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Voluntary Process

Educational Process, Not Inspection
Encourage Civil Society Movement

Self Reliance, Independence, Neutral
Emphasis Self Assessment & Improvement

Organization Alignment

Pilot Hospitals
Multidisciplinary Team

Med Staff Org Workshops 35 hospitals
Clinical Quali_t.y Initiatives
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stepwise Recognition

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

result

15t Step to HA
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A National Forum
A Forum for Campaign & Sharing
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ﬁew HA Standards
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)\ Thai Patient Safety Goals
g

Maternal
& Neonatal
Morbidities

HAI

(VAP, Sepsis)

Infusion Pump ADE

Clinical Alarm System
Drug Reconcile

Fall

Influenza

Surgical Fire
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Patient Safety Goals / Guides : SIMPLE

SS| Prevention
Safe Anesthesia

Safe Surgery * Correct Procedure at Correct Site
Surgical Safety Checklist

) Hand Hygiene
Infection Control " Prevention of CAUTI, VAP, Central line infection

Safe from ADE, conc e’lyte, High-Alert Drug
Medication & Blood Safety A Safe fror? medlcatlc_:tl error, LASA

Medication Reconciliation

Tackling antimicrobial resistance

Blood Safety

Patient Identification
Communication (SBAR, handovers, critical test
results, verbal order, abbreviation)
Proper Diagnosis
Line, Tubing, Cathether Preventing common complications (Pressure
' Ulcers, Falls)
Mis-connection Sepsis

Patient Care Process

— Acute Coronary Syndrome

Emergency Response Maternal & Neonatal Morbidity
Response to the Deteriorating Patient / RRT




. Anes complication

‘ Trigger Tools -> Identify AEs

Select
High Risk
Charts

Trigger
Reviewed

Readmit, ER revisit
Death / CPR
Complication

ADE & ?ADE

NI & ?NI

Refer

Incident
Unplanned ICU

Portion of
Chart Reviewed

End

Review
Surgical risk

Maternal & neonatal
Lab
Blood

Total Hospital Days

AE / 1000 Days

~ Harm Category

Pt Complaint
Nurse supervision
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» Simple RCA
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D Comprehensive Clinical QI

Six Sigma / R2R
Health Promotion
Spiritual / Humanized Healthcare
Standards / Clinical Excellence

Safety & Risk Management
) [ Delivery / Waste Reduction
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Sustainable Healthcare Organization
Quality/Safety, Efficiency, Morale

Spirituality <—> System < > Wisdom

Lean-R2R

Health Promotion 3C - PDSA Evidence-based
KM

Humanized HC
Living Organization % Data analysis
Review R2R

Narrative Mu_edlcme e
Contemplation Scoring
- SPA
Apprem:atlve Gap Analysis
Aesthetics Tracing




With limited resource
We will do our hest.

Thank you for
your attention



