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Abstract

Objective: The conceptual framework for the international classification for patient safety (ICPS) was released in January
2009. Since then, a Korean version of ICPS was developed. This paper describes the translation process and evaluates the
validity of the Korean version. Methods: Two research groups were involved in the development of the Korean version of
ICPS. The draft of the Korean version was developed through intensive consultations with experts and extensive consensus
building efforts. Subsequently, a modified Delphi method was used to develop the final version. Twenty-one experts, in-
cluding professors in medicine and nursing, quality experts, and clinical experts, had been engaged in the process. A back
translation was also done to evaluate the validity of the final Korean version. The level of agreement between the original
version and the back translated version in terms of 48 key concepts was evaluated. The levels were classified as complete,
partial, and no agreement. Results: Thirty concepts (62.5%) agreed completely, 11 concepts (22.9%) agreed partially, and
seven concepts (14.6%) had no agreement. Overall, the agreement between the original and the back translation was 85.4%.
Conclusion: Because no standard classification currently exists for patient safety in Korea, this Korean version of ICPS can
be used as a standard. However, the relevance and utility of this classification must be further evaluated through clinical field
tests. (Journal of Korean Society of Medical Informatics 15—4, 381-392, 2009)
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Development of Korean term of ICPS

HoRIE B ERIX| M152 M4
J Kor Soc Med Informatics 2009;15(4):381-392

First version of translation | Consensus & finalization of
of ICPS Korean terms of ICPS

Derivation of Korean terms of ICPS
using modified Delphi technique
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| Validity study of Korean terms of ICPS

| Figure 1. Research procedu-
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Table 1. Translation of 10 major classes of ICPS

ICPS 10 major classes Korean
Detection i)
Mitigating factors S|
Ameliorating actions U S
Incident type AR
Patient outcomes A4 7
Contributing factors/hazards 7] 891
Patient characteristics A EA
Incident characteristics AP EA
Organizational outcomes A4
Action taken to reduce risk AT agE
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Figure 3. Hierarchical structure of incident type
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Key concepts
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Table 2. ICPS 48 key concepts and definitions
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Table 3. Agreement in 46 key concepts translation between two researchers

Level of agreement No (%)

Examples

1l AF7, system failure-A] 2~ & 7 off-A] 2~ &l 2] 5
Adverse reaction-©] /- i+-8--9] 3 k-3-, agent-5 <1-72 A, error- & -2} 2. 13 , harm-$18]-<=38)], violation-$] ¥F-H}- 3]

Complete 27 (58.7%)  Accountable-2 ¥ 3] +=, Patlent safety- 22} QF
Partial 14 (30.4%) Adverse event- ‘ITOH /\}{

None 5 (10.9%)

Total 46 (100.0%)

Table 4. Agreement in 48 key concepts between original terms (English) & back-translated terms (Korean)

Level of agreement No (%)

Examples

Complete 30 (62.5%) Concept-7'd-Concept, Harm-$] 3ll-Harm, Near Miss-*7 &

F-Near Miss

Partial 11 (22.9%)  Circumstance-’3 & -Situation, Actions taken to reduce risk Actions taken to reduce risk-($] 3ll) 74 &5-
Risk reduction activity
None 7 (14.6%) Degree of harm-$]3ll % &=- Risk class, Hazard-$|3]-Risk factor

Total 48 (100.0%)
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A(CHELR]), 14.6%20 7] S5 A g2 Eo
2 gugEo] ‘EUAE B TtKTable 4). LA
o dlEEE wolu FRAAE He Tl 327
D W7k fuetE @3 &x|7h AL o}
o dA3A] e ol JES s gevd
L7} A % Tojol A, Q3] &7 gl
= @2 FS gslof st AW, =3t Aglol =
ke RS oujditin AE ey i Al
AES vt Aol wep SRS AYS sk
ICPS A7l de] g2 xd-S Table 59 2] A3

Table 5. Original key concepts (English), back-translated terms (Korean), and final Korean terms

i

2 Wolehe Aol o MR Aol

3. 32 ICPs =t 2ol g=y &

SEERE

=] =
FEAoR dAste] yehdt gole 57HATH(Table
<

471 = = ICPS$} <F

No Concept Korean Back translation Level of agreement Korean (Final)

1 Classification 59 Classification Complete =78

2 Concept Q] d Concept Complete 7)!]] =)

3 Class 5 Category Partial T

4 Semantic relationship guld A Semantic relationship Complete ofv] = #A]

5  Patient 3z} Patient Complete 2

6  Healthcare FARASUE) Healthcare Complete 4]

7 Health a7 Health Complete a7

8  Safety Sl Safety Complete okxl

9  Hazard A9 Risk factor None 9] &/(Hazard)

10  Circumstance & Situation Partial Iy

11 Event AL Accident Partial AR

12 Agent A Causative factor None %’iJl(A;;ent)

13 Patient safety FApbA Patient safety Complete gl oFA

14 Healthcare-associated harm w2 N Hospital injury Partial el A zae] 7] 9 &)

olg {_]'r 3]

15  Patient safety incident 35;5“}0&{“}@ Patient safety event Partial BRI EAALA

16 Error S F Error Complete Q2

17 Violation ﬂ HL; Violation Complete $§ ’35

18  Risk ?d Risk level Partial 1 & (Risk)

19 Reportable circumstance B gk Ash Situation (condition) to report Partial Hel g

20 Near miss THLF Near miss Complete LT

21 No harm incident T gk AR No harm incident Complete st AR

22 Harmful incident a3k AL Detrimental event None Tl ok ALASISIAFA]

» |_i[Adverse Event] ?A%HEH AFA] ’ Comple o(]HgaHrmfu/ Incident [Adverse event])
arm @ arm omplete CE

24 Disease A4 Disease Complete =)

%? It?ju%'rt ;Cﬁ"ﬁ gjuw ﬁomplete ﬁ?;m. bility)
isability 4 arrier one &} ol (Disability

28  Contributing factor 714891 Contributing factor Complete ]9 .91

29 Incident type A R Incident type Complete At 79

30  Patient characteristics A EA Patient characteristic Complete x5

31 Attributes A4 Attribute Complete &4

32 Incident characteristics A 54 Incident characteristic Complete AL 54

33 Adverse reaction o] Rk-g Abnormal reaction None o] & u-8-(Adverse reaction)

34 Side effect 28 Side effect Complete g

35  Preventable of ¥ 7}5 5t Preventable Complete o B 715 gF

36 Detection el Finding None 27 (Detection)

37  Mitigating factor *3taql Relieving factor Partial 1319 9]

38 Patient ot;tcome gxﬁ%}i} Patient outcome Complete %;X}/;éj ﬂ}( ] )

39  Degree of harm A= Risk class None #1 8l g ==(Degree of harm

40  Organizational outcome ZA 43} Organizational outcome Complete 24 3]

41 Ameliorating action Nd g Improvement activity Partial 71 2E

42 Actions taken to reduce risk @ﬁ‘ﬁ)ﬁi%% Risk reduction activity Partial (A8l g2

43 Resilience E e Resilience Complete oy

44 Accountable A U= Accountable Complete ol Q=

45 Quality El Quality Complete =)

46  System failure A 2~€ll Zoff System failure Complete Al dl ZFo)]

47  System improvement e e System improvement Complete Al El SR

48  Root cause analysis TEAJEA RCA Complete Yol H A
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Table 6. Agreement in terms between Korean ICPS and pharmacoepidemiology dictionary

Korean pharmacoepidemiology dictionary

ICPS concepts ICPS Korean
Same Similar Complete Partial Not
Safety Sl Drug safety
Hazard 218 Hazard 218, 9l
Error 25 Medical errors,

Dosing error,
Medication error

Harmful Incident [adverse event] -3t AFz1 [$13AF%1] Adverse event 3l Al

Injury &4 Drug injury

Contributing factor 71291 Contributing factor 71389l

Adverse reaction o] 5k Adverse reaction frafukS
Side effect F2h8 Side effect 28

Patient outcome 324 7 Outcome

Organizational outcome Z2 43 Outcome

Risk 13 (Risk) Risk SEIRE:

Numbers of agreements 6 5 4 1 1

oo

=95

FEAoT UX 6}? (adverse event- H OH sl -n-6H
A, 170 LX8HA] 2k tHadverse reaction-©] g\t
[e]
5

Iv. o&

WHO2| ICPS Z2AHE= 20024 ¥3 WHO %3]
oA “WHOE B9 %7h50] BAMAS 918 47
= Mdstn AdE 5 J=eF Aok sta, 2=
EFE Nelof g a Aol s 3 o] F Al AT
20034 Joint Commission®} F=febAo] gt E-7-A)
Ak goAAA L] AFzAE SRR, 20050
+ “The World Alliance For Patient Safety Drafting
Group™g =HAIA EAH 02 A A AR +
FAA AL Z2AEZS X ZsTh 200393 2005
Qo AAE ARxANe] ABe dekd 2l
A g 240 A48 4 e ERRAA) 2
sathe Aolgek,

ICPS ZRAE GYASE A2 GANE A
Az A" Ade] EEH 719 E(Conceptual
Framework)”= A|A|3l=H S8 & =¥ 1cps
WZA1.0 (2007)2F ICPS WA 1.1 (20091d)°] Hlj E =]
Ao, ol @Akl NEEX 4870 g

of gt o7t F4 Ne-S Axstn A, A
E9 &7 A MEE AHosla AT Lo]= uA
@ AR ICPS7} s obd Alzke] e g
Aoz Bl

o]
A

)

ICPSE= $Hxbda #edd 7ide] EFs}e} o] 7
E7te] ould #A(semantic relationship)E FE
JES FaAeta Ut 7)o @ 2l(contribu-
ting factors)’ 2} ‘AR 3-3(incident type)’, ‘2+A}A 3}
(patient outcome)’ 2] 10702 9 Zef e} o1 &)
A Szl tig B onEF R ddH 3
. 718l ARARE ol gxpA o] 9hA
= Aola, AR e el 54 A
gol T Sltk. ARdfdell= A 13709 89
ol ‘}ll&tﬂ O]E% SHo] 7hsslt). o7, 8

(e}()

3
AR
A543 <FA3Kdocumentation) 2= AR ol
T xstEy <F3&lgE A (no harm incident)’ o]y
Q|8 AFd (harmful event, adverse event)’> FhHx}o]A|
T3 AH T $l8ll(harm) & SA SR Ui g ol
31, ‘B3t AF3K(reportable circumstance)’ ¥ ‘T Q.
T o2 SR mEeA = FUAIRE el 9
AE LT F U= AFH S Foste id
olt}. ‘WY 9|3l (Healthcare-associated harm)’ & ‘2]
4 (iatrogenic)’ %’451]54 * 214 (nosocomial)’ &=
Zste fd e Fo] glo] ot <ofap
oA =g Ao O}‘d oz et #H Alzdolgh=
A z=dA el A2S YEsta g} o] ¢ o], ICPSE
zZ Al ERAAE At FARPAA S A A A
o2 HIES /EH E5 ATsta A

ICPSE Al =Rl Q] Y
ANA ThFEE WA &8-S FAHO
AE5FH va 22 671419 955 7 AL ey

[
ook
)
)
S
o
]
N
N
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=

3. QR oz Mg golsh fAka oulg 7

1fok .
5. #2ed $207} glo] #a Faor gt

6. ICPSe] ZEA o] Ax|sle] s},

o 2, ‘77 (healthy?} 22 72 o]7e] WHO2

o5 U2 ARgsta lemwl), I (negli-
gence)’®] -5 A G} ARl wE} DEkA]= o]
2 ICPSOlE ZFAIF]1A] ka1 theH)'™,
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Ho] AX|3HA| U ‘agent-7 A|-cau-
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