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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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