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Abstract

Background : The purpose of this study was to understand healthcare workers' perception of patient safety
culture and medical error reporting to provide basic resources for the settlement of patient safety culture

in medical institutions in Korea.

Methods : For this purpose, convenience sampling by self-selection was applied to healthcare workers
at a university hospital in Gyeonggi-do and a total of 482 people responded. The survey used the translated

version of AHRQ in Korean and distributed through the Intranet system of the hospital.

Result : The ratio of positive response was low overall. Among the responses, the response for Nonpunitive
Response to Error’ was the lowest at 17.7%, followed by the responses for ‘Staffing’ at 21.3%, ‘Handoffs
& Transitions’ at 32.9%, and ‘Communication Openness’ at 44.3%. In result of surveying whether the res-

ponders have reported patient safety incidents during the past 12 months, 63.3% responded ‘not once.’
Conclusion : The perception of healthcare workers’ patient safety culture and medical error reporting,

when compared to AHRQ, was lower overall. It is important for healthcare workers to pay greater attention

to patient safety to create a safe hospital culture where they do not punish or criticize related individuals

or departments.
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Table 1, General characteristics of respondents(n=482)

General characteristics 7201 2
n(%)*
Gender
Female 406(84 .6)
Male 74(15 4)
Age(number of years)
20~29 188(39.4)
30~39 229(47.9)
40~49 45(9.4)
50~59 15(3.1)
Over 60 1(0.2)
A type of occupation
Nurse 317(65.8)
Others(e.g., Technicians, pharmacists) 86(17.8)
Administration 58(12.0)
Doctor 21(4.4)
Position
z?n?gcsii:; svt\/;f;k:L:rse, resident) 876(78.0)
Above junior staff 106(22.0)
Work experience on present unit
(number of years)
Less than 1 122(25.5)
1~5 206(43.0)
5~10 93(19.4)
Longer than 10 58(12.1)
Work experience in present hospital
(number of years)
Less than 1 45(9 .4)
1~5 135(28.2)
5~10 139(29.0)
Longer than 10 160(33.4)
Direct contact with patients
Direct contact 406(84 .6)
Indirect contact 74(15.4)

*%=Valid percent
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Table 2, Descriptive statistics of survey on Patient safety culture

Average %
Question positive
response’

Perception comparison on patient safety culture in department

Supervisor/manager expectations & actions promoting patient safety 63.7
19 My supervisor/manager says a good word when he/she sees a job done according to established 56.3
patient safety procedures
20 My supervisor/manager seriously considers staff suggestions for improving patient safety 66.3
21 Whenever pressure builds up, my supervisor/manager wants us to work faster, even if it means taking 514
shortcuts
22 My supervisor/manager overlooks patient safety problems that happen over and over 80.6
Organizational learning-continuous improvement 61.2
6  We are actively doing things to improve patient safety 84.0
9 Mistakes have led to positive changes here 459
13 After we make changes to improve patient safety, we evaluate their effectiveness 53.6
Teamwork within units 729
1 People support one another in this unit 795
3 When a lot of work needs to be done quickly, we work together as a team to get the work done 719
4 In this unit, people treat each other with respect 728
11 When one area in this unit gets really busy, others help out 672
Communication openness 443
24 Staff will freely speak up if they see something that may negatively affect patient care 571
26 Staff feel free to question the decisions or actions of those with more authority 349
28 Staff are afraid to ask questions when something does not seem right 409
Feedback and communication about error 69.8
23 We are given feedback about changes put into place based on event reports 63.1
25 We are informed about errors that happen in this unit 79.6
27 In this unit, we discuss ways to prevent errors from happening again 66.7
Nonpunitive response to error 177
8 Staff feel like their mistakes are held against them 142
12 When an event is reported, it feels like the person is being written up, not the problem 218
16 Staff worry that mistakes they make are kept in their personnel file 171
Staffing 213
2 We have enough staff to handle the workload 174
5  Staff in this unit work longer hours than is best for patient care 33
7 We use more agency/temporary staff than is best for patient care 485
14 We work in “crisis mode” trying to do too much, too quickly 159
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Table 2, Continued

Average %

Question positive
response’
Perception comparison on patient safety culture in hospital
Management Support for Patient safety 38.7
34 Hospital management provides a work climate that promotes patient safety 52.6
41 The actions of hospital management show that patient safety is a top priority 370
42 Hospital management seems interested in patient safety only after an adverse event happens 265
Teamwork Across Units 416
35 Hospital units do not coordinate well with each other 320
37 There is good cooperation among hospital units that need to work together 354
39 Itis often unpleasant to work with staff from other hospital units 497
43 Hospital units work well together to provide the best care for patients 492
Handoffs & Transitions 329
36 Things “fall between the cracks” when transferring patients from one unit to another 295
38 Important patient care information is often lost during shift changes 42 4
40 Problems often occur in the exchange of information across hospital units 232
44 Shift changes are problematic for patients in this hospital 36.5
Perception and frequency of error report on overall patient safety
Overall Perceptions of Patient Safety 526
10 Itis just by chance that more serious mistakes don’t happen around here 70.2
15 Patient safety is never sacrificed to get more work done 599
17 We have patient safety problems in this unit 327
18 Our procedures and systems are good at preventing errors from happening 47 4
Frequency of Events Reported 76.8
30 When a mistake is made, but is caught and corrected before affecting the patient, how often is this 72.6
reported?
31 When a mistake is made, but has no potential to harm the patient, how often is this reported? 76.5
32 When a mistake is made that could harm the patient, but does not, how often is this reported? 812

¥ Where the percent positive response is based on those who responded “Strongly disagree” or “Disagree”, or “Never” or

“Rarely” (depending on the response category used for the item),
7 Indicates a negatively worded item,

O]l E Q3IT}. HASAKRES] QA Hal 3} AR A LUERIEE ol AeXY O

1
RAJE] Exjerd

9] Bik= AEA1S TIsFEHRET 71K T AHRQS] B3t SJA] 44.0%%

shaiglo] AN OB Wyl sl HISS SE0s 5l st 014] & AhE we A o= LT, &

LERL ST AHRQETHE W2 Ao= UETE  HAlAAR ofdo] BE 1= ot SRt

w9

o

15 TR0l thet HIREE thE 0] 17.7%= 7P FAM0IA Balskal =0lohk= IEolA] Hlda} &

66 __ J Kor Soc Qua. Assur HeaLth Care



Table 3. Average percentage of respondents reporting
events in the past 12 months

Number of event reported Average %*
None 68.3
1t05 292
6 or more 25
Total 100.0

*% = Valid percent,
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