Journal of Korean Academy of ISSN 1225-9330

Nursing Administration

J Korean Acad Nurs Adm, Vo[ 19 No.1: 118-127, January 2013
http://dx.doi.org/10.11111/jkana.2013.19.1.118

* B dTE 2010d% dFAT
Aol A7) Ao ofsf &
=2 (NRF 2010-0005272)

* This work was supported by
National Research Foundation
of Korea,(NRF 2010-0005272)

2
A}
e

o

Arre
el 2}

T3}, TolQUAY,

M

—

Key words

Patient safety culture,
Nursing homes, Content
analysis

Correspondence
Yoon, Sook-Hee
Department of Nursing,
College of Medicine, Inje
University

633-165, Gaegum-dong,
Busanjin-Gu, Busan, 614-735,
Korea

Tel: 82-51-890-6821
Fax: 82-51-896-9840
E-mail: nurysh@inje.ac.kr

5 1 220129 119 169
= H 220129 12¢ 21Y
AAtetz el 20124 129 23

Content Analysis of Patient Safety Culture in
Nursing Homes*
Yoon, Sook-Hee' - Wu, XiangLian®

' Department of Nursing /Institute of Health science, Inje University
? Department of Nursing, Graduate School of Inje University

Abstract

Purpose: The purpose of this study was to identify experiences of incidents and to
explore the perceptions of Patient Safety Culture between two groups using nursing
homes in Korea; employees and patients and their families, Methods: In 2010 in-depth
interviews were used to collect data from 56 participants (38 employees, and 18
patients and family members). The data were analyzed using inductive content analysis,
Results: The analysis scheme resulting from employees' data consisted of 7 categories
and 22 subcategories, after 216 significant statements were analyzed and categorized,
The 7 categories were education and training (24.5%), working attitude (23.6%),
organizational system (19.0%), job satisfaction (18.5%), institutional environment (6.5%),
manager leadership (4.2%), and work climate (4.7%). The analysis scheme resulting from
patient and family data consisted of 6 categories and 7 subcategories after 24 significant
statements were analyzed and categorized, Education and training among categories of
employees were excluded, Conclusion: These findings indicate that an evaluation tool
for patient safety culture should be developed for nursing homes in Korea,
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Table 1, General Characteristics of Participants (A=56)

Characteristics Period of working in
Gender Age () this institute (months)
Category M F Total Range (Mean) Range (Mean)
Administrator - 8 8 42-58 (50.3) 19-84 (32.4)
Nurse - 7 7 32-46 (41.6) 0.5-72 (19.7)
Care giver - 16 16 26-68 (52.1) 10-108 (33.3)
Emplovees Social worker - 8 8 27-41 (32.7) 5-48 (20.7)
Py Physical therapist - 2 2 32-37 (34.5) 6-48 (27.0)
Occupational therapist 1 0 1 280 40
Nurse aide - 1 1 440 440
Sub-total 1 37 38 26-68 (46.5) 0.5-108 (25.9)
Patient 8 7 10 75-86 (80.4)
Patients & family Family 3 5 8 37-88 (59.0)
Sub-total 6 12 18
Total 7 49 56 37-88 (69.7)
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Table 2, Experience of Incidence (A=34)
Frequency (%)
Category Employees Patients & family
(n=32) (n=2) Total
. Because of patient condition 15 (78.9) 1 (100.0) 16 (80.0)
Reason that incidence was
unavoided Because of manpower shortage (21.1) (20.0)
Sub-total 19 (100.0) 1 (100.0) 20 (100.0)
Contusion 12 (36.4) 12 (35.9)
Fracture 7 (212) 1 (100.0) 8 (23.5)
Sore 5 (15.2) 5 (14.7)
o Asphyxia 4 (12.1) 4 (11.8)
Type of incidence Skin laceration 2 6.1) 2 (59
Aspiration pneumonia 2 (6.1) 2 (59
All 1 (3.0 129
Sub-total 33 (100.0) 1 (100.0) 34 (100.0)
Fall onto the floor 19 (35.2) 19 (33.9)
Fall down from bed 15 (27.9) 2 (100.0) 17 (30.4)
Lack of observation 5 (9.9) 5 (8.9
Wandering 3 (56.6) 3 (64
Bump into an object 2 (3.7) 2 (3.6)
Blurred vision 2 (8.7) 2 (3.6)
Cause of incidence Fainting 2 (3.7) 2 (3.6
Stumble 2 (3.7) 2 (3.6)
Paresis 1(18) 1(18)
Lack of care giver 1(1.8) 1(1.8)
Slip down 1(18) 1 (1.8
Reduced cognition 1(18) 1(18)
Sub-total 54 (100.0) 2 (100.0) 56 (100.0)
Total 106 4 110
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Table 3. Content Analysis on the Perception of Patient Safety Culture by Employees (M=38)
I Subcategories : Frequency
Significant statements Theme e ) Categories (%)
Prevention of falls (29.2%), Safety management (16.7%), Sore
care (12.5%), Dementia (12.5%), Manners (8.3%), Elder abuse Learning contents 24 (453)
(8.3%), Hospice (8.3%), ROM (4.2%)
Regular education (83.3%), Need for continuous education . Education &
(12.5%), Need for outside expert education (4.2%) Education system 24 (45.3) training 53 (24 .5)
Case study of incidences (66.7%), Group discussion (33.3%) Teacf;;r;%—}lsgmlng 3 (.7
Perfunctory education (50%), Meaningless education (50%) Refusal of education 2 (3.7
Sub-total 8 51 (100.0)
Continuous observation (42 9%), Individual care (25.7%),
Concerns (17.1%), Physical support (5.7%), Attitude of mind Long-term care service 35 (68.6)
(6.7%), Care according to time schedule (2.9%)
Importance of restraint (72.7%), Improvement of family's Work
understanding of restraints (9.1%), Refusing restrain (9.1%), Need Using restraints 11 (21.6) ttﬁr éng 51 936
for sedatives (9.1%). attitudes (23.6)
Basic nursing knowledge and skills (40.0%), Knowledge and
skills for assessment of patient condition (40.0%), Information Proficiency 5 (9.8
sharing (20.0%).
Sub-total 4 53 (100.0)
Emergency care (80.0%), Transfer system (20.0%), Emergency system 20 (48.8)
: X . ; o
Docugnentatlon of details (76.9%), Punishment for incidences Administrative system 13 (817) o
(23.1%). Organizational | (19.0)
Incidence report (83.3%), Pt. condition at hand over (16.7%). Reporting system 6 (14.6) system :
: Che e - ;
Meenlng.for preventing incidences (50%). Management meeting Committees 2 (49)
after incidences (50%).
Sub-total 4 41 (100.0)
Proper assignment of patient (78.3%), Want 8 hours work only
(13.0%), Coordination of workload (8.7%). HETEYTEE B 20 25 o)
Need for adequate personnel (50.0%), Over work (37 5%),
Lack of materials (12.5%) Need for resources 8 200 o 40 (185)
Raise in pay (80.0%), Satisfaction with this reward (20.0%). Making for welfare 5 (12.5) safistaction
Incongruent patients (25.0%), Fatigue (25.0%), Sense of shame
(25.0%), Occupational disease (25 0%). Stress 4 (100)
Sub-total 4 40 (100.0)
Flat floor (27.3%), Unit structure (27.3%), Openness (18.1%), . _
CCTV (9.1%), Night lights (9.1%), Automatic doorlocks (9.1%). S (G LY I (e ;’g]if;ﬁmﬂt 14 (65)
Home-like climate (33.3%), Luxury (33.3%), Garden (33.4%). Suitable environment 3 (21.4)
Sub-total 2 14 (100.0)
Manager's concerns for safety (50.0%), Manager's concerns for .
employees (25.0%), Manager's ethics (25.0%). METEgEr YELe o)
Manager prediction of incidences (66.7%), Manager feedback 0 Manager
on care (33 3%) Manager's competency 3 (33.3) Eede il 9 42
) . Manager's
0,
Information to family about pt. (100%). communication skl 2 (222
Sub-total 3 9 (100.0)
Agreement with family (50.0%), Pressure from family (33.3%), ’ . .
Communication with family (16.7%). e & (e Working S
5 : : 3 .
Suppg)rt for each other (50.0%), Continuous safety improvement Teamwork 2 25.0) climate
(60.0%).
Sub-total 2 8 (100.0)
Total 22 7 216 (100.0)
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Table 4, Content Analysis on the Perception of Patient Safety Culture by Patients and Families (A=18)

- Subcategories ; Frequency
Significant statements Theme Pz () Categories (%)
Concerns (55.6%), Continuous observation (11.1%), Long-term care

Individual care (11.1%), Physical support (11.1%), ) 9 (100.0) : .

S o) 6 (LA service Working attitudes 9 (37.5)
Sub-total 9 (100.0)

j 8 3

Manager's concerns for safety (50.0%), Manager's Manager's value 2 (50.0)
concerns for employee (50.0%). Manader

Information to family about pt, (50.0%), Manager's Manager's 2 (50.0) lea derghi 4 (16.7)
interpersonal relationship (50.0%). communication skill : P
Sub-total 4 (100.,0)

i 0, _|i i 0,

OIS (SO0, oAl el (2o, Suitable environment 4 (100.0) Institutional

Luxury (25.0%). ervironment 4 (16.7)
Sub-total 4 (100.0)
Transfer system (66.7%). Emergency care (33.3%) Emergency system 3 (100.0) Organizational 3 (12.5)
Sub-total 3 (100,0) e

Proper assignment of patient (50,0%), Coordination Management 2 (100.0)
of workload (50.0%). support ) Job satisfaction 2 (8.3
Sub-total 2 (100.0)
Support for each other (100%) Relation with family 2 (100.0) ) :
Sub-total 5 (100.0) Working climate 2 (8.9
Total 7 6 24 (100.0)

Table 5, Comparison of Categories among Patient Safety Culture Scales

This study (7)

NHS-PS: AHRQ (11)

HSOPS: AHRQ (10)

SAQ: Texas university (6)

Education & training

Organizational learning

Training & skills

Organizational learning
-continuous improvement*

Working attitudes

Compliance with procedures

Safety climate*

Organizational system

Nonpunitive response to
mistakes

Nonpunitive response to error

Job satisfaction

Staffing

Staffing

Job satisfaction
Stress recognition’
Working conditions *

Institutional environment

Safety climate*

Manager leadership

Supervisor expectations &
actions promoting resident safety
Management support for
resident safety

Communication openness
Handoffs

Supervisor/manager expectations
& actions promoting safety
Hospital management support
for patient safety
Communication openness
Hospital handoffs & transitions

Stress recognition”
Perception of management

Working climate

Teamwork

Feedback and communication
about incidents

Teamwork within hospital units
Teamwork across hospital units
Feedback and communication
about errors

Teamwork climate
Working conditions *

+, #: double including

Lo 19(1), 20134 1€
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