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ABSTRACT

The impact of hospital accreditation on patient safety

culture in nurses at general hospitals in korea

kwan, Mi Ran
Advisor @ Hyun—Ju Seo (Ph.D. RN)
Department of Nursing.

Graduate School of Chosun University

Purpose : The purpose of this study was to investigate the impact of the
experience of hospital accreditation at general hospitals on nurses’ levels of
perception of each dimension of patient safety culture and the relationship of
hospital accreditation with the overall perception of safety and the hospital
patient safety grade as a result related to patient safety culture, and identify the

factors which affect patient safety culture.

Methods : This study was carried out by conducting a survey among a total
of 320 nurses working in the six hospitals located in G Metropolitan City, and
measuring the dimensions of patient safety culture using the questionnaire of
the Hospital Survey on Patient Safety Culture, which consisted of 44 items.

After the approval of the IRB, data were collected from July 28 to September
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27 in 2014, and they were analyzed using SPSSIBM 20.0 program.

Results : In this study, the mean score for general hospital nurses’ overall
perception of safety was found to be 3.53 points, and when the levels of
perception for the dimensions of patient safety culture were assessed by
average percentages of positive responses, the frequency of events
reported(90.5%), the immediate supervisor/manager(69.4%), feedback and
communication about errors(66.3%), staff(61.6%), overall perception of
safety(55.7%), teamwork across hospital units(51.8%), teamwork in the hospital
(50.7%), hospital management support for patient safety(43.796), hospital
hand-offs and transitions(43.6%6), communication (43.296), organizational learning
and continuous improvement (35.6%), hospital patient safety grade(34.6%6) and
the non—punitive response to error (23.0%) were reported in the order listed.
For the dimensions of patient safety culture, which were added in Model 2
concerning the dependent variable 'overall perception of patient safety’ in the
hierarchical multiple linear analysis in order to examine the impact of the
experience of hospital accreditation on patient safety culture, the working
environment (8=0.589, p=<001) and hospital management support for patient
safety (B=0.261, p=<.001) were observed to increase the explanatory power of
the model statistically significantly (AR2=0.423, F(p)=26.59(<.001), and hospital
accreditation was found to be unrelated to the hospital safety grade with the
adjusted R® value of 0.007 although it was selected as the predictor which had

a slight effect on 'overall perception of safety’ (8=0.097).

Conclusion: In this study, general hospital nurses’ experience of hospital
accreditation was found to have insignificant effects on overall perception of
patient safety and was found to be unrelated to the hospital patient safety

_Vi_
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grade. In order to evaluate the effects of the policy intervention of hospital
accreditation, it is necessary to conduct a longitudinal study or a time series
study to investigate changes in nurses’ perception of patient safety culture and
overall perception of patient safety and identify the factors which affect the

hospital patient safety grade.

Key words : patient safety culture, accreditation, hospital
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g2 F g mags) 63.2%, ATAY ‘F'F 36.8%%2 VeEwth ¥ et

_14_

Collection @ chosun



<Table 1> General characteristics of respondents N=310
N % M + S.D Range
<24 56 18.1
25 - 29 109 352
Age
30 - 34 65 210 3099 + 765  22-55
35 -39 37 11.9
>40 43 139
Diploma 178 574
Education Bachelor 111 35.8 - -
Master 21 6.8
Internal medicine 69 22.3
General surgery 88 28.4
Working
OBGY_PED12) 42 135 - -
unit/area
ER_Hemol!3 42 136
ICU_OR! 69 22.3
Work experience in =5 208 671
. 6 - 10 61 19.7
present hospital - -
11 - 15 23 7.4
> 16 18 5.8
100 - 199 65 21.0
Hospital size 200 - 299 70 22.6 - -
> 300 175 56.5
Staff nurse 263 84.8
Position Charge nurse 21 6.8 - -
Head nurse 26 8.4
No 196 63.2
Experience of accreditation - -
Yes 114 36.8
Hospital Patient Safety
. 232 + 055
Grade(litem)
Overall Perceptions of
353 + 056

Safety(ditem)

12) OBGY_PED: Obstetrics & Gynecology, PED: Pediatrics

13) ER_Hemo : Emergency Medicine, Hemo: Hemodialysis
14) ICU_OR : Intensive Care Unit, OR: Operation Room
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<Table 2> Survey composite and items positive scores N=310

%Average
Items positive
response

Perception comparison on patient safety culture in department

Supervisor/manager expectations and promoting patient safety 69.4
My supervisor/manager says a good word when a job done according to

established patient safety procedures o0
My supervisor/manager seriously considers staff suggestions for

improving patient safety o9
Whenever pressure builds up, my supervisor/manager wants us to work

faster, even if it means taking shortcuts.(r) 634
My supervisor/manager overlooks patient safety problems that happen

over and over(r) w04
Organizational learning/continuous improvement 355
We are actively doing things to improve patient safety 17.1
Mistake have led to positive changes here 405
After we make changes to improve patient safety, we evaluate their effectiveness 49.0
Teamwork within units 51.8
People support one another in terms of work in this unit 11.9
When a lot of work needs to be done quickly, we work together as a

team to get the work done 6o
In this unit, people treat each other with respect 771
When one area in this unit get really busy, others help out 52.7
Non—punitive response to error 22.9
Staff feel like their mistakes are held against them(r) 20.0
When an event is reported, it feels like the person is being reported, not

the problem(r) 185
Staff worry that mistakes are kept in their file 289
Staffing 61.5
We have enough staff to handle the workload 88.0
Staff in this unit work long hours which might affect patient care 53.2
We use more agenct/temporary staff than is best patient care 70.2
When work in ‘crisis mode’ trying to do too much, too quickly 33.2
Communication openness 43.1
Staff will freely speak up if they see something that may negatively affect

patient care Ao
Staff feel free to question the decisions or actions of those with more authority 36.1
Staff are afraid to ask questions when something does not feel right(r) 48.0

_18_
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<Table 2>Continued N=310

%Average

Items positive

response

Feedback and communications about error 66.3
We are given feedback about changes put into place based on event reports 61.7
We are informed about errors that happen in this unit 73.8
This unit, we discuss ways to prevent errors from happening again 63.4

Perception comparison on patient safety culture in hospital

Management support for patient safety 43.6
Hospital management provides a work climate th 1 at promotes patient safety 56.6
Hospital management show that patient safety is a top priority 40.9
Hospital management interested in patient safety only after an adverse 339
event happens(r)

Teamwork across hospital units 50.6
People support one another in terms of work in this unit(r) 54.8
When a lot of work needs to be done quickly, we work together as a team to get 43.4
the work done
In this unit, people treat each other with respect(r) 51.3
When one area in this unit get really busy, others help out 52.9

Handoffs and transitions 43.5
Important patient care information is often lost during shift changes(r) 38.7
Important patient care information is often lost during shift changes(r) 56.3
Problems often occur in the exchange of information across hospital units(r) 25.6
Shift changes are problematic for patients in this hospital(r) 5.2

Perception and frequency of error report on overall patient safety

Overall perception of safety 55.7
It is just by change that more serious mistakes do not happen around here(r) 73.6
Patient safety is never sacrificed to get more work done 514
We have patient safety problems in this unit(r) 55.6
Our procedures and systems are effective in preventing errors 42.0

Frequency of events reported 90.5
But is caugth and corrected vefore it affects the patient, how often is this reported? 92.3
But has nopotential to harm the patient, how often is this reported? 90.6
That could harm the patient, but does not, how often is this reported? 88.5

Hospital Patient safety grade(litem) 364

_19_
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C. xSt AF 3o vt Fa#AAA
A2 apebd sl e] Ao A2 (1) Overall perception of

-~

patient safety (2) Patient Safety Grade® Z+Z} Patient safety culture dimensions

7]
o] A AFrr B 954 vew Zle B ok @2 obd #3E 4
sk 10719 shF- 9l & e A bATH A oAARE (o] AdAlF
(r=0.32, p <.00DE FERREIL, bS] AWl 1AV A ‘WA Y k] A
BAF (=047, p < .0DZE e sHx9F A#@AFe e Ax Fe AL 3
¢l & = Uth<Table 3>.

<Table 3> Correlation between patient safety culture composites

Hospital patient Overall Perception of
Safety grade Safety
N N o N

Supervisor/manager 0.18(0.001 %) 310 0.34(<.001 %) 309
Organizational learning 0.19(<.001 %) 310 0.29(<.001 ) 309
Teamwork within units 0.10(0.06) 310 0.35(<.001 %) 309
Non-punitive response to error 0.03(0.58) 310 0.05(0.42) 309
Staffing 0.13(0.022%) 310 0.04(0.47) 309
Hospital management 0.24(<.001 %) 310 0.44(<.001 ) 309
Teamwork across hospital units 0.21(<.001 %) 310 | 0.47(<.001%x) 309
Hospital hand-offs and transitions 0.11(0.048%) 310 0.29(<.001 %) 308
Communication 0.32(<.001=%) 310 0.39(<.001 %) 309
giiibmk and communications about 031(<.001++) 310 |  0.31(<.001%%) 309

*p < 0.05, % p <0.01
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<Table 4> Overall Perception of Safety according to General Characteristics.

N=310

Overall Perception of Safety

Characteritics Categories Mean+S.D Duncan’s
F-value p-value multiple
comparison
<24 14.14+2.31
25 - 29 13.58+2.07
Age
30 - 34 13.68+2.61 1.66 1.160
3B -39 13.54+3.28
=40 14.58+2.58
Diploma 13.82+2.46
Education Bachelor 13.69+2.51 1.65 0.194
Master 14.76+2.44
Internal Medicine 13.75+2.30
+
Working General Surgery 13.50+2.55
. PED_OBGY 14.00+3.03 147 0.212
unit/area
Hemo_ER 13.61£2.31
ICU_OR 14.40+2.25
Work 1-5 13.77£2.45
experience in 6 - 10" 13.73+2.25
present . 3.27 0.02: ab,c<d
11 - 15° 13.39+2.75
hospital
> 16° 15.55+2.79
100 - 199 13.78+3.03
Hospital size 200 - 299 14.24+2.07 1.21 0.300
> 300 13.70+2.40
Staff nurse” 13.66+2.45
Position Charge nurse” 14.00+2.49 6.42 0.002x* a,b<c
Head nurse’ 15.46+2.31
= p < 0.05, % p <001
—_ 22 —_
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<Table 5> Hospital patient safety grade according to General Characteristics.

N=310

Hospital patient

safety grade

Characteritics Categories Mean+S.D Duncan’s
F-value p-value multiple
COmparison
<24° 2.35+0.55
25 - 29" 2.22+0.49
Ae 30 - 34° 2.30£0.58 3.05 0.017x b,c,d<e
35 - 39° 2.32+0.53
=40° 2.55+0.59
Diploma® 2.28+0.53
Education Bachelor” 2.32+0.55 4.72 0.01 a,b<c
Master® 2.66+0.57
Internal Medicine”  2.31+0.58
Working General Surgery’ 2.25+0.55 b<c,
unit/area PED_OBGY* 2.47+0.50 312 002+ bd<ce,
Hemo_ER’ 214052 dee
ICU_OR® 2.43+0.52
Work 1-5 2.31+0.55
experience in 6 - 10 990+0.49
present 11 - 15 2 96054 1.83 0.141
hospital
> 16 2.61+0.60
100 - 199° 2.33+0.56
Hospital size 200 - 299" 2.07+0.57 10.49 <001 b<a,c
= 300° 2.41+0.50
Staff nurse” 2.27+0.54
Position Charge nurse” 2.520.51 7.43 <001 # a<c
Head nurse’ 2.65+0.48
* p < 0.05, xx p <001l
— 23 —
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E-1. AwtAel 2ot 14
Hub# el obdol thdF <14 (Overall perceptions of safety(sum of 4 items))ell
BHE A= Qs A f6to, SHAY] dRbA S-S AE, A9, &
At st (2554 84, ASAH_Aeal, gAAE, AFdRae HiE
D), Au7|H ASA BRAFE FHHETFE st AAA HSAFEARAE F
ottt SHTFA AF AN 7S AT A, & Fe] 56 HE

[\l

A A= Dubin-Watson A #o] 1.72% e} xp7)atate] §le Zl o= yebydar,
s FAAL ASsr] 98 4 12 -F32%HA (tolerance)+ 197.97 Abolef A%l
A 7

A3 A Al 4= (Variation inflation factor, VIF)+&= 1.0275.18% U5 &Aool gl A

2 vebgth obAe] oigt Mkl Q1A sty BdloA H9 F FIEAL
2H(B=0.159, p=0.009)7} EAH o= #9359 1(R2=052, F(p)=3.36(0.006), X2
oA F7Fd FAbAEs G el A 2538 (B=0589, p=<001)3} FApetol &

79 = AA(B=0.261, p=<001)& =] HugL EAH o folatA Z7}
AATHAR2=0.423, F()=2659(<.001). @A ZA 57} 718 wd 394 =
Adjusted R® 3ol 0.007(p<.001) & YER} obdo] digh Aub= ol el4) ¢ v]u|
gk FEe v A= dF20(B=0.0972F A A H<Table 6>.
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<Table 6> Factors affecting Overall perceptions of safety

N=310

Overall perceptions of safety(sum)

Variable Model 1 Model 2 Model 3
B P P B D
0.273 0.838 0.893
Work <5 Referent group
experience 6 - 10 -0.214 0.085 0.063 0.515 0.043 0.652
in
present 11 - 15 -0.183 0.107 0.023 0.790 0.009 0.917
hospital
>16 -0.163 0.056 0.019 0.780 0.008 0.909
0.034: 0.237 0.282
Diploma Referent group
Position Bachelor 0028 0628 0015 0.729  -0014 0.758
Master 0.159  0.009=x 0.075 0.110 0.070 0.132
Working environment 0589 <001 0587  <.001%x%
Patient Supervisor Manager 0.003 0.954 -0.002 0971
Safety
Communication -0.087 0.140 -0.077 0.187
Culture
Frequency of
-0.047 0.281 -0.044 0.307
events reported
Hospital 0261  <.001#x 0.267  <.001%x*
Experience of
o Yes vs. No 0.097 0.023+
Accreditation
R2 0.052 0.477 0.486
adj R2 0.036 0.459 0.466
(4R2) 0.423 0.007
F(p) 3.36(0.006%*) 26.59(<.001 %) 24.99(<.001 %)
*p < 0.05, = p < 0.01
- 25 —
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AA thE A g3 A EA o)A FA M4 2 Hospital patient safety grade, & ¥
)=

A9, 4], WATR), BALARS

A HAFslr] Y& A3 2 F 23 (tolerance) = .317.87AFo] o] AL
Z A 4=(Variation inflation factor, VIF)& 1.1473.13% tF&44 0] R Ao
Ebuith Y] 3 ok T3S Z:E“i—}?i AAA 39 4

KeN
Model 1014 255X 5 Zropat AHE-Q13H(3=0.189, p=0.007), T% A _FEdB
=0.230, p=0.00D)} A9 F FIZAF o] (B=0.164, p=0.015), B FlA 30078

o] H(B=0.190, p=0.015)L EAH =z F28t9(R2=0.18, F(p)= 472(<.001)), =
Q204 F7hE FApckAEgte e wele AuES BANLRE fol5A FHA
ZTHAR2=0.094, F(p)=596(<.001)). A% &2 ZA 57} Frhd Fel 30] 4]
= Adjusted R® W3t#o] -00022 Weh} 2&o] dAmee FgA7A Fagint
, SR T A A F= P le] FAbA S5 E #Hdo] glth<Table 7>.
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<Table 7> Factors associated with Hospital patient safety grade

N=310

Hospital patient safety grade

Variable Model 1 Model 2 Model 3
B D B D B D
0.215 0.415 0.413
) Diploma Referent group
Education
Bachelor -0.016 0.794 0.012 0.837 0.013 0.824
Master 0.099 0.129 0.082 0.196 0.082 0.194
<001 0.829 0.0003xx
Internal medicine  Referent group
Working General surgery 0.065 0.356 0.015 0.829 0.015 0.835
unit/area OBGY/PED 0.189 0.007=x 0.200 0.003== 0.202 0.004x
ER/Hemo -0.055 0.386 -0.045 0.466 -0.046 0.462
ICU/OR 0.230 0.001x 0.214 0.002x= 0.216 0.002x
0.279 0.367 0418
20 - 24 Referent group
A 25 - 29 -0.156 0.036% -0.135 0.056 -0.132 0.074
&e 30 - A -0.055 0.445 -0.036 0.595 -0.033 0.642
35 - 39 -0.080 0.237 -0.070 0.285 -0.067 0.325
=40 -0.031 0.736 -0.058 0.501 -0.055 0.538
0.048+ 0.152 0.163
o Staff nurse Referent group
Position
Charge nurse 0.069 0.239 0.062 0.281 0.061 0.288
Head nurse 0.164 0.015% 0.121 0.061 0.120 0.066
<001 <001 0.0009x
. . 100-199 Referent group
Hospital size
200-299 -0.113 0.133 -0.081 0.265 -0.085 0.267
=300 0.190 0.015% 0.186 0.014 0.189 0.015%
Working
) -0.030 0.658 -0.031 0.651
Patient environment
Supervisor_
Safety -0.007 0906  -0.008 0.905
Culture Manager
communication 0.288 <001 0.289 <.001
Frequency of
0.062 0.243 0.064 0.238
events reported
Hospital 0.074 0.243 0.075 0.240
Experience of
o Yes vs. No 0.012 0.859
Accreditation
R2 0.183 0.286 0.286
adj R2 0.144 0.238 0.236
(4R2) 0.094 -0.002
F(p) 4.72(<.001%%) ‘ 5.93(<.001 %) \ 5.66(<.001%%*)
*p < 0.05, = p <0.01
- 27 —
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