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Impact of Clinical Nurses’ Patient Safety Competency, Psychological
Safety, and Nursing Unit Manager’s Safety-Specific Transformational

Leadership on Intention to Report Near Misses
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Purpose: This study examined the associations of clinical nurses” patient safety competency, psychological safety,
and nurse managers’ safety-specific transformational leadership with intention to report near-misses.

Methods: A cross-sectional descriptive study was conducted with 225 clinical nurses from three tertiary hospitals in
Korea. Data were collected between July 17 and 26, 2024, using a questionnaire. Data were analyzed using descriptive
statistics, one-way ANOVA, Pearson’s correlations, and multiple linear regression, controlling for total clinical
experience and completion of any near-miss-related education within the past year.

Results: After adjustment for covariates, patient safety competency (3=.18, p<.05), and psychological safety(3=.18
p<.05) were positively associated with intention to report near-misses. Although safety-specific transformational
leadership showed a positive correlation with the intention to report near-misses (r=.24, p<.001), it was not a significant
predictor in the adjusted model.

Conclusion: To enhance clinical nurses’intention to report near-misses, organizations should support the
development of patient safety competency through structured training, simulation-based learning, and competency-
based assessment and feedback. In addition, psychological safety should be fostered by cultivating a non-punitive
reporting culture, building trust, and ensuring open communication.
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Table 1. Characteristics of the participants.
(N=225)
Variable Categories n (%)
Age (yr) 20~<30 99 (44.0)
30~<40 86 (38.2)
=40 40(17.8)
Educational level Diploma 18 (8.0)
Bachelor 185 (82.2)
>Master 22(9.8)
Work unit General unit 113 (50.2)
Emergency room 29 (12.9)
Intensive Care Unit 83 (36.9)
Shift type Two-shift work 4(1.8)
Three-shift work 208 (92.4)
Fixed shift(D/E/N) 13(5.8)
Current unit experience (yr) 1~5 133 (59.1)
6~10 62 (27.6)
11~15 18 (8.0)
=216 12.(5.3)
Nursing experience (yr) 1~5 91 (40.4)
6~10 63 (28.0)
11~15 29 (12.9)
>16 42(18.7)
Experience reporting near miss within the past year Yes 65 (28.9)
No 160 (71.1)
Completion of near miss reporting training within the past year Yes 118 (52.4)
No 107 (47.6)
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Table 2. Means and standard deviations of patient safety competency, psychological safety, nursing unit manager’s
safety-specific transformational leadership, and intention to report near miss.

(N=225)
Variable Mean + SD Range
Patient Safety Competency 3.93+0.44 1~5
Psychological Safety 3.83+0.58 1~5
Safety-Specific Transformational Leadership 4.00£0.68 1~5
Intention to Report Near Miss 75.59+18.99 0~100
3. 4utd B0 g 23R BRuoe Fe ZtAHTE 2HF okt o He A0 e
YTHTable 3).
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Table 3. Differences in intention to report near miss by participants’ characteristics.

(N=225)
Intention to Report Near Miss
Variable Categories
Mean + SD t or F (p)
Age (yr) 20~(302 71.214£19.38
30~ (40P 77.67+18.32 558 (004)
alc
>40¢ 81.92+17.24
Educational level Diploma 77.96+20.80
Bachelor 74.67+18.99 1.83 (.254)
>Master 81.36+17.04
Work unit General unit 75.87+18.07
Emergency room 79.89+16.12 1.16 (313)
Intensive Care Unit 73.69+20.98
Shift type Two-shift work 77.50+26.30
Three-shift work 74.87+18.89 2.30 (.102)
Fixed shift(D/E/N) 86.41+16.46
Current unit experience (yr) 1~5 73.48+19.58
6~10 78.06+19.33
1.80 (.147)
11~15 76.67+15.38
>16 84.44+11.48
Nursing experience (yr) 1~5 70.73+19.43
~10b
6~10 76.19+18.89 431 (.006)
11~15¢ 80.69+16.69 atd
>16¢ 81.67+17.41
Experience reporting near miss within the past year Yes 78.05+18.95
1.24 (.215)
No 74.58+18.98
Completion of near miss reporting training within the past year  Yes 79.10+17.89
2.96 (.003)
No 71.71£19.50

Table 4. Correlations between patient safety competency, psychological safety, nursing unit manager’s safety-specific

transformational leadership, and intention to report near miss.

(N=225)
Safety-Specifi Intention t
Patient Safety Psychological atety DE(.:l i ntention to
. C re Safe Transformational Report
Variable IS atety Leadership Near Miss
r (p) r (p) r (p) r(p)
Patient Safety Competency 1
Psychological Safet 45 1
sychologic e
yenologleal salely (€.001)
Safety-Specific Transformational Leadershi 58 54 1
yropeciiic transtormat TP (¢.001) (€.001)
.35 .30 .24
I tion to R t N Mi 1
ntention to Report Near Miss (£.001) (€.001) (€.001)
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