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Abstract: The present study aims to measure the level of patient safety by investigating employees
awareness of patient safety in a general hospital, thereby establishing the foundation for developing a
patient safety culture. This study analyzed 322 completed questionnaires collected from employees of
a general hospital. The survey was conducted on all employees using a structured questionnaire from
July 1 to September 29, 2021. The survey results were statistically analyzed using SPSS Statistics
Version 26, and the current patient safety level was evaluated comparing the results to AHRQ (2014).
Through this study, in order to establish a patient safety culture in medical institutions where various
occupations work together, it can be seen that non-punitive responses to patient safety error reporting
are strengthened and open communication is important, and leaders should create and support an
environment in which patient safety can be the priority.
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[Table 1] Confidency Analysis of Patient Safety Survey Tool

Chronbach’s a
Sub-dimensions Questions

This Prior
1 Teamwork within hospital units Al, A3, A4, All 0.823 0.801
2 Supervisor/manager expectations & actions promoting safety B1, B2, B3R, B4R 0.601 0.709
3 Organizational learning - continuous improvement A6, A9, Al13 0.466 0.493
4 Hospital management support for patient safety F1, F8, F9R 0.740 0.636
5 Feedback & communication about error C1,C3,C5 0.803 0.778
6 Overall perceptions of safety A10R, A15,A17R, A18 0.155 0.300
7 Frequency of event reporting D1, D2, D3 0.802 0.827
8 Communication openness C2, C4,C6R 0.565 0.614
9 Teamwork across hospital units F2R, F4, F6R, F10 0.711 0.684
10 Staffing A2, ASR, A7R, Al4R 0.346 0.320
11 Hospital handoff & transition F3R, F5R, F7R, F11R 0.754 0.689
12 Non-punitive response to error A8R, A12R, A16R 0.658 0.585
Chronbach’s a 0.891 0.895
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[Table 2] Characteristics of Responders

Characteristics [ 2

MNurze 164 47 .8

Technician 7B 23.3

. Physician 36 10.8

Ceeupation Adm inistretive office 16 10.9
Work assistant 12 3.7

Pharmacist 11 3.4

Emploves 206 E4.0

Manager 45 14.0

Position Supervigor, Specialiat 2B B.7
Charge 26 B.1

Eesident, ‘mtem 17 B .3

W 243 77.3

Patient face—to—face — —
M 73 2z

<40 3 0.9

Average working '1":“ :9': 606

hours per week 2160 o2 225
E1—B0 10 3.1

»81 [5] E

aas than 1 30 2.3

i i 1 or more—less than 3 44 3.7

LEF'E'-'T :-'_'-..'.-i:-"k n 3 or more—lass tham 7 BT 0.8

::;::c_: _T or more—less than 10 gb 10.8

{years] Q or more—less than 20 74 23.0

20 or more—leas than 30 {1 5.6

maore than 30 22 E.8

aas than 1 &4 12.8

1 or more—leas than 3 25 2g.8

Length of work in 3 or more—lass than 7 a2 25.6
current 7 or more—leas than 10 24 7.6

depanment {years) 10 or more—less than 20 33 0.2
20 or more—leas than 30 Z E.&

maora tham 30 2 0.6

eas than 1 20 E.2

1 or more—less than 3 30 2.3

Total working pericd E ‘_:" e a—lens_ _ha"u_:; Ef __I 'E

{years) _- or mre—less than 10 36 1._

0 or more—leaas than 20 a8 27.6

20 or more—leaa than 30 ] 7.4

maora than 30 26 7.8
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[Table 3] Differences in Patient Safety to General Characteristics
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Charactenstics npatuan'r i.L:ﬁEEt.];) p wvalue post-hoc
Physicisn 35 3.74=0.66 LEER ab.d=c
Murse © 154 3. 85=0.67
Oecumation Pharmacist 11 4.45=0.52
= Techmician © 75 3.92=0.80
Work assistant * 12 3.92=0.90
Administrative office ' 35 4. 06=0.73
Supervisor, Specialist 2B 4 04=0.69 128!
Manager 45 4 02066
Positon Charge 26 4 08=0.63
Employee 206 3.85=0.75
Fezident, Intern 17 3.65=0.61
Patis T 249 3.85=0.74 o7t
Fa{:e-tn—léce T 73 A4 08=0.64
=40 3 3.67=1.15 AT
. 40 195 3.92=0.72
Average working 41-60 108 351=072
hours per week §1-80 10 3.60=052
Bl & 3.67=0282
less thanm 1 30 387073 226!
Lensth of work in 1 or more-less than 3 24 4 02=0_66
N P 3 or more-lass than 7 67 3 RT=0T72
) 7 or more-less tham 10 35 3.60=0.69
hospital 10 or moreless than 20 74 3.95=0 81
{wears} 20 or more-less than 30 a0 3.96=0.70
more than 30 22 4.00=0.753
less than 1 # 6 3.89=0.69 038! ab.c.d=e
1 or more-less tham 3 ° 96 3. B0=0.67
Length of work in 3 or more-less than 7 * 82 3.20=0.73
current 7 or more-less than 10 ¢ 24 367076
department (wears) 10 or more-less than 20 © 33 4 24=0.71
20 or more-less than 30 T 21 4.10=0.283
more than 30 # 2 4 00=0_00
less than 1 20 3.80=0.77 .389!
1 or more-less than 3 30 3.87=0.68
Total working 3 or more-less than 7 &6 3.97=0.74
period 7 or more-less tham 10 36 3.78=0.5%9
(waars) 10 or more-less than 20 39 3.83=0.80
20 or move-less than 30 56 4 04=0.71
more than 30 25 3.96=0.54
3.3 FARMHES AF I8 £4 23
1) A% g w4 Az
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AHRQ(2014) m2021
0 10 20 30 40 50 60 70 80 20
Teamwork Wit hin DO DI ta LNt o EEFEFEFEFEESGE 56
Supervisor/manager expectations & actions promoting safety 79
Organizational learning - continuous improvement 73
Hospital management support for patient safety 72
Feedback & communication about error
Overall perceptions of safety 66
Frequency of event reporting 86
Communication openness 62
Teamwork across hospital units 61

Staffing 55

Hospital handoffs & transition

Non-punitive response to error —— 0g
[1% 1] SARebdEs) Al AlE F9d S3&

[Fig. 1] Comparisons of Percent Positive Response for Sub-dimension in Patient Safety Culture Survey

[ 4] SRl tg S5

[Table 4] Percent Positive Response for Patient Safety Level in Each Unit

Composite % Positive Response Percentiles

Patient safety -
level in each unit 2021 SD Min 10th 25th Median/  75th  90th Max
%ile %ile 50th %ile %ile %ile
Positive response 73.0 0.44 31 64 70 77 83 88 100

3) AbAEIL Sl

A 14z HaME g ARlel dis] Eate 37.3%sk1zd ool
FHstlon, ol& AHRQ(2014)9] AR Al MW Bke) 25% FEU Ao
ZALE Q1 THTable 5] Ak W o] 5 KOPSO hAotd R 11 & sto] ZF74ala
F ogou oFE Iy AR zV|BeAME  FAe Aekdd W FE3}
SR mae] giak Qo] vEFF 44U & = ATH10).

[3 5] A 17 gApebdAbaL Bal Ag

[Table 5] Frequency of Event Reporting for Last 12 Months

Composite % Positive Response Percentiles

Event reporting for last

12 months 2021 SD Min 10th 25th Median/  75th 90th Max
%ile %ile 50th %ile %ile Y%ile
Report more than 1 event  37.3 0.72 10 30 37 43 50 57 100
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®AHRQ(2014) m2021
Teamwork within hospital units 81
1. People support one another in this unit.(A1) 86

2. When a lot of work needs to be done qUiCHY, we work together e 86
as ateam to get the work done.(A3) I —— 83

3. In this unit, people treat each other with respect.(A4) 80

4. When one area in this unit gets really busy, others help out.(A11)

0 20 40 60 80 100
1 AHRQ(2014) 02021

Qrganizational learning - continuous improvement N S 73

1. We are actively doing things to improve patient safety.(A6) L 8§5

S o4

2. Mistakes have led to positive changes Nere. (A o &)

3. After we make changes to improve patient safety, we evaluate g 71
their effectivaeness.(A13) I — ']

0 20 40 60 80 100
®AHRQ(2014) m2021

- s
Overall per e ptions O Saf ey e 55 00

1. Itis just by chance that more serious mistakes don't happen around S 62
here.(A10R) —— 55

Y

2. Patient safety is never sacrificed to get more work done.(A15) S ()

3. We have patient safety problems in this unit.(A17R) 65

I 17
4. Our procedures and systems are good at preventing errors from s s 73
0 20 40 60 80 100

®AHRQ(2014) m2021

I 55
Staffing  p—— 23

- @ 0 0|
1. We have enough staff to handle the workload.(A2) 19 54

2. Staff in this unit work longer hours than is best for patient P 52
care. (ASR) I 1/

3. We use more agency/temporary staff than is best for patient  p T 66

care.(A7R) i
4. We work in "crisis mode" trying to do too much, to0  pssSS——————————— 50
quickly.(A14R) I 11
0 10 20 30 40 50 60 70
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AHRQ(2014)  m2021

NON-PUNITIVE TESPONSE 10 BT 0T 78 44

1. Staff feel like their mistakes are held against them. (ASR ) 2 50

2. When an event is reported, it feels like the person is being
written up, not the problem.(A12R) I 38

3. Staff worry that mistakes they make are kept in their 35
personnel file.(A16R) I 1

10 20 30 40 50 60

o

WA W B @ASH FIE AF 2oty
@)gAebd o] Adnka Q1A (@)1= A (5ol ek v AEA i<
[13 2] 79 @9l e 8A SHE
(1) Teamwork within ospital units (2) Organizational learning-continuous improvement
(3) Overall perceptions of safety (4) Staffing (5) Non-punitive response to error

[Fig. 2] Percent Positive Response for your Work Area/unit

o
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T}
H

AHRQ(2014)  m2021

Supervisor/manager expectations & actions promoting safety I — 7276

1. My supervisor/manager says a good word when he/she sees a job 75
done according to established patient safety procedures.(B1) — 67
2. My supervisor/manger seriously considers staff suggestions for 77
improving patient safety.(82) I /8
3. Whenever pressure builds up, my supervisor/manager wants us to 75
work faster, even if it means taking shortcuts.(B3R) —— 57
4. My supervisor/manager overlooks patient safety problems that 77
happen over and over.(B4R) I 57
0 20 40 60 80 100

AHRQ(2014) ®2021

Hospital management support for patient safety — /5 2

1. Hospital management provides a work climate that 81
promotes patient safety.(F1) I 45

2. The actions of hospital management show that patient 75
safety is a top priority.(F8) I 18

3. Hospital management seems interested in patient safety 61
only after an adverse event happens.(F9R) — A1
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QAR S f13 dEAke] Zdeh fE QeARbdS A dEAY
[29 3] #efak 2 B 4 Aol vk SHE
(1) Supervisor/manager expectations & actions promoting safety
(2) Hospital management support for patient safety

[Fig. 3] Percent Positive Response for Supervisor/Manager & Management Support
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35% o HES KA, AR A Al 9 HA s 82% s HES HAITHFg. 4].

WAHRQ(2014) ®W2021

it .
Feedback & commUniCation 20Ut €110 . —— 79

1. We are given feedback about changes put into place based  p s 59
on event reports.(C1) I — 74

2. We are informed about errors that happen in this unit.(C3) _67 83

3. Inthis unit, we discuss ways to prevent errors from g 73
happening again.(C5) I mmmmmmm—— 79

0 10 20 30 40 50 60 70 80 90
®AHRQ(2014) ®2021

- -
Communication 0peNNess  p——

1. Staff will freely speak up if they see something that may s 76

2. Staff feel free to question the decisions or actions of T 13
those with more authority.(C4) I 61

3. Staff are afraid to ask questions when something does  p S 63
not seem right(C6R) — 57

0 10 20 30 40 50 60 70 80
#AHRQ(2014)  W2021

Hospital a0 & S O — 37 "

1. Things "fall between the cracks" when transferring patients from one  p————————=:U D E———————— 13
unit to another.(F3R) I —— 37

2. Important patient care information is often lost during shift - g 53
changes.(F5R) I — 77

3. Problems often accur in the exchanges of information across hospital - g 46
units.(F7R) I 13

4. Shift changes are problematic for patients in this hospital.(F11R) 7 4

0 10 20 30 40 50 60
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AHRQ(2014)  m2021

Teamwork across NOSPItal UNitS 35 61

1. Hospital units do not coordinate well with ach other. (F2R) 39 48

2. There is good cooperation among hospital units that need to 62
work together.(F4) I 38

3. Itis often unpleasant to work with staff from other hospital 62
units.(F6R) I— 17

4. Hospital units work well together to provide the best care for 71
patients.(F10) — Wy

0 10 20 30 40 5 60 70 80
AHRQ(2014)  W2021

Frequency of event [2porting - p——— )

1. When a mistake is made, but is caught and corrected 60
hefore affecting the patient, how often s this reported?(D1)  EE——— /1

2.When a mistake is made, but has no potential to harm the 62
patient, how often is this reported?(D2) I —— 81

3. When a mistake is made that could harm the patient, but 75
does no‘t! how often is this repor‘[ed?( Da) I — 93

0 10 20 30 40 50 60 70 80 90 100
WoFol et Tz} eatas Q78 ilas
(B)AFAA 2 A3 @FA 2 FE (607 B A5
[29 4] ik 3 FHaAled i SHE
(1) Feedback & communication about error, (2) Communication openness

(3) Hospital handoffs & transition, (4) Teamwork across hospital units (5) Frequency of event reporting

[Fig. 4] Percent Positive Response for Communication & Cooperation
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