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INTRODUCTION

» With the growing reliance on medication
therapy as the primary intervention for most
ilinesses, patients receiving medication
interventions are exposed to potential harm
as well as benefits.

« Harm from medication can arise from
unintended consequences as well as
medication errors.

* A medication error reporting system is critical
to ensure the reduction in medication errors.

GIOI THIEU

* Vi thuoc ngay cang dwoc sir dung nhu mét
can thiép dau tay cho da so cac bénh ly nén
bénh nhan ngay cang tiép xuc v&i nhirng
nguy hai song hanh v&i nhirng loi ich cua
thudc.

* Nguy hai tr viéc str dung thube gay ra boi
cac tac dung khéng mong mudn va nhirng 16i
khi str dung thudc.

« Hé théng baa céo 16i trong st dung thubc rat
quan trong dé bao ddm lam gidm cac 16i st
dung thudc.




MEDICATION SAFETY

* Where can it go wrong?

» The potential for medication errors can
occur in any of the stages

» There are five stages of the medication
process

AN TOAN SU’ DUNG THUOC

« L&i str dung thudc xuét hién ttr dau?

« L&i str dung thubc co thé xay ra & bét ky
giai doan nao trong qua trinh st dung
thudc .

« C0 5 giai doan s dung thudc.




FIVE STAGES OF THE
MEDICATION PROCESS

1. Prescribing-ordering a given medication and
dose

2. Dispensing-supplying medication to
individual or hospital ward.

3. Preparation of the medication for
administration

4. Administration of the medication
5.Monitoring of the medication
and it's effects

5 GIAI DPOAN SUF DUNG THUOC

1. Chi dinh — ké toa thudc va liéu thudc

2. Chia thubc va phét thudc cho trng bénh
nhan hoac tirng khoa phong

3. Chuén bj dung thubc

Dung thubc

5. Theo d6i dung thudc va céc tac dong clia
thude
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PRESCRIBING

Of the five stages prescribing most often
initiates a series of errors resulting in a
patient receiving a wrong medication.

The wrong drug, dose, or route can be
ordered.

Errors include- illegible and/or incomplete
orders

Orders for contradictory medications
Inappropriate doses

KE TOA

Trong 5 giai doan str dung thubc, ké toa
thwong la bwdc khéi dau mét loat cac 10
dan dén viéc bénh nhan dung sai thudc.
C6 thé ké sai thubc, liéu hoac dudng
dung.

Chi dinh thubc khéng phu hop va/hoac
khéng hoan chinh.

Chi dinh céc thubc c6 twong tac.

Liéu khéng pht hop.




PRESCRIBING

» This can be due to knowledge, workload
and attitude of the prescriber.

* Nurses knowledge is imperative,
to reduce the errors at this stage.
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KE TOA

« Céc 16i ké toa c6 thé do 16i kién thire, do
ap Iwc cong viéc va thai do cia ngudi ké
toa.
Diéu dwéng bat budc phai co6 kién thirc dé
giam thiéu Ic};trona budc ké toa.
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DISPENSING

* In some settings, medication orders are
transcribed, verified and dispensed by
pharmacists and then delivered to the
clinical areas for nurse administration,
while in other areas nurses can be
involved in this process.

CHIA THUOC

« O mét sb noi, cac chi dinh thubc dwoc cac
dwgc si phan tich, kiém tra va phan chia
thudc réi chuyén dén céac khoa lam sang
dé diéu dwéng thwe hién thubc.

« M6t s6 noi khac diéu dwéng c6 thé tham
gia ngay trong giai doan chia thudc.




DISPENSING

« Pharmacists have an important role in
intercepting and preventing prescribing
errors.

« However errors can be made by failing to
transcribe correctly, filling the prescription
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and dispensing the = F V=i
. . e :g) "
medication. iy W )
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CHIA THUOC

« Dwoc si dong vai tro quan trong trong viéc
chan dirng va ngan ngtra cac l6i ké toa.

« Tuy nhién van co thé dé lot lwdi cac 16i ké
toa do khong sao thudc dung, lay va phan
chia thuéc.




MEDICATION ADMINISTRATION

* Nurses are primarily involved in the
administration of medications.

» Nurses can also be involved in the
preparation of medication such as drawing
up measured a measured dose.

SU’ DUNG THUOC

« Piéu dwdng c6 vai trd quan trong hang
dau trong viéc st dung cac loai thudc.

« Piéu duwéng cling lién quan trong qua trinh
chuan bi thudc, nhw rat thudc theo dung
lieu chi dinh.




MEDICATION ADMINISTRATION

The six rights
of

medication administration

THE RIGHT PATIENT
THE RIGHT MEDICATION
THE RIGHT TIME

ROUTE
DOSAGE
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SU’ DUNG THUOC

6 DUNG
trong qua trinh str dung thudc
DUNG BENH NHAN

PUNG THUOC
PUNG LUC

PUNG PUONG DUNG
PUNG LIEU
VA
PHAI GHI DPUNG HO SO’

20




1. RIGHT MEDICATION

 The medication must be checked with the
medication order.

« There are many medications with similar
names.

21

1. DPUNG THUOC

+ Phai déi chiéu thudc véi y 1enh thubc.
* C6 nhiéu thudc co6 tén gibng nhau.
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2. THE RIGHT DOSE

* The correct dose must be calculated and
checked before been given.
* The medication must be constituted
correctly, as per directions on medication.
* In some settings, a second \
%
nurse must check the L
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calculation before been given.

2. DUNG LIEU

» Phai tinh ding liéu va doi chiéu liéu trudc
khi dung thudc.
» Phai theo huéng dan sr dung thudc dé
lay thudc dung.
» O’ mdt 50 noi, phai c6 mét dieu dudng thir
hai doi chiéu lieu truwdc khi dung thudc.
¢
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3. THE RIGHT PATIENT

» The administrator must identify the patient
by checking the medication order against
the patients identification bracelet.

» Depending on the medication, a second
nurse may have to check the correct
patient.
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3. PUNG BENH NHAN

« Ngwoi dung thudc cho bénh nhan phai xac
dinh bénh nhan bang céach déi chiéu chi
dinh thubc v&i lac tay bénh nhan.

« Tay theo thubc, c6 thé phai cé mébt diéu
dwéng thir hai dé kiém tra dung bénh
nhan.
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4. THE RIGHT ROUTE

* The administrator must give the
medication via the correct route.

* In preparing the the medication, the
administrator will check the route ordered
on the order.

4. DPUNG DPUONG DUNG

« Nguoi dung thudc phai ding thubc dung
dwdng dung.

« Trong ltc chudn bi thudc, ngwdi dung
thubc sé dbi chiéu dwdng dung da dwoc
chi dinh trong toa.




5. THE RIGHT TIME

 The administrator should check the
medication order to ensure the medication
IS given at the correct time.

« The prescriber will identify the time for the

medication to be given. AT
« The medication may needto  :-g 3

. . . :; 8 el 4 ::
be given over a period of time, .7 pisb
for example over 30 minutes

5. DUNG LUC

« Nguwoi dung thube nén dbi chiéu véi chi
dinh thubc dé bao dam dung thubc dung
gio.

« Nguoi ké toa sé xac dinh thoi diém dung
thudc.

« C6 thé can phai méat mét khoang thoi gian
dé dung thuéc, vi du trong 30 phut. wz
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6. PROPER DOCUMENTATION

« The administration must = [F
record the administration - —= "
of the medication and . ,
and responses to the e R |
medication. i)

6. HO SO HOAN CHINH

« Phai ghi nhan viéc dung thubc va céc dap
(rng vé&i thudc. o=




MONITORING THE MEDICATION

* Itis important to monitor the effects of the
medication..

* is the medication having the desired effect
for the patient?

* |s there any adverse effects?

-
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THEO DOI S DUNG THUOC

« Viéc theo ddi cac tac dung cta thudc 1a quan
trong.
« Thubc c6 tao dwoc tdc dung mong doi khéng?

» Co tac dung phu khéng?
o
eyl

34




WHAT IS A MEDICATION
ERROR?

« A medication error is a mishap that occurs
during prescribing, transcribing,
dispensing, administering. Adherence, or
monitoring a drug.

« Some do not cause harm, while others are
caught before harm can occur (near
misses)

LOI DUNG THUOC LA GI?

« L&i str dung thudc 1a mét sai sot xay ra
trong qua trinh ké toa, phan tich toa, phan
chia thuéc, ding thubc, tuan tha thube
hoac theo ddi dung thudc.

- Mot vai sai sét khdng gay hai, va mét s
sai sot ¢ thé dwoc phat hién trudc khi
Xay ra nguy hai (sai sot suyt xay ra).




TYPES OF MEDICATION
ERRORS

» Most medication errors occur at the ordering
and administration stages. They include-

« Wrong drug, dose, patient, route, and time
« Additional or missed dose
» Wrong preparation technique.

« Drug to drug interaction FYYY 13

* Known allergy
s 5 "!
-4

* Equipment failure. 3
* Inadequate monitoring » »
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CAC DANG SAI SOT DUNG
THUOC

Hau hét cac 16i dung thudc xay ra & giai doan

ké toa va dung thubc. Bao gom:

» Sai thubc, sai liéu, sai b&énh nhan, sai dwdng
dung va sai th&i diém.

« Liéu dw hay thiéu liéu

- Ky thuat chun bi sai FEYY 3%

« Twong tac thubc

« Dj rng d3 biét W
- Thiéu trang thiét bi ST ¢ "l g
- Khoéng theo di di L




THE PREVALENCE OF
MEDICATION ERRORS

There has been a lot of research about the
prevalence of medication errors.

In some studies, medication errors may be as
high as one per patient day in high acuity areas.

Rates from studies range from 5.7-14.6 per 100
orders.

For every reported error that harms a patient,
there are many errors that go unreported

TAN SUAT CUA SAI SOT
DUNG THUOC

D& c6 nhiéu nghién ctru tinh ton tan suat cia
sai s6t dung thudc.

Trong nhiéu nghién ctru, & nhirng viing can can
thiép cap, tan suat nay co thé cao den mic 1
sai s6t moi bénh nhan ngay.

Ti I& trong cac nghién clru dao dong tr 5.7-14.6
moi 100 chi dinh.

Trong moi sai sét dwoc b&o cdo lam nguy hai
dén bénh nhan, c6 nhiéu sai sét khac di kem ma
khéng dwoc bao céo.




WHY DO MEDICATION ERRORS
OCCUR?

« Medication safety is dependent upon
systems, process and human factors,
which can vary significantly across health
care

settings.

« Errors may occur at any stage of the
medication process due many factors.

VI SAO XAY RA
CAC LOI DUNG THUOC?

« An toan st dung thubc tly thudc vao cac
hé thdng, quy trinh va yéu td con ngudi.
Nhirng yéu td nay khac nhau rat ré & cac
noi khac nhau.

- Sai sot c6 thé xay ra & bat ky giai doan
nao clia qua trinh s dung thudc do nhiéu
yéu to.




SYSTEM FACTORS

« System factors that influence medication
administration include staffing levels and
Registered Nurse skill mix (proportion of
care given by RN'’s) , shift length, patient
acuity, and organisational climate.

 Organisational factors include workload

levels, working conditions, polices and
procedures, and technologies.

CAC LOI HE THONG

» CA4c I0i hé théng c6 anh hwéng 1én viéc
dung thuéc bao gom ca trinh dé cua nhén
vién va kj nang biéu Duong Chinh (ti 1€
Piéu Duo’ng Chlnh) thoi gian tryee, muec
dd nguy cap cua bénh nhan, va hoan canh
td chlrc

« Cac yeu t6 té chrc bao gom murc tai cong
viéc, diéu kién lam viéc, cac quy dinh va
quy trinh, va céng nghé.




PROCESS FACTORS

* Process factors can include
 Distractions and interuptions

 Documentation of the administration
process

« Communication of the orders
« Complexity

« Equipment failure

« Mointoring and assessing

YEU TO QUY TRINH

Bao gbém:

- Mét tap trung va bj xen ngang
« Ghi nhan qua trinh ding thubc
Truyén dat cac y 1énh

Tinh phtrc tap

Thiéu trang thiét bi

Theo dbi va danh gia




HUMAN FACTORS

» There are a wide range of human factors
that can contribute to medication errors

» Characteristics of the individuals-training
levels, fatigue.

* The nature of the clinical work

YEU TO CON NGUOI

» C6 nhiéu yéu t6 con ngwdi dan dén cac
sai sot dung thudc

» Déc diém cla cac nhan vién — trinh 6
huan luyén, sy mét mai.

« Dac diém cda cong viéc lam sang




1.

2.

REPORTING MEDICATION
ERRORS

The process of reporting medication
errors has many benefits

Patient- to monitor for any adverse
reaction.

Staff- to counsel and educate to reduce
the risk of further errors

. Quality improvement - collate records,

which may show trends, to further reduce
the risk of errors

BAO CAO ,
CAC LOI DUNG THUOC

Quy trinh bao céo céac 16i thudc mang dén
nhiéu loi ich cho:

. B&nh nhan — dé theo dbi cac phan rng

phu.

. Nhan vién — dé tv van va huéng dan 1am

giam nguy co cho cac sai sét nang hon

. Cai thién chat lwong — dbi chiéu voi hod

s0, gilp thé hién cac xu hudng sai sét,
dé lam giam nguy co xay ra cac sai sot.




MEDICATION ERROR

 Error reporting promote the goal of
providing the best possible patient care in
a safe, compassionate environment by
helping those involved learn about:
» Potential risks
 Actual errors
» Causes of errors
* Prevention of recurrent events

LOI DUNG THUOC

- Bao cao cac sai sot glup day manh muc
tiéu cung cap cham soc tét nhat cé thé cho
bénh nhan trong mét mai treong an toan
va béac ai bang céach glup nhirng ngudi co
lién quan hoc thém vé:

« CAc nguy co co thé

» Cac nguy co thuc

* Nguyén nhan cua sai sot
« Ngtra céc bién cb tai phat




BARRIERS TO REPORTING

The three most significant barriers to

reporting are-

» A hierarchical hospital culture/
structure where the nursing staff
disagree about the definition of
reportable errors

RAO CAN CUA VIEC
BAO CAO LOI
C6 3 rao can quan trong nhat, gém:
* VVan hoda “ton ti trat ty” trong bganh
vién lam cho cac nhan vién diéu
dwéng khdng dong y kién ve dinh
nghia cac sai sot c6 thé bao cao




BARRIERS TO REPORTING

» The fear of the response and reaction of
hospital management/administration and
peers about a reported error.

 The amount of time and effort in
documenting an error.

55

RAO CAN CUA VIEC
BAO CAO LOI
« So sw phan hdi va phén (ing cta quén ly
bénh vién va cac dong nghiép vé sai sot
dwoc bao cao.
« Ngai ton thdi gian va né lwc ghi nhan sai
SOt.

56




VOLUNTARY REPORTING
PROGRAMS

Voluntary reporting is generally more successful
than mandatory systems because:

* Reports come from staff who can describe
the conditions that led to the event and
provide detailed information

* Information is immediately useful to help
create a plan for improvement

* There is trust between the reporters and the
recipients

CHUONG TRINH
BAO CAO TU GIAC

B&o cao ty giac thwdng thanh cong hon cac hé
thdng b&o céo phat giac vi:

« B4o cao do nhan vién thwc hién nén cé thé
mo ta tinh trang dan dén bién cé va cung cap
céc théng tin chi tiét

* Ngay lap tirc thdng tin sé hiru ich cho viéc
thiét 1ap ké hoach cai tién

» Co6 s tin cay gilra nguwdi bao cao va nguoi
tiép nhan




VOLUNTARY REPORTING
PROGRAMS

A nonpunitive approach recognizes that

human error is inevitable

* Analysis is system or process oriented rather
than outcome oriented

 Error reduction efforts are not targeted at the
individual but toward strengthening the
system to lessen the possibility of error

CHUONG TRINH
BAO CAO TU GIAC

Céch tiép can khéng trirng phat cho thay

viéc con ngudi co sai sot 1a khong thé

trdnh khoi

« Phan tich Ia hé théng hwdng dén quy trinh
hon 1a hwéng dén két qua

« Cac no lwc giam sai s6t khdng chi tap trung
vao ca nhan ma hwéng dén lam tang cuwong
strc manh hé théng dé gidm kha nang mac
sai sot




WHO SHOULD DISCLOSE THE
ERROR?

The best person to report an event is the one who was
involved or who found or withessed the event

Most medication errors are reported by nurses or
pharmacists

Everyone associated with health care could potentially
make reports (e.g., pharmacists, physicians, nurses,
dentists, techs, assistants, medical equipment vendors)
The facility should thoroughly investigate any reported
medication error

Al SE LA NGUOIl
VACH RA SAI SOT

Nguwdi bao céo sai sét tot nhat 1a ngudi co lién quan
hoac ngudi tim thay hoac chirng kién bién co

Hau hét cac 16i dung thubc do cac diéu dwdng hodc
dwoc si bao cao

Moi ngudi trong hé théng cham soc strc khde déu cé thé
béo cao I06i (nhw: dwoc si, bac si, dieu duwdng, nha si, ky
thuat vién, hé ly, ngwdi ban cac thiét bi y khoa)

Pon vi nén khao sat va bao cao day di cac sai s6t ding
thubc




WHEN TO REPORT

Best approach is to immediately report an event
whether or not it may cause serious harm

Advantages to immediate reporting:
* An ADE that may not seem serious may, in fact, be
serious
» The supervisor can ask questions while the event is
fresh in the reporter’s mind
An immediate oral report to a supervisor may be more
beneficial than a hastily written report

Send final reports to risk management soon after the
event unless additional time is requested in the report

KHI NAO BAO CAO

Céch tiép can tét nhat 1a bao céo tire thi bién cb du co

gay nguy hai hay khdng

Uu diém cla béo céo tire thi:

* Mot tac dung phu cd vé khong nguy hiém, thuc ra,
cling c6 thé nguy hiém

. Ngum glam séat c6 thé dat cau hdi khi bién cb van con
rat méi mé trong dau ngudi bao cdo

Bé&o céo tire thi bang mleng cho nguwdi giam sat co thé
c6 nhiéu loi ich hon bao céao viét

Gui cac bao cao cudi cling den quan ly nguy co n ay
sau khi bién cb xay ra trlr khi can thém thoi gian dé yéu
cau bao cao




REPORTABLE EVENTS,
CONDITIONS, AND PRIORITIES

* Itis essential to use clear, consistent terminology
when reporting events
— Clearly define the types of events and

conditions to be reported

* Not knowing what to report is a barrier to
reporting

» Provide staff members with examples of adverse
occurrences to minimize confusion about what is
desired.

CAC BIEN CO CcO THE BAO CAO,
CAC LUAT VA QUY DINH

« Nhét thiét phai st dung cac tw nglr ro rang va
chinh xéac khi bao céo bién cb
— Pinh nghia rd cac dang bién cb va céc tinh

trang c6 thé bao céo

« Khong biét bao céo céi gi 1a mot rao can dé bao
cao

 Cung clp cac vi du vé céac su viéc khdng mong
mudn cho nhan vién d& han ché nham lan.




REPORTABLE EVENTS,
CONDITIONS, AND PRIORITIES
(CONTINUED)

» The categories of conditions and events

reportable to error reporting systems are:

* Risk: hazardous conditions that could lead to
an error

* Near misses/close calls: errors that were
intercepted and corrected before reaching the
patient

» Errors, no harm: errors that reach the patient
but do not cause harm

» Errors, harm: errors that reach the patient and
cause harm

CAC BIEN cO cO THE BAO CAOQ,
CAC LUAT VA QUY BINH
(TIEP THEO)

« Céc kiéu tinh trang va bién cb c6 thé béo céo

dwoc :

« Nguy co. céc tinh trang nguy hiém c6 thé dan
dén sai sot

* Sai sot suyt xay ra: sai sot da dwoc chan
dirng va slra sai truéc khi dén voi bénh nhan

« Sai s6t khéng nguy hai: sai sot da dén voi
bénh nhan nhuwng khong gay hai

* Sai s6t gay hai: sai sot da xay ra véi bénh
nhan va gay hai




REPORTABLE EVENTS,
CONDITIONS, AND PRIORITIES

Near misses and conditions that could lead to errors or
“less serious” errors all provide information about the
underlying system-based causes of medication errors
— All of the above should be reported
— Allows systems to be proactive in identifying system
failures
— Less devastating to report events not causing harm
than to have to report harmful occurrences
Institutions should encourage personnel to report events
and not to assume that the problem is already known
More complete reporting enhances the ability to learn
about errors and to implement appropriate safeguards

CAC BIEN CO cO THE BAO CAO,
CAC LUAT VA CAC WU TIEN

CAc sai sot va tinh trang suyt xay ra c6 thé dan dén céac sai
s6t hodc hodc cac sai sot “it nghiém trong hon”. Tat ca déu c6
thé cung cap thong tin v& cac nguyén nhan do hé théng gay
nén céc I6i dung thubc.

— Tét ca déu phai dwoc bao céo

— Cho phép hé thdng chii ddng xac dinh cac sai sét hé théng
— BA&o céo cac bién cb khong gay hai it anh hwéng xau hon

béo céo cac bién cb gay hai

Nén huy déng nhan luc bao céo céc bién cb va dirng cho
rang da biét dwoc van dé

Nhiéu bao cao hoan chinh hon sé lam tang cuwong kha nang
hoc tap tr nhirng sai s6t va rng dung nhirng phwong phap
an toan thich hop




WHAT INFORMATION TO REPORT

« JUST THE FACTS

* include a factual description of what happened
and the patient outcome

* Include names of products if the event involves
a problem with labeling or packaging

* Include any additional patient monitoring or
testing performed or medications administered
as a result of the event

BAO CAO THONG TIN NAO

« CHI BAO CAO SU KIEN

« M0 ta chuyén gi da xay ra va két cuc ctia bénh
nhan

« Tén cac san pham lién quan néu bién cb ¢ lién
quan dén viéc dan nhan hodc dong goi

* M0 ta viéc theo dbi thém cho bénh nhan hoac
xét nghiém gi 1am thém hodc thudc gi dung
thém cho bénh nhan sau khi bién cb xay ra




WHAT INFORMATION TO REPORT

* Include explanatory information that describes:
* How the event happened
* What normally happens and how risk was
managed before the event
* Why the event happened
* At-risk behaviors
* How to prevent similar events

BAO CAO THONG TIN NAO

« Céc théng tin giai thich bao gém:

« Bién cb xay ra nhw thé nao

« Trwdc khi bién cd xay ra, thwdng thi sé xay ra
tinh huéng nao va kiém soéat nguy co ra sao

« Vi sao bién cb xay ra

» Céac hanh vi c6 nguy co

« Phong ngtra céac bién cb twong tw nhw thé
nao




REPORTING MEDICATION ERRORS

The process-

1. Recognising the error- ensure patient
safety-additional observations and
monitoring for adverse affects.

2. Reporting the error- different centres use
different modes of reporting.

75

BAO CAO CAC LOI DUNG THUOC

Quy trinh -

1. Nhan ra sai s6t — bao dam an toan cho
bénh nhan — danh gia thém va theo doi
cac tac dung phu.

2. Bao cao sai sot — cac trung tam khac
nhau dung cac kieu bao cao khac nhau.

76




REPORTING MEDICATION ERRORS

3.Counselling of the staff involved- to assist
in identifying any causative factors.

4. Education of the staff involved- to reduce
the risk of future errors.

5. Recording the incident to assist in
reducing the risk of further incidents

77

BAO CAO CAC LOI DUNG THUOC

3.Tw van cho nhan vién c6 lién quan — gilp
ho xac dinh dwoc cac yéu té nguyén nhan.

4.Giao duc cho nhan vién co lién quan —
giam nguy co sai sot sau nay.

5.Ghi nhan bién cb dé gitp gidm nguy co
gay bién cb sau nay

78




MEDICATION ERRORS
STAFF RESPONSIBILITY

When a medication error has occurred, the
staff remember should acknowledge that
the incident has occurred

Observe and reassure the patient.

Report to the supervisor as soon as
possible

Complete a medication incident report.

LOI DUNG THUOC
TRACH NHIEM CUA NHAN VIEN
- Khi xay ra mét sai sot dung thubc, nhan
vién phai chip nhan bién cb da xay ra.
« Danh gia va giup bénh nhan an tam.
« Bao cao cho giam sat vién cang som cang
tot
- Hoan tat bao céo 16i dung thubc.




MEDICATION ERRORS
SUPERVISOR RESPONSIBILITY

» Support the staff member to care for the
patient

 Assist the staff member to complete
medication incident report

« Carry out investigation of the specific
incident with emphasis on the process
associated with the incident.

» Develop an action plan to prevent
re-occurrence

LOI DUNG THUOC
TRACH NHIEM CUA GIAM SAT VIEN

 Hb tro nhan vién cham soc bénh nhan

» Gilip nhan vién hoan tat bao céo I6i diing
thudc

« Khao séat bién cb chuyén biét r)hém vao
quy trinh lién quan dén bién c6 do.

« Xay dwng ké hoach hanh déng dé ngwra
tai phat




STRATEGIES TO PREVENT
ERRORS

Research has suggested strategies to reduce
the risk of medication errors.

Nationwide initiatives- standardized
medication charts.

Nurses education and training- annual
mandatory training

System change- to assist in improving nurses
efficiency during drug administration.

System change with technology-computer
bar coding to reduce the risk of errors

CHIEN LUPOC NGUA SAI SOT

Cac nghién ctru da dé nghj cac chién lvoc
lam giam cac sai sot dung thudc.

Cac biéu do dung thudc dwoc chuan hoa dau
tién trong ca nwoc.

Giao duc va huan luyén diéu duwdng — huan
luyén bat buéc hang nam

Thay doi hé thong — dé gilp cai thién hiéu
qua dung thudc cua diéu dudng.

Thay doi hé thong bang cong nghé — ma
vach de giam nguy co sai sot




STAFF EDUCATION AND SUPPORT

Staff education should include:

— Active learning about the barriers to medical error
communication

» Debriefing sessions and private support counseling for
staff members involved in an error

» Aculture of safety must be created by leaders who
support error reporting

» The pledge to disclose has proven to be challenging

because individual practitioners are still cautious about

disclosing errors to colleagues or superiors, regardless

of anonymity

GIAO DUC VA HO TRO NHAN VIEN

« Gi&o duc nhan vién gébm:

— Chu déng hoc cac rao can cla truyén théng sai sét trong y
khoa

« Céc budi hoc tom lwoc va tw van hé tro riéng cho cac
nhan vién c6 lién quan dén cac sai sot

« L&nh dao phai tao ra mét van hda an toan dé cb dong
cho viéc bao céo 16i

« Ché&c chan con nhiéu thir thach vi trng ca nhan van con
de dat trong viéc nhan 16i v&i déng nghiép hoac giam sat
vién, du khéng céng bd tén.




CONCLUSION

« Harm from medication can arise from
unintended consequences as well as
medication errors.

« A medication error reporting system is
critical to ensure the reduction in
medication errors.

KET LUAN

« Nguy hai tir thubc co thé xuat phat tir
nhirng tdc ddong khéng mong dgi cua
thudc 1n cac sai sot trong dung thudc.

« R4t can mét hé thdng bao céo 16i dung
thuéc dé& bao dam gidm thiéu cac sai sot
dung thudc.
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