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Patient Safety in Korea: Growth and Challenge

Jae-Ho Lee
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Purpose: Ten years after the enactment of the Patient Safety Act, the First and Second Comprehensive Patient
Safety Plans and the World Health Organization (WHOJ's recent patient safety initiatives are calling for expansion
in patient safety in Korea. A shared understanding of the current status of patient safety will ensure robust and
consistent future planning.

Methods: This study examined Korea's patient safety status from three perspectives: past, present, and future.
First, we examined the implementation status of the 13 patient safety tasks proposed in 2011 as of 2024. Second,
to assess Korea's international standing, we reviewed Korea's implementation of the WHO's global patient safety
indicators. Finally, we compared the Second Comprehensive Patient Safety Plan with the WHO's Global Patient
Safety Action Plan (GPSAP) 2021-2030 to identify areas for improvement.

Results: Of the 13 core initiatives proposed in 2011, 10 were implemented to varying degrees by 2024. Of the 10
WHO core patient safety indicators, Korea fully met five, partially met three, and has not yet implemented 'national
target set for reduction in medication-related harm’ and 'patient representatives appointed to governing boards
in hospitals.” Improvements identified in the Second Comprehensive Patient Safety Plan included the GPSAP's
regular review system, objective quantitative indicators, and active use of the Patient Safety Network.

Conclusion: Since the enactment of the Patient Safety Act in 2015, patient safety activities have been actively
promoted in Korea and significant progress has been made over the past decade. To further advance patient safety
in Korea, a patient safety action plan must be established to address challenging tasks, actively utilize patient
safety collaboration networks from the outset, and evaluate patient safety activities through a balanced perspective
and objective indicators.
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Figure 1. Early global patient safety milestones and Korea's patient safety milestones.
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Table 1. Comparison of patient safety status before and after the Patient Safety Act.
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Enactment of the Patient Safety Act

Establishment of a leading patient safety organization

Survey of the current status of patient safety incidents in Korea
Introduction of a national patient safety reporting system

Development and distribution of standardized patient safety reports for medical institutions
Establishment of a government-level patient safety organization
Strengthening the role of certification agencies in the field of patient safety
Strengthening technical support for patient safety improvement activities
Patient safety culture campaign

Utilization of information technology to improve patient safety

Promoting patient participation in patient safety

Support and promotion of patient safety research

Operation of a patient safety portal
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Figure 2. Trends in domestic papers published on "patient safety” from 2000 to 2024. 2015: enactment of the Patient Safety Act.
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Table 2. Milestones in patient safety in Korea.
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Year Events

1994 Korean Society of Medical Quality Assurance

1995 ‘Blood Transfusion Error Report’ Incident (Seoul National University Hospital)
2000 Quality Improvement Nurse Society In Korea

2010 Establishment of Korea Institute for Healthcare Accreditation

2010 Vincristine medication error incident

2015 Enactment of the Patient Safety Act

2015 Korean Society for Patient Safety

2016 Enforcement of the Patient Safety Act

2016 Operation of the Korea Patient Safety Reporting and Learning System

2017 Mass deaths of newborns in NICU

2018 First National Comprehensive Patient Safety Plan

2019 National Patient Safety Incidents Survey

2020 Patient Safety Act Amendment

2021 Mandatory reporting of serious incidents

2023 The International Society for Quality in Health Care’s (ISQua) 39th International Conference held in Seoul
2023 Second National Comprehensive Patient Safety Plan

2025 ‘2024 Patient Safety Annual Report’ published
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Table 3. Comparison of Korea's compliance with WHO patient safety core indicators with regional and global levels. (2023) ¥

Western Pacific Global (108)
Strategic objective (No) Patient Safety Core Indicators Value (Proportion of (Proportion of
countries) countries)
Policies to eliminate avoidable National patient safety action plan developed Fully met 42% 29%
harm in health care (1)
High-reliability systems (2) Reporting system for never events (sentinel events) Fully met 58% 38%
in place
Safety of clinical processes (3) National target set for reduction in medication-re- No 25% 21%
lated harm
Targets established for health care-associated Yes 50% 38%
infwections
Patient and family Patient representative appointed to governing board Not initiated 18% 13%
engagement (4) in hospitals
Health worker education, Patient safety included in undergraduate professional ~ Partially met 50% 20%
skills and safety (5) education curricula
Government endorsed and signed WHO charter on Partially met 25% 18%
health worker safety: a priority for patient safety
Information, research and Health care facilities participate in patient safety Fully met 58% 32%
risk management (6) incidence reporting and learning system
Report on patient safety performance published Fully met 50% 18%
every year
Synergy, partnership and solidarity (7)  National patient safety network established Partially met 58% 21%

1) from the Global Health Observatory (GHO) of the United Nations's World Health Organization. [cited 2025 Sep 24]. Available from:

https://www.who.int/data/gho/data/indicators/indicator-details/ GHO/patient-safety-action-plan-core-indicator-survey-response
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Table 4. Key tasks of the 2nd comprehensive patient safety plan and the WHO’s GPSAP 7 strategic objectives.

GPSAP Strategic
Seven Core Tasks L oA Detailed Tasks

Objective (SO)
1. Expansion of SO4. Patient © EARQEAHE ol & 5t M2 +H(Developing a strategy for patient safety activities)
patient and family and family @ A} 2o B3} 24 AFd di(Expanding projects to foster a culture of patient engagement)
engagem;nt n engagement @A D Hox Aoy A8 U F-5 ZWE 29(Operation of a patient and family communication and sharing platform)
patient safety - _ o =
activities @ A 9 B oA yhEd SkxotA s W-S(Customized patient safety activity training for patients and family)

® AR oA o Edl(Expanding participation of patient safety-related organizations)

2. Establishment of ~ SO7. Synergy, @ ZA|7]F 9 =9] 53713 Adl(Solidarity with international organizations and overseas related institutions)

Patient safety col-
laboration network

partnership
and solidarity

@ 224 FARHA H B F-H(Global Patient Safety Information Sharing)

@ HWAR gAotd 35 Bt ule(Establishment of a government-wide joint patient safety management plan)
@ AGARHA| DA A 13 (Establishment of local government collaboration systems)

5 ThFst o] s TAIAF Fo] U Y EQ]F Z3KStrengthening diverse stakeholder engagement and networks)

3. Improvement of ~ SO2. High-re- @ EAS&E7]|3 3AFA 2 H4] P (Improvement of patient safety leadership in healthcare institutions)
the reliability of liability @ RAwm 7| AP A A A 8+ (Establishment of a risk management system for healthcare institutions)
healthcare system  systems 3 F4 RA7 7| SAHAEF JF 5K Strengthening patient safety activities in small and medium-sized
healthcare institutions)
@ A&71s3 SAQPAES-S 95t 2l iE] gj(Expansion of incentives for sustainable patient safety activities)
® =7+ A 9D -SF Aol A gk (Ensurmg patient safety in national disasters and emergencies)
4. Strengthening SO3. Safety © SAREPAALL B 11 - 53| A4] 1 =SHAdvancing the Korea patient safety reporting and learning system)

safety management  of clinical @ 9JFE AME - ] 9 8 9] 9bHA A3KStrengthening the safety of medication use, management, and blood
in health care processes .
transfusion)

services _

® 997717 9 715} Q7 A ES] A BEAH(Ensuring the safety of medical devices and other medical products_

® JFH/ALE g L FAAA AR X ¥A(Support for prevention of healthcare-associated infections and man-

agement of antibiotic resistance)

® %&y 2Ag7m 7| XY g(Expanding on-site support for customized healthcare institutions)
5. Establishment SO5. Health O =7} AL 9] SAOHA w8 AEEELS] 2% (Operation of a national patient safety education control tower)
of educationand  worker educa- @ sixjeld Hekeld % U AEA FAH(Expanding patient safety personnel and improving expertise)
safety system for tion, skills and @ BA9 =Rl 3kAekA A7F 738K(Strengthening the patient safety capabilities of healthcare professionals)
healthcare profes-  safety
sionals @ du| R AL 72l WS AA AH(Establishment of a training system for the undergraduates)

® HAZ7|T FAAE Yt AT 87 £4 (Creating a safe environment for healthcare workers)
6. Promoting SO1. Policies @ =7} gxperATz] AU A 73K(Strengthening national patient safety management governance)
policies to reduce to eliminate @ FARAL SAsH= BAQZH A A (Promoting healthcare policies that prioritize patient safety)
preventable patient  avoidable @ FARMA F& FAS Yt ¥ - A= 7HA(Improving laws and systems to improve patient safety)
safety accidents harm in health .

care @ STAQHA B2} BA5HE 95t 27 vl (Establishing a basis for activating investment in patient safety)
® FARMA7|E 9 27 28 - BHHUtilization and dissemination of patient safety standards and indicators)

7. Linkage of
Patient safe-

ty information
system and R&D
integrated man-
agement

SO6. Informa-
tion, research
and risk man-
agement

© EAQEA 53 JH A A”](Integrated patient safety information system)

@ 713 JHA2H AA(Linkage with information systems of related organizations)

@ SA A EAREA A 2AF A (Implementation of a phased patient safety survey)

@ e - Y FAQEHALNL siE Y R&D F
safety accidents)

® AR R&D S A|A| 7= (Establishment of an integrated patient safety R&D management system)

A (Promoting R&D to address high-frequency, high-risk patient
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Supplement 1. WHO Global Patient Safety Action Plan 2021-2030: framework for action the 7X5 matrix. ?

Strategic Objective (SO) Strategies
SO1 1.1 1.2 1.3 1.4 1.5
Policies to eliminate Patient safety policy, = Resource mobilization  Protective legislative Safety standards, reg- World Patient Safety
avoidable harm in strategy and imple- and allocation measures ulation and accredi- Day and Global Pa-
health care mentation framework tation tient Safety Challenges
SO2 2.1 2.2 2.3 2.4 2.5

High-reliability systems

Transparency, open-
ness and No blame

Good governance for
the health care system

Leadership capacity
for clinical and mana-

Human factors/
ergonomics for health

Patient safety in emer-
gencies and settings of

culture gerial functions systems resilience extreme adversity
SO3 3.1 3.2 3.3 3.4 3.5
Safety of clinical pro- Safety of risk-prone Global Patient Safety Infection prevention Safety of medical Patient safety in
cesses clinical procedures Challenge: Medication  and control & antimi- devices, medicines, primary care and
Without Harm crobial resistance blood and vaccines transitions of care
SO4 4.1 4.2 4.3 4.4 4.5
Patient and family Co-development of Learning from patient  Patient advocates and  Patient safety incident  Information and edu-
engagement policies and pro- experience for safety patient safety cham- disclosure to victims cation to patients and
grammes with patients improvement pions families
SO5 5.1 5.2 5.3 5.4 5.5

Health worker educa-
tion, skills and safety

Patient safety in
professional education

Centres of excellence
for patient safety edu-

Patient safety compe-
tencies as regulatory

Linking patient safety
with appraisal system

Safe working envi-
ronment for health

and training cation and training requirements of health workers workers
SO6 6.1 6.2 6.3 6.4 6.5
Information, research ~ Patient safety incident Patient safety infor- Patient safety surveil-  Patient safety research  Digital technology for
and risk management  reporting and learning mation systems lance systems programmes patient safety
systems
SO7 7.1 7.2 7.3 7.4 7.5
Synergy, partnership Stakeholders engage- Common under- Patient safety net- Cross geographical Alignment with tech-
and solidarity ment standing and shared works and collabo- and multisectoral nical programmes and

commitment

ration

initiatives for patient
safety

initiatives

1) Adapted from World Health Organization. Global Patient Safety Action Plan 2021 - 2030: towards eliminating avoidable harm in health care. World
Health Organization; 2021

VoL 31, Number 2, 2025

86



