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ABSTRACT

Impact of Nurses’ Perception of Patient Safety Culture and
Safety Control on Patient Safety Management Activities

in University Hospital

Jang, Hee Eun
Advisor : Prof. Kang, Hee-Young Ph.D.

Department of Nursing,

Graduate School of Chosun University

Purpose: This study was done to identify factors which influence patient
safety management activities from among the following: perception of
patient safety culture, safety control, and demographic factors in university
hospital nurses. Methods: The participants were 222 nurses working at C
university hospital located in G city. The data were collected from April
25 to May 2, 2013 using structured questionnaires. Data were analyzed
with SPSS computer program, and included descriptive statistics, t-test,
one way ANOVA, Pearson’s correlation and multiple regression. Results:
Patient safety management activities were significantly correlated with
perception of patient safety culture and safety control. Regression analysis
showed that total work experience in present hospital, experience of
patient safety accident, communications, frequency of events reported, and
safety control explained 41% of variance for patient safety management
activities. Conclusion: It is identified that safety control is positive effect

factor to improve patient safety management activities of nurses over

_iv_



these findings. Also it might be useful to develop intervention programs

that promoting safety control and patient safety management activities.

Key words: Patient safety, Safety control, Safety management, Nurses
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Table 1. General Characteristics of Participants (N=222
Variables Categories n (%) M+SD
Gender Female 213 (95.9)
Male 9(4.1)
Age (years) <25 11 (5.0) 32.93+8.13
25 - 29 97 (43.7)
30 - 34 45 (20.3)
35 -39 19 (8.6)
40< 50 (22.5)
Education level® Associated degree 94 (42.3)
Bachelor 82 (36.9)
Master< 45 (20.3)
Marital status Unmarried 149 (67.1)
Married 73 (32.9)
Total work experience in <9 13 (5.9) 0.38+8.48
present hospital (years)”
2 - <5 79 (35.8)
5 - <10 55 (24.8)
10 - <15 18 (8.1)
15< 56 (25.2)
Work experience in <2 73 (329) 2.48+1.83
present unit (years)
2 - <5 116 (52.3)
5< 33 (14.9)
Working hours per week <40 67 (302)
(hour) 40 - 59 148 (66.7)
60< 6 (2.7)

* Excepting not responses
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Table 1. General Characteristics of Participants (continued) (N=222)
Variables Categories n (%) M+SD
Position Staff nurse 186 (83.8)
Charge nurse< 36 (16.2)
Shift type Shiftwork 207 (93.2)
Daywork 15 (6.8)
Work unit Medical unit 67 (30.2)
Surgical unit 71 (32.0)
Intensive care unit 47 (21.2)
Emergency room 26 (11.7)
Others 11 (5.0)
Number of assigned <10 48 (21.6) 25.90+17.89
patient
10 - <20 22 (9.9
20< 152 (68.5)
Experience of patient Yes 198 (89.2)
safety education
No 22 (9.9
Experience of patient Yes 165 (74.3)
safety accident ’
No 55 (24.8)
Job satisfaction Satisfaction 138 (62.2)
Dissatisfaction 84 (37.8)

* Excepting not responses
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Table 2. Descriptive Statistics for Study Variables

(N=222)

Variables(number of item) n (%) Mz=SD/item Min Max Range
Patient safety culture(44) 3.08+0.30 2.1 4.2 1-5
Working environment in unit(18) 3.14+0.36 2.2 4.9
Attitude of supervisor/manager(4) 3.58+0.47 25 4.8
Communications(6) 3.40+0.45 2.0 4.7
Frequency of events reported(3) 3.17+0.76 1.0 5.0
Hospital environment(11) 2.59+0.35 14 4.1
Patient safety grade(1) 3.06+0.61 1.0 5.0
Number of events reported(1)
None 82 (36.9)
1-2 86 (38.7)
3-5 41 (18.5)
6< 13 (5.9)
Safety control(7) 3.41+0.49 2.0 5.0 1-5
Patient safety management activities(56) 4.02+0.45 2.7 4.8 1-5
Medication(9) 3.97+0.48 2.7 5.0
Transfusion(9) 4.40+0.57 2.8 5.0
Patient care during transfer(8) 4.28+0.54 2.6 5.0
Management of Infection(12) 4.30+0.51 2.8 5.0
Identification of patient(5) 4.23+0.54 2.6 5.0
Communication(4) 3.47+0.80 1.0 5.0
Management of pain(2) 4.24+0.92 2.0 5.0
Management of bedsore(2) 4.20+0.71 2.0 5.0
Management of fall(2) 4.25+0.69 2.0 5.0
Management of environment(3) 3.99+0.74 2.0 5.0
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Table 3. Patient Safety Management Activities by General Characteristics

(N=222)
Variables Categories n (%) M+SD F/t D
Gender Female 213 (95.9) 4.02+0.45 0.22 830
Male 9 (4.1 3.99+0.40
Age (years) <25" 11 (5.0) 3.64+0.33 7.03 <.001
25 - 29° 97 (43.7) 3.95+0.39 a<c
30 - 34° 45 (20.3) 4.01+0.44 ab,c<e’
35 - 39 19 (8.6) 4.01+0.71
40<° 50 (22.5) 4.26+0.35
Education level Associate degree” 94 (42.3) 3.92+0.40 415 017
Bachelor” 82 (36.9) 4.09+0.42 a<b’
Master< 45 (20.3) 4.10+£0.53
Marital status Unmarried 149 (67.1) 3.97+0.45 -2.59 .010
Married 73 (32.9) 4.13+0.42
Total Work <2" 13 (56.9) 3.64+0.37 9.89 <.001
experience in 2 - <5 79 (35.8) 3.900.36 a<c
present hospital 5 - <10° 55 (24.8) 4.02+0.49 ab,c<e’
(vears) 10 - <15¢ 18 (8.1) 4.06£0.55
15<°¢ 56 (25.2) 4.28+0.35

“Post hoc comparison=Scheffe, " Post hoc comparison=Dunnett’s T3
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Table 3. Patient Safety Management Activities by General Characteristics

(continued) (N=222)
Variables Categories n (%) M+SD F/t D
Work experience <2 73 (32.9) 4.02+0.47 0.67 514
in present unit 2 - <5 116 (52.3) 4.00+0.40
(years) 5< 33 (14.9) 4.10+0.55
Working hours per <40 67 (30.2) 4.07+0.50 0.81 445
week (hour) 40 - 59 148 (66.7) 4.00+0.42
60< 6 (2.7) 4.1610.41
Position Staff nurse 186 (83.8) 3.98+0.45 -3.23 .001
Charge nurse< 36 (16.2) 4.24+0.34
Shift type Shiftwork 207 (93.2) 4.01+0.45 -1.58 116
Daywork 15 (6.8) 4.20+0.35
Work unit Medical unit 67 (30.2) 4.06+0.40 1.86 118
Surgical unit 71 (32.0) 4.06+0.40
ICU 47 (21.2) 4.04+0.51
Emergency room 26 (11.7) 3.82+0.50
Others 11 (5.0) 3.92+0.47
number of <10 48 (21.6) 4.01+0.51 0.18 .837
assigned patient 10 - <20 22 (9.9) 4.07+0.52
20< 152 (68.5) 4.0210.41
Experience of Yes 198 (89.2) 4.05+0.43 2.31 022
patient safety No 22 (9.9 3.83£0.48
education
Experience of Yes 165 (74.3) 4.07+0.43 3.15 .002
patient safety No 55 (24.8) 3.86+0.45
accident
Job satisfaction Satisfaction 138 (62.2) 4.30+0.44 0.39 695
Dissatisfaction 84 (37.8) 4.01+0.46
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A (r=.229, p=.001), A&A/AEA2Fe] B =(r=.319, p<.001), JAA%5 3 A2 (r=.416,
p<.001), AFaL¥ 3 Bl %=(r=.197, p=.003), ¥ 374 (r=.333, p<.001),
AE(r=134, p=049)° gk A2 B HH-SA (=553, p<.001) ¥} Folg g4 Fa
HAZE A A THTable 4).

riet

Table 4. Correlation between Study Variables (N=222)
1 1-1 1-2 1-3 1-4 1-5 1-6 2 3
Variables
r(p)
1. Patient safety culture 1
1-1. Working environment 1
in unit
1-2. Attitude of .343 1
supervisor/manager (<.001)

468 438 1
(<.001) (<.001)

1-4. Frequency of events .360 122 256 1

reported (<.001) (071 (<.001)
543 .326 486 337 1
(<.001) (<.001) (<.001) (<.001)
443 .262 222 134 415 1
(<.001) (<.001) (.001) (.048) (<.001)
314 278 A32 .109 402 .206 1
(<.001) (<.001) (<001) (104) (<.001) (.002)
3. Patient Safety Management 229 319 416 197 333 134 553 1
Activities (.001) (<.001) (<.001) (.003) (<.001) (049) (<.001)

1-3. Communications

1-5. Hospital environment

1-6. Patient safety grade

2. Safety Control
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Table 5. Factors Influencing Patient Safety Management Activities

(N=214)

Variables B SE B t D
Constant 1.45 0.29 4.95 <.001
Marital status(/unmarried)
married -0.07 0.07 -.07 -1.01 312
Education level(/associated degree)
bachelor 0.02 0.06 .03 0.41 682
master -0.07 0.08 -.07 -0.86 .388
TWE in present hospital(/<2years)
2-<5 0.30 0.10 33 2.99 .003
5-<10 0.45 0.11 44 4.23 <.001
10-<15 0.31 0.13 20 2.29 023
15< 0.61 0.14 .60 4.29 <.001
Position(/staff nurse)
charge nurse< -0.17 0.10 -.14 -1.62 107
Experience of PSE(/no)
ves -0.09 0.09 -.06 -1.01 314
Experience of PSA(/no)
ves 0.13 0.06 13 2.23 027
Patient safety culture
Working environment in unit -0.10 0.09 -.08 -1.08 279
Attitude of supervisor/manager 0.09 0.06 10 1.55 122
Communications 0.17 0.07 18 2.54 012
Frequency of events reported 0.09 0.04 16 2.56 011
Hospital environment 0.09 0.09 07 0.97 335
Patient safety grade 0.00 0.04 .00 0.08 938
Safety control 0.33 0.06 .36 5.09 <.001
Adjusted R*=41,  F=963,  p<.001

TWE=Total work experience, PSE=patient safety education, PSA=patient safety accident

(/ ): reference group

_20_



2 = d
2011 o4, 2011 FF, 201Dk FAE A wgch 3799
W, Wdate] A%ga/velael Bmel g o] 35880 Y wgtu o
R AAREN A hE 9434050 BT ol Avks HPAT(Y
Fol, 2009 £4%, 2012 FWF, 2019 HPIGA Astsh FASAT. AW

97 2Ae SaE xAe U AvBIAEe] THA YHAL WY

Bask ArHelFS, 2000. B9 B B A4 g Re FEL ngd,
ol AT FelAs}t a%® W gel 20104 R HHAAZ HAE AA WA
Jsel A ¢ @xerds BAR AFH G STl %H HBAE HA
A9 AN @ BB FFol wobdm, BAMA et A4e] FHE =S

- =
o el ¥A9 2REAo] oo mAA R@ Avet & 5 ok @

o

ARbAEStE AuAor g 242 R AFOZFE vl sfAds At
st oA A= E’%“EP‘I] st 24 717 FAES Advka Ao
(Pronovost, et al., 2003). $AFH S B8] fsiA = FA b wejapito] opd
ozl B MY A Qe Hgke] Hasty, shAbH s H A ol A A
THEIL AAE oot A EEEA Y A Ve S LEHT 5 Ao, ARlo}

AT A b EAS 54 whHe Hd 3415 02 HE oldo HAFE

et =, o= A474(2009)0] Aol oA RS ALS] b E Al At 3

A vlzgk o] Aotk FEEE BA Ed Al A9k ozl obd

S A7 3 E FAE S AduUE P =9tk A BAgel e R Al o

Ast AdsE =EFle A FHAHP sfele] X FH o 2 A (Anderson, et al.,
= o

z 2 0.
2004) MANA BAAAT #Aste] wiFA WFS APshn vhFARA e

=

El



Fee AYstA @ Adoer 2 5 9oy, sA4H Aye Aikst=d 7odn

(Tangney, Baumeister & DBoone, 2004). %3+ Ramanujam, Abrahamson, &

Anderson (2008)2 FSARS] wEe Q1A FAIZES Axlo]l Frhekal b Q1A o]
AaE= AR FAREE Qs PG Skt webA it Al Skxpel ARl 9
(FAE A F Atk HEAES A b digk AQlA FAES P
7171 9% AAAR =¥ o]F AA3 &= F Jv IHFHAE 24 dasirial
AtREY agla 7 92 JASE HQl 9hdE tagds fdE Ao 53
A4S v 58S 7ML dny FELS FAAES} I F Mg v A

Aok el

il
o
-0,
ok
o
riet
o,
=
=
=
ro
1>
=]
ox
ol
ok
X
ML
o,
B
o,
s
o
=
X
o
fr
X

2
o
tlo
H
e,
B
¥0
i
Jhu
r
JE
ol
s
poy
o
I
=
|00}
=
<
o,
©)
is!

auss, Chen, Filinson, &
Huang, 2008) &} t}.

oA g AR g A= 53 e W 402802 Bl
ES Tos UEHH s dde AuEd, 3o 440802 THE =i YAbA
T Goo] 347HoE M itk 2 =4 E AMES 2&F(2012)9 ATt ¢
& =75 AREste] SRt s eSS S-S (2011, A3t s
(201D 8] Aol = sdo] 7MY =2 AE 2ol & d7Adet dAs AT
e EHe e AES 7 F Ade we ZHAHA A58y fo] =
™ (Bradbury & Cruickshank, 2000), 7Fg H7-s 9d2 ogxle A4z Qg 2
2H doo] RojmE Aow oA 43 AHEs
T UTHH S 3], 2008). oleld FHFE AWeEtry] $18) W= (The Joint
Commission, 2008; American National Red Cross, 2007), <= (Serious Hazard of
Transfusion, 2007) 52 <ATAHY =71Ad & ZEAIAANE Y57]H

AZska dok SelvehE 20029 o g4 ot

il
ofy
o>
o
fr
e
2
i
o,
)
4
e
)
JataD

7hetar Joj(BUZEEALE], 2009) thFS T o] AAHOEN Tt AMEC] F
g A U FoE 7€l AS5E & F AT MY v HFE B gALRT
B9 Ao AmAAgA guzl F Ageta SAe FAAHAEITHE AT T
FAANE E3e v gun7]dE Y3 AL (Joint Commission Resources



154 A
a4 HdE éﬂ}- 5
, A9

%
Al

[JCRI

, 2008) 1| A =
d7}A

3548@9/]

wﬁ o o
T N T AR RX
~ o T S S A

e ® Eﬁvﬂ,agulnﬁ )
S W, = X ° o BT WA
>gu%vgﬂﬂ;ﬂ a%w@%pﬂal
= EIS S ) Moo 5T WA e B
= T % = = WNor I aly A~ T ™ o T o N
] o= N ~ = g X MAl 0 ‘;L k) X~ W ™ ,ﬂl 1 ,ﬂl —_ Eo

N T o SR &5 8 r 2o 3 i
%%lveﬁﬂo R Tt m@%%l%%%%v
zoaoourm Eo%ﬂmxr% ﬂﬁooﬁ_zaﬁﬂ?hﬂoﬂi?afﬁ
m1%ﬂﬂi§moaﬁ§ 43%%41%@]@1% as
aClaS w 24 oo o % ) = 9 P pox
W@%ﬂDTAmﬂ%%qE@q% %amrﬂﬁr@mrmmm
wﬁ% Hf%mﬂ%moﬂﬁlﬂ%%ﬁma%%\%dﬁ ovaﬁ
l7ﬂ¥}ﬂnzn§§xwﬂ%1rzm?ﬂﬂ&.Eo <
iy w = R o X B X w8 f D s oo 2
WMo ﬂrzﬁﬁmﬂtﬂoeQéa,féourm%ﬂioemﬂ
o l o o ,_MH 11# ,m_vl o mlmo % ™ - ol 4 mwﬁ T 7 ,M %o EE
N N _ = T ) T = o Y M.m CWACE o ~3
™ X o =3 ~ L SR — —~ o ™ T -

o X 63 ~ X J o © . N Nfo o
Y IS, 0 = M 3 B X oE .
b o ol 1o dly o S = of o) of n L. S - (o mm 0 N
R mqﬂﬁzﬂ%ﬂﬂﬂma@mwmwgw@
%E@?AMAQ gl@aﬁ@wrnae%zﬁé;mﬂ
H;}ﬁmﬂ»our.mo X T xS R B =
o R o (- i o o o ) mm ¥ e <0 m B o 0o X W
= E o %ALﬂ.ﬂ x 7oA 2T A s
s WE 1_m " W < -~ T T BT = ™ o\ ~ huL ©

OMAﬂ,4ZTLA&AHq,wu(%étﬂfuzmmm
3 3 = " N+ R oy Mo o oF i = o —_ = o o7 B
Uk Ry W - oF | MM mwc = o 1 7 1ﬂy o o ,W N ~ <

L T o 2 s
%Wﬁ%ﬂmiﬂrwﬁ 5o XX ,%_nmoﬂﬁa T o N ocmac ®
1%! Wo - o = m%c K O T = ,W-m W PR iy B R = e nﬂw = wm
x o ~ = - x Tw 3 . X N N
éﬂ%mmg%ﬂwﬂﬂoaat%mmx%ﬂgug
ﬂnmowawfiemﬂwﬂ;;ﬁﬂ wfowamwfaaﬁ
0oS o _szovg%%}y.h@& %ﬂu;éal
y O o) © o v = 4 XX T 2 HH TG oA °
m 2 w T LY A Thew a;:;]?

NE e W o U <~ B ~ s N o " L0 B
o#_ﬂﬂzf&ﬂ%um% %%9@??% = ®
to = - ol T oD o} o IF —_ ™ B oo B o wooofr S N T

< T OE O~ Y o = T N o b i S ﬁ@l J

z%q_lmm.m?moiéw%_%%ﬂﬂ = . "
> 8B = - o DA = -

e o e T uauz,mA¢m H

oo o S T ol = O o

T oo A e =

X AT. ~n ~ o# L Q.

0 = o J.‘_ z_l o

o

=

3 ] 7] uj

=
=] Eﬂ /1\1%_0

El

S

7] 9

S

vl o
Jare W

A

- 23 -

o}

%)
PR

A =

°©

SRR

O
R

X

&2 AARH.

;g ,14:_7}_ ‘IQI‘Q/]



}

;oEyﬂﬁﬂﬁﬂhH_ﬂ
— 5O T ~
M_MH MMEEO M.,_ %Mm%nﬁﬂm_%% s
iw_w_%iﬂo_/%@@mﬂﬁ mrmv%%%ﬂourmﬂﬂrﬂ
o o _ﬂ&aﬁaﬁ%ﬂn,&mﬂlﬂ TN oE N R
Mﬁl%uﬂ%mﬂwﬂwi ° zo).zﬁﬂ_v NIGY mla@rbo Pl %ﬂ%]
> T TR RS LA F B E g X S
ﬂ,%%J,mﬁH%J_zmdsﬂ IR S O IS o o
o ﬂm Wom | og :ﬂ R + N mm =2 & ok N W OT A
X T Jay = ~ = K 0 oy — ,LI.AﬂDIJI
ﬁxﬂﬂzﬁuf%%ﬂqna A d%ﬁﬁiﬁ%l%ﬂaﬂ%%
%ﬂ&)ﬁoamﬂ?.ﬂamm%ﬂ B o = Lo Es g e
e = = iy X o o %%}ﬂﬁo@ﬂo ok g X
X T < o) o ﬁE ‘;L — T > .E Eo ° ,_ﬂv—ﬁ ) v ~X o = o) \WM X o) —
o £ = oy R or 9 O W w o . X Koy N # I T o=~ N
,HA.I ) lﬁmo N < ;o‘._ o DT_ el 7L o aﬂ ,Md =} LuL . A.rv — ‘ul f— ATn X ,HOI
o}y R o T H OF S W E 1 o Moo TS = B
X T o5 ok I AR = ) ow O R ol . g
s T s w ﬂ(%dﬂqzr nkouhﬁooiiﬂﬂtﬂﬂ
W ntl,_%d.quﬂrﬁwﬂﬁ%%mmﬁﬁoﬂ I Moo X oo
awﬂ%%da%im%?m}LEJAJo3%4&@} o
w A i s w o =k o TN e KOTEON TG
o o ° o o) B wio % = 5 w & X X Ao S ~ m_uu T oo M T BT ~3
) ﬂaéil%ﬂo,aﬁzl}s&ﬂw o P X
o T —_ & P q_AUEHX =1 HX,I X
I s - S o = o ° A H & ol B = A o T
o N T e 5 a2 }ﬂ_ﬂ@u%ﬁo%mfﬂmr
m P ® Yy T Nr%oanaﬂrw/aa,ﬂlA% S omow O X
4%Eurwrwu%ﬂ%ﬂmqw%h_z%ﬂammrﬂ_ﬁiﬂavﬂﬂ_zmﬂ%
wr@@z@ﬂ%%ﬂ%%%aﬁg%ﬁH%7vmmﬂw 5~
X4 g ol o O oF El 3 LI e 2 oo R o )
e~ o - w0 S~ S o o 3 - il = e o w X = o !
urm,wzr&wa%@ %ﬂ%ﬁrmiﬁﬂmr&im% ﬁﬂo@?gmm% ]
,ﬁo%%%%ﬂoil%ﬂ%.m X R ATAdﬁz%ﬁmr
o =i o8 uﬂ w mwe = oo X wwm a Bl 5o W odo m
,@DTOﬂoa___itﬂr%ﬂ%mmaﬂ%mzﬁowammﬂﬂﬂigg
TR S Prww IR EL oL 1;?%%}07@ <
o ) = . N X G+ 2 o RN Nlo X N R K T s Iy
%HW@6M@€%&% (@1W4mﬂy%aﬁ%m%&ﬂo@h
R J%rﬂl%mﬂdﬂi%m o BT iwzrgaigﬁgolb
g]ﬁm%mjAmA% o o B Vﬁﬁgﬁwﬁomuﬂ RS X
an_%v%imoﬂmﬁ X TR TR %Jﬁr%ﬂ%i}ﬂ%u
= o w ° %V% B o N mrnﬂﬂ?uﬂEVEl% = oxm oo o
W OB o T T o+ 3¢ = Gy o o o S E O R
I RS o oy ~ M B9 Mo~ T oy o ® 1 N o
"o mo Hox ool p o 90 <0 T B wo o o
WOk WO T % G o A4St i A
XFOX [— ,o‘;b H_.t ,LIOH_rDEo - = <
XK @ % o B T o X - I~ PRI
® XA ﬂldﬂ;o]vazﬁat%nTlﬂ o
;oﬂDl_,ﬂHHTO,I_lo‘;L,UAlﬂmﬁ
& W - ok T R

1, o5& A
- 24 -

°©

AF7F o] Fof A of



ok @ ddAe] fakel

v A
T

=

EY

= U

Qle
7}

8

3
X

o
00
Bo
o
o
oF

Ho
T

)

o3
o)

X
o
0

ool
ﬁo
H

3

X

tol gkom (A7)

T A&How F7e

h4

# seue Jurd A%

2

AL

?l.

~
)

A

‘o

—

N
o

—

B

0%

k!

—_
o

&

7%=, 719 3 A

=
=

el wel ~2xz2E 9

KR
T

AA AFETtH gkl 93]

=
=

Fo] A}

o2 Alm T

F, AFaLH L

A X

BREEE!

~
)

438t

. (2006)2] Aol A

S

-
T

Aoz eyt o

Z -
T

KN
=

00

ol

- B
= T

A}

o
T

(2012)¢] A2t}

t‘sc}:

2l

%

k)

)

o

(2011), 3]

b oolzoli b gl

)
pul

o] SJAIAE FA, AIAA S PR, HuAAE oA o

3] 2 91 0 & A (Davenport, Henderson, Mosca, Khuri, & Mentzer,

12| =

A Aok oA

_UH

—_

d o

X

;Q“ﬁ

7}

4 &, 2007)

KR
T

2007; #

7 %5, 2007; Davies, Nutley, &

SEERPE TR

H71 flsi = TA

7§ A1 3]

=
=

2]

ki

A

Mannion, 2000)

Gl

tol F71Aes Aedoezmn O 53

S

33t

E
=

I

s
A E

el uwhe} 3¢

A oA 9l

= 712 7bs
K a1y

3

A}l A

H L F(near miss)?] Aol A

-
T

vl 43

o3}
=

o

0
‘zfi

ol
H

ruze]

X
)
—~
o

—

<

ol oF

| X313

o

AL
AbES & B 231(Cohen, 2001),

o
=

1Al € tHLeape, 1997).

toe o 7Ale] AR

S

o

Al =€l 74 o

-
T

o

L7k
CAEHo s AN o fE B

SRR

o s

o]%

5

al

R

o

Sl

o
il

]

12 A go

o

_25_



(3
o

A}
N

el
ﬂ_mo

o

A ol A

=
™, o]

<

-

7]

S

H| 1

o

A7 gLl

i

9
pid

o

R

(2004) 8] A<l 4]

=

=

-
T

(2012)2] Aol A e

(¢

Anderson
(2006)e] ATFAe}t FAstthaL & 4 k. =l A b E A 7ol

-

T

=

(¢

o
Huang

Ly

(¢

A

P
T

Addol gl 711

-
T

FEAL o]

ol g

A

el o
© 1 (Cook, Hoas, Guttmannova, & Joyner, 2004), 7t=

I

o] 96%9} oA}, eRA}, THElAbe] 90067} BAbe] )

o

el

o

i

9
pid

[

39lol ol
YRERE!

-

T

B

S

R
(2008)

=

A ®H(Tucker & Edmondson,
=]

Ak o

°©

A o2 o

Q]
=

o A s Aol

=] O
U=y

199 5
ol 21 gh

pas
4

I

of

1
2003).

s

KR
T

S Aolt}, Ramanujam %

[e))]
AN

= =
= T

3

Mo

el
T
e
)

o

o
\mo

o A 7EALe] BAFAAL

R

2

I

b odvk whebA H

S

A

=

=

SR

i

9
pid

Al R

-
T

A7)

o

el
ol
T

e

X

i

o]
A

—_—

X

el
;oo

Bo

o) shApel wel B gl
L

=
=

Aol A 2B

=

—_—

0

o

ol
,_MH
o

-
T

K

S

171 9

°©

gl o

T

"o

0

o
o
o
il

el

o

N

—

N
[N

=K
o
"
ﬁo
o
ol
oF

fie)
;.OE
B

B

)

& Al

)

g8kl e,

=

=

t7] 91k A

©

ore v

_26_



o

K

)

=y
el
o
I

p—

X

el
ﬂ_mo

ol

S
B

—_—
fie)

—_

7

H
vzel

X

ol

—_—
o

el
T
T

i~
0

~
B
o
B

gl

%

]

M

& Al

171 9

S

3, ATAN ks AR BE

Ab3tsd

N

T 2902 YEyy e g

el
ﬂ_mo

™H

H)

2
tH, Ao = ZHA

AN E oA

_?4

S

™

LFE K

3|
S

Ao ArH,

s}k
=

& o] of

o

R

o

go) 84

!

_27_



B. AA

3 o] )

g wgoz b

o] AT Az

]

ol

2}zl

o
-

7 e S 2AbE o2y

E
=

SERCEREE

00

A3 ol 9] ol i

!
5/

=
=

el

H)

fo

_28_



! 5% ~ T AR o o W B e 3
= Y ol . o) oF Tor ﬂ ~a o %o
— ~ = X K ® = T o oy
s oy - o 1 o (S ey
K oy A aK %0 TP ) o
X 05T x xX P o G N S
— x do X o = < o
of ° ~ b N M ol . <
A = o0~ ~ o o o)
0 0
W = N S X X ] - o
N S A A S S
o & o o= X r Gl X & T
- CoR RO o oo ” g K
o 0 M om dk X . mﬁ g TR Mo , -
RN T A K g B W ® o
TN o R BT EREN S
(e} U,._ o~ EL (e} © | —_ o X ,Iﬂ N/
ﬂAIL — - ;O.ﬁ N - D= o ol Sy ° ‘wﬂ e) o
wy o 3 ot Yo © 0 ~
0 o SR Nogo N LN = o)
) T332 2P Ex B ozrw
_ g X TPz xF o
B T w XS T a = ca G
TS ~ = o} 3 ~ K0 T oy ~ N
E B X o B @ o X o~ ® ~ T
Sm e s N 2w S g
o Sy o_on 2 A O T P et
K or o T = X Gox X = = . 9
To 9O ) — =y Ko o)~ T o
T m B ~ o S B N o b o Y s o X X
) . ) ‘/II\ j— .O ) )] —_
NN . gl w W ST
B W T e RN T IR I
IR S N - s o S < T S
E.* ~5 w ] M N m T ,UA.I oTa ,UA.I x]M o X
=7 < ¥ ;25 T o = B o= T
S A~ WX of T oS T K
S o U R T B v R - S I B
o S BT R ok SN XN R
L &' O L B - < R R TR
o) RO m A AR R I S N
RGBT WP WY W T oW R R
NMX AT R TSRS e T o
e W e o oW de S 8 e L
5 =) o T R e B o o o)) o))
e B of) ~ O~ 4 4 op o)) O ®O
RO o R R A R ~H A A

2] =], 316),

&)

H

12

2]

%'ﬁ

ol ¢t

s

] <1, 17(4), 413-422.
— 29 —

. R B e x|, [-(H$E 1), 130-135.
3]

A

=

- T
Al 7N el

Ea

o3 %
1A

2

I

-
L

gt of
3

ol mA]
H2--(2002).
97-117.



ol UH(2008). WY ot FE FEH BIxpoRFE Sl gldk 914 4 AN st o st
A AApEES =, A S

) 3k E 813] (2008). =8 2 4. Retrieved April 10, 2008, from http://www.transfusion.or.kr

TS ZH2007). R B G R FFEARS] HpuiaE 2R EQ JAYHE &

o 2 27 v ZE et oeke A =R, AL,

[‘_1

February 16, 2010, from http://khna.or.kr/web/information/resource.php

o w, AN, FH+A2008). BRIk IS o] el FeAlEL] Q1A B FHYE
A A ARTs e S, ME

F159€(2010). 20109 o) 27 @S 7R (eh. A& BARAR o8

71 B 7HISF 39 9 3.

FISAQ01D). 2011 o] 27]#00s ZAR]EF [verl2] -tjF A&
ME BAEAR 57 dg 7Rl 9.

OBV HAHIAFTHR011). ol57]#F7I5Y w2 H. Retrieved March 15,
2011, from http://www.koiha.or.kr/home/data/public/doList.act

o= 5(2009). F=@e]Ale] elr]fH sApord Ao HoF o 73| thstul

o
il
XN
ry
o,
N

o
il
)
ry
o,
N

ekl AASHe R, A,

JUFQ01). FAFFWA hEAle] BAHATC] UF A4 FANTRE
T8 Ar. PGP Y5F3], 17(4), 462-473.

oISl (2012). WHHEAIY FAIANFRE 2T B2l Bausta e

A9 =, Ak

o] 44 (2012). FAperdHE S i F FY A HE fe FAA
oL 2012 A&t Wl ngd A AEAS.

ol A (2011). WY 7FSAL7} X 2}et BIxFoF 5] W xjorH Aa] S A v
ek AALere) =i

ol A5, o] (2009).
15(1), 9-18.

riet
D)
r o
r>~l
Lo
=

T
B
i)
rld
o
i
ru
)
4
Lo
b
i
S
o5
s
Lo
X

_30_



78(2009). WHzH G He] ki FES) ko] gl APy,
Sl o gkl WhALER9 =, A
T(2006). WY FEARe FARbA#EEE JdFad AT FHFITIA
11(1), 91-109
A -4 (2007). gExFeFEsto] giol B FARIES] Q14 - A g AdS F
& Adoisal et Ak, A
F44(2012). APtz ALl A E3lol uigh Ay AT BE. FgH YA
Yz kg x|, 22(1), 24-34.
Z8T(2012). FoAPY 7kEARe] BAIor A ] FEo] T2y 4 ¥ T o F
miﬂ q%ﬁ]—o_] /\q/\].b’]-ﬁi—,—— :’,:.9.
ZE Y, FHE2012). o=l kARl A4 xRS E 7He] #A.
7] 7k 818 <], 19(1), 35-45
NAE, S8, A4, wmn ZA4, H27H(2009). s Aleh o A F
Mg A& BAdsAMS].
v 5](2009). DA FHFA HY FARO] B 914 B G 29l AW
gl g3t A AL =i, ol
s}, o] 4n, olu|ef(2010). WY FtZAZE A 7behE gxpeklEele) kit
T BA. sJEGE S <], 17(1), 64-T2
S B AL R 8A(2007). 2007 S E7]# FHIF M)A AL BAEAR SdxE
g
Sh(2011). Y7k ALo] BRI QEAES] Q14
AALeE9] =i,

o1& # QFH S EE. A E skl o)
Abbott, P. A. (2003). Research on patient Safety/ Error Reduction: A Nursing

£
b

Perspective. Session presented at the Post-conference for 8th International
Congress in Nursing Informatics, Rio De Janeiro, Brazil

AHRQ (2004). Hospital survey on patient safety culture. Retrieved at June, 2012, from

http://www.ahrq.gov/professionals/quality —patient—safety/patientsafetycultur
e/hospital/resources/index.html

National Red Cross

American National Red Cross (2007). Practice guidelines for blood transfusion
A compilation from recent peer—reviewed literature. (Znd Ed.). American

_31_



Anderson, L. L., Chen, P. Y., Finlinson, S., Krauss, A. D., & Huang, Y. E.
(2004, April). Roles of safety control and supervisory support in work
safety. In: Poster session presented at the annual meeting of the Society
for Industrial and Organizational Psychology, Chicago, IL.

Aron, D. C. & Headrick, L. A. (2002). Educating physicians prepared to improve
care and safety is no accident: it requires a systematic approach. Quality
and Sdfety in Health Care, 11(2), 168-173.

Bradbury, M. & Cruickshank, J. P. (2000). Blood transfusion: crucial steps in
maintaining safe practice. British Journal of Nursing. 23,9(3), 134-138.

Cohen, H. (2001). Shrinking medication errors down to size. Nursing management,
32(10), 25-30.

Cook, A. F., Hoas, H.,, Guttmannova, K., Joyner, J. C. (2004). An error by any
other name. The American Journal of Nursing, 104(6), 32-43.

Cooper, M.D. (2000). Toward a model of safety culture. Safety Science, 36(2),
111-136.

Davenport, D. L., Henderson, W. G., Mosca, C. L., Khuri, S. F., & Mentzer, R.
M. (2007). Risk-adjusted morbidity in teaching hospitals correlates with
reported levels of communication and collaboration on surgical teams but
not with scale measures of teamwork climate, safety climate, or working
condition. Journal of the American College of Surgeons, 205(6), 778-784.

Davies, H. T. O., Nutley, S. M., & Mannion, R. (2000). Organisational culture
and quality of health care. Quality in Health Care, 9(2), 111-119.

Dingley, C., Daugherty, K., Derieg, M. K., & Persing, R. (2008). Improving
patient safety through provider communication Strategy enhancements.
Advances in Patient Safety: New Directions and  Alternative
Approaches(Vol. 3: Performance and Tools).

Ganster, E. C. & Fusilier, M. R. (1989) Control in the workplace. In: Cooper, C.
L., Robertson, I. (Eds.), International Review of Industrial and
Organizational Psychology, vol. 3. Consulting Psychologists Press, Inc.,
Palo Alto, CA, pp. 571-650.

_32_



Huang, Y. H., Ho, M., Smith, G. S., & Chen, P. Y. (2006). Safety climate and
self-reported injury: Assessing the mediating role of employee safety
control. Accident Analysis and Prevention, 38, 425-433.

Institute of Medicine. (1999). To err is human' Building a safer health system.
Washington, DC: National Academies Press, 1-5.

Joint Commission Resources. (2008). &-x}etd el Alo|E 713, AN AR L &
o). [Front line of defense: The role of nurses in preventing sentinel
events(2nd ed.), JCAHO, 2007.]

Kizer, K. W. (1999). Large system change and culture of safety. In: Enhancing
patient safety and reducing errors in health care. Chicago, IL: National
Patient Safety Foundation.

Leape, L. L. (1997). Can we reduce medical errors? Ethical Currents, b1(Fall),
1-2.

Milligan, F. & Dennis, S. (2004). Improving patient safety and incident
reporting. Nursing Standard, 19(7), 33-36.

National Patient Safety Agency (2011). National Reporting and Learning Service.
Retrieved March 1, 2011, from http://www.nrls.npsa.nhs.uk

Nicklin, W., & McVeety, J. E. (2002). Canadian nurses’ perceptions of patient
safety in hospitals. Canadian Journal of Nursing Leadership, 15(3), 11-21.

Nieva, V. F. & Sorra, J. (2003). Safety culture assessment: a tool for improving
patient safety in healthcare organizations. Quality and Safety in Health
Care, 12(Suppl 2), 17-23.

Pronovost, P. J., Weast, B., Holzmueller, C. G., Rosenstein, B. J., Kidwell, R. P.,
Haller, K. B., Feroli E. R., Sexton, J. B, & Rubin, H R. (2003).
Evaluation of the culture of safety: survey of clinicians and managers in
an academic medical center. Quality and Safety in Health Care, 12(6),
405-410.

Ramanujam, R., Abrahamson, K., & Anderson, J. G. (2008). Influence of
workplace demands on nurses’ perception of patient safety. Nursing and

Health Sciences, 10(2), 144-150.

_33_



Serious Hazards of Transfusion (2007), Annual report 2007; summary. Retrieved
from http://www.shotuk.org/shot-reports/reports—and-summaries—2007
Snyder, L. A., Krauss, A. D., Chen, P. Y., Finlinson, S., & Huang, Y. H. (2008).
Occupational safety: application of the job demand-control-support model.

Accident Analysis and Prevention, 40(5), 1713-1723.

Tangney, J. F., Baumeister R. R., & Boone, A. L. (2004). High self-control
predicts good adjustment, less pathology, better grades, and interpersonal
success. Journal of Personality, 72(2), 271-324.

The Joint Commission (2008). 2008 National patient safety goals. Retrieved
September 10, 2009, from http://www .jointcommission.org/PatientSafety/
NationalPatientSafetyGoals

Tucker, A. L., & Edmondson, A. C. (2003). Why hospitals don’t learn from
failures: Organizational and psychological dynamics that inhibit system
change. California Management Review, 45(2), 55-72.

World Health Organization. (2009). The conceptual framework for the
international classification for patient safety(v.1.1) - final technical report
and technical annexes. Retrieved 2009, from http://www.who.int/patientsafety/

implementation/taxonomy/icps_download/en

_34_



K0

&l

o 5
il 3
o S
Al o
G 3
ol A__.
= =
o) 2
okl | 8
I R
= | T g
Eum ol N
K

3 | RO g
- | =

ﬂ =<

< o

oJ L @
R
R
ol 3l
R | W

oj) :m_.

or | B

= ol

o | o

~J E|

® o

% | T | o
ol ] o}
i K K0
@ | ¥
= D m
Mo |
= | |
3 | 8 | 8

1]

Tl

U

o

110
&

o
ol
U
03
<F
ol
K

o

U
03
<+
ol
0lo

o

A=oF 2 ALt

K
i0)

<
i0)
oF
o

Ko
1o
il

£l
KJ
oJ

o

ol
Ul

=
1o
~J

04 LOFIt

o

SUICH

T3
[

t

ZHAH

Bl
H

L
o0
oF

ol

O XHH S
=201 HFOHSEM HAAL0 01 22 O

=)
[

0L
00

u

i SH XMelZB=2 HeIEEE

0

9

FFEO

S3t& 0

jilg

2ll¥ez Hel=h,

OAdH

ot
==

RSt

Ll

5.24

<

i0)

=
o

K0

)]

ZAIEELICH

AN 3

A0 HO D

FUSLICEH

110

_35_



0]

Hd =A1DI
“o”
LICH

[¢)

A

t

HE 2ol &1E 2D

ol

o S2A
HOI5HAI D

!

o1
At

(=)

[=]

&0l Ch

SHAID|

[¢]

N0 M
HHEFLIC.

=
=)

of CH

s

<0
™

el

(o=4),

=
=

)2t 0

ol
Il
160
OF

Ju
o3

ol
o

Ul

e]

(o]
o

EI-@-

ZHL 2

b

S
=

HoZ s26tH, e

t Rt

9]

2301 T

=
=

04 ot

9

012

=
=

USLICH

o
T

U

4D
o3

P~

02

bl

o
00

uln
o
80

i0)

Ko

PR
==

AANA ==

Lh= 0l
©M|,

5.

t= &9 WM 22Xt [

¢}

| 780l 518

ekl

HEL HFECIHR

|
10

T
i

&3

O LHollAl O

S

L=

6.

i

o
A

Xl #2 A0lete A €1

A B0 S2Mel L

H

20

bAY,

2

d

A
(=}

9

7.

HA &EAISI &1 IE RHOAH

d

BIEE2E S0l

1

ol
wl

)]

&

IRB #¢

HP: 010-4640-6289
— 36 —

irb@chosun.ac.kr

THUEWE

jhe0611@1ycos.co.kr

220-3166
220-3552

b
E-mail:
IRB S A}:

b
E-mail:



<&

x>

[0

»'ALDTO| ol RO HEHOR {7t EU=K|, AEIA=X|C| Hifets R0 BE H

EjQ| 1t&(error), Alg=(mistake), AFA(incident), Afd(accident) 3! O|Ek(deviation) S ZEESHCL

o — H
> "BIXOHE"O| Mol 1 S|RMEMAIQ| IPY FOIM BXOA| LAE 5 U ALt SRR
ZHE L5tALE oYshs A= Zoh

A BN@/ES) 2287
TFEE0E MYEHM tFES 2FARNE BEUAAL HiRE] Y MHIAE HSotL A=
A @ s E3)E AFESYLICE 02 R0 2RE SRUCHH 1 2E DREREE DM Bl AP

e
=) = 2 ol e
S o | 2| 28 3% we
= < orey | BT OlEt | o | e
S

L 22 EMUM HAS2 ME2E EobECt

2. 28] RAOIME FOIT YRS Clofd
elzo| 9ict.

4
39
mjo
ox
H
|0
oft
A
ro

3 %S YRS NEoA Mo B W, 2EES LT Slstol
NS0 wWH Yoz Usich

4 22 2NN HUSS NS EFof ECt

5. 98] 2ol MASS A ANS 9 TRE st Ao
TRAIZIS EDORA Yska QUCh

_37_



o T
$
: L|
i
_I_ ]
o o
o T m :
0 o 1o
= wo T
= = H o
il .r._m 2
: 100 —
i ] @ o
5 e
[=] OS m_m o_l )
. - | = = ﬂ 5
I =t oo H N [y 5
- 2 TR oF = o o
bl T il : - i - - :
& ol A ] oF _ g - w_e u
<H i} — M &3 L 3 = i v
[ © [ ) P i) i o
; 5 X u
_._.__._ ! 4 _.__l o AO (W) __._._ — O_
i el o \F oF ol u T iy e )
T o oF ok = an il E _ g |7 W
ol il 0 o = s — 1o g : & ¥
B[N K ol o © X
o w i 3 W = 3 - od o d K
=i ~J o >3 -0 ot ofn <3 ol m._a = P
3 _ ou | = " = d . H B 22 G =
K R4 < o S D g 5 < o
) = N _ =) = — = K oor o KT o
3 g . " T ol W = =) o I ~ R
- ol T e E= &l ~ Ok 0 ujny R Ly 9o
Jo0 i o e o ol - = ] ~2 x =R
- " < . & o x s = o o2 g < R
. 5 ol N = . o
= z0 H B m_b_n oﬂ_ N o pe H < Jo0 o o £ wor |
o | X T | L 5 = by A =z 3 o Sl w7l
I+ o ok 101 ol J _AT S % o = X =]
ofu < _ J0 ol & S
S o o X — =1 = =0 = = G5 hal o N =
T & L I = B - I s | W | R Bl DB
oF < R B TR il o < o X m_m dolxm o
< | 2 n lmo TR 5| 4 ra =% g2 e g
s = = K-
| uw | D S+ H| > K 2 = 7o M xH T om KF
! F | o - ) K ® u o 1 WS -
i J . ol T W &l L g & =
bl = M R | T o ulr ~ %0 W o % L u_.u__. e ]
@ u.uA_- ¥ 3 51 B X = m u_d_l._ ol L/.._ 4r KO [ |_A.| [ < _on 4o
N o i a7 %0 i = T ol w_. < .n.._ Rrr <0 N <0 o | o 1
A Ui - <0 A 4r ok | T4
T Bl OF K oFl 100 oju oF o o o X e i s .
. mor| w R A q ol o o dr o X ]r 5 T _m il
. . of RM 20| oN RT ok ok = 10 o ol X aF |G = o
S 43 N | . - . ) K= or T Sk »
— |- S “ ) ~ g ., X ol 4 o ERCRC =
— — — b X _._._o i ’ ®
— ~ ™

_38_




b =KL

n
o
4

C. OJAt

FA@, ES)0M Lot X3 ctear 22 20| AN

ol SQlothl=

HAISIY A2

=g

~
(=}

=

o O
o TT
oo
BT
oF & T
= @ 5

o o rd ol o

3 5% = RT )

u| H &

= o g r

&E R o mjn

W = ol = ~

(o] —_ J— = 1~

= Jod o S 1

= 2 e i) 0H

= - wo| W %0 Pl

i Rl | %

o =3 _ K Jd ol

70 < o U

< o 5= |8 ur o

- 10 uln o i ®r

- ' B0 ofl E i

00 | w z | = G o)

Fal ol . — =

_._._._ K4 ks} Eo I_MI =

o x (RE B R L 3t

i I+ £ S ) = it

S S ) =

W gom| ow |[R| S o

x TR O | Rl d

H K M|_ ™ N [ES o

I e = R T T R 3

r R s W T o

=3 o Mo ol <0 = o o

oF wo H1|

om . | ol = x ol i N

up o | oup ™ = | . FoTl 5

ol M jop ) o [T | wo | &

grool | gr B 0 KM ol | oF ufu o

i ~ o < w o

D. AtaE ol Hix

te 0 Ao} XiFE 07t YR

| 2

20

o )
=it g2

= FA@ 30 L

j00

O

=13
=

QopLt X Bo} HUIR

N2

QDKL XFF 217 HLIR

A%, LotLt XF 207 L7t

_39_



o | L@
U = [
<= | i
<1
_A_l o
[} ne
1
> Ho T
IH H o
i —
i T
K0 o8
s —
LT
._b [=] 0$
_.n_u.__
0
o K4 S
o
5 " i 1k Ko
W m_u o+ - EW ._M n M_E
: . o [
100 ok du <l ™ m_. &E H
: W 5 i R0 N =
I 1
_ oo (R B L8 5
i = o I o o ol [
7 5 al Wl ™ o =< — o3
o 5 B > F =
- N il | Ko =} mm 5 m_ 5
S o ™ < KB w oo <3 :
o 00 2 L | Mo o : : i
iR zd ] z B = 4 | g it
EN = m_m H or ﬂ i w2 5
— (@) N : : :
i _“_—"_ " 38 z N = o ~ |_Ab 1
ol L3 | T |5 @ 5o :
0 s Wl ol 3 B A
4|1 ol K [y [l = = ._.A..m_ :
M R I_ﬁl - = = O._._ ™ o m
s % 5 z = = - ol _ <
0 0 a2 | s S o
5 VI ML T A k.
R & ._om_ .r._ = M X jn ol o ]
omﬂ S RO | " | s z B A
° Ol w .| O ol .- | TF e s k3
e o N I ) [E SRR g
A HESEHESEHIPEIEREFIE M
— oo : :
N y ar | o of I+ w_m_ SR
w 5 ol | %o &k | *
~ [°] (<)) m

_40_




i

AlQ.

OFF Lpsct

Ljsacy

FShCH

LR

10

r

H

i

E el g g

HM=

a0

=

A

xd

A

F

ol

LHo

x| 1274

O c. 3~53]

O b. 1~23]

0 e. 11~203] O f. 213] o]

O d. 6~103]

_41_



AMLIO| Z0|3
dEH0| S25t= =0 v BEA[SHFA|Z| HHELICH

A

Co o 4
S il
H =]
o__._._ o
L0 ne
P80
P o= o T
Lot "o
P ol
m M H %“DI
: H o8
P B
Do KT
m I”_| H il L_ﬂ_
: ﬂ [=] Oﬁ
: =
ol : =] N o
| L | =l ~ ﬁ K F
s do | & w |0 o
z | I ur_o ol =) jny =)
bW s e Bz B .
n : 10! — ~
: =|_._E H <k o = {0 ~d
| N o a =
- Wooop | O A
L a by i N
: jod = o %
PR B ok g L o
Y w b | Z|F 5
: < H e o a7 o E &
| = m o = [T 5 |2 T
Fs : b I i 3 z
. H ~ |_
L A T
fogp T 5
¢ ol : o8 o 5 ; -
O = ol up ol -
Lo O g od HEE &
n ._@_ = ® 3 < ol ©2 K KO
LR oA I S I N i
ogr O SR <
Posd KO X D ® @ ear =
FA - RO I =) © AR §
: : = 1l < 1o 4
PR S |mu| o Nl &
ioug o I+ SElae wE eS| o
DRl o P N R A S
Cool = o E = T I O I - & ot
S PRI T2 | 2a & A

. T ORC| T oo )

................ - o ” 4
N ©

_42_




J=0f v EAISHZFA|Z| BiELICH

ot

<

el Lol BPILE 2 TRs4o] 9

la|et=Ero| Mo
bS] =
= o

A
H A

O
-

-
t

20 T o
10 B o
mo
_I_ )
wo Ty
oo
BT
& 5
20 B O
B 5
g0 o or Ikl o = i o | ki
n o3 m»_.a o o3 oo 3 o3 10 10
or ] il T o
5 o ] N iy b ol W
o ol i n & ml ol = | o or
= o ol ol bl - o o | & =
S K- == | o N B =
" 100 i o o H ) > oj = Toil
5t | = S . W TR B0 A
of g M| R bl o | Mo K AR o
oo oo 2% ® | = oK o o< ofu
o - r| o | zo| 5 o f u
G | B ¥Ry D 4 ] B K ol g |m | ®
" oo ] o 1 KO O o ] N of
760 KK = Wopo- _ | D o W |
N DY @ K | 1 ml ] 2 = =
m | o © i 1 o o 53| T |3l of
z | W SR S T R W R N N =
=y o ol O >3 N o] Jod A
ok Z o uk g | T K m_. = | o K Il KU <
o | & mo | on [P X m_&__ of | o Bl mr | o oo
T | = RT W | B i oF | or L I K
U B = | B o I 0 i} o |
] “r m_u oo o 1| — 3T ol 0 ¥z = = _
g |8 \U Kr E K| S o | < = = < <
=N wF o S . | %0 K vl % - -
< _ ol o+ &N |y o or K- = =2 mE il o
s | = o | o | g Ul 5 | B PE G I I i
- u- |2 o m__u s |G Ar N_E___ o s | & o2 Bl K 3 = 3
T — K d o S O oF o T A= = o = 2l
m_- = B of 0 uk € oK | &r r u- [=] H% .M.H <+ %An Wi g B N
e BT T T TR S T TR T ._M__ o ._M__ =g ._M__ )
< T |Tw| T | T |Fo|Fe| F | T | TH | @]~ - .
SN o < | o ~ o | o = = S 3

_43_



oo ol
n - H
T
o Tr
Mo ol
il
_— "—ﬁ”
E -
s} ol
S0
<0 ,M T o
X 5
100 of Ul
o = - 1= =
| o » | S |x |o A |"d | H |
ioE | F I I N - - A i
5t | K 1 ) s R o - (- = |
U T I oo | TE | F | I
H o @ |9 [ ° S] ar i\ = - R
H | 2 5 o] o a _ 53 fuj T H X
{0 = — MH i S 1| ol = = I =<
&0 K R ol | & .| oF o i = L
Klo = K lzm| o Ry I = | = =0 L R
FUN wH o el d | ®o = 1o F = < 3 (Sl
on | = i R o) a5 & ujo 53 R0 R :
o | — = 5% Kb B m__ﬁ ° % <5 ° =) ujo g U =
a2 i = oF % | 2 G w2 REN T B
R S |0l =L rin
) M = = w0 5l L Y] o [e]] - < (o)
" & Bl I e I A R - m T |3 Roou| ® 5| s
0 o< N WX | = K 50
10 o * i of | KN = A | Y| g | of - R - ®
~ — = —_ —_— < =~ —_— o] 2
iof o .| 5 < ol L PR B TR O o @ mor | L K
WoF Tl B I w10 B I Pl [ o (= M| o= £ 4| K Lo
Bl 2w = K | S| P& o | T Klo oF W -
ild If o3 1) = - 0% KO or | ol M o b > e = =3
<+ Iy n KO ._O__ il Al — | - W | 31 ol | M o = T 1 - ar
— |49 o | 1 S e A R U k| = ol W M| 20| =
= me | g | 3 |™ K| B R s NS = il K | T
T | W T © | @ o | X7 d W | B El ~ p R
=2 r > i = | — — | or @ b {0 S i
K| <k = | ® K| R DT R w_.=__ CAREIE K Ho 4..w w | 2 B LF
W Koo | o | oy B0 W _H__u_ s || Wz ok ol ol N mA g
K — N o' 3r ol = Hr o
= < = ha 4 s = 2 il o | {0 0 Il
I O L R e - R M MK
| o T | om R do | HOT o Ko = | 4K Kot D 4o AR ISR I R ¥
<+ <+ <+ = il B (4o o ol @ | o o7 | AF > K ol m | © 1S) m___ | |_.m._ oF m 4
ol =" T - —_ ol ot 1 —
1 qpo| a+ [N 1 o a4 JH ] = | W3 Wy | 0D Ty N a4 o_, R [N
T T o3| TOE| T o .| T T | T e | TH|TT| TR T3 | IOt o TP T OE| T
NS . . . . . . o . .
< [T} © ~ ) o)) o i I o < N © ~ 0 o
— — — — — — o o o [aV] [a\] [aV] [aV] (o] (o] (o]

_44_



a
Ct

=
S
ot

B4
et

j00

oH

i

X|AlZICE,

=2 O
= 1T

H Closed system

|5

3

K
Toil

~N
o

32 L}

=
10

k9| closed system2 {X|A|7ICt.

.
ML

4. Lte &

mj

35. Lte TP Zeatel Zgtol ot

i

I Al OH& FHE( B

o
[

=
=1

[

37. U

ot

g

| &, MALE Al T

x
T

ESEEN N

S SdoH
= =71

A
e

1

3. Lis £9

A A0 HME 710

el

-

100

=)
o

AM KHF HTOILt

[
[

43. L}

_45_



o
ket

[ Ne) N .
R S | BN 28 2% 9y
= S gt | oct | o | En
oLt
LS
F. OJAIAE
4. Lt /83 Mol A HEo| J|IEX|o FEHYES 7|IF
St QCH(write-down).
45 Lhe 75/ M Al LR A 52 1f=Ql(read-back)st it
AL
46. Lt 7E/M3t HEUZ 82 = 24A17F O|Lf QA7 MXLME
(confirm) S =elstn UALCE
47. e F20|4 489 S7tmet oMt 15 Hug &
=t
G. 85
48. L= SBEIEFE 0|83l ZE LY A 8F |RFEE
APESED RULE
49. Lt= Of 22 AlOtCH XHE7HoF 2Rt 2R 85 FEE AE
sk, Moot SN = MEIL HES 7|18t ot
H 2%
50. Lt SEAPETE 0|8510 ZE UH A EXRUEE
AEStD F7|Mo2 MEIKStD ULk
51 Lhs HXpo| SEQYI0 e HHEst 2F0uesS HAISte
AL
L oy
52. Lk HARIEHEIIESE 0|83510 2= U AL fIEZ S
2230 F7|HoR XNHIE AASD Ut
53. Lhs BHXpO| HA™rol e HEsh GaoueEsS At
oict
). B3
54. Lt HEOM At8SHE Q27|7|E F7IHe2 oY FHSt
AL
55. Lh= QI27|7] 2E Ol m&o| & ZA| 2, uNE 2
stm Qick.
56. Lt gixfotd el A =0 wat i Al ChEEe SX[5tn

_46_




@ o

F

.
o
[

o] ELICk WHEIGO| 7| 23] FAIZ CHA|

o
=

= dEXZAe 240 =

~
(=}

—_

.
o
[

Bl WEO M= EXSHA AP ds ETeLth

olo

L 73t

)A

(

2. 13tel

(

3. Hstel & Yo ZFEH2 Loty T WL

M

(

L]

(

oM ot 2RSS

gqs

b

4. 87 2@

L7t

t

@ 20A|7H~39A|7t

3 40A|ZH~59A|2t

® 1004

b

@ 60A|ZH~T79A|Zt

od

@ 20A|Zt O

<0

ol

N

® 80A|ZH~99A| 7t

K0

@ 49H ZUSHAelSITt

@ 349X £¢Y

8. 7stel 2E oRE?

® 7IEt

@712

@ oz

I

B

60
o
4

9. #3tel

@ 21ty

?
I

I
-
rd

10. #3tel =

@ AuA HE

@ UatA gs

o

(

= H YoYU

50

I
<k

[e]]
ol
1

11. FISHH M

@ ot e

@

SHAl o A&

@ oL e

@ o

14. 73

Kr

T
o+

Kr
T

Kr

od

Kr

od

o-

_47_



	Ⅰ. 서론
	A. 연구의 필요성
	B. 연구의 목적 
	C. 용어 정의

	Ⅱ. 연구 방법 
	A. 연구 설계
	B. 연구 대상
	C. 연구 도구
	D. 자료수집 방법
	E. 자료분석 방법
	F. 연구의 제한점
	G. 윤리적 고려

	Ⅲ. 연구 결과
	A. 대상자의 일반적 특성
	B. 대상자의 환자안전문화인식과 안전통제감 및 환자안전관리활동 정도
	C. 대상자의 일반적 특성에 따른 환자안전관리활동 정도의 차이
	D. 환자안전문화 인식과 안전통제감 및 환자안전관리활동 간의 상관관계
	E. 대상자의 환자안전관리활동에 영향을 미치는 요인

	Ⅳ. 논의
	Ⅴ. 결론 및 제언
	A. 결론
	B. 제언

	참고문헌
	부록


