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Introduction: Patient safety (PS) is crucial to healthcare services, including in dental practice. 

A good patient safety culture can reduce adverse events and improve the quality of care. Patient 

safety training is one strategy to improve safety culture. However, there are still gaps in the 

implementation of patient safety culture (PSC). This study aims to analyze the differences in 

patient safety culture between staff who have received patient safety training and those who 

have not.   

Methods: This study was cross-sectional using the Hospital Survey on Patient Safety Culture 

(HSOPSC) questionnaire. Participants were staff at the Dental and Oral Hospital of the 

University of Muhammadiyah Semarang who met the inclusion criteria. Data were collected 

for two weeks, and statistical analysis was performed using the Mann-Whitney test to compare 

differences in patient safety culture between groups that had received training and those that 

had not. 

Results: Of the 12 dimensions of patient safety culture, teamwork within the unit (89.6 %) and 

organizational learning–continuous improvement (85.8%) had the highest positive response 

rates. In contrast, the dimensions of staffing (35.4 % ) and openness of communication (36.2%) 

recorded the lowest positive responses. Staff who had attended patient safety training showed 

a higher positive response than those who had not, but the results of the difference in mean 

scores with 95% confidence intervals (CI) proved to be statistically insignificant (p = 0.563). 

Conclusion: Patient safety training increased the perception of safety culture, although there 

was no significant difference in scores between staff who had and had not attended training. A 

supportive work environment and good teamwork are essential in shaping a patient safety 

culture. Hospitals should consider strategies to increase staffing so that they are not working 

in “crisis mode” to maintain patient safety and to support the Indonesian Ministry of Health 

and WHO Patient Safety Action Plan.   
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INTRODUCTION  
Patient safety is defined as “a framework of organized activities that creates a culture, processes, procedures, 

behaviors, technologies, and environments in health care that consistently and sustainably reduce risks, reduce the 

occurrence of avoidable harms, make errors less likely to occur, and reduce their impact when they do occur” (1). 

During dental treatment common incidents include aspiration or ingestion of materials, incorrectly performed 

procedures or procedures performed in the wrong location, hard tissue damage, and soft tissue damage (2). Other 

studies report that dental medical errors can include errors in diagnosis, treatment planning, surgical procedures, 

medication administration, or other aspects of providing dental care (3). Dental practitioners have an ethical 

obligation to guarantee that their patients receive quality care. Higher-quality patient care, fewer clinical issues, fewer 

litigation, and increased legal security for dental practitioners are all linked to improved patient safety (4). 

Nonetheless, the culture of safety and patient safety management in dentistry practices is not well established. 

Evidence of patient safety occurrences in dentistry practices supports hospitals' efforts to provide high-quality and 

safe healthcare services. Dental hospitals need to enhance their patient safety culture and quality as a hospital (5). 

Only 28% of respondents had reported at least one adverse incident, despite 58% of them knowing the process for 

doing so, according to earlier research conducted in a French university dentistry hospital. (6). Most people refuse to 

admit that there is a problem because of a “blame and shame” culture where failure results in moral and social 

punishment (7). 
More than 3 million people die from unsafe care every year worldwide, and up to 4 out of 100 people die 

from hazardous care in developing nations (8,9). A weak safety culture has been identified as one of the causes of 

unsafe patient care (10). Adverse events are common in primary dental care and are significantly linked to dimensions 

of patient safety culture. Specifically, a stronger perception of patient safety and quality, along with improved work 

processes and standardization, serves as protective factors against adverse events (11). A positive patient safety 

culture is an essential part of healthcare quality management because it improves patient attitudes and perceptions of 

safety at the individual level, lowers the frequency of adverse events, and increases the overall safety of the healthcare 

delivery system. Previous studies stated that hospitals in Semarang already have socialization programs on patient 

safety but are not frequent and the intensity is rare (12). Patient safety training is effective because it is related to 

knowledge, attitudes and skills that are prerequisites for better performance and problem solving in clinical settings 

(13). This training activates systemic thinking and increases their involvement and teamwork (14). PS education has 

a positive impact on attitudes towards PS because subjects are involved in clinical settings over time and the subject's 

experience of PS increases gradually (15). Furthermore, previous studies reported that attitudes towards PS changed 

after educational interventions, so this is an important issue for patients (14,16). 

Hospital staff should be trained to develop patient safety and risk management skills to develop their patient 

safety competency (17). Innovation in patient safety competency education and evaluation has been recommended 

to improve patient safety among hospital healthcare workers (18,19). Although the importance of patient safety 

training has been recognized for more than ten years, it is still underutilized and underappreciated in most countries 

(20). Lack of leadership to embrace new patient safety content, funding and providing training are challenges in 

patient safety implementation (21). This study aims to investigate Patient Safety Culture among staff who have 

received patient safety training compared to those who have not and to prove whether the trained staff showed 

significantly higher positive response to patient safety. Evaluation results at four time points showed that participants' 

safety knowledge and competency increased significantly after the training program (p < 0.001). The training 

effectively improved patient safety competency in the long term (13). Another study revealed that trainers and trainees 

prioritized patient safety (22). 

 

METHOD  
Research Design 

This study is a cross-sectional study using the Hospital Survey on Patient Safety Culture (HSOPSC) 

developed by the Agency for Health Research and Quality (AHRQ) to assess patient safety culture among staff at the 

dental and oral hospital of Muhammadiyah University of Semarang. 
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Participants 

All employees from every department in Muhammadiyah University of Semarang's dental and oral hospital 

are part of the target group. The following requirements must be fulfilled by participants: (1) a person who has been 

employed for the last month prior to the study's execution, and (2) a willing participant throughout the data gathering 

phase. Staff members who declined to participate, however, were excluded. 66.3% of respondents were screened 

based on inclusion and exclusion criteria so that 65 questionnaires were distributed to the staff. 

 

Instrument 

The research instrument used in this study was the Hospital Survey on Patient Safety Culture (HSOPSC) 

questionnaire (23). The questionnaire was published by an agency that has repeatedly used this survey instrument in 

United States hospitals to compile data and publish annual reports on the status of patient safety culture (23). In 

addition, several researchers have reported the application of this questionnaire in healthcare settings from several 

countries around the world (24–31). The survey questionnaire has been translated and adapted from English into 

bahasa. Native English speakers with no medical background and unaware of the original version performed the back 

translation fluently. Active English speaker with a medical background reviewed the translated version to ensureit 

reflected the sameitem content as the original version. Validity test was measured using r value while Cronbach's 

alpha was used to test reliability. All statistical analysis used SPSS 25. 

HSOPSC contains 42 items, including favourable and unfavourable questions. Teamwork within units, 

staffing, organizational learning–continuous improvement, non-punitive response to error, supervisor/manager 

expectations and actions promoting patient safety, management/supervisors’ support for patient safety, teamwork 

across units, handoffs and transitions, overall perception of patient safety, feedback and communication about error, 

communication openness, and frequency of reported events are among the 12 dimensions that make up HSOPSC. 

The items have response choices based on a five-point Likert scale from "strongly disagree" to "strongly agree" or 

"never" to "always. Respondents' answers to favourable statements stating that they agree/strongly agree or 

always/often offer are chopped into positive responses, while respondents' answers stating that they disagree/strongly 

disagree or rarely/never offer are chopped into negative responses, and vice versa for unfavourable statements. The 

first section of the instrument includes sociodemographic variables like age, gender, and others. 

 

Data Collection Procedures 

The HSOPSC was distributed to a single point of contact in several units or departments accessible to 

respondents at the beginning of their workday. The survey distribution was accompanied by a supporting cover letter 

that guided respondents on completing and returning the survey and a consent form. Furthermore, the cover letter 

requested respondents to complete the survey within three days (29). The unit head acts as a reminder and coordinates 

the filling out of the questionnaire. Each survey questionnaire was assigned a unique tracking ID code to track 

unreturned questionnaires and other staff members who may not have received the survey. All data collection 

activities were completed within 2 weeks. The collected questionnaires were rechecked for errors and completeness. 

A score ranging from 5 to 1 was given based on the responses given by the respondents (positive or negative); the 

more positive, the higher the score. 

 

Data Analysis 

Descriptive statistics (percentages and frequencies) were used to describe respondents' demographic 

background, job-related characteristics, and the level of patient safety culture. A p-value of 0.05 was used as the level 

of statistical significance. The Mann-Whitney test was used to see if there were differences between groups because 

the results of the Kolmogorov Smirnov test show that the data distribution is not normal. The total patient safety score 

of 12 dimensions was used to analysed the differences between staff who had received training or not. 

 

Ethical Approval 

This study obtained ethical approval from the Health Research Ethics Committee of the Dental and Oral 

Hospital of the Muhammadiyah University of Semarang, ethics number 003/RSGM.KEPK/PE/2024 on October 8, 

2024. 
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RESULTS  
Female staff are more numerous. Most respondents are over 25 years old, and most have an education 

equivalent to a bachelor's degree. Health workers are more numerous than medical or dental students. Most staff work 

8 hours or more, many work in 2 work shifts, and many have direct contact with patients (Table 1). 
 

Table 1. Demographic Characteristics 

Characteristics Trained (n=46) Untrained (n=19) 

Age   

≤25 14 (50) 14 (50) 

>25 32 (86.5) 5 (13.5) 

Gender   

Man 10 (76.9) 3 (23.1) 

Woman 36 (69.2) 16 (30.8) 

Level of education   

Diploma 3 12 (75) 4 (25) 

Bachelor 19 (63.3) 11 (36.7) 

Profession 6 (75) 2 (25) 

Master 5 (71.4) 2 (28.6) 

Specialist 3 (100) 0 (0) 

PhD 1 (100) 0 (0) 

Profession   

Medical 13 (86.7) 2 (13.3) 

Health workers 24 (80) 6 (20) 

Dental Student 8 (47.1) 9 (52.9) 

Non-Health 1 (33.3) 2 (66.7) 

Work unit   

Central Surgery 1 (100) 0 (0) 

Pharmacy 3 (100) 0 (0) 

Front Office 1 (50) 1 (50) 

Nutrition 1 (50) 1 (50) 

Emergency Room 8 (88.9) 1 (11.1) 

Integration Clinic 8 (47.1) 9 (52.9) 

Clinical Laboratory 2 (100) 0 (0) 

Radiology 1 (100) 0 (0) 

Inpatient 1 (100) 0 (0) 

Outpatient 15 (71.4) 6 (28.6) 

Medical records 5 (83.3) 1 (16.7) 

Years of service (year)   

≤3 38 (70.4) 16 (29.6) 

>3 8 (72.7) 3 (27.3) 

Length of working (hour/day)   

≤8 43 (69.4) 19 (30.6) 

>8 3 (100) 0 (0) 

Shift   

1 15 (71.4) 6 (28.6) 

2 27 (67.5) 13 (32.5) 

3 4 (100) 0 (0) 

Contact with patients   

Yes 40 67.8) 19 (32.2) 

No 6 (100) 0 (0.0) 

Source: Primary Data  

 

Out of 12 dimensions of patient safety culture, 3 dimensions recorded relatively high positive response rates: 

teamwork within the unit (89.6%) and organizational learning–continuous improvement (85.8%). Regarding 

teamwork within the unit, the areas of strength were supporting and respecting each other. For organizational 

learning–continuous improvement, the areas of strength were actively doing things to improve patient safety and 

evaluating any changes to improve patient safety. The dimensions that recorded relatively low positive response rates 

were staffing (35.4%) and openness of communication (36.2%). Regarding staffing, many respondents stated that 
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they were working in "crisis mode," trying to do too much, too fast. Regarding openness of communication, some 

respondents were afraid to ask questions when something did not seem right. The results of observations during the 

study showed that medical personnel were responsible for direct exposure to operational pressure and the volume of 

patients coming for treatment and clinical care. In contrast, staff responsible for administration and management, 

although still affected by medical services, usually also experienced more coordinative or managerial pressure, not 

directly on the burden of patient services. More than half of the respondents had positive respons overall perception 

of patient safety (69.2%) (Table 2). 

 
Table 2. Dimensions of Patient Safety Culture 

Criteria SD 

f (%) 

D 

f (%) 

N 

f (%) 

A 

f (%) 

SA 

f (%) 

Percentage of 

positive 

response rate 

(%) 

Average 

positive 

response 

(%) 

Teamwork within units        

People in this unit support each other. 0 (0) 0 (0) 2 (3.1) 41 

(63.1) 

22 

(33.8) 
96.9 

89.6 

When one area of the unit is busy, another area 

helps out. 

1 (1.5) 5 (7.7) 11 (16.9) 40 

(61.5) 

8 

(12.3) 
73.8 

When there is much work to be done quickly, we 

work together to get the job done. 

0 (0) 1 (1.5) 5 (7.7) 35 

(53.8) 

24 

(36.9) 
90.7 

We respect each other 0 (0) 0 (0) 2 (3.1) 26 (40) 37 

(56.9) 
96.9 

Staffing        

RSGM has sufficient human resources so that the 

workload is not too heavy. 

5 (7.7) 14 

(21.5) 

17 (26.2) 22 

(33.8) 

7 

(10.8) 
44.6 

35.4 

Staff in this unit work longer hours to provide 

patient care. 

1 (1.5) 25 

(38.5) 

13 (20) 18 

(27.7) 

8 

(12.3) 
40 

We use the best agency/temporary staff to provide 

patient care. 

2 (3.1) 17 

(26.2) 

13(20) 26 (40) 7 

(10.8) 
29.3 

We are working in “crisis mode” trying to do too 

much, too fast. 

3 (4.6) 15 

(23.1) 

18 (27.7) 24 

(36.9) 

5 (7.7) 
27.7 

Organizational learning–continuous 

improvement 

     
 

 

We are actively doing things to improve patient 

safety. 

0 (0) 0 (0) 1 (1.5) 41 

(63.1) 

23 

(35.4) 
98.5 

85.8 

Mistakes have brought about positive change here 3 (4.6) 6 (9.2) 9 (13.8) 40 

(61.5) 

7 

(10.8) 
72.3 

After we make changes to improve patient safety, 

we evaluate their effectiveness. 

0 (0) 1 (1.5) 2 (3.1) 46 

(70.8) 

16 

(24.6) 
95.4 

Mistakes that have been made are kept to oneself 12 

(18.5) 

38 

(58.5) 

9 (13.8) 4 (6.2) 2 (3.1) 
77 

Non-punitive response to errors        

Staff felt the blame was being placed on them 4 (6.2) 23 

(35.4) 

21 (32.3) 16 

(24.6) 

1 (1.5) 
41.6 

43.9 

When an incident is reported, it feels like the 

person has been recorded as not a problem 

3 (4.6) 23 

(35.4) 

25 (38.5) 14 

(21.5) 

0 (0) 
40 

The mistakes that have been made are hidden 

within the scope of the personnel themselves. 

9 

(13.8) 

31 

(47.7) 

18 (27.7) 7 

(10.8) 

0 (0) 
61.5 

Staff are concerned that mistakes they make are 

recorded in their personnel files. 

0 (0) 21 

(32.3) 

25 (38.5) 18 

(27.7) 

1 (1.5) 
32.3 

Supervisor/Manager expectations and actions 

promoting patient safety 

     
 

 

My boss spoke words of wisdom when he saw the 

work being done according to established patient 

safety procedures. 

0 (0) 1 (1.5) 9 (13.8) 31 

(47.7) 

24 

(36.9) 84.6 

70 
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Criteria SD 

f (%) 

D 

f (%) 

N 

f (%) 

A 

f (%) 

SA 

f (%) 

Percentage of 

positive 

response rate 

(%) 

Average 

positive 

response 

(%) 

Whenever work pressure increases, the boss 

wants us to work faster, even if it means taking 

shortcuts. 

1 (1.5) 21 

(32.3) 

20 (30.8) 19 

(29.2) 

4 (6.2) 

35.4 

My manager takes staff suggestions seriously to 

improve patient safety. 

0 (0) 4 (6.2) 10 (15.4) 34 

(52.3) 

17 

(26.2) 
78.5 

My boss ignored the patient safety issues that 

occurred 

21 

(32.3) 

32 

(49.2) 

8 (12.3) 3 (4.6) 1 (1.5) 
81.5 

Management/supervisors' support for patient 

safety 

     
 

 

New hospital management becomes interested in 

patient safety only after an adverse event occurs. 

12 

(18.5) 

31 

(47.7) 

8 (12.3) 14 

(21.5) 

0 (0) 
66.2 

78 

Hospital management maintains a work climate 

that prioritizes patient safety. 

0 (0) 2 (3.1) 14 (21.5) 34 

(52.3) 

15 

(23.1) 
75.4 

Hospital management actions demonstrate that 

patient safety is a top priority. 

0 (0) 1 (1.5) 4 (6.2) 36 

(55.4) 

24 

(36.9) 
92.3 

Teamwork across units        

Units in RSGM do not want to coordinate well 

with each other 

8 

(12.3) 

35 

(53.8) 

8 (12.3) 10 

(15.4) 

4 (6.2) 
66.1 

71.9 

Hospital units work together well to provide the 

best care for patients. 

0 (0) 2 (3.1) 6 (9.2) 32 

(49.2) 

25 

(38.5) 
87.7 

When working with staff from other units, it often 

feels uncomfortable 

5 (7.7) 33 

(50.8) 

19 (29.2) 7 

(10.8) 

1 (1.5) 
58.5 

There is good cooperation between RSGM units 

when it is necessary to work together. 

0 (0) 5 (7.7) 11 (16.9) 32 

(49.2) 

17 

(26.2) 
75.4 

Handoffs and transitions        

Shift changes are a problem for patients at this 

hospital 

9 

(13.8) 

30 

(46.2) 

18 (27.7) 5 (7.7) 3 (4.6) 
60 

54.4 

Important patient care information is often 

forgotten during shift changes 

6 (9.2) 33 

(50.8) 

14 (21.5) 11 

(16.9) 

1 (1.5) 
60 

Problems often occur in the exchange of 

information between hospital units. 

3 (4.6) 25 

(38.5) 

19 (29.2) 15 

(23.1) 

3 (4.6) 
43.1 

The overall perception of patient safety        

Patient safety remains a consideration in 

completing more work and is never neglected. 

0 (0) 1 (1.5) 3 (4.6) 37 

(56.9) 

24 

(36.9) 
93.8 

69.2 

We have concerns regarding patient safety in this 

unit. 

6 (9.2) 43 

(66.2) 

11 (16.9) 4 (6.2) 1 (1.5) 
75.4 

The procedures and work systems at RSGM are 

good at preventing errors from occurring. 

0 (0) 3 (4.6) 12 (18.5) 34 

(52.3) 

16 

(24.6) 
76.9 

It's just a coincidence that serious errors don't 

occur around here. 

5 (7.7) 15 

(23.1) 

29 (44.6) 14 

(21.5) 

2 (3.1) 
30.8 

SD: strongly disagree; D: disagree; N: neutral, A: agree; SA: strongly agree 
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Table 3. Dimensions of Patient Safety Culture  

Criteria A O S R N Percentage 

of positive 

response 

rate (%) 

Average 

positive 

response 

(%) 

Feedback and communication about 

errors 

     
 

 

We were informed about an error that 

occurred in the unit. 

0 (0) 5 (7.7) 19 (29.2) 13 

(20.0) 

28 

(43.1) 
63.1 

69.2 

In the unit, we discuss ways to prevent errors 

from happening again. 

1 (1.5) 1 (1.5) 8 (12.3) 23 

(35.4) 

32 

(49.2) 
84.6 

We were given feedback on the changes 

implemented based on incident reports. 

1 (1.5) 3 (4.6) 22 (33.8) 20 

(30.8) 

19 

(29.2) 
60 

Communication openness        

Staff are free to speak up if they see 

something that might negatively impact 

patient care. 

2 (3.1) 5 (7.7) 17(26.2) 19 

(29.2) 

22 

(33.8) 63 

36.2 

Staff are afraid to ask questions when 

something doesn't seem right. 

19 

(29.2) 

18 

(27.7) 

22 (33.8) 4 (6.2) 2 (3.1) 
9.3 

Frequency of reported events        

When an error occurs but is corrected before 

it causes patient harm, how often is this 

reported? 

1 (1.5) 8 

(12.3) 

15 (23.1) 22 

(33.8) 

19 

(29.2) 63 

64.6 

When an error occurs but does not have the 

potential to harm the patient, how often is 

this reported? 

1 (1.5) 7 

(10.8) 

15 (23.1) 23 

(35.4) 

19 

(29.2) 64.6 

When making errors that potentially harm 

patients, how often are these reported? 

2 (3.1) 6 (9.2) 14 (21.5) 14 

(21.5) 

29 

(44.6) 
66.1 

A: always; O: often; S: sometimes; R: rarely; Ne: never 

 

 
Figure 1. Positive and negative responses between trained and untrained 

The diagram above shows that staff receiving patient safety training responded more positively. Of all the 

HSOPSC question items, the negative responses were far below the positive responses. Most staff who had and had 

not received patient safety training responded positively to the patient safety culture (Figure 1). 
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Table 4. Differences in PSC between staff who have received training and those who have not. 

PS training experience Mean±SD p-value 

Once 156.15±13.650 
0 .563 

Never 152.05±16.338 
 

 
Staff who received patient safety training got an average score of 156.15, while those who had not received 

training got 152.05. Based on the results of the Man-Whitney test, there was no significant difference related to the 

patient safety culture score (Table 4). 

 

DISCUSSION 
Teamwork in the unit recorded the highest positive response from the 12 dimensions of patient safety culture. 

This figure is higher than the average of previous studies. For example, in Ghana, teamwork in the unit recorded a 

positiv0065 response rate of 81.5% (32), in Alexandria recorded a positive response rate of 62.1% (7), and in public 

hospitals Iran 68.6% (31). Patient safety culture practices encourage stronger teamwork in healthcare settings. When 

patient safety principles are consistently applied, each team member is encouraged to support each other and share 

responsibility for patient safety. On the other hand, staffing recorded the lowest positive response rate in this study. 

Previous studies have supported this finding that other countries also recorded staffing still getting low positive 

responses in Nigeria, only around 30.5% (31)and in Croatia, around 32.5% (33). 

This demonstrates that the majority of respondents believed that there was not enough staff to manage the 

patient safety workload. They felt there was too much to do and were in a hurry. In addition to being a place for health 

services, the dental and oral hospital where the research was conducted is also a place for integrated education and 

research in the field of dental education. The staff's workload is increased by the growing number of patients seeking 

dental care outside of their normal range; yet, they must also focus on dental teaching and research. It has been 

proposed that patient safety can be increased by two to three times when there is enough staff available to manage 

the workload and working hours. However, insufficient personnel leads to tension, anxiety, and sadness, which raises 

the likelihood of unfavorable events (34). 

According to other studies, patient safety culture is linked to the availability of patient safety training and 

involvement in patient safety programs or training (35), and respondents who had received patient safety training 

gave better answers than those who had not. Other crucial elements in attaining better patient safety were found to be 

patient safety education and training. This result is in line with other studies that showed those who did not attend 

patient safety lectures or courses had lower opinions of the patient safety culture (36,37). However, staff who have 

not received training do not differ from staff who have received training based on the average score. The staff still 

show positive responses in accordance with the principles of patient safety, because they are used to working with 

colleagues who have received training. The process of habituation, supervision, and daily interaction allows for the 

transfer of knowledge and patient safety values, thus creating consistent standards of behavior among all staff. 

Furthermore, healthcare personnel who did not receive patient safety knowledge throughout their initial 

professional education or employment exhibited higher negative attitudes toward the majority of patient safety 

dimensions than those who did. According to a study that looked at how training affected nurses' attitudes about 

patient safety, training significantly improved nurses' attitudes about safety, especially when it came to management 

perceptions, job satisfaction, and safety climate aspects (38–40). The attitudes of healthcare professionals toward 

patient safety are greatly influenced by patient safety education. Healthcare organizations' ability to establish a 

knowledge-enhancing learning environment led to the reporting of organizational learning and continuous 

development, including staff training, as strengths. 

There was no significant difference in scores between those who had undergone patient safety training and 

those who had not. Still, overall, the patient safety culture received a positive response.  This is because there is a 

supportive work environment, where patient safety practices have become part of the collective habit. Staff who have 

not received formal training are still accustomed to applying patient safety principles in their daily tasks because they 

are influenced by colleagues who have received training, as well as through supervision and familiarization in the 

workplace. Thus, the transfer of knowledge and cultural safety occurs informally between fellow staff. A work 



 
Media Publ. Promosi Kesehat. Indones 8(7): 498-508 

Page | 506  
 
 

environment accustomed to implementing a good patient safety culture makes all staff follow an organization's habits 

and work systems (41,42). This allows respondents to implement the patient safety culture that has been implemented 

even though they have not received patient safety training. Good teamwork in the unit is a trigger for all staff in the 

unit to work together to achieve goals, including improving patient safety culture. As other studies have shown, one 

of the main factors that is significantly related to patient safety culture is teamwork (43).  

 

CONCLUSION 
This study shows that someone who has attended patient safety training gives a higher positive response. The 

training has provided a good experience for staff regarding patient safety culture. Even if other colleagues have never 

received patient safety training, with a good working environment and teamwork in a compact unit, other staff will 

also positively respond to patient safety culture. However, on the other hand, educational dental and oral hospital 

experience "crisis mode." This proves that training alone may not be enough without systemic staffing adjustments 

in educational dental and oral hospital. They should still pay attention to balanced staff placement so that staff do not 

work in "crisis mode". Further research can explore patient safety culture with longitudinal or mixed research 

methods. 

 

AUTHOR’S CONTRIBUTION STATEMENT 
RK: conceptualization, investigation, methodology, supervision, data analysis, writing–original draft, 

writing–review and editing; EDH: methodology, writing–original draft; S: methodology; formal analysis, writing–

original draft; YAP: formal analysis, resources;  

 

CONFLICTS OF INTEREST 
All authors have no conflict of interest regarding this article.  

 

DECLARATION OF GENERATIVE AI AND AI-ASSISTED TECHNOLOGIES IN THE WRITING 

PROCESS 
This manuscript was completed without the use of generative AI tools nor AI-assisted technologies. 

 

SOURCE OF FUNDING STATEMENTS 

This research was carried out independently by the author without receiving funding. 

 

ACKNOWLEDGMENTS 
Thank you to the Institute of Research and Community Service of Universitas Muhammadiyah Semarang for 

funding this research, to the respondents who participated in it, and to the parties who helped with the research and 

preparation of this article. 

 

BIBLIOGRAPHY 
1.  Sorra JS, Dyer N. Multilevel psychometric properties of the AHRQ hospital survey on patient safety culture. 

BMC Health Serv Res. 2010;10(June).  

2.  Maramaldi P, Walji MF, White J, Etolue J, Kahn M, Vaderhobli R, et al. How dental team members describe 

adverse events. J Am Dent Assoc. 2018;147(10):803–11.  

3.  Padmanabhan V, Islam MS, Rahman MM, Chaitanya NC, Sivan PP. Understanding patient safety in dentistry : 

evaluating the present and envisioning the future — a narrative review. BMJ Open Qual. 2024;13:1–7.  

4.  Yamalik N, Perea Pérez B. Patient safety and dentistry: What do we need to know? Fundamentals of patient 

safety, the safety culture and implementation of patient safety measures in dental practice. Int Dent J. 

2012;62(4):189–96.  

5.  Arbianti K, Amalia R, Hendrartini J, Kuntjoro T. Patient Safety Culture Analysis in Dental Hospital Using 

Dental Office Survey on Patient Safety Culture Questionnaire: A Cross-cultural Adaptation and Validation 

Study. J Patient Saf. 2023;19(7):429–38.  



 

Comparative Analysis of Patient Safety Culture Among Trained and Untrained Staff at the Educational Dental and Oral Hospital in Semarang: Cross-Sectional 

Study 

Page | 507  
 
 

6.  Hervy P, Keriven-Dessomme B, Cloitre A, Thivichon-Prince B, Phulpin B, Chaux A-G. Patient Safety and 

Perception of Quality in University Dental Hospitals: A French National Survey. J Patient Saf. 

2024;20(8):e121–7.  

7.  Ali Ali HM, Abdul-Aziz AM, Darwish EAF, Swelem MS, Sultan EA. Assessment of patient safety culture 

among the staff of the University Hospital for Gynecology and Obstetrics in Alexandria, Egypt. J Egypt Public 

Health Assoc [Internet]. 2022;97(1). Available from: https://doi.org/10.1186/s42506-022-00110-8 

8.  World Health Organization. Patient safety [Internet]. 2023. Available from: https://www.who.int/news-

room/fact-sheets/detail/patient-safety 

9.  Makary MA, Daniel M. Medical error-the third leading cause of death in the US. BMJ. 2016;353(May):1–5.  

10.  Institute  of M (US) C on Q of HC in A. To err is human: building a safer health system. Washington (DC): 

National Academies Press (US); 2000.  

11.  SantoS FPFR Dos, Nascimento DDG Do, Cunha IP da. Assessment of adverse events and patient safety culture 

in dental practice: cross-sectional study. Rev Odontol da UNESP. 2024;53(e20240010):1–11.  

12.  Kinanti Arti DW, Fatmasari EY, Kusniati R, Sari JA. Analysis of Patient Safety Culture in Dental and Oral 

Health Services at RSGM Unimus. J Aisyah  J Ilmu Kesehat. 2022;7(2):431–6.  

13.  Torkaman M, Sabzi A, Farokhzadian J. The Effect of Patient Safety Education on Undergraduate Nursing 

Students’ Patient Safety Competencies. Int Q Community Health Educ. 2020;0(0):1–6.  

14.  Gaupp R, Körner M, Fabry G. Effects of a case-based interactive e-learning course on knowledge and attitudes 

about patient safety: a quasi-experimental study with third-year medical students. BMC Med Educ. 

2016;11(16):172.  

15.  Kara B. The efficacy of an educational intervention on health behaviors in a sample of Turkish female nursing 

students: a longitudinal, quasi-experimental study. Nurse Educ Today. 2015;35(1):146–51.  

16.  Tom C. Improving Patient Safety through Patient Safety Aide (Sitter) Competency Education. Nurs Theses 

Capstone Proj Hunt Sch Nurs [Internet]. Available from: https://digitalcommons.gardner-

webb.edu/nursing_etd/256 

17.  Lukewich J, Edge DS, Tranmer J, Raymond J, Miron J, Ginsburg L, et al. Undergraduate baccalaureate nursing 

students’ self-reported confidence in learning about patient safety in the classroom and clinical settings: An 

annual cross-sectional study (2010-2013). Int J Nurs Stud [Internet]. 2015;52(5):930–8. Available from: 

http://dx.doi.org/10.1016/j.ijnurstu.2015.01.010 

18.  Lee NJ, Jang H, Park SY. Patient safety education and baccalaureate nursing students’ patient safety 

competency: A cross-sectional study. Nurs Heal Sci. 2016;18(2):163–71.  

19.  Ginsburg L, Castel E, Tregunno D, Norton PG. The H-PEPSS: An instrument to measure health professionals’ 

perceptions of patient safety competence at entry into practice. BMJ Qual Saf. 2012;21(8):676–84.  

20.  Farley D, Zheng H, Rousi E, Leotsakos A. Field test of the world health organization multi-professional patient 

safety curriculum guide. PLoS One. 2015;10(9):1–16.  

21.  Dissanayake DMAP, Dharmasena KP, Warnakulasuriya SSP. Challenges of integrating patient safety into 

nursing curricula: An integrative literature review. J Patient Saf Risk Manag. 2024;29(1):8–35.  

22.  Morgan CL, Black RC. Hospital dental staff attitudes to guide education and training in patient safety: a study 

with a focus on qualitative data. Br Dent J. 2023;235(8):623–8.  

23.  Sorra J, Nieva V. Hospital Survey on Patient Safety Culture. (Prepared by Westat, under Contract No. 290-96-

0004). AHRQ Publication No. 04-0041. Rockville: MD: Agency for Healthcare Research and Quality; 2004.  

24.  Suliman MM. Nurses’ Perceptions of Patient Safety Culture in Public Hospitals in Jordan. Cleveland, OH, 

USA: Case Western Reserve University; 2015.  

25.  Nordin A. Patient Safety Culture in Hospital Settings: Measurements, Health Care Staff Perceptions and 

Suggestions for Improvement\. Sweden: Karlstad University, Karlstad; 2015.  

26.  Anwar MM, Mostafa ZM. Assessment of Patient Safety Culture among Health Care Workers in Beni-Suef 

University Hospital, Egypt. Egypt J Community Med. 2017;35(3):11–9.  

27.  Achakzai H. Research Proposal for Assessing Patient Safety Culture in Public Hospitals under the Essential 

Package of Hospital Services (EPHS) in Afghanistan. Atlanta, GA, USA: Georgia State University; 2014.  



 
Media Publ. Promosi Kesehat. Indones 8(7): 498-508 

Page | 508  
 
 

28.  El-Jardali F, Sheikh F, Garcia NA, Jamal D, Abdo A. Patient safety culture in a large teaching hospital in 

Riyadh: Baseline assessment, comparative analysis and opportunities for improvement. BMC Health Serv Res. 

2014;14.  

29.  Alquwez N, Cruz J, Almoghairi A, Al-Otaibi R, Almutairi K, Alicante J, et al. Nurses’ Perceptions of Patient 

Safety Culture in Three Hospitals in Saudi Arabia. J Nurs Sch. 2018;50(4):422–31.  

30.  Robida A. Hospital survey on patient safety culture in Slovenia: A psychometric evaluation. Int J Qual Heal 

Care. 2013;25(4):469–75.  

31.  Kaware MS, Ibrahim MI, Shafei MN, Mohd Hairon S, Abdullahi AU. Patient Safety Culture and Its Associated 

Factors: A Situational Analysis among Nurses in Katsina Public Hospitals, Northwest Nigeria. Int J Environ 

Res Public Health. 2022;19(6).  

32.  Abuosi AA, Akologo A, Anaba EA. Determinants of patient safety culture among healthcare providers in the 

Upper East Region of Ghana. 2019;  

33.  Granel-Giménez N, Palmieri PA, Watson-Badia CE, Gómez-Ibáñez R, Leyva-Moral JM, Bernabeu-Tamayo 

MD. Patient Safety Culture in European Hospitals: A Comparative Mixed Methods Study. Int J Environ Res 

Public Health. 2022;19(2).  

34.  Hamaideh SH. Occupational Stress, Social Support, and Quality of Life among Jordanian Mental Health 

Nurses. Issues Ment Health Nurs. 2012;33(1):15–23.  

35.  Ismail A, Khalid SNM. Patient safety culture and its determinants among healthcare professionals at a cluster 

hospital in Malaysia: A cross-sectional study. BMJ Open. 2022;12(8):1–11.  

36.  Brasaite I, Kaunonen M, Martinkenas A, Suominen T. Health care professionals’ attitudes regarding patient 

safety: Cross-sectional survey. BMC Res Notes. 2016;9(1):1–8.  

37.  Alqattan H, Cleland J, Morrison Z. An evaluation of patient safety culture in a secondary care setting in Kuwait. 

J Taibah Univ Med Sci [Internet]. 2018;13(3):272–80. Available from: 

https://doi.org/10.1016/j.jtumed.2018.02.002 

38.  Azimi L, Tabibi SJ, Maleki M, Nasiripour AA, Mahmoodi M, Tabibi J. Influence of Training on Patient Safety 

Culture: a Nurse Attitude Improvement Perspective. Int J Hosp Res [Internet]. 2012;1:51–6. Available from: 

https://api.semanticscholar.org/CorpusID:57992039 

39.  Ridelberg M, Roback K, Nilsen P. Facilitators and barriers influencing patient safety in Swedish hospitals: A 

qualitative study of nurses’ perceptions. BMC Nurs. 2014;13(1):1–12.  

40.  Wami SD, Demssie AF, Wassie MM, Ahmed AN. Patient safety culture and associated factors: A quantitative 

and qualitative study of healthcare workers’ view in Jimma zone Hospitals, Southwest Ethiopia. BMC Health 

Serv Res [Internet]. 2016;16(1):1–11. Available from: http://dx.doi.org/10.1186/s12913-016-1757-z 

41.  Aulia BP, Sucipto I, Gunawan A. Influence Of Organizational Culture, Work Discipline, And Work 

Environment On Employee Performance. Manag J Binaniaga. 2021;6(2):191–206.  

42.  Mantik J, Riyanto S, Mumtazah Damarwulan L, Haryadi D, Manajemen Universitas Sultan Ageng Tirtayasa 

Serang M, Indonesia B, et al. Moderation: work culture to improve employee performance with a non-physical 

work environment. J Mantik. 2022;6(3):2685–4236.  

43.  Wahyuni NKS, Agustini NLPIB, Mahaputra INA, Putri NMME. The Relationship between Work Environment 

Factors , Communication , and Teamwork with The Implementation of Patient Safety Culture : A Literature 

Review. Babali Nurs Res. 2025;6(1):130–45.   

 


