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Patient Safety

World Health Organization definition

"freedom...from unnecessary harm
or potential harm associated with
healthcare”
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WHO Global Study — 2

(on burden of harm to patients)

Most evidence comes from developed countries and little
from developing countries

1.5 million patients are harmed and thousands are killed
every year in USA

70% of patients’ medication histories have errors (in some
countries)

28-56% of adverse effects are preventable

10% of patients in acute care settings in developed countries
experience adverse effects

1 in 4 patients in ICUs will acquire an infection infection
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The Study We Have All Heard

T
T0.LRR IS HUmAN

The Institute of Medicine (IOM)
study “To Err is Human; Building
a Safer Healthcare System”

Adverse events occur in 2.9 to
3.7% of all hospitalizations

44,000 to 98,000 patients dies a
year as a result of medical errors

More than motor vehicle
accident deaths in US



http://books.nap.edu/catalog.php?record_id=9728
http://books.nap.edu/catalog.php?record_id=9728
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31z awsan  Competency Humanize

93% Uaamng Safety Responsive
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Health care is a compleXsystem

Complexity = increased chance of something going
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WHAT IS SAFETY

S — Sense the error
A — Act to prevent it

F — Follow Safety Guidelines

E — Enquire into accidents/Deaths

T — Take appropriate remedial measure

Y — Your responsibility
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HOW & WHEN
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Accreditation by ISQua

ISQua

You don't just talk quality, but you walk quality
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# Institute of(l-mp'{tpj,ﬁgm‘djtation, Thailand

HA Standards Part I: Management Overview

| T 1.1 Senior Leadership

Senior leaders guide the organization. Senior leaders communteawith staff
and encourage good performance, ensure quality and safety of ear

Visi d Val b. Communication and
b sl elniel vellbies Organization Focus
1 MlSSlog, vI|S|on, values Communication
= set, deploy, commit ¥ . Empowerment
_ Focus on action 7  Motivation
2 Environment PI, orgobj, vision i
= legal and ethical behavior Ail 4 l
_ Review
Environment for Performance
performance improvement, measures Practice
3| accomplishment of mission & oxj, A
innovation, agility, learning, working _ 1
relationships, cooperation and _, Strategic
integration of services Objective Good performance,
T e e
: » safety, patien u
4 Culture of patient safety LAl
()

N
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Institute of HashitlAVeemetation, Thailand
HA Standards Part ll: Key Hospital Systems

I 1.2Risk, Safety, and Quality Management System

There is an effective and coordinated hospital risk, safety, anguality
management system, including integrated approach for patient car
guality improvement.

1] o a. Risk and Safety Management Syste
Coordination

between various
Evaluate
RM programs, <« Improve < .
integration of risk effectiveness

MIS - I
m | = | =
Prevention -

Solutions

Risk identification __ strategy, _,  Incident report , Root cause
& prioritization communicate & analysis analysis
4 make awareness
- : Improve patient

Patient care review |—- care in targeted
clinical population

12| 1dentify population
SNEEVENNCETCNONENN] 18 Monitor KPI

Improve




-----

(2aAMIHKITY)

Patient Safety Initiatives

Patient Safety Curriculum
CoP uuinav uLdugay

2nd Patient Safety Goals

Trigger Tools
1st Patient Safety Goals
4th HA National Forum:
Best Practices in Patient Safety
AANTTUNUNIUAMATN l

145 | a6 MR 49 | S0 |51 5556
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Quality Review : S v i eyt
Tools to Identify the Case in Stefd

Medical Record Review

Entry Assessmen Planning Implementation Evaluation Discharge

Bedside Review Other Reviews
Risk & Care Customer Complaint Review
Communication Adverse Event/Risk Management System
?gg&”\b’\/‘gk& D/C plan Competency Management System
HRD Infection Control

Environment & Equipment ~ Drug Management System
Medical Record Review
Resource Utilization Review
KPI Review

\ll@
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Assessment —— Investigation
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nﬁwﬂﬂay
Need & Experience
of Patients
_ 2\ DTV
[AMENAZ IR -
Evidence &
Waste Professional
Standards

Diagnosis -«
|
! v
Care Plan Discharge Plan
| |
'
Care Delivery
: " L Anes/
Nursing  Nutrition  Medication Procedure

v
Re-assessment/Evaluation

!

Rehab Education

Discharge -
|

Follow up

N\

Safety
ﬂ’]&l“ﬂﬂﬂ% ‘YJﬂLL‘ViE\iG
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'“:_; Institute of Hpshitaliesgjtation, Thailand

Thai Patient Safety Goals 2006

Patient Identification
Operation Safety
Communication Failure

Acute Coronary Syndrome
Medical Unstable/
Rapid Response Team

Maternal
& Neonatal
Morbidities

HAI

(VAP, Sepsis)

Infusion Pump
Clinical Alarm System
Drug Reconcile

Fall
Influenza
Surgical Fire

Drug Safety




Triggered Chart Review

to Identify Adverse Events

Select
High Risk
Charts

Trigger
Reviewed

Readmit, ER revisit
Death / CPR
Complication

ADE & ?ADE

NI & ?NI

Refer

Incident

Unplanned ICU
Anes complication
Surgical risk
Maternal & neonatal
Lab

Blood

Portion of
Chart Reviewed

End
Review

B ANURTUTIIAMNTHANTENEIUIA
” amuuwm%mﬁwﬁﬂqqgg)n'lwfiawsnma

Total Hospital Days

v

AE/ 1000 Days

A

, Harm Category
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Patient Safety Goals / Guides : SIMPLE

Safe Surgery

Infection Control —

Medication & Blood Safety

Patient Care Process —

Line, Tubing, Cathether

e
Emergency Response

| O
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Gap Analysis : SIMPLE

¥ o 1
VBUBEWIIIN SIMI:ILE SDas=No=180n
LR RS HEERIL Idnsaniezlslanni
l SURGICAL SITE INFECTIONS
GAP ANALYSIS
= Does not include all recommendations — refer to SSI1 Guideli nkings — see page 3
* _— 3 .
Recommendation Current/:ActuaI Desired Practice Action Plan
— = Practice IE = -

Preoperative Hair Removal:

Do not remove hair unless necessary to facilitate

surgery (14)
If hair removed, do immediately befare surgery, Q- A A aa A = A
preferably with electric clippers (14) - .
fanudnuaase 39L1N action
Preoperative shower or hath: (-9 9 1 o
Showeer or bathe with antiseptic at least night Gl%ﬂﬂﬂ']_]% ANINDNIINITIN guideline
9

befare surgery (18]

L

Patient Preoperative Skin Preparation: (] ﬁ% L‘d Y- Lﬁ%“u 2V Q‘%,ﬂ
|

Use appropriate antizeptic for patient skin prep
{18} {alcahol, iodineliodaphors gZHG, triclozan)

Preoperative hand

FPerfarm sungical scrhb fo
with appropriate {187




ANURIUSIIAMATHANTUNEIUIA
(2aAMIHKITY)

Community of Practice

~ A oA I H
antla ﬂulluﬁﬂqﬂﬂﬂﬂ(ﬂﬂaﬂﬁ%') SITHAIN laﬂﬂg\j




{.i.“, ANTUNTUSDIAMATHANTUNYIUIA
= (2aAn13

ﬁﬂ%ﬂﬁﬂﬂﬁﬁ’a@ommunity of Practice/CoP)

ﬂﬁjﬁJﬂuﬁﬁmmaﬂaﬁauﬁmﬁ’u

ﬂajuﬂuﬁﬁtﬂmmm%uﬁmﬁ’u

o Uy

aellaUf URADT 95091

= = Y ¢ v
wanilaguseusuusduyssaunsal wan
i luusulyluauveenu




ANTUNIUSIAMATHARTUNYIUIA
(2aAMIHKITY)

AULAS

. -
Qe p) =
- 2 PN
. - = @R DT TR R Ny A
- 5 -
»
b

1y

“-.4;“ - {jﬁ- e " > 8.
R Y

: b et ;} V

! B e : ‘ ? &2 1 - ™~ 'Y g

L'ﬁﬂmeu,ﬂnLﬂ%‘ﬂumﬁmm;éumﬂﬁmun'mﬁaémﬁmmqm e




ANTUNIUSIAMATHARTUNYIUIA
(aaANT3HKI T

NNV ATy Aae lHAILUEN

SUNY ULAZHAININNINNASAIUAD




ANTUNIUSIIAMATHANTUNYIUIA
(29ANITHRITU)

\l

<gamnaninlann COP asilioenozmnanugasinayu
WuunSewwerlomanann mileuNviveusnaue
AE ilinves Best practice”

d ¢ V7 o A "' a Y () T o Y To Y
<‘n1szzmJm‘smuwmmmmﬂﬂmwﬂma mﬂmmama"lsﬁ"lummgam

oV Y U v Y1 = 3.’1 Y Sl
“Wﬂﬂ’mmmnuqﬂ’manman@umm”

(s8)




70.3% U-




ANUUTUTD IAMATHANTUNEIUIA
(2aAMIHKITY)

PRE hospital
Intra hospital
Referral system
Fast track

Triage

Communication system
Core Competency
~ Y A =
NILATYNAMNNIDNVDILAIDIND
o Y Y A Y
mwﬂaaﬂnﬂwmLmﬁm‘nlgﬂw

X X X X X X X X X X

msﬁ'ﬂmsm'az@}ma%




X X X X X X X X X X

RIWILINWINE G

Criteria admit ICU (ICU Triage)
ICU management (US%#13LA 9 LHNI1ZHN

Lm%ms@‘uaﬁnm
n1s9 gl avas ICU
Communication system
Core Competency
A 'y A P
NSLAIYNAINNIDNVDILAIDIND
o 'y YU A Y
mwﬂaaﬂﬂwaal,ﬁnwwm/gﬂ'm
P~} [ |
l,m'amamsgnﬂﬂgﬂ'm
ms{i’ﬂmsmfwa}mau

ANTUNIUSIAMATHARTUNYIUIA
(aaANT3HKI T




X X X X X X X X X X X

ANTURSUSD IAMATHARTUNYIUIA
(2aAMIHKITY)

RBILITWIRDININ G

nsHaafilaanny (@nananaIunms......)

n1stasnwawaseaInnsssiuanaian [T

n'l‘sl,m%ﬂaan'lmamgltl,aﬂ'laLa%mzﬂa
NSLESENNITENRSUNT N LR DA
N131a9NWNITUNE
NTAaAANNIFLIADNITAALT D
Communication system
Core Competency

a 'y -~ P
NISLATYNAMNNIONVAILATAIND

o 'y Y A v

m'mﬂaaﬂnﬂwaatmwmﬂ/gﬂ'm

N1SAANITANIERNLDW » X 4 A o . ”
3 X m‘s{laanumsaa\lLﬂsaauauaznaﬁﬂws’lamﬂgﬂw

X A13AANITAIFIATID

o o =% (- %] 6 ] %
X ﬂ’lila’liz’)dﬁﬂﬂﬂ’]‘w USNIMULALHAANDVDINITHNIAA




X X X X X X

ANTUNIUSIIAMATHANTUNYIUIA
(2aANISHHITY)

RPBIYITWRDIARD A

NITLIKNITAUANOWANDA/TDAADNA
VU XK Y @ "\
(M52 DITU AN S2LaN)
NITUIRNIIAUAIZNINNIDAADA
(Madszidin nslndaya sruudiszisudazszazuainInan)
NITLIRNIIAUARAIARDA

Communication system

Core Competency (
S 'y A = f'
NSLAYNAINNNIDNVUDILAIDIND
o Y] Y A VI
mwﬂaaﬂnﬂwaatmwmmlgﬂ'm
n'm‘i'ﬂﬂ'ﬁm'azq,mau




CD)  ANURIUTIIAMATHANTUNGIUIA
o (29ANITHHITU)

Yy A 9 A

A A A
L!,ﬂﬂ!f]JﬂEJ‘L!!)'ifJ‘L!iLW’E)ﬂl!‘HTLLl!’WIN‘}JQ‘U@ﬂ

. €

)

HNZAUNANND “AU3 AN

[

= d'dda = oy
ANBDNUT IR !,‘I/\I’E)ﬂ’ﬂllﬂﬂ’é)ﬂﬂﬂ




‘)  AMURIUTIIAMATHANTUNYEIUIA
(2a9AnN13HRITY)

Patient Safety Curriculum
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The Multi-professional Patient Safety Curriculum Guide released by WHO in October 2011

promotes the need for patient safety education. The comprehensive guide assists universities and schools
in the fields of dentistry, medicine, midwifery, nursing and pharmacy to teach patient safety.

It also supports the training of all health-care professionals on priority patient safety concepts and practices.

Patient Safety Curriculum Guide

Multi-professional Edition




World Health Patient Safety

0 rg a n i Z at i 0 n A World Alliance for Safer Health Care

‘GLOBAL PATIENT SAFETY
PRIORITIES AND WHO SOLUTIONS

Patient Safety Programme, Geneva ,Switzerland
Dr Agnes Leotsakos
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e WHO PATIENT
solution EDUCATION AND TRAINING

T Building capacity for patient safety of health-care
leaders, managers, providers educators and students.
WHO has developed:

WHO Multi-professional Patient Safety Curriculum
Guide: strengthen academic capacity to teach patient
safety to undergraduate and postgraduate students

Comprehensive patient safety training workshops of
health-care educators, leaders, providers, students,
and train-the trainers

Patient Safety Curriculum Guide

. elLearning on the WHO platform based on the courses
of the Multi-professional Patient Safety Curriculum
Guide planned to startin 2014

Development of a Patient Safety Guide for Leaders
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The translation of WHO patient safety curriculum guide

Jui: 07/12/2013 08:49PM

Wiziat3ag: 118903 Thai translation of the Patient safety multi prof guide[

Dear Dr Limpanyalert,

Thank you for your interest in WHO and our published information.

We acknowledge receipt of your application form (ID 118903) for the translation and publication of the
WHO patient safety curriculum guide: multi-professional edition in the Thai language. Can you please let us
know if you are planning to translate the entire publication or only parts? If only parts, please indicate which
parts.

I look forward to hearing from you soon.

Best regards,

Carla

Translation and Licensing Rights

World Health Organization Press

Department of Knowledge Management and Sharing

Innovation, Information, Evidence and Research Cluster

20 Avenue Appia ,CH-1211 Geneva 27, Switzerland

Juti: 07/16/2013 07:43PM

Dear Piyawan,

Thank you for your message. We are pleased to give the authorization through an official translation and
publication agreement to be signed by WHO and your organization.

Carla ABOUMRAD
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Patient Safety Workshops

Patient safety training and education of
health-care professionals have not
kept pace with advances in patient
safety, nor with workforce
requirements. The introduction of
patient safety in health professional
training is therefore necessary and
timely. In 2012, the World Health
Organization initiated implementation
of patient safety workshops based on
the topics of the Patient Safety
Curriculum Guide. The workshops lay
the foundations for building knowledge
and skills in essential patient safety
principles and concepts

(75)
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“Engagement for Patient Safety”
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WHO Patient Safety Curriculum Guide

L o v (= < I
gan.lasunisaugialiudadunmms lnansas

SEA.WN. FNNWE NABYN ABSUNNYAVHAS
a\ W) 1 (et 0.9: 1
wn1Ingapvawwn ludula asudfian aaias
& A U (~f o 1
2556 LLAZLESALSYUIDY NNIT1AN 2557 LU waiIUI19

LAZLAIYNBINIBIYNBASIVFIUN WA LY LULNS

Part A: Teacher s Guide

Part B: Curriculum Guide Topics (11 topics)
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WHO Patient Safety Curriculum Guide

1. What is patient safety?

2. Why applying human factors is important for patient
safety

3. Understanding systems and the effect of complexity

on patient care
4. Being the effective team player
5. Learning from errors to prevent harm

6. Understanding and managing clinical risks
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WHO Patient Safety Curriculum Guide

7. Using quality improvement method to improve

care

8. Engaging with patients and carers

9. Infection prevention and control

10. Patient safety and invasive procedure

11.Improving medication safety
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Reliability nanafsazls

SyStem ATINTIRUINNATINKRURM
Service to perform its
Product intended or required

— Procedure  function or mission
Ablility of a Process

Machine without faillure or
Device fallure-free over time
Person?

AIYAITNAILHUAII nnaumeﬂa

The ability of an apparatus, machine, or system to consistently perform its intended or required
function or mission, on demand and without degradation or failure. (Business Dictionary)

Reliability is failure-free operation over time--the measurable capability of a process, procedure, or
service to perform its intended function.

Reliability in the broad sense is the science aimed at prediction, analyzing, preventing and mitigating
failures over time. (33)



http://www.businessdictionary.com/definition/ability.html
http://www.businessdictionary.com/definition/machine.html
http://www.businessdictionary.com/definition/system.html
http://www.businessdictionary.com/definition/required.html
http://www.businessdictionary.com/definition/function.html
http://www.businessdictionary.com/definition/mission.html
http://www.businessdictionary.com/definition/on-demand.html
http://www.businessdictionary.com/definition/failure.html
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Quality & Reliability

Perform the intended function Quality over time
Probability of mission success
Minimize variation Failure-free

Customer focus + Process owner gain

== Gl AN "AAIN Y lminAuIAN I lnAD
Customer S Yo I = ro 1,1y " & o
“\ Etficiency [ARIIGRIAGHICI PRI b A IR VG DA N SRR VN

1
aQ

Seviice Anausanilanunsassie g5ulasudenn

Relic bili’r'.(

U1tI9la glilasumnulingla




Service/Product Reliability
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Reliability: Quality without failure over time
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ning & Sharing

Quality & Safety & Reliability

of
Healthcare
naaulnInednn Wandheaulauns
(Social movement) (Policy link)
qmsmam%ﬁ 3 Patient & people center qwamam%ﬁ 5 National program & Committee
gmsA1an3n 4 Innovation & Communication gvsAansh 6 international collaboration
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Patients for Patient Safety
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Patients for Patient Safety Qs

Partnerships for safer care

Fatient safety is 8 major public Patients for Patient Safety is a

néaith issue. Gicbally, milions WHO programme that aims

of patients experience incorporate the patient voice n
praventable harm every y=ar all \avels of health care.

Evidence supports the Patients for Patient Safely
mportance of the role of empowers and faciitates patients
engaged patients In the drive and thalr familes o advocate for
0 improve safety change collaborafively

o G PV TG, SRR A 1Tl e A [VY TN R T e ! Aty wordaie & mec s




"A world in which patients are treated as
partners in efforts to prevent all avoidable
harm in health care. PFPS calls for
honesty, openness and transparency, and
alms to make the reduction of healthare
errors a basic human right that preserves
fAFTS I NRdzyR UKS

London Declaratior2005



http://www.who.int/patientsafety/patients_for_patient/pfps_london_declaration_2010_en.pdf
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Patient s for Patient Safety

* Unsafe use of medication is a major global
health problem. PFPS is collaborating with
others to promote patient and community
involvement in efforts to improve medication
safety around the world

e 2013 World Health Assembly session on
medication safety

e 2013 PFPS webinar on patient engagement in
medication safety
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http://www.who.int/entity/patientsafety/patients_for_patient/PFPS_in_action/en/index.html
http://www.who.int/entity/patientsafety/patients_for_patient/webinars/en/index.html
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. Safer Primary Care Workd Mealts
Safer Primary Care A Global Challenge GO g

The WHO Patient Safety programme held the inaugural meeting
of the Safer Primary Care Expert Working Group early 2012 with

the aim of reflecting and prioritising the key knowledge gaps and
challenges that surround the safety of primary care.

During the course of the meeting, the Expert Working Group
discussed and debated the available evidence on the burden of
harm resulting from errors in primary care settings, shared
experiences and insights from different parts of the world, and
developed a shared frame of reference to work collectively to
Improve the quality and safety of primary care provision. The
summary report of the meeting is now available.
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http://www.who.int/entity/patientsafety/safer_primary_care/en/index.html
http://www.who.int/entity/patientsafety/safer_primary_care/en/index.html
http://www.who.int/entity/patientsafety/safer_primary_care/en/index.html
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Policy link
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Sustainable Healthcare Organization
Quality/Safety, Efficiency, Morale

Heart

Hand

Value on Staff ]

Head

Spirituality <—> System <——> Knowledge

Focus on Health ] Health Promotion

Humanized HC
Living Organization
Narrative Medicine
Contemplation
Appreciative
Aesthetics

?Jnagjﬁ'uﬂ'aqﬁ'u
wisduwasuanlwigioe

Agility

Lean-R2R
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Review
Monitoring
Scoring
SPA (Standards-Practice-
Assessment)

Gap Analysis
Tracing
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Evidence-based Practice

KM (Knowledge Management)
Data analysis

R2R (Routine to Research)
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15th HA National Forum

“Engagement for Quality”
11-14 AW1AN 2557

Impact Forum

Staff engagement, professional engagement
Patient & family engagement
Community engagement
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