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What is Patient Saf ety ? T Faears Aottt e 5 Stoomac

Shaping the Future for Health

World Health Organization definition

To ERR IS HUMAN:
BUILDING A SAFER HEALTH SYSTEM

be. At least 44,000 people, and perhaps as many as 98,000 people. die

in hospitals each year as a result of medical errors that could have
been prevented, according 1o estimates from two major studies. Even using
the lower estimate, preventable medical errors in hospitals exceed attributable
deaths to such feared threats as motor-vehicle wrecks, breast cancer, and
AIDS.

Medical errors can be defined as the failure of a planned action to be
‘ ‘ h b completed as intended or the use of a wrong plan to achieve an aim. Among
; e a 5 e ’ ’ Ce O re Ve ’ ’ O e a r’ ’ ’ O a the problems that commonly occur during the course of providing health care
are adverse drug events and improper transfusions, surgical injuries and

I I calth care in the United States is not as safe as it should be--and can TOLRR 1§ HUMAN

wrong-site surgery, suicides, restramnt-related injuries or death, falls, burns,
pressure ulcers, and mistaken patient identities. High error rates with serious
consequences are most likely to occur in intensive care units, operating rooms,
and emergency departments.

Beyond their cost in human lives, preventable medical errors exact

] .
other significant tolls. They have been estimated to result in total costs (in-
atient durine the process of hea e
and household productivity, and disability) of between $17 billion and $29

billion per year in hospitals nationwide. Errors also are costly in terms of loss

of trust in the health care system by p s and dimnished satisfaction by
both patients and health professionals. Patients who experience a long hospi-  Errors...are costly
tal stay or disability as a result of errors pay with physical and psychological in terms of loss of
,’ liscomfort. Health professionals pay with loss of morale and frustration at trust in the health
[ not being able to provide the best care possible. Society bears the cost of er- care system by pa-
a re ° rors as well, i terms of lost worker productivity, reduced school 1 tients and dimin-
by children, and lower levels of population health status. ished satisfaction
A variety of factors have contributed 1o the nation’s epidemic of medi- by both patients
cal errors. One oft-cited problem arises from the decentralized and frag- and health profes-
mented nature of the health care delivery system—or “nonsystem,” to some sionals.

observers. When patients see multiple providers in different settings, none of
whom has access to complete mformation, it becomes easier for things to go
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World Health Assembly
Update, 25 May 2019

Patient safety

Membear States meating at the World Health Assembly committed to recognize patient satety as a
kay haalth pnority, and 10 take concotted action o reduce patant harm in haalthcara sottings

Tha World Heaith Assembly also endorsad the sstabishment of an annual Workd Patant Salety Day
on 1/ September and calied on WHO to provide 1aechnical support 1o countnes 10 bulid natona

inaciias (0 assass, measure and mprove patient salaly

The Assembly raguested WHO to formulate a global patent safety achon plan in consultation wi
countnes and sll relevant stakeholders 1O mprove and ensuwre patent safety globally
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warmed while recesving hospial care in high-income countnes
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What happen?

Disruptive change in healthcare service.

Priority in Health Service.

Strengthening IPC system.

Visionary Leadership.

Innovation for Healthcare and Management.
Healthcare team included community and society.
Self-Healthcare and strong primary healthcare system
Resource management and support

Healthcare worker infected.

o)
)

How health-care visits have changed since COVID-19
measures

Since the start of the COVID-19 pandemic, more health-care visits have gone virtual
W Pre-COVID-19 [ April 14-21
Pre-COVID-19 April 14-21

Telephone

In-person

23
Video I 3% 1%
59

Messaging/Ema I 1%
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Strategy

THE NEW NORMAL

standard

Safety and
Satisfaction

The new process to the old purpose
Patient and Personnel Safety

(2P)




2P-2S

Health Equity

W

' BMNaanLs it
(nazgenm uaz Tamandanu)

------

Digital and technology for
management (Health service and
Back office)

Strategy

s uma  Pemity sactar
Mimdwdlnln  doirnrmusy- dedls LElesdwd of 1w Ind
= (4] vl wrwosdusdd  dmileu esmedicee

Agility strategy and Update
Business Continuous Plan and
Management

Collaboration and Network for
Work




-Strengthening Standard Precaution

-Suitable airborne, droplet, contact Dynamic and update standard
and vector borne precaution

Standard

Practical and concrete guideline to
help decision-making National standard from multi-

professionals and organizations
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Structure

n19am Truda TUNUARANS msamdumaau Safety

(OPD, ER, LR, OR) flow




Infection Prevention and

Risk management Control

Supply Chain (Medication, Information and
equipment, PPE) technology




I: Infection Prevention and Control
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»Infection Prevention and Control

Hand Hygiene Hospital infections affect 14 out of
every 100 patients admitted

INhAEnoWUaonEuoLUoH 12 Prevention of Healthcare - Associated Infection . :
voousanalng w.a. 2561 Of every 100 hospitalized patients at
[21 | Catheter- Associated Urinary Tract Infection any given time, 7 in developed and
Patie A Seety Gosle (CAUTI) Prevention 10 In developing countnes will
———— : 27 | Ventlator-Acsocated P T acquire health care-associated
sj I\ M p It- E . entilator-Associated Pneumonia (VAP) Prevention infections (HAIs). Hundreds of
-3 "" T T SN [23 | Peripheral and Central Line-Associated Bloodstream millions of patients are affected
Thailand * ) | |- l °) . .
LZU10 Infection (CLABSI) Prevention worldwide each year. Simple and

low-cost infection prevention and

Isolation Precautions control measures, such as

appropriate hand hygiene, can

reduce the frequency of HAIs by
more than 50%.

Prevention and Control Spread of Multidrug-

Resistant Organisms (MDRO)




l: Infection and Exposure
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Personnel Sefety Gosle:

SI|MPI.IE

Thalland

> I: Infection and Exposure

I: Infection and Exposure

Il

Fundamental of Infection Prevention and

Control for Workforce

12

Specific Infection Prevention and Control

for Workforce

Airborne Transmission
Droplet Transmission

Contact Transmission

Vector Borne Transmission

_ B =

Health care personnel
(HCP) at risk of acquiring
infection through

occupational exposure

HCP also transmit
infections to patients and
other HCP

Occupational health
program in place to
prevent and manage

infections in HCP

Practical guidelines for infection control in health care facilities, WHO 2004
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( Infection Prevention Practices )
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- Tele-Health - Remote Patient Monitoring
-Chatbot - Robot service

- Virtual doctor (out hospital) (in hospital)

Service

Risk stratification service delivery (low Self-health care, Home-health care,
risk, moderate risk, high risk or chronic trace and track, Home quarantine, local
and acute Care) guarantine
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Non-communicable disease integrated care )

Low risk Medium risk

Well-controlled Moderately Poorly controlled

well-controlled

High risk

NN risk
stratification Llﬁdﬂﬁi |

éﬂw LAZN1IIA

i Promotion activities Tele-consultation Hospital visit
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INZENNUNAN
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sinniiund (I USEYIPUFUNING [WIMUNTAMNEY TEUUGUANESEY

DEPARTMENT OF MEDICAL SERVICES \n.. o
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(QUE)
O Self Check (PUI) 2P Safety ~ URI symptom
" - Pre-hospital

only Nig@-)
- Onsite Q_ﬁ |
- |
“anuasn”

O E-Register .
O E-Appointment @ - — OPD A9 \

1 Post) i
[ x-ray, blood test URI exam room l
Swab: RT-PCR
AU

nsuNTsUYMe
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Competent (knowledge, skill, | -Design work (Buddy or Team)
ability, experience, culture) Rotate of work

System for personnel safety
Rapid response team for staff

Reward and compensation




Patient Safety Goals Personnel Safety Goals

Safe Surgery and Invasive Security and privacy of information and
Procedures Social Media (communication)
(rinAndaannaasnslslusgaunisal
COVID)

Infection Prevention and Control

Medication & Blood Safety (n1s Mental Health and Mediation
usmsantna ldsuillulusl error)
Patient Care Processes - Process of work

Line, Tube & Catheter, Device Lane (ambulance), Legal Issues regulation
and Laboratory (medical legal)

Emergency Response - Environment & Working conditions
Healthcare Systems with Quality and Safety for All



Global Status

4-11% Health Workers Infected

China: >3,300 health-care workers have been infected as of early March and, according to

local media, by the end of February at least 22 had died.

Italy: >13,000 health-care workers have been infected also for the lack of PPE. 96 doctors
and 26 nurses died for COVID-19

Adequate of personal protective equipment (PPE) for health workers is a key concern.
Need practical and concrete suggestions to help decision-making on the front line.
Need also psychological and mental support.

Alongside concern provision of food, rest, and family support.

Health-care workers are anxious about passing the infection to their families

- Ref.: The Lancet, March 2020 and Global patient Safety Network



"¢ 9,282 Health workers have been infected with COVID-19 in USA @ _m Bl

® 55% reported having contact with a Covid-19 patient in the healthcare setting within®
the 14 days before becoming ill,

® 27% had contact with someone who had coronavirus at home and

® 13% had contact in the community. The remaining 5% had contact in more than

one place. Ref.: CDC




Aj) Patient  The theme of World Patient Safety Day ~ {{@@) World Health
T 2020 “Health Worker Safety” W C—

Health workers are all people engaged in actions whose primary
Intent is to enhance health. These include health care personnel
(e.g. doctors, nurses, dentists, pharmacists, technicians, allied
health professionals, community health workers, social health
workers, cleaners, porters), as well as health care managers and
support personnel (e.g. managers and housekeeping).

"No Patient Safety Without Health Worker Safety”

&
Patient
L5 )

Safety




Timeline for develop Personnel Safety Policy on COVID-19

Situation analysis for
personnel safety RCA at cluster A for Propose plan to

. more investigation Ministry of Public
proposed to advisor and develop 2" draft Health executive

to minister of Public with MOPH meeting
Health team

13 April 2020 14 April 2020 15 April 2020 16 April 2020 17 April 2020
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Health Worker Safety

Data analysis and
Guideline for Personnel Safety

knowledge sharing Integrated in HA

Prepare adequate and proper e S —— standard for Hospital
PPE s
reward Accreditation
Communication situation :

Psychological and mental support ( Health workers

Empowerment and Inspiration . : . .
Develop an Infectious Disease infected as an essential

Announce Personnel Safety Preparedness
Policy

standard)

and Response Plan for wave Il

Acute Recovery Maintenance as New normal

“No Patient Safety Without Health Worker Safety”
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Save Healthcare Workers e e

“No Patient Safety Without Health Worker Safety”
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Safety Culture
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NwHn 1, Hospital Survey on Patient Safety Culture

Agency for Heakhos
Reseorch ard (

DEPARTMENT OF HEALTH AND HUMAN SERVICES

S&00 Fishers Lane
Rockwile, MD 20887
Wt ey o

July 11, 2017
Ms_ Pivawan Limpanyalest

Deputy CEO 'y
Healthcare Accredits n Ins g
s U estinsaygyinain AHRQ

Dear Ms. Limpanvalert:

I handle—on behalf of Ms. Randie Siegel. Deputy Director, Office of Communications—thc
majornty of permissions that come to the United States Agency for Healthcare Rescarch and
Quality (AHRQ). Although the Surveys of Patient Safety Culture Technical Support Group
at Westat has been delegated the task of granting permission for usce these AHRQ surveys in
English or existing translations, permission for transiation into a new language (such as Thai)
reguires permission from the AHRQ Office of Communications. This letter constitutes
retrospective permission from AHRQ for the Healthcare Accreditation Institute of Thailand
to translate the Hospital Survey on Patient Safety Culture into Thai, and to have used the
translation in accreditation and research.

We do ask that. in the future, each copy of the translated survey contain the statement
“Translated from English with permission of the United States Agency for Healthcare
Rescarch and Quality.” Any subscquent reports or professional publications should give the
proper source reference for the Survey:

Hospital Survey on Patient Safety Culture. (Content last reviewed November 2016).
Agency for Healthcare Research and Quality, Rockwville, MDD USA

ntep -/ /www . anrg. g« -paticni-
safctv/paticnisaictyculture’hospital hum!

ndex

Additional permission would be needed 10 reprint the Survey itself in a research report or
professional publication. However, there are no fees involved either for the retroactive
transiation permission or any future permission. Your Institute can make your translation
available for use by other researchers in Thailand, but the users would need to obtain use
permission from the Westat Technical Support Group.

Please contact me if you have additional gquestions about the copyrnight permission for this or

other AHRQ tools or matenals, but you should contact the Patient Safety Survey group at
Woestat for technical questions about administering the survey or interpreting the results,
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R Addressing Global Patient Safety Challenge

SERVICE DELIVERY
A SAFETY

Covers a topic that addresses a major and WORLD ALLIANCE

[OF PATIENT SAFETY
significant risk to patients receiving health care Clean Cargs safer care

and which is relevant to every country

1st Challenge - Clean Care is Safer Care,
addressed hand hygiene as a means to

prevent the spread of HAI

2nd Challenge - Safe Surgery Saves Lives, ,\

I WORLD ALLIANC

focused on improving safety of surgical care ¢ O PaTIENT SAFETY

- prevent errors, avoid injury and save lives

g’ N, World Health

=i M Organization
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S: Safe Surgery

#  S:Safe Surgery

Safe Surgery and Invasive Procedure

Surgical Safety Checklist

Surgical Site Infection (SSI) Prevention

SIMPLE

$13 | Enhanced Recovery after Surgery (ERAS)
S14 |Venous Thromboembolism (VTE) Prophylaxis

§2 Safe Anesthesia

Safe Operating Room

Safe Environment

Safe Surgical Instrument and Device

Safe Surgical Care Process

AMUTUSUSDVATUNTWAN TUWETUNA (D0ANISUKIBU)
e Healthoare Accreditation institute (Public Orgentzation)

Delivery of safe surgery
requires a teamwork
approach
An estimated 234 million
surgical operations are
performed globally every year.
Surgical care is associated
with a considerable risk of
complications. Surgical care
errors contribute to a
significant burden of disease
despite the fact that 50% of
complications associated with
surgical care are avoidable.
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anndrAty: 5ag Safe Surgery Saves Lives gninmuailu The 2nd Patient

Safety Challenge Tna World Health Organization waz@oyaaulidszimaannn
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dayaainszuu National Reporting and Learning System

1. CPS101 wvdniasnunils Aadns (Surgery or other invasive procedure
performed on the wrong body part)* shuau 85 s1enns sz E aulal 21
f1iRN190d

2. CPS102 ivsininnu (Surgery or other invasive procedure performed
on the wrong patient)* s1uau 26 s1en13 3= E 1wl 3 1IN0l

3. CPS103 wivsininatin (Wrong surgical or other invasive procedure
performed on a patient)* shwuaw 27 s1ens sz E auli 6 1IN0l

*s19aean AHRQ, Patient Safety Network, Never Events

e dayaanszuu National Reporting and Learning System sulssunns 2562 fadufi 13 woadnaew 2562
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action area 1

The Global Patient Safety Challenges

1. Clean Care Is Safer Care WORLD ALLIANCE
for PATIENT SAFETY

Clean Carg, Safer Care

-

Health care-associated infection was
chosen as the first Global Patient

Safety Challenge, focusing on the
Clean Care Is Safer Care theme.

1st Challenge - Clean Care is Safer Care, addressed hand hygiene as
a means to prevent the spread of HAI



I: Infection Prevention and Control

_;:'lnkction Prevention and Control

INnnanuUaonnguooujuod

Hand Hygiene

Prevention of Healthcare - Associated Infection

govus:nAlng w.n. 2561

Pat e nt Safety Goals:

Catheter- Associated Urinary Tract Infection

(CAUTI) Prevention

Ventilator-Associated Pneumonia (VAP) Prevention

SIIMPI_IE

Thailand *
=V _l ®)

Peripheral and Central Line-Associated Bloodstream
Infection (CLABSI) Prevention

Isolation Precautions

Prevention and Control Spread of Multidrug-

Resistant Organisms (MDRO)

AMTUSUSDVATUNTWANITUWETUNA (D0ANISUKIBU)
he Healthoate Accreditation institute (Publi Jegunization)

Hospital infections affect 14 out of
every 100 patients admitted
Of every 100 hospitalized patients at
any given time, 7 in developed and
10 in developing countries will
acquire health care-associated
iInfections (HAIs). Hundreds of
millions of patients are affected
worldwide each year. Simple and
low-cost infection prevention and
control measures, such as
appropriate hand hygiene, can
reduce the frequency of HAIs by
more than 50%.
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I: Infection

Prevention and
Control
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Heoat Mation ute (Fubhi Jrgenian

wada SIMPLE FIARTLALALAZTANNANATY

smsgrudragantludas nsfinmeidAymuuuneesesAnsungs SSI, VAP,

CAUTI, CABSI

ﬁmuﬂ"l'?lummgm HA: 11-4.2 nvsdfiiiedesiunisisge 9.nstesiunissinima b
naueny (1)

anudany: isas Clean Care is Safer Care gnriwuaiilu The 1st Patient
Safety Challenge ina World Health Organization uwaz@oygaulidilssmeanndn
Malanduinaeussus U A.A. 2005

dayaainszuu National Reporting and Learning System

1. CPS112 SSI: Surgical Site Infection swaw 7 :ans swsiv E 3l 5 giifinisal
2. CPI201 CAUTI: Catheter Associated Urinary Tract Infection anuau
477 s1enns sxiu E 2udld 248 f1RN190d

3. CP1202 VAP: Ventilator-Associated Pneumonia a1uau 668 18013 3¢l
E 2uldl 475 guifinasel

4. CPI1203 CLABSI: Ceyntral Line-Associated Bloodstream Infection
AU 192 9enng sxa E auld 105 giifinemnd

* dagaanszuu National Reporting and Learning System fhuslazanm 2562 flefuil 13 ngadnieu 2562
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l: Infection and Exposure

® Health care personnel

(HCP) at risk of acquiring

IWUHU1eAIUUEa0anY

doJUARINSASISCUFY > I: Infection and Exposure
yoiUs:nAlng w.f. 2561

infection through

occupational exposure

Pehsonnel Safety Goals: I Infection and Exposure ® HCP also transmit
11 Fundamental of Infection Prevention and . . .
S I| M P I_ E infections to patients and
¥R | Control for Workforce
Tha“and Q) 12 Specific Infection Prevention and Control Other HCP
/ ) for Workforce

® Occupational health

[2.1 | Airborne Transmission

[2.2 | Droplet Transmission program in place to

[2.3 | Contact Transmission

prevent and manage

124 | Vector Borne Transmission

infections in HCP

Practical guidelines for infection control in health care facilities, WHO 2004
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suin Incident
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e Healthoare Accreditation institute (Public Orgentzation)

Sotiae E-Up

Social Media and Communication 4 0 1 5 112 4.46
Infection and Exposure 2% (8 |1 245 923 26.54

Mental Health and Mediation 25 6 2 39 657 594
Process of work a3 |4 |2 50 137 6.78
Lane (Traffic) and Legal lssues 2 2 8 3950 0.96
Environment and Working Conditions 5 |17 (11 |2 |4 179 4164 430
Other (Bun lsiansodnidh SMPLE 1) 52 |18 ]2 |10 86 3358 256
™ 5 |23 |18 |15 642 13901 462




Category

Attack rate (%) PNiEHEEHE

Influenza 45-60
RSV 42-56
Tuberculosis 20-50
Pertussis 43
Varicella 4.4-14.5
Rubella 13

of various
Infectious
disease

outbreak

among
HCP

Schwartzman: Can
Med Assoc J,
1999:161:1271-7



AMUTUSUSDVATUNTWAN TUWETUNA (D0ANISUKIBU)

e Healthoate Accreditation Institute (Public Orgenization)

Il - 4.2 msduaNanisifasnwnisaaize

( Infection Prevention Practices )

A aea A

29AN3E319ANNAB AN YIANIINzENLNE 518N WANTAALTDINLINS
HUNTN.

n. Mytasnwn1saasana i

2. msﬂaaﬁ'%msaﬂL%a‘lumjummz

e A : - 9 4 ' a & do o 3
nsdPiiditeananuidssenmstaiiie anANLELIABNIAAIBNE1AYaIaIANT

standard precautions, isolation precautions, sterilization, scope L% miﬁm%mmach@”m miﬁm’?aswumuﬁumﬂa

. . ) ’ . . a & a
reprocessing, single-use devices reprocessing (if permitted) ﬂ’]i@]m‘naixuuwﬁﬂmuﬂaa’]’gz

nIaa L%a'ﬂ’mﬂ'ﬁlﬁﬁ'ﬁﬂ? LaZNIIAA L%@luﬂituﬁ

a [ a
NM3AILANFILIARDN teaa \
) A Y o
Iﬂix‘]ﬁi’]{lﬂ']ﬂ'ﬁﬁﬂ"l%“ﬂ MINIVUANFNTNLLINNDNAIYN X 1A 3\]{1 m?ﬁqu
- Lo g - . nIauanignannLee &9
'!ﬁ'JﬂiilJLLﬁ:ﬂ’]iU’]EﬂiﬂH’]L‘W ﬂﬂﬂdﬂuﬂﬂiLLWiﬂiZ a’ﬂ A X 4o M VL o I ~ “a,ﬂ Aa s 3
{ ' ' o o
&J’Hﬂiﬂ'ﬁﬁ(ﬂﬂ’ﬂ&lLﬁﬂdi:‘ﬁ'ﬂdﬂ'}iﬂﬁ)ﬁiﬁd Eﬂl ’]Uﬂfl,“ﬁa‘ﬂjﬂﬂ@]z @aniva%ﬂ E ’JEJZI&II]%JG]’]K‘:{LHH:@]’] @f] ﬁm
mnmnﬁuﬁl’ﬁa’ma:mﬂaaﬂﬁl’mﬁuﬁﬂmﬂau ﬂ'ﬁ‘ﬂ@ﬂ’]iﬂﬂﬂ’ﬁﬂ(ﬂLTQ@BUWLLRWHWSWQL“EQQUQ A >;

SRRIER

[ v Addo o A&
ﬂ']s%tlalﬁ]"lﬂ%’]ﬂﬂaﬂﬂal‘ﬁa
z«?’uw”mﬁaﬂ/miﬂ”ﬂmﬁa’mﬁﬂaU @aLTanm I ANN

= a & & 4
MsanANNLREsIINMsAALE D luNwiTvwane
dan

wadrnda #asaaaa filetemin ﬁagﬁwﬁﬁmmuaﬁ@ 789
a 1 @ ) o @ A @ B ' (74
anliu wasananthauendniLaandanudiunue nie ﬂ ANANE
: A A
- o . e ey o«
snWan “iEI1uNaNe 139037 KiemenwLinga waatAuew \ )

¥

a & ¢4
I ﬂ'ﬁﬁlﬂlf)jaﬁl’l‘ﬂﬁqﬂ I




WnsgIuaIRyIluranulaandy

an\Ju§usaoqmn1wan\uwu1u\a (aoﬁn1smnou)
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viada SIMPLE FIEAZLDAAUATAINENATY

1
o v A

. o @ o & a . a dglj a
I: Infection nnggrudinyaniluEas: yaainsiameannnisdunudam

Prevention and  s,y4,613lusnasgiu HA: 11-4.2 msdfimitedesiunsinide o.mslasiunsiaidely

Control NANLRNIE (3)

anudAny: Ussindlneszniauleunaies Patient and Personnel Safety le 16
e 2659 TnasguuAzIININIENINananTnge eﬁq’mmuqmmwﬂmmmmmmmﬂfmLL@”
UAAAINT

dayaainszuu National Reporting and Learning System

1. GPI201 éwiniisade Airborne Transmission annnnsine wu Saulsn sauau
109 71enns sz E 2wl 59 a1iRN19ad

2. GP202 éwihiisnide Droplet Transmission annnisvinanm s Husnlg
S1uan 50 :1ens s E 2wl 8 f1iAn19ad

3. GP203 iwihiiaaige Contact Transmission annsines ity HIV, HBV
S1uan 13 :1ens s E 2wl 3 f1iAn190d

4. GP204 ¥ winiinide Vector Borne Transmission annnsvinen
Hidenaen sauau 11 menis szau E 3wly 3 guifnsal

Wional Reporting and Learning System flutlszunns 2562 fedufi 13 weanaeu 2562




N15LNA medication error wag adverse drug

event




N
TRy Global Patient Safety Challenge

SERVICE DELIVERY
N SAFETY

WORLD ALLIANCE

PATIENT SAFETY

Clean Care

ssr!/(m

Medication Safety

20-30% of unplanned hospital admissions in patients >65 years due to an
adverse drug event: 2-3% of all hospital admissions

= Estimated1.5 million patients are harmed and thousands killed every year
by medication errors in USA

Globally, the cost associated with medication errors has been estimated as
$42 billion annually

\}) World Health ;

‘45, /¥ Organization



M: Medication and blood Safety

Ihnnanwlaonnguooyiuod
vooUs:nAlng w.fA. 2561

Pa t | en t Safety Goals:

SIMPLE

Thailand * ) | | I : )

~ Mt Medication & Blood Safety

M1

Safe from Adverse Drug Events (ADE)

M11
M1.2

Safe from High Alert Drug

Safe from Preventable Adverse Drug Reactions (ADR)

M13

Safe from Fatal Drug Interaction

M2

Safe from Medication Error

M21

Look-Alike Sound-Alike Medication Names

M 2.2

Safe from Using Medication

Medication Reconciliation

Rational Drug Use (RDU)

Blood Transfusion Safety

AMUTUSUSDVATUNTWAN TUWETUNA (D0ANISUKIBU)
The Healthoare Accreditation institute (Public Orgenization)

“The Third Global Patient Safety

Challenge Medication Without Harm”

asAmsauniblanlAussme “The Third Global Patient Safety
Challenge Medication Without Harm”  Tagiiyyauyszmedsntin
| o Vo v e W 5 i
Angq Adnsamdsey ThanudAguaz Awdmane “Reduce severe

avoidable medication-related harm by 50%, globally in the next 5

The Second Global Ministenial Summit on Patient Safety,
29-30 March 2017, Bonn Germany




#01UN158d Patient Safety Goals tulaguu & NEHEES

ANUTUSUSDVATUNTWANTUWETIUNE (20ANISUIKIoW)
e Healthoare Accreditation institute (Public Orgenization)

Patient Safety Goals 38 Common Clinical Risk Incident

I Safe Surgery [ 'nfection Prevention and Control Medication & Blood Safety

I Fatient Care Process |l Line, Tube & Catheter and Laboratory
I Emergency Response

oW

43,274 Incidents = M:Medication and Blood Safety
23,025 Incidents = P: Process of Care

9003 Incidents = L: Line, Laboratory Safety




AWUSUSDVATUNTWANTUWETUNE (20ANISUKIoU)
T™The Healthoare Accreditation institute (Public Orgenization)

Patient Safety Goals 3@ Common Clinical Risk Incident

seiam Incident E[F |6 [H |1 | vwEUp | vmlseduad | Sooss Ep

Safe Surgery 51 (211 |19 [48 |18 817 4195 2091
Incident Vi
20000 Incident (&D) Infection Prevention and Control %5 |27 |0 |0 | 643 2808 2%

Incicent (E-[) Medication & Blood Safety 550 191 |5 |6 |7 660 43247 153

Patient Care Process 1807 | 377 (42 | 176 | 12 2124 23015 923

)
vvvvvv

Line, Tube & Catheter and Laboratory 81 [53 3 [3 |4 182 9003 8.69

: O"/O——O_———C -—0 Emergency Response 1149 (386 |70 | 279 | 420 2264 ag47 46,71

Other (Bun Aelimsnsodnd SMPLEY | 296 |76 ¢ |33 | 113 612 6675 917

M 5126 | 1441 | 143 | 567 | 665 1962 93790 8.49

% Patients Suffering on Harm = E: Emergency Response,
I: Infection and Prevention Control, S: Safe Surgery
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M: Medication  snasgiudranysniiusas: n1ain Medication Errors uaz Adverse Drug Event rammennserimsme
Safety

muualdluninsgiu HA: 11-6.1 nisiduguasaz@suandenaiiayu n.nsiniuguanis
AANTIANUEN (3)

anwndAty: Gee Medication without Harms gnrnsusidu The 3rd Patient
Safety Challenge 1na World Health Organization waz@oygaulidilssmeanndn
falanduindeusaus 3 a.a. 2017 Tngruamnglindszmaan Medication with
Harms 16 50% 11 5 T

1ayaainszuu National Reporting and Learning System

1. CPM201 Medication error : Prescribing s1uaw 28,477 s1enns sz E 2l
10 guiRn1sad

2. CPM202 Medication error : Transcribing swaw 7,781 :1em19 sx6ivs E 2l
11 quiRnnsad

3. CPM203 Medication error : Pre-dispensing a1uau 32,837 :1an19 szeu E
201 10 guiRnasel

4. CPM 204 Medication error : Dispensing s1uau 13,232 91619 526 E 1l
133 giRnnsed

5. CPM 205 Medication error : Administration anuau 14,538 s1ean17 svau E
201 418 gUiRnsal

6. CPM101 :ueng1 svwan 458 snenns szsu E 2ld 93 a1iRn7ad
e
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M: Medication  anmsgrudragyantiugas: maliideninau Ravy dntils
Safety

ﬁmum‘li’lummsg'\u HA: II-7.4 sunp9aaniazauliznislais

anudran: Unintentional transfusion of ABO-incompatible blood
components gnauuaiilu 1 1w Never events dé1amyaas NHS wazanuaneuislu
FLALRING

1ayaainszuu National Reporting and Learning System
1. CPM 501:nslaeniia (Incorrect blood component transfused, IBCT
visa Wrong blood transfused) anuau 154 s1en19 svats E auli 23 giieinend

e dayaanszuu National Reporting and Learning System sulssunns 2562 fadufi 13 woadnaew 2562
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M1 Safe from Adverse Drug Events (ADE)

iNnnanuUaonnguooyuos .
vooUs:nAlng w.A. 2561 M 1.1 | Safe from High Alert Drug

M 1.2 | Safe from Preventable Adverse Drug Reactions (ADR)

Patlen:t' i M 1.3 | Safe from Fatal Drug Interaction

5 7 | 1 ["“
J IJ M P’ !L E{ M2 Safe from Medication Error

Thailand ) UJ :J) M 2.1 | Look-Alike Sound-Alike Medication Names
N
M 2.2 | Safe from Using Medication

M3 Medication Reconciliation

M 4 Rational Drug Use (RDU)

M5 Blood Transfusion Safety




1-7.3 NE15NYINIYINA
(Anatomical Pathology)
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[I-7.4 SR 1AILADALASITH
u3n15laia (Blood Bank and
Transfusion Service)

1-7.5 UIN1IATIINIRY
o ) (Other Diagnostic
Investigation)
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P: Patient Care  ®mesgrudiaganiluiEas: nsseysadileaianain
Process

ﬁmuﬂ"li'lummg'm HA: -1 nnsidnnanaznisdnsusiznig (8)

anudrAy: ldentify Patients Correctly gnninwue 1flu International Patient
Safety Goals (IPSG)

dayaainszuu National Reporting and Learning System
CPP101:Patient Identification a1uau 9,560 91an1s sza E awlil 53 qiisinnsnd

e dayaanszuu National Reporting and Learning System sulssunns 2562 fadufi 13 woadnaew 2562
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Pat| ent Safety Goals:
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P2 Communication
P21 | Effective Communication —ISBAR
P22 | Communication dunng Patient Care Handowvers
P23 | Communicating Critical Test Results
P24 | Verbal or Telephone Ordery Communicaticn
P25 | Abbreviations, Acronyms, Symbols, & Doses
and Proporticn Designation
F3 Reduction of Diagnostic Errors
P4 Preventing common complications
P41 | Preventing Pressure Ulcers
P42 | Preventing Patient Falls
P5 Pain Management
P51 | Pain Management in General
P52 | Acute Pain Management
P53 | safe Prescribing Opioids for Chronic Meon-Cancer
Patients
P54 | Management for Cancer Pain and Palliative Care
P& Refer and Transfer Safety
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P1 Patient Identification

P2 Communication
P21 Effective Communication — ISBAR
P22 | Communication dunng Patient Care Handowvers
P23 | Communicating Critical Test Results
P24 | Verbal or Telephone Ordery Communicaticn
P25 | Abbreviations, Acronyms, Symbols, & Doses
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F3 Reduction of Diagnostic Errors
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P5 Pain Management
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P52 | Acute Pain Management
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E: Emergency Response

Bﬂ' E: Emergency Response

El Response to the Deteriorating Patient
E2 Medical Emergency
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E23 | Acute Ischemic Stroke
Pat|ent Sutety Cosl E24 | Safe Cardiopulmonary Resuscitation (CPR)
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ER Safety

Effective Triage

E4.2 | Effective Diagnosis and Treatment in Highrisk

Presentation

E43 Effective Teamwork and Communication

E44 Effective Patient Flow

E45 | Effective Hospital Preparedness for Emergencies
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Overview of Hospital Safety Culture Survey (HSCS)
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“The safety culture of an organization is the product of individual and group values, attitudes,
perceptions, competencies, and patterns of behavior that determine the commitment to, and the
style and proficiency of, an organization’s health and safety management”
“Organizations with a positive safety culture are characterized by communications founded on
mutual trust, by shared perceptions of the importance of safety and by confidence in the efficacy of
preventive measures.”

uw.aiia AnTAna 10 qanAy 2551 "Safety Culture” u33enelu Quality Conference A3991 1 IW.A3 -
- Lméd"fl’aga: HSE’s Advisory Committee on the Safety of Nuclear Installations 1993




Safety culture Is the collection of the beliefs, perceptions and
values that employees share In relation to risks within an
organization, such as a workplace or community.
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Safety culture Is a part of organizational culture

Safety culture: From Wikipedia
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Safety Culture
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Hospital Survey on Patient Safety ¢ ##s

The Hospital Survey on Pa en Safm* Cultre, teleased 1n Noven b6'7004 msc’esigned 1
assess hospital statt opntons about patient safety 1ssues, medical errors, and event reporting. The
survey mcludes 42 ttems that meastre IZaleas.o T compostes, of patient safefy culure. Each of
the 1 patient safety culture composites ts isted and defmed 1 Table |-

Hospital Survey on Patient Safety Culture:
2014 User Comparative Database Report




Health care organizations can use these survey

assessment tools to:

® Raise staff awareness about patient safety.

® Diagnose and assess the current status of patient safety culture.

® |dentify strencths and areas for patient safety culture improvement.
® Examine trends in patient safety culture change over time.

® Evaluate the cultural impact of patient safety initiatives and

INnterventions.

® Conduct internal and external comparisons.
e —



Survey Content =

=
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The hospital survey, released in November 2004, was designed to assess hospital staff opinions
about patient safety 1ssues, medical errors, and event reporting. The survey includes 42 items that
measure 12 areas, or composites, of patient safety culture:

Communication openness.

Feedback and communication about error.
Frequency of events reported.

Handoffs and transitions.

Management support for patient safety.
Nonpunitive response to eIror.

Organizational learning—continuous improvement.
Overall perceptions of patient safety.

Staffing.

10. Supervisor/manager expectations and actions promoting safety.
11. Teamwork across units.

'HDDCI"*-.] [ WL R S S T (N

12. Teamwork within units.




Action Planning for Improvement ==

1111111

The delivery of survey results 1s not the end point n the survey process; it 15 just the beginning.
Often, the percerved failure of surveys to create lasting change 1s actually due to faulty or
nonexistent action planning or survey followup.

Seven steps of action planning are provided to give hospitals guidance on next steps to take to
furn their survey results mto actual patient safety culture improvement:

Understand vour survey resulfs.
Communicate and discuss the survey results.

Develop focused action plans.
Communicate action plans and deliverables.
Implement action plans.

Track progress and evaluate impact.

Share what works.

—1 T e T e —
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DEPARITMENT OF HEALTH AND HUMAN SERVICES Agency for Heakhcane
Research and Qualiy

AWANITUWLTIUNE (20ANISUKIBU)

S&00 Fighers Lane
Rockyite, MMD 208587
Wt mhirey av

ditation institute (Public Organization)

lasunisayyisnain AHRQ

July 11, 2017

Ms. Pivawan Limpanyalest

Deputy CEO

Healthcare Accreditation Institute (Public Org.)
Bangkok, THAILAND

Dear Ms. Limpanvalert:

I handle—on behalf of Ms. Randie Siegel. Deputy Director, Office of Communications—thc
majornty of permissions that come to the United States Agency for Healthcare Rescarch and
Quality (AHRQ). Although the Surveys of Patient Safety Culture Technical Support Group
at Westat has been delegated the task of granting permission for usce these AHRQ surveys in
English or existing translations, permission for transiation into a new language (such as Thai)
reguires permuss:on from the AHRQ Office of Communications. This letter constitutes
retrospective permission from AHRQ for the Healthcare Accreditation Institute of Thailand
to translate the Hospital Survey on Patient Safety Culture into Thai, and to have usced the

translation in accreditation and research.

We do ask that. in the future, each copy of the translated survey contain the statement
“Translated from English with permission of the United States Agency for Healthcare
Rescarch and Quality.”” Any subscquent reports or professional publications should give the

proper source reference for the Survey:

Hospital Survey on Patient Safety Culture. (Content [ast reviewed November 2016).
Agency for Healthcare Rescearch and Quality, Rockville, MDD USA

http:-/www ahrg. gov/professionals/quality-patient-
safetv/paticnisafetyculture’hospital/index . huml

Additional permission would be needed 10 reprint the Survey itself in a research report or
professional publication. However, there are no fees involved either for the retroactive

transiation permission or any future permission. Y our Institute can make your translation
available for use by other researchers in Thailand, but the users would need to obtain use

permission from the Westat Technical Support Group.

Please contact me if you have additional questions about the copynight permission for this or
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Action Planning for Improvement

The delivery of survey results 1s not the end point i the survey process; 1t 1s just the beginning.
Often, the perceived failure of surveys to create lasting change 1s actually due to faulty or
nonexistent action planning or survey followup.

Seven steps of action planning are provided to give hospitals guidance on next steps to take to
turn their survey results mto actual patient safety culture improvement:

Understand your survey results.
Communicate and discuss the survey results.
Develop focused action plans.

Communicate action plans and deliverables.
Implement action plans.

Track progress and evaluate impact.

Share what works.
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The Healthcare Accreditation Institute (Public Organization)
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Save Healthcare Workers e e

“No Patient Safety Without Health Worker Safety”



