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ANURIAUUDINITRARS

*JCAHO nuwniu Sentinel events >3000
atiu aouell A.A. 1995 nsFassiuilade
f1Augdgn (~70%) aavaiifnn1sainiintii
UIALAUTULTI AUdIUATIR

e3ufivfiunan 2006 VA National Center for
Patient Safety ¥in RCA wuinas&aansiilu
HaatiaIn ~80%

(Joint Commission. Journal on Quality and Safety.
August 2004, vol 30 No8)
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deaglusznitenisdauauanuaaiunly
fiaAJILAN

(Joint Commission. Journal on Quality and Safety.
August 2004, vol 30 No8)
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ALAN I USAAINITRARTRUNINING

eAccuracy
eAvailability
eBalance
eConsistency

oCultural competence
eEvidence base
eReach

eReliability
eRepetition
eTimeliness

eUnderstandability = %

-
.
/ A
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NihaiaugavingAuasnaasn1sazda

efjiramdnTauazaansuvinnnsdasgns A
i Tailauvinguaiwaageitun aulanis
e Wudaaunghinssuy uazlialinunuila

o TuRNIS1 65% U9 159 aULNNLGFUNNNST
gaunnrzn1sdagIssenIndunne-gihe

etnAiAN1TWY ANTaB LN ANTEIANANU
AT IRAIUTAMN LLaZNITIV LR

Travaline JM, et al. Patient-physician communication: Why and how.
http://www.jaoa.org/cgi/content/full/105/1/13. Accessed 25/12/2006.
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ANIRAFITLANANITTABINENUIRING
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ANIRARILNANITIN N ENLIRING
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ANIRAFITLANANITTABINENUIRING

Dobutamine ¢ 1) & o4 wod-
@ 5 pdlm.
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T39neN1naf (-
bobutamine 250 mg/20 Ml e




ANIRARILNANITIN N ENLIRING

Physicians’ principles for quality prescribing:
commit to zero tolerance for errors

1. Prescribing medications only when appropriate

and necessary. ——

2. Fully informing patients about their
medications and what they can do,

Including both positive and negative
outcomes.

-

3. Reporting errors and adverse events
so others will not repeat them. N




ANIRAFITLANANITTABINENUIRING

Physicians’ principles for quality prescribing:
commit to zero tolerance for errors

4. Withstanding pressures to prescribe in ways
that are not in the patient’s best interest.

5. Knowing thoroughly the drugs that you
prescribe.

6. Anticipating and preventing drug interactions.

/. Establishing a partnership with pharmacists

and nurses to monitor therapy for interactions or
errors and to counsel patients effectively .

(Freedman JE, et al. Medication errors in acute cardiac care.
Circulation. 2002; 106: 2623-2629)
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ANTRARITLNANIAAMINING

Red category parameters

Testing nay (alerting Asunasiau 3au'la (complete alert
area category) (test) within 1 hour)
Chemistry Always red Glucose HIGH (e.g. >400 mg/dl)
(adult)
(always LOW (e.g. <50 mg/dl)
ﬁ;_):_entmlly Potassium  HIGH (e.g. >6 mEq/L)
patient, even Phosphorous LOW (e.g. <1.0 mg/dl)
if patient is -
actively being Sodium HIGH (e.g. >160 mEq/L)
treated) LOW (e.g. <120 mEq/L)
Bicarbonate LOW (e.g. <10 mEq/L)
Blood Always red pH HIGH (e.g. >7.6)

gases
LOW (e.g. <7.2)
po, LOW (e.g. <60 mmHg)
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ANTRaRITLNAaANURAAARAIGALUAY (
SHARED K

(Situation, history, assessment, request, evaluate, document)

1) AMsuusinauasuasduduuwne wivgatunisal
AINTINTMIasacaTuATITTU ANANE

2) dayaniiviavnile |

3) msdszifiudgnzdihailayiu asulaaunilasann
ALY Aslasunsalulasunisdenissnuniciu
WLE 1 |

4) anufAaLiu datguatus dan1sualidenissnen
5) nsusefiunanisufinuas

6) matuinnsetiiunsluiuinfiaaiu
ANNANIUTINUaINITTAEINTHINAY
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ANTRa 1L NaN1IR96a

. 1 PSR ‘

4.2 Tlclnifdlnaf Clopidogrel/ Cilastozol

LYD ¢ 05T

and to be continuad fur_i"._i. weoks.

5. Additlonal med:




N1sRagNsLNan1sRI6a

9. Home meds (need prescription for 4.1 and 4.2):

&

. same as pervious meds \—"(} [WWTJ{

-
l‘I

j;_._... change/ add as follow :
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ANTRAF1ITLANANTRIGD

oms?iamsswﬁauwmﬁwwmmau,as:
gauvIn1sdsuniitiadiuiiaauin (3-20%)
e discharge summary 1 first postdischarge
visit 611 (12-34%) wazin 4 Jdaviaelis
wa (51-77%)




ANTRAF1ITLANANTRIGD

e discharge summary 216 Wa lab 33-63%
edayanisanIsyiIIuau sn. (7-22%)
Lifisnan1senAlvidlaitming (2-40%) as
MILNUNARAUKRIANNUNE (65%) dayans
Wiaanwiihe/eu6 (90-92%) wagns
MILNURAAAIU (2-43%) A

eKripalani S, et al. Deficits in communication and information transfer between
hospital-based and primary care physicians. JAMA. 2007;297:831-841.




Niafigiusrulunissau (

ensANEHIaTULHNUNDETATINRRINNS

ARUILATUIU 228 578 wuIn 17 518 (8%)
tAe 20 AEs, 1 sne5uusy o

8 571 (4%) \Ardiag 13 near misses
99 1 adRnrsaiiilusyau life-
threatening wag 5 atfnsaiseeau
JULTY 99 4/13 Aastunaluny
setiiay wararue 1aifiseaau

Weingart SN, et al. What can hospitalized patients tell us about
adverse events? Learning from patient reported incidents.
www.medscape.com. Accessed 10/9/2006
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eininsalLifivistavdiAndulunnaaiy
13019 FLEUAINTULIY LLa”ﬂ'J'lﬂJﬂLLG\ﬂGl'l\‘lﬂu
msﬁamsnuwmﬂmﬂuaoammsm 1ia
ussu,mmmsuusoLﬂutsaomﬂm

omumsuwmﬁau avAlsznavatinvtiaadagd
UnAInennilaNus uIsalunstaaLnle A1sg
ANRAIFOIUANTAL  LLUULLNUAITLATIN ANTRZI
UFTENAA ANTHRJUTA

(When things go wrong. Responding to adverse events. A consensus
statement of the Harvard Hospitals. March 2006.)
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AuKU1E Adverse Drug Event

‘Any injury occurring during the patient’s drug
therapy and resulting either from appropriate
care, or from unsuitable or subobtimal care.
ADE include: the ADRs during normal use of
the medicine, and any harm secondary to a
medication error, both errors of omission or

commission.’ (Expert group on safe medication practices
meeting 4 May 2005) "

http://www.who.int/

patientsafety/highligh
ts/COE_patient_and_
medication_safety_dI
pdf



AuKUNe Adverse Drug Event

‘An injury, large or small caused by the use
(including non-use) of a drug. There are two
types of ADEs: those caused by errors and
those that occur despite proper usage. If an
ADE is caused by an error it is, by definition,
preventable. Non-preventable ADEs (injury,

but no error) are called ADRS’ (Leape et al, 1998)

o I' —Tr——




ANUKUNE Potential ADEs

Potential ADEs : a serious medication-error
one that has the potential to cause an
adverse drug event, but did not, either by
luck or because it was intercepted and

corrected. Examining pADEs helps to identify
both where the system is failing (the error) and

where it is working (the interception). (Leape, 1998,
Marimoto 2004)

N




ANUKUNE Near miss

A near miss Is ‘any process variation which
did not affect the outcome, but for which a
recurrence carries a significant chance of a
serious adverse outcome’.

The Joint Commission
states that these ‘near miss’
are ‘within the scope of the

definition of a sentinel
event'.

(Coe CP., Uselton JP. Preparing the Pharmacy:Continuous
compliance with Joint Commission Standards. 6t ed. ASHP 2005)
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ANUKUNE Near miss

An act of commission or omission that
could have harmed the patient, but did

not so as a result of chance (e.g., the
patient received a contraindicated drug, but =

did not experienced an adverse drug - -
reaction), prevention (e.g., a potentially
lethal overdose was prescribed, but a nurse
identified the error before administering the

CALCILM i — N

medication), or mitigation (e.g., a lethal i
overdose was administered but discovered mam |l M e
early, and countered with an antidote). e

(Aspden, 2004)
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ANUMUNE Sentinel event

Sentinel event Is an unexpected
occurrence involving death or
serious physical or psychological
Injury, or the risk thereof. Serious
Injury specifically includes loss of
limb or function. The phrase ‘or the
risk thereof’ includes any process
variation for which a recurrence
would carry a significant chance of
a serious adverse outcome.

(Coe CP., Uselton JP. Preparing the Pharmacy:Continuous
compliance with Joint Commission Standards. 6t ed. ASHP 2005)
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