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TwWa.

FE KRFWBREESETBEREESIT, A7 v MEEE L~ L EENFE L TVDN,
CTHET VTR EVIFEITHANWTEDLT, &T (Ao F M LLTWD. 2L
ATy NEBELL 3b DL EE THRENELE, L IXEBEHEIC Eﬁﬁ%ct%ﬁﬂ’?’%@ﬁ
WUEL L ITRIRZ B L= H6) & LT TER EoFly SERL, AMEEA B A E R
RERTANFEAEIC X 2 IR M S I EE A~ DR ERISR L LTRAIL TV D, BRI ZOMIET
Eﬁ&%ﬁﬁ%fﬁﬁéﬂfﬁé%@?%éﬁ,%%T%,77V?V%kw5%ﬁﬁﬁéh
TR, FMEVERET — AN AP —E AT, [TI7vT N BRETLHE, BN
(B O NTEAEFBES) MBETIET 77 M EWVIEEITRE I ng, @ ~L
T, My TFr b 7737 b ELTRy hTRIEEND. [727 &2 H 2023/05/07]
UL DR AED DL, BEOEOHFEIZL > T, REMR (B8 ([T 2 0LEMHEIX
HDLEZD. THTHRMICLRRTH L. HATIE, 2002 FIZREFBEHEOZFHEICE
T, TI2VT e LTA Uy Ty FERBILIZZ E0G, BEMNICHNONTE 0, EX
REEBEBTHDHETETIE, 72T e snzZ L3, B RS E R
ERESC B ARERBEMEI#RECL, 72737 v FORBIIER SN TOW2RV. REEIC

I T FOFEIFESTWDA, ZOEEEIR/ELAI bOTIIRNEEZRD.



http://nuhc.jp/Portals/0/images/activity/report/sgst_category/safety/kohyosisin201206.pdf
https://mhlw-grants.niph.go.jp/system/files/report_pdf/202099006A-buntan4.pdf
https://mhlw-grants.niph.go.jp/system/files/report_pdf/202099006A-buntan4.pdf
https://www.mhlw.go.jp/content/10800000/000907975.pdf
https://www.mhlw.go.jp/content/10800000/000907975.pdf
https://www.who.int/teams/integrated-health-services/patient-safety/policy/global-patient-safety-action-plan
http://nuhc.jp/Portals/0/images/activity/report/sgst_category/safety/kohyosisin201206.pdf
https://www.mhlw.go.jp/hourei/

2. [E#E Health care, Healthcare
E&E
PEREAMEHE L7V, MEFFLIZY, BB LY, EESEZY T 50tz —1
% (WHO, 2011)
fiEER
=¥ % Medical Care Act & SGR$ 5 £ 912, BER &I, #EED medical care X° medical treatment
LRFBLELEZNBIEN, —KIZ medical & IZERMOITATE L ZTIED B, LFLF%T medical
care X> medical treatment 72 L2 X HI D . ERITITZE < ORFOMAE EBRIZIEZD Db > TV DT
W, ERICHY T 555 L LT health care 23RN Z L BEHEITH D Z &A%\, Ef(health care)
%, ERiS L IZERMOBEE N T S ERIT A (medical care) IZIRERT, oL AWNHDTHD
V. ¥72, quality of health care % quality of care &9 X 9 (2, care I% health care & [FlFE L& L CTfEH
ENDHZEHLLWD, HATIE, 77 % nursingcare LREIFBETHDIEEZ LML B THDA, WFET
care LMl SN TV DLEITIE, TOXNRNHHWT T2 LE R H 5. ERAKEDIEGED standard of
care T 5.
SE XM
1) Joint Commission on Accreditation of Healthcare Organizations. Dictionary of Health Care
Terms, Organizations, and Acronyms. 2nd ed. Oakbrook Terrace. (1998)
World Health Organization. Quality of care. https:/www.who.int/health-topics/quality-of-
caref#ftab=tab 2[7 7 & A H 2023.05.07]

COLUMN Health care A\ healthcare »?
n HFEPE T 1, heathcare & healthcare O T ML TV D, FIEIITEERS I —nr v ¥,
BEITKETELONLTVMHN A H 5. RKEBETHLELLEZHANLIRENE WV IERLH D L
2 THY, heathcare 1%, Ax DEEFFELZHAEL -V HEFF L7200 L TWAREAEZIZZ L—7T
HY, —JF® healthcare (X[EFE T AT ACIHEIZfET L DERDALND.

3. EELTL/EERSE Patentsafety

ik

UAZZ—H LRGN L, EOETRERAEORELZMO L, =7 —Omitzis L, BEL
A ORBLEW LTI, ERICBT L, et X, FIE, 178), T, BIORELZ/EY H

LA TEY O HHfLA(WHO, 2020)
fiZ s

R L R B ED Y R 2R CE DR E TSN TV ARETHDL VTV
ICER SN TWZ(WHO, 2011), 2020 4EDEFKTIE, HRDHIRRETITRL, ZThEEXRTLI 7 rEA
RMH A B EDTebDE LTERLTEY, M0 L TERL TR0 TH D Z & A HkIC
RIS


https://www.who.int/health-topics/quality-of-care#tab=tab_2
https://www.who.int/health-topics/quality-of-care#tab=tab_2

AARTIRERZE L WO HEEZH LM 523, J55EE Tl patient safety (FBEZ4E) 23%H LM
S5 . 7k, 2001 FIEAGEEL, [HEOREELT 5120 DEREERE OILRTTE) ] 2FH
L, 22T, BEORRETLILETLEL, SOHICEAVBEGREDSEO FIZ, HRIIDDIAFR
DA HEET 2 L LT D. ZOX DIl MABRMART, THEELE] OMFELEN I THERD,
BUE, BIREZGUARNRIETIE, bol@lbERLZELE VI HEIHVONDS. 207w, ERLZE
& patient safety I3, FHAIZE X2 A[HESS LiFIRT 5.

SE X

1)  World Health Organization. Patient Safety. https://www.who.int/teams/integrated-health-
services/patient-safety[7 7 = A H 2023.05.07]

2) JEAETIEE. RERERERMET 57200 10 DEH (2001).
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1f.html[7” 7 & 2 H 2023.05.07]

3 BEAEGEE. BEOLREEST LD OERBERE OLFETTE (2001)
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1b.html[7 7 & 2 B 2023.05.07]

COLUMN E#ZZE » BHERE H°7
n NRTV 7 ary hTCROELDEANFE N, BRZR L BEZEOME NG,
patient safety, clinical safety, medical safety, healthcare safety D3 T 23T Ly 9 &
ReZFELNT. DT DHRENR—T REDN, REESTHEMICR-T.

REESE, & HEOM A 2 BT 5 72912, Pubmed (27T 2013~2022 4EF R DR
% % —T— R5FE L7=. Patient safety i% 45,448 {|, Medical safety % 508 -, Clinical safety
X 2,675 14, Health care safety id 132 {:, Healthcare safety % 755 4 CTdHo7=. HARFET
1, ERZEL VD FENEE LRI THEABEEN &GV, EHEEO&SWEERLEZXHII LT,

[EERRZZ A KG9 D PLFE% patient safety & L7=. 7=72L, BHARTYH [BELZE] OFEH
MHEZ TVWDEECEELRL VWO FEICE, BETLOERE WO SLENRIEIRIND &
IERLHY, BREEELBEREETS VI AR TRILEKR THD & Lo, THUTIEEGRIZ
OB LRV A, KAEERIT, BAPINE THE L CWEERZAEE S, BEH00
[=J% (patient-centered health care) # HIEL T HIEENCTH Y, [EELL/BEL L) LOFE
T5ZL1E, BxDOIEBOFHEE LTHES TWRWEAS S EWn ) fimlicE o7, I,
patient safety D EFIZEELZETHY, F7z, EERELRIZE, BEFEFOLZELEVIEZD
HECTE LM, ERETDEDITITAZ U RAERTRERDHD LEZ X, SEIOHMIZE ST,

ek, RTTIE, BEICE U E 57, “patient-centered”’?> 5 "people-centered” &\ I &
AEEN, A2 ERRE LI@FERPERE VI BRXIIEDY SOH 5. EREEICIRE L72iGH)
TE <, BORRHUEER OB G2k BT Y, EREOFHE ATRE/RBIT BAED T T, EH -
BERRERIE 2 PR LS ORTE & —FE IR L & 9 LW iz > Tng. E6ITE, RKTH
50, HITC N OO ECHERF 21 T2 <, animal health <° planetary health %%
ZLERIZH RV o2oH L. LoT, 4%, RKEBRPFERED D ATREMEIIT0H 5.



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

4. EEZREXIt Patient safety culture
EE
PR B DS R E R L R R AT LD FEELZE L, BN L TERT L2 THY, BLTD 5 5DE N
VAL OREEE Y. (DEATROERIEES, EAl, FMME2 502 ToEREN, BB, [
, B, PMFORRICHTIEMAZ T ANL L, 2 MBBIOEA LOBELY b L 2EE
KT 53k, ) Be EOMBEOFE, ala=r—val, BIOMRERERL, @iz 5 2 53X
b, (@) MREDRFH S5, B) BRI LET AT MEHERET 572012, Y72 BRSO E M
B AT & $2 it % 30k (WHO, 2011)
fRER
Mz i) OBENRIITTER SN2 DITRFIIR0MAEER Th 5 12, JFJ)OM2EER D L 5 72

fER L Y SO EOERTIE, MEOHLDL LN TEEEMEH L O LB X, BRIENEZE X7
TR b7 &N TEY, ZhxERICHEA LT patient safety culture OBE&2ME 7.

AATIE, 2001 FICEAE (MK 12X - T, BERICEFT 22 TORAEDR, BEOLREE KEEIC
EZ, TOEBEZHBEITRESCEZFBLIOENEARICT 2MiEk0oH Y FH, LEZRI, NIHEZ
HEWVH ZEEAMHRICLTWS Y. WHO X, E#ED > ZERIEER L, HFEORENORESND
EHI7R L CT(WHO, 2020), ##kAIRELZ TR L T D, BRI EIE, UEERIEHEE D (EMR)
REIZLY, ATV MREBZOLLTTEDLDITRY, WL - ST CSEEBICBMTE, BF
REMEICHFET L2 ENTELULTH D, BECKHLTEHET A2 2L L0, 2200 FESETLE
HL LTS (WHO, 2020).

¥, BELEULIIEREFEEOMTOXLTHY, ENADOERITITEE - ZENSEERL TV
V. BIE, BELE~OBESENEEZLINTEY 9, 5%, BELEULD, EEEEE LA
FFRIBONTHEAEINS UL E LTHERSNDARERH S, £, BT 0E T, safety
culture & 9 #BE&7) 5 culture for safety & W IHBRICBITL TWDH Z & A2E X5 & 9, patient safety
culture 2> 5 culture for patient safety & W9 #EARIZBITT A AEEME L H 5.
SE X
1) Civil Air Navigation Services Organization. Safety Culture Definition and Enhancement

Process. (2008) https://www.icao.int/NACC/Documents/Meetings/2018/ASBU18/0D-10-

Safety%20Culture%20Definition%20and%20Enhancement%20Process.pdf [7 7 = 2 A
2023.05.07]

2) Care Quality Commission. CQC calls for a change in safety culture across the NHS to reduce
avoidable harm. (2018) https://www.cqc.org.uk/news/releases/cqc-calls-change-safety-culture-
across-nhs-reduce-avoidable-harm-0[7 7 = A H 2023.05.07]

3 EAETEE. RERERERMT D200 10 0% (2001)
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1f. html[7 7 & A H 2023.05.07]

4) World Health Organization. Enhance patient and family engagement for the provision of safer
health care. Meeting Report (2019). https://cdn.who.int/media/docs/default-source/patient-
safety/pfps/2019 pfps-meeting-report final.pdf?sfvrsn=2a92da85 5&download=true[7 7 =X H
2023.05.07]



https://www.icao.int/NACC/Documents/Meetings/2018/ASBU18/OD-10-Safety%20Culture%20Definition%20and%20Enhancement%20Process.pdf
https://www.icao.int/NACC/Documents/Meetings/2018/ASBU18/OD-10-Safety%20Culture%20Definition%20and%20Enhancement%20Process.pdf
https://www.cqc.org.uk/news/releases/cqc-calls-change-safety-culture-across-nhs-reduce-avoidable-harm-0
https://www.cqc.org.uk/news/releases/cqc-calls-change-safety-culture-across-nhs-reduce-avoidable-harm-0
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1f.html%5bアクセス日2023.05.07
https://cdn.who.int/media/docs/default-source/patient-safety/pfps/2019_pfps-meeting-report_final.pdf?sfvrsn=2a92da85_5&download=true
https://cdn.who.int/media/docs/default-source/patient-safety/pfps/2019_pfps-meeting-report_final.pdf?sfvrsn=2a92da85_5&download=true

5) IAEA Department of Nuclear Safety and Security. CUTURE FOR SAFETY. Nuclear Safety and
Security Programme. https://www.iaea.org/sites/default/files/culture_for_safety_leaflet.pdf[7
7 & A H 2023.05.07]

COLUMN Patient safety culture A Culture for patient safety A ?
n R4 ) BE 2L DOIEFEIZ OV TIE, Pubmed (CTHF L7- & Z 5, Patient safety
culture 23l 41, culture for patient safety LI & A EFEHA SN TWRWOT, FIE & RE
ELTEHRALE.

5. E@IR Medical malpractice
E&E
PR 7 TR FH IS L Db L < ITHAR O 0 K An1(WHO, 2009). P O RFRIZ 33\ CEEHAE
FENYRIL ) RZEF LOFERBELZREY, Lo TRFIEFELZ LT L LS b1T4 (B4
A, 1999)
fRER

WREIE, RYRMBEDOI R NOLEELRET DT-DIERTRO LN TV D ERKEL TE LT
ZBTHD. WMENEBOLNDHT-0OIC1E, F#(duty of care), 7575E /X (breach of duty), H%E
(damages), %Fﬁf;ﬁ(causation)@ 4 WENGTEHSNDILERDH D 2. 2B, #HEOHWICRIT 5@
W DEFEIT A (ordinary care) & 1%, —f%IZ, [F U EITFEL ORI T, o A~DEELEBET 5720
2, HEHDWVITEEROAIC L > TR SN D ERITAHORE L L TERIND Y.
SE X
D R4, BERRELY ISR S e ®EE. (1999)

https://www.mhlw.go.jp/www1/houdou/1105/h0512-2 10.html[7 7 & Z B 2023.05.07]

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) 88:1051-1055.
https://doi.org/10.1093/neuros/nyab077[7 7 & 2 H 2023.05.07]

COLUMN EFEBEROHIMEBEANBRICLLOMNHMBELEIZLLLDON?

l’ FERERR OFT T, FRRROITEN S EFRAKEN SR L THDEE DD, LW O BIET
BETS a0, WL AT A TOND b DO THERL, HETTr—ARL F—2ATHY,
HHEIC Lo THlran . FHIEIE, RFFRIES 247 FIC LY, FIERE B L OGERFEATR
IZHOWTHBERHB AT Y (BHLDIEER) &b, BREREENZR6R20NE21Z, 5
MNUDHWEEZETED THE LWV I ER EEIHLER) ITES< o TIERV.

W OBERR LA, 1T LR LIEEHE QW S 02550 Th Y, ERFEHTHERN
FIPNDHEZATHD. FRDZIZ, BT E WS Z &I bEA 5. ek, 22T MEHE
HDEVITERIRVAL & LR, FRICERREVAL VI O TIHRL, @HELI REEEL



https://www.iaea.org/sites/default/files/culture_for_safety_leaflet.pdf
https://www.mhlw.go.jp/www1/houdou/1105/h0512-2_10.html
https://doi.org/10.1093/neuros/nyab077

LCAEMIZBZAONDIRBELNI ZETHD. LRI THASEBEELRDLTIC, A
1TAEITONL, BEBEBEZRELZLTWWRWZ S22, 2o k572 A%, MEED L WVITEE
WA TIERWE LTRBIEN R T 570,

6. BEMHEEH (1) Harmful incident, (2) Medical accident
EE
(D) ERCER L TEFICAREREL LS L TE ZE(WHO, 2009)
(2) YEIRPEE BT D EFEEEE R L2 ERICER L, UTERT 2 & Ebh 55 XUIBEFE
Th-oT, BHEHENYEC UIHEE T L 2022 b 0L LTRAFBHESTEDL LD (&
JEILEH 6 4 10, 2015)
fRER

ERFELE VO HEEL, RELEZ VO THETHY, AT LRI, EXRLEOTHERTL2Z L%
RS 5. FRC, ARTIZQOEESRENICHVENTND. (DE@IE, Wb ERFLZR,
WRGETE CB T 52 P ETH D,
(1) WHO (202001, @HERITANLORME A YTV 1, 20 bBFICHEEZ L LELLOEAH
724 > >7 > hharmful incident) L X L TEY, ZHZARERR VKT 5 2 & 2 [BRLERIBELR
BEOREEL LTS Z s, KEARIL, ERFHICHYE T 5555 L LT harmful incident Z £ L
7o, BARTIE, EFEHESL TERICEDLIHEITT, EREOZBRIZBWTRAET HTXTOATFFi
DL ER SN, EFEEFEETOWRE, BAROGELMLT, BEOLRLTERENELZZTHZ L (7
BKE) bEENTWDEN, REERL, HEEEOILZ, ERZR/IEBELEONMAR T LS
Z, JRERNZAEIEE O TERF) OEREFEXIERA L2770k, WHO E, harmful
incident (F&F7eA 7 b) 1%, PiIEFRE7: adverse event (f1 55 LBhIETE R0 o7
adverse reaction (5 L) BEFEND ELTWED, KEEZPFFI (Institute of Medicine: IOM)
1%, adverse event &%, EEMAICER L TEEZLZLLETEILTHY, BEDOHEICERT S
HLOTIEHRWEEFZL Y, adverse event & harmful incident # 1ZIE[F UCARTHWS %, EHHATH
adverse event DEFRNTE F > T2\ 728, adverse event & EIEFHIHLOIEFR & L CTHRAET, WHO
D EFHT 5 harmful incident Z M L7-.
(2) BRDOERIECER SN ERF & LTRERBOH 2 FHITHONTE, BIEZI2METH)
O LT, ERICERT L THERECER O L AR, R LR FENIE, R 2R R R
IR, BORTTRHCICESLFFLEEND. ERFHEGHE - ¥ —1F, HEFED accident
DORFKOER TRABNT TR, BEREENRELN-ZTE L) IGEWEALEENDLIENIBZZDOD
& T, ERFHGHAH E OFEER % medical accident investigation & L7= 9. — 5T, FHOHITIL, HE
YERIR D B OBPLUZ L DT FHICEMERRE CH - 72 & BN 2 FH b & 5728, medical
accident &\ 9 FGEHICOWTIE, MERERMRERLZRZUE LN FL SO LIETHENZ OV TORMA ]
EWVIRRER R NE DI, BREOEREHT L AT ENEE LU,
SE X
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https://elaws.e-gov.go.jp/document?lawid=323AC0000000205
https://elaws.e-gov.go.jp/document?lawid=323AC0000000205

D BAEE. VA=V AL MRZ U H— v =a T MMERER S, BERREP RSB
5 REtaHEE. (2000) https'//www.mhlw.go.jp/www1/topics/sisin/tp1102-1 12.html [7 2 & A H
2023.05.07]

2) JEAEFBE. ERZENRRTSE. EREEHIER S SR~ ERFS A RRICB LT 572010~
(2002) https://www.mhlw.go.jp/topics/2001/0110/tp1030-1y.html[7 ~ & 2 H 2023.05.07]

3) 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)
4)  —AEENEAN A ARER L STHAEMEME. https//www.medsafe.or.jp/[7 7 & 2 H 2023.05.07]

COLUMN EHEFHEVSAEORAAIFIANCEI>TELDZLEZRHET S

l’ ENZEGEMERT RO SHEZRES) X, HBREOSEEZ SNV LT T 54K ITRY
FEF2EEOBEMEIESIEL, B EF5REBREEORVEELZ M T 272012, EERE
R — R D 2 — 2 (F: a— 240, EHEESnZKREOSEEE) WO Bk 5
HEAHEMBIINCED D FEE L TEMHMEINTEERPOMEMLEEZ1T) 222 a— " RG& L
WHL) EERRL, b TWDSHEOMEE L L, 2004 sE&2HE L. Zodic TERS
) WO HEEREER TV, TEESEK 12OWT, ERisSIx TEFEEE, BRI A0
SEEOBENMIEL THELT TRIEREMNS 2R L TOWRWEELH L. ] L) ER
N olo., aT— /"AFPE T SN T25EE N— (T, HARTSCHEEM D OER, — D A)
DOBRAEEEF 2 T, RMEMOICHRE SNz 573521, TERFK 35 Ehkholz. 20k
D IR AR T T2, 2009 FED EFED S HE ] 20000 0 < TR, EEFLE VD
FREIZEY B oinZenofehd, YN o LNV IZ WEEE SN TEY, RIS EDb LR
V. Ko T, KRB L LU, TERF LW SHEEMEIBRICL, TOERLED TEX,
A a2 —LalOMFLEA ANV ET IV EIAT L2 L EHRT S,

NRT Vw7 ars bTh, ERFROIGEE L LT, medical accident Z AZL72WME D 28 LW,
bV, TEREFR & TERIES 6 RIS ERER) 20CERTILIEVIEALD -
o, AZBRLE LT, TROOEREZEE X THFHE LR, EREFKEVNIHEEZD ST
RENRDHD ENI L EBLBEZDTEN, SRIOYIRO BHINZEET 5O TIERW D E W 9
IZE -7,

7. BEEK#E Standard of care
E&

Al U & 72 1L 0 i d 2 O ITHERE 2 T 2 R B C IR 22 B & A AT DAY, R E
TAXFLLOMRPL TIT 5 R EZ EFATAOFEE (WHO, 2009)
et

EREDN, fHr DBFITH L TA> TV HRIR EOEBEREZEMCHITT 2O YETH 2 AU
BENMETHD. BB EAERIRRE] S I1382 5 XIRTHWOR S, REEHFTS, [25Y
RO M RZ RSB OPERS, FTTEHUR O EFRBRE O RS OB FIHE A ZE LT, MUEEREEIZ VT
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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/

REATDHZEEMFRTHZEPHYEEROONLIBREOIAL] ThH Y, OKETMEBN AW S
D) CHPRICFHE L7212 LT, HBICBITDERKEDER L LTAATRIbSh TES L7z, R
IZBW T, standard of care IE, ERZRHIKTZ £ 5 HEIEH S5 HEETH 5 (WHO, 2009).
SE X
D EmEHEHETERK 74 6 A 9 BRI« PRk 4(4)200.
https://www.courts.go.jp/app/hanrei jp/detail2?id=57057[7 7 & 2 H 2023.05.07]
2) WIS, ALEE. BRI A R A v LIENERKEE. B AR AR T2 (2004) 101:1-8.
https:/doi.org/10.11405/nisshoshi.101.1[7 7 & A H 2023.05.07]

COLUMN EHEKEFENESP>TROZDH
n —HORANHEBREFF L 28 U C, EROMBAZRET DIEHE L L CTEFRKAERI L S
TS, MIMERIEES 5 v 7 FIED 1996 FomBCHiR T, REVEMBIE S OFEH T H 223
52 L, TAUTFEHMEMPBUAT > TWEERBEITE TR R D2 L, IBIT, ERERAKEDH
WHZBE L C, ERLIRASCEORRA TR L, RASCEICHE > T o 2 iA1E TR
AHAHEE] RUNETHDL L SN QL TR, STk 2022 4£5 5 - 6 5 : 810-835).
ERAKIEIR -2 Do T25EITE, BEEBABITE Y, BERERMLEZAS. 2L, 58
PR A B RVERRH - LGEICE, BEFORICRTL2ZLnTEhnesh, HF
BEO BT A AL, REEZIT 57201001, AENEHR £ 73002520 HEF TNz T,
EUTRERIZOWNTO FRARBENGIE Lo 722 &, @ Haihufs RehEE rTREME NS F1E L
otz b, @ MREMRZENBEINTZZEONTNONRE L 72D, FHE N ERK
WL OFFICRS LADECHIT 256, BFETA R4 b BIUZT D0, A RT
A NS TG EIZIE, BERPBOLND Z &3, ZL, A R4 T HIERN
HY, EFMEOEREZMWE LT, HHEPEWTLZLbdh o7, A KT - T
W TH, FEMNBEBERS DL L GRRRESN 27205285 CEEHHRL. 7
AAETES 2022 45 5 - 6 75 : 638-664). DF Y, A KT A UHaktimThvg, EMELICLD
WY R T aE AR TERENTETA RIA VIZEESAD O THLOT, EAKIZIZZN
o T BIR AT O 2 & T, BRIFEEMD, L EHERICK LT, HEEEZMbiLd Z i3,
HA RTA N HERIET TIHREDIRDPE LR E WY IGEID, FEMEDEOERE A
A VA7 OEFREZRIET HERICE, SAEESEL, A7+ —A R a2y hoRMHOF
BT, FERNCHBr S, BHENEENENERETD.
R 2 BB, EFRKUEL, BoHE MER OFIFIZIE SN TRl 5, &b,

8. EEEME, EEMEHE Health care professionals, Health workers

E&

RN« PR 2 B TR 2 P (AT, BaAl, JEHIAR, PRBIRESE), EREHFE @ ER
MBI THERA X » 70 RA Y v 7R ERICEE - BHEC» b T X TORER

et
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https://www.courts.go.jp/app/hanrei_jp/detail2?id=57057
https://doi.org/10.11405/nisshoshi.101.1
https://www.ritsumei.ac.jp/acd/cg/law/lex/22-56/040watanabe.pdf
https://www.ritsumei.ac.jp/acd/cg/law/lex/22-56/032hirano.pdf
https://www.ritsumei.ac.jp/acd/cg/law/lex/22-56/032hirano.pdf

AARTIE, (AT ANAZ v 7] % NEADSOERGAN] 28T H5EL LTHWTWD DS, &G
L, medical staff & IIHHERE b FTEACEAHERM 2R, EREFIRERZ 8T 0GE, health
care professionals TH 5. BELEHV X2 T LW A REIEHMI CTIX, health care professionals &
OMERHNLNTWD LD, &R, FERD, BIpEfh, JEFIAN, NREAEFMZE, SINRE, T#EE,
BERACREE, RERORMITE ([N T, EREHCERSERICED L 5@ & L OEfmES, i
F, HEHEMEE, MOERE~R Yy —, V=X U —T1—, ZOMERICEET 2EICET S
EFRE R (ISCO-08) ICEFR S ND VNV —T % [EHRIEFHE (health workers) EFEFRL TRV EE
25NN, JEAETEET, EAD - HEHER - BRI CEBCROAE L MbRvy), EFIEFT o5k
ffl - BhPERD - FERD - HEFETERD - HEME AL - R LR A EREER S ERL T D O AHEE
T, BERZEEHICHALGTIMEDT, AERFELUANOEREERE L EEND LDOEXIESNT, E
PRI & R ORI 2 X L CER L.

SE X

1) World Health Organization. Patient safety curriculum guide: multi-professional edition. (2011)
https://www.who.int/publications/i/item/9789241501958[7 7 = 2 H 2023.05.07]

2)  World Health Organization. fJBEZ &N Y =27 LW A N ZEEFERR. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]

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[7 7 & A H
2023.05.07]

4) World Health Organization and International Labour Organization. Caring for those who care:
National Programmes for Occupational Health for Health Workers. Policy brief.
https://apps.who.int/iris/bitstream/handle/10665/336479/9789240011571-
eng.pdf?sequence=1&isAllowed=y[7 7 = % H 2023.05.07]

5) International Labour Organization. International Standard Classification of Occupations.

Structure, group definitions and correspondence tables. (2012)

https://www.1lo.org/wemsp5b/groups/public/---dgreports/---dcomm/---

publ/documents/publication/wems 172572.pdf[7 7 & % H 2023.05.07]
6) EAEGEE. EEEFEFICLD 2 EoRE (ZHE - EBEFEER) o0 T
https!//www.mhlw.go.jp/stf/seisakunitsuite/bunya/kenkou iryou/iryou/iryojujisha-todokede-

sys.html [7 7 & 2 B 2023.05.07]

COLUMN EEMEBEDEHBEGEZEFTHN?
l’ ERHRTIE, FBE, BRAY v 7RERAY v 7680, 2 OBER@H TS
2y, fEREHEEZ FEHAE T2 R TOHEE L ERIEFE (health workers) &3 23545, &
ZETEBDDLDOTHA S M. EREMBIL, BROAEEL WD S CHIFZEDD Z LN T
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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://apps.who.int/iris/bitstream/handle/10665/336479/9789240011571-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/336479/9789240011571-eng.pdf?sequence=1&isAllowed=y
https://www.ilo.org/wcmsp5/groups/public/---dgreports/---dcomm/---publ/documents/publication/wcms_172572.pdf
https://www.ilo.org/wcmsp5/groups/public/---dgreports/---dcomm/---publ/documents/publication/wcms_172572.pdf
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

T DN, EFNEEEOLAIITE L. L2 AT, 2020 40 world patient safety day D7
—~IIEREFEEOLZRTHY, BERZROTOIIEREEEOLZRNRKRYITHDL L)
BEZVDRENTD, T TEHERTEMBICRE SN TERIEEE] PR Tho7.
ManF oA NVADNRT Iy 7 BT, BEREEED A Z VA DL ZARRZRE 3REIC
R0, ERNEEETFLI LML TCREELTLEVIBINRINI.
https://www.who.int/docs/default-source/world-patient-safety-day/health-worker-safety-
charter-wpsd-17-september-2020-3-1.pdf

ZIZTE, BREFEEICL, EEHESIEZTOBOLEEND L LT, HRE, EiLTF,
TR, HIROREEHEE, Y — vy VU —h 505 @, WEBEOFEMCRBIT 5%
DIDORZE T N—TBFZEINTWD. £, MEBERRR CEL 20 Tnl, BH 7,
NREE, Mk T, V=TT, EES T TEHABEENRD EEN TV,

ST, ERERBICEE T OMBAY v ZIXERIEFERDIEL O N2 RBEAZ v 71, BF
REDZLABLT, BEORBEEEICTE L, £z, BEEZMELTRBELRVWI LICHE
L7720, TUAF—RE2RE L2V I S ICEBEHRICEREZH 72D LTWDS. EAZ v 7
3, BEREOEER =T —=TbY, BELEVAT AMIHHAANLNTND Z Lnb,
ERWEEETLLEBEZDILELTELLEEI N, WHRTHA I .

A

23Tk Incident, Patient safety incident

wt ©
i

HoOE

BEEBITANOOHL LB ®MD S5, BFEICEEZRIT L, bLIE, EQOVRINBST2H0.
7 —, [ERERREZ R AT E RS — F A2 G T (WHO, 2020)

I

BN
=111}
o

z
AT MY, BEZEA VT b (patient safety incident) & HFEIEH 5 (WHO, 2020). (&
ELEOINRTHNLND) AT bOERE, T72bL, THErERZ3fElae bizb Lz, H50
X, bEbTAEEOH -T2 TE L. EF ETORBELIIMEEDHAEET) (WHO, 2011) % B4
TEDYXIRTHEAT L Z L1240, oA T b EHMEIZRRIT 572 patient safety incident %
ESZEbHD. HKEONHS (I trust (FFf) EFREEEICBWTREAELLA U7 ho#REEL,
ZOEREINE, VE2— L TEEEEAOZEMRN LDl 7 4 — Ry 7 LTWDR, dRLTD
ATy NOHEEED TEY, PTHILAR2o7, WL, BEHEERCTEIEDS L, BF, &
BRI, iR, WEE, HOWTHMEICEDRL, F, GFEE bbb LTS V. B
LA EENDLDEDICOVTIE, A 7w MREEOFE L EEi Y 5728, 22T, BHEEdRET
% WHO mE£ xR LT

SE X

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

your-information/safety-and-quality/incidents/[7 7 = 2 H 2023.05.07]
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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/

COLUMN A > Ty bREDRREH

n ATV NDOEHREEDDHEIC, $EE NHS (2> T, BEOHRL O PREELHME
FTHINS G L LT, ERBG TREIW@ENPOHMLI-TE L L350, WHO (2>
T, BEEMRET L0, LWV AL, WEHE L BBEET S, ERFROBETRAZZLD
(2, HARDEITEDERFRDOERITIL, EFREFREOHELEENTVD . ERIGOZE
AU T U MRERISRE LT, FHTHZENHNTHIIE, WHO OER & ITHNS, £
W (EHEE) I2B W T, A v T v hORIHZ ERLSIBELLOTET HIZIG U CRET
LHlXnwiEAss, oF 0, WERIEL MOBEHESLNEEZ LD BIRON, L) LT
E2HELWEAD.

10. 12 74—LF-a>t2k(IC)  Informed consent

&

R P DI T EHC OV T Y 227 LRI 2+ @il 2 %) e L CRENFET 27 nt A

(WHO, 2009)

fiEER

AT x—bFarierh (I0) 1%, THPLFEE] LRENDZLELHLM Y, TOREITEED

HOREHDITEICH Y, Z0dD TERENLO+NRHAEZ T ETOBREORE] 7.

[C #1751 WO RBL, FFEZEHEE (EA) LA L TR ETITIIZR.
IC 1%, 1960 fEfli#k O KEIT I 2 EFEHF ik 28 URE OMER| O#EE 2 T LIRS BETH

. DOHRETIE, 1990 F HAEAMSH I RAEMMGHEERS VRN, TR LFEE] ERENTHD

0, TORET, R EL ORMHIEE A B 1AM (41 5) IZERSIEATBRE OFE# 2

b5 TEMENERZRIET LIS VETRHAZTY, BEPERLAETLH 2205 Th

v, It+neiifz=diz EToERERICESSFERE] SRS, BIRNZECRIT D14 7 +— A

Reartr b, WIEERESED, i SUTM S L 5 L3 2RI LT, BEMZED Bk

OERIENCHE, HEaREICE L2848, THISHDHER (V27 RUOHEEETe.) FITOWTHF

JeH X ATBEAF B} - [HMORPED B ZAT O EN Ol EZ T, Zn bz L ECARmER

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

PEETe.) HEMEXITMESND Z LICBETIRE] 20D 9.

SE XM

1) HAREMZE. EOMELOILEEAFH. (2018) https:/med.or.jp/doctor/rinri/i rinri/001014.html[7 7 *
2 H 2023.05.07]

2)  BEOMEG 2B E BT 5 R OB E R T 2 720 DFaEE. (2014)
https://www.mhlw.go.jp/web/t_doc?datald=00008830&dataType=0&pageNo=1[7 7 =X H
2023.05.07]

3) ANExG LT HAMBY - EERIRICET D MRS T 1 ¥ 2 X .(2022)
https://www.mhlw.go.jp/content/000909926.pdf[7 7 & 2 B 2023.05.07]
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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

11. T5— Error

EE

HEESNTATEZER LI EBVIZETTERN-120, Bol-3#HEZ2EMA L= 952 & (WHO,
2011)

fiREn

ba—~ 777 X—HEDOKRFETH D Reason J 1%, MOMBAIFEZOMENFRINTAR L, FHE S
NTEAT SN — O N OFFE) - DERIEEI DB LI RICEL R oo b DE T T — L ER
L, =7 —0OfEL LTAY v 7 slip), 77 A (lapse), I A7 A 7 (mistake)® 3 FEHAZ KL, &HIT
RE2%E T2 3174 L L TEK (violation) 5 L 72 V. =T —I%, EANICIIAML LEOENLTH
5, LWoBZHFTHY, =7 —%B0 LIz AN OITEVREC DEPIRIEZ B L7 BT, =7 —2%
I WVWEICT DDV AT LAEEZD &V ) ERERIBEREDEZFICORND.

JIS Z8115:2019 [T 4 XX U7 (MEEEME) HEE 27T, =7—Li%, TEHELE, 8%
EXTWE EOEXIEEM L, B, HEOE L ITHEERICIE LWEXIESM L OfiE] S ERIN
L. —RIZ, arEa—XIBlsnizY 7 b T BRIERICER LRVIREESE, Hiliv A7 Az
TELEZT IV AT AT —L b, ANHRZDITAICBW T —42 i LEGAIRE 2 —~
vEI—LtWnbhb.

SE X

1) Reason JC&). +AEGR). ba—~<rxTT— 5ERM. BTG WECHE (2014)

2) JISZ8115:2019. 7 4 XU XU T ¢ (RAEMEEM)AGE. https/kikakurui.com/z8/Z8115-2019-
01.html[7 7 & % H 2023.05.07]

12. #—FoT4RHB—Ux— Open disclosure
E&
BEDNZITZEFITRHICEDEOER RRCEEICL D PHIShERREZRLS) 250 T, B, %
B2 As 2 % J7E(WHO, 2011)
fi#ER

F—=T T4 A7 =V —IZRBWTE, BEICH L THEZ 5 A T2 FRITH L TERRUEE 03 8%
DELLEHIT, TORFTHEEL TV EERFREZ, ul, RE, E7zEFRIEEEATIER kS
LTRET 5 2 MR I TR, ZhbMNhanimne, ERERE IS L TEELITELVAE
BaEFFSTLE D Z ENRZW. BRICIE, #EH D WVITIEORE, A LI-FEOBY, B HNERM
T WS OMRGE, BUEIT> TV 2ORE, BEOA o7 FOBFEBIERNEG 05 19,
SE X
1) Australian Commission on Safety and Quality in Health Care. Open disclosure.

https://www.safetyandquality.gov.au/our-work/clinical-governance/open-disclosure[7 7 = A H

2023.05.07]

2) Australian Commission on Safety and Quality in Health Care. Australian Open Disclosure

Framework. Better communication, a better way to care.
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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[7 7 & 2 H 2023.05.07]

3) R B XRCAEDETHEREZEA XS, 2021.06.21 #FIESFHME 3425 5 (2021)
https!//www.igaku-shoin.co.jp/paper/archive/y2021/3425 03#ref[7 7 =2 H 2023.05.07]

13. & Harm

EE

HIROREEN E 72 I EEN R BEE, HDH VT, £ 264 U5 HFERKEE(WHO, 2011).

fRER

Harm (IEEOHETHY, Zhicxt LT, HEGnjury) &) HEEE, (520K 1 £ 713 FRITERRK L

TMROBIGEET VI &b, AT 5EE LTSNS, AEREECL, BF, 6%, &

i, BEE, BIUSECREEND.

SE X

1)  World Health Organization. [BEZ 2N U X2 7 LA K ZHEFER. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]

COLUMN FOHEREIFEZEFTM?

n HERA 7 > b(harmful incident) & W9 EEENH D Z LD, harm O A ED
TEORITFIUE, EDR->T7-A 227~ b(no harm incident) & O X573 T & 720, WHO 13,
EL, B, GF, WE, BE BLORCREENDL L L TWDTIew, D & bipiExt
QIR DBETHL L VWEZ D, BEILTLY HEDONER, A TR Z A7, LWV O RE
ThXELITIERT, BE L TRKBEEHEHELECTLEW) ZLiZhhiX, EXboTc
AL TRV IRERIBROVENEOFET, EOFELHET 5 LGN THDL EEZXD.

14. HEER Verification, Checking, Reconciliation

¥ BB TS TLEEV] TLEN] ZEota—~<r 7 =% 572012, {TANROEYMER,
T4A7 0t ZADOIESHELHIET 2174 TH D 12, ERTOHNIE, G0 5R (BE, A, M=, W
%, REZIOREM) ORERMAREN TS D, HERICIIRNDEC D EBH DT, MO RS DH L EKK
FHUTORB Y pRIRVNA VR REBICBVTL, HHZBWTORHERSY, ¥ 7V F=v 7 (&
BANELMEZHET D) FbRaSnd. B, MR XS IEYSMEICN U CRERBIIERD Y, #ilx
X, LR FERIECE A AT LR T D & X121 verification?, FEAIMEREE 21T 9 BRI double
checking X° single checking?, ERFNEH OBRELN2N L, —EOFIADO TIZ, FEEFRIZON
THERF MR T D BEIC 1T medication reconciliation &\ 9 HFEAMEDLN TV S,
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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
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

S35 Xk

D MAFBIE. SRR THERR ) 2 <o T BELREHE Y v —F /1 (2017) 47:10-16.

2) M. F=yvZ VA MOEREZO HED ) W] REANMLFONENG. BEZAE
HEIE Y v — 7L (2022) 68:12-19.

3) Smeulers M, et al. Quality indicators for safe medication preparation and administration: a
systematic review. PLoS One. (2015) https://doi.org/10.1371/journal.pone.0122695[7 2 & % H
2023.05.07]

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

a systematic review. BMJ Qual Saf. (2020) 29:595-603.

15. AHHE Complication

E&E

(1) ESORFEOBICE O, RSN ZERDO T o AT, BEICENL O SHIKIE(WHO 2009)

(2) BIOFATLERRIT ATHEN TH & 2 Sz FBm 8 E (WHO 2009)

fiE SR

FHCREZEDORIZ, TRONICICR > TR I S EFESCHES LY [E0HE] MRS ENZ0AR,

SEERERFZERT L O, TEOHE] & 3H2WEABRRE L 2> TRIDHOMKTH Y, FH-LRESFOHK

(2, TNOENTIT/ > TR Z S THERSHRIT [HIRE] LSS THL LRSS, LaL,

FRIE L W) HREIIIRE > TR b7, FEEIZE, TEO0HE] LW HENSBIE AL TWVS. F

7o, MBFIE] 13X, ERITA S FIEEETITERICE Z o 7ER EZTIMO L2 20T, bRWERR

Wk, ZOXSICAMEFZEETHD LV ZLICHEL, EREIMILBARNE, And

(ERN/A=IAN

SE XM

D ESZERESEET. DRt S 2000 R0 < T 5R%E. 46 B IHE.
https//www2.ninjal.ac.jp/byoin/teian/ruikeibetu/teiango/teiango-ruikei-b/gappeisyo.html#k6[ 7
7 & AR 2023.05.07]

2)  TEEGRW, RRERI, NI, REPHIUOCES, FHSER, EEPGL. EEZESWmE  piekER
AT AREOR —IZ B 2 g, HERZESSE  J Dent Health (2011) 61: 318-328.
https://www.kokuhoken.or.jp/jsdh/publication/committee report/file/report 2011-61-3-318.pdf[7
7 & AR 2023.05.07]

COLUMN #fRfE - BHHENERIC OV TOREL
n DFRIEIZHOWT, ERZEREMIETOERICH 5 “FMrCREHENTIZ R > TREZ 725
57 L AARERZEHEREOER it L7 ERICBERO RV ERINA U7 RR” LT
FHFETDENINT Y vy 7 ar s "OBRBb Tz, AEBOMFEETIE, HFHEIEITR
D EFTWRWA, ABROWETTIE, BRERREICR D EEZX D, ESLEREFEFT OV 5 05
FEIE, TEBICERT 25%) OZ 2T lbns. AAERZENE#BEOERD, &
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https://doi.org/10.1371/journal.pone.0122695
https://www2.ninjal.ac.jp/byoin/teian/ruikeibetu/teiango/teiango-ruikei-b/gappeisyo.html#k6
https://www.kokuhoken.or.jp/jsdh/publication/committee_report/file/report_2011-61-3-318.pdf

PRENMEICBET 5 2 L 2B~ T0D. TOFERTEMAEBRICTHY, Wi#H L bIg, WL
T —OF T SITIE L TWRL.

N7V w7 aXsy NSHOMGEEREOTT, SOHER TREIOARNLEICRD, HHN
X, BFERFIC B D LUV OFERONER] LER LT, REIABUATHLAIHEEL W D
BEREZIHD R, LOBARD -T2, BRSO O APHEDOFFH 244 L=
[E] OEZRTHOMENRIEFECAE RV EL S ETOHEMELEZLDNLE NI RIEE
HHELD.

DHEDFIIL L ZTEDRITNIX, BOHERERIIET2E=4 ) 7R TET, #
P OWCHLE A2 FFo Z L3 e B 223, BFEE T, vt d2AnGonT
WRW2, FITIEERY EiFZanwz s e L

B

16. HBERXERZARE Patient experience surveillance
T (FBASGRHEZ R D 2 O TiEAe <) ZFEPISHES L LERNESR, KRoFEE2 5025

BEREXCEROEZWE - ERT500RETHY, BEROELEELZEOM L2 LT 2 V.
BOFREE L L CREMREFNENH D0, B EMED, RILE2ZTEER, BEOHF L DM
SHEHECd 5 Z L ITR LT, BERBRIAIL, BRI AT ACBWT, BEPZIT TSIV TD
HETHY, BEOHFEITRESNLN Y. BERBRMET PX LIEShD. PXORER, 77 0%
DEyT A TIZEVERA RO SN TND V. ABRBEEZ R E T HREL LT, KE Agency
for Healthcare Research and Quality (AHRQ)23H.ls & 72> THIZE S, BAGEICEIRR S, BARDE
FROFHMIETICBRIE Sz b o G - 18 L Lo ABEEF) 9°%E D NHS T ST ARz
BEAOBFREEPX y—_1)ES2EIC, AROERFICATAARMRE LT S PX —o
WD Y. WTNOHEARFERS, AATOEMIZBOTEEME & ZU9EPRGEES 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[7 7 & % B 2023.05.07]

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. http:/dx.doi.org/10.2471/BLT.18.225201

3) Patient Experience (<A ¥ bk «+ =7 AU T A) .net. https!//www.patient-

experience.net/[7 7 = A H 2023.05.07]
4 BHAEASXAT b7 AN 2 A3ESE. https//www.pxi.orip/[7 7 & A B 2023.05.07]

17. B&FdER Patient-centeredness

EE

il 2 DEE O BEE &8l 2 IE R FHETH 2 &
fRER
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https://www.who.int/publications/i/item/9789241511629
http://dx.doi.org/10.2471/BLT.18.225201
https://www.patient-experience.net/
https://www.patient-experience.net/
https://www.pxj.or.jp/

EIROBEYWED D 6 SO ALE (Latk, Az, BEOM, Rk, RE, KEM) o—>

D.%%¢w , RIRRBEROBERR L, @b@%%@zwx%ﬁk#i5ﬁyx%Ae¢ofwé
MEIINTEREYTHZETHD. BETLERDOEZIZBWNTIE, Hx 0BE 0 E LB &
ﬁ%%@k@én

KIERNEL 3 F 2T KD ERMERED 2006 F1C [HI V=T AIBTHEDOTn 7=y gt XA

ELTHRINE., ZOFEETIE 3 >OEANFAIE LT, BFOBAELORA, BFOAHEMEICHE
THREA, #REE (AEH) OFAIZZET WD 2, BEOAREDFAIOS 2 T, BE 7o
DX, 7V =y 7R TR, RESCBE THDH LB HRELEL LTS, BEIIFESCMSE T
HOL, TZCHNORBEICETAHCREZ L TNWLDOTHLI0D 2, BHEOMIMEE, i, RIL
fo=—RAEEE LT e b7 V. 7ok, WHO IX, quality of care DHEEE LT EFEL 6212, &5
2, #AYE (integrated) ZMz, THOOHMEL LTS, &5, WHO X, 2016 4F, # 67 [HI{HAR
fitkas (WHA) (Z27C, patient-centeredness Tld72<, people-centeredness ®HFEZE V5D 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
T, NEIZBWT, (R, EE, T, RMERSEOKRL Z2EEAH Y, TALRHE 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. (2001) https:/doi.org/10.17226/10027[7 7 & A H 2023.05.07]
2) Medical Professionalism in the New Millennium. A Physician Charter. Ann Intern Med (2002)
136:243-246.

3) World Health Organization. Framework on integrated, people-centred health services. (2016)
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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[7 7 = 2 H 2023.05.07]

3) World Health Organization (acting as the host organization for, and secretariat of, the European
Observatory on Health Systems and Policies) and OECD. Improving healthcare quality in
Europe. Characteristics, effectiveness and implementation of different strategies. (2019)
https://www.oecd-ilibrary.org/social-issues-migration-health/improving-healthcare-quality-in-

europe_blla6e8f-en[7 7 & A H 2023.05.07]

29. KiRERE Situational awareness

E&E

HOMNENNTZBRES 2R L7z ETo, BUREAZEZ 055K EORmM

fRER

KR, B E (Decision), 17#i(Performance of Action) ™ 3 B 572 5 B R ERE TH 5

NDM (Naturalistic Decision Making) &7 /L DgFOEMET, i, HfE, FHIOL~LIHT 60

%. 1995 4, Endsley M (%, /3o 2 FORGWGEFEREEI DM B2 T, NDM E7 VA4 L7z V.

2000 fEI21%, R A L UL 1 O %1% (perception), L~/ 2 OFfi#(comprehension), L~ 3 D

Tlll(projection) & T 2R ET LV ARE LT 2. RGEHER OB IZIZ A > ¥ LT /L (mental model)

T 7T 4 77 BiE(active goa) B L KIT L, RGO NAREY 2B EREDRIK LR D,

SE X

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[7 7 = A H 2023.05.07]

2) Endsley MR. Theoretical Underpinnings of Situation Awareness. A Critical Review. In Endsley
MR & Garland DJ (eds.). Situation Awareness Analysis and Measurement. New Jersey;
Lawrence Erlbaum Associates, Inc, (2000) p.3-32. https://doi.org/10.1201/b12461[7 7 & A A
2023.05.07]

30. LEEMER LM Psychological safety

EE

KEICRE L 0 BARRIRT A 7725 L0 T5 2 LICE AR ABIRO U 22 %, AxR%RDL
THNDRED Z &

fiRER
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https://www.who.int/publications-detail-redirect/9789241565561
https://www.who.int/publications-detail-redirect/9789241565561
https://www.oecd-ilibrary.org/social-issues-migration-health/improving-healthcare-quality-in-europe_b11a6e8f-en
https://www.oecd-ilibrary.org/social-issues-migration-health/improving-healthcare-quality-in-europe_b11a6e8f-en
https://doi.org/10.1518/001872095779049543
https://doi.org/10.1201/b12461

<~V Fa—t vV TR KO Schein E & Bennis W S FHRRECED REFHE S & RN LZITHHLHRS X951
PRBITIE, DENZEENLE L X, BIC— S— R 20 Edmondson A 78, DRI ML 2L
—TVLNUVDOBRTH L Z L 2B L, DHENLEENHNETF — L OFEETERMESH, NT F—~
VAL ETHZEEALNC L. DENEEERREVIREE L 1L, (D el Bbh o R~%
(Ignorant), (2) #EHE7S L B 5 R % (Incompetent), (3) FEE%E L T\ 5 & Ebh b RZ(Intrusive),
@) =TT 4 72 E B b A2 (Negative) & W) RENRVIREEE SNnb.
SE X
1) Edmondson AC(¥). TP FGR). B Zpu sk, H « seanitif (2021) .
2) Edmondson A. Psychological Safety and Learning Behavior in Work Teams. Administrative

Science Quarterly (1999) 44:350-383.

31. RARAF—XET )L Swiss cheese model

RN ETVRIT DL THEENEAETSH] LW EREOEZT. ta—~<r 777 42—0
METHiH~ L F o AZ—RKFED Reason J NIRE LT T —XKDOEZ 7D

MEEBGOREMRIIIAEFTFERZISH T IESEREROER (BEMRER, =7 —%7]
TEZTER, BICRZ2KM, PH#EREOKRK RV, ZNoZ2BVIRTIEHNTEDLHI L THE
B ET D] OT, KRIERBL-2E (ZE) H# (defense in-depth) ##§5i4 2 Z & T, KK
NEELZ LT AREZET S5 &3 2(WHO, 2011)

SE XM
1) Reason J: Human error: models and management. BMJ (2000) 320:768-70.

32. FHBAE{E Accountability

E&E
— G OEFEHENPEOOEIICET L ELEZH L, BELLDIFHRESLTrER
fiEER

ERICBIT DA EMEE, AL L0 &y, ML~ oZ&bhHD. HAZASOITENIH
HEZR-SRTNERLRVWL, Mk, HEPLYV AT AIOWTHAEEEZ RS RITUER 672
WO AL, B SOITENC DWW THBEENH 2705, #Mikd 2 OELY AT MM OWTOHR BT
ZH O . MHBROBIEMLT, AEFROERFEITAMOFE IO D &) ZaUUITEKFET 5.
DS BIFR T 2 R s AR L72BRIC, MfkE, TR TERNZR b DRD), ta—vr 2T
—IZE Db D, B - FRE WIPKEZEZ SRV ICEDbONEXAI LR TERLARW. &
a—v T TR, AR, FLEE, BRIEM O ENRK LD T LR .

SE X
1) AHRQ. PSNet. Glossary. https://psnet.ahrq.gov/glossary-
0?f%5B0%5D=glossary_az content title%3AA[7 7 = A H 2023.05.07]
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https://psnet.ahrq.gov/glossary-0?f%5B0%5D=glossary_az_content_title%3AA

33. BAEMMEEIE Total quality management (TQM)

EE
EE AT L2, A, EESINckd~x T A b
fig 55

B ES, ERY— A ERUET SHAAZED BRYT, B/ e lifE & #k e a2 /E v 1 12,

TQM 1%, 7rt 2B LU 2T L offERim b, e, H22triciTH> 2 LT, BREREOELIC

U728 BRI 2 kAR = 2 EBL T AIRE Th 5 (AARMEFHTR). EERCBT 2 MEE
(QC: Quality control) 2»H3EL, TQM i, £HHEEH (TQC: Total Quality Control) % %

JE ST ER - RESKROME N FEHRE b EbD 39,

BE Xk

D HH. TQM &V 27 - =3P A v b, BEEMBE (2001) 45:1621-1628.
https://doi.org/10.11477/mf.1542904992[7 7 = A H 2023.05.07]

2)  fREND, BUTHE. EEOE - BE~OREEHOMM. EEOHE - Ze%4% (2006) 1:30-35.
https://dm.or,q/m.11397/1sqsh.1.30[7 7 2 H 2023.05.07]

3) HARMEEMHYS., WEEMME JSQC-Std 00-001:2018. (2018)

4) H K%%@‘@%E%\UISC). https://www.jisc.go.ip/dictionary/#ALT03[7 7 & % H 2023.05.07]

34. #7J)LFxv% Double-check

EE
(MBEWRRNEHIZ) 2EFERT D L. —RIICEREORTIE, 24 DEEEDPHRT D L.
fiREn

EREBLS TlE, ¥70F =y 713, —ROIC2ADERENHRT LI LLRoTVD. BERDOF
TNFxy JIIEREITR Lo TWDER, AT TRV D, JSRIZ T VT = 7 TiE, b
I — NDFEBEZ TN 2 A% 4 a3 5 (independent double check) . Z#uLiZkt L, 2 ANRIRIRFIZ
T EERFE LN HHMERT 5 51 (primed double check) H©®H Y, AT = v Z ML T LT =
I ThHEENTWD 2, L, FEEITIT primed double check BNFEHERIB DX T NVF = v 7 DI
EELTRSHWLRTND 3.
SE X
1) NHS England. The NHS patient safety strategy. https://www.england.nhs.uk/patient-safety/the-

nhs-patient-safety-strategy/[7 7 & A H 2023.05.07]

2) Schwappach DLB, et al. Medication double-checking procedures in clinical practice: a cross-
sectional survey of oncology nurses' experiences. BMdJ Open (2016) 6:e011394.
3) Westbrook JI, et al. Associations between double-checking and medication administration

errors: a direct observational study of paediatric inpatients. BMJ Qual Saf (2021)30:320-330.

35. F—L[EHE Team-based care

[—J==
=
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https://doi.org/10.11477/mf.1542904992
https://doi.org/10.11397/jsqsh.1.30
https://www.jisc.go.jp/dictionary/#ALT03
https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/
https://www.england.nhs.uk/patient-safety/the-nhs-patient-safety-strategy/

ERITZEDOTF —LDFTRTDALN=N, BEOTT 22t § 5 ECRARRERZRIZL, LR

BESTOEMLEZILAL, AU NA—[THRIEAIEFEEZHFSET 522D

fiEER

F—2b &, EEOMAPIEOMES 2 BAE BB AEZ O T2 D8R, FAEMKLIFHI2DHIGHIIZ

WEAERT 2, E0nL 3K TE2EHTHY, KA ANA—ICREDOREUTHRENEI Y B TH

W, OAN=L LTOBEKICHIRNRTONTZbDILERINTND., FRZ7 V7 FbF—LAE

HEOOEDDETHY V, BEOT 7 ML DM EEZHE LN, F—ADEFEERE D DED M

HWEEND. JEAETIHEOWMEFETIE, TERIEFT LR RERA L v 70, K% O OE

PEZBTHRIS, AREHRAILA L, EEL20H Lo b BEWIERE - s LAV, BEOWRIICHREIC

K LT ER AR T 5 2 &) YL ERINTWDNR, TFIE, BF - FRLERF—LINb5 &0 )

B2 00HY, TEMZEICHETIAT A AN ALZ vy 73, BEELHIC, TAEROHEMMEZ

H LI, EMWVERRE BN ARE L, BEWVICHEM LA EEREZILAL T, @ - fMEldbyy, ZOAL

LWAETEZEBT D720 DER] Ve VI ERELHD (E: AT A WNVAE vy 7%, FEFECIEMART

2, HAGECIEEMEMAET). F— LAEROFICIE U T multidisciplinary team care,

interprofessional team care, transdisciplinary team care & \» 9 FHEED{HbiLs. ZTNZTNHBF i

ZA[RE & L CHHIEICX A S LT WA S H % 23, multidisciplinary team 1%, FEHFAR1Z %

W7 LG L, AwoliFUiHA T Y, hoHEMROMEHICIITZIHB ALHR L W) F—L4LT

» Y, interprofessional team ¥, FEFIRKE Tl L CEEREZITV, AVOEMWEEZ Y x~7

FLZEDD, WEOBHRTH A5 &3 24, MOMBEOHINICE CHAAE VL WS F—LTH

Y, transdisciplinary team (%, 5B O HEEZEK T 5 729 I H O OB %28 2 < RRic e = £

2dF—LTHDY. WTNOESEEHLOERPHENTH S LT ) TTH e,

SE XM

1) World Health Organization. HEARTS Technical package for cardiovascular disease
management in primary health care: team-based care. Geneva: World Health Organization;
2018 (WHO/NMH/ NVI/18.4). Licence: CC BY-NC-SA 3.0 IGO.
https:/apps.who.int/iris/bitstream/handle/10665/260424/WHO-NMH-NVI-18.4-eng.pdf[7 7 & A
H 2023.05.08]

2)  World Health Organization. fJBEZ 2NV =27 L4 A N ZEEFEAR. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]

3 JEAEEE. T AERMOREIZ DN T F— AREOHEEIC T 2 Rt @t E (2011).
https://www.mhlw.go.jp/shingi/2010/03/d1/s0319-9a.pdf[7" 7 & A H 2023.05.07]

4) F—LERHERHES. F—LEROERE L HA. http!//www.team-med.jp/philosophy

5) Martin AK, et al. Healthcare Teams: Terminology, Confusion, and Ramifications. Journal of

Multidisciplinary Healthcare (2022)15:765—772.

36. TU=AHILAFx)L Technical skill

filt
i
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https://apps.who.int/iris/bitstream/handle/10665/260424/WHO-NMH-NVI-18.4-eng.pdf
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3%5bアクセス日2023.05.07
https://www.who.int/docs/default-source/patient-safety/9789241501958-jpn.pdf?isAllowed=y&sequence=3%5bアクセス日2023.05.07
https://www.mhlw.go.jp/shingi/2010/03/dl/s0319-9a.pdf
http://www.team-med.jp/philosophy

ERREE D ER AT 2 LT L 7o D ek, Bl
fiEER

HRELRDPUHAXR L, AL, FHEAXVRD D, /T 7 =) AF L& EHITEROE &
LROMRICEZE L 705, 1995 4, Katz RV}, HHEFEDOAX L L LT, ta—~vr A%/ /L(human
skills), =1 &7 F = 7 /L A% /L (conceptual skills) & & 12, Katz model & L THAL7=.
T = ANAFNL, FTE, e X, FE, BTOTEE O BB RE, HIEECHM B 05
WREANEEND. T 7 =HNAFNTL, BEPRE T 077 An6BTT LI LRE0.
SE X
1) Katz RL. Skills of an Effective Administrator. Harvard Business Review.

https://hbr.org/1974/09/skills-of-an-effective-administrator[ 7 7 = A H 2023.05.07]

37. #MHERRK Cause and effect diagrams, Fishbone diagrams, Ishikawa diagrams

EE

BrE OFER (B5rE) oK (FERK) ¢ LTEZLNDILOEZETHE LT T HMTHWS 28k
FBOFIEOOED

fiREn

FNZAT 7T LEITRERE BFEND V. BRI, ER S HEROBRES L OEERBO
BRAHRRICR R LIZODTHY, HOMERIZHLG L WO H 5 EHOBERERET 52 &
INTED. JBAETEE LD EREEEHEOEFEHB LOBROTZOONHE Y v 7 F MMERIES T
(X, A2 FERRICERFLOEF T OFIEL LTRSS 2.

SE X

1)  World Health Organization. [ BEZ 2N U X2 7 LA K ZHEFER. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]

2) BAGEE EBURRER ERLSHER. ERZEE S OEBIEHB L OB OO OWHE 7
1 77 MERFRE - ER L RERE OEOM EOTHIl— SM24E3 A
https://www.mhlw.go.jp/content/10800000/000613961.pdf[ 7 7 & 2 H 2023.05.07]

38. —7=X Near miss

EE
AT DL, BEICERINDFNIIROWVT, BFEICEER SN o200
fiREn

WHO I%, A>T v NEBFIZBEL R oTedy, BELENE I NTHEL, figEx=TI AL
X ATWBH(WHO, 2020). HATIZEY Y - o FEWIHESHWOLRTHWDR, ZhuE, =7 IR
LEDRNA T h (noharm incident) BEZL VHEDOTHD. 72721, 2004 FIZ2KT T
— ANRAT LIDBERZEDOT A TR, BEIEELMA DS AREND 7228, @K, T, 72
B ORER & L TEHFEEGEEZ ERD TR ETLIIAERDITH L ERINTEY, BEICHELL
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https://hbr.org/1974/09/skills-of-an-effective-administrator
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.mhlw.go.jp/content/10800000/000613961.pdf

MEIMTIERLS, BERDEYY - Ny b EER, BEICELZREZSRDPTA T e LTESR

INTN= 2,

SE X

1) HARERERETMER. ERFERIESEEE FEONELSINHIE (2020)
https://www.med-safe.jp/pdf/business pamphlet.pdf[7 7 = % H 2023.05.07]

2) National Academies of Sciences, Engineering, and Medicine. Patient Safety: Achieving a New
Standard for Care. Washington, DC; The National Academies Press. (2004)
https://doi.org/10.17226/10863[7 7 £ 2 H 2023.05.07]

COLUMN =7 IRDEZFDEIRE
n The National Coordinating Council for Medication Error Reporting and Prevention
(NCC MERP) (¥~ 7 —#iii LB RO D OLKG#ER) X, =7 —ICL2BETV MY
LOBEIEFEICIESW AR LI, ZOFOHT T —A (=27 —IZORB>72h b L
ROWBRERSTEZL) L7 3)—B (=7 —ddb o7, BFEIZFEMSNDANIEKSNT,
BECEELLOLERPo72b D) B, =7 IRITHYT L. 2, BRECFT—ICHLT,
B LEVAT AN TE D L5 IERSNIZbDOTH L. ANDLIETIDOLT Y
IHEENTEBY, ZEOTLVI) XLERENTNDODTEEIRDLTHSD .

39. FBE/N1T7 R Cognitive bias
&
FaBET HBBHOR T TR E O b
fi#ER

FLEBET OBEEVRRMNCE ZTFHMOEDZ L TH Y, FnorEdl, UEFICEHFITED
LTLES bunbhd. flziE, BABlEZ b THREBET DL, EABICAET 2HERLT 245
W, FAUCKY IHIZEABEZMRT D (HERENA T R), HHFEREFIT LRI, FAZHEZ bz
BRI ETONTLED (T YY) FLZROFENDD. BEAAT AL, BRI EL 5
Z, 27 et AR BERITL, BT T —OKREMSICEET 5 V.

SE XM

1) Hall KK, et al. Making Healthcare Safer III: A Critical Analysis of Existing and Emerging

Patient Safety Practices. Rockville, MD; Agency for Healthcare Research and Quality. (2020)

40. /o T9=hILRAF)L Non-technical skill

EE
?7:ﬁ»x%»%ﬁof%@ﬂ7f~7yx%%A@%@e¢5mﬁm FaH, 7 LCRARZ Y
V—ADAFATH Y, BRNIHRN S X DETICHGT 5 b O

k]
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https://www.med-safe.jp/pdf/business_pamphlet.pdf
https://doi.org/10.17226/10863
http://www.nccmerp.org/
http://www.nccmerp.org/
http://www.nccmerp.org/types-medication-errors

HMHGRCT 7 = ANV AX N LB, EHEONRT p—< U AERRRICRESE L OICHEL R
DT 7 = ANAXNVLSD AT N ORRFR. ERERIRE, RWERH,, V- e —FvxP AL, alaz=
r—vay, FMEVEOARNERT V. EEEBILICT RS T ANREEINTEY, Mz
® CRM (crew resource management) 23HNT CTH Y, [ZZRDORNZRM) M2 HEEN 7 & T
LoD, Has, ANBZEOFHMRRETOERAZIEHTLZ L) 2LERINLTVD. L,
[E#ClE, TeamSTEPPS® (Team Strategies and Tools to Enhance Performance and Patient
Safety) WHA THDH V. ZiuL, KEEFO AHRQ (Agency for Healthcare Research and
Quality ; ERSEMICTEHEE) ORI T — AU — 7 RICESE, BEOE - 2hEtom L4 H
BN, BERTF—LPNBEICLERERS T 2R 5Ol REINT ) VT V= INAF L P L—=
YIIR T AThHD.

SE X

1) FlinR 6G5). /IMREAHOGER). BUGRZEOHEN—/ T 7 = ANAX) « HA T v 78 2 ).
HORL ¢ g0 (2013)

2)  Civil Aviation Authority. Flight-crew human factors handbook.
https://publicapps.caa.co.uk/docs/33/20230222%20CAP737%20Flight-
crew%20human%20factors%20handbook%20E2.pdf[7 7 = 2 H 2023.05.07]

3) Agency for Healthcare Research and Quality. TeamSTEPPS 2.0.
https//www.ahrq.gov/teamstepps/instructor/index.html[7 7 = 2 H 2023.05.07]

41. \HY—F Hazard

EE
fiE & 5l & 2 IEAERIARTE V.
fi#R

BELRIIBNTUL, FE252EITRNOS RN, RTEI3EE) 24% L, [Safety Hazards|
ELTHERHELZE LOMBEZEWRT 2. BERIGICHET 2 — R RMBCHER O (KEk) 290
WiTHZETREICELJNEEISND2LEZLNTEY (A AT —XET V), Y AT LOKRMITH
WA B 7-0121E, BEIZBEENRSANIRAN I VAT LAOXRMERET DRI E FikE, =7 %4
BICENDEZFFEL TS ORIWEL PR GIEDOM G PRLEEL SHTND. AN — R EHHTRE
TLHEL LT, FEDTrtANOT T — ) A7 ZHi & MW 27200 — k727 7a—FT
b HlEE— FEESHT (FMEA) 723, k87—l hiEL LT, Za— VL ) T—Y—1
(Global Trigger Tool : GTT) 2% FIf L CEERLER D25 H1EC, BELEA VT U Enb
WER L TIRARRK E L TCOFSRFNTF— RERDTF 5720008 (RAREGITE) E13d 5.
SE X
1) IS0 12100 : 2010 (JIS B 9700 : 2013) #EMIHD L ME-EI D20 O—fRIFHI- U 27 7 &
AR B RO A 7 AR
2) World Health Organization. [BEZ 2N U F =27 LA K ZEEFERR. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = * H 2023.05.07]
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https://publicapps.caa.co.uk/docs/33/20230222%20CAP737%20Flight-crew%20human%20factors%20handbook%20E2.pdf
https://publicapps.caa.co.uk/docs/33/20230222%20CAP737%20Flight-crew%20human%20factors%20handbook%20E2.pdf
https://www.ahrq.gov/teamstepps/instructor/index.html
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

3) Reason J. Human error: models and management. BMJ (2000) 320:768-770.

42. E1)-/vyk Near miss and No harm incident

EE

HRRRFEPFHIIES VD, EEPICEYY ELED, Ny L LY LIZBE

fiEER

TEKEICEDLETITNE, ZORNCEY I L LY, Ny T HEDORBBHD LV, ~A )
v B OERIN G, ERARKFESLFRE RRICHT2011E, Zoe¥Y -y hEFERET 52 LK)
Thd. FHEOEYY - Ny FORBREED T, ThEERGH - FTLH2 LT, HRAEHL,
FBIEORERY T LoD V. JFAY (AR 1E, 20004, VA7 ~vFr—V A bv=aT
MAERFREIZ AR LD, T2 TEYY - Ny RRERSNTND 2. ZOEFRLIL, TBEFICHELZK
FETZET o Tehy, HEZEOBL T, “b¥I” L LD, “Ny” LLRBRE2AT 256, B
R, & DEFRITAD, (DEFIIEFERINeho 72, RICFEM Sz & T, Mo romE
NTMEND5E, @QBFIIEER SR, FROICHEERRL, FL20%OBELRAETH- -
GaEEET. ) LENTERY, HEKEORAENIEH LR UERTH 7.

H AR RERAMAE 1L, BERFSIERINESFEO—RL LYY - Ny FEFINE - 547 - 32
LIS G L BN e Y U - Ny FEFAIOWEEZZT, [RAMEER) & [FHER]
ELTELED, ARLTWDS. (1) EERICRY B o7, BEICHEM SN DANIT L S 7o 6.

(2) BoToERNFEM ST, BESORENRD LRI o FHE T TBIRRILE - 154 2

L7cF . 72720, \PMRNGE - I & X, e, B0, BERAIREGEET5. (3) RolzERNEM

SN, BESORBENPAPLREFR, Tev) -~y b LTHRET 28] & LTEDLRTWVD

V. ARTHASNTVDA o7 v MIBEICRBEEZ LI TICELRP-72bDT, e -y b

R L SN TV 9, AL, FERHLL5ELZDTA T hEVS DT, MEEOHEWITIC

ITHEDPNLETH D 5.

SE XM

1) REfE~RT AL Mhe., REeMmAEBEAGEE. https/www.aemk.or.jp/word/ha09.html[7 7
£ A H 2023.05.07]

2) JEAEE. VAIIRX—VRAL PAZ T = Fv=a T MERERR. VAR —V A hv=a
7 NMAERFE# httpst//www.mhlw.go.jp/www1/topics/sisin/tp1102-1 12.html(2000) [T 7 & % R
2023.05.07]

3)  AARBEFRPEREAMAEAE. PERFIERINESFE FEONE LBINHE (2020)
https://www.med-safe.jp/pdf/business pamphlet.pdf[7 7 = =% B 2023.05.07]

4)  JRETEE. ERZEHEERGIR  ERERE ARSI 57212, (2002)
https://www.mhlw.go.jp/topics/2001/0110/tp1030-1y.html[7 7 & & A 2023.05.07]

5)  SFURZEWLS. AN 2 AR GBS 2 B A (R B BORB A R 30 A st s EW
ST A EERICES 5 HFEOER (2020). https:/mhlw-
grants.niph.go.jp/system/files/report pdf/202099006A-buntan4.pdf[7 Z =2 B 2023.05.07]
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https://www.med-safe.jp/pdf/business_pamphlet.pdf
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https://mhlw-grants.niph.go.jp/system/files/report_pdf/202099006A-buntan4.pdf
https://mhlw-grants.niph.go.jp/system/files/report_pdf/202099006A-buntan4.pdf

43. Ea—<>277%%— human factor (human factors)

EE
N ZE G AT D3, &, DORER, ShRICEE TE H7-OICBET & AHOFRFOHMIE &
ZTOREDZ &
fRER

RO DO (v« v v AT L) &, NMEEZhy AT LA0FMEY, $ELH X
%, NEIOAEWEH), DN, 22ERMESICOWTAREEICERTIBOS V. ARER,
HDHNE, ba—vr 777 2—LWIENIHVLND. Ea—vr T —FIT KD HBOHR DR
53, ANHDITENZ LV AT ANEFE LLFFH LA BT VWD, ok, BHETHAR
FRNE— MR —TIL22\ 2 &5, human factors (?’E?ﬁ() LHEBERBINREIND I ENRETH
0, %< OEFEZEIZET 5955w, KE TlE"human factors"IZ2W T U 540 CH Y, "human
factor(H%0) & L b b856130 72\ 2. 7235, human factors (Human factors, Human
Factors & bR 2) 1[Z1E, TAMLT] OBE®RLHLDT, ZOFEMEDIL TV D IR U TH
kT HMBENHD (DLa—~v T 77 2 —X).
SE X

1) HARAM TS, AM L% L. https/www.ergonomics.jp/outline.html[7 7 & A H 2023.05.07]

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[7 7 = % H
2023.05.07]

44, Ea—<2 774945 —X Human factors

E&E

VAT LIIZBTDHNE EMOERL DA H T a /%fiﬁﬂ“ét&)@ﬂ%ﬁﬁ%mf&) v, ANRIOHE
MEAT LRBRDINT —~ o ADkEALZ M D720, B - R - 77— 2 B8 L OFEEZRGHIEH]
ERAR A S

fiEER

Heffr & NRIOBR ORI Z BEE L T 557008, AMOITE LR L OMAMERZ BT 5 Z &1
0, 2RA, ey, RERME, ¥ES, RBESOVAT AR EANE T2 2. w57 D HAGE
LT, AMLFERHTHND. T LAMLFE2ERTHEE L L TIE Ergonomics 23MEibiLd Z & 234
<, ZAUTEZTHERE MmN 0T e —F &K T, 7238 human factors & Rl SN2 H A
i, HIZ, ANHEZEBLI AT LAOFENCHE, RELZ525 N\HFEZRL TV L566H2 (5L =
—~ T 7K.

SE X

1) EBAML2#EAJEA : International Ergonomics Society)
https://iea.cc/about/what-is-ergonomics/[7 7 & 2 B 2023.05.07]

2) World Health Organization. [BEZ 2N U F =27 LA K ZEEFERR. (2011)
https://[www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]
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45, 1Z#1t Standardization

EE

BB ORI R E S A B & LT, @i, 7o R L THERT 72008 kb & ED T
& 5158

fiZEn

EHELIC L VE (REeZET) RAENATREL 2D, ZIUTHEBIEZ RS, BHRENES IS, 51
PENEED, BGEOTODOIBNTEHEOHMICL S, ISO TIHEE A2 =~T [30FE] L& Tky,
RAOENDBIZIe o TNH T E b EHERER 0D,

SEXH

1) BAMEERYS. MEEPHAFE  JSQC-Std 00-001:2018 (2018).

46. *>%)LETIL Mental models
E&
RETHEYOV AT AOFBHO A N = ALK LT, ZOEADSERE L 7= AR 72 358 B
fiz s

BMaETT AL b0 ). EETIEMSORELZZDO ARV ICHIT X BESNGR R ERTH
D, MEITHLTRAFVETAPBEIND &, HEOHMLEITES S ERRENRHIT R S
XD, BRI, HDLARARFEENND ERITRZD, LVWIRAVELVETLERLTND L,
RBIRZTWNDDIIRFEDNDLNLTE LML, ZOBEMOL EIZZDONIITHEZHD S, LHLA
VIZRFFENND LRGNV T, R#ER{TEE 225805 5.

S2& XMk
1) 22—V I T4y R v 7 REZBER, =—Fe VT F7 v 7, INEHR, B (2007)
p.372—373.

47. HEEZ Adverse event

E&E

(1) BFICmEEREREEL b72b LA 7 v b (WHO, 2020)

Q) EEMBEGEINZBEIEZ D, HOPIHFELI R, HDOWITER LW ElE (BRMRAED
B zate), Bk, FRIFRKROIETHY, UiZEREM L ORRBEROAEIRT DA

(3) FEha SALT=FE & DR RBURDOFEZ DT, A REICE LR TOHE LI RWITER L
WERH L < IZE ol (BRIRRAEEO R 2 510)

R ER

(1) 2005 “FICAF SNT-AEFRBREL LOFEE VA7 LTS WHO HA R7 A4 VEE VT, 5K
BOBOHE LIRS, EFRERICEET G LERSh TV D, EFREHIZIT, 2Ll
B, W ETITIRR ORI, BROEREZERETI72ODO AT AL Wo L ERICET 52 To
ZEBEEN, AEFEZRITIIEEEATRER S O LFEER AR O D 5 LB Sz, 2009 FITRE S
N BEZEOERSE OB AN (Conceptual framework for the International Classification
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for Patient Safety) Tt%, adverse event & harmful incident (%[F]F% & S #17-(WHO, 2009). L L,
2011 RICHATENIBEREN Y ¥ 2T WA PR O EE2BSFHEOERE T, AFEKS
(adverse reaction) &\ 9 FEENHI/ZICER SN, ELWT BE R THEBRITENC X > TEiS U
bbb TRFISHRA L THEREL LT, adverse event & XRS5 K 52772
(WHO, 2011), —J) T, BELRENY X2 7 LHA REMEMOA L THE, harmful incident &
adverse event & iz ATREZRJE TR S LTV D EIT S & o7 2. 2020 FI2HAT S 7z WHO D
ETE, Wi A KB L2 AR S 72 (WHO, 2020). 20 X 912 WHO OBEZLOMEICH AL
MBH-HNDN, KHFEHRIL, WHO O OERZHRMT 52 L L Lz, FEEARREFL FrkRIC
T T R R ERE DD OB WO TR H -T2 b O EFET A, FEICELIMFITEMETH B
MOEROREGbHD. £z, BIOFEEZ LS TOIUL, FEEBTEZOTIE W EEZELZbND D
DH Y, i ameliorable adverse event & WO HFETERTH2E2HHD Y . LR T —N
ol T v MNETHERZRIBELEOIEBORMGIZT 20 TIERL, XVEOEWERZ 72t
THZEICEST, BEOT U MNILEZUGETLHEVWIEZEZ VDD, VRO H HIEENE, VAT
LADYEIZ L > T2 T —REENL DRPLUC L D ELES T HDLELF AL, EROEWEL BER
EITMHAEICBEEL, RPEFICEESTE TN ENIEZEZLHY, adverse event & LV LS EFET D
AR EBEZI S THD.
2)(3) BRI BN D ZRMEFRICONTIE, H -k - EU =MERGEKREEN—F T A E— 3
VEEEEHE ICH) OAEFHIZESNT, AEFEOAENCDERPED LI TVD 49, Na k5
T HEARMZEICB N TS, ESE HRTRBROAEFROEENER SN TND 69,
SE X
1)  World Health Organization. WHO Draft Guidelines for Adverse Event Reporting and Learning
Systems From information to action. (2005)
2)  World Health Organization. fJBEZ 2N Y =27 L0 A N ZEEFEAR. (2011)
https!//www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]

3) Adverse Events, Near Misses, and Errors (2019). https://psnet.ahrq.gov/primer/adverse-
events-near-misses-and-errors[7 7 & 2 H 2023.05.07]
4) Guideline for good clinical practice E6(R2). (2016)

https://www.ema.europa.eu/en/documents/scientific-guideline/ich-guideline-good-clinical-
practice-ebr2-step-5_en.pdf[ 7 7 & A2 H 2023.05.07]

5) JEBRTICIE SN D R OE Y F T OWT. ERL T4E 3 H 20 B HRTES 227 5 (EBE IR
A EER (B) RdHT BEAEREERFEARREM . (1995)
https:/www.pmda.go.jp/files/000156127.pdf[7 7 =2 B 2023.05.07]

6) National Library of Medicine. Glossary of Common Site Terms.
https://clinicaltrials.gov/ct2/about-studies/glossary[7 2 £ 2 H 2023.05.07]

T ANEXRBETHEMBY - EFRFTRICET 2 MELHES T 1 ¥ 2 2 .(2022)
https://www.mhlw.go.jp/content/000909926.pdf [7 7 = 2 B 2023.05.07]
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https://psnet.ahrq.gov/primer/adverse-events-near-misses-and-errors
https://www.ema.europa.eu/en/documents/scientific-guideline/ich-guideline-good-clinical-practice-e6r2-step-5_en.pdf
https://www.ema.europa.eu/en/documents/scientific-guideline/ich-guideline-good-clinical-practice-e6r2-step-5_en.pdf
https://www.pmda.go.jp/files/000156127.pdf
https://clinicaltrials.gov/ct2/about-studies/glossary
https://www.mhlw.go.jp/content/000909926.pdf

48. HERIG Adverse reaction

EE

(1) ELWFatR2fit> bl efTihic Lo CTEE SN IS b b T RFICRAE L P RE

(WHO, 2020).

2 (H#%D) EEBZRILD060%T, BEAVONLHETE Z 24 % L RWRIG 12

(3) EEPRMEA OAGERIOFHIEIRL OB A FICRE L, ERLHOBEREEEL TELZHLPLAE

FROTH LW i (adverse drug reaction) 2. HAEE CIIREIER & W) HEEICRRENL TV D

fRER

(1) AEFHLOBIA TR L H1Z, adverse event IX[ABEA[AE/ TE Z& L EFEL, THITKH LT,

adverse reaction /£, non-preventable ([FIEERTFIEEZR) TX T L L EXRTIHIEZX TN D, HilxIL, i

% OFEIRILIRZERRIE 2 T 2 72D OIEER T PR 255 U T2 b B &3, BER) 722 il iR 4 %8

JELT2S a0, AERSE LT, FBAARRTH o7 LALEM TS Z &R TES. LinL, Z0X)

REFIHFEORMETHD LR, IV IWEREEREBFTL, PUREZUGET L0 &b TE

L. 722, AREEE LTS, AFFRELERICT LI LIITET, £k, Feod®@apol 2 s

FAEDHEAE LD, ZOLIICEDNLEELDINEVIEWVCL ST, EHEFRETH TN RARETH

STeMEWVIHG R D L b,

(2) EFEMERMALEOBBVIHERLIZE LTHRANERARELLZZERHY, ThEFELE V).

ZoEZE, DORERA VT Ve AERREAFENNCKT B2 LICHLBLS. —FHT, K

BRTDOERMZONTIE, EOX I RAEEFEERBRET 200> THRWIEDIZ, BERIZAETED

LWL AEFRRELNET H. ®IZ, KRBEROAEINHIHT 2000 LILRWA, ZORATIE, EZRM

EOBEIIAHATHLT-DTHD. T ABERA VTV NOBXITHE DM R HY, 2TORE

A Ty M, [ERERTREDN E D NIFEAERHTIIAI 270, MESFICIIAFKE & LTRSS

ETHEFLLLTBLEWVWIZZLEHENTHS.

SE X

1) BAAREKFS. KGR
https://www.pharm.or.jp/dictionary/wiki.cgi?%E5%89%AF%E4%BD%9C%E7%94%A8

2)  Guideline for good clinical practice E6(R2). (2016) [T 7 = A H 2023.05.07]

https://www.ema.europa.eu/en/documents/scientific-guideline/ich-guideline-good-clinical-

practice-e6r2-step-5_en.pdf[7 7 = 2 A 2023.05.07]

49. |)—4—v7T Leadership
E&
TN—TDENIGEO B ZERT 72012, HANEENE 5257182 D,
et

ZITHE, V= TR SLT L < BIH S5 Northouse DEFRZ R L2V, U —H—v v
DEZFIITEICRFEE LTORLAFET oA L LTORIFRH S, 20 ka0 ) —4—v v 7
WIETIE, R EVENTL Y —F—PEENOEH LTV AHRESCEEIC OV Cileam S 472, 20
FEELRRE, VA=Y TR —F— L 7 U —OMAERICL 8L, TaktATHDHEND
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BRFBFERE o712, RENHS X, EFRICBTDY ==y I T O 9 >ORMERH 5 &

LTWg. OFMOEFZRET, OQZLLTETL2 X5 1CTF—2%250 735, OFWRESITTS, @H

DHP—EALDRNTNL, Qv VarzifT5, O@F—L~OBHNRALEEZED D, ORELZE

W, FRIZMDo THTEITE 5, ®RENE MDD, T v Lo PIiming, QA IWEEL 52

59, V—=F—vy 7L, RETCOEBEFENRETLIHDOTHY, BALEEREOEE L TR,

V—=F =y 72T H2LT, FiRT 2T — 200 SUEPE I LW EL 52, HOEWE

BROREETE 2 L 91220, BHEOMENELN, MO bR ES.

S35 Xk

1) Northouse PG. Leadership: Theory and Practice. 9th ed. Sage Publications, Inc. 2022

2) EHEGTL. V=¥ =Yo7 - TrbRCBITFL 74Ty TOWERIN. HEKRY: LEE
WF7E(2015) 55 11 5 83-98.

3) NHS. Healthcare Leadership Model. The nine dimensions of leadership behavior.
https://www.leadershipacademy.nhs.uk/wp-content/uploads/2014/10/NHSLeadership-
LeadershipModel-colour.pdf[7 7 = 2 H 2023.05.07]

50. JA% Risk

E&E

6% (harm) OFEMEFREL IRZOAEOREDOMAGHLE D

i 55

BIZBNTIE, RIS, FRICBWTHRNE L2 Z ERUET/aENEC DML, 0%

& (faFORE) 310)3?)5@0)$E<E LT Ensg. faEasl Sk JIEENREL, fEIRIR
(hazard) &\, fEFEEZEZ LS FREGRFESR (hazardous event), A3 7e< &b —D2DfEk

I 55 SN DRI Z fEIRRE (hazardous situation) &) V. fEIR T SO H 5 FBHN 2 S

TEY, BEERICBWTE (51T MRRAET D AMGEM] 2 DEEsRWONMINENZ LRI 5

EPE. fEREIITEWRRZ LI O REMEDO & S4B PFOBMRH 5. F72 1S031000 : 2019

(VA7 =3Pk b=f5E) 9TIE, TARMISHT 2 RN S ORE] LERSN, 2B LE, RS
NTWLZENLRBET 22 L) THY FELWHD, HFELIRNDO, UIZOWGTDBENRSH
VL5 LS TWDS.

VA7 Zi/NRIZE ED D720 DIEENN Y A 7 & B (risk management) TH 0, ERICBWTE, &
FaTHERY 275555 &0 ) BRI A TSRS 2 ERRFRRL 7 L—AhD T2 L VIR
FEraile.

SE X

1) IS0 12100 : 2010 (JIS B 9700 : 2013) HMIHDO L EVE-RF O 7DD~ Hl- VA2 78 A4
¥ B ROV A7 AR

2) World Health Organization. /[BEZ 2N U F =27 LA K ZEEFERR. (2011)
https://www.who.int/docs/default-source/patient-safety/9789241501958-
jpn.pdf?isAllowed=y&sequence=3[7 7 = 2 H 2023.05.07]
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3) HAREMSERZEMNKREES. ERLEMNIREERER ERICBITDHI AT - w2V A MNZ
ST (2008). https://www.med.or.jp/anzen/data/anzen1003.html[7 7 & A H 2023.05.07]
4) IS0 31000 : 2018 (JISQ 31000 : 2019) VU A7 <3 A h—f5¢t

51. LY IR Resilience

E&E
B DO HBEFROZAGITH LT, 9 E<WEETE D1
fiE R

LYY AL, s, RN, HMEEAETEETHY, WEICEm L THRIILA M LR
Mt S, KFIZIBWT HHFEELME T E HMMORENE, ZHETHNOLA TS, ZEDE 2 —<
77 72—, [T AT LPE SNIERIERRENDOFRMEDO S & TERINEELZ T 5720
2, BB OWEREE, SMIZECHNELOI AR, AT, HDVITHERITH W TR TE 2 KEM
IREES] EEFESIN TS (Hollnagel E).

SE X
1) Hollnagel E 5(35), AbAriERE, /AR ERD). EERL Vo220 v=7Y 07 b -
ML AT LABIOERZEYV AT L~OFEO T & — FHET: BREE R (2014).

52. DNAR
E&E
FENAFHRETH Y, DFERED I D ATREME MR VIS A0, MEIEDIRRE L 72 o 7235812, DR
ERBIRNZEERRTHLETRTEETHD V.
fRER

Do not attempt resuscitation DX F% & 272 b DTH D, BEANETLITEE ORI b DA
HEOBBREL > CUMEREEEZB I bl L ThY, BELROVLILREEDOAS T+ — LK -
ak b EREOEBEGHORENRTE L 725 2. DNAR /R ITOME (ERFO LR A O BRI O 12
ARTHY, ZOMDIBFITAD RGP ELEZ, TIHIINICEENRNIE SN TN,
DNAR {803 D OTEEAT A D RBIE0E LI, PIIZOR13 Y, fofcliRIc o T ABE L
TWAIERH -T2, T 2T, BRBERMGEFST, OMEREEUSAOERLEIZOW TS BIRRE R %
~9 [ A AR POLST(Physician Orders for Life Sustaining Treatment)(DNAR % & #e){Ekigdl] &4
BIL72. Zofa#tTiL, POLST OfERICH - C, BEOAMEME, ERAMOMBIRE, ST5E0mH
G723 SR O AR BRAYIZ B U 22 AR 7 12 R & e Z L BRI S LTV DAY, Z4ud POLST 23, 08
FIZLoT, ZOWET, RSSO LWEEREF 7 2EBFLHIIBZ L LZEHLTVWL2HTH
5.
SE X
1) MZWWIRE. FAHERET KAV R 77 - 75 =07) WER (RENRER). EEEET, T2

WILIRE, afrEe (). RAREERMEO VY. &FE, 5, p.127-138, 2023.
2)  BARENKEEKRFZES. DNAR 4 —4%—& RRS. https//www.ihecj.jp/rrs/rrsb[7 7 £ 2 A
2023.05.07]
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3)  HAEIIEEESYS. Do Not Attempt Resuscitation(DNAR)ERD & 0 12O\ T OENE
(2017). https://www.jsicm.org/mews-detail.html?id=7
https//www.jsicm.org/pdf/DNAR20170105.pdf[7 7 = 2 H 2023.05.07]

4)  HAERGHYS. HAMR POLST (DNAR #5754 & To)/ERa$#t. https//c-
ethics.jp/deliverables/detail02/ [77 7 & 2 H 2023.05.07]

COLUMN DNAR [E#REKEBICRE SN EHXEH

n 2007 4 B AMEFIEHEF21E, DNARICEI L C, TDNAR f/RITIMEILRFOAICHZTH
% . DIERAERBLELSIME ICU AR %256 Cls OEE « H#IZ OV TUIRNICHER T & T
B %. ] TDNAR /R & SR BIERILFEFE TIE2V. DNAR FE/RICOH DD D A B & R
EREROBERITIENENIEIATO) RETH D] O THxEE L. N7 Uy s a
AV hTIE, BREPRIBICIRS T, B ATREZRIL Td o T h OME LR I3 # A 2 B e
WEELWD BN EOBERNFE LN, ZiUuL, NEORKERIZBITHER - 7
TOWRET o AETHHA KT 4 v (BAFEE, 2018 kiT) RS LA TS
HEXNWESS. RNCEDZBERREZEARL Lo, EE - 77T OPIESEE, EE -7
TF =AML o T, ERRYMEEEOMEE S L IHET L, R REIEII A SR L L,
ENEDHINTWND, BRI T DO AL OIRRIT A D RBRLE, 2 L¥Ex, Hik
(22T, HAK POLST {ERRICEE T2 04 X v A BB E iz,

53. Medication reconciliation A7 47 —<3v-)ari)r—3ay
E&E
EIREENEBE L BE LT, BN OTERRFEAEAEREARET 2ODOIERREELE Tn A THY,
BEDBRA LTV LT XTOEANCEHSL, 58, KRR, KES)OREZRRY &b IEMER Y X b
ZAERC L, 2DV A B ZEROABERCIBFL T fER5E & T 5 12, BN O T X TOHIf R E
FICELWELRET 222N ET 5.
fRER

WHO 13235 3 DRBHELZ 2T v Lo P& LT [F0RWEAIEM] 220 &I Ty, ORY 7
7o~ v—, @mU AT, @F T OBITHINGEL R 3L INTND. @F T OBITHIO A%
EEED DO, EERERE L THEIT 51TV % D2 medication reconciliation Th 5. [EHEEREE
WNED D2 RBEICEWT, 257t 2L L THAADL Z MRS TV 5.

Medication reconciliation (2%, LA F D 8 Yt ANE Fi, LS NAEBEBENEDAHESICEH
WTHERT L Z BRI ND.
OBPMH (Best Possible Medication History : fx B D¥RE) #1ERT 5
@BPMH &y — L 2L, A —Haiad Lo
QFEZ DIE LWHERIEREZ LA T D

BPMH (i EOHE) ERRIZH > T, BEVBEREFKRA L T2 TOMTE (RIRELTE
FHEEET) LTI TOZRWER (THIRECH 7Y 20 NE) %, BE - FENPOHERT 2L L
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2, 2 b 1 DU LEOFETE DFHRIE CREONNY SITIES) THEGET 22 L3R5
1,3),

72%5, Medication reconciliation (%, [He3EFH%E ), TIEAFRGE ), TR, T34 FEEREIN
52EbHD0, HAFERPMELL TRV, FeEZit#l L7z, I3 L LT MedRec, Med Rec 7%
HononsdsZ tbdh b s,

SE X

1) Medication Safety in Transitions of Care. Geneva: World Health Organization; 2019
(WHO/UHC/SDS/2019.9). Licence: CC BY-NC-SA 3.0 IGO.

2) How-to Guide: Prevent Adverse Drug Events by Implementing Medication Reconciliation.
Cambridge, MA: Institute for Healthcare Improvement; 2011.

3) ISMP Canada. Medication Reconciliation (MedRec). https://www.ismp-canada.org/medrec/[7 7
£ 2 H 2023.05.07]

4) World Health Organization. The High 5s Project Interim Report. ISBN 978 92 4 150725 7
(NLM classification: WX 167) https://www.who.int/publications/i/item/9789241507257[7 7 & A
H 2023.05.07]

54, M&M A2 T77L 2R M&M (mortality and morbidity) conferences

&

Filit% D Morbidity (A0HE) <° Mortality (JEL) JEFIZHOWT, EROELLEOM L2 HINE LT

Batdahrrrrox

fiEER

1900 FRAIDIZHFE TH D Codman EA IZ L > THD AL V. FHINALFRE D, [FAERO FHIC

T EDTENT OERET 2. YT, BROBEIMSEZHAET 2BE TH o722y, Z0%, EROE

RLEOM LA HRETOMFICHE L. JLHITERLS, &R REREZITY. M&GM 7 7 L

2W2iE, 7=y at ) ZAOBER, HENREE, YEEOLHEMBELENTIERLH D

2,3)

SE XM

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[7 7 & A H 2023.05.07]

2) I, HARTERRZABLUT Y MEE - EFESEE M&M U7 7 Lo A BRIV (2004)
59:1180-1181. https://doi.org/10.11477/mf.1407100739[7 7 & A H 2023.05.07]

3 JEAK ARIE, T ST, B RT, @K R, il F—. BRRIHEEO LR =— Frbirb b
iF 54172 morbidity and mortality 7 > 7 7 L > A, EZHE (2013) 44:258-260.
https://doi.org/10.11307/mededjapan.44.258[ 7 7 & 2 H 2023.05.07]

55. Plan-Do-Study-Act (PDSA) or PDCA
E&
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