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Patient safety is an essential and vital component of healthcare quality. Despite constant 

vigilance, healthcare providers face many challenges in today’s healthcare environment 

in trying to keep patients safe. More people have died from medical errors than from 

automobile accidents, breast cancer, or acquired immunodeficiency syndrome (AIDS). 

Therefore, patient safety problems have become a major concern for healthcare 

organizations around the world in both rich and poor countries. Medical errors are 

becoming one of the leading causes of death as a result of the lack of validated tools that  
are suitable for assessing patient safety culture in Saudi hospitals. This is an important issue 

to investigate because doctors and nurses have been shown to have discrepant safety 

attitudes. It is on the basis of these concerns that this study intends to explore the extent 

to which patient safety culture practices are followed in Saudi Arabia hospitals. The 

study also probes the possible causes of the medical errors. The study goes further to 

assess- based on the medical staff standpoint and the international healthcare standards if 

the current measures are valid and reliable for use with the workforce in Saudi Arabian 

hospitals. Methodologically, the study employed qualitative method based on case study             

approach. The participants of the study that consisted of eight doctors and eight nurses from 

emergency departments of four selected hospitals in Riyadh, Saudi Arabia were selected 

through purposive sampling. Data were collected from face-to-face interviews which lasted 

for 60 minutes at the respective hospitals in doctor’s rooms and staff lounges during break 
time of each participant. They were interviewed about their involvements in the patient 

safety culture by their respective hospitals. The interview was conducted using the 

interview guide set by the researcher. Secondary sources (document analysis) were also 

used as a data source. NVIVO version 12 was used to manage, shape, and analyze the 

interview data. The study reveals that the major issues regarding patient safety are 

compliance based on awareness among medical personnel and work culture in the 

hospital. The issues also include validity and reliability of tool documentation and 

traceability, adequacy of patient safety measures, number of patients’ complaints, and 

the adaptation of safety measure by medical personnel. The study further reveals that the 
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causes of medical errors are negligence and lack of discipline by medical staff, and lack 

of communication/ miscommunication between medical staff and patient. The study 

further elucidates that element that can help eliminate and mitigate errors are clear 

hospital policy and awareness training to medical staff. Based on the results, it is 

recommended that skilled health personnel should be given priority in being taken in as 

part of the medical staff. Furthermore, communication between the patients and medical 
staff should be enhanced. Finally, awareness among the medical staff should be 

enhanced to improve patient safety. 
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Keselamatan pesakit adalah komponen penting dan utama dalam kualiti penjagaan 

kesihatan. Walaupun selalu berwaspada, penyedia penjagaan kesihatan menghadapi 

banyak cabaran berhubung dengan aspek perawatan kesihatan dalam berusaha 

memastikan keselamatan pesakit. Lebih banyak kematian akibat kesilapan perubatan 

daripada kemalangan kenderaan, barah payudara, atau penyakit Acquired Immuno- 

Deficiency Syndrome (AIDS). Oleh itu, masalah keselamatan pesakit mulai menjadi 

perhatian utama di kalangan organisasi kesihatan di seluruh dunia iaitu di kedua-dua 
negara kaya dan miskin. Justeru, kesilapan perubatan menjadi salah satu penyebab utama 

kematian disebabkan kekurangan peralatan yang disahkan sesuai untuk menilai aspek 

keselamatan pesakit di hospital Saudi. Ini adalah masalah penting untuk diselidiki 

berikutan penyelidikan sebelum ini mendapati doktor dan jururawat mempunyai sikap 

yang berbeza mengenai aspek keselamatan. Berdasarkan keprihatinan ini, kajian ini telah 

meneroka sejauh mana ukuran aspek keselamatan pesakit di hospital di Arab Saudi. 

 

 

Kajian ini juga turut menyiasat kemungkinan penyebab kepada kesilapan perubatan. 

Kajian ini juga mengkaji lebih mendalam dari sudut pandangan kakitangan perubatan 

dan standard kesihatan antarabangsa – sekiranya ukuran pada masakini ialah peralatan 

yang disahkan sesuai dan boleh dipercayai untuk kegunaan tenaga kerja hospital di Arab 
Saudi. Secara metodologi, penyelidikan lepas menggunakan kaedah kualitatif 

berdasarkan pendekatan kajian kes. Peserta penyelidikan dipilih melalui persampelan 

bertujuan. Peserta dalam kajian ini adalah doktor dan jururawat di Hospital Arab Saudi 

yang terpilih. Saiz sampel 8 doktor dan 8 jururawat di jabatan kecemasan di empat 

hospital di Riyadh digunakan untuk kajian ini. Data dikumpulkan dari temu bual secara 

bersemuka yang berlangsung selama 60 minit di hospital masing-masing di bilik doktor 

dan ruang rehat kakitangan pada waktu rehat setiap peserta; mereka ditemu bual 

mengenai penglibatan mereka dalam budaya keselamatan pesakit oleh hospital masing-

masing. Temu bual dibimbing menggunakan panduan temu bual yang telah ditetapkan 
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oleh pengkaji. Sumber sekunder (analisis dokumen) juga digunakan sebagai sumber 

data. NVIVO versi 12 digunakan untuk mengurus, membentuk, dan menganalisis data 

temu bual. Ia juga digunakan untuk pengekodan. Kajian ini mendedahkan isu utama 

berkenaan dengan keselamatan pesakit adalah terhadap aspek pematuhan yang 

berasaskan kepada kesedaran di kalangan pegawai perubatan dan budaya kerja di 

hospital. Kesahan dan kebolehpercayaan mengenai dokumentasi peralatan dan 
kebolehkesanan. Kecukupan pengukur keselamatan pesakit iaitu tiada aduan pesakit, 

adaptasi kepada pengukur keselamatan oleh pegawai perubatan. Kajian ini mendedahkan 

bahawa penyebab kesilapan perubatan adalah disebabkan kecuaian dan kurangnya 

disiplin oleh kakitangan perubatan, kurangnya komunikasi / salahfaham antara 

kakitangan perubatan dan pesakit. Kajian ini memberi lebih pemahaman bahawa unsur-

unsur yang dapat membantu menghilangkan dan mengurangkan kesilapan adalah polisi 

hospital dan latihan kesedaran yang jelas kepada kakitangan perubatan. Kajian ini 

mengesyorkan agar kemahiran kesihatan diri harus diberi keutamaan. Komunikasi antara 

pesakit dan kakitangan perubatan harus ditingkatkan. Akhirnya, kesedaran peribadi di 

kalangan pegawai perubatan juga harus ditingkatkan untuk meningkatkan keselamatan 

pesakit. 

 
 

Kata kunci; keselamatan pesakit, rawatan kesihatan, kesalahan perubatan, organisasi, 

hospital 
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CHAPTER 1 

1 INTRODUCTION 

1.1 Introduction 

Patient safety is a critical and important part of quality healthcare. Even through close 

monitoring, healthcare providers encounter numerous obstacles when trying to keep 

patients safe in today's healthcare environment. The problem of patient safety is now one 

of the healthcare system's most important problems. Newspaper articles, TV and radio 

interviews, and scientific literature papers keep patient safety issues at the center of 

attention almost every week. One of the main causes for loss of life in Saudi Arabian 

hospitals is medical errors (Alkhenizan & Shafiq, 2018; Alhabshan, 2018). 

According to the Institute of Medicine, more individuals have lost their lives as a result 

of medical errors than from car accidents, breast cancer, or acquired immunodeficiency 

syndrome (AIDS) (Sohn, 2013). Approximately 98,000 Americans are killed from 

medical errors each year. Medical errors have been predicted to cause an excess of $29 

billion in healthcare expenditure and a loss of productivity each year (IOM, 1999). 

Patient safety incidents have resulted in 238,337 potentially preventable deaths, 

according to Health Grades Inc., and cost $8.8 billion to the federal Medicare system 

from 2004 to 2006. Furthermore, as per clinical excellence, if the quality of care in all 

hospitals correlates to that of the highest-rated hospitals, 152,666 people would be alive, 

and 11,772 top issues could have been prevented during 2005–2007. Medical personnel 

embody the early warning mechanism for complications and treatment issues and are in 
the right place to undertake measures that mitigate adverse outcomes for patients (Ye et 

al., 2019; Aiken, Clarke, Sloane, Sochalski, & Silber, 2002). 

The concept of error is classified as commissioning measure (performing any 

wrongdoings) or neglect (failure to do the right thing) that causes unexpected results 

(Ukrainski, 2016; Wachter, 2009). The Institute of Medicine describes medical errors as 

the failure to carry out a medical procedure as preconceived or the utilization of an 

incorrect plan to accomplish a medical objective (Oyebode, 2013). Many people seem 

to believe medical errors typically include medications; for example, a patient receiving 

incorrect prescription or medication, or poorly handled operations, such as amputation 

of the wrong leg. Nonetheless, there are many forms of medical errors, such as diagnosis 

error, medication error, product error, equipment failure, and preventive error (Sohn, 

2013). 

Patient safety is characterized in several manners. The IOM report, To Err is Human 

(1999), presented the most commonly recognized concept of patient safety, stipulating 

accidental injury protection. Maintaining patient safety includes the implementation of 

operating systems and procedures that reduce the risk of errors and increase the 
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probability of intercepting it when it occurs. The conceptualization of patient safety is 

avoidance, protection, and enhancement of adverse effects or accidents arising from 

healthcare processes (WHO, 2019; Cooper, Gaba, Liang, Wood, & Blum, 2000). In 

addition, patient safety is characterized as the prevention and avoidance of patient harm 

or adverse outcomes arising from the provision of healthcare services (Rodziewicz & 

Hipskind, 2020; Batcheller, Burkman, Armstrong, Chappell, & Carelock, 2004). 

Patient safety and the effort to build safety cultures to ensure patients are free from injury 

have become the key in enhancing the degree of the healthcare system. Creating and 

managing safety cultures are major desires of the new movement for patient safety (IOM, 

2001), and maintaining a solid security culture is important for providing safe, cost-

effective, and high-quality patient care (Farokhzadian, 2018; Weingart, Farbstein, Davis 

& Phillips, 2004). 

The cardinal shift in culture required in organizations to promote patient safety requires 

an understanding of the recent institutional cultures. The Nuclear Installations Security 

Advisory Committee (1993) established the most generally accepted concept of a culture 

of health. The culture of safety is the outcome of person and community values, attitudes, 

expectations, skills, and patterns of behavior that decide an organization's cooperation to 

health and safety administration and its style and skills. 

Any company with a secure safety culture has a communication orientation that is 

focused on mutual trust with a common understanding of the value of safety and faith in 

the effectiveness of preventative measures. The atmosphere of health, while sometimes 

used synonymously with culture, is more of a reflection of the society and focuses on 

member attitudes. The safety environment could be an indicator of the safety culture 

arising from the views and behaviors of the institution members at one time (Hedayat & 

Shahniani, 2017; Flin, Mearns, O'Connor & Bryden, 2000). To foster and maintain a 

safety culture in a healthcare institution, analysts emphasizethe necessity to recognize 

both people and system contributions to error situations (Rosen et al., 2018; Weingart et 

al., 2004). The ability to preserve patient and suppliersafety in healthcare systems is 

related to the actions of healthcare professionals in the implementation of patient care 
activities and to environments of the healthcare system that provide the framework for 

the provision of patient care (Kieft et al., 2014; Jones & Mark, 2005; Leape & Berwick, 

2005). 

1.1.1 Patient Safety and Patient Safety Culture 

Healthcare institutions are associations that depend on a culture established on values, 

frames of mind, aptitudes, and benchmarks of individual and gathering conduct, which 

characterize quality in healthcare. Patient safety culture is a piece of the hierarchical 

propensities for clinical institutions, and an appraisal of patient safety culture makes it 

conceivable to get information on the variables that are related to the experts' everyday 

practice and their discernments, alongside the qualities and shortcomings of patients’ 

safety. Such appraisals additionally make it conceivable to recognize the areas and 
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procedures that produce risks. Knowledge of the shortcomings of patient safety culture 

makes it possible to set up mediations and upgrades for patient care, in this way changing 

the experts' conduct (Alhabshan, 2018). 

According to Alahmadi (2010), patient safety is a major concern globally and one of the 

most essential healthcare quality domains. Medical error is a significant concern for 

patient safety and triggers a rise in healthcare costs due to death, morbidity, or extended 
hospital stay. Patient safety stresses revealing, Examination, and aversion of therapeutic 

mistakes that regularly lead to adverse health events (Rodziewicz & Hipskind, 2020). 

Patient safety is defined as "the aversion of mischief brought about by blunders of 

commission, also oversight", while safety culture is defined as the product of human and 

collective esteems, mentalities, experiences, skills, and examples of behavior that decide 

the contribution to, and the style and ability of, the health and safety of the association's 

executives. To guarantee patient safety, healthcare frameworks ought to foster a situation 

that is free from unplanned damage through setting up operational frameworks. 

Furthermore, systems that limit the opportunity for mistakes also increase the probability 

of capturing them before they happen (Desouky et al., 2019). 

Fluctuating rates of therapeutic mix-ups have been detailed in the literature. For instance, 

an examination directed by Sorensen et al. (2013) in Australia detailed that 10%–18% 
of hospitalized patients were harmed by medicinal mistakes. Another investigation led 

by Adams and Boscarino (2011) uncovered that one-fifth of the individuals of New York 

in the United States have experienced medicinal mix-ups, while another report from the 

United States demonstrated that 35%–42% of patients have experienced restorative 

blunders. By and large, one out of ten patients are harmedin developed nations, which 

have adequate assets and current innovation. Interestingly, it stays hazy what number of 

patients comes to hurt in the healthcare frameworks of low salary nations which have 

less innovation, inadequately prepared staff, and unseemly framework. In Palestine, an 

overview utilizing a worldwide triggerapparatus found that one out of seven patients 

experience the ill effects of damage and59.3% of these had been preventable (Abu-El-

Noor et al., 2019). 

The mentality of healthcare experts to unfriendly occasions is one of the most significant 

parts of safety culture. It is all around perceived that adequate preparation and instruction 

can improve patient safety and eventually, patient outcome. A few practices, conditions, 

or circumstances can increase patient damage. Tending to these variables by altering 

conduct, as well as frameworks, can make the healthcare condition more secure for 

patients (Alzahrani et al., 2018). 

In this critical field, WHO (2017) has recently developed a multi-professional program 

for use in healthcare education. Patient health education has been incorporated in many 

postgraduate curricula around the world. To establish successful safety culture training 

programs, it is important that healthcare organizations examine the existing culture of 
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patient safety and the attitudes of their workers to define priority areas. 

As indicated by Mitchell (2008), patient safety is the anticipation of antagonistic 

occasions to patients with weight on the arrangement of care conveyance that keeps 

mistakes and gaining from blunders that happen inside the structure and of a safety 

culture including patients, healthcare laborers, and associations. In patient consideration, 

it is pivotal to survey patient safety advisers to distinguish chances for development and 
to make a beginning stage for assessing future improvement endeavors. To accomplish 

this, healthcare suppliers ought to coordinate quality and safety into their association to 

ensure legitimate clinical and managerial practices (European commission, 2019). 

Patient safety is a significant segment in the way of life of any healthcare association, 

and appraisal of the healthcare association's patient safety culture will be the initial step 

for building up a solid safety culture (Ali et al., 2018; Hellings, Schrooten, Klazinga, & 

Vleugels, 2007). This evaluation will improve the nature of healthcare by recognizing 

zones influencing patient safety, and without this appraisal, healthcare costs and sudden 

consideration for new types of dangers faced by the patients will increase. 

To accomplish a fruitful culture of patient safety in any healthcare association, the 

qualities and convictions about what is significant in an association ought to be 

determined. In addition, official responsibility, efficient correspondence, motivated 
staff, and shared trust by every authoritative part ought to be available in making a 

positive patient safety atmosphere in the association (Farokhzadian et al., 2018; Hellings, 

Schrooten, Klazinga, & Vleugels, 2007). 

Efficient clinical worker correspondence is indispensable to accomplish patient safety, 

as correspondence helps in basic leadership, treatment arrangement, and taking care of 

issues identified with consideration regarding patient safety (Kieft et al., 2014; Walston, 

Al-Omar, & Al-Mutari, 2010). The same study also indicated that patient safety will be 

accomplished when all strategies for correspondence are appropriately used to make a 

patient safety atmosphere for staff and patients. 

Measurements of safety culture are identified with several healthcare outcomes, for 

instance, medicinal blunders, fostering the healing of wounds, urinary tract infections, 
patient fulfillment, patients' view of attendant’s responsiveness, and medical attendant 

fulfillment. Currently, some global accreditation associations require deciding the 

patient safety culture to assess the healthcare suppliers' impression of cooperation, 

moves made by the board and administration to help and embrace patient safety, and 

recurrence of occasion detailing (Halaj, 2017). 

Better recognition about patient safety has been related with higher scores on 

cooperation inside clinical units, hierarchical learning and consistent improvement, 

supervisors’desires and activities committed to the advancement of safety, non-
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reformatory reaction to mistake, the support of emergency clinics’ executives for patient 

safety, and medical clinic handoffs and advances. To date, the Hospital Survey on Patient 

Safety Culture (HSOPSC) is a broadly utilized apparatus for evaluation of patient safety 

culture. Various examinations utilizing the HSOPSC instrument have been done to 

survey patient safety culture in healthcare associations in Saudi Arabia and other 

countries (Alshammari, 2019; Waterson et al., 2019). 

Equally relevant for determining their role in medical errors are other aspects of 

processes such as coordination, personnel, organizational learning, and oversight. A 

longitudinal analysis of patient safety performed in several developed countries in the 

Near East and Africa examined the extent of health mistake occurrence in hospitalized 

patients. Contrary to the average percentage seen in previous research, the analysis found 

a very high percentage of protectorate error. The researchers proposed that former 

research may have misunderstood the cause and effect, and have therefore misidentified 

such errors (Wilson et al., 2012). It is clear that patient safety in developed countries is 

much more fragile and prone to misinterpretation, and therefore, an investigation on 

healthcare professionals' understanding and knowledge of different dimensions of 

patient safety is necessary. Patient safety practices are defined as practices that minimize 

the risk of exposure to medical care-related adverse events across an extent of diagnoses 
or conditions (Mitchell, 2008). There are a multitude of reasons to encourage explicit 

knowledge about patient safety, most importantly the prevention of errors and improved 

quality of care for the patient. This description is clear but somewhat incomplete, since 

too many methods have not been well researched in terms of their efficacy in preventing 

or alleviating harm. Measures found to have adequate evidence to include health 

practices in the class of patient are as follows: 

 

1. Proper utilization of prophylaxis to avoid venous thromboembolism in at- 

riskpatients. 

2. Use of perioperative beta-blockers in appropriate patients to prevent 

perioperative morbidity and mortality. 

3. Use of maximum sterile barriers when central intravenous catheters are placed 

to avoid infections. 

4. Usage of sufficient antibiotic prophylaxis in surgical patients to 

avoidpostoperative infections. 

5. Requesting that patients remember and reaffirm what they were told tovalidate 

their understanding during the informed-consent process. 

6. Continuous suction of subglottic secretions to avoid pneumonia associated with 

a ventilator. 

7. Utilization of bedding fabrics to relieve pressure and avoid ulcers. 

8. Utilization of actual time ultrasonic guidance during installation of the central 

line to avoid complications. 

9. Patient warfarin self-management (Coumadin ®) to achieve adequate 
outpatient anticoagulation and to avoid complications. 

10. Reasonable dietary supply, with special focus on early enteral feeding 
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incritically ill patients and surgical patients to avoid complications. 

11. Utilization of central venous catheters impregnated with antibiotics to 

avoidcatheter-related infections. 

 

 

Several patient safety activities, including simulator usage, barcoding, electronic 
physician appointment scheduling and crew management, have been described as 

possible ways to avoid patient safety accidents and enhance health care processes; 

research has been done in these areas but there are still countless opportunities for further 

analysis. The later chapters of this handbook summarize the relevant facts for nursing 

practice up to now. The National Quality Forum, in its study to standardize a Patient 

Safety Taxonomy, has attempted to add clarity and concreteness to the different 

definitions. This model and categorization describe injury as the effect and extent of a 

failed treatment procedure: temporary or permanent loss of functions or structure of the 

physical or psychological body. This classification applies to the negative consequences 

of lack of patient protection; it does not provide a positive classification of what 

promotes health and prevents harm. The roots of the patient safety issue are categorized 

in terms of sort (error), communication (failures between patient or patient proxy and 
practitioners, practitioners and non-medical personnel, or among practitioners), patient 

management (improper delegation, failure to monitor, misrepresentation or misuse of 

resources), and clinical performance (before, during, and after intervention). 

Domain-related errors and harm forms are further listed, including where it happened 

within the range of healthcare services and system. The fundamental causes of injury are 

described as follows: 

 

1. Residual failure: Distant from the physician and involves decisions that impact 

institutional policies, procedures, and resource allocation decisions that affect 

the organizational policies, procedures, and allocation of resources; 

2. Active failure: Direct contact with the patient; 

3. Organizational system failure: Indirect failures involving management, 

organizational culture, protocols/processes, transfer of knowledge, and external 

factors; 

4. Technical failure: Indirect failure of facilities or external resources. 

 

 

In conclusion, a limited portion of categorization is dedicated to practices of protection 

or solution. Such intervention practices can be general (executed across the institution 

or healthcare providers), limited (within those high-risk areas), or suggested (specific to 

a clinical or organizational method that has failed or has a high potential for failure). 

Interventions identified to decrease medical errors and enhance patient safety within the 

healthcare delivery setting focus less on “active” errors that occur (i.e., the specific 
mistake that immediately precedes the adverse event) and more on the “latent” errors 

that derive from failures or flaws existing at various points in an overall system of care. 
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According to WHO, patient safety is the absence of preventable harm to a patient during 

the process of healthcare and reduction of risk of unnecessary harm associated with 

healthcare to an acceptable minimum. Meanwhile, patient safety culture has been 

defined as the values shared among organization members about what is important, their 

beliefs about how things operate in the organization, and the interaction of these within 

work unit and organizational structures and systems, which together produce behavioral 
norms in the organization that promote safety (Kumbi et al., 2019). Thus, the purpose of 

all safety measures is to improve care and prevent safety events; this can be achieved by 

different means (Borzecki et al., 2019). Therefore, this study is about patient safety 

culture using the patient safety measures to understand the culture. Medical errors could 

be caused by a number of factors such as physician culture, physician–nurse 

collaboration, and organizational working conditions and their effects on error and 

safety. 

1.1.2 The Saudi healthcare system 

Healthcare facilities are offered through Saudi Arabia’s various government and 

individual entities. Saudi Arabia’s healthcare facilities constitute of a variety of 

construction plans. The Government of Saudi Arabia has worked to strengthen the 

healthcare system by offering healthcare facilities and establishing policies and 

strategies to expand such services in the country (Rahman, 2018; Alsharqi, 2018). Saudi 

Arabia’s healthcare system could be defined as a centralized and integrated network 

operating across many independent public and private health agencies providing 
primary, secondary, and tertiary health services (Alharbi et al., 2018). It is known as the 

lead government department that is accountable for all facets of the healthcare scheme. 

Such roles include procurement, effective administration, management, preparation, and 

control of the entire healthcare system, which also manages the healthcare services 

rendered by the private sector (Al Asmri, 2019; Drösler, Romano, & Wei, 2009). A 

hospital culture that promotes and ensures patient safety is a critical aspect for the 

effective delivery of hospital services and patient care. Yet there are significant patient 

health and safety issues in hospitals worldwide. It is claimed there are approximately 

40,000 medical errors complaints filed annually in Saudi Arabia, with 3,455 medical 

malpractice cases referred to medical legal committee. Therefore, this study specifically 

explores patient safety culture in Saudi Arabian healthcare institutions. 

1.2 Problem Statement 

Problems with patient safety are a major concern among healthcare organizations 

worldwide in both rich and poor countries (Danielsson et al., 2019; Flott et al., 2019; 

Bodur & Filiz, 2010). Healthcare institutions seek to provide quality protection to 

patients and their healthcare systems have made patient safety a primary concern. The 
culture of patient safety is an essential domain in patient safety. The Institute of Medicine 

(IOM) in 1991 proposed that healthcare institutions shall concentrate closely on 

strengthening the health culture for patients. However, one of the major problems of 

patient safety, particularly in Saudi Arabia, is the issue of medical error, which has 

accounted for many deaths and injuries. This occurred as a result of attitudes of medical 
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personnel (doctors and nurses) towards patient safety culture (Danielsson, 2018; Sohn, 

2013; Oyebode, 2013). 

Past studies have indicated that medical error is a continuing global phenomenon. It 

represents an important public health problem that poses a serious threat to patient safety 

(Gaffar et al., 2015). The problem of medical errors is not limited to Saudi Arabia or the 

GCC region. In fact, it is a problem in every country in the world. Previous studies have 
shown that medical errors in Saudi Arabian healthcare institution have caused enough 

death and disability, and this issue has become a major concern to healthcare 

professionals and policy makers. Gone is the time when doctors are blindly trusted for 

their clinical acumen; recently, most of them have been frequently questioned on all 

aspects of patient safety because of the increase in the number of death due to medical 

errors (Gaffar et al., 2015). Many medical errors are never reported by healthcare 

professionals due to fear of punishment; they could also be concealed by patients and 

their families, perhaps feeling that reporting would be pointless. As long as there is no 

system established to report and address medical errors, these circumstances will not 

improve (CBAHI, 2018). 

Moreover, positive attitudes towards patient safety are generally lower amongst nurses 

and physicians as shown in previous studies. Despite these findings, there are several 
gaps in knowledge about the safety attitudes of health professionals in Saudi hospitals. 

To date, there is no reported investigation of safety attitudes in hospitals in Saudi Arabia. 

This would appear to be an important issue to clarify, given the risk profile of medical 

errors. To investigate the issue of patient safety culture, a range of instruments to assess 

the safety culture of patients in healthcare has been developed, which includes 

questionnaires on environmental protection. The Central Board for Accreditation of 

Healthcare Institutions is now instituting a system by which they will receive and study 

cases of serious medical errors at accredited institutions and other serious medical errors 

and serious incidents that must be reported. Despite the efforts made and the growing 

awareness of patient safety in Saudi Arabia, however, the current issue is the lack of 

appropriate and reliable resources for analyzing patient safety culture in most Saudi 
Arabian hospitals. Moreover, current safety measurements (procedures) are conducted 

through quantitative studies (Alshammari, 2019; Rahman & Alsharqi, 2018; Halaj, 

2012). 

As indicated by Al-Lawati et al. (2018), patient safety is the counteractive action of 

unfriendly occasions to patients with weight on the arrangement of care conveyance that 

prevents errors and mistakes from happening in the structure, and of a safety culture that 

includes the patients, social insurance laborers, and associations. In patient 

consideration, it is vital to survey patient safety advisers to distinguish chances for 

development and to make a beginning stage for assessing future improvement endeavors. 

To accomplish this, medical service suppliers ought to coordinate quality and safety into 

their association to ensure appropriate clinical and regulatory practices. 
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Patient safety is a significant part in the culture of any human service association. Patient 

safety culture is one of the major aspects of health services and is one of the main 

priorities of health studies (Khoshakhlagh et al., 2019). A study on patient safety 

practices will improve the social insurance institution’s patient safety culture. The 

appraisal will improve the nature of medical services by recognizing zones influencing 

patient's safety, and without this evaluation the cost of human services and consideration 
for sudden new dangers faced by patients will increase (Alkhenizan & Shafiq, 2018; 

Alhabshan,2018). 

To establish a beneficial culture regarding the safety in virtually any medical service 

association, it is essential to understand what is significant in such associations (Desouky 

et al., 2019). In addition, to make a positive patient safety atmosphere, there is need for 

official responsibility to be carried out effectively, successful correspondence between 

various parts of organization, energetic assets and shared trust by all hierarchical parts. 

It is indeed crucial to have powerful hospital worker correspondence, which is 

fundamental in achieving patient safety. The correspondence helps in basic leadership 

and tackling issues that are identified with patient consideration (Elmonstri et al., 2018; 

Desouky et al., 2019). 

Measurements of safety culture are identified with a few social insurance outcomes, for 
instance, prescription blunders, nurture back wounds, urinary tract diseases, patient 

fulfillment, patients' impression of medical attendant’s responsiveness, and attendant 

fulfillment. As of now, some universal accreditation associations require deciding the 

patient safety culture to assess the social insurance suppliers' view of collaboration, 

moves made by the executives and administration to help and support patient safety, and 

the recurrence of occasions (Alshammari, 2019; Halaj, 2017). 

Better recognition about patient safety is related with higher scores on cooperation inside 

hospital units, authoritative learning and constant transformation, supervisors’ desires 

and activities committed towards the advancement of safety, non-reformatory reaction 

to mistake, the hospital executives’ support for patient safety, and hospital handoffs and 

changes. The Hospital Survey on Patient Safety Culture (HSOPSC) is a generally 
utilized device for appraisal for culture of patient safety. Various examinations utilizing 

the HSOPSCapparatus have been done to evaluate patient safety culture in medical 

service associations, for example, to evaluate patient safety culture in medical service 

associations both in and out of Saudi Arabia, such as Ethiopia, Palestine, and Kuwait 

(Alshammari, 2019; Waterson et al., 2019). 

Previous researches on patient safety culture in Saudi Arabian hospitals are strongly 

related to doctors’ and nurses’ attitude (Alzahrani et al., 2018; Gaffar et al., 2015). The 

studies show a lack of standards among doctors and nurses in terms of patient safety 

practice. Therefore, this is a crucial issue to be investigated because doctors and nurses 

have been indicated in past studies to have discrepant safety attitudes. However, previous 

studies were not comparative in nature, thereby creating a data gap on the attitudes of 

Saudi and non-Saudi doctors and nurses. In the light of the literature gap, it is imperative 



© C
OPYRIG

HT U
PM

 

10 

for this study to evaluate and compare the safety attitudes of both Saudi and non-Saudi 

doctors and nurses employed in Saudi Arabia's emergency departments and to examine 

whether their safety attitudes may be reflected in hospital error rates. It should also be 

noted that previous studies were done by using quantitative method (Alshammari, 2019; 

Rahman & Alsharqi, 2018; Halaj, 2012) and some are review studies (Gaffar et al., 

2015), in which the data collected were unable to determine in-depth areas such as 
reasons of medical error, awareness of negligence, factors that influence medical 

personnel’s perception towards patient safety culture, as well as suggestions and 

recommendations to improve current situations in Saudi Arabian hospitals. This study 

therefore intends to evaluate medical personnel’s mindfulness and attitudes in regard to 

patient safety culture in Saudi Arabian hospitals in order to fill the gap of the previous 

studies. Four hospitals in Saudi Arabia were selected based on their poor patient safety 

culture. 

1.3 Purpose of the Study 

Poor safety and quality culture of patient treatments in hospitals leads to the occurrence 

of adverse patient events. Healthcare organizations in Saudi Arabia are striving to 

improve patient safety and quality of care through implementation of safety systems and 

creating a culture of safety. The purpose of this study is to evaluate the patient safety 

culture among healthcare professionals in Saudi Arabia. Based on the problem statement 

stated previously and the research gap that has been highlighted, this study aims to 

investigate in depth the medical staff involvement regarding patient safety culture in a 
qualitative setting. 

1.4 Research Objectives 

To obtain the aim of the study, the research objectives are set as follows; 

 
1 To identify the patient safety culture practice of hospitals in Saudi Arabia. 

2 To explore the possible causes of medical errors based on the opinions and 

experiences of the medical staff (i.e., surgeons, physicians, pharmacists, and 

doctors). 

3 To identify if the current measures are valid and reliable for use with the 

workforce in Saudi Arabian hospitals based on medical staff standpoint and the 

international healthcare standards. 

4 To explore whether there are any recommendations or amendments for the 

safety policy in hospitals that can facilitate the implementation of adequate 

safety measures and lead to the mitigation of such medical errors. 
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1.5 General Research Question 

The general research question of this study is what are the involvement of medical staff 

(doctors and nurses) in Saudi Arabian hospitals in patient safety culture? 

1.6 Research Questions 

Based on the research objectives stated previously, this study derives research questions 

as follows: 

 

1 What are the current patient safety culture practice followed in hospitals in 

Saudi Arabia? 

2 What are the possible causes of medical errors based on the opinions and 

experiences of the medical staff (i.e. surgeons, physicians, pharmacists, and 

doctors)? 

3 How valid and reliable are the current measures based on the opinions of 

themedical staff and international standard? 

4 Are there any recommendations or amendments for the safety policy in 

hospitals that can facilitate the implementation of adequate safety measures and 

lead to the mitigation of such medical errors? 

 

 

1.7 Significance of the Study 

This study aims to achieve in-depth information on Saudi Arabian hospitals’ practice of 

patient safety culture to help improve the situation. Like all hospitals worldwide, Saudi 

hospitals are expected to make patient safety a priority and to improve it (Halaj, 2016; 

Alshammari, 2019). Nonetheless, there is inadequate investigation on patient safety 

culture in a qualitative setting in Saudi hospitals. It is hoped that the findings made from 

this study contribute to the academic literature on patient safety culture measurement, 

especially in Saudi Arabia, thereby promoting the development of a more secure 

atmosphere for patients in hospitals. 

Theoretically, this research uses Wenger (1998) community of practice theory and, to 
the best of the researcher’s knowledge, the theory has not been applied in studying 

patient safety culture in the context of hospitals generally and the Saudi hospitals in 

particular. Therefore, this study is expected to theoretically contribute to the existing 

body of knowledge by employing the theory of community of practice in studying 

doctors’ and nurses’ involvement in patient safety culture, focusing on Saudi Arabian 

hospitals. 

Moreover, this research also intends to encourage a deeper understanding of the use of 

various environmental problems for patient safety in various contexts, which is a 
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qualitative approach, bearing in mind that certain patient safety culture resources, such 

as HSOPSC, are used in many countries beyond their original context in which they were 

created (Smits et al., 2008). 

In terms of significance of the study for policy, this study’s findings are hoped to provide 

empirical evidence to the authority in order to promote and emphasize the importance of 

patient safety culture in Saudi hospitals. Alharbi et al. (2018) in their research also urged 
the relevant authority to help improve the healthcare standards pertaining to patient 

safety culture. 

Other than that, the findings of this research are also hoped to help the Saudi Ministry of 

Health in developing better healthcare services and practices in Saudi Arabian hospitals 

to help enhance the level of patient safety culture. As evidenced by previous researches, 

medical malpractice in Saudi Arabian hospitals is becoming a huge concern among 

patients and medical service organizations (Alkhenizan &Shafiq, 2018; Alhabshan, 

2018). Hence, it is important for this study to be conducted in order to contribute to the 

betterment of medical and healthcare service in hospitals in Saudi Arabia. 

1.8 Scope and Limitation of the Study 

This study covers four hospitals situated in Riyadh, Saudi Arabia. Due to various levels 

of awareness and practices in terms of safety culture in different hospitals, this study was 

conducted at both public and private hospitals in Riyadh from 2018 to 2020. As 

highlighted in the problem statement and research gaps from previous studies, there are 

limited studies conducted on the medical staff experiences and opinions towards patient 
safety culture in Saudi Arabian hospitals. Hence, this study focuses on interviewing six 

doctors and six nurses in each hospital to gain related data to achieve the research goals. 

However, due to limited timeframe of this study, there are several limitations in the case 

of sample number for hospital as well as medical staff. Nevertheless, it must also be 

noted that a qualitative study is not meant to generalize the situation faced by certain 

communities but rather to gain specific information on the subjects under study (Sutton 

& Austin, 2015). Hence, it is essential to mention that the number of selected participants 

are limited due to the nature of qualitative study, which only focuses to gain information 

on specific hospitals that were selected for this study. This research followed a 

qualitative research design and explored the medical staff’s perceptions of patient safety 

culture in their respective hospitals in Riyadh, Saudi Arabia. As it is inherent in 

qualitative research designs, this research is characterized by limited sample, which this 
sort of study decides in favor of in-depth investigation. Thus, on this basis, this study 

consisted of sixteen (16) participants (eight medical doctors and eight nurses). The 

selection of this number was based on the suggestion given by Braun et al. (2019), which 

is a number between 16 and 24. This number is enough since the purpose of a qualitative 

study is not to make generalizations, which is true in the case of this research as well. 
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Another limitation of this study lies in the use of unstructured in-depth qualitative 

interviews as the primary data source to explore medical staff’s perceptions of patient 

safety culture. It is therefore important to note that the opinions and experiences of the 

medical staff are likely to be biased based on their circumstances and how they observe 

patient safety culture in their respective hospitals. Nonetheless, the findings of this study 

are expected to be helpful for various stakeholders in understanding patient safety culture 
in the selected hospitals and may shed some light into patient safety culture in other 

hospitals that were not included in the study. 

1.9 Definition of Terms 

In this section, the terms used in this research are defined as follows; 
 

Patient: the definition of patient adopted in this study is that of the World Health 

Organization (WHO), which defined patient as a person receiving a healthcare (WHO, 

2011). 

Patient safety: Patient safety is a field that focuses on ensuring patient safety in hospital 

by preventing, reducing, reporting, and analyzing errors and other sorts of avoidable 

damage that frequently result in negative patient outcomes (Fadahunsi, et al, 2019). 

Patient safety culture: The situation of safe care of patients in healthcare services 

provided by medical staff, usage of facilities, medications, and others (Farokhzadian et 

al., 2018). In this study, patient safety culture was assessed in four selected hospitals in 

Saudi Arabia. 

Patient safety measures: A method of assessing the efficacy of safety treatments, 

detecting new or emerging safety risks, comparing patient safety across hospitals and 

clinics, or determining if patient safety is increasing over time is referred to as patient 

safety measurement. 

Code of practice: A code of practice is a set of principles that outline the professional 

behaviour and practice those professionals must follow in their everyday work. Workers' 

obligations in health regulation are outlined in the code of practice. The rules are meant 

to represent current best practices, and it is expected that employees and managers would 

identify shared criteria in the codes that they currently strive for (GSCC, 2010). 

Medical error: A medical error is an avoidable unfavorable impact of care 

("iatrogenesis"), regardless of whether it is visible or detrimental to the patient. An 

incorrect or incomplete diagnosis or treatment of a sickness, accident, syndrome, 
behaviour, infection, or other affliction is one example (Peer & Shabir, 2018). 
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Medical staff: Medical personnel who are in charge of providing medical care to 

patients in required situation of medical assistance (Kim & Weng, 2018). Medical 

personnel consist of various job scopes in a hospital such as doctors, nurses, technicians, 

surgeons, dentists, pharmacists, and others. However, this study focuses on the 

involvement of doctors and nurses, considering these two professions are the main 

personnel that are involved in patients’ treatment. 

Hospital: Medical facility that provides medical screening, care, and services to patients 

who require medical treatment (Parand et al., 2014). There are various types of hospitals, 

but in general, they are divided into two categories: public hospitals and private 

hospitals. Hospitals are also categorized into size and advancement in technological 

services as well as area of expertise offered by the hospital (Giancotti et al., 2017). In 

this research, two different categories of hospital were selected, which are two public 

hospitals and two private hospitals. 
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