Patient and Healthcare provider safety in
Thai healthcare context: Current

challenges and Future directions
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What is Patient Safety ?

Over the past ten years,
patient safety has been increasingly recognized

as an issue of global importance,
but much work remains to be done.

World Health Organization definition

“The absence of preventable harm to
a patient during the process of
health care.”




World Alliance for Patient Safety

2009 - Became a WHO department and renamed "WHO Patient Safety Programme"

2013 - Incorporated into a newly created "Service Delivery and Safety” Department

2002, WHA 55.18: "...Urging member states to pay the closest possible attention
to...patient safety..."

2004 — the 57t World Health Assembly supported the creation of the World Alliance
for Patient Safety

Patient and community engagement has been a core priority since 2004 until today
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HEALTH CARE IS DANGEROUS!
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The modern epidemic of unsafte care !

Poor systems, no

legislation to
back up safety

= USA (e.g): -100,000 deaths/year medical errd
-100,000 deaths/ year HCAI

= Equivalent: 15-20 Jumbo jets crushing each week in USA !!!

= Qther resource-rich countries have similar % data

= How many such Jumbo jets crush in your country?

= |n resource-poor countries almost double particularly in high
risk areas (ICUs)

= Equivalent: more than 20 Jumbo jets crushing each week
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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 (HCAI)

= 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

= [Injection Safety

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

tubing misconnections, unsafe use of concentrated electrolytes..
7

The world has:
= defined the science of patient safety
= guidelines and standards
= best practices and solutions in patient safety
We invested in:
= patient safety research
= reporting and learning systems
= awareness raising and safety campaigns
= global and national political commitment
= empowering patients
= global, regional, national movements

Hospitals in developed/transitional
countries:

= investments + resources in safety and quality

= |eadership supported Ql and patient safety
efforts

BUT HERE IS THE CHALLENGE...

Unsafe care and harm to patients continues to persist everywhere,
worldwide

= Patient safety, Ql : NOT a priority in most countries

= Patient safety: NOT a primary CORE VALUE in health care (hcis
focused on productivity and not on averting errors)

* Patient safety practices: NOT expensive and NOT implemented
widely

" Culture of safety: NOT present in hospitals/facilities

®  Public confidence in the health service: NOT there

®  Unsafe care: BAD media publicity

Health care providers: Continue to deliver UNSAFE care
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Health care is a complex system
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Stepwise Recognition

A strategy to gain acceptance and expand coverage

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

Step 2: Quality Assurance & Improvement
Identity OFI from goals & objectives of units
Focus on key process improvement

Step 1: Risk prevention
Identify OFI from 12 reviews
Focus on high risk problems
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Patient Safety Initiatives
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Second Victim

Alleviating "Second Victim" Syndrome: How We
Should Handle Patient Harm

By Carolyn M. Clancy, M.D., Director, Agency for Healthcare Research and
Quality

Commentaries by AHRQ director, Dr. Carolyn Clancy, and other staff members.

Physicians, nurses, and other clinicians who are connected to these events often feel somehow responsible. Emotional
trauma is frequent. Patient safety expert Albert Wu, M.D., M.P.H., has coined a term for such clinicians: "second victims."
According to Dr. Wu, the burden that health care providers feel after a patient is harmed, manifesting in anxiety,
depression, and shame, weighs so heavily on providers that they themselves are wounded by the event.

The tragic case of Kimberly Hiatt is illustrative. Ms. Hiatt was a nurse in the cardiac intensive care unit at Seattle Children's

Hospital who last September mistakenly overdosed an 8-month-old patient with calcium chloride. The patient died. Ms.

Hiatt, a nurse with 24 years experience, immediately reported the event to colleagues. She suffered professionally from the

experience (although the details surrounding that remain in dispute) and faced an investigation. Six months after the event,
* Ms. Hiatt committed suicide 2
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Health Care Professionals as Second Victims

after Adverse Events
A Systematic Review

Abstract

Adverse events within health care settings can lead to two victims. The first victim is the
patient and family and the second victim is the involved health care professional. The
latter is the focus of this review. The objectives are to determine definitions of this
concept, research the prevalence and the impact of the adverse event on the second
victim, and the used coping strategies. Therefore a literature research was performed
by using a three-step search procedure. A total of 32 research articles and 9
nonresearch articles were identified. The second wvictim phenomenon was first
described by Wu in 2000. In 2009, Scott et al. introduced a detailed definition of second
victims. The prevalence of second victims after an adverse event varied from 10.4% up
to 43.3%. Common reactions can be emotional, cognitive, and behavioral. The coping
strategies used by second victims have an impact on their patients, colleagues, and
themselves. After the adverse event, defensive as well as constructive changes have
been reported in practice. The second victim phenomenon has a significant impact on
clinicians, colleagues, and subsequent patients. Because of this broad impact it is
important to offer support for second victims. When an adverse event occurs, it is
critical that support networks are in place to protect both the patient and involved health
care providers.
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“understand the second victim phenomenon and

to realize that supportive interventions can promote

a healthy recovery during this vulnerable period”
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Common Second Victim
Physical Symptoms

- Uncontrolled
crying/shaking

- Increased blood pressure
» Extreme
fatigue/exhaustion

- Abdominal discomfort

- Sleep Disturbances

- Nausea, vomiting, diarrhea
- Muscle tension

- Headaches
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Common Second Victim

Psychosocial Symptoms

- Extreme guilt, grief

- Repetitive, intrusive memories
- Difficulty concentrating

- Loss of confidence, self doubt
- Return to work anxiety

- Frustration, anger, depression
- Second-guessing career

- Fear of damage to professional
life

- Excessive excitability

- Avoidance of patient care areas
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“When a serious event occurs, the

healthcare system with a

strong culture of safety immediately

response not only to support patients

and family numbers, but also provides

support to its clinicians”
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Key Actions for Supporting Individual Peer/colleagues
[] “Be there”-Practice active listening skills and allow the second victim to share his
or herstory. Offer support as you deem appropriate
L] If you have experience with an adverse event or bad patient outcome yourself,

share it. “War stories” are powerful healing words.

L] you don’t have experience with an adverse event or bad patient outcome, be

supportive and predict the victim’s needs.

.| Avoid condemnation without knowing the story—It could have been you!

[] Let your peer know that you still have faith in his or her abilities, and that he or
she is a trusted member of you unit.

[ ] Determine a way that you can make an individual difference.
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Key Words to Stimulate Conversation with
Second Victims

- “Are you OK?"

- “I'll help you work through this.”

- “You are a good nurse working in a very
complex environment.”

- I believe in you.”

- “I'm glad that we work together.”

- “Please call me if you would like to talk about it
again.”

- *I can’t imagine what that must have been like
for you. Can we talk about it?”

- “I'm here if you want to talk.” )
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Current challenges and Future directions
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How to: Engage all (staff, professional, patient, family,
community) for Patient Safety in Thailand

Sharing is very important to initiative Engagement for
Patient Safety in Thailand

Triangle thatimpyes the mofiits
L ..!""

L Patient& Family
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' Knowledge Healthcare Provider

Sodal movement Policy advocacy
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¢ Implementing WHO =
multi-professional patient ,
safety curriculum guide
Thailand

Knowledge

7
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Social « Patients for Patient
movement Safety
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.  Patient Safety/Safety w:..:; E
Policy link Hospital/Safety 4

Healthcare Service e —

/ Engagement for Patient Safety
S

Triangle that moves the mountain
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From global policy to local action:
Implementing WHO
multi-professional patient safety curriculum guide
in Thailand

Piyawan Limpanyalert MD.
The Healthcare Accreditation Institute, Thailand,
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The signing ceremony of collaborative agreement:

The Ministry of Public Health, The Consortium of Thai
Medical Schools, The Medical Council of Thailand,

The Preventive Medicine Association of Thailand,

The Dental Council of Thailand, The Pharmacy Council,
The Thailand Nursing and Midwifery Council.

The Healthcare Accreditation Institute (Public organization)
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Social Movement
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WHO Patient Safety - programme areas
action area 2 Patients for Patient Safety

In the area of patient and consumer involvement,
Patients for Patient Safety is building a patient-led,
global network of patients and patient organizations

to champion patient safety.
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innovation to sustainability

Health Services

Executive Health Services,
Ireland

1ENTS POUR LA

PATIENTS FOR
PATIENT WE‘I’I gﬁcuﬂﬂ'ﬁ DES PATIENTS
PR LI S | Health Canada

Canadian Patient Safety
Institute (CPSI)

‘ MoH Malaysia

Healthcare Accreditation
Institute (HAI) Thailand

MoPH Thailand
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This hand gesture
shows pinkie promise that
whenever there is a
problem, if the providers
and the patients work hand
in hand through mutual
understanding, love and

trust everything is

possible and together we
can achieve
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development for safety and equity,
with evidence-based and common

—understanding of all partners” )
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wusna & Mission
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“To encourage collaboration between
healthcare providers, patients, families, and

general public in development for standard,
safety and equitable healthcare system.”
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Global Technical Consultation on Patient and Family Engagement

Framework 27-28 October 2014

Expert Consultation on the WHO Framework on Patient and Family Engagement,
27-28 October 2014, World Health Organization (WHO) — Geneva
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“Universal Health Coverage: Ensuring quality
care for all

GLOBAL HEALTH
POST 2015

ACCELERATING EQUITY
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Piyawan Limpanyalert, M.D.

Deputy CEO, Healthcare Accreditation Institute, Thailand

PMAC 2015 : Side meeting “Universal Health Coverage: Ensuring quality
care for all
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The current standard of practice is visual estimation, which has been shown to be inaccurate. Our product
shows potential to improwve the accuracy and is easy to use.

Mavalammamt ot
L/evelopment stage

The blood collec‘tion&rape was developed for use in a randomized clinical trial in village India in 2002.
A randomized, controlled hospital-based study was conducted in India in 2003 which showed that the blood

collection drape was more accurate than visual estimation. =
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Summative

LS 1 |(mp|Ls 2|mp|Ls 3(mp|s 4|mp|Ls 5[mP|Ls 6| Congress and
publication

AP1 AP2 AP3 AP4 APS5

LS: Learning Session Supports: Electronic Learning, Web Conference, Moodle
AP: Action Period Email, Social network, Visit, reports, Benchmarking, Assessments, Journal

KM: Knowledge M t
nowledge Managemen IT Software: THIP, Safety Culture Survey, HRMS, 9-cell, Emo-meter
P-D-S-A: Plan-Do-Study-Act m

Reference: Modified from The Breakthrough Series: IHI's Collaborative Model for Achieving Breakthrough Improvement
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Promoting Patient Safety and Engagement in strengthening health
systems to support UHC

3. Actions required by the 69" Regional Committee
A Regional Committee decision should be adopted, consisting of the following procedures.

Noted the achievement in drafting the Regional Strategic Framework on Patient Safety in Healthcare
Institutes.

Requested the Regional Director

1. To develop regional framework and strategies, including guidelines, to support patient
engagement in HSS and UHC, and to support the implementation at the country level.

2. To support the country self assessment of the application and implementation of the
Regional Strategic Framework on Patient Safety in healthcare Institutions.

3. To support the country self assessment of the application and implementation of the
People-Centred and Integrated Health Services

4. To convene a regional technical workshop to review the progresses, outcomes, challenges
and lessons learned from country experiences,

5. To report the outcome of the regional workshop to the 69™ session of Regional Committee.
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