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Abstract: The patient’s safety culture refers to priority of the patient’s safety in the eyes of health and treatment staff. 

Without it, permanent development of health care system is not possible. The present study is aimed at analyzing patient’s 

safety culture status from nurses’ viewpoint. The descriptive-correlative study was carried as cross sectional work in the 

selected hospitals affiliated with Social Security Organization in 2013 and early 2014. Study population was comprised of all 

nurses working in the selected hospitals and a sample group (n=200) was selected through random sampling. A standard 

questionnaire of patient’s safety culture was used for gleaning the data. SPSS was used to analyze the data using mean, 

standard deviation, t-test, and the Pearson’s correlation coefficient. Among the aspects of the questionnaire, the respondents 

assigned the highest point to “teamwork attitude among different units” (mean and SD = 4.01± 0.97) followed by 

“organizational learning-permanent improvement” (mean and SD = 4.05 ± 0.75 out of 5); and the aspects “employees’ issues” 

(mean and SD =2.20 ± 1.10) and “punitive measure in response to error” (mean and SD = 2.52 ± 0.98 out of 5) obtained 

minimum points. According to the Pearson’s correlation test, there was a significant correlation between age and work record 

on one hand and “teamwork attitudes among different wards” on the other hand. Apparently, safety culture needs revision in 

some areas and training, cultural works, providing supportive organizational environment, and improving motivating 

environmental factors are of the main measures that can be taken by the managers to this end. 
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1. Introduction 

The patient’s safety is one of key elements of quality of a 

health system [1]. Expectedly, it has drawn great deal of 

attention in the recent decades in different countries [2]. 

Being safe from risks, threats and harms while receiving 

health services is one of most basic rights of patients [3]. 

Medical errors, on the other hand, are one of the main 

challenges ahead of health systems in every country [4]. The 

idea that health systems are not safe enough and need 

improvements in this regard has been pushed forward in the 

last two decades. On the other hand, developments and new 

achievements in the field of patient’s safety have enabled 

health providers to detect the risks and threats and find ways 

to deal with them. However, the point is that without 

promoting safety culture in all health and treatment facilities, 

no major and stable improvement in patient’s safety is 

expected. [5]. 

The patient’s safety, todays, is one of the first priorities in 

clinical health care services. Medical Association 

recommended that all health care centers should try to 

improve the patient’s safety through improving 

organizational culture aspects [6]. According to the available 

evidences, problems raised by poor safety measures are 

mainly rooted in systemic organizational matters and 

individual errors constitute small portion of the problem [7, 

8]. Among the features of such culture are trying not to 

conceal errors and incidents and reporting them instead, the 

patient’s safety training, availability of error reporting 

system, employing data from reporting system to improve 

processes, promoting teamwork attitudes, avoiding blaming 

employees, establishing transparent relationships between the 

wards, promoting cooperative attitudes among colleagues in 
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line with interests of the patients, and top manager’s attention 

to safety issues [9]. 

As recommended by other studies, adopting systemic 

approach to medical errors and removing the shortcomings 

needs changes in organizational safety culture and systems 

(including incidents reporting system). This increases the 

patient’s safety and effectiveness of clinical services, which in 

turn leads to increase of performance of the management and 

decrease of medical costs. Implementation of a systemic 

approach through preventing errors results in reduction of 

hospitalization term, amount of medicine consumed, necessity 

of further medical attentions due to side effects, and reduction 

of secondary medical and hospitalization costs. [10, 11] 

It is estimated that around 239000 Medicare patients were 

died in the SUA between 2004 and 2006 due to preventable 

medical errors. Number of medical care deaths in Canada is 

24000 each year [12]. In addition to mortality rate or 

inabilities, these errors are too costly. As the reports indicate, 

medical errors under Medicare plan cost 8.8 billion dollars in 

the USA between 2004-2006 [13].  

While, majority of works done until now to cut medical 

errors have been actually a reaction to a problem, a great 

potential to improve the patient’s safety lies in detecting and 

removing risks before incidents take place [14]. To be 

successful in the area, the patient‘s safety must be considered 

as an organizational priority as if it is the centerpiece of all 

affairs. [15] 

As recommended by other studies, hospitals with better 

safety environment encounter fewer problems as to patients’ 

safety [16]. Therefore, it is imperative to improve patient’s 

safety culture and transfer from the culture in which no error 

and incident is reported to the culture that motivates 

reporting errors even when no harm is received by the patient 

[17]. To this end, to improve the patient’s safety culture, and 

in turn improve quality of health services and remove 

probable problems, the patient’s safety culture needs to be 

determined first. In light of this, the present study attempts to 

survey the patient’s safety culture in the eyes of the nurses 

working in health centers affiliated with Social Security Org. 

in Iran in 2013-2014. 

2. Methodology 

The data were collected from the nurses working in 

Tehran-based hospitals affiliated with Social Security Org. 

(Ayatollat Kashani, Shahdi Labafinejad, Hedayat, 

Fayazbakhsh, and Sadr Behafarin). The study was carried out 

as a descriptive, analytical, cross-sectional work. Gleaning 

information included multi-stage random sampling relative to 

nurses’ population size. Questionnaires were handed over to 

200 nurses and all the participants were ensured that their 

information would be reported under the condition of 

anonymity. The questionnaire used to this end was a standard 

patient’s safety culture designed by Quality and Health Care 

Research Agency. Cronbach alpha of internal correlation of 

all aspects was 0.85 and Spearman Brown coefficient was 

0.81. The questionnaire includes 12 aspects including “easy 

communication (3 questions)”, “communication and 

feedback regarding errors (3 questions)”, “transferring 

patient” (5 questions)”, “top managers’ support (3 

questions)”, “non-punitive response to errors (3 questions)”, 

organizational learning and permanent improvement (3 

questions)”, “general perception of patient’s safety (4 

questions)”, “employees’ issues (4 questions)”, 

“manager/supervisor’s expectation (4 questions)”, “teamwork 

among wards (4 questions)”, “teamwork among units (tree 

questions), and “routine incident reports (4 questions).” The 

statement were scored based in Likert’s five-point scale (1 = 

completely disagree,… 5 = completely agree) with maximum 

and minimum points equal with 160 and 0 respectively. In 

addition, there were 11 demographic information questions 

(age, gender, marital status, organizational post, work record, 

place of service). Average point of 75% of the responses was 

3.70 out of 5 and 50% of the responses were scored less than 

2.5 out of 5. Statistical analyses were carried with confidence 

level of 95% and estimate error of 0.05. Analyses were 

conducted using descriptive statistics, t-test, one-way 

variance, and the Pearson’s correlation. As the results 

showed, there was no significant difference between average 

point of the 12 aspects of safety culture and demographical 

information. 

3. Findings 

Due to the important role played by nurses in the patient’s 

safety culture, majority of the participants were nurses. Mean 

and standard deviation of the participants’ age was 33 ± 8 

and 63% of them were under 34 years old. Moreover, 97% 

were women and 69% were married; 85% had bachelors’ 

degree; 6.5% (9) were assistants and 7.5% (11) were 

supervisors. Finally, 44.4% of the participants worked in 

intense care wards. (Table 1) 

Table 1. Demographic information of the participants. 

Variables N % 

Gender 
M 6 2.9 

F 194 97.1 

Age 

24-20 24 11.1 

29-25 53 24 

34-30 66 30.2 

39-35 22 10 

More than 40 51 23.8 

Marital status 
Unmarried 60 31 

Married 140 69 

Organizational position 

Supervisor 11 7.5 

Nurse 149 85.5 

Assistant 9 6.5 

Work record (year) 

Less than 5 75 39.5 

5-10 52 27.5 

10-15 17 9 

15-20 23 11.1 

20-25 14 7 

More than 25 9 4.8 

Among the 12 aspects of the questionnaire, “teamwork 



8 Zahra Hashemi Dehaghi:  A Survey of the Patient’s Safety Culture Among Nurses in Tehran-based Hospitals Affiliated with  

Social Security Organization- 2013-2014 

attitude among the units” (mean and SD = 4.10 ± 0.97) and 

“organizational learning-permanent improvement” (mean and 

SD = 4.05 ± 0.75 out of 5) obtained the highest point; and the 

aspects “employees’ issues” (mean and SD = 2.20 ± 1.10) 

and “punitive measure in response to error” (mean and SD = 

2.52 ± 0.98 out of 5) obtained minimum points. (Table 2) 

Table 2. Mean points based on aspects of the patient’s safety culture. 

Aspects  Mean and SD 

teamwork among wards 0.94(3.54) 

manager/supervisor’s expectation 0.90(3.3) 

top managers’ support 0.95(3.35) 

organizational learning and permanent improvement 0.75(4.05) 

general perception of patient’s safety 1.01(3.15) 

communication and feedback regarding errors 0.80(3.79) 

easy communication 1.05(3.62) 

routine incident reports 1.01(2.90) 

teamwork among units 0.97(4.01) 

Employees’ issues 1.10(2.20) 

transferring patient 1.05(3.40) 

non-punitive response to errors 0.98(2.52) 

The results showed that 26% of the respondents believed 

that no accident has been reported over the past year, 42% 

stated that 1 to 2 accidents have been reported in their ward, 

and 5% did not answer the question. These reports show that 

reporting system of the hospitals needs improvements. 

4. Discussion and Conclusion 

Mean point of safety culture in the hospitals under study 

was 66.5%, which is consistent with Rezapour et al. [18]. 

The highest points were given to the aspects “organizational 

learning and permanent improvement” and “teamwork 

attitudes among units”, which indicates that training and 

permanent improvement programs have been implemented in 

the studied hospitals. Teamwork attitude among colleagues 

was another advantage of the participation; which is 

consistent with other studies [1]. Teamwork attitude within 

and among the wards was also satisfactory; 71% believed in 

teamwork attitudes in their ward and 53% believed in 

teamwork attitudes between the wards. One may concludes 

that the reason for frequent errors in the past was lack of 

coordination among the wards and a sort of individualistic 

culture. Through teamwork, the staff has the opportunity of 

having their works supervised by their colleagues, which is 

great help in preventing medical errors. On the other hand, 

providing health services is teamwork in nature. Rozoski and 

Woods maintained that teamwork reduces probability of 

personnel’s errors. Within teamwork framework, immense 

volume of assignment and risk of errors caused by tiredness 

is replaced with new responsibility to keep good relationship 

with other team members [16]. As to the aspect “easy 

communication” 50.1% of the participants believed that they 

can easily communicates with their colleagues and 42.1% 

believed that they would be informed if an error is made. 

Hostchinson et al concluded that there was a significant 

relationship between reporting accidents and independent 

indices of the patient’s safety culture and increase of 

reporting has positive effects on development of safety 

culture in hospitals. [20]  

Moreover, 40% of the respondents expressed that the 

manager only pays attention to safety matters when something 

goes wrong seriously and only 17% of the respondents 

believed that the management has failed to provide proper 

environment for improvement of the patient’s safety. This 

shows that the responsibility of providing a safe environment 

for the patients is critical and managers at different levels has a 

role to play in designing a proper program and prepare a 

decent environment based on safety program principle to 

minimize effects of errors. Zaboli et al. emphasized in their 

study on the role of management in creating a secure 

environment for the patients and introducing proper safety 

programs to the employees [21]. There is a general agreement 

among the managers that repetition of preventable errors and 

risking safety of the patient are in contrary with preliminary 

mission of the healthy system. In addition, adopting a 

systematic approach to medical errors not only improves 

patients’ safety and effectiveness of clinical services, but also 

is a great improvement in management’s performant and 

cutting the costs. 

Another aspects that obtained low points was “employees’ 

issue” (25%), which is consistent with Chen and Li (39%) 

and Alahmadi (27%). This shows that clinical service section 

is understaffed [22, 23]. Lack of enough human force has 

been reported by many studies as one of the common 

problems from the nurses’ viewpoint [24, 25]. Apparently, 

managers need to reevaluate safety culture of hospital and 

focus more on preventive programs.  

The results showed significant negative correlation between 

age and work report on one hand and teamwork attitudes 

among the wards (age r = -0.20; work report r = 0.22; 

p<0.001); so that point of this aspect decreases with increase of 

age and work record, which means increase of experience of 

the nurses and their familiarity with hospital culture. 

There are several approaches to improve the patient’s 

safety culture in hospitals and education is one of the key 

ones. Many participants indicated training about the patient’s 

safety and medical error as a critical factor in improving the 

staff’s knowledge and awareness. Another approach is 

establishment of a safety committee in the hospital. Such 

committee can acts as the authority to give needed training to 

the supervisors and managers of the wards, survey reported 

errors (in a cooperation with quality control and quality 

improvement departments), detect probable causes of the 

errors, and take required measures to avoid the errors. In 

general, the main purpose of hospitals and medical centers is 

to accelerate treatment process and improve health of the 

referrals. However, in some occasions, the patient suffers 

injuries and harms throughout the treatment process. 

Detecting and reducing risk of such injuries and errors is one 

of the top priorities of all health centers that are aimed at 

offering quality health services. Therefore, this area needs 

more attentions from managers and authorities of health 

centers. To this end, cultural works and providing 
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environmental incentives are of the main steps that should be 

taken by hospitals authorities. 
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