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Abstract

Objectives: The purpose of this preliminary study was to identify the nurses’
perception regarding disclosure of patient safety incidents (DPSI) and to

evaluate the effectiveness of education for DPSI.

Methods: DPSI education was conducted for nurses majoring in clinical nurse
specialist at an university. Before and after the education, the nurses made
a questionnaire to evaluate the perception of DPSI. The questionnaires were
divided into four categories: first, overall perception of the DPSI; second,
recognition evaluation of the DPSI using hypothetical case, third, opinion
on legal and nonlegal measures for facilitating the DPSI; and fourth, socio—
demographic factors. The Wilcoxon signed rank test was performed on the
DPSI questionnaire response to compare the perceptions before and after the

education.

Results: A total of 10 nurses participated in the education. DPSI education showed
the possibility of improving the overall perception, necessity, effect, obstacle,
and promotion method of DPSI, although there were also several responses
where there was no statistical significance. In particular, DPSI education led
to statistically significance change in the perception of obstacles for DPSI. For
example, the number of respondents who agreed to the item "DPSI will increase
the incidence of medical lawsuits.” was 7 before education but decreased to 3
after education (P—value: .025) Furthermore, nurses' perception of DPSI from this

study was generally positive regardless of education.

Conclusion: In the future, it will be necessary to carry out DPSI education and

training and to evaluate its effectiveness for more nurses.

Key words
Disclosure of patient safety incidents,
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Evaluarte the effectiveness of
education for disclosure of
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Figure 1. Study framework
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Table 1. Characteristics of study participants

Number Gender Age group Career (years)
1 Female 40s 16
2 Female 30s 15
3 Female 40s 9
4 Female 30s 13
5 Female 30s 13
6 Female 30s 13
7 Female 30s 9
8 Female 30s 16
9 Female 30s 11

10 Female 30s 11
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Table 2. Overall perception of the disclosure of patient safety incidents

Pre-education Post—education
Strongly . Strongly Strongly . Strongly
disagree Disagree Agree agree disagree Disagree Agree agree p
n (%) n (%) n (%) n (%) n (%) n (%) n (%) n (%)

Major errors should be disclosed to - - 5 (50) 5 (50) - - 5(50) 5 (50)  1.000
patients or their caregivers.
Minor errors should be disclosed to - 1 (10) 8 (80) 1 (10) - - 9 (90) 1 (10) 564
patients or their caregivers.
Near miss should be disclosed to - 5(50) 4 (40) 1 (10) - 9 (90)  1(10) - .096
patients or their caregivers.
DPSI should be performed, even if a - - 9 (90) 1 (10) - 2 (20) 8 (80) - .083

health care provider thought that pa—
tients and their caregivers would not
be able to understand what the health
care provider said.

DPSI should be performed, even if 1 (10) 3 (30) 6 (60) - - 3(30) 7 (70) - 317
a health care provider thought that

patients and their caregivers would

not want to know about patient safety

incidents.

DPSI should be performed, even if - 6 (60) 4 (40) - - 4 (40) 6 (60) - 317
a health care provider thought that

patients and their caregivers could not

know whether patient safety incidents

occurred.

DPSI should be performed, even if - 6 (60) 4 (40) - - 4 (40) 6 (60) - 317
a health care provider thought that

patients and their caregivers have

nothing to gain by acknowledging

patient safety incidents.

The better prior health care provid— - 110 70 2 (20) - 1(10) 5(50) 4 (40)  .157
er—patient relationship, the more DPSI

will be performed.

DPSI will make patients and their 1 (10) 2 (20) 5 (50) 2 (20) - 2 (20) 5 (50) 3 (30) 257
caregivers to trust the health care
provider more.

I am more likely to recommend a - 2 (20) 6 (60) 2 (20) - - 6 (60) 4 (40) 157
health care provider who performs

DPSI.

I will revisit a health care provider - 3 (30) 5 (50) 2 (20) - - 7 (70) 3 (30) 1102
who performs DPSI.

A health care provider who performs - 1 (10) 8 (80) 1 (10) - - 7 (70) 3 (30) 257
DPSI will offer better medical services.

DPSI will lead health care providers to - - 8 (80) 2 (20) - - 5 (50) 5 (50) .083
pay more attention to patient safety in

the future.

DPSI will lessen feelings of guilt for a - 3 (30) 5 (50) 2 (20) - 2 (200 3 (30) 5 (50) 102
health care provider.

DPSI will increase the incidence of - 2 (20) 6 (60) 1 (10) - 6 (60) 3 (30) - .025
medical lawsuits.

If DPSI is performed, a health care - 1.(10) 9 (90) - - 7 (70) 3 (30) - 014

provider will lose his or her honor.
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Pre-education Post-education
Strongly . Strongly Strongly Strongly
disagree Disagree Agree agree disagree Disagree Agree agree p
n (%) n(%) n (% n (%) n (%) n (%) n (%) n (%)

If DPSI is performed, the health care - 5 (50) 5 (50) - 1 (10) 8 (80) 1 (10) - .025
provider will be punished by his or
her hospital.
A health care provider who performs 4 (40) 6 (60) - - 3 (30) 7 (70) - - 564
DPSI is less competent.
If DPSI is performed, the health care - 7 (70) 3 (30) - - 8 (80) 2 (20) - 317
provider will be criticized by his or
her colleagues.
It is unreasonable to demand DPSI - - 10 (100) - - 3 (30) 5 (50) 2 (20) 655
in the only medical field, because
disclosure is not actively conducted in
other fields.
Atk ohwt, e Rl tigh g5k dadel & Aoy = ol tefA gt SEHA
e B8 Aol 5Wo] Eogity Sue = we A THolod B% T syos oy
PO, W& Fol= 235]8 19 vho] FoJgttal  3(p=.025), DPSIE st SJ8X19] Ho7t Asd
et Aotk &= B i FelRichs guA St

o el wE DPsIo] daido] disl 1% Gl
o R wg AFR 5o sFo] SRk
of AL, FAHCR Fot M= OM"*E}.
53], A g4 gk ol WAL ¥ Fes
o2 o DPSIE & Aotk = o disiA

¥ o S7kstolet. Ridel

o1.

2
o
of
Lo
&
o
rr
1o
)
o
[\]

%‘% 2 olgfstA] & Ao
3 HLo|= DPSIE dof HrF
FYkA] k=t ool 19

El

A 2551719 el i3t SHE
AFE Fo| o] Bolx: A% YA,
AR felg dsk g, e 29
A rrz ﬂx}ouﬂ &l

=

[¢]
Wg A owolglon g ¥ 3O sty

(p=.014). T3+ DPSIE 3HH oazl

T

o

|
1o
b
N
i
T

3. /M43 AE 283 DPSIel that <14
37}

A Aple) ] AIERe el B

3 5k 7

wapgi}. o)z

@RIL WA g ACINE FHEA Al o]
]

RROETE N0

22 el FelA geo

*HMWL EH *70“23
DPSIE 3fioF SPD}F— A2yt
©ol et 79 gidieh 53, &

VoL 23, Number 2, 2017 43



Original Articles

SIXIMHAIA 285170l CHet Q1A & ws Eut BA: 7S

8t ofl| &7

Table 3. Recognition evaluation of the disclosure of patient safety incidents using hypothetical case

Pre-education

Post-education

Strongly . Strongly Strongly . Strongly
disagree Disagree Agree agree disagree Disagree Agree agree
n(%) n(%») n(% n(% n% n% n%) n (%)
Scenario 1 I think there was a medical 2 (20) 7 (70) 1 (10) - 2 (20) 6(60) 1(10) 1 (10) .480
error in the above situation.
Surgeon A should perform - 2 (20) 6 (60) 2 (20) - 2 (20) 6 (60) 2 (20) 1.000
DPSI.
Scenario 2 Nurse B should perform DPSI. - - 7 (70) 3 (30) - - 6 (60) 4 (40) 564
Scenario 3 Nurse C should perform DPSI. - 3 (30) 4 (40) 3 (30) - 2 (200 5 (50) 3 (30) 564
Scenario 4 Physician D should perform - - 8 (80) 2 (20) - 1(10) 4 (40) 5 (50) 414
DPSI.
Nurse E should perform DPSI. - 1(10) 7 (70) 2 (20) - 3 (30) 4 (40) 3 (30) 655
Scenario 5 Pediatrician F should perform - - 5 (50) 5 (50) 1 (10) 1(10) 5 (50) 3 (30) 197
DPSI.
Nurse G should perform DPSI. - 1 (10) 4 (40) 5 (50) 1 (10) - 6 (60) 3 (30) 480
Nurse H should perform DPSI. - 1(10) 5 (50) 4 (40) 1(10) 220 550 2 (20  1.000
4. DPSI &7 o] oigt o4 V. o&
Table 4+= DPSI X1 Wof] st o)d 2iE olfl Aol vt teAE e R 2
DPSIE ZAsp]  ARMAA 2Feblol die Q4 @ ZeEnE
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Table 4. Opinion on legal and nonlegal measures for facilitating the disclosure of patient safety incidents

Pre-education

Post-education

Strongly . Strongly Strongly n. Strongly

disagree Disagree ~Agree agree  disagree Disagree Agree agree p

n (%) n(%) n (%) n (%) n (%) n (%) n (%) n (%)
It is necessary to strengthen the - - 5 (500 5 (50) - - 7(700 3 @B0) 157
ethical mindsets of health care
providers for DPSI.
A training course for DPSI is needed. - - 2 (200 8 (80) - - 1.(10) 90 317
Manpower to support DPSI in hospitals - - 3(30) 7 (70) - - - 10 (100)  .083
is required.
A guideline for DPSI is needed. - - 1.(10) 9 (90) - - - 10 (100)  .317
If apology law is enacted, health care - - 9 (90) 1 (10) - - 8 (80) 2 (20) 564
providers will perform more DPSI.
If apology law is enacted, health care - 3(30) 6(60) 110 - 3(30) 7 (70) - .564
providers will perform more DPSI.
I support the introduction of apology law. - - 8 (80) 2 (20) - - 9 (90) 1 (10) 564
I support the introduction of the - 1.(10) 7700 2 (20) - - 9 (90) 1(10) 1.000
mandatory DPSI by law.
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