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Abstract

Purpose: To determine the impact of the Patient Safety Program on the safety culture
of nursing department, Methods: Patient Safety Program focused on medication safety
was launched by QI team and patient safety committee, Patient Safety Program was
composed of the establishment of improved reporting system as s way to learn from
error, 'Patient Safety Guard' movement, and continuous education for medication safety.
With one group pretest-posttest design, nurses' perception of the safety culture were
measured with self-administered questionnaire, Subjects were all nurses and managers in
nursing department of a tertiary teaching hospital in Seoul, Collected data from survey
was statistically analyzed using t-test, Results: Patient Safety Program had been
continued for 20 months in participation of all nurses and managers, Safety culture was
improved (pretest=2 84, posttest=2 .90, p(.001; 4 point scale), Conclusions: This study
indicates that there has been a statistically significant increase in the nurses' perception
of safety culture, These findings suggest that Patient Safety Program had made great
contribution toward system wide safety culture in the hospital, To improve safety culture,
leadership supports and flexibility to apply tailored interventions to the hospital were
required necessarily.
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AR, 2, A AREERE Al 522 UERdTHPark,
2008). 53] 7ksAlEC] Adske SARIAS st M 2
2912 FOFQR(69.5%) HoH, TR YL koAb 7
Fo|, Ag, AXH AR BE Fo2 vEhthAahn, 2000).
FORIEATE HEAROlA 30% ool HFE AAEHH
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FARbAe gk Aol= e thFatAE, W=l Agency for
Healthcare Research and Quality[AHRQ] A& SAHES ‘B
Az AF HAANA 710 71 Z3AY oW ks
3l &4o] 918 (Freedom from accidental or preventable injuries
produced by medical care)22 A3}t Spath(2000)= &
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’ Pre-test H

’Patient safety programH Patient safety committee & Ql team‘

Evaluation of safety culture ‘

’ Education & workshop for nurses ‘

’ Leadership for safety culture ‘

’ Improvement of medication system ‘

’ Post-test H

(Figure 1) The process of patient safety program
development & evaluation

Evaluation of safety culture ‘
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(Table 1) Patient safety program activities
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Period Activity Contents
* The patient safety management committee discuss the improvement of
2005 Jan Organization safety problems in monthly meetings,
* Patient Safety QI team suggest & carry out the improvement plan,
2005 Feb 1st survey * QI team surveyed the medication error experience of nurses.,

*

2005 Feb~Jun Literature review

QI team had literature review and collected the articles and report form of

other hospitals,

*

2005 May 2nd survey

*

Survey for research on the actual medication error,
Planning the patient safety improvement activities,

*

2005 Feb~Sep  Error report regulation

Codify the error report regulation,

*

2005 Mar~Sep  Patient safety management guideline

Development of patient safety nursing management guideline and provide it
in nursing units,

*

2005 Sep Workshop

Host workshop for head nurses to spread positive safety culture,

*

2005 Nov~Dec  Education

Continuous education for Patient Safety were provided to all nurses in

nursing department,

*

Survey for collect the problem with medication system.

o Medoation syster * Improvement on the medication system,
* Patient safety guardian were selected to lead patient safety program in
2006 Apr Patient safety guardian | ursing units.,

Medication safety workshop was carried for patient safety guardians to

follow the rule of medication safety,

*

2006 May~Sep Conference

Patient safety guardian led to discuss & educate the medication safety in
the conference of nursing unit monthly,

*

2006 May~Sep  Self evaluation

Ql team developed the evaluation tool of '6 Rights' medication rule &
conducted self evaluation of medication safety in nursing unit,

*

2006 Jul~Sep  Public relations

The patient safety activity of nursing units were introduced in the hospital
newsletter monthly,
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(Table 2) Homogeneity test of general characteristics between before and after groups
) . Before(N=917) After(N=1,016)
Variables Categories (%) %) Fort 5
Nurse manager 60 (6.5 56 (55
Position Staff nurse 857 (93.5) 960 (94 5) 192 1,000
Total 917 (100) 1016 (100)
Medical unit 263 (28.7) 271 (26.7)
Surgical unit 213 (23.2) 239 (23.5)
Intensive care unit 191 (20.8) 213 (21.0)
Ward Operating room 106 (11.6) 99 (9.7 106 1,000
Emergency room 29 (32 68 (6.7)
Others 115 (12.5) 126 (12.4)
Total 917 (100) 1016 (100)
<2 263 (28.7) 283 (28.9)
ol 2~5 239 (26.1) 252 258)
years) 6~9 213 (23.3) 242 @47 000 0.998
Y >10 201 219) 201 (20.6)
Total 916 (100) 978 (100)
< 1 360 (39.3 336 (34 5)
U 1~2 198 (21.6) 247 2523
C;fesgr( e:rs) 3~4 260 (28.4) 281 (28.8) 129 0.898
y 5 < 98 (10.7) 111 (11.4)
Total 916 (100) 975 (100)
2RI FolA frel@ Folk vehtAl sith tiadAkel o e FAHCR, SeEde BAMA ¥ $HE90E T
BbE Sl ZksAleh FRkAb o] wlEE IEEAL 94%, I QF(t=-3.020, p=.003), S|P LE FARIAS BA3L] 9
TS o) 6% AL, E%"%HL WAzt 7 B3 1, we gk ek Ao mfEe] ek (1=-3.997, p(.001), 2B LL
SRS 29 o) 20% A= P Bgkew, ¥ tsdt Ak AAE HaAAL FHEe Itk (=-2.362, p=.018),
9 2Rie 19 olabh b wekth #7EAl AR ol4e) STge BANAL 98 Pod 18} FAL H4s AT
HY 2Rk gRE 109 olelglen], $EAL ol ki e &@5p<%1‘fﬂ%%%-§ﬂ%ﬁ%'iﬁﬂﬂ
A a2 2~54do] 71 Eodth 213 Ak #els & Shal Ik (=-1.348, p(.001), U= &
71 kdEtA] Re o5 E AFshe AL 5A%Ss w 717l
2, gXjotM T2 ago| ot Al Ba gy (=-3.192, p(.001), ARQEAT B
sto] Husjopdt ARlel FRE WA Uil ok (=-1.963,
1) 242 ZH 9| RS} IA L9l R0 p=.049) T 77HE JERTE
#Aekd Z2ae) QA ezl hiksE Piet
7) Sla) EAt opd BelAs Utk rEAE BE EF 3 2) Fglof o2 ekdRst oAzl Aol
A AAE e eI A, Fol ies QARs 3 Ao TR A4 A, F 49 oje R s
e AT The (Table 3)7 2t} fxjekd Zead A4 o] zolz wjmst Avk= the (Table 499} 2tk 57+5A} ol
A sz hAEsl AN HIPL 28484 Hm)eR g AR Y RS A= FA@pe &5 A 2734
vebskon, HAEstE SA4s] A 1571 385 & 7P A o Hg} & F 30350 AR fFrofstAl ol HA
7t B FEe #A chdnde ue) Fed JRd %3 thi=-6.187, pC.001). F7+EA}F ol HZo FAHoR fo
G0, M A5 de FEe sAekigAe] Bad Sl g raRet PR TALCR el Hde DA
A1, dlat, gue Fds) AFE ok (2.44%8) 013k o E& £UE T (=250 p=.011), ‘$ELL Fa
Aokl T2 A8 5 ohaRet Adwe] BEghe 2,904 e B SIF HEI Aol whase] o (-3.884,
o2 FAHRE FoaA F7FskAH1I=-3.664, p(.001). T2 p<.001), SEHPe AN HAE HuA AL FHEo
HE T ARHAEs et FAXeR fofsHAl Skt AT (t=-4.821, p(.001), F-E|BAL EARIAS 95 dag w

Aoyt

=
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(Table 3) Mean differences of safety culture in criteria

Before After
Question (N=917) (N=1,016) t p
M+SD, M=£S.D,
1, Patient safety is a top priority in my hospital, 3.06(+0.55) 3.13(£052) -3.020 003
2. Patient safety is a top priority in my unit, 3.34(+0.57) 3.38(+055) -1.655 098
3. Proper guidelines for patient safety are set in my hospital, 2.91(+0.54) 3.01(+054) -3997 ¢.001
4. My hospital has established a patient safety reporting system. 3.04(£0.50) 3.10(£053) -2.362 018
5. My hospital provides proper patient safety education and training. 2.76(+0.61) 285(£058) -3495 (001
6. My hospital manages well for safe patient care, 2.85(+0.56) 296(+053) -1348 (001
7. | am provided with proper resources (staffing, budget, equipment etc,) for 2 44(+0.60) 247(+064) -1348 178
patient safety.
8. When | see coworkers provide unsafe care for patients, | am wiling to 2.70(+0.59) 279(x058)  -3.192 001
report to a supervisor about the fact,
9. When a mistake is discovered, on my unit, the mistake is attributable to one  2.45(+0.62) 248(+062) -1.037 300
individual' s action, *
10, | believe that most adverse events occur as a result of multiple system 2.67(+0.59) 272(£060) -1909 056
failures, and are not attributable to one individual' s actions,
11, | am wiling to report adverse events which harm to patient by mistake, 3.11(£0.45) 3.14(+047) -1.419 156
12, If a nurse reports patient safety concerns, the nurse will be given a negative  2.50(£0.60) 254(+064) -1692 091
effect, *
13. | know the proper channels to report my safety concerns, 2.77(£0.57) 280(£057) -1224 221
14, | know what to report related to patient safety 2.76(+0.58) 281(+£060) -1963 049
15, Patient safety is a part of my important duty. 3.46(+0.53) 347(+x052) -0402 688
Total 2.84(+0.31) 290(+x027) -3664 (001
* the reverse value
(Table 4) Mean differences of safety culture between nurses' and nurse managers'’
Nurses Nurse managers
Question Before(n=857) After(n=960) t p Before(n=60) After(n=56) t p
M+£SD. M=+SD. M+SD. M=+SD,
1 3.09(+0.53) 3.14(+0.51) -2.265 024 2.72(+0.70) 3.04(+0.63) -2.590 011
2 3.35(x0.56) 3.38(£0.55) -1.274 203 3.27(x0.63) 3.48(+0.54) -1.965 052
8 2.94(+0.52) 3.01(x0.53) -3.001 003 2.58(+0.70) 3.05(+0.62) -3.844 {001
4 3.06(+0.48) 3.08(x0.53) -0.909 363 2.72(+x0.67) 3.27(+0.56) -4 821 {.001
B 2.79+(0.60) 2.85(+0.53) -2.243 025 2.32(+0.62) 2.88(+0.60) -4 887 {001
6 2.88(+0.55) 2.96(+0.53) -3.245 001 2.37(x0.61) 2.91(+0.51) -5.083 (.001
7 2.47(+0.60) 2.48(+0.64) -0.627 531 2.08(+0.46) 2.45(+0.57) -3.783 {001
8 2.68(+0.58) 2.76(+0.57) -2.959 003 2.97(+0.61) 3.20(+0.62) -2.019 046
9 * 2.45(+0.63) 2.49(+0.63) -1.507 132 2.45(+0.53) 2.29(+0.56) -1612 110
10 2.66(+0.59) 2.72(+0.60) -1.908 057 2.77(x0.62) 2.84(+0.53) - 674 501
11 3.11(+0.44) 3.13(x0.46) -1.275 202 3.20(x0.48) 3.35(+0.55) -1.465 146
12 * 2.51(+0.60) 2.57(+0.63) -2.090 037 2.37(x061) 2.23(+0.63) 1,166 246
13 2.76(+0.57) 2.77(+0.55) -0.316 752 2.91(+0.60) 3.38(+0.52) -4 361 {001
14 2.74(+0.58) 2.77(+£0.58) -1.221 222 3.02(x0.51) 3.46(+0.54) -4 542 {.001
15 3.44(+0.52) 3.45(x0.53) - 292 770 3.67(x047) 3.77(+0.43) -1.130 261
2.85(+0.32) 2.89(+0.35) -3.112 002 2.73(+0.22) 3.03(+0.28) -6.187 (001
* the reverse value
53 $dE A4 AT Ak (=-4.887, p(.00D), ¢ s e GBS AT AL BAYS u A0 A
© FAkdE BASY] A% BAkkd dE T ekn gl #eAolA] B A (=-2.019, p=046), ‘BN EAHE B
o (1=-5.083, p(.001), ‘BAREA FAlol Q3 A4, ollat, a8 AHhe opkas AdE 4 Ak (=-4.361 p(.o01), ‘&
A A3 ATRR K =3.783, pooD), e FEI} Abdsh gtstel musjobdt Allel FRE WEs ¢ gl
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(Table 5) Mean differences in the safety culture by career and unit

Variables Before After t p
n M+SD, n M=£SD,
<2 264 2.83(+0.32) 283 2.82(+0.26) 0.251 802
2~5 239 2.81(+0.26) 252 2.87(+0.27) -2.585 .010
Career(years) 6~9 213 2.86(+0.36) 242 2.91(£0,25) -2.013 045
>10 204 2.86(+0.28) 198 3.02(£0,28) -5.901 (001
Medical unit 263 2.85(+0.27) 271 2.92(£0.27) -2.778 006
Surgical unit 213 2.84(+0.26) 239 2.91(£027) -2.954 .003
Nursing unit Intensive care unit 191 2.82(+0.27) 213 2 87(+0.27) -1.861 .063
Operating room 106 2.89(£0.26) 99 2.91(£0.25) -0.678 498
Emergency room 29 2.71(£0.27) 68 2.78(+0.24) -1.202 233
Pediatric unit 115 2.86(+0.26) 126 2.96(+0.27) -2 961 003
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