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ABSTRACT

Introduction: This paper takes a detailed look at safety culture, different roles, and powers shared by managers,
lessons from which can be applied in any form of management. It also focuses on the job of managers in enhancing
safety standards in a health institution. The objective of this paper was to examine the managers’ perception of
patient safety culture. Methods: This study followed a quantitative cross-sectional design. The research procedure
involved all middle-level managers in Aseer Central Hospital in Abha, Saudi Arabia (N ¼ 52). To assess the status of
patient safety culture and the role of healthcare managers in the field study, the researchers constructed a study
questionnaire; it included questions adapted and modified from the Safety Attitudes Questionnaire, the Hospital
Survey on Patient Safety Culture questionnaire, the 10 Mintzberg managerial roles and the six types of power for
healthcare managers. Results: Most participants were Saudi nationals (73.1%) aged 31 to 40 years (44.2%). The
managerial role practiced frequently was leadership (85%), but the least managerial role was the figurehead (23%).
Mangers held positive attitudes toward patient safety culture with 100% positive replies. No significant association
was found between sex, nationality, years of experience, and professions concerning patient safety. Additionally, the
results indicated that most managers were willing to uphold a safe environment for their patients and ready to involve
employees in decision-making strategies to motivate them. Conclusion: The managerial choices in Aseer Central
Hospital are based on the culture and tradition of the community, which might negatively undermine the capability
of other individuals handling the same office based on their educational backgrounds and competency. Such
situations also may demoralize the employees, leading to poor employee performance Suboptimal achievement was
exhibited primarily by middle-level healthcare managers of all six power types: resource allocator, negotiator, liaison,
spokesperson, figurehead, and entrepreneur. Therefore, there is a pressing need to improve managers’ attitudes toward
patient safety and activate managerial roles to ensure patients’ safety is practiced unequivocally.

Keywords: patient safety, healthcare managers, safety attitudes questionnaire, hospital survey on patient safety culture
questionnaire, Mintzberg managerial roles, power for healthcare managers

INTRODUCTION

There is no doubt that healthcare managers can
directly affect the quality of healthcare services and
patients’ safety. Managers in healthcare are both morally
and legally responsible to provide high-quality care and
ensure patients’ safety.[1,2] As leaders, their responsibili-
ties are to create new policies, update old ones, and make
important decisions on a daily basis. Part of manage-
ment’s task is to create a supportive work environment
that enables subordinates to give patients the best care
possible.[3]

The idea of patient safety goes back to ancient Greece
when Hippocrates laid down the rule, ‘‘Above all, do no
harm.’’[4] An increase in legal proceedings against both
doctors and hospitals ensures that management can
scrutinize and deal with any report of medical error,
negligence, or defect in procedures that may cause harm
to patients. Research shows that most adverse hospital
incidents are preventable, and some are due to manage-
ment-related factors. There is a definite link between
patient safety and management quality.[5,6] Management
is one of the most important reasons for an organiza-
tion’s progress or retrogress.[7]
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Patient safety can be affected by several factors,
including misdiagnosis, errors in prescription or admin-
istration of medications, adverse side effects of medica-
tions, and others. One of the major contributors to
unsafe patient care is the shortfall of healthcare workers.
It was estimated that there was a shortage of approxi-
mately 2.4 million healthcare providers worldwide,
resulting in a disproportionate patient–caregiver ratio.[8]

Work overload is associated with stress, burnout, and
chances of errors in patient care, which can otherwise be
prevented. Furthermore, lack of communication within
and between departments in healthcare organizations
has been identified as the single largest contributor to
unsafe care in developed countries, such as the United
States. In addition, several studies focused on Saudi
Arabian healthcare have also identified lapses in com-
munication within the assessed organizations indicating
this issue is not limited to developed nations.[9–11] All the
abovementioned factors can adversely influence pa-
tients’ safety, yet managers and leaders endure huge
obstacles in overcoming these issues.

Interest in patient safety culture in Saudi Arabia and
other Arab countries began in 2007 with the encourage-
ment of the WHO (World Health Organization) and the
World Alliance for Patient Safety. An initial assessment
by the WHO that assessed one randomly selected
hospital from each of seven Arabian countries found all
hospitals severely lacking in good leadership and
management, which are key areas that influence patient
safety culture.[12] Since then, there has been a joint effort
from the healthcare industry to evaluate and examine
existing safety standards and generate strategies to
improve the quality of care and patient safety.

Studies have shown that the perceptions of healthcare
professionals in Saudi Arabia regarding patient safety
have not changed significantly over the last two decades.
The consistently low scores for the ‘‘nonpunitive
response to error’’ theme of the Hospital Survey on
Patient Safety Culture (HSOPSC) suggest that blame
culture is quite prominent among healthcare facilities.
While medical errors continue to occur, healthcare
employees are hesitant to report them because they fear
blame or retribution. In addition, while teamwork
appears to be perceived as important for patient safety,
there is still a need for improvement in communication
between departments. Open communication and effec-
tive teamwork between departments are required for
smooth operations in the healthcare facility and to
enable the best possible care for the patient. Further-
more, from an organizational standpoint, providing an
effective support system for healthcare providers (espe-
cially recognizing stress and burnout) could further
improve patient safety.[3,10,13–16]

The Saudi Patient Safety Center (SPSC) was established
in 2017 to improve patient safety standards in hospitals
and other healthcare facilities in Saudi Arabia. The SPSC
aims to improve patient safety by preventing medical
errors and increasing efficiency and patient satisfaction.

The SPSC also serves as a hub for theoretical and practical
research studies about patient safety, which shall be
published in periodicals and scientific journals.[17]

The SPSC’s purpose is to increase public awareness
regarding safety and the preventability of medical errors
and to create a national registry to document medical
errors, as and when they happen, both in private and
governmental healthcare organizations.[18] In addition,
the SPSC is committed to participating in national and
international forums to exchange information regarding
the causes of medical errors and strategies for improving
patient safety. The center coordinates with the Saudi
Central Board for Accreditation of Healthcare Institu-
tions and the Saudi Commission for Health Specialties;
this coordination enables establishing standardized
healthcare practices throughout the country that also
meet current safety requirements by these agencies.[17]

The Saudi Arabia: A 2030 Vision Initiative was also
established in 2017; it had similar patient safety goals
but explicitly addressed pharmaceuticals and pharmaco-
vigilance. The initiative was a step toward clarity in the
procurement and prescription of pharmaceuticals
among patients in the country. It also increased
awareness among the healthcare sector and the public
regarding the dangerous consequences of wrong medi-
cations and prescription errors. Continued efforts in
these directions would go a long way in ensuring the best
quality of care for patients in Saudi Arabia.[19]

In this study, a structural analysis was conducted to
broaden our understanding of the patient safety culture
shared by directors and managers in Aseer Central
Hospital (ACH). Research outcomes in this area can be
used to influence policies and procedures in medicine
and patient safety. Ultimately, all these efforts can lead to
developing best practice strategies in healthcare facilities
focusing on patient safety. Therefore, this study seeks to
answer several questions that can help hospital manag-
ers more effectively improve patient safety and quality
care provided in the hospital. This study also aimed to
identify factors considered by managers that pertain to a
patient safety culture that may help improve patient
safety practices specifically at the ACH.

METHODS

Study Design
A cross-sectional design used to survey healthcare

managers working at the ACH in Abha, located in the
southwest of the Kingdom of Saudi Arabia. The ACH is a
central hospital with a bed capacity of 450 beds and is a
referral hospital for almost all peripheral hospitals and
primary healthcare centers in the southern region of
Saudi Arabia. A paper-based questionnaire was distribut-
ed to all middle-level healthcare managers (N¼52) in the
ACH in various departments at the ACH. The response
rate was 100%.All questionnaires were obtained and
analyzed in 2019.
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Ethical approval for this study was obtained from the
King Khalid University Research Ethics Committee
(approval No. REC 2017-05-14), and written informed
consent was obtained from all participants before study
participation.

Measurement Tools
The required information was searched using scientific

libraries and databases regarding patient safety culture.
To assess the current status of patient safety culture and
the role of healthcare managers in the field study, the
researchers constructed a study questionnaire, which
included questions adapted and modified from the
Safety Attitudes Questionnaire (SAQ)[20] and the
HSOPSC questionnaire[21] in addition to the 10 Min-
tzberg managerial roles[22] and the six types of power for
healthcare managers.[23] The SAQ identifies areas with
poor patient care and can motivate healthcare managers
to implement quality improvement strategies, whereby
the risk of adverse events may be reduced.[20]

The HSOPSC was developed by the United States
Agency for Healthcare Research and Quality (AHRQ) to
assess patient safety culture in the hospitals with a great
focus on the management role. The tool focuses solely
on patient safety and the procedures followed by
managers. The HSOPSC was applied to assess the
healthcare workers’ perceptions regarding the reporting
of events (such as adverse events, errors), event reporting
responsibility and frequency, reasons for not reporting
events, communication, and nonpunitive responses to
errors. It also assessed patient safety, including supervisor
expectations, actions promoting patient safety, organi-
zational learning, compliance with rules, teamwork,
communication, overall perceptions of patient safety,
and interpersonal relationships among healthcare per-
sonnel.[21]

The 10 Mintzberg managerial roles include the
following three basic dimensions: the key part of the
organization, the prime coordinating mechanism, and
the type of decentralization used. Using these three basic
dimensions, Mintzberg suggested that the strategy an
organization adopts and the extent to which it practices
that strategy results in the following five structural
configurations: simple structure, machine bureaucracy,
professional bureaucracy, divisionalized form, and ad-
hocracy.[22] For assessing participants’ managerial roles,
we assumed a cutoff of 50%, above which participants
would be optimally fulfilled their managerial roles.

Our study questionnaire also included the six types of
power for healthcare managers. The strategies are
essential for comprehending the management influence
on the employees and organization in general. Such
bases of power should play an influential role in
maintaining patient safety in a health institution.[23]

The study questionnaire had four sections. The first
section (A) asked some introductory questions (demo-
graphics) about sex, age, nationality, current job, and
experience of the healthcare managers. The second

section (B) was related to self-perceived patient safety
culture of the healthcare managers from both HSOPSC
(10 questions) and SAQ questionnaires (2 questions).
The third section (C) asked healthcare managers about
the 10 Mintzberg quality and patient safety managerial
roles. Each role had three questions (three items per work
role construct). The fourth section (D) examined the six
types of power for healthcare managers. Each power had
three questions (three items per power base construct).
The present study combined an Arabic translation of

the questionnaire with an English version. Every item
could be seen in Arabic and English, and participants
had the choice to use their preferred language. The
internal consistency of the study questionnaire was high
(Cronbach a coefficient¼ 0.82). The average duration of
data collection was 15 minutes.

Statistical Analysis
Characteristics of the participants are described using

numbers and percentages. Cronbach a was used to
measure the internal consistency of the different sections
of the questionnaire. The percentage of engagement in
different managerial roles in daily and weekly frequency
was calculated for every question and every managerial
role in section C of the questionnaire. The percentage of
positive replies for each question and each type of power
was done for section D by summing the agree and strongly
agree responses. Patient safety culture and attitude
among participants were assessed using the results of
section B of the questionnaire, and each participant was
given a score of 100 based on their answers, taking into
consideration the reversed scoring of some questions.
Patient safety culture scores were summarized as mean
and SD.
The difference in safety culture score between males

and females and between Saudis and non-Saudis was
tested using an independent t test. The differences
among different qualifications and different processions
were tested using one-way ANOVA. The association
between the achieved scores, age groups of participants,
and years of experience in the facility and the profession
was done using the Spearman correlation. With consid-
eration of the sample size, power of the statistical test,
and expected losses from type I and II errors, all
statistical tests were conducted at a significance level of
0.05 using the Statistical Package for Social Sciences (IBM
SPSS Statistics for Windows, version 23.0. Armonk, NY).

RESULTS

A total of 52 middle-level hospital managers partici-
pated in this study. Most of the participants were males
and Saudi nationals. Most active-duty managers in the
ACH were aged 31 to 40 years, with a minority of
managers less than 30 or more than 50 years. Table 1
shows more details of study characteristics.
The educational level of the participants varied among

graduate (35%), postgraduate (23%), and professional
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(42%) qualifications. The highest percentage of partici-
pants were from a nursing background (58%), followed
by physicians (31%), and the rest were technicians and
other backgrounds. The most frequent years of experi-
ence were between 6 and 10 years in the facility (46%)
and the profession (48%).

The time spent on quality and safety activities has
increased compared with 2 years ago, and more manag-
ers are expected to spend more time in the future (Table
2).

Moreover, the assessment of participants’ managerial
roles and activities regarding the safety of patients was
done according to the Mintzberg managerial roles with a
cutoff of 50%. Table 3 shows that participants who
exhibited optimal control were primarily disturbance
handlers (69%), disseminator (62%), monitor (64%), or
leader (85%). On the other hand, those who subopti-
mally fulfilled their managerial roles included a resource
allocator (36%), a negotiator (49%), liaison (43%),
spokesperson (27%), figurehead (23%), or entrepreneur
(39%).

The power that healthcare managers have in quality
and safety are measured using French & Raven’s
framework of power bases to categorize types of
power.[20] The highest category to receive positive replies

was information power, followed by reward and referent
powers. Moreover, the power that received the least
number of positive responses was coercive. This infor-
mation is shown in Figure 1. The study also evaluated
patient safety culture and attitudes among managers.
Three questions received 100% positive replies as
follows: patient safety is a top priority, work climate
promotes patient safety, and managers say positive
words when they see a job done according to established
patient safety procedures. The question that received the
least positive answers concerned patient safety problems
that had not been dealt with (17%). Details regarding the
questions and their answers are shown in Tables 3 and 4.
Patient safety culture and attitude among participants

were assessed, and each participant was given a score of
100 based on their answers. The minimum score
achieved was 65, the maximum was 95, and the mean
(SD) score was 81(8).
The association between patient safety scores and

multiple characteristics of participants was tested using
the appropriate statistical tests, but no significant
association was found. The difference in score between
males and females and between Saudis and non-Saudis
was tested using an independent t test. The difference
among different qualifications and different processions
was tested using one-way ANOVA. The association
between the achieved scores, age groups of participants,
and years of experience in the facility and the profession
were done using the Spearman correlation. None of the
above variables showed any statistically significant
association with the safety culture score.

DISCUSSION

This study was designed to answer questions about the
views and activities of hospital managers regarding
patient safety and quality care provided in the hospital.
Factors considered by managers at ACH that pertain to a
patient safety culture were explored, which may help
improve patient safety practices.

Table 1. Participant characteristics

Characteristics of Participants N %

Sex
Male 29 55.8
Female 23 44.2

Age group, y
� 30 8 15.4
31–40 23 44.2
41–50 15 28.8
51–60 4 7.7
� 60 2 3.8
Mean 6 SD 38.8 6 12.9

Nationality
Saudi 38 73.1
Non-Saudi 14 26.9

Qualification
Undergraduate 18 34.6
Postgraduate 12 23.1
Professional qualification 22 42.3

Profession
Physician 16 30.8
Nurse 30 57.7
Technician and other 6 11.5

Experience in facility, y
1–5 7 13.5
6–10 24 46.2
11–15 12 23.1
16–20 6 11.5
� 21 3 5.8

Experience in profession, y
1–5 6 11.5
6–10 25 48.1
11–15 8 15.4
16–20 6 11.5
� 21 7 13.5

Table 2. Time spent by healthcare managers on patient safety
and quality

Status
Time Spent on
Patient Safety, % N %

Currently 11–25 3 5.8
26–50 9 17.3
51–90 21 40.4
91–100 19 36.5

2 years prior 11–25 3 5.8
26–50 10 19.2
51–90 24 46.2
91–100 14 26.9
Not applicable 1 1.9

In the next 2 years 11–25 2 3.8
26–50 4 7.7
51–90 19 36.5
91–100 27 51.9
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Table 3. Frequency of healthcare managers’ work activities related to quality and patient safety

Managerial Role Description of Activity

Frequency (%)
% of
ActivitiesNever Quarterly Monthly Weekly Daily

Disturbance handler I take remedial actions when I am faced with critical, unanticipated

patient safety issues.

2 2 6 8 34 81

I take remedial actions when unanticipated work pressures are too

large not to be faced.

4 4 10 12 22 65

I take remedial actions for managing operational failures/adverse

events.

4 1 14 15 18 63

Total, % 6 4 19 22 47 69
Disseminator I make sure that colleagues are kept up to date with information to

enable them to deal with patient safety issues.

0 4 11 6 31 71

I share communications from patients regarding complaints or

adverse incidents with the relevant people.

6 2 9 12 23 67

I share accrued figures in regard to safety and quality with staff. 5 10 13 8 16 46

Total, % 7 10 21 17 45 62
Monitor I conduct investigations into any adverse incidents. 6 0 7 11 28 75

I investigate the best ways to learn about patient safety and quality

procedures.

3 7 10 16 16 62

I oversee safety and quality targets, for example, the targets for

waiting times.

2 8 14 10 18 54

Total, % 7 10 20 24 40 64
Leader I involve colleagues in activities for improving quality. 0 0 5 13 34 90

I interact with staff for developing their professional duties and

activities regarding patient safety.

0 2 10 13 27 77

I promote teamwork for improving safety and quality. 0 1 5 8 38 88

Total, % 0 2 13 22 63 85
Resource allocator I approve purchases which will maintain safety and quality in my

department.

5 13 7 5 22 52

I acquire equipment which will bring improvements to procedural

quality or safety.

13 11 13 7 8 29

I deal with issues regarding capacity (for example cancelling or

booking beds, staff, theatres, or clinics).

8 12 17 9 6 29

Total, % 17 23 24 13 23 36
Negotiator I lead negotiations with colleagues on issues affecting quality and

patient safety.

2 0 12 12 26 73

I lead negotiations with colleagues who have agreed on issues of

patient safety.

5 10 16 10 11 40

I solve issues regarding patient safety which occur within other

units.

17 8 10 4 13 33

Total, % 15 12 24 17 32 49
Liaison I sustain information sources and networks of contacts outside of

the department which facilitate safety and quality.

2 8 7 10 25 67

I go to meetings with other department managers to discuss safety

performance and quality.

1 9 29 8 5 25

I communicate safety-related and quality information between

external bodies and my department.

16 6 12 11 7 35

Total, % 12 15 31 19 24 43
Spokesperson I communicate safety and quality issues with others outside of my

hospital.

20 5 13 4 10 27

I communicate information with others outside of my hospital in

regard to quality targets.

23 8 8 7 6 25

I represent the achievements of quality and safety to outside

groups.

15 9 12 5 11 31

Total, % 37 14 21 10 17 27
Figurehead I use my roles as an organizational representative to escort safety

assessors and external quality.

27 7 5 3 10 25

I conduct routine tasks, such as meeting guests that are inspecting

or helping with safety and quality issues.

5 10 23 5 9 27

I partake in various external safety and quality events on my

department’s behalf.

16 12 16 1 7 15

Total, % 31 19 28 6 17 23
Entrepreneur I am involved in designing and improving service processes (for

example, changing care pathway steps).

8 12 19 4 9 25

I compose standard operating procedures for improving care

quality and patient safety.

2 10 16 8 16 46

I look at external and internal environments to find innovations

which can improve my service.

11 7 11 6 17 44

Total, % 13 19 29 12 27 39
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Our study results describe numerous management
strategies that different healthcare institutions can
implement. The results show that culture is imperative
in shaping organizational management and leadership.
Another essential factor to consider is the effect of age on
effective management. Based on the results, the highest
number of managers participating the research exercise
was between 31 and 40 years old.

Most organizations believe that a leader’s age is critical
in promoting performance and effectiveness. Although
most institutions believe that an older manager prevents
the level of productivity or a younger manager lacks
relevant management skills and experience, it is essential

to understand the leader’s management background and
level of training and professionalism. However, a
manager’s performance has no connection with the age
group. One study indicated that negative perception
played a significant role in having a negative attitude
toward a specific age group and their ability to lead the
organization effectively.[24]

Another study that examined the relationship be-
tween age and effective management found that profes-
sionalism among leaders is not dependent on age but on
the level of training.[25] For that reason, it would be
difficult to judge managers who cannot maintain patient
safety based on their age. However, the experience level
is imperative in improving service delivery in healthcare
institutions, as far as introducing safety standards for
employees and patients.
Education is another essential factor to consider when

checking on management performance and service
delivery. Study results show that the highest percentage
of managers had professional qualifications. Professional-
ism is crucial in making effective decisions to introduce
changes within healthcare institutions.[26] When teaching
strategies to improve safety within a healthcare institu-
tion, it is necessary to have critical decision-making ability
and high expertise. Decision-makers acquire such capa-
bilities and traits through advanced education and
training. Management education plays an essential role
in providing remedies to management problems.[27]

Figure 1. Percentage of positive replies for each type of managerial
power.

Table 4. Patient safety attitudes and actions

Dimension Question

Responses (%)
Positive
Replies (%)SD D N A SA

Hospital management support for
patient safety

I usually be involved in the safety of patients
subsequent only to incidents occurring.*

20 14 9 3 6 65

My activities demonstrate that the safety of patients is
my primary concern.

0 0 0 4 48 100

In the hospital I promote the safety of patients through
the working climate.

0 0 0 8 44 100

Manager expectations and actions
promoting safety

I give praise when a task is performed well in
accordance with patient safety procedural
conventions.

0 0 0 13 39 100

When there is an increase in pressure, I want colleagues
to get the job done, even though this may involve
taking a shortcut.*

9 11 7 13 12 38

I give serious consideration to suggestions from
colleagues for improvements to the safety of patients.

0 0 1 13 38 98

I am aware of issues with patient safety that have not
yet been dealt with.*

0 9 11 16 16 17

Managers’ safety attitudes I provide support to colleagues’ efforts in maintaining
patient safety standards.

0 2 2 13 35 92

I do not consciously put patient safety at risk. 10 3 0 6 33 75
Impact My working procedures occasionally adversely affect

patient safety and quality.*
29 9 5 7 2 73

Target There are times when patient safety has been put at risk
to ensure that other targets are achieved.*

31 1 8 9 3 62

Line management My line manager offers a working environment which
facilitates the promotion of patient safety.

3 0 6 28 15 83

*Reverse-type questions.
SD: strongly disagree; D: disagree; N: neither agree nor disagree; A: agree; SA: strongly agree.
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Furthermore, Rausch et al[28] indicated that manage-
ment education improves the level of discipline and
ethics among managers, which is useful in providing
figurehead managers. Management education is essential
in promoting effective communication, adapting to the
competitive environment, and developing skills.[28]

For that reason, when maintaining patients’ safety
within the health institution, it is necessary to use
managers and administrators with relevant training and
a high level of education. Educational background might
be critical in determining a manager’s expertise and
capability of handling organizational management activ-
ities.[29]

Most managers who participated in the research
(57.7%) had a nursing background, and approximately
one-third (30.8%) were physicians. With such experi-
ence, managers can understand areas that require
improvement as far as patient safety is concerned. We
assume it is not optimal to hire a manager who does not
have a background in healthcare (e.g., accounting) to
handle matters related to healthcare and patients’ safety.

The experience level plays a vital role in boosting a
manager’s performance. Our data showed that most
managers who participated in the research process had
more than 6 years of experience in their professions and
in the organizations they manage. Such a background is
essential because the managers have all the information
related to their field.[30] This makes the decision-making
process more manageable to provide quality services to
the patients. For doctors to enhance safety health
facilities, they require an in-depth understanding of all
procedures undertaken in different treatment proce-
dures. Managers can analyze the risks involved in the
methods and continuously learn how to take necessary
steps for prevention and improvement.[31]

Moreover, experience based on the years the manager
has served is also relevant in boosting patient safety.
When a manager offers their services for a long time,
they understand the dynamics of procedures undertaken
in the institution. In addition, the manager can study
and know the character and competency of each
employee and the institution’s overall ability to be
competitive in providing quality services. However, most
managers have not exceeded 10 years of service in their
respective institutions. Managers who have been in their
position for more than 10 years might develop favorit-
ism towards junior officers at work, which may lead to
safety concerns due to a lack of patient supervision.[32]

Healthcare practitioners, particularly managers and
supervisors, provide different managerial roles in their
respective institutions. The results from Kumar[22] show
that participants were essential in understanding the
management’s priority in enhancing patient safety. The
findings indicate that most managers frequently used
leadership roles to ensure that patients visit safe health
centers. Leadership roles ensure that the manager works
effectively with subordinates to provide a safe patient
environment. Therefore, most managers focus on rela-

tionship building with the management team and
employees. They have realized that with team spirit,
the job will be accomplished effectively and meet high
safety standards.[22]

Healthcare institutions, like any other businesses, face
various risks. Some significant threats include inflation,
increased interest rates, and security risks. Managers must
be able to handle such situations and return the organiza-
tion to effective and sustainable operations. Therefore, risk
management has become one of the primary causes of
concern for most administrators. Based on the results
obtained from the managers, 70% of them considered
handling risks as one of their typical daily routines. Safety
in hospitals and health institutions is paramount because
most patients are in a vulnerable condition, where people
around might take advantage of them. Figurehead and
spokesperson roleswere the least used in the health centers
because most of the work had been done in the leadership
role. Health center managers concentrate on an issue that
emphasizes effective service delivery and high safety and
hospitality for their patients.[2]

The use of power by managers is essential in ensuring
that all organizational activities are running smoothly.
The research results fromWeisfeld[23] show that managers
use different types of controls to manage their institu-
tions. However, the findings have indicated that some
powers are more prevalent than others. For example, the
results showed that while most managers prefer using
information power, coercive power was favored the least.
Information is one of the critical elements for a successful
manager. Using information power, most managers must
undertake intensive research before making significant
decisions within their jurisdiction. By using information
power, most managers are not only able to make effective
decisions but also keep updated. They can analyze the
organization’s key strengths and weaknesses compared
with its competitors in the market.[23]

In the current study, the relationship between safety
culture and the attitude of managers in healthcare is the
primary research focus. Based on our study’s findings,
most of the respondents agreed that safety was imper-
ative for patients and people working in a shared
environment. More than 98% of respondents indicated
their interest in upholding safety measures as part of
organizational culture. On the other hand, there was a
mixed reaction whether shortcuts should be part of
handling emergencies as far as patient safety is con-
cerned. By upholding such a strategy, doctors and other
health professionals are prone to make mistakes that
might be costly to patients’ lives. These findings are
consistent with the those from similar research that
showed patient satisfaction should be paramount and of
great concern to administrators in a healthcare institu-
tion. Most hospitals suffer from a lack of interest in
patients’ concerns and lack of following proper proce-
dures. The study from Hertel et al[33] showed that
employee motivation through engaging them in critical
decision-making procedures was vital in improving the
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quality of service and avoiding situations that might
jeopardize patient safety.

Recommendations
To handle management activities, it is important to

choose the right person for the right position. Manage-
rial jobs should not be based on racial or cultural values
but on the level of experience and professionalism.
Another necessary recommendation for enhancing safe-
ty standards in an organization from a management
point of view is having mixed age groups in different
managerial positions. Hiring older managers (aged 45 to
60) is important because they act as role models and
sources of guidance for the upcoming leaders. Addition-
ally, hiring younger managers (aged 31 to 40) can be
useful because they come with fresh knowledge and
updated means of enhancing safety in the health sector.
Compared with older managers, younger managers have
access to a broader range of information and improved
technology, which can be implemented to improve
patient safety.

Before entrusting managers with handling issues
regarding patient safety and general managerial roles, it
is essential to check their educational background. It is
commendable to use managers that fall within organi-
zation’s profession. When seeking managers to handle a
health institution and its safety measures, hiring a
manager with a solid background in health-related
specialties and safety maintenance in health institutions
is necessary. Moreover, health facilities can invest in
ensuring that their managers and employees recognize
potential emergencies and how to handle them effec-
tively.

CONCLUSION

The managerial choices at ACH are based on the
culture and tradition of the community, which might
undermine the capability of other individuals handling
the same responsibilities based on their educational
backgrounds and competency. Those who suboptimally
fulfilled their managerial roles among middle-level
healthcare managers at ACH included being a resource
allocator, a negotiator, a liaison, a spokesperson, a
figurehead, and an entrepreneur.
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