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Abstract

Objectives: The purpose of this study is to develop a case review form for detecting

adverse events through a medical records review in hospitalized patients in South

Korea,

Methods: To develop the case review form, several literatures were reviewed, first,

Through the clinical expert meeting, screening criteria were selected and case review

form was developed,

Result: The Korean version of case review form consisted of the review form—1 for
adverse event screening and form—2 for adverse event identification, The applied
methodology for the case review form is determined according to the previous stud—
ies., For example, the method used in the first stage review is nurse review, Fur—
thermore, the National Coordinating Council for Medication Errors Reporting and
Prevention index is used to categorize disability, and a scale of 1 to 6 was used in the

causation scores and preventability scores, respectively. Through the clinical expert

meeting, a total of 41 screening criteria were selected,

Conclusion: The Korean specific case review form was developed for detecting ad—

verse events in hospitalized patients, The results from this study can be used in a

large—scale study regarding the nationwide incidence of adverse events,
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Issues

methodology

Method used in the )
) ) Nurse review
first stage review

The adverse event need to meet the following three criteria:

1. Unintended injuries or complication,

Definition of adverse event

2. which resulted in temporary or permanent disability, prolongation of hospital stay or death,

3. which caused by medical management rather than the disease process

E: Temporary harm to the patient and required intervention

S|

Disability’ G Permanent patient harm
I

—
an

. Patient death

. Temporary harm to the patient and required an initial or prolonged hospital stay

: Intervention required to sustain life

Causation scores

D U e W N

. Virtually no evidence for management causation

. Slight—to—modest evidence for management causation)

: Management causation not likely, less than 50—50 but close call)
Management causation more likely than not, more than 50—50 but close call)
: Moderate/strong evidence for management causation)

. Virtually certain evidence for management causation)

Preventability scores

D Ul o W N

: Virtually no evidence for preventability

. Slight—to—modest evidence for preventability

. Preventability not likely, less than 50—50 but close call

. Preventability more likely than not, more than 50—50 but close call
. Moderate/strong evidence for preventability

: Virtually certain evidence for preventability
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Screening criteria Screening criteria based on previous studies, including Harvard Medical Study and Global Trigger
for the first review Tool
Timing of adverse event The 12 months preceding the index admission and the 12 months after the index admission
Sampling criteria All patients who were discharged from the hospital on a particular date
Excluding criteria Psychiatric patients
1. Related to diagnosis
2. Related to drug, fluid and blood
X 3. Related to patient care
Types of adverse events
4. Related to surgery and procedure
5. Related to infection
6. Other

# The National Coordinating Council for Medication Errors Reporting and Prevention index to categorize harm

Table 2, Result of clinical experts meeting for arranging screening criteria of first stage review

. o Expert Expert Expert Expert . .
Screening criteria A B c D Main action

1. The index admission was an unplanned admission related
9->9 T->7 9->9 5->7
to previous healthcare management

2. Length of index admission is over 30 days 77 8—>8 7->8 9->9

3. Unplanned readmission after discharge from index admission 9->9 6—>7 7—>8 5—>7

4. Time in ED greater than 6 hours 6—>2 2->2 4->1 5->1  Delete

5. Unplanned transfer to another acute care hospital 4—>4 6—>7 5->6 7->8

6. Inappropriate discharge to home 5->5 7->8 5->5 4->5 Ezg;izi;;;ﬁfe
7. Unplanned transfer from general care to a special care unit  9—>9 88 77 8—>8

8. Specialty consult 6—>6 T—>7 5->6 6->7

9. Cardiac or respiratory arrest, rapid response team 9->9 8—>8 5—>6 78

10, Unexpected death 9->9 8->8 8—>9 7->8

11. Healthcare—associated infection 9->9 8—>8 8—>9 9->9

12. Hospital—incurred patient injury 9->9 7—>7 8—>9 9->9

13. Development of neurological deficit not present on

admission 52 8-)8 4->1 7->3  Delete

14, Over—sedation/hypotension 9—>9 8—>8 6—>7 -7 gﬁ}ng with symp—
15, Restraint use 5->8 T—>7 5-)6 T->7

71 Quality Improvement In Health Care

16. Acute dialysis 77 8—>8 5—>6 9->9
17. In—unit procedure 7T—>2 6—>6 5—>4 3—4
18, Treatment for organ damage after an invasive procedure 5—>8 8—>8 6—>8 9->9
19. Acute myocardial infarction, cerebrovascular accident, or
66 7->8 7-)>8 7->7
pulmonary embolus during or after an invasive procedure
20. Transfusion or use of blood products 6—>6 7->8 7->8 6—>6
Focusing on only
21. Avil (pheniramine) or Benadryl (diphenhyrdramine) use 6—>6 8—>8 5->8 7—>?"  intramuscular or
intravenous route
22. Anti—emetic use 2—>2 6—>4 5—>6 3—>3  Delete
23. Abrupt medication stop 2—>7 8—>7 6—>7 4—>4
24, Antidotes use 9->9 78 6—>9 6-)7
25. Adverse drug reaction 9->9 8—>8 5->9 6—)6
26. Decrease of greater than 25% in hemoglobin or . R
) T—>7 8—>8 7->8 8—>8 Adding ‘baseline
hematocrit
27. Hypoglycemic Sx 8—>8 8—>8 5->8 77
28. Bleeding tendency 8—>8 7—>8 5->8 7->7
29. Rising BUN or serum creatine greater than 2 times
8—>8 T->7 5-)6 87
baseline
30, Clostridium difficile positive stool 6—>6 7—>8 7->9 8—>?
31. Post—op troponin level greater than 1.5ng/ml T=>7 7->8 5-)17 6—)6
32. Mechanical ventilation greater than 24 hours post—op 7—>7 77 6—>7 77
33. Unplanned return to the operating theatre 9->9 7->8 8—>9 8—>9
34. Unplanned removal, injury or repair of organ during
9->9 8-)8 6->9 T=>7
surgery
35, Intra—op epinephrine, norepinephrine, naloxone, or romazicon 18
) 8->8 7T—>7 5->6 6—>6  substituted with
romazicon . .
flumazenil
36. Unplanned change in procedure or surgery 8—>8 77 5—>8 67
37. Intubation/reintubation/BiPap in Post Anesthesia Care
. 717 7->8 7->9 7->7
Unit (PACU)
38. X—ray intra—op or in PACU 9->9 9->8 T->7 4—=>?"  Delete ‘intra—op’
39. Terbutaline use in obstetrics 6-)6 6—)6 57" 33
40, Oxytocic agents in obstetrics 7—>7 5->5 6—>7" 3-)3
41, Neonatal complications such as Five—minute Apgar score { 6, :
8->8 6->6 67 6->7
or complication of abortion, amniocentesis or labor and delivery
42, Documentation or correspondence indicating litigation,
o ) 99 8-)8 89 7->6
dissatisfaction
43, Any other undesirable outcomes not covered above 9->9 77 9->9 6—>5

% didn’ t evaluate
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