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Patient Safety

World Health Organization definition

“The absence of

harm to a patient during the

process of health care.”

ATMIAEIARTIN (Clinical Risk)
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(Quality, Risk and Safety Management)
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WHO's Charter of Health Worker Safety
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n. darmnuanaly (General Requirements)

(1) D9FASAINUANTDLIUNNSUSHIIANULERN (risk management framework) «‘i’«aﬂﬁuaqumﬁaaﬂwu

-] P T -] ar F- E- lfr
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(i) wuwe i’mgﬂi:aﬂﬁmmﬂﬁﬁmﬁmwLﬁm WAz arns Uz IuANULRS;
(ii) wihfnazanusuRasaulunmsuSrITANULELN;

=
ANBNITY

. |$ (ili) S1wAIANUELNYDIRANT DL NUBYATAUARN MUNAENS (strategic risk) suMATN (clinical

risk) Aun13UHTHN3 (operational risk) wazA WN1INY (financial risk);

(iv) ASTLAUMITIBNUANNLEENUAZRTAN B

(v) ayUunuANuEe (risk plan) dwiuAuLaeafidfy (major risk);

% aednsanarisalisunsusanuaiinsaiaslseme (National Reporting and Learning System: NRLS) lasysanmsdaga
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(vi) n3zuaumMsinasnnudssiuinsadaawdagiiduldaiuds;
(vii) SepUMs ByuiuazinuyaannsliiinuiuazinuziSaenisudnsanuides.
(2) peAnsadbayumMIsRuMIMNNIBUNUIDIMIUaMIANUEn law:
(i) ulsngmsudmsanudssuansrNugEiiraeeinslunsinsmnuasuazLansfisnely
MSALHUNNT;

(i) LAUDINRITAY Lﬁﬁl\ﬂﬂ%ll 1BINANMUITVRATDULAZNIDULIAERIUMINENUY  ATNUMIULAY

ASRARINANULE:

(ili) nFTUIUNITAANIIANULALY (risk management process) Wotlasiunazaisanulanaiuli

Audihs §3unacuy yaansuazdindou®lsznaudin mIssyanudse MmylenziaEs
anlamafiazifauazanusulswEanafiazmuan MIdnasuaua A TasrULALILAaZ
1ie wwuSuflavdailasiunnudse mafnufismuuaznumuanudas legldnzidaudans
anude (risk register) NiimsUsviseliiduilagiuasniaue.

% ghathernussresfindeu wu grdidihedunndululsmeniia nsiada COVID-19 wasafgie usdu
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(3) mﬁﬂ‘sﬁwumLLa:ﬂ'maqﬂﬁ'mwﬂﬁaﬂﬁwaﬂﬂ&'ﬂfmu,aﬁuﬂmﬂ*ﬁﬁﬁﬁﬁ'ﬂﬁﬂuﬁwﬁﬂummmzﬁwﬁ*ﬂu

nsguarIe.

(i) Fuuzhaudmansanulasaderasdisuazynainitsemdlng (Thailand Patient and
Personnel Safety Goals™);

(i) FuuztnrasasAnTITENTAsTa:;

(ifi) Auuzthfivangusneddug wu rnahmessiulanSosanauaaadsasdile (WHO Global
Patient Safety Challenges)® uazngiinsisnsmutlasasitwasyaains (WHO Charter on Health
Worker Safety) Nwauns lagassnsaunsielan usu.

* Thailand Patient and Personnel Safety Goals wingile hwinganudasadeesdiheuazyaainstszmealne fifhnun
Ingnznssunstuedaugmsransmslaandarasginguasynainstsemalng Ysznaudasiadanan Patient Safety: S-Safe
surgery, I-Infection prevention control, M-Medication and Blood Safety, P-Process of Care, L-Line, Tube, and Catheter &
Laboratory, E-Emergency Response wad Personnel Safety: S-Security of information and Social media, I-Infection Exposure,
M-Mental Health and Mediation, P-Process of Work, L-Lane and Legal, E-Environment Safety

% Global Patient Safety Challenge Wizl Uszisiupnuiinmeifigniuanulasaizvasdileiiasinsaunidelan (World Health

Organization) fAimiueadu waztsemeaBarwlilsanasandnilandududuniou Usenause “Clean Care is Safer Care (2005)”,
“Safe Surgery Saves Lives (2008)”, “Medication without Harms (2017)"
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(4) aeenslEnszuIumIanmMsatfinisal (incident management) AlkHa. lagnIZUIUANIENAYSZNBLMIL:

1

(i) nstufinuaznsnuaidneal® aseurguemsallifalszasduazimamsalifaunanafiss
NanINUABKLLY/AIUNAIY YAaINT WiaKuEaY;

(i) MInTRapy AuAL ApTziawadeszur® (oot cause analysis) wazmavaURsinaURENTTL;

(ii) nshayaniaameiilaanmsiieszdatinnsalinldlunmsiaunuazysudsadetlaeiu/
angURN M IAATMIaUIIMNANNTULI AL RN

(iv) msfpasiudihe/{3unanu Aldsunansznuannmamsnilsifielszacs;

(v) MIBUIALAAINIEDINTIzLANMEDS MIrenuglinisal mInyRasudaiiaade mylangi
sweBeszuy wazismsfassifiafiegiinisel;

(vi) nMIguatizmdayaansfilasunanaznuanmaniaililielszaed TefnuINeBuLazanla.

(5) peAns1s2LdULS AN HATNSZUDUEMIANULE e LAY A anRA RN a1 LA Lﬁaﬂﬂﬁm&a“[ﬂ

T8 lunmsWeaiun.

% Tanuadgivaiimaaififiendasivainubidaands (safety incidents)

. & . ) o . £ i B ow oo st & A . st .
o MMTAATICHENARALTITEUL (root cause analysis) BUNHIN MTIATIZHDNAN Lﬁi‘!ﬂﬂ'Eﬂ‘U‘I"'IﬁuﬁUﬁﬂﬂﬂ’l‘mﬂﬂ‘ﬂﬂﬂﬁﬁlﬂt‘fﬁ‘ﬁﬁ‘éﬁﬂﬁuﬁ'\‘ﬁ
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2. YaNIUARLNIS (Specific Requirements)
szupuimsanudseddunsuwwuysanmsilivszuvauiiduanudsaiddnsneedns

9l sEaANSHa:

(1) T,ﬂmﬂ*ma;ﬂmwua:mwﬂaamﬁwmqﬂmm;

(2) M3IANNIBNAT BeADaSY wazan Ui

(3) M3Aan1s Yan Al aUnsaluaziAIpeiloine;
(4

)

)

) BWASIBAUN;

5) ﬂﬂiﬂﬂﬁﬁuLLﬁ:ﬂ’]lJF!ﬂJﬂTﬁﬁﬂL%ﬂ:
)

(
(6) T3zdaunazdayan1eq eIz,
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any Disasters

Ennancemsant of Pre-nospital :E2

Emergency Medical Service

\&
e 'E)
mergency Response ¢ P
w/
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Thailand Patient Safety Goals

© Safe Surgery

© Security and Privacy
of Information and
Social Media

S1: Safe Surgery and Invasive Procedure
$2: Safe Anesthesia
$3: Safe Operating Room
£1: Secur'ty and Privacy of Information
N £2: Social Med'a and Communication
Infection Prevention \
-

and Control

Professionalizsm

g/

Infection and Exposure ¢

o ©

\

Fundamenral of Infection Control :i1
and Prevention for Workforce
Specific Infection Control :2
and Prevention for Workforce

Hand Hugiene :I1

Pravention of Healthcare :12
Associated Infection

Isolation Precautions :13

Prevention and Control :14
Spread of Multidrug-Resistant
Organizms {MDRO}

Medication &
Blood Safety

M1: Safe from Adverse Drug Events {ADE)
M2: Safe from Medication Error

M3: Madication Reconciliation

M4: Rational Drug Use (RDU}

M5: Blood Transfusion Safaty

/. Mental Health
- o and Mediation
M1: Mental Healtn

M2: Mediat'on

®

Patient Care Processes @ Process of Work ¢
Fundamenta' Guideline for Frevention :P1
of Worl-Re'ated Disorder
Specific Guideline for Frevention 12
of Work-Related Disorder
Fitness for Work or Duty Health:®3
Assassment

Patient Identfication :P1
Communication :P2

Reduction of Diagnostic Errors :P3
Preventing Common Complications :P4
Pain Management :P5

Refer and Transfer Safety :P6

&

Line, Tube and
Catheter & Laboratory

L1: Catheter, Tubing Conneaction,
and |nfusion Pumpo

L2: Rignt and Accurate
Laboratory Resultz

()

/ Lane (Ambulance)
= © and Legal Issues

@

@ (¢

L1: Ambulance and Referral Safety
L2: Legal 'ssues

Environment and \
Working Conditions o -/' ”

Emergency Response ¢

Rasponse to the Deteriorating Patient :E1

Madical Emergency :E2
Maternal & Neonatal Morbidity :£3
£R Safaty :E4

|
|
|
I
|
|
|
|
|
I
|
|
|
|
I
|
|
|
|
|
|
|
|
|
|
|
|
|
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|
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|
|
|
|
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|
|

Safe Physical Environment 21
Worlking Conditions :22
Workplace Violance :£3




Information System
Management

Information Privacy and Sscurity 11

Medica! Record Safety and Security =12

‘nformation Vizualization, :I3
Dizsemination and Alert

Process Strengthening
for Health Promotion
and People Safety

Strategy and Pian of Action on :FP1
Health Promotion

Fromotion of Healtnh in Hospital :P2
and Community

Process to Improve Pecople Safety :P3

Emergency Response

Emergency Preparadneszs o~ :E1
anu Disasters

Ennancemsent of Pre-nospital 22
Emeargency Medical Service

Thailand People Safety Goals

< Social Responsibility

S1: Social Responsibility

S2: Environment 2rotection

£3: Surveillance of Diseases and
Healtn Hazard Surveillancs

S4: Communty =1 powermsnt Tor
Strengtnen Healtncare Systemrs

Medication and

© Product Safety
FM1: Madicat'on Safaty
{ROCU and Tele Pharmacy?
M2: Healthy Food and Product Safete
o Legislation/Regulations

and Rules

L1: Compiiances of the Legisiation/
reguations and Rulaes

45



2P Safety Goals : SIMPLE

IUIHU19AWUUED0AE
YoJUnAINSAISISCUEY
yoiUs:nAlng w.A. 2561

Patlent Safety Goals: _;pepsoﬁne}@few Goals:

IhhwnanwJaonnguovyuod
vovus:nAlng w.fA. 2561

SIMPLE ”EMJI?)EE

Thailand _4 U J )

\\\\\




S: Safe Surgery

51

52
S 3

Safe Surgery and Invasive Procedure

S 1.1: Surgical Safety Checklist

S 1.2: Surgical Site Infection (55I) Prevention

S 1.3: Enhanced Recovery after Surgery (ERAS)

S 1.4: Venous Thromboembolism (VTE) Prophylaxis
Safe Anesthesia

Safe Operating Room

S 3.1: Safe Environment

S 3.2: Safe Surgical Instrument and Device

S 3.3: Safe Surgical Care Process



I: Infection Prevention and Control

I1;
I

I3

I4:

Hand Hygiene
Prevention of Healthcare Associated Infection
I 2.1: Catheter-Associated
Urinary Tract Infection (CAUTI) Prevention

I 2.2: Ventilator-Associated Pneumonia (VAP)
Prevention

I 2.3: Peripheral and Central Line-Associated
Bloodstream Infection (CLABSI) Prevention

Isolation Precautions

Prevention and Control Spread of
Multidrug-Resistant Organisms (MDRO)



M: Medication & Blood Safety
M 1: Safe from Adverse Drug Events (ADE)

M 2:

M 3:

W 4:
M 5:

M 1.1: Safe from High Alert Drug
M 1.2: Safe from Preventable Adverse
Drug Reactions (ADR)
M 1.3: Safe from Fatal Drug Interaction
Safe from Medication Error
M 2.1: Look-Alike, Sound-Alike Medication Names
M 2.2: Safe from Using Medication
Medication Reconciliation
Rational Drug Use (RDU)
Blood Transfusion Safety



P: Patient Care Processes

P 1. Patient Identification

P 2: Communication
P 2.1: Effective Communication —ISBAR
P 2.2: Communication during Patient Care Handovers
P 2.3: Communicating Critical Test Results
P 2.4: Verbal or Telephone Order/ Communication
P 2.5: Abbreviations, Acronyms, Symbols, & Doses

and Proportion Designation
P 3: Reduction of Diagnostic Errors

P 4: Preventing Common Complications
P 4.1: Preventing Pressure Ulcers
P 4.2: Preventing Patient Falls
P 5. Pain Management
P 5.1: Pain Management in General
P 5.2: Acute Pain Management
P 5.3: Safe Prescribing Opioids for Patients
with Chronic Non-Cancer Pain
P 5.4: Management of Cancer Pain and
Palliative Care

P &: Refer and Transfer Safety



L: Line, Tube, and Catheter & Laboratory

L1: Catheter, Tubing Connection, and Infusion Pump
L 2: Right and Accurate Laboratory Results



E: Emergency Response
E1l: Response to the Deteriorating Patient
E 2: Medical Emergency
E 2.1: Sepsis
E 2.2: Acute Coronary Syndrome
E 2.3: Acute Ischemic Stroke
E 2.4: Safe Cardiopulmonary Resuscitation (CPR)
E 3: Maternal and Neonatal Morbidity
E 3.1: Post-Partum Hemorrhage (PPH)
E 3.2: Safe Labour at Community Hospitals
E 3.3: Birth Asphyxia

E4: ER Safety
E 4.1: Effective Triage
E 4.2: Effective Diagnosis and Initial Management
of Highrisk Presentation
E 4.3: Effective Teamwork and Communication
E 4.4: Effective Patient Flow
E 4.5: Effective Hospital Preparedness for Emergencies
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viunuaaannslu iI-4 - o CPP101: Patient Identification -1
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Infection Care TINunaAARalh
CAUTI, CABSI . e CPP301: Misdiagnosis or delay diagnosis
CP5111: 55I: Surgical Site Infaction msiiaanlsn
P — , - T
UARMMTAMTEIN  |GPI201: UARINTANLTENUWINTETNTA (airbomne B)MTTILITUHAMT CPL201: uﬂm'm'iﬂmﬂﬂ:wn1mamg_]u“ﬁn’ﬁ
= v . a v o - . m - e . - - .
sl fidmian transmission) vl fiRaTu ldun Tln W ez avTvmadsal Uy |FAewaa s wialimund fufmenaTened
e A a
dandla WinFing anmaion |16
— Line& Lab - - — 117
GPI202: yAaINIAnLTan Wit Haaadan (droplet CPL203: L aTHUATIVATIIMITIARAWETA (L1 AR
Infection transmission) TInmTUfudas tiu Tiwinlnn vaweTi Ussinifindnarfndiursiifistiafianaians
and 4ay I-5, II-4 A7)
] 5 e - e
Expesure GFI203: UAINIAALTANUWINTIMTAUHE (contact NI TARNIAINAED CPE402: Under friage
transmission) TINmTU fURaw viu wrled audneud Ay aniiunamnRow CPE403: Over triage
amaud way Emergency CPE405: Delay Diagnosis and Delay treatment i -1
= 3 4 .. Ny - .
GPI204: UASNIARLTINUWIHTHWINE (vector borne ﬁ'l.hﬂ ANLAK u.ﬂta:l_hu Fast Track
11

. - . s ol -
transmission) TI"II"IFI"IT]JQLIWJ"I'I-L %Y 1.1.|li‘|ﬂﬂﬂﬂ'|'l T[T A

CPE407: Missed Diagnosis

W
w




O

9 wnssmanaud il



uasgrudAgIndudennvasnds 1@

L va ey & o L oay oo wox o d Guideline
1. mdaiaaY Hat1e Haduds Aavinans anumenuraesiiiun1shsalul
= dv Ellﬂ ar =i 3 I =1 = s, d
2. msAneiidhAymuuTunvasesAnslungu SSI, VAP, 1. amumgruranasdiuuamaufiiiie
CAUTI, CABSI mstasiuranulivaendesadiagly Incidents
3. yAansARBaINMSURUAnII Uszidudiiovu report " NRLS
4. msin Medication Errors Ua Adverse Drug Event 2. @inumgnutauansduaugUanisel i
= = =i 1= = = J 1 EII o =
5. msliidenrinnu Rauy Aavila intuusasUluyssiduiinue Learning
6. massysiafineiianm 3. NSNAYAN S0 NAUSE AT system b
a aa_ w & w oy v & /] NRLS
7. anuaarnideulunisidadelse wansznuiiedlae (seiv E July) 'Ey
. M331E9TUNANT3AT 9N NVOIUZUANTS/NET3 e ANUNETUIANUMIUAATIEINENNA
5 ' RM plan and
ARALAGDY N Risk register
9. msdnueniivesniBunaaiadio 4. ImiununruandasiuANuiLas]

wansAduuATLALER A Fos
PR




MSHIAARAAY AR RASILH U RATADNIS

ek

n15AAITe SSI, VAP, CAUTL CABSI
uﬂamaﬁm%mmmsﬂﬁﬁﬁwﬁwﬁ

A151NA Medication Errors U8 Adverse Drug Event
M3 lidoaRanl Han Aarile
mMsszyadieranan
Jonanaralunsitiane lsn

9 Aa oA Aan a
ﬂTi'i”IEN”I‘L!Naﬂ”l'i@li’h)ﬂ”lﬁ‘lfi@ﬂﬂ@]‘ﬂﬁﬂﬁ/wEﬂ‘.ﬁ’)‘ﬂfﬂNﬂWiﬂﬂ

O o0 3 O n B WD

NMIAANToINHoIRnNAUAI AR U



1l 2566-2567

i\ Augmsuwng
+ ) Usyayrduniing sadszniu

éwﬁuaéwqﬁﬁmsnjmw, oy
f"mmanavﬁu?a fktdu o

AISWIGOROAU ROV RAGIULKUY RaKAanas
n1stkidaaranu ﬁc\KLj Wagua
NISUSK1IsgIWanu Wayura (HAD)

Javaulalkidugus

l

| _PCMC |

ARELRIBRTT

57



Us:mg ZERO Event
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1. 2P safety Goals : SIMPLE ? n I l:i U ﬁ U U

Patient Safety wUcuUadany e
S : safe surgery = Safe Surgery and Invasive U 256 8
Procedure (Surgical Safety Checklist)
1 : Infection Prevention and Control = MDRO
M : Medication & Blood safety = Safe from medication error
(LASA, Using Medication), Rational Drug Use (RDU in URI), Medication
Reconciliation na: Blood Transfusion Safety
P : Patient Care Processes = Patient Identification Reduction of
Diagnostic Errors na: Falls
L : Line Tube and Catheter & Laboratory = Tubing Mis-connections
E : Emergency Response = Response to the Deteriorating Patient
Personnel Safety unainsuaocany ‘
S : Security and Privacy of Information and Social Media = Security and
Privacy of Information
L : Lane (Ambulance) and Legal Issues = Legal Issues (Informed Consent na:
Medical Record and Documentation)

2. WawunisguawUounguisandAcy Lvdgniswauinasounau
NISUSNMISAIDUIAA NNSUSKISNSWUINSAUAALNU Hazn1s39y

e guinmwduidAadulsanidnw Isaka SuTu3nun Nazs:uUUNWIAUKITY
owysnssy (AAIRC: Allergy Asthma Immunology and Respiratory Center)

e NMD:KIIPUNAIIDQISVUWAU (STEMI)
Naunsel) e wu:SvIGuu (Breast Cancer)

@ w:SvAu (Hepatobiliary Tumors)
AUISIDBASSY e misaifianduiikua (Preterm)

® KOUKa (Asthma)

® u:SvUINUOan (Cervical Cancer)
Fa-uSuNSSUY ® u:iSvSviu (Ovarian Cancer)

® aswidanwalanwiuNdov MIS : Laparoscopic Gynecological Operation
s i ® widaiUauudoln (Total Knee Arthroplasty) : TKA

* e whdaiduiSulka (Rotator cuff repair : RC repair)

SeBhi ° ﬁans:vn}(cataract)

s ® UKD WTUOIS:u=MNDKUN (Proliferative Diabetic Retinopathy) : PDR
Taa Ao undn ° nn:nqnmuioum:na‘umnmsqnﬁu (Obstructive Sleep Apnea) : OSA
Jany e IsaGuIAS) (Depression)
puMaEasanidu ® sAkadqIFdaaUDv (Stroke Fast Track)

DBAMaOSASDUNSD e nsqQuawUdunuuUs:AuUs:Adv (Palliative Care)

3. IWUSWSU - aasw9w - a0 IUFIUE

Augmsuwng
Ugyayrduniiny saus:niu

ukidnerdeasunsunsiisal

4. GREEN & CLEAN Hospital



1. 2P Safety Goals : SIMPLE ?n | l:i u ﬁ U u

Patient Safety wuUsuUaoany

]
S : Safe Surgery = Safe Surgery and Invasive U 2568
Procedure (Surgical Safety Checklist)

I : Infection Prevention and Control = MDRO

M : Medication & Blood Safety = Safe from medication error

(LASA, Using Medication), Rational Drug Us

Ia: Blood Transfusion Safety

P : Patient Care Processes = Patient Identification Reduction of

Diagnostic Errors na: Falls

L : Line Tube and Catheter & Laboratory = Tubing Mis-connections

E : Emergency Response = Response to the Deteriorating Patient
Personnel Safety unansuacany

S : Security and Privacy of Information and Social Media = Security and
Privacy of Information

L : Lane (Ambulance) and Legal Issues = Legal Issues (Informed Consent lia:
Medical Record and Documentation)

¢
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msaumanuass (Risk ldentification)
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Team Specific Activities Combination

ATTNUNIUY MILAEI (CITHER)

MINUMUIUSINUY %%

ATINUNIULHaHIAa / nadE
1 Ufragsnasinen

nranumulasgdiuigni

M1FNUNT ‘I-Iﬂ'l"iﬁﬁl-éﬂiﬂtﬁﬂﬂ #1ua

USN15/NN:

Hospital-wide

AmsnuUMuAsoTey KR

AMSNUNIUANHARIALAR D UNG8 /a8 LdfaUseaadane

AMINUMIUIHANIRIAAR / Aol s seasA B

ATSNUNIULIYSELT B

ﬂ‘]‘é"’n"l"l.lﬂ':l‘l-lﬂ"l‘ﬂﬂ'ﬁﬂﬂﬁaﬂ"Iﬂ"lﬂ

(Scientific Evidence Review)

ATSNUNIUNTS LINSHEINT (UR)

- #p %k
MTFAUNTIUAIVIA (KPI Review)




T d [ — I —
Quality Review ﬂ"’l'ﬁ'ﬂ‘U'ﬂ?HﬁﬂﬂTﬂﬂUﬁ?ﬂHLﬂﬂﬂﬂﬂﬂﬂEl‘l-!.l"l

o n = L}

94 g o o
l.%ﬂHEQ"'Ht“ﬂﬂ"'ﬁﬂhﬂ"ﬂﬂ]ﬂﬂ"ﬂl?ﬂuﬂﬂﬂ H'ﬂ:ﬂﬁ'ﬁlﬂﬁﬁ;&l “"ltﬂﬂ"lﬂ“ﬂl“’l

e

NTTNUNIWLIT I BW

Wszidiugilan T19UHY . ALARATHUHY . I EETERTEE 1%UY

Assessment Planning I Implementation I Evaluation Discharge

ATSNUNIRTI9LA LS

-
MIFNUNIUD U ©)

Care & Risk = - '
C ommunication NENUNINAIBSEUYasd e
Continuity & D/C plan nMsnuUNIMKwANsaliaiAn (Fadia nnrzunsndau)
Leam work ASAURIAANHLEY
— ASNUNIUANE AN (N158d6a N1TASIASNE)
Environment & Equipment s
o nsanLda lulsensuia
Holistic
Empowerment n15lden
Lifestyle n1sldnineIns

Prevention A



msdszdiuanuaass (Risk Assessment)
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msdsziuanuaeas (Risk Assessment)

| AANULANAITENTNN “AUAIARY” Uag “AUTULSS”

U Significant
AUEATY » AYUTULTS » A - |

Moderate

Low
’ NNUANITINGINUAINFIAYVDIAULEEIAY AR

AIUTULTY (WTANIINNANTENUABAIUAI ) LYY

| ATUNITIRU ATWANEAIDIANS)
LAY

r A1UD (WANTUIAMNAVBINIILAALAANTITA)




FEAUAY | SE2AU

(N19AAUN)
FULTY

Near Miss Event galsiinamanisalldnsuszasn uall 21932

A 0 cd o qua - ’ -
wan1salnavinbiiaman1sallaineUssasnle 1A
Near Miss Event iiainn1saiudn wiliidudunsie  iiakids
B 1 asresuldnou Selsideddng / Wi /
Andau
No Harm Adverse Event {fialuan15adua 96a bR bl
C fUae / 1wt / Rawndounda udliidudunse § Ju

gaf’hmﬂmﬁamﬂ‘lﬁjtﬁu 5,000 U

2 Mild Adverse Event aman1sal uakididunsiese  eaq
Y Y Yy o a ) Y a 1y,
U8/ 1T / RawInaed ABan1smMsinnuell 520

s 90g9sala walddndudassunissnen HLY
AMULAYYNY 5,000 — 10,000 U



Moderate Adverse Event

Serious Adverse Event

nnduRsIedaRUly Beln130123 / NANALEESEELET) [ABs

WIONANTENUNITEAUNUIBUIEAULIINEIUIA IHeeran1sgnilasiasuas

\Fotiaides dean1sn1siaemiaaatnnssiuuIing fiyariaudeveg
50,001 - 75,000 un

nndunsIedaRUle Aawinn1suedln / nanaldey
WIONANTENUIZAULINEIUIA geytdennanualvasadnans Naugn
Was304 vivagydeninddu Ayariadnudenig 75,001 - 100,000 um

nnauneaiUe dudedln / Nanaidy wie
NansEMUAadeAN yury nnnsias¥as ideuFetaidesvatasdns i
YAAIAULEENIY 1INNTT 100,000 UM




N3z wsUIWIND & Risk matrix

ANHNIULN

A B [1] CD [2] EF [3] G H [4] I[5]

. Uog [4] Significant Significant

g

g Y ] Y

= ADHUUINUBY [3] Moderate Moderate Significant --
ithunais [2] Low Moderate Moderate Significant
tA a
Yo / 13N [1] Low Low Moderate Moderate Significant

A
ANND AITNIULUIN

5 = Uogann INANOUNNIUK50 > 5 ATVIADY 5= A INFULTITEAL 1
4 = og ianeuNNFM¥inSe 1 -5 ATusAeY 4= ANFULTITEAL G H
3 = Aounavied INANBLNNIABY HIBINA > 6 A5 /T 3= ANFUUTITEAU E F
2 = hwunan hatlazlinhu 5 a3 2= ATNFULTITEAL C D

1 = voa 1ailaz1 n5e n3eliina 1=ANNTULIITEAL A B
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NISAANITANMNLALNATNAUNUING A (Risk Matrix)

STAUAINN N1SAANIS N55189 11

=
Y3 tdN]

High Risk |RCA M9szuvifesnueensiagu mviualu|mely 1-2

Risk profile Y94N13/%H 8914

Significant  RCA 135zuUdeadumsidad el 1
Risk oY
Moderate  dAMNAINIURINU / ud 1y / CQI s1891U ]
Risk Talsunsu
ANNIEE
online

. o 11 A
Low Risk w’lﬁzaaamammm



Update RCA



Understanding Root Causes

Symptoms

£
2
0
£
o

Causes

}

Symptoms
= Result or outcome of the
problem
= What you see as a problem
(Obvious)
Achy, weak, tired

The Problem
* Gap from goal or standard
Fever

Causes
* “The Roots” — system below
the surface, bringing about
the problem (Not Obvious)
Infection



Root Cause Analysis (RCA) / Incident Analysis

ﬁamﬁmmzﬁlﬁmﬁﬂqﬁamﬂﬁ (incident) W3awan3nblaiflsza9e (adverse
event) anaudmusalii
1) L?Iﬂﬁlz‘l‘i‘ﬁ% (incident / adverse event)
2) v lasenatn (root causes)
3) aevheslslathuiloanlanaiiagn (action)
4) Iﬁﬁﬂ%iﬂﬂi entiilwunisawnuadnels
Tnaiianuasdranaalii
o ifluanusindeanaanizan ficnninnwiazgiauas iy
ADWN30
* galanasldadanisana vinla vinla vinla
o izqmmﬂﬁﬂmtﬂmﬁmnﬁmﬁu‘lmwu d



Jaunfinuaasn1sy RCA

* lignunsaszuanudavatinmsaflsasedaiay
* 3in19%i1 RCA n5cum*1m§ms~mmuusa Wia GHI whtiu
* yidunRvasinAanigy RCA : nara naarnuia Taladunssauuniloym
* RCA usnauusszmitany malidausanvasiniszuunuiiiaadasdislinsauagy
* agiluansvih RCA wAMsnig1ARy/ANNREsdIulwgjiniiaan
- Laifinuamal Jin
- YARINFINAANING TNAANNATEWUN
- YA N bl JURMNLUITNS
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H.Creative Solution
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® Evidence-based/CPG

® Technology

® Organizational knowledge

® Value to patient/customer

* Agility/flexibility

¢ Safety/Risk-based thinking
® Quality dimension

¢ Consistency

Simplicity

Visual management
Human factor engineering
Human-centered design
Humanized healthcare
Lean thinking

Manage variation

Work environment



aanuuulasnulagiyu Strong Action

Weak Action faefamiaTai1veyyd

Intermediate Action

Usunn finaEng —
, , Uszinm A79819
Double checks | AUMTIAMULUNAL DAAUMNUNIY ” - = — —
, Redundancy | Wnenunagesaudnamunaendesadlagdasyanniy
yaNAARY \ENE Y AU IIRANLADY
Al T mniaindainsanaay IV site v 2 3l Viuaunuey | Salvilidshidseietierianlurng peak vosiu
= a aa v oA oA o v
nsHneusy ansaionsldes eslleunyeilgen : R . .
software (K computer alert Wi drug-drug interaction
. ' Y = ] ¢ R = o v ow v
* Strong Action LiifaamanIA27u 8L ee aanssunay | dalidnestiasuRgudmiuaslusunsunmlie
9
Usanm A998 Simulation- | Anausumsdwsluriesdjiinisdiaes uasdinish
v d a 3 v based training | AAR
Uiulaseadn | whewduusegdouliiitoannisvnduvas a. $
NMIAIUANNI 119 universal adaptors uazld tubing/fitting Mtasi | | Checklist Pre-induction & pre-incision checklist Tunaseisin
NI AMAAANEALLNIADITEY 230 LASA TuiiA LASA drug Linriy
= 1 LY 5 A 1o & o - -

mwieude | winlureuiliibulunssrummio \nsedllededns | 19 read-back dmsu critical lab value iie

. — — 1ATFIY 19 read-back w3 repeat-back dmiumsdssioe
AU 19 medication pump MLUULMTTIALINUN TH. -,
Yo o 1 a4 av v fu ¥ v o o d&'
HUNAIAUSIY | NUAALUSAUIIMUNY auuayunsyuiuns RCA 49 4
v d ' Wuuuenans Highlight Y8 uazYWINEIUY IV bags

wynellendndy Viudanmauasmszaulnana

National Patient Safety Foundation. RCA% Root Case Analyses and Actions to Prevent harm




& & & X

J
NI ILYTUNAVDIUNANT D
' 1 3 A
TiarsagUndluauannanuianainvesynna

Tagldvan ng 5 1o



Rule 1.

Rule 2.

Rule 3.

Rule 4.

Rule 5.

Clearly show the “cause and effect” relationship.

INCORRECT: A resident was fatigued.

CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue,
increasing the likelihood that dosing instructions would be misread.

Use specific and accurate descriptors for what occurred, rather than negative and vague
words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff
rarely used it, increasing the likelihood that the pump would be programmed incorrectly.

Human errors must have a preceding cause.

INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed. THE FIVE RULES
CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the

user without sufficient space between the different doses on the screen, increasing the likelihood OF CAUSATION :

that the wrong dose could be selected, which led to the patient being overdosed. 5 Rules to write
Violations of procedure are not root causes, but must have a preceding cause. Causal
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-

ing an air bolus from an empty syringe, resulting in a fatal air embolism. statements

CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased
the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.

Failure to act is only causal when there is a pre-existing duty to act.

INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.

CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in
therapy.




Rule 1. Clearly show the “cause and effect” relationship.
INCORRECT: A resident was fatigued.
CORRECT: Residents are scheduled 80 hours per week, which led to increased levels of fatigue,

increasing the likelihood that dosing instructions would be misread.
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Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague
words. Avoid negative descriptors such as: Poor; Inadequate; Wrong; Bad; Failed; Careless.
INCORRECT: The manual is poorly written.

CORRECT: The pumps user manual had 8 point font and no illustrations; as a result nursing staff
rarely used it, increasing the likelihood that the pump would be programmed incorrectly.
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Rule 3. Human errors must have a preceding cause.
INCORRECT: The resident selected the wrong dose, which led to the patient being overdosed.
CORRECT: Drugs in the Computerized Physician Order Entry (CPOE) system are presented to the
user without sufficient space between the different doses on the screen, increasing the likelihood
that the wrong dose could be selected, which led to the patient being overdosed.
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Rule 4. Violations of procedure are not root causes, but must have a preceding cause.
INCORRECT: The techs did not follow the procedure for CT scans, which led to the patient receiv-
ing an air bolus from an empty syringe, resulting in a fatal air embolism.
CORRECT: Noise and confusion in the prep area, coupled with production pressures, increased
the likelihood that steps in the CT scan protocol would be missed, resulting in the injection of an
air embolism from using an empty syringe.
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Rule 5. Failure to act is only causal when there is a pre-existing duty to act.
INCORRECT: The nurse did not check for STAT orders every half hour, which led to a delay in the
start of anticoagulation therapy, increasing the likelihood of a blood clot.
CORRECT: The absence of an assignment for designated RNs to check orders at specified times
increased the likelihood that STAT orders would be missed or delayed, which led to a delay in

therapy.
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Learning From Incident : 2-Axis Swiss Cheese Model

Contributory
Factors Tier 5
Ext. Environment
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Organizational Factors {=) FactorsTier4

Management

Contributory
Factors Tier 3
Environment

Local Workplace Contrinutory
- Factors Tier 2

Factors — Work & Team

Co n*u tory

Factors Tier 1

Unsafe Individuals
-

Act ¢ ™ Substandard
Act

Assess l+ Plan

— Monitor & reassess

Educate — Discharge
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Contributory

S Societal influence Policy, rules & regulation Design New
FactO(s Tier5 Public awareness national, payors, finance, IT, Equipment & supplies technology
Ext. Environment professional org

Contributory Organizational climate Resource Organizational process

Factors Tier4 structure, policy, culture, management availability, priorities & policies & procedures, decision, staff/workload
Management system, leadership involvement, management management, support from central functions
Contributory Information, Supervision Human-System/technology Interfaces Physical Environment
Factors Tier 3 education, Task design IT, medical device availability, location, lighting, noise, temp. layout,
Environment communication Slinicat profodot controls and displays, software, charts distraction, ventilation
Contributory Nature of Work Team

Factors Tier 2 work process complexity. workflow, competing tasks, interruptions. role c[afity. team brieﬁng' team awareness, team
Work & Team physical/cognitive requirements morale, handover, team communication
Contributory Individual staff factors Patient factors
Factors Tier 1 knowledge, skills, experience, sensory/physical capabilities, clinical condition, medication, allergy, language,
Individuals alertness, fatigue, motivation, attitude, cultural competency sociocultural, relationship, informed & literacy
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¥ * LEARNING FROM MISTAKE
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Story and Timeline + Potential Change
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Story and Timeline + Potential Change

yglny 919 74 U U/D : HT, DLP, AF (on warfarin 41U5zu104 5 U)
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Story and Timeline + Potential Change

¥16lne 918 74 U U/D : HT, DLP , AF (on warfarin §1Uszunm 5 V)
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Story and Timeline + Potential Change

¥18lne @18 74 U U/D : HT, DLP , AF (on warfarin auszanm 5 U)
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Incident: Delayed Dx CA Colon
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2. ayunszurunisddndasliuUdsu (idu Unsafe Acts)
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