® 7=zt eE x| M19H AM15, 20124 2

J Korean Acad Fundam Nurs Vol.19 No.1, 35—45, February, 2012

SITlOINME| YE 10| B

[ B |

o8 2y W

Al Wgksh=s 7hed o= AlAElR 3ol A
2 AFHI Qlo], B ARAH|AE AF W
A 5] A $ldltharm)ol]l ==FH o] ov AA| =S
AYs7|5 dtHLee, H. Y., 2009). 1999\ m|= =+ o] &+l
Z(Institute of Medicine [IOM], 2000)¢llA] 5+ «“Q17ke- A4
&7 vheoltk ] Qb EAAELS 1FHEY] HEHd(To
err is human: building a safer health system)'&}i= R4 w}
2 v o5 A SuFes APgeh Al upd
44,000~98,000" 2%, o]= Apgaf Aba, e ofo]=RTh
o &she A APgRle] 8915 AHAEIGITE o] QlgH 9
EHLE vFolN= wid 3769E2] H|Eo]
o il 7153t 9siAFA(adverse event)ol] 7|13t
TR 170~2109 ol @ditta Bska Qlk

o] 7% ul=tyl o] =7b 219 ozute WS}

o2 A%t AFRES] e 5A AFI}F gloe ol His)
T 7 AAZE 7] Wiel dsdA AFR olE F4%t
I 3le Aol ukebA] Theksl 7]aellA 20061 HAHA
Fofl A&3 Azol w=w 200093 200539 BEA A
£ vl & o APHE-S A 178, S A
2400, tigteAg sl AIE el A 1787 FUste] WAA L

o

2 ok E SUhe Ao YERATKShin, 2008). ©]g 2
FA] UE-S AunE S@x) ek AR Qs Y
I7F 43.9%E 7P Ewgton, | g AEE de 3 Ata
7} 42.1%, °FF #e] B4 Aol 52% <22 UERgtHKorea
Consumer Agency, 2006). =8t vy A7 #g|eks|o w23
SEluEr Aoz st AMIAE 7t =] ¥ AR
S BEUE 248 B oo & s wedyor FAHM,
ol 2005 vt A AFgAA R 9F HE A,
Aol olo] 49l sgshtty ®Hask vb QItKCho &
Choi, 2007).

o9} o] FApbHALILY] FTR= EAlol| A A

-

{122
ey
i
o
=il
-
fu)
&l'
N
N
>
>{J:1
2
ok
e Tl

"
N
5
rr
ol
&
2
=
2o

& Sung, 2007).

ShE olgfst kAol digt ATl 28T HEe Al
Sulde] digk el E8ta obF kA Suje] W@ W
M= FARFAAIE TS #3, Fuoe 3 18a
o] £33l 912kl 9] o w(Kim, 2005), 23] o5 7|

2= Aol AAthKim, 2009). thA] el ob ghARHIALL

TR0 : |, HAZS, 970l
1) At FAE Y 74
2) AA e FE sk} B (W AIA A} E-mail: jhyang@inje.ac.kr)

Ak 20119 79 139 13 99 20110d 89 269 23k 29 2011 102 99 33} =k 2011 112 22 AAIRPY: 2011 119 62

7|2t EslX 19(1), 20124 2€

35



A vRon wag wE
olzzxe] Fabk AgslelglA Fabrhs Bt AuiHol
gxebaAbaLe] Wby R1e] FAle]7] Krhk=
JexAe] EAE wshs 4-97F o] WrkKim, J. E., et al,
= aldst] flelire grekdAtatel] disl 7l
Fo] A F = skaperdEslo] Ao Folrnrte
Zas, ol sAekdwe BEe A WAl WA ¥ 5
SITHFeng, Acord, Cheng, Zeng, & Song, 2011; Kim, An, &
Yun, 2004). AN WS = SARRPAAILS] Ay
1S Zrop o] Jhdate] AbaLE mdel WA 9%t Ao
T dedh 7]l St ofyet ?_‘%PW% dxshe
S &

o]eo

i
1o
N
o, o
il

Lee, & Oh, 2010). &
obd, 7k Al ©JAL W
shr] A stolopst 21 s
SItKKim, Kang, & Kim, 2007).

AT7A e FARPA Y B AE AFE AEd, @)
PdEste] ek B W QIAZAPE ol 3l e H(Je, 2007;
Kim, 2009; Kim, J. E., et al, 2007), XA F37} A4 $xp
e Ggel ofmgt S vA=A et A= dHF
SAE g 3 A7} &% o]Fo] %S ¥(Choi, Lee,
& Lee, 2010; Nam, 2010; Park, 2008), 3kx}¢] A= E9} 715
A5 AH gaEia s 98l 5 Ak ks
gor g Ay ety I Aot SRS A
F 710 g% o] FoA 7 ke AR} oAl dAFES o
o T A gRel AAY ﬂx}mt:@} 127} 3t
Aie des golebr] 5 ¥ ohe & %Olﬂr =%
T 5] et ZJ% s X}Ola le}%ﬂ °1<>%

)
:Ol:l
jebas
bl
¥2
X
re
4
ol
N

SleiM= 9]5%0_191 el
wE szt %9
Tto] ARgo] FQEtha

wepd
Bl 1EAlSL ALE Yo BALARE Q143 3
Ackeiel B BANS BATIA Bk olefet 2
g ufgoz BAekdne BEo] ANAOR olFod ¢
£ e A w Awshn 7)xAaz
A StA: ek

ATeNE BANE 9 AP AHH0

zraHE

2|
a2 S50 dddS olske Jlow FAAR] Bxe o
I} g,

C O B Re QAT BAerdne B 7o) 4
A viebat

C o] BARbAT BBl R AL e B4
A,

PAPAT HAEAT BT WY Y B
o WA Aa o] 93 FE WS, A, A%AA ¢
T2 vgow @ ByE AEAeln 244 WE dact

(Kizer, 1999). & <AFolx FARBAES = v+
A7l o] 5 #e] FARE A = (Agency for Healthcare Research
and Quality [AHRQ], 2004)°1A] 713k Hospital Survey of
Patient Safety CultureE Kim 5(2004)0] W<kl Je (2007)°]
TRt SR S gk on|sitt

gt Feue B 258 @attLee, G. 0., 2009). &
of| Al AP T EE2 Lee, G. 0. (2009)°] 03_?011/‘1 AHE-
3 S5 EdlE 3k 2010 w=re] 57 #AAMJoint
Commission on Accreditation of Health Organization [JCAHO],
2010), AAIR717]5World Health Organization [WHO], 2009),
57| 7115 Y (Korea Institute for Healthcare Accreditation.
2010) SollA AAG SAbARE] 2F WS Heste] B
ATAF AU ETE AL S %S vk

o °gql

OEO

EAHE AT 9 e
AR, FR, 2AE U EARE
Assembly of the Republic of Korea, 2010),
YN B AEA R} FAFE

=)
St el hEAlE T

2% EXlel g7skd gAk
&3} (The National
2 ATl = A

A4 sk

-

7|2t Es|X 19(1), 2012 28



BAl Ao A 47
= 3}0% 1T 4z olFoi 27

a]oﬂ 71wk oeks n|x|=

G*Power version 3.1.2 (Faul, Erdfelder, Lang, & Buchner, 2007)
olg3tel AL 5
1074 E—l Z7Vé

fogE 05, AA
oﬂ V7R E337] 0.100.% ?SP Tﬂrvﬁl
= a71~ 254 0% ER} B oA

B AL 20109 92958E 109704 AH 719
& B4 clfeld A2 28 9 2 ST
B/\M] s 40 AEE

/‘1’%1]74] 04?«1 E7‘Ur ‘%}‘ﬁ%

lA

Wﬂ Oﬂﬂl*ﬁbﬂﬂl AT
™, 40055 WI¥
91%3ict. 35
2 A9 % 340092
o}‘ﬁﬁ‘r oq;quxu LTTHL HM@OM
e s ey, galsl A7
sk}, e, HISA

O

S

_4

H(OJ S e ! l)i

° W}OPX w3 14
FApb T3}
AHRQ (2004)01]& At

=LE 8RR 19(1),

gk oERIEY A& ZAFeEY] flEl JHE Hospital Survey
of Patient Safety CultureZ Kim 5(2004)0] HQFS}IL Je (2007)
7} 7 Hekst ‘:?LE 2 ATl A ARE-SESITh

AHRQ HEAE & 4/ BFOoR A4 /) gz 8

v 67) s oz oA vk S ek wiE

A 384, AukE A E Hoh 1988, =

A A A BE) A}, WU ebA)a] @ B 71e)

o) 1588, RIS BuAAAREY Ak AlaEa

o] RIE) 10Fe® o] vk 24 &L 153714 5
v

ARETE E55 r]eith

T AlFEE AHRQOIA A GAl dAl AEm
Cronbach's o= 7800131 J™E AFE= 630 ~.840°]AU Tk
B Aol A9l AA| AIZF] X Cronbach's a=_8970]1 9
A B 654 ~.82201 3Tk

uE -

?Loﬂ*i } g T 46w TE VIRE oo B At
20103 JCAHO, WHO, 943711%7 S5 oA AAshH=
sajeld e o] 15 &S A=h

22338kl =779 UlE- BREE A4 AEH AL o)
o] 5 7 7ksAF 27, A e AEVF Y, 18a kS
sk W= 3ollAl WEEFSE #]<(content validity index [CVI])

% /\].%_3].0% gd—g].yﬂ 3].Oﬂr,]. 71— 61—£_0_ 47(4 ;‘d CE A].Q_g].

of Ao F71 9l 4 melo] dadh Byt Ve A
ol el FAH W& Vestes sigleh AEAe e
B w4 A oVl 085l o ® Ur% wgE AR 4
& @k 1270 &l thal RANGE meksle] A At
e A F 0 2FE HAE A8

1
9 AR FYHov 497 225 WA BE

E79] AFEL= Lee, G. 0 (2009) 1-olA] Cronbach's a =
950 °]tk & AFte|Ae] A AlFE Cronbach's o = 976
o1, P AlF T 786 ~.9510]9] )

37



RlE 2

O] AL ttest} ANOVAE
o2 Bl B33

C BARKARS} A3 BT BEC PEE

= Med FAgHeR, duby 54
A2} gAY gl gk 2t
24935131 © ™ Duncan AFF-7HA
&4

A WHoR BAEgla 7}
SAS) JAFTEO] xJo)E= t-test®
FARbAEs A4 SRR

9199

=

Coefficients =

o gAY SRREA ] Hgol JFE v
3171 $13ll Stepwise Multiple Regression ©. %

7ve] geElx 2 |
k] A& HE+= Pearson's

s

Correlation

Table 1. Differences in Perceived Patient Safety Culture and Patient Safety Management Activities by General Characteristics

(N=342)
: L Perceived patient safety culture Patient Safw management
Variables Classification n (%) activities
M (SD) t/F 0 M (SD) t/F 0
R 20~29 227 (66.3) 321 (39) 3.73 (46)
(ygezrs) 30~39 97 284)  3.19 (34) 023 795 377(56) 191 150
over 40 18 (53) 3.4 (.40) 3.97 (.75)
Type of occupation Ezizr 2;3 g:?; ;gz 8;; 895 <001 ;22 Eji; 991 <001
General nurse 230 (90.6) 3.28 (.30) 3.86 (.42)
Nurse Charge nurse < 04 33734 2B 200 e sy 0 001
Position Intern 16 (18.2) 277 (44) 3.39 (.55)
Doctor  Resident 57 (648) 298 (32) 232 105 328 (42) 143 246
Staff physician 15 (17.0)  2.97 (28) 3.50 (.54)
full . less than 1° 71 (20.8) 3.7 (46) 3.74 (48) 001
erlrllpl(}),;r?:er?t s 1~5° 169 (49.4)  3.15 (30) 196 008 3.64 (48) 031 ;Cd
) 6~10° 71 (208) 321 (.29) ' boe<d  3.88 (48) : ’
hospital P c<d
11 or more 31 (9.0) 335 (39) 4.09 (.60)
less than 1 93 272) 323 (44) 3.72 (49)
Full year of
employment inthis =3 188 (53.0)  3.18 (32) 0.92 a2 ST 0.93 427
i 6~10 52 (152) 321 (26) 3.84 (48)
11 or more 9 2.6) 335 (39) 3.91 (.53)
less than 20° 5(15) 3.8 (.19) 401 (.18)
20~39° 42 (123) 324 (28) <001 3.69 (48)
Working week 40~59° 197 (57.6) 330 (31) e<ab, 3.91 (.46) <001
d 17.14 15.37
(hours) 60~79 38 (IL1)  3.15 (29) cd  3.66 (42) f<a
80 ~99° 13 (3.8) 292 (42) fabe 339 (54)
100 or more’ 47 (137) 320 (33) 3.30 (.49)
Internal medicine® 102 (29.8) 3.18 (.32) 3.78 (.50)
Surgery medicine” 132 (38.6) 3.23 (.33) 3.75 (.56)
Other medicine® 33 (9.6) 3.12 (42) 3.64 .56()
Working unit * 1cut 31 9.0) 339 (41) 286 bgig 397 (39)  1.56 159
OR® 11 32)  3.32 (30) ’ 3.87 (.51)
ER 19 (5.6)  3.08 (.26) 3.59 (.51)
No specific unit® 14 (4.1)  3.00 (54) 3.57 (.63)
Direct contact Direct contact 324 (94.7) 3.20 (35) 3.84 (.56)
with patients Indirect contact 18 (5.3) 3.32 (.39) 144 130 3.75 (.51) 075 437

* Internal medicine=Medicine, Pediatrics; Surgery medicine=General surgery, Neurosurgery, Orthopedics, Plastic surgery, Urology,
Cardiovascular surgery, ENT; Other Medicine=Rehabilitation, Psychiatry, Neurology, Dermatology, Radiology, Family medicine, Laboratory
Medicine; No specific unit=Do not belong to a particular department (example: Intern, Director of Nursing); ICU=Intensive Care Unit;
OR=Operating Room; ER=Emergency Room.
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SHEAIZRE 40~59A17F0]  19778(57.6%)C. = 7Y wWekom,
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Table 2. Scores for Perceived Patient Safety Culture and Patient Safety Management Activities by Occupation (N=342)

Total Nurse Doctor

Classification M (SD) M (SD) M (SD) t D
Hospital Hospital work environment 3.08 (0.35) 3.15 (0.31) 2.88 (0.38) 6.69  <.001
fg “i‘t’;::)m Overall evaluation of patient safety 345 (072) 346 (0.72) 343 (0.72) 032 .47

. Organiza- Supervisor/manager 3.51 (0.60) 3.66 (0.52) 3.08 (0.62) 8.51  <.001

Perceived . g :

et oy tional Consciousness of hOSpltgl

culture culture management & cooperation between 3.19 (0.44) 3.28 (0.41) 2.95 (0.42) 6.53  <.001
(15 items) units
Reporting Communication 3.36 (0.59) 3.49 (0.52) 2.98 (0.59) 7.64  <.001
ggte;;ms) Frequency of events reported 316 (0.64) 326 (0.60)  2.88 (0.66) 511 <001
Total (44 items) 3.20 (0.35) 3.29 (0.31) 2.94 (0.35) 8.95 <.001
Accuracy of patient identification (7 items) 3.91 (0.55) 4.07 (0.48) 3.45 (0.50) 10.25  <.001
Efft?ctiveness of communication among caregivers 365 (0.71) 386 (0.57) 302 (069) 1025 <001
(4 items)

Patient safety  Safety in using medications (17 items) 3.82 (0.57) 3.97 (0.51) 3.40 (0.51) 8.99  <.001

manage-ment  Drug treatment process control (7 items) 3.64 (0.70) 3.74 (0.69) 3.33 (0.64) 483 <001

activities Correct operation and procedure (4 items) 3.91 (0.66) 4.03 (0.57) 3.58 (0.79) 495 <001
Infection prevention (25 items) 3.66 (0.57) 3.79 (0.51) 3.29 (0.56) 7.69  <.001
Fall prevention (3 items) 4.00 (0.81) 4.25 (0.62) 3.28 (0.86) 9.75  <.001
Risk of suicide prevention (3 items) 3.68 (0.77) 3.83 (0.72) 3.24 (0.73) 6.57  <.001
Total (70 items) 3.75 (0.52) 3.89 (0.45) 3.34 (0.47) 9.91  <.001
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(=411, p<.001), &2 2] 2Hr=488, p<.001), SAAET}
A2Hr=.500, p<.001), LHGH ekl Bl FA 7Ho] ¥
H(r=.443, p<.001), AP H 1] WIE(r=346, p<.001), 122l &
U ST WrK=314, p<00)olA] BT o3 AA
HATE dsleH, 7P <]
9]

v

AT EE(1=6.69, p<.001), & TE|AKt=8.51, p<.001), B2 AT e 99
W x1e qbdela] w Al 7k HH(1=6.53, p<.001), < AbaEd Axafe] st Q1ajo)glck Hst xbddE] &5
AR EAN(=T.64, p<001), LRI AFLR O] WITE(=5 11, SAGAET BARPARS A4 FHS o] RAAE A
p<00D)lA ZETARFo] AT} SRRl Q12 <=r} HrH gshst skxskel(=433, p<.001), JE7 7k ZFAS
Table 3. Correlation between Perceived Patient Safety Culture and Patient Safety Management Activities (N=342)
Patient safety management activities
M1 M2 M3 M4 M5 M6 M7 M8 Total
cl 296 367 357 267 308 390 343 329 411
(<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
o 446 437 436 263 394 423 .506 412 488
(<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
3 393 486 461 385 382 420 383 425 .500
Perceived patient (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
safety 4 341 422 380 282 313 424 368 321 443
culture (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
cs 265 305 346 324 301 255 267 277 346
(<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
Cé 131 231 273 302 290 305 211 218 314
(.016) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)
Total 433 517 .503 .390 432 .505 471 447 .563
(<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001) (<.001)

C1: Hospital Work Environment, C2: Supervisor/Manager, C3: Communication, C4: Consciousness of Hospital Management & Cooperation

between Units, C5: Frequency of Events Reported, C6: Overall Evaluation of Patient Safety.

MI1: Accuracy of Patient Identification, M2: Effectiveness of Communication among Caregivers, M3: Safety in Using Medications, M4: Drug
Treatment Process Control, M5: Correct Operation and procedure, M6: Infection Prevention, M7: Fall Prevention, M§: Risk of Suicide

Prevention.
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Table 4. Factors Influencing Patient Safety Management Activities (N=342)
Variables B SE t p Adj R F (o)
Communication 139 .051 2.48 .016 248
Type of occupation -.504 .098 -6.07 <.001 339
Overall evaluation of patient safety 187 .033 4.09 <.001 371 41.52
Supervisor/manager .169 .046 3.31 .002 .388 (<.001)
Frequency of events reported 144 .037 3.17 .002 402
Nurse's position -233 .085 -3.00 .003 Al6

OAFE (=517, p<001), F= A& QFA (=503, p<.001),
Agge] FEFPr=390, p<00l), SVE FE YW AlE
(=432 p<001), 7 =505 p<001), o Ta=471,
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Relationship between Perceived Patient Safety Culture and Patient
Safety Management Activities among Health Personnel

Cho, Hye Won" - Yang, Jin—Hyangz)

1) Nurse, Inje University Pusan Paik Hospital
2) Associate professor, Department of Nursing, Inje University

Purpose: This study was done to explore the relationship between perceived patient safety culture and patient
safety management activities among health personnel. Methods: This study was a cross-sectional survey.
Participants were 342 health personnel working in two tertiary hospitals. Self-administered questionnaires were used
to collect data from a convenience sample of 254 nurses and 88 doctors. Results: Scores on participants' perceived
patient safety culture and patient safety management activities were just over the mean. There were significant
differences in patient safety management activities by type of occupation, nurses' position, length of service, and
work week. Doctors scored perceived patient safety culture and patient safety management activities significantly
lower than nurses. In addition, perceived patient safety culture was significantly related to patient safety
management activities. Factors which participants' patient safety management activities were
communication, type of occupation, overall evaluation of patient safety, supervisor/manager, frequency with which
events were reported, and nurse's position. Conclusion: Findings provide significant evidence that patient safety
management activities are associated with perceived patient safety culture. Therefore, to build a positive safety
culture, health personnel, especially doctors and general nurses need to visibly commit to patient safety
management activities and be role models to ensure patient safety.
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