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Abstract The Patient Safety Act was enacted on July 26, 2016. Patient safety law is a method to prevent harm
by collecting and accumulating various errors through the reporting system. Therefore, in order for this law to
be successfully implemented, it is necessary to vitalize ‘the autonomous reporting and reporting - learning
system of patient safety accidents’. And In order for this system to be activated, a large amount of reporting
data accumulation is a prerequisite. Nevertheless, there were only two reports in about 17 months. In this paper,
I will criticize the validity of the current autonomous reporting system and the two proposed amendments, I
would like to propose the introduction of a partial obligation reporting system.
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