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Purpose: This study aimed to identify tasks performed by patient safety personnel using importance-performance
analysis.

Methods: An online survey was conducted during a mandatory educational course. The questionnaire consisted of 43
items categorized into four subscales: management of patient safety accidents, education of healthcare personnel,
education of patients and guardians, and patient safety activities. Importance-performance analysis was employed to
ascertain the relationship between the importance and performance of tasks conducted by patient safety personnel.

Results: A total of 145 patient safety personnel participated in the survey. The perceived importance of tasks by
participants averaged 3.67 out of four, while the average performance was 3.40 out of four, indicating a significant
difference (t=8.04, p<.001). Activities such as collecting patient safety reports, conducting root-cause analyses, and
educating new employees were identified as low-performance tasks compared to their perceived importance.

Conclusion: Tasks recognized as having low importance but high performance among patient safety personnel should
be addressed through increased awareness and education. Analyzing the causes of tasks with low importance and
performance is crucial for recognizing their importance and implementing improvement measures.
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Table 1. General characteristics of the participants.

(N=145)
Variables Categories n (%) M £ SD
Age (years)? <35 47 (32.6) 41.18+9.07
36~45 54 (37.5)
=46 43 (29.9)
Gender Female 141 (97.2)
Male 4 (2.8)
Marital status” Single 37 (25.7)
Married 107 (74.3)
Education College 17 (11.7)
Bachelor 80 (55.2)
= Master 48 (33.1)
Total clinical career (years) <10 40 (27.6) 16.25+8.67
10~€20 53 (36.5)
=20 52 (35.9)
Current career (years) <1 27 (18.6) 3.24+2.40
1~43 41 (28.3)
3~<5 42 (29.0)
=5 35 (24.1)
Reason for taking the position? Volunteer 61 (42.4)
Hospital's directive 83 (57.6)
Type of hospital Tertiary hospital 31 (21.4)
General hospital 69 (47.6)
Hospital 45 (31.0)
The number of Beds »200 18 (12.4)
<200~¢500 72 (49.7)
=500 55 (37.9)
Affiliation department Directly under the director 74 (51.0)
Administration and management 33 (22.8)
Nursing depart 28 (19.3)
Others 10 (6.9)
The number of department members : 27 STTETI0
=2 102 (70.3)
Concurrent position Yes 53 (36.6)
No 92 (63.4)
Workload (1-10) 8.23+2.06
Job satisfaction (1-10) 6.26+2.11

1)Excluding missing data(n=1)
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Table 2. Difference between the importance and performance of patient safety personnel’ tasks.

o] 3itt.
SH9S o
o

(N=145)
Importance Performance
Task MiSD M=£SD j a
Overall 3.66+£0.32 3.40+0.51 8.042 <.001
A. Management of PS accident 3.73+£0.32 3.45+0.57 6.704 <.001
Al. Check PS accident report 3.86%+0.77 3.71+0.65 3.14 .002
A2. Collection of PS accident 3.67+0.48 3.20+0.81 8.09 <.001
A3. Selection of PS accident list. 3.64+0.51 3.3440.83 4.66 <.001
A4. Conduct Root cause analysis 3.72+0.45 3.06+£0.97 8.71 <.001
A5. Conduct Failure Mode Effect Analysis. 3.63£0.60 3.07+1.05 7.57 <.001
A6. Manage PS accidents. 3.80+0.40 3.71£0.63 1.64 103
A7. Manage information on PS accidents. 3.76+0.42 3.58+0.75 3.31 .001
A8. Share the national PS accidents 3.65+0.49 3.45+0.86 3.21 .002
A9. Report the analysis results with executives. 3.79+0.47 3.72+0.69 1.37 173
A10. Share the analysis results with related staff. 3.76+0.47 3.64+0.71 2.45 .016
B. Education of healthcare personnel 3.63+£0.42 3.29+0.75 6.008 <.001
B1. Establish education 3.65%£0.49 3.524+0.78 2.137 .034
B2. Educate new healthcare personnel 3.66+0.47 3.39+0.87 4.134 <.001
B3. Educate hospital executives 3.56+0.55 2.93+1.00 8.082 <.001
B4. Educate regularly hospital employee. 3.64+0.48 3.33+0.84 4.903 <.001
C. Education of patient and guardian 3.55%£0.52 2.97+0.96 8.596 <.001
C1. Establish education 3.56+0.54 3.03+0.97 7.669 <.001
C2. Educate patients and guardians. 3.54+0.54 2.91+1.02 8.731 <.001
D. Patient safety activities 3.65+0.35 3.43+0.50 7.120 <.001
D1. Check PS activities 3.71+0.47 3.5240.68 4.003 <.001
D2. Share PS activities with executives 3.77+0.42 3.61+£0.68 3.254 .001
D3. Share PS activities with staff 3.78+0.42 3.61+0.66 3.525 .001
D4. Prepare report materials for PS committee 3.67%0.50 3.66+0.90 0.232 .817
D5. Report the annual PS committee 3.62+0.60 3.54+0.94 1.087 .279
D6. Implement hospital activities by KOPS Alert. 3.65+0.53 3.21+0.98 6.228 {.001
D7. Register hospital PS reports 3.72+0.45 3.66+0.73 0.988 325
D8. Share KOPS Alerts with staff. 3.69+0.46 3.45+0.78 3.741 <.001
D9. Check the hospital status of the KOPS Alert 3.69+0.48 3.32+0.80 6.241 <.001
D10. Support sentinel event task 3.81£0.37 3.63+£0.72 3.866 <.001
D11. Develop detailed guidelines PS standards 3.58+0.53 2.90+£0.96 10.195 <.001
D12. Confirm PS standards. 3.62+0.51 3.13+£0.80 8.952 <.001
D13. Manage the PS indicator system. 3.64+0.50 3.60+0.65 0.927 .356
D14. Select PS indicators. 3.60£0.53 3.51£0.75 1.835 .069
D15. Submit data for policy establishment. 3.26+0.74 2.65+1.08 8.520 <.001
D16. Training staffs for PS indicators 3.54+0.60 3.15+1.03 6.104 <.001
D17. Measure PS indicators regularly. 3.65+0.55 3.66+0.68 -0.160 .873
D18. Training of personnel for PS indicator. 3.70+0.47 3.61+£0.65 2.370 .019
D19. Support improvement activities 3.70+0.47 3.54+0.69 3.481 .001
D20. Share PS indicator results with executives. 3.714+0.48 3.76+0.58 -1.122 264
D21. Share PS indicator results with relevant staff. 3.71+£0.49 3.75+£0.55 -1.029 .305
D22. Complete required statutory education. 3.88%0.36 3.92+0.31 -1.135 .258
D23. Complete competency improvement training. 3.70+0.46 3.63+0.70 1.316 .190
D24. Evaluate using PS culture measurement tool 3.45+0.63 2.83+1.07 7.576 <.001
D25. Create a PS culture 3.61+0.55 3.26+0.87 5.511 <.001
D26. Share PS culture results with executives 3.60+0.58 3.25+£1.04 4.461 <.001
D27. Share PS culture results with staff 3.61+0.59 3.22+1.04 5.089 <.001

PS=patient safety; KOPS= Korea Patient Safety reporting & learning system.
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Figure 1. Importance and performance matrix for patient safety personnel’ tasks.

(1) Keep up the Good Work : Al. Check PS accident report.; A6. Manage PS accidents.; A7. Manage information on PS accidents.; A9. Report the analysis results
with executives.; A10. Share the analysis results with related staff.; D1. Check patient safety activities.; D2. Share patient safety activities with executives.; D3.
Share PS activities.; D7. Register hospital PS reports.; D8. Share KOPS Alerts with staff.; D10. Support sentinel event task.; D17. Measure patient safety indicators
regularly.; D18. Training of personnel for patient safety indicator.; D19. Support improvement activities according to patient safety indicator results.; D20.
Share PS indicator results with executives.; D21. Share PS indicator results with relevant staff.; D22. Complete required statutory education.; D23. Complete
job competency improvement training. (2) Concentrate Here : A2. Collection of PS accident.; A4. Conduct Root Cause Aanalysis.: B2. Educate new healthcare
personnel.; D9. Check the hospital status of the KOPS Alert. (3) Low Priority : A3. Selection of PS accident list.; A5. Conduct Failure Mode Effect Analysis.; B3.
Educate hospital executives.; B4. Educate regularly hospital employee.; C1. Establish education.; C2. Educate patients and guardians.; D6. Implement hospital
activities by KOPS Alert.; D11. Develop detailed guidelines PS standards.; D12. Confirm PS standards.; D15. Submit data for policy establishment.: D16. Training
staffs for PS indicators.; D24. Evaluate using PS culture measurement tool.; D25. Create a PS culture.; D26. Share PS culture results with executives.; D27. Share
PS culture results with staff. (4) Possible Overkill : A8. Share the national PS accidents.; B1. Establish education.; D4. Prepare report materials for PS committee.;

D5. Report the annual PS committee.; D13. Manage the PS indicator system.: D14. Select PS indicators.
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