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BpayebHble OWMOKM N NX NPUYUNHDI
F60OY BI1O Capamosckuli TMY um. B.U. Pazymosckozo MuH30pasa Poccuu, Kaghedpa UHOCMPAHHbIX A3bIKO8

MegauumHckan owunbka — 3To npeaoTBpaTtnmoe HE6ﬂaF0rIpVIFITHOE BANAHME MeJUUMHCKOro yxoada, Tak UAU UHavye BpeaHoe ANnAa

naumeHTa. OWNBKa MOMKET COCTOATb B HETOYHOCTU MM HEMOJHOTE ANArHOCTMKM UK NedeHus 3a601eBaHus, TPaBMbl, CUHAPOMA, PEXMMA,
MHOEKLMM UAU APYroro nospexaeHus. MeAWUMHCKaa OWKWBKa BO3HMKAET, KOrAa MeSUUMHCKUIA paboTHUK BbIGUpPaeT HenpaBWbHbIN
METOA, NleYeHUs WM HeHagsexawmm o6pasom BbINOAHAET Heobxogumoe sedeHue. BpayebHble OWMBKM YacTO OMMCHLIBAIOTCA B
34paBOOXPaHEHUMN KaK YeNoBeyecKme oLnBKu.

HeKoTopble BblfBAEHHbIE NPUYMHBI MEANLMHCKMX OLUMBOK:

OwWwunb6KM ToNKoBaHMA. Hanpumep, nepesosvMpoBKa XMMMUOTEPANMU B CBA3U C HEMpPaBW/IbHbIM TOKOBAaHMEM Ha3HayeHWi Bpaya. B
OPYrUx cayyvanx nponcxoamT NyTaHWULA IEKAPCTB C HAPKOTUYECKMMUM CPEeACTBAMMN BBUAY CXOXKECTU UX HA3BAHUN.

PocT cneumanusauumn n pparmeHTaummn 3apaBooxpaHeHma. Yem bonblie ntogelt OyaeT BOBAEYEHO B /iIeYeHMe NauMeHTa, Tem bonblue
BEPOATHOCTb, YTO ByAeT ynylieHa BaxHasa edebHan nHGopmauma.

Yenoseyeckne owmnbKM, CBA3AHHbIE C NEpeyTOMIEHUEM U M3MONKAEHMEM Bpada. 3a rogbl paboTbl B 6OAbHMLE MHTEPHbI, Bpauu U
MeACcecTpbl CBA3bIBAAN OWMGKM B Ie4EHUM NaLMEHTOB C AOATMMM Yacamu paboTbl U C HEZOCTAaTOYHOW NPOAOIKUTENBHOCTLIO CHA.
Mpon3BoacTBeHHble owMbKW. Hanpumep, Korga NpoAyKTbl KPoBWU BblIM HENPABWUIbHO MapKMpPOBaHbI, B pe3y/sbTaTe Yero nauueHTy
nepesnBanacb KPOBb HECOBMECTMMAsA C €ro rpynmoi Kposu.

HeucnpasHocT 060pya0BaHMA. TUNMYHLIIN NPUMEP HEMCNPABHOIO 060PYA0BaHMA - BHYTPUBEHHDIW HACOC C HEMCNPABHbLIM K/ianaHoM,
KOTOpbI [0CTaBWA 6bl B BeHy 60/IbLLIOE KOAMYECTBO NpenapaTta 3a KOPOTKUI Nepuos BpeMeHMU.

ﬂ,marHocmqecme OLWNBKN. HenpanmbHo ANarHoCTuKa 6one3HM MoXKeT npuBeCTU K BbIMUCKE BPa4YOM HENPaBU/IbHOro TuNa evYeHUA.
OWKnBKMN B MHTEPNPETaLUn ANAarHOCTUYECKMX CHUMKOB MPUBOAAT K XMPYPrMYecKMm onepauuam Ha 340POBbIX HacTAX Tena naumeHTa.
[Opyras pacnpocTtpaHeHHas ¢opmMa AMarHoCTUYECKOMN oWnBKN — besaeincTeme Npm aHOMabHbIX pPe3y/ibTaTax UCCAef0BaHus.

MNOXO CMPOEKTMPOBaHHbIE 34aHWA M COOPY)KeHuA. Hanpumep, KOPMAOPbI, 3aKaHYMBAIOLWMECA PEe3KUMU, MPAMbIMK  yraamu
YBE/IMUMBALOT BEPOATHOCTb NAAEHUA UAW CTONKHOBEHUA NALMEHTOB.

Kniouesble cnosa: Bpaqe6Haﬂ owmnbKa
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A medical erroris a preventable adverse effect of care, whether or not it is evident or harmful to the patient. This might include an

inaccurate or incomplete diagnosis or treatment of a disease, injury, syndrome, behavior, infection, or other elements. A medical error
occurs when a health-care provider chooses an inappropriate method of care or improperly executes an appropriate method of care.
Medical errors are often described as human errors in healthcare.

1.

Some causes that have been identified include the following:

Communication errors, such as the overdose of chemotherapy due to misinterpretation of the doctor's prescription. Other cases
involve medication mix-ups due to drugs with very similar names.

The increasing specialization and fragmentation of health care. The more people involved in a patient's treatment, the greater the
possibility that important information will be missing along the chain.

Human errors resulting from overwork and burnout. For some years, hospital interns, residents, and nurses have attributed many of
the errors made in patient care to the long hours they are expected to work, many times with inadequate sleep.

Manufacturing errors. Instances have been reported of blood products being mislabeled during the production process, resulting in
patients being given transfusions of an incompatible blood type.

Equipment failure. A typical example of equipment failure might be intravenous pump with a malfunctioning valve, which would
allow too much of the patient's medication to be delivered over too short a time period.

Diagnostic errors. A misdiagnosed illness can lead the doctor to prescribe an inappropriate type of treatment. Errors in interpreting
diagnostic imaging have resulted in surgeons operating on the wrong side of the patient's body. Another common form of diagnostic
error is failure to act on abnormal test results.

Poorly designed buildings and facilities. Hallways that end in sharp right angles, for example, increase the likelihood of falls or
collisions between people on foot and patients being wheeled to an operating room.
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