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for Improving Patient Safety among Korean Hospitals
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Abstract

Objective: This study aimed (1) to investigate the utilization of the reporting system for the medical errors among Korean
hospitals. (2) to investigate the utilization of computerized reporting system for the medical errors among Korean hospitals.
Methods: Among 283 Chairs of the nursing department surveyed, 99(34.98%) returned the completed self-report questionnaire.
A questionnaire devised by researchers was used for a survey through mail. Data were analyzed using SPSS 10.0. Results:
Seventy four hospitals(75.51%) had official reporting systems, and 46 hospitals(47.42%) had official reporting procedures of
medical error. The responsible staffs reporting to the president include department head(91.14%), administrative officer(8.86%),
and the involved person(s)(5.06%). Forty four hospitals(44.90%) did not guarantee anonymity in reporting or recording medical
errors. Medical errors were reported mostly on the paper(75hospitals, 76.53%) or verbally, and only three hospitals(3.06%) used
the computerized reporting system. Conclusion: Systemic evaluation of the medical errors based on the prompt and voluntary
report i3 an essential step to reduce systemic errors and improve patient safety. To guarantee anonymity and non-punitive

treatment to the reporting, a computerized reporting system should be actively utilized in Korea. (Journal of Korean
Society of Medical Informatics 10-4,379-386, 2004)
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Table 1. General characteristics of the participating hospitals
(N=99)
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Table 2. Name of department responsible for report (N=41)

Name of Departments n(%)

Clerical Affairs /Nursing

Clerical Affairs 4 inistration

12(29.27)

Clinical Administration,
Administration *drinistration. Administration 7 15 o7
chair, Administration

Supports-medical Accident

CQI__team, Safety Control in
QA team, QIA, QI-group,
QI-team, Risk Management,
QA-team

QI 7(17.07)

. General Affairs, General Affairs
General Affairs \ /ool Accidents, Well-fais 21

Variables ltems n(%)

Measure Committee for Medical

Medical Accident, Coordinating
accident Committee for Medical Dispute, 4(9.76)
committee Managing Committee for

Medical Problems

Training vs.

Nursing

Non-teaching Training Hospitals 18(18.20)
None Teaching Hospitals  81(81.80)
(H = 99)
Seoul 23(23.47)
Kyonggi-do 15(15.31)
Kang-won-do 2(2.04)
Chungchongbuk-do 2(2.04)
Region Chungchungnam-do 6(6.12)
(n=98) Chollabuk-do 4(4.08)
Chollanam-do 5(5.10)
Kyongsangbuk-do 14(14.29)
Kyongsangnam-do 26(26.53)
Cheju-do 1(1.02)
200 and Under 9(9.18)
201-400 37(37.76)
Number of beds 401-600 20(20.41)
(n=98) 601-800 15(15.31)
801-1000 10(10.20)
Over 1000 7(7.14)
Average number 100 and Under 34(41.46)
of inpatients/ 101-500 29(35.37)
day(n=82) 501-1000 18(21.95)
Over 1000 1(1.22)

o Nursing Administration 3(7.32)
administration
Exclusive Charge for Medical
Others Accident, Personnel Committee,  3(7.32)
Christianity
Total 41(100)
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Table 3. Utilization of the medical error reporting system (N=99)

AxsE A
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Utilization items n(%)
Official procedures of reporting medical error Yes 74(75.51)
(n=98) No 24(24.49)
Particular department responsible to be Yes 46(47.42)
reported of medical error (n=97) No 51(52.58)
. Head of the department 72(91.14)
sk

lffip;gflble staffs Administrative officer 7(8.86)
The person himself/herself 4(5.06)

Always 10(10.20)

Guarantee of anonymity of reporter(n=98) Usually but not always 44(44.90)
Never 44(44.90)

Paper reporting 75(76.53)

Reporting methods™ Verbal reporting 30(30.30)
(n=98) Word processing 13(13.27)
Computerized reporting system 3(3.06)

Transfusion errors 97(97.98)

Medication errors 95(95.96)

Type of medical errors mandatory to report® Falls 95(95.96)
(n=99) Operation accidents 91(91.92)
Anesthesia accidents 82(82.83)

Hospital infection 77(77.78)

Multiple responses were allowed
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Table 5. Utilization of the computerized medical error reporting system (N=99)

Utilization items n(%)
) Actively utilized 3(3.19)
Current status of error reporting . .
system operation/utilization (n=94) Utilized but not very active 3(3.19)
Not operated 88(93.62)
Types of medical errors 6(100.00)

Items of error reporting
system(n=6)

Medical error management procedures 6(100.00)

Medical error management outcomes 6(100.00)
Easier than paper reporting 7(53.85)
Ease of use of error .
reporting system(n=13) Same as paper reporting 6(46.15)
More difficult than paper reporting 0(0.00)
. No changes 8(61.54)
Effects of error reporting system i .
. ~ Increase in number of error reporting 4(30.77)
for frequency of reporting(n=13) . .
Decrease in number of error reporting 1(7.69)
Advantages of the error Medical staffs attention was heightened 10(71.43)
revortin gs stem* Quality of medical services was Improved 9(64.29)
(np: ) 4)g v Evaluation Outcomes by the outer credentialing authorities was heightened 4(28.57)
Better reputation by the clients 2(14.29)

*Multiple responses were allowed
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