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Purpose: The study aims to identify the theme list and priority criteria of patient safety theme reports in South Korea.

Methods: The survey was conducted twice, and the importance of each criterion and theme was measured on a nine-
point scale using the Delphi technique by a panel of 19 patient safety experts. The criteria included severity, universality,
preventability, and organizational-social impact. Descriptive statistics such as frequency, percentage, mean, standard
deviation, median, and interval quartile range were used to analyze the data.

Results: The parameters were assigned a weighted average of 35% for severity, 20% for universality, 30% for
preventability, and 15% for organizational-social impact, respectively. The final top three rankings were surgery safety,
blood transfusion safety, and medication safety. In addition to expert opinion, for the theme that is selected based on the
priority ranking, one to five sub-topics can be derived from the theme based on the priority ranking, societal demands, or
the yearly priority list of patient safety incidents.

Conclusion: It is recommended that the official patient safety center distribute the report in the form of a summary
that can be utilized nationwide at medical institutions, government institutions, and other places. Updates, as well as
accumulated theme reports, will serve as the baseline data for the proposal of the system and for the policy designed to
implement and improve institutions’ safety practices as a standard of domestic patient safety practice guidelines.
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Table 1. Themes list of patient safety theme reports.
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Categories No. Themes
Diagnosis (1) 1 Diagnostic safety
2 Surgical safety
3 Safe maternal and newborn care
Surgery & treatment (5) 4 Treatment & procedure safety

5 Anesthesia & sedation safety
6 Test safety
7 Blood transfusion safety
Transfusion & medication (2)
8 Medication safety
9 Medical device safety
Medical device & information technology (2)
10 Health information technology(HIT) & patient safety
11 Fall prevention
12 Pressure ulcer prevention
Patient care (4)
13 Food safety
14 Using restraints & patient safety
15 Surgical site infection prevention
16 Urinary tract infection prevention
Hospital associated infection (5) 17 Catheter-associated bloodstream infection prevention
18 Hospital-acquired pneumonia prevention
19 Drug-resistant infection prevention
20 Suicide/self-injuries prevention
21 Violence prevention
Environmental management (4)
22 Injury prevention
23 Environment safety
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Table 2. General characteristics of expert panel.

AR = 16%'(84.2%)01 %E}(Table 2).

(N=19)
Variable Categories n (%)
Gender Female 13 (68.4)
Male 6(31.6)
Department Medicine 6 (31.6)
Nursing 10 (52.6)
Pharmacy 3(15.8)
Affiliated institution Hospital 10 (52.6)
Academy 3(15.8)
Both (hospital/academy) 6(31.6)
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Table 3. Importance of criteria for prioritizing themes on patient safety theme reports.

(N=19)
Delphi Round 1 Delphi Round 2
Criteria Weight (%)
Mean SD IQR Median Mean SD IQR Median

Severity 32.25 11.17 25~40 30 33.44 7.82 30~40 30 35
Universality 23.75 4.83 20~30 20 22.83 4.64 20~25 22.5 20
Preventability 27.50 9.10 21.25~30 30 28.72 4.85 25-30 30 30
Organizational - social impact 16.50 6.09 10~20 20 15.0 4.54 10~20 15 15
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Table 4. Theme rank of patient safety theme reports by criteria.
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Delphi Round 1 Delphi Round 2

Criteria Theme
Mean SD Median Mean SD Median  Rank

Severity Surgical safety 8.62 0.68 9.0 8.67 0.58 9.0 1
Blood transfusion safety 8.14 1.12 9.0 8.33 0.88 9.0 2
Safe maternal and newborn care 7.76 1.16 8.0 7.83 1.01 8.0 3
Medication safety 7.52 1.24 8.0 7.78 0.92 8.0 4
Anesthesia & sedation safety 7.76 0.85 8.0 7.67 0.67 8.0 5
Suicide/self-injuries prevention 7.36 1.53 7.5 7.67 1.05 7.5 6
Diagnostic safety 7.60 0.94 7.5 7.61 0.76 8.0 7
Fall prevention 7.19 1.06 7.0 7.56 0.76 7.5 8
Treatment & procedure safety 6.86 1.18 7.0 7.28 0.80 7.0 9
Catheter-associated bloodstream infection prevention 7.33 1.34 8.0 7.28 1.28 8.0 10
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Delphi Round 1

Delphi Round 2

Criteria Theme
Mean SD Median Mean SD Median  Rank
Universality Medication safety 7.81 1.24 8.0 8.11 0.87 8.0 1
Surgical safety 7.02 2.41 7.5 7.89 1.49 9.0 2
Diagnostic safety 7.10 1.29 7.0 7.50 0.83 7.5 3
Blood transfusion safety 6.81 2.14 7.0 7.44 1.64 8.0 4
Anesthesia & sedation safety 6.76 1.68 7.0 7.11 1.05 7.0 5
Fall prevention 6.76 1.65 7.0 7.11 1.29 7.0 6
Safe maternal and newborn care 6.40 1.88 6.5 6.78 1.36 6.5 7
Treatment & procedure safety 6.48 1.23 6.5 6.72 0.80 7.0 8
Test safety 6.48 1.04 7.0 6.72 0.87 7.0 9
Drug-resistant infection prevention 6.33 2.05 7.0 6.67 1.63 7.0 10
Preventability Surgical safety 8.52 0.83 9.0 8.67 0.58 9.0 1
Blood transfusion safety 8.43 0.82 9.0 8.61 0.59 9.0 2
Anesthesia & sedation safety 7.86 1.27 8.0 8.22 0.63 8.0 3
Medication safety 7.86 1.04 8.0 8.11 0.66 8.0 4
Diagnostic safety 7.62 1.31 8.0 8.00 1.00 8.0 5
Safe maternal and newborn care 7.62 1.35 8.0 7.89 1.15 8.0 6
Test safety 7.14 1.04 7.0 7.22 0.71 7.0 7
Fall prevention 6.67 1.76 7.0 7.22 1.08 7.5 8
Surgical site infection prevention 6.52 1.70 7.0 7.17 0.76 7.0 9
Medical device safety 6.95 1.00 7.0 7.11 0.57 7.0 10
Organizational -+ Surgical safety 8.38 1.09 9.0 8.56 0.60 9.0 1
social impact
Safe maternal and newborn care 8.26 0.91 8.5 8.50 0.76 9.0 2
Blood transfusion safety 7.57 1.82 8.0 7.94 1.35 9.0 3
Diagnostic safety 7.67 1.14 8.0 7.67 0.58 8.0 4
Anesthesia & sedation safety 7.48 1.43 7.0 7.67 0.82 8.0 5
Medication safety 7.14 1.63 7.0 7.56 0.96 8.0 6
Environment safety 7.33 1.09 7.0 7.39 0.76 7.5 7
Fall prevention 6.62 1.67 7.0 7.11 1.10 7.0 8
Medical device safety 6.71 1.53 7.0 6.94 0.97 7.0 9
Treatment & procedure safety 6.62 1.60 7.0 6.89 0.81 7.0 10

SD=standard deviation.
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Table 5. Priories of patient safety theme reports based on weight of criteria.

(N=19)
Rank Theme Mean SD
1 Surgical safety 8.49 0.63
2 Blood transfusion safety 8.18 0.79
3 Medication safety 7.91 0.77
4 Safe maternal and newborn care 7.74 0.93
5 Anesthesia & sedation safety 7.72 0.64
6 Diagnostic safety 7.72 0.7
7 Fall prevention 7.30 0.87
8 Treatment & procedure safety 7.04 0.72
9 Surgical site infection prevention 6.98 0.75
10 Catheter-associated bloodstream infection prevention 6.91 1.34
11 Test safety 6.85 0.77
12 Hospital-acquired pneumonia prevention 6.82 1.27
13 Medical device safety 6.80 0.63
14 Suicide/Self-injuries prevention 6.79 0.93
15 Environment safety 6.68 1.02
16 Drug-resistant infection prevention 6.67 1.43
17 Urinary tract infection prevention 6.59 1.26
18 Pressure Ulcer prevention 6.53 0.91
19 Violence prevention 6.51 0.89
20 Injury prevention 6.43 0.94
21 Health information technology(HIT) & patient safety 6.27 0.86
22 Food safety 6.25 0.98
23 Using Restraints & patient safety 6.09 0.88

SD=standard deviation.
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