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EVERYBODY’S BUSINESS

STRENGTHENING HEALTH SYSTEMS
TO IMPROVE HEALTH OUTCOMES
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WHO Patient Safety Research (2009)
e [mneens S R

Strong emphasis on applied and evaluative research leading
te the development of local cost-effective solulions

1. Counterfeit & substandard Inadequate competencics & skile  Lack of communication & coordination

drugs (inchuding coordination across
organizalions, disvonlinuily &
handovers)
2. Inadequats competancias & Lack of appropriate knowledge &  Latent crganizational failures
sshills Irewsfer
3. Malornal & newborn care I ack of cormmunicalion FPoor salely aullure & blame-ononled
& coordination (including processes

coordination across organizations,
disconlinuily & handovers)

4. Health care associated Health care associated infections  Inadequate safety indicators
infections
5. Unsals injpclion praclicss Malamal ancd newborn cars Actvarsa drug avenls due lo dngs &
medication ermors
6. Unszalo blood praclices Aciverse avenis dus lo dnigs & Care af Ihe rail & eldeary
medicafion errors

Patient Safety Research Competencies

1. The fundamental concepts of the science of patient safety in their specific social, cultural and

economic context.

1.1 Rasic definitions and faundational concepts, including human factors and organizational theary
1.2 The burden of unsafe care

1.3 Ihe importance of & culture of safely

1.4 The importancs of sffsctive communication and collaboration in care delivery teams

1.5 The use of evidence-based sfrategies for improving the quality and safety of care

1.6 The identification and management of hazards and riks

1.7 The importance of creating cnvironments for safc care

1.8 The importance of educating and empowsring patients to be partners for safer care
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You can’t manage if you can’t measure.

Scottish Patient Safety
Programme
Maternity Care
Measurement Package
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Patient safety research in Thailand

@ A lot of information from quality
improvement projects, but limited findings
from systematic research.

@ Little evidence on safe practices and their
outcomes.

@ Share a lot, but evidence of LEARNING
and IMPROVEMENT ?7?7?
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Occurrence of adverse events in Thailand
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Identifying adverse events in hospitalized paticnts wsing
global trigger tool in Thailand
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Self efficacy and adverse events

Table 2 Clecurrences of adverse events and occurrenees of adverse cvents plus near misses recorded at the end of Months 3,6,
Gand 12

Monthe 1-3 Months 46 Monthe 7-9 Monthe 10012 Cherall incidens rate
W= 310 w= 308 = 300 = 299) per 100

ii (a=157) Afe=15%) ii{e=15% 0 (=149 iz
1(m=153 2(x=1533) 3{e=153) 2 m=150) 044
ID7[1L5-4614] 3907579 3609237 44[09-424] P<0D0l’
Self-efficacy in diabetic care and nccurrence
T3(e=13T) 38 (= 135 68 (r = 133 &1 (v = 14Y] 1411 ¥ . .
of adverse events in an ambulatary sctting
M (r=15%) M (0= 153) 41 (r=15%) 43 (w= 1501 LAl : : - e
24[1.5-37) LT[L1-26]  16[11-25] 14 [Q9-21) P 00017
reen the ke end high self efficecy groups.

Table 5 Adjosted relanve nsk of risks of AEs of the LOW self-eflicacy group relanve to the HIGH self-efficacy group,
controlled for significant confounders from bivanare analyses, esnmared by Polsson regression using GEE

Adjusted RR 95% confidence interval Povalue

Self-efficacy: “low” relanve to high” 4.7 21-102 {001
Age: “60+" relatve w ‘<6l years old 22 0951 51
SMBG: ‘no’ relative to “1-3 dmes per day’ 08 04-15 (.60
Use of long-acting insulin: Yes® relative w0 No? 31 1.7-109 0.008
Iy mass index: 25+ relative to < 257 1.4 0.7-2.7 0.28

alin: “=50 unit” relative to <50 unit® 1.2 0621 0.51
Stams: ‘single/window ‘relative to ‘narried” 0.7 0.3-1.4 0.35

Note: total number of subjects = 310 (1223 observagons).

Findings from HA Evaluation Study (2013-14)

@ Hospital experience :
— Improvements could be identified in areas, such as :
“* Risk management system
“» Prevention and control of hospital acquired infection
s Medlication safety
s Environmental safety (Physical)

— Effective and context-sensitive measures for
monitoring patient safety in hospitals are needed

— Patient safety culture needs continuous strengthening
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Surveyors’ comments: Opportunities for improvements
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Some relevant challenges in the Thai health system

» Aging society and chronic diseases

» Resource limitation and practice variation

» Variety of healthcare providers by ownership, type, levels of

competency

* Need for effective and safe facility design and infrastructure

» Work system and job redesign

» Reliance on referral systems

» Patient safety in daily operations

» Consumer empowerment, and patient roles in patient safety

* Legal issues
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The Future ...

& Encourage “Management by fact”

& Promote innovation: Work system, Work
process, Job design

& Integrate safety culture and work culture

& Apply information technology for patient safety
— Electronic medical (health) record system

& Rethink hospital and facility design

& Customize patient safety solutions:
“What to do” + “How to make change”

& Engage patients: Health literacy
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