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Body of evidence shows that

healthcare is dangerous

Incidence if AE in developing countries double to that of developed

Areas of risk:

» Health care associated infection (HCALI)

* Medication Errors: wrong drug, wrong dose/wrong concentration,
wrong route of administration; wrong time; wrong patient

» | Unsafe Surgery: wrong patient, wrong site, wrong organ, wrong
procedure, anesthesia complications, SSI

» | Clinical Handovers: Communication when patient is handled
between units/healthcare team/ facilities/ community

* |njection Safety

» Misdiagnosis, unsafe blood practices, patient falls, catheter and

tubing misconnections, unsafe use of concentrated electrolytes..
7




Facts on patient safety

Delivery of safe surgery requires a teamwork
approach

An estimated 234 million surgical operations are
performed globally every year. Surgical care Is
associated with a considerable risk of complications.
Surgical care errors contribute to a significant
burden of disease despite the fact that 50% of
complications associated with surgical care are
avoidable.
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OR Hazards

m Hazards present in the OR may include:
Blood/body fluid exposures from sharps
Exposure to released particulates
Exposures to waste anesthetic gases
Possible exposures to chemical cleaning agents
Slips/trips/tall hazards
Exposures to lasers
Hitting heads on OR lights
Electrical shock hazards
Fires

N



Operating Room Errors:

x Wrong patient x Operating room fires  x Injury to the
x Wrong operation surgical team

x Wrong site or side members

x Unexpected intra- L
operative death x Patient injury due to

x Intra-operative positioning or burns

complications A
P x Medication errors

x Retained foreign S
bodies x Transfusion mishaps

x Mishandling of
surgical specimens
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TAX Addressing Global Patient Safety Challenge

SERVICE DELIVERY
& SAFETY

Covers a topic that addresses a major and WORLD ALLIANCE

I PATIEWT SAFETY

significant risk to patients receiving health care

and which is relevant to every country

1st Challenge - Clean Care is Safer Care,
addressed hand hygiene as a means to

prevent the spread of HAI

2nd Challenge - Safe Surgery Saves Lives,
focused on improving safety of surgical care
- prevent errors, avoid injury and save lives

N World Health

Organization
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Box 2: Five facts about surgical safety

1. Complications after inpatient operations occur in up to 25% of patients.

2. The reported crude mortality rate after major surgery is 0.5-5%.

3. In industrialized countries nearly half of all adverse events in hospitalized
patients are related to surgical care.

4. At least half of the cases in which surgery led to harm are considered to be
preventable.

G yyions et 5. Known principles of surgical safety are inconsistently applied even in the most

ha #0rgapization

sophisticated settings.

Box 3: System-wide approach to improved surgical safety

There is no single remedy that will improve surgical safety. It requires reliable
completion of a sequence of necessary steps in care, not just by the surgeon, but
by a team of health-care professionals working together within a supportive health

system for the benefit of the patient.



High reliability health care: Synergy between
patient safety and worker health and safety

* Recent initiative to identify
innovative practices that
improve safety for both
patients and workers

* NIOSH supported

Roundtable discussion
summer 2011

* Educational Monograph

' The Joint Commission



Health care is a complex system
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Survey AEs in 2006
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In Thailand the Deputy Minister of Public
Health issued a statement in 2007 pledging
support to address HAI and drug safety for
the attainment of patient safety. A regional
workshop on 'Clean Care is Safer Care' was
held in Bangkok.. Thailand, from 20 to 22
June 2007
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581 Prevention

Safe Anesthesia
SafeSurgery ———————— comrect Procedure st Correct site
Surgical Ssfety Checklist

Hand Hygiene
Prevention

Infection Contral ~ —| of CAUTI, VA, Centralline infection

Medication & Blood Safety

Patient Identification

. Communicaton S8AR,handovers, criicaltest
LGS (ST S * " results, verbal order, abbreviation)

Proper Disgnosis
Line, Tubing, Cathether  Preventingeommon complcatons fressure

Ulcers, Falls}

Emergency Response Miternal & Neanatal Marbidity
Response tothe Deteriorating Patient/ RRT

U-ien( Safety Program

Kngwledge

Knowledge » Patient Safety Education
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2P Safety: Safety to All, Happy for All

National2P SafetyGoals
Risk Management System

Country Self Assessmdot Strategic Planning
Patient Safety Education, Patients for Patient Safe

National Incidents Reporting & Learning System
2P Safety Fast Tract (Rapid Response Team)
2P Safety Awarenes2K Early Warning Sign)

Early
Detection

Meaical Meaiator
A Fund, Legal, Professional Support System

Hospital for Patient and Personnel Safety

Engagement for Patient and Personnel Safety
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Patient Safety Goals / Guides : SIMPLE

Safe Surgery

Infection Control ——

Medication & Blood Safety

Patient Care Process N

Line, Tubing, Cathether

Emergency Response
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Patient Safety Goals PersonnelSafety Goals

Safe Surgery and Invasive
Procedures

Security and privacyof information and
Social Media (communication)

Infection Prevention and Contrg Infection and Exposure

Medication & Blood Safety Mental Healthand Mediation

Patient Care Processes Process of work

Line, Tube & Catheter, Device a
Laboratory

Lane (ambulance)l.egal Issues
regulation (medical legal)

Emergency Response Environment & Workingconditions




| THAI PATIENT SAFETY GOALs:
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‘Safe Surgery and Invasive Procedure ‘

Sl safe Surgery and kivasive Procedise [Sangical, Safuly Check 162, S5
Prehr v

vr 82 Safe weve

Infection and Prevention
Control

Preverfion Enharced Becoveey Aller Samery, VT Frew
Areesihesin §3; Safe Operating Room Sale Davonmnend, Sak
ek b I 3\ {\_‘,' . _..".n _ Fayriddl 'AI (W ! N

11: Hard Hygiene |2 Prevention of Healthcare Associated Infection
(CAUTI prevention, VAP prevention, Central line infection
prevention) 13: Isclation precaution M: Controd of MDRD

M1; Sofe from ADE (Sale froen High Meel Drug. Sofe from Prevenlable Adverse Drog Beactiors

Safe from Fata, Ong bheraction) M2 Safe fromn Medication Erroe: LASA & Madication

Medication & Blood
Safety

Patient Care Process

Line, Tubing & Catheter and
Laboratory

Emergency Response
D ——

P1; Patients Mentification PZ Communkation (Ffec

Mo, Sale from Usirg Medicalion M3: Medication Recondliation M4: Raticnal Drug
Use MS; Blood Trarsfusion Safety

Ive Commmunications Comennmicalion
during Patierd Core Hardowrs, Communicatiog Critical Tast Results, Verby, of Talephood

Droker, Abbeevations, ACronmyns, ymbos & Dot "&".s:' wtion! PX Reduction of

Disgrostic errors AL Preventing Common Complication (Pressre Sore, Fall) &7 Paln
Maragement (Pan Maagemen! - Y Ande S Safe Preerntyw
; Nor=Cancee Pallents Maraeermen! (o nred Pallative

Care) Po: Reder and transfer safaty
LY Cathater and Tubing Connection, and Infusion Pump

L2 Fight and Acourate Laboratory Results

El: Response 10 the Deteriorating Patient /RRT E2: Medical Emwergency (Sepdls, Stroke, Acute
Coronory Syndrome, Safely CPI) B3 Matemal & Neonatal Morbicity and Mortality (90 Ll

! ' ) 3 MtTh o anrdn
' e W

1y E0: ER Safety (Efective Trioge, Effective Teamwork
and Comemunication, Effective Dlagncds and Treatment in Mgh-Risk Presentation, Effective

Patient Flow Effoctive Hokltal Freparedness for Emerguoches



S 3.2
S 3.3

Patient Safety Goals & Solutions

S: Safe Surgemnd Invasive Procedures

Safe Surgery and Invasive Procedure
Surgical Safety Check list

Surgical Site Infection Prevention
Enhanced Recovery After Surgery
Venous Thromboembolism Prophylaxis
Safe Anesthesia

Safe OperatinfRoom

Safe Environment

Safe Surgical Instrument

Safe Surgical Care Process
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S 1.2: Surgical Site Infection (SSI) Prevention
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Reference

1. Centers for Disease Control and Prevention. Guideline for
Prevention of Surgical Site Infection, 2017.

2. The Joint Commission. The Joint Commission's Implementation
Guide for NPSG.07.05.01 on Surgical Site Infections: The SSI
Change Project. 2013

3. World Health Organization. Global Guidelines for the Prevention of

Surgical Site Infection, 2016.
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Gap Analysis : SIMP
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SURGICAL SITE INFECTIONS
GAP ANALYSIS
= Does not include all recommendations — refer to SSI1 Guideli nkings — see page 3

Recommendation

Current/Actual
Practice

=l

'E

Desired Practice Action Plan

Preoperative Hair Removal:

Do not remove hair unless necessary to facilitate
sUrgery (14

If hair removed, do immediately befare surgery,
preferably with electric clippers (14)

Preoperative shower or hath:

befare surgery (18]

Patient Preoperative SKin Preparation:

Use appropriate antizeptic for patient skin prep
{18} {alcahol, iodineliodaphors gZHG, triclozan)

Preoperative hand

FPerfarm sungical scrhb fo
with appropriate {187

Shower or bathe with antiseptic at least night
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Patient Safety Goals v Safe surgery incidents

§3: Safe Operating Theater
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I nvaS |Ve P rO Ce d u reS CPS101  Wrong site, wrang person S1.1
(PS102  Foreign body S1.1
(PS103  Internal organ injury or Accidental puncture or laceration* S1.1
CPS104  Perioperative hemorrhage or hematoma* S11
1 1 CPS105 fm:me%auﬁmaijﬂqaim‘mnwmﬁmmﬁﬁﬂmﬁ'ﬂlé S11
I n fe Ctl 0 n P reve n tl O n CPS106 inirlachilimus, S11
d C | CPS107  memaniesmamsssuseiensiudiel dwmeitabinsmmengs S11
an O ntro “ CPS108 Sl Surgical Site Infection 5§12
. . “ (PS109  Postaperative Acute Kidney Injury Requiring Dialysis* 513
M e d I Catl 0 n & B I O O d “ (PS110  Postoperative Hip Facture* 513
“ CPS111  Postoperative Respiratory failure* 513
S afe ty “ (PS112  Postoperative Sepsis* 5§13
“ (PS113  Postoperative Wound dehiscence* 513
. “ CPS114 nw:uwn-”nauﬁuwméﬁw&nwdwﬁmdwﬁmﬁﬂmﬁﬂﬁ §1.3
Patl ent C are P FOCESSC|mam crsiss v Venous Thromboembalism (VTE) v $1.4
“ CPS201  Feemummimnifbastumz aaifin 82
. “ CPS202  mozirlswmiusswhasingatuides ASA PSI, I 82
IJ n e , Tu b e & C at h ete r, “ CPS203  ewnelaiamel 2 iluordimmensisnels re-intubation within 2 hrs. after ex-tubation) 2
. “ CPS204  wlimimeszumnnintoetilimn s2
D eVI C e an d_ab O rato ry “ CPS301  inemnuinnnmeshuandenluiinvininisssemlsapiadihuiiihe $3.1
- Emergency ResponsefilloREE o RV 11 a RS [T ER(R{O7-Y)
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a “ CPS306  mudeumainianbisissmmnammanuliesnieanziulian fouteda $33

‘ .
(PS307  mudewmpomiumesiplon witenssioauladulon ol edednartanuhunpdinciviian B3

*éngean AHRQ, Patient Safety indicators
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. Safe Anesthesia
. Safe Operating Room

BRBR

ai oé
foU00OB6A040"
CPS101 Y -6 O 0 OY (BOgey orsdthedinvasivey gioCeBuredperformed on the wro  S1.1
body part)*
CPS102 Y - 6 (sufgendoOadther invasive procedure performed on the wrong patie  S1.1

EgciTuoU006A64a0° Ae 6ay éstMPlE

8
)¢

CPS103 Y - 6 O@Véoivgtsdichl or ©ther invasive procedure performed on a patient)’S1.1

CPS104 A6aaotT uUAaO° 1 aurinteriedEe@atidn obfdicign dojdchid A  S1.1
patient after surgery or other procedure)***

CPS105 Wrong implant/prosthetic*** S1.1

CPS106 U6 Oy ECUT & 0 Hmteinal-orgal injdry il Acéidentad purictir¥er 6 O S1.1
laceration)**

CPS107 Perioperative hemorrhage or hematoma** S1.1
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CPS109 Y- 60001l CC6adbaaa-adb- e6EAYU S1.1
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CPS111 Intraoperative or immediately postoperative/post procedure death inan AS S1.1
| patient*
CPS112 SSiI: Surgical Site Infection S1.2
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Why this checklist in the
operating room?

In order for a surgical
procedure to be completed
successfully a team must
work together to ensure
that all of the required
components are accounted
for and working.




AThe WHO Surgical Safety Checklis
after extensive consuitatgrio decre
errors and adverse, ar@htgease
teamwork and communication inls
19r ckOafcaijgaqgr (
reduction in both morbidity and mc
now used by a majority of surgic:
around the world.




= = =
ISQua ISQua [SQua
anUuSUSDVAUNIWENIUWEIUIA (D0ANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)
S 1: Safe Surgery and Invasive Procedure
S 1.1: Surgical Safety Checklist
Definition LRSS 293 RS UT 10959 FaULaz92 1 uwn 1 UnSTau leaan1sHass baLtne

ﬂQﬁmumulmiuﬂaﬂaJﬂJﬂa@ﬁ’mm:ﬂ’ﬂ*nﬂﬁ"lﬁ%’uﬂﬂﬁﬂﬁﬁ’ﬂ LNORATDaHANAIALES

= [ " o ‘:.l L% Qs -:l: F= =
mﬂﬂ’ﬁmﬂa_lwﬂﬂﬁ:ﬁﬂﬂﬂ’lﬂﬂﬁﬁr—q’m@wﬂmﬂuvlﬂ LRzLANUSs BNTATWLAS
Fas1s nsyauwiiuny laminranaanaz3sn1sunann Surgical Safety
Checklist 2ann WHO

Goal o ﬂ@‘l“ﬁﬂﬁ@lwﬁ’lﬂLLE~'|ZL.‘Iﬁ@"Iqﬂ’]ﬁms‘lijﬁﬂ‘]J"izﬁﬂﬁﬁﬂaﬂﬁﬁiﬁﬂﬂﬂﬂﬁZUQ%ﬂﬁi

ARTETe)

® FHaRSUAISHaFITAISHIaTULIIuANNG 1909 critical safety steps

TN

Why asanIsauelan (WHO) dsznne The Second Global Patient Safety
Challenge: Safe Surgery Saves Lives IﬂﬂaaiﬂLﬁ?‘%ﬁﬂﬂﬁﬂﬁ":mL%ﬂl,ﬁaﬂ’:rm

Uanaansolunseieae (Safe Surgery Checklist) awWi13n SIS ONaNISaI
astIvthauazaasinsanannsEIae wazilavin WnFansawUSAS
qﬁmﬁwﬁhulﬁrgﬁqtmﬂﬁmﬁaﬂﬁﬁﬁ Vit legiasends wudn vialanazinis
tineiailaz 234,000,000 S§11a53 %ﬂﬂﬂﬂ"l‘ilﬁ’]ﬁﬂﬂﬂﬂ’]ﬁLﬁ@lﬂﬂ?:LLﬂ‘iﬂﬁﬂ%

Tasnrzunsndanitidwouwasiasasas 50 A1z LnsATana T NAITHIG6

NnwuanLasawaz1Tasn le




Surgical Safety Checklist

Before induction of anaesthesia

{with at least nurse and anaesthetist)

Before skin incision

{with nurse, anaesthetist and surgean)

) Confirm all team members have
-Irndmlltlmlnlhrl-nl-lmln.

i i World Health | Patient Safety

e Werld A innce Ter duader Haa s Sum

Before patient leaves operating room

{with nurse, anaesthetist and surgeon)

Nurse Verbally Confirms:
The name of the procedura

Complation of instrumant, sponge and neadla
Counts

Specimen labelling (read specimen labels aloud,
including patiant name)

Whether there are any equipment problams to be
addressad

O O oo

] Confirm the s name, procedura,
and whera -unnlﬂh-nlh.

ntibiotic prophylaxis been given within

tblhllil—lmi'

O Yes

] Not applicable

Anticipated Critical Events

T Surgeon:

(] What are the critical or non-routine steps?
(0 How long will the case take?
[ What is the anticipated blood loss?

To Anassthetist:
] Are there any patient-specific concerns?

To Nursing Team:
(] Has sterility (including indicator results)
been confirmed?

(] Are there equipment issues or any concerms?

Is essential imaging displayed?
O Yes
[0 Mot applicabla

This checklist & not intended to be comprehensive. Additions and modifications to fit local practice are encouraged.

To Surgeon, Anaesthetist and Nurse:

Revised 172009 & WHO, 2009



3.2 Surgical Site Infection P
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The Healthcare Accreditation Institute (Public Organization)

S 1.2: Surgical Site Infection (SSI) Prevention

Definition ﬁﬂ’lﬂ\lﬂﬁ‘ia@ll,%aﬁﬁ’lLLT’-ﬂ\‘]ﬁ’l@T@I@BﬂuﬁﬂQDQNLLﬂzﬁadﬁ’iﬂ‘iﬂ (Center for
Disease Control and Prevention; CDC) ﬁaﬂﬁﬁﬁﬂtéfaﬁlﬁ@ﬁﬁdﬂ’ﬁﬁ’l@”@
Tasuiisriavasnmsaatsaliu (1) Superficial incisional lunsiifaatse
yasfitnaztitaldaldfiiniisvasunariiganalu 30 Tunainidaa, (2)
Deep incisions! NMIAALTTUNANAIWNTINING (Fascia) naruLite
(Muscle) n1glu 30 B5a 90 T UANTHANITHIGR Laz (3) Organ/Space
nsdasaluasuiznsaga 96 9UIININM LB lauuanfnvizalAinag
manipulated szU9196168m A8l 30 WD 90 FURNNTLANTHIFR LWRZALIDRDANY

LN (Criteria)8n9893110 CDC

Goal TaInun1Idalranadlnitiniae
Why ms@amandiunisnigatdunisGaralulsswsnunandan falidifia

NaNITNUTULIIdaN1Ne ﬁﬁlﬁ’pﬁ’ﬂ'sﬂﬁaaagjhawaﬂuﬁau’m LRaal53e
a — — — — P o - P s
Tun1ssnELNUaW winmsdaidatinanidafosniatandausus

21N AR edaIgiEsadpr: 1RaaNuRnTIBE19aIT IUTITY

LRUTIAR L6

- —M__;-



Process AINITNALSINEILNRATELAUM TN T aInUNITAAL T o N ELALIH 66
sznauaag

Qs

o mymruaulouislunisilasntiaznisaaauLRyIdanIIAaLTaN
AR UINING

o miysarhuwlftalunistesiumsdagenidurtisridaaa
wanguwgelszing uazinsunwsliyaansimigdaslfiduwuinslu
MUHURINY

O mﬁw“'@um‘ﬁzuf|_|Lﬂﬂﬁzi’dmﬁﬁmﬂﬁaﬁﬁ%mmNﬂ@”@ﬂ%mmxgﬂ"ﬂwagj
IsawenuanazrnENszIInadinunglkiUsz@nsaaw vhseians
Wamsaaimanainiisuasiitaifiatsuaunasdnaen 'ldldasoziiiow
(Junan 30 34 ns@alsaantstwiitalfiawsiianianaulila ax

Aa®13 30 %38 90 YU uALFTHaVaINSHIaa (871989 CDC) lunsal

Algaizfsudaamuuin 90 4" Lz ﬂmmﬁ’a;&aqﬂ‘ﬁmﬁfﬁmﬁﬁ@
L%ﬂﬁﬁﬂtLﬂﬂdﬂﬂﬁ@LLﬁﬁﬁLﬁlmfﬁ"aa

O m‘ﬁmﬂumLuQﬂwm‘ﬂﬂmﬂgmuwmaﬂaaﬂum‘i@lm%aﬁ' AL
HNGAANRANIIWLBILU SzaN

o mytuwnauwdfialunsrinliiasesdiarndalsiaanide Yseiin

s« ANTAIWNT=UIBNIIH LAY aanniEa

R —




MIMARALWILGUANIYINANUEY anauaznImegalu
Faadey Nunivsdiussuumslnaisuaimaluiassnda
madszilumsd fuavasyasnsmunuiduaaunang i
Uszany Lmﬂﬁ”ﬁ’agmﬁimﬁ’uwaﬂﬁﬂ ﬁﬂ'ﬁl,l,ﬁqﬂmmﬁtﬁ:mﬁ’m
mstssududssansmwmsdfiveudasiunsdaiaidiunis
{aalap ]y aaq\llmnﬂmmﬁ'ﬁﬁaﬂ'ﬁﬁm%a muTmnsaaNaLEL
P8IMIANL Tl FINELNG

msliamasurua ansisanumsdaidaridunisrindauss
anuddnlumtesiumsiaite dudusnsy L?T'lﬂﬁﬁﬁmul,l,aﬁmﬂ
anwzNNi

msliamaii giiez | dsumsidauazan GneatumTasiums

AALTNGA LR UINIG A NA NN T

Training

lﬁ’ﬂaﬂum‘%’LLﬁqﬂaﬁﬂiﬁLﬁ 209N LINUNSYaINUNIAALT NA LA

NG ﬂ‘ﬁﬂfl.lﬂ@ill@]ﬂﬂ@ﬂ‘ﬁll UM TVBINTHINA




Monitoring

msd Judenuuuwl friGarunang i dslseanslunisifasnuniséia
LBaNALIA IR BILARINIARDANITUIUNIIY AINITHIG

2l anNITNTA LA NG UIHAG®

k|

Pitfall

Reference

Tsanenunagslifuuid fualunmsdesiunsdataiduniisda
MNARNIWLBIUTzINE

n3asdarrdailaisane vinlddaasssulunishldiadasdacinda
Uneaaniga wialaivhenuan AU

296 L ldunasgw Latdu Positive pressure Iiannudu Jiras
Laifinnsudszifiuszuunisanatnannd (Air change per hour) Lag

€

W wudgaiwnsti lsauasuuadluiodrndae snwniu

=

]
=

laSasiialsaannira lutnuns g

- =
Scan WaLtnnaLan®s Reference




S.3Enhanced Recovery Afte

< < <
[SQua ISQua [SQua

& V@S|
The Healthcare Accreditation Institute (Public Organgati

S 1.3: Enhanced Recovery after Surgery (ERAS)

ANSAILFEINNTITAN A IR AINIO A

Definition

MTEILRSUNITAUAINAINIGE MUNBTI NISATUINBEREIDA (Multi-
disciplinary team) ﬁﬁmﬁu@lauﬂ’ﬁﬂﬁﬁ‘ﬁﬁw qﬁﬁﬁﬁ’ﬂg’mlﬁaﬂﬁxﬁ’ﬂﬁ
(Evidence-based) uﬁﬁﬁlﬁ”pj’ﬂaﬂﬁ&l'\%’uﬂ’ﬁﬁ’m‘”@aEilua'ﬂ’r:nzﬁ'w%’au
(Optimal condition) Lﬁalﬁ‘lﬁ”‘%’uﬂ’l'ﬁ‘g}LLaﬁLﬂu’lxauﬁq@ (The most
appropriate care) @MUANLUATNLLAZNIN ﬂﬂﬂ‘iﬁﬁagj LSUGILLAT OUHNGE
ITNIWHNGA uaznaddiaa laslienuddmaasnisiisdiusivvasgieg
LR TYI&

Goal 1) aANNLUNINTDURAINIGA; 2) a@‘izﬂqua’laQT‘iawal’lu’la (Hospital
stay); 3) LWNAMLNIWTIA (Quality of life) VaINTIURAINIAN; 4) §F19INTT
Jarudvvaniuglinissnen gdilas uszané@

Why DI NANIZUNINTaURRL DENIRINUITALBINU LS NNTLASaUNITHIGa NG

FUITNAATTEZNTAHLTINSIUNR lagliaanauamunInnIsIneE N13QUa
dihardidaiduanusinianiuszniedlidnisinen dilhasuazwnd@ vinlimn

dheatfieanuaszninisnsUfidina liiAiauaawsna '




Process MIFILRSUNTAUGIRAINGA LNa lWAaNasUNG a751)

1. S2UNOUNING

aaga LUl
- S2UZIANNTRABLITINENLNA

ANNLdasglagish
- AAMISEdULhaRAINaG

909

L% Nutrition triage %38 Nutrition alert form?

11. mﬂﬁ’m’lMj’l,l,a:ﬁ’muxﬁﬂﬁaumﬁﬂ m‘m‘saﬂmqmﬁaa

- ATNTHIGA NANTEND LASANULREINEND LS UINNMTHIG A
- T LA al’n'zﬁ'um’mj’ﬁﬂ LACHNANTENUNAANNNNT AN
- mylfiadmasinga ldiun mamiala msle uazmaan

1.2 ﬂ‘mﬁuu,azl,m“’lmmaznwiﬂﬂﬁmmﬁﬁauméi’@ laalsiasasiia

@ [SQua [ ISQua £ ISQua

an0USUSaVAUNIWANTUWEIUNA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Audasea Ui

o

ARAUNNEY uislszinalng®

o~

1.3 3BT NUUIUAUR (Guidelines) VBINFINLIRE




2. JERINNNITHING
2.1 Tz fErusiietfasiunisdorto 1aiitotiad
2.2 TRentlastunizaduldanisundanida anuuul §iis
(Guidelines) vaJalusn1*
2.3 lalaviaszvnanSaraaiulag laidndn
2.4 TRz T uazInFausLvinAs L n LﬁﬂlﬁLﬁ@ﬂ’)’lﬁJﬁﬂJ@lﬂﬁ
2.5 ﬂaaﬂ”u‘lsilﬁ”tﬁ@ﬂﬁaxqmﬁ{]ﬁmﬂﬁﬁ (Hypothermia)
3. WRINIIHGA
3.1 UsztdliuazaIuguaInNIslIaa IR

(= - Qs

3.2 Ansanliihuszonmisnstnlaosy drlkiddeve 1u
s mdwliain JanuFossdaniséan dnizviasda

3.3 limssneronniseaunldanZan (@ 9)

3.4 nyzduuaziislidihoananidslasisa

3.5 naaviasrungnIassaIwaan e lidtetisanialidaau
Iidu

3.6 Iiduuzindeunauinu tRenduensddues
NMZUNINTOU ﬁaaﬂﬂamﬁﬁ@@iaﬁammﬁa‘%’uﬂmuﬂl‘i’agmﬁmﬁm “3a
2MNTEIANAITNALNWLLNN HHauTuila

3.7 Usziiiunsifuduaznaansa dnadaLiia




ISQ\; Fy [.\Q,L\; a i 1SC lL/n

an0USUSaVAUNIWANTUWEIUNA (DVANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Training avsldenuiundlimyinm dihouazand ineiunssuasumsiudm
#aIHNAq LalWi Aiaanueszatnuazin U lraiwaiaua

Monitoring 1. Gaauindnsufuaiiessasam s udnd imsindauasfiamu
RARNVN 1130 bl BEN 1S
2. GAAUHASWENAANMIFILETUMIN UG naIrndaindna sl
Tag amadaeunaanassalui
- NMEUNINTIURRINITHING
- ﬁxﬂmma%ﬂﬁawmmam’i’amﬁmﬁ'ﬂ (Post-op hospital stay)
- myiaadlan i ldnsunuwlinon nmalu 30 55
- nsnduashEn lulsswennas (FeanaLduItu) malu 30

T

T




9.4Venous Thromboembol

[SQua

ISQua

<
[SQua

The Healthcare Accreditation Institute (Public Organizatior

S 1.4: Venous Thromboembolism (VTE) Prophylaxis

= A o A A o A w - =
Definition VTE wansfid nmznsiiaduiiealunasaiiand didhatdimanuedan
[ = o= | o 1 c%’

(Deep vein thrombosis) LLazagmmmmuamamwu‘lﬂ (Proximal DVT) 3¢

ilamaifiamsganulutan (Pulmonary embolism) aEILALLWEY
Goal Tasnumsiiaauifen luraaaldand1vadan (Deep Vein Thrombosis) LAY

nmzaudanganuluan (Pulmonary Embolism; PE) luiladasnssa
Why mﬁLﬁ@ﬁuLﬁaﬂlumamﬁa@ﬁwaam'u,l,azﬁﬂ'mﬁmﬁa@q@ﬁ'uluﬂa@ v

rmzLmﬁﬂﬁﬁ’auﬁd’uwé’uumqmm ﬁﬁzﬂwuﬂaﬁuguLLﬁaﬁdLL@iﬁa o'l wnnn
lwiRanensamwiuaneaiu 2 W aFeFIatwiazldsuns
snw hlwihofidanaeg ﬂ‘faﬁﬂpj’g}uaﬁ'ﬂmmxﬂﬁ'ﬂﬁaﬂ@mﬁ my
UseifiniTastasatnaduszuy wazshanasmyilasiuunlsacnamnanga
azausnaailymitle

s\‘
curgwa uwmla (auﬁnm

n)



< Safe Anesthesia

anUuSUSDVAUNIWENIUWEIUIA (D0ANISUKIBU)
The Healthcare Accreditation Institute (Public Organization)

Complications of anaesthesia

Major Complications
Cardiac arrest
Peioperative Ml
Aspiration

Anaphylaxis

Drug overdose/ toxicity
Awareness

Convulsion

Nerve palsies

Organ injury-

Malignant hyperthermia

Minor complications
Airway obstruction

Post op Nausea / vomiting
Sore throat

Persistent sedation
Haemodynamic instability
Pneumonia

Delirium

Shivering

Organ dysfunction- kidney/liver
Cognitive defect



e

en NG | [N@I
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What makes anaesthesia safe ?

* Monitoring equipments
* Safer drugs, equipment
* Advanced in airway management
* Anaesthetist skill and knowledge

* Guideline and protocol: EBM

Anaesthesiology is a high-risk speciality as compared with ¢+~~~ * Surgical skill
specialities in medicine S 2: Safe Anesthesia
5 . S 2: Safe Anesthesi
Lets look at the mortality from Anaesthesia - T T s
Definition ﬂ')']llﬂﬂﬂﬂﬂﬂluﬂ’]‘ﬂ“ﬂ'\izﬂuﬂ')'\ﬂzﬁﬂLLnEﬂ'}ﬂ WAL NITUBAIINIT

tﬁﬂ’ﬁﬁﬂLm:m'azl,l,mn"ﬁ'auﬁa'mLﬁﬂ'aﬁaan"unﬁlﬁﬂ'ﬁzd"uwnufﬁﬂué‘m’n
. : i 1 : a4 o d oV o
In 1950: 3.7 in 1000 anaesthetics @ uazndnanInzunIntannanaaanuld

* 1980: 1 in 10,000 anaesthetics

Goal el lasunsrdvanaidnlasyaaninianuianumanai

2000: 1 in 300,000- anaesthetics wanzaw dnszuumimslionszibanuiRnmuanasguwindn dan

Overall Anesthetic Mortality wdnsfiauazaunsainunsuwndiaanzay thalildsimsindalas

Uaaans 8adasILRoEIaLazNIZULNINT DY

£ 700 E
S s00 - —% g —g — Why IMNNWIIBERIINITU THAI Study (2005) Tagsainenseiamdunneuia
2 soo £ 5 4 e a4 oan R Ty o
£ ’;‘ é F3 g § z ] E Uszinellng Gawudarudsfiavasdiheridanldmsrziuanuiinmalu
—~ 400 = - .
% aie - § g ¥ } g E 3 24 $21a19 28:10000 aanraLilu 14:10000 (MU3IT8 PAAd Thai Study 2015)
z 2 b 3 2 i ; e -
£ 200 $ g i g 2 URZMIRARITBINIZUNINTaumMadsnd laodulnndaiu
u - l . I a 3 mazunsntaunmaszuumsla sainaaeisudunwndlaltiuina
= o v B = — B )
g 1950 1960 1970 1975 1983 1987 1990 1993 1995 2002 2004 International Standard for a Safe Practice of Anesthesia 2010 (371nA4

Truiiavasasdinsauwailan World Health Organization Wag World

Cardaprmati~m ~F Oamimtlime ~fF Ameaetls et st by
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S3 Safe OperatiniRoom =
S31 Safe Environment
Safe Surgical Instrument
S 3.2
S 3.3 Safe Surgical Care Process

OR Fire Safety

m JCAHO’s Sentinel Event Alert on fires in
the OR requires personnel:
m Be trained on the use of fire equipment

m Know methods for rescue & escape

m Know location of med gases shut-offs and electrical
controls

m Know location and activation of fire alarm system

'L., - B e



S 3.1: Safe Environment

Definition

Safe Environment: fduladovinldfaoaeansluidadrda tiduNaa TN Le e

wazn1sdjudnisivinldduladndarwdseseny liuifieduasodaditlae

Goal

Hilhsldaaany annFiwradouludoark1da Nad1TuniIan1n (Mechanical

risk) LANLARSTININ (Chemical and bioclogical risk)

Why

FauedaaungluidndrndaaIadgINa liAseIu laldsaea s LLﬁnﬁl’ﬂjﬂ LomL

amuwnni auTU Anasianisd@arda FedadlvaudgdnunisIans

FawreaaulurasridalutSadlasa®wing (Structure) LLARZITUUSTUN SN

WVentilation)

Process

1. 219szuUUlasarsaluiiadein @”@1ﬁlﬁ@ﬂj’1mﬂaa@.ﬁ'ﬂmaapufl‘ﬂ':sﬂ

1)

nAslate NastinrwaN e lensvinew tduwldeauunasgn
nsrindnuluidaarinee

2) dszuuszungannad dnisnisadannd waznshultiguannia
luide@arinédi® 20 Air change per Hour (ACH)

3) lEszuulwWW ARG s 1a&w wazdlszuulwWd&isasantiun uas
astamauliwTaulseodirua

4% 1] pipeline system ﬁfi\‘]ﬂ‘ﬁzﬂa‘]_lﬁ)’)ﬂ oxygen, nitrous oxide,
vacuum ‘%Gﬂ"lﬂlﬁ'{]uﬁlz hose Lilu medical grade

5) ﬁﬂﬁiﬂauﬂuqmﬂgﬁ'ﬁ' 22 24 °C tRaaatTasstEuslunsiia
Hypothermia LLazAI1UDU 50 - 60%

6) JradasdunwasludinirtisAtiaunzsu

7) @asuazlaulwddanuvunassrulglunsritdannidasilson
HeT®

2. dTzuuniTeTlasal LL@zﬂﬁiﬂﬁgﬂ%’ﬂHﬁLﬂ%‘aa ﬁauazqﬂﬂirﬁ:ﬁlﬁluﬁ‘aa

HNeIeasIdRgILRU D

3. INITRSITRIUTISNaNLsae A lunIHNaNw

1. NMITH IO UREONAANBREA L UIRDIH IS AN A REIFA TSR ININITHIS ALLG RS




S 3.2 : Safe Surgical Instrument and Device

Definition

myjideliiasasdaunndlasanbdansilylgnugie
150938 (Instrument) lakA LSaslanltlunsunda
aunyal (Device) laun avnsnifiazraalaidnluluininisvasfiiosening

NIUIUMIHIAA LU aaaudni 9 lag laisauiis Energy transfer device

Goal

Lﬂ%ﬂdﬁaLLWﬂﬁLLazqﬂﬂﬁﬂ lasun1svinang@ansavialvysiaannisadny

ﬂ‘ﬁﬁ.l’]%ﬂ’l‘ﬁ‘ﬁgﬂ @3N A3

msvhaedgauszms U nanngedunsuammsandalumsdasiunsie
FannIsHea Lﬂ%ﬂdﬁaLLW‘ﬂﬁLLﬂzgﬂﬂﬁfﬁﬁlﬁﬁuI}jﬂ’mﬁ]ﬂ’]u’lumﬂﬁadﬁﬂ’]‘jﬁ’]
néuanlddn @3t wnnszuwmsnmagansavh i e g
USLRNTNIN D1IRIK aﬁlﬁ’pﬂ’ﬂmﬁﬂ Fannieiasiiannn ﬁﬁaqﬂmrﬁ'@m G]L‘Hﬁi’l‘lfu

d& ﬂ?: =l @ Fa | =l [=T=Y Q.
ﬂmaw‘gumdﬁmﬁwug@mﬂm El')$"ﬁ‘§'ﬂl,ﬁ£l°ﬁ']@]\l@]




S 3.3: Safe Surgical care Process

Definition | Safe Surgical care process: Lﬂumzmuﬂﬁ@uaﬁ'ﬂm@'ﬂaﬂﬁmﬁ’umﬁmﬁ@ﬁa
HANM3AUY m'mmquﬁaLLﬁﬂﬁﬁLmﬁﬂwpj’ﬂaﬂlﬁwfamaumﬁ@ nyquali
UaaananiH AL RAIH AR

Goal pj"ﬂaﬂ‘lﬁ’%’ummﬂaa@ﬁﬂmﬂmzmuﬂﬁmﬁ@

Why Ipawanilanwuii asmie aamansatlaiaysasdlulsanenina

| Y o o Ag o A A | . W
NendaIiumIguamdaenss I,Lﬂz"nﬁﬂﬂfuul,ﬂﬂfl_lﬂﬁdﬁu\‘]“llﬂdLﬂ@lﬂ’lﬁ'lﬁﬂﬂ’l%ﬁ
o o o LTI I Qi o 4 O 1
awnsndasnild vhldifadymalsialumssnenimadu T2HzIANaY
.:3’ n?: o L =Y Q4 0 et
Isowennawudu anshldfadymnsiassasauan  msulseina
Ineaaas i iaa6 AR Ut AL R ﬁdﬁ?]’ﬂlﬂﬂwﬁuﬂ%‘llﬁwﬂ 17U NTAIANUD
LTI avIRENTULaRe [ULNAKNAA NMIHNGARTNN ¥ MTATULaLTUIN
nsliasasdingi udy é’aﬁ'ummua@"ﬂaﬂmaa@nmzﬂmaaﬂﬂmﬁ@adw
= a oo " o 6 2 (3 I dq’\l Q4
umm‘nﬁmwwmﬂﬂaaﬂum@qlmmwuﬂﬁmdﬂmmu 9




—“.________

THAI PERSONNEL SAFETY GOALs: | )

Security and Privacy of T
Information and Social Media

11z Furndamental of Infection Control and Prevention for

Infectiﬂn nnd Expﬂiure Wiorkforce L2: Infection control and preventon for

wiorkforce (Adsoms trarsmission, :'|||||_|||-_l|: frarsimBsian,

Contact trarsmission, Yector Borme traremission

Mental health and Mediation

Fl: Fundamental Guideline for Pravention of Work-Ralabed Discrder
p f wo h F2: Tpaclfic Guideine far Prewenton of Wark-Related Diardar (Pheyesical
rﬂ'l:EiS u r hazards, Chemical Hazard, Radiabicn hazards, Bomechanical hazard)
F3; Fitness for duty Health Assessment (Pre-placement examination, Relum

Lu ne (Am h“lﬂME}, to veork Health Examination, Medical Suresllance Program

1.1 Lare Dr-traredt amdance, Or-scene safety, Ambularce driving
wafaby]

kil -~
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Legal issues

L2 Legal lzmses Orformesd consent, Medical Records dooumentationd

El: Safe phivsical ernvieoniment

Environment and i dmele
E2: Warking conditiand
. u..mrhing Cﬂl‘ldiﬂﬂﬂi E3:Warkplace Violence



OR Hazards

m Hazards present in the OR may include:
Blood/body fluid exposures from sharps
Exposure to released particulates
Exposures to waste anesthetic gases
Possible exposures to chemical cleaning agents
Slips/trips/tall hazards
Exposures to lasers
Hitting heads on OR lights
Electrical shock hazards
Fires

N
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