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Table 2. Perception Level for Patient Safety Risk Factors (N=217)
Risk type Risk factors Mean+SD
Therapeutic devices, equipment, service, and infrastructure 2.54+0.56

Inappropriate of temperature and humidity 2.30+0.69
Noise 2.30+0.69
Lack of elevators 2.34+0.76
[lluminating darkness of corridor, ward 2.43+0.84
Outdated building 2.46+0.85
Complex hospital structures 2.53+0.72
Hardiness to find the emergency exit 2.55+0.81
Lack of medical equipment, supplies, materials 2.56+0.73
Narrow space between beds 2.58+0.81
Long moving line 2.60+0.73
Outdated equipment 2.73£0.72
High height bed 2.77+0.82
Slippery floor. 2.83+0.88
Behavior, performance and violence 2.94+0.45
Conflict between employees 2.70+0.73
Trouble between patients and care-givers 2.85+0.64
Lack of cooperation with other health professionals 2.88+0.67
Indifference to the patient by patient's family 2.89+0.64
Nurses stress 2.90+0.67
Verbal, physical violence by other health personnels 2.96+0.72
Elderly care-giver 3.01£0.62
Nurses overwork (lack of sleep, rest) 3.04+0.61
Verbal, physical violence by patient and care-giver 3.08+0.66
Uncooperative patients for examination or treatment 3.11£0.60
Work system, information and communication 2.95+0.51
Hospital computer system error 2.75+0.80
Non-systematic work system 2.81+0.73
Inefficient patients arrangement 2.81£0.67
Delay of various examination results 2.82+0.66
Lost of patient's examination samples 2.90+0.75
Excessive phone business 2.91+0.67
Lack of sharing of information about the patient 2.98+0.71
Medicine dispensing delay 2.99+0.67
Not enough information about the patient 3.01+0.70
Information error about the patient 3.01+0.75
Communication problems with other department or employees from other department 3.04+0.61
Communication problems when nurses take over 3.07£0.72
Communication problems with doctor 3.174£0.65
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Table 2. Perception Level for Patient Safety Risk Factors (Continued) (N=217)
Risk type Risk factors Mean%SD
Injury & falls 2.98+0.69

Physical restraint 2.68+0.76
Electric shock accident 2.84+1.03
Burn 2.85£1.05
Fire risk 2.86+0.96
Fall risk environment 2.99+0.68
Pressure sore of patient 3.02+0.70
Fall during patient transport 3.25+0.80
Patient fall (Ward) 3.34+0.67
Hospital infection 3.03+0.67
Environmental infection factors 2.89+0.71
Cross-infection 3.07+0.75
Infection exposure from medical personnel 3.08+0.77
Hospital Infection 3.08+0.72
Clinical processes or procedures 3.18+0.48
Physical mobility disabilities 3.00£0.65
Examination, procedures and surgery 3.00+0.66
Complication occurrence 3.08+0.64
Shortage of nurses 3.16+0.64
Busy work of nurses 3.1740.62
Noncooperation of patient 3.1740.64
Lack of knowledge and experience of nurses 3.22+0.69
Aggravation of severity of the patient 3.24+40.71
Negligence or mistake by nurses 3.28+0.72
Change of patient conscious level 3.29+0.76
Emergency state occurrence 3.38+0.67
Therapeutic agents 3.24+40.61
Radiation exposure during imaging examination 2.74+0.83
Extravasation of anticancer drug, dye 3.25+0.85
Medication errors 3.28+0.66
Transfusion incident 3.37+0.88
Medication errors of high risk drug(heparin, insulin, anticancer drug, etc) 3.56+0.70
Total average score 2.93+0.44
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Table 3. Level of Performance of Patient Safety Care Activities (N=217)
Variables Categories Mean+SD
Safety care activity 4.68+0.28

Accurate communication among medical team 4.00+0.84
Management of fire/disaster 4.47+0.61
Security management 4.57+0.66
Use of restraints 4.60+0.58
Identification of patient 4.66+0.52
Correct performance of operation/procedure 4.66+0.52
Prevention of medication error 4.68+0.37
Prevention of pressure sore 4.70+0.46
Prevention of falls 4.74+0.34
Surveillance of infection 4.74+0.34
Prevention of transfusion error 4.95+0.14
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Perception of Patient Safety Risk Factors and Performance Level of
Safety Care Activities among Hospital Nurses
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Purpose: The purpose of this study was to identify the level of perception of safety risk factors and the degree
of performance of safety nursing activities in order to develop an education program to improve the safety of
patients. Methods: The subjects were 217 nurses from 3 university hospitals in Incheon. Data were collected with
structured questionnaires and analyzed using descriptive analysis, t-test, and ANOVA using SPSS 22.0. Results:
The level of perception of patient’s safety risk factors and safety care activities was 2.93 and 4.68, respectively.
Perception of patient safety risk factors which belonging to the risk type of therapeutic devices, equipment, service
and infrastructure all scored below average; also in addition, behavior, performance, and violence risk type and
work system, information and communication risk type showed relatively low perception levels. Safety nursing
activities showed a low level of performance in accurate communication among medical teams, management of fire
and disaster, security management, use of restraints, identification of patients, and correct performance of
operations and procedures. Conclusion: Based on these results, it is necessary to improve the safety of patients by
taking proper management measures along with education.
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