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A Systematic Content Analysis of the Closed Nursing Malpractice Claims
Related to Patients’ Safety
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Pumpose: The study aimed to classify patient safety accident and nursing malpractice types through a content analysis
of litigation cases in which nurses were found guilty. Methods: Data on malpractice cases were collected from the
official website of the Korean judiciary. This analysis was conducted in stages according to the systematic content
analysis method. A total of 46 cases consisting of 14 criminal cases and 32 civil cases were selected for analysis,
and classified based on the types of safety accident and nursing malpractice. Results: Eleven categories and 14
subcategories of accidents were extracted from 71 significant statements. The 11 categories of accidents consisted
of falls, medication, burns, treatment, diet, medical equipment, delivery, exams, surgery, infection, and suicide. Five
categories and 14 subcategories of nursing malpractice were extracted from 71 significant statements. The five
categories of malpractice were as follows: failure to take affirmative action to prevent accidents, monitor, follow
guidelines, use equipment properly, and reports. Conclusion: These findings highlight the importance of nurses’
independent roles as patients’ safety managers. It can be used as primary data to develop organizational and
educational support for nurses seeking to perform their professional roles in ensuring patient safety.

Key Words: Patient safety; Malpractice; Accidents; Nurses; Professional autonomy

M 2 H7] ofgf& Aot 2 AR A4E Sl 7P§:*}94

PR 7208 A7t AS A o2 S7HPSS

1. 8979 Ee4d o= QITH2]. Y& REkE| R of| R E Fo ke ThEEA A

oA ZEEAA HMAM YL E= TGl A% s

ARSI & QB 1}9 44 74201919 1,3187, 2020 §lgo] RuEglom[34], o]t YA YREGTA S =%

d13617 oz sl 2 g aeaFo| AZHAYUSS Y St AmTAe Wl THoARY HE A XA Aol T =
Fem[1], o] F T e AFof thet T4 FAREEZE A JRFHY S B2l ALz A= UTH].

=

}

FR0: EXtorM, W, Atd, ZtS AL, HEE AEY

Corresponding author: Kim, Ki Kyong
Wonju College of Nursing, Yonsei University, 20 Ilsan-ro, Wonju 26426, Korea.
Tel: +82-33-741-0380, E-mail: kyongkk@yonsei.ac.kr

S0l =R e ARSI AU FRATAGY A 0L ol 347 A7¢) (No. 2021R1A2C1009734).

- This work was supported by the National Research Foundation of Korea (NRF) grant funded by the Korea government (MSIT)
(No. 2021R1A2C1009734)

Received: Sep 6,2022 | Revised: Oct 15,2022 | Accepted: Oct 30, 2022

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http:// creativecommons.org/licenses/by-nc/4.0)
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

(© 2023 Korean Academy of Nursing Administration http://www kanad.or.kr


https://orcid.org/0000-0001-6266-1646
https://orcid.org/0000-0002-5569-579X
http://crossmark.crossref.org/dialog/?doi=10.11111/jkana.2023.29.2.99&domain=pdf&date_stamp=2023-03-31

0|9} 22 W 3lo] 5510 20159 oz ¥ NS F3 1+
SAF ARl AR A=, 718 8P 1T 4l ‘3
240 7k gt gt i Amaey, tsud’ o8 uh
THPYE FASRE Y, 7]E F2H 2P = A=
v 3 7hE AR ofstat ojrtel oE5A] ok B sk
YA ol E A Yt gloH, Syt Ar R
23 9) o st GRS YAt Aol w2 o5H oy
o ' o2 7|&H FED Aol & Hlrhe]. o]t o7
of R4 o] FaFstoll o] i At TEH S
£ 5] SAHA QL wddol| whet 35k YA 1hE
Q' of AL A o Y EE= MR H 2P BEHH ks
' = BFek Yrh2,3,5]. ek A 5ol A A
o] | 7t 2 Y7} 7 7HA] F o) = 73 3 9| of) G Sh=A]
BEstA| on[5] 25 HIEHA] PG oAM= FA
o WEH Peto] QTHEACE Mol S AL E7] A
ZksFATH7].

ojwgt 7t FH A P WA AR 2239 S35t
7H] FEE AL A o] ZAI7F ok AL 1 A F7Ee] A
Z, FAA gl A B A = sl ol A A de ALt
+ Ao| BFgitrte] Bt wAoeH8]. AA| THEEEL: AR
7h 24 skE of 1AL AR ZA|E Al ] A7 T FE A
BAE A8 Ther] w37t At glem[9] ol
FAEH GRE 2 WA Aol U e BATUTH3L. o
oh SJabe] A B el WA ojRef ujet 71 asle]
BYAS PRSP AL hEA) AR S ekl
Bl 7] o] H%] om[3,58], Y w3t AR H 29
QA o w29 3ol e A B Mo AL S e
A o2 Pl e AR, Bkel e, sAre] A
43} 43E 58 Felol AUH o2 ARstolor Brkn B
Ao 2 Felel Y o2l dA¥T ek by o
Y o] ol vehd A A o)L A A QL Adgoll A 7F
ZAFO| o) of o] TRt AT|HO| =AE HIF O Z 7B e
£ @3St o] & BB o= 1153 919 5%”01] g
of 4 W7he WS Wast 9.

g W glo] 54 AgAlel dhstel W 814 @ 1 g}
of ) gk AR PO BAEL ol2iF gl g
71 BARA 8L 78, H7AN ol g2 T4 15
o w7 2P el Fejoln ik 2 ol ut
AYet Skt Qlafiof] thste] Wl - FAPG Aol 1A H o]
™, o] 2|3t B Zolli= 54 Aol Al5e F A A e
o7 7|1te 4= Y= F97]|F(standard of care)o] A A

[ rﬂ r\l

100  Journal of Korean Academy of Nursing Administration

51518 - 4718 - X+

of It o= THE SAMAC A A k7] o] Hm s 7t
AR 2 307128 $X% Bast drHel. Hess &
Apebe] gt o) gel w83 Felo] §-83kA FeEgon,
S Fo w8 o hBAFe] A2, SHAEAIZ, A&7
54 Fapoll Ert YEH10]. E3F FRjerAL 1] of

o BR AR ATHEE BHRAS o) IAIIAT
o A G A AL Torat 4 gle. Tt Bxjet
AL F UR7 2402 WE7] o] Tl HA
SRS P ESA E5He ATho] Y1) FAerY
AFO) AP R TA ARLE 20 271K B sk vhR[12] he.
A4S MANYS B7) 918 A 07 Ao k= (18],
WAL EAA ARA R o atenE Ane] 2R
B43}7] o)z Huo) Agto] hETH14]. THelE 75
A A 2GN S5 R Aol
918 Us) 5 BRjol Aol Tt chast F g s S AlA
shol g1eH15)

e BARA U HBLTE dokued
AL o 0] 20 2Ql0] BRpEUEY Fol[16],
S A fale] Ak A Sk
718 ehejo] BuEgic17]. S Sxebae] TE 7HE
SO 4 7 Sk AT, 1l ke
AP 1328 BA3h] 254} 3L zeuﬂ% ol 4 8
o] AL glal WAle) 8 8019 TF
AXAE YA 6742 fq—a-} g
@ %—L[zm 2l OL}E S AYFA BES A

Ko

l

FeAA

ﬂl

) SFare wheb B i Aol S 8 AP 15
oS 57 R AAH A S Foto] 7EA] Blo]
BE B §BT ETS §HE TelatozA
SAPART oS 93t Aok mASl ) | 2R E A
Faharx} st
2. 72X



S B s nm o MAY HEZA

7oThe $3E ARH O Bajaly] gig AAH e
(Systematic Content Analysis) -0]t}.

Te|= 2021 10904 11€71R] gkl = J 9 gAatol &
ol A A|l-ashe T A A28 (https:// www.scourt.go.kr/
portal/main jsp)& o|&3te] Sskgon, TAHe Bl
74 9 A AR} = Figure 13- Ao} Sl i &2
= TR A Y HEAN Y T4 E shad B E
AlFste BEA AU G ol-8st5 o™ HA S 2010
| 1 1975 20219 84 31 Atolof Axre 7+s ah o v
ojch. HMAL FARA S A A o ‘AT, 7l

2. Aoy AR 9] 7B TEAY o ‘Efull A & FR0l2 dstge
™, o] E3f BAF 21277} FIAF 1,730 & =% ¥ 1,9427
£ ATL20100 191928 20219 8U31U7AA SH A o] FAE gtk ATHE AME AAE B RAE BN
nEo] FAE T st Y B SAA A . S RSt ATV A7 IE Rakshe BAR144, RIAL
PATAAESL 9 FAmdel Fololpetes 4908 Agstt olF AT BAES WAIENH e
SR Qo] A WAk g AR A TG GF BAMIA S S AR Y= Al S ot A A
StoB], 2ol WAFOlAY BN AT Bofs  ES Btk ATHL T BARS Bolo] AN
A o2 T = A ol A Al f st At 7159 FEARE AT AES 23 oAt A 2
874, QAL A 274, 7+ R A E= 7HE QI A 57, @1k
3. Atz A 2917 279 s WA 17732 Al 9jste] FAF14
« Type: Closed criminal and civil claims
c « Period: January 1, 2010 — August 31, 2021
o * Online access to written judgments
‘é « Keyword: Nurse + Professional negligence (criminal)
= Nurse + Damages compensation (civil)
'q::: » Total: 1,942 claims (212 criminal + 1,730 civil)
i
v » 1,879 claims (198 criminal, 1,681 civil) excluded
> ) because of failure to meet the criteria for inclusion
= 1,942 claims screened based on |, - Criteria for inclusion:
o title and abstract - Being included as the accused party (criminal)
2 - Breach of legal duty
- Legal responsibility recognized
\ 4
- ) ) » 17 civil claims excluded for the following reasons:
£'| | 63 full-text written judgments (14 - Negligence of nurse was not clear (n=8)
.-% criminal, 49 civil) assessed for > - Proximate causation was not recognized (n=2)
= eligibility - Physician's negligence was acknowledged (n=2)
- Negligence of other caregiver (e.g., nurse aide) was
l acknowledged (n=5)
° . - -
% 46 claims (14 criminal, 32 civil)
= included in the systematic content
::’ analysis

Figure 1. Procedure for searching and screening precedents.
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type Fall (civil=7, criminal=2) 9
Burn (civil=5, criminal=2) 7

Treatment (civil=5, criminal=1) 6

Diet (civil=5) 5

Exam (civil=1, criminal=1) 2

Medical equipment 2

(civil=1, criminal=1)

Delivery (civil=2) 2
Surgery (criminal=1) 1
1

1

Characteristics Categories n (%)
Courts District court 35(76.1)
Court of appeal 9(19.6)
Supreme court 2(4.3)
Craims Civil 32(69.6)
Criminal 14 (30.4)
Defendants Nurse 20(43.5)
Nurse + doctor 17(37.0)
Nurse + doctor + others 6(13.0)
Nurse + others 3(6.5)
Setting Inpatient 36(78.3)
Outpatient 4(8.7)
Others 6(13.0)
Injury Mild 0(0.0)
severity Moderate 18(39.1
level Severe 12(26.1
Death 16 (34.8
Incident Medication (civil=4, criminal=6)  10(21.7
(
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Infection (civil=1)
Suicide (civil=1)
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Table 2. Categories of Patient Safety Incidents Caused by Nursing Malpractices

Frequency of

Incident*
Significant statements of malpractice (frequency) _ statements

Categories ~ Subcategories n n (%)

Fall Patient fall - Faliure to monitor the high-risk falls patients (6) 17 19
(cases=9) - Leave high-risk falls patients alone in the room (2) (26.8)

- Ineffective fall preventive measures for high-risk falls patients (5)
-Failure to guide & supervise the caregiver to prevent fall (4)
Loss of chance - No response to abnormal symptoms after a fall (1) 2
to be cured - Failure to report a fall incident for treatment (1)
Medication Wrong drug - Failure to identify the basic efficacy and side effects of the drug prescribed by the 5 11
(cases=10) physician (3) (15.5)

- Failure to check patient's drug allergy history (1)
- Failure to evaluate the correct drug prescribed by the physician (1)

Wrong - Damage to the sciatic nerve by a misplaced intramuscular injection (3) 4

injection site - Failure to assess an intravenous injection site despite patient's complaints of pain (1)
Wrong dose - Injecting excessive dosage of drug by speeding up the process (1) 1
Misuse - Leaving dangerous drugs near dementia patient despite the possibility that patient will ~ 1
drink them (1)

Burn Exposure to - Failure to monitor patients with sensory loss who are undergoing heat therapy (4) 11 11

(cases=7) heat - Failure to place equipment properly during treatment (3) (15.5)
- Improper covering of hot pack (2)
- Careless use of electrocautery (2)
Treatment  Side effects of - Failure to observe the ongoing progress of the patient's applied physical restraint (3) 9 11
(cases=6) physical - Failure to follow guideline for the application of physical restraint (3) (15.5)
restraint -No action to prevent the expected thrombosis resulting from the patient's applied
physical restraint (2)
- Failure to inform caregiver of the risk of self-extubation before implementing a
treatment to replace the physical restraint (1)
Injury - Improper suction (1) 2
- Improper urine catheter insertion (1)

Diet Asphyxiation - Invasive treatment to the infant immediately after feeding (2) 5 5

(cases=5) - Failure to guide mother in breastfeeding to prevent infant asphyxia (1) (7.1)
- Letting the infant self-feed; not burping (1)
- Failure to monitor and supervise eating behavior of a patient with an eating disorder (1)

Medical Malfunction of - Failure to reasonably detect malfunction (1) 4 4
equipment  ventilator - Failure to learn how equipment functions (1) (5.6)
(cases=2) - Failure to respond to alarms (1)

- Failure to guide nurses to familiarize themselves with manual (1)

Delivery Loss of chance - Failure to assess a dangerous signs and symptoms of the fetus (2) 4 4
(cases=2) to be cured - Failure to report patient's abnormal signs and symptoms (2) (5.6

Exam Loss of chance - Failure to assess patient's conditions in response to complains (1) 3 3
(cases=2) to be cured - Failure to report patient's abnormal signs and symptoms (1) (4.2)

- Failure to assess patient's vital signs according to the physician's order (1)

Surgery Wrong - Failure to identify a patient's surgical site (1) 1 1
(case=1) surgical site (1.4)

Infection Exposure to -No isolation from vancomycin-resistant enterococci (VRE) patients in order to prevent 1 1
(case=1) infection infection (1) (1.4)

Suicide Suicide - Failure to intensively observe a patient who had previously attempted suicides (1) 1 1
(case=1) attempt (14)

Total: 11 14 71

(100)

*Categories of incidents were measured in duplicate per claim case based on significant statements of malpractice.
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Table 3. Categories and Subcategories of Nursing Malpractices

o MAXN WEEM

Frequency of

Malpractice*
Subcategories (failure to)/ (frequency) statements
Categories (failure to) n n (%)
Take affirmative - Recognize the expected risk according to the patient's specific symptoms or conditions 16 23
action to prevent and take preventive measures against accidents (fall=7, feeding=4, physical (32.4)
accidents restraint=3, medication=1, infection=1)
- Identify the basic efficacy and side effects of prescribed drugs and reconfirm the 3
orders with the physician (medication=3)
- Supervise the delegated activity of unlicensed assistive personnel (fall=3) 3
- Verify a patient's identity 1
Monitor patient - Monitor a high-risk patient's condition or behavior (fall=8, heat therapy=4, physical 17 22
restraint=3, eating disorder=1, suicides=1) (31.0)
- Assess and interpret a patient's signs and symptoms 4
- Assess a patient's history 1
Follow guidelines - Follow standardized protocols or procedures (medication=5, physical restraint=3, 10 11
nursing skills=2) (15.5)
- Follow a physician's orders (vital sign check=1) 1
Use equipment - Properly use (heater=5, electrocautery=2) 7 11
1 15.5
Propery - Properly detect malfunction (ventilator=2) 2 (15.)
- Learn how equipment functions (ventilator=2) 2
Report - Notify a physician in a timely manner about patient's unusual signs and symptoms 3 4
5.6
- Seek medical authorization for a treatment 1 6
Total: 5 14 71
(100)

*Categories of malpractice were measured in duplicate per claim case based on significant statements of malpractice.
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