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Purpose: The development and collection of safety indicators directly reported by patients without interpretation by a
third party is an essential element of realizing patient-centered care. We examined whether Patient-Reported Incidence
Measures (PRIMs) could be applied in the Republic of Korea.

Methods: A draft set of 23 items was identified by reviewing 28 PRIMs developed by the Organization for Economic
Cooperation and Development. A Delphi survey was conducted among 9 experts in the field of patient safety. The experts
evaluated the content validity of the 28 items; thereafter, 18 items were selected and divided into three categories:
incident prevention, patient-reported incidents, and incident management. A pilot survey was conducted on 169 patients
to examine the applicability of PRIMs.

Results: The Delphi survey revealed that the item with the highest content validity was whether or not to confirm the
patient’s identity. The pilot survey revealed that, among the items regarding incident prevention, the experience of patient
identification was high (96.4%), but that of medical staff washing hands before treatment was low (68.0%). Among the
items regarding incident management, the highest response was that they had a satisfactory experience in handling
treatment-related requirements (74.6%), but 33.1% answered that it was not easy to communicate with medical staff
when treatment-related requests occurred.

Conclusion: Although there were some differences between the perspectives of providers and patients, PRIMs in the
Republic of Korea were found to be applicable.
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Table 1. Results of delphi survey.

FRST} 44 o)Akl Bl ulgo] 73.9%004 77.8%
3.9%p Z7ktgo, o/l B 13 Ao Hls) B

o tha A% A0 Rttt 13 2ASE 23 24} B
= YgerdAo] Be Bo] diajaL golo] tat 7
4 o] Wasty, gl FyHol AL Fx7} whest
7] o2& WEolet ool AAH At

Classification First round™ Second round™
N* Dimension Mean + Standard Content Mean + Standard Content Note
deviation validity ratio deviation validity ratio
1 Incident prevention 450 + 0.53 1.00 4.67 £ 0.50 1.00 -
2 Incident prevention 438 + 1.06 0.75 433 +0.71 0.78 -
3 Incident prevention 4.63 +0.52 1.00 4.89 + 0.33 1.00 -
4 Incident prevention 4.50 + 1.07 0.75 4.67 = 0.50 1.00 =
5 Incident prevention 4.63 + 1.06 0.75 4.56 £ 0.73 0.78 -
6 Incident prevention 5.00 + 0.00 1.00 5.00 + 0.00 1.00 -
7 - 4.88 + 0.35 1.00 - - Integrated into N6
8 - 4.38 + 0.74 0.75 - - Integrated into N9
9 Incident prevention 3.88 + 1.25 0.50 3.89 £ 0.78 0.33 -
10 - 438 + 0.74 0.75 - - Integrated into N11
11 Incident prevention 4.50 £ 0.76 0.75 4.56 £ 0.53 1.00 -
12 Incident prevention 438 £ 0.92 0.50 4.67 £ 0.50 1.00 -
13 Incident management 4.25 £ 0.89 0.50 4.11 £ 0.60 0.78 -
14 Patient-reported incidents 3.63 £ 0.92 0.25 3.44 £ 0.73 -0.33 -
15 Patient-reported incidents 4.00 £ 0.93 0.75 3.89 + 0.60 0.56 -
16 - 3.25 + 0.89 0.00 - - Integrated into N22
17 Incident prevention 4.13 £ 0.99 0.75 4.67 £ 0.50 1.00 -
18 Incident prevention 4.00 + 1.31 0.50 4.56 + 0.53 1.00 -
19 Incident management 3.88 + 0.99 0.50 4.11 £ 0.78 0.56 -
20 - 3.50 + 0.93 0.00 N - Integrated into N22
21 Incident management 3.75 + 1.04 0.25 3.67 £ 0.87 0.33 -
22 Incident management 4.00 = 1.07 0.50 4.11 + 0.60 0.78 -
23 Incident prevention 4.25 + 0.71 0.75 4.44 + 0.73 0.78 -

. Did a member of staff oral check your medical history prior to your admission?

. During your hospitalization, did you get enough information about your hospital stay?
. During your hospitalization, did the nurse tell you about the risk of a fall or explain to you how to prevent a fall?

. During your hospitalization, did doctors and other professionals wash or clean their hands whenever they touching you or patients?
. Did a member of staff confirm your identify prior to your procedure/operation/surgery?
9. Before you left hospital, did a member of staff explain the plan of treatment after you left the hospital?
11. During your hospitalization, did a member of staff tell you about information side effects when to take the medications?
12. Did you get enough information about your procedure/operation/surgery and receive the treatment or care as you wanted?
13. If you experienced medication side effects in connection with your hospital stay, did a member of staff handle the problem in a satisfactory way?
14. During your hospitalization, have there been mistakes or problems during your connects with the health service?

15. Did you get an infection in connection with your hospital stay?

1
2
3
4. Before you left hospital, did a member of staff explain the information what you should or should not do after leaving hospital?
5
6

17. Did you get enough information and were involved in the decisions that make regarding your procedure/operation/surgery during your stay at the hospital?
18. Were there times when a member of staff you were seeing did not have access to your recent tests or exam results?

19. Did a member of staff handle the problem quickly when you in fact emergency?

21. During your hospitalization, did a member of staff handle the requests with your treatment in a satisfactory way?

22. If you experienced medical requirements in connection with your hospital stay, did a member of staff respond them friendly?

23. Did you see hand cleansers or sanitizers for patients or visitors in connection with your hospital stay?

**Survey Response Scale @ Yes, @ No, ® Not applicable, @ Can't remember
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Table 2. Results of pilot survey.

Item Dimension Yes No Not Can't
applicable remember
1. Did a member of staff oral check your medical history prior to your Incident prevention 83.4% Lo.7% o i

admission?

2. During your hospitalization, did you get enough information about your

hospital stay? Incident prevention 75.7% 21.3% 0.0% 3.0%
3. ]3;1:;;;1;fic;lu;'oh;c)sgiﬁzh\x]zi;i%r;é‘c};ittzefariﬁrse tell you about the risk of a fall Incident prevention 75.7% 20.1% 0.6% 3.6%
4. Before you left hospital, did a member of staff explain the information . . o o N o
what you should or should not do after leaving hospital? Incident prevention 89.3% 8.9% 0.6% 1.2%
5. During your hospitalization, did doctors and other professionals wash or . . o o o o
clean their hands whenever they touching you or patients? Incident prevention 68.0% 18.5% 3.0% 10.7%
6. E;iraagloe;/]?;;gf;‘)taff confirm your identify prior to your procedure/ Incident prevention 96.4% 1.8% 0.0% 1.8%
9. Before you left hospital, did a member of staff explain the plan of . .
treatment after you left the hospital? Incident prevention 85.8% 10.1% 1.2% 3.0%
11. During your hospitalization, did a member of staff tell you about . . o o o o
information side effects when to take the medications? Incident prevention 72.8% 20.7% 3.0% 3.6%
12. Did you get enough information about your procedure/operation/ Incident prevention 90.5% 47% 2.4% 2.4%

surgery and receive the treatment or care as you wanted?
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Item Dimension Yes No N.Ot Can't
applicable remember
13. If you experienced medication side effects in connection with your hospital Incident o o o o
stay, did a member of staff handle the problem in a satisfactory way? management 60.5% 10.7% 27.2% 1.8%
14. Dur.mg your hospltahza.tlon, have there b.een mistakes or problems Patl.ent.—reported 17.2% 74.6% 5.9% 2.4%
during your connects with the health service? incidents
15. Did you get an infection in connection with your hospital stay? Patlienncti—dr:gtosrted 8.9% 87.0% 3.6% 0.6%
17. Did you get enough information and were involved in the decisions that
make regarding your procedure/operation/surgery during your stay at Incident prevention 80.5% 12.4% 4.7% 2.4%
the hospital?
18. Were there times when a member of staff you were seeing did not have Incident prevention 88.2% 6.5% 2.4% 3.0%
access to your recent tests or exam results?
19. Did a member of staff handle the problem quickly when you in fact Incident 64.5% 6.5% 27.8% 1.2%
emergency? management
21. D.urmg your hospltalllzanon., did a member of staff handle the requests Incident 74.6% 20.1% 1.8% 3.6%
with your treatment in a satisfactory way? management
22. If you experienced medical requirements in connection with your Incident o o o o
hospital stay, did a member of staff respond them friendly? management 64.5% 33.1% 0.6% 1.8%
23. Did you see hand cleansers or sanitizers for patients or visitors in Incident prevention 86.4% 6.5% 1.2% 5.9%

connection with your hospital stay?
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Supplementary 1. @3to] ZAE 5t 237 &3

N Indicators

1 A Al 8L At ARG S SISt AFU7?

2 YAt E Bt oz o2 RE JAYE] qigt AAT HES EUAFUAN?

3 YLt = Bt T TSARSE G| ol dis] d¥E AW, S A & LAEUAN?
4 E|UstA7] Hofl Sz o2 RE Y & FAAG] gt A EAFUN

5 YAt E Bt & o272 At AAE HEoH] Aol v £ AAY & A5AE AHESAEUN?
6 JaRe &/AE/AA Aol At ol Ex FASENTE SUSHAFUN?

7 o|Z A2 FE-Z FoIsty] Ao Fste] o] F EE AAEEHTE ARISHASF U

8 oz RE Y F X =t HAH HYL EASUN

9 EUstA7] Hofl oo RE HY 0|39 AwAY T 4¥E SUFUN?

10 YLt B2t om0 R HE A ofo] EA T} galto] g AFAF A EAFUN?

11 YAt Bt QB 02 RE oF & o]Fof WA & Gl 2] Hiaf AR A EASUN
12 YA Bt &/ AE/ZA die] SET AHS £ 1 UR AR WkEU

13 YLt Tt LT oFE F2Hgo] ol om e A&stA A AL

14 YA 51t B0 A47E ATk Bz Y7k

15 YA Bt FES AFHA Hol AHUA?

16 YA B2t FFALY SRAIZE B PR HAO] et HRE FES] AlF syt

17 YA 5ot &/ AE/AA def SE AHE 1, APARE ZHstGEU7N?

18 =2 At F2 Wolu A& FEE I UAFUN?

19 YA E Bt HIAE S RS O JRAL AL 8-S ALY

20 YA Bt AmF L AR A IAH AL dis) A FAsU7?

21 YA = Bt Mmet B 7AYol BEAHA A= ALY

22 YLt = Bt Mg B QARG B4 Al 983} gstsr] AU

23 YLt H oA gERpel R ] JAF AT & YEE & AFAIS HXF FUAFUN?

* OECD PRIMs AXEE FHOE =952, OECD PRIMs A #E KT §HY5HA] 912
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