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Key Activities of the HA Institute

Evaluation &

Accreditation

Stepwise Recognition

Create Awareness
Knowledge Dissemination
Training

Collect & Create Knowledge/

Guideline for Quality Improvement

Collaboration/Learning Network
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Step 1: Risk prevention
Identify OFI from 12 reviews
Focus on high risk problems

Step 2: Quality Assurance & Improvement
Identity OFI from goals & objectives of units
Focus on key process improvement

Step 3: Quality Culture
Identify OFI from standards
Focus on integration, learning, result

3 Steps to HA
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Medical Record Review

Assessment Planning Implementation EvaluationEntry Discharge

Bedside Review

Risk & Care
Communication
Continuity & D/C plan 
Team work
HRD
Environment & Equipment

Other Reviews

Customer Complaint Review
Adverse Event/Risk Management System
Competency Management System
Infection Control
Drug Management System
Medical Record Review
Resource Utilization Review
KPI Review

Quality Review :
Tools to Identify the Case in Step 1
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HA Standards Part I: Management Overview

b. Communication and 
Organization Focus

Senior leaders guide the organization.  Senior leaders communicate with staff 
and encourage good performance, ensure quality and safety of care.

Mission, vision, values
set, deploy, commit

Good performance, 
ensure quality & 

safety, patient focus

Environment
legal and ethical behavior

Communication
Empowerment

MotivationFocus on action
PI, org obj, vision

1

2

a. Vision and Values

Environment for
performance improvement, 

accomplishment of mission & org obj, 
innovation, agility, learning, working 

relationships, cooperation and 
integration of services

Practice

3

1

Strategic
Objectives

I – 1.1 Senior Leadership

Culture of patient safety4

Review
Performance 

measures

2
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There is an effective and coordinated hospital risk, safety, and quality 
management system, including integrated approach for patient care 
quality improvement.

II – 1.2 Risk, Safety, and Quality Management System

1

Coordination 
between various 
RM programs,

integration of risk 
MIS

Risk identification 
& prioritization

Prevention 
strategy, 

communicate, 
make awareness

Incident report
& analysis

Evaluate 
effectiveness

Improve

Root cause 
analysis

Solutions

Identify population

Monitor KPI

Improve

a. Risk and Safety Management System

b. Patient Care Quality
2

3

4

1

2
3

4

6
5

Patient care review
Improve patient 
care in targeted 

clinical population

HA Standards Part II: Key Hospital Systems
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HAI
(VAP, Sepsis)

Drug Safety

ACS

MU/RRT

Patient Identification

Operation Safety

Communication Failure

PI

OS

CF

Maternal 

& Neonatal

Morbidities

Infusion Pump

Clinical Alarm System

Drug Reconcile

Fall

Influenza

Surgical Fire IHI

JCAHO

HA

HAI
(others)

Acute Coronary Syndrome

Medical Unstable/

Rapid Response Team

Thai Patient Safety Goals 2006



สถาบนัพฒันาและรบัรองคุณภาพโรงพยาบาลPatient Safety Challenges 2007

Clean Care is Safer Care

Safe Surgery Save Lives

Safe Medication

Proper Diagnosis 
& Response

High M & M Conditions
Sepsis

Acute Coronary Syndrome
Maternal & Neonatal

Patient Identification

Effective Communication (SBAR)

Proper Diagnosis

Rapid Response to Clinical Un-stability

Clean Surgery

Safe Anesthesia

Right Patient, Site, Procedure

Safe from ADR

Safe from Med Error

Safe from Transition Error (Med Reconcile)

Global Patient Safety Challenge
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Launch of the First Global Patient Safety 

Challenge "Clean Care is Safer Care" 20 June 2007



Triggered Chart Review 

to Identify Adverse Events

Select 
High Risk 

Charts

Trigger
Reviewed

Portion of 
Chart Reviewed

AE
Identified

End
Review

Harm Category
Assigned

Total Hospital Days

AE / 1000 Days

N

Y

Readmit, ER revisit

Death / CPR

Complication

ADE & ?ADE

NI & ?NI

Refer

Incident

Unplanned ICU

Anes complication

Surgical risk

Maternal & neonatal

Lab

Blood

Pt Complaint
Nurse supervision

สถาบนัพฒันาและรบัรองคุณภาพโรงพยาบาล


