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The objectives of this study were (1) to describe doctors’ perception and attitudes
toward patient safety culture and medical error reporting in their working unit and
hospitals, (2) to examine whether these perception and attitudes differ by doctors’
characteristics, such as sex, position, and specialties, and (3) to understand the relationship
between overall perception of patient safety in their working unit and each sub-domain of
patient safety culture.

A survey was conducted with 135 doctors working in a university hospital in Korea.
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After descriptive analyses and chi-square tests of subgroup differences, a multivariate-
regression of overall perception of patient safety in their unit with sub-domains of patient
safety culture was conducted.

Overall, a significant proportion of doctors expressed negative perception of their
working units’ patient safety culture, many reporting potentials for patient safety problems
to occur in their unit. They also negatively viewed their hospital leadership’s commitment
on patient safety. Regarding the patient safety in their working unit, doctors were most
worried about staffing level and observance of safety procedures. Most doctors did not
know how and which medical error to report. They also perceived that medical errors
would work against them personally and penalize them. About 22 percent of respondents

believed that even seriously harmful medical errors were not reported.

Key Words - Medical errors, Patient safety, Organizational culture, Error reporting
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<E 1> ZA AR EM
HCS %
3
o 40 30.3%
o R 69.7
A3
S 15 11.2
HAHE 34 62.7
A 3H 26.1
T HEARE
60 A3k o]s} 43 319
60-90 AIZE 4H 333
90 Ak o) 41 304
e
Internal Medicine 16 12.2%
Pediatrics 11 84
OB/GYN 11 84
Chest Surgery 11 84
Plastic Surgery 10 76
Orthopedics 10 76
Pediatric Orthopedics 7 53
Urology 11 84
Ophthalmology 10 76
Dermatology 10 76
Anaesthetics 12 92
Emergency Medicine 12 9.2
& HEolde] IRt
14 ofs} 69 59.5%
1-3d 21 233
3-54 11 95
54 ol 9 78
& o] It
14 oja} 36 271%
1-3d 44 331
3-54d 39 293
5d ot 14 105

T 1% do not add up to 100% due to missing.
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p-value
% % %
5o WAE fJEl e ZAE Fek Uw 51.2 676 447 0.022 *
Az et gle AL A 99 6.3 112 0419
A U e G el 171l 4% 737 706 745 0.660
sE= S8 gido] g 323 314 330 0.867
2 Wedds AR AV 9 18 129 198 0.391
o] Aap AIAE Fol Bete] o] 211 30.3 181 0.142

F1op WS 23T e TR S9E A HES e,
#p<0.06, #p<0.01

117



CEAREA Eotek mate Hatel] ek oAt Q143 HiE -

kk

skkk

kk

skkk

<E 3> HEU =250l Cfst oAHEQ| ol4]
Total &S w9
p-value
% % %
ZZ84(Organizational learning)
AT A, Wste] oA HES 53.7 629 50.0 0.193
Waed e At o] gl 122 86 137 0435
A A FAA WEE T 195 344 147 0015 =
HAZNAS SI%t Wsh AlTAl O anE 7k 477 629 415 0031 =
WEUelxe g3
2 A2 AlSeH A ) 243k deo] 2 515 735 434 0.002
A 7ol ME EFT 515 65.7 459 0045 =
Srkel ksAt o HoR A A% 39.1 64.7 296 0.000
HH?‘](Stafﬁng)
4 A7} 75 526 63.6 485 0133
B A‘%%ﬂ 31@ LA 2Rl ekl Qe 634 50.0 67.3 0079 +
28 QEs dAFCE HAE s 168 23.3 146 0273
Aol vlal QA 7t G 72.2 706 724 0.837
NSAPE Yy B2 828 59 341 375 333 0670
At g, e digk Adst wSo] oA 305 515 2.3 0.001
AT AR
Sl Al Q7 Fs Aol e A A RS 354 529 295 0014 =
ojro] Sl& Al “duAtlAl AHrEA WX 23.3 41 163 0.001
RS fIst A edo] AR 15 118 163 0531
232 WA F98 Syt ek 349 333 358 0.808
e A%, AE o el AHEA 9 A7l 229 324 198 0137
A &2 Aol tial Aol RS AH 278 324 265 0519
Al &
ol i HA= izl 4 Ad 64.7 771 60.8 0084 +
Adso] HAE wEA oks W AE A AT 341 30.3 347 0.647
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