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The inter-hospital variations of the intensive care unit (ICU) 
mortality in Korea: what’s the problem and 

what do we have to do to solve it?
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  It has been about 40 years since the concept of the ICU 

was introduced to this country. We’re now confident that not 

only the level of management, but also the outcomes of the 

intensive care are close to those of the developed countries. 

According to the recent research, the mortality rate in ICUs in 

Korea ranges from about 10−30% [1-4], which does not lag 

behind the developed countries. The reason for the acceptable 

outcomes could be due to the better condition of the patients, 

the improved transportation system, the remarkable development 

of operative techniques, the significant advances in the mon-

itoring systems and the highly educated medical professionals, 

including surgeons, anesthesiologists and intensive care nurses.

  However, when looking at the overall perspective, we cannot 

say that the level and outcome of intensive care in every med-

ical institution in Korea have reached the high level of per-

formance of the developed countries. A lot of specialized per-

sonnel and expensive equipment are required for the patient 

care in ICUs. It is difficult to judge that all ICUs in Korea 

are equipped with such manpower and equipment. The speci-

alized personnel and expensive equipment are there in some 

large hospitals, but not in some of the small hospitals. 

Ultimately, such a difference in manpower and equipment can 

be linked to the different levels of performance in ICUs.

  There is an interesting study associated with it in this issue 

of Korean Journal of Anesthesiology. Kang et al. [5] analyzed 

the inter-hospital qualitative variations in the ICU performance. 

They performed a retrospective study that targeted 18 hospitals 

with 500−2,200 beds nationwide. The previous studies tar-

geted a single disease or a single institution, or they focused 

on the efficacy of the predictive tools for evaluating the se-

verity of the patients [1-4,6-8]. On the other hand, this study 

provided qualitative analysis of the variations of inter-hospital 

performance with targeting multiple organs and a variety of 

diseases. The researchers made a risk-adjusted mortality pre-

dictive model using the APACHE III score, and they created a 

mortality performance index (MPI) to investigate the differ-

ences of inter-hospital performance. In other words, they ob-

tained the MPI {MPI = (observed mortality rate/predicted mor-

tality rate) × 100} from the hospitals and then compared the 

values. The MPI ranged from 49 to 155, which was wide 

enough to claim that the inter-hospital variations of perform-

ance were too severe. The overall mortality in ICUs was 

24.1%.

  We have two important points that need consideration.

  First, the overall mortality rate nationwide was approximately 

24%, which is still higher than that in the developed countries 

(U.S. 10%, UK 18% and Spain 21%). The data of the devel-

oped countries is based on the observed mortality rate without 

adjusting for the risk factors, so we cannot say there are sig-

nificant differences in the performance level of ICUs among 

countries. However, considering that the study by Kang et al. 

included relatively large-scale hospitals with 500−2,200 beds, 

and they have the manpower and are relatively well-equipped, 

we should acknowledge that the result is somewhat higher than 

those of the developed countries.

  Second, there is large variation in the quality of intensive 

care among hospitals in Korea. This is a serious problem in 

terms of the integrity of the national health services. As men-

tioned above, specialized personnel as well as expensive equip-

ments are needed to effectively operate an ICU. After all, the 

quality difference in ICUs is attributed to the differences in 
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manpower and equipments among hospitals. Efforts to reduce 

quality differences are needed for the integrity of the national 

health services. Needless to say, the efforts must be focused 

on improving the quality of the small to medium-sized 

hospitals.

  The number of critically ill patients who require intensive 

care will increase due to aging and the commonly-performed 

major surgeries. Complementary support with human and mate-

rial resources is desperately needed to improve the quality of 

ICU management in the relatively small hospitals and to re-

duce the quality difference among hospitals. However, consid-

ering the current medical environment and the medical fee sys-

tem, we cannot depend solely on the hospital’s own efforts or 

doctors’ intention to solve the problems. Thus, for the integrity 

of national health services, support and maintenance at a na-

tionwide level with the concept of ‘the publicity of the medi-

cal care’ can be the keys to the solution.

  In addition, we hope a lot of material that will provide pre-

cious data for creating better health care policies, as well as 

academic research, are introduced into the Korean Journal of 

Anesthesiology.
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