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Abstract

Objectives: This study measures the level of cognition of employee's patient
safety culture and evaluates the current level through comparing the results
to external levels. Ultimately it is performed to construct a strategic improve—

ment plan through the basic database for patient's safety culture.

Methods: A questionnaire survey of self reporting type was carried out using
structured questionnaire of the patient's safety culture for employees currently
employed in a hospital. Total responders was 1,129 and a response rate was
54.6%. The survey results were calculated with a percent positive response,
and the current level was evaluated by comparing with the survey results of a
hospital (2009 and 2014) and the survey result of The Agency for Healthcare
Research and Quality(2014).

Results: Sub—dimension of high percent positive response for each area
were ‘teamwork within hospital units’ (80%), 'feedback & communication
about error' (73%) and 'supervisor/manager expectations & actions promoting
safety’ (67%). Meanwhile, 'teamwork across hospital units' (31%), 'hospital
management, support for patient safety' (29%), 'staffing' (27%) and mnon—pu-—
nitive response to error (17%) were relatively low percent positive response.
Compared to the survey results of AHRQ (2014) for each area, 'teamwork
within hospital units' (80%), 'feedback & communication about error' (73%),
‘frequency of event reporting' (66%) were at the top 50% percentile level and
the remaining sub—dimensions showed a very low level in the lower 10%

percentile area.

Conclusion: In order to establish a system for patient safety culture within the
hospital and evaluate the effect on this, it is necessary to periodically evaluate
the patient's safety culture and establish regulations on hospital safety culture

to comply with this.
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Table 1. Confidency analysis of patient safety survey tool

Sub-dimensions Questions Chronbach’s a
1 Teamwork within hospital units Al, A3, A4, All 0.801
2 Supervisor/manager expectations & actions promoting safety Bl, B2, B3R, B4R 0.709
3 Organizational learning - continuous improvement A6,A9,A13 0.493
4 Hospital management support for patient safety F1, F8, FOR 0.636
5 Feedback & communication about error Cl1,C3,C5 0.778
6  Overall perceptions of safety A10R, Al15,A17R, A18 0.300
7 Frequency of event reporting D1, D2, D3 0.827
8 Communication openness C2,C4, C6R 0.614
9 Teamwork across hospital units F2R, F4, F6R, F10 0.683
10 Staffing A2, A5R, A7R, A14R 0.320
11 Hospital handoffs & transition F3R, F5R, F7R, F11R 0.689
12 Non-punitive response to error A8R, AI12R, A16R 0.585

R : negative questions are analyzed and converted into a positive response
Questions is same with survey tool of “Hospital Survey on Patient Safety Culture”
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Table 2. Characteristics of responders

2015 2014
Characteristics %2 p-value
Number % Number %
Medical doctor 217 19.6 46 4.7
) Nurse 667 60.2 710 71.9
Profession 108.616
Health 180 16.3 168 17.0
Administration 45 4.0 63 6.4
Director 38 3.8 18 2.0
Head/section chief 134 13.3 22 24
Status Chief clerk 205 203 147 62 76

Other staff 630 62.5 723 79.5
< 12 months 210 19.3 195 20.2
1~3 years 271 24.9 238 24.7
. 3~5 years 167 15.3 148 154

Periods of present work 57 years 90 23 81 8.4 0.421 0.995
7~10 years 116 10.7 102 10.6
> 10 years 235 21.6 200 20.7
< 12 months 271 25.0 256 26.7
1~3 years 311 28.7 295 30.7

Periods of present post 375 years 173 16.0 137 143 5.531 0.355
5~7 years 80 7.4 82 8.5
7~10 years 91 8.4 75 7.8
> 10 years 156 144 115 12.0
< 12 months 148 13.7 153 15.8
1~3 years 207 19.2 211 21.8

Periods of present job 375 years 136 143 148 148 9.112 0.105
5~7 years 113 10.5 103 10.7
7~10 years 122 11.3 107 11.1
> 10 years 332 30.8 244 253

Sup;?ort type.of Dl?ect 977 88.1 874 89.5 3417 0.181
medical service Indirect 129 11.6 102 10.5

% : the percent that no answer for questions is excluded. ; Profession : Medical doctor (include the residency), Nurse (nurse, nursing aid, nursing assist, professional nurse),
Health (Pharmacist, dietician or cook, technician, therapist, others), Administration (administrative director, clerk) ; * P<0.001
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Staffing
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Figure 1. Comparisons of percent positive response for sub-dimension in patient safety culture survey
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Table 3. Percent positive response for patient safety level in each unit

Composite % Positive Response Percentiles

Patient safety level in CHA CHA

each unit s 2014 OP min 10" 25" Median/ 75" 90" M ax
%ile  %ile 50 %ile %ile  %ile
Positive response 57.6 56.0 9.25 31 64 70 77 83 88 100
3) AFARI 3l 2% Ao g YElgth o] AHRQ (2014)9] 2
At 1 Axk HuAz AlEgh Aol s S5 o} BlwsjHH 319 25% FQl AoE XA}
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Table 4. Frequency of event reporting for last 12 months

2K

AcHTable 4).

Composite % Positive Response Percentiles

Event reporting for last CHA CHA SD N . X N .
12 months 2015 2014 Min 10 25 Median/ 75 90! Max
Yoile Yoile 50" %ile Yoile Yoile
Report more than 1 event 37.9 52.7 10.45 10 30 37 43 50 57 100
3. IAorA R Slo] =Y B Ayl 3 54%° SHAF dHA R HokqlaL, o]
+ AHRQ(2014) Z3te} Hlu A] 3h] 10% <<=
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Figure 3. Percent positive response for supervisor/manager & management support :
(1) Supervisor/manager expectations & actions promoting safety

(2) Hospital management support for patient safety
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Figure 4. Percent positive response for communication & cooperation :

(1) Feedback & communication about error, (2) Communication openness
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