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Abstract The purpose of this study was to develop and evaluate patient safety reporting promoting strategy for
nurses to improve nursing care quality. The process included three phase - construction, implementation and
evaluation phase. Before the construction phase has two kinds of subcategories as analysis and verification.
Analysis phase was consisted of literature review and field study, and verification was conducted by two
specialist. At the construction phase, patient safety reporting system, educational materials, planning for public
relation, and reward preparation were developed. After implementation during 12 weeks, we evaluated pre-post
scores of satisfaction, stress of conscience, job performances. The participants were 51 nurses working for a
hospitals. The program was developed and then administered to the experimental group for 12 weeks. One
group pretest-posttest design was used for this study. Data were analyzed using descriptive analysis, paired t-test
with the SPSS WIN 18.0 program. After the intervention, job performance scores improved significantly from
3.62 to 3.75(t=2.653, p=.009). But job stress didn't changed significantly(t=.785, p=.434). These strategy can be
applied to many clinical setting that will be helpful to promote patient safety reporting for nurses.
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[Table 1] Tool of patient safety reporting system
Patient / Incident characteristics
Involving person with error O Self
O Other person
(] Nurse [ ] Doctor [ Another healthcare provider
O Unknown
Career of involving person
. . O year
(if she(he) is a nurse)
Discovery time O Date ( )
O Time
O Day 8-12Al O Evening 15-18Al O Night 22-3
O Day 12-15Al O Evening 18-22Al O Night 3-8/

Occurrence and discovery
Patient gender
Patient age

Diagnosis of patient

O Same time

O Different time

O Unknown

Incident type

Medication Prescription O Incorrect prescription of doctor
error Dispensing O Dispensing error from pharmacist
Documentation O Documentation omission of medication adverse event
O Completed medication record before medication administration
O Time [ Omission of some drugs
Administration [J Administration of all kinds drugs at a time
[] Earlier drug administration than standard(1l h)
[] Delayed drug administration than standard
O Route
[J Use wrong route
[] Not follow changed route for drug administration
) .
. [] Wrong patient
Patient
O Drug [ Provide wrong drug
[] Provide expired drug
[] Provide stopped medication
O Dose [ Low dose drug administration than prescription
[] Over dose drug administration than prescription
Others O Providing wrong patient education

O Violation of aseptic technique when preparing or administrating drug
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[E 1] 3P ET =32(AI%)
[Table 1] Tool of patient safety reporting system (continued)

Contributing factor, Patient/ Organizational Outcome

Delayed notification for patient status

O Lack of perception or understanding of treatment
Healthcare O Slip/lapse error/absentmindedness/forgetfulness
provider O Communication problem with staff or patient
o O Emotional problem O Violation of rule
Contributing . .
O Lack of perception or understanding of treatment
factor Patient O Slip/lapse error/absentmindedness/forgetfulness
O Communication problem with staff O Violation of rule
O Emotional problem O Pathophysiological problem
Organizatiory O Over workload
Work environment O Defect of physical environment/infrastructure
Others Blank
O No harm and no change in monitoring
O No harm, but monitoring initiated or increased
patient O Temporary harm not requiring additional treatment
Outcome O Temporary harm, minimal treatment required
O Permanent harm O Life threatening
. O Property damage O Media attention O Legal ramifications
organization ; .
O Formal complaint O Damaged reputation
Incident type
O Not application of bed side rail even though necessary
Type O Stumpling over a something O Sliding O Falling down
Fall Location O In the hallway O At room O In the bathroom
Cause O Gait assistant (cane, walker etc) O Shoes
O Dizziness O Slippery floor O Obstacles on the floor
Hand washing O Not use glove when doing aseptic performance
O Not scrub hands when doing aseptic performance
O Not wash hands when accessing isolation room
O Not sanitize hands when putting on or taking off gloves
Management of O Not disinfect using alcohol sponge when doing side route injection
Infection fluid therapy O Miss the fluid set exchanging time
control O Documentation omission of fluid set exchange
O Leakage of urine due to unfitted Foley catheter
related Management of . . I
foley catheter O Dlsconne.ctlon of Foley c.athetelj and drain line o
O Obstruction of urine drainage line because of twisting
O Not follow aseptic technique when inserting foley catheter
Management of O Not use gseptic .technique. when using st.erile goods .
. . O Stored with sterile materials and contaminated materials
sterile materials . . ..
and  supplying O Usage sterile .goods W?thout c.onfl'rmmg mdwgtor or tape
materials O Usage of ster%le mater%als Wh¥ch %s over explred_
O Usage of sterile materials which is wet or be ripped
O Loss of patient’s specimen or data
Others O Occurrence of pressure ulcer above 2nd stage
O
@]

Mismatching patient and their meal O Patient put on burn
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[Table 2] Contents of program

Category

Contents

Reporting system
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First page : patient characteristics, incident characteristics
Second page : incident type
Third page : contributing factors, patient/organizational outcome

Education
Lecture or seminar
Individual education

Putting up posters

Offline education (3 times) : ‘patient safety’, ‘patient safety
management in clinical setting’, ‘patient safety seminar’
Education using a letter (3 times)

ApA XX B

(Swiss Cheese Model)

Poster message (8 times) : necessity of patient safety (4), goal of
clinical patient safety (1), preventing strategy for medication error
(1), infection control (1), protecting fall(1)

Public relation
SMS
Between meals

Providing SMS 1-2 times / 1 week
Donut, candy, snacks, nutrient bar (1 time/ 2 week)

Reward

Book coupon

(2 3] 34 A = d7¥s2 W5}
[Table 3] Effectiveness and usefulness of patient safety reporting promoting program

Range Pre Post t P

Satisfaction for program 2.33-5.00 - 3.63%0.61 - -
Stress of conscience 1.14-5.71 3.06+0.73 3.13x0.90 785 434
Performance measure 2.60-5.00 3.62+0.54 3.75+0.52 2.653 .009
competency 2.00-5.00 3.73+0.65 3.82+0.61 1.584 116
attitude 2.33-5.00 3.70+0.56 3.79+0.52 1.680 .096
willingness to improve 1.67-5.00 3.57+0.70 3.70£0.64 2.088 .039
application of nursing process 2.00-5.00 39+0.67 3.61+0.66 3.445 .001
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