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Patient Safety Indicators in Korea and
Ways for Their Improvement
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o7 Igof|A 2Rt A 7} El+= 2 F(errors)
7F GoluR] A& AA QI TAAHES ZF
T Aol dAlolgtal & 4= Ut} AR
= olEgt AIAH 159 HHE A5t £7
14 £ ofyz} QRAHIAS H st 2R
A AT Aok AL o= ATl
ol AE 2551 919 BaHrt?
20169 749 299U FH ARFHHO] A
T 9tk 5 102E HABA 7 gk °
o= 4 P TS Y A=E S -HAT
4= 3= B7t 7€ 5= AASke A& )5t g
ARPAA H")E /sl Haotes ofal BRg
ARG BARYH O S 45t ok
H 152 SARPAX L] 7S Hdf
EARY O R Hol= ARE AUATEIATH,
A EIHAE7HY, 2R SAY,
QAUAY, 1 o] thEF] Hot Bt
P T A= HA 718 oA 8T 5= A
on a3 e 18] L I 87 &

S

[©)

—_
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!
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p
ol
FI‘F

240 242 27} 9 o=

SARPAAIE AL o)Al 25l 4] Bl
HE A7) S B Hokg Ayt 2

ol Alztehe A|E AHES 9t Aw SRl &

\

U= Lﬁ]aﬁ gﬁ]ﬂﬂo}: iq'
o] FoIHL BASHAAE Akt B0
= _

Fo] 752 fet 8 A ® L e Al

2. EXIQFHX|E 7] CHot =X S

7}. 9= NHS Outcomes Framework®

P =7F oA ARAIAHY HAE
Z757] 915f 6871 A 32 /3% NHS 33+
HUYIZNNHS Outcomes Framework)E 2
3L Ut} o] A RS2 F= NHSoA Algshe
OlmAfRA ARRS HAIA QN AlZHof| A F2I517]
sl 9t Ao & 570 A& HIRL 10 27] A
o, =HQl 20 A7 8 St 4] E 3
A, TRl 3 B B A 3E A, =l
4: 249l 384 Qg A g, =HIRd 5 oF
At @Aol|A9] o= A5} gy 7Fs3et fls)
oEho = FEET o Ql 59] kAt 9= o
732t S1sl ol H=o] tii A H= 9E Al
XS] ZAE QIR APt AZEeE flsf o] i Al
EREE 9T 7hsg Yol WA A, Ak
HIA QFA 3R, b Kl 735} A = AAst

I JTHE D).

o2 |H

Ir

2) AHRQ(2013), National Healthcare Quality Report, 2012, Rockville, MD: AHRQ, p.23.
3) Department of Health(2014), The NHS Outcomes Framework 2015/2016, p.17.0|A] &3 L2 w3oto] Halgt
https://www.gov.uk/government/publications/nhs-outcomes—framework-2015-t0-20160A] 2016. 9. 1. QI=.

HZA=XZH (2016. 10.)



H 1. =2 NHS Outcomes Framework0IA] EtX[oHH 22 Hoi(T |9l 5)at X|H

%ol =5 Xz
QIS 2HA0IM 2| Q)= MIZt 3|1 7hsah o ol | - S=0i|A{S] =M= QIst ALY
cool 5 (Tregting and caring for pgople in a safe A (Deaths attributable _to prob_lem? in healthcare)
environment and protecting them from avoidable | - 2202 2X|Z QI A2kt 2ol
harm) (Severe harm attributable to problems in healthcare)
— HUSHHMMMI(VTE) 22 AL ALY
[Deaths from venous thromboembolism(VTE) related
events]
- o2 A LWM(MRSAY, C.difficile”)
S|I| 7tSSh Plol 2l 2 (Incidence of healthcare associated infection, HCAI)
(Reducing the incidence of avoidable harm) -2~4 HF A QHE
oI5 (Proportion of patients with category 2, 3 and 4 pressure
A ulcers)
oo - XHE 717t GO 2 0I5 e AX
(Hip fractures from falls during hospital care)
AHIEAH|A QR Sked - DRAIOf A0t A=
(Improving the safety of maternity services) (Admission of full-term babies to neonatal care)
OrM K11 25} gat - SRRMAILT 10
(Improving the culture of safety reporting) (Patient safety incidents reported)

Xt2: Department of Health(2014). The NHS Outcomes Framework 2015/2016. p.17.

SEARPAARLL Bl SARREE f gaekd uh )= S A #(Patient Safety
0512 pE =451 x| go|u wratolo] Al Indicators)”
Aot dA-Ee(Admission of full-term babies
to neonatal care)> AZ5t Yol A E

(proxy indicator)2A] 2Ju|7} QJtt.

t= HAR= BA|AF HutoA Q=9
AL A 7]7] 98l 271 A A [National
Quality Strategy(NQS)]& <=#3oto] Tritst

3 Qe 2k W A 679 94l A

4) Methicilin-Resistant Staphylococcus Aureus(MRSA): HIEIAIZI LA SMIIE A1 2101 HIERIED SHERO0] TSt LiA0]
e LEATHO YFOZ MAHNO| QO MHS (3ot Zels Yo MRSA 22 HUB(HA-MRSA)} X|HZHed
(CA-MRSA)CZ 25 =(ko.healthline.com/health/0|A 2016.9.20. 21=.).

5) Clostridiym difficile infection@2AE2|E CII[A2| ZE)2 Yo L SMKIE AScte & 2 AL & YMot= MYl Y
2 A[B1$22(2010). Clostridium 2] &5t} X|2. Infect Chemother 42(6): 362-368, p.362].

6) AHRQ Patient Safety Indicators?| L2 YL 3|50 M2|st
http://www.qualityindicators.ahrg.gov/modules/psi_overview.aspx0fiA 2016. 9. 1. QI&.

7) The National Quality Strategy: Fact Sheet. http://www.ahrg.gov/workingforquality/ngs/nasfactsheet. htmO0ilA] 2016. 9. 1. QIE.
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(priorities)& FAOE AL FAee 3 1 |2xgo] IAH FhAtALS AXThL
¥R 39 5
7 o2E 6% PHE BEE 2 B
St} AQRAS 91 AN BHORE 1.
W 7R3 A AL g, 2 4 B

o2

o2 ‘o)g A|Zo| o3t YIS Al A ARE o] &3 HUM FHS IHE S
EXog  ARE £ES Hrletal A7) Yt 71E
o  Ax YA TEE FRECH Yot ) Bl

(public reporting), 523 (trending), 4771

F“

9]
sidgte] g4, 3. FAEsAY 28 A%t 9o WM E(Pay-for-Performance) AFICIA ARE-
bl

o] oJgt s AAE A5t ohjr o]9}

37 At AHRQSO] SARPAA] H(PSIs)= 1971

Ao s Aste] oz A7 0 A We) AT o] AR B9l Aue} 779l Ao g A
[Agency for Healthcare Research & Quality A3 Ut A &9 X HE= X9 3ERoEA

(AHRQk=

Mok 9

SARPAAE A E e WL} 3 AL B4 TS ThfSe o] AGECHE 2).
Ath. AHRQO SHARHAA #EL 1

o ok

H 2. 0j= AHRQ SHXIQFHX|E ME

SRIOHHIA|E

KB}
B2l

PNk

PSI 02 AlHE0] H2 T T E[Diagnosis Related Groups(DRGs)]HIA 2] AFUE(Death rate in low-mortality DRGs)

PSI 03 22 ZHMS(Pressure ulcer rate)

PSI 04 |2 7t56t 55 Zgt 5 Y 28Xt AFUE(Death rate among surgical inpatients with serious treatable
conditions)

PSI 05 4% E& & FE 515X &2 AH| IFHO| 4+(Retained surgical item or unretrieved device fragment
count)

PSI 06 2|21 7|5 H|Z(latrogenic pneumothorax rate)

PSI 07 ZAMUM 2 23 A= ZHE(Central venous catheter-related blood stream infection rate)

PSI 08 & & 1A S& UM HZ(Postoperative hip fracture rate)

PSI 09 & & £ L= "X H[8(Perioperative hemorrhage or hematoma rate)

PSI 10 == 5 42| 2 CHAL ROH H|Z2(Postoperative physiologic metabolic derangement rate)

PSI 11 &% 5 sE22HH|8(Postoperative respiratory failure rate)

MBS TIZ H|E(Perioperative pulmonary embolism or deep vein thrombosis rate)

Eny

PSI 12 42 & MRS &

rr

PSI 13 & £ I§ES Y H|E(Postoperative sepsis rate)

1

PSI 14 %

E74

i
0

f &M H|Z(Postoperative wound dehiscence rate)

PSI 15 Afl MK} &

rr

A HIZ(Accidental puncture or laceration rate)

PSI 16 48 22 2(Transfusion reaction count)

HZA=XZH (2016. 10.)



& AL)
= SXfRHMX| B
PSI 17 &4 At HIS-A40 AlSH(Birth trauma rate - injury to neonate)
HISAE | pS| 18 AfIkE QA HIS-7| 7 AKS EIAIEOKObstetric trauma rate - vaginal delivery with instrument)

E_}-Ol

XE | PSI19 I Qi Hig-7 |7 GlO| AlRtigh &

A2 0K Obstetric trauma rate—vaginal delivery without instrument)

PSI 90 MEH X|H

S0i| Lot 2K (Patient Safety for Selected Indicators)

= 2mR] 2

H| IFH 9| 4~(Retained surgical item or unretrieved device fragment rate)

PSI21 5 S5 TR
1A
O

PSI 22 2|21

7|& HIZ(latrogenic pneumothorax rate)

X | PSI 23 SAM 2 13 H22IAZ(Central venous catheter—related blood stream infection rate)

mEd

XE

PSI 24 4= S ZIIE H|E(Postoperative wound dehiscence rate)

PSI 25 M11 MAF E= &

A H|Z(Accidental puncture or laceration rate)

PSI 26 & BXI2 H|E(Transfusion reaction rate)

PSI27 4% 5 58 E= B5H

[&(Postoperative hemorrhage or hematoma rate)

Xt=: AHRQ(2015). AHRQ Quality Indicators™ Patient Safety Indicators. Rockville, MD: AHRQ. p.2.

o2 AHRQE =71 9= A3 AA &
I A[National Healthcare Quality and
Disparities ReporttNHQDR)IE &3l =71 &
Ak X3t AASte] =7F SR04 SARREA
T2 FAH 5k AR JEE(chartbook)
& E2olA WISkl QUrk 27] NHQDROJIA
SHARPH Y2 Qﬂ%ﬁ%’}%(‘ﬂﬁc}, 23, 9
SHARIL(AR}), o 2 7] AFFE(EIH] |
F2 237t A= QQIet? 2, w=o] v
g8 %2]Q1 NQF(National Quality Forum)=
SERQPAAT] 919 3] (Patient Safety Standing
Committee)E /35t A=40&2 AL

|

i

.

_4

F71H o8 HEY AFTL
I A AZHNQS)Q] Azt Bt
. AHRQ NHQDRE. NQF7}
H IARIAARE HHge] ¥
7HHFE AlS ASEE AlEsto] A ®E
a1l ofof gAF7|HERE
o] 4 AF=o] AR =R, HE A9
A= Qe AREA A= 2=ll HolE
3 (National Practitioner Data Bank), ‘&
AR ESHCulture)’, “2HAFQFA 7] E(Patient
Safety Organizations) ¥& g3} |27} 23
wo] At

=z
FZ
=7

_J_LL.O

8) AHRQ(2015), 2014 National Healthcare Quality and Disparities Report: CHARTBOOK ON PATIENT SAFETY, Rockville,

MD: AHRQ. pp.9-14.



22 | Ol o =H

E 3. 0j= AHRQ =7} 2l& & B M(NHQDR)2| EXIQHHX|E 4

HZ 712 SRR

u M| HeALHZHZEHOverall Hospital-Acquired Conditions(HACS)]
m 9|z A H[Healthcare—Associated Infections(HAIS)]

u MEIYN 23 HER B2 SXF 10008 o2 & IS UNE

u Salyoa ot S22 5l 5 2| ZH0]| Cfet BEESH|

] u AMOF S SAFUMET 1000 SRUG UME
o= == -
(Hospitals) . Mil S SHEU= 10002E SRUZ LUE

m A|& 22 AA(Procedure-related events)

u 0|2 ISIS|(ACS)-=7 4= & Sk T2 T3 [National Surgical Quality Improvement Program
(NSQIP)J0i| Z0{ct= HEHMAS| E 2 30 & EHEX| 42 ALE

n 53 3 N ASto 2 NIER|SES B2 MOl okt & 2AKE 28 ikt Hlg

= SYEWIHE|E S ZEE 7 A oS ZFet eAtblE

m Q- ZIAS SIS HAE HEXKNursing home residents experiencing urinary tract infections)
L u 42| A LHAE 7FXKNursing home residents experiencing use of restraints)

(Nursing homes) u HIAH|O|L|OF LAE 2| X2l 1000LY 9|22 E(Pooled mean rate of healthcare-associated

infections per 1000 resident days in Pennsylvania nursing homes)

Dok

3 MX0IM IHME 2Ol 7PH7IE EXKHome health patients with improvement in surgical
S wounds)

(Home health) 47 2 28 50| M= 71E7IS 2t (Home health patients with improvements in their

ability to take medications orally)

n 2ZA0IM =71 LM 715 HES MOI(Adults with a probable missed stroke in the emergency
SRS department)

(Ambulatory care) u 37HEHE ok X{EhS 92 65M| 0|4 AQI(Adults age 65 and over who received potentially

inappropriate prescription medications during the calendar year)

=P 220l | m oA} X[, 7B Qe SEAIL B0E 2ol 2 E FE71249] E11(Report of a monetary

Atz 23 exchange made for the benefit of a physician, dentist, or other health care provider)
(National u 0|2 X|Z 2 SO M| LSt | fh= o] AK(Result of a settlement or judgment of a
Practitioner Data|  written complaint or claim based on that provider's delivery of or failure to deliver health care
Bank) services)

NS F)

m QLS A2 BtAS 2|5t 2=2| -2(Shared dedication to making work safe)

m Q0] CHEHHIEHA 2119k A=(Nonpunitive reporting and communication about errors)
m 0§2] 20f 7 EH1t &3 (Collaboration and teamwork across disciplines)

m QIGHAL O|EtS QIS HAISH XHRI(Adequate resources to prevent adverse events)

o8ty
= u SXIOPH0|| CHEH AHRQ He M2XAA Q| 2HX SHE(Average percent positive responses on
Al =8t the AHRQ Hospital Survey on Patient Safety Culture)
o|mat (Culture) m SERIOIF0) CHEH AHRQ RlEa MEXA0IM2 2XH SHE(Average percent positive responses

on the AHRQ Medical Office Survey on Patient Safety Culture)

u BIXQIME S SEIXHE 25t 2HX 2EE[Average percent positive responses for patient safety
culture composite among participants in the National Center for Patient Safety(NCPS) High
Reliability Team training]

= A& 10001 SI7E HEAUSO0|A 7|F HE OiH] #i8KPercent change from baseline in observed
annual mortality rate per 1000 procedures, by medical team training status of Veterans Health
Administration facility)

m At 210 #3E PSOs 2 (Distribution of Patient Safety Organizations by category of event

SEIRI7 L
(Patient Safety reports collected)
Organizations) m =5 B ZHA0A ZA(Reduction in surgical site infections among Vascular Quality Intiative

Centers that expanded from sporadic to routine chlorhexidine use)

Xtz AHRQ(2015), 2014 National Healthcare Quality and Disparities Report: CHARTBOOK ON PATIENT SAFETY. Rockville, MD: AHRQ. p.9-14.

HZA=XZH (2016. 10.)



028 SRR HE OB A|FALS] A& H YT [National Healthcare Safety Network
A AAISEL Tk CMS(Center for Medicare  (NHSN)] A4 & A HE, S 3L A &
and Medicaid Services)= 2015955 S T, 718 ¥ 32744, = 79 T4,
PAAHE ARgolo] a7t 2 BHYEo] A MRSA, CDI(Clostridium Difficial Infection)
B 299 1%E 7 249 F= Ui 2 =gska ok
Z%HHospital-Acquired Conditions(HACs)]

A Z2TOHE Agetal Qiot. MY JEE= t}. OECD2| SR 1
T+ 719 FE H4et 3¢ H4E Hospital

BAAFGNL7)E(OECD)E QB dA &
Compare YAtolEo]| A=Y 3 Mg o I = 7]+ )& 9 ]

_ o [Health Care Quality Indicator(HCQI)] Z&
o2 AHRQS] SHARPAX| ;0] 7|23t £3F, 9
_ ) _ AEo| A gt 77} 7t Q59| 4 Bl AAE
Y8 7%, & T 1E 24, £ T 9E i} _
ol =7F AlAE G2 ARPAA|H| H3t
% 59 Aol F WA P92 CDC(Center

S Blashan QIeHE 4.
for Disease Control)9] A=ZZAJIAYE ”

I 4. OECD Health at a Glance2| 2|2 Z! I7} A SEXIQHHX|E

F2ES 1N Sl DN =
m O A SRE S8 S HMBES/ 2 FUATS
S Postoperative pulmonary embolism(PE) or deep vein thrombosis(DVT) in hip and knee surgeries
T= BHOO H OAA

ELRC R
Postoperative sepsis in abdominal surgeries
mAlE E AR 0I2E

Foreign body left in during procedure

(Surgical
complications)

m MK QY 715 AKS EAIZ D
AP Qb Obstetric trauma, vaginal delivery with instrument
(Obstetric trauma) | m AR QAl 7|71 OARR HAILDE

Obstetric trauma, vaginal delivery without instrument

Xt=: OECD(2015). Health at a Glance 2015. Paris: OECD publishing. pp.144-145.

9) Hospital-Acquired Condition Reduction Program(HACRP).
http://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/AcutelnpatientPPS/HAC-Reduction-Program.
html0f A 2016.9.1. QI1&.

10) BEM(2015), SIXIQHH 2| S5t JMOL SO X BE SAOR. HHAZHMAT, p.18.
2

11) 3814 2/(2014), 8t Q29| & et HAMWA| |1 5= o|29] H HIM. S=HAMSIATH, pp.39-40.
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3. LY XX E Tl S5k HUAZAAE], G HEALAAA, A=
LHFFAAA SoIA A" A=t ok 1
SEyetols ob] Am I MutoflA B 2y 57 Q15 A AR V] SEEA X
FAY DAL 5= Q= SARMAARA ol of sk QAL B At RV ESAS) X1 7N
St 5A AEsE glom, P 27 9 o5 @ ie] o] Ajteloln], HIAARMEL R Al
oA SARMY S F7IE 4 U= AXE A RS ZFoka ok Ao & = SRRt
o] =3Itk Al X v n T o Syt AARS AN o8 6k HUAIARE 2t
2ol A o] 7Tt A= F HUAIAR]  FX] Zofar Qi
ot AU TAEN ALEY T AR F7F Dol AEH R g A Y F0]
£ o8Rt YA YA Fo& T AF- HFo & Uk 12015 2 9l A HArA oA =
bt Al sF 3 AR A4S 7S Btdsto] A
A T A AR RE A= 4= 9 7t SARHA B7F WSt A #E HH %14101]
© ARYoRE Aurjd B ASA £ A AT S Sle ARV A BEoithe
H g, AGEY HT AR ot ALY & 4= glon, TR0 Etelal o] féﬁfz}
O 5 F=OJoRERbA AT ] Qo Rl ARl FUS 1T S QUTHE 5).
H 5. 2015 o= 2|& & H A9 2tXIPHH HH ToL EHFet X| &
AE 1S XIEO| SXi2 X2
e FQ X|E -
e X2
oo Al S HAZK|R, Y
Tx | SIA A/ HH|QIE Y 7|E 555 soisgoerE | @btz
ZRYURIG, X2, 2, A, X, 7(ED, ASHSAIY, Hot) Q= . .
it}
£} RICH 221 ORI OISt AUS(US/2P2H) - -
ory | 2 ;
ozl SIXIONIZ 3} PR Pl Xie) MPXA 2} - -
o|2 x| TpAlo] HIFH 20| Ciet ST X Xt 1617+ o|ZAITI
QUUE Ao B SERKE) S B )
B muz HmeAE moim @ ol o ol R XiuE - -
i
12) Z594, YFIZH2012), Q|2 010] SRIQMES 5} 1A} BIXIOLHPIZ| B 70| 2, 727k 515(K] 19(1): 35-45, p.35.
13) 2314 91(2014), 312 0|20 A T} HHUTH |I: 312 0|20 M BTN, RBZAEAT, p.236.

HZA=XZH (2016. 10.)
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4. BRI I A

[

7). SAQHo] that waa ekt
AAH A% T AL AL 5

AA

A3 ol ehA g A A} o mAlTA
= S| ARS] Adto A gRib ol A siE
T} gFAYof| ofst A|AE] Alal(system thinking)
7 asiet &, g5 ot AlsiAbd el Tl
OJAL 7lQ1S] A e T = OS] Ht Al
»8] Aglo 2 o]slsk= Zlo] Wasich Txa}
(standardization), @<=3Hsimplification), A

oF 2749] AR&(use of constraints) 5= Z35

|

£ A2E 9 el A g nE oz
22 AN Aolt}, oy A|AH YAA=
o 22 ot 7149] A4S ZAstT 24 2

leiols BAY © AR 58 A ozl &
AL fE5pA B Aol
o2 $Y BARMIFIATL Bl

BAQFA 77 (National Patient Safety Agency)
ROHAL A Y3 HafoF & 2=
TEAISA ] bR} & oA A YEo]
A, 39A: A9 T &5 &
b 4THA: H319] Ay 5THA: 3R} ¢ YIS

of oloh A%, GEHA: A B WEY B
U B, A SIo) oy 34 W= A
ASHIL GJEE 99 o] QA5 S 9 o=t
7 25 43t éxm 279] 2202 G

71 H'BH w05 1efelo 6}% Aol

SAjobdA EL HeF S
3} AAEEE FHdoR Foju Bl
A e A= 9 o)27|P Bl ARE
} 2 9l A 50| FAHE T BAhEofok &
o} SAiokd BAS gist 94 gelo] e
29 o0] APS FUH Sl 4] 4
LERES L LEECERE EEES

o] Zasitt.

0
=
10

O

»

O et

4

»

U el AR e 915 94 Aol A
P

W of
e
o
1)
1o
1o
>,
_E

me
ol
=2
)
1o
el

A ERlstar F2517] 918 2 ‘:MEE %
El7F ARG SHARE 3 HolHE &
RPAARE 71Es17] flsiA«= TlolE
9 g #2A7le o2 898 SAlsk: 24
B A @y} 9B A A7} gl 8§y

E2 POA(Present on Admission, g A}

oE

o] A4 Alof JIGEA eI)Z Flste] 723
A] 931, el ol 5% RS YoleHlo] 2

14) NHS National Patient Safety Agency(2004), Seven steps to patient safety: an overview guide for NHS staff, http://

www.npsa.nhs.uk/sevenstepsOA 2016. 9. 1.

16) O[xiZ, 01&(2000), SAFRHHS| JHiEnt F2 e E St=29|20QA3t5|X|, 16(1): 9-18., pp.14-16.

HZA=XZH (2016. 10.)



sﬂroPt wpao] Kol 7} Sick. AHRo] S %

° Aol BAVAAEEL Z2 B4 do]
9] Al e s 5 ofetel o
HolAo] o], 9 A Agtk 24 % 7]} 7

]
£9| 15 5 JHO ERPA2 4 A= 7]
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H 6. 0|5 2152 37t HACs 2YE FHS flet XIE X Xt=d

PFP HACs X5 Al=gl
w O] 24 43 kg BXI2[Adverse Drug Event(ADE) Associated With Digoxin]
u SAIUSH| 22 o2 BXIE(ADE Associated With Hypoglycemic Agents) ) .
v x| B2 B Of2 BAIR(ADE Associated With IV Heparin) gﬂaefgica,\r/leo:it(')er::
TETTE | e nEasine W AR BPE SSIA BEl 42 SAS(ADE Assodated With | o) Y PSMSS
Low Molecular Weight Heparin and Factor Xa Inhibitor) ¥
m QIR A2 oFF BEXIZ(ADE Associated With Warfarin)
FIHIE 243 Q2 | m QAL TITH 7 HH|E 2 Q22 (Catheter-Associated Urinary Tract Infections, MPSMS
Ztod ian di
Z3 physician diagnosed))
FHEHEH 2 HE | m SAHEMH U3 H2 29 (Blood Stream Infections Associated With Central MPSMS
#E Venous Catheters)
S w 52 L HAK(In-Hospital Patient Falls) MPSMS
3 u ZAEOHA] 7|7 AR L OJAR2Q| AIkA @fAF BHA[OB Trauma in Vaginal Delivery
AR Q1 At = -
EHFHALL |\t (PSI 18) and Without Instrument(PS! 19)] AHRQ PSIs
2% w 5 LY 24 A 8M(Hospital-Acquired Pressure Ulcers) MPSMS

m CDC NHSN ClIO[Ef 7[8F 177H Al&0]| tht 2= 29 24 2M(Surgical Site

National Healthcare

=& 29 4 ) . Safety Network
TETT Infections combined for 17 procedures based on CDC NHSN data) (I\?HES\I/\I) ehwor
CIZsE7| 2E | mQIE5E7| 22 HZ(Ventilator-Associated Pneumonia) MPSMS
>=FVIE mpE S HUSETE BM(Postoperative Venous Thromboembolic Events) MPSMS
n HHURHES AlSHSHHE|S Y FMX} ZHH(Femoral Artery Puncture for Catheter
Angiographic Procedures)
m IR Sk T 2R 9t (Adverse Events Associated With Hip Joint
Replacements)
m 2EX|gs 23 2R YM(Adverse Events Associated With Knee Joint
Replacements)
n AR PSS 2 TN QEF M=o BiM(Contrast Nephropathy Associated With
Catheter Angiography)
7|Et HACs = 52 L MRSA 2 [Hospital-Acquired Methicillin-Resistant Staphylococcus
(PFP HACsZ Aureus(MRSA)] MPSMS

TEEX 2 X

w 52 LY BEAOLO0|A LA A ZHH ehAl[Hospital-Acquired Vancomycin—Resistant
Enterococcus(VRE)]

w 5 LY SN 2 SRAER|E CIjAlR| 2 2l(Hospital-Acquired Antibiotic—
Associated Clostridium difficile)

m SAIHOH 0 7| AR EHS Bi(Mechanical Complications Associated With
Central Venous Catheters)

w5 S AME SIS gM(Postoperative Cardiac Events for Cardiac and Noncardiac
Surgeries)

m & 5 TZ(Postoperative Pneumonia)
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