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ABSTRACT 
 

Patient safety incidents remain a persistent challenge in hospital settings, yet evidence on the cultural factors 

driving them in type C hospitals in Indonesia remains limited. Hospital X in Semarang City recorded 23 patient 

safety incidents from January to September 2023 (KTD: 2, KTC: 9, KNC: 12), with label dispensing errors, wrong 

medication, and wrong dosage as the leading causes. Despite the establishment of a Hospital Patient Safety Team 

(KPRS), no systematic assessment of patient safety culture had previously been conducted, leaving a critical gap 

in understanding the organizational factors underlying these incidents. This study aimed to determine factors 

influencing patient safety culture as perceived by nurses at Hospital X. A quantitative cross-sectional design was 

employed, with 82 inpatient nurses selected via simple random sampling. Data were collected using a validated 

AHRQ-based questionnaire and analyzed using Chi-square and Fisher's Exact tests. The average positive response 

to patient safety culture was 81.5%. The highest-scoring dimensions were cooperation within the unit (90.2%), 

open communication (84.1%), and staffing (84.1%), while cooperation between units (74.4%) and error feedback 

(76.8%) scored lowest. All 12 dimensions showed significant associations with patient safety culture (p < 0.05). 

The strongest associations were found in open communication (p = 0.001; OR = 18.9), error feedback (p = 0.001; 

OR = 27.5), staffing (p = 0.001; OR = 17.1), and patient transition (p = 0.001; OR = 15.2). These findings indicate 

that inter-unit coordination and structured error feedback are the most critical intervention targets. Hospital 

management should prioritize implementing a non-punitive incident reporting system, standardized SBAR-based 

handover protocols, and integrating patient safety competencies into regular clinical supervision to meaningfully 

reduce preventable incidents. 
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INTRODUCTION 

Patient safety has become a fundamental pillar of healthcare quality worldwide, reflecting the 

ability of health systems to prevent harm and deliver safe, effective care. The World Health Organization 

(WHO) estimates that approximately 134 million adverse events occur annually in hospitals in low- and 

middle-income countries, contributing to 2.6 million deaths, while in high-income countries, one in ten 

patients experiences harm during hospital care  (1). A landmark report by the Institute of Medicine 

(IOM), To Err is Human (1999), first brought global attention to the magnitude of preventable medical 

errors, estimating that tens of thousands of deaths annually were attributable to systemic failures in 

healthcare delivery (2). More recent WHO data (2023) reinforce that unsafe care remains one of the top 

ten leading causes of death and disability globally, with medication errors alone costing an estimated 

USD 42 billion annually worldwide (3). These figures highlight that patient safety is not merely a 

clinical concern but a systemic and organizational challenge that demands a structured, evidence-based 

cultural response from healthcare institutions. 

Patient safety culture refers to the shared values, attitudes, perceptions, and behaviors of 

healthcare workers toward minimizing patient harm within an organization (4). A strong patient safety 

culture has been consistently associated with lower rates of adverse events, improved incident reporting, 

and better overall care outcomes. The Agency for Healthcare Research and Quality (AHRQ) developed 

the Hospital Survey on Patient Safety Culture (HSOPSC) as a validated, multidimensional instrument 

to assess safety culture across 12 domains, including teamwork, communication openness, management 

support, staffing adequacy, and non-punitive response to errors (5). Studies using the AHRQ framework 

across diverse hospital settings have demonstrated that deficiencies in specific cultural dimensions, 

particularly inter-unit coordination, error feedback, and leadership commitment, are strongly predictive 

of adverse patient safety outcomes (6). Understanding which dimensions most significantly drive safety 

culture is therefore essential for designing targeted, evidence-based quality improvement strategies. 

At the international level, studies accredited by the Joint Commission International (JCI) 

identified patient safety incidents in 11 hospitals across five countries, with Hong Kong recording the 

highest proportion (31%), followed by Australia (25%), India (23%), the United States (12%), and 

Canada (10%) (7). In Indonesia, national data from the National Committee on Patient Safety (KNKP) 

of the Ministry of Health documented a dramatic escalation in reported incidents, rising from 289 cases 

in 2015 to 7,465 cases in 2019, a nearly 24-fold increase within five years (8). This surge is not merely 

a reflection of improved reporting systems; it also signals deeply rooted systemic weaknesses in safety 

culture, including inadequate feedback mechanisms, fear of punitive responses, and insufficient inter-

unit coordination that collectively hinder proactive incident prevention. At the provincial level, Central 

Java recorded the highest proportion of patient safety incidents among selected provinces at 15.9%, with 

internal medicine, surgical, and pediatric wards accounting for 56.7% of all cases (8). These trends 

underscore that strengthening patient safety culture rather than reactive incident management is the most 

sustainable pathway to reducing harm in Indonesian hospitals. 
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Hospital X in Semarang City, classified as a type C hospital and accredited since 2012, has 

formally committed to patient safety through the establishment of a Hospital Patient Safety Team 

(KPRS), which conducts structured activities including safety workshops, incident recording, and 

protocol compliance monitoring. Nevertheless, data from an initial survey revealed that 23 patient safety 

incidents occurred between January and September 2023, comprising 2 KTD (sentinel events), 9 KTC 

(adverse events), and 12 KNC (near-miss events). The predominant causes included mislabeled 

dispensing (7 incidents), incorrect medication (6 incidents), incorrect dosage (4 incidents), incorrect 

patient identification (3 incidents), adverse drug reactions (2 incidents), and incorrect storage or omitted 

medication (1 incident each). The persistence of these incidents despite the presence of a structured 

safety team strongly suggests that procedural measures alone are insufficient, and that underlying 

cultural dimensions such as communication patterns, error reporting behavior, and leadership 

engagement warrant systematic examination. 

Despite the growing body of research on patient safety culture in Indonesia, several gaps remain. 

Previous studies have largely focused on higher-level referral hospitals and relied predominantly on 

descriptive or bivariate analyses, limiting the ability to identify independent predictors of safety culture. 

Type C hospitals, which constitute a substantial proportion of healthcare facilities, remain 

underrepresented in empirical research. Moreover, limited studies have examined the relative 

contribution of each safety culture dimension within a comprehensive analytical framework. This study 

addresses these gaps by applying a multivariate approach to analyze the relationship between all 

HSOPSC dimensions and overall patient safety culture among inpatient nurses in a type C hospital. The 

novelty of this study lies in its context-specific, dimension-level analysis, which provides more precise 

and actionable evidence to strengthen patient safety culture. It is hypothesized that openness in 

communication, management support, staffing adequacy, and inter-unit collaboration are significant 

predictors of patient safety culture in this setting. 

METHOD 

This study employed a quantitative approach with a cross-sectional design to examine the factors 

influencing patient safety culture among inpatient nurses at Hospital X, Semarang City. The study 

population comprised all inpatient nurses at Hospital X, totaling 442 nurses. Sample size was calculated 

using the Slovin formula with a margin of error of 10%, yielding a minimum sample of 82 nurses. 

Participants were selected through simple random sampling to ensure equal probability of selection 

across all eligible nurses. Inclusion criteria required that participants were actively assigned to the 

inpatient ward of Hospital X and had a minimum length of service of one year, ensuring sufficient 

familiarity with the hospital's safety culture and reporting systems. Nurses on administrative leave or 

secondment during the data collection period were excluded. 

Before data collection, ethical approval was obtained from the Ethics Committee of Roemani 

Muhammadiyah Hospital (Ethical Approval No. EA-025/KEPK-RSR/II/2025). Data were collected 

using a structured questionnaire adapted from the Hospital Survey on Patient Safety Culture (HSOPSC) 
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developed by the Agency for Healthcare Research and Quality (AHRQ), which has been validated for 

use in the Indonesian hospital context. The instrument measures 12 dimensions of patient safety culture, 

including management support, teamwork within and between units, communication openness, staffing 

adequacy, continuous improvement, error feedback, non-punitive response to errors, patient transitions, 

and frequency of incident reporting. Bivariate analysis was conducted using the Chi-square test, with 

Fisher's Exact test applied when cell frequencies did not meet the Chi-square test assumptions (expected 

count < 5). Statistical significance was set at p < 0.05. 

RESULTS 

In this study, 82 nurses were working in the inpatient ward at Hospital X in Semarang City. Table 

1 describes the distribution of respondent characteristics as follows: 

Table 1. Characteristics of Respondents in Inpatient Hospital X, Semarang City 

Characteristics Frequency Percentage (%) 

Age   

18 - 25 years old 5 6.1 

26 - 35 years old 38 46.3 

36 - 45 years old 20 24.4 

46 - 57 years old 19 23.2 

Gender   

Male 15 18.3 

Female 67 81.7 

Last Education   

Diploma (D3) 66 80.5 

Bachelor (S1) 16 19.5 

Length of Service in Hospital   

>10 Years 43 52.4 

1 - 5 Years 19 23.2 

6 - 10 Years 20 24.4 

 

The majority of respondents were in the young-to-middle-adulthood age group, with the largest 

proportion aged 26–35 years (46.3%). Regarding gender, most respondents were female. Regarding 

educational background, the respondents were predominantly diploma (D3) graduates, while a smaller 

proportion held a bachelor’s degree (S1). Based on length of service, more than half of the respondents 

had worked in the hospital for over 10 years, indicating that a substantial proportion of the sample had 

considerable work experience. 

Table 2 shows that the overall patient safety culture at Hospital X, Semarang City, was positive. 

There was an average positive response rate of 81.5% across the 12 dimensions. The highest positive 

response was in Cooperation within Units (90.2%), followed by Open Communication and Staffing 

(84.1%). Patient Safety Promotion by Leadership, Perception of Patient Safety, and Non-Punitive 

Response to Errors each recorded 81.7%. However, some dimensions had notably lower scores: 

Cooperation between Units in the Hospital (74.4%), Error Feedback (76.8%), and both Patient 

Transition and Frequency of Incident Reporting (79.3%). These findings imply that while internal unit 
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collaboration is strong, inter-unit cooperation, effective error reporting mechanisms, and smooth patient 

transitions remain improvement priorities to further strengthen overall patient safety culture. 

Table 2. Overview of Patient Safety Culture Dimensions among Inpatient Nurses at Hospital X 

Semarang City 

 

No Dimension Positive 

Response (%) 

1.  Management Support 81.7 

2.  Cooperation within Units 90.2 

3.  Open Communication 84.1 

4.  Promotion of Patient Safety by Leadership 81.7 

5.  Staffing 84.1 

6.  Continuous Improvement 82.9 

7.  Perception of Patient Safety 81.7 

8.  Error Feedback 76.8 

9.  Cooperation between Units in the Hospital 74.4 

10.  Non-punitive Response to Errors 81.7 

11.  Patient Transitions 79.3 

12.  Frequency of Event Reporting 79.3 

 Average Positive Response 81.5 

 

Table 3 demonstrates that all patient safety culture dimensions were significantly associated with 

overall patient safety culture (all p < 0.05). The strongest associations were for Open Communication, 

Staffing, Error Feedback, and Patient Transition (all p = 0.001). This highlights the importance of 

effective communication, adequate staffing, constructive feedback, and safe patient handovers. 

Significant associations were also seen for Management Support, Cooperation within Units, Patient 

Safety Promotion by Leadership, Continuous Improvement, Perception of Patient Safety, Cooperation 

between Units, and Non-Punitive Response to Errors. Frequency of Incident Reporting showed the 

weakest, yet still significant, association (p = 0.018). These findings emphasize that organizational 

support and communication-related factors are key determinants of patient safety culture. 

Table 3. Factors Influencing Patient Safety Culture among Inpatient Nurses in Hospital X, Semarang 

City 

 

Variable Category Patient Safety Culture p-

value Good Not so good 

n % n % 

Management Support Good 59 88.1 8 11.9 0.018 

Not so good 9 60.0 6 40.0 

Cooperation within Units Good 68 91.9 6 8.1 0.039 

Not so good 5 62.5 3 37.5 

Open Communication Good 65 94.2 4 5.8 0.001 

Not so good 6 46.2 7 53.8 

Promotion of Patient Safety 

by Leadership 

Good 61 91.0 6 9.0 0.025 

Not so good 10 66.7 5 33.3 

Staffing Good 62 89.9 7 10.1 0.001 

Not so good 6 46.2 7 53.8 

Continuous Improvement Good 63 92.6 5 7.4 0.011 

Not so good 9 64.3 5 35.7 
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Variable Category Patient Safety Culture p-

value Good Not so good 

n % n % 

Perception of Patient Safety Good 64 95.5 3 4.5 0.004 

Not so good 10 66.7 5 33.3 

Error Feedback Good 61 96.8 2 3.2 0.001 

Not so good 10 52.5 9 47.4 

Cooperation between Units 

in the Hospital 

Good 54 88.5 7 11.5 0.018 

Not so good 13 61.9 8 38.1 

Non-punitive Response to 

Errors 

Good 61 91.0 6 9.0 0.007 

Not so good 9 60.0 6 40.0 

Patient Transitions Good 61 93.8 4 6.2 0.001 

Not so good 9 52.9 8 47.1 

Frequency of Event 

Reporting 

Good 56 86.2 9 13.8 0.018 

Not so good 10 58.8 7 41.2 

 

DISCUSSION 

This study provides empirical evidence on the dimensions of patient safety culture associated with 

overall safety culture among inpatient nurses in a type C hospital, offering insights for targeted safety 

improvement strategies. 

This study found a significant association between management support and patient safety 

culture (p = 0.018; OR = 4.9; 95% CI: 1.3–18.7), with nurses who perceived strong management support 

more likely to demonstrate a positive patient safety culture. These findings suggest that management 

support is a key organizational factor that strengthens patient safety by reinforcing leadership 

commitment, providing adequate resources, and prioritizing safety within the organizational climate. 

(9). When hospital management demonstrates visible commitment through adjusting workloads 

proportionate to staffing levels, providing adequate facilities, establishing clear standard operating 

procedures, eliminating professional discrimination, and offering protection and recognition to incident 

reporters, nurses perceive a psychologically safe environment in which reporting errors and adhering to 

safety protocols carry no professional risk (10,11). Conversely, when management support is absent or 

inconsistent, a culture of silence tends to prevail, wherein nurses underreport incidents out of fear of 

blame or professional consequences, ultimately perpetuating the cycle of preventable harm (12). The 

findings from this study therefore suggest that at Hospital X, the relatively high proportion of nurses 

who perceive good management support (81.7%) has contributed meaningfully to the overall positive 

safety culture score of 81.5%. 

 These findings are consistent with prior empirical studies conducted in Indonesian healthcare 

settings. Research in public hospitals in Cirebon City and Regency involving nurses identified 

management support as a critical determinant influencing patient safety culture and safety incidents. In 

this study, management support, along with inter-unit collaboration and effective handoffs, emerged as 

one of the most influential organizational factors shaping patient safety outcomes (13). However, the 

Cirebon study was conducted in type B referral hospitals with larger organizational hierarchies and more 
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formalized governance structures, whereas Hospital X is a type C hospital with a more centralized 

decision-making structure. This distinction is significant because in smaller hospitals, the influence of 

direct supervisors and unit heads on frontline nurses' perceptions of management support tends to be 

more immediate and personally experienced, making the quality of middle management engagement 

particularly critical (14). These findings are consistent with research conducted at Dr. R.M. Djoelham 

Regional General Hospital in Binjai, which showed that management support for patient safety fell into 

the ‘strong’ category (85.8 percent), confirming that managerial commitment is a key factor in fostering 

a positive patient safety culture in regional hospitals (15). 

This study found a significant association between intra-unit cooperation and patient safety 

culture among inpatient nurses at Hospital X (p = 0.039; OR = 4.9; 95% CI: 1.1–22.3). Among nurses 

who perceived good cooperation, 91.9% reported a strong patient safety culture. In contrast, only 62.5% 

of those reporting poor cooperation indicated a good patient safety culture. The mechanism linking intra-

unit cooperation to patient safety culture operates through several interconnected pathways. Effective 

teamwork facilitates real-time error detection, distributes cognitive load during high-pressure clinical 

situations, and fosters a social environment in which nurses feel accountable not only to individual 

patients but also to the team as a whole (16). When team members actively support one another during 

shift workloads and communicate proactively about patient conditions, the likelihood of errors arising 

from information gaps or task overload is substantially reduced (17). Conversely, poor intra-unit 

cooperation creates fragmented care delivery, increases individual vulnerability to error, and erodes the 

psychological safety necessary for open incident reporting, all of which are antecedents of a weak patient 

safety culture. 

These findings align with and extend prior research. Badu (2023) reported a significant 

relationship between team cohesiveness and patient safety culture in the inpatient ward of RSD 

Kalabahi, concluding that high cohesiveness strengthens safety culture by promoting mutual 

accountability among team members (18). Similarly, research at RSUD A.M. Parikesit Tenggarong 

found a significant positive association between teamwork and patient safety reporting culture (p = 

0.001; r = 0.222), indicating a moderate but consistent effect (19). Compared with previous studies, the 

stronger OR observed in this study may reflect the homogeneous and experienced nursing workforce at 

Hospital X, which promotes cohesive teamwork; however, the proportion of nurses reporting poor intra-

unit cooperation highlights the need for structured team-building initiatives to further strengthen 

collaboration. 

Open communication was one of the dimensions most strongly associated with patient safety 

culture at Hospital X (p = 0.001; OR = 18.9; 95% CI: 4.1–87.2), with 94.2% of nurses reporting good 

patient safety culture among those perceiving good communication compared with 46.2% among those 

reporting poor communication. Although this dimension achieved a high positive response rate (84.1%), 

the responses of nurses who perceived communication as inadequate indicate the importance of 

implementing specific strategies to address and reduce communication failures that could negatively 



 

 

 Publisher: Faculty of Public Health, Universitas Muslim Indonesia 308 

 

 Window of Health : Jurnal Kesehatan, Vol. 9 No. 3 (July, 2026) : 301-315                            E-ISSN 2614-5375 

impact patient safety. Open communication contributes to patient safety culture at Hospital X through 

centralized management, active patient safety programmers, and structured reporting channels; 

however, inconsistent frontline communication during high-workload periods and shift transitions 

continues to contribute to preventable incidents, indicating the need to strengthen communication 

practices in daily clinical care. 

These findings are consistent with and reinforce prior evidence from comparable Indonesian 

hospital settings. Hartawan, Fachrin, and Arman reported a significant relationship between 

communication openness and nurses' perceptions of medical error reporting at Bantaeng Regional 

General Hospital (p = 0.000), concluding that transparent communication norms directly increase nurses' 

willingness to report errors (20). The higher OR observed in this study (OR = 18.9) indicates a 

particularly strong association between communication quality and patient safety culture at Hospital X, 

highlighting the need to sustain effective communication through structured interventions such as 

SBAR-based handovers, communication skills training, and anonymous feedback systems. 

This study demonstrated a significant association between patient safety promotion by 

leadership and patient safety culture at Hospital X (p = 0.025; OR = 5.1; 95% CI: 1.3–19.8), with 91.0% 

of nurses reporting good patient safety culture among those perceiving strong leadership support 

compared with 66.7% among those reporting poor leadership promotion. These findings highlight the 

important role of leadership in fostering a strong patient safety culture. The theoretical framework that 

best explains this relationship is transformational leadership theory, which posits that leaders who 

inspire, motivate, and intellectually stimulate their followers are more effective at producing lasting 

behavioral change than those who rely solely on transactional, compliance-based approaches (21). In 

the patient safety context, transformational leadership strengthens safety culture by fostering a shared 

commitment to safety, encouraging open error reporting, and empowering nurses to take responsibility 

for safe clinical practice through role modeling, motivation, intellectual stimulation, and individualized 

support (22). When ward leaders consistently promote patient safety through supportive leadership 

behaviors, nurses are more likely to view safety as a shared responsibility, thereby strengthening unit-

level safety culture. Although this dimension received a relatively high positive response (81.7%), 

variations in nurses’ perceptions suggest that leadership practices should be implemented more 

consistently across units. 

 Compared with the study at Majene Regional Hospital, which found a moderate positive 

correlation between leadership commitment and patient safety culture, the higher OR observed in this 

study (OR = 5.1) suggests a stronger effect among nurses in the more homogeneous type C hospital 

setting of Hospital X (23). These findings reinforce the importance of strengthening transformational 

safety leadership among ward heads and unit supervisors through structured leadership training, 

mentoring, and accountability mechanisms linked to patient safety performance indicators. 

Human Resource Management in hospitals requires individuals who directly implement services 

to meet the adequacy of both quality and quantity. The aspect of individual quality is seen from the 
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education and competency standards they have. Human resource competency in hospitals can be 

achieved through efforts to meet competency standards by each officer in accordance with the standards 

set in each profession. The study found that nurses who assessed staffing in the good category mostly 

had a good patient safety culture, namely 62 (89.9%). In comparison, only 7 people (10.1%) had a poor 

patient safety culture. Conversely, among nurses who assessed staffing as poor, only 6 (46.2%) had a 

good patient safety culture, while 7 (53.8%) had a poor one. There is a significant relationship between 

staffing and patient safety culture in the inpatient ward of X Hospital, Semarang City, with a p-value of 

0.001. Adequate staffing allows nurses to provide more optimal services, reduce excessive workload, 

and increase compliance with patient safety procedures. The study aligns with research on all nursing 

staff at Bantaeng Regional General Hospital, which suggests that staffing influences perceptions of 

reporting medical errors (20). The shortage of nursing staff and their lack of competence increase 

workload, which is one of the main factors in human error in nursing services. Therefore, hospitals need 

to ensure the adequacy of the number of nurses to support the creation of a better patient safety culture. 

Continuous improvement demonstrates staff's readiness and willingness to continue learning. The 

overall perception of patient safety indicates the level of staff awareness and understanding. Based on 

Table 3, the majority of respondents (92.6%) who stated that continuous improvement was going well 

also had a good patient safety culture. This shows that continuous, systematic improvement efforts in 

health services can foster a better patient safety culture. Continuous improvement may include routine 

evaluation, staff training, and implementation of more effective safety procedures. There is a statistically 

significant relationship between continuous improvement and patient safety culture (p-value = 0.011). 

Good continuous improvement correlates with a good patient safety culture. 

Therefore, hospitals need to focus on developing and implementing effective continuous 

improvement programs to improve patient safety and overall health service quality. This is in line with 

previous research conducted by Karmila et al. (2023), which found that there was a relationship with 

patient safety incidents in hospitals, namely a p-value of 0.045 or <0.05. In addition, results from other 

studies indicate that continuous improvement has a significant effect on health workers' perceptions of 

reporting medical errors at Bantaeng Regional Hospital (p-value = 0.000). This influence occurs because 

nurses have used the errors that occur as evaluation material to improve the quality of service, and 

actively review the effectiveness of the procedures implemented (20). Opportunities to learn are an 

encouragement for nurses to report incidents that occur. Medical errors that cause patient safety 

incidents provide an opportunity for nurses to understand the factors that contribute to the occurrence 

of these errors (24). 

Perception influences how nurses interpret organizational priorities and expectations, shaping 

their willingness to adopt safe practices, communicate effectively, report incidents, work 

collaboratively, and comply with patient safety protocols, all of which are essential for delivering safe, 

high-quality patient care (25). This study found a significant association between patient safety 

perception and patient safety culture among inpatient nurses at Hospital X (p = 0.004), with 95.5% of 
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nurses with positive safety perceptions also demonstrating a strong patient safety culture. These findings 

indicate that more positive perceptions of patient safety are associated with stronger implementation of 

patient safety culture in the inpatient setting. 

This finding is consistent with safety climate theory. This theory proposes that nurses’ perceptions 

of organizational commitment to safety influence their safety-related behaviors. When nurses perceive 

strong leadership support, effective communication, teamwork, adequate resources, and a non-punitive 

approach to errors, they are more likely to report incidents and follow safety protocols. They are also 

more likely to participate in quality improvement, thereby strengthening patient safety culture. These 

points are consistent with findings from Wangaya Hospital. There, more positive perceptions of patient 

safety were associated with better employee performance (26). The consistency between the present 

findings and previous studies suggests that positive patient safety perceptions may represent an important 

organizational asset that supports both safety culture and overall workforce performance across different 

healthcare settings. 

This study found a significant association between error feedback and patient safety culture (p = 

0.001). Nurses who perceived feedback as effective were more likely to report a positive patient safety 

culture. Consistent with learning organization theory, effective feedback promotes continuous learning. 

It encourages reflection, open discussion of incidents, and system improvement rather than individual 

blame. Timely communication and corrective action reinforce the value of incident reporting. In line 

with research on the dimensions of patient safety culture and patient safety incidents at X Hospital, 

Malang City, in 2023, the results of the analysis obtained a p-value = 0.041. This indicates that feedback 

and error-related communication influence the occurrence of patient safety incidents (27). These 

findings support the present study by demonstrating that effective communication regarding errors 

contributes not only to organizational learning but also to improved patient safety outcomes. There is a 

significant relationship between feedback and error communication with patient safety incidents at 

Hospital X, with a p-value of 0.052. The better the communication and feedback on errors, the less likely 

a patient safety incident is to occur (28). The importance of feedback in building a positive patient safety 

culture. Therefore, hospitals need to improve effective feedback mechanisms to support a better patient 

safety system. 

This study found a significant association between inter-unit cooperation and patient safety 

culture (p = 0.018), indicating that effective inter-unit collaboration supports safer patient care. Timely 

communication and coordinated handovers between departments facilitate accurate information 

exchange, reduce preventable errors during patient transitions, and strengthen shared responsibility and 

trust among healthcare teams, thereby fostering a positive patient safety culture. These findings are 

consistent with previous studies showing that good cooperation between hospital units facilitates 

coordination in healthcare delivery (28). Similarly, nurses routinely coordinate with laboratory, 

radiology, pharmacy, and other departments when delivering patient care, highlighting the 

interdependent nature of healthcare services (29). Inter-unit collaboration is essential for maintaining 
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continuity of care, preventing communication failures during patient transitions, and improving the 

quality and safety of healthcare services (30). Therefore, hospitals should strengthen standardized 

communication, multidisciplinary teamwork, and structured handover processes to enhance 

coordination and reinforce patient safety culture. 

When patient safety incidents occur, the primary focus should not be on identifying individual 

blame but on understanding the system factors that contribute to the occurrence of errors. This approach 

aligns with the principles of just culture, which recognize that while individuals remain accountable for 

their actions, most medical errors result from weaknesses within complex healthcare systems rather than 

intentional negligence. A just culture promotes fairness, learning, and accountability by distinguishing 

human error from reckless behavior, thereby encouraging healthcare professionals to report incidents 

without fear of unjust punishment (31). This study found that nurses who perceived a supportive, non-

blaming approach to errors were significantly more likely to report a positive patient safety culture (p = 

0.007). Consistent with the principles of just culture, a non-punitive environment promotes open incident 

reporting, organizational learning, and system improvement, whereas a blame culture discourages 

reporting and limits opportunities to prevent recurring errors (31). 

Research conducted in the inpatient ward of Mitra Medika Bandar Klippa Hospital also found a 

significant relationship between non-punitive responses and patient safety incident reporting (p-value = 

0.000) (24). These findings reinforce the view that management support and fair responses to incident 

reporting are essential for developing an effective reporting culture. Similarly, a study conducted at 

Bunda Sejati Hospital involving 50 nurses demonstrated that interventions aimed at reducing the culture 

of blame significantly improved patient safety incident reporting (p-value = 0.000) (32). Taken together, 

these findings suggest that fostering a just culture through supportive leadership, fair accountability, and 

non-punitive reporting systems can strengthen organizational learning and ultimately improve the 

quality and safety of patient care. 

This study found a significant association between patient transition and patient safety culture (p 

= 0.001), with nurses who perceived patient transitions as well-managed more likely to report a positive 

patient safety culture. Effective and well-coordinated patient handovers, supported by structured 

communication tools such as SBAR (Situation–Background–Assessment–Recommendation), help 

ensure continuity of care, reduce communication errors, and improve patient safety. SBAR standardizes 

the transfer of essential clinical information, promotes clear and concise communication, and reduces 

misunderstandings during patient transitions (33). Previous studies have shown that implementing 

structured handover protocols improves communication accuracy, enhances teamwork, and contributes 

to safer continuity of care. Therefore, the significant association identified in this study may reflect the 

importance of adopting standardized patient handoff procedures as part of organizational efforts to 

strengthen patient safety culture. 

A study involving 109 nurses at Hospital X in Malang City similarly reported a significant 

relationship between patient transitions and patient safety incidents (p-value = 0.014) (27). The 
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consistency of these findings suggests that effective patient transition is not merely an operational 

activity but a critical safety process requiring structured communication, multidisciplinary 

collaboration, and organizational support. Hospitals should therefore strengthen handover policies by 

routinely using SBAR, providing regular communication training, and continuously monitoring handoff 

quality to minimize transition-related errors and reinforce a patient safety culture. 

Based on the research findings, nurses with a stronger patient safety culture were more likely to 

report patient safety incidents than those with a weaker culture. Statistical analysis showed a significant 

relationship between incident reporting frequency and patient safety culture (p-value = 0.018). These 

findings suggest that a positive patient safety culture encourages healthcare professionals to recognize 

incident reporting as an essential component of organizational learning rather than as a mechanism for 

assigning blame. Despite this positive association, underreporting of patient safety incidents remains a 

persistent challenge in many healthcare organizations. Previous studies have shown that healthcare 

professionals may choose not to report incidents because of fear of punishment, concerns about legal or 

professional consequences, heavy workloads, uncertainty about what should be reported, lack of 

anonymity, limited feedback after reporting, or the perception that reporting does not lead to meaningful 

organizational change (34). These barriers reduce reporting behavior and prevent organizations from 

identifying system weaknesses that could otherwise be addressed to improve patient safety. 

From the perspective of reporting behavior theories, employees are more likely to report incidents 

when they perceive that the reporting system is easy to use, confidential, non-punitive, and supported 

by organizational leadership (35). Psychological safety and perceived organizational support also play 

important roles in determining whether healthcare professionals feel comfortable reporting adverse 

events and near misses. When staff believe that incident reports will be used for learning and quality 

improvement rather than punishment, reporting behavior becomes more frequent and consistent. Fear 

of reporting incidents has been recognized as a major barrier to developing a positive patient safety 

culture (28). Therefore, hospitals should establish effective incident reporting systems that provide clear 

reporting procedures, timely feedback, confidentiality, and visible management commitment to patient 

safety. A well-designed reporting system should also ensure that incident reports are analyzed 

systematically and followed by corrective actions, allowing healthcare professionals to observe tangible 

improvements resulting from their reporting efforts. Such closed-loop reporting systems reinforce trust 

in the reporting process and strengthen organizational learning. 

CONCLUSIONS AND RECOMMENDATIONS  

This study demonstrates that patient safety culture at Hospital X is generally well established, 

highlighting the critical role of organizational and behavioral factors in shaping safety practices. Rather 

than individual dimensions acting in isolation, the findings suggest that patient safety culture is a 

multidimensional construct in which communication, staffing, and care coordination interact to 

influence overall safety performance. These results reinforce theoretical perspectives emphasizing the 
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importance of organizational context and collective behavior in sustaining a positive safety culture in 

healthcare settings. From a practical standpoint, strengthening patient safety culture requires more than 

maintaining high-performing dimensions; it also necessitates targeted improvements in weaker areas, 

particularly inter-unit coordination and feedback mechanisms. Enhancing cross-departmental 

collaboration and developing more effective feedback systems may contribute to more consistent and 

sustainable safety practices. Future research is recommended to employ longitudinal or mixed-methods 

approaches to better capture causal relationships and contextual dynamics in patient safety culture. 

Expanding studies across different hospital types and regions would also improve generalizability. In 

addition, further research using advanced multivariate techniques, such as Structural Equation 

Modeling, is needed to explore the complex interactions among safety culture dimensions and to develop 

more robust, evidence-based interventions. 
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