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JleKapcTBeHHOe 1eYeHme 3/10Ka4ecTBEHHbIX OnyxoJiei

Xvmuortepanus (ﬁ

(«Knaccruyeckne» LMTOCTaTUKK) ) g

fopmoHoTepanuAa

TapreTHble npenaparbl

buonmmyHoTtepanus

ConpoeodumenbHasa u
noddepxcusarowiaa mepanua*

*He f819emca npomusoonyxosessim
/ie4eHuUeMm, Ho 8s1uAem Ha Ucxo0 sie4YeHuUs



OUTOTOBNEHMUE
pacTBoOpa

e CobntogeHune npaBua aCENTUKU N aHTUCENTUKMN

* Mcnonb3oBaHuMe cpeacTs MHAMBUAYANbHOM
3aWMTbl M TaMUHAPHOTO WKada

* KOHTPO/Ib CPOKOB rogHOCTH

e CobntoageHne MHCTPYKLUMIM MO NPUTrOTOBAEHUIO
PacTBOPOB: 8b160p pacmeopumerns, e2o 0bvem,
peKkomeHOayuu npou3sooumesns rno
yMeHbWeHUo neHoobpa3oeaHus.
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OcnoyxHeHuA

* HemeaneHHble — B npouecce BBegeHuUA
* OTCpOYEeHHble — nocne 3aBepLlieHnA Kypca

* MlecTHble — NOKaNbHO B MecTe BBeAeHUA

* CuctemHble — 3dTparmBaklowine BeCb OpraHN3Im

Bpems- un A0303aBMCUMbIe peaKuuu:

- HaKornumesibHbIlU 3¢hchekm rnpenapamos rnaamuHsl;

- KyMynmueHasa KapOUuoMmMOKCUYHOCMb AHMPAUUKAUHOS;

- HelipOMOoKCUYHOCMb 2pYyrnbl MAKCAHOB,



OcnoxHeHuA
B NpoLecce

MHPY3UN

=" AHapUNaKTUYecKkune
peakuuu

" JKCTpaBa3aLunA
=" boneBon CMHAPOM

PaHHMe NpeABeCTHUKMU:
OLyLLEeHNA: «Kapa», «NPUInBa», 4aBNeHna B
rpyan, NOMOTa B KOHEYHOCTAX, Ntobble
HENPUATHbIE OLLYLLEHMNS B MECTE BEHEMYHKLNMU,
0CcObEeHHO: pacnupaHune, *KKeHue, 3ya.




LleHTpanbHble BeHbl —
«30/10TOM CTaHAAPT» !

B ycnoBMAX HEBO3MOXHOCTU MCNOb30BaHUA nopT-cuctem, PICC-
KaTeTepoB U T.A. — aZleKBaTHbIN BbIOOP nepudepmnyecKoro
COCYAUCTOro AOCTYNa, MMHUMU3UPYIOLLLMN PUCKU SKCTPaBa3aLUM.

ObecneyeHmne HaaeXHOM acenTU4ecKkom GUKcaumm Urnbl B MOPTeE
NN KybUTaNbHOro Katetepa Ha NMPOTAXKEHNMN BCETrO BPEMEHM
MHPY3UU, B T.4. CYTOYHbIX UHOY3MOHHbIX MOMI.




| MecTHble peaKuuu, No xoay BBeaeHUs
npenapaTa B BeHY, 0COHEHHO npwu
nepudpepmnyeckom cocyancTtom goctyne —
NOKPACHEHUA, NOKabiBaHUA, NOTEPA NN
HaobopOT ycUAeHne YyBCTBUTE/IbHOCTY;

I cuctemHble peaKkuuun, cBA3aHHbIE KaK C
(I)VI3ML-IeCKMM, TaK U C SMOUNOHA/IbHbIM
CTaTyCoMm naunueHTa — BrnJa0Tb 40 Pa3BUTUA

aHadpunakcum;
BBEAEH ne | HapyLweHua cocygmncToro AocTyna,
N pena paTOB npmMBoAALLME K PA3BUTUIO SKCTPaBa3aLMu;

| I3ameHeHUs BO BpemeHU BBeaeHUS
npenapaToBs B 60/1bLUYIO0 NN MEHbLLYIO
CTOPOHY, HapyLeHUsa o4epeaHOoCTH,
BeAyLME K CHUKEHUIO 3P PEKTUBHOCTH
NNeYEHUA U YCUNIEHUIO TOKCUYECKNX PeaKLni;



MHPY3MOHHbIE HAaCOCh!

MexaHn3m paboTbl: MEXaHNYECKNIA, 3/IEKTPOHHbIN

KOHCTPYKLUMA HACOCHOTO MeXaHM3Ma: 31aCTOMEPHbIN, MPYXKUHHDIN,
BaKYYMHbIM

[locTaBnsieMbln NeKapPCTBEHHbIM NpenapaT: XMMuoTepaneBTUYeCcKme
areHTbl, UHCYINH, aHAaNbreTUKM 1 Ap.

CKOpOCTb BBEAEHUA. KPATKOCPOYHbIE NJTU MHOITOAHEBHbLIE l/IH(I)y3I/II/|.

dyHKUMM Be30onacHOCTU: CUrHaNM3aLMa, nporpammHoe obecrneyeHue.

MHoropasoBbie (BostomaTbl): KpaTKOBPeMeHHble MHPY3un (Ao 6-tn
4yacoB), CTaLMOHAPHOE NeYyeHune

OpHopasosble (momnbl): annTenbHble MHGY3NK (0T 12-Tn Ao 96-Trn
4yacoB), ambynaTopHoe fie4yeHme



OaHOpa3oBble
MHPY3MOHHbIE HACOCH!
(momnbl)

Momnbl UHPY3NOHHbIE — 3/1aCTUYHbIE

6anN10HbI U3 MeAULMHCKON CUTMKOHOBOWM

PE3UHbI, NOMeLLLEeHHbIe B 3aLUTHYIO KONy

BbICOKOW NPOYHOCTU. 3a4eCTBYOTCA ANA

NPOAONKNTEIbHOTO NapeHTepasbHOro ST e
BBEZEHMA PaCTBOPOB B OPraHM3M C

onpeaeneHHom ckopocTbto. CBeTO3alUTHbIE

MOJEe/IN UCMNONb3YIOTCA AN1A BBEAEHUS | -
BELLECTB, NOABEPHKEHHbIX XUMUYECKUM w
N3MEHEHMEM NoJ, BO34ENCTBUEM CBETA. - -

~

KOpnyc Npo3payHblii TOHUPOBAHHbIN,
3alWnLaeT oT ynbTpaduroneToBoro
N3NyYeHUA;

npeaycMoTpeHa WKana obbema ans
KOHTPO/IA MHDY3UN.




[TpnHUUN

paboTbl

Momna — 31O HEBONbLLOE NErkoe YCTPOMCTBO, C MOMOLLbIO KOTOPOro
obecrne4vnBaeTca paBHOMEpPHOE BBeJeHMe B KPOBOTOK flekapcTBa Aris
xuMmuotepanuu. Nomna cocTonT M3 4 OCHOBHbLIX KOMMOHEHTOB:

B 6annoHe HaxoauTcs riekapcTBO Anst XumuoTepanuu. Y 6annoHa ecTb ABa Cros:
BHYTPEHHSS MeMbpaHa, KoTopasi BMELLAET NeKapCTBO ANs XMMMoTepanuu, 1
BHELLHSAS MeMbpaHa, KoTopas 3alUMLLaeT BHYTPEHHIOL.

Yepes nopT BBOAA B 6annoH BN1BaeTcs nekapcTBo. ATOT NOPT 3aKpbiBaeTcs
3aLLUMUTHBIM KOMNMNaYKOM.

Mo MHpY3NOHHOM cucTeMe NeKapCTBO ANs XMMmMoTepanum noctynaeT M3 GannoHa
B Maructparnb.

3axum NCMNOJIb3yeTCA OJ1d HaYvara Ui npekpaweHmnda nogadun nekapcrea ans
XnMmoTepanumn.

PuneTp cbmanpyeT JNIeKapCTBO AJ14 XuMuoteparimi nepen tem, Kak oHO BIfiMBaeTCA
B OpraHn3M nauumeHTa.

OrpaHuunTenb NOToKa NoMoraeT KOHTPONMPOBaTb CKOPOCTb BMMBaHUSA
nekapcTBa.

CoeauHeHne ¢ NaLUMEHTOM — 3TO MECTO COeaUHEHUsI MHAY3NOHHOW CUCTEMbI C
maructpanbsto. CoeanHeHne ¢ NaunMeHToM 3aKpbITO KOMMNaykoM, KOrga OHO He
noagcoeanHeHo Kk maructpanu. Korga nomna npucoegmHsAeTcsa K maructpanu,
KOMMayoK CHYUMAaETCH.



PUCKMK NP NCMOJIb30BdAHWIN VIHCI)y3l/IOHHbIX

HAaCOCOB

The Institute for Safe Medication
Practices Canada (ISMP Canada) is
an independent national nonprofit
agency established for the collection

and analysis of medication I’m

error reports and the development of CANADA
recommendations for the
enhancement of patient safety.
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Fluorouracil Incident Root Cause Analysis: Follow-Up

The Healthcare Insurance Reciprocal

—
.
of Canada (HIROC) i a member
cwned expert provider of professional
and general liability coverage and risk
—

management support.

In 2006, ISMP Canada was mnviled o provide external B 2007 rogy UHCTUTYT 6e30MacHON MeAULMHCKON NPaKTUKK
expertise to conduct a root cause analysis of a medication o

. . . . . ) . OI'IY6J'IMKOBaI'I VIH(I)OpMaLI,MOHHbIVI 6IOJ'II'IETEHb, B KOTOpPOM
meident  involving  admimistraton  of a  high  dose  of o
fluorouracil (4000 mg/m™; total dose 5250 mg) over 4 hours obcyxaannch GakTopbl, NpuBe/LIne K cMepTy 43-neTHel
mstead of 4 days, as intended. (The protocol also meluded KaHa[CKOM NauMeHTKN, KOTOPaA Noay4Ymaa CBEPXBbICOKME A03bl
admimistration of a sing]c dose of 100 mg EIS-'FI'.H.I‘.i.I'l.} The 5-¢Topypa|_||l,“-|a (5250 MT 33 4 yaca sBmecTo 4-x AHeﬁ) yepes

patient, a 43-year-old woman with advanced nasopharyngeal

carcinoma, died 22 days later from the sequelae of fluorouracil MHGY3MOHHbIN Hacoc.

toxicity, cumulative with cisplatin toxicity. The Fluorouracil MaumneHTKa ymepsia Yepes 22 fHA nocne nepefo3MpoBKM oT
Incident Root Cause Analysizs Report' was released for shared reMoauHaMMUYecKoro Kosaarnca v NnoaIMopraHHom
|I:Elrning m Mﬂ}r 2007. The recommendations in the report, He,CI|OCTaTO"IHOCTM, TaK KaK CBoeBpemeHHoro leyeHusa

although ﬂlrﬁ:tud tc.-ward safer management of hlgh-d{m:. nepesosnposKM 5-OY Takke He NOCNef0BaN0 U3-3a
fluorouracil protocols, may be relevant to the management of

other chemotherapy agents, as well as other high-alert 3arpy*K€HHOCTN rocnuTana.
medications. This bulletin provides a brief overview of the

findings and recommendations from this root cause analysis

and desenbes some of the local and national efforts now

underway to implement the recommendations for enhancing

patient safety.



PUCKMK NP NCMOJIb30BdAHWIN l/IHCI)y3l/IOHHbIX
HaCOCOB

2y U.S. FOOD & DRUG

* ADMIMISTRATION
Risk of

Medication Errors CornacHo odunumManbHbIM gaHHbIM, B nepmog, ¢ 2005 no 2009 rog,

I f - P YnpaBneHue No CaHUTapHOMY HaA30pY 33 KAYECTBOM MULLEBbIX
with AI1TUS1O011 umps npoayKToB U meanKkameHToB (FDA) nonyumno 56 000 coobuieHnin o
X . HeXenaTeNbHbIX ABNEHUAX, CBA3AHHbIX C CEPbe3HbIMM TPaBMamMu 1/ uam
A Study of 1,004 Events From 132 Hospitals Across Pennsylvania
S e e NN CMEepPTbIO B pe3ynbTaTe MeXaHUYeCKMX, MPOrpaMMHbIX UK Ye0BEeYECKUX
DOI: 10.33940/biomed/2019.12.7 OLWMBOK, CBA3AHHbIX C UCNO/Ib30BAHMEM MOMN.

R e N o Yawe Bcero coobw,anocb 0 NPOUCLLIECTBUAX, CBA3AHHbIX C AepeKTamu
plored the Of medication errors with infusion pum, based on event rted 1 V)

e Pennsyivania Paient Saery Reporting System (PR PSES) Guring celendar year 2018 Our nporpammHoro obecrneyeHus, NoNb30BaTENbCKOTO MHTEPdeiica,
sludvloemmoclmulmuullummnamdummmuuulinMMsm

D T s h vy ot MEXaHUYECKUX UIU SNEKTPUYECKUX nepe60ﬂx B d)yHKLI,MOHMpOBaHVIVI

events 'Manmmmwmmmmbe«qumnms
widely across the stages of medication process and types of medication error. in a subset of HAQCOCa.
our data, we 2 free-text

mmmmmﬂmm Ovudl results from our study can help providars identify
areas to target for risk errors snd the use of infusion pumps

Keywords: infusion pump, IV , smart pump, medication error, nsk factors, adverse
events, patient safety, n-m.wmmui

Figure 1. Easypump devices in 250 mL per hour (left) and
) ) ) ) 2 mL per hour (right) configurations. The flow rate marking,
https://www.fda.gov/medical-devices/general-hospital-devices- highlighted in yellow on both devices, was missed by

and-supplies/infusion-pumps several healthcare professionals who handled the pump.




Puckn npm ncnonb3oBaHMM MHPY3MOHHbIX

HAaCOCOB

The Instilute for Safe Medication
Practices Canada (ISMP Canada) is

ol —

. — The Healthcare Insurance Reciprocal
an independent naticnal nanprpﬁl of Canada (HIROC) is a member
e ot mediesion oune gt rovier of el
error reports and the development of CANADA and general liability coverage and risk

' management support.
recommendations for the *d PO
enhancement of patient safety.
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Fluorouracil Incident Root Cause Analysis: Follow-Up

1. OtobparkeHue YyeTKoM MHPOPMALUM O HAa3HAYEHNMN NNIEKAPCTBEHHOTO
npenapaTa

2. lMoppeprkaHme ypoBHA KBAaMPUKALMN MeANLNHCKUX CNELNaNCTOB,
Y4aCTBYHOLMX B NPOBEAEHNM NEKAPCTBEHHOIO JIEYEHMUA.

3. WNcnonb3oBaHMe 04HOIO TUMNAa MHPY3MOHHbIX MOMMN B OPraHn3auum m
perynapHoe obyyeHne COTPYAHMKOB CHUMXKAET KONMYECTBO OLINOOK.

4. Wcnonb3oBaHMe YeK-/INCTOB.

J[1BOMHOM KOHTPO/1b 338 HAa3HAYEHUSAMMU.

6. O6yyeHuMe nauneHToB

o

https://www.ismp.org/resources/accidental-overdoses-involving-fluorouracil-infusions



ObecnevyeHne 6€30NacCHOCTU Ha KaXKaoM W13

2TdlOB:

- BbICOKUI YPOBEHb KBaandpukaumm meamnumHCKOro
nepcoHana, BOB/IEYEHHOTrO B NpoLecc NoAroToBKU U
BBeAeHUA UHPY3UOHHDbIX pacTBopos!

- COMMbI ana BHeLWTATHbIX cUTyauuin (aHapunaKTUUecKan
peaKuusa, SKCTpaBa3auusa, yTeuka npenaparTos u3
dnakoHa n 1.4.)

- Acnonb3oBaHue BOAIOMETPUYECKMX HACOCOB C
dyHKuMueun «bnbanorteka npenapartos»
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ApTemoBa Banepua

OnerosHa QL/

- CTapluas meauLnHcKan cecTpa [IHEeBHOro

CTaUMoHapa ekapcTBeHHoro nedenus onyxonel  IRGRUEENCIGEIEGERe Y
MHWOW vm. T.A. l'epueHa

- aCCUCTEeHT oTaenenmsa buotexHonornin MONL
HNAY MNDO




