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[

| 42
SIAIOLMAL A (patient safety incident)O[Zt SHAfOf|AH| 2EHLRSH QSiE FUAHL & &= UAT AHA
o|Lt M2 ZStCt[1] 0| & 2UFE AHB2F (medication error)t Q|FE0| 2|& ME7L, A} Es
A otof] U= S FAHUSH Q|UFE AR K BA O|SiE |FUSHAL Z2E = U=z o
7bsSt AP HSICL[2] Ol2{%H A2 2fek
HHE 5+ UCL HAQIRT|HO|ME= AR EE|(incident management)E S8l &% LHSAE BE
AAE ool Ol =20| Els M ZENAE RKAHOE Jide £ ok AHA &AM (incident
analysis)2 At #Z|o| YR JHo=N T AU0| UOIH=Al, OfEA of YojktE=a], MY ¢
0|1 O otMsHA| #z2[57| 2lsf RFAE T = UsAl, RFALS HIYERE TS AE SHE of

T2otEl Z2NAS FOICE 3]

D-‘I:I
1110

U271 o, OIofF AfAl E= At A AAH Sat

—_

okxo| BAPOIMALY TS EHESIY U= CHSHFALS] A[HESAIIHMEIE 2023E A=A E1E
SAOFHMAL D HES MG HE QICt [4] 2019EEE 2021@E71A| 3EHZE HUZl oF= SAPOIAMAID &
2,490 & M HAER A 2,1772(87.4%), ZAH| 1337(5.3%), | 7271(2.9%) «=0[U1
g 1), AR HM RS Tt £+ UJUCHAE 2). Arziel Lt A5t HIE 7|6{ 210
ot 242 ofe LM ZE AS SRS flot MEE AAT = Us A FHof| chst
2%t S2EZ ASSh[5] AL, RMRFE MAQ| 5% FEE, HIE Al A7t HYF0|

HIoH SCHHo= Ao &l QIS mfetst= o ShAIZE UNUCL

7|et & ojgtel

4.3%

THTEH 53%

YA
87.4%

(3% 1] 2019-20214 2= 2HARHM AAITHAE 21 =N (E 2,4907)
(Adapted from: https://www.health.kr/Menu.PharmReview/View.asp? PharmReview_IDX=8594)
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45 36 (31.6%)

40
35 29 (25.4%)
26 (22.8%)
30
25
20
15
8 (7.0%)

10 6 (5.3%) 6 (5.3%)

5 . 3 (2.6%)

: =

(PO T HE

22 228 mRHOGE O ux oUE N TRE z2d
Ag/A+  28/8Y 2 2pME/MEM M/

[3% 2] 2019-20214 2= SRR At ZATA 273 Y (F 1147)
(Adapted from: https://www.health.kr/Menu.PharmReview/View.asp? PharmReview_IDX=8594)

FHLICHOllA REEE of A3t Zuo]| [2M, tREEe| AH0| ZATHA & TSI, ZHRF H1
HIZZ 38%E Aot ULt 7|0{Qelez= @Al 2 ZA (environmental staffing
problems, 29.9%), &2 & 2| A|A®I(a lack of quality control systems, 22.6%) E= 2l
W=F(14.4%)0] SHI=|ACL [6] O|=0lM LEE SF AL Zo| MEH, ZHLFZY AHIE 7|6{22
oz M2 XU (high prescription volumes)dt AAst <AL HiZ| EZF(lack of adequate
pharmacist coverage)0| ZEZ|RACt [7] 0N HEE ot AFM= ZHLFEC ZHAFIL 68
o Ak ZMets =I5k, [8] HIofAet AHQINA ZEE AWM= ERE0| HYLFAAT 2E

ZHTA 2R B0 HIFO| ZAHALL O sUEH AS =AY + UUCL[5, 9]

8= H H[F0| U, ZA|

O|zF LIE =7I=0M 2EE o AA0Ms 2AR7 E= 2
279 ME Rt 7|l Cet M20| O|RMZ|L ASS & =+ UM UM, O S0|A= FHLLY,
0=, =, Hot3, A2, Old SH=9| A=E2 AUM 1 =22 ZAtE 2F MERQR 2
S AJlftL, OIS HIZCZ U of=9| SAPRMMALIE DSHSA| AR Tt T Eekol| ol 1z
HULE,

‘of=(community pharmacy)’#t ‘ZAE & ZYUEO 2 J|YES FES =Y AMS
Sl 2 AFE ZASIRCE M Y =7 2 71 =ME 20221 ShRozUTASIS|ob THRHEAoMY
LZeE B HUshEo| Ofsiet 48 WAME HuStCt Het IS AR W8S

I_

=)
oiRCM, =2l Haot Hel 0 22| &M0| M2 M=S OfZiCt
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1. FLich 2Ef2]L RN $AlEH Buztz 24 AL[6]

2 93= 20184 43 1€RE 202143 68 30Y7HA| JHUCH 2Ef2|Q 0| 7|8ts & oY

[—

18 o

>

o HE 4 Jid(Assurance and Improvement in Medication Safety, AIMS) 20|

AERR0| CHe BEd &E, M| ¥ 27| otgS FESIACL A7 7

2
Pl
N
HL
}_
ro
|0
..I IHI:I
ol
r2

= =
= O[HIEO ol 7| 2MS +ACE € 7[Eh 21 4ol= 229

1}
ol

B REJH Zotk|o| AT BME S5 0| JHE ofES Eot LIS SAAZR DFSISIC

Z 2,8567H A4=Z0M HE 31,768712] At H F 19,6397 AtADb 12,1292 ZHRFIt
ESIE[QICE 2018 AIMS Z2IMZ Siste O Y2 HI0A FAHSH 712 001, 2ER2|L
=0 HO| 60%7t &t 7|12 S 2 12| MAS HEUCL B 42 10%E ZA|St= 2=0iA]
A & 57.2%2| AdE EUsCt RS A2(90.5%) 2HAt Llsl= EUE|R| QUCt 7+ HIHGH
M |0l B24Est o%FE (incorrect drug, 19.5%), &&X(concentration, 17.2%) E= &
(quantity, 14.5%)0| ZSE|ACt. CHEEC| AHHO| HEE U™ (order entry, 39.5%)5tLE 2A|5H=
1t (medication dispensing, 33.6%)0{|lA ZASIACHE 1. AHA THA|). 2F 25%2| Arz10] &3 2t

EE BAfel BUE J|R(patient agenh)Oll o3 HOlEIQict Y|oLQlozE BAMQI o1 2

=

(environmental staffing problems, 29.9%), $2 & 22| A|ARI(a lack of quality control
systems, 22.6%) E£= A WF(14.4%)0| ALt A= AES 4MEH MYy 4= 2 1

ofel AN SUHAA(11.6%), LU|R0|E(7.5%) & SF2H(6.8%)7t ZSEIUCE.

00II
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[£ 1] SER| =0IN BIE AZi0] S3 (YL L)

HaE A

= A (M=31,768) M (NV=19,639) THRR(N=12,129)

A A
{4t 124 (Order entry) 12,555 (39.5%) 7,053  (35.9%) 5,502 (45.4%)
2| (Dispensing) 10,669 (33.6%) | 6,533 (33.3%) | 4,136 (34.1%)
HZ MEf(Product selection) 3,100 (9.8%) 1,964 (10.0%) 1,136 (9.4%)
M= (Delivery) 1,298  (4.1%) 1,073 (5.5%) 225  (1.9%)
24t (Prescribing) 943  (3.0%) 584  (3.0%) 359  (3.0%)
O|AtA-E (Communication) 679  (2.1%) 562  (2.7%) 153 (1.3%)
E9oF(Administration) 473  (1.5%) 414 (2.1%) 59  (0.5%)
22 (Storage) 309 (1.0%) 179  (0.9%) 130 (1.1%)
3= (Supply) 306  (1.0%) 211 (1.1%) 95  (0.8%)
7|Et(Other) 1,324 (4.2%) 1,018  (5.2%) 306 (2.5%)
0|4 (Missing) 112 (0.4%) 84  (0.4%) 28  (0.2%)

M& 7|2l (g2l 109)

23l (Interruptions) 4,086 (12.9%) 4,019 (20.5%) 1,214  (10.0%)
U9 =0 =AU ¥

(Independent check due to 4,053 (12.8%) 2,445  (12.4%) 1,608 (13.3%)
high-risk drugs)

XA ntCH(High volume dispensing) 2,995  (9.4%) 2,053 (10.5%) 942  (7.8%)
HEot AZ2(Heavy workload) 2,982  (9.4%) 2,138 (10.9%) 844  (7.0%)

Halj2l HAE 22| 28 (Failure to

o)
follow established process) 2,742  (8.6%) 1,427  (7.3%) 1,315 (10.8%)

Y0l ot ofsf &=

(iFemeasioss o e 1,713 (5.4%) 1,222 (6.2%) 491 (4.0%)
o| 2 (Fatigue) 1,531 (4.8%) 962  (4.9%) 569  (4.7%)
| 23 sol(Equipment control checks) | 1,440 (4.5%) 894  (4.6%) 546  (4.5%)
22 (Noise) 627  (2.0%) 447  (2.3%) 180  (1.5%)
Ql=ofA| 942 4leK(New unfamiliar drug) 538  (1.7%) 320  (1.6%) 218 (1.8%)
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7101 MR 221 Soll= Lali(interruptions, 12.9%), 19 2[2F=0| et OISHE(12.8%)2t ZAIZ
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=Ef2|R FO|M AIMS E2O3S Al 0|2, ARUM E1sk= 7t oYs| S7134CL = A+
AIMS Z2OMS AESt= of=ol &0 +Z0 st SFHat 27| st5 7|81§ AHSSHUCE. U,
=2EfE|R F HA| A=l 60%U0| 24 149 ARMS HUZY| W20 20| F2dgut RE AR
CHeh &30 O|R0)| st A&KAQ u|]2 27t HUE ZZste O =50] E + AUHh 2EER F HH9|
ofx ME7HS0| Eishs HIket FHO0| RE JIGHH QUFE AFBRRE =ttt d8= ASKHe=E

ofofst ok ARIS EASkE H =30| El= AEa 2|aAS JHASHE O =F0] 2 ALt

2. Ol =M F fAMR|OM et Hutg 24 A7[7]
2 ¢4= 02 Rl=M = 2ALE[(New Hampshire Board of Pharmacy, NHBOP)O|| HEIil%El
of=9| AR CHot LMED 7[0{201S Hotshs| floi +AEUCE 2007E° 2& 1LREH 20124

78 31¥7A| NHBOPO| 2uE ZA=2E HAESIRCLE FE 7IE517| 2/oi NHBOPOIM JHEE ‘HZESHE
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[E 2] XY o]l THA|(Stages of prescription filling)

TS0 W 4% MUHO| Mt A AW, WA TE FaMoz AR £
25U M U BAF HE YU OFF ZRI0| M AAHY| FEE U

3t A 23 ZH, A%, 2AYS TSI OlE F|

AT OMAF HZ Bl A9l EE O} Ol £3E DE S AESI WEY B

Olfrdll= XY AZEQN Z2IUOA e EE, HSAF ASAH| 2t AR,
tAjQtol oMAE ERY, okE 2= a¥d HHE 2y SO

(0]
unl
=
]
N
a
rion
=)
Am
0x
Jhok
ro
_)I.I_I
o
]
n
o flr

27t 2YsHL 2Atol|A NS EoS0] EAfLt

HIAAH AZFS ME

2]
fo
_O'E
nl
r2
0x
o
njo
K=l
=]
ol
FI'F
IHIO

& 689 27 & MLt LR ME2 X{UH(78%)2t FREIUN, AUAV DFA[HLZ 2RI5H=

SO BH(G1%)5tRAL, S HLHS Y=si= A S 2l (26%)sHACH(AE 3). AY 2 2t
HE U™ T F 20| 73%2| LFE HIUCHAE 4).
60%
51%
50%
40%
X
ol 309, 26%
uF
of
20% 15%
10% 4% 4%
<1%
0% N : =
1CHAl: AEE 2CHA: Mg S 3THAL M & abHA: fAF EE ST AFE B e THA|: =HAL0)A|
+3 ST R gol 3 54 20l k]

[2E 3] 24 e F 2UE AMHELF TAI(n=128)
(Adapted from: Helen C. Pervanas, et al,. Journal of Pharmacy Technology. 2016;32(2):71 - 74.)
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80% 73%
70%
60%
g 50%
Ol 40%
i} =
o 30%
20% 15%
10% 6% 6%
0% = =
=g SFAF ol o] 4

HolH B5ot= Are

(23 4] 2EA 2% - HOo|H YH(n=33)
(Adapted from: Helen C. Pervanas, et al,. Journal of Pharmacy Technology. 2016;32(2):71 -74.)

15t okF E2F(incorrect medication, 40%), £&&st % (incorrect doses,

[

kb

CHl: @8 24
31%), BA=tst A|E (incorrect directions, 12%), H£4=tst 2t (incorrect label) 2t HAstst 2|2
(incorrect refill) #0|QUCt. 2HO| AUAH29%)7} 225H= Zi0f| HIGH 1HO| 2UAH68%)7F 2FE uf

REJ O UL, 27 LA AZHf| M= F2LO0| 25%, YO0l 20%RL, 63%= 2F

r

AlZtol EMSHCE AR HEsiME SR 250~3004Y o 7Y 52 2F7F LMD (19%),

151~200742t 201~150210] ZZH 14.7%RCH(E 3). O|2Igt AF==0A AL 1 27 o 22
90%, 80%, 77%2| 2F7F E1E|RUCE

—_

=9t AItE J|0jeoloz= B2 XU (high prescription volumes)at &St OFAL HiZ| £
(lack of adequate pharmacist coverage)O| ZE8Iz|UCt Z{2F0| T2 Q0N AFALZ} SHH 22

=29 YAHS E5H7| 2fsh

St= AlZtE =21 U] & 2
(formal technician certification program)2 A|HSIH 2E AIBRLEE ZAA|Z|L 2ARIHMES

SUAZIE H =88 & = AL
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3. 8= o= &0 At *F B9 EtFY AT [8]
™

o F2 FAMZ2 UM RHRF L ZHRF0 Cfe A7t E1 A|AHI(a self-reporting

system)Q| EtfFEE ZAlGH= Ol UL E3h =0 25| Edsi= 7 E= 2T RIS It

Sk= Ol Uk 20014 F= BHEO| T|Yst= Z2Z(An organisation with a memory, OWAM)’

SOM[10]71 HZH=[EHA 50| 7|2 WolA 25t ZAH LT 2 2R st EE 3sloF &
(o]

TN Tifst 2140] HOICH.

—_

T

ola] A4E HA Az 3 SHS LA6tE +Yst0] AESIICE O] Efdd A A0l &
2

~—"

ZH & 51,3578 30M ZHLF 392(0.08%) 1 ZHLF 247721(0.48%)0| &RIE|UCHIE 5

ZHLFECH ZHFIL 6 O AF LM Ad=oMel 2E HHo| F24S LEMICE 7ty Sot
IAHRE = ZHRERERE BYESE 8(incorrect strength of medication), FAESE ofE
(incorrect drug), £&skt Q (mcorrect quantity), £&d=tst A (incorrect dosage form) ¥ 24

8I5t 214 (incorrect label) #0|iC}.

25

mxHes WIFes

20
ng
Ofl
I
I o1

o N i 5 I

x}g l:l "6;

EHE=st 22k

i

=]

[¥n]

%

=k
=

7t /5 0l

rm

St st s L Cinidi
gote gt Ae RE=Y FE=
9

jor= ?:;"E(strength}

o rOl'

=5(Wrong
bag/miss itmes)
(13 5] ZHLFE ¥ 22RO {3 (n=286)
(Adapted from: Siew-Siang Chua, et al,. Drug Safety. 2003;26(11):803-813.)
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ZHA OF EB & e MEE F E= 2R YHEL At B4 AAQ] 21t O
Q8 Aoz LENICE 20 Y52 ESH A7 B AA7 A 7HsSHH YR QIME|ETE 220] E
Z0|Z|2t O] AHAE AL ASE AOI2ts O SCt O] A9l FTFH Zutet 0 of=x9o Y44

Ojed= MEE AF B AT 48X0]1 He Jhssitte A= LI

4. HIOIS o2 40MHAUIN 4HE T A2 EY HT[5]

2 gi= 2004E 8 £ 2767 HOp of= 4074 201N RHE|ULt. CO[E =
4712] RS B2 Uz A= W M HEIME ESIUE=H, 3 & 7= =0 oo EZAst

O|AlHl= O] Z2HMEZS 2[5l

01)1
ﬁ
HU

N
>
1
X
H
Y
lo
1]
N
Y
o
u
s
u::
£
0
ogl
ro
rLHE

AYHMOtCE of 7ol Al (cases)Z ZHotR, 2 A= o JH 0f&el At (incidents)O| Zg
E|ACE M o SfAt 2Y AIAHIY| df2t B4 S

Y AFAfA AHZS IR JlE EMS FHSIRCH, LEES 95% ME| FUOIM AlLSIRACE.

E AS 2RI, QA2 ARl B 249

= =

A 1,015A9] A & AL +d 976At, ZATAH ZHELF 22941, =2A|2F 203
A, 2] 198AtI9] FSOlgAtH|7t 2RIEIRICt @EE2 MY 4 23/10,000, ZA|THA 28
2%F 2/10,000, ZA|2F 1/10,0000|UCt. EAA =FHe RE= X9 EMS Lfl6l SE=/AC

0|2{8t @=0| [HHELS J2|1 ZMACR JIA AzUst 2= ZA| 1Ao| YU (transcription) THA|

Z4 J__l_l.

O

’

OlA 2HACHE 3). Y= TR JY YEE A7 AL UHSIH =tEPsts S 2ottt

Of Z21p7t CHE HAS0IA 2QlE Hiet SYSHA| Y2 Olf & oiLt= H0I2e 2 A=UAM 2/fF

EES 2 MRl $1 HE 2 U=z ZAEH| 20|

[ 3] EoF 1t¥(medication process)dt ZHE ZHLE RZ(pooled dispensing errors) (n=365)
=5 (%)
9|2 (doctor’s office)ilM Al2tEl F/MLF 19 (5.2)
= @EZ(Errors in transcription) 237  (64.9)
ZAH 2F 57  (15.6)
£ 2% 50 (13.7)
U= 22 (Errors in counselling) 2 (0.5)
A3 365 (100.0)
10
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lo
19
i
=
Ok
=
)
N
mlI
0=
_ol'g
FG
E
v o
=2
m)J

[ 4] " =& (Prescription correction)2| 0|]f(n=1,015)
A Rl

HLRF0 ChHst =9
on the prescription)

2 (Community pharmacy had concerns regarding errors

A mE 27}

= ==

7|Ef: ZASHA| S QUE, Bk, Y, 8H

A7F A

0%
ri
oX
mjo
o
_O'E
rir
o
40

’

2stiAMol 0|8 (Practical reasons)

7|Eb: 2 B2 ZAEE 3 YE/ YA Y2 L2

1

 AdS

244 (%)
71 (7.0)
207  (20.4)
1m (.
232 (22.9)
521 (51.3)
244 (%)
91 (9.0
144 (14.2)
20 (2.0)
25 (2.5
80 (7.9
3 (0.3)
55 (5.4)
76  (7.5)
494  (48.7)
1,015 (100.0)
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5. ABQlo] 3 SO|M £ 2N HA[9]

2 & 42,0009 M F QUE ABRFRE F 2,11772E, 1 3§ HURR 1,127H, RARE

2167, ZAHA 2HERF 77420|UCt. A 7|2t S A2[E AHY HAFE J|E2E 5.0%(95%
ME| f2+ 4.8-5.2%)2 RLEES AL HURF F JHY 25 A2 =Y XL(26.2%)0IALCt.
ZHRF E= ZATA ZHFT I 7Y 28 Y2 SANS EY Tl 0oL FOf ST QU=
H(17.8%)2r EXE|AHL £z 2tab &el(12. 1 2| YRICEE= 9I%FE LHA|(4.4%),
A 2 (1.5%). Z2XE QAE ZH(4.4%), AAE 35
(3.6%), d2|1 UEZ-AE 45AE(2.0%)0 UUCL ZHLFZFA XA A ZHELTM 2FE8
P 1.8%2 0.5%%UCt. RLFE AQE=ZE EZRAS O, M 78t I (73.6%)7 71 TR, =4
A9(49.2%)0] 27| 2 A= LIEMGCL 7|EF 2Ap Y Aol HIEO0|Y ¥ HE F2fuh 2
A, Hzmg #H ZA6.3%)7F  JUCE ¥ 7H FI & Bz HUp=H
(transcription-based, 18.4 %), O|2{3t R = AT3| CHA3MCE =2 HY Y SANSH HY S8
Y HIz YEIL JpY Wy, ZRE 9%E HS(wrong drug provision)0| 1 FE O|AC}. A
ZHRFRE 7.8%=2 HUA|D, Fz FZE LUt 82F(wrong strength(0lE £0{, 25mg CHAl

50mg) and wrong dosage)O|UCt. U THAOIAM 7t E5HH LHE _FRE= ARE EF

I:I

O

1SS0l AMEEIRRT HHEIR| 2 2fE 8%
o

rlo

il

(wrong strength), 2= 2|2FE (wrong medicine) 2t &2 E 82f(wrong dosage)O|RALt.

12
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ZMstA| ots QHE, ZE, 83, 8% (Prescribing a medicine, strength, quantity or

dosage that did not exist

YA YE w2

TAA FHEE ==

HiASH Q2 CHEE X4t SN EDERT, ZARFEE BTt AICt A Zat 3
RRE AHYsks HO| 71y gttt 7 FHOIAL, YA 20| 7t HUCH26.2%), 2

53.2%2 FYSIAULt. ZALEE ECh AT ZZPLRE0| O sU=H|, ol =0 &
i

12 = A= LFRE HYsks St HES = AARRICL =
L
—

=
AAGO| OJOHE ABOR AT} FR0IM 018 W 4 9

14(%)
555  (26.2)
134 (6.3)
103 (4.8)
63 (2.9)
72 (3.4)
31 (1.4)
82 (3.8)
87 4.1)

14(%)
378 (17.8)
33 (1.5)
268  (12.6)
95 (4.4)

14(%)
77 (3.6)
95 (4.4)
44 (2.0)
2,117 (100.0)
=ost
HF HAE2
H2|E Sol
T1E S EHe=m
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| A
O|do 2 JLict, O|=, F=, HIOLT, AHQIOA U=Zo| RA|F0| b6 HHEE =F LHES Ah

o — =
ULt = FEFH A= MAHHCR AT ARIMA| ZALFE #ASH YHi= 47| AL, ZALE

- O

HT

3 LI8S HIZIOE IY oTo| BAQIMAIIE ISHEAIAN St

E.

Ho

02!
O

E-|5|'|E°"

AR, dHHOZ ofxo| A WHUM EOR= 2F Lo et JAMet mtefo| 7tssttt. Eot

o
ZA A ZHLRY ZHRRE Z2 +E0 1L M RS HlwsliEs YA HusiE TUACE =LY

FI

o
HiME =2 ZAR0 et &M /& TS 26 21 HISS &0l= A0 225ttt 0| Llsh

CHRIOFALS] A|HEAIIMME = 24| & TAss YR et 7 EMat 21 Edst yers o

Ol
Fl'IZ

O %S SUx SIh 20244 6%, A AL Y= OJUE ARQE
AU QR0 TR Y YA [HAOR MBZAE £HSI0] 1 HIE HIEOR ool

det Wets orE o Yo\t

o=

o
re

HT
[
e

=M, 7112l tiet EMS Soli 2AdS mTesis 2SS EUX0| = A=0ME 2F0] CHet

71281 AMAIZt ZasITh. S, CHoICfALS] OffA| (R2H8) B SHAfeHHAILL B AAH0| HAHE &

—

-

T MA HOIN AL 1S TISSHES OHHSR QUCh 2L, 2019WRE 20214710 HIARE &
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