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The Healthcare Accreditation Institute

R&D Project

Institute 
Under HSRI

Independent Gov. Agency
“Public Organization”

Reliable, Impartial,
Government Support

VISION: “Thailand has standard healthcare that is reliable to the society, of which the 
HAI has a role in encouraging quality culture movement (change catalyst)”

MISSION:
“To encourage, support, and drive quality improvement of 

the healthcare system; using self assessment, external 
survey, recognition and accreditation, and knowledge 

sharing as leverage mechanism”
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SSO 

Standards

The 1st capitation payment: -> ILO concern about quality 
and encourage quality assurance program

Set hospital standards: Use Australia framework, but 
focus mostly on structure

Adverse event enquiry
Medical Committee: set policy, set benefit package, set 

capitation fee, complaint review

Start together
Support & fulfill each other

Listen & learn from each other
Source of incentive

Capitation as a Driver of Quality 
Improvement
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TQM in 

8 Public Hospitals

learning how to apply various QI tools
Basic tools: 5S, suggestion system
ESB (Excellence Service Behavior)
Teamwork: brainstorm, decision tool (multi-voting)
CQI steps
Tools for idea & data: affinity diagram, tree 

diagram, various charting esp. control chart

Quality Improvement Initiatives



93 94 95 96 97 98 99 00 01 02 03 04 05 06 07 08 09 10 11 12 13

1st HA 

Standards

Review concepts & requirements (US, Can, Aus, UK) 
13 Patient’s Right

14 Org Ethics

Commitment to 

Quality Improvement

Resource & 

R Mananagement

Quality Process

Professional 

Standards & Ethics

Patient’s Right &

Org. Ethics

Patient Care

1 Leadership

2 Policy Direction

3 Coordination of care

4 HRM & HRD

5 Environment & Safety

6 Equipment

7 Information System

15 Teamwork

16 Patient Preparation 

17 Assessment & Planning

18 Delivery of Care

19 Medical Record

20 Discharge Planning & Continuity of Care

8 General Quality

9 Clinical Quality

10 Infection Control

11 Medical Staff Organization

12 Nursing AdministrationHA Standards 1996
(Golden Jubilee Version)

Quality Improvement concept was 
embedded in the HA Standards

Development of Hospital 
Accreditation (HA) Standards
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HA Standards

Implementation

(R&D Project)

What did we do?
• Use comprehensive framework

• Cover the whole organization
• Encourage Paradigm shift

• Accreditation as an educational process
• Give freedom to test during R&D phase

35

Less expectation to surveyors 
during R&D

Implementation of Hospital 
Accreditation Standards
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HA Standards 

Implementation

(R&D Project)

Educational
Process

Self Assessment

Self Improvement

External 
Evaluation

Recognition

Voluntary
External peer review
Using standard
Not an inspection

Safety & Quality of Patient Care

Core Concepts:
Flexible, context oriented

System approach, integration
Positive approach

Evaluation to stimulate improvement
Special character of healthcare (uncertainty, autonomy & accountability)

Recognition may be 
flowers for appreciation 
of quality commitment

Quality 
Management

Balance of learning mode & audit mode

HA as an Educational Process
Not an Inspection



Experience of Implementing QI

Start with
QI Tools

Start with
Standards

Start with
Tangible 

Experience

+ Good preparation for teamwork & learning
- Delay in applying standard, fragmented

+ Clear direction & expectation
- Focus on system more than patients

+ Clinicians feel happier
+ Improvement activities closer to the patients

10
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Stepwise Recognition
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Universal

Coverage

3 Steps

to HA

What did we do?
• Response to the policy makers strategically
• Use threat to scale up

Politician 
demanded for 

quality & access
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3 Steps to HA

Step 1 Repair defect (good daily work, dialogue, regular review)
Step 2 Direction (aim, measure, creative, value)
Step 3 Speed up (good outcome, quality culture, standard 

compliance)

Vision: High 
Reliability Hospital



Institute of Hospital Accreditation, Thailand

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 
Opportunity for Improvement

13



Stepwise Recognition

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

Step 1: Risk prevention
Identify OFI from 12 reviews
Focus on high risk problems

14

A strategy to gain acceptance and expand coverage
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HPH

Accreditation

2nd HA/HPH 

Standards
1st HA 

Standards

Thai HA Standards Version 2

What did we do?
• Scan the situation & trend
• Response to stakeholder’s need
• Move one step ahead
• Gradually convince people



16

Cycle of Learning & Improvement

Design

Action

Learning

Improve

Purpose DALI
(PDSA)

Context

Criteria

Core Values

Train Monitor

Evidence-base

Evidence-

base

Continuous Improvement

Creativity & Innovation

Focus on Result

Visionary Leadership

Focus on Result

Agility

Commitment

Teamwork

Ethic
Patient Focus

Learning

Management 

by Fact

Empowerment



Quality Review

1st Patient Safety Goals

Trigger Tools

2nd Patient Safety Goals

17

Review & 

Redesign

CoP

Patient Safety Initiatives
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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

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

Anuwat 130409 HA Journey.ppt#54. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#55. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#56. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#43. PowerPoint Presentation


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

Anuwat 130409 HA Journey.ppt#53. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#53. PowerPoint Presentation


Anuwat 130409 HA Journey.ppt#53. PowerPoint Presentation
Anuwat 130409 HA Journey.ppt#53. PowerPoint Presentation
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Focus on Performance

Comparative Hospital 

Indicator Project 

Phase I

Advanced HA 

focus on 

outcome

Self-determined KPI

2nd HA/HPH 

Standards

Specify area of 

performance to be 

monitored

Comparative Hospital 

Indicator Project 

Phase II
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Re-accAcc

Surveillance

Survey

Re-acc

Survey

Remind

Improvement 

Plan Progress 

Report

Quality Improvement

SAREvaluation

During the 2-3 Year Cycle of Accreditation



HA National Forum
A Forum for Appreciation, Campaign & Sharing

1st (1999): Quality Improvement to Serve the Public
2nd (2000): Roadmap for a Learning Society in Healthcare
3rd (2002): Simplicity in a Complex System
4th (2003): Best Practices for Patient Safety
5th (2004): Knowledge Management for Balance of Quality
6th (2005): Systems Approach: A Holistic Way to Create Value
7th (2006): Innovate, Trace & Measure
8th (2007): Humanized Healthcare
9th (2008): Living Organization
10th(2009): Lean & Seamless Healthcare
11th (2010): Flexible & Sustainable Development
12th (2011): Beauty in Diversity
13th (2012): The Wholeness of Work & Life
14th (2013): High Reliability Organization (HRO)
15th (2014): Engagement for Quality
16th (2015): Imagination for Quality

22





Surgical Safety and
The Royal College of Surgeons 

of Thailand (RCST) 



Community of Practice: OR
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An HAI initiative with great support from RCST
Setting:
• A forum of multidisciplinary front-line practitioner
• Exchange of tacit knowledge
• With technical support from the Royal College
Outcome:
• Turn adverse event to guideline of good practices
• Facilitators to spread CoP



CoP OR  

Healthcare Accreditation Institute, and 7 surgical 
related Royal Colleges, and OR Nurse 
Association declared  a commitment to 
adopt the WHO Surgical Safety Checklist as 
a tool to improve  the surgical patient safety 

Create new generations to get used to 
the patient safety policy in their practice

Organize surgical patient safety workshop around the country

Current objective:
Encourage the use of WHO checklists nationwide



The Pledge for Surgical Safety

A collaboration of 9 
organizations initiated by 
The Royal College of 
Surgery in 2012, followed 
by site visits of the RCST.
This enhances awareness 
of surgeons to join with 
the Patient Care Team in 
implementing Surgical 
Safety Checklist. 
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Good Ethical Surgical Practice for
Patient Safety and Enhanced Recovery

14 15

On the occasion of the 
40th anniversary of the 
RCST, 3 sets of 
commitment were 
launched: good surgical 
practices for patient 
safety, enhanced 
recovery, and ethical 
practices.
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RCST Good Surgical Practice
10 Commitment for Patient Safety

14 15

• Emergency response
• Patient identification 
• Medication reconciliation
• Hand washing
• Closed-loop communication
• Informed consent
• Site marking
• Surgical safety checklist
• Reassessment/operative notes
• Discharge planning
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RCST Good Surgical Practice
10 Commitment for Enhanced Recovery

14 15

• Preoperative counseling
• Preoperative nutrition assessment & support
• Avoid prolonged NPO, early enteral feeding
• Appropriate antibiotic prophylaxis
• Avoid unnecessary drain & tube
• Keep fluid balance & avoid hypothermia
• Effective pain control
• Prophylaxis of postoperative nausea & vomiting
• Early ambulation
• Audition
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RCST Good Ethical Practice
10 Commitment for Ethical Practice

14 15

• Fidelity
• Competency, good decision making, beneficence
• Compassion, empathy, sympathy, altruism
• Accountability, transparency
• Honesty, integrity, good human relationship
• Indiscrimination
• Respect patient’s right & decisions
• Patient’s confidentiality & privacy
• Effective communication
• Role model & mentor



Safe Anesthesia and
The Royal College of 

Anesthesiologists of Thailand
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Thai Anesthesia Incident Study

(200,000 cases in 20 hospitals)

Safe Anesthesia
The Royal College of Anesthesiologists of Thailand

CPG: Pulse Oximeter in All Anes Cases

Thai Anesthesia Incident Monitoring Study

(2,000 sentinel incidents in 51 hospitals)

CPG: Spinal Anesthesia

CPG: Color Labeling



“Anesthesia: Safety for all”

The Must in Anesthesia



From Case Review 
to Process Improvement:

An Example of Head Injury Fast Tract 
in Chiangmai University Hospital



Severe Head Injury Fast Tract, 
Chiangmai University Hospital

From the mortality review 
of a severe head injury 
that stayed in ER for 3 
hours.



Emergency
Physician

Trauma
Team

Neurosurgeon
Imaging 

Team
OR, Anes, Lab, 

Blood Bank

Assess &
Resuscitate

Assess CT Scan

Assess

Surgery Observe

Original Flow

Severe Head Injury Fast Tract

Assess together by 3 teams

Activate Severe Head 
Injury Fast Tract

Resuscitate & CXR CT Scan

Reassess together

Surgery Observe

New Flow

Being notified

ER Time 180 min
Mortality rate 33%

Dorr to CT 22 min, ER Time 50 min
Door to Incision 99 min, Mortality rate 15%



From Trauma Audit
To Integrated Regional Trauma Service 

(IRTS),
To Trauma Quality Improvement Program



KPI Trauma Care in KKH 2013
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KPI for quality improvememt

MR of PS>0.75 MR of RTS ≥5 MR of all injury

MR of HI which GCS >10 MR of ISS ≥15

MR of all injury

MR of PS>0.75

Dr.Witaya Chadbunchachai
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Trauma Care in Khonkaen Hospital

1. MM Conference and dead case peer review 

2. Multidisciplinary conference 

3. Knowledge Management: journal club, topic 
review, trauma noon report, inter-
department conference, 

4. Quality Round 

5. Risk-Adjusted mortality 

6. Environmental site visit

1989: Integrated Regional Trauma Service
• Trauma service development
• Trauma registry
• Trauma prevention campaign

Audit filters



Lean & Healthcare
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Lean & Healthcare

Lean Batch 1

Lean Batch 2

• APO Demonstration Project (2008) 
– 2 experts from Singapore

– 5 pilot hospitals

– Sponsor by Asian Productivity Organization (APO)



Modified Early Warning Sign of 
Increase Intracranial Pressure

Outcome of IICP Treatment Target Before Lean
After Lean

2013 2014

- Improve (%) >50 48.80 56.52 55.17

- Death (%) < 8 19.50 9.57 5.75

Before Lean After Lean



Trauma Resuscitation Team

Before Lean

Learning from Pit Stop 
Formula 1



N2

N3

Ndoc

D3

N1

D1

D2

Dleader

After Lean



Measures Target
Results

2012 2013 2014

Time to be assessed by 
physician for emergent
patients

-Within 4 minutes
-Within 2 minutes

> 95%
100%

99.20%
-

-
99.83%

-
99.85%

Time to operation for
abdominal trauma

-Within 1 hour

-Within 30 minutes
100%
> 80%

100%

59%

100%

69%

100%

79%

Mortality rate for patient 
with ISS > 15 

Benchmark
Israel = 9.4%
USA = 13.0%

- 10.27% -

* ISS = Injury Severity Score



Routine to Research (R2R)



93 94 95 96 97 98 99 00 01 02 03 04 05 06 07 08 09 10 11 12 13

Routine to Research (R2R)

• Research question: 
– Originate from routine service/work
– Solve the service/work problem
– Improve the quality of service/work

• Investigator/conductor 
– Lead by routine working staff  (experiencing the problem)

• Result:
– Measure the significant patient health/service outcomes

• Implementation:
– Research result must return to improve the patient care or service

(Prof.Dr.Vicharn Panich)

R2R

Lean-R2R
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Routine to Research (R2R)

Siriraj R2R Unit & Its Support Mission
• Upstream to Downstream 

– Routine work problem -> Research question

– Research proposal development 

– Research proposal review (IRB-ethical clearance and grant process)

– Research grant

– Research conduction monitoring

– Manuscript/ implementation (service improvement)

• Knowledge management (KM) for health services research

R2R

Lean-R2R

• Workflow: Lean- Value Stream Mapping
• Complaints & Occurrence Reports 
• Indicators (process, output, outcome)
• Organizational/Departmental goal (s)

Dr. Akarin Nimmannit, Chairman R2R Committee, Siriraj 
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R2R Example

R2R

Lean-R2R

Nuttawut Sermsathanasawadi et al. J Med Assoc Thai 2014; 97 (10): 1084-8

Balloon Assisted Valsalva Maneuver
in the Diagnosis of Saphenofemoral Junction Incompetence



Northern R2R 
Network

Western R2R Network

Northeastern R2R 
Networks

Eastern R2R 
Network

Southern R2R 
Network

National R2R Project
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R2R

R2R Spreading

Dr. Akarin Nimmannit, Chairman R2R Committee, Siriraj 



Other Initiatives



Consultation through Social Media 
(LINE Application)

Problems: Improper treatment or referral of orthopedic patients 
at community hospitals

Objectives: Improve the consultation process and reduce 
unnecessary referral of orthopedic patients

Intervention: 
• Set up LINE Ortho Consult in every province of Health 

Region 7
• Consultation are given by both on-call physicians and 

volunteers in the groups
Results: 

• Average waiting time to get consultation 5.27 min
• 64% of cases can be treated at community hospitals
• 85% of cased consulted are closed injuries of extremities

Dr.Wanjak Pongsamakthai
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Safety Hospital Project (HAI)

HUMAN
RESOURCE

CUSTOMER

ORGANIZATION IC

Medication

ER S

I

M

P

L

E

OR

ICU

RM

ENV

LR

MANAGEMENT Systems Services PSG3 4 4

KM



New Patient Safety Goals 2015

S: Safe Surgery

S 1: Safe Surgical Care

S 1.1: Surgical Safety Check list (WHO)

S 1.2: SSI Prevention (CDC)

S 1.3: Enhanced Recovery After Surgery (Royal College  of 
Surgeons of Thailand)

S 1.4: Venous Thromboembolism Prevention (VTE)

S 2: Safe Anesthesia (Royal College of Anesthesiologist of 
Thailand)

S 3: Safe Operative Theater 
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Comparative Indicator
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Learning Org

High Reliability Org

High Performance Org

Creative 
Workforce

People-
Centered 

Care
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Toolkit 1 People-Centered Care
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I (a Junior Doctor) decided to undertake a ‘shift on 

a trolley’ in order to understand one small aspect 

of how it can be for patients when they are waiting 

on an A+E trolley for a prolonged period of time

Being a Patient



61

“Why do you miss the 

appointment?”

Wolf language of blaming 
& judgmental

Giraffe language of empathy & 
understanding
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What matters you?

“Health is an energy to do all I need.” A life in the university is 
hard to predicted in various activities. What he need in healthcare 
for his Juvenile DM is no surprise, predictable, straight answer & 
advice, easy access (through technology).

Momma Test
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Encourage Patients to Write Their 
Diaries & Get Use of Them

Patient’s Diary
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Humanized Healthcare
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Toolkit 2: Creative Workforce with 
Inspiration, Passion, Vision

& Happiness 
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Put art & creativity in our routine work
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Calm & peaceful mind

New environment

New connection

Meet with unfamiliar people

New perspective

• direct our thoughts to a certain problem

• hold attention on that problem

• appraise the various suggestions thrown up by the subconscious mind

• Association of varied stored of memories & experiences

Imagination Will Take You 
Everywhere
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Toolkit 3: 
Living Organization

Learning Organization
High Reliability Organization 

High Performance Organization
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Basis for a learning person
Observation 
Reflection

Questioning
Discussion
Document

Learning Organization



Review & Redesign

71

1. Potential Change

2. Voice of staff

3. Creative solution
How to prevent it?
How to make it better?
How to detect it earlier?
How to do it earlier?
How to do it more appropriate?



Mindset Mindfulness Culture

Reliability

ฐานคิด ตืน่รู ้ ปฏิบตัโิดยอตัโนมตัิ

Design
Production Product

Procurement

Customer

Database of Failure

ระบบคณุภาพและความปลอดภยั

ผสมผสาน mindset & culture
เข้ากับการพัฒนาระบบงาน

72

High Reliability Organization



การประชุม 14th HA National Forum 12-15 มนีาคม 2556 73

Preoccupy with failure
ทุกครัง้ท่ีจะวางแผนและลงมือท าหตัถการ 

ให้คาดการณ์ถึงปัญหาหรอืความล้มเหลวท่ีจะเกิดขึน้
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Core Values & Concepts

Context 

(Organization Profile)

Performance Excellence
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Daily Huddle, 15 Minutes Every Day
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Possible Action for Change

• Understanding 
• Attitude
• Effort
• Mobilize people
• Data use
• Evaluation
• Refine
• Linkage
• Spreading
• Better performance

Use as self-recommendation or coach by external peer
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High Performance Organization

Cycle of Learning & Improvement

Design

Action

Learning

Improve

Purpose DALI
(PDSA)

Context

Criteria

Core Values

Train Monitor

Evidence-base

Evidence-

base

Continuous Improvement

Creativity & Innovation

Focus on Result

Visionary Leadership

Focus on Result

Agility

Commitment

Teamwork

Ethic
Patient Focus

Learning

Management 

by Fact

Empowerment
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Cycle of Learning & Improvement

Design

Action

Learning

Improve

Purpose DALI
(PDSA)

Context

Criteria

Core Values

Train
Monitor

Trace
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What are our health care “rockets”?
Just as in the space program, we believe it will take a series of 
“rockets” for health care to achieve Escape Velocity. 
• Flipping the balance of power to put people at the center
• Flipping the balance of care from volume to value
• Flipping from deficit-based fixes to asset-based co-production
• Flipping the focus from health care to health
• Flipping from fear of the unknown to joy in work for our health care 

workforce
• High-impact leadership

Institute for Healthcare Improvement
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2016 HA National Forum


