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Table 1. General Characteristics of the Participants
(N=145)
Variables Categories n(%) M + SD
Age(yrs)” <35 47(32.6) 41.18+9.07
36~45 54(37.5)
>46 43(29.9)
Gender Female 141(97.2)
Male 4(2.8)
Marital status® Single 37(25.7)
Married 107(74.3)
Education College 17(11.7)
Bachelor 80(55.2)
> Master 48(33.1)
Total clinical career(yrs) <10 40(27.6) 16.25+8.67
10~<20 53(36.5)
>20 52(35.9)
Current career (yrs) <1 27(18.6) 3.24+2.40
1~<3 41(28.3)
3~<5 42(29.0)
>5 35(24.1)
Reason for deploying” Volunteer 61(42.4)
Hospital’s directive 83(57.6)
Type of hospital Tertiary hospital 31(21.4)
General hospital 69(47.6)
Hospital 45(31.0)
The Number of Beds >200 16(11.0) 491.77+365.23
200~ <500 72(49.7)
>500 55(37.9)
Affiliation department Directly under the director 74(51.0)
Administration and management 33(22.8)
Nursing depart 28(19.3)
others 10(6.9)
The number of 1 43(29.7) 3.77+7.10
department members
-9 102(70.3)
Concurrent position Yes 53(36.6)
No 92(63.4)
Workload 8.23+2.06
Job Satisfaction” 6.26+2.11

*Excluding missing data(n=1)
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Table 2. Differences in the Importance and Performance of Tasks according

to the General Characteristics of the Participants

(N=145)
Importance Performance
Characteristics
M=SD tor F p M=SD tor F p
Age(yrs)
<35 3.67+0.28 721 488  3.37+0.47  .869 422
36~45 3.64+0.36 3.38+0.54
>46 3.71+0.30 3.49+0.48
Gender
Female 3.67+0.32 539 626 3.40+0.50 313 774
Male 3.57+0.35 3.28+0.80
Education
College® 3.46+0.35 4.264 016 324046  1.049 353
Bachelor” 3.70+0.29 a<b,c 3.41+0.51
>Master® 3.69+0.33 3.44+0.52
Total clinical career(yrs)
<10 3.68+0.27 440 645 3.35+0.52  .846 431
10~<20 3.63+0.35 3.36+0.53
>20 3.69+0.32 3.47+0.47
Current career(yrs)
<1 3.67+0.26 1.227 302 3.28+0.44  1.048 373
1~<3 3.67+0.32 3.37+0.51
3~<5 3.60+0.37 3.49+0.47
>5 3.73+0.32 3.42+0.59
Reason for deploying”
Volunteer 3.66+0.29 -.339 735 331053 -1.846  .067
Hospital’s directive 3.67+£0.44 3.47+0.48
Type of hospital
Tertiary hospital 3.62+0.39 2.127 123 3.37+0.63 223 801
General hospital 3.72%0.28 3.42+0.51
Hospital 3.61+0.31 3.40+0.42
The number of Beds
>200 3.61+0.30 374 689 3.25+0.51  1.898 154
200~ <500 3.69+0.29 3.48+0.38
=500 3.66+0.32 3.34+0.62
Affiliation department
Directly under the 3.66+0.31 527 664 339052 376 a7
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director
Administration and

management depart
Nursing depart

others
The number of
department members
1

>2

Concurrent position
Yes
No

3.6310.34

3.67£0.35
3.78+0.29

3.61+0.30
3.6910.33

3.6210.35
3.6910.30

-1.503

-1.196

137

.235

3.35£0.50

3.42+0.49
3.5510.49

3.35£0.45
3.4210.53

3.34£0.50
3.44+0.51

-.824

-1.120
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Table 3. Differences Characteristics of Participants of

according to Type of

Hospital
(N=145)
Tertiary General .
) ] Hospital
Characteristics hospital hospital x2 or F(p)
(n=31) n(=69) (n=45)
n(%) or M+SD
Age” 38.93+6.46 39.69+8.43 44.98+10.44 6.229(.003)
a,b<c
<35 11(35.5) 26(38.2) 10(22.2) 5.361(.252)
36~45 14(45.2) 22(32.4) 18(40.0)
>46 6(19.3) 20(29.4) 17(37.8)

Total clinical career 15.10+7.36 15.98+9.12 17.44+8.34 J727(.485)

(yrs)
<10 7(22.6) 23(33.3) 11(24.4) 3.263(.515)
10~<20 14(45.2) 20(29.0) 18(40.0)
>20 10(32.3) 26(37.7) 16(35.6)

Current career (yrs) 3.20+2.20 3.65+2.75 2.65+1.82 2.403(.094)
<1 4(12.9) 13(18.8) 10(22.2) 12.573(.050)
1~<3 10(32.3) 19(27.5) 12(26.7)
3~<5 11(35.5) 13(18.8) 18(40.0)
>5 6(19.4) 24(34.8) 5(11.1)

The number of Beds
>200 0 10(14.5) 6(13.3) 82.256(<.001)"
200~ <500 0 35(50.7) 37(82.2)
>500 31(100) 24(34.8) 2(4.4)

Concurrent position
Yes 8(25.8) 25(36.2) 20(44.4) 2.755(.252)
No 23(74.2) 44(63.8) 25(55.6)

Workload 8.32+2.45 8.52+1.98 7.73+1.81 2.064(.131)

Job Satisfaction 5.81+2.53 6.25+2.00 6.60+1.94 1.300(.276)

* Excluding missing data(n=1)

. ,
Fisher's exact test
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Table 4. Differences between the Importance and Performance of Patient

safety Personnel’ Duty

(N=145)
Importance Performance
Duty D
M=+SD M=+SD

Total 3.66+0.32 3.40+0.51 8042 <.001
A. Duty of Patient safety accident 3.73+0.32 3.45£0.57 6.704  <.001
information

Aa. Collection of information 3.770.37 3.45+0.61 6.729  <.001

Ab. Analysis of information 3.67+0.42 3.16+0.80 8457 <001

Ac. Management of information 3.74%+0.37 3.58+0.64 3.252  .001

Ad. Sharing of information 3.78+0.45 3.68+0.68 1.970 051
B. Education of Healthcare personnel 3.630.42 3.29+0.75 6.008 <.001
C. Education of patient and guardian 3.55%0.52 2.97+0.96 8596  <.001
D. Patient safety activities 3.65%0.35 3.43+0.50 7120 <.001

Da. Activity report 3.71£0.33 3.52+0.56 4746 <.001

Db. Compliance and inspection with 3.60+0.47 3.02£0.80 10.743 <001
patient safety standards

Dc. Measurement and inspection of 3.61+0.43 3.47+0.56 4471 <001
patient safety indicators

Dd. Qualification management of 3.790.34 3.77£0.43 374 709
patient safety personnel

De. Creating a patient safety culture 3.57+0.53 3.14+0.89 6.596  <.001
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Table 5. Differences between the Importance and Performance of Patient

safety Personnel’ Task

(N= 145)
Importance Performance

Task M=SD M=SD ¢ p

Aal. Check the contents of the patient safety 3.86+0.77 3.71+£0.65 3.14 .002
accident report reported by the staff.

Aa?2. Collect patient safety accident information 3.67+0.48 3.20+0.81 8.09 <.001
through department visits, interviews, and
records.

Abl. Select a list of patient safety accidents 3.64+0.51 3.34+0.83 4.66 <.001
that require accident cause analysis.

Ab2. Conduct root cause analysis (RCA) of 3.72+0.45 3.06x0.97 8.71 <.001
patient safety accidents.

Ab3. Conduct failure mode impact analysis 3.63+0.60 3.07+£1.05 757 <.001
(FMEA) of patient safety accidents.

Acl. Manage reported patient safety accident 3.80+0.40 3.71+x0.63 1.64 103
information.

Ac2. Manage information on frequent patient 3.76+0.42 3.58+0.75 3.31 .001
safety accidents in hospitals.

Ac3. Manage information on major patient 3.65+0.49 3.45+0.86 3.21 .002
safety accidents at the national level.

Adl. Share the patient safety accident analysis 3.79+0.47 3.72+0.69 1.37 173
results with the management.

Ad2. Share the patient safety accident analysis 3.76x0.47 3.64+0.71 2.45 016
results with related hospital employee.

Bl. Establish a patient safety education plan for  3.65%£0.49 3.52+0.78 2.137 034
hospital employee.

B2. Conduct regular patient safety education 3.66+0.47 3.39+£0.87 4134 <001
for new hospital employee.

B3. Conduct regular patient safety education 3.56+0.55 2.93+1.00 8082 <.001
for executives.

B4. Conduct regular patient safety education for 3.64+0.48 3.33+x0.84 4903  <.001
current hospital employee.

Cl. Establish a patient safety education plan for  3.56%£0.54 3.03x0.97 7669 <001
patients and guardians.

C2. Conduct patient safety education for 3.54+0.54 2.91+1.02 8731 <.001
patients and guardians.

Dal. Check patient safety activities to prevent 3.71x0.47 3.52+0.68 4003  <.001
patient safety accidents and prevent
recurrence.

Da2. Share patient safety activities with 3.77+£0.42 3.61+0.68 3.254 .001
management.

Da3. Patient safety activities are shared with 3.78+0.42 3.61+0.66 3.525 .001
relevant departments and staff.

Da4. Prepare report materials for patient safety 3.67+x0.50 3.66+£0.90 0.232 817
committee meetings.

Da5. Report the annual patient safety committee  3.62%0.60 3.54+0.94 1.087 279
business plan to Korea Institute for
Healthcare Accreditation.

Da6. Report patient safety accidents in hospitals 3.65+0.53 3.21+0.98 6.228  <.001

according to the Korea patient safety
reporting learning system report procedure.
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Da7. Share Patient safety Alert issued by the
Central Patient Safety Center with hospital
employee.

Da8. Check the in-hospital status of the Patient
safety Alert issued by the patient safety
reporting learning system.

Da9. Conduct improvement activities if
necessary according to the results of
in-hospital inspections related to Patient
safety Alert.

Dal0. Support related tasks in the event of
sentinel event.

Dbl. Develop detailed guidelines for hospital
patient safety standards.

Db2. Confirm department or staff compliance
with patient safety standards.

Dcl. Manage the patient safety indicator
management system.

Dc2. Patient safety indicators are selected based
on Article 10 (Patient Safety Indicators) of
the Patient Safety Act.

Dc3. Submit data for policy establishment at
the national level.

Dc4. Conduct Training of personnel for each
patient safety indicator.

Dcb. Measure patient safety indicators regularly.

Dc6. Conduct self-improvement activities
according to patient safety indicator
results.

Dc7. Support improvement activities according
to patient safety indicator results.

Dc8. Share patient safety indicator results with
management.

Dc9. Share patient safety indicator results with
relevant staff.

Dd1. patient safety Personnel Complete patient
safety statutory required education.

Dd2. Complete job competency improvement
training (relevant academic training and
academic conferences).

Del. Periodically evaluate using patient safety
culture measurement tool.

De2. Implement improvement activities to create
a culture of patient safety in hospitals.

De3. Share the measured results of patient
safety culture with the management.

De4. Share the measured results of patient
safety culture with staff.

3.72+0.45

3.69+0.46

3.69+0.48

3.81+0.37

3.58+0.53

3.62+0.51

3.64+0.50

3.60+0.53

3.26x0.74

3.54+0.60

3.65+0.55

3.70+0.47

3.70+0.47

3.71£0.48

3.71+0.49

3.88+0.36

3.70+0.46

3.45+0.63

3.61+0.55

3.60+0.58

3.61+0.59

3.66+0.73

3.45+0.78

3.32%0.80

3.63%0.72

2.90+0.96

3.13+0.80

3.60+0.65

3.51+0.75

2.65+1.08

3.15+1.03

3.66+0.68

3.61+0.65

3.54+0.69

3.76£0.58

3.75£0.55

3.92+0.31

3.63+0.70

2.83+1.07

3.26+0.87

3.25+1.04

3.22+1.04

0.988

3.741

6.241

3.866

10.195

8.952

0.927

1.835

8.520

6.104

-0.160

2.370

3.481

-1.122

-1.029

-1.135

1.316

7.576

5511

4.461

5.089

325

<.001

<.001

<.001

<.001

<.001

.356

.069

<.001

<.001

873

019

001

264

305

258

190

<.001

<.001

<.001

<.001
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Figure 2. Importance and performance matrix for patient safety personnel’ tasks

Keep up the Good Work : Aal. Check the contents of the patient safety accident report reported by the staff; Acl.
Manage reported patient safety accident information.; Ac2. Manage information on frequent patient safety accidents in
hospitals.; Adl. Share the patient safety accident analysis results with the management.; Ad2. Share the patient safety
accident analysis results with related hospital employee.; Dal. Check patient safety activities to prevent patient safety
accidents and prevent recurrence.; Da2. Share patient safety activities with management.; Da3. Patient safety activities
are shared with relevant departments and staff., Da7. Share Patient safety Alert issued by the Central Patient Safety
Center with hospital employee.; Da8. Check the in-hospital status of the Patient safety Alert issued by the patient safety
reporting learning system.; Dal0. Support related tasks in the event of sentinel event.; Dcb. Measure patient safety
indicators regularly.; Dc6. Conduct self-improvement activities according to patient safety indicator results.; Dc7. Support
improvement activities according to patient safety indicator results.; Dc8. Share patient safety indicator results with
management.; Dc9. Share patient safety indicator results with relevant staff; Ddl. Patient safety Personnel Complete
patient safety statutory required education.; Dd2. Complete job competency improvement training (relevant academic
training and academic conferences).

Concentrate Here : Aa2. Collect patient safety accident information through department visits, interviews, and records.;
Ab2. Conduct root cause analysis (RCA) of patient safety accidents.; B2. Conduct regular patient safety education for
new hospital employee.; Da9. Conduct improvement activities if necessary according to the results of in-hospital
inspections related to Patient safety Alert.

Low Priority : Abl. Select a list of patient safety accidents that require accident cause analysis.; Ab3. Conduct failure
mode impact analysis (FMEA) of patient safety accidents.; B3. Conduct regular patient safety education for executives.;
B4. Conduct regular patient safety education for current hospital employee.Cl. Establish a patient safety education plan
for patients and guardians.; C2. Conduct patient safety education for patients and guardians. Da6. Report patient safety
accidents in hospitals according to the Korea patient safety reporting learning system report procedure., Dbl. Develop
detailed guidelines for hospital patient safety standards.; Db2. Confirm department or staff compliance with patient safety
standards.; De3. Submit data for policy establishment at the national level.; Dc4. Conduct Training of personnel for each
patient safety indicator.; Del. Periodically evaluate using patient safety culture measurement tool., De2. Implement
improvement activities to create a culture of patient safety in hospitals.; De3. Share the measured results of patient
safety culture with the management.; De4. Share the measured results of patient safety culture with staff.

Possible Overkill : Ac3. Manage information on major patient safety accidents at the national level; Bl. Establish a
patient safety education plan for hospital employee.; Da4. Prepare report materials for patient safety committee meetings.;
Dab. Report the annual patient safety committee business plan to Korea Institute for Healthcare Accreditation.; Dcl.
Manage the patient safety indicator management system.; Dc2. Patient safety indicators are selected based on Article 10
(Patient Safety Indicators) of the Patient Safety Act.
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Abstract

Importance and Performance of

Patient Safety Personnel’ Tasks

Shin, Eun Jung

Department of Clinical Nursing
The Graduate School of Industry
Directed by Professor

Park, Jeong Yun, RN, Ph.D.

This study is a descriptive research study to identify the tasks of dedicated
patient safety personnel specified in the Patient Safety Act and to use them
as basic data necessary to establish and perform the role of dedicated patient
safety personnel by confirming them through importance—performance
analysis.

The subjects of the study were 145 people registered as dedicated for
patient safety personnel at medical institutions, and research tools for
measuring the importance and performance of tasks were developed by the
researcher himself. The collected data were analyzed paired t-test, one-way
ANOVA, Chi-squared test or Fisher's Exact test, importance—performance

analysis using IBM SPSS Statistics 22.0 program.

The results of this study are as follows.
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1. The subjects who participated in the study were all nurses, and the total
clinical average experience was 16.25 years, and the patient safety personnel
average experience was 3.24 years. The types of hospital where the subjects
worked were 31(21.4%) high-level hospitals, 69(47.6%) general hospitals, and
45(31.0%) hospitals. There were 92(62.4%) subjects who said that they only

performed tasks dedicated to patient safety.

2. There was no significant difference in the general characteristics of the
subjects according to the type of medical hospital except for the average age.
The importance of tasks perceived by the subjects was an average of 3.67
points out of 4 points, and the average performance was an average of 3.40
points. There were statistically significant differences in other tasks than
except for the task of 'Qualification management of patient safety personnel’, and

the importance was significantly higher than the performance.

3. As a result of the Importance-Performance Analysis of detailed tasks
(Task), the tasks for sharing patient safety-related results with management
and hospital employees are located in the ‘Keep up the Good Work’ area. The
tasks located in the ‘Concentrate Here area include tasks such as collecting
information on patient safety incidents, conducting RCA, and providing
education for new employees. The ‘Low Priority’ area included policy-related
data submission at the national level, tasks related to patient safety culture,
and education tasks for management and hospital employees, while tasks
related to patient safety indicators and administrative tasks were included in

the ‘Possible Overkill’ area.
Based on the results of this study, for tasks recognized as low in

importance but high in performance, awareness of importance should be

increased through systematic and diverse education. Analyze the causes of
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tasks with low importance and performance, recognition of the importance and

improvement measures to increase the degree of performance will be needed.

Key words: Patient safety, Patient safety  personnel, Task,

Importance—performance analysis
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