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Successive layers of defences, barriers and safeguards
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Health care and high reliabilty:

 Cautionary tale
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HRO

(High Reliability Organization)
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Impact of patients’ goals in seeking medical care on
acceptance of cost and characteristics of provider countries
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getting the best quality
possible’
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+ Low costs for health-care labor  C31Er1ng to medical-
« Major source of immigration 1o Ueve! market
developed markets
« Clinically focused hospitals
Lowest | catering to medical-travel
acceptable level market
Low High
Treatment cost
o Includes patient’s perception of both country and clinical quality metrics. Source: Interview with
__MTEN providers and patient level data; McKinsey analysis
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Level of Quality Improvement
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A Safety Framework — 6 components H

IMPROVEMEMNT

psychological safety.

2. Teams who know the game plan and agree upon specific behaviors.
3. Accountability that supports psychological safety because employees

believe that they'll be treated fairly.

Learning System

4. A Continuous Learning Process that generates reliable care by applying best evidence
and minimizing variation.
5. Reliable Care Processes transparently, continuously, owned by frontline providers.

6. Applies Formal Improvement Methods and Measurement to generate quality and
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mitigate and eliminate defects. o
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Bumrungrad Quality System

Driver [/ Enabler Work Process Outcome

o Voice of Customer Leadership Alignment o Performance
o Strategic Goals Excellence
o Standards
-HA
-1
_#53:5139.3]}? - Healthcare
- Magnet Hospital - Customer
o Legal Compliances - Financial
o Operational Feedbacks - Workforce
-CFB B IR - Process
o Survey Results - Leadership
- Intermal & External - Health Promotion
o Operational
Performance Review
o Benchmarking
o S50
Bumrungrad Way Work Flow
Remark : ©f8=cCustomerFeedback PR = Organizational Performance Rewi 0= Cont Dhmiity Imgrovement
IR = Incident Report EEN = Staff Suggestion and Innowation ldess QA = Quality Assurance

P~ PR = Patient Safety and Risk Management
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i patient safety walk round (31)

massuazynliSansssuenulseasodanudsin dsznaudre @QP : Quality Planning
: Unit Self-Assessment @QC/QA: Quality Control/ Quality Assurance
: IR & CFB, Internal Quality Assessment O ratient Safety & Risk management
: IR & CFB, Patient Safety Program, Training (4] Ql: Quality Improvement

: CQl Activities, Annual QI Conference

§ annual quality training, IQA patient tracer, system tracer L8z annual quality improvement
conference Uvz31

Patient Safety Walk Round Year 2012

m3%compliance

os Annual Quality Training
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Total 63 units
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