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Abstract

For better delivery of the abnormal results of
clinical examinations, a bidirectional information
exchange system “Bidirectional Realtime Clinical
Alerting System” was constructed between the
laboratory examination departments, the wards, and the
clinicians. The system performed successfully since May
2008. In this article, the delivery routes of the abnormal
clinical test results are discussed, then the improvement
on the process in our hospital from the single-directional
short message system (SMS) to the bidirectional SMS are
described. The benefits of the web-based management
systems in the laboratory and pathological departments
and the wards are also emphasized. Based on the
automated mechanism, some new quality auditing and
improvement projects could be developed, and it is
important to the establishment of the culture of patient

safety.
Keywords: Clinical information system, Laboratory
examination, Mobile short message system (SMS),

Clinical alerts, Reminder Systems/utilization (MeSH),
Patient safety, Attitude of Health Personnel (MeSH)
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BOX 2.1 Types of Errors
Diagnostic
Error or delay in diagnosis
Failure to employ indicated lests
Use of outmoded tests or therapy
Failure to act on results of monitoring or testing
Treatment
Error in the performance of an operation, procedure, or test
Error in administering the treatment
Error in the dose cr method of using a drug
Avoidabls delay in treatment or in responding to an abnermal test
Inappropriate (not indicated) care
Preventive
Failure ta provide prophylactic treatment
Inadequate monitoring or follow-up of treatment
Other
Failure of communication
Equipment failure
Other system failure
SOURCE: Leape, Lucian; _awthers, Ann G.; Brennan, Troyen A, et al. Praventing
Medical Iniury. Qual Rev Bull, 19(5):144-149, 1993,
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