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Measures to Strengthen Patient Safety Management Competencies

for Patient Safety Coordinators: A Qualitative Research
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University, Seoul, ?Professor, College of Nursing, Ewha Womans University, Seoul, Republic of Korea

Purpose: This study aimed to identify strategies to enhance the competencies of patient safety coordinators in Korea.

Methods: Fourteen participants from nine hospitals were interviewed between May and November 2022. Qualitative
content analysis was used to analyze the data.

Results: As for the strategies to enhance patient safety management competency, 3 themes and 11 sub-themes were
derived. The first theme was 'Having individual competence as a patient safety coordinator’, and the sub-themes were
‘Communication skills with members’, ‘Flexible thinking from multiple perspectives’, and ‘Preparing for administrative
work competencies that they had not experienced as a nurse.” The second theme was ‘Responding strategically to
promote improvement activities', and the sub-themes for it were ‘Multi-angle approach to the problem’, ‘A careful
approach so as not to be taken as criticism in the field’, ‘Increasing the possibility of improvement activities through
awareness’, ‘Activating the network between patient safety coordinators’, and ‘Expanding learning opportunities through
patient safety case analysis.” The third theme was ‘Obtaining support to facilitate patient safety activities’, and the sub-
themes for this were ‘Improving staff awareness of patient safety’, ‘Providing a training course for nurse professional of
patient safety’, and ‘Expanding the manpower allocation standard of patient safety coordinators.”

Conclusion: This study explored personal competencies such as document writing and computer utilization capabilities,
focused on ways to improve the field of patient safety management, and emphasized the need for organizational and
political support.
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Work experience at a medical

Work experience in Work experience as

D Age e ducl:{elitgil-(flsfevel worki(rég hospital  institution .after obtaining a depal:tment in charge of a patient safety coordinator
eds, nurse license (years) patient safety (years) (years)

1 36 Master’s degree 700 7.5 1.9 1.9

2 40 Bachelor’s degree 500 13.4 1.7 1.7

3 33 Bachelor’s degree 700 5.2 3.2 3.2

4 34 Bachelor’s degree 600 12.8 2.8 2.8

5 31 Master’s degree 800 7.8 2.9 2.9

6 48 Master’s degree 1100 25.5 9.8 6.2

7 41 Master’s degree 700 19.2 5.2 5.2

8 32 Master’s degree 700 9.8 2 2

9 53 Master’s degree 600 32.7 8.2 6.1

10 31 Bachelor’s degree 1100 7.4 1.5 1.5

11 34 Bachelor’s degree 800 12.6 33 3.3

12 34 Bachelor’s degree 800 10.7 7.3 3

13 52 Bachelor’s degree 700 30.4 15.4 5.8

14 32 Master’s degree 800 6.6 2.1 2.1
Average 37.92 757 14.4 4.8 3.4
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Table 2. Measures to strengthen patient safety management competencies for patient safety coordinators.

Theme

Sub-theme

Having individual competence as a patient safety coordinator

Communication skills with members

Flexible thinking from multiple perspectives

Preparing for administrative work competencies that they had not experienced as a nurse

Responding strategically to promote improvement activities

Multi-angle approach to the problem

A careful approach so as not to be taken as criticism in the field

Increasing the possibility of improvement activities through awareness

Activating the network between patient safety coordinators

Expanding learning opportunities through patient safety case analysis

Obtaining support to facilitate patient safety activities

Improving staff awareness of patient safety

Providing a training course for nurse professional of patient safety

Expanding the manpower allocation standard of patient safety coordinators
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