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ABSTRACT

Background Patient safety is a top priority for many
healthcare organisations worldwide. However, most of the
initiatives aimed at the measurement and improvement of
patient safety culture have been undertaken in developed
countries. The purpose of this study was to measure the
patient safety culture at a tertiary care hospital in Pakistan
using the Hospital Survey on Patient Safety Culture
(HSOPSC).

Methods The HSOPSC was used to measure the patient
safety culture across 12 dimensions at Aga Khan University
Hospital, Karachi. 2,959 individuals, who had been working
at the hospital, were administered the HSOPSC in paper
form between June and September 2019.

Results The response rate of the survey was 50%.

In the past 12 months, 979 respondents (33.1%) had
submitted at least one event report. Results showed that
the personnel viewed the patient safety culture at their
hospital favourably. Overall, respondents scored highest in
the following dimensions: ‘feedback and communication
on error’ (91%), ‘organisational learning and continuous
improvement’ (85%), ‘teamwork within units’ (83%),
‘teamwork across units’ (76%). The dimensions with the
lowest positive per cent scores included ‘staffing’ (40%)
and ‘non-punitive response to error’ (41%). Only the
reliability of the ‘handoffs and transitions’, ‘frequency of
events reported’, ‘organisational learning’ and ‘teamwork
within units’ was higher than Cronbach’s alpha of 0.7.
Upon regression analysis of positive responses, physicians
and nurses were found to have responded less favourably
than the remaining professional groups for most
dimensions.

Conclusion The measurement of safety culture is both
feasible and informative in developing countries and could
be broadly implemented to inform patient safety efforts.
Current data suggest that it compares favourably with
benchmarks from hospitals in the USA. Like the USA, high
staff workload is a significant safety concern among staff.
This study lays the foundation for further context-specific
research on patient safety culture in developing countries.

INTRODUCTION

Over the past decade, the need to improve
patient safety has been widely recognised.
Multiple studies from developed and
developing countries have demonstrated

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Adequate patient safety culture is known to reduce
preventable harm as exemplified in several high-
income countries.

WHAT THIS STUDY ADDS

= This study provides insight into the baseline safety
culture at a tertiary care hospital in Pakistan. High
staff workload and staffing are areas for targeted
intervention to improve safety culture.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= The study lays findings for context-specific research
in similar under-resourced settings. Moreover,
findings from this study highlight opportunities for
targeted interventions to improve safety culture in
other developing countries.

significant amounts of preventable patient
harm."” Although the progress aimed
at improving patient safety has been
slow,° 7 several initiatives to promote patient
safety have been successfully launched in the
USA, helping create a paradigm shift. Among
them was the effort to create a patient safety
culture: a culture that requires embracing
teamwork, enhancing leadership support
and shifting the focus of blame from indi-
vidual practitioners to systemic flaws.® All
other high-risk industries recognise the
importance of culture in improving safety.” "’
Healthcare now also recognises the impor-
tance of safety culture. According to the
Agency for Healthcare Research and Quality
(AHRQ), ‘the safety culture of an organiza-
tion is the product of individual and group
values, attitudes, perceptions, competencies,
and patterns of behavior that determine
the commitment to, and the style and profi-
ciency of, an organization’s health and safety
management’.'" Culture shift is ultimately the
impetus that steers an organisation toward
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change, which in turn, can have an important impact on
safety.'”” The ongoing pandemic due to the emergence
of COVID-19 has put an additional strain on existing
measures leading to reduced incident reporting as docu-
mented in one study from the UK."> Thus, the need for
fostering an effective patient safety culture has escalated.

Safety culture is important, being linked to several
important clinical outcomes and patient satisfac-
tion.'"* ™ It is measurable using valid and reliable tools
such as surveys.'* 1% On the one hand, these tools have
enabled researchers to measure norms and behaviours
in healthcare settings and understand the workforce’s
attitudes and perceptions; on the other hand, they have
enabled healthcare leadership to identify and rectify the
identified vulnerabilities in system design, organisation
and operation, ultimately culminating in the improve-
ment of the overall patient safety culture. Findings from
such surveys can also be used to reinforce positive aspects
of safety culture.”!

Research has shown that safety culture is respon-
sive to interventions. Safety programmes such as the
comprehensive unit-based safety programme were asso-
ciated with substantial improvements in patient safety
culture. However, most of the efforts to measure and
improve patient safety culture have been undertaken in
developed countries. Tens of millions of patients world-
wide continue to suffer disabling injuries or deaths
due to medical errors annually.”* While there are some
data on the patient safety culture in several developing
countries,” ™ it is still plagued by the lack of financial
resources, medical expertise and advanced information
technology.”” Moreover, the discrepancy in the data from
one study between the USA and Taiwan®* suggests that the
distinctiveness of culture in each setting should be taken
into consideration whenever safety tools are applied in
different settings. An appreciation of such similarities
and differences is instrumental in tailoring appropriate,
region-specific interventions and capacity-building initia-
tives to improve patient safety culture. Hospital Survey on
Patient Safety Culture (HSOPSC) is a survey that was pilot
tested in 2003 in 21 hospitals across 6 states in the USA.*
The dimensions of the HSOPSC have been shown to have
reasonable psychometric properties.”®! It has been used
as a tool to measure patient safety culture in a variety of
regions across the world, including the UK,16 Lebanon,32
Belgium, Denmark, Norway, the Netherlands,14 Turkey?’3
and Taiwan%; and has been translated and validated in
several of these settings. The aim of this study was to
measure the baseline patient safety culture at a tertiary
care hospital in Karachi, Pakistan by using the HSOPSC
to subsequently tailor strategies for quality improvement
and patient safety in this region.

METHODS

Setting

Aga Khan University Hospital (AKUH), Karachi, is a
not-for-profit teaching tertiary care hospital in Karachi,

Pakistan. This 710-bed hospital provides healthcare
services to more than 50,303 inpatients and 941,826
outpatients annually from all over Pakistan.*

Hospital Survey on Patient Safety Culture

The HSOPSC V.1.0 comprises 42 items that assess patient
safety culture across 12 basic dimensions, including 2
outcome dimensions and 10 safety culture dimensions.
This survey has been validated by the AHRQ.” The
HSOPSC includes both positively and negatively worded
items. Participants can respond to most of the items in
the questionnaire using a 5-point Likert response scale
of agreement ranging across a spectrum from strongly
disagree to strongly agree. A few items also require a
response across a 5-point Likert frequency scale ranging
from never to always.”® Respondents also answered two
outcome questions in the survey by giving an overall
grade on patient safety for their specific work area (on
a five-option scale ranging from excellent to failing) and
by rating the frequency of event reports filled out and
submitted by them in the past 12 months (on a five-option
scale ranging from no events to 21 events or more). The
HSOPSC also gathers basic work-related information of
the respondents, such as current staff position, unit/area
of work in the hospital, duration of work at that unit/
area, number of work hours per week at the hospital
and whether they typically have direct interaction with
patients.”® The administered survey included 41 items out
of the total 42 items in the original survey as the subject
hospital does not employ temporary staff/agency.

Administration of survey

The survey was conducted among the employees at
AKUH between June and September 2019. Personnel of
both morning and evening shifts were included in the
survey; however, the precise distribution of respondents
between the two shifts was not documented.

Patient and public involvement
Patients and the public were not involved in conducting
this research.

Data analysis

Descriptive statistics were used to compute the work-

related background variables of the participants. For

the 41 items included in 12 dimensions of patient safety
culture, responses were dichotomised as follows:

1. The 5-point response scale of agreement was dichoto-
mised to ‘agree’ (including strongly agree/agree) and
‘disagree’ (neither/disagree/strongly disagree).

2. The 5-point frequency scale was dichotomised to ‘fre-
quently’ (including always/most of the time/some-
times) and ‘never’ (including rarely/never).

We calculated the average percentage of positive responses

for each of the 41 items. We also calculated composite-

level percentage of positive responses for each dimen-
sion of patient safety culture. The composite scores were
computed by averaging the per cent positive response
for all of the items within a composite or dimension.*
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Positive responses in positively worded items were ‘agree’
(strongly agree/agree) and ‘frequently’ (always/most
of the time/sometimes). Positive responses in nega-
tively worded items were ‘disagree’ (strongly disagree/
disagree/neither) and ‘never’ (never/rarely). Negatively
worded items were, thus, reverse coded for the analysis of
per cent positive response rates. Strong dimensions were
those for which 75% of the respondents answered affir-
matively; dimensions that required improvement were
identified as those with a composite percentage <50%."
A comparison of the data from AKUH with AHRQ bench-
marks for the overall hospital data in the 2018 database
was also done. Data were managed and analysed with
STATA V.16 (STATACorp, College Station, Texas, USA).

Furthermore, multivariable logistic regression was
used was computed to factors associated with average
positive responses for each dimension. This model was
adjusted for professional role, employment duration in
the hospital, and average weekly work hours. The internal
reliability of the questionnaire and its dimensions was
assessed using Cronbach’s alpha, with alpha of 0.7 as the
threshold for reliability.

RESULTS

A total of 2959 patients were included in this analysis.
The response rate of the HSOPSC was 50%. Respond-
ents included 886 (29.9%) nurses and midwives, 145
(4.66%) postgraduate medical trainees (residents, fellows
and medical interns), 469 (15.85%) technologists, 140
(5.50%) attending physicians, 658 (22.24%) hospital
aides, 250 (8.45%) administration or management
personnel and 411 (13.9%) other healthcare profes-
sionals. The postgraduate medical trainees and attending

physicians were condensed into one category titled ‘Physi-
cians’ for further analysis.

In the 12 months prior to the survey, 979 respondents
(33.01%) had filled out and submitted an adverse event
report. Out of these 979 respondents, 652 (66.6%)
submitted one to two reports, 167 (17.1%) submitted
three to five reports, while 160 (16.3%) submitted six or
more reports. Distribution of other work-related param-
eters among the respondents is shown in table 1 455
(15.57%) individuals were working >60hours per week;
approximately half of those were resident physicians.
2,433 (84.2%) respondents had been at AKUH for more
than lyear, and 2,227 (76.6%) respondents had been
at their current unit/work area for more than lyear.
Overall, 1,523 (52.3%) respondents deemed their work
area/unit to have an ‘excellent’ grade of patient safety,
1,020 (35.0%) considered it very good, 334 (11.5%)
thought it was acceptable and 34 (1.2%) thought it was
poor. The distribution of patient safety grades among
different healthcare personnel is displayed in table 2.

Cronbach’s alpha was calculated for evaluation of
internal consistency of the questionnaire. Cronbach’s
alpha for all 41 items was 0.896. The internal consistency
of individual dimensions was also calculated using the
same method. Only the reliability of the ‘handoffs and
transitions’, ‘frequency of events reported’, ‘organisa-
tional learning’ and ‘teamwork within units’ was higher
than 0.7. The results are displayed in table 3.

The distribution of the positive responses for each
of the 41 items included in the 12 patient culture
dimensions of HSOPSC among the different health-
care personnel is shown in online supplemental table
2. Nurses reported higher patient safety culture than

Table 1 Distribution of work-related parameters among healthcare professionals at AKUH
Nurses and Physicians Technologists Hospital aides Management Others

Parameter midwives (n=886) (n=285) (n=469) (n=658) (n=250) (n=411)
Average number of hours/week*

<60 746 (84.2) 157 (55.1) 395 (84.2) 596 (90.6) 219 (87.6) 355 (86.4)

>60 133 (15.0) 127 (44.6) 71 (15.1) 58 (8.8) 31 (12.4) 35 (8.5)
Event reports submitted in last 12 months*

0 603 (68.1) 170 (59.6) 333 (71.0) 510 (77.5) 91 (36.4) 273 (66.4)

1-2 210 (23.7) 77 (27.0) 87 (18.6) 118 (17.9) 76 (30.4) 84 (20.4)

>2 65 (7.3) 32 (11.2) 36 (7.7) 22 (3.3 78 (31.2) 32 (7.8)
Time in current hospital*

<1year 168 (19.0) 48 (16.8) 102 (20.2) 81 (12.3) 9 (3.6) 50 (12.4)

>1year 707 (79.8) 232 (81.4) 360 (76.8) 563 (85.6) 240 (90.6) 331 (80.5)
Time in current unit/work area*

<1year 240 (27.1) 66 (23.2) 147 (31.3) 137 (20.8) 34 (13.6) 57 (13.9)

>1year 643 (72.6) 216 (75.8) 315 (67.2) 514 (78.1) 214 (85.6) 325 (79.1)

*X? test: p<0.001.
AKUH, Aga Khan University Hospital.
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Table 2 Patient safety grades

Patient Nurses and Hospital AHRQ 2018

safety grade midwives Physicians Technologists aides Management Others Overall benchmarks
(%)

Excellent 466 (53.1) 67 (23.9) 275 (59.1) 412 (63.3) 99 (40.6) 204 (51.8) 52.3 35

Very good 316 (36.0) 142 (50.7) 139 (29.9) 188 (28.9) 108 (44.3) 127 (32.2) 35 43

Acceptable 84 (9.6) 67 (23.9) 45 (9.7) 45 (6.9) 32 (13.1) 61 (15.5) 11.5 18

Poor 11 (1.3) 4 (1.4) 6 (1.30) 6 (0.9) 5(2.1) 2 (0.5) 1.2 4

AHRQ, Agency for Healthcare Research and Quality.

other healthcare professionals in 2 out of 12 dimensions
including communication openness and the frequency of
events reported. Physicians fared best in the supervisor/
manager’s expectations and actions promoting patient
safety. Technologists performed higher in the domain on
overall perception of patient safety, while hospital aides
reported highest safety culture in dimensions on team-
work within and across units, organisational learning
and continuous improvement, management support for
patient safety and communication openness. Managerial
employees reported higher positive responses than other
professionals in the dimensions on non-punitive response
to error, staffing, management support for patient safety,
and feedback and communication on error.

The overall distribution of the positive responses for
each of the 41 items included in the 12 patient culture
dimensions of HSOPSC is shown in online supplemental
tables 1 and 2. Safety culture dimensions with the highest
positive score included ‘feedback and communication on
error’ (91%), ‘organisational learning and continuous
improvement’ (85%), ‘teamwork within units’ (83%),
‘teamwork across units’ (76%); whereas the dimensions

with the lowest positive scores included ‘staffing’ (40%)
and ‘non-punitive response to error’ (41%).

Table 4 displays results of logistic regression according
to composites of each dimension. Hospital aides had
significantly higher level of positive responses for organi-
sational learning and continuous improvement (OR: 2.48,
95% CI: 1.4-3.8) and management support for patient
safety (OR: 1.9 95% CI: 1.11-3.26), while technologists
fared significantly better in overall perceptions of patient
safety (OR: 2.31, 95% CI: 1.01-5.28) when compared with
the remaining professional roles. On the other hand,
physicians had significantly lower positive responses in
staffing (OR: 0.4, 95% CI: 0.25-0.65), handoffs and transi-
tions (OR: 0.64, 95% CI: 0.41-0.99) and teamwork across
units (OR: 0.24, 95% CI: 0.12-0.48), whereas nurses did
so in non-punitive response to error (OR: 0.24, 95% CI:
0.12-0.48). In contrast to their response pattern for other
dimensions, hospital aides scored significantly lower for
positive responses on non-punitive response to error (OR:
0.66, 95% CI: 0.47-0.92). More employees whose average
weekly work hours ranged between 40 and 60 responded
positively for teamwork within units (OR: 2.89, 95% CI:
1.72-4.85), organisational learning—continuous improve-
ment (OR: 2.15, 95%CIL: 1.45-3.18), management
support for patient safety (OR: 2.21, 95% CI: 1.5-3.25),
and feedback and communication on error (OR: 1.72,
95% CI: 1.06-2.81) but significantly less for non-punitive
response to error (OR: 1.72,95% CI: 1.06-2.81). Similarly,
those who had worked at the hospital between 1 and 10
years (OR: 0.48, 95% CI: 0.27-0.84) and 10 years or more
(OR: 0.4, 95% CI 0.22-0.74) had significantly lower posi-
tive responses for teamwork across units, whereas those
who worked for 10 years or more also did so in handoffs
and transitions (OR: 0.68, 95% CI: 0.49-0.93).

DISCUSSION

To our knowledge, this study is one of the very few studies
to explore the culture of patient safety in Pakistan and the
first to investigate it across different professional roles.”” **
We used the HSOPSC to gauge perceptions, perspectives
and practices among 2,959 personnel at AKUH, Karachi.
AKUH is a nationally and internationally reputed health-
care institution. In 2006, it became the first hospital in
Pakistan to receive the Joint Commission International

Table 3 Internal consistency of the HSOPSC questonnaire
Cronbach’s

Dimensions alpha
Teamwork within units 0.74
Supervisor/manager expectations and 0.59
actions promoting patient safety
Organisational learning—continuous 0.74
improvement
Management support for patient safety 0.41
Overall perceptions of patient safety 0.49
Feedback and communication about error 0.66
Communication openness 0.25
Frequency of events reported 0.8
Teamwork across units 0.17
Staffing 0.37
Handoffs and transitions 0.8
Non-punitive response to errors 0.62
Overall 0.896
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(JCI) accreditation. AKUH respondents performed

well in most of the domains of patient safety culture
when compared with the benchmarks of the AHRQ 2018
database as well as other developing countries such as
Lebanon and Turkey.

Our results demonstrate lower internal consistency
for several dimensions than acceptable thresholds. This
variability may be attributable to influence of national
and professional subcultures at the region of administra-
tion. For instance, Wagner et al found clear differences
in responses between the Netherlands, the USA and
Taiwan for several HSOPSC dimensions (eg, communi-
cation openness and non-punitive response to error).*’
The interpretation of many items may vary not just by the
geographical region but also by professional groups.*!
Furthermore, most items in staffing and teamwork across
units, the domains with lowest reliability, are negatively
worded, potentially causing confusion among the respon-
dents while interpreting them. Moreover, several local
adaptations of HSOPSC have underperformed when
compared with the original tool.*™*® This might be due
to the difference in context, health systems, staff groups
and culture from the region of administration of the orig-
inal tool.*”* Therefore, comparisons of the patient safety
culture data from AKUH with the AHRQ 2018 database
must be made with knowledge of the wide variations in
the findings within the AHRQ database.”

The response rate of this study was 50%. This is lower
than the overall response rate of 54% obtained for the
HSOPSC in the AHRQ 2018 database.”® The latter is
comparable with the response rate reported in studies
conducted in other regions of the world; for instance, 56%
in Lebanon,” 87% in the UK'® and 51%-91% in Turkey.”
Response rate for HSOPSC has been reported to vary
with the type of healthcare professional (being highest
for registered nurses (91%) and lowest for doctors (51%)
and type of institution (being highest for teaching hospi-
tals (86%) and lowest for university hospitals (56%).%

The workforce at AKUH generally felt positively about
the patient safety culture in their work area/unit. More
than 87% of the respondents felt that the patient safety
culture in their unit was either excellent or very good.
This percentage is comparable with that found in the
AHRQ 2018 database, where 74% of respondents gave
their work area/unit a grade of excellent or very good
on patient safety.”® Reported values for different regions
of the world included 73% in China,* 70% in Lebanon®?
and 40% in Turkey.”

Approximately 31% of the respondents had filled out
and submitted at least one event report in the previous
12 months. This number is lower than that in the AHRQ
2018 database, where on average, 45% of respondents
had reported at least one event in the past 12 months.”
Previously, another study assessing perception of safety
culture among nurses in public hospitals in Pakistan
reported low levels of incident reporting due to the puni-
tive response to error reporting.”’ However, our results
still report a considerably higher percentage than in

Turkey, where 84% of the healthcare personnel never
reported a medical error related to patient safety.”> The
frequency of event reporting at AKUH shows that, in
general, personnel are able to comfortably report errors
and bring associated patient safety issues to the attention
of the appropriate authorities.

The dimension with the lowest positive scores was
staffing (40%). The score for this domain is below the 10th
percentile of the AHRQ 2018 benchmarks.*® This is consis-
tent with existing literature where in multiple studies,
staffing scored lowest of the total dimensions.* * ' %2
An estimate of the magnitude of the problem of under-
staffing and high workload in Pakistan can be made from
the following figures. The doctor-to-population ratio in
Pakistan is estimated to be 1:1000.” This ratio is even
higher in the case of specialists (1:7216).°* In 2018, the
nurses and midwives-to-population ratio in Pakistan was
0.7:1000.”” In contrast, the doctor-to-population ratio
in the USA was 2.6/1000 in 2017,”° and the nurse-to-
population ratio is estimated at 14.5:1000 in 2017.%” There
is a shortage in the area of human resources for health in
Pakistan.”® Such a shortage is likely to affect the current
workforce in terms of increased workload and/or longer
working hours. In a study on postgraduate trainees from
Pakistan, individuals under stress were more likely to
report longer working hours; they were also more likely
to have used negative coping mechanisms to deal with the
stress.” Such individuals can be expected to be less effi-
cient, more prone to the commission of medical errors
and ultimately counterproductive towards a patient safety
culture. High workload can also adversely affect error
reporting rates because personnel cannot expend time in
submission of lengthy reporting forms.* Thus, improve-
ment in working conditions and staffing can, therefore,
be an important strategy for improving the patient safety
culture™ in a developing country such as Pakistan.

The composite scores of respondents in this survey were
higher for teamwork within units (83%) as compared
with teamwork across units (76%) and hospital handoffs
and transitions (66%). This area merits further explo-
ration in future studies, as interdepartmental friction is
often a barrier to the delivery of optimum patient care.
Similar results have been seen in studies from Lebanon
and Turkey.”® * According to Jafree et al, nursing instruc-
tors and supervisors were the only one among nurses to
feel comfortable communicating openly in public hospi-
tals within Pakistan.”” Cooperation and open communi-
cation form the core of quality care in a multidisciplinary
healthcare organisation where a patient is often treated
by several specialists® and should be practised across all
units.

The hospital aides and technologists have consistently
responded more positively for most domains when
compared with nurses and physicians. Schwartz et al
report work-life balance to be associated with better safety
culture norms and report poor work-life balance among
physicians and nurses when compared with technologists
and aides.” Similarly, those who worked between 40 and
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60 hours per week have responded more positively than
the ones who worked more for most domains. This may
explain our finding of more positive perceptions of patient
safety among technologists and aides. Furthermore, these
findings underscore the importance of work-life balance
in establishing safety culture. The results also highlight
the importance of varying needs of different profes-
sionals, which is consistent with findings from a German
study.* For instance, our results reflect poor perception
of patient safety culture among physicians if the handoffs
and transitions are not smooth, if there is poor team-
work across units and if staff is short. On the other hand,
nurses perceive patient safety culture to be poorer if they
are penalised for errors. This merits designing and imple-
mentation of strategies tailored according to the needs of
each professional group focusing on error-proof systems
rather than individuals.

LIMITATIONS

We acknowledge certain key limitations of this descriptive
study. The sample was obtained from only one tertiary
care hospital in Pakistan. This may limit the external
validity of the study. AKUH, being a high-end private
institution, would be expected to cater to a population
with a higher average socioeconomic status than the
general population of Pakistan. Moreover, AKUH is an
organisation with a history of focus on patient safety, as
is evidenced by the self-imposition of oversight by JCL.*
Hence, we acknowledge the possibility that the patient
safety culture in private and public hospitals in Pakistan
may differ considerably from each other. This hypothesis
should be explored in future studies.

The HSOPSC has not yet been validated in the Paki-
stani setting; a larger sample size will allow assessment
of the psychometric properties of the questionnaire.
This study has shown that the conduct of a patient safety
culture assessment tool such as the HSOPSC is feasible in
a developing country like Pakistan.

The inherent weaknesses of self-reporting instruments
include possible tedium of respondents because of their
length, bias of individuals regarding their own behaviour,
and possible concealment of true attitudes and perspec-
tives. AKUH respondents performed well in most of the
domains of patient safety culture when compared with
the benchmarks of the AHRQ 2018 database. Although it
may indeed be reflective of a better patient safety culture,
it can also be attributed to the cultural differences and
unwillingness of personnel to express negative opinions
about their workplaces.”® **

The disadvantages of using the Likert-type scale items
have also been broached in literature. Individuals may
simply choose to mark the options at the two extremes of
the scale throughout the questionnaire; consequently, the
true spectrum of opinions may not have been captured.
For negatively worded items, the HSOPSC uses reverse
scoring. However, respondents may continue to mark the
agree end of the scale, leading to lower scoring for such

items. Nevertheless, inclusion of negatively worded items
is important for the holistic exploration of the perceptual
dimensions of a concept.*’

CONCLUSIONS

Patient safety is emerging as a premier priority for health-
care systems globally. Assessment tools allow an under-
standing of the workforce’s attitudes and perceptions
toward patient safety.”’ Comprehensive data on patient
safety culture in the developed countries are available
as a result of a battery of well-coordinated efforts over
the past decade. However, developing countries need to
channel resources toward the assessment of patient safety
culture at their healthcare institutions.” Measurement of
patient safety culture in Pakistan is currently at an embry-
onic stage. This study is one of the very few to report the
safety culture from a tertiary care hospital in Pakistan.”
Therefore, the results of this study can be used as a base-
line for future interventions. It highlights the feasibility
of conducting such a survey in a developing country. It
also lays the foundation for further context-specific work
on factors such as instrument validity and reliability in
Pakistan. We look forward to broadly measuring and
improving safety culture in developing countries.
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