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ABSTRACT

Patient safety is an issue of global concern, which is sometimes missed due to the complexity of
the healthcare systems. There is an increasing concern for negligence of patient safety in
developing countries, especially countries with poor healthcare systems and less reliable data. In
2005, the Ministry of Public Health in Afghanistan developed the Essential Package of Hospital
Services (EPHS) in order to promote quality of care in Afghan Hospitals. Patient safety, as one
of the key objective of the EPHS, appears to need additional attention and evaluation. The main
purpose of this research proposal is to develop a validated patient safety culture instrument and
to evaluate the use of the instrument in Afghan Hospitals. The proposal introduces a framework
for sampling hospitals followed by a plan for conducting a cross-sectional study using the survey
instrument. The proposal also includes an assessment of the psychometric properties of the
instrument. The findings achieved from the administration of the survey are intended to compare
12 dimensions of patient safety culture among different groups of providers, categories of
hospitals under EPHS and the overall grade of patient safety culture within Afghanistan and with
results from use of the instrument in other countries. The proposed research will have important
implications for both the hospital management systems and policy making. The findings will
help hospital managers and decision makers understand different dimensions of patient safety.
Results should assist hospitals and health departments redesign strategies and policies that are
focused on attitudes, behaviors and practices to improve the overall culture of safety.
Additionally, hospitals will recognize their weak and strong points and will contribute in

exchange of experiences and share their best practices.
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CHAPTER |

INTRODUCTION

Patient safety is the central theme and ultimate objective of health care quality. Health
care organizations around the world have lately been observed to pay more attention to the
importance of establishing a culture of safety. To achieve a culture of safety, it is necessary to
understand the principles, attitudes, and standards related to an organization and what attitudes

and behavior related to patient safety are expected and appropriate.

There are numerous studies on hospital (secondary) care in developed countries
indicating a noteworthy percentage (10%) of medical errors, which means one out of every ten
patients admitted to hospital, suffers an adverse event. There is some evidence about other
settings such as primary care, long term care and mental care, indicating a similar rate of patient
safety issues (“WHO | Global Priorities for Research in Patient Safety,” 2008, p. 5). Although
medical errors happen in countries at all levels of development, there is a fear that developing

countries may be impacted disproportionately.

In 2005, the Afghan Ministry of Public Health started to monitor and evaluate the
performance of provincial hospitals in Afghanistan. The assessment involved workshops, focus
group discussions and critical reviews by hospital managers. The process took 18 months and a
report of findings was released in 2007. (“Report of the Provincial Hospital Performance
Assessment,” 2007, pp. 2—3).The instruments mainly assessed resources, processes and
outcomes of provincial hospital. There were groups of questions which evaluated 8 areas of

hospital activities including; 1-Management and Administration, 2-Financial Systems, 3-Human



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS

Resources, 4-Capacity for Service Provision, 5-Quality and Safety, 6-Functionality, 7-Patients

and Community, and 8-Ethics and Values.

The Quality and Safety in provincial hospitals were measured by three categories of
indicators that included Quality, Health Workers Interaction and Hospital Safety. The results,
displayed by Balanced Scorecard (BSC) method, indicated that, overall, the quality and safety
scores were poor. Among the provincial hospitals, the minimum score for the quality and safety
was 28.7 and the maximum score was 58.2 out of 100. In the southwest region, Kandahar had a
score of 46.9, Helmand 38.8 and Urozgan 28.7, which was comparatively lower than other
regions of the country. The report links this to instability in the area (“Report of the Provincial
Hospital Performance Assessment,” 2007, pp. 78-83). The following table displays the scores
for all indicators of quality and safety across the 3 provincial hospitals in Kandahar, Helmand

and Urozgan:

Figure 1: Results for provincial hospitals in Kandahar, Helmand and Urozgan on all indices of

quality and safety:

Domain E: Quality and Safety KDH | HMD | URG
E1: Enabling Environment
Quality Improvement

Ql Oraanizational Activities
Infection Prevention Committee
Death Committee

Written Clinical Guidelines
Archived Inpatient Records
Active Inpatient Records
TB Reaqisters

Record-Keeping System

E2: Health Worker Interaction
Health Worker Skills

Health Worker Communication !
Lenath of Consultation
Prescription of Antibiotics I

Routine ANC

E3: Safety

Phvsical Precautions

Security

Posted Decontamination Procedures
Prevention of Hospital Hazards
Prevention of Bichazard
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Medical errors are not necessarily the result of just one simple factor. A British study, for
example, examined the complex array of medical mistakes within the National Health Service
(NHS) hospitals. Some of the contributory factors they found included errors in diagnoses
frequently made by inexperienced clinicians, poor medical records, poor communication
between professional providers, insufficient input by consultant physicians into day-to-day care,
and lack of thorough evaluation of patients before discharging them out of hospital. All of those
are considered organizational factors, which if measured and monitored by administrations,
could result in change to a hospital safety climate (Neale, Woloshynowych, & Vincent, 2001, p.

322).

Patient safety and Patient Safety Culture

The World Health Organization defines patient safety as,” the absence of preventable
harm to a patient during the process of health care” (“WHO | Patient safety,” n.d.). Generally,
this implies a discipline of coordinated efforts to avoid patient harm, caused during or by the
process of health care itself. During the past two decades, patient safety has been increasingly
accepted as an issue of global importance, but the complexity of healthcare has made it even
challenging to measure and, therefore to design and to implement programs to address deficits in
patient safety. The new emerging term, patent safety culture, could probably better explain this
phenomenon. The Agency for Healthcare Research and Quality (AHRQ) explains the safety
culture of an organization as, “the product of individual and group values, attitudes, perceptions,
competencies, and patterns of behavior that determine the commitment to, and the style and
proficiency of, an organization's health and safety management” (“AHRQ | Introduction,” 2004).
Organizations with all the above mentioned positive characteristics of a safety culture should

then be considered truly committed to the value of patient safety.
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Leape (2009) summarizes findings from the Institute of Medicine (I0M) report, “To Err
is Human” which sparked medical and public attention to medical errors. He largely attributes
failure in system organization, processes and procedures to patient harm and suggests more focus
on system errors than human errors such as slips, lapses and mistakes. He suggests six principles
that he believes are necessary for a change in the culture of patient safety. First, that we see
errors as a result of a poorly designed system rather than individual mistakes. Second, that a safe
culture should take the place of punitive environment. His other suggestions include
transparency, patient-centered care, collaboration and teamwork and finally that accountability

should be shared ( pp. 1-2).

In 1995, a 6-month study that involved 11 medical and surgical units in two tertiary care
hospitals found 344 medical errors, 78% of which were attributed to system failure. For example,
physician orders were responsible for 39% of the errors and nurse administrations were
responsible for 38% of them. The study also found that almost half of the errors made by
physicians were intercepted either by nurses (86%) or pharmacists (12%). Generally, 16 factors
of system failure were identified. The most common factor was lack of knowledge about the
drug. After an investigation of the factors, the study found that 264 out of the total 344 errors
were preventable (Leape LL, Bates DW, Cullen DJ, & et al, 1995, pp. 35-40). Medication errors
have been confirmed in several other studies. For instance, a prospective cohort study assessed
the rates of medication errors in 1120 pediatric patients. The study reviewed 10,778 orders, from
two facilities that used hand-written medication orders. The results indicated a (5.7%) error rate
or 55 medication errors for every one hundred admissions. The study concluded that19% of
those errors was preventable. The study reviewed errors by two physicians independently and

found that 93% of the potential medication errors were potentially preventable by physician
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computer order entry with clinical decision support and 94% by ward-based clinical pharmacists

(Kaushal R, Bates DW, Landrigan C, & et al, 2001, pp. 2115-2117).

Bates, Cohen, Leape, Overhage, & al (2001) have explained another good example of
system change they feel necessary in the US healthcare system. They mention numerous areas of
the US healthcare where information technology is not used sufficiently or efficiently. For
example, they point out miscommunication between laboratory systems and pharmacy systems
to be faulty. They also call attention to the role of information technology in accurate reporting
and eventual reduction of error. They reported a study in which large majority of administrators
had been unaware of the high frequency of medication errors in their facilities (pp. 301-305).
Other dimensions of systems such as teamwork, staffing, organizational learning and supervision

are equally important to be evaluated for their role in medical error.

A retrospective study of patient safety that was performed in some developing Middle-
eastern and African countries assessed the frequency and nature of medical errors in hospitalized
patients. The study found that the proportion of preventable error was significantly high at 83%,
while previous studies showed 50% preventable error. The authors suggest that previous studies
might have confused causation and preventability and misclassified some errors (Wilson et al.,
2012, p. 5). It is evident that patient safety is even more vulnerable and misunderstood in
developing countries and therefore, it is important to explore the perception and level of

awareness of health professionals about different dimensions patient safety.

Public Hospitals in Afghanistan

Unlike other developing countries, Afghanistan has suffered long years of conflicts and

wars, which has severely damaged not only the political, social, and economic infrastructures in
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Afghanistan but also the health system. While there are very few reliable statistics, it is clearly

evident that people’s health status is very poor. Despite a completely collapsed health system, the

Ministry of Public Health (MoPH) in Afghanistan was able to establish a new healthcare system,

which included the hospital management system as well.

Figure 2: Afghanistan (Administrative Divisions)
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The MoPH Hospital System has categorized all public hospitals into four levels of
facilities; District Hospitals, Provincial Hospitals, Regional Hospitals, and National Specialty
Hospitals. In each of the first three levels of hospitals, collectively called as the Essential
Package of Hospital Services (EPHS), four core clinical functions exist: medicine, surgery,

pediatrics, and obstetrics/gynecology. Mental health and dental health are mainly provided as
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outpatient services at each of these levels, however inpatient mental care may only be available
at the regional hospitals (Ministry of Public Health, 2011, p. 5). The Essential Package of
Hospital Services (EPHS) was developed by the Hospital Management Task Force (HMTF)

generally to promote quality of care and with the following three particular purposes:

1. Identify a standardized package of hospital services at the first three levels of
hospital.

2. Provide a guide for the MoPH, private sector, nongovernmental organizations
(NGOs), and donors on how the hospital sector should be staffed, equipped, and
provided with materials and drugs.

3. Promote a health referral system that integrates the primary care Basic Package of

Health Services (BPHS) with hospitals.

The EPHS also classified all the essential services, staff, facilities, equipment, and
medicines for the district, provincial, and regional hospitals. For example, the standardized
provision of services to be offered by a district hospital include, “30-75 beds, serving population
of 100,000-300,000 in 1-4 districts, basic surgery, medicine, obstetrics and gynecology,
pediatrics, mental health, dentistry, plus support services for nutrition, pharmacy, physiotherapy,
laboratory, radiology and blood bank” (Ministry of Public Health, 2011, p. 5). A provincial
hospital should have 100-200 beds with all the services provided at district hospital, plus
rehabilitation services and infectious disease control. Similarly, a regional hospital should have
200-400 beds with all the services of a provincial hospital, plus surgery for ENT, urology,
neurology, orthopedics, plastic surgery; and medicine to include cardiovascular, endocrinology,
dermatology, lung and chest, oncology, forensic medicine and expanded support services

(Ministry of Public Health, 2005, p. 25)
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Figure 3: Afghan Health Facilities (BPHS)
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The Afghan Ministry of Public Health measures the quality of prevention and care
mainly by clinical inspection. However, a more comprehensive quality improvement program
will require assessment of patient safety. To align the quality of services with the recommended
international standards, it is essential to look at both at national risk factors and at the same time
learn from experience of other countries (Ministry of Public Health, 2005, p. 58). One important
aspects of quality and safety measurement is the Patient Safety Culture (Nieva & Sorra, 2003, p.
ii 17). In the following section we introduce one of the most widely used and very reliable

instruments of assessing patient safety culture.
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Hospital Survey on Patient Safety Culture

In 2004, the Agency for Healthcare Research and Quality (AHRQ) designed a Hospital
Survey on Patient Safety Culture, which is completed by hospital staff. The survey collects data
on their perception of the culture of safety in their organizations. So far, hundreds of US and
international hospitals have successfully implemented the survey (“AHRQ | Hospital Survey on
Patient Safety Culture,” 2014). Later in 2006, the Agency funded the development of a
comparative database on the survey so that hospitals, which had requested such a database,
would be able to compare their results on safety culture to other hospitals. The database only
contains data from hospitals that voluntarily participated in submitting their data. The database
reports are available from 2007 to 2012 (“AHRQ | Hospital Survey on Patient Safety Culture,”
2014). The data entered into the database are only from US hospitals; however the survey form,
its related tools and the database are available for public use both inside United States and for
international users. The users are allowed to translate the survey to any other language or apply

any modification if needed to fit the local context.
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CHAPTER Il
LITERATURE REVIEW
Background

While patient safety might appear to be a new and emerging issue, historical evidence
shows a concern for patient safety that existed long before modern medicine. Hippocrates, for
example, had known the possible harm that arises from the well intentioned actions of healers. In
the 4th Century B.C., Greek healers wrote the Hippocratic Oath , in which they indicated their
commitment for the good of their patients according to their ability and judgment and to avoid
patient harm (“Greek Medicine - The Hippocratic Oath,” 2002). However, it is true that patient
safety has become a prominent topic recently, especially ever since President Bill Clinton
introduced a nationwide system of reporting for medical errors in response to the Institute of
Medicine report of 44000 to 98000 American deaths each year from medical mistakes. He also
required all 50 states to adopt the error reporting systems (Charatan, 2000, p. 597).

In 2008, Palmieri, DeLucia, Peterson, Ott, & Green studied healthcare errors and
explained patient safety as a “distinct healthcare discipline supported by an immature yet
developing scientific framework”. They used a trans-disciplinary approach to explain the
contribution of health care leaders in addressing error. According to their trans-disciplinary
theory, patient safety knowledge constantly informs improvement efforts in different areas like
business and industry, innovative technologies, health literacy and enhancing error reporting
systems. Thus, health care leaders can play an important role using their organizational skills and
health care safety principles to improve patient safety (para. 1).

In October 2004, the World Alliance for Patient Safety was founded in Washington, DC,

to bring together the heads of agencies, health policy-makers, representatives patients' groups
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and the World Health Organization in order to promote the patient safety goal of "First do no
harm", and minimize the risk of unsafe health care (“WHO | World Alliance for Patient Safety,”
2004).

In 2008, the World Alliance for Patient Safety released a report of evidence on patient
safety in which the positive characteristics of a patient safety culture were explained as open
communication about safety problems, effective teamwork, and support by local and
organizational leaders who make safety a priority. Beside the healthcare organizations, other
high-hazard industries were also considered essential to have a positive safety culture and that
they should measure and report safety culture with standardized instruments to develop safety.
The report also suggested that due to the multidimensional nature of safety culture and for a
better understanding of the factors related to patient safety culture, we need further research,
especially in developing countries and countries with economies in transition.(“WHO | Summary
of the Evidence On Patient Safety,” 2008, pp. 7-8).

Patient Safety Research

In 2006, the World Health Organization gathered a group of international experts to
identify priority areas for patient safety research. Its main objective was to present research
commissioners and funding institutions with general guidance on these priorities so that new
research will contribute to patient safety. The group included specialists in patient safety, health-
care and health services research, researchers, policy-makers, patient advocates and research
commissioners from a wide range of countries and socioeconomic contexts. After a thorough
literature review, assessment and consensus building, a list of priority areas were identified in
mid-2007. Because of the local need for knowledge, the group of experts recommended that

countries use the global priorities as a starting point but expand them and set their own priorities
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(“WHO | Global Priorities for Research in Patient Safety,” 2008, p. 4).The group basically
classified the priority areas into four different categories; 1- Research priorities for developing
countries, 2- Research priorities for countries with economies in transition, 3- Research priorities
for developed countries and 4- Research priorities common to countries at different levels of
development (“WHO | Global Priorities for Research in Patient Safety,” 2008, pp. 5-6).

Most of the high priorities for the developing countries were patient safety issues that are
associated with high mortality and disability. However, the top priority for research in
developing countries was to help with the design and testing of locally effective and affordable
solutions. This largely refers to the assessment of already identified and existing solutions and
strategies, which are designed in most developed contexts and see if they are cost-effective and
feasible (“WHO | Global Priorities for Research in Patient Safety,” 2008, pp. 5).

In this proposal, we develop a research plan for the assessment of patient safety culture in
Afghan hospitals by using the Hospital Survey on Patient Safety Culture, developed by the
Agency for Healthcare Research and Quality (AHRQ). It is a standard, effective and applicable
instrument for Afghan Hospitals. It will be the first validated instrument to assess patient safety
climate in Afghanistan.

Relevance of AHRQ’s Hospital Survey

In 2004, the Medical Errors Workgroup of the Quality Interagency Coordination Task
Force (QuIC) responded to the need for a measurement tool to assess the culture of patient safety
in health care organizations and funded the development of a hospital survey on patient safety
culture. The survey was developed by a private research organization under contract with the
Agency for Healthcare Research and Quality (AHRQ). It can be applied in different institutional

contexts. For example, it can be implemented in a hospital setting as a whole, or in specific units
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within hospitals. Besides, it can track changes and assess the effectiveness of interventions in
patient safety culture if repeated over time. The survey was pretested with hospital staff and later
pilot tested with more than 1,400 hospital employees from different US hospitals. The pilot data
was analyzed and also checked for the reliability and validity of the questionnaire. Finally, the
survey was adjusted by keeping only the most accurate items and scales with strong
psychometric properties (“AHRQ | Introduction,” 2004, sec. 2).

Considering WHO'’s priorities for developing countries on patient safety research, the
AHRQ’s Hospital Survey on Patient Safety Culture is both effective and totally applicable in the
local context of a developing country like Afghanistan. Similarly, all other aspects of the survey
including required resources, the organizational culture, the ethos and values of the population
groups, users and beneficiaries of the research and the cost implication are matching and already
tested in several countries. (“WHO | Global Priorities for Research in Patient Safety,” 2008, pp.
4-6). Out of the top twenty research priority areas recommended by WHO for developing
countries, the AHRQ’s Hospital Survey on Patient Safety Culture matches on the following ten
priories either directly or indirectly (“WHO | Global Priorities for Research in Patient Safety,”
2008, sec. Appendix 3):

1. ldentifications, design and testing of locally effective and affordable solutions
2. Inadequate competence, training and skills

3. Extent and nature of the problem of patient safety

4. Lack of appropriate knowledge and its transfer

5. Poor safety culture and blame-oriented processes

6. Lack of communication and coordination

7. Inadequate regulations
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8. Latent organizational failures

9. Lack of adequate reporting on patient safety

10. Inadequate safety indicators

The AHRQ website provides very helpful resources with the survey to assist hospital
administrators with information and tools needed for a safety culture assessment and how the
data could be used. The survey is general enough to be used in most hospitals, however, users
who might feel the need for changes in the language and terms of the survey are allowed to do
so0. Some might even feel necessary to add or remove questions according to their relevance with
the local context. It helps researchers adopt the survey to the local settings to be better
understood Therefore, AHRQ has also provided modifiable formats of the survey and the
feedback report templates (“AHRQ | Introduction,” 2004).
International Use of the AHRQ’s Hospital Survey
So far, the Hospital Survey on Patient Safety Culture has been translated into 24

languages and used in 45 different countries to measure patient safety culture in their hospitals
(AHRQ, 2012). In some cases, researchers have tried to conduct the studies across different
countries to compare their results. For instance, Wagner, Smits, Sorra, & Huang (2013)
conducted a study that involved 45 hospitals in the Netherlands, 622 in the United States and 74
in Taiwan, considering the similarities of their well-developed healthcare systems, educated
professional groups and a focus on improving patient safety. Using their existing data of the
AHRQ’s hospital survey, they compared the results and revealed the similarities and differences
within and between the three countries. The three countries indicated similar positive results on
Teamwork within units. The average positive responses supporting one another in a unit was the

highest (Netherlands: 92%; Taiwan: 88%; USA: 85%), however, communication openness
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appeared to be different among them. Compared to USA and Taiwan, respondents in Dutch
hospitals showed higher commitment (82%) to speak up against patient harm and to question the
decisions or actions of higher authorities (56%). The results overall found strong teamwork
within units but weak culture dimension handoffs and transitions for all three countries (p. 213-
216). Such studies will help healthcare systems learn and share best practices of patient safety
within each country and with other countries.

Because, the AHRQ hospital survey has been implemented in many developing
countries, the available data from the surveys let other developing countries compare their survey
results on any dimension that affect patient safety. The best example that Afghanistan’s survey
results could be compared with, is its neighboring country Iran. They both share a long border
with similar ethnic groups living on both sides. They also have many cultural, religious and
linguistic similarities. Furthermore, they have mutual cooperation agreements and are expected
to expand their scientific and educational exchanges (Ruttig, 2013).

The AHRQ hospital survey was conducted in 2013 in three hospitals affiliated with
Islamic Azad University in Tehran, Iran. The results indicated that the hospitals did not meet a
proper level of patient safety and that a punitive culture dominated the workplace. Mutual
respect among unit employees was the highest positive (56 %), while employees’ concern that
their faults were being recorded was the lowest positive (6%). The study had some constructive
suggestions related to the number of employees, the distribution of the employees, work hours,
and communication (Moussavi et al., 2013, p. 668).

In another Iranian study, a modified version of AHRQ hospital survey was implemented
across 21 randomly selected health centers, which basically offered primary healthcare services.

This study’s findings indicated that patient safety culture had been relatively neglected in the
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outpatient facilities. However, the overall patient safety score of these health centers was (57),
which was better in comparison to the patient safety score from other Iranian hospitals and
Turkish primary services. The score for “non punitive response to error” was the lowest (8.3%)
for physicians. The study did not find any significant relationship between gender or working
years and total patients safely culture. The results show that adverse events and errors are being
under-reported (50%) (Tabrizchi & Sedaghat, 2012, pp. 508-509). Other comparable good
examples from the region include same hospital surveys from China and India.
Afghanistan’s Context

Basically, there are four main reasons why we recommend the AHRQ survey to assess
patient safety culture in Afghanistan. First of all, Afghanistan lacks data from medical records to
provide information on patient safety. Even if the data were available, it is not likely to be
accurate and reliable. For example, in 2013 a study was conducted to assess the accuracy of
medical records in three maternal health facilities. Two of the facilities were selected from
within Kabul and a third facility was selected from a closer province to Kabul, all of which
should be considered more organized compared to facilities from rural areas. The researchers
compared their own recorded observation of vaginal deliveries to the data recorded in patient
medical records and facility registers. They found that the medical record accuracy in these
facilities, where data play a vital role, was generally poor (Broughton, Ikram, & Sahak, 2013, pp.
1-2).

Secondly, the AHRQ hospital survey is designed to be quite general and is applicable in
both primary care and secondary care settings; therefore, it is very appropriate for assessing
patient safety culture in all three levels of hospitals within the Essential Package of Hospital

Services (EPHS), as it consists of both primary care and secondary care hospitals. Among the
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three levels of hospitals of EPHS, the District hospitals are included in both of Basic Package of
Health Services (BPHS) and as well as Essential Package of Hospital Services (EPHS), thus they

make a referral system between the two (“MoPH | EPHS,” 2005, pp. 3-4).

Figure 4: Link between the BPHS and Hospital Sector

BPHS Hospital Sector

ofe

* Where there is no district haspital, the provincial hospital provides services to fill this role.

BPHS HP = health post Hospitals DH = district hospital
BHC = basic health center PH = provincial hospital
CHC = comprehensive health center RH = regional hospital

Thirdly, Afghanistan has very limited resources and low funds (0.2% of the health
budget) for research and development in health sector (“MoPH | National Health Accounts,”
2011, p. 24). In consideration of this fact and as well as the priorities of patient safety research
recommended by WHO for developing countries, the most economical approach to assess patient
safety culture would be the AHRQ hospital survey, which has been already tested in many other
countries and proven to be efficient. A future large scale or countrywide application of this

survey would be more enlightening and possible with limited resources.
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Fourth, the concept of patient safety was introduced by WHO in Afghanistan in 2009 and
in 2012, WHO signed a pledge with the Ministry of Public Health on "Patient Safety/Clean Care
is Safer Care"(“WHO EMRO | Afghanistan | Countries | Patient safety,” n.d., para. 1-2). The
Ministry of Public Health mainly uses clinical indicators, such as the safe surgery checklist, to
assess quality and patient safety, however, there is a need to introduce and develop patient safety
culture among hospital employees in Afghanistan as one element of a strategy to improve patient

safety in the country.
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CHAPTER 111
RESEARCH METHODS
Study Design
The AHRQ Hospital Survey on Patient Safety Culture, which is already used in various
countries, will be used to ask hospital staff about patient safety issues, medical error and event
reporting. For the proposed study, the survey was translated into a local language (Pashto) using
forward translation technique. To confirm the linguistic validity and contextual relevant to target
population, the translated version will be assessed by cognitive interview method and further pre-
tested before administration.
The survey totally has 51 items out of which 42 items measure the following 12

dimensions of patient safety culture:

1. Supervisor/manager expectations & actions promoting patient safety.

2. Organizational learning-continuous improvement.

3. Teamwork within units.

4. Communication openness.

5. Feedback & communication about error.

6. Non-punitive response to error.

7. Staffing.

8. Hospital management support for patient safety.

9. Teamwork across hospital units.

10. Hospital handoffs & transitions.

11. Overall perceptions of safety.

12. Frequency of events reported.
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Seven of the above mentioned safety dimensions assess safety culture at the unit/department
level (1-7), three dimensions measure safety culture at the hospital level (8-10), and two
dimensions are outcome measures (11-12). We include all 12 safety culture dimensions so that
the results can be compared on all dimensions to other hospitals in other countries that have used
the same survey. The survey also has two additional outcome items that ask about the patient
safety "grade" that respondent would assign to their work area/unit and the number of adverse
events the respondent has reported in the previous 12 months (“AHRQ | Introduction,” 2004).

Respondents will be asked to rate each item of a dimension on a five-point Likert scale of
agreement (strongly disagree, disagree, neutral, agree and strongly agree) or frequency (never,
rarely, sometimes, most of the time, always). The instrument includes 6 items that ask
respondents to provide limited background information related to their work/profession. The
survey places most of its emphasis on safety culture at the unit level, because staff will be most
familiar with safety culture at this level.

Respondents are also given the opportunity to provide written comments at the end of the
survey. These open-ended comments can be used to obtain direct quotes for feedback purposes.
To analyze the data from the comments section, the responses will be coded according to the
type of comment that was made. For example, staff may respond with positive comments about
patient safety efforts in their unit. Or, they may comment on some negative aspects of patient
safety that they think need to be addressed. Code numbers will be assigned to similar types of
comments and later the frequency of each comment type will be counted. The comments will be

coded only after the data has been entered electronically.
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Sampling

Hospitals will be selected based on convenience sampling from three provinces
(Kandahar, Helmand and Urozgan) in the Southwest region of the country where Pashto is the
main spoken language. One regional hospital will be selected from Kandahar province, 2
provincial hospitals will be selected from Helmand and Urozgan provinces and 4 district
hospitals will be selected from Kandahar and Helmand. Selecting all samples of hospitals from
these three provinces will be important, in that they share similar opportunities and challenges.
For example, the Southwest region is generally more affected by insurgency and conflicts
compared to other regions of Afghanistan, eventually impacting many development programs
including healthcare (UNGA, 2014, p. 4). On the other hand, a random selection of hospital will
also need a Dari translation of the survey, because both Pashto and Dari are official languages of
Afghanistan and are spoken in different regions.

The study will include physicians, nurses, lab technicians and management staff from all
units of the hospital. Participants should be full-time current employees. Hospital staff who are
on extended leave at the time of survey distribution will be excluded from the list. The sample
list will be compiled from the management of each participating hospital. The list will include
the first and last name, hospital area/unit and job title for each participant. This will help us track
the distribution and collection of the survey.

To have sufficient number of participants from each of the three levels of hospital, we
need to look at the average number of staff at each facility. Since higher-level hospitals have
larger number of staff compared to lower levels, we include one regional hospital (200-400
staff), two provincial hospitals (each 100-200 staff) and four district hospitals (each 30-70 staff)

in this study, totally reaching to 7 hospitals. If we take the average number of staff from each of
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the 7 facilities, all 7 facilities together will have 800 staff. The following table shows the number
and type of participating hospitals and their estimated number of staffing.

Table 1: Estimated number of participating hospitals and their staffing

Category/Level of Estimated Number Number of Total estimated

Hospital of staff hospital(s) number of staff
Regional Hospital 300 1 300
Provincial Hospital 150 2 300
District Hospital 50 4 200
Total - 7 800

Considering an estimated 100 ineligible from the total 800 staff, we will remain with 700
eligible participants. AHRQ suggests a consideration of 50% response rate. Based on our initial
sample size of 700 participants from all 7 hospitals, we estimate a minimum response goal of
350 completed surveys, which is sufficiently large sample to give us statistically significant
result.

Data collection

The survey instrument could be implemented either in paper format or online. We choose
the paper format for two reasons. First, it is a more feasible method in Afghanistan because many
people in Afghanistan do not have access to internet to complete the survey and second, because
AHRQ recommends paper format for a highest possible response rate.

The surveys will be distributed at a single location inside hospital where hospital
employees check in at the beginning of a working day. The first step in data collection process
will be to develop a tracking log, which will have a list of unique study IDs. Each unique study

ID will also be printed on the survey cover letter. A research assistant will facilitate the
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distribution of the surveys, meanwhile asking participants to write their names in the tracking log
sheet. The assigned study ID in the log should match the ID on the survey cover letter received
by the participant. This will help us track non-respondents and redistribute them the survey and
also explore any possible differences between respondents and final non-respondents.

The distribution of survey inside hospital emphasizes hospital administration’s support
for the data collection effort. Although the survey takes only 10-15 minutes to complete,
respondents will be given enough time to think about responses and not be distracted during their
work hours. They will be asked to return the completed surveys in the following 2-3 days to the
research assistant while checking into hospital. The list of sample will be used to track the
returning completed surveys as well as other staff members who might have not received the
survey either because they were on night duty or on leave.

Each hospital will be assigned a point of contact with the project team, who will facilitate
the entire process of data collection and address any questions or concerns employees might have
about the survey. To remove concerns regarding confidentiality of the survey, hospital staff will
be assured that no one at their hospital will have access to their completed surveys. The contact
information for the hospital point-of-contact including phone number and E-mail address will be
provided in the survey cover letter.

A valid generalization needs a high response rate and therefore maximum effort will be
put to clarify any doubts participants may have and make the process easy for them. The survey
will include a supporting cover letter with clear instructions for completing and returning the
survey (Appendix-A). In the cover letter the staff will be asked to complete the survey within 3
days, however a specific deadline date will not be given because, data collection might get

delayed or rescheduled. If for any reason they fail to complete survey by the deadline date or
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there are a large number of non-respondents, a second survey will be distributed a week later to
the non-respondents. The data collection will be held open for at least 1 week after the second
survey or a second follow-up reminder, so that we receive as many responses as possible. The
data collection in one hospital should take approximately 2 weeks.
Data Management

Each survey will be examined for completeness, prior to entering the survey responses
into the data set. A complete survey is one in which every item or most items have a response.
The AHRQ’s recommended criteria on identification of incomplete surveys suggest excluding
responses from a survey form if the respondent answered:
e Less than one entire section of the survey.
e Fewer than half of the items throughout the entire survey (in different sections).
e Every item the same (e.g., all "4"s or all "5"s). If every answer is the same, the
respondent did not give the survey their full attention. The survey includes reverse-
worded items that exercise both the high/positive and low/negative ends of the response
scale to provide consistent answers (AHRQ, 2004).
If a respondent has not answered most of the items in at least one section of the survey, we will
be missing relevant data on too many items. This will become problematic when calculating the
safety culture composite scores. We will probe surveys for missing items and will exclude a
scale if more than 2 items have not been answered.

Before entering data into an electronic file we need to determine the coding for illegible,
mismarked, and multiple-marked responses. Using the AHRQ’s recommendation, the unreadable
responses or inappropriate responses will be marked as missing and in case we have multiple-

marked responses, we will choose the highest number among selected responses.



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS 26

Proposed Analysis

Most of the items in the questionnaire use a Likert 5- point response scale such as scale
of agreement (strongly disagree=1 to strongly agree=5) or scale of frequency (never=1 to
always=5). Each of the five responses would have a numerical value (1-5), in which the highest
two scoring answers (4-5) are perceived as positive response answers, while the lowest three
scoring answers (1-3) are considered other response answer. A “positive response” is, therefore,
the percent on a scale. There are 18 negatively worded items in the survey, which will be reverse
coded to ensure that positive answers indicate a higher score. The data will be entered into an
electronic file and analyzed using statistical software program SPSS (version 22.0, Illinois,
United States).

The background characteristics of the respondents will be reported by frequency and
percentage for the three levels of hospitals separately (Table-2, Appendix A). It is important to
present frequency information about the background characteristics of all the respondents as a
whole, for example, the units to which they belong, how long they have worked in the hospital or
their unit, their staff position, etc. This information will help the audience better understand
whose opinions are being represented in the data. The responses at the open-ended comment
section will be summarized into major categories of recurrent themes. Any identified patterns or
trends will be reported in the form of descriptive text (“UWM | Steps for Analyzing Responses to
Open-Ended Survey Questions,” 2011). The findings from the open-ended comment section will
help us with further clarification of the quantitative results.

A list of non-respondents, which can be compiled from the original reference list, will be

compared to respondents to know if they differ based on the provided information from the
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hospital administrations. Since the 3 levels of hospitals have only four units/wards in common,
all remaining sections will be reported under a separate category (Other).
Comparison of safety culture dimensions

The survey items will be grouped into dimensions of safety culture, so it can be useful to
calculate one overall frequency for each dimension and to determine differences and similarities
between hospital levels and groups of profession.. Each scale item will be transformed into a
numeric scale, where “1” is the least desirable state and “5” is the most desirable state. A scale
score will be computed as the mean of the scales’ item scores. Descriptive statistics will be
computed with 95% confidence intervals to compare safety culture dimensions across the three
categories of hospitals and among different groups of professions. We will also compute the
percent of “positive” or “desirable” scores on a scale. This will be computed as the mean of the
ratio of items with a positive score (equal to 4 or 5, including rescored items) to the items scored
otherwise. For example, if'a 3 item scale has scores of 4, 5, and 3, then the percent “positive”
score is 66.7% (e.g. (1+1+0)/3*100).

To assess the significance of any difference we might observe among different levels of
hospitals or among different groups of professionals, it is necessary to conduct further statistical
analyses. In this case, we will conduct one-way between-groups Multivariate Analysis of
Variance (MANOVA), which will let us know if the observed difference(s) are statistically
significant. In case we find significant difference, a post-hoc analysis using the Tukey HSD test
will be performed to find out where these significant difference(s) occur (Appendix A, Table-3
& 4). On each scale, we will be comparing scale means across 4 categories of healthcare roles
(physicians, nurses, lab technicians and management staff), and 3 categories/types of hospital

(regional, provincial and district). The null hypotheses are:
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H1(0): Hp= Hn= HlI= Hm

H2 (0): Hr= Hp= Hd
Where H represents the mean scale score by role (p=physicians, n=nurses, I= lab technicians,
m=management staff) or by level of hospital (r=regional, p=provincial, d=district). The
alternative hypotheses (i.e. H(a)) is that there are significant differences. Because we do not
have sufficient a priori evidence as to the magnitude or direction of differences, we will rely on
the evidence as to whether or not the null hypotheses are rejected; and, if so, what other evidence
supports possible reasons for the statistically significant differences.

The overall score for each of the 12 dimension of safety culture will also be compared to
the findings of the same survey from other countries. This will give us a general picture of
Afghan hospitals being compared to regional and international standards. Iran is both
geographically and culturally the closest country that has implemented the AHRQ’s hospital
survey in several settings. Therefore, on regional level Iran makes a good equivalent for
Afghanistan to compare its survey findings with. On the other hand, the wide scale
implementation of the survey in American hospitals makes their results more reliable and
standard, so the study will also compare its findings with the finding from American hospitals.
Reliability and Validity of the Translated Survey

The internal consistency of items in each scale will be evaluated using the most
commonly used psychometric tool, Cronbach’s alpha coefficient. An internal consistency value
of (Cronbach’s a > 0.70) is recommended by AHRQ for the newly developed scales. The
internal consistency of the 12 dimensions of patient safety culture individually and the overall
Cronbach alpha of the scale will be reported and compared to that of the original scale in English

as well as the Persian translated version (Appendix A, Table-5).
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The calculated scale scores for every item will be used to compute the Pearson
correlation coefficients between the scales scores (Appendix A, Table-6). This will help us
assess the validity of the scales by examining the strength of the relationship between each pair
of scales. In addition, the means and standard deviations for each of the scale will be reported
Ethical Consideration

Health-related research always needs to be highly formalized, regulated and considerate
of ethical issues. The rights and safety of every participant of a research needs to be a top
priority. Fortunately, we live in an era that has recognized all such rights. A good example is, the
Belmont Report. For the first time it was announced in 1979 by the National Commission for the
Protection of Human Subjects of Biomedical and Behavioral Research. It was basically designed
as, “the ethical framework for ensuing human participant research regulations and still serves as
the basis for human participant protection legislation” (“Five principles for research ethics,”
2003, sec. 5).

Being aware of the issue of protecting privacy of the participants as an ethical
responsibility, all key ethical principles such as respect, beneficence, sincerity and justice are
considered in the design of this study. Ethical approval will be obtained from the management of
the participant hospitals and the Ministry of Public Health in Afghanistan before data collection.
Participation in this survey will be voluntary and therefore a waiver of the consent form will be
requested. The Survey will have a cover letter that will state the purpose of the survey, the
expected time for survey to be completed, description of the topic and content of the survey,
statements about confidentiality, anonymity, and about how the participant may obtain additional

information (Appendix-B).
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To protect the confidentiality of the participants, the questionnaire does not include any
question or section seeking personal information that would disclose their identity. Similarly,
categories with less than 5 participants will not be reported separately. The paper surveys will be
stored in a secure place and will be accessed only by researchers until the data is transferred into
an electronic file. Participants will be assigned a random identification code. After the data
collection and data entry is completed, the paper surveys will be destroyed and previous 1D
numbers will be replaced by new randomly assigned ID numbers. Each hospital will receive a
final report identifying the results for that particular hospital in comparison to all other hospitals

while keeping other hospitals de-identified.



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS 31
CHAPTER IV

Management Plan

Patient safety culture is a critically important aspect of healthcare. The high rate of
adverse events needs a closer attention and careful evaluation. The ultimate goal of this research
proposal is to assess the underlying organizational factors of patient safety in Afghan hospitals.
The research project will begin with acquiring ethical approval from both the Afghan IRB
Committee and related Hospital administrations. This is normally a slow process and may take
approximately 2 months. The next step would be to hire research personnel who will assist with
the collection, management and analysis of the data. Project staff will be hired based on their
research skills. A basic training program to each staff member will ensure that they understand
the project and their role in project activities. The whole process of hiring and training research
personnel is estimated to take two months. The project staff will include one principal
investigator and three research assistants. The principal investigator will be responsible for
obtaining ethical approval, hiring and training research personnel, supervising research
personnel, analyzing the data and writing the research report. The research team will also
constitute an advisory committee of 4-5 members from the Ministry of Public Health. The
advisory committee will help to ensure close collaboration between the research staff and
participating hospitals. The findings of the survey will be shared with the advisory committee;
however, hospitals will be de-identified in their report to protect the confidentiality of the
hospitals.
Time Scale

The estimated time for the duration of this research study, from the beginning of the
ethical approval process to the end of report writing, is 9 months. Table-6 displays each phase of

the research process with the anticipated time scale.
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Table 2: Sequence and anticipated time scale of each phase of the research project

Ethical approval from
IRB Committee and
Hospitals’
management

Hire Personnel X

Train personnel X

Supervise personnel X X X

Analyze data X

Write research report X

Collect data X X
Enter data X

Analyze data X

Dissemination

The proposed study will produce significant evidence for improving policies and
procedures related to patient safety in public hospitals working under the Essential Package of
Hospital Services. The study findings can be used by the Ministry of Public Health and the Local
Departments of Public Health in Afghanistan. Additionally, the results will help clinical and
technical workers in the healthcare industry to not only understand the dimensions of patient
safety, but also actively participate in shaping policies. The unique and initiative nature of the
proposed research on patient safety in Afghan hospitals should warrant its publication in a
scientific journal. The potential publisher of this article could be the Afghanistan Journal of

Public Health, which uses international standards for publications. The expected audience
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includes healthcare providers, hospital management staff and policy makers in health sector. The
findings may also encourage public health researchers to further investigate patient safety in
Afghan Hospitals.

Conclusion

This research proposal developed a plan of a cross-sectional hospital survey on patient
safety culture to be administered in all three categories of public hospitals working under the
Essential Package of Hospital Services (EPHS) in Afghanistan. A highly validated and widely
used survey instrument, originally developed by the Agency for Healthcare Research and Quality
(AHRQ) in US, was translated into the local language, Pashto. The survey will be the first of its
kind to assess patient safety culture in Public Hospitals in Afghanistan.

A range of safety culture dimensions will be used to compare hospital units, professional
roles and the three levels of public hospitals. The survey dimensions identify organizational
factors that can be changed. Since a convenience sampling method will be used, the results
cannot be generalized to all Afghan Hospitals. If results indicate suboptimal results in a
dimension, the local departments of public health and hospital administrations will have
information for taking action to improve hospital safety climate and patient safety. The results
from Afghan Hospitals will also be compared with the results from use of the survey in other
countries. Furthermore, the translated survey will be assessed for its psychometric properties.
This research project could be referred to in the future as a pilot study for a countrywide
randomized survey. A countrywide hospital survey will have potential implication in integration
of a policy framework into the Essential Package of Hospital Services (EPHS) that would
address patient safety culture, especially areas with low scores. The survey might be repeated

over certain period of time to track changes in patient safety culture.
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Appendix A: Tables

Table 3: Background characteristics of the participants

Level of Hospital

Characteristics Categories Distr_ict Provin_cial Regio_nal
Hospital Hospital Hospital
Freq (%) Freq (%) Freq (%)
Physician
Nurse

Staff position

Lab technician

Management Staff

Experience in hospital

<1 year

1-5 years

6-10 years

> 11 years

Working hours /week

< 20 hours

20-39 hours

40-59 hours

> 60 hours

Work area/unit

Medicine

Surgery

Pediatrics

Obstetrics and
Gynecology

Other

Work experience in the
relevant unit

<1 year

1-5 years

6-10 years

> 11 years

Direct contact with
patients

Yes

No
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Table 4: Comparative results on safety culture dimensions across district, provincial and
regional hospitals:

Mean Scale Scores (95% confidence interval)
Dimensions of Safety

Culture - - . Overall
District | Provincial | Regional Afghan p-value

Hospitals | Hospitals | Hospitals Hospitals

uUs Iranian
Hospitals | Hospitals

Supervisor/manager
expectations & actions
promoting patient safety

Organizational learning-
continuous improvement

Teamwork within units

Communication openness

Feedback &
communication about error

Non-punitive response to
error

Staffing.

Hospital management
support for patient safety

Teamwork across hospital
units

Hospital handoffs &
transitions

Overall perceptions of
safety

Frequency of events
reported




ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS 40

Table 5: Comparative results on safety culture dimensions across different professions:

0 : .
Dimensions of Safety Mean Scale Scores (95% confidence interval)

Culture

Lab Management

Technicians Staff P-value

Physicians | Nurses

Supervisor/manager
expectations & actions
promoting patient safety

Organizational learning-
continuous improvement

Teamwork within units

Communication openness

Feedback & communication
about error

Non-punitive response to
error

Staffing.

Hospital management
support for patient safety

Teamwork across hospital
units

Hospital handoffs &
transitions

Overall perceptions of
safety

Frequency of events
reported
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Table 6: Comparison of internal consistency between the translated version and the original

instrument
Cronbach’s Cronbach’s Cronbach’s
Dimensions of Safety | Number alpha alpha
Culture of items alpha (English (Iranian
(Pashto survey)
Survey) Survey)

Supervisor/manager

expectations & actions 4
promoting patient safety
Organizational learning- 3
continuous improvement
Teamwork within units 4
Communication openness 3
Feedback &
communication about 3
error
Non-punitive response to 3
error
Staffing. 4
Hospital management
- 3

support for patient safety
Teamwork across

. . 4
hospital units
Hospital handoffs & 4
transitions
Overall perceptions of 4
safety
Frequency of events 3

reported

Total

42
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Table 7: Inter-item correlations of the 12 dimensions
Dimensions of Safety Culture 1|2 |3 |4 |5 |6 |7 |8 |9 |10]|11]|12| Total

1. Supervisor/manager expectations
& actions promoting patient safety

2. Organizational learning-continuous
improvement

3. Teamwork within units I T

4. Communication openness - - - - |-

5. Feedback & communication about
error

6. Non-punitive response to error - - - -

7. Staffing. - -] -

8. Hospital management support for
patient safety

9. Teamwork across hospital units -

10. Hospital handoffs & transitions

11. Overall perceptions of safety

12. Frequency of events reported

Notes:

1) Means and Standard Deviations of each scale will appear in the diagonal.

2) Pearson correlation between paired scales will appear in the off-diagonal cells.
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Appendix B: Survey cover letter:

Hospital Survey on Patient Safety Culture

This survey is part of a research effort for a better understanding of patient safety in public
hospitals in Afghanistan. The questionnaire is intended only for physicians, nurses, lab
technicians and management staff who are fulltime current employees with either a district
hospital, provincial hospital or a regional hospital. The survey, which takes 10-15 minutes to
complete, asks about your opinion on different aspects of patient safety in your Hospital. Please
complete your survey and return it within the next 3 days to the same person and location when
you are signing in to hospital.

Instructions:

e Do not write or sign your name on the questionnaire.

e Answer each question by selecting the response that best applies to you or best represents
your opinion.
e |f for any reason you do not want to answer a question, leave it blank.

Important!

e No staff member at your hospital including the manager will ever see or have access to
your questionnaire.

e Questionnaires will be destroyed after the data have been entered into a computer file.

e Only authorized staff from the research team will have access to the survey data.

e Data results will be presented in a manner so that neither individuals nor small groups
can be identified.

e Results may be published; however, no individuals or small groups will be identified.
The scientific value of the survey:

e Depends upon the reliable and accurate representation of the individual views of
practitioners.

e Requires a high participation rate to be scientifically meaningful.

Therefore, your participation is very important and greatly appreciated.

Please contact [contact name and job position] if you have any questions.
[Phone number and E-mail address]

Thank you in advance for your participation in this important effort.
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Appendix C: English version of Hospital survey on Patient safety culture

Hospital Survey on Patient Safety Culture: Items and Dimensions

In this document, the items in the Hospital Survey on Patient Safety Culture are grouped
according to the safety culture dimensions they are intended to measure. The item’s survey
location is shown to the left of each item. Negatively worded items are indicated. Reliability
statistics based on the pilot test data from 21 hospitals and more than 1,400 staff are provided for
the dimensions.

1. Teamwork Within Units
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

Al.People support one another in this unit.

A3.When a lot of work needs to be done quickly, we work together as a team to get the work
done.

AA4. In this unit, people treat each other with respect.

All. When one area in this unit gets really busy, others help out.

Reliability of this dimension--Cronbach’s alpha (4 items) = .83

2. Supervisor/Manager Expectations & Actions Promoting Patient Safety’

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

B1. My supervisor/manager says a good word when he/she sees a job done according to
established patient safety procedures.

B2. My supervisor/manager seriously considers staff suggestions for improving patient
safety.

B3. Whenever pressure builds up, my supervisor/manager wants us to work faster, even if it
means taking shortcuts. (negatively worded)

B4. My supervisor/manager overlooks patient safety problems that happen over and over.
(negatively worded)

Reliability of this dimension--Cronbach’s alpha (4 items) = .75

3. Organizational Learning—Continuous Improvement

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

A6. We are actively doing things to improve patient safety.
A9. Mistakes have led to positive changes here.
Al3. After we make changes to improve patient safety, we evaluate their effectiveness.

! Adapted from Zohar (2000). A group-level model of safety climate: Testing the effect of group climate on microaccidents in
manufacturing jobs. Journal of Applied Psychology, (85) 4, 587-596.
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Reliability of this dimension--Cronbach’s alpha (3 items) = .76

4. Management Support for Patient Safety

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)
F1. Hospital management provides a work climate that promotes patient safety.
F8. The actions of hospital management show that patient safety is a top priority.
F9. Hospital management seems interested in patient safety only after an adverse event
happens. (negatively worded)
Reliability of this dimension--Cronbach’s alpha (3 items) = .83

5. Overall Perceptions of Patient Safety

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

A15. Patient safety is never sacrificed to get more work done.

A18. Our procedures and systems are good at preventing errors from happening.

A10. It is just by chance that more serious mistakes don't happen around here. (negatively
worded)

Al7. We have patient safety problems in this unit. (negatively worded)

Reliability of this dimension--Cronbach’s alpha (4 items) = .74

6. Feedback & Communication About Error

(Never, Rarely, Sometimes, Most of the time, Always)
C1. We are given feedback about changes put into place based on event reports.
C3. We are informed about errors that happen in this unit.
C5. In this unit, we discuss ways to prevent errors from happening again.

Reliability of this dimension--Cronbach’s alpha (3 items) = .78

7. Communication Openness

(Never, Rarely, Sometimes, Most of the time, Always)

C2. staff will freely speak up if they see something that may negatively affect patient care.
C4. Staff feel free to question the decisions or actions of those with more authority.

C6. Staff are afraid to ask questions when something does not seem right. (negatively
worded)

Reliability of this dimension--Cronbach’s alpha (3 items) = .72
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8. Frequency of Events Reported

(Never, Rarely, Sometimes, Most of the time, Always)

D1.When a mistake is made, but is caught and corrected before affecting the patient, how
often is this reported?
D2.When a mistake is made, but has no potential to harm the patient, how often is this reported?
D3.When a mistake is made that could harm the patient, but does not, how often is this
reported?

Reliability of this dimension--Cronbach’s alpha (3 items) = .84

9. Teamwork Across Units

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)
F4. There is good cooperation among hospital units that need to work together.
F10. Hospital units work well together to provide the best care for patients.
F2. Hospital units do not coordinate well with each other. (negatively worded)
F6. It is often unpleasant to work with staff from other hospital units. (negatively worded)

Reliability of this dimension--Cronbach’s alpha (4 items) = .80
10. Staffing
(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)
A2. We have enough staff to handle the workload.
A5. Staff in this unit work longer hours than is best for patient care. (negatively worded)
A7. We use more agency/temporary staff than is best for patient care. (negatively worded)
Al4. We work in "crisis mode" trying to do too much, too quickly. (negatively worded)

Reliability of this dimension--Cronbach’s alpha (4 items) = .63

11. Handoffs & Transitions

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

F3. Things "fall between the cracks" when transferring patients from one unit to another.
(negatively worded)
F5. Important patient care information is often lost during shift changes. (negatively
worded)
F7. Problems often occur in the exchange of information across hospital units. (negatively
worded)
F11. Shift changes are problematic for patients in this hospital. (negatively worded)
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Reliability of this dimension--Cronbach’s alpha (4 items) = .80

12. Nonpunitive Response to Errors

(Strongly Disagree, Disagree, Neither Agree nor Disagree, Agree, Strongly Agree)

A8. Staff feel like their mistakes are held against them. (negatively worded)
Al12. When an event is reported, it feels like the person is being written up, not the
problem.
(negatively worded)
Al6. Staff worry that mistakes they make are kept in their personnel file. (negatively
worded)

Reliability of this dimension--Cronbach’s alpha (3 items) = .79

Patient Safety Grade

(Excellent, Very Good, Acceptable, Poor, Failing)
E1l. Please give your work area/unit in this hospital an overall grade on patient safety.

Number of Events Reported

(No event reports, 1 to 2 event reports, 3 to 5 event report, 6 to 10 event reports, 11 to 20 event
reports, 21 event reports or more)

G1. Inthe past 12 months, how many event reports have you filled out and submitted?

Note: Negatively worded questions should be reverse coded when calculating percent
“positive” response, means, and composites.
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Appendix D: Pashto version of Hospital Survey on Patient Safety Culture

&9 5l S (S o 5L M&M&w:ﬁ“ 3o yuL sy By,

axp 3 55l s ik 5‘,55:3;:53;“ ENY- SRR PRI CIRVIC RN EPSI 34%55-’4*%:5“-;
Sare g catdsnddd 345554 (3 SF A2 8IS w2 S st i s
LTl gl s g sd el (S PG 0l s SR d (53555 o g S
4%;:63.:2‘):3.;&6)@<Re|iability>g,:sd);l.3:.\a.g,ﬁ :?md‘é)ﬂ@_;ﬁujlz‘x}&ﬁjﬁjlf

S ans S paplsl S ao s 1
(Cééljﬁdﬂsd,}cééljﬁcéél‘rébrﬁd&éé'jﬁﬁcéé.‘,ﬁbcééljﬁbdgsdi)
¢S s p s S SaSB o4y - AL
-JJ*“)J‘JLSLjJK}PJ)SJLSNHVﬁIUﬁ 30054 50 (5 @g'ﬁ)KOQJ@M'A3
oSS sy bl pSIs SaSSB gra- A4
GBS Wip 2P P FRB 3 e SNB G a5 AlL
SAY = (L;y ¥) Cronbach’s alpha :(Reliability) o 55 ¢, s dxs g3 3

o)L?J&;;uJ,}:g,;g&,&::&&jjb:@;jlql?awdﬁ/xma 2

(38 g0 aSIS ey < 381 50« 35 50 o 0 351 o 0 (35 0L (33 L SIS )
BCRR TV PRy LK S SROM R YU I P TP U S PR L 4l Bl
S aglawars s 5 oy
iS5 g ag gl s SO S S s dlSe L O ru ks s 5l n,b s s pde Lo - B2
o S S
215885105 85,8 1505 550 2 S 8 o i | o Ly ol lid )85 oS- B3
S obo oz msSanan o ep Lloa oolizul 3453 )Y 50
S F GS wiial ) Lo Lo (2 95 s i 00l 3 P50 S e/ e L3 - BA
(S Ol J 93 oo S0 ) S i

Vo = (é‘,;s ¥) Cronbach’s alpha :(Reliability, o 5 5, 5L s g5 3



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS 49

Cb|wdjg—%;§o:}dj|:| 3
(5910 AU 3303 3 50l0 o 40 330 0 35 5l 335 SIS )
b bas Sosmisa sls,bs 5 5y Okl 2laS galaday - AB
NI E - JORWPRR PTI PR PVIVIN VT IPTI g PN
Sorb 350 S sl g Jao,ld sn s s pleo,bs e 60 ey s- AL
995l ep]

VP = (S5 T Cronbach’s alpha :(Reliability, & 55 ¢ b o g5 5

Fheglslssldosons s sley,bs 4

(53130 SIS s 531 331 30 0 0 5300 0 31 0 33150 SIS
S eI b S Pl e sS $anln Lad ulson B s0)lsl 0,5 - Fl
$3033 Spyn sy mosuks JLLLL 2 ohn ulbasS Sl - FB
adec o 5Lo g 2 alS b adNe s ool pley,l :ijéjlxojlzlo‘,;é”:-FQ
G Ol dad s e a) o il

SAY = (S5 T) Cronbach’s alpha :(Reliability) o 55 ¢, 5L das g5

@poba Osnlso glyloaS g ppmeany 5
(33 g0 aSIS ey« 381 50« 35 50 o 0 351 o 5 (35 0L (35 L SIS )
oS SLAwLL JsS o 5 Wbyl osuis sley,bs- AlS
(S04 (S (§ guen by 555 55 345 g 3| (SN S 505 - ALB
S O U338 S &) (S Ao, & (55 5 gz & (3 g3 v 05 s |5 - ALO
S ObwdgmsSre d 5] 5w o sk o 0 e )b s SaKB ga4 50 - ALT
AR (éﬁ ¥) Cronbach’s alpha :(Reliability) o 55 ¢, 5L das g3 3

é}kg?ﬂ&l.owbguﬁﬁjﬁa .6
MIJMﬁaﬂﬁ)am;@r,fg;?,;‘);bou,wogl.\w;y}@m;utﬁ.o-C1

SIS



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS

S wimialy S A 340 (7055 S US| o3 Ol 5550 a%0 205 50 - C3
s Lo 3 555,55 53 5 558 g5 g S 5)la oY s 3 e S A g2 4 - C5

50

YA = <«.553-’ ¥y Cronbach’s alpha :(Reliability) & o5 5, 5L Az 63

dJIJQT/;;”J"\SJ’JJ“JJ?’ >

bl b 5,3 (2 (Rsad s s pp 8 5 a3 i B s 5303l 0 4y (S5 858 - C2
ENSE

203z sS AYS anip e 58 5l 5 S s 30 s30T, s ap (SO5,8LS - Ch
o |5 o) lalie

4 SIKG R s (20 S S Sy aii g SO a3 aa s 2 slagr ) S9ss5,1 - C6

S olbo s sSae

VY = (d{js ¥y Cronbach’s alpha :(Reliability) o 55 ¢, 5L dxs g3 3

s g 9 gt P 503 D

8

P ol sl i Jx s (St o) s 0L5 S § 0,0 B (S aden dT s 00 3 45 - D1

S U500 o A5 5340 00 55

2 Se 30,053 5 N0l a0l sl b hdn 4S50 3 S - D2
S IS5

P8 30L B oo ST g 0L AT 0,0 (o Ay AT T 05 i |3 (IS - D3
S U500 o A5 5340 0 55

SAF = (éﬁ ¥y Cronbach’s alpha :(Reliability) o 55 ¢, 5L das g3 3

PR Foulsl SO Mo s o lss 9
(dsb.ndﬁsdu cdsb.n ‘dﬁIJ“’L‘("”“dﬂ}“‘" ‘@‘J"L‘ cdﬁb.obmdu)

il pad 5L s 0 B 568, WS Ussadia o s 5 SSB e, - FI10



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS o1

(G bz J 93 o S d) (340 S Rad dd b pus o 3 50 (NS0 525, 5~ F2
I3 msSre a5 (N5 50 5558 S 0 s 55S,8 A SO 5, 5 505285, 3 - F6
(S Ol

A= <«.553-’ ¥y Cronbach’s alpha :(Reliability) & o5 5, 5L Az 63

W, S Sy, .10

(3] 50 aSIS 4y 3] 50 (33 50l o 0 (331 50 5 (331 50 (331 5a Lo ASUS
&S Il o2 1S 5@3)9333§)L5°}|-\3|3L5% gso- A2
058 sl bl np )b s S S Obiedsain 5 S0s 51 (S LISl gaa - AS
SOl sa e sSre ) S S
FS 0558 0l bl e ag 5,05 2 53 (K55 alal Bl 58 50 DL (g5l 4ds 5y 50 - AT
S Obw 3w sSre a) S
oo Jad S an 5 S0 5,5 23,8 23 3 5 55,8 el ol s e - Ald

(S
7Y = (S ¥) Cronbach’s alpha :(Reliability) o 55 ¢, 5L das g5 5

d’aj.a?.:Jdeo,,Lﬁ.ll

(3] 50 ASUS g 3] 50 ¢ 33 501 o 5 3] g0 5 331 5 ¢ 331 s SUS )
3 ) ,6¢5w|3ﬁ¢éw3g s s sl gl hass KB gm0y, - F3
s oo daa
Jo3 e sSas i) Sos Dloshas ia b 5,03 SES w05k 26053 Led s 65820 565 F5

Ssw Ol
u)d;ledfﬂabeJL@nfgbbsyu,lu :é«o,a‘,ﬁal:- Soel sy s-F7
SOk dsa S

w:s-’-‘"*w $9 PP gt UL:.JJ-"L-éJJU -’QJJ-*:’d)J-’ Lﬁ“ﬁdﬂs-’ -’%;O}-“-éﬁ)gf“ﬁ - F11

S oo daa
A= S ¥) Cronbach’s alpha :(Reliability) o 55 ¢, 5L das g5



ASSESSING PATIENT SAFETY CULTURE IN AFGHAN HOSPITALS 52

055 b (oS el | SN2 el G058y 55555 212

(3 50 SIS w35 ¢ 331580 0 5 53] 5 331 5l < 331 s aSUS )
1 S J3olS s 5N 30555 35 e 853 3 el el S 55515 - A8
(S Ol U3 v 5520
261 2 o > Sl | s (RS S IS s i S 2 (2 48 - AL
<dWOQ€Jﬁew:§\“%>-dg§J5~s-’u=jbu4*&
o SR ) S Sl (S w5340 555 5 (55 S92 3 S aeiy bl |3 (S955,8 - AL6
S obodsa

Ve = <u53-’ Yy Cronbach’s alpha :(Reliability) & o5 ¢, 5L Az 63 >

O Fuk s oy, .13

PG cions 3 s a3 e
b sk > Hlis,l :43gjlj/ﬁtﬁd)tfym‘_;gj;é”é:gs.gﬁ.fjs.ssl.‘:,g.n- El
'6§°)3i‘?)>¢r¢

SV PN i) e 3V 5T W) i 30T L) o 3T O o 3
(€850 ot 3 23 0 V) gy (b

€60 (Dol 5l 5 5 0550 5ol 850 35 s 20,0 55 g;f*“l""" Woria-Gl

,;b:@M@(Reverse code, g,Sw,SMJL@.om .\ilgdz;;xg;,.zgg‘jj;w,&mg TN
.d?;@bmgffﬂbj‘cdw‘,sxlﬁ



