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ABSTRACT 
This cross sectional study aims to determine the attitudes on safety culture level 

of ICU nurses at a private tertiary care hospital, and to assess the relationship between socio-
demographic factors, including gender, age, education level and work experience, work 
characteristics factors, including job position, working hours per week, number patient care in 
one shift and the management of organizations factors including the leader informing about 
safety policy, and participation in safety training. It also aimed to study the attitude of six 
safety culture dimensions including teamwork climate, safety climate, stress recognition, 
working condition, job satisfaction and perception of management among 262 ICU nurses at 
three selected private tertiary care hospitals located in Bangkok, Chonburi and Phuket 
province. The researcher examined the SAQ-ICU version developed by the University of 
Texas and then modified in Thai as a tool for assessment and using Cronbach’s alpha to 
confirm internal consistency. The scale was 0.92. The ANOVA test is used to determine the 
different mean score between independent variables on the dependent variable in a regression 
analysis. The questionnaire was returned with response rate 75 percent. 

The result finding showed the overall mean score of the attitudes on safety culture 
ranged from 2.63 to 4.36 with a mean score of 3.67 + 0.29. Most of attitudes on safety culture 
dimensions were perceived at a high level, except stress recognition dimension was perceived 
at a moderate level. The socio-demographic factors, including gender, age, education level, 
and work experience did not influence the attitudes on safety culture among ICU nurses. A 
Significant relationship was observed between the number of patients cared for and level of 
attitude of safety culture. The nurses who provided patient care less than 3 cases per shift had 
the highest attitude mean score of teamwork climate, and safety climate than other groups and 
the level of attitude decreased when more patients were cared for (p<0.05). The nurses who 
participated in safety training class more had higher attitudes on safety culture of all 
dimensions and there is significant difference in attitude mean score of teamwork climate, job 
satisfaction and perception of management between groups (p<0.05). However, this study 
result found no significant difference in attitude mean score between job positions, working 
hours per week and the number who received information about safety policy from the leader 
with level of safety culture dimensions. 
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บทคดัยอ่ 
การศึกษาคร้ังน้ี เป็นการศึกษาแบบภาคตดัขวางศึกษาระดบัทศันคติของวฒันธรรมความปลอดภยัของ

พยาบาลหอผูป่้วยหนกัในโรงพยาบาลเอกชนเพื่อประเมินความสัมพนัธ์ระหว่างปัจจยัส่วนบุคคล ไดแ้ก่ เพศ, อาย,ุ ระดบั
การศึกษาและประสบการณ์ทาํงาน ปัจจยัลกัษณะงาน ไดแ้ก่ ตาํแหน่งงาน, จาํนวนชัว่โมงทาํงานต่อสปัดาห์, จาํนวนผูป่้วยท่ี
ดูแลในแต่ละเวร และปัจจยัการบริหารจดัการองค์กร ได้แก่ การได้รับการส่ือสารเก่ียวกบันโยบายความปลอดภยัจาก
ผูบ้ริหาร, การได้รับอบรมด้านความปลอดภยั ต่อระดบัวฒันธรรมความปลอดภยั 6 ด้าน ได้แก่ การทาํงานเป็นทีม, 
บรรยากาศดา้นความปลอดภยั, การตระหนกัรู้ความเครียด, บรรยากาศในการทาํงาน, ความพึงพอใจในงาน และ การรับรู้
ระบบบริหารจดัการของพยาบาลหอผูป่้วยหนักในโรงพยาบาลเอกชนระดับตติยภูมิจาํนวน 3 โรงซ่ึงตั้งอยู่ในจงัหวดั
กรุงเทพมหานคร, ชลบุรีและภูเก็ตจาํนวน 197 ราย เคร่ืองมือท่ีใชใ้นการศึกษาSAQ-ICU version ของ University of Texas 
ซ่ึงผูว้ิจยัแปลเป็นภาษาไทย ทดสอบความตรงตามเน้ือหาและค่าความเช่ือมัน่ Cronbach’s alpha 0.92 และเปรียบเทียบ
ค่าเฉล่ียทศันคติวฒันธรรมความปลอดภยั ระหว่างกลุ่มประชากรโดยสถิติการวิเคราะห์ความแปรปรวนแบบทางเดียวโดย
การศึกษาคร้ังน้ีไดแ้บบสอบถามตอบกลบั 75 เปอร์เซ็นต ์

ผลการศึกษาพบว่า ทัศนคติวฒันธรรมความปลอดภัยโดยรวมมีค่าอยู่ระหว่าง 2.63 ถึง 4.36 เฉล่ีย 
3.67+0.29 ระดบัทศันคติวฒันธรรมความปลอดภยัทั้ง 6 ดา้นอยูใ่นระดบัสูง ยกเวน้การตระหนกัรู้ความเครียดอยูใ่นระดบั
ปานกลาง ปัจจยัส่วนบุคคล ได้แก่ เพศ, อายุ, ระดบัการศึกษา และประสบการณ์ทาํงานไม่มีอิทธิพลต่อระดบัทศันคติ
วฒันธรรมความปลอดภยั  ปัจจยัลกัษณะงานได้แก่ จาํนวนผูป่้วยท่ีดูแลต่อเวรมีผลต่อระดับทศันคติวฒันธรรมความ
ปลอดภยัพบว่าพยาบาลท่ีดูแลผูป่้วยนอ้ยกวา่ 3 คนต่อเวร มีระดบัทศันคติวฒันธรรมความปลอดภยัดา้นการทาํงานเป็นทีม
และบรรยากาศความปลอดภยัมากกว่าพยาบาลกลุ่มอ่ืน นอกจากน้ีพบว่าระดบัทศันคติวฒัธรรมความปลอดภยัลดลงเม่ือ
ดูแลผูป่้วยจาํนวนมากข้ึน(p<0.05) ปัจจยัการบริหารจดัการองคก์ร พบว่าจาํนวนคร้ังการอบรมดา้นความปลอดภยัมีผลต่อ
ระดบัทศันคติวฒันธรรมความปลอดภยัทั้ง 6 ดา้นในระดบัสูง และระดบัทศันคติวฒันธรรมความปลอดภยัดา้นการทาํงาน
เป็นทีม ความพึงพอใจต่องาน การรับรู้ระบบบริหารจดัการมีความแตกต่างอยา่งมีนยัสําคญั (p<0.05)  อยา่งไรก็ตามผล
การศึกษาคร้ังน้ีพบว่าไม่มีความแตกต่างอยา่งมีนยัสาํคญั ระหว่าง ตาํแหน่งงาน จาํนวนชัว่โมงทาํงานต่อสัปดาห์ และการ
ไดรั้บการส่ือสารเก่ียวกบันโยบายความปลอดภยัจากผูบ้ริหารกบัระดบัทศันคติวฒันธรรมความปลอดภยั  
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CHAPTER I 

INTRODUCTION 

 

 

1.1 Statement and significance of the problem 

Healthcare industry is a high hazard industry because the service is done to 

the person. The Quality of Health Care in America Committee of the Institute of 

Medicine (IOM)(2) reported adverse event in hospitals in the United State. At least 

44,000 people and almost 98,000 people, die in hospitals each year as a result of 

medical errors that could have been prevented such incidences over the deaths from 

car accidents, breast cancer or Human immunodeficiency virus. Varies et al.,(3) 

reported adverse event during hospitalization occur nearly one out of 10 patients. An 

adverse event was identified in many process of care such as operation procedure, 

intravenous administration, delay or miss diagnosis, when classified by location 

adverse event occur often in operating room, intensive care unit, emergency room or 

patient care unit. More than haft of incidence no or minor disability, where as 7.4% of 

event were fatal dead and 43.5% of the event having preventable element (2,3,4,14). 

According to the Center for Disease Control and Prevention (19), estimated each year 

nearly two million patients get an infection in hospitals, and 90,000 of these patients 

die. Most of pathogens found in hospital environment can cross contamination from 

environment to medical device or from one patient to another by healthcare workers 

hands. Joint commission recommended as a result of infection related dead arising, 

health care organization should implemented risk reduction strategies; include hand 

hygiene is part of strategy to reduce infections in hospital settings besides orientation 

and training process, equipment cleaning, provide waterless hand rubs, and supervise. 

Considering about occupational risk in healthcare facility, the Bureau of 

Labor Statistics (BLS)(31) were reviewed the data of workers’ compensation insures, 

and published journals and reported that in 2011, hospitals in The United States had 

253,700 work-related illnesses and injuries or 6.8 work-related injuries and illness for 

every 100 full-time employees and approximately twice the rate for a whole private 
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industry. From those statistic, note of the fact that injuries or illness resulting in day 

away from work is higher in hospital than in construction and manufacturing, two 

traditional high risk industries and now, improvements in workplace safety in both 

industries have exceeded in hospitals. Workers in hospitals exposed to unique risk that 

are uncommon in other industries, such as injuries related to lifting, reposition, and 

transfer patients, overexertion, exposure to contagious disease, hazardous chemical, 

sharp devices contaminated with blood borne pathogens and violence. The most of the 

type injuries and illness resulting in day away from work are sprains and strains, 

which account for 54 percent follow by bruises, soreness, fractures, multiple trauma 

and cuts and punctures, other events that might have serious consequences such as 

exposure to tuberculosis or other communicable disease. Workplace fatalities in 

hospital are rare, but still occur. During 2003-2011, hospital reported 263 work-related 

fatalities on average 24 cases per year comparison with average of 5,302 work-related 

fatalities overall per year. A causes of 263 fatalities in hospital involved 96 

transportation incidents, 76 were caused by violence; homicide and self-inflicted, 37 

due to falls and 37 were exposure to hazardous substances. In terms of occupation 

related injuries, registered nurse and nursing aids that might increase number of work-

related injuries. Nursing aids got injuries than other occupation. Recent hospital 

employment is growing, that might increase number of worker-related injuries (32). 

In Thailand, the workmen’s compensation fund reported summary of 

work-related illnesses and injuries from 2009-2013 in hospitals had more than 8,120 

work-related illnesses on average 1,353 cases per year or 11 work-related injuries and 

illness for every 1,000 employees. In terms of occupation related injuries, 84 percent 

of injuries occur in registered nurse, on average 157 cases per year (43, 44, 45, 46, 47). 

The particularly culture of healthcare or patient safety encourage 

caregivers feel an ethical duty “do not harm” to patients, some caregivers put their 

own safety and health risk to help a patient. Without appropriated personal protective 

equipment for caregivers, and increase seriousness on patient safety can causing 

increase risks for caregivers. About one of third of hospital worker injuries resulting in 

day away from work occur as a result of interaction with patients. The Joint 

Commission Center for transforming healthcare, mention that a successful safety 

program cannot do only worker safety or patient safety because the cause of worker 
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injury are often the same causes of injury to patients. From evidence mention that 

worker-well-being affects patient safety and recommend healthcare organizations 

should be concerned with safety for both patients and workers and identify injury risk 

factors and put on safety interventions that can be taken save costs and improve 

service to the patients (31, 32,49). 

Worker injuries and day away from work can affect patient safety. The 

risk of adverse event is associated with worker fatigue, stress and injury. In 2011, Join 

commission (23) reported the incidence of “alarm fatigue” medical or nursing staff are 

ignore the warning signs of a medical device by adjusting the beep sound on or off 

equipment that mainly used in the intensive care unit, such as a respirator, 

electrocardiogram and infusion pump of intravenous fluid therapy. When a patient 

enters a crisis, nurses do not know the patient got delay treatment; as a result, patients 

stay in the hospital longer, disability and death. The connection between work load and 

safety is confirmed by research that in hospital where higher patient to nurse ratio, risk 

of error and hazards are high as well (28).  

The goal of reduce the risk of harm and hazards for healthcare worker is 

cannot separate linked with the goals of improved patient safety and quality of care. 

When separate worker health and safety issues from cause of patient injury are often 

fail to find root causes that are common to both. For those reason, successful 

healthcare organization in reducing work-related illnesses and injuries are enhance on 

organization wide culture of safety without judge who is impact. The Institute of 

Medicine (IOM) mentions that a safer environment for patients would also be a safer 

environment for workers. 

Healthcare provider attitudes about safety cultures and related factors are 

important component of an organization’s safety culture. In healthcare organization 

that certified as accredited hospitals had a systems operating in hazardous conditions 

that have fewer and fair to share of adverse events. Porn Boonmee (20) describe safety 

culture of nurse who work in accredited hospitals participate in the conference on 

patient safety culture the result showed that overall scores of nurses perception on 

safety culture were in a high level, the incidence of mistake practices were always 

reported. The perceptions of nurses for safety culture regarding team work was 

perceived as being the higher mean scores among study subjects follow by open 
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communication and feedback about error, while perception of non-punitive response 

to error are perceived as the lowest mean score among study subjects. 

Enhance and sustain safety culture in healthcare workplace can help to 

increase benefits to organizations, workers and patients. The benefits include lower 

rate of injuries-illness, improve staff engagement, reduce turnover rate, reduce hospital 

related infection in workers and patients, and increase the quality of patient care and 

improving efficiency of operational.  

The researcher is interested to study the safety culture of the nurses who 

works in intensive care unit at accredited hospital. Nurses working in intensive care 

unit had a unique work conditions for example; requires careful assessment and 

monitoring of patient progress in order to watch for sudden or critical changes in a 

patient’s medical condition that might require emergency intervention. Most patients 

in a critical care unit are physically unstable and require respiratory and heart 

monitoring as well as treatment adjustments. Intensive care unit nurses are responsible 

for managing medication doses and ventilator support, work long hours and deal with 

life-and-death situations, and assisting medical doctor in situations requiring 

resuscitation and other emergency procedures. The health and safety risk of intensive 

care nurses include exposed to infectious disease due to direct contact with patients, 

injured by sharp objects that contaminated with blood borne pathogens, burn of faulty 

electric equipment, suffer from musculoskeletal problems resulting from the handling 

of lager patients, and suffer from stresses and burnout caused by shift and night work, 

and by other psychological and organizational factors. From the baseline data, found 

work-related illnesses and injuries in intensive care unit happens often when compared 

to other units and more than haft cause of injuries can preventable. Safety is a 

condition of being resulting from human behavior and designing of the physical 

environmental to reduce the hazard, and reducing the chance of accidents. 

Organization factors such as safety climate, morale, staffing levels and management 

support are influence to staff behaviors. In hospitals that already have complied with 

Joint Commission standards might be well organized of workplace and employee 

safety but work-related illness and injuries still occur. Healthcare provider attitudes 

about safety cultures and related factors are important component of an organization’s 

safety culture. In healthcare organization that certified as accredited hospitals had a 
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systems operating in hazardous conditions that have fewer and fair to share of adverse 

events. From literature review found lot of study were demonstrated of safety culture 

in hospital but most of study are focused of patient safety but worker safety in hospital 

are rare. So, the researcher interest to study the factors related to attitude of safety 

culture among nurses in intensive care unit, because attitude of safety culture is 

represented of thoughts, or beliefs of which determine nurse expressed safety behavior 

and use the data to improve the safety culture of the organization.   

 

 

1.2 Research questions 

1.2.1  What are the factors related to attitude of safety culture? 

1.2.2  What is the level of attitude of safety culture among intensive care 

unit nurse? 

 

 

1.3 Objectives 

1.3.1  To determine the relationship between socio-demographic factors, 

including gender, age, education level and work experience and attitude of safety 

culture of ICU nurses at a private tertiary care hospital. 

1.3.2  To determine the relationship between job characteristics factors 

including job position, number of patient care in one shift, and working hour per week 

and attitude of safety culture of ICU nurses at a private tertiary care hospital. 

1.3.3  To determine the relationship between the organization safety 

management factors including the leader informing about safety policy and safety 

culture training and attitude of safety culture of ICU nurses at a private tertiary care 

hospital. 

1.3.4  To determine the attitude of six safety culture dimensions including 

team work climate, safety climate, stress recognition, working condition, job 

satisfaction and perception of management of ICU nurses at a private tertiary care 

hospital. 
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1.4 Study hypotheses 

1.4.1  The personal socio-demographic factors are related to attitude of 

safety culture. 

1.4.2  The job characteristics factors are related to attitude of safety culture. 

1.4.3  The organization safety management factors are related to attitude of 

safety culture. 

1.4.4  The attitude of safety culture among intensive care nurse unit in 

private tertiary hospital is different.  

 

 

1.5 Scope of study 

This study focused the attitude of safety culture among intensive care unit 

nurses. The accessible population of this study was 266 ICU nurses from three 

selected hospitals located in Bangkok, Chonburi and Phuket province. Private 

hospitals were selected as the tertiary care hospitals and certified hospital standard by 

Joint Commission International. This study included all nurses who working in ICUs 

during a 2 month period from December 2014 to January 2015.  

 

 

1.6 Variables 

 

1.6.1 Independent variable  

1.6.1.1 Personal socio-demographics 

- Gender 

- Age 

- Educational level 

- Work experience in selected hospital 

- Work experience in selected intensive care unit 

1.6.1.2 Job characteristics 

- Job position 

- Number of patient care in one shift 
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- Working hour per week 

1.6.1.3 The organization safety management  

- The leader informing about safety policy 

- Participated in safety training 

 

1.6.2 Dependent variable 

Six dimensions of safety culture 

- Teamwork climate 

- Safety climate 

- Stress recognition 

- Job satisfaction 

- Working condition 

- Perception of management 

 

 

1.7 Outcomes and benefits 

1.7.1  Results of the study could be used to define the level of safety 

culture perception of each hospital and use to promote positive safety attitude of ICU 

nurses. 

1.7.2  It might be the useful information for hospital leader using the result 

of the study for planning, developing the safety policies and activities to enhance 

safety culture in the organization, including elimination of the incidence of work 

related injuries and illness and adverse medical services. 

 

 

1.8 Operational definitions 

 

Attitude 

A relatively enduring organization of beliefs, feelings, and behavioral 

tendencies towards socially significant objects, groups, events or symbols 
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Safety Culture 

The ways in which safety is managed in the workplace, and often reflects 

the attitudes, beliefs, perceptions and values that employees share in relation to safety. 

 

Attitude of safety culture is composed of six dimensions which are 

 

Teamwork climate 

Define as perceptions of the kinds of behaviors, practices, and procedures 

that are supported within a team. The teamwork climate question items such as  

- It easy for personnel in this ICU to ask questions when there is something 

that they do not understand.  

- Disagreements in this ICU are resolved appropriately. 

- The physicians and nurse here work together as a well-coordinated team. 
 

Safety climate 

Describe a proactive organization commitment to safety. The safety 

climate question items such as  

- The safety culture in this ICU makes it easy to learn from the errors of 

others. 

- I know the proper channels to direct questions regarding safety in this 

ICU. 

- I am encouraged by my colleagues to report any patient safety concerns I 

may have. 

 

Stress recognition 

Describes an acknowledgement of how performance is influence by 

stressor. The stress recognition safety attitude questions such as  

- When my workload becomes excessive, my performance is impaired. 

- Fatigue impairs my performance during emergency situations e.g. 

emergency resuscitation. 

- I am less effective at work when fatigued. 
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Working conditions 

Describe a working time, income, physical conditions, mental demand in 

the workplace and work life balance. The working conditions safety attitude questions 

such as  

- All the necessary information for diagnostic and therapeutic decisions is 

routinely available to me. 

- This hospital dose a good job of training new personnel. 

- This hospital constructively deals with problem physicians and 

employees. 

 

Job satisfaction 

Define as individual aspects of jobs, or a pleasurable, or positive emotional 

state resulting from the appraisal of one’s job or job experience. The safety attitude 

questions such as  

- I like my job. 

- This hospital is a good place to work. 

- I am proud to work in this hospital. 
 

Perception of management  

Describe of the acknowledgement of the administration commitment to 

safety, enterprise safety management that coordinates the efforts of people to 

accomplish goals and objectives using available resources efficiently and effectively. 

The safety attitude questions such as  

- Hospital administration supports my daily efforts. 

- I am provided with adequate, timely information about events in the 

hospital that might affect my work. 

- The level of staffing in this ICU is sufficient to handle the number of 

patients. 
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Personal socio-demographics 

Work experience in the current workplace is number of work years in 

selected hospital 

Work experience in the current intensive care unit is number of work 

years in selected intensive care unit 

 

Job characteristics 

Job position is defined as jobs or position that have a specific set of 

expectation such as manager, head of department, incharge nurse and member nurse. 

Number patient care in one shift is the maximum number of patients that 

the nurse takes care of and treated in one shift or 8 hours. 

Working hour per week is defined as total hours work in one week or 7 

days. 

 

The organization safety management  

The leader informing about safety policy is the safety policy provided in 

statement writing. The leader and management levels are communicate safety policy 

to all levels of employees and units. 

Safety culture training is training on safety in hospitals including 

incidence reporting system, risk management, patient safety goal, infection control, 

occupational health and safety and disaster preparedness. 
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1.9 The research framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1. Personal socio-demographics 

Gender 

Age 

Educational level 

Work experience in the current 

workplace  

Work experience in the current 

intensive care unit 

2. Job characteristics 

Job position 

Number patient care in one shift 

Working hour per week 

3. The organization safety 

management  

The leader informing about safety 

policy  

Safety culture training 

Attitude of six dimensions 

of safety culture 

Teamwork climate 

Safety climate 

Stress recognition 

Working condition 

Job satisfaction 

Perception of management 
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CHAPTER II 

LITERATURE REVIEW 

 

 

The literature review of the related studies was presented in the following 

orders: 

2.1 Definition, composition, and attitude assessment  

2.2 Dimensions of safety culture 

2.3 Safety culture in hospital 

2.4 Safety standard in healthcare system  

2.5 Working condition in intensive care unit 

2.6 Literature reviews 

 

 

2.1 Definition, composition, and attitude assessment (10) 

 

2.1.1 Definition of attitude 

Attitude plays an important role in psycho-sociology and communication 

due to its influence on human behavior. There are various definitions of attitude as 

defined by researchers. Roger et al., suggested that attitude is an index indicating a 

person’s thoughts and feelings toward surrounding environment as well as potential 

responses in different situations. Attitude has its foundation on one’s belief and may 

affect the perspective behavior; hence it may be an indicator of person responses to 

stimulus. It also serves as a determinant of one’s likes or dislikes through the form of 

interpersonal communication. This would then influence that person’s behavior as 

responds to any message received. The Oxford Advanced Learner's Dictionary of 

Current English has given the definition of attitude as a platform of one’s thoughts or 

feelings toward person or another person’s behaviors. It also reflects that own person’s 

expression toward other people, serving as the expression of one’s thoughts and 

feelings toward things.  
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According to definitions provided above, it can be summarized that 

attitude is feelings, thoughts, or beliefs of which determine one’s expressed behavior. 

This behavior is the product of an internal communication determining likes and 

dislikes of a person in respond to different situations. Attitude maybe managed and 

affected by that particular person’s experiences and previous exposures. Attitude of a 

person may be evaluated via his or her opinion and behavior expressed both 

informally and informally. 

 

2.1.2 Composition of attitude 

Gibson, Ivancevich, Donnelly, Van Hoek et al., 2004(10) stated that 

attitude is an integrated part of a person’s characteristics, and are consisting of three 

components including affective, cognitive, and behavioral parts. Each of these 

components interacts with the others interchangeably, and causing changes 

simultaneously among the three components. 

2.1.2.1 Affection 

This component represents feelings within the attitude. 

Affection is an inherited part received from parents, mentors, and friends. 

2.1.2.2 Cognition 

Cognition illustrates the knowledgeable part of attitude. It 

includes a person’s acceptance, opinion, and personal belief, which mostly represent 

thinking processes, reasoning, and logical interpretation of that particular person. An 

immensely important trait of cognition is one’s trust in its own interpretation, which 

would further manifest into one’s impression toward matters or people. 

2.1.2.3 Behavior 

This component represents the intention of a person to exhibit 

certain actions toward person or matters. For instance, a person may tentatively to be 

friendly, warm-welcome, aggressive, or fiercely competitive.  

 

2.1.3 Type of attitude 

The expression of attitude can be categorized into 3 types as follows; 
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2.1.3.1 Positive Attitude 

This represents optimistic perspective toward environment 

which is mostly accepted gracefully. For instance, students may appreciate and favor 

advertising because it allows them to express their creativity. 

2.1.3.2 Negative Attitude 

This expresses the un-satisfaction toward certain subjects, and 

tends to view them pessimistically. An example is that a person may view the pet 

owner as a cruel person since they have hold captive of the animals. 

2.1.3.3 Neutral Attitude 

The neutral attitude occurs when one does not have either 

positive or negative feelings toward a matter. This may happen when the person does 

not have any previous experiences or knowledge regarding to that subjects; hence 

having neutral opinion. 

 

2.1.4 The Formulation of Attitude 

Different types of attitudes can be established and modified due to several 

factors. The priority of these factors does not come in any particular order. The 

importance of each factor is mainly determined by the characteristics and references of 

each event. The formulation of attitude consists of the following: 

2.1.4.1 Historical setting represents the biographical history 

of each individual person including birth place, where he or she has been raised, 

financial condition, and social status. These factors determine the characteristics of a 

person, which in turn, establishes a person’s attitude. Two main influential 

components of these setting include social environment and personality process. 

2.1.4.2 Social environment 

This component captures the interaction among individuals 

through the received of information, containment of different social structure, and 

personal experience obtained through the pasts. 

 

2.1.4.3 Personality process 

This is the fundamental process employed in the formulation 

of attitude. A person incorporates his or her previous experiences obtained from the 
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interaction with people and both physical and social environment into his 

characteristics or personalities. This personality therefore develops further into 

attitude. 

 

2.1.5 The Measurement of Attitude 

Since attitude is belief and feeling toward any stimulus, measuring attitude 

means measuring knowledge and belief of a person toward its response toward 

stimulus or measuring the mental characteristics of that person. Although these 

characteristics maybe changing over time, they can be determined using the following 

principals. 

2.1.5.1  Basic Assumptions 

In order to measure attitude, some basic assumptions have to 

be formed.  

1)  Attitude is constant over a period of time. Although attitude 

may change with time, it will at least constant and stable for a short period of time. 

This allows the attitude to be properly measured. 

2)  Attitude can only be measured indirectly. Since attitude is 

not measurable or directly observable, it can only be evaluate indirectly through a 

person behavior and expression. 

3)  Attitude is expressed as thoughts and feelings. These 

elements will form different agreement/disagreement as well as the degree of the 

expressed feelings. Thus, to measure attitude, both the direction and level of the 

measured attitude are also necessary attributes that require to be determined.  

2.1.5.2  The components measured; there are 3 components 

that need to be measured including the subject, the stimulus, and the respond. 

2.1.5.3  A stimulus that is normally employed in order to 

ticker the attitude of the person is attitude statement. This tool is stimulus expressing 

the characteristic of a subject. Once the person is tested with the attitude statement, the 

subject will express attitude continuum or attitude along with its scale.   

2.1.5.4  Measuring attitude is a process the determine 

direction and scale of the attitude. The conclusion would be drawn from the 
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information obtained from the person’s responds, thoughts and opinions toward any 

given stimulus. 

2.1.5.6  The validity of attitude measurement needs to be 

considered. The validity represents the precision or the appropriateness of the 

measurement toward the real attitude of the person.  

 

2.1.6 Construction of attitude statement 

Attitude measure comprised of statement or question aiming at stimulating 

a person to express opinion or emotion. Hence, the validity and reliability of the 

measured attitude depends substantially on the quality of the attitude statement and 

question asked. When constructing attitude statements, certain principals should be 

considered as the following. 

1) The statement should base on current situation in order to evaluate the 

person’s current attitude. 

2) Avoid asking facts of the situation since it may induce answer 

regarding to the facts not a person’s attitude. 

3) The statement should generate responses that allow both the direction 

and scale of the attitude to be measured. 

4) The statement has to be clear and concise to avoid misinterpretation. 

5) Each statement should aim at obtaining only one opinion or attitude at a 

time. 

6) The statement has to be neutral and not convincing the subject toward 

certain direction of the responses. The subject should have to ease to express its 

positive or negative attitude. 

7) Avoid statement that opinion cannot be expressed and irrelevant 

questions. 

Besides a proper construction and introduction of attitude statement, 

another crucial part in measuring attitude is the measuring methodology itself. The 

tool or the methodology employed has to be appropriately chosen in order to capture 

and extract the person’s attitude precisely and reliably. The following are some 

commonly used methodologies.     
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Likert Method: 

The Likert methodology bases its foundation on an assumption that 

subject’s intelligence is normally distributed where the variance and be used as the 

measure of attitude intensity. When the attitude statement is introduced to a person, 

the subject may express favorable, unfavorable, or uncertain attitude toward the 

statement, and this expression is measured by Likert method.  

1) Methodology Setup 

I. Construct the attitude statements such that all targeted 

characteristics are included, and emphasize both positive and negative perception of 

the statement. 

II. Setup the scale for each response, and separate them into 5 

levels including strongly agree, agree, uncertain, disagree, and strongly disagree.  

III. Ask the participants to express their responses accordingly 

to the 5 scales constructed. 

2) Scoring 

As for the scoring process, the arbitrary weighting method is applied. This 

method associates the weight 5 to 1 with each measuring scale including strongly 

agree, agree, uncertain or neutral, disagree, and strongly disagree, respectively. These 

weights are reverse in the case that the statement measuring negative response (e.g. 

scale 5 for strongly agree, scale 4 for agree, scale 3 for uncertain, scale 2 for disagree, 

and scale 1 for strongly disagree, accordingly). The total score represents the 

appreciative or positive attitude one has toward the given stimulus, and vice versa.  

 

Osgood Method: 

This methodology determines the perception or perspective of a person 

having on any stimulus using sematic difference scale. Osgood method does not 

implement direct scale measure of attitude; instead, it employs a statement expressing 

the attributes of the stimulus, and allows the participant to conclude the overall image 

or concept of that situation. Subsequently, these responses are analyzed and interpret 

into attitude of that particular subject. The terms used in sematic scales are categorized 

into 3 groups as follows. 
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1) Evaluation factor: This factor represents the value of the stimulus. 

Some of the commonly used terms include good-bad, true-false, and clever-ignorance. 

2) Potential factor: This factor illustrates the influence of the stimulus. 

Examples of terms categorized in these groups are heavy-light, big-small, and strong-

weak. 

3) Activity factor: This factor indicates the attributes of the stimulus. 

Some of the terms included are fast-slow and swift-dull. 

3.1) Methodology Setup 

I. Determine the design stimulus to be examined, and clearly 

describe all the related attributes of that stimulus. 

II. The terms used in describing the attributes should: 

a) Be commonly known and clearly comprehended 

b) Allow the subject to express both directions of 

attitude toward them. The terms should not yield only one-sided absolute attitude.    

III. Determine another opposite term that expresses concisely 

the opposite attitude of the term. 

IV. Ask participants to respond in 7 scales as indicated below;  

 

Teacher 

strict  +3 +2 +1 0 -1 -2 -3 flexible 

strong +3 +2 +1 0 -1 -2 -3 weak 

active +3 +2 +1 0 -1 -2 -3 passive 

kind +3 +2 +1 0 -1 -2 -3 cruel 

energetic +3 +2 +1 0 -1 -2 -3 lazy  

 

Figure 2.1 an example of a sematic differential scale 

 

For each pair of adjectives place across at the scale between them which 

reflects the extent to which the participant believes that the adjectives describes 

teacher.  
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3.2) Scoring 

In order to score the participants’ expression, arbitrary weight 

is assigned for each scale of response. The weight array of +3 to -3 is applied to the 

scale of response as shown in figure 2-1. The weight of +3 is assigned to the greatest 

positive attitude, whereas the weight of -3 is associated with the most negative 

attitude.  

In summary, Likert methodology is a suitable approach in 

evaluating attitudes due to its accuracy in determining the expression as well as the 

simplicity in its implementation. The expression is classified into scales. On the 

contrary, the Osgood measure only determines the collective attitude the subjects have 

toward the stimulus, and cannot separate the results into levels.  

 

 

2.2 Safety Attitude Dimensions (33, 34, 35, 36) 

 

2.2.1 Safety culture definition 

Following the substantial losses occurred during Chernobyl disaster; the 

term safety culture was established. An International Atomic Energy Agency (1), 

which is an international entity overseeing the nuclear generation and found that one 

of the reasons causing the tragic losses was the deficiency in safety awareness. This 

incident has triggered the large research interests regarding safety awareness of 

workforce leading to the introduction of safety culture afterward. 

Safety culture has been defined by UK Health and Safety Commission as 

the product of attitude, perspective, and behavioral standard of the member within the 

society in which it can affect the commitment, style, and proficiency of the operation 

regarding to the safety issues of the organization. Entity with positive safety culture 

would exhibit mutual interest in and communicate bases on the safety procedures and 

hazard prevention of the organization. 

For the past decade, many international studies regarding to safety culture 

have been published. Different results and findings were generated depending on the 
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methodology employed. These methodologies may be classified into 3 categories as 

presented below. 

1) Psychological approach: This approach focuses on the knowledge and 

perception of employees toward safety management. Moreover, the attitude and 

behavior of the employees according to risk and safety are also incorporated. 

2) Engineering approach: The methodology aims at evaluating system 

management, safety management, safety policy, safety protocol, and quality assurance 

of which the overall safety of the organization was affected. 

3) Organizational culture theory: This methodology relies on human-

sociological approach in determining the attitude and responses toward risk and safety.  

 

2.2.2 Layers of Organization Culture (7) 

Onion model is a model representing 3 layers of organization, which can 

be classified as follows; 

 

 

 

Figure 2.2 Onion model 

 

1) The first layer: Artefacts 

These are visual and observable details regarding to safety management 

including posters and message promoting safety awareness, safety protocol, safety 

audit, protection wares and policies. 

2) The second layer: Espoused values 

This exhibits the core value over safety of the organization. In general, 

these vision and perspective are set by the high level management of the organization. 
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This perspective includes vision, collaboration, behavior, management, work plan, and 

safety standard. 

3) The Third layer: Basic assumption 

This exhibits personal perception and opinion that affect safety behavior of 

the organization. This part is the most complex in term of understanding and practical 

implementation. 

Hence, safety culture is the product of values and beliefs regarding to 

safety that interact with corporate structure and the management, and create behavior 

norm for safety matters. 

 

2.2.3 Dimension of safety culture (33, 34, 35, 36) 

 

1) Teamwork climate 

Teamwork defines as two or more individuals with specified roles 

interactive toward a shared and common goal. Elements of effective teamwork include 

1) team leadership who initiate team problem solving, clarify team member rules, and 

assist in conflict resolution 2) Mutual performance monitoring defines as team 

members are able to monitor one another’s performance, identify mistakes and lapses 

in other team member actions, provide feedback to fellow team members to facilitate 

self-correction 3) Backup behavior defines as team members anticipate and respond to 

one another’s needs, recognize workload distribution problem, shift work 

responsibilities to underutilized members 4) Adaptability defines as the team adjusts 

strategies based on new information such as identify cues that change has occurred 

and develop plan to deal with changes. 5) Team orientation defines as team members 

prioritize team goals above individual goals, increased task involvement, information 

sharing, and participatory goal setting. 6) Coordinating mechanism defines as 

anticipate and predict each other’s needs, an organizing knowledge of the task of the 

team and how members will interact to achieve their goal. 7) Closed-loop 

communication for example follow up with team members to ensure message received 

and 8) Mutual trust are shared belief that team members will perform their roles.  
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2) Safety climate 

A safety climate is a component of cooperative commitment of care and 

concern, and all employees have positive perceptions about organization safety 

condition. The term of climate refer to the characteristic of attitudes and behaviors of 

employees. Safety climate influences the outcomes of all the organization safety 

improvement activities. In the same organization there are differences departments and 

services, each service there are different rules and procedures, the risk associated with 

type of work will importance on compliance and safety practices that applied to their 

jobs on daily basis. The core elements of safety climate are management commitment, 

management actions, personal commitment to safety, perceived risk levels, effect of 

the required work pace, beliefs about accident causation, effect of job-induced stress, 

effectiveness of safety communications within organizations, effectiveness of 

emergency procedures, safety training and effective safety people and safety 

committee. In summary safety climate is constructed by the interaction between the 

people, type of works and practices, the risk associated their jobs, position and 

responsibility in the organization. 

 

3) Stress recognition 

The National Institute for Occupational Safety and Health (NIOSH) 

defines occupational stress as the harmful physical and emotional response that occur 

when the job requirements are not match the capabilities, resources, or need of the 

worker. Worker factors or stressors include task demand such as work overload, 

organization factors such as poor interpersonal relations, unfair management practices, 

economic factors, conflict between work and family roles, training and career path or 

promotion, and poor organization climate such as lack of management commitment, 

conflicting. Common stressors in healthcare setting include inadequate staffing, shift 

work, time pressure, long work hours, sleep deprivation, exposure to infectious and 

hazardous substance, work related violence and dealing with seriously ill patients. The 

potential adverse health effects of occupational stress include psychological such as 

depression, and job dissatisfaction, behavioral such as sleep problems, and absence 

from work, physical such as headache, high blood pressure and stomach problem. 

Hospital should be actions to reduce job stress that can reduce the adverse effect of 
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workers and quality of patient care. The most effective strategies for reduce 

occupational stress should be involve both of organization changes such as 

appropriateness of workload, clearly scope of job and responsibilities, improve 

communication, clearly career path and promotion, provide appropriate resources and 

stress management or stress recognition such as coping strategies training, time 

management, interpersonal skills, cognitive-behavioral technique.  

 

4) Job satisfaction 

Define as individual aspects of jobs, or a pleasurable, or positive emotional 

state resulting from the appraisal of one’s job or job experience. In recent study 

describes job satisfaction are two major factors include worker personality traits or 

disposition and workplace factors. The link between job satisfaction and safety climate 

related to organization support their work, if workers perceived that their organizations 

are supportive resources, good working conditions, they are more likely to recognize 

that the organization values worker safety as well as their well-being and work life 

balance. When the basic needs are met, the workers will show job satisfaction, display 

good performance and loyalty to organizations. 

 

5) Working conditions 

Working conditions are cover a working time, income, physical 

conditions, mental demand in the workplace and work life balance. The working 

conditions are components of organization climate, minimum wages and maternity 

protection. Organizational climate is defined as employees’ shared perceptions about 

the norms, including decision making and collaboration. Maternity protection defines 

protective measures for pregnant women and women who recently gave birth include 

reduce the risk of health, hazards at work and unsafe work conditions, paid maternity 

leave, paid breaks to breastfeed infants, employment protection against discrimination, 

and a guaranteed right to return to the same position after maternity leave. Working 

condition influences work performance. The common working conditions influence to 

health and safety hazard in hospital include quality of light, levels of noise, medical 

equipment hazard, chemical hazard, overexertion, infectious substance and violence. 

These conditions can affect safety and health in hospital, if inappropriate or excessive; 
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these factors can strongly influence how a task is performed and affect productivity 

and may be associated with patient safety outcomes.  

 

6) Perception of management 

One of the most success factors of enhance safety culture in the 

organization is management commitment. The totality commitment of leadership, 

senior management, line management that affect to workers motivation and make 

sustainable safety culture is an empower the people, win people heart and minds and 

providing the necessary resources to implement improvement strategies. The strategies 

to promote commitment of safety such as develop and actively transmit a cooperate 

safety vision, establish and apply safety methods in working process, design and 

conduct safety control measure, encourage staff involvement in safety planning and 

implementation of safety improvement strategies, be a role model, and provide time 

and financial resources to implement safety actions. 

 

 

2.3 Safety Culture in Hospital (8, 11) 

There are 3 required factors for the hospitals to become highly reliable 

organization. 

1) Organization leaders focus on achieving the corporate promises, and 

support the implementation that is required in reaching the target. 

2) Sufficient resources for achieving the goal. 

3) Simultaneous operational improvement. 

Research studies related safety culture in hospital as well as the factors 

affecting this culture has mainly been focusing either on the error prevention and the 

relationship between safety culture and the outcome. The mostly evaluated outcomes 

are of employee and patient. For example, staff outcome are the relationship between 

safety culture and turnover rate, employee satisfaction, and accidental rate. As for the 

patient outcome, research mainly investigated the results on patient satisfaction, side-

effect from treatment, infection, and death rate. 
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The safety culture is different depending on the core value, belief, 

structure, and policy that particular hospital. Some hospitals may achieve high patient 

outcome but low employee outcome. Differences also occur within the same hospital; 

i.e. the effect and outcome of safety culture are different among departments where 

intensive care department has higher awareness of safety culture comparing to the 

internal medicine department. Also, physicists exhibit greater safety awareness than 

nurses. Since the type of works and activities within the hospital involves interaction 

between patients and healthcare personals directly or indirectly, the safety 

management of both the parties should be implemented together to achieved favorable 

result such that employees have good satisfaction toward the job done and patients are 

satisfied with the services and recover from the illness without side-effect. The 

relationships among factors and outcomes are analyzed and the model of healthcare 

working conditions on organizational and safety was proposed in Figure 2.3.           

 

 

 

Figure 2.3 An Integrative model of health care working conditions on organizational 

climate and safety (8) 

 

Dotted line represents domain of organization climate, solid line represents 

outcome, bold letter represents core domain and thin letter represents subcontracts or 
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element. The dotted arrows connecting core structural domains represent direct effects 

on outcomes, which are mediated by the process domains. 

This conceptual model reveals that all the components are inter-related 

directly or indirectly. In example, the strategic decisions made by the top management 

would have direct effect on the work process of the staffs. Communication, 

governance, and information technology of the firm would also directly affect patient 

outcomes. Moreover, the elements in process domain such as supervision, work 

design, collaboration, and quality control affect the outcomes as shown in Table 2-1.  

 

Table 2.1  Examples of Safety promotion and its impact on patient, staff and 

organization (8) 

Activity Strategy Impact on 

patient 

Impact on 

staff 

Impact on the 

organization 

1. Prevention 

of  needle 

injury 

- Use safety 

needle 

- Avoid using 

sharp 

equipment 

with freehand. 

- Wear double 

gloves when 

perform 

surgery 

-Reduce the 

risk of blood 

borne 

transmission 

-Reduce the 

risk of blood 

borne 

transmission 

- Reduce sick 

leave 

- Reduce 

medical costs 

- Reduce 

insurance costs 

- Increased 

safety culture 

 

2. Prevention 

of infection 

- 

Immunization 

- Hand 

washing 

- Wear 

personal 

protective 

equipment 

- Reduce the 

spread of 

germs from 

staff to 

patients 

- Reduce the 

spread of 

germs from 

patient to 

staffs 

-Reduce sick 

leave 

- Decrease 

 infection rate  

- Reduced 

compensation 

- Increase  

practices 

compliance 



Fac. of Grad. Studies, Mahidol Univ    M.Sc. (Industrial Hygiene and Safety) / 27 

Table 2.1  Examples of Safety promotion and its impact on patient staff and 

organization (cont.) 

Activity Strategy Impact on 

patient 

Impact on 

staff 

Impact on the 

organization 

3. Safe patient 

transportation 

- Use patient 

lifts equipment 

- Support 

patients by 

physical 

therapist  team  

 

- Meet Patient 

satisfaction 

- Patients 

recover faster  

- Reduce the 

incidence of 

falling down 

 

- Meet  staff 

satisfaction 

- Reduce 

injury to 

muscles, bones 

and joints. 

 

- Reduce 

medical cost 

- Meet Patient 

satisfaction 

- Increase 

future service 

in patients 

- Recommend 

the hospital’s 

service to 

others by 

patients  

 

4. Promote 

safety culture, 

improve work 

environment 

and teamwork 

 

- Patients and 

staff engage in 

safety 

activities  

- Executives  

walk round 

and engage in 

social 

participation  

- Schedule 

morning 

meeting  

- Reduce 

Adverse events 

- Increase 

satisfaction  

- Increase 

awareness of 

ethical and 

safety 

- Reduce 

fatigue from 

work 

 

- Patients 

receive good 

service 

- Receive good 

result in 

medical care 

- Staff perform 

better practices 

- Reduce 

litigation 

- Reduce staff 

turnover 
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 Safety culture is rather complex and can be varied from organization to 

organization. Hence, unique methodology is necessary for the evaluation of safety 

culture in each industry. In the case of hospital and healthcare services, the safety 

culture is established with special emphasize on patient safety. Several tools are 

available for hospital safety culture; however, the appropriateness of these measures 

depends mainly on the goal and scope of the studies. Some examples of the safety 

culture questionnaire are demonstrated in Table 2-2.    

 

Table 2.2 Example of questionnaire regarding to safety culture in hospitals (8) 

Questionnaire Scope 

1. Hospital Survey on Patient 

Safety Culture (HSOPS), 

Agency for Healthcare 

Research and Quality 

(AHRQ)  

 

Patient safety culture assessment 

Study the promoting patient safety, organizational 

management, learning, quality development  of 

teamwork, open communications, management on 

patient safety and no punishment practices for 

wrong doing staff . 

 

2. Safety Attitudes 

Questionnaire-SAQ, Sexton 

The University of Texas 

Center of Excellence for 

Patient Safety Research and 

Practice. 

Assess safety culture by measuring 6 dimensions of 

safety culture. Namely, team work climate, safety 

climate, job satisfaction, perception of management, 

stress recognition and working condition 

 

3. Modified Stanford 

Instrument (MSI) Patient 

Safety Culture Survey 

Tools to measure safety culture or safety climate.  

 

4. Strategies for Leadership: 

An Organizational Approach 

to Patient Safety (SLOAPS) 

Assess the organization direction, organization 

policy, human resource management, 

communication and working climate. 
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Table 2.2  Example of questionnaire regarding to safety culture in hospitals (cont.) 

Questionnaire Scope 

5. Institute for Safe 

Medication Practices 

(ISMP):Medication Safety 

Self-Assessment (MSSA) 

Assess the leadership organization direction, 

organization policy, human resource management, 

communication and working climate. 

6. Culture of Safety Survey 

(CSS) 

Assess the leadership and organization direction 

regarding to the creation an environment of non- 

punishment, promote staff error report and 

communicate information to relevant person. 

 

7. Hospital Transfusion 

Service Safety Culture 

Survey (HTSSCS) 

Evaluate the implementation, communication and 

policy direction and practices.  

8. Veterans Administration 

Patient Safety Culture 

Questionnaire (VHA PSCQ) 

Evaluate the implementation, communication and 

human resource management and practices. 

9. Patient Safety Culture in 

Healthcare Organizations 

Survey (PSCHO) 

 

Assessment of the executive management regarding 

to staff engagement, resource, overall enterprise 

safety climate, perception of safety in the 

workplace,  security support and process of learning 

from error. 

 

 

Due to the availability of different psychological questionnaires for the 

safety culture study, Colla et al.,(2005)(12) has published a review of the uses and the 

comparisons among the existing questionnaires. This provides beneficial insights for 

measure selection when safety culture questionnaire is required. The literature has 

observed that all of the collected questionnaires employed Likert’s scales as the rating 

tool. Moreover, most of the constructed questionnaires measure personal attitude in 5 

areas including leadership direction, managerial policy, human resources, 

communication, and reporting system. A few questionnaires were incorporated with 
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comparison of different organization; Safety Attitudes Questionnaire (SAQ) and 

Safety Climate Survey (SCS). These surveys compare safety procedure of hospital 

with commercial airline. Whereas, Patient Safety Culture in Healthcare Organizations 

Survey (PSCHO) compares safety climate between healthcare service and shipping 

industry. Among these methodologies, only Safety attitude questionnaire (SAQ) 

provides the platform to analyze the relationship safety management and patient 

treatment outcome such as number of accidents, length of stay, prescription error, 

infection, intravenous line infection, and patient death rate. The results of Safety 

attitude questionnaire (SAQ) can be used to analyze the perception of safety culture 

between internal departments, international agencies or between organizations. The 

test results show the relationship between perceived safety culture management and 

patient outcome. Questionnaires have reliability and Coefficient Cronbach's alpha was 

0.68 to 0.81. 

 

 

2.4 Safety standard in healthcare system (13) 

Caregivers and patients are exposure many harm and hazards in hospital. 

Strategies to improve safety for both patients and workers can do by organization 

management system, many of those methods are education, training, auditing and 

continuous improvement. Some hospitals are using hospital quality standard such as 

Total Quality Management (TQM), Joint Commission International (JCI) as a tools for 

improvement workplace safety in hospital. The key principles of the standard are 

guide the design of work process and quality management to assess the organization's 

performance and find opportunities to reduce the risk of hazards and promote safety 

culture in the organization. The administration must be done by making the 

performance monitoring system to measure improvement, promote safety awareness 

and attitude to employees, if they are aware of and comply with safety, it will affect 

the quality, patient safety and also occupational safety. Almost successful system 

include six elements of OSHA’s safety and health management system (SHMS)(42) 

are management leadership, employee participation, hazard identification and 

assessment, hazard prevention and control, education and training, and program 
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evaluation and improvement. The Institute of Medicine (IOM) report that leaders and 

supervisors committed to promote a safety culture at all levels of the organization and 

empowers employees to be helpful and observant of potential problems that need to be 

addressed. Tomas et al., (2005)(15) reported when hospitals are implementing 

executive walk rounds by hospital executives visit patient care areas to discuss patient 

safety issues with providers. The executive may ask providers to discuss specific 

events or general processes that could put patients at risk for harm, they ask for 

suggestions to improve safety, and verbalize their commitment to improving safety. 

The result of study shown safety climate score of nurses who participate executive 

walk rounds have a positive effect on the safety climate attitudes of nurses who 

participate in the walk rounds sessions.  

Safety is a condition of being resulting from human behavior and 

designing of the physical environmental to reduce the hazard, and reducing the chance 

of accidents. Organization factors such as safety climate, morale, staffing levels and 

management support are influence to staff behaviors. The organization should be 

measure the perception of safety culture in the organization to assess how staffs are 

perceived to management system and use the data to improve the safety culture of the 

organization (17). The safety in healthcare system and service involves with good 

practice bases on appropriate professional standard and regulation. Major legislations 

involving healthcare provider and clients (patients) are License Act B.E. 2556 (A.D. 

2013), Nursing Act B.E. 2555 (A.D.2012), Occupational Safety, Health and 

Environment ACT B.E. 2554 (A.D. 2011), Ministerial Regulation Set Standard in 

Administration and Management of Safety, Occupational Health, and Work 

Environment B.E.2549 (2006) etc. The main focuses of these related legislation 

includes the regulation that healthcare providers are required to have sufficient 

appropriate healthcare personals equipped with standard licenses, safe and approved 

infrastructure, sufficient amount of standardized medical tools, and scheduled auditing 

by related government agencies and also voluntary mandate and quality assurance are 

encouraged. Hospitals and healthcare providers may acquire other quality audit from 

standardized private agencies, which is aimed to provide the followings. 
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Benefit to client/patient: The chance of mis-treatment and side effects to 

patients are reduced. This also improves overall treatment outcome and elevates 

awareness of patient rights as well as human rights. 

Benefit to healthcare personnel: Benefits to healthcare workforce are lower 

risk of infection from work, reduced conflict and misunderstanding between workers 

and workers, and improved working environment, long-term development of 

professional skills. 

Benefit to organization: Implementing these quality assurance help the 

organization to remain competitive as well as develop sustainable long term growth. 

Hospital embedded with healthcare safety also required to apply quality 

improvement framework. This system assures that the operation of the hospital 

follows the established guideline according to the healthcare service standard. The 

main contents of these standards concern about providing professional and sincere 

services to patients. It also dedicates additional focuses on personnel collaboration as 

well as the integration of risk management (RM), quality assurance (QA), and 

continual quality improvement (CQI) together. 

Thus, healthcare provider with healthcare safety indicates the entity with 

appropriate design that promotes quality value and safety culture through the 

integration of risk management, operational management, and high professional 

standard service. It also suggests that the entity should implement safe working 

environment, continuous improvement in operational management, long term quality 

development, and transparent auditing process. 

In other industries, usually follow OSHA standard to building a safety and 

health management system. In this study, special emphasize is placed of healthcare 

safety standards issued by Joint Commission International(JCI)(13).These standards 

are divided to 2 section are “Patient Center Standards” and “Health Care Organization 

Management Standards” to make it easier to understand(42).The comparison of the 

OSHA and JCI standards are specify as follow. 
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Table 2.3  The six core elements of safety and health management system from 

OSHA and Joint Commission (42) 

Safety and health management system Joint commission requirement 

Safety and health management system, 

OSHA directive No. CSP-03-01-003, 

Chapter III Requirements for star, merit, 

resident contractor, construction industry, 

and federal agency worksites 

The relevant to safety and health 

management system are indicated in 

Section II: Health Care Organization 

Management Standards include 

Governance, Leadership, and Direction 

(GLD), Staff Qualification and Education 

(SQE), Facility Management and Safety 

(FMS), Prevention and Control of 

Infection (PCI), Management of 

Communication and Information (MCI), 

and Quality Improvement and Patient 

Safety (QPS) 

Management Leadership 

- Manage establishes safety policy and 

statement of commitment to safety and 

health, and communicates to employees 

- Management provide adequate resource 

- management integrates safety and health 

into organization planning 

- Management set up line of 

communication with employees, and 

employees can access to top management  

- Management conducts an annual 

evaluation of the safety and health 

management system to maintain the 

effectiveness of the safety system and 

knowledge  

Governance, Leadership, and Direction 

(GLD) 

This standard targets at encouraging 

healthcare organization to provide high 

quality healthcare services to the 

community with clearly written work 

plan. Collaboration among high level 

management and other operational 

managers is essential which are consistent 

with the mission statement, have to be 

approved by leading management team 

and passed on to operational managers for 

effective implementation. The subsequent 

practices have to be consistent with the 

existing legislations and regulations. 

Sufficient resources dedication including 

human resources and financial resources 

are required. And the leaders establish 

priority for performance improvement. 
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Table 2.3  The six core elements of safety and health management system from 

OSHA and Joint Commission (42) (cont.) 

Safety and health management system Joint commission requirement 

Worksite analysis 

- A hazard analyses of routine jobs, task is 

conducted. 

- A hazard analysis of any changes such 

as new process, materials, equipment, and 

facilities is conduct. 

- A pre-use analysis is conducted when 

new equipment, chemicals, facilities or 

procedure changes and hazard analysis 

performed are documented. 

 

 

Facility Management and Safety (FMS)

- The hospital develops and maintains a 

written program describing the process to 

manage risk to patients, families, and staff 

- The standard concern mainly with the 

hospital identifies safety and security risk 

associated with the environment of care 

that could affect patient, staff.  

- The hospital conducts a hazard 

vulnerability analysis to identify potential 

emergencies that could affect demand of 

hospital service. 

- The hospital has availability and 

appropriate setup of necessary safety and 

supportive facilities for patient, family 

and employee. 

Quality Improvement and Patient 

Safety (QPS) 

- The hospital is complete implementation 

of risk management and quality 

improvement systems. With proper 

establishment, these systems will 

effectively reduce the risk of patient and 

employee from both clinical and physical 

environments. It also requires continuous 

monitoring using appropriate indicators. 

Improvement will be achieved through 

processes of risk identification and 

progressive risk mitigation using the 

carefully collected and analyzed 

information. This information can be 

applied for operational improvement to 

reduce resource requirement and increase 

safety. 
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Table 2.3  The six core elements of safety and health management system from 

OSHA and Joint Commission (42) (cont.) 

Safety and health management system Joint commission requirement 

Employee involvement 

- Employees are trained for the jobs 

- Employees receive feedback of 

performance 

- All employees, new hires are informed 

about safety and health management 

system 

 

Staff Qualification and Education 

(SQE) 

Precise qualification requirement of 

human resources for each department 

should be clearly stated, and the 

qualified personnel should be recruited 

accordingly to fill in these positions. The 

hospital orients staff on the following: 

hospital wide and unit policies, specific 

job duties, including infection prevention 

and control, fall reduction activities. 

Hazard prevention and control 

- Types of hazards employees are 

exposed to, and determining strategy of 

hazard prevention and control 

- The organization complies with any 

hazard control program required by 

OSHA standard such as PPE, respiratory 

protection, process safety management, 

or blood borne pathogens 

Prevention and Control of Infection 

(PCI) 

- The hospital establishes active 

monitoring and preventive systems for 

infection control in hospitals. This 

includes detection of potential infection 

risk, and reduces the risk of infection 

and dispersion among healthcare 

personnel, patient, and family. The 

employed procedures depend on the 

geographical characteristics, patient 

characteristics, and medical treatment 

applied. Infection control system has to 

be tailored to suit the readiness of the 

healthcare organization, and should be 

integrated into the organizational 

structure. 
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Table 2.3  The six core elements of safety and health management system from 

OSHA and Joint Commission (42) (cont.) 

Safety and health management system Joint commission requirement 

Safety and health training 

- Training is provided; all employees are 

knowledgeable of the hazards in the work 

place and safe work procedure. 

- New employee orientation of hazards at 

worksite, protective measure, emergency 

plan 

- Training is provided for all employees 

regarding their responsibilities for each 

type of emergency 

- Employees understand how to use 

personal protective equipment 

Facility Management and Safety (FMS)

- The hospital uses a hazard vulnerability 

analysis to identify potential emergencies 

and defining imitation activities to reduce 

the risk of potential damage  

Staff Qualification and Education 

(SQE) 

- The hospital orients staff on the 

following: hospital wide and unit policies, 

specific job duties, including infection 

prevention and control, fall reduction 

activities. 

Facility Management and Safety (FMS)

- Disaster preparedness: Organization 

should implement emergency plan in case 

of adverse events such as epidemic and 

natural disasters. 

- Hazardous material: Proper storage and 

transfer of hazardous material such as 

radioactive substances and risky material 

have to be managed by healthcare 

organization. This also includes 

hazardous waste management to ensure 

that these wastes are appropriately 

treated. 

Prevention and Control of Infection 

(PCI) 

- The hospital establish standard 

precautions including the use of personal 

protective equipment, to reduce the risk of 

infection 
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Table 2.3  The six core elements of safety and health management system from 

OSHA and Joint Commission (42) (cont.) 

Safety and health management system Joint commission requirement 

Annual evaluation 

- A system and written procedures are in 

place to guide an annual evaluation of the 

safety and health management system. 

- The evaluation covers all elements of 

the safety and health management system 

and identifies the strengths, weaknesses 

and opportunity for improvement.  

 

Governance, Leadership, and Direction 

(GLD) 

- The leaders establish priority for 

performance improvement. 

Facility Management and Safety (FMS)

- The hospital develops and maintains a 

written program describing the process to 

manage risk to patients, families, and 

staff.  

- The hospital has a process to review and 

to update the program when changes in 

the hospital’s environment occur or at a 

minimum on annual basis. 

 

 

2.5 Working condition in intensive care unit (37,38,39,40) 

 Intensive care unit is a unique department in healthcare organization. It 

provides critical medication for necessary patients. Several hospitals have different 

medical units separated according to the type of medications, and the critical 

medication unit is as well separated. Intensive care unit normally includes complex 

medical equipment for life saving purpose such as mechanical ventilator, 

electrocardiogram monitor, gastric tube, suction, drain, catheter, and other medication 

for tranquillizing, suspending pain, and anti-infection. Increase in patient attendant is 

associated with lower death rate; an appropriate ratio of patient to medical staff should 

be 2:1. This ratio is different from those found in normal care unit, which is about 4:1 

to 5:1. In the case of severe patient the ratio may become 1:1 depending on the 

severity of the patient. In intensive care unit need to work as multidisciplinary team 

include intensives, emergency medicine, physical therapist, pharmacist, nutritionist 
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and other, effective communication between provider team make continuity of care 

that reflect to patient better outcomes. Although the occupational hazards in intensive 

care unit, the health and safety risk include exposed to infectious disease due to direct 

contact with patients, injured by sharp objects, burn of faulty electric equipment, 

suffer from musculoskeletal problems resulting from handling of larger patients, and 

suffer from stress and burnout caused by shift and night work, and by other 

psychological Roger A E et al.,(2008)(37,38,39)  reported nurses who work more than 

12.5 hours do more opportunities for mistakes, and incident rate in the unit is 

increased. The nurses who worked more than 40 hours in a week, was associated 

increase opportunity of making an error. Otherwise critical care nurses who worked 12 

hours or more had 1.87 percent risk of sleep on their drive home from work. 

According to the report of National Institute of Occupational Safety and 

Health(41)noted working more than 40 hours for week can have health adverse effect 

such as increased musculoskeletal injuries(40), cardiovascular disease, hypertension, 

and higher risk of injury. In additional working condition, organization management 

factors, ineffective communication, and lack of occupation safety support have been 

implicated as cause of error.  

 

 

2.6 Literature reviews 

Vries et al.,(2007)(3) investigated the adverse incident in hospitals and 

studied the occurrence and cause of these events. Using the method employed by 

Embrace, Cochrane, and Medline, the study found out that adverse incident accounted 

for 9.2 percent of which 43.5 percent were preventable. Moreover, 56.3 percent of 

these adverse events were first time occurrence with only limited effects to patient, 

whereas 7.4 resulted as severe cases causing death event. From these severe cases, 

39.6 percent occurred in operation and 15.1 percent were detected in medication error. 

Shaw et al.,(2005)(4) studied accident and near miss accident that were 

reported into the National Healthcare System to determine certain factors of accident 

occurred in England. These factors include demographical information such as sex and 

age, number of accident, date and time, location, and results. The study found that 41 
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percent of total accidents were resulted from falling and slipping, 9 percent from 

medication error, 8 percent from improper uses of medical equipment, and 7 percent 

from mis-treatment. As for the location of the incidents, highest frequency was 

observed in general ward, which is accounting for 66 percent of all incident. 

Subsequently, incidents occurred in operating room, outpatient ward, emergency 

room, and intensive care unit are accounted for 6.1, 4.8, 4.5, and 3 percent, 

respectively. 

Hala et al.,(2011)(6) has measured the attitude toward safety culture of 

healthcare staffs in intensive care unit using SAQ. The SAQ was developed by Texas 

University, and measured 6 different dimensions of safety culture including team work 

climate, safety climate, job satisfaction, perception of management, stress recognition, 

and work condition. The study classified the results based on different department in 

healthcare organization, and found that department with the highest safety culture 

attitude is intensive care department followed by cardiac care department, and general 

ward. The lowest safety culture score was observed in perception of management 

dimension. Furthermore, when comparing technical nurse and specialist nurse, higher 

safety culture scores was observed from technical nurse.        

Isitri et al.,(2007)(9) study the safety attitude of healthcare personnel 

working in outpatient ward of 409 medical schools in Texas, USA. The study period 

ranges from February to March in 2003 using SAQ. Results indicated different attitude 

toward safety in various work functions. Higher attitude scores in team work climate, 

job satisfaction, perception of management, and work condition, were detected in 

managerial positions. Interestingly, safety attitude scores in all dimensions were 

relatively low in the case of physicists. 

A thorough literature review of studies employing psychological 

questionnaires was prepared by Colla et al.,(2005)(12). The characteristics as well as 

the suitability of each type of questionnaire were determined. In this review, all of the 

included studies implemented Likert’s scales as the attitude measurement. Most of 

these studies determined attitude toward 5 dimensions including managerial direction, 

operating policy, human resource management, communication, and error reporting. 

Two types of questionnaires allowed for comparison between organizations. Safety 

Attitudes Questionnaire-SAQ and Safety Climate Survey-SCS compared healthcare 
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organization with commercial airline, whereas Patient Safety Culture in Healthcare 

Organizations Survey-PSCHO compared healthcare with shipping business. However, 

only SAQ allowed comparison between safety climate and outcomes. The introduced 

outcomes were number of accidents, length of stay, mis-prescription, infection from 

aspirator, intravenous line infection, and patient death rate. 

Nuckols et al.,(2007)(14) focused on adverse events occurred in medical 

schools and local hospitals by randomly sampling the incident from medical records. 

The rate and characteristic of the event was determined. The findings suggested that 9 

percent of the patient faced at least 1 adverse accident with the rate of 17 times over 

1000 days of stay. Most frequent accident was medical error (29 percent) followed by 

operational error (15 percent) and patient falling (14 percent). Out of these events, 59 

percent of them were preventable. Among the preventable incidents, 43 percent 

associated with nurses, 16 percent associated with physicists, and 19 percent related to 

other staffs. 

The effect of executive walks round in medical ward on nurse’s safety 

attitude was investigated by Thomas et al.,(2005)(15). In the study, high level 

management visited the ward 3 times in every 4 weeks. During these visits, nurses 

were given chances to discuss and query about patient safety. The study indicated that 

nurse participating with the discussion exhibited positive attitude over safety culture 

comparing to nurse that did not participate. (81.01 scores versus 74.88, p=0.025)  

Lee WC et al.,(2010)(16) Safety culture of medical staffs from 200 

hospitals in Taiwan was evaluated. The research applied Safety attitude questionnaires 

to measure attitude of healthcare staffs. Positive attitude toward safety culture was 

observed in 48.9 percent of total staffs. Positive attitude to team work, perception of 

management, job satisfaction, safety climate, work condition were 45.20, 42.10, 37.20, 

37.20, and 31.80, respectively. It was also found that difference of attitude was varied 

across organizations.  

Sexton et al.,(2006)(17) investigated safety attitude of healthcare staffs 

from 203 healthcare organizations across 3 countries including USA, UK, and New 

Zealand. Employing attitude questionnaire, the study found different safety attitudes 

within the same organization and across organizations. The results also indicated 

correlation among team work, job satisfaction and perception of management. Other 
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significant correlations were detected between work condition and stress recognition 

and among stress recognition, perception of management, and work condition.     

Singer et al.,(2003)(18) studies patient safety culture in 15 hospitals under 

the California Patient Safety Consortium. The samples included management, 

healthcare personnel, and general staffs. The obtained results indicated different 

patient safety culture awareness in different working positions. Within the same 

organization, the differences also associated with the job functions as well as working 

department. 

Porn Boonme (2011)(20) investigated safety culture awareness and 

development from nurses attending academic conference. The results revealed that, in 

general, the participants had been working in hospital for more than 21 years with 6 to 

10 years in current department. The average working hour was 40 to 59 hours a week, 

and 73.30 of the nurses were specialists. Also, 72.20 percent were servicing patients. 

From the samples, 96.70 percent works in accredited healthcare organization, and 

76.70 exhibited high safety culture awareness. The frequency of report of mistake 

resulting in death of patient was 81.10. The patient with sufficient safety level under 

the department was 61.10 percent. High level of improving perception toward patient 

safety was observed among the samples. 

Safety culture in operating room of Songklanagarind hospital was 

investigated by Aree Kaeothawee(2010)(24) using questionnaire to measure the 

attitude. The study suggested that overall attitude toward safety culture was moderate. 

As classified by job functions, physicist, nurse, and other staffs all exhibited moderate 

awareness to safety culture with the lowest score in work environment. In the case of 

nurse, the lowest attitude score was observed in perception of management. From 

further analysis of the results, the author detected different levels of attitude toward 

various dimensions of attitude. The difference of nurse and physicist attitudes was 

largest in safety climate, perception of management, and job satisfaction. 

Safety culture awareness in Thai nurse was also elucidated by Ramoul N et 

al.,(2011)(25). The results indicated that overall perception on patient safety culture 

was relatively high. The awareness toward organizational safety and incident reporting 

were moderate. Finally, the safety culture awareness between nurse and managerial 

nurse were indifferent. 
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Ramanujam R et al.,(2007)(26)study the factors influencing nurse 

perception of hospital unit safety climate including nurse qualification, job position 

such as registered nurse, practical or vocational nurses, job employment such as full 

time or part time and experience years of working in hospital. The study result shown 

years of working in hospital had significantly positive relationship on safety 

perception on hospital unit (p<0.052). There were no significant relationships between 

degree of qualification, job position and type of job employment on perception of 

safety. 

The perception of the safety climate of nursing working in teaching 

hospital was investigated by Rigobello MC et al.,(2012)(27) using Safety attitudes 

questionnaire(SAQ)-short form 2006 to measure the safety perception. The study 

suggested that there were difference safety culture result of each domain. As classified 

by gender, there was no significantly different level of safety culture between male or 

female. In case of job functions nurse manager had positive safety culture level than 

practical nurses and nursing assistants. And the nurses who had been working more 

than 21 years had better perception of safety climate than nurses who had less working 

years of experience. 

Yinghui Wu et al.,(2013)(28) They used the Hospital survey on patient 

safety culture questionnaires(HSOPS) to determine the impact of nurse working hours 

on patient safety culture across national survey. The result presented nurses who 

working more than 60 hours per week had significantly lower score of patient safety 

perception and also mean score of teamwork within unit. Patient safety culture level 

was low and the number of incidents reported was increase when nurses working long 

period. Among the safety culture sub-domains shown long working hours had impacts 

on staffing and teamwork within units in study population.  

Tomas-Hawkins , Flynn L.,(2013)(29) study nurse staffing and workload, 

dialysis environment and safety culture in outpatient hemodialysis facilities by using 

Hospital patient safety survey of the Agency for Healthcare Research and Quality’s 

(AHRQ) to investigated the safety culture. The study result found higher nurse 

workloads was related to negative rating of work environment also increase of odds 

ratio of negative level of overall safety in the unit. Finding from this study indicate 
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that staffing, nurse workload and a work environment are important for a positive 

safety culture in units. 

From literature Jones K, Skinner AM et al.,(2013)(30) they evaluated the 

impact of a year-long term training program on perception of safety culture in 24 

hospitals. The result showed the respondents who receiving team training had 

significantly positive safety culture score higher than static group and team training 

can improve and result in transformation change in safety culture among staff in the 

organization when the work environment supports. 

Rogers A E.(2008)(37) study about the effects of fatigue and sleepiness on 

nurse performance, the result shown that the nurse who work longer than 12 hours or 

work more than 70 hours per week are get risk of health problem such as 

cardiovascular disease, hypertension and higher risk of injury. And the nurse who not 

enough hours of sleep are gets risk of accident if they drive home when they are 

drowsy. Administrator should properly manage of working schedule and encourages 

nurse to work long hours take adequate sleep. 

Scott L, Rogers A, Hwang WT, et al.(2006)(38) study effects of critical 

care nurse work hours on vigilance of critical care nurses in the United States. The 

study result found the respondents worked longer than schedule and for overtime. 

Longer work hour increase the risk of error. Finding from this study indicate that 

should be limiting nurse work hours to no more than 12 hours to ensure that patient are 

safe, and also nurses. 

Dembe A E, Erickson J B, Delbos R G, Banks S M.(2005)(39) they study 

the impact of overtime and long work hours on occupational injuries and illness. The 

result presented the nurse who working in jobs with overtime had 61% higher rate 

when compare to jobs without overtime. Working 60 hours per week or higher was 

associated with 23% increased hazard rate and injury rate are associated to the number 

of hours per day and per week. The study recommended strategies to prevent work 

injuries should be changes in work schedule, and promote health protecting programs 

for worker who work overtime and extended hours. 
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CHAPTER III 

MATERIALS AND METHODS 

 

 

3.1 Study design 

A cross sectional study design was applied. It aims to determine the 

attitudes on safety culture level of intensive care unit nurses at private tertiary 

hospitals located in Bangkok, Chonburi and Phuket province. A Thai version of Safety 

attitude questionnaires (SAQ) was distributed across three private tertiary hospitals. 

Research, Faculty of Public Health, Mahidol University, with the certified code ID. 

MUPH 2014-208. 

 

 

3.2 Population and Sample 

The accessible population of this study was 262 ICU nurses from three 

selected hospitals located in Bangkok, Chonburi and Phuket province. Private 

hospitals were selected as the tertiary care hospitals and certified hospital standard by 

Joint Commission International. The Safety attitude questionnaires ICU version was 

performed in ten ICUs were medical/ surgery intensive care unit, neurology intensive 

care unit, medical cardiac unit, and surgical cardiac care unit.  

This study included all nurses who working in ICUs during a 2 month 

period from December 2014 to January 2015. The nurses who take vacation, training 

leave, maternal leave, and sick leave during study period were excluded from sample 

size.  
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3.3 Tool and Instrument for data collection 

 

3.3.1 The Safety attitude questionnaires ICU version   

The original Safety attitude questionnaires ICU version form is a 

questionnaire with 64 items comprising six dimensions. The dimensions are team 

work climate, safety climate, stress recognition, working conditions, job satisfaction, 

and perception of management. Team work climate referred to the perception of 

collaboration between staffs. Safety climate describe a proactive organization 

commitment to safety. Stress recognition describes an acknowledgement of how 

performance is influence by stressor. Working conditions means that perceiving the 

quality of work environment, staffing, equipment, and logistic support. Job satisfaction 

means that a positively about the work experience. Finally perception of management 

is considered as approval of managerial action. Respondents answer on a 5 point 

Likert’s scale as 1= disagree strongly, 2= disagree slightly, 3= neutral, 4= agree 

slightly, and 5=agree strongly.  

 

3.2.1 Adaption of the Safety attitude questionnaires into Thai 

The researcher obtained permission to translate and use the Safety attitude 

questionnaires-ICU version form in Thai by approved letter from The University of 

Texas at Houston – Memorial Hermann Center for Healthcare Quality and Safety 

Houston, Texas, USA. The researcher developed and modified the wording of 

questions to Thai. Additional ten socio-demographic, job characteristics and training 

participation questions was added into the form. The Safety attitude questionnaires-

ICU Thai version divided into three parts;  

 

3.2.1.1 Part I: The questionnaire for general characteristics 

This questionnaire to assess the individual socio-demographic 

factors including sex, age, work experience in the current workplace, work experience 

in the current ICU, educational level, job position, working hour per week, number 

patient care in one shift, number the leader communicate about safety policy, and 

number safety training class that responder attended.  



Arisara Suwanarit     Materials and Methods / 46 

3.2.1.2 Part II: The questionnaire of six dimensions of 

safety culture 

There is 64 Safety attitudes questionnaires for six safety 

culture dimensions including teamwork climate 19 Items, safety climate 15 items, 

stress recognition 11 items, job satisfaction 5 items, working conditions 8 items and 

perception of management 6 items. Items 12, 26, 41, 60, 61, 62, and 64 are negatively 

worded. Respondents answer on a 5 point Likert’s scale as 1= disagree strongly, 2= 

disagree slightly, 3= neutral, 4= agree slightly, and 5= agree strongly. The safety 

attitude items are described as Table 3.1. 

 

Table 3.1 Example of safety attitude question by dimensions (48) 

Safety attitude 

dimension 

Example of questionnaire Is item 

reverse 

scored? 

Teamwork 

climate 

- It easy for personnel in this ICU to ask questions 

when there is something that they do not understand. 

No 

 - Nurse input is well received in this ICU. No 

 - Disagreements in this ICU are resolved appropriately.   No 

 - The physicians and nurse here work together as a 

well-coordinated team. 

No 

 - I am frequency unable to express disagreement with 

staff physicians in this ICU. 

Yes 

 - Communication breakdowns which lead to delays in 

delivery of care are common. 

Yes 

 - Communication breakdowns which negatively affect 

patient care are common. 

Yes 

Safety climate - The safety culture in this ICU makes it easy to learn 

from the errors of others. 

No 

 - I know the proper channels to direct questions 

regarding safety in this ICU. 

No 

 - I am encouraged by my colleagues to report any 

patient safety concerns I may have. 

No 
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Table 3.1 Example of safety attitude question by dimensions (48) (cont.) 

Safety attitude 

dimension 

Example of questionnaire Is item 

reverse 

scored? 

Safety climate - Personnel frequently disregard rules or guidelines 

e.g. hand-washing, sterile field that are established for 

this clinical areas. 

Yes 

 - I received appropriate feedback about my 

performance. 

No 

 - I may hesitate to use a reporting system for medical 

incidents because I am concerned about being 

identified. 

Yes 

 - I would feel safe being treated here as a patient. No 

 - In this ICU, it is difficult to discuss error. Yes 

 - Medication errors are handled appropriately in this 

ICU. 

No 

Stress recognition - When my workload becomes excessive, my 

performance is impaired. 

No 

 - Fatigue impairs my performance during emergency 

situations e.g. emergency resuscitation. 

No 

 - I am more likely to make errors in tense or hostile 

situations. 

No 

 - I am less effective at work when fatigued. No 

 - During emergency situation e.g. emergency 

resuscitation, my performance is not affected by 

working with inexperienced or less capable personnel 

Yes 

Job satisfaction - I like my job. No 

 - This hospital is a good place to work. No 

 - I am proud to work in this hospital. No 

 - Working in this hospital is like being part of a large 

family. 

No 

 - Moral in this ICU is high. No 

Working conditions - All the necessary information for diagnostic and 

therapeutic decisions is routinely available to me. 

No 

 - This hospital constructively deals with problem 

physicians and employees. 

No 

 - Trainees in my discipline are adequately supervised. No 

 - This hospital dose a good job of training new 

personnel. 

No 
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Table 3.1 Example of safety attitude question by dimensions (48) (cont.) 

Safety attitude 

dimension 

Example of questionnaire Is item 

reverse 

scored? 

Perception of 

management 

- Hospital management does not knowingly compromise the 

safety of patients. 

No 

 - Hospital administration supports my daily efforts. No 

 - I am provided with adequate, timely information about 

events in the hospital that might affect my work. 

No 

 - The level of staffing in this ICU is sufficient to handle the 

number of patients. 

No 

 - A confidential reporting system that documents medical 

incidents is helpful for improvising patient safety.  

No 

 

3.2.1.3 Part III: The questionnaire of comment to improve 

safety in unit.  

The question was asked about top five recommendations for 

improving safety in ICU that respondent working at.  

 

3.2.2 Reliability and Validity 

To establish content validity the Safety attitude questionnaires was adapted 

in Thai following modified principles adapted which involved a forward-backward 

translation technique, refinement process by three experts who had linguistic skills, 

knowledge of terminology, and clinical work experience in hospital. To established 

validity of SAQ ICU Thai version, the 30 respondents of the pilot study were asked to 

complete the questionnaire and using Cronbach’s alpha to confirmed internal 

consistency. In the present study, the Cronbach’s alpha coefficient of the scale was 

0.92. 

 

 

3.4 Procedure and data collection  

This study was approved by Research, Faculty of Public Health, Mahidol 

University, with the certified code ID. MUPH 2014-208 and approved permission to 
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collect research data by each hospital director before the beginning of conducting 

research.  

 

3.4.1 Step 1 Preparation phase 

The researcher obtained permission to translate and use the Safety attitude 

questionnaires -ICU version form in Thai developed and modified the wording of 

questions to Thai. This step aims to develop Safety attitude questionnaires - ICU Thai 

version which compatible with job characteristic and Thai cultural. To establish 

content validity the Safety attitude questionnaires was adapted in Thai following 

modified principles adapted which involved a forward-backward translation technique, 

refinement process by three experts who had linguistic skills, knowledge of 

terminology, and clinical work experience in hospital. To established validity of 

Safety attitude questionnaires ICU Thai version, the 30 respondents of the pilot study 

were asked to complete the questionnaire and using Cronbach’s alpha to confirmed 

internal consistency.  

 

3.4.2 Step 2 Operation phase: using self-administration questionnaire 

3.4.2.1  The researcher obtained permission to collect research 

data from each hospital director after permission letter was approved a Head of 

department was informed by the researcher and ensures uniformity in the data 

collection by following the study guidelines.  

3.4.2.2  Informed consent was informed. Participants were 

informed about study objectives and benefits of the study. The participants were 

informed that participation was voluntary and anonymous, that all answer would be 

treated with confidentiality were supported through the following: no individual 

responses would be available to local management and no publication of their work 

areas, reporting results in form of aggregates and destroying the data in proper ways 

after the analysis is completed. Participants were given 4 weeks to answer the 

questionnaire. Each respondent completed the questionnaire at work unit, and the 

returned the questionnaire to the head of department. All questionnaires were sealed 

envelope and the returned to the researcher within February 2015. 
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3.5 Data Analysis 

3.5.1  After completing the data collection, data were coded. Analysis data 

was done using statistical analysis form SPSS version 17 to utilize for data entry, 

statistical analysis and presentation of the results. 

3.5.2  The descriptive statistic as well as frequency, mean, percentage, min, 

max and standard deviation were used to describe the respondent’s socio-

demographic, job characteristics and training participation in safety training factors. 

3.5.3  Assessment of six dimensions of safety culture presented by 

minimum, maximum, mean percentage of positive attitude toward each Safety attitude 

questionnaires dimensions and uses standard deviations for quantitative variables.  

 

Criteria considered a measure of the average SAQ score (6,20) 

i. Mean average score 1.00-1.79 defined as very low attitude or disagree 

strongly  

ii. Mean average score 1.80-2.59 defined as low attitude or disagree 

slightly  

iii. Mean average score 2.60-3.39 defined as moderate attitude or neutral  

iv. Mean average score 3.40-4.19 defined as high attitude or agree 

slightly  

v. Mean average score 4.20-5.00 defined as very high attitude or agree 

strongly  

3.5.4 The t- test were used to determine the different mean score between 

personal socio-demographic factors on the six dimensions of safety culture with 

statistical significance defined as p <0.05. 

3.5.5 The ANOVA test were used to determine the different mean score 

between independent variables have on the six dimensions of safety culture in a 

regression analysis with statistical significance defined as p <0.05. 
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CHAPTER IV 

RESULTS 

 

 

This cross sectional study aims to determine the attitudes on safety culture 

level and each of the six safety attitudes of intensive care nurses in private tertiary hospital 

and to describe safety culture levels distribute by socio- demographics, work experience, 

job characteristics and participation in safety. And also benchmark safety culture levels 

across three selected hospitals. The selected hospitals were certified hospital standard by 

Joint commission international and located in Bangkok, Chonburi and Phuket province.  

During the study period data were collected from 262 ICU nurses from three 

selected private hospitals. The ICU-SAQ Thai versions were returned 197 questionnaires, 

with response rate 75 percent. Data were excluded and missing including one training 

leave, three maternal leave, sixteen consent forms was not completed, and forty nine ICU 

nurses denied to joint in the study. The overall response rate was ranging from 61 percent 

to 91 percent. The ICU-SAQ Thai version from Bangkok hospital Phuket (BPK) were 

returned 41 of 45 questionnaires, with highest response rate 91 percent follow by Bangkok 

hospital (BGH) were returned 120 of 162 questionnaires, with response rate 75 percent, 

and Bangkok hospital Pattaya (BPH) were returned 36 of 59 questionnaires, with response 

rate 61 percent.  

The results of this study are presented in this chapter divided in to seven parts 

as; 

4.1  Socio demographic characteristics 

4.2  Attitude of safety culture among ICU nurses 

4.3  Six safety culture dimensions distributed by personal socio 

demographics, job characteristics and organization safety management 

4.4  Attitude of safety culture dimensions scores across hospital setting 

4.5  Attitude of safety culture dimensions scores across units 

4.6  Relationship among six dimensions of safety culture 

4.7  Top five recommendations for improving safety culture in hospital 
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4.1 Socio demographic characteristics  

The Socio demographic characteristics of the respondents including sex, 

age, work experience, job characteristics, job position, responsibility and participation 

in safety activity were describe in Table 4-1. 

Most of respondents were female 93.9 percent, male 6.1 percent, common 

age between 25 to 34 years (64%). Considering the years of work experience in the 

current workplace were varies that experience less than 2 years was 28.6%, 2 - 5 years 

was 28.4%, 6 - 10 years was 17.3% and more than 10 years was 25.5%. When 

considering of work experience in the current units found that 33.5% of respondents 

had work experience 2 - 5 years follow by less than 2 years was 28.9%, 6 - 10 years 

was 15.7% and more than 10 years was 21.8%. Educational level, 93.9% were 

graduated with Bachelor’s and Master’s degree was 6.7%. According to job position, 

responsibility and working hour per week, the result shown 74.2% of respondents was 

member nurse, incharge nurse was 19.9% and head of department was 5.9%, their 

work 50 - 59 hours per week was 35.6%, work 40 - 49 hours per week was 33.0% and 

more than 60 hours per week was 28.4%. The responsibility for take care of patients in 

one shift shown 69.4% had 2 cases follow by one case was 10.4% and three cases was 

10.4% and more than 3 cases were 9.8%. The respondents were informed about safety 

policy from leadership one time in past 12 months was 29.9%, 2 - 3 times were 42.8%, 

more than 3 times was 23.2% and never informed was 4.1%. The respondents were 

participate in safety training 2 - 3 times was 46.4% follow by one time was 40.7%, 

more than 3 times was 11.9%, and never participate in safety training was 1.0%.  
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Table 4.1 Socio demographic characteristics of the respondents 

Socio demographic 

characteristics 

BGH 

n (%) 

BPH 

n (%) 

BPK 

n (%) 

Total 

n (%) 

Gender 

  Male 10 (8.0) 2 (6.0) 0 (0) 12 (6.0) 

  Female 110(92.0) 34 (94.0) 41 (100) 185(94.0) 

Age (years) 

  20 - 24 15 (12.5) 8 (22.2) 8 (19.5) 31 (15.7) 

  25 - 34  80 (66.7) 24 (66.7) 22 (53.7) 126(64.0) 

  > 35  25 (20.8) 4 (11.1) 11 (26.8) 40 (20.3) 

Work experience in the current workplace (years) (n=196) 

  < 2  35 (29.2) 9 (25.7) 12 (23.9) 56 (28.6) 

  2 - 5 30 (25.0) 12 (34.3) 14 (34.1) 56 (28.6) 

  6 - 10  17 (14.2) 10 (28.6) 7 (17.1) 34 (17.3) 

  > 10  38 (31.7) 4 (11.4) 8 (19.5) 50 (25.5) 

Work experience in the current unit (years) 

  < 2  36 (30.0) 10 (27.8) 11 (26.8) 57 (28.9) 

  2 - 5  35 (29.2) 16 (44.4) 15 (36.6) 66 (33.5) 

  6 - 10  15 (12.5) 8 (22.2) 8 (19.5) 31 (15.7) 

   > 10  34 (38.3) 2 (5.6) 7 (17.1) 43 (21.8) 

Educational level (n=195)     

  Bachelor’s degree 109(91.6) 35 (97.2) 38 (95.0) 182(93.9) 

  Master’s degree 10 (8.4) 1 (2.8) 2 (5.0) 13 (6.7) 

Job position (n=186) 

  Head of department/ deputy 7 (6.1) 2 (5.9) 2 (5.3) 11 (5.9) 

  Incharge nurse 26 (22.8) 7 (20.6) 4 (10.5) 37 (19.9) 

  Member nurse 81 (71.1) 25 (73.5) 32 (84.2) 138(74.2) 
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Table 4.1 Socio demographic characteristics of the respondents (cont.) 

Socio demographic characteristics BGH 

n (%) 

BPH 

n (%) 

BPK 

n (%) 

Total 

n (%) 

Working hour per week (hours) (n=194) 

  < 40  4 (3.3) 1 (2.8) 1 (2.5) 6 (3.1) 

  40 - 49  40 (33.9) 15 (41.7) 9 (22.5) 64 (33.0) 

  50 - 59  40 (33.3) 11 (30.6) 18 (45.0) 69 (35.6) 

  > 60  34 (28.8) 9 (25.0) 12 (30.0) 55 (28.4) 

Number patient care in one shift (cases) (n=193) 

  1  6 (5.1) 7 (19.4) 7 (17.9) 20 (10.4) 

  2  91 (77.1) 18 (50.0) 25 (64.1) 134(69.4) 

  3  10 (8.5) 8 (22.2) 2 (5.1) 20 (10.4) 

  4  3 (2.5) 0 (0) 0 (0) 3 (1.6) 

> 5  3 (2.5) 2 (5.6) 5 (12.8) 10 (5.1) 

The leader informing about safety policy in past 12 months (times) (n=194) 

Never 5 (4.2) 1 (2.9) 2 (5.0) 8 (4.1) 

1 time 34 (28.6) 6 (17.1) 18 (45.0) 58 (29.9) 

2-3 times 49 (41.2) 18 (51.4) 16 (40.0) 83 (42.8) 

> 3 times 31 (26.1) 10 (28.6) 4 (10.0) 45(23.2) 

Participation in safety training in past 12 months (times) (n=194) 

Never 1 (0.8) 0 (0) 1 (2.5) 2 (1.0) 

1 time 53 (44.9) 8 (22.2) 18 (45.0) 79 (40.7) 

2-3 times 51 (43.2) 26 (72.2) 13 (32.5) 90 (46.4) 

> 3 times 13 (11.0) 2 (5.6) 8 (20.0) 23 (11.9) 

Abbreviations: BGH, Bangkok hospital; BPH, Bangkok hospital Pattaya; BPK, 

Bangkok hospital Phuket 

 

 

 

 



Fac. of Grad. Studies, Mahidol Univ.   M.Sc. (Industrial Hygiene and Safety) / 55 

4.2 Attitude of safety culture among ICU nurses 

To assessed the attitudes on safety culture among ICU nurses. The 

researcher used ICU-Safety Attitude Questionnaire Thai version to collect the data. 

Each of the six dimensions was scored by the 5 point Likert’s scale. Negative 

questionnaires were reverse scored and the higher score represent positive attitude. 

Data of each dimension were summarized and divided by the number of 

questionnaires in the scale then create a score scale that ranged from 1 to 5. Criteria 

considered a measure of the average Safety Attitude Questionnaire score describe as 

mean average score 1.00-1.79 defined as very low perception level or disagree 

strongly, mean average score 1.80-2.59 defined as low perception level or disagree 

slightly, mean average score 2.60-3.39 defined as moderate perception level or neutral, 

mean average score 3.40-4.19 defined as high perception level or agree slightly and 

mean average score 4.20-5.00 defined as very high perception level or agree strongly. 

The result of six dimensions of safety culture presented by minimum, maximum and 

means percentage of positive attitude of each SAQ dimensions were described in 

Table 4-2. 

The overall mean score of attitude of safety culture of ICU nurses ranged 

from 2.63 to 4.36 with a mean of high perception 3.67 + 0.29. Most of the attitudes on 

safety culture dimensions were perceived at a high perception level (3.30 to 3.95) 

except stress recognition dimension was perceived at a moderate perception level, 3.30 

+ 0.50.  Regarding, working condition was perceived at a highest mean score was 3.95 

+ 0.43, follow by job satisfaction was 3.95 + 0.50, teamwork climate dimension was 

3.86 + 0.39, safety climate was 3.72 + 0.40, and perception of management was 3.57 + 

0.49. 

 

Table 4.2 Six dimensions of safety culture among ICU nurses 

Safety culture dimensions Respondents (n=197) 

 X + SD Min Max Attitude level 

Teamwork climate 3.86 + 0.39 2.68 4.89 high 

Safety climate 3.72 + 0.40 1.73 4.87 high 

Stress recognition 3.30 + 0.50 2.00 4.82 moderate 
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Table 4.2 Six dimensions of safety culture among ICU nurses (cont.) 

Safety culture dimensions Respondents (n=197) 

 X + SD Min Max Attitude level 

Job satisfaction 3.95 + 0.50 2.80 5.00 high 

Working condition 3.95 + 0.43 2.75 5.00 high 

Perception of management 3.57 + 0.49 2.33 4.83 high 

Overall safety culture 

dimensions 

3.67 + 0.29 2.63 4.36 high 

 

 

4.3 Six safety culture dimensions distributed by personal socio 

demographics, job characteristics and organization safety 

management 

 

4.3.1 Six safety culture dimensions distributed by socio demographics 

Table 4-3 presented the nurses’ safety culture dimensions describe by 

socio demographics include gender, age and educational level. The result shown male 

have overall mean score more than female, 3.76 + 0.32 and 3.66 + 0.29 and also all six 

dimensions of safety culture. Nurse’s age 25 - 34 years had a highest overall mean 

score of attitudes level was 3.69 + 0.26 follow by age > 35 years (3.64 + 0.33), and 

age 20 - 24 years (3.60 + 0.33). The nurses who graduated Master’s degree had safety 

culture attitude more than who gradated Bachelor’s degree (3.71 + 0.31 and 3.66 + 

0.29) but the difference level of attitudes of six safety culture dimensions that 

distribute by gender, age and educational did not significant. 
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Table 4.3 Six safety culture dimensions distributed by Socio demographic characteristics 

Socio 

demographi

c 

Teamwor

k climate 

Safety 

climat

e 

Stress 

recognitio

n 

Job 

satisfactio

n 

Workin

g 

conditio

n 

Perception 

of 

manageme

nt 

Overal

l 

mean 

 Mean (SD) 

Gender        

  Male 3.99 

(0.42) 

3.86 

(0.41) 

3.30 

(0.48) 

3.97 

(0.68) 

4.06 

(0.38) 

3.58 

(0.63) 

3.76 

(0.32) 

  Female 3.85 

(0.39) 

3.72 

(0.40) 

3.30 

(0.51) 

3.95 

(0.5) 

3.94 

(0.43) 

3.57 

(0.48) 

3.66 

(0.29) 

t-test 1.205 1.251 -0.048 0.130 0.924 0.102 1.162 

p -value 0.230 0.213 0.961 0.896 0.375 0.919 0.247 

Age (years)        

  20 - 24  3.76 

(0.41) 

3.60 

(0.44) 

3.29 

(0.47) 

3.88 

(0.53) 

3.97 

(0.44) 

3.58 

(0.51) 

3.60 

(0.33) 

  25 - 34  3.88 

(0.38) 

3.77 

(0.36) 

3.32 

(0.49) 

3.95 

(0.49) 

3.97 

(0.41) 

3.58 

(0.46) 

3.69 

(0.26) 

   > 35  3.88 

(0.42) 

3.66 

(0.47) 

3.25 

(0.56) 

3.98 

(0.52) 

3.88 

(0.46) 

3.52 

(0.56) 

3.64 

(0.33) 

F-test 1.177 2.804 0.282 0.337 0.699 0.247 1.319 

p -value 0.311 0.063 0.755 0.714 0.498 0.781 0.270 

Education level (degree)      

  Bachelor 3.86 

(0.39) 

3.72 

(0.39) 

3.30 

(0.50) 

3.94 

(0.49) 

3.94 

(0.43) 

3.56 

(0.49) 

3.66 

(0.29) 

Master 3.90 

(0.41) 

3.77 

(0.48) 

3.24 

(0.53) 

3.98 

(0.69) 

4.13 

(0.39) 

3.57 

(0.45) 

3.71 

(0.31) 

t-test -0.421 -0.454 0.417 -0.279 -1.535 -0.189 -0.560 

p -value 0.674 0.651 0.677 0.781 0.126 0.850 0.576 

The researcher used t- test to test for difference mean score of gender and education 

level, used ANOVA to test the difference mean score of age on attitude of safety 

culture dimensions. 

* p < 0.05 
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4.3.2  Six safety culture dimensions distributed by work experience in 

the current workplace and units 

Regarding to safety culture dimensions distributed by work experience 

described in Table 4-4.  

4.3.2.1  In terms of work experience in the current workplace 

relationship to the attitudes of safety culture. The study result indicated nurses who 

had work experience more than 10 years perceived positive attitude of safety culture 

(3.71 + 0.32) than other groups while nurses who work experience 2-5 years had 

perceived attitude of safety culture lower than other groups. The difference mean score 

of teamwork climate, safety climate, job satisfaction, working condition and overall 

mean score between works experiences in present hospital groups did not statistically 

significant.  

i.  Overall mean score of attitude of safety culture divided 

by work experience in the current workplace shown nurses who had experience more 

than 10 years had attitude score (3.71 + 0.32) more than experience 6-10 years (3.70 + 

0.23), < 2 years (3.65 + 0.31), and 2-5 years (3.64 + 0.27). 

ii. Teamwork climate was perceived at a highest mean 

score in nurses who had work experience more than 10 years (3.96 + 0.40) follow by 

6-10 years (3.89 + 0.37), < 2 years (3.83 + 0.42), and 2-5 years (3.79 + 0.37). 

iii.  Safety climate was perceived at a highest mean score in 

nurses who had work experience more than 10 years (3.79 + 0.50) follow by 6-10 

years (3.76 + 0.31), < 2 years (3.67 + 0.42), and 2-5 years (3.67 + 0.35). 

iv.  Stress recognition was perceived at a highest mean score 

in nurses who had work experience 2 - 5 years (3.40 + 0.44) follow by < 2 years had 

moderate mean score was 3.33 + 0.50, then 6-10 years (3.25 + 0.08), and > 10 years 

(3.24 + 0.56).  

v.  Job satisfaction was perceived at a highest mean score in 

nurses who had work experience 6-10 years (4.04 + 0.46) follow by > 10 years (4.03 + 

0.51), < 2 years (3.94 + 0.52), and 2 - 5 years (3.82 + 0.49). 

vi.  Working condition was perceived at a highest mean 

score in nurses who had work experience 2-5 years (3.97 + 0.39) follow by  > 10 years 

(3.96 + 0.46), 6-10 years (3.93 + 0.40), and < 2 years (3.3 + 0.44). 
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vii. Perception of management was perceived at a highest 

mean score in nurses who had work experience 6-10 years (3.71 + 0.47) follow by < 2 

years (3.59 + 0.45),  > 10 years (3.52 + 0.59), and 2-5 14 years (3.51 + 0.43). 

4.3.2.2  In terms of work experience in the current unit was 

associated to the attitudes of safety culture. The study result indicated nurses who had 

work experience 2-5 years had a high positive attitude of safety culture mean score 

than other groups. The difference mean score of six safety culture dimensions and 

overall mean score between works experiences in the current unit did not statistically 

significant.  

i.  Overall mean score of attitude of safety culture divided by 

work experience in the current unit shown nurses who had experience 2-5 years had a 

highest attitude safety culture score was 3.68 + 0.28 follow by experience 6-10 years 

(3.67 + 0.23), > 10 years (3.67 + 0.33), and < 2 years (3.64 + 0.30).  

ii.  Teamwork climate was perceived at a highest mean score in 

nurses who had work experience more than 10 years (3.90 + 0.39) follow by 2-5 years 

(3.86 + 0.38), 6-10 years (3.85 + 0.38), and <2 years (3.84 + 0.42). 

iii.  Safety climate was perceived at a highest mean score in 

nurses who had work experience 6-10 years (3.77 + 0.31) follow by 2-5 years (3.73 + 

0.38), > 10 years (3.71 + 0.49), and < 2 years (3.67 + 0.41). 

iv.  Stress recognition was perceived at a highest mean score 

of in nurses who had work experience 2-5 years (3.36 + 0.45) follow by < 2 years 

(3.31 + 0.49), > 10 years (3.26 + 0.60), and 6-10 years (3.22 + 0.50). 

v.  Job satisfaction was perceived at a highest mean score in 

nurses who had work experience 6-10 months (4.03 + 0.49) follow by 6 months > 10 

years (4.00 + 0.50), < 2 years (3.93 + 0.51), and 2-5 years (3.89 + 0.52). 

vi.  Working condition was perceived at a highest mean score 

in nurses who had work experience 2-5 years (3.98 + 0.39) follow by > 10 years (3.95 

+ 0.43), < 2 years (3.93 + 0.47), and 6-10 years (3.92 + 0.44). 

vii.  Perception of management was perceived at a highest 

mean score in nurses who had work experience 6-10 years (3.63 + 0.51) follow by 2-5 

years (3.60 + 0.46), < 2 years (3.57 + 0.45), and who had work experience more than 

10 years had the lowest mean score in this dimension was 3.48 + 0.56. 
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Table 4.4 Six safety culture dimensions distributed by work experience  

Work 

experience 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean (SD) 

Work experience in the current workplace (years) 

  < 2  3.83 

(0.42) 

3.67 

(0.42) 

3.30 

(0.50) 

3.94 

(0.52) 

3.36 

(0.44) 

3.59 

(0.45) 

3.65 

(0.31) 

  2 -5  3.79 

(0.37) 

3.67 

(0.35) 

3.40 

(0.44) 

3.82 

(0.49) 

3.97 

(0.39) 

3.51 

(0.43) 

3.64 

(0.27) 

  6 - 10  3.89 

(0.37) 

3.76 

(0.31) 

3.25 

(0.08) 

4.04 

(0.46) 

3.93 

(0.40) 

3.71 

(0.47) 

3.70 

(0.23) 

   > 10  3.96 

(0.40) 

3.79 

(0.50) 

3.24 

(0.56) 

4.03 

(0.51) 

3.96 

(0.46) 

3.52 

(0.59) 

3.71 

(0.32) 

F-test 1.781 1.056 1.163 2.164 0.060 1.320 0.696 

p -value 0.152 0.369 0.325 0.094 0.981 0.269 0.555 

Work experience in the current unit (years) 

  < 2  3.84 

(0.42) 

3.67 

(0.41) 

3.31 

(0.49) 

3.93 

(0.51) 

3.93 

(0.47) 

3.57 

(0.45) 

3.65 

(0.30) 

  2 - 5  3.86 

(0.38) 

3.73 

(0.38) 

3.36 

(0.45) 

3.89 

(0.52) 

3.98 

(0.39) 

3.60 

(0.46) 

3.68 

(0.28) 

  6 - 10  3.85 

(0.38) 

3.77 

(0.31) 

3.22 

(0.50) 

4.03 

(0.49) 

3.92 

(0.44) 

3.63 

(0.51) 

3.67 

(0.23) 

  > 10  3.90 

(0.39) 

3.71 

(0.49) 

3.26 

(0.60) 

4.00 

(0.50) 

3.95 

(0.43) 

3.48 

(0.56) 

3.67 

(0.33) 

F-test 0.176 0.353 0.615 0.692 0.229 0.778 0.131 

p-value 0.913 0.787 0.606 0.558 0.876 0.508 0.942 

The researcher used ANOVA to test the difference attitude of safety culture mean 

score of work experience on safety culture dimensions. 

* p < 0.05 

 

4.3.3 Six safety culture dimensions distributed by job characteristics 

Regarding to safety culture dimensions distributed by job characteristics 

include job position, responsibility and work load described in Table 4-5.  
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4.3.3.1  Considering of job characteristics relationship to 

attitude of safety culture. The study result shown that head of department/ deputy had 

a high attitude mean score in all six safety culture dimensions. They had a highest 

mean score of perception of management (3.67 + 0.33) when compare to other 

positions.  

Incharge nurse had a highest mean score of attitude level of 

overall mean score (3.72 + 0.32), job satisfaction (4.06 + 0.53), teamwork climate 

(3.93 + 0.47), overall mean score when compare with head of department and member 

nurse. 

Member nurse had a highest mean score of attitude level of 

working condition (3.96 + 0.41), and stress recognition (3.32 + 0.48) when compare 

with head of department or incharge nurse whereas had the lowest attitude mean score 

of perception of management (3.54 + 0.46).  

However, the difference of attitude mean score of six safety 

culture dimensions between job positions did not statistically significant.  

4.3.3.2  The impact of working hour per week to attitude of 

safety culture indicated nurse who working less than 30 hours per week had a positive 

attitude of stress recognition (3.59 + 0.06), working condition (4.19 + 0.27), 

perception of management (3.75 + 0.35) and strong agree of job satisfaction dimension 

than other groups but had lowest score of safety climate (3.53 + 0.38), and teamwork 

climate (3.39 + 0.26) than other. The nurse who working 40-49 hours had a highest 

score of overall mean score (3.73 +0.29),  teamwork climate (3.95 + 0.37) , and safety 

climate (3.77+0.73) than other. Regarding to the nurse who working 30-39 hours they 

had a highest attitude mean score of job satisfaction (4.05 + 0.66), teamwork climate 

(3.83 + 0.52) and safety climate (3.73 + 0.66) in the other hand they had a lowest 

positive attitude score of stress recognition (3.20 + 0.42), working condition (3.84 + 

0.73) and perception of management (3.42 + 0.42) than others while nurse working 

more than 60 hours had a lowest attitude of safety culture mean score of job 

satisfaction. Nurse who works 50 - 59 hours perceived the attitude mean score of six 

safety culture dimension in a high level divide as job satisfaction (3.92 + 0.43), 

working condition (3.91 + 0.36), teamwork climate (3.79 +0.36), safety climate (3.69 

+0.44), perception of management (3.57 + 0.44) and had the attitude of safety culture 
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in a moderate level of stress recognition (3.43 + 0.48). The difference mean score of 

six safety culture dimensions between working hour per week did not statistically 

significant.  

4.3.3.3  When considering the relationship of number of 

patient care per one shift to safety culture perception. The result shown as follow; 

i. Overall mean score of attitude of safety culture divided by 

the number patients cared for per one shift shown nurses who provided patient care 

three cases per shift perceived at a highest attitude mean score of safety culture 

perception scores was 3.76 + 0.21 when compare to provided patients care more than 5 

cases per shift (3.70 + 0.33), two cases (3.67 + 0.28), 1 case (3.67 + 0.29), 5 cases 

(3.54 + 0.28), and 4 cases (3.19 + 0.52). The difference positive attitude mean score of 

overall mean score of six safety culture dimensions between number of patients cared 

for per one shift was statistically significant (p=0.047).  

ii. Teamwork climate was perceived at a highest mean score in 

nurses who provide patient care three cases per shift (4.02 + 0.35) follow by provided 

patient care more than five cases (4.00 + 0.50), one cases (3.87 + 0.38), two cases 

(3.86 + 0.38), five cases (3.66 + 0.43), and the last one was the nurse who provided 

patient care 4 cases per shift perceived 3.12 + 0.40.  The difference mean score of 

team work climate dimensions between numbers patient care in one shift was 

statistically significant (p=0.004).  

iii. Safety climate was perceived at a highest mean score in 

nurses who provided patient care more than five cases per shift (3.82 + 0.39) follow by 

provided patient care three cases (3.77 + 0.40), two cases (3.74 + 0.37), one case (3.68 

+ 0.42), five cases (3.60 + 0.45), and the last one was the nurse who provided patient 

care 4 cases per shift perceived of team work climate in negative mean score or 

slightly disagree was 2.93 + 1.07.  The difference mean score of safety climate 

dimensions between number patient care in one shift was statistically significant 

(p=0.019). 

iv. Stress recognition was perceived at a highest mean score in 

nurses who provided patient care five cases per shift (3.35+ 0.28) follow by provided 

patient care two cases (3.33 + 0.52), two cases (3.33 + 0.52), more than five cases 

(3.28+0.28), three cases (3.33+ 0.58), four cases (3.21 + 0.38), and the last one was 
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the nurse who provided patient care one case per shift perceived the stress recognition 

3.19 + 0.44. The difference mean score of stress recognition dimensions between 

numbers of patient care in one shift was not statistically significant.  

v. Job satisfaction was perceived at a highest mean score in 

nurses who provided patient care three cases per shift (4.15+0.49), follow by provided 

patient care one case (0.46+ 0.44), four cases (4.00+ 0.53), two cases (3.92+0.51), 

more than five cases (3.33+0.52), and the nurse who provided patient care 5 cases per 

shift perceived the stress recognition 3.77+ 0.63. The difference mean score of job 

satisfaction dimension between numbers of patient care in one shift did not statistically 

significant.  

vi. Working condition was perceived at a highest mean score 

in nurses who provided patient care one case per shift (4.03+0.28), follow by provided 

patient care three cases (4.01+ 0.32), two cases (3.96+ 0.44), more than five cases 

(3.82+0.62), five cases (3.79+0.32), and the nurse who provided patient care four 

cases per shift perceived the stress recognition (3.71+ 0.66). The difference mean 

score of working dimension between numbers of patient care in one shift did not 

statistically significant. 

vii. Perception of management was perceived as a highest 

mean score in nurse who provided patient care one case per shift (3.68 + 0.37), follow 

by the nurse who provided patient care three case per shift (3.66 + 0.45), two cases 

(3.57 + 0.51), more than five cases (3.50 + 0.50), five cases (3.28 + 0.50), and four 

cases (3.22 + 0.25). The differences mean score of perception of management 

dimension between number patient cares in one shift did not statistically significant.  
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Table 4.5 Six safety culture dimensions distributed by job position and responsibility 

Job 

characteristic 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception 

of 

management 

Overall 

mean 

 Mean (SD) 

Job 

position 

       

   Head of 

departme

nt 

3.81 

(0.30) 

3.59 

(0.31) 

3.31 

(0.54) 

3.87 

(0.46) 

3.88 

(0.37) 

3.67 

(0.57) 

3.63 

(0.33) 

Incharge 

nurse 

3.93 

(0.47) 

3.83 

(0.48) 

3.23 

(0.54) 

4.06 

(0.53) 

3.96 

(0.49) 

3.62 

(0.60) 

3.72 

(0.32) 

Member 

nurse 

3.84 

(0.38) 

3.69 

(0.39) 

3.32 

(0.48) 

3.91 

(0.51) 

3.96 

(0.41) 

3.54 

(0.46) 

3.65 

(0.28) 

F-test 0.917 2.111 0.512 1.306 0.205 0.737 0.959 

p-value 0.402 0.124 0.600 0.273 0.815 0.480 0.385 

Working hour per week (hours)      

   < 30  3.39 

(0.26) 

3.53 

(0.38) 

3.59 

(0.06) 

4.30 

(0.42) 

4.19 

(0.27) 

3.75 

(0.35) 

3.61 

(0.07) 

   30 - 39  3.83 

(0.52) 

3.73 

(0.66) 

3.20 

(0.42) 

4.05 

(0.66) 

3.84 

(0.37) 

3.42 

(0.42) 

3.64 

(0.29) 

   40 - 49  3.95 

(0.37) 

3.77 

(0.37) 

3.34 

(0.53) 

4.04 

(0.51) 

3.99 

(0.49) 

3.63 

(0.51) 

3.73 

(0.29) 

   50 - 59  3.79 

(0.36) 

3.69 

(0.44) 

3.31 

(0.48) 

3.92 

(0.43) 

3.91 

(0.36) 

3.57 

(0.44) 

3.64 

(0.28) 

   > 60  3.87 

(0.44) 

3.71 

(0.42) 

3.25 

(0.51) 

3.88 

(0.57) 

3.96 

(0.44) 

3.52 

(0.53) 

3.65 

(0.29) 

F-test 2.100 0.432 0.421 1.202 0.456 0.533 1.068 

p-value 0.082 0.785 0.793 0.311 0.768 0.711 0.374 
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Table 4.5  Six safety culture dimensions distributed by job position and responsibility 

(cont.) 

Job 

characteristic 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean (SD) 

Number of patient care in one 

shift (cases) 

     

   1  3.87 

(0.38) 

3.68  

(0.42) 

3.19 

(0.44) 

4.06 

(0.44) 

4.03 

(0.28) 

3.68 

(0.37) 

3.67  

(0.29) 

   2  3.86  

(0.38) 

3.74  

(0.37) 

3.33 

(0.52) 

3.92 

(0.51) 

3.96 

(0.44) 

3.57 

(0.51) 

3.67  

(0.28) 

   3  4.02  

(0.35) 

3.77  

(0.40) 

3.28 

(0.58) 

4.15 

(0.49) 

4.01 

(0.32) 

3.66 

(0.45) 

3.76  

(0.21) 

   4  3.12  

(0.40) 

2.93  

(1.07) 

3.21 

(0.38) 

4.00 

(0.53) 

3.71 

(0.69) 

3.22 

(0.25) 

3.19  

(0.52) 

   5  3.66  

(0.43) 

3.60  

(0.45) 

3.35 

(0.28) 

3.77 

(0.63) 

3.79 

(0.32) 

3.28 

(0.50) 

3.54  

(0.28) 

  > 5  4.00  

(0.50) 

3.82  

(0.39) 

3.28 

(0.38) 

3.88 

(0.52) 

3.82 

(0.62) 

3.50 

(0.50) 

3.70  

(0.33) 

F-test 3.546 2.774 0.313 1.085 0.756 1.111 2.292 

p-value 0.004* 0.019* 0.905 0.370 0.582 0.356 0.047* 

The researcher used ANOVA to test the difference attitude of safety culture mean 

score of job position and responsibility on safety culture dimensions. 

* p < 0.05 

 

4.3.3.4  When considering the relationship of participation in 

safety activity to the attitudes of safety culture. The result shown overall attitude mean 

score of safety at a high level score and found that the nurse who was informed of 

safety policy from leader many times, the attitudes on safety culture mean score will 

be greater. However the difference mean score of overall attitude of safety culture 

between numbers of participate in safety activity did not statistically significant.  

i. Teamwork climate attitude of safety culture mean score 

shown the nurse who participate or informed of safety policy from leader perceived  
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attitude of safety culture in a high level that divided as follow; the nurse who was 

informed of safety policy from leader more than 3 times in past 12 month had a 

highest overall mean score of teamwork climate (3.99 + 0.46), follow by was informed 

2-3 times (3.86 + 0.38), one time (3.70+0.32), and never notified about safety policy 

(3.69 + 0.49). 

ii. Safety climate attitude of safety culture mean score shown 

the nurse who participated or informed of safety policy from leader more than 3 times 

perceived at a highest safety climate dimension (3.83 + 0.47) than other follow by was 

informed 2-3 times (3.71+0.39), one time (3.69+0.34), and never be notified 

(3.47+0.41).  

iii. Stress recognition was perceived at a highest attitude of 

safety culture mean score in the nurse who never notified safety policy from leader 

(3.45+0.46), follow by was informed more 3 times (3.30+0.53), one times 

(3.29+0.47), and 2-3 times (3.29+0.51). 

iv. Job satisfaction was perceived at a highest attitude of safety 

culture mean score in the nurse who was informed of safety policy more than 3 times 

(4.07+0.57), follow by was informed 2-3 times (3.94+0.49), one time (3.93+0.41), and 

never notified (3.5 + 0.62).  

v. Working condition was perceived at a highest attitude of 

safety culture mean score in the nurse who was informed of safety policy more than 3 

times (3.97 + 0.53), follow by was informed 2-3 times (3.94+0.39), one time 

(3.93+0.38), and never notified (3.71 + 0.39). 

vi. Perception of management was perceived at a highest 

attitude of safety culture mean score in the nurse who had notified of safety policy 

more than 3 times (3.66 + 0.49), follow by had notified one time (3.56 + 0.47), 2-3 

times (3.55 + 0.49) and had never notified (3.25 + 0.47). 

4.3.3.5  Considering the relationship of participation in safety 

training to attitude of safety culture. The result shown overall mean score of safety 

perception of the nurse who participated in safety training many times, the safety 

culture perception mean score will be greater and the difference mean score of overall 

safety culture perception between numbers of participation in safety training was 

statistically significant (p<0.05). 
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i. Overall mean score of attitude of safety culture shown the 

nurse who participated in safety training perceived attitude of safety culture in a high 

level that divided as follow; the nurse who participated in safety training more than 3 

times in past 12 month had highest overall mean score of safety culture (3.99 + 0.47), 

follow by participated in safety training 2- 3 times (3.91 + 0.38), one time (3.77 + 

0.35), and never participated in safety training (3.71 + 0.40). The difference mean 

score of overall safety culture perception between the nurse who participated in safety 

training more than 3 times, and one time was statistically significant. (p=0.019) 

ii. Teamwork climate shown the nurse who participated in 

safety training more than 3 times perceived at a highest teamwork climate dimension 

(3.83 + 0.46) than others follow by participated in safety training 2-3 times (3.74 + 

0.43), one time (3.67+0.35), and never participated in safety training (3.40 + 0.75). 

The differences mean score of teamwork climate perception between groups was 

statistically significant (p=0.039). 

iii. Safety climate shown the nurse who participated in safety 

training more than three times perceived at a highest safety climate dimension (3.83 + 

0.46) than others follow by participated in safety training 2-3 times (3.74 + 0.43), one 

time (3.67 + 0.35), and never participated in safety training (3.40 + 0.75). The 

difference mean score of safety climate perception between groups was not 

statistically significant.  

iv. Stress recognition was perceived at a highest attitude of 

safety culture mean score in the nurse who participated in safety training more than 

three times (3.40+ 0.54) follow by participated in safety training one time (3.30 + 

0.48), 2-3 times (3.28 + 0.52), and never participated in safety training (3.27+0.51). 

The difference mean score of stress recognition perception between groups did not 

statistically significant.  

v. Job satisfaction was perceived at a highest mean score in the 

nurse who participated in safety training more than three times (4.08 + 0.66) follow by 

participated in safety training 2-3 times (4.02 + 0.47), one time (3.83 + 0.45) and never 

participated in safety training (3.80+0.28). The difference mean score of job 

satisfaction perception between the nurse who participated in safety training more than 

3 times, 2-3 times and one time was statistically significant. (p=0.040) 
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vi. Working condition was perceived at a highest mean score 

in the nurse who participated in safety training more than 3 times perceived highest 

working condition dimension (4.12 + 0.48) follow by participated in safety training 2 

to 3 times (3.95+0.44), one time (3.89 + 0.37) and never participated in safety training 

(3.56 + 0.08). The difference mean score of working condition perception between 

groups did not statistically significant.  

vii. Perception of management was perceived at a highest 

mean score in the nurse who participated in safety training more than three times (3.84 

+ 0.44) than other follow by participated in safety training 2 to 3 times (3.57 + 0.49), 

one time (3.50 + 0.48) and never participated in safety training (3.33 + 0.00). The 

differences mean score of perception of management between the nurse who 

participated in safety training more 3 time, 2 to 3 times and 1 time was statistically 

significant (p=0.029). 

 

Table 4.6 Six safety culture dimensions distributed by participation in safety activity 

Safety 

activity 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean (SD) 

Informed about safety policy from leader in past 12 months (times) 

  

Never 

3.69 

(0.49) 

3.47 

(0.41) 

3.45 

(0.46) 

3.55 

(0.62) 

3.71 

(0.39) 

3.25 

(0.47) 

3.49 

(0.38) 

  1  3.79 

(0.32) 

3.69 

(0.34) 

3.29 

(0.47) 

3.93 

(0.41) 

3.93 

(0.38) 

3.56 

(0.47) 

3.63 

(0.24) 

  2-3  3.86 

(0.38) 

3.71 

(0.39) 

3.29 

(0.51) 

3.94 

(0.49) 

3.94 

(0.39) 

3.55 

(0.49) 

3.66 

(0.27) 

  > 3  3.99 

(0.46) 

3.83 

(0.47) 

3.30 

(0.53) 

4.07 

(0.57) 

3.97 

(0.53) 

3.66 

(0.49) 

3.75 

(0.33) 

F-test 2.618 2.339 0.256 2.635 0.925 1.669 2.366 

p-

value 

0.052 0.075 0.875 0.051 0.430 0.175 0.072 
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Table 4.6  Six safety culture dimensions distributed by participation in safety activity 

(cont.) 

Safety 

activity 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean (SD) 

Participation in safety training in past 12 months 

(times) 

   

  

Never 

3.71 

(0.40) 

3.40 

(0.75) 

3.27 

(0.51) 

3.80 

(0.28) 

3.56 

(0.08) 

3.33 

(0.00) 

3.46 

(0.27) 

  1  3.77 

(0.35) 

3.67 

(0.35) 

3.30 

(0.48) 

3.83 

(0.45) 

3.89 

(0.37) 

3.50 

(0.48) 

3.60 

(0.25) 

  2-3  3.91 

(0.38) 

3.74 

(0.43) 

3.27 

(0.51) 

4.02 

(0.47) 

3.95 

(0.44) 

3.57  

(0.49) 

3.69 

(0.03) 

  > 3  3.99 

(0.47) 

3.83 

(0.46) 

3.40 

(0.54) 

4.08 

(0.66) 

4.12 

(0.48) 

3.84 

(0.44) 

3.80 

(0.35) 

F-test 2.844 1.411 0.323 2.833 2.338 3.069 3.390 

p-

value 

0.039* 0.241 0.809 0.040* 0.075 0.029* 0.019* 

The researcher used ANOVA to test the difference mean score of participation in 

safety activity on safety culture dimensions. 

* p < 0.05 

 

 

4.4 Attitude of safety culture dimensions scores across hospital setting 

Across the hospital setting mean score of safety culture was varies. 

Considering the mean score of each dimension and presented by ranking the result 

shown in Table 4-7.  

Overall mean score was perceived at a highest score of BGH (3.69+0.29) 

follow by BPH (3.63 + 0.27) and BPK (3.60 + 0.25). The result presented by 

dimension as follows; teamwork climate was perceived at a highest score in BPH 

(3.88 + 0.37) then BGH (3.88 + 0.40) and BPK (3.78 + 0.36). Safety climate was 

perceived at a highest score in BGH (3.76 + 0.41) then BPH (3.68 + 0.43) and BPK 

(3.62 + 0.33). Stress recognition was perceived at a highest score in BGH (3.34 + 
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0.56) then BPK (3.31 + 0.39) and BPH (3.14 + 0.34). Job satisfaction was perceived at 

a highest score in BPH (4.06 + 0.46) follow by BGH (3.96 + 0.52) and BPK (3.79 + 

0.44). Working condition was perceived at a highest score in BGH (4.00 + 0.44) then 

BPK (3.93 + 0.36) and BPH (3.80 + 0.39) while the difference mean score of working 

condition perception between BGH and BPH was statistically significant (p=0.041). 

Perception of management was perceived at a highest score in BPH (3.60 + 0.50) 

follow by BGH (3.58 + 0.50) and BPK (3.50 + 0.43). 

 

 

Figure 4.1 Six dimensions of safety culture scores across hospital setting 

 

Table 4.7 Six dimensions of safety culture scores across hospital setting  

Hospital Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

BGH (n=120)       

Mean 3.88 2 3.76 1 3.34 1 3.96 2 4.00* 1 3.58 2 3.69 1 

Min  2.68 1.73 2.00 2.80 2.75 2.33 2.63 

Max 4.79 4.87 4.82 5.00 5.00 4.83 4.36 

SD 0.40 0.41 0.56 0.52 0.44 0.50 0.29 
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Table 4.7 Six dimensions of safety culture scores across hospital setting  

Hospital Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

BPH (n=36)       

Mean 3.88 1 3.68 2 3.14 3 4.06 1 3.80* 3 3.60 1 3.63 2 

Min  2.84 2.20 2.55 3.00 3.00 2.50 2.84 

Max  4.53 4.47 3.91 4.80 4.63 4.83 4.09 

SD 0.37 0.43 0.34 0.46 0.39 0.50 0.27 

BPK (n=41)       

Mean 3.78 3 3.62 3 3.31 2 3.79 3 3.93 2 3.50 3 3.60 3 

Min  3.00 2.87 2.27 3.00 3.13 2.50 2.97 

Max  4.89 4.40 4.45 5.00 4.88 4.33 4.27 

SD 0.36 0.33 0.39 0.44 0.36 0.43 0.25 

F-test 1.041 1.800 2.221 3.005 3.245 0.502 2.057 

p-value 0.355 0.168 0.111 0.052 0.041* 0.606 0.13 

Abbreviations: BGH, Bangkok hospital; BPH, Bangkok hospital Pattaya; BPK, 

Bangkok hospital Phuket. 

1, 2, 3 ranking by mean score of attitude of safety culture dimension 

The researcher used ANOVA to test the difference mean score on attitude of safety 

culture dimensions between hospitals. 

* p < 0.05 

 

 

4.5 Attitude of safety culture dimensions scores across units 

Across the intensive care units mean score of attitude of safety culture was 

varies. Considering the mean score of each dimension and presented by ranking the 

result shown in Table 4-8.  

Overall mean score of attitude of safety culture was perceived at a highest 

mean score of CCU Med/Surg of BGH (3.74+0.28) follow by CCU Med/Surg of BPH 

(3.71 + 0.25) and CCU Med/Surg of BPK (3.67 + 0.24). The result presented by 

dimension as follows;  
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Teamwork climate was perceived at a highest mean score in CCU 

Med/Surg of BPK (3.95 + 0.38) then CCU Med/Surg of BGH (3.95 + 0.39) and CCU 

Med/Surg of BPH (3.93 + 0.31).  

Safety climate attitude was perceived at a highest mean score in CCU 

Med/Surg of BGH (3.82 + 0.42) then CCU Med/Surg of BPH (3.77 + 0.37) and ICU 

Med/Surg of BGH (3.73 + 0.40).  

Stress recognition attitude was perceived at a highest mean score in CCU 

Med/Surg of BPK (3.34 + 0.56) then ICU Med/Surg BGH (3.38 + 0.57) and ICU 

Med/Surg BPK (3.24 + 0.37).  

Job satisfaction was perceived at a highest mean score in CCU Med/Surg 

of BPH (4.13 + 0.52) follow by ICU Med/Surg of BPH (4.03 + 0.44) and CCU 

Med/Surg of BGH (4.10 + 0.47) and differences mean score of attitude of job 

satisfaction between units was statistically significant (p=0.047). 

Working condition was perceived at a highest mean score in CCU 

Med/Surg of BGH (4.06 + 0.37) then CCU Med/Surg of BPK (4.03 + 0.34) and ICU 

Med/Surg of BPGH (3.97 + 0.47).  

Perception of management was perceived at a highest mean score in CCU 

Med/Surg of BPH (3.77 + 0.49) follow by CCU Med/Surg of BPK (3.71 + 0.25) and 

CCU Med/Surg of BPH (3.67 + 0.24). 

 

Table 4.8 Six safety culture dimensions scores across units 

Hospital/ 

unit 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean Score (SD) 

BGH        

ICU Med/ 

Surg 

3.85 5  

(0.41) 

3.73 3 

(0.40) 

3.38 2 

(0.57) 

3.90 5 

(0.53) 

3.97 3 

(0.47) 

3.56 4 

(0.50) 

3.67 4 

(0.30) 

CCU 

Med/Surg 

3.95 2 

(0.39) 

3.82 1 

(0.42) 

3.24 4 

(0.52) 

4.10 3 

(0.47) 

4.06 1 

(0.37) 

3.62 3 

(0.48) 

3.74 1 

(0.28) 
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Table 4.8 Six safety culture dimensions scores across units (cont.) 

Hospital/ 

unit 

Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

mean 

 Mean Score (SD) 

BPH        

ICU Med/ 

Surg 

3.85 4 

(0.40) 

3.64 5 

(0.46) 

3.17 5  

(0.35) 

4.03 2  

(0.44) 

3.85 5 

(0.38) 

3.52 5 

(0.49) 

3.61 5 

(0.29) 

CCU 

Med/Surg 

3.93 3 

(0.31) 

3.77 2 

(0.37) 

3.09 6 

(0.32) 

4.13 1 

(0.52) 

3.69 6 

(0.41) 

3.77 1 

(0.49) 

3.67 3 

(0.24) 

BPK        

ICU Med/ 

Surg 

3.69 6 

(0.32) 

3.61 6 

(0.36) 

3.24 3 

(0.37) 

3.74 6 

(0.43) 

3.87 4 

(0.36) 

3.43 6 

(0.40) 

3.54 6 

(0.24) 

CCU 

Med/Surg 

3.95 1 

(0.38) 

3.65 4 

(0.30) 

3.44 1 

(0.42) 

3.90 4 

(0.46) 

4.03 2 

(0.34) 

3.64 2 

(0.47) 

3.71 2 

(0.25) 

F-test 1.660 1.207 1.651 2.294 1.994 1.087 1.865 

p-value 0.146 0.307 0.148 0.047* 0.081 0.369 0.102 

Abbreviations: BGH, Bangkok hospital; BPH, Bangkok hospital Pattaya; BPK, 

Bangkok hospital Phuket. 

1, 2, 3 ranking by mean score of safety culture dimension 

The researcher used ANOVA to test the difference mean score on attitude of safety 

culture dimensions between units. 

* p < 0.05 

 

 

4.6 Relationship among six safety culture dimensions  

The six safety culture dimension correlations were studied by the degree of 

linear relationship between pairs of two safety dimensions. Pearson’s correlation 

coefficient was shown in Table 4-9. 

Pearson’s correlations indicated significant strong positive relationships 

between teamwork climate with safety climate, job satisfaction, working condition and 

perception of management scale correlation coefficients ranged from 0.378 to 0.803 

(P<0.01) while teamwork climate(-0.171, p<0.05), safety climate (-0.187, p<0.01) 

correlated negatively with stress recognition. 
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Table 4.9 Relationship among six safety culture dimension  

Dimensions Teamwork 

climate 

Safety 

climate 

Stress 

recognition 

Job 

satisfaction 

Working 

condition 

Perception of 

management 

Overall 

Teamwork 

climate 

 

1       

Safety 

climate 

 

.803* 1      

Stress 

recognition 

 

-.171* -.187* 1     

Job 

satisfaction 

.679* 

 

.521* 

 

-.058 

 

1    

Working 

condition 

.574* 

 

.490* 

 

.095 

 

.536* 

 

1   

Perception 

of 

manageme

nt 

.378* 

 

.355* 

 

.083 

 

.603* 

 

.508* 

 

1  

Overall .868* 

 

.808* 

 

.186* 

 

.750* 

 

.748* 

 

.618* 

 

1 

*. Correlation is significant at the 0.05 level. 

 

 

4.7 Top five recommendations for improving safety culture in hospital 

When complete the questionnaire the respondents were asked to 

recommend for improving safety culture in their hospital. From 167 respondents they 

suggested 105 recommendations that summarized to top five recommendations were 

shown as follow 

1)  Executive management should be providing appropriate staffing. 
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2)  Executive management should be support and enhance safety culture in 

organization by setting safety policies, executive walk round and monitoring 

compliance of policies. 

3)  Enhance teamwork climate in work place, support multidisciplinary 

team working and physician should be involved in working team. 

4)  Should be encouraged to report the errors. Do not penalties when report 

the errors and should learn to prevent recurrence of errors. 

5)  Enhance effective communication in hospital. 
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CHAPTER V 

DISCUSSION 

 

 

The research questions of this study were “What are the factors related to 

attitude of safety culture?” And “What is the level of attitude on safety culture among 

intensive care unit nurse?” The objectives of this study are to determine the 

relationship between socio-demographic factors, including gender, age, educational 

level and work experience and attitude of safety culture of ICU nurses at a private 

tertiary care hospital, the relationship between job characteristics factors including job 

position, number patient care in one shift, and working hour per week and attitude of 

safety culture of ICU nurses at a private tertiary care hospital, the relationship between 

the organization safety management factors including the leader informing about 

safety policy and safety training and attitude of safety culture of ICU nurses at a 

private tertiary care hospital. It also aimed to study the attitude of six safety culture 

dimensions including team work climate, safety climate, stress recognition, working 

condition, job satisfaction and perception of management of ICU nurses at private 

tertiary care hospitals located in Bangkok, Chonburi and Phuket province. This study 

presents the psychometric properties and cross hospital setting characteristics of the 

SAQ dimensions. The researcher examined the SAQ as a tool for assessment attitude 

of safety culture among ICU nurses, study impact of personal socio-demographic 

factors, job characteristics factors and organization safety management factors to level 

of positive attitude of safety culture and benchmarking performance assessment of 

safety attitude among ten ICUs. The result of this study was discussed as follows. 
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5.1 Discussion of study results. 

 

5.1.1 Personal socio-demographic factors 

Personal socio-demographic factors such as gender, age, educational level 

and work experience did not related to attitude of safety culture of ICU nurses at 

private tertiary care hospitals. It could be conclusion that personal socio-demographic 

factors did not relation to the attitude of safety culture. As from literatures reviewed 

the formulation of attitude indicated that the biographical history of each individual 

person factors such as place of birth, child development, age, social status determine 

the characteristics of a person, which in turn, establishes a person’s attitude. However 

the study result presented the nurse who graduated Master’s degree had attitude of 

safety culture mean score than Bachelor’s degree. Although result study from Hala A 

et al. (2007)(6) indicated that nurse’s perception for safety culture had relationship 

with educational level. 

 

5.1.2 Job position factors 

The incharge nurse had a highest attitude of teamwork climate, safety 

climate, job satisfaction and head of department had the lowest score. Maybe, because 

the incharge nurses work with the member nurse and team closely than head of 

department. In the other hand head of department had a positive of stress recognition 

score that represented more recognition of the effects of stress on the ability of a nurse 

to provide safe care than incharge nurse and member nurse. It is support by Singer et 

al.,(2003)(18) study shown the obtained results indicated different patient safety 

culture awareness in different working positions. Within the same organization, the 

differences also associated with the job functions as well as working department. 

However, this study result found no significant finding difference mean score between 

job positions with level of safety culture dimensions. 

 

5.1.3 Work experience factors 

There were difference of attitude of safety culture mean score level among 

work experience in the current workplace. The result presented safety culture 

dimensions mean score level increased when more year of work experience.  Similar 
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results of Hala A et al. (2007)(6), Ramanujam et al. (2007)(26) and Maraya C et al. 

(2012)(27) were found the nurse professional who had been working for more years 

had attitude of safety climate domain than other groups. However, it is disagreement 

in this study that represented the nurse who had been working for less than 6 months 

showed grater score of teamwork climate, safety climate, job satisfaction, working 

condition, and perception of management than those who had been working for a long 

time. However, this study result found no significant finding difference mean score 

between work experiences in the current unit with level of attitude of safety culture. 

 

5.1.4 Working hour per week factors 

The working hour per week related to attitude of safety culture in many 

ways the result presented the nurse who working more than 60 hours per week had the 

lowest score of job satisfaction and had the lower score of perception of management 

than those working 40 to 49 hours, nurses working between 40 to 49 hours per week 

had the highest positive score of teamwork climate and safety climate, working less 

than 30 hours had the highest score of stress recognition, job satisfaction, working 

condition and perception of management because of they were young staff, in the first 

90 days of work they are on training periods and also under senior supervision who 

take care of them and teaching them closely. On the job training and preceptor concept 

was conduct to train the young staff to be sure that they are follow the hospital policies 

and can perform optimally work effectively. In addition when working makes more 

hours, the mean score of safety culture was decrease. It agree with the study of 

Yinghui Wu et al.,(2013)(28). They used the Hospital survey on patient safety culture 

questionnaires (HSOPS) to determined the impact of nurse working hours on patient 

safety culture across national survey. The result presented nurses who working more 

than 60 hours per week had significantly lower score of patient safety perception and 

also mean score of teamwork within unit and also the study result from Rogers A 

E.(2008)(37) that study about the effects of fatigue and sleepiness on nurse 

performance, the result shown that the nurse who work longer than 12 hours or work 

more than 70 hours per week are get risk of health problem such as cardiovascular 

disease, hypertension and higher risk of injury. And the nurse who not enough hours 

of sleep are gets risk of accident if they drive home when they are drowsy. 
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Administrator should properly manage of working schedule and encourages nurse to 

work long hours take adequate sleep, however in this study found no significant 

finding difference mean score between working hours per week with level of safety 

culture dimensions. 

 

5.1.5 Numbers of patient care factors 

From the study result found significant difference of attitude of safety 

culture mean score between number patients cared. The result presented nurses who 

provided patient care less than 3 cases per one shift had the highest of attitude mean 

score of teamwork climate, and safety climate. And the level of attitude of safety 

culture decreased when more patients were cared for (p=0.047). It support by Thomas, 

Flynn L., (2013)(29) study that found a high nurse workloads was related to negative 

rating of work environment also increased of odds ratio of negative level of overall 

safety in the unit. 

 

5.1.6 Organization management factors 

5.1.6.1 The Leader informing about safety policy factors 

Considered of the leader informing about safety policy result 

presented overall attitude of safety culture mean score was a high level and found that 

the nurse who was informed of safety policy from leader many times, the attitude of 

safety culture mean score will be greater. Safety policy communicated by the leader 

and executive commitment of safety in hospital were reflected attitude of safety 

culture. It support by study result of the effect of executive walks round in medical 

ward on nurse’s safety attitude was investigated by Thomas et al. (2005)(15). In the 

study shown, the high management level visited the ward 3 times in every 4 weeks. 

During these visits, nurses were given chances to discuss and query about patient 

safety. The study indicated that nurse participating with the discussion exhibited 

positive attitude over safety culture comparing to nurse that did not participate. 

However, in this study the difference mean score of overall attitude of safety culture 

between numbers of leader informs about safety policy did not statistically significant.  
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5.1.6.2 Participation in safety training factors 

From literature of Jones K, Skinner AM et al., (2013)(30) they 

evaluated the impact of a year-long term training program on perception of safety 

culture in 24 hospitals. The result showed the respondents who receiving team training 

had the significantly positive safety culture score higher than static group and team 

training can improve and result in transformation change in safety culture among staff 

in the organization when the work environment supports. Similar result, this study 

nurses who more class participated in safety training had the higher safety culture of 

all dimensions (p=0.019) also teamwork climate (p=0.039), job satisfaction (p=0.019) 

and perception of management (p=0.029). It could be show that an effective safety 

training program can help establish teamwork within unit, promote proper safety 

procedures that reflect on their job satisfaction and perception of management. 

 

5.1.7  Safety culture among ICU nurses across hospital setting and 

units 

The overall mean score of six dimensions of attitude of safety culture of 

ICU nurses ranged from 2.63 to 4.36. Most of the attitudes on safety culture 

dimensions were perceived at a high attitude level except stress recognition dimension 

was perceived at a moderate level.  Regarding ranking of each dimensions presented 

working condition was perceived at the highest attitude of safety culture mean score, 

follow by job satisfaction, teamwork climate dimension, safety climate, and perception 

of management and stress recognition dimension perceived at the lowest influencing 

dimensions of safety culture among ICU nurses. There were difference attitude of 

safety culture mean score between hospital setting and units even in same hospital. 

The nurses who are employed in CCU had attitude of safety culture mean score than 

ICU and reflected a significant difference mean score of job satisfaction dimension 

compared to other unit settings (p=0.047). The finding could concluded that difference 

of patient characteristic, difference of working environment and unit may affected to 

safety attitude. It similar to the study of Singer et al. (2003)(18) studies patient safety 

culture in 15 hospitals under the California Patient Safety Consortium. The obtained 

results indicated different safety culture awareness in different unit and also associated 

with the job functions as well as working department.  
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5.1.8 The six safety culture dimension correlations 

The six safety culture dimension correlations were studied by the degree of 

linear relationship between pairs of two safety dimensions. Pearson’s correlations 

indicated significant strong positive relationships between teamwork climate with 

safety climate, job satisfaction, working condition and perception of management 

(p<0.05) It could be concluded that when working with a great team, good 

collaboration solution, cooperative commitment of care and concern could promote 

attitude of job satisfaction, working condition and perception of management, while 

stress recognition correlated negatively with teamwork climate, safety climate and job 

satisfaction (p<0.05). It could be concluded that when the nurses lacked awareness of 

the stress, and cannot coping stress well that causes of attitudes of teamwork climate, 

safety climate were decrease and reflected to job dissatisfaction also.  

 

 

5.2 Limitation of this study 

Number of nurses in each hospital are quite difference, this would be 

effect to the result of analysis.  
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CHAPTER VI 

CONCLUSION AND RECOMMENDATIONS 

 

 

6.1 Conclusion 

6.1.1  The Safety attitude questioners ICU version is the survey 

questionnaire available to assess ICU personnel related attitudes of safety culture. 

Overall attitude toward safety culture among ICU nurses was a high level (3.67+0.29). 

Working condition was perceived at a highest attitude of safety culture dimension 

(3.67+0.29) and stress recognition was perceived at a lowest attitude of safety culture 

(3.30+0.50). Some respondents had a low attitude of safety culture and there were 

notice difference mean scores of attitude among respondents. The results showed that 

the levels of attitude between hospitals were different. This corresponds to an article in 

the organization with a different context with different attitude of safety culture.  

6.1.2  Organization with good management system, such as the manpower 

ratio is adequate, can promote safety attitude, help workers work effectively, and 

reduce fatigue from work and better of work life balance. The study result represented 

the nurse who provided patient care less than 3 cases in one shift had a positive 

attitude of safety than other. 

6.1.3  Organization with good training, personnel have been trained, 

working as a teamwork, management support, have sufficient resources may have a 

better attitude of safety culture. Another key point found the nurse professional who 

had been working for more years had a higher mean score of the attitude on safety 

culture than new staffs. If the organization has support curative safety culture 

continues may be causing a culture of safety and sustainability. Safety training had a 

positive effect on teamwork climate, job satisfaction, perception of management and 

overall attitude mean score of safety culture of nurse who participated in safety 

training. Safety training may need to be conduct more frequently in order to influence 

on nurses safety attitude.  
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6.2 Recommendations 

 

6.2.1 Recommendation of methodology 

The construct validity of the questionnaire such as confirmatory factor 

analysis should be conduct to ensure that the Safety attitude questionnaires-ICU Thai 

version fitted the study model and can detected the factor that affected to the subject 

groups. 

 

6.2.2 The recommendation from the study 

1)  The result of this study could be useful for executive management to 

setting policy for the management and promotion of ecological cultural safety in the 

organization and also providing resources in order to function properly. 

2)  Executive management could be use safety culture perception analysis 

result of their hospital to determine safety culture dimension that affected on safety 

culture and setting the program or activity to promote and improve safety culture in 

their organization. 

3)  Executive management level should be conduct stress management 

program to help staff identify the things that cause them the most stress in their work 

and lives that may cause of make an error. Promote work life balance of personnel to 

perform optimally work.   

4)  Executive management level should be enhance effective communication in 

hospital, encouraged staff to report the errors and do not penalties when report the errors and 

should learn to prevent recurrence of errors. 

5)  The result of this study can be used to benchmarking level of safety 

culture of ICU nurse and knowledge sharing between hospitals to development safety 

policy to enhance and sustain safety culture in organization.  

 

6.2.3 The recommendation for further study 

1)  Further study should be study in relationship between attitude of safety 

culture with the results of work and occupation health. 

2)  Further study should be conduct assessment of attitude of safety culture 

of all personnel. 
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APPENDIX B 

INFORMATION SHEET 

 

 

เอกสารช้ีแจงผู้เข้าร่วมการวจิัย 
 

1.  ช่ือโครงการ 
 วฒันธรรมความปลอดภยัของพยาบาลหอผูป่้วยหนกัในโรงพยาบาลเอกชนระดบัตติยภมิู 
2.  สถานที่ทีท่าํการวจิัย 
 หอผูป่้วยหนกัศลัยกรรมทัว่ไป หอผูป่้วยหนกัศลัยกรรมสมอง หอผูป่้วยหนกัอายรุกรรม หอผูป่้วยหนกั
โรคหวัใจ และหอผูป่้วยหนกัศลัยกรรมหวัใจและหลอดเลือด ศูนยก์ารแพทยโ์รงพยาบาลกรุงเทพ โรงพยาบาล
กรุงเทพพทัยาและโรงพยาบาลกรุงเทพภูเกต็ 
3.  นักศึกษาและอาจารย์ทีป่รึกษาหลกั และทีอ่ยู่ทีต่ดิต่อได้ 

ประวตัหัิวหน้าโครงการ 
ช่ือผูว้จิยั     นางสาวอริศรา สุวรรณฤทธ์ิ 
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ประวตัิอาจารย์ผู้ควบคุมวิทยานิพนธ์ 

ช่ือ – นามสกลุ(ภาษาไทย) รองศาสตราจารยส์รา อาภรณ์ 
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4.  บทนําและเหตุผลในการศึกษาวจิัยของโครงการวจิัยนี ้
 ภายหลงัเกิดภยัพิบติัเชอร์โนบิล ซ่ึงเป็นอุบติัเหตุโรงไฟฟ้าพลงังานนิวเคลียร์ระเบิดทาํให้มีผูเ้สียชีวิต
จาํนวนมาก มีการตรวจสอบโดยสาํนกังานพลงังานปรมาณูระหวา่งประเทศ พบวา่สาเหตุหน่ีงของการเกิดอุบติัเหตุ
เกิดจากพนักงานขาดความตระหนักเก่ียวกับความปลอดภัย เหตุการณ์คร้ังนั้ นถือเป็นจุดเปล่ียนของวงการ
อุตสาหกรรมความเส่ียงสูงทาํให้ผูป้ระกอบการ เล็งเห็นปัญหาเร่ืองความปลอดภยัมากข้ึนและเป็นท่ีมาของการ
สร้างวฒันธรรมความปลอดภยัในท่ีทาํงานและองคก์ร สําหรับอุตสาหกรรมบริการสุขภาพเร่ิมมีการกล่าวถึงเร่ือง
ความปลอดภยัของระบบสาธารณสุขและสถานรักษาพยาบาลในปี 1999 โดยสถาบนัการแพทยแ์ห่งสหรัฐอเมริกา 
ตีพิมพข์อ้มูลเก่ียวกบัเหตุการณ์ไม่พึงประสงคจ์ากการรักษาพยาบาล พบว่าผูป่้วยกว่า 1 แสนรายเสียชีวิตจากการ
รักษาพยาบาลท่ีผิดพลาดมากกว่าการเสียชีวิตจากอุบติัเหตุทางรถยนต ์มะเร็งเตา้นม และโรคภูมิคุม้กนับกพร่อง 
เหตุการณ์ไม่พึงประสงคน้ี์เกิด 1 คร้ังต่อผูป่้วย 10 คน ในกระบวนการรักษาต่าง ๆ และส่งผลกระทบต่อผูป่้วยใน
ระดบัความรุนแรงท่ีแตกต่างกนัไป จากการวิเคราะห์พบวา่ เหตุการณ์ไม่พึงประสงคน์ั้น สามารถป้องกนัไดถึ้งร้อย
ละ 43.5 เห็นไดว้า่ อุตสาหกรรมบริการสุขภาพจึงเป็นอุตสาหกรรมท่ีมีความเส่ียงสูง เน่ืองจากเป็นบริการท่ีกระทาํ
ต่อตวับุคคล การรักษาพยาบาลท่ีผดิพลาด จึงส่งผลกระทบโดยตรงต่อร่างกาย สถาบนัการแพทยแ์ห่งสหรัฐอเมริกา 
จึงแนะนาํใหอ้งคก์รบริการดา้นสุขภาพควรดาํเนินงานดา้นความปลอดภยัและสร้างวฒันธรรมความปลอดภยัผูป่้วย
ในองคก์ร ซ่ึงเป็นจุดเร่ิมตน้ของการสร้างวฒันธรรมความปลอดภยัในโรงพยาบาล 
 สาํหรับประเทศไทย กระทรวงสาธารณสุข ให้ความสาํคญัต่อคุณภาพบริการและการรักษามากข้ึน และ
เพ่ือให้สอดคลอ้งกบันโยบายรัฐบาลเร่ือง การส่งเสริมใหไ้ทยเป็นศูนยก์ลางบริการทางการแพทยต์ั้งแต่ พ.ศ.2547 
ตลอดจนเตรียมความพร้อมเขา้ร่วมประชาคมเศรษฐกิจอาเซียน รัฐบาลโดยกระทรวงสาธารณสุขจึงสนบัสนุนให้
ประเทศไทยมีระบบการรักษษพยาบาลท่ีได้คุณภาพ โดยให้สถาบันรับรองคุณภาพสถานพยาบาล (สรพ.) 
ขบัเคล่ือนให้โรงพยาบาลในประทเศไทยมีการประกันคุณภาพการรักษษตามมาตรฐานความปลอดภยั โดย
หลกัการสําคญัของมาตรฐานคือ การออกแบบระบบงานท่ีเหมาะสม หาโอกาสพฒันา ลดความเส่ียง ผูป่้วย
ปลอดภยั เจา้หนา้ท่ีปลอดภยัเป็นเป้าหมายสําคญั โดยการบริหารจดัการระบบดงักล่าวตอ้งกระทาํโดยการจดัทาํ
มาตรฐานการปฏิบติังาน ติดตาม วดัผล ปรับปรุงแกไ้ขระบบ ควบคู่ไปกบัการสร้างความตระหนกั ทศันคติความ
ปลอดภยัแก่ผูป้ฏิบติังาน ดงันั้นการรับรองคุณภาพสถานบริการจึงเป็นเคร่ืองมือหน่ึงท่ีช่วยสร้างวฒันธรรมความ
ปลอดภยั การสร้างวฒันธรรมความปลอดภยัเร่ิมไดต้ั้งแต่ระดบัผูป้ฏิบติังานในหน่วยงานท่ีมีวฒันธรรมความ
ปลอดภยัท่ีเขม้แขง็ บุคลากรทุกคนจะรู้สึกวา่เป็นภาระหนา้ท่ีของตนท่ีตอ้งช่วยกนัรับผิดชอบ หาสาเหตุท่ีนาํไปสู่
ความไม่ปลอดภยั และแกไ้ข หน่วยงานเหล่าน้ีจึงพบอุบติัเหตุนอ้ย อตัราเกิดความสูญเสียตํ่า ลาออกนอ้ย ไม่มีการ
ขาดงาน และมีผลผลิตสูง ในระดบัองคก์รผูน้าํและผูบ้ริหารท่ีสนบัสนุนนโยบายความปลอดภยัในทุกระดบังานจะ
เป็นแรงขบัเคล่ือนสําคญัให้เกิดทศันคติความปลอดภยัดา้นบวก ส่งผลให้องค์กรนั้นประสบความสําเร็จ และ
กลายเป็นวฒันธรรมความปลอดภยัขององคก์รในท่ีสุด อยา่งไรก็ตามองคก์รท่ีมีวฒันธรรมความปลอดภยั ยงัคงมี
ความเส่ียงของการเกิดอุบติัเหตุร้ายแรง โดยลกัษณะการเกิด สาเหตุ จะแตกต่างกนัตามนโยบาย วิธีการปฏิบติั 
ทศันคติ ขององคก์รนั้น ๆ การวดัการรับรู้วฒันธรรมความปลอดภยัของคนในองคก์ร เพ่ือประเมินวา่บุคลากรมีการ
รับรู้ต่อเป้าหมายและระบบบริหารจดัการท่ีไดว้างไวม้ากนอ้ยเพียงใด เพ่ือนาํขอ้มูลท่ีไดม้าใชพ้ฒันาความปลอดภยั
ขององคก์รในดา้นต่างๆ จึงมีความสาํคญั ผูว้ิจยัจึงมีความสนใจท่ีจะศึกษาวฒันธรรมความปลอดภยัในโรงพยาบาล 
โดยมุ่งเนน้ไปท่ีพยาบาลหอผูป่้วยหนกั จากฐานขอ้มูลพบวา่ถึงแมห้อผูป่้วยหนกัจะเกิดเหตุการณ์ไม่พึงประสงคไ์ม่
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บ่อยคร้ังเม่ือเปรียบเทียบกบัหอผูป่้วยทัว่ไป แต่มกัจะมีความรุนแรงของผลกระทบสูง ทั้งความผิดพลาดต่อผูป่้วย 
และอุบติัเหตุท่ีเกิดข้ึนกบัพยาบาลเอง เน่ืองจากพยาบาลประจาํหอผูป่้วยนักเป็นบุคลากรหลกัท่ีตอ้งดูแลผูป่้วย
อาการหนกัตลอดเวลา 8-16 ชัว่โมง ทาํกิจกรรมการพยาบาลแบบองคร์วมทาํให้ตอ้งบริหารจดัการงานหลายอยา่ง
ในระยะเวลาจาํกดั ลกัษณะงานตอ้งมีความต่ืนตวั ตอบสนองต่ออาการผูป่้วยเร็ว มีอุปกรณ์เคร่ืองมือแพทย ์และยา 
ท่ีตอ้งบริหารจดัการจาํนวนมาก คอยประสานงานกบัแพทย ์ส่งต่อขอ้มูลแก่ทีมสุขภาพท่ีเก่ียวขอ้ง รวมทั้งส่ือสาร
ให้ขอ้มูลกับญาติผูป่้วยท่ีมีภาวะทางอารมณ์ไม่ปกติ เช่น เศร้าโศก เสียใจ โกรธ ถือว่าเป็นบุคลากรท่ีตอ้งใช้
ศกัยภาพทั้งทางความรู้ ร่างกาย อารมณ์ มีโอกาสเกิดความเครียดและเหน่ือยลา้จากการทาํงานมาก หากบุคลากร
กลุ่มน้ีขาดความตระหนกัเร่ืองความปลอดภยั ละเลยการทาํงานตามกระบวนการจึงมีโอกาสเกิดความผิดพลาดและ
ส่งผลใหผู้ป่้วยท่ีอยูใ่นความดูแล หรือผูร่้วมงานไดรั้บผลกระทบท่ีรุนแรงได ้
 
5.  วตัถุประสงค์ของโครงการ 
5.1  วตัถุประสงค์ทัว่ไป 
1. เพ่ือศึกษาการรับรู้วฒันธรรมความปลอดภัยและปัจจัยท่ีเก่ียวข้องของพยาบาลหอผูป่้วยหนักใน

โรงพยาบาลเอกชนระดบัตติยภมิู 
5.2  วตัถุประสงค์เฉพาะ 
1. เพ่ือศึกษาปัจจยัส่วนบุคคล ไดแ้ก่ เพศ อายุ วุฒิการศึกษา และประสบการณ์ทาํงานในโรงพยาบาล ท่ีมี

ความสัมพนัธ์ต่อการรับรู้วฒันธรรมความปลอดภยั 
2. เพ่ือศึกษาปัจจยัลกัษณะงาน ไดแ้ก่ ประเภทหอผูป่้วยหนกั บทบาทหนา้ท่ีความรับผิดชอบในเวร จาํนวน

ผูป่้วยท่ีดูแลในแต่ละเวร และชัว่โมงการทาํงานต่อสัปดาห์ ท่ีมีความสัมพนัธ์ต่อการรับรู้วฒันธรรมความ
ปลอดภยั 

3. เพ่ือศึกษาปัจจยัการบริหารจดัการองคก์ร ไดแ้ก่ นโยบายความปลอดภยัขององคก์ร และการอบรมดา้น
ความปลอดภยัท่ีมีความสัมพนัธ์ต่อการรับรู้วฒันธรรมความปลอดภยั 

4. เพ่ือศึกษาการรับรู้ต่อวฒันธรรมความปลอดภัย 6 ด้าน ได้แก่ การทาํงานเป็นทีม บรรยากาศความ
ปลอดภยั ความพึงพอใจต่องาน การรับรู้ระบบบริหารจดัการ การตระหนกัรู้ต่อความเครียด และสภาพ
การทาํงาน ของพยาบาลหอผูป่้วยหนกั โรงพยาบาลเอกชน 3 แห่ง 

 
6.  เหตุผลทีเ่ชิญชวนให้ท่านเข้าร่วมโครงการวจิัยนี ้
 การสร้างความปลอดภยัในโรงพยาบาล คือกระบวนการจดัการท่ีมุ่งลดอตัราความผิดพลาดและเพ่ือ
ป้องกนัการเกิดความผิดพลาด การสร้างความตระหนกั การยอมรับและนาํไปปฏิบติัในงานประจาํของบุคลากรทุก
ระดบัในองคก์รอยา่งสมํ่าเสมอและต่อเน่ือง เพ่ือใหเ้กิดระบบบริการทางสุขภาพท่ีปลอดภยัมากข้ึน ไม่เกิดอุบติัเหตุ
ซํ้ า ลดค่าใชจ่้ายท่ีตอ้งสูญเสียจากการเกิดอุบติัการณ์และอุบติัเหตุทั้งในทางตรงและทางออ้ม 
 ท่านเป็นพยาบาลประจาํการในหอผูป่้วยนกั เป็นบุคลากรหลกัท่ีตอ้งดูแลผูป่้วยอาการหนกัตลอดเลา 8-16 
ชัว่โมง ทาํกิจกรรมการพยาบาลแบบองคร์วม ตอ้งบริหารจดัการงานหลายอยา่งในระยะเวลาจาํกดั ถือวา่ท่านเป็น
บุคลากรท่ีตอ้งใชศ้กัยภาพทั้งทางความรู้ ร่างกาย มีโอกาสเกิดความเครียดและหน่ือยลา้จากการทาํงานได ้หากท่าน/
เพ่ือนร่วมงานของท่าน ขาดความตระหนกัรู้ต่อความปลอดภยั อาจก่อให้เกิดอุบติัเหตุต่อผูป่้วย เพ่ือนร่วมงานและ
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ตนเองได้ การประเมินการรับรู้วฒันธรรมความปลอดภัยจะช่วยสะท้อนให้ท่านทราบเก่ียวกับการรับรู้ต่อ
วฒันธรรมความปลอดภยัและปัจจยัท่ีสัมพนัธ์ต่อการรับรู้วฒันธรรมความปลอดภยัในหน่วยงานของท่าน หัวหนา้
งานสามารถนาํขอ้มูลดงักล่าวไปใชใ้นการปรับปรุงพฒันากระบวนการทาํงานให้ดีข้ึน สนับสนุนทรัพยาการใน
การทาํงานอยา่งเพียงพอ เกิดการทาํงานเป็นทีมช่วยเหลือซ่ึงกนัและกนั ทาํใหผ้ลงานของทีมมีประสิทธิภาพมากข้ึน 
บรรยากาศการทาํงานเป็นไปดว้ยดี อุบติัเหตุลดลง และความเครียดลดลงดว้ย 
 ดว้ยเหตุผลท่ีสาํคญัน้ีจึงขอเชิญท่านเขา้ร่วมโครงการวิจยั ซ่ึงขอ้มูลท่ีไดจ้ากการศึกษาจะเป็นประโยชน์ต่อ
ท่านเอง เพ่ือนร่วมงานและองคก์รของท่าน โดยผูว้ิจยัจะส่งมอบผลการประเมินการรับรู้วฒันธรรมความปลอดภยั
แก่หวัหนา้งานเม่ือเสร็จส้ินโครงการวจิยัแลว้ 
 
7.  กจิกรรมการวจิัยทีจ่ะเกีย่วข้องกบัท่าน เมือ่ท่านสมคัรใจเข้าร่วมโครงการวจิัย จะมดีงัต่อไปนี ้
 ผูว้ิจยัอธิบายวตัถุประสงค์ของโครงการวิจยัและรายละเอียดของแบบสอบถาม การปกปิดขอ้มูลและ
รักษาความลบัของผูร่้วมการวิจยั เป็นเวลา 10-15 นาที จากนั้นให้ผูเ้ขา้ร่วมการวิจยัลงลายมือช่ือในหนงัสือแสดง
ความยนิยอมเขา้ร่วมแลว้จึงใหท่้านตอบแบบสอบถาม เร่ือง “แบบสาํรวจการรับรู้ต่อวฒันธรรมความปลอดภยัของ
พยาบาลวิชาชีพประจาํการหอผูป่้วยหนกั” ซ่ึงประกอบดว้ยคาํถาม 3 ส่วน จาํนวน 75 ขอ้ ดงัน้ี 1. แบบสอบถาม
เก่ียวกับข้อมูลทั่วไป จาํนวน 10 ข้อ 2. แบบสอบถามการรับรู้ต่อวฒันธรรมความปลอดภยัสําหรับพยาบาล
ปฏิบติังานในหอผูป่้วยหนกั จาํนวน 64 ขอ้ และ 3. แบบแสดงความคิดเห็นเพ่ิมเติมเพ่ือพฒันาความปลอดภยัใน
โรงพยาบาล จาํนวน 1 ขอ้ โดยใชเ้วลาตอบแบบสอบถามประมาณ 20 นาที ผูว้ิจยัจะเก็บแบบสอบถามกลบัคืน
ภายใน 1 สัปดาห์หลงัช้ีแจงโครงการ โดยเกบ็แบบสอบถามคืนจากท่านโดยตรง หรือท่านจะส่งคืนไวท่ี้หวัหนา้งาน
ของท่าน ซ่ึงผูว้จิยัไดป้ระสานงานในการเกบ็แบบสอบถามคืนไวแ้ลว้ 
 
8.  ระยะเวลาที่ท่านจะเข้ามาเกีย่วข้องกบักจิกรรมของโครงการวจิัยนี ้(ทดลอง/รวบรวมข้อมูล) 
 ผูว้ิจยัอธิบายวตัถุประสงค์ของโครงการวิจยัและรายละเอียดของแบบสอบถาม การปกปิดขอ้มูลและ
รักษาความลบัของผูต้อบ ใชเ้วลา 10-15 นาที และให้ท่านใชเ้วลาในการตอบแบบสอบถาม 20 นาที ผูว้ิจยัจะเก็บ
แบบสอบถามกลบัคืนภายใน 1 สัปดาห์หลงัช้ีแจงโครงการ 
 
9.  ประโยชน์ทีค่าดว่าจะเกดิขึน้ทั้งต่อท่าน และต่อผู้อืน่ 
 ตวัท่าน 
 ประโยชน์ของโครงการน้ีท่ีคาดว่าจะเกิดข้ึนต่อผูเ้ข้าร่วมการวิจัยในการให้ข้อมูล คือ การสะท้อน
ผูเ้ขา้ร่วมการวิจยัให้ขอ้มูลทราบวา่การรับรู้วฒันธรรมความปลอดภยัภาพรวมของหอผูป่้วยหนกัท่ีท่านทาํงานอยู ่
รวมถึงปัจจยัท่ีสัมพนัธ์ต่อการรับรู้วฒันธรรมความปลอดภยัดงักล่าว หัวหนา้งานสามารถนาํขอ้มูลดงักล่าวไปใช้
ปรับปรุงกระบวนการทาํงานให้มีประสิทธิภาพมากข้ึน สนบัสนุนทรัพยากรในการทาํงานอยา่งเพียงพอ เพ่ิมการ
ทาํงานเป็นทีม ช่วยให้บรรยากาศในท่ีทาํงานดีข้ึนความเครียดลดลง อุบติัเหตุลดลง โดยผูว้ิจยัจะส่งมอบผลการ
ประเมินการรับรู้วฒันธรรมความปลอดภยัแก่หวัหนา้งานเม่ือเสร็จส้ินโครงการวจิยัแลว้ 
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 ผู้อืน่หรือสังคมโดยทัว่ไป 
1.  ผูป่้วยปลอดภยั ไดรั้บการรักษาพยาบาลถูกตอ้งตามมาตรฐาน หากแมพ้ยาบาลมีภาระงานมากในเวลา

จาํกัด พยาบาลจะไม่ละเลยต่อความปลอดภัย ปฏิบัติงานตามขั้นตอน ส่งผลให้ผูป่้วยหายจากโรคและไม่มี
ภาวะแทรกซอ้นจากการพยาบาลผิดพลาด 

2.  เพ่ือนร่วมงาน หัวหน้าหน่วยงาน นาํขอ้มูลมาช่วยกนัคน้หาทางแกไ้ข เพ่ือสร้างบรรยากาศความ
ปลอดภัยในท่ีทาํงาน เช่น ช่วยเหลือซ่ึงกันและกันมากข้ึน พฒันาทาํงานเป็นทีม ส่ือสาร พูดคุยกันมากข้ึน 
แลกเปล่ียนเรียนรู้ทั้งขอ้ดี ขอ้เสีย จะช่วยให้การทาํงานในหน่วยงานเป็นไปดว้ยความราบร่ืน ช่วยกนัทาํงาน ภาระ
งานลดลง และทาํงานมีประสิทธิภาพมากข้ึน 

3.  องคก์ร ผูบ้ริหารโรงพยาบาล นาํขอ้มูลท่ีไดม้าวิเคราะห์ วางแผนปรับปรุงพฒันา ปรับระดบัทศันคติ
ดา้นบวกให้สูงข้ึน พยาบาลหอผูป่้วยหนักปฏิบติังานดว้ยความระมดัระวงั เกิดอุบติัเหตุลดลง ผูป่้วยไดรั้บการ
พยาบาลท่ีถูกตอ้งตามขั้นตอน ลดความผิดพลาดของการเกิดอุบติัการณ์ไม่พึงประสงคใ์นการใหบ้ริการผูป่้วย ช่วย
ลดค่าใชจ่้ายในการจดัการความเส่ียง ลดขอ้ฟ้องร้องทางการแพทย ์เป็นตน้ 
 
10.  ความเส่ียง หรือ ความไม่สบายใด ๆ ทีค่าดว่าจะเกดิขึน้กบัท่าน และมาตรการหรือวธีิการในการป้องกนั หรือลด
ความเส่ียงหรือความไม่สบายใดๆ ทีอ่าจเกดิขึน้ในระหว่างการเข้าร่วมโครงการ 
 ขอ้มูลและคาํตอบทั้งหมดจะถูกปกปิดเป็นความลบั และจะนาํมาใชใ้นการวิเคราะห์ผลการศึกษาคร้ังน้ี 
โดยออกมาเป็นภาพรวมของการวิจัยเท่านั้น จึงไม่มีผลกระทบใดๆ ต่อท่าน เน่ืองจากไม่สามารถนาํมาสืบคน้
เจาะจงหาผูต้อบได ้ท่านมีสิทธ์ิจะไม่ตอบคาํถามขอ้ใดขอ้หน่ึง หากท่านไม่สบายใจหรืออึดอดัท่ีจะตอบคาํถามนั้น 
หรือไม่ตอบแบบสอบถามทั้งหมดเลยก็ได ้โดยไม่มีผลกระทบต่อการปฏิบติังานใดๆ  ของท่าน ทั้งน้ีหากท่านไม่
สามารถใหข้อ้มูลดงักล่าวได ้ท่านสามารถปฏิเสธในการใหข้อ้มูลได ้โดยไม่มีผลใด ๆ ต่อท่านในการใหข้อ้มูล 
 
11.  การดูแลรักษาความลบัของข้อมูลต่าง ๆ ของท่าน 
 ขั้นตอนการเก็บรักษาขอ้มูล การดาํเนินการวิจยัและการนาํเสนอรายงานผลการวิจยั ผูว้ิจยัจะไม่ทาํให้
เกิดผลกระทบใด ๆ ต่อตวัท่าน ขอ้มูลท่ีท่านให้มาจะเป็นความลบั ไม่ระบุช่ือและประวติัส่วนตวัและไม่นาํไป
เผยแพร่ต่อสาธารณชน ขอ้มูลต่าง ๆ ท่ีท่านใหม้าจะถูกเกบ็ไวใ้นรูปของขอ้มูลอิเลก็โทรนิกส์ ทางคอมพิวเตอร์และ
เอกสาร ซ่ึงจะเก็บไวก้บัทางผูว้ิจยัตามท่ีอยู่ และประธานและกรรมการควบคุมสารนิพนธ์ ท่ีภาควิชาสุขศาสตร์
อุตสาหกรรมและความปลอดภยั คณะสาธารณสุขศาสตร์ มหาวิทยาลยัมหิดล ผูท่ี้สามารถเขา้ถึงขอ้มูลของท่านได ้
ไดแ้ก่ ผูว้ิจยั ประธานและกรรมการควบคุมสารนิพนธ์ ซ่ึงขอ้มูลท่ีสามารถเขา้ถึงนั้นจะเป็นขอ้มูลภาพรวมและ
สรุปผลทางวิชาการเท่านั้น ส่วนอ่ืน ๆท่ีไม่เก่ียวขอ้งกบังานวิจยัจะไม่เปิดเผยแต่อยา่งใด ขอ้มูล ท่ีท่านให้มาจะเก็บ
ไวห้ลงัจากสรุปผลและเสนองานทางวชิาการซ่ึงเป็นในรูปแบบสารนิพนธ์เรียบร้อยแลว้ 3 เดือน การทาํลายเอกสาร 
เอกสารจะถูกทาํลายดว้ยเคร่ืองทาํลายเอกสาร ส่วนขอ้มูลอิเลก็ทรอนิกส์จะทาํลายโดยการลบขอ้มูลอิเลก็ทรอนิกส์
ทางคอมพิวเตอร์ 
 
12.  สิทธิการถอนตวัออกจากโครงการวจิัย 
 ท่านมีสิทธิท่ีจะถอนตวัจากการเขา้ร่วมโครงการวิจยัไดทุ้กเม่ือ โดยไม่มีผลกระทบการทาํงานของท่าน 
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13.  กรณีที่มเีหตุจําเป็น หรือฉุกเฉิน ทีเ่กีย่วข้องกบัโครงการวจิัยสามารถตดิต่อผู้รับผดิชอบโครงการได้โดยสะดวก
ที ่

ช่ือ นางสาวอริศรา สุวรรณฤทธ์ิ 
ท่ีอยู ่(ในเวลาราชการ) ศนูยก์ารแพทยโ์รงพยาบาลกรุงเทพ เลขท่ี 2 ซอยศนูยว์จิยั 7 ถนนเพชรบุรีตดัใหม่ 
เขตหว้ยขวาง กรุงเทพมหานคร 10310 โทรศพัท ์02 7551420, 087 680 1253 
E-mail address: Arisara.su@bgh.co.th 
ท่ีอยู ่(นอกเวลาราชการ) 629 ซอยพฒันาการ 29 เขตสวนหลวง กรุงเทพมหานคร 10250 

 โครงการวจิัยนีไ้ด้ผ่านการรับรองจากคณะกรรมการพจิารณาจริยธรรมการวจิัยในมนุษย์ ของคณะ
สาธารณสุขศาสตร์ มหาวทิยาลยัมหิดล ซ่ึงมสํีานักงานอยู่ที ่อาคารสาธารณสุขวศิิษฎ์ ช้ัน 4  420/1 ถนนราชวถิี 
เขตราชเทว ีกรุงเทพฯ 10400 โทรศัพท์ 0-2354-8543-9 ต่อ 1127 , 7404 โทรสาร 0-2640-9854 
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APPENDIX C 

INFORMED CONSENT FORM 

 

 

หนังสือยนิยอมตนให้ทาํการวจิัย 

โครงการวจิยัเร่ือง วฒันธรรมความปลอดภยัของพยาบาลหอผูป่้วยหนกัในโรงพยาบาลเอกชนระดบัตติยภมิู 

วนัท่ีใหค้าํยนิยอม วนัท่ี .................. เดือน ....................................... พ.ศ............................. 

ขา้พเจา้ (นาย/นาง/นางสาว) ..................................................................................................... ขอทาํหนงัสือไวต่้อ 

หวัหนา้โครงการเพื่อเป็นหลกัฐานแสดงวา่ 

   ขอ้ 1.  ก่อนลงนามในใบยนิยอมตนใหท้าํการวจิยัน้ี ขา้พเจา้ไดรั้บการอธิบายจากผูว้จิยัใหท้ราบถึงวตัถุประสงค์
ของการวจิยั กิจกรรมการวจิยั ความเส่ียง รวมทั้งประโยชน์ท่ีอาจเกิดข้ึนจากการวจิยั อยา่งละเอียด และมีความ
เขา้ใจดีแลว้ 

   ขอ้ 2.  ผูว้จิยัรับรองวา่จะตอบคาํถามต่าง ๆ ท่ีขา้พเจา้สงสัยดว้ยความเตม็ใจ ไม่ปิดบงั ซ่อนเร้นจนขา้พเจา้พอใจ 

   ขอ้ 3.  ขา้พเจา้ร่วมโครงการวิจยัน้ีโดยสมคัรใจ และขา้พเจา้มีสิทธิท่ีจะบอกเลิกการเขา้ร่วมในโครงการวิจยัน้ี
เม่ือใดกไ็ด ้และการบอกเลิกการเขา้ร่วมวจิยัน้ีจะไม่มีผลกระทบต่อหนา้ท่ีการทาํงานของขา้พเจา้ 

   ขอ้ 4.  ผูว้จิยัรับรองวา่ จะเกบ็ขอ้มูลเฉพาะเก่ียวกบัตวัขา้พเจา้เป็นความลบั และจะเปิดเผยไดเ้ฉพาะในรูปท่ีเป็น
สรุปผลการวจิยั การเปิดเผยขอ้มูลเก่ียวกบัตวัขา้พเจา้ต่อหน่วยงานต่าง ๆ ท่ีเก่ียวขอ้ง กระทาํไดเ้ฉพาะกรณีจาํเป็น
ดว้ยเหตุผลทางวิชาการเท่านั้น 

   ขอ้ 5  ผูว้จิยัรับรองวา่ หากมีขอ้มูลเพ่ิมเติมท่ีส่งผลกระทบต่อการวจิยั ขา้พเจา้จะไดรั้บการแจง้ใหท้ราบทนัทีโดย
ไม่ปิดบงั ซ่อนเร้น 

   ขา้พเจา้ไดอ้่านขอ้ความขา้งตน้แลว้มีความเขา้ใจดีทุกประการ และไดล้งนามในใบยนิยอมน้ีดว้ยความเตม็ใจ 

ลงช่ือ    ........................................................... ผูเ้ขา้ร่วมวจิยั 
              (...................................................) 

ลงช่ือ     ............................................................ ผูว้จิยั 

                    (นางสาวอริศรา  สุวรรณฤทธ์ิ) 



Fac. of Grad. Studies, Mahidol Univ.    M.Sc.(Industrial Hygiene and safety) / 99 

 

APPRNDIX D 

DATA COLLECTION FORM 

 

 

รหัส   
แบบสอบถามการรับรู้ต่อวฒันธรรมความปลอดภัยของพยาบาลวชิาชีพประจําการหอผู้ป่วยหนัก 

 
คาํแนะนําในการตอบแบบสอบถาม 
 
1. ตอบคาํถามโดยการใส่เคร่ืองหมายถูกในขอ้ท่ีท่านเลือกเพียงขอ้เดียวเท่านั้น 
2. กรุณาตอบแบบสอบถามใหค้รบทุกขอ้ 
 
ส่วนที่ 1  ข้อมูลส่วนบุคคล 
คาํช้ีแจง โปรดทาํเคร่ืองหมายถูก   ลงใน  ตรงตามความเป็นจริง 
 
1. เพศ 
  ชาย   หญิง 
2. อาย ุ
  ตํ่ากวา่ 20 ปี   มากกวา่ 20 ปี ถึง 24 ปี   มากกวา่ 24 ปี ถึง 34 ปี 
  มากกวา่ 34 ปี ถึง 44 ปี   มากกวา่ 44 ปี ถึง 54 ปี   ตั้งแต่ 54 ปีข้ึนไป 
3. อายงุานในโรงพยาบาลน้ี 
  นอ้ยกวา่ 6 เดือน   มากกวา่ 6 เดือน ถึง 2 ปี   มากกวา่ 2 ปี ถึง 5 ปี 
  มากกวา่ 5 ปี ถึง 9 ปี  มากกวา่ 9 ปี ถึง 14 ปี   มากกวา่ 14 ปี ถึง 19 ปี 
  มากกวา่ 19 ปี ถึง 24 ปี  มากกวา่ 24 ปี 
4. อายงุานในแผนกปัจจุบนั 
  นอ้ยกวา่ 6 เดือน   มากกวา่ 6 เดือน ถึง 2 ปี   มากกวา่ 2 ปี ถึง 5 ปี 
  มากกวา่ 5 ปี ถึง 9 ปี  มากกวา่ 9 ปี ถึง 14 ปี   มากกวา่ 14 ปี ถึง 19 ปี 
  มากกวา่ 19 ปี ถึง 24 ปี  มากกวา่ 24 ปี 
5. ระดบัการศึกษาสูงสุดของท่าน 
  ปริญญาตรี   ปริญญาโท    ปริญญาเอก 
6. ระดบังานของท่าน 
  พยาบาลหวัหนา้แผนก / รองหวัหนา้แผนก    พยาบาลหวัหนา้เวร 
  พยาบาลผูดู้แลผูป่้วย  พยาบาลบริหารจดัการยา 
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7. ใน 1 สปัดาห์ ท่านทาํงานประมาณก่ีชัว่โมง 
  นอ้ยกวา่ 30 ชัว่โมง  30 – 39  ชัว่โมง    40 – 49 ชัว่โมง 

 50 – 59 ชัว่โมง   60 ชัว่โมง หรือ มากกวา่ 
8. ใน 1 เวร หรือ 8 ชัว่โมงการทาํงาน ท่านดูแลผูป่้วยสูงสุดจาํนวนก่ีราย 
  1 ราย    2 ราย     3 ราย 
  4 ราย    5 ราย     มากกวา่ 5 ราย 
9. ในช่วง 12 เดือนท่ีผา่นมา ท่านไดรั้บการส่ือสารเก่ียวกบันโยบายความปลอดภยัขององคก์รโดยผูบ้ริหารก่ีคร้ง 
  0 คร้ัง    1 คร้ัง     2 – 3 คร้ัง 
  4 – 5 คร้ัง   มากกวา่ 5 คร้ัง 
10. ในช่วง 12 เดือนท่ีผา่นมา ท่านมีโอกาสอบรมเก่ียวกบัความปลอดภยัในโรงพยาบาลก่ีคร้ัง 
  0 คร้ัง    1 คร้ัง     2 – 3 คร้ัง 
  4 – 5 คร้ัง   มากกวา่ 5 คร้ัง 
 

ส่วนที่ 2 แบบสอบถามการรับรู้ต่อวฒันธรรมความปลอดภัย กรุณาใส่เคร่ืองหมายถูก  ในช่องคะแนนท่ีตรงกบั 
ความคดิเห็นของท่านมากที่สุด โดย 
 คะแนน 1 คอื ไม่เห็นด้วยอย่างยิง่ 
 คะแนน 2 คอื ไม่เห็นด้วย 
 คะแนน 3 คอื เฉย ๆ  
 คะแนน 4 คอื เห็นด้วย 
 คะแนน 5 คอื เห็นด้วยอย่างยิง่ 

ข้อ คาํถาม ระดบัความคดิเห็นของท่าน 

5 4 3 2 1 
1. หอผูป่้วยหนกัแห่งน้ีมีภาระงานมาก      
2. ขา้พเจา้ขอบงานท่ีขา้พเจา้ทาํ      
3. พยาบาลท่ีปฏิบติังานในหอผูป่้วยหนกัแห่งน้ีไดรั้บขอ้มูลท่ีจาํเป็นและเพียงพอใน

การทาํงาน 
     

4. ขา้พเจา้รู้สึกปลอดภยั หากขา้พเจา้ตอ้งเขา้รับการรักษาท่ีโรงพยาบาลน้ี      
5. เม่ือเกิดความผดิพลาดจากการบริหารยาในหอผูป่้วยหนกัแห่งน้ี จะมีการจดัการ

เหมาะสม 
     

6. โรงพยาบาลมีการอบรมท่ีดีสาํหรับบุคลากรท่ีปฏิบติังานใหม่      
7. ขา้พเจา้ไดรั้บขอ้มูลท่ีจาํเป็นเพียงพอเก่ียวกบัการวนิิจฉยัโรค และการรักษาผูป่้วย      
8. การทาํงานในโรงพยาบาลแห่งน้ีเปรียบเสมือนเป็นส่วนหน่ึงของครอบครัวใหญ่      
9. ผูบ้ริหารโรงพยาบาลปฏิบติังานดี      
10. ผูบ้ริหารโรงพยาบาลสนบัสนุนการทาํงานประจาํวนัของขา้พเจา้      
11. ขา้พเจา้ไดรั้บขอ้เสนอแนะท่ีดีเก่ียวกบัสมรรถนะในการปฏิบติังานของขา้พเจา้      
12. ในหอผูป่้วยหนกัแห่งน้ี การปรึกษาหารือเก่ียวกบัความผดิพลาดเป็นเร่ืองท่ีทาํได้

ยาก 
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ข้อ คาํถาม ระดบัความคดิเห็นของท่าน 

5 4 3 2 1 
13. การส่งเวร อาการผูป่้วยเม่ือเปล่ียนเวร เปล่ียนผูดู้แลเป็นส่ิงสาํคญัต่อความปลอดภยั

ผูป่้วย 
     

14. การส่งเวร เก่ียวกบัอาการผูป่้วยอยา่งละเอียดเป็นเร่ืองปกติของหอผูป่้วยหนกัแห่งน้ี      
15. โรงพยาบาลน้ีเป็นโรงพยาบาลท่ีทาํงานท่ีดี      
16. เม่ือขา้พเจา้ถูกรบกวนระหวา่งการทาํงาน กจ็ะไม่กระทบต่อความปลอดภยัผูป่้วยท่ี

ขา้พเจา้ดูแล 
     

17. เพื่อนร่วมงานของขา้พเจา้ทุกคนมีความรับผดิชอบต่อความปลอดภยัผูป่้วย      
18. การบริการจดัการโรงพยาบาลจะไม่ยอมรับต่อส่ิงท่ีกระทบต่อความปลอดภยัผูป่้วย      
19. จาํนวนพยาบาลของหอผูป่้วยหนกัแห่งน้ีเพียงพอกบัจาํนวนผูป่้วยท่ีตอ้งดูแล      
20. กระบวนการตดัสินใจในหอผูป่้วยหนกัแห่งน้ีมาจากความคิดเห็นของบุคลากรท่ี

เก่ียวขอ้ง 
     

21. โรงพยาบาลส่งเสริมการทาํงานเป็นทีมและความร่วมมือระหวา่งบุคลากร      
22. ขา้พเจา้ส่งเสริมใหเ้พื่อนร่วมงานรายงานเก่ียวกบัความปลอดภยัผูป่้วย เม่ือขา้พเจา้

อาจจะทาํผดิ 
     

23. วฒันธรรมความปลอดภยัในหอผูป่้วยหนกัแห่งน้ีทาํไดง่้ายโดยการเรียนรู้จากความ
ผดิพลาดท่ีเกิดข้ึนในหน่วยงานอ่ืน 

     

24. โรงพยาบาลมีการจดัการกบับุคลากรท่ีประพฤติตนไม่เหมาะสมในทางท่ีดี ช่วยให้
เกิดการพฒันา 

     

25. เคร่ืองมือแพทยใ์นหอผูป่้วยหนกัแห่งน้ีมีเพียงพอ เหมาะสม      
26. ท่ีหอผูป่้วยหนกัแห่งน้ี การพดูคุยถึงปัญหาจากการทาํงานเป็นเร่ืองท่ีกระทาํไดย้าก      
27. เม่ือภาระงานของขา้พเจา้มาก ทใหผ้ลงานของขา้พเจา้ลดลง      
28. ขา้พเจา้ไดรั้บขอ้มูลเก่ียวกบัเหตุการณ์ต่าง ๆ ในโรงพยาบาลอยา่งเพียงพอและ

ทนัเวลา 
     

29. ขา้พเจา้เคยพบบุคลากรอ่ืนปฏิบติังานผดิพลาดซ่ึงอาจทาํใหผู้ป่้วยไดรั้บอนัตราย      
30. ขา้พเจา้ทราบช่องทางในการสอบถามเก่ียวกบัความปลอดภยัของผูป่้วยในหอ

ผูป่้วยหนกัแห่งน้ี 
     

31. ขา้พเจา้ภูมิใจท่ีไดท้าํงานในโรงพยาบาลน้ี      
32. ปัญหาความขดัแยง้ในหอผูป่้วยหนกัแห่งน้ีไดรั้บการจดัการแกไ้ขอยา่งเหมาะสม      
33. เม่ือเหน่ือยลา้ขา้พเจา้จะทาํงานมีประสิทธิภาพลดลง      
34. ขา้พเจา้มีแนวโนม้ท่ีจะทาํงานผดิพลาดเม่ือพบเหตุการณ์ตึงเครียด      
35. ความเครียดจากปัญหาส่วนตวัมีผลกระทบต่อผลงานของขา้พเจา้      
36. ขา้พเจา้ไดรั้บความช่วยเหลือ สนบัสนุนจากเพือ่นร่วมงานในการดูแลผูป่้วย      
37. หอผูป่้วยหนกัแห่งน้ีเปิดโอกาสใหบุ้คลากรซกัถามเม่ือมีปัญหาท่ีไม่เขา้ใจ      
38. การรบกวนความต่อเน่ืองในการดูแลผูป่้วย เช่น ช่วงเปล่ียนเวร อาจเกิดความ      
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ข้อ คาํถาม ระดบัความคดิเห็นของท่าน 

5 4 3 2 1 
ผดิพลาดในกระบวนการพยาบาลและผูป่้วยเกิดอนัตรายได ้

39. ระหวา่งเหตุการณ์ฉุกเฉิน ขา้พเจา้ทราบวา่สมาชิกในทีมใคร มีหนา้ท่ีใดบา้ง      
40. แพทยแ์ละพยาบาลทาํงานร่วมกนัเป็นทีมอยา่งดี      
41. บ่อยคร้ังท่ีขา้พเจา้ไม่สามารถแสดงความคิดเห็นท่ีแตกต่างกบัแพทยใ์นหอ

ผูป่้วยหนกัแห่งน้ี 
     

42. การมีภาระงานจาํนวนมากช่วยกระตุน้ใหข้า้พเจา้ทาํงานดีข้ึน      
43. บุคลากรท่ีมีประสิทธิภาพจะสามารถแยกแยะเร่ืองงานและเร่ืองส่วนตวัได ้      
44. หอผูป่้วยหนกัแห่งน้ีมีขวญัและกาํลงัใจสูง      
45. บุคลากรท่ีเขา้รับการฝึกอบรมภายใตค้วามรับผดิชอบของขา้พเจา้ไดรั้บการสอน

งานติดตามอยา่งเหมาะสม 
     

46. ขา้พเจา้รู้ช่ือ นามสกลุของเพื่อนร่วมงานท่ีทาํงานเวรสุดทา้ยดว้ยกนั      
47. ขา้พเจา้เคยทาํงานผดิพลาดท่ีส่งผลใหผู้ป่้วยเส่ียงต่ออนัตราย      
48. แพทยป์ระจาํหอผูป่้วยหนกัแห่งน้ีทาํงานไดดี้      
49. ความเหน่ือยลา้ทาํใหส้มรรถนะการทาํงานในภาวะฉุกเฉิน ของขา้พเจา้ลดลง เช่น 

การช่วยฟ้ืนคืนชีพ ภาวะชกั 
     

50.  ความเหน่ือยลา้ทาํใหข้า้พเจา้ทาํงานประจาํ เช่น การทบทวนยา การตรวจสอบเคร่ือ
ช่วยหายใจ การรับคาํสัง่การรักษามีประสิทธิภาพลดลง 

     

51. ขา้พเจา้ทราบช่องทางในการรายงานความผดิพลาดของหน่วยงาน เม่ือมีความ
จาํเป็นตอ้งรายงาน 

     

52. ความปลอดภยัผูป่้ยไดรั้บการสนบัสนุนใหมี้ความสาํคญัแรกในหอผูป่้วยหนกัแห่ง
น้ี 

     

53. ความสมัพนัธ์ระหวา่งบุคลากรในหน่วยงานน้ีเป็นลกัษณะเพื่อนร่วมงานมากกวา่
การทาํงานแบบชั้นอาวโุส 

     

54. ในการเปล่ียนเวรมีการส่ือสารท่ีดีในประเดน็สาํคญัๆ      
55. การใชแ้นวทางปฏิบติัทางคลินิกและหลกัฐานเชิงประจกัษอ์ยา่งแพร่หลายในหอ

ผูป่้วยหนกัแห่งน้ี 
     

56. ไม่มีการลงโทษเม่ือบุคลากรรายงานความผดิพลาด      
57. หอผูป่้วยหนกัแห่งน้ีการรายงานความผดิพลาดเป็นเหมือนการไดรั้บรางวลั      
58. หอผูป่้วยหนกัแห่งน้ีนาํขอ้มูลเก่ยวกบัเหตุการณ์ผดิพลาดมาใชพ้ฒันาการทาํงาน

เพื่อทาํใหผู้ป่้วยปลอดภยัมากข้ึน 
     

59. การทาํงานกบับุคลากรท่ีประสบการณ์ทาํงานอ้ยระหวา่งเหตุการณ์ฉุกเฉิน เช่น การ
ช่วยฟ้ืนคืนชีวติ ไม่มีผลกระทบกบัการทาํงานของขา้พเขา้ 

     

60. บุคลากรในหอผูป่้วยหนกัแห่งน้ีไม่ค่อยปฏิบติัตามนโยบายท่ีกาํหนด เช่น การลา้ง
มือ, แนวทางการดูแลผูป่้วย, เทคนิคปราศจากเช้ือ 

     

61. เป็นเร่ืองปกติของโรงพยาบาลน้ีท่ีการส่ือสารขาดประสิทธิภาพนาํไปสู่การดูแล      
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ข้อ คาํถาม ระดบัความคดิเห็นของท่าน 

5 4 3 2 1 
ผูป่้วยล่าชา้ 

62. เป็นเร่ืองปกติของโรงพยาบาลน้ีท่ีการส่ือสารขาดประสิทธฺภาพใหเ้กิดผลกระทบ
ดา้นลบกบัผูป่้วย 

     

63. ระบบการรักษาความลบัของการรายงานความผดิพลาดท่ีเก่ียวขอ้งกบัการ
รักษาพยาบาล ช่วยใหเ้กิดการพฒันาความปลอดภยัผูป่้วย 

     

64. ขา้พเจา้ลงัเลท่ีจะรายงานความผดิพลาดเน่ืองจากกงัวลวา่จะถูกเปิดเผยวา่เป็น
ผูร้ายงาน 

     

 

ส่วนที่ 3  กรุณาแสดงความคดิเห็นเพิม่เติม เพือ่พฒันาความปลอดภัยในโรงพยาบาลของท่าน 
 
 1.  ______________________________________________________________________________________ 
 2.  ______________________________________________________________________________________ 
 3.  ______________________________________________________________________________________ 
 4.  ______________________________________________________________________________________ 
 5.  ______________________________________________________________________________________ 
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