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Effects of Perceived Patient Safety Culture on Safety Care Activities among Nurses in General

Hospitals
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Purpose: An objective of this study was to investigate nurses’ perceptions toward patient safety culture and to examine the factors affecting
safety care activities. Methods: The participants were 429 nurses, at 6 hospitals located in regions, which have 150 to 300 beds, and HSOP-
SC (AHRQ, 2009) and questionnaire on safety care activities were used as measurement tools. Descriptive statistics, independent t-test, one
way ANOVA, and stepwise multiple regression with SPSS/WIN version12.0 were used to analyze the data. Results: Supervisor . manager
expectations and actions promoting patients safety and frequency of events reported were the highest as positive responses, whereas staft-
ing and nonpunitive response to errors showed the lowest scores as positive responses. Scores of medication surveillance is the highest
while firefighting surveillance is the lowest in terms of safety care activities. Significant predictors influencing safety care activities were fre-
quency of events report, handoffs and transitions, work unit a patient safety grade, organizational learning-continuous improvement, and
teamwork across units. These predictors account for 23% of the variance. Conclusion: These results suggest that hospital policies and sys-
tems should be built to settle patient safety culture effectively. Development of standard manuals for safety care activities is another critical

element for promoting patient safety.
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Table 1. Perceived Patient Safety Culture and Safety Care Activities by General Characteristics of the Participants (N=429)
Patient safety culture Safety care activities

Characteristics Categories n (%)

M (SD) torF p Duncan M (SD) torF p Duncan
Age (yr) 20-29 237 (55.2) 51(031) 0.87 421 3.90(0.59) 2.06 129
30-39 145 (33.8) 3 47 (0.26) 396 (0.58)
40< 47(11.0)  349(0.26) 409 (0.49)

Gender F 412(96.0)  349(0.28) -0.92 358 3.94(0.58) 0.88 391
M 17 (4.0) 3.56 (045) 3.83(048)

Position General nurse 368 (85.9) 3 49 (0.30) -041 685 393(0.58) -0.90 374
Nurse manager 61(14.1) 51(0.25) 4.00(0.59)

Work experiencein =~ <1 84 (19.6) 3 52 (0.30) 0.21 892 3.79(0.55) 3.14 025 a
present hospital (yr) 1-5 238(55.5)  3.49(030) 395(0.58) ab

6-10 71(165)  349(0.27) 4.01(0.54) ab
10< 36 (84) 348(0.23) 4.11(062) b

Work experiencein <1 108 (25.2) 51(0.29) 0.27 845 3.84(0.58) 157 197

presentunit(yr) -5 255 (59.4) 3 49 (030) 3.98(0.58)
6-10 53(124) 51(0.24) 394 (0.58)
10< 13(3.0) 3.50(0.26) 404 (0.49)

Working time per <40 21(49) 3 45 (0.35) 1.04 376 4.04(0.58) 1.01 389

week (hr) 41-50 337(78.5) 51(0.28) 3.94(0.59)
51-60 56 (13.1) 44(0.30) 3.87(0.52)
60 < 15(3.5) 3.50(0.29) 4.13(049)

Number of patient ~ Never 46(10.7)  342(032) 3.89 004 a 3.82(0.60) 3.70 006 ab
safety education 12 271(632) 348(027) a 3.89(0.56) a
sessions (times) 3.5 88 (205) 3 59 (0.29) 412(058) b

6-10 12(2.8) 44(0.27) ab 4.11(0.56) ab
10< 12(28) 3 56 (0.48) ab 4.08(0.52) ab

Table 2. Level of Perceived Patient Safety Culture and safety care activi

ties

Category Min Max  Mean (SD)

Patient safety culture 268 486  3.50(0.29)
Teamwork withih units 175 500 370(051)
Supervisor/Manager expectations &actions ~ 2.25 500  3.81(0.50)

promoting patient safety
Organizational learning-Continuous 200 500 348(0.52)
improvement

Management support for patient safety 133 500 328(061)
Overall perceptions of patient safety 225 500 365(047)
Feedback & communication about error 67 500 3.69(049
Communication openness 200 500 348(0.50)
Frequency of events reported 100 500 382(0.72)
Teamwork across units 1.75 500 344(0.54)
Staffing 175 450 3.08(048)
Handoffs & transitions 1.50 500 343(0.50)
Nonpunitive response to errors 167 433  306(0.51)

Safety nursing activity 225 500 394(058)
Prevention of falls 200 500 4.18(0.71)
Patient safety education 200 500 3.86(0.79)
Infection surveillance 200 500 3.99(0.74)
Fire fighting surveillance 1700 500 3.18(0.93)
Facility safety surveillance 1.00 500 3.98(0.76)
Identification of patient 200 500 395(0.79)
Medication surveillance 100 500 4.28(0.74)
Transfusion surveillance 100 500 4.11(1.00)
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Nonpunitive response to errors 40%
Handoffs & transitions 50%.
Staffing 34%
Teamwork across units 49%
Frequency of events reported 73%
Communication openness 53%
Feedback & communication about error 66%
Overall perceptions of patient safety 62%
Management support for patient safety 51%
Organizational learning-Continuous improvement 42%
Supervisor/Manager expectations &
a‘c)tlons promotl%g patient safety 73%
Teamwork withih units 65%
1 1 1 1 1 1 1
0% 10% 20% 30% 40% 50% 60% 70% 80%
Figure 1. Composite-level average percent positive response of perceived patient safety culture.
Table 3. Frequency of Respondents giving their work area/unit a pa-  Table 4. Factors Influencing safety care activities
tient safety grade & reporting events in the past 12 months  (N=429) y—— B SE B i D
- ) o~
Characteristics Categories n (%) Constant 219 032 680 <001
Work area/unit a patient safety grade Excellent 24(56) Frequency of eventsreported ~ 0.14 004 17 375 <001
Very good 242 (56.8) Handoffs &transitions 019 006 17 3.26 001
Acceptable SO (35.3) Work experience in present -022 006 -15 357 <007
Poor or Failing 0(2.3) hospital*
Number of events reported No events 106 (25.4) Work - unit patient safety grade  0.14 0.05 15 308 002
1-2 187 (44.1) Organizational learning- 016 005 15 295 003
3-5 96 (22.8) continuous improvemant
6< 32(77) Teamwork across units 0.1 0.06 10 190 058
AdjR’=.230 F=2202 p<.001

* Excluding non-responses.
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* dummy variables (Work experience in present hospital(years): <1=0,1-5=1
6-10=2,10< =3).
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