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Hospitalists are specialists in inpatient care who aim to improve patient safety and quality of care. Accordingly, hospitalist re-
search focuses on patient safety and quality improvement (QI). Major hospital medicine journals publish studies on patient safety
and QI. This review introduces the latest research related to patient safety and QI research in the field of hospital medicine. (Korean
J Med 2022;97:238-243)
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3) The changes: what change can we make that will result
improvement?
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Figure 1. Of the 14 journals that published at least five hospital medicine studies in 2020, four belonged to the patient safety and quality

improvement category (arrows).
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