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Abstract 

 
This study aimed to understand  the knowledge, attitude and practice that employees 

had toward safety culture in intensive care units in the Governmental Hospitals of Gaza 

City. It also aims to investigate determinants of safety culture such as: management‟s 

commitment to safety culture, employee engagement, the trust between the healthcare 

provider and management, the healthcare provider's participation in decision-making 

and good communication. 

 

A questionnaire have  been used to measure employee attitudes toward safety culture 

which consists of 5 safety culture domains: job satisfaction, knowledge about safety 

culture, safety climate, teamwork climate, and working conditions. The questionnaire 

was also used to measure the determinant of safety culture. 

 

The population consisted of physicians and nurses working in the ICUs of all hospitals 

in the Gaza city namely: Al Shiffa, Al Nasser, Al Dorra, Abed El Azeez Al Rantesi. 220 

questionnaires have been  distributed and 180 have been  returned back with a response 

rate of 81%. A group of statistical methods were used to analyze the study data using 

the statistical package system for social sciences SPSS. 

The results of the study indicates  that Employees  working at the ICUs of Gaza City 

hospitals have a mild positive attitude toward safety culture, unacceptable  working 

condition, mild level of job satisfaction also they don‟t have enough knowledge about 

safety culture.  

There is a statistical relationship between( the commitment to safety by management, 

employee engagement, the trust that exists between the healthcare provider and the 

management, participation in decision-making, good communication) and  employee 

attitudes toward safety culture. 

This study recommended that improving safety culture among employee working at 

ICU can be achieved by maintaining the  proper environment in-which employees can 

express their feelings, participate in decision-making and make comments and 

suggestions regarding problems concerning them and their patients. 

Specialized training courses targeting nurses and physicians of ICUs to improve their 

knowledge about safety measures , communication skills  and job description . 

Activation of management role at promoting safety culture by increasing their 

commitment to safety  culture  

Recreational and financial incentives which have unique effect on the employee 

working at ICUs of Gaza city . 

   
Conclusions: Safety culture plays a key role in improving employee and patient safety 

at ICUs on hospital of Gaza city especially when bundled with employee and 

management commitment, an environment characterized by mutual trust among health 

team with effective communication channels and proper participation in decision 

making . 
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فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح اٌزبثؼخ   ثؤِبْاٌزؼشف ػٍٝ رٛعٗ اٌؼب١ٍِٓ ٔؾٛ صمبفخ اٌؼًّ  إٌٝ  اٌذساعخ٘ذفذ ٘زٖ 

, أ٠ؼب ٘ذفذ ٘زٖ اٌذساعخ اٌٝ اخزجبس ِؾذداد اٌضمبفخ الإِخ ِضً )اٌزضاَ ٌٍّغزشف١بد اٌؾى١ِٛخ فٟ ِذ٠ٕخ غضح 

ث١ٓ اٌؼب١ٍِٓ ٚالإداسح, اٌّشبسوخ فٟ طٕغ اٌمشاس, الارظبي الإداسح ثضمبفخ اٌؼًّ ثؤِبْ, اسرجبؽ اٌؼب١ٍِٓ ثبٌمغُ, اٌضمخ 

 ٚاٌزٛاطً ث١ٓ أفشاد اٌـبلُ اٌؼبًِ فٟ اٌمغُ(

 

 خّغخ ِؾبٚس )اٌشػب اٌٛظ١فٟ,  ِىٛٔخ ِٓ اعزجبٔخرٛص٠غ رُ ل١بط رٛعٗ اٌؼب١ِٓ ٔؾٛ صمبفخ اٌؼًّ ثؤِبْ ِٓ خلاي 

ِؾذداد رُ ل١بط  أ٠ؼب . (اٌؼًّ اٌغّبػٟ ,ظشٚف اٌؼًِّٕبؿ  ,اٌّؼشفخ ثضمبفخ اٌؼًّ ثؤِبْ ,إٌّبؿ الأِٓ  ِغزٜٛ

 .ٌم١بط ٘زٖ اٌّؾذداد اعزجبٔخرظ١ُّ ِٓ خلاي  ثؤِبْصمبفخ اٌؼًّ 

ٚاٌزّش٠غ اٌؼب١ٍِٓ فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح فٟ ِغزشف١بد )اٌشفبء,إٌظش,اٌذسح  الأؿجبء٠زىْٛ ِغزّغ اٌذساعخ ِٓ 

رُ  .%(81) 180اعزجبٔخ ٚاعزشد ِٕٙب  220رُ رٛص٠غ  ِٛظف, 220ُ اٌجبٌغ ػذد٘ (,اٌذوزٛس ػجذ اٌؼض٠ض اٌشٔز١غٟ

اعزخذاَ ِغّٛػخ ِٓ الاعب١ٌت الاؽظبئ١خ ٌزؾ١ًٍ ث١بٔبد اٌذساعخ ثبعزخذاَ ثشٔبِظ اٌؾضِخ الإؽظبئ١خ ٌٍؼٍَٛ 

 SPSSالاعزّبػ١خ 

اٌّشوضح رٛعٗ ا٠غبثٟ ِزٛعؾ ٔؾٛ صمبفخ اٌؼًّ ثؤِبْ ٌذٜ اٌؼب١ٍِٓ فٟ ألغبَ اٌؼٕب٠خ  أظٙشد ٔزبئظ اٌذساعخ ٚعٛد

اٌؼًّ فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح غ١ش ِمجٌٛخ ،ِغزٜٛ ِزٛعؾ ِٓ اٌشػب اٌٛظ١فٟ , لا  ظشٚف أ٠ؼب أظٙشد أْ 

 .٠ٛعذ اٌّغزٜٛ اٌّـٍٛة ِٓ اٌّؼشفخ ؽٛي صمبفخ اٌؼًّ ثؤِبْ

اٌضمخ راد دلاٌخ إؽظبئ١خ ث١ٓ )اٌزضاَ الاداسح ثضمبفخ اٌؼًّ ثؤِبْ , الاسرجبؽ اٌٛظ١فٟ , أظٙشد اٌذساعخ ٚعٛد ػلالخ 

ث١ٓ اٌؼب١ِٓ ٚالاداسح , اٌّشبسوخ فٟ طٕغ اٌمشاس , الارظبي ٚاٌزٛاطً اٌغ١ذ ( ٚرٛعٗ اٌؼب١ٍِٓ ٔؾٛ صمبفخ اٌؼًّ 

 ثؤِبْ .

اٌؼٕب٠خ اٌّشوضح ػٓ ؿش٠ك اٌؾفبف ػٍٝ ث١ئخ ٠زّىٓ أٚطذ ٘زٖ اٌذساعخ ثزؾغ١ٓ ِغزٜٛ صمبفخ اٌؼًّ ثؤِبْ فٟ ألغبَ 

ِٓ خلاٌٙب اٌؼب١ٍِٓ  ِٓ اٌزؼج١ش ػٓ آسائُٙ  ٚاٌّشبسوخ فٟ طٕغ اٌمشاس ٚاثذاء ِلاؽظبرُٙ  ٚالزشاؽبرُٙ  رغبٖ 

 ٚعلاِخ ِشػبُ٘. اٌمشاساد اٌخبطخ ثغلاِزُٙ

٠خ اٌّشوضح ٌزؾغ١ٓ دٚساد رذس٠ج١خ ِزخظظخ رغزٙذف الاؿجبء ٚاٌزّش٠غ اٌؼب١ٍِٓ فٟ ألغبَ اٌؼٕب -

 ِٙبساد الارظبي ٚاٌٛطف اٌٛظ١فٟ . ِٚؼشفزُٙ ؽٛي ِمب١٠ظ اٌؼًّ ثؤِبْ 

 رفؼ١ً دٚس الاداسح فٟ رؼض٠ض صمبفخ اٌؼًّ ثؤِبْ ِٓ خلاي الاٌزضاَ ثٙزٖ اٌضمبفخ . -

 ضح . رؼض٠ض اٌّؾفضاد اٌّبد٠خ ٚاٌزشف١ٙ١خ ٌّب ٠ٛعذ ٌٙب ِٓ رؤص١ش ١ِّض ػٍٝ اٌؼب١ٍِٓ فٟ ألغبَ اٌؼٕب٠خ اٌّشو -

ٚاٌّشػٝ فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح  اٌؼب١ٍِٓرٍؼت دٚسا ؽ٠ٛ١ب فٟ اٌؾفبف ػٍٝ علاِخ  ثؤِبْاْ صمبفخ اٌؼًّ  ختايا , 

فٟ ِغزشف١بد ِذ٠ٕخ غضح خبطخ ارا اسرجـذ ثبٌزضاَ اٌؼب١ٍِٓ ٚالاداسح ٚرٛفش ث١ئخ ػًّ رز١ّض ثبٌضمخ اٌّزجبدٌخ ث١ٓ 

اٌٝ الارظبي ٚاٌزٛاطً اٌغ١ذ ٚاٌّشبسوخ اٌفؼبٌخ فٟ ارخبر اٌمشاس   ثبلإػبفخ١ٍِٓ اٌؼب
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1.1 Introduction  

The intensive care unit (ICU) is a distinct organizational and geographic entity for 

clinical activity and care. It operates in cooperation with other departments integrated 

within the hospital. 

The objectives of an ICU are the monitoring and support of threatened or failing vital 

functions in critically ill patients who have illnesses with the potential to endanger life. 

Adequate diagnostic measures and medical or surgical therapies are performed to 

improve outcomes (Valentin, 2011). 

 

Thus, the ICU area is characterized by a stressful environment due to the needs of the 

critically ill patient and his family and the advanced technology needed to operate and 

provide maintenance for a healthy instrument. Quality assurance is a complex task and 

patients in the ICU are more likely than other hospitalized patients to experience 

medical errors. This is due to the complexity of their conditions, the need for urgent 

interventions, and considerable workload fluctuation (Calabrese, et al. 2001). 

 

The American Institute of Medicine (IOM) reported that medical errors cause more than 

one million injuries. In addition, between 44,000 and 98,000 hospitalized American 

patients die annually due to medical errors which can be preventable. Hospital errors 

rank between the fifth and eighth leading cause of death, killing more Americans than 

breast cancer, traffic accidents or AIDS. Serious medication errors occur in five to ten 

percent of patients cases which are admitted to hospitals. ICUs are sites where the 

highest rates of medical errors occur, so it is essential for the human resource manager 

to identify the causes of these errors and maintain an environment which enables the 

healthcare team to detect, prevent and deal with these errors in a professional way (Batat 

et al 2011). 
 

Wagenaar asserts that human factors are the main contributory factor to accidents or an 

error at the worksite. This human element, of course, extends beyond those personally 

involved in an incident. It also incorporates those who influence safety in the 

workplace, whether directly, consciously and immediately, or indirectly and 

unintentionally. Therefore, effective risk management depends, at least in part, on the 

behavior of all those individuals who operate in a specific organizational context 
(Wadsworth, 2009). 

 In addition, cultural attributes such as: leadership support, teamwork, communication, 

and fair and just cultural principles remain central towards achieving high reliability and 

ensuring patient safety in healthcare organizations (Taylor, et al. 2011). 

 

In a study have been undertaken by the Non Governmental Organization (NGO) 

Development Center it was shown that there was little worker involvement in the life of 

the healthcare organizations of Gaza. Information sharing and communications are 

usually very poor and team spirit is lacking. Furthermore, to a high extent, the 

healthcare system is influenced by a tribal and political culture. (Abu Hamad, 2009). 

 

Hamad, in Abu Hamad 2009, asserted that a culture of appointments, promotion or 

rewarding by connections, political affiliation or personal favors has grave 

consequences for the system. Furthermore, the healthcare professionals are neither 

rewarded nor penalized for their performance. Their earnings are completely unrelated 

to their performance; therefore, competition among the same or different health 

providers is completely non-existent. Even basic management essentials such as 
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providing job description or carrying out effective performance appraisals are not 

carried out (only 25% of employees have a job description). All this information 

indicates that there is an absence of a culture or climate that promotes cooperation, 

fairness and justice . 

 

Al-Ahmadi (2009) assert that Healthcare organizations should reduce the fear of blame 

culture and create a climate of open communication and continuous learning , also  

focusing on culture, additional reporting and learning from errors are some of the most 

important areas having to do with the improvement of patient safety in hospitals today. 

Focusing on the aforementioned important areas allows the researcher to conclude that 

it is essential for the professional and organizational cultures in the healthcare field to 

undergo a transformation towards obtaining an interest in promoting safer patient care. 

Healthcare must come to see itself as a high-hazard industry which is inherently risky. It 

must abandon the philosophy of requiring perfect, error-free performance from 

individuals and focus, instead, on designing systems for safety. Healthcare systems 

must move away from the current „„blame and shame‟‟ culture that prevents 

acknowledgement of errors and therefore, obstructs any possibility of learning from 

them. 

To promote a culture of safety, one has to keep many aspects in mind in regards to the 

organization such as: the management role, employee commitment, communication 

among the healthcare team and the decision-making process. 

 

1.2 Problem Statement 

In 1999, the Institute of Medicine in the United States published a report on the 

prevalence of medical errors in the country. As a result, researchers and health experts 

started to consider patient safety. Following similar reports by institutions in other 

countries such as England, Canada, and Australia, health care systems throughout the 

world realized that patients don‟t have the required safety climate.   

"According to available evidence, it is estimated that 1 out of every 10 patients in 

developed countries is injured while receiving hospital services. Although there is no 

exact statistics about medical errors in developing countries, increasing numbers of 

public complaints from doctors and nurses to medical and forensic organizations in 

these countries imply their higher rates of damage to patients compared to developed 

countries".( Abdolahzadeh1,2012). 

other studies shows the culture of blame, lack of enthusiasm to report, ineffectiveness of 

quality improvement from reported data, and inefficiency of feedback regarding errors 

still threaten incident reporting mechanisms and patient safety improvements in the 

west( Chiang,2012), also  assure the continuous improvement of incident reporting, 

feedback and communication about errors and organizational learning . 

Ballangrud, et al. (2012). 

In  a study targeted  clinicians involved in direct patient care in medical and surgical 

units of two Swiss and 10 US hospitals assure the importance of teamwork and safety 

climate which has great effect on patient safety. 

In Arab countries a study applied to hospital of Saudi Arabia shows  that  areas with 

potential for improvement for most hospitals were under-reporting of events, non-

punitive response to error, staffing and teamwork across hospital units. 

In  regard to our country Abu Hamad (2009) showed that the concept of supervision in 

healthcare organizations is generally lacking and is mostly alienated in regards to the 

detection of errors and blaming employees rather than providing coaching, support and 

training. 
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In addition, (Hamdan and Saleem, 2012) highlights the existence of a punitive and 

blame-prone culture which is saddled by underreporting of events, a lack of openness in 

regards to communication and inadequate management support. 

 

The researcher worked at the ICU for thirteen years and held many interviews with the 

head nurses and other employees at the ICUs. It can be concluded that there are many 

complaints from patients and their families against medical errors and the unsatisfactory 

ways of treatment. Moreover, unresolved problems exist among the health team which 

result from the schism between employees (those employed by Gaza Government and 

Ramallah Government) which lead to unfair relationship between the employees and 

their managers anywhere. Additionally, the health team complained from assaultive 

behavior from the patients‟ families. 

Moving  beyond blame requires that the underlying contributing factors, that is, the 

latent conditions that provoke unsafe behavior be identified. The intensive care unit is a 

stressful work area that provides healthcare for critically ill patients so promoting safety 

culture within this unit is critical in putting forth an effective healthcare service with 

minimal iatrogenic medical errors. 

According to the mentioned conditions at the ICUs at the hospitals of Gaza city, the 

following will be the main question of this study: 

 

 

 

What are the Determinants of Safety Culture inside Intensive Care Units in 

Hospitals in the Gaza City? 

 

 

 

1.3Research Variables 

Dependent variable: Employee attitudes toward safety culture inside the intensive care 

unit. 

 

 

 

Independent variables: 

1. Management‟s commitment to safety culture 

2.  Employee engagement  

3. The trust between the healthcare provider and management 

4. The healthcare provider's participation in decision-making  

5. Good communications  
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Figure (1): Conceptual Frame Work Shows the Variables of the Study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

Source: Self Developed Model  
1.4 Research Hypothesis  

1. There is a statistical relationship between the commitment to safety by 

management at a significant level of (α = 0.05) and employees attitudes towards 

safety culture  

2. There is a statistical relationship between participation in the decision-making 

process at a significant level of (α = 0.05) and employees attitudes towards 

safety culture  

3. There is a statistical relationship between the trust that exists between the 

healthcare provider and the management at a significant level of (α = 0.05) and 

employees attitudes towards safety culture  

4. There is a statistical relationship between good communication among 

healthcare team members at a significant level of (α = 0.05) and employees 

attitudes towards safety culture  

5. There is a statistical relationship between employee engagement at a significant 

level of (α = 0.05) and employee attitudes towards safety culture  

6. There are significant differences between respondents concerning attitude 

toward safety culture due to personal data results such as: gender, education 

level, years of experience and major . 

 

 

 

 

Management‟s 

commitment to safety 

The healthcare provider's 

participation in decision-

making  

 

Employee attitudes towards 

safety culture inside the 

intensive care unit 

 

The trust between the 

healthcare providers and 

management 

 

Good communications 

 

Employee engagement 
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1.5 General Objective of the Study  

To understand employee knowledge, attitude, and practice toward safety culture in the 

intensive care unit. 

  

Specific Objectives  

1. To identify the level of knowledge pertaining to safety culture among the 

healthcare team in the intensive care unit . 

2. To identify employees knowledge and practice towards safety culture among the 

healthcare team. 

3. To explore  the determinants of safety culture in the intensive care unit. 

4. To identify the relationship between management‟s commitment to safety and 

employee attitudes towards safety culture. 

5. To evaluate the relationship between participation in the decision-making and 

employees attitudes towards safety culture.  

6. To designate  the relationship between good communication among healthcare 

team members and employees attitudes towards  safety culture. 

7. To identify the relationship between employee engagement and employees 

attitudes towards  safety culture.  

 

1.6 Significance of the Study  

1. Safety is a global concept that encompasses efficiency, security of care, the 

reactivity of caregivers, and the satisfaction of patients. Thus, it is essential for 

the researcher, as a staff nurse working in the intensive care unit, to conduct 

one‟s job in accordance with promoting a safety climate as well as promoting its 

importance to both the patient and the intensive care team. 

2. This study will show human resource managers the importance of a safe 

environment in which the medical team in intensive care units can work. It is 

also effective at highlighting factors that affect the promotion of safety culture . 

3. According to the researcher‟s knowledge, this is an even-handed study which 

assesses the safety climate as well as factors that affect safety culture in the 

universities and hospitals of the Gaza Strip. 

4. The aura of an effective safety climate within the intensive care unit promotes 

good communication among healthcare team members, patients and family 

members which builds trust and reflects a peace of mind amongst healthcare 

team members and the public. 

5. This research will provide good theoretical and practical knowledge for 

academia and practitioners. 

 

1.7 Study Terms definition   

Safety Culture:  

The safety culture of an organization is the product of individual and group values, 

attitudes, perceptions, competencies and patterns of behavior that determine the 

commitment to and the style and proficiency of an organization‟s health and safety 

management. Organizations with a positive safety culture are characterized by 

communications founded upon mutual trust via the shared perceptions of the importance 

of safety and via the confidence in the efficacy of preventive measures (Frazier, 2011). 
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Management Commitment to Safety: 

The extent to which the managers clearly understand and  invest serious time and 

money into effective safety management by developing programs, policies, written 

plans and procedures. They will also display leadership through effective accountability 

and recognition of behaviors and results. .(OHSAcademy,2013) 

 

Good Communication:  

The process by which information is systemically, clearly and accurately exchanged 

among team members, also it should be as relevant, local and timely as possible 
(Armstrong 2009). 

 

Employee Engagement: 
Employee engagement takes place when people at work are interested in and positive, 

even excited about their jobs and are prepared to go the extra mile to get them done to 

the best of their ability 
 (Armstrong 2009). 

 

Trust between the Healthcare Team and Management:, trust is basically defined as 

the mutual understanding between the employee and managers that vulnerabilities will 

not be exploited and that the relationship is safe and respectful (Hassan and  

Ahmed,2011) 

  

Participation in Decision-making: 

The involvement of managers and their subordinates in information processing, 

decision making and problem solving endeavors( Muindi,2011) 

. 
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Section One: Overview of Human Resource Management (HRM) 

2.1 Introduction  

human resource management is needed whenever more than one person needs to 

achieve a certain  goal, for example the family member act as an organization which 

affected by internal and external environment ,also they have a leader who must harness 

all available resources including people for achieving the optimal goal of the family 

member , the philosophy which determine the goal, objectives and division of labors 

depends on the family culture which acquired from the society, also promoting  a strong 

organizational culture which reflect the accepted, unified, values, customs and believes 

of the employees and managers is one of the objectives of human resource management 
(Itika, 2011). 
 

The assumption underpinning the practice of HRM is that people are the organization‟s 

key resource and organizational performance largely depends on them. In the closing 

years of the twentieth century, management has come to accept that people, not 

products, markets, cash, buildings, or equipment, are the critical differentiators of a 

business enterprise (Fitz-Enz, 2009). All the assets of an organization, other than people, 

are passive resources that require human application to generate value and the key to 

sustaining a profitable company or a healthy economy is the productivity of the 

workforce so the development of an appropriate range of HR policies and processes will 

make a substantial impact on firm performance (Caliskan, 2010). 

 

HRM has been defined as "the recruitment, selection, development, utilization, 

compensation and motivation of human resources by the organization" . Furthermore, it 

has been defined as a "branch of management which is responsible on a staff basis for 

concentrating on those aspects of operations which are primarily concerned with the 

relationship of management to employees and employees to employees and with the 

development of the individual and the group" (Jackson and Schuler, 1995). 

 

HRM involves a number of areas, including organizational behavior and psychology as 

well as personnel management and relationship between employees and managers. 

Employees may expect to be treated fairly as human beings, provided with work that 

uses their abilities, rewarded equitably in accordance with their contribution, to be able 

to display competence, to have opportunities for further growth, to know what is 

expected of  them and to be given feedback (preferably positive) on how they are doing. 

Employers may expect employees to do their best on behalf of the organization, to put 

themselves out for the company, to be fully committed to its values, compliant and 

loyal, to enhance the image of the organization with its customers and suppliers 
(Armstrong, 2009) 
 

By reviewing a lot of definitions the researcher concluded that HRM is the branch of 

management which deals with employees‟ biological, psychological and social states in 

order to enable them to achieve individual and organizational goals that are creative, 

innovative and satisfactory. HRM also enables the organization to select and retain 

employees who have unique skills and characteristics that help achieve the 

organizational goal of the organization using the best method all the while maintaining 

cost effectiveness. 
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HRM is not just limited to manage and optimally exploit human intellect. It also focuses 

on managing physical and emotional capital of employees. One of the big problems in 

managing organizations‟ safety is that occupational health and safety (OHS) is seen, at 

best, as driven by regulatory and legislative compliance. However, a more sophisticated 

approach is to recognize the connections between OHS and the other aspects of business 

performance. One means of integrating OHS into mainstream management is to 

consider managing safety risks through an HRM perspective (Glendon, et al. 2006). 

Nonetheless, if a long-term, more strategic view is taken, it can be seen that safety and 

productivity (or profitability) are compatible objectives, where high performance 

strategies deliver not only higher productivity outcomes but also improved safety 
(Agwu, 2010). 
 

2.2 Human resource management function : 

most expert agree that the general management process is  

planning: establishing goals and standers ,developing rules and procedures and 

forecasting  

Organizing: giving each subordinate a specific task ,delegating authority, establishing 

channel of authority and communication, coordinating the work of subordinates  

Staffing: determining what type of people should be hired, recruiting, selection, setting 

performance standers, compensating ,evaluating performance, counseling employee, 

training and development . 

Leading : getting other to get the job done, maintaining moral, motivating subordinates  

Controlling : setting standers such as sales quotes, quality standers, product level, 

checking to see how actual performance compares with these standers ,taking corrective 

action. 

 

The staffing is the major job of human resource managers so he should have a good 

knowledge and practice about this concept and technique. 

1- conducting job analysis . 

2- selecting candidates 

3- orienting and training employee 

4- managing wages and salaries  

5- providing incentives and benefits  

6- appraising performance 

7- communicating (interviewing, counseling, disciplining ) 

8- training and developing manager 

9- building employee commitment.  (Desseler,2008) 

 

2.3 Human Resource Management and Safety 

Human resource managers nowadays are faced with more crucial issues of (OHS)  than 

ever before. The reason is that workers, just like any other resource, require 

maintenance and care in order to maximize their productivity. Along the same line, 

health and safety should not be viewed as a separate functions or responsibilities, but as 

a broader initiative that aims at improving productivity, profitability and 

competitiveness of a firm so the organization must be kept abreast of the health and 

safety legislation and organize the instruction and training of the staff concerning 

working practices that comply with health and safety regulations (Makori et al., 2012). 
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In addition, the organization has to promote a conscious approach to risk management 

among site workers. Effective management structure and arrangements must be 

considered at the sites, and policies must be applied very carefully. All the 

organization‟s staff should be motivated and empowered to work safely and to protect 

their long-term health; this can be done as a protective measure and should not be done 

after accidents or hazards have occurred.  There must be a planned and systematic 

approach towards implementing a health and safety policy through an effective health 

and safety management system. The aim is to minimize risks wherever possible. 

Furthermore, risks can be overcome by the design of facilities, equipment and 

processes. If risks cannot be eliminated, they are to be minimized by the use of physical 

controls, or by the use of systems of work and personal protective equipment. If the 

workers have to wear something special on them in order to protect themselves against 

accidents, they have to exactly wear that (Glendon et al., 2006). 

 

2.4 The Role of Human Resource Management in Promoting Safety Culture 

The HRM department at any organization has the responsibility and plays a major role 

in promoting a safe workplace as well as safety culture. The following are the major 

areas in which human resource managers have the chance to plan, organize and 

implement methods and procedures for promoting safety culture. 

  

2.4.1 Employee Security  

Perceptions of job insecurity have been associated with higher levels of stress and with 

falling levels of worker health and wellbeing. In addition to this, a lack of employment 

security is associated with lower organizational commitment (Sverke et al., 2006). 

Probst (2004) asserted that workers, who felt that their jobs were under threat, displayed 

higher levels of productivity, whilst also violating safety policies to a greater extent. It 

also appears, therefore, that in these circumstances workers will decrease their 

commitment to safety compliance for an increased quantity of production even though 

production quality declines (Glendon et al., 2006). 

 

Also nontraditional workers, including contract and contingent workers tend to be 

overrepresented in injury statistics. This is due to contract workers being younger, less 

experienced, and subject to lower levels of safety training. Moreover, they are at an 

increased risk of injury through unfamiliarity with the workplace and with the host 

organization‟s practices and procedures. 

 

Furthermore, Geller et al.found that the propensity to actively care about safety was 

significantly predicted by a number of variables; workers who felt more empowered and 

had a greater sense of belonging to the group were more likely to engage in safety 

behavior. It was also found that feelings of empowerment and personal control are 

unlikely to be associated with contingent employment (Kular et al., 2008). Therefore, 

contingent workers tend to hold more negative safety attitudes and engage in less 

organizational citizenship behavior as compared with permanently employed coworkers 
(Kochan, 1992). 

 

Probst argued  that organizational safety climate significantly moderated the 

relationship between job insecurity and safety outcomes; when workers perceived safety 

climate to be weak, job insecurity was related to lower levels of safety knowledge and 

safety compliance and to higher numbers of injuries and near-misses, but the effects 

were significantly attenuated when safety climate was perceived to be strong. All-in-all, 
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maintaining a strong safety climate can reduce or eliminate the negative effects of job 

insecurity upon safety outcomes (Tucker, 2010). 

 

It can be concluded that the risk of injury to contract workers can be reduced by 

ensuring that there is an effective training program which meets the safety needs of 

these workers and there should be frequent follow up with evaluations. The contractor‟s 

safety system should be monitored; all safety rules must be reviewed and all injuries 

must be ensured of investigation. In addition, contract workers may undertake the most 

dangerous activities in an organization, thus, they require more intensive safety training 

than the other staff  

 

2.4.2 Selective Hiring 

The selection process gives managers an opportunity to assess potential employees' 

character and personality. This ensures that only an employee with the most suitable 

personality and skills is given the job. Furthermore, the organization takes particular 

notice of the personal flexibility and adaptability of a candidate, which assures that such 

an individual can adjust rapidly to the tough demands of the job. 

 

The selection process should include the conscience of the company in that every 

person hired needs to be carefully screened. Some companies have third-party vendors 

that perform criminal background checks, which include some test like drug level tests. 

These required drug tests can identify any potential drug abuse issues prior to 

employment. Also driving records can reveal any reckless incidents or driving under the 

influence (DUI's). Companies that do not screen potential employees adequately may be 

subject to liability in future situations (Glendon et al., 2006). 

 

In addition, organizations may follow other selection and recruitment procedures 

including application forms, references, interviews, and assessment centers. The 

application form should include questions regarding the safety record and injury 

involvement. Also, the included personnel in the interview should be reference 

personnel who may be asked to put forth information about safety. Candidates may be 

asked questions about safety behavior and measures in regards to the job. The candidate 

can furthermore be exposed to a specific personality test (Pulakos, 2005).  

 

2.4.3 Communication and Information Sharing 

Communication has an important role in creating a good climate for the exchange of the 

information necessary for achieving the organizational goals, also it reflect unique 

picture about the organizational services toward its customer. So, promoting good 

communication environment is one of most important goals of the human resource 

managers. 

  

Effective communication occurs when the massage received and understood as the 

sender wants, also the sender has to collect the information about the idea he wants to 

explore, making a good assessment about the receiver of the massage then to choose the 

right rout of communication so that the massage can be understood as he wants. 

 

Studies shows that most problem experienced in people management are duo to 

ineffective communication, strategic human resource management appreciate the role of 

communication as it is an easy cost effective way of transmitting the mission, vision, 

rules, regulation and policies of the organization, also the degree to which the employee 
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understand and accept the massage the best commitment to this policies and the best 

result will be gotten. 

 

Frequent meetings with the top management, departmental and team meetings present 

the best opportunities for effective communication. Other channels include close 

interaction between staff and supervisors, billboards, brochures and instruction manuals 
(Itika, 2011) 
 

An effective safety information system is crucial to adequate dissemination of top-down 

communications (e.g., safety instructions, policies, and procedures) and also for bottom-

up communications (e.g., feedback from workers to the organization).  

 

Impaired or Ineffective safety information leads to errors of assessment and diagnosis of 

safety problems which leads to bad prognosis or disasters. In addition, reduced status 

distinctions through encouraging communication, sharing ideas, and promoting greater 

concern and trust amongst workers leads to a sense of common fate which encourages 

an effective mutual communication, finally positive communication between managers 

and workers is helpful to ease worker relations, which has been identified as an 

important HRM issue in relation to safety (Glendon et al., 2006). 

2.4.4 Reward Systems for Safety 

Incentives and rewards are two important factors which enable the human resource 

manager to achieve the organizational goals at the optimal level without employee 

disappointment, so it is essential to invest these factors to promote health and safety for 

organizations employee. 

 

Compensation and reward are two words that are used interchangeably by human 

resource manager, but it have two different philosophical root, whereas the first is based 

on the interpretation that work is not a good thing and the employee loss time and health 

so they have to compensate, the other word means that some employee consider the 

work an interesting and positive thing which need rewarding. So, human resource 

managers have to choose the appropriate type and time to make either compensation or 

reward for the employees (Itika, 2011).  

  

Reward systems can be classified as financial rewards (payments), other material 

rewards (benefits) and psychological rewards (recognition). Reward systems in 

organizations are at the disposal of managers in order to attract, retain and motivate 

people towards desired goals. Rewards can be divided into extrinsic (e.g., money and 

other material benefits) which originate from sources external to the individual and 

intrinsic components (e.g., feelings of achievement, responsibility, or personal growth) 
(Sezer, 2011).  

 

In regard to promotion of safety culture reward systems is concerned with behavior or 

performance like: reporting injuries, incidents and near-misses, or making safety 

suggestions (Zacharatos, 2005). 

 

Furthermore, in regards to their objective significance, rewards also convey meaning in 

terms of their symbolic value, for example, in an organization that rewards safe 

behavior, these rewards represent a senior management that is committed to ensuring 

safety. The symbolic value of reward systems is particularly important in relation to 

safety as this could shape workers‟ perceptions of safety climate (Glendon et al., 2006). 
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2.4.5 Safety Training 

In general, training refers to instruction and practice for acquiring skills and knowledge 

of rules, concepts, or attitudes necessary to function effectively in specified task 

situations. 

Worker training is defined as the systematic acquisition of skills, rules, concepts, or 

attitudes that result in improved performance on the job. It ranges from very specific 

skill training, such as showing a worker how to operate a fork-lift, to more abstract 

development, such as training managers to adopt a more transformational leadership 

style (Alipour, 2009) 

 

With regard to Occupational Safety and Health, training can consist of instruction in 

hazard recognition and control measures, learning safe work practices and proper use of 

personal protective equipment, acquiring knowledge of emergency procedures and 

preventive actions. In addition, training could provide workers with ways to obtain 

added information about potential hazards and their control, gaining skills to assume a 

more active role in implementing hazard control programs and to have an effect on 

organizational changes that would enhance worksite protection (Cohen and Colligan, 1998). 

As a technique for developing human resources, training is concerned with improving 

worker skills and enhancing their capacity (Swanson and Holton, 2001). Employers must 

document all training skills, creating a training matrix will help keep track of who has 

been trained, when they were trained, the training topic and when it is time for refresher 

training (Alexander and Wegner, 2004).  

 

An employee sign-in sheet is also necessary for success. Employees should also sign an 

official sign-in sheet provided by the employer that can serve as proof that employees 

received proper training. The sign in sheet must have a broad description of what is 

being covered in the training. Tests or quizzes on the presented material can help gauge 

employee understanding of the material and highlight topics that need to be reviewed. 

 

It is essential for the safety training program to cover topics such as accident prevention 

and safety promotion, safety compliance, accident and emergency response, personal 

protective equipment, safety practices, equipment and machinery, chemical and 

hazardous materials safety, workplace hazards and employee involvement.  

 

However, most employees display attitudes of disinterest and dread at the thought of 

attending a safety training, which can leave the trainer feeling frustrated and 

unappreciated so It is the trainer's duty to make safety training fun and educational, 

which will help the trainees to retain the information, enjoy the course, and apply the 

knowledge and skills learned to their work and lives (Cohen and Colligan, 1998). 

 

Trainer should do their best to have an effective training program which reduce the 

number of injuries and deaths, property damage, legal liability, illnesses, workers' 

compensation claims, and missed time from work. All these result of training will 

contribute to achieve a safety culture in which employees themselves help promote 

proper safety procedures while on the job  
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Section Two 

Organizational Culture 

 

2.1 General Background  

The culture of an organization affects the way in which people behave and has to be 

taken into account as a contingency factor in any program for developing organizations 

and HR policies and practices. 

 

Culture represents the „social glue‟ and generates „we-feeling‟, thus counteracting 

processes of differentiations that are an unavoidable part of organizational life. 

Organizational culture offers a shared system of meanings which is the basis for 

communications and mutual understanding. If these functions are of an organization, 

this is why it is important for HR specialists to understand the concept of organizational 

culture, how it affects organizations and how it can be managed (Armstrong, 2009). 

 

When culture first appeared in the Oxford English Dictionary around the year 1430 it 

meant cultivation or tending the soil, based on the Roman culture. However, with the 

coming of the 19
th

 century culture was associated with the phrase high culture, meaning 

the cultivation or refinement of mind, taste, and manners. This meaning generally held 

sway up until the mid-20
th

 century when its meaning shifted toward its present 

American Heritage English Dictionary definition: “The totality of socially transmitted 

behavior patterns, arts, beliefs, institutions, and all other products of human work and 

thought" (Tharp, 2010). 

 

Organizational culture has been defined numerous times. In its simplest form, culture is 

the way things are done in the organization. It is seen as a set of meanings created 

within the organization but influenced by broader social and historical processes 
 (Sun, 2008). 

 

Furthermore, many definitions of culture give primacy to cognitive components, such as 

assumptions, beliefs, and values. Armstrong (2009) defined it as the pattern of values, 

norms, beliefs, attitudes and assumptions that may not have been articulated but shape 

the ways in which people in organizations behave and things get done. „Values‟ refer to 

what is believed to be important about how people and organizations behave. „Norms‟ 

are the unwritten rules of behavior. Others expand the concept to include behaviors and 

artifacts, leading to a common distinction between the visible and the hidden levels of 

organizational culture. 

 

According to Schein‟s view, fundamental assumptions constitute the core and most 

important aspect of organizational culture. Accordingly, he offers the following formal 

definition of organizational culture: 

 

A pattern of shared basic assumptions that the group learned as it solved its problems of 

external adaptation and internal integration, that has worked well enough to be 

considered valid and, therefore, to be taught to new members as the correct way to 

perceive, think, and feel in relation to those problems (Sun, 2008). 
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To help understand these symbolic and cognitive layers, Schein has categorized the 

places of culture into three fundamental categories being: observable artifacts, espoused 

values, and basic underlying assumptions.  

 

First, observable artifacts represent an organization‟s attitudes, behaviors, and beliefs 

i.e. how one sees things and what is important and meaningful. These include: 

architectural and physical surroundings, its products, technologies, style (shown through 

clothing, art, publications, etc.), published values and mission statement, language, 

gossip, jargon, humor, myths, stories, practices, rituals, ceremonies, and taboos. 

 

Second, espoused values are those championed by a company‟s leadership and 

management. They are distinguished from enacted values, which are those that 

employees‟ actual behavior reflects. 

 

Finally, basic assumptions are underlying, often unconscious determinants of an 

organization‟s attitudes thought processes and actions. These assumptions are central to 

its culture. Values that gain long-term acceptance often become so ingrained and taken-

for-granted that individuals are usually unaware of their influence. They usually provide 

a tacit sense of security and an unquestioned impetus for perceptions and behavior 
(Taylor, 2012). 

 

2.2 How Organizational Culture Develops 

The values and norms that are the basis of culture can be formed in four ways:  

1. First, by the leaders in the organization, especially those who had a long time at 

the organization, the employee look at the  visionary leaders – the way they 

behave and what they expect. They note what such leaders pay attention to and 

try to do as they want. 

2. Second, culture is formed from the previous histories of the employee and the 

situation he faces as (critical incidents – important events from which lessons 

are learnt about desirable or undesirable behavior) . 

3. Third, culture develops from the need to maintain effective working 

relationships among organization members, and this establishes values and 

expectations.  

4. Fourth, culture is influenced by the organization‟s environment. 

 

Other scientists suggest that culture is learnt over a period of time, and there are two 

ways in which this learning takes place: 

1. First, the trauma model, in which members of the organization learns to cope 

with some threat by the erection of defense mechanisms. 

2. Second, the positive reinforcement model, where things that seem to promote 

positive work environment become embedded and entrenched. 

 

Learning new customs or norms takes place as people adapt to and cope with external 

pressures, and as they develop successful approaches and mechanisms to handle the 

internal challenges, processes and technologies in their organization (Armstrong, 2009). 
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2.3 Components of Organizational Culture 

Values, norms and artifact are the most common component of organizational culture; 

the following is brief description for these components in regarded to organizational 

culture:  

1. Values: Values are beliefs in what is best or good for the organization and what 

should or ought to happen. The „value set‟ of an organization may only be 

recognized at top level, or it may be shared throughout the business. Furthermore, 

values can be expressed in many areas like competence, competitiveness, 

innovation, quality, teamwork. Implicit values that are deeply embedded in the 

culture of an organization and are reinforced by the behavior of management can be 

highly influential, while espoused values that are idealistic and are not reflected in 

managerial behavior may have little or no effect.  

 

2. Norms: Norms are the unwritten rules of behavior, norms tell people what they 

should do, say, believe, even wear. They are never expressed in writing – if they 

were, they would be policies or procedures. They are passed on by word of mouth or 

behavior and can be enforced by the reactions of people if they are violated. They 

can exert very powerful pressure on behavior because of these reactions. 

 

3. Artifacts: Artifacts are the visible and tangible aspects of an organization that people 

hear, see or feel which contribute to their understanding of the organization‟s 

culture. Artifacts can include such things as the working environment, the tone and 

language used in e-mails, letters or memoranda, the manner in which people address 

each other at meetings (Armstrong, 2009). 

 

2.4 Safety Climate versus safety Culture 

It is useful to distinguish between “safety culture” and “safety climate”. Wiegmann 

defines safety climate as “the temporal state measure of safety culture, subject to 

commonalities among individual perceptions of the organization." It is therefore 

situational based, refers to the perceived state of safety at a particular place at a 

particular time, it is relatively unstable, and subject to change depending upon the 

features of the current environment or prevailing conditions”. He also defined “safety 

culture” as "the enduring value and priority placed on the worker and public safety by 

everyone in every group at every level of an organization." This refers to the extent to 

which individuals and groups will commit to personal responsibility for safety, act to 

preserve, enhance and communicate safety concerns, strive to actively learn, adapt and 

modify (both individual and organizational) behavior based on lessons learned from 

mistakes, and be rewarded in a manner consistent with these values  
(Wiegmann and Thaden , 2002). 

 

Schein conceives of climate as preceding culture, he argues that climate is culture in the 

making. Further on, Schein writes that "climate will be a reflection and manifestation of 

cultural assumptions". Climate is replaced by culture and culture then conveys a broader 

and more profound meaning. 

 

Initially, the term organizational climate might have signified the broad construct 

envisioned by researchers but, successively, it has been restricted to attitudinal or 

„psychological‟ phenomena within an organization, which is how it was initially 

operationalized. Climate was replaced by the term culture, which nowadays has the 

comprehensive meaning formerly covered by the term climate 
 (Guldenmund, 2010). 
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Section Three 

Safety Culture 
 

2.1 History and Background  
The development of safety culture as a concept comes due to the evolution of safety 

management systems and understanding accident causation. The theories of accident 

causation have progressed through several stages in an effort to identify the root causes 

of system failures. The first stage, which spanned the period of 1940-1960, was focused 

on machines and hardware improvements. However, due to the rapid development of 

new machinery, most accidents were attributed to mechanical malfunctions. The second 

stage, which took place between 1960 and 1980, focused researchers‟ attention upon 

human factors, because employees were seen as the weakest link in the system. The 

third stage is composed of the interaction between human and technical factors.  

 

The current stage in which we live considers organizational culture an influential factor 

based upon the work of Schneider (1975) on organizational climate who developed the 

concept of safety climate and defined it as “a summary of molar perceptions that 

employees share about their work environments, which act as a frame of reference for 

guiding appropriate and adaptive task behaviors. 

 

At around the same time as the disastrous nuclear accident at Three Mile Island 

(U.S.A.) in 1979 and Chernobyl (Ukraine) in 1986, public attention became focused on 

nuclear safety issues. The accident investigation in Chernobyl revealed many 

irregularities in organizational safety. The International Nuclear Safety Group‟s 

(INSAG) summary report on the Post-Accident Review Meeting on the Chernobyl 

accident, used the term “safety culture” for the first time to describe a set of factors 

related to the organizational facets of safety (Chenhall, 2010). 

 

This case suggests that the term “safety culture” was not developed on the basis of 

organizational culture studies or other research in any other field. Nonetheless, as 

demonstrated above, historically, the two concepts of “safety culture” and “safety 

climate” were developed separately: “safety climate” had its genesis in subject research 

literature and “safety culture” has been used arbitrarily by accident investigators with no 

reference to any scientific source of information (Nazaruk, 2011). 

 

2.2 Definitions of Safety Culture 

It is important to consider what safety culture is and why it is important to the medical 

team. There are many different definitions of safety culture. The United Kingdom 

Health and Safety Commission define it as: "The result of individual and group values, 

attitudes, competencies, and patterns of behavior that determine the commitment to, and 

the style and proficiency of, an organization‟s management of safety. Organizations 

with a positive safety culture are characterized by communications founded upon 

mutual trust, by shared perceptions of the importance of safety, and by confidence in the 

efficacy of preventive measures" (Yule, 2003). 

 

The Safety Standing Committee of the Civil Air Navigation Services Organization 

(CANSO) has endorsed the following definition of safety culture: “Safety culture refers 

to the enduring value, priority and commitment placed on safety by every individual 

and every group at every level of the organization. Safety culture reflects the individual, 
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group and organizational attitudes, norms and behaviors related to the safe provision of 

air navigation services (Joint Planning and Development Office, 2010).  

 

Also it has been  defined  as  the product of individual and group values, attitudes, 

perceptions, competencies, and patterns of  behavior that determine the commitment to, 

and the style and proficiency of, an organization's health and safety management.  

(Guldenmund ,2000) 

 

It can be summarized that scientists who defined safety culture send a massage inform 

us the essence of safety culture depend on the value , belief, attitude, toward the 

organizational safety ,also the conviction and commitment of the employee toward 

organizational rules and regulation regarding safety. 

  

2.3 Elements of Safety Culture  

There have been many contributors towards the theory of safety-culture and numerous 

models have arisen. Some examples of these models are seen in: Leveson 2004,Turner 

1998; Rasmussen 1997; Reason 1997 . 

 

To best understand safety culture, the researcher will explain the layered generic models 

of cultural elements. These elements were developed by E. Schine during his work in 

which he examined US business cultures which ultimately led to his theory of generic 

elements of organizational culture .The transferring of these concepts to safety culture 

was first proposed by specialists at the International Atomic Energy Agency (IAEA). 

Furthermore, this concept was further developed by the Agency into a methodology 

used to measure safety-culture in high-hazard industrial complexes. 

 

The theory suggests that organizational culture arises from shared beliefs. These beliefs 

drive an organization's collective behaviors and are not always overt but, in reality, are 

clandestine; buried beneath observable supportive layers of values, attitudes and 

artifacts. It is suggested that beliefs, hence culture, can only be assessed and interpreted 

indirectly through observing human behavior. Nonetheless, the layered generic model‟s 

cultural elements can be summarized as: beliefs, espoused values, attitudes, artifacts and 

behavior. A combination of the aforementioned elements manifests itself through 

behavior or human performance (Taylor, 2012). 
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Figure (2.1): The Layered Generic Model’s Cultural Elements  

 

 
 

Taylor, John Bernard(2012) Safety-culture: Assessing and Changing the Behaviour of  

Organisations.2
nd

.ed.England: Gower Publishing ltd. 
 

Also Guldenmund conceptualizes safety-culture as a three-leveled model, whereby each 

level might be examined separately or together. The 'core' is thought to reflect 

unspecified basic underlying assumptions that permeate the whole organization. The 

middle level consists of publicly declared beliefs and values that are operationalize as 

attitudes while the most superficial level reflects behaviors and artifacts. He also 

suggests that behaviors might encompass inspections, accidents and near-misses while 

safety posters and personal protective equipment could be construed as artifacts  
(Agwu, 2012). 

 

2.3.1 Safety Culture Belief: 

Beliefs are emotions and assumptions that something is true. They can become deep 

seated to the extent that a person unconsciously subscribes to them", examples of good 

safety beliefs are that  

- Accountability for safety rests at all times with managers 

- Responsibility for safety rest with all employees  

- Human error is normal and can be expected  

- Our engagement in safe behavior is necessary for safe operation 

- Human errors are learning opportunities 

- People are fallible and will make mistake 

2.3.2 Safety Culture Espoused Value: 
Espoused values are the core morals and values of an organization. They are essentially 

the beliefs upon which the company is built, developed into a code of conduct. These 

values serve as a sort of blueprint for the manner in which the organization conducts 

business. As espoused values will typically be very closely aligned with the mission of 

the organization, they tend to be fairly easy for employees to adopt. 

 

The primary purpose of espoused values is to create a company-wide standard for 

behavior. This is to ensure that employees follow the company line, rather than their 

own value systems, when making decisions.  

 

Behaviours 

Attitudes 

Artifact 

Espoused Value 

Basic 
Assumption 
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Espoused or spoken safety values are central principles held by the organization's 

member's managers, values enable an organization's shared safety-beliefs to be upheld, 

Safety values are spoken but they can also appear in documents, an intranet or posted 

around a facility. The following are some of safety espoused values: 

- That everyone is responsible for safety, our own, others‟ safety and the 

protection of the facility 

- That respect is given to all safety views as everyone has the right to question 

and report safety issues 

- The organization strives for an open dialogue culture 

- Teamwork to resolve safety matters is strongly supported 

- All events and near misses are reported as we recognize that even minor injuries 

or events are important 

- Thorough safety training and competence as essential for safe working 

- We regularly check and report our safety-performance 

Shared values that are frequently espoused by management and reinforced through 

supporting good safety-behavior norms will eventually become engrained within a 

business. 

 

2.3.3  Safety Attitudes: 

Attitudes can be considered as a state of mind towards a subject or an object and it has 

an important effect on organizational culture either negative or positive. Also safety 

attitude is considered positive or negative feedback about organizational safety 

behavior, so a positive safety attitude enforces appropriate safety behavior and negative 

safety attitude prohibit appropriate safety behavior. The following are some type of 

organizational unsafe attitude: 

- Look after „our‟ group not the organization 

- The engineering and systems will always protect us 

- Financial decisions affect only the balance sheet, not safety 

- Organizational structural changes have no effect on safety; they just improve 

efficiency and competitiveness 

Some attitudes can contribute to good safe behaviors and they are as follows: 

- Supportive of team problem-solving 

- A concerned attitude for one‟s personal and others safety 

- We can always learn and improve  our safety practice  

- Cooperative attitude – dialogue culture 

- Supportive attitude towards individual team members – dialogue culture 

 

2.3.4 Safety Artifacts 

Artifact is considered the formal organizational document of safety culture. The 

robustness of an organization's safety-culture can be indicated by the presence or 

absence of these artifacts. These contribute to establishing a safety climate as a 

reminder to all staff of their shared safety-beliefs, values and behaviors.  

 

Formal safety organizational artifact: 

- The organization's environment, health and safety mission and policy statement 

- Public, annual safety reports 

- Safety guidance pocket books 

- Safety posters in the plant 
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Informal safety culture Artifacts 

Artifact can provide a psychological support and encouraging employee to promote 

safety culture, also it assists in developing organizational team spirit and group 

cohesion. 

- Company rituals – safety schemes, the annual safety conference. 

- A person‟s posted photographs showing safety merit or achievement. 

- A well-maintained safety wall board; statistics, posted achievements, 

conferences, lectures. 

 

2.3 .5 Behaviours 

Safety behavior is considered the most visible expression of safety culture also safety 

behavior may reflect the organizational beliefs and values toward safety. The following 

are some kind of organizational safety behaviors: 

The manager of the organization should: 

- Give visible leadership and commitment to safety 

- Communicate, espouse and implement agreed organizational safety-beliefs and 

values within a dialogue culture 

- Challenge and question on safety issues at all times 

- Actively delegate safety responsibility within their framework of safety 

accountability 

The workforce should: 

- actively involved in safety initiatives 

- Demonstrate autonomy through questioning and challenging on safety issues 

- Actively promote a cohesive team spirit 

- Be Self-motivated to be compliant with systems 

Communicate, espouse and implement agreed organizational safety-beliefs and values 
(Taylor, 2012). 
 

2.4 Characteristics of a Healthy Safety Culture 

Reason stresses that limiting organizational accidents requires an “informed culture” 

which he equates to a positive safety culture that effectively shares information 

throughout the organization and actively seeks maximum safety. In Reason‟s model, an 

informed culture (a positive safety culture) contains the four sub-cultures described 

below (Joint Planning and Development Office, 2010): 

 

2.4.1 Reporting Culture  
Failures and „near misses‟ are considered by organizations with good safety cultures as 

lessons which can be used to avoid more serious events. Follow up for incident report is 

essential to determine the cause and the way to prevent recurrence. In addition to this, 

timely feedback with appropriate remedial action is necessary, both to the work groups 

involved and to others who might experience the same problem. Near misses are also 

very important because they usually present a greater variety and volume of information 

for learning. If employees are to report near misses, they must believe that these reports 

are valued and that they and their colleagues will not be penalized or disciplined as a 

result of coming forward to make them (INSAG-15, 2002). 

 

Promoting positive “reporting culture” decreases errors by encouraging employees to 

divulge information about the hazards or safety concerns that they encounter. 

Furthermore, Reason describes five important factors in determining the quantity and 

quality of incident reports (GAIN working group E, 2004): 



23 
 

- Protection from disciplinary proceedings. 

- Confidentiality or de-identification. 

- The separation of the agency or department that collects and analyzes the reports 

from those with the authority to discipline. 

- Rapid, useful, accessible, and intelligible feedback to the reporting community. 

- Ease of reporting. 

 

2.4.2 Just Culture 

"Reason argues that the foundation of a healthy safety culture is a functioning “just 

culture” in which all members of an organization understand that genuine errors will not 

be punished but investigated and understood. Without a just culture, it is considered 

nearly impossible to achieve the other features of a positive and healthy safety culture. 

 

Reason refers to just culture as “an atmosphere of trust in which people are encouraged, 

even rewarded, for providing essential safety related information, but in which they are 

also clear about where the line must be drawn between acceptable and unacceptable 

behavior, as just culture does not tolerate reckless behavior or deliberate malfeasance" 
(GAIN working group E, 2004). 

 

Following an incident or accident, a poor safety culture may assign blame to the 

individual responsible for the last action prior to the problem.  Such a culture 

discourages the reporting of unsafe conditions and cooperation with incident 

investigation. 

 

The healthy alternative to a “blaming culture” is a “just culture,” in which employees 

are held accountable for deliberate violations of the rules but are encouraged and 

rewarded for providing essential safety-related information (JPDO, 2010). 

 

2.4.3 Flexible Culture 

The nature of today's organizational success depend on their ability to adapt to 

continuous global changes which make leaders to be more flexible of their leadership 

style as providing more accountability to their employee also to take decision as the 

situations needed without referencing or counseling. 

 

The flatter organizational structure and the presence of multi skills workforce are some 

of strategies used to improve organizational ability to accommodate with external 

environment.  

 

Flexibility in the Workplace is the possibility for employees and managers to make 

changes to when, where and how work is done in order to better balance personal needs 

and business requirements (JPDO, 2010). 

 

Researchers continuously confirm that flexible work arrangements reduce stress and 

healthcare costs, improve productivity and job satisfaction, increase retention, decrease 

absenteeism and improve loyalty and commitment. Moreover, employees who work 

flexibly are more satisfied with their jobs, lives, and experience a better work/family 

balance (Casey and Grzywacz, 2008). 

 

A flexible culture allows all employees to attain knowledge of procedures and behavior; 

this thus makes safety culture self-correcting on every level. When procedures or 
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behaviors are acquisitioned, potentially unsafe practices may be interrupted before they 

result in an actual mishap. 

 

In a flexible culture, operational roles and responsibilities become less centralized and 

more freedom in regards to decision making can take place.  In addition to this, all 

employees feel a shared sense of responsibility for the success of the organization. This 

results in an organization that is oriented toward goals as opposed to regulations  
(JPDO, 2010). 

 

2.4.4 Learning Culture 

Learning is the holistic collection of practices, behaviors, attitudes, patterns of decision 

making, relationships and valued systems of thought that construct a particular learning 

context (Peters, 2003). 

 

Near misses are our free lessons. Learning organizations have to pay attention to them 

and take the time to learn from them. People need to be encouraged to reveal mistakes 

so that everyone can learn from them. Furthermore, Reason defined an organizational 

learning culture as "the willingness and the competence to draw the right conclusions 

from its safety information system, and the will to implement major reforms when their 

need is indicated." He also suggested that the best safety information is derived from 

analysis of reports of incidents and near misses as well as from proactive checks on the 

system's vital signs (Flemons and McRae, 2012). 

 

An organization that demonstrates a strong “learning culture” is willing to change based 

upon safety indicators and hazards uncovered through an incidents report. It is essential 

that timely remedial action be taken to correct identified deficiencies in systems or 

procedures. Through proactive observation and evaluation, the organization and its 

employees are able to take part in continuous learning and contribute towards 

improvements in safety. These activities help identify vulnerabilities or weaknesses to 

organizational safety.  

 

Leaders interested in promoting transformational organizational learning must come to 

the people at an experiential level first. They should listen to their experiences, 

suggestions and key observations. Using this as a beginning allows for the people to use 

their own language and to speak about the aforementioned things in their own way. The 

process has the opportunity to create a "shared vision" of a learning system where 

everyone has ownership in an interactive series of learning opportunities (Murphy, 2007).  

 

Systems that provide healthcare workers with the opportunity to report hazards, 

hazardous situations, errors, close calls and adverse events make it possible for an 

organization that receives such reports to use these opportunities to learn and hold 

people accountable for their actions. Finally, when organizational learning is the 

primary goal, reporting should be confidential, voluntary and easy to perform and 

should lead to risk mitigation strategies following appropriate analysis  
(Flemons and McRae, 2012). 

 

It can be concluded from the previous section that safety culture is a very important 

aspect that promotes an environment characterized by: 



25 
 

- Safety climate 

- Trust among employees and mangers 

-  Employee participation in decision-making  

- The prominence of justice  among employees 

- Incident reporting is professionally treated  

- The prominence of flexible culture  

- The prominence of learning culture  

These characteristics insist that management‟s role rests with the frequent 

assessment of safety climate and factors affecting safety in all organizations 

especially in high risk areas such as: health institutions, aviation industries, 

schools and academic institutions  

Finally,  the information and  knowledge concerning safety culture is related to 

social science which consist of values, customs  and beliefs thus, managers have 

to take into consideration the effort that should be exerted to achieve the goal of 

an optimal level of safety culture and it needs an intense follow up to maintain 

the required level.      
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Section Four 

Intensive Care Unit 

 

2.1 Overview of the Intensive Care Unit  

The term “Critical Care Medicine” was first introduced in the late 1950s at the 

University of Southern California (USC) based upon the concept that a patient whose 

immediately life is in danger or a critically ill and injured patient may have substantially 

better chances of survival if provided with professionally advanced minute-to-minute 

objective measurements. 

  

Also in 1950, anesthesiologist Peter Safar established the concept of (Advanced Support 

of Life) which means keeping patients sedated and ventilated in an intensive-care 

environment. Safar is considered to be the first practitioner of intensive-care medicine 

as a specialty. 

 

BjørnAage Ibsen established the first intensive-care unit in Copenhagen in 1953. 

However, the first application of this idea in the United States was in 1955 by Dr. 

William Mosenthal (a surgeon at the Dartmouth-Hitchcock Medical Center) (Vincent, 

2013). 

 

The ICU is a distinct organizational and geographic entity for clinical activity and care 

operating in cooperation with other departments integrated in a hospital. The ICU 

should be an independent unit that functions as a closed unit under the full medical 

responsibility of the ICU staff in close concert with referring medical specialists. 

 

The objectives of an ICU are the monitoring and support of threatened or failing vital 

functions in critically ill patients who have illnesses with the potential to endanger life  

in order to perform adequate diagnostic measures and medical or surgical therapies to 

improve outcome (Ferdinande, 1996). 

 

2.2 The Location and Size of Intensive Care Unit  

An ICU should be found in a place connected to other departments in the hospital to 

ensure that the multidisciplinary needs of intensive care medicine are met. Surgical and 

medical diagnostic and therapeutic facilities must be represented as well. In addition to 

this, the availability of medical, anesthesiological, surgical, and radiological consultants 

should be made possible for ICU purposes on a 24 h/day basis. 

 

An ICU should be accommodated with at least 6 beds; 8–12 beds are considered to be 

the optimal number. Hospitals with several smaller units should be encouraged to 

rearrange these units into a single larger department in order to improve efficiency.  

 

On the other hand, a larger ICU may take the opportunity to create separate, specialized 

functional subunits with 6–8 beds, sharing the same geographical, administrative, and 

other facilities. The distribution of patients in such subunits may be based upon specific 

processes of care or pathology. The geographical and economic situation should also 

influence the size and location of the ICU. Two other factors affect the location and size 

of the ICU being the numbers of admitted patients and the quantity and quality of 

therapeutic interventions (Roosmalen, 2010). 
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2.3 The Health Team at the Intensive Care Unit 

2.3.1 Medical Team 

1. Director of the Intensive Care Unit: The responsibility of the administrative and 

medical management of the unit is held by a physician, whose professional activities 

are devoted full-time or at least 75% of the time to intensive care. In addition, the 

head of the ICU has the sole administrative and medical responsibility for this unit 

and cannot hold top-level responsibilities in other departments or facilities of the 

hospital. Furthermore, the head of the ICU should be a senior accredited specialist in 

intensive care medicine as defined by the state‟s regulatory boards usually with a 

prior degree in anesthesiology, internal medicine, or surgery, a formal education, 

training, and experience in intensive care medicine. 

 

2. Medical Staff Members: The head of the ICU is assisted by physicians qualified in 

intensive care medicine. The number of staff required will be calculated according 

to the (number of beds in the unit, number of shifts per day, desired occupancy rate, 

extra manpower for holidays and illness, number of days each professional is 

working per week, the level of provided care, clinical research and teaching 

workload). 

 

An experienced physician certified in intensive care medicine is on duty and 

available upon request at short notice in the hospital during off-duty hours. Regular 

medical staff members of the ICU must treat patients using state-of-the-art 

techniques and may consult specialists in different medical, surgical or diagnostic 

disciplines whenever necessary. 

 

The regular medical staff members have the task of coordinating the referring 

physician and consulting medical specialties. The staff members of the ICU take 

over the medical and administrative responsibilities of the care of the patients 

admitted to the unit. They also define admission and discharge criteria and carry the 

responsibility for diagnostic and therapeutic protocols to standardize care in the ICU 
(Valentin, 2011). 

 

3. Medical Trainees: Trainees in medical and surgical specialties (e.g., 

anesthesiology, internal medicine, pulmonologist, surgery) may work in an ICU 

under clearly defined supervision after two years of training in their primary 

specialty and within the frame of their specialty. Furthermore, trainees participate in 

the duties of the ICU under the supervision of a qualified intensive care physician. 

However, the regular staff carries final medical responsibility. Under ideal 

conditions, there should be an overlapping in the training periods to reinforce 

expertise in the group of trainees. 

 

2.3.2 Nursing Staff Organization and Responsibilities 
Intensive care medicine is the result of close cooperation among doctors, nurses, and 

allied health care professionals (AHCP). An efficient process of communication has to 

be organized between the medical and nursing staff of the ICU thus responsibilities 

should be clearly defined so that tasks can be carried out correctly. 

 

1. Head Nurse: The nursing staff is managed by a dedicated, full-time head nurse who 

is responsible for the functioning and quality of nursing care. The head nurse should 

have an extensive experience in intensive care nursing and should be supported by 
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at least one deputy head nurse able to replace him/her. Furthermore, the head nurse 

should ensure the continuing education of the nursing staff. Head nurses and deputy 

head nurses should not normally be expected to participate in routine nursing 

activities. In addition to this, the head nurse works in collaboration with the medical 

director, and together they provide policies and protocols, and directives and support 

to the team. 

 

2. Nurses: Intensive care nurses are registered nursing personnel, formally trained in 

intensive care medicine and emergency medicine. A specific program should be 

available to assure a minimum of competencies amongst the nursing staff. An 

experienced nurse (head nurse or a dedicated nurse) is in charge of education and 

evaluation of the competencies of the nurses. 

 

3. Nurses in Training: Nurses in specialty training for intensive care and emergency 

nursing must be trained in ICUs under the supervision of sufficient training 

personnel. They should not be seen as substitute for regular intensive care nursing 

staff but may be gradually assigned to patient care according to their actual level of 

training. 

 

2.3.3 Allied Healthcare Personnel 
1. Physiotherapists: One physiotherapist with dedicated training and expertise in 

critically ill patients should be available at the rate of one physiotherapist per five 

beds for level III care on a 7 day/week basis. 

 

2. Technicians: As per the duties of technicians, maintenance, calibration and repair of 

technical equipment in the ICU must be organized and performed. This realm of 

activity can be shared with other departments of the hospital but a 24h availability 

has to be organized with priority for the ICU. 

 

3. Radiology Technician: Radiology technicians should be on call around the clock. 

In addition, interpretation of the medical imaging by the radiologist must be 

available at all times. 

 

4. Dietician: A dietician should be on call during normal work hours. 

 

5. Speech and Language Therapist: A speech and language therapist should be 

available to consult with during normal working hours. 

 

6. Psychologist: A psychologist should be available to consult with during normal 

working hours. 

 

7. Occupational Therapist: An occupational therapist should be available to consult 

with during normal working hours. 

 

8. Clinical Pharmacist: A clinical pharmacist should be available to consult with 

during normal working hours. A sufficient collaboration with the pharmacy is of 

particular importance in accordance with patient safety. 

 

2.3.4 Administrative Personnel: One medical secretary is required per 12 intensive 

care beds. Basic tasks are patient administration, external and internal communication 
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exchange, and the typing of reports and documents. One secretary per six beds may be 

desirable if she/he is also involved in arranging laboratory journals and medical files. 

Supporting formal teaching activities may increase this need. 

 

2.3.5 Cleaning Personnel: A specialized group of cleaning personnel familiar with the 

ICU environment should be available for the ICU. They should be familiar with 

infection control, prevention protocols and hazards of medical equipment. The cleaning 

and disinfection of the patient areas are performed under the nurse‟s supervision.  

Regular updates should be provided to ensure that cleaning protocols reflect best 

practice (Valentin, 2011). 

2.4 Intensive Care Unit Design 

ICU design should be approached 

by a multidisciplinary team consisting of a medical director, an ICU nurse manager, a 

chief architect, hospital administration, and the operating engineering staff. The chief 

architect must be experienced in hospital space programming and hospital functional 

planning. The engineers should be experienced with the design of mechanical and 

electrical systems for hospitals, especially critical care units. Finally, environmental 

engineers, interior designers, staff nurses, physicians, and patients and families may be 

asked for comments as to how to provide a functional and user-friendly environment. 

 

2.4.1 Floor, Wall and Ceiling Plan and Design 

Overall ICU floor, wall and ceiling plan and design should be based upon patient 

admission patterns, staff and visitor traffic patterns, and the need for support facilities 

such as nursing stations, storage, administrative and educational requirements, and 

services that are unique to the individual institution. The location should be chosen so 

that the unit is adjacent to, or within direct elevator access to and from, the emergency 

department, operating room, intermediate care units, and radiology department.  

 

Floor  
The ideal floor should be easy to clean, non-slippery, able to withstand abuse and 

absorb sound all-the-while enhancing the overall look and feel of the environment. 

Carts and beds equipped with large wheels should roll easily over it. 

 

Walls 

The walls should be durable and it should be possible to clean and maintain them. 

Furthermore, the walls should be flame, mildew resistant along with great sound 

absorption potential and visual appeal. It has been shown that it is very useful to have a 

height of up to 4-5 ft with the same finish and similar tiles as the floor. 

 

Ceiling 

The ceiling should be soiling and break-proof due to leaks and condensation. Tiles or a 

smooth surface may not be the most appealing, however for all practical purposes; it is 

easier to remove individual or a few tiles for repairs as opposed to the entire ceiling in 

times of need. In addition, it is recommended that no lines or wires be kept or run 

attached to the ceiling or underground because damage does occur once in a while and 

therefore it should be easy to make repairs if the lines and pipes are easily exposable 

without hindering patient care. 
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2.4.2 Waste Disposal and Pollution Control 

This is mandatory and a huge safety issue both for the patient and staff, doctors of the 

hospital and society. It is mandatory to have four covered pans (yellow, blue, red, black) 

provided for each patient or one may be set between two patients to save space and 

funds. This is needed to dispose of different grades of waste. 

 

 

Hand Hygiene and Prevention of Infection 

To attain this goal, every bed should have attached to it an alcohol based anti-microbial 

instant hand wash solution which should be used before the caregiver (doctor/ nurse/ 

relative/ paramedic) handles the patient. Furthermore, water basins at all bedsides have 

not proven popular and successful because of poor compliance and also due to reasons 

of spatial constraints and maintenance issues. 

 

An operation room style sink with an elbow or foot operated water supply system and 

running hot and cold water with antiseptic soap solution should be there at an easily 

accessible and unavoidable point. Two people should be able to wash their hands at the 

same time. 

 

This sink should have an immaculate drainage system, which usually may become a 

point of great irritation and nuisance in later years or months. All entrants should don a 

mask and cap in the ICU. No dirty/soiled linen/material should be allowed to stay in the 

ICU for a long period of time for fear of spreading bad odor, infection and the soiled 

material should be disposed of as fast as possible. Dirty linen should be replaced 

regularly at fixed intervals. All surroundings of the ICU should be kept absolutely clean 

if possible for obvious reasons (Rungta, 2010). 

 

Clean and Dirty Utility Rooms 
Clean and dirty utility rooms must be separate rooms that lack interconnection. They 

must be adequately temperature controlled. Floors should be covered with materials 

without seams to facilitate cleaning. The clean utility room should be used for the 

storage of all clean and sterile supplies, and may also be used for the storage of clean 

linen. Shelving and cabinets for storage must be located high enough off the floor to 

allow easy access to the floor underneath for cleaning. The dirty utility room must 

contain a clinical sink and a hopper both with hot and cold mixing faucets. Separate 

covered containers must be provided for soiled linen and waste materials. There should 

also be designated mechanisms for the disposal of items contaminated by bodily 

substances and fluids. Special containers should be provided for the disposal of needles 

and other sharp objects 

 

2.5 Characteristic of internal environment:   

Patient Areas  

Patients must be situated so that direct or indirect (e.g. by video monitor) visualization 

by healthcare providers is possible at all times. This permits the monitoring of patient 

status under both routine and emergency circumstances. The preferred design is to allow 

a direct line of sight between the patient and the central nursing station. 

 

Central Station 
A central nursing station should provide a comfortable area of sufficient size to 

accommodate all necessary staff functions. When an ICU is of a modular design, each 
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nursing substation should be capable of providing most of the functions of a central 

station. There must be adequate overhead and task lighting, and a wall mounted clock 

should be present. Furthermore, adequate space for computer terminals and printers is 

essential when automated systems are in use. Patient records should be readily 

accessible. 

 

Adequate surface space and seating for medical record charting by both physicians and 

nurses should be provided. Shelving, file cabinets and other storage for medical record 

forms must be located so that they are readily accessible by all personnel requiring their 

use (Ferdinande, 1997). 

 

X-ray Viewing Area  
A separate room or distinct area near each ICU or ICU cluster should be designated for 

the viewing and storage of patient radiographs. An illuminated viewing box or carousel 

of appropriate size should be present to allow for the simultaneous viewing of serial 

radiographs. A "bright light" should also be available. 

 

Work Areas and Storage 
Work areas and storage for critical supplies should be located within or immediately 

adjacent to each ICU. Alcoves should provide for the storage and rapid retrieval of 

crash carts and portable monitor/defibrillators. There should be a separate medication 

area of at least 50 square feet containing a refrigerator for pharmaceuticals, a double 

locking safe for controlled substances, and a sink with hot and cold running water. 

 

Countertops must be provided for medication preparation, and cabinets should be 

available for the storage of medications and supplies. If this area is enclosed, a glass 

wall or walls should be used to permit visualization of patient and ICU activities during 

medication preparation, and to permit monitoring of the area itself from outside to 

assure that only authorized personnel are within. 

 

Receptionist Area 
Each ICU or ICU cluster should have a receptionist area to control visitor access. 

Ideally, it should be located so that all visitors must pass by this area before entering. 

The receptionist should be linked with the ICU by telephone and/or other 

intercommunication system. It is desirable to have a visitors' entrance separate from that 

used by healthcare professionals. The visitors' entrance should be securable if there is a 

need. 

 

Special Procedures Room 
If a special procedures room is desired, it should be located within, or immediately 

adjacent to the ICU. One special procedures room may serve several ICUs in close 

proximity. Consideration should be given to ease of access for patients transported from 

areas outside of the ICU. Room size should be sufficient enough to accommodate 

necessary equipment and personnel. Furthermore, work surfaces and storage areas must 

be adequate enough to maintain all necessary supplies and permit the adequate 

performance of all desired procedures without the need for healthcare personnel to leave 

the room. 
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Equipment Storage 
An area must be provided for the storage and securing of large patient care equipment 

items not in active use. Space should be adequate enough to provide easy access, 

location of desired equipment, and retrieval. Grounded electrical outlets should be 

provided within the storage area in sufficient numbers in order to permit for the 

recharging of battery operated items. 

 

Nourishment Preparation Area 
A patient nourishment preparation area should be identified and equipped with food 

preparation surfaces, an ice-making machine, a sink with hot and cold running water, a 

countertop stove and/or microwave oven, and a refrigerator. A hand washing facility 

should be located in or near the area. 

 

Staff Lounge 
A staff lounge must be available on or near each ICU or ICU cluster to provide a 

private, comfortable, and relaxing environment. Secured locker facilities, showers and 

toilets should be present.  The area should include comfortable seating and adequate 

nourishment storage and preparation facilities, including a refrigerator, a countertop 

stove and/or microwave oven. In addition, the lounge must be linked to the ICU by 

telephone or intercommunication system, and emergency cardiac arrest alarms should 

be audible within. 

 

Conference Room  
A conference room should be conveniently located for ICU physician and staff use. 

This room must be linked to each relevant ICU by telephone or other 

intercommunication system, and emergency cardiac arrest alarms should be audible in 

the room. The conference room may have multiple purposes including continuing 

education, house staff education, or multidisciplinary patient care conferences. A 

conference room is ideal for the storage of medical and nursing reference materials and 

resources, VCRs, and computerized interactive and self-paced learning equipment. 

However, if the conference room is not large enough for educational activities, a 

classroom should also be provided nearby. 

 

Visitors' Lounge/ Waiting Room 
A visitors' lounge or waiting area should be provided near each ICU or ICU cluster. 

Visitor access should be controlled by receptionists. One and one-half to two seats per 

critical care bed are recommended. Public telephones and dining facilities must be 

available to visitors. 

 

Further recommendations are as follows, the providing of television, public toilet 

facilities and a drinking fountain. These should all be located within the lounge area or 

immediately adjacent to it. Warm colors, carpeting, indirect soft lighting, and windows 

are also highly desirable among the recommendations. 

 

A variety of seating, including upright, lounge, and reclining chairs, is also desirable. 

Educational materials and lists of hospital and community-based support and resource 

services should be displayed and a separate family consultation room is recommended. 
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Patient Transportation Routes 

Patients transported to and from an ICU should be transported through corridors 

separate from those used by the visiting public. Patient privacy should be preserved and 

patient transportation should be rapid and unobstructed. When elevator transport is 

required, an oversized keyed elevator, separate from public access, should be provided. 

 

Supply and Service Corridors 
A perimeter corridor with easy entrance and exit should be provided for supplying and 

servicing each ICU. Removal of soiled items and waste should also be accomplished 

through this corridor. This helps to minimize any disruption of patient care activities 

and minimizes unnecessary noise. The corridor should be at least 8 feet in width. 

Doorways, openings, and passages into each ICU must be a minimum of 36 inches in 

width in order to allow for easy and unobstructed movement of equipment and supplies. 

Floor coverings should be chosen to withstand heavy use and allow heavy wheeled 

equipment to be moved without difficulty. 

 

Utilities 

Each intensive care unit must have electrical power, water, oxygen, compressed air, 

vacuum, lighting, and environmental control systems that support the needs of the 

patients and critical care team under normal and emergency situations. These must meet 

or exceed regulatory and accreditation agency codes and standards. 

A utility column (freestanding, ceiling mounted, or floor mounted) is the preferred 

source of electrical power, oxygen, compressed air and vacuum, and should contain the 

controls for temperature and lighting. When appropriately placed, utility columns 

permit easy access to the patient's head to facilitate emergency airway management if 

needed (Thompson, 2012). 

 

Water Supply 
The water supply must be from a certified source, especially if hemodialysis is to be 

performed. Zone stop valves must be installed on pipes entering each ICU to allow 

service to be turned off if line breaks occur. Hand-washing sinks deep and wide enough 

to prevent splashing, preferably equipped with elbow-, knee-, foot-, or sonar-operated 

faucets, must be available near the entrances to patient modules, or between every two 

patients in ward-type units. When a toilet is included in a patient module, it should be 

equipped with bedpan cleaning equipment, including hot and cold water supplies and a 

spray head with a foot control. In addition, when toilets are present, environmental 

control systems must be modified.  

 

Environmental Control Systems  
Suitable and safe air quality must be maintained at all times. A minimum of six total air 

changes per room per hour are required, with two air changes per hour composed of 

outside air. For rooms having toilets, the required toilet exhaust of 75 cubic feet per 

minute should be composed of outside air. Central air-conditioning systems and 

recalculated air must pass through appropriate filters. Air conditioning and heating 

should be provided with an emphasis on patient comfort. For critical care units having 

enclosed patient modules, the temperature should be adjustable within each module. 

 

Computerized Charting 

Computerized patient charting is becoming increasingly popular in ICUs. These systems 

provide for "paperless" data management, order entry, and nurse and physician charting. 
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If and when a decision is made to utilize this technology, it is important to integrate 

such a system fully with all ICU activities. 

 

Bedside terminals facilitate patient management by permitting nurses and physicians to 

remain at the bedside during the charting process. To minimize errors, monitored data 

can be recorded automatically. In addition, when these systems are properly interfaced 

with existing hospital data systems, data retrieval (laboratory results, x-ray reports, etc.) 

can be performed at the bedside. Overall, remote data transmission capabilities (to 

offices, on-call rooms, etc.) are desirable to facilitate continuity in patient management. 

 

Voice Intercommunication Systems 

All ICUs should have an intercommunication system that provides voice linkage 

between the central nursing station, patient modules, physician on-call rooms, 

conference rooms, and the staff lounge. Supply areas and the visitors' lounge/waiting 

room may also be included in the system. When appropriate, linkage to key departments 

such as the blood bank, pharmacy and clinical laboratories should be included. 

Furthermore, some types of communication, such as personnel tracking and non-

emergency calls, may best be accomplished using visual displays (e.g. numeric or color-

coded lights) that eliminate unnecessary noise. Finally, in addition to standard telephone 

service for each ICU, which should provide hospital-wide and external communications 

capabilities, there should be a mechanism for emergency internal and external 

communications when normal systems fail. 

 

Physician On-Call Rooms 

When in-house physician services are provided on a 24-hour basis, on-call rooms 

should be available close to the ICU. Toilet and shower facilities should be provided. 

On-call rooms must be linked to the ICU by telephone and/or voice intercommunication 

system. In addition, cardiac arrest/emergency alarms must be audible in these rooms. 

 

Administrative Offices 

It is often desirable to have office space available adjacent to the ICU for medical and 

nursing management and administrative personnel. These offices should be large 

enough to permit for meetings and consultations with ICU team members and/or 

patients' families. 

 

Additional office space may be allocated for staff development personnel, clinical 

specialists, and social services, as applicable. The ability to place these individuals in 

close proximity to an ICU may facilitate an integrated and broad-based team approach 

towards patient management (Gullo et al., 2009). 
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Section Five 

Intensive Care Unit in Gaza City 

 

2.1 Introduction  

The Palestinian territories consist of two geographically separated areas; the West Bank 

(WB) and the Gaza Strip. The Gaza Strip is a very crowded place which is 46 

kilometers long, 5-12 kilometers wide and has a total area of 365 square kilometers. The 

Gaza Strip is administratively divided into five governorates: the North, Gaza, the 

Middle Area, Kan Younis and Rafah. The Gaza Strip consists of four cities, fourteen 

villages and eight refugee camps. It also has a population of 1.561.906 people.  

(Backry, 2013). 

 

Palestine Health Care System (HCS) 
The Palestine HCS consists of four major providers: the Ministry of Health (MOH), the 

United Nation Relief and Working Agency (UNRWA), Non-Governmental 

Organizations and for-profit providers. The main provider is the MOH which operates 

25 hospitals and 453 Primary Health Care Facilities (Backry, 2013). 

 

The intensive care unit is considered to be one of the most integral medical departments 

which need special attention from human resource managers as well as from other 

managers in the hospital. The healthcare services introduced to intensive care patient 

needs advanced medical equipment, performed in a suitable environment which 

promotes innovation, creativity amongst health  team members and satisfaction for both 

the patient and his/her family. Additionally, ICUs in Gaza City are distributed amongst 

the main governmental hospitals in Gaza City being: Al-Shiffa, Al-Nasser and Al-Dora 

hospitals.  

 

2.2 Al-Shiffa Hospital 

Al-Shiffa hospital is a medical complex that includes three wings: a surgical wing, an 

obstetric and a gynecological wing and medical wing . The clinical capacity of the 

hospital includes 500 beds. It is located in the center-west of Gaza City and was built in 

1946 on an area of 42000m2. It serves an area of coverage of the Gaza province with a 

population of 496,411 people in particular and also serves the Gaza strip in general. It 

has two main ICUs (an adult general ICU and a NICU) which will be included in my 

study (Backry, 2013). 

 

2.2.1 Adult Intensive Care Unit  

This unit provides intensive care services for surgical patients admitted to Al-Shiffa 

hospital. The percentage of ICU beds to admitted cases in the general surgical hospital 

in Al-Shiffa hospital is 3% and this percentage needs to be improved upon due to the 

unstable condition in the Gaza Strip. The size of the unit is not big enough for the 

number of occupied beds. In addition, it is difficult to increase the number of beds in the 

case of an increased number of patients. 

 

The medical team consists of twenty-five physicians, only two of which who are 

specialized in intensive care medicine which means that it is necessary to increase the 

number of the specialists. On the other hand, the nursing team consists of twenty nurses 

and this is not enough based upon the suggested number of thirty-six. Nursing team 

members have a bachelor‟s degree in general nursing, however, none of them have a 
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special degree in intensive care nursing which indicates an urgent need for specialized 

programs in ICU nursing in regards to education (Project for the Evaluation of Intensive 

Care Units and Nurseries in Hospital Units, 2010). 

 

The ratio of nurses to patients during the shift is one nurse to every two patients. This 

provides for adequate responsibility among healthcare team members and allows for 

good communication between team members. Furthermore, the head nurse of the 

intensive care unit has good experience in intensive care nursing. In addition, having a 

deputy nurse, allows him/her to participate in the decision-making process of the unit.  

 

Allied Health Care Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician, a clinical 

pharmacist, administrative personnel and nonprofessional cleaning personnel. However, 

there was no dietitian, speech and language therapist, psychologist or occupational 

therapist present. Nonetheless, there is an accepted protocol for admission, discharge 

and transfer. 

 

Intensive Care Unit Design:  

Positives: The design of the ICU is good as it is easily accessible due to its location 

which is connected to other surgical departments. Furthermore, the floor is easily 

cleanable and the carts and beds are equipped with large wheels which easily roll over 

the floor. The ICU also has a soil and break-proof ceiling with easily removed tiles that 

enable it to be removed easily for repair or special occasions.  The walls are durable and 

this makes cleaning easily done. The patient area is situated so that direct or indirect 

visualization by healthcare providers is possible at all times. There is also a comfortable 

central nursing station, adequate lighting, adequate space for central monitoring and 

adequate surface space and seating for medical record charting by both the physician 

and nurse. Furthermore, this area is suited well for storage via a countertop for 

medication and it also has a professional administrative personnel and an acceptable 

conference room. Other benefits include a good water and oxygen supply, compressed 

air, vacuum, lightening and good air conditioning. 

 

Negatives: On the other hand, the inadequacies of the setup include: no receptionist, no 

waiting area for visitors, no special procedure room, no nourishment preparation area, 

no staff lounge and a terrible patient transportation route due to it always being 

occupied by visitors. In addition to the aforementioned detriments, there is also no clear 

work protocol for nurses, physicians, or any protocol that helps ameliorate the 

relationship between intensive healthcare team members and other hospital workers (An 

Interview with the Head Nurse, 2013) 

 

2.2.2 Neonatal Intensive Care Unit 
This unit provides intensive care services for neonates who are delivered at Al-Shiffa 

hospital. The department consists of thirty beds that receive about one thousand babies 

each month. The department consists of two floors with no elevator. The healthcare 

team, on the other hand, consists of seventeen physicians and thirty-one nurses. The 

number of physicians is enough but there is a shortage of nurses due to the required 

number being sixty.  

 

Among the detriments are that there are only two specialist physicians and no 

specialized nurses thus it is necessary to increase the number of specialized physicians 

and nurses. It was also shown that there was no clear work protocol for nurses, 
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physicians, or any protocol that helps ameliorate the relationship between intensive 

healthcare team members and other hospital workers. In addition, there was an unclear 

protocol for admissions, discharge and transportation. However, the silver lining of the 

assessment was that a good infection control protocol was found to exist when it came 

to medical supplies (Project for the Evaluation of Intensive Care Units and Nurseries in Hospital 

Units, 2010). 
 

The nurse to patient ratio was found to be one nurse to four patients. Furthermore 

responsibilities amongst healthcare team members were not clearly defined and 

acceptable in regards to communication. However, it was found that head nurses of 

intensive care unit have good experience in intensive care nursing and also have one 

deputy nurse who participates in decision-making concerning the unit.  

 

Allied Healthcare Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician and 

nonprofessional cleaning personnel. On the other hand, there was no dietitian, therapist, 

psychologist, clinical pharmacist, administrative personnel and an unaccepted protocol 

for admissions, discharge and/or transfer.  

 

Intensive Care Unit Design:  

Positives: It has a good design with an easily accessible location connected to the 

maternity hospital. The ceiling is soil and break-proof and allows for the tiles to be 

easily removed for repair or for special purposes. Furthermore, the walls are durable and 

make cleaning easily done. Other positives include; a good water and oxygen supply, 

compressed air, vacuum, lightening and good air conditioning.  

 

Negatives: The patient area is situated so that direct or indirect visualization by a 

healthcare provider is difficult. Furthermore, other obstacles to good healthcare 

providence are an uncomfortable central nursing station, adequate lighting, no central 

monitoring, inadequate surface or space and seating for medical record charting by both 

physician and nurse. In addition, the storage area is ineffective due to the lack of a 

countertop for medication, professional administrative personnel and conference room. 

The floor takes a long time to be cleaned, and carts and beds equipped with large wheels 

have difficulty rolling on the floor and create a lot of noise. Other hindrances include no 

receptionist or waiting area for visitors, no special procedure room, no nourishment 

preparation area or staff lounge, no effective patient transportation route due to it being 

always occupied by visitors (observation by the researcher) 

 

2.3 Al-Nasser Hospital 

Al-Nasser hospital provides pediatric health services and has a clinical capacity of 151 

beds. It is located in the Nasser district in Gaza City and was built in 1962 on an area of 

4400m2. It serves the area coverage the province of Gaza from Wadi Gaza in the south 

until the neighborhood of Shik Radwann in the north and serves a population of 496,411 

inhabitants. It has two ICUs (a general pediatric ICU and a NICU) which will be 

included in my study (Backry, 2013). 

 

2.3.1 Pediatric Intensive Care Unit  
The building, place and size of the unit are suitable; the area is not crowded. The team 

consists of seven physicians two of which are specialized in intensive care medicine. 

Furthermore, there are not enough nurses and only one nurse had special training in 
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intensive care medicine (Project for the Evaluation of Intensive Care Units and Nurseries in 

Hospital Units, 2010). 

The nurse to patient ratio was found to be one nurse to every two patients. The 

responsibility amongst healthcare professionals is not clear and an acceptable method of 

communication exists between healthcare professionals and people who receive the 

services but ineffective way of communication with nursing supervisors during evening 

and night shift Furthermore, the head nurse of the intensive care unit has good 

experience in intensive care nursing and has one deputy nurse who participates in 

decision-making concerning the unit.  

 

Allied Healthcare Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician and 

nonprofessional cleaning personnel. However, no dietitian, speech and language 

therapist, psychologist, occupational therapist, clinical pharmacist or administrative 

personnel, accepted protocol for admission, discharge and transfer.  

 

Intensive Care Unit Design 

Positives: The ceiling is break-proof and allows for the tiles to be easily removed for 

repair or for special purposes. In addition, the walls are durable and make cleaning 

easily done.  Other positives include; a good water and oxygen supply, compressed air, 

vacuum, lightening and good air conditioning. The patient area is situated so that direct 

or indirect visualization by health care provider is possible at all times. Further positive 

features are: a comfortable central nursing station, adequate lighting, an acceptable 

patient transportation protocol, a good infection control protocol, a good and clear 

protocol for admission and discharge and various rules and policies that direct work 

inside and outside of the unit. 

 

Negatives: There are numerous negatives to the plan and they include: inadequate 

surface, space and seating for medical record charting by both physician and nurse, an 

ineffective area for storage, no countertop for medication, no conference room, no 

receptionist or waiting  area for visitors, no special procedure room, nourishment 

preparation area or staff lounge, no a clear work protocol for nurses ,physicians  and no 

clear protocol to control the relationship between intensive unit healthcare professionals 

and other workers in the hospital (An interview with the Head Nurse, 2013 ). 

 

2.3.2 Neonatal Intensive Care Unit, (Al-Nasser Hospital) 

This unit provides intensive care for neonates delivered at hospitals or clinics in Gaza 

and in Gabalia cities. It consists of thirty beds while the healthcare team consists of nine 

physicians one of who are specialized in neonatal intensive care services and thirty-five 

nurses (staff and practical). 

 

The unit consists of a well-structured building of good size, place and an environment 

conducive to serve neonatal patients well. The unit also has a reputation for an 

acceptable infection control, admission, discharge and transfer protocols.  

 

The ratio of nurses to patients is one nurse to every three patients. Furthermore, the 

responsibility among healthcare team professionals is clear-cut and a good method of 

communication is prevalent. In addition, the head nurse of the intensive care unit has 

good experience in intensive care nursing and has one deputy nurse who participates in 

the decision-making process concerning the unit.  
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Allied Healthcare Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician, 

nonprofessional cleaning personnel and an accepted protocol for admission, discharge 

and transfer. However, there is no dietitian, , psychologist, occupational therapist or 

clinical pharmacist administrative personnel present.  

 

Intensive Care Unit Design:  

Positives: It has a good design due to easy accessibility, a location connected to other 

departments of the hospital, a well-suited area for storage, an acceptable patient 

transportation route, a countertop for medication, walls that are durable and make 

cleaning easy, an easily cleanable floor and carts and beds equipped with large wheels 

that make it easy to roll on the floor. In addition, there is a break-proof ceiling that 

allows for easy repair and removal of tiles for special purposes, a Good water and 

oxygen supply, compressed air, vacuum, lightening and good air conditioning. 

Furthermore, the patient area is situated so that direct or indirect visualization by health 

care provider is possible at all times. There is also a comfortable central nursing station, 

adequate lighting, adequate space for central monitoring, adequate surface space and 

seating for medical record charting by both physician and nurse.  

Negatives: There is no receptionist area, waiting area for visitors, special procedure 

room, nourishment preparation area or staff lounge.  In addition, there is not a clear 

work protocol for the staff to control the relationship between intensive healthcare 

professionals and other workers in the hospital.  
(An interview with the Head Nurse, 2013). 

 

2.4 Dr. Abed Aziz Rantisi Hospital, (Intensive Care Unit)  

Dr. Abed Aziz Rantisi pediatric hospital provides specialized medical services for 

children and it has a clinical capacity of 49 beds, is located in the Naser district and 

started operating in 2008 (Backry, 2013). 

 

The ICU in this hospital provides intensive care services for patients admitted to Al-

Rantesi hospital. It is also spacious, with a sturdy building and good location, size and 

place. The healthcare team consists of six physicians two of which are specialized in 

intensive care medicine and eleven nurses who have a bachelor‟s degree. However, 

none of the nurses has any specialty in intensive care nursing. On the other hand, there 

is a good protocol for infection control as well as a clear protocol for admission, 

discharge and transportation (Project for the Evaluation of Intensive Care Units and 

Nurseries in Hospital Units, 2010). 

 

The ratio of nurses to patients is one nurse to every three patients. Responsibility 

amongst healthcare team members is clear and good methods of communication have 

been established. Furthermore, the head nurse of the intensive care unit has good 

experience in intensive care nursing and has one deputy nurse who participates in the 

decision-making process concerning the unit.  

(An interview with the Head Nurse, 2013). 
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Allied Health Care Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician and 

nonprofessional cleaning personnel. However, the unit does not have a dietitian, speech 

and language therapist, psychologist, occupational therapist or clinical pharmacist 

administrative personnel. Nonetheless, an accepted protocol for admission, discharge 

and transfer exists. 

 

Intensive Care Unit Design:  

Positives: The ICU has a good design due to its easily accessible location which is 

connected to other departments of the hospital, a floor which is easily cleaned, carts and 

beds equipped with large wheels that make it easy to roll on the ground, a break-proof 

ceiling, easily removable tiles that provide for an ease of repair and removal for special 

purposes, walls which are durable and make cleaning easy and possible, a comfortable 

central nursing station, adequate lighting, adequate space for central monitoring, 

adequate surface space and seating for medical record charting by both physician and 

nurse, a well-suited area for storage, a countertop for medication, an acceptable patient 

transportation route, a good water and oxygen supply, compressed air, vacuum, 

lightening, good air conditioning and a clear work protocol for nurses and physicians.  

 

Negatives: there is no receptionist or waiting area for visitors, special procedure room, 

nourishment preparation area or staff lounge. In addition, there is an unclear protocol 

for the control of the relationship between intensive healthcare team members and other 

healthcare workers in the hospital (An interview with the Head Nurse). 

 

2.5  Al-Dora Hospital, (Children Intensive Care Unit) 

Mohamed Al-Dora hospital for children has a capacity of 72 beds, is located in Gaza 

City and was established in the year 2000 on an area of 1600m2 (Backry, 2013).   

 

The location, building and size of the unit are not suitable; it is crowded and needs an 

elevator. Furthermore, the healthcare team consists of seven unspecialized doctors and 

fourteen general nurses. On the other hand, there is a good protocol for infection control 

and clear polices for admission, discharge and supplies (Project for the Evaluation of 

Intensive Care Units and Nurseries in Hospital Units, 2010). 

 

The ratio of nurses to patients is one nurse to every two patients however; responsibility 

amongst healthcare professionals is not clear and there are acceptable methods of 

communication available. In addition, the head nurse of the intensive care unit has good 

experience in intensive care nursing and has one deputy nurse who participates in 

decision-making concerning the unit. (An interview with the Head Nurse, 2013). 

 

Allied Healthcare Personnel  

This unit has a physiotherapist, an on-call technician, a radiology technician and 

nonprofessional cleaning personnel. On the other hand, there is no dietitian, speech and 

language therapist, psychologist, occupational therapist, clinical pharmacist or 

administrative personnel or accepted protocol for admission, discharge and transfer.  
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Intensive Care Unit Design:  

Negatives: The design of the unit is lackluster and has to be changed due to it being far 

away from the other departments of the hospital. In addition, the floor takes a long time 

to be cleaned and carts and beds are equipped with large wheels which roll with 

difficulty and produce a lot of noise. There is also an uncomfortable central nursing 

station, no central monitoring inadequate surface, an ineffective area for storage, no 

countertop for medication, no receptionist or waiting area for visitors, no special 

procedure room, no nourishment preparation area or staff lounge, no clear work 

protocol for nurses, physicians, or any protocol that controls the relationship between 

intensive healthcare team members and other healthcare workers in the hospital  
(An interview with the head nurse,2013 ).  
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3.1 Introduction: 

Safety cultures reflect the attitudes, beliefs, perceptions, and values that employees 

share in relation to safety, organizations with a positive safety culture are characterized 

by communications founded on mutual trust, by shared perceptions of the importance of 

safety, and by confidence in the efficacy of preventive measures (Yule, 2008). 

 

A number of recent and old published studies/ papers in certified journals are viewed to 

support this research. These studies on safety culture are from different Palestinian, 

Arab and international authors from countries worldwide.  

 

3.2 Local and Arabic Studies  

1.  Hamdan and Saleem (2012): "Assessment of Patient Safety Culture in 

Palestinian Public Hospitals" 

The objective of this study is to assess the prevalent patient safety culture in Palestinian 

public hospitals. All 11 general public hospitals in the West Bank run by the MOH 

(Ministry of Health) participated in the study. Only one specialty public hospital 

(Psychiatry) was excluded to ensure similarity amongst participants.  

 

A cross-sectional quantitative design was adopted. The study used an Arabic translated 

version of the (Hospital Survey on Patient Safety Culture) HSOPSC. Data was collected 

in the period between July and August 2011. The study targeted all the clinical and non-

clinical hospital staff that had direct contact with patients, including physicians and 

nurses, staff without direct patient contact but whose work directly affects patient care 

including paramedical and support services and hospital managers and supervisors. 

Furthermore, a self-administered questionnaire (HSOPSC) was distributed to the entire 

target group estimated to be 2852 out of a total of 3229 hospital personnel.  

 

Data was analyzed using the Microsoft Excel and SPSS 16.0. A level of P ≤ 0.05 was 

considered to represent statistical significance. The results showed that the patient 

safety composites with the highest positive scores were teamwork within units (71%), 

organizational learning and continuous improvement (62%) and supervisor/manager 

expectations and actions promoting patient safety (56%). The composites with the 

lowest scores were non-punitive response to error (17%), frequency of events reported 

(35%), communication openness (36%), hospital management support for patient safety 

(37%) and staffing (38%).  

 

This study highlights the existence of a punitive and blame-prone culture which is 

saddled by underreporting of events, a lack of openness in regards to communication 

and inadequate management support: these are all the important key challenges that 

must be addressed for hospital care to be safe for the patients. The baseline survey 

results are valuable for designing and implementing the patient safety program and for 

measuring future progress. 

 

2. Abdou and Saber (2011): "A Baseline Assessment of Patient Safety Culture 

among Nurses at Student University Hospital" 

This study aimed at assessing patient safety culture among nurses at Student University 

Hospital - Egypt. A descriptive correlation research design was selected for this study. 

The study was conducted among twelve inpatients units at Student University Hospital. 

Subjects consist of a convenience sample of one hundred and sixty five nurses from 

those meeting the inclusion criteria, available during data collection period and working 
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in the above mentioned settings. A self-administered Safety Attitude Questionnaire 

(SAQ) developed by the University of Texas was used to collect data. Data was 

collected over a one-month period. 

 

Bivariate and multivariate analysis revealed that positive responses of safety culture 

dimensions had the highest ratings among nurses. They were generally satisfied with 

their job and with the teamwork climate. However, the lowest ratings were reported 

concerning perceptions of management. In addition, technical nurses who were 

employed in the ICU reflected a significantly higher perception of overall safety culture 

dimensions as compared to those professional nurses who were working in the CCU and 

general units. Significant relationship was observed between socio demographic 

characteristics and all dimensions of safety culture. 

 

The finding concluded that providing insight into nurses‟ safety attitudes can be used as 

a baseline for raising safety awareness throughout the organization and identifying the 

areas that need improvement. 

 

3.  Alahmadi (2010): "Assessment of patient safety culture in Saudi Arabian 

Hospitals" 

The purpose of this study was to evaluate the extent to which the culture supports 

patients' safety at Saudi hospitals. Data was collected via survey. A questionnaire was 

distributed hospital-wide to13 general hospitals in Riyadh, Saudi Arabia to 223 health 

professionals including nurses, technicians, managers and medical staff. 

 

The HSOPSC was used to identify dimensions of patient safety culture. The responses 

to the questionnaires resulted in an overall Patient Safety Grade of excellent or very 

good by 60% of respondents, acceptable by 33% and failing or poor by 7%. More than 

half of respondents thought that managers overlooked safety problems that happened 

over and over. Areas of strength, for most hospitals, were organizational 

learning/continuous improvement, teamwork within units, feedback and communication 

about errors. Areas with potential for improvement for most hospitals were under-

reporting of events, non-punitive response to error, staffing and teamwork across 

hospital units. In conclusion, leadership is a critical element to the effectiveness of 

patient safety initiatives. Response to errors is an important determinant of safety 

culture in healthcare organizations. In order for healthcare organizations to create a 

culture of safety and improvement, they must eliminate the fear of blame and create a 

climate of open communication and continuous learning. 

 

4.  Al-Ahmadi (2009): "Measuring Patient Safety Culture in Riyadh's 

Hospitals (Saudi Arabia): A Comparison between Public and Private 

Hospitals" 
The aim of this study was to explore the perceptions of Riyadh hospitals' staff 

concerning patient safety and error reporting and to identify factors that influence the 

levels of frequency pertaining to events reported . 

 

A cross-sectional survey, using a (HSPSC), was carried out in 2008. The questionnaire 

was distributed to all of the hospitals' staff in Riyadh, which included nine public 

hospitals and two private hospitals. A total of 1224 questionnaires were returned over a 

six-month period, giving a response rate of 47.4% . 
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Results: Organizational learning was the safety culture dimension with the highest 

positive response (75.9%), while the non-punitive response to error received the lowest 

positive response (21.1%). The key areas that needed improvement in public hospitals 

include handoffs and transitions, communication openness, staffing, and non-punitive 

response to error. The private hospitals need an improvement in two aspects; staffing 

and non-punitive response to error. The results show that all types of mistakes were 

reported more frequency in private hospitals than in public hospitals. Regression 

analysis indicated that event reporting was influenced by feedback and communication 

about error, staff position, teamwork across units, non- punitive response to error, 

supervisor/managers expectations and actions promoting patients safety, and the type of 

hospital.  

 

Conclusion and Recommendations: Areas that needed improvement in Riyadh hospitals 

included handoffs and transitions, communication openness, staffing and non-punitive 

response to error. Healthcare organizations should reduce the fear of blame culture and 

create a climate of open communication and continuous learning. 

 

3.3 International Studies  

 

1.  Raftopoulos and  Pavlakis (2012): "Safety Climate in Five Intensive Care 

Units: A Nationwide Hospital Survey Using the Greek-Cypriot Version of 

the Safety Attitudes Questionnaire" 

Patient safety is considered an antecedent of the quality of hospital care. The explicit 

need to focus on quality of care underpins the aim of the study which evaluated the 

safety culture and teamwork climate in the public intensive care units (ICUs) of the five 

regional public hospitals in Cyprus as measured by a validated safety attitudes tool. A 

questionnaire that included the Greek version of the generic version of the Safety 

Attitudes Questionnaire has been used in all public ICUs across Cyprus. 

 

Results: There were 132 (76.7%) fully completed questionnaires of 172 registered 

nurses who are currently positioned in Cyprus ICUs. The mean age of the participants 

was 33.09 ± 08.16 years. The mean of the total working years as a nurse was 10.82 ± 

8.47 years, whereas the mean of the total work experience in the ICU units was 6.05 ± 

5.16 years. The sample's age strongly correlated with teamwork; nurses with more years 

of experience rated a higher teamwork score of (P = .02), and their perceptions of 

management were better than those of the inexperienced nurses. Another result of the 

study was that it was verified that considerable safety culture variations between the 

ICUs of the regional hospitals of Cyprus exist .  

 

Age, infrastructure, and the mix of nursing skill are variables that affect patient safety 

attitudes in the ICU environment.  These findings can be the route to establishing a 

patient safety culture assessment tool. Responsible bodies should take into consideration 

the findings of this study to implement a patient safety culture scheme using the correct 

mechanisms for early identification of the problems, engaging the most appropriate 

measures to handle them nationally and separately in accordance with institutional 

settings. 
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2. Ballangrud, et al. (2012(: "Nurses’ Perceptions of Patient Safety Climate in 

Intensive Care Units: A Cross-sectional Study" 

The objectives of this study were to investigate registered nurses‟ perceptions of the 

patient safety climate in intensive care units and to explore potential predictors for 

overall perception of safety and frequency of incident reporting. A cross-sectional 

design was conducted, using the HSOPSC, measuring 12 patient safety climate 

dimensions: seven at the unit level and three at the hospital level.  

 

Setting: Ten intensive care units (ICUs) in six hospitals in one trust Norway. 

Results: In total, 220 registered nurses (RNs) responded (72%). Seven of 12 dimensions 

achieved a RN proportion of positive scores over 55%. Five achieved a lower 

proportion. Significant differences in RNs‟ perceptions of patient safety were found 

between types of units and between the four hospitals. The study showed that RNs in 

the ICU are most positive towards the patient safety climate at a unit level. Hence, 

continuous improvements are needed concerning incident reporting, feedback and 

communication about errors and organizational learning. 

 

3. Schwendimann,et al. (2012): "Variation in Safety Culture Dimensions 

within and between the US and Swiss: Hospital Units: an Exploratory 

Study" 

The purpose of this study was to explore the variability in safety culture dimensions 

within and between Swiss and US clinical areas. A Cross-sectional design was applied. 

The 30-item  (SAQ) was distributed in 2009 to clinicians involved in direct patient care 

in medical and surgical units of two Swiss and 10 US hospitals. At the unit level, results 

were calculated as the percentage of respondents within a unit who reported positive 

perceptions. Furthermore Multivariate analysis of Variance (MANOVA) and analysis of 

Variance (ANOVA) were used to test for differences between and within US and Swiss 

hospital units. 

 

Findings: The authors found differences in SAQ dimensions at the country, hospital and 

unit levels. The general emphasis is placed upon teamwork and the quality of the safety 

climate. Safety efforts appear to be highlighting dimensions that vary more at the unit 

than hospital level. The researchers suggest that patient safety improvement 

interventions target unit level changes, and they support the emphasis being placed on 

teamwork and safety climate, as these vary significantly at the unit level across 

countries. 

 

4.  Sukadarin et al. (2012): "Preliminary Study of the Safety Culture in a 

Manufacturing Industry" 

This study was carried out to measure the safety culture in the Malaysian manufacturing 

industry. A safety climate questionnaire was utilized to explore the perception of 

employees towards safety culture in a manufacturing industry. Respondents were asked 

to answer two sections of questions: one being about respondents‟ demographics and 

the other being about safety climate. Seven factors in the safety climate questionnaire 

were used to measure safety culture: safety management system and procedure, 

management commitment, safety attitudes, workmate‟s influences, employee‟s 

involvement, safety knowledge, and safety behavior. 

 

The result shows that employees have positive perceptions about the safety management 

system and procedures that were implemented in the organization as well as workmate‟s 
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influence, employee involvement, safety knowledge and safety behavior. In contrast 

however, employees‟ perceptions towards management commitment are negative, 

whereby they felt that management commitment in terms of safety and health in the 

organization is still weak.  

 

In order to create safety culture, the researcher recommended that management must 

ensure that all machinery, engineering and workplace related issues have been catered 

to first. In addition, a sense of belonging must be taken into consideration before any 

other aspect of safety culture is instilled. Both the management and employees need to 

play their own roles and fulfill their responsibilities in order to ensure that the objectives 

of safety culture are realized. 

 

5. Thorp (2012): "Workplace Engagement and Workers’ Compensation 

Claims as Predictors for Patient Safety Culture" 
The objective of this study was to demonstrate the relationship between employee 

engagement and workplace safety for predicting patient safety culture. The Gallup Q
12

 

survey and an approved, abbreviated, and validated subset of questions from the 

Hospital Survey on Patient Safety Culture were administered to staff at a large tertiary 

academic medical center in 2007 and 2009. After controlling for demographic variables, 

researchers conducted a longitudinal, hierarchical linear regression analysis to study the 

unique contributions of employee engagement, changes in employee engagement and 

employee safety in predicting patient safety culture. 

 

The result of the study showed that teams with a higher baseline engagement, more 

positive change in engagement, fewer workers‟ compensation claims, and fewer part-

time associates in previous years had stronger patient safety cultures in 2009. In 

addition to this, baseline engagement and change in engagement were the strongest 

independent predictors of patient safety culture in 2009. 

 

Conclusions: A synergistic effect exists between employee engagement and decreased 

levels of workers‟ compensation claims for improving patient safety culture. 

Organizations can improve engagement and implement safety policies, procedures, and 

devices for employees with the ultimate effect of improving patient safety cultur 

 

6. Wadesango (2012): "The Influence of Teacher Participation in Decision-

making on their Occupational Morale" 

Organizational theorists suggest that participatory decision-making (PDM) often leads 

to more effective organizations and higher staff morale. Bureaucracies impose restraints 

on individuals by refusing to treat them as mature actors capable of self-direction 

thereby demoralizing them. This study examined the influence of teacher participation 

in decision-making upon their morale in Zimbabwean schools. Qualitative/interpretive 

research methodology was adopted and a case study research design was used as the 

operational framework for data gathering. Data was collected from 5 secondary schools 

in the Gweru Education District of Zimbabwe. The population sample comprised of 5 

secondary school heads and 20 secondary school teachers who were purposefully 

selected. In order to get an in-depth view of the analysis of the shared decision-making 

concept, a series of interviews were conducted over a period of two months. To get 

further insight into teacher participation in the decision-making processes in schools, 

the author observed two staff meetings at each school under study.  
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The conclusion of the study showed that insignificant teacher participation in critical 

school issues resulted in low staff morale and this culminated in stressful school 

governance. The study recommended that importance be placed upon teacher 

empowerment in regards to decision-making. 

 

7.  Abstoss, et al. (2011): "Increasing Medication Error Reporting Rates while 

Reducing Harm through Simultaneous Cultural and System-level 

Interventions in an Intensive Care Unit" 

 

The objective of this study was to analyze patterns in reporting rates of medication 

errors, rates of medication errors with harm, and responses to the (SAQ), all in the 

context of four cultural and three system-level interventions for medication safety in an 

intensive care unit. 

 

Over a period of 2.5 years (May 2007 to November 2009), seven overlapping 

interventions to improve medication safety and reporting were implemented: a poster 

tracking days since last medication error resulting in harm, a continuous slideshow 

showing performance metrics in the staff lounge, a multiple didactic curricula, unit-

wide emails summarizing medication errors, computerized physician order entry, 

introduction of unit-based pharmacy technicians for medication delivery, and patient 

safety report form streamlining. The reporting rate of medication errors and errors with 

harm were analyzed over time using statistical process control. 

 

SAQ responses were collected annually and the result of this study showed that actively 

developing a transparent and positive safety culture at the unit level can improve 

medication safety. System-level mechanisms to promote medication safety are likely 

important factors that enable safety culture to translate into better outcomes, but may be 

independently ineffective in the face of poor safety culture. 

 

8.   Profit, et al. (2011): "Neonatal Intensive Care Unit Safety Culture Varies 

Widely" 

Variation in healthcare delivery and outcomes in neonatal intensive care units (NICUs) 

may be partly explained by differences in safety culture. The objective of this study is to 

describe NICU caregiver assessments of safety culture, explore variability within and 

between NICUs on safety culture domains, and test for association with caregiver 

characteristics. NICU caregivers in 12 hospitals were surveyed using the (SAQ), which 

has six scales: teamwork climate, safety climate, job satisfaction, stress recognition, 

perception of management and working conditions. 

 

There was substantial variation in safety culture domains among NICUs. Composite 

mean score across the six domains ranged from 56.3 to 77.8 on a 100-point scale and 

NICUs in the top four NICUs were significantly different from the bottom four 

(p<0.001). Across the six domains, respondent assessments varied widely, but were 

least positive on perceptions of management (3%–80% positive; mean 33.3%) and 

stress recognition (18%–61% positive; mean 41.3%). 

 

Comparisons of SAQ scale scores between NICUs and a previously published adult 

ICU cohort generally revealed higher scores for NICUs. Composite scores for 

physicians were 8.2 (p = 0.04) and 9.5 (p = 0.02) points higher than for nurses and 

ancillary personnel 
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Key Findings Reveal: 

- A significant variation in safety culture domains among this sample of NICUs. 

- Opportunities for improvement within all domains measured by the SAQ. 

- Patterns of more positive safety culture domains in NICUs relative to a large 

sample of adult ICUs from the same time period.  

- The trend for an association between job position and safety culture where 

physicians assess teamwork and safety related norms more positively than 

nurses and other ancillary personnel. 

 

9.  Jaafarpour and Khani (2011): "The Participation of Nurses In Decision 

Making" 

Staff nurse decisional involvement is associated with positive patient outcomes 

including a higher nurse perceived quality of patient care, lower patient mortality, fewer 

complications and lower levels of job strain and burnout. The aim of this study was to 

investigate the actual and preferred levels of the decisional involvement of nurses in the 

Iranian state. It was a descriptive study that was performed at ILAM general hospitals, 

IR, during the year 2010. 

  

The research instrument which was used was the decisional involvement scale (DIS). A 

sample of 96 registered nurses (RN) was enrolled in the study by using a simple random 

sampling method. Descriptive and inferential statistical analyses were performed by 

using the Statistical Package for Social Sciences Program, Version 11.5 (SPSS).  

 

Results: The nurses reported that their actual involvement in their work environment 

was only somewhat (M = 2, SD = 0.75) and they also reported high levels of preferred 

involvement (M = 4, SD = 0.65). Collaboration/liaison activities were the most 

prominent aspect of involvement in the work environment of the nurses (M =3.1, SD = 

0.69) and unit governance and leadership were the most preferred forms of involvement 

(M=4.2, SD= 0.56). The results provided support for decisional involvement in the 

population of Iranian nurses. Therefore, efforts to improve the quality of the nursing 

work environments into decisional involvement are critically important to sustaining a 

strong nursing work force in the future. These findings have important implications for 

nursing leadership. 

 

The recommendations for creating and sustaining a culture of safety included 

nonhierarchical communication and decision-making strategies, such as empowering all 

members of the healthcare team to participate in decisions that affect their work 

processes as well as empowering them to engage in “constrained improvisation” to 

immediately address patient safety issues as they arise. In conclusion, creating 

decisional involvement in work environments for the professional nursing practice is an 

exciting organizational strategy that holds promise for reducing job burnout and job 

dissatisfaction in healthcare settings.  

 

10.  Terrence et al, (2011): "Influence of Trust and Job Satisfaction on Safety 

Climate among Managers at a Large U.S. Air Carrier" 

Safety climate is a measure of employee attitudes and opinions regarding safety and 

serves as a snapshot of the overall safety culture within an organization. The objective 

of this study was to understand the strength of the relationship between coworker trust, 

supervisor trust and job satisfaction in regards to safety climate. A regression-based 

path analysis was conducted on a sample of managers from a large U.S. air carrier to 
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determine whether coworker trust and supervisor trust were effective means of 

predicting job satisfaction and safety climate at the particular organization. Data was 

collected from management personnel using a 100-item survey instrument, which 

included items, intended to measure supervisor and coworker trust, job satisfaction, and 

safety climate. 

 

The survey instrument was provided to management personnel at the partner air carrier 

and respondents were asked to rate their level of agreement with survey instrument 

statements. Responses were recorded on a 5-point Likert-type scale. Survey instruments 

were forwarded to all 1299 (N=1299) management employees falling under Operations 

(flight, engineering, maintenance, quality, etc.), thus those employees involved in other 

aspects of the airline were not included.  

Coworker trust and supervisor trust were found to be significantly and directly 

associated with both job satisfaction and safety climate. Additionally, the relationship 

between the two trust scales and safety climate were found to be partially mediated by 

job satisfaction. These results indicated that safety climate, and safety culture, could be 

improved by implementing programs that focused upon coworker trust, supervisor trust, 

and/or job satisfaction. 

 

11.  Kines,. et al, (2010): "Improving Construction Site Safety through Leader-

based Verbal Safety Communication" 

The construction industry is one of the most injury-prone industries. Production is 

usually prioritized over safety in daily on-site communication. Workers have an 

informal and oral culture of risk, in which safety is rarely openly expressed. The 

objective of this study is to test the effect of increasing leader-based on-site verbal 

safety communication regarding the level of safety and safety climate at construction 

sites.  

 

A pre-post intervention-control design with five construction work gangs was carried 

out. Foremen in two intervention groups were coached and given bi-weekly feedback 

about their daily verbal safety communications with their workers. Foremen-worker 

verbal safety exchanges was measured by  (experience sampling method, n=1,693 

interviews), construction site safety level was measured by (correct vs. incorrect, 

n=22,077 single observations), and safety climate was measured by (seven dimensions, 

n=105 questionnaires) all  were measured over a period of up to 42 weeks.  

 

Results: 

Baseline measurements in the two intervention and three control groups reveal that 

foremen speak with their workers several times a day. Workers perceive safety as part 

of their verbal communication with their foremen in only 6-16% of exchanges, and the 

levels of safety at the sites range from 70-87% (correct observations). Measurements 

from baseline to follow-up in the two intervention groups reveal that safety 

communication between foremen and workers increased significantly in one of the 

groups and a smaller increase was found when the two intervention groups were 

combined. 

 

Significant increases in the level of safety are seen in both intervention groups (7% and 

12% increases, respectively), particularly in regards to 'access ways' and 'railings and 

coverings' (39% and 84% increases, respectively). Increases in safety climate are seen 

in only one of the intervention groups in respect to their 'attention to safety.' No 
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significant trend changes were seen in the three control groups regarding any of the 

three measures. 

 

The researcher concluded that coaching construction site foremen to include safety in 

their daily verbal exchanges with workers had a significantly positive and lasting effect 

on the level of safety. It is recommended that future studies include coaching and 

feedback at all organizational levels and for all involved parties in the construction 

process.  

 

12. Moumtzoglou (2009): "Factors Impeding Nurses from Reporting Adverse 

Events" 

This study provides an understanding of why nurses fail to report adverse events so that 

we can introduce systems and develop cultures, which will make it easier to report 

them . 

 

An exploratory study using the Adverse Events Questionnaire was administered to 214 

nurses in 14 major Athens hospitals, comprising university as well as tertiary hospitals. 

Five main reasons for not reporting were identified. They include: the fear of the press, 

the licensing board, the difficulty in handling an adverse event, confidence concerning 

bringing up adverse events and patients‟ complaints. It was found that in regards to 

nursing,  the impeding factors for bringing up adverse events may be projected not only 

by cultural aspects such as professional, national and organizational cultures but also by 

healthcare practice structural issues such as safety systems, rules, procedures, and 

relevant acts and regulations. 

 

Recommendation: The study recommends that nursing management should change 

management rules and establish systems so that nurses work in a blame-free culture. In 

addition, it is important to examine system factors as causes of error rather than 

individuals. 

 

13.  Snijders, et al. (2009): "Which Aspects of Safety Culture Predict Incident 

Reporting Behavior in Neonatal Intensive Care Units? A Multilevel 

Analysis" 

Safety culture assessments are increasingly used to evaluate patient-safety programs. 

However, it is not clear which aspects of safety culture are most relevant in 

understanding incident reporting behavior, and ultimately improving patient safety. The 

objective of this study was to examine which aspects of safety culture predict incident 

reporting behavior in the neonatal intensive care unit (NICU), before and after 

implementation of a voluntary, non-punitive incident reporting system. The survey 

study was based on a translated, validated version of the Agency for Healthcare 

Research and Quality Hospital Survey on Patient Safety Culture. This survey 

incorporates two outcome measures, 11 dimensions of patient-safety culture as well as 

demographic data. 

 

Setting: Eight tertiary care NICUs and one surgical pediatric ICU. 

 

Subjects: All unit personnel. 

 

Intervention: Implementation of a specialty-based, voluntary, non-punitive incident 

reporting system. 
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Results: The result of the study show that a non-punitive approach to error, hospital 

management support for patient safety and overall perceptions of safety predict incident 

reporting behavior in the NICU. The relation between these aspects of safety culture 

and patient outcome require further scrutiny and therefore remains an important issue to 

address in future research 

 

14.  Mills et al, (2008): "Teamwork and Communication in Surgical Teams: 

Implications for Patient Safety" 

The Department of Veterans Affairs (VA) offered a program, developed by the National 

Center for Patient Safety (NCPS) in 2003, entitled “Medical Team Training” (MTT). 

This program is based upon the principles of crew resource management and was 

designed to improve communication within the healthcare environment. The primary 

objectives of the program were to improve the outcomes of patient care and staff job 

satisfaction by introducing crew resource management communication principles for 

application in the clinical workplace. The questionnaire was administered to 384 

operating room staff and administrators in (VAMCs) before the MTT Learning Session 

to assess the safety climate and reveal differences in perceptions between professional 

groups working in the same clinical units. Respondents were asked to rate the degree to 

which they agreed with statements in the questionnaire on a five-point Likert scale. The 

response rate (the number of completed questionnaires over the number of attendees in 

the Learning Sessions) was 309/384, or 80%.  

 

Questionnaire responses for operating room personnel from three major categories 

(surgeons, anesthesiologists and certified registered nurse anesthetists and operating 

room nurses) were aggregated for the six medical centers and compared using  

(ANOVA) analysis. The subscale scores were compared across the three clinician 

groups using Bonferroni post hoc probes. (MANOVA) analysis was conducted to detect 

differences between facilities. Furthermore, all analyses were conducted using SPSS 

version 12.1 for Windows (SPSS, Inc.). The results revealed a pattern of discrepancies 

among physicians and nurses in which surgeons perceive a stronger organizational 

culture of safety, better communication, and better teamwork than either nurses or 

anesthesiologists. The researcher further concluded that the Medical Team Training 

questionnaire was helpful in identifying hidden problems with communication before 

formal team training learning sessions, and it would be useful in focusing efforts on 

improving communication and teamwork in the operating room.  

 

15.  Widerszal and Warszewska (2008): "Employee Direct Participation in 

Organizational Decisions and Workplace Safety" 

In 1993–1998, the European Foundation for the Improvement of Living and Working 

Conditions carried out a project known as (Employee Direct Participation in 

Organizational Change) EPOC. It was a thorough analysis of direct participation (DP), 

which was defined as consultative participation, whereby management encourages 

employees to make their views known on work-related matters, but retains the right to 

take action or not. 

Managers from 192 companies filled out the Employee Direct Participation in 

Organizational Change questionnaire which measured employees‟ direct participation 

(DP) in organizational decisions. Four main forms of DP were identified: individual and 

group consultations, and individual and group delegation. Workplace safety was 

measured according to the number of accidents, the number of employees working in 

hazardous conditions, accident absenteeism and sickness absence. 
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The objective of this study was to find out if there is a relationship between intensity 

and scope of employee DP in organizational decisions and workplace safety. Results 

showed that the companies which used face-to-face individual consultation had lower 

accident absenteeism than ones that did not. The same effect was true for group 

consultation with temporary groups and individual and group delegation. Workplaces 

with high scores for scope for group consultation had lower accident absenteeism, and 

those with high scores for scope for group delegation had lower sickness absence. It was 

concluded that employee DP had a positive influence upon workplace safety, even if 

involvement was not directly related to safety. 

 

16. Vogus and Sutcliffe (2007): "The Impact of Safety Organizing, Trusted 

Leadership, and Care Pathways on Reported Medication Errors in Hospital 

Nursing Units 
Prior research has found that safety organizing behaviors of registered nurses (RNs) 

positively impact patient safety. However, little research exists concerning the joint 

benefits of safety organizing and other contextual factors that help foster safety. 

 

The objective of this study is to explore the relationship between safety organizing and 

other contextual factors believed to foster safety due to the numerous benefits of 

bundling safety organizing with leadership (trust in manager) and design (use of care 

pathways) factors when it comes to reported medication errors. 

 

A total of 1033 RNs and 78 nurse managers in 78 emergency, internal medicine, 

intensive care, and surgery nursing units in 10 acute-care hospitals in Indiana, Iowa, 

Maryland, Michigan, and Ohio completed questionnaires between December 2003 and 

June 2004. Cross-sectional analysis of medication errors reported to the hospital 

incident reporting system for the 6 months after the administration of the survey linked 

to survey data on safety organizing, trust in manager, use of care pathways, and RN 

characteristics and staffing. Multilevel Poisson regression analyses indicated that the 

benefits of safety organizing concerning reported medication errors were amplified 

when paired with high levels of trust in management or in the use of care pathways. The 

researcher concluded that safety organizing plays a key role in improving patient safety 

in hospital nursing units especially when bundled with other organizational components 

of a safety supportive system 

 

17. Huang et al. (2006(: "Perceptions of Safety Culture Vary across the 

Intensive Care Units of a Single Institution" 

The objective of this study was to determine whether safety culture factors varied across 

the intensive care units (ICUs) of a single hospital, between nurses and physicians, and 

to explore ICU nursing directors‟ perceptions of their personnel‟s attitudes. Cross-

sectional surveys were utilized using the Safety Attitude Questionnaire–ICU version, a 

validated, aviation industry– based safety culture survey instrument. It assesses culture 

according to six factors namely: teamwork climate, perceptions of management, safety 

climate, stress recognition, job satisfaction, and work environment. 

Setting: Four ICUs in one tertiary care hospital. 

Subjects: All ICU personnel. 

 

Measurements and Main Results: The survey was conducted from January 1st to April 

1st, 2003 and achieved a 70.2% response rate (318 of 453). The researcher calculated 

the safety culture factor and percent-positive scores (percentage of respondents with a 



54 
 

mean score of >75 on a 0–100 scale for which 100 is best) for each ICU. A comparison 

was made with mean ICU scores by ANOVA and percent-positive scores by chi-square. 

 

Results: The results of the study demonstrated that significant safety culture variation 

exists across the ICUs of a single institution and that ICU nursing directors tend to 

overestimate their personnel‟s attitudes. In addition, culture assessments based on 

institutional-level analysis or director opinion may be flawed. Furthermore, confidential 

ICU personnel-level culture assessments across multiple factors may yield more precise 

data and allow for more focused interventions. 

 

18. Puntillo (2006): "Communication between Physicians and Nurses as a 

Target for Improving End-of-Life Care in the Intensive Care Unit: 

Challenges and Opportunities for Moving Forward" 

The objective of this study was the discussion of obstacles and barriers to effective 

communication and collaboration regarding end-of-life issues between intensive care 

unit nurses and physicians. The researchers undertook a systematic literature review to 

evaluate practical interventions for improving communication and collaboration 

amongst healthcare team member in the ICU. 

 

The result of the study showed that an increase in shared decision making can result 

from a better understanding and respect for the perspectives and burdens felt by other 

caregivers. Intensive care unit nurses value their contributions to end-of-life decision 

making and want to have a more active role. Increased collaboration and 

communication can result in more appropriate care and increased physician/nurse, 

patient, and family satisfaction. 

 

Recommendations for improvement in communication between intensive care unit 

physicians and nurses include the use of joint grand rounds, patient care seminars, and 

inter professional dialogues. Communication interventions such as use of daily rounds 

forms, communication training, and a collaborative practice model have shown positive 

results in promoting effective communication. In addition, when communication is clear 

and constructive and practice is truly collaborative, the end-of-life care provided to 

intensive care unit patients and families by satisfied and engaged professionals will 

improve markedly. 
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3.4 Comments on Previous Studies 

Studies about safety culture are concentrated on high risk areas such as:  the aviation 

industry and ICUs. The studies are concerned about employee attitudes toward safety 

culture, punitive culture, incident reporting and medical error.  These are the main 

factors that affect safety culture and the promotion of safety culture in high risk areas. 

Most of the studies are international studies; there are only two local studies in the West 

Bank and three Arabic studies in Egypt and Saudi Arabia. This leads us to conclude that 

a lack of  research studies was done concerning the subject in Arabic countries . One 

also sees that the previous studies applied to medical departments are mainly concerned 

with patient safety culture. This differs from this study which focuses on safety culture 

amongst employees.  

In line with previous studies, this research is concerned with an assessment of 

employees concerning safety culture and also test variables which affect employees‟ 

attitudes toward safety in intensive care units of governmental hospitals. 

The main distinction of this research in regards to the previous study is that it was 

conducted in the governmental hospital of Gaza City. In addition, the target group 

consists of physicians and nurses working at three type of ICUs (NICU, Pediatric ICU, 

specialized ICU, adult ICU). This study also consists of two parts; the first one is an 

assessment of employee attitudes toward safety culture and the second is testing the 

variable affecting employee attitudes toward safety culture. 

After exploring the previous studies and research, the researcher can state the following: 

Most of the studies measure employee attitudes toward safety by using the SAQ or 

HSOPSC; 

- Factors affecting safety culture were also tested. 

- Most result of these studies show a positive attitude of employees toward safety 

culture with recommendations to increase the role of management in the 

promotion of safety culture. 

- It assures the importance of teamwork, communication and work condition in 

regards to the promotion of safety culture  

- It assures the employee role at decision making ,proper suggestion and comment  

- It assures the importance of professional incident reporting with non-punitive 

responses to error  

- -The researcher can summarize the benefits of the previous studies as the 

follows: 

- Enriching relevant studies especially in regards to the general framework and 

literature review of safety culture  

- They help in analyzing and explaining the results of the study  

- Designing and improving the questionnaire is needed to achieve the study 

objective.  
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Section I: Methodology & Procedures 
 

4.1 Introduction:  

 

This section describes the methodology that has been used in this research study to 

achieve the research objectives which include: the adopted methodology, the research 

design and procedure, the characteristics of the research population and sample, the 

sources of data, questionnaire design and the statistical analysis tool for the question. 

 

4.2 Research design  

The study follows the descriptive analytical approach through which the hypotheses are 

developed and then tested through the research process 

 

4.3 Research Population 

This research targeted 220 physicians and nurses working in the ICUs of  Governmental 

hospitals in Gaza City. The population was classified according to their gender, age, 

major, level of education and place of work such as: Al Shiffa, Al Nasser, Al Dora and 

Al Rantes hospitals  

 

4.4 Information and data collection  

In order to collect the needed information  for this research we use secondary resources 

such as books, journals, statistics and web pages, other data was collected through the 

distribution of questionnaires on study population in order to get opinions about safety 

culture inside ICUs 

 

4.5 Study instrument  

a field survey which was conducted with a safety attitude questionnaire to measure 

employee attitudes toward safety culture. The safety attitude questionnaire (SAQ) elicits 

a snapshot of safety culture through surveys of frontline worker perceptions 
 (Sexton et al, 2006). 
Researchers developed the intensive care unit Safety Attitudes Questionnaire by 

modifying Sexton et al.‟s SAQ. All responses are recorded using a 5-point Likert-type 

scale (Strongly Disagree to Strongly Agree). 

 

The intensive care unit Safety Attitudes Questionnaire combines responses to the 43core 

domains to elicit ratings for 5 safety culture domains being: (a) job satisfaction (b) level 

of knowledge about safety culture,  (c) safety climate, (d) teamwork climate, (e) 

working conditions. In addition, researchers developed other checklists to measure the 

study variables which are thought of to be a determinant of safety culture.  

After that a  modification of the questionnaire design through arbitration from experts 

 (a number of experts in the field from different universities) then the distribution of the 

questionnaire to a pilot study. The purpose of the pilot study was to test and prove that 

the questionnaire questions can be answered clearly in a way that helps to achieve the 

target of the study. The questionnaire was modified based on the results of the pilot 

study. 200 questionnaires were distributed to the research population and 180 

questionnaires were received  
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4.6 Research Location 

This research was carried out in the intensive care units of the Governmental hospitals 

located in Gaza City, like Al Shifa hospital,  Al Dorra  hospital, Al Rantese and Al 

Nasser hospital. 

 

4.7 Data analysis Statistical Package for the Social Sciences, (SPSS) was used to 

perform the required analysis. The final phase included conclusions and 

recommendations. 

Figure (4.1) shows the methodology flowchart, which leads to achieve the research 

objective. 

 

4.8 Pilot Study 
A pilot study for the questionnaire was conducted before collecting the results of the 

sample by distributing 30 questionnaires. It provided a trial run for the questionnaire, 

which involved testing the wordings of question, identifying ambiguous questions, 

testing the techniques that were used to collect data, and measuring the effectiveness of 

standard invitation to respondents. 

 

Figure (4.1) illustrates the methodology flow chart 

 

 
 

Source: Mark Saunders, Philip Lewis and Adrian Thornhill 2009 

 

writing up  

analysing data  
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Section II 

Testing the Research Tool 
 

4.1 Introduction 

This section covers validity and reliability of the tool in terms of its content and 

statistical validity. The validity of an instrument is a determination of the extent to 

which the instrument actually reflects the abstract construct being examined; "validity 

refers to the degree to which an instrument measures what it is supposed to be 

measuring while reliability is the degree of consistency with which it measures the 

attributes it is supposed to measure   (Saunders et al.2009) 

 

Data Measurement  

In order to be able to select the appropriate method of analysis, the level of 

measurement must be understood. For each type of measurement, there is/are an 

appropriate method/s that can be applied and not others. In this research, ordinal scales 

were used. Ordinal scale is a ranking or a rating data that normally uses integers in 

ascending or descending order. The numbers assigned to the important (1, 2, 3, 4, 5) do 

not indicate that the interval between scales are equal, nor do they indicate absolute 

quantities. They are merely numerical labels. Based on Likert scale we have the 

following:  
Table no. (4.1): Likert scale 

Item 
Strongly 

agree 
Agree 

Do not 

Know 
Disagree 

Strongly 

Disagree 

Scale 5 4 3 2 1 

 

4.2 Test of Normality for each field: 

Table (4.2) shows the results for Kolmogorov-Smirnov test of normality. From Table 

(4,2), the p-value for each field is greater than 0.05 level of significance, then the 

distribution for each field is normally distributed. Consequently, Parametric tests will be 

used to perform the statistical data analysis. Person-Organization Fit 

 
Table (4.2): Kolmogorov-Smirnov test 

Field 
Kolmogorov-Smirnov 

Statistic P-value 

Job Satisfaction 1.154 0.140 

Level of Knowledge about Safety Culture 0.809 0.529 

Safety Climate 1.098 0.180 

Team Work 1.262 0.059 

Work Condition 1.210 0.107 

Measuring Employee's Attitudes towards Safety 

Culture 
0.744 0.638 

Management's Commitment to Safety Culture for 

Patients and Workers 
0.630 0.823 

Employee Engagement 1.184 0.130 

Trust between Employee and Managers 0.760 0.610 

Participation in Decision-making 1.049 0.221 

Communication among Employees 1.099 0.150 

Measuring Determinants of Safe Culture in 

Intensive Care Units 
0.656 0.783 

All paragraphs of the questionnaire 0.605 0.858 
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4.3 Statistical analysis Tools  

The researcher would use data analysis for quantitative data analysis methods. The Data 

analysis will be made utilizing (SPSS 20). The researcher would utilize the following 

statistical tools: 

1. Kolmogorov-Smirnov test of normality. 

2. Pearson correlation coefficient for Validity. 

3. Cronbach's Alpha for Reliability Statistics. 

4. Frequency and Descriptive analysis. 

5. Parametric Tests (One-sample T test, Independent Samples T-test , Analysis of 

Variance). 

 

T-test is used to determine if the mean of a paragraph is significantly different from a 

hypothesized value 3 (Middle value of Likert scale). If the P-value (Sig.) is smaller 

than or equal to the level of significance, 0.05  , then the mean of a paragraph is 

significantly different from a hypothesized value 3. The sign of the Test value 

indicates whether the mean is significantly greater or smaller than hypothesized 

value 3. On the other hand, if the P-value (Sig.) is greater than the level of 

significance 0.05  , then the mean a paragraph is insignificantly different from a 

hypothesized value 3. 

 

The Independent Samples T-test is used to examine if there is a statistical significant 

difference between two means among the respondents toward the impact of 

marketing information system on the decision making process due to (Gender and 

Major). 

 

The One- Way Analysis of Variance (ANOVA) is used to examine if there is a 

statistical significant difference between several means among the respondents 

toward the impact of marketing information system on the decision making process 

due to (Age, Level of Education Attained, Years of Experience within the ICU, The 

Department You Work in, and Hospital). 

  

4.4 Validity of Questionnaire 

Validity refers to the degree to which an instrument measures what it is supposed to be 

measuring. Validity has a number of different aspects and assessment approaches. 

Statistical validity is used to evaluate instrument validity, which include internal 

validity and structure validity.  

 

 

4.4.1 Internal Validity 
Internal validity of the questionnaire is the first statistical test that used to test the 

validity of the questionnaire. It is measured by a scouting sample, which consisted of 30 

questionnaires through measuring the correlation coefficients between each paragraph 

in one field and the whole field.  
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- Internal Validity  for Measuring Employee's Attitudes towards Safety 

Culture 
 

Table (4.3) clarifies the correlation coefficient for each paragraph of the " Job 

Satisfaction" and the total of the field. The p-values (Sig.) are less than 0.05, so the 

correlation coefficients of this field are significant at α = 0.05,  so it can be said that the 

paragraphs of this field are consistent and valid to be measure what it was set for.  
Table (4.3): Correlation coefficient of each paragraph of "Job Satisfaction" and the total of this 

field 

No. Paragraph Pearson Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I‟m proud of my job.  .652 0.000* 

2.  I feel that my job makes me happy.  .703 0.000* 

3.  I think that my job is suitable for me than other 

jobs.  
.715 0.000* 

4.  I don‟t force myself to go to work.  .546 0.001* 

5.  I fell that my hope is achieved by getting this job.  .617 0.000* 

6.  I am satisfied about the salary I get.  .606 0.000* 

7.  I feel satisfied about incentives that I take.  .686 0.000* 

* Correlation is significant at the 0.05 level  

 

Table (4.4) clarifies the correlation coefficient for each paragraph of the " Level of 

Knowledge about Safety Culture " and the total of the field. The p-values (Sig.) are less 

than 0.05, so the correlation coefficients of this field are significant at α = 0.05,  so it 

can be said that the paragraphs of this field are consistent and valid to be measure what 

it was set for.  

 
Table (4.4) Correlation coefficient of each paragraph of " Level of Knowledge about Safety Culture 

" and the total of this field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I have the ability to deal with medical error in a 

professional way. 
.357 0.029* 

2.  I know the maximum number of work hours which 

does not affect my health. 
.414 0.014* 

3.  I know the number of night shifts which do not 

affect my health.  
.691 0.000* 

4.  I receive information about health and safety 

periodically.  
.443 0.008* 

5.  I have specialized training courses to deal with my 

patients in a healthy way.  
.624 0.000* 

6.  Protocol for providing health services to the patient 

is available at any time.  
.607 0.000* 

7.  I know the number of my annual leave days.    .594 0.000* 

8.  I know the number of my sick-leave days.  .419 0.012* 

9.  I know the number of my emergency-leave days.  .344 0.034* 

10.  I know my job description.  .531 0.002* 

* Correlation is significant at the 0.05 level  

 

Table (4.5) clarifies the correlation coefficient for each paragraph of the "Safety 

Climate" and the total of the field. The p-values (Sig.) are less than 0.05, so the 

correlation coefficients of this field are significant at α = 0.05,  so it can be said that the 

paragraphs of this field are consistent and valid to be measure what it was set for.  

 

 



62 
 

 
Table(4.5): Correlation coefficient of each paragraph of "Safety Climate" and the total of this field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I know about communication channels that have 

information about measures concerning employee 

safety.  

.456 0.006* 

2.  My colleagues encourage me to make incident 

reports. 
.756 0.000* 

3.  Incident reports are treated in a professional way.  .728 0.000* 

4.  Employees are committed to safety rules.  .717 0.000* 

5.  Prominent culture inside the department encourages 

learning from mistakes.  
.544 0.001* 

6.  There are no difficulties in the discussion of 

incident reports inside the department.   
.750 0.000* 

* Correlation is significant at the 0.05 level  

 

Table (4.6) clarifies the correlation coefficient for each paragraph of the "Team Work" 

and the total of the field. The p-values (Sig.) are less than 0.05, so the correlation 

coefficients of this field are significant at α = 0.05,  so it can be said that the paragraphs 

of this field are consistent and valid to be measure what it was set for. 

 
Table 4.6: Correlation coefficient of each paragraph of "Team Work" and the total of this field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  Agreement about the work plan at the beginning of 

the shift is important for the safety of the employee 

and the patient.  

.595 0.000* 

2.  It is easy for any employee to ask about information 

he/she wants to know during work.  
.742 0.000* 

3.  I am satisfied with cooperation among the 

healthcare team who work in the unit.  
.649 0.000* 

4.  I have enough support from the work team to 

promote patient safety.  
.873 0.000* 

5.  Most employees take part in decision making during 

the shift.  
.722 0.000* 

6.  Important events are delivered to the next shift in an 

accepted way.  
.418 0.012* 

7.  Doctors and nurses work as an organized and 

collaborated team to provide a unique service. 
.842 0.000* 

8.  Professional disagreements between colleagues is 

solved in a proper way and treated in an accepted 

way that satisfies everyone. 

.653 0.000* 

9.  I can talk about any medical error committed during 

the providing of health service to patients. 
.665 0.000* 

10.  I don‟t find it difficult to discuss professional 

disagreements that occur with members of other 

medical professions. 

.682 0.000* 

* Correlation is significant at the 0.05 level  

 

Table (4.7) clarifies the correlation coefficient for each paragraph of the "Work 

Condition" and the total of the field. The p-values (Sig.) are less than 0.05, so the 

correlation coefficients of this field are significant at α = 0.05,  so it can be said that the 

paragraphs of this field are consistent and valid to be measure what it was set for.  
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Table (4.7): Correlation coefficient of each paragraph of " Work Condition " and the total of this 

field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  Information relating to decisions concerning work is 

routinely available to me. 
.707 0.000* 

2.  I deal with the managers as supporter for me, not as a 

barrier. 
.615 0.000* 

3.  This department deals in a positive way with arising 

work problems.  
.860 0.000* 

4.  There is a clear policy and rules that organize work 

inside of the department. 
.817 0.000* 

5.  Social and health conditions for workers are taken 

into consideration during work. 
.771 0.000* 

6.  Annual leave is given according to employee desire.  .592 0.000* 

7.  Sick leaves are granted to employees without 

difficulties.  
.701 0.000* 

8.  I choose the work hours that are suitable for my 

family.  
.657 0.000* 

9.  There are no constraints in the request for leaving to 

go abroad. 
.617 0.000* 

* Correlation is significant at the 0.05 level  

 

- Internal Validity for Measuring Determinants of Safe Culture in Intensive 

Care Units. 

Table (4.8) clarifies the correlation coefficient for each paragraph of the "Management's 

Commitment to Safety Culture for Patients and Workers" and the total of the field. The 

p-values (Sig.) are less than 0.05, so the correlation coefficients of this field are 

significant at α = 0.05,  so it can be said that the paragraphs of this field are consistent 

and valid to be measure what it was set for.  

 
Table (4.8): Correlation coefficient of each paragraph of "Management's Commitment to Safety 

Culture for Patients and Workers" and the total of this field 

No. Paragraph Pearson Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I have enough time to work in a way that I can 

ensure me and my patients' safety. 
.653 0.000* 

2.  There are written policies concerning safety.  .643 0.000* 

3.  Policies formulated by the management to ensure the 

safety of patients and staff are translated into action. 
.811 0.000* 

4.  Managers provide a relaxing atmosphere for 

reporting medical incidents. 
.763 0.000* 

5.  Management relay the safety massage in an effective 

way.  
.881 0.000* 

6.  Management motivates workers to work in a way 

that promoted their safety as well as their patients‟ 

safety 

.880 0.000* 

7.  Safety for employees and patient is a priority for 

management.  
.565 0.001* 

8.  Health status of the employee is affect by his 

decision to work at the intensive care unit.  
.362 0.027* 

9.  Any suggestion I introduce regarding the safety of 

patients and employee are welcomed and discussed. 
.450 0.007* 

* Correlation is significant at the 0.05 level  
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Table (4.9) clarifies the correlation coefficient for each paragraph of the "Employee 

Engagement" and the total of the field. The p-values (Sig.) are less than 0.05, so the 

correlation coefficients of this field are significant at α = 0.05,  so it can be said that the 

paragraphs of this field are consistent and valid to be measure what it was set for.  

 
Table (4.9): Correlation coefficient of each paragraph of "Employee Engagement" and the total of 

this field 

No. Paragraph Pearson Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I have enough time to work in a way that I can 

ensure me and my patients' safety. 
.449 0.007* 

2.  There are written policies concerning safety.  .833 0.000* 

3.  Policies formulated by the management to ensure the 

safety of patients and staff are translated into action. 
.858 0.000* 

4.  Managers provide a relaxing atmosphere for 

reporting medical incidents. 
.832 0.000* 

5.  Management relay the safety massage in an effective 

way.  
.887 0.000* 

6.  Management motivates workers to work in a way 

that promoted their safety as well as their patients‟ 

safety 

.756 0.000* 

7.  Safety for employees and patient is a priority for 

management.  
.856 0.000* 

8.  Health status of the employee is affect by his 

decision to work at the intensive care unit.  
.717 0.000* 

* Correlation is significant at the 0.05 level  

 

Table (4.10) clarifies the correlation coefficient for each paragraph of the "Trust 

between Employee and Managers" and the total of the field. The p-values (Sig.) are less 

than 0.05, so the correlation coefficients of this field are significant at α = 0.05,  so it 

can be said that the paragraphs of this field are consistent and valid to be measure what 

it was set for.  

 
Table (4.10): Correlation coefficient of each paragraph of "Trust between Employee and 

Managers" and the total of this field 

No. Paragraph Pearson Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  Managers and workers work beside each other.  .829 0.000* 

2.  Management does not abandon employees when they 

commit medical mistakes.  
.828 0.000* 

3.  I don‟t have any difficulties in asking for a 

manager‟s help.  
.636 0.000* 

4.  I enjoy working under the current management. .803 0.000* 

5.  I prefer to gain experience from department 

management.  
.467 0.006* 

6.  When I commit a mistake I speak frankly with the 

management to learn from my mistakes.  
.784 0.000* 

7.  I do not fear disagreements in opinion with 

management.  
.363 0.026* 

8.  I accept instructions and criticism from management 

with an open mind. 
.652 0.000* 

* Correlation is significant at the 0.05 level  
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Table (4.11) clarifies the correlation coefficient for each paragraph of the "Participation 

in Decision-making" and the total of the field. The p-values (Sig.) are less than 0.05, so 

the correlation coefficients of this field are significant at α = 0.05,  so it can be said that 

the paragraphs of this field are consistent and valid to be measure what it was set for.  

 
Table (4.11): Correlation coefficient of each paragraph of "Participation in Decision-making" and 

the total of this field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  I have clear responsibilities and practice them 

without any opposition from managers.  
.835 0.000* 

2.  Management is ready to discuss any suggestions or 

harassment concerns of the employees.  
.856 0.000* 

3.  It is encouraged to learn other skills to increase my 

responsibilities in the department. 
.746 0.000* 

4.  New tasks are explained professionally and 

suggestions are welcomed to facilitate the acceptance 

of these tasks. 

.923 0.000* 

5.  I have the chance to solve work problems in my 

department.  
.873 0.000* 

6.  Management takes decisions after listening to the 

opinions of others.  
.660 0.000* 

* Correlation is significant at the 0.05 level  

 

Table (4.12) clarifies the correlation coefficient for each paragraph of the 

"Communication among Employees" and the total of the field. The p-values (Sig.) are 

less than 0.05, so the correlation coefficients of this field are significant at α = 0.05,  so 

it can be said that the paragraphs of this field are consistent and valid to be measure 

what it was set for.  

 
Table (4.12): Correlation coefficient of each paragraph of "Communication among Employees" 

and the total of this field 

No. Paragraph Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  There is an exchange of information about patients at 

specific times to suit all crew members working in 

the department. 

.719 0.000* 

2.  Employees at the department receive suggestions and 

criticisms with no qualms.  
.804 0.000* 

3.  There are formal channels that enables each 

employee to transfer any information or data that 

concerns any employee or patient. 

.646 0.000* 

4.  I feel that employees working in the department have 

the ability to listen and concentrate when addressing 

them. 

.793 0.000* 

5.  Some employees speak with technical terms that are 

not understandable to others 
.401 0.016* 

6.  There are no difficulties in understanding new rules 

or regulations when published by the management. 
.532 0.001* 

* Correlation is significant at the 0.05 level  

 

4.4.2 Structure Validity of the Questionnaire 
Structure validity is the second statistical test that used to test the validity of the 

questionnaire structure by testing the validity of each field and the validity of the whole 

questionnaire. It measures the correlation coefficient between one field and all the fields 

of the questionnaire that have the same level of liker scale.  
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Table (4.13) clarifies the correlation coefficient for each field and the whole 

questionnaire. The p-values (Sig.) are less than 0.05, so the correlation coefficients of 

all the fields are significant at α = 0.05, so it can be said that the fields are valid to be 

measured what it was set for to achieve the main aim of the study. 

 
Table (4.13) Correlation coefficient of each field and the whole of questionnaire 

No. Field Pearson  Correlation 

Coefficient 

P-Value 

(Sig.) 

1.  Job Satisfaction .840 0.000* 

2.  Level of Knowledge about Safety Culture .530 0.002* 

3.  Safety Climate .870 0.000* 

4.  Team Work .696 0.000* 

5.  Work Condition .823 0.000* 

6.  Measuring Employee's Attitudes towards Safety 

Culture 
.958 0.000* 

7.  Management's Commitment to Safety Culture for 

Patients and Workers 
.892 0.000* 

8.  Employee Engagement .901 0.000* 

9.  Trust between Employee and Managers .849 0.000* 

10.  Participation in Decision-making .878 0.000* 

11.  Communication among Employees .673 0.000* 

12.  Measuring Determinants of Safe Culture in 

Intensive Care Units 
.963 0.000* 

* Correlation is significant at the 0.05 level 

 

4.5 Reliability of the Research  

The reliability of an instrument is the degree of consistency which measures the 

attribute; it is supposed to be measuring (Saunders et al.2009). The less variation an 

instrument produces in repeated measurements of an attribute, the higher its reliability. 

Reliability can be equated with the stability, consistency, or dependability of a 

measuring tool.  

 

Cronbach’s Coefficient Alpha                            

This method is used to measure the reliability of the questionnaire between each field 

and the mean of the whole fields of the questionnaire. The normal range of Cronbach‟s 

coefficient alpha value between 0.0 and + 1.0, and the higher values reflects a higher 

degree of internal consistency. The Cronbach‟s coefficient alpha was calculated for each 

field of the questionnaire. 

 

Table (4.14) shows the values of Cronbach's Alpha for each field of the questionnaire 

and the entire questionnaire. For the fields, values of Cronbach's Alpha were in the 

range from 0.683 and 0.943. This range is considered high; the result ensures the 

reliability of each field of the questionnaire. Cronbach's Alpha equals 0.957 for the 

entire questionnaire which indicates an excellent reliability of the entire questionnaire. 
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Table (4.14): Cronbach's Alpha for each field of the questionnaire 

No. Field Cronbach's Alpha 

1.  Job Satisfaction 0.804 

2.  Level of Knowledge about Safety Culture 0.683 

3.  Safety Climate 0.752 

4.  Team Work 0.874 

5.  Work Condition 0.882 

6.  Measuring Employee's Attitudes towards Safety Culture 0.911 

7.  Management's Commitment to Safety Culture for Patients and 

Workers 
0.835 

8.  Employee Engagement 0.904 

9.  Trust between Employee and Managers 0.824 

10.  Participation in Decision-making 0.891 

11.  Communication among Employees 0.738 

12.  Measuring Determinants of Safe Culture in Intensive Care 

Units 
0.943 

 All paragraphs of the questionnaire 0.957 

 

The Thereby, it can be said that the researcher proved that the questionnaire was valid, 

reliable, and ready for distribution for the population sample  
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Section III 

Analysis of the Sample Characteristics 

 

1. Personal data 

 

1.1 Gender 

Table No.(4.15) shows that 66.9% of the sample are Males and 33.1% of the sample are 

Females . 

This result indicates that the number of males in the sample was double the number of 

females and the reason for this is that in our society it is still common that males have 

the responsibility to work outside the home and his wife stays at the home to care for 

their children. In addition, with the nature of medical jobs, it is difficult for female 

employees to hold them as they must leave their families for long periods of time and 

may even stay outside during night shifts thus; the researcher thinks that it is normal to 

have a greater number of males than females in this sample.  

 

On the other hand, the Palestine Central Bureau of Statistics stated that in Palestine, 

18.1 percent of employed persons were female and 81.9 percent were male. This 

indicates that the percentage of females working in the medical institution is higher  

than other working areas and this demonstrates a positive attitude of Palestine females 

toward medical jobs. Also it is indicated that the highly demand for the medical jobs 

inside the Palestinian society   

   
Table (4.15): Gender 

Gender Frequency Percent 

Male 103 66.9 

Female 51 33.1 

Total 154 100.0 

 

1.2 Age  

Table No. (4.16) shows that 60.4% of the sample are " Less than 30 ", 21.4%  of the 

sample are of "30- Less than 40 ", 11.7% of the sample are of "40- Less than 50 " and 

6.5%  of the sample are of "50 years and above ". 

 

The participants were from different age groups but the prominent age group in the 

sample were employee who were less than 40 years old which constituted 81.8% 0f the 

sample because the health service introduced to intensive care patient needed a large 

number of nurses and it is common for nursing teams particularly females to leave this 

units as the age increase. Their ability to meet patients‟ needs decreased with age and it 

is common to have burnout due to the nature of the patients they deal with (El Ammassi, 

2007). In addition, the old ICU teams do not have special incentives or specifications to 

differentiate them as they have more years of experience (interview with the head of 

ICU, 2013). 

 
Table (4.16): Age  

Age  Frequency Percent 

Less than 30 93 60.4 

30- Less than 40 33 21.4 

40- Less than 50 18 11.7 

50 years and above 10 6.5 

Total 154 100.0 
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1.3 Major 

Table No. (4.17) shows that 68.8% of the sample is "nursing ", 31.2% of the sample are 

of "physicians". 

 

The result of this table indicates that the number of nurses is more than double the 

number of physicians. This is normal due to the intensive care patients needing nursing 

service more often than medical service and the financial cost of physicians is more 

than nurses.   

 
Table (4.17): Major 

 

 

 

 

 

 

1.4 Level of Education Attained 

Table No.(4.18) shows that 63.0% of the sample are " Bachelor's Degree ", 24.7%  of 

the sample are of " Diploma ", 12.3% of the sample are of " High study "  

 

It is noted that participants of the study had a good academic education and this 

supports the results of the study. It is also noted that employees who have a Bachelor's 

degree are most prominent in the sample as it is preferable for ICU nurses to have a 

bachelor's degree to enable them to deal with complex health services and deal with 

technologically advanced instruments. In addition, in regards to physicians, a bachelor's 

degree is the minimum educational level in regards to medicine and other degrees need 

a masters or PHD which obviously requires more physical and financial effort.  

 
Table (4.18): Level of Education Attained 

Level of Education Attained Frequency Percent 

Diploma(nursing) 38 24.7 

Bachelor's Degree 97 63.0 

High study 19 12.3 

Total 154 100.0 

 

1.5 Years of Experience within the ICU 

Table No.(4.19) shows that 52.6% of the sample are " Less than 5 year ", 26.6%  of the 

sample are of "5 – Less than 10 year ", 11.0% of the sample are of "10- less than 15 

years " and 9.7%  of the sample are of "15 years and more. 

 

It is noted that the participants of the study have different numbers in regard to years of 

experience in the ICU but a majority of the employee have less than 10 years of 

experience and this leads to the conclusion that as the amount of experience increases 

the number of employees decrease which indicates that the employees do not stay 

working in the ICU due to the workload and the stressful environment in these 

units(Cavalheiro et al.2008).In addition, there is a lack of incentive. 

  

Major Frequency Percent 

Physician 48 31.2 

Nursing 106 68.8 

Total 154 100.0 
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Table (4.19): Years of Experience within the ICU 

Years of Experience within 

the ICU Frequency Percent 

Less than 5 year 81 52.6 

5 – Less than 10 year 41 26.6 

10- less than 15 years 17 11.0 

15 years and more 15 9.7 

Total 154 100.0 

 

 

1.6 The Department You Work in 

Table No.(4.120) shows that 53.2% of the sample  work at " Neonatal Intensive care ", 

27.3%  of the sample work at" Child Intensive Care ", 19.5% of the sample working at" 

Adult Intensive Care".  

 

Participant responses indicates  that more than half of the employees worked at neonatal 

intensive care units and this is seen due to the samples consisting of two major NICUs 

at two major hospitals of Gaza city namely: Al Shiffa and Al Nasser and it only 

consisted of one adult intensive care unit.  

 
Table (4.20): The Department You Work in 

The Department You Work 

in Frequency Percent 

Neonatal Intensive care 82 53.2 

Child Intensive Care 42 27.3 

Adult Intensive Care 30 19.5 

Total 154 100.0 

 

1.7 Hospital 
Table No.(4.21) shows that 40.9% of the sample working at Al Shifa Hospital ", 40.9%  

of the sample working at " Al Nasir Hospital ", 11.7% of the sample are working at " Al 

Rantisi Hospital " and 6.5%  of the sample are of " Al Dorrah Hospital" 

 

Participant responses indicates that a majority of employees work in Al Shiffa and Al 

Nasser hospitals and that is because these two hospitals are the two major hospitals of 

Gaza City. 

 
Table (4.21): Hospital 

Hospital Frequency Percent 

Al Shifa Hospital 63 40.9 

Al Nasir Hospital 63 40.9 

Al Dorrah Hospital 10 6.5 

Al Rantisi Hospital 18 11.7 

Total 154 100.0 
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Section IV 

Analysis for "Measuring Employee's Attitudes towards Safety 

Culture" 
 

1. Job Satisfaction 

 

Table (4.22) shows the following results: 
The mean of paragraph #1 “I‟m proud of my job” equals 4.19 (83.90%), Test-value = 

17.80, and P-value = 0.000 which is smaller than the level of significance 0.05  .  The 

sign of the test is positive, so the mean of this paragraph is significantly greater than the 

hypothesized value 3. it can be concluded that the respondents agreed to this paragraph. 

 

The mean of paragraph #7 “I feel satisfied about incentives that I take” equals 1.97 

(39.32%), Test-value = -11.34, and P-value = 0.000 which is smaller than the level of 

significance 0.05  . The sign of the test is negative, so the mean of this paragraph is 

significantly smaller than the hypothesized value 3. It can be  concluded that the 

respondents disagree to this paragraph.  

 

The mean of the field “Job Satisfaction” equals 3.23 (64.51%), Test-value = 3.93, and 

P-value=0.000 which is smaller than the level of significance 0.05  . The sign of the 

test is positive, so the mean of this field is significantly greater than the hypothesized 

value 3. It can be concluded that the respondents agreed to field of “Job Satisfaction ". 

 

This result indicates that employees working at ICUs were mildly satisfied about their 

job and as the participant response  shows  the mean of paragraph #7 “I feel satisfied 

about incentives that I take” equals  1.97 (39.32%), The mean of paragraph #6 “I am 

satisfied about the salary I get" equals  2.14 (42.88%). Thus, it can be concluded that 

employee are satisfied about many question regarding job satisfaction as they 

demonstrate their proud about their job and the problem rests in the salary and the 

incentives (which may only be financial incentives). This study partly agrees with the 

study of (Rickard, 2006) which showed that ICU research coordinator dissatisfaction 

was expressed regarding: remuneration and recognition, compensation for weekend 

work; salary package, career advancement opportunities; and childcare facilities. Also it 

is noted that the condition of the ICU research coordinator in the study of (Rickard, 

2006) is similar to that of our study population in the ICU of Gaza city as they are very 

qualified ,high workload and the undervalued believe of the ICU research coordinators 

by their managers   
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Table (4.22): Means and Test values for “Job Satisfaction” 
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1.  I‟m proud of my job.  4.19 83.90 17.80 0.000* 1 

2.  I feel that my job makes me happy.  3.82 76.47 10.32 0.000* 2 

3.  I think that my job is suitable for me than other jobs.  3.67 73.38 7.57 0.000* 3 

4.  I don‟t force myself to go to work.  3.24 64.84 2.47 0.007* 5 

5.  I fell that my hope is achieved by getting this job.  3.49 69.80 5.73 0.000* 4 

6.  I am satisfied about the salary I get.  2.14 42.88 -9.08 0.000* 6 

7.  I feel satisfied about incentives that I take.  1.97 39.32 -11.34 0.000* 7 

 All paragraphs of the field 3.23 64.51 3.93 0.000*  

* The mean is significantly different from 3 

 

2. Level of Knowledge about Safety Culture 

Table (4.23) shows the following results:  
The mean of paragraph #7 “I know the number of my annual leave days” equals 4.09 

(81.72%), Test-value = 15.05 and P-value = 0.000 which is smaller than the level of 

significance 0.05  .  The sign of the test is positive, so the mean of this paragraph is 

significantly greater than the hypothesized value 3. It can be concluded that the 

respondents agreed to this paragraph. 

 

The mean of paragraph #5 “I have specialized training courses to deal with my patients 

in a healthy way” equals 2.57 (51.32%), Test-value = -4.32, and P-value = 0.000 which 

is smaller than the level of significance 0.05  . The sign of the test is negative, so the 

mean of this paragraph is significantly smaller than the hypothesized value 3. It can be 

concluded that the respondents disagree to this paragraph.  

 

The mean of the field “Level of Knowledge about Safety Culture” equals 3.30 

(66.05%), Test-value = 6.25, and P-value=0.000 which is smaller than the level of 

significance 0.05  . The sign of the test is positive, so the mean of this field is 

significantly greater than the hypothesized value 3. It can be concluded that the 

respondents agreed to the field entitled “Level of Knowledge about Safety Culture ". 

 

This result indicates that the employees have a mild level of knowledge about safety 

culture and also demonstrates that the participant responses show the mean of paragraph 

#5 “I have specialized training courses to deal with my patients in a healthy way” equals 

2.57 (51.32%) . 

 

Thus, it can be concluded that the employee does not have enough knowledge about 

safety culture and their knowledge about safety culture is individually earned without a 

specialized, organized training course as the participant response of not having a 

training course or protocol for dealing with the patient in a safe way.  Also of note is the 

perception of managers about the employees who worked in the health department as 
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having the required knowledge about their safety during academic studies. It can also be 

concluded that managers do not play the required role to select and assess employee 

knowledge about safety which allows for an informed follow up to follow which would 

correct any detected problems. 

 
Table (4.23): Means and Test values for “Level of Knowledge about Safety Culture” 
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1.  I have the ability to deal with medical error in a 

professional way.  
4.07 81.31 23.13 0.000* 2 

2.  I know the maximum number of work hours which 

does not affect my health. 
3.72 74.44 9.11 0.000* 3 

3.  I know the number of night shifts which do not 

affect my health.  
3.45 69.08 5.13 0.000* 4 

4.  I receive information about health and safety 

periodically.  
2.85 57.03 -1.65 0.051 8 

5.  I have specialized training courses to deal with my 

patients in a healthy way.  
2.57 51.32 -4.32 0.000* 10 

6.  Protocol for providing health services to the patient 

is available at any time.  
2.69 53.73 -3.19 0.001* 9 

7.  I know the number of my annual leave days.    4.09 81.72 15.05 0.000* 1 

8.  I know the number of my sick-leave days.  3.32 66.36 3.08 0.001* 5 

9.  I know the number of my emergency-leave days.  3.01 60.26 0.13 0.450 7 

10.  I know my job description.  3.26 65.26 2.45 0.008* 6 

 All paragraphs of the field 3.30 66.05 6.25 0.000*  

* The mean is significantly different from 3 

 

3. Safety Climate 

Table (4.24) shows the following results:  
 

The mean of paragraph #5 “Prominent culture inside the department encourages 

learning from mistakes” equals 3.37 (67.37%), Test-value = 4.26, and P-value = 0.000 

which is smaller than the level of significance 0.05  . The sign of the test is positive, 

so the mean of this paragraph is significantly greater than the hypothesized value 3. It 

can be concluded that the respondents agreed to this paragraph. 

 

The mean of paragraph #2 “My colleagues encourage me to make incident reports” 

equals 2.95 (59.08%), Test-value = -0.54, and P-value = 0.295 which is greater than the 

level of significance 0.05  . Then the mean of this paragraph is insignificantly 

different from the hypothesized value 3. It can be concluded that the respondents (Do 

not know, neutral) to this paragraph. 

 

The mean of the field “Safety Climate” equals 3.21 (64.23%), Test-value = 3.38, and P-

value=0.000 which is smaller than the level of significance 0.05  .  The sign of the 

test is positive, so the mean of this field is significantly greater than the hypothesized 

value 3. It can be concluded that the respondents agreed to field of “Safety Climate". 

 

This result indicates that employees working at the ICU have a mildly positive attitude 

towards safety climate as the mean of the field “Safety Climate” equals 3.21 (64.23%) 
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because most of the employees have mild knowledge about the source of information 

concerning their safety. They feel that incident reporting is not treated in an effective 

way and that there is mild commitment to safety rules. Furthermore, the culture inside 

the department encourages learning from mistakes but does not in a way that promotes 

learning culture. It can be concluded that managers do not put forth enough effort in the 

way of selection, training and follow up of the employees regarding safety knowledge 

and practice. In addition, the promotion of safety climate which encourages incident 

reporting and detections of medical error in a way that promotes learning from 

mistakes. The result of this study  disagrees to a certain degree with the study of 

Ballangrud, et al. (2012) which showed that RNs in the ICU are most positive towards 

the patient safety climate at a unit level. 

 
Table (4.24): Means and Test values for “Safety Climate” 
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1.  I know about communication channels that have 

information about measures concerning employee 

safety.  

3.15 63.03 1.73 0.043 5 

2.  My colleagues encourage me to make incident 

reports. 
2.95 59.08 -0.54 0.295 6 

3.  Incident reports are treated in a professional way.  3.33 66.58 3.83 0.000* 2 

4.  Employees are committed to safety rules.  3.30 66.05 3.82 0.000* 3 

5.  Prominent culture inside the department encourages 

learning from mistakes.  
3.37 67.37 4.26 0.000* 1 

6.  There are no difficulties in the discussion of 

incident reports inside the department.   
3.16 63.29 1.82 0.035* 4 

 All paragraphs of the field 3.21 64.23 3.38 0.000*  

* The mean is significantly different from 3 

 

4. Team Work 

Table (4.25) shows the following results:  
The mean of paragraph #1 “Agreement about the work plan at the beginning of the shift 

is important for the safety of the employee and the patient” equals 4.11 (82.24%), Test-

value = 16.43, and P-value = 0.000 which is smaller than the level of significance 

0.05  . The sign of the test is positive, so the mean of this paragraph is significantly 

greater than the hypothesized value 3. It can be concluded that the respondents agreed to 

this paragraph. 

 

The mean of paragraph #10 “I don‟t find it difficult to discuss professional 

disagreements that occur with members of other medical professions” equals 3.15 

(62.91%), Test-value = 1.77, and P-value = 0.039 which is smaller than the level of 

significance 0.05  .  The sign of the test is positive, so the mean of this paragraph is 

significantly greater than the hypothesized value 3. It can be concluded that the 

respondents agreed to this paragraph. 

 

The mean of the field “Team Work” equals 3.58 (71.57%), Test-value = 10.50, and P-

value=0.000 which is smaller than the level of significance 0.05  .  The sign of the 

test is positive, so the mean of this field is significantly greater than the hypothesized 

value 3.  It can be concluded that the respondents agreed to field of “Team Work ". 
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The participant responses showed that employees working at ICUs have a good work 

team climate as the mean of the field “Team Work” equals 3.58 (71.57%), Test-value = 

10.50, and P-value=0.000   

 

It can be concluded that it is necessary for the ICU healthcare team to have a teamwork 

climate that is as good as possible because the nature of the intensive care client who 

has a critical health issue is that they usually have multiple health needs, thus, the 

various healthcare team members each has to do his role perfectly. The team members 

are complementary to each other; they work as a group and have one goal, respect each 

other and use shared a decision-making process to overcome the workload and the 

stressful environment of the critically ill patients. The study of Hamdan and Saleem 

(2012) and Alahmadi (2010) showed that patient safety composites with the highest 

positive scores were teamwork within units and this support the result of this study, and 

one of the two studies Hamdan and Saleem (2012) is applied at the west bank hospitals 

which is an area of Palestine country that have the same social and political 

characteristics also the study of Alahmadi (2012) applied to the Saudi Arabia which is 

an Arab country that have the same custom ,culture and  religion .      
 

Table (4.25): Means and Test values for “Team Work” 
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1.  Agreement about the work plan at the beginning of 

the shift is important for the safety of the employee 

and the patient.  

4.11 82.24 16.43 0.000* 1 

2.  It is easy for any employee to ask about information 

he/she wants to know during work.  
4.05 81.07 16.28 0.000* 2 

3.  I am satisfied with cooperation among the 

healthcare team who work in the unit.  
3.69 73.73 8.37 0.000* 4 

4.  I have enough support from the work team to 

promote patient safety.  
3.61 72.11 7.57 0.000* 5 

5.  Most employees take part in decision making 

during the shift.  
3.21 64.11 2.47 0.007* 8 

6.  Important events are delivered to the next shift in an 

accepted way.  
3.93 78.53 13.44 0.000* 3 

7.  Doctors and nurses work as an organized and 

collaborated team to provide a unique service. 
3.58 71.54 6.49 0.000* 6 

8.  Professional disagreements between colleagues is 

solved in a proper way and treated in an accepted 

way that satisfies everyone. 

3.26 65.14 2.90 0.002* 7 

9.  I can talk about any medical error committed during 

the providing of health service to patients. 
3.18 63.58 2.02 0.023* 9 

10.  I don‟t find it difficult to discuss professional 

disagreements that occur with members of other 

medical professions. 

3.15 62.91 1.77 0.039* 10 

 All paragraphs of the field 3.58 71.57 10.50 0.000*  

* The mean is significantly different from 3 
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5. Work Condition 

Table (4.26) shows the following results:  
The mean of paragraph #1 “Information relating to decisions concerning work is 

routinely available to me” equals 3.31 (66.27%), Test-value = 3.70, and P-value = 0.000 

which is smaller than the level of significance 0.05  . The sign of the test is positive, 

so the mean of this paragraph is significantly greater than the hypothesized value 3. It 

can be concluded that the respondents agreed to this paragraph. 

 

The mean of paragraph #9 “There are no constraints in the request for leaving to go 

abroad” equals 2.49 (49.80%), Test-value = -5.60, and P-value = 0.000 which is smaller 

than the level of significance 0.05  . The sign of the test is negative, so the mean of 

this paragraph is significantly smaller than the hypothesized value 3 . it can be 

concluded that the respondents disagree to this paragraph.  

 

The mean of the field “Work Condition” equals 2.93 (58.63%), Test-value = -1.00, and 

P-value=0.160 which is greater than the level of significance 0.05  . The mean of 

this field is insignificantly greater than the hypothesized value 3. 

It can be concluded that the respondents (Do not know, neutral) to field of “Work 

Condition". 

The participant respondents shows  that the employees at the intensive care unit do not 

know or do not have the working condition to make a good response about working 

condition paragraphs so it can be concluded that working conditions within the ICUs are 

not satisfying to the respondents even though they do not have enough knowledge about 

healthy working conditions. Furthermore, the response to paragraphs numbers (2,7,8,9) 

which has a mean" less than 3"and proportional mean "less than 60%"  indicates that  

the manager and employees do not  have the required  knowledge about the healthy 

work condition in their department and the effects of these condition upon their health 

and their patients‟ health.  
Table (4.26): Means and Test values for “Work Condition” 
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1.  Information relating to decisions concerning work 

is routinely available to me. 
3.31 66.27 3.70 0.000* 1 

2.  I deal with the managers as supporter for me, not as 

a barrier. 
2.59 51.79 -4.55 0.000* 8 

3.  This department deals in a positive way with arising 

work problems.  
3.16 63.20 1.71 0.045* 3 

4.  There is a clear policy and rules that organize work 

inside of the department. 
3.23 64.64 2.55 0.006* 2 

5.  Social and health conditions for workers are taken 

into consideration during work. 
3.08 61.59 0.80 0.213 5 

6.  Annual leave is given according to employee desire.  3.13 62.53 1.26 0.105 4 

7.  Sick leaves are granted to employees without 

difficulties.  
2.62 52.35 -3.95 0.000* 7 

8.  I choose the work hours that are suitable for my 

family.  
2.78 55.57 -2.06 0.020* 6 

9.  There are no constraints in the request for leaving to 

go abroad. 
2.49 49.80 -5.60 0.000* 9 

 All paragraphs of the field 2.93 58.63 -1.00 0.160  

* The mean is significantly different fro 
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6- Measuring Employee's Attitudes towards Safety Culture 

Table (4-27) shows the following results:  
 

The mean of the field “Measuring Employee's Attitudes towards Safety Culture” equals 

3.27 (65.36%), Test-value = 5.76, and P-value=0.000 which is smaller than the level of 

significance 0.05  . The sign of the test is positive, so the mean of this field is 

significantly greater than the hypothesized value 3. it can be concluded that the 

respondents agreed to field of “Measuring Employee's Attitudes towards Safety 

Culture". 

 

This result indicates that employees working in the ICU do not have a good positive 

attitude toward safety culture in their department. This is a bad sign about safety inside 

ICUs because ICUs consider themselves to be one of the most highly advanced centers 

which provide medical service; the employees inside these units deal with the most 

critically and dangerous ill patients.  

 

This result can be derived from the political situation of the Gaza Strip which 

contributes to an unsafe feeling among the population as a whole and results in stress 

being applied to the population which can be seen in health institutions. In addition, the 

economic situation affects the quality of healthcare services, salaries and incentives. 

 

It can also be concluded that healthcare managers or decision-makers put the safety of 

the patients as a first priority in their healthcare plans and they ignore or do not care 

about the safety of employee as shown in the mean of paragraph #9 “There are no 

constraints in the request for leaving to go abroad” equals 2.49 (49.80%), Test-value = -

5.60, and P-value = 0.000 , The mean of paragraph #7 “Sick leaves are granted to 

employees without difficulties.” equals 2.62 (52.35%), P-value = 0.000 , The mean of 

paragraph #8 “I choose the work hours that are suitable for my family” equals 2.78 

(55.57%), Test-value =-2.06, and P-value = 0.000. Furthermore, most employees have 

not undertaken a training course concerning their safety. It can also be noted that 

employees inside the ICU do not play the required role in developing their knowledge 

regarding safety for them and for their children.  

 

This study does not agree with the study of Sukadarin, et al. (2012) in which the result 

shows that employees have positive perceptions about the safety management system 

and procedures that were implemented in the organization as well as workmate‟s 

influence, employee involvement, safety knowledge and safety behavior and this 

disagreement is related to the nature of the study which applied to the manufacturing 

industry and the population of the study is a workers who has a low level of education 

in comparison with the population of this study .    

 

 

 

 

 

 

 

 

 

 



78 
 

 
Table (4.27): Means and Test Values for “Measuring Employee's Attitudes towards Safety Culture” 
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Means and Test values for “Job Satisfaction” 3.23 64.51 3.93 0.000* 3 

Means and Test values for “Level of Knowledge about 

Safety Culture” 
3.30 66.05 6.25 0.000* 

2 

Means and Test values for “Safety Climate” 3.21 64.23 3.38 0.000* 4 

Means and Test values for “Team Work” 3.58 71.57 10.50 0.000* 1 

Means and Test values for “Work Condition 2.93 58.63 -1.00 0.160 5 

Measuring Employee's Attitudes towards Safety 

Culture 
3.27 65.36 5.76 0.000* 

 

       * The mean is significantly different from 3 

 

 

 

  



79 
 

Section V 
Analysis for "Measuring Determinants of Safety Culture in Intensive 

Care Units" 
 

1.  Management's Commitment to Safety Culture  

Table (4.28) shows the following results:  
The mean of  paragraph #8 “Health status of the employee is affect the decision to work 

at the intensive care unit” equals 3.41 (68.16%), Test-value = 4.49 and P-value = 0.000 

which is smaller than the level of significance 0.05  .  The sign of the test is positive, 

so the mean of this paragraph is significantly greater than the hypothesized value 3 . it 

can be  concluded that the respondents agreed to this paragraph. 

 

The mean of paragraph #4 “Managers provide a relaxing atmosphere for reporting 

medical incidents” equals 2.47 (49.33%), Test-value = -6.52, and P-value = 0.000 which 

is smaller than the level of significance 0.05  . The sign of the test is negative, so the 

mean of this paragraph is significantly smaller than the hypothesized value 3 . It can be 

concluded conclude that the respondents disagree to this paragraph.  

 

The mean of the field “Management's Commitment to Safety Culture” equals 2.84 

(56.71%), Test-value = -2.58, and P-value=0.000 which is smaller than the level of 

significance 0.05  . The sign of the test is negative, so the mean of this field is 

significantly smaller than the hypothesized value 3. It can be concluded that the 

respondents disagree to field of "Management's Commitment to Safety Culture". 

 

The participants responded the most concerning the paragraph entitled "Management's 

Commitment to Safety Culture" which has a mean of less than 2.84 (56.71%) and 

indicates that management does not play enough of a role in promoting the safety of 

their employees.it is also noted that there is no written policies concerning safety, 

managers dose not provide the atmosphere for the employee to express their feeling 

regarding safety manners, also managers does not adopt the promotion of  employee 

safety as primary goal.  

 

Managers at any organization have the responsibility to adopt goals and objectives that 

assure that the availability of resources and training courses to promote the safety 

environment of the employees and customers exists and they also have to be committed 

to these goals and objectives. The results of this study indicate that managers in the ICU 

do not have a clear goals or objectives concerning the healthcare team as shown in the 

participant responses. 

 

It can be concluded that the management system has a lot of complex problems 

concerning the health of our population in the Gaza Strip and at the same time they do 

not have the resources to overcome these problems. Furthermore, the decision-making 

inside the hospitals is affected by many factors such as: political, economic and even 

social factors. In addition, employees in healthcare institutions do not play the role 

required in regards to participation in decision-making, professional criticism and 

giving suggestions to the support manager for the promotion of the optimal level of 

safety  . 
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Table (4.28): Means and Test values for “Management's Commitment to Safety Culture for 

Patients and Workers” 
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1.  I have enough time to work in a way that I can 

ensure me and my patients' safety. 
3.21 64.30 2.40 0.009* 2 

2.  There are written policies concerning safety.  2.81 56.11 -2.21 0.014* 3 

3.  Policies formulated by the management to ensure 

the safety of patients and staff are translated into 

action. 

2.68 53.69 -3.68 0.000* 7 

4.  Managers provide a relaxing atmosphere for 

reporting medical incidents. 
2.47 49.33 -6.52 0.000* 9 

5.  Management relay the safety massage in an 

effective way.  
2.62 52.38 -4.61 0.000* 8 

6.  Management motivates workers to work in a way 

that promoted their safety as well as their patients‟ 

safety 

2.70 53.96 -3.35 0.001* 6 

7.  Safety for employees and patient is a priority for 

management.  
2.80 55.97 -2.06 0.020* 4 

8.  Health status of the employee I affect by the 

decision to work at the intensive care unit.  
3.41 68.16 4.49 0.000* 1 

9.  Any suggestion I introduce regarding the safety of 

patients and employee are welcomed and discussed. 
2.76 55.27 -2.50 0.007* 5 

 All paragraphs of the field 2.84 56.71 -2.58 0.005*  

* The mean is significantly different from 3 

 

2. Employee Engagement 
Table (4.29) shows the following results:  

The mean of paragraph #4 “I have a clear goal in my work” equals 3.72 (74.50%), Test-

value = 8.92, and P-value = 0.000 which is smaller than the level of significance

0.05  . The sign of the test is positive, so the mean of this paragraph is significantly 

greater than the hypothesized value 3 . It can be concluded that the respondents agreed 

to this paragraph. 

 

The mean of paragraph #8 “I have the opportunity to be promoted in my career” equals 

3.07 (61.41%), Test-value = 0.67, and P-value = 0.253 which is greater than the level of 

significance 0.05  . Then the mean of this paragraph is insignificantly different from 

the hypothesized value 3. It can be concluded that the respondents (Do not know, 

neutral) to this paragraph. 

 

The mean of the field “Employee Engagement” equals 3.46 (69.26%), Test-value = 

7.02, and P-value=0.000 which is smaller than the level of significance 0.05  .  The 

sign of the test is positive, so the mean of this field is significantly greater than the 

hypothesized value 3. It can be concluded that the respondents agreed to field of 

“Employee Engagement ". 

 

This result indicates that employees working in the ICU are moderately engaged in their 

work. This is acceptable because working in the ICU is difficult and stressful and the 
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nature of the ICU patient prohibits creation and innovation in the work field. In 

addition, the families of these patients are always stressed and transfer this stress on to 

the employee. Also of note is that management does not make the required effort to 

maintain an environment that promotes innovation that enables employees to be more 

engaged in their work. 

It cannot be  ignored  that customs and beliefs of our society enforces helping and 

caring for ill people even without financial compensation and all of the healthcare team 

at our hospital awaits compensation from God.      

 
Table (4.29): Means and Test values for “Employee Engagement” 
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1.  I trust the workers at this department.  3.65 72.93 6.94 0.000* 3 

2.  I have the chance to innovate during work. 3.54 70.87 6.14 0.000* 5 

3.  This department appreciates my work.  3.18 63.65 1.85 0.033* 7 

4.  I have a clear goal in my work.  3.72 74.50 8.92 0.000* 1 

5.  I have the chance to invest all my skills.  3.30 65.91 3.43 0.000* 6 

6.  I know and realize the department goal.  3.67 73.42 8.34 0.000* 2 

7.  I can take a suitable decision in my work.  3.64 72.75 8.17 0.000* 4 

8.  I have the opportunity to be promoted in my career. 3.07 61.41 0.67 0.253 8 

 All paragraphs of the field 3.46 69.26 7.02 0.000*  

* The mean is significantly different from 3 

 

3. Trust between Employee and Managers 
Table (4.30) shows the following results:  

The mean of paragraph #8 “I accept instructions and criticism from management with 

an open mind” equals 3.41 (68.19%), Test-value = 5.33, and P-value = 0.000 which is 

smaller than the level of significance 0.05  . The sign of the test is positive, so the 

mean of this paragraph is significantly greater than the hypothesized value 3 . it can be 

concluded  conclude that the respondents agreed to this paragraph. 

 

The mean of paragraph #2 “Management does not abandon employees when they 

commit medical mistakes” equals 2.59 (51.87%), Test-value = -4.55, and P-value = 

0.000 which is smaller than the level of significance 0.05  . The sign of the test is 

negative, so the mean of this paragraph is significantly smaller than the hypothesized 

value 3 . it can be  concluded  that the respondents disagree to this paragraph.  

 

The mean of the field “Trust between Employee and Managers” equals 3.01 (60.26%), 

Test-value = 0.21, and P-value=0.417 which is greater than the level of significance 

0.05  . The mean of this field is insignificantly greater than the hypothesized value 3. 

It can be concluded that the respondents do not know or are neutral to the field of “Trust 

between Employee and Managers". 

 

It is believed that a great place to work is one where people trust the people they work 

for, take pride in what they do, and feel enthusiastic about the work they do. The result 

of this study indicates that there is an unacceptable level of trust between employee and 

manager, the reason of which is related to the political, economic and social conditions 
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of our population in the Gaza Strip which affects everyone‟s level of trust towards one 

another.  It is also of note that managers and employees do not do their best to 

overcome these annoying conditions in order to have a good relationship of trust that 

promotes proper interaction and cooperation which leads to an acceptable and safe 

social environment.    

 
Table (4.30): Means and Test values for “Trust between Employee and Managers” 
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1.  Managers and workers work beside each other.  2.69 53.83 -3.17 0.001* 7 

2.  Management does not abandon employees when 

they commit medical mistakes.  
2.59 51.87 -4.55 0.000* 8 

3.  I don‟t have any difficulties in asking for a 

manager‟s help.  
2.70 53.96 -3.47 0.000* 6 

4.  I enjoy working under the current management. 2.79 55.84 -2.22 0.014* 5 

5.  I prefer to gain experience from department 

management.  
3.24 64.86 2.62 0.005* 4 

6.  When I commit a mistake I speak frankly with the 

management to learn from my mistakes.  
3.39 67.87 4.87 0.000* 2 

7.  I do not fear disagreements in opinion with 

management.  
3.30 66.04 3.60 0.000* 3 

8.  I accept instructions and criticism from 

management with an open mind. 
3.41 68.19 5.33 0.000* 1 

 All paragraphs of the field 3.01 60.26 0.21 0.417  

* The mean is significantly different from 3 

 

4. Participation in Decision-making 

Table (4.31) shows the following results:  

The mean of paragraph #5 “I have the chance to solve work problems in my 

department” equals 3.43 (68.51%), Test-value = 5.38, and P-value = 0.000 which is 

smaller than the level of significance 0.05  . The sign of the test is positive, so the 

mean of this paragraph is significantly greater than the hypothesized value 3 . it can be  

concluded that the respondents agreed to this paragraph. 

 

The mean of paragraph #6 “Management takes decisions after listening to the opinions 

of others” equals 2.64 (52.84%), Test-value = -3.87, and P-value = 0.000 which is 

smaller than the level of significance 0.05  . The sign of the test is negative, so the 

mean of this paragraph is significantly smaller than the hypothesized value 3 . it can be  

concluded that the respondents disagree to this paragraph.  

 

The mean of the field “Participation in Decision-making” equals 3.11 (62.12%), Test-

value = 1.54, and P-value =0.063 which is greater than the level of significance 

0.05  . The mean of this field is insignificantly different from the hypothesized value 

3. It can be concluded that the respondents (Do not know, neutral)  to field of 

“Participation in Decision-making ". 

 

Participation in decision-making is one of the most important aspects of an effective 

management system because it give a chance to every employee to express his feelings 
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and make suggestions that lead to early detection of work problems and to suitable 

solution which are accepted by everyone in the organization.  

Participant responses indicates that employees working in the ICU are not effectively 

participating in decision-making and this is related to the instability of political and 

economic conditions of our society which decreases the chance for managers and 

employees to adequate time for proper decision-making. In addition, the manager does 

not have the required knowledge, experience, authority and resources to meet the 

employees‟ and patients‟ requirements.  

 
Table (4.31): Means and Test values for “Participation in Decision-making” 
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1.  I have clear responsibilities and practice them 

without any opposition from managers.  
3.35 67.07 4.17 0.000* 2 

2.  Management is ready to discuss any suggestions or 

harassment concerns of the employees.  
2.90 58.00 -1.13 0.129 5 

3.  It is encouraged to learn other skills to increase my 

responsibilities in the department. 
3.03 60.53 0.29 0.386 4 

4.  New tasks are explained professionally and 

suggestions are welcomed to facilitate the 

acceptance of these tasks. 

3.27 65.33 3.18 0.001* 3 

5.  I have the chance to solve work problems in my 

department.  
3.43 68.51 5.38 0.000* 1 

6.  Management takes decisions after listening to the 

opinions of others.  
2.64 52.84 -3.87 0.000* 6 

 All paragraphs of the field 3.11 62.12 1.54 0.063  

* The mean is significantly different from 3 

 

5. Communication among Employees 
Table (4.32) shows the following results:  

The mean of paragraph #1 “There is an exchange of information about patients at 

specific times to suit all crew members working in the department” equals 3.53 

(70.67%), Test-value = 6.96 and P-value = 0.000 which is smaller than the level of 

significance 0.05  .  The sign of the test is positive, so the mean of this paragraph is 

significantly greater than the hypothesized value 3 . it can be  concluded that the 

respondents agreed to this paragraph. 

 

The mean of paragraph #5 “Some employees speak with technical terms that are not 

understandable to others” equals 2.65 (52.93%), Test-value = -4.17, and P-value = 

0.000 which is smaller than the level of significance 0.05  . The sign of the test is 

negative, so the mean of this paragraph is significantly smaller than the hypothesized 

value 3 . it can be  conclude that the respondents disagree to this paragraph.  

 

The mean of the field “Communication among Employees” equals 3.16 (63.23%), Test-

value = 2.86, and P-value=0.002 which is smaller than the level of significance 

0.05  . The sign of the test is positive, so the mean of this field is significantly 

greater than the hypothesized value 3. It can be concluded that the respondents agreed to 

field of “Communication among Employees ". 
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This result indicates that there is an unacceptable level of communication among 

employees working in ICUs as the mean of the field “Communication among 

Employees” equals 3.16 (63.23%), Test-value = 2.86, and P-value=0.002 which is 

smaller than the level of significance 0.05  . It is concluded that employees in ICUs 

do not have an effective communication pattern or clear communication channels to 

promote an effective exchange of information regarding the patients, employees and the 

departments as a whole. In addition, there is a problem with the pattern of 

communication related to the workload, stressful ICU environment and an unacceptable 

level of trust among employees and their managers.  

 

This study is in agreement with the results of the study of Hamdan and Saleem (2012) 

which show a lack of openness in regards to communication amongst patients, nurses 

and physicians at Palestinian public hospitals and this assure the prominence an 

ineffective  communication pattern among employees working at the hospitals of Gaza 

and west bank and it is clear that both areas has the same political and social problem  .  

 
Table (4.32): Means and Test values for “Communication among Employees” 
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1.  There is an exchange of information about patients 

at specific times to suit all crew members working 

in the department. 

3.53 70.67 6.96 0.000* 1 

2.  Employees at the department receive suggestions 

and criticisms with no qualms.  
3.28 65.60 3.59 0.000* 3 

3.  There are formal channels that enables each 

employee to transfer any information or data that 

concerns any employee or patient. 

2.88 57.58 -1.38 0.085 5 

4.  I feel that employees working in the department 

have the ability to listen and concentrate when 

addressing them. 

3.43 68.53 5.06 0.000* 2 

5.  Some employees speak with technical terms that are 

not understandable to others 
2.65 52.93 -4.17 0.000* 6 

6.  There are no difficulties in understanding new rules 

or regulations when published by the management. 
3.20 64.00 2.19 0.015* 4 

 All paragraphs of the field 3.16 63.23 2.86 0.002*  

* The mean is significantly different from 3 
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Section VI 
 

Testing Research Hypothesis  

1- There is a statistical relationship between the commitment to safety by 

management at a significant level of (α = 0.5) and employee attitude toward 

safety culture. 

 

Table (4.33) shows that the correlation coefficient between the commitment to safety  

by management and employee attitude toward safety culture equals .711 and the p-value 

(Sig.) equals 0.000. The p-value (Sig.) is less than 0.05, so the correlation coefficient is 

statistically significant at α = 0.05. It can concluded that there is a significant 

relationship between the commitment to safety by management and employee attitude 

toward safety culture. 

 

This result assures the role of management towards the promotion of safety culture 

where it can maintain a safety environment by adopting goals and objectives concerning 

safety rules and policies. It also assures the availability of trained personnel and 

instruments which provide safety healthcare service for the employees and patients. On 

the other hand, it is also necessary for management personnel to be committed to safety 

measures so that they will be a role-models for other employees.  

 

This study agrees to a certain degree with the study of Moumtzoglou (2009) which 

recommended that nursing management should change management rules and establish 

systems so that nurses can work in a blame-free culture. 

This study is similar to our study as it is applied to medical field and the population of 

the study has  nearly the similar educational level, job description and economic and 

social environment      

 
Table 4.33 Correlation coefficient between the commitment to safety by management and employee 

attitude toward safety culture  

Hypothesis 

Pearson 

Correlation 

Coefficient 

P-Value 

(Sig.) 

There is a statistical relationship between the commitment to 

safety by management at a significant level of (α = 0.5) and 

employee attitude toward safety culture. 

.711 0.000* 

  * Correlation is statistically significant at 0.05 level 

 

 

2- There is a statistical relationship between employee engagement at a 

significant level of (α = 0.5) and employee attitude toward safety culture. 

 

Table (4.34) shows that the correlation coefficient between employee engagement and 

employee attitude toward safety culture equals .782 and the p-value (Sig.) equals 0.000. 

The p-value (Sig.) is less than 0.05, so the correlation coefficient is statistically 

significant at α = 0.05. It can be conclude that there is a significant relationship between 

employee engagement and employee attitude toward safety culture. 

 

This result assures us that there is a critical need for the employees to be engaged in their 

respective departments which results in a willingness to adopt rules, policies and 

decisions concerning the department. In addition, employee engagement helps increase 
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employee satisfaction so the employee has the chance to be creative and innovative.  

(Sakovska, 2012). 

 

Finally, this result stresses the role of human resource managers to have the appropriate 

selection method and the environment that enables the employee to be engaged in his 

department. This study also agrees to a certain degree with Thorp (2012) who indicated 

that there is a positive effect of employee engagement toward patient safety culture. 

Also this study was applied to a medical staff at the tertiary hospital which have the 

similar educational and academic level     

 
Table (4.34) Correlation coefficient between employee engagement and employee attitude toward 

safety culture  

Hypothesis 

Pearson  

Correlation 

Coefficient 

P-Value 

(Sig.) 

There is a statistical relationship between employee 

engagement at a significant level of (α = 0.5) and employee 

attitude toward safety culture. 

.782 0.000* 

* Correlation is statistically significant at 0.05 level 

 

3- There is a statistical relationship between the trust that exists between the 

healthcare provider and the management at a significant level of (α = 0.5) 

and employee attitude toward safety culture. 

 

Table (4.35) shows that the correlation coefficient between the trust that exists between 

the healthcare provider and the management and employee attitude toward safety culture 

equals .675 and the p-value (Sig.) equals 0.000. The p-value (Sig.) is less than 0.05, so 

the correlation coefficient is statistically significant at α = 0.05. It can be concluded that 

there is a significant relationship between the trust that exists between the healthcare 

provider and the management and employee attitude toward safety culture. 

 

Organizations that are recognized as great place to work put great emphasis on the 

quality of relationship between employees and their leaders; between employees and 

their jobs, and among employees. The centrality of these three relationships influence 

employees‟ loyalty, commitment, and willingness to materialize organizational goals 

and priorities. If leaders are seen as transparent, acting according to espoused values, 

and not displaying self-protective motives then they develop trusting relationship with 

their employees which in turn contributes to positive employee work outcomes such as 

work engagement.(Hassan and Ahmed,2011) 

 

This  result shows the importance of trust between management and the employee at the 

ICU and asserts the role of manager to take care of their employees and maintain a safe 

environment to report their  incidents and pay attention to the employee suggestions. It 

also allows for the having of clear rules and regulations to organize the relationship 

among the healthcare team.  

 

This study partly agrees with the study of - Kelly Terrence et al, (2011) which indicated 

that coworker trust and supervisor trust were found to be significantly and directly 

associated with both job satisfaction and safety climate , this study was applied to the 
managers at a Large U.S. Air Carrier  who have the same dangerous situation as 

medical team at the ICUs as their mistakes may be fatal to their customer.   Also this 

result is partly agreed with the Vogus‟ and Sutcliffe‟s study (2012) which indicated that 
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the benefits of safety organizing on reported medication errors were amplified when 

paired with high levels of trust in the manager, and the population of this study  the 

same as the population of our study as they are an employees working at different 

medical department     

 

 

 
Table (4.35) Correlation coefficient between the trust that exists between the healthcare provider and 

the management and employee attitude toward safety culture  

Hypothesis 

Pearson  

Correlation 

Coefficient 

P-Value 

(Sig.) 

There is a statistical relationship between the trust that exists 

between the healthcare provider and the management at a 

significant level of (α = 0.5) and employee attitude toward 

safety culture 

.675 0.000* 

        * Correlation is statistically significant at 0.05 level 

 

4- There is a statistical relationship between participation in the decision-

making at a significant level of (α = 0.5) and employee attitude toward 

safety culture. 

 

Table (4.36) shows that the correlation coefficient between participation in the decision-

making and employee attitude toward safety culture equals .712 and the p-value (Sig.) 

equals 0.000. The p-value (Sig.) is less than 0.05, so the correlation coefficient is 

statistically significant at α = 0.05. it can be concluded that  there is a significant 

relationship between participation in the decision-making and employee attitude toward 

safety culture. 

 

There is an assumption held by many scholars and managers that if employees are 

adequately informed about matters concerning them and are afforded the opportunity to 

make decisions relevant to their work, then there will be a benefits for both the 

organization and the individual as it strengthen employee‟s morale, job satisfaction and 

enhances productive efficiency as well as participation in decision making that  

contributes to greater trust and a sense of control on the part of the employees. Kuyea and  

Sulaimon(2011) 

 

This asserts that the management role in regards to encouraging employee participation 

in decision-making to listen to their comments and suggestions and take them into 

consideration. In addition, as a result of this study, the ideas partly agree with those 

brought up in the study of Widerszal-Bazyl and Warszewska-Makuch (2008) which 

conclude that employee direct participation had a positive influence upon workplace 

safety, even if involvement was not directly related to safety. It also raises positive 

correlation with Wadesango (2012) who concluded that insignificant teacher 

participation in critical school issues resulted in low staff morale and this culminated in 

stressful school governance, and this study was applied to a teachers of secondary 

schools who have the same critical job as our population at the ICUs  Finally,  

Jaafarpour and Khani (2011) which demonstrates the importance of participation in the 

decision-making process among Iranian nurses.  
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Table (4.36) Correlation coefficient between participation in the decision-making and employee 

attitude toward safety culture  

Hypothesis 

Pearson  

Correlation 

Coefficient 

P-Value 

(Sig.) 

There is a statistical relationship between participation in the 

decision-making at a significant level of (α = 0.5) and 

employee attitude toward safety culture 

.712 0.000* 

* Correlation is statistically significant at 0.05 level 

 

 

5- There is a statistical relationship between the good communication among 

healthcare team members at a significant level of (α = 0.5) and employee 

attitude toward safety culture. 

 

Table (4.37) shows that the correlation coefficient between the good communication 

among healthcare team members and employee attitude toward safety culture equals .690 

and the p-value (Sig.) equals 0.000. The p-value (Sig.) is less than 0.05, so the correlation 

coefficient is statistically significant at α = 0.05. it can be  concluded that there is a 

significant relationship between the good communication among healthcare team 

members and employee attitude toward safety culture. 

 

Communication is very important for employees who work in any organization anyplace 

on the earth;  as communication gives a feeling of belonging and sense of partnership 

amongst employees working in the same organization. In addition, when employees feel 

that they have been heard and that they can communicate with their supervisors at 

anytime they feel as part of a group and are more motivated to work. 

 

This result demonstrates that the role of the employee to develop their communication 

skills and the role of the manager to develop an effective communication system with 

clear communication channels, and clear job descriptions partly  agreed with the study 

of – Puntillo, (2006): which showed that increased collaboration and communication 

can result in more appropriate care and increased physician/nurse, patient, and family 

satisfaction. Finally, this result agreed with the study of Al-Ahmadi (2009), which 

showed the importance of good communication amongst the healthcare team in the 

ICU, and both studies was applied to employees working at ICUs   

 
Table (4.37) Correlation coefficient between the good communication among healthcare team 

members and employee attitude toward safety culture  

Hypothesis 

Pearson  

Correlation 

Coefficient 

P-Value 

(Sig.) 

There is a statistical relationship between the good 

communication among healthcare team members at a 

significant level of (α = 0.5) and employee attitude toward 

safety culture 

.690 0.000* 

* Correlation is statistically significant at 0.05 level 

 

 

 

 

 

 

 



89 
 

6- There are significant differences between respondents concerning attitude 

toward safety culture due to personal data results such as: Gender, Age, 

Major, Level of Education Attained, Years of Experience within the ICU, 

The Department You Work in, and Hospital. 

 

- There are significant differences between respondents concerning attitude  

toward safety culture due to Gender 

 

Table(4.38) shows that the p-value (Sig.) is smaller than the level of significance  = 

0.05 for the fields “Safety Climate, Measuring Employee's Attitudes towards Safety 

Culture, Management's Commitment to Safety Culture for Patients and Workers and 

Participation in Decision-making ”, then there is significant difference among the 

respondents regarding to this fields due to Gender. It can be concluded that the 

respondents‟ Gender has significant effect on these fields. Female respondents have 

higher than Male respondents. 

Table (4.38) shows that the p-value (Sig.) is greater than the level of significance  = 

0.05 for the other fields, then there is insignificant difference among the respondents 

regarding to these fields due to Gender. We conclude that the respondents‟ Gender has 

no effect on these fields.  

 

This result indicates that there are significant differences between respondents 

concerning attitudes  towards  safety culture due to gender; female employees have a 

more positive attitude towards safety culture than males and the reason for this is that 

female employees prefer working in closed areas to avoid the public. 

 

In addition, working within a closed unit gives them the same feeling of working inside 

a family, nursery or the NICU; all of which are interesting jobs/locations for females.   

 
Table (4.38): Independent Samples T-test of the fields and their p-values for Gender 

No. Field 
Test 

Value 
Sig. 

Means 

Male Female 

1.  Job Satisfaction -1.720 0.087 3.16 3.36 

2.  Level of Knowledge about Safety Culture -1.665 0.098 3.25 3.42 

3.  Safety Climate -2.550 0.012* 3.10 3.44 

4.  Team Work -1.569 0.119 3.52 3.70 

5.  Work Condition -1.018 0.310 2.88 3.03 

6.  Measuring Employee's Attitudes towards 

Safety Culture 
-2.283 0.024* 3.19 3.42 

7.  Management's Commitment to Safety Culture for 

Patients and Workers 
-1.995 0.048* 2.75 3.02 

8.  Employee Engagement -1.503 0.135 3.40 3.61 

9.  Trust between Employee and Managers -1.434 0.154 2.95 3.14 

10.  Participation in Decision-making -2.039 0.043* 3.01 3.31 

11.  Communication among Employees -1.347 0.180 3.11 3.27 

12.  Measuring Determinants of Safe Culture in 

Intensive Care Units 
-1.925 0.056 3.04 3.26 

 All paragraphs of the questionnaire -2.353 0.020* 3.12 3.36 

* Means differences are significant at  = 0.05 
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7- There are significant differences between respondents concerning attitude 

toward safety culture due to Age. 

 

Table (4.39) shows that the p-value (Sig.) is smaller than the level of significance  = 

0.05 for the field “Communication among Employees”, then this is significant 

difference among the respondents regarding to this field due to Age. We conclude that 

the respondents‟ Age has significant effect on these fields. 30- Less than 40 respondents 

have higher than other Age group. 

 

Table (4.39) shows that the p-value (Sig.) is greater than the level of significance  = 

0.05 for the other fields, then there is insignificant difference among the respondents 

regarding to these fields due to Age. We conclude that the respondents‟ Age has no 

effect on these fields.  

 

Participant response shows that the group aged from "30- Less than 40" have a better 

attitude regarding communication than other age groups. The reason for this that this 

group consists of new employees made up mostly of socially active people. In addition, 

they have the desire to increase their knowledge about the job, the employees and the 

department.  
Table (4.39): ANOVA test of the fields and their p-values for Age 

No. Field 
Test 

Value 
Sig. 

Means 

Less 

than 

30 

30- 

Less 

than 

40 

40 

years 

and 

above 

1.  Job Satisfaction 1.341 0.265 3.15 3.33 3.35 

2.  Level of Knowledge about Safety Culture 1.037 0.357 3.25 3.40 3.38 

3.  Safety Climate 0.432 0.650 3.18 3.32 3.20 

4.  Team Work 1.685 0.189 3.53 3.77 3.52 

5.  Work Condition 1.238 0.293 2.88 3.14 2.87 

6.  Measuring Employee's Attitudes 

towards Safety Culture 
1.453 0.237 3.22 3.41 3.27 

7.  Management's Commitment to Safety 

Culture for Patients and Workers 
1.824 0.165 2.85 3.00 2.61 

8.  Employee Engagement 1.193 0.306 3.47 3.60 3.28 

9.  Trust between Employee and Managers 1.231 0.295 3.03 3.13 2.83 

10.  Participation in Decision-making 1.360 0.260 3.13 3.24 2.89 

11.  Communication among Employees 3.337 0.038* 3.09 3.44 3.08 

12.  Measuring Determinants of Safe Culture 

in Intensive Care Units 
2.058 0.131 3.11 3.28 2.92 

 All paragraphs of the questionnaire 1.556 0.214 3.17 3.35 3.11 

* Means differences are significant at  = 0.05 

 

8- There are significant differences between respondents concerning attitude 

toward safety culture due to Major. 

Table (4.40) shows that the p-value (Sig.) is smaller than the level of significance  = 

0.05 for the field “Communication among Employees”, then this is significant 

difference among the respondents regarding to this field due to Major. We conclude that 

the respondents‟ Major has significant effect on these fields. Physician respondents 

have higher than Nursing respondents. 

 

Table (4.40) shows that the p-value (Sig.) is greater than the level of significance  = 

0.05 for the other fields, then there is insignificant difference among the respondents 
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regarding to these fields due to Major. We conclude that the respondents‟ Major has no 

effect on these fields.  

 

This result indicates that there are significant differences between respondents 

concerning communication among employees due to major and the physicians 

responded better than nurses towards communication among the healthcare team inside 

the ICU. This result partially agrees with the study of. Mills et al, (2008) which shows 

that  surgeons perceive stronger organizational culture of safety, better communication, 

and better teamwork than either nurses or anesthesiologists. The reason for this is that 

physicians are more socially active than nurses because they have the responsibility to 

communicate with the public about the patient's condition, the department‟s condition 

and the equipment and medicine of the department. They also spend more years 

studying than nurses and have more knowledge about other  foreign cultures.    

 

 

 

 

 

 
Table (4.40): Independent Samples T-test of the fields and their p-values for Major 

No. Field 
Test 

Value 
Sig. 

Means 

Physician Nursing 

1.  Job Satisfaction 0.168 0.867 3.24 3.21 

2.  Level of Knowledge about Safety Culture 1.447 0.150 3.40 3.25 

3.  Safety Climate 0.236 0.814 3.23 3.20 

4.  Team Work 0.831 0.408 3.64 3.54 

5.  Work Condition 0.674 0.501 3.00 2.90 

6.  Measuring Employee's Attitudes towards 

Safety Culture 
0.786 0.433 3.32 3.24 

7.  Management's Commitment to Safety Culture for 

Patients and Workers 
0.606 0.546 2.89 2.81 

8.  Employee Engagement 0.117 0.907 3.48 3.46 

9.  Trust between Employee and Managers 0.185 0.853 3.03 3.01 

10.  Participation in Decision-making 0.182 0.856 3.13 3.10 

11.  Communication among Employees 1.994 0.048* 3.32 3.08 

12.  Measuring Determinants of Safe Culture in 

Intensive Care Units 
0.638 0.524 3.16 3.09 

 All paragraphs of the questionnaire 0.686 0.494 3.25 3.17 

* Means differences are significant at  = 0.05 

 

9- There are significant differences between respondents concerning attitude 

toward safety culture due to Level of Education Attained. 

 

Table (4.41) shows that the p-value (Sig.) is greater than the level of significance  

= 0.05 for each field, then there is insignificant difference in respondents' answers 

toward each field due to Level of Education Attained. It can be conclude that the 

characteristic of the respondents Level of Education Attained has no effect on each 

field. 

 

The educational level attained by each individual has to change the job description 

and give the employee more responsibility and accountability. However, it can be 

concluded that employees in the ICU with different educational level have the same 

job description and practice the same skills even though they participate in the 
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decision-making process at the same level which makes them have similar attitudes 

toward safety culture. The only thing in which some employees differ on in regards 

to educational level attained is financial compensation; the result of this study shows 

that the participant has a negative response to financial compensation which assures 

that employees with different levels of education have the same unaccepted levels of 

attitude toward safety culture.     

 
Table (4.41): ANOVA test of the fields and their p-values for Level of Education Attained 

No. Field 
Test 

Value 
Sig. 

Means 

Diploma 
Bachelor's 

Degree 

High 

study 

1.  Job Satisfaction 2.227 0.111 3.38 3.13 3.39 

2.  Level of Knowledge about Safety 

Culture 
0.988 0.375 3.34 3.26 3.46 

3.  Safety Climate 0.193 0.825 3.27 3.18 3.25 

4.  Team Work 0.752 0.473 3.46 3.61 3.63 

5.  Work Condition 0.140 0.870 2.90 2.93 3.02 

6.  Measuring Employee's Attitudes 

towards Safety Culture 
0.383 0.682 3.29 3.24 3.37 

7.  Management's Commitment to Safety 

Culture for Patients and Workers 
0.086 0.918 2.88 2.82 2.86 

8.  Employee Engagement 0.484 0.617 3.45 3.43 3.63 

9.  Trust between Employee and Managers 0.640 0.529 3.10 3.01 2.86 

10.  Participation in Decision-making 0.069 0.933 3.15 3.09 3.09 

11.  Communication among Employees 1.554 0.215 3.11 3.13 3.42 

12.  Measuring Determinants of Safe 

Culture in Intensive Care Units 
0.102 0.903 3.13 3.09 3.15 

 All paragraphs of the questionnaire 0.247 0.781 3.23 3.17 3.27 

 

10- There are significant differences between respondents concerning attitude 

toward safety culture due to Years of Experience within the ICU. 

 

Table (4.42) shows that the p-value (Sig.) is smaller than the level of significance  = 

0.05 for the fields “Level of Knowledge about Safety Culture, Measuring Employee's 

Attitudes towards Safety Culture, Employee Engagement, Trust between Employee and 

Managers, Communication among Employees and Measuring Determinants of Safe 

Culture in Intensive Care Units”, then there is significant difference among the 

respondents regarding to this fields due to Years of Experience within the ICU. It can be  

conclude that the respondents‟ Years of Experience within the ICU has significant 

effect on these fields. 5 – Less than 10 year respondents have higher than other Years of 

Experience within the ICU group. 

 

Table (4.42) shows that the p-value (Sig.) is greater than the level of significance  = 

0.05 for the other fields, then there is insignificant difference among the respondents 

regarding to these fields due to Years of Experience within the ICU. It can be  

concluded that the respondents‟ Years of Experience within the ICU has no effect on 

these fields.  

 

This result indicates that there are significant differences between respondents 

concerning attitudes towards safety culture due to years of experience within the ICU. 

The result shows that employees who have an experiance of 5 years to less than 10 

years have better attitudes toward safety culture than other groups and the reason for 

this is that during the first years of experience, the employee begins to collect 
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information about the healthcare team in order to know more about the department‟s 

condition. In addition, he may involuntary come to this department and search for 

another department. 

 

Those with 5 to 10 years of experience become accustomed to this department and enter 

in a stage of acceptance to work and other employees who want to leave find a chance 

to leave. In addition, this group consists of mostly young people and as such has the 

ability to overcome any problems inside the department as they try to develop 

themselves.   

 

Employees who have more than 10 years of experience are searching for incentives, 

development, commonly criticize managers and always make suggestions. 

 

 
Table (4.42)  :ANOVA test of the fields and their p-values for Years of Experience within the ICU 

No. Field 
Test 

Value 
Sig. 

Means 

Less 

than 5 

year 

5 – 

Less 

than 

10 

year 

10 

years 

and 

more 

1.  Job Satisfaction 2.175 0.117 3.12 3.39 3.28 

2.  Level of Knowledge about Safety Culture 4.443 0.013* 3.18 3.52 3.34 

3.  Safety Climate 1.891 0.154 3.13 3.41 3.17 

4.  Team Work 2.935 0.056 3.49 3.80 3.52 

5.  Work Condition 2.116 0.124 2.84 3.17 2.88 

6.  Measuring Employee's Attitudes 

towards Safety Culture 
3.973 0.021* 3.17 3.48 3.25 

7.  Management's Commitment to Safety 

Culture for Patients and Workers 
2.012 0.137 2.79 3.04 2.70 

8.  Employee Engagement 4.047 0.019* 3.40 3.77 3.27 

9.  Trust between Employee and Managers 4.512 0.013* 2.94 3.32 2.83 

10.  Participation in Decision-making 2.897 0.058 3.07 3.36 2.90 

11.  Communication among Employees 3.902 0.022* 3.05 3.42 3.14 

12.  Measuring Determinants of Safe Culture 

in Intensive Care Units 
4.588 0.012* 3.04 3.38 2.95 

 All paragraphs of the questionnaire 4.363 0.014* 3.12 3.43 3.11 

* Means differences are significant at  = 0.05 

 

11- There are significant differences between respondents concerning attitude 

toward safety culture due to Department You Work in. 

 

Table (4.43) shows that the p-value (Sig.) is greater than the level of significance  

= 0.05 for each field, then there is insignificant difference in respondents' answers 

toward each field due to" department you work in". It can be concluded that the 

characteristic of the respondents" Department You Work in" has no effect on each 

field. 

 

This result indicates that employees who work in the ICU have the same attitude 

towards safety but the problem they face comes from other factors outside of the 

unit such as: the type of patient admitted to the unit, the resources available to the 

unit and the hospital to which the unit is followed as we will see later. 
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Table (4.43): ANOVA test of the fields and their p-values for Department You Work in 

No. Field 
Test 

Value 
Sig. 

Means 

Neonatal 

Intensive 

care 

Child 

Intensive 

Care 

Adult 

Intensive 

Care 

1.  Job Satisfaction 2.352 0.099 3.13 3.42 3.23 

2.  Level of Knowledge about Safety 

Culture 
0.792 0.455 3.30 3.38 3.20 

3.  Safety Climate 1.471 0.233 3.12 3.36 3.27 

4.  Team Work 1.355 0.261 3.50 3.70 3.64 

5.  Work Condition 1.552 0.215 2.88 3.13 2.82 

6.  Measuring Employee's Attitudes 

towards Safety Culture 
1.799 0.169 3.21 3.41 3.24 

7.  Management's Commitment to Safety 

Culture for Patients and Workers 
0.678 0.509 2.89 2.84 2.69 

8.  Employee Engagement 1.311 0.273 3.40 3.64 3.41 

9.  Trust between Employee and Managers 1.062 0.349 3.04 3.09 2.84 

10.  Participation in Decision-making 1.056 0.350 3.16 3.15 2.91 

11.  Communication among Employees 0.248 0.781 3.13 3.18 3.23 

12.  Measuring Determinants of Safe 

Culture in Intensive Care Units 
0.584 0.559 3.12 3.17 3.00 

 All paragraphs of the questionnaire 0.969 0.382 3.17 3.30 3.13 

 

 

 

12- There are significant differences between respondents concerning attitude 

toward safety culture due to Hospital. 

 

Table (4.44)   shows that the p-value (Sig.) is smaller than the level of significance  = 

0.05 for the fields “Level of Knowledge about Safety Culture, Team Work, Work 

Condition, Measuring Employee's Attitudes towards Safety Culture, Employee 

Engagement, Participation in Decision-making, Communication among Employees and 

Measuring Determinants of Safe Culture in Intensive Care Units”, then there is 

significant difference among the respondents regarding to this fields due to Hospital. 

We conclude that the respondents‟ Hospital has significant effect on these fields. Al 

Nasir Hospital respondents have higher than other Hospital group. 

 

Table (4.44) shows that the p-value (Sig.) is greater than the level of significance  = 

0.05 for the other fields, then there is insignificant difference among the respondents 

regarding to these fields due to Hospital. We conclude that the respondents‟ Hospital 

has no effect on these fields.  

 

The result shows that there are significant differences between respondents concerning 

attitudes towards safety culture due to the hospital. This result agrees to a certain degree 

with the result of Raftopoulos, Pavlakis (2012) which examined five ICUs in different 

hospitals and the results show the difference of employee attitudes toward safety culture 

among the units. 

 

The employees of Al Rantisi hospital have a slightly more positive attitude toward 

safety culture than Al Nasser and Al Dora hospital but there is a big difference in 

comparison with Al Shiffa hospital. The reason for this is that with Al Rantisi hospital 

the intensive care units are specialized for children from the hospital only, there are also 
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a small number of beds, the nature of patients they deal with (a seriously and chronic ill 

patient) also have special care from the healthcare team, the management, the ministry 

of health and the public at large. 

 

In addition, Al Nasser and Al Dora hospital are specialized pediatric hospitals which 

have a small number of beds in comparison with Al Shiffa hospital. On the other hand, 

the intensive care units at Al Shiffa hospital have a large numbers of patients and it is 

considered a referral place for all hospitals in Gaza city; sometimes they have admitted 

cases from outside Gaza City. In addition, this hospital is ready to accept any employee 

due to the continuous shortage of manpower in comparison with other hospitals 

examined in the sample.  

 

 

 

 

 
Table (4.44): ANOVA test of the fields and their p-values for Hospital 

No. Field 
Test 

Value 
Sig. 

Means 

Al Shifa 

Hospital 

Al Nasir 

Hospital 

Al 

Dorrah 

Hospital 

Al 

Rantisi 

Hospital 

1.  Job Satisfaction 1.447 0.232 3.10 3.29 3.17 3.45 

2.  Level of Knowledge about Safety 

Culture 
4.561 0.004* 3.11 3.43 3.23 3.55 

3.  Safety Climate 2.108 0.102 3.06 3.23 3.45 3.52 

4.  Team Work 4.231 0.007* 3.38 3.70 4.02 3.62 

5.  Work Condition 5.087 0.002* 2.65 3.09 2.96 3.36 

6.  Measuring Employee's Attitudes 

towards Safety Culture 
4.955 0.003* 3.07 3.39 3.35 3.51 

7.  Management's Commitment to 

Safety Culture for Patients and 

Workers 

2.419 0.069 2.67 3.03 2.85 2.74 

8.  Employee Engagement 3.107 0.028* 3.23 3.60 3.72 3.67 

9.  Trust between Employee and 

Managers 
1.636 0.184 2.86 3.15 3.18 2.99 

10.  Participation in Decision-making 4.691 0.004* 2.83 3.37 3.33 3.07 

11.  Communication among Employees 3.238 0.024* 2.96 3.32 3.30 3.26 

12.  Measuring Determinants of Safe 

Culture in Intensive Care Units 
3.628 0.015* 2.91 3.29 3.26 3.14 

 All paragraphs of the 

questionnaire 
4.584 0.004* 2.99 3.35 3.29 3.33 

* Means differences are significant at  = 0.05 
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5-1 Introduction  
This chapter provides a summary of the most important findings of the research, some 

recommendations in light of these findings with hope that the research achieved its 

purpose in assessing employee attitudes toward safety culture in ICUs of the 

governmental hospitals of Gaza City and in identifying some determinants of safety 

culture.  

 

5-2 Research Findings  

First Part: Employee Attitude toward Safety Culture  

1. Employees working in ICUs in hospital of Gaza City have a mildly positive 

attitude towards safety culture as participant respondents shows a low level of 

job satisfaction ,low level of knowledge about safety culture , a mildly positive 

attitude towards safety climate, unaccepted  team work climate and unaccepted 

working condition  

2. They have a low level of job satisfaction as the participant respondents shows un 

acceptable salary also an acceptable financial incentives    

3. There is unacceptable team work among ICU healthcare providers  

4. The employees do not have the required  knowledge regarding safety culture as 

participant respondents shows the absence of training courses also the 

unavailability of any protocols directing the employee behavior toward safety 

measures  

5. The employees have a mildly positive attitude towards the safety climate of the 

ICU as the  participant respondents shows the absence of the environment which 

encourage incident reporting also professional treatment of incident reporting 

and the mutual trust among  managers and there employee   

6. Unacceptable working conditions in the ICUs of governmental hospitals of Gaza 

city as the participant respondents shows that employee considers their 

managers as an obstacles in their way not as facilitator also the obstacles and 

difficulties to take annual leave , sick leave or to go abroad for any reason  

 

Second Part: Determinants of Safety Culture   

1. There is a statistical relationship between the commitment to safety by 

management at a significant level of (α = 0.05) and employee attitudes toward 

safety culture  

2. There is a statistical relationship between employee engagement at a significant 

level of (α = 0.05) and employee attitudes toward safety culture 

3. There is a statistical relationship between the trust that exists between the 

healthcare provider and the management at a significant level of (α = 0.05) and 

employee attitudes toward safety culture  

4. There is a statistical relationship between participation in the decision-making 

process at a significant level of (α = 0.05) and employee attitudes toward safety 

culture  

5. There is a statistical relationship between good communication among 

healthcare team members at a significant level of (α = 0.05) and employee 

attitudes toward safety culture 
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Third Part: The Difference in Response to the Safety Culture Dimension among 

Employees in ICUs  

1. There are significant differences between respondents concerning attitudes 

toward safety culture due to gender in which the female employees have a more 

positive attitude toward safety culture as they feel working inside a closed unit is 

more safe and they deal with the team as a family   

2. There are significant differences between respondents concerning 

communication among employees due to age. The age group of "30-Less than 

40" has a better attitude about communication than other age groups as this age 

group consist of the newly employed personnel who have a good orientation 

about the nature of the department and the health team ,also this age group enter 

in the stage of acceptance for working in this department  

3. There are significant differences between respondents concerning 

communication among employees due to major problems. However, the 

physicians responded better than nurses toward communication among the 

healthcare team inside the ICU as they have more academic study years also 

they are more oriented about variety of foreign cultures . 

4. There are significant differences between respondents concerning attitudes 

toward safety culture due to years of experience within the ICU. In addition, the 

result shows that employees who have from 5 to less than 10 years of experience 

have a better attitude toward safety culture. 

5. There are insignificant differences between respondents concerning attitudes 

toward safety culture due to the department they work in.  

6. There are insignificant differences between respondents concerning attitudes 

toward safety culture due to the level of education. 

7. There are significant differences between respondents concerning attitudes 

toward safety culture due to hospitals. 

 

5-3 Recommendation:  

At the end of this study and after discussion of the previous results the researcher puts 

forth the following recommendations 

First: Recommendation Regarding Employees Attitude towards Safety Culture 
1.  Adoption of goals and objectives regarding safety culture by medical and 

nursing managers at health institutions as participant respondents shows the 

absence of adoption of these goals and objective among health team managers.   

2. paying attention to the selection and recruitment process of the healthcare team 

working in the ICU as the employee who work at the ICU should have a special 

characteristics enable him to deal with the ICU patient at required level.  

3. There needs to be a needs assessment process for the ICU team regarding their 

job satisfaction along with proper follow up as the participant respondents shows 

low level of job satisfaction and they complaint of some problems especially 

financial incentives  .   

4. There needs to be a specialized training course targeting nurses and physicians 

of the ICU to improve their knowledge about safety as participant respondents 

shows the absence of training courses .  

5. paying attention to financial incentives which have a unique effect on the 

employees of the ICU. 

6. maintaining  a proper environment which makes employees express their 

feelings, participate in decision-making and make comments and suggestions 

regarding problems concerning them and their patients.  
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Second Part: Recommendation Regarding Determinant of Safety Culture   

1. showing  more commitment concerning safety culture by managers as the 

unique effect of them on the employee performance. 

2. specialized training courses that improve the employees communication skills. 

3. Effective and clear job description and a communication channel that promotes a 

good communication pattern.  

4. Recreational activity for the employee and their families which have a great 

effect on employee physical, social and emotional status .   

5. Maintaining a creative, innovative environment to make the ICU team be more 

engaged and be more loyal to their department.  

6. paying attention to the employees‟ trust toward their managers and try to 

improve it as it is difficult to practice medical job in a climate characterized by 

distrust among health member  . 

7. encouraging  the employees to express their feeling towards their managers 

which promote a mutual trust among them and decrease the stress also  promote 

good communication pattern  .  

8. encouraging  the employees to make comments and suggestions regarding rules 

and policies inside the department.  

 

Third Part: Recommendation Regarding the Difference in Response to Safety 

Culture Dimension among Employee at the ICU  

1. paying special attention to male employees to improve their attitude towards 

safety culture.  

2. Paying special attention to the age group who are over 40 years old to determine 

their needs and improve their communication skills.  

3. Paying special attention to the nursing staff to determine their needs and 

improve their communication skills. 

4.  Paying special attention to the ICUs  employees in Al Shiffa hospital to 

determine there  needs to create a more positive attitude towards safety culture 

like the colleges at other hospitals.  

5-4 Recommendation for Future Studies: 

After the discussion of the results of this study, the researcher recommends that more 

studies in these fields take place for example: 

1. Assessment of safety culture at the various medical departments at the 

governmental and non-governmental institutions. 

2. Assessment of patient safety culture at the various medical departments at the 

governmental and non-governmental institutions. 

3. Determinant of the factors which affect safety culture among employees at the 

various medical departments at the governmental and non-governmental 

institutions. 

4. Studying the nature of medical error (incidence, prevalence, incident reporting) 

and following up for the consequences of these errors at the governmental and 

non-governmental institutions . 

5. Assessment of the relationship among employees and managers and factors 

affecting these relationships at governmental and non-governmental institution .   

6. Assessments of the internal and external environment that affect medical 

practice at governmental and non-governmental institutions. 

7. Assessing the communication system inside and outside healthcare institutions 

and factors affecting the effectiveness of the communication pattern at various 

departments in the governmental and non-governmental hospital       
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Annex 2 

Request for Questionnaire Assessment 

 

 

 اٌغبِؼخ الإعلا١ِخ                                                                                 

 اٌذساعبد اٌؼ١ٍب 

 و١ٍخ اٌزغبسح 

 

 اٌشؽّٓ اٌشؽ١ُثغُ الله 

 --------------------انذكتىر انفاضم   

 

 اٌغلاَ ػ١ٍىُ ٚسؽّخ الله ٚثشوبرٗ

 ثؼٕٛاْ  خ٠مَٛ اٌجبؽش ثئعشاء دساع

  Enforcing Safety Culture in Intensive Care Units in The  Hospitals of Gaza City  

  لبَ اٌجبؽش ثزـ٠ٛش اعزج١بْ ٌم١بطٌزا  إداسح اٌّٛاسد اٌجشش٠خ   ٚرٌه ٌٍؾظٛي ػٍٝ دسعخ اٌّبعغز١ش فٟ 

The employee attitude toward safety culture at their department and  other factors 

that can be determinants of safety culture at intensive care units   

ٜ ٌزا أسعٛ اٌزىشَ ثئثذاء سأ٠ىُ اٌغذ٠ذ ِٚمزشؽبرىُ ثشؤْ فمشاد الاعزج١بْ ف١ّب إرا وبْ طبٌؾًب أٚ غ١ش طبٌؼ، ِٚذ

أزّبء وً فمشح ٌٍّغبي اٌّؾذد ٌٙب، ٚثٕبئٙب اٌٍغٛٞ، ٚأ٠خ الزشاؽبد أٚ رؼذ٠لاد رشٚٔٙب ِٕبعجخ ٌزؾم١ك ٘ذف اٌذساعخ 

ًّب ثؤْ ثذائً الإعبثخ ػٍٝ اٌفمشاد ٟ٘: )أٚافك ثشذح، أٚافك/لا أٚافك/ لا أٚافك ثشذح(.   اٌؾب١ٌخ ػٍ

 
 ِغ خبٌض اٌشىش ٚاٌزمذ٠ش 

 شوبرٗ. ٚاٌغلاَ ػ١ٍىُ ٚسؽّخ الله ٚث

 

 ؽّٛدح اٌجبؽش :أؽّذ                                         

 البحث فرضيات و مشكلة مرفق
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Annex 3 

 

Questionnaire in Arabic 

 

Islamic University - Gaza 

Dean of Postgraduate Studies 

Faculty of Commerce 

Business Administration 

 

 

 اٌغلاَ ػ١ٍىُ ٚسؽّخ الله ٚثشوبرٗ... ----------------اٌؼٕب٠خ اٌّشوضحالأؿ/د اٌفبػً/ح فٟ لغُ 

 

ثئػذاد دساعخ ثؼٕٛاْ: "رؼض٠ض صمبفخ اٌؼًّ ثؤِبْ فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح فٟ أؽّذ عٍّٝ ؽّٛدح  ٠مَٛ اٌجبؽش 

اٌجشش٠خ ثبٌغبِؼخ  ّذ٠ٕخ غضح " ٚرٌه اعزىّبلًا ١ًٌٕ دسعخ اٌّبعغز١ش فٟ إداسح اٌّٛاسداٌؾى١ِٛخ ث ّغزشف١بد اٌ

اٌّشفمخ ٚاٌزٟ رٙذف إٌٝ اٌزؼشف ػٍٝ ِذٜ ِّبسعخ أفشاد اٌـبلُ اٌؼبًِ  الاعزجبٔخالإعلا١ِخ. ٌم١بط رٌه أػذ اٌجبؽش 

فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح ٌٍّٙٓ اٌظؾ١خ اٌّخزٍفخ )ؿج١ت، ِّشع، فٕٟ( فٟ ث١ئخ ػًّ رزّزغ ثضمبفخ إِٓخ رؼًّ ػٍٝ 

 رؼّٓ علاِخ ِمذَ اٌخذِخ اٌظؾ١خ ِٚش٠غ اٌؼٕب٠خ اٌّشوضح.ِّبسعخ اٌّٙٓ اٌـج١خ ثـش٠مخ 

ػٍّبً ثؤْ الإعبثبد عٛف  أؽ١ـىٌُىُ ٌّب رجزٌٛٔٗ ِٓ عٙذ ٌخذِخ اٌّشػٝ ١ٌلًا ٚٔٙبساً، ٚأٚد أْ  ٚاٌزمذ٠ش اٌزؾ١خوً 

ؤْ ، ػٍّبً ثِٚٛػٛػ١خرىْٛ لأغشاع اٌجؾش اٌؼٍّٟ فمؾ، ٌزٌه فؤسعٛ ِٕىُ الإعبثخ ػٍٝ وبفخ الأعئٍخ ثظشاؽخ 

 .اٌفٍغـ١ٕٟٔزبئظ ٘زٖ اٌذساعخ عٛف رىْٛ ٌظبٌؼ اٌّغزّغ 

 

 ٚرفؼٍٛا ثمجٛي فبئك الاؽزشاَ ٚاٌزمذ٠ش،،

 انجزء الأول: انبُاَاث انشخصُت:

 ( أِبَ اٌخ١بس إٌّبعت:(اٌشعبء ٚػغ إشبسح 

  أٔضٝ□  روش□  انجُش

 انعًز
 عٕخ 50إٌٝ ألً ِٓ  -40□  عٕخ 40إٌٝ ألً ِٓ -30□  عٕخ 30ألً ِٓ □ 

   عٕخ فؤوضش 50□ 

  ِّشع□  ؿج١ت□  انتخصص

 دساعبد ػ١ٍب )ِبعغز١ش،دوزٛساٖ(□ ثىبٌٛس٠ٛط□  دثٍَٛ□  انًؤهم انعهًٍ

صُىاث انخبزة فٍ انعًم 

 داخم أقضاو انعُاَت انًزكزة

 عٕٛاد 5ألً ِٓ □ 

 عٕخ فؤوضش 15□ 

 عٕخ 15إٌٝ ألً ِٓ  -10□  عٕٛاد 10إٌٝ ألً ِٓ -5□ 

 اٌؼٕب٠خ اٌّشوضح ٌٍىجبس□  اٌؼٕب٠خ اٌّشوضح ٌلأؿفبي□  (nicu)اٌؼٕب٠خ اٌّشوضح ٌٍخذط □  تعًم فُهانقضى انذٌ 

 انًضتشفً
 ِغزشفٝ اٌذسح□  ِغزشفٝ إٌظش ٌلأؿفبي□  ِغزشفٝ اٌشفبء□ 

   ِغزشفٝ د. ػجذ اٌؼض٠ض اٌشٔز١غٟ□ 
 

 انعُاَت انًزكزة وَتكىٌ يٍ صتت يحاور )انزضاانجزء انثاٍَ: قُاس تىجه انًىظفٍُ َحى انثقافت اِيُت فٍ قضى 

, انًُاخ اِيٍ, الاعتزاف بىجىد ضغىطاث َفضُت, يُاخ انعًم انعًم بأياٌ ثقافت يضتىي انًعزفت بانىظُفٍ, 

 انجًاعٍ, ظزوف انعًم (

 أِبَ اٌخ١بس إٌّبعت اٌشعبء ٚػغ ػلاِخ 

 اٌشػب اٌٛظ١فٟ أٚلا
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      أٔب فخٛس ثبٌؼًّ فٟ ٘زا اٌمغُ  -1

      أػزجش ٚظ١فزٟ ِٓ إٌٛع اٌزٞ ٠غشٟٔ  -2

      أشؼش أْ ٚظ١فزٟ ِٕبعجخ ٌٟ أوضش ِٓ غ١ش٘ب  -3

      لا أػغؾ ػٍٝ ٔفغٟ ٌٍز٘بة إٌٝ اٌؼًّ  -4

      خٛظ١ف٘زٖ اٌؽممذ أٍِٟ لإٟٔٔ ؽظٍذ ػٍٝ   -5

      أرمبػبٖ  اٌزٞ اٌشارت ػٓ ثبٌشػب أشؼش  -6
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      اٌزٟ أرمبػب٘ب اٌّىبفآد ػٓ ثبٌشػب أشؼش -7

   ثؤِبِْغزٜٛ اٌّؼشفخ ثضمبفخ اٌؼًّ  صب١ٔبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      أعزـ١غ اٌزؼبًِ ِغ الأخـبء اٌـج١خ ثشىً ِٕٟٙ -1

2- 
اٌؾذ الأػٍٝ ٌغبػبد اٌؼًّ ا١ٌِٟٛ  اٌزٟ لا رشىً خـشا ػٍٝ  ػشفأ

 علاِزٟ  

     

      أػشف ػذد إٌّبٚثبد اٌشٙش٠خ اٌزٟ لا رشىً خـشا ػٍٝ علاِزٟ  -3

      أرٍمٝ اٌّؼٍِٛبد اٌخبطخ ثبلأِبْ ٚاٌغلاِخ ثشىً دٚسٞ  -4

5- 
ؽظٍذ ػٍٝ دٚساد رذس٠ج١خ ِزخظظخ فٟ اٌؾفبف ػٍٝ علاِزٟ 

 أصٕبء اٌزؼبًِ ِغ اٌّشػٝ 

     

6- 
اٌذ١ًٌ الإسشبدٞ ٌى١ف١خ رمذ٠ُ اٌخذِخ اٌـج١خ ٌّش٠غ اٌؼٕب٠خ اٌّشوضح 

 ِزٛفش فٟ أٞ ٚلذ 

     

      خلاي اٌؼبَ  إٌّّٛؽخ ٌٟ  اٌغ٠ٕٛخ الإعبصادأػشف ػذد أ٠بَ  -7

      خلاي اٌؼبَ إٌّّٛؽخ ٌٟ  الإعبصاد اٌّشػ١خأػشف ػذد أ٠بَ  -8

      أػشف ػذد أ٠بَ اٌـٛاسا إٌّّٛؽخ ٌٟ خلاي اٌؼبَ  -9

      أػشف اٌٛطف اٌٛظ١فٟ ٌٟ  -10

 إٌّبؿ ا٢ِٓ صبٌضبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

1-  
أػٍُ اٌـشق اٌشع١ّخ ٌلاعزفغبس ػٓ اٌّؼٍِٛبد ٚالإعشاءاد اٌخبطخ 

 ثغلاِخ اٌؼب١ٍِٓ فٟ اٌمغُ 

     

2-  
أعذ اٌزشغ١غ ِٓ صِلائٟ ػٍٝ رج١ٍغ الإداسح ثؤٞ ؽذس أٚ خـؤ ٠زؼٍك 

 فٟ اٌمغُ ثغلاِخ اٌؼب١ٍِٓ 

     

      ثشىً ِٕٟٙ داخً اٌمغُ ٠زُ اٌزؼبًِ ِغ الأخـبء اٌـج١خ  -3

      ٠ٍزضَ اٌؼبٍِْٛ فٟ اٌمغُ  ثبٌغ١بعبد ٚاٌمٛا١ٔٓ  اٌخبطخ ثغلاِزُٙ   -4

      اٌضمبفخ اٌغبئذح فٟ اٌمغُ رشغغ اٌفشد أْ ٠زؼٍُ ِٓ أخـبئٗ   -5

      لا ٠ٛعذ طؼٛثخ فٟ ِٕبلشخ الأخـبء اٌـج١خ داخً اٌمغُ    -6

 ِٕبؿ اٌؼًّ اٌغّبػٟ خبِغب
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

1-  
اٌزفبُ٘ ػٍٝ آ١ٌبد ػًّ اٌفش٠ك لجً ثذا٠خ فزشٖ اٌؼًّ )إٌّبٚثخ( ُِٙ 

 ٌغلاِخ اٌّشػٝ ٚاٌؼب١ٍِٓ  

     

2-  
ِٓ اٌغًٙ ػٍٝ أٞ فشد ِٓ أػؼبء اٌفش٠ك أْ ٠غؤي ػٓ أٞ ِؼٍِٛخ 

 لا ٠ؼشفٙب أصٕبء اٌؼًّ 

     

      أٔب ساع ػٓ اٌزؼبْٚ اٌغبئذ ث١ٓ أفشاد اٌـبلُ اٌؼبًِ فٟ اٌمغُ   -3

      أعذ اٌذػُ اٌىبفٟ ِٓ أفشاد اٌفش٠ك ٌٍؾفبف ػٍٝ علاِخ اٌّش٠غ  -4

      ع١ّغ أفشاد اٌـبلُ اٌؼبًِ ٠شبسوْٛ فٟ طٕغ اٌمشاس أصٕبء فزشٖ اٌؼًّ   -5

      اٌّمجٍخ ثشىً ع١ذ٠زُ رغ١ٍُ الأؽذاس اٌّّٙخ خلاي اٌفزشح ٌـبلُ اٌفزشح   -6

      ١ِّضح ٠ؼًّ الأؿجبء ٚاٌّّشػْٛ وفش٠ك ِٕظُ ِٚزؼبْٚ ٌزمذ٠ُ خذِٗ  -7

      ث١ٓ أفشاد اٌفش٠ك رؾً ثشىً ِلائُ ٠شػٟ اٌغ١ّغ  ا١ٌّٕٙخ اٌخلافبد  -8

9-  
أعزـ١غ اٌؾذ٠ش ػٓ أٞ خـؤ ؿجٟ أسرىجٗ أصٕبء رمذ٠ُ اٌخذِخ اٌظؾ١خ  

 ٌٍّش٠غ

     

10-  
اٌزٟ رؾذس ِغ  ا١ٌّٕٙخ  الإفظبػ ػٓ اٌخلافبدلا أعذ طؼٛثخ فٟ 

 أفشاد اٌّٙٓ اٌـج١خ الأخشٜ

     

 ظشٚف اٌؼًّ عبدعب
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

1-  
 اٌّؼٍِٛبد اٌّزؼٍمخ ثبٌمشاساد اٌزٟ رخض اٌؼًّ ِزٛفشح ٌٟ ثشىً

 سٚر١ٕٟ

     

      وذاػُ ٌٟ فٟ اٌؼًّ ١ٌٚظ وؼبئك أِبِٟ  الإداسح أٔظش إٌٝ    -2

      ٘زا اٌمغُ ٠زؼبًِ ثشىً ا٠غبثٟ ِغ اٌّشىلاد اٌّزؼٍمخ ثبٌؼب١ٍِٓ  -3
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      ٠ٛعذ ٌٛائؼ ٚلٛا١ٔٓ ٚاػؾخ رٕظُ اٌؼًّ داخً اٌمغُ  -4

      ٠زُ ِشاػبح اٌظشٚف اٌظؾ١خ ٚالاعزّبػ١خ ٌٍؼب١ٍِٓ فٟ اٌمغُ   -5

      رؼـٝ الإعبصاد اٌغ٠ٕٛخ ؽغت سغجخ اٌؼب١ٍِٓ فٟ اٌمغُ   -6

      الإعبصح اٌّشػ١خ رؼـٝ ٌٍؼب١ٍِٓ ثذْٚ ِؼ١مبد إداس٠خ   -7

      أخزبس أٚلبد اٌذٚاَ اٌزٟ رٕبعت أفشاد أعشرٟ   -8

      لا ٠ٛعذ ِؼ١مبد إداس٠خ فٟ ؿٍت الإعبصح اٌخبسع١خ   -9

 انجزء انثانث: قُاس انعىايم انتٍ  َفتزض انباحث أَها أحذ يحذداث انثقافت اِيُت فٍ أقضاو انعُاَت انًزكزة 

 اٌزضاَ الإداسح ثضمبفخ الأِبْ ٚاٌغلاِخ ٌٍّشػٝ ٌٍٚؼب١ٍِٓ أٚلا
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      ٚعلاِخ اٌّشػٝ أرّزغ ثبٌٛلذ اٌىبفٟ ٌٍؼًّ ثشىً ٠ؼّٓ علاِزٟ  -1

      رٛعذ ع١بعبد ِىزٛثخ رزؼٍك ثبلأِبْ ٚاٌغلاِخ  -2

اٌغ١بعبد اٌزٟ رؼؼٙب الإداسح ٌؼّبْ علاِخ اٌّشػٝ ٚاٌؼب١ٍِٓ   -3

 رزشعُ إٌٝ أفؼبي

     

      الإداسح رٛفش أعٛاء ِش٠ؾخ ٌٍزج١ٍغ ػٓ الأخـبء اٌـج١خ  -4

      ثشىً ع١ذالإداسح رٛطً اٌشعبئً اٌّزؼٍمخ ثبلأِبْ ٚاٌغلاِخ   -5

الإداسح رؾفض اٌؼب١ٍِٓ ٌٍؼًّ ثـش٠مخ رؼّٓ الأِبْ ٚاٌغلاِخ ٌُٙ   -6

 ٌٍّٚشػٝ

     

      رؼزجش علاِخ اٌّشػٝ ٚاٌؼب١ٍِٓ ِٓ  أ٠ٌٛٚبد الإداسح  -7

رؤصش اٌؾبٌخ اٌظؾ١خ ٌٍفشد فٟ اخز١بسٖ ٌٍؼًّ فٟ ألغبَ اٌؼٕب٠خ   -8

 اٌّشوضح

     

أٞ الزشاػ ألذِٗ ٌلإداسح ثخظٛص علاِخ اٌّشػٝ ٚاٌؼب١ٍِٓ ٠زُ   -9

 اٌزشؽ١ت ثٗ ِٕٚبلشزٗ ثشىً ع١ذ    

     

 اسرجبؽ اٌؼب١ٍِٓ ثبٌمغُ  صب١ٔبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      ٘زا اٌمغُ ٌذٞ صمخ  ثبٌؼب١ٍِٓ فٟ   -1

      رٛعذ ٌذٞ اٌفشطخ ٌلإثذاع فٟ ٘زا اٌؼًّ  -2

      ِغٙٛدٞ ٚػٍّٟ ٠ضّٓاٌمغُ    -3

      ٌذٞ ٘ذف ٚاػؼ فٟ اٌؼًّ  -4

      ٠ٛعذ ٌذٞ اٌفشطخ لأعزضّش ع١ّغ ِٙبسارٟ   -5

      أػشف ٚأدسن أ٘ذاف اٌمغُ   -6

      أعزـ١غ ارخبر اٌمشاس إٌّبعت فٟ ػٍّٟ  -7

      ٠ٛعذ ٌذٞ اٌفشطخ ٌلاسرمبء فٟ اٌغٍُ اٌٛظ١فٟ  -8

 اٌؼب١ٍِٓ ٚالإداسحاٌضمخ ث١ٓ  صبٌضبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      الإداسح ٚاٌؼب١ٍِٓ ٠مفْٛ عٕجب إٌٝ عٕت   -1

      أٞ خـؤ ؿجٟ فٟػٓ اٌؼب١ٍِٓ ػٕذ اٌٛلٛع  الإداسح لا رزخٍٝ  -2

      لا أعذ طؼٛثخ فٟ ؿٍت اٌّغبػذح ِٓ الإداسح  -3

      اٌّٛعٛدحأرّزغ ثبٌؼًّ فٟ ظً الإداسح   -4

      أؽت أْ أوزغت خجشارٟ الإداس٠خ ِٓ إداسح اٌمغُ   -5

      ػٕذِب اسرىت خـب أوْٛ طش٠ؾب عذا ِغ الإداسح لأرؼٍُ ِٓ أخـبئٟ   -6

      لا أخشٝ ػذَ الارفبق فٟ ا٢ساء ِغ الإداسح  -7

      أرمجً اٌزؼ١ٍّبد ٚالأزمبداد ِٓ الإداسح ثظذس سؽت  -8

 طٕغ اٌمشاساٌّشبسوخ فٟ  ساثؼبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

      ِغئ١ٌٛبرٟ ٚاػؾخ ٚأِبسعٙب ثذْٚ ِؼبسػخ ِٓ ا١ٌٙئخ الإداس٠خ   -1

الإداسح ػٍٝ اعزؼذاد ربَ ٌششػ أٞ الزشاؽبد أٚ ِؼب٠مبد رخض   -2

 اٌؼب١ٍِٓ 

     

     ٠ٛعذ رشغ١غ ٌزؼٍُ ِٙبساد أخشٜ رؼًّ ػٍٝ ص٠بدح ِغئ١ٌٛبرٟ فٟ   -3
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 اٌمغُ 

اٌّٙبَ اٌغذ٠ذح ٠زُ ششؽٙب ثشىً ِٕٟٙ ٕٚ٘بن رشؽ١ت ثؤٞ الزشاؽبد   -4

 رغًٙ لجٛي ٘زٖ اٌّٙبَ 

     

      رٛعذ ٌذٞ اٌفشطخ ٌؾً اٌّشبوً داخً ػٍّٟ   -5

      الإداسح رزخز اٌمشاساد ثؼذ الاعزّبع ٢ساء ا٢خش٠ٓ  -6

 الارظبي ٚاٌزٛاطً ث١ٓ أفشاد اٌـبلُ اٌؼبًِ فٟ اٌمغُ  خبِغبً
ِٛافك 

 ثشذح
 ِؾب٠ذ ِٛافك

غ١ش 

 ِٛافك

غ١ش ِٛافك 

 ثشذح 

٠زُ رجبدي اٌّؼٍِٛبد ػٓ اٌّشػٝ فٟ أٚلبد ِؾذدح رزٕبعت ِغ   -1

 ع١ّغ أفشاد اٌـبلُ اٌؼبًِ فٟ اٌمغُ

     

٠غزمجً اٌؼب١ٍِٓ فٟ اٌمغُ اٌّمزشؽبد ٚالأزمبداد ثبٌّؼٕٝ اٌزٞ ٠ش٠ذٖ   -2

 اٌّزىٍُ 

     

٠ٛعذ لٕٛاد سع١ّخ ٠زّىٓ ِٓ خلاٌٙب وً ِٛظف ِٓ ٔمً أٞ   -3

 ِؼٍِٛخ أٚ ث١بٔبد رخض اٌّٛظف أٚ اٌّش٠غ 

     

أشؼش أْ أفشاد اٌـبلُ اٌؼبًِ فٟ اٌمغُ ٠ؾغْٕٛ الإطغبء ٚاٌزشو١ض   -4

 ػٕذ ِخبؿجزُٙ

     

ٕ٘بن ثؼغ اٌؼب١ٍِٓ ٠زؾذس ثٍغخ خبطخ أٚ ِظـٍؾبد ف١ٕخ لا   -5

 ٠فّٙٙب ا٢خش٠ٓ 

     

لا ٠ٛعذ طؼٛثخ فٟ فُٙ الأٔظّخ ٚاٌمٛا١ٔٓ اٌغذ٠ذح ؽ١ٓ ٠زُ ٔشش٘ب   -6

 ِٓ لجً الإداسح

     

 

 ً٘ ٌذ٠ه أٞ الزشاؽبد رغبُ٘ فٟ اٌؾفبف ػٍٝ علاِخ اٌؼب١ٍِٓ فٟ ألغبَ اٌؼٕب٠خ اٌّشوضح:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

.___________________________________________ 
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Annex 4  

Questionnaire in English 

Islamic University - Gaza 

Dean of Postgraduate Studies 

Faculty of Commerce 

Business Administration 

 

 

 

Dear Sir/ Madam, 

The researcher is conducting a study entitled: " Knowledge, Attitude and Practice 

Toward Safety Culture Among Employee at Intensive Care Unit in The Governmental  

Hospital of Gaza City" as a partial fulfillment of the requirements for the awarding of a 

master's degree in Human Resource Management. The researcher would greatly 

appreciate your participation in completing this questionnaire because your experience 

in this field would be valuable to the study. All questionnaires will remain anonymous 

and the data collected will be kept strictly confidential. 

 

Your time and participation are greatly appreciated. 

 

Sincerely, 

Ahmed Hamouda 

 

Part One – Personal Information 

Please select one of the following alternatives: 
 

Gender ❑Female ❑Male  

Age 
❑Less than 30  ❑30- Less than 40 ❑40- Less than 50 

❑50 years and above   

Major ❑Physician ❑Nursing  

Level of Education 

Attained 

❑Diploma ❑Bachelor's Degree  

❑High study   

Years of Experience 

within the ICU 

❑Less than 5 years ❑5- Less than 10 years ❑10- Less than15 years 

❑15 years and above   
The Department 

You Work in 
❑Neonatal Intensive care ❑Child Intensive Care ❑Adult Intensive Care 

Hospital 
❑Al Shifa Hospital ❑Al Nasir Hospital ❑Al Dorrah Hospital 

❑Al Rantisi Hospital   
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Part Two: Measuring Employee's Attitudes towards Safety Culture 
Please select one of the following alternatives: 

 
Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Job Satisfaction 1

st
 

     I‟m proud of my job.  1- 

     I feel that my job makes me happy.  2- 

     I think that my job is suitable for me than other 

jobs.  
3- 

     I don‟t force myself to go to work.  4- 

     I fell that my hope is achieved by getting this job.  5- 

     I am satisfied about the salary I get.  6- 

     I feel satisfied about incentives that I take.  7- 
Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Level of Knowledge about Safety Culture  2

nd
 

     I have the ability to deal with medical error in a 

professional way.  
1- 

     I know the maximum number of work hours which 

does not affect my health. 
2- 

     I know the number of night shifts which do not 

affect my health.  
3- 

     I receive information about health and safety 

periodically.  
4- 

     I have specialized training courses to deal with my 

patients in a healthy way.  
5- 

     Protocol for providing health services to the patient 

is available at any time.  
6- 

     I know the number of my annual leave days.    7- 

     I know the number of my sick-leave days.  8- 

     I know the number of my emergency-leave days.  9- 

     I know my job description.  10- 
Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Safety Climate  3

rd
 

     I know about communication channels that have 

information about measures concerning employee 

safety.  

1- 

     My colleagues encourage me to make incident 

reports. 
2- 

     Incident reports are treated in a professional way.  3- 

     Employees are committed to safety rules.  4- 

     Prominent culture inside the department 

encourages learning from mistakes.  
5- 

     There are no difficulties in the discussion of 

incident reports inside the department.   
6- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Team Work  4

th
 

     Agreement about the work plan at the beginning of 

the shift is important for the safety of the employee 

and the patient.  

1- 

     It is easy for any employee to ask about 

information he/she wants to know during work.  
2- 

     I am satisfied with cooperation among the 

healthcare team who work in the unit.  
3- 

     I have enough support from the work team to 4- 
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promote patient safety.  

     Most employees take part in decision making 

during the shift.  
5- 

     Important events are delivered to the next shift in 

an accepted way.  
6- 

     Doctors and nurses work as an organized and 

collaborated team to provide a unique service. 
7- 

     Professional disagreements between colleagues is 

solved in a proper way and treated in an accepted 

way that satisfies everyone. 

8- 

     I can talk about any medical error committed 

during the providing of health service to patients. 
9- 

     I don‟t find it difficult to discuss professional 

disagreements that occur with members of other 

medical professions. 

10- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Work Condition  5

th
 

     Information relating to decisions concerning work 

is routinely available to me. 
1- 

     I deal with the managers as supporter for me, not as 

a barrier. 
2- 

     This department deals in a positive way with 

arising work problems.  
3- 

     There is a clear policy and rules that organize work 

inside of the department. 
4- 

     Social and health conditions for workers are taken 

into consideration during work. 
5- 

     Annual leave is given according to employee 

desire.  
6- 

     Sick leaves are granted to employees without 

difficulties.  
7- 

     I choose the work hours that are suitable for my 

family.  
8- 

     There are no constraints in the request for leaving 

to go abroad. 
10- 

 

Part Three: Measuring Determinants of Safe Culture in Intensive Care Units 

 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Management's Commitment to Safety Culture  

1
st
  

     I have enough time to work in a way that I can 

ensure me and my patients' safety. 

1- 

     There are written policies concerning safety.  2- 

     Policies formulated by the management to ensure 

the safety of patients and staff are translated into 

action. 

3- 

     Managers provide a relaxing atmosphere for 

reporting medical incidents. 

4- 

     Management relay the safety massage in an 

effective way.  

5- 

     Management motivates workers to work in a way 

that promoted their safety as well as their patients‟ 

safety 

6- 

     Safety for employees and patient is a priority for 7-  
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management.  

     Health status of the employee affect the decision to 

work at the intensive care unit.  

8- 

     Any suggestion I introduce regarding the safety of 

patients and employee are welcomed and discussed. 

9- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Employee Engagement 2

nd
 

     I trust the workers at this department.  1- 

     I have the chance to innovate during work. 2- 

     This department appreciates my work.  3- 

     I have a clear goal in my work.  4- 

     I have the chance to invest all my skills.  5- 

     I know and realize the department goal.  6- 

     I can take a suitable decision in my work.  7-  

     I have the opportunity to be promoted in my career. 8- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Trust between Employee and Managers 3

rd
 

     Managers and workers work beside each other.  1- 

     Management does not abandon employees when 

they commit medical mistakes.  
2- 

     I don‟t have any difficulties in asking for a 

manager‟s help.  
3- 

     I enjoy working under the current management. 4- 

     I prefer to gain experience from department 

management.  
5- 

     When I commit a mistake I speak frankly with the 

management to learn from my mistakes.  
6- 

     I do not fear disagreements in opinion with 

management.  

7-  

     I accept instructions and criticism from 

management with an open mind. 

8- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Participation in Decision-making 4

th
 

     I have clear responsibilities and practice them 

without any opposition from managers.  
1- 

     Management is ready to discuss any suggestions or 

harassment concerns of the employees.  
2- 

     It is encouraged to learn other skills to increase my 

responsibilities in the department. 
3- 

     New tasks are explained professionally and 

suggestions are welcomed to facilitate the 

acceptance of these tasks. 

4- 

     I have the chance to solve work problems in my 

department.  
5- 

     Management takes decisions after listening to the 

opinions of others.  
6- 

Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 
Communication among Employees 5

th
 

     There is an exchange of information about patients 

at specific times to suit all crew members working 

in the department. 

1- 

     Employees at the department receive suggestions 

and criticisms with no qualms.  
2- 
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Do you have any suggestions that contribute to maintaining the safety of workers in the 

intensive care units? 

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

___________________________________________ . 

 

 

 

 

  

     There are formal channels that enables each 

employee to transfer any information or data that 

concerns any employee or patient. 

3- 

     I feel that employees working in the department 

have the ability to listen and concentrate when 

addressing them. 

4- 

     Some employees speak with technical terms that 

are not understandable to others 
5- 

     There are no difficulties in understanding new rules 

or regulations when published by the management. 
6- 
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Annex 4 

Abbreviation used in the research 
 

Meaning Abbreviation 

Intensive care unit 

The American Institute of Medicine 

Acquired immune deficiency syndrome  

 Non Governmental Organization 

The World Health Organization  

Human Resource Management 

Human resource  

 occupational health and safety 

 driving under the influence 

United state of America 

 The International Nuclear Safety Group 

Civil Air Navigation Services Organization 

Joint Planning and Development Office 

Total Safety Culture  

United State  

International Atomic Energy Agency  

Global Aviation Information Network  

University of Southern California 

 allied health care professionals 

Health care system  

Ministry of Health 

Hospital Survey on Patient Safety Culture 

Safety Attitude Questionnaire 

Coronary Care Unit  

 neonatal intensive care units 

Registered  Nurse   

Analysis Of Variance 

Multivariate Analysis Of Variance    

emergency medical services 

 EMS Safety Attitudes Questionnaire 

EMS Safety Inventory 

Veterans Affairs  

National Center for Patient Safety 

Medical Team Training 

Veteran affair medical center 

paraprofessional staff 

Danbury Hospital 

Employee Direct Participation in Organizational Change 

 direct participation 

 participatory decision-making  

Statistical Package for Social Sciences Program, Version  

Decision Involvement Scale  

ICU 

IOM 

AIDS 

NGO 

WHO 

HRM 

HR 

OHS 

DUI's 

U.S.A 

INSAG 

CANSO 

JPDO 

TSC 

US 

IAEA 

GAIN 

USC 

AHCP 

HCS 

MOH 

HSOPSC 

SAQ 

CCU  

NICU 

RN 

ANOVA 

MANOVA 

EMS 

EMS-SAQ 

EMS-SI 

VA 

NCPS 

MTT 

VAMC 

PPS 

DH 

EPOC 

DP 

PDM 

SPSS 

DIC 

 


