UNA3I3DY Patient Safety Goals luyusiaangduns

svid 5002-1-000-009-12-2560
ITUIUNAUIYAR 2 KUIBAR

JUNSUTD9 18 SUAU 2560

wieian1sAnerdaiiias TunvIReg 17 ounAl 2561

dwiudusznauindnandunssa ¥o- uwana sy ey eiuY 151U

[

unAnga
ot 2549 annduiiannuariusesnanmlsmetuia (wsw) leddvun < dmuneaina
Unanfglunsquadiiag” wie “Patient Safety Goals” Ju tiodnuaulilsmerunasagtmun

{ o o =

Wmneanudasasielunisguagiaenddey wazdanudululd iWeannnusuussesrnuiinnaini

o

91T “Patient Safety Goals” dnilumdeivnlsmeualirunsenin Whssdrnusineides

q

1NANYT LDINNUINTNTUBINUTNSEUU azdinisUSulglinfuusunvedlsameua

“Patient Safety Goals” FadwinsasiiolumsiBeudinelinnauiaainunserin dalugnis
Usuusnanwnisquaduasagnesiaiiias aypainsnianisunmdymivindndudesileds
laglangInan nduns Nlanaieitesiven menuaulRveseuiasiy InnaUsyloviuas

Y oA = Y a o gy ] O = o @& v - o Y 9 %
Hatrasslunafigaiu maiasandddeluusiarass Idnludesiiunnusydnge T Jeaiulyly
Wanathadesiiinannislden weaswanuiularennuvasadevesthelunsidrivusmsguamily

Tsanenuna

IngUIzeeA
1 elidanuianudilanesiu dmaneanudaendelunisguagiie” vise Patient Safety

Goals”

2. wei WmneanudasadelunisquagiUle” vise “Patient Safety Goals” unusuldlusyuuy

MsInnIsAUeleegnalusEansan



uni

an1fususesqanmanIUNETUIE (BIRMsIvILXas.) fnshslunsiannnalnifioduady
nsiRIgUANanIUNgIUIam U lUfuNTUSEIuwAETUTRIRA AR IUNEIUTS AT, ladnydulv
Tsmgunasegimundmneanuvasadslunisguadiiefiddy muuuma Wvuneainy
Usenselunisguadiine w3a “Patient Safety Goals” dsnalilsswenunanszyiin uaziusilu

AuddaTes anuaendelunisguarUieunguy

lunsiuum Patient Safety Goals tiu a@sw.Idenuseiiuainulasnseandiuiunidaieidy
wsesllelunisseuslvmnauinanunseviin didssaunsaluwanieusews ilvgdmneany

Uaendglunsguadiiesiuiu

AYUENARY LAZHIN1YBY Patient Safety Goals

“Patient safety is a serious global public health issue. There is now growing
recognition that patient safety and quality is a critical dimension of universal health

coverage.” (WHO June 2014)
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Safe Surgery

Infection Control

= Medication Safety
Patient Care Process

= Line, Tube, Catheter
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= Emergency Responses

| Parient Safety Goals & Solutions
S: Safe Surgery
S1 SSI Prevention
S2 Safe Anesthesia
S3 Safe Surgical Team
S3.1 | Correct procedure at correct body site (High 55 / WHO PSS#4)
S 3.2 | Surgical Safety Checklist

I: Infection Control (Clean Care is Safer Care)

Il Hand Hygiene / Clean Hand (High 55/ WHO PSS#9)
12 Prevention of Healthcare Associated Infection

121 CAUTI prevention

122 VAP prevention (HA)

123 Central line infection prevention (WHO PSS)

M: Medication & Blood Safety

M1 Safe from ADE

M 1.1 | Control of concentrated electrolyte solutions (WHO PSS#5)
Managimg concentrated mjectable medicines (High 55)

M 1.2 | ITmprove the safety of High-Alert Drug

M2 Safe from medication error
M 2.1 | Look-Alike Sound-Alike medication names (LASA) (WHO PSS#1)
M3 Medication Reconciliation / Assuring medication accuracy at

transition in Care (High 55 / WHO PSS%6)
M4 Blood Safety




P : Patient Care Processes

Pl Patients Identification (WHO PSS#2)

P2 Communication

P2.1 | Effective Communication —SBAR

P22 Communication during patient care handovers (High 5s / WHO PSS#3)
P23 Communicating Critical Test Results (WHO PSS)
P24 | Verbal or Telephone Order / Communication (JC)
P25 Abbreviations, acronyms, symbols, & dose designation
P3 Proper Diagnosis (HA)

P4 Preventing common complications

P 4.1 | Preventing pressure ulcers (WHO PSS)

P42 | Preventing patient falls (WHO PSS)

L : Line, Tube & Catheter
L1 Avoiding catheter and tubing mus-connections (WHO PSS#7)

E: Emergency Response

El Response to the Deteriorating Patient / RRT
E2 Sepsis (HA)
E3 Acute Coronary Svndrome (HA)

E4 Maternal & Neonatal Morbidity (HA)
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#widalu “Patient Safety Goals” #itheadesiuIvTnNFInsInense A “M = Medication

Safety” FUVINUA ¢ WIVDYDYAIL

M1 Safe from ADE

M 11 | Control of concentrated electrolyte solutions (WHO PSS#5)
Managing concentrated injectable medicines (High 5s)

M 1.2 | Improve the safety of High-Alert Drug

M2 Safe from medication error
M 2.1 | Look-Alike Sound-Alike medication names (LASA) (WHO PSS#1)
M3 Medication Reconciliation / Assuring medication accuracy at

transition in Care (High 55 / WHO PSS#6)
M 4 Blood Safety




M 1 : Safe from ADE

M 1.1 : Control of concentrated electrolyte solutions (WHO PSS#5)
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Managing concentrated injectable medicines (High 5s)

Melalasans High 5s A819u89 concentrated injectable medicines laun

1. Potassium chloride solution

2. Potassium phosphate solution

3. Hypertonic saline (>0.9% sodium chloride solution)

4. Magnesium sulfate solution (<= 50%)

5. Sodium heparin > 1,000 units/ml

6. Concentrated morphine 3o opiates 3u7 7ldilow3ex intravenous, spinal way
epidural infusions.
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M 1.2 : Improve the safety of High-Alert Drug
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- HUUINNIYTIN (rescue protocols)

n1susuusunaaulaaadelunsly Anticoagulants

ALL ANTICOAGULANTS
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- 491 anticoagulation flow sheet wagAdalden iveinnugUisanlsmeutaluis
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- 3nldl anticoagulation clinic Tu setting vasgU3glunazgUlguen
HEPARIN

- 14 weight-based heparin protocol afinlisluliAu 1-2 protocols
- Towuunesunsasloniuna st (preprinted order forms) #seLWINIATEILGEN

(ordering protocols)

- adeenusidladiuuamensuiusune heparin lifiansanaseunguiansld
thrombolytics and Glig/llla inhibitors $ae d51aanusiuleitlifinisly heparin nelu
6-12 Flaarounsendsnisli Low molecular weight heparin (LMWH)

- Tdanundunnasgiuly OR, ER wag ICU
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monitor 7i1aufies 1A INR 11 plot ieufuawneIuy run chart wie control chart
Toteudungiiaonusedunnuannsalunisiuy welitaedla38nsiuen ns
Annunansldonfonuies suazemnsfiasuaniies
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n1s5USuUsenan1uUaannelun1sty Narcotics

Javhuuama (protocol) Aidhusnmsgrudmiunislveudvan
T¥18nsiimnranlunsinmunadnafesan narcotic waz opiate

FoliIuamna (protocol) M5l naloxone wagansiugmssannsalvigtaglel Taglsl
Foasemdaunme

U3nw pain specialist (@199zduneuia wduns wwng Aldsunisiineusy) duwng
doualiideangluFenismurueinistin
T¥3Emssyiuomstinuazanuinaildldeliunniy
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- 91 independent double-check @ 43U Patient-Controlled Analgesia (PCA) n5l¥Ag1

WAUIANAINIGIR NS sedation $9%3 epidural/ intrathecal pain management
n13U5uUsaanuUasanalun1sly Insulin

- AmuAlAL independent double-check 81 auMYY pump setting 35n151%e1 wag
sszyigaeAeutaziinslsf IV insulin

- Tddannsugaen insulin (infusion order) Aiftasilfasmin

- weneniiterewendelaensileuaain 1A wazsTEEYN

- ImnseRasazaeieluuNunINdYNIIY waeyinlil IV-infusion insulin fi11M3g1UAY
LTULAE

- waulviEtheuivnsen insulin Faemuetaunsavinla

- Uszaunanfiermsiunandlit insulin

- gndnn1sld sliding insulin dosage scale wadniinsldfed Tiinduunsgrulaenisld
1IN (protocol) uazmdsiifailisrmih vie ynddslnsneuiiomes

- 14f diabetic management flow chart

- adwemudulaiinsfienumanisldsresnamnzanlaemsassinaludendeds
rapid testing Vo

- fledsld insulin Wszyriessdsianasguiidmualidmiumsnsanageums

el UAnTs Larnmsinauranaaiiniigae

n1suFulsaivendulaandielunsly Sedatives

_ udrseauazddld oral moderate sedation AiRAMALS IR BILNAREIVINTAL

~ Savdndsifuiliaramindmunsds narcotic way sedative

- aﬂmmamaﬂﬂﬂulﬁﬂnﬂ’iwmﬁ%ﬂ chloral hydrate @ %3U pre-operative sedation lu
JEULNOU TN LASWAINIARANIT

- finesilegunsaitieTinfivnzanivenguesiitan uazansud Tuynmsaudisinsli

¢ sedative wazIENINNIYIERN15TUelAsy sedation
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- Tduuamsnsusuanrunesnludfdmsu benzodiazepines, sedatives uag
hypnotics a1 lungandwming

- Famugtieiiegeinisuansvesnisnaniselannnszsiu 02 saturation wie CO2 law
1% pulse oximeter wag capnographer

- ysanmsienansmslienfudeyadyanadnvesiithoiionsinaeunliimananss

AMNsadazUaanule

M 2 : Safe from medication error

M 2.1 : Look-Alike Sound-Alike medication names (LASA) (WHO PSS#1)

WHO Collaborating Centre for Patient Safety Solutions Igdnviuumades Look-Alike

Sound-Alike Medication Names (LASA) Ju fitliavdfgyail
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1. afuenudulandnsfumsazdanisanadsafgiveniveiowesndny (LASA) Tugan

1ng

)

)

U Teriewendny (LASA) Al lulsmerunaduusedmnd

thuwmnan1eeadn (clinical protocol) deluiluufia

- aensldmdinisinvdenauagfdinisinvnsnsdng

- duerwdifufiazdessuaainesnssiinge Tmnedsiivuen wazsudneudiarlsen
Tnglinsdlatunisansinn Adafu viedildinnzasdug

WiuauIndunazdeansiaasutmungvesnisidenluadslden waznsiaaaunis

Fhadelsendutlaaduiuithmuneviseveustlunisideneunaslrendnasanils

- ssunsveandiyuasven1sAtumddlduuazaainet lngliseadylivuialvgininte
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q) lwmedia Wy fFvusSedfiunndng Weanauduaudesunislddestuuaain naos uay
fuifiu miheereuiomes wiestiee1nluR war Medication Administration Record
(MAR)

2) dmhnagnditeligtisuazdguatidiuilunisananudeslag
- Dieyaiifumednuaisnusunithusdpuaieatudeustlunisléen foadyuasie

A5A WAT19LABNDNAAATULS
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- mnnagndiiteteiinefifilymiesaon nw uaziihefifitedidnluaiifeiu

NIQUAFUA N
- Tadwnsnumusiuiiodieduiudeusd sudnuaifimaniweseniideliuigiae
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%) afuanuiilahnszuiunisiamaientuelunnduneuldsunsuioalaeddanaudii
Wl gaNKkaEilAN3ANEINSA
2. daliinslrienufifeafuafideromesndiglundngnsnsinu msugudme wagnnsing
soiilesvasfiUsznouindn
3. afuauihilahlunisindenlnd fnsfinsanFesteresesadisuaznisnaaouiudld uay
e iififenisidmiaiuevariifeiiunndlulsvmesingg
0. advayumstuiiaruaenfevesitielumadidesuasnsrineniitenomesndeeen lay
nstldusinvesraznssnsgauay fimunnasgulasivinnlusefund uagseduanna
5. swilefussdnsseninssemeuasfndneiievndsiolUdlUufoa
- demnadlumsisdosiduana
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- dprhunsgIuUNsenA1veeToen (WY sustained release medication)
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M 3 : Medication Reconciliation/ Assuring medication accuracy at transition Care (High 5s/

WHO PSS#6)

WHO Collaborating Centre for Patient Safety Solutions l#dnviuwanisdes Assuring

[y

Medication Accuracy at Transition in Care Ju Hiillond uiymﬁ

1. a¥nszuuiduninsgiulunissivs wazduiinteyaineriugngUlsusazsefddldey
' o Yo vag v | A o A Y a o Yy
wazdweulnydsenmsiiuditlvinisguanusely Welinswdewgaliuinis (Mssuliveu
lsang1ua Msghe/deio MITme MSERANIUATIIN OPD) YadafAIssIuTI
Usenaumie
a a A PN N aa Y] PN & o v &
- 81 3du 2msesy e1msfionalidunsiseniuen auulng Aunndduasgtedoles
- e avud B wavanlasuenasianving asavdeun1sasuenU s uiun
wnneas @nduldlen
- waansuevesthe dlululdlinsvaeudeyasgielasuiitududliuinisugy

a A o

QUATBLOATVNIYNYU
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2. fulsvieuasisufuanivualusewaluil
o P @ P o = 2 v vy )
- wanstndsenseniilulagiuvesiiislusumiiuiveuiasiladn (au Tuy

= v 1%

seilougUae) ewnmddasldunaganunsaldaula
- Tda@snensengthelasuninulugeddalevsdienivewmsialsa Hewmnidu 3e
desul i dughelu

v A

- Wisulgud@sienisevesgUleiuefunmdds (reconciliation) Wiegindinisaziae
nsdegn vseanulilaenndessenienvestheiuanienendiin AnuAanafouly
a [ aa A o 14 ! 1Y)
e wazleniaindunsisen nelusseznaiinmuald Wu anelu 24 $3lu9
wiannfuliveulsimeuia vieduniludmiveniianudesas leniainaiy
waneluLAeNNEiNa UL kag/v3e Lanaylienaswioly)
- nszuiumsUSulpednanenmselliedmasldenlnl iveasvieusgUiemaslasy

Ve e ngUieihananiiu
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#algdnsiald
- MTUBUMNEUNUMLAE AN URAse Ul UTURB A8 medication reconciliation

TungnfinuaudRmungay Meldusunvesnnusuinseuiniy Feenaaglauny

a ¢ aa a

TusnsUsund wnnd weuia Lnduns LazAatieudue

) Y

- nsihdsleyaifgitoiarveA1Uinynndunslutunaus19veINTEUIUNTg

reconciliation

'
a wva a

3. dmsHneusIBUURNeiu medication reconciliation 1ussalundngnsnisiineg n1s

Uguiling uagnisanyideliieaassenauivnamn

nsUfuRnuuuImetiediu Aen1sufiRunsgrulsmeiuiasazuinisguanaduRiunsziiesinass

v

Fwaudhasu 60 U meuit Il #ade 6.2 mslden de n (5) “Tnszvaunslunsseydadseniseigiae
195y egregnapisiug wagldUisenmsilumsiiengnasungUislunngavesnisliusnig &
nsiSeuigudn@nensenigiieiaddivmdummdnnasaiedinigiull drevesihe waz/vie

INUY”
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-l EXAMPLE OF )

Assuring Medication Accuracy at Transitions in Care
. Orlentation, Education, Assign
Policy Advles, Drug Information Form responsibility
- r =~ Dose
Provider M d[_]urtr_antL_st :Eﬁeﬂf"w
o |c10n ! = Timing of last dose
Place the form
In a highly visible location In the chart
Compare the list with the new orders to Identify .
omissions, duplications, dosing errors, or potential Initial orders
Interactions within specified time frames: * K
= within 24 hours of admission
~ shorter time frames for high-risk drugs, :
paotentially serlous dosage varlances * Regont.:lle .New o
Reconcile any discrepancles Medications revised orders
Patient Transitions in setting, serv#e. level of care, or provider.
e Communicate list to the next provider and to the patient.
Repeat Process

k This example is not necessarlly appropriate for all health-care seftings. J

luduvea M 4 : Blood Safety Wuuseiiuieniu nmsusnislaie dsazldlaifesdasiuionn

Waunsiaense ekdlanandaluunanud

waglud 2560 m9 @sw. 1AL “Patient Safety Goals” WAaghuInvee “SIMPLE” 1MUNIU
Welvinseumau wagviusipan1un1sallugatagiuunngstiy (muukunInauans) ludiuseasdenves

wiagdatiu v1e asu. ssusemadeanslinlsmetutansvluadusiely
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Thailand Patient Safety Goals

Safe Surgery
S1: Safe Surgery and Invasive

Infection Control

Hand Hygiene :I1
Prevention of Healthcare :12
Associated Infection

Procedure
S2: Safe Anesthesia
S3: Safe Operating Theater

Medication &

Prevention m'spc&yg W Blood Safety
P [ ) M1: Safe from Adverse

Patient Care Precess
Patients Identification :P1

Communication :P2
Reduction of Diagnostic Errors :P3
Prevention of Common Complications :P4
Pain Management :PS

Refer and Transfer Safety :P6

Emergency Response

mnmwmg
mawﬂmﬂ
ER Safety £4

Drug Events (ADE)
M2: Safe from Medication Error
M3: Medication Reconciliation
M4: Rational Drug Use (RDU)
MS: Blood Transfusion Safety
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