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1. Sentinel event
2. Adverse event esp. serious adverse
event (level G, H, |)

3. Near miss



AIMHVNIYUDN near miss

 Near miss ,close call, potential adverse event

is an event or situation that has the potential to harm
a patient but does not produce patient injury only
because of chance, prevention, or mitigation

Aaamsainiilu error) nilamavindunsrasagileaualiin
AUMSIEATY INszssuuandutasnulanaudsdilaa(intercept) wsa
THn1suntanuned vsaldadis

 Aspden, P, M. Institute of, and |. NetLibrary, Patient safety:achieving a new standard
for care . 2004, Washington, D.C.:



* Near Miss: "Used to describe any process variation
which did not affect the outcome but for which a
recurrence carries a significant chance of a serious
outcome. Such a near miss falls within the scope of
the definition of a sentinel event, but outside the
scope of those sentinel events that are subject to
review by the Joint Commission under its Sentinel
Event Policy."
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RCA 2: tiausaaata(cognitive walk

through)
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Learning from Error & Mistake
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Learning from Error & Mistake

Background : Term in labor moderate meconeum
stained of amniotic fluid

Intervention 1 : Uszillugaaan auraLazvinaIen
angulviaavaaan

Outcome 1 : arrest of dilatation uazvialagniau
dildua

Intervention 2 : fAAGaLNNENINATU
Outcome 2 : UNNIRANIANRDNS



Learning from Error & Mistake

Intervention 3 : anialdnnnaaan
Outcome 3 : antiadaviin 3,940 nSu Apger 2,5
Intervention 4 : @NANISUNNENIRLALANGD

Outcome 4 : inLiim Meconeum aspirated syndrome
favenanan NICU

Intervention 5 : la lvainuuInsgIULANT
Outcome 5 : wnldadin 2 unavaaan g liwala



Learning from Error & Mistake
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Learning from Error & Mistake
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Learning from Error & Mistake
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Learning from Error & Mistake
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Learning from Error & Mistake

=» iilangnunanasaaanlallannghwnng

> YaUszaunisal : Inszuuguane1utaaulng

> 1579904 UUINNG : IANILUINIIATULNNE

= 1 1Y - 1 YA
> duuImausiueaulis? o fearslunmiigaulanlvg

ANAUALAZLIAN?



Learning from Error & Mistake
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Learning from Error & Mistake

3. tauguangu fetal heart rate pattern fuangau
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Learning from Error & Mistake
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Learning from Error & Mistake
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Learning from Error & Mistake
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Learning from Error & Mistake
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Risk correction action plan
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Risk correction action plan
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(Cognitive walk through)
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Risk Correction action plan
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I Woloshynowych M, Rogers S, Taylor-Adams S, Vincent C. The investigation and analysis of critical incidents

and adverse events in healthcare. Health Technol Assess 2005;9(19).
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e Patient safety is the reduction of risk of
unnecessary harm associated with healthcare
to an acceptable minimum

Towards an International Classification for Patient Safety: key concepts and terms
WILLIAM RUNCIMAN1*, PETER HIBBERT2, RICHARD THOMSON3, TJIERK VAN DER
SCHAAF4,HEATHER SHERMANS AND PIERRE LEWALLE6

International Journal for Quality in Health Care 2009; Volume 21, Number 1: pp. 18—
26



