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Development and Validation of the Korean Patient Safety

Culture Survey Instrument for Hospitals
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Purpose: This study aimed to develop a survey instrument to assess the Patient Safety Culture in Korean hospitals and
evaluate its validity and reliability.

Methods: A preliminary instrument was developed through a literature review, focus group interviews, content validity
testing, and pretesting for face validity. A total of 467 hospital employees participated in the psychometric testing. Validity
and reliability assessments included content validity, construct validity, criterion-related validity, and internal consistency.

Results: The Korean Patient Safety Culture Survey Instrument comprised 35 items across seven factors: leadership,
patient safety policy and procedure, patient safety improvement system, teamwork, non-punitive environment, patient
safety knowledge and attitudes, and patient safety priority. These seven factors contributed 60.98% of the variance of the
total scale. Cronbach’s alpha for internal consistency was .93; the seven factors ranged from .66 to .91.

Conclusion: The results of this study showed that the Korean Patient Safety Culture Survey Instrument is reliable, valid,
and suitable for measuring patient safety culture in Korean hospitals.
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Figure 1. Conceptual framework of the study.
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Table 1. General Characteristics.

Characteristics Categories n (%)
Male 68 (14.9)
Gender
Female 387 (85.1)
30 213 (46.8)
Agel(years) 30-39 180 (39.6)
=40 62 (13.6)
Doctor 66 (14.5)
Nurse 311 (68.4)
Job title
Medical technologist 48 (10.5)
Pharmacist 30 (6.6)
2 73 (16.0)
2-5 152 (33.4)
Working period(years)
6-10 104 (22.9)
=11 126 (27.7)
Inpatient ward 255 (56.0)
Intensive Care Unit 48 (10.5)
Emergency Room 24 (5.3)
Department Operating Room 48 (10.5)
Imaging/laboratory test room 40 (8.8)
Pharmacy 28 (6.2)
Others 12 (2.6)
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Table 2. 2 exploratory factor analysis.
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Items Factor 1 Factor 2 Factor 3

Factor 4

Factor 5

Factor 6

Factor 7

Factor 8

Q8 .827
Q7 .818
Q6 767
Q9 764
Q11 716
Q2 575
Q5 569
Q10 555
Q4 .528

Q31 .695
Q33 .631
Q29 .585
Q30 571
Q35 536
Q34 528
Q32 517

Q27 766
Q19 749
Q38 574
Q36 571
Q28 516

Q14
Q15
Q13
Q12

.689
.611
.610
578

Q16
Q17
Q18
Q39
Q44

717
712
.664
.576
572

Q24
Q21
Q25
Q23

725
.647
.629
.526

Q42

Q41
Q40

.720
.636
.621

Q45
Q43
Q47

758
719
718

Eigen values 5.701 3.287 3.192
variance(%) 14.253 8.217 7.981

Accumulative
Variance(%) 14.253 22.470 30.451

3.014
7.534

37.985

2.675
6.688

44.673

2.483
6.208

50.881

2.155
5.388

56.569

1.884
4.711

60.980
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Table 3. Inter-correlation of patient safety culture factors.

Patient Patient Non-puni- Patient safety Patient Risk
Leadership Teamwork safety safety tive environ-  Improvement safety 15 "
knowledge /attitude  Policy /procedure ment system priorities perception
Leadership 1
Teamwork 597 1
Patient
safety 556" 641 1
knowledge/attitude
Patient
safety 698" .619%* 51T 1
Policy/procedure
Non-punitive envi- 026 355 261 261 1
ronment
Patient
Isafety 564*** 572*** 476*** 584*** 359*** 1
mprovement
system
Patient
safety 292 3627 2877 276™* 4G 320 1
priorities
Risk perception .102* -.001 .084 .014 -.062 .007 - 173%* 1
Mean 4.10 3.81 4.05 3.84 3.45 3.66 3.22 3.94
SD .53 .49 47 .56 71 .58 .70 .59

1 p<.05, M 1 p<.001

Table 4. Intercorrelation of patient safety culture factors and Numeric Rating Scale (NRS).

Non-puni-

Total . Patient safety Patient safety . X Patient safety Patient safety
Leadership  Teamwork . . tive environ- o
score knowledge/attitude  Policy/procedure oy Improvement system priorities
NRS .615Y 527V .559Y 4339 574V .258Y .526" .274Y

1) p<.001
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Table 5. Factor reliability and patient safety culture score.

Cronbach’ alpha® 0.934% w9 =4 Yebtal Qe
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Factors

Cronbach’s alpha

Leadership 914
Teamwork .837
Patient safety knowledge/attitude .802
Patient safety Policy/procedure .812
Non-punitive environment 731
Patient safety Improvement system .786
Patient safety priorities .656
Total 934
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Table 6. Patient safety culture factors and items.

Factors Items
Q2 Our hospital’s executives continuously communicates with employees about the importance of patient safety
Q4 Our hospital has a support system to resolve patient safety issues
Q5 Our hospital leadership demonstarates that patient safety is a high priority
Q6 Our department leader emphasizes patient safety as a high priority
Leadership Q7 Our department leader encourages staff effors to improve patient safety
Q8 Our department leader takes the lead and strives to improve patient safety
Q9 Our department leader does not overlook patient safety issues
Q10 Our department has a well-established system(e.g.meetings, councils , etc) to ensure patient safety
Q11 Our department leader actively reviews staff suggestions to improve patient safety
Q30 Patient safety permeates every day work at our hospital
Q31 All departments of our hospital work well together to provide safe care to patiens
Q32 My colleagues and I support and help each other when we are busy
Teamwork
Q33 At our hospital, all departments, including the medical department, have high participation in improving patient safety
Q34 When I work, I stick to principles even if it is somewhat inconvenient
Q35 The staff of our hospital strictly adhere to policy and procedure for patient safety
Q19 I know which patient safety issues to report
Patient safety Q27 I am familiar with the concept of patient safety
knowledge/ Q28 Patient safety education contents of our hospital are comprehensive including policy on patient safety
attitude Q36 I believe that adhere to patient safety principles is a basic task
Q38 I try to act safely to avoid harm to patients
Q12 At our hospital, the policy for patient safety is well communicated to the patient care area
Patient safety Q13 At our hospital, the policy for patient safety is well established at the patient care area
Policy/ Q14 Our hospital’s systems and procedures are designed to prevent mistakes
procedure
015 The safety procedures that staff must adhere are well documented in the rule and regulation
Q16 I am worried that I may be penalized if I report a patient safety incident
Non-punitive Q17 When we make mistakes, we face shame-inducing criticism
environment Q18 The high number of patient safety case reports is believed to indicate there are many problems in the department
Q39 I think that patient safety issues are something we are afraid of and want to hide
Q21 I experienced hospital became safer through patient safety incident reports
Patient safety Q23 At our hospital, analysis to find the root causes of patient safety issues is well conducted
Improvement
system Q24 At our hospital, when improving patient safety issues we take a system and process approach rather than punishing individuals
Q25 Our hospital has an atmosphere that encourages learning from others’ mistakes
Q40 Sometimes I cannot adhere patient safety procedure when I am busy
g?itéiﬁtiesffety Q41 I am annoyed by the extra work which take to improve patient safety issues
Q42 When there is a conflict between efficiency(performing many tasks in a given time) and patient safety, I choose efficiency
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