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Village Health Volunteers

Community Hospital

» Total Health Expenditure (2019)
« US$ 273 per capita, 4.1% GDP, a9 G
b Su;g,l\llarathzvﬂzthharu ° Health Status Health center: Prlmary re Unlt (PCU) "W': .
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PO MALAYSIA .

» Total fertility rate 1.6 (2015) w' school hospitals
- Area 514,000 Sq.kms. - Life expectancy at birth 74.2 years S /}A{: : .
- Population — 68 million - UHC 100% (UC75%, SSS 15% CSMBS 10%) e
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Regional hospitals

General hospitals (MOPH)
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Increased compensation budget for AE 10 times in 10 Years

Survey AE in 2006 N=389

70,000 Compensation Budget

250,000,000
60,000
200,000,000
Case Review by the Quality Committee
~0,000 * Compensation can relieve burden to patients _ ELLTI
and families 2
40,000 * Limit to consideration of whether a standard 100,060,000
care was given or not, by professional views 0,000,000
30,000 * Unable to pinpoint to the system’s problem
i}
20’000 2004 2005 3006 2007 3008 2008 2010 2011 2ME 2013 3014
s ompensation Budget
—\ ; ~A—
10,000 I I Personnel unhappy and unsafety Q:ﬁgg
Second Victim vz
0 . -I ll -- -- —- | — p— | —— x:nz;wn::mmmmm-m
Medicatio Communl Care Complain Diagnosis Instrume Environm Resourse Labour OR/Anes Falling .
n Error cation process /Lab nt ent down
B Central Hos. 12,433 2,401 966 4,495 832 1096 549 715 234 630 296
M Province Hos. 30,857 16,605 7483 4,261 2,166 1779 1970 1727 942 1499 542
Community Hos. 61,207 15,348 13028 7,210 4,183 3,670 3377 1224 1809 586 1791
B Central Hos. M Province Hos. Community Hos.
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Thailand experience in patient safety implementation

1997-present

Integrated in quality
and safety in hospital
development for

Hospital Accreditation

2013-2015

Engagement for
Patient Safety

program

Umbrella Strategies for Tha Patient Safety Program

2016

Country self-
assessment for
Patient Safety

Announcement
National Policy

2017-2018

National
Committee
National Strategy
and National
Goals

2018-2021

2P Safety Hospital
Project

and World Patient
Safety Day started
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2022

Integrate in
Hospital
accreditation

standards and
criteria for awards

Stp 1 Step 2 Step 3 A o A i
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e . = o B Sate Hospital Model o, S “
Standarg | Mt Feom Eay Stanterds | AN Sowncerds ’ P mz"n“:a:ndv:«umm'mw :

S8 | o hrarser bk | Copacacuiny for 3 Tmpacs of Socipl movement Ry link 0 A b atient gid Pericn
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How to develop the National Reporting and Learning System in Thailand

Start with quality M £ db Backward to
Learning from SRAS LN L2y Patient and
improvement and I Hospital
Global Movement ROSCY Personnel Safety
Hospital Accreditation for

and WHO tools : hospital Project
Accreditation (HA) \DEL I 79 [ sustainability




Il - 1.2 Risk, Safety, and Quality Management System

There is an effective and coordinated hospital risk, safety, and quality

management system, including integrated approach for patient care quality
improvement.

Coordination
betwisen vanous

a. Risk and Safety Management System
- 3 Evaluate . .
integration of risk effectivaness

I
KIS

6
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Prventian
strategy,

COMmunicate,

Risk identification

Incident report
& prioritization

& analysis

make awareness

Identify population
b. Patient Care Quality ManitarKPI

Improve

Coverage of Accreditation

1008/ 14?1 hnspltal have RM system (73.43%)
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Ereria pmptiancawhh | Qasook pubeant | petter Outcones 535
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e o | ol Pateme *
Covaraps | jay Prablen: Kay Procasas Imtugration
Ty
19499 2001 2003 2005 2007 2009 2011 2013 2015
4' mStepl ®Step2 ™ Step 3 (HA)

He A strategy to gain acceptance and expand coverage
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The Healthcare Accreditation Institute (Public Organization)

Global Issue : National Reporting

and Learning System

$

From Global to National Policy: National

Reporting and Learning System




Global Issue : National Reporting and Learning System

77 World Health
@ Or(g)]ranizgtaign
WHO INTER-REGIONAL CONSULTATION

PATIENT SAFETY INCIDENT REPORTING AND LEARNING
SYSTEMS IN AFRICA AND ASIA PACIFIC REGIONS

JOINTLY ORGANIZED BY WHO HQ/GENEVA AND WHO-SEARO
IN COLLABORATION AND SUPPORT FROM THE GOVERNMENT OF JAPAN AND SRI LANKA

22-24 MARCH 2016, COLOMBO, SRI LANKA
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2P Safety: Safety to All, Happy for All

National 2P Safety Goals

Risk Management System

Country Self Assessment for Strategic Planning
Patient Safety Education, Patients for Patient Safety

Early
Detection

Patient Safety Incident Reporting

and Learning Systems
Technical report and guidance

National Incidents Reporting & Learning System
2P Safety Fast Tract (Rapid Response Team)
2P Safety Awareness (2P Early Warning Sign)

Medical Mediator
Fund, Legal, Professional Support System

From Global to National Policy: National Reporting

and Learning System
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Country Self-Assessment for Patient Safety
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S Thailand Self-Assessment for
Patient Safety Situation

g | [ L

Aevearch Capacity
e e e

Nl Strategls Direslien ':.:::1 :;r' ::1 Assessmenk Cmments
1 Strategls Divection ) 52 a= Good, need o expand
1.1 Legal and Hegulatory Framawark ] % I ecelleant, armd maintaim
1.& Accreditation snd External Queslity Asseszment | F Good, need (o sxpand
1o ¥ I..qllul ﬂ 1 -;..uni '|"=i|.i"'i|'ﬂ'|'|
1.4 Patient invobsements 0 PS5 and Cang = L Wk, nieEd attention
2 Strateghc DiFaction 2 12 3 Whaak, nbEd stiEnthon
2.1 Al i Evlnild MOoRiESTiAg 13 1 Waak, Aead alhenlian
a Strateghs mnm a ¥ 15 Falr amd room (o Bmprove
3.1 Compatent Waorkdornoe 16 - ] Good, need Lo Eupand
3T Fatient Salety Rizk Management 1 i Fair and room o improve
L] Strategic Divection 4 iy s Excelant, and maintain
4.1 Infection Prewvenlicn and Contred FI i - I ecellent, and maintaim
[ ] Stewilized Eguspament ] d Excelent, amd maintain
4.3 Lrvircnmeent, General Hygiens and Sanitalien H R - I xcellant, arnd maintaim
o Strategic Divection % [ 11 ] (.51 _ I mcellant, and maintam
5.4 Lale Surgecal Cara | 5 Sood, need o expand
Ted Safe Childbért a8 ) oo, need bo expand
5.3 Lafe inmjecticr 16 14 _ EwcalErnt, Smid st
il Safe Medication ] 2 Falr and room o bmiproge
5.5 andd Salety L 1 Diood, nesd IO sxcpand
5.6 pAedical Devices Safety a ¥ _ Ewcallant, amd masintain
= Safe Tramiplambation ] 4% diaod, need 1o expand
i Strateght Dieection & 12 [} Falr amd room 0 Bmprove

Fair arnd roam o WITi R o



+ All key stakeholders agreed to place an emphasis on personal
safety improvement in parallel with patient safety improvement.

« After the final assessment was done on 16 September 2016,
the National Policy on Patient and Personnel (2P) Safety was
formally announced to the public by H E Clinical Professor
Emeritus Dr. Piyasakol Sakolsatayadorn, Minister of Public
Health (MOPH).
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1. To aim at achieving the national patient and personnel safety
goals with strategic movement developed by the full, active
participation of all key stakeholders

2. To promote the development of national incidents reporting and
learning system under collaboration between health personnel
and all related organizations at the local, regional and national
levels

3. To encourage the engagementof patients and population in
developing safety health systems in a creative manner.

@D c@® 7 D'*' y iﬁ'-q-dmm () )

Note: 15 organizations (e.g. MOPH, Health professional

councils, National Health Commission, Foundation of
Consumer Protection..., and HAI) signed the MOU in

moving forward the 2P safety policy into actions. 14
L —




Patient and Personnel Safety
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Key Player
Government Support (Responsible Body)

Information
Management Team

. . Budget
National Policy

20-yr Strategic Plan Technical Partners 1.Prepare

health
personnel by

General

manegementTeam — National Reporting
> and
Learning System [LEEILELT

Hesource Allocation
Human Resource

Relevant Government Bodies

«———Public Hospitals raising their
i i awareness
Private Hospitals :
about quality
Healthcare-Related Bodies and safety.

Schools of WAl Professional
gslona
Healthcare Professionals counclls Competency Of
. _ Healthcare
Community & Public worker

Healthcare Systems with Quality and Safety for All

People-
centred care

Stakeholder (Strategic Partners) Participation ‘

m) Nationl Policy my

2018-2021

2. Establish 3. Develop 4. Set up the
collaboration supporting
with the systems
enhancing their network of civil necessary for
society and the  ensuring the
organizations guality and
involved in the safety in the
healthcare healthcare

system. system. service.

systems for
reporting,
learning, and
measuring the
UEIELD
safety
outcomes of
healthcare

5. Increase the
efficiency of
the overseeing
and nurturing
of the
healthcare
system.

National
Reporting and
Learning System

2P Safety
Goals

Hospital
Accreditation

National \Eldle]sF]

Strategy - Goals
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National Reporting and Learning System
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3. Nealaidl

Fzul (Manual)

ﬂptlmn 4 (Stay Manual)
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To Be
HRMS : Healthoare Risk

Managermnent System on diowd

MRLS : National Reporting and

\Qzﬂrning Systern on doud _/
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Risk
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Risk

Complaints
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Weh
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Complaints

-

| On Cloud support by EGA
!
/ |

Mational Reporting and Learning System

®, 5

sw. 7118 HRMS w24

GETR

miprove Patient Safety understanding,
culture and user friendly NRLS

Palicy frarmmewaork and legislation and

regulation

Ensure that the systemn is non-punitive

Mational action plans for patient safety

MNational Reporting and Learning System
“Web-based Application Tduuuy Ary-
time, Any-where, Any-Device, Any-Platform
vupUnsaiddnvaatdnitwr nvao

Ailu Data Center a1 Incidents #iduiusiu
Patient and Personnel Safety Goals
Aldaana 5u Incidents 1lusu Standard
Data Set & Terminologies Aa

1) FBnrfudayauuy real time Tnadnludf
EMUsEUY HRMS on Cloud

2) FEmsiudayammens Import IINTEUUIN.
HUTEUU NRLS service on Cloud

- 1un3 Learning 90 Incidents R

FEALN
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NT REPORTING
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Guideline




NRLS input
NRLS

Real-time Export/ Import
(HRMS service) (NRLS service)
HRMS on Cloud Application Other Application

HRMS : Healthcare Risk Management System Smart phone, Tablet, iPad ¢, o of data - Dr.Piyawan HAI

T ———————




National Patient and Personnel Safety Goals
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Patient Safety Goals Personnel Safety Goals
S Safe surgery and S Social media
invasive procedures (communication),
INhnnEnoUaonnEuoouUos iU HUIANUUaoanE secu rity and privacy of
vovus:nAlng w.A. 2561 YoIYAAINSASISCUFY
vouUsanAlng w.A. 2561 information
Patient Safety Gosls: ‘ | Infection control | |Infection and exposure
" eI"SOﬂnel‘sgfecy Goals:
S Ik M p‘tE M Medication and blood M Mental health and
J VN LL icati
ThiNe || ] safety medication

Patient care processes P Process of work
L Line, tube and catheter, L Lane (ambulance, driver

device and laboratory and routes), legal issues
regulation
E Emergency response E Environment and

working conditions




The incident reports types and sub-types

No.

Incident reports types

Incident reports sub-types

Severity of incidents

Patient Safety Goals or
Common Clinical Risk

Safe Surgery

Infection Prevention and Control
Medication and Blood Safety

Patient Care Process

Line, Tube and Catheter and Laboratory

A to | where E and higher
grades pose significant
harm to patients and
personnel.

Specific Clinical Risk

Gynecology and Obstetrics diseases and procedure
Surgical diseases and procedure

Medical diseases and procedure

Pediatric diseases and procedure

Orthopedic diseases and procedure

Eye, Ear, Nose, Throat diseases and procedure
Dental diseases and procedure

Personnel Safety Goals

Social Media and Communication
Infection and Exposure

Mental Health and Medication
Process of work

Lane (Traffic) and Legal Issues
Environment and Working Conditions

Organization Safety Goals

Strategy, Structure, Security

Information Technology and Communication, Internal control, and Inventory
Manpower, Management

Policy, Process of work and Operation

Licensed and Professional certificate

Economy Sour

ce of data : Dr.Piyawan HAI

e ———————————




2P Safety Hospitals

® 856 voluntary hospitals 1222
¢ Leader announced 2P Safety policy and 2P 600

safety Goals in hospitals 400
® RMin hospital and report incident to NRLS zoz

¢ Safety Culture survey
® Sharing and Learning in CoPs
®  World Patient Safety Day

® 2P Safety Tech produced 36 safety innovations

58% from 1,471

hospitals

old new

u total
members members
856
764 757
208
2 U iiu i -
u b -
2018 2019 2020 2021 2022
The 4™ Thailand Patient and Personnel Safety Day and The 2" World
Patient Safety Day
4 World
'\‘i P:trlent Sofeiy

W= Day 17 septembe

Health Worker Safety: A Priority for Patient Safety
Safe health workers, Safe patients

Speak up for heaith worker safety!
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Incident Reports Today il

Incident Type A-D,1-2 Ed,3-5 M

Patient Safety Goals
#8 Comman Clinical m B
Risk Incident

Specific Clinical Risk

Incident

Personnel Safety Goals
Organization Safety
Geals

T

Bobo
CN-R-F -]
BEobo B

40737

Incident Reports This
Month

Incident Type

Patient Safety Goals
wia Common Clinical
Risk Incident

Specific Clinical Risk
Inciclent

Organization Safety
(oals

A-D,1-2 Ed,

=
Personnel Safety Goals m
o 0

m
[
v
w
al
ad
»

98241
afll

Cumulative Incident HLL
Reports

Incident Type
Patient Safety Goals
¥ia Common Clinical
Risk Incident

Specific Clinical Risk
Incident

Perscnnel Safety Goals
Organization Safety

Goals

% patient sufferin

cidents

TE  ymimAu A | Seees B
Incident Type E F G H Up ] Up
Incident Reparts Safe Surgery 979 512 39 33 34 1597 8904 17.94
o Infection Prevention and 03 43 9 4 sl 1588 8679 18,30
40000 Control
Medication & Blood Safety 1456 194 4 73 2 1703 151
. Patient Care Processes 355 83 63 i 91 4582 57302 817
” Line, Tube, and Catheter & 0 12 8 w13 1600 18736 854
,Jo-———O—O———O‘_D—O Laboratory
Auel Sep L Oct 21 o 21 Dec 21 Jan 2
Emergency Response 2216 7T 14 706 929 4742 10246 %.ZEI
Total Incidents B Incident (4.0) W Incident (E1) Other (3uq alslamsodad 699 150 10 104 247 1210 15947 7.59
SIMPLE 1#)
e 1105 3073 M9 1153 158 17122 232880 7.35
2P Safety Goals Essential Standards for Patient Safety 2018 | 2019 | 2020 | 2021

S: Safe surgery

Surgery performed onthe wrong body part

Surgery performed onthe wrong patient

Wrong surgical performed on a patient

NO. OF INCIDENTS
REPORT

mmmm No. of incidents report

-===-Linear (No. of incidentsﬁeport)
@ —

o
~

="
_-————I

114669

-
—_’_—
-

2018

B 338634

2019 2020

H No.of

incidents 114669 386349 731866 733689

report

733689

-

2021

% of incident level E up

o 938 .

s 7 712 7

" B OB d

4

2

0

2018 2019 2020 2021

m%ofincdent o35 eo 712 7

level E up

% of incident level E up

----o--- Linear (% of incident level E up)

I: Infection and prevention control

CAUTI: Catheter Associated Urinary Tract Infection

VVAP: Ventilator-Associated Pneumonia

CLABSI: Central Line-Associated Bloodstream Infection

SSI: Surgical Site Infection

I: Infection and Exposure

HWEF infected airborne transmission

HWF infected droplettransmission

HWF infected contact transmission

HWEF infected vector borne transmission

M: Medication and blood safety

Adverse Drug Event

Medication error : Prescribing

Medication error : Transcribing

Medication error : Pre-dispensing

Medication error : Dispensing

Medication error : Administration

Wrong blood transfused

P: Pt. care process

Patient Identification

Misdiagnosis or delay diagnosis

L: Lab safety

Laboratory error

X-ray error

E: Emergency Response

Under triage

Over triage

Delay Diagnosis and Delay treatment

Missed Diagnosis

Lﬁ . e e .



Incident Type A-D,1-2  E-l,3-5
Patient Safety Goals ¥3d
T04

Commaen Clinical Risk Incident - m
Specific Clinical Risk Incident n
Personnel Safety Goals n
Organization Safety Goals m B

o

43004

Incident Reports This Month ol

Incident Type A-D,1-2
Patient Safety Goals %38

29157
Commeon Clinical Risk Incident -

Specific Clinical Risk Incident @

Perscnnel Safety Goals m
Croanization Safety Goals

T
P
n

T

5

HBEB B

Incident Type

Patient Safety Goals 39
Common Clinical Risk Incident
Specific Clinical Risk Incident
Personnel Safety Goals

Organization Safety Goals

Incidents report in this year
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Incident Reports From March 2018 To February 2022 Incident Reports This Year
awsaunsiia/un lualanisal Widsilseaea I Patient Safety Goals #3a Common Clinical Risk Incident [l Specific Clinical Risk Incident
ceatans - Personnel Safety Goals [l Organization Safety Goals
878027 I
0 2000000 4000000

= 0 a \ o - =
mﬁmm.’un"lmqua nsaillivvdszasananaiuvsaa e

2000000
1627205 [ (ha
1500000 )
] uA
1000000 80101
500000 039661 334%% [O] Patient Safety Goals wSa Commeon Clinical Risk Incident: 123562
24980192 ’—3555 ore
G3 G4
G1 : Patient Safety Goals %58 Common Clinical Risk
Incident

G2 : Specific Clinical Risk Incident
G3 : Personnel Safety Goals
G4 : Organization Safety Goals




Patient Safety Goals incidents in 6 months

Patient Safety Goals W38 Common Clinical Risk Incident

I Safe Surgery I Infection Prevention and Control Medication & Blood Safety
B Fatient Care Process [l Line, Tube & Catheter and Laboratory

B Ermergency Hesponse

T

B Medication & Blood Safety: 150808

150,808 Incidents = M:Medication and Blood Safety
86,650 Incidents = P: Process of Care

25,157 Incidents = L: Line, Laboratory Safety
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Patient Safety Goals %38 Common Clinical Risk Incident

Incident Type E F G H TWEUp  TuEeiuA)]  Sevas E-Up
Incident Reports
60000 Safe Surgery 1376 654 40 53 52 2175 12844 16.93
500 Infection Prevention and Control 1135 329 2 3 g 1478 11782 12.54
Medication & Blood Safety 1921 294 17 37 13 2282 150898 1.51
" Patient Care Processes 4333 1269 130 426 329 6487 81650 794
10000 Line, Tube, and Catheter & Laboratory 1928 121 9 68 18 2144 25157 8.52
o 0 0 0 0 0

cen20 Ot  Nov20  Dec20 231 Fend Emergency Response 2780 1039 130 755 1048 5752 13439 42.80
Other U W AW1509Ae SIMPLE I'FT} 1029 250 19 a4 258 1640 21926 748

Total Incidents [ Incident (A-0) I Incident (E-1)
' u ) T 14502 3956 347 1426 1727 21958 317696 6.91

% Patients Suffering on Harm = E: Emergency Response,

S: Safe Surgery I Infection and Prevention Control
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Priority Harms for monitors and accreditation
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2P Safety Goals Essential Standards for Patient Safety 2018 | 2019 | 2020 | 2021

S: Safe surgery Surgery performed onthe wrong body part
Surgery performed onthe wrong patient
Wrong surgical performed on a patient

I: Infection and prevention control CAUTI: Catheter Associated Urinary Tract Infection
VAP: Ventilator-Associated Pneumonia
CLABSI: Central Line-Associated Bloodstream Infection

SSI: Surgical Site Infection

I: Infection and Exposure HWF infected airborne transmission
HW€F infected droplettransmission
HWF infected contact transmission
HWF infected vector borne transmission

M: Medication and blood safety Adverse Drug Event

Medication error : Prescribing
Medication error : Transcribing
Medication error : Pre-dispenéing
Medication error : Dispensing
Medication error : Administration
Wrong blood transfused

P: Pt. care process Patient Identification
Misdiagnosis or delay diagnosis
L: Lab safety Laboratory error
X-ray error
E: Emergency Response Under triage

Over triage
Delay Diagnosis and Delay treatment
Missed Diagnosis
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Reporting culture and Learning culture

NO. OF INCIDENTS REPORT % of incident level E up

10
mmm No. of incidents report ~ ===-- Linear (No. of incidents report)

134669
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I 2018 2019 2020
B % of incident level E up 9.38 7.66 7.12 7

2018 2019 2020 2021
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Incidents Sharing and Learning with Hospital and Experts by Virtual conference
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Incidents Sharing and Learning with Hospital and Experts by Web-based

application of NRLS: Community of Practice

CoPs : Community of Practices

CoPs for Patient Safety Goals
I [N [

Safe Surcery Infection Medication & Patient Care Line, Tube, Emergency
Prevention and Blood Safety Processes and Catheter & Response
Control Laboratory
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Top 5 incidents level E up

buKIBU)
SIMEPLE E F G H I E_Up reditation Institute (Public Organization)

E:Emergency Response 730 114 17 105 107 1073
CPE301:PPH with Complicate 388 11 14 7 0 420
CPE306:Severe Birth Asphyxia i20 39 1 36 3 208
CPE408:Un-planed ICU Tusiihaandy/ dilaainga il8 50 2 i1 i 182
CPE101:Un-planed Cardiopulmonary Resuscitation (CPR) 7 2 0 51 103 163
CPE304:amzunsndauainniseaaaiilasiuleifiadudiunsan 88 12 0 0 0 100
P:Patient Care Process 5566 85 5 37 12 705
CPP303:(Patient Assessment) slilalsilasuntsilszuin dssdiuda/ dszuivliasuniu asnasd a 153 29 0O ] g 199
CPP401:fthafinanzunsndavannnszuruniswaninadeiasniuled (anuiu tiaunanaiiy, aniiae 120 20 1 1 0 142
CPP404:fianHaNAYIL 118 14 0 0 0 132
CPP306:(Patient Care Delivery) dihalaiunisaualiasavaay/ Bivtau o)/ Lidanadas anuna 8 1z 2 19 4 118
CPP304:(Planning of Care) eilalailasunmssuauana/ Movausiasavnay wiarownudinlla 94 10 2 ] 0 114
S:Safe Surgery 519 162 7 8 9 705
CPS201:finamzunsndauiimtasfiunisszduanusan 363 17 2 5 8 395
CPS108:sindnzhTne Ll 19wy 51 72 1 3 1 128
CPS105:1nmduaimziadasszwinesinam (Internal organ injury or Accidental puncture or lacer: 29 38 3 0 0 70
CPS111:SSI: Surgical Site Infection 35 25 0 0 0 60
CPS203:ldviamalaghaialy 2 thiusudenmsaanviawiala (re-intubation within 2 hrs. after ex-t 41 10 1 0 0 52
I:Infection Prevention and Control 429 192 1 0 3 625
CPI202:VAP: Ventilator-Associated Pneumonia 165 78 0O 0 0 243
CPI401:nsifiafiaiiafaen 161 68 O 0 0 229
CPI201:CAUTI: Catheter Associated Urinary Tract Infection 57 18 0 0 3 78
CPI203:CLABSI: Central Line-Associated Bloodstream Infection 18 24 1 0 0 43
CPI204: a5 laidlfifdauuuivneilasiunisumsnszanmdianatsaluanuweuna Standard Precauti 28 4 0 0 0 32
L:Line, Tube & Catheter and Laboratory 528 30 0 11 2 571
405 22 0 9 2 438

CPL101:via thauunaniia re-intubation

CPL102:Mis-connect, Dis-connect 57 2 0 1 0 60
CPL202: 3sdvas7a fimuiia/ fim container/ Liaseduludeasia/ LivAaswavdaianiwlinsanasia/ 34 0 0 0 0 34
CPL201:a5233ta512% Lab Aawata (12iu a1/ Andedsasa/ Anians) 23 4 0 0 0 27
CPL103:auaataadaumsiiasinaiamsly Infusion pump 9 2 0 1 0 12
M:Medication & Blood Safety 235 22 1 4 3 265
CPM205:Medication error : Administration 75 11 0 1 1 88
CPM105:uwen (ani3u uwenah)/ ADE: Adverse Drug Events fiiianusuuseszé E dulal 62 2 0 2 0 66
CPM103:eiihaiinzunsndauiilasiuldannnislasumanudnsas 46 5 1 0 2 >4
AT e AsuER g 37 1 0 1 0 39
CPM502:nstdisenannmsissmaan (Transfusion reaction)** 15 3 o . 0 ia

CPM204:Medication error : Dispensing
T —

3007 605 31 165 136 3944
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and Incidents management training
Hand Hygiene

HU20 : Infection Prevention and Conirol

VOD of Patient Safety Goals
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Safe Surgery and
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HWaO : Safe Surgery

HU20 : Safe Surgery
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Blood Transfusion Safety
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Right and Accurate
Laboratory Results
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Rational Drug Use

MU0 : Medication & Blood Safety

HU20 : Medication & Blood Safsty
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Safe form Adverse Drug Event

WU AU A08:Na

HU3A : Line, Tube, and
Catheter & Laboratory

HU20 : Medication & Blood Safety
acwnerans adhansaivmdnmay

SA.05 NUWOY Sun mubenuun
peuzannsmand adhansaiurinmds

nay.3uyd Iasna
Tswenuaaynsans
1S9)

Catheter, Tubing Connection
and Infusion Pump

@ O
i)

Pain Management

QO

3o
Medical Emergency %

(Tips and Tricks in Sepsis& Septic Shock)
HU3IO : Emergency Response ‘ . (]
| b

uwagsnd wuwna , uw.fan Auasaud
ACU:ILNEMANSASSIBWENNG UININNFBUioa

Reduction of Diagnostic Error
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HA standards

and criteria for
Accreditatio

The organization provides effective and coordinated risk and safety management
system to manage risk and to protect safety for patients/customers, workforce

and visitors.
a. General Requirements

3 Evidence-based safety strategies
Thailand 2P Safety Goals,

professional org, recommendation, 4 Effective incident
WHO's global Patient Safety Challenges, management process
WHO's Charter of Healthcare Worker Safery report, investigate & RCA,

iJ]ll.'l'l'l}‘t’E. commumicate, fraim,

t .
Scope, objective, criteria p Action “ — support staff affected H OS p Ita I a n d H ea It h ca r'e

Responsibility & function
: RMS List of risks

implementation Reporting process Deesign RM Loarsing Sta n d a rd S

by +— Risk plan process ——+ Evaluate & improve | 5
ﬂ: E:‘:‘j":e R Conumunication i
, Pracess d 11 Learning & development Tmprov - :
register - . Sikies Effective risk & safety
1 Risk management framework management program

b. Specific Requirements

Workforce Health and safety program (I-5.2 ¢ & d) Drug & medical producis (1I-6) L.
Facility, building and space management (11-3 .1} Infection prevention & control (11-4) | B
Supplies, equipment & device management (11-3.2) Medical records & patient data (1I-5) =
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2P Safety Goals

Essential Standards for Patient Safety

S: Safe surgery

Surgery performed onthe wrong body part

Surgery performed onthe wrong patient

Wrong surgical performed on a patient

I: Infection and prevention control

CAUTI: Catheter Associated Urinary Tract Infection

VAP: Ventilator-Associated Phneumonia

CLABSI: Central Line-Associated Bloodstream Infection

SSI: Surgical Site Infection

I: Infection and Exposure

HWF infected airborne transmission

HWF infected droplet transmission

HWF infected contact transmission

HWF infected vector borne transmission

M: Medication and blood safety

Adverse Drug Event

Medication error : Prescribing

Medication error : Transcribing

Medication error : Pre-dispensing

Medication error : Dispensing

Medication error : Administration

Wrong blood transfused

P: Pt. care process

Patient Identification

Misdiagnosis or delay diagnosis

L: Lab safety

Laboratory error

X-ray error

E: Emergency Response

Under triage

Over triage

Delay Diagnosis and Delay treatment

Missed Diagnnsis

anUusuUsSDVAUNMWANIUWEIUIA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Essential Standards
for Patient Safety

Criteria

for
accreditation
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Gaps, barriers, Challenges and lessons learned T

Strong leadership ¢
Clear goal, short and long strategies

Horizontal and vertical approach ¢
Collaboration between practitioners and experts
Engagement of all included non-health sectors °
Networking and alliance for sharing and learning

WHO technical tools and Global direction °
The central organization to be the main co-ordination

Support tool and platform for sharing and learning ¢

National Reporting and Learning

System Thailand driven as »

POEMS

Difficult issue to improve quality under the higher
workload and limited resources

Mindset and Understand to quality & safety of Health
care workers

A conflict between patients/families/ consumers and
health care providers and professional organizations.
High & extreme expectation from different
stakeholders

Limited Funding

¢ POQlicy: for direction
¢ Engagement: for collaboration
¢ Mechanism: for driving

¢ Standards and Accreditation: for continuous improvement and sustainability
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