
 

 

TRIM: D17-35475 

 

October 2017 

 
Safety Culture Assessment in 
Health Care: A review of the 
literature on safety culture 
assessment modes 

Dr Anne Hogden, Dr Louise A. Ellis, Dr Kate Churruca and Mrs Mia Bierbaum from 
Australian Institute of Health Innovation, Macquarie University have prepared this report on 
behalf of the Australian Commission on Safety and Quality in Health Care.  

 

  



Safety Culture Assessment in Health Care: A review of the literature on safety culture assessment 
modes  2 
 

Published by the Australian Commission on Safety and Quality in Health Care 
Level 5, 255 Elizabeth Street, Sydney NSW 2000 

Phone: (02) 9126 3600  
Fax: (02) 9126 3613 

Email: mail@safetyandquality.gov.au  
Website: www.safetyandquality.gov.au  

ISBN: 978-1-925665-27-7 

© Australian Commission on Safety and Quality in Health Care 2017 

All material and work produced by the Australian Commission on Safety and Quality in 
Health Care is protected by copyright. The Commission reserves the right to set out the 
terms and conditions for the use of such material.  

As far as practicable, material for which the copyright is owned by a third party will be clearly 
labelled. The Australian Commission on Safety and Quality in Health Care has made all 
reasonable efforts to ensure that this material has been reproduced in this publication with 
the full consent of the copyright owners. 

With the exception of any material protected by a trademark, any content provided by third 
parties, and where otherwise noted, all material presented in this publication is licensed 
under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International 
licence. 

 

Enquiries about the licence and any use of this publication are welcome and can be sent to 
communications@safetyandquality.gov.au. 

The Commission’s preference is that you attribute this publication (and any material sourced 
from it) using the following citation:  

Hodgen A, Ellis L, Churruca K, Bierbaum M. Safety Culture Assessment in Health 
Care: A review of the literature on safety culture assessment modes. Sydney: 
ACSQHC; 2017.  

Disclaimer 

The content of this document is published in good faith by the Australian Commission on 
Safety and Quality in Health Care for information purposes. The document is not intended to 
provide guidance on particular healthcare choices. You should contact your healthcare 
provider on particular healthcare choices.  

This document includes the views or recommendations of its authors and third parties. 
Publication of this document by the Commission does not necessarily reflect the views of the 
Commission, or indicate a commitment to a particular course of action. The Commission 
does not accept any legal liability for any injury, loss or damage incurred by the use of, or 
reliance on, this document.   

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:communications@safetyandquality.gov.au


Safety Culture Assessment in Health Care: A review of the literature on safety culture assessment 
modes  3 
 

Preface  
This preface was written by the Australian Commission on Safety and Quality in Health Care 
(the Commission) to provide context and background to the report which follows, Safety 
Culture Assessment in Health Care: A review of the literature on safety culture assessment 
tools. The Commission contracted Macquarie University to prepare the literature review, as 
part of the review of the Australian Health Service Safety and Quality Accreditation 
(AHSSQA) Scheme.  

Background  
The Commission’s role is to lead and coordinate national improvements in the safety and 
quality of health care. The Commission works in partnership with the Australian Government, 
state and territory governments and the private sector to achieve a safe and high-quality, 
sustainable health system. In doing so, the Commission also works closely with patients, 
carers, clinicians, managers, policymakers and healthcare organisations. 

The Commission developed the National Safety and Quality Health Service (NSQHS) 
Standards in consultation with the Australian Government, state and territory governments, 
technical experts and stakeholders. They aim to protect the public from harm and to improve 
the quality of health service provision.  

To become accredited, health service organisations must pass assessments to show they 
have implemented the NSQHS Standards. The assessments are conducted by independent 
accrediting agencies, approved by the Commission, as part of the AHSSQA Scheme. 
However, state and territory regulators and chief executives of health service organisations 
have raised concerns about several aspects of the accreditation process. 

The Commission is undertaking a review to update and improve the accreditation process. In 
May 2017, the Commission contracted four literature reviews to provide an evidence base to 
inform the Commission’s review of the AHSSQA Scheme. The reviews explored the 
potential use of the following methods to improve the veracity of health service 
organisations: 

• Attestation by a governing body 
• Short-notice and unannounced surveys  
• Patient journey and tracer methodologies 
• Safety culture assessment. 

The report that follows this preface presents the findings of a literature review that explored 
tools which assess safety culture in health service organisations. The review particularly 
sought to identify whether a tool was available that would be suitable for large-scale 
implementation as part of accreditation processes under the AHSSQA Scheme.  

 

Key findings 
The key findings of the report on safety culture assessment tools are discussed according to 
an evaluation of effectiveness and utility of available tools, and considerations for a safety 
culture assessment tool as part of the AHSSQA Scheme. 
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Evaluation of available tools 
The authors of the report reviewed the available tools that measure safety culture according 
to their frequency of citation; validity; adaptability for multiple settings; accessibility and cost; 
the underlying constructs measured; and whether training was required to administer the tool 
and analyse the results. The report also discusses whether the identified tools were suitable 
for large-scale implementation during the process of accreditation. 

The tools that were considered potentially suitable for use during accreditation were: 
• Safety, Communication, Operational Reliability and Engagement survey (SCORE)  
• Safety Attitudes Questionnaire (SAQ) 
• Victorian Safety Climate Survey (VSCS)  
• Safety Climate Survey (SCSu)  
• Safety Climate Scale (SCSc)  
• Patient Safety Climate in Healthcare Organisations survey (PSCHO) 
• Modified Stanford Instrument (MSI)  
• Hospital Survey on Patient Safety Culture survey (HSOPSC) 
• Manchester Patient Safety Framework (MaPSaF). 

The majority of the safety culture tools that were short-listed used quantitative self-report 
measures, with one tool (the MaPSaF) using qualitative measures to capture participant 
viewpoints.  

No single tool was considered to adequately assess all major dimensions of safety culture. It 
was not recommended therefore that any of the short-listed tools would be appropriate for 
large scale implementation as part of accreditation of health service organisations. 

The authors also consulted with a small sample of hospitals to explore current safety culture 
assessment practices. They found that health service organisations use a variety of methods 
to evaluate safety culture, including the use of in-house surveys or surveys purchased from 
private companies. Some hospitals reported using adaptations of some of the short-listed 
surveys, for example the SAQ.  No new tools were identified from consultation with 
hospitals, and there was a lack of consistency in the method used to assess safety culture. 

Considerations for safety culture tool as part of AHSSQA 
Scheme  
The authors identified 10 dimensions of safety culture that need to be assessed to gain a 
snapshot of an organisation’s safety culture. These include: 

• Leadership, particularly the support of safe practice 
• Systems, procedures and processes exist that normalise or enshrine patient safety, 

or which are adhered to 
• Resources for safety (such as staffing, equipment, training) 
• The quality of interpersonal relationships (such as teamwork, collaboration within and 

across units) 
• Communication, particularly about safety, including perceptions of being able to 

report and speak up 
• A focus on learning from mistakes, responding and improving systems 
• Individual staff characteristics and perceptions of their effect on work (such as job 

satisfaction, stress) 
• General awareness of patient safety and/or it being a priority 
• Other means of prioritising safety (such as through rewards and incentives) 
• Actual safety issues witnessed/reported. 
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In addition to these 10 dimensions, the authors note the importance of covering issues of 
relevance to a contemporary health workforce that impact on safety culture, such as work-
life balance.  

The report outlined a number of essential characteristics that a safety culture-assessment 
tool would need if it were to be used during accreditation. These include:  

• Providing adequate depth of information on the major dimensions of safety culture 
• Being appropriate for gathering safety culture information in a reliable and valid way 
• Being adaptable for multiple settings 
• Not being too lengthy to facilitate a strong response rate 
• Providing appropriate user guidance 
• Allowing data to be collected and analysed across health service organisations as 

part of accreditation. 

The review made recommendations for two possible approaches that could be developed for 
large-scale implementation of assessment of safety culture in health service organisations: 

• Mixed-method assessment package combining a quantitative measure of safety 
culture with a qualitative component, such as a focus group to provide greater detail 
on key areas of the survey findings 

• Prescriptive assessment plan to provide a framework for collection, analysis and 
reporting of data on safety culture.  

Conclusion 
The safety culture of an organisation is an important component of supporting safety and 
quality improvements, and therefore is an important facet of implementing the NSQHS 
Standards. While the response rate from hospitals as part of this review was not high (26%), 
it does indicate that safety culture assessments are already taking place in some hospitals.  

The report that follows this preface concludes that no single tool is currently available that 
measures all major dimensions of safety and quality in health service organisations.  

The report identifies a number of dimensions of safety culture that emerge across existing 
tools. These dimensions together with the strengths identified across existing tools could be 
used to build an assessment tool to test safety culture in health service organisations as part 
of assessment.  

The Commission agrees with this conclusion, and notes the recommendations included in 
the report for development of an appropriate assessment package or plan. 

Next steps 
The Commission will consult with stakeholders, including states and territories, health 
service organisations and accrediting agencies, on an appropriate tool by which to assess 
the safety culture of health service organisations. Updates to the AHSSQA Scheme are 
planned to be put into practice for the commencement of accreditation by health service 
organisations to the NSQHS Standards (second edition) in January 2019.
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Summary 
The concept of ‘safety culture’ has received attention over the past two decades in health care, as 

this aspect of organisational culture is thought to form a basis for the safe delivery of high quality 

health care. However, understanding and assessment of safety culture and its relationship to 

patient care has been obscured by the number of different tools used to measure it; in particular, 

the variation between these tools, which derive from differing conceptualisations of safety culture 

and their underlying constructs. The purpose of this review was twofold: first, to uncover the range 

of tools used to measure safety culture; and second, to determine their potential application as part 

of national accreditation assessment.  

Through a review of the peer reviewed literature, grey literature, and contact with Australian 

hospitals, an initial number of 46 tools assessing safety culture were identified. These tools were 

assessed according to: the frequency of citation; validity; adaptability for multiple settings; the 

accessibility and cost; the underlying constructs measured; and whether training was required to 

administer the tool and analyse the results. 

Nine tools considered the most suitable to evaluate safety culture within healthcare organisations, 

with potential for large-scale implementation, were shortlisted. Most were quantitative self-report 

survey measures: the Safety, Communication, Operational Reliability and Engagement survey 

(SCORE); the Safety Attitudes Questionnaire (SAQ); the Victorian Safety Climate Survey (VSCS); 

the Safety Climate Survey (SCSu); the Safety Climate Scale (SCSc); the Patient Safety Climate in 

Healthcare Organisations survey (PSCHO); the Modified Stanford Instrument (MSI); and the 

Hospital Survey on Patient Safety Culture survey (HSOPSC). One tool, the Manchester Patient 

Safety Framework (MaPSaF), used qualitative methods to capture participant viewpoints. These 

tools were compared for differences and similarities in the way they measured safety culture, 

alongside ease of use, extent of supporting literature and implementation guides, and 

psychometric properties. 

Due to methodological limitations, no single tool captured the complexities of safety culture. 

Recommendations include considering the use of both quantitative and qualitative methods to 

evaluate safety culture as part of accrediting health service organisations to the NSQHS 

Standards. 
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1. Introduction 
An organisation will have their values, beliefs, rules, norms and language assessed to determine if 

these factors impact on the delivery of high-quality patient care. 

Over the past 30 years, a ‘culture of safety’ has been seen as integral to the assurance of ongoing 

safety in high-risk and high-reliability organisations—that is, systems operating in hazardous 

conditions that have fewer than their fair share of adverse events (1)—such as in aviation and 

nuclear power (2). While many definitions of safety culture have been published, one of the most 

commonly used is: ‘The product of individual and group values, attitudes, perceptions, 

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

proficiency of, an organization’s health and safety management’ (3). Organisations with a positive 

culture of safety have communications among co-workers that are founded on trust, a shared 

valuing of the importance of safety, and confidence in the effectiveness of organisational 

prevention initiatives (3). Safety culture feeds into the broad umbrella of workplace culture, 

supporting an organisation’s core values and mission. Even so, there is no guarantee that 

evaluations of workplace culture will include adequate assessment of safety culture. 

More recently, safety culture has been embraced in health care (4). Research into the relationship 

between safety culture and health care safety improvement and outcomes has proliferated (2). Yet, 

unlike research on safety culture in other industries, the study of safety culture in health care has 

been challenged by difficulties in definition and measurement (2, 5). Moreover, the perception of 

safety culture is highly dependent on the context in which it is assessed (5). Because of this, safety 

culture is reputed to have ‘...the definitional precision of a cloud’ (6). 

To overcome difficulties of definition and measurement, some researchers consider it more 

feasible to evaluate the safety climate of an organisation (7, 8). Closely related to safety culture, 

safety climate has been defined as ‘... measures of perceptions and attitudes among personnel 

working in an organization about practices, policies, procedures, and routines indicative of the 

underlying safety culture’ (9). Climate, as a temporal state measure of culture, has been described 

as a ‘snapshot’ through which to view safety culture (8). However, the increasing interest in the 

study of safety climate and/or safety culture, as well as the fact that some researchers distinguish 

between them, while others do not, has led to the two terms often being used interchangeably in 

the research literature. Accordingly, in this review, we will use the term ‘safety culture’ to cover 

both culture and climate. 

There is little conceptual research literature to underpin what dimensions make up safety culture. 

Different measurement tools focus on different aspects, such as leadership and management, 

reporting or staff wellbeing (10). In their systematic review of 12 studies of safety climate 



2 
 

measurement in health care, Flin, Burns, Mearns, Yule and Robertson (10) identified 10 common 

themes that were prioritised or included across the range of measurement tools. These were:  

1. Management/supervisors  

2. Safety systems 

3. Risk perception 

4. Job demands  

5. Reporting/speaking up  

6. Safety attitudes/behaviours  

7. Communication/feedback 

8. Teamwork  

9. Personal resources (such as stress) 

10. Organisational factors.  

 

Another conceptualisation of safety culture, from Australian Commission on Safety and Quality in 

Health Care (the Commission), outlined dimensions of a positive safety culture within a healthcare 

organisation (11) (see Box 1). 

 

The range of tools developed to measure safety culture have proven useful for researching safety 

culture within and between healthcare organisations (12). This measurement is frequently 

conducted at a single time point (13), to measure safety culture, or to verify the tool itself by 

demonstrating its effectiveness (14, 15). A small number of studies have evaluated changes to 

safety culture within healthcare organisations over time, as the organisations implement and 

respond to improvement (16). However, broader issues remain. The appropriateness of these tools 

for assessing and comparing healthcare organisations at a national level is unknown. Moreover, 

the link between a strong patient safety culture and high-quality patient care is unclear and the 

evidence that a positive patient safety culture leads to improved patient safety is by no means 

conclusive (17-19). Thus, the purpose of this review is to identify current tools for assessing safety 

Box 1 What does a positive safety culture look like? 

Organisations with positive safety cultures have: 

• Strong leadership to drive safety culture 

• Strong management commitment with safety culture a key organisational priority 

• Staff who are always aware that things can go wrong 

• Acknowledgement at all levels that mistakes occur 

• Non-blame, non-punitive response to error 

• Ability to recognise, respond, give feedback and learn from adverse events. 
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culture, and their applicability to healthcare organisation accreditation. Given conflicting 

understanding of safety culture, and a lack of explicit theoretical guidance in the development of 

some of the existing measurement tools, this review also explores the most common dimensions 

of safety culture measured safety culture tools. 

Research questions 

Overarching question: 
Is there a tool that could be used to evaluate the safety culture of an organisation during the 

process of assessing hospitals to the NSQHS Standards (second edition)? 

 
Sub questions: 
What tools are available to evaluate safety culture in health service organisations? 
For each tool: 
• How is the tool utilised to evaluate the safety culture of health service organisations 

• What are the tool’s strengths and weaknesses 

• What are the criteria for using the tool 

• What are the practical implications of using the tool during the accreditation process? 

  



4 
 

2. Method 

This review was conducted by scoping the peer reviewed literature (20) and grey literature to 

identify tools used for assessing safety culture in healthcare organisations. Additionally, contact 

was made with a sample of Australian hospitals to determine how healthcare organisations are 

currently assessing their own safety culture. The review also sought to evaluate the quality of the 

tools, and their feasibility for use, as part of an accreditation assessment. 

2.1 Tool identification 

Tools assessing safety culture and/or safety climate were sought from across a range of 

healthcare settings. Tools assessing ‘quality culture’ were also considered because the terms 

‘safety’ and ‘quality’ may often be used together or interchangeably in health care. 

2.2 Search strategy 

1. Peer reviewed literature search: 

To be included in this peer reviewed literature search, studies were required to have:  

1. Reported on empirical research, OR reviewed studies using tools to assess the safety (or 

quality) culture or climate of a healthcare organisation 
2. Published between 2007-2017 
3. Published in English.  

All non-English studies were excluded, as well as conference abstracts, and papers with no 

abstract. Terms, titles and abstracts were searched as keywords in all databases. Snowballing was 

also used to identify studies from reference lists of included studies, and from Google Scholar.  

Four databases were searched for studies addressing tools that assessed safety culture. PubMed, 

CINAHL, Scopus, and Web of Science entries from 2007 to 2017, using the search string: (‘acute 

care’ OR ‘hospital’) AND (‘quality culture’ OR ‘safety culture’ OR ‘culture of safety’ OR ‘safety 

climate’ OR ‘safety attitude’) AND (‘survey’ OR ‘questionnaire’ OR ‘tool’ OR ‘instrument’ OR 

measur* OR assess* OR checklist OR ‘check list’ OR observ*) AND (‘patient safety’ OR ‘public 

safety’ OR ‘workplace safety’). 

2. Grey literature search:  

Grey literature available through the internet and health organisation websites was searched for 

additional references to tools. Documents included government reports, and health organisation 

reports. 
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3. Search of tools used in Australian hospitals: 

To further enhance the search strategy, and ensure no important tools were missed, Quality and 

Safety or Clinical Governance teams of hospitals in Australia were contacted directly by the study 

team. Information on whether, and if so, how, hospitals were currently assessing safety culture, or 

had done so in the past, was requested. Thirty public hospitals classified as ‘major hospital with 

emergency department’, from the ‘My Hospitals’ website (21), in addition to a random selection of 

5 large (beds > 200) private hospitals were contacted via email and phone, requesting information 

about their assessment of safety culture. The privacy and confidentiality of specific hospitals and 

key informants was assured when sending out the enquiries. 

4. Assessment of tools 

A shortlist of tools that were potentially suitable for use during the process of assessing health 

service organisations against the NSQHS Standards was formed. In assessing these tools, factors 

such as their ease of use (including time to complete), support for their utilisation, how widely they 

had been used, and whether they have enabled or been used to assess interventions to improve 

safety and quality. Given the variation in the definitions of safety culture as well as between tools in 

the types of questions and purported constructs or composites measured, effort was also made to 

identify similarities and differences in the aspects of safety culture the tools focused on in individual 

items, as well as in subscales. This process was independently completed by all reviewers, then 

verified by two reviewers (LE and KC).  

Where appropriate, the psychometric properties of tools were also considered (Box 2). 

Box 2 Assessing psychometric properties of scale: key terms  
Scale/Subscale  
A questionnaire tool is a scale, composed of a number of questions/items that provide a score, 
for example, of safety culture (22). It is common for a scale to be broken into discrete subscales, 
similar items that measure a specific dimension of safety culture (e.g., perceptions of 
management as prioritising safety).  
Psychometric properties  
Psychometrics is the construction and validation of scales and subscales, and assessment of 
whether these are reliable and valid forms of measurement. Excellent psychometric properties 
indicate that a questionnaire is well evaluated and is reliable and valid (23). 
Reliability 
Reliability is achieved when a scale or a subscale consistently measures the same construct; for 
example, the items of one subscale are all answered in a similar way by respondents, or they 
answer the questions in a consistent way over time. It is usually measured with computable 
statistics based on correlations such as Cronbach’s Alpha (with a range of 0-1 and acceptability 
level of 0.7 or higher (24)).  
Validity 
Validity refers to the extent a scale or subscale is accurate, and measures the construct it aims to 
measure. Factor analysis is commonly used to investigate construct validity, by examining the 
underlying structure of a scale and testing whether there are distinct factors or themes being 
measured. 
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Construct 
Psychometric properties relate to questionnaire tools that attempt to measure something that is 
not directly observable, such as an individual’s behaviour, beliefs, knowledge, attitudes or 
attributes (23) typically through self-report. Such an unobservable quality, a “postulated attribute 
of a person”, is referred to as a “construct” (25). As such, staff’s perception of safety culture, or 
even a dimension of safety culture, could be considered a construct. 
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3. Results 
3.1 Results of literature search 
The results of the literature search are presented in the following order: an overview of the results; 

a summary of the methods used; and summaries of safety culture tools presented by research 

group. The findings from direct contact with a small sample of Australian hospitals are then given. 

3.1.1 Overview 

The search of tools to assess the safety culture in the peer-reviewed literature retrieved 2,730 

papers. All results were combined and duplicates were removed. Studies identified from the 

reference lists of those papers were also reviewed, giving a total of 1,158 papers (Figure 1).  

Initial title and abstract review led to the extraction of 46 named tools, which were then evaluated 

through full-text review. This stage of the review highlighted that many tools were not distinct tools, 

but were: duplicates of other already published tools, with name-variations or inaccurate citation; 

adaptations or amalgamations of those published tools for specific study purposes; or 

assessments of other aspects of hospital culture, such as high value care culture. These tools 

were excluded. A small number of tools (n=4) were specifically developed for assessing residential 

aged care (for example, the Survey on Resident Safety in Nursing Homes SRS-NH) (9) and 

primary care practices (such as the PC SafeQuest) (26). These were excluded because of their 

inability to be adapted to acute care organisations. There were also several study-specific tools 

that had not had findings replicated (demonstrated by low citations in PubMed or Google Scholar), 

were rarely implemented, or had not been validated. Accordingly, there was little evidence to 

support their ability to rigorously assess safety culture. These tools were deemed unsuitable to 

inform a national accreditation assessment, and are not considered in this review.  

Tools that had been recently developed by well-established research groups (such as Sexton and 

colleagues’ development of the SCORE, see below) were included if they were reported to 

improve the psychometric properties of older tools. While some of these newer tools lacked 

citations, they showed promise for advancing the assessment of safety culture, and had potential 

to contribute to assessment on a large scale.  

No additional tools were identified during the search of the grey literature. In total, nine tools were 

identified to have the potential to rigorously assess safety culture in healthcare settings. The 

similarities and differences between the tools are reported and rated in Table 1. Of note is that the 

10 dimensions of safety culture identified through the item- and subscale-level review of the tools 

(Table 1) bear considerable similarity to the 10 themes identified by Flin et al (10) in their review of 

safety climate measurement in health care.  
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Figure 1: Flow chart of the review of literature to identify tools for accreditation 

 

3.1.2 Summary of methods utilised to assess safety culture 

Quantitative methods, specifically paper or web-based surveys, were most commonly used to 

assess safety culture. The eight survey tools discussed in this review used Likert scales to rate 

participant perceptions of safety culture. With the addition of demographic questions, the time 

needed to complete the surveys ranged from five minutes for the Safety Climate Scale (10 items) 

to over 20 minutes for the longer tools, such as the PSCHO (38 items). These are estimations, as 

many of the tool developers do not report the time required (refer to Table 1 for details).  

Only one tool, the Manchester Patient Safety Framework, collected qualitative data. This tool 

gathers participants’ opinions on safety culture using workshops, facilitated by staff members 

familiar with safety culture. The workshops generate data by promoting staff reflection and 

discussion on issues safety culture that affect their workplace.  
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Table 1: Summary of tools assessing safety culture in health care  
 Authors Sexton et al AHRQ Stanford group Manchester 

University 
group 

 Tool name 
(year developed) 

SAQ 
(2004) 

SCSu 
(2005) 

SCSc 
(2003) 

Vic SCS 
(2011) 

SCORE 
(2014) 

HOPSC 
(2004) 

MSI 
(2006) 

PSCHO 
(2007) 

MaPSaF 
(2006) 

SE
TT

IN
G

 

Acute care          

Home care organisations          

Primary care          

Critical care units          

Inpatient settings          

Operating rooms          

Ambulatory clinics          

Long-term care          

Community clinic          

Prehospital care          

Community pharmacy          

Behavioural/mental health 
clinic 

         

Ambulance          

PR
O

PE
R

TI
ES

 

Validated    NR  NR     NR 

User guide/Quality 
improvement programs 
provided with tool  

         

Time to complete (minutes) 10-15 
(Short) 

NR NR NR NR 10-15 NR Full - NR 
Short =10 

> 120  

Number of items 
(version) 

36 
(Short) 
60 (full) 

21 13 42 
(short)  
74 (full) 

48 42 32 15 (short)  
38 (full) 

10 

Acceptable Reliability     NR      

 STAR RATING 

D
IM

EN
SI

O
N

S 
O

F 
SA

FE
TY

 C
U

LT
U

R
E 

1. Leadership, particularly their 
support of safe practice 

** * * ** ** *** *** ***  
2. Systems, procedures and 
processes exist that 
normalise/enshrine patient 
safety, and/or are adhered to 

* * *   * * ** *** 

3. Resources for safety (e.g., 
staffing, equipment, training) 

**   **  **  ** ** 
4. The quality of interpersonal 
relationships (e.g., teamwork, 
collaboration within and across 
units) 

**   ** ** ***  * ** 

5. Communication, particularly 
about safety, including 
perceptions of being able to 
report and speak up  

* * * * * *** *** *** *** 

6. A focus on learning from 
mistakes, responding and 
improving systems 

* * * * ** ** *** *** ** 

7. Individual staff 
characteristics and 
perceptions of their effect on 
work (e.g., job satisfaction, 
stress)  

**   ** ***     

8. General awareness of 
patient safety and/or it being 
priority 

** * * ** ** ***  ** ** 

9. Other means of prioritising 
safety (e.g., through rewards 
and incentives) 

       **  

10. Actual safety issues 
witnessed/reported 

     ***  **  
Legend 
* Items related to this dimension but no subscale specifically measuring it 
** A whole composite or subscale measuring this dimension 
*** Multiple subscales or composites measuring this dimension 
NR Not reported  
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3.1.3 Tools developed by Sexton et al (University of Texas/Duke University Health System) 

Safety Attitudes Questionnaire (SAQ) 

The Safety Attitudes Questionnaire (SAQ) was developed by Sexton and colleagues more than 

two decades ago at the University of Texas, United States (US). The questionnaire comprises six 

factors: Teamwork Climate; Safety Climate; Job Satisfaction; Perceptions of Management; 

Working Conditions; and Stress Recognition. The SAQ has been adapted for use in several 

different settings, including intensive care units, operating theatres, general inpatient settings, and 

ambulatory clinics. The full version of the questionnaire includes 60 items, of which 30 items are 

standard and identical across all settings. Each of the items is answered using a five-point Likert 

scale, from ‘Disagree Strongly’ to ‘Agree Strongly’. The generic SAQ Short-form version (Appendix 

1), recommended for hospital-wide administration, includes the 30 standard items from the full 

SAQ, plus an additional six items, providing a total of 36 items (and an additional three 

demographic items). Like the full form, the SAQ Short Form is also answered using a five-point 

Likert scale.  

The SAQ is one of the most widely used and rigorously evaluated tools for measuring safety 

culture in health care. The short-form is free to access, quick to complete (10 to 15 minutes), and 

is available in many languages (including Norwegian, Turkish, Dutch, Chinese, Swedish, German, 

Portuguese and Arabic). It can be used to compare the attitudes of different types of staff, and can 

be used to monitor changes over time with repeated implementation. In addition, it is considered 

the only tool providing evidence of direct association with patient outcomes. It is available from: 
https://med.uth.edu/chqs/surveys/safety-attitudes-and-safety-climate-questionnaire/  

Sexton et al (2006) reported acceptable psychometric properties for the 30 standard SAQ items. 

However, more recently, concerns have been raised over the construct validity of the SAQ Stress 

Recognition subscale. Following a reanalysis of previously published studies (27, 28), Taylor and 

Pandian (2013) in their examination of the correlation matrices and confirmatory factor analysis 

results showed that the Stress Recognition subscale does not fit into the overall safety climate 

construct the SAQ intended to reflect (29). As a result, Taylor and Pandian (2013) concluded that 

the Stress Recognition subscale is a separate construct not reflective of safety climate and 

therefore, not sensitive to interventions designed to improve it (29). Others have similarly 

highlighted that the Stress Recognition items ‘do not contribute positively towards the construct of 

safety climate as intended and should be excluded from the SAQ’ (27). More studies are needed to 

assess the separation of this domain from the rest of the tool (30).  

The SAQ has been used as the basis for a number of other tools that measure safety culture 

(Figure 2). 

https://med.uth.edu/chqs/surveys/safety-attitudes-and-safety-climate-questionnaire/
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Figure 2: Relationship between tools developed by Sexton et al 

 
Safety Climate Survey (SCSu) 

The Safety Climate Survey (SCSu) (31) is a 21-item survey developed by Sexton and colleagues 

to measure the attitudes and perceptions of frontline clinical staff regarding safety structures and 

processes (Appendix 2). Items were based on the SAQ (Figure 2). The survey was previously 

freely available online, but this is no longer the case. The survey has satisfactory reliability (internal 

consistency = 0.86; test retest reliability = 0.92), good response rates (74%), and can be used to 

monitor change over time (31). A weakness of the tool is that it does not provide separate subscale 

scores and does not include items assessing some of the core dimensions that appear to underpin 

safety climate (such as teamwork). The SCSu can be found at: 
http://www.ihi.org/resources/Pages/Changes/DevelopaCultureofSafety.aspx  

Safety Climate Scale (SCSc) 

Pronovost et al (2003) (32) was the first peer reviewed article to disclose the Safety Climate Scale 

(SCSc), a 10-item scale derived from the SAQ (Appendix 3). Nine of the items of the SCSc overlap 

with the SCSu. The scale is very short, with similar reliability to the SCSu and has good response 

rates. However, this tool has not been used as widely as either the SAQ or the SCSu. There is 

limited evidence on how responsive this survey is to change. Additionally, it does not provide 

subscale scores, and does not include as many core dimensions of safety climate as some other 

tools. 

SAQ 

SCSc 

Vic 
SCS 

SCORE 

SCSu 

http://www.ihi.org/resources/Pages/Changes/DevelopaCultureofSafety.aspx
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Victorian Safety Climate Scale (Vic SCS) 
A more recent adaptation of the SAQ, the [Victorian] Safety Climate Survey (Vic SCS), has been 

developed by the Victorian Managed Insurance Authority (VMIA) and the Victorian Quality Council 

(VQC) to examine patient safety climate in hospitals (33) (Appendix 4). The survey items were 

adapted from the full SAQ and comprise six of the original SAQ factors: Teamwork Climate; Safety 

Climate; Job Satisfaction; Perceptions of Management; Working Conditions; and Stress 

Recognition. Item content from the SAQ was kept consistent, but terms for specific work settings 

(for example, ICU) were replaced with the generic term ‘work area’, so that the tool was widely 

applicable across Australian health services. Adjustments to layout, terms and phrases were also 

made so that they were more relevant and applicable to the Australian audience. The survey has a 

full version with 74 items and a short version with 42 items, with both versions being freely 

available. Each of the items are rated on a five-point Likert scale (‘Strongly Disagree’ to ‘Strongly 

Agree’). All hospital staff can complete the survey (from doctors, nurses and allied health, to 

cleaning and security staff). To date, a few Australian health services have used the survey, 

though no information on reliability and validity is publicly available. Further, no psychometric 

testing results have been reported. The tool is available from: https://www.vmia.vic.gov.au/risk/risk-

tools/patient-safety-climate  

SCORE survey 

More recently, in 2014, Sexton and colleagues updated the SAQ to reflect contemporary 

healthcare safety needs (34). The SCORE (Safety, Communication, Operational Reliability and 

Engagement) survey (Appendix 5) retains the SAQ domains of Teamwork Climate and Safety 

Climate, but includes four new domains including Work-Life Balance, Burnout, Learning 

Environment (new domain for 2016) and Local Leadership (new domain for 2016). Items from the 

original SAQ Teamwork Climate and Safety Climate scales have been revised and updated for this 

survey. The Stress Recognition subscale has been replaced by items relating to Work-Life Balance 

and Burnout, based on their significant associations with patient outcomes (e.g., absenteeism, 

poor staff retention, poor performance) (34).  

The SCORE survey consists of 48 items, most of which use a five-point Likert scale (‘Disagree 

Strongly’ to ‘Agree Strongly’). From the research that has been undertaken on SCORE so far, the 

survey appears to have good reliability (internal consistency estimates = 0.82-0.92) and validity 

(Sexton et al, 2007). Further, the authors report that, as the SCORE has evolved, ‘Safety Climate, 

Teamwork Climate, and Burnout have emerged as primary factors in overall safety culture’ (Duke 

University Healthcare System. 2016). More recently, in 2014, Sexton and colleagues updated the 

SAQ to reflect contemporary healthcare safety needs (34). Given the relatively recent addition of 

Learning Environment and Local Leadership to safety culture assessment, comparisons of their 

predictive validity for clinical and operational outcomes, relative to Teamwork, Safety and Burnout 

https://www.vmia.vic.gov.au/risk/risk-tools/patient-safety-climate
https://www.vmia.vic.gov.au/risk/risk-tools/patient-safety-climate
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Climate, are ongoing areas of research (34). The tool is available for purchase from: 
https://www.safeandreliablecare.com/surveys/  

3.1.4 Tools developed by the Agency for Healthcare Research Quality (AHRQ) 

The Hospital Survey on Patient Safety Culture (HSOPSC) 

The Hospital Survey on Patient Safety Culture (HSOPSC) is another widely-utilised survey, which 

was originally developed by the Agency for Healthcare Research and Quality (AHRQ), within the 

United States Department of Health & Human Services in 2004 (Appendix 6). The survey is 

designed to measure staff opinions about patient safety issues, medical errors, and event 

reporting. The original survey was developed for use in hospitals, but has been adapted, with a 

range of versions now available measuring patient safety culture in community pharmacy, 

ambulatory surgery, nursing homes, and outpatient medical offices, including primary care (35). 

The HSOPSC has also been translated into a range of languages, including Farsi, Arabic, French, 

Dutch, and Spanish.  

The surveys are free-to-access; however, for organisations outside the US permission must first be 

sought from Westat (SafetyCultureSurveys@westat.com). The HSOPSC can be completed by all 

hospital staff who have sufficient knowledge about the hospital. Even so, the survey is better suited 

to those who have direct contact with patients and/or whose work directly affects patient care. The 

hospital version of the questionnaire is made up of 42 items measuring 12 “composites”, which are 

treated like subscales, in that discrete overall scores are calculated for each of them. These 12 

composites provide insight into how the developers of the HSOPSC understand the dimensions of 

safety culture: 

1. Management support for patient safety  

2. Teamwork within units  

3. Teamwork across units  

4. Communication openness 

5. Frequency of events reported  

6. Feedback and communication about errors  

7. Organisational learning - continuous improvement  

8. Nonpunitive response to errors 

9. Handoffs and transitions 

10. Staffing  

11. Supervisor/manager expectations and actions promoting patient safety 

12.  Overall perceptions of patient safety.  

https://www.safeandreliablecare.com/surveys/
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Additionally, there are two outcome questions, in which participants provide a grade for their 

overall patient safety and the number of the events they have reported in the last twelve months. 

The AHRQ runs a database that allows for the comparisons of HSOPSC results between US 

hospitals, with the intention to support patient safety culture improvement. The database also 

allows for examination of trends, with the most recent report (36) suggesting small improvements 

in patient safety culture over time. Further to this, the AHRQ publishes an Action Planning Tool, 

intended to be implemented after the HSOPSC and provide guidance on setting goals and 

implementing actions to improve patient safety culture. The HSOPSC has been used in the 

diagnostic and evaluation of quality improvement initiatives (37, 38). 

The HSOPSC takes approximately 10-15 minutes for a participant to complete. However, it is less 

straightforward than some of the other standardised surveys identified, because the available 

responses vary for different questions. For example, some have the typical Likert scale (‘strongly 

agree’ to ‘strongly disagree’), while other questions use more general rating scales (for example, 

patient safety grade from ‘excellent’ to ‘failing’). This could make the survey more confusing and 

time consuming to complete, and may interrupt the flow of response (22).  

Reports on the psychometric properties of the HSOPSC have been somewhat mixed. Multi-level 

analysis found that the constructs are psychometrically sound at the individual, unit, and hospital 

levels of analysis (39). However, other analyses using factor analysis have found only partial 

confirmation of the validity of the subscales, with only eight of the 12 composites closely 

reproduced; furthermore, the reliability of these composites reached acceptable level for only half 

them, and these estimates of reliability varied by staff, with lower reliability among responses from 

physicians than nurses (40). This suggests that the items within some of the composites of the 

HSOPSC, which would be expected to be related to one another, are not answered in a consistent 

way, particularly among doctors. In terms of the criterion validity, the extent to which its scores of 

safety culture are related to outcomes, such as indications of actual patient safety, further 

investigation is required (18). Safety culture, as measured by the HSOPSC was shown to have no 

relationship to a specific patient safety outcome (that is, catheter acquired infection) (37). The 

HOSPSC is available from: https://www.ahrq.gov/professionals/quality-patient-

safety/patientsafetyculture/hospital/index.html 

3.1.5 Tools developed by the Stanford group and Singer et al 

The Stanford group of tools comprise: the Stanford Patient Safety Centre of Inquiry Culture Survey 

(PSCI) (41); the Modified Stanford Instrument Patient Safety Culture in Healthcare Organisations 

Survey (MSI) (5, 42); the Patient Safety Climate in Healthcare Organisations (PSCHO) (35); and 

the Short-form PSCHO (15) (Figure 3).  

https://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/index.html
https://www.ahrq.gov/professionals/quality-patient-safety/patientsafetyculture/hospital/index.html
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Figure 3: Relationship between tools developed by the Stanford group 

The Stanford and PSCHO tools were developed from a common conceptual framework of safety 
culture (15, 43) which features domains of safety culture at organisation, unit and interpersonal 
levels. 
 
Stanford PSCI Culture survey and Modified Stanford Instrument (MSI-06)  

The original Stanford tool assessed 30 items, across 5 factors of:  

1. Organisation 

2. Department 

3. Production  

4. Reporting/seeking help  

5. Shame/self-awareness.  

Responses are rated using three types of scale: a 5-point Likert scale, a ‘yes’/’no’/’uncertain’ scale, 

and a 5-point frequency scale. As a scale-based survey, the survey could be administered by 

internal or external assessors. Although there were 30 items to complete, the survey did not 

provide comprehensive coverage of issues underpinning safety culture. This lead to the 

development of the Modified Stanford Instrument (MSI-06) (5, 42) to address the issues of 

comprehensiveness (Appendix 6).  

The MSI-06 rates 32 items across 5 dimensions of:  

1. Organisation leadership for safety 

2. Unit leadership for safety  

3. Perceived state of safety  

4. Shame and repercussions of reporting 

5. Safety learning behaviours.  

The strengths of the modified Stanford tool are that it can be used to assess a broad range of 

healthcare organisation staff; including direct care providers (nurses, medical officers, allied health 

practitioners and technicians) clinical educators and managers, and support service staff and 

managers such as unit clerks, housekeeping staff, and health records technicians. The MSI-06 

builds on the strengths of previously validated tools - the Stanford PSCI (44) and AHRQ HSPOS 

PSCI MSI PSCHO 
SHORT-
FORM 
PSCHO 
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(35) - and was developed for use in range of healthcare settings, including acute and long term-

care, and community settings. Even so, Ginsberg et al advised that this modified tool needed 

considerable refinement, due to inadequate psychometric properties.  

Patient Safety Climate in Healthcare Organisations (PSCHO) 

The PSCHO (43) was adapted from the Stanford Patient Safety Instrument (41). It contains 38 

items evaluating the interrelated topics of organisational; work unit; and interpersonal factors 

(Figure 4). Using a two-page form, items are rated on a 5-point Likert scale (see Appendix 7). 

There are few reports of how long the survey takes to complete, but based on the number of items, 

20 to 30 minutes is estimated. The PSCHO was the first tool to measure components of safety 

climate (as opposed to safety culture) and drew on lessons learned from measuring safety climate 

in industries outside of health care (45). The survey gathers opinion from clinical and management 

staff, and can be used across a range of hospitals. The tool has undergone extensive 

psychometric testing, and has been used to compare different types of hospitals and hospital units. 

In Australia, the PSCHO has been used to evaluate attitudes to falls prevention (46). The original 

form has been modified for length (47, 48) and adapted for several languages and acute care 

contexts (49). 

Few studies have addressed the ongoing impact of safety culture assessment. The PSCHO was 

used in one Canadian longitudinal study to measure safety culture at two points in time in a single 

regional hospital (50). Initial testing with PSCHO revealed poor safety culture within the hospital, 

and so initiatives were put in place by the hospital board to improve the problem areas. After two 

years, the safety culture was re-assessed using the PSCHO. Disappointingly, only minor 

improvements were found. The researchers considered that these poor results were a reflection 

broader workplace upheaval (including staff reorganisation) that took place during the two-year 

period. As the PSCHO lacks a qualitative component, the researchers were unable to confirm their 

view. 

Short-form PSCHO 

More recently, Benzer, Meterko and Singer (2017) developed and validated a Short-form PSCHO 
(15) to resolve the problem of time and effort required to complete the full-form version. Containing 

15 items (plus two optional items), the short form survey is based on the same conceptual model 

as the PSCHO and Stanford tools (Fig 1), evaluating organisation, work unit, and interpersonal 

factors. The short-form PSCHO was developed to take 10 minutes to complete. As a new version, 

it is as yet unknown if the short form can more efficiently deliver the same benefits of the full-form 

PSCHO.  

3.1.6 Tools developed by the Manchester University group 
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Manchester Patient Safety Framework (MaPSaF) 

The Manchester Patient Safety Framework (MaPSaF) (51, 52) evaluates staff perceptions of 

safety culture within healthcare organisations through a process of facilitated reflection and 

discussion (Appendix 8). The framework has 4 versions, covering acute and primary care, 

ambulance and mental health organisations. In a workshop environment, staff rate their team and 

their organisation on 10 aspects of patient safety culture: 

1. Commitment to overall continuous improvement 

2. Priority given to safety 

3. System errors and individual responsibility 

4. Recording incidents and best practice 

5. Evaluating incidents and best practice 

6. Learning and effecting change 

7. Communication about safety issues 

8. Personnel management and safety issues 

9. Staff education and training 

10. Team working 

 

These aspects are rated on a 5-level matrix, based on Westrum’s (1992) stage model of 

organisational culture maturity (53). The ratings are: A=pathological; B=reactive; C=bureaucratic; 

D=proactive; and E=generative. The workshops are conducted for 10 -12 people, and take around 

two hours to conduct.  

 

According to the Manchester group, the frameworks can be used to assess progress in 

development of a safety culture and organisational maturity, by:  

• Facilitating reflection on patient safety culture 

• Stimulating discussion about the strengths and weaknesses of the patient safety culture 

• Revealing any differences in perception between staff groups 

• Helping understand how a more mature safety culture might look 

• Helping evaluate any specific intervention needed to change the patient safety culture. 

 

A guide is available to select and train facilitators of the workshops. Facilitators should understand 

risk management processes within the organisation, and as such, internal assessors are 

recommended. The assessment requires time that would make it impractical for use during an 

accreditation assessment. However, results of the assessment previously undertaken may 
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comprehensively portray the safety culture of the organisation at that point in time, and reveal 

issues to be addressed during the next accreditation cycle. The Manchester University frameworks 

are available from: http://www.nrls.npsa.nhs.uk/resources/?entryid45=59796  

3.2 Results from consultation with Australian hospitals  
Of the thirty-five hospitals contacted, 9 responses were received (26%). Results yielded several 

methods through which safety culture was assessed (Table 2). These methods lacked 

standardisation or consistency between organisations, and no new systematic or psychometrically 

valid tools were identified through this search strategy. 

Assessment of patient safety culture sometimes involved the use of in-house surveys or those 

purchased from private companies, however, enquiries with these companies suggested these 

private surveys were often adaptations of those already identified above (such as the SAQ). Some 

hospitals also used multiple methods of data collection to assess their safety culture. A number of 

organisations used the SAQ to assess safety culture (n=3), although this was sometimes adapted 

(for example, reducing the number of questions). State-wide surveys of workplace culture were 

also reportedly used within hospital as part of assessing their own safety culture. 

  

http://www.nrls.npsa.nhs.uk/resources/?entryid45=59796
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Table 2: Safety culture assessment in nine Australian hospitals 

1 Categories are not mutually exclusive.  
2 Full access to these surveys was not achievable.  

Means of 
Assessment 

Details Strengths Limitations Number of 
hospitals1 

People Matter 
Survey 

A state-wide survey of 
employees working in the public 
sector, asking about their 
experiences with their own work 
and working with their team, 
managers and the organisation. 

Widely used, with data 
publicly available for 
the health workforce 
and by district (e.g., 
local health district). 

Not specific to healthcare 
delivery, nor to safety 
culture. 

1 

YourSay 
Workplace 
Culture 
Survey 

A New South Wales Health 
survey of workplace culture, 
which includes some questions 
on patient safety and service 
quality. 

Widely used, with data 
publicly available for 
the health workforce 
and by district (e.g., 
local health district). 

Not specific to safety 
culture. Psychometric 
properties unreported, 
making it unclear how 
reliable or valid. 

1 

In-house 
surveys 

Adaptations of existing surveys, 
sometimes reduced substantially 
for length, as well as completely 
idiosyncratic surveys and 
assessments (e.g., testing 
knowledge of safety and safety 
culture). 

Developed to be most 
suitable to local 
context. 
Many in-house 
surveys based on the 
well-established SAQ.  

Often lacking 
standardisation (i.e., 
adaptation), limiting 
possibility of comparison 
across services 

4 

Private Survey A number of private companies 
(Pascal Metrics, Press-Ganey) 
provide surveys purporting to 
assess patient safety culture.2 

Unable to fully assess, 
but included full 
support with data 
capture and analysis. 

Anticipated substantial 
cost 

3 

Multiple 
methods 

This might include more general 
surveys of workplace culture, in-
house tools, clinical 
engagement, patient 
satisfaction, patient safety 
reporting and feedback systems. 

Allows for triangulation 
of multiple sources of 
data. 

Requires collecting large 
amounts of data. 
Potential difficulties in 
computing an overall 
picture of safety culture.  
Difficulty in comparing 
organisations with 
different methods and 
unstandardised tools for 
collecting data. 

5 
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4. Discussion 
Methodological strengths and weaknesses of survey tools used to assess safety culture in health 

care are well documented (2, 54, 55). Most of the survey tools identified in this review are well-

validated self-report measures, using simple Likert scales. This is a practical, time-efficient and 

effective way to gather large amounts of data across one or more participant groups, in a reliable 

and reproducible manner. Most of the surveys could be completed within 15 minutes. Likert scale 

data collection also allows rapid analysis and reporting. All the survey tools were relatively easy to 

administer, and could be used by internal or external assessors to collect, analyse and report data 

on patient safety culture.  

At the same time, the tools reviewed here were not suitable for assessing all aspects of safety 

culture in a reliable and valid way. Despite numerous similarities of questions used in surveys of 

safety culture, there were also differences in the degree to which tools focused on aspects of 

safety culture. The 10 dimensions of safety culture that were identified here through the item- and 

subscale-level review of the tools (Table 1), appear to be fairly robust, bearing considerable 

similarity to the 10 themes identified by Flin et al (10) in their review of safety climate measurement 

in health care. 

From the review of the tools in the present report, it was apparent that no one means of 

assessment covered every dimension of safety culture, and not to the point where a reliable 

estimate of each dimension could be derived. Achieving this would require having an entire 

subscale specifically focused on that particular dimension. The most notable example of this 

difference in focus on dimensions of safety culture was in those tools that prioritised individual staff 

characteristics (such as stress and burnout); i.e., those developed by Sexton et al. With the 

accumulated evidence for the impact of staff characteristics (including burnout and engagement) 

on safety outcomes (56), excluding these dimensions from assessments of safety culture is no 

longer desirable. Thus, our review suggests that no single tool, as currently formulated, adequately 

assesses all important dimensions of safety culture.  

Furthermore, survey tools have well known limitations. Response rates to safety culture surveys 

vary considerably, with one review identifying a range between 23% and 100% (57). While health 

professionals are supportive of participation in safety culture assessment (58), the longer the 

survey, the less likely the survey is to be completed (15). Moreover, surveys relying on self-

reported data are ‘... unlikely to elicit deeper aspects of the organisation's culture, such as the core 

assumptions or primary beliefs and values held by staff’ (54). While this method is able to describe 

or summarise attitudes, it does not offer sufficient explanation to give deeper interpretation of 

patterns or correlations within the data (54). Additionally, there are known to be issues of bias with 
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self-reported data such as surveys (59), particularly as it can be desirable, or staff may even feel 

pressured, to report a positive safety culture, especially in the context of accreditation. 

This review and critical assessment of tools used to measure safety culture in health care, 

therefore, suggests that to understand links between safety culture and high-quality health care, 

more complex, triangulated, and nuanced methods of acquiring information are needed than 

simply relying upon a single method and using only self-reported data. How this might be 

accomplished is considered further below. 

Use of qualitative methods 

The MaPSaF was the only widely-used tool identified that utilised qualitative methods of 

assessment. Circumstances other than safety culture may influence participant responses; for 

example, employee discontent; staff changes and effect on staff morale (16). Qualitative methods 

have capacity to uncover background influences on participant opinion, to account for their 

influence, and further untangle some of the influences on perceptions of safety culture. 

While qualitative methods give potential to reveal individuals’ assumptions, values and beliefs, 

data collection and analysis are time consuming, making them impractical for use in a time-

constrained assessment process. Additionally, qualitative data requires complex analysis that does 

not easily indicate change over time. While it is a suitable method to use within a unit or service, as 

achieved with the MaPSaF, the findings of qualitative data alone do not allow easy comparison 

between healthcare organisations. As such, qualitative evaluations used on their own are an 

impractical source of safety culture information within an accreditation assessment.  

Use of mixed method assessment 

Mixed method assessment of healthcare safety culture has long been advocated (2, 5, 11, 54). 

Mixed methods combine the strengths of qualitative and quantitative research, ‘... to fully capture 

what safety culture consists of or how it can be managed more effectively to improve patient 

safety’ (54). Nevertheless, it is only recently that mixed method evaluations of safety culture have 

been conducted. Listyowardojo et al (2017) (60) used the SAQ, followed by interviews, to assess 

safety culture in a single hospital unit. More broadly, Roney (2017) (61) used surveys to assess 

incident reporting by nurse clinical educators and students, followed by a focus group to discuss 

participants’ experiences of safety culture in nine acute care hospitals. Although participant and 

site numbers were low, these studies suggest the sequential implementation of mixed methods 

evaluations; that is, conducting the qualitative component to explore the issues revealed by the 

quantitative component, are of benefit (62). 
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Applying safety culture assessment in accreditation of health service organisations. 

Ginsburg et al (2009) considered the implications for using survey data as part of an accreditation 

process to measure patient safety culture (5). They made three recommendations:  

• Surveys achieve response rates of over 70%  

• Assessors focus on data for comparison within organisations 

• Assessors ‘...engage in qualitative discussions of the survey results’ to ascertain how well 

the survey data represents the organisation, before any improvement programs are 

initiated.  

Ginsberg et al (5) also recommended that all staff within an organisation should be invited to 

participate in the assessment, to give a representative sample of the organisation across different 

departments and professions. 

These recommendations lead us to two questions. First, what aspects of safety culture would an 

ideal safety culture tool assess? And second, how could safety culture assessment be achieved on 

a large-scale or national level? Answers to these questions are considered below. 

What dimensions should a safety culture tool assess? 

The ideal safety culture assessment tool would comprise dimensions that are relevant to the 

healthcare organisations under assessment, while providing information sought by assessors. 

Thus, the first question may be answered in part by considering the dimensions we have identified 

from review across the shortlisted tools (Table 1). Comparison reveals the commonalities between 

the tools, as well as variations in their focus on various aspects of safety culture. For example, 

tools such as the PSCHO place heavy emphasis on assessing leadership, while others, such as 

the SAQ, focus more on individual staff characteristics and perceptions. Tools should suitably 

assess constructs that are relevant to today’s workforce and influence safety culture, such as 

work-life balance and burnout, featured in the SCORE (63). Comparison of tool items and 

subscales confirms that while no single tool can assess every aspect of safety culture, the 

consistency between tools suggests that a comprehensive approach including the range of 10 

dimensions, perhaps through the integration of subscales from different tools, would provide 

greater understanding of the organisation under assessment (see Appendices to compare tool 

items).  

Recommendations from safety culture tool development research also provide insight into ideal 

tool content and structure. The use of mixed methods (54, 60) to allow comprehensive assessment 

is advised. Qualitative questions that are driven by the survey data, rather than using 

predetermined questions, could ameliorate the limitations of survey data by uncovering the gaps 
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and exploring issues relevant to the organisation’s safety culture at that point in time. However, the 

size of the qualitative component is constrained by the need for brevity, to reduce respondent 

burden and ensure adequate response rates (5, 15). Listyowardojo et al (2017) study provide a 

small-scale example of how this might be achieved (60). 

How could safety culture be assessed at a national level? 

The second question of large-scale implementation is more challenging to address. Tools must be 

specific to the care setting, but also flexible enough to evaluate all aspects of safety culture both 

within and between a variety of healthcare settings. While qualitative assessment tools, such as 

the MaPSaF, are unsuitable for large-scale comparisons between healthcare organisations, three 

of the survey tools have been demonstrated to allow comparison between large numbers of sites 

across a range of settings: PSCHO (43, 47, 64); HSPOSC (36); and SAQ (65). 

The context-specific nature of healthcare settings and their safety culture challenges large-scale 

assessment and implementation of change. Responses received from the Australian hospitals 

contacted for this review revealed that organisations use a variety of means to assess safety 

culture. We note that these hospitals most frequently reported use of the SAQ, or in-house 

adaptations of this survey. Even so, it is unknown if the data currently collected by Australian 

hospitals more broadly comprehensively and specifically assesses safety culture, or the related 

domains of workplace culture and safety incidents. Additionally, knowing whether the data 

collected, methods used, and means of analysis and reporting bears resemblance between 

healthcare organisations becomes a stumbling block to cross-sector evaluation. An understanding 

of the commonalities between healthcare settings, and allowance for the differences, could provide 

the basis for a complex, but sensitive, method for comparison within and between entities.  
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5. Recommendations 

Although no individual tool appears able to comprehensively evaluate all important dimensions of 

safety culture for the purposes of accreditation, this goal could potentially be achieved by different 

means. One of two suggested approaches could be helpful to create a comprehensive and reliable 

method for assessing safety culture on a national scale. These approaches comprise the 

development of a purpose-specific assessment battery that includes mixed method assessment; or 

alternatively, implementation of a prescriptive evaluation plan, to ensure healthcare organisations 

collect a minimum standard of safety culture data. The following section describes these in more 

detail.  

Approach 1: Mixed method assessment package 

This approach involves the development of an assessment package that uses a mixed method 

approach to data collection and analysis. Combining a well-validated and widely used survey, such 

as the SAQ, with a well-researched form of qualitative data, such as focus groups with key 

informants, optimises the strengths of both forms of assessment. The strengths and weaknesses 

of each survey tool, as summarised in Table 1, indicate a trade-off between validated content and 

context-specific information when implementing a standardised survey tool. Using the qualitative 

component to expand on specific survey results promotes an assessment that is both standardised 

and tailored to the organisation being surveyed. Ideally, quantitative data collection would occur 

before the accreditation assessment period; that is, a survey conducted, analysed and reported by 

the healthcare organisation prior to an accreditation assessment. Report findings would indicate 

areas for follow up using qualitative assessment during the accreditation period, conducted by 

accreditation surveyors. Analysis of qualitative data could be completed by the accreditation 

organisation for the final accreditation report. 

An amalgamated tool that measures all 10 dimensions of safety culture with independent 

subscales could also be compiled to achieve large-scale safety culture assessment. However, 

validation of this amalgamated tool in its entirety would be required. 

Approach 2: Prescriptive assessment plan 

A prescribed evaluation plan could be a process or framework that is used to optimise and 

standardise the way safety culture data is currently collected, analysed and reported. As hospitals 

already assess safety culture in diverse ways, a process that allows healthcare organisations to 

compile safety culture data from tools they already use could be a pragmatic benefit. The difficulty 

is in ensuring that the organisations are collecting comparable information that aligns with the 

stated purpose of including safety culture assessment as part of accreditation. As data may come 
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from one or more assessment sources, this approach would require strong communication 

between the healthcare organisation and accreditation surveyors. 

An evaluation plan should identify what information is collected, how it is collected, and how 

change could be implemented following the results of the evaluation. Optimally, the safety culture 

dimensions that are assessed would correspond with those in common with the validated survey 

tools, summarised in Table 1, to ensure organisations collect information on safety culture. Table 3 

illustrates how this evaluation might look: 

Table 3: Prescriptive evaluation plan 

Dimensions to be 
assessed 

How does your 
organisation assess 
these dimensions? 

What are the 
indicators for change 
to safety culture in 
your organisation? 

How could 
improvement in 
these areas be 
achieved? 

1. Leadership for 
safety culture 

   

2. Systems, processes 
and procedures 

   

3. Resources    

4. Team relationships    

5. Communication    

6. Learning    

7. Impact of safety 
culture on staff (e.g., 
job satisfaction, 
stress) 

   

8. Awareness of safety 
culture 

   

9. Prioritising safety    

10. Safety issues 
witnessed/reported 
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6. Conclusion  
For the purposes of national accreditation, no single tool appears to comprehensively evaluate the 

values, beliefs, rules, norms and language of a healthcare organisation. Additionally, none covers 

all the identified dimensions of safety culture, or assesses the impact of safety culture on delivery 

of high quality patient care. Even so, the common strengths of the published tools used as part of a 

mixed method assessment may provide the basis on which to build a safety culture assessment 

package to determine the impact of safety culture on the delivery of high-quality patient care. 
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