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Director of Risk Management, Bumrungrad Hospital
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#5199muUsssNANNUaanne (Safety Culture)
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b T5anwenLNaLANAILALS Patient Safety Officer waz Hospital Safety
Officer L1l 2557

Bulletin Board § i
P FHMEA 1 TopiC/Y ear J e
" awnuan Safety | Safety Concern Report 0
b Self Assessment S

o

» aanuan Safety

(Voluntary Report) , .

Promote Voluntary Report :
asnnuen Safety / Safety Concern Report

YM‘

= e

+ Report which will be selected and posted in Safety Alert Newsletter

Criteria
+ High risk /severity or impact hospital wide if no intervention or preventive action
+ Issue which is difficult to identify

Rewards : Voucher 1,000 baht

Bumrungrad
International
HOSPITAL
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Everyena at Bunrungrad Hespital PCL has responsibility for the safety of our patients and staff. The Hospital Goveming Beard has the overall
recponsibiiity of directing the commitment to cafety. The Executive and Management teame have the responcibility 10 overces, guide and Implement the safety
programs &t Bumrungrad; howaver, everyona at Bumrungrad Is responsible for safaty. Safety is a team effort that is at the core of sur business and central to
our success and competitiveness

We baliave that:
1. Safety shall never be compromised
2. All errors are preventable

3. Nothing Is more impornant to Bumrungrad than the safety of our patlents and our staff.

A Kisan
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ve Officer

1%t Patient Safety Conference : Oct 2013
Carelessness Beware

Take control

Danger Be protected
Be Safe

“Th e U nseen S i d es Near Miss neath HseTs naamausn namlosdu  momniaoadu

ArnlaEs AEBe  diauwate A

of Patient Safety” ; gev e It Starts from You.
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S = Safe Surgery (2" Global Patient Safety Challenge)
| = Infection Control (Clean Care ‘lu 1% Patient Safety
Challenge)

M = Medication & Blood Safety
P = Patient Care Process

L = Line, Tube, Catheter

E = Emergency Response

International Patient Safety Goals r%inc Commission

International

International Patient Safety Goals (IPSG) help accredited organizations address
specific areas of concern in some of the most problematic areas of patient safety.
‘Goal 1: Identify patients correctly

‘Goal 2: Improve effective communication

‘Goal 3: Improve the safety of high-alert medications

‘Goal 4: Ensure correct-site, correct-procedure, correct-patient
surgery

‘Goal 5: Reduce the risk of health care-associated infections

Goal 6: Reduce the risk of patient harm resulting from falls

Bumrungrad Hospital : Patient Safety Goal Y2015

PSG1

PSG2

PSG3

PSG4

PSG5

PSG6

PSG7

PSG8

PSG9

PSG10

Improve Accuracy of Patient Identification

Improve the effectiveness of communication among caregiver
Improve the safety of using medication

Reduce the risk of surgical fire

Reduce the risk of healthcare associated infection

Accurately and Completely Reconcile Medication Across the Continuum of

Care
Reduce the risk of patient harms resulting from falls

Improve the safety for preventing wrong site, wrong procedure and wrong

person surgery
Improve Recognition and Response to change in a patient's condition

Reduce the harm associated with clinical alarm system

rdvement :IPSG 1

1. Review Incident report of patient
identification error

2. Select unit for improvement
Criteria - High risk
- High volume
- Complexity

3. Implementation

@ qumngrad

Radiology error [26]

Other [4]

ent Identification Error in OPD

Patient record error [13] **Remark : Data Incident Report Jan —Sep 13
Laboratory error [6]

Patient record error [1] Other [3]

Registration error [1] Patient record error [16]

Number of IR Cardiology test error [1] Registration error [1]
[case]
- Patient record error [11]
30 B Patler};;?cord Registration error [1]
error
25
20
15
10 10

10

5

Unit
0 !
IMG c-up Cath Lab Referral Skin Phar-OPD  Neurology and MDCL Med1 ER + Evening
(Radiology) ‘ PM&R Clinic
Pilot project for apply ID band (OPD Service
. N 4 .
Set working team for 1. 1fluunun One stop service lidununausanasiazey
& a
Improvement 2. fnmnzduaeulumiliduims (azfea Xray EST .. 4a4)
3. Voluntary unit @ Bumrungrad
T WOSPITAL




t Project : IPSG1

1. Imaging Unit : Set up working team for improve accuracy of
patient identification [Project start :Jan, 2014]

2.Health Screening Center (C-UP) : Apply wrist band for all patient
[Pilot project: start : Feb, 2014]

3. Emergency Clinic : Apply wrist band for all patient
[Project: start : Mar, 2014]

roject : IPSG1
ening Center (C-UP)

]
Apply wrist band for all patient
- Project start : Feb 5, 2014
- Apply wrist band for all patient at registration counter
- Staff will ask the patient to state their name and birth date
before apply wristband
- Staff will check wristband before perform
X Check V/S , Collect Specimen, X-ray , Ultrasound ,EXG ,ECG ...etc
R Physical Exam
Expected Result :
- No incident report of patient identification error after implementation
- Positive feedback from patient
Result : - No incident report of patient error in process of treatment or diagnosis procedure
- Incident report of patient record error ( Scan error = 2cases)

Plan for improvement : Encourage staff for using sticker with barcode for Non-barcode
document

Bumrungrad Bumrungrad
——. HOLPITAL
G1 : Wrong patient identification 1 : Wrong patient identification
¥
Center Y2013-2014 Center Y2013-2014
Cost of wrist band 13 THB/pc:
Project start 5 Feb 2014 Feb= 49,153 THB Project start 5 Feb 2014 “Exclude Patient Record Error”
Mar = 62,624 THB
* On process for select new product =5 THB/pc]
= =
Patient Record Error (2 cases) 100
- Scan Error
Action Plan 0.90
L Encourage staff for using
sticker with barcode for Non- 0.80 -
z Barcode document 0.70
| 080 ass ase 060 0.51
| 04
| aso0 0.50 - 05
‘ L] 0% o J a4 037
| 040 a3s A .
il . 0.30
* o1 a1 a1 jo9 o b i 016
.20 018 018 0.20
0.10
.10 I 0 o I o o o 0 u
ool | 0.00 . B B . A I — :
i "’\'? 'C’\”"C"(”\?"c-‘ L L S .
Pl <] :Q; el .@ »: Pl .¢.| Pl .g, ~t- P .\u .»h .»b .\b- e g L ¥ &y 5 h : h 5 > o
o Oeep‘foé\'#,“@‘;@\@\s E;s:{p‘@‘@k & &S v@d’é“y»\"‘@ o Qd. \3“«‘?99‘,@“?‘-’?99”:4"0"@& &
Incident number Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total Incident number Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Total
Y2013 Y2013
Numerator 4 1 3 1 4 2 1 3 1 a 1 1 28 Numerator 1 0 2 0 1 0 1 3 1 4 0 0 13
Denominator 5384 5307 5375 5297 5076 5566 4,630 6069 5292 5655 5409 5683 64,743 Denominator 5384 5307 5375 5297 5076 5566 4,630 6069 5292 5655 5409 5683 64,743
Numerator 2 o 2 4 rad Numerator 2 o o 2 rad
Denominator 3,680 3,781 4,817 12,278 —k"—' Denominator 3,680 3,781 4,817 12,278 —k"—'




Plan Year 2015
“Right Patient Right Care Project”

= Enhance (IT Orion) and equipment support to reduce the risk of identification error

= Promote campaign of patient identification and patient involvement to increase
awareness

= Monthly walk round and conduct blind observation

= Reward & recognition program for Champion /Unit top performer and self-report of near

Bumrungrad Risk Management Model

Input Process

TaM .
e  All cases of IR/CFB to «o\‘° “&e
TQM e en

$

'

Output

Service recovery
Corrective action
and Preventive
action

miss _ RM n S e 2" |oop follow up
L] = .
Increased wrist band usage *  Case of IR/CFB level is 2 +  Legal Action
3,4,5 Z2 =
-~ 5 2 Bl
’ TR ‘ & ¢ Report to
i i i andnhe arcoae i
Communication tool for front line staff o Information from . Management
Morning Brief Team Meeting
monthly
*  Information from . i
— E ti Level 5 SE : Conduct 21 step of RCA QN! Committee,
XECULIVE e Patient Safety
* RM Meeting every Thursday Committee
«  Weekly Case Review Meeting . Board Meeting
every Frida
wwmud Y Y every q Eﬁ;nungvad
HOARTAL ‘NOSPIIAL :
Medical Staff Organization Structure & Line of Communication
g Ql Conference Year 2006-2015
. Bl Governing Board . .
Quality and Safety Report Year Theme Logo Participants
throuB'h various Year 2015  Building our Safety Culture Learning & Improvement 360*'
committee
Weekly Case Review —" Year 2014  "Learning Together" How to Exceed our Customer's Expectations @ 352
Cnmmlnt s
Year 2012 Navigating Healthcare Efficiency Through Productivity Improvement QW 350
(.re:elmiale‘. T Patient Safety PT&T Clinical Practice
ylaws
S G AT Committee Evaluation Year 2011 "People” as a foundation of Quality 343
o
Perinatal Critical Care OR Medical Year 2010  Translating JCI Standard into Practice Q{ —:LEM‘_E 298
Education ranslating JC1 Standards into practic
Committee Committee Committee Committee
"The Bumrungrad QI Way...The Path To TQA" Ol
Year 2009 . , . . ‘ - 282
Tnuiainpeseg s fmun. gaonaduge - —
Innovation Toward Sustainable Value Creation S~ g,
Year 2008 winnssy...gnnsanennuAnidagiu f INNOVAKON 236
i T
I
I System Integration to Success Qr b
1l Year 2007 - . o e 290
= gim‘m‘m‘mi:un‘,zﬁmmmm
A
; _
I Bumrul’grad Year 2006 "Bumrungrad Excellence" Toward Learning Organization (' r’__ e e 250 rad
i ’;"‘ i a5wdeanuvienisFe. . Bl gaansiduide ¢ :
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Ql Conference 2015

“February 10-11, 2015”
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Nursing Research

Presentations (2014-2015)
Twelve presentations (4 orals and 8 posters) were done in both international and national conferences during 2014-
2015.

4 Oral Presentations (2014-2015)

| Year | __ Presenter | Title | Conference | Date | Venue |

Klinhorm K, Siriphakathorn S. Transcultural Nursing Competency ~ The 3rd International October Ulaanbaatar,

of All Staffs Who Work in Arabic Nursing Conference 9-10, 2014 Mongolia
Ward, Private Hospital, Bangkok,
Thailand.

Koonsrappaiboon S. Efficiency of joint replacement pre-  The 3rd International October Ulaanbaatar,
operative class information Nursing Conference 9-10, 2014 Mongolia

program regarding robotic arm
assisted joint replacement surgery
(MAKOplasty®) Experience from the
private hospital, Bangkok, Thailand

2015 Buaniam P. The Effect of Using Clinical Nursing  International Conference January 24-25, Manipal, India
Practice Guideline for Phlebitis on Evidence informed 2015
Prevention in Critical Care Service,  practice: An approach to
Bumrungrad Hospital health care reform

2015 Ramsiri C. Efficacy of motivational telephone  The 13rd Thai February 6, 2015  Bangkok,
intervention for targeting Hypertension Society Thailand

hypertension-related behaviors: a  Conference
randomized controlled trial in a
private hospital, Bangkok, Thailand




8 Poster Presentations (2014-2015)

o] proenier T e | Gorerencs | owe | Verue

Tangthai K, Preterm Birth in The 5t Thai Society May 7-9, Chonburi,
Charachakul B. Bumrungrad of Maternal and 2014 Thailand
International Hospital ~ Fetal Medicine
Conference
Sugkraroek P, Variations of The 2014 Asian August Hiroshima,
Charuruks N, Pongpirul Micronutrient Levels in  Symposium on 6-8 Japan
K, Chimwai W, Healthy Adults: Healthcare Without
Roongphornchai S, Evidence from the Borders
Chalachiva S, Largest Private Hospital
Wannachai M, Satsue in Southeast Asia.
S, Dansethakul P, Miser
JS, Anuras S.
Weangsungnuan S, Potential Factors The 2014 Asian August Hiroshima,
Chuaoupathum R, affecting Compliance to Symposium on 6-8 Japan
Pongpirul K, Edmonton Score in Healthcare Without
Suwanvecho S. Clinical Care Process: Borders
Experience from the
Largest Private Hospital
in Southeast Asia.
Klinhorm K, Transcultural Nursing ~ 2nd Shanghai September Shanghai,
Siriphakathorn S. Competency of All International 26-30 China
Staffs Who Work in Nursing Conference
Arabic Ward, Private (SHINC)

Hncnital Ransknk

8 Poster Presentations (2014-2015)
[ Year | Presenter | Title | Conference | Date | Venue |

Tangthai K, Down syndrome The 29t The Royal October 14-  Chonburi,
Chanrachakul B. screening in Bumrungrad  Thai College of 17,2014 Thailand
International Hospital Obstetricians and
Gynecologists
Conference
Charoentheera P, Follow up Program for The 29t The Royal October 14-  Chonburi,
Chailapakul N, Abnormal Pap Smear Thai College of 17,2014 Thailand
Chanrachakul B. Obstetricians and
Gynecologists
Conference
Ramsiri C, Efficiency of motivational ~ Nursing October 12-  Las Vegas, NV,
Numpoonsukson U, telephone intervention for Management 16 USA
Ruksakun K. targeting hypertension- Congress 2014
related behaviors: a
randomized controlled
trial in a private hospital,
Bangkok, Thailand.
Phan-ubol P, Hepatitis C management  International January 24-  Manipal,
Wongpaitoon V, after primary treatment:  Conference on 25, 2015 India
Thepphawan P, 6 months follow-up Evidence informed
Payakaphan P. results from the private practice: An
hospital, Bangkok, approach to health
Thailand care reform

“Fall Free Days" An Innovative Fall Prevention

Strategy: The Team STEPPS Approach

TUTNNELNANAR TR sz A Tne

2015Pilot Project: Samitivej Sukhumvit Hospital

Purpose:

“Fall Free Days" An Innovative Fall Prevention

Strategy: The Team STEPPS Approach

Background:

Patient Falls are the most common adverse event reported in
hospitals. Of those who fall, 25% suffer injuries which increase
morbidity, mortality and cost. Patient Falls is an important
nursing sensitive indicator of the quality of care provided to

The purpose of this quality improvement project is to describe how
to motivate staff to use innovative, evidence-based nursing
strategies effective at preventing patient falls within the complex

adaptive system of the modern day hospital environment.

patients. Research has identified positive relationships between
certain nursing "best practices" and decreased patient falls, such
as: Team STEPPS to conduct bedside RN:RN handoff report at
change-of-shift; proactive hourly rounding; staying with high risk
patients while in the bathroom; bed and chair alarms, etc.
Nevertheless, little is known about how best to motivate staff to
consistently use EBP fall prevention strategies.




“Fall Free Days" An Innovative Fall Prevention

Strategy: The Team STEPPS Approach

Materials and Methods: The Fall Rate Index (1.89) at a Magnet-designated
community hospital was consistently below the NDNQI Benchmark of 3.74. Nevertheless,
a "shared mental model" was needed to change existing culture and further improve fall-
related outcomes. This strategy is described in Team STEPPS, a patient safety program
aimed at improving teamwork and communication among care providers. In 2008, a
newly appointed Nurse Manager became interested in using the concept of transparent,
public reporting of quality data as an innovative way to create a "shared mental model"
among her staff members. She posted the number of "Fall Free Days" at the nursing

station.

Note: TeamSTEPPS (Team Strategies and Tools to Enhance Performance and Patient
Safety) is a teamwork system designed for health care professional: Retrieve from website

- AHRQ ; http://teamstepps.ahrqg.gov/ May 2014

“Fall Free Days" An Innovative Fall Prevention
Strategy: The Team STEPPS Approach
Materials and Methods: (Cont.)

Although faced with opposition from the nursing and medical staff, she
persevered in her endeavor. Results: Since initiating the "Fall Free Days"
strategy, patient falls have decreased 40% and related injuries are minimal.
Every clinical unit now posts their number of "Fall Free Days" as a fall
prevention best practice. In 2014, the 22-bed Orthopedic Unit only 5 falls,
none with injuries, and experienced a remarkable stretch of 205 days without

a fall!

“Fall Free Days" An Innovative Fall Prevention

Strategy: The Team STEPPS Approach

Conclusions:

Public reporting of quality data can be utilized as a continuous
learning opportunity in the complex adaptive system of the
modern day hospital environment. It serves as a catalyst which
motivates staff to consistently use evidence-based nursing
strategies to safeguard patients and achieve high quality
outcomes.

Suggestions:
Expand program to all units
Knowing sharing to private hospital
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