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Executive Su mmary,.f""’/'

Decision Making Process for Safety Issues in Health Services and Technologies

Sukyeong Kim, Eun-Jung Kim, Young-Eun Kim, Sun-Kyung Kim, Ha-Jin Tchoe, Hyun-Oh Noh

National Evidence-based Healthcare Collaborating Agency

This study has been performed to improve discussion and decision making on
healthcare safety issues of Healthcare Safety Advisory Committee in NECA to support
Korean Government safety policy making. For this purpose, we reviewed three countries
patient safety policy making process including UK, Australia and the US.

The IOM report named 'To Err is Human' had facilitated patient safety policies and
activities not only in the US but also globally. In the UK, government intiatives of
Department of Health had facilitated patient safety culture throughout the NHS system.
Department of Health published the reports including 'An organization with a
memory'(2000), 'Building a safer NHS'(2001), 'Patient First'(2006) for supporting NHS
staff patient safety activities. National Patient Safety Agency had been established as the
key organization for patient safety incidents, including medication and prescribing error
reporting.

In Australia, Australian Patient Safety Foundation, non-profit independent organization,
had monitored the anesthetic incidents and provided leadership in the reduction of harm
to patients since 1988. The foundation had developed Australian Incident Monitoring
System fended by government and performed collaborative work with World Health
Organization to develop an International Classification of Patient Safety. The foundation
is collaborating with Royal Colleges of Radiologists and Emergency Medicine in
Australia and New Zealand to provide specialty-specific incidents reporting system.

In the US, AHRQ, the government agency had become a key organization to
facilitate patient safety activities since 2001. The US congress had allocated 50 million
dollars to AHRQ for patient safety researches and related activities. AHRQ set
priorities and strategies to achieve patient safety targets including patient safety reporting
system. AHRQ developed the National Patient Safety Network and data structure to
promote 90% of hospitals in the US perform patient safety reporting as their standard



activities until 2010. These patient safety activities are closely linked to quality and
safety issues of hospital accreditation programs of Joint Commission.

ECRI Institute is a unique example of patient safety activity. The institute has been
specialized in device-related safety issues and announced the top 10 health technology
hazards selected by its own methodology every year. ECRI Institute has been listed on
the federal patient safety organization focused on device problem reporting.

Three countries can be characterized by their patient safety initiatives. UK has strong
government initiative patient safety programs leaded by Department of Health. Australia
has nongovernmental initiative of APSF and the US have governmental agency, AHRQ
initiative program.

We can have several implications for better patient safety issues decision making of
Healthcare Safety Advisory Committee of NECA to facilitate patient safety activities in
Korea. First, governmental initiative for patient safety policy need to be strengthened to make
supportive environment including establishment of incidence reporting system and related
regulations. Second, governmental agencies can have initiative for the patient safety researches and
programs. They can be activated and facilitated with governmental funding and other supportive
actions. Third, the voluntary efforts for patient safety of nongovernmental organizations especially
medical societies need to be activated. It will be important to have close relationship among the
governmental agencies including NECA, Healthcare Accreditation body and patient safety
organization for efficient and stable safety issuing mechanism of Healthcare Safety Advisory

Committee.

Key Words : safety in health care, patient safety, Healthcare Safety Advisory

Committee
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olFold sitk. STl Me] Be AT AYES RS A3} BALAL
Pxlo] Gk, obae o] ok AHo] ANF Felvtebl M= AL FAk
A7 BFo] UFH] A4S 19914 BT EQASS] FY el ‘BAbo] o5
9] ok bl o] Hof gkl S Felo] ohitk Eah o] U ATE FAerA
FE AY B AN Y B FHOR o Fol7l vl Yrh NS A - D)
PRE, 2013, Tei 20130 24E SAetIATEe] BEY ¥ ATnuARoR
Sebe BAYE et FRAR FE)e ok mebd oW mAlelmer
Az)ase] T4 £ o)d@ wrloREo} % oo AN 5L ud E
73] sk oust Qor] ol9) mrt geldel SWere st =g Akshs o

< FEivel BAos qbdi=ele] AHE wele Lol shlth
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i Qe RS RIHAAEANE FHoR koo Feye AnT 4 ol W
sk Ae BHow Ftk oldd B wsh] s Selvihuct 94 =olvt
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da) nlolgerdveltARels 2 nlo)sebiAESAsE RARAR ¥ uy

FHo% S35 s8R (top-down) A19] qhdelAl MY W A}
A4 AZem @ 5 ook okdelde] ge Wil FAlsh wel, agw gRel A9
= 3 4 lnh R RIPIAES A E A J A7)
TRA ojgto] Aol u Pl |gon WANARe} I Asrlwel dEndcn
A7 ol mTETIEY, R REAEAFAY s}%ﬂ@%w; 21910
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I
st Qick oleldk AFL delstel T uutel Abde AR FEY AIS FHoE
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B0l AA H(safety) @ BAzte] At 7Y W2 m=oloh AlH w=#o] o]
Fol7l Folk= A} (patient safety)©]th 19994 v]= skl (Institute of Medicine,
IOM)¢] Haxd= wl=r el vt opzl A AAIF ez o 7hse oFE WAst
a1 FApe] obde RS 93 Aol miog Fof obde AI7|7] Slg vk
g wE5s FUAALL mlar 93]E 2001 w7 AR SRS At
x4l HAaelg A 7l d77]#el AHRQ(Agency for Healthcare Research and
Quality)ol] #Abd ¥ A5 28 F =S SHvHES vtk o] % 61t

AHRQ+= oF 300719] 3kxlobd #ed A9} AFS A5t tHFarley and Battles,

AHRQ+= $ARbd ) skl =8 538 AAsty Hxd= 47 Hesidih 5
8 Ei= FAE 71EsHE Z(identify the threat), T34 W8E Tl Hrlsh=
Z(identify and evaluate effective practice), 12]3L RIS A|3slr] 9)eh WS - 5
H-Adgor TR AR 2010974 gHsorE HRE Tt
By FASAE 20108704 A= Hhe] 90%7F b B AR RaE REgE
2 YT ¢ RS sk Aotk o]E sl 2003 del] H=gkakbd vl E 9] =(National
Patient Safety Network)E &3+ HuAl|Al 2 25 G-z 7S F-88kar 2004390l 50
7N Hdoll A ghakebd #el fJsiA (adverse event) S Hilsl= AIHA|2~ElS -5
2067 HE Barel Apde] Akl fEe E4ehs Ao® dAstal itkFarley and
Battles, 2008). ol2gt wl=9o] =¥ WAds tidor she AdR/E w9ehe

JCAHO(Joint Commission on Accreditation of Health Care Organizations)®] A% 7}

A

Qo whgElo] Hakuo] k. SeluietelA Bt QHAe olsel W S 413 A}
Qo] Qgtow wqiE o)l WEE Fol WAFEo B o Holrt Al
fomu el walol AXA HUHChang and Lee, 2012 v, 2011). 25

r (

ZF I g SEe] IR ANEJY A, S s Bal deA
B A7 75 BoAS SAHSE 5] o Fofx vt KA E - A
olAd 5, 2012, Hwang et al, 2012; #™E<F,
2012; Kim et al, 2010; Kim et al, 2010; 782} v 55 2007, Kim and Bates, 2006).
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5) To err is human : building a safer health system
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WHOE $49kdst gadeh BA19] 27]sh Ame] siote 91 wal AT st
B AP w2S fEsb] A8 DA AT SHEAE A

ex =
25 7] YtHWHO, 2008). o]= Aok AE7t 2155 TAo2 Hu o7hd A3t
=

of B BA AT Sl T = YRS 7] Al of we] A%z
WHOE el27la veleld Holxt me dhrAs fassa 403w $0% 1

23 PIEATEE QAT S 2059 ok AA
S A AAROR o]Fod Bk ATE BAste] o Bekd E3 23S
478 vl Ath(Jha et al, 2010; WHO, 2009). ©ls°] & H7} #okdl %, o4, 4

=
3} opaz %xﬂ%— R T2 okl 24 8 gAd A, B

FoF, Agk dof St 918l AliEo] EZEATh
o|EtA TS SXEe] HAA 9 I oxpAAel B AUt osr|Hey A
AGHE o] Fof3l A= AR ATl AlE FAHY] vt Azteles $kx; Qb
S ZAEAUO (Casey et al, 2006), & FEALS iAoz Sixfebd X
AE A AWK Steelman et al, 2013), oFeF2Hg-9] 3xF Ba H8 e diste] A=

3= %—(Avery et al, 2011)& Zro} & 4 T
E7|# tA T dETlE TR HHEAE ST e AR & ¢
Atk ]34 ECRI ¢372(Emegency Care Research Institute)oll 4= siuc} ‘o5 7)<
of 2lolA 10714 18 (Top 10 Health Technology Hazards)S A ste] st Q)
oD o] AgAE AW Q7| HH(patient safety organization)oll &=
AHRQeN 2J&ll AF4 XS5 AE (Evidence-based Practice Center)= ARk 7]3o]
t}. AH(alarm), F=FYHE Z(infusion pump) 5 7lEWE FAS FAe} A& Ak
& &3 FAEE Aokl Fxsh AdA s3] A% mREskaL ek

6) 2570 wele|l hEX & ASEES(147] Hel) ¥ MG Hel) =02 MEQI =
7) https://www.ecri.org/Forms/Pages/ECRI-Institute-2013-Top-10-Hazards.aspx
8) https://www.ecri.org/PatientSafetyOrganization/Pages/default.aspx
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3.1. Ak 1t

o] gl e e Ab

Ho1—o

A} oA

= Rolr} ‘@zl obA’olm old U

A

WA Ueoie Gatsl o] el zjolzh

o]

™

e, 2013). oI5 Fll sl ) 11

TEEE 7P AL

A A e

] 9

S

TS Al

g]

)

ek webd =7 Al

__1

p s

s 7} dehde o] 523 o)Ae] gl

| 2.3}

e
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3.2. 7|l &4

B 5% v ot Ry o183

-

HlnEA] A7) olet -3 3kd =7}
H A E AR YA A B APEA Ao diE)] AETT FEeke HT
oAl metale] A<k 7)< (descriptive analysis)©]th o] ©r)7F 2185 A

A AR gefsta FHE = g= AR B AHE WMol AV Jde 7 due a1
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4.1. 2=2| AL

4.1.1. &

}1[
E

A AAA S Z gk

ry

3t =98 A7l Ao] 19999 ml=r o] ghelof|A] 3t
t 7k A4S gHTo Err is Human) EILH 9> usit) o] HauAE w=r )
ShApebol gt Aok AA wpEe V|27 HoEe £E UE ydlel®= Auigk 4
S AL g2 o589l 20008 BRI} FEEte] = IR AL ZAA WolA]
HHAS= 98l AFd(adverse event) Z5-E] vi9-7]ol] T3 AE7F ko] H A EA ‘An
organization with a memory(AOWM)' (DH, 2000)< WHFslit) o] Haas BiaH-o
Chief Medical Officer(CMO)ll olafl F=H A=t CMO= 2JAL=A F=7 NHS ©]A}+3]
o] oJatolzl, HAR FH-olH ol TAH| 28] Aol gk A A e]thd) o] HuME
Ed2 g BF= ‘B A3 NHS ¥HE7](Building a safer NHS)'(DH, 2001) 2=
ARAE Wi Fepd b Alz=dl S-S AARRA, S F9-4d(Patient
First)'(DH, 2006) & %< 245 F itk

S5 s ok BHalx R ool miF ek B AlLE RUEY s 4FE
TAoR AZFHE vy 597 EFsxebd A vk Australian  Patient  Safety
Foundation, APSF)o] F4lo] o] Zxpebde] #3t gss Frgh veetal & 3l
th S sk Gt AN 5 A AN ea A HAls 19909HE wHEet

1
HAe)E Ro} 913 Zoly] BEL WUtk 1 AnE A Adew Uy

il

A

=

i by
2 erxAtar RUE A Al(Australian Incident Monitoring System, AIMS)7}F 7125 7]
T 3ok

A AR AR ol B olFolzt wFe] A9t

fz
A
1o
bl
re
-

M=)

i)
9‘;
o,
N
ﬁ
@
off
>~I
r—{ﬁ
re
-
N
r gl
ftlo

1 3% ﬁ%ol THEIL FE A}Eﬂa}ﬂ gk 4= Qlth ARF F3 shxjer
3 Z=poll A 98] AR Hal A|AES FE5SkaL o
Apetd 58 S urs Al Aotk

ool 3Rk FME g 717 2 ] AES FAoE s VsS4

(technology hazards)E& o2 sk H|98] W75+ ECRI 7471 Ut} &w2

rd

H o

-

-
o

offl M

Z]eFo.
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9) Al CMO+E Liam DonaldsonZ 0l &
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BRSO IR MHT A wob 57

—

3 2 2A4e BeE SR A BECRI A4t 53] 9877 9 Anjs sS4
2 A7 2 AMES FIEE 1930d el B s $17] A A Al (Healthcare Risk
Control System)& EUFTFOEHN SARRIA, 9171 4 4 #e] &5 dE&7|Ho= 99&
st wmp o Qlok 1990d el Bilow7]e 7Y BAH| 2~ (Health  Technology
Assessment Information Service, HTAIS) 755 &8l & F3<] Hyomr|se] o
3 QhdA, rEAd B v EIel B3 ARE ATt 7o Mgl rho) 90
o Toll= AHRQZHE A 7|9k F Al (Evidence-based Practice Center)® A]74%7]
L gom ATt 18k o4 RIAVITE T5E ] A7I%E Stk ECRIE= K
Aoz 7)etdy Bste] Sty 47 =2 107H4] EAl(top ten  health
technology hazards)E& A743ste] F3xstal tk SARPA FAAME o|57]7] &2 ]
o} AAIR <k JAE At Algshs taEA el Al & 5 gl

2 AedAE o] w7bE AlE FAloR SERE ESIL 1 A FE
O H AW AP ofAe} o] A, AbAAG ol el ARzt gk ok A
E3t A5e] Aol o= Qlate] Hilelmebd ofAle] M, oA A4 9 i pAd =
£ U3 FE= vasly] ofeE fo] o

N

4.1.2. A=

(1) “7193F= Z2/(An organization with a memory)’(2000)
B BRI = a7iRAYgEAA dolM PAEAIE =olgt Hxe] gAHo
T 9 Bas 200060 27 ‘An organization with a memory ©|th H 1A =
F=r NHS®| B gl JH A|=gls Fejr daddo|nle EebdsiA|nt sotu i Q=
A7ret Aufi(serious failure)ol] ¥t #&S FAR AAsta k. o= @ wd o=
71719} #AEE YJajrao R ok 4008o] =AY A7te BaK(seriously injured)S @t
th= 2, @ °F 10000 Abgo] of=d wug Azeh 574
reaction)= AR 3, @ oF 1150 e] Algo] aptat st HAR AN AE
W2 Ao ok A, @ oF 28000719 WY 4 WE R A aFAEe] AHoR
=

AZAAGE A, © o129l Hnow g ad

_—

rsﬂ

N

o)
oo
ol
>,
N
N
o,
T
)
ofo
g
3
s
0
Q
=>
o}
w
(@)

10) https://www.ecri.org/About/Pages/history.aspx
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o] gjetrlo] gfont od=2 ofx] Agul whAlgkal AHstar itk o= AlEE o]&
3 FAsEE G5 NHS #He ol sk skxtell Al a7t == flal A = 4
A dhe] oF 10%, oF &kl detttar AT o] wiite] BAshs UL
S7IRte R oF 20959 H|Eo] AEH =t ol 2FHA Ao Ao 7|EF A
A= b8 2pA$E FA o] tDH, 2000).

ole} o] A X == A7tk Auje] WAy XEOﬂ Hale] T o2 FAlE, I3 Akks
o] HHEE|A] WAYslaL Utk Zo®, ol dhi AISE Ao Al wFS dojof FHthe
lessons must be learned) o= E-atal o]F AHdsHA] Ealal &S =edle Aol

th 53] datelge] wAlE Uit NHS #xpso] o] &3t

;

N

B9k

A7 Ao S efEel} Yok WS WA 3 A Aol
R 5 Gk et ool 49 Aza el 0918 AAe] A9 dolA
A, AEHow Foglel BE 9T aige] dAslel tehbs Ao AFgt,
W ANele] A waE 2%11 e ek e %aa QI aglo] glo.

Aar Bl ol Qe 7|uks 7 {%lﬁﬁil?*‘ﬂ Hj-9-31 o] & FE AE o
atazt akglar, Al P HEo] Ao EFE Y] wEa ool gk Sk 1E]al d<F
o] AAl ol wdd  drF Sy w3kE WsE As AFeith gkl 2lod
A M Fa3 S 2 F3Horganizational culture)o]™ GE ®Hau AAe 7 U=
TS AAshs ok EeKsafety culture) 7} 229 A= AI717] $18F Ao s

i)
v
]
ol
o
>,
o,
fol
A
X
e
-
%0,
k1
2
2
=
fru
it}
o
27
et
N
N,
ok
4
%0,
rlr
22
!
Y
)

T3 A4 ¥ EHDH, 2000).

=0 ARy B sedos w97 A NHS= w82 A9 % 7|[ddz &

7]
Aol gl RuAA, A AR 24 A, 9 @A BE % 5 24 5 A
da el AAE wob nurk ERHA wa Azgo
o

a
T4 Y e At A 5493} ool it e RMN S

_21_



H
[l
1o
1]
N
>
r2
r
lo

I AT elARRE et ol

O — =

9 85 AN Ae o] Bl Hoj Aujebal & 5 gtk

o] Hilxox thE Hzlels P oAl NHSelA wHAllsh= Alzhetr Ao f37)
Tejar o] 2 QR S st 7 skeE Aol Elar o] A

A
9l %58 sk o BEHE 24 Fohad AN Zolth Folutt 7]

=
k1

o] HuAE g HAX Chief Medical Officer’} FEdh= Q93]S Sa) =94
Atk ofoll Fofgl QYo EE A s U] % 7|Holdded ou5HE AR, AY
nEAzA ogudd Ay HEVL YE8AluEIASAHD, NHSS| primary care

=

trust, SEAREL B4 SR Sol Felsigith EH mAR L wA slwe] AR

(2) ‘FAE 9k 1o} bk NHS WHE7](Building a safer NHS for patients)’(2001)
B BARE Vs 24 olojA ‘gAkE 93 By bdg NHS whe7]
(Building a safer NHS for patients) & ®ZFFATHDH, 2001). ©] &2 F-A12)0] |
AlE bt o] iAo #e A ol B B3R5 TAoE ARE Alwshkes A
oltt. A AAIACoR nxEI e FAREH digh I, o

b
Fa Q=

il
o,
1,
ol
ol
N
Ao
o,
-
A

oz e Bl ffsf Abdel i Bal Tefal e

gto] @of Avlstal ol& Edi® = NHSO| A8 = e ks Talow 7]&st

Lo

12
=
i
filo
(S
r
fr

ul
2
=

HARE ARk # Al RE ARE 77, sk A2 AAe] s =
etk AAE O NHS W 18l ARd(adverse events)¥ A A(near misses)?l|
gk Aol @ el AP fAF A 2ARE 919 A4 HlolE(minimum data)E &4
3}, @ FF3te Ha A2 g @ FELAEA(root cause analysis) AE7F S, ©
oA} 7= eAbd RuAARTE s AR(E717], ofAl 8, aFAE] Bl
o on] I Q| Wste] Ha)

o
=
NHS 7)3 ) 23 58 2 49k 42 Ewshs Zlolrk

11) Medical Defence Union Ltd
12) Implementing an organization with a memory
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H 1. 0|=2 39 sHAteld a2 7|2
7|23 =27t e
Agency for Healthcare Research and SIXIOHE 2|0 CHSH ZESL ols|et 9|2
Quality 0= | MH|& BHEg & 2dst= QAR Cfs
(AHRQ) a
o A QIS 022 S

Institute for Healthcare Improvement ;l? A‘|H|—O1LA'| L= dot= QTE o E?'I-jl

0= | fIg Mojut & s A7 A (A 2HH

(IHI)

S
Aoz Az A B4)

Institute for Safe Medication Practices E! A= T2 X} Y EAKIS 9F AlE 7|
(ISMP) S2 dgelH e 22 2Rz 3
Joint Commission on the Accreditation i o) o " o =
. 02 Lf 8, QY A|ME9 7152 ‘o=
of Healthcare Organizations o= oll_j §EX|-&H A _—|LO§ %lai |ng|oEeE =
— —_ - = — = =/
(JCAHO)
QFXHEF olF WP F=QXtofA Ldst= At

Australisan Patient Safety Foundation

ie} o=

Z0o|= 7S 2HE, U 7|

A= 5 =2l 9At

ot
al

E
(APSF) A oz BAREC %.*EIS ol ZAretH
o

= EAIZ|AR

=
Z*] : DH, Building a safer NHS for patients, 2001

g

Agency)& R AHste] OFR I3 TS HAATIAL FAAS AT
L= g o] NHS 7]+, NHS 29 2 3z} 5
o 2XE 93 Aol B3 ARE sty BAse o IuUle] ¥ 7|BogRE o

B} obdl wel gnE 4 Jshe o, wEL dm o]-a— AR Y AN o) e A

S HEARPA 777} Fdalorsts Lol ATHDH, 2001).
NHS ytof] Tﬂf?} A B ATE geke AR NS A AXEIe A ¢

75 7159 =Y ]% ANAste 712 22T N2 2o des Bm3F] o] &y}
Ae Eolok sk Ae Axsielh £A7F FHslAoF & AdGiskel taid= 77t
A& iHregular pattern) 0.2 YHAIER= 1S olalsl 4= glthd o2 AWdle] 3z}
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2, @) 2005374 A wkek }% ] 9leJA] A7)
WX o] H|Zzg2] HAlolL ARy #dS o] L3 =}

oSlolE 91 7hast BA P4 915 wbrolol @ B4 @ WE, 38 @ AR
;}71 NHS o] A48 o]%;} ordl 1, A5

N
N
AV
__>|’J_'4‘
IS
ot
N,
LA
do
i)
)
il
@
r-\u:
O

A (disaster) & E} o AFNEEo|L; o]Fold & Qs BR S’Jr T8 5 ATA
o 2 HE 2 AA xde] BadtE ZE=ATKDH, 2001)

(3) 71t

BARE 5U3 A5 HuME Fekobd(medication safety)¥) ##sle] Hez vt
a7 = TDH, 2004). o= Fofnt #ast o /7t #xEo] 7MY &8 Adshe
3l Alol7] wWjFol7|= Flt}l =2 E3] 7l (general practitioner, GP)E tiAto.
= b= AW A A, oFms E% ookE ARE el 3 AE AlE AAE AR T
slol] & o]folxaL glow o= HT ol FEe
NICESl| A=} 9= A2 E gRlert. Ay WA 9 Hoky} dedste] dnkofo
o|27|7HA AAME AR AlE 5 TR i Au|2Tt o] FolX = W82 F-=ol (b
27N A K=

HuAAL] ARl F= FHEARPAZIE 20069l ‘Building a  memory:
preventing harm, reducing risks and improving patient safety’ S H.A & 27FFITH
(NPSA, 2005). 18]aL o]olx] 20061 doll+ ‘b A d(Safety First)' < EfolE= gz}, 9
FoEx B BRAsAEAE 93 RuAld ilele Aow SARREES 913 AE5A
¢l =33} Bal Teal NHS AAE Fedlurhls g AL 33eksitDH, 2006).
o] IgollA =t HHAF-E= A I} #dske] National Audit Office?] 3], A4 7]
T9E TRk Fe] 3 ke w18l WHO 5 =A17)79ke] &
2, @ il A7 NHS W vhdd olalfdababe] Fhel gk o]Eoljll= =29 &

Te Pt

N

Lo

13) high risk procedure
14) A report for patients, clinicians and healthcare managers

_24_



2
-
N
B

2006704 el A Brlejaekdy Rk v|dow AN Vd 2 VT v
3 29k 2k el Aol didelhs 7R SRrledrblT ae]an el
A7)l o|27174A] thFt =20 EFH o] ATHDH, 2006).

7|z Jepe”
) ) . O| BIRIOIAX BEALS o8l A2l
National Patient Safety NHSS| eraterd &ds sl =8
Agency - NRLS(National Reporting and Learning System)& O|&23}0| ZtX}
(NPSA) OIF AfE BN O|2HE WES Y= BXN 23 FT
National Clinical
Assessment Service |+ NHS L{| QJA} B! X|OtO|ALS| Q|2 d Q| HWIIt HE|E Lo M=
(NCAS)
National Institute for
Heath and S0 |- 21z s 2 9 oy, XIZS 21 2718 XA TS 9ol Y
(NICE)

Healthcare Commission | - |Z9| & &AM NHS ! E& o|27|20| o|gale| HIIE s dEE

Monitor . o N
oz HEsS 2T
Medicines and ColofE-elmY|7|ef Y, Red ElE fIT A 7|2
Healthcare products olotZ HXIQ o ey BRI = .
. e il =0 st 2o 2 oty
Regulatory Agency —|—|E T/o —|E7|7| o TTo OO" Hon_ L= x-”7:”2 |-|_
(MHRA) Sto] ZEjgtozM oz HE e E2
NHS Litigation “NHSE g2z st= 2lz 250 ti3st7| flsty 48 E
Authority - A50| /2K REE 2O U DFS IYSD Tl
. ozt B FYE {50 2= = A 7|2
Health Foundation N ° o = N
ALY oMY W M Y SHIZ oJF WY IS SHo= @

41.3. SF

(1) ZF3APd A (Australian Patient Safety Foundation, APSF)
S TRARPA A v G724 AFTE FAIAQD JEE §1] o]l 19834
upF el B AlalE EUHHSHE A7 FE AE EUE sho] 7|FEA AY

15) 75 E35 AIMS-AnaesthesiaZt 7H &+
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2, oist 2 B g HET), 2 =AHA FEF
He 7EAA H 30k

SFSARRPAAGS Alard A #E] A Al (Advanced  Incident Management System,
AIMS) AZESoIZ 7H 1ste] o 57|13 WellA] dAsh= flsfdl digh &7 2 AR+
A A4S Adstar ok @2 FollA] o] ZEIHS o]gskal low oleldt ERE

Frshs SHATAHIRFAE Folakn k. olslolw FFsxjekd
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T http://www.apsf.net.au/constitution.php).

SFARPAAGe] AR} G5 Ho3)(counci)E E3 HE|EEH 919 AR
AAE 31 FellA o7 B 3k o43] v 3lelo] A&l A Yelsle= Ad 3%
(president), A<t 9% (chairman), 5-3]7H(vice president), L¥F 3L F oA}, LWk3]Y
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The Victorian patient safety system

Ausiralian Commission
on Safety and Cuality in Feports (a) - Minister for Heakh -
Health Care -

Y

29 A

Clinical Risk Management
Reference Group

|—Ad\lises—

Victorian Quality Council

» Victorian Managed
Insurance Awthority

AlvEes

L‘Senremnar —

il m and e

_MVSPSJ

Wictorian Consulative
Council on Obstetric
and Fasdatric Mortalty
and Morbidity

SONES

b

farm and repor

> Wictorian Consultative
Sarvice provider relationship s— EEN“;:}TicDe!sm marn S ored ariat Council on Anaesthetic  f—]

hﬁ:lty and reporting =] Mortality and Morbidity
F

r

Solaborates

Fublic heakh services

¢ | i
3 Departrment of Hueman

Services
Legal Services Linit

¥

a

Victorian Surgical
‘Consultative Council

Ardvises -

-

(—EYREY

0l puie wuiogu)

» Australian Councilon | | I
.| Heakhcare Standards
State Coroners Office

Health and Medical
Advisory Committee

State Coroner's Dffice
Cinic al Lialson Sarvice

Y

Advises:

Note

(&): The Australian Commission on Safety and Quality in Health Care reports to all Health
ministers. This Figure demonstrates the relationships in the Victorian context.
Sowrce: Victorian Auditor-General's Office.

a1, 2F 2 E2(ofF et A A

4.1.4. O|=

(1) ECRI®] 94} 2 &

ECRI 4 1970ddel] S54olA F2 ARHE 5 Asai7]
Z37F gl 717100 el 4-8-E7Hunacceptable) 488 WaE AFES T4
m71719 #YE Exshks 7|HogA AFEQA ECRIS 8871 dAE 7x=
H= FDAZE 45 71719] A1 B55 243 212 ECRI 9
FaSIATE o]& wigow or7|7e EAIF Sl #ele] FeAs 7Id AEQ]
Health DevicesE &l 872 w=ol&2 W - ShrFlo2X 7o 9T o% 5§

S AA FAHLemner, 2008; Keller, 2012).
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E 3. ECRI MA Top 10 Technology Hazards (2010-2014)
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SUUNBLZNER | yugoz an 2k
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g i (] i (] T oo
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radiation therapy
" " NCHEEARM717) 3 CT
ngFeriz on 5o | wsrwz aw 52 | REEANNINY | o us
2 L5 L Q& tZ 413 Y 218 9
gi}(l)s;gn pump medication ]elgtz)srlgn pump medication Exposure hazards from Alarm hazards Alarm hazards
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A0TSR CT A | YA oty S SAH | AsFY7(2 % B | WA Z22 A% aX
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Aot A 7|09 QT LT C C
A0|. Xi_gl_“ ngo Tﬁg‘.’_} XH ZIS)‘l' Hl’EE<|7|Ef XH‘,’ ‘7|:'A|'7| H%EE&'”H’M’Q AAQ AEH0|EE1 )\}—|
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Development/Event

2000 Chief Medical Officer Sir Liam Donaldson published An organisation with a memory (OWAM).*
This report set out proposals for improving patient safety in the NHS
2001 Death of Wayne Jowett from a medication error — high profile investigation and police prosecution
2001 National Patient Safety Agency (NPSA) set up and the National Reporting and Learning System
(NRLS) developed to capture all adverse events reported in the NHS in England and Wales
2001 Dr Foster Good Hospital Guide published in national newspaper
2001 Mandatory reporting by hospitals of MRSA; 2009 public access to full data
2002 National patient and staff surveys start — with questions about patient safety
2004 Safer Patients Initiative starts in four, then 24, acute hospitals across the UK, working with experts from
the Institute for Healthcare Improvement (THI) in the USA. Aimed at driving system-wide changes to
improve patient safety
2004 Safety is first priority in government national standards for NHS - the basis for inspections by the
Healthcare Commission
2004-07 Healthcare Commission conducts 14 investigations into hospital failures including Northwick Park and
Cornwall Partnership Trust
2005 Stoke Mandeville Hospital failure investigated
2006 Chief Medical Officer says “The pace of change is too slow’
2007 Maidstone and Tunbridge Wells Hospital failure investigated
Z2] : The Health Foundation, The measurement and monitoring of safety, 2013
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. J Korean Acad Nurs. 2012;42(4):568-78.
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= &2y X|(Allergy/Hayfever)
= 0{210| A, m|E Z2|(Child Health/Child Skincare)
= Add O 22|(Dry Skin)
» 7t%F A=l (Family Planning)
= QM (Pregnancy)
= 20t =8 (Infant Feeding)
|&l 8l Zt7|(Cough & Colds)

B2 A (Cystitis)
= M AH(Diarrhoea)
» ot &= Zt2|(Ear and Eye Care)
= 22 K X|(First Aid)
» 34 Rl ZS(Topical Fungal Infections)

[ ]
d

= BiH|(Constipation)
» DEHIE E= 1) (Hair & Scalp)
H|(Pain Relief)

Pl

2Ot E™MZE(Sleep & Insomnia)
(Stop Smoking)

= X|& Zt2|(Weight Management)

= 2F2 AlE(Herbal Remedies)

= H|E}TI, O/l 2 (Vitamins, Minerals)

s
» D& Ol HEE(Headache & Migraine)
» 24 EZ 2l5K(Topical Pain Relief)
= HEIL]|(Head Lice)
= EMal Bl At E2k(Heartburn & Indigestion)
= M HZH(Heart Health)
= ojdl 4Z(Holiday Healthcare)
*» /& % = E(Stomach Pain & Cramps)
= 127 22|, &= ZXI(Mouth Care, Cold Sores)
=M
=

29) Rosanne Please, Liz Platts, Richard Thomas, Lesley Johnson. Counterintelligence Plus; 2011
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Guide for Pharmacists, 34 edn., Lambeth High Street, London: RPSGB.
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URL: http://psnc.org.uk/wp—content/uploads/2013/06/NMS-service-spec-Aug-2013-changes_FINAL.pdf (B2 2013/12/30)

_55_



H
[l
1o
1]
N
>
r2
r
lo

|M| Mot ofAREY

A
o
—
9]}
-
o
4

St FR H2i|8I|E ok

1. 2|2 L4H|AH(EA}) BHUAM2 2H2d=)|= oA

SEuetel A S8 AHIZKEA)) FHe] BACEY]E AT FE ANGAE F
Aoz tFojxa vk v WA 2= At A AT, A EN 2, 9
SAHAIAD Fo] Stk ey olejg WA= Rien ] PHEAl AA] %
ol ghold] d= Flo] ofyel, olgH], 8AIEe} 22 A=A LAl 3ol vt
o]z Qo] WHLA7L thdatar Mt Hilolurle A ] PAEA tiaA= thol
AR el gl Aol

ool wral g2, 24 ol Wi AnA FA ek dE A AL 2HE Skl
Matazt gk 2pael] g RPAEAE JFA o= thEaL 9lom, hdel tigh o
AMFE] ARFRAZA] SEetal ol vldE] SRRl e AR 2] FARE o
S 9% gEdeY A de ey 2 A
A HTAE FaE wgstal, #AS Aldshs o
A, & e HgA, e R HEE 58 e dHsie] B} okt &)
olFold & AxF Fwatal vk AAANE G &HAGA] o)X (ofo] L)
EwstA aulsta Qlow, H Fak ~naw old nAHA 7 F48 Frtshd

=

18 FAgol WA TFsye] wobd BAUANE

facs

-
op, M
(o,
o
=
o
o
t
1
>
>,
o
=
1o
o

sk gl
epalanl ARkl BEEe BARSAE 011 EeiEe] A WEFATTE 20000

AL Wolalrk, o] FARZAE 010 AIF AP AS oY mEaolA 24, e

WY AR AAA. AAATE FololXel BABHEE A A A8 ol
FolAEA), 5% 7t AHon BEah=A, 44 ) ANt AFe )%
g zuelx x5S 7). AAAT BARY A9 B4 A a7, 24,

1=
=
Aol HiE 718 O] ARES Tekshs ARk AEE Adwh A, P48
."



I
Ju

7+ 2
2013 129 A AnRpaA 7y g A3E] ehr] FARE ol EEI]
s [e3

H

PN
I A

2

RIS R

l bl F SAREAE wE
F ASE W 1A% gtk WE ol SauEA L AAE aneAEt e,

28-S dished g9E Hole FoR HAth o]t Azt FAe e

[AHEL 1] SR ARl ARE SR8 FAHA A%

Sk |2 M| 29 s A Al 2~ B (Consumer  Injury Surveillance System, CISS)ell
A A A FAEAS el QM EF Aol 3 WHlE dAAE B8
B o FARgo] wAgE AH|AE Az HaEEo] AAlY 1070 W - o

ZAL g Ay 57 oA GAH &R ARl FAE ookas A
Wshal e Zlo® wreRivh ShmAH|xbdS 20139 39, AHRREHFO RS W)

ujAtEo] A AALE e u AU AH AT AFEEA oFEIA] HhEA]

)
[u—
—
=
o,
19
o
=
ot
r o
P2
BN

A5 4zkdlel A AAlstal, sV T Ee BaellA

AAHE S AAs e, Y ookEs AH SRR ARSSH §A B Sl

et W8] hdAd AEke v dAol vl =3 B EA]
& =

1=}
o}
Ao F8l mTHelA A AE FAHA Aol FFolE FtebdA 10971

(A1 2] FSFE= Q1% APE € F-3E Al 71
L

Pohrgre wlgEH o] oh J)TE R BHe| wdoln FEedelw B, gobs

_57_



wﬁ%6_:
X T
zﬂﬂkﬁw o =
tETM7g zo]
,l,olmAZoo #o;wm
o ® = € o
wm T T o T < mc =
qwmqum w % mmnw%g
mmurﬂiﬂ »T%ﬂ a_ox_x@raﬂﬁ
}a%g) @Ez ﬂgﬂﬁ_ﬁm}ﬂ = o
~ ‘I_l,l_lEO OO,@IL —_— ]rwﬂ‘rlxl.ﬂ_l X
IEE 3 e i FEo2) = 4
ST Ak S S LEx el 5 T i
iﬂ_;m.r_.:Tﬂrm wm_mi ﬂﬂMﬂMﬂwM%oW E.o» ﬂLE_,oE&o_M@
Mﬂ_éEﬂ A@E d.WAwﬁxmLﬂ ﬂ%m _Zfﬂrmoﬂmaﬁﬁuﬂﬂ@
e O s % T o ST R =55 P W
,Irw,._. o\% ME,LILI o 5 o_ﬁL R —_
mﬂ@%}% o = il%.%ﬁox TS w0 M}ﬂﬂwm«
AEP,EA% ,mo__oq o 2 ﬂduﬂﬁ = o ﬂ%u7@ﬂo1ﬂrﬂ
g mR B ﬂﬁ% Luxﬁ z Eﬂg%%x
_oZ <0 T Nﬁﬂu‘_%_ﬁ WONFC#E‘WCWHUW o mw,lrﬂﬂeﬁl‘._ﬂldm‘_&o
Ho@.mocﬁ TR lﬂvﬂmo@% w dx}leﬂJ
%4? ll@ }oOﬁ ) = W Mmﬂxéw on
ﬁ%ﬂ:% Mwmﬂ Wa,.%%ﬂﬂﬂ i oﬂ_ﬂ@@ﬂ%@xw
~ 0 3 —
W%%%# B do B ﬂa%%ﬁhwg%uﬂ%ﬂ _Qx__ﬂoﬂz%o
A o o= N a@w}ﬁ}oLﬂ = G Too
= o o J)] < ] 3 5 Gamay T m < ol £) s N w
Lﬂ_ﬁ@i%% KK Q%iﬂg%ﬂdgg ﬂﬂﬂ%@%%%
oLmﬁo_ Q — T 9A1r wzlaﬁﬁmﬂﬁﬁ H.%Lmo@ iy
— 2L ogo} Vdv.mﬁ7 X R qlﬁxﬂkdié
L ! e i = ® il 2w B E G
iu&or&uﬂ dwmyz iw]q%ﬂrm]MAiszegi] n_rmm]MuHT EAAE
m1nﬂ1 T ] 3 E;MT;;;? mmﬁwmeaﬁ
%nﬂi 2 &% Effgjégiow; qwﬂwnggo
moa}w ar.og@oi ﬁwﬂaﬂ_mggﬂﬂy% mﬂrm;%ﬁﬂo_f
gl . T N\ 5 <) < ) < of W ol %O o < m_v.]_ o 2k &o 1dr|
oF Ay - Y ol AR Po &I Y i o= ~ o B = R e —_ KO Y A ECIS ey
ATﬁLZMwwaﬁ | AT%_?HTAXEP ._onynﬂmuro %
S ﬂ11@o%zm i M M_J\mo o H:ﬂmgﬁl
A =t T E oo e LI B ool g 2w 0 = B O
Tm,xue],_ul;% muﬁ)oLLL_uﬂL@ﬂ Lmﬂwe ﬂT;o
W ; ) THE D ™ vooﬁ
%zzwm ﬂ@.miﬂk%ﬁmAM Nrﬂatwom__d%%
_ .t A ;oZ,lA ,tb HE ,M 5
iy mmmewaw%fgvz L E W B
%MMWETﬁe7ﬁ&EF 7% ET%E‘,WWQEMW_AE
I~ T ,JI!% dly I 7.
<$mnw%ﬂxﬁ ﬁmwn%gﬁm
zﬁmom%MTar.ﬂ%ﬁQﬂoﬂ;LL
2O_Eo%%am11§£ﬁ§
]Z_ZM_] f 8
e iﬁx%.zm
l%@.ﬁ%ﬂ]
_,%;ou_so]o
Nrm%
SR

CIPNR S
TR

i

0]
pud

-

TC -

{EIEIPNS

- 58 -

A

Jndeo] SlmpE
/\}]\q qu'ﬂ-}ﬂ QA]_



Sl
Jh

A= AR Adrgo] A8

ZEg APgo] = ATE Afstae SRl e S
Al A Trohs RIS & dols ke MR WY ToE AR &
=

At B4 REAA e Aehe

stomy FUARS HFEeE Weko] Hholw
H

vl TH2013. 6. 24, 1435 <99 o8

_59_



H
[l
1o
1]
N
>
r2
r
lo

_,_
o

M MEn ofARAY ot A7

0

AAR Juaupt e BiidRT)E b SHdA e 7L FOQIAE AR
7] S1ste] Y AAS Fal] oA S s ®okrh

AEIellA 7Rl SNSE ol-gato] BRRla} 453t SNS&= 7HQl, e, AL
AE VEAAR gefets ARB|HAT AuzaR AP T olehe 5S4
7] wWEol] ojwa mjA| T} o]groll thEk ShAk=s) whel s ole] wedt Ashyg
gk oopel AR, AA|, ARt 5 AREIRRe] Al gk o]t SNSE SEl &
w3l QAek35)

dlelelellA] Arg FEstal £A4ehs WS who]d(mining)olet dh=dl, SNS9F 2
& Y BlEolH A AH F5& - BANHE A VAR vE F dth 3, gl
Ento](text mining)S Q1ZFo] Aolm 222l WY ElXnEA AdojAe]7]&s o8

sfo] 8% ARE FES, AN e}, BR Fe 248, 2ok 5 Adelge)

>~
lo
Lo

St

[

J

i, ] -2 (network analytlcs) o HES A AAFxe) JdAUEE FA45ke] ofH
HAZ] 7} oE B2E F8l HAIpr) s=A, Tl s vE ¢ AsAE Fetehe
A0]T}36)

%) BRI ESALON). THLY NASE st AMolClo] B4 sl FeBY HMFE wol

36) SEfTI012. 11). “EAEX| yHlo|Ee] e28M &8 woV T2ASXZH, A M1935, staEHAls|d7



4o
Jh

E 3. HolgE Z|gte=z st olo|H(mining)” | &
7= e
_ CHEato| L £ A= | 748k X Eo| 028} MHE
R E |_
(Data MiNing) | _ 10| aapha(antmyel, SAMD)S Torslo] o|ARRO| M8
arcopopy |- NEOIZ PAE MY dAE COEN Y E2 BAS FE0
SEEM0ls g
(Text Mining) | \jar=o] metete Q10j2 ol & Q= XHRO{XE| 7|20 7|5t
amoly | - QELINOIN STE BEE dojgnjo/doR 2ase
Web Ming | - EHED0| iz $§E1|0|E1 2E0IO|L(AIO|E LX), BEOt0|Y
e Ini -
9 (AF2A} O|2EE) S0z H2g}
AM0M0|Y | - AMOICIOf0] SEFRE T ABKIE S| AHKF S2 I T W
(Social Mining) | - OIS, EHIE, 2|MX| S2| CiY 20f =&
_ARIEC| HETHEIS ofX517| bl ARRIK HEI MRS ME7|7|(HCE,
saoto|y GPS, CCTV)E5) 241
(Reality Mining) | - SCHE £ DU 7|7|SS Ssf SN SAshs oI7kpA| 9 WETHE
2
T
=7 SRS AZ AT
B AT o) anal ZH A ojma wAaen|e obdo] i oAzt x|
2 ©Ea] 9ako] SNSEAS 2=8)ak9Irkan
37) 2 AFo|Me| SNSEME ‘HAHoZ oMol ZUEZE I ZI|ZAEAIAH S st ZEINE(NECA,
2013)0lM =35t SNSEAM T =2 XI2E A28



- 20127.1.58H 2013.6.30.7t%| 1497t ‘ol BEEE 'S|2 A7 ZEEl 2EE =Tt =
23 U BOI2N2 S50 49l U0 T 2SI BHES o147 2 7UCE M
> Uoh(+E), A/ S A= EE, thop W stolst

A S22, ZHH AlAIE SNS SUA 3 E2{(CrowlenE AMESHY +E
2 EI[f&7| 7k 2010, 6.1 ~ 2013. 8. 31 (31 3742)

4 GIo| & 47

« Buzz2 24
o T buzz24l/ MEE buzzE A

SEEEE

|
JiiL]
wn
Z
%)
i
1>
nx
Ral
o
0 o
it

SNSEAE fleid 8 QIEYl 2] d2araek 527, AFUE, SNS, 23 3

=21 HoHER], ttg E23

FRLUIE| : WO FHE|, Yo X|AlQl C+e 7HH, ChS ofmat
FA O KA, OHS KA

SNS : ERQIH (XEL|E M o =8 A%
B2A 8 ozadE Fa 2IHU ME

- HEOIAL (http://www.docdocdoc.co.kr/news/)

- dAZM (http://health.chosun.com/)

- O|C|ZEFY =(http://www.medicaltimes.com/Users3/index.html)
- M|C]mtLt(http://www.medipana.com/main/main.asp)

- Ol 2|0 C|(http://www.dailymedi.com/)

159 O/F Y85t +7)

ne

_62_



g QEYlolehs B4 SNSE B3l HE il

Aske Anw e|manl wele] ebdols HiFe] Aol
=3 L]

= 5

] ARE o= =9
2fAl 155
2t o1
arAl 301
N 24
INEImESES
[Huds EIPNI=PNE=1 32 84> 3
oA E 191
ANHUEsE 25
NEmESES 66
HALE L = 7|7 EIjEEH EEES 27 7 22
HEA 356
MAEEEA 62 e ¥
R 30
SEZvE|ZE 68
ve|ZE 20 346 9
2|=El 163
de|zg 65
o2 IA(F) = ——7‘1—|E}7'|| 90
= —
itw e 128 16
NS 237 1
NETE 84 21
oy 326
=
= > 358 8
R[gro[4] 98 18
THFO|Al 24 37
N X|Ets ol 159
X| E-,!'X'”}IE thqlﬁ%E 30 189 12

_63_



o 27|20t o MAD} ofAlEN diob o1
TR+ 28
2drs E7|M= 110 161 14
Xp7FRI ]| 23
otHE= 261
QIHBHEAE 24
tHB S 72
ot 33
ot 328
~ o hea b =1
Yotz oporxs 1684 2,690 1
Yot HAE 54
et 22
A e 44
Has 39
e[| QFOF 42
22 62
A A 27
oA lA g 68
2AE ISEEY: 89 325 10
A2 54
s+ 25
S HOE 42
SHx| 28
TERE OF=|H| 37 371 7
A0k 65
DERE 199
TIE A 94 19
WHETE 22 47 7
gy 25
HH L[| A5 56 24
A= 35 30
™A ()= Yo =A s 25 36
AN 193
s 67
ERTEES 63 373 6
agy 45
HYE 169 13
jmEs] 267
mESPNE=] 36
E5U5E 23 >3l 4
N X|ofm A 185
Al N 121 17
A7 Y2 20 39
ol=Zate 882 2
X|opA S 41 28

_64_



Sl
Jh

OfM 33 31

N oH7tE g4 30 34
SHOFX| 31 33

LFEY 26 35

7|EN(=m)= LI ESES 68 23
oo 23 38

HLI7|sAE 91 20

H|E}DI 33 31

7|Efo|At= AHZ0|E 141 15
MEK| 36 29

| QIoF 20 39

oleld Wror EEE wiem qhdolsrt ouaHAbEe] Akl = b
A7l A= ool s o Utk dEulelgl= wiAle] FAH o= s

ASel #2 o HsE 7Fsdol dew, 7184 #Fal, 748, M)

_65_



fellA &=

(o3
=

]

s

<

FAt Zh oA A7)

S

R

=
T

1 1) sted 371 3

3

P=AE sto}

U3

olo

jace]

A,

,.mo

¥ dolHE

A

ko3
T

fiet. ol

S

FAT. A HlaL

S

AR, FAAPdS vl

AT

o]

Ir

bl

zr
I

|

ﬁ UNINAN Crawler y

_f_.

1 TEEE
chosun.con

o im Cfaet

o CYWORLD

221

NAVER

=)
FA71 o

S

o

Asro] 7t A T A

gk

o

il

=N
=

oo} g 7Ab

0
o

o] A%

AT

S

1 B B2

5ol

2145

=
=

_66_



Hr
1

o Negative

37.9%

# 2Ll

=21

14931 ® 63.4%

62.1%

0
w
=t
]
e
e

36.6%

37.9% -8,618 &

-20310 ®

3500

3000

2000

1500

1000

500

B0ETOZ
LOETOZ
S0ETOE
SOETOZ
FOETOZ
EDETOZ
COETOE
TOETOZ
212102
T1Z1me
OTZT0E
GOZTOZ
B0ZT0Z
fO0ET0E
QOZT0E
SO0ZT0Z
FOZT0Z
E0ZT0Z
202108
02102
ZTTI0Z
TIT0Z
OTTT0E
GOTTOZ
BO0TTOL
LOTTOZ
SOTT0E
SOTT0Z
FOTTOZ
E0TTOZ
Z0TT0Z
ToTme
ZT0T0Z
TIoT0Z
OT0T0E
GOOTOZ
200102
L00T0Z
Q00T0E

A

7‘._1

L4 g4
==

i

x

1=

_67_



ol
- G 80£107
a oF
s i L0£T07
ﬂ_ﬁ 90£107
o S0ETOZ
- H
=4 ﬁ ro£T0zZ
su = £0ET0Z
myﬂ Z0ET07
. . ~ m. 10£107
ol HL
i w E = z1210%
i Ly S g i 112102
Ho - Hi
i ] o 50 012102
muﬂ m | 60ZTOE
.._._.._H p ] K- \—/ 802102
0
100 ol £0Z10%
By .z cortor
=il - ]
Ky a_.m. N d ¥0ZT0Z
s il -
=y 2 offl £0Z10Z
u a._m._oln & = zoz1oz
by
n_"_..__aﬁz. = = © 107107
< ol Z11t0z
o ol TI110Z
. all m._r
o K & Ell oT110Z
I i . 601107
LTS = o 80T10Z
u of = | L0102
il e = Tl
T = 901107
mnm_u Hi 501102
ol
7 o rOTT0Z
g .
) Yol £01107Z
il 0 zottoz
m M 101107
=
= 710107
o 110T0%
010102
wma 600107
=) 800T0%
™ £00T0Z
m 900102
b
= = = = = m
b= 2 2 a =

=—Ppsitive =—=MNegative

_68_



Yy
gyl

EARS

2014. 4. 21
Ol el 2t
St Ao RN

o
0
=
o
di
-

M2 R EHAZAT AU 27ROl

L

£Q ox 30
o> 2 o
|

o BtRBAARATYL Feolglo
ol 2Xoz AgSAL mojE 4
ct

HIOH S

| " " 93510
91788968"341106 |”m

ISBN 978-89-6834-110-6




	최종발간확정_NC13_016_안전의제_마감(20140619)
	isbn



