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Abstract 

This research examines how safety culture affects incident reporting practices within 

developing nations, focusing on the healthcare and construction industries, which carry high 

risks. The research demonstrates that open communication, psychological safety, and 

nonpunitive error responses form the basis of a strong safety culture that promotes 

transparent incident reporting. The study employs mixed-methods research to combine 

quantitative surveys with qualitative interviews, assessing the effects of organizational 

attitudes, leadership commitment, and communication structures on employees' readiness to 

report safety events. Research findings indicate that organizational environments 

characterized by blame-based cultures and hierarchical systems, combined with inadequate 

feedback mechanisms, negatively impact reporting practices. When organizations foster trust 

among employees, alongside team collaboration and leadership advocacy, they experience an 

increase in safety reports and improved outcomes.  

The research identifies major organizational obstacles, including fear of punishment and 

inefficient reporting systems with time limitations. It offers strategic solutions through safety 

training and inclusive leadership, with a focus on cultural realignment. The focus is on 

developing a learning environment that treats errors as opportunities for improvement. The 

paper advocates for systemic change in developing nations to integrate safety principles 

throughout every organizational tier, insisting on top-down, evidence-based reforms that 

maintain incident reporting and promote ongoing safety advancements. Policymakers, 

healthcare managers, and safety professionals face significant challenges when attempting to 

enhance patient and worker safety within healthcare systems constrained by infrastructure 

and regulatory limitations in low- and middle-income countries. 

Keywords: Safety Culture, Incident Reporting, Developing Countries, Healthcare Safety, 

Nonpunitive Environment 

 

Introduction 

High-risk industries in developing countries, such as construction and healthcare, require the 

establishment and maintenance of a strong safety culture to ensure safety (Denning et al., 

2020). Within an organization that fosters a positive safety culture, safety extends beyond 

rules to become an integral part of how every individual acts and makes decisions (Trinh et 

al., 2018). The collective attitudes and beliefs of workers determine how they respond to risks 

and risk control systems, according to Rahman et al. (2021). The presence of a strong safety 

culture increases the likelihood of employees reporting incidents, as well as near-misses and 

potential hazards, according to Fukami et al. (2020) and Tabibzadeh and Meshkati (2015). 

Reporting serves as a vital element of proactive safety management systems, as it helps 

organizations identify systemic errors and develop solutions to prevent future problems. 

Organizations have discovered that enhancing their safety culture enables them to refine their 

operational processes while optimizing their management and control systems (Azmi et al., 

2014). 
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Safety Culture and Incident Reporting 

A comprehensive safety program relies on incident reporting as a vital component to drive 

continuous improvement and enable proactive risk management. The effectiveness of safety 

interventions can be improved through increased reporting, even if there is no improvement 

in primary outcome measures, as shown in the study by Havinga et al. (2021). The prevailing 

safety culture within an organization determines the effectiveness of incident reporting 

systems. A safety-focused culture promotes transparent communication and a nonpunitive 

error reporting system, which builds trust and empowers employees to report incidents 

without fear of retribution or punitive consequences. Multiple elements can hinder incident 

reporting systems in developing countries, such as employee fear of losing their job 

combined with distrust in management and social customs that prevent individuals from 

challenging authority. A positive safety culture fosters an organizational learning 

environment where errors serve as opportunities for improvement, and reporting contributes 

to enhancing overall organizational safety. According to Luther & JOHNSON (2008), 

organizations with an established safety culture align their safety goals with strategies that 

foster proper staff attitudes and beliefs. 

In developing countries, workplace safety is challenged by resource limitations and weak 

regulations, which makes the relationship between safety culture and incident reporting 

crucial for mitigating risks. In such situations, a strong safety culture enables compensation 

for systemic weaknesses by empowering employees to manage safety and report risks before 

they occur (Ewertowski, 2020). An effective safety management system forms the essential 

framework and tools needed to identify, assess, and mitigate risks, which demonstrates the 

unbreakable connection between safety culture and safety management (Hoffmann et al., 

2024). Human factors present obstacles to consistent reporting due to liability concerns, time 

constraints, and insufficient feedback about reported events (Siewert et al., 2019). To 

establish a positive safety culture, organizations require a multifaceted approach that includes 

leadership commitment, employee engagement, and ongoing improvement initiatives. 

Many incidents remain unreported or concealed due to the potential negative repercussions 

for management, which diminishes learning opportunities as well as continuous improvement 

prospects (Pachiyannakis, 2014). Healthcare leaders must foster trust and justice to enable 

employees to discuss their mistakes freely without fear of retaliation (Albaalharith & 

A’aqoulah, 2023). The healthcare industry historically endorsed individual blame and 

punitive measures in response to adverse events (Copeland, 2019). Promoting a nonpunitive 

response to errors aims to help people understand that system flaws often cause mistakes 

rather than individual incompetence (Aljaffary et al., 2022). According to Copeland (2019), a 

fear of consequences creates a blame culture, which results in fewer reported mistakes. 

Leaders need to demonstrate a nonpunitive attitude toward error reporting and investigation 

while also acting to suppress unprofessional and intimidating behavior ("The Essential Role 

of Leadership in Developing a Safety Culture.," 2017). Developing an effective error-

reporting system requires building trust among participants, as noted by Page (2004). The 

advancement of patient safety hinges critically on leadership engagement together with 

cultural principles and organizational learning practices (Alotaibi et al., 2020; Moureaud et 

al., 2020). 

A deliberate and strategic approach from healthcare organization leaders is essential for 

developing a safety culture that prioritizes patient wellbeing (Hazazi & Qattan, 2020). 

Healthcare leaders need to establish a workplace atmosphere where staff can freely report 

http://www.jalt.com.pk/


MULTIDISCIPLINARY JOURNAL OF INSTRUCTION (MDJI) 

www. https://journal.mdji.org/ Vol. 7No. 1 (2024) 

 
 

 

 

 

 

 

 

 
297 

safety issues without worrying about facing punishment or ridicule. Although incident 

reporting systems provide a means to collect safety data, the effectiveness of these systems 

relies heavily on the organization's Culture. Healthcare organizations need to cultivate a 

culture that prioritizes patient safety, according to Shostek's 2007 findings. For effective 

incident reporting and error learning, organizations must establish robust safety cultures that 

emphasize openness, transparency, and continuous improvement (Alsobou et al., 2025; 

Maamoun, 2009). Psychological safety within an organization requires commitment because 

it enables individuals to express their concerns openly without fear of repercussions 

(Moureaud et al., 2020). Healthcare organizations must establish trust between leadership and 

frontline staff and develop systems to learn from errors and near misses in order to succeed. 

A strong safety culture remains essential for healthcare organizations to achieve meaningful 

improvements in patient safety (Hoffmann & Rohe, 2010; Mohr et al., 2002; Muls et al., 

2015; Zhang & Lu, 2018). 

Creating a safety culture requires healthcare organizations to implement nonpunitive 

reporting systems and integrate safety principles into their everyday practices (Wakefield, 

2008). Research findings suggest that discussions conducted within institutions can lead to 

beneficial enhancements in patient safety (Françolin et al., 2015). In nations such as Korea, 

where collective values and hierarchical respect dominate, it is essential to establish safe 

channels for nurses to express their concerns (Lee & Dahinten, 2021). Implementing these 

changes will enable researchers to analyze cause-and-effect relationships, which will help 

develop improved policies for error prevention, as noted by Cheragi et al. (2013). Healthcare 

organizations that tailor interventions based on cultural influences on reporting behavior will 

develop transparent and accountable environments, which will lead to better patient outcomes 

and a strengthened healthcare system (Zabin et al., 2023) (Levine et al., 2019). Analysis of 

patient safety culture provides managers and healthcare policymakers with valuable insights 

that help organizations evaluate their current PSC condition and track changes over time (Titi 

et al., 2021). Organizations that promote incident reporting can identify systemic flaws and 

implement targeted corrective actions to prevent similar future problems. 

 

 

Literature Review 

A strong safety culture requires hospital management to evaluate staff perceptions about 

current patient safety culture practices before implementation (Tran et al., 2021). Healthcare 

organizations have developed measurement tools to assess patient safety culture in hospitals, 

as these tools aim to stimulate safety discussions, identify areas of strength and development, 

and monitor progress after interventions. Through surveys and focus groups, organizations 

can gather healthcare workers' feedback on their views regarding safety culture components, 

such as communication openness, teamwork, and management support (Xing-xing et al., 

2017). Titi et al. (2021) discovered that hospitals with a stronger safety culture experience 

fewer adverse events and better patient outcomes. Surveys are routinely used to assess 

employees' views on their workplace environment, including social aspects and technical 

conditions, as well as environmental factors, based on the findings of Weaver et al. (2013). 

Healthcare providers' perceptions of how safety culture develops require further research, as 

these individual perceptions shape the departmental Culture (Weaver et al., 2013). A 

healthcare safety culture requires a comprehensive strategy that addresses systemic 

challenges while fostering team collaboration and communication to ensure patient safety 

across all organizational levels (Brittain & Carrington, 2020). A systematic measurement 
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approach must be adopted, and results should be communicated broadly. Leadership, along 

with frontline staff, must participate actively in improvement activities (Campione & 

Famolaro, 2017). 

Safety culture in healthcare settings emphasizes understanding mistakes to prevent future 

errors while fostering open communication and teamwork and enabling staff to report safety 

concerns without fear of retribution (Aljaffary et al., 2021). Organizations must establish 

transparent reporting systems that deliver consistent feedback on reported matters and 

recognize staff who contribute to safety improvement efforts. Organizations should foster a 

culture that views error reporting and near misses as opportunities for learning and 

improvement. Nonpunitive reporting systems must be developed, and staff should receive 

feedback on their responses to reported incidents. A complete safety culture integrates the 

protection of patients alongside workplace safety, according to Zebrak and colleagues (2022). 

The objective is to enhance safety by identifying the interventions that will yield the best 

outcomes. A safety culture needs multiple elements to function correctly and continuous 

monitoring to maintain its effectiveness and achieve optimal outcomes (Thompson, 2011). 

Organizations can determine their safety strengths and weaknesses by assessing their safety 

culture (Pronovost, 2005). A good safety culture creates team collaboration while protecting 

team health through improved working conditions. 

Patient outcomes in healthcare organizations benefit from a safety culture, which effectively 

prevents errors (Luiz et al., 2015). Healthcare organizations must address multiple factors, 

including the openness of communication and existing punitive responses to errors, which 

may have deterred healthcare workers from reporting adverse events (Brborović et al., 2022). 

Building a safety culture in healthcare organizations requires coordinated action to 

synchronize organizational values, beliefs, and behaviors throughout every operational level 

(Sutcliffe, 2011). A unified understanding of safety principles must be established, and staff 

should be enabled to recognize and resolve safety concerns through teamwork and open 

communication (Anderson, 2006). Organizations become more aware of the conditions and 

events that drive their actions through culture analysis, but this results in reactive leadership, 

which focuses on temporary improvements without long-term strategic direction (Patwa & 

Moussa, 2018). Organizations that maintain a positive safety culture demonstrate strong 

communication built on mutual trust, alongside collective Recognition of safety significance 

and a belief in the effectiveness of preventive measures (Granel et al., 2020). A thriving 

safety culture requires the integration of safety principles across all organizational levels, 

starting with leadership and extending to frontline employees. 

The primary step towards enhancing patient safety in primary care involves understanding 

and addressing the existing patient safety culture (Ree & Wiig, 2019). Comprehensive safety 

programs must be developed to address both organizational and individual factors that 

contribute to errors and adverse events, as defined by Weaver and colleagues in 2013. To 

maintain a safe culture, organizations need to continually track safety performance and 

provide staff with feedback on how they can improve. Regular assessments of safety culture, 

conducted through surveys and other tools, should be combined with monitoring key safety 

indicators. Data analysis should then drive improvement actions. The multifaceted structure 

of safety culture demands an inclusive approach that recognizes the interdependence of 

organizational elements, human behavior, and technological elements. Although primary care 

has received heightened attention to quality and patient safety matters, a substantial 

knowledge gap persists, particularly in home care settings (Ree & Wiig, 2019). 

Improvements in patient safety depend on the organization's understanding and development 
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of its cultural and other operational aspects. The patient safety culture emphasizes the 

importance of prioritizing patient safety among workplace employees (Mousavi & Imani, 

2020). 

Operating rooms represent high-risk environments where a strong safety culture is critical, as 

errors can lead to severe and immediate consequences (Odell et al., 2019). A positive safety 

culture enhances teamwork and promotes team wellbeing by creating an improved working 

environment (Mousavi & Imani, 2020). Evaluating and improving patient safety becomes 

more effective through the perceptions of frontline personnel about the safety culture, 

according to Nwosu et al. (2022). It is essential to understand that safety culture undergoes 

continuous transformation due to influences from both internal and external sources, as noted 

by Hazazi and Qattan (2020). Nontechnical skills, including teamwork capabilities and 

communication techniques, have become a priority for healthcare agents to enhance 

alongside accountability skills, according to Lark et al. (2018). Organizations must 

continually monitor the development of their safety culture and make necessary adjustments 

to address new challenges while maintaining high safety performance standards (Ahmed et 

al., 2023; Khamaiseh et al., 2020). Safety culture represents the shared beliefs, perceptions, 

values, and practices that employees hold regarding safety. The combination of personal and 

team values, along with attitudes, perceptions, skills, and behavior patterns, creates the safety 

culture, which defines organizational commitment and proficiency in health and safety 

management. 

The implementation of a patient safety program must be effective in developing a safety-

oriented culture within healthcare organizations (Mahrous, 2018). Healthcare organizations 

must adopt evidence-based practices, implement standardized protocols, and provide 

continuous safety training for staff (Green et al., 2018; Haskins & Roets, 2022). Healthcare 

organizations must create an environment where all team members have the authority to 

voice safety concerns and actively participate in patient protection efforts. According to 

Skiba (2020), a robust safety culture manifests through a collective understanding of safety 

risks, along with a dedication to applying effective prevention strategies. Continuous 

financial support for training programs and educational initiatives ensures that staff members 

maintain the knowledge and skills necessary to identify and mitigate safety hazards before 

they become issues. Leaders need to develop strategic plans that incorporate system-based 

approaches for workforce safety interventions and outcome assessments (Morath et al., 

2014). A supportive workplace atmosphere needs to be created so staff members feel 

appreciated and respected while being empowered to participate in improving safety. 

 

Methodology 

The study of the impact of safety culture on incident reporting in developing countries 

requires a mixed-methods research design that combines quantitative and qualitative data 

collection methodologies (Hall & Zecevic, 2011). Employees from multiple industries can 

provide quantitative data through surveys that evaluate their views on aspects of safety 

culture, including management commitment, communication openness, and accountability 

(Lathifah et al., 2018). The Safety Attitudes Questionnaire, as a survey instrument, helps 

reveal essential information about an organization's safety culture, according to Denning et 

al. (2020). Quantitative data offers an overarching view of safety culture and incident 

reporting rates, while qualitative data delivers an in-depth analysis of the mechanisms and 

context influencing these relationships (Lee et al., 2018). 
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Through qualitative data collection techniques such as semi-structured interviews and focus 

group discussions, researchers gain complex insights into how employees perceive safety 

culture and their incident reporting behaviors. These qualitative methodologies enable 

researchers to examine workplace dynamics and identify the elements that influence 

employees' decisions to report or ignore safety risks (Bautista-Bernal et al., 2023). The study 

examined nurses' reporting behaviors and barriers to reporting safety events in China, as well 

as their connections to hospital safety culture, using convenience sampling (Qin et al., 2014). 

Data analysis reveals advancements in safety protocols and organizational learning while also 

demonstrating a decrease in avoidable adverse events. Examining organizations with varying 

levels of safety culture maturity through case studies yields important practical insights into 

how safety culture impacts incident reporting outcomes. 

Rigorous data analysis techniques must be employed to establish valid and reliable research 

findings. Statistical methods, such as regression analysis, are used in quantitative data 

analysis to determine how safety culture dimensions affect incident reporting rates. The 

thematic analysis serves as a method for evaluating qualitative data to identify recurring 

patterns and themes related to safety culture and incident reporting practices. Improving the 

organization's safety culture requires enhancements in working conditions through better 

teamwork practices, improved communication, and enhanced management support. 

Researchers achieve a comprehensive understanding of the intricate relationship between 

safety culture and incident reporting in developing countries by combining quantitative and 

qualitative data. 

Researchers who conduct qualitative research focus on conducting multifaceted interviews 

and collecting narrative accounts to fully describe experiences, acting as intermediaries 

between participants and their communities (Sanjari et al., 2014). Qualitative research 

employs purposeful sampling to choose participants with specific characteristics or 

experiences relevant to the study (Lee et al., 2022). The effective use of qualitative research 

methods allows researchers to gather valuable information about safety culture (Granel et al., 

2020; Hendra & Hanita, 2020). Safety improvement interventions can be developed by 

analyzing performance data alongside safety culture perception data (Kazandjian, 2018). 

 

Findings 

Research results indicate that healthcare settings with a nonpunitive environment 

significantly improve patient safety incident reporting (Iskandar et al., 2014). According to 

Mahrous (2018), the staff showed reduced confidence in the patient safety culture of their 

institution. The study demonstrates that choosing appropriate patient safety culture 

measurement tools and outcome measures, along with the analysis level, should be prioritized 

during study design (DiCuccio, 2014). The study by Hazazi and Qattan (2020) demonstrated 

the relationship between the frequency of reporting events and patient safety culture. Hospital 

administrators require an understanding of cultural influences to develop effective 

interventions (Alswat et al., 2017). Establishing a blame-free culture enables staff members 

to report errors and near misses without fear of punishment, which leads to a better 

understanding of system vulnerabilities. 

Healthcare organizations with strong patient safety cultures achieve better quality ratings, 

according to Yount et al. (2020). The performance ratings of quality are strongly linked with 

effective teamwork practices in organizations. The effectiveness of event reporting systems 

depends on the presence of collaborative work environments. The initiatives lead to better 

patient outcomes while building trust within healthcare teams, enabling them to engage in 
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safety improvement efforts actively. The COVID-19 pandemic has demonstrated that 

adaptability and resilience are essential for upholding safety standards during crises (Denning 

et al., 2020). The Safety Attitudes Questionnaire scores rose significantly among doctors and 

clinical staff throughout the COVID-19 pandemic, demonstrating an advancement in safety 

culture. The study evaluated healthcare institutional performance under pandemic conditions 

by analyzing incident reporting data before COVID-19 to determine their ability to meet 

extraordinary demands while maintaining safety protocols (Denning et al., 2020). 

The study by Koike et al. (2022) demonstrated a direct connection between the number of 

strategies implemented and the formation of a reporting culture. The strategies must work 

together to create a psychological safety environment where team members can acknowledge 

errors and express concerns without fear of adverse consequences. A culture of transparency 

and continuous improvement develops when leaders encourage safety practices, provide 

constructive feedback, and recognize those who report incidents. Healthcare organizations 

must create trusting workplace environments where mistakes are viewed as learning 

opportunities rather than reasons for blame. The research reveals the importance of leadership 

in developing an effective reporting culture, which plays a crucial role in enhancing patient 

safety outcomes. 

 

Factors Influencing Reporting Culture 

Several cultural and organizational elements, along with personal factors, create complex 

interactions that explain why healthcare workers avoid reporting safety incidents. 

Organizational frameworks, leadership approaches, and communication methods have a 

significant influence on incident-reporting behavior. Healthcare workers may avoid reporting 

incidents due to time constraints, which often coexist with complex reporting systems and 

inadequate feedback mechanisms (Wiele & Rantanen, 2015). Employees decide to report 

incidents based on how complex and compelling the reporting procedures are, as well as how 

accessible the reporting channels and the speed of feedback are. The challenges of high 

workload demands, along with time constraints, lead to personnel reluctance in adding 

reporting tasks to their schedules, especially in fast-paced sectors such as construction and 

healthcare. Personal factors, including fear of punishment, embarrassment, and skepticism 

about the effectiveness of reporting, can prevent people from reporting incidents (Copeland, 

2019). Research indicates that organizations that penalize employees for mistakes create 

substantial barriers to reporting those errors. 

Visible leader commitment proves essential for developing a positive reporting culture, as it 

demonstrates the organization's prioritization of safety. Effective leaders need to establish an 

inspiring vision that drives change and demonstrates urgency while cultivating a 

psychological safety that encourages transparency in reporting and active engagement. They 

should also enable team learning throughout their organization (Ahmed et al., 2024; Ystaas et 

al., 2023). When leaders take proactive measures, they foster trust among employees, which 

in turn enhances their collective responsibility for safety. Organizations that prioritize strong 

reporting cultures demonstrate proactive event reporting and maintain consistent safety 

process execution, ensuring timely corrective action closure and responsive supervision 

(Stough, 2012). When organizations invest in training and education efforts to enhance 

employee understanding of safety protocols and reporting methods, they tend to experience 

higher rates of incident reporting (Hazan, 2016). Safety incident underreporting occurs 

frequently within organizations that either lack clear communication channels or operate with 

hierarchical structures and blame-oriented cultures, according to Siewert et al. (2019). 
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A supportive and nonpunitive work environment helps to establish a transparent and 

proactive safety culture, which boosts incident reporting. Every employee should raise 

concerns and halt work when safety risks arise independent of their employer (Lammerding, 

2016). A primary obstacle to employee communication is the fear of retribution, as 70% of 

workers in various industries and 34% of healthcare workers report that this fear causes their 

silence (Siewert et al., 2019). The possibility of facing punishment causes healthcare workers 

and other employees to avoid reporting errors. 

Reward programs offered by companies for reporting safety issues may lead to unintentional 

underreporting of such problems, as evidenced by multiple industrial facilities (Pransky et al., 

1999). Employees need to have confidence in reporting errors without fear of penalties so 

that a trustworthy culture becomes established and leads to higher reporting rates and 

organizational learning. An effective strategy should establish a reporting system that 

eliminates blame while emphasizing learning from errors to foster trust and transparency. The 

transition to this strategy enables transparent information sharing and collaborative problem-

solving efforts, which are essential for enhancing safety standards (Ulmer et al., 2009). 

 

Results of poor reporting systems 

When organizations overlook the development of a safety-oriented culture, they experience 

harmful outcomes that negatively affect both personnel welfare and business effectiveness. 

When safety problems are left unreported or improperly addressed, workers become 

disengaged and lose motivation, which results in decreased morale and productivity (Mutegi 

et al., 2023). When safety awareness is lacking in the workplace environment, it creates 

employee stress and anxiety that negatively impact their mental health and job satisfaction 

(Mutegi et al., 2023). The primary consequence of inadequate reporting procedures is an 

increase in more frequent accidents and injuries, which in turn increases healthcare costs and 

interrupts production. Without proper transparency and accountability, employees and 

management cannot build trust together, resulting in an organizational atmosphere of mistrust 

and suspicion. When safety incidents are underreported, they create blind spots that hide 

organizational weaknesses and barriers to progress and creative development. The solution to 

these problems requires a thorough strategy that emphasizes cultural change and leadership 

dedication while implementing clear reporting systems that avoid punishment (O'Dowd, 

2013). 

Research indicates that positive error management environments yield exceptional safety 

performance; however, negative views about mistakes can hinder open discussion and formal 

incident reporting (Krauss & Casey, 2014). Building a strong safety culture requires effective 

teamwork and strong communication abilities. Organizations build continuous improvement 

cultures and shared safety accountability through open communication encouragement and by 

supplying employees with necessary reporting resources and rewards for their reporting 

behavior (Perkinson, 2018). 

Building a strong safety culture requires effective communication and Recognition alongside 

organizational factors, according to Williamsen (2021). Organizations can establish a shared 

safety responsibility alongside continuous improvement by promoting open communication, 

providing necessary reporting resources, and rewarding employees who report safety issues. 

To build transparency and accountability, organizations must recognize the importance of 

incident reporting. Organizations need to establish secure reporting channels that protect 

against retaliation and develop systems to conduct comprehensive investigations and resolve 

reported problems. A blame-free culture enables employees to report incidents without fear 
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of punishment, promoting organizational learning and improvement. A protective safety 

culture emerges when organizations prioritize incident reporting and take proactive measures 

to address safety concerns. 

Recommendations for Improvement 

Organizations need to adopt a comprehensive strategy to develop a safety culture while 

promoting incident reporting in developing countries. A fundamental approach to safety 

culture begins by fostering deep ownership and accountability for safety across every 

organizational level, from top management to frontline employees (Tabibzadeh & Meshkati, 

2015). Employees should have the ability to report safety problems without fear of 

retaliation, while organizations must ensure the swift resolution of these issues (Fukami et al., 

2020). Companies must develop safety education and training initiatives to provide 

employees with the essential knowledge and skills to identify workplace hazards and adhere 

to safety protocols (Luther & Johnson, 2008). Safety training investments enable 

organizations to adopt proactive safety measures, thereby reducing accident rates and 

injuries. Management practices that build constructive company cultures and establish safety-

supportive communication policies lead to improved communication satisfaction, as stated by 

Silla et al. (2017). To cultivate continuous improvement, organizations must regularly 

monitor safety performance, learn from incidents, and implement improvements to safety 

procedures. Effective communication strategies must be implemented to reinforce safety 

culture and encourage incident reporting. Effective safety culture requires open 

communication channels between employees and management, as well as the provision of 

immediate feedback on reported incidents and the promotion of a culture that fosters safety 

knowledge sharing. Creating a nonpunitive system for reporting incidents strengthens the 

safety culture by allowing workers to report incidents and near misses without fear of 

punishment. An organization that promotes openness and transparency can learn from errors 

and establish measures to prevent future occurrences. Staff participation in safety decision-

making processes strengthens the safety culture and reduces the occurrence of accidents, 

according to Berglund et al. (2023). Healthcare executives need to establish a safety culture 

that emphasizes both trust and justice, allowing employees to speak freely about their 

mistakes without fear of punishment (Albaalharith & A’aqoulah, 2023). Safety 

communication plays a vital role in maintaining effective organizational safety management 

to prevent disasters; however, failures in this communication system can lead to catastrophic 

consequences (Saleem & Malik, 2022). Organizations can enhance their safety performance 

and minimize workplace risks by adopting these strategies, thereby establishing a culture of 

safety excellence. 

Effective communication strategies play a crucial role in fostering a safety culture and 

promoting incident reporting, as noted by Karanikas et al. (2017) and Louvar (2013). 

Organizations need to establish continuous communication between employees and 

management, promoting knowledge exchange about safety procedures and delivering 

immediate feedback on reports of incidents, as Silla et al. (2017) state. Enhancing safety 

culture requires the establishment of a reporting system that allows workers to report 

incidents and near misses without facing punishment (Aljaffary et al., 2022; Page, 2004). 

Openness and transparency enable organizations to learn from past mistakes and establish 

preventive measures to avoid future incidents (Moureaud et al., 2020; ―The Essential Role of 

Leadership in Developing a Safety Culture.,‖ 2017). 

When organizations promote transparent communication and provide employees with the 

proper tools to report safety issues while also rewarding such behavior, they achieve better 
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safety performance. Organizations need to fund safety training and education programs to 

equip employees with the necessary knowledge and skills for recognizing hazards and 

implementing safety procedures. These strategies enable organizations to enhance safety 

performance while reducing workplace risks and developing a culture of safety excellence. 

According to Vecchio (2007), organizations require effective communication mechanisms to 

involve staff in safety activities and obtain their support, which helps sustain a positive safety 

culture. 

Businesses are coming to understand that enhancing safety culture ranks among the highest 

strategic priorities because it influences organizational reputation, production levels, and 

financial success (Azmi et al., 2014). By allocating resources to safety training and education 

programs, organizations can advance proactive safety measures that help reduce accidents 

and injuries (Mixafenti et al., 2025). Both management and employees must take active roles 

in cultivating a company's safety culture. Leaders need to promote safety values through one-

way communication and establish feedback channels with subordinates to foster 

organizational and patient safety, according to Mattson et al. (2015). Leaders who establish 

feedback channels maintain awareness of workplace improvement opportunities and 

challenges, enabling them to address issues effectively. 

 

 

Discussion 

Understanding the complexity of safety culture requires recognizing its fundamental 

relationship with safety management systems (Hoffmann et al., 2024). Safety culture 

represents the collective beliefs, attitudes, values, and behaviors displayed through safety-

related actions (Rahman et al., 2021). Organizational cultures develop through members 

confronting common challenges and agreeing on conduct standards, but power dynamics and 

conflicting interests often prevent consensus formation (Choudhry et al., 2006). In a 

generative safety culture, organizations must go beyond event responses to proactively 

anticipate and prevent incidents through committed continuous learning and improvement 

efforts (Bautista-Bernal et al., 2023). According to Al-Kudmani (2008), the development of a 

good safety culture requires employees to report safety hazards and incidents actively. The 

development of a reporting culture depends on building trust between employees and 

management while ensuring everyone understands the importance of reporting incidents and 

removing barriers to reporting (Shostek, 2007). Establishing open communication channels 

and nonpunitive reporting systems, along with a visible management commitment to safety, 

serves as the foundation for building a strong reporting culture. Regular assessment and 

enhancement of safety culture help to pinpoint development needs and monitor the 

effectiveness of safety programs. Companies can evaluate their safety culture by conducting 

employee surveys, safety audits, and making observations. Safety professionals must deliver 

to management the necessary knowledge and research on leading indicators to foster stronger 

awareness and organizational support for safety participation (Costin et al., 2019). A strong 

safety culture fosters ethical behavior and open communication, promoting a safety 

commitment throughout every organizational level. Leaders need to establish a safety culture 

by prioritizing safety in their vision, supporting psychological safety, and conducting 

medication error reviews that reinforce this Culture (Moureaud et al., 2020). Leaders play a 

crucial role in crafting a secure organizational environment through active stakeholder 

participation. The development of leaders plays a vital role in establishing organizational 
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cultures where patient-centered care principles are understood throughout all levels (Zhang & 

Lu, 2018). 

The implementation of collective leadership within healthcare settings enhances safety 

culture through frontline worker engagement in safety improvement processes and 

accountability for learning from mistakes and near misses (Gibson et al., 2017). Nurse leaders 

play a crucial role in shaping patient safety programs by establishing visible procedures and 

nonpunitive reporting methods (Wakefield, 2008). The term safety culture describes how 

beliefs, attitudes, values, and behaviors associated with safety are exhibited. Organizational 

cultures form through shared experiences of challenges that lead members to adopt standard 

conduct practices; however, power dynamics and differing interests can obstruct agreement. 

Healthcare organizations now recognize the importance of creating a culture focused on 

safety to improve treatment standards continually (Zabin et al., 2023). Patient safety 

management sees growing government involvement and intervention worldwide, according 

to Alotaibi and colleagues (2020). The concept of safety culture extends beyond formal rules 

and processes to include collective attitudes and behaviors that value safety at all 

organizational levels (Tran et al., 2021). Organizations must prioritize patient safety at the 

forefront of their mission, regularly evaluating both their safety culture achievements and 

setbacks (Muls et al., 2015). Healthcare organizations prioritize improving patient safety 

culture measurement and development to enhance patient outcomes independently of their 

financial status (Titi et al., 2021). Healthcare leadership must take the lead in promoting 

safety while fostering a blame-free atmosphere and encouraging open dialogue to cultivate a 

culture of safety. 

Research is needed to investigate the hidden processes by which safety culture impacts 

incident reporting among healthcare workers in developing countries, as current studies have 

not adequately examined how these workers develop and communicate their perceptions of 

safety culture (Weaver et al., 2013). 

Businesses seeking to cultivate a safety culture must establish clear safety rules, provide 

comprehensive training, and foster open and transparent communication. A safe work 

environment allows businesses to reduce accident rates while simultaneously enhancing 

employee morale and increasing productivity levels. When businesses prioritize a safety 

culture, they enhance worker wellbeing and ensure their organization's future success. 

Building trust and creating awareness about the importance of reporting while eliminating 

obstacles to reporting are essential requirements to promote the reporting of safety hazards 

and incidents, which form the foundation of a positive safety culture. (Xing-xing et al., 2017). 

Visible management commitment to safety, alongside open communication channels and 

nonpunitive reporting systems, forms the foundation for establishing a reporting culture. 

Companies need to integrate safety as a core value into their organizational structure rather 

than treating it merely as a collection of rules and regulations (Alsobou et al., 2025). 

Organizations can evaluate safety culture through employee surveys, safety audits, and 

observational assessments. Safety professionals need to deliver research-based knowledge 

about leading indicators to management, enabling them to generate organization-wide 

awareness and support for safety participation. 

A strong safety culture within an organization fosters ethical behavior and open dialogue 

while ensuring that safety remains a priority across all organizational levels. Leaders need to 

develop a culture of safety by establishing safety as a core priority within their vision and 

promoting psychological safety while conducting medication error reviews to strengthen this 

safe environment. Leaders play a critical role in creating a safe culture by motivating all 
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stakeholders to participate actively. The development of leaders plays a crucial role in 

fostering an organizational culture that promotes patient-centered care principles throughout 

the organization (Maamoun, 2009). 

Healthcare collective leadership enhances safety culture by involving frontline workers in 

safety enhancement initiatives and learning from mistakes and close calls. Nurse leaders can 

influence patient safety programs to guarantee transparent reporting procedures and eliminate 

punitive measures. Safety culture encompasses the amalgamation of beliefs, attitudes, values, 

and behaviors that manifest in safety-related contexts. Organizational cultures evolve through 

shared experiences and conduct understanding among members, but power dynamics and 

conflicting interests can prevent agreement. 

Healthcare organizations recognize the need to cultivate a culture of safety, enabling them to 

improve treatment standards continually. Patient safety management now sees more active 

participation and control from government entities worldwide. A safety culture includes both 

written policies and procedures and the collective attitudes and values that prioritize safety 

throughout every level of an organization. Healthcare organizations should prioritize patient 

safety as an integral part of their mission and systematically assess their safety culture by 

examining both successful and unsuccessful practices. Healthcare organizations are now 

placing greater importance on evaluating and enhancing their patient safety culture as a 

means to improve patient outcomes, regardless of their financial circumstances (Hazazi & 

Qattan, 2020; Jafarpanah & Rezaei, 2020). Leadership in healthcare organizations must 

promote safety as essential and foster a blame-free atmosphere while supporting transparent 

communication to create a safety-focused culture (Mohr et al., 2002; Thompson, 2011). 

A research gap remains in understanding how healthcare workers develop their perceptions of 

safety culture and share these perceptions. Therefore, future studies should identify the 

mechanisms that drive the impact of safety culture on incident reporting in developing 

countries. 
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