creative
comimons

C O M O N S
& X EAlI-HI el Xl 2.0 Gigel=
Ol OtcHe =2 E 2= FR0l 86tH AFSA
o Ol MHE=E= SN, HE, 8E, A, SH & &5 = AsLIC

XS Mok ELICH

MNETEAl Fots BHEHNE HEAIGHHOF SLICH

Higel. M5t= 0 &

o Fot=, 0l MEZ2 THOIZE0ILE B2 H, 0l HAS0 B2 0|8
£ 2ok LIEFLH O OF 8 LICEH
o HEZXNZREH EX2 oItE O 0lelet xAdE=2 HEX EsLIT

AEAH OHE oISt Aele 212 WS0ll 26t g&
71 2f(Legal Code)E OloiotI| &H

olx2 0 Ed=t

Disclaimer =1

ction

Colle


http://creativecommons.org/licenses/by-nc-nd/2.0/kr/legalcode
http://creativecommons.org/licenses/by-nc-nd/2.0/kr/

Analyses of Near Miss and Adverse Events
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A= 1272(0.3%) 01 Ak, R o i B =8 418571(99.7%), B ]
1371(0.3%) 2. & el tH(Table 1).

Table 1. Characteristics of Medication Error Reporting

(N=4,198)
Characteristics Categories n (%)
Reporter Head of medical institution 48 (1.1)
Health care provider 2,391 (57.0)
Patient safety officers 1,747 (41.6)
Patient, Caregiver 12 (0.3)
Internal reporting after Yes 4,185 (99.7)

an incident
No 13 (0.3)
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2) Abarel 54
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22871(5.4%), &8 19157 (45.6%) .2 B sto] 7} ok Tk F Alawt
A Az A o wnto] 157371(37.4%), 1Y€ o]/ 74 wH] ko]
797(1.9%), 74 o] 28 mwro]l 1671(0.4%), 28 °] 1871(1.4%), & o]
2,51271(59.8%) . & &l ¥ ¢t}

A Qg 2,1417(51.0%), A9 1,149 (27.4%), °F= 39871
(9.5%), T3} 34 23370(5.6%), &4 5871(1.4%), A 14371(3.4%),
71EF 7671(1.8%) 01 L, At Al W g spEe B sto] 170571(40.6%) 0.2 714
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Table 2. Characteristics of Medication Error Incidents

(N=4,198)
Characteristics Categories n (%)
Hospital type Tertiary hospital 569 (13.6)
General hospital 1,242 (29.6)
Primary hospital 104 (2.5)
Long-term care hospital 81 (1.9)
Clinic 1,045 (24.9)
Pharmacy 1,116 (26.6)
Other” 41 (1.0)
Hospital size No beds 2,011 (47.9)
< 200 216 (5.1)
> 200 - < 500 669 (15.9)
> 500 1,187 (28.3)
Unknown 115 (2.7)
Time of occurence Day 1,451 (34.6)
Evening 604 (14.4)
Night 228 (5.4)
Unknown 1,915 (45.6)
Incident occurrence time and < 1 1,573 (37.4)
detection time interval(day) >1-<7 79 (1.9)
> 7-<28 16 (0.4)
> 28 18 (0.4)
Unknown 2,512 (59.8)
Location Outpatient’s room’ 2,141 (51.0)
Patient’s room 1,149 (27.4)
Pharmacy’ 398 (9.5)
Examination room 143 (3.4)
ICU, ER 233 (5.6)
OR’ 58 (1.4)
Other' 76 (1.8)
Medical department Internal medicine’ 1,087 (25.9)
Surgery” 647 (15.4)
Emergency medicine 98 (2.3)
Neuropsychiatry 59 (1.4)
Other™ 602 (14.3)
Unknown 1,705 (40.6)

_13_



ER=Emergency room, ICU=Intensive care unit, OR=Operating room

* Including Psychiatric hospital, Korean medicine hospital, Dental clinic

* Including Outpatient’s room, Injection room

¥ Including Pharmacy, Dispensary

§ Including Operating room, Recovery room, Treatment room

I Including Artificial kidney room, Physical therapy room, Corridor, Restaurant,
Administrative department, Lounge area

9 Including Internal medicine, Pediatrics, Neurology, Family medicine, Dermatology
and Hospice

# Including Orthopedic surgery, General surgery, Neurosurgery and Obstetrics and
gynecology, Cardiothoracic surgery, Urology, Ear and nose and throat,
Ophthalmology and Plastic surgery

=% Including Korea rehabilitation medicine, Oral maxillary facial surgery, Pediatric
dentist, Medical examination center, Anesthesia and pain medicine, Uuclear

medicine and Radiology

_14_



A S AuEE FAdo] 1,778 (42.4%), o1/ o] 2,355 (56.1%), = o] 651
(1.5%)0l L o] 59 A& 60-69417F 9477 (22.6%) 0.2 714 wkom 70-79
M7F 8637 (20.6%), 50-59A41 7127 (17.0%) wo 2 YEMSTE S, 504 ©]/o] 60.
2265 AHASFATH
Ay & s A YA 7/ A Al (Korean Standard Classification of Diseases)
of we} EHF3F e Bsto] 216971 (51.7%)S.2 71 Wil AlAE 34271 (8.
T3AFY] A3 2777(6.6%), A~sHAlES] A3 20871(5.0%), &5 A9
Ag 19471(46%), =43 S5 2 Q<o ozt 54 7let A¥7F 15271 (3.6%)
To 2 e orn 7]EF 3 85671(20.4%)S xFA 8 tH(Table 3).
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Table 3. Characteristics of Patients with Medication Error incidents

(N=4,198)
Characteristics Categories n (%)
Gender Male 1,778 (42.4)
Female 2,355 (56.1)
Unknown 65 (1.5)
Age (year) 0-9 218 (5.2)
10-19 104 (2.5)
20-29 150 (3.6)
30-39 231 (5.5)
40-49 379 (9.0)
50-59 712 (17.0)
60-69 97 (22.6)
70-79 863 (20.6)
> 80 546 (13.0)
Unknown 48 (1.1)
Diagnosis Neoplasms 342 (8.1)
Diseases of the circulatory system 277 (6.6)
Diseases of the digestive system 208 (5.0)
Diseases of the respiratory system 194 (4.6)
Ini L .
n];r};,x Fe(?jzlnl:agui;d certain other consequences 152 (36)
Other” 856 (20.4)
Unknown 2,169 (51.7)

* Including Endocrine & Nutritional and metabolic diseases, Mental and behavioral dis
orders, Diseases of the genitourinary system, Diseases of the nervous system, Cert
ain conditions originating in the perinatal period, Symptoms & signs and abnormal
clinical and laboratory findings, Diseases of the blood and blood-forming organs an
d certain disorders involving the immune mechanism, Congenital malformations &
Deformations and chromosomal abnormalities, Diseases of the musculoskeletal syste
m and connective tissue, Certain infectious and parasitic diseases, Diseases of the e
ar and mastoid process, Diseases of the eye and adnexa, Pregnancy & Childbirth a
nd the puerperium, Diseases of the skin and subcutaneous tissue, Codes for special

purposes, Factors influencing health status and contact with health services

_16_



Fore i Ay AaAlAE=E Hslgle 36011(85.8%), A5, 5%, o, A0l
59771(14.2%) 0.2 eyt Fofo R =1

A9-7F 4,08871(97.4%)S A5 0.

HEA A®m 75271(179%), s
TOo = UEETH(Table 4).

SEES LR
AL w53 715 79771(19.0%),
B

Al 55271(13.1%), 718 36371(8.6%)

Table 4. Results of Medication Error Incidents

(N=4,198)
Variables Categories n (%)
Degree of harm None 3,601 (85.8)
Mild 528 (12.6)
Moderate 52 (1.2)
Severe 5 (0.1)
Death 12 (0.3)
Action after incident Yes 4,088 (97.4)
No 98 (2.3)
Not applicable 12 (0.3)
Type of action” CTx 752 (23.5)
(N=3,198) Education, Record 797 (25.0)
ATX' 310 (9.7)
Medication 302 (9.4)
Prescription action® 552 (17.3)
Transfusion, Surgery 18 (0.6)
Transfer, ER visit' 53 (1.7)
ACLS, Oxygen' 51 (1.6)
Others' 363 (11.4)

ACLS=Advanced cardiac life support, ATx=Additional treatment, CTx=Conserve
treatment, ER=Emergency room

* Multiple responses

* Including Additional treatment, Simple treatment

¥ Including Prescription change, Refilling prescription, Redispending

§ Including Emergency room and outpatient visits for outpatients

I Including Oxygen, Ventilator

§ Including Consult, Psychotherapy, Warm massage, Ice pack apply
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Table 5. Near Miss and Adverse Events related to Medication according to

Reporting Characteristics

(N=4,198)
Near miss  Adverse event
Characteristics Categories (n=2,391) (n=1,807) xZ (p)
n (%) n (%)
Reporter Head of medical 1 (0.0) 47 (26) 1497618 (<.001)
institution
Health care 1,974 (82.6) 417 (23.1)
provider
Patient safety 410 (17.1) 1,337 (74.0)
officers
Patient, Caregiver 6 (0.3) 6 (0.3)
Internal reporting v 2,38 (99.7) 1,800 (99.6) 621 (.303)
after an incident
No 6 (0.3) 7 (0.4)
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AnfEel we ForeR Amel S4e ged 2m 2wss Addm
TSR Al Ed w9 =57]d I (x%=1588.840, P<.001), A

F(x%=2012.310, P<.001), Az AIZkar A A 7o) 34 (x%=15.378, P<.001),

=¥

ARILEAY YA (x%=1753.327, P<.001), AFaEA) 8395 (x%=9.813, P<.001)ol A
FOlF Aot AT AmBA A A SRRF EF AT,
P<001), Z=W(x?=22.239, P<.001), ¥r(x?=43.738, P<.001)olA EF o3

2o 7 A A H(Table 6).
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Table 6. Near Miss and Adverse Events related to Medication according to

Incidents Characteristics

(N=4,198)
Near miss  Adverse event
Characteristics Categories (n=2,391) (n=1,807) x? (p)
n (%) n (%)
Hospital type Tertiary hospital 125 (6.2) 444 (24.6)  1588.840 (<.001)
(N=4,157)
General hospital 308 (12.9) 934 (51.7)
Primary hospital 48 (2.0) 56 (3.1)
L -t
Ong Her care 39 (1.6) 42 (2.3)
hospital
Clinic 876 (36.6) 169 (9.4)
Pharmacy 991 (41.4) 125 (6.9)
Hospital size No beds 1,873 (78.9) 138 (8.1) 2012.310 (<.001)
(N=4,083)
< 200 51 (2.1) 165 (9.7)
> 200 - < 500 209 (8.8) 460 (26.9)
> 500 242 (10.2) 945 (55.3)
Time of occurence Day 611 (75.0) 840 (57.2) 71.273 (<.001)
(N=2,283)
Evening 168 (20.6) 436 (29.7) 22.239 (<.001)
Night 36 (4.4) 192 (13.1) 43.738 (<.001)
Incident occurrence < 1 748 (91.0) 825 (95.5) 15.378 (<.001)
time and detection
time interval(day) > 1 - <7 54 (6.6) 25 (2.9)
(N=1,686)
> 7 - <28 8 (1.0) 8 (0.9)
> 28 12 (1.5) 6 (0.7)
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Location Outpatient’s room” 1,849 (77.3)

(N=4,122)
Patient’s room

Pharmacy*
Examination room
ICU, ER

OR?

Medical department Internal medicine®

(N=1,891)
Surgery!

Emergency medicine

Neuropsychiatry

263 (11.0)

240 (10.0)

4 (0.2)

20 (0.8)

6 (0.3)

273 (30.5)

149 (16.6)

11 (1.2)

14 (1.6)

292 (16.2)

886 (49.0)

158 (8.7)

139 (7.7)

213 (11.8)

52 (2.9)

814 (50.9)

498 (31.2)

87 (5.4)

45 (2.8)

1753.327 (<.001)

9.813 (<.001)

ER=Emergency room, ICU=Intensive care unit, OR=Operating room

* Including Outpatient’s room, Injection room

* Including Pharmacy, Dispensary

¥ Including Operating room, Recovery room, Treatment room

§ Including Artificial kidney room, Physical therapy room, Corridor,

Administrative department, Lounge area

Restaurant,

I Including Internal medicine, Pediatrics, Neurology, Family medicine, Dermatology

and Hospice

9 Including Orthopedic surgery, General surgery, Neurosurgery and Obstetrics and

gynecology, Cardiothoracic surgery,

Ophthalmology and Plastic surgery
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Urology,

Ear and

nose and throat,



ROt AbaL FAte] B4 wek EWES A9t A ow Aol
et A (x%5.282, P<.00D)S 9 Aolrt A A= 804 o)A

(x?=15.430, P<.001)o A RF fre] gk xfo] 7} LhERR:

A &4 T5 3 2l o3 54 7 23 (x=1.542, P=124)5 A9
Far A E(x*=72.6781, P<.001), =8HAE2 A (x*6.852, P<.001), &3tAlE
A8 (x*=4.366, P<.001), TFAF] #AZH(x*=41.098, P<.001)NA Fo]g Ao

off

Lo

7F At (Table 7).
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Table 7. Near Miss and Adverse Events related to Medication according to

Patient Characteristics

(N=4,198)
Near miss Adverse event
Characteristics Categories (n=2,391) (n=1,807) x? (p)
n (%) n (%)
Gender Male 973 (41.5) 805 (45.0) 5.282 (<.001)
(N=4,133)
Female 1,373 (58.5) 982 (55.0)
Age (year) 0-9 133 (5.6) 85 (4.7) 1.628 (.114)
(N=4,150)
10-19 66 (2.8) 38 (2.1) 1.905 (.100)
20-29 93 (3.9) 57 (3.2) 1.687 (.112)
30-39 133 (5.6) 9 (56.5) 053 (.436)
40-49 200 (8.5) 179 (10.0) 2.820 (.052)
50-59 421 (17.8) 291 (16.2) 1.831 (.095)
60-69 557 (23.6) 390 (21.8) 1.949 (.087)
70-79 488 (20.7) 375 (20.9) 039 (.436)
>80 268 (11.4) 278 (15.5) 15.430 (<.001)
Diagnosis Neoplasms 68 (14.9) 274 (38.2) 72,678 (<.001)
(N=1,173)
Diseases of the
) 126 (27.7) 151 (21.0) 6.852 (<.001)
circulatory system
Diseases of the
) ) 94 (20.7) 114 (15.9) 4.366 (<.001)
digestive system
Diseases of the
) 115 (25.3) 79 (11.0) 41.098 (<.001)
respiratory system
Injury, poisoning and 52 (11.4) 100 (13.9) 1.542 (.124)

certain other
consequences of

external causes
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34987, P<001), AEAG2AER ALAE

e FEdEAY  BEE?

(x?63.690, P<.001) R 27k AFo]7b Sl tH(Table 8).
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Table 8. Near Miss and Adverse Events related to Medication according to

Incident Results Characteristics

(N=4,198)
Near miss Adverse event
Variables Categories (n=2,391) (n=1,807) x? (p)
n (%) n (%)
Degree of  None 2,391 (100.0) 1,210 (67.0)
harm Mild 0 (0.0) 528 (29.2)
Moderate 0 (0.0) 52 (2.9)
Severe 0 (0.0) 5 (0.3)
Death 0 (0.0) 12 (0.7)
Action after yeg 2,355 (98.5) 1,733 (95.9) 28452 (<.001)
incident
(N=4,186) No 30 (1.3) 68 (3.8)
Type of CTx 10 (1.1) 742 (32.1) 1156.236 (<.001)
action”
(N=2,835)  Education, Record 339 (38.1) 458 (19.8)  83.453 (<.001)
AT 3 (0.3) 307 (13.3) 427.971 (<.001)
Medication 4 (0.4) 298 (12.9) 410.785 (<.001)
Prescription action’ 279 (31.3) 273 (11.8) 10.659 (<.001)
Transfusion, Surgery 1 (0.1) 17 (0.7) 19.481 (<.001)
Transfer, ER visit' 9 (1.0 44 (1.9)  34.987 (<.001)
ACLS, Oxygen ! 1 (0.1) 50 (2.2) 63.690 (<.001)

ACLS=Advanced cardiac life support,
treatment, ER=Emergency room

* Multiple responses

* Including Additional treatment, Simple treatment

ATx=Additional

¥ Including Prescription change, Refilling prescription, Redispending

§ Including Emergency room and outpatient visits for outpatients

Il Including Oxygen, Ventilator
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Table 9. Near Miss and Adverse Events related to Medication according to

Incident Occurrence Time and Detection Time Interval

(N=1,573)

) Near miss (n=748) Adverse event (n=825)
Variables t (p)

Median(IQR") Median(IQR)

Incident occurrence time
and detection time interval 0.50(072.33) 0.02(071.00)
within 1 day (hour)

3.223
(<.001)

* Interquartile Range
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Table 10. Analysis of Deaths due to Medication Errors

(N=12)
No Gender Age  Hospital type Reporter Time of Location Medical department Type of action
p p p occurence p b
1 Female  60-69 Tertla.ry Hgad 'of medlcal Evening  ICU Cardiothoracic CTx
hospital institution surgery
Tertiar Head of medical ATX, Record, Medication
2 Female 60-69 v S Day Patient’s room General surgery Transfer, ER visit™ ACLS,
hospital institution ¥
Oxygen
Tertiar Head of medical CTx, ATx, Record, ACLS,
3 Male >80 Iy - Evening ICU Internal medicine Medication, Transfusion,
hospital institution ¥
Surgery, Oxygen, other
4 Female 50-59 Generg : Hgad .Of medmal Day Patient’s room Obstetrics and CTx, ATx., ACLS, Oxygen
hospital nstitution gynecology
5 Female >80 Tertla.ry Hgad .Of medlcal Evening Corridor Neurology ATX, Medication, ACLS,
hospital institution Oxygen
General Head of medical ., .. ATx, Prescription action®
6 Female =80 hospital ‘nstitution Day Patient’s room Internal medicine Medication, ACLS, Oxygen
General Health care CTx, ATx, Medication
7 Female =80 hospital ovider Day Patient’s room Internal medicine Transfer, ER visit
D p ACLS, Oxygen
Long - term Health care . ., Cardiothoracic ATx, Regord, Med1cat1on
8 Male 50-59 care hospital ovider Evening Patient’s room surcer Prescription action
D P gery ACLS, Oxygen, Other
CTx, ATx, Medication,
9 Male 20-29 Tertla.ry Health.care Unknown  Patient’s room Angsthesg gnd Transfer, ER VlSlt., ACLS,
hospital provider pain medicine Oxygen, Transfusion,
Surgery
10  Female 60-69 Generg : Patle;nt safety Unknown ER Internal medicine ACLS, Oxygen
hospital officers
General Patient safety .. .
11  Female =80 . . Unknown ICU Internal medicine Not applicable
hospital officers
General . ., . .
12 Male 70-79 hospital Caregiver Unknown Patient’s room Orthopedic surgery Not applicable
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ACLS=Advanced cardiac life support. ATx=Additional treatment, CTx=Conserve treatment, ER=Emergency room, ICU=Intensive care unit
* Including Emergency room and outpatient visits for outpatients

t Including Oxygen, Ventilator

¥ Including Consult, Psychotherapy, Warm massage, Ice pack apply

§ Including Prescription change, Refilling prescription, Redispendingy
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ABSTRACT

Analyses of Near Miss and Adverse Events
related to Medication using Data from The Korea

Patient Safety Reporting & Learning System

Kim, Bo Mi

Department of Clinical Nursing
The Graduate School of Industry
Directed by Prpfessor

Park, Jeong Yun, RN, Ph.D.

Purpose : Using the ‘2021 patient safety report data’ announced by Korea
Patient Safety Reporting & Learning System. By comparing and analyzing
related characteristics by incident type, we tried to prepare basic data to
prevent medication errors and recurrence.

Method : Among the types of incidents in the '2021 Patient Safety Report
Data’ announced by Korea Patient Safety Reporting & Learning System, 4,198
incidents classified as ’'drug’ were targeted. Real numbers, proportions,
median and quartiles were calculated using IBM SPSS Statistics 24.0
program, and analyzed using Chi-square test and independent t-test.

Results '@ Health care workers accounted for the most (57.0%) of the
reporters, and internal reporting accounted for 99.7%6 (99.7%) of reports.
Looking at the classification of medical institutions, it was in the order of
general hospitals, pharmacies, and clinics, and there were significant
differences by accident type. As for the difference between the accident
occurrence time and the detection time, all of the proximity oil and harmful

events were most frequently reported within less than 1 day, except for

_49_



unclear cases, and significant differences were confirmed by accident type. As
for the age group, over 50 years old accounted for 60.2%, of which 60-69
years old accounted for the most, but there was no significant difference by
accident type except for those over 80 years old. As a result of medication
errors, the degree of harm was no harm in 3,601 cases (85.8%) and mild,
moderate, severe, and death in 597 cases (14.2%), and there were significant
differences by accident type. Conservative treatment, education and record,
additional treatment, drug treatment, prescription-related measures, blood
transfusion and surgery, transfer and transfer, visit to emergency medical
center in case of outpatient, specialized heart It was confirmed that both
resuscitation and oxygen therapy were characteristics with significant
differences.

Conclusion : The characteristics of medication errors were confirmed, and
related characteristics by accident type were compared and analyzed. It will
be necessary to continuously provide information on the benefits of
medication error reporting to quality improvement at the national level and to
medical institutions, medical institution workers, patients, and guardians, and

to develop guidelines for writing methods for each reporting item.

Key word : Patient Safety, Medication errors, Patient Safety Incident Reports
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