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ABSTRACT
Background  Patient safety, concerned with the 
prevention of harm to patients, has become a fundamental 
component of the global healthcare system. The evidence 
regarding the status of the patient safety culture in Arab 
countries in general shows that it is at a suboptimal level 
due to a punitive approach to errors and deficits in the 
openness of communications.
Objectives  To identify factors contributing to the patient 
safety culture in Saudi Arabia.
Design  Systematic review.
Methods  A systematic search was carried out in May 
2018 in five electronic databases and updated in July 
2020—MEDLINE, CINAHL, Embase, PsycINFO and the 
Cochrane Database of Systematic Reviews. Relevant 
journals and reference lists of included studies were also 
hand-searched. Two independent reviewers verified that 
the studies met the inclusion criteria, assessed the quality 
of studies and extracted their relevant characteristics. 
The Yorkshire Contributory Factors Framework (YCFF) was 
used to categorise factors affecting safety culture in the 
included papers.
Results  14 papers were included and the majority 
of studies were appraised as being of good quality. 
Strength and weakness factors that contribute to patient 
safety culture were identified. Ineffective leadership, 
a blame culture, workload/inadequate staffing and 
poor communication are reported as the main factors 
hindering a positive patient safety culture in Saudi Arabia. 
Conversely, ‘strength’ factors contributing to a positive 
patient safety culture included supportive organisational 
attitudes to learning/continuous improvement, good 
teamwork within units and support from hospital 
management for patient safety. There is an absence of 
patient perspectives regarding patient safety culture in 
Saudi Arabia.
Conclusion  Policymakers in the Saudi healthcare system 
should pay attention to the factors that may contribute to 
a positive patient safety culture, especially establishing 
a blame-free culture, improving communications and 
leadership capacity, learning from errors and involving 
patient perspectives in safety initiatives. Further research 
is required to understand in depth the barriers and 
facilitators to the implementation of a positive patient 
safety culture in Saudi Arabia.

INTRODUCTION
Patient safety culture has become a crucial 
element within healthcare organisations in 

order to prevent patient harm and maintain 
safe, high-quality healthcare.1 Safety culture 
refers to ‘the product of individual and group 
values, attitudes, perceptions, competencies 
and patterns of behaviour that determine the 
commitment to, and the style and proficiency 
of, an organisation’s health and safety manage-
ment’.2 There is growing evidence regarding 
the effect of strong safety culture on patient 
safety, patient-related health outcomes and 
quality of healthcare.3 Despite increasing 
efforts to implement patient safety initiatives 
worldwide, patient harm represents the 14th 
leading cause of mortality and morbidity 
across the world.4 The WHO has high-
lighted that 42.7 million adverse care events 
are recorded annually worldwide5; patient 
safety is therefore perceived as a serious 
healthcare issue. Medical errors or harmful 
incidents involving patients are reported as 
serious threats to patient safety, because they 
may affect patients’ physical, psychological, 
emotional and social well-being.5 Positive and 
strong patient safety cultures have been found 
to significantly reduce the number of adverse 
events reported in a healthcare organisation.6 
Improving patient safety culture positively 
influences and increases the commitment to 
reporting incidents among healthcare profes-
sionals.7 Thus, it is believed that higher levels 

Strengths and limitations of this study

►► This is the first systematic review carried out to re-
port factors contributing to patient safety culture in 
Saudi Arabia.

►► This review provides a comprehensive insight into 
the strengths and weakness factors contributing to 
patient safety culture in Saudi Arabia.

►► This systematic review was restricted to English lan-
guage publications only and the papers limited to 
hospital settings only.

►► All factors identified in this review are based on the 
healthcare professionals’ perspectives, and factors 
from patient perspectives remain unknown.
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of patient safety culture are associated with higher safety 
performance in healthcare organisations.6

A systematic review identified that blame culture and 
poor communication were common factors associated 
with a poor patient safety culture in Arab countries, 
including Saudi Arabia.8 Another systematic review shows 
that there is a communication issue between health-
care providers and patients in Saudi Arabia that leads to 
preventable errors and poor quality of care.9 This deficit 
in communication was linked to language barriers, work-
force diversity and cultural differences.9 Fear of being 
blamed was considered the main barrier to reporting 
incidence and medication errors among nurses in Saudi 
Arabia.10 In the Saudi Arabian healthcare system, there is 
an increasing number of complaints and claims against 
healthcare providers due to mortality or morbidities asso-
ciated with adverse events.11 12 From the sentinel events 
(defined as unexpected events involving death or serious 
physical or psychological injury to patients) reported to 
the Ministry of Health in Saudi Arabia between 2012 and 
2015, 91% were classified as preventable events.13

A variety of studies concerned with patient safety culture 
in Saudi Arabia explore apparent influences on the safety 
and quality of healthcare services.11 12 The vast majority of 
studies examining patient safety culture in Saudi Arabian 
healthcare organisations rely on the healthcare providers’ 
perspectives.8 Although some evidence highlights that 
patients offer different perspectives on patient safety 
compared with healthcare providers,14 it is believed that 
both views are contributing effectively in patient safety 
that may impact positively on improvement initiatives.15 
To date, patient views regarding patient safety culture are 
unknown in Saudi Arabia. Moreover, to our knowledge, 
no systematic review has evaluated factors contributing to 
patient safety culture in Saudi Arabia, particularly from 
different stakeholder perspectives. Thus, the aim of this 
systematic review was to identify factors contributing to 
the patient safety culture in Saudi Arabia and explore 
perspectives on patient safety culture among healthcare 
professionals and patients in Saudi Arabia.

METHODS
Protocol and registration
A protocol for this systematic review was registered on 
PROSPERO, the international prospective register of 
systematic reviews under number CRD42018091152.

Search strategy
In May 2018, five electronic databases were searched (and 
updated in July 2020)—MEDLINE, CINAHL, Embase, 
PsycINFO and the Cochrane Database of Systematic 
Reviews—using Medical Subject Headings (MeSH) and 
keywords. The key search terms were developed from 
those of a previous review8 and the review question. The 
search strategy was developed and tested in one elec-
tronic database (Medline) and then tailored to the MeSH 
heading requirements of each database. Search strings 

for each database are shown in the online supplemental 
appendix 1. Additionally, bibliographies of included 
studies, related journals (ie, British Medical Journal (BMJ) 
Safety and Quality, Journal of Patient Safety), ongoing trials 
within a clinical trial registry (​ClinicalTrials.​gov) and 
ongoing reviews from the PROSPERO website were 
searched. Findings were exported to Covidence for 
screening and selection.

Study selection
Two reviewers (AA) and (LK) independently screened 
results for relevance to the review question, first by title 
and abstract and then full-text screening. Discrepancies 
were resolved by discussion and by a third reviewer (EC), 
so the studies were selected or excluded based on the 
following criteria:

Inclusion criteria
►► Empirical studies that investigated perceptions of 

patient safety, safety culture/climate or the effec-
tiveness of intervention programmes for addressing 
patient safety in healthcare sectors in Saudi Arabia.

►► Study settings that included general hospitals, primary 
healthcare centres, tertiary hospitals, university hospi-
tals, private hospitals, military and National Guard 
hospitals.

►► Study participants were healthcare professionals, 
including doctors, nurses, pharmacists, technicians 
and allied healthcare, or patients, carers and family 
members.

►► All study designs that addressed the phenomena of 
interest or were relevant to the review question.

►► Published in the English language between 2008 and 
2018.

Exclusion criteria
►► Studies not conducted in Saudi Arabia.
►► Studies conducted in non-healthcare settings or 

industries.
►► Participants not registered as healthcare professionals 

and were neither patients nor family members.
►► Non-empirical descriptive studies (theoretical papers, 

views, essays, editorials, newspapers and magazine 
articles).

►► Abstracts or posters only.

Data extraction and critical appraisal
Data extraction and critical appraisal of included studies 
were conducted by two independent reviewers (AA and 
LK), with disagreements settled by a third reviewer (EC) as 
shown in the online supplemental appendix 2 and.3 4 Two 
tools were used to assess the quality of included studies. 
First, the version of the Newcastle–Ottawa Scale for cross- 
sectional studies was used for quantitative studies using 
a cross-sectional design.16 This tool has been used in 
previous reviews.8 17 18 The tool contains seven different 
items each item with a 0, 1 or 2, with a maximum total 
score of 10 for each paper. A score of 9–10 determines 
a very good study, 7–8 is a good study, 5–6 is satisfactory 
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and 0–4 is unsatisfactory. Second, the Critical Appraisal 
Skills Programme was used for studies with a qualita-
tive design.19 This tool contains 10 questions concerned 
with the appropriateness of the research methodology, 
methods, recruitment strategy and rigour of the data 
analysis. Each question is answered ‘yes’ if ‘clear, adequate 
information is described’ and ‘no’ if there is ‘insufficient 
information described to answer the question’.

Analysis and synthesis
This review used a descriptive narrative synthesis method 
looking for common themes and presented in a narrative 
format. The variation in the populations and measure-
ment tools used by the studies included shows their 
heterogeneity, which limited the possibility of conducting 
meta-analysis in the current review. Two independent 
reviewers (AA and LK) identified factors reported in the 
included studies as contributing to safety culture and 
coded these into different domains according to the York-
shire Contributory Factors Framework (YCFF).20

Theoretical framework: the YCFF
The YCFF was developed from a systematic review of 95 
papers that identified factors contributing to patient safety 
incidents internationally.20 The YCFF categorises the 
factors into different domains: situational factors, local 
working conditions, latent /organisational factors, latent 
external factors and general factors (described in detail in 
the findings section).21 22 Although the YCFF was created 
to capture factors contributing to specific patient safety 
incidents, it was used in this review to categorise factors 
contributing to patient safety culture more broadly. This 
is consistent with previous approaches where the frame-
work was used as an analysis tool to proactively identify 
factors contributing to patient safety performance at both 
individual and organisational levels.20

Patient and public involvement
No patients were involved in this review.

RESULTS
From the 419 papers identified by searches, 14 met the 
criteria for inclusion in this review (figure 1).

General characteristics of included studies
Twelve studies adopted a cross-sectional survey design.23–34 
Two used a qualitative approach, employing focus group 
interviews for data collection method.35 36 Although all 
of the cross-sectional studies used a self-administered 
questionnaire as the data collection instrument, they 
differed in the types of the questionnaire used to collect 
information on factors influencing patient safety. Seven 
studies23 25–27 30 31 34 used the Hospital Survey on Patient 
Safety Culture, two studies24 28 used the Safety Attitude 
Questionnaire and two studies29 32 used the Safety Climate 
Scale. All of these tools were reported as valid and reliable 
and are used widely to assess the patient safety culture in 

healthcare settings.37–39 In one study,33 the authors devel-
oped a questionnaire based on the literature.

Six studies focused solely on nurses working in hospital 
departments23 27–29 31 36 and eight studies involved a range of 
different healthcare professionals including nurses, physi-
cians, technicians, pharmacists and managers.24–26 30 32–35 
The sample sizes in the included studies ranged from 23 
to 2592 participants. None of the studies were conducted 
in a primary healthcare setting; all studies were carried 
out in different hospital settings in Saudi Arabia. None of 
the studies included patients or families as participants.

Quality of studies
Overall, the majority of studies were appraised as being 
of good quality (see online supplemental appendix 
3,4). There were some methodological issues related 
mainly to the selection of the participants and represen-
tativeness of the target population, which makes it diffi-
cult to judge their populations and whether they were 
representative enough of the target population.23 27 This 
might increase the potential for selection bias or limit 
the representativeness of the sample.40 None of these 
studies23 24 27 28 33 34 provide justification for their sample 
calculations and whether they were based on power 
calculations or not. Moreover, one of the studies was crit-
icised for the validity of the questionnaire because it was 

Figure 1  Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses flow diagram shows details of 
our process and selection of studies including numbers of 
studies excluded with reasons.
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developed specifically for the study and no justification 
was given of the measures used to test their validity and 
reliability.33

Key findings
Factors identified as contributing to patient safety culture 
were organised under YCFF domain headings and colour 
coded to indicate factors identified as strengths and weak-
nesses in each study (figure 2). Weakness factors (shown 
in red in figure  2) identified in this review appeared 
across most of the YCFF domains. In contrast, strengths 
factors (shown in green in figure  2) appeared only in 
three domains: situational factors, local working condi-
tions and latent/organisational factors.

Situational factors
Situational factors relate to characteristics of people in 
the workplace setting and aspects influencing the work-
place, including team factors, individual staff factors, 
patient factors/services user factors and task character-
istic factors. Good teamwork within a unit was reported 
as a strength factor26 27 30 31 34 because healthcare profes-
sionals perceived it as enhancing patient safety culture. 
However, other studies25 26 28 found teamwork across 
hospital units and multidisciplinary teams to be an area 
requiring potential improvement, due to deficits in inter-
professional teamwork across disciplines, which may 
compromise patient care. In terms of individual staff 
characteristics, four of the studies24–26 32 reported that staff 
had a negative attitude towards patient safety. This was 

especially the case with perceptions of hospital manage-
ment and working conditions. Rushed work, different 
languages and cultural diversity were reported to affect 
staff’s ability to discuss patient safety concerns due to inad-
equate time or language difficulties.30 35 Multilingualism 
and cultural diversity were identified as increasing influ-
ence on the occurrence of medication errors, especially 
when conveying verbal orders,34 consequently impacting 
the perception of safety culture.

The task characteristic factors and services users’ factors 
are concerned with specific issues such as abnormal physi-
ology or aggression, which make individuals vulnerable to 
errors. However, none of the data extracted aligned with 
these elements of the framework.

Local working conditions
Local working conditions refer to whether or not the work 
environment conditions support patient safety and create 
a safe environment. The term broadly covers staffing 
issues and workload, leadership and equipment supply. 
One of the most common factors influencing patient 
safety culture identified in this review is leadership and 
supervision. These were highlighted by all but two27 34 
of the included studies as weakness factors that required 
further improvements. It was perceived that there was a 
lack of effective leadership, as leaders failed to promote 
staff support or encouragement, provide feedback or 
create a sustainable safety culture that would proactively 
minimise errors.23 29 32 36 Heavy workload, staff shortages, 

Figure 2  Factors identified as contributing to patient safety culture, organised under Yorkshire Contributory Factors 
Framework (YCFF) domain headings, by study. This figure shows that all factors identified from 14 studies included in this 
review were coded into different domains according to the YCFF. Colour coded to indicate factors identified as strengths and 
weaknesses in each study. Weakness factors (shown in red) indicate that factors need an improvement. In contrast, strengths 
factors (shown in green) indicate that factors reported as good. Some areas were left blank, which indicate that no factors were 
identified from studies related to these headings.
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insufficient skills and poor staff to patient ratios were 
also reported as weakness factors that hindered positive 
patient safety cultures.25–28 30 31 34–36

Inadequacy of equipment and supplies were also iden-
tified as issues that hindered optimal patient safety. For 
example, limited use of technology, especially with regard 
to prescribing medications and relying on handwriting, 
may increase the risk of medication errors.33 35

Latent/organisational factors
These factors relate to the physical environment, support 
from central functions, scheduling and bed manage-
ment, training and education, and local policies and 
procedures. However, from the included studies, we iden-
tified strength and weakness factors that fell within only 
three of the categories of latent organisational factors 
(figure  2). In relation to staff training and education, 
organisational learning/continuous improvements were 
reported as strength factors in the majority of studies, due 
to the ability of healthcare organisations to create an envi-
ronment supportive of learning that improves knowledge 
and skills.

In relation to support from other departments, several 
aspects of poor organisational structure and approaches 
were identified as weaknesses to support patient safety in 
the workplace: poor administrative support, suboptimal 
management of patient safety concerns, lack of interde-
partmental collaboration, absent logistic support and 
limited technology use. Other factors are limited avail-
ability of patient safety standards/guidelines due to poor 
dissemination in the workplace that lead to inappropriate 
prioritising of patient safety issues effectively.24–26 28 35

Latent /external factors
These factors relate to the design of equipment, supplies 
and drugs, and national policies. However, no studies 
reported data aligning with these categories of the YCFF.

General factors
We identified two general factors relating to commu-
nication systems and safety culture/awareness within 
organisations themselves, which were reported as directly 
affecting patient safety.

Communications
The availability and effectiveness of processes and systems 
within organisations for exchanging information between 
staff, patient, groups, departments and services include 
both written and verbal communications. Poor communi-
cation was the most frequently reported weakness factor, 
besides blame culture and poor leadership (figure  2). 
Communication breakdowns were recognised in different 
areas including among hospitals departments, during 
patient handoffs, and between patients and healthcare 
professionals.25 35 In addition, a lack of available and func-
tioning reporting systems was also identified as limiting 
ability or willingness to reporting incidents and learn 
from errors.25 33

Awareness of safety culture
The perception of patient safety culture and awareness 
about safety issues among individuals was identified 
by most studies in this review as a factor that weakened 
patient safety culture.23–25 28 30 32 34 Particularly, awareness 
of a safety culture varied among healthcare professionals 
and was influenced by staff position, experience, cultural 
background and language. For instance, one study found 
that nurses had a higher perception than physicians 
of the positive safety climate in their organisations.32 A 
blame culture/punitive response to errors was reported 
in the majority of the studies (figure 2) in this review as 
a weakness factor that negatively influenced the safety 
culture and the reporting of incidents. Table 1 provides 
an overall summary of the factors identified (strengths 
and weaknesses).

SUMMARY OF FINDINGS
Discussion
This review has focused on identifying the factors contrib-
uting to patient safety culture from different stakeholders’ 
perspectives in the context of hospitals in Saudi Arabia. 
The evidence identified in this review shows that some 

Table 1  Summary of factors identified (strengths and 
weakness)

Area of potential 
improvement/weakness Strengths

►► Ineffective leadership ►► Collaborative teamwork 
within hospitals units

►► Blame culture ►► Clear feedback and 
communications about 
errors

►► High workload/
inadequate staff

►► Realistic manager 
expectations and supportive 
actions promoting patient 
safety

►► Poor communications ►► Effective organisational 
learning/staff education and 
continuous improvement

►► Lack of teamwork/
collaboration across 
hospital units

►► Lack of reporting 
systems

►► Low staff experience, 
low staff competence

►► Communications 
gaps between 
healthcare institutions/
professionals/patients

►► Inadequate resources/
equipment

This table shows summary of all factors identified in this review 
which categorised as (strengths and weakness) factors.
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factors contributed in a facilitative way, whereas others 
were detrimental in helping to establish a positive patient 
safety culture within the hospitals. Interestingly, the 
number of areas requiring improvement outweighed the 
reported strengths. This highlights patient safety in Saudi 
Arabian hospitals as a priority area for improvement and 
indicates the key gaps and weaknesses in the patient safety 
culture in the Saudi Arabia healthcare system.

Leadership, blame culture, workload/staffing issues 
and communication were the factors most frequently 
reported as hindering a positive safety culture. These 
findings are consistent with a previous systematic review,8 
which found that blame culture and communication 
problems were serious issues facing healthcare systems in 
various Arab countries. Therefore, it could be argued that 
a blame culture is dominant in Arab countries’ health-
care systems, including that of Saudi Arabia. This may 
be related to poor leadership and a lack of regulations 
supporting patient safety.8

Punitive approaches to errors are a common contrib-
utor to under-reporting of incidents, due to fear of 
punishment.41–43 Therefore, creating work environments 
that are supporting constructive feedback, learning from 
errors, encouraging speak up and establish accountable 
culture is essential to improve actions and responses 
following errors.44

Effective communication is integral to patient safety as it 
helps to facilitate the working of multidisciplinary teams.45 
In this review, we found that the quality of communica-
tion in general was reported as poor and was perceived 
to inhibit a positive patient safety culture within organisa-
tions. These deficiencies in communication included poor 
communication among healthcare professionals, among 
hospital departments and between healthcare providers 
and patients (table 1). Different languages and cultures 
among nurses made the adoption of the optimal degree 
of communication difficult.22 This is probably explained 
by the workforce diversity in Saudi Arabian healthcare 
and the impact of the different languages and cultures on 
caregivers, which might hamper effective collaboration 
and communication.9 Failure to communicate well may 
also be related to poor leadership and leaders’ inability to 
establish successful implementation strategies to support 
and establish effective communications channels.46

Furthermore, poor communication may be related to 
organisational infrastructure42 such as hospitals’ capacity 
to provide effective systems/resources for communica-
tion, training, technical support and feedback to improve 
quality of care.47 There is an obvious lack of reporting 
systems in Saudi Arabia,32 which may reduce the volun-
tary reporting of incidents and the ability to learn from 
errors.42 Although this review identified that communi-
cation in general is one of the main factors contributing 
to positive patient safety culture, it is important to under-
stand the role of communications gaps in hampering 
a positive patient safety culture and contributing to 
errors in the Saudi health context. Thus, more research 
is required to examine the structure and mechanisms 

of communication systems in order to investigate the 
barriers that affect patient safety.

A high workload, rushed work, an inadequate number 
of staff and long work hours were also identified in this 
review as factors requiring improvement. This is consis-
tent with evidence that workload is a complex issue that 
directly affects patient safety, due to the staff’s limited 
ability to provide adequate patient supervision, holistic 
care and decision making.48 High workload reduces 
attention/vigilance and increases distress from working 
under pressure.48 49 A high workload leads to fatigue 
among nurses, which is linked to physical and cognitive 
impairment, that in turn increases the risk of medication 
errors.45 An observational study in Finland investigated 
the impact of nurses’ daily workload on patient safety and 
reported that a high workload led to an increase in patient 
safety incidents of up to 30% and a rise in mortality rates 
of up to 40%.50

It is worth noting that the level of organisational 
support for patient safety culture and teamwork collab-
oration were reported as both strength factors and areas 
that needed improvement. This variation is related to 
differences in organisational policies, rules, strategies and 
general infrastructure that supports patient safety.51 Vari-
ation in teamwork within units, multidisciplinary teams 
and hospital departments may be related to the lack of 
a standardised system including IT and communication 
system that facilitates staff interactions and engagement 
for patient safety.47 51 Teamwork and communication are 
regarded as substantial in modern healthcare delivery 
that are based on a multidisciplinary team’s performance 
rather than an individual’s role.52 Therefore, decision 
makers in the healthcare system in Saudi Arabia should 
value the importance of consensus in patient safety stan-
dards and taxonomy as it can facilitate the successful 
implementation of high-level patient safety and quality of 
care. From a research perspective, this highlights the fact 
that the contexts surrounding these issues can be different 
and they can therefore be facilitative or not. It follows 
that it would also be worth conducting further research 
on the contexts that ‘trigger’ mechanisms leading to posi-
tive patient safety cultures.

Organisational learning/continuous improvement was 
reported as a strength that actively enhanced patient safety 
culture improvement initiatives. Adopting a learning 
culture where staff could openly share their experiences, 
successes and challenges were seen as central to achieving 
a safe and high quality of healthcare,1 53 increasing oppor-
tunities for individuals and organisations to use failures 
as learning opportunities, providing feedback following 
incident analysis and establishing the usefulness of 
improvement initiatives.1 53 Thus, learning systems and 
continuous improvements in Saudi healthcare organisa-
tions should motivate individuals to learn from previous 
mistakes and establish development approaches that 
address individuals’ needs to proactively prevent patient 
harm. Moreover, learning from patient experience and 
feedback is also another suitable tool that provides an 
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in-depth understanding of patient safety threats.54 55 It is 
therefore suggested that such initiatives of involvement 
of patient/family in safety approaches be implemented 
in practice.

The review found no results or studies assessing patient 
perspectives in regard to patient safety in Saudi Arabian 
healthcare organisations. None of the studies measured 
patients’ experiences, perspectives or concerns. This is 
not to say that these perspectives are not sought as part 
of the culture of patient safety in Saudi Arabia but there 
is a lack of evidence to demonstrate their widespread 
involvement in research in this area. Encouraging and 
supporting patient and family participation in healthcare 
safety and patient safety initiatives is increasing globally 
and is central to the prevention of errors and to guide 
improvement strategies.56 57

Limitations
This systematic review excluded non-English publica-
tions, which may create publication bias and mean that 
some relevant papers were missed.54 Additionally, due 
to the lack of studies conducted in primary healthcare, 
the generalisability of these findings may be limited 
to hospital settings only. The majority of the included 
studies were cross-sectional surveys that used different 
measuring tools; this may create self-reporting bias.40 
Moreover, these cross-sectional studies failed to provide 
details of the complex nature of the factors contributing 
to patient safety culture. Only two studies used a quali-
tative approach, which can provide in-depth data about 
the status of the patient safety culture in some healthcare 
settings. However, due to the poor methodological quality 
of one of the qualitative studies (see online supplemental 
appendix 4), the findings should be treated with caution. 
Although the YCFF provides useful classifications and 
enables clear description and categorisation of factors 
affecting patient safety culture, using other theoretical 
frameworks may have identified more contributory.

Relevance to practice and recommendations
From a practice perspective, there is no doubt that creating 
and maintaining a positive patient safety culture is linked 
to safe and effective healthcare practices. Therefore, this 
review confirms that patient safety initiatives and quality 
improvement are essential in healthcare systems in Saudi 
Arabia. To enhance patient safety and reduce potential 
errors, a standardised governmental improvement initia-
tive is recommended to enhance a positive patient safety 
culture. Priority for improvement should be communi-
cating and transforming information, addressing blame 
culture and enhancing leadership and human resources.

Further research is required to identify barriers to 
either the individual or organisation that may reduce the 
practical application of a positive patient safety culture. 
Similarly, this review demonstrates that patient and family 
perspectives and experiences of safety culture should be 
investigated.

CONCLUSION
This review identifies several key factors that contribute 
to patient safety culture in Saudi Arabia where these can 
be categorised into strength and weakness factors (or 
areas for potential improvement). The review shows that 
only healthcare professionals’ perspectives have been 
included in surveys of patient safety culture in Saudi 
Arabia to date. Thereby patient perspectives and feedback 
are required as these are considered globally as integral 
to hospital quality improvement processes. Policy-makers 
in the Saudi healthcare system should pay attention to 
the factors that may support the implementation of a 
positive patient safety culture, especially establishing a 
blame-free ethos, improving communications and leader-
ship capacity, learning from errors and involving patient 
perspectives in safety initiatives.
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