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*K HEFRZCHT L HEOTEE

Incident

Reporting and

activities that creates cultures,

processes and procedures,

EE HH 24 b i TEF HAGER (%) *
Patient safety WHO Patient safety Patient safety is the absence of BEOREMEL X, EROERT
preventable harm to a patient BH ST HE 7 harm () 2378 »
during the process of health care | & &, & X EZRICEE T 2 44
and reduction of risk of B harm(E) D ) R 7 % FFATHE
unnecessary harm associated E/NREE CRBT 2 2L TH
with health care to an acceptable | 3,
minimum.
WHO Conceptual 2009 | Patient safety is the reduction of | BFOR ML (X, EFEICBES
Framework for risk of unnecessary harm A8 7 harm(F) D Y R 7 % 7F
the associated with healthcare to an | & A[REZn e/ NRE F T T %
International acceptable minimum. An ETHB, FEAlHe /MR
Classification acceptable minimum refers to the | 1%, IEDQHGK, FIFHTHE 2 &
for Patient collective notions of given . 77 BRI R EFE
Safety Version current knowledge, resources LT, ERz{TORWELE o
1.1 Final available and the context in EEZITHIHGAEDO) A7 LKL
Technical which care was delivered weighed | 72#& 1 &% 53
Report against the risk of non-treatment
January 2009 or other treatment.
WHO Patient Safety 2020 | a framework of organized YR 27 ZAKG L, [B1EERTRE 75

harm (%) DFAEZ G, =7 —
ORI ZEC L, AR OHE
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Learning behaviors, technologies, and AR S 2 L O RERICE T 52X
Systems environments in health care that | ft. 7wt X X OFIE, 1TE).
Technical consistently and sustainably: Bt X OS2 —H L TR
report and lower risks, reduce the (R 3 2 FHARAY 75 75 B) o et A
guidance occurrence of avoidable harm, DIk,
make error less likely and reduce
its impact when it does occur.
AHRQ Guide to K 2017 | "the freedom from accidental or | "B TIC X o THE L 2 BFEN
Improving preventable injuries produced by | % 721X VB ATRE {5 E 2> & DfEAL"
Patient Safety medical care." Practices to Lo, BEFoReMzm L
in Primary improve patient safety thus L7 D0EKIT. FHivRER
Care Settings include those that reduce the BEREROFLEZRI T ELDHD
by Engaging occurrence of preventable ZED,
Patients and adverse events.
Families
WHO WHO Patient 2011 FERICBEL 2 A RERED Y R
HORERIREIC | Safety 7 %z P A Re T /MR DIKIE L T
X 2HER [ Curriculum IS 34T %0
%] Guide:
Multi-
professional
Edition 2011
WHO B&%
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EHYFaT

VAV RIE D
T i

Adverse event WHO World Alliance 2005 | An injury related to medical R DADHE & 1T IRy, B
For Patient management, in contrast to PEMEICEET 2EED &, &
Safety WHO complications of disease. Medical | “ZHEHRIC X, ZWiLIRE, 2H
Draft management includes all aspects | RIEHRDO LM, HFEICHEH IS
Guidelines for of care, including diagnosis and VAT LRI Y. TTDOHD
Adverse Event treatment, failure to diagnose or | W2l &G TN 25, HEFERIC
Reporting treat, and the systems and &, FRIABEZR b D & FHiA A RE
and Learning equipment used to deliver care. nbDHH B,
Systems From Adverse events may be
information to preventable or non-preventable.
action

WHO Patient Safety 2020 | an incident that results in BHFEICT BT RE 7 harm () % 5 2
Incident preventable harm to a patient 2 fEHR & Tr o T FHi,
Reporting and
Learning
Systems
Technical
report and
guidance
WHO WHO Patient 2011 HExA v 7 v b (Harmful
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FRAERERA I
L3R [Z
%]

Safety
Curriculum
Guide:

Multi-
professional
Edition 2011
WHO BEH%
eV FaT
LA R Lk
TR

incident) (HZEH% [Adverse
event]) : FREHICERRIT L4 v

STV,

AHRQ Agency
for Healthcare

Research and

Quality

Adverse
Events, Near
Misses, and

Errors

KE]

2019

adverse events refer to harm
from medical care rather than an
underlying disease.

Important subcategories of
adverse events include:
Preventable adverse events:
those that occurred due to error
or failure to apply an accepted
strategy for prevention;
Ameliorable adverse events:
events that, while not
preventable, could have been less

harmful if care had been

AHERER L X, KK L 2 2[5 T
37 <L BEEITRIC X 2EERTE
T, AEFROEELR Y T HT
V—iClZLTDobD2bH 5,
TR AEER - WL T2
ERI N THRONEMIC LY
FAELZER,
KERERAEER : THIZTE
RO, TTHREL S TuIEE
Bhhrolz b Bbh3ER,
WK X 2 HEFER - M OEIR
FRicHFEh 3Kk TE 577
KXo TRELZER,
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different;

Adverse events due to
negligence: those that occurred
due to care that falls below the
standards expected of clinicians

in the community.

HSE Health and | Incident B[] 2020 | An incident which results in I7—DfRTH B LS 2

Safety Executive | Management harm, which may or may not be 63, harm(FE)%2 d7zH L7 A
Framework the result of an error. vUT Vb,

Department of | Reporting an W [E An adverse incident is an event BERERLIZ, BE. A2 v 7,

Health (UK
gov)

Adverse

Incident

which causes, or has the potential
to cause, unexpected or
unwanted effects that will involve
the safety of patients, staff, users

and other people.

Adverse incidents can occur from
malfunction of the device,
unclear or incorrect user
instructions, user practices,
equipment servicing and
maintenance or the conditions of

use. The importance of an

=¥~ ZOfhd N4 DL
BMbz, FHlen, Hs0IizEE
LA wigEzg|giEcd. 2
WIEEI &R FAREED B 5 FR
DI,

AERERIE, EEROREE. 1~
W68 & 72 (XA IR 2 H FH AR 2, fi
75k, BRI —Ee 2B LU
YT v A TSR & 5%
BT LRREELAD D T, Fio
BEEEEISLTLIHL 2 TIEA

(L HIROTEE D THRA R D
D BT FIFEE) 225H 5
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incident is not always obvious,
and types of incidents can vary
from the extremely serious

(death or serious injury) to the

apparently minor.

WM D DE CTREA TH B,

CPSI The 717 % | 2008 | An events which results in BECERLARVEZLZL L,
Canadian unintended harm to the patient, | & OHEEER iR CciIn <, &
Patient Safety and is related to the care and/or | FiCfRt I N7 TH IO 72
Institute services provided to the patient FY—eRICEEL 2RO
rather than to the patient's &,
underlying medical condition.
Error WHO World Alliance 2005 | The failure of a planned action to | FHH & N7z {TEIREX &3 D IC5E
For Patient be completed as intended (i.e. TLaholZ & (FhbbHET
Safety WHO error of execution) or theuseofa | DT 7 —), T/ IFHMWEEKT %
Draft wrong plan to achieve an aim TeDICRo -t 2T 2 2 L

Guidelines for
Adverse Event
Reporting

and Learning
Systems From
information to

action

(i.e. error of planning) (3).
Errors may be errors of
commission or omission, and
usually reflect deficiencies in the

systems of care.

(Thbbitliorz7—), =7—

ik, EREZ3RMEADT T —
BHY., BH. TTVYATLDORX
faz KL T 5,
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WHO

Conceptual
Framework for
the
International
Classification
for Patient
Safety Version
1.1 Final
Technical
Report
January 2009

2009

An error is a failure to carry out a
planned action as intended or

application of an incorrect plan.

T7—¢ik, FHEL 21782 EX
LizeBYICETTE o7
D, Bo-EtHEZEHLAZL T3
Z ok,

WHO

Patient Safety
Incident
Reporting and
Learning
Systems
Technical
report and

guidance

2000

failure to carry out a planned
action as intended or application

of an incorrect plan.

SHE L 72178 2 EXE 0 1T EfT
o720, Bo -5 HE % BEA
72035zl




WHO WHO Patient 2011 HE L 2382 BRI Lz B0 I
HIERKEIC | Safety EFfETE W L, TEAEY
X 2HER [ Curriculum EHEICESOWTCITEI T 5 2 &,
%] Guide:
Multi-
professional
Edition 2011
eV FaT
VAV RE D
T i
AHRQ Agency | Adverse K 2019 | a broader term referring to any LRV ERT, BEEIBENIC
for Healthcare Events, Near act of commission (doing fafgiikiic 2 531E: (RhE-
Research and Misses, and something wrong) or omission Tl ETHIL) TREEAMES
Quality Errors (failing to do the right thing) that | (GELWWZ & Z L7ARWI &) OfT
exposes patients to a potentially | A% {53,
hazardous situation.
HSE Health and | Incident e ] 2000 | The failure of a planned action to | Gl L 7zfTEI A3 E X L 7238 O 1T 5%
Safety Executive | Management be completed as intended oruse | T L7aWZ &, F2IZHWZERK
Framework of a wrong inappropriate or T % 72 I [liE > 7= AN Y] 72 5
incorrect plan to achieve an aim. | Zflifd 2 &,
Center for PATIENT An act of commission (doing LA aviiRkedbod, %
patient safety SAFETY something wrong) or omission 72320 X5 eiikEt b 7203
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GLOSSARY (failing to do the right thing) that | BEER K E v, FR (Bwo L%
leads to an undesirable outcome | 33) 2 IIAfELA (ELwZ &
or significant potential for such L) DT A,
an outcome.
Hazard WHO World Alliance 2005 | Any threat to safety, e.g. unsafe RECXNTE2HLWEEE () :
For Patient practices, conduct, equipment, LBRTIERWER, 118, .
Safety WHO labels, names. 7R, AR E),
Draft
Guidelines for
Adverse Event
Reporting
and Learning
Systems From
information to
action
WHO Conceptual 2009 | Hazard is a circumstance, agent | % — F & (X, harm(#) % kI3

Framework for
the
International
Classification
for Patient
Safety Version
1.1 Final

or action with the potential to
cause harm. A circumstance is a
situation or factor that may
influence an event, agent or

person(s).

AR H 2 KW, = —Y = v

M, FREfTADZLETH D, K
Wk, BR, fTHELITAL
B T TR D & 2RI &
T ERZ WD,
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Technical
Report
January 2009

WHO

Patient Safety
Incident
Reporting and
Learning
Systems
Technical
report and

guidance

2020

a circumstance, agent or action

with the potential to cause harm

harm (%) Z i 2 2 WHeMED & 2 1k
. ==Y =zv b, fTH,

WHO
FORIERIR T
LB HER [
#]

WHO Patient
Safety
Curriculum
Guide:

Multi-
professional
Edition 2011
WHO E#H%
eh)Fa7
VA RE D
E

2011

FEELIZEITEND D 5K,
K% 72 13,
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U.S. Occupational KIE They (hazards) include ZONF—=Fo) i, Ik
DEPARTMENT | Safety and bloodborne pathogens and Qo3 2 IR IR R0 AW T e B
OF LABOR Health biological hazards, potential P, AL 3 D WEER O Rl AE
Administration chemical and drug exposures, e, BRI A D FEEY) OWRER,
waste anesthetic gas exposures, Wedin % DfERRTE. Fib 172 b
respiratory hazards, ergonomic DIRL7=9 3 2% Ic X5 AL
hazards from lifting and PR fERE. v —ofElk
repetitive tasks, laser hazards, TE. B coR)), ERECTORE
workplace violence, hazards B, R EYE S X o ekt
associated with laboratories, and | 2 &3 H 5,
radioactive material and x-ray
hazards. Some of the potential
chemical exposures include
formaldehyde, used for
preservation of specimens for
pathology; ethylene oxide,
glutaraldehyde, and peracetic
acid used for sterilization; and
numerous other chemicals used
in healthcare laboratories.
HSE Health and | Investigating PO 2004 | the potential to cause harm, fFEcE R GE. ME, T8, 3

Safety Executive

accidents and

incidents

including ill health and injury;

damage to

b, BREE~OIRE, EERK. A
HOMMA L, HEZGI T
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property, plant, products or the
environment, production losses

or increased liabilities.

AREED H 5 b D,

Healthcare Glossary vt Situations with the potential to harm () Z Mz 2 AlREME D & 5 1k

Excellence cause harm. oL

Canada

HAS Health and | A Guide to 7 A v | 2016 | Anything with the potential to &S 2 5] 2 & 2 3l

Safety Authority | Risk v F cause injury or ill health, for HDH 2D, HlziE. 1L¥Y
Assessments example chemical substances, B, falR 7 BEii. fth& oo
and Safety dangerous moving machinery, or | ZJIC X 2EHER L,
Statements threats of violence from others.

Incident WHO World Alliance 2005 | Incident (or adverse incident): AveTvr (FRIFAEEER)

For Patient Any deviation from usual medical | W% D EFIIT 220> bR L T,
Safety WHO care that causes an injury to the | BFICEELX 5 2720, harm(F)
Draft patient or poses a risk of harm. A B EEERH LD

Guidelines for
Adverse Event
Reporting

and Learning
Systems From
information to

action

Includes errors, preventable

adverse events, and hazards

Lo 77—, THiMEE A ESE
R, ~"F—Frit,
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WHO Conceptual 2009 Incidents arise from either AveT v bk, BRILAWTS
Framework for unintended or intended acts. FRRERIL 270 wTh e
the AL %,

International An incident can be a reportable

Classification circumstance, near miss, no harm | 4 ¥ ¥ 7 v Mt MERBFO H
for Patient incident or harmful incident LRP, =T I A, WERAL v
Safety Version (adverse event). TV BERAVvETVvE (B
1.1 Final FER) #H 5,

Technical

Report

January 2009

WHO Patient Safety | 2020 any deviation from usual medical | J#F D ELIT 22> b DEM T, &
Incident care that either causes an injury | FICHEEZ 52720, harm(F) %
Reporting and to the patient or poses a risk of Mz 2fEEtED®d 2 b 0% v,
Learning 7 —. THirlRERAHERER. »
Systems F—FhErEEhd,
Technical
report and
guidance

CMS Centers AHRQ K[ 2013 | Anincident is a patient safety AveTvreid, BEICERN

for Medicare & | Common event that reaches the patient, ALNTZDEPITrIrbLT, B

Medicaid Formats - whether or not the patient was FICHE L RITTERELREERT

Services Information for harmed b5,
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Hospitals and
State Survey
Agencies (SAs)
Comprehensive
Patient Safety
Reporting
Using AHRQ
Common

Formats

Incidents can be considered in
terms of the: 1) level of harm and
2) preventability.

Level of harm:

Incidents can include both those
where the patient is harmed and
those that result in no harm to
the patient. It is important to
report “no harm” as well as
“harm” incidents, because in
either case, mechanisms for
preventing the event from
reaching the patient have failed
and may fail again in the future.
For incidents that result in harm,
the level of harm can range from
minimal harm to death.
Preventable vs. Non-preventable:
Incidents are not always
preventable, as they do not
necessarily reflect an error in
care, negligence, or poor quality.

Non-preventable incidents can

4 vyF v I, Dharm(E)o L
v, 2)FHiTREE D BlR 2 5
A5 EMBTE S,

EDL)L [ v T v T,
BHRICEIRSE DL, BHEICE
BRIZR Vb DD EE N
5, WIhoBGAED, ZORERN
BECEEST 20 %S 5729
DANZALHBRBLTEY,
SRHIC  RHS 2 TREMED B 5 72
»., [#EE(oharm)] A4 v F
v b [E(harm) | DA VTV
FOEETEZEDPEETH B,
ERFEAE LA v TV b Tl
FOL )V idR/NRO fEE 2 S5
KB ETHRATH S,

TEARTRE vs. FRAATIRE 1 4 v &
VRIS TLITITORY, B
B, HOKT 2 ML T3l
Tl wzo, HICTHAREL »
> bIFTlE R, FHIARREZRA
S AR N = 1) N TR TS
T b b T RAET B ATRENES
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occur despite proper assessment
and treatment. A patient may
have been highly susceptible to
an event because of her health
status, a complex diagnosis, or
lack of available information. In
some situations, harm from
treatment may have been
anticipated, but the risk of harm
was considered more acceptable

than risk of failing to treat.

BHLFROGELR ML ZIT T D
ATREME DS B %, RULIC K o T
%ﬁm;%%ﬁ%ﬁéhk#%b
Nhw, HEEZE2Y A7 XD
BEDIV R DTINBFHATED L
ZZ b,

NHS National Incident e [ 2019 | Anincident is any event, AveTv b eid, N ME, FF
Health Service | Reporting and accident or circumstance that HicE, 8L, BEZS5 2 5 A6
Management could or did cause a harm, lossor | kD H 5, H 25 W ITFERICH 2 72
Policy verl.1 damage to people, property, FR, i Koz LT, CCG
reputation, or other occurrence (Clinical Commissioning Group)
that could impact on the CCG’s | @ HEE@EKEEN) IC#E % 52 5 1]
ability to achieve its objectives. REtED3H %
HSE Health and | Incident EraEs| 2020 | An event or circumstance which | EXKI L7z, & 5 W I ALE
Safety Executive | Management could have, or did lead to harm(E) % & 7= 5 T HEEMED B -
Framework unintended and/or unnecessary oo H5VIEH 2o LHkES

harm. Incidents include adverse

events which result in harm;

Rz e, A vyTFvhiclt
EEx LT HEER, Ex bz
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nearmisses which could have
resulted in harm, but did not
cause harm, either by chance or
timely intervention; and staff or
service user complaints which are
associated with harm. Incidents
can be clinical or non-clinical and
include incidents associated with
harm to:

- patients, service users, staff
and visitors

- the attainment of HSE
objectives

+ ICT systems n data security
e.g. data protection breaches

- the environment

LS A[BEEDR D o 725, @R E /-
TEFEONAIC LV ER L 720X
o= 7 IR, EiCEET 3
ARy 7EREF R —F—
DEEREEND, A VTV
i, BRIRI 72 b o & IERRIRIY 72
bOBBHY, UTD XS FICH
HT 24 Vv T VY MR ETIND,

CHFE. Vv RAHE. Axy
7 B X UHRE

- HSE HAE DEMK

ERY AT ARV T =Xk F 2
V74 (77— 2 RiEEK R E)

- BREG
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HSE Health and | Investigating e [E] 2004 | incident: — near miss: an event AvyT Vb
Safety Executive | accidents and that, while not causing harm, has | - =7 I & : harm(&) ¥ 7\ 23,
incidents the potential to cause injury or ill | IBELCEEFEE %5 k2 I 7[HE
health. (In this guidance, the Wb bHER, KA XV AT
term near miss will be taken to . =7 IR &) HEEIE. fEkk
include dangerous occurrences); | ZHKHEEZEL DL DL T 5,
— undesired circumstance: a set - undesired circumstance : ¥ L
of conditions or circumstances < Zm ik,
that have the potential to cause BECEFRREE 25 & I Ak
injury or ill health, eg untrained | YD & 2 —HED S RIL, Hil 2
nurses handling heavy patients. AR % 32 1 T e W B R M4
HOBEWEHFZHRI 2 L,
Near-miss WHO World Alliance 2005 | “Near-miss” or “close call”: "near-miss "¥ 7z 1% "close call " : ¥
For Patient Serious error or mishap thathas | HFHRZ 5| &L FAREMEY S 5
Safety WHO the potential to cause an adverse | IC% 22220 53, BRE 72121k
Draft event but fails to do so because of | INT272DICE H b7 h> > 7 H

Guidelines for
Adverse Event
Reporting

and Learning

Systems From

chance or because it is
intercepted. Also called potential

adverse event.

KT I—F 72135, BENE
EERLEDH W,
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information to

action

WHO

Conceptual
Framework for
the
International
Classification
for Patient
Safety Version
1.1 Final
Technical
Report
January 2009

2009

A near miss is an incident which

did not reach the patient.

=T IREIE, BEICE» >
AV Ty NDZETHD

WHO

Patient Safety
Incident
Reporting and
Learning
Systems
Technical
report and

guidance

2020

an incident that did not reach the

patient.

EFIC RNl ot 4 VT b

WHO
FOREERER IS

WHO Patient
Safety

2011

BEChhr oA vy T Vb

(Near miss) : BBEHICHEE R IL 7
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X 2HER [ Curriculum MolzA VYT vk,
%] Guide:

Multi-

professional

Edition 2011

eV FaT

VAV RE D

AT
CMS Centers AHRQ K 2013 | A near miss (or close call) is a =7 IR (F7zl% close call) &
for Medicare & | Common patient safety event that does not | (¥, BFICHEEBRIT R WEEFD
Medicaid Formats - reach the patient ZRICEDLIERTH 5,
Services Information for

Hospitals and
State Survey
Agencies (SAs)
Comprehensive
Patient Safety
Reporting
Using AHRQ
Common

Formats

A near miss is a potential harm
event that did not reach a

patient.

=7 IREF, BECEREL 2 H
S TBIEN R EDERD Z &,
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AHRQ Agency
for Healthcare

Research and

Adverse
Events, Near
Misses, and

Errors

an unsafe situation that is
indistinguishable from a
preventable adverse event except
for the outcome. A patient is
exposed to a hazardous situation,
but does not experience harm
either through luck or early

detection.

R Z R IE T RE A ERR
EXHITE R WL THRWIRILD
i, BEPERRIRIICT S X
N7, ERRD» o705, Fi#f
KRR TEZDP, harm(E) %%

Cj 7’; iNoW e i%l/fl\o

NHS National

Health Service

Incident
Reporting and
Management
Policy

verl.1l ,Leon
Adeleye,2018
BHH
Federation
Operational

committee

A ‘near miss’ is an incident
which, but for skillful
management or a fortunate turn
of events, would have led to

harm, loss or damage.

=7 IR &, T ERE S E
mHSRER R T, FEeEK.
BEICORDB > T REED &
24vyTvirDT e

HREBR DL A
PEAE R D Bk
v B
D7 DRGE

DIEFR & W

AHEFER L X, ERG»EE IR
7-EREICELZHOWBIFE L L
BWERE FokETchh, 47
L YERLOKE & oK EE
FaHBbDDAE fHETbIFTIR
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DEHE I DU

T, Thbb, AEHRR L.

EEH SO & R cBE D H
2, BOoWRIFELL 2w, BEX
L e ffes (20, B AR A
DEE) ., FERXIZERD Z LT
HY . YEERS E O REEFRD
BIEIEMD R,

Japanese Cancer | HEHRME HA 2019 MEREERIC SR I N B ICAEL
Trial Network (e 2l g i HELLAVERELOH LW S
HAKNTAV HRETH Y, 3L D YK K
(JCTN-f%# & DORRERYH 2 b DD K EiE
HRHE A THhITERY, 2%), AEFEF
FoAY) — Reix, EEGLOMMH. BESHIE
verl.1.1— B F T TFEE & R 1 B
DH5H, HEL (v, BRIL%
W oW R (B ZIE, ERKR
HEDOFRE ), R, 72 3BIRD
ZEThh., B BHEE ORI
ROF MM D 2R
AveFvE JZA T 8 L eftE | HA | 2002 (A veFvh] i, HESZED
Gt 3 BT, Mo L BEFR T AT U EE
~ RIS A ICEBTNBANICHA I N D
ARERICP 5 D, HBVIE, o L ERITRE
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370~ UHEEI N, R LTH
FIHE L RIZTTICEL I d o7z
bDEW I, KETEETIE. [H
#FLLTlexy) -~y ] 2H
w3,
JCHO MOZATEC | MAZATBGEAN | HA 2016 AveFvr (ex) v )
B IR R | b R R AR AveFv e, HEZHEOH
REHHEE HE HEERSHE % BT, e v NE LD, vk
LR L7z b L7z a9 2 Hl %245

L. FBRCIBEE~MEEZXKITT
TLRIEEAERD 572, B
BERER~FETIREEZAL
T BERFHIZ S,
AR IE, & 2 BT AH. (1)
BE~IEME N - 7285, K
CEME Nz & T, 550
HERTFH TN -HR, 2)BEH~
IFEME A, MR LR
~MEERRIETICRES o7
Ry mdg, QR E LT
BRI 7 (5 5 % IS L 72 /R
T,

¥k, BELZT TR HNERE
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BRI, GEOREXITZD
AREMED B o T2 EEZ b L HER
bEal, A VYTV TIVT
v F DEFHEE M TIE, 0~3a
BNRE TR D,

H A= T2 EgptsEEo | HA | 2007 EEICIZR SR> 72D,
oD EBEL bLrT s eHKPHEELR L
SR v =2 722> L e IR FE R )
T v

77TV b JE A S et | HA | 2002 (77 vT v ] LEE, ERE

OSEPIN WMUCHY 2 FHFEE LTHW 3
~ R % AWETEHETIE 5%, FEE LT
KIRICHiIkS (i) #Hw3
572~

JCHO ZfTEr | MnZfrBiEA | HAR | 2016 TrvT v (BEAERR E
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