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Diagnostic
Stewardship
and Test Result
Management
Using EHRs

When diagnoses and test results are not properly communicated or followed

up, the potential exists to cause serious patient harm or death. Providers have
begun relying on the electronic health record (EHR) to help with clinical decision
support, to track test results, and to flag issues. However, the EHR is only part of the
solution. “Technology is just a tool—there’s currently not an algorithm that is going
to identify all the key elements and analyze them to give you the correct diagnosis,”
says Lorraine B. Possanza, DPM, JD, MBE, program director, Partnership for

Health IT Patient Safety.

According to Patricia Stahura, RN, MSN, senior analyst and consultant, ECRI Institute,
three key components—the diagnosis, the treatment plan, and the follow-up plan—
must be clearly communicated in the EHR. “The information must be accurate and
must be written so that future clinicians looking at the EHR can understand it,” says
Stahura. “If you have faulty information or missing test results, you are predisposed
to making a diagnostic error.”

“If you don’t get

the diagnosis right,

appropriate care

cannot follow.”

To help “close the loop,™ providers must not only fully
utilize an EHR designed to meet their practices’ unique
needs, but also recognize the importance of clear
communication, both among caregivers and between
caregivers and patients.

“You need to have all the information and test results available, and you have to
know when and where to look for that information to make the right diagnosis,” says
Possanza. “If you don't get the diagnosis right, appropriate care cannot follow."

@) mene

ECRI (2019). Top 10 Patient Safety Concerns for 2019. Retrieved from https://www.ecri.org

]

IBRmE Quality, We Together!

®

%ﬁ%ﬁ




— ~ MEREE B RIBIE 2R A YR &
 PIIEREM -

=Bl E "THEEERA L Z8E -

BEERA\EEROERARFNRMR | 0T 02 BREH LAE
B EREEBREANGE - | oS ETHES

3.232 XIS [ 3 i@ 15 15 2 fm ARI MR R R 5 2 -

ERm2HRERER  BailAE - BEoEFETHEE  BHET
B N — RO B s DY et -

HARMARERERS - BEEASSRNTIHIER - BREERARE
N EZREABETRAS DY -

HREBEBARMNE - BRISEAENMESEERIE - W0
RS ImES - DURTT s et -

HREFBBBREBA - RXFPISHEIRER - BREASERE
HRBBEDIUEAETRIT - RS ARE -

(‘IO@ WFEHE EKRkmHE Quality We Together!




NO.145 2017-A-06

SE2RALZZTEWMARFA(TPR)
ZEREE
T EBETERAEZRBEESRIIGE B LUEEEBRIE

IRBS
RBEEERENRAEEZNEEREERFR/EILETEFIIER -  BREERE
HmEE -
ERIEE
1 R RO AEERE BARREERNEEIRRUBONE |5 ENASARCREET JRESREES ERA AR Wan g

(MEE) BERH - RMENELEE - REREEE A SRERETEREORERTENESE  SAUSANEREE

2. BE8E - BEZAEZRBESNRE (NBREX)  IXRFESFE B— || FLALE EZ0EREERNEREN -
REFERICREFE RAUNERECERNCETRENINE - |6, HNEFREIURANSN(( NEFNEMENEARE ) - EEES]
3. Eﬁﬁ/@?}%ﬁi&ﬁ%'%H/\EUZ\ZE%EEEES"F/\E@‘Eiﬂﬁilﬁﬁﬁﬁﬁﬁﬁ’ﬂ EEstE  LETREBETEER -
EREFTHERR - EERAETR—AR EEXIEMHAEENES & |7 HEEESEIER SEEEIMPERILIERRSERS  SHi
GRTEHEYE (bystander effect ) - BEAZRLUBEMABER - %56 RABNEH - TESNTHRER (_ARE )  fEEE)
HEESEAEFED - EVEIERENNFGSHREEERELR IREL2EE  EIRE
4 BEEFDROESIEHN INERCEREREERRERNAAR || SRNEBIESIFRESL -
ETRE UWEREEEENTFNEEASERIIR 2 — B-1EIRE
R EEEDAR EEENELSRE DEIESHBEAE




A% B R SRR R — -
AXNBHE

B
W SRR A REEA T EEE
DN SEERRFERESRER

T4 14 ) R R I B2 3 5
RAEMERE AT EEE
0B8R 2 MR- A TR/ ESIE
77 rjcgz’;atu SENE - GEREEKN SRR

LR RSk AT AR EE
FALLLDIJ/J\E%%ﬁ%%ﬁ%EKE

% E3EEET ﬁguﬁu,famsaewzﬁglé

DR RRRm AR RIB R R E S INEE
SEHAEEBIPAPTEEIE

EREBNNLRAL LRI ERERRAXSES
F)\Hﬁﬂxxﬁﬁﬁj/é}r&{b%/m ABRTREREAMGRE
SME - BRRERENET

DTEE e tat R BRI ER R INAE B LU (BB 2

E%4%‘ﬁféf/\&i\émiﬂ\%ﬁt‘“ﬁ\ﬂﬁ%%@lJ - Fa Al - goo.gl/kXul)3 .
30

A-|-|-A EFEHE ERKMmE Quality, We Together!



goo.gl/kXuJJ3

REZEHIRHBAZERAR —E3E-
=k )’l,%

SREFAZZEL

147 B e

D160 ErEE e

W

=£ 4
BR=Z=

allk

ZEERAZZENRANZBESER\EEZEA - @A  goo.gl/kXul)3

@OP) EFHLiE EKkmE Quality, We Together!



goo.gl/kXuJJ3

.,
. HEZABRIEEERRERES
/¢ Joint Commission of Taiwan

EE_
=1 J"A;téjdl:,
L s B 1R 2 IEEZ
EEMAZEEHE




I 0,17 50

/

o

SEREBERAZEXCHEIRIE
REHBAZENERERES

WS RE TEH

\_
/

O

-
/

CIRAE %%Eﬂ& REEFRBFMASRERRE

=

AN

o

-

= BERAZE

8 (B EAA

ATEZEE

BIERAZZEEHNEMKL

@ WFEHE EKRkmHE Quality We Together!

AN




. BEZEAEBREEREmERIET
¢ Joint Commission of Taiwan

— AR B
2 E 5%




—  BEWBRARSCREE - TR
BT BB HHEAZ MRS B2

EMEALZENICRE - olsBISEE R B
EEMERAZEXERAE - SHHHAEITER
ETRREANGR  LHARBAEUANZ SR

@ 2B RiE -

BHBEEREX

IE . SRR IE R A ERSERHERRREE  THEEREEY
ZEW(EHEBELSY  FIEIETERRR - BB ARRERE -
BN E -

R EFEEHBFIIR - TERAZEREER - #
SRLZSHTEMAKNHERERLIZE  ESER
SREAEEN FABHBAZZEETRNELUL
AL

D) WEFHE BRSBE Quality We Together!



ETFEiELHBAZENEERES

— - BEMBRAZR BRI - WHEE "

12

SERARZEEL
RYARA MG - KB
BT EERLER
ZHERERERS -

T — =1 &~
ENMARZRTER Patient Safety First

. BEREAETNBAZZEBANEERAZENIL
HYBR -

RIRLEE - THHE
Speak up for Patient Safety
EHAREZEENESE  RUEEBEEE LHENR
- HRZBRERLEELUETINANIELEERE - LEHZ
SETPHNEREE RSB ABER - 5XE
STZFERRLK -

) 748 =2 /=15
MZIRE/R patient Safety WalkRounds

T EEOUUBAZZRERGE - ABABALES

R RIEA TEREAZZNER BINELHNE
RaiE

WFHE EKRKmE Quality, We Together!



AHEZEX{CHIFE

safety climate measurement in health care

measurement in health care, Flin, Burns, Meamns, Yule and Robertson (10) identified 10 common
themes that were prioritised or included across the range of measurement tools. These were:

1. Management/supervisors 1.5 'Jﬁ‘? BA:R

2. Safety systems 2.% > &k

3. Risk perception 3. b & ELEL

4. Job demands 4.1 item »

5. Reporting/speaking up 5.:8 3R/ 5 B Fr, % )’§ g

6. Safety attitudes/behaviours 6. AL B/{7 5

7. Communication/feedback 1.5 [ 4

8. Teamwork 8.& & iF

9. Personal resources (such as stress) 0. A F'ﬁ A (4,‘;» : }T& 4 )
10. Organisational factors. 10. &= %\« 7%

ERIZRIER : https://www.safetyandquality.gov.au/sites/default/files/migrated/Safety-Culture-Assessment-in-Health-
Care-A-review-of-the-literature-on-safety-culture-assessment-modes.pdf
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11 Tenets of a Safety Culture

Definition of Safety Culture *

Safety culture is the sum of what an organization is and does in the pursuit of safety.
The Patient Safety Systems (PS) chapter of The Joint Commission accreditation
manuals defines safety culture as the product of individual and group beliefs,
values, attitudes, perceptions, competencies, and patterns of behavior that
determine the organization’s commitment to quality and patient safety.

Use clear, just, and transparent risk-based processes for recognizing
2 and distinguishing human errors and system errors from unsafe,
blameworthy actions.

Policies support safety culture and the reporting of adverse events,
close calls and unsafe conditions. These policies are enforced
and communicated to all team members.

Determine an organizational baseline measure on safety culture

performance using a validated tool.

Use information from safety assessments and/or surveys to
develop and implement unit-based quality and safety
improvement initiatives designed to improve the culture of safety.

Proactively assess system strengths and vulnerabilities, and
prioritize them for enhancement or improvement.

See Sentinel Event Alert Issue 57, “The essential role of leadership in developing

ry
P77 The Joint Commission a safety culture,” for more i and
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On World Patient Safety Day “Speak up for Patient Safety”

Patient safety is a serious global public health
concern. Estimates show that in high-
income countries, as many as one in 10
patients is harmed while receiving
hospital care. The harm can be caused by
a range of adverse events, of which
almost 50% are preventable.

Without improving people’s access to quality health
care services — a fundamental principle of universal
health coverage and key to achieving health-related
Sustainable Development Goal (SDG) 3 — the
occurrence of adverse events, resulting from unsafe
care, is likely to become one of the top 10 leading
causes of death and disability worldwide.

for patient safety!
No one should be harmed A

® ¢ World

"’ Patient Safety

DQY 17 September 2019

in health care
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I Speak up for Patient Safety

1.Put your patients’ interest first ﬁAﬁtﬁ?E L

Correcting something which is not right, however small it may seem, can make a big difference.
“We are not looking for credit or pinpointing other’ s mistakes; we are encouraging each other to save lives and prevent

harm from reaching our patients,’

2.Treat mistakes as learning points 223 #553

Human errors are unavoidable. How one views and learns through the mistakes can shape the level of trust

in the organisation’ s work culture.

"Nobody who works in a hospital wants to make mistakes. If somebody checks your work, it" s to help you
avoid mistakes. That' s out of concern for the patient, and for you too. I’ ve made errors before and felt
awful when | found out. What is more important is that everyone learns from them/”’

3.Be tactful ZWiESEHRE

"For example, instead of saying, ‘thisis wrong’ , you could frame it as a question, such as, “Could we
please reconfirm?”

4.Learn from others &R E1{th A B .

Seeing how others voice their concerns and are supported by their supervisors and colleagues can boost
your confidence in speaking up.

@://WMC@Ekgﬁ&IENﬂtaﬁlpngaﬂmmcine/spotted-a—safety—concern-speak-up-for-your-patients



Patient Safety Leadership WalkRounds™ @ﬁl)
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Patient Safety Leadership WalkRounds™ EI-P
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Step by Step Guide to Quality and
Safety Walk-rounds
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https://www.hse.ie/eng/about/who/qgid/governancequality/gswalkrounds/quality-and-safety-walk-rounds-a-

Step 1

Establish Teams

Step 2
DevelopTraining
Programme /Refine
Tools

Step 3
Communicate
Schedule

Step 4
Undertake
Walk-rounds

Step 5

Agree Action Plans

Step 6
Track and Report
on Trends

Step 7

Evaluate, Spread

and Sustain

Set up Steering Group/Project Group
Identify coordinator

Identify leadership team (Visiting)
Identify unit teams (Participating)

Identify training needs

Develop training programme / workshops
Review available tools and templates
Customise and test tools

Agree measures of improvement

Develop a communication plan
Create schedule for year

Notify staff

Remind leadership and unit teams

@ Meet unit team
® Meet service uers/family
@ Discuss quality and safety topics

Record agreed actions
Circulate to team in draft
Confirm actions

Update central records/database

Identify trends

Report on progress to relevant committees
Close the loop on actions

Review effectiveness of process

Analyse outcomes and measures of improvement

Identify further training needs

Share learning with staff and service users locally

and nationally

Terms of Reference Steering Group
(Resource 1)

Contact Information (Resource 2)

Walk-rounds Process (Resource 3)
Opening and Closing Statements
(Resource 4)

Customised Questions (Resource 5)
Transcription Template (Resources 6)

Notification E-mail (Resource 7)
Notice (Resource 8)

Leaflet (Resource 9)

Schedule (Resource 2)

Transcription Template
(Resource 6)

Transcription Template

(Resource 6) or

Action Plan (Resource 10)
Communication After Walk-round
(Resource 11 & 12)

Transcription Template
(Resource 6)

Action Plan Template
(Resource 10)
Database (Resource 13)

Database (Resource 13)
After Action Review
(Resource 14)

co-designed-approach-toolkit-and-case-study-report.pdf



https://www.hse.ie/eng/about/who/qid/governancequality/qswalkrounds/quality-and-safety-walk-rounds-a-co-designed-approach-toolkit-and-case-study-report.pdf

Impact of Staff-Led Safety
WalkRounds

Table 1. Examples of comments made to Team Safety members
during walk rounds

Request for education and consistency regarding insulin administration.
Care delivery = Missed and delayed orders after new order process implemented.
« Difficult to access virtual medical library and electronic drug handbook.

- Incomplete hand-off from cardiac catheterization laboratory to other areas.

C icati
emmunication « Difficult to access electronic version of policies and procedures.

Plastic bags covering clean linens pose risk to toddlers.

Environment i i . i . o
MNail and screw tips protruding into drawers pose risk to staff and visitors.

s |Insufficient number and remote placement of resuscitation bags and
Equipment masks.

= Missing pieces on ECG machines.

= |Inadequate communication between RN, transporter, and radiclogy
Intrahospital transport department.

« |Lack of process for providing staff to accompany and stay with patient.

- Inconsistent naming of trimethoprim-sulfamethoxazole (generic vs. trade).

Medication . . . . . . .
Risk of medication error involving patients with same last name.

= Difficult to distinguish patients from visitors with current system.

Securit
y - Difficult to monitor/control visitor movement infout of care areas.

= Acuity/census changes faster than number of RMs increase.
= Difficult to maintain appropriate skill mix when acuity rapidly changes.

- FEHEHER - SXFETZENE  BEMEERERZEEIE - LESEZEMAR -
«  fEEFAHRQMHEIE R - ZEHWOILUESHEF EERD - 10 : IRIFEEBE
B(SREN)  BRIRLE - RarlE  RNEE - BHRE - A\ERXEF -

https://www.ahrq.gov/sites/default/files/wysiwyg/professionals/quality-patient-safety/patient-safety-
resources/resources/advances-in-patient-safety-2/vol3/Advances-Montgomery_42.pdf

Staffing
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What is resilience?

Life may not come with a map, but everyone will experience twists and turns, from
everyday challenges to traumatic events with more lasting impact, like the death of
a loved one, a life-altering accident or a serious illness. Each change affects
people differently, bringing a unique flood of thoughts, strong emotions and
uncertainty. Yet people generally adapt well over time to life-changing situations
and stressful situations — in part thanks to resilience.

Psychologists define resilience as the process of adapting well in the face of
adversity, trauma, tragedy, threats or significant sources of stress — such as family
and relationship problems, serious health problems, or workplace and financial
stressors. As much as resilience involves "bouncing back" from these difficult
experiences, it can also invalve profound personal growth.

While these adverse e~ much like rough river waters, are certainly painful and
difficult, they don't “mine the outcome of your life. There are many
aspects of your | 1, modify and grow with. That's the role of
resilience. Bece it not only helps you get through difficult

rou to grow and even improve your life along e

circumstances, i

13,

=i\,

The Joint Commission Journal on Quality and Patient Safety

Conference Report

Resilience and Resilience Engineering in Health Care

Rollin [. Fairbanks, MD, MS; Robert [.. Wears, MD, M5, PhD; David D). Woods, PhD; Erik Hollnagel, PhD; Paul Pliek,

MS; Richard 1. Cook, MD

system is resiffent if it can adjust is functioning before,
during, or following events (changes, disturbances, or
opportunitics) and thereby sustin required operations under
both expected and unexpeated conditions. Resilience is found
in complex adaptive systems such as health re, which have
specific features that encourage and require resilience. The study
of health care resilience has the potential to expand the under-
standing and application of resilience concepts in health carc
and other safety-caritical domains. Resilience makes a large but
largely hidden contribution to patient safety. This artide is a
ry of the workshop ldeas to In jan: Stimulating Col-
laborations in the Application of Resilience Fngineeving to Health-
care, held June 13-14, 2013, at the Keck Center of the Nation-
al Academies in Washington, DC, sponsored by the Universi-

ty-Industry Demonstration Project of the National Academies
and b}- the MedStar Health Research Institute. Th "ng
consisted of presentations from resilience experts

from acute care safety practitioners. The goal ¢
was to search for possible applications of re
care, and to simulate collborations betwer
ernment, and industry stakeholders to pursw

resilience engineering in health care.”
The purpose of this artide is w provide
L P ; .

binations of usual and unusual demands; environmenal dis-
ruptions; variations in staffing or other resources; information
losses or cormruptions; diffuse, varying, or conflicted goals; and,
critically, incessant change. It is the resilience of these systems
that gives them the ability to produce success despite condi-
tions that could easily lead o failure—and that allows them
to recover quickly and safely after failure. Current understand-
ing of resilience is based on empirical observations of work do-
mains. An example of resilience in action is shown in Sidebar
I (page 377). In addition w emergency departments (EDs),
studies have found resilience in operating rooms (ORs), 1CUs,
clinics and home care settings, air wraffic contral rooms, com-
puter nerwork operations centers, and military mission envi-
ronments. Some resilience demonstrations from other domains
are shown in Table 1 (page 377). Although different in many
respects, these domains all involve high stakes and substantial
risk—while workloads and operational tempos widely vary. The
domains use complicated technology but also rely heavily on
wman experts for direction and control. Their operations are
wtly, resulting in constant economic pressure. Human work
quires coping with complexity and uncertainty. Finally, these
ik domains exhibit continuous technical and organizational
ange.

no . - P o feon

-
S

AMERICAN PsYCHOLOGICAL ASSOCIATION
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I ABER(resilience) E& AR

« T BEBERYTIE - BE - B - IBHEREBEDRA | REMAR
FEEE  mEREEDSE  LENPFEEREIDRE)R - BiESREEERSE
iz o BIRADOE—ERHE/MFRAEF " [B]E(bouncing back) 1 - S 0J&E
tEBEARRLE - (American Psychological Association Web)

Psychologists define resilience as the process of adapting well in the face of adversity, trauma, tragedy,
threats or significant sources of stress — such as family and relationship problems, serious health
problems, or workplace and financial stressors. As much as resilience involves “bouncing back”

from these difficult experiences, it can also involve profound personal growth.(American

Psychological Association Web.)

- BIRNZEREIERT]) - #I1% - RIS EABIFTRARKENREERE T - TR
MAEIRT  BBEEEHEERER - SREARGEELARES MMERDN

VARAN

Py o MREBNERNDEZE - RIRaIBE B ARNFTE - ERANMEENEE

VARAN

RESRIELR R - WEESEMAIER - (Mayo Clinic Web)

Resilience is your ability to adapt well and recover quickly after stress, adversity, trauma or tragedy. If
ou have a resilient disposition, you are better able to maintain poise and a healthy level of physical
and psychological wellness in the face of life's challenges. If you're less resilient, you're more likely to
dwell on problems, feel overwhelmed, use unhealthy coping tactics to handle stress, and develop

anxiety and depression.(Mayo Clinic Web.)
ERIERE ¢ Https://mww.mayoclinic.org/tests-procedures/resilience-training/about/pac-20394943

C‘f@ wFHE EXME Quality, We Together! 48



https://www.mayoclinic.org/tests-procedures/resilience-training/about/pac-20394943

ABEBR7]

( Building your resilience )

Tips to improve your resilience
If you'd like to become more resilient, consider these tips:

« Get connected. Building strong, positive relationships with
loved ones and friends can provide you with needed support
and acceptance in both good times and bad. Establish other
important connections by volunteering or joining a faith or
spiritual community.

« Make every day meaningful. Do something that gives you a
sense of accomplishment and purpose every day. Set goals to
help you look toward the future with meaning.

« Learn from experience. Think of how you've coped with
hardships in the past. Consider the skills and strategies that
helped you through rough times. You might even write about
past experiences in a journal to help you identify positive and
negative behavior patterns — and guide your future behavior.

« Remain hopeful. You can't change the past, but you can
always look toward the future. Accepting and even anticipating
change makes it easier to adapt and view new challenges with
less anxiety.

« Take care of yourself. Tend to your own needs and feelings.
Participate in activities and hobbies you enjoy. Include
physical activity in your daily routine. Get plenty of sleep. Eat a
healthy diet. Practice stress management and relaxation
techniques, such as yoga, meditation, guided imagery, deep
breathing or prayer.

« Be proactive. Don't ignore your problems. Instead, figure out
what needs to be done, make a plan, and take action.
Although it can take time to recover from a major setback,
tfraumatic event or loss, know that your situation can improve if

you work at it.
https://www.mayoclinic.org/tests-procedures/resilience-training/in-

depth/resilience/art-20046311

A-H-A WEFHE ERKmE Quality, We Together!

10 Ways to Build Resilience

from American Psychological Assaciation

Make connections. Good relationships with close family members. friends. or others are important.
Accepting help and support from those who care about vou and will listen to you strengthens resilience.
Some people find that being active in civic groups, faith-based organizations, or other local groups
provides social support and can help with reclaiming hope. Assisting others in their time of need also can
benefit the helper.

Avoid seeing crises as insurmountable problems. You can't change the fact that highly stressful events
happen. but you can change how you mterpret and respond to these events. Try looking beyond the
present to how future circumstances may be a little better. Note any subtle ways in which you might
already feel somewhat better as you deal with difficult situations.

Accept that change is a part of living. Certain goals mav no longer be attainable as a result of adverse
situations. Accepting circumstances that cannot be changed can help you focus on circumstances that you
can alter.

Move toward vour goals. Develop some realistic goals. Do something regularly - even if it seems like a
small accomplishment -- that enables you to move toward vour goals. Instead of focusing on tasks that
seem unachievable. ask vourself. "What's one thing I know I can accomplish today that helps me mowve in
the direction I want to go?"

Take decisive actions. Act on adverse situations as much as you can. Take decisive actions. rather than
detaching completely from problems and stresses and wishing they would just go away.

Look for opportunities for self-discovery. People often learn something about themselves and may find
that they have grown in some respect as a result of their struggle with loss. Many people who have
expenenced tragedies and hardship have reported better relationships. greater sense of strength even while
feeling vulnerable, increased sense of self-worth, a more developed spirituality. and heightened
appreciation for life.

Nurture a positive view of vourself. Developing confidence i your ability to solve problems and
trusting your instincts helps build resilience.

Keep things in perspective. Even when facing very painful events. try to consider the stressful situation
in a broader context and keep a long-term perspective. Avoid blowing the event out of proportion.

Maintain a hopeful outlook. An optimistic outlook enables you to expect that good things will happen
your life. Try visualizing what vou want. rather than worrying about what you fear.

Take care of yvourself. Pay attention to yvour own needs and feelings. Engage in activities that you enjoy
and find relaxing. Exercise regularly. Taking care of yourself helps to keep your mind and body primed to
deal with situations that require resilience.

https://www.apa.org/topics/resilience

49
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IHI Framework for Improving Joy in
Work
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Real-Time Measurement:
Contributing to regular

feedback systems, radical ——.
candor in assessments

LB REEZE

Physical & Psychological Safety:
Equitable environment, free from
harm, Just Cuiture that is safe and
respectful, support for the Second
Victim

2RETIENEERNMES

Meaning & Purpose
Daily work is connected to
what called individuals to
practice, line of sight to
organization mission and

——

—

Wellness & Resilience:
Health and wellness self-
care, cultivating resilience
and stress management,

role modeling ya!pes. — goals, constancy of purpose

system appreciation for

whole person and family,

work/life balance, mental 2EE 1M
health (depression, E\- E 3e ?g & E EE f_
anxiety) support Choice & Autonomy

Healthy
Productive
People

Environment supports
- choice and flexibility in

work, hours, and use of

electronic health records

4 50 0] AR
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e e ==
Daily Improvement:
Employing knowledge

of improvement

science and critical eye

to recognize

opportunities to Recognmon & Rewards:
improve, regular, Leaders understand daily
proactive leaming from — \WOrk, recognizing what

team members are doing,
and celebrating outcomes

5.2 851

Pamupattve Management:

defects and successes

6. R BB XS F

Camaraderie & Teamwork:

Cohn;mensahg’, s%_cnalt e g il Co-production of joy; leaders create

;gar gd’OSng(;rst:; d\ile sz space to hear, listen, and involve

busting relaionshi ng. before acting; clea( communication
ng e and consensus building as a part of

decision making
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to improve patient safety by reducing the risk of harm
through errors!
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Taiwan Patient-safety Reporting system
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TPR (T- iwan Patient-safety Reporting system)
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Lt Health IT OJEEE AL
BE?

Is Your Patient Safety Event Health IT-related?

Definition: A health information techinology (IT)-related patient safety event is any event riggered by, or related 1o, the
technology that has caused patient harmn, has the potential o cause patient harmm, or that causes a delay in treatment or
misdiagnosis. These errors would not occur but for the use of technology.
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Display is confusing or not accurate
The data is difficult to locate

The data is lost, comupted, or deleted
The data is difficult to emter

The workflow does mot match our workflow y—l— ==

—~ ===
= B KR =
Computerized provider order Wirus

entry (CPOE) is difficult Ransomare == % $/7 Irl:::]
Medication eror Malware pr— /LN /5O A EE
Phammacy efmor S —

Patient informaticn,

results in the wrong patiemnt’s chart e  —==.

. - . — Ioen Vw1

Laboratory tests, radiology, or diagnostic — L
imaging ordered on the wrong patient — A
Discrepancy between database and Li——— :

1

displaved, printed, or exported data ‘
Data transmitted incormectly M e ———

O SYSTEM Y srmcm wmavaiatie
010100 FAILURE Downtime:
1111000 Power outage

Connectivity issue

010101000101010 ey =
0011101010 Interoperability issue

Excessive
demand on the
hiLmsan MmeEmory to
recall information

Wrong information

Excessive nonspecific recommendations or alerts
Improper recommendations

Faulty reference information

Missing recommendations or safeguards
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O #& gz pRE (Mobile health)
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Mobile health technology opens up a world of Opportunities by transporting healthcare ?‘? 6’7 f" fg% % %‘E b’,-i-a T;' ‘ﬁ é' 3 ﬂ#—
frf)mtradrtlnr-lalsetllngilntotheh?me.rtalsoollens upr-lworldofnsk_ | | i % /é lg ; %ﬁ ‘? % & ﬁ #\ k-’r{
Risks of mobile health technology include lack of regulation of new technologies, barriers ¥

10 ensuring that providers are accurately receiing the data a device collects, and the | f'f #H> % i w @ 7}"" A }a‘i A #\ s

possibility that a patient is not using the technology correctly or is not using it at all.

L Rt ¢
Mobile health is a constantly evolving area. Many devices are released without U_S. Food & ]é # F ]# o

and Drug Administration testing. Healthcare organizations must ensure the safety and
validity of any device they recommend t0 a patient and be certain the device will work

when the patient leaves the healthcare facility. 0 }é-: Eﬁ :}% ﬁ—: ‘z‘/\ )?5 ;L:l: ‘%‘ \"/L: "% IY,% =4 .E. 'J

“The measurement itself may be working, but how well does it work in the real world?"

asks Juuso Leinonen, senior project engineer, Health Devices Group, ECRI Institute. “Part »% )}" '}'J’ ‘7 ]‘ ’ 1‘?\' 'Q JP F}- '3‘ 7}%&
of that goes to usability. It has to be almost foolproof.” - T
4 Ve St 2, ~
“It's no use to have a Usability concerns mean that methods for informing ( fOO I p rO Of > 2 .:_P_' :IF% lé:“ I 3 ?—"}" f‘ﬁ " ’l 1}3’
tech nology that the clinicians about user error and inactivity must be
o established. Along with assessing ease of use, s %g )%‘ A ﬁ 23 f A
patlent IS su pp()sed to organizations must identify the right candidates for i Fa
use at home if the patient mobile health, and provide training for both providers
Is not going to use it.” and patients on how to use a device.

“It's no use to have a technology that the patient is supposed to use at home if the patient
is not going to use it,” says Leinonan. Providers must clearly define objectives before
recommending any care plan featuring mobile health technology. Most important is
matching patient health conditions to the right piece of technology as well as assessing
the likelihood the patient will accept mobile technology.

OODE

EHD EFHE BRME Quality, We Together!
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X?Ef ¥ FE o 4 vinCRIStine,
vinBLAStine -

ISMP Guidelines for
Safe Electronic Communication
of Medication Information

I Safe Presentation of Drug Names

@ When expressing a generic drug name, use all lowercase letters (unless using tall man letters as mentioned in item #5)
as the primary expression of drug nomenclature, ensuring that each matches the US Food and Drug Administration
(FDA)-approved nomenclature so that electronic medication records agree with all carton and container labels.

@ When expressing a generic drug name, do not include the salt of the chemical unless there are multiple salts available
(e.g., hydrOXYzine HCI and hydrOXYzine pamoate) or the salt alters the drug release (e.g., fluPHENAZine HCI and
fluPHENAZine decanoate) and thus conveys meaningful information. If the salt is used as part of the name, display
the full name of the salt unless an abbreviation has been approved by USP (i.e., K [potassium], Na [sodium], HBr [hy-
drobromide], and HCI [hydrochloride]). The salt should follow the drug name.

Comment: The symbols Na and K are intended for use in abbreviating the names of the salts of organic acids, but these
symbols should not be used when the word sodium or potassium appears at the beginning of an official drug name
(e.g., Na bicarbonate is not acceptable because it may be misread as “no bicarbonate”).

@ When expressing a brand drug name, use an uppercase first letter. Trademark symbols (e.g., TM, ®) should not be
used.

Comment: Although the use of all uppercase letters is a standard convention for trademarks, mixed case and lowercase
letters are more unique and distinguishable than all block-like uppercase letters, which look similar and are more
difficult to read, especially in low lighting.’ Also, using all uppercase letters to express brand names does not allow for
the use of tall man letters when indicated, as mentioned in item #5.

@ Include the word “Mix” and any numerical values that are part of the brand name for fixed combination insulin
products (e.g., NovoLOG Mix 70/30) together on the same line on all computer screens, medication administration
records (MARs), and other electronic forms of communication.

@ Use bolded, UPPERCASE tall man letters (e.g., vinCRIStine, vinBLAStine) for specific groups of dissimilar letters in
look-alike drug name pairs or trios to visually differentiate them on electronic screens. This helps minimize the risk of
selectina the wrona product. particularly when medication names appear alphabetically in drop-down menus and

https://www.ismp.org/system/files/resources/2019-03/Electronic-Guidelines-2019.pdf
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Y ECRI DEVICE

INCIDENT
RESPONSE

Responding to and Learning Immediate Action Steps
P from Device Problems Using your best judgment:

Attend to the injur of the patient or clinician,
ARRARBEABNEE

e Preserve the equipment or devices, leaving accessories

:i £ Lg % ¥ %‘L % When an incident occurs invelving a medical device, “a lot needs to happen right away to improv

- fé ‘;_g‘é%k z Bf»‘}i the effectiveness of an incident investigation,” says Scott R. Lucas, PhD, PE, director, Accident and components assembled as they were at the time

T R and Forensic Investigation, ECRI. At first, the focus is appropriately on the patient. But if the of the incident.

organization lacks a comprehensive plan for investigating device-related incidents, key steps

EERSHRER  REGRRRE S ZEH - B2

e ] N7 2 P\

iTs B 4o e R : .

= i‘a "= = can be missed. “Develop a plan to investigate a device-related incident now because eventually I'&%ﬁ%&%’ﬁf@&%@ é\_%dnagement at
R B

R s
g% F SEELN it will happen.” says Lucas. Having a plan ready to go enables the organization to respondina

//(:Lﬂ § 3153 RV i timely and methodical way. This increases the likelihood that the organization will gather useful Print or download patient data from equipment memory

:i i+ .ﬁ =X ’;? i o information, learn from it, and prevent recurrence, (e.g., monitor trend data) before power down to
prevent loss of data. ETEER - ERRE RPN T EmARE
o L - The initial steps are key but can be easily missed in the aftermath of an incident. ECRI RHE28R) - DIBLEEEEk -

- F vﬁ"" E‘J’J‘H) ’% e offers a poster listing immediate action steps (see Resources). The organization should also e Sequester suspect equipment or devices with their

Fﬁg 433_— ’ 'é't, ~IJ Ly have protocols for investigating incidents involving specific types of devices, equipment, or accessories, available packaging, and printouts.

AN w1 %E—L’g disposables. Consider issues such as what data logs are kept, which accessories are included, how F1Z O SRIE 2201 - SR EAL - o BN SRS L -

2 "C u’é o the equipment would be sequestered and tagged, additional devices or systems with which it 6 Download data stored by the equipment or devices.

interfaces, and what information must be documented and by whom. TEHERRE - BN EFEIE -
0 Contact ECRI Institute Accident and Forensic

Incidents invalving medical devices or equipment can eccur in any setting where they might

Investigation, +1 (610) 825-6000, accidents@ecri.org
for assistance or on-site investigation.

be found, including aging services, physician and dental practices, and ambulatory surgery.
The devices and domain-specific expertise available in these settings might differ from that of a

hospital. However, “the process is the same, the need for a plan is the same,” says Lucas. These

settings should identify individuals that have the skill set to coordinate investigations and those httpS://aSSE‘tS- ecri -Org/P DF/Solutions/AFIG/ECRI-
who can supply domain expertise. ImmediateActionSteps-AccidentinvestigationPoster.pdf

Planning is essential to conducting a thorough investigation. Like having a fire escape plan, E C R l Wasiasivemngasniag | wwwsuian | @ B
Institute -

“it's about getting ahead of it,” says Lucas. Then, when an incident occurs, *You just hit ‘go.”
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Sentinel Events

(The Joint Commission)

Definition of Sentinel Event

A sentinel event is a patient safety event (not primarily related to the natural course of

the patient’s illness or underlying condition) that reaches a patient and results in any of

the following:

Death
Permanent harm

Severe temporary harm’

An event is also considered sentinel if it is one of the following:

®  Suicide of any patient receiving care, treatment, and services in a staffed around-the-
clock care setting or within 72 hours of discharge, including from the hospital’s
emergency department (ED)

®  Unanticipated death of a full-term infant

® Discharge of an infant to the wrong family

®  Abduction of any patient receiving care, treatment, and services

®  Any elopement (that is, unauthorized departure) of a patient from a staffed around-
the-clock care setting (including the ED), leading to death, permanent harm, or
severe temporary harm to the patient

®  Administration of blood or blood products having unintended ABO and non-ABO
(Rh, Duffy, Kell, Lewis, and other dinically important blood groups) incompati-
bilities,  hemolytic transfusion reactions, or transfusions resulting in severe tempor-
ary harm, permanent harm, or death’

®  Rape, assault (leading to death, permanent harm, or severe temporary harm), or
homicide of any patient receiving care, treatment, and services while on site at the
hospiral®

®  Rape, assault (leading to death, permanent harm, or severe temporary harm), or
homicide of a staff member, licensed independent practitioner, visitor, or vendor
while on site at the hospiral

®  Surgery or other invasive procedure performed at the wrong sitc, on the wrong

patient, or that is the wrong (unintended) procedure for a patient’

https://www.jointcommission.org/-/media/tjc/documents/resources/patient-safety-topics/sentinel-

event/20200101 2 camh_24 se.pdf

Unintended retention of a foreign object in a patient after an invasive procedure,
including surgery’

Severe neonatal hyperbilirubinemia (bilirubin >30 milligrams/deciliter)

Prolonged fluoroscopy with cumulative dose >1,500 rads to a single field or any
delivery of radiotherapy to the wrong body region or >25% above the planned
radiotherapy dose

Fire, flame, or unanticipated smoke, heat, or flashes occurring during direet patient
care caused by equipment operated and used by the hospital. To be considered a
sentinel event, equipment must be in use at the time of the even; staff do not need
to be present.”

Any intrapartum (related to the birth process) maternal death

Severe maternal morbidity (not primarily related to the natural course of the
patient’s illness or underlying condition) when it reaches a patient and results in

permanent harm o severe temporary harm”

The Joint Commission #%
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Never Events list
(NHS Improvement)

Surgical
* 1.Wrong site surgery FZENHS Improvement i Never
+ 2. Wrong implant/prosthesis
* 3. Retained foreign object post procedure Events 7\% P;EI j( +E 1615 $1¢ Vi) /DJJ
Me.d Ic4a t;\:ir; selection of a strong potassium solution 7/% i ﬂ_] g 1/—1: \ 2 ¢% % 14: ) TI-‘ $$ /E‘j\j\ o
+ 5. Administration of medication by the wrong route % 1/"1: X AR ﬂx $ 14: ~ EFI E i TITL]
« 6. Overdose of insulin due to abbreviations or = 1/_1: B ﬁz ﬁEI SN \'jEli %‘%‘ *E A
incorrect device ‘ﬁ:lt BD &t
+ 7. Overdose of methotrexate for non-cancer ’W_] ’W_]
treatment

+ 8. Mis-selection of high strength midazolam during e == oo e .
conscious sedation O EZETEE "REER %ﬁﬁ(serlous

Mental health incidents), - FT&Never Eventsss

* 9. Failure to install functional collapsible shower or = .
curtain rails B RN EBREE RS H (SGFIOUS

General e ¢ N restricted wind |nC|dents) - BEAPT B Never Events
. . Falls from poorly restricted windows o YA b 2o ==t .
* 11. Chest or neck entrapment in bed rails K_ZE = 755\]:5_? {’/7_1 = jz:%r__

* 12. Transfusion or transplantation of ABO-
incompatible blood
components or organs
+ 13. Misplaced naso- or oro-gastric tubes
+ 14. Scalding of patients
+ 15. Unintentional connection of a patient requiring

oxygen to an air flowmeter BRIE -
*+ 16. Undetected oesophageal intubation Temporarily https://improvement.nhs.uk/documents/2899/Never_Events_|i
suspended as a Never Event st 2018_FINAL_v7.pdf
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(Before induction of anaesthesia)
(&mE - EEA AR/ MEAR)
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(Before skin incision)
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(Before patient leaves operating room)
(&mA : BIEAR - REFEAR - EJEEEM)
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( http://www.patientsafety.mohw.gov.tw/Content/Downloads/download.ashx?SitelD=1&MmmID=621273303637150114&Msid= 2014122510595728170)
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Preventing Falls

Lead an effort to raise awareness of the need to prevent falls resulting in injury.

Establish an interdisciplinary falls injury prevention team or evaluate the membership of
the team in place to assure organizational infrastructure and capacity to reduce injury risk
from falls.

Use a standardized, validated tool to identify risk factors for falls (e.g., Morse Fall Scale
or Hendrich Il Fall Risk Model), preferably integrated into the electronic medical record.

Develop an individualized plan of care based on identified fall and injury risks, and
implement interventions specific to a patient, population or setting.

Standardize and apply practices and interventions demonstrated to be effective,
including: A standardized hand-off communication process, One-to-one education of
each patient at the bedside.

Conduct post-fall management, which includes: a post-fall huddle; a system of honest,
transparent reporting; trending and analysis of falls which can inform improvement
efforts; and reassess the patient.

The Joint Commission(2015). Issue 55:Preventing falls and fall-related injuries in health care facilities. Retrieved from
http://www.jointcommission.org/assets/1/18/SEA 55.pdf
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WHO Global Patient Safety Ch

P IANCE —---------------I
" PATIENT SAFETY |V Medication errors can occur at any
- ed “A"s Safer Ca stage of the medication use process- |
prescription, transcription, |
preparation, administration and/or |
monitoring. |
Worldwide, the cost associated with |
medication errors has been |
estimated as $42 billion annually. |
This is almost 1% of total global :
|
|
|
|
|
|
|
|

<\

WORLD ALL:/
2 7% 'PATIENT SAFETY

t .
4 health expenditure.

The overall goal “to reduce
medication errors by 50% in the next

five years”.

Magnitude Incidence Medications

7R Vertd st

~----------
<\

rd .
3" Challenge: 1in10 43 million  $42 billion
“on Medication Safety”gaunched 2017)

I As many as 1in 10 patients are Approximately 43 millen patient safety  Medication erors cost an estimated 42
Unsafe medication practices and medication errors are l

harmed whilst receiving health care incidentes occur every year bilion USD annually

Evidence of unsafe care BMJ article: The global burden of e WHO Global Patient Safety Challenge on

a leading cause of injury and health care associated
unsafe medical care Medication Safety

harm around the world.
Clobal Patient " I I I I D D D D N D D D D e e

WHO's Global Patient Safety Challenge. Retrieved from
http://www.who.int/patientsafety/medication-safety/en/
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2% & A #(Polypharmacy)

P

Medication Safety in Polypharmacy < s 25z i
(WHO, 2019) SEHE 7 HERTSE

» Polypharmacy is the concurrent use of
multiple medications. Although there is no
standard definition, polypharmacy is often
defined as the routine use of five or more
medications.

This includes over-the-counter,
prescription and/or traditional and
complementary medicines used by a
patient.

Polypharmacy has been described as a
significant public health challenge. @It
Increases the likelihood of adverse
effects,® with a significant impact on
health outcomes and® expenditure on
health care resources.

A-I-l-A WEFHE EBEBRKmE Quality, We Together!

https://apps.who.int/iris/bitstream/handle/10665/325454/WHO-UHC-SDS-2019.11-eng.pdf?ua=1
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A complimentary publication of The Joint Commission

Managing the risks of direct oral anticoagulants

An elderly woman on anticoagulant therapy for atrial fibrillation slipped on ice, fell
and hit her head. After a brief loss of consciousness, she awoke and was taken
to the hospital as a | i ¥ by her In the

department, she was found to have a To minimize bleedi
she was given fresh frozen plasma (FFP). While she was awaiting surgery in pl&
op, her anesthesiologist noticed that home medications included a direct oral
anticoagulant {DOAC) rather than warfarin. The physician consulted with the
hospital pharmacist, who advised reversal with the specific antidote for the
prescribed DOAC. Surgery was briefly and appropriately delayed to ini: this
medication; after receiving the reversal agent, she underwent successful surgical
evacuation of subdural hematoma. After surgery, she regained consciousness
without neurclogical deficits and was discharged on the second post-operative
day in stable condition.

This scenario illustrates that serious and potentially deadly consequences related
to bleeding risks for patients on DOACs can be avoided with appropriate and
timely treatment. Anticoagulants have been named second of the top 10
medications involved in emer incidents causing death or serious ham.2

While DOAQs offer ease of use to patients, Stopping
bleedlng events in patients on DOACS is more

d iring different gies than those
for patients on warfarin (Coumadin®) and heparin.
Unlike the more widely available reversal agents for
warfarin and heparin, reversal agents for DOACs are
lesser known and may not be available in every care
setting 2 Also, some DOACs have no FDA-approved
reversal agent at this time.? Therefore, bleeding complications can be severe if
these patients are not ding to guideli on the of
DOACs.? Intracranial hemorrhage is the most serious emergent bleeding risk.

In response to an increase in adverse events related to these widely prescribed

. this alert provids il on the safe use and management of
DOACs to aII medical plammoners and health care organlzatlnn Ieaders particularly
chief medical officers, ph i and quality
and safety officers. This patient safety Concem applles to all settings — hospitals,
ambulatory care, nursing care centers, home care, pharmacy, and behavioral health
— because bleeding complications can stem from blunt trauma and other injuries
treated in all of these settings. ™

*Note: The Joint Commission’s Netionsl Patient Safety Gosl [NPSG) 03.05.01 that avdresses
anticosgulant therapy applies to hospitels, critical eccess hospitals, NUrSing cane centers, end ambulstory
care organizations that inftiate, mansge, and adjust dosege for antooagulaton medications. However,
the irformation in this alert is relevant to providers in sl care ssttings.

@ 2019 The Joint Commission | Divisi p
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ents

Accredited organizations should
consider information in &
Sentinel Event Alert when
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implementing relevant
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@lert of reesonable eternatives.
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I Insulin

zm ISMP Guidelines for
Optimizing Safe Subcutaneous
Insulin Use in Adults

INSTITUTE FOR SAFE MEDICATION PRACTICES

ISMP(2017). Guidelines for Optimizing Safe Subcutaneous Insulin
Use in Adults (2017). Retrieved from
https://www.ismp.org/Tools/guidelines/Insulin-Guideline.pdf

Introduction

Diabetes mellitus is an increasingly common diagnosis encounterad and
managed in both the inpatient and outpatient settings. One of the primary
goals in diabetes treatment is to reduce episodes of hyperglycemia while
minimizing the risk of hypoglycemic episodes. While subcutaneous insulin
therapy is the cornerstone of hyperglycemic treatment, insulin is a high-
alert medication thatcan be associated with significant patient harm
when used in errar.

Insulin as a High-Alert Medication

MWadizations that are associated with the higheast risk of injury when usad in error are known as high-alert medications.

Insulin has long bean identified as belonging to this group of medications.” According to a 2014 survey of pharmacists

and nurses conductad by the Institute for Safe Medication Practices (ISMP), intravenous (V) insulin ranked first, and
subcutaneous insulin ranked ninth among nearly 40 drugs and drug classes identified as high-alert medications that concerned
practitionars.? Yat, of all the high-alert medications, subcutaneous insulin came in last place when pharmacists and nursas
wera asked torank how confident they were regarding the effectiveness of hospital wide precautions to prevent serious
arrors. The survey findings suggest & consensus among pharmacists and nurses that hospitalized patients arevulnerable to
errors with subcutaneous insulin, and thatmore must be done to prevent patient harm with this high-alert medication.

Incidence of Insulin Errors

For many years, insulin has been shown to be associated with more medication errors than any other type or class of drugs.
As early as 1998, insulin was associated with 11% of all harmful medication errors in hospitals.? More recent studies add
evidence to the high frequency of insulin involvernent in harmful medication errors. In 2004, a state reporting program
established that 25% of all reported medication errors involved high-alert medications, and 18% involved insulin alone.3
Data published in 2008 showed that insulin was the leading drug involved in harmful medication errors, representing 15%
of all medication error events with reportad harm 2 A 2010 study found that the most common medical errors in crifical care
patients were insulin administration errorss

Types and Caunses of Insulin Errors

Avwariaty of error types have been associated with insulin therapy, including administration of the wrong insulin product,
improper dosing {under-dosing and overdosing), dose omissions, incorrect use of insulin delivery devices, wrong route
{intramuscular versus subcutaneous), and improper patient monitoring. Many errors resultin serious hypoglycemia or
hyperglycemia.

Hypoghvcemia is often caused by a fallure to adjust insulin therapy in response toa reduction in nutritional intake, or an
gxcessive insulin dose stemming from a prescribing or dose measurament error. 58 Other factors that contribute to sarious
hypoglvcemia include inappropriate timing of insulin doses with food intake, creatining clearance, body weight, changes in
medications that affect blood glucose levals, poor communication during patient transfer to different care teams, and poor
coordination of blood glucose testing with insulin administration at meal times 2
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Insulin C [ 5] - .. .
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Figure 1. Physical compatibility and chemical stability summary. C, compatible; 7 (light gray), incompatible; I/C (dark gray), conflicting data; TPN, total

parenteral nutrition.
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PAZSEA4RE - ER6EHBRBENB(Infusion Pump)
EXEI
Patient Safety Alert — Right implication of Pumps to
Prevent Errors in the Infusion Process

RE :

1. RENARBENTREEN S LBRBARARNEZFERELANR®
BERARZIRAR BN , REESES,

2. RTEEARN  EIFAEPREREABDRNRFENB 2 HE
B B th 352 32 4R AE R 2 S0 I

BERZR
http://www.patientsafety.mohw.gov.tw/Content/Downloads/download.ashx?SitelD=

1&MmmID=621273303637150114&Msid=20141225105
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I Definition of a Bundle
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Institute for Healthcare Improvement (IHI). What Is a Bundle?
Retrieved from http://www.ihi.org/resources/Pages/ImprovementStories/WhatlsaBundle.aspx
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3.1.18EMPLEERIRA

ik " PIONEEHSTIVRE T IFS

N

I

b1 MITRRRRRITHE -

S 04 -
« EARNLEBRIMITFEFEE -

- RAESHSH tZD BB 2% Chlorhexidine gluconate (2% CHG)
ETRAKNBHES

« EMPLEER TR ABEFTEASEKERRNE (ATE
£ - EE - BHERHX  BEFE, RA  KRIHNEEES)

BEENPOLEENNUE - BERREREESSENEMI -

- BHATHLEEREN S - ABFEREIEINER -

//

BEBHEIERESZE (2015) - IOESHSHNIBETIIEFM - B
https://www.cdc.gov.tw/InfectionReport/Info/SVidjRgESOT EwbAhjlJ4g?infold=5rWKUC1XUG6iMhIQ0SfDzg
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d

BERAEERERIZE(2018) - RAUBEREEHSTVIRELIFFM - INE
https://www.cdc.gov.tw/Category/ListContent/NO6oWHDwvViwb2sbWzvHWQ?uaid=kcHb TBTUDtZ4ipBWFkxWrQ
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g n\\ﬁ jll\\a °

BENRENEER - BATFEEE -

FHHBENGEEUEFR R RS - 20— REFFICEFIE
FE(ASLERE)ZER - BRIFEHEBERRIE

E1¥F0.12% ~ 0.2% chlorheX|d|ne gluconate 7K/ £ BB H

A ——

TORBEnERE  H2/D2%
REEZEIHI55300~450 . [RIEBEAE
G HEZE IRz & IRTEK -

BERANAEREHZE(2018) - FRAMBEREEHSIRELIFFM - BB
https://www.cdc.gov.tw/Category/ListContent/NO6oWHDwvVfwb2sbWzvHWQ?uaid=kcHbTBTUDtZ4ipBwFkxWrQ
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+ BERMAERIOERA | BRI 4%  HREBNEERER - MR
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o FTELAR - ERERANERREEMAEER -

- BENEREE | IRFINIBREZFER - BREEREE - 0
BRE  BEUEaRESHURNKETK - BEEREE:RS - £
BEAZ] -

 NNsB#ERERA MEZES ; BEREHFARATEF g MR
E - DHEEEESIRE  BEREFEFEHMM - LIBEHRETHE
fRET AL M ENEN @ = RYA R - A0 M EE /) FR200mg/dL

- HIFIERESR ; BRI ERINAEIKE RS FiTaT - FiloPE%E
ZNFEBRAERNBNBEFIRZEF N IRR ( forced air warming )
HZz B RE RREEK36E -
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Managing risk of tubing misconnections during
the transition to new IS0 connector standards

REMINDERS FOR CLINICIANS TIPS FOR HEALTH CARE ORGANIZATIONS

Trace tubing or catheter from tmnati:'n: EJ point of origin: In preparation for the new IS0 connector standards —
», mm-rnm-u ice or n icei

o Ky cacmili: ik T i ki e actions suggested by The Joint Commission

* As part of the hand-off process

Route tubes and catheters having different purposes in

» Assess and manage:
different, standardized directions. A

Current risks of injury
2 . « Form an inerdisciplinary task orce

' mr& hm S E; Conduct acceptance testing
4 f a
,'." @ an

When there are
different access
sites or several bags
are hanging, tubing
should be labeled.

Label o both distal and prosinal. Prepare: ~ Dialogue with suppliers -
learn about their plans
Ao st
S e L ) existing >
=5 ! processes and —
Fﬂmﬂk , A
m Train clinicians and supply chain
management on transitio
including the use of emporary
4 ‘.
Adopt: o »
] Thmwilbu‘?i\/
transition period - As new connectors become available,
during which current = purchase coly equipment that wil conform
and new connectors-~ 1o the new IS0 connector standards
are available

Managing risk during transition to new
SO tubing connector standards

patient to point of origin.

b

. Trace tubing or catheter from the

. When there are different access

sites or several bags are hanging,

tubing should be labeled.

. For high-risk medications

delivered via an epidural,
intrathecal or arterial route,

label the catheter and do not use

tubing or catheters that have
injection ports.

. Eliminate the use of temporary

adapters as soon as possible.
Don’t force connections.

The Joint Commission (2017). Sentinel Event Alert 53:Managing

risk of tubing misconnections during the transition to new
connector standards. Retrieved from
https://www.jointcommission.org/sea_issue_53/
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’_ Seek your patient's
participation.

- elp your patient explore &
¢ H

o Assess your patient’s

3 values and preferences.
T S 5 Reach a decision

4 A Ty with your patient.

- o Evaluate your

5 | | B patient’s decision.

https://www.ahrg.gov/health-literacy/curriculum-tools/shareddecisionmaking/tools/sharefactsheet/index.html

@OP) EFHLiE EKkmE Quality, We Together!

compare treatment options.

:

At AR RN S -
B s ISR A S BUR R

} =1,
T \

2PN R RS EFEIELY
Uf i BALR R

iz
A ISRV R A SR E R/

=

— R EHIEEIRW
ZHIRESEH

(Lol

|
E
|
|

5T B R
BRI AT

|
|
|
|
m




BrfERESEARBIEPH
2 REABD

| A—%E
[ ]

EHF

g EHEmE

® ARFENA
= BERARE ol
== = Optimal patient care %
‘ s L Choie
SHARE Approach
= . - Eesensiol Shps of Shared Decision Moking
SEBGR{ L IR EREN JJE.‘;?&:/&/\LMIHH‘EI?HIH ? Eﬁg ;ﬁ % 5 ;% ﬁ
B Shared
— —~ ' decision
| making
e ) BiEEE PR A& I
INR : o
Evidence- a5 :'h""'g | -
= based Patient-centered ARSIE
(Patient decision aids, medicine communication (coaching)
PDA) .
skills
@q@n T&%\&%@Del iﬁr?}?ﬂh:é C%;

neQuiality.We Jagether!y vedicine and Shared Decision Making. JAMA. 2014; 312(13): 1295-1296. doi:10.1001/jama.2014.



Shared decision making &
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o JEjEEE A K[ 5 TE 42 Using Shared Decision-Making to
Wi Improve Patient Engagement
o ! OE WL Sh &5 =
MABEERARBE AR Shared decision-makingis not only a key patient engagement
. LI ESTEERNEE strategy, but may also improve clinical quality.
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