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Background: Patient safety is a major concern at all levels of the healthcare system, with the primary objective of reducing patient 
hazards when providing care. The Kingdom of Saudi Arabia has made great progress in improving the health of its citizens over the 
last few decades, particularly in terms of patient safety. Currently, many health-care institutions throughout the world are interested in 
implementing a safety culture to lower the risk of harm and the number of accidents associated with routine treatment.
Purpose: This study aims to assess the level of awareness concerning patient safety culture among health-care providers in hospitals in 
Riyadh, Saudi Arabia.
Methods: This is a descriptive cross-sectional quantitative study that used the Agency for Healthcare Research and Quality’s patient 
safety culture questionnaire. The survey was conducted online and was completed by 204 health-care employees from three distinct 
hospital settings in Riyadh, Saudi Arabia: government, quasi-government, and private hospitals.
Results: The results showed a low level of patient safety culture awareness among health-care workers in the 10 dimensions of patient 
safety. The mean score was 2.24 out of 5 and the standard deviation was 0.50. Participants assigned the highest mean scores to 
Organisational Learning and Continuous Improvement (Mean: 2.48, Standard deviation: 0.66), Communication About Error (Mean: 
2.44, Standard deviation: 0.70), and Teamwork (Mean: 2.40, Standard deviation: 0.64). Interestingly, the scores for hospital supervisor 
and managerial positions are significant compared to other clinical positions (p-value = 0.047). Moreover, the patient safety rating and the 
number of reported events were significantly related to the overall level of awareness (p-value <0.001), (p-value = 0.042), respectively.
Conclusion: In Riyadh hospitals, overall patient safety awareness is low, necessitating adequate attention and effective solutions such 
as encouraging reporting errors, implementing safety huddles and leadership walkarounds, and establishing a patient safety culture. 
Health-care executives and managers are encouraged to develop safety cultures that promote trust and justice, allowing employees to 
be candid about their mistakes and failings without retaliation. Moreover, this safety culture should be defined by the following 
qualities: a just culture, a learning culture, and a reporting culture.
Keywords: patient safety culture, awareness among healthcare, hospital, Saudi Arabia

Introduction
Patient safety is a worldwide concern at all levels of the healthcare system, with the primary goal of lowering patient risks 
when providing health-care services. To this end, the World Health Organization (WHO) has advised its member countries to 
implement systematic changes in order to promote safety and improve the quality of health care.1 In 1999, the Institute of 
Medicine (IOM) issued the “To Err is Human” report, which emphasised the importance of patient safety. Additionally, it 
stressed that the prevention of error is a process that requires significant system-wide adjustments centred on avoiding, 
recognising, and minimising hazardous behaviours in hospitalised patients that could lead to high morbidity and mortality 
rates. This IOM report was supported by a 2016 report from Johns Hopkins University School of Medicine, whose findings 
reveal that more than 250,000 people in the US die every year because of medical mistakes, which makes it the third-leading 
cause of death after heart disease and cancer.2–5 Therefore, health-care organisations (HCOs) should focus on promoting 
patient safety as practiced by various health-care workers (HCWs) linked with patient safety culture, such as physicians, 
nurses, pharmacists, and nutritionists.4
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Unsafe medical care places a major burden on people’s lives. Every year, over 134 million adverse events occur in health 
facilities in poor and middle-income nations, resulting in 2.6 million fatalities from hazardous care. In an Eastern 
Mediterranean and African study, nearly a third of patients who had a harmful episode died, 14% had permanent disability, 
16% had moderate disability, 30% had minor disability, and 8% of the patients’ harm could not be determined.6 In Saudi 
Arabia, patient safety and medical errors have become a major national issue in the last decade, with the media focusing on 
them. However, only a few studies on the subject have been conducted.7 A combination of negative factors such as staff 
shortages, insufficient buildings and overcrowded facilities, deficiencies in health-care supplies, lack of basic equipment, and 
poor cleanliness and sanitation contribute to the lack of safety in patient care in low- and middle-income countries (LMICs). 
Moreover, other factors that can worsen patient care include insufficient capability of health-care systems and institutions 
(including a lack of a strong safety and quality culture), defective care processes, and leadership indifference. Consequently, it 
is the responsibility of health-care institutions to ensure that people receive safe health care.8 Promoting this concept among 
health-care practitioners and maintaining this perception in hospital systems require establishing a strong patient safety culture 
that cannot be achieved without the support of policymakers, health-care practitioners, and managers. A healthy and positive 
patient safety culture is essential to making the patient safety culture a top priority.9

In recent years, patient safety in health care has become a major global issue. Despite the fact that health systems vary by 
country, many patient safety concerns have similar causes and can often be addressed in similar ways. For that reason, the 
global ministerial summits on patient safety were launched in 2015. The first two summits took place in March 2016 in 
London and March 2017 in Bonn. The main goal was to promote and support the worldwide movement for patient safety and 
narrow the safety gap by bringing together international experts and political decision makers. In Tokyo 2018, the third 
global ministerial conference took place, reaffirming the worldwide commitment to patient safety. Additionally, Saudi Arabia 
hosted the fourth Global Ministerial Summit on Patient Safety in 2019. The conference centred on improving patient safety 
in low- and middle-income nations, which account for two-thirds of worldwide patient damage. During the summit, the 
Jeddah Declaration on Patient Safety was produced, which includes crucial suggestions for continuing to advance the global 
patient safety movement, particularly in low- and middle-income countries. Despite this momentum, the fifth global summit, 
which was scheduled to be hosted by the Swiss government in 2020, was postponed due to the Covid-19 pandemic.10

Over the last few decades, Saudi Arabia has achieved significant progress in improving the health of its people— 
particularly in the area of patient safety. The new model of care (MOC) highlights the best practices for persons and 
population groups in terms of care and services. It additionally aims to guarantee that patients obtain the appropriate care 
at the appropriate time from the appropriate team in the appropriate setting.11 This model consists of six systems of 
treatment that focus on the many types of care that the health system would provide: preventive, planned, maternity and 
child, urgent, chronic, and palliative. It also offers six levels of services, ranging from individual empowerment through 
primary care and specialist health services. Each system of care has its own set of paths for individuals to follow in order 
to receive the treatment they need, as well as its own set of success metrics.12

Aim of the Study
The present study focuses on assessing the level of awareness concerning patient safety culture among health-care 
providers in hospitals in Riyadh, Saudi Arabia.

Objectives
The main objectives of the research are as follows:

● To assess the level of PSC awareness among health-care workers
● To identify the main domain of PSC that impede the implementation of patient safety
● To identify the major challenges within the domains that impede the implementation of patient safety in hospitals in 

Riyadh, Saudi Arabia
● To determine the impact of demographic variables (gender, age, level of education, position in hospital, work area, 

and hospital type) on the awareness of PSC
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Literature Review
A Patient Safety Culture (PSC) has been well-defined as the organisation’s shared attitudes and beliefs about safety.13 It 
includes a safety climate, which is the organisation’s perceived value of safety. Patient safety was initially revised in 
response to health and climate reports, but the current review focuses on safety culture. Although the perspectives of 
organisations may vary, a positive PSC should imply that people are safe whenever they enter the healthcare system.13 

A culture of this type recognises the inevitability of error and tends to focus on proactively addressing latent threats while 
trying to incorporate non-punitive practices for reporting errors and analysing possible adverse events. The situation of 
cultural safety in Saudi is similar to the concepts mentioned above.14 According to the cross-sectional study that was 
conducted in Saudi Arabia, three dimensions were recommended to influence patient safety climate: support from the 
management, a proper reporting system, and the availability of adequate resources.15

Patient safety is a critical part of providing high-quality healthcare, which is why there is a growing safety culture around 
the world. Cultivating a safety culture, however, requires a thorough grasp of a society’s cultural ideas, values, and standards in 
terms of population health. Such knowledge allows health-care administrators to identify behaviours and attitudes that should 
be encouraged, rewarded, or anticipated. For example, a critical examination of many health systems has demonstrated the 
importance of emphasising organisational elements such as patient safety rather than individual failings.16 Dealing with 
patient safety issues from a culture change approach has been shown to produce the most positive impact on increasing the 
safety and quality of healthcare. Instead of blaming individual culprits, health systems are recommended to consider mistakes 
as opportunities for safety and quality improvements.17

Patient safety in healthcare refers to the protection of both patients and health-care workers (HCWs), and patient 
safety cultures have evolved to promote health-care procedures and serve as a benchmark for future progress.3 

Furthermore, research has shown that health-care facilities all across the world are concerned about patient safety. In 
2010 and 2013, studies conducted in Taiwan and China, respectively, revealed similar results. There was a positive 
attitude towards PSC among health-care workers in these countries;18,19 conversely, a study conducted in Iran measuring 
the culture of patient safety showed moderate and weak levels of PSC.20 A similar study in Iran also showed that the 
level of PSC is low.21 Moreover, another study conducted in 2017 in Peru testing PSC in two different health sectors 
(public and private) showed a low-grade result.22 Therefore, attention should be directed to this issue by managers, 
professionals, and policymakers.

A growing number of health-care organisations throughout the world are interested in the safety culture idea as a way 
to reduce the risk for injury and the number of accidents related to everyday treatment.23 However, patient safety culture 
still needs to be emphasised more strongly in Arab countries. All stakeholders—including legislators, health profes-
sionals, medical educators—should be involved in the journey towards improvement.24

According to patient safety studies, there are still areas for improvement in the patient safety culture at hospitals in 
Riyadh, Saudi Arabia.25 As such, health-care institutions should develop a blame free culture boosting communication 
and leadership capability, learning from errors and incorporating patient insights into safety programs.24 A study 
conducted in Palestinian public hospitals highlighted that punitive and blame cultures, under-reporting of occurrences, 
lack of open communication, and insufficient managerial support are all major obstacles to patient safety in hospitals.26 

Nonetheless, previous research in Arab nations has found a typically expected low standard of positive patient safety 
culture among pharmacists as well as less development in the provision of safe health care.26,27 This implies that a patient 
safety problem exists in Saudi Arabia, and that health-care staff continue to face obstacles in maintaining patient safety in 
hospitals in accordance with patient safety guidelines.3

In Saudi Arabia, access to healthcare has increased dramatically during the last three decades.28 Furthermore, quality 
improvement and safety methods have been addressed to overcome challenges of accessing care. These methods are 
aligning organisational procedures with pressure from outside sources; prioritising quality over quantity; establishing 
quality-improvement mechanisms that are beneficial to the entire organisation; launching departmental duties and team 
expertise; creating care pathways that are based on evidence of high-quality and safety actions; setting up information 
systems with a pathway focus; assessing and offering comments on a regular basis.10

Still, merely having access to health care is not enough. Patients entering the healthcare system, whether in a clinic, 
hospital, or another setting, need to know that they will receive care that is safe, effective, and based on the most recent clinical 
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evidence. This is especially crucial in hospitals, where patients are often desperately ill. Because of this, ensuring quality is 
a crucial component of a high-performing system.29 Accreditation programs such as the Joint Commission International 
Accreditation (JCIA) and the Central Board Accreditation of Health Institutions (CBAHI) have been shown to improve patient 
safety and reduce the chance of near misses, poor outcomes, and medical mistakes.30 In a study conducted at King Abdul-Aziz 
University Hospital to assess the impact of accreditation on the PSC, the result showed that accreditation has significantly 
improved the perception of nurses on the awareness of patient safety.31 Furthermore, success in patient safety requires the 
creation of a PSC that supports health-care facilities.32 Despite the fact that PSC is becoming more widespread within every 
health-care institution, more efforts, such as investing in health-care provider education, are needed to progress and eventually 
champion its values. Thus, the current study aims to assess the level of awareness of health-care providers toward patient 
safety culture in Riyadh hospitals in the Kingdom of Saudi Arabia.

Materials and Methods
Study Design and Setting
A descriptive cross-sectional quantitative study targeting all health-care workers across the central region of the Kingdom 
of Saudi Arabia, in Riyadh. The study was conducted at three different hospital settings: governmental, quasi, and private 
hospitals in Riyadh, Saudi Arabia.

Study Subjects and Sample Size
All health-care workers in Riyadh hospitals—whether clinicians, non-clinicians with direct contact with patients such as 
doctors and staff nurses, and workers without direct contact such as support services, administrators, managers, super-
visors or contractors, were eligible and invited to participate in this study. Health-care workers outside Riyadh were 
excluded from this study. The data were collected in April and May 2021. The sample size was 204 participants 
completed the survey.

Sampling Method
The probability-sample technique was utilised in this study. The hospital survey on patient safety culture (HSOPSC) 
questionnaire was administered online to the target population as a Google Form through several social media applications 
including Telegram, Twitter, WhatsApp, as well as via email. The questionnaire consisted of 14 sections, and it varied between 
requiring short answers and five-point Likert scale responses. All questions were marked as obligatory to ensure that none was 
left unanswered. Participants were moved automatically to the next section once all the questions were answered.

Data Collection Tool
The validated and reliable HSOPSC tool, adopted from the Agency for Healthcare Research and Quality, was used to 
collect the data.33 The survey tool was developed to assess the awareness of hospital staff in regard with patient safety 
issues, medical errors, and event reporting. It contains 34 items that measure 12 dimensions of PSC, including the 
following: teamwork (3 items); staffing and work pace (4 items); organisational learning and continuous improvement (3 
items); non-punitive response to error (4 items); supervisor, manager, clinical leader support (3 items); feedback and 
communication about error (3 items); communication openness (4 items); reporting patient safety events (2 items); 
hospital management support (3 items); hands off and information exchange (3 items). The first 10 dimensions use a five- 
point Likert scale of agreement (ranging from 1, “Strongly disagree”, to 5, “Strongly agree”) or frequency (from 1, 
“Never”, to 5, “Always’). An answer choice for ‘Does not apply’ or ‘I don’t know” was also included. Moreover, the 
survey contained two outcome questions that assessed how respondents rated overall patient safety in their hospital and 
how many events they had reported in the previous 12 months.

Data Analysis
Statistical Package for the Social Sciences (IBM SPSS version 25.0) was used to conduct the statistical analysis and 
calculate the overall mean score of all dimensions. A higher score indicates better PSC. Skewness and kurtosis criteria 

https://doi.org/10.2147/JMDH.S376623                                                                                                                                                                                                                                

DovePress                                                                                                                                         

Journal of Multidisciplinary Healthcare 2023:16 324

Albaalharith and A’aqoulah                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


were used to test normality; therefore, the results showed that all dimensions were normally distributed. Thus, t-tests and 
one-way ANOVA were used. In all analyses, a p value <0.05 was considered statistically significant. Number and 
percentage were used to describe the sociodemographics of the study population.

An independent t-test was used to assess the statistical significance in mean scores between genders. One-way 
analysis of variance (ANOVA) was used to determine possible differences among other independent variables. 
Furthermore, ANOVA was utilised to test statistically significant differences between the number of reported events 
and total level of awareness (total mean score) as well as patient safety rating and total level of awareness (total mean 
score). When ANOVAs were significant, Tukey post-hoc tests were used to detect the differences.

Results
Demographics
Table 1 shows number and percentage of demographic data. A total of 204 employees working in different hospitals in 
Riyadh completed the PSC survey. More than half of the participants were male n = 105 (51.5%). Participants between 
the ages of 31 and 40 (n = 90), constituted 44.1% of the sample size. Participants holding a bachelor’s degree (n = 100) 
were almost half of the sample size (49%). Nurses were the highest participating group (n = 62, 30.4%), followed by 
physicians (n = 43, 21.1%). The participation of employees working in in-patient units (n = 55) and out-patient clinics (n 
= 51) were 27% and 25%, respectively. However, 60 participants were working in managerial and administrative 

Table 1 Number and Percentage of Demographic Data

Number Percentage (%)

Gender
Male 105 51.5

Female 99 48.5

Age Group
20–30 years 52 25.5
31–40 years 90 44.1

41–50 years 46 22.5

Above 50 years 16 7.8

Level of Education
Diploma 41 20.1
Bachelor 100 49.0

Postgraduate 63 30.9

Position in Hospital
Nursing 62 30.4

Medical 43 21.1
Other clinical 38 18.6

Supervisor, Manager 37 18.1

Support services 24 11.8

Work Area
In-patient units 55 27.0
Out-patient clinics 51 25.0

Clinical Services 25 12.3

Administration, Management 60 29.4
Non-clinical services 13 6.4

Hospital Types
Governmental 76 37.3

Quasi 66 32.4

Private 62 30.4
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positions (29.4%). Regarding hospital types, governmental hospitals (n = 76) constituted 37.3% of the sample, and quasi 
hospital n = 66 constituted 32.4%. 

Participants’ Level of Awareness on PSC Dimensions
Table 2 shows level of awareness of all PSC dimensions. The mean score of all domains together was low: 2.24 with 
standard deviation 0.50. In all dimensions, the level of awareness among health-care providers was low except for the 
following three dimensions, where the level of awareness was moderate: Team Work (M = 2.40, SD = 0.64), 
Organisational Learning - Continuous Improvement (M = 2.48, SD = 0.66), and Communication about Error (M = 
2.44, SD = 0.70).

Determining the Factors of Significance Influence by Using t-test or ANOVA
A t-test was used to determine whether there was a statistically significant difference in the mean between male and 
female. The results showed that there is no significant difference between genders (p-value = 0.53). One-way ANOVA 
was used to determine the possible differences among other independent variables. The result revealed that there is no 
significant difference between and within the groups in all variables which are age group (p-value: 0.69); education level 
(p-value: 0.13); work area (p-value: 0.67); and hospital type (p-value: 0.87), except in position in hospital variable.

Table 3 shows association between position in hospital variable and level of awareness.
The result revealed that there is significant association between position in hospital variable and level of awareness 

(p-value = 0.038).
Table 4 shows difference between positions in hospital groups. To investigate this significant difference between 

groups, the Tukey HSD post hoc was used. The analysis revealed that there is a statistically significant difference in 

Table 2 Level of Awareness of All PSC Dimensions

Dimensions of Patient Safety Culture Mean SD Level of Awareness

1 Teamwork 2.40 0.64 Moderate

2 Staffing and Work-pace 2.16 0.47 Low

3 Organisational Learning and Continuous Improvement 2.48 0.66 Moderate

4 Non-punitive Response to Error 2.05 0.77 Low

5 Supervisor, Manager, Clinical Leader Support 2.27 0.65 Low

6 Communication about Error 2.44 0.70 Moderate

7 Communication Openness 2.18 0.74 Low

8 Reporting Patient Safety Events 2.19 0.88 Low

9 Hospital Management Support 2.29 0.71 Low

10 Hands-off and Information Exchange 2.29 0.71 Low

Total Mean Score of all dimensions 2.24 0.50 Low

Note: Cut point: 1–2.33 (Low), 2.34–3.67 (Moderate), 3.68–5 (High).

Table 3 Association Between Position in Hospital Variable and Level of Awareness

Variables Source Sum of Squares df Mean Square f p-value

Position in hospital* Between Groups 2.56 4 0.64 2.59 0.038
Within Groups 49.11 199 0.24

Note: *The mean difference is significant at the 0.05 level.
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“supervisor, management position” (Mean: 2.43, Standard Deviation: 0.50) compared to other clinical positions (Mean: 
2.11, Standard Deviation: 0.37) in hospital (p-value = 0.047).

Discussion
The present study used the HSOPSC tool to assess the level of PSC awareness among health-care workers in Riyadh 
hospitals. Findings of this study identified that PSC awareness is generally low, particularly in the following dimensions: 
staffing and work-pace; non-punitive response to error; communication openness; supervisor, manager, clinical leader 
support; reporting patient safety events; hospital management support for patient safety; and hands-off and information 
exchange. These areas, in particular, require improvement. By contrast, the dimensions of teamwork, feedback and 
communication about error, and organisational learning and continuous improvement had a moderate score. In 2017, the 
Saudi Patient Safety Centre sponsored a nationwide hospital assessment on PSC. Both cycles’ findings revealed the same 
areas of improvements, such as staffing, communication openness and non-punitive response to error.34

In this study, the overall level of PSC awareness was low, which is similar to the finding of the cross-sectional 
research conducted at a teaching hospital in Ghana. This indicates that the situation is serious. To completely 
comprehend and alter the PSC in healthcare, professionals must be trained in patient safety.35 Specifically, the seven 
areas that need urgent improvement are nonpunitive response to error, staffing and work-pace, communication about 
error, communication openness, hospital management support, reporting patient safety events, and hands-off and 
information exchange. The remaining three dimensions—organisational learning and continuous improvement, team-
work, and a nonpunitive response to errors—must be preserved and enhanced, as this is the core of maintaining and 
improving patient safety.

Research conducted in a large teaching hospital in Riyadh showed that the areas of strengths were teamwork and 
organisational learning and continuous improvement. In contrast, staffing, non-punitive response to error, and commu-
nication openness were the areas that need to be improved. Our findings are aligned with the strengths and weaknesses of 
this study. Regarding the barriers of communication openness and response to errors, these can be linked to participants’ 
responses to the question about how often they report an incident; this indicates a fear of reporting, and this can be linked 
to some participants’ view that their mistakes would be used against them when they report an incident. Fear of reporting 
can be a barrier to developing a healthy PSC. Fear, guilt, and the presence of a punitive response to error are all reasons 
given in the literature for not reporting errors. There is a need to motivate health-care workers, especially nurses, who 
made up around 30% of sampled respondents, to report events because of their positive influence on patient safety.9

Further, a study conducted in Primary Health Centres (PHCs) in Kuwait found that effective communication methods 
could be institutionalised to promote communication openness. Moreover, poor communication is associated with unsafe 
worker behaviours such as policy and procedure infractions and inadequate event reporting. Establishing an open 
communication system can lead to improvement in patient safety outcomes.36 The results of this study are in line with 
others conducted in Sweden and Tunisia, both of which revealed the existence of a punitive culture.37 Because of the fear 

Table 4 Difference Between Positions in Hospital Groups

(I) Position in 
Hospital

(J) Position in 
Hospital

Mean 
Difference (I-J)

Std. 
Error

Sig. 95% Confidence 
Interval

Lower 
Bound

Upper 
Bound

Supervisor, Manager Nursing 0.15588 0.10320 0.557 −0.1282 0.4400

Medical 0.17650 0.11140 0.509 −0.1302 0.4832

Other clinical 0.31892* 0.11474 0.047 0.0031 0.6348

Support services 0.33784 0.13021 0.075 −0.0206 0.6963

Note: *The mean difference is significant at the 0.05 level.
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of punishment, a punitive culture may leave essential patient safety issues unresolved. Multiple interventions and 
ongoing efforts are required to create a non-punitive culture. Furthermore, cultural transformation is a lengthy process. 
Safety culture should be monitored on a regular basis, areas of improvement should be identified, and steps should be 
established to strengthen the culture even more.38

Staffing proved to be an issue for respondents in this study, as they explicitly noted working longer hours than is 
optimum for patient safety and trying to accomplish too much too fast in crisis mode. Given the enormous body of 
research relating the availability of health-care workers to population health outcomes, this conclusion is critical.39 Major 
patient-related crises have occurred in organisations with an insufficient number of staff.24 In circumstances when the 
number of employees is fewer than optimal for providing patient care, most professionals are overworked, burned out, 
suffer from stress, and lack sleep which can lead to failures in performance that influence the quality and patient 
outcomes.36 Several researchers found that work environment problems such as feeling overworked, staff shortages, lack 
of time and equipment, and workload are barriers to patient centred care.40 Improvement efforts concentrating on 
staffing, work pace as well as work pressure may lead to better safety culture.41

Moreover, many respondents also stated that they require further help from their bosses and leaders. More effective 
governance and leadership might help with this. Front-line employees should feel heard and appreciated when they 
communicate with management.42 Leadership is critical to fostering an open and encouraging environment for the 
reporting of patient safety hazards.43 Closing the loop or giving feedback fosters trust and openness, both of which are 
crucial characteristics of a good patient safety culture.42 A systematic review study undertaken in Saudi Arabia found that 
“blame culture” and communication challenges were major issues confronting health-care systems in several Arab 
nations. Consequently, it is possible to argue that in the health-care systems in Arab nations, especially in Saudi Arabia, 
a blaming culture prevails. This might be attributed to weak leadership and a lack of legislation to ensure patient safety.24 

Through leadership acts of facilitation and elaboration, hospital administrators and managers play a critical role in 
establishing a safety culture that emphasises patient safety in health-care institutions.44

Respondents also voice concern about “hands off and Information exchange”. Our result is similar to the study 
conducted in a public hospital in Yemen.45 According to a study conducted in 2010, staff perceptions of the behavioural 
characteristics of handoffs impact their judgement of the hospital’s level of patient safety.46 The AHRQ and the 
Accreditation Council for Graduate Medical Education (ACGME) have made improving patient handoffs a priority in 
order to improve patient safety.47 Building the capacity of the medical staff through handoff processes and established 
protocols may help to boost a hospital’s PSC.48 Mentoring and leading by example, with a clear focus on transitions of 
care, are also important components of building a safety program in a healthcare company.49 Additionally, hospitals may 
create a strong culture of cooperation across units to assist health-care workers to manage the trade-off between 
efficiency and thoroughness, while also adopting other organisational development activities to link its employees to 
a similar vision and mental model. According to the theory of planned behaviour, attitude is a critical aspect that may be 
modified via training and education. Teaching and training clinical staff in handoff processes and protocols can 
potentially be utilised to affect the PSC of a health-care institution.48

Despite the findings described above, other dimensions including teamwork, feedback and communication about 
error, and organisational learning and continuous improvement were scored in the moderate level. This conclusion is 
consistent with other studies.9,37,50–52 This consistency could be due to proper utilisation of the SBAR tool (Situation, 
Background, Assessment, Recommendation), which has been found to reduce adverse occurrences in hospitals, enhance 
communication among health-care workers, and improve patient safety.53 Additionally, the hospital staff are supportive 
of one another and treat others with respect when it comes to teamwork.35 Current literature has demonstrated a strategy 
— team huddles or daily briefings—to enhance communication, teamwork, and patient safety and care.42

Regarding the influence of demographic characteristics on PSC awareness, our findings demonstrated that there was no 
linkage between gender and overall mean score. The finding is in line with research conducted at a Turkish primary health- 
care institution. There was no association between gender and total mean score.50 Moreover, our result showed that there was 
no relationship between the level of education and patient safety. The lack of this relationship was highlighted by an 
integrative review done in 2008.54 Despite this deficiency, the Council of the European Union and the Helsinki Declaration 
have supported patient safety training and education at all levels of the health system. Leaders of health-care institutions, 
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consequently, must strive to promote continual learning and education for their workers, which will improve their safety 
performance.55,56 Another finding revealed in the present study is that there were no statistically significant differences in the 
level of awareness of PSC among health-care workers in the various work areas or among the three types of hospitals 
(governmental, quasi-governmental, and private). This finding demonstrated that safety culture is not comprehensively 
established in these hospitals, which mirrors the study carried out in Brazil in 2016 and Iran in 2019.57,58

Interestingly, the current research identified an association between the position held in the hospital and the total level 
of awareness; this is particularly true of the supervisor and management positions as compared to other clinical positions. 
Researchers found similar results in a study conducted in hospitals in Palestine, Virginia, and Japan.59–61 This outcome 
may be due to the fact that leaders and managers have a proper and accurate understanding of the present state of patient 
safety issues, which allows them to create an action plan when needed. Additionally, managers and leaders must always 
be aware of patient safety issues and must have a stronger influence on hospital safety culture formation than other 
clinicians or non-managers. From this perspective, hospital leaders must emphasise the need of developing a culture of 
safety while taking into consideration the diverse levels of health-care workers. They must work diligently and 
effectively to reduce any potential risk to the quality and safety of patient care.60,61

Limitation of the Study
There are a few limitations in this study. First, the study was conducted in a single location in Saudi Arabia, Riyadh may 
not reflect the country’s overall trend. Another limitation is that all respondents came from the same city in Riyadh, thus 
limiting the generalisability of the findings. Furthermore, online data collection usually involves some unique challenges, 
such as low response rates, inability to reach older age groups, uneven participant distribution, recall bias, and participant 
fraud. Finally, despite the fact that Arabic is the official language in Saudi Arabia, only the English version of the 
questionnaire was disseminated, which may have limited the ability of some employees to fully comprehend it.

Conclusion
The current study uses one of the most widely used tools, HSOPSC, to assess patient safety culture awareness among 
health-care workers in Riyadh hospitals. Despite the fact that the majority of respondents reported significant weaknesses 
in areas such as staffing and work-pace; non-punitive response to errors; supervisor, manager, and clinical leader support; 
communication openness; reporting patient safety events; hospital management support; and hands-off and information 
exchange. They also reported moderate mean scores in some HSOPSC domains, primarily in teamwork, organisational 
learning and continuous improvement, and communication about errors.

It is critical for Riyadh hospitals to invest in training that would improve patient safety. There is a need to incorporate 
safety training into hospital learning programs, with a focus on the need to build a safety culture. Continuous training is 
required, as is the implementation of policies, governance, and an open reporting system. Leaders and managers are also 
encouraged to create a blame-free environment for health-care professionals to report incidents, as well as to implement 
structures and processes that prioritise psychological safety alongside physical safety, and to use the Just Culture 
Algorithm to respectfully respond to a crisis.

The findings of this study provide significant insight into the issues that Riyadh hospitals face in Saudi Arabia. The 
findings may pave the way for legislative reforms targeted at enhancing hospital safety. To begin implementing safety 
improvements, hospitals must mobilise resources to increase the number of staff, set rules that encourage non-punitive 
reporting, and establish effective communication channels to improve communication and teamwork, as well as to 
simplify the transition process.

Ethical Approval
The study was conducted according to the guidelines of the Declaration of Helsinki and approved by the Institutional 
Review Board (IRB) at King Abdullah International Medical Research Centre (KAIMRC). The study approval number is 
SP21R/157/04. Written informed consent was obtained from all participants.
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