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Effect of Nurses' Perception of Patient Safety Culture on
Reporting of Patient Safety Events
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Purpose: This study was done to examine factors influencing nurses' perception of patient safety culture in reporting
of patient safety events. Methods: Structured questionnaires were used to collect data from 305 nurses who were
involved in direct patient care. Data were analyzed using descriptive statistics, t-test, ANOVA, Pearson correlation
coefficients and multiple linear regressions with SPSS/WIN version 24.0. Results: Patient safety events were re-
ported as follows: 4.60x0.63 for harmful incidents, 4.02+0.82 for no harm incidents, and 3.59+0.97 for near misses.
Patient safety event reporting was significantly positively correlated with patient safety culture. Regression analysis
showed, factors influencing reports of harmful incidents were‘feedback and communication about error’,‘super-
visor/manager expectations’and‘carrier of hospital’. Factors influencing reports of no harm incidents were‘feedback
and communication about error’. Factors influencing reports on near-misses were ‘teamwork across units’, ‘overall
perceptions of safety’, and ‘feedback and communication about error’. Conclusion: Findings show that reports of
near misses are relatively low and need to be strengthened. These results provide evidence that reporting on patient
safety events would be enhanced through improved patient safety culture. Hospital managers could identify factors
that affect reporting of each patient safety event and use it to develop intervention programs for risk management.
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AT /GAES] A2 304 w|Tko] 2147 (70.4%), 30~39A]
7} 82%(27.0%), B AF-L 28.02+4.66M|0]3it}. oA o]
29474 (96.4%), 4AA] TAYES| 7} 2277 (74.9%)0] %l th(Table
1). AR Q1A SHAL QL= SRR 238 Q14 =3 A
B2 337+03140|9aL, A Y €93 3.96+0.464, A
o] 5t Z =) @ OJAFAE O] 39540510 R = SR
= UEhen, 219wl 2] 25040477, Abaro] ot B] A 4]
t-g-0] 2.80+0.63H & o =20 epith A}
A B S3 A H17}4.60+0.634, B A Ha17t4.02

A= Pearson correlation coefficient2 £ 8} T} +0.824, ZH 27 H 117} 3.59+0.977 o] th(Table 2).
Table 1. Differences of Patient Safety Events among Participants (N=305)
Patient safety events reporting
Characteristics ~ Categories I;/[(fg);]gr Harmful incident No harm incident Near miss
MzSD torF(p) MZESD torF (p) MzSD torF (p)
Age (year) <30° 214 (704) 452+0.68 6.19 3.96+0.82 192 3.61+0.95 043
(n=304) 30~39° 82(27.0) 4.80£042 (.002) 4171085 (.149) 3.51+1.00 (.654)
>40° 8 (2.6) 4.63+0.74 a<b* 4.13+0.83 3.75+1.16
28.0214.66
Gender Male 11 (3.6) 455+093 -0.27 3.82+0.87 -0.78 3.45+0.82 -047
Female 294 (96.4) 4.60+0.62 (.786)  4.03+£0.83 (452) 3.60+0.97  (.637)
Education < Bachelor's degree (3 yrs) 55(18.2) 4.56%+0.71  1.86 4.00+£0.77  0.30 3.73+0.78 159
(n=303) Bachelor's degree (4 yrs) 227 (74.9) 4.59+0.62 (157)  4.041£0.84 (.740) 3.59+0.98  (.205)
Master's degree or more 21 (6.9) 4.86+0.35 3.90+0.88 3.29+1.14
Marriage Unmarried 64 (86.6) 4.57£0.65 -2.13 401£0.82 -0.64 3.59+0.94 -0.14
Married 41(134) 4764048 (037) 4104091 (522) 361137 (.890)
Position General nurse 214 (70.9) 4.57+0.68 -1.26 3.98+£0.79 -1.31 3.64£0.86 1.13
(n=302) Head or Charge nurse 88(29.1) 4.67£0.61 (.209) 413£0.93 (.192) 3.48+1.18  (.258)
Carrier of <3 153 (50.2) 4.49+0.67  5.31 3.95+0.80  1.38 3.65+0.86 1.82
hospital 3~9° 121 (39.7) 4674061 (005) 4124084 (253)  3.59+1.03 (.164)
(year) >10° 31(102) 4844045 a<c*  4.00+0.93 3.29+1.13
Department Internal medicine 64 (21.1) 458055 138 3.94+0.87 1.35 3.59+098  0.71
(n=303) ICU or ER 86 (28.4) 448+0.74 (239) 3931090 (.249) 3.48+1.02  (.583)
Surgery or OR 83 (274) 4.6910.62 4.0210.81 3.60+0.92
Obstetrics or gynecology 32(10.6) 4.6910.59 4.28+0.63 3.81+0.89
Other " 38 (12.5) 4.63+0.54 4.13+0.81 3.61+1.00

*Scheffé test; " Included psychiatric, laboratory, and administrative departments; ICU=Intensive care units; ER=Emergency room;

OR=Operation room.
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Table 2. Descriptive statistics of Perceived Patient Safety Culture and Reporting of Patient Safety Events (N=305)
Variables Score range M=*SD Min Max
Patient safety culture 1~5 3.37£0.31 245 431
Overall perceptions of safety 3.42+0.45 1.75 4.75
Organizational leaning 3.53+0.49 2.00 4.67
Teamwork within units 3.9610.46 2.25 5.00
Staffing 2.50+0.47 1.00 4.00
Communication openness 3.37+0.58 1.33 5.00
Supervisor/manager expectations 3.76+0.48 2.25 5.00
Non-punitive response to error 2.801+0.63 1.00 4.67
Feedback and communication about error 3.95+0.51 2.33 5.00
Teamwork across units 3.08+£0.53 1.50 4.75
Handovers and transitions 3.07+0.55 1.50 4.75
Management support 3.04+0.71 1.00 5.00
Patient safety events reporting
Harmful incident 4.60£0.63 2.00 5.00
No harm incident 4.02+0.83 2.00 5.00
Near miss 3.59£0.97 1.00 5.00
Table 3. Correlation between Perceived Patient Safety Culture and Reporting of Patient Safety Events (N=305)
Patient safety events reporting
Variables Harmful incident No harm incident Near miss
£ P u P u P
Overall perceptions of safety 14 .013 22 <.001 .26 <.001
Organizational leaning 20 <.001 19 .001 21 <.001
Teamwork within units .25 <.001 .20 .001 13 .029
Staffing .02 .670 .05 .369 .02 .685
Communication openness 17 .003 22 <.001 19 .001
Supervisor/manager expectations 31 <.001 .26 <.001 .16 .006
Non-punitive response to error 01 805 -.03 .602 .00 .950
Feedback and communication about error .38 <.001 .39 <.001 .25 <.001
Teamwork across units .03 591 A1 .052 27 <.001
Handovers and transitions .07 223 15 .008 19 .001
Management support .16 .006 .06 343 -.04 456
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(Variance Inflation Factor, VIF)+&=1.31~2.05, 3-A}= .49~ .76
2 53eE 1S54 A4 (multicollinearity ) 2 512
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I} OJAAE(B=.15, p=.030) 2.2, AF L 12%HTHF=5.46,
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= 29

2 A7 7h5Ate) SRRMIE S Q14)0] BRQHAAR 1
0] 1] %)= RS Thokstel, BAPA BT A4S Fak 3
QPAARA B3 FT W S EE BAE 918 34 nk e 7) %
A5 A T3] $19, A WY 7BAF305 S AL 2 )
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Table 4. Factors influencing Reporting of Patient Safety Events (N=305)
Patient safety events reporting
Variables Harmful incident No harm incident Near miss
B SE B t p B SE B t p B SE B t p

(Constant) 210 0.38 545 <.001 091 049 185 .064 051 0.58 .88 376

Age (year) 30~39 (Ref.<30)* 0.09 0.09 .06 1.01 .310 - -

>40 (Ref.<30)* 010 025 .00 0.04 .968 - -

Marriage Married -0.09 011 -04 -079 430 - -

(Ref. Unmarried)*

Carrier of 3~9 (Ref. <3)* 016 0.08 .12 200 .046 - =
hospital ~ >10 (Ref. <3)* 030 015 .14 191 .056 - -
(year)

Overall perceptions of safety ~ 0.03 0.08 .02 040 684 019 011 .10 165 .100 033 014 .15 238 .018

Organizational leaning -0.00 0.08 -00 -002 984 -001 010 -01 -016 .869 0.12 013 .06 098 .326

Teamwork within units 012 0.08 .08 135 176 003 011 .02 030 .762 -0.10 0.13 -05 -0.77 437

Communication openness -0.07 0.06 -06 -1.05 294 002 009 .01 021 .83 0.03 011 .02 030 .759

Supervisor/manager 022 008 .17 259 .010 008 011 .04 073 464 -0.02 013 -01 -020 .836
expectations

Feedback and communication 0.32 0.08 .26 3.86 <.001 054 011 33 495 <.001 028 013 .15 218 .030
about error

Teamwork across units - -015 011 -10 -1.34 179 035 014 19 249 .013

Handovers and transitions - 0.09 011 .06 085 393 -0.10 013 -06 -0.80 .424

R’=.20, Adjusted R’=.17, R’=.17, Adjusted R’=.14, R’=.12, Adjusted R’=.10,
F=6.86, p<.001 F=7.56, p<.001 F=5.46, p<.001

*Dummy variables; Ref.=Reference.
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