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RAFETIE, boldbEEREZEL WD HEAIVWLNDS.
SE XM
1)  World Health Organization. Patient Safety. https:/www.who.int/teams/integrated-health-

services/patient-safety

2) EAGEE. RELEREZRMET 57200 10 OZ R (2001).
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1f.html

3) JEAGIEE. BEOLREES D2 OERBERE OLFETTE) (2001)
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1b.html

EREME, ERHMEE Health care professionals, Health workers

E&E

PR R - R A B AR T 2 M (RAD, FBRERN, FEFIAN, BEREARE R L), BEREEE &=
MM Z TERA Y v 7ROMBA S v 772 CIERRICEE - M0 D0D 5T X TORES

fRER

AARTIE, AT 4 ANAY Y 7 ZEMUSOEFREMEEZ T HFEE LTI TW D23, #@%, medical
staff & IIWFHERE BT EMCEAHEMZ 5. EREMBESA L5 9551, health care
professionals Th 5. HBELEN Y ¥ 2T AHA RELEMMNR TIX, health care professionals &\ 9 H
FERHVHNTND 12, FHEECER A Y v 7B A ¥ v 772 &b B0 EREFEE 2R Z TR
WZ1E, BREOEBIZHESFHASCO-08)IZHEVY, heath workers &9 GEE FIWT, [EERAEFEH & MEFR L
TEWEEZ DN, BAEGBEIZL, EAN - EREAD - R CEFIEFORELRIDRYY), EBICHEFR
D IRMERT - BhFERT - G RERT - HEEERT - SERMEA L - R L LA EEEEE L ERL T D 39,
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https://www.who.int/health-topics/quality-of-care#tab=tab_2
https://www.who.int/health-topics/quality-of-care#tab=tab_2
https://www.who.int/teams/integrated-health-services/patient-safety
https://www.who.int/teams/integrated-health-services/patient-safety
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1f.html
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1b.html

SE X

1) World Health Organization. Patient safety curriculum guide: multi-professional edition. (2011)
https://www.who.int/publications/i/item/9789241501958

2) WHO BELZEH Y X 2T 204 K ZHkFER https!/www.who.int/docs/default-
source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

3)  World Health Organization and International Labour Organization. Caring for those who care:
guide for the development and implementation of occupational health and safety programmes
for health workers. (2022) https://www.who.int/publications/i/item/9789240044548

4)  JEAETEE. EFREEEICL D 2FIC—Eomit (ZAhE - EHEEER) 1I2onT
https!//www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou iryou/iryou/iryojujisha-todokede-

syshtml [7 27 t& 2% H 2023.01.05]

EMKE Standard of care
&
BHEFEBAICBWTHREZAT L2 L2 T2 2L LBOONIBREOHE (HA). FUE
T R D Hulsl T 22 80l & AR T D EFEE DS, R U E IO ARBL TIT 5 R E ERITR D
2 (WHO, 2010)
fiEER
EIEFE D, fHx DEEIT L THAS> TV DRI EOEERGS 2 BRI T DBROEETH 2 Il E
WRLETHLD. BRI 5 HEEIRK] SI3RRIIRTHWSLND . k@E#EHPNE, TN
D LR OMERE, P EHI O EREEORER EORFBEZBR LT, (ERAKMELID) MEEE
WHEBIC W TR Z AT Z L 252 Z LML LRBOONLREDORMA] TH Y, ZOKE
BN SN D) LHEPRICFEIM L2 122 & T, JRICBI DERAKEDOEFRE LTHAAT LS T
A LTz, HRIZEB W TS, standard of care X, ERIR I AL GEICHEHINOIHETH D
(WHO, 2010).
SE XM
D EFHIPTERL TR 6 H 9 HHEIM  SERk 4(4)200.
https://www.courts.go.jp/app/hanrei jp/detail2?id=57057
2) IR, ALEBUE. BIRTA RT A v SIEREFROKEE. B AR AR Y2 (2004) 101:1-8.
https://doi.org/10.11405/nisshoshi.101.1

EfEIR Medical malpractice

E&

FEARE 7 X EREFEZ I L DA D L < ITEATOMBE D KAN(WHO, 2010).  FEHEOIBFRIZ IS TEHERE
FHENYRIL ) REEZ LOTEEREZRY, ko TERECEEZRIELEZ L EnD1Ts (B4
A, 1999) V

fizsR
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https://www.who.int/publications/i/item/9789241501958
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://www.who.int/publications/i/item/9789240044548
https://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/iryou/iryojujisha-todokede-sys.html
https://www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou_iryou/iryou/iryojujisha-todokede-sys.html
https://www.courts.go.jp/app/hanrei_jp/detail2?id=57057
https://doi.org/10.11405/nisshoshi.101.1

WREE, RYRMEEDOY R NOEELRET D-DIERTRO ATV D EFRKEL TEIDITA

ThD. BENRBOOLNHT-0OI121E, 7875 (duty of care), #i51E X (breach of duty), 187 (damages),

K R Bf%(causation) D 4 FEHRZGEA SN DMERNHDH 2. 728, FHELIEL, FLU LI RGHET, HERE

WEBRED, BEOEZRT D1-DICEFEL > TWDIEEDZ L &2 fR1 9.

SEXH

1) JEAEE. BERERELP R RICET 2 mEtamEE (1999).
https://www.mhlw.go.jp/www1/houdou/1105/h0512-2 10.html

2) Sappideen C. Medical teams and the standard of care in negligence. J Law Med (2015) 23:69-82.

3) Luther GW. The Key Elements of Medical Negligence-Duty. Neurosurgery (2021) 13;88:1051-
1055. https://doi.org/10.1093/neuros/nyab077

EEEM (1) Harmful incident, (2) Medical accident
E&E
(1) ERICER L TEFIALEREL L6 L k®FE (WHO, 2010).
(2) MELHBEECEE T D EFRIECEE DR L2 ERICER L, UTERT 5 L b 55T IFEHE
ThoT, UEHENYICUIFEEL T L e o7 b D& LTEABESTEDDLI LD (=
JEILEE 6 4 10, 2015)
fRER
ERFHIIZEE1ITHY, EHICH> TEEZET 5. 2000 F, EAE (KK Vcky, B&Fo0
Blg BF, EEUAFECHREICED D EROSRBBOANGFHOZ L THY, EHEEFE OMEM - WK
DAEBIM DRV EERSNN, BEUSN GG LR L7 51E, patient safety (WHO, 2020) D Sk
ICBWTIHRELZ b72bT. 20w, EFRE L UEAEEE (2000 ) ZEA LRV, ERFRE
medical accident & iRT L AMAHIEENHY (T 7 o7 v F &), AHGEHETIE, harmful
incident % #FEOFRGEE L L TR L7z, WHO (2020)1%, iBKROFMAFED T, EHRICEK T 5 BEO
%% harmful incident & EF L TkV, IHIZ, 2D IH 5, PHIEATEE/R % adverse event, [5IETX
2ol E % adverse reaction & L CW 5. —J7, KEEFHILHT (Institute of Medicine: IOM)I,
adverse event Z [EFENMAICER L TEEZ 7L LTI ETHY, BEOWREBICERT SO TIX
IMNWETFEFRELTEY 9, ZZTlE, adverse event |, patient safety incident S [RIZETH Y, BHE 2 72
MoleTEZEHEEND. LA L, adverse event |[L[EHEAIEE/R TE Z L 25T L WO BfELILE -
TWbH T, BiEZH < FTREMED H 5 adverse event Z [ERFHORGE L L TRE LRV, 72F, HA
DEFIETER SN EEFR] L L THRERBFZOH 5FHNTOVTE, BIEXnENTHrbb
T, ERIGERT 2 THIRLEECHEFOZ L 2ET. 2 2ICiE, @E@URERICK > TROLRITTRETIC
EolLFHLEEND. 2D, EFRFEGRAE - 3B ¥ —I%, ERFHGHEREORRE
medical accident investigation & L C\% 3., — 5T, R#EUIRERICIHIECENLEEND D,
medical accident & V9 GREFIC OV TITRIF A 2N K S ITHERZ BT 5 Z ENEE L.

L 2 AT, 2020 #D world patient safety day O 7 — <X [EBENEFEDLETH -T2, BELE
DIZDIZIFEREFEEDOLRRP KU THLEWVWI RTH L. FManF I NVADNC T Iy 7T
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https://www.mhlw.go.jp/www1/houdou/1105/h0512-2_10.html
https://doi.org/10.1093/neuros/nyab077
https://elaws.e-gov.go.jp/document?lawid=323AC0000000205
https://elaws.e-gov.go.jp/document?lawid=323AC0000000205

10.

T, EREDALZ VAPV ARRZRENMEIC2Y, EREFELZTL 2B TEEL TS L

W BZBRENT.

SE X

D JBEER. VAR —VAL PRAZ U H— Ry =a 7 MERERS. BERBFY LG RICET
LREtEHEE (2000). https'//www.mhlw.go.jp/www1/topics/sisin/tp1102-1 12.html

2) BAGEAE. ERZERRRGSE. ERESHEER G IR~ ER A RRICB T 272912
(2002). https://www.mhlw.go.jp/topics/2001/0110/tp1030-1y.html

3)  —FEENEAN H ARERL LTI AN, https/www.medsafe.or.jp/

4) Institute of Medicine (US) Committee on Quality of Health Care in America. To Err is Human:
Building a Safer Health System. Washington DC, National Academies Press (2000).

5)  World Health Organization. Charter. Health worker safety: a priority for patient safety.
https://www.who.int/docs/default-source/world-patient-safety-day/health-worker-safety-charter-

wpsd-17-september-2020-3-1.pdf

12Tk Incident, Patient safety incident

E&E

BFICALERE L KT AREROH 2B M Ly, £2ik, THEhFES (WHO, 2020)
fRER

AT VN, BEREA VT U mmmnw&wmawm)k%@ﬁné(WHozwm.%ﬁ
BRDIZOIZHE - FEHINHIKGTH D &) BRZWEIZT 572 HIC patient safety 2375 S 40T
L5, NHS (3 trust (FFE) EHRHEBEICIWTRAE LA o7 v FOREEREZMRL, £ OfFH
ZIEE, LE 2 — L CEBEEEOZEMNR EOTdIZ7 4 — Ry 7 LTWn5 V.

SE X

1) NHS England. Incidents. https:/www.england.nhs.uk/contact-us/privacy-notice/how-we-use-

yvour-information/safety-and-quality/incidents/

RNEFIRFTE(M&M AV T7L 2 R) M&M (mortality and morbidity) conferences

EE

FHi#% > Morbidity (&0fHE) < Mortality (JEL) FEFIZONWT, EROBERLZEE B L L THFHT

AT 7 LA

fisn

1900 FERAFIDIZHAFHETH D Codman EA IZ L > ThAH B V. FHFINLZFEORE D, REOFHIZIX

EQENT O EREtT 5. HuNL, wROEIIER EAMREET HBE CTh o7y, £k, ERO

BEXZEom bz AR ETOBEICHERE L. #TiEnl, ERieEmaiT>. MM 7 7 L
ZIZiE, TuTxyaF ) XAOMERe, HEWREE, YEEOLHENERAEMT OEED D

7 2.3,

SE ik
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https://www.mhlw.go.jp/www1/topics/sisin/tp1102-1_12.html
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1y.html
https://www.medsafe.or.jp/
https://www.who.int/docs/default-source/world-patient-safety-day/health-worker-safety-charter-wpsd-17-september-2020-3-1.pdf
https://www.who.int/docs/default-source/world-patient-safety-day/health-worker-safety-charter-wpsd-17-september-2020-3-1.pdf
https://www.england.nhs.uk/contact-us/privacy-notice/how-we-use-your-information/safety-and-quality/incidents/
https://www.england.nhs.uk/contact-us/privacy-notice/how-we-use-your-information/safety-and-quality/incidents/

11.

12.

1) Orlander JD. The morbidity and mortality conference: the delicate nature of learning from
error. Academic Medicine (2002) 77:1001-1006. https://doi.org/10.1097/00001888-200210000-
00011.

2) HJIE. HRTRERARDNAB LT MEE - BREE M&M I 7 7 LA ERAE (2004)
59:1180-1181. https://doi.org/10.11477/mf.1407100739

3) UEAK AR, HT o, R RIT, @ R/Y, Il H—. BRTHEEO ERH=— Fbrb b
i 54172 morbidity and mortality 77> 7 7 L > A, EFHE (2013) 44:258-260.
https://doi.org/10.11307/mededjapan.44.258

A2 74+—LK-a> 2 k(IC)  Informed consent

E&E

EFRE DR ITENCONTY A7 XX T 1y MY 2 Houdil a0 - L TREPRE T 27

= & 2(WHO, 2010)

fiEER

AT x—bR-arerh (I0) &, THHLFEE] LRENDZELHLN Y, TOREITEEDH

CIREHOITEICH Y, ZDIdD [EEENL OBz - L ToRFEORE] &7

IC 1%, 1960 “Fiith O KIENCF51T 2 EFFFAA &l UBE OMEF|OHEREZ T LICER S NS TH D

DAETIE, 1990 4 HAREAMSH ILKEmmERRES VITRWT, TRBERE) LRSTWD,

ZOAEIL, RN O MHEEFEEALCBE T 2IEHE (41 5) WA EAETBRE OfE (2013)

NZd D TEMENERZRUET HICH -V ETRBAZIT, BEPHBLFAETLHIZ L2005 Th

D, THakiiiflzzid e ECoamERBICESHEE] EMREND. BIRMREICBT 510 74— A

Reartr b, WIEERESED, ESUTM Sk 5 L3 2RI LT, BEMED Bk

CERILNCHIE, BHEMREICELLAH, FTHSHLLORE (VA7 ROHEEET.) FIZOWTH

e IR, - MO DB Z1T O FHE NSRSl EeZ S, ZhbzMif Lz L TamER

(ZHEDW TR S SUTBEAFREL - MDD L ZIT I Z T LE 2D, Highist GUBE - RO

P EETe.) HEMEXITMESND Z LICBETIRE] 20D 9.

SE XM

1) HBAREMZ. EOMBELOELEEMFH (2018). https://med.or.jp/doctor/rinri/i_rinri/001014.htm]

2)  BEOWEG RSB 0 ERORMEZ R T D72 O (2014).
https://www.mhlw.go.jp/web/t _doc?datald=00008830&dataType=0&pageNo=1

3 ANZxB LT DAEMBE - EERVIEICET D MELEE T A & X .(2022)
https://www.mhlw.go.jp/content/000909926.pdf

I5— Error

E&E

S S NIATEN A B LI L BVICETTE o7/, #Hofcstliz#M L72Y 352 £ (WHO,
2011)

fiRER
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https://doi.org/10.1097/00001888-200210000-00011
https://doi.org/10.1097/00001888-200210000-00011
https://doi.org/10.11477/mf.1407100739
https://doi.org/10.11307/mededjapan.44.258
https://elaws.e-gov.go.jp/document?lawid=325AC0100000123_20220617_504AC0000000068
https://www.mhlw.go.jp/web/t_doc?dataId=00008830&dataType=0&pageNo=1
https://med.or.jp/doctor/rinri/i_rinri/001014.html
https://www.mhlw.go.jp/web/t_doc?dataId=00008830&dataType=0&pageNo=1
https://www.mhlw.go.jp/content/000909926.pdf

13.

14.

JIS Z8115:2019 7 4~ Z e VT ¢ (GREfEEME) M) Vo TEHE B, B8 ESUIE EofE
XIFGEMEE, B, FEDOHE L ITHMAICIE LWMEXIISRMF L OfE) LERSND. —kIZ, v
Vo—Z iy 7 MU= 7 RS EFITER LRV IRIESE, Hilfv 27 AW TA L= 7 —IF
VAT AT T — b, ABIREOTRHIIBWTE=I—42EZ LIzGAidka—~vr=7—Lnbih
L. ba—~r 777 X —ROKZETH 5 Reason J IF, MOMBHEZONENFN TR, FHE
SNTETFENTZ—EDO ANH O - LEAEBAEN LICERICES o b a7 —L L,
=T —fEHE LTARY v (slip), 77 A (lapse), X AT A 7 (mistake)D 3FEEHEZ /R L, I DHICARLE
HIlo b3 T4 L L CER (violation) Z# 5§ L T\ 5 2.

S& Xk
1) JISZ8115:2019. T 4 XU X U T 4 (R&EHEM) HFE. httpsi/kikakurui.com/z8/Z8115-2019-
01.html

92) Reason JC&). +&FEGR). b a—<rxTT— FZRK. B W (2014).

A—ToT4RYB—U+— Open disclosure

T&E

BENZIERITAICE DEORE (RHRCEBEICLY) FRSNZERZERL) o0 T, B, %
WEAs % % 7 v 2(WHO, 2011)

fiAE

F—=T T4 A7 B =Ty =BT, BEICH L THEEZ 5 - FRIT L TEREREE 'O
HLEbi, TORATIERL TV EEARE, dul, RE, FEREREEMEATETRIMEMKE L
TRET L ERERINTEY, ThAbRREnang, EFERHE G L TEE B3 LWARERK
RO TLED Z &L, BRI, #3RSOD WIFHEOREL, BAEL-FEOHY, BENEMT
DR OB, BUEIT > T D%, FBElOA > 7 v FOFRMIERN G D 19,

SE XM

1) Australian Commission on Safety and Quality in Health Care. Open disclosure.

https://www.safetyandquality.gov.au/our-work/clinical-governance/open-disclosure

2) Australian Commission on Safety and Quality in Health Care. Australian Open Disclosure
Framework. Better communication, a better way to care.

https://www.safetyandquality.gov.au/sites/default/files/migrated/Australian-Open-Disclosure-
Framework-Feb-2014.pdf

3 hE B URICEDE CEREEL LD, 2021.06.21 EFIEFFEMEE 3425 5 (2021).
https://www.igaku-shoin.co.jp/paper/archive/y2021/3425 03#ref

= Harm
E=
ERORER £ 721 3RER 2 E, DA VIE, TInbEU2AERFPEWHO, 2011)
fiREn
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https://kikakurui.com/z8/Z8115-2019-01.html
https://kikakurui.com/z8/Z8115-2019-01.html
https://www.safetyandquality.gov.au/our-work/clinical-governance/open-disclosure
https://www.safetyandquality.gov.au/sites/default/files/migrated/Australian-Open-Disclosure-Framework-Feb-2014.pdf
https://www.safetyandquality.gov.au/sites/default/files/migrated/Australian-Open-Disclosure-Framework-Feb-2014.pdf
https://www.igaku-shoin.co.jp/paper/archive/y2021/3425_03#ref

15.

16.

Harm IZEFEOETH Y, THICH LT, HEGnjury) &2 FREIE, i H2ORKFF 72T HFRITRK L

TR OBEGEET VI L n, NIxT2EE LTHWOND. FEREEL, BN, 6%, &

i, BEE, BIUSECREEND.

SE X

5) WHO BELEN Y ¥ 27 LA R ZRFER https!/www.who.int/docs/default-
source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

=2 Verification, Checking, Reconciliation

EE

179, 7ToTVD, HDWIIITSTATAD IS A EIEST 2175

fRER

EHICBITD TLHEN] TLEN] REDE a—< T —%Bh1E4 572012, 1TAROE YR,

T2 7 ADIESMEZMHIET 2174/ Th 5 12, EFERTHNIE, IR0 5R (B, A, H&E, W

1%, RAIROWEHE) OEERRENTH D, HRIITIRANAEL DN LT, SRR DL L ERAR

FHUT DR pRZRVINA U A7 REBIZBVN UL, FHEZBWTOFKRRSY, ¥ 7V F=v s (B

BAPEAMEZMHRT D) RELRIND. b, HRTNEELMEICS U THERBUIERD YV, #

ZAE, WA BRSO 1 AT ADERR T 5 & (21X verification®, AR & &1T 9 BRICIX

double checking =° single checking4), EEENBEEOHMGELZIW2N S, —EOFIEDO T, HEFE

HIZ DWW THRF IZHERR T D B2 121E medication reconciliation & V™95 FFEMEDIL TV 5.

SE X

D MeEI. 2R TR 20 <o T BELAHEEY v —F L (2017) 47:10-16.

2) MRIFEHE. Fxv s VXA MOEFREED HEV ) (WG] ZRAMTEOMENG.
BE L ARHEE Y v —F /L (2022) 68:12-19.

3) Smeulers M, et al. Quality indicators for safe medication preparation and administration: a

systematic review. PLoS One. (2015)10:e0122695. https://doi.org/10.1371/journal.pone.0122695

4) Koyama AK, et al. Effectiveness of double checking to reduce medication administration errors:

a systematic review. BMdJ Qual Saf. (2020)29:595-603. doi: 10.1136/bmjqs-2019-009552.

& f##E Complication

T&E

TR EDORIZ, TNOBILICR-> TR Y, BEMOABRNBMLEIZRD, HDHWE, BFERFIZE
%5 L ~L OFLRNEMR(WHO, 2010)

fRER

FITCRA 2 E DRI, TNONRILIC/ > TR I s THERESHF S Z [G0HE] EFESZ ENZ 0N,
SEEREWIIERT LV, [EOHE] S IEH LRI E 72> TR ZHMOFKTH Y, FirehE e & D%
2, TRODBITICR > TR Z o THEFESLHEGIL TIFRIE] LIESREThH ERSINIZ V. LiL,
PFRIE & WO HFEIZIRE > T 6T, EEIZE, T80HE] LW HENRS BIAKHNLNTWD. F
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https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://doi.org/10.1371/journal.pone.0122695

17.

18.

o, VBFEHE) 1F, BERATR 3B PRI 2 o TR R TIS NS 20T, bRV

WwWeahic, ZOEIICAEMHERZEFRETHL L WVI ZEITHETS.

S35 Xk

D ESZEREVERT. DRBtDO S 2000 R0 < T 5RE. 46 B OHE.
https!//www2.ninjal.ac.jp/byoin/teian/ruikeibetu/teiango/teiango-ruikei-b/gappeisyo.html#k6 [T
7 AH 2022.12.07]

2)  TEEGRW, RRER, NEE—J, REFHIOCHES, FHESER, EEPLL. HEZEEaWE pedER
A RE O —ICBI 92 MR, HEfESEE J Dent Health 610 318-328, 2011.
https://www.kokuhoken.or.jp/jsdh/publication/committee report/file/report 2011-61-3-318.pdf

2B & #XERSAZE Patient experience surveillance

EE
BEIC (EBASGEHIZ KO 2 O T3 <) RTICHEE L BRI FS, KBROAELZIAR S A
fi#R

BERERCEROEZWE - ERT50DRETHY, BEROELEELZEOM L2 L T2 V.
BOFEREE L L CREMREFNENH D0, BFmEEMED, RIEE2ZTEER, BEOHF L DM
SHRHIE T o Z LR LT, BEBBRMEL, ERVAT AICBWT, BEDZT IS ONTO
HETHY, BEOHFEITESNLN Y. BERBRMET PX LIEShD. PXOREIR, 77 0%
DEYT 4TI E VAR b ORI TS 3. ARBFEZRR LT 5 REL LT, KE Agency
for Healthcare Research and Quality (AHRQ)23H.0s & 72 > THIZE S, HAGEICEIRR S, HARDE
FEOFHM T ICHE SN b D G5 18l Lo AFEBFE) 9K E O NHS T ST b AR
BEROBEMREZPX I —_A1)ESEIZ, BRODEFICEoTZAARME LT IN PX h—1
WDV, WTNOHARFERS, AATOEMIZBOTEEME & ZU9EPREES LTV D.

SE XM

1) World Health Organization. Technical Series on Safer Primary Care: Patient engagement.

(2016) https://www.who.int/publications/i/item/9789241511629

2) Larson E, et al. When the patient is the expert: measuring patient experience and satisfaction
with care. Bull World Health Organ (2019)97:563-569. doi:
http://dx.doi.org/10.2471/BLT.18.225201

3) Patient Experience (%A ¥ bk « =27 AU T A) .net. https!//www.patient-

experience.net/[7 7 & A H 2022.12.07]
4 HAEASA Tz bzl 2NY = AF5EL. httpst//www.pxj.orip/[7 7 & 2 H 2022.12.07]

FEE Gl ER Patient centeredness

EE

il %2 D RF O BEE LM 2 kB FHE T2 L
R
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19.

EROEWEDT-HD 6 DO BE (ZeM, Azt BE RO, wReE, 2R, AER) o—o
D.%%¢b L, WIRCEROBRERBR L, Hx0EFEO=—X Wiz T LRIV ATLLERHS>TND

MEIMICEEEZLNTAHZLThHSD. BETLEMOEZICB WL, Hx0EEOBE L MBS R
ﬁ%%@k@én
KERNEL 3 FRIC LD EMBEN 2006 Fi2 [HIL=T AIBIFEOTe 72y at ) XA &

LTHEINZ. ZOFEETIE3SOEANFEAIE LT, BHEOEBFELROFA, BFOBHMEICET
LA #HEER (AEE) OFRIZRF TS 2, BEOAREOFAIOE X T, BEZT7 OF0
X, 7V =y 7 0WBE TR, FERPHS ChH LB LRETEL LTS, BFEIIFESCHYS T/
bL, ZZCTHHOEICETHIHCRELZ L TWDIDOTHL D 2, BEOMIMEE, B4F, RALE
=—XEEELRITNER 20D, 723, WHO I, quality of care ® HEEEL LT EFL 6 212, &5
2, #AYE (integrated) ZMz, THOOHMEL LTS, &5, WHO X, 2016 4F, # 67 [HI{HAR
fitkas (WHA) (Z27C, patient centeredness Ti%72 <, people centeredness O HzE%Z V5 Z & &k
E LTz, BRI TOBELHEBE L WD 721 T, ERBORPEER Y — & I 2 ikl T o &k
WA NS Z ENEEREEEZ-DTHS. 728725, integrated DEBEMICHEINLTND K
I, NEIZBWT, (R, ER, T, RMEREORL RGHIH Y, ZHLRHE ST
% (integrated) ZEVHEETHDHHOTHY, @EEOREIL, BEFIZRETHLOTIERWVWNLTH
%,
SE XM
1) Institute of Medicine (US) Committee on Quality of Health Care in America. Crossing the
Quality Chasm: A New Health System for the 21st Century. Washington DC: National
Academies Press US; 2001. https://doi.org/10.17226/10027
2) Medical Professionalism in the New Millennium. A Physician Charter. Ann Intern Med 136,
243-246 (2002).

3) World Health Organization. Framework on integrated, people-centred health services.(2016)
https://apps.who.int/gb/ebwha/pdf filess'WHAG69/A69_39-en.pdf?ua=1

#RFEERRE Shared decision-making (SDM)

2

(1) EFERE BT OMES, BAFICESNT, ERELEFTVHME L C, BEIL > TREOERL
DIREBICEDLAIa=—varo7atx1d, (2) [SDM &ix, fHA (person) &[EEHN7TIC
B 2 L EREICE L OB LR T r A TH L. FARELICKLELTEZ7TOI LY, 7
RRUR T « TT20 TOEIERO T O L bbb 5. EFHTET A L{ENFA O
(preference), f5/&, MEBIZE SV TRESCIHELZRIRT 2225000 THS. xIeh L EWwtH
B UT, Bo7@BINKEOU 27, Flig, AREMEO & DRERIZOWVTRADEFET 5 2 & 2T
5. ZOEFEOT v R, TOK, TOBFIZLES>THERREOFTICEH L TEERREEL FT (AKE
IFRNZ ER, BEToTWH I L&A RN EbET) 2% AHEICT 5 (National Institute
for Health and Clinical Excellence (NICE, Z<|E[E 7 EEEINGEMEERE) OERE) ) 2.

fiRER

Fl}‘
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20.

ARG ORI (MILRENT, MEIENT, BB <, AR OTRFEIR (FIRIE, BO s ER
1B, FRRIERE) REDE I, HxDBREICL > TREDIBRIEZIRD DI, 5EEFRRED
EFRIGR ST TIEIRO 2 2 ENTERWRUANEA TE TV D, 29 LIEHE, TEMA DY 9
<, +oieiil) 21720, TEERBEMY LT, BooHcikobnd] LIFRLZRN. ERE LA
F, FIER, WEOT—LRHRICONTEH LAY, REEEZDERE ST 27 m& A3 SDM T
D, BESMUEROETLH L V. ERLOFRREICELIRRN LT oL, NF—F U XL
TV, EREEMEE TV (informed model), HELFEERREIZKINTE, NZ—F U XL L EREMEET
NTIEFEE LCEFERSEZ IR SN D2, HEEERE CIIEREE PEFERZERMIE L, &
FHA S OMER, BAFxisnzx, MENGHEH LR LEDNUDIWREICED. ok, LFEBERRESL A
TAh—A R arky MEIRNLT AEETIE R, ERIBEEREIC K o TRIMRIELRIR L2546 T
b, FINCHIZoTIA T+ —L R artr NaZTED0ERHD Y. £, BENRRIKE+
SICEREL, M TELREICEL LI AT, FEBERREIA 7+ —L a0 FrE
2T H2HDEHEZI LTS O, KE NICE DERICALND LI, TFE, BAEr7
R 720 TiER L, FEROGEI Eﬁ_owfﬁbu9_k%ﬁ%k#éiomﬁofﬁw,:@
BaE, TR 7 - T =0 7 b RRAERREDRR LD Y.
SE XM
1) Barry MJ, Edgman-Levitan S. Shared decision making--pinnacle of patient-centered care. N
Engl J Med (2012) 366:780-781. https://doi.org/10.1056/NEJMp1109283
2) Stiggelbout AM, Weijden TVD, Wit MPTD, et al. Shared decision making: trade-offs between
narrower and broader conceptions. Health Expect 2011;14(2):210

3) Elwyn G, et al. A three-talk model for shared decision making: multistage consultation process.
BMJ 2017;359:j4891
4) NICE. Shared decision making. NICE guideline [NG197] (2021).
https://www.nice.org.uk/guidance/ng197
5) /MBEEZ. SDM OE ZJ7. AREFRIFIERFEEME(AMED) R AR AIFZERE 3 milnE AR aiE
2 2 BEAEEIE DO BIA RGO OEERE 7' 1t R L @R g MER - 77 OWEL) AF5tEE
(FREE) . Ml E AN EEE OO ORFIBIRRIE. BES 2022 4F.
6) Childress JF. What Does the Evolution From Informed Consent to Shared Decision Making
Teach Us About Authority in Health Care? AMA J Ethics (2020) 22:E423-429.
https://doi.org/10.1001/amajethics.2020.423

91)=A)L-F/3F > X Clinical governance

E&E
gl - FEARETHO LN TW LS T, HOWHELHITLNDL, MWL~V OEBET T 2 LT,
FED LWERNER SN TOWDLEREZIEVIZL O LTV AT A

Rt
JU =T HAF RN, HEE - EERETHN LN TV AHEAT, BORELFT RN, Ho
LVAVDBE S T EMEFFLTC, RIED LOERAEES N COORIEA(EY 225 L35V AT L%d
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21.

22.

FTU HANFURLTBOR, ¥, BHE, ERLELZOERTHOWOALIEME - HEETHY, HaR

FHAR DRI H T2 > TOBMRELREZFITT L7 0 A TH D 2. EERLIHERETHW LI

L 170 =0« AANF AL X, TBIRT 7 ORBENERTLREAZEV T LIk T, —F
A2 DE Ak dGE L, SKEOT T 2 RET LEMEEHA D VAT A EERIN, WEEREZIT T

R BHHPDHLULDAL v INBEbLZ LR HND V. ERBOREE Tl governance for health
EWV) AREL AV O, WHO 1T MR L @ako 7= D B3 v 2%, BURFK Eaeko T 7a—

FOMFEE LT, ERICRAIRZBEDERIZBNT, aIa=7 ¢, ERE, SOICEEO I L—

T B IZDOBIFE LU OMOBEREOMA (BT LERLTND Y.

SEXH

1) Governance, patient safety and quality. https://www.england.nhs.uk/mat-

transformation/matrons-handbook/governance-patient-safety-and-quality/[7 7 & A B

2022.12.07]

2) United Nations Economic and Social Commission for Asia and the Pacific. What is Good

Governance. https:!//www.unescap.org/sites/default/d8files/knowledge-products/good-

governance.pdf[7 7 & A H 2022.12.07]

3)  World Health Organization. Governance for health in the 21st century.
https://apps.who.int/iris/bitstream/handle/10665/326429/9789289002745-eng.pdf[7 7 &= 2 H
2022.12.07]

JI—-1)Y—R-IRT AL Crew resource management

E&E

BRI DR IR MUZEGERER 2 T Do O, B8R, ABEEOFMARRETCOERA

T2 LV CkEEZM%ELZ2Z B2 [National Transportation Safety Board])

fRER

Ay Iy MNTOaAIa=r—rarolEE F— 2P LOBERIREY AT AOEKE BN E LTI

ZEPEFE TR SN V. 1970 FFROMEFHITKT L, 7 A U ZEFEH R NASABEE LIt 2 —~

VET—%F— LT =7 TRHIETHEVIEE. YUPNE, v Iy R YUY —R R VA |

(Cockpit Resource Management: CRM) & BEIENTZ2S, /T 7 =NV AF N EHLNNT, a3 a=/—

ay, MAEEMH, ANWER, ~F—Y A MAFLELDED DL EVIHEORRBICEDET, 7V

— « JY—R + =wRxY A F(Crew Resource Management: CRM) & M E 5 K 5107272 2,

SE X

1) WHO BEZENY X227 L HA N ZHFEN https//www.who.int/docs/default-
source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

2)  Civil Aviation Authority. Flight-crew human factors handbook.
https://publicapps.caa.co.uk/docs/33/CAP%20737%20DEC16.pdf

JL—L (EFEBLIIT) Complaint

[—1=
=
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https://www.england.nhs.uk/mat-transformation/matrons-handbook/governance-patient-safety-and-quality/
https://www.england.nhs.uk/mat-transformation/matrons-handbook/governance-patient-safety-and-quality/
https://www.unescap.org/sites/default/d8files/knowledge-products/good-governance.pdf
https://www.unescap.org/sites/default/d8files/knowledge-products/good-governance.pdf
https://apps.who.int/iris/bitstream/handle/10665/326429/9789289002745-eng.pdf
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3
https://publicapps.caa.co.uk/docs/33/CAP%20737%20DEC16.pdf

23.

24,

RtENLERY—CXICET 5, BE, KK, £723#EE DL O OERII(WHO, 2010)

fiEER

SeERE—E 2 (NHS) 1f, BELZRLEOTEIEN, TXTA Ty MRESN TV EIERS

N, BE, FiE, ERENEENLORBORPCOVWTET L LT, ERM VTV b E

BT HZENTEDLL TS D, BAEDZ L—2Ah (HEER LAET) OFEKICHY I 55551

complaint T 5. 1S09001:2015 Tix, HiFIL, MG L I3V — A TEFERNG 7 72 & A2

L ARMRE DRI TH - T, LOMEUIMFRZ, WRISUIRTRANICHFL TS b0 EEFRSNT

WD, 72E, WEETO claim X, R, R, HLELWOIERTH D HHEH LILTEW ) BkiEZ2

V. 7 L= MEEFH LT E WS BROMBEGETH 5 RICEEPLETH D, TONDERKAEL

LTRSS NI —EANREDLE, NlQAEHELTHLLTOND., AZ vy TOMIERLADE

EHFPENREPRENRLOTH D, EHHIF—EAUE R SR> —T, HETEDADEK

KEL DI THLNG, A—P—EATH-THELDONIMITBELRWEELH L. HHEONER

ZOH L THBR Y ICHARRGAICE, 7 L—~— (Fnlldkgs) & LB 5.

SE XM

1) Parliamentary and Health Service Ombudsman. A review into the quality of NHS complaints
investigations where serious or avoidable harm has been alleged.(2016)

https!//www.ombudsman.org.uk/publications/review-quality-nhs-complaints-investigations-

where-serious-or-avoidable-harm-has

¥EEL BB Authority gradient

E&

MRRICHBIT DY =X —F 713 L0 BArD A LS — LD A 28— & DR OMERR DEE 55 .

fiZ s

LIy 7 By PN TOMER LRIEOBRZ AT HZET, vV Ay boOjHMEfESE L TERA IS
D MBARNSRTED LT~ ARy, AL A= E0 ) A7IZET D HRSEIIE S EN D

W, WY —F— ORI EIREN TETHERIRDMEPEED V. 20X DI, HERARIE,

TENT DDV —H— & A= L OO BIRICEEL KIET.

SE Rk
1) Civil Aviation Authority. Flight-crew human factors handbook.
https://publicapps.caa.co.uk/docs/33/CAP%20737%20DEC16.pdf [7 7 & A H 2022.12.07]

58

E&E

WS DEHLORTR & 72 28, B, W, 1HR, Lo 38 1o\ T, HAARGER —~vFRLTHX
Frloltbd

fiEER
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PEEEICBWT Y [Sort) Set) [Shine) [Standardize| [Sustain] & [S) Thik s 5 DOHFETES
NTWa. 58 OJFANE LTI, £, WHENRREUEOIRVMANOIAD, RaICEBREZ#HR
fbEE5. DF VREIR COEEL, H, 28, ZEOH ML AEERWVENEZHIL, 23T
RIS C T2 Z LICESRE YT TS, 58 1% KAIZEN O TH Y, Total quality
management (TQM) D & & 72 HIEE TH 5.

SEXH

D AARMEEHY S WEEHRMEE  JSQC-Std 00-001:2018 (2018).

2) MREERLEE). EROEHERER. HAKHS (2005).

25. WMEE—FEEMM Failure mode and effects analysis (FMEA)
E&
VAT DIRAET D ARMEO & DHMEE RO THREL, MEORAEZY T2 OIS ZFEEL LD &
T % 72 OF{EWHO, 2011)
fRER
N—FRyxZT, Y7 a7, BICAMZEOHERERICHENECTZSEE2THIL, ok il
MAEL DD, VAT LRERASOFEITE O N EREt BTl L, mEZm ESE2FE MRkERE
7oiX 7 mk AOVERE, W ONTJE P O B o OBIER LT3 2 e — N OS2 & Rl 2 KR 72 FiE
Thd. EREHICL>TEINTVD LY RERBEZEORY MHBDO—FTHY, RELT v
ORI IEFEO—FIETH D, TS EZ I X 72, ST — REE KOS E T (FMECA:
Failure Modes Effects and Criticality Analysis) b & 2 V. 1940 4RI T A U W BWE N E AL, EEE
RIEUELFH(IEC: International Electrotechnical Commission) d [E RS T 5 IEC 60812 L7220, H
ARTIE 2011 12 JIS Hikg 2L 7p o 72
SE X
1) IREBRTCEE). ZeEABLEROHEG LN ta—~r 2T —opIkEHBE oM B KT AL

#H (2016) .

2) JIS C 5750. https!//www.kikakurui.com/c5/C5750-4-3-2011-01.html [7 7 & A H 2022.12.07]

26. #BARERESH Root cause analysis
&
AT b RSB LIERANRRERZ M IND £ T, REREMIatEDL Z L2k, 1
FUMNELEBEO—HEOESREHER L, (0T FOREICHES LZERNZRET D RRN7R K
# 7 1k 2(WHO, 2020)
iz s
FAE LT EN B> THRIEO A 2558 LR IR A E e 20 TH 5. FHIZITZEN
L b LIERRARSH Y, ZORKZRE LBRETHITFRIFRE LWL EL, FREERRICED
JRIRZRRE L, MARIRREZE . BERFEE UL, EEME (RE2RE00) BZMRENTHD.
28, T OTFIEORME L 7o 7o KIE R 5 AR (Veterans Affairs: VA)O$RET 5 —HO 7 7k A
(VA-RCAZIHETHELHH. AKRORAFRIIELE D 5 & s b0y, WAFKIZOLE D LARNEND
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https://www.kikakurui.com/c5/C5750-4-3-2011-01.html

27.

28.

L5252 865, BROKESLHHEDO L VUL EEDL LWL HD V. AT D
BRERS T DLV ERT, VAT L0 EVIIKREINEFIELHEINTND V.
SEXH

1) Fujisawa y, et al(GR), Taylor-Adams S, et al G&). K LA 7 v MZBET AT A 00 &

v Ry« 7v b 2L https!//www.imperial.ac.uk/media/imperial-college/medicine/surgery-

cancer/pstrc/londonprotocoljapanesetranslationver21111011.pdf

LR T Ly System

E&E

(1) FEICBES 2 73R AITER S 2 2R OHE £ Y IS09000)Y, (2) HEJIZIH > Tk S L7 258

ETIROEATHY, HVAT MMIMO T AT MMAAETHA TN D HONNHS) 2

fiE SR

VAT AL, BREERT DO ORRDMMATH D, ERICE TS, EFRICET 2B,

Bif, MOEATE, EREE, SEME, BRa R REEDTVRAT ARFEL, HWVIZHEELH->TND.

fEDERE TITERITEERTE 20,

SE XM

D AESHRT AL BT AT L9000 (2015).

2) NHS. Improvement Leaders' Guide Working in systems Process and systems thinking (2005).
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/1LG-2.4-

Working-in-Systems.pdf

B Quality

E&E

(1) AFKfiH > TWDRHEDEE V) P ESRFH A2 TRE (IS09000) v, (2) #ih - —v R, 7'nm

TR, VAT LA, RE, MR LR S, BOodR L bORBRENE, O, JUIBEL T

D= XA TRRE 2, (3) MAKRCERICK T HEFRITANVLEEN@FEREL - b HEL L

o, RBT ORI & BB 2 E A VW(WHO, 2010)

fRER

BT ORI E OFHA O THEA T 2 IEEERE L TEX TELEE] 12, TFEERIZREELT

WHEH] NEZETESO TV LNORELELTND. e, BEOHFRHIGZ 2720121, THRE

IZE o TR ZHLNCTHZENRARAIRTHD. EROBEEZEmDDH I ZTH, REFTHRE

WZdTzo> T, BEOMEBEGEZHONCT D BEREERE] OF o ARNEHEL RS, vk,

IOM (XER DB 2T 5 6 ik & LT, %4(Safe), #Ri(Timely), #hRM(Effective), (M

(Efficient), AY-(Equity), H&H.0E M (Patient centeredness) % &1 T % (STEEEP)Y. %7-, &

FROE = EFREAT + EROZMN (Art) + BEREEAN & EROZMOM A +REL bERINLTND
(A - 2B R OO, EROZN « ERARET 2RO IR oFMK, 1Rk, 178) 9.

WHO 1%, 2016 4, quality of care ® B2 & L C LD 6 AUZ integrated Z:B/1L, 7 OO HELE Lz

5),
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29.

30.

SE X

1 %E?*V%VFVX?A9WOQMQ.

2) HAAMEEHEZ. WEEPARE  JSQC-Std 00-001:2018 (2018).

3) Institute of Medicine (US) Committee on Quality of Health Care in America. Crossing the
Quality Chasm: A New Health System for the 21st Century. Washington DC: National
Academies Press US; 2001. https://doi.org/10.17226/10027

4)  Donabedian AGE), /5L (BER). BEROEOESR LML, FPEREFNEEIEN ([R5 E R
WFERERE. 2007 4F. TSBN-10:4903803007

5)  World Health Organization. Framework on integrated, people-centred health services.(2016)
https://apps.who.int/gb/ebwha/pdf files/ WHA69/A69 39-en.pdf?ua=1

B&ZE Quality improvement

E&E

ERIZBWTIE, BEE LEERN=— X &M TREZBUR L0 @VKEICERE LT, MEEITER
JEERE L, AR SOIRREER A4 0 I’ LT O 15E)

i)

BUEO AN L, PDCAYA 7V %2ETZEThD. RMEMROFEMFIEE LTE, QC A
F—=VU—, KTk, PMu#r, v v 7 A7 ~<IZ81F 25 DMAIC 72 823 d 5 AR 723 2 FIZ241T 7%
V. WEORGOERITIEELTH LS. 2B TIEQL &V D L EIGHEBI 2T 2 L3 % 0.

B ik

D HAARREFHEYS. WEEMARE JSQC-Std 00-001:2018 (2018).

2) REEYLEE). EROEMEER. AABKTGS (2006).

BE$5#2 Quality indicator

E&E

BAETIECTHY, EBECITREELEZDEICBVWTERED = — X5 TREL R THE. BlED
EHEHICHY TS, ERECET 2 TROEMT, BRZIMET 0. FERIE TEE LnWFEEY

Eh L7z (HOWIETEE L RWEEDEAE L) BER + THREER oFEaTRIND LN
2\, ERERODLZEICEIVEROBELZBENREEL L TERTIENTEDL LIRS,

fiZ s

R FEAE (clinical indicator) D 9 5, EFEOEIZRHL L7c—E2HET Z L0820, BREORIUZIIED
6 DOlifi, Donabedian OHiE, THE, #EROH, EREEOFER (ERIEMLD L~V RHA
2E), IR BREN R EEBETREZLENRINTWDS, FoXokT—4Ety b (BTAILT
VAT A, RV U AN, BEWHES) POLRETLONORROLETHD.

BE Xk

D SEETLEE). EROERGESRM. AABKHS (2005).
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31.

32.

2) Handbook for national quality policy and strategy: a practical approach for developing policy
and strategy to improve quality of care. https!//www.who.int/publications-detail-

redirect/9789241565561.

IR R ERE Situational awareness

E&E

HONRNENPNIZEES 2R L7 ETo, Bk EA5%IEZ VAR DO

fiREn

RmERaEk, =HEREDecision), {THEI(Performance of Action) D 3 Bxfnsze 5 B ERERE TH 5 NDM

(Naturalistic Decision Making) &7 /L OO T, M5, HiE, FHIOL~LCHToNn5.

1995 4, Endsley M 1%, /34 v FOIRBFRFRES O EIZHAIT T, NDM €7 /VEZ#RE L7 D,

2000 421, IRWMEREHE L ~UL 1 O (perception), L L 2 OFfiE(comprehension), L~ 3 D

F#l(projection) & T2 FEMM/RET VAR LT 2. IRIGEFROMBEEIZ X A > % LE T L-(mental model)

T 7T 4 77 BiE(active goa) BB L KT L, RGO NAHEY) 2B EREDRIK LR D .

SE XM

1) Endsley MR. Toward a Theory of Situation Awareness in Dynamic Systems, The Journal of the
Human Factors and Ergonomics Society (1995) 37:32-64.
https://doi.org/10.1518/001872095779049543

2) Mica R, Endsley, Daniel J, Garland edited. Endsley MR. Situation Awareness Analysis and

Measurement, Theoretical Underpinnings of Situation Awareness; A Critical Review, In
Situation Awareness Analysis and Measurement. USA; CRC Press (2000) 3-32.
https://doi.org/10.1201/b12461

AMIZERA human factors

E&E

N E G AT B0, &, DPORER, HROICEB TE H72OICBET & AHOFF O &
ZORHED Z &

fRER

SRR OB (v - v v AT L) 72l NHEGDYAT LAOEBICHEE, BEBEE5 2
%, NEOEWZR, DEFR, 272 SICOWTAMREICE LT DO W, ARE
K, ®50E, ba—~r 777X —LWVWIBERHNLND. ba—~v =T —7 PICXL D EROHER
DHIEHT, ANHOITHZL Y VAT ANRLEE L EH LIZGAICBTHHVnLND. ek, BET
D NHBERIF— I — Tl Z £ 225, human factors (%ﬁiﬁ) EEBKRBN I EIND T ENEY
ThY, ZL OEREZEIZET 5 IEEE®L, KE TlE"human factors"IZ W Tim L H LTk Y,
"human factor(%¢) & L C#Hbhn 2551340722, F£7-, human factors (Human factors,
Human Factors & bR D) 1Z1F, TAMLIY] OB®RbH DD T, ZOEMMEDIL TV D RIS
JE CCHRZ T D MENDH D .

SE X
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33.

34.

35.

1) BARABI®S. AMIZ L. httpsi/www.ergonomics.jp/outline.html

2) The Human Factors and Ergonomics Society. What is Human Factors and Ergonomics?

https!//[www.hfes.org/About-HFES/What-is-Human-Factors-and-Ergonomics

DIEMZR L Psychological safety
E&E
FEIZHE LI VIBRERRMSCT A T T 2GE LTV T2 LI ABRDO Y X7 %, N2 R&ELL
THRNDERED Z &
iRt

~HF a—t Y TRKFO Schein E & Bennis W 23SHARECE D AT S & RIS X 51272

B2, DEMZEERNE LTLE, BRI —/N— FK%FO Edmondson A 728, LEEMZE ML LV —

TUNVOBRTHD L 2RBL, LHEMZEMENHNIT — LOFEETENMESH, T+ —~v

ZbMET2HZEEWLT L. LEZEEREVIRIEL 1L, (D ML B s %
(Ignorant), (2) #ERE/Z L E b B2 F % (Incompetent), (3) FEEZEZ L TWnD & Bbhbd A%
(Intrusive), (4) *HT7 4 772 EEBbLDH AL (Negative) &) RENRZRVIREEE SLd.

SE XM

1)  Edmondson ACGE). EFHE 7). ZhvdZe k. SR - SR (2021) .

2) Edmondson A, Psychological Safety and Learning Behavior in Work Teams. Administrative

Science Quarterly (1999) 44:350-383

RARF—ZXET )L the Swiss cheese model
E&

MZ25tRaTVIRIT D Z & THEDBET D] LW ER LOERX T a—~ 77 7 % —0OHf
RHETHDH~Y T = AL —KFD Reason J BNEE L7z T —xKDOZ 27 D
fi#ER

MWEEBIGOREMRICIAEFZ LI SR TS ESERMEAOER (BIEMRER, =7 —%5|&
BT HER, BICRZ DKM, PR EOXM) AV, ZNba@V R LEMRNTED Z L THIY
DRET D] OT, RIERBLI-2E (£/E) b5 (defense in-depth) Z#EZ T3 Z LT, KIH
EEZLZOT AR ZE T S5 &9 5(WHO, 2011).
SE XM
1) Reason J: Human error: models and management. BMJ (2000) 320:768-70. doi:

10.1136/bmj.320.7237.768.

FRBAEE Accountability

E&

—HOYFEENHLOIEENIET L IELYELZHI L, BEx2 L2 FmErmEX
R
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36.

37.

ERICB T 2HAEMET, WAL~ ZEb, Mk~ D2 EbH 5. EATESOITENCHIE
ARSI DRV L, BkE, FESYV AT AMIHOWTHHELEZ R S 2T X2 620
V. EANIE, BOLDOTENCOWTHHIEENH S, Milkb £ OMECT AT LMIOVWTORAELEE A
O, MMOBIIRMIL, AFEFEOEREFHIMEKOFEIORN D LV ) ZRIUUITIKFT 5. EA
PBRT D ERFE AT LIS, MikT, TN ERETENMR OO, Ea—vrx2T—(C
L2600, B8 - FhE WIFPKEZRIZS2) L5600 %K L TR bRV, BEa—
YT —RRIBIE, RN R, FREEY, ERIEMORY R ENFKR LD ENZND |
SE X
1) AHRQ. PSNet. Glossary. https://psnet.ahrq.gov/glossary-

0?7f%5B0%5D=glossary az content title%3AA

t—771 | Safety-l

E&

ST ANENY R E2fFLTWRnWT &

fiZ s

Safety-I OE&RIE, RLOFIKZFFE L TR AL, KREZFRERRY e T2 L&2ET. 73TC0

BELLANT T M AL, RETELIRREZALTNT, TOFRKMI—ERBSZ261XMmEEE

TEIETED LW HIE LK D.

SE X

1) Hollnagel E &5(f@#%). HiE FLGR). LY Uk « ~LVRTT AMEEIG Y AT D EHIET 5
—. KRB - KBCRF RS (2015) .

2) Hollnagel E & (C&). bkt ERE, /MAFE BHIT(ESER). Safety-Il OFEE—L Y = ZART L
b3 5. HOL : fESCAE (2019).

t—2T« 1l Safety-ll
E&

ARV Z D L ZIELLAT) 2L 2 AL, RE~DEEIIEEE~OREIZ L AT REDE

Z2H.

fiZ s

BEEE, AT FORILRWIREL, HDWE, VAT BHFRIND L-YLZEBIN TN DR
Rl 9 &2 J7 (Safety-D) IZHT 28 LWAE. HEMRIRNESCEMRERICE VLT, BURICAD
HFTEIS LN D, DX HIZHEL WS ZET, KW M AZERTESD. 9E o
T2 EMBESRENIEZS.

BE Xk

1) Hollnagel E. From Safety-I to Safety-1I: A White Paper.

https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-

2-whte-papr.pdf
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https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-2-whte-papr.pdf
https://www.england.nhs.uk/signuptosafety/wp-content/uploads/sites/16/2015/10/safety-1-safety-2-whte-papr.pdf

38.

39.

40.

BEMREEIE Total quality management (TQM)

E&E
U Z LI LeaRl, BEH, BEEZICE D~V A b
fiE R

BT ESC, BV — AT A A EES BT, Fiioeliffi Z ik /Ey thd 12, TQM

ﬁ,7nt2%iva?A®ﬁﬁﬁi,&§,$ﬁ%£ﬁﬁﬁﬁ5:k?,ﬁaﬁ DB LT~

BRBI DD IR RGE S 2 BT 1R8I Ch 5 (AARMEEHRFR). EER BT 2 MEEH
(QC: Quality control) 7»H%E L, TQM i, £tEAMEEEE (TQC: Total Quality Control) % %8 &

SETHEE - RERERORER EEHLE b FSbhd 39

BE Xk

1) FEH. TQM &V A7 -« =3P A b, [EEHRA (2001) 45:1621-1628.

https://doi.org/10.11477/mf.1542904992

2)  fEENLEh, BULHE. EEOY - BE~OMWEEHEOBEM. EEROE - 4852 (2006) 1:30-35.
https://doi.org/10.11397/3sqsh.1.30
3) HARMEEHYS. WEEHMFE JSQC-Std 00-001:2018 (2018).

4) EZIK%%%@EEJE%(JISC). https:!//www.]jisc.go.jp/dictionary/#ALT03

%7 JLFxv% Double-check
&

(FEWARNE DI 2FIHERT D 2 &, —RIICEROARTIE, 24 OERENHERT D L.
fiEER

ERHY T, 7N TFxy 7, RIS 2HOEREPHERT DI L Lo T0D, BEEOZT
NTF =y JITREREAT R L T2 > TV DD, AMEEDR> TWRWD, WSRLYTVF =y 7 TR, 9
— NDEBLZ TN 2 A\0NE %2R 5 (independent double check) . Z#UZxt L, 2 A[EEIZAH

L& LN bR 5 )71 (primed double check) & &Y, A& TF = v ZIIMyAME T LF = v

I ThDHEENTWVWD 2, L, FEEIZIT primed double check BNFEHERIB DX 7T NVF = v 7 DIk
ELTESHWSLATNG 3.
SE XM
1) NHS England. The NHS patient safety strategy. https://www.england.nhs.uk/patient-safety/the-

nhs-patient-safety-strategy/

2) Schwappach DLB, Pfeiffer Y, Taxis K. Medication double-checking procedures in clinical
practice: a cross-sectional survey of oncology nurses' experiences. BMJ Open (2016)6:€011394.

3) Westbrook JI, Li L, Raban MZ, et al. Associations between double-checking and medication
administration errors: a direct observational study of paediatric inpatients. BMdJ Qual Saf

(2021)30:320-330.

F—L[ERE Team approach to health care

[—1=
=
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41.

1)

42.

EFREFH L BE - FIESEE - WiE Lo TEREEZTO 2 &

fRER

PARMIE TERICHEE T D ZFELARRIERA X v 70, Kx OmWEHEMEZATRIC, B S EHRE LA

L, EBZ20MLo0bEWVICHEE - Mg LAV, BE ORIUTHIFEISIS L =R 25 2 &

ESNTWER, TFRIFE IEE - FZREMAT TEMZII LD ETDIAT A INAZ vy TR, BF

LB, TNENOHEMEEZ S LI, MWERRE IR L, AWICHMF L B S FlRaItfm L

T, @ - MHELDHY, TOAD LWAERZEBTHZOOER] LanTnd. vk, F—Aalid

BEL DR N 23 @ O & 5 BEE, B, AEH O T2 DIZ8h1, HH AR D SIS FHE BAER T 5,

EDEIIEICER TE DZEHTH Y, & A U N—ITREDOKEEI SUIFENTID HTH, oA

— L LTOBKICHIRARTONILLD, EWHIERLDHD .

SE X

D EEZEE. F— ARBEOHEIZOWT F— AERBEORHEHEICE T 5 REte Wl E (2011).
https://www.mhlw.go.jp/shingi/2010/03/d1/s0319-9a.pdf

2) F—LrEFEHER RS, T LEROERE LB http/www.team-med.jp/philosophy

3) WHO BEZENV X 2T LHA K ZREFER https://www.who.int/docs/default-source/patient-
safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

F—LRT VTR TeamSTEPPS®

&

Team Strategies and Tools to Enhance Performance and Patient Safety. [[EE DO/ X7 3 —< 2 R L H
FRZEZ @O DO T — LTI AHTHIE & k] LFHEN D ERB(L T e 77 LD &

fi#ER

KEERFO AHRQ (Agency for Healthcare Research and Quality ; E B ZEHAHEAE) o LFPH
RF— LT = WRICIESEEE SN, ERF—LNBECERRER S T 2R ML, EROHE - 3
KoM EZHME L, /T 7 =ANVAFN N —= 7T u s T hA T F—0Ek 1) —F—v
v 7 PRE=—) AR Tala=r—rar] L) 5 MEHOF—LTEHN LS.

SE XM

Agency for Healthcare Research and Quality. TeamSTEPPS 2.0.

https://www.ahrq.gov/teamstepps/instructor/index.html

B - FIEO BRI AMILERINIRED BHF I, OIS LRI D 21T hRnen s 2 &

Do not attempt resuscitation DX F% & 276D TH L. BEAAAELITFORBAOERBRE Z 2

, FEORY], E, RMmOAIREMEDR 2R EORKRIPIRIED BHF TN T, DS LR Ol
ITREATDRNZETHY, ZHNIESWTIEMPERT 556 % [DNAR fic] &FES. DNAR 5
(T IL R D DR E DOBIAG D AT H N TH Y, ZDOMOIBFITAHOARBLELZE LEZ, PIRT i
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https://www.mhlw.go.jp/shingi/2010/03/dl/s0319-9a.pdf
http://www.team-med.jp/philosophy
https://www.ahrq.gov/teamstepps/instructor/index.html

43.

44,

EGENRV. ZOMOERLEIZONT S TOEEZ A L7- POLST(Physician Orders for Life

Sustaining Treatment) & #2ME XL TV 5.

SE X

1) HABRARERTFZEZEES. DNAR 4 —4#— & RRS. https//www.ihecj.jp/rrs/rrs5

2)  HAHERBEESS. Do Not Attempt Resuscitation(DNAR)RRD & ¥ 2O\ TOENE
(2016). https://www.jsicm.org/mews-detail.html?id=7
https!//www.jsicm.org/pdf/DNAR20170105.pdf

3)  HARERMELYS. HAM POLST (DNAR #5777 & Eo)fEktEEt. httpsi/square.umin.ac.jp/j-
ethics/workinggroup.htm

4) https://square.umin.ac.jp/j-ethics/pdf/POLST%E6%8C%87%E9%87%9D.pdf

THO=HILRAFXIL Technical skill

fiEER

BREL R DPHAFI, ERAXL, FHEAXRADRD L. /T 7 =NV AF N L LHITEBEOE &%
LOMRICEE 705, 1995 45, Katz RV, HEEHEOAF L E LT, Ea—~vr A% /L(human
skills), = &7 F =27 /L A% L (conceptual skills) & & 12, Katz model & L THA L7,
TI=ANAFME, ik, Tt R, FE, BIRCIEEOBMROEAES, SRR HM o5
WREANEEND. T 7 =HNAXNITL, BEPRE T 077 A06BET L5 LnE0.

SE XM

1) Katz RL. Skills of an Effective Administrator. Harvard Business Review.

https://hbr.org/1974/09/skills-of-an-effective-administrator

HMERRK Cause and effect diagrams, Fishbone diagrams, Ishikawa diagrams

EE

B ofER (Bt KR (BER) L LTEZALNSILOE2LETHE LIERTH2HAOTHVWOR 2Bk
BOFEOOED

fRER

BINZAT 7T LEITRERE TN D V. FeMEERIE, R LR R ORI KOS ERF O

FRERBENCRRS LD THY, HOHRERICHFSG L CWEARBEDO S 5 EHROBERZFFET D2 N

TEDH. BAEEIC L DEREEERE OXEGEH B LOBROTDOWHE T v 7 F MMERFEEET

X, A2 FERICERFR ORGSO OFiEL LTRSS 2.

SE X

1) WHO BEZENV X272 04 K ZEMMN https://www.who.int/docs/default-source/patient-
safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

2) BEAGEE EBURRER ERLSHER. R EE IS OEBIEHB LOBRO T OWHE 7
1 77 MERFRE — ER L REREOEOM LDl - SM24E3 A
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https://www.ihecj.jp/rrs/rrs5
https://www.jsicm.org/pdf/DNAR20170105.pdf
https://square.umin.ac.jp/j-ethics/workinggroup.htm
https://square.umin.ac.jp/j-ethics/workinggroup.htm
https://square.umin.ac.jp/j-ethics/pdf/POLST%E6%8C%87%E9%87%9D.pdf
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45,

46.

47.

Z7=X Near miss

E&E

BFEIZEE L TR 7 M(WHO, 2020).

fiEER

BELZELOA VT MIBFEICBEZE LA LRWATHES, BECEEL T RN LOR=
SATHD. HARTIE, XU -~y FEWIHENHNLILTND A, '%% WZEGE LD E 95 T
R FEENDH ST INEDMTHEL, B2l bDEZ IMATVS., EXYY Ny bDOH, =5 —
W oTen, BEICEMEINRPSTbONR=T IATHD V.

S35 Xk

1)  World Health Organization. Patient safety incident reporting and learning systems. Technical

report and guidance (2020). https://www.who.int/publications/i/item/9789240010338

AR % Human factors, Ergonomics

E&

VAT AIBTDHANMEMOBER DA T a /%E‘Eﬁfﬁét&)@ﬂ%ﬁﬁ%mf%@ Y A
—A T VAT ABRDONRT F—~ AL O ERK D T2, B - Bl - T2 B LOFEER
FHCIE T 2 H 5 B )

fiZ s

ANEOITEN BRI & OMAERZBRET 2 Z L1280, ANHONRT 4 —~ o A& k325 2 L IZHER
U THELBHIL, ANHOBRAEZRET D LITEY, ZORE HR/NRICERT 5 HiEZ2RIET 28
ATHY, T HIGEE LT Ergonomics (EIZH @R FZH 22 Mmor o507 7 v2—F) & Human

Factors (BHIZTVATARENOOT Fu—F) BHWLNS.

SE XM

1) NHS. Human Factors in Healthcare. A Concordat from the National Quality Board.
https://www.england.nhs.uk/wp-content/uploads/2013/11/ngb-hum-fact-concord.pdf

2) HAAANMIFZ. [EEAMLYESTEA) I2X5 AR LFOER)

https://www.ergonomics.jp/outline.html

FBEN/N4F7 X Cognitive bias

EE
FREBETHIHEEOR S fuﬂ® a>&
SR

FHEEBRTIBBRENRENCE ZTRBMOEDOZ L TH Y, FEerERl, bR lickoPFicks
LTLED Enbis. BIAE, EABE b THREBET 5L, BABICART S H#EY 2%
W, TIUCEY ELICRABZMRT D (el A 7 R), »5EREFET DB, FANCE 2 bz
BRI EFONTLED (TrA VD) RESEOHNDD.

SE X
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48.

49.

50.

/T =HILAF )L Non-technical skill

EE

TV =NV AT N ER o TEER O LT 2BME, HHar, L TEANRY Y —ADAF L ThH

0, BRENONFENIRE AT OBITIZHETHH0

fRER

BFREFERCT 7 = IV AF L L BT, EHEORT 3=~ AERKBICRESE D200 EL 2D

T =N AFNLSND A OfEFR. BEE, RWRW, V—/r— RV RA L, aia=s

—vary, FLMEVREDAFNEET V. EXRERILICT 0T AR RESNTEY, Mz ik

@ CRM_(crew resource management) NEI3T &IN5, [EFETIE, TeamSTEPPS A4 THD.

SEXH

1) FlinR 6GH. MAFEAE HGER). BUGLZROHEN—/ T 7 = AN AFN « A KT v 78 2 ).
HOR - MBS (2013).

N\Y—F Hazard

&

EEGERITBNOHLEE, =Yz b (AT 2H0), 178 (WHO, 2011).

fiEER

[Safety Hazards] & L CREELE LOMEEZEWT 5. EREBIGITAET 20— RRICCRLER

DI (RM) 2T VHRITHZ L THEICEZHESEZIINDEEZOLNTEY (A AT —AET L),

VAT DORMIIH LT D72 0DITIE, BEIEED K SANARAR 22 2T KD Kz K9 5 A &

HiEE, =7 —RARICENOZRE LTI LRIWELY MR TEOT G NULEL ENTND.

P— REHANHET 2 HEL LT, HEDT R RANOT T =00 27 2R & (SHET 57200 —

w727 7'a—F Th HlEE— REEGH (FMEA) 2, #Ik—7 —fHli ks LT, Za—L

kU F7—>—/ (Global Trigger Tool : GTT) 7% & &FIf L CIEFRLED DR 3 2 k0, FAELE

AT MR BER UTRARK & L TORFRLERFRONY— & BT 572058 (AR 4T

RE) RENLD.

SE XM

1) WHO BHELZEN Y X277 504 K ZEFEM https//www.who.int/docs/default-
source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

2) Reason J. Human error: models and management. BMJ (2000)320:768-770. doi:
10.1136/bm;.320.7237.768.

E+71)-/\vwbk Near miss and No harm incident

E&E
BERAAKRESCHEIIZIES 0, /EERiICe Y L LD, "y b Lz LizE&
i
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https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3

51.

52.

FEHREFICEDLETIE, FORNCEY IV E LD, "y T L ORRBHLEND, "y
b OB G, ERAKESCHTHRE KRR TOIZIE, Z0oeYY -y MEEEET D 2 L3 KREIT
Ho. HEHEOLYY Ny FORBREED T, TNEEROH - WHTHZ LT, fmzEEHL, 7
BREFORELIS Z LITo2N 5 V.
H A RS RER TS 1, ER B RIES RO R E LT YU - Ny MEFIE - /907 - 214t
FEICBINEE LT EREENO e YY) - Ny NEBIOREZZT, [EAMEE®R) & [FHEHR &
LTEED, ARLTVD. ZITHE, IERIGAVRH 7o), BFICEMINDANIRE LI NI, )
[RRS - IR NEME SN2, BESOREBRRD LN hoteh, FITRIKAE - 1R Z L
7o) [Rao Tt RN Em I NN, BE~OXENRH] OFflZzEY D - Ny FEFE LTHR->TW
L, TITHE, BEENREYIE LIV Ny E LY LERBRAR D2V, BARTHEMRASN TS
AT MIBEICREL LI TICELRPS26DT, E¥ Y -~y FERELSNTNDAN I,
HRAICIE, ERHLIHELEDTA LT R I OT, HEBEOHEWHICTHENLETHD 9.

SE XM

1) REfEE~RT AL MhE. ReMmAEBEAGES. https/www.aemk.or.jp/word/index.html

2)  HARERBEREAIMNE. EREFRERINESFE FREONE LML (2020).
https://www.med-safe.jp/pdf/business pamphlet.pdf

3 JREAEGEE. EREZEHEEREXR  ERERERRCYIES 5720 (2002).
https!//www.mhlw.go.jp/topics/2001/0110/tp1030-1y.html

4) SFIBERWG. A0 2 FEEA BRI R A @ (RABBRBI AL E ) oM EREE  EN
SMTRIT A EERICHEE S S HFEOER (2020). https/mhlw-
grants.niph.go.jp/system/files/report pdf/202099006A-buntan4.pdf

Z# 1t Standardization

T

BB DRI HARER A HR L LT, 8IS, 7o IR L THERT 272000 ke % EH T
T3 5158

fiZER

BEYAIC L 0E (ZeEale) HENTREL 2%, T EHMEZERS, HHREENAESICRD, FE
HEREED, WEOTZDOIMRENTE LR EOBMIZL S, ISO TIHIEEN 27 [30H] L3 TEH
D, RABLMPDOBIZI>TWHZ & b HEEREFR LD,

SE X

1) BAMEEBYS. WEEHME JSQC-Std 00-001:2018 (2018).

Plan-Do-Study-Act (PDSA) or PDCA

E&E

F1E(Plan), (Do), 7R (Check), WLiE (Act)Z Vi LIT> T HMZZIEM D OBIRANERT D72
HO~RT A~ (FE) OHARNITE
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53.

54.

fRER

MR B2 B9 & 5% PDCA % SDCA (S (% standardization : #E¥#E(L) & ST LA R L. S
TlX Check @71 Y |2 Study 28V 541 PDSA cycle EFEIIND Z M — ik TH L. BEHY A 7L L
LTS,

SEXH

D SEEESEEE). EROEHESER. BABKEHS (2005).

RUFI—F2% Bench marking

E&E

RICT7Tav RS 2B8FREN (RA LT T7T 4 2) 200T52LT, RVOLLAELEHTEE

ROTEBZRN EA~LORTFDEYEED 1 DO HIED

fiEER

N Fv—=F 7 (RoF~v—TFH) (ZXV, MEEE & OFEWD S Bk DA L 5 AR T 5 2

& T, EBOUGEEEA~ORY A ERT OIS, X F~v—F 70, RS Z T 72T

7, BRENBLDONRT =< A& LVHRMICH LSE5 2 Lickiro? .

SE XM

1) Camp RC (), HREEGR). X F~—X 07 IOz a% 7y =7 b, Hi : PHP
WEIERT (1995).

2) Primary Care Practice Facilitation Curriculum. Module 13: Measuring and Benchmarking
Clinical Performance (2012), AHRQ.

https://www.ahrq.gov/sites/default/files/wysiwyg/ncepcr/tools/PCMH/pcpf-module-13-measuring-

and-benchmarking.pdf

ARL% Medication reconciliation

E&E

EREDNEE L HE LT, EMIOTERRIERENEREAZET 272 DO EXRES TR

fRER

ARVZIZIE, T3 TEMNEEND.

OBPMH (Best Possible Medication History : fx B DO 3RE) Z{ERT 5

@BPMH &G —H L wi L, R—Eamd L2

OFIE% O IE LW ERAIE iz I f4 5

RSN DERBENEDIBESICBWTERT D Z L fEans.

WHO 7335 3 DHREZFLZ 2T v L VL LT [FORWERBEMR] 2L v HF<cky, ORY 77—
~v—, @mEYVAZRI, @F T OBITHINGL 2558 L INTWD. @F 7 OBITHOMEAIL 2%
B DI, EEARERE S LTI 51TV % D2 medication reconciliation (MedRec) TH 5. [EJ#
BRENED D2 RIGHICEBWT, EETRE L THAATLZ BRI TS,

SE X
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55.

56.

1) Medication safety in transitions of care (2019). https://www.who.int/publications/i/item/WHO-
UHC-SDS-2019.9

AR )LETIL Mental models

EE

FETLEYC AT AOFHO A N =X LK LT, O ADERE L 7= a0 72 358 B

fiZ s

WEETVEB WD, EETIEMREOBFEEZDO N2 IZHHTRAER I NIAGEN 2RI TH

D, JRITHLTALZNVETAPHEEIND &, JBOPFRLZAUCHES S ERRENREIZ 2 Sh

LR D. BlIzIE, HDOIADBREFEEDNND ERITKRZD, LVIAVFLETLERLTND L,

RBIRZTWDDIIRBFEDNENLTELHRIL, ZOBEMOL EIZZDNITENZHD D, LA

BVIZRFENND LR LR2NWOT, RK#ERiTEE 225805 5.
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