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Patient safety
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- Siriraj HOSPITAL:
High Reliability Organisation (HRO)

2111 beds, October 2015
Out-patient 160,000 /month



Begin...With

Aviation Safety







Tenerife Plane Crash March, 27™" 1977

The Worst Air Disaster

Boeing 747 KLM Crash PAM AMERICAN
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Tenerife Plane Crash March, 27" 1977

i DAILYe NEWS  15¢

Vol. 58. Ne. 237

New York, Tuesday, March 29, 1977 Mostly sunny, 42-67. Defalls p. 67

HUMAN
IN CRASH

70 Survive; Death Toll at 574

2 = ~ xS
Remclns of a Trmdy Charred skeleton of a 747 jumbo jet marks site of the worst aviation accident in history

at-airport’ at Santa Cruz de Tenerife in Canary lslands, At least 574 were killed when Pan
. Amand KLM Roygl Dutch 747s collided on runway and burst into flames.
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Jacob van Zanten

took off without clearance and crashed into the top of

the Pan Am aircraft

Fog & communication errors
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€3 THAI
The evolution of Safety Thinking

TECHNICAL FACTORS

TODAY

1950s 1970s 1990s 2000s




Crew Resource

N

McnogerTﬁm‘/ .
Lo *-

CRM is the effective utilization of
all available resources (e.g.
crew members, Equipments, an
supporting facilities) by
enhancing communication &
management skills to achieve
safe and efficient operation.

THAI CRMI CSR Team 2016




The Key Focuses of CRM

Situation Awareness

Problem

Communication Solving
&

Decision

Leadership &

Teamwork Making




CRM Joint Training*

Interaction
Recognition
Trust &

Mutual Respect
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- NMumber of fatalities from airliner hull-loss accidents per year
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How about Health care industry ?

Are we good enough ?



THE BURDEN OF UNSAFE CARE

Health care is one of the most unsafe industries

Studies show 10% of hospital patients suffer an adverse event

(AE) (>10% in developing countries)

Health care-associated infection

Medication errors

Unsafe surgery
Clinical handovers :

communication

Injection safety




BMJ 2016;353:i2139 doi: 10.1136/bm;.i2139 (Published 3 May 2016) Page 1 of 5

ANALYSIS

®

CrossMark
click for updates

Medical error—the third leading cause of death Iin the
US

Medical error is not included on death certificates or in rankings of cause of death. Martin Makary
and Michael Daniel assess its contribution to mortality and call for better reporting

Martin A Makary professor, Michael Daniel research fellow

Department of Surgery, Johns Hopkins University School of Medicine, Baltimore, MD 21287, USA



Ca USEeS Of death, US, 201 3 Based on our estimate,

medical error is the

3rd most common
cause of death in the US

Cancer
585k

Heart All causes
disease

611k 2,597k

Suicide
41k

Motor ‘ ' .
vehicles Firearms

34k 34k

. © 2016 BM] Publishing group Ltd.
However, we're not even counting

this - medical error is not recorded Data source:
on US death certificates http://www.cdc.gov/nchs/data/
nvsr/nvsr64/nvsr64 02.pdf
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_Proactive risk management
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Challenging

MUIUYAAINTNNIN NAINNAYAITEITU NAYEING
ﬁﬁnﬁﬂmwmwé’ﬂgm NAYFING
B = 5 CULTURE I
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(High degree of accountability)



Create
Safety culture

Quality culture
Learning culture

¢

' High Reliability Organization
(HRO)

¥

High Performance Organization
(HPO)




Skills : goals

Technical skills : Knowledge : Essential
BUT NOT ENOUGH for PATIENT SAFETY
Non-technical skills !!!!

~ W lA5TIUVIAVDIAY

~ W lanuLeq

- USunghnssuiiayinarusaunu

Goals : patients safety & safety culture



“Non - technical skills"

ABYINYETaUN LYY YAAA Feavsenavdae
NSEUIUNITAN NISAIFTT UASIINTENIEIANT LY
§94AV technical skills AﬁaMﬁﬁmwﬂaaﬁﬁ’waz
Uszlvnlgegadiaviinisialanishonils

AW SNWUA W.U.N15L38UNN5@8U Non - Technical Skills 1119388Uel. Thai Journal of
Anesthesiology.Volume 41 Number 1 January — March 2015
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Non-technical skills

W1la Non-technical skills fidAgdmsunITHNNE
Situation Awareness AsELNg
Decision making n1sandula

Threat & Error management N13530N13A21ULEILAZAIUNANATNA

Communication N15dad15s



Non-Technical skills for Health-care

.

+ Decision making

+ Communication

.

+ Threat and error management

¢
¢

.

+ Safety culture

*

+ Situation awareness

*

+ Assertiveness

.

.



MM uNU (team working)
a 9 v
.« mM3lszaununiugeu
(coordinating activities with team)
¥ ‘:l ¥
.- msdemsuaniasudoya
(exchanging information)
= 9 o A w A A 9
. NﬂQTNLﬁHQUT uasﬂuﬂuﬁlu’dwgﬂﬂm
(using authority & assertiveness)
e M5YTTHUANVAIINTOVDUNOUT INNY
(assessing capabilities)
9y w A ' =
. ﬂ’]‘iiﬁﬂ’]ﬁﬁ”ﬂﬁﬂﬂlﬂﬂﬂﬁ?ﬂﬂﬂ
(supporting others)

NMIAAMINUNT ALY (task management)
¢ MNUHULASIASTINNS
(planning & preparing)
¢ MIVAANUANUTIATY
(prioritizing)
. Snwnasgiulumsauadilae
(providing & maintaining standards)
. ldmSwensiliedrawerieaz Aunn

(identifying & utilizing resources)

o d
NIATZHUNDITOUM T SA
(situation awareness)

g a -
. ‘5'J1J5'33J°U'E)Haﬂﬂ']ﬁﬂﬂﬁxﬁﬂﬁﬂ']w
(gathering information)
9/ 9 9/ o =4
. LLﬂﬁWﬁﬂlﬂEﬁﬂ?UﬂTﬂJl‘Uﬂﬂ LAz UNDN
ﬂﬂlu‘lfﬂ (recognizing & understanding)
= 1 9 H =
. ﬂﬂ'ﬂ\'lllwullﬂﬁ'NﬂuTﬁﬂﬂﬁﬁﬂmﬂﬂ‘iﬂﬂﬂ'ﬁ
AsTHIMTe lNTH (anticipating)

‘ M3AnaHl (decision making)\ DM

. Tnsnsesnantudenauneuaaauls
(identifying options)

- Usziliunannadounznavosmsaadul
NOUANAU lALAAZAS
(balancing risks & selecting options)

. szdiuduiognavesmsdadulaiiuszoze

(re - evaluating)
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Situation Det:lslnn
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“Nothing will change unless

we make it change”
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Situational Awareness




Situation awareness

N13ATTNUNTENIUNIT

+ Knowing what is going on around you
SRIA19NDETAUAILTT NSINIY
U Y Y

(team awareness, what are they doing?)

+ Quickly detect, integrate and interpret
data gathered from the environment

A9NA AATILY Az UTEiily Yayaniee



Situation awareness

N1IASTNUNTENIUNIT

' . perception
U3 what has happened ?

comprehension

111 what is happening ?

PROJECTION

A1AN158d  what might happen ?



Perception

Tasugmanafa




THAI CRMI CSR Team 2016




n13Anaula (Decision Making)

+ 58ulayunn (Defining the problem) laglyvaganlasuaintaimnemigg
+ Muuanaaanlunisunladeynn (Generating the options)

+ anduladanuazunlayn laedauntingsninausslovunazAuLEes

(assessing & balancing the risks)

+ Uszitiuna (Reviewing the outcome*****close-loop process)



1.Define the Problems
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Clip VDO

WUF DU AURIIONAY!

1. Clip A7u 'l 2. Clip Just a Routine Operation



clip เช้า/WMV/2. ควันไฟ_(new).wmv
clip เช้า/WMV/3 just a routine_(new).wmv
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Perception MMiAunuAaUNMeALTUYTII
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2. 3 SA/ Anadiee azlsuneluizasi



Share Uszaunisal

Situation Awareness/A21ULE8 AZANITUO....




Share Uszaunisal

Perception Projection LANIIU ...
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Human error
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1. Mulasuazlsannnisausuluasel

2. ganvinulalasu

3. fanlasuuinnIMAInng
4. vinuazdrvaya/ausilasululyuselavd viavieslsse

5. UBLEUBUY AIUABINITNEIAY NIBUINITBUY NATH



Thank You




