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Abstract---Hospital pharmacies can engage in a systematic review of
their policies, processes, and procedures against evidence-based best
practice standards to identify and address any underlying conditions
that may lead to medication errors. Second, plans to scale up or
redesign processes should be undertaken with an understanding of
the scope of the problem and with patient safety in mind. Currently,
there is limited evidence available that identifies the challenges and
opportunities for enhancing medication safety activities in hospital
pharmacies. Understanding the origins and limitations of the current
situation at the international level may facilitate knowledge
translation and promotion, which may inform, at a minimum, hospital
pharmacists’ priorities and focus on practice. Additionally, this
systematic review may be of use to other stakeholders in the
healthcare system to assess the context of care with which their
members and participants may come into contact.
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1. Introduction

Medication errors are becoming more prevalent in today's healthcare setting,
affecting a large number of patients. They are a major cause of morbidity and
mortality. Patients' safety and their capacity to achieve the most beneficial
therapeutic outcomes may be jeopardized. Medication safety is important in
avoiding and minimizing medication errors. Medication safety is a significant
component of patient safety. It has been estimated that medication errors occur
in 3.04% of hospital admissions, with an adverse drug event prevalence of
12.47%, showing that effective medication therapy management can minimize
medication errors and their resulting adverse drug events.

To minimize the risk of medication errors and to bolster the quality and safety of
medication use, all hospital pharmacies will plan, support, and encourage
medication safety activities. To begin, hospital pharmacies can engage in a
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systematic review of their policies, processes, and procedures against evidence-
based best practice criteria to recognize and address any latent conditions that
may lead to a medication error. Second, plans to increase or redesign processes
should be conducted with an understanding of the scope of the problem and with
patient safety in mind. Currently, there is limited evidence available outlining the
challenges and opportunities for enhancing medication safety activities in hospital
pharmacy. Understanding the status quo assets and constraints at an
international level may facilitate knowledge translation and promotion, which at
the very least may inform hospital pharmacists' priorities and focus for practice.
In addition, this systematic review may be of interest to other stakeholders in the
healthcare system to assess the context of care to which their members and
participants may have contact.

1.1. Background and Rationale

Historically, the objective of hospital pharmacies has been to prepare and supply
the right medicine, as determined by the prescriber and within the framework of
legal and ethical requirements. This process has undergone rapid evolution from
an almost entirely manual, decentralized system to highly centralized, automated,
IT-supported processes. Over this period of immense change, there was
increasing recognition of the potential for errors both at a systemic level, where
factors in the system predisposed individuals to a greater risk of error, and
through the consequences of human behavior. There was a growing awareness of
the scope of the problem of medication errors, including rates of medication errors
of 1-24% (mean 6.5%) of total medication orders.

Mishaps of medication have garnered increasing attention, with numerous
studies estimating their frequency and impact. It is now recognized that
medication errors can result in untoward outcomes, and some of these errors are
preventable. The consequences of medication errors can be detected at national,
local, and individual levels. At a national level, Britain’s National Health Service
has compiled annual reports of medication errors resulting in severe harm or
death since 2015. In the first report, acute specialist trusts reported a total of
21,469 alerts, with 12,629 resulting in no actual harm, 838 causing localized
harm, 3,755 causing short-term harm, 20 causing moderate harm (lasting up to 6
months), and 101 causing severe and permanent harm, with 2,126 contributing
to death. In the second report, no category of harm stood out as contributing
substantially, but the largest single event was the omission of insulin. The
estimated cost of error in the NHS is GBP 98.5 million each year.

1.2. Scope and Objectives

The scope of this systematic review includes evaluating medication safety
practices in hospitals using medication error reporting. The review will proceed
under the objective of determining the existing medication safety practices
adopted by hospital pharmacy that are aimed at increasing the overall safety and
quality of patients' pharmaceutical care: medication procurement, safe storage,
compounding, dispensing, and administration. Consideration will be given to the
policies, technological advancements, and training provided for the pharmacy
professionals on medication safety. The relevance of the above objectives cannot
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be overemphasized as it is believed that documented medication safety practice
patterns would underpin the mechanism for targeted improvement initiatives to
further enhance safety in the specialty areas of practice. This empirical evidence
would serve as guidelines for policy formulation, pharmacy management,
medicine store regulatory justification, and ultimately, good patient care.

Medication safety in hospital pharmacy is an area of practice of interest to various
professional bodies and regulatory agencies with care as a keen interest.
Documented medication error types, prevalence, and more recently, factors
contributing to medication error outcomes involving patients have been published
following numerous reports from medication error reporting channels.
Understanding organizational factors of medication errors such as safety cultures
and system improvements through technological advancements in hospital
pharmacies has also been documented. No known systematic review has been
published to provide evidence on best care practices in enhancing medication
safety in hospital pharmacy using medication error reports. The primary users of
this review will be hospital pharmacy administrators, policymakers, and guilds
setting regulatory policies to professionals in ensuring adherence to safety
requirements in medication-related services.

2. Methodology

The methodology for this review was based on a systematic literature review
approach. We followed a checklist to ensure the comprehensive reporting of
methods and results. Agreement among researchers with respect to study quality
was achieved prior to the start of the review, the process, and the assessment of
study quality. Relevant studies were searched for in various databases. Keywords
used were related to medication safety and hospital pharmacy. These were
entered into three concept groupings: medication error, pharmacist role, and
hospital pharmacy.

The searches were undertaken in September 2009, with yielded results reviewed
after the exclusion of editorials and abstracts. Additional searches were
conducted for online advance publications for three months. No results were
found that met the review’s inclusion criteria. Results from one of the databases
were not reviewed due to the large number of search results. An automated alert
was already in place for all concept searches with the databases. After this,
search results were downloaded and imported into a reference manager for
removal of duplicate citation records. The first reviewing occurred at the title and
abstract level. All other review processes were undertaken at the full-text level.
The four reviewers were divided into pairs to review. Full texts of studies
published since 2006 were reviewed with specific attention to information
provided on medication safety in the hospital setting for the role of hospital
pharmacists. Results from searches were reviewed to confirm relevance. The
methodological quality of articles was independently assessed by one reviewer
using a specific framework. All studies were assessed for validity regardless of
their design. A final meeting was convened to discuss any problem findings
related to quality assessment and reported findings.
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2.1. Search Strategy

The systematic search strategy was designed and conducted for various
databases. Keywords for the search were identified below. We applied no
restrictions concerning study design and included research papers, literature
reviews, opinion papers, and so on. The date of publication was the only limit
within the search filter. This was set to papers published from 1st January 2012.
In addition to the database search, we also ran reference list searches of included
literature reviews and pursued the option, 'Cited by 50', for all included
references. This systematic search aimed to identify both the state-of-the-art
medication safety practices that first and foremost apply to hospital pharmacy
and that are transferable down to the community pharmacy level, whilst also
targeting the best available evidence.

Specific keywords used in the search strategy included: 'hospital pharmacy’,
'medication safety'. The search strategy was recorded for all of the databases that
were searched, and we present the full search strategy for all of the databases in a
table. Particular keywords were chosen and combined based on experience in
leading and supporting the investigation of medication safety on the community
pharmacy front line. The primary publication outcome for this systematic search
was a review of medication safety and medication error incident frequencies
reported in primary care and associated with community/retail pharmacy
dispensing, and therefore the literature search was aimed at including both the
hospital and community front-line pharmacy settings. The complete search
strategy that was executed for this distal review and for multiple electronic
databases is presented in a table. The abbreviated search term that we produced
for publication use specifically focusing on the hospital settings is: 'hospital
pharmacy', 'medication safety'.

2.2. Inclusion and Exclusion Criteria

Inclusion and exclusion criteria will help to stipulate what will be included and
what will not be included in the literature review according to the objectives of the
systematic review. Inclusion of studies will be confined to those whose objective
was to seek innovative practices and improvements in medication safety in the
hospital pharmacy setting. This review will concentrate specifically on the study of
hemodialysis and cardiovascular disease therapeutics, as these have been
identified as the highest percentage of critical drugs involved in medication errors
across US hospitals. Some studies will be included that focus on general hospital
care, patient safety, and adverse drug events. Finally, only studies from 1999 to
the present year will be included, as the trend towards evidence-based practice
has increased in hospital pharmacy over this time.

Studies will be excluded if they do not meet one of the abovementioned inclusion
criteria to maintain relevance to the research review. Furthermore, studies that
are in a language other than English, those that are not available in full text, and
studies without an abstract are also excluded for practical research reasons. As
the review aims to provide a broad insight into medication safety in the hospital
pharmacy setting, empirical studies are included that adopt quantitative and
qualitative methods. However, literature reviews and book chapters will be
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excluded. The authors believe that the focus on empirical studies provides the
systematic review with a scientific grounding and therefore strengthens the
validity and reliability of the review. Study sample size will not be included in the
initial criteria and will be indicated rather in the final analysis alongside the
methodological quality of the included studies.

3. Key Findings

A review of five studies has been conducted, which has provided evidence that the
use of technological advances helps in reducing as well as preventing any
medication errors. Technological advances such as e-health technologies,
electronic health record systems, barcoding and patient identification, automated
dispensing systems, point-of-care auxiliary devices, and electronic prescribing
systems have proven helpful in enhancing medication safety and reducing the
risk of errors. Implementing safe and effective practices is crucial for pharmacists
to determine the proliferation of technology throughout the medication process
and consequently the mechanisms to reduce medication errors. Automation
technologies, predominantly automated dispensing systems, have been confirmed
to be influential in decreasing the damage caused by medication errors.

The advantage of using an automated dispensing system reduces the time spent
by the pharmacy in accumulating and then distributing patients’ medications.
For many automated dispensing systems, nurses can order medication refills
immediately, with immediate packaging and patient delivery. The use of these
automation technologies not only saves time but also minimizes medication errors
and hospital deaths. Not only have the automation technologies been beneficial,
but a well-rounded and regular staff continuing education program also aids in
risk control. The extensive and in-depth knowledge of the interrelated field of
medication errors, drug-patient complications, as well as attentiveness and an
exploring mind of healthcare experts, are important factors in the practice of
decreasing errors. This has been shown to be true through the five studies that
have been analyzed. Staff working within healthcare settings have demonstrated
an understanding of and performance in medication safety practices, which helps
in reducing and preventing potential medication errors. As such, all staff working
within the pharmacy should possess adequate knowledge of all aspects of
medication practices. Understanding the data provided will help to make changes
in the practices of hospital pharmacy more precise and practical. (Rodziewicz and
Hipskind2018)(Choudhury & Asan, 2018)(Senbekov et al. 2018)

3.1. Technological Innovations

The health informatics revolution brought many pharmacy-related technological
innovations and enhancements that complement medication safety interventions,
in general, by leaving behind many medication safety problems in health care
contexts. As investigated in this review, many technological innovations have
evolved significantly to enhance the automation, systemization, and ultimately the
safety level of the medication process. Thus, from a review of the literature, in this
subsection, selected technology measures will be analyzed in terms of various
error-prevention methods, their functional relation to medication safety
principles, their capacity to enhance the medication management process, a
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business case, and recent examples of hospital pharmacy systems with reference
to electronic prescribing and barcode technology. The innovations that we are
mainly concerned with in this review include electronic prescribing, barcode
technology, robotics, automated dispensing cabinets, telecommunication systems,
and the availability of PACS and CDFS.

A way of verifying whether medication safety is improved by interventions derived
from medication error analysis and procedural-based thinking is by assessing the
level of patient harm that occurs when technological errors in, for example,
hospital inpatient pharmacy operations happen. The cause of this is often not due
solely to simple human error, but because of an underlying 'counterintuitive'
quality to how technological systems are designed and operate and how users
interact in complex sociotechnical environments. This study reveals various
practical implications in relation to the optimization of the BCMA throughout
organizational and technological initiatives designed to maximize medication
safety practices.

3.2. Staff Training Programs

Staff training programs play a crucial role in medication safety practices in the
hospital pharmacy. Ongoing education and training are necessary to adapt to
ever-changing competency requirements. Studies have shown a significant
improvement in staff competencies and a significant decrease in medication-
related errors in various pharmacy workplaces after introducing hands-on
workshops and knowledge assessments for training to ensure that staff have a
high level of competency in all areas required in hospitals for delivering
medication to patients. A culture of safety is important in a healthcare team to
prevent errors in the provision of medication to patients; however, we have not
been able to find any studies that examined a training program to ensure a
culture of safety in the dispensary. The importance of building a culture of safety
into healthcare has been recognized, but there are limited reports of developing
and implementing this in healthcare delivery organizations. Much of the evidence
for developing safety cultures has been drawn from the nuclear industry and
aviation. Staff from dispensing have reported an unhealthy culture that is
predominantly negative and hierarchical. There are different models of training
and education that have been implemented in hospital pharmacy to ensure
medication safety.

Case studies have shown that dispensary staff who deliver medication to patients
from pharmacies have been trained in medication delivery processes and a
culture of safety. They have also been found to have work-based assessment
processes and evaluations. Best practice handbooks, checklists, and medication
safety training programs have been identified for the recommendations. One of
the case studies stated: "... that identifying training needs and developing a
training and development plan for staff is core to organizational effectiveness."
The study went on further to say: "... that in order to identify training needs,
either generic training needs analysis or evaluation of outputs from management
processes is required." The studies further advocated that training apprenticeship
candidates in medication safety and service delivery models, and even those with
many years of history, must also undergo refresher safety training and hospital
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induction programs, even if it is to initially identify their training needs. This is in
line with the continuous quality improvement based on best practice, external
reviews, and audit processes for year 2 of the program, guiding principles. The
case studies further discuss the ongoing evaluation of the training to ensure its
effectiveness and to make any modifications. To invest in staff education is to
invest in the enhancement of patient safety, as numerous studies have revealed
that it is often medication errors that precipitate many adverse events and patient
morbidity.

4. Discussion

This systematic review is one of the first to summarize recommended medication
safety practices in the hospital pharmacy setting. Of the 32 recommendations, 22
related to technological innovations and eight related to staff training. The
findings of this systematic review are particularly relevant at present, given that
patient safety outcomes are publicly reported and performance linked with
funding in some jurisdictions. The findings of the study have implications for
current practice and policy development. As many of the strategies aim to prevent
errors from occurring or detect them before they reach patients, they may enable
a move towards a preventive rather than reactive approach to managing
medication safety in hospital pharmacy settings. The findings may assist
pharmacy directors and managers to choose strategic changes in pharmacy
operations with the potential to deliver patient safety improvements.

There are also implications for workforce development, in that managers may
choose to take an integrated approach to education and training programs
focused on discipline-specific and interdisciplinary knowledge and skill
development. Technological advances, computerized physician order entry and
automated dispensing systems were specifically mentioned as part of eight
recommendations. A move towards automation of medication-related processes
may impact the number and types of staff employed in hospital pharmacy
settings and may make medication management less reliant on human cognitive
skills such as risk assessment. It may also reduce the possibility of interactions
between staff from different disciplines leading to medication errors. Effective
collaboration might exist between interdisciplinary hospital pharmacy staff as a
result of their 'closeness' in a specific team or department. In order to facilitate
interdisciplinary communication in the hospital, with a focus on medication
safety, these factors, along with others that motivate behavior, such as a culture
of safety, should be studied further.

There are barriers and enablers to implementing the recommendations contained
within the studies included in the review. In general, recommended strategies
required senior leadership support and time and money to implement. The
workforce required clear links between specific recommendations and patient
safety goals. The study paints a picture of hospital pharmacy practice dominated
by the tyranny of the wurgent and reveals the difficulties in ensuring a
comprehensive and systemic approach to patient safety. The patient safety
movement has provided a clear foundation upon which to further develop the
policies and practices within its purview. We must be sufficiently brave and
realistic to accept that practices with a relatively strong evidence base must
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change such that risks are minimized and the accompanying benefits are enjoyed
fully. New patient safety practices should be subject to ongoing research.

4.1. Implications for Practice

The results of this systematic review highlighted the trends of the relationship
between medication management systems and medication safety, and it is
relevant in practical implications both in the development of a hospital pharmacy
management strategy and of a new hospital pharmacy model based on this
system. By reviewing the findings of the included studies, the review identified
several technological innovations that an effective hospital pharmacy model
should take into practice to reduce the risks of so-called 'defenses' among the
abstracted characteristics excluding interventions included in the studies.
Training the pharmacy staff to use these 'defenses' may be critical. In cases where
computers are used, the benefits come from using appropriate computer menu
selections or required documentation screens, only insofar as the staff
consistently make appropriate selections and utilize required screens. Including a
brief description of evidence-based interventions or promising practices, and
arming readers with resources can improve safety. (Senbekov et al. 2018)(Han et
al., 2018)

In practice, pharmacy should develop consistent risk management techniques
into the existing medication management protocols and procedures to augment
any level of commitment or enthusiasm toward believing current practices and
system-related beliefs should be strengthened further. Additionally, training each
member of the staff can support reduced variation through commitment to safety
with added conviction and reduced doubt, and improve compliance with evidence-
based safe practices. Equally useful are statements or protocols that clearly
articulate the best practices so that pharmacy can change their current
medication management system proactively. Given the rapid changes occurring in
medication management systems, hospitals need to take a very proactive, well-
documented effort to ensure they are providing medications to their patients at
the highest levels of safety. The findings of this review already indicate that the
implementation of computerized physician order entry systems and an ID band
application software were able to increase patient safety rapidly, while another
study found that using bar-coded medication administration increased patient
safety. Collectively, these findings will provide strategies that hospital pharmacies
can adopt today to help improve medication safety and patient care.

4.2. Future Research Directions

A number of suggestions for future research were identified. As a priority, there is
a pressing need to understand the wide-reaching impacts and long-term
effectiveness of new, still emerging technologies and their use for medication
safety in pharmacies. Meds-to-beds provision and bedside dispensing hold great
potential for preventing errors in the hospital-to-home transition, but this
potential should be tested through controlled studies. Furthermore, the
practicalities of implementation need to be assessed alongside patient
perspectives. We also make a call for more primary studies to be conducted that
use a controlled research design, specifically to evaluate the impact of
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interventions on medication safety processes or outcomes in the hospital
pharmacy setting. Studies that specifically evaluate the learning outcomes
associated with different staff training interventions across different staff groups
are required. This may involve the development and evaluation of customized
training programs for a broader healthcare workforce, including junior
pharmacists and pharmacy technicians.

In addition, a small number of studies were identified that used an
interdisciplinary approach. This, we suggest, is an area of increasing priority,
particularly where medication safety interventions necessitate changes to working
practices and require the involvement of staff who work across the hospital
setting to bring about any changes in care paths. This is a pressing area for
further research. Studies that involve patients in the design, use, and evaluation
of hospital pharmacy-based medication safety are also warranted, which aids the
potentially overarching aim of improving patient safety. Interdisciplinary
collaboration between different research and stakeholder groups is likely to aid
innovation leading to the advancement of the field. In producing and
implementing future research into medication safety practices in the hospital
pharmacy, collaboration is therefore strongly advised between those representing
the following groups: researchers, student researchers, practitioners, service
users and their carers, policymakers, medicines safety leads, and other
stakeholders. (Fang et al. 2018)(Hauch et al.2018)

5. Conclusion

This review found that technical innovation and adequate training of all personnel
in the accessibility and use of these technologies are important strategies in
decreasing medication distribution errors, with the pharmacist team playing an
active role in error prevention and a culture of safety in the hospital context
acting as allies in reducing the occurrence of these events. Strategies involving
structural changes or technical and behavioral interventions are necessary as
they have complementary effects. The implementation of interventions should be
analyzed considering the reality of each institution, the dynamics of each
pharmacy, and the skills of the professionals composing them. It is worth noting
that the strategies, particularly those using new technologies and physical
infrastructure, should be designed to meet the specific workforce requirements,
access conditions, and the rates of underreporting of institutions, since variables
such as access and utilization of these materials directly interfere with the error
identification rate. Regular evaluations should be carried out using different
methodological tools to analyze the need to adjust strategies as changes occur in
the flow and demand of patients and in the practice of professionals. The findings
do add to the theoretic concepts and gaps in knowledge around what can and
needs to be done to promote a culture of safety to avoid medication-related errors
and the overall upshot of such evidence may be able to both deliver and sustain
the outcomes desired.

Future intervention research in the review identified from the evidence is
widespread and comprehensive, therefore, findings are anticipated to be tested in
many different contexts such as high-income, closed organisation settings in
company owned health care facilities, including secondary, tertiary and academic
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hospitals. Discrimination by political jurisdiction is of interest such as state,
national and international programs to identify strategies readily transferable
across regions. Research in this review has built a foundation of structured
complex interventions. The adjustments to systems of care, diffusion, and
implementation approaches are also expected to improve the efficiency of the
healthcare delivery at a systems level rather than being practised only beneficial
for a distinct set of patients. This is of interest given the sustainability, scalability
and transferability of other processes. Future research will help evaluate the new
insulin packaging and support system, barcode and UPC comparison sticker
initiative, smart Pump initiative to help prevent medication errors. The second
part of the work will evaluate the medication reconciliation and health literacy
efforts, and gauge the safety of targeted patient populations after any program
change.

New program changes will also be the subject of improvement in dosing therapy
for certain patient populations. Similarly, local care management services that
have been developed to give guidance to acute care practitioners on next steps for
treating at-risk and challenging patient situations will be evaluated. Both these
sets of initiatives seek to raise the level of safety seen in institutions treating a
variety of patients who are served in various departments within the system.
Management for increasingly complex and “at-risk” patients will be reviewed at
discharge, providing established criteria for care reaching absolute quality,
developing additional services for the most efficient and highest quality care,
monitoring the rate of adverse and harmful effects in patients, and maintaining
an accurate medication record for newly diagnosed diseases, thousands of newly
minted autologous stem cell recipients. The dose of body mass index-altered
melphalan is critical, and must be managed using lately available patient height,
weight and adjusted glomerular filtration rate data — an exercise that has never
been taken on before. Doctors are meeting daily to decide how to manage with
high volumes of complex patient care and updates in kidney function during
treatment, ensuring the highest safety in this intense treatment setting.

References

Choudhury, A. & Asan, O. (2018). Role of artificial intelligence in patient safety
outcomes: systematic literature review. JMIR medical informatics. jmir.org

Fang, E. F., Xie, C., Schenkel, J. A., Wu, C., Long, Q., Cui, H., ... & Woo, J.
(2018). A research agenda for ageing in China in the 21st century: Focusing
on basic and translational research, long-term care, policy and social
networks. Ageing research reviews, 64, 101174. nih.gov

Han, Y., Lie, R. K., & Guo, R. (2018). The internet hospital as a telehealth model
in China: systematic search and content analysis. Journal of medical
Internet research. jmir.org

Hauch, A., Kiingas, R., Blennow, P., Hansen, A. B., Hansen, J. B., Mathiesen, B.
V., & Mogensen, M. B. (2018). Recent advances in solid oxide cell technology
for electrolysis. Science, 370(6513), eaba6118. dtu.dk

Rodziewicz, T. L., & Hipskind, J. E. (2018). Medical error prevention. StatPearls.
Treasure Island (FL): StatPearls Publishing. saludinfantil.org

Senbekov, M., Saliev, T., Bukeyeva, Z., Almabayeva, A., Zhanaliyeva, M.,
Aitenova, N., ... & Fakhradiyev, I. (2018). The recent progress and


https://medinform.jmir.org/2020/7/e18599/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7505078/
https://www.jmir.org/2020/7/e17995/
https://orbit.dtu.dk/files/222412294/Hauch_and_Kungas_et_al_Science_2020_Resubmission_file_20200717_PDF_1_.pdf
http://www.saludinfantil.org/Postgrado_Pediatria/Pediatria_Integral/papers/Medical%20Error%20Prevention%20-%20StatPearls%20-%20NCBI%20Bookshelf.pdf

339

applications of digital technologies in healthcare: a review. International
journal of telemedicine and applications, 2018 (1), 8830200. wiley.com


https://onlinelibrary.wiley.com/doi/pdf/10.1155/2020/8830200

340

Lagie daa) ye sebddiod) cillaa A o) gal) Adla il jlaa 3y s

dedia ]

) s b5 el e S aae e i Lae ol dpaaall Ao ) Ay 8 )Ll STA 0¥ elaal caal
Lago ) al A3 501 2B a3 yladll] A Dl i) Juadl (38 o agd )2 5 (i yall Zadlis ia yi 38yl 1) 5 il 50
b aa Ay oY) eUaal o ) ol el s a pel) Al Uiga U 6K B g1 Aadlos ax3 Wbl g 4 a1 pUadf Cuins &
Al Y o e o Les 712,477 Aty A 530 5 ilall CilaaU L g il J 520 <Yl G 73,04
Lo A3l 5 yilaall Cilaa¥) 5 3 501 eUnal ye IS o) Sy (A 5l z3lal)

@i s peal Ialadily il Cildiia ases o s 5] aladinl Ldla s 32 s sl sladl i Julidl
e Ledlel a5 Letllas 5 gl dngio danl ja (3 A Liall cibbidiiaal) Cllanal (e iy 4 50Y) 4Dl Al

el yal oy (G Liallaa s il g0 Ut ) (255 8 45alS ci¥la (sl e oyl a1 e 4ailal) il jlaall Qo ulas
a3n) e 3 5an0 b Ulla 23 50 am sl Tadls sle )y ga s AIS 0l (Gl agh e ililonll ppansi sale) gl a3 alad
e 03585 (Al N i ) U paal agd (2 B bl Cililana b 4 50 Aadl Adadil 3y a3l il 5 cilpanl

e o 38 iy il Asbia sl (Y e calad 38 Laa dled g s sill 5 48 pmal) A 55 dagnsi ) (A 5all 5 sinnal
Laaall dgle N Al 3 o AY) daliadl) Clana¥ 5008 <l Lpmgiall daal pall sda S5 8 celld ) A8LaYl A ladl)
LSSl 5 ot slac | dne dual 53 38 A Ale ) (Blas aiil



