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Journey of patient and personnel safety in Thailand
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Integrated quality and safety in hospital i@é
development for Hospital Accreditation

® The Healthcare Accreditation

Institute (Public Organization) or
HAI has legislative responsibility
for quality improvement and
accreditation of health care
organizations in Thailand.

The HAI has been actively
involved in the patient safety
movement through the process
of hospital accreditation (HA)
and various quality improvement
initiatives.
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Safety & Quality of Patient Care

Self Impro\m

Recognition may be
flowers for appreciation
of quality commitment

Quality Educational EExtIerr::gl —— Recognition
Management Process  Evallation
Self Assessment Voluntary _
External peer review
Using standard
Not an inspection
B B

Core Concepts:
Flexible, context oriented
System approach, integration

Positive approach
Evaluation to stimulate improvement

Special character of healthcare (uncertainty, autonomy & accountability)

HA as an Educational Process



Engagement for Patient Safety program
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Engaged professionals ,Experts, Healthcare personnel, patients, family, policy

maker, stakeholder both health and non-health

. . . . CoP of high- risk SEA/RC68/R4 N
Umbrella Strategies for Thai Patient Safety Program il (éi b s axe"' Patient for W ia kol
OR, ICL,J) ' Curriculum Patient Safety strategy
Know dge e Start concept 2P safety
Knowledge « Patient Safety Education
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e Patients for Patient Safety
\

Social

movement

Policy link » Safe Hospital Model

Soci/a/movement Polh\link
@

Triangle that moves the mountain




Country self-assessment for Patient Safety

The Thailand-
self assessment
committee in
finalization of
the results on 16

Sep 2016

Regional strategy for

patient safety in the
WHO South-East Asia Region
(2016-2025)

hailand

Self-assessment on

- Patient Safety e
Situation
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Table 3. 1 The summary dashboard of Thailand self-assessment results
Strategy I . Total Marks
Number Strategic Direction Marks scored Assessment Comments
1 Strategic Direction 1 52 38 Good, need to expand
1.1 Legal and Regulatory Framework 32 25 _ Excellent, and maintain
1.2 Accreditation and External Quality Assessment 12 Good, need to expand
1.3 Safety Culttére at HCF 4 Good, need to expand
1.4 Patient Involvements in PS and Care 1 Weak, need attention
2 Strategic Direction 2 12 Weak, need attention
2.1 Adverse Events Monitoring 12 Weak, need attention
3 Strategic Direction 3 32 15 Fair and room to improve
3.1 Competent Workforce 16 9 Good, need to expand
3.2 Patient Safety Risk Management 16 6 Fair and room to improve
4 Strategic Direction 4 40 38 Excellent, and maintain
4.1 Infection Prevention and Control 28 26 Excellent, and maintain
4.2 Sterilized Equipment 14 a4 Excellent, and maintain
4.3 Environment, General Hygiene and Sanitation 8 Excellent, and maintain
5 Strategic Direction 5 80 61 _ Excellent, and maintain
5.1 Safe Surgical Care Good, need to expand
5.2 Safe Childbirth Good, need to expand
5.3 Safe Injection 16 14 _ Excellent, and maintain
5.4 Safe Medication Fair and room to improve
5.5 Blood Safety Good, need to expand
« 5.6 Medical Devices Safety 8 _ Excellent, and maintain
5.7 Safe Transplantation 32 24 Good, need to expand
6 Strategic Direction 6 12 Fair and room to improve
6.1 Research Capacity 12 6 Fair and room to improve

0% 8]
1-25% a1
26-50% 2
51-75% 3
F6-100% 4

B oo o commence

wWeak, need attention

Fair and room to improwve

Good, need to expand

_ Excellent, and maintain




Announcement National Policy s

National Patient and Personal (2P) Safety Policy il 3 main objectives of the 2P Safety policy:

. To aim at achieving the national patient and personnel safety
goals with strategic movement developed by the full, active
participation of all key stakeholders

—h

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

* After thg final as_sessmem.was done on 16 September 20186, 2. To promote the development of national incidents reporting and
the National Policy on Patient and Personnel (2P) Safety was learning system under collaboration between health personnel
formally announced to the public by H E Clinical Professor and all related organizations at the local, regional and national
Emeritus Dr. Piyasakol Sakolsatayadorn, Minister of Public levels
Health (MOPH). 3. To encourage the engagement of patients and population in

developing safety health systems in a creative manner.
_———
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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

©059) Engagement of all
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Patient and Personnel Safety

Healthcare Systems with Quality and Safety for All
2018-2021

1.Prepare 2. Establish 3. Develop 4. Set up the
health collaboration supporting system:& for
personnel by with the systems : repr..}rtlng, d
enhancing their network of civil necessary for EamlnF, A
" . . measuring the
capability and society and the  ensuring the uality and
raising their organizations guality and 1 saf:tv
awareness involved in the safety in the outcomes of
about quality healthcare healthcare

healthcare
and safety. system, system. service.

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

Announcement of 2P Safety Strategy on
“Thailand Patient and Personnel Safety Day: Healthcare

National
Reporting and
Learning System

Competency Of

2P Safety
Goals

Hospital
Accreditation

People-

centred care
worker

17 September 2017”

Engagement of all - National Policy - National Committee - National Strategy - National Goals
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Announcement Thailand Patient and personnel safety Goals

Patient Safety Goals ! ersnnnel Safeﬁfﬁoals

Safe Surgery and Security and privacy of information
1WhHeANUUasaie Invasive Procedures and
1hAenowUaonfauovyUos YoJynansasiscugy Social Media {cmmunicaﬁnn]
vovUs:nAlng w.A. 2561 yoiUszinAlng w.A. 2561
Infection Prevention Infection and Exposure
s - 1 S ) \\ \
ot , L g :::, J Patlent Safety Goals: Per‘SOﬂhe]&few Goals: a“d cﬂntml
i SIMPLE SIMPLE Medication & Blood Mental Health and Mediation
SIMPLE 2008 Thaland ) () | Thailand ") || °| Safety
T o4 Patient Care Processes Process of work
' Line, Tube & Catheter, Lane (ambulance), Legal Issues
Device and Laboratory
Emergency Response Environment & Working conditions

Each healthcare organization could pick up the topics of their interest to set as
their safety goals and practical guides; then apply these in their operations and

evaluate the achievement of these goals in accordance with their contexts.

Engaged of experts in different areas to co-working




WHO Propose a minimal Led to the formulation of the Minimal

common architecture for . A 1 g
incident reporting systems in ‘ Information Model for patient safety /
2005 and 2009. incident reporting and learning @
system (MIM PS). Assist countries to i '
establish systems of reporting in 4§ -E -

order to allow aggregation and 4

analysis of data at a higher level.

$

Minimal Information

Patient Safety Incident Reporting
and Leaming Systems

Model fof Poﬁenf Sofefy Technical report and guidance
Incident Reporting and
Learning Systems ‘

Published in 2020 by WHO to provide
practical guidance on establishment and
» effective use of PSI RLS
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National Reporting and Learning System
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From Global to National Policy: National Reporting

and Learning System




“2P Safety Hospitals” as a platform for implementation and “World Patient
Safety Day” for sharing and recognition

64.6% from
1,471 hospitals

2P Safety Hospitals 1000 ole o MW
e 950 voluntary hospitals - members members
 Leader announced 2P Safety policy and 2P safety 700
Goals in hospitals o
e RMin hospital and report incident to NRLS -~
 Platform for RCA with experts 200 I
« Safety Culture survey o - ... II I

2018 2019 2020 2021 2022

e Sharing and Learning in CoPs

e Patient experience program

World Patient Safety Day

2P Safety Tech produced 36 safety innovations

91uoulsowsrunraau1Bnszuu NRLS N8NAUIZAUSNISATNIWASdUAAYNIUSEING

LEH L LEH
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| ‘ mimauen| 100 |42 52 s 73 72 7% & 79 6 8 76 6l




Integrated to Hospital Accreditation Standards for sustainability

{ Management S)
The organization provides effective and coordinated risk and safety management

system to manage risk and to protect safety for patients/customers, workforce
~and visitors.

Integrated 2P safety in
HA standards and

a. General Requirements

criteria for Accreditation

- Evidence-based safety strategies

Thailand 2P Safety Goals. —
professional org, recommendation., -li:l'f“"':“""E incident
WHO's global Patient Safety Challenges, management process
WHO's Charter of Healthcare Worker Safery report, investigate & RCA, . adun 5
4 _ Improve, communicate, Tain, . r ‘ > fdition
Scope. objective, criteria Action support staff affected - M )it S‘)wﬂ : 1a
Responsibility & function - — &
e ion. | Lot - UasusAsau
implementation Reporting process Dhessign RM Losrsisg | . -
RM policy. <+ Risk plan process et Evaluate & improve - - d Healthcare Standarde
RM plan, L e e 1 Healthcare Standards
EM Pprocess & risk [.-Eﬂl'.ll'i.'ﬂg & devela riHealthcare Accredltation I8 October2022)
. pment 1 - o
l‘EgISI'EI“ — Eﬁecnvﬂ nsk &' safEt&r THavbAUTSIwOMSUS:ITUSUSODAMIMWARIUWEILA Goud 1 gaAL 2565
- Risk management framework management program [ st

b. Specific Requirements

s

1

¥ISQuaEEA amUususavpumwaniuweguia (avAmsuriou) { }
edted Hancercs ‘ The Healthcare Accreditation Institute (Public Organization)

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

|@®@@|




Announcement Essential Standards for Safety as the %@
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Essential standards for patient safety
W HUIEAUUAoa e Recommendations for hospital SIMPLE
1hnnenowUaonrEueoUoE YOIYAAINSAISISCUAY 1. A surgery performed to a wrong person, on a Hospitals must perform the following: Guideline
vovUs:nAlng w.A. 2561 vousznAlng w.A. 2561 wrong side, wrong procedure. 1. Hospitals must have guidelines for
\ 2. Important infections in healthcare preventing patient from harm in nine
: N organization according to organization, in assential standards. Incidents
Patlent Safety Goals: P@PSODH&[&EW Goals: the group of: 53_.:,,|r up,pim, CABSI 7. Sharethe incident number of mine report: NRLS
S Il Vi p) [ E I \ p} IE\E 3. Fersunn.al acquire an infection from assaniial standards far patient
f,) i I L __[ S I L E performing duty. annually
_ AN4 0 ; AR 4. The incident of medication error and 3. Incase ofian adverse event i Learning
Thailand ‘) U J o) Tha}hlg A1 ] :)3 adverse drug event. o system: NRLS
— | - 5. Blood transfusion to a wrong person, or with the patient (level E or higher), the

a Wrong group, a wrong type haspital should review and ana
6. Error in identifying a patient the root cause RM plan and
7. Diagnostic error 4, Develop a risk management plan and Risk register
£, Error in reporting laboratory/pathological maonitor its effectiveness toshow

test results with the survey when condu
9. Screening error at emergency room hospital survey.

National Patient and Personnel Safety Goals are critical preventable harms by National Patient and

Personnel Safety Committee promotes and enforces major changes in the Thai healthcare system.

Selected Thailand Patient and personnel safety Goals 2018 to Essential Standards for Safety




‘ National Reporting and learning System 2018-2022 ‘

74
Incident Reports Today

87454
Incident Reports This Month

Incident Type
Patient Safety Goals 3
Clinical Risk Incident

ADI12 E35 Incident Type ADL2 EH35 T

? Common Patient Safety Goals %58 Common

(linical Risk Incident

Specific Clinical Risk Incident

Personnel Safety Goals m

Specific Clinical Risk Incident

T
Q
0
Personnel Safety Goals

Organization Safety Goals Organization Safety Goals

T

279534

Incident Reports This Year all

Incident Type AD1-2 E35

Patient Safety Goals %32 Common

. ) 14225 | 207539
Clinical Risk Incident m - -
Specific Clinical Risk Incident
Personnel Safety Goals

Organization Safety Goals

Costs lost in case of AE averaged 200,000 baht per case, in 4

year 17,460 incidence of E-up (AE) decrease, that save cost
3,492,000,000 million baht.

NO. OF INCIDENTS

EPO p
REPORT .
mmmm No. of incidents report 2
-----Linear (No. of incidents regort) )
0 QO
o) o o
3 R = Q
1SR} o) b=
3 el
s pistas W % of incident
pRa I level E up
[
2018 2019 2020 2021

3 114669 386349 731866 733689

% of incident level E up

9.38

I7 12 7
2018 2019 2020 2021
938 /.66 7.12 7

I % of incident level Eup

-eeeeee Linear(% of incident level E up)

0 . o . o
%o patient suffering from incidents
)%
TWE Tl A | fevas E-
Incident Type E F G H Up ] Up
Incident Reports Safe Surgery 919 512 39 33 1597 8904 1794
50000
Infection Prevention and 1073 431 9 4 51 1588 8679 1830
40000 Control
30000 Medication & Blood Safety 1455 194 4 23 2n 1703 151
2000 Patient Care Processes 3253 831 65 236 291 4682 57302 8.17
e Line, Tube, and Catheter & 0 122 8 w13 1600 18736 854
K o—>0 % 0 Laboratory
Aug2l  Sep2l Oct21  Nov2l Dec 21 Jan 22
I Emergency Response 2216 77T 114 706 929 4702 10246 46.26'
otal Incidents B Incident (A-D) B Incident (E-) Other (ﬁuq Filalawmodadh 699 150 10 104 247 1210 15947 159
SIMPLE 1)
e 11105 3023 249 1153 1502 17122 232880 735
2P Safety Gold Incident 2018 | 2019 | 2020 | 2021 | 2022

5: Safe Surgery

ICPS101 Surgery performed on the wrong body part

ICPS102 Surgery performed on the wrong patient

ICPS103 Wrong surgical performed on a patient

I: Infection and prevention control

ICPS111 SSI: Surgical Site Infection

ICP1201 CAUTI: Catheter Associated Urinary Tract Infection

[CP1202 VAP: Ventilator-Associated Pneumonia

[CP1203 CLABSI: Central Line-Associated Bloodstream Infection

I: Infection and Exposure

IGP1201 Airborne transmission

IGP1202 Droplet transmission

IGPI203 Contact transmission

[GP1204 Vector borne transmission

IM: Medication and blood safety

ICPM101 Repeated drug allergy

ICPM201 Medication error : Prescribing

ICPM202 Medication error : Transcribing

ICPM203 Medication error : Pre-dispensing

ICPM204 Medication error : Dispensing

ICPM205 Medication error : Administration

ICPM501 Wrong blood tranfused

P: Patient care process

[CPP101 Patient Identification

ICPP301 Misdiagnosis or delay diagnosis

L: Lab safety

ICPL201 Laboratory error

ICPL203 Radiographic examination error

E: Emergency response

ICPE402 Under triage

ICPE403 Over triage

ICPE405 Delay Diagnosis and Delay treatment

ICPE407 Missed Diagnosis




HAI & ECRI MoU Signing on 29 June 2022

Objectives:
® To identify existing and imminent patient

s} » ECRI t j safety challenges faced by TH hospitals

The Memorandum of Understandigg Signing Ceremos: -+ e ® To share lessons from ECRI and HAIl’s
between £3

P\ U Healtgggre Accreditiggn '“St' analysis of patient safety data and
& A (Publl ganlza p \
an g 3 | B . .
i ' ' — Rt U information
/ - .
i .' \ \' , E W oo ® To offer strategies to support
\ = & \? \L Issues 2023 For Thailand continuous improvement

, ' ‘ ® To enable learning healthcare
| “P\ } bt }5
MoU Objectives: Development of Thailand Top 10 Patient Safety Issues 2023

® To jointly produce a white paper on Thailand Top 10 Patient
Safety Issues.

Top 10 Patient
i i i i i . . sapf::’ml::tws
® To jointly design and hold educational seminars/ roadshows

to support the local community in addressing pressing

[+ Incident data (s ECRIanalysis on (w7 Voting process (v ECRIto finalize 4 Target
" from NRLS ~ survey response ~ toselect Top10 report publication date
healthcare concerns. - | = P,
& Input from HAI @ HAI Experts b E:lnlqﬁ ;:Ea;slate
[o] i i experts (surv workshop
® To jointly develop and promote the quality improvement of (suriey) o report

patient care and patient safety.



HAI Experts Workshop on 9-10 Feb 2023
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Key essential standards analysed:
1. Safe Surgery 8. Lab-line Tube
2. Infection Prevention 9. Mental Health
and Control (IPC) — 10. Security Information
canent 11. Maternal and Neonatal
3. InSfechion and Exposure ' Mgrgirgi?_yan conatd
- Sta -
QQ : 4. Medication Error 1; ;elz\lleRhealth/Telemedlcme
KN\ § ;\ 0. ’ i~ 5. Blood Safety '
VTR o e 6. Patient Identification
/.  Diagnostic Error
BN For each essential standard analysed:

« Share identified key patient safety incident & survey results

» Discuss and reach consensus on contributing factors; leveraging
HAI experts’ knowledge and experience and ECRI's international
learnings.

« Discuss guidelines/recommendations




Voting at HA National Forum 2023

HAForim S
23" HA National Forum

on14-17 March 2023 at IMPACT Forum
IMPACT Exhibition and Convention Center

(REH oy
g

Thailand Top 10
Patient Safety v 100U HO oD GTE
Issues 2023

ECRI Asia Pacific The 13 topics that have been nominated for
consideration this year are stated in the

nEaRgU CEO™

CPS101: Wrong Position, W
Surgery ( Surgery or othe

g

procedure performed on the wrong Lt
Voting Form referenced below. Please refer body part). )
,,,,, to the notes on ibutil - &
Voting Form - Thai Top 10 Patient L= factors to learn more about the 2023 safety i A
Safety Issues issues. Wrong implant used during procedure

We are asking you, and others throughout the Contributing Factors:

IS Patient Safety Issues -
ECRI Contributing Factors

organization, to select the 10 topics that you

Uelieve siioaid Ueuirtiefivar iist

Sign in to Google to save your progress

Lack of compliance to existing policies /guidelines.
momsugoBmULToUI/wUA0ARIHY

during identification, failure to communicate
changes/corrected information).

FORSAFETY
' WELL-BEING

1

Learn more =
Additional Resources 4
*Required wle)
S ECRI 2023 Top 10 Health > It
9 U 3 i BU UVUWISY
ECRI Technology Hazards Please select your Top 10 Patient % usauiidgumsuanndn srmsosssaouroumsHido)
Safety Issue 2023

surgical site.
ECRI 2022 Top 10 Patient Safety nsqmdurlimsys:Oudundomsidaliauysn
Concerns Safe Surgery - Wrong position, wrong
D side surgery, Wrong implant used
n during procedure

Communication/transcribing error.
SoRawmalumsdoms/msaoanny

Lac
instruments required).

Final List Thailand : Top 10 Patient Safety Issues 2023

Total Votes (Round 1 + 2): Total number of votes-2,041
i
ity and
v i (are
. : obally,

Percentage br

Essential St. ast of Znd of Total votes|m ot
Medication Error 1922 23 194as a95%
o 1872 22 1894 23%
Patient identity 1864 23 1887 o2%
Diagnostic Error 1767 23 1750 p—
Safe Surgery 1727 is 17as as5%
Infection and Exposure 1724 23 17a4s 8S%
Laboratory/Pathology Inaccuracies 1511 20 1531 20%
Bslood Safety 1603 is 1622 7%
Security Information isss ir 1611 7o%
AR 1311 12 1323 5%
Mental Health 12548 az 1266 s2%
Maternal & Neonatal 1060 1ie 1076 S3%
Telehealth 873 - s7S a3

Total Votes 2013 23 2081




Thailand Top 10 Patient Safety Issues 2023

1. Medication Errors

1. Medication Errors — prescription, dispensing, administration

2. Infection Prevention & Control

3. Patient Identification

4. Diagnostic Errors

5. Safe Surgery

6. Infection and Exposure for Healthcare
7. Laboratory/Pathology Inaccuracies

8. Blood Safety

9. Health Information Security

10. Antimicrobial Resistance (AMR)

Contributing Factors

MNon-compliance to guideline practices [e.g,, lack of
independent double-checking)

Confusion between look-alike-sound-alike drugs
ie.g., Inappropriate storage of LASA drugs)

Infarmation system [computerized provider arder entry,
Pharmacy Infermation System) design and usabllity lssues
ie.g-, lack of field to enter administration route)

Paareammunication amaongst eliniclans and other healtheare
workers results ininadequate handaoffs and loss of infermation
due to the prescription beingtransmitted verbally.

Lack of patient histary infarmation may resultin the wrong
medication being preseribed to the patlent.

Physical environment distraction or interruptions,

Recommendations

Medication management: separating look-alike drugs,
capitalizing different letters in the names of sound-alike drugs,
secure dangerous drugs by limiting access to locked areas.

Ensure effective communication between medical staff by
limiting the use of verbal or phone orders and ensuring that
such orders are authenticated and signed by the ordering
provider.

Ensure effective design of computerized provider order entry
{CPOE] systems, bar-coded medication administration (BCMA)
systems, and automated dispensing cabinets (ADC) = to be
suitable for the medical staff requirements and ease of useto
limit errar.

Maintain staff awareness and provide continuing education
programs for clinical staff

Reviewinformation about medication safetyrisks and errors
that have occurred in other organizations and take action to
prevent similarerrors,




Journey of Global Patient Safety

and Thailand Patient and Personnel Safety b e

CHANGE
-2002-2021

Umbreita Strategies for Thai Patient
Safory Prog

— e
2™ Patient
Safety Goals

- National Committee 30 The Ist World Patient Safety Day

- 2P Safety Strategy and the 3rd Thailand Patient
and Personnel Safety Day

Thailand Patient Engagement for - Thailand 2P Safety Day
e
Safety Patient Safety Program
- - e licd) Bahe °

Education

Thailand

Community = ) - National 2P Safety Goals - Patient and

Quality Review ients for Srmits - 2p Safety H 1 Personnel Safet

| of Practice (CoP) Patients for Self-assessment p Safety Hospital Y
Trigger Tool on High Risk Patient - 't Saf - National Reporting and Emerging Infection

for Patient Safety S — @

toDetect Risk = Areas Safety Situation Leam'ng System S i Diseases: SIMPLE2

SIMPLE 2008 (ER. LR, OR, ICU) - Patient and - Patient and People - Essential standards ' : .
3 Steps to HA The acronyms, making e OHL Participation for safety as the criteria - Community of Practice

them easy to memorize, of | Personnel (2P) for Hospital Accreditation, E
six key issues of patient Safety Policy 2P Safety Tech 2P Safety Learning

that should be highlighted
THAILAND | l ‘VSQTSJZTS‘Q"?
| & ¢

: 2 , =t
)) 2002 ) 2003 ))2004 )) 2005 )) 2006 ) 2007)) 2008)) 2009 ) 20 , §2014 )) 2015 . 19)) 2020 ) 2021
T T T T T : ' ‘

_ _ . y ‘
GLOBAL Patient Safety The world | The 1** Global The Jakgrta The 2™ Global WHO Patients _— . E The S Glabatie 2
on the World’s Alliance for | patient Safety | Declaration on| .. . Safety Patient Safety for Patient atle_nt S_a ety | Framework on © oball “Tokyo Global Global Patient Safety
Agenda Patient Safety |paiienge e Patients for Challonae Curriculum Safety Contributing to | Integrated Patient Safety| Declaration| Action on Action Plan 2021-2030
!“CI % g Patient Safety “Saf Sg Guide Sustainable People-Centred | Challenge on Patient | Patient "Towards eliminating
| “Clean Care i afe Surge " i “ i " i =
my, neaefl |; ~ n SEAB = Y ry UHC Health Services| “Medication Safety Safety % avoidable harm in health care’
Wb |is Safer Care Countries Saves Lives . : Resolutior
“Fido 1o harm | Resolution of ==, without of WHA
‘ WHO Draff o= ";es‘g:: HC ¢ I |lHanms (Thailand  Charter Health
Guideline for = Supported) worker safety
| Adverse Event WHO Surgical - >
| Reporting Safety Checklist

and Learning
System




Integrated Global Action Patient Safety to Thailand Action ‘“’%Ww

® Propose Global Action Plan to National
Patient and Personnel Safety
committee.

y Wm?mwhmumwuaamﬁﬂﬂaaé’ﬂquuazqnmnsm SEGURE
p: Towa d I iminating avoi d bl < AN 1/2565%usund # 22 Amnau 2565 1aan 13.30 - 15.30 u
o @ DEROTY RO G

harm in health c I

® National survey on implementation of
the Global patient safety action plan
2021-2030

® Review patient safety action and 2P
safety strategy in Thailand

¢ Self-assessment to Identify GAP as

area for improvement.

¢ Strategic matching to set priority

* Develop 2P safety 2022-2030 for National Patient and Personnel Safety Committee
announcement-and implementation




Thailand 2P Safety Strategy

Patient and Personnel Safety

Healthcare Systems with Quality and Safety for All

1.Prepare 2. Establish
health collaboration
personnel by with the
enhancing their network of civil
capability and society and the
raising their organizations
awareness involved in the
about guality healthcare
and safety. system,
Competency Of People-
Healthcare centred care
worker

2018-2021
3. Develop 4, Set up the
supporting e b for 5. Increase the
systems I rep?rtlng, d efficiency of
necessary for eamln!;, s the overseeing
e measuring the ;
ensuring the " and nurturing
. guality and
quality and safety of the
safety in the Rt r Tt healthcare
healthcare healthcare system.
system. service.
2P Safety fe N:rtti:". "a;n ’ Hospital
Goals porting Accreditation

Learning System

Mg
o

%”'nnm“u'\\“'

Global Patient Safety Action Plan

Framework for Action - The 7x5 Matrix

Policies to eliminate | 1.1 Patient safety 1.2 Resource 1.4 Safety standards, | | 1.5World Patient Safety
1 avoidable harm | [Policy, strategy and mobilization and 13 “"""“"" reguiation and Day and Global Patient
in health care e 1 legistative measures accreditation Safety Challenges
TG £ o531 S—
2.1 Transparency, | 2.2 Good g 231 ip 24 2 2.5 Patient safety in
2 High reliability e for the haakh capacity for clinical 9 for a and settings
systems ‘No blame’ culture care system - """‘! of dversity
3.1 Safety of 32 Global Patient 3.3 Infection 3.4 Safety of meds 3.5 Patient safety
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Healthcare Systems with Quality and Safety for All 2022-2026

St.1: Prepare health personnel
by enhancing their capability

and raising their awareness

about quality and safety

St.2: Establish collaboration
with the network of civil society
and the organizations involved

in the healthcare system.

/”St.3: Develop supporting
systems necessary for

ensuring the quality and
safety in the healthcare

St.4: Set up the systems
for reporting, learning,
and measuring the

quality and safety

: (@)
%‘?%‘ &

/ S5.: Increase the

efficiency of the

overseeing and nurturing
of the healthcare

o)

e,

~

) system. ) outcomes system. J
Health worker
5 education, skills Patient and family Policies to
and safety engagement Information, 1 eliminate
research and risk avoidable harm
Safety of clinical management in health care

Synergy,
partnership
and solidarity

7 R

processes

High-reliability

systems

Matching Global on Patient safety with the National Patient and Personnel Safety Strategies
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ECRI Patient Safety

Our patient safety team drives improvements in safety working with healthcare delivery organizations and stakeholders across all settings
of care. Named a Patient Safety Organization (PSO) by the U.S. Department of Health and Human Services, ECRI has collected more than 3
million serious patient safety events and near-miss reports from over 1,800 healthcare providers around the country.

Who is the ECRI and How are they here with us.
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REGIONAL DIRECTOR, ASIA PACIFIC ECRI
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Jledniidamadieg. sauamnianAu Mr.Woo Kit Seong (Eric Woo)

.iila 5 flnauduiTamalihlszamenlsavaAaiuizas Quality and Safety seineWinlusanisiszan
1alildumysinssamsiinstinauanasasdnssine Suaulaasdnsiida ECRI (Emergency Care
Research Institute) Aflnnintauasuifauazdayalfafu Top 10 Patient Safety uazvinlvdulasin
Mr.Woo Kit Seong (Eric Woo) Regional Director, Asia Pacific. ECRI Institute ﬁLﬂurﬂﬂﬁLﬂuaﬁaaﬁu
@ ldatainaula aassiinladauaziauiluiiss sudulilasdu Woo 11 duasnavin Top 10
Patient Safety uasilszina’lnening amaidaudinvinadnels Woo uanin difiaiaya srdiviugidenana
fAaulaFasiifinaaminle uddasldnsrinunsiensitayauazans

Asusu denautiuReEuniamnszun National Reporting and Leraning System tiayagofilaisnn weidi
Augiienmnaitaulasudurin patient and Personnel Safety Goals Fufsnuiznunsdinnsiiunday
’Luﬂspmﬁ"lmunauiwu indamsiFassuasasdnsianludsuinalve Tnaifamnsineu HA national
Forum Tutl 2020 dia Woo Aisuthn usindamameaanunsaliaio vinlutliulilddnou uausnd
wrevadulyl

112022 Mr.Dharmesh Doshi nifoluiuerusas Woo dairaduiia 5 Taaufumeunidasing tia
duledausuFasirdacflauwnduazadie lanznmduiadiineu uazuanit Woo dinauinds
aulavindasiireagag lun iniazadausuiuluniseiuimniswianuide Susdndlar Woo uag
i ERIC foliiduforiaudola nosuduanfuanase uazinndonsasunaanuiuiameiinnis
599 &TW.AY ECRI lawamniBedznnsiitihviing produce a white paper on the Top 10 Patient
Safety Concerns for Thailand healthcare providers through the analysis of patient safety reporting
data from HAI's event reporting system, with the aim to improve patient safety through the
sharing of learnings and evidence-based knowledge or information to the healthcare community.
Tutdiaufigunau 2565

LdannasuANuuia AamMsvinuDuAuadeiniay uaziufennuaselanazdelanas Woo
waziiu 7lsyanne action plan msvineuTeaAvuahwina NADANasW. vinmsthwinlayaann
NRLS 11/51a5184 sinsrotlszidueneg sniaualagldanusuaznsyiunnsitladunisenaas ECRI
inuanildguatelfuiivnnss Woo tasniisnisuszamuaznisiuindauidas 2P Safety ’Luﬂswmm
mwimummmamma’m wavnauainlaszuuaadive dusafluiunivinlvidusin Woo unndu
Bagg Lazniuimnafefiiaadu tinyatauain lwilu Non profit organization fidasnistainauslu
msldsunlassrunitAnmulaaadadmamnnlinea andunngiundandaduviamaula
Bandmduinliduainuazaaiuduiaiy Woo

Special Thanks for Mr.Eric Woo,
Regional Director, ECRI Asia Pacific




Thank you for

your attention

Q&A




National Forum

"s:uuusnasavnawinn1onu GGGROWT Lok
" e ) mindset for
A28NSaUAIIUARNNIIINA Better teaiincare systemgg

MsUs:su3BINISUS=91U HA National Forum ASIN 24

W )SOON




	Slide 1
	Slide 2: Patient Safety in Thailand and Top 10 Patient Safety Report 2023  
	Slide 3:  Journey of patient and personnel safety in Thailand 
	Slide 4:  Integrated quality and safety in hospital development for Hospital Accreditation 
	Slide 5
	Slide 6:  Country self-assessment for Patient Safety 
	Slide 7
	Slide 8: Announcement National  Strategy
	Slide 9:    Announcement Thailand Patient and personnel safety Goals
	Slide 10
	Slide 11: “2P Safety Hospitals” as a platform for implementation and “World Patient Safety Day” for sharing and recognition                 
	Slide 12:  Integrated to Hospital Accreditation Standards for sustainability  
	Slide 13
	Slide 14: National Reporting and learning System 2018-2022
	Slide 15: HAI & ECRI MoU Signing on 29 June 2022
	Slide 16: HAI Experts Workshop on 9-10 Feb 2023
	Slide 17: Voting at HA National Forum 2023
	Slide 18
	Slide 19
	Slide 20:  Integrated Global Action Patient Safety to Thailand Action 
	Slide 21: Thailand 2P Safety Strategy
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26

