (2009b) argue that a better understanding of the differences 

between distinct work areas and disciplines in hospitals can help in the design and 

implementation of more effective safety interventions.  

Differences across the three hospitals were reported on a number of safety climate 

dimensions. Hospital site was also reported to be a significant predictor of safety climate in 

these hospitals. Hospital C reported better perceptions of supervisors’/managers’ expectations 

and actions and hospital management’s support to patient safety amongst other dimensions in 

comparison to Hospital A and B. Interviews with key personnel (discussed in more detail in 

Chapter seven) revealed a number of factors that might have led to more positive perceptions 

of safety climate in Hospital C compared to the other two hospitals. Such factors include top 

and middle management support and commitment to patient safety, open communication 
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about safety concerns and feedback and communication about changes that take place as a 

result of safety incidents. Reasons behind this may be attributed to a number of factors. 

Hospital C is a specialist hospital and an internationally accredited training centre. It is 

involved in the National Accreditation Programme and received accreditation with excellence. 

In addition, the centre targets highly qualified staff who received their training in the UK, US 

and Canada. This resulted in the exposure of staff to different training programmes and 

quality improvement initiatives that may greatly impact the perceptions of staff about patient 

safety. Additionally, the hospital is smaller in size with fewer beds in comparison to the other 

two hospitals which may result in better perceptions of patient safety climate amongst staff 

(El-Jardali, 2003, El-Jardali et al., 2010, Nordin et al., 2013). Larger organisations have been 

argued to be less receptive to employees’ needs and concerns and may have a weak 

organisational culture (Nahavandi and Malekzadeh, 1993). 

Another finding indicated that medical, surgical, paediatrics and laboratory departments 

across the three hospitals were more likely to report their errors than the radiology and nuclear 

medicine departments. This could be explained by the fact that more errors may actually 

occur within these departments due to their high workload and their greater susceptibility to 

making errors as a result. Also, the presence of a higher ratio of nurses in these departments, 

who according to research, are more inclined to report their errors than other staff may also 

help to explain this difference (Evans et al., 2006, Kingston et al., 2004). Yet, the radiology 

and nuclear medicine departments were found to be more open to raising safety issues than 

medical, surgical, paediatrics and laboratory departments. This may be due to the smaller size 

of the department in comparison to the others with shorter paths of decision making and better 

communication and cooperation amongst their staff. Interview data provided further 

clarification to this point as the radiology and nuclear medicine departments were described 

by interviewees as having an open communication culture in relation to safety issues. 

Additionally, the other departments are larger in size and employ a variety of professional 

groups and inter-professional communication between these different groups, as will be 

discussed later, presents a significant barrier that may negatively impact patient safety. 

The professional group of respondents was another significant predictor of safety climate. 

Nurses, as well as technicians, had more favourable perceptions about differing aspects of 

patient safety while physicians and allied health professionals were found to be more critical 
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of the same aspects of patient safety climate. Nie et al. (2013) reported similar findings, as 

nurses’ perceptions about patient safety culture were higher than physicians perceptions. 

Cook et al. (2004) reports that physicians, administrators and nurses considered patient safety 

as a nurse responsibility. Also the amount of time nurses spend communicating with patients 

gives rise to more opportunities for nurses to deal with patient safety issues (Grant et al., 

2006). Nurses also undergo extensive patient safety training as part of their continuous 

professional development in Kuwaiti hospitals leading to being better informed about patient 

safety aspects.  

In my PhD thesis, physicians were less positive than nurses on a number of dimensions 

including hospital management’s commitment to safety. The extent of variation in safety 

climate in units within two academic medical centres was assessed and physicians’ 

perceptions were reported to be lower than nurses on a number of similar dimensions 

(Campbell et al., 2010, Pronovost et al., 2006b). In contrast, a number of studies examined 

differences in safety climate by clinical discipline and demonstrated that physicians had rather 

more positive perceptions of safety in comparison to nurses and other clinical personnel 

(Algahtani, 2015, Makary et al., 2006, Singer et al., 2009b, Thomas et al., 2003). It can be 

argued that differences in safety climate perceptions between nurses and physicians may be 

attributed to differences related to the local hospital environment. If physicians perceive the 

level of patient safety more negatively than nurses, then physicians may be more likely to 

recognise a need to implement improvement strategies. Still, the lower composite scores of 

physicians and allied health professionals make them suitable candidates for future 

educational and other improvement interventions. 

 It was also identified that females had more positive perceptions of safety climate on a 

number of dimensions in comparison to males. This may be partly related to the fact that 

nurses in Kuwaiti health care settings are predominantly females (63%) and this may reflect 

nurses’ views of safety climate. Four of the dimensions were viewed positively by nurses and 

females. It was also shown that respondents with longer tenure within health care scored 

higher on a number of dimensions than those with shorter tenure; specifically, five years and 

below. Nordin et al. (2013) explain that this may be related to their shorter experience and 

their lower level of adaptation to the existing culture, and thus have a more critical attitude to 

the lack of safety. On the other hand, El-Jardali et al. (2011) reported that experienced staff 
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scored lower for the outcome measure “Overall perceptions of patient safety” and argues that 

with experience, staff become more aware and critical of the safety practices undertaken in 

their institutions.  

Additionally, non-Kuwaitis, comprising 91% of the study population, were more positive on 

five dimensions, including supervisors’/managers’ expectations and actions promoting patient 

safety, organisational learning, hospital management’s commitment to safety, overall 

perceptions of patient safety and frequency of events reported, in comparison to Kuwaitis. 

There are a number of possible explanations for this finding including their fear of being 

recognised and the negative implications that could result. Another explanation is that 

Kuwaiti physicians and nurses are known to openly express and discuss their negative views 

of the Kuwaiti healthcare system without fear of being investigated or penalized.  

When developing safety initiatives, it is important for leaders to recognise which dimensions 

are most closely linked with better safety perceptions (Brown, 2016). Safety climate 

dimensions explained the highest amount of variance in outcome measures “Patient safety 

grade” (27%) and “Overall perceptions of patient safety” (25%). This finding is replicated in a 

study conducted in Scotland (Saraç, 2011) and Norway (Olsen, 2008). Hospital’s 

management support was reported to be the most significant predictor of both outcome 

measures. This finding is consistent with that of Nordin et al. (2013) and El-Jardali et al. 

(2011). Frequency of events reported was closely linked to more positive responses toward 

feedback and communication about error followed by hospital management support for 

patient safety. This confirms the importance of leaders in creating and supporting an 

environment that is conducive to patient safety and the value of sharing insights and concerns 

and informing staff about any changes that are put in place as a result of incidents reported. 

Staff’s perceptions of patient safety at the hospital and unit level are influenced by the degree 

of support that they feel by their management thus leaders should also consider encouraging 

staff through different means and various communication channels. 

Overall, the constant influences of safety climate dimensions on “Patient safety grade”, 

“Frequency of event reporting” and “Overall perceptions of patient safety”, as Olsen (2008) 

and Saraç (2011) argue, support the validity of both safety culture dimensions and safety 

outcome measures. However, the outcome variable “Number of incidents reported” was 
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influenced by only three dimensions and was reported to be weakly and negatively correlated 

to the rest of the measures. This highlights the weak influence that this variable exhibits in 

comparison to the other measures. Saraç (2011) provides an explanation for the relatively 

higher correlations between the three other outcome measures and the rest of the HSOPSC 

scales and the weak correlation between the number of incidents reported as it might suggest 

that the three outcome measures are in fact another dimension of safety culture rather than 

separate outcome measures. Thus, it was recommended to adopt the “Number of incidents 

reported”  item as a change measure rather than as a criterion variable to assess the predictive 

validity of the HSOPSC safety culture dimensions (Olsen, 2008, Saraç, 2011).  

Correlation results showed that the significant moderate correlations between hospital 

management support to safety and teamwork across units, and between feedback and 

communication about error and communication openness, were higher compared to other 

scales. This is not surprising since the dimensions feedback and communication about error 

and communication openness merged into a single dimension in a number of studies including 

Scottish (Sarac et al., 2010) German (Pfeiffer and Manser, 2010) and English (Waterson et al., 

2010) studies. Hospital management support for safety and teamwork across units were 

merged into one dimension in the Turkish study (Bodur and Filiz, 2010). This may be 

attributed to the significant degree of overlap in the content of the safety culture dimensions, 

as items in certain dimensions tend to load onto differently labeled dimensions. 

The correlations between frequency of events reported and non-punitive response to error and 

communication openness were found to be lower compared to other scales. This may reflect 

the current state of safety climate where reporting errors is stressed through different channels 

of communication yet the predominant culture is of blame, shame and silence towards raising 

safety concerns. This implies that there are contradicting messages and the emphasis on 

reporting errors is yet to be translated into action. 

In summary, the above findings can offer valuable insights for developing effective 

improvement strategies to promote patient safety. A systematic review identified interventions 

used to promote safety culture or climate in acute care settings. The interventions included 

executive walk rounds or interdisciplinary rounds, multicomponent, unit-based interventions; 

and team training or communication initiatives that target clinical microsystems (for example, 
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teams, or units) (Weaver et al., 2013). Team training covers a set of structured methods for 

maximizing teamwork processes, such as communication, cooperation, collaboration, and 

leadership (Salas et al., 2008b). The review concluded that evidence to support the potential 

effectiveness of interventions to promote safety culture is emerging. Table (51) includes 

examples of patient safety interventions. 

Table 51: Examples of patient safety interventions 

Examples of patient safety interventions Study reference (Author, year) 

Executive walk rounds and interdisciplinary rounding  

 

(O'leary et al., 2011) 

(Frankel et al., 2008) 

National and local safety programmes: 

•( 1000 lives campaign in NHS Wales 
 

•( The Scottish Patient Safety Programme (SPSP)  

 

(Cooper et al., 2015) 

(Haraden and Leitch, 2011) 

Team training and team communication tools  

 

(Donahue et al., 2011) 

(Riley et al., 2011) 

(Mayer et al., 2011) 

Multi-faceted unit-based programmes:  

•( Comprehensive Unit-Based Safety Program (CUSP)  

 

 

(Sexton et al., 2011)  

(Timmel et al., 2010) 

Organisational learning interventions: 

•( Morbidity and mortality meetings 
 

 

(Szekendi et al., 2010) 
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Examples of patient safety interventions Study reference (Author, year) 

•( Incident reporting (Burlison et al., 2016) 

(Muething et al., 2012) 

Other patient safety culture strategies: 

•( Surgical safety checklists  
 

•( Improvement approach strategies  

 

(Haynes et al., 2011) 

(Benning et al., 2011) 

The effectiveness of different quality and safety improvement initiatives and interventions has 

been tested using different safety climate tools (Blegen et al., 2010, Ford et al., 2014, Jackson 

et al., 2010). The impact of a multidisciplinary teamwork and communication intervention to 

improve unit-based safety culture with a before-after design has been determined using the 

HSOPSC (Blegen et al., 2010).  Also, the implementation of a multifaceted unit-based safety 

programme was tested using the safety climate scale. Safety assessments highlighted a 

number of concerns including the lack of trained patient transport teams, medication errors, 

and poor communication among ICU members. Staff’s safety concerns were discussed with 

senior executives and led to funding of a patient transport team and a point of care pharmacist 

to facilitate medication ordering and distribution. Also, a short-term goals sheet was 

implemented to improve communication among ICU team members and with family 

members. This, as a result, produced increases in scores on safety culture, decreases in 

medication errors on transfer and improvements in length of stay in intensive care units 

(Pronovost et al., 2005b).  

In addition, links between different aspects of safety culture and incident reporting behaviour 

were examined (Patterson and Pace, 2016, Richter et al., 2015). Implementation of a 

voluntary non-punitive incident reporting system in neonatal ICUs was assessed with before 

and after design. The number of self-reported incidents was found to be increased following 

the intervention and positively associated with the safety climate dimension of non-punitive 



Chapter Six: Patient safety climate in Kuwaiti public hospitals 244 

response to error (Snijders et al., 2009). The impact of accreditation in a university hospital 

was studied through a cross-sectional retrospective and prospective study using the HSOPSC 

in Saudi Arabia (Al-Awa et al., 2012) and in Lebanon (El-Jardali et al., 2011). It can also be 

used for benchmarking the strengths of safety cultures across time and between organisations 

on national and international levels (Blegen et al., 2009). 

Morello et al. (2013) conducted a systematic review to critically assess the evidence for the 

effectiveness of patient safety culture strategies for improving patient safety climate in 

hospitals. The strategies targeted a diverse range of issues, including leadership, 

communication and teamwork, identification of safety concerns, reporting of near misses and 

reliability. The systematic review found limited evidence to support the effectiveness of a 

variety of in-hospital patient safety culture strategies with possible positive effects for 

leadership walk rounds and multifaceted, unit-based interventions on survey measures of 

safety climate. The review did not assess effects on patient outcomes or care processes.  

6.11" Strengths"and"limitations"

The response rate 87%, (n= 1,310), sample size (n=1,511) and stratified random sampling 

techniques are among the strengths of the study. Another strength is the HSOPSC tool as it is 

a comprehensive measure of safety climate that assesses a range of key dimensions related to 

patient safety, used worldwide and translated into many languages. Additionally, the inclusion 

of different types of hospitals (general, specialist, urban, rural) and various groups of 

healthcare staff working across many departments allows for the generalizability of the 

findings.  

6.11.1$SelfTreported$outcome$measures$

In my PhD thesis, it was not possible to validate survey results against objective safety 

outcome data (observational studies, hospital records, incident reporting systems) as the 

researcher had no access to such data. This is a common problem in patient safety climate 

research (Wentzell, 2008).Thus, self-reported measures were employed to assess the 

relationships between safety constructs. Still, data on perceptions of patient safety climate and 

on patient safety outcomes were collected from one source. Consequently, common method 
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bias, biased recall, and social desirability may potentially affect the results (Cooper and 

Phillips, 2004, Podsakoff et al., 2003). Also, careful consideration is needed when interpreting 

the results of the regression analyses as the potential for common-method-bias may inflate the 

results of the relationships between the variables (Pfeiffer and Manser, 2010, Podsakoff et al., 

2003). The problematic nature of objective data has been debated in the literature (Cooper and 

Phillips, 2004, Pfeiffer and Manser, 2010). In an attempt, by the researcher, to control for the 

mentioned effects, survey respondents were assured of their anonymity and were guaranteed 

that all their individual responses would be treated in strict confidence. Saraç (2011) 

recommended following a mixed methods’ approach to control for the effects of using data 

collected from the same source. However, in our case, it was not possible to obtain the 

outcome variables from different sources due to the time and cost restrictions.  

6.11.2$CrossTsectional$design$

My PhD thesis employed a cross-sectional design which is considered another methodological 

limitation. Despite being cost-effective and time efficient, Ausserhofer (2012) argues that 

such a design limits the assessment of causal relationships as all variables are assessed at one 

point in time. It offers more of a correlational relationship  between study variables (Mann, 

2003). Longitudinal studies of safety perceptions and outcomes employed to investigate 

causality would allow the researcher to draw stronger conclusions (Beus et al., 2010, Cooper 

and Phillips, 2004, Neal and Griffin, 2006). 

6.11.3$Acquiescence$bias$

The HSOPSC has been reported to carry the risk of acquiescence bias. Schuman and Scott 

(1989) defined acquiescence bias as "a presumed tendency for respondents to agree with 

attitude statements presented to them" (p.14). In a study by Moghri et al. (2013), the uneven 

distribution of positively and negatively worded items among the twelve dimensions of the 

HSOPSC was tested for the risk of acquiescence bias. The authors concluded that the 

HSOPSC carries a risk of acquiescence bias which may lead to inflated composites of patient 

safety culture dimensions. They conclude that balancing the number of positive and negative 

worded items in each composite could lessen bias and provide a more valid estimation of 

different elements of patient safety culture.  
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6.11.4$NonTrespondents$

Differences between respondents and non-respondents were not examined. It might be safe to 

assume that respondents had higher perceptions of safety climate compared to non-

respondents. This may be due to their participation in safety-related initiatives and their safety 

motivation. A number of strategies were followed to handle the issue of non-response. As the 

researcher recognised the value of attaining organisational support for the study, attempts 

were made to obtain endorsement letters from different levels in the MOH including the 

under-secretary general, the Quality and Accreditation Directorate and the head of safety and 

risk management department. The importance of local support was stressed through 

scheduling a number of meetings with hospital management, medical and nursing directors in 

the three hospitals. An outline of the study was presented to them with an open discussion 

about their expectations and concerns. They were handed customized packets including the 

study proposal, data collection protocol and ethical approvals. Hospital management were 

keen to support this research because they were generally concerned about the level of patient 

safety in their hospitals and the researcher offered to deliver confidential feedback reports to 

the three hospitals. As a result, internal memos were sent to encourage staff to participate in 

the study. This, collectively, resulted in further cooperation at both hospital and individual 

levels and led to maximization of the response rate in the three hospitals. 

6.11.5$Aggregation$of$data$

Data from the three hospitals were merged during the analysis phase despite the fact that data 

came from hospitals with different characteristics. However, the researcher conducted 

separate statistical analysis for the three hospitals before eventually merging the data. Overall, 

there were no significant differences in perceptions except in Hospital C as previously 

mentioned. This issue will be explored further in Chapter seven. 

6.12" Conclusion"

The present study establishes a foundation for an open dialogue about patient safety issues 

amongst healthcare staff in Kuwaiti hospitals. The current state of safety climate offers 

valuable insights for developing and implementing effective strategies to promote 
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improvements in patient safety areas including communication openness, error reporting and 

responses to errors. Efforts should be directed towards creating an environment that supports 

active questioning and sharing of insights and concerns about safety in addition to proactively 

identifying and eliminating errors to significantly improve patient and staff safety as well as 

eliminating the prevalent culture of blame and shame. 

To build a strong and proactive safety culture, the visible and explicit commitment of the 

chief executives and senior managers is crucial. Managers in public hospitals must adopt a 

leadership role and personally lead the improvement process, communicating the defined 

vision and encouraging the active participation of different parties as well as providing 

directions and guidance to maximize employees’ potential. This can only be achieved through 

fostering open reporting, commitment to learning from errors and encouraging teamwork and 

open communication between staff through strong multidisciplinary teams in addition to 

training and education of healthcare staff on patient safety as a key success factor (Conway 

and Weingart, 2005, Kagan and Barnoy, 2008, Künzle, 2010).  

6.13" Summary"

In summary, this phase of my study involved an assessment of the prevailing state of safety 

climate in three public hospitals in Kuwait using the HSOPSC survey data. The findings 

suggest that the reporting climate in Kuwaiti hospitals is a major concern for healthcare 

workers with a predominant culture of blame, fear of reprisals and lack of openness in relation 

to patient safety. 
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7" Chapter"Seven:"Interviews"with"key"stakeholders"

7.1" Introduction"

Building on the survey results discussed in Chapter six, this study was designed to extend the 

examination of the state of patient safety climate in Kuwaiti public hospitals by conducting 

interviews with key stakeholders. Owing to the potentially sensitive nature of such a topic for 

discussion, face-to-face individual interviews were chosen as the best methodological 

approach to further explore the themes highlighted in the survey results. Interviews will add 

rich insight into hospital employees' perceptions of safety culture. This allows a 

comprehensive understanding of the factors that might affect patient safety in the three 

hospitals in addition to allowing an exploration of emerging issues in more detail.  

7.2" Research"design"

At this stage, an exploratory, qualitative approach to the current research study was adopted to 

add a contextual element to the survey findings and capture the depth and complexity of 

emerging issues. Qualitative research has been defined as “research that is intended to help 

you better understand (1) the meanings and perspectives of the people you study—seeing the 

world from their point of view, rather than simply from your own; (2) how these perspectives 

are shaped by, and shape, their physical, social, and cultural contexts; and (3) the specific 

processes that are involved in maintaining or altering these phenomena and relationships” 

(Maxwell, 2012, p.viii). Generic quantitative measures of safety culture and climate have 

been viewed as being of limited value for a sector as complex and fast changing as healthcare 

(Cox and Flin, 1998, Flin, 2007, Guldenmund, 2000). Qualitative methods allow researchers 

to move beyond the limitations of structured questionnaires to open-ended questions that 

allow respondents to explain their perceptions and experiences in their own words (Andrew, 

2014). One of the fundamental features of qualitative research is the use of the researcher as a 

primary tool actively taking part in the study design (Creswell, 2013). Morgan-Trimmer and 

Wood (2016) add that qualitative approaches have the flexibility to capture unexpected 

findings which may further contribute to the overall understanding of how things operate in a 

particular setting. They also reveal associations among concepts and behaviours in addition to 
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generating and refining theory (Crabtree and Miller, 1999, Miles and Huberman, 1994). Yet, 

qualitative data may be difficult to interpret, and can be susceptible to bias (Andrew, 2014).  

Qualitative methods are increasingly used in health services research (Shortell, 1999). 

Interviews, observations and focus groups are commonly used qualitative methods (Bradley et 

al., 2007) with interviews and focus groups the most common methods used (Legard et al., 

2003). Interviews have been defined as “literally an interview, an inter change of views 

between two persons” (Brinkman and Kvale, 2009, p.2). Interviews can help researchers in 

exploring “openly about situational meanings or motives for action, or collecting everyday 

theories and self-interpretations in a differentiated and open way” (Hopf, 2004, p.203). There 

are three fundamental types of research interview ranging from the very structured, through 

the semi-structured, to the unstructured or conversational (Bryman, 2015). Semi-structured 

interviews are the most common data-collection method in qualitative health research 

(Marshall and Rossman, 2014). They are characterized by increasing levels of flexibility and 

absence of structure (Edwards and Holland, 2013). Louise Barriball and While (1994) 

describe semi-structured interviews as suitable for the exploration of respondents’ perceptions 

and views about complex and sensitive issues in addition to enabling the probing for more 

information and explanation of responses. According to Merriam and Tisdell (2015), the 

researcher will continue to interview and probe until he feels no further data can be acquired. 

Semi-structured interviews consist of main questions that help the researcher define the areas 

to be explored. At the same time, they permit the interviewer or interviewee to divert from the 

main issues in order to follow an idea or response in more detail (Britten, 2007). Gill et al. 

(2008) emphasize the flexibility of this approach as it allows the uncovering of information 

that is important to participants but may not have been previously thought of as significant by 

the researcher. 

In summary, semi-structured interviews will be conducted with key stakeholders in order to 

gain a deeper understanding about the perceptions of healthcare workers regarding factors 

affecting patient safety practices in Kuwaiti hospitals. Moreover, they will assess the 

interviewees’ perceptions about the potential usefulness of the survey approach as a safety 

improvement strategy and to identify facilitators and barriers to patient safety in Kuwaiti 

hospitals.  
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7.3" Study"setting"and"sample"

The locations for the study were the three public hospitals that were involved in the second 

phase of data collection (survey). The approximate duration of the interview process, 

including getting agreements of the MOH and the three hospitals’ boards, was approximately 

three months. Interviews were conducted in private meeting rooms with a number of 

healthcare workers at these hospitals during the time period from November to December of 

2016.  

7.3.1$ Study$sample$$

The population for the study was a sample of healthcare workers from the three hospitals A, B 

and C. The sample included six doctors and nurses. (look Table 52). 

Table 52: Interviews sample 

Staff category Hospital A Hospital B Hospital C 

Doctor 1 - 1 

Nurse 1 1 2 

7.3.2$ Sampling$procedures$

Purposive sampling, a form of non-probability sampling, was used in this phase (Tongco, 

2007). A purposive sample is based on a specific purpose rather than random selection. 

Selection of participants who are believed to be information-rich will build a deep and 

complete understanding of issues under investigation (Burns and Grove, 2001). Rubin and 

Rubin (2011) suggested a number of guidelines for selecting key informants including being: 

knowledgeable about the issue(s) being studied; representative of the range of point of views; 

and willing to talk. An essential component of a purposive sampling strategy is inclusion 

criteria (Merriam, 1998). Staff who satisfied the following criteria were considered for 

inclusion: frontline clinical staff who had worked in the hospital for at least twelve months; 
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were members in their hospitals’ patient safety and risk management committee; participated 

in the quantitative phase; and were able to speak English. The reasons for selecting doctors 

and nurses were: firstly, the patient safety and risk management committees were mainly 

composed of doctors and nurses; secondly, those two groups composed the majority of the 

study sample in the three hospitals; thirdly, the time limitation did not allow the researcher to 

include other professional groups such as technicians. Healthcare staff who met the inclusion 

criteria were provided with information about the research and were invited to participate. 

7.3.3$ Sample$size$$

The sample size for the qualitative element was based on the guiding principle of 

completeness (Schutt, 2012). In order to ensure that the purposive sample adequately 

represents the setting or issue involved, Rubin and Rubin (2011) suggest continuing to select 

interviewees until two criterions are satisfied: completeness and saturation. Completeness is 

achieved once the gained information provides an overall sense of meaning to a concept, 

theme and process and adequately answers the research question while saturation is reached 

when you gain the confidence that the subsequent interviews will add no new substantive 

information to your knowledge (Rubin and Rubin, 2011). Sandelowski (1995) argues that 

determining the adequacy of sample size in qualitative research is eventually a matter of 

judgment and experience in the assessment of the quality of gained information against its 

uses, the particular methodology employed, and the research outcome intended. He adds that 

sample size is neither too large nor too small as long as it leads to adding “new and richly 

textured understanding of experience” (p.153). Six frontline clinical staff members met the 

inclusion criteria and were chosen to participate in the study. The participants included two 

doctors and four nurses. 

7.4" Ethical"approval"

As previously mentioned, ethical approval was sought prior to conducting the interviews in 

the selected hospitals (see copies of ethics approval in Appendix 7 and Appendix 8). The 

relevant forms including the ethical approvals were also submitted to the three hospital boards 

for further approval to start the interview process.  
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Participation in the study was on a voluntary basis and each participant was provided with a 

participant information sheet (PIS) and an informed consent form (Appendix 80 and 

Appendix 81. Participants were also given the researcher’s contact details, should they later 

have any questions about the research.  

7.5" Informed"Consent"and"Confidentiality""

Informed consent was explained by the researcher and reviewed and signed by the participant 

before starting the interview (Appendix 81). The form provides a short summary of the 

purpose and aims of the study. It states that participation in the study is on a voluntary basis 

and that the information obtained will be treated with complete confidentiality. It also 

confirms the ability of the interviewee to withdraw at any time without penalty and without 

providing a reason. Participants were also informed that the discussions would be audiotaped, 

unless any participant chooses not to be audiotaped, and that the recordings would be 

destroyed after transcription of the interviews. Participants were also informed that the 

recorder, at any time during the interview, can be turned off at the request of the interviewee 

and that the participant can stop the interview at any time without any risk. The anonymity 

and confidentiality of interviewees was assured at all times. They were informed that the data 

would be de-identified including direct quotations that might be used in this research and 

would not be traceable back to the individual participants.  

7.6" Data"collection"method""

After obtaining the approvals from the MOH and hospital councils, the researcher consulted 

the Head of the Patient Safety and Risk Management Committee in each hospital about 

potential participants who met the inclusion criteria. Around three participants were recruited 

from each hospital. Following that, the researcher sent an invitation letter with the participant 

information sheet to the six participants and they were given a period of one week to read the 

PIS and to decide whether they were willing to participate. All invitees expressed their 

readiness to participate in the study and an appropriate time for conducting the interviews was 

set. Semi-structured interviews were conducted and were based on the HSOPSC questionnaire 

results of each hospital. The two most positive and the two least positive scoring dimensions, 

including an item for each representative dimension, were derived from the survey data. Since 
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the safety climate profiles of the three hospitals were found to be very alike and, in order to 

allow comparisons between the three hospitals, the same dimensions were presented to 

members of each hospital with scores based on their own hospital data. In addition, two extra 

dimensions that were shown to score higher in Hospital C compared to the other two hospitals 

were added (Supervisors’/Managers’ expectations and actions supporting patient safety 

(SMEA) (84%), Management support for patient safety (MS) (84%) (look Table 53).  

Table 53: Hospital C versus hospital A and B positive response rate results for 
the dimensions SMEA and MS 

Hospital MS SMEA 

Hospital A 71% 73% 

Hospital B 70% 76% 

Hospital C 84% 84% 

•( Supervisors’/Managers’ expectations and actions (SMEA), Hospital management’s commitment to safety 
(MS) 

The interviews started with a discussion in relation to the importance of patient safety in 

general, and patient safety measurement in particular. The aim of this phase was to capture the 

interviewees’ views and perceptions around those points in addition to facilitating the 

discussions in the next phase. Next, each participant was presented with a description of the 

dimension and item selected for the interview. They were also asked to express their opinions 

regarding their hospital’s survey results and whether they fit with their own views and 

perceptions. They were next asked if the selected dimension affects patient safety and in what 

ways. They were then asked about their suggestions for improving the current situation in 

their hospitals (see Appendix 82 for interview schedule). It should be noted that the selected 

dimensions were all unit level dimensions and one hospital level dimension (Management 

support for patient safety). Finally, participants were asked about the facilitators and barriers 

that they perceived as most crucial to patient safety (Appendix 82). 
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During the interview process itself, the researcher was prepared with a list of the main issues 

related to each hospital’s patient safety climate. Face-to-face, semi-structured interviews were 

held in a quiet and private meeting room that was booked for that purpose. Interviews lasted 

on average between 45-50 minutes and were audio-recorded. A digital audio recording device 

was used to record the interviews, with a second back-up recording device. The heavy 

workload and time limitations of the interviewees were acknowledged. The researcher kept a 

reflective journal through the process of data collection and analysis and notes were taken 

during and after the interview process. The journal was used in the analysis phase. The 

interviews were conducted by the researcher mainly in English as it is the official language 

used in Kuwaiti public hospitals. The researcher started the interview by introducing herself 

and the study aims and objectives. Each element of the interview process was thoroughly 

explained to the interviewee. The interviewer made sure that each participant understood the 

consent form before signing and submitting the form to the researcher. The interviewer used 

prompts to encourage respondents to provide enough depth to the issues discussed and to 

explore some of the issues that the interviewee mentioned during the course of the interview. 

Occasionally, certain participants felt more comfortable expressing their opinions and 

experiences in Arabic language. Those interviews were subsequently translated into English. 

The translation process was conducted by the author and revised by a bilingual translator. To 

increase the rigour of the current study, at the end of each interview, the researcher confirmed 

her understanding of the participant’s point of view by reviewing the issues that had been 

discussed.  

7.7" Data"analysis"

The process of data analysis in qualitative research begins during the data collection process 

and continues throughout all phases of research (Pope et al., 2000). Analyses of the interviews 

were performed in several stages. Initially, the data were transcribed and checked against the 

audio-recordings to prepare them for the analysis phase. Interpretation of the data began with 

a thorough reading of the transcripts by two independent researchers. The aim of this phase is 

to familiarize the researchers with the data and to gain a more comprehensive understanding 

of the key arguments made by the interviewees. This provided the opportunity to take note of 

potential themes in the data. The similarities in the safety climate profiles of the three 

hospitals with related issues and concerns allowed the researcher to make a decision about 
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aggregating the data. Next, a close examination of each individual dimension with its related 

questions was undertaken by the researcher to identify any repeated patterns of data or 

common themes (Fereday and Muir-Cochrane, 2006) that emerge as being important to the 

description of the phenomenon (Braun and Clarke, 2006, Daly et al., 1997). The process 

involves “careful reading and re-reading of the data” (Rice and Ezzy, 1999, p.258). There are 

two primary methods of identifying themes within the data: inductive and deductive 

approaches. The deductive researcher as described by Creswell et al. (2011b) “works from the 

‘top down’, from a theory to hypotheses to data to add to or contradict the theory” (p.41). The 

inductive researcher, on the other hand, works from the “bottom-up, using the participants’ 

views to build broader themes and generate a theory interconnecting the themes” (p. 41). In 

my PhD thesis, the researcher followed a data driven or an inductive approach.  

Lastly, common responses and differences obtained across the three hospitals were 

summarized. Content was categorized based on major themes and subgroups within the 

themes. Excerpts that fell into a specific theme were tabulated while those that did not fall 

into a particular theme were tabulated into a section entitled “other.” A comparison was made 

between the researchers to check the credibility and dependability of the author. Finally, the 

barriers and facilitators to patient safety were summarized and tabulated in a table. 

7.8" Results""

Four main themes were extracted from the transcriptions of the interviews. The first theme 

was related to issues needing to be improved at the individual level. The second theme was 

related to issues needing to be addressed at the unit level. The third theme was related to 

issues needing to be improved at the hospital level. The fourth theme is related to external 

factors that influence patient safety in hospitals. These themes consist of 17 interrelated sub-

themes which complement each other and collectively describe the state of safety culture in 

Kuwaiti public hospitals and provide suggestions for improvement. Since the three hospitals 

have similar safety climate profiles as obtained from the survey, it was decided to aggregate 

the data (Table 40 on page 209).  
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It should be noted that the researcher has preserved the transcripts in their original form 

without any corrections in an effort not to change the original meaning conveyed by 

interviewees. 

7.8.1$ Interviewees$demographics$

The participants came from different cultures and backgrounds. Three were from Egypt and 

three from India. This matches the most commonly reported non-Kuwaiti nationalities in the 

survey phase.  

Participants’ age groups, profession and years of experience in their hospitals were different. 

Four participants were aged between 35 and 44 years old. Two of the participants were 

between 45 and 54 years of age. Three participants had worked for a period of four to six 

years in their hospitals while three had worked for fewer than three years.  

All participants volunteered to participate in the interviews and were clearly enthusiastic 

about expressing their views around patient safety and sharing potential solutions to safety 

issues and concerns. They openly expressed their perceptions about patient safety in their 

work areas and in their hospitals as a whole. This helped to reveal important issues and 

concerns related to safety of patients and workers as well. Each participant had a unique input 

to the research data but interviewees had shared perceptions and similar views. The following 

table includes the participant codes for excerpts. 

Table 54: Interviewees Demographics and Codes for extracted excerpts 

Interviewee No. Staff category Gender Interviewee code 

1 Doctor Male Participant 1 

2 Nurse Female Participant 2 

3 Nurse Female Participant 3 
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Interviewee No. Staff category Gender Interviewee code 

4 Doctor Female Participant 4 

5 Nurse Female Participant 5 

6 Nurse Female Participant 6 
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7.8.2$ Interview$findings$

The following table summarizes the main themes, sub-themes and main issues revealed at the 

sub-themes level (Table 55). 

Table 55: Themes, sub-themes and main issues  

Themes Sub-themes 

 

Main issues at sub-themes 

Individual Level Staff perceptions about patient 
safety  

Lack of seriousness towards patient safety 

Importance of patient safety assessment 

Staff safety and security  Staff safety issues and their impact on 
patient safety 

Staff security issues and their impact on 
patient safety 

Reporting errors  Consequences of reporting errors 

Under-reporting of errors 

Patient awareness about patient 
safety 

Patients’ awareness about the importance 
of patient safety 

Unit Level Teamwork and communication 
between different professions  

Influence of different professional groups 
on teamwork and communication 

Teamwork and communication 
between different cultural groups 

The effect of a multicultural workforce on 
teamwork and communication 

Teamwork and communication 
between different departments  

Teamwork and communication across 
units 

Handovers  Issues with handover 
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Themes Sub-themes 

 

Main issues at sub-themes 

Role of supervisors Level of support between different units 

Speaking up 

Need for support and involvement of 
supervisors 

Need for feedback and communication 

Hospital Level Top management support 

  

Need for top management support and 
involvement in patient safety 

Issues with execution of decisions related 
to patient safety 

The need for a non-punitive approach to 
errors 

Need for more resources 

Communication  

 

Communication issues between middle 
and senior management 

Need for effective communication 
channels 

Need for feedback and communication 

Training and Education 

  

Need for top management participation 

Need for training and education on 
incident reporting, communication and 
teamwork 

Working environment  

 

Staffing issues 

Need for adequate supplies and facilities 

Workload issues 

Information technology Medical records issues 
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Themes Sub-themes 

 

Main issues at sub-themes 

  Need for electronic incident reporting 
system 

Need for electronic medical records  

Policies and procedures 

 

Concerns over the execution of policies 

Need for fixed policies on written and 
verbal communication 

Organisational 
Level 

Accreditation Role of accreditation 

Ministry of Health Need for ministerial decrees and decisions 

7.9" Individual"level"

The first theme is about issues that need to be addressed at the individual level including staff 

and patients. The theme consists of four inter-related sub-themes that provide a better 

understanding of staff perceptions at the individual level. Participants described their 

perceptions about patient safety in the first sub-theme. Staff safety and security concerns and 

their impact on patient safety were raised in the second sub-theme. In the third, participants 

talked about their concerns regarding reporting errors. Patient awareness about patient safety 

was discussed in the fourth sub-theme. 

7.9.1$ Staff$perceptions$about$patient$safety$

Staff perceptions at the individual level revealed concerns about their colleagues’ lack of 

seriousness towards patient safety. Opinions differed as to whether this was related to staffs’ 

own ignorance of the implications of their actions on patients or their resistance and 

unwillingness to change. The following comments illustrate the types of points raised:  

Even for the critical care areas, sometimes, they don't change their dress...the same 
uniform from home, take care of the patient, and sometimes they will be wearing a.... 
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But it will not protect them to that extent. Their hair is exposed, their hands are 
exposed, their feet are exposed. (Participant 2)  

Others linked it to their work overload and unavailability of time.  

All participants agreed on the value of assessing patient safety in their organisations to offer a 

baseline measure of the current state of safety climate upon which further measurements can 

be based: 

It shows how important the safety is and how important it is for the staff to be aware 
of its culture. (Participant 5) 

While others emphasized its importance as part of the accreditation programme requirements 

and their hospitals’ strategic plan: 

Firstly; because it's part of the accreditation programme, secondly; it's part of the 
hospital's strategic plan, thirdly; it's part of the quality commitments on which our 
work is based. (Participant 4) 

Others noted the role of these assessments in raising awareness of staff members about patient 

safety and initiating discussions about its importance. Still, some were critical of its 

usefulness if results were not implemented: 

One can conduct a research but eventually fails to apply the results, although he wants 
to. Should we guarantee that the results will be applied, I believe the influence will be 
great. (Participant 1) 

Finally, interviewees highlighted the importance of feedback and communication about 

assessment results in setting future improvement goals and creating a sense of engagement 

among the staff. 

7.9.2$ Staff$safety$and$security$

In this sub-theme, interviewees frequently said that staff safety was overlooked. 

Nothing is mentioned in relation to safety of the staff…The type of safety they pay 
attention to is that of the patient or the visitors not of staff. (Participant 3) 
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Furthermore, interviewees repeatedly mentioned that staff security was also overlooked.  

Insecure feeling ...they don't feel that they are 100% safe working there. (Participant 
2)  

Other respondents stressed its impact on patient safety. 

If the staff feel secure and well treated, they will certainly give their best in their work 
and focus on preserving the patient’s rights. If satisfied, we will definitely be more 
psychologically prepared to fully serve the patients. (Participant 3) 

7.9.3$ Reporting$errors$

Hospital staff perceived that, when mistakes happen, there would be a punitive approach from 

hospital management and a climate of blame and shame towards them. Thus, respondents 

indicated that a high level of concern exists amongst staff regarding the consequences of 

reporting incidents including mistakes being kept in their personal files: 

 The common misconception that these mistakes will be used against the staff in their 
personal file or they will be punished. (Participant 3) 

One participant demanded a punitive approach to handling mistakes: 

We should follow punishment methods, as human beings we make mistakes, but when 
we are aware that we will be punished for these mistakes, like a wrong injection for 
example, whether by losing my position or salary deductions, we will definitely be 
more careful...when a red light is ignored and a punishment takes place, no one else 
will repeat that mistake. (Participant 3) 

As a result, staff are hesitant to report their mistakes:  

72% are worried concerning reporting their mistakes. and as a result, incident 
reporting is absent in some department. We also might still be unaware of the incident 
until we hear of it in an unofficial way. (Participant 3) 

This was perceived to be higher among non-Kuwaiti nationals: 

The majority of the hospital staff are foreigners …most worried about losing their 
jobs. (Participant 4) 
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Also, it was viewed to be common among older compared to newly appointed staff members: 

There is a difference in their perception also. The new staff, they are. I personally feel 
they are much more aware of reporting, and the importance of reporting and they don't 
take it too much of a negative sense…But the staff, who were there previously, they 
still have a kind of rigid mind…Oh, they are resistant. (Participant 2) 

Under-reporting was viewed to have an impact on the safety of patients: 

They are not writing incidents we will not know, how, what did happen for the 
patient… if the, the staff are worried from this negative consequences of reporting, 
that type thinking means it will definitely lead to mistakes and affect the patient safety. 
(Participant 6)  

Others were concerned with the process of incident reporting. Staff mentioned some 

individual constraints that may have an effect on staffs’ reporting behaviour such as lack of 

time: 

 Time consuming for the time needed for papers preparation, reports collecting and so 
on. (Participant 4) 

7.9.4$ Patient$awareness$about$patient$safety$

Concerns were raised in relation to patients’ awareness of the importance of patient safety 

procedures. Respondents indicated: 

Patients might not be aware of the importance of these procedures. (Participant 3) 

Their lack of awareness might impact their cooperation with staff members. They also 

indicated that when patients feel safe, this leads to their satisfaction with the service they are 

receiving: 

As long as the patient feels secure he will definitely be satisfied with his care along 
with a better position for healthcare providers from his point of view also less stress, 
complaints and complications accordingly. (Participant 1) 

Respondents pointed out a need for education and awareness programmes for patients.  

" "
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7.11" Unit"Level"

The second theme reveals staff perceptions at unit level. It consists of five interrelated sub-

themes that provide a better understanding about the influence of team level factors on patient 

safety. The first sub-theme describes teamwork and communication between different 

professions. The second sub-theme features the importance of teamwork and communication 

between staff members of different cultural backgrounds. Teamwork and communication 

between departments is discussed in the third sub-theme while the fourth sub-theme describes 

handovers. The fifth sub-theme discusses the role of supervisors in supporting patient safety.  

Participants expressed a high level of agreement about teamwork within hospital units. They 

repeatedly stressed its importance to patient safety. For example:  

When working together as a team, we won't only make sure that the quality and safety 
won't be below a certain level that we have agreed upon, but also try to exceed that 
level. (Participant 3)  

A number of them offered examples of teamwork in their hospitals: 

See the effect of teamwork clearly on patients’ safety through prescriptions serving 
and during operations. (Participant 4) 

The positive impact of effective communication on patient safety was repeatedly mentioned 

by participants: 

If a good communication is present, it will show up in the form of the effective 
cooperation, rapid and accurate data reporting, avoiding misunderstandings and 
reflects positively on the patients’ safety. (Participant 3) 

While the importance of communication between team members has been highlighted by 

respondents: 

In the teamwork itself, the most important part is communication. (Participant 2) 

Some participants indicated that the lack of teamwork affects communication and 

subsequently affects patient safety negatively: 



Chapter Seven: Interviews with key stakeholders 265 

It certainly does. As a massive part of communications can be lost as long as we have 
a lack of teamwork. Miscommunication represents a major percentage of mistakes. 
(Participant 1) 

7.11.1$$Teamwork$and$communication$between$different$professions$

Comments in the first sub-theme focused on the need for teamwork and communication 

improvement between different staff members. Concerns were expressed amongst the 

interviewees about the influence of different professional groups on teamwork and 

communication:  

Of course, we all work for the good outcome of the patient, but still. When there are, 
you know, differences in ideas or different groups in a team itself, it will affect the 
patient safety. (Participant 2) 

While most participants felt that teamwork within the same professional group was better than 

across professional groups as one participant commented: 

But usually, nurses form a cooperative team among themselves and so do technicians 
and doctors. But when it comes to cooperation between all these categories, according 
to my own experience in different meetings, can go down to 70%. (Participant 1)  

Comments indicated that professional groups need to try harder to collaborate. According to 

interviewees, nurses experienced lack of respect from other professionals: 

Sometimes this happens between staff and doctors or even the head of units addresses 
us in an inappropriate way... Based on my previous experience as an ICU nurse, I have 
tried complaining to the head nurse and the ADN, but no actions have been taken 
allowing those getting away with mistakes to repeat them and us giving up 
complaining desperately. (Participant 3) 

Also, lack of empowerment to nurses was strongly mentioned: 

Even if the nurses has the knowledge, they feel inferior. Feeling of empowerment is 
not there. (Participant 2) 

Also, a number of participants were critical of doctors’ attitudes: 

Doctors have an ego issue. They believe they can never be mistaken. (Participant 3) 
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This lack of respect and disregard for nurses’ opinions might lead to a negative impact on 

patient safety: 

This may get the nurse to stop reminding the doctor of committing to these rules 
leading to a negative influence on patients’ safety. (Participant 1) 

Such a relationship might be attributed to a number of reasons including the shortage of inter-

departmental meetings. 

I think that may be due to the lack of joined meetings between the different working 
categories...they are even separated in the departmental and morning meetings. 
(Participant 1)  

7.11.2$$Teamwork$and$communication$between$different$cultural$groups$

The second sub-theme describes the effect of a multicultural workforce on teamwork and 

communication between staff members. The majority of respondents explicitly referred to this 

issue: 

Communication problems…specially with individuals from different backgrounds and 
speaking different languages. (Participant 1)  

The presence of a language barrier impacts effective communication as frequently mentioned 

by respondents: 

That we are of different nationalities and speaking different languages that might 
create some sort of a knowledge and language barrier. (Participant 3) 

English is the official language of communication in public hospitals. Still, it was reported 

that staff members with similar backgrounds spoke their language of origin during duty hours. 

Interviewees felt that it had a negative impact on other staff members and on patient safety:  

We have a common official language. So, in the duty time, at least for doing, for 
discussing the duty things, .... whatever regarding patient at all, we need to talk official 
language. (Participant 6)  

Others expressed their feelings of ease when openly communicating with colleagues from 

similar cultural backgrounds:  
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There is that incident where the doctor prescribed a 25 mg dose of a certain type of 
tablets which should typically be 0.25 mg and it was corrected by the 
nurse…Although it might be because they are foreigners, otherwise it wouldn't have 
been the same. (Participant 4) 

One interviewee questioned the effect of local culture on teamwork: 

We aren't familiar enough with teamwork and generally because since childhood, we 
haven't gotten to learn how to work together as a team, but on our own. We never got 
to conduct a research as a team in school, teaching us that opinions can vary and 
eventually we can find a common ground. I think that's why. (Participant 1) 

The need for psychological support for staff from different cultures was mentioned by a 

number of respondents: 

There is a need for psychological support to staff from different cultures. (Participant 
5)  

7.11.3$Teamwork$and$communication$between$different$departments$

Comments in the third sub-theme were around teamwork and communication between 

different departments. A number of interviewees were critical of teamwork across units: 

Inside the department, there is absolute teamwork...interdepartmental teamwork is 
less. (Participant 2) 

Suggestions were offered by the participants on how to improve teamwork and 

communication across staff members including social events: 

Having gatherings… Break the ice between the workers definitely improve the 
relationships. (Participant 2)  

7.11.4$Handovers$

This sub-theme describes handovers as another communication concern that was raised by 

participants. Respondents indicated that the quality of handover affects patient safety: 
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A wrongly reported information from a staff to another can result of mistakes.  A 
patient handover with incomplete data and similar cases can also result in mistakes 
may negatively affect patients’ safety. (Participant 1) 

They also stressed the need for proper handover of patients through effective communication.  

7.11.5$$Role$of$supervisors$

The fifth sub-theme relates to the role of supervisors in supporting teamwork and 

communication between team members. Participants expressed a high level of agreement 

concerning their supervisors’ support for patient safety: 

With our supervisor, yeah, 100%, you know, satisfied with it. Because whatever we 
do, we are being appreciated. (Participant 2)  

Nonetheless, they expressed their concerns regarding the fluctuating level of support between 

different units depending on the commitment of their supervisors:  

 But still not in all departments to be honest. if we look at the nuclear department, they 
are extremely strict regarding the procedures. on the other hand, in the radiology 
department, this percentage can go down to 5%. (Participant 3) 

Still, most of the interviewees perceived a difficulty amongst staff to speak up or question 

their supervisors about safety issues or concerns: 

That we don't feel free to argue with our supervisors and we just have to listen to them 
at the end, even if we don't share the same opinion. (Participant 3) 

Fear of negative repercussions as a result of active questioning, especially among newly 

appointed staff, was repeatedly stated: 

They don't want to put themselves into trouble, going and questioning. Unless, in other 
ways, they know that this is, you know, 100% mistake. (Participant 2)  

Participants stressed the importance of the “visibility” of support and involvement of their 

supervisors in patient safety: 
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I think they do support it, but they are not continuously present to show that support 
and give the impression that patients’ safety procedures must be applied. Their 
personal presence is not a necessity as they might assign someone specifically for this 
task who mustn't be only satisfied by being informed about our strategic plan and its 
goals, but also takes effective actions to help us achieve these goals. (Participant 3)  

The majority of participants focused on the incident reporting system as a valuable tool for 

organisational learning and stressed the influence of middle management support on 

encouraging reporting:  

It requires a confidence of the staff…From their head of the department and from their 
team leaders, that this will be like confidential… this person is not going to be blamed 
or punished based on this. (Participant 2)  

Finally, participants were asked about their suggestions on how to improve supervisors’ 

support for patient safety. One respondent suggested including participation in patient safety 

activities as part of their supervisors’ appraisals while another proposed that if supervisors are 

more involved in patient safety activities, they will ultimately support it. Such involvement 

can be re-enforced by ministerial and top management support and involvement: 

The ministry must take it upon themselves to introduce the heads of units to the 
importance of the patients’ safety, however when we do it they miss our sessions, send 
representatives and attend personally once a month or 3 times a year, which requires 
the interference of the ministry. (Participant 3)  

7.12" Hospital"level"

Six main issues were identified at the hospital including top management support, 

communication, training and education, working environment, information technology and 

policy and procedures. These issues supplement each other and help in understanding issues 

around safety culture in Kuwaiti hospitals.  

7.12.1$Top$management$support$

The crucial role of organisational commitment to safety has been stressed by respondents in 

the first sub-theme. This included whether hospital management provides a work climate that 

supports patient safety and considers it a top priority. Interviewees emphasized the positive 

effect that top management can have on patient safety: 
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I think it greatly depends on the chairman, and how important he thinks is the patients’ 
safety. (Participant 1) 

Participants gave several examples of hospital managements’ support for patient safety 

including safety walk rounds, availability of resources and policies and procedures they 

determine to support safety related issues: 

Hospital management gives real importance for patient safety. (Participant 2)  

Still, they mentioned that this kind of support is only perceptible to middle management and 

is not propagated to front line staff. They also stressed the importance of “visible” top 

management support and involvement through setting an example for the staff at the sharp 

end:  

I think through their personal presence to show their support and to give that 
impression. (Participant 3)  

Participants recommended certain steps that might improve top management visibility 

including safety walk rounds and face to face meetings: 

 If they try to go for these safety walk rounds on their own, they will definitely give 
everyone the impression that safety matters. (Participant 3) 

Some respondents expressed their disappointment with the level of support for patient safety:  

Top management support is not strong enough to meet our expectations when it comes 
to an important issue like the patient safety. (Participant 1)  

While others repeatedly doubted their managements’ seriousness in executing decisions 

related to patient safety: 

Decisions are indeed made, but they still need to be more serious about their 
execution. (Participant 1)  

Some respondents recognised their hospitals’ efforts towards adopting a learning approach 

and implementing IRS as an improvement tool. The need for top management involvement in 

incident reporting has been emphasized: 
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The higher the authorities of the hospital are involved to have a more effective role 
and to be more aware of the current situation, the more this will lead to a better 
decision making. (Participant 1)  

Still, a punitive approach to reporting incidents was perceived by staff as the most likely 

action to emerge from hospital management: 

When there is a massive drop in the number of workers reporting incidents… the only 
cause we can see is their worry, as they might get blamed for it. (Participant 1) 

Thus, hospital support for encouraging incident reporting has been stressed:  

Something has to be done, to put into their mind that, this is not kept in their personal 
file, and no action on them, this resistance has to be brought down. (Participant 2) 

Also, respondents stressed the importance of top management involvement in training 

activities. Participants believed that the show of interest by top management might have an 

impact on staffs’ motivation and participation which could result in more prioritization of 

safety related issues by members of staff. 

The need for more resources to support patient safety efforts was indicated by a number of 

respondents: 

That is why I think providing the resources is crucial for patients’ safety. (Participant 
1)  

Finally, incentives, safety star awards and safety bulletin boards were suggested as additional 

measures to create a more positive perception of top management. 

7.12.2$Communication$

In the second sub-theme, participants expressed their criticisms about the communication 

between middle and senior management as they depend mainly on quality officers to facilitate 

their actions: 

I think the effective and continuous communication between the hospital management 
and the departments management, without depending only on the communication of 
the quality officers. (Participant 1) 
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In addition, dissatisfaction about management team’s ineffective use of communication 

channels was frequently reported. Moreover, the need for effective communication channels, 

whether internal or external, to convey messages to staff was frequently mentioned by 

respondents: 

For example, if we had a risk management meeting and came up with new 
recommendation, the unit heads and the staff members must be informed with these 
recommendations as soon as possible. (Participant 1)  

The importance of effective communication on the implementation of patient safety policies 

was frequently stated: 

When all people are aware of the policy, they will speak the same language & they 
will see a common goal...so currently people are aware and this results in a higher 
implementation. (Participant 4) 

The importance of feedback and communication about changes has been repeatedly 

mentioned: 

The quality committee must discuss these things on the next morning with the 
chairman and the staff members in the departmental meeting in addition to discussing 
the feedback for this process. (Participant 4) 

7.12.3$Training$and$education$

In this sub-theme, respondents highlighted the importance of patient safety training and 

education. However, they expressed their concerns as they find it difficult to get staff to 

attend: 

It is of great difficulty to gather one unit let alone all the unit heads for a lecture. 
(Participant 1)  

Top management participation and involvement in safety related activities was recommended 

by staff. 

Suggestions on improving organisational learning were mainly focused on training and 

education of staff on reporting incidents:  
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We have tried different methods, we mentioned it many times in the incident reporting 
meeting, we gave lectures on its importance and we also gave them feedback stressing 
the fact that these reports are not simply ignored. (Participant 1) 

In addition, training and education of staff on teamwork and communication was suggested: 

We can improve communication by educating them, if no one is completed with 
knowledge and all in this world. Everyone here, everyone knows little. (Participant 6)  

7.12.4$Working$environment$

Respondents identified issues that were grouped under the working environment sub-theme.  

In this sub-theme, respondents indicated the difficulties they face when trying to carry out the 

task of educating staff about patient safety alongside their normal duties and demanded that 

their hospitals employ dedicated safety personnel to spread awareness about patient safety: 

Having somebody who does this as their main task, would make a difference… a 
dedicated person to qualifying the new comers and introducing them to patients safety 
procedures. (Participant 3) 

Respondents pointed out the need for adequate supplies and facilities. While others 

questioned the ability of staff to follow safety precautions when supplies were deficient 

There was a swine flu outbreak and infection going on at the point of them, swine flu. 
That time, two of the sisters got infected as well as their children…there should be 
some facility for the staff to, you know, at least when they take care of such very 
infectious patients. They should be having a bath from here at least and then to go 
home. (Participant 2)  

Others mentioned their workload and indicated that they needed a better work environment 

with less stress: 

The number of patients per hour. That's a massive problem for the OPD department. 
(Participant 4) 
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7.12.5$Information$technology$

In this sub-theme, respondent described their dissatisfaction with the current system of 

medical records: 

These files are a mess most of the time. To find a paper, it is so difficult and if you 
find, if you find the file of a patient who had been cared for three weeks. (Participant 
2)  

The need for an electronic medical record system has been mentioned by participants. Also, 

the need for an electronic incident reporting system has been reported: 

Electronic incident reporting system so I don't waste any time with papers. This way 
anyone can write the report and submit it timely, which is far better the manual way in 
my opinion… It's going to help a lot. (Participant 4)  

7.12.6$Policies$and$procedures$

In this sub-theme, participants highlighted the role of patient safety policies in creating a 

climate of safety for their patients. Yet, more comments showed their concerns over the 

execution of such policies:  

Decisions are indeed made, but we still need to be more serious about their execution. 
(Participant 1)  

The need for fixed policies on written and verbal communication was frequently raised by a 

number of respondents: 

A solid form of communications with fixed standards to guarantee that the data will be 
completely reported with no misunderstanding. (Participant 1) 

Language differences were reported as barriers to effective communication between staff 

members. As one respondent stated:  

Some Arabic letters are sent to units with a majority of English speakers. (Participant 
1) 
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English language is the official spoken and written language of communication in the 

Ministry of Health. Still, there is no communicated policy on the language of communication 

between staff members.  

7.13" External"factors"

This theme is related to the role of external organisational factors that contribute to the safety 

of patients including regulatory and governmental influences. The majority of respondents 

explicitly referred to the role of accreditation in pushing the patient safety agenda forward. 

Views surfaced mainly in relation to the influence of accreditation requirements on enhancing 

teamwork and communication across hospital levels: 

Is an amazing example of teamwork and self-assessment teams meetings where joined 
policies are created through team work. (Participant 4)  

One participant was critical of that influence as he clearly stated: 

At the beginning, all the staff were extremely cooperative for the sake of 
accreditation…However once we got accredited, they have gotten less serious. 
(Participant 1)  

Interestingly, participants acknowledged the value of putting pressure on their top 

management from higher authorities in the ministry. As they mentioned the need for more 

ministerial decrees and decisions that oblige staff at all levels to commit to patient safety: 

I think the ministry's interference can help. I don't want to say they should go for 
punishment and rewarding methods, but there has to committing decisions. I can't say 
in what way for sure, but there has to be. They would make a huge difference. 
(Participant 1)  

7.14" Discussion"of"interviews"

There is a growing body of literature that recognises the importance of exploring healthcare 

professionals’ perceptions of the quality and safety of healthcare settings (Clancy, 2011, 

Gallego et al., 2012, Gauld and Horsburgh, 2014, Helling et al., 2007). A range of assessment 

tools have been developed to explore various aspects of the culture of healthcare 

settings especially around patient safety (Sexton et al., 2006). The assessment of safety 
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climate within healthcare organisations is largely through the use of structured questionnaires. 

In contrast, there is much less literature about the use of qualitative methods to examine safety 

culture (Runciman et al., 2008). 

In my PhD thesis, survey findings assessed the safety climate of three public hospitals. This 

provided a snapshot of the prevailing state of safety climate (Mearns et al., 2001). Building on 

these survey findings, an additional in-depth component was achieved through semi-

structured interviews. The data derived from the interviews supported the survey findings. 

At the individual level, staff perceptions revealed concerns over their own safety and security. 

They explicitly referred to the effects of their wellbeing on patient safety. Staff safety was 

persistently reported as being overlooked. As health care workers carry a high risk of 

workplace injuries, looking after their well-being has been suggested to result in safer and 

better quality patient care (Yassi and Hancock, 2005).  Participants were critical of the 

attention given to incidents affecting patients as opposed to workers’ incidents. Also, staff 

were concerned about their own safety as they had a feeling of insecurity towards patients and 

their relatives. As argued by Flin (2007), healthcare includes risks of harm both to patients as 

well as for workers, and workers’ well-being can affect the rates of adverse events for 

patients. Thus, the effects of hospital safety culture should be examined for both patients and 

healthcare staff. Patient awareness of patient safety practices was suggested by most 

participants in order to increase patient satisfaction. Participants also highlighted the value of 

assessing patient safety in their organisations to provide a baseline measure of the current 

state of safety climate upon which further measurements can be based. Others noted the role 

of these assessment in raising the awareness of staff members about patient safety and 

initiating discussions about its importance.  

7.14.1$Teamwork$and$communication$

At the unit level, comments highlighted the importance of teamwork and communication 

between team members. The quantitative and qualitative findings agreed for the dimension 

“Teamwork within units.” The survey findings revealed that “Teamwork within units” had the 

highest percent positive response rate with 92% reflecting a positive perception of teamwork. 

Interviews revealed that respondents were positive about teamwork within their units.  
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An increasing area of research recognises the critical relationship between teamwork and 

safety in healthcare (Firth-Cozens, 2001, Firth-Cozens and Mowbray, 2001). Moreover, 

effective communication and coordination between team members are recognised as vital 

elements for improving the safety of acute medical settings (Baggs et al., 1999, Reader et al., 

2006). Healthcare organisations are multicultural and encompass an extensive variety of 

professions, teams and subgroups. Respondents highlighted that teamwork within different 

professional groups was higher than across professional groups. Leape et al. (2009) argue that 

health care professionals including doctors and nurses focus on their own performance and 

communicate with others in a fragmented and inefficient way that may lead to impediment of 
teamwork.  

Multiculturalism is a dominant feature of the healthcare system in Kuwait, as in other Gulf 

countries. The expatriate workforce comprises more than 60% of the total (Kuwait Central 

Statistical Bureau, 2014). This reflects a great reliance on workers with diverse cultural and 

linguistic backgrounds (WHO, 2014b). Concerns were expressed over the challenges that this 

poses to effective communication and collaboration between different healthcare workers. In 

the literature, cultural and language differences were highlighted as barriers to effective 

communication (Schyve, 2007). In addition, these differences were reported to compromise 

the quality and safety of health care provided to patients (Brown and Busman, 2003, 

Johnstone and Kanitsaki, 2006). Many of the concerns raised can be linked to the presence of 

cultural and language barriers between staff members.  However, comments were not 

explicitly about cultural differences. Surprisingly, the literature suffers from a lack of clarity 

regarding the influence of multiculturalism on patient safety (Almutairi et al., 2013). In a 

study by Algahtani (2015), an internationally validated tool was adopted, translated and tested 

in Saudi Arabia. A “Multicultural Workplace” dimension was added and validated to 

investigate the influence of different cultures on the work environment. The new dimension 

was found to be relevant to other valid dimensions of the tool such as teamwork, safety 

climate and job satisfaction, supporting its importance and relevance to safety in operating 

theatres. Ochieng and Price (2010) add that organisations need to demonstrate an awareness 

of cultural variation and cultural sensitivity for more effective cross-cultural communication. 

Almutairi et al. (2013) adds that cultural diversity of the healthcare workforce and cross-

cultural communication issues pose risks to patient safety. As a result, cultural competence of 

health care providers, through well-structured education programmes, becomes a necessity to 
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bridge the gap between the different cultures and languages of patients and providers to 

improve quality and safety of health care delivery.  

The need for teamwork and communication between staff members was emphasized during 

the interviews. They found that across team communication was the most demanding. 

Nembhard and Edmondson (2006) support this point as they reported that cross-disciplinary 

teamwork was difficult to carry out in practice. Salas et al. (2008a) stressed that 

communication is one of the fundamental requirements of teamwork. Additionally, (Pearson 

and Nelson, 2003) argue that effective interaction among team members can stimulate the 

formation of a strong team culture. Multicultural teams are particularly prone to 

communication problems that can impact on team cohesion (Ochieng and Price, 2010).  

It was suggested that effective communication across different staff members can be achieved 

through proper internal (emails and newsletters) and external communication channels 

(workshops and meetings). Implementation of standardised communication policies and 

measures has been stressed in the literature (Clark et al., 2009, Pronovost et al., 2003b). The 

majority of interviewees expressed concerns over the lack of formal communication policies 

leading to ineffective communication between staff members. Thus, fixed standards of cross-

cultural communication were also suggested.  

Interviewees explicitly referred to effective communication as not only sending messages but 

also ensuring that messages are received and understood by staff members. They add that 

barriers to effective communication, including handovers, could lead to staff failing to 

exchange important information about patients and ultimately affecting their safety. Concern 

over communication failures leading to inadvertent patient harm has been expressed by many 

researchers (Baker et al., 2004, Leonard et al., 2004, Lingard et al., 2004, Sutcliffe et al., 

2004). The Joint Commission on Accreditation of Healthcare Organisations reported that 60% 

of sentinel events had communication failure as the root cause (JCAHO, 2005). Interviewees 

suggested multi-disciplinary meetings and social events to strengthen communication. Team 

leadership (Burke et al., 2004, Sexton et al., 2000), implementation of protocols that support 

communication across hierarchies (Lingard et al., 2005, Pronovost et al., 2003b),  running 

meetings and team-based training (Burke et al., 2004, Undre et al., 2006) are recognised as 

effective communication strategies. A common view amongst interviewees was that this 
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improves communication flow between healthcare providers working across hospitals, and 

between management and service providers. 

7.14.2$Communication$openness$

Additionally, creating a safe environment where team members feel free to speak up if they 

have any safety issues or concerns is crucial (Leonard et al., 2004). Perceptions surfaced 

mainly in relation to staffs’ inability to voice their concerns. Such reluctance to speak up was 

attributed to the fear of negative implications that may result. The interpersonal climate in 

hospitals prevents speaking up with questions and concerns that might contribute to catching 

and correcting errors before patients are affected (Edmondson (1996). Moreover, the culture 

of medicine discourages the admission of errors by health care professionals (Edmondson, 

2004).  

Hierarchy was viewed by a number of interviewees as having a negative impact on 

communication openness between different professional groups. They reported being unable 

to raise safety concerns with their supervisors. Unfortunately, this reluctance can adversely 

affect patient care. As an example, communication failures can arise from junior team 

members being hesitant to communicate openly with senior team members because of their 

fear of seeming incompetent or being rejected (Edmondson, 1999).  

In a cross-sectional survey of ICU nurses and doctors in four UK hospitals conducted by 

Reader et al. (2007), nurses reported lower levels of communication openness between nurses 

and doctors. This was also reflected in nurses’ comments. Trainee doctors also reported lower 

levels of communication openness compared with senior doctors (Reader et al., 2007).  

Hassen and Lindenberger (1993) explain that the current system of hierarchy, with multiple 

levels of authority along strict departmental lines and departmentalized problems and 

solutions, leads to poor communication among different groups.  

Status hierarchy strongly exists in medicine, making it challenging to speak across 

professional boundaries for collaborative learning (Edmondson, 2003). Physicians have a 

strong professional identity and value their professional autonomy (Schulz and Harrison, 
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1986). According to Sexton et al. (2000), 55% of consultant surgeons were least likely to 

support flat hierarchies while 94% of cockpit staff in the airline industry advocated flat 

hierarchies. Physicians feel uncomfortable being “part of the team” rather than “the sole 

decision maker” (Parker and Wertheimer, 1997, p.451). This culture of autonomy that is 

instilled by medical training can reduce professionals’ tendencies to learn to communicate, 

collaborate and distribute authority (Nembhard and Edmondson, 2006). Additionally, 

Freidson (1974) argues that the medical profession still retains its dominance over other 

healthcare professionals despite the challenges physicians are faced with. 40 years later, his 

opinion still holds true (Manners, 2017). A number of participants were critical of doctors’ 

attitudes towards other staff members including their lack of respect for nurses’ opinions. 

This, ultimately, was perceived as leading to suppression of input from team members. As a 

result, opportunities for enhanced and collaborative learning are reduced (Edmondson, 

2002b).  

In Middle Eastern hospitals, a culture of “Medical Dominance” still affects the work 

environment and the inter-professional relationships between doctors and nurses (Alkorashy, 

2013, TCWG, 2011). Nurses often voiced their feelings of inferiority to other professional 

groups, especially doctors. Physicians tend to view nursing professionals as of a lower 

hierarchy with their main role being limited to carrying out doctors’ orders with no right to 

discuss any decisions related to the patient’s condition. This confirms previous findings in 

literature (Adamson et al., 1995, TCWG, 2011). A study conducted by Al-Enezi et al. (2009) 

in five general hospitals in Kuwait explored the factors that influence the job satisfaction of 

nurses of multicultural backgrounds. The study concluded that nurses were not appreciated by 

colleagues and had a feeling of isolation in the work environment.  

In this study, nurses demanded more empowerment and authority. Zabada et al. (1998) add 

that hospitals are hierarchical organisations by their nature and exemplify highly bureaucratic 

and authoritarian cultures that are resistant to employee empowerment.  Anecdotal 

information gathered from expatriate health care workers suggests that Kuwait’s health care 

system is physician centered and highly authoritarian. As a result, empowering employees 

opposes the nature of the Kuwaiti culture, which can be characterized as a ‘top-down 

hierarchical structure’ (Aladwani, 2002). Employee empowerment is a recognised 

management technique that will lead to a more open and collaborative culture that values its 
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employees and their views (Armellino et al., 2010). Furthermore, an empowering work 

environment for registered nurses has been linked to a safer climate (Armstrong and 

Laschinger, 2006). 

The combined findings of the survey and interviews reflect that open communication between 

health care professionals about errors is deficient. This mirrors other studies conducted in 

different Arabic hospitals where communication openness was identified as an area in need of 

improvement including Libya, Qatar, Egypt, Palestine and Jordan, (Aboul-Fotouh et al., 2012, 

Al-Ishaq, 2008, Hamdan and Saleem, 2013, Rages, 2014, Suliman, 2015). In teams where a 

leader is supportive and receptive to questions and challenges and offers greater psychological 

safety to team members (Nembhard and Edmondson, 2006), a climate of openness is created 

with errors openly reported and discussed (Edmondson, 1996, Edmondson, 2004).  

7.14.3$Organisational$learningTcontinuous$improvement$

The majority of interviewees stressed the importance of incident reporting as a valuable tool 

for organisational learning and promoting employees’ engagement in safety issues. Adverse 

events are one of the most powerful reasons for health care organisations to engage in 

organisational learning and improve patient care (Ratnapalan and Uleryk, 2014). A more 

positive patient safety culture is reported to be associated with fewer adverse events in 

hospitals (Mardon et al., 2010). Reason (1997, p.119) believed that collecting and analysing 

near misses gives “free lessons” to promote the development of defences in the system to 

protect against more serious occurrences in the future.  

However, learning from failures in health care organisations is obstructed by barriers such as 

a lack of psychological safety and a culture where errors are viewed as a sign of incompetence 

(Levinthal and March, 1993). In Kuwaiti hospitals, psychological safety is evidently lacking 

and a supportive work environment in which members feel they can question current 

practices, express concerns and disclose mistakes without suffering punishment is missing.  

Other barriers to reporting including bureaucracy, poor communication, a lack of feedback 

mechanisms, a lack of openness and a centralised authority have also been reported in the 

literature (Michael, 1973). Some discussed individual constraints that may affect staffs’ 
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reporting behaviour, such as lack of time. Also, respondents expressed their concerns 

regarding the consequences of reporting incidents. Some felt unwilling to report events in 

which they themselves may have played a significant part while others expressed concerns 

about the confidentiality of incident reports. Some felt the need for empowering staff in 

lower-status positions to allow them to speak up and encourage their participation. 

Suppressing the input of team members reduces the opportunities for organisational learning 

(Edmondson, 2002b). While others raised concerns over the feedback received based on the 

incident reports. Interviewees were critical of the lack of feedback and pointed out that this 

might lead to staff perceiving it as additional paperwork and that they will eventually lose 

interest and motivation to report further incidents. They highlighted a number of potential 

outcomes including lack of learning and sharing and failure in detecting future incidents. This 

will ultimately affect hospitals’ improvement efforts.  

7.14.4$NonTpunitive$response$to$error$

Interview findings indicated that a punitive response to error and a climate of blame and 

shame were the most likely reactions towards health care staff when patient safety problems 

were reported. Staff were concerned about their personal reputation among their colleagues 

and threats to their job security. This, in consequence, led staff to avoid reporting their own, 

or others, mistakes. They felt that this would potentially lead to under-reporting of incidents, 

loss of many learning opportunities and the failure to detect any future incidents.  

Survey results indicated that the dimension “Non-punitive response to error” was the least 

positive dimension with more than 60% of hospital staff reporting unfavourable responses. 

Non-punitive response to error was also reported to need improvement in Libya, Qatar, Saudi 

Arabia, Lebanon, Egypt, Palestine, Jordan and Oman, (Aboul-Fotouh et al., 2012, Al-Ishaq, 

2008, Al-Mandhari et al., 2014, Alahmadi, 2010, El-Jardali et al., 2010, Hamdan and Saleem, 

2013, Rages, 2014, Suliman, 2015). Internationally, USA (Sorra et al., 2014), Belgium 

(Hellings et al., 2010), Turkey (Bodur and Filiz, 2010), France (Occelli et al., 2013) and Iran 

(Arabloo et al., 2012) had similar results. Findings in the previous studies showed that health 

care workers perceived the dimension “Non-punitive response to errors” negatively in their 

work areas. They were afraid of the negative implications associated with errors including 

losing their jobs or being subject to disciplinary action by licensing boards (Alahmadi, 2010, 
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Mrayyan et al., 2007). Others reported that they faced difficulties discussing errors because of 

the risk of malpractice suits, threats to job security and the high expectations of the patients’ 

family or society (Sexton et al., 2000).  

As a result, it is the patients who are most likely to suffer in an organisational culture where 

healthcare providers are unable to speak up for fear of being punished or their careers affected 

as a result (Gauld and Horsburgh, 2014). According to Seys et al. (2013), adverse events 

within health care settings can lead to two victims; the patient and family are the first victim 

while the health care professional is classified as the second victim. Following an adverse 

event, feelings of guilt, anger and psychological distress are the most common symptoms of 

the second victim with no supportive interventions in the aftermath of adverse events, often 

resulting in them suffering in silence.  

The challenge is to shift from a “blame and shame”, “punitive culture” to a “no blame”, “just 

culture” where staff feel comfortable revealing errors while professional accountability is still 

maintained (Petschonek et al., 2013). Promoting a blame-free environment is considered a key 

approach for improving error reporting amongst staff (Arabloo et al., 2012). The focus of 

organisations should be shifted from individual accountability to the development of a 

systems based approach to reporting errors without blame (McFadden et al., 2006).  

7.14.5$Management$support$

A key strategy document on patient safety in the NHS, “An organisation with a memory”, was 

published in 2000 by the UK Department of Health (2000). It recommended that the NHS 

adopts a learning approach and creates a culture in which staff feel they can report errors, 

mistakes and adverse events without fear of retribution thus reducing the burden of the 

estimated 850,000 adverse events which occur in its hospitals each year. This requires the 

engagement and commitment of all NHS staff and the boards of NHS organisations.	   

The influence of top and middle management support in setting a context for organisational 

learning has been stressed by the majority of interviewees. To facilitate organisational 

learning, there is a need for a leadership that acknowledges failures as certain to happen and 

as a result proactively builds context-specific strategies to prevent them from happening again 
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and promotes a culture of safety for admitting and reporting errors (Christensen et al., 2000). 

A study conducted by Ginsburg et al. (2010) on 49 hospitals in Canada found that the 

organisational leadership for patient safety exerts a positive influence on organisational 

learning from patient safety incidences within hospitals. Carroll and Edmondson (2002) point 

to the importance of leadership from senior, middle management and local levels to create a 

sense of shared purpose. Senior management and executive leaders are the visionaries of the 

organisation and they set the tone for organisational learning. They must work to create an 

environment of psychological safety that encourages open communication and active 

questioning and sharing of concerns (Edmondson, 1999, Edmondson, 2004).  

While senior managers can create an organisation’s vision and strategy, without the 

commitment of middle management nothing can be implemented (Senge, 1996). Middle 

management plays a more important role in organisational learning as they serve as the bridge 

that links top management with frontline staff (Nonaka et al., 2000). They guide, encourage 

and support practical learning and help in ensuring psychological safety among staff (Conway 

and Weingart, 2005). Additionally, they have been viewed as the key to creating and 

promoting a vision and strategy for safety culture, in addition to instilling in their employees 

motivation and involvement in implementing improvement programmes at the departmental 

and individual level (Kagan and Barnoy, 2008, Ruchlin et al., 2004).  

Employees’ perceptions of the safety practices of their immediate supervisor, and employees’ 

perceptions of the general priority assigned within their organisational unit to the issue of 

safety are two commonly identified dimensions of safety climate in the literature (Flin et al., 

2000, Hofmann and Stetzer, 1998, Zohar, 2002). Katz-Navon et al. (2005) explain that 

managerial practices demonstrate to employees the degree to which their supervisor is 

committed to safety. Supervisors set the tone for safety by emphasizing certain safety-related 

activities and methods (Zohar, 2002) and their safety practices that emphasize the importance 

of safety can have a positive influence on safety performance (Barling et al., 2002, Thompson 

et al., 1998, Zohar, 2002). Managerial practices that undermine organisational safety as 

perceived by employees led to low safety performance (Katz-Navon et al., 2005). Zohar and 

Luria (2005) point out that safety behaviours are primarily determined by supervisory 

practices promoting safety while top management commitment to safety has a limited direct 

effect on worker behaviours.  
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As discussed earlier, interviewees criticised the varying degrees of priority assigned to patient 

safety between different hospital units. Some relate that to the interest and engagement of 

departmental and unit heads in safety-related activities. Zohar and Luria (2005) point out that 

top managers are responsible for most policy making and the establishment of procedures to 

enable policy implementation, whereas supervisors are concerned with the execution of these 

procedures. They argue that group-level variation in a single organisation can be attributable 

to the discretion of supervisors in implementing formal procedures associated with competing 

demands like safety versus productivity. The degree of priority given to patient safety, as 

explained by Zohar (2000), refers to employee expectations and behaviours concerning the 

balance maintained between work pace, workload, and pressures for productivity and safety. 

This balance depends on whether safety is given precedence within a unit over other 

competing demands such as speed or productivity and whether safety is part of the 

organisation’s goal-setting and reward systems (Katz-Navon et al., 2005).  They add that 

these perceptions may differ in different organisational units as a result of the unit’s group 

dynamics and its various activities. High safety priority within a unit means that safety must 

be encouraged and given priority over work speed and productivity. This, in effect, can 

potentially motivate employees to behave safely. While a low safety priority conveys that 

safety-related policies and procedures may be ignored or inadequately followed without 

consequences (Fahlbruch and Wilpert, 1999). 

Further, the literature continuously highlights the role of leadership in achieving a supportive 

(Ruchlin et al., 2004), non-punitive, just, safety culture (Cohen et al., 2008). Leape et al. 

(2009) argue that hospital chief executives must make safety a leading priority and devote the 

required resources to patient safety improvement initiatives. Also, leadership has been 

described as a critical element in the introduction of safety into healthcare settings (Ruchlin et 

al., 2004) but little research has been carried out into leadership and safety in healthcare 

settings in comparison to other industries where research into effective safety management 

has been the centre of attention for a number of years (Flin and Yule, 2004b). 

Flin and Yule (2004b) highlight the leading influence that senior management has on an 

organisation’s safety culture. They also stress the need for middle managers to be involved in 

safety and to promote open communication. Dissatisfaction was expressed among 

interviewees regarding the visibility of top and middle management, and their ineffective use 
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of communication channels. Moreover, concerns were expressed by a number of respondent 

about the cultural divide between clinical and managerial leadership which might affect 

efforts towards improving the safety of healthcare organisations.  Thus, a major challenge that 

faces hospital leaders is bringing together clinical and management professionals and aligning 

them towards a common goal (Ferlie and Shortell, 2001). 

The value of the active support and participation of both clinical and managerial leadership 

was stressed by all participants. They added that senior leadership’s willingness to participate 

in patient safety efforts sends clear indications to others that patient safety is valued and 

important. They also emphasized the need for a visible commitment to safety and effective 

and open communication channels across all levels. Dirik and Seren Intepeler (2017)  argue 

that negative perceptions of senior management can be broken down through building a 

connection between senior management and the personnel in units. This connection can be 

accomplished through forming a network that supports electronic information sharing, in 

meetings and making information sharing visits. Visits, such as safety walk rounds, have been 

stressed by a number of respondents as a mean to strengthen the awareness of staff about 

patient safety. Danielsson et al. (2015) add that leadership visits to improve patient safety 

have been found to increase the awareness and participation of staff in patient safety in 

addition to strengthening the open communication between administration and personnel.  

Many respondents stressed the importance of executing policies and procedures related to 

safety as they face difficulties with their implementation because some employees do not take 

them seriously. They add that the execution of policies and procedures requires the support of 

top and middle management. Managerial practices at both organisational and unit levels were 

frequently mentioned during the interviews. Moreover, such practices were found to be 

associated in hospital safety climate studies (Hellings et al., 2007, Smits et al., 2008). The 

execution of policies and procedures at group level gives a more truthful reflection of safety 

climate that employees refer to, when deciding which safety behaviours are more rewarding 

regarding competing goals such as production versus safety (Zohar & Luria, 2005).  

The importance of empowering personnel through involvement, motivation, and rewards has 

been mentioned by participants. Also, to improve the effectiveness of a safety management 

system and its practices in reducing accident rates and improving safety performance, 



Chapter Seven: Interviews with key stakeholders 287 

organisations should be concerned about promoting and enhancing worker engagement 

(Wachter and Yorio, 2014). An incident reporting system that allows staff to have easy access 

for reporting incidents in a confidential manner and a non-punitive approach is essential. This 

will lead to more engagement, enhanced learning and systemic improvements. Most 

participants demanded more training and education of staff in addition to increasing the 

periodicity of the risk management committees. Others recommended an electronic incident 

reporting system as an alternative to the current paper based system to increase staffs’ 

participation. 

Leaders in hospitals need to define a common vision and strategy of safety. In addition, they 

must communicate that vision across all levels of the organisation and encourage the active 

participation of different parties through strong multidisciplinary teams. Additionally, 

healthcare leaders should foster an organisational culture that promotes shared learning, 

communication openness, non-punitive culture and reward of individuals who detect serious 

mistakes (Goh et al., 2013). Moreover, organisational support structures such as providing 

training for all professional levels and knowledge of working in teams and communicating 

effectively through different channels and tools are vital. Team meetings, feedback and 

participation and training leaders on how to create an atmosphere of psychological safety 

(Edmondson, 2002a) will empower employees to take on more responsibility and become 

more proactive in safety related activities. Ratnapalan and Uleryk (2014) stated that “Safe 

patient care is facilitated by individual professional learning; inter-professional team learning 

and system based organisational learning” (p.24). Participation can be positively reinforced by 

reward and recognition systems, which emphasize the achievement of strategic goals of 

patient safety. This will support the implementation of patient safety programmes and help 

overcome staff resistance and ensure their participation.  

7.14.6$External$factors$

The influence of accreditation has been recognised by respondents as facilitating managers’ 

support and involvement in patient safety. Rasmussen (2000) recognises the influence of 

regulatory and governmental agencies in setting institutions’ priorities through legislation and 

policy. The role of contributing external factors, such as regulatory and governmental 

pressure, to safety of care was frequently mentioned by interviewees  as well as being 
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highlighted in the literature (Carayon, 2011). Improvement efforts can be greatly enhanced, as 

some respondents stressed, by the involvement of the MOH in exerting pressure over 

hospitals’ management. 

7.14.7$Hospital$C$

It was evident that the overall perceptions of Hospital C’s health care staff were more positive 

in all safety climate dimensions than the staff of the other two hospitals as previously 

discussed in Chapter six. This could be due to many reasons including the influence of a 

strong and visible leadership, including the top and middle management, on patient safety 

issues. Interviewees reported an open communication about safety issues and concerns across 

all levels and the constant feedback about changes that take place as a result. Other reasons 

may be attributed to Hospital C being a specialist hospital that is involved in the National 

Accreditation Programme and received accreditation with excellence with highly qualified 

staff.  The hospital also has an ongoing safety training programme and many quality 

improvement initiatives. This may greatly impact on the perceptions of staff regarding patient 

safety. Additionally, the hospital is smaller in size compared to the other two hospitals which 

may result in better perceptions of patient safety climate amongst staff (El-Jardali, 2003, 

Nordin et al., 2013).  

In summary, our results reinforce Zohar’s multilevel model of safety climate. Zohar and Luria 

(2005) reveal the global alignment of organisation-level and group-level climates, and that the 

effect of organisation climate on safety behaviour is entirely mediated by group climate level.  

7.15" Strengths"and"limitations""

Interviews were employed as a complementary approach to draw a more universal picture of 

the safety culture in Kuwait’s public hospitals. This study provided valuable insights into the 

survey findings and revealed various aspects of safety culture at different organisational 

levels. The interview process covered three phases; the pre-interview phase, the interviews 

and post interview discussions. The pre-interview phase aimed to encourage respondents to 

talk about patient safety to build rapport and help the interviewees to open up. While the post 

interview discussions aimed to seek interviewees perceptions about the broader picture of 
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safety culture in Kuwaiti hospitals. This was reflected in the findings as they covered most of 

the common safety constructs mentioned in the literature as well as in the HSOPSC tool. As a 

result, the findings might inform practice and policy in other contexts.  

This study had a number of challenges such as time available for conducting the interviews 

and the number of interviewees. The reason for the small number of participants was the 

researcher’s limited time frame in addition to key informants’ time restrictions and work 

pressures. Participation was on a voluntary basis. This is a potential limitation as the 

interviewees might represent staff members interested in discussing safety related issues in 

addition to being part of risk management committees with direct involvement in safety 

related activities. Also, the sample was composed of non-Kuwaiti participants. Therefore, it 

might not represent the range of views of health care staff in Kuwaiti public hospitals. These 

limitations may affect the generalizability of the findings to other public and private hospitals.  

Despite the researcher’s efforts to explain the nature of her research and to ensure the 

confidentiality of the data and her independence from the MOH, it might be argued that being 

a Kuwaiti, could have had an influence on non-Kuwaiti interviewees with regard to openness 

and the depth of information provided. Interviewees’ open communication about sensitive 

topics, the in-depth information provided and their voluntary participation suggests that this 

effect was minimal.  

The interview agenda was based on the results of the safety climate survey. Another limitation 

might be the possible priming effect (Tulving and Schacter, 1990) of those results on the 

overall findings of the interviews. Nevertheless, since the main purpose of the interviews was 

to get a deeper understanding of the survey results, it was important to include them in the 

interview schedule. The overall findings of the interviews clearly show that interviewees were 

not limited in their discussions to those items identified from the survey but commented on 

various safety related issues at different organisational levels. 

An additional limitation is that the interview was conducted in English. All interviewees 

speak English as a second language. This could be a limiting factor in fully expressing their 

perceptions although in most instances the interviewee asked the researcher if they could 

explain what they meant in Arabic or they would shift between both languages when they 
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faced a difficulty in expressing what they meant in English. They were given the freedom to 

do that without any interruption. Those sections in Arabic were translated to English during 

the transcription process. 

Despite the above limitations, this study provided a deeper understanding of safety culture in 

public hospitals in Kuwait and improved interpretation of the survey findings.  

7.16" Conclusion"

My PhD thesis stresses the critical role that management commitment to safety, both at 

organisational and unit levels, has on safety-related outcomes. This support can be achieved 

through creating a shared vision and an urgency for change, maintaining open and effective 

communication within and across teams, educating personnel, adopting a non-punitive 

approach to reporting healthcare errors and providing adequate resources to support patient 

safety. Also, individual and organisational factors including teamwork, communication and 

respect between team members, and speaking up were the main issues discussed by 

participants as directly affecting patient safety.  

In conclusion, the data obtained from this study supports the multilevel conceptualization of 

safety culture. 

7.17" Summary"

In summary, main issues arising from survey findings were further investigated with key 

personnel. This also included the potential usefulness of the survey approach as an 

improvement strategy in addition to identifying their views about facilitators and barriers that 

might affect patient safety in Kuwaiti hospitals. The interviews provide rich insight into 

employees perceptions of safety in their work areas and highlighted four main themes that 

reflected different organisational levels including individual, unit and hospital levels in 

addition to external organisational factors. The role of management commitment to safety, 

both at hospital and unit levels, was greatly stressed in relation to safety outcomes. 
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8" Chapter"Eight:"General"Discussion"and"Conclusions"

8.1" Introduction"

The primary aim of this thesis was to investigate patient safety climate in Kuwaiti public 

hospitals. This chapter has five main parts. Firstly, a review of the main research findings in 

relation to current literature will cover five sub-sections. The first section will cover the key 

findings from the systematic review (Chapter Four). The second will review the psychometric 

assessment of the HSOPSC tool (Chapter five). The third will discuss the findings of the 

cross-sectional survey conducted using the HSOPSC tool (Chapter Six) The final section will 

discuss the findings of the interview study (Chapter Seven). Secondly, strengths and 

limitations of this thesis will be examined. Thirdly, the theoretical and practical implications 

of the emerging findings will be considered. Fourthly, directions for future research will be 

recommended including a model of safety that is proposed based on the existing knowledge 

base and the current research findings. Finally, conclusions and recommendations will be 

presented. 

8.2" Main"research"findings"

This study aimed to assess the patient safety climate in Kuwait’s Public Hospitals. The main 

objectives of the study were:  

1.( To identify a potentially suitable safety climate tool to be employed in my PhD thesis.  

2.( To test the psychometric properties of the identified tool in a sample of Kuwaiti public 

hospitals. 

3.( To provide a measure of the prevailing safety climate in Kuwaiti public hospitals.  

4.( To explore with key stakeholders the main findings of the safety climate survey and 

identify the potential barriers and facilitators to safety improvement initiatives in 

Kuwaiti public hospitals.  

A systematic review of the literature was completed and a suitable safety climate tool was 

identified, its psychometric properties were tested and an optimum model of the HSOPSC for 

assessing safety climate in a Kuwaiti context was developed. Using the same data set, an 
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examination of the current state of safety climate was undertaken. Interviews complemented 

the results of the safety climate survey. Based on the overall findings, a theoretical model 

informing a systems approach to improving safety culture theory and research is proposed for 

future research. 

8.3" Identifying"a"suitable"safety"climate"tool"(systematic"review"findings)"

A systematic review of questionnaire studies designed to measure safety climate in acute 

hospital settings was undertaken. An assessment of the reported psychometric properties 

(content validity, criterion validity, construct validity and internal reliability) of the identified 

tools was performed in addition to reviewing other characteristics including reported safety 

climate dimensions and theoretical basis. The methodological quality of included studies was 

assessed. A number of questionnaires, designed to assess healthcare workers’ perceptions of 

different aspects of safety climate in hospitals, were identified through the different stages of 

the review process. Detailed inspection of these tools revealed substantial variation in the 

concepts of safety culture and climate, their associated dimensions and amount of evidence 

about their theoretical basis. The methodological rigour associated with the design of the 

identified measures and the standard reporting of their psychometric properties was shown to 

be variable.  

Epistemological and theoretical roots that underlie the development of tools were overlooked 

by researchers (Halligan and Zecevic, 2011) with more emphasis on measurement rather than 

more conceptual advancement (Palmieri, 2010). A substantial degree of inconsistency in the 

theoretical basis of tools used in industry and in healthcare has been clearly noted in the 

literature. Lack of a “unified theoretical foundation” has been suggested for the inconsistency 

owing to the diversity of industrial settings studied (Flin, 2007, p.658).  

None of the reviewed tools offered a satisfactory explanation about their guiding theoretical 

framework nor do they clearly outline the proposed relationships between safety climate and 

safety outcomes. The theoretical basis of some of the reviewed tools was derived from 

industrial settings with different organisational structures and cultures than healthcare 

organisations. As a result, evidence on the construct validity of identified tools is 

questionable. This makes it difficult to evaluate how well questionnaires actually measure 
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safety climate and limit the effective use of their findings for organisational learning and 

improvement purposes (Halligan and Zecevic, 2011, Reiman et al., 2013). 

The wide range of dimensions incorporated into safety climate surveys has been attributed to 

the absence of clarity in defining the constructs of safety culture and climate in addition to 

that of patient safety culture (Ginsburg et al., 2013). Despite that, consistency regarding 

thematic areas was high. Seven dimensions were addressed by the majority of reviewed tools 

including: top management support, safety systems, safety attitudes and behaviours of staff, 

reporting incidents, communication openness, organisational learning and teamwork. Our 

findings confirm that common dimensions including communication, teamwork and 

leadership support for patient safety might be regarded as “core dimensions” of patient safety 

culture (Singla et al., 2006). Still, the literature fails to acknowledge the influence of local 

cultural factors on safety climate. The impact of the physical environment of a hospital 

facility, including its technology and equipment was also overlooked in the design of safety 

climate tools (Carayon et al., 2006). 

Thorough scientific approaches should be followed when developing or adapting safety 

climate tools, to ensure tools’ applicability, reliability and validity (Manser et al., 2016). 

Failure to do so may be responsible for the inconsistent findings in literature (Colla et al., 

2005, Flin et al., 2000, Guldenmund, 2000, Palmieri, 2010). Thus, establishing the 

psychometric properties of safety climate tools has been greatly stressed by researchers (Colla 

et al., 2005, Flin, 2007, Flin et al., 2006, Nieva and Sorra, 2003). However, studies still lack 

the proper reporting of psychometric properties (Colla et al., 2005, Flin, 2007, Flin et al., 

2006, Nieva and Sorra, 2003) with considerable variation regarding methods and standards 

applied in the reporting process (Manser et al., 2016). This discrepancy could be attributed to 

lack of methodological rigor and resources required to appropriately develop and 

psychometrically assess safety climate tools (Singla et al., 2006). The numbers of identified 

tools that did not meet the inclusion criteria reflects this and show that many tools exist to 

measure safety climate in healthcare, but methodological challenges limit their use as 

appropriate measures.  

The contextual specificity of the construct of safety culture (Coyle et al., 1995) reveals the 

need for further investigations, including appropriate validation, of safety climate tools before 
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extending their use in different contexts (Manser et al., 2016). This was evident in a number 

of reported adaptations of a safety climate tool used in different contexts (Haugen et al., 2010, 

Nie et al., 2013, Perneger et al., 2014, Waterson et al., 2010, Zhu et al., 2014) where they 

performed less well than the original tool. Psychometric assessment cannot fully characterize 

safety climate tools. Other methods, including cognitive testing, provide additional 

information (Singla et al., 2006).  

A number of comprehensive reviews of safety climate tools in healthcare showed that the 

HSOPSC and SAQ were repeatedly recommended by researchers (Flin et al., 2006, Halligan 

and Zecevic, 2011, Jackson et al., 2010, Singla et al., 2006). Results of our systematic review 

seem to mirror the findings of previous studies. Three out of five included studies (Sexton et 

al., 2006, Sorra and Dyer, 2010, Vogus and Sutcliffe, 2007) were rated as ‘good’ quality 

papers and their tools, including HSOPSC, SAQ and SOS, reported robust psychometric 

properties. HSOPSC was finally chosen as the most appropriate tool for our study. Given the 

workload, time limitations and availability of healthcare staff, the length of the HSOPSC tool 

and its potential impact on survey completion rates should be considered.  

8.4" Conducting"psychometric"assessment"of"the"HSOPSC"tool"in"Kuwait"

The HSOPSC questionnaire was used to collect data for two purposes. Firstly, to examine the 

psychometric properties of HSOPSC in a Kuwaiti context. Secondly, to assess the current 

state of safety climate in the selected hospitals. A modified version of the HSOPSC was used 

to conduct the survey using a sample of healthcare staff (n=1,511) with an 87% (n=1,310) 

response rate.  

Psychometric assessment involved three main phases. The first phase investigated the 

suitability of the original HSOPSC 12 factor model for Kuwaiti data. The second phase 

examined whether an alternative factor model would fit the Kuwaiti data better. The third and 

final phase involved CFA and reliability analysis to test the fit of the alternative model. Next, 

the suitability of the original HSOPSC 12 factor model for the Kuwaiti data was examined.  
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8.4.1$ Testing$the$original$model$

Using CFA and reliability analysis, the suitability of the original HSOPSC model for Kuwaiti 

data was tested using the whole sample (Sorra and Nieva, 2004). Results revealed an 

unsatisfactory fit of the original HSOPSC model for Kuwaiti data. Different international 

studies (Alonazi, 2011, Najjar et al., 2013a, Pfeiffer and Manser, 2010, Waterson et al., 2010) 

reported similar findings. The majority of dimensions reported a lower internal consistency 

for the Kuwaiti data compared to the USA data. Similar results were also reported in other 

international studies (Alonazi, 2011, Bodur and Filiz, 2010, Famolaro et al., 2016, Najjar et 

al., 2013a, Sarac et al., 2010, Sorra and Nieva, 2004, Waterson et al., 2010).  

8.4.2$ Developing$an$optimal$model$

An EFA in addition to CFA and reliability analysis were used to investigate an alternative 

factor structure which might be more appropriate for the Kuwaiti context. Investigation of all 

possible solutions was undertaken. An optimal eight-factor model with 22 safety climate 

items was identified. The optimal model of my PhD thesis is in line with other international 

studies (Alonazi, 2011, Waterson et al., 2010). Four dimensions were either dropped or 

merged with other factors into a single dimension. In my PhD thesis, the same dimensions 

reported low reliability using the original HSOPSC in addition to other international studies 

(Alonazi, 2011, Saraç, 2011, Waterson et al., 2010).  

The optimal model of my PhD thesis was confirmed using CFA with good model fit indices. 

This was consistent with the CFA results of the USA (Sorra and Nieva, 2004), Saudi Arabia 

(Alonazi, 2011), Palestine (Najjar et al., 2013a), UK (Waterson et al., 2010) and Scotland 

(Sarac et al., 2011) optimal models. Additionally, reliability analysis was performed using the 

whole sample with Cronbach’s Alpha value reported to be ≥ 0.60 for all factors. Therefore, 

the internal consistency was acceptable for the 8 Factors solution.   

8.4.2.1& Optimal&factor&models&

Different factor structures were identified as optimal models in different countries including 

UK (Waterson et al., 2010), Turkey (Bodur and Filiz, 2010), Saudi Arabia (Alonazi, 2011), 
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Palestine (Najjar et al., 2013a), Belgium (Smits et al., 2008) and Switzerland (Pfeiffer and 

Manser, 2010). This discrepancy in results can be attributed to many factors including 

different survey methods and various psychometric techniques used in addition to the many 

modifications made to adapt the original tool to different healthcare settings (Sarac et al., 

2011). Neglect of crucial elements, including context, processes and actors involved, when 

attempting to adapt an instrument in a different setting might lead to conflicting results and 

might weaken the validity of the instrument (Hedsköld et al., 2013).  

A number of dimensions seem to be common among optimal factor models across different 

countries. Table 56 shows the factor structure of the optimal model of my PhD thesis 

compared with optimal models that were developed in Saudi Arabia, Palestine, England, 

Scotland, Netherlands, Turkey and Switzerland in addition to the original USA HSOPSC 

questionnaire (Sorra and Nieva, 2004). This comparison is aimed at identifying a common set 

of patient safety culture dimensions across different countries.  
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Table 56: Dimensions of HSOPSC for USA (US), Kuwait (KWT), Saudi Arabia (SA), Palestine (PAL), England (ENG), Scotland 
(SCO), Netherlands (NL), Switzerland (Swiss) and Turkey (TUR) factor models 

HSOPSC 

Dimensions 

 

US 

(Sorra 

and 

Nieva, 

2004) 

KWT SA 

(Alonazi, 

2011) 

PAL 

(Najjar et al., 

2013a) 

ENG 

(Waterson 

et al., 

2010) 

SCO 

(Saraç, 2011) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur and 

Filiz, 2010) 

SWISS 

(Pfeiffer and 

Manser, 2010) 

Supervisor/manager 

expectations and 

actions promoting 

safety  

√ √ √ √ √ √ - - √ 

Organisational 

learning— 

continuous 

improvement  

√ - √ √ - √ √ √ √  

With 

Teamwork 

within units 

Teamwork within 

hospital units  

√ √ √ √ √ √ √ √ - 
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HSOPSC 

Dimensions 

 

US 

(Sorra 

and 

Nieva, 

2004) 

KWT SA 

(Alonazi, 

2011) 

PAL 

(Najjar et al., 

2013a) 

ENG 

(Waterson 

et al., 

2010) 

SCO 

(Saraç, 2011) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur and 

Filiz, 2010) 

SWISS 

(Pfeiffer and 

Manser, 2010) 

Communication 

openness  

 

√ √ √ - √ - √ √ - 

Feedback and 

communication 

about error  

√ - - √  

With 

Communication 

Openness 

√ √  

With 

Communication 

Openness 

√  

With 

Organisational 

learning— 

continuous 

improvement 

√ With 

Supervisor 

expectations 

and actions 

promoting 

patient 

safety  

√  

With 

Communication 

Openness 
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HSOPSC 

Dimensions 

 

US 

(Sorra 

and 

Nieva, 

2004) 

KWT SA 

(Alonazi, 

2011) 

PAL 

(Najjar et al., 

2013a) 

ENG 

(Waterson 

et al., 

2010) 

SCO 

(Saraç, 2011) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur and 

Filiz, 2010) 

SWISS 

(Pfeiffer and 

Manser, 2010) 

Non-punitive 

response to error  

 

√ √ √ √ √ √ √ √ √ 

Staffing  √ - √ √ - - √ √ - 

Hospital 

management 

support for patient 

safety 

 

√ √ - √ - √ √ √  

With 

Teamwork 

across units 

√  
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HSOPSC 

Dimensions 

 

US 

(Sorra 

and 

Nieva, 

2004) 

KWT SA 

(Alonazi, 

2011) 

PAL 

(Najjar et al., 

2013a) 

ENG 

(Waterson 

et al., 

2010) 

SCO 

(Saraç, 2011) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur and 

Filiz, 2010) 

SWISS 

(Pfeiffer and 

Manser, 2010) 

Teamwork across 

hospital units  

 

√ √ - √ √ √ √ - - 

Hospital handoffs 

and transitions  

 

√ √ √ √ √ √ √ √ √  

With 

Teamwork 

across units 

Frequency of 

incident reporting  

 

√ √ √ √ √ √ √ √ √ 
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HSOPSC 

Dimensions 

 

US 

(Sorra 

and 

Nieva, 

2004) 

KWT SA 

(Alonazi, 

2011) 

PAL 

(Najjar et al., 

2013a) 

ENG 

(Waterson 

et al., 

2010) 

SCO 

(Saraç, 2011) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur and 

Filiz, 2010) 

SWISS 

(Pfeiffer and 

Manser, 2010) 

Overall perceptions 

of patient safety  

√ - - √ √  

With 

Staffing 

√  

With Staffing 

√ √ √  

With Staffing 

Number of optimal 

model factors 

12 8 8 11 9 10 11 10 8 
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Six studies reported different dimensions combined into one dimension. A significant degree 

of overlap in the content of the safety culture dimensions exists. As a result, included items in 

certain dimensions tend to load onto differently labeled dimensions. “Feedback and 

communication about error” and “Communication openness” were grouped into one 

dimension in the Palestinian, Swiss and Scottish studies respectively (Najjar et al., 2013a, 

Pfeiffer and Manser, 2010, Saraç, 2011). This result is expected. Both dimensions are closely 

related. Feedback and communication with staff about errors and discussing ways to prevent 

them are linked to allowing staff to freely speak up, if they see something that might 

negatively affect patient care. “Feedback and communication about error” also combined into 

one dimension with “Organisational learning – continuous improvement” in the Dutch study 

(Smits et al., 2008). The same result is also expected since both dimensions are related and, as 

a result, items load on the same dimension. Feedback and communication with staff about 

errors and improvements and changes that are implemented based on errors are connected. 

Smits et al. (2008) argues that both dimensions might have merged in the original study if a 

factor extraction was forced at 11 factors. “Feedback and communication about error” also 

combined “Supervisors’/Managers’ expectations and actions promoting safety” in the Turkish 

study (Bodur and Filiz, 2010). Feedback and communication with staff about errors and 

improvements that take place as a result of errors and actions of Supervisors’/Managers’ that 

promote patient safety are interlinked thus it is not surprising that items loaded on one factor 

in this study. 

“Staffing” and “Overall perceptions of patient safety” were grouped as one dimension in the 

UK (Waterson et al., 2010), Swiss (Pfeiffer and Manser, 2010) and Scottish study (Sarac et 

al., 2011).  

The dimension of “Organisational learning—Continuous improvement” merged with 

“Teamwork within units” while “Handoffs and transitions” merged with “Teamwork across 

units” in the Swiss study (Pfeiffer and Manser, 2010). Pfeiffer and Manser (2010) recommend 

further investigation about whether “Handoffs and transitions” dimension should be 
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considered as an aspect of the dimension “Teamwork across units” as they show high 

intercorrelations in addition to loading on the same factor. 

“Teamwork across units” and “Management Support for Patient Safety” were merged into 

one dimension in  the Turkish study (Bodur and Filiz, 2010). 

It should be noted that there are a number of common dimensions that were emerging rather 

consistently across international settings despite the lack of confirmation of the original factor 

structure of the HSOPSC in numerous studies. Those dimensions include:  

•! Hospital management support for patient safety  

•! Supervisor expectation and action promoting patient safety. 

•! Teamwork within units.  

•! Teamwork across units.  

•! Handoffs and transitions.  

•! Non-punitive response to error. ��  

•! Frequency of event reported. � 

•! Communication openness.  

•! Organisational learning—Continuous improvement  

Table 57 shows the item composition of each factor of the optimal model of my PhD thesis 

compared with optimal models that were developed in Saudi Arabia, Palestine, England, 

Netherlands, Turkey and Switzerland in addition to the original USA HSOPSC questionnaire 

(Sorra and Nieva, 2004). This comparison is aimed at identifying a common set of patient 

safety climate items across different countries. 
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Table 57: Item composition of dimensions of HSOPSC for USA (US), Kuwait (KWT), Saudi Arabia (SA), Palestine (PAL), 
England (ENG), Netherlands (NL), Switzerland (Swiss) and Turkey (TUR) factor models 

HSOPSC Factors USA 

(Sorra and 

Nieva, 2004) 

Kuwait SA 

(Alonazi, 

2011) 

ENG 

(Waterson et 

al., 2010) 

PAL 

(Najjar et al., 

2013a) 

SWISS 

(Pfeiffer and 

Manser, 

2010) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur 

and 

Filiz, 

2010) 

Supervisor/Manager 

Expectations and 

Actions Promoting 

Patient Safety 

B1-B2-B3-

B4 

B1-B2 B1-B2 B1-B2 B1-B2-B3-

B4 

B1-B2-B3-

B4 

B1-B2-B3-

B4 

‡ 

Frequency of Events 

Reported 

E1-E2-E3* E1-E2-E3 E1-E2-E3 E1-E2-E3 E1-E2-E3 E1-E2-E3 E1-E2-E3 E1-

E2-E3 

Handoffs and 

Transitions 

D3-D5-D7-

D11* 

D3-D5- D7- 

D6** 

D5- D7-

D11- 

D6** 

D3-D5-D7-

D11 

D3-D5-D7-

D11 

‡ D5 -D11 D3-

D5-

D7-

D11 
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HSOPSC Factors USA 

(Sorra and 

Nieva, 2004) 

Kuwait SA 

(Alonazi, 

2011) 

ENG 

(Waterson et 

al., 2010) 

PAL 

(Najjar et al., 

2013a) 

SWISS 

(Pfeiffer and 

Manser, 

2010) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur 

and 

Filiz, 

2010) 

Non-punitive 

Response to Errors 

A8-A12-

A16 

A8-A12-

A16 

A8-A12-

A16 

A8-A16 A8-A12-

A16 

A8-A12-

A16 

A8-A12-

A16 

A8-

A12-

A16 

Teamwork Across 

Units 

D2-D4-D6-

D10* 

D2-D4 - D2-D4-D6-

D10 

D2-D4-D6-

D10 

D2-D4-D6-

D10-D3**-

D7** 

D2-D4-D10- 

D3**-D7** 

‡ 

Teamwork Within 

Units 

A1-A3-A4-

A11 

A1-A3-A4 A1-A3-A4 A1-A3-A4 A1-A3-A4-

A11 

A1-A3-A4- 

A6-A9-

A13‡ 

A1-A3-A4-

A11 

A1-

A3-

A4-

A11 
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HSOPSC Factors USA 

(Sorra and 

Nieva, 2004) 

Kuwait SA 

(Alonazi, 

2011) 

ENG 

(Waterson et 

al., 2010) 

PAL 

(Najjar et al., 

2013a) 

SWISS 

(Pfeiffer and 

Manser, 

2010) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur 

and 

Filiz, 

2010) 

Communication 

Openness 

C2-C4-C6 C2-C4-C6 C2-C4 C2-C4-C6 C2-C4- 

C3-C5‡ 

‡ C2-C4-C6 C2-

C4-C6 

Management 

Support for Patient 

Safety 

D1-D8-D9* D1-D8 - - D1-D8-D9 D1-D8-D9 D1-D8-D9 D1-

D8-D9 

Organisational 

learning— 

continuous 

improvement 

A6-A9-A13 - A6-A9-A13- 

D8** 

- A6-A9-A13 ‡ ‡ A6-

A9-

A13 
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HSOPSC Factors USA 

(Sorra and 

Nieva, 2004) 

Kuwait SA 

(Alonazi, 

2011) 

ENG 

(Waterson et 

al., 2010) 

PAL 

(Najjar et al., 

2013a) 

SWISS 

(Pfeiffer and 

Manser, 

2010) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur 

and 

Filiz, 

2010) 

Feedback and 

communication 

about error 

 

C1-C3-C5 - - C1-C3-C5 ‡ C1-C3-C5- 

 C2-C4-C6‡ 

C1-C3-C5 

 A6-A9-A13 

C1-

C3-

C5- 

 B1-

B2-

B3-

B4‡ 

 

Staffing A2-A5-A7-

A14 

- A5-A7 A2-A14- 

A10-A17‡ 

A2-A5-A14 A2-A5-A14 

 -A10-A17-

A18‡ 

A2-A5-A7 A2-

A5-
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HSOPSC Factors USA 

(Sorra and 

Nieva, 2004) 

Kuwait SA 

(Alonazi, 

2011) 

ENG 

(Waterson et 

al., 2010) 

PAL 

(Najjar et al., 

2013a) 

SWISS 

(Pfeiffer and 

Manser, 

2010) 

NL 

(Smits et al., 

2008) 

TUR 

(Bodur 

and 

Filiz, 

2010) 

A7-

A14 

Overall perceptions 

of safety 

A10-A15-

A17-A18 

- - ‡ A15-A17-

A18 

‡ A10-A17-

A18-A14** 

A10-

A15-

A17-

A18 

No of factors 12 8 8 9 11 8 11 10 

*For comparison reasons, items with the letter F have been changed to letter D and items with the letter D have been changed to letter E as the modified version used in 
our study, ‡ denotes a merged dimension, ** denotes a moved item from  a different dimension
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As shown in Table 57, different adaptations of the HSOPSC did not confirm the original 

factor structure of the HSOPSC (Sorra and Nieva, 2004). Still, some dimensions corresponded 

to the ones proposed in the original HSOPSC model and items were repeated across the 

different studies. It should be noted that not all studies reported their optimum factor model 

structure. As a result, this created a difficulty in identifying the structure of the common 

dimensions across different countries 

8.5$ Using$the$HSOPSC$tool$for$safety$climate$assessment$

This phase of the study involved an assessment of the prevailing state of safety climate in 

three public hospitals in Kuwait using the HSOPSC survey data. The majority of survey 

respondents were from medical, surgical and pediatric units (55%, n=718) and were nurses 

(60%, n=754) females (63%, n=808) and Non-Kuwaitis (91%, n=1168). The sample was 

relatively young as the majority of participants (82%, n=1060) were between 25-44 years of 

age. Of those who returned the survey, 11% (n=145) responded to the open-ended comments 

section about patient safety, error, or incident reporting. 

The dimensions “Teamwork within units” (84%), “Organisational learning-continuous 

improvement” (82%), “Supervisors’/Managers’ expectations and actions promoting safety” 

(77%) and “Management support for patient safety” (74%) were identified as strongly 

positive areas for the three hospitals. The potential positive impact of the National 

Accreditation Programme on safety climate in the three hospitals has been considered. The 

accreditation process has been highlighted as an effective framework for the introduction of 

change (Pomey et al., 2010). Kuwait is one of the first countries in the Gulf region to 

implement a hospital accreditation programme. Hospitals invested greatly to complete 

accreditation cycles. Preparations for accreditation were mostly conducted by self-assessment 

teams that were specifically formed for the accreditation process. This created the opportunity 

for staff from different work areas, specialities, professional groups and sites to communicate 

and work to overcome their differences as being part of one organisation. Employee opinions, 
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engagement and satisfaction was sought. Involvement in quality and safety activities and 

programmes was encouraged. There was a significant shift to safer procedures and practices 

for patients as well as employees. Explicit commitment from top and middle management was 

mandated through “leadership” standards. Organisational learning has been promoted through 

training and education programmes and effective communication channels that encouraged 

efficient flow of information throughout the organisation. The introduction of healthcare 

standards, through an accreditation programme, has been reported to result in improved 

perceptions of teamwork and participation in decision making (Salmon et al., 2003). 

Improvements in the organisational working environment were also reported (Aiken et al., 

2008). In a multicultural, multi-language university hospital in Saudi Arabia, accreditation 

was reported to result in improved perception of the quality of patient care and patient safety 

and promoted good safety practices (Al-Awa et al., 2012, Al-Awa et al., 2011). Furthermore, 

accreditation was viewed as an effective intervention to push efforts to reduce healthcare 

errors (Hosford, 2008). Greenfield et al. (2012) argues that healthcare accreditation standards 

are promoted as an essential means of improving clinical practice and organisational 

performance. However, there is a lack of robust empirical evidence investigating impacts of 

healthcare accreditation standards and more research is needed.  

The dimensions “Non-punitive response to error” (34%), “Communication openness” (47%) 

and “Frequency of event reporting” (50%) were identified as areas in need of improvement. 

These findings suggest that the reporting climate in Kuwaiti hospitals is a major concern for 

healthcare workers. Correlations between “Frequency of events reported” and “Non-punitive 

response to error” and “Communication openness” were found to be lower compared to other 

scales. This may reflect the current state of safety climate of contradicting messages. A 

predominant culture of blame, fear of reprisals and lack of openness in relation to patient 

safety exists, while reporting errors is a rhetoric that is stressed through different channels of 

communication. The results illustrate the internal struggle that hospital staff have between 

their wish to report errors and the predominant culture of blame and shame. Lack of feedback 

after reporting incidents was another concern that was raised. Such unfavourable cultural and 

organisational factors prevent healthcare environments from creating an open climate for 



Chapter Eight: General Discussion and Conclusions                                                                                     311 

 

reporting and may lead to underreporting of adverse events. Healthcare organisations in 

Kuwait must acknowledge human vulnerability while fostering a non-punitive and learning 

culture. Employees must feel confident to openly discuss, report and learn from errors. 

Moving away from a punitive approach to errors should be balanced with individual 

accountability. Strictly punitive or non-punitive approaches to safety are associated with 

negative consequences (Petschonek et al., 2013). A growing support for embracing a just 

culture is viewed as an appropriate response that strikes a balance between the two 

approaches (Vogelsmeier et al., 2010). Just culture stresses shared accountability between 

leaders and staff to support the disclosure of error and organisational learning from mistakes 

(Singer et al., 2009b). Current approaches to just culture argue for a sharp line between 

acceptable and unacceptable behaviours while Dekker (2009) highlights that the critical 

question is not where to draw the line, but who gets to draw it.  

 Managers must approach incidents effectively with timely feedback and use data 

appropriately to modify policy and practice. Providing feedback and communicating about 

errors and safety concerns was positively related to the frequency of event reporting. A 

similar finding was reported in a number of international studies including Swedish (Nordin et 

al., 2013), Norway (Ballangrud et al., 2012), Scottish (Saraç, 2011), Lebanese (El-Jardali et 

al., 2011) and German (Pfeiffer and Manser, 2010) studies.  

In comparison to international studies, the dimensions “Teamwork within units” and 

“Organisational learning-continuous improvement” received the highest positive response 

rates while the dimension “Non-punitive response to error” received the lowest rate of 

positive responses across six countries, including the USA (Famolaro et al., 2016), Oman (Al-

Mandhari et al., 2014), Lebanon (El-Jardali et al., 2010), Saudi Arabia (Alahmadi, 2010) and 

Palestine (Hamdan and Saleem, 2013). Two additional dimensions, “Communication 

openness” and “Frequency of events reported”, were lower in Kuwaiti hospitals compared to 

US hospitals. Other hospitals reported similar results (Al-Mandhari et al., 2014, El-Jardali et 

al., 2010, Hamdan and Saleem, 2013). This confirms our results and adds to the construct 

validity of the tool.  



Chapter Eight: General Discussion and Conclusions                                                                                     312 

 

A better understanding of the differences between hospitals’ professional groups, work areas 

and sites can help in the design and implementation of more effective safety programmes and 

targeted interventions. Nurses were found to be more inclined to report their errors than other 

healthcare professionals including physicians. They were, however, less inclined to openly 

discuss safety issues and concerns. Since most nurses come from ethnic minority populations, 

this observation might be linked to their fear of the negative repercussions that may result 

from raising safety concerns to their coworkers. Nonetheless, they felt more protected when 

they anonymously report incidents.  

A significant observation is the high positive response rate to “Hospital management support” 

and “Supervisors’/managers’ expectations and actions promoting patient safety” despite the 

low positive response to “Non-punitive response to error” and “Frequency of events 

reported.” This might indicate that staff still feel supported by their managers and supervisors 

despite the presence of a punitive environment. It might also indicate that incident reporting is 

overlooked by top and middle managers in the three hospitals. It is also reflected in the 

outcome measure “Number of incidents reported” as it shows that 74% of respondents 

reported two incidents or less in the past year.  

Physicians were less positive than nurses on a number of dimensions including hospital 

management’s commitment to safety. This indicates that physicians acknowledge the need for 

improvement strategies.  

Management’s commitment to safety is a key factor affecting the success of an organisation’s 

safety programmes (Zohar, 1980). Zohar’s Multilevel Model of Safety Climate highlights the 

influence of managerial commitment at different levels of the organisation on staffs 

perceptions about priority given to safety (Zohar, 2000, Zohar and Luria, 2005). This 

commitment can be manifested through management participation in safety committees, 

establishing written safety procedures and policies, training programmes and consideration of 

safety in every aspect of the work environment (Vredenburgh, 2002). Leadership support is 

also critical for the success of an incident reporting system (Hwang et al., 2012) and leaders, 
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both clinical and managerial, must lead by example and reveal their willingness to use the 

system and make it safe to report and to lead on actions and feedback changes.  

Differences across the three hospital sites were reported on a number of safety climate 

dimensions. Hospital C reported better perceptions of supervisors’/managers’ expectations 

and actions and hospital management’s commitment in comparison to Hospital A and B. Top 

and middle management support and commitment to patient safety in Hospital C was evident 

through fostering a better climate of open communication and learning about safety with 

feedback and communication about changes that take place as a result of safety incidents. 

More respondents in Hospital C compared with hospitals A and B reported that hospital 

management think that patient safety is a top priority, provide a supportive work environment, 

are proactive in identifying and eliminating errors, do not overlook safety problems and are 

supportive of staffs’ compliance to established safety procedures. The HSOPSC tool was 

found to differentiate staffs’ perceptions of safety based on the three hospitals, professional 

groups in addition to work areas. This confirms the discriminant validity of the tool. 

“Hospital’s management support” was reported to be the most significant predictor of “Patient 

safety grade” and “Overall perceptions of patient safety.” This finding is consistent with the 

literature (El-Jardali et al., 2011, Nordin et al., 2013). It was also found to be a significant 

predictor of staffs’ “Frequency of events reported.” Overall, this reinforces the notion that 

staff’s perceptions of patient safety at the hospital and unit level are affected by the level of 

support that they feel from their management. 

8.6$ Interview$findings$

To gain a better sense of the underlying safety culture in a particular setting, it is 

recommended to supplement quantitative methods with qualitative approaches in safety 

culture research (Flin, 2007, Flin et al., 2006, Halligan and Zecevic, 2011, Runciman et al., 

2008, Singer et al., 2009b). This part of my study was designed to further investigate safety 

perceptions of key personnel, namely doctors and nurses, regarding main issues arising from 
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survey findings, the potential usefulness of the survey approach as an improvement strategy in 

addition to identifying their views about facilitators and barriers that might affect patient 

safety in Kuwaiti hospitals. Not only did the interviews provide rich insight into employees' 

perceptions of safety in their work areas but they also reflected the broader views of working 

for public hospitals in Kuwait and their perceived safety culture. Four main themes were 

identified from the interviews. They reflected different organisational levels including 

individual, unit and hospital levels in addition to external organisational factors. The role of 

management commitment to safety, both at hospital and unit levels, was greatly stressed in 

relation to safety outcomes. At the individual level, staff revealed concerns regarding the 

impact of their safety and wellbeing on patient safety outcomes. At the unit level, the 

importance of teamwork and communication between team members was emphasised. 

Communication issues between different healthcare professionals were linked to cultural, 

professional and hierarchical differences. Specifically, most of the concerns raised were 

perceived to be related to the presence of cultural and language barriers between staff 

members.  

Additionally, perceptions surfaced mainly in relation to the inability of staff, especially 

nurses, to raise safety issues and concerns to their supervisors due to their fear of negative 

implications. Such barriers were perceived to influence and restrain the extent and quality of 

communication openness between staff members and affect teamwork leading to errors and 

mistakes. Also, the suppression of input from team members reduces chances for 

collaborative learning. Transparency through uninhibited sharing of information is viewed as 

the most important single attribute of a culture of safety (Leape et al., 2009). Its absence 

inhibits learning from mistakes and distorts teamwork in addition to putting the patients at 

risk.  

The role of the supervisors has been repeatedly stressed in relation to teamwork and 

communication openness within their units. Supervisors set the tone for safety (Zohar, 2002). 

As a result, employees’ perceptions of the safety practices of their supervisors reflect the 

degree to which their supervisors are committed to safety. This can have a positive influence 
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on safety performance (Barling et al., 2002, Thompson et al., 1998, Zohar, 2002). 

Supervisors’ involvement through leading teams, implementing protocols that support 

effective communication across hierarchies, training and running meetings has been stated as 

necessary in order to improve the safety-related perceptions of staff. 

Incident reporting was perceived as a valuable tool for organisational learning and promoting 

employees’ engagement in safety issues. Presence of a punitive environment and lack of 

psychological safety were viewed as barriers to reporting incidents. Interviewees questioned 

the confidentiality of the system and were critical of the feedback received based on incidents 

reported. Loss of interest and motivation to report further incidents was perceived to result 

and to lead to under-reporting behaviour and lost opportunities for learning. A discrepancy 

between actual and reported incidents might result and impact the validity of objective data 

(Williams et al., 2008). Suggestions were focused on improving the system through 

empowering employees, providing prompt feedback and implementing an electronic incident 

reporting system. Improving patient safety by using an electronic incident reporting system 

was perceived as a potential alternative to the current paper based system. It was reported that 

electronic incident reporting systems raised many challenges including security of 

information (Walsh and Antony, 2007). Learning from previous experiences of others about 

challenges and gaps associated with electronic incident reporting systems implementation is 

important when attempting to adopt such a technology.  

Influence of top management in setting a non-punitive context for facilitating reporting and 

organisational learning was stressed by the majority of interviewees. Management 

commitment to safety was reported as the most common safety climate theme in healthcare 

(Flin et al., 2006). At the hospital level, the influence of top management on safety was 

stressed by the majority of interviewees. Visibility of top management coupled with efficient 

use of communication channels was stated as necessary. Participation of both clinical and 

managerial leadership in patient safety efforts was greatly stressed as it sends a strong 

message to staff that safety is a priority.  



Chapter Eight: General Discussion and Conclusions                                                                                     316 

 

Execution of policies and procedures related to safety was viewed as vital as difficulties were 

faced with employees’ not taking them seriously. In addition, effective communication 

strategies within and across teams, providing adequate resources and conducting training and 

education to support patient safety was seen as essential. Finally, the effects of external 

factors, including accreditation and governmental influences, on safety at different levels were 

acknowledged. The data derived from interview findings supported the survey findings.  

8.7$ General$limitations$and$strengths$

8.7.1% Limitations%

There are several limitations to this study.  

8.7.1.1% Time%challenges%

The researcher encountered some challenges during the data collection phase. For example, 

the summer holidays of staff and Ramadan commencing during the same period. Ethics 

review by the MOH and obtaining the necessary permission to conduct the survey and 

interviews in the three public hospitals took longer than expected. 

Another significant challenge was the time available for data collection as the researcher had 

to survey and interview participants in three different hospitals.  

8.7.1.2% Staff%participation%

A practical challenge of this study was getting a high survey response rate among hospital 

staff at three different hospitals. The researcher gained support and approval at different 

organisational levels including the MOH, hospital management and unit levels. An upcoming 

accreditation was an advantage to the researcher. Delivery of confidential feedback reports to 

the three hospitals was also offered. This, collectively, resulted in maximization of the 

response rate in the three hospitals. 
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8.7.1.3% English%language%

The survey and interviews were conducted in English. This is another limitation as the 

majority of the staff speak English as a second language and might have faced challenges 

understanding the questions, particularly the reverse worded items in the HSOPSC 

questionnaire. It was decided not to translate the HSOPSC to Arabic for several reasons. It 

was anticipated that the English version of the HSOPSC would be suitable for the study 

population since most of the staff come from medical and technical schools in Kuwait as well 

as other Arab and foreign countries where teaching is conducted in English. Additionally, 

patient safety is a relatively new concept in Kuwait as well as other Arab countries. Thus, 

many of the safety terms are still used in English (adverse event, incident report) and 

translation might have faced linguistic and conceptual difficulties. The researcher was also 

aiming to conduct international comparisons. Finally, the researcher was limited in time and 

resources. Therefore, the English version of the HSOPSC was found to be a suitable option 

especially after the expert panel recommendations.  

8.7.2% %Strengths%

8.7.2.1% Systematic%review%

One of the main strengths of this study is the use of a systematic review to identify a suitable 

tool. The review followed a thorough search strategy, data extraction and quality appraisal 

process, with at least two independent reviewers involved in each step of the process. The 

systematic review offered the author a scan of available safety climate tools in literature with 

an in-depth understanding of the included hospital measures. It eventually led to the 

identification of the HSOPSC as an appropriate candidate. 
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8.7.2.2% Multimethod%approach%

Another key strength of this study is the use of a multimethod approach to investigate safety 

culture by combining the generalisability of a quantitative questionnaire with the depth of a 

qualitative interview approach. This allowed a comprehensive and thorough understanding of 

the social construct of safety culture and provided additional contextual insight. After a small 

pilot study, three hospitals were included for data collection, and 1,310 completed 

questionnaires were returned and analysed (87% response rate). The sample also included the 

majority of staff groups. Therefore, the data were confirmed using a large representative 

sample. Following that, descriptive and psychometric data analyses were performed. The 

large sample size also allowed the dataset to be split and factor analysis to be undertaken. A 

rigorous strategy of psychometric assessment was followed according to recommended 

practice, with the combined strengths of both EFA and CFA analytical techniques. All 

parameter estimates required for the reader to make valid interpretations of the results were 

reported. Analysing the survey data before conducting the qualitative interviews helped offset 

the weaknesses associated with each approach and enriched the study by allowing the findings 

to build on, and validate, each other. In summary, the multimethod approach provided a 

deeper understanding of problem areas in the safety culture of Kuwaiti public hospitals with 

potential ways of addressing them in addition to improving our interpretation of the survey 

findings.  

8.8$ Theoretical$and$Practical$Implications$

This study contributes to the assessment of patient safety climate in Kuwaiti hospitals in three 

ways: contribution to current knowledge, implications for practice and implications for policy. 

They will be discussed in light of key findings presented in this thesis and current literature. 

8.8.1% Contributions%to%current%knowledge%%

Compared to other fields, the measurement of safety culture and climate in healthcare is still 

at an early stage of development (Flin, 2007, Zohar, 1980). Waterson et al. (2010) warn 
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against generalizing about safety culture and climate across healthcare organisations, due to 

their different characteristics, work practices and systems of hierarchy. Thus, safety climate 

data must be interpreted with caution.  

This is the first study to offer an assessment of an American safety climate tool using data 

from Kuwait. Results clearly indicate the need for caution when using the original version of 

the HSOPSC questionnaire (Sorra and Nieva, 2004) and highlight the importance of 

appropriate validation of safety climate surveys before applying them to different populations 

and healthcare contexts than those in which they were originally developed.  

My PhD thesis also shows the original composition of the HSOPSC dimensions was not 

confirmed in most studies. When compared to the USA, the HSOPSC questionnaire may be 

assessing different dimensions of safety culture across different countries including Kuwait 

(Sorra and Nieva, 2004). This study provided a comparative database regarding the use of the 

HSOPSC questionnaire internationally and nine common dimensions and items were 

identified when comparing the different studies that reported their optimum models. 

The standardised form used in the systematic review for assessing the quality of climate 

questionnaire studies, including reported psychometrics, may be used as a checklist for 

researchers and hospital administrators in search of a suitable safety climate tool (Appendix 3 

& 4). Qualitative approaches should not be overlooked as they provide rich insight into 

locally held attitudes and perceptions related to patient safety (Singla et al., 2006).  

8.8.2% Implications%for%practice%%

The tested and validated version of the HSOPSC is offered as an appropriate tool to assess the 

level of safety climate in Kuwaiti hospitals. This will allow hospitals to conduct regular 

assessments of safety climate and benchmark change. It can also highlight areas of strength 

and areas in need of improvement and can be used to evaluate safety interventions over time. 

The tool can be used as part of the accreditation process of hospitals. It can provide feedback 

reports for management and staff. Those reports can initiate open discussions in formal and 
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informal meetings. The tool can be combined with a qualitative element to add rich insight 

into employees' perceptions about safety culture. Developing or adapting tools that can 

facilitate team discussions about patient safety issues can be useful as a self-reflection, 

communication and education exercise (Wallis and Dovey, 2011). They can help in raising 

awareness about patient safety, stimulating discussion about the strengths and weaknesses of 

patient safety culture within their work areas, revealing any differences in perceptions 

between team members and monitor changes over time (Ashcroft et al., 2005). A better 

understanding of the differences in safety climate between distinct work areas and disciplines 

in hospitals can help in the design and implementation of more effective and targeted safety 

interventions including training and education.  

8.8.3% Implications%for%policy%

This study established baseline knowledge since limited information is available on safety 

climate in Kuwaiti hospitals. Kuwait’s healthcare system is facing many challenges relating to 

safety of its patients. Findings of my PhD thesis can help inform future decisions and 

structure future strategies that will be adopted by policy makers particularly in Kuwait and 

similar Gulf countries. It is important for policy makers and hospital managers to develop 

strategies and policies to adopt a system based approach and to replace the traditional culture 

of shame and blame with a non-punitive, learning and just culture where staff feel they can 

report errors and adverse events without fear of retribution or blame. MOH could work with 

the judicial system on securing legal immunity for those who report incidents. Policy makers 

can aim to create a reporting system at the national level where hospital boards feel obliged to 

act and frontline staff feel bound to report incidents. In March 2017, Italy passed a new 

comprehensive law on patient safety and healthcare professionals’ responsibilities. It 

recognises patient safety as a fundamental right for everyone accessing health services and a 

primary goal of the national healthcare service. It helps to protect healthcare professionals 

from prosecution even if there is an adverse outcome with action against healthcare 

professionals only possible in cases of malice or gross negligence (Bellandi et al., 2017).  
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As multiculturalism is a dominant feature of the Kuwaiti healthcare sector, it is recommended 

to develop new policies to improve communication and collaboration and to reduce 

hierarchical and cultural barriers between different healthcare professionals. The findings of 

this research clearly point to issues related to the Non-Kuwaiti workforce. The Kuwaiti MOH 

could consider and address these issues. This is a potential recommendation that could be 

explored in more detail in future studies. 

More attention should be paid to providing a safe and secure environment for staff. MOH can 

coordinate with the Ministry of Interiors to provide more protection and instil a sense of 

security for staff. Further consideration should be given to staff safety through creating 

policies that focus on creating a safe environment for patients, staff and visitors. This includes 

coordinating with the Ministry of Information to create awareness and promote the 

importance of patient and staff safety in healthcare institutions. 

There is a drive within healthcare systems globally to focus on health information technology 

(Haux, 2006). Additional consideration can be given to introduction or review of current 

strategies around electronic medical records and incident reporting systems. 

There is an evident need for strategies to focus on patient safety education and training as a 

system property. Incorporating patient safety into healthcare professionals’ curriculum has 

been stressed as a key priority (WHO, 2009b). Knowledge about the most appropriate way to 

introduce and teach patient safety in current medical school curricula in order to achieve 

improvements in outcomes, is still being investigated (Nie et al., 2011). The MOH has 

recently integrated patient safety into the medical curriculum of Kuwait’s medical school in 

order to increase the awareness of medical students about patient safety at the undergraduate 

level based on WHO patient safety curriculum (WHO, 2009b). Arguably, current patient 

safety curricula focus mainly on error reduction approaches (known as Safety-I) rather than 

also learning about wider systems approaches that stress the system’s ability to succeed under 

changing conditions (known as Safety-II) (Hollnagel et al., 2015, Vosper et al., 2017). Human 

factors and ergonomics (HFE) is defined as “the scientific discipline concerned with the 
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understanding of interactions among humans and other elements of a system, and the 

profession that applies theory, principles, data, and other methods to design in order to 

optimize human well-being and overall system performance” (International Ergonomics 

Association, 2000). HFE has been overlooked in healthcare education and practice and its 

incorporation into undergraduate curricula, postgraduate training and healthcare improvement 

programmes could potentially enhance both the safety and wellbeing outcomes of the system 

and the individuals interacting with the system (Vosper et al., 2017). There is a need to 

develop new safety policies and standardised procedures based on current evidence-based 

practices including HFE.  

8.9$ Directions$for$future$research$$

Based on the findings of my PhD thesis, several areas for future research have emerged.  

Further research is needed to resolve the controversies in the definitions and dimensions of 

safety culture and climate (Pronovost et al., 2009). There is also a need to establish a 

fundamental set of universal dimensions in healthcare (Flin, 2007). There is an evident lack of 

safety culture and climate theories in healthcare. Thus, another important challenge for the 

future direction of safety science is to focus on developing theoretical models and “study the 

link between culture, behaviours, and patient outcomes” (Pronovost et al., 2009, p. 336). The 

influence of safety climate on patient and worker safety outcomes is not yet clear (Flin, 2007). 

Thus, there is a need for more research to understand how safety culture or climate impacts on 

outcomes (Wilson, 2007). No research has been able to test the predictive validity of the 

HSOPSC by relating climate scores to outcome measures (Sarac et al., 2010) and so further 

research is needed to study the predictive validity of the tool and the criterion validity. 

Substantial methodological advances with respect to psychometric assessment are required to 

overcome the variability in psychometric testing and reporting. More validation studies of 

safety climate questionnaires that are based on Flin’s standard psychometric criteria are 

needed to ensure a standardised and comprehensive scientific approach (Flin, 2007). The 
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availability of standard safety climate data across countries and industries will help in 

conducting international and cross industry comparisons and identifying any possible 

discrepancies.  

More studies on patient safety climate assessment in Kuwait are needed using the validated 

version of the HSOPSC questionnaire developed in my PhD thesis. This will help to provide a 

better understanding of the safety climate in Kuwait.  

As there are reported challenges in obtaining accurate data about adverse events, future 

research should also focus on identifying research methods to obtain valid and objective 

safety outcome data in healthcare (Williams et al., 2008).  

For further progress towards patient and worker safety, future studies should examine the 

impact of cultural and contextual factors on safety culture (Waterson et al., 2010). In addition, 

investigation of the influence of national culture on the construct of safety culture is needed 

(Al-Mandhari et al., 2014). The influence of cultural diversity of health care workforce on the 

perceptions of safety should also be studied (Almutairi, 2012). Waterson (2014) states that the 

field of patient safety culture should move beyond the limited range of systems factors 

covered within climate surveys towards the involvement of other methods to culture and 

safety (e.g., qualitative studies, observations) used on their own or in mixed methods 

approaches. Additional research is needed to explore the benefits of qualitative methods (e.g., 

focus groups, interviews) as a precursor and basis for the development of quantitative climate 

measures (Bennett et al., 2015, Flin et al., 2006). Involvement of under-represented groups 

such as managers and administrators in addition to patients and their carers in safety 

culture/climate studies can add additional perspectives (Waterson, 2014). Recently, Safety-II 

is a growing area of research that is around means to improve the resilience of healthcare 

organisations (Hollnagel et al., 2015). Its principles include facilitating everyday 

performance, anticipating changes and events and maintaining an adaptive ability to respond 

effectively to unavoidable circumstances (Finkel and Tlamim, 2011).  
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8.10$ Proposed$conceptual$model$informing$a$systems$approach$to$improving$
safety$culture$theory$and$practice$

As discussed earlier, safety climate has been viewed as a leading indicator of safety 

performance. Safety climate measures are frequently used to reflect the level of general safety 

in an organisation. However, those measures do not allow for a detailed analysis of where 

safety problems lie or what the exact causes are. Also, safety climate measures have often 

been viewed as insufficient on their own, as they are based on measuring only front line 

employees’ perceptions and tend to neglect the broader social, technical, physical, 

organisational, regulatory and political environments that patients and employees interact with 

(Murphy et al., 2015b). Macroergonomics, according to Murphy et al. (2015b), is a sub-

discipline of the science of HFE which allows for that broader analysis through an inspection 

of all aspects of the work system. It aims to research, develop, and apply principles of 

ergonomic and organisational design to work systems at a macro-level (Hendrick and Kleiner, 

1999). Murphy et al. (2014) add that safety is an emergent outcome of a work system with 

multiple interacting components (e.g., personnel, technological) that cooperate to carry the 

responsibility of keeping the whole system and its workers safe. 

Macroergonomic methods, such as SEIPS model, allows for that detailed analysis through an 

assessment of the overall work system i.e. taking a systems approach to understanding more 

about the interacting system elements that contribute to a safe (or unsafe) working 

environment (Murphy et al., 2015a).  

Based on the research findings of my PhD thesis and the literature, a preliminary 

sociotechnical system framework was developed that aims to extend the examination of the 

construct of safety climate beyond the domains and items (e.g. attitudes and behaviours, team 

working, communication, leadership) that typically inform safety climate theory and 

questionnaire development in order to include wider care system factors which influence the 

prevailing safety culture/climate (e.g. design of work tasks, technologies or physical 

environments or external political and economic factors).  The framework aims to broaden the 
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scope of safety climate assessment using a systems wide approach that not only takes social 

aspects like teamwork and communication into consideration, but also other system elements 

that staff and patients interact with such as tools and technology, tasks and external 

environmental factors, as political, regulatory and economic pressures all of which may have 

a negative or positive influence on safety outcomes and the performance of organisations. 

According to Carayon et al. (2015), understanding the environmental, organisational and 

work system factors that contribute to safety in the workplace will help to develop more 

effective safety interventions – a key goal of participation in safety climate outcomes.  

The SEIPS model was used as a basis for our framework. As described in Chapter two, the 

SEIPS model describes the important system components (person, tasks, tools and 

technologies, physical environment, organisation) and their relationships, as well as their 

impact on patient, employee and organisational outcomes (Carayon et al., 2006, Holden et al., 

2013). It is argued that safety climate measurement needs to be supplemented with this type 

of a Macroergonomics approach so that we can identify specific aspects within an 

organisation that negatively and positively affect the safety perception of workers’ in that 

organisation (Murphy et al., 2015b).  

The framework consists of three aspects: (1) A participatory co-design approach, (2) A 

system’s approach, (3) Outcomes. The first element of the framework is worker participation 

and involvement in highlighting system wide safety issues of direct relevance to safety 

climate survey design. Direct participation by both employees and managers in raising, 

addressing and prioritizing safety problems is needed to guarantee their involvement and 

engagement in safety in addition to adding an important contextual element that goes beyond 

the published evidence base supporting questionnaire development i.e. the local workforce are 

experts in how safety work is understood and undertaken (or otherwise) and so we need to 

capture their perspectives and experiences to inform more effective design of climate 

questionnaires. Also, this model focuses on how the design characteristics of different 

elements in hospitals and how their interactions affect processes and outcomes of care. 

Inappropriate design or interactions of any of the five elements can potentially affect patient 
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safety (Gurses et al., 2012). The five elements covering the work system include people who 

are involved in the care process (e.g., patients, physicians, pharmacist), the different tasks to 

be performed by people and the tools and technology needed to perform those tasks, the 

physical environment in which tasks take place and the structural design of an organisation 

that influence the processes of care, which as stated arguably go beyond the work based safety 

issues typically included in existing climate questionnaires (Carayon, 2006, Carayon et al., 

2014). Encompassing the work system are boxes to represent the influence of the internal 

environment and external influences. The internal environment is comprised of the team and 

social relationships (e.g., teamwork, communication), psychosocial factors (e.g., job 

demands), and organisational and safety culture. The external environment represents the 

impact of the wider socio-political and cultural influences and other factors on safety related 

practices (Murphy et al., 2014). Policy, regulation and accreditation have been recognised as 

external factors that might determine the priority given to safety at the organisational level 

(Saraç, 2011, Zohar and Luria, 2005). Any imbalances at the hospital level and unit level can 

affect the process of care and may lead to adverse events. The design and characteristics of 

the work system elements influence the level of safety climate within the organisation, which 

then impacts on the employees’ attitudes and behaviours and their shared perceptions of work 

practices (Murphy et al., 2014). It is hoped that this model helps to identify elements where 

safety threats exist and develop system redesign interventions based on that. This framework 

can form part of a future agenda for research and can be used to prompt further empirical and 

conceptual investigation. 
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Figure 8.1: A Preliminary conceptual model informing a systems approach to improving safety culture theory and practice 
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8.11$ Conclusion$

In recent years, there has been an increasing recognition of the importance of safety culture in 

improving patient safety and its impact on safety outcomes. This has led to an increasing 

number of studies that attempt to define and assess safety climate in different healthcare 

settings. My PhD thesis is the first validation study of a standardised safety climate measure 

in a Kuwaiti healthcare setting. The study assessed the psychometric properties of the 

HSOPSC questionnaire and constructed an optimal model for assessing patient safety climate 

in Kuwaiti hospitals. The results of this study highlight the need for appropriate validation of 

safety climate questionnaires before extending their use in different healthcare settings. In 

addition, safety climate assessments can suggest areas requiring improvement and as a result, 

should enable organisations to develop targeted efforts with more efficient use of resources. 

As such, this study provided new knowledge about areas of strengths and weaknesses in 

safety climate within Kuwaiti public hospitals. A significant amount of work is needed to 

improve the current safety climate. Hospital leaders’ visible support and explicit commitment 

to safety is needed through defining a common vision and strategy with efforts directed 

towards creating an environment that supports active questioning and sharing of insights 

about safety in addition to eliminating the prevalent culture of blame and shame and 

encouraging reporting of errors and adverse events. This will empower employees to take on 

more responsibility and become more proactively involved in safety related activities. 

Organisational support in the form of policies, resources and reporting structures is essential. 

Moreover, safety climate surveys should always be complemented with other research 

methods, such as interviews or focus groups to help draw an overall picture of safety practices 

in a particular setting. The interviews provided further understanding of the survey findings 

and enabled a multilevel conceptualization of safety culture.  

The existing healthcare sector is complex and is characterized by multiple players including 

different healthcare settings, public and private healthcare providers, healthcare professionals, 

and consumer groups. Adding to such complexity is the recent rise in regulatory agencies and 
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strategies. It is recommended that further research should focus on the contextual factors 

associated with different healthcare settings in order to build frameworks based on strong 

theoretical roots to guide safety culture research. In choosing a suitable instrument, hospital 

care providers should be guided by a combination of factors including intended purpose, 

target population and setting, resources available and reported psychometric properties. The 

outcomes of this study aim to provide guidance to policymakers, survey users and safety 

researchers to enable them to make more informed decisions when selecting an appropriate 

safety climate tool. Additionally, my PhD thesis helps extend our knowledge of safety climate 

measurement in healthcare organisations and offers a promising foundation for safety culture 

dimensions in healthcare. Furthermore, my PhD thesis created a basis for measuring the 

patient safety climate in Kuwaiti hospitals and hoped to contribute towards policy in Kuwait 

and ultimately towards building a safer environment for both patients and employees in 

Kuwaiti hospitals. Finally, this knowledge can be transferred to other countries with similar 

social and cultural contexts. 
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8.12$ Recommendations$

It is clear that implementing the following suggested changes will need time, resources and 

willingness of the Kuwait MOH, hospital managers and frontline staff to implement them. 

•! Senior management and frontline personnel should work to build a connection and 

overcome the gaps in communication. This connection could be accomplished through 

building effective communication networks that support electronic information 

sharing and regular formal and informal meetings. Safety walk rounds help managers 

engage with the front-line staff in informal conversations around patient safety issues 

(O'leary et al., 2011). Introducing regular safety meetings with staff across all levels of 

the organisation might be beneficial (Dirik and Seren Intepeler, 2017). 

•! Standardised verbal and written communication policies are essential to improve 

communication and collaboration within and across units of hospitals with 

development of structured communication for hand-off and transition of patients 

between different units (Clark et al., 2009, Pronovost et al., 2003b). 

•! Social events could be introduced to strengthen communication and collaboration 

across all levels. 

•! Hospital managers could support easy access, confidentiality and prompt analysis and 

feedback about errors reported to help in increasing staff’s participation in the incident 

reporting system (Edmondson, 2002).   

•! An electronic incident reporting system could be implemented and tested as an 

alternative to the current paper based system (Walsh and Antony, 2007). 

•! Training programmes for hospital managers and unit level supervisors could be 

provided to encourage them to develop their skills at recognising and rewarding safety 

behaviour (Riley et al., 2011). Safety standards could be part of appraisal of hospital 

managers to increase their commitment to safety and reduce the variation in the 

implementation of safety practices and interventions. 

•! Hospitals could conduct local workshops and offer continuous professional education 

about patient safety to staff.  
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•! Training on communication skills and teamwork should be conducted on a regular 

basis to improve communication, collaboration and respect.  

•! Targeted interventions are needed such as more focus on educating nurses to openly 

discuss safety issues with support from both clinical and managerial leaders.  

•! The current medical curriculum in Kuwait could be reviewed and updated to be based 

on the latest in evidence-based safety science and Human Factors theory and practices 

(Vosper et al., 2017). 

•! Awareness programmes about patient safety for both staff and patients could be 

introduced. 

•! Review and strict application of visitation times policy to avoid unnecessary 

disruptions of staff and patients is indicated. 

•! In choosing a suitable instrument to monitor safety climate, hospital care providers 

should be guided by a combination of factors including intended purpose, target 

population and setting, resources available and reported psychometric properties.  



References                                                                                                                                                 332 

 

9$ References$

ABDULAZIZ,)M.)2010.)Medical)errors)in)Kuwait)await)legislative)intervention)of)the)National)
Assembly.)Alarabiya([Online].)Available:)
http://www.alarabiya.net/articles/2010/06/18/111623.html)[Accessed)15)September)
2017].)

ABOULQFOTOUH,)A.,)ISMAIL,)N.,)EZELARAB,)H.)&)WASSIF,)G.)2012.)Assessment)of)patient)
safety)culture)among)healthQcare)providers)at)a)teaching)hospital)in)Cairo,)Egypt.)
Eastern(Mediterranean(Health(Journal,)18,)372.)

ADAMSON,)B.)J.,)KENNY,)D.)T.)&)WILSONQBARNETT,)J.)1995.)The)impact)of)perceived)medical)
dominance)on)the)workplace)satisfaction)of)Australian)and)British)nurses.)Journal(of(
Advanced(Nursing,)21,)172Q183.)

AGENCY)FOR)HEALTHCARE)RESEARCH)AND)QUALITY.)2015.)International(Use(of(the(Surveys(
on(Patient(Safety(Culture([Online].)Rockville,)MD:)U.S.)Department)of)Health)&)
Human)Services.)Available:)http://www.ahrq.gov/professionals/qualityQpatientQ
safety/patientsafetyculture/pscintusers.html)[Accessed)3)February)2016].)

AGENCY)FOR)HEALTHCARE)RESEARCH)AND)QUALITY.)2017.)AHQR(Glossary([Online].)
Rockville,)MD:)U.S.)Department)of)Health)&)Human)Services.)Available:)
https://psnet.ahrq.gov/glossary/)[Accessed)23)March)2017].)

Agency)for)Healthcare)Research)and)Quality.)Surveys(on(Patient(Safety(Culture([Online].)
Rockville,)MD,)US:)United)States)Department)of)Health)&)Human)Services;)2017b)
[Available)from:)https://www.ahrq.gov/sops/qualityQpatientQ
safety/patientsafetyculture/index.html[Accessed)23)March)2018].)

AGNEW,)C.,)FLIN,)R.)&)MEARNS,)K.)2013.)Patient)safety)climate)and)worker)safety)
behaviours)in)acute)hospitals)in)Scotland.)Journal(of(Safety(Research,)45,)95Q101.)

AIKEN,)L.)H.,)BUCHAN,)J.,)BALL,)J.)&)RAFFERTY,)A.)M.)2008.)Transformative)impact)of)Magnet)
designation:)England)case)study.)Journal(of(Clinical(Nursing,)17,)3330Q3337.)

ALQAWA,)B.,)AL)MAZROOA,)A.,)RAYES,)O.,)EL)HATI,)T.,)DEVREUX,)I.,)ALQNOURY,)K.)&)HABIB,)H.)
2012.)Benchmarking)the)postQaccreditation)patient)safety)culture)at)King)Abdulaziz)
University)Hospital.)Annals(of(Saudi(medicine,)32,)143Q150.)



References                                                                                                                                                 333 

 

ALQAWA,)B.,)JACQUERY,)A.,)ALMAZROOA,)A.,)HABIB,)H.)H.,)ALQNOURY,)K.,)EL)DEEK,)B.)S.,)EL)
HATI,)T.)&)DEVREUX,)I.)2011.)Comparison)of)patient)safety)and)quality)of)care)
indicators)between)pre)and)post)accreditation)periods)in)King)Abdulaziz)University)
Hospital.)Research(Journal(of(Medical(Sciences,)5,)61Q66.)

ALQENEZI,)N.,)CHOWDHURY,)R.)I.,)SHAH,)M.)A.)&)ALQOTABI,)M.)2009.)Job)satisfaction)of)
nurses)with)multicultural)backgrounds:)a)questionnaire)survey)in)Kuwait.)Applied(
Nursing(Research,)22,)94Q100.)

ALQISHAQ,)M.)A.)L.)2008.)Nursing(perceptions(of(patient(safety(at(Hamad(Medical(
Corporation(in(the(state(of(Qatar.)Ph.D.)Thesis,)Indiana)University.)

ALQMANDHARI,)A.,)ALQZAKWANI,)I.,)ALQKINDI,)M.,)TAWILAH,)J.,)DORVLO,)A.)S.)&)ALQADAWI,)S.)
2014.)Patient)safety)culture)assessment)in)Oman.)Oman(medical(journal,)29,)264Q71.)

ALQNASER,)F.)2001.)The)diwaniah:)A)traditional)Kuwaiti)social)institution)in)a)political)role.)
Digest(of(Middle(East(Studies,)10,)1Q16.)

ALABDALY,)S.)2009.)About)the)scandal)of)fatal)errors)in)Adan)Hospital.)Alaan(Newspaper(
[Online].)Available:)http://www.alaan.cc/pagedetails.asp?cid=47&nid=26174))
[Accessed)11)January))2009].)

ALADWANI,)A.)M.)2002.)IT)project)uncertainty,)planning)and)success:)An)empirical)
investigation)from)Kuwait.)Information(Technology(&(People,)15,)210Q226.)

ALAHMADI,)H.)2010.)Assessment)of)patient)safety)culture)in)Saudi)Arabian)hospitals.)Quality(
and(Safety(in(Health(Care,)19,)1Q5.)

ALGAHTANI,)F.)D.)2015.)The(culture(in(safety(culture:(exploration(of(patient(safety(culture(in(
Saudi(Arabian(operating(theatres.)Ph.D.)Thesis,)University)of)Adelaide.)

ALKORASHY,)H.)A.)E.)2013.)Factors)shaping)patient)safety)management)in)the)Middle)East)
hospitals)from)nursing)perspective:)a)focus)group)study.)MiddleNEast(Journal(of(
Scientific(Research,)15,)1375Q1384.)

ALLISON,)P.)D.)2003.)Missing)data)techniques)for)structural)equation)modeling.)Journal(of(
abnormal(psychology,)112,)545.)



References                                                                                                                                                 334 

 

ALMUTAIRI,)A.)F.)2012.)A(case(study(examination(of(the(influence(of(cultural(diversity(in(the(
multicultural(nursing(workforce(on(the(quality(of(care(and(patient(safety(in(a(Saudi(
Arabian(hospital.)Ph.D.)Thesis,)Queensland)University)of)Technology.)

ALMUTAIRI,)A.)F.,)GARDNER,)G.)&)MCCARTHY,)A.)2013a.)Perceptions)of)clinical)safety)climate)
of)the)multicultural)nursing)workforce)in)Saudi)Arabia:)A)crossQsectional)survey.)
Collegian,)20,)187Q194.)

ALONAZI,)M.)S.)2011.)An(evaluation(of(a(patient(safety(culture(tool(in(Saudi(Arabia.)Ph.D.)
Thesis,)The)University)of)Sheffield.)

ANDREW,)S.)2014.)Evaluation)and)measurement)of)patient)experience.)Patient(Experience(
Journal,)1,)28Q36.)

ANDREWS,)L.)B.,)STOCKING,)C.,)KRIZEK,)T.,)GOTTLIEB,)L.,)KRIZEK,)C.,)VARGISH,)T.)&)SIEGLER,)
M.)1997.)An)alternative)strategy)for)studying)adverse)events)in)medical)care.)The(
Lancet,)349,)309Q313.)

ARABLOO,)J.,)REZAPOUR,)A.,)EBADI)FARD)AZAR,)F.)&)MOBASHERI,)Y.)2012.)Measuring)Patient)
Safety)Culture)in)Iran)Using)the)Hospital)Survey)on)Patient)Safety)Culture)(HSOPS):)an)
Exploration)of)Survey)Reliability)and)Validity.)International(Journal(of(Hospital(
Research,)1,)15Q28.)

ARAH,)O.)&)KLAZINGA,)N.)2004.)How)safe)is)the)safety)paradigm?)Quality(and(Safety(in(
Health(Care,)13,)226Q232.)

ARBUCKLE,)J.)L.)2014.)Amos)(Version)23.0))[Computer)Program].)Chicago:)IBM)SPSS.)

ARMELLINO,)D.,)QUINN)GRIFFIN,)M.)T.)&)FITZPATRICK,)J.)J.)201.)Structural)empowerment)
and)patient)safety)culture)among)registered)nurses)working)in)adult)critical)care)
units.)Journal(of(Nursing(Management,)18,)796Q803.)

ARMSTRONG,)K.)J.)&)LASCHINGER,)H.)2006.)Structural)empowerment,)Magnet)hospital)
characteristics,)and)patient)safety)culture:)making)the)link.)Journal(of(Nursing(Care(
Quality,)21,)124Q132.)

ARY,)D.,)JACOBS,)L.)C.,)SORENSEN,)C.)K.)&)WALKER,)D.)2013.)Introduction(to(research(in(
education,(California,)Cengage)Learning.)



References                                                                                                                                                 335 

 

ASHCROFT,)D.,)MORECROFT,)C.,)PARKER,)D.)&)NOYCE,)P.)2005.)Safety)culture)assessment)in)
community)pharmacy:)development,)face)validity,)and)feasibility)of)the)Manchester)
Patient)Safety)Assessment)Framework.)Quality(and(Safety(in(Health(Care,)14,)417Q
421.)

AUSSERHOFER,)D.)2012.)HighNreliability(in(healthcare:(nurseNreported(patient(safety(climate(
and(its(relationship(with(patient(outcomes(in(Swiss(acute(care(hospitals.)PhD,)
University)of)Basel.)

BADR,)H.)E.,)ALFADALAH,)T.)&)ELQJARDALI,)F.)2017.)Towards)promoting)patient)safety)
practices:)Baseline)assessment)of)patient)safety)culture)in)three)private)hospitals.)
International(Journal(of(Healthcare(Management,)1Q8.)

BAGGS,)J.)G.,)SCHMITT,)M.)H.,)MUSHLIN,)A.)I.,)MITCHELL,)P.)H.,)ELDREDGE,)D.)H.,)OAKES,)D.)
&)HUTSON,)A.)D.)1999.)Association)between)nurseQphysician)collaboration)and)
patient)outcomes)in)three)intensive)care)units.)Critical(care(medicine,)27,)1991Q1998.)

BAHRAMI,)M.)A.,)MONTAZERALFARAJ,)R.,)CHALAK,)M.,)TAFTI,)A.)D.,)TEHRANI,)G.)A.)&)
ARDAKANI,)S.)E.)2013.)Patient)safety)culture)challenges:)Survey)results)of)iranian)
educational)hospitals.)Middle(East(J(Sci(Res,)14,)641Q9.)

BAKER,)D.)P.,)DAY,)R.)&)SALAS,)E.)2006.)Teamwork)as)an)essential)component)of)highQ
reliability)organisations.)Health(services(research,)41,)1576Q1598.)

BAKER,)G.)R.,)NORTON,)P.)G.,)FLINTOFT,)V.,)BLAIS,)R.,)BROWN,)A.,)COX,)J.,)ETCHELLS,)E.,)
GHALI,)W.)A.,)HÉBERT,)P.)&)MAJUMDAR,)S.)R.)2004.)The)Canadian)Adverse)Events)
Study:)the)incidence)of)adverse)events)among)hospital)patients)in)Canada.)Canadian(
medical(association(journal,)170,)1678Q1686.)

BALLANGRUD,)R.,)HEDELIN,)B.)&)HALLQLORD,)M.)L.)2012.)Nurses')perceptions)of)patient)
safety)climate)in)intensive)care)units:)a)crossQsectional)study.)Intensive(Crit(Care(Nurs,)
28,)344Q54.)

BARACH,)P.)&)SMALL,)S.)D.)2000.)Reporting)and)preventing)medical)mishaps:)lessons)from)
nonQmedical)near)miss)reporting)systems.)British(Medical(Journal,)320,)759Q63.)

BARBOUR,)R.)S.)2003.)The)newfound)credibility)of)qualitative)research?)Tales)of)technical)
essentialism)and)coQoption.)Qualitative(Health(Research,)13,)1019Q1027.)



References                                                                                                                                                 336 

 

BARLING,)J.,)LOUGHLIN,)C.)&)KELLOWAY,)E.)K.)2002.)Development)and)test)of)a)model)linking)
safetyQspecific)transformational)leadership)and)occupational)safety.)Journal(of(applied(
psychology,)87,)488Q96.)

BARTLET,)M.)1954.)A)note)on)multiplying)factors)for)various)chiQsquared)approximations.)
Journal(of(the(Royal(Statistical(Society,)B)16,)296Q98.)

BATTLES,)J.)&)LILFORD,)R.)2003.)Organising)patient)safety)research)to)identify)risks)and)
hazards.)Quality(and(Safety(in(Health(Care,)12,)ii2Qii7.)

BAUM,)F.)1995.)Researching)public)health:)behind)the)qualitativeQquantitative)
methodological)debate.)Social(Science(&(Medicine,)40,)459Q468.)

BEAVERS,)A.)S.,)LOUNSBURY,)J.)W.,)RICHARDS,)J.)K.,)HUCK,)S.)W.,)SKOLITS,)G.)J.)&)ESQUIVEL,)
S.)L.)2013.)Practical)considerations)for)using)exploratory)factor)analysis)in)educational)
research.)Practical(assessment,(research(&(evaluation,)18,)1Q13.)

BEKHET,)A.)K.)&)ZAUSZNIEWSKI,)J.)A.)2012.)Methodological)triangulation:)an)approach)to)
understanding)data.)Nurse(researcher,)20,)40Q43.)

BELLANDI,)T.,)TARTAGLIA,)R.,)SHEIKH,)A.)&)DONALDSON,)L.)2017.)Italy)recognises)patient)
safety)as)a)fundamental)right.)BMJ,)357,)j2277.)

BENBASAT,)I.,)GOLDSTEIN,)D.)K.)&)MEAD,)M.)1987.)The)case)research)strategy)in)studies)of)
information)systems.)MIS(quarterly,)369Q386.)

BENNETT,)A.,)HELLIER,)E.)&)WEYMAN,)A.)2015.)Characterising)influences)on)safety)culture)in)
military)aviation:)a)methodologically)grounded)approach.)Human(Factors(&(User(
Experience(in(everyday(life,(medicine(and(work.)Groningen,)The)Netherlands:)
University)of)Bath.)

BENNING,)A.,)DIXONQWOODS,)M.,)NWULU,)U.,)GHALEB,)M.,)DAWSON,)J.,)BARBER,)N.,)
FRANKLIN,)B.)D.,)GIRLING,)A.,)HEMMING,)K.)&)CARMALT,)M.)2011.)Multiple)
component)patient)safety)intervention)in)English)hospitals:)controlled)evaluation)of)
second)phase.)Bmj,)342,)d199.)

BENTLER,)P.)M.)1990.)Comparative)fit)indexes)in)structural)models.)Psychological(bulletin,)
107,)238Q46.)



References                                                                                                                                                 337 

 

BERGMAN,)M.)M.)2008.)The)straw)men)of)the)qualitativeQquantitative)divide)and)their)
influence)on)mixed)methods)research.)In:)BERGMAN,)M.)M.)(ed.))Advances(in(mixed(
methods(research:(Theories(and(applications.)Thousand)Oaks,)California:)SAGE)
Publications.)

BEUS,)J.)M.,)PAYNE,)S.)C.,)BERGMAN,)M.)E.)&)ARTHUR)JR,)W.)2010.)Safety)climate)and)
injuries:)an)examination)of)theoretical)and)empirical)relationships.)Journal(of(Applied(
Psychology,)95,)713Q727.)

BLEGEN,)M.)A.,)GEARHART,)S.,)O'BRIEN,)R.,)SEHGAL,)N.)L.)&)ALLDREDGE,)B.)K.)2009.)AHRQ's)
hospital)survey)on)patient)safety)culture:)psychometric)analyses.)Journal(of(Patient(
Safety,)5,)139Q144.)

BLEGEN,)M.)A.,)SEHGAL,)N.,)ALLDREDGE,)B.,)GEARHART,)S.,)AUERBACH,)A.)&)WACHTER,)R.)
2010.)Improving)safety)culture)on)adult)medical)units)through)multidisciplinary)
teamwork)and)communication)interventions:)the)TOPS)Project.)BMJ(Quality(&(Safety,)
19,)346Q350.)

BODUR,)S.)&)FILIZ,)E.)2010.)Validity)and)reliability)of)Turkish)version)of)"hospital)Survey)on)
Patient)Safety)Culture")and)perception)of)patient)safety)in)public)hospitals)in)Turkey.)
BMC(Health(Services(Research,)10,)28.)

BONNER,)A.)F.,)CASTLE,)N.)G.,)MEN,)A.)&)HANDLER,)S.)M.)2009.)Certified)nursing)assistants')
perceptions)of)nursing)home)patient)safety)culture:)is)there)a)relationship)to)clinical)
outcomes?)Journal(of(the(American(Medical(Directors(Association,)10,)11Q20.)

BONOMA,)T.)V.)1985.)Case)research)in)marketing:)opportunities,)problems,)and)a)process.)
Journal(of(marketing(research,)22,)199Q208.)

BOUGHABA,)A.,)HASSANE,)C.)&)ROUKIA,)O.)2014.)Safety)culture)assessment)in)petrochemical)
industry:)a)comparative)study)of)two)Algerian)plants.)Safety(and(health(at(work,)5,)
60Q65.)

BOURQUE,)L.)&)FIELDER,)E.)1995.)How(to(Conduct(SelfNAdministered(and(Mail(Surveys.,(
Thousand)Oaks,)California,)SAGE)Publications.)

BRADLEY,)E.)H.,)CURRY,)L.)A.)&)DEVERS,)K.)J.)2007.)Qualitative)data)analysis)for)health)
services)research:)developing)taxonomy,)themes,)and)theory.)Health(services(
research,)42,)1758Q1772.)



References                                                                                                                                                 338 

 

BRAJSHORI,)N.)&)BEHRENS,)J.)2016.)Translation,)Cultural)Adaption)and)Validation)of)Hospital)
Survey)on)Patient)Safety)Culture)in)Kosovo.)Open(Journal(of(Nursing,)6,)483Q90.)

BRAUN,)V.)&)CLARKE,)V.)2006.)Using)thematic)analysis)in)psychology.)Qualitative(research(in(
psychology,)3,)77Q101.)

BRBOROVIC,)H.,)SKLEBAR,)I.,)BRBOROVIC,)O.,)BRUMEN,)V.)&)MUSTAJBEGOVIC,)J.)2014.)
Development)of)a)Croatian)version)of)the)US)hospital)survey)on)patient)safety)culture)
questionnaire:)Dimensionality)and)psychometric)properties.)Postgraduate(Medical(
Journal,)90,)125Q132.)

BRENNAN,)T.)A.,)LEAPE,)L.)L.,)LAIRD,)N.)M.,)HEBERT,)L.,)LOCALIO,)A.)R.,)LAWTHERS,)A.)G.,)
NEWHOUSE,)J.)P.,)WEILER,)P.)C.)&)HIATT,)H.)H.)1991.)Incidence)of)adverse)events)and)
negligence)in)hospitalized)patients:)results)of)the)Harvard)Medical)Practice)Study)I.)
New(England(journal(of(medicine,)324,)370Q376.)

BRINKMAN,)S.)&)KVALE,)S.)2009.)Interviews:(Learning(the(craft(of(qualitative(research(
interviewing,(Thousand)Oaks,)California,)Sage)Publications.)

BRITTEN,)N.)1999.)Qualitative)interviews.)In:)POPE,)C.)&)MAYS,)N.)(eds.))Qualitative(Research(
in(Health(Care.(2nd)ed.)Oxford,)UK:)Blackwell)Publishing)Ltd.)

BROWN,)C.,)HOFER,)T.,)JOHAL,)A.,)THOMSON,)R.,)NICHOLL,)J.,)FRANKLIN,)B.)&)LILFORD,)R.)
2008.)An)epistemology)of)patient)safety)research:)a)framework)for)study)design)and)
interpretation.)Part)1.)Conceptualising)and)developing)interventions.)Quality(and(
Safety(in(Health(Care,)17,)158Q162.)

BROWN,)C.)&)LILFORD,)R.)2008.)Evaluating)service)delivery)interventions)to)enhance)patient)
safety.)British(Medical(Journal,)337,)a2764.)

BROWN,)C.)A.)&)BUSMAN,)M.)2003.)Expatriate)healthQcare)workers)and)maintenance)of)
standards)of)practice)factors)affecting)service)delivery)in)Saudi)Arabia.)International(
Journal(of(health(care(Quality(assurance,)16,)347Q353.)

BROWN,)J.)K.)2016.)Relationship(between(patient(safety(culture(and(safety(outcome(
measures(among(nurses.)Master)of)Science)Thesis,)GardnerQWebb)University.)

BRYMAN,)A.)1984.)The)debate)about)quantitative)and)qualitative)research:)a)question)of)
method)or)epistemology?)British(journal(of(Sociology,)35,)75Q92.)



References                                                                                                                                                 339 

 

BRYMAN,)A.)2015.)Social(Research(Methods,(Oxford,)UK,)Oxford)university)press.)

BUCKLEY,)S.,)COLEMAN,)J.,)DAVISON,)I.,)KHAN,)K.)S.,)ZAMORA,)J.,)MALICK,)S.,)MORLEY,)D.,)
POLLARD,)D.,)ASHCROFT,)T.)&)POPOVIC,)C.)2009.)The)educational)effects)of)portfolios)
on)undergraduate)student)learning:)a)Best)Evidence)Medical)Education)(BEME))
systematic)review.)BEME)Guide)No.)11.)Medical(teacher,)31,)282Q298.)

BURKE,)C.,)SALAS,)E.,)WILSONQDONNELLY,)K.)&)PRIEST,)H.)2004.)How)to)turn)a)team)of)
experts)into)an)expert)medical)team:)guidance)from)the)aviation)and)military)
communities.)Quality(and(Safety(in(Health(Care,)13,)i96Qi104.)

BURLISON,)J.)D.,)QUILLIVAN,)R.)R.,)KATH,)L.)M.,)ZHOU,)Y.,)COURTNEY,)S.)C.,)CHENG,)C.)&)
HOFFMAN,)J.)M.)2016.)A)Multilevel)Analysis)of)US)Hospital)Patient)Safety)Culture)
Relationships)With)Perceptions)of)Voluntary)Event)Reporting.)Journal(of(patient(
safety. 3 Nov 2016. doi: 10.1097/PTS.0000000000000336 �))

BURNS,)N.)&)GROVE,)S.)K.)2001.)The(Practice(of(Nursing(Research:(Conduct,(Critique,(and(
Utilization,(Philadelphia,)W.B.)Saunders.)

CAMPBELL,)D.)T.)&)FISKE,)D.)W.)1959.)Convergent)and)discriminant)validation)by)the)
multitraitQmultimethod)matrix.)Psychological(bulletin,)56,)81Q105.)

CAMPBELL,)E.)G.,)SINGER,)S.,)KITCH,)B.)T.,)IEZZONI,)L.)I.)&)MEYER,)G.)S.)2010.)Patient)safety)
climate)in)hospitals:)act)locally)on)variation)across)units.)The(Joint(Commission(
Journal(on(Quality(and(Patient(Safety,)36,)319Q326.)

CAMPBELL,)J.)J.,)DUNNETTE,)M.)D.,)LAWLER,)E.)E.)&)WEICK,)K.)E.)1970.)Managerial(behavior,(
performance,(and(effectiveness,(New)York,)McGrawQHill.)

CARAYON,)P.)2006.)Human)factors)of)complex)sociotechnical)systems.)Applied(ergonomics,)
37,)525Q535.)

CARAYON,)P.)&)WOOD,)K.)E.)2010.)Patient)Safety:)The)Role)of)Human)Factors)and)Systems)
Engineering.)Studies(in(health(technology(and(informatics,)153,)23Q46.)

CARAYON,)P.)2011.)Handbook(of(human(factors(and(ergonomics(in(health(care(and(patient(
safety,(Boca)Raton,)Florida,)CRC)Press.)



References                                                                                                                                                 340 

 

CARAYON,)P.,)HANCOCK,)P.,)LEVESON,)N.,)NOY,)I.,)SZNELWAR,)L.)&)VAN)HOOTEGEM,)G.)
2015.)Advancing)a)sociotechnical)systems)approach)to)workplace)safety–developing)
the)conceptual)framework.)Ergonomics,)58,)548Q564.)

CARAYON,)P.,)HUNDT,)A.)S.,)KARSH,)B.,)GURSES,)A.,)ALVARADO,)C.,)SMITH,)M.)&)BRENNAN,)
P.)F.)2006.)Work)system)design)for)patient)safety:)the)SEIPS)model.)Quality(and(
Safety(in(Health(Care,)15,)i50Qi58.)

CARAYON,)P.,)WETTERNECK,)T.)B.,)RIVERAQRODRIGUEZ,)A.)J.,)HUNDT,)A.)S.,)HOONAKKER,)P.,)
HOLDEN,)R.)&)GURSES,)A.)P.)2014.)Human)factors)systems)approach)to)healthcare)
quality)and)patient)safety.)Applied(Ergonomics,)45,)14Q25.)

CARR,)L.)T.)1994.)The)strengths)and)weaknesses)of)quantitative)and)qualitative)research:)
what)method)for)nursing?)Journal(of(advanced(nursing,)20,)716Q721.)

CARROLL,)J.)&)EDMONDSON,)A.)C.)2002.)Leading)organisational)learning)in)health)care.)
Quality(and(Safety(in(Health(Care,)11,)51Q56.)

CARROLL,)J.)S.)1998.)Safety)culture)as)an)ongoing)process:)Culture)surveys)as)opportunities)
for)enquiry)and)change.)Work(&(Stress,)12,)272Q284.)

CATTELL,)R.)B.)1966.)The)scree)test)for)the)number)of)factors.)Multivariate(behavioral(
research,)1,)245Q276.)

CENTRAL)INTELLIGENCE)AGENCY.)2017.)The(world(factbook:(Kuwait([Online].)USA:)CIA.)
Available:)https://www.cia.gov/library/publications/theQworldQ
factbook/geos/ku.html)[Accessed)2)October)2017].)

CHEN,)I.QC.)&)LI,)H.QH.)2010.)Measuring)patient)safety)culture)in)Taiwan)using)the)Hospital)
Survey)on)Patient)Safety)Culture)(HSOPSC).)BMC(Health(Services(Research,)10,)152.)

CHEYNE,)A.,)OLIVER,)A.)&)TOMAS,)J.)Differences)in)safety)climate)in)three)European)
countries)The)British)Psychological)Society)Occupational)Psychology)Conference,)
2003)Bournemouth.)87)–)91.)

CHO,)Y.)I.,)JOHNSON,)T.)P.)&)VANGEEST,)J.)B.)2013.)Enhancing)surveys)of)health)care)
professionals:)a)metaQanalysis)of)techniques)to)improve)response.)Evaluation(&(the(
health(professions,)36,)382Q407.)



References                                                                                                                                                 341 

 

CHOUDHRY,)R.)M.,)FANG,)D.)&)MOHAMED,)S.)2007.)The)nature)of)safety)culture:)A)survey)of)
the)stateQofQtheQart.)Safety(science,)45,)993Q1012.)

CHOUDHERY,)S.,)RICHTER,)M.,)ANENE,)A.,)XI,)Y.,)BROWNING,)T.,)CHASON,)D.)&)MORRISS,)M.)
C.)2014.)Practice)quality)improvement)during)residency:)Where)do)we)stand)and)
where)can)we)improve?)Academic(Radiology,)21,)851Q858.)

CHRISTENSEN,)C.)M.,)BOHMER,)R.)&)KENAGY,)J.)2000.)Will)disruptive)innovations)cure)health)
care?)Harvard(business(review,)78,)102Q112.)

CHURCHILL)JR,)G.)A.)1979.)A)paradigm)for)developing)better)measures)of)marketing)
constructs.)Journal(of(marketing(research,)16,)64Q73.)

CLANCY,)C.)M.)2011.)New)research)highlights)the)role)of)patient)safety)culture)and)safer)
care.)Journal(of(nursing(care(quality,)26,)193Q196.)

CLARK,)E.,)SQUIRE,)S.,)HEYME,)A.,)MICKLE,)M.QE.)&)PETRIE,)E.)2009.)The)PACT)Project:)
improving)communication)at)handover.)Med(J(Aust,)190,)S125Q7.)

CLARK,)V.)L.)P.)2010.)The)adoption)and)practice)of)mixed)methods:)US)trends)in)federally)
funded)healthQrelated)research.)Qualitative(Inquiry,)16,)428Q440.)

CLARKE,)S.)2000.)Safety)culture:)underQspecified)and)overrated?)International(Journal(of(
Management(Reviews,)2,)65Q90.)

CLARKE,)S.)2006.)The)relationship)between)safety)climate)and)safety)performance:)a)metaQ
analytic)review.)Journal(of(occupational(health(psychology,)11,)315Q327.)

CLASSEN,)D.)C.,)RESAR,)R.,)GRIFFIN,)F.,)FEDERICO,)F.,)FRANKEL,)T.,)KIMMEL,)N.,)
WHITTINGTON,)J.)C.,)FRANKEL,)A.,)SEGER,)A.)&)JAMES,)B.)C.)2011.)‘Global)trigger)
tool’shows)that)adverse)events)in)hospitals)may)be)ten)times)greater)than)previously)
measured.)Health(affairs,)30,)581Q589.)

COHEN,)A.)B.,)RESTUCCIA,)J.)D.,)SHWARTZ,)M.,)DRAKE,)J.)E.,)KANG,)R.,)KRALOVEC,)P.,)
HOLMES,)S.)K.,)MARGOLIN,)F.)&)BOHR,)D.)2008.)A)survey)of)hospital)quality)
improvement)activities.)Medical(Care(Research(and(Review,)65,)571Q595.)

COLLA,)J.,)BRACKEN,)A.,)KINNEY,)L.)&)WEEKS,)W.)2005.)Measuring)patient)safety)climate:)a)
review)of)surveys.)Qual(Saf(Health(Care,)14,)364)Q)366.)



References                                                                                                                                                 342 

 

COMREY,)A.)L.)1973.)A(first(course(in(factor(analysis,(New)York,)Academic)press.)

CONWAY,)J.)&)WEINGART,)S.)2005.)Organisational(change(in(the(face(of(highly(public(errors:(
I,(the(DanaNFarber(Cancer(Institute(experience([Online].)Washington)DC:)Agency)for)
Healthcare)Research)and)Quality.)Available:)
http://webmm.silverchair.com/perspective.aspx?perspectiveID=3)[Accessed)June)11)
2017].)

CONWAY,)J.)M.)&)HUFFCUTT,)A.)I.)2003.)A)review)and)evaluation)of)exploratory)factor)
analysis)practices)in)organisational)research.)Organisational(Research(Methods,)6,)
147Q168.)

COOK,)A.)F.,)HOAS,)H.,)GUTTMANNOVA,)K.)&)JOYNER,)J.)C.)2004.)An)error)by)any)other)
name.)The(American(Journal(of(Nursing,)104,)32Q43.)

COOPER,)A.,)GRAY,)J.,)WILLSON,)A.,)LINES,)C.,)MCCANNON,)J.)&)MCHARDY,)K.)2015.)Exploring)
the)role)of)communications)in)quality)improvement:)A)case)study)of)the)1000)Lives)
Campaign)in)NHS)Wales.)Journal(of(communication(in(healthcare,)8,)76Q84.)

COOPER,)J.)B.,)BLUM,)R.)H.,)CARROLL,)J.)S.,)DERSHWITZ,)M.,)FEINSTEIN,)D.)M.,)GABA,)D.)M.,)
MOREY,)J.)C.)&)SINGLA,)A.)K.)2008.)Differences)in)safety)climate)among)hospital)
anesthesia)departments)and)the)effect)of)a)realistic)simulationQbased)training)
program.)Anesthesia(and(Analgesia,)106,)574Q584.)

COOPER,)M.)D.)1998.)Improving(safety(culture:(A(practical(guide,(Chichester,)John)Wiley)&)
sons.)

COOPER,)M.)D.)2000.)Towards)a)model)of)safety)culture.)Safety(science,)36,)111Q136.)

COOPER,)M.)D.)&)PHILLIPS,)R.)A.)2004.)Exploratory)analysis)of)the)safety)climate)and)safety)
behavior)relationship.)Journal(of(safety(research,)35,)497Q512.)

COX,)S.)&)CHEYNE,)A.)2000.)Assessing)safety)culture)in)offshore)environments.)Safety(
science,)34,)111Q129.)

COX,)S.)&)FLIN,)R.)1998.)Safety)culture:)philosopher's)stone)or)man)of)straw?)Work(&(stress,)
12,)189Q201.)

COYLE,)I.)R.,)SLEEMAN,)S.)D.)&)ADAMS,)N.)1995.)Safety)climate.)Journal(of(Safety(Research,)
26,)247Q254.)



References                                                                                                                                                 343 

 

CRABTREE,)B.)F.)&)MILLER,)W.)L.)1999.)Doing(qualitative(research,(Thousand)Oaks,)California,)
Sage)publications.)

CRESWELL,)J.)W.)2013.)Research(design:(Qualitative,(quantitative,(and(mixed(methods(
approaches,(Thousand)Oaks,)California,)Sage)publications.)

CRESWELL,)J.)W.,)KLASSEN,)A.)C.,)PLANO)CLARK,)V.)L.)&)SMITH,)K.)C.)2011a.)Best)practices)for)
mixed)methods)research)in)the)health)sciences.)Bethesda,)MD:)National)Institutes)of)
Health.)

CRESWELL,)J.)W.,)PLANO)CLARK,)V.)L.,)GUTMANN,)M.)L.)&)HANSON,)W.)E.)2011b.)Advanced)
mixed)methods)research)designs.)In:)HAMMERSLEY,)M.)(ed.))Handbook(of(mixed(
methods(in(social(and(behavioral(research.(2nd)Edition)ed.)Thousand)Oaks,)California:)
SAGE)Publications.)

CRONBACH,)L.)J.)1951.)Coefficient)alpha)and)the)internal)structure)of)tests.)psychometrika,)
16,)297Q334.)

CRONHOLM,)S.)&)HJALMARSSON,)A.)2011.)Experiences)from)sequential)use)of)mixed)
methods.)The(Electronic(Journal(of(Business(Research(Methods,)9,)87Q95.)

CROWLEY,)S.)L.)&)FAN,)X.)1997.)Structural)equation)modeling:)Basic)concepts)and)
applications)in)personality)assessment)research.)Journal(of(personality(assessment,)
68,)508Q531.)

CRYSTAL,)J.)1992.)Kuwait(the(Transformation(of(an(Oil(State,(Oxford,)Westview)Press.)

CURRIE,)L.)&)WATT,)S.)(eds.))2007.)An(Introduction(to(Patient(Safety,(London:)Mark)Allen)
Healthcare)Limited.)

DALLING,)I.)1998.)Understanding)and)assessing)safety)culture.)Occupational(Health(and(
Industrial(Medicine,)3,)115.)

DALY,)J.,)KELLEHEAR,)A.)&)GLIKSMAN,)M.)1997.)The(public(health(researcher:(A(
methodological(guide,(Oxford,)Oxford)University)Press.)

DANIELSSON,)M.,)CARLFJORD,)S.)&)NILSEN,)P.)2015.)Patient)safety)walk)rounds:)views)of)
frontline)staff)members)and)managers)in)Sweden.)International(Journal(of(Nursing,)2,)
81Q93.)



References                                                                                                                                                 344 

 

DAVIES,)H.)T.,)NUTLEY,)S.)M.)&)MANNION,)R.)2000.)Organisational)culture)and)quality)of)
health)care.)Quality(in(Health(Care,)9,)111Q119.)

DAVIS,)P.,)LAYQYEE,)R.,)BRIANT,)R.,)ALI,)W.,)SCOTT,)A.)&)SCHUG,)S.)2002.)Adverse)events)in)
New)Zealand)public)hospitals)I:)occurrence)and)impact.)The(New(Zealand(Medical(
Journal((online),)115,)9.)

DE)VELLIS,)R.)F.)&)DANCER,)L.)S.)1991.)Scale)development:)theory)and)applications.)Journal(of(
Educational(Measurement,)31,)79Q82.)

DE)VRIES,)E.)N.,)RAMRATTAN,)M.)A.,)SMORENBURG,)S.)M.,)GOUMA,)D.)J.)&)BOERMEESTER,)
M.)A.)2008.)The)incidence)and)nature)of)inQhospital)adverse)events:)a)systematic)
review.)Quality(and(safety(in(health(care,)17,)216Q223.)

DEKKER,)S.,)COOK,)D.,)JOHANNESEN,)D.,)SARTER,)D.)&)WOODS,)P.)2010.)Behind)human)error.)
Farnham:(Ashgate(Publishing,(Ltd.)

DEKKER,)S.)W.)2009.)Just)culture:)who)gets)to)draw)the)line?)Cognition,(Technology(&(Work,)
11,)177Q185.)

DENISON,)D.)R.)1996.)What)is)the)difference)between)organisational)culture)and)
organisational)climate?)A)native's)point)of)view)on)a)decade)of)paradigm)wars.)
Academy(of(management(review,)21,)619Q654.)

DENZIN,)N.)K.)2009.)The(research(act:(A(theoretical(introduction(to(sociological(methods,(N.J.)
;)London)Aldine)Transaction))

DEPARTMENT)OF)HEALTH)2000.)An)organisation)with)a)memory:)report)of)an)expert)group)
on)learning)from)adverse)events)in)the)NHS.)In:)HEALTH,)D.)O.)(ed.).)London:)The)
Stationery)Office.)

DEPARTMENT)OF)HEALTH)2001.)Building)a)Safer)NHS)for)Patients:)implementing)an)
organisation)with)a)memory.)London:)HMSO.)

DEVON,)H.)A.,)BLOCK,)M.)E.,)MOYLEQWRIGHT,)P.,)ERNST,)D.)M.,)HAYDEN,)S.)J.,)LAZZARA,)D.)J.,)
SAVOY,)S.)M.)&)KOSTASQPOLSTON,)E.)2007.)A)psychometric)toolbox)for)testing)
validity)and)reliability.)Journal(of(Nursing(scholarship,)39,)155Q164.)

DEVRIENDT,)E.,)VAN)DEN)HEEDE,)K.,)COUSSEMENT,)J.,)DEJAEGER,)E.,)SURMONT,)K.,)HEYLEN,)
D.,)SCHWENDIMANN,)R.,)SEXTON,)B.,)WELLENS,)N.)I.)&)BOONEN,)S.)2012.)Content)



References                                                                                                                                                 345 

 

validity)and)internal)consistency)of)the)Dutch)translation)of)the)Safety)Attitudes)
Questionnaire:)an)observational)study.)International(journal(of(nursing(studies,)49,)
327Q337.)

DICUCCIO,)M.)H.)2015.)The)relationship)between)patient)safety)culture)and)patient)
outcomes:)a)systematic)review.)Journal(of(patient(safety,)11,)135Q142.)

DIRIK,)H.)F.)&)SEREN)INTEPELER,)S.)2017.)The)influence)of)authentic)leadership)on)safety)
climate)in)nursing.)Journal(of(Nursing(Management,)25,)392–401.)

DISTEFANO,)C.)&)HESS,)B.)2005.)Using)confirmatory)factor)analysis)for)construct)validation:)
An)empirical)review.)Journal(of(Psychoeducational(Assessment,)23,)225Q241.)

DIXONQWOODS,)M.,)BOSK,)C.)L.,)AVELING,)E.)L.,)GOESCHEL,)C.)A.)&)PRONOVOST,)P.)J.)2011.)
Explaining)Michigan:)developing)an)ex)post)theory)of)a)quality)improvement)
program.)The(Milbank(quarterly,)89,)167Q205.)

DIXONQWOODS,)M.,)BAKER,)R.,)CHARLES,)K.,)DAWSON,)J.,)JERZEMBEK,)G.,)MARTIN,)G.,)
MCCARTHY,)I.,)MCKEE,)L.,)MINION,)J.)&)OZIERANSKI,)P.)2013.)Culture)and)behaviour)
in)the)English)National)Health)Service:)overview)of)lessons)from)a)large)multimethod)
study.)Quality(and(Safety(in(Health(Care,)23,)106Q115.)

DONABEDIAN,)A.)1978.)The)quality)of)medical)care.)Science,)200,)856Q864.)

DONABEDIAN,)A.)1988.)The)quality)of)care:)How)can)it)be)assessed?)Journal(of(the(American(
Medical(Asssociation(260,)1743Q1748.)

DONABEDIAN,)A.)2002.)An(introduction(to(quality(assurance(in(health(care,(Oxford,)Oxford)
University)Press.)

DONAHUE,)M.,)MILLER,)M.,)SMITH,)L.,)DYKES,)P.)&)FITZPATRICK,)J.)J.)2011.)A)leadership)
initiative)to)improve)communication)and)enhance)safety.)American(Journal(of(
Medical(Quality,)26,)206Q211.)

DONALD,)I.)&)CANTER,)D.)1994.)Employee)attitudes)and)safety)in)the)chemical)industry.)
Journal(of(Loss(Prevention(in(the(Process(Industries,)7,)203Q208.)

EDMONDSON,)A.)C.)1996.)Learning)from)mistakes)is)easier)said)than)done:)Group)and)
organisational)influences)on)the)detection)and)correction)of)human)error.)The(
Journal(of(Applied(Behavioral(Science,)32,)5Q28.)



References                                                                                                                                                 346 

 

EDMONDSON,)A.)C.)1999.)Psychological)safety)and)learning)behavior)in)work)teams.)
Administrative(science(quarterly,)44,)350Q383.)

EDMONDSON,)A.)C.)2002a.)The)local)and)variegated)nature)of)learning)in)organisations:)A)
groupQlevel)perspective.)Organisation(science,)13,)128Q146.)

EDMONDSON,)A.)C.)2002b.)Managing(the(risk(of(learning:(Psychological(safety(in(work(
teams,(Boston,)MA,)Division)of)Research,)Harvard)Business)School))

EDMONDSON,)A.)C.)2004.)Learning)from)failure)in)health)care:)frequent)opportunities,)
pervasive)barriers.)Quality(and(safety(in(Health(Care,)13,)ii3Qii9.)

Edwards,)J.)R.)D.)D.)J.,)&)Armstrong,)K.)(2013).)Returning)to)the)roots)of)culture:)A)review)
and)reQconceptualization)of)safety)culture.)Safety(Science,)55,)70Q80.)

EDWARDS,)P.,)ROBERTS,)I.,)CLARKE,)M.,)DIGUISEPPI,)C.,)PRATAP,)S.,)WENTZ,)R.)&)KWAN,)I.)
2002.)Increasing)response)rates)to)postal)questionnaires:)systematic)review.)Bmj,)
324,)1183.)

EDWARDS,)R.)&)HOLLAND,)J.)2013.)What(is(qualitative(interviewing?,(London,)A&C)Black.)

EIRAS,)M.,)ESCOVAL,)A.,)GRILLO,)I.)M.)&)SILVAQFORTES,)C.)2014.)The)hospital)survey)on)
patient)safety)culture)in)Portuguese)hospitals:)instrument)validity)and)reliability.)
International(Journal(of(Health(Care(Quality(Assurance,)27,)111Q22.)

EKVALL,)G.)1983.)Climate,(structure(and(innovativeness(of(organisations:(A(theoretical(
framework(and(an(experiment,(Stockholm,)FArådet,)the)Swedish)Council)for)
Management)and)Organisational)Behaviour.)

ELQJARDALI,)F.)2003.)The(impact(of(hospital(rationalization(and(the(interrelationships(among(
organisational(culture(and(nursing(care(processes(on(health(related(patient(outcomes.)
Ph.D.)Thesis.,)Carleton)University.)

ELQJARDALI,)F.)2007.)Hospital)accreditation)policy)in)Lebanon:)its)potential)for)quality)
improvement.)Le(Journal(medical(libanais.(The(Lebanese(medical(journal,)55,)39Q45.)

ELQJARDALI,)F.,)DIMASSI,)H.,)JAMAL,)D.,)JAAFAR,)M.)&)HEMADEH,)N.)2011.)Predictors)and)
outcomes)of)patient)safety)culture)in)hospitals.)BMC(Health(Services(Research,)11,)1.)



References                                                                                                                                                 347 

 

ELQJARDALI,)F.,)JAAFAR,)M.,)DIMASSI,)H.,)JAMAL,)D.)&)HAMDAN,)R.)2010.)The)current)state)of)
patient)safety)culture)in)Lebanese)hospitals:)a)study)at)baseline.)International(Journal(
for(Quality(in(Health(Care,)22,)386Q395.)

ELQJARDALI,)F.,)SHEIKH,)F.,)GARCIA,)N.)A.,)JAMAL,)D.)&)ABDO,)A.)2014.)Patient)safety)culture)
in)a)large)teaching)hospital)in)Riyadh:)baseline)assessment,)comparative)analysis)and)
opportunities)for)improvement.)BMC(health(services(research,)14,)1.)

ELMONTSRI,)M.,)ALMASHRAFI,)A.,)BANARSEE,)R.)&)MAJEED,)A.)2017.)Status)of)patient)safety)
culture)in)Arab)countries:)a)systematic)review.)BMJ(open,)7,)11)e013487.)

ELNITSKY,)C.,)NICHOLS,)B.)&)PALMER,)K.)1997.)Are)hospital)incidents)being)reported?)Journal(
of(Nursing(Administration,)27,)40Q46.)

EMRO.)2004.)Kuwait(Declaration(on(Patient(Safety;((Intercountry(Consultation(on(Patient(
Safety([Online].)Kuwait:)World)Health)Organisation)Regional)Committee)for)the)
Eastern)Mediterranean)Available:)
http://apps.who.int/iris/bitstream/10665/255388/1/WHO_EM_HCD_053_E_en.pdf)
[Accessed].)

EMRO.)2016.)Framework(for(health(information(systems(and(core(indicators(for(monitoring(
health(situation(and(health(system(performance([Online].)World)Health)Organisation)
Regional)Committee)for)the)Eastern)Mediterranean)Available:)
http://applications.emro.who.int/dsaf/EMROPUB_2016_EN_19169.pdf?ua=1&ua=1)
[Accessed)2)October)2017].)

ESTEVES,)J.)&)PASTOR,)J.)2004.)Using)a)multimethod)approach)to)research)enterprise)
systems)implementations.)Electronic(Journal(of(Business(Research(Methods,)2,)69Q82.)

EVANS,)S.)M.,)BERRY,)J.,)SMITH,)B.,)ESTERMAN,)A.,)SELIM,)P.,)O’SHAUGHNESSY,)J.)&)DEWIT,)
M.)2006.)Attitudes)and)barriers)to)incident)reporting:)a)collaborative)hospital)study.)
Quality(and(Safety(in(Health(Care,)15,)39Q43.)

EVIDENCE)PARTNERS)INCORPORATED)2011.)DistillerSR)Ottawa,)Canada:)Evidence)Partners)
Incorporated.)

FABRIGAR,)L.)R.,)WEGENER,)D.)T.,)MACCALLUM,)R.)C.)&)STRAHAN,)E.)J.)1999.)Evaluating)the)
use)of)exploratory)factor)analysis)in)psychological)research.)Psychological(methods,)4,)
272Q299.)



References                                                                                                                                                 348 

 

FAHLBRUCH,)B.)&)WILPERT,)B.)1999.)System)safety—An)emerging)field)for)I/O)psychology.)
In:)ROBERTSON,)C.)C.)I.)(ed.))International(review(of(industrial(and(organisational(
psychology.)Chichester,)UK:)John)Wiley)&)Sons.)

FAMOLARO,)T.,)YOUNT,)N.)D.,)BURNS,)W.,)FLASHNER,)E.,)LIU,)H.)&)SORRA,)J.)2016.)Hospital)
Survey)on)Patient)Safety)Culture:)2016)User)Comparative)Database)Report.)Rockville,)
MD:)Agency)for)Healthcare)Research)and)Quality.)

Ford)et)al.,)2014FELKNOR,)S.)A.,)ADAY,)L.)A.,)BURAU,)K.)D.,)DELCLOS,)G.)L.)&)KAPADIA,)A.)S.)
2000a.)Safety)climate)and)its)association)with)injuries)and)safety)practices)in)public)
hospitals)in)Costa)Rica.)International(Journal(of(Occupational(&(Environmental(Health,)
6,)18Q25.)

FELKNOR,)S.)A.,)ADAY,)L.)A.,)BURAU,)K.)D.,)DELCLOS,)G.)L.)&)KAPADIA,)A.)S.)2000b.)Safety)
climate)and)its)association)with)injuries)and)safety)practices)in)public)hospitals)in)
Costa)Rica.)International(journal(of(occupational(and(environmental(health,)6,)18Q25.)

FENG,)X.,)BOBAY,)K.)&)WEISS,)M.)2008.)Patient)safety)culture)in)nursing:)a)dimensional)
concept)analysis.)J(Adv(Nurs,)63,)310Q9.)

FEREDAY,)J.)&)MUIRQCOCHRANE,)E.)2006.)Demonstrating)rigor)using)thematic)analysis:)A)
hybrid)approach)of)inductive)and)deductive)coding)and)theme)development.)
International(journal(of(qualitative(methods,)5,)80Q92.)

FERGUSON,)E.)&)COX,)T.)1993.)Exploratory)factor)analysis:)A)users’)guide.)International(
Journal(of(Selection(and(Assessment,)1,)84Q94.)

FERLIE,)E.)B.)&)SHORTELL,)S.)M.)2001.)Improving)the)quality)of)health)care)in)the)United)
Kingdom)and)the)United)States:)a)framework)for)change.)The(Milbank(Quarterly,)79,)
281Q315.)

FIELD,)A.)2009.)Discovering(statistics(using(SPSS,(London,)Sage)publications.)

FINKEL,)M.)&)TLAMIM,)M.)2011.)On(flexibility:(recovery(from(technological(and(doctrinal(
surprise(on(the(battlefield,(Stanford,)California,)Stanford)University)Press.)

FIRTHQCOZENS,)J.)2001.)Multidisciplinary)teamwork:)the)good,)bad,)and)everything)in)
between.)10,)65–66.)



References                                                                                                                                                 349 

 

FIRTHQCOZENS,)J.)2002.)Barriers)to)incident)reporting.)Quality(and(Safety(in(Health(Care,)11,)
7Q7.)

FIRTHQCOZENS,)J.)&)MOWBRAY,)D.)2001.)Leadership)and)the)quality)of)care.)Quality(in(health(
care,)10,)ii3Qii7.)

FIRTHQCOZENS,)J.,)REDFERN,)N.)&)MOSS,)F.)2001.)Confronting)errors)in)patient)care.)UK:)
Department)of)Health.)

FLEMING,)M.)2005.)Patient)safety)culture)measurement)and)improvement:)a)“how)to”)
guide.)Healthc(Q,)8,)14Q19.)

FLEMING,)M.)&)LARDNER,)R.)1999.)Safety)culture:)the)way)forward.)Chemical(engineer,)676,)
16Q18.)

FLIN,)R.)2007.)Measuring)safety)culture)in)healthcare:)A)case)for)accurate)diagnosis.)Safety(
Science,)45,)653Q667.)

FLIN,)R.,)BURNS,)C.,)MEARNS,)K.,)YULE,)S.)&)ROBERTSON,)E.)2006.)Measuring)safety)climate)
in)health)care.)Qual(Saf(Health(Care,)15,)109)Q)115.)

FLIN,)R.,)MEARNS,)K.,)O'CONNOR,)P.)&)BRYDEN,)R.)2000.)Measuring)safety)climate:)
Identifying)the)common)features.)Safety(Science,)34,)177Q192.)

FLIN,)R.)&)YULE,)S.)2004a.)Leadership)and)safety)in)health)care.)Lessons)from)industry.)Qual(
Saf(Health(Care,)13,)i80Q4.)

FLIN,)R.)&)YULE,)S.)2004b.)Leadership)for)safety:)industrial)experience.)Quality(and(Safety(in(
Health(Care,)13,)ii45Qii51.)

FLIN,)R.)&)YULE,)S.)2005.)Advances)in)patient)safety:)nonQtechnical)skills)in)surgery.)Surgeons(
News,)4,)83Q85.)

FORD,)J.)K.,)MACCALLUM,)R.)C.)&)TAIT,)M.)1986.)The)application)of)exploratory)factor)
analysis)in)applied)psychology:)A)critical)review)and)analysis.)Personnel(psychology,)
39,)291Q314.)

FRANCIS,)R.)2013.)Report)of)the)Mid)Staffordshire)NHS)Foundation)Trust)public)inquiry:)
executive)summary.)Whitehall,)London:)The)Stationery)Office.)



References                                                                                                                                                 350 

 

FRANKEL,)A.,)GRILLO,)S.)P.,)PITTMAN,)M.,)THOMAS,)E.)J.,)HOROWITZ,)L.,)PAGE,)M.)&)SEXTON,)
B.)2008.)Revealing)and)resolving)patient)safety)defects:)the)impact)of)leadership)
WalkRounds)on)frontline)caregiver)assessments)of)patient)safety.)Health(services(
research,)43,)2050Q2066.)

FRAZIER,)C.)B.,)LUDWIG,)T.)D.,)WHITAKER,)B.)&)ROBERTS,)D.)S.)2013.)A)hierarchical)factor)
analysis)of)a)safety)culture)survey.)Journal(of(safety(research,)45,)15Q28.)

FREIDSON,)E.)1974.)Professional(dominance:(The(social(structure(of(medical(care,(New)York,)
Atherton)Press.)

FURNHAM,)A.)&)GUNTER,)B.)2015.)Corporate(Assessment:(Auditing(a(Company's(Personality,(
New)York,)Routledge)Revivals.)

GADD,)S.)&)COLLINS,)A.)2002.)Safety(culture:(A(review(of(the(literature,(Sheffield,)Health)and)
Safety)Laboratory,)Human)Factors)Group.)

GALLEGO,)B.,)WESTBROOK,)M.)T.,)DUNN,)A.)G.)&)BRAITHWAITE,)J.)2012.)Investigating)
patient)safety)culture)across)a)health)system:)multilevel)modelling)of)differences)
associated)with)service)types)and)staff)demographics.)International(Journal(for(
Quality(in(Health(Care,)24,)311Q320.)

GARSON,)G.)2012.)Factor(analysis((Statistical(Associates"(Blue(Book"(series),(Asheboro,)NC,)
Statistical)Associates)Publishers.)

GAULD,)R.)&)HORSBURGH,)S.)2014.)Healthcare)professional)perspectives)on)quality)and)
safety)in)New)Zealand)public)hospitals:)findings)from)a)national)survey.)Australian(
Health(Review,)38,)109Q14.)

GAY,)L.)R.,)MILLS,)G.)E.)&)AIRASIAN,)P.)W.)1996.)Educational(research:(Competencies(for(
analysis(and(applications,(Upper)Saddle)River,NJ,)Pearson)Education)Limited.)

GEISINGER,)K.)F.,)BRACKEN,)B.)A.,)CARLSON,)J.)F.,)HANSEN,)J.QI.)C.,)KUNCEL,)N.)R.,)REISE,)S.)P.)
&)RODRIGUEZ,)M.)C.)2013.)APA(handbook(of(testing(and(assessment(in(psychology,(
Vol.(1:(Test(theory(and(testing(and(assessment(in(industrial(and(organisational(
psychology,(Washington,)DC,)American)Psychological)Association.)

GEORGE,)D.)&)MALLERY,)P.)2009.)SPSS(For(Windows(Step(By(Step:(A(Simple(Study(Guide(And(
Reference,(17.0(Update,(Boston,)Pearson)Education.)



References                                                                                                                                                 351 

 

GEORGE,)D.)&)MALLERY,)P.)2010.)SPSS(for(Windows(Step(by(Step:(A(Simple(Guide(and(
Reference(18.0(Update,(Upper)Saddle)River,)NJ,)Prentice)Hall)Press.)

GERBING,)D.)W.)&)HAMILTON,)J.)G.)1996.)Viability)of)exploratory)factor)analysis)as)a)
precursor)to)confirmatory)factor)analysis.)Structural(Equation(Modeling:(A(
Multidisciplinary(Journal,)3,)62Q72.)

GERRISH,)K.)&)LACEY,)A.)2010.)The(research(process(in(nursing,(Chichester,)John)Wiley)&)
Sons.)

GERSHON,)R.)R.,)KARKASHIAN,)C.)D.,)GROSCH,)J.)W.,)MURPHY,)L.)R.,)ESCAMILLAQCEJUDO,)A.,)
FLANAGAN,)P.)A.,)BERNACKI,)E.,)KASTING,)C.)&)MARTIN,)L.)2000.)Hospital)safety)
climate)and)its)relationship)with)safe)work)practices)and)workplace)exposure)
incidents.)American(Journal(of(Infection(Control,)28,)211Q21.)

GERSHON,)R.)R.,)QURESHI,)K.)A.,)POGORZELSKA,)M.,)ROSEN,)J.,)GEBBIE,)K.)M.,)BRANDTQ
RAUF,)P.)W.)&)SHERMAN,)M.)F.)2007.)NonQhospital)based)registered)nurses)and)the)
risk)of)bloodborne)pathogen)exposure.)Industrial(Health,)45,)695Q704.)

GILL,)P.,)STEWART,)K.,)TREASURE,)E.)&)CHADWICK,)B.)2008.)Methods)of)data)collection)in)
qualitative)research:)interviews)and)focus)groups.)British(dental(journal,)204,)291Q
295.)

GINSBURG,)L.,)GILIN,)D.,)TREGUNNO,)D.,)NORTON,)P.)G.,)FLEMONS,)W.)&)FLEMING,)M.)2009.)
Advancing)measurement)of)patient)safety)culture.)Health(services(research,)44,)205Q
224.)

GINSBURG,)L.)R.,)CHUANG,)Y.)T.,)BLAIR)BERTA,)W.,)NORTON,)P.)G.,)NG,)P.,)TREGUNNO,)D.)&)
RICHARDSON,)J.)2010.)The)relationship)between)organisational)leadership)for)safety)
and)learning)from)patient)safety)events.)Health(Services(Research,)45,)607Q632.)

GINSBURG,)L.)R.,)TREGUNNO,)D.,)NORTON,)P.)G.,)MITCHELL,)J.)I.)&)HOWLEY,)H.)2013.)‘Not)
another)safety)culture)survey’:)using)the)Canadian)patient)safety)climate)survey)(CanQ
PSCS))to)measure)provider)perceptions)of)PSC)across)health)settings.)BMJ(quality(&(
safety,)bmjqsQ2013Q002220.)

GLENDON,)A.)I.)&)STANTON,)N.)A.)2000.)Perspectives)on)safety)culture.)Safety(Science,)34,)
193Q214.)



References                                                                                                                                                 352 

 

GLICK,)W.)H.)1985.)Conceptualizing)and)measuring)organisational)and)psychological)climate:)
Pitfalls)in)multilevel)research.)Academy(of(management(review,)10,)601Q616.)

GOH,)S.)C.,)CHAN,)C.)&)KUZIEMSKY,)C.)2013.)Teamwork,)organisational)learning,)patient)
safety)and)job)outcomes.)International(journal(of(health(care(quality(assurance,)26,)
420Q432.)

GOLDSTEIN,)L.)J.)1963.)Collected)papers.)Volume)I:)The)problem)of)social)reality.)The(Journal(
of(Philosophy,)60,)557Q562.)

GORSUCH,)R.)L.)1983.)Factor(Analysis,(Hillsdale,)NJ,)Lawrence)Erlbaum)Associates.)

GORSUCH,)R.)L.)1990.)Common)factor)analysis)versus)component)analysis:)Some)well)and)
little)known)facts.)Multivariate(Behavioral(Research,)25,)33Q39.)

GORSUCH,)R.)L.)1997.)Exploratory)factor)analysis:)Its)role)in)item)analysis.)Journal(of(
personality(assessment,)68,)532Q560.)

GRANT,)M.)J.)C.,)DONALDSON,)A.)E.)&)LARSEN,)G.)Y.)2006.)The)safety)culture)in)a)children's)
hospital.)Journal(of(nursing(care(quality,)21,)223Q229.)

GREENFIELD,)D.,)PAWSEY,)M.,)HINCHCLIFF,)R.,)MOLDOVAN,)M.)&)BRAITHWAITE,)J.)2012.)The)
standard)of)healthcare)accreditation)standards:)a)review)of)empirical)research)
underpinning)their)development)and)impact.)BMC(health(services(research,)12,)329.)

GRIFFIN,)F.)A.)&)RESAR,)R.)K.)2009.)IHI)Global)Trigger)Tool)for)measuring)adverse)events.)
Institute(for(Healthcare(Improvement(Innovation(Series(White(Paper.)Cambridge,)MA:)
Institute)for)Healthcare)Improvement.)

GRIFFIN,)M.)A.)&)NEAL,)A.)2000.)Perceptions)of)safety)at)work:)a)framework)for)linking)safety)
climate)to)safety)performance,)knowledge,)and)motivation.)Journal(of(occupational(
health(psychology,)5,)347.)

GROVES,)P.)S.,)MEISENBACH,)R.)&)SCOTTQCAWIEZELL,)J.)2011.)Keeping)patients)safe)in)
healthcare)organisations:)a)structuration)theory)of)safety)culture.)Journal(of(
advanced(nursing,)67,)1846.)

GUADAGNOLI,)E.)&)VELICER,)W.)F.)1988.)Relation)to)sample)size)to)the)stability)of)
component)patterns.)Psychological(bulletin,)103,)265.)



References                                                                                                                                                 353 

 

GULDENMUND,)F.)W.)2000.)The)nature)of)safety)culture:)a)review)of)theory)and)research.)
Safety(science,)34,)215Q257.)

GULDENMUND,)F.)W.)2007.)The)use)of)questionnaires)in)safety)culture)research–an)
evaluation.)Safety(Science,)45,)723Q743.)

GURSES,)A.)P.,)KIM,)G.,)MARTINEZ,)E.)A.,)MARSTELLER,)J.,)BAUER,)L.,)LUBOMSKI,)L.)H.,)
PRONOVOST,)P.)J.)&)THOMPSON,)D.)2012.)Identifying)and)categorising)patient)safety)
hazards)in)cardiovascular)operating)rooms)using)an)interdisciplinary)approach:)A)
multisite)study.)BMJ(Quality(and(Safety,)21,)810Q818.)

GUTIÉRREZQCÍA,)I.,)DE)COS,)P.,)JUAN,)A.,)OBÓNQAZUARA,)B.,)ALONSOQOVIES,)Á.,)MARTINQ
DELGADO,)M.,)ÁLVAREZQRODRÍGUEZ,)J.)&)AIBARQREMÓN,)C.)2010.)[Perception)of)
safety)culture)in)Spanish)intensive)care)units].)Medicina(clinica,)135,)37Q44.)

HAIR)J,)A.)R.,)TATHAM)RL,)BLACK)WC)1995.)Multivariate(Data(Analysis,(New)Jersey,)Prentice)
Hall.)

HALL,)R.)Mixed)methods:)In)search)of)a)paradigm.))Proceedings)of)the)International)
Conference)on)Innovative)Research)in)a)Changing)and)Challenging)World,)16)Q)18)May)
2012)Phuket,)Tasmania.)71Q78.)

HALLIGAN,)M.)&)ZECEVIC,)A.)2011.)Safety)culture)in)healthcare:)a)review)of)concepts,)
dimensions,)measures)and)progress.)BMJ(quality(&(safety,)20,)338Q343.)

HAMDAN,)M.)2013.)Measuring)safety)culture)in)Palestinian)neonatal)intensive)care)units)
using)the)Safety)Attitudes)Questionnaire.)Journal(of(critical(care,)28,)886.)e7Q886.)
e14.)

HAMDAN,)M.)&)SALEEM,)A.)A.)2013.)Assessment)of)patient)safety)culture)in)Palestinian)
public)hospitals.)International(Journal(for(Quality(in(Health(Care,)25,)167Q175.)

HAMMER,)A.,)ERNSTMANN,)N.,)OMMEN,)O.,)WIRTZ,)M.,)MANSER,)T.,)PFEIFFER,)Y.)&)PFAFF,)
H.)2011.)Psychometric)properties)of)the)Hospital)Survey)on)Patient)Safety)Culture)for)
hospital)management)(HSOPS_M).)BMC(health(services(research,)11,)1.)

HARADEN,)C.)&)LEITCH,)J.)2011.)Scotland’s)successful)national)approach)to)improving)patient)
safety)in)acute)care.)Health(Affairs,)30,)755Q763.)



References                                                                                                                                                 354 

 

HARRISON,)S.,)HUNTER,)D.)J.,)MARNOCH,)G.)&)POLLITT,)C.)1992.)Just(managing:(power(and(
culture(in(the(National(Health(Service,(London,)Macmillan)Press.)

HARWELL,)M.)R.)(ed.))2011.)Research(Design(in(Qualitative/(Quantitative/(Mixed(Methods,(
Thousand)Oaks,)California:)Sage)Publications.)

HASSEN,)P.)&)LINDENBERGER,)L.)1993.)Rx(for(hospitals:(New(hope(for(medicare(in(the(90s,(
Toronto,)Stoddart)Publishing)Co.)

HAUGEN,)A.)S.,)SØFTELAND,)E.,)EIDE,)G.)E.,)NORTVEDT,)M.)W.,)AASE,)K.)&)HARTHUG,)S.)2010.)
Patient)safety)in)surgical)environments:)crossQcountries)comparison)of)psychometric)
properties)and)results)of)the)Norwegian)version)of)the)Hospital)Survey)on)Patient)
Safety.)BMC(Health(Services(Research,)10,)279.)

HAUX,)R.)2006.)Health)information)systems–past,)present,)future.)International(journal(of(
medical(informatics,)75,)268Q281.)

HAYNES,)A.)B.,)WEISER,)T.)G.,)BERRY,)W.)R.,)LIPSITZ,)S.)R.,)BREIZAT,)A.QH.)S.,)DELLINGER,)E.)P.,)
DZIEKAN,)G.,)HERBOSA,)T.,)KIBATALA,)P.)L.)&)LAPITAN,)M.)C.)M.)2011.)Changes)in)
safety)attitude)and)relationship)to)decreased)postoperative)morbidity)and)mortality)
following)implementation)of)a)checklistQbased)surgical)safety)intervention.)BMJ(
quality(&(safety,)20,)102Q107.)

HAYNES,)S.)N.,)RICHARD,)D.)&)KUBANY,)E.)S.)1995.)Content)validity)in)psychological)
assessment:)A)functional)approach)to)concepts)and)methods.)Psychological(
assessment,)7,)238Q247.)

HEALTH)AND)SAFETY)COMMISSION)1993.)Third)report:)organising)for)safety.)ACSNI)Study)
Group)on)Human)Factors.)London:)HMSO.)

HEDSKÖLD,)M.,)PUKKQHÄRENSTAM,)K.,)BERG,)E.,)LINDH,)M.,)SOOP,)M.,)ØVRETVEIT,)J.)&)
ANDREEN)SACHS,)M.)2013.)Psychometric)properties)of)the)hospital)survey)on)patient)
safety)culture,)HSOPSC,)applied)on)a)large)Swedish)health)care)sample.)BMC(Health(
Services(Research,)13,)332.)

HELLING,)J.,)SCHROOTEN,)W.,)KLAZINGA,)N.)&)VLEUGELS,)A.)2007.)Challenging)patient)safety)
culture:)survey)results.)International(journal(of(Health(Care(Quality(Assurance,)20,)
620)Q)632.)



References                                                                                                                                                 355 

 

HELLINGS,)J.,)SCHROOTEN,)W.,)KLAZINGA,)N.)S.)&)VLEUGELS,)A.)2010.)Improving)patient)
safety)culture.)International(Journal(of(Health(Care(Quality(Assurance,)23,)489Q506.)

HELMREICH,)R.,)MERRITT,)A.,)SHERMAN,)P.,)GREGORICH,)S.)&)WIENER,)E.)1993.)The)flight)
management)attitudes)questionnaire)(FMAQ).)Austin,)TX:)University)of)Texas.)

HELMREICH,)R.)L.)2000.)On)error)management:)lessons)from)aviation.)BMJ:(British(Medical(
Journal,)320,)781.)

HENDRICK,)H.)W.)&)KLEINER,)B.)M.)1999.)Macroergonomics:(An(introduction(to(work(system(
design,(Santa)Monica,)CA,)Human)Factors)and)Ergonomics)Society.)

HENSON,)R.)K.)&)ROBERTS,)J.)K.)2006.)Use)of)exploratory)factor)analysis)in)published)
research)common)errors)and)some)comment)on)improved)practice.)Educational(and(
Psychological(measurement,)66,)393Q416.)

HIGNETT,)S.,)JONES,)E.)L.,)MILLER,)D.,)WOLF,)L.,)MODI,)C.,)SHAHZAD,)M.)W.,)BUCKLE,)P.,)
BANERJEE,)J.)&)CATCHPOLE,)K.)2015.)Human)factors)and)ergonomics)and)quality)
improvement)science:)integrating)approaches)for)safety)in)healthcare.)BMJ(Qual(Saf,)
24,)250Q254.)

HILL,)T.,)LEWICKI,)P.)&)LEWICKI,)P.)2006.)Statistics:(methods(and(applications:(a(
comprehensive(reference(for(science,(industry,(and(data(mining,(Tulsa,)OK,)StatSoft,)
Inc.)

HINKIN,)T.)R.)1998.)A)brief)tutorial)on)the)development)of)measures)for)use)in)survey)
questionnaires.)Organisational(research(methods,)1,)104Q121.)

HINTON,)A.)1987.)Research(Awareness(the(ethnographic(perspective,(Southampton,)Ashford.)

HOFMANN,)D.)A.)&)MARK,)B.)2006.)An)investigation)of)the)relationship)between)safety)
climate)and)medication)errors)as)well)as)other)nurse)and)patient)outcomes.)
Personnel(Psychology,)59,)847Q869.)

HOFMANN,)D.)A.,)MORGESON,)F.)P.)&)GERRAS,)S.)J.)2003.)Climate)as)a)moderator)of)the)
relationship)between)leaderQmember)exchange)and)content)specific)citizenship:)
safety)climate)as)an)exemplar.)Journal(of(Applied(Psychology,)88,)170.)

HOFMANN,)D.)A.)&)STETZER,)A.)1996.)A)crossQlevel)investigation)of)factors)influencing)unsafe)
behaviors)and)accidents.)Personnel(psychology,)49,)307Q339.)



References                                                                                                                                                 356 

 

HOFMANN,)D.)A.)&)STETZER,)A.)1998.)The)role)of)safety)climate)and)communication)in)
accident)interpretation:)Implications)for)learning)from)negative)events.)Academy(of(
management(journal,)41,)644Q657.)

HOFSTEDE,)G.)1986.)Werken)aan)de)organisatiecultuur.)Bedrijfskunde,)58,)102Q106.)

HOFSTEDE,)G.)1991.)Cultures)and)organisations:)Software)of)the)mind.)McGawNHill,(London.)

HOGARTY,)K.)Y.,)HINES,)C.)V.,)KROMREY,)J.)D.,)FERRON,)J.)M.)&)MUMFORD,)K.)R.)2005.)The)
Quality)of)Factor)Solutions)in)Exploratory)Factor)Analysis:)The)Influence)of)Sample)
Size,)Communality,)and)Overdetermination.)Educational(and(Psychological(
Measurement,)65,)202Q226.)

HOLDEN,)R.)J.,)CARAYON,)P.,)GURSES,)A.)P.,)HOONAKKER,)P.,)HUNDT,)A.)S.,)OZOK,)A.)A.)&)
RIVERAQRODRIGUEZ,)A.)J.)2013.)SEIPS)2.0:)a)human)factors)framework)for)studying)
and)improving)the)work)of)healthcare)professionals)and)patients.)Ergonomics,)56,)
1669Q1686.)

HOLLNAGEL,)E.,)WEARS,)R.)L.)&)BRAITHWAITE,)J.)2015.)From)SafetyQI)to)SafetyQII:)a)white)
paper.)Denmark.)

HOOPER,)D.,)COUGHLAN,)J.)&)MULLEN,)M.)2008.)Structural)equation)modelling:)Guidelines)
for)determining)model)fit.)Electronic(Journal(of(Business(Research(Methods,)6,)53Q60.)

HOPF,)C.)2004.)Qualitative)interviews:)An)overview.)In:)FLICK,)U.,)KARDOFF,)E.)V.)&)STEINKE,)
I.)(eds.))A(companion(to(qualitative(research.)London:)Sage)Publications.)

HOSFORD,)S.)B.)2008.)Hospital)progress)in)reducing)error:)the)impact)of)external)
interventions.)Hospital(topics,)86,)9Q20.)

HOYLE,)R.)H.)2012.)Handbook(of(structural(equation(modeling,(New)York,)N.Y.,)Guilford)
publications.)

HU,)L.)&)BENTLER,)P.)1999.)Cutoff)criteria)for)fit)indexes)in)covariance)structure)analysis:)
Conventional)criteria)versus)new)alternatives.)Structural(Equation(Modelling,)6,)1)Q)
55.)

HUANG,)D.)T.,)CLERMONT,)G.,)SEXTON,)J.)B.,)KARLO,)C.)A.,)MILLER,)R.)G.,)WEISSFELD,)L.)A.,)
ROWAN,)K.)M.)&)ANGUS,)D.)C.)2007.)Perceptions)of)safety)culture)vary)across)the)
intensive)care)units)of)a)single)institution.)Critical(care(medicine,)35,)165Q176.)



References                                                                                                                                                 357 

 

HUANG,)Y.QH.,)HO,)M.,)SMITH,)G.)S.)&)CHEN,)P.)Y.)2006.)Safety)climate)and)selfQreported)
injury:)Assessing)the)mediating)role)of)employee)safety)control.)Accident(Analysis(&(
Prevention,)38,)425Q433.)

HUBLEY,)A.)M.)&)ZUMBO,)B.)D.)2013.)Psychometric)characteristics)of)assessment)
procedures:)An)overview.)In:)GEISINGER,)K.)F.)(ed.))APA(Handbook(of(Testing(and(
Assessment(in(Psychology,(Volume(1.)Washington,)D.C.:)American)Psychological)
Association)Press.)

HUDSON,)P.)2003.)Applying)the)lessons)of)high)risk)industries)to)health)care.)Quality(and(
safety(in(health(care,)12,)i7Qi12.)

HUGHES,)C.)M.)&)LAPANE,)K.)L.)2006.)Nurses’)and)nursing)assistants’)perceptions)of)patient)
safety)culture)in)nursing)homes.)International(Journal(for(Quality(in(health(care,)18,)
281Q286.)

HUNTER,)A.)&)BREWER,)J.)2003.)Multimethod)Research)in)sociology.)In:)TASHAKKORI,)A.)&)
TEDDLIE,)C.)(eds.))Handbook(of(mixed(methods(in(social(and(behavioral(research.)
Thousand)Oaks,)CA:)Sage)Publications.)

HUNTER,)M.)G.)2008.)Handbook(of(Research(on(Information(Management(and(the(Global(
Landscape,(New)York,)IGI)Global.)

HUTCHESON,)G.)D.)&)SOFRONIOU,)N.)1999.)The(multivariate(social(scientist:(Introductory(
statistics(using(generalized(linear(models,(Thousand)Oaks,)CA,)Sage)Publications.)

HUTCHINSON,)A.)2014.)Exploring(safety,(quality(and(resilience(in(health(care.)Ph.D.)Thesis,)
University)of)Sheffield.)

HUTCHINSON,)A.,)COOPER,)K.,)DEAN,)J.,)MCINTOSH,)A.,)PATTERSON,)M.,)STRIDE,)C.,)
LAURENCE,)B.)&)SMITH,)C.)2006.)Use)of)a)safety)climate)questionnaire)in)UK)health)
care:)factor)structure,)reliability)and)usability.)Quality(and(Safety(in(Health(Care,)15,)
347Q353.)

HWANG,)J.QI.,)LEE,)S.QI.)&)PARK,)H.)2012.)Barriers)to)the)operation)of)patient)safety)incident)
reporting)systems)in)Korean)general)hospitals.)Healthcare(informatics(research,)18,)
279Q286.)

IAEA.)1986.)Summary)Report)on)the)PostQaccident)Review)Meeting)on)the)Chernobyl)
Accident,)INSAGQ1.)Vienna:)INTERNATIONAL)NUCLEAR)SAFETY)ADVISORY)GROUP.)



References                                                                                                                                                 358 

 

INTERNATIONAL)ERGONOMICS)ASSOCIATION.)2000.)What(is(ergonomics?([Online].)
International)Ergonomics)Association.)Available:)
http://www.iea.cc/whats/index.html)[Accessed)2)November)2017].)

IOM.)1999.)To)err)is)human:)building)a)safer)health)system)Washington,)DC:)Institute)of)
Medicine,.)

IOM.)2001.)Crossing)the)quality)chasm:)a)new)health)system)for)the)21st)century.)
Washington,)DC:)Institute)of)Medicine.)

ITOH,)K.,)ABE,)T.)&)ANDERSEN,)H.)A)survey)of)safety)culture)in)hospitals)including)staff)
attitudes)about)incident)reporting.))Proceedings)of)the)Workshop)on)the)
Investigation)and)Reporting)of)Incidents)and)Accidents,)2002)Glasgow.)

IVES,)C.)&)HILLIER,)S.)2015.)Human(factors(in(healthcare:(common(terms([Online].)The)
Clinical)Human)Factors)Group.)Available:)http://chfg.org/wpQ
content/uploads/2016/03/chfgQhumanQfactorsQcommonQterms.pdf)[Accessed)18)
August)2017].)

JACKSON,)D.)L.,)GILLASPY)JR,)J.)A.)&)PURCQSTEPHENSON,)R.)2009.)Reporting)practices)in)
confirmatory)factor)analysis:)an)overview)and)some)recommendations.)Psychological(
methods,)14,)6Q23.)

JACKSON,)J.,)SARAC,)C.)&)FLIN,)R.)2010.)Hospital)safety)climate)surveys:)measurement)issues.)
Current(Opinion(in(Critical(Care,)16,)632Q8.)

JAMES,)J.)T.)2013.)A)new,)evidenceQbased)estimate)of)patient)harms)associated)with)hospital)
care.)Journal(of(patient(safety,)9,)122Q128.)

JCAHO.)2005.)Sentinel(event(statistics([Online].)Washington,)D.C.:)Joint)Commission)on)
Accreditation)of)Healthcare)Organisations.)Available:)
https://www.jointcommission.org/sentinel_event.aspx)[Accessed)25)APRIL)2017].)

JEFFCOTT,)S.,)PIDGEON,)N.,)WEYMAN,)A.)&)WALLS,)J.)2006.)Risk,)trust,)and)safety)culture)in)
UK)train)operating)companies.)Risk(analysis,)26,)1105Q1121.)

JHA,)A.)K.,)LARIZGOITIA,)I.,)AUDERAQLOPEZ,)C.,)PRASOPAQPLAIZIER,)N.,)WATERS,)H.)&)BATES,)
D.)W.)2013.)The)global)burden)of)unsafe)medical)care:)analytic)modelling)of)
observational)studies.)BMJ(Qual(Saf,)22,)809–815.)



References                                                                                                                                                 359 

 

JICK,)T.)D.)1979.)Mixing)qualitative)and)quantitative)methods:)Triangulation)in)action.)
Administrative(science(quarterly,)24,)602Q611.)

JOHNSON,)B.)&)CHRISTENSEN,)L.)2008.)Educational(research:(Quantitative,(qualitative,(and(
mixed(approaches,(Thousand)oaks,)Californis,)Sage)publications.)

JOHNSON,)K.)&)HUDSON,)M.)A.)2004.)Keeping)patients)safe:)An)analysis)of)organisational)
culture)and)caregiver)training.)Journal(of(healthcare(management,)49,)171Q178.)

JOHNSON,)R.)B.)&)ONWUEGBUZIE,)A.)J.)2004.)Mixed)methods)research:)A)research)paradigm)
whose)time)has)come.)Educational(researcher,)33,)14Q26.)

JOHNSON,)R.)B.,)ONWUEGBUZIE,)A.)J.)&)TURNER,)L.)A.)2007.)Toward)a)definition)of)mixed)
methods)research.)Journal(of(mixed(methods(research,)1,)112Q133.)

JOHNSON,)S.)E.)2007.)The)predictive)validity)of)safety)climate.)Journal(of(Safety(Research,)38,)
511Q521.)

JOHNSTONE,)M.QJ.)&)KANITSAKI,)O.)2006.)Culture,)language,)and)patient)safety:)making)the)
link.)International(Journal(for(Quality(in(Health(Care,)18,)383Q388.)

JONES,)C.)2014.)Assessing(safety(culture(and(safety(performance(in(a(high(hazard(industry.)
Ph.D.)Thesis,)University)of)Nottingham.)

KAAFARANI,)H.)M.,)ITANI,)K.)M.,)ROSEN,)A.)K.,)ZHAO,)S.,)HARTMANN,)C.)W.)&)GABA,)D.)M.)
2009.)How)does)patient)safety)culture)in)the)operating)room)and)postQanesthesia)
care)unit)compare)to)the)rest)of)the)hospital?)American(Journal(of(Surgery,)198,)70Q5.)

KACZUR,)M.)B.)2017.)Culture(and(Climate(of(Safety(in(Organizations:(Conceptualizations(and(
Assessment.)Masters)of)Arts)in)Applied)Social)Psychology)MSc,)University)of)
Saskatchewan.)

KAGAN,)I.)&)BARNOY,)S.)2008.)Factors)associated)with)reporting)of)medication)errors)by)
Israeli)nurses.)J(Nurs(Care(Qual,)23,)353Q61.)

KAISER,)H.)F.)1974.)An)index)of)factorial)simplicity.)Psychometrika,)39,)31Q36.)

KANE,)M.)T.)2001.)Current)concerns)in)validity)theory.)Journal(of(educational(Measurement,)
38,)319Q342.)



References                                                                                                                                                 360 

 

KAPLAN,)B.)&)DUCHON,)D.)1988.)Combining)qualitative)and)quantitative)methods)in)
information)systems)research:)a)case)study.)MIS(quarterly,)12,)571Q586.)

KATZQNAVON,)T.,)NAVEH,)E.)&)STERN,)Z.)2005.)Safety)climate)in)health)care)organisations:)A)
multidimensional)approach.)Academy(of(Management(Journal,)48,)1075Q1089.)

KEISER,)N.)L.)2015.)An(Empirical(Test(of(ContextNSpecific(Safety(Climate(Measurement:(A(
Comparison(of(Five(Research(Laboratory(Safety(Climate(Measures(to(a(General(
Measure(of(Safety(Climate.)Master)of)Science)Thesis,)Texas)A)&)M)University.)

KENNY,)D.)A.)2015.(Measuring(model(fit([Online].)Available:)
http://davidakenny.net/cm/fit.htm)[Accessed)21)June)2016].)

KIM,)H.QY.)2013.)Statistical)notes)for)clinical)researchers:)assessing)normal)distribution)(2))
using)skewness)and)kurtosis.)Restorative(dentistry(&(endodontics,)38,)52Q54.)

KIMBERLIN,)C.)L.)&)WINTERSTEIN,)A.)G.)2008.)Validity)and)reliability)of)measurement)
instruments)used)in)research.)Am(J(Health(Syst(Pharm,)65,)2276Q84.)

KING,)M.)F.)&)BRUNER,)G.)C.)2000.)Social)desirability)bias:)A)neglected)aspect)of)validity)
testing.)Psychology(and(Marketing,)17,)79Q103.)

KINGSTON,)M.)J.,)EVANS,)S.)M.,)SMITH,)B.)J.)&)BERRY,)J.)G.)2004.)Attitudes)of)doctors)and)
nurses)towards)incident)reporting:)a)qualitative)analysis.)Medical(Journal(of(Australia,)
181,)36Q39.)

KIRK,)S.,)MARSHALL,)M.,)CLARIDGE,)T.,)ESMAIL,)A.)&)PARKER,)D.)2005.)Evaluating)safety)
culture.)In:)WALSHE,)K.)&)BOADEN,)R.)(eds.))Patient(safety:(research(into(practice.)
Berkshire,)ENgland:)Open)University)Press.)

KIRK,)S.,)PARKER,)D.,)CLARIDGE,)T.,)ESMAIL,)A.)&)MARSHALL,)M.)2007.)Patient)safety)culture)
in)primary)care:)Developing)a)theoretical)framework)for)practical)use.)Quality(and(
Safety(in(Health(Care,)16,)313Q320.)

KLINE,)P.)2014.)An(easy(guide(to(factor(analysis,(New)York,)Routledge.)

KLINE,)R.)B.)2015.)Principles(and(practice(of(structural(equation(modeling,(New)York,)Guilford)
publications.)



References                                                                                                                                                 361 

 

KNIGHT,)J.)L.)Toward)Reflective)Judgment)in)Exploratory)Factor)Analysis)Decisions:)
Determining)the)Extraction)Method)and)Number)of)Factors)To)Retain.))The)Annual)
Meeting)of)the)MidQSouth)Educational)Research)Association)15Q17)November)2000)
2000)Bowling)Green,)Kentucky.)

KNOX,)G.)&)SIMPSON,)K.)2004.)Teamwork:)the)fundamental)building)block)of)highQreliability)
organisations)and)patient)safety.)In:)YOUNGBERG,)B.)J.)&)HATLIE,)M.)J.)(eds.))Patient(
safety(handbook.)Boston,)MA:)Jones)and)Bartlett.)

KOBUSE,)H.,)MORISHIMA,)T.,)TANAKA,)M.,)MURAKAMI,)G.,)HIROSE,)M.)&)IMANAKA,)Y.)2014.)
Visualizing)variations)in)organisational)safety)culture)across)an)interQhospital)
multifaceted)workforce.)Journal(of(Evaluation(in(Clinical(Practice,)20,)273Q280.)

KOHN,)L.)T.,)CORRIGAN,)J.)M.)&)DONALDSON,)M.)S.)2000.)To(err(is(human:(building(a(Safer(
Health(System,(Washington)D.C.,)National)Academy)Press.)

KOZLOWSKI,)S.)W.)&)DOHERTY,)M.)L.)1989.)Integration)of)climate)and)leadership:)
Examination)of)a)neglected)issue.)Journal(of(applied(psychology,)74,)546Q553.)

KUHN,)T.)S.)&)HAWKINS,)D.)1963.)The)structure)of)scientific)revolutions.)American(Journal(of(
Physics,)31,)554Q555.)

Künzle)B,)Kolbe)M,)Grote)G.)Ensuring)patient)safety)through)effective)leadership)behaviour:)
a)literature)review.)Safety)science.)2010;48(1):1Q17.)

KUWAIT)CENTRAL)STATISTICAL)BUREAU.)2014.)Annual)Statistical)Abstract)Kuwait:)CSB.)

KUWAIT)CENTRAL)STATISTICAL)BUREAU.)2015a.)Annual(Bulletin(for(Vital(Statistics:(Births(and(
Death(2015([Online].)Kuwait:)CSB.)Available:)
https://www.csb.gov.kw/Socan_Statistic_EN.aspx?ID=18)[Accessed)23)March)2017].)

KUWAIT)CENTRAL)STATISTICAL)BUREAU.)2015b.)Annual(Bulletin(of(Health(Statistics(2015(
[Online].)Kuwait:)CSB.)Available:)https://www.csb.gov.kw/Socan_Statistic.aspx?ID=59)
[Accessed)18)March)2017].)

KUWAIT)CENTRAL)STATISTICAL)BUREAU.)2016.)Annual(Statistical(Bulletin([Online].)Kuwait:)
CSB.)Available:)https://www.csb.gov.kw/Default_EN.aspx)[Accessed)1)October)2017].)



References                                                                                                                                                 362 

 

LANDRIGAN,)C.)P.,)PARRY,)G.)J.,)BONES,)C.)B.,)HACKBARTH,)A.)D.,)GOLDMANN,)D.)A.)&)
SHAREK,)P.)J.)2010.)Temporal)trends)in)rates)of)patient)harm)resulting)from)medical)
care.)New(England(Journal(of(Medicine,)363,)2124Q2134.)

LARDNER,)R.)2003.)Safety(culture(application(guide([Online].)The)Keil)Centre.)Available:)
http://www.keilcentre.co.uk/)[Accessed)12)March)2016].)

LAWTON,)R.,)MCEACHAN,)R.)R.)C.,)GILES,)S.)J.,)SIRRIYEH,)R.,)WATT,)I.)S.)&)WRIGHT,)J.)2012a.)
Development)of)an)evidenceQbased)framework)of)factors)contributing)to)patient)
safety)incidents)in)hospital)settings:)a)systematic)review.)BMJ(Quality(&(Safety,)21,)
369Q380.)

LAWTON,)R.,)CARRUTHERS,)S.,)GARDNER,)P.,)WRIGHT,)J.)&)MCEACHAN,)R.)R.)C.)2012b.)
Identifying)the)latent)failures)underpinning)medication)administration)errors:)An)
exploratory)study.)Health(Services(Research,)47,)1437Q1459.)

LEAPE,)L.,)BERWICK,)D.,)CLANCY,)C.,)CONWAY,)J.,)GLUCK,)P.,)GUEST,)J.,)LAWRENCE,)D.,)
MORATH,)J.,)O’LEARY,)D.,)O’NEILL,)P.,)PINAKIEWICZ,)D.)&)ISAAC,)T.)2009.)
Transforming)healthcare:)a)safety)imperative.)Quality(and(Safety(in(Health(Care,)18,)
424Q428.)

LEAPE,)L.)L.)&)BERWICK,)D.)M.)2005.)Five)years)after)To)Err)Is)Human:)what)have)we)learned?)
Jama,)293,)2384Q2390.)

LEAPE,)L.)L.,)BRENNAN,)T.)A.,)LAIRD,)N.,)LAWTHERS,)A.)G.,)LOCALIO,)A.)R.,)BARNES,)B.)A.,)
HEBERT,)L.,)NEWHOUSE,)J.)P.,)WEILER,)P.)C.)&)HIATT,)H.)1991.)The)nature)of)adverse)
events)in)hospitalized)patients:)results)of)the)Harvard)Medical)Practice)Study)II.)New(
England(journal(of(medicine,)324,)377Q384.)

LEAPE,)L.)L.,)WOODS,)D.)D.,)HATLIE,)M.)J.,)KIZER,)K.)W.,)SCHROEDER,)S.)A.)&)LUNDBERG,)G.)D.)
1998.)Promoting)patient)safety)by)preventing)medical)error.)Jama,)280,)1444Q1447.)

LEE,)T.)&)HARRISON,)K.)2000.)Assessing)safety)culture)in)nuclear)power)stations.)Safety(
science,)34,)61Q97.)

LEE,)W.QC.,)WUNG,)H.QY.,)LIAO,)H.QH.,)LO,)C.QM.,)CHANG,)F.QL.,)WANG,)P.QC.,)FAN,)A.,)CHEN,)
H.QH.,)YANG,)H.QC.)&)HOU,)S.QM.)2010.)Hospital)safety)culture)in)Taiwan:)a)nationwide)
survey)using)Chinese)version)safety)attitude)questionnaire.)BMC(health(services(
research,)10,)1.)



References                                                                                                                                                 363 

 

LEEDY,)P.)&)ORMROD,)J.)2001.)Practical(research:(Planning(and(design,(Upper)Saddle)River,)
NJ,)Merrill)Prentice)Hall.)

LEGARD,)R.,)KEEGAN,)J.)&)WARD,)K.)2003.)InQdepth)interviews.)In:)J,)R.)&)J,)L.)(eds.))
Qualitative(research(practice:(A(guide(for(social(science(students(and(researchers.)
Thousand)Oaks:)Sage)Publications.)

LEONARD,)M.,)GRAHAM,)S.)&)BONACUM,)D.)2004.)The)human)factor:)the)critical)importance)
of)effective)teamwork)and)communication)in)providing)safe)care.)Quality(and(Safety(
in(Health(Care,)13,)i85Qi90.)

LEVINTHAL,)D.)A.)&)MARCH,)J.)G.)1993.)The)myopia)of)learning.)Strategic(management(
journal,)14,)95Q112.)

LILFORD,)R.,)STIRLING,)S.)&)MAILLARD,)N.)2006.)Citation)classics)in)patient)safety)research:)
an)invitation)to)contribute)to)an)online)bibliography.)Quality(and(Safety(in(Health(
Care,)15,)311Q313.)

LINCOLN,)Y.)S.)&)GUBA,)E.)G.)1985.)Naturalistic(inquiry,(Thousand)Oaks,)Sage)publications.)

LINGARD,)L.,)ESPIN,)S.,)RUBIN,)B.,)WHYTE,)S.,)COLMENARES,)M.,)BAKER,)G.,)DORAN,)D.,)
GROBER,)E.,)ORSER,)B.)&)BOHNEN,)J.)2005.)Getting)teams)to)talk:)development)and)
pilot)implementation)of)a)checklist)to)promote)interprofessional)communication)in)
the)OR.)Quality(and(Safety(in(Health(Care,)14,)340Q346.)

LINGARD,)L.,)ESPIN,)S.,)WHYTE,)S.,)REGEHR,)G.,)BAKER,)G.,)REZNICK,)R.,)BOHNEN,)J.,)ORSER,)
B.,)DORAN,)D.)&)GROBER,)E.)2004.)Communication)failures)in)the)operating)room:)an)
observational)classification)of)recurrent)types)and)effects.)Quality(and(Safety(in(
Health(Care,)13,)330Q334.)

LOO,)R.)1979.)The)orthogonal)rotation)of)factors)in)clinical)research:)A)critical)note.)Journal(
of(Clinical(Psychology,)35,)762Q765.)

LOUISE)BARRIBALL,)K.)&)WHILE,)A.)1994.)Collecting)Data)using)a)semiQstructured)interview:)a)
discussion)paper.)Journal(of(advanced(nursing,)19,)328Q335.)

MACCALLUM,)R.)C.,)WIDAMAN,)K.)F.,)ZHANG,)S.)&)HONG,)S.)1999.)Sample)size)in)factor)
analysis.)Psychological(methods,)4,)84Q99.)



References                                                                                                                                                 364 

 

MACKENZIE,)S.)1995.)Surveying)the)organisational)culture)in)an)NHS)trust.)Journal(of(
management(in(medicine,)9,)69Q77.)

MADSEN,)M.)D.)2001.)Improving)Patient)Safety:)Safety)Culture)and)Patient)Ethics.)Ugeskrift(
for(Læger,)163,)5370Q8.)

MADSEN,)M.)D.)2006.)Improving(Patient(Safety:(Safety(Culture(&(Patient(Safety(Ethics.)Ph.D.)
Thesis,)Roskilde)University.)

MAKARY,)M.)A.,)SEXTON,)J.)B.,)FREISCHLAG,)J.)A.,)HOLZMUELLER,)C.)G.,)MILLMAN,)E.)A.,)
ROWEN,)L.)&)PRONOVOST,)P.)J.)2006.)Operating)room)teamwork)among)physicians)
and)nurses:)teamwork)in)the)eye)of)the)beholder.)Journal(of(the(American(College(of(
Surgeons,)202,)746Q752.)

MANN,)C.)2003.)Observational)research)methods.)Research)design)II:)cohort,)cross)sectional,)
and)caseQcontrol)studies.)Emergency(medicine(journal,)20,)54Q60.)

 

MANNERS,)R.)A.)(ed.))2017.)Professional(dominance:(The(social(structure(of(medical(care,(
New)York:)Routledge.)

)MANSER,)T.,)BRÖSTERHAUS,)M.)&)HAMMER,)A.)2016.)You)can’t)improve)what)you)don’t)
measure:)Safety)climate)measures)available)in)the)GermanQspeaking)countries)to)
support)safety)culture)development)in)healthcare.)Zeitschrift(für(Evidenz,(Fortbildung(
und(Qualität(im(Gesundheitswesen,)114,)58Q71.)

MARDON,)R.)E.,)KHANNA,)K.,)SORRA,)J.,)DYER,)N.)&)FAMOLARO,)T.)2010.)Exploring)
relationships)between)hospital)patient)safety)culture)and)adverse)events.)Journal(of(
patient(safety,)6,)226Q232.)

MARGARETE,)S.)2000.)Combining)qualitative)and)quantitative)sampling,)data)collection,)and)
analysis)techniques)in)mixedQmethod)studies.)Research(in(Nursing(&(Health,)23,)246Q
255.)

MARSH,)H.,)BALLA,)J.)&)MCDONALD,)R.)1988.)GoodnessQofQfit)indexes)in)confirmatory)factor)
analysis:)The)effect)of)sample)size.)Psychological(Bulletin,)103,)391)Q)410.)

MARSH,)H.)W.)1996.)Positive)and)negative)global)selfQesteem:)A)substantively)meaningful)
distinction)or)artifactors?)Journal(of(personality(and(social(psychology,)70,)810.)



References                                                                                                                                                 365 

 

MARSHALL,)C.)&)ROSSMAN,)G.)B.)2014.)Designing(qualitative(research,(Thousand)oaks,)
California,)Sage)publications.)

MARSHALL,)M.)N.)1996.)Sampling)for)qualitative)research.)Family(practice,)13,)522Q526.)

MARSHALL,)M.,)PRONOVOST,)P.)&)DIXONQWOODS,)M.)2013.)Promotion)of)improvement)as)a)
science.)The(Lancet,)381,)419Q421.)

MARSZALEKQGAUCHER,)E.)&)COFFEY,)R.)J.)1993.)Total(quality(in(healthcare:(from(theory(to(
practice,(San)Fransico,)CA,)JosseyQBass.)

MAYER,)C.)M.,)CLUFF,)L.,)LIN,)W.QT.,)WILLIS,)T.)S.,)STAFFORD,)R.)E.,)WILLIAMS,)C.,)SAUNDERS,)
R.,)SHORT,)K.)A.,)LENFESTEY,)N.)&)KANE,)H.)L.)2011.)Evaluating)efforts)to)optimize)
TeamSTEPPS)implementation)in)surgical)and)pediatric)intensive)care)units.)Joint(
Commission(journal(on(quality(and(patient(safety,)37,)365Q374.)

MAXWELL,)J.)A.)2012.)Qualitative(research(design:(An(interactive(approach,(Thousand)Oaks,)
Sage)publications.)

MCDONALD,)R.)P.)&)HO,)M.QH.)R.)2002.)Principles)and)practice)in)reporting)structural)
equation)analyses.)Psychological(methods,)7,)64Q82.)

MCFADDEN,)K.)L.,)STOCK,)G.)N.,)GOWEN)III,)C.)R.)&)COOK,)P.)2006.)Exploring)strategies)for)
reducing)hospital)errors.)Journal(of(Healthcare(Management,)51,)123Q35.)

MCFADDEN,)K.)L.,)TOWELL,)E.)R.)&)STOCK,)G.)N.)2004.)Critical)success)factors)for)controlling)
and)managing)hospital)errors.)The(Quality(Management(Journal,)11,)61.)

MCLEOD,)C.)C.,)KLABUNDE,)C.)N.,)WILLIS,)G.)B.)&)STARK,)D.)2013.)Health)care)provider)
surveys)in)the)United)States,)2000–2010:)a)review.)Evaluation(&(the(health(
professions,)36,)106Q126.)

MEARNS,)K.,)FLIN,)R.,)GORDON,)R.)&)FLEMING,)M.)2001.)Human)and)organisational)factors)in)
offshore)safety.)Work(&(Stress,)15,)144Q160.)

MEARNS,)K.)J.)&)FLIN,)R.)1999.)Assessing)the)state)of)organisational)safety—culture)or)
climate?)Current(Psychology,)18,)5Q17.)



References                                                                                                                                                 366 

 

MERRIAM,)S.)B.)1998.)Qualitative(Research(and(Case(Study(Applications(in(Education:(
Revised(and(Expanded(from(Case(Study(Research(in(Education,(San)Francisco,)CA,)
JosseyQBass.)

MERRIAM,)S.)B.)&)TISDELL,)E.)J.)2015.)Qualitative(research:(A(guide(to(design(and(
implementation,(San)Francisco,)JosseyQBass.)

MICHAEL,)D.)N.)1973.)On(learning(to(plan(and(planning(to(learn:(The(social(psychology(of(
changing(toward(future(responsive(societal(learning,(San)Francisco,)CA,)JosseyQBass.)

MILES,)M.)B.)&)HUBERMAN,)A.)M.)1994.)Qualitative(data(analysis:(An(Expanded(Sourcebook,(
Thousand)Oaks,)CA,)Sage)Publications.)

MILLER,)M.)B.)1995.)Coefficient)alpha:)A)basic)introduction)from)the)perspectives)of)classical)
test)theory)and)structural)equation)modeling.)Structural(Equation(Modeling:(A(
Multidisciplinary(Journal,)2,)255Q273.)

MIQUEL,)P.)2014.)A(dictionary(of(epidemiology,(Oxford,)Oxford)University)Press.)

MITCHELL,)P.)H.,)FERKETICH,)S.)&)JENNINGS,)B.)M.)1998.)Quality)health)outcomes)model.)
Journal(of(Nursing(Scholarship,)30,)43Q46.)

MOFFATT,)S.,)WHITE,)M.,)MACKINTOSH,)J.)&)HOWEL,)D.)2006.)Using)quantitative)and)
qualitative)data)in)health)services)research–what)happens)when)mixed)method)findings)
conflict?[ISRCTN61522618].)BMC(Health(Services(Research,)6,)28.)

MOGHRI,)J.,)SARI,)A.)A.,)YOUSEFI,)M.,)ZAHMATKESH,)H.,)EZZATABADI,)M.)R.,)HAMOUZADEH,)
P.,)REZAEI,)S.)&)SADEGHIFAR,)J.)2013.)Is)Scores)Derived)from)the)Most)Internationally)
Applied)Patient)Safety)Culture)Assessment)Tool)Correct?)Iranian(journal(of(public(health,)42,)
1058–1066.)

MOH.)2013.)World(Health(Survey(in(Kuwait([Online].)Kuwait:)Ministry)Of)Health.)Available:)
https://www.moh.gov.kw/Renderers/ShowPdf.ashx?Id=69bfb7feQ9432Q4029Qbc6eQ
d320b3aa353e)[Accessed)11)November)2016].)

MOHER,)D.,)LIBERATI,)A.,)TETZLAFF,)J.)&)ALTMAN,)D.)G.)2009.)Preferred)reporting)items)for)
systematic)reviews)and)metaQanalyses:)the)PRISMA)statement.)Annals(of(internal(
medicine,)151,)264Q269.)



References                                                                                                                                                 367 

 

MORAN,)E.)T.)&)VOLKWEIN,)J.)F.)1992.)The)cultural)approach)to)the)formation)of)
organisational)climate.)Human(relations,)45,)19Q47.)

MORGANQTRIMMER,)S.)&)WOOD,)F.)2016.)Ethnographic)methods)for)process)evaluations)of)
complex)health)behaviour)interventions.)Trials,)17,)232.)

MORELLO,)R.)T.,)LOWTHIAN,)J.)A.,)BARKER,)A.)L.,)MCGINNES,)R.,)DUNT,)D.)&)BRAND,)C.)2013.)
Strategies)for)improving)patient)safety)culture)in)hospitals:)a)systematic)review.)BMJ(
Qual(Saf,)22,)11Q18.)

MORSE,)J.)M.)2003.)Principles)of)mixed)methods)and)multimethod)research)design.)In:)
TASHAKKORI,)A.)&)TEDDLIE,)C.)(eds.))Handbook(of(mixed(methods(in(social(and(
behavioral(research.)Thousand)Oaks,)CA:)Sage.)

MRAYYAN,)M.)T.,)SHISHANI,)K.)&)ALQFAOURI,)I.)2007.)Rate,)causes)and)reporting)of)
medication)errors)in)Jordan:)nurses’)perspectives.)Journal(of(nursing(management,)
15,)659Q670.)

MUETHING,)S.)E.,)GOUDIE,)A.,)SCHOETTKER,)P.)J.,)DONNELLY,)L.)F.,)GOODFRIEND,)M.)A.,)
BRACKE,)T.)M.,)BRADY,)P.)W.,)WHEELER,)D.)S.,)ANDERSON,)J.)M.)&)KOTAGAL,)U.)R.)
2012.)Quality)improvement)initiative)to)reduce)serious)safety)events)and)improve)
patient)safety)culture.)Pediatrics,)130,)e423Qe431.)

MURPHY,)E.,)DINGWALL,)R.,)GREATBATCH,)D.,)PARKER,)S.)&)WATSON,)P.)1998.)Qualitative)
research)methods)in)health)technology)assessment:)a)review)of)the)literature.)
Southampton:)National)Coordinating)Centre)for)Health)Technology)Assessment.)

MURPHY,)L.,)ROBERTSON,)M.,)HUANG,)Y.,)DAINOFF,)M.)&)JEFFRIES,)S.)A)macroergonomics)
approach)to)examining)safety)climate)in)the)trucking)industry.))Proceedings)19th)
Triennial)Congress)of)the)IEA,)9Q14)August)2015)Melbourne))

MURPHY,)L.)A.,)ROBERTSON,)M.)M.)&)CARAYON,)P.)2014.)The)next)generation)of)
macroergonomics:)Integrating)safety)climate.)Accident(Analysis(and(Prevention,)68,)
16Q24.)

MUSTARD,)L.)W.)2002.)The)culture)of)patient)safety.)JONA'S(healthcare(law,(ethics(and(
regulation,)4,)111Q115.)

NAHAVANDI,)A.)&)MALEKZADEH,)A.)R.)1993.)Organisational(culture(in(the(management(of(
mergers,(Westport,)CT,)Quorum)books.)



References                                                                                                                                                 368 

 

NAJJAR,)S.,)HAMDAN,)M.,)BAILLIEN,)E.,)VLEUGELS,)A.,)EUWEMA,)M.,)SERMEUS,)W.,)
BRUYNEEL,)L.)&)VANHAECHT,)K.)2013a.)The)Arabic)version)of)the)hospital)survey)on)
patient)safety)culture:)a)psychometric)evaluation)in)a)Palestinian)sample.)BMC(health(
services(research,)13,)193.)

NAJJAR,)S.,)HAMDAN,)M.,)EUWEMA,)M.)C.,)VLEUGELS,)A.,)SERMEUS,)W.,)MASSOUD,)R.)&)
VANHAECHT,)K.)2013b.)The)Global)Trigger)Tool)shows)that)one)out)of)seven)patients)
suffers)harm)in)Palestinian)hospitals:)challenges)for)launching)a)strategic)safety)plan.)
International(Journal(for(Quality(in(Health(Care,)25,)640Q647.)

NAVEH,)E.,)KATZQNAVON,)T.)&)STERN,)Z.)2006.)Readiness)to)report)medical)treatment)errors:)
The)effects)of)safety)procedures,)safety)information,)and)priority)of)safety.)Medical(
Care,)44,)117Q123.)

NEAL,)A.)&)GRIFFIN,)M.)A.)2006.)A)study)of)the)lagged)relationships)among)safety)climate,)
safety)motivation,)safety)behavior,)and)accidents)at)the)individual)and)group)levels.)
Journal(of(applied(psychology,)91,)946.)

NEAL,)A.,)GRIFFIN,)M.)A.)&)HART,)P.)M.)2000.)The)impact)of)organisational)climate)on)safety)
climate)and)individual)behavior.)Safety(science,)34,)99Q109.)

NEMBHARD,)I.)M.)&)EDMONDSON,)A.)C.)2006.)Making)it)safe:)The)effects)of)leader)
inclusiveness)and)professional)status)on)psychological)safety)and)improvement)
efforts)in)health)care)teams.)Journal(of(Organisational(Behavior,)27,)941Q966.)

NIE,)Y.,)LI,)L.,)DUAN,)Y.,)CHEN,)P.,)BARRACLOUGH,)B.)H.,)ZHANG,)M.)&)LI,)J.)2011.)Patient)
safety)education)for)undergraduate)medical)students:)a)systematic)review.)BMC(
medical(education,)11,)33.)

NIE,)Y.,)MAO,)X.,)CUI,)H.,)HE,)S.,)LI,)J.)&)ZHANG,)M.)2013.)Hospital)survey)on)patient)safety)
culture)in)China.)BMC(Health(Services(Research,)13,)228.)

NIEVA,)V.)&)SORRA,)J.)2003.)Safety)culture)assessment:)a)tool)for)improving)patient)safety)in)
healthcare)organisations.)Qual(Saf(Health(Care,)12,)ii17)Q)ii23.)

NONAKA,)I.,)TOYAMA,)R.)&)KONNO,)N.)2000.)SECI,)Ba)and)leadership:)a)unified)model)of)
dynamic)knowledge)creation.)Long(range(planning,)33,)5Q34.)

NORDÉNQHÄGG,)A.,)SEXTON,)J.)B.,)KÄLVEMARKQSPORRONG,)S.,)RING,)L.)&)KETTISQLINDBLAD,)
Å.)2010.)Assessing)safety)culture)in)pharmacies:)the)psychometric)validation)of)the)



References                                                                                                                                                 369 

 

Safety)Attitudes)Questionnaire)(SAQ))in)a)national)sample)of)community)pharmacies)
in)Sweden.)BMC(Pharmacology(and(Toxicology,)10,)8.)

NORDIN,)A.,)THEANDER,)K.,)WILDEQLARSSON,)B.)&)NORDSTRÖM,)G.)2013.)Health)care)staffs’)
perception)of)patient)safety)culture)in)hospital)settings)and)factors)of)importance)for)
this.)Open(Journal(of(Nursing,)3,)28Q40.)

NUNNALLY,)J.)C.,)BERNSTEIN,)I.)H.)&)BERGE,)J.)M.)T.)1967.)Psychometric(theory,(New)York,)
McGrawQHill))

O'CATHAIN,)A.,)MURPHY,)E.)&)NICHOLL,)J.)2008.)The)quality)of)mixed)methods)studies)in)
health)services)research.)Journal(of(Health(Services(Research(&(Policy,)13,)92Q98.)

O’BRIEN,)R.)M.)2007.)A)caution)regarding)rules)of)thumb)for)variance)inflation)factors.)
Quality(&(Quantity,)41,)673Q690.)

O'LEARY,)K.)J.,)HAVILEY,)C.,)SLADE,)M.)E.,)SHAH,)H.)M.,)LEE,)J.)&)WILLIAMS,)M.)V.)2011.)
Improving)teamwork:)impact)of)structured)interdisciplinary)rounds)on)a)hospitalist)
unit.)Journal(of(hospital(medicine,)6,)88Q93.)

OCCELLI,)P.,)QUENON,)J.)L.,)KRET,)M.,)DOMECQ,)S.,)DELAPERCHE,)F.,)CLAVERIE,)O.,)CASTETSQ
FONTAINE,)B.,)AMALBERTI,)R.,)AUROY,)Y.,)PARNEIX,)P.)&)MICHEL,)P.)2013.)Validation)
of)the)French)version)of)the)Hospital)Survey)on)Patient)Safety)Culture)questionnaire.)
International(Journal(for(Quality(in(Health(Care,)25,)459Q68.)

OCHIENG,)E.)G.)&)PRICE,)A.)2010.)Managing)crossQcultural)communication)in)multicultural)
construction)project)teams:)The)case)of)Kenya)and)UK.)International(Journal(of(
Project(Management,)28,)449Q460.)

OLSEN,)E.)2007.)Workers')perceptions)of)safety)culture)at)a)hospital.)Tidsskrift(for(den(Norske(
laegeforening:(tidsskrift(for(praktisk(medicin,(ny(raekke,)127,)2656Q2660.)

OLSEN,)E.)2008.)Reliability)and)validity)of)the)Hospital)Survey)on)Patient)Safety)Culture)at)a)
Norwegian)hospital.)In:)ØVRETVEIT,)J.)&)SOUSA,)P.)J.)(eds.))Quality(and(safety(
improvement(research:(methods(and(research(practice(from(the(International(Quality(
Improvement(Research(Network((QIRN).)Lisbon:)Escola)Nacional)de)Saúde)Pública.)

OLSEN,)E.)2009.)Safety(climate(and(safety(culture(in(health(care(and(the(petroleum(industry:(
psychometric(quality,(longitudinal(change,(and(structural(models.)Ph.D.)Thesis,)
University)of)Stavanger.)



References                                                                                                                                                 370 

 

OSBORNE,)J.)W.)&)COSTELLO,)A.)B.)2009.)Best)practices)in)exploratory)factor)analysis:)Four)
recommendations)for)getting)the)most)from)your)analysis.)PanNPacific(Management(
Review,)12,)131Q146.)

OSTROFF,)C.,)KINICKI,)A.)J.)&)TAMKINS,)M.)M.)2003.)Organisational)culture)and)climate.)In:)
BORMAN,)W.)C.,)ILGEN,)D.)R.)&)KLIMOSKI,)R.)J.)(eds.))Handbook(of(Psychology.)New)
York:)John)Wiley)&)Sons.)

PALLANT,)J.)2007.)SPSS(survival(manual:(A(stepNbyNstep(guide(to(data(analysis(using(SPSS(
version(15,(Nova)Iorque,)McGraw)Hill.)

PALMIERI,)P.)A.)2010.)Safety)Culture)as)a)Contemporary)Healthcare)Construct:)Theoretical)
Review,)Research)Assessment,)and)Translation)to)Human)Resource)Management.)
Advances(in(Health(Care(Management((Patient(Safety),)9,)97Q133.)

PALTRIDGE,)B.)&)PHAKITI,)A.)2010.)Continuum(companion(to(research(methods(in(applied(
linguistics,(New)York,)A&C)Black.)

PARKER,)D.)&)WERTHEIMER,)D.)S.)1997.)Incorporating)internal)medicine)residents)into)an)
interdisciplinary)geriatric)assessment)team.)Academic(Medicine,)72,)451.)

PATTERSON,)M.)E.)&)PACE,)H.)A.)2016.)A)CrossQsectional)Analysis)Investigating)
Organizational)Factors)That)Influence)NearQMiss)Error)Reporting)Among)Hospital)
Pharmacists.)Journal(of(patient(safety,)12,)114Q117.)

PAYNE,)S.)C.,)BERGMAN,)M.)E.,)BEUS,)J.)M.,)RODRÍGUEZ,)J.)M.)&)HENNING,)J.)B.)2009.)Safety)
climate:)Leading)or)lagging)indicator)of)safety)outcomes?)Journal(of(Loss(Prevention(
in(the(Process(Industries,)22,)735Q739.)

PEARSON,)J.)C.)&)NELSON,)P.)E.)2003.)Human(Communication,(New)York,)McGrawQHill.)

PERNEGER,)T.)V.,)STAINES,)A.)&)KUNDIG,)F.)2014.)Internal)consistency,)factor)structure)and)
construct)validity)of)the)French)version)of)the)Hospital)Survey)on)Patient)Safety)
Culture.)BMJ(quality(&(safety,)23,)389Q397.)

PERROW,)C.)1999.)Normal(accidents:(Living(with(HighNRisk(Technologies,(Princeton,)NJ.),)
Princeton)University)Press.)

PERROW,)C.)2004.)A)personal)note)on)normal)accidents.)Organisation(&(environment,)17,)9Q
14.)



References                                                                                                                                                 371 

 

PETSCHONEK,)S.,)BURLISON,)J.,)CROSS,)C.,)MARTIN,)K.,)LAVER,)J.,)LANDIS,)R.)S.)&)HOFFMAN,)
J.)M.)2013.)Development)of)the)just)culture)assessment)tool:)measuring)the)
perceptions)of)healthQcare)professionals)in)hospitals.)Journal(of(patient(safety,)9,)190Q
7.)

PETT,)M.)A.,)LACKEY,)N.)R.)&)SULLIVAN,)J.)J.)2003.)Making(sense(of(factor(analysis:(The(use(of(
factor(analysis(for(instrument(development(in(health(care(research,(Thousand)Oaks,)
CA,)Sage)Publications.)

PFEIFFER,)Y.)&)MANSER,)T.)2010.)Development)of)the)German)version)of)the)Hospital)Survey)
on)Patient)Safety)Culture:)Dimensionality)and)psychometric)properties.)Safety(
Science,)48,)1452Q1462.)

PHIPPS,)D.)L.)&)ASHCROFT,)D.)M.)2011.)Psychosocial)influences)on)safety)climate:)evidence)
from)community)pharmacies.)Quality(and(Safety(in(Health(Care,)20,)1062–1068.)

PHIPPS,)D.)L.,)DE)BIE,)J.,)HERBORG,)H.,)GUERREIRO,)M.,)EICKHOFF,)C.,)FERNANDEZQLLIMOS,)
F.,)BOUVY,)M.)L.,)ROSSING,)C.,)MUELLER,)U.)&)ASHCROFT,)D.)M.)2011.)Evaluation)of)
the)pharmacy)safety)climate)questionnaire)in)European)community)pharmacies.)
International(journal(for(quality(in(health(care,)24,)16Q22.)

PIDGEON,)N.)1998.)Safety)culture:)key)theoretical)issues.)Work(&(Stress,)12,)202Q216.)

PIOTROWSKI,)M.)M.)&)HINSHAW,)D.)B.)2002.)The)safety)checklist)program:)creating)a)culture)
of)safety)in)intensive)care)units.)The(Joint(Commission(journal(on(quality(
improvement,)28,)306Q315.)

PODSAKOFF,)P.)M.,)MACKENZIE,)S.)B.,)LEE,)J.QY.)&)PODSAKOFF,)N.)P.)2003.)Common)method)
biases)in)behavioral)research:)a)critical)review)of)the)literature)and)recommended)
remedies.)Journal(of(applied(psychology,)88,)879.)

POMEY,)M.QP.,)LEMIEUXQCHARLES,)L.,)CHAMPAGNE,)F.,)ANGUS,)D.,)SHABAH,)A.)&)
CONTANDRIOPOULOS,)A.QP.)2010.)Does)accreditation)stimulate)change?)A)study)of)
the)impact)of)the)accreditation)process)on)Canadian)healthcare)organisations.)
Implementation(Science,)5,)31.)

POPE,)C.)&)MAYS,)N.)1995.)Reaching)the)parts)other)methods)cannot)reach:)an)introduction)
to)qualitative)methods)in)health)and)health)services)research.)British(Medical(Journal,)
311,)42Q45.)



References                                                                                                                                                 372 

 

POPE,)C.,)ZIEBLAND,)S.)&)MAYS,)N.)2000.)Qualitative)research)in)health)care:)analysing)
qualitative)data.)British(Medical(Journal,)320,)114Q116.)

PORTNEY,)L.)G.)&)WATKINS,)M.)P.)2000.)Foundations(of(clinical(research:(applications(to(
practice,(Upper)Saddle)River,)NJ,)Prentice)Hall))

PRONOVOST,)P.,)WEAST,)B.,)HOLZMUELLER,)C.)G.,)ROSENSTEIN,)B.)J.,)KIDWELL,)R.)P.,)HALLER,)
K.)B.,)FEROLI,)E.)R.,)SEXTON,)J.)B.)&)RUBIN,)H.)R.)2003a.)Evaluation)of)the)culture)of)
safety:)survey)of)clinicians)and)managers)in)an)academic)medical)center.)Quality(&(
Safety(in(Health(Care,)12,)405Q10.)

PRONOVOST,)P.,)BERENHOLTZ,)S.,)DORMAN,)T.,)LIPSETT,)P.)A.,)SIMMONDS,)T.)&)HARADEN,)
C.)2003b.)Improving)communication)in)the)ICU)using)daily)goals.)Journal(of(critical(
care,)18,)71Q75.)

PRONOVOST,)P.,)NEEDHAM,)D.,)BERENHOLTZ,)S.,)SINOPOLI,)D.,)CHU,)H.,)COSGROVE,)S.,)
SEXTON,)B.,)HYZY,)R.,)WELSH,)R.)&)ROTH,)G.)2006a.)An)intervention)to)decrease)
catheterQrelated)bloodstream)infections)in)the)ICU.)New(England(Journal(of(Medicine,)
355,)2725Q2732.)

PRONOVOST,)P.,)BERENHOLTZ,)S.,)GOESCHEL,)C.,)NEEDHAM,)D.,)SEXTON,)J.,)THOMPSON,)D.,)
LUBOMSKI,)L.,)MARSTELLER,)J.,)MAKARY,)M.)&)HUNT,)E.)2006b.)Creating)high)
reliability)in)health)care)organisations.)Health(Services(Research,)41,)1599)Q)1617.)

PRONOVOST,)P.)&)GOESCHEL,)C.)A.)2011.)Time)to)take)health)delivery)research)seriously.)
Jama,)306,)310Q311.)

PRONOVOST,)P.,)GOESCHEL,)C.)A.,)MARSTELLER,)J.)A.,)SEXTON,)J.)B.,)PHAM,)J.)C.)&)
BERENHOLTZ,)S.)M.)2009.)Framework)for)patient)safety)research)and)improvement.)
Circulation,)119,)330Q337.)

PRONOVOST,)P.)&)SEXTON,)B.)2005a.)Assessing)safety)culture:)guidelines)and)
recommendations.)Quality(and(safety(in(health(care,)14,)231Q233.)

PRONOVOST,)P.,)WEAST,)B.,)ROSENSTEIN,)B.,)SEXTON,)J.)B.,)HOLZMUELLER,)C.)G.,)PAINE,)L.,)
DAVIS,)R.)&)RUBIN,)H.)R.)2005b.)Implementing)and)validating)a)comprehensive)unitQ
based)safety)program.)Journal(of(Patient(Safety,)1,)33Q40.)

PRONOVOST,)P.)&)WEISFELDT,)M.)L.)2012.)ScienceQbased)training)in)patient)safety)and)
quality.)Annals(of(internal(medicine,)157,)141Q143.)



References                                                                                                                                                 373 

 

PUMARQMÉNDEZ,)M.)J.,)ATTREE,)M.)&)WAKEFIELD,)A.)2014.)Methodological)aspects)in)the)
assessment)of)safety)culture)in)the)hospital)setting:)A)review)of)the)literature.)Nurse(
education(today,)34,)162Q170.)

QAD.)2001.)Operational)policy)of)the)quality)assurance)and)accreditation)directorate)In:)
QUALITY)AND)ACCREDITATION)DIRECTORATE)(ed.).)Kuwait:)Ministry)of)Health.)

QAD.)2010.)Quality(Assurance(and(Accreditation(Directorate(Blog([Online].)Kuwait:)Quality)
Assurance)and)Accreditation)Directorate,)Ministry)of)Health.)Available:)
http://qadkuwait.wordpress.com/2010/08/24/overviewQofQkuwaitsQnationalQ
accreditationQprogram/)[Accessed)24)April)2014].)

RAGES,)S.)2014.)Perceptions(of(Patient(Safety(Culture(amongst(Health(Care(Workers(in(the(
Hospitals(of(Northeast(Libya.)Ph.D.)Thesis,)Liverpool)John)Moores)University.)

RAGHUNATHAN,)T.)E.)2004.)What)do)we)do)with)missing)data?)Some)options)for)analysis)of)
incomplete)data.)Annu.(Rev.(Public(Health,)25,)99Q117.)

RASMUSSEN,)J.)2000.)Human)factors)in)a)dynamic)information)society:)where)are)we)
heading?)Ergonomics,)43,)869Q879.)

RATNAPALAN,)S.)&)ULERYK,)E.)2014.)Organisational)learning)in)health)care)organisations.)
Systems,)2,)24Q33.)

RAYKOV,)T.)&)DU)TOIT,)S.)H.)2005.)Estimation)of)reliability)for)multipleQcomponent)
measuring)instruments)in)hierarchical)designs.)Structural(Equation(Modeling:(A(
Multidisciplinary(Journal,)12,)536Q550.)

READER,)T.,)FLIN,)R.,)LAUCHE,)K.)&)CUTHBERTSON,)B.)H.)2006.)NonQtechnical)skills)in)the)
intensive)care)unit.)British(journal(of(anaesthesia,)96,)551Q559.)

READER,)T.)W.,)FLIN,)R.,)MEARNS,)K.)&)CUTHBERTSON,)B.)H.)2007.)Interdisciplinary)
communication)in)the)intensive)care)unit.)British(journal(of(anaesthesia,)98,)347Q352.)

REASON,)J.)1990.)Human)error. New)York:)Cambridge)University)Press.)

REASON,)J.)1995.)Understanding)adverse)events:)human)factors.)Quality(and(Safety(in(Health(
Care,)4,)80Q89.)



References                                                                                                                                                 374 

 

REASON,)J.)1997.)Managing(the(risks(of(organisational(accidents,(Aldershot,)England,)
Ashgate)Publishing)Ltd.)

REASON,)J.)2000.)Human)error:)models)and)management.)British(Medical(Journal,)320,)768Q
770.)

REASON,)J.)2002.)Combating)omission)errors)through)task)analysis)and)good)reminders.)
Quality(and(Safety(in(Health(Care,)11,)40Q44.)

REASON,)J.)2008.)The(human(contribution:(unsafe(acts,(accidents(and(heroic(recoveries,(
Aldeshot,)England,)Ashgate)Publishing,)Ltd.)

REASON,)J.)&)HOBBS,)A.)2017.)Managing(maintenance(error:(a(practical(guide,(Boca)Raton,)
FL,)CRC)Press.)

REGENTEIN),)M.)2004.)Understanding)the)first)Institute)of)Medicine)report)and)it's)on)patient)
safety.)In:)YOUNGBERG,)B.)J.)&)HATLIE,)M.)J.)(eds.))The(patient(safety(handbook.)
Sudbury,)MA:)Jones)&)Bartlett)Learning.)

REICHERS,)A.)&)SCHNEIDER,)B.)1990.)Climate)and)Culture:)An)Evolution)of)constructs.)In:)
SCHNEIDER,)B.)(ed.))Organisational(climate(and(culture(San)Francisco,)CA:)JosseyQ
Bass.)

REIMAN,)T.,)SILLA,)I.)&)PIETIKÄINEN,)E.)2013.)The)validity)of)the)Nordic)patient)safety)culture)
questionnaire)TUKU.)International(Journal(of(Risk(and(Safety(in(Medicine,)25,)169Q
184.)

REIS,)C.)T.,)LAGUARDIA,)J.,)VASCONCELOS,)A.)G.)G.)&)MARTINS,)M.)2016.)Reliability)and)
validity)of)the)Brazilian)version)of)the)Hospital)Survey)on)Patient)Safety)Culture)
(HSOPSC):)a)pilot)study.)Cadernos(de(Saúde(Pública,)32,)e00115614.)

RICE,)P.)L.)&)EZZY,)D.)1999.)Qualitative(research(methods:(A(health(focus,(Melbourne,)
Australia,)Oxford)University)Press.)

RICHARDSON,)W.)S.,)WILSON,)M.)C.,)NISHIKAWA,)J.)&)HAYWARD,)R.)S.)1995.)The)wellQbuilt)
clinical)question:)a)key)to)evidenceQbased)decisions.)Acp(j(club,)123,)A12Q3.)

RICHTER,)J.)P.,)MCALEARNEY,)A.)S.)&)PENNELL,)M.)L.)2015.)Evaluating)the)effect)of)safety)
culture)on)error)reporting:)a)comparison)of)managerial)and)staff)perspectives.(
American(Journal(of(Medical(Quality,(30,)550Q558.(



References                                                                                                                                                 375 

 

)RILEY,)W.,)DAVIS,)S.,)MILLER,)K.,)HANSEN,)H.,)SAINFORT,)F.)&)SWEET,)R.)2011.)Didactic)and)
simulation)nontechnical)skills)team)training)to)improve)perinatal)patient)outcomes)in)
a)community)hospital.)Joint(Commission(Journal(on(Quality(and(Patient(Safety,)37,)
357Q364.)

ROBERTS,)K.)H.)1990.)Some)characteristics)of)one)type)of)high)reliability)organisation.)
Organisation(Science,(1,)160Q176.(

ROBERTS,)K.)H.)&)ROUSSEAU,)D.)M.)1989.)Research)in)nearly)failureQfree,)highQreliability)
organisations:)having)the)bubble.)IEEE(Transactions(on(Engineering(management,)36,)
132Q139.)

ROBIDA,)A.)2013.)Hospital)Survey)on)Patient)Safety)Culture)in)Slovenia:)a)psychometric)
evaluation.)International(Journal(for(Quality(in(Health(Care,)25,)469Q75.)

ROUSSEAU,)D.)M.)1990.)Assessing)organisational)culture:)The)case)for)multiple)methods.)In:)
SCHNEIDER,)B.)(ed.))Organisational(climate(and(culture.)San)Francisco,)CA:)JosseyQ
Bass.)

RUBIN,)H.)J.)&)RUBIN,)I.)S.)2011.)Qualitative(interviewing:(The(art(of(hearing(data,(Thousand)
Oaks,)CA,)Sage)Publications.)

RUCHLIN,)H.)S.,)DUBBS,)N.)L.,)CALLAHAN,)M.)A.)&)FOSINA,)M.)J.)2004.)The)role)of)leadership)
in)instilling)a)culture)of)safety:)lessons)from)the)literature.)Journal(of(Healthcare(
Management,)49,)47.)

RUNCIMAN,)W.)B.,)BAKER,)G.)R.,)MICHEL,)P.,)JAUREGUI,)I.)L.,)LILFORD,)R.)J.,)ANDERMANN,)A.,)
FLIN,)R.)&)WEEKS,)W.)B.)2008.)The)epistemology)of)patient)safety)research.)
International(Journal(of(EvidenceNBased(Healthcare,)6,)476Q486.)

SALAMA,)F.)2016.)Medical(errors(kill(a(quarter(of(a(million(Americans(a(year([Online].)Kuwait:)
Alqabas)newspaper.)Available:)http://alqabas.com/23775/)[Accessed)5)May)2016].)

SALAS,)E.,)WILSON,)K.)A.,)MURPHY,)C.)E.,)KING,)H.)&)SALISBURY,)M.)2008a.)Communicating,)
coordinating,)and)cooperating)when)lives)depend)on)it:)tips)for)teamwork.)The(Joint(
Commission(Journal(on(Quality(and(Patient(Safety,)34,)333Q341.)

SALAS,)E.,)DIAZGRANADOS,)D.,)WEAVER,)S.)J.)&)KING,)H.)2008b.)Does)team)training)work?)
Principles)for)health)care.)Academic(Emergency(Medicine,)15,)1002Q1009.)



References                                                                                                                                                 376 

 

SALE,)J.)E.,)LOHFELD,)L.)H.)&)BRAZIL,)K.)2002.)Revisiting)the)quantitativeQqualitative)debate:)
Implications)for)mixedQmethods)research.)Quality(and(quantity,)36,)43Q53.)

SALMON,)J.)W.,)HEAVENS,)J.,)LOMBARD,)C.)&)TAVROW,)P.)2003.)The)impact)of)accreditation)
on)the)quality)of)hospital)care:)KwaZuluQNatal)province,)Republic)of)South)Africa.)
Operations(Research(Results(Washington,)DC:)Agency)for)International)Development)
(USAID).)

SAMI,)A.)2015.)Medical(errors,(an(obsession(that(worries(everyone([Online].)Kuwait:)Aljarida)
newspaper.)Available:)http://www.aljarida.com/articles/1468384690786106100/)
[Accessed)3)September)2015].)

SAMMER,)C.)E.,)LYKENS,)K.,)SINGH,)K.)P.,)MAINS,)D.)A.)&)LACKAN,)N.)A.)2010.)What)is)patient)
safety)culture?)A)review)of)the)literature.)Journal(of(Nursing(Scholarship,)42,)156Q165.)

SANDELOWSKI,)M.)1995.)Sample)size)in)qualitative)research.)Research(in(nursing(&(health,)
18,)179Q183.)

SANISLOW,)C.)A.,)GRILO,)C.)M.,)MOREY,)L.)C.,)BENDER,)D.)S.,)SKODOL,)A.)E.,)GUNDERSON,)J.)
G.,)SHEA,)M.)T.,)STOUT,)R.)L.,)ZANARINI,)M.)C.)&)MCGLASHAN,)T.)H.)2002.)
Confirmatory)factor)analysis)of)DSMQIV)criteria)for)borderline)personality)disorder:)
findings)from)the)collaborative)longitudinal)personality)disorders)study.)American(
Journal(of(Psychiatry,)159,)284Q290.)

SARAÇ,)Ç.)2011.)Safety(climate(in(acute(hospitals.)Ph.D.)Thesis,)University)of)Aberdeen.)

SARAC,)C.,)FLIN,)R.,)MEARNS,)K.)&)JACKSON,)J.)Measuring)hospital)safety)culture:)Testing)the)
HSOPSC)scale.))Proceedings)of)the)Human)Factors)and)Ergonomics)Society,)2010.)CA:)
SAGE)Publications,)850Q854.)

SARAC,)C.,)FLIN,)R.,)MEARNS,)K.)&)JACKSON,)J.)2011.)Hospital)survey)on)patient)safety)
culture:)psychometric)analysis)on)a)Scottish)sample.)BMJ(Quality(&(Safety,)20,)842Q8.)

SARANTAKOS,)S.)2013.)Social(research,(Basingstoke,)Uk,)Palgrave)Macmillan.)

SAWACHA,)E.,)NAOUM,)S.)&)FONG,)D.)1999.)Factors)affecting)safety)performance)on)
construction)sites.)International(journal(of(project(management,)17,)309Q315.)

SCHACKMAN,)B.)R.)2010.)Implementation)science)for)the)prevention)and)treatment)of)
HIV/AIDS.)Journal(of(acquired(immune(deficiency(syndromes((1999),)55,)S27.)



References                                                                                                                                                 377 

 

SCHEIN,)E.)H.)1990.)Organisational)culture.)American(Psychologist,)45,)109Q119.)

SCHEIN,)E.)H.)1992.)Organisational(culture(and(leadership,(San)Francisco,)CA,)JosseyQBass.)

SCHMITT,)N.)&)STUITS,)D.)M.)1985.)Factors)defined)by)negatively)keyed)items:)The)result)of)
careless)respondents?)Applied(Psychological(Measurement,)9,)367Q373.)

SCHNEIDER,)B.)&)REICHERS,)A.)E.)1983.)On)the)etiology)of)climates.)Personnel(psychology,)
36,)19Q39.)

SCHRIESHEIM,)C.)A.)&)HILL,)K.)D.)1981.)Controlling)acquiescence)response)bias)by)item)
reversals:)The)effect)on)questionnaire)validity.)Educational(and(psychological(
measurement,)41,)1101Q1114.)

SCHULZ,)R.)&)HARRISON,)S.)1986.)Physician)autonomy)in)the)Federal)Republic)of)Germany,)
great)Britain)and)the)United)States.)The(International(journal(of(health(planning(and(
management,)1,)335Q355.)

SCHUMACKER,)R.)E.)&)LOMAX,)R.)G.)2004.)A(beginner's(guide(to(structural(equation(
modeling,(Mahwa,)New)Jersey,)Lawrence)Erlbaum)Associates.)

SCHUMAN,)H.)&)SCOTT,)J.)1989.)Response)effects)over)time:)Two)experiments.)Sociological(
Methods(&(Research,)17,)398Q408.)

SCHUTT,)R.)K.)2012.)Investigating(the(social(world:(The(process(and(practice(of(research,(
Thousand)Oaks,)CA,)Sage)Publications.)

SCHYVE,)P.)M.)2007.)Language)differences)as)a)barrier)to)quality)and)safety)in)health)care:)
the)Joint)Commission)perspective.)Journal(of(general(internal(medicine,)22,)360Q361.)

SCOTT,)T.,)MANNION,)R.,)DAVIES,)H.)&)MARSHALL,)M.)2003.)The)quantitative)measurement)
of)organisational)culture)in)health)care:)a)review)of)the)available)instruments.)Health(
services(research,)38,)923Q945.)

SENGE,)P.)M.)1996.)Leading)learning)organisations:)The)bold,)the)powerful,)and)the)invisible.)
In:)HESSELBEIN,)F.,)GOLDSMITH,)M.)&)BECKHARD,)R.)(eds.))The(leader(of(the(future.)
San)Francisco,)CA:)JosseyQBass.)



References                                                                                                                                                 378 

 

SEO,)D.QC.,)TORABI,)M.)R.,)BLAIR,)E.)H.)&)ELLIS,)N.)T.)2004.)A)crossQvalidation)of)safety)climate)
scale)using)confirmatory)factor)analytic)approach.)Journal(of(safety(research,)35,)427Q
445.)

SEXTON,)J.)B.,)THOMAS,)E.)J.)&)HELMREICH,)R.)L.)2000.)Error,)stress,)and)teamwork)in)
medicine)and)aviation:)cross)sectional)surveys.)British(Medical(Journal,)320,)745Q749.)

SEXTON,)J.)B.,)THOMAS,)E.)&)PRONOVOST,)P.)2005.)The)context)of)care)and)the)patient)care)
team:)The)Safety)Attitudes)Questionnaire.)In:)REID,)P.)P.,)COMPTON,)W.)D.,)
GROSSMAN,)J.)H.)&)FANJIANG,)G.)(eds.))Building(a(Better(Delivery(System.(A(New(
Engineering(Health(Care(Partnership.)Washington,)DC:)National)Academies)Press.)

SEXTON,)J.,)HELMREICH,)R.,)NEILANDS,)T.,)ROWAN,)K.,)VELLA,)K.,)BOYDEN,)J.,)ROBERTS,)P.)&)
THOMAS,)E.)2006.)The)safety)attitudes)Questionnaire:)psychometric)properties,)
benchmarking)data,)and)emerging)research.)BMC(Health(Services(Research,)6,)44.)

SEXTON,)J.)B.,)BERENHOLTZ,)S.)M.,)GOESCHEL,)C.)A.,)WATSON,)S.)R.,)HOLZMUELLER,)C.)G.,)
THOMPSON,)D.)A.,)HYZY,)R.)C.,)MARSTELLER,)J.)A.,)SCHUMACHER,)K.)&)PRONOVOST,)
P.)J.)2011.)Assessing)and)improving)safety)climate)in)a)large)cohort)of)intensive)care)
units.)Critical(care(medicine,)39,)934Q939.)

SEYS,)D.,)WU,)A.)W.,)GERVEN,)E.)V.,)VLEUGELS,)A.,)EUWEMA,)M.,)PANELLA,)M.,)SCOTT,)S.)D.,)
CONWAY,)J.,)SERMEUS,)W.)&)VANHAECHT,)K.)2013.)Health)care)professionals)as)
second)victims)after)adverse)events:)a)systematic)review.)Evaluation(&(the(health(
professions,)36,)135Q162.)

SHEKELLE,)P.)G.,)PRONOVOST,)P.)J.,)WACHTER,)R.)M.,)TAYLOR,)S.,)DY,)S.,)FOY,)R.,)HEMPEL,)S.,)
MCDONALD,)K.,)OVRETVEIT,)J.)&)RUBENSTEIN,)L.)2010.)Assessing)the)Evidence)for)
ContextQSensitive)Effectiveness)and)Safety)of)Patient)Safety)Practices:)Developing)
Criteria)(Prepared)under)Contract)No.)HHSAQ290Q2009Q10001C).)Rockville)MD:)AHRQ))

SHEKELLE,)P.)G.,)PRONOVOST,)P.)J.,)WACHTER,)R.)M.,)TAYLOR,)S.)L.,)DY,)S.)M.,)FOY,)R.,)
HEMPEL,)S.,)MCDONALD,)K.)M.,)OVRETVEIT,)J.)&)RUBENSTEIN,)L.)V.)2011.)Advancing)
the)science)of)patient)safety.)Annals(of(Internal(Medicine,)154,)693Q696.)

SHOJANIA,)K.)G.,)DUNCAN,)B.)W.,)MCDONALD,)K.,)WACHTER,)R.)&)MARKOWITZ,)A.)2001.)
Making)health)care)safer:)A)critical)analysis)of)patient)safety)practicesPromoting)a)
culture)of)safety.)In:)PIZZI,)L.)T.,)GOLDFARB,)N.)&)NASH,)D.)B.)(eds.))Promoting(a(
culture(of(safety.)Rockville,)MD:)Agency)for)Healthcare)Research)and)Quality.)



References                                                                                                                                                 379 

 

SHOJANIA,)K.)&)THOMAS,)E.)2013.)Trends)in)adverse)events)over)time:)why)are)we)not)
improving?)BMJ(quality(&(safety,)22,)273.)

SHORTELL,)S.)M.)1999.)The)emergence)of)qualitative)methods)in)health)services)research.)
Health(services(research,)34,)1083–1090.)

SINGER,)S.,)GABA,)D.,)GEPPERT,)J.,)SINAIKO,)A.,)HOWARD,)S.)&)PARK,)K.)2003.)The)culture)of)
safety:)results)of)an)organisationQwide)survey)in)15)California)hospitals.)Quality(&(
Safety(in(Health(Care,)12,)112)Q)118.)

SINGER,)S.,)GABA,)D.)M.,)FALWELL,)A.,)LIN,)S.,)HAYES,)J.)&)BAKER,)L.)2009a.)Patient)safety)
climate)in)92)US)hospitals:)differences)by)work)area)and)discipline.)Medical(Care,)47,)
23Q31.)

SINGER,)S.,)LIN,)S.,)FALWELL,)A.,)GABA,)D.)&)BAKER,)L.)2009b.)Relationship)of)Safety)Climate)
and)Safety)Performance)in)Hospitals.)Health(Services(Research,)44,)399Q421.)

SINGER,)S.,)METERKO,)M.,)BAKER,)L.,)GABA,)D.,)FALWELL,)A.)&)ROSEN,)A.)2007.)Workforce)
perceptions)of)hospital)safety)culture:)development)and)validation)of)the)patient)
safety)climate)in)healthcare)organisations)survey.)Health(Services(Research,)42,)1999Q
2021.)

SINGER,)S.)&)VOGUS,)T.)J.)2013.)Safety)climate)research:)taking)stock)and)looking)forward.)
BMJ(quality(&(safety,)22,)1Q4.)

SINGLA,)A.)K.,)KITCH,)B.)T.,)WEISSMAN,)J.)S.)&)CAMPBELL,)E.)G.)2006.)Assessing)patient)safety)
culture:)a)review)and)synthesis)of)the)measurement)tools.)Journal(of(Patient(Safety,)
2,)105Q115.)

SMITS,)M.,)CHRISTIAANSQDINGELHOFF,)I.,)WAGNER,)C.,)WAL,)G.)&)GROENEWEGEN,)P.)P.)
2008.)The)psychometric)properties)of)the)'Hospital)Survey)on)Patient)Safety)Culture')
in)Dutch)hospitals.)BMC(Health(Services(Research,)8,)230.)

SMITS,)M.,)WAGNER,)C.,)SPREEUWENBERG,)P.,)VAN)DER)WAL,)G.)&)GROENEWEGEN,)P.)
2009a.)Measuring)patient)safety)culture:)an)assessment)of)the)clustering)of)
responses)at)unit)level)and)hospital)level.)Quality(and(Safety(in(Health(Care,)18,)292Q
296.)



References                                                                                                                                                 380 

 

SMITS,)M.,)GROENEWEGEN,)P.)P.,)TIMMERMANS,)D.)R.)M.,)VAN)DER)WAL,)G.)&)WAGNER,)C.)
2009b.)The)nature)and)causes)of)unintended)events)reported)at)ten)emergency)
departments.)BMC(Emergency(Medicine,)9,)16.)

SNIJDERS,)C.,)KOLLEN,)B.)J.,)VAN)LINGEN,)R.)A.,)FETTER,)W.)P.,)MOLENDIJK,)H.)&)GROUP,)N.)S.)
2009.)Which)aspects)of)safety)culture)predict)incident)reporting)behavior)in)neonatal)
intensive)care)units?)A)multilevel)analysis.)Critical(care(medicine,)37,)61Q67.)

SNOOK,)S.)C.)&)GORSUCH,)R.)L.)1989.)Component)analysis)versus)common)factor)analysis:)A)
Monte)Carlo)study.)Psychological(Bulletin,)106,)148Q154.)

SORENSEN,)J.)2002.)Safety)culture:)a)survey)of)the)stateQofQtheQart.)Reliability(Engineering(&(
System(Safety,)76,)189Q204.)

SORRA,)J.)&)DYER,)N.)2010.)Multilevel)psychometric)properties)of)the)AHRQ)hospital)survey)
on)patient)safety)culture.)BMC(Health(Services(Research,)10,)199.)

SORRA,)J.,)FAMOLARO,)T.,)DYER,)N.,)ALAN,)S.,)WILSON,)S.)&)LIU,)H.)2014.)Hospital)Survey)on)
Patient)Safety)Culture:)2014)User)Comparative)Database)Report.)Rockville,)MD:)
Agency)for)Healthcare)Research)and)Quality.)

SORRA,)J.,)FAMOLARO,)T.,)DYER,)N.,)NELSON,)D.)&)KHANNA,)K.)2010.)Hospital)Survey)on)
Patient)Safety)Culture:)2010)User)Comparative)Database)Report.)Rockville,)MD:)
Agency)for)Healthcare)Research)and)Quality.)

SORRA,)J.,)GRAY,)L.)&)STREAGLE,)S.)2016.)AHRQ)Hospital)Survey)on)Patient)Safety)Culture:)
User’s)Guide.)Rockville,)MD:)Agency)for)Healthcare)Research)and)Quality.)

SORRA,)J.)&)NIEVA,)V.)2004.)Hospital)Survey)on)Patient)Safety)Culture.)Rockville,)MD:)Agency)
for)Healthcare)Research)and)Quality))

SORRA,)J.)&)NIEVA,)V.)2007.)Hospital)Survey)on)Patient)Safety)Culture.)Rockville,)MD:)Agency)
for)Healthcare)Research)and)Quality.)

SPECTOR,)P.)E.,)VAN)KATWYK,)P.)T.,)BRANNICK,)M.)T.)&)CHEN,)P.)Y.)1997.)When)two)factors)
don't)reflect)two)constructs:)How)item)characteristics)can)produce)artifactual)factors.)
Journal(of(Management,)23,)659Q677.)



References                                                                                                                                                 381 

 

STECKLER,)A.,)MCLEROY,)K.)R.,)GOODMAN,)R.)M.,)BIRD,)S.)T.)&)MCCORMICK,)L.)1992.)Toward)
integrating)qualitative)and)quantitative)methods:)an)introduction.)Health(education(
quarterly,)19,)1Q8.)

STREINER,)D.)L.)2003.)Starting)at)the)beginning:)an)introduction)to)coefficient)alpha)and)
internal)consistency.)Journal(of(personality(assessment,)80,)99Q103.)

STREINER,)D.)L.,)NORMAN,)G.)R.)&)CAIRNEY,)J.)2015.)Health(measurement(scales:(a(practical(
guide(to(their(development(and(use,(Oxford,)UK,)Oxford)university)press.)

SUHR,)D.)Reliability,)exploratory)&)confirmatory)factor)analysis)for)the)scale)of)athletic)
priorities.))Proceedings)of)the)28th)Annual)Meeting)of)SAS)Users)Group)International,)
2003)Seattle,)Washington.)SAS)Institute,)Inc.,)274Q28.)

SUHR,)D.)Exploratory)or)confirmatory)factor)analysis?))Proceedings)of)the)31st)Annual)
Meeting)of)SAS)Users)Group)International)2006)San)Francisco,)California.)SAS)
Institute,)Inc.,)(pp.)1)Q)17).)

SULIMAN,)M.)M.)2015.)Nurses’(perceptions(of(Patient(Safety(Culture(in(Public(Hospitals(in(
Jordan.)Ph.D.)Thesis,)Case)Western)Reserve)University.)

SURESHCHANDAR,)G.,)RAJENDRAN,)C.)&)ANANTHARAMAN,)R.)2001.)A)conceptual)model)for)
total)quality)management)in)service)organisations.)Total(quality(management,)12,)
343Q363.)

SUTCLIFFE,)K.)M.,)LEWTON,)E.)&)ROSENTHAL,)M.)M.)2004.)Communication)failures:)an)
insidious)contributor)to)medical)mishaps.)Academic(Medicine,)79,)186Q194.)

SZEKENDI,)M.)K.,)BARNARD,)C.,)CREAMER,)J.)&)NOSKIN,)G.)A.)2010.)Using)patient)safety)
morbidity)and)mortality)conferences)to)promote)transparency)and)a)culture)of)
safety.)Joint(Commission(journal(on(quality(and(patient(safety,)36,)3Q9.)

TABACHNICK,)B.)G.)&)FIDELL,)L.)S.)2007.)Using(multivariate(statistics,(Boston,)MA,)Pearson)
Education)Inc.)

TARIQ,)S.)&)WOODMAN,)J.)2013.)Using)mixed)methods)in)health)research.)JRSM(short(
reports,)4,)1Q8.)

TASHAKKORI,)A.)&)TEDDLIE,)C.)2003.)Handbook(of(mixed(methods(in(social(&(behavioral(
research,(Thousand)Oaks,)CA,)Sage)Publications.)



References                                                                                                                                                 382 

 

TASHAKKORI,)A.)&)TEDDLIE,)C.)2010.)Sage(Handbook(of(mixed(methods(in(social(&(behavioral(
research,(Thousand)Oaks,)CA,)Sage)Publications.)

TAVAKOL,)M.)&)DENNICK,)R.)2011.)Making)sense)of)Cronbach's)alpha.)International(journal(
of(medical(education,)2,)53Q55.)

Taylor,)J.,)Dominici,)F.,)Agnew,)J.,)Gerin,)D.,)Morlock,)L.,)&)Miller,)M.)(2012).)Do)nurse)and)
patient)injuries)share)common)antecedents?)An)analysis)of)associations)with)safety)
climate)and)working)conditions.)BMJ(Quality(and(Safety,)21,)101–111.)

TCWG.)2011.)Improving(patient(safety(with(effective(teamwork(and(communication:(
Literature(review(needs(assessment,(evaluation(of(training(tools(and(expert(
consultations.([Online].)Teamwork)and)Communication)Working)Group,)Edmonton)
(AB):)Canadian)Patient)Safety)Institute.)Available:)
http://www.patientsafetyinstitute.ca/English/toolsResources/teamworkCommunicat
ion/Documents/Canadian)Framework)for)Teamwork)and)Communications)Lit)
Review.pdf.)[Accessed)15)April)2018].)

TEDDLIE,)C.)&)TASHAKKORI,)A.)2009.)Foundations(of(mixed(methods(research:(Integrating(
quantitative(and(qualitative(approaches(in(the(social(and(behavioral(sciences,(
Thousand)Oaks,)CA,)Sage)Publications)Inc.)

The)Health)Foundation.)(2011).)Evidence)scan:)Does)improving)safety)culture)affect)patient)
outcomes?)[Available)from:)
https://pdfs.semanticscholar.org/7d3a/6e8763c5b4e8274e7c8f42c9498fc5426377.p
df.)[Accessed)15)April)2018].)

THE)HEALTH)FOUNDATION.)2013.)Safety(culture:(What(is(it(and(how(do(we(monitor(and(
measure(it?(A(summary(of(learning(from(a(Health(Foundation(roundtable([Online].)
The)Health)Foundation.)Available:)
https://health.org.uk/sites/health/files/SafetyCultureWhatIsItAndHowDoWeMeasur
eIt.pdf)[Accessed)15)April)2018].(

THOMAS,)E.)J.,)SEXTON,)J.)B.)&)HELMREICH,)R.)L.)2003.)Discrepant)attitudes)about)teamwork)
among)critical)care)nurses)and)physicians*.)Critical(care(medicine,)31,)956Q959.)

THOMAS,)E.)J.,)SEXTON,)J.)B.,)NEILANDS,)T.)B.,)FRANKEL,)A.)&)HELMREICH,)R.)L.)2005.)The)
effect)of)executive)walk)rounds)on)nurse)safety)climate)attitudes:)a)randomized)trial)
of)clinical)units.)BMC(health(services(research,)5,)28.)



References                                                                                                                                                 383 

 

THOMAS,)E.)J.,)STUDDERT,)D.)M.,)RUNCIMAN,)W.)B.,)WEBB,)R.)K.,)SEXTON,)E.)J.,)WILSON,)R.)
M.,)GIBBERD,)R.)W.,)HARRISON,)B.)T.)&)BRENNAN,)T.)A.)2000.)A)comparison)of)
iatrogenic)injury)studies)in)Australia)and)the)USA)I:)context,)methods,)casemix,)
population,)patient)and)hospital)characteristics.)International(journal(for(quality(in(
health(care,)12,)371Q378.)

THOMPSON,)B.)2004.)Exploratory(and(confirmatory(factor(analysis:(Understanding(concepts(
and(applications,(Washington,)DC,)American)Psychological)Association.)

THOMPSON,)R.)C.,)HILTON,)T.)F.)&)WITT,)L.)A.)1998.)Where)the)safety)rubber)meets)the)shop)
floor:)A)confirmatory)model)of)management)influence)on)workplace)safety.)Journal(
of(safety(Research,)29,)15Q24.)

TIMMEL,)J.,)KENT,)P.)S.,)HOLZMUELLER,)C.)G.,)PAINE,)L.,)SCHULICK,)R.)D.)&)PRONOVOST,)P.)J.)
2010.)Impact)of)the)Comprehensive)UnitQbased)Safety)Program)(CUSP))on)safety)
culture)in)a)surgical)inpatient)unit.)Joint(Commission(Journal(on(Quality(and(Patient(
Safety,)36,)252Q260.)

TINGLE,)J.)2011.)Preventing)adverse)healthcare)events:)lessons)from)abroad.)British(Journal(
of(Nursing,)20,)116Q117.)

TINSLEY,)H.)E.)&)TINSLEY,)D.)J.)1987.)Uses)of)factor)analysis)in)counseling)psychology)
research.)Journal(of(counseling(psychology,)34,)414Q424.)

TONGCO,)M.)D.)C.)2007.)Purposive)Sampling)as)a)Tool)for)Informant)Selection.)Ethnobotany(
Research(&(Applications,)5,)147Q158.)

TULVING,)E.)&)SCHACTER,)D.)L.)1990.)Priming)and)human)memory)systems.)Science,)247,)
301Q307.)

ULLMAN,)J.)B.)2006.)Structural)equation)modeling:)Reviewing)the)basics)and)moving)
forward.)Journal(of(personality(assessment,)87,)35Q50.)

UNDRE,)S.,)SEVDALIS,)N.,)HEALEY,)A.)N.,)DARZI,)S.)A.)&)VINCENT,)C.)A.)2006.)Teamwork)in)the)
operating)theatre:)cohesion)or)confusion?)Journal(of(evaluation(in(clinical(practice,)
12,)182Q189.)

VAN)DEN)BROECK,)J.,)CUNNINGHAM,)S.)A.,)EECKELS,)R.)&)HERBST,)K.)2005.)Data)cleaning:)
detecting,)diagnosing,)and)editing)data)abnormalities.)PLoS(Med,)2,)e267.)



References                                                                                                                                                 384 

 

VERBEKE,)W.,)VOLGERING,)M.)&)HESSELS,)M.)1998.)Exploring)the)conceptual)expansion)
within)the)field)of)organisational)behaviour:)Organisational)climate)and)
organisational)culture.)Journal(of(Management(Studies,)35,)303Q329.)

VINCENT,)C.)2006.)Patient(safety,(Edinburgh,)Churchill)Livingstone.)

VINCENT,)C.,)AYLIN,)P.,)FRANKLIN,)B.)D.,)HOLMES,)A.,)ISKANDER,)S.,)JACKLIN,)A.)&)MOORTHY,)
K.)2008.)Is)health)care)getting)safer?)British(Medical(Journal(337,)a2426.)

VINCENT,)C.,)NEALE,)G.)&)WOLOSHYNOWYCH,)M.)2001.)Adverse)events)in)British)hospitals:)
preliminary)retrospective)record)review.)Bmj,)322,)517Q519.)

VINCENT,)C.)&)REASON,)J.)1999.)Medical)mishaps;)pieces)of)the)puzzle.)In:)MM,)R.,)L,)M.)&)S,)
L.QB.)(eds.))Human(factors(approaches(in(medicine.)Buckingham:)Open)University)
Press.)

VINCENT,)C.,)STANHOPE,)N.)&)CROWLEYQMURPHY,)M.)1999.)Reasons)for)not)reporting)
adverse)incidents:)an)empirical)study.)Journal(of(evaluation(in(clinical(practice,)5,)13Q
21.)

VINCENT,)C.,)TAYLORQADAMS,)S.)&)STANHOPE,)N.)1998.)Framework)for)analysing)risk)and)
safety)in)clinical)medicine.)British(Medical(Journal,)316,)1154–1157.)

VOGELSMEIER,)A.,)SCOTTQCAWIEZELL,)J.,)MILLER,)B.)&)GRIFFITH,)S.)2010.)Influencing)
leadership)perceptions)of)patient)safety)through)just)culture)training.)J(Nurs(Care(
Qual,)25,)288Q94.)

VOGUS,)T.)J.)&)SUTCLIFFE,)K.)M.)2007.)The)safety)organising)scale:)development)and)
validation)of)a)behavioral)measure)of)safety)culture)in)hospital)nursing)units.)Medical(
care,)45,)46Q54.)

VOSPER,)H.,)HIGNETT,)S.)&)BOWIE,)P.)2017.)Twelve)tips)for)embedding)human)factors)and)
ergonomics)principles)in)healthcare)educational)curricula)and)programmes.)Medical(
Teacher,)1Q7.)

VREDENBURGH,)A.)G.)2002.)Organisational)safety:)which)management)practices)are)most)
effective)in)reducing)employee)injury)rates?)Journal(of(safety(Research,)33,)259Q276.)



References                                                                                                                                                 385 

 

WACHTER,)J.)K.)&)YORIO,)P.)L.)2014.)A)system)of)safety)management)practices)and)worker)
engagement)for)reducing)and)preventing)accidents:)An)empirical)and)theoretical)
investigation.)Accident(Analysis(&(Prevention,)68,)117Q130.)

WALLACE,)J.)C.,)POPP,)E.)&)MONDORE,)S.)2006.)Safety)climate)as)a)mediator)between)
foundation)climates)and)occupational)accidents:)a)groupQlevel)investigation.)Journal(
of(applied(psychology,)91,)681.)

WALLIS,)K.)&)DOVEY,)S.)2011.)Assessing)patient)safety)culture)in)New)Zealand)primary)care:)
a)pilot)study)using)a)modified)Manchester)Patient)Safety)Framework)in)Dunedin)
general)practices.)Journal(of(primary(health(care,)3,)35Q40.)

WALSH,)K.)&)ANTONY,)J.)2007.)Improving)patient)safety)and)quality:)What)are)the)challenges)
and)gaps)in)introducing)an)integrated)electronic)adverse)incident)and)recording)
system)within)health)care)industry?)International(journal(of(health(care(quality(
assurance,)20,)107Q115.)

WALSHE,)K.)&)BOADEN,)R.)2005.)Patient(safety:(research(into(practice,(Berkshire,)England,)
McGrawQHill)Education.)

WATERSON,)P.)2014.)Patient(safety(culture:(Theory,(methods(and(application,(Surrey,)
England,)Ashgate)Publishing,)Ltd.)

WATERSON,)P.,)GRIFFITHS,)P.,)STRIDE,)C.,)MURPHY,)J.)&)HIGNETT,)S.)2010.)Psychometric)
properties)of)the)Hospital)Survey)on)Patient)Safety)Culture:)findings)from)the)UK.)
Quality(and(Safety(in(Health(Care,)19,)1Q5.)

 

WEAVER,)S.)J.,)LUBOMKSI,)L.)H.,)WILSON,)R.)F.,)PFOH,)E.)R.,)MARTINEZ,)K.)A.)&)DY,)S.)M.)
2013.)Promoting)a)culture)of)safety)as)a)patient)safety)strategy:)a)systematic)review.)
Annals(of(internal(medicine,)158,)369Q374.)

WEICK,)K.)E.)1987.)Organisational)culture)as)a)source)of)high)reliability.)California(((

management(review,)29,)112Q127.)

WEICK,)K.)E.)&)SUTCLIFFE,)K.)M.)2011.)Managing(the(unexpected:(Resilient(performance(in(an(
age(of(uncertainty,(JosseyQBass,)San)Francisco,)CA.,)JosseyQBass.)



References                                                                                                                                                 386 

 

WEICK,)K.)E.,)SUTCLIFFE,)K.)M.)&)OBSTFELD,)D.)2008.)Organising)for)high)reliability:)Processes)
of)collective)mindfulness.)Crisis(management,)3,)81Q123.)

WEINGART,)S.)N.,)SHIP,)A.)N.)&)ARONSON,)M.)D.)2000.)Confidential)clinicianQreported)
surveillance)of)adverse)events)among)medical)inpatients.)Journal(of(general(internal(
medicine,)15,)470Q477.)

WENTZELL,)N.)2008.)Improving(the(measurement(of(patient(safety:(development(of(a(new(
patient(safety(climate(survey.)Master)of)Science)Thesis,)Saint)Mary's)University.)

WEST,)S.)G.,)FINCH,)J.)F.)&)CURRAN,)P.)J.)1995.)Structural)equation)models)with)nonnormal)
variables:)Problems)and)remedies.)In:)HOYLE,)R.)H.)(ed.))Structural(equation(
modeling:(Concepts,(issues(and(applications.)Newbery)Park,)CA:)Sage)Publications.)

WESTRUM,)R.)2004.)A)typology)of)organisational)cultures.)Quality(and(safety(in(health(care,)
13,)ii22Qii27.)

WIEGMANN,)D.)A.,)ZHANG,)H.,)VON)THADEN,)T.)L.,)SHARMA,)G.)&)GIBBONS,)A.)M.)2004.)
Safety)culture:)An)integrative)review.)The(International(Journal(of(Aviation(
Psychology,)14,)117Q134.)

WILLIAMS,)B.,)ONSMAN,)A.)&)BROWN,)T.)2010.)Exploratory)factor)analysis:)A)fiveQstep)guide)
for)novices.)Australasian(Journal(of(Paramedicine,)8,)1Q13.)

WILLIAMS,)D.,)OLSEN,)S.,)CRICHTON,)W.,)WITTE,)K.,)FLIN,)R.,)INGRAM,)J.,)CAMPBELL,)M.,)
WATSON,)M.,)HOPF,)Y.)&)CUTHBERTSON,)B.)2008.)Detection)of)adverse)events)in)a)
Scottish)hospital)using)a)consensusQbased)methodology.)Scottish(Medical(Journal,)53,)
26Q30.)

WILPERT,)B.)&)ITOIGAWA,)N.)2001.)Safety(culture(in(nuclear(power(operations.(,(London,)
Taylor)&)Francis.)

WILSON,)K.)A.)2007.)Does(safety(cutlure(predict(clinical(outcomes?)Ph.D.)Thesis,)University)of)
Central)Florida.)

WILSON,)R.,)MICHEL,)P.,)OLSEN,)S.,)GIBBERD,)R.,)VINCENT,)C.,)ELQASSADY,)R.,)RASSLAN,)O.,)
QSOUS,)S.,)MACHARIA,)W.)&)SAHEL,)A.)2012.)Patient)safety)in)developing)countries:)
retrospective)estimation)of)scale)and)nature)of)harm)to)patients)in)hospital.)Bmj,)
344,)e832.)



References                                                                                                                                                 387 

 

WILSON,)R.)M.,)RUNCIMAN,)W.)B.,)GIBBERD,)R.)W.,)HARRISON,)B.)T.,)NEWBY,)L.)&)
HAMILTON,)J.)D.)1995.)The)quality)in)Australian)health)care)study.)Medical(journal(of(
Australia,)163,)458Q471.)

WONG,)P.,)HELSINGER,)D.)&)PETRY,)J.)2002.)Providing)the)right)infrastructure)to)lead)the)
culture)change)for)patient)safety.)The(Joint(Commission(journal(on(quality(
improvement,)28,)363Q372.)

WOODS,)C.)M.)2006.)Careless)responding)to)reverseQworded)items:)Implications)for)
confirmatory)factor)analysis.)Journal(of(Psychopathology(and(Behavioral(Assessment,)
28,)186–191.)

WORLD)BANK.)2015.)World(Development(Indicators([Online].)Washington,)D.C.:)World)Bank)
Group.)Available:)
http://databank.worldbank.org/data/reports.aspx?source=2&country=KWT)
[Accessed)1)October)2017].)

WHO.)2006.)Health(system(profile:(Kuwait([Online].)WHO)Regional)Office)For)The)Eastern)
Mediterranean.)Available:)
http://apps.who.int/medicinedocs/documents/s17297e/s17297e.pdf)[Accessed)2)
October)2017].)

WORLD)HEALTH)ORGANISATION.)2009a.)Conceptual(Framework(for(the(International(
Classification(for(Patient(Safety(Version(1.1([Online].)Internet:)World)Health)
Organisation.)Available:)

￼￼http://www.who.int/patientsafety/taxonomy/icps_full_report.pdf)[Accessed)16)
April)2018].)

WHO.)2009b.)WHO)Patient)Safety)Curriculum)Guide)for)Medical)Schools.)Geneva,)
Switzerland)WHO.)

WHO.)2014a.)10(Facts(on(Patient(Safety([Online].)Available:)
http://www.who.int/features/factfiles/patient_safety/en/)[Accessed)10)October)
2017].)

WHO.)2014b.)Country(cooperation(strategy(for(WHO(and(Kuwait(2012–2016([Online].)WHO.)
Available:)
http://apps.who.int/iris/bitstream/10665/113231/1/CCS_Kuwait_2014_EN_15234.p
df)[Accessed)June,)20)2017].)



References                                                                                                                                                 388 

 

WHO.)2015.)Health(profile:(Kuwait([Online].)Available:)
http://www.who.int/countries/kwt/en/)[Accessed)2)October)2017].)

WREATHALL,)J.)Organisational)culture,)behavior)norms,)and)safety)Proceedings)of)the)
International)Topical)Meeting)on)Safety)Culture)in)Nuclear)Installations)1995)Vienna,)
Austria.)24Q28.)

YASSI,)A.)&)HANCOCK,)T.)2005.)Patient)safetyQworker)safety:)building)a)culture)of)safety)to)
improve)healthcare)worker)and)patient)wellQbeing.)Healthcare(Quarterly,)8,)32Q38.)

YONG,)A.)G.)&)PEARCE,)S.)2013.)A)beginner’s)guide)to)factor)analysis:)Focusing)on)
exploratory)factor)analysis.)Tutorials(in(Quantitative(Methods(for(Psychology,)9,)79Q
94.)

YOUNT,)N.)11)February)2016.)RE:(HSOPSC(Grounding(Theory.)Type)to)ALSALEM,)G.)

YU,)J.)&)COOPER,)H.)1983.)A)quantitative)review)of)research)design)effects)on)response)rates)
to)questionnaires.)Journal(of(Marketing(research,)20,)36Q44.)

YUAN,)K.)H.)&)BENTLER,)P.)M.)2000.)Three)likelihoodQbased)methods)for)mean)and)
covariance)structure)analysis)with)nonnormal)missing)data.)Sociological(
methodology,)30,)165Q200.)

YULE,)S.,)FLIN,)R.,)PATERSONQBROWN,)S.)&)MARAN,)N.)2006.)NonQtechnical)skills)for)
surgeons)in)the)operating)room:)a)review)of)the)literature.)Surgery,)139,)140Q149.)

ZABADA,)C.,)RIVERS,)P.)A.)&)MUNCHUS,)G.)1998.)Obstacles)to)the)application)of)total)quality)
management)in)healthQcare)organisations.)Total(Quality(Management,)9,)57Q66.)

ZHAN,)C.)&)MILLER,)M.)R.)2003.)Excess)length)of)stay,)charges,)and)mortality)attributable)to)
medical)injuries)during)hospitalization.)Jama,)290,)1868Q1874.)

ZHU,)J.,)LI,)L.,)ZHAO,)H.,)HAN,)G.,)WU,)A.)W.)&)WEINGART,)S.)N.)2014.)Development)of)a)
patient)safety)climate)survey)for)Chinese)hospitals:)CrossQnational)adaptation)and)
psychometric)evaluation.)BMJ(Quality(and(Safety,)23,)847Q856.)

ZOHAR,)D.)1980.)Safety)climate)in)industrial)organisations:)theoretical)and)applied)
implications.)Journal(of(applied(psychology,)65,)96Q102.)



References 389 

ZOHAR,)D.)2000.)A)groupQlevel)model)of)safety)climate:)testing)the)effect)of)group)climate)on)
microaccidents)in)manufacturing)jobs.)Journal(of(applied(psychology,)85,)587Q596.)

ZOHAR,)D.)2002.)Modifying)supervisory)practices)to)improve)subunit)safety:)a)leadershipQ
based)intervention)model.)Journal(of(Applied(psychology,)87,)156.)

ZOHAR,)D.)2010.)Thirty)years)of)safety)climate)research:)Reflections)and)future)directions.)
Accident(Analysis(&(Prevention,)42,)1517Q1522.)

ZOHAR,)D.)&)HOFMANN,)D.)A.)2012.)Organisational)culture)and)climate.)In:)S.,)K.)(ed.))Oxford(
handbook(of(industrial(and(organisational(psychology.)New)York:)Oxford)University)
Press.)

ZOHAR,)D.,)LIVNE,)Y.,)TENNEQGAZIT,)O.,)ADMI,)H.)&)DONCHIN,)Y.)2007.)Healthcare)climate:)a)
framework)for)measuring)and)improving)patient)safety.)Crit(Care(Med,)35,)1312Q7.)

ZOHAR,)D.)&)LURIA,)G.)2005.)A)multilevel)model)of)safety)climate:)crossQlevel)relationships)
between)organisation)and)groupQlevel)climates.)Journal(of(applied(psychology,)90,)
616Q628.)



Appendices 390 

10$ Appendices$

An Assessment of Safety Climate in Kuwaiti Public 
Hospitals 

Dr Gheed F Al Salem 
�MBBCh, MSc 

Submitted in fulfilment of the requirements for the Degree of 
Doctor of Philosophy (Ph.D.) 

General Practice and Primary Care 
Institute of Health and Well-being  

University of Glasgow 

June 2018 

VOLUME 2 - Appendices 

©Gheed Al Salem 2018 



Appendices                                                                                                                                                 391 

 

List of Appendices 

Appendix 1: Search Strategy for the systematic review .............................................. 397)

Appendix 2: Prospero protocol and PRISMA checklist .............................................. 401)

Appendix 3: Data Extraction Form ............................................................................... 410)

Appendix 4: Quality Appraisal Form ........................................................................... 413)

Appendix 5: Data extraction results of specialised features ....................................... 414)

Appendix 6: Personal Communication ......................................................................... 419)

Appendix 7: Ethical Approval of University of Glasgow ............................................ 420)

 Appendix 8: Ministry of Health Ethical approval and support letter ...................... 421)

Appendix 9: Participant Information Sheet ................................................................. 426)

Appendix 10: Original HSOPSC ................................................................................... 429)

Appendix 11: Pilot survey form ..................................................................................... 435)

Appendix 12: Details of the modified version of the HSOPSC questionnaire .......... 442)

Appendix 13: Modified HSOPSC .................................................................................. 445)

Appendix 14: HSOPSC patient safety culture dimensions and definitions* ............. 455)

Appendix 15: EFA Steps ................................................................................................ 456)



Appendices                                                                                                                                                 392 

 

Appendix 16: The communalities of the initial solution (42 items, n=640) ............... 467)

Appendix 17: Total variance explained by the initial solution (n=640) ..................... 470)

Appendix 18: Rotated factor matrix of the initial solution (n=640) ........................... 472)

Appendix 19: Pattern matrix for initial solution (42 items, 12 Factors, and n=640) 476)

Appendix 20: Initial and Extracted Communalities (12 factors, 34 Items) ............... 481)

Appendix 21: Total Variance Explained (12 factors, 34 items) .................................. 484)

Appendix 22: Pattern Matrix (12 factors, 34 items) .................................................... 486)

Appendix 23: Initial and Extracted Communalities (12 factors, 31 items) ............... 490)

Appendix 24: Total Variance Explained (12 Factors, 31 items) ................................. 492)

Appendix 25:  Pattern Matrix (12 Factors, 31 items) .................................................. 493)

Appendix 26: Structure of final initial solution (12 Factors, 31 items) ...................... 497)

Appendix 27: Initial and Extracted Communalities (9 Factors, 42 Items, Varimax 

rotation) ........................................................................................................................... 498)

Appendix 28: Total Variance Explained (9 Factors, 42 Items, Varimax rotation) ... 503)

Appendix 29: Rotated Factor Matrix (9 Factors solutions, Varimax rotation) ........ 505)

Appendix 30: Nine Factors solution (Varimax rotation), structure and loading ...... 509)



Appendices                                                                                                                                                 393 

 

Appendix 31: Initial and Extracted Communalities (9 Factors, 42 Items Direct Oblimin 

rotation) ........................................................................................................................... 510)

Appendix 32: Pattern Matrix (9 Factors, 42 items, Direct Oblimin rotation) .......... 513)

Appendix 33: Nine Factors solution (42 items, Direct Oblimin), structure and loading519)

Appendix 34: Initial and Extracted Communalities (8 factors, 42 items) ................. 520)

Appendix 35: Total Variance Explained by 8 factors (42 items, Varimax rotation) 523)

Appendix 36: Rotated Factor Matrix (8 factors, 42 items, Varimax rotation) ......... 525)

Appendix 37: Eight Factors solution (Varimax rotation): structure and loading .... 529)

Appendix 38: Pattern Matrix (8 factors, 42 items, Direct Oblimin rotation) ........... 530)

Appendix 39: Initial and Extracted Communalities (7 factors, 42 items, Varimax 

rotation) ........................................................................................................................... 537)

Appendix 40: Total Variance Explained (7 factors, 42 items, Varimax rotation) .... 541)

Appendix 41: Rotated Factor Matrix (7 factors, 42 items, Varimax rotation) ......... 543)

Appendix 42: Seven Factors solution (Varimax rotation), structure and loading .... 546)

Appendix 43: Pattern Matrix (7 factors, 42 items Oblique rotation) ......................... 547)

Appendix 44: Initial and Extracted Communalities (11 factors, 42 items, Varimax 

rotation) ........................................................................................................................... 550)

Appendix 45: Total Variance Explained by 11 factors (42 items, Varimax rotation)554)



Appendices                                                                                                                                                 394 

 

Appendix 46: Rotated Factor Matrix (11 factors, 42 items, Varimax rotation) ....... 558)

Appendix 47: Eleven Factors solution (Varimax rotation), structure and loading .. 564)

Appendix 48: Pattern Matrix (11 factors, 42 items, Oblique rotation) ...................... 565)

Appendix 49: Initial and Extracted Communalities (10 factors, 42 items, Varimax 

rotation) ........................................................................................................................... 574)

Appendix 50: Total Variance Explained (10 factors, 42 items, Varimax rotation) .. 577)

Appendix 51: Rotated Factor Matrix (10 factors, 42 items, Varimax rotation) ....... 579)

Appendix 52: Ten Factors solution (Varimax rotation), structure and loading ....... 583)

Appendix 53: Pattern Matrix (10 Factors, 42 items, Oblique Rotation) ................... 584)

Appendix 54: Initial and Extracted Communalities (8 factors, 27 items, Oblique 

rotation) ........................................................................................................................... 590)

Appendix 55: Total Variance Explained (8 factors, 27 items, Oblique rotation) ..... 592)

Appendix 56: Pattern Matrix (8 factors, 27 items, Oblique rotation) ........................ 594)

Appendix 57: Initial and Extracted Communalities (8 factors 24 items Oblique rotation)

........................................................................................................................................... 598)

Appendix 58: Total Variance Explained (8 factors, 24 items Oblique rotation) ...... 599)

Appendix 59: Pattern Matrix (8 factors, 24 items, Oblique rotation) ........................ 601)

Appendix 60: Pattern Matrix (8 factors, 22 items, Oblique rotation) ........................ 605)



Appendices                                                                                                                                                 395 

 

Appendix 61: Communalities of the final EFA solution (8 factors) ........................... 606)

Appendix 62: Total variance explained by 8 factors within final EFA solution ....... 608)

Appendix 63: EFA within final 8 Factors solution for each scale .............................. 610)

Appendix 64: Hospital Survey on Patient Safety Culture Item Descriptive Statistics 

(n=1310) ........................................................................................................................... 613)

Appendix 65: Hospital Survey on Patient Safety Culture Positively Worded Item 

Descriptive Statistics (n=1310) ....................................................................................... 614)

Appendix 66: Hospital Survey on Patient Safety Culture Negatively Worded Item 

Descriptive Statistics (n=1310) ....................................................................................... 615)

Appendix 67: Item-Level Results for the three hospitals ............................................ 616)

Appendix 68: Item level comparative results for Kuwaiti and US hospitals............. 619)

Appendix 69: Informed consent form ........................................................................... 623)

Appendix 70: Hospital comparisons based mean positive scores of the HSOPSC sub-

scales ................................................................................................................................. 624)

Appendix 71: Hospital departments comparisons based on mean positive scores of the 

HSOPSC sub-scales ........................................................................................................ 626)

Appendix 72: Professional groups comparisons based on mean positive scores of the 

HSOPSC sub-scales ........................................................................................................ 629)

Appendix 73: Age groups comparisons based on the mean positive scores of the 

HSOPSC sub-scales ........................................................................................................ 632)



Appendices                                                                                                                                                 396 

 

Appendix 74: Tenure in profession comparisons based on mean positive scores of the 

HSOPSC sub-scales ........................................................................................................ 633)

Appendix 75: Gender comparisons based on mean positive scores of the HSOPSC sub-

scales ................................................................................................................................. 635)

Appendix 76: Nationality comparisons based on mean positive scores of the HSOPSC 

sub-scales ......................................................................................................................... 636)

Appendix 77: Final regression model for Handoffs and Transitions ......................... 637)

Appendix 78: Final Regression Models ........................................................................ 638)

Appendix 79: Open comments frequencies and categories ......................................... 656)

Appendix 80: Participant information sheet ................................................................ 658)

Appendix 81:  Informed consent ................................................................................... 662)

Appendix 82: Interview schedule .................................................................................. 663)

Appendix 83: Researcher’s Reflection .......................................................................... 666)

 

 



Appendices                                                                                                                                                 397 

 

Appendix 1: Search Strategy for the systematic review  

Availability of data and materials: 
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2% Personnel,%Hospital/%or%Health%Personnel/%

3% 1%and%2%

4% limit%3%to%english%language%and%yr="2000%ICurrent"%
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Present>%Search%Strategy:%
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PubMed%Search%Strategy%Summary:%
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(Attitude of Health Personnel [MeSH Terms]) AND ((((((safety climate[Title/Abstract]) OR safety 
culture[Title/Abstract]) OR safety attitude[Title/Abstract]) OR patient safety[Title/Abstract]) OR hospital 
safety[Title/Abstract]))  

%

CINAHL%and%PsycINFO%Search%strategy%Summary:%
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AB Safety N3 Culture OR climate OR attitude OR patient OR hospital AND SU health personnel  

 

Scopus%Search%Strategy%Summary:%
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Web%Of%Science%Search%Strategy%Summary:%
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PRISMA Checklist 

Section/topic  # Checklist item  Reported on 
page #  

TITLE   

Title  1 Assessing safety climate in acute hospital settings: a systematic review of the adequacy 
of the psychometric properties of survey measurement tools 

 

ABSTRACT   

Structured summary  2 Background: 
The perceived importance of safety culture in improving patient safety and its impact on 
patient outcomes has led to a growing interest in the assessment of safety climate in 
healthcare organisations; however, the rigour with which safety climate tools were 
developed and psychometrically tested was shown to be variable. This paper aims to 
identify and review questionnaire studies designed to measure safety climate in acute 
hospital settings, in order to assess the adequacy of reported psychometric properties of 
identified tools.  
Methods: 
A systematic review of published empirical literature was undertaken to examine 
sample characteristics and instrument details including safety climate dimensions, 
origin and theoretical basis, and extent of psychometric evaluation (content validity, 
criterion validity, construct validity and internal reliability).  
Results: 
Five questionnaire tools, designed for general evaluation of safety climate in acute 
hospital settings, were included. Detailed inspection revealed ambiguity around 
concepts of safety culture and climate, safety climate dimensions and the 
methodological rigour associated with the design of these measures. Standard reporting 
of the psychometric properties of developed questionnaires was variable, although 
evidence of an improving trend in the quality of the reported psychometric properties of 
studies was noted. Evidence of the theoretical underpinnings of climate tools was 
limited, while a lack of clarity in the relationship between safety culture and patient 
outcome measures still exists. 
Conclusions: 
Evidence of the adequacy of the psychometric development of safety climate 
questionnaire tools is still limited. Research is necessary to resolve the controversies in 
the definitions and dimensions of safety culture and climate in healthcare and identify 
related inconsistencies. More importance should be given to the appropriate validation 
of safety climate questionnaires before extending their usage in healthcare contexts 
different from those in which they were originally developed. Mixed methods research 
to understand why psychometric assessment and measurement reporting practices can 
be inadequate and lacking in a theoretical basis is also necessary.  
Limitations: 
There are also several limitations to our study. The exclusion of other bibliographic 
databases, grey literature, and non- English language papers could potentially lead to 
overlooking some studies.  
Theoretical and Practical Implications: The outcomes of this systematic review will 
provide guidance and support to healthcare policymakers, survey users and safety 
researchers to make more informed decisions when selecting or developing an 
appropriate safety climate assessment tool. 
systematic review registration number: CRD 42015016637 
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INTRODUCTION   

Rationale  3 To provide a comprehensive review of quantitative studies designed to assess safety 
climate or safety culture in the hospital setting, with particular focus on questionnaires. 
The objective of the systematic review was to conduct an evaluation of the reported 
psychometric properties of the identified questionnaires in order to provide a structured 
overview of their psychometric adequacy as measurement tools for their stated purpose 
in order to identify an appropriate safety climate tool to be employed for my PhD thesis. 

77 

Objectives  
 
 

4 The PICO framework-Population: Healthcare staff in a hospital setting, Intervention: 
Patient safety climate questionnaires, Studies: Quantitative, Outcome: Psychometric 
properties 

77 

METHODS   

Protocol and 
registration  

5 PROSPERO registration number: CRD 42015016637  

Eligibility criteria  6 The process of identification and selection of eligible papers was conducted in two 
stages. The first stage involved evaluating the potential relevance of all titles and 
abstracts identified from the electronic database searches.  Studies were included if they 
met the following criteria: (1) described a quantitative method of assessing patient 
safety climate, (2) described the results of tool development and psychometric 
evaluation, (3) directed at healthcare staff in a hospital setting. In the second stage, 
papers that were judged to be potentially relevant were retrieved and reviewed against 
the full text inclusion and exclusion criteria. To be eligible for inclusion at this stage, 
studies had to primarily focus on questionnaire development and explicitly state that the 
purpose of the study was to establish the psychometric properties of the tool as part of 
tool development, testing and implementation. Also, the tool also had to be designed for 
general administration to all healthcare staff working in a hospital setting and publically 
available. Only original tools developed in English-language were included as well as 
any updated version of an original tool that was produced by the original team in which 
the latest improved version was included.  

79 

Information sources  7 Electronic search of Medline, PubMed, CINAHL, Web of Science, PsycINFO, Embase 
and Scopus was performed, using the key terms: “Safety Culture”, “Safety Climate”, 
“Safety Attitudes”, “Hospital Safety”, “Patient Safety”, paired with “Health Care 
Workers”, with manual searches of bibliographies of included papers and key journals. 
This review covered English language studies published between January 2004 to 
December 2014. In addition, websites of organisations dedicated to the improvement of 
patient safety, including: The AHRQ; the Institute for Healthcare Improvement, the 
Health Foundation and the National Patient Safety Agency, were also accessed. Finally, 
Proquest dissertation and thesis databases were searched for any unpublished research 
and authors were contacted for any clarification required. 

78 

Search  8 PubMed Search Strategy Summary: (Attitude of Health Personnel [MeSH Terms]) 
AND ((((((safety climate[Title/Abstract]) OR safety culture[Title/Abstract]) OR safety 
attitude[Title/Abstract]) OR patient safety[Title/Abstract]) OR hospital 
safety[Title/Abstract]))  

 (See 
Appendix 1) 

Study selection  9 The process of identification and selection of eligible papers was conducted in two 
stages. The first stage involved evaluating the potential relevance of all titles and 
abstracts identified from the electronic database searches.  Following that, full text 
copies of all papers that were judged to be potentially relevant were retrieved and 
reviewed in the second stage. Two independent reviewers completed title, abstract and 
full text screening of potentially relevant records. Screening results were compared and 
discrepancies were resolved by discussion or arbitration with a third reviewer, when 
necessary. 

79 

Data collection 
process  

10 Data extraction: Data extracted included a description of study setting; sample 
characteristics; study method; and tool features including dimensions covered, 
psychometric performed, theoretical basis and outcome measures. 

82 
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Quality appraisal: Methodological quality of included studies was assessed based on 
the quality criteria developed by Flin and Burns et al. (20). Assessment of the quality of 
each study, included seven items related to the appropriateness of the study 
methodology, study population, data collection and analysis, response rate and results. 
Higher quality studies were considered to be those that met a minimum of six of these 
seven indicators. Psychometric evaluation of included tools was based on 
recommendations by Flin and Burns et al. (20) and included aspects related to content, 
criterion and construct validity and reliability. 

Data items  11 Data extracted included a description of study setting; sample characteristics; study 
method; and tool features including dimensions covered, psychometric performed, 
theoretical basis and outcome measures 

 (See 
Appendix 
3,4,5) 

Risk of bias in 
individual studies  

12 N/A N/A 

Summary measures  13 N/A 
 

N/A 

Synthesis of results  14 N/A N/A 

Risk of bias across 
studies  

15 N/A N/A 

Additional analyses  16 N/A N/A 

RESULTS   

Study selection  17 The search strategy identified a total of 3,576 potential papers. Of these, eighty-eight 
papers were reviewed against the full text inclusion criteria. Five studies met the criteria 
and were included for this review. 

 
(See Figure 
4.2) 

Study characteristics  18 For each study, present characteristics for which data were extracted (e.g., study size, 
PICOS, follow-up period) and provide the citations.  

 
(See Table 
4,5,6,7) 

Risk of bias within 
studies  

19 

N/A N/A 

Results of individual 
studies  

20 

N/A 

88 

Synthesis of results  21 

N/A 88 

Risk of bias across 
studies  

22 

N/A N/A 

Additional analysis  23 

N/A 

N/A 

DISCUSSION   
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Summary of evidence  24 This study aims to provide a comprehensive review of quantitative studies designed to 
assess safety climate in the hospital setting, with particular focus on questionnaires. The 
objective of the systematic review was to provide a structured overview of their 
psychometric adequacy as measurement tools for their stated purpose. All of the five 
reviewed safety climate tools have key similarities and common dimensions. Yet, they 
vary in terms of length, theoretical grounding and reported psychometric properties. 
Instruments varied in scope, with some covering a more comprehensive range of 
dimensions while others focused on the assessment of specific dimensions of safety 
culture. It is recommended that research first be conducted to resolve the controversies 
in the definitions and dimensions of safety culture and climate, and focus on developing 
theoretical models with more evidence to understand how safety culture or climate 
impacts on outcomes. Also, more consideration should be given to psychometric 
properties in the design and selection of tools in order to ensure the robustness of the 
resulting safety culture data. Psychometric testing, on its own, does not fully 
characterize an instrument with other forms of item analysis, such as cognitive testing, 
as they provide rich insight into locally held attitudes and perceptions related to patient 
safety. The outcomes of this systematic review will provide guidance and support to 
healthcare policymakers, survey users and safety researchers to make more informed 
decisions when selecting or developing an appropriate safety climate assessment tool. 

102 

Limitations  25 The exclusion of other bibliographic databases, grey literature, and non- English 
language papers could potentially lead to overlooking some studies. Regarding the 
assessment of the quality of the reviewed studies, some quality indicators were not 
reported in sufficient detail to allow a judgment to be made. In such cases, the indicator 
was marked as unmet and the study quality might have been underestimated due to 
under reporting. Finally, despite using three reviewers to categorise the items, there is 
still the possibility that bias was introduced by the qualitative nature of the process.  

112 

Conclusions  26 The perceived importance of safety culture in improving patient safety and its impact on 
patient outcomes has led to an increasing number of studies that attempt to define and 
assess safety culture in healthcare settings. Several reviews uncovered a wide variety of 
safety climate tools available for use. Still, theoretical and methodological challenges 
limit their use as assessment measures. Pronovost and Sexton (75) warned that “the 
enthusiasm for measuring culture may be outpacing the science”. Critics have 
increasingly called for more rigorous assessments of safety culture and more in-depth 
reporting. It is recommended that research first be conducted to resolve the 
controversies in the definitions and dimensions of safety culture and climate, and focus 
on developing theoretical models with more evidence to understand how safety culture 
or climate impacts on outcomes. Also, more consideration should be given to 
psychometric properties in the design and selection of tools in order to ensure the 
robustness of the resulting safety culture data. 
Psychometric testing, on its own, does not fully characterize an instrument with other 
forms of item analysis, such as cognitive testing, as they provide rich insight into locally 
held attitudes and perceptions related to patient safety. Further research is necessary in 
the development of safety culture theories in healthcare, to study the links between 
culture and outcomes, and to resolve the controversies in the definitions and dimensions 
of safety culture and climate. There is also a need for a safety climate tool to evaluate 
safety attributes in the “local” hospital setting bearing in mind the unique characteristics 
of that particular setting and population. On a practical level, the development of a 
standardized checklist for assessing the quality of climate questionnaires, including 
reported psychometrics, may be beneficial and help provide a more detailed account of 
the questionnaire development process.  Additionally, employing mixed methods tool 
development approaches may help to reveal different aspects of an organisation’s safety 
culture, which can inform and illuminate multiple components of this multidimensional 
construct than is currently the case.  

114 
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Appendix 3: Data Extraction Form 

 

Reference ID: ______ ______ ______ 

Authors: 1. _________________________________     2. _________________________________ 

    3. _________________________________     4. _________________________________ 

    5. _________________________________     6. _________________________________ 

Title: 
______________________________________________________________________________________ 

__________________________________________________________________________________________
___ 

Source/Journal:___________________________________________________________________________ 

Year: ____________ Volume: __________ Issue: _________ Page________−________ 

 

Study Design 

Type of study: Quantitative 

Data collection method: Questionnaire 

Method of recruitment: __________________________________________________________________ 

Randomization method: _________________________________________________________________ 

Duration of study: ____________________________________________________________ 

Data analysis method: ____________________________________________________________________ 

Ethical approval: _________________________________________________________________________ 
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Population characteristics 

Sample size: ______________________________________________________________________________ 

Sample characteristics: __________________________________________________________________ 

Healthcare personnel involved in study: 

Medical practitioners � Pharmacists � Nursing � Midwifery � 

Healthcare personnel specialty: 

Medicine � Surgeon �Obstetrician � Biochemist �Laboratory � 

Study setting  

Location of setting:______________________________________________________ 

Type of setting:__________________________________________________________ 

Size of setting:__________________________________________________________ 

 

Aim of the study__________________________________________________________ 

________________________________________________________________________________ 

SC Definition_________________________________________________ 

Level Of Analysis______________________________________________ 

Study Instrument 

Name of Survey: __________________________________________________________________________ 

Survey focus (Safety Climate/Safety Culture/Other): _______________________________________________ 

Number of scale items: ___________________________Type of scale (Likert):______________ 

Safety climate dimensions: ______________________________________________________________ 
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Number of dimensions: _____  

Study Instrument 

Summary of the main findings 

__________________________________________________________________________________________
_____   
__________________________________________________________________________________________
_____ 

Main conclusions 

__________________________________________________________________________________________
___ 
__________________________________________________________________________________________
___ 

Limitations 

__________________________________________________________________________________________
__________________________________________________________________________________________
______________ 
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Appendix 4: Quality Appraisal Form 

 

 
Quality Appraisal Criteria 

 
Yes 

 
Partial 

 
No 

 

 
NA 

 
Remarks 

1.! Aim(s) or research question(s) clearly stated? 
 

     

2.! Study methodology and design evident and appropriate? 
 

     

3.! Data collection described and appropriate? 
 

     

4.! Study population described? 
 

     

5.! Data analysis method(s) described and appropriate? 
 

     

6.! Response Rate acceptable 
 

     

7.! Results reported in sufficient detail? 
 

     

 
•! Total Score 

     

•! 0-5 Poor Quality 
•! 6-10 Fair Quality 
•! 11-14 Good Quality 
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Appendix 5: Data extraction results of specialised features 
 

Features 

 

Name of instrument 

 

HSOPSC SAQ 

 

HSOPSC SOS 

 

HSOPSC 

Safety Climate Dimensions:  

•! Number of  

Dimensions 

 

•! Scope of  

Dimensions 

 

 

 

 

 

 

 

 

 

 

 

12 

 

 

 

6 

 

 

9 

 

 

1 

 

 

6 

 

Communication 

openness� 

, Feedback and 

communication about 

error, Frequency of 

event reporting, 

Handoffs and 

transitions, 

Management support 

for patient safety, 

 

Teamwork, Safety 

climate, Job 

satisfaction, Stress 

recognition, Perception 

of management, 

Working conditions. 

 

 

Senior manager's 

engagement, 

Organisational 

resources for safety, 

Overall emphasis on 

safety, Unit safety 

norms, Unit 

recognition and 

support for safety 

 

Self-reported 

“behaviours enabling 

safety culture” through 

collective mindfulness. 

 

Organisational 

leadership support for 

safety, � 

Incident follow-up, 

Supervisory 

leadership for safety, 

� 

Unit learning culture, 

Enabling open 

communication I: 
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Features 

 

Name of instrument 

 

HSOPSC SAQ 

 

HSOPSC SOS 

 

HSOPSC 

 

 

 

 

 

 

 

 

 

 

Non-punitive response 

to error�, 

Organisational 

learning –Continuous 

improvement�, 

Overall perceptions of 

patient safety, 

Staffing, 

Supervisor/manager 

expectations & 

actions promoting 

safety, Teamwork 

across units, 

Teamwork within 

units. 

efforts, Fear of shame, 

Provision of safe care, 

Learning, Fear of 

blame 

 

�judgment-free 

environment, ��

Enabling open 

communication II: job 

�repercussions of 

error.  
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Features 

 

Name of instrument 

 

HSOPSC SAQ 

 

HSOPSC SOS 

 

HSOPSC 

Theoretical basis Literature review in 

areas of safety 

management; 

organisational & 

safety climate & 

culture; medical error 

& error reporting; 

patient safety.  

Existing safety 

climate and culture 

instruments. 

Based on  

Vincent's  

framework for 

analysing risk &  

safety,  

Donabedian's 

conceptual model for 

assessing quality  

 

 

Derived from an 

aviation safety culture 

questionnaire  

High reliability 

organisations  

 

 

 

 

 

 

 

 

 

Derived from a naval 

aviation safety culture 

questionnaire  

 

High Reliability 

organisations 

Based on Zohar & 

Hofmann &Mark’s 

work on safety 

climate & error 

literature Adapted 

from work by Singer 

and colleagues  
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Features 

 

Name of instrument 

 

HSOPSC SAQ 

 

HSOPSC SOS 

 

HSOPSC 

Key features 

 

 

 

 

 

 

 

 

 

 

 

Tested on a large 

sample of hospitals 

Ability to benchmark 

data 

Self-report outcome 

measures 

Tested on a large 

sample of hospitals 

Cross-industry 

comparisons  

Ability to benchmark 

data 

Favourable scores were 

associated with shorter 

lengths of stay& fewer 

medication errors in 

other studies  

Measures safety 

climate among all 

hospital personnel and 

across multiple 

hospitals of different 

types  

Cross-industry 

comparisons  

 

SOS is negatively 

associated with reported 

medication errors and 

patient falls 

Validated for use 

across a range of care 

settings  

 

 

Limitations 

Supervisor/ Manager 

Expectations & 

Actions Promoting 

Patient Safety CFI 

(SRMR) model fit 

statistic at the clinical 

area level was larger 

than desirable, 

Three individual 

dimensions 

demonstrate low 

internal consistency. 

Validated using a sample 

composed exclusively of 

registered nurses 

Questions about 

generalizability 
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Features 

 

Name of instrument 

 

HSOPSC SAQ 

 

HSOPSC SOS 

 

HSOPSC 

=0.88 at unit & 

hospital levels 

Item A7 in the 

Staffing composite 

had a low within- unit 

& within hospital 

factor loading (0.36). 

Staffing had 

Cronbach’s alpha 

=0.62 

 

indicating further scale 

refinement  

 

Modest Response Rate 

 

 

Selection Bias 

Further research and 

cross- validation of 

will be required with 

international samples  

 

More appropriate for 

improvement and 

research  

Data was not suitable 

for multilevel CFA  

•! Hospital Survey on Patient Safety Culture (HSOPSC) (Sorra and Dyer, 2010), Safety Attitudes Questionnaire (SAQ) (Sexton et al., 2006), Patient Safety Climate 
in Healthcare Organisations (PSCHO) (Singer et al., 2007), Canadian Patient Safety Climate Scale (Can-PSC) (Ginsburg et al., 2013), Safety Organising Scale 
(SOS) (Vogus and Sutcliffe, 2007) 
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Appendix 6: Personal Communication 

 

 

 

Thursday,*December*7,*2017*at*8:49:09*AM*Arabian*Standard*Time

Page*1*of*3

Subject: RE:$HSOPSC$Grounding$Theory
Date: Thursday,$February$11,$2016$at$12:42:26$AM$Arabian$Standard$Time

From: Naomi$Yount

To: Gheed$F$H$A$Alsalem

CC: Naomi$Yount

Hello$Gheed,
$
Thank$you$for$clarifying$your$quesKon.$$The$survey$development$team$examined$several$different
views/models$of$safety$culture$when$creaKng$the$Hospital$SOPS.$$We$reviewed$Zohar,$Reason,$and$many
others.$$Our$process$for$developing$the$tool$included$the$following$acKviKes:
 

·         Reviewed$the$literature,$including$exisKng$surveys,$pertaining$to$paKent$safety,$hospital$medical
errors$and$qualityUrelated$events,$error$reporKng,$safety$climate$and$culture,$and$organizaKonal
climate$and$culture.

$
·         Conducted$background$interviews$with$experts$in$the$field$of$paKent$safety$and$with$hospital$staff.

$
Based$on$these$acKviKes,$the$design$team$developed$draY$survey$items$to$measure$the$idenKfied$key
composites$and$conducted$cogniKve$interviews$with$hospital$staff.$CogniKve$interview$parKcipants$included
clinical$staff,$such$as$physicians,$nurses,$and$other$allied$health$professionals,$and$nonclinical$staff,$including
administrators$and$unit$clerks.$The$design$team$also$received$input$on$the$draY$survey$from$the$Joint
Commission,$addiKonal$paKent$safety$researchers,$hospital$systems$administraKon,$and$professional
associaKons.
$
The$draY$survey$was$pilot$tested$with$more$than$1,400$hospital$employees$from$21$hospitals$across$the
United$States.$The$design$team$examined$the$reliability$and$factor$structure$of$the$paKent$safety$culture
composites.
$
So$in$sum,$the$survey$was$not$developed$following$any$single$model$but$aYer$reviewing$all$and$talking$to$staff
and$experts$in$the$field,$designed$the$survey$integraKng$what$was$learned$along$the$way.
$
I$hope$this$helps.$
$
Thanks!
Naomi
$
$

From: Gheed F H A Alsalem [mailto:g.alsalem.1@research.gla.ac.uk] 
Sent: Tuesday, February 09, 2016 12:28 PM
To: Naomi Yount
Subject: Re: HSOPSC Grounding Theory
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Appendix 7: Ethical Approval of University of Glasgow 

23#March#2015#

Professor#Jill#Morrison�Dean#for#Learning#and#Teaching�College#of#Medical,#Veterinary#and#Life#Sciences#University#of#Glasgow#

Dear#Professor#Morrison#

MVLS%College%Ethics%Committee�Project(Title:(Assessment%Of%Patient%Safety%Culture%In%Kuwaiti%Public%Hospitals%

Thank#you#for#submitting#to#the#MVLS#College#Ethics#Committee#a#copy#of#the#ethics#approval#letter#issued#by#the#Kuwaiti#Ministry#
of#Health,#for#the#above#project.# 

We#will#retain#a#copy#of#this#letter#in#our#files,#together#with#the#full#set#of#application#documents#you#supplied#relating#to#the#project.#
The#MVLS#Ethics#Committee#is#satisfied#that#these#documents#are#in#order#and#comply#fully#with#the#ethical#procedures#of#the#
University#of#Glasgow.#Accordingly,#you#and#your#coPapplicants#at#the#University#of#Glasgow#require#no#further#ethical#clearance#to#
proceed.#This#permission#is#subject#to#the#conditions#detailed#below:# 

4.# Project#end#date:#31#December#2016.#�

5.# The#data#should#be#held#securely#for#a#period#of#ten#years#after#the#completion#of#the#research#project,#or#for#longer#if#specified#
by#the#research#funder#or#sponsor,#in#accordance#with#the#University’s#Code#of#Good#Practice#in#Research:#
�(http://www.gla.ac.uk/media/media_227599_en.pdf)#�

6.# The#research#should#be#carried#out#only#on#the#sites,#and/or#with#the#groups#defined#in#the#�application.#�

7.# Any#proposed#changes#in#the#protocol#should#be#submitted#for#reassessment,#except#when#it#is#necessary#to#change#the#protocol#
to#eliminate#hazard#to#the#subjects#or#where#the#change#involves#only#the#administrative#aspects#of#the#project.#The#Ethics#
Committee#should#be#informed#of#any#such#changes.#�

Yours#sincerely#

Professor#William#Martin#College#Ethics#Officer# 

Approval#Morrison.docx#

Professor#William#Martin�Professor#of#Cardiovascular#Pharmacology#

R507B#Level#5�School#of#Life#Sciences�West#Medical#Building�Glasgow#G12#8QQ#Tel:#0141#330#4489#EPmail:#
William.Martin@glasgow.ac.uk#
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 Appendix 8: Ministry of Health Ethical approval and support letter 
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Appendix 8: MOH support letter (continued)  
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Appendix 8 (continued): MOH support letter  

State of Kuwait�Ministry of Health�Asst. Undersecretary for Assistance Medical Services Affairs Date: 

13/1/2015�No: 34627  

Dear Mr. Undersecretary of the Ministry of Health,  

Subject: To Facilitate The Task Of The Researcher Dr. Gheed Al Salem To Conduct Her Research Study 

Under The Title Of “Assessment Of Patient Safety Culture In Kuwaiti Public Hospitals”.  

Kindly be informed that in accordance with the recommendation of the Standing Committee for the Coordination 

of medical and healthcare research that was formed under Ministerial Decree no. 207 for the year 2012 in its 

meeting held on Tuesday 25/6/2013 to decide on the mechanism of research study applications that do not 

involve any clinical trials, use of drugs, performing clinical tests or taking any samples from participants and 

based on studying the request submitted by the researcher Dr. Gheed Al Salem for her research protocol under 

the title of “Assessment of Patient Safety Culture in Kuwaiti Public Hospitals” which will involve conducting 

interviews and the use of a questionnaire to collect information from all Healthcare Professionals including 

Hospital Directors, Heads of Departments and Units, Doctors, Nursing staff, Pharmacists, Nutritionist , 

Technicians and other healthcare staff in Hospitals and Medical Centers of the Ministry of Health in Kuwait.  

We hereby recommend the approval for the above researcher to perform her research through conducting 

interviews and the use of a questionnaire with the researcher’s commitment to preserve the rights, privacy and 

confidentiality of all the participants in the study in addition to securing the Informed Consent from the 

participants using the approved form.  

Kindly consider and approach accordingly all Healthcare Institutions (Messers/Healthcare Areas Directors, 

Hospitals Directors, Director of Accreditation and Quality) involved in this regard to work to facilitate the task 

of the researcher to conduct her study in accordance with the laws and regulations of the Ministry of Health.  

Sincerely Yours,  

Dr. Jamal Mansour AL Harbi�Assistant Undersecretary for Assistance Medical Services Affairs�Head of the 



Appendices 424 

Standing Committee for the Coordination of Medical and Healthcare Research. 

Dr. Khaled Al-Sahlawy Undersecretary of Ministry of Health 

Incoming Mail�Asst. Undersecretary for Assistance  

Medical Services Affairs No: 34624�Date: 14/1/2015  

Ministry of Health Director of Accreditation and Quality  

No: 39�Date: 20/1/2015  
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Appendix 8 (continued): MOH support lette
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Appendix 9: Participant Information Sheet 

Study title  

Assessment of Patient Safety Culture in Kuwaiti Public Hospitals 

Researcher Details 

Dr Gheed Alsalem 

Invitation to participate 

You are being invited to take part in this PhD research project. Before you decide to participate it is important 

for you to understand why this research is being done and what it will involve. Please read the following 

information, which explains the purpose of this research and what participation will involve and you may discuss 

this with others if you wish. If you would like further information or you have questions, please contact the 

researcher. You will be given a period of 5-7 days to decide whether or not you wish to participate.  

Thank you for reading this information. If you decide to participate, you will be given a copy of this information 

sheet and your signed consent form.  

What is the purpose of the study? 

Since no measurements of Safety Culture have been conducted at public hospitals in the state of Kuwait, nor 

were valid or reliable instruments available, the purpose of this research is to identify an optimal measure for 

assessing patient safety culture for use in public hospitals in Kuwait. The method that will be used to collect the 

required information will include a questionnaire related to the development of the patient safety culture 

assessment tool. It is expected that data collection will be undertaken over a period of six months.  

Why have I been chosen? 

The participants in this study are frontline healthcare staff who are directly involved in patient care. Therefore, 

you have been chosen because you are one of the healthcare staff whose work affects patient care in the hospital. 

You would be one of a total of 500 healthcare staff helping with this part of the study.  

Do I have to take part? 

No, it is up to you to decide whether or not you want to take part. If you decide to take part you will be given this 

information sheet to keep and you will be asked to sign a consent form. Even after deciding to take part in this 

research, you are still free to withdraw from the research at any point in time and without giving a reason.  

What will happen to me if I take part? 
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If you decide to participate then the researcher will ask you to sign a consent form and afterwards you will fill in 

the questionnaire (Hospital Survey on Patient Safety Culture Questionnaire). There is no potential for physical 

and/or psychological harm / distress to participants during the research.  

What are the possible benefits of taking part? 

This study seeks to contribute to the knowledge base by investigating the suitability of an appropriate patient 

safety culture measure for use in public hospitals in Kuwait. It is hoped that the knowledge generated will 

contribute to the literature on the measurement of the patient safety culture, in particular in Kuwait. There are no 

direct benefits to you.  

What will happen to the results of the research study?  

The results will be published in the PhD thesis. No named information about you will be mentioned in the thesis. 

Will my taking part in this study be kept confidential? 

The researcher will securely store all of the data that will be collected. The computer used for analysing the data 

will be password protected. Questionnaires will be stored in a locked filing cabinet in an office that is locked. 

Your anonymity and confidentiality will be preserved at all times. Access to the research data is limited to the 

research teams, which include the supervisors of this research and the researcher (Professor Jillian Morrison, Dr. 

Paul Bowie, Dr. Gheed Alsalem).  

Who is organising and funding the research?  

The research is part of the PhD studies and no organisation is involved in funding. 

Who has reviewed the study? 

The research has been scientifically reviewed by the University of Glasgow, College Of Medical, Veterinary and 

Life Sciences in the United Kingdom. In addition, it has been reviewed by the Medical and Health Sciences 

Research Committee at Ministry Of Health, Kuwait.  

Contact for Further Information 

1.! Professor Jill Morrison 

Dean for Learning and Teaching 

College of Medical, Veterinary and Life Sciences 

University of Glasgow 

Tel: +44(0)141 330 8348 

PA: +44 (0)141 330 8330 

Fax: +44 (0)141 330 8331 

Email: jill.morrison@glasgow.ac.uk  

General Practice and Primary Care, 
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Institute of Health and Wellbeing, 

University of Glasgow, 

1,Horselethill Road, 

Glasgow, 

G12 9LX 

2.! Dr. Paul Bowie 

Programme Director 

(Safety & Improvement) 

Postgraduate GP Education 

NHS Education for Scotland 

2 Central Quay 

GLASGOW 

Scotland, UK 

G3 8BW 

Telephone: 0141 223 1463 

Email: Paul.Bowie@nes.scot.nhs.uk 

3.! Dr Gheed Fouad Alsalem 

�PhD student in� 

�TeI: [in Kuwait+96599885566] [in the UK

+xxxxxxxxxxx] Email: xxxxxxxxxxx@research.gla.ac.uk 
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Appendix 10: Original HSOPSC 

Hospital)Survey)on)Patient)
Safety!
Instructions*

This*survey*asks*for*your*opinions*about*patient*safety*issues,*medical*error,*and*event*

reporting*in*your*hospital*and*will*take*about*10*to*15*minutes*to*complete***

If*you*do*not*wish*to*answer*a*question,*or*if*a*question*does*not*apply*to*you,*you*may*

leave*your*answer*blank.!
!

•! An#“event”'is#defined#as#any#type#of#error,#mistake,#incident,#accident,#or#
deviation,#regardless#of#whether#or#not#it#results#in#patient#harm.#

•! “Patient'safety”#is#defined#as#the#avoidance#and#prevention#of#patient#
injuries#or#adverse#events#resulting#from#the#processes#of#health#care#
delivery.#

*

SECTION*A:*Your*Work*Area/Unit*

In*this*survey,*think*of*your*“unit”*as*the*work*area,*department,*or*clinical*area*of*the*

hospital*where*you*spend*most*of*your*work*time*or*provide*most'of*your*clinical*services.***

*

What*is*your*primary*work*area*or*unit*in*this*hospital?*Select*ONE*answer.*

! a. Many different hospital units/No 
specific unit 

! b. Medicine (non-
surgical) 

! h. Psychiatry/mental 
health 

! n. Other, please specify: 

! c. Surgery  ! i. Rehabilitation  

! d. Obstetrics ! j. Pharmacy   

! e. Pediatrics ! k. Laboratory  

! f. Emergency 
department 

! l. Radiology   

! g. Intensive care unit 
(any type) 

! m. Anesthesiology 
  

 
!
Please*indicate*your*agreement*or*disagreement*with*the*following*statements*about*your*

work*area/unit.**

Think*about*your*hospital*work*

area/unit…*

Strongly*

Disagree*

!*
Disagree*

!*
Neither*

!*
Agree*

!*

Strongly*

Agree*

!*

!!1.!People!support!one!another!in!this!unit!! "1! "2! !3! "4! !5!

!!2.!We!have!enough!staff!to!handle!the!
workload!...............................................!! "1! "2! !3! "4! !5!
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!!3.!When!a!lot!of!work!needs!to!be!done!
quickly,!we!work!together!as!a!team!to!
get!the!work!done!.................................!!

"1! "2! !3! "4! !5!

!!4.!In!this!unit,!people!treat!each!other!
with!respect!..........................................!! "1! "2! !3! "4! !5!

!!5.!Staff!in!this!unit!work!longer!hours!
than!is!best!for!patient!care!..................!! "1! "2! !3! "4! !5!

SECTION A: Your Work Area/Unit (continued) 

Think*about*your*hospital*work*area/unit…*

Strongly*

Disagree*

!*
*Disagree*

!*
Neither*

!*
Agree*

!*

Strongly*

Agree*

!*

!!6.!We!are!actively!doing!things!to!improve!
patient!safety!....................................................!! "1! "2! !3! "4! !5!

!!7.!We!use!more!agency/temporary!staff!than!is!
best!for!patient!care!............................................!! "1! "2! !3! "4! !5!

!!8.!Staff!feel!like!their!mistakes!are!held!against!
them!.................................................................!! "1! "2! !3! "4! !5!

!!9.!Mistakes!have!led!to!positive!changes!here!.....!! "1! "2! !3! "4! !5!

10.!It!is!just!by!chance!that!more!serious!mistakes!
don’t!happen!around!here!................................!! "1! "2! !3! "4! !5!

11.!When!one!area!in!this!unit!gets!really!busy,!
others!help!out!..................................................!! "1! "2! !3! "4! !5!

12.!When!an!event!is!reported,!it!feels!like!the!
person!is!being!written!up,!not!the!problem!.....!! "1! "2! !3! "4! !5!

13.!After!we!make!changes!to!improve!patient!
safety,!we!evaluate!their!effectiveness!............!! "1! "2! !3! "4! !5!

14.!We!work!in!"crisis!mode"!trying!to!do!too!
much,!too!quickly!..............................................!! "1! "2! !3! "4! !5!

15.!Patient!safety!is!never!sacrificed!to!get!more!
work!done!.........................................................!! "1! "2! !3! "4! !5!

16.!Staff!worry!that!mistakes!they!make!are!kept!
in!their!personnel!file!.......................................!! "1! "2! !3! "4! !5!

17.!We!have!patient!safety!problems!in!this!unit!....!! "1! "2! !3! "4! !5!

18.!Our!procedures!and!systems!are!good!at!
preventing!errors!from!happening!....................!! "1! "2! !3! "4! !5!

!
!
!
!
!
!
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SECTION*B:*Your*Supervisor/Manager*

Please*indicate*your*agreement*or*disagreement*with*the*following*statements*about*your*

immediate*supervisor/manager*or*person*to*whom*you*directly*report.**

!

Strongly*

Disagree*

!*
Disagree*

!*
Neither*

!*
Agree*

!*

Strongly*

Agree*

!*

!!1.!My!supervisor/manager!says!a!good!
word!when!he/she!sees!a!job!done!
according!to!established!patient!safety!
procedures!............................................!!

"1! "2! !3! "4! !5!

!!2.!My!supervisor/manager!seriously!
considers!staff!suggestions!for!
improving!patient!safety!........................!!

"1! "2! !3! "4! !5!

!!3.!Whenever!pressure!builds!up,!my!
supervisor/manager!wants!us!to!work!
faster,!even!if!it!means!taking!shortcuts!!

"1! "2! !3! "4! !5!

!!4.!My!supervisor/manager!overlooks!
patient!safety!problems!that!happen!
over!and!over!........................................!!

"1! "2! !3! "4! !5!

!
SECTION*C:*Communications*

How*often*do*the*following*things*happen*in*your*work*area/unit?*

Think*about*your*hospital*work*area/unit…*

Never*

!*
Rarely*

!*

SomeU

times*

!*

Most*of*

the*time*

!*
Always*

!*
!!1.!We!are!given!feedback!about!changes!

put!into!place!based!on!event!reports!......!! "1! "2! !3! "4! !5!

!!2.!Staff!will!freely!speak!up!if!they!see!
something!that!may!negatively!affect!
patient!care!...............................................!!

"1! "2! !3! "4! !5!

!!3.!We!are!informed!about!errors!that!
happen!in!this!unit!....................................!! "1! "2! !3! "4! !5!

!!4.!Staff!feel!free!to!question!the!decisions!or!
actions!of!those!with!more!authority!.........!! "1! "2! !3! "4! !5!

!!5.!In!this!unit,!we!discuss!ways!to!prevent!
errors!from!happening!again!....................!! "1! "2! !3! "4! !5!

!!6.!Staff!are!afraid!to!ask!questions!when!
something!does!not!seem!right!................!! "1! "2! !3! "4! !5!

!

SECTION*D:*Frequency*of*Events*Reported*

In*your*hospital*work*area/unit,*when*the*following*mistakes*happen,*how'often'are'they'

reported?**

!
Never*

!*
Rarely*

!*

SomeU

times*

!*

Most*of*

the*time*

!*
Always*

!*

!!1.!When!a!mistake!is!made,!but!is!
caught#and#corrected#before#
affecting#the#patient,!how!often!is!
this!reported?!..................................!!

"1! "2! !3! "4! !5!
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!!2.!When!a!mistake!is!made,!but!has!
no#potential#to#harm#the#patient,!
how!often!is!this!reported?!..............!!

"1! "2! !3! "4! !5!

!3.! When!a!mistake!is!made!that!could#
harm#the#patient,!but!does!not,!how!
often!is!this!reported?!......................!!

"1! "2! !3! "4! !5!

*

SECTION*E:*Patient*Safety*Grade*

Please*give*your*work*area/unit*in*this*hospital*an*overall*grade*on*patient*safety.***

"! "! "! "! "!
A*

Excellent!
B*

Very!Good!
C*

Acceptable!
D*

Poor!
E*

Failing!
*

*

SECTION*F:*Your*Hospital*

Please*indicate*your*agreement*or*disagreement*with*the*following*statements*about*your*

hospital.***

Think*about*your*hospital…*

Strongly*

Disagree*

!*
Disagree*

!*
Neither*

!*
Agree*

!*

Strongly*

Agree*

!*
!!1.!Hospital!management!provides!a!work!

climate!that!promotes!patient!safety!........!! "1! "2! !3! "4! !5!

!!2.!Hospital!units!do!not!coordinate!well!with!
each!other!...............................................!! "1! "2! !3! "4! !5!

!!3.!Things!“fall!between!the!cracks”!when!
transferring!patients!from!one!unit!to!
another!....................................................!!

"1! "2! !3! "4! !5!

!!4.!There!is!good!cooperation!among!
hospital!units!that!need!to!work!together!.!! "1! "2! !3! "4! !5!

SECTION*F:*Your*Hospital*(continued)! * * * * *

Think*about*your*hospital…*

Strongly*

Disagree*

!*
Disagree*

!*
Neither*

!*
Agree*

!*

Strongly*

Agree*

!*

!!5.!Important!patient!care!information!is!
often!lost!during!shift!changes!.................!! "1! "2! !3! "4! !5!

!!6.!It!is!often!unpleasant!to!work!with!staff!
from!other!hospital!units!..........................!! "1! "2! !3! "4! !5!

!!7.!Problems!often!occur!in!the!exchange!of!
information!across!hospital!units!.............!! "1! "2! !3! "4! !5!

!!8.!The!actions!of!hospital!management!
show!that!patient!safety!is!a!top!priority!..!! "1! "2! !3! "4! !5!

!!9.!Hospital!management!seems!interested!
in!patient!safety!only!after!an!adverse!
event!happens!.........................................!!

"1! "2! !3! "4! !5!

10.!Hospital!units!work!well!together!to!
provide!the!best!care!for!patients!............!! "1! "2! !3! "4! !5!
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11.!Shift!changes!are!problematic!for!
patients!in!this!hospital!............................!! "1! "2! !3! "4! !5!

!

SECTION*G:*Number*of*Events*Reported*

In*the*past*12*months,*how*many*event*reports*have*you*filled*out*and*submitted?**

"! a.!No!event!reports! "! d.!6!to!10!event!reports!
"! b.!1!to!2!event!reports! "! e.!11!to!20!event!reports!
"! c.!3!to!5!event!reports! "! f.! 21!event!reports!or!more!

!
!

SECTION*H:*Background*Information*

This*information*will*help*in*the*analysis*of*the*survey*results.*

1.* How*long*have*you*worked*in*this*hospital?*

"! a.! Less!than!1!year! "! d.!11!to!15!years!
"! b.! 1!to!5!years! "! e.!16!to!20!years!
"! c.! 6!to!10!years! "! f.! 21!years!or!more!

2.* How*long*have*you*worked*in*your*current*hospital*work*area/unit?*

"! a.! Less!than!1!year! "! d.!11!to!15!years!
"b.!1!to!5!years! "! e.!16!to!20!years!
"! c.! 6!to!10!years! "! f.! 21!years!or!more!

3.* Typically,*how*many*hours*per*week*do*you*work*in*this*hospital?*

"a.!Less!than!20!hours!per!week! "d.!60!to!79!hours!per!week!
"! b.! 20!to!39!hours!per!week! "! e.! 80!to!99!hours!per!week!
"c.!40!to!59!hours!per!week! "! f.! 100!hours!per!week!or!more!!

SECTION*H:*Background*Information*(continued)*

4.* What*is*your*staff*position*in*this*hospital?**Select*ONE*answer*that*best*describes*your*

staff*position.*

"! a.! Registered!Nurse!! "! j.! Respiratory!Therapist!

"! b.! Physician!Assistant/Nurse!Practitioner! "! k.! Physical,!Occupational,!or!Speech!
Therapist!

"! c.! LVN/LPN! "! l.! Technician!(e.g.,!EKG,!Lab,!
Radiology)!

"! d.! Patient!Care!Asst/Hospital!Aide/Care!Partner! "! m.! Administration/Management!
"! e.! Attending/Staff!Physician! "! n.! Other,!please!specify:!!!!!
"! f.! Resident!Physician/Physician!in!Training! !
"! g.! Pharmacist! !
"! h.! Dietician! !
"! i.! Unit!Assistant/Clerk/Secretary! !

5.* In*your*staff*position,*do*you*typically*have*direct*interaction*or*contact*with*patients?**

"!a.! YES,!I!typically!have!direct!interaction!or!contact!with!patients.!
"!b.! NO,!I!typically!do!NOT!have!direct!interaction!or!contact!with!patients.!
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6.* How*long*have*you*worked*in*your*current*specialty*or*profession?*

"a.! Less!than!1!year! "! d.! 11!to!15!years!
"! b.! 1!to!5!years! "! e.! 16!to!20!years!
"! c.! 6!to!10!years! "! f.! 21!years!or!more!

*

*

SECTION*I:*Your*Comments*

Please*feel*free*to*write*any*comments*about*patient*safety,*error,*or*event*reporting*in*

your*hospital.*

!
!
!
!
!
!
!
!

THANK'YOU'FOR'COMPLETING'THIS'SURVEY.'
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Appendix 11: Pilot survey form 

Hospital)Survey)on)Patient)Safety!

Instructions*

*

SECTION*A*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO*=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
!

Think*about*your*hospital*work*area/unit…*

!!1.!People!support!one!another!in!this!unit:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………! ! !

!!2.!We!have!enough!staff!to!handle!the!workload:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

!!3.!When!a!lot!of!work!needs!to!be!done!quickly,!we!work!together!as!a!team!to!get!the!work!
done:!

!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!

explain……………………………………………………………………….!

!!4.!In!this!unit,!people!treat!each!other!with!respect:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

!!5.!Staff!in!this!unit!work!longer!hours!than!is!best!for!patient!care!

Clear:!!YES!"!!!!!!!!!NO!*"!!!If!No,!Kindly!explain!not!very!clear!might!need!
rewriting…………………………………………………………………………!

6.! We!are!actively!doing!things!to!improve!patient!safety!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………………….!

!!7.!We!use!more!agency/temporary!staff!than!is!best!for!patient!care:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!
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!!8.!Staff!feel!like!their!mistakes!are!held!against!them:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

!!9.!Mistakes!have!led!to!positive!changes!here:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

10.!It!is!just!by!chance!that!more!serious!mistakes!don’t!happen!around!here:!!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

11.!When!one!area!in!this!unit!gets!really!busy,!others!help!out:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

12.!When!an!event!is!reported,!it!feels!like!the!person!is!being!written!up,!not!the!problem!:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!

explain………………………………………………………………………!
13.!After!we!make!changes!to!improve!patient!safety,!we!evaluate!their!effectiveness:! !

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

14.!We!work!in!"crisis!mode"!trying!to!do!too!much,!too!quickly:!

Clear:!!YES!"!!!!!!!!!NO!*"!!!If!No,!Kindly!explain…the!term!crisis!mode!is!
confusing……………………………………………………………………!

15.!Patient!safety!is!never!sacrificed!to!get!more!work!done:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

16.!Staff!worry!that!mistakes!they!make!are!kept!in!their!personnel!file:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

17.!We!have!patient!safety!problems!in!this!unit:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

18.!Our!procedures!and!systems!are!good!at!preventing!errors!from!happening:! !
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!

explain………………………………………………………………………!
!
SECTION*B*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO**=*Not*Clear!
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!
•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
!
1.!My!supervisor/manager!says!a!good!word!when!he/she!sees!a!job!done!according!to!

established!patient!safety!procedures:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………………!

2.!My!supervisor/manager!seriously!considers!staff!suggestions!for!improving!patient!safety:
!.................................................................................................................!!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………………!

3.!Whenever!pressure!builds!up,!my!supervisor/manager!wants!us!to!work!faster,!even!if!it!
means!taking!shortcuts:!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!

explain………………………………………………………………………!

4.!My!supervisor/manager!overlooks!patient!safety!problems!that!happen!over!and!over:!!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………………!

*

SECTION*C*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO**=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!

*

Think*about*your*hospital*work*area/unit…*

1.!We!are!given!feedback!about!changes!put!into!place!based!on!event!reports:!
!Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain…………………………………………………………………………!

2.!Staff!will!freely!speak!up!if!they!see!something!that!may!negatively!affect!patient!care:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain…………………………………………………………………!

3.!We!are!informed!about!errors!that!happen!in!this!unit:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain…………………………………………………………………!

4.!Staff!feel!free!to!question!the!decisions!or!actions!of!those!with!more!authority:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!explain………………………!

5.!In!this!unit,!we!discuss!ways!to!prevent!errors!from!happening!again:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain…………………………………………………………………!

6.!Staff!are!afraid!to!ask!questions!when!something!does!not!seem!right:!

!
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Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………..!

SECTION*D*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO*=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
!
1.!When!a!mistake!is!made,!but!is!caught#and#corrected#before#affecting#the#patient,!how!often!is!this!

reported?!
Clear:!!YES*"!!!!!!!!!NO!"!!!If!No,!kindly!explain…………………………………………………………………!

2.!When!a!mistake!is!made,!but!has!no#potential#to#harm#the#patient,!how!often!is!this!reported?!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!kindly!explain…………………………………………………………………!

3.!When!a!mistake!is!made!that!could#harm#the#patient,!but!does!not,!how!often!is!this!reported?!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!kindly!explain…………………………………………………………………!

*

SECTION*E*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO*=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
!

Please*give*your*work*area/unit*in*this*hospital*an*overall*grade*on*patient*safety.***

"! "! "! "! "!
A*

Excellent!
B*

Very!Good!
C*

Acceptable!
D*

Poor!
E*

Failing!
!
!
Clear:!!YES!"!!!!!!!!!NO!"!!!If!No,!Kindly!explain……………………………!
!

SECTION*F*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO**=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
!
*

Think*about*your*hospital…*
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1.!Hospital!management!provides!a!work!climate!that!promotes!patient!safety:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………...!

2.!Hospital!units!do!not!coordinate!well!with!each!other!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………….!

3.!Things!“fall!between!the!cracks”!when!transferring!patients!from!one!unit!to!another:!
Clear:!!YES!"!!!!!!!!!*NO!"!!!If!No,!Kindly!explain…not!a!common!term!might!not!be!
understood…………………………………………………………….!

4.!There!is!good!cooperation!among!hospital!units!that!need!to!work!together:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………….!

5.!Important!patient!care!information!is!often!lost!during!shift!changes:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………….! * * * * *

6.!It!is!often!unpleasant!to!work!with!staff!from!other!hospital!units:!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………...*
7.!Problems!often!occur!in!the!exchange!of!information!across!hospital!units:! !

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………!

8.!The!actions!of!hospital!management!show!that!patient!safety!is!a!top!priority:!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………!

9.!Hospital!management!seems!interested!in!patient!safety!only!after!an!adverse!event!
happens:!
Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………!

10.!Hospital!units!work!well!together!to!provide!the!best!care!for!patients:!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………!

11.!Shift!changes!are!problematic!for!patients!in!this!hospital:!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………!

!

SECTION*G*

*

Kindly*provide*your*feedback*regarding*the*clarity*of*the*statements*provided:*

*

•! YES*=*Clear**

*

•! NO*=*Not*Clear!
!

•! For*all*statements*that*are*not*clear,*please*explain*the*reason*in*the*space*

provided*with*alternative*wording*suggestions*if*possible!
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!
!

1.* In*the*past*12*months,*how*many*event*reports*have*you*filled*out*and*submitted?**

"! a.!No!event!reports! "! d.!6!to!10!event!reports!
"! b.!1!to!2!event!reports! "! e.!11!to!20!event!reports!
"! c.!3!to!5!event!reports! "! f.! 21!event!reports!or!more!

!
!
Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!explain……………………………!

*

SECTION*H*

This*information*will*help*in*the*analysis*of*the*survey*results.*

1.* How*long*have*you*worked*in*this*hospital?*

"! a.! Less!than!1!year! "! d.!11!to!15!years!
"! b.! 1!to!5!years! "! e.!16!to!20!years!
"! c.! 6!to!10!years! "! f.! 21!years!or!more!

!!!

Clear:!!YES!*"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain……………………………………………………………………!

!

*

2.*How*long*have*you*worked*in*your*current*hospital*work*area/unit?*

"! a.! Less!than!1!year! "! d.!11!to!15!years!
"b.!1!to!5!years! "! e.!16!to!20!years!
"! c.! 6!to!10!years! "! f.! 21!years!or!more!!

!

Clear:!!YES*!"!!!!!!!!!NO!"!!!If!No,!Kindly!
explain………………………………………………………………………!

!

!

3.*Typically,*how*many*hours*per*week*do*you*work*in*this*hospital?*

"a.!Less!than!20!hours!per!week! "d.!60!to!79!hours!per!week!
"! b.! 20!to!39!hours!per!week! "! e.! 80!to!99!hours!per!week!
"c.!40!to!59!hours!per!week! "! f.! 100!hours!per!week!or!more!!

!
!
Clear:!!YES!"!!!!!!!!!*NO!"!!!If!No,!Kindly!explain…we!don!not!count!the!work!by!hours,!might!
be!confusing……………………………………………………………………!
!
!
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!

4.*Could*you*kindly*state*the*time*it*took*you*to*complete*the*survey…….minutes.*

'

'

THANK'YOU'FOR'COMPLETING'THIS'SURVEY.
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Appendix 12: Details of the modified version of the HSOPSC questionnaire 

HSOPSC modified item 

number and associated 

dimension 

Item 

Staffing  

A5 Staff in this unit work long hours, which negatively affects patient care 

A7 We use more agency staff (staff hired through private contracts) than is 

best for patient care 

A14 We work in “crisis mode” (we work under high pressure), trying to do 

too much, too quickly 

Non-punitive Response to Errors  

A8 Staff feel like their mistakes are held (used) against them 

A12* When an incident is reported, it feels like the person is being reported, 

not the problem 

Overall Perceptions of Patient Safety  
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A10 It is just by chance (by luck) that more serious mistakes don’t happen 

around here 

A15 Patient safety is never sacrificed (given up) to get more work done 

A18 Our policies, procedures and systems are good at preventing (stopping) 

errors from happening 

Supervisors’/Managers’  expectations and actions promoting safety  

B3* Whenever we have more work pressure, my supervisor/manager wants 

us to work faster, even if it means taking shortcuts (a shorter way of 

doing something) 

B4* My supervisor/manager ignores patient safety problems that happen over 

and over 

Feedback & Communication About Error  

C1* We are given feedback about changes made based on incident reports 

Communication Openness  

C4 Staff feel free to question (ask for more details) the decisions or actions 

taken by those with more authority 
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Management Support for Patient Safety  

D1 Hospital management provides a work climate (atmosphere) that 

encourages patient safety 

Handoffs & Transitions  

D3* Things get lost or forgotten (for e.g., medical notes/records, treatment) 

when transferring patients from one unit to another 

D11* Shift changes cause problems for patients in this hospital 

Frequency of error reporting  

E1 When a mistake is made, but is caught (discovered) and corrected 

before affecting the patient, how often is this reported? 

E2 When a mistake is made, but has no potential to harm the patient (no 

possible harm), how often is this reported? 

Underlined items were only adjusted through adding an explanation of certain terms in between brackets while * items were re-

worded 

 



Appendices                                                                                                                                              445 

 

Appendix 13: Modified HSOPSC 

 
HOSPITAL SURVEY ON PATIENT SAFETY 

CULTURE 

INSTRUCTIONS 

This survey asks for your opinions about patient safety issues, medical error, and incident 
reporting in your hospital and will take about 5 to 10 minutes to complete.  
 
If you do not wish to answer a question, or if a question does not apply to you, you may 
leave your answer blank. 
 

•! An “event” is defined as any type of error, mistake, incident, accident, or deviation, 
regardless of whether or not it results in patient harm. 

 
•! “Patient safety” is defined as the avoidance and prevention of patient injuries or 

adverse events resulting from the processes of health care delivery. 

 
SECTION A: Your Work Area/Unit 
In this survey, think of your “unit” as the work area, department, or clinical area of the hospital where you 
spend most of your work time or provide most of your clinical services.   
 
What is your primary work area or unit in this hospital? Select ONE answer by filling in the box #. 
 

! a. Many different hospital units/No specific unit 

! b. Medicine  ! h. Psychiatry/Mental Health !   n. Infection Control 

! 
c. Surgery  

! i. Physical Therapy & 

Rehabilitation 

! o. Quality & Accreditation 

! d. Obstetrics & Gynaecology ! j. Pharmacy !  p. Administration 

! e. Paediatrics ! k. Laboratory ! q. Other, please specify: 

! f. Emergency Department ! l. Radiology/Nuclear Medicine  

! g. Intensive Care Unit & 

Anaesthesiology  

! 
m. Dietary 
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SECTION A: Your Work Area/Unit (continued) 
 
Please indicate your agreement or disagreement with the following statements about your work area/unit. 
Select ONE answer by filling in the box #. 
 

Think about your hospital work 

area/unit… 
Strongly 

 Disagree 

 

Disagree 

 

Neither 

 

Agree 

 

Strongly 

Agree 

 

1. People support one another in this unit

  
      

2. We have enough staff to handle the 

workload 
      

3. When a lot of work needs to be done 

quickly, we work together as a team to 

get the work done  

      

4. In this unit, people treat each other 

with respect  
      

5. Staff in this unit work long hours, 

which negatively affects patient care 
      

6. We are actively doing things to 

improve patient safety  
      

7. We use more agency staff (staff hired 

through private contracts) than we 

need, which negatively affects patient 

care 

 

8. Staff feel like their mistakes are held 

(used) against them  
      

9. Mistakes have led to positive changes 

here  
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10. It is just by chance (by luck) that 

more serious mistakes don’t happen 

around here  

      

11. When one area in this unit gets really 

busy, others help out  
      

12. When an incident is reported, it feels like 

the person is being reported, not the 

problem  

      

SECTION A: Your Work Area/Unit (continued) 

 
Think about your hospital 
work area/unit… 

Strongly 
Disagree 

 

Disagree 
 

Neither 
 

Agree 
 

Strongly 
Agree 

 

13. After we make changes to 
improve patient safety, we 
evaluate their effectiveness 

      

14. We work in “crisis mode” (we 
work under high pressure), trying 
to do too much, too quickly 

      

15. Patient safety is never sacrificed 
(given up) to get more work done 

      

16. Staff worry that mistakes they 
make are kept in their personnel 
file 

      

17. We have patient safety problems 
in this unit 

      

18. Our policies, procedures and 
systems are good at preventing 
(stopping) errors from happening 
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SECTION B: Your Supervisor/Manager 
 
Please indicate your agreement or disagreement with the following statements about your immediate 
supervisor/manager or person to whom you directly report. Select ONE answer by filling in the box #. 

 

Think about your hospital 
work area/unit… 

Strongly 
Disagree 

 

Disagree 
 

Neither 
 

Agree 
 

Strongly 
Agree 

 

  1. My supervisor/manager says a 
good word when he/she sees a job 
done according to established 
patient safety procedures 

      

  2. My supervisor/manager seriously 
considers staff suggestions for 
improving patient safety 

      

  3. Whenever we have more work 
pressure, my supervisor/manager 
wants us to work faster, even if it 
means taking shortcuts (a shorter 
way of doing something) 

      

 
4. My supervisor/manager ignores 

patient safety problems that 
happen over and over 

      

 
 
 
SECTION C: Communications  
 
How often do the following things happen in your work area/unit? Select ONE answer by filling in the box 
#. 
 

Think about your hospital 

work area/unit… Never 
 

Rarely 
 

Some-times 
 

Most of the 
time 

 
Always 

 

  1.We are given feedback about 

changes made based on incident 

reports 
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  2. Staff will freely speak up if they 
see something that may negatively 
affect patient care 

      

  3. We are informed about errors that 
happen in this unit 

      

  4. Staff feel free to question (ask for 
more details) the decisions or 
actions taken by those with more 
authority 

      

  5. In this unit, we discuss ways to 
prevent errors from happening 
again 

      

  6. Staff are afraid to ask questions 
when something does not look 
right 

      

 
SECTION D: Your Hospital 
 
Please indicate your agreement or disagreement with the following statements about your hospital.  Select 
ONE answer by filling in the box #. 

 

Think about your hospital Strongly 

Disagree 
 

Disagree 

 

Neither 

 

Agree 

 

Strongly 

Agree 
 

  1. Hospital management provides a 
work climate (atmosphere) that 
encourages patient safety 

      

  2. Hospital units do not coordinate 
well with each other 

      

  3.Things get lost or forgotten (for 
e.g., medical notes/records, 
treatment) when transferring 
patients from one unit to another 

      

  4. There is good cooperation among 
hospital units that need to work 
together 
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Think about your hospital Strongly 

Disagree 
 

Disagree 

 

Neither 

 

Agree 

 

Strongly 

Agree 
 

  5. Important patient care information 
is often lost during shift changes 

      

  6. It is often unpleasant to work with 
staff from other hospital units 

      

 
SECTION D: Your Hospital (continued) 

 

Think about your hospital  Strongly 

Disagree 

 

Disagree 

 

Neither 

 

Agree 

 

Strongly 

Agree 

 

  7. Problems often occur in the 
exchange of information across 
hospital units 

      

  8. The actions of hospital 
management show that patient 
safety is a top priority 

      

  9. Hospital management seems 
interested in patient safety only 
after an adverse event happens 

      

10. Hospital units work well together 
to provide the best care for 
patients 

      

11. Shift changes cause problems for 
patients in this hospital 
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SECTION E: Frequency of Events Reported 
 
In your hospital work area/unit, when the following mistakes happen, how often are they reported? Select 
ONE answer by filling in the box #. 

 

 
Never 

 
Rarely 

 
Some-times 

 

Most of the 
time 

 
Always 

 
  1. When a mistake is made, but is 

caught (discovered) and corrected 
before affecting the patient, how 
often is this reported? 

      

  2. When a mistake is made, but has 
no potential to harm the patient 
(no possible harm), how often is 
this reported? 

      

 3. When a mistake is made that 
could harm the patient, but does 
not, how often is this reported? 

      

 

SECTION F: Number of Events Reported 
 
In the past 12 months, how many incident reports have you filled out and submitted? Select ONE answer 
by filling in the box #. 

 

" a. No incident reports " d. 6 to 10 incident reports 
" b. 1 to 2 incident reports " e. 11 to 20 incident reports 
" c. 3 to 5 incident reports " f. 21 incident reports or more 

SECTION G: Patient Safety Grade 
 
Please give your work area/unit in this hospital an overall grade on patient safety.  Select ONE answer by 
filling in the box #. 

" " " " " 
A 

Excellent 
B 

Very Good 
C 

Acceptable 
D 

Poor 
E 

Failing 
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SECTION H: Background Information 
This information will help in the analysis of the survey results. Select ONE answer by filling in the box #. 

 
1.* How long have you worked in this hospital? 

 
" a. Less than 1 year " d. 11 to 15 years 
" b. 1 to 5 years " e. 16 to 20 years 
" c. 6 to 10 years " f. 21 years or more 

 
2.* How long have you worked in your current work area/unit? 

 
" a. Less than 1 year " d. 11 to 15 years 
"    b. 1 to 5 years " e. 16 to 20 years 
" c. 6 to 10 years " f. 21 years or more 

 

3.* Typically, how many hours per week do you work in this hospital? 
 

" a. Less than 20 hours per week "  d. 60 to 79 hours per week 

" b. 20 to 39 hours per week "  e. 80 to 99 hours per week 

" c. 40 to 59 hours per week "  f. 100 hours per week or more 

 

1.* What is your current position in this hospital?  Select ONE answer that best describes your staff 
position. 
 
" a. Assistant Nurse " i. Respiratory Therapist 
" b. Nurse  " j. Physical, Occupational, or Speech Therapist 
" c. Head nurse/Nurse manager  " k. Technician (e.g. EKG, Lab, Radiology) 
" d. Unit Assistant/Clerk/Secretary " l. Administration/Management 
" e. Attending/Staff Physician ghمق!khبm " m. Other, please specify:  
" f.   Resident Physician/Physician in 

Training /nاhمتq!khبmkmلq!ةhبكل!kالm   

" g. Pharmacist  
"   h.  Dietician  
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5.   What is your gender? 

" a. Male                      

" b. Female 

6.   What is your nationality? 

" a. Kuwaiti                      

" b. Non-Kuwaiti, please specify:………….. 

7.   What is your age group? 

� a.!15-24 
� b.!25-34 
� c.!35-44 
� d.!45-54 
� e.!55-64 
� f.!� 65 or above 

 

SECTION H: Background Information (continued) 
 
8.   What is your highest educational qualification? 

" a. PhD Doctorate/Board Certified/Fellowship  

" b. Master’s degree  

" c. Bachelor degree 

" d. Diploma 

" e. Other, please specify: …………………    

 
 
 
 

9.  In your current position, do you typically have direct interaction or contact with patients?  
 

" a. YES, I typically have direct interaction or contact with patients. 
" b. NO, I typically do NOT have direct interaction or contact with patients. 
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10.  How long have you worked in your current specialty or profession? 
 

" a.    Less than 1 year " d. 11 to 15 years 
" b. 1 to 5 years " e. 16 to 20 years 
" c. 6 to 10 years " f. 21 years or more 

 
11. Is your unit involved in the National Patient Safety Programme? �  
 

" a. YES                 " b. NO               " c. I don’t know  
 

If YES, please answer the following question below 
 
b. The National Patient Safety Programme is improving Patient Safety in my unit. 
 
 "1. Strongly Disagree    " 2. Disagree     "3. Neither      "4. Agree        "5. Strongly Agree  

 
SECTION I: Your Comments 
 
Please feel free to write any comments about patient safety, error, or incident reporting in your hospital. 

 
 
 
 
 
 
 
 
 
 

 
THANK YOU FOR COMPLETING THIS SURVEY
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Appendix 14: HSOPSC patient safety culture dimensions and definitions* 

 

*The table has been adopted from (Sorra et al., 2016) 
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Appendix 15: EFA Steps 

The following section is concerned with a step by step approach for EFA and its output.  

Step 1: EFA on all 42 items of HSOPSC 

The EFA strategy was based on running an initial EFA on the 42 items of the original 

12 HSOPSC factor structure. As mentioned earlier, the initial solution for all items was 

constructed using the calibration sample of the Kuwaiti dataset (Sample A, n=640). 

Principle Axis Factoring (PAF) was chosen as the extraction method and Varimax was 

chosen as the rotation method. In addition, a combination of Kaiser’s criterion with 

Eigenvalues greater than one (Eigenvalues > 1) and the Scree plot were used to assess 

the number of factors to be extracted. This resulted in a number of solutions with each 

solution being examined through extracting a number of factors and changing the 

rotations to allow interpretation of the factors.  

The number of factors to be retained depends on both underlying theory and 

quantitative results. Hinkin (1998) adds that the number of factors to be retained should 

be based on a strong theoretical reasoning, and the examination of item loadings on 

latent factors. 

Finally, the interpretation of the solution and the guidelines used must be left to the 

judgement of the researcher, rather than any fast statistical rules (Ferguson and Cox, 

1993, Pallant, 2007). 

Multiple factor analyses were run along with manually setting the number of factors to 

retain: first on the proposed number based on the a priori factor structure; then on the 

number of factors suggested by the Scree plot, if it is different from the proposed 

number; and then at numbers above and below those numbers (Osborne and Costello, 

2009).  
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Initial solution output (12 Factors model) 

As mentioned earlier, to reach a satisfactory solution a number of points need to be 

taken into consideration including identifying items with low communalities, no or low 

loading, items with cross loadings and the theoretical structure of items.  

Factor analysis is based on correlation between variables. Considering this, the table of 

communalities including initial and extracted values, total variance explained and 

rotated factors were examined. In the initial solution, the number of factors is equal to 

the number of the variables. The communalities of the initial solution are reported in 

Appendix 16. 

Examining the communality statistics helps to determine the proportion of variance in 

the variable explained by each of the items, Thus, it is recommended to retain the items 

with higher communalities (De Vellis and Dancer, 1991).  

Low communalities indicate the variables are little related to each other. However, 

interpretation of communalities must be in relation to the interpretability of the factors. 

Osborne and Costello (2009) suggest that variables with a communality below 0.40 

may either be not related to the other items, or suggest an additional factor that should 

be explored. Often variables with low communalities (less than 0.20) are eliminated 

from the analysis (Yong and Pearce, 2013). In my PhD thesis, a value of 0.30 was 

chosen as a low level of communality. It means that less than 30% of the total variance 

of the variable is explained by the total solution. In Appendix 16, the extraction column 

shows the proportion of variance of each variable explained by the initial solution. 

Items A5, A7, A9, A10, A11, A15 and A17 have extracted values of communalities 

less than 0.30. These items are candidates for removal. The total variance, which can be 

explained by the initial solution, is displayed in Appendix 17. Appendix 17 shows three 

broad columns. The first column outlines the initial Eigenvalues and the percentage and 

cumulative percentages of variance accounted for all possible extracted factors. The 

next three columns indicate how many factors have been extracted as determined by 

Kaiser's criterion of Eigenvalues > 1. The final three columns represent the percentages 

of variance explained by each factor after rotation. According to the last column of 
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Appendix 17, the total variance explained by this initial solution shows that 12 factors 

account for around 45% of total variance. This number of factors was determined by 

Kaiser's criterion of Eigenvalues >1.  

The rotated factor matrix of the initial solution is represented in Appendix 18. It shows 

the rotated factor matrix which shows the loadings of the initial solution (12 factors) 

with several items loading on each factor. Item loadings of less than 0.3 were dropped 

according to the recommendation made by Kline (2014). As shown in Appendix 18, 

items A5, A11, A15, and A17 did not load upon any of the 12 factors. Cross loading 

items are D11, D8, D1, C3, C1, B3, A14, A13, A6, and A4. D11 cross loaded on three 

factors: Factor 3, Factor 8, and Factor 12. Nine items cross loaded on two factors. A4 

cross loaded on Factor 4 and Factor 7. Item A6 cross loaded on Factor 4 and Factor 8. 

A13 cross loaded on Factor 1 and Factor 9. Item A14 cross loaded on Factor 6 and 

Factor 10. Item B3 cross loaded on Factor 3 and Factor 8. Item C1 cross loaded on 

Factor 5 and Factor 9. Item C3 cross loaded on Factor 9 and Factor 12. Item D1 cross 

loaded on Factor 1 and Factor 11. Item D8 cross loaded on Factor 1 and Factor 11. The 

summary of 12 Factors solution is represented in Appendix 15; Table 1.  
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Appendix 15; Table 1: Initial solution (12 Factors), structure and loading 

 

Number of 
Factor 

Items Items loading (<0.4) Strongly loading 
items (>0.4) 

1 A13- D1-D2-D4- D8-D10 A13-D8 D1-D2-D4-D10 

2 E1-E2-E3  E1-E2-E3 

3 B3 - D3-D5-D6-D7-D-9-D11 B3-D9-D11 D3-D5-D6-D7 

4 A1-A3-A4-A6 A6 A1-A3-A4 

5 C1-C2-C4-C5-C6 C1-C5 C2-C4-C6 

6 A8-A10-A12-A14-A16 A10 A8-A12-A14-A16 

7 A4- B1-B2 A4 B1-B2 

8 A6-A7-B3-B4-D11 A6-A7-B3-D11 B4 

9 A9- A13-A18-C1-C3 A13-A18-C1-C3 A9 

10 A2-A14  A2-A14 

11 D1-D8 D1 D8 

12 C3-D11 C3-D11  

As shown in Appendix 15; Table 1, the items with loading less 0.4 are as follows: A6, 

A7, A10, A13, A18, B3, C1, C3, C5, D9, and D11. Items A4, D1, and D8 have loading 

< 0.40 on one factor but loading > 0.40 on another factor. Factor 12 has no strongly 

loading item. Factors 8, 9 and 11 have only one item loading strongly. This can indicate 

that a large number of factors were extracted. In summary, the initial solution reported 

in Table 1 clearly shows 8 factors with multiple strongly loading items (>0.40). Factor 
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loadings are considered high if they are greater than 0.60 and moderately high if they 

are above 0.30 and all other loadings should be ignored (Kline, 2014) .  

In general, the initial solution is difficult to interpret for several reasons. Ten items 

have cross loadings. Additionally, one factor did not have any strongly loading item 

and several items had loadings less than 0.40. Five factors have less than three strongly 

loading items (Factors 7,8,9,10,11). Factors which have less than three variables are 

considered as undesirable (Yong and Pearce, 2013). Also, the initial solution accounted 

for around 45% of total variance. 

Since Varimax rotation did not provide a clear initial solution, Oblique rotation was 

used to help in the interpretation of the items in each factor of the initial solution (12 

Factors, 42 items) (Waterson et al., 2010). The pattern matrix is reported in Appendix 

19. 

Step 2: Twelve Factors solution 

At this step, EFA was run with 12 factors, 34 items and Oblique rotation (excluding 

items A5, A10, A11, A13 A15, A17, C1, D9).  

The communalities are presented in Appendix 20. The extraction column of the 

communalities table showed two items (A7 and A9) with poor communalities. The total 

variance which can be explained by the 12 factors is around 49.4% (See Appendix 21). 

As the pattern matrix indicates, item D11 did not load upon any factor (See Appendix 

22). Items A6, A7, A18 and C5 have loadings below 0.40. Therefore, items A7, A9, 

and D11 were excluded from EFA at the next step. 

Step 3: Twelve Factors solution 

At this step, EFA was run again with 12 factors, Oblique rotation and 31 items (A5, 

A10, A11, A13 A15, A17, C1, D9, A7, A9, D11 were excluded). 
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As Appendix 23 indicates, all 31 items have communalities >0.3. Total variance 

explained by 12 Factors is 51.7% of total variance (See Appendix 24). According to 

Appendix 25, all items have loadings within the range of 0.301-0.859. Three items have 

cross loadings on two factors (C2, A4, and A14). Only item D10 has a secondary 

loading (0.301) with a difference of more than 0.20 from the primary loading (0.618). 

There were a number of shifts among the items across factors. Item C2 moved to 

“Feedback and communication about error”, D6 moved to “Handoffs and transitions”, 

A14 moved to “Non-punitive response to error”, A6 moved to “Teamwork within 

units” and A4 moved to “Supervisor and manager expectations and actions promoting 

safety”. All dimensions consisted of one to four safety climate items. The final 

structure of the initial solution is reported in Appendix 26 and it indicates that one 

factor (Factor 12) has only one loading variable. This may indicate that too many 

factors were extracted.  

As mentioned earlier, to allow further estimation of the optimal number of factors to be 

extracted, the use of the  Scree plot is recommended (Cattell, 1966). 

Therefore, the Scree plot of the initial solution was examined for more definition of the 

number of factors which must be extracted (Appendix 15; Figure 1). 
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Appendix 15; Figure 1: Scree plot for initial solution 

 

The scree plot indicates that the break points are at Factor 9 and 8. As recommended by 

Field (2009), only factors to the left of the break point should be retained as they 

contribute the most to the explanation of the variance in the data set (Cattell, 1966).  

The transition in the above plot is gradual with a gentle curve made up of two factors 

(Factor 8 and 9) found between the vertical and horizontal regions of the plot. So, the 

solutions with 9 and 8 factors must be investigated. 

Step 4: Nine Factors solution 

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and 

an extraction of 9 factors. Varimax was used as the rotation method. 
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As Appendix 27 shows, eight items have poor communalities (items A2, A5, A7, A9, 

A10, A11, A15, A17). The total variance which is explained by the 9 Factors is around 

41% of total variance (See Appendix 28).  

As Appendix 29 shows, the items A5, A7, A9, A15, and A17 loaded upon none of the 9 

factors. Cross loading items are B2, B4, A14, A6, A4, D9, B3, D11, A18, and D2. 

D2 cross loaded on Factor 1 and Factor 2. Item A18 cross loaded on Factor 1 and 

Factor 7. D11 cross loaded on Factor 1 and Factor 2. Item B3 cross loaded on Factor 2 

and Factor 8. Item D9 cross loaded on Factor 1 and Factor 2. Item A4 cross loaded on 

Factor 4 and Factor 7. Item A6 cross loaded on Factor 1 and Factor 4. Item A14 cross 

loaded on Factor 6 and Factor 9. Item B4 cross loaded on Factor 2 and Factor 8. Item 

B2 cross loaded on Factor 4 and Factor 7.  The summary of the 9 Factors solution is 

represented in Appendix 30 and it shows Factor 9 has no strongly loading items and 

Factor 8 has only one strongly loading variable. This may indicate that too many 

factors were extracted in this solution. For further investigation of the issue, the 9 

Factors solution was estimated using the Oblique rotation (Appendix 31 –Appendix 33) 

but Oblique rotation did not change the picture. Two factors are left without any 

strongly loading items (See Appendix 32 and Appendix 33). Therefore, the 9 Factors 

solution provides only seven satisfactory factors with multiple items loading heavily on 

each factor when 42 items are used.  

Step 5: Eight Factors solution 

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and 

an extraction of 8 factors. Varimax was used as the rotation method. 

 As shown in Appendix 34, nine items have poor communalities (items A2, A5, A7, 

A9, A10, A11, A15, A17, D6). The total variance which is explained by 8 Factors is 

around 39.2% (See Appendix 35).  

Appendix 36 demonstrates that items A15, A5, A9 and A17 loaded upon none of the 

factors. Cross loading items are D2, D9, C5, A6, D11, A14, C4, and B4. 
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Eight items loaded on two factors. D2 cross loaded on Factor 1 and Factor 3. Item D9 

cross loaded on Factor 1 and Factor 3. C5 cross loaded on Factor 2 and Factor 6. Item 

A6 cross loaded on Factor 2 and Factor 7. Item D11 cross loaded on Factor 1 and 

Factor 3. Item A14 cross loaded on Factor 5 and Factor 8. Item C4 cross loaded on 

Factor 2 and Factor 6. B4 cross loaded on Factor 3 and Factor 7. The summary of the 8 

Factors solution is represented in Appendix 37 and it shows Factor 8 has no strongly 

loading item and Factor 7 has only one strongly loading item. For further investigation, 

the 8 Factors solution was estimated using Oblique rotation (Appendix 38) but Oblique 

rotation did not change the picture. One factor (Factor 7, according to Appendix 38) is 

left without any strongly loading items. Therefore, the 8 Factors solution provides only 

six satisfactory factors with multiple items loading strongly on each factor when 42 

items were used. So, the 7 Factors solution was investigated at the next step.  

Step 6: Seven Factors solution 

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and 

an extraction of 7 factors. Varimax was used as the rotation method. 

As Appendix 39 shows, eleven items have poor communalities (items A2, A5, A7, A9, 

A10, A11, A15, A17, B3, C3, D6). The total variance explained by the 7 factors is 

around 37.4% (See Appendix 40).  

Appendix 41 demonstrates that items A15, A11, A5, A7, A9, and A17 loaded upon 

none of the factors. Cross loading items are C1, A6, B4, D11, A13, A18, and D2. 

Seven items cross loaded on two factors. D2 cross loaded on Factor 2 and Factor 3. 

Item A18 cross loaded on Factor 1 and Factor 2. A13 cross loaded on Factor 1 and 

Factor 2. Item B4 cross loaded on Factor 3 and Factor 6. Item A6 cross loaded on 

Factor 1 and Factor 6. Item C1 cross loaded on Factor 1 and Factor 7. Item D11 cross 

loaded on Factor 2 and Factor 3.  

The summary of 7 Factors solution is represented in Appendix 42 and it shows that 

Factor 7 has no strongly loading item. Factor 6 has only one strongly loading variable. 
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Factor number one included nine items that had loadings >0.4. This factor might be 

divided into two factors meaning that this solution included 7 factors. For more 

examination, the 7 Factors solution was estimated using the Oblique rotation 

(Appendix 43) but Oblique rotation did not change the picture. One factor (Factor 7, 

according to Appendix 43) has only one strongly loading item. Therefore, the 7 Factors 

solution provides only five satisfactory factors with multiple items strongly loading on 

each factor using 42 items.  

Since 12 Factor, 9 Factor, 8 Factor, and 7 Factor solutions were examined, we need 

also to investigate the 11 Factor and 10 Factor solutions because a maximal number of 

appropriate solutions must be investigated in order to identify a common factor 

structure that emerges across the different solutions. 

Step 7: Eleven Factors solution 

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and 

an extraction of 11 factors. Varimax was used as the rotation method. 

As Appendix 44 indicates, eight items have poor communalities (items A5, A7, A9, 

A10, A11, A15, A17, D6). The total variance which is explained by 8 factors is around 

43.8% (See Appendix 45).  

Appendix 46 demonstrates that items A15, A5, and A17 loaded upon none of the 

factors. Cross loading items are D2, D1, D11, A4, A14, A12, C2, A6, B3, and D8. 

Ten items cross loaded on two factors. D2 cross loaded on Factor 1 and Factor 2. Item 

D1 cross loaded on Factor 1 and Factor 11. D11 cross loaded on Factor 2 and Factor 9. 

Item A4 cross loaded on Factor 4 and Factor 8. Item A14 cross loaded on Factor 5 and 

Factor 10. Item A12 cross loaded on Factor 5 and Factor 6. C2 cross loaded on Factor 6 

and Factor 7. A6 cross loaded on Factor 4 and Factor 9. B3 cross loaded on Factor 2 

and Factor 9. D8 cross loaded on Factor 1 and factor 13. 
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A summary of the 11 Factors solution is represented in Appendix 47 and shows Factor 

9 and Factor 11 have only one strongly loading variable. For further investigation of the 

factor structure, the 11 Factors solution was estimated using the Oblique rotation 

(Appendix 48). But Oblique rotation did not change the picture. Two factors (Factor 10 

and Factor 5, according to Appendix 48) have only one strongly loading item. 

Therefore, the 11 Factors solution provides only nine satisfactory factors with multiple 

heavily loading items on each factor if 42 items are used.  

Step 8: Ten Factors solution 

At this step, EFA was conducted with all 42 safety climate items of the HSOPSC and 

an extraction of 10 factors. Varimax was used as the rotation method. 

 As Appendix 49, eight items have the poor communalities (items A5, A7, A9, A10, 

A11, A15, A17, D6). The total variance which is explained by Eight factors is around 

42.6% of total variance (Appendix 50). 

Appendix 51 demonstrates that items A7, A5, A9 and A17 loaded upon none of the 

factors. Cross loading items are D9, A4, A6, C5, A14, B2, D4, D2, B3, D10 and D11. 

One item (D2) cross loaded on three factors (Factor 1, Factor 2, and Factor 8). D10 

cross loaded on Factor 1 and Factor 8. Item D9 cross loaded on Factor 1 and Factor 12. 

A4 cross loaded on Factor 4 and Factor 7. Item A6 cross loaded on Factor 1 and Factor 

4. C5 cross loaded on Factor 4 and Factor 5. Item A14 cross loaded on Factor 6 and 

Factor 10. Item B2 cross loaded on Factor 4 and Factor 7. D4 cross loaded on Factor 1 

and Factor 8. B3 cross loaded on Factor 2 and Factor 9. The summary of 10 Factors 

solution is represented in Appendix 52 and it indicates that Factor 10 has only one 

strongly loading variable. For further exploration, the 10 Factors solution was estimated 

using the Oblique rotation (Appendix 53). But Oblique rotation did not change the 

picture. One factor (Factor 7, according to Appendix 53) has only one strongly loading 

items. Therefore, the 10 Factors solution provides only nine satisfactory factors with 

multiple heavily loading items if 42 items are used. 
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Appendix 16: The communalities of the initial solution (42 items, n=640) 

HSOPSC Items and corresponding dimensions 
Initial 

values 
Extracted 

values 

(A1) People support one another in this unit (TWWU) .368 .452 

(A2) We have enough staff to handle the workload (S) .303 .465 

(A3) When a lot of work needs to be done quickly, we work together as a team 
to get the work done (TWWU) .408 .595 

(A4) In this unit, people treat each other with respect (TWWU) .438 .550 

(A5) Staff in this unit work longer hours than is best for patient care 
(negatively worded) (S) .154 .140 

(A6) We are actively doing things to improve patient safety (OL) .334 .410 

(A7) We use more agency/temporary staff than is best for patient care. 
(negatively worded) (S) .205 .253 

(A8) Staff feel like their mistakes are held (used) against them. (negatively 
worded) (NPRE) .307 .378 

(A9) Mistakes have led to positive changes here (OL) .190 .235 

(A10) It is just by chance that more serious mistakes don’t happen around here 
(negatively worded) (OPPS) 

.183 .219 

(A11) When one area in this unit gets really busy, others help out (TWWU) .259 .285 

(A12) When an incident is reported, it feels like the person is being reported, 
not the problem. (negatively worded) (NPRE) .317 .397 

(A13) After we make changes to improve patient safety, we evaluate their 
effectiveness (OL) .389 .404 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) .309 .456 

(A15) Patient safety is never sacrificed to get more work done (OPPS) .139 .132 

(A16) Staff worry that mistakes they make are kept in their personnel file. 
(negatively worded) (NRPE) .299 .453 

(A17) We have patient safety problems in this unit. (negatively worded) 
(OPPS) .185 .168 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) .384 .455 

   



Appendices  468 

 

HSOPSC Items and corresponding dimensions 
Initial 

values 
Extracted 

values 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) .547 .730 

(B2) My supervisor/manager seriously considers staff suggestions for 
improving patient safety (SMEA) .570 .635 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work 
faster, even if it means taking shortcuts. (negatively worded) (SMEA) .268 .323 

(B4) My supervisor/manager overlooks patient safety problems that happen 
over and over. (negatively worded) (SMEA) .317 .449 

(C1) We are given feedback about changes put into place based on event 
reports (FB) .366 .435 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) .369 .489 

(C3) We are informed about errors that happen in this unit (FB) .338 .401 

(C4) Staff feel free to question the decisions or actions of those with more 
authority (CO) .425 .542 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) .422 .464 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) .349 .384 

(D1) Hospital management provides a work climate that promotes patient 
safety (MS) .507 .546 

(D2) Hospital units do not coordinate well with each other. (negatively 
worded) (TWAU) .512 .585 

(D3) Things 'fall between the cracks' when transferring patients from one unit 
to another (negatively worded) (HO) .338 .446 

(D4) There is good cooperation among hospital units that need to work 
together (TWAU) .602 .675 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) 

 

 

.371 .473 

(D6) It is often unpleasant to work with staff from other hospital units. 
(negatively worded) (TWAU) .263 .315 
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HSOPSC Items and corresponding dimensions 
Initial 

values 
Extracted 

values 

(D7) Problems often occur in the exchange of information across hospital 
units. (negatively worded) (HO) .340 .374 

(D8) The actions of hospital management show that patient safety is a top 
priority (MS) .487 .559 

(D9) Hospital management seems interested in patient safety only after an 
adverse event happens. (negatively worded) (MS) .409 .415 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) .616 .690 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) .411 .477 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) .528 .570 

(E2) When a mistake is made, but has no potential to harm the patient, how 
often is this reported? (FER) .651 .801 

(E3) When a mistake is made that could harm the patient, but does not, how 
often is this reported? (FER) .577 .668 

  Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital 
units (TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-
punitive response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), 
Hospital handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of 
patient safety (OPPS). 
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Appendix 17: Total variance explained by the initial solution (n=640) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings Rotation Sums of Squared Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,132 19,362 19,362 2,661 6,336 6,336 

2 2,690 6,405 26,961 2,270 5,405 24,767 2,253 5,365 11,700 

3 2,277 5,421 32,382 1,745 4,156 28,922 2,178 5,187 16,887 

4 1,845 4,394 36,776 1,338 3,186 32,108 1,806 4,300 21,187 

5 1,655 3,940 40,716 1,145 2,726 34,834 1,768 4,209 25,396 

6 1,416 3,371 44,087 ,836 1,992 36,825 1,610 3,834 29,230 

7 1,317 3,137 47,223 ,726 1,728 38,553 1,487 3,541 32,771 

8 1,251 2,979 50,202 ,712 1,694 40,247 1,392 3,314 36,085 

9 1,129 2,688 52,890 ,653 1,554 41,801 1,310 3,118 39,204 

10 1,087 2,587 55,478 ,530 1,263 43,064 ,916 2,181 41,385 

11 1,023 2,435 57,913 ,420 1,000 44,064 ,868 2,067 43,452 

12 1,013 2,411 60,323 ,383 ,913 44,977 ,640 1,525 44,977 

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       

24 ,624 1,485 82,002 

 

      



Appendices  471 

 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings Rotation Sums of Squared Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

25 

 

 

,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       

39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       
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Appendix 18: Rotated factor matrix of the initial solution (n=640) 

 

Items of the HSOPSC 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(A1) People support one 
another in this unit (TWWU)    ,571         

(A2) We have enough staff to 
handle the workload (S)          ,568   

(A3) When a lot of work needs 
to be done quickly, we work 
together as a team to get the 
work done (TWWU) 

   ,677         

(A4) In this unit, people treat 
each other with respect 
(TWWU) 

   ,575   ,364      

(A5) Staff in this unit work 
longer hours than is best for 
patient care (negatively 
worded) (S) 

            

(A6) We are actively doing 
things to improve patient safety 
(OL) 

   ,353    ,374     

(A7) We use more 
agency/temporary staff than is 
best for patient care. 
(negatively worded) (S) 

       ,400     

(A8) Staff feel like their 
mistakes are held (used) 
against them. (negatively 
worded) (NPRE) 

     ,538       

(A9) Mistakes have led to 
positive changes here (OL)         ,434    

(A10) It is just by chance that 
more serious mistakes don’t 
happen around here (negatively 
worded) (OP) 

     ,313       
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(A11) When one area in this 
unit gets really busy, others 
help out (TWWU) 

 

(A12) When an incident is 
reported, it feels like the person 
is being reported, not the 
problem. (negatively worded) 
(NPRE) 

            

     ,477       

(A13) After we make changes 
to improve patient safety, we 
evaluate their effectiveness 
(OL) 

,301        ,354    

(A14) We work in 'crisis 
mode', trying to do too much, 
too quickly (S) 

     ,424    ,480   

(A15) Patient safety is never 
sacrificed to get more work 
done (OP) 

            

(A16) Staff worry that mistakes 
they make are kept in their 
personnel file. (negatively 
worded) (NRP) 

     ,632       

(A17) We have patient safety 
problems in this unit. 
(negatively worded) (OP) 

            

(A18) Our policies, procedures 
and systems are good at 
preventing errors from 
happening (OP) 

        ,384    

(B1) My supervisor/manager 
says a good word when he/she 
sees a job done according to 
established patient safety 
procedures (SMEA) 

      ,752      

(B2) My supervisor/manager 
seriously considers staff 
suggestions for improving 
patient safety (SMEA) 

      ,588      

(B3) Whenever pressure builds 
up, my supervisor/manager 
wants us to work faster, even if 
it means taking shortcuts. 
(negatively worded) (SMEA) 

  ,327     ,365     

(B4) My supervisor/manager 
overlooks patient safety 

       ,557     
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problems that happen over and 
over. (negatively worded) 
(SMEA) 

(C1) We are given feedback 
about changes put into place 
based on event reports (FB) 

    ,335    ,355    

(C2) Staff will freely speak up 
if they see something that may 
negatively affect patient care 
(CO) 

    ,597        

(C3) We are informed about 
errors that happen in this unit 
(FB) 

        ,309   ,344 

(C4) Staff feel free to question 
the decisions or actions of 
those with more authority (CO) 

    ,622        

(C5) In this unit, we discuss 
ways to prevent errors from 
happening again (FB) 

    ,364        

(C6) Staff are afraid to ask 
questions when something does 
not seem right. (negatively 
worded) (CO) 

(D1) Hospital management 
provides a work climate that 
promotes patient safety (MS) 

    ,505        

,463          ,365  

(D2) Hospital units do not 
coordinate well with each 
other. (negatively worded) 
(TWAU) 

,598            

(D3) Things 'fall between the 
cracks' when transferring 
patients from one unit to 
another (negatively worded) 
(HO) 

  ,616          

(D4) There is good cooperation 
among hospital units that need 
to work together (TWAU) 

,741            

(D5) Important patient care 
information is often lost during 
shift changes. (negatively 
worded) (HO) 

  ,608          

(D6) It is often unpleasant to 
work with staff from other 

  ,498          
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hospital units. (negatively 
worded) (TWAU) 

(D7) Problems often occur in 
the exchange of information 
across hospital units. 
(negatively worded) (HO) 

  ,478          

(D8) The actions of hospital 
management show that patient 
safety is a top priority (MS) 

,399          ,492  

(D9) Hospital management 
seems interested in patient 
safety only after an adverse 
event happens. (negatively 
worded) (MS) 

  ,365          

(D10) Hospital units work well 
together to provide the best 
care for patients (TWAU) 

,734            

(D11) Shift changes are 
problematic for patients in this 
hospital. (negatively worded) 
(HO) 

  ,366     ,335    ,308 

(E1) When a mistake is made, 
but is caught and corrected 
before affecting the patient, 
how often is this reported? 
(FER) 

 ,739           

(E2) When a mistake is made, 
but has no potential to harm the 
patient, how often is this 
reported? (FER) 

 ,860           

(E3) When a mistake is made 
that could harm the patient, but 
does not, how often is this 
reported? (FER) 

 ,784           

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a.! Rotation converged in 15 iterations. 
b.! Red indicates no loading item, Blue indicates cross loading items 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL), Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of safety (OPPS) 
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Appendix 19: Pattern matrix for initial solution (42 items, 12 Factors, and 
n=640) 

 HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(D4) There is good 
cooperation among 
hospital units that need 
to work together 
(TWAU) 

,756            

(D10) Hospital units 
work well together to 
provide the best care for 
patients (TWAU) 

,718            

(D2) Hospital units do 
not coordinate well with 
each other. (negatively 
worded) (TWAU) 

,584            

(D1) Hospital 
management provides a 
work climate that 
promotes patient safety 
(MS) 

,352         ,341   

(E2) When a mistake is 
made, but has no 
potential to harm the 
patient, how often is this 
reported? (FER) 

 ,892           

(E3) When a mistake is 
made that could harm the 
patient, but does not, how 
often is this reported? 
(FER) 

 ,806           

(E1) When a mistake is 
made, but is caught and 
corrected before 
affecting the patient, how 
often is this reported? 
(FER) 

 ,766           

(D3) Things 'fall between 
the cracks' when 
transferring patients from 
one unit to another 
(negatively worded) 
(HO) 

  ,631          
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(D5) Important patient 
care information is often 
lost during shift changes. 
(negatively worded) 
(HO) 

  ,570          

(D6) It is often 
unpleasant to work with 
staff from other hospital 
units. (negatively 
worded) (TWAU) 

  ,511          

(D7) Problems often 
occur in the exchange of 
information across 
hospital units. 
(negatively worded) 
(HO) 

  ,403          

(D9) Hospital 
management seems 
interested in patient 
safety only after an 
adverse event happens. 
(negatively worded) 
(MS) 

            

(A16) Staff worry that 
mistakes they make are 
kept in their personnel 
file.(negatively worded) 
(NRP) 

   ,646         

(A8) Staff feel like their 
mistakes are held (used) 
against them. (negatively 
worded) (NPRE) 

   ,467         

(A12) When an incident 
is reported, it feels like 
the person is being 
reported, not the 
problem. (negatively 
worded) (NPRE) 

   ,429         

(A10) It is just by chance 
that more serious 
mistakes don’t happen 
around here (negatively 
worded) (OPPS) 

            

(A15) Patient safety is 
never sacrificed to get 
more work done (OPPS) 

            

(B4) My 
supervisor/manager 

    ,567        
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overlooks patient safety 
problems that happen 
over and over. 
(negatively worded) 
(SMEA) 

(A7) We use more 
agency/temporary staff 
than is best for patient 
care. (negatively worded) 
(S) 

    ,388        

(A6) We are actively 
doing things to improve 
patient safety (OL) 

    ,367    ,301    

(B3) Whenever pressure 
builds up, my 
supervisor/manager 
wants us to work faster, 
even if it means taking 
shortcuts. (negatively 
worded) (SMEA) 

    ,351        

(A5) Staff in this unit 
work longer hours than is 
best for patient care 
(negatively worded) (S) 

            

(C4) Staff feel free to 
question the decisions or 
actions of those with 
more authority (CO) 

     -
,615       

(C2) Staff will freely 
speak up if they see 
something that may 
negatively affect patient 
care (CO) 

     -
,601       

(C6) Staff are afraid to 
ask questions when 
something does not seem 
right. (negatively 
worded) (CO) 

     -
,510       

(C1) We are given 
feedback about changes 
put into place based on 
event reports (FB) 

            

(C5) In this unit, we 
discuss ways to prevent 
errors from happening 
again (FB) 
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(A2) We have enough 
staff to handle the 
workload (S) 

      ,578      

(A14) We work in 'crisis 
mode', trying to do too 
much, too quickly (S) 

   ,307   ,514      

(A17) We have patient 
safety problems in this 
unit.(negatively worded) 
(OPPS) 

            

(B1) My 
supervisor/manager says 
a good word when he/she 
sees a job done 
according to established 
patient safety procedures 
(SMEA) 

       ,807     

(B2) My 
supervisor/manager 
seriously considers staff 
suggestions for 
improving patient safety 
(SMEA) 

       ,599     

(A3) When a lot of work 
needs to be done quickly, 
we work together as a 
team to get the work 
done (TWWU) 

        ,709    

(A1) People support one 
another in this unit 
(TWWU) 

        ,589    

(A4) In this unit, people 
treat each other with 
respect (TWWU) 

       ,329 ,528    

(D8) The actions of 
hospital management 
show that patient safety 
is a top priority (MS) 

         ,473   

(A9) Mistakes have led 
to positive changes here 
(OL) 

          -,435  

(A18) Our policies, 
procedures and systems 
are good at preventing 
errors from happening 
(OPPS) 

          -,361  
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(A13) After we make 
changes to improve 
patient safety, we 
evaluate their 
effectiveness (OL) 

            

(A11) When one area in 
this unit gets really busy, 
others help out (TWWU) 

            

(C3) We are informed 
about errors that happen 
in this unit (FB) 

           -,334 

(D11) Shift changes are 
problematic for patients 
in this hospital. 
(negatively worded) 
(HO) 

           -,320 

Extraction Method: Principal Axis Factoring, Rotation Method: Oblimin with Kaiser Normalization. 
a.! Rotation converged in 31 iterations. 
b.! Red indicates items with no loading 
Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL), Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of safety (OPPS). 
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Appendix 20: Initial and Extracted Communalities (12 factors, 34 Items) 
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HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,364 ,432 

(A2) We have enough staff to handle the workload (S) ,286 ,441 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,383 ,604 

(A4) In this unit, people treat each other with respect (TWWU) ,433 ,559 

(A6) We are actively doing things to improve patient safety (OL) ,298 ,368 

(A7) We use more agency/temporary staff than is best for patient care. (negatively 
worded) (S) ,174 ,243 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,283 ,376 

(A9) Mistakes have led to positive changes here (OL) ,172 ,254 

(A12) When an incident is reported, it feels like the person is being reported, not 
the problem. (negatively worded) (NPRE) ,293 ,403 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,284 ,510 

(A16) Staff worry that mistakes they make are kept in their personnel file. 
(negatively worded) (NRP) ,282 ,420 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,373 ,461 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,531 ,702 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,567 ,660 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,247 ,335 

(B4) My supervisor/manager overlooks patient safety problems that happen over 
and over. (negatively worded) (SMEA) ,303 ,452 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,335 ,461 

(C3) We are informed about errors that happen in this unit (FB) ,326 ,447 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,396 ,566 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,397 ,516 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,327 ,407 



Appendices  483 

 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,485 ,591 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,504 ,577 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,319 ,418 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,595 ,693 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,363 ,499 

(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,257 ,336 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,321 ,355 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,463 ,546 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,611 ,699 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) ,380 ,435 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,515 ,577 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,638 ,790 

(E3) When a mistake is made that could harm the patient, but does not, how often 
is this reported? (FER) ,550 ,654 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 21: Total Variance Explained (12 factors, 34 items) 

Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 

Loadingsa 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 

1 7,416 21,813 21,813 6,947 20,431 20,431 4,147 

2 2,620 7,707 29,520 2,213 6,510 26,941 2,712 

3 2,002 5,889 35,409 1,522 4,475 31,416 2,858 

4 1,703 5,010 40,419 1,213 3,568 34,984 1,861 

5 1,619 4,763 45,182 1,114 3,276 38,260 1,904 

6 1,304 3,837 49,019 ,762 2,241 40,501 2,766 

7 1,184 3,482 52,501 ,651 1,915 42,416 3,397 

8 1,163 3,421 55,922 ,624 1,837 44,252 1,225 

9 1,043 3,067 58,989 ,546 1,607 45,859 2,301 

10 ,964 2,837 61,825 ,466 1,370 47,229 1,992 

11 ,949 2,790 64,616 ,387 1,139 48,369 2,257 

12 ,911 2,679 67,295 ,345 1,013 49,382 1,501 

13 ,787 2,315 69,609     

14 ,741 2,180 71,789     

15 ,728 2,142 73,931     

16 ,694 2,041 75,972     

17 ,680 2,000 77,973     

18 ,625 1,839 79,812     

19 ,597 1,756 81,568     

20 ,588 1,728 83,296     

21 ,553 1,625 84,921     

22 ,527 1,549 86,469     

23 ,513 1,509 87,979     
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Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 

Loadingsa 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 

24 ,493 1,450 89,429     

25 ,465 1,367 90,796     

26 ,434 1,276 92,072     

27 ,424 1,247 93,319     

28 ,411 1,210 94,529     

29 ,398 1,169 95,699     

30 ,363 1,068 96,767     

31 ,323 ,950 97,717     

32 ,292 ,858 98,575     

33 ,264 ,776 99,351     

34 ,221 ,649 100,000     

Extraction Method: Principal Axis Factoring. %; Percentage. 

a. When factors are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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Appendix 22: Pattern Matrix (12 factors, 34 items) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(D4) There is good 
cooperation among hospital 
units that need to work 
together (TWAU) 

,784            

(D10) Hospital units work 
well together to provide the 
best care for patients 
(TWAU) 

,697            

(D2) Hospital units do not 
coordinate well with each 
other. (negatively worded) 
(TWAU) 

,604            

(D11) Shift changes are 
problematic for patients in 
this hospital. (negatively 
worded) (HO) 

            

(E2) When a mistake is 
made, but has no potential to 
harm the patient, how often is 
this reported? (FER) 

 ,863           

(E3) When a mistake is made 
that could harm the patient, 
but does not, how often is 
this reported? (FER) 

 ,805           

(E1) When a mistake is 
made, but is caught and 
corrected before affecting the 
patient, how often is this 
reported? (FER) 

 ,764           

(D5) Important patient care 
information is often lost 
during shift changes. 
(negatively worded) (HO) 

  ,613          

(D3) Things 'fall between the 
cracks' when transferring 
patients from one unit to 
another (negatively worded) 
(HO) 

  ,575          

(D6) It is often unpleasant to 
work with staff from other 
hospital units. (negatively 
worded) (TWAU) 

  ,537          
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(D7) Problems often occur in 
the exchange of information 
across hospital units. 
(negatively worded) (HO) 

  ,417          

(A16) Staff worry that 
mistakes they make are kept 
in their personnel file. 
(negatively worded) (NRP) 

   ,593         

(A8) Staff feel like their 
mistakes are held (used) 
against them. (negatively 
worded) (NPRE) 

   ,516         

(A12) When an incident is 
reported, it feels like the 
person is being reported, not 
the problem. (negatively 
worded) (NPRE) 

   ,473         

(B4) My supervisor/manager 
overlooks patient safety 
problems that happen over 
and over. (negatively 
worded) (SMEA) 

    -
,585        

(B3) Whenever pressure 
builds up, my 
supervisor/manager wants us 
to work faster, even if it 
means taking shortcuts. 
(negatively worded) (SMEA) 

    -
,429        

(A7) We use more 
agency/temporary staff than 
is best for patient care. 
(negatively worded) (S) 

    -
,356        

(A3) When a lot of work 
needs to be done quickly, we 
work together as a team to 
get the work done (TWWU) 

     ,736       

(A1) People support one 
another in this unit (TWWU)      ,532       

(A4) In this unit, people treat 
each other with respect 
(TWWU) 

     ,468 -
,361      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(A6) We are actively doing 
things to improve patient 
safety (OL) 

     ,334       

(B1) My supervisor/manager 
says a good word when 
he/she sees a job done 
according to established 
patient safety procedures 
(SMEA) 

      -
,796      

(B2) My supervisor/manager 
seriously considers staff 
suggestions for improving 
patient safety (SMEA) 

      -
,635      

(A14) We work in 'crisis 
mode', trying to do too much, 
too quickly (S) 

   ,331    ,559     

(A2) We have enough staff to 
handle the workload (S)        ,522     

(C4) Staff feel free to 
question the decisions or 
actions of those with more 
authority (CO) 

        ,656    

(C6) Staff are afraid to ask 
questions when something 
does not seem right. 
(negatively worded) (CO) 

        ,530    

(C2) Staff will freely speak 
up if they see something that 
may negatively affect patient 
care (CO) 

        ,478  ,343  

(D8) The actions of hospital 
management show that 
patient safety is a top priority 
(MS) 

         ,522   

(D1) Hospital management 
provides a work climate that 
promotes patient safety (MS) 

         ,488   

(C3) We are informed about 
errors that happen in this unit 
(FB) 

          ,491  
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(C5) In this unit, we discuss 
ways to prevent errors from 
happening again (FB) 

          ,387  

(A9) Mistakes have led to 
positive changes here (OL)            ,436 

(A18) Our policies, 
procedures and systems are 
good at preventing errors 
from happening (OPPS) 

           ,316 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 32 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 23: Initial and Extracted Communalities (12 factors, 31 items) 
HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,363 ,425 

(A2) We have enough staff to handle the workload (S) ,282 ,536 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,378 ,602 

(A4) In this unit, people treat each other with respect (TWWU) ,427 ,547 

(A6) We are actively doing things to improve patient safety (OL) ,279 ,335 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,257 ,322 

(A12) When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) (NPRE) ,278 ,436 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,283 ,499 

(A16) Staff worry that mistakes they make are kept in their personnel file. 
(negatively worded) (NRP) ,279 ,458 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,357 ,468 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,528 ,718 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,561 ,655 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,236 ,346 

(B4) My supervisor/manager overlooks patient safety problems that happen over 
and over. (negatively worded) (SMEA) ,281 ,455 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,329 ,451 

(C3) We are informed about errors that happen in this unit (FB) ,307 ,407 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,379 ,546 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,387 ,540 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,327 ,473 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,482 ,597 
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(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,489 ,550 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,315 ,430 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,595 ,764 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,354 ,483 

(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,255 ,349 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,290 ,332 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,456 ,608 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,605 ,684 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,512 ,591 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,637 ,787 

(E3) When a mistake is made that could harm the patient, but does not, how often is 
this reported? (FER) ,543 ,643 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 24: Total Variance Explained (12 Factors, 31 items) 

Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 
Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
1 7,036 22,695 22,695 6,584 21,238 21,238 2,542 
2 2,561 8,260 30,955 2,173 7,009 28,247 2,611 
3 1,929 6,221 37,176 1,435 4,627 32,874 2,513 
4 1,678 5,412 42,588 1,202 3,878 36,753 1,935 
5 1,568 5,059 47,648 1,085 3,501 40,254 1,652 
6 1,259 4,062 51,710 ,737 2,377 42,631 1,502 
7 1,111 3,583 55,293 ,627 2,023 44,654 2,564 
8 1,034 3,335 58,628 ,585 1,887 46,541 2,952 
9 1,024 3,302 61,930 ,522 1,684 48,224 2,477 
10 ,938 3,025 64,955 ,443 1,430 49,655 3,594 
11 ,870 2,806 67,760 ,365 1,177 50,832 3,131 
12 ,780 2,518 70,278 ,281 ,906 51,738 ,925 
13 ,740 2,386 72,664     
14 ,710 2,289 74,953     
15 ,690 2,227 77,180     
16 ,623 2,011 79,191     
17 ,597 1,926 81,117     
18 ,576 1,857 82,974     
19 ,549 1,772 84,746     
20 ,530 1,709 86,455     
21 ,511 1,647 88,102     
22 ,482 1,555 89,657     
23 ,439 1,417 91,074     
24 ,435 1,402 92,476     
25 ,421 1,359 93,836     
26 ,410 1,323 95,158     
27 ,374 1,206 96,364     
28 ,342 1,103 97,467     
29 ,295 ,951 98,418     
30 ,269 ,868 99,286     
31 ,221 ,714 100,000     
Extraction Method: Principal Axis Factoring. %; Percentage. 
a. When factors are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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Appendix 25:  Pattern Matrix (12 Factors, 31 items) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(C5) In this unit, we discuss 
ways to prevent errors from 
happening again (FB) 

,557            

(C3) We are informed about 
errors that happen in this 
unit (FB) 

,367            

(E2) When a mistake is 
made, but has no potential to 
harm the patient, how often 
is this reported? (FER) 

 ,859           

(E3) When a mistake is 
made that could harm the 
patient, but does not, how 
often is this reported? (FER) 

 ,783           

(E1) When a mistake is 
made, but is caught and 
corrected before affecting 
the patient, how often is this 
reported? (FER) 

 ,780           

(D5) Important patient care 
information is often lost 
during shift changes. 
(negatively worded) (HO) 

  ,575          

(D3) Things 'fall between 
the cracks' when transferring 
patients from one unit to 
another (negatively worded) 
(HO) 

  ,573          

(D6) It is often unpleasant to 
work with staff from other 
hospital units. (negatively 
worded) (TWAU) 

  ,537          

(D7) Problems often occur 
in the exchange of 
information across hospital 
units. (negatively worded) 
(HO) 

  ,394          

(A16) Staff worry that 
mistakes they make are kept 
in their personnel file. 
(negatively worded) (NRP) 

   ,629         
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(A12) When an incident is 
reported, it feels like the 
person is being reported, not 
the problem. (negatively 
worded) (NPRE) 

   ,519         

(A8) Staff feel like their 
mistakes are held (used) 
against them. (negatively 
worded) (NPRE) 

   ,476         

(B4) My supervisor/manager 
overlooks patient safety 
problems that happen over 
and over. (negatively 
worded) (SMEA) 

    ,591        

(B3) Whenever pressure 
builds up, my 
supervisor/manager wants us 
to work faster, even if it 
means taking shortcuts. 
(negatively worded) 
(SMEA) 

    ,514        

(A2) We have enough staff 
to handle the workload (S)      ,673       

(A14) We work in 'crisis 
mode', trying to do too 
much, too quickly (S) 

   ,365  ,432       

(A3) When a lot of work 
needs to be done quickly, we 
work together as a team to 
get the work done (TWWU) 

      ,732      

(A1) People support one 
another in this unit 
(TWWU) 

      ,486      

(A4) In this unit, people 
treat each other with respect 
(TWWU) 

      ,437 -
,340     

(A6) We are actively doing 
things to improve patient 
safety (OL) 

      ,387      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(B1) My supervisor/manager 
says a good word when 
he/she sees a job done 
according to established 
patient safety procedures 
(SMEA) 

       -
,783     

(B2) My supervisor/manager 
seriously considers staff 
suggestions for improving 
patient safety (SMEA) 

       -
,604     

(C6) Staff are afraid to ask 
questions when something 
does not seem right. 
(negatively worded) (CO) 

        ,623    

(C4) Staff feel free to 
question the decisions or 
actions of those with more 
authority (CO) 

        ,621    

(C2) Staff will freely speak 
up if they see something that 
may negatively affect patient 
care (CO) 

,329        ,434    

(D4) There is good 
cooperation among hospital 
units that need to work 
together (TWAU) 

         -
,827   

(D10) Hospital units work 
well together to provide the 
best care for patients 
(TWAU) 

         -
,618 0.301  

(D2) Hospital units do not 
coordinate well with each 
other. (negatively worded) 
(TWAU) 

         -
,534   

(D8) The actions of hospital 
management show that 
patient safety is a top 
priority (MS) 

          ,685  

(D1) Hospital management 
provides a work climate that 
promotes patient safety (MS) 

          ,572  
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 12 

(A18) Our policies, 
procedures and systems are 
good at preventing errors 
from happening (OPPS) 

           ,391 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 27 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 26: Structure of final initial solution (12 Factors, 31 items) 
Numbe
r of 
Factor 

Factor Loading of items 
(>0.3) 

Number of items 

1 Feedback and Communication About 
Error 

C3-C5-C2 3 

2 Frequency of Events Reported E1-E2-E3 3 

3 Handoffs and Transitions D3-D5-D6-D7 4 

4 Non-punitive Response to Errors A8-A12-A14-A16 4 

5 Supervisor/Manager Expectations 
and Actions Promoting Safety  

B3-B4 2 

6 Staffing A2-A14 2 

7 Teamwork within units A1-A3-A4-A6 4 

8 Supervisor/Manager Expectations 
and Actions Promoting Patient 
Safety 

B1-B2-A4 3 

9 Communication openness C2-C4-C6 3 

10 Teamwork across units D2-D4-D10 3 

11 Management Support for Patient 
Safety 

D1-D8 2 

12 Overall Perceptions of Patient Safety A18 1 
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Appendix 27: Initial and Extracted Communalities (9 Factors, 42 Items, 
Varimax rotation) 

HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,356 

(A2) We have enough staff to handle the workload (S) ,303 ,275 

(A3) When a lot of work needs to be done quickly, we 
work together as a team to get the work done (TWWU) ,408 ,603 

(A4) In this unit, people treat each other with respect 
(TWWU) ,438 ,534 

(A6) We are actively doing things to improve patient 
safety (OL) ,334 ,374 

(A8) Staff feel like their mistakes are held (used) 
against them. (negatively worded) (NPRE) ,307 ,388 

(A12) When an incident is reported, it feels like the 
person is being reported, not the problem. (negatively 
worded) (NPRE) 

,317 ,325 

(A14) We work in 'crisis mode', trying to do too much, 
too quickly (S) ,309 ,399 

(A16) Staff worry that mistakes they make are kept in 
their personnel file.(negatively worded) (NRP) ,299 ,392 

(A18) Our policies, procedures and systems are good at 
preventing errors from happening (OPPS) ,384 ,430 
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HSOPSC Item Initial Extraction 

(B1) My supervisor/manager says a good word when 
he/she sees a job done according to established patient 
safety procedures (SMEA) 

,547 ,745 

(B2) My supervisor/manager seriously considers staff 
suggestions for improving patient safety (SMEA) ,570 ,615 

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work faster, even if it 
means taking shortcuts. (negatively worded) (SMEA) 

,268 ,322 

(B4) My supervisor/manager overlooks patient safety 
problems that happen over and over. (negatively 
worded)  (SMEA) 

,317 ,386 

(C2) Staff will freely speak up if they see something 
that may negatively affect patient care (CO) ,369 ,470 

(C3) We are informed about errors that happen in this 
unit (FB) ,338 ,338 

(C4) Staff feel free to question the decisions or actions 
of those with more authority (CO) ,425 ,511 

(C5) In this unit, we discuss ways to prevent errors 
from happening again (FB) ,422 ,402 

(C6) Staff are afraid to ask questions when something 
does not seem right. (negatively worded) (CO) ,349 ,344 
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HSOPSC Item Initial Extraction 

(D1) Hospital management provides a work climate 
that promotes patient safety (MS) ,507 ,489 

(D2) Hospital units do not coordinate well with each 
other. (negatively worded) (TWAU) ,512 ,517 

(D3) Things 'fall between the cracks' when transferring 
patients from one unit to another (negatively worded) 
(HO) 

,338 ,408 

(D4) There is good cooperation among hospital units 
that need to work together (TWAU) ,602 ,619 

(D5) Important patient care information is often lost 
during shift changes. (negatively worded) (HO) ,371 ,398 

(D6) It is often unpleasant to work with staff from other 
hospital units. (negatively worded) (TWAU) ,263 ,268 

(D7) Problems often occur in the exchange of 
information across hospital units. (negatively worded) 
(HO) 

,340 ,373 

(D8) The actions of hospital management show that 
patient safety is a top priority (MS) ,487 ,506 

(D10) Hospital units work well together to provide the 
best care for patients (TWAU) ,616 ,670 
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HSOPSC Item Initial Extraction 

(E1) When a mistake is made, but is caught and 
corrected before affecting the patient, how often is this 
reported? (FER) 

,528 ,574 

(E2) When a mistake is made, but has no potential to 
harm the patient, how often is this reported? (FER) ,651 ,780 

(E3) When a mistake is made that could harm the 
patient, but does not, how often is this reported? (FER) ,577 ,624 

(A5) Staff in this unit work longer hours than is best for 
patient care (negatively worded) (S) ,154 ,134 

(A7) We use more agency/temporary staff than is best 
for patient care. (negatively worded) (S) ,205 ,193 

(A9) Mistakes have led to positive changes here (OL) ,190 ,164 

(A10) It is just by chance that more serious mistakes 
don’t happen around here (negatively worded) (OPPS) ,183 ,195 

(A11) When one area in this unit gets really busy, 
others help out (TWWU) ,259 ,249 

(A13) After we make changes to improve patient 
safety, we evaluate their effectiveness (OL) ,389 ,391 

(A15) Patient safety is never sacrificed to get more 
work done (OPPS) ,139 ,107 
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HSOPSC Item Initial Extraction 

(A17) We have patient safety problems in this unit. 
(negatively worded) (OPPS) ,185 ,131 

(C1) We are given feedback about changes put into 
place based on event reports (FB) ,366 ,413 

(D9) Hospital management seems interested in patient 
safety only after an adverse event happens. (negatively 
worded) (MS) 

,409 ,417 

(D11) Shift changes are problematic for patients in this 
hospital. (negatively worded) (HO) ,411 ,410 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 28: Total Variance Explained (9 Factors, 42 Items, Varimax 
rotation) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,094 19,271 19,271 3,484 8,295 8,295 

2 2,690 6,405 26,961 2,239 5,332 24,603 2,358 5,615 13,910 

3 2,277 5,421 32,382 1,716 4,085 28,688 2,203 5,245 19,155 

4 1,845 4,394 36,776 1,301 3,097 31,785 1,971 4,692 23,847 

5 1,655 3,940 40,716 1,092 2,601 34,386 1,956 4,657 28,504 

6 1,416 3,371 44,087 ,803 1,912 36,298 1,882 4,482 32,986 

7 1,317 3,137 47,223 ,687 1,635 37,933 1,437 3,422 36,408 

8 1,251 2,979 50,202 ,674 1,604 39,537 1,016 2,420 38,828 

9 1,129 2,688 52,890 ,636 1,513 41,050 ,933 2,222 41,050 

10 1,087 2,587 55,478       

11 1,023 2,435 57,913       

12 1,013 2,411 60,323       

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       

24 ,624 1,485 82,002       
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Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

          

25 ,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       

39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       

42 ,213 ,507 100,000       

Extraction Method: Principal Axis Factoring. %; Percentage. 
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Appendix 29: Rotated Factor Matrix (9 Factors solutions, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(D10) Hospital units work well together to 
provide the best care for patients (TWAU) ,723         

(D8) The actions of hospital management 
show that patient safety is a top priority 
(MS) 

,618         

(D4) There is good cooperation among 
hospital units that need to work together 
(TWAU) 

,616         

(D1) Hospital management provides a work 
climate that promotes patient safety (MS) ,602         

(D2) Hospital units do not coordinate well 
with each other. (negatively worded) 
(TWAU) 

,500 ,363        

(A18) Our policies, procedures and systems 
are good at preventing errors from 
happening (OPPS) 

,484      ,301   

(A13) After we make changes to improve 
patient safety, we evaluate their 
effectiveness (OL) 

,420         

(A9) Mistakes have led to positive changes 
here (OL)          

(D3) Things 'fall between the cracks' when 
transferring patients from one unit to 
another (negatively worded) (HO) 

 ,612        

(D5) Important patient care information is 
often lost during shift changes. (negatively 
worded) (HO) 

 ,584        

(D7) Problems often occur in the exchange 
of information across hospital units. 
(negatively worded) (HO) 

 ,492        

(D6) It is often unpleasant to work with 
staff from other hospital units. (negatively 
worded) (TWAU) 

 ,456        

(D11) Shift changes are problematic for 
patients in this hospital. (negatively 
worded) (HO) 

,352 ,413        
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Appendix 29: Rotated Factor Matrix (9 Factors solutions, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work faster, 
even if it means taking shortcuts. 
(negatively worded) (SMEA) 

 ,384      ,323  

(D9) Hospital management seems interested 
in patient safety only after an adverse event 
happens. (negatively worded) (MS) 

,380 ,381        

(E2) When a mistake is made, but has no 
potential to harm the patient, how often is 
this reported? (FER) 

  ,852       

(E3) When a mistake is made that could 
harm the patient, but does not, how often is 
this reported? (FER) 

  ,771       

(E1) When a mistake is made, but is caught 
and corrected before affecting the patient, 
how often is this reported? (FER) 

  ,740       

(A3) When a lot of work needs to be done 
quickly, we work together as a team to get 
the work done (TWWU) 

   ,697      

(A4) In this unit, people treat each other 
with respect (TWWU)    ,568   ,364   

(A1) People support one another in this unit 
(TWWU)    ,490      

(A6) We are actively doing things to 
improve patient safety (OL) ,312   ,431      

(A15) Patient safety is never sacrificed to 
get more work done (OPPS)          

(C2) Staff will freely speak up if they see 
something that may negatively affect 
patient care (CO) 

    ,633     

(C4) Staff feel free to question the decisions 
or actions of those with more authority 
(CO) 

    ,564     

(C6) Staff are afraid to ask questions when 
something does not seem right. (negatively 
worded) (CO) 

    ,450     
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Appendix 29: Rotated Factor Matrix (9 Factors solutions, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(C1) We are given feedback about changes 
put into place based on event reports (FB)     ,427     

(C3) We are informed about errors that 
happen in this unit (FB)     ,411     

(C5) In this unit, we discuss ways to 
prevent errors from happening again (FB)     ,358     

(A8) Staff feel like their mistakes are held 
(used) against them. (negatively worded) 
(NPRE) 

     ,570    

(A16) Staff worry that mistakes they make 
are kept in their personnel file. (negatively 
worded) (NRP) 

     ,564    

(A14) We work in 'crisis mode', trying to do 
too much, too quickly (S)      ,514   ,349 

(A12) When an incident is reported, it feels 
like the person is being reported, not the 
problem. (negatively worded) (NPRE) 

     ,468    

(A10) It is just by chance that more serious 
mistakes don’t happen around here 
(negatively worded) (OPPS) 

     ,352    

(A5) Staff in this unit work longer hours 
than is best for patient care (negatively 
worded) (S) 

         

(A7) We use more agency/temporary staff 
than is best for patient care. (negatively 
worded) (S) 

         

(A17) We have patient safety problems in 
this unit. (negatively worded) (OPPS)          

(B1) My supervisor/manager says a good 
word when he/she sees a job done 
according to established patient safety 
procedures (SMEA) 

      ,763   

(B2) My supervisor/manager seriously 
considers staff suggestions for improving 
patient safety (SMEA) 

   ,334   ,557   
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Appendix 29: Rotated Factor Matrix (9 Factors solutions, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(B4) My supervisor/manager overlooks 
patient safety problems that happen over 
and over. (negatively worded) (SMEA) 

 ,331      ,463  

(A2) We have enough staff to handle the 
workload (S)         ,353 

(A11) When one area in this unit gets really 
busy, others help out (TWWU)         ,341 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a. Rotation converged in 13 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 30: Nine Factors solution (Varimax rotation), structure and 
loading  

Number of 
Factor 

Items Items loading  

    (<0.4) 

Strongly loading 
items  

          (>0.4) 

1 D1-D4-D8-D10-D2-A18-A13- 
D11-D9-A6 

D11-D9-A6 D1-D4-D8-D10-D2-
A18-A13 

2 B3-B4-D9-D2-D3-D5-D6-D7-
D11 

B3-B4-D9-D2 D3-D5-D6-D7-D11 

3 E1-E2-E3  E1-E2-E3 

4 A1-A3-A4-A6- B2 B2 A1-A3-A4-A6 

5 C1-C2-C4-C5-C6 C5 C1-C2-C3-C4-C6 

6 A8-A10-A12-A14-A16 A10 A8-A12-A14-A16 

7 A4- B1-B2 A4 B1-B2 

8 B3-B4 B3 B4 

9 A14-A2-A11 A14-A2-A11  
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Appendix 31: Initial and Extracted Communalities (9 Factors, 42 Items 
Direct Oblimin rotation) 

HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,356 

(A2) We have enough staff to handle the workload (S) ,303 ,275 

(A3) When a lot of work needs to be done quickly, we 
work together as a team to get the work done (TWWU) ,408 ,603 

(A4) In this unit, people treat each other with respect 
(TWWU) ,438 ,534 

(A5) Staff in this unit work longer hours than is best for 
patient care (negatively worded) (S) ,154 ,134 

(A6) We are actively doing things to improve patient 
safety (OL) ,334 ,374 

(A7) We use more agency/temporary staff than is best 
for patient care. (negatively worded) (S) ,205 ,193 

(A8) Staff feel like their mistakes are held (used) 
against them. (negatively worded) (NPRE) ,307 ,388 

(A9) Mistakes have led to positive changes here (OL) ,190 ,164 

(A10) It is just by chance that more serious mistakes 
don’t happen around here (negatively worded) (OPPS) ,183 ,195 

(A11) When one area in this unit gets really busy, 
others help out (TWWU) ,259 ,249 

(A12) When an incident is reported, it feels like the 
person is being reported, not the problem. (negatively 
worded) (NPRE) 

,317 ,325 

(A13) After we make changes to improve patient 
safety, we evaluate their effectiveness (OL) ,389 ,391 

(A14) We work in 'crisis mode', trying to do too much, 
too quickly (S) ,309 ,399 

(A15) Patient safety is never sacrificed to get more 
work done (OPPS) ,139 ,107 

(A16) Staff worry that mistakes they make are kept in 
their personnel file. (negatively worded) (NRP) ,299 ,392 

(A17) We have patient safety problems in this unit. 
(negatively worded) (OPPS) ,185 ,131 
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(A18) Our policies, procedures and systems are good at 
preventing errors from happening (OPPS) ,384 ,430 

(B1) My supervisor/manager says a good word when 
he/she sees a job done according to established patient 
safety procedures (SMEA) 

,547 ,745 

(B2) My supervisor/manager seriously considers staff 
suggestions for improving patient safety (SMEA) ,570 ,615 

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work faster, even if it 
means taking shortcuts. (negatively worded) (SMEA) 

,268 ,322 

(B4) My supervisor/manager overlooks patient safety 
problems that happen over and over. (negatively 
worded) (SMEA) 

,317 ,386 

(C1) We are given feedback about changes put into 
place based on event reports (FB) ,366 ,413 

(C2) Staff will freely speak up if they see something 
that may negatively affect patient care (CO) ,369 ,470 

(C3) We are informed about errors that happen in this 
unit (FB) ,338 ,338 

(C4) Staff feel free to question the decisions or actions 
of those with more authority (CO) ,425 ,511 

(C5) In this unit, we discuss ways to prevent errors 
from happening again (FB) ,422 ,402 

(C6) Staff are afraid to ask questions when something 
does not seem right. (negatively worded) (CO) ,349 ,344 

(D1) Hospital management provides a work climate 
that promotes patient safety (MS) ,507 ,489 

(D2) Hospital units do not coordinate well with each 
other. (negatively worded) (TWAU) ,512 ,517 

(D3) Things 'fall between the cracks' when transferring 
patients from one unit to another (negatively worded) 
(HO) 

,338 ,408 

(D4) There is good cooperation among hospital units 
that need to work together (TWAU) ,602 ,619 

(D5) Important patient care information is often lost 
during shift changes. (negatively worded) (HO) ,371 ,398 

(D6) It is often unpleasant to work with staff from other 
hospital units. (negatively worded) (TWAU) ,263 ,268 
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(D7) Problems often occur in the exchange of 
information across hospital units. (negatively worded) 
(HO) 

,340 ,373 

(D8) The actions of hospital management show that 
patient safety is a top priority (MS) ,487 ,506 

(D9) Hospital management seems interested in patient 
safety only after an adverse event happens. (negatively 
worded) (MS) 

,409 ,417 

(D10) Hospital units work well together to provide the 
best care for patients (TWAU) ,616 ,670 

(D11) Shift changes are problematic for patients in this 
hospital. (negatively worded) (HO) ,411 ,410 

(E1) When a mistake is made, but is caught and 
corrected before affecting the patient, how often is this 
reported? (FER) 

,528 ,574 

(E2) When a mistake is made, but has no potential to 
harm the patient, how often is this reported? (FER) ,651 ,780 

(E3) When a mistake is made that could harm the 
patient, but does not, how often is this reported? (FER) ,577 ,624 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 32: Pattern Matrix (9 Factors, 42 items, Direct Oblimin rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(D10) Hospital units 
work well together 
to provide the best 
care for patients 
(TWAU) 

,703         

(D4) There is good 
cooperation among 
hospital units that 
need to work 
together (TWAU) 

,590         

(D8) The actions of 
hospital 
management show 
that patient safety is 
a top priority (MS) 

,589         

(D1) Hospital 
management 
provides a work 
climate that 
promotes patient 
safety (MS) 

,533         

(D2) Hospital units 
do not coordinate 
well with each 
other. (negatively 
worded) (TWAU) 

,427         

(D9) Hospital 
management seems 
interested in patient 
safety only after an 
adverse event 
happens. (negatively 
worded) (MS) 

         

(A13) After we 
make changes to 
improve patient 
safety, we evaluate 
their effectiveness 
(OL) 

         

(A9) Mistakes have 
led to positive 
changes here (OL) 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(E2) When a 
mistake is made, but 
has no potential to 
harm the patient, 
how often is this 
reported? (FER) 

 ,873        

(E3) When a 
mistake is made that 
could harm the 
patient, but does 
not, how often is 
this reported? (FER) 

 ,789        

(E1) When a 
mistake is made, but 
is caught and 
corrected before 
affecting the patient, 
how often is this 
reported? (FER) 

 ,761        

(A17) We have 
patient safety 
problems in this 
unit. (negatively 
worded) (OPPS) 

         

(D3) Things 'fall 
between the cracks' 
when transferring 
patients from one 
unit to another 
(negatively worded) 
(HO) 

  ,633       

(D5) Important 
patient care 
information is often 
lost during shift 
changes. (negatively 
worded) (HO) 

  ,570       

(D7) Problems often 
occur in the 
exchange of 
information across 
hospital units. 
(negatively worded) 
(HO) 

  ,471       
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(D6) It is often 
unpleasant to work 
with staff from 
other hospital units. 
(negatively worded) 
(TWAU) 

  ,448       

(B3) Whenever 
pressure builds up, 
my 
supervisor/manager 
wants us to work 
faster, even if it 
means taking 
shortcuts. 
(negatively worded) 
(SMEA) 

  ,355    ,337   

(D11) Shift changes 
are problematic for 
patients in this 
hospital. (negatively 
worded) (HO) 

  ,335       

(A16) Staff worry 
that mistakes they 
make are kept in 
their personnel file. 
(negatively worded) 
(NRP) 

   ,599      

(A14) We work in 
'crisis mode', trying 
to do too much, too 
quickly (S) 

   ,571      

(A8) Staff feel like 
their mistakes are 
held (used) against 
them. (negatively 
worded) (NPRE) 

   ,484      

(A12) When an 
incident is reported, 
it feels like the 
person is being 
reported, not the 
problem. (negatively 
worded) (NPRE) 

   ,393      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(A5) Staff in this 
unit work longer 
hours than is best 
for patient care 
(negatively worded) 
(S) 

         

(A15) Patient safety 
is never sacrificed 
to get more work 
done (OPPS) 

         

(A7) We use more 
agency/temporary 
staff than is best for 
patient care. 
(negatively worded) 
(S) 

    ,377     

(A10) It is just by 
chance that more 
serious mistakes 
don’t happen around 
here (negatively 
worded) (OPPS) 

    ,304     

(C2) Staff will 
freely speak up if 
they see something 
that may negatively 
affect patient care 
(CO) 

     -,685    

(C4) Staff feel free 
to question the 
decisions or actions 
of those with more 
authority (CO) 

     -,544    

(C6) Staff are afraid 
to ask questions 
when something 
does not seem right. 
(negatively worded) 
(CO) 

     -,443    

(C1) We are given 
feedback about 
changes put into 
place based on event 
reports (FB) 

     -,431    
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(C3) We are 
informed about 
errors that happen in 
this unit (FB) 

     -,416    

(C5) In this unit, we 
discuss ways to 
prevent errors from 
happening again 
(FB) 

         

(B4) My 
supervisor/manager 
overlooks patient 
safety problems that 
happen over and 
over. (negatively 
worded) (SMEA) 

      ,323   

(B1) My 
supervisor/manager 
says a good word 
when he/she sees a 
job done according 
to established 
patient safety 
procedures (SMEA) 

       ,897  

(B2) My 
supervisor/manager 
seriously considers 
staff suggestions for 
improving patient 
safety (SMEA) 

       ,643  

(A4) In this unit, 
people treat each 
other with respect 
(TWWU) 

       ,420 ,365 

(A18) Our policies, 
procedures and 
systems are good at 
preventing errors 
from happening 
(OPPS) 

,341       ,355  
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 

(A3) When a lot of 
work needs to be 
done quickly, we 
work together as a 
team to get the work 
done (TWWU) 

        ,775 

(A6) We are 
actively doing 
things to improve 
patient safety (OL) 

        ,407 

(A1) People support 
one another in this 
unit (TWWU) 

        ,396 

(A11) When one 
area in this unit gets 
really busy, others 
help out (TWWU) 

         

(A2) We have 
enough staff to 
handle the workload 
(S) 

         

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 47 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 33: Nine Factors solution (42 items, Direct Oblimin), structure and 
loading  

Number of 
Factor 

Items Loading (<0.4) Strongly loading (>0.4) 

1 D1-D2-D4-D8-D10- A18 A18 D10-D4-D8-D1-D2 

2 E1-E2-E3  E1-E2-E3 

3 B3- D3-D5-D7-D6-D11 B3-D11 D3-D5-D7-D6 

4 A16-A14-A8-A12 A12 A16-A14-A8 

5 A7-A10 A7-A10  

6 C1-C2-C3-C4-C6  C1-C2-C3-C4-C6 

7 B3-B4 B3-B4  

8 A4-B1-B2-A18 A18 A4-B1-B2 

9 A1-A4- A3-A6 A1-A4 A3-A6 
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Appendix 34: Initial and Extracted Communalities (8 factors, 42 items) 
HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,349 

(A2) We have enough staff to handle the workload (S) ,303 ,282 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,408 ,369 

(A4) In this unit, people treat each other with respect (TWWU) ,438 ,569 

(A5) Staff in this unit work longer hours than is best for patient care (negatively 
worded) (S) ,154 ,135 

(A6) We are actively doing things to improve patient safety (OL) ,334 ,357 

(A7) We use more agency/temporary staff than is best for patient care. (negatively 
worded) (S) ,205 ,191 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,307 ,376 

(A9) Mistakes have led to positive changes here (OL) ,190 ,157 

(A10) It is just by chance that more serious mistakes don’t happen around here 
(negatively worded) (OPPS) ,183 ,192 

(A11) When one area in this unit gets really busy, others help out (TWWU) ,259 ,237 

(A12) When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) (NPRE) ,317 ,317 

(A13) After we make changes to improve patient safety, we evaluate their 
effectiveness (OL) ,389 ,393 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,309 ,407 

(A15) Patient safety is never sacrificed to get more work done (OPPS) ,139 ,107 

(A16) Staff worry that mistakes they make are kept in their personnel file. 
(negatively worded) (NRP) ,299 ,392 

(A17) We have patient safety problems in this unit. (negatively worded) (OPPS) ,185 ,130 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,384 ,344 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,547 ,451 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,570 ,545 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,268 ,321 
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HSOPSC Item Initial Extraction 

(B4) My supervisor/manager overlooks patient safety problems that happen over and 
over. (negatively worded) (SMEA) ,317 ,394 

(C1) We are given feedback about changes put into place based on event reports 
(FB) ,366 ,411 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,369 ,432 

(C3) We are informed about errors that happen in this unit (FB) ,338 ,341 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,425 ,477 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,422 ,404 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,349 ,347 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,507 ,492 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,512 ,517 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,338 ,405 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,602 ,601 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,371 ,394 

(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,263 ,269 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,340 ,372 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,487 ,511 

(D9) Hospital management seems interested in patient safety only after an adverse 
event happens. (negatively worded) (MS) ,409 ,419 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,616 ,662 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) ,411 ,407 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,528 ,573 
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HSOPSC Item Initial Extraction 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,651 ,777 

(E3) When a mistake is made that could harm the patient, but does not, how often is 
this reported? (FER) ,577 ,624 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 35: Total Variance Explained by 8 factors (42 items, Varimax 
rotation) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,068 19,210 19,210 3,305 7,868 7,868 

2 2,690 6,405 26,961 2,216 5,276 24,486 3,011 7,170 15,038 

3 2,277 5,421 32,382 1,698 4,043 28,529 2,312 5,506 20,543 

4 1,845 4,394 36,776 1,295 3,082 31,611 2,195 5,227 25,770 

5 1,655 3,940 40,716 1,081 2,573 34,184 1,814 4,319 30,089 

6 1,416 3,371 44,087 ,768 1,830 36,013 1,783 4,246 34,335 

7 1,317 3,137 47,223 ,685 1,630 37,644 1,130 2,690 37,025 

8 1,251 2,979 50,202 ,639 1,522 39,166 ,899 2,141 39,166 

9 1,129 2,688 52,890       

10 1,087 2,587 55,478       

11 1,023 2,435 57,913       

12 1,013 2,411 60,323       

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       
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24 ,624 1,485 82,002       

25 ,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       

39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       

42 ,213 ,507 100,000       

Extraction Method: Principal Axis Factoring. %, Percentage. 
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Appendix 36: Rotated Factor Matrix (8 factors, 42 items, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D10) Hospital units work well 
together to provide the best care for 
patients (TWAU) 

,739        

(D4) There is good cooperation 
among hospital units that need to 
work together (TWAU) 

,635        

(D8) The actions of hospital 
management show that patient safety 
is a top priority (MS) 

,611        

(D1) Hospital management provides a 
work climate that promotes patient 
safety (MS) 

,599        

(D2) Hospital units do not coordinate 
well with each other. (negatively 
worded) (TWAU) 

,510  ,352      

(A18) Our policies, procedures and 
systems are good at preventing errors 
from happening (OPPS) 

,415        

(A13) After we make changes to 
improve patient safety, we evaluate 
their effectiveness (OL) 

,388        

(D9) Hospital management seems 
interested in patient safety only after 
an adverse event happens. (negatively 
worded) (MS) 

,374  ,367      

(A9) Mistakes have led to positive 
changes here (OL)         

(A4) In this unit, people treat each 
other with respect (TWWU)  ,717       

(B2) My supervisor/manager 
seriously considers staff suggestions 
for improving patient safety (SMEA) 

 ,612       

(B1) My supervisor/manager says a 
good word when he/she sees a job 
done according to established patient 
safety procedures (SMEA) 

 ,563       

(A1) People support one another in 
this unit (TWWU)  ,539       
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(A3) When a lot of work needs to be 
done quickly, we work together as a 
team to get the work done (TWWU) 

 ,526       

(C5) In this unit, we discuss ways to 
prevent errors from happening again 
(FB) 

 ,390    ,328   

(A6) We are actively doing things to 
improve patient safety (OL)  ,363     ,349  

(A15) Patient safety is never 
sacrificed to get more work done 
(OPPS) 

        

(D3) Things 'fall between the cracks' 
when transferring patients from one 
unit to another (negatively worded) 
(HO) 

  ,604      

(D5) Important patient care 
information is often lost during shift 
changes. (negatively worded) (HO) 

  ,578      

(D7) Problems often occur in the 
exchange of information across 
hospital units. (negatively worded) 
(HO) 

  ,491      

(D6) It is often unpleasant to work 
with staff from other hospital units. 
(negatively worded) (TWAU) 

  ,452      

(D11) Shift changes are problematic 
for patients in this hospital. 
(negatively worded) (HO) 

,341  ,416      

(B3) Whenever pressure builds up, 
my supervisor/manager wants us to 
work faster, even if it means taking 
shortcuts. (negatively worded) 
(SMEA) 

  ,396      

(E2) When a mistake is made, but has 
no potential to harm the patient, how 
often is this reported? (FER) 

   ,849     

(E3) When a mistake is made that 
could harm the patient, but does not, 
how often is this reported? (FER) 

   ,772     
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(E1) When a mistake is made, but is 
caught and corrected before affecting 
the patient, how often is this 
reported? (FER) 

   ,739     

(A16) Staff worry that mistakes they 
make are kept in their personnel 
file.(negatively worded) (NRP) 

    ,585    

(A8) Staff feel like their mistakes are 
held (used) against them. (negatively 
worded) (NPRE) 

    ,560    

(A14) We work in 'crisis mode', 
trying to do too much, too quickly (S)     ,500   ,382 

(A12) When an incident is reported, it 
feels like the person is being reported, 
not the problem. (negatively worded) 
(NPRE) 

    ,446    

(A10) It is just by chance that more 
serious mistakes don’t happen around 
here (negatively worded) (OPPS) 

    ,347    

(A5) Staff in this unit work longer 
hours than is best for patient care 
(negatively worded) (S) 

        

(A17) We have patient safety 
problems in this unit. (negatively 
worded) (OPPS) 

        

(C2) Staff will freely speak up if they 
see something that may negatively 
affect patient care (CO) 

     ,591   

(C4) Staff feel free to question the 
decisions or actions of those with 
more authority (CO) 

 ,394    ,477   

(C1) We are given feedback about 
changes put into place based on event 
reports (FB) 

     ,437   

(C3) We are informed about errors 
that happen in this unit (FB)      ,435   

(C6) Staff are afraid to ask questions 
when something does not seem right. 
(negatively worded) (CO) 

     ,418   
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(B4) My supervisor/manager 
overlooks patient safety problems that 
happen over and over. (negatively 
worded) (SMEA) 

  ,341    ,465  

(A7) We use more agency/temporary 
staff than is best for patient care. 
(negatively worded) (S) 

      ,302  

(A2) We have enough staff to handle 
the workload (S)        ,355 

(A11) When one area in this unit gets 
really busy, others help out (TWWU)        ,326 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a. Rotation converged in 11 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 37: Eight Factors solution (Varimax rotation): structure and 
loading  

Number 
of Factor 

Items Items loading 
(<0.4) 

Strongly loading 
items (>0.4) 

1 D10-D4-D8-D1-D2-A18- A13-
D9-D11 

A13-D9-D11 D10-D4-D8-D1-D2-
A18 

2 A4-B2-B1-A1-A3- C5-A6-C4 C5-A6-C4 A4-B2-B1-A1-A3 

3 D11-D6-D7-D5-D3- B4-B3-
D9-D2 

B4-B3-D9-D2 D11-D6-D7-D5-D3 

4 E1-E2-E3  E1-E2-E3 

5 A12-A14-A8-A16-A10 A10 A12-A14-A8-A16 

6 C1-C2-C4-C6-C3-C5 C5 C1-C2-C4-C6-C3 

7 A6-A7-B4 A6-A7 B4 

8 A2-A11-A14 A2-A11-A14  
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Appendix 38: Pattern Matrix (8 factors, 42 items, Direct Oblimin rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D10) Hospital units 
work well together to 
provide the best care 
for patients (TWAU) 

,730        

(D8) The actions of 
hospital management 
show that patient 
safety is a top priority 
(MS) 

,617        

(D4) There is good 
cooperation among 
hospital units that 
need to work together 
(TWAU) 

,606        

(D1) Hospital 
management provides 
a work climate that 
promotes patient 
safety (MS) 

,562        

(D2) Hospital units do 
not coordinate well 
with each other. 
(negatively worded) 
(TWAU) 

,448        
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(A18) Our policies, 
procedures and 
systems are good at 
preventing errors from 
happening (OPPS) 

,345        

(D9) Hospital 
management seems 
interested in patient 
safety only after an 
adverse event 
happens. (negatively 
worded) (MS) 

,319        

(A13) After we make 
changes to improve 
patient safety, we 
evaluate their 
effectiveness (OL) 

        

(E2) When a mistake 
is made, but has no 
potential to harm the 
patient, how often is 
this reported? (FER) 

 ,869       

(E3) When a mistake 
is made that could 
harm the patient, but 
does not, how often is 
this reported? (FER) 

 ,791       

(E1) When a mistake 
is made, but is caught 
and corrected before 
affecting the patient, 
how often is this 
reported? (FER) 

 ,760       
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(D3) Things 'fall 
between the cracks' 
when transferring 
patients from one unit 
to another (negatively 
worded) (HO) 

  ,634      

(D5) Important patient 
care information is 
often lost during shift 
changes. (negatively 
worded) (HO) 

  ,573      

(D7) Problems often 
occur in the exchange 
of information across 
hospital units. 
(negatively worded) 
(HO) 

  ,474      

(D6) It is often 
unpleasant to work 
with staff from other 
hospital units. 
(negatively worded) 
(TWAU) 

  ,449      

(B3) Whenever 
pressure builds up, my 
supervisor/manager 
wants us to work 
faster, even if it means 
taking shortcuts. 
(negatively worded) 
(SMEA) 

  ,378      

(D11) Shift changes 
are problematic for 
patients in this 
hospital. (negatively 
worded) (HO) 

  ,353      
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(A16) Staff worry that 
mistakes they make 
are kept in their 
personnel file. 
(negatively worded) 
(NRP) 

   ,607     

(A8) Staff feel like 
their mistakes are held 
(used) against them. 
(negatively worded) 
(NPRE) 

   ,543     

(A14) We work in 
'crisis mode', trying to 
do too much, too 
quickly (S) 

   ,502   ,369  

(A12) When an 
incident is reported, it 
feels like the person is 
being reported, not the 
problem. (negatively 
worded) (NPRE) 

   ,405     

(A10) It is just by 
chance that more 
serious mistakes don’t 
happen around here 
(negatively worded) 
(OPPS) 

   ,323     

(A5) Staff in this unit 
work longer hours 
than is best for patient 
care (negatively 
worded) (S) 

        

(A17) We have patient 
safety problems in this 
unit. (negatively 
worded) (OPPS) 

        



Appendices  534 

 

(B4) My 
supervisor/manager 
overlooks patient 
safety problems that 
happen over and over. 
(negatively worded) 
(SMEA) 

    ,427    

(A7) We use more 
agency/temporary 
staff than is best for 
patient care. 
(negatively worded) 
(S) 

    ,305    

(C2) Staff will freely 
speak up if they see 
something that may 
negatively affect 
patient care (CO) 

     -,647   

(C4) Staff feel free to 
question the decisions 
or actions of those 
with more authority 
(CO) 

     -,481   

(C3) We are informed 
about errors that 
happen in this unit 
(FB) 

     -,458   

(C1) We are given 
feedback about 
changes put into place 
based on event reports 
(FB) 

     -,449   
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(C6) Staff are afraid to 
ask questions when 
something does not 
seem right. (negatively 
worded) (CO) 

     -,437   

(A9) Mistakes have 
led to positive changes 
here (OL) 

        

(A2) We have enough 
staff to handle the 
workload (S) 

      ,334  

(A11) When one area 
in this unit gets really 
busy, others help out 
(TWWU) 

      ,312  

(A4) In this unit, 
people treat each other 
with respect (TWWU) 

       ,762 

(B2) My 
supervisor/manager 
seriously considers 
staff suggestions for 
improving patient 
safety (SMEA) 

       ,564 

(A1) People support 
one another in this unit 
(TWWU) 

       ,541 

(A3) When a lot of 
work needs to be done 
quickly, we work 
together as a team to 
get the work done 
(TWWU) 

       ,530 
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(B1) My 
supervisor/manager 
says a good word 
when he/she sees a job 
done according to 
established patient 
safety procedures 
(SMEA) 

       ,515 

(A6) We are actively 
doing things to 
improve patient safety 
(OL) 

    ,322   ,333 

(C5) In this unit, we 
discuss ways to 
prevent errors from 
happening again (FB) 

        

(A15) Patient safety is 
never sacrificed to get 
more work done 
(OPPS) 

        

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a. Rotation converged in 23 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 39: Initial and Extracted Communalities (7 factors, 42 items, 
Varimax rotation) 

HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,343 

(A2) We have enough staff to handle the workload (S) ,303 ,234 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,408 ,340 

(A4) In this unit, people treat each other with respect (TWWU) ,438 ,543 

(A5) Staff in this unit work longer hours than is best for patient care (negatively 
worded) (S) ,154 ,135 

(A6) We are actively doing things to improve patient safety (OL) ,334 ,357 

(A7) We use more agency/temporary staff than is best for patient care. (negatively 
worded) (S) ,205 ,175 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,307 ,367 

(A9) Mistakes have led to positive changes here (OL) ,190 ,152 

(A10) It is just by chance that more serious mistakes don’t happen around here 
(negatively worded) (OPPS) ,183 ,178 

(A11) When one area in this unit gets really busy, others help out (TWWU) ,259 ,199 



Appendices  538 

 

(A12) When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) (NPRE) ,317 ,316 

(A13) After we make changes to improve patient safety, we evaluate their 
effectiveness (OL) ,389 ,390 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,309 ,352 

(A15) Patient safety is never sacrificed to get more work done (OPPS) ,139 ,105 

(A16) Staff worry that mistakes they make are kept in their personnel 
file.(negatively worded) (NRP) ,299 ,381 

(A17) We have patient safety problems in this unit.(negatively worded) (OPPS) ,185 ,129 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,384 ,318 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,547 ,429 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,570 ,513 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,268 ,286 

(B4) My supervisor/manager overlooks patient safety problems that happen over 
and over. (negatively worded)  (SMEA) ,317 ,397 
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(C1) We are given feedback about changes put into place based on event reports 
(FB) ,366 ,412 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,369 ,327 

(C3) We are informed about errors that happen in this unit (FB) ,338 ,277 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,425 ,487 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,422 ,401 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,349 ,341 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,507 ,492 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,512 ,514 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,338 ,338 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,602 ,599 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,371 ,395 
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(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,263 ,266 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,340 ,359 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,487 ,425 

(D9) Hospital management seems interested in patient safety only after an adverse 
event happens. (negatively worded) (MS) ,409 ,398 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,616 ,666 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) ,411 ,410 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,528 ,545 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,651 ,769 

(E3) When a mistake is made that could harm the patient, but does not, how often is 
this reported? (FER) ,577 ,630 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 40: Total Variance Explained (7 factors, 42 items, Varimax 
rotation) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,050 19,167 19,167 3,897 9,278 9,278 

2 2,690 6,405 26,961 2,202 5,242 24,409 3,135 7,464 16,742 

3 2,277 5,421 32,382 1,682 4,006 28,415 2,627 6,256 22,998 

4 1,845 4,394 36,776 1,280 3,047 31,462 2,231 5,311 28,309 

5 1,655 3,940 40,716 1,068 2,542 34,004 1,850 4,404 32,713 

6 1,416 3,371 44,087 ,749 1,783 35,787 1,055 2,512 35,226 

7 1,317 3,137 47,223 ,661 1,575 37,362 ,897 2,136 37,362 

8 1,251 2,979 50,202       

9 1,129 2,688 52,890       

10 1,087 2,587 55,478       

11 1,023 2,435 57,913       

12 1,013 2,411 60,323       

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       

24 ,624 1,485 82,002       
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Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

25 ,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       

39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       

42 ,213 ,507 100,000       

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS
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Appendix 41: Rotated Factor Matrix (7 factors, 42 items, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 

(A4) In this unit, people treat each other with respect (TWWU) ,638       

(B2) My supervisor/manager seriously considers staff 
suggestions for improving patient safety (SMEA) ,623       

(B1) My supervisor/manager says a good word when he/she 
sees a job done according to established patient safety 
procedures (SMEA) 

,608       

(C4) Staff feel free to question the decisions or actions of those 
with more authority (CO) ,596       

(A1) People support one another in this unit (TWWU) ,506       

(C5) In this unit, we discuss ways to prevent errors from 
happening again (FB) ,500       

(C2) Staff will freely speak up if they see something that may 
negatively affect patient care (CO) ,474       

(A3) When a lot of work needs to be done quickly, we work 
together as a team to get the work done (TWWU) ,471       

(C6) Staff are afraid to ask questions when something does not 
seem right. (negatively worded) (CO) ,438       

(C3) We are informed about errors that happen in this unit (FB) ,341       

(A11) When one area in this unit gets really busy, others help 
out (TWWU)        

(A15) Patient safety is never sacrificed to get more work done 
(OPPS)        

(A9) Mistakes have led to positive changes here (OL)        

(D10) Hospital units work well together to provide the best 
care for patients (TWAU)  ,744      

(D4) There is good cooperation among hospital units that need 
to work together (TWAU)  ,684      

(D1) Hospital management provides a work climate that 
promotes patient safety (MS)  ,584      

(D2) Hospital units do not coordinate well with each other. 
(negatively worded) (TWAU)  ,531 ,341     
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 

(D8) The actions of hospital management show that patient 
safety is a top priority (MS)  ,506      

(A18) Our policies, procedures and systems are good at 
preventing errors from happening (OPPS) ,319 ,357      

(A13) After we make changes to improve patient safety, we 
evaluate their effectiveness (OL) ,356 ,356      

(A2) We have enough staff to handle the workload (S)  ,310      

(D5) Important patient care information is often lost during 
shift changes. (negatively worded) (HO)   ,603     

(D3) Things 'fall between the cracks' when transferring patients 
from one unit to another (negatively worded) (HO)   ,547     

(D7) Problems often occur in the exchange of information 
across hospital units. (negatively worded) (HO)   ,481     

(D11) Shift changes are problematic for patients in this 
hospital. (negatively worded) (HO)  ,306 ,464     

(D6) It is often unpleasant to work with staff from other 
hospital units. (negatively worded) (TWAU)   ,452     

(D9) Hospital management seems interested in patient safety 
only after an adverse event happens. (negatively worded) (MS)   ,451     

(B4) My supervisor/manager overlooks patient safety problems 
that happen over and over. (negatively worded) (SMEA)   ,397   ,382  

(B3) Whenever pressure builds up, my supervisor/manager 
wants us to work faster, even if it means taking shortcuts. 
(negatively worded) (SMEA) 

  ,388     

(E2) When a mistake is made, but has no potential to harm the 
patient, how often is this reported? (FER)    ,848    

(E3) When a mistake is made that could harm the patient, but 
does not, how often is this reported? (FER)    ,780    

(E1) When a mistake is made, but is caught and corrected 
before affecting the patient, how often is this reported? (FER)    ,720    

(A16) Staff worry that mistakes they make are kept in their 
personnel file. (negatively worded) (NRP)     ,580   

(A8) Staff feel like their mistakes are held (used) against them. 
(negatively worded) (NPRE)     ,551   
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 

(A14) We work in 'crisis mode', trying to do too much, too 
quickly (S)     ,519   

(A12) When an incident is reported, it feels like the person is 
being reported, not the problem. (negatively worded) (NPRE)     ,464   

(A10) It is just by chance that more serious mistakes don’t 
happen around here (negatively worded) (OPPS)     ,337   

(A5) Staff in this unit work longer hours than is best for patient 
care (negatively worded) (S)        

(A17) We have patient safety problems in this unit. (negatively 
worded) (OPPS)        

(A6) We are actively doing things to improve patient safety 
(OL) ,317     ,414  

(A7) We use more agency/temporary staff than is best for 
patient care. (negatively worded) (S)        

(C1) We are given feedback about changes put into place based 
on event reports (FB) ,322      ,398 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a. Rotation converged in 15 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS)
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Appendix 42: Seven Factors solution (Varimax rotation), structure and 
loading 

 

 

 

Number of 
Factor 

Items Items loading 
(<0.4) 

Strongly loading items 
(>0.4) 

1 A4-B2-B1-C4-A1-C5-C2-A3-
C6- C3-A18-A13-A6-C1 

C3-A18-A13-A6-
C1 

A4-B2-B1-C4-A1-C5-
C2-A3-C6 

2 A2-A13-A18-D11- D1-D2-D4-
D8-D10 

A2-A13-A18-D11 D1-D2-D4-D8-D10 

3 D2-B4-B3- D3-D5-D6-D7-
D11-D9 

D2-B4-B3 D3-D5-D6-D7-D11-
D9 

4 E1-E2-E3  E1-E2-E3 

5 A12-A14-A8-A16-A10 A10 A12-A14-A8-A16 

6 A6-B4 B4 A6 

7 C1 C1  
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Appendix 43: Pattern Matrix (7 factors, 42 items Oblique rotation) 

 
Pattern Matrixa 

HSOPSC Item 

Factor*

1* 2* 3* 4* 5* 6* 7*

(A1)!People!support!one!another!in!this!unit!
(TWWU)!      v

,328!  

(A3)!When!a!lot!of!work!needs!to!be!done!
quickly,!we!work!together!as!a!team!to!get!the!
work!done!(TWWU)!

    ,319!   

(A4)!In!this!unit,!people!treat!each!other!with!
respect!(TWWU)!      v

,407!
v
,425!

(A8)!Staff!feel!like!their!mistakes!are!held!
(used)!against!them.!(negatively!worded)!
(NPRE)!

   ,555!    

(A12)!When!an!incident!is!reported,!it!feels!like!
the!person!is!being!reported,!not!the!problem.!
(negatively!worded)!(NPRE)!

   ,436!    

(A14)!We!work!in!'crisis!mode',!trying!to!do!too!
much,!too!quickly!(S)!    ,518!    

(A16)!Staff!worry!that!mistakes!they!make!are!
kept!in!their!personnel!file.(negatively!worded)!
(NRP)!

   ,593!    

(B1)!My!supervisor/manager!says!a!good!word!
when!he/she!sees!a!job!done!according!to!
established!patient!safety!procedures!(SMEA)!

     v
,531!  

(B2)!My!supervisor/manager!seriously!
considers!staff!suggestions!for!improving!
patient!safety!(SMEA)!

     v
,475!  

(C2)!Staff!will!freely!speak!up!if!they!see!
something!that!may!negatively!affect!patient!
care!(CO)!

     v
,536!  

(C4)!Staff!feel!free!to!question!the!decisions!or!
actions!of!those!with!more!authority!(CO)!      v

,704!  

(C6)!Staff!are!afraid!to!ask!questions!when!
something!does!not!seem!right.!(negatively!
worded)!(CO)!

     v
,533!  
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(D1)!Hospital!management!provides!a!work!
climate!that!promotes!patient!safety!(MS)! ,583!       

(D2)!Hospital!units!do!not!coordinate!well!with!
each!other.!(negatively!worded)!(TWAU)! ,511!       

(D3)!Things!'fall!between!the!cracks'!when!
transferring!patients!from!one!unit!to!another!
(negatively!worded)!(HO)!

  ,562!     

(D4)!There!is!good!cooperation!among!hospital!
units!that!need!to!work!together!(TWAU)! ,711!       

(D5)!Important!patient!care!information!is!often!
lost!during!shift!changes.!(negatively!worded)!
(HO)!

  ,597!     

(D6)!It!is!often!unpleasant!to!work!with!staff!
from!other!hospital!units.!(negatively!worded)!
(TWAU)!

  ,451!     

(D7)!Problems!often!occur!in!the!exchange!of!
information!across!hospital!units.!(negatively!
worded)!(HO)!

  ,446!     

(D8)!The!actions!of!hospital!management!show!
that!patient!safety!is!a!top!priority!(MS)! ,501!       

(E1)!When!a!mistake!is!made,!but!is!caught!
and!corrected!before!affecting!the!patient,!how!
often!is!this!reported?!(FER)!

 ,742!      

(E2)!When!a!mistake!is!made,!but!has!no!
potential!to!harm!the!patient,!how!often!is!this!
reported?!(FER)!

 ,870!      

(E3)!When!a!mistake!is!made!that!could!harm!
the!patient,!but!does!not,!how!often!is!this!
reported?!(FER)!

 ,806!      

(A2)!We!have!enough!staff!to!handle!the!
workload!(S)! ,315!       

(A5)!Staff!in!this!unit!work!longer!hours!than!is!
best!for!patient!care!(negatively!worded)!(S)!        

(A6)!We!are!actively!doing!things!to!improve!
patient!safety!(OL)!     ,470!   

(A7)!We!use!more!agency/temporary!staff!than!
is!best!for!patient!care.!(negatively!worded)!(S)!        

(A9)!Mistakes!have!led!to!positive!changes!
here!(OL)!        
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(A10)!It!is!just!by!chance!that!more!serious!
mistakes!don’t!happen!around!here!(negatively!
worded)!(OPPS)!

   ,344!    

(A11)!When!one!area!in!this!unit!gets!really!
busy,!others!help!out!(TWWU)!        

(A13)!After!we!make!changes!to!improve!
patient!safety,!we!evaluate!their!effectiveness!
(OL)!

,302!       

(A15)!Patient!safety!is!never!sacrificed!to!get!
more!work!done!(OPPS)!        

(A17)!We!have!patient!safety!problems!in!this!
unit.!(negatively!worded)!(OPPS)!        

(A18)!Our!policies,!procedures!and!systems!are!
good!at!preventing!errors!from!happening!
(OPPS)!

,314!       

(B3)!Whenever!pressure!builds!up,!my!
supervisor/manager!wants!us!to!work!faster,!
even!if!it!means!taking!shortcuts.!(negatively!
worded)!(SMEA)!

  ,317!     

(B4)!My!supervisor/manager!overlooks!patient!
safety!problems!that!happen!over!and!over.!
(negatively!worded)!(SMEA)!

  ,306!  ,464!   

(C1)!We!are!given!feedback!about!changes!put!
into!place!based!on!event!reports!(FB)!      v

,380!  

(C3)!We!are!informed!about!errors!that!happen!
in!this!unit!(FB)!      v

,324!  

(C5)!In!this!unit,!we!discuss!ways!to!prevent!
errors!from!happening!again!(FB)!      v

,416!  

(D9)!Hospital!management!seems!interested!in!
patient!safety!only!after!an!adverse!event!
happens.!(negatively!worded)!(MS)!

  ,377!     

(D10)!Hospital!units!work!well!together!to!
provide!the!best!care!for!patients!(TWAU)! ,774!       

(D11)!Shift!changes!are!problematic!for!
patients!in!this!hospital.!(negatively!worded)!
(HO)!

  ,388!     

Extraction!Method:!Principal!Axis!Factoring.!!
!Rotation!Method:!Oblimin!with!Kaiser!Normalization.!
a.! Rotation!converged!in!26!iterations.!
Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— continuous improvement 
(OL),Teamwork within hospital units (TWWU), Teamwork across hospital units (TWAU), Communication openness (CO), 
Feedback and communication about error (FB), Non-punitive response to error (NPRE), Staffing (S), Hospital management 
support for patient safety (MS), Hospital handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions 
of patient safety (OPPS). 
!
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Appendix 44: Initial and Extracted Communalities (11 factors, 42 items, 
Varimax rotation) 

HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,424 

(A2) We have enough staff to handle the workload (S) ,303 ,412 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,408 ,603 

(A4) In this unit, people treat each other with respect (TWWU) ,438 ,554 

(A5) Staff in this unit work longer hours than is best for patient care (negatively 
worded) (S) ,154 ,142 

(A6) We are actively doing things to improve patient safety (OL) ,334 ,391 

(A7) We use more agency/temporary staff than is best for patient care. (negatively 
worded) (S) ,205 ,263 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,307 ,383 

(A9) Mistakes have led to positive changes here (OL) ,190 ,179 

(A10) It is just by chance that more serious mistakes don’t happen around here 
(negatively worded) (OPPS) ,183 ,219 

(A11) When one area in this unit gets really busy, others help out (TWWU) ,259 ,257 
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(A12) When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) (NPRE) ,317 ,389 

(A13) After we make changes to improve patient safety, we evaluate their 
effectiveness (OL) ,389 ,394 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,309 ,460 

(A15) Patient safety is never sacrificed to get more work done (OPPS) ,139 ,125 

(A16) Staff worry that mistakes they make are kept in their personnel 
file.(negatively worded) (NRP) ,299 ,398 

(A17) We have patient safety problems in this unit. (negatively worded) (OPPS) ,185 ,144 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,384 ,455 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,547 ,726 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,570 ,637 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,268 ,325 

(B4) My supervisor/manager overlooks patient safety problems that happen over and 
over. (negatively worded) (SMEA) ,317 ,435 
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(C1) We are given feedback about changes put into place based on event reports 
(FB) ,366 ,439 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,369 ,485 

(C3) We are informed about errors that happen in this unit (FB) ,338 ,393 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,425 ,545 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,422 ,404 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,349 ,388 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,507 ,549 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,512 ,558 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,338 ,399 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,602 ,682 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,371 ,471 
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(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,263 ,285 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,340 ,378 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,487 ,545 

(D9) Hospital management seems interested in patient safety only after an adverse 
event happens. (negatively worded) (MS) ,409 ,415 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,616 ,693 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) ,411 ,447 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,528 ,575 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,651 ,775 

(E3) When a mistake is made that could harm the patient, but does not, how often is 
this reported? (FER) ,577 ,649 

Extraction Method: Principal Axis Factoring. 
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Appendix 45: Total Variance Explained by 11 factors (42 items, Varimax 
rotation) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,121 19,337 19,337 2,430 5,785 5,785 

2 2,690 6,405 26,961 2,259 5,378 24,715 2,376 5,656 11,442 

3 2,277 5,421 32,382 1,735 4,131 28,846 2,214 5,271 16,712 

4 1,845 4,394 36,776 1,329 3,164 32,010 1,836 4,372 21,084 

5 1,655 3,940 40,716 1,130 2,691 34,701 1,754 4,176 25,260 

6 1,416 3,371 44,087 ,830 1,975 36,676 1,617 3,850 29,110 

7 1,317 3,137 47,223 ,713 1,697 38,373 1,602 3,814 32,923 

8 1,251 2,979 50,202 ,698 1,663 40,036 1,444 3,437 36,360 

9 1,129 2,688 52,890 ,649 1,545 41,580 1,266 3,013 39,374 

10 1,087 2,587 55,478 ,516 1,228 42,809 ,931 2,217 41,590 
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11 1,023 2,435 57,913 ,409 ,975 43,784 ,921 2,193 43,784 

12 1,013 2,411 60,323       

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       

24 ,624 1,485 82,002       
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25 ,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       
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39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       

42 ,213 ,507 100,000       

Extraction Method: Principal Axis Factoring. 
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Appendix 46: Rotated Factor Matrix (11 factors, 42 items, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(D4) There is good cooperation 
among hospital units that need to 
work together (TWAU) 

,738           

(D10) Hospital units work well 
together to provide the best care for 
patients (TWAU) 

,720           

(D2) Hospital units do not coordinate 
well with each other. (negatively 
worded) (TWAU) 

,559 ,332          

(D1) Hospital management provides a 
work climate that promotes patient 
safety (MS) 

,437          ,399 

(D5) Important patient care 
information is often lost during shift 
changes. (negatively worded) (HO) 

 ,630          

(D3) Things 'fall between the cracks' 
when transferring patients from one 
unit to another (negatively worded) 
(HO) 

 ,586          

(D7) Problems often occur in the 
exchange of information across 
hospital units. (negatively worded) 
(HO) 

 ,505          
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(D6) It is often unpleasant to work 
with staff from other hospital units. 
(negatively worded) (TWAU) 

 ,480          

(D11) Shift changes are problematic 
for patients in this hospital. 
(negatively worded) (HO) 

 ,417       ,305   

(D9) Hospital management seems 
interested in patient safety only after 
an adverse event happens. (negatively 
worded) (MS) 

 ,398          

(E2) When a mistake is made, but has 
no potential to harm the patient, how 
often is this reported? (FER) 

  ,848         

(E3) When a mistake is made that 
could harm the patient, but does not, 
how often is this reported? (FER) 

  ,784         

(E1) When a mistake is made, but is 
caught and corrected before affecting 
the patient, how often is this reported? 
(FER) 

  ,741         

(A3) When a lot of work needs to be 
done quickly, we work together as a 
team to get the work done (TWWU) 

   ,681        
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A4) In this unit, people treat each 
other with respect (TWWU)    ,584    ,359    

(A1) People support one another in 
this unit (TWWU)    ,559        

(A16) Staff worry that mistakes they 
make are kept in their personnel 
file.(negatively worded) (NRP) 

    ,577       

(A8) Staff feel like their mistakes are 
held (used) against them. (negatively 
worded) (NPRE) 

    ,562       

(A14) We work in 'crisis mode', trying 
to do too much, too quickly (S)     ,488     ,425  

(A12) When an incident is reported, it 
feels like the person is being reported, 
not the problem. (negatively worded) 
(NPRE) 

    ,474 ,327      

(A10) It is just by chance that more 
serious mistakes don’t happen around 
here (negatively worded) (OPPS) 

    ,337       

(A17) We have patient safety 
problems in this unit. (negatively 
worded) (OPPS) 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(C3) We are informed about errors 
that happen in this unit (FB)      ,489      

(A18) Our policies, procedures and 
systems are good at preventing errors 
from happening (OPPS) 

     ,450      

(C1) We are given feedback about 
changes put into place based on event 
reports (FB) 

     ,421      

(A9) Mistakes have led to positive 
changes here (OL)      ,335      

(A13) After we make changes to 
improve patient safety, we evaluate 
their effectiveness (OL) 

     ,320      

(C4) Staff feel free to question the 
decisions or actions of those with 
more authority (CO) 

      ,636     

(C2) Staff will freely speak up if they 
see something that may negatively 
affect patient care (CO) 

     ,335 ,554     

(C6) Staff are afraid to ask questions 
when something does not seem right. 
(negatively worded) (CO) 

      ,513     
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(C5) In this unit, we discuss ways to 
prevent errors from happening again 
(FB) 

      ,314     

(B1) My supervisor/manager says a 
good word when he/she sees a job 
done according to established patient 
safety procedures (SMEA) 

       ,745    

(B2) My supervisor/manager seriously 
considers staff suggestions for 
improving patient safety (SMEA) 

       ,583    

(B4) My supervisor/manager 
overlooks patient safety problems that 
happen over and over. (negatively 
worded) (SMEA) 

        ,552   

(A6) We are actively doing things to 
improve patient safety (OL)    ,359     ,379   

(A7) We use more agency/temporary 
staff than is best for patient care. 
(negatively worded) (S) 

        ,376   

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work 
faster, even if it means taking 
shortcuts. (negatively worded) 
(SMEA) 

 ,348       ,363   
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A5) Staff in this unit work longer 
hours than is best for patient care 
(negatively worded) (S) 

           

(A2) We have enough staff to handle 
the workload (S)          ,528  

(A11) When one area in this unit gets 
really busy, others help out (TWWU)          ,326  

(D8) The actions of hospital 
management show that patient safety 
is a top priority (MS) 

,371          ,494 

(A15) Patient safety is never 
sacrificed to get more work done 
(OPPS) 

           

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a. Rotation converged in 13 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 47: Eleven Factors solution (Varimax rotation), structure and 
loading  

Number of 
Factor 

Items Items loading 
(<0.4) 

Strongly loading 
(>0.4) 

1 D4-D10-D2-D1-D8 D8 D4-D10-D2-D1 

2 D5-D3-D7-D6-D11- B3-D2-D9 B3-D2-D9 D5-D3-D7-D6-D11 

3 E1-E2-E3  E1-E2-E3 

4 A3-A4-A1-A6 A6 A3-A4-A1 

5 A12-A14-A8-A16-A10 A10 A12-A14-A8-A16 

6 C3-A18-C1- A12-A9-A13-C2 A12-A9-A13-C2 C3-A18-C1 

7 C6-C2-C4-C5 C5 C6-C2-C4 

8 B1-B2-A4 A4 B1-B2 

9 B4- B3-A6-A7-D11 B3-A6-A7-D11 B4 

10 A14-A2-A11 A11 A14-A2 

11 D8-D1 D1 D8 
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Appendix 48: Pattern Matrix (11 factors, 42 items, Oblique rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(D4) There is good 
cooperation among 
hospital units that 
need to work 
together (TWAU) 

,762           

(D10) Hospital 
units work well 
together to provide 
the best care for 
patients (TWAU) 

,731           

(D2) Hospital units 
do not coordinate 
well with each 
other. (negatively 
worded) (TWAU) 

,545           

(D1) Hospital 
management 
provides a work 
climate that 
promotes patient 
safety (MS) 

,369         ,353  

(E2) When a 
mistake is made, 
but has no potential 
to harm the patient, 
how often is this 
reported? (FER) 

 ,864          
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(E3) When a 
mistake is made 
that could harm the 
patient, but does 
not, how often is 
this reported? 
(FER) 

 ,808          

(E1) When a 
mistake is made, 
but is caught and 
corrected before 
affecting the 
patient, how often 
is this reported? 
(FER) 

 ,762          

(D5) Important 
patient care 
information is 
often lost during 
shift changes. 
(negatively 
worded) (HO) 

  ,618         

(D3) Things 'fall 
between the cracks' 
when transferring 
patients from one 
unit to another 
(negatively 
worded) (HO) 

  ,584         
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(D6) It is often 
unpleasant to work 
with staff from 
other hospital 
units. (negatively 
worded) (TWAU) 

  ,481         

(D7) Problems 
often occur in the 
exchange of 
information across 
hospital units. 
(negatively 
worded) (HO) 

  ,456         

(D9) Hospital 
management seems 
interested in 
patient safety only 
after an adverse 
event happens. 
(negatively 
worded) (MS) 

           

(D11) Shift 
changes are 
problematic for 
patients in this 
hospital. 
(negatively 
worded) (HO) 

           

(A17) We have 
patient safety 
problems in this 
unit. (negatively 
worded) (OPPS) 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A16) Staff worry 
that mistakes they 
make are kept in 
their personnel file. 
(negatively 
worded) (NRP) 

   ,598        

(A8) Staff feel like 
their mistakes are 
held (used) against 
them. (negatively 
worded) (NPRE) 

   ,527        

(A12) When an 
incident is 
reported, it feels 
like the person is 
being reported, not 
the problem. 
(negatively 
worded) (NPRE) 

   ,432       -,334 

(A10) It is just by 
chance that more 
serious mistakes 
don’t happen 
around here 
(negatively 
worded) (OPPS) 

           

(B4) My 
supervisor/manager 
overlooks patient 
safety problems 
that happen over 
and over. 
(negatively 
worded) (SMEA) 

    ,564       
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(B3) Whenever 
pressure builds up, 
my 
supervisor/manager 
wants us to work 
faster, even if it 
means taking 
shortcuts. 
(negatively 
worded) (SMEA) 

    ,388       

(A7) We use more 
agency/temporary 
staff than is best 
for patient care. 
(negatively 
worded) (S) 

    ,375       

(A6) We are 
actively doing 
things to improve 
patient safety (OL) 

    ,330    ,329   

(A5) Staff in this 
unit work longer 
hours than is best 
for patient care 
(negatively 
worded) (S) 

           

(C4) Staff feel free 
to question the 
decisions or actions 
of those with more 
authority (CO) 

     -,623      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(C2) Staff will 
freely speak up if 
they see something 
that may negatively 
affect patient care 
(CO) 

     -,559      

(C6) Staff are 
afraid to ask 
questions when 
something does not 
seem right. 
(negatively 
worded) (CO) 

     -,516      

(C5) In this unit, 
we discuss ways to 
prevent errors from 
happening again 
(FB) 

           

(A2) We have 
enough staff to 
handle the 
workload (S) 

      ,520     

(A14) We work in 
'crisis mode', trying 
to do too much, too 
quickly (S) 

   ,406   ,451     
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A11) When one 
area in this unit 
gets really busy, 
others help out 
(TWWU) 

           

(B1) My 
supervisor/manager 
says a good word 
when he/she sees a 
job done according 
to established 
patient safety 
procedures 
(SMEA) 

       ,811    

(B2) My 
supervisor/manager 
seriously considers 
staff suggestions 
for improving 
patient safety 
(SMEA) 

       ,606    

(A3) When a lot of 
work needs to be 
done quickly, we 
work together as a 
team to get the 
work done 
(TWWU) 

        ,735   

(A1) People 
support one another 
in this unit 
(TWWU) 

        ,562   
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A4) In this unit, 
people treat each 
other with respect 
(TWWU) 

       ,339 ,526   

(D8) The actions of 
hospital 
management show 
that patient safety 
is a top priority 
(MS) 

,310         ,460  

(A15) Patient 
safety is never 
sacrificed to get 
more work done 
(OPPS) 

           

(C3) We are 
informed about 
errors that happen 
in this unit (FB) 

          -,472 

(A18) Our policies, 
procedures and 
systems are good at 
preventing errors 
from happening 
(OPPS) 

          -,402 

(C1) We are given 
feedback about 
changes put into 
place based on 
event reports (FB) 

          -,350 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 11 

(A9) Mistakes have 
led to positive 
changes here (OL) 

          -,310 

(A13) After we 
make changes to 
improve patient 
safety, we evaluate 
their effectiveness 
(OL) 

           

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a. Rotation converged in 24 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 49: Initial and Extracted Communalities (10 factors, 42 items, 
Varimax rotation) 
HSOPSC Item 

 Initial Extraction 

(A1) People support one another in this unit (TWWU) ,368 ,354 

(A2) We have enough staff to handle the workload (S) ,303 ,420 

(A3) When a lot of work needs to be done quickly, we work together as a team to 
get the work done (TWWU) ,408 ,592 

(A4) In this unit, people treat each other with respect (TWWU) ,438 ,530 

(A5) Staff in this unit work longer hours than is best for patient care (negatively 
worded) (S) ,154 ,133 

(A6) We are actively doing things to improve patient safety (OL) ,334 ,378 

(A7) We use more agency/temporary staff than is best for patient care. (negatively 
worded) (S) ,205 ,239 

(A8) Staff feel like their mistakes are held (used) against them. (negatively worded) 
(NPRE) ,307 ,385 

(A9) Mistakes have led to positive changes here (OL) ,190 ,163 

(A10) It is just by chance that more serious mistakes don’t happen around here 
(negatively worded) (OPPS) ,183 ,216 

(A11) When one area in this unit gets really busy, others help out (TWWU) ,259 ,257 

(A12) When an incident is reported, it feels like the person is being reported, not the 
problem. (negatively worded) (NPRE) ,317 ,336 

(A13) After we make changes to improve patient safety, we evaluate their 
effectiveness (OL) ,389 ,394 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,309 ,430 

(A15) Patient safety is never sacrificed to get more work done (OPPS) ,139 ,115 

(A16) Staff worry that mistakes they make are kept in their personnel 
file.(negatively worded) (NRP) ,299 ,396 

(A17) We have patient safety problems in this unit. (negatively worded) (OPPS) ,185 ,143 

(A18) Our policies, procedures and systems are good at preventing errors from 
happening (OPPS) ,384 ,433 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,547 ,742 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,570 ,612 
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HSOPSC Item 

 Initial Extraction 

(B3) Whenever pressure builds up, my supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively worded) (SMEA) ,268 ,323 

(B4) My supervisor/manager overlooks patient safety problems that happen over and 
over. (negatively worded) (SMEA) ,317 ,387 

(C1) We are given feedback about changes put into place based on event reports 
(FB) ,366 ,435 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,369 ,500 

(C3) We are informed about errors that happen in this unit (FB) ,338 ,342 

(C4) Staff feel free to question the decisions or actions of those with more authority 
(CO) ,425 ,506 

(C5) In this unit, we discuss ways to prevent errors from happening again (FB) ,422 ,407 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,349 ,344 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,507 ,538 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,512 ,560 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,338 ,401 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,602 ,677 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,371 ,477 

(D6) It is often unpleasant to work with staff from other hospital units. (negatively 
worded) (TWAU) ,263 ,273 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,340 ,369 

(D8) The actions of hospital management show that patient safety is a top priority 
(MS) ,487 ,550 

(D9) Hospital management seems interested in patient safety only after an adverse 
event happens. (negatively worded) (MS) ,409 ,416 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,616 ,671 
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HSOPSC Item 

 Initial Extraction 

(D11) Shift changes are problematic for patients in this hospital. (negatively 
worded) (HO) ,411 ,438 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,528 ,575 

(E2) When a mistake is made, but has no potential to harm the patient, how often is 
this reported? (FER) ,651 ,773 

(E3) When a mistake is made that could harm the patient, but does not, how often is 
this reported? (FER) ,577 ,647 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 50: Total Variance Explained (10 factors, 42 items, Varimax 
rotation) 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

1 8,634 20,556 20,556 8,110 19,309 19,309 2,650 6,310 6,310 

2 2,690 6,405 26,961 2,248 5,353 24,662 2,229 5,308 11,618 

3 2,277 5,421 32,382 1,727 4,111 28,773 2,216 5,277 16,895 

4 1,845 4,394 36,776 1,316 3,134 31,907 2,035 4,845 21,740 

5 1,655 3,940 40,716 1,116 2,656 34,564 1,963 4,673 26,413 

6 1,416 3,371 44,087 ,814 1,938 36,502 1,854 4,414 30,827 

7 1,317 3,137 47,223 ,704 1,676 38,178 1,436 3,418 34,245 

8 1,251 2,979 50,202 ,691 1,646 39,824 1,366 3,253 37,498 

9 1,129 2,688 52,890 ,639 1,520 41,345 1,229 2,927 40,425 

10 1,087 2,587 55,478 ,511 1,217 42,562 ,897 2,137 42,562 

11 1,023 2,435 57,913       

12 1,013 2,411 60,323       

13 ,942 2,243 62,566       

14 ,932 2,218 64,784       

15 ,872 2,077 66,861       

16 ,807 1,921 68,782       

17 ,790 1,882 70,664       

18 ,751 1,788 72,453       

19 ,734 1,749 74,201       

20 ,708 1,685 75,886       

21 ,669 1,593 77,479       

22 ,646 1,537 79,016       

23 ,630 1,500 80,516       

24 ,624 1,485 82,002       



Appendices  578 

 

Factor 

Initial Eigenvalues 
Extraction Sums of Squared 

Loadings 
Rotation Sums of Squared 

Loadings 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% 

25 ,597 1,422 83,424       

26 ,561 1,336 84,760       

27 ,540 1,286 86,046       

28 ,507 1,207 87,253       

29 ,501 1,193 88,446       

30 ,490 1,167 89,613       

31 ,472 1,125 90,737       

32 ,459 1,093 91,831       

33 ,435 1,036 92,867       

34 ,419 ,999 93,865       

35 ,407 ,970 94,836       

36 ,396 ,944 95,779       

37 ,376 ,895 96,674       

38 ,344 ,819 97,493       

39 ,311 ,739 98,232       

40 ,275 ,656 98,888       

41 ,254 ,605 99,493       

42 ,213 ,507 100,000       

Extraction Method: Principal Axis Factoring. %, Percentage. 
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Appendix 51: Rotated Factor Matrix (10 factors, 42 items, Varimax rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(D8) The actions of hospital management 
show that patient safety is a top priority 
(MS) 

,646          

(D1) Hospital management provides a work 
climate that promotes patient safety (MS) ,567          

(D10) Hospital units work well together to 
provide the best care for patients (TWAU) ,533       ,509   

(A18) Our policies, procedures and systems 
are good at preventing errors from 
happening (OPPS) 

,510          

(A13) After we make changes to improve 
patient safety, we evaluate their 
effectiveness (OL) 

,386          

(A9) Mistakes have led to positive changes 
here (OL)           

(D5) Important patient care information is 
often lost during shift changes. (negatively 
worded) (HO) 

 ,639         

(D3) Things 'fall between the cracks' when 
transferring patients from one unit to 
another (negatively worded) (HO) 

 ,589         

(D6) It is often unpleasant to work with staff 
from other hospital units. (negatively 
worded) (TWAU) 

 ,468         

(D7) Problems often occur in the exchange 
of information across hospital units. 
(negatively worded) (HO) 

 ,465         

(D9) Hospital management seems interested 
in patient safety only after an adverse event 
happens. (negatively worded) (MS) 

,377 ,379         

(E2) When a mistake is made, but has no 
potential to harm the patient, how often is 
this reported? (FER) 

  ,848        

(E3) When a mistake is made that could 
harm the patient, but does not, how often is 
this reported? (FER) 

  ,785        
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(E1) When a mistake is made, but is caught 
and corrected before affecting the patient, 
how often is this reported? (FER) 

  ,741        

(A3) When a lot of work needs to be done 
quickly, we work together as a team to get 
the work done (TWWU) 

   ,698       

(A4) In this unit, people treat each other 
with respect (TWWU)    ,562   ,369    

(A1) People support one another in this unit 
(TWWU)    ,489       

(A6) We are actively doing things to 
improve patient safety (OL) ,315   ,449       

(A15) Patient safety is never sacrificed to 
get more work done (OPPS)           

(C2) Staff will freely speak up if they see 
something that may negatively affect patient 
care (CO) 

    ,641      

(C4) Staff feel free to question the decisions 
or actions of those with more authority (CO)     ,565      

(C1) We are given feedback about changes 
put into place based on event reports (FB)     ,446      

(C6) Staff are afraid to ask questions when 
something does not seem right. (negatively 
worded) (CO) 

    ,443      

(C3) We are informed about errors that 
happen in this unit (FB)     ,404      

(C5) In this unit, we discuss ways to prevent 
errors from happening again (FB)    ,301 ,349      

(A8) Staff feel like their mistakes are held 
(used) against them. (negatively worded) 
(NPRE) 

     ,572     

(A16) Staff worry that mistakes they make 
are kept in their personnel file. (negatively 
worded) (NRP) 

     ,568     

(A14) We work in 'crisis mode', trying to do 
too much, too quickly (S)      ,506    ,379 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(A12) When an incident is reported, it feels 
like the person is being reported, not the 
problem. (negatively worded) (NPRE) 

     ,456     

(A10) It is just by chance that more serious 
mistakes don’t happen around here 
(negatively worded) (OPPS) 

     ,359     

(A5) Staff in this unit work longer hours 
than is best for patient care (negatively 
worded) (S) 

          

(A17) We have patient safety problems in 
this unit. (negatively worded) (OPPS)           

(B1) My supervisor/manager says a good 
word when he/she sees a job done according 
to established patient safety procedures 
(SMEA) 

      ,760    

(B2) My supervisor/manager seriously 
considers staff suggestions for improving 
patient safety (SMEA) 

   ,339   ,555    

(D4) There is good cooperation among 
hospital units that need to work together 
(TWAU) 

,366       ,635   

(D2) Hospital units do not coordinate well 
with each other. (negatively worded) 
(TWAU) 

,307 ,322      ,492   

(B4) My supervisor/manager overlooks 
patient safety problems that happen over and 
over. (negatively worded) (SMEA) 

        ,484  

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work faster, 
even if it means taking shortcuts. (negatively 
worded) (SMEA) 

 ,308       ,439  

(D11) Shift changes are problematic for 
patients in this hospital. (negatively worded) 
(HO) 

 ,349       ,409  

(A2) We have enough staff to handle the 
workload (S)          ,540 

(A11) When one area in this unit gets really 
busy, others help out (TWWU)          ,328 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(A7) We use more agency/temporary staff 
than is best for patient care. (negatively 
worded) (S) 

          

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Varimax with Kaiser Normalization. 

a.! Rotation converged in 12 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 52: Ten Factors solution (Varimax rotation), structure and loading  

Number of 
Factor 

Items Loading (<0.4) Strongly loading 
(>0.4) 

1 D8-D1-D10-A18- A13-D9-A6-
D4-D2 

A13-D9-A6-D4-D2 D8-D1-D10-A18 

2 D6-D7-D3-D5- D11-B3-D2-D9 D11-B3-D2-D9 D6-D7-D3-D5 

3 E1-E2-E3  E1-E2-E3 

4 A3-A4-A1-A6- B2-C5 B2-C5 A3-A4-A1-A6 

5 C2-C4-C1-C6-C3-C5 C5 C2-C4-C1-C6-C3 

6 A12-A14-A16-A8-A10 A10 A12-A14-A16-A8 

7 B1-B2-A4 A4 B1-B2 

8 D2-D4-D10  D2-D4-D10 

9 B3-B4-D11  B3-B4-D11 

10 A2- A11-A14 A11-A14 A2 
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Appendix 53: Pattern Matrix (10 Factors, 42 items, Oblique Rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(D8) The actions of hospital 
management show that patient safety is 
a top priority (MS) 

,562          

(D1) Hospital management provides a 
work climate that promotes patient 
safety (MS) 

,419          

(A18) Our policies, procedures and 
systems are good at preventing errors 
from happening (OPPS) 

,371       ,331   

(E2) When a mistake is made, but has 
no potential to harm the patient, how 
often is this reported? (FER) 

 ,868         

(E3) When a mistake is made that could 
harm the patient, but does not, how 
often is this reported? (FER) 

 ,813         

(E1) When a mistake is made, but is 
caught and corrected before affecting 
the patient, how often is this reported? 
(FER) 

 ,765         

(D5) Important patient care information 
is often lost during shift changes. 
(negatively worded) (HO) 

  ,635        
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(D3) Things 'fall between the cracks' 
when transferring patients from one unit 
to another (negatively worded) (HO) 

  ,585        

(D6) It is often unpleasant to work with 
staff from other hospital units. 
(negatively worded) (TWAU) 

  ,457        

(D7) Problems often occur in the 
exchange of information across hospital 
units. (negatively worded) (HO) 

  ,421        

(D9) Hospital management seems 
interested in patient safety only after an 
adverse event happens. (negatively 
worded) (MS) 

          

(A16) Staff worry that mistakes they 
make are kept in their personnel file. 
(negatively worded) (NRP) 

   ,603       

(A8) Staff feel like their mistakes are 
held (used) against them. (negatively 
worded) (NPRE) 

   ,558       

(A14) We work in 'crisis mode', trying 
to do too much, too quickly (S)    ,500   ,362    
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(A12) When an incident is reported, it 
feels like the person is being reported, 
not the problem. (negatively worded) 
(NPRE) 

   ,411       

(A10) It is just by chance that more 
serious mistakes don’t happen around 
here (negatively worded) (OPPS) 

   ,318       

(A5) Staff in this unit work longer 
hours than is best for patient care 
(negatively worded) (S) 

          

(A17) We have patient safety problems 
in this unit. (negatively worded) (OPPS)           

(A15) Patient safety is never sacrificed 
to get more work done (OPPS)           

(B4) My supervisor/manager overlooks 
patient safety problems that happen 
over and over. (negatively worded) 
(SMEA) 

    ,460      

(B3) Whenever pressure builds up, my 
supervisor/manager wants us to work 
faster, even if it means taking shortcuts. 
(negatively worded) (SMEA) 

    ,437      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(D11) Shift changes are problematic for 
patients in this hospital. (negatively 
worded) (HO) 

    ,387      

(A13) After we make changes to 
improve patient safety, we evaluate 
their effectiveness (OL) 

          

(C2) Staff will freely speak up if they 
see something that may negatively 
affect patient care (CO) 

     -
,690     

(C4) Staff feel free to question the 
decisions or actions of those with more 
authority (CO) 

     -
,521     

(C1) We are given feedback about 
changes put into place based on event 
reports (FB) 

     -
,438     

(C6) Staff are afraid to ask questions 
when something does not seem right. 
(negatively worded) (CO) 

     -
,422     

(C3) We are informed about errors that 
happen in this unit (FB)      -

,404     

(C5) In this unit, we discuss ways to 
prevent errors from happening again 
(FB) 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(A9) Mistakes have led to positive 
changes here (OL)           

(A2) We have enough staff to handle 
the workload (S)       ,532    

(A7) We use more agency/temporary 
staff than is best for patient care. 
(negatively worded) (S) 

          

(A11) When one area in this unit gets 
really busy, others help out (TWWU)           

(B1) My supervisor/manager says a 
good word when he/she sees a job done 
according to established patient safety 
procedures (SMEA) 

       ,878   

(B2) My supervisor/manager seriously 
considers staff suggestions for 
improving patient safety (SMEA) 

       ,623   

(A3) When a lot of work needs to be 
done quickly, we work together as a 
team to get the work done (TWWU) 

        ,747  

(A6) We are actively doing things to 
improve patient safety (OL)         ,453  
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 9 10 

(A4) In this unit, people treat each other 
with respect (TWWU)        ,414 ,441  

(A1) People support one another in this 
unit (TWWU)         ,428  

(D4) There is good cooperation among 
hospital units that need to work together 
(TWAU) 

         -
,705 

(D10) Hospital units work well together 
to provide the best care for patients 
(TWAU) 

         -
,615 

(D2) Hospital units do not coordinate 
well with each other. (negatively 
worded) (TWAU) 

         -
,530 

Extraction Method: Principal Axis Factoring.  

 Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 37 iterations. 
Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 54: Initial and Extracted Communalities (8 factors, 27 items, 
Oblique rotation) 
 

HSOPSC Item 
Initial Extraction 

(A1) People support one another in this unit (TWWU) ,357 ,492 

(A3) When a lot of work needs to be done quickly, we work together as a 
team to get the work done (TWWU) ,308 ,408 

(A4) In this unit, people treat each other with respect (TWWU) ,410 ,531 

(A8) Staff feel like their mistakes are held (used) against them. (negatively 
worded) (NPRE) ,259 ,344 

(A12) When an incident is reported, it feels like the person is being 
reported, not the problem. (negatively worded) (NPRE) ,290 ,321 

(A14) We work in 'crisis mode', trying to do too much, too quickly (S) ,209 ,241 

(A16) Staff worry that mistakes they make are kept in their personnel file. 
(negatively worded) (NRP) ,266 ,407 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,493 ,707 

(B2) My supervisor/manager seriously considers staff suggestions for 
improving patient safety (SMEA) ,556 ,644 

(C2) Staff will freely speak up if they see something that may negatively 
affect patient care (CO) ,320 ,495 

(C4) Staff feel free to question the decisions or actions of those with more 
authority (CO) ,380 ,444 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,323 ,362 

(D1) Hospital management provides a work climate that promotes patient 
safety (MS) ,473 ,552 

(D2) Hospital units do not coordinate well with each other. (negatively 
worded) (TWAU) ,480 ,525 

(D3) Things 'fall between the cracks' when transferring patients from one 
unit to another (negatively worded) (HO) ,306 ,450 

(D4) There is good cooperation among hospital units that need to work 
together (TWAU) ,593 ,765 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,338 ,469 
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HSOPSC Item 
Initial Extraction 

(D6) It is often unpleasant to work with staff from other hospital units. 
(negatively worded) (TWAU) ,255 ,290 

(D7) Problems often occur in the exchange of information across hospital 
units. (negatively worded) (HO) ,275 ,312 

(D8) The actions of hospital management show that patient safety is a top 
priority (MS) ,441 ,544 

(D10) Hospital units work well together to provide the best care for patients 
(TWAU) ,601 ,678 

(E1) When a mistake is made, but is caught and corrected before affecting 
the patient, how often is this reported? (FER) ,517 ,597 

(E2) When a mistake is made, but has no potential to harm the patient, how 
often is this reported? (FER) ,625 ,757 

(E3) When a mistake is made that could harm the patient, but does not, how 
often is this reported? (FER) ,540 ,642 

(B4) My supervisor/manager overlooks patient safety problems that happen 
over and over. (negatively worded) (SMEA) ,198 ,200 

(C1) We are given feedback about changes put into place based on event 
reports (FB) ,335 ,359 

(C3) We are informed about errors that happen in this unit (FB) ,282 ,288 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
 
 
 
 
 
 
 
 



Appendices  592 

 

Appendix 55: Total Variance Explained (8 factors, 27 items, Oblique 
rotation) 

Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 

Loadingsa 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 

1 6,281 23,265 23,265 5,798 21,475 21,475 2,683 

2 2,495 9,242 32,507 2,096 7,764 29,239 2,520 

3 1,843 6,827 39,334 1,346 4,987 34,226 2,747 

4 1,658 6,140 45,474 1,059 3,922 38,148 2,293 

5 1,410 5,221 50,695 ,917 3,397 41,545 3,082 

6 1,207 4,471 55,166 ,655 2,424 43,969 2,778 

7 1,000 3,704 58,870 ,519 1,922 45,891 3,016 

8 ,946 3,505 62,375 ,433 1,602 47,493 2,241 

9 ,922 3,416 65,792     

10 ,873 3,232 69,023     

11 ,760 2,816 71,839     

12 ,694 2,571 74,410     

13 ,676 2,503 76,913     

14 ,645 2,389 79,302     

15 ,602 2,230 81,532     

16 ,589 2,180 83,712     

17 ,547 2,027 85,739     

18 ,511 1,892 87,631     

19 ,482 1,787 89,417     

20 ,454 1,680 91,098     

21 ,453 1,676 92,774     

22 ,414 1,532 94,306     

23 ,380 1,407 95,713     
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24 ,350 1,297 97,010     

25 ,305 1,129 98,139     

26 ,275 1,019 99,158     

27 ,227 ,842 100,000     

Extraction Method: Principal Axis Factoring. 

a. When factors are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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Appendix 56: Pattern Matrix (8 factors, 27 items, Oblique rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D4) There is good 
cooperation among 
hospital units that 
need to work together 
(TWAU) 

,773        

(D10) Hospital units 
work well together to 
provide the best care 
for patients (TWAU) 

,594       -,332 

(D2) Hospital units do 
not coordinate well 
with each other. 
(negatively worded) 
(TWAU) 

,455        

(E2) When a mistake 
is made, but has no 
potential to harm the 
patient, how often is 
this reported? (FER) 

 ,853       

(E3) When a mistake 
is made that could 
harm the patient, but 
does not, how often is 
this reported? (FER) 

 ,788       

(E1) When a mistake 
is made, but is caught 
and corrected before 
affecting the patient, 
how often is this 
reported? (FER) 

 ,777       

(D3) Things 'fall 
between the cracks' 
when transferring 
patients from one unit 
to another (negatively 
worded) (HO) 

  -,670      

(D5) Important patient 
care information is 
often lost during shift 
changes. (negatively 
worded) (HO) 

  -,652      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D6) It is often 
unpleasant to work 
with staff from other 
hospital units. 
(negatively worded) 
(TWAU) 

  -,482      

(D7) Problems often 
occur in the exchange 
of information across 
hospital units. 
(negatively worded) 
(HO) 

  -,432      

(B4) My 
supervisor/manager 
overlooks patient 
safety problems that 
happen over and over. 
(negatively worded) 
(SMEA) 

  -,312      

(A16) Staff worry that 
mistakes they make 
are kept in their 
personnel file. 
(negatively worded) 
(NRP) 

   ,637     

(A8) Staff feel like 
their mistakes are held 
(used) against them. 
(negatively worded) 
(NPRE) 

   ,548     

(A14) We work in 
'crisis mode', trying to 
do too much, too 
quickly (S) 

   ,489     

(A12) When an 
incident is reported, it 
feels like the person is 
being reported, not the 
problem. (negatively 
worded) (NPRE) 

   ,482     
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(B1) My 
supervisor/manager 
says a good word 
when he/she sees a job 
done according to 
established patient 
safety procedures 
(SMEA) 

    ,842    

(B2) My 
supervisor/manager 
seriously considers 
staff suggestions for 
improving patient 
safety (SMEA) 

    ,650    

(C2) Staff will freely 
speak up if they see 
something that may 
negatively affect 
patient care (CO) 

     -,669   

(C4) Staff feel free to 
question the decisions 
or actions of those 
with more authority 
(CO) 

     -,457   

(C1) We are given 
feedback about 
changes put into place 
based on event reports 
(FB) 

     -,415   

(C6) Staff are afraid to 
ask questions when 
something does not 
seem right. 
(negatively worded) 
(CO) 

     -,414   

(C3) We are informed 
about errors that 
happen in this unit 
(FB) 

     -,364   

(A1) People support 
one another in this 
unit (TWWU) 

      ,691  
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(A3) When a lot of 
work needs to be done 
quickly, we work 
together as a team to 
get the work done 
(TWWU) 

      ,625  

(A4) In this unit, 
people treat each other 
with respect (TWWU) 

      ,593  

(D8) The actions of 
hospital management 
show that patient 
safety is a top priority 
(MS) 

       -,610 

(D1) Hospital 
management provides 
a work climate that 
promotes patient 
safety (MS) 

       -,524 

Extraction Method: Principal Axis Factoring. Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 24 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 57: Initial and Extracted Communalities (8 factors 24 items 
Oblique rotation) 
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Appendix 58: Total Variance Explained (8 factors, 24 items Oblique rotation) 

Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 

Loadingsa 

Total 
% of 

Variance 
Cumulative 

% Total 
% of 

Variance 
Cumulative 

% Total 

1 5,532 23,048 23,048 5,046 21,024 21,024 2,719 

2 2,461 10,255 33,304 2,074 8,640 29,664 2,383 

3 1,813 7,552 40,856 1,287 5,361 35,025 2,324 

4 1,623 6,764 47,620 1,027 4,280 39,305 2,161 

5 1,194 4,974 52,595 ,684 2,849 42,154 1,815 

6 1,128 4,699 57,294 ,592 2,466 44,619 2,277 

7 ,949 3,954 61,248 ,507 2,112 46,731 2,740 

8 ,916 3,816 65,065 ,404 1,684 48,415 2,412 

9 ,823 3,430 68,494     

10 ,812 3,385 71,879     

11 ,737 3,073 74,952     

12 ,663 2,762 77,714     

13 ,602 2,509 80,223     

14 ,588 2,450 82,674     

15 ,551 2,296 84,970     

16 ,535 2,230 87,200     

17 ,503 2,094 89,294     

18 ,462 1,925 91,219     

19 ,436 1,818 93,037     
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20 ,398 1,660 94,696     

21 ,369 1,537 96,234     

22 ,351 1,463 97,697     

23 ,299 1,245 98,941     

24 ,254 1,059 100,000     

Extraction Method: Principal Axis Factoring. 

a. When factors are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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Appendix 59: Pattern Matrix (8 factors, 24 items, Oblique rotation) 

HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(B1) My 
supervisor/manager 
says a good word 
when he/she sees a job 
done according to 
established patient 
safety procedures 
(SMEA) 

,823        

(B2) My 
supervisor/manager 
seriously considers 
staff suggestions for 
improving patient 
safety (SMEA) 

,629        

(E2) When a mistake 
is made, but has no 
potential to harm the 
patient, how often is 
this reported? (FER) 

 ,855       

(E3) When a mistake 
is made that could 
harm the patient, but 
does not, how often is 
this reported? (FER) 

 ,788       

(E1) When a mistake 
is made, but is caught 
and corrected before 
affecting the patient, 
how often is this 
reported? (FER) 

 ,774       

(D3) Things 'fall 
between the cracks' 
when transferring 
patients from one unit 
to another (negatively 
worded) (HO) 

  ,643      

(D5) Important patient 
care information is 
often lost during shift 
changes. (negatively 
worded) (HO) 

  ,634      
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D6) It is often 
unpleasant to work 
with staff from other 
hospital units. 
(negatively worded) 
(TWAU) 

  ,512      

(D7) Problems often 
occur in the exchange 
of information across 
hospital units. 
(negatively worded) 
(HO) 

  ,426      

(A16) Staff worry that 
mistakes they make 
are kept in their 
personnel 
file.(negatively 
worded) (NRP) 

   ,618     

(A8) Staff feel like 
their mistakes are held 
(used) against them. 
(negatively worded) 
(NPRE) 

   ,569     

(A14) We work in 
'crisis mode', trying to 
do too much, too 
quickly (S) 

   ,482     

(A12) When an 
incident is reported, it 
feels like the person is 
being reported, not the 
problem. (negatively 
worded) (NPRE) 

   ,476     

(D4) There is good 
cooperation among 
hospital units that need 
to work together 
(TWAU) 

    -,590    

(D2) Hospital units do 
not coordinate well 
with each other. 
(negatively worded) 
(TWAU) 

    -,491    
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(C2) Staff will freely 
speak up if they see 
something that may 
negatively affect 
patient care (CO) 

     -,600   

(C4) Staff feel free to 
question the decisions 
or actions of those 
with more authority 
(CO) 

     -,508   

(C6) Staff are afraid to 
ask questions when 
something does not 
seem right. (negatively 
worded) (CO) 

     -,500   

(C1) We are given 
feedback about 
changes put into place 
based on event reports 
(FB) 

     -,367   

(A1) People support 
one another in this unit 
(TWWU) 

      ,676  

(A3) When a lot of 
work needs to be done 
quickly, we work 
together as a team to 
get the work done 
(TWWU) 

      ,621  

(A4) In this unit, 
people treat each other 
with respect (TWWU) 

      ,587  

(D1) Hospital 
management provides 
a work climate that 
promotes patient 
safety (MS) 

 

 

       ,705 
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HSOPSC Item 

Factor 

1 2 3 4 5 6 7 8 

(D8) The actions of 
hospital management 
show that patient 
safety is a top priority 
(MS) 

       ,567 

Extraction Method: Principal Axis Factoring.  

Rotation Method: Oblimin with Kaiser Normalization. 

a.! Rotation converged in 15 iterations. 

Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 60: Pattern Matrix (8 factors, 22 items, Oblique rotation) 

 
Supervisor/manager expectations & actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs & transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 61: Communalities of the final EFA solution (8 factors) 
HSOPSC Item Initial Extraction 

(A1) People support one another in this unit (TWWU) ,354 ,504 

(A3) When a lot of work needs to be done quickly, we work together as a team 
to get the work done (TWWU) ,298 ,418 

(A4) In this unit, people treat each other with respect (TWWU) ,404 ,520 

(A8) Staff feel like their mistakes are held (used) against them. (negatively 
worded) (NPRE) ,236 ,366 

(A12) When an incident is reported, it feels like the person is being reported, not 
the problem. (negatively worded) (NPRE) ,234 ,330 

(A16) Staff worry that mistakes they make are kept in their personnel 
file.(negatively worded) (NRPE) ,228 ,352 

(B1) My supervisor/manager says a good word when he/she sees a job done 
according to established patient safety procedures (SMEA) ,476 ,707 

(B2) My supervisor/manager seriously considers staff suggestions for improving 
patient safety (SMEA) ,550 ,646 

(C2) Staff will freely speak up if they see something that may negatively affect 
patient care (CO) ,259 ,364 

(C4) Staff feel free to question the decisions or actions of those with more 
authority (CO) ,358 ,498 

(C6) Staff are afraid to ask questions when something does not seem right. 
(negatively worded) (CO) ,317 ,471 

(D1) Hospital management provides a work climate that promotes patient safety 
(MS) ,452 ,653 

(D2) Hospital units do not coordinate well with each other. (negatively worded) 
(TWAU) ,473 ,587 

(D3) Things 'fall between the cracks' when transferring patients from one unit to 
another (negatively worded) (HO) ,282 ,410 

(D4) There is good cooperation among hospital units that need to work together 
(TWAU) ,455 ,632 

(D5) Important patient care information is often lost during shift changes. 
(negatively worded) (HO) ,324 ,482 

(D6) It is often unpleasant to work with staff from other hospital units. 
(negatively worded) (TWAU) ,251 ,316 

(D7) Problems often occur in the exchange of information across hospital units. 
(negatively worded) (HO) ,264 ,308 
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HSOPSC Item Initial Extraction 

(D8) The actions of hospital management show that patient safety is a top 
priority (MS) ,373 ,472 

(E1) When a mistake is made, but is caught and corrected before affecting the 
patient, how often is this reported? (FER) ,506 ,592 

(E2) When a mistake is made, but has no potential to harm the patient, how often 
is this reported? (FER) ,613 ,772 

(E3) When a mistake is made that could harm the patient, but does not, how 
often is this reported? (FER) ,535 ,642 

Extraction Method: Principal Axis Factoring. 

Supervisor/manager expectations and actions promoting safety (SMEA), Organisational learning— 
continuous improvement (OL),Teamwork within hospital units (TWWU), Teamwork across hospital units 
(TWAU), Communication openness (CO), Feedback and communication about error (FB), Non-punitive 
response to error (NPRE), Staffing (S), Hospital management support for patient safety (MS), Hospital 
handoffs and transitions (HO), Frequency of incident reporting (FER), Overall perceptions of patient safety 
(OPPS). 
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Appendix 62: Total variance explained by 8 factors within final EFA solution 

Factor 

Initial Eigenvalues Extraction Sums of Squared Loadings 

Rotation 
Sums of 
Squared 
Loadingsa 

Total 
% of 
Variance 

Cumulative 
% Total 

% of 
Variance 

Cumulative 
% Total 

1 5,257 23,895 23,895 4,784 21,748 21,748 2,636 

2 2,431 11,048 34,943 2,053 9,330 31,078 2,276 

3 1,752 7,962 42,905 1,250 5,681 36,759 2,287 

4 1,446 6,572 49,477 ,871 3,957 40,716 1,997 

5 1,172 5,328 54,805 ,673 3,060 43,776 1,919 

6 1,051 4,778 59,583 ,517 2,349 46,125 2,549 

7 ,942 4,284 63,867 ,504 2,290 48,414 2,300 

8 ,890 4,044 67,911 ,393 1,788 50,203 2,267 

9 ,757 3,441 71,351     

10 ,729 3,314 74,665     
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11 ,661 3,007 77,671     

12 ,639 2,905 80,576     

13 ,576 2,618 83,195     

14 ,547 2,484 85,679     

15 ,527 2,393 88,073     

16 ,463 2,104 90,177     

17 ,446 2,029 92,206     

18 ,430 1,954 94,160     

19 ,371 1,686 95,847     

20 ,355 1,614 97,461     

21 ,304 1,380 98,841     

22 ,255 1,159 100,000     

Extraction Method: Principal Axis Factoring. 

a. When factors are correlated, sums of squared loadings cannot be added to obtain a total variance. 
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Appendix 63: EFA within final 8 Factors solution for each scale 

Factor 1 Items loadings 

B1 0.801 

B2 0.801 

Factor 2 Items loadings 

E1 0.766 

E2 0.883 

E3 0.769 

Factor 3 Items loadings 

D3 0.584 

D5 0.666 

D6 0.563 

D7 0.518 

Factor 4 Items loadings 
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A16 0.544 

A8 0.595 

A12 0.572 

Factor 5 Items loadings 

D2 0.774 

D4 0.774 

Factor 6 Items loadings 

A1 0.733 

A3 0.589 

A4 0.669 

Factor 7 Items loadings 

C2 0.541 

C4 0.674 

C6 0.665 
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Factor 8 Items loadings 

D1 0.745 

D8 0.745 
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Appendix 64: Hospital Survey on Patient Safety Culture Item Descriptive 
Statistics (n=1310) 

 

•! Note: SD/D; strongly disagree and disagree, N; Neither, SA/A; 
strongly agree and agree, an “*” indicates items that are negatively 
worded and reverse-scored 
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Appendix 65: Hospital Survey on Patient Safety Culture Positively Worded 
Item Descriptive Statistics (n=1310) 
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Appendix 66: Hospital Survey on Patient Safety Culture Negatively Worded 
Item Descriptive Statistics (n=1310) 
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                                 Appendix 67: Item-Level Results for the three hospitals 

  

 

   

1.##Teamwork#Within#Units

1.#People#support#one#another#in#this#unit.#(A1) (Missing#=#1%)

2.#When#a#lot#of#work#needs#to#be#done#quickly,#
we#work#together#as#a#team#to#get#the#work#done.#
(A3)

(Missing#=#3%)

3.#In#this#unit,#people#treat#each#other#with#
respect.#(A4)

(Missing#=#1%)

4.#When#one#area#in#this#unit#gets#really#busy,#
others#help#out.#(A11)

(Missing#=#2%)

2.##Supervisor/Manager#Expectations#&#Actions#

Promoting#Patient#Safety

1.#My#supervisor/manager#says#a#good#word#
when#he/she#sees#a#job#done#according#to#
established#patient#safety#procedures.#(B1)

(Missing#=#2%)

2.#My#supervisor/manager#seriously#considers#
staff#suggestions#for#improving#patient#safety.#

(Missing#=#2%)

3.#Whenever#pressure#builds#up,#my#
supervisor/manager#wants#us#to#work#faster,#even#

(Missing#=#3%)

4.#My#supervisor/manager#overlooks#patient#
safety#problems#that#happen#over#and#over.#(B4R) (Missing#=#2%)

3.##Organizational#Learning—Continuous#

Improvement

1.#We#are#actively#doing#things#to#improve#patient#
safety.#(A6)

(Missing#=#1%)

2.#Mistakes#have#led#to#positive#changes#here.#
(A9) (Missing#=#4%)

3.#After#we#make#changes#to#improve#patient#
safety,#we#evaluate#their#effectiveness.#(A13)

(Missing#=#2%)

4.##Management#Support#for#Patient#Safety

1.#Hospital#management#provides#a#work#climate#
that#promotes#patient#safety.#(D1)

(Missing#=#2%)

2.#The#actions#of#hospital#management#show#that#
patient#safety#is#a#top#priority.#(D8)

(Missing#=#2%)

3.#Hospital#management#seems#interested#in#
patient#safety#only#after#an#adverse#event#
happens.#(D9R)

(Missing#=#3%)

Number#of#responses=1310

Note:#1)#“R”#=#a#negatively#worded#itemV#2)#Chart#totals#exclude#missing#&#may#not#sum#to#100%#due#to#
roundingV#3)#Missing#=#%#of#respondents#with#missing#dataV#4)#Item#data#not#displayed#for#fewer#than#3#
respondentsV#5)#%#not#displayed#for#5%#or#less.

87% 8%

79% 12% 10%

Positive Neutral Negative

80% 12% 8%

Positive Neutral Negative

Positive Neutral Negative

Positive Neutral Negative

61% 18% 21%

92%

71% 17% 12%

82% 11% 7%

78% 11% 11%

83% 9% 8%

60% 18% 22%

92%

83% 10% 7%

72% 11% 18%

89% 6%
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Appendix (continued): Item-Level Results for All hospitals  

 

 

 

 

 

5.##Overall#Perceptions#of#Patient#Safety
1.#It#is#just#by#chance#that#more#serious#mistakes#

don’t#happen#around#here.#(A10R)
(Missing#=#4%)

2.#Patient#safety#is#never#sacrificed#to#get#more#

work#done.#(A15)
(Missing#=#5%)

3.#We#have#patient#safety#problems#in#this#unit.#

(A17R)
(Missing#=#3%)

4.#Our#procedures#and#systems#are#good#at#

preventing#errors#from#happening.#(A18)
(Missing#=#2%)

6.##Feedback#and#Communication#About#Error

1.#We#are#given#feedback#about#changes#put#into#

place#based#on#event#reports.#(C1)
(Missing#=#3%)

2.#We#are#informed#about#errors#that#happen#in#

this#unit.#(C3)
(Missing#=#3%)

3.#In#this#unit,#we#discuss#ways#to#prevent#errors#

from#happening#again.#(C5)
(Missing#=#3%)

7.##Communication#Openness
1.#Staff#will#freely#speak#up#if#they#see#something#

that#may#negatively#affect#patient#care.#(C2)
(Missing#=#2%)

2.#Staff#feel#free#to#question#the#decisions#or#

actions#of#those#with#more#authority.#(C4)
(Missing#=#3%)

3.#Staff#are#afraid#to#ask#questions#when#

something#does#not#seem#right.#(C6R)
(Missing#=#2%)

8.##Frequency#of#Events#Reported
1.#When#a#mistake#is#made,#but#is#caught#and#

corrected#before#affecting#the#patient,#how#often#is#

this#reported?#(E1)
(Missing#=#4%)

2.#When#a#mistake#is#made,#but#has#no#potential#

to#harm#the#patient,#how#often#is#this#reported?#
(Missing#=#4%)

3.#When#a#mistake#is#made#that#could#harm#the#

patient,#but#does#not,#how#often#is#this#reported?#

(E3)

(Missing#=#6%)

Note:#1)#“R”#=#a#negatively#worded#itemY#2)#Chart#totals#exclude#missing#&#may#not#sum#to#100%#due#to#

roundingY#3)#Missing#=#%#of#respondents#with#missing#dataY#4)#Item#data#not#displayed#for#fewer#than#3#

respondentsY#5)#%#not#displayed#for#5%#or#less.

Note:#1)#“R”#=#a#negatively#worded#itemY#2)#Chart#totals#exclude#missing#&#may#not#sum#to#100%#due#to#

roundingY#3)#Missing#=#%#of#respondents#with#missing#dataY#4)#Item#data#not#displayed#for#fewer#than#3#

respondentsY#5)#%#not#displayed#for#5%#or#less.

50% 15% 35%

68% 11% 21%

45% 17% 39%

Positive Neutral Negative

Positive Neutral Negative

Positive Neutral Negative

Positive Neutral Negative

81% 11% 7%

37% 39% 24%

75% 17% 8%

74% 18% 7%

56% 25% 18%

39% 31% 31%

45% 34% 21%

48% 21% 30%

45% 26% 29%

57% 19% 24%
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Appendix (continued): Item-Level Results for All hospitals  

  

9.##Teamwork#Across#Units

1.#Hospital#units#do#not#coordinate#well#with#each#

other.#(D2R)
(Missing#=#2%)

2.#There#is#good#cooperation#among#hospital#units#

that#need#to#work#together.#(D4)
(Missing#=#2%)

3.#It#is#often#unpleasant#to#work#with#staff#from#

other#hospital#units.#(D6R)
(Missing#=#4%)

4.#Hospital#units#work#well#together#to#provide#the#

best#care#for#patients.#(D10)
(Missing#=#2%)

10.##Staffing

1.#We#have#enough#staff#to#handle#the#workload.#

(A2)
(Missing#=#2%)

2.#Staff#in#this#unit#work#longer#hours#than#is#best#

for#patient#care.#(A5R)
(Missing#=#4%)

3.#We#use#more#agency/temporary#staff#than#is#

best#for#patient#care.#(A7R)
(Missing#=#6%)

4.#We#work#in#“crisis#mode”#trying#to#do#too#much,#

too#quickly.#(A14R)
(Missing#=#2%)

11.##Handoffs#&#Transitions
1.#Things#“fall#between#the#cracks”#when#

transferring#patients#from#one#unit#to#another.#

(D3R)

(Missing#=#5%)

2.#Important#patient#care#information#is#often#lost#

during#shift#changes.#(D5R)
(Missing#=#4%)

3.#Problems#often#occur#in#the#exchange#of#

information#across#hospital#units.#(D7R)
(Missing#=#4%)

4.#Shift#changes#are#problematic#for#patients#in#

this#hospital.#(D11R)
(Missing#=#4%)

12.##Nonpunitive#Response#to#Error
1.#Staff#feel#like#their#mistakes#are#held#against#

them.#(A8R)
(Missing#=#5%)

2.#When#an#event#is#reported,#it#feels#like#the#

person#is#being#written#up,#not#the#problem.#

(A12R)

(Missing#=#4%)

3.#Staff#worry#that#mistakes#they#make#are#kept#in#

their#personnel#file.#(A16R)
(Missing#=#3%)

Note:#1)#“R”#=#a#negatively#worded#itemX#2)#Chart#totals#exclude#missing#&#may#not#sum#to#100%#due#to#

roundingX#3)#Missing#=#%#of#respondents#with#missing#dataX#4)#Item#data#not#displayed#for#fewer#than#3#

respondentsX#5)#%#not#displayed#for#5%#or#less.

Note:#1)#“R”#=#a#negatively#worded#itemX#2)#Chart#totals#exclude#missing#&#may#not#sum#to#100%#due#to#

roundingX#3)#Missing#=#%#of#respondents#with#missing#dataX#4)#Item#data#not#displayed#for#fewer#than#3#

respondentsX#5)#%#not#displayed#for#5%#or#less.

Positive Neutral Negative

Positive Neutral Negative

Positive Neutral Negative

Positive Neutral Negative

57% 17% 26%

70% 16% 14%

60% 24% 16%

80% 11% 8%

65% 9% 26%

57% 15% 28%

70% 16% 14%

29% 18% 53%

67% 19% 15%

75% 11% 13%

49% 26% 25%

70% 16% 14%

39% 24% 37%

42% 16% 43%

20% 15% 65%
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Appendix 68: Item level comparative results for Kuwaiti and US hospitals 

 

Note:!1)!Comparative!results!are!based!on!data!from!653!hospitals!included!in!the!Hospital!Survey!on!Patient!Safety!
Culture!2014!Comparative!Database!Reportz!2)!“R”!indicates!a!negatively!worded!itemz!3)!Item!data!not!displayed!for!
fewer!than!3!respondents.! !

1.##Teamwork#Within#Units MIN MAX

A1 1.$People$support$one$another$in$this$unit. 46% 100%

A3
2.$When$a$lot$of$work$needs$to$be$done$
quickly,$we$work$together$as$a$team$to$get$the$
work$done.

46% 100%

A4 3.$In$this$unit,$people$treat$each$other$with$
respect.

38% 96%

A11 4.$When$one$area$in$this$unit$gets$really$busy,$
others$help$out.

49% 94%

2.##Supervisor/Manager#Expectations#&#Actions#Promoting#Patient#Safety

B1
1.$My$supervisor/manager$says$a$good$word$
when$he/she$sees$a$job$done$according$to$
established$patient$safety$procedures.$

42% 94%

B2
2.$My$supervisor/manager$seriously$
considers$staff$suggestions$for$improving$
patient$safety.

43% 100%

B3R
3.$Whenever$pressure$builds$up,$my$
supervisor/manager$wants$us$to$work$faster,$
even$if$it$means$taking$shortcuts.

47% 95%

B4R 4.$My$supervisor/manager$overlooks$patient$
safety$problems$that$happen$over$and$over.$

51% 94%

3.##Organizational#Learning—Continuous#Improvement

A6 1.$We$are$actively$doing$things$to$improve$
patient$safety.

59% 100%

A9
2.$Mistakes$have$led$to$positive$changes$here.

32% 89%

A13 3.$After$we$make$changes$to$improve$patient$
safety,$we$evaluate$their$effectiveness.

47% 95%

Survey#Item#%#Positive#Response

Database#
Hospitals#
Average#######################################################################
%#Positive

Survey#Items#By#################################################
Patient#Safety#Culture#AreaItem

ItemSLevel#Comparative#Results#for#All#hospitals

72%

71%

87%

77%

79%

77%

80%

75%

89%

86%

Database# Hospitals#Average# %#Positive

Kuwaiti#Hospital#%#Positive

92%

84%

71%

64%

82%
71%

83%

80%

92%

86%

61%

75%

20% 40% 60% 80% 100%0%
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Appendix (continued): Item level comparative results for Kuwaiti and US 
hospitals 

 

 

 

 

 

4.##Management#Support#for#Patient#Safety MIN MAX

D1 1.$Hospital$management$provides$a$work$

climate$that$promotes$patient$safety.

40% 100%

D8 2.$The$actions$of$hospital$management$show$

that$patient$safety$is$a$top$priority.$

39% 100%

D9R

3.$Hospital$management$seems$interested$in$

patient$safety$only$after$an$adverse$event$

happens.$

19% 100%

5.##Overall#Perceptions#of#Patient#Safety

A10R 1.$It$is$just$by$chance$that$more$serious$

mistakes$don’t$happen$around$here.

29% 92%

A15 2.$Patient$safety$is$never$sacrificed$to$get$

more$work$done.$

23% 100%

A17R 3.$We$have$patient$safety$problems$in$this$

unit.$

22% 100%

A18 4.$Our$procedures$and$systems$are$good$at$

preventing$errors$from$happening.$

40% 94%

6.##Feedback#and#Communication#About#Error

C1

1.$We$are$given$feedback$about$changes$put$

into$place$based$on$event$reports.$

27% 91%

C3

2.$We$are$informed$about$errors$that$happen$

in$this$unit.$

37% 93%

C5

3.$In$this$unit,$we$discuss$ways$to$prevent$

errors$from$happening$again.$

38% 100%

Note:$1)$Comparative$results$are$based$on$data$from$653$hospitals$included$in$the$Hospital$Survey$on$Patient$

Safety$Culture$2014$Comparative$Database$ReportU$$2)$“R”$indicates$a$negatively$worded$itemU$3)$Item$data$not$

displayed$for$fewer$than$3$respondents.

Note:$1)$Comparative$results$are$based$on$data$from$653$hospitals$included$in$the$Hospital$Survey$on$Patient$

Safety$Culture$2014$Comparative$Database$ReportU$$2)$“R”$indicates$a$negatively$worded$itemU$3)$Item$data$not$

displayed$for$fewer$than$3$respondents.

83%

75%

78%

81%

60%

61%

20% 40% 60% 80% 100%0%

75%

67%

37%

59%

81%

73%

Database# Hospitals#Average# %#Positive

Kuwaiti#Hospital#%#Positive

74%

73%

45%

65%

50%

62%

68%

64%
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Appendix (continued): Item level comparative results for Kuwaiti and US 
hospitals 

 

 

 

 

 

 

 

7.##Communication#Openness MIN MAX

C2

1.%Staff%will%freely%speak%up%if%they%see%

something%that%may%negatively%affect%patient%

care.

38% 100%

C4 2.%Staff%feel%free%to%question%the%decisions%or%

actions%of%those%with%more%authority.

20% 75%

C6R 3.%Staff%are%afraid%to%ask%questions%when%

something%does%not%seem%right.

25% 85%

8.##Frequency#of#Events#Reported

E1

1.%When%a%mistake%is%made,%but%is%caught%and%

corrected%before%affecting%the%patient,%how%

often%is%this%reported?

38% 89%

E2

2.%When%a%mistake%is%made,%but%has%no%

potential%to%harm%the%patient,%how%often%is%this%

reported?

38% 87%

E3

3.%When%a%mistake%is%made%that%could%harm%

the%patient,%but%does%not,%how%often%is%this%

reported?

50% 100%

9.##Teamwork#Across#Units

D2R
1.%Hospital%units%do%not%coordinate%well%with%

each%other.%
21% 85%

D4
2.%There%is%good%cooperation%among%hospital%

units%that%need%to%work%together.
29% 90%

D6R
3.%It%is%often%unpleasant%to%work%with%staff%

from%other%hospital%units.
40% 90%

D10
4.%Hospital%units%work%well%together%to%provide%

the%best%care%for%patients.
41% 100%

Note:%1)%Comparative%results%are%based%on%data%from%653%hospitals%included%in%the%Hospital%Survey%on%Patient%

Safety%Culture%2014%Comparative%Database%ReportT%%2)%“R”%indicates%a%negatively%worded%itemT%3)%Item%data%not%

displayed%for%fewer%than%3%respondents.

Note:%1)%Comparative%results%are%based%on%data%from%653%hospitals%included%in%the%Hospital%Survey%on%Patient%

Safety%Culture%2014%Comparative%Database%ReportT%%2)%“R”%indicates%a%negatively%worded%itemT%3)%Item%data%not%

displayed%for%fewer%than%3%respondents.

39%

48%

56%

76%

45%

63%

57%

75%

60%

62%

80%

71%

57%

48%

70%

62%

Database# Hospitals#Average# %#Positive

Kuwaiti Hospital#%#Positive

48%

60%

45%

62%

20% 40% 60% 80% 100%0%
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Appendix (continued): Item level comparative results for Kuwaiti and US 
hospitals 

 

 

 

 

10.$$Staffing MIN MAX

A2 1.%We%have%enough%staff%to%handle%the%workload. 11% 94%

A5R
2.%Staff%in%this%unit%work%longer%hours%than%is%best%for%patient%

care.%%%
25% 78%

A7R
3.%We%use%more%agency/temporary%staff%than%is%best%for%

patient%care.%%%%%
11% 100%

A14R 4.%We%work%in%“crisis%mode”%trying%to%do%too%much,%too%quickly.% 17% 81%

11.$$Handoffs$&$Transitions

D3R
1.%Things%“fall%between%the%cracks”%when%transferring%patients%

from%one%unit%to%%another.
16% 84%

D5R
2.%Important%patient%care%information%is%often%lost%during%shift%

changes.
27% 100%

D7R
3.%Problems%often%occur%in%the%exchange%of%information%across%

hospital%units.
13% 89%

D11R 4.%Shift%changes%are%problematic%for%patients%in%this%hospital. 24% 89%

12.$$Nonpunitive$Response$to$Error

A8R 1.%Staff%feel%like%their%mistakes%are%held%against%them.% 20% 82%

A12R
2.%When%an%event%is%reported,%it%feels%like%the%person%is%being%

written%up,%not%the%problem.
16% 81%

A16R
3.%Staff%worry%that%mistakes%they%make%are%kept%in%their%

personnel%file.%
0% 75%

Note:%1)%Comparative%results%are%based%on%data%from%653%hospitals%included%in%the%Hospital%Survey%on%Patient%Safety%Culture%2014%Comparative%Database%

ReportW%%2)%“R”%indicates%a%negatively%worded%itemW%3)%Item%data%not%displayed%for%fewer%than%3%respondents.

65%

54%

29%

50%

67%

43%

75%

53%

49%

46%

39%

50%

70%

47%

42%

48%

20%

35%

Database$ Hospitals$Average$ %$Positive

Kuwaiti$Hospital$%$Positive

70%

66%

57%

52%

20% 40% 60% 80% 100%0%
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Appendix 69: Informed consent form 
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Appendix 70: Hospital comparisons based mean positive scores of the HSOPSC 
sub-scales 

Dimension Comparison 

Group 

N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

SMEA A 540 3.1123 1.19815 16.275* .000*** Hospital C > A & B 

B 477 3.2334 1.19408 

C 281 3.5715 1.05837 

All 1298 3.2562 1.17984 

OL A 545 3.4676 1.15278 4.965* .007** Hospital C > B 

B 481 3.3770 1.19526 

C 282 3.6365 1.04693 

All 1308 3.4707 1.15005 

MS A 541 3.0055 1.42312 28.541* .000*** Hospital C > A & B 

B 479 2.9342 1.53076 

C 283 3.5931 1.14630 

All 1303 3.1069 1.43229 

OPPS A 545 2.4739 1.18915 26.170* .000*** Hospital C > A & B 

B 482 2.4251 1.12851 

C 282 2.9911 1.10568 

All 1309 2.5674 1.17000 

FC A 538 2.6859 1.52994 6.574* .001** Hospital C > A & B 

B 478 2.6900 1.51296 

C 282 3.0301 1.36679 

All 1298 2.7622 1.49521 

CO A 539 2.0284 1.65900 4.594 .010* Hospital C > A & B 
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Dimension Comparison 

Group 

N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

B 478 1.9529 1.65838 

C 281 2.3233 1.68619 

All 1298 2.0645 1.66930 

S  A 545 2.2313 1.20566 4.509 .011* Hospital C > A  

B 482 2.3231 1.25268 

C 282 2.5012 1.21423 

All 1309 2.3233 1.22829 

HO A 540 2.7829 1.48736 7.828 .000*** Hospital C > B 

B 475 2.5949 1.50452 

C 278 3.0357 1.41947 

All 1293 2.7682 1.48723 

*Welch’s F-statistic is reported and pairwise comparisons were performed using the Games-Howell test. For remaining safety culture 
variables, the homogeneity of variance assumption was met and the standard F-statistic and results from Tukey’s tests are presented.  
Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 
management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 
Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handoffs (HO) and 
Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05*. 
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Appendix 71: Hospital departments comparisons based on mean positive scores 
of the HSOPSC sub-scales 

Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

TWWU Medicine 303 3.7489 1.00986 3.068* .017* Medicine > Surgery 

Surgery 243 3.4300 1.11359 

Pediatrics 172 3.6686 .88998 

Laboratory 113 3.6438 1.19051 

Radiology 

& Nuclear Medicine 

125 3.6400 1.01272 

All 956 3.6267 1.04542 

MS Medicine 301 3.2824 1.37612 2.846* .024* Medicine 

>Radiology & 

Nuclear Medicine 

 

Laboratory > 

Radiology & Nuclear 

Medicine 

Surgery 242 3.1804 1.40146 

Pediatrics 171 3.2349 1.37611 

Laboratory 112 3.4241 1.19766 

Radiology 

& Nuclear Medicine 

125 2.8187 1.65073 

All 951 3.2036 1.40922 

OPPS Medicine 303 2.6513 1.13934 4.724* .001** Surgery > Pediatrics 

Laboratory > 

Pediatrics 

 

Surgery 243 2.7339 1.11420 

Pediatrics 172 2.3818 1.02862 

Laboratory 113 2.8680 1.16777 

Radiology 

& Nuclear Medicine 

126 2.4597 1.30323 
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Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

All 957 2.6242 1.14886 

CO Medicine 301 1.9884 1.63723 3.491* .008** Radiology & Nuclear 

Medicine > 

Medicine, Surgery, 

Pediatrics 

Surgery 242 2.0503 1.67752 

Pediatrics 172 1.9089 1.56962 

Laboratory 111 2.0901 1.82350 

Radiology 

& Nuclear Medicine 

124 2.5591 1.61018 

All 950 2.0761 1.66301 

FER Medicine 293 2.3515 1.99511 6.252 .000*** Radiology & Nuclear 

Medicine < 

Medicine, Surgery, 

Pediatrics, 

Laboratory 

Surgery 235 2.5348 1.96530 

Pediatrics 167 2.7625 1.92291 

Laboratory 108 2.5540 1.87344 

Radiology 

& Nuclear Medicine 

121 1.6584 1.98208 

All 924 2.4053 1.98118 

S Medicine 303 2.3740 1.16672 4.697* .001** Laboratory > 

Medicine, Surgery, 

Radiology & Nuclear 

Medicine 

Surgery 243 2.2209 1.16651 

Pediatrics 172 2.4390 1.17661 

Laboratory 113 2.8525 1.36804 

Radiology 

& Nuclear Medicine 

126 2.3029 1.29793 

All 957 2.3939 1.22298 



Appendices  628 

 

Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

HO Medicine 300 2.8556 1.42162 11.040* .000*** Radiology & Nuclear 

Medicine < 

Medicine, Surgery, 

Pediatrics 

 

Laboratory < 

Surgery, Pediatrics 

 

Pediatrics > 

Medicine, Surgery, 

Laboratory, 

Radiology & Nuclear 

Medicine 

Surgery 242 2.9084 1.38797 

Pediatrics 169 3.2993 1.18824 

Laboratory 105 2.4071 1.48709 

Radiology 

& Nuclear Medicine 

125 2.3267 1.74300 

All 941 2.8286 1.45931 

*Welch’s F-statistic is reported and pairwise comparisons were performed using the Games-Howell test. For remaining safety culture 
variables, the homogeneity of variance assumption was met and the standard F-statistic and results from Tukey’s tests are presented.  
Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 
management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 
Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handovers (HO) and 
Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05*. 
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Appendix 72: Professional groups comparisons based on mean positive scores of 
the HSOPSC sub-scales 

Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

OL Nurses 754 3.6784 1.01165 12.245 .000*** Nurses > Physicians  

Nurses > AHP**** 

 

Technicians > 

Physicians & AHP 

Physicians 268 3.0162 1.32995 

Allied Health 

Professionals 

51 2.9150 1.36600 

Unit Clerk 4 3.8333 .91287 

Technicians 176 3.5275 .99938 

Management 13 3.2308 1.47438 

All 1266 3.4824 1.14031 

MS Nurses 753 3.3749 1.26392 14.191 .000*** Nurses > Physicians 

 

Technicians > 

Physicians 

 

Physicians 268 2.4714 1.59497 

Allied Health 

Professionals 

52 2.7051 1.63253 

Unit Clerk 4 2.4167 2.06155 

Technicians 174 3.2126 1.39586 

Management 13 2.5128 1.58474 

All 1264 3.1216 1.42795 

FC Nurses 751 2.9334 1.40101 6.399 .001** Nurses > Physicians 

  Nurses > AHP 

 

Technicians > 

Physicians 

Physicians 266 2.3966 1.47916 

Allied Health 

Professionals 

51 2.1340 1.70425 

Unit Clerk 4 2.1667 1.81557 
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Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

Technicians 172 2.8740 1.64961 
 

Management 13 2.6667 1.88070 

All 1257 2.7741 1.49202 

CO Nurses 752 1.9118 1.62602 4.320 .001** Nurses < Physicians 

 
Physicians 266 2.3471 1.69628 

Allied Health 

Professionals 

51 2.6667 1.79010 

Unit Clerk 4 2.5833 1.50000 

Technicians 171 2.0780 1.67403 

Management 13 2.2821 1.45835 

All 1257 2.0631 1.66358 

FER Nurses 737 2.5640 1.97503 11.883 .000*** Nurses > Physicians 

Nurses > AHP 

 

Physicians > AHP 

 

Technicians > AHP 

Physicians 259 1.8507 1.87647 

Allied Health 

Professionals 

52 .9744 1.60994 

Unit Clerk 4 3.2500 2.18369 

Technicians 169 2.0621 1.96335 

Management 13 2.2564 2.18223 

All 1234 2.2776 1.98090 

TWAU Nurses 754 3.0700 1.28266 12.210 .000*** Nurses > Physicians 

Nurses > AHP 

 

Physicians 268 2.2593 1.51015 

Allied Health 

Professionals 

51 2.3562 1.67913 
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Dimension Comparison Group N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

Unit Clerk 4 2.2500 2.59808 
Technicians > 

Physicians 

Technicians 173 2.8926 1.48748 

Management 13 2.6667 1.66667 

All 1263 2.8381 1.42629 

HO Nurses 753 3.1357 1.32287 19.649 .000*** Nurses > Physicians 

Nurses > AHP 

Nurses > Technicians 

Physicians 267 2.2175 1.45086 

Allied Health 

Professionals 

52 2.1442 1.89779 

Unit Clerk 4 2.1250 2.17466 

Technicians 167 2.3937 1.61368 

Management 13 2.2885 1.77320 

All 1256 2.7888 1.48678 

Underlined F statistic indicates Welch’s F-statistic is reported and pairwise comparisons were performed using the Games-Howell test. For 
remaining safety culture variables, the homogeneity of variance assumption was met and the standard F-statistic and results from Tukey’s 
tests are presented. ****AHP (Allied Health Professionals). 

Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 
management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 
Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handovers (HO) and 
Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.0 
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Appendix 73: Age groups comparisons based on the mean positive scores of the 
HSOPSC sub-scales 

Dimension Comparison 

Group 

N Mean Std. 

Deviation 

F Sig. Pairwise 

Comparisons 

OL 15-24 21 3.2222 1.08696 2.433* .05 25-34 years > 35-44 

years 
25-34 558 3.5821 1.02579 

35-44 501 3.3659 1.22304 

45-54 147 3.5499 1.09732 

55-64 52 3.2500 1.49199 

65 or above 6 3.1111 1.97390 

All 1285 3.4726 1.14535 

*Welch’s F-statistic is reported and pairwise comparisons were performed using the Games-Howell test. For remaining safety culture 
variables, the homogeneity of variance assumption was met and the standard F-statistic and results from Tukey’s tests are presented.  

Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 
management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 
Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handovers (HO) and 
Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05*.
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Appendix 74: Tenure in profession comparisons based on mean positive scores of 
the HSOPSC sub-scales 

Dimension Comparison 

Group 

N Mean Std. 

Deviation 

F Sig. Pairwise Comparisons 

MS Less than 1 year 70 2.5381 1.65483 2.260 .048*   

 11-15 years > Less than 1 

year 

  

 

1-5 years 302 3.0475 1.38212 

6-10 years 363 3.1501 1.46680 

11-15 years 276 3.2192 1.35287 

16-20 years 134 3.1617 1.49895 

21 years or more 118 3.0551 1.42293 

All 1263 3.0991 1.43820 

OPPS Less than 1 year 70 2.3929 1.04980 2.367 .038*  11-15 years > 1-5 years 

1-5 years 302 2.4332 1.11216 

6-10 years 364 2.5609 1.18183 

11-15 years 276 2.7095 1.19018 

16-20 years 135 2.6673 1.16513 

21 years or more 119 2.6828 1.21990 

All 1266 2.5764 1.16552 

HO Less than 1 year 70 2.3952 1.38354 2.652 .022*  11-15 years > Less than 1 

year 

 11-15 years > 1-5 years 

 

 

1-5 years 299 2.6145 1.45441 

6-10 years 363 2.7851 1.51997 

11-15 years 273 2.9802 1.44914 

16-20 years 133 2.7857 1.53626 

21 years or more 117 2.7699 1.51863 
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Dimension Comparison 

Group 

N Mean Std. 

Deviation 

F Sig. Pairwise Comparisons 

All 1255 2.7638 1.48845 

NPRE Less than 1 year 70 1.5905 1.48657 2.522 .028* 6-10 years > 1-5 years 

1-5 years 301 1.1977 1.31570 

6-10 years 364 1.5197 1.46362 

11-15 years 275 1.4255 1.44828 

16-20 years 135 1.2753 1.37893 

21 years or more 119 1.2213 1.40639 

All 1264 1.3722 1.41743 

Underlined F statistic indicates Welch’s F-statistic is reported and pairwise comparisons were performed using the Games-Howell test. For remaining safety culture variables, 

the homogeneity of variance assumption was met and the standard F-statistic and results from Tukey’s tests are presented. Teamwork within units (TWWU), 

Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital management’s commitment to safety (MS), Overall perceptions of patient 

safety (OPPS), Feedback and Communication about error (FC), Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), 

Staffing (S), Handovers (HO) and Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05*
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Appendix 75: Gender comparisons based on mean positive scores of the 
HSOPSC sub-scales 

Dimension Comparison 
Group 

N Mean Std. Deviation t Sig. (2-tailed) 

TWWU Male 479 3.5099 1.14627 -2.024 .043* 

Female 807 3.6384 1.01793 

OL Male 478 3.2716 1.25642 -4.641 .000*** 

Female 808 3.5893 1.05756 

FC Male 473 2.5920 1.54688 -3.105 .002** 

Female 804 2.8640 1.45107 

TWAU Male 477 2.6483 1.53725 -3.297 .001** 

Female 806 2.9288 1.35615 

HO Male 473 2.5266 1.55462 -4.490 .000*** 

Female 803 2.9193 1.42753 

Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 
management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 
Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handovers (HO) and 
Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05*. 
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Appendix 76: Nationality comparisons based on mean positive scores of the 
HSOPSC sub-scales 

Dimension Comparison 

Group 

N Mean Std. Deviation t Sig. (2-

tailed) 

SMEA Kuwaiti 112 2.8624 1.36219 -3.268 .001** 

Non-Kuwaiti 1158 3.2974 1.15252 

OL Kuwaiti 113 3.0295 1.31351 -3.780 .000*** 

Non-Kuwaiti 1167 3.5127 1.12006 

MS Kuwaiti 113 1.9381 1.66342 -7.983 .000*** 

Non-Kuwaiti 1164 3.2265 1.34909 

OPPS Kuwaiti 113 2.2972 1.31690 -2.323 .022* 

Non-Kuwaiti 1168 2.5954 1.14722 

FER Kuwaiti 113 1.3392 1.79117 -5.765 .000*** 

Non-Kuwaiti 1134 2.3679 1.97708 

Teamwork within units (TWWU), Supervisors’/Managers’ expectations and actions (SMEA), Organisational Learning (OL), Hospital 

management’s commitment to safety (MS), Overall perceptions of patient safety (OPPS), Feedback and Communication about error (FC), 

Communication Openness (CO), Frequency of events reported (FER), Teamwork across units (TWAU), Staffing (S), Handovers (HO) and 

Non-punitive response to error (NPRE). *** p < .001, ** p<.01, p<.05* 
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Appendix 77: Final regression model for Handoffs and Transitions  
Predictor Variables  

Handoffs and Transitions 

Mean SD Beta T Significance 

Hospital 

Site 

1.81 .772 .035 1.255 .210 

Hospital Departments 5.80 4.019 .010 .292 .770 

Tenure in Hospital 2.90 1.346 -.020 -.505 .614 

Professional groups 4.25 3.279 -.226 -8.080 .000*** 

Tenure in Profession  3.36 1.345 .073 2.605 .009** 

Age group 2.73 .863 -.052 -1.368 .171 

R Square .054 

Adjusted R .053 

*** p < .001, ** p<.01 
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Appendix 78: Final Regression Models 
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Appendix 79: Open comments frequencies and categories 

Category 

 

 

Frequency 

 

 

Percentage 

% 

Staffing 31 15% 

Policies & Procedures 31 15% 

Incident Reporting 26 12.6% 

Communication 19 9% 

Staff perceptions about Patient Safety 18 8.7% 

Staff wellbeing 14 6.8% 

Training & Education 12 5.8% 

Workload 9 4.4% 

Equipment & Supplies 7 3.4% 

Work environment 6 3% 

Teamwork 6 3% 

Facilities 5 2.4% 

Feedback & communication about adverse events 5 2.4% 

Information management 4 2% 

Patient related issues 3 1.4% 

Safety System 3 1.4% 

Top Management Support 3 1.4% 

Staff satisfaction 2 1% 

Physician related issues 2 1% 

Patient education 2 1% 

Organisational conditions 2 1% 
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Physical environment 2 1% 

Infection control 2 1% 

Documentation 1 0.5% 

Incentives 1 0.5% 

Benchmarking 1 0.5% 

Monitoring 1 0.5% 

Quality indicators 1 0.5% 
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Appendix 80: Participant information sheet 

 

Study title  

Participant Information Sheet  

 

Assessment of Patient Safety Culture in Kuwaiti Public Hospitals  

Researcher Details  

Dr Gheed Alsalem  

Invitation to participate  

You are being invited to take part in this PhD research project. Before you decide to 

participate it is important for you to understand why this research is being done and what it 

involves. Please read the following information, which explains the purpose of this research 

and what it involves. This will allow you to decide whether you wish to take part in the study. 

If you would like further information or you have questions, please contact the researcher. 

You will be given a period of 5-7 days to decide whether or not you wish to participate.  

If you decide to participate, you will be given a copy of this information sheet and your 

signed consent form. Thank you.  
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What is the purpose of the study?  

The purpose of this research is to assess aspects of safety culture in Kuwaiti public hospitals 

identified by a questionnaire survey that has been completed by staff in your hospital.  

The aim of this interview is to obtain a deeper understanding of the elements influencing 

patient safety culture in Kuwaiti hospitals.  

Why have I been chosen?  

The participants in this study are healthcare staff who are directly involved in patient care. 

Therefore, you have been chosen because you are one of the healthcare staff whose work 

affects patient care in the hospital. You would be one of a total of 10 healthcare staff helping 

with this part of the study.  

Do I have to take part?  

No, it is up to you to decide whether or not you want to take part. If you decide to take part 

you will be given this information sheet to keep and you will be asked to sign a consent form. 

Even after deciding to take part in this research, you are still free to withdraw from the 

research at any point in time and without giving a reason.  

What will happen to me if I take part?  

If you decide to participate then the researcher will ask you to sign a consent form and 

afterwards you will be invited to participate in the interview to explore different aspects of 

safety culture in your hospital and the importance of these factors in maintaining patient and 

worker safety.  

If you agree to participate in my research, I will conduct an interview with you at a time and 

location of your choice so that it will not interfere with your work. The interview should last 
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approximately 30 minutes. With your permission, I will audiotape and take notes during the 

interview. The recording is to accurately record the information you provide, and will be used 

for transcription purposes only. If you choose not to be audiotaped, I will take notes instead. If 

you agree to being audiotaped but feel uncomfortable at any time during the interview, I can 

turn off the recorder at your request. Or if you don't wish to continue, you can stop the 

interview at any time. There is no potential for physical and/or psychological harm / distress 

to participants during the research.  

What are the possible benefits of taking part?  

This study seeks to contribute to the knowledge base by investigating patient safety culture in 

public hospitals in Kuwait. It is hoped that the knowledge generated will contribute to the 

literature on the measurement and assessment of patient safety culture, in particular in 

Kuwait. There are no direct benefits to you.  

What will happen to the results of the research study?  

The results will be published in the PhD thesis. No named information about you will be 

mentioned in the thesis.  

Will my taking part in this study be kept confidential?  

The researcher will securely store all of the data that will be collected. The computer used for 

analysing the data will be password protected. Transcripts be stored in a locked filing cabinet 

in an office that is locked. Your anonymity and confidentiality will be preserved at all times. 

Access to the research data is limited to the research teams, which include the supervisors of 

this research and the researcher (Professor Jillian Morrison, Dr. Paul Bowie, Dr. Gheed 

Alsalem).  

Who is organising and funding the research?  
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The research is part of the PhD studies and no organisation is involved in funding. 

Who has reviewed the study?  

The research has been scientifically reviewed by the University of Glasgow, College Of 

Medical and Life Sciences in the United Kingdom. In addition, it has been reviewed by the 

Medical and Health Sciences Research Committee at Ministry Of Health, Kuwait.  

Contact for Further Information 

Professor Jill Morrison

Dean for Learning and Teaching

College of Medical, Veterinary and Life 

Sciences

University of Glasgow

Tel: +44(0)141 330 8348

Fax: +44 (0)141 330 8331

Email: jill.morrison@glasgow.ac.uk

General Practice and Primary Care, Institute 

of Health and Wellbeing,

University of Glasgow, 1, Horselethill 

Road, Glasgow, G12 9LX

Dr. Paul Bowie�Programme 

Director�(Safety & Improvement) 

Postgraduate GP Education NHS 

Education for Scotland 2 Central 

Quay�GLASGOW�Scotland, UK�G3 

8BW�Telephone: 0141 223 1463

Email: Paul.Bowie@nes.scot.nhs.uk

Dr Gheed Fouad Alsalem�� PhD student 

in���TeI:�[in Kuwait+96599885566]�[in 

the U.K+xxxxxxxxxxx] Email: 

xxxxxxxxxxx@research.gla.ac.uk
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Appendix 81:  Informed consent 
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Appendix 82: Interview schedule 

 
•! What do you think about measuring safety culture in your hospital? Is it useful? how valuable is the 

information? 

1. When a lot of work needs to be done quickly, we work 
together as a    team to get the work done. (A3) 

 
 

 

•! Definition: “Staff support each other, treat each 
other with respect, and work together as a team” 

•! Do you think this mirrors the current situation 
within your hospital fit with your views and 
perceptions? � 

•! Tell me about teamwork within your unit 
•! In your opinion how does teamwork within your 

unit affect patient safety? In what ways? � 
•! Reflecting on the issues you talked about, do you 

have any suggestions to improve teamwork within 
your unit? What steps could make a difference? � 

  

 

2.! We are actively doing things to improve patient safety. (A6)      
 

 

•! Definition: “Mistakes have led to positive changes and changes are evaluated for effectiveness” 
•! Do you think this mirrors the current situation within your hospital and fit with your views and 

perceptions?  
•! In your experience, how does your hospital help you learn from your mistakes? In what ways? � 
•! Reflecting on the issues you talked about, do you have any suggestions for improvement within your 

unit? What steps could make a difference? 
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 � 

3. My supervisor/manager says a good word when he/she sees a job done according to established patient safety 
procedures. (B1)        

     

•! Definition: “Supervisors’/Managers’ consider staff suggestions for improving patient safety, praise 
staff for following patient safety procedures, and do not overlook patient safety problems” 

•! Do you think this mirrors the current situation within your hospital and fit with your views and 
perceptions? � 

•! In your opinion what level of importance/support does heads of department place on patient safety? � 
Can it affect patient safety? In what ways? � 

•! Reflecting on the issues you talked about, do you have any suggestions for improvement? What steps 
could make a difference? � 

 

4. The actions of hospital management show that patient safety is a top priority. (D8) 

 

•! Definition: “Hospital management provides a work climate that promotes patient safety and shows that 
patient safety is a top priority” 

•! Do you think this mirrors the current situation within your hospital and fit with your views and 
perceptions? �� 

•! Can you tell me what level of importance/support your hospital management put on patient safety and 
can you give an example to support your answer? � 

•! Can this affect patient safety? In what ways? � 
•! Reflecting on the issues you talked about, do you have any suggestions for improvement within your 

unit? What steps could make a difference? �� 

 



Appendices  665 

 

5. Staff worry that mistakes they make are kept in their personnel file. (A16R)  

    

•! Definition: “Staff feel that their mistakes and event reports are not held against them and that mistakes are 
not kept in their personnel file” 

•! Do you think this mirrors the current situation within your hospital and fit with your views and 
perceptions? �� 

•! �From your observations do you think health care workers are concerned about personal consequences 
when they report an error in your hospital? Please explain the reasons for your answer? �  

•! Can this affect patient safety? In what ways? 
•! Reflecting on the issues you talked about, do you have any suggestions for improvement within your 

unit? What steps could make a difference? � 
 
 

6. Staff feel free to question the decisions or actions of those with more authority. (C4) 

     

•! Definition: “Staff freely speak up if they see something that may negatively affect a patient and feel free 
to question those with more authority” 

•! Do you think this mirrors the current situation within your hospital and fit with your views and 
perceptions? � � 

•! Can this affect patient safety? In what ways? � 
•! In your opinion how does communication between professionals affect patient safety in your hospital? � 
•! Reflecting on the issues you talked about, do you have any suggestions for improvement within your 

unit? What steps could make a difference? � 
 

•! What are the facilitators and barriers to good patient safety culture practice in Kuwaiti hospitals? � 
•! Is there anything else you want to share about patient safety, which we did not cover during our 

interview? 
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Appendix 83: Researcher’s Reflection 

Reflections on my Ph.D. journey 

‘If you see it in your mind, you’re going to hold it in your hand’  

(Byrne 2006, p.9) 

While reflecting on the experience of doing a doctorate, I came to the realization that I truly 

enjoyed this process, at least for the most part. I have invested four years in doing this 

research project. As a result, a large part of my personal development over the past years 

involved gaining a deeper understanding of my inner strengths, in addition to accepting and 

working around my limitations. I firmly believe that my Ph.D. studies have been an 

invaluable learning experience. It boosted my confidence in attaining the goals I have always 

aimed to achieve. I gained valuable knowledge and skills, grew in my confidence and 

independence of mind and made many contacts. I believe that I have become proficient in the 

process of doing research in my field and have gained much understanding of the, sometimes 

chaotic, nature of the research process. I have learned that research can sometimes be 

extremely rewarding and even thrilling, still at other times frustrating and tiresome. Now, I 

will be able to celebrate overcoming the many obstacles that I had to face for the past four 

years from leaving my family and friends to living and studying abroad. Completing my 

Ph.D. will be a milestone in my academic and professional career.  It marks the culmination 

of one of my biggest goals.   

The beginnings of my journey 

Almost a hundred years ago, George Eliot, in her novel Middlemarch: A Study of Provincial 

Life, painted a picture of the medical profession as ‘the finest in the world, presenting the 

most perfect interchange between science and art, offering the most direct alliance between 

intellectual conquest and the social good’ (Eliot 2003, p.153). These words carry a truth 

which is close to my heart.  Before embarking on my Ph.D. journey, I was always interested 
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in my patients’ well-being. I was unsatisfied with the level of public healthcare services. 

There has been an overwhelming number of medical errors and harm to patients. As a result, 

demands to make healthcare facilities safer for patients has arisen. I felt the need for further 

experience in healthcare that would enable me to provide a better level of quality and safety 

of healthcare services for populations rather than individuals. I had always envisioned that 

someday I would hold a position, not of power, but one whereby I can add value to the world.  

I had an interest in pursuing a career in healthcare management ever since I was a medical 

student.  I believed then, as I do now, that my goal was not simply to maintain a job at the 

Ministry of Health but to bring about real change in the way the healthcare system functioned 

in Kuwait.  The question I always asked myself, however, is can I do it.   

Looking back, as many of us do at our life and our achievements, I realize now that I always 

knew my destiny. I have also found colleagues and friends who supported and encouraged 

such a vision and are ready to work with me on this. Then, my journey began with applying 

for a Master’s Degree in Healthcare Management at the University of Manchester and 

following that was my application for a Ph.D. at the University of Glasgow. Four years ago, I 

left the comfort of my home where I had family, friends and work I really loved. I arrived at 

Glasgow, and everything changed. I tried to acquire skills and expertise through personal 

experience, exposure to the experience of my supervisors and simultaneous reading of texts 

and literature in addition to continuously attending lectures, workshops and international 

conferences. The paradigm through which I see myself professionally and personally evolved, 

especially the way I view my role within my organisation. 

Utilizing specific tools and methods, I was able to critically evaluate my organisation 

resulting in new discoveries which were not necessarily all negative.  In the highly centralized 

healthcare system of Kuwait, doctors and nurses are still fighting for their voice to be heard 

within the Ministry of Health. Policies, rules and regulations are usually enforced from the top 

down through political agendas rather than patients’ needs and expectations. Nevertheless, 

there has been an evident move towards a long-term commitment to safety and quality 

improvement. The question that needs to be asked, however, is how far has this commitment 
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translated into real improvements for patients. This maybe partly related to the lack of data or 

baseline measures related to patient safety. Also, the political agenda of parliament members 

is creating a deadlock with government, stalling any reform initiatives and delaying planned 

programs. Thus, the healthcare needs of the population are being overlooked.  In a country as 

rich as Kuwait, one wonders why time, effort and resources are being wasted and 

underutilized especially that with the current economic crisis.  Clinicians are having to deal 

with faulty equipment, fragmented teams, limited resources, communication issues and 

difficult colleagues and patients. Such a complex and unstable environment calls for a leader 

who is able to navigate through many obstacles in search of the best interests of patients. As a 

part of this system, I needed the right mindset to give me the confidence and belief that I will 

be able to initiate positive change within such a bureaucratic environment. I needed to be a 

leader. 

Ernest Boyer called for ‘one that not only promotes the scholarship of discovering knowledge, 

but also celebrates the scholarship of integrating knowledge, of communicating knowledge, 

and of applying knowledge through professional service’ (Boyer 1994, p. A48).  This 

statement rings true to me, for as medical doctors, we are viewed as leaders in our 

communities and as leaders we assume a responsibility to use our skills to improve the level 

of the healthcare provided to society. I was responsible for developing and implementing 

several safety and quality improvement initiatives. The usual hospital approach of identifying 

the problem, analysing the root causes, and exploring solutions made limited progress with 

increasingly obvious limitations. Such a traditional “problem-based” approach led to 

defensiveness and resistance by healthcare providers who ultimately showed low levels of 

commitment and enthusiasm. Alternatively, in my opinion, a more positive approach that 

acknowledges problems but then involves groups in building solutions based on what already 

works. This helps staff to become more enthusiastic, generating more creative solutions to 

their challenges and doing their best at implementing what they help to create and I intend on 

implementing such an innovative approach when I go back to my organisation. The first 

challenge I faced was in trying to convince the Ministry of Health to fund my project as a 

Ph.D. project.  Since Kuwait’s National Accreditation Program requires hospitals to assess 
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their patient safety climate as part of the accreditation standards, I have used this as my main 

leverage point when I applied for a Ph.D. scholarship. Also, the recent rise in the “Patient 

Safety” movement pushed it even further. Thus, I have been ready with my proposal around 

the topic of patient safety assessment before applying for the Ph.D. program.  

Year One 

My research activity during the first year has been mainly focused on reviewing the scientific 

literature concerning safety culture and the development of a research protocol with a three-

year Ph.D. plan including the time frame needed for completion. This foundation stage has 

provided the blue print for the rest of my Ph.D. journey. It helped follow the rules for rigorous 

and formal research. I had to work through developing an appropriate research methodology 

and a systematic review was the first step for identifying an appropriate safety climate tool to 

be employed in my study.  

In relation to general development, I covered several training and professional development 

activities required for the Ph.D. program including: information resources and search skills, 

writing your thesis, successful writing, the philosophy of science, project management, 

developing research independence and ethical issues and procedures for non-clinical research 

involving humans. These courses, alongside my systematic review, helped me develop many 

areas in my research including information searching skills and how to make the most of 

information resources in the library. In addition, I learned about reference management 

software, other tools for managing information, different search databases, copyright, 

plagiarism and information ethics. My secondary research skills were greatly improved as a 

result of conducting the systematic review. The  

Based on the results of my systematic review, I conducted a pilot study for the chosen survey 

tool to assess the suitability of the language and the terms used. This helped me in 

establishing the needed connections to arrange for my future data collection including the 

survey and interviews. I also gained ethical approval both at the MVLS College Ethics 
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Committee and the Ministry of Health. I have to stress the positive role of my supervisors 

here. They helped me deal with issues that arose at different phases of the research, 

particularly in the stage of methodology. They also offered me valuable and practical advice, 

both academically and personally. 

This phase assisted me as an early stage researcher to gain an insight into the research agenda 

for future planning and to respond to trends in research. I learned that researchers must 

respect the rights, interests and dignity of participants and related persons in research in 

addition to obtaining the informed consent and protecting the anonymity and confidentiality 

of the information obtained. I was exposed to project management techniques that helped me 

in planning my Ph.D. including risk and time management and handling issues related to 

family and social life. I have also learned effective strategies for dealing with my supervisors.  

The importance of networking with other researchers who are interested in the same research 

field and the value of receiving feedback and critique from peers was highlighted. Also, the 

importance of communicating and publishing research results was stressed upon. Thus, the 

researcher was involved in several activities including: Oral presentations at the “General 

Practice and Primary Care” research meetings and at the annual Institute of Health and 

Wellbeing first year research student presentations. Also, I had a panel interview with two 

members of the institute and an annual review. 

Year Two and Three 

Upon reflection, I found field work in the three hospitals to be a challenging, but interesting, 

part of my research. At this stage, I was attempting to answer the different research questions 

through the employment of various research methods. I learned about the numerous primary 

data collection methods. As a result, I was engaged in conducting a general survey and 

interviews. I divided the process of data collection in the three hospitals into different phases 

including planning, preparation, distribution and collection. I learned the difference between 

the various sampling methods and chose the most suitable ones for my research. I also 
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focused on obtaining an appropriate sample size. The data management and analysis phases 

were carefully planned and executed, especially since I was using the data set for both 

descriptive and psychometric analysis.  

This phase also included conducting interviews with key informants. This enabled me to 

move beyond the limitations of structured questionnaires to open-ended questions that allow 

respondents to explain their perceptions and experiences in their own words. Communication 

with the interviewees provided valuable that added depth to the results of the survey and 

scientific literature. 

The researcher was involved in several activities including: 

a)! Poster preparation and display at the 20th Annual International Forum on Quality 

and Safety in Healthcare in London. 

b)! Submission of a publication of the results of the systematic review of literature in a 

scientific journal.� 

c)! Two oral presentations at the “General Practice and Primary Care” research 

meeting.  

d)! Two panel interviews and two annual reviews. 

Year Four 

As I look back at my original proposal, I realize the extent of growth in my ability as an 

academic researcher. During the process of write-up, I prepared several drafts of my thesis 

chapters and I had to continuously revise the structure and content of my thesis, and on times 

adjust my research questions. This process resulted from coming across other people’s work, 

analysing data and my supervisors’ input. I recognised the value of revisiting my main aims, 

objectives and research questions when writing the different chapters. It helped me focus on 

my goals and remain on track. The proof-reading took longer than I expected, especially since 

I faced many issues with the different softwares I used. Also, I realized how important it is to 
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share thoughts and develop ideas with other fellow postgraduates. At this stage, further 

preparation is needed involving careful reading and revision to get the details precise. 

I am aware that my journey is not over yet. I look forward to the final step which is the viva.  

Challenges and Strengths 

I can simply say that, at certain times, I felt that my Ph.D. thesis was an impossible task that 

will never end. From my experience, the key to completing a Ph.D. is hard work and 

persistence, time management, exercise and a lot of prayer. Juggling a career, a family of 

four, and my academic and professional aspirations, I had to face the limiting factor of time. I 

had little confidence that I can overcome this ultimate culprit.  As it turns out, the support of 

those around me, and the increased confidence that I gained over the past years, gave me both 

the strength and the will to believe that even with this limitation I will succeed. I significantly 

benefited from improving my time-management skills. In addition to extensive preparation 

and careful planning within a specified time frame.  

Firstly, I faced challenges in terms of ensuring the progress of the study according to the 

proposed timetable. I had underestimated the duration of time required for certain phases of 

my research. These challenges mainly arose at the systematic review stage of the research and 

at the psychometric analysis stage. Working over-time, increasing the levels of my personal 

discipline, daily planning and re-adjusting the time-frame for the study helped me deal with 

delays. spending many hours in preparations for data collection and the encouragement given 

by my supervisors, friends and relatives pushed me to overcome the many obstacles I faced.  

In general, my self-confidence and communication skills has greatly improved as a result of 

conducting this research in addition to my time and project management techniques. This was 

mainly achieved through overcoming the many challenges I had to face.  

Before my Ph.D., I had prior experience of conducting surveys, interviews and literature 

reviews as a master’s student. However, I had no knowledge of how to conduct a systematic 
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review and how to perform psychometric analysis. As a result, they were the most demanding 

and time-consuming requirements of the project. I faced many challenges with the systematic 

review, specifically in the quality appraisal of the reported psychometric properties. I 

overcome that with reading, reading and more reading. I extensively reviewed literature and 

books. This helped me a lot once I reached the phase of psychometric analysis. I also faced 

many challenges conducting a survey in three hospitals, one of which is in a rural area. It took 

tremendous effort to organise and coordinate the process according to a specified time line. I 

had established key connections during the pilot survey phase. This helped me tremendously 

as I was able to coordinate my efforts and organise my time. Also, I always had a backup 

plan. I had a fourth hospital on hold just in case I faced any issues during the data collection 

process. Doing the psychometric analysis was another hurdle I faced. It was an unrecognised 

territory for me. But I had to step up to the challenge. I did extensive research around this 

area. My supervisors advised me to get statistical assistance from the Robertson Centre for 

Biostatistics and I was assigned to a statistician for advice and guidance on conducting the 

psychometric analysis. This proofed to be a difficult situation as the statistician was a junior 

and had limited experience around this area. As a result, I had to educate myself and keep on 

running the analysis till I reached the final solution. This took a lot of time and effort but I am 

thankful to have gone through that as I have confidence in my results and feel as though I 

became an expert in this area. 

Interviews were another challenge. I was aware of the potential influence of gender and 

nationality on the depth and detail of information provided by the interviewees, especially 

since I am a Kuwaiti physician. To overcome this obstacle, interviewees were assured of the 

complete independence of the researcher with full confidentiality of data. Despite the 

sensitivity of the topic, especially in relation to cultural factors, the perceived openness and 

the depth of information provided are suggestive of the minimum effect of this potential 

barrier on the results. Overall, this experience will prove to be highly beneficial in my future 

academic and professional progression. 
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On a personal level, I faced one of the biggest challenges in my life, my father’s illness which 

had a major impact on my life. I also faced many challenges related to moving to Glasgow 

and accustoming to my new life while trying to run the lives of my family across continents. 

Finally, I consider myself a reflective person, however, I have never thought about it or why I 

do it.  I had an increased awareness of the act of reflection through my Ph.D. journey.  I 

gained more insight and a better idea of who I am, who I want to become and how to get there 

for both my personal and professional life.  I realized that reflection can be a learning tool.  

Much learning across life is unplanned, emergent and experiential.  

I hope that by understanding, supporting and collaborating with healthcare workers, we will 

foster a healthy environment for both patients and staff. It is my way of giving back to a 

country that has given me so much more than these words can articulate. 

Conclusion 

“There are only two ways to live your life. One is as though nothing is a miracle. The other is 

as though everything is a miracle.” 

Albert Einstein 

I think if we look round us, we can find miracles everywhere and for a second, looking 

through the eyes of a reflective learner, I consider my experience a miracle from God. It 

helped me understand one of God’s most important gifts to me; my intellect and my family so 

thank you, God. 
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