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Purpose: This study aimed to identify the characteristics of patient safety incidents (PSls) related to nursing and to
provide primary data for preventing the recurrence of similar incidents.

Methods: This secondary analysis study included damage claims rulings filed for clinical negligence from 2014 to 2018
that contained the keyword ‘nurse’. It excluded judgments irrelevant to nursing care and in which clinical negligence or
causal damages were overruled. A total of 93 cases were analyzed. The characteristics of PSls were derived through
descriptive statistics, and two instances of nursing-related PSls were examined by qualitative content analysis focusing
on root causes.

Results: The analysis of PSIs related to nursing suggested that the medical institutions where the PSIs occurred most
frequently were hospitals, and the most common types of PSls were medication, surgery, and treatment/procedure, in
that order. In addition, it indicated that nursing-related PSIs occurred most frequently in general wards during the day
shift, with the most common related nursing practice being managing potential risk factors. The qualitative analysis
showed that careless monitoring and institutional inertia were causes of PSls.

Conclusion: To prevent nursing-related PSls, nurses need to individually monitor and assess patient conditions. In
addition, support should be accompanied by the improvement in the systems in place aimed at preventing the recurrence
of nursing-related PSls at the institutional and national level, such as securing appropriate nursing personnel and
improving labor conditions.
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Figure 1. Flowchart of cases selection process.
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Table 1. General characteristics of nursing-related patient safety incidents.
(N=93)

Variables and Categories n (%) Mean (Range, years)

Period of resolution 3.4(1.1-8.2)

Medical institution (Yr)

Hospital level and above™ 71 (76.3)
Clinic level 12 (12.9)
Intermediate care hospital 10 (10.8)

Patient harm

Death 50 (53.8)
Permanent damage 29 (31.2)
Long-term damage 5(5.4)
Temporal damage 4(4.3)
Recovery after treatment 5(5.4)

Type of patient safety incidents

Medication 17 (18.3)
Surgery 14 (15.1)
Intervention/Procedure 13 (14.0)
Delivery 12 (12.9)
Diagnosis 7 (7.5)
Others 7(7.5)
Fall 6(6.5)
Anesthesia 6(6.5)
Patient suicide/self-injury 3(3.2)
Diet 3(3.2)
Infection 2(3.2)
Examination 1(L.1D)
Clinical material contamination 1(1.1)
Medical devices 1(L.1)

* This category is counted except for the intermediate care hospital.
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2
(26.9%) 02 7P Wk, S8, &4, £t

1174(11.8%) 2.2 Yebgth. SARQPAAALS dH(Q A
Al-2.F 3A])0f 397(41.9%) 2.2 717 RIS 3
P, 2H(LFE 34-2F 1140l 29A(31.2%),

(LF 11A-24 7ADel= 157(16.1%) 2.2 Yersttt. A
A3 #EE 2P A 99 8 #7404
(43.0%), °F& % ¥ATaHy 494 S4RA7E 2 16
2(17.2%), 1571(16.1%) <=C1dt}. kAT ZHee]= 10
7(10.8%), 7t et MEA FA2 871(8.6%)°1AH
(Table 2).

Table 2. Nursing-related characteristics of patient safety incidents.

(N=93)
Characteristic n (%)
Nursing Unit
General ward 25 (26.9)
Intensive care unit 11(11.8)
Operating room 11 (11.8)
Delivery room 11(11.8)
Others 8 (8.60)
Laboratory 7(7.5)
Psychiatric ward 6 (6.5)
Emergency room 6(6.5)
Outpatient department 5(5.4)
Recovery room 3(3.2)
Shifts
Day (7AM-3PM) 39 (41.9)
Evening (3PM-11PM) 29 (31.2)
Night (11PM-7AM) 15 (16.1)
Not assessed 10 (10.8)
Nursing-related practice
Management of potential risk factors 40 (43.0)
Medication and parenteral nutrition 16 (17.2)
Maintenance of physiological integrity 15 (16.1)
Safety and infection control 10 (10.8)
Nursing management and professionality improvement 8 (8.6)
Fundamental nursing 3(3.2)

Maintenance of psychosocial integrity

1.1
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actors)= AT tiAolA F2 AR ALEf

4 v+ ¥ (Medication & parenteral nutrition)<
HARZ 22 HE,E Bl ASYPYR, F2 Fokol
Hl& wdZo A=A o] sfFshs SAR/MEA &

32 A7 164 F o] 15402 fREe Aot

Al A= AE]d B3-Al(Maintenance of physiologi-
, =%, 7 /A 7t vid e, A
A el 59 FHE WETolA AAE AT ofof Higt &
ARPAARE 72 tfsHA Uetdt=dl & 41, A
Ale 9 7187 ZF 37, AlAF 270 ARAsE i obA
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A FEo 2= AA 104 5 94 54, 718 32 v
ettt 7Hs TeEjet A4 &4 (Nursing management &
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3, B oaEe] e FEo] oaad WaRA Ax
H At o= SARMAAN] & 84 F & 57, X 21 &
© 2 YEPFtHTable 3).
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cal integrity)&

AL

Table 3. Type of patient safety incidents by nursing-related practices.

(N=93)

Type of patient safety incidents

Nursing-related

. Clinical . Patient .
practice Fall Medication Examination material Infection Intervention/ Surgery  suicide/  Diet Me§1cd Anesthesia  Delivery ~ Diagnosis Others  Total
. Procedure S devices
contamination self-injury
Management of
potential risk 1 1 1 - - 7 5 - 1 1 6 12 5 40
factors
Medication
& parenteral = 15 = = = 1 = = = = = = = 16
nutrition
Maintenance of
physiological - - - 1 1 3 4 1 2 - - - - 3 15
integrity
Safety & infection 5 _ _ _ 1 _ _ 1 _ _ _ _ _ 3 10
control
Nursing
management &
- 1 - - - - 5 - - - - - 2 8

professionality
improvement

Fundamental
nursing

Maintenance of
psychosocial - - - - - -
integrity

D ok 9 v FF a9 ¥ I uHAE

oFE 9 v FT Y TH FARPAANA Y HEAE = 5
AAHEMH Y 2018. 7. 3. A1 201671376493 wZ o]t}
ot = WA E| AAE FARPHALA dist HERE
gt S35t A7kl SEof what =St AR 7 Q.o|tt.
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Figure 2. Fishbone diagram of patient safety incident related to medication and parenteral nutrition.
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V. 0zt

o] Ao A= 20149KE 2018A7HA] 57 S-gutet
73 Mol H4E Y5ad BEES HoR F 934
o 7ts I FTARPAAAS] duty ¢ 71s T E4E
miotelal, 2749 HEAHE AAste] ZEAJAS FAO
2 A3 YEEAS A9, o oE AR RS AAlS
Aot

AT A BRI A WA 915 HEE At 974

&4 B Bzkgo] & 2=, ol B

==
T—=

?_]_ T 1‘

AL =2 Q] Aibd &7t AYstofof Sh= w4

& TEEY E4o] vtgE 2= si4T & Ut o] A
< o= 243 A+(32]

79} g2ol dRas W
o4 AT Bl A LA 9]
AH BB TA AT 5L BT AT A
s2to] gJa] AERCHI8,33] tha Ay 2elch. ol of
FoIAE BRbol A LreRd gia) Bt Aol 53.8%:
7P ek ol nlE nhAAEREAeA A71E 9

s} AE7t ogs)w &

SAFA 12374 oFHAENSAIE S 9] O5hd 4wy
of| A I3t Aol A Aol 38.2%E 7 Bk
d Aet FASEATHA2] EAHe] fls At & AR
A A5 9&11?} fﬂfﬂlﬂr«l o] it a5t g

3% 4 84

4%55}7](Disclosure of patient safety

incident)[34 S YT 2a7t Ao olF &5 &4 9
24 259 HiE Aot 42 #AE &St 9
FEAYo 2] APS v 53 £33 IS 5 ArH35].

o] A-tollA 7tE A TARRPAAAY HRlE KPS F
of, & wolth. S FHo]AFY 27 SRR A
ARt Tty Rlet A - Ao g o] Qe EARFEAL
4 14171& B4 23, 39 59 Tl 22.6%
2 7P RIZ7} =of o] Aol {AMSHATH 18], EFF
YEO] 7RIS ANS0] AdrH o2 W sl 3AQHA
AE AT AFolAs Fo5H T EARPAAR
o] Y/H(43.9%), FoH(25.2%) =22 Y, w7

VoL 29, Number 2, 2023 26



Korean Society for Quality in Health Care

Original Articles

hiE @AebaAt 432 g % otk s 927
T A B35S 4TS Fo) 3 - B3] AU thile
BN FEER 7)o 29, 2RAL Sof T2 A

ol ATl A] HAT FATAAA WA 15 F 7}
A R B WOl A e BU R, Aol
AA - F - F S FS EEHE ZAH 9 89 B
gtk 3 7hE B BARPAAAS] dEAEE At
of AH BT A%, HEA AU ZHORL Bt 4
gholl et mIge AT BUR Qs AL WA
Ste-S SISt ZEA UH, 24, A4 § B0
of Afejo] ke dutt o2 AYstaL 7| S stelof Stk

5
[36]. o7 ¢t Belstol 4 7| W SAIAAIO]
]

3 v
3 7EArS0] Fojshi e Bt ohet 7@ 18w
48 o)A olg BE:oZ gt BAH 291 W5
of e nteid Wast ot B3] oWl AT AL
MY HEEAE QuhEEel b WoRetl(26.9%), A
S A4 254 Y B HIE 10,3019, ¥
Z o=/ A9 1:10.490H38). 7t3AF Q1 HiA 5
23} Sape] A% Aol Tt AFATEe] 2 1
Qe B2 9 WX Szo] ¥S4E A7 7hE Azl B7h

27 Quality Improvement in Health Care

>
folr oI
il
2
T
M
1o
fu
N
1
2
R
oS
ox,
)
fol
>
nlck
offt
ol
&
39,

>
rr
V)
(@)
[\ )
—
o
N
S
19
N
o
=
o)
=2,

rhorle o
ol -
[N
for S
2 k;l
o -
1% o
o JU
% Lo
Y
_l>, i
o
Jo o
N
A
(NI
fol
o
oy
AL ol =
o Q
-llN' FL
=)

2,
fd
ot
ox
4z
o
rj‘_q
1o

T,
S
i)
Fo
_?L
Id
B{l
ol
fol
>,
kd

10
A,
1>
N
m?
tlo
jir
=
oft
lo
u d
™
M
)
r'O
_LR .
ot
filo
=4
oR,
o
k1

fru
oN
N
_9L
rir
f
)
1o
il
4
fo
2,
>{l:l
a0
2
fol
figo
2
lo
il
it
gl ofo
ot

gtEol Wite Sl4219 dA
GSAE 9 gl &

of gttt E3h, o= A
=29 59 FYE Y=ol Folof sH=
Y& Ak edl ol 19624 A ol %
F7F @itk 1999¢ 1193 e o&7]dof 23
H5}7] flgt FYo g A A
18kt 2t e 8 A S EYst

ATH43]. oA 1 HE 7]Eof it A

%9,
rr
s
™
1o
Fu
>
[>
fr o

o

urole w5}

+
o)
s
(@)
r
il
-

2,
oy
co
PN
19

B 0 A onf do oo
fol - DUt ol
2 R
it oX i
o rd
el
_?L
k1
%9,

ok
.
fol ox,
>,
o

o &
[o
g3

2 o
>~
o K
oL ek
Ry
30
(e o
el
r-\o

-,
=y
=)
>
rr
fo
o
o
rj‘g
1o
rE
)
N,
N

N
o
(]
-0
=
o
i

Y

olt}. wetAl o] ATolAE SAATS BT,
HoR, RoAae B4t st olefd AAgoR
&

Aol g % BT Hol7t AT 4 k. £t
ad WARS Y ALE AN GAFEY 74

EEE ARG S IATHAAC] thet FE AL
WA & 710] 2271 seksrlol ofelgol U3
olef3t AT BT o] Aol HL Y mhdt

A AYE AAES BHFOEHN Ao} 15 T



7t T SARPAAR Y £ A W8 24 omad BEE(2014~2018') o83 olAA IR 24
Z0iz), 0 9, 2y Yaw

I

V. 179

A 3}%@4@ % 9 542 AAPE Hol 99
o] ol A A LAY EARPAr
& 55 mefRt A4 ARolAM Ao
& AIAFA 2RI AARE APLA|QL %
ki WHL@APJ_ &3 ol &8
T oty E e A% %’uo
1:]—5,: %xﬂa};qu} 21,22,44-471, ?i?%ﬂﬂ
CRoC o}oq TAH qu e Fﬁ& &

el
O.?,l.',
+
N
for
)

rL
Hn

X fr &
x

r'O

)

>

Y

\ N F{E
>

we e
-Ll

(48], F=ollAl= ‘Medical Protection Society 2t=

vl g hA o] gute]Ye] ARG AREot] HTHAM A
3 FE ARl Aot AF-E S+ sHATHAI]
5 fEutolAE SRRPHAA T BT SR AR
< g8oto] WEEA H A YAH e vhEY 2avt
SIEA

e, ol AL AR ZEZIZAY,
QHAAE, 6&@1% 5 Bl sle) Uy
a8tk 72 oo
S BALIAE 4ol ololAol T B ek

Hek Aol 71 Al & &AL A
<4 287t Atk 8718 A
=%l dirlst AH=
dstofoF ot 4% A o AA Y F714 HdE S

gu|stofof giet, EE, A-TETAR ZF K
3tal, 9|22l A SARPHALA
< O o E AT
Ak Joﬂfﬂ% ﬁiB] = ﬁgﬁﬂﬁ B3 &

St A2, A4 B3 2ol B4

e

me 4o Mo
4 Mo

N

[o
=4
>

E

40
9 go

LTI
110
W,
Hol'
r

gzt Uk #
A Qha1] 2
49 S 913

-&i
o
S
>
O
f
A
o
>
.l
1o
oy
_\‘1_‘
13
\l
A
fol
4

H8 BEIA olololof i,

P

3
o
05

1. World Health Organization. Conceptual framework
for the international classification for patient safe-
ty. Geneva, Switzerland: World Health Organiza-
tion; 2010.

2. World Health Organization. Patient safety incident
reporting and learning systems: technical report
and guidance. Geneva, Switzerland: World Health
Organization; 2020.

3. Korean Patient Safety Reporting & Learning Sys-
tem. 2022 patient safety statistics yearbook. Seoul,
Korea: Korean Institute for Healthcare Accredita-
tion; 2023.

4. The Supreme Court of Korea. Judicial yearbook.
Seoul, Korea: National Court Administration; 2022.

5. Korea Medical Dispute Mediation and Arbitration
Agency. 2022 medical dispute mediation and ar-
bitration yearbook. Seoul, Korea: Korea Medical
Dispute Mediation and Arbitration Agency; 2023.

6. Korea Consumer Agency. 2021 yearbook and case-
book of consumer damage relief. Eumseong, Ko-
rea: Korea Consumer Agency; 2022.

7. Mira JJ, Lorenzo S, Carrillo I, Ferras L, Pérez-Pérez
P, Iglesias F, et al. Interventions in health organi-
sations to reduce the impact of adverse events in
second and third victims. BMC Health Services Re-
search. 2015;15(1):1-9.

8. Anderson JE, Kodate N. Learning from patient
safety incidents in incident review meetings: or-
ganisational factors and indicators of analytic pro-
cess effectiveness. Safety Science. 2015;80:105-14.

9. Panesar S, Carson-Stevens A, Salvilla S, Sheikh A.
Patient safety and healthcare improvement at a
glance. New Jersey, USA: John Wiley & Sons; 2014.

10. Wachter R. Understanding patient safety. 2nd ed.

VoL 29, Number 2, 2023 28



Korean Society for Quality in Health Care

Original Articles

12.

13.

14.

15.

16.

17.

18.

19.

New York, USA: McGraw-Hill Medical; 2012.
11.

Ministry of Health and Welfare. 2022 health and
welfare statistical yearbook. Sejong, Korea: Minis-
try of Health and Welfare; 2022.

Institute of Medicine Committee on the Work En-
vironment for Nurses and Patient Safety. Keeping
patients safe: transforming the work environment
of nurses. Washington (DC), USA: National Acad-
emies Press (USA); 2004.

Persaud S. Diversifying nursing leadership
through commitment, connection, and col-
laboration. Nursing Administration Quarterly.
2020:44(3):244-50.

Kim KK, Cheon H-S, Kim NH. Nursing case law
and standard of care. Paju, Korea: Soomoonsa;
2022.

Hur HK, Kim KK, Jung JS. A systematic con-
tent analysis of the closed nursing malpractice
claims related to patients’ safety. Journal of
Korean Academy of Nursing Administration.
2023;29(2):99-108.

Kim YS, Kim TE. Analysis of legal liability in
medical accident due to nursing practice through
precedents. Korean Journal of Legal Medicine.
2019;43:119-28.

Park IS, Kang S-Y, Kim K-S, Park HS, Suh Y-O,
Ahn SY. Analysis of registered nurses’ job, learn-
ing objectives and the association between them.
Seoul, Korea: Korea Health Personnel Licensing
Examination Institute; 2015.

Liu Y, Zhao G, Li F, Huang X, Hu D, Xu J, et al.
Nursing-related patient safety events in hospitals.
Journal of Huazhong University of Science and
Technology. 2009;29(2):265-8.

Supreme Court of Korea. What is the judgment

search and reading system? [Internetl. [cited 2023

29 Quality Improvement in Health Care

20.

21.

22.

23.

24.

Aug 13]. Available from: https://www.scourt.
go.kr/portal/information/trialeodes/overview/
index.html.

Lincoln YS, Guba EG. Naturalistic inquiry. Cali-
fornia, USA: SAGE Publications; 1985.

Kim MJ, Shin SH, Park JY. Medicolegal implica-
tions from litigations involving necrotizing fasci-
itis. Annals of Surgical Treatment and Research.
2020:99(3):131-7.

Shin SH, Kim SY, Jang SG, Lee W. Analysis of
closed medical litigation in urology. Investigative
and Clinical Urology. 2017:58(5):317-23.

Kim M]J, Jang SG, Kim IS, Lee W. A study on the
status and contributory factors of adverse events
due to negligence in nursing care. Journal of Pa-
tient Safety. 2021:;17(8):e904-e10.

Lee MA, Cho HJ, Ahn SH, Kim HJ. Perceptions on
fixed night shift system and turnover intention of
general hospital nurses. Journal of Korean Acade-

my of Nursing Administration. 2015:;21(5):519-209.

25. Joint Commission on Accreditation of Healthcare

26.

27.

28.

29.

Organizations. Root cause analysis in health care:
tools and techniques. Illinois, USA: Joint Com-
mission on Accreditation of Healthcare Organiza-
tions; 2000.

Choi E-Y, Lee H-J, Ock M-S, Lee S-1. Develop-
ment of Korean root cause analysis software for
analyzing patient safety incidents. Quality Im-
provement in Health Care. 2018;24(1):9-22.

Lee W, Kim SY, Lee MJ. Application of malprac-
tice cause analysis tools for preventing repeat
medical accident. Korean Journal of Medicine
and Law. 2014;22(1):21-42.

Rooney JJ, Heuvel LNV. Root cause analysis for
beginners. Quality Progress. 2004;37(7):45-56.

Ministry of Health and Welfare, Korea Institute for



i)
i)

5]

A
A

X

30.

31.

32.

33.

34.

35.

30.

37.

Healthcare Accreditation. 4th cycle acute hospi-
tal accreditation criteria and standard guidelines.
Seoul, Korea: Korea Institute for Healthcare Ac-
creditation; 2021.

Koo M]J. Analysis of medication errors of nurses by
patient safety accident reports. Journal of Korean
Clinical Nursing Research. 2021;27(1):109-19.

Dill MCP, Arboit EL, Kaefer CT, Arboit J. Percep-
tions about an instrument used for patients’ eval-
uation and discharge from post-anesthesia care
units. Revista de Pesquisa Cuidado ¢ Fundamental
Online. 2018;10(3):711-9.

Kremer MJ, Hirsch M, Geisz-Everson M, Wilbanks
BA, Clayton BA, Boust RR, et al. Preventable
closed claims in the AANA foundation closed
malpractice claims database. AANA journal.
2019;87(6):468-76.

Yamamoto-Takiguchi N, Naruse T, Fujisaki-Sue-
da-Sakai M, Yamamoto-Mitani N. Characteristics
of patient safety incident occurrences reported by
japanese homecare nurses: a prospective obser-
vational study. Nursing Reports. 2021;11(4):997-
1005.

Ock M, Lee S-1. Disclosure of patient safety in-
cidents: implications from ethical and quality of
care perspectives. Journal of the Korean Medical
Association. 2017;60(5):417-27.

Ock M, Lim SY, Jo MW, Lee SI. Frequency, ex-
pected effects, obstacles, and facilitators of dis-
closure of patient safety incidents: a systematic
review. Journal of Preventive Medicine and Public
Health. 2017:50(2):68-82.

TJ] T-B, WJ U-P. Nursing admission assessment
and examination. Florida, USA: StatPearls Pub-
lishing: 2023.

Eun Y, Jeon MY, Gu MO, Cho YA, Kim JY, Kwon

38.

39.

40.

41.

42.

43.

44,

844 TAE(2014~2018W)L 0] 85 o| 2} At 7 FA]
Z812], 0] 9, ANE| ZAR

JS, et al. Utilization of evidence-based clinical
nursing practice guidelines in tertiary hospitals
and general hospitals. Journal of Korean Clinical
Nursing Research. 2021;27(3):233-244.

Cho S-H, Seong J, Jung YS, You §J, Sim WH. Rec-
ommendation for the amendment of inpatient
nursing fee schedules based on nurse staffing
standards in general wards of tertiary hospitals
and general hospitals. Journal of Korean Clinical
Nursing Research. 2022;28(2):122-36.

Park JO, Kim HY, Roh GS, Roh YD, Park MB, So
JE, et al. Comparison of nursing activity time ac-
cording to the change in grade of nursing man-
agement fee in one university hospital. Journal of
Korean Clinical Nursing Research. 2010;16(1):95-
105.

Hong KJ, Cho S-H. Changes in nurse staffing
grades in general wards and adult and neonatal
intensive care units. Journal of Korean Clinical
Nursing Research. 2017;23(1):64-72.

Korea Health Personnel Licensing Examination
Institute. National examination passing rate by
year [Internet]. [cited 2022 Nov 12]. Available
from: https://www.kuksiwon.or.kr/peryearPass/
list.do?seq=13&srchWord=05.ation.

Lee T, Kang KH, Ko YK, Cho S-H, Kim E-Y.
Issues and challenges of nurse workforce pol-
icy: a critical review and implication. Journal
of Korean Academy of Nursing Administration.
2014:20(1):106-16.

Cho S-H, Lee J-Y, June K-J, Hong KJ, Kim Y.
Nurse staffing levels and proportion of hospitals
and clinics meeting the legal standard for nurse
staffing for 1996~2013. Journal of Korean Acade-
my of Nursing Administration. 2016:22(3):209-19.
Ahn SI, Lee W, Song DH. A descriptive study on

VoL 29, Number 2, 2023 30



Korean Society for Quality in Health Care

Original Articles

45.

the civil lawsuits of medical malpractice occurred
during psychiatric ward treatment. Psychiatry In-
vestigation. 2020;17(9):865.

Hyeon CW, Lee JY, Jang S, Cho SI, Kim S, Lee
W, et al. Medical malpractice related to drug-in-
duced anaphylaxis: an analysis of lawsuit judg-
ments in South Korea. Medicine (Baltimore).

2019;98(23):€15996.

46. Jung JY, Kim SY, Kim DG, Kim CB, Chi K-C,

47.

48.

49.

31

Kang WK, et al. Analysis of lawsuit cases in the
department of surgery in Korea. Annals of Surgi-
cal Treatment and Research. 2018;94(3):113-7.
Shin S, Jang SG, Min K, Lee W, Kim SY. The legal
doctrine on the liability of physicians in medical
malpractice lawsuits involving complex regional
pain syndrome. Journal of Korean Medical Sci-
ence. 2018;33(9):e46.

Palojoki S, Mikela M, Lehtonen L, Saranto K. An
analysis of electronic health record - related pa-
tient safety incidents. Health Informatics Journal.
2017:23(2):134-45.

Baylis D, Price J, Bowie P. Content analysis of 50
clinical negligence claims involving test results
management systems in general practice. BMJ

Open Quality. 2018:7(4):e000463.

Quality Improvement in Health Care



