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Globally, improving and promoting patient safety has been given 

a lot of attention in order to develop the standard of healthcare 

and conserve the clients from trauma. The study purposed to 

recognize the perception of the Health Care Provider (HCP) 

regarding patient safety culture. A quantitative design 

/descriptive method was carried out during the period from 12th 

to 24thJanuary 2019 at Rania teaching hospital. Data was 

collected through a hard copy self-managed survey form using 

the Hospital Survey on Patient Safety Culture (HSOPSC). Data 

was entered in to SPSS and analyzed using descriptive and 

inferential statistics. The final study sample included 130 cases 

(74.5% response rate). The total mean positive answer rate for 

the hospital survey dimensions was (42.28%) with a range of 

(4.6% - 79%). Approximately 60% of HCP was perceived patient 

safety culture practice negatively. However, only two dimensions 

from 11 had reached a positive response rate by respondents 

which include teamwork within units and organizational 

learning dimensions. While, the frequency of reporting errors 

dimension had least positive agreement toward PSC. Almost, 

three fourths of the study sample was indicated that had not 

reporting events in the previous year. Also, staffs have 

acknowledged that patient safety grade had in acceptable level in 

their hospital. Statistically, the results of the study showed a 

significant association between (educational status, work areas 

and staff position) and a mean score of HSOPSC (P < 0.05). 

These findings demonstrated that attitudes and perception of 

HCP about patient safety culture are extremely low. 

Fundamentally, there is a necessity for systemic change at the 

level of health organization and continuous training course for 

HCP to improve patient safety culture are strongly 

recommended. 
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1. INTRODUCTION 

The most important domain of healthcare quality in a universal concern is patient safety. 

Medical mistakes are a vital patient safety concern, due to prolonged hospital lodging, 

morbidity and death rate, causing an increase in healthcare costs [1]. Nowadays, the health 

care system is highly complex. Health services frequently are introduced under pressurized 

circumstances and progress rapidly, due to a diversity of technology and individual decisions 

and ruling by healthcare staff. Medical mistakes in such an environment could happen [2]. As 

a result of the diversity in making the error, in an international report by Slawomirski and their 

colleagues, it is estimated that 10 in every 100 clients is harmed while receiving hospital 

services in countries with high-income. However, the heaviest burden from adverse events due 

to mortality and morbidity carry on in countries with low income [3] . 

An important part of healthcare quality is Patient Safety Culture (PSC), which could be 

defined as the general attitude of humans and associations, supported by a shareable group of 

ideas and ethics that are purposed at minimizing chances for a client's adverse event [4]. The 

evaluation of a safe environment to protect patients from errors in healthcare organizations is 

considered to be a first critical step for promoting the quality of health care [5]. Three 

components of safety culture had been recognized in the literature, containing psychological 

components, behavioral components, and circumstantial components [6]. 

Extra awareness had been ordered globally to the subject of patient safety after the liberation 

of the report "To Err Is Human" in the United States in 1999. The fundamental operator of 

safety is an organizational culture, which directly affects the safety of healthcare, including 

values, behaviors, and standard style within institutions. The life-threatening care will persist 

to happen, in the absence of non-propping the patient safety by the institutional culture [7]. 

Patient safety culture is influenced by several factors, particularly human-made. The WHO 

had introduced fundamental descriptions regarding human factors relevant to patient safety 

including organization and management; Leadership; Teamwork and communication, 

Managers’ and team leadership; Conditions awareness; Accountability and risk management; 

Stress management; Fatigue and workplace Hazards[8]. 

Ongoing assessment to identify deficiencies following the areas of patient harmlessness 

culture starts with measures such as a data-based assessment of the current safety culture and 

surveys of healthcare staff and leaders on awareness of the commitment to safety issues.  

Also, a vital point in assessing safety culture is aiding the administrators to realize its effect on 

the incidence of mistakes. As well provides to recognize common causative risks to mistakes. 

Protocol management and research survey are reliable methods that contribute to the 

evaluation of a client's protection culture [9]. However, healthcare services in developed 

countries involved a several high technological interventions, such as electronic medical 

records, medication barcoding, and computerized physician order entry systems [10]. This 

study was purposed to recognize the perception of the HCP's concerning patient safety culture 

in Raniya district Kurdistan-Iraq. 

2. METHODS AND MATERIALS 

2.1 Research design and Sample 

The descriptive non-experimental study was carried out from 12th to 24th January 2019 in 

Rania teaching hospital at Rania district-Kurdistan/Iraq. It involved eight units of the hospital 

including: emergency, medical ward, surgical ward, laboratory, coronary care unit (CCU), 

operation room, pharmacy, and radiology unit. The total sample size was taken in the present 

study is (174) health care providers from both genders. 

2.2  Inclusion and Exclusion criteria 

All participants (medical profession) from both genders in different specialty and facility who 

take care for patients (directly or indirectly) were included. Managers, administrators, medical 

students and respondents who disagree to take part in the study were excluded. 
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2.3 Questionnaire design 

The questionnaire consisted of two parts include socio-demographic data & the "Hospital 

Survey on Patient Safety Culture (HSOPSC)". The socio-demographic data was designed by 

the researcher using literature to profit the participant's eligibility. This sheet consists of seven 

items which include age, gender, level of education, staff position, setting of work, years of 

employment and type of patient's profession. 

The original survey " HSOPSC " was designed by Agency for Health Care Research and 

Quality [11]. The questionnaire has been translated in to Kurdish language by the researchers 

and was evaluated by bilingual nursing experts using forward translation [12]. The (HSOPSC) 

section are made up of 42 open-ended questions that focused on 12 dimensions of safety 

including: "Teamwork within units; Organizational learning; Management support for patient 

safety; Overall perceptions of patient safety; Feedback and communication about error; 

Communication openness; Frequency of event reported; Teamwork across units; Staffing;  

Handoffs & transitions; Non-punitive response to errors". Also, the two single questions were 

associated with the questionnaire regarding errors reported annually and hospital evaluation in 

relation to patient safety by participants.  

2.4 Questionnaire validity and reliability 

The instrument validity was reviewed by seven experts who have practiced health care 

professional for more than 10 years from different specialties including (Medicine, Adult 

nursing, Community health nursing, Maternity, Advanced nursing) related to the field of the 

study. Their responses indicated that minor changes should be done to a few parts of the 

instrument tool respectably. The pilot study was executed at Rania teaching hospital sharing 

(15) health care providers which selected randomly from both genders. It was executed from 

20th December to 27th December 2018.  

To a large extent, the pilot study indicates that the tool used was clear with little change in 

some items to expand respondents understanding of the tool. However, the "Director/Leader 

presumption and activities progressing Patient safety " dimension did not handle accurately by 

respondents during the process of the pilot study; Therefore, it was excluded from the main 

research study. The sample of the pilot study was excluded from the main study sample. The 

Kurdish questionnaire tool's reliability was examined by employing Cronbach's Alpha test. 

The Split-Half Coefficient was (r= 0.83) indicating a good reliable tool in the Kurdish 

language. 

2.5 Rating and scoring 

To employ the research questionnaire, a Likert scale (five-point) has been used. The study 

instrument was rated and scored according to author's recommendation: For positively warded 

items (from one = for Strongly Disagree to Five = for Strongly Agree) scale has been placed. 

Also, for negatively warded items five-point scales placed as follow: (from Five= for Strongly 

Disagree to One = for Strongly Agree).  

2.6 Data collection and analysis 

The purposive sampling was used for this study. A hard copy of the self-administered 

questionnaire was used to obtain data from participants. After obtaining the oral consent of 

each respondent the researchers gave instructions to participants on how to deal with the 

questionnaire. A total of (174) questionnaire was distributed to participants. The final sample 

size was included made up of 130 participants (response rate: 74.5%) in the main study. The 

whole data was encoded and inserted into Statistical Package for the Social Sciences-version 

22 programs for more statistical analysis. Descriptive statistical analysis such as mean, 

standard deviation, variance, and frequency was employed to summarizing, interpreting data 

and obtain a percentage of the responses. As well as, inferential statistics examined the 

association between such variables from demographic characteristic and mean score of the 

HSOPSC. Cronbach's Alpha (Split-Half Coefficient) test has been applied to examine the 

internal consistency of the instrument. Almost, a t-test is employed to find out important 

differences between the means of two groups. Also, in order to identify an association 
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between more than two independent variables, Analysis of Variance ANOVA was applied to 

mark statistical variation. 

3. RESULTS 

From the sample surveyed as shown in Table 1 the participant's mean age was (Mean ± SD: 

33.63 ±7.36). Also, the majority of respondents were female (51.5%) and most of them 

(60.8%) had a diploma. However, the highest (41.5%) staff positions participated in this study 

was institute nurse. As well, the emergency unit proportionally had higher (17.7%) 

participation rate. On the other hand, the studied data indicate that the majority (36.2%) of the 

samples had 5-10 years of employment and most of them (90.8%) acknowledged that they had 

direct contact with patients. 

 
Table1: Socio-demographic data of the participants 

Variable Items F % 

Age groups 20-30 52 40.0 

31-40 56 43.1 

41-50 18 13.8 

51 and greater 4 3.1 

Gender Male 63 48.5 

Female 67 51.5 

 Level of education Postgraduate 2 1.5 

Bachelor's degree 37 28.5 

Diploma 79 60.8 

Secondary school 12 9.2 

Staff position  

 

Physician/physician in training 9 6.9 

College nurse 17 13.1 

Institute nurse 54 41.6 

Secondary nursing school 12 9.2 

Technician (e.g. lab, radiology) 22 16.9 

Pharmacist/ assistants 4 3.1 

Anesthesiologist/ assistants 12 9.2 

Setting of work Many different hospital units 4 3.1 

Medicine 20 15.4 

Surgery 15 11.5 

Emergency 23 17.8 

CCU 18 13.8 

Pharmacy 5 3.8 

Laboratory 18 13.8 

Radiology 4 3.1 

Operating room 23 17.7 

Years of employment  less than 5 y 30 23.1 

5-10 47 36.2 

11-15 19 14.5 

16 and over 34 26.2 

Direct contact with patient Yes 118 90.8 

No 12 9.2 

Total  130 100 

  

The overall positive response rate for the entire scale as illustrated in Table 2 was 42.28% 

ranging from (1.5% to 95.4%). As well as, among the 38 questions that represent patient 

safety culture dimensions’ more than half of the studied items (22question) had not reached 

the positive response rate by 50%. 

The highest positive response rate achieved on this survey (95.4%) is within the organizational 

learning dimension’s which worded positively "our staffs are in energetic acting things to 

progress client safety". However, participants (1.5%) show a high negative response rate 
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concerning the frequency of errors recorded dimension’s which mentioned: "when an error is 

created and could injure the patient, but did not, how frequently is this recorded?". 
 

Table 2: Hospital survey average positive answer rate 

Variable Average 

positive   

response rate 

% 

Hospital work area/unit (18 items) 

"Teamwork within units" 

1. In this department, staff supports each other. 77.7 

3. As a team, we work together to finish a lot of work rapidly. 92.3 

4. In this department, the staff respects each other. 76.2 

11. Other staff helps out when a single area in this department is too busy. 58.5 

"Organizational learning"  

6. In order to improve patient safety, we are working seriously. 95.4 

9. Errors have caused appropriate changes over here. 65.4 

13. Following any changes made to progress client safety, efficacy will be assessed. 76.2 

"Overall perceptions of patient safety"  

15. To obtain extra work completed, patient safety should not be sacrificed. 82.3 

18. Our organizations and techniques are perfect at stopping mistakes from incidence. 68.5 

10. The further dangerous errors do not occur here merely just by chance. (negatively 

worded) 

23.8 

17. In our ward, troubles of patient safety exist. (negatively worded) 12.3 

"Staffing"  

2. Our staff is sufficient to control the workload. 25.4 

5. Health care providers in this ward work extra time to supply effective care for 

clients.  (negatively worded) 

9.2 

7. To supply effective care for clients, we utilize extra non-permanent employees. 

(negatively worded) 

10.8 

14. We perform a lot of work too fast, as in "crisis mode". (negatively worded) 2.3 

"Non punitive response to errors" 

8. Employees see their faults are held facing them. (negatively worded) 17.7 

12. Following an error is announced, it looks like an individual is being written up, not 

the trouble. 

26.9 

16. Employees are concerned regarding errors they create are saved in their own file. 

(negatively worded) 

67.7 

Communications (6 items) 

"Feedback & communication about error"  

1. Depend on errors reports, our staff receives feedback concerning changes set in the 

units. 

46.9 

3. Mistakes that occur in our unit we are knowledgeable about. 53.1 

5. In this ward, we debate methods to overcome mistakes.   23.1 

"Communication openness"  

2. Employees will openly speak up whenever catch anything that could impact 

patient's care negatively. 

42.3 

4. Employees are independent to critique the orders or actions of such administrators. 38.5 

6. Employees are scared to inquire about things that do not appear good.  (negatively 

worded) 

52.3 

Your hospital (11 items) 

"Management support for patient safety"  

1. To progress patient safety, medical institution administrations supplies desired job 

environment. 

50.8 

8. Medical institution administrator's activities manifest that client safety is a more 

important issue. 

69.2 

9. Medical institution administrators appear concerned about client safety solely 

following harmful errors. 

25.4 
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"Teamwork across units"  

4. Medical departments show perfect job collaboration between them as required. 66.9 

10. There is work coordination among hospital departments to provide high-quality 

care for patients. 

68.5 

2. There is no appropriate collaboration among hospital departments. (negatively 

worded) 

30.0 

6. The work with employees with different hospital departments is frequently not 

pleasant. (negatively worded) 

26.2 

"Handoffs & transitions"  

3. When transporting patients within departments, things "fall between the cracks". 

(negatively worded) 

29.2 

5. Between staff rotation, significant data on patient care frequently is lost. (negatively 

worded) 

26.9 

7. Numerous problems happen in the interchange of data within hospital departments.  

(negatively worded) 

28.5 

11. In this hospital, staff rotations are trouble for patients. (negatively worded) 25.4 

"Frequency of events reported"  

1. An error had occurred, however, is cut off and repaired before impacting the client, 

how frequently is this recorded? 

8.5 

2. When an error is created but does not injure the patient, how frequently is this 

recorded? 

3.8 

3. When an error is created and could injure the patient, but did not, how frequently is 

this recorded? 

1.5 

 

The study results indicated that only two dimensions from 11 had reached positive response 

rate by respondents which include "organizational Learning" (79%) and "teamwork within 

Units" (76.2%) dimensions. While, the highest deficiencies (4.6%) positive response rate of 

the study sample caught at the area of frequency of events reported dimension figure 1.  

 

 

Figure 1: The response rate on patient safety culture dimensions in Rania teaching hospital  

Figure 2 shows an illustration of participants' responses to the first question regarding events 

recording in their work areas. The majority of the study sample (75.38%) was acknowledged 

that no events had reported in the previous twelve months. As well as, the minority of them 

(1.54%) was indicated that only about 5 events were reported in their work area.  
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Figure 2: Events recording frequency in work areas 

Figure 3 shows an illustration of participants' responses to the second question regarding 

rating patient safety grades in their hospital. The majority of health care staff (64.6%) was 

agreed that patient safety grades in their hospital had an acceptable level. Also, only (1.6%) of 

the study sample graded their hospital as an excellent level in providing patients safety. 
 

 

The association between the characteristic of the study sample and the mean score of the 

hospital survey is shown in Table 3. An analysis of variance test statistically indicates no  

Figure 3: Hospital-patient safety grade 

significant relationship in the staff perception regarding PSC among various subgroups such 

as age groups and years of employment (p>0.05) by mean score of hospital survey. In 

addition, an independent t-test statistics do not represent any significant association between 

men (M=3.10, SD=0.25) and women (M=3.06, SD=0.29), (p=0.473). However, the sample 
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survey revealed a statistically significant relationship among different work areas, staff 

position and level of education. HCP who working in many work areas and the emergency 

unit had a higher score than staff working in the operating room (p=0.014). Also, in terms of 

specialty, the institute nurse and secondary nursing school had a higher mean score than 

college nurse (p=0.001). Similarly, staff who holding diploma degrees had a higher score than 

those who holding a postgraduate degree in relation to PSC (p=0.006). 

  
Table 3: Association between the socio-demographic characteristic by mean score of HSOPSC 

Variable  No Mean SD Statistical analysis and P-Value 

Age group 

20-30 52 3.06 0.31 f: 0.647 

p:0.586 31-40 56 3.07 0.24 

41-50 18 3.16 0.26 

Greater than 50 4 3.04 0.10 

Gender 

 Male 
63 3.10 0.25 t: 0.518 

p: 0.473 
Female 67 3.06 0.29 

Work Area/Unit 

Many different hospital units 4 3.09 0.10 
f: 2.537 

p: 0.014 

Medicine 20 3.00 0.29 

Surgery 15 3.02 0.34 

Emergency 23 3.09 0.27 

CCU 18 2.99 0.27 

Pharmacy 5 2.99 0.17 

Laboratory 18 3.07 0.18 

Radiology 4 2.95 0.18 

Operating room 23 2.88 0.23 

Staff position 

Physician/physician in training 9 2.99 0.09 
                       

f: 4.193 

p:0.001 

College nurse 17 2.87 0.26 

Institute nurse 54 3.11 0.28 

Secondary nursing school 12 3.11 0.23 

Technician (e.g. lab, radiology) 22 3.05 0.18 

Pharmacist 4 3.02 0.37 

Anesthesiologists 12 3.32 0.26 

Level of education 

Postgraduate 2 2.87 0.07 
f: 4.366 

p: 0.006 

Bachelor 37 2.96 0.23 

Diploma 79 3.13 0.28 

Secondary nursing school 12 3.11 0.23 

Years of employment 

less than 5 years 30 3.09 0.22 
f: 2.183 

p: 0.093 

5-10 47 3.02 0.31 

11-15 19 3.04 0.22 

16 and over 34 3.17 0.26 

 

4. DISCUSSION 

4.1 Demographic characteristic 

In the present study, the data analysis regarding age demonstrates that the majority of HCP 

represent young adult. Proportionally, female participants were representing the major part of 

the study sample. Also, the majority of the study participant had diploma degree, most of them 
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were institute nurses and having about 10 years of experience which approximately 

acknowledged that had direct contact with the patient.  

4.2 Patient safety culture survey 

Globally, assessment of patient safety in the medical institutions had been increasing demand 

using HSOPSC which was designed by AHRQ not in Western countries but also in 

developing countries. Particularly, this request aimed to obtain more knowledge related to 

patient safety conditions in the present day and to put plans for action concerning this issue in 

the future.    

The sample of 130 respondents from seven units within Rania teaching hospital was assessed. 

In general, the hospital survey dimension's average positive response was low. However, the 

areas with high deficiencies among hospital survey include nine dimensions that received the 

lowest positivity by participants, indicating incredible weakness in practicing patient's 

protection.       

Our results are similar to the studies conducted by researchers from Jordan and Turkey that 

indicates staff had negative perception toward patient safety culture. whereas Al. Nawafleh 

and their colleagues in Jordan reported that the total positive awareness was 42%, indicating a 

lower perception of health care staff concerning PSC [9]. As well as, Bodur and Filiz from 

turkey acknowledged that the overall patient safety culture score for physician and nurses 

were lower than the standard score 44% [13]. However, our results are higher than the mean 

score of a study conducted by researchers in Egypt that found only 33.3 % of healthcare 

workers had a positive perception toward patient safety[14]. 

These outcomes show that health care providers had negative feedback in relation to the 

culture of patient safety, reflecting the weakness of patient protection from harm. Also, 

systems and procedures in the hospitals were not adequate in preventing medical errors from 

happening to the patients. Furthermore, the reasons behind deficiency in patient safety culture 

among HCP include health management planning, inadequate administrative arrangements, 

inadequate training courses for staff and geopolitical and economic crisis that faces Kurdistan 

region in three decades. 

Nonetheless, there are a lot of data even in the developing countries indicates that PSC is 

taken as priority in healthcare delivery system. To a large extent, our results are lower than the 

data from previous studies done by researchers in (Taiwan, Saudi Arabia, Oman and Iran),, 

which received a higher outcome toward a culture of patient safety. A study via both 

researchers Chen and Hui Li shows that the average positive reply rate was higher than 60%, 

indicating that healthcare workers in the Republic of China are feeling confident about patient 

safety culture within their health institutions [15]. Also, the study result by Alahmadi, indicate 

that awareness of patient safety among participants had increased and continuing advancement 

efforts [16]. In addition, Oman's researchers reported that the mean score of HSOPSC was 

58%, indicating a positive perception of health care staff toward patient safety culture 

[17]. Furthermore, our results also are slightly lower as compared to Iranian health staff with 

positive response rate (50%) [18]. 

The outcome of the present survey detected that HCP attitude toward patient safety in 

Kurdistan, particularly, within two dimensions are hopeful. A dimension "Organizational 

learning and group work within departments" was gained a higher positive answer compared 

to other dimensions of client safety. Our discovery agrees with other work done by the 

researchers [19, 20].  

As well as, other studies reported dimension positive scores are low in average regarding 

patient safety culture [13, 21]. Nevertheless, the researchers acknowledge great attention and 

immediate action toward the areas of deficiency such as: First, enhance management support 

concerning patient's protection; Second, improving culture free from punitive; Third, 

encourage organizational education; Fourth, focusing on patient transport from one unit to 

other in the hospital [22]. 

Furthermore, the "frequency of events reported" dimension has been recorded as the least 

positive score received than the other dimensions. This is mostly due to the malpractice in 

medical protocols and not taken the issue of safety as a priority within the medical institutions. 
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Also, under-reporting errors may be related to some obstacles such as the legal responsibility 

of medical malpractice, fearfulness of "blame and punishment", and lack of a universal system 

that specified and reported mistakes, and who's participates in the recording and relieving the 

impacts of mistakes [23]. Numerous studies had also declared that not reporting errors is 

prevalent, especially when the real injury happens [16, 24]. Mistakes could occur at any stage 

of healthcare service, during an assessment, diagnosis, intervention, monitoring, and even at 

discharging patients. Almost, before 21 years, the Institute of Medicine acknowledged that 

"Despite nearly all of the incidents were mostly due to human mistakes. Mistakes are 

commonly produced by the wrong regulation that lay humans toward faultiness" [5]. 

In the present study, participants replied to specific question regarding reporting events prior 

12 month and patient safety grade. The majority of respondents (75.6%) were acknowledged 

that no events had reports in the previous 12 months and most of them (64.6%) rated their 

hospital as acceptable level. Our findings are consistent with those of other researchers [13, 

25]. Otherwise, numerous studies showed less than such outcomes. [4, 26].  

4.3  Association between socio-demographic characteristic  

The study results also revealed that educational status, work areas, and health care provider 

profession statistically had a greater impact on the culture of patient protection within the 

hospital. Our findings with respect to education degree indicated that staffs with diploma had 

higher scores toward patient safety culture rather than bachelor and postgraduate profession. A 

possible reason could be due to spending more time and effort by diploma participant with 

patient care, therefore gained more knowledge related to patient safety. Also, nurses within the 

emergency department had higher scores in comparison to other work settings. The possible 

reason could be related to that HCP take more training courses in this unit to overcome the 

different types of trauma and emergency cases related to safety issues. This result is consistent 

with the study done by Danielsson and their colleagues [27]. However, the present study 

found no statistical difference between years of employment and mean score of HSOPSC. 

This result is agreed with the study done by other researchers [28, 29]. On the contrary, some 

studies have shown that those who had long experience in their profession had higher scores 

than those with less experience related to the patient safety dimension [14, 30, 31].  

4.4 Limitations 

The current study had some limitations such as time limitations and sample size limitations 

due to the study was conducted in partial implementation of the demanding for study graduate 

in of bachelor science in nursing/ College of the Nursing/ University of Raparin. 

5. CONCLUSION 

Kurdish Health Care providers' attitudes and perceptions towards patient safety culture from 

mistakes have declined, also HCP from different work areas and professions have different 

attitudes towards patient safety. However, the positivity in perception for the component of 

group works within departments and systemic learning is hopeful as a starting point to 

develop patient safety. Fundamentally, there is a necessity for systemic change at the level of 

health organizations, improve reporting of medical errors, and use of electronic medical 

records (EMR) within the hospital. Also, in order to promote patient safety, conduct regular 

assessment, training courses to raise the standard of care are strongly recommended. 

Moreover, building comprehensive research concerning patient safety culture within HCP in a 

larger sample size is recommended. 
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