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Bumrungrad International
Bangkok, Thailand

has been

Accredited

by

Joint Commission International

which has evaluated this hospital
and found it to meet the
international health care quality
standards for patient care
and organization management

Effective 8 April 2005 through 7 April 2008
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PHOTO RELEASE

For Immediate Release
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Bumrungrad International Recognized by International Hospital Quality
Organization for Best Practices in Heart Attack and Stroke Treatment




New Bumrungrad International Clinic
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IRAQ: AMERICA RETHINKS ITS STHHTEGT%"]

Newsweek International Edition
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10 World Leaders

* Bumrungrad International Hospital in Bangkok
 Buchinger Clinic in Germany

+ All India Institute of Medical Sciences in Delhi
» The Fyodorov Clinics in Russia

* A Technology Prescription: Denver Health
 Brigham and Women’s Hospital

» Sourasky Medical Center in Tel Aviv

 Hopital Edouard Herriot in Lyons

 Hospital for Tropical Diseases in London

* Mount Sinai Medical Center

Agnes Dherbeys / Cosmos for Newseek -
t@ Bumrungrad

It's Not Just Doctors: Bumrungrad is redolent of a five-star ho International
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Joint Commission International
Standards for Hospital

Effective 2003



Jomt CommissiontinternatonalPACCreditation

Jcr iludheviiaves JCAHO (Joint Commission Accreditation on

Healthcare Organization)
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Total : 24 countries

8 countries — 54hospitals

Joint Commission 1 Austria -4
International 2.Czech Republic =2
3.Denmark =6
4.Germany =7

5.Ireland =8
6laly ¥ =3

8 countries — 26 hospitals

1.Thailand = 1
2.China = 2
3.Philippine = 1

4.Singapore = 11 ***

B "-1 . 5.ndia = 6 **

6. Hong Kong =2
4 Jordan =1 7. Taiwan =2

South America

2 countries — 9 hospita

1.Brazil =8 _ sQatar  NEW 1 8. Pakistan = 1* NEW
2 Bermuda = 1 1 countries — 1 hospital ralasia
1.Ethiopia =1 E F =
acific

As of Feb 21,2007
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Joint Commission International Standards for Hospital
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B ACCESS TO CARE/CONTINUITY OF CARE - (ACC)
msmghﬁamsg]ua%fnm/ms@ua%’ﬂmadndmﬁm
B PATIENT AND FAMILY RIGHTS-(PFR) /a@nsgihemaznsauns?
B ASSESSMENT OF PATIENTS- (AOP) msilsziiuermsiil g
LABORATORY SERVICES/U3Ms#iodi§iinns
RADIOLOGY SERVICES/U3M339a3iade
B CARE OF PATIENTS - (COP) /m3quaiil g
CARE OF HIGH-RISK PATIENTS
MEDICATION USE
SURGICAL AND ANESTHESIA
Pain Management and End of Life Care

B PATIENT AND FAMILY EDUCATION - (PFE)/mslxianusungiaazaseun?
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Experience of Joint Commission, USA of 4,074 sentinel events

by the Accreditation Committee, Jan 1995 — 31 Dec 2006

532 Wrong site surgery / N1AANAYNI (13.1%)
" 522 Patients suicides / diliglusingInny  (12.8%)
® 494 Operative/post op complications I 15AUNINTIWINNHINA (12.1%)

= 387 Medication errors / TgNAANAIA (9.5%)

= 303 Delay in treatment / @1821A5N¥TY  (7.4%)

" 224 Patient falls / A8 1NABANANAN (5.5%)

" 153 Patient death/injury in restraints / @1231nN13HNEA (3.8%)

" 141 Assault/rape/homicide (3.5%)

® 125 Perinatal death//loss of function (3.1%)

® 100 Transfusion error (2.5%)

® 86 Infection-related event (2.1%)

® 72 Patient elopement (1.8%)

® 68 Anesthesia-related event (1.7%)

® 66 fire (1.6%)

® 66 Medical equipment related (1.6%)

® 49 Ventilator death/injury (1.2%)

" 686 Other @ Bumrungrad
Ref : http://www.jcipatientsafety.org/ International




Sentinel Event Trends:
Total Sentinel Events Reported by Year
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Root Causes of Sentinel Events

Communication
Cnentationftraining

Patient assessment
otaffing

Availability of info
Competencyicredentialing
Procedural compliance

Enviran. safety ! securnty
Leadership

Continuum of care

Care planning

Crrganization culture

(All categories; 2005)

10 20 30 40 50 60 70 80 90 100

LFRARRND “II'-HI dd
Ref: http://www.jointcommission.org/NR/rdonlyres/ \Ej International



Sentinel Event Alert

lssue 37 - September 6, 2006 Preventing adverse events caused by emerdgency electrical power systerm
failures

lssue 36 - April 3, 2006 Tuhing misconnections—a persistent and potentially deadly occurrence

lssue 35 - January 25, 2006 Using medication recanciliation to prevent errars

lssue 34 - July 14, 2005; Preventing wincristine administration errors

lssue 33 - December 20, 2004: Patient controlled analgesia by prosy

lssue 32 - October B, 2004: Preventing, and manading the impact of anesthesia awareness

lssue 31 - August 31, 2004 Hevised guidance to help prevent kernicterus

lssue 30 - July 21, 2004 Preventing infant death and injury during delivery

lssue 29 - June 24 2003: Preventing surdgical fires

lssue 28 - January 22 2003: Infection cantrol related sentinel events

lssue 27 - September B, 2002 Bed rail-related entrapment deaths

lssue 26 - June 17, 2002 Delays in treatment

lssue 25 - February 26, 2002: Preventing ventilator-related deaths and injuries

lssue 24 - December 5 2001 A follow-uUp review of wrong site surgery

lssue 23 - September 1, 2001: Medication errars related to patentially dangerous abbreviations

lssue 22 - August 1, 2001 Preventing needlestick and sharps injuries

lssue 21 - July 1, 2001: Medical qas mix-ups

http://www.]ointcommission.org/SentinelEvents/SentinelEventAlert/




Sentinel Event Alert

lssue 20 - June 1, 2001 Exposure to Creutrfeldt-Jakob Disease

[ssue 19 May 1, 20017: Look-alike, sound-alike drug hatmes

[ssue 18- April 1, 2001 Kernicterus threatens healthy newborns

lssue 17 - March 1, 2001: Lessons Learned: Fires inthe Home Care Setting

lssue 16 - Fehruary 27 2001 Mix-up Leads to 8 Medication Error

lssue 15 - Movember 30, 2000: Infusion Pumps: Preventing Future Adverse Events

lssue 14 - July 12 2000 Fatal Falls: Lessans for the Future

lssue 13- April 21, 2000: Making an Impact on Health Care

lzsue 12 - Fehruary 4 2000 Operative and Fost-Operative Complications: Lessons far the Future
[ssue 11 - Movermber 19, 1999: High-Alert Medications and Patient Safety

[ssue 10 - Auqust 30, 1999 Blood Transfusion Errars: Preventing Future Qccurrences

[ssue 9 - April 9, 1999: Infant Abductions: Preventing Future Qccurtences

lssue 8- Movember 18, 1998: Preventing BEestraint Deaths

lssue 7 - NMovember B, 1998 Inpatient Suicides: BEecommendations far Prevention

[ssue B - August 28, 1998: Lessons Learned: Wrong Site Surgery

lssue 5 - July 24 19498: Hoard Votes Ta lncrease Time Frame For Submitting Foot Cause Analysis

lssue 4 - May 11, 1998: Examples Of Woluntarily Reportahle Sentinel Events

[ssue 3 - May 1, 1998 Hoard of Cammissioners Affirms Support Far Sentinel Event Palicy

[ssue 2 - March 20, 1998: Board To Review Modifications Ta Sentinel Event Procedures

lssue 1 - February 28, 1995 Mew Publication




Sentinel Event Alert : Issue 6 - August 28, 1998

L essons Learned: Wronqg Site Surgery

m reviewed 15 cases related to surgery at the wrong site
(e.qg. left leg instead of right.)

m A root cause analysis was completed for each of the
events reviewed. Wrong site surgery was most common
during orthopedic procedures (10), followed by urologic
procedures (3) and neurosurgical procedures (2).

= The root causes identified by the hospitals most often
related to communication, preoperative assessment
of the patient, and the procedures used to verify the
operative site.

Bumrun_grad
International



Sentinel Event Alert : Issue 6 - August 28, 1998 - Cont.

Suggested Strategies For Reducing The Risk Of Wrong-
Site Surgeries

The Joint Commission offers the following strategies for reducing the
risk of wrong-site surgery:

m Clearly mark the operative site and involve the patient in the marking
process to enhance the reliability of the process.

m Require an oral verification of the correct site in the operating room by
each member of the surgical team.

m Develop a verification checklist that includes all documents referencing
the intended operative procedure and site, including the medical record,
X-rays and other imaging studies and their reports, the informed consent
document, the operating room record, and the anesthesia record; and
direct observation of the marked operative site on the patient.

Bumrungrad
International



Sentinel Event Trends:
Wrong-site Surgeries Reported by Year
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Root Causes of Wrong Site Surgery
(2005)

Communication
Onentation/training
Patient assessment
Staffing
Availability of info
Competencycredentialing
Procedural compliance
Environ. safety / secunby
Leadership -
Continuum of care
Care planning .

Organization culture

0 10 20 30 40 S0 60 0 30 9 100

Ref: http://www.jointcommission.org/NR/rdonlyres/ Bumrungrad
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Sentinel Event Trends:

Medication Error Events Reported by Year

S. E. Alert #19

“Look-alike/'sound-alike™
May 2001

5. E. Alert # 11
“High-alert meds™ S.E.A. #23
MNovember 1999

“Abbreviations”
Sept. 2001
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Root Causes of Medication Errors

Communication
Cnentationfraining
Patient assessment
otaffing

Availability of info
Competencyicredentialing
Procedural compliance
Enviran. safety / security
Leadership

Continuum of care

Care planning

Organization culture
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Sentinel Event Trends:
Potassium Chloride Deaths by Year
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Sentinel Event Trends:
Patient Fall Events Reported by Year

S.E. Alert # 14 |
July 2000 |
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Root Causes of Patient Falls

Communication
CrientalionAraining

Patient assessment
Staffing

Availability of info
Competencylcredentialing
Procedural compliance

Environ. safety / secunty
Leadership

Continuum of care

Care planning

Qrganization culture
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Staffing-related Factors Identified in

RCAs Completed in 2005

Qrientation & fraining
process

Compelency
assessment process

Adequacy of staffing

Staff superdsion

Shaff shill mix

Mursing leadership
iSSUes

)

N2

Bumrungrad
International



The Sentinel Event Advisory Group

= Annually recommends core and program-specific NPSGs for adoption
by the Board of Commissioners

m Reviews draft patient safety recommendations for potential publication
In Sentinel Event Alert

m Provides advice on the acceptability of alternative practices
implemented by accredited organizations in lieu of the specific NPSG
Requirements

m Recommends topics for future consideration in Sentinel Event Alert

Bumrun_grad
International
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JCAHO : National Patient Safety Goals (NPSGSs)

U/

4
n91l3za9n : Purpose
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;a3 nmsanndsulsanunnuilasanalunms

U V2 |
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: To promote specific improvements in patient safety

133311301 Implement TuilszimaavSgomsmeasuail 2003
uaz413 Implement Juaaiszing aauntl 2006
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2007 National Patient Safety Goals

m Ambulatory Care and Office-Based Surgery

m Assisted Living

m Behavioral Health Care

m Critical Access Hospital and Hospital

m Disease-Specific Care

m Home Care

m Laboratory

m Long Term Care

m Networks

Bumrungrad
International



I ity Goal 205 PR Saisey Goal 208

1.Improve the accuracy of patient identification 1.Improve the accuracy of patient identification

2.Improve the effectiveness of communication 2.Improve the effectiveness of communication
among caregivers among caregivers

3. Improve the safety of using medications 3. Improve the safety of using medications

4. Improve the safety of using infusion pumps (Delete) || 4. Reduce the risk of surgical fires (Add on)

5. Reduce the risk of health care-associated 5. Reduce the risk of health care-associated
infections infections

6. Accurately and completely reconcile 6. Accurately and completely reconcile
medications across the continuum of care medications across the continuum of care

7. Reduce the risk of patient harm resulting from falls 7. Reduce the risk of patient harm resulting from

8. Eliminate wrong site, wrong patient and wrong falls
procedure of surgery 8. Eliminate wrong site, wrong patient and wrong

procedure of surgery

Bumrun_grad
International



2006 International Patient Safety Goals

Goal 1. Identify Patients Correctly

Goal 2. Improve Effective Communication

Goal 3. Improve the Safety of High-Alert Medications

Goal 4. Eliminate wrong-site, wrong-patient, wrong-procedure surgery

Goal 5. Reduce the risk of health care—associated infections.

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

Bumrun_grad
http://www.jcipatientsafety.org/ International



Patient Safety Goals: 2007

. Goal:

. Goal:

. Goal:

. Goal:

. Goal:

. Goal:

. Goal:

. Goal

Improve the effectiveness of communication among caregivers

WAlUU5eANENALRINNTRRANTTENINNE LUNITALas N e l9e

Improve the accuracy of patient identification WRIUINTLSTH LA LUDNADY

Improve the safety of using medications WAUIAMNLRDANAURITZULNNS LT e

v a w

Reduce the risk of surgical fires anansdgsaainIginaanANe lUkaINIAALAZlUNIFINRRANNS

Reduce the risk of health care-associated infections amaT1zi@gNApInsAALTA LUISINENLNA

Accurately and completely reconcile medications across the continuum of care

nunutayauaziunnmsldenradilielignaaiuazasuniu lumsauasnnnsaLilas

Reduce the risk of patient harm resulting from falls.
anans ANt AsUaURsgUadglaa i llunaaInnIsal An UNAN
. Eliminating Wrong site, Wrong Patient and Wrong Procedure of Surgery

1IN UAMNRANARIA LUNITHIAANAAILAUY HAAY WAL ﬁmﬂeztr@
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Goal 1

Improve the accuracy of patient identification
v 1 dyﬂl ' Y 9
iansuarAielvignaos

MABSEE T | I
5899 ‘“‘1 o o
AT | L A
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Goal 1 Improve Accuracy of Patient Identification

w Y zg A Y b4
WannmsuasHialgnaes

1A. Use at least two patient identifiers
- The patient’s full name
- Date of birth
- Hospital number (HN)
Not the patient’s room number
Patient’s wrist band must have
- The patient’s full name
- Date of birth
- Hospital Number
Remark
- Out Patient must wear an wrist band if they have
an invasive procedure
- A patient who can not communicate in English
(green color)

Bumrun_grad
International



Goal 1 Improve Accuracy of Patient Identification

w Y zg A Y b4
WannmsuasHialgnaes

For Newborn Babies:

Two identification will be place on the left and right
ankles immediately after delivery. These identification
bands will contain the following information:

- Gender

- Date and time of birth

- Last name

- Mother’s full name

Bumrun_grad
International



2 Patient’s Identifiers

for safety

Bumrungrad
International
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Goal 2

Improve the effectiveness of communication among caregivers

Y] Aa A A 1 a2 9q Y o Y1
W?’J\IuﬁjigﬁﬂﬁNﬁﬂl@QﬂTiﬁ@ﬁTﬁigw’JTQﬂﬂJE\ﬂﬂﬂ”ﬁ@jllﬁiﬂ‘]ﬂ”ﬂﬂ’)ﬂ

Bumrun_grad
International



Goal 2 Improve the effectiveness of communication among caregivers

oV A A d' 1 = Y % v
wmmﬂ‘szﬁmﬁwammmsaamsszmnwu@ﬁms@smﬁnmgﬂaﬂ

1. All verbal or telephone orders require a “ READ BACK”
process
2. Standardize the abbreviations, acronyms and symbols
used in the hospital
3. Communication tool : SBAR
S = Situation
B = Back ground
A = Assessment

R = Recommendation

Bumrun_grad
International



List of Dangerous Abbreviations

No Abbrev. Intended Meaning Correction

1. [Uoru For Unit Use “ Unit”

2 |IU International Unit International Unit

3. | Q.D. Once daily Use “Daily”

4. [ Q.0.D. Every other day Use “Every other day”

5. | Trailing zero after decimal |1 mg Do not use trailing zero for doses
point (e.g. 1.0 mg) expressed in whole numbers

6. | Lack of leading zero 0.5 mg Use zero before a decimal point
before a decimal dose when the dose is less than a
(e.g., .5mg) whole unit

Bumrungrad
International



List of Dangerous Abbreviations (Cont.)

No Abbrev. Intended Meaning Correction

7. |MS Morphine sulfate Use complete drug name

8. |MSO4

9. | MgSO4 Magnesium sulfate Use complete drug name

10. Lig Microgram Use “mcg”

11. | T.LW. 3 times a weeks or | Use “3 times weekly”
twice in a week

12. | BT Bedtime Use “Bedtime”

Bumrungrad
International
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Patient Safety

"HAND OFF" Communication
To provide accurate information about a patient's care,treatment and services ,
current condition and any recent or anticipated changes to the next care
privider (8).

S B A R

Situation Background Assessment Recommendation

1=
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Goal 3

Improve the safety of using medications

v Y 9
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Goal 3 : Improve the safety of using medications

WenaNNYasaNuve sz 1T

B 3A Remove concentrated electrolytes from patient care units: KCI, NaCl >0.9%

B 3B Standardize and limit the number of drug concentrations used by the

organization

B 3C Identify and annually review a list of “look-alike / sound-alike” drugs used in
the organization and take action to prevent errors involving the interchange of

these drugs

B 3D Label all medications, medication containers (e.g., syringe, medicine cups,

basins)

Bumrun_grad
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Goal 4

Reduce the risk of surgical fires

and NI NTLIVRINMSINAoANNE I UTeIAataz ]l UMTITInDMS
Preventin

Surgical Fires

How 1o protect your patients, your stafl and your Iai:l.rity from getting burnad.

(2007 Ambulatory Care/Office-Based Surgery National Patient Safety Goals)

Bumrun_grad
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Goal 4: Reduce the risk of surgical fires

andasNTaavaINIstnaonnNeluiewwIna tazlumsmrinens

Prevention Measure: Through disrupting the fire triangle,
Surgical fires can be prevented. This is accomplished by
1. Controlling heat sources
Heat sources:
- Cautery
- Fiber optic light source
- Laser
2. Managing fuels

3. Minimizing oxygen concentrations under drapes

Bumrungrad
International



1. Fuels

2. Heat Sources

3. Oxygen

@) auAUs:navnaumsIAnaaaneg lvmsymga / msHuioanis

_.ﬂ]mﬁﬂ

&r
" Alcohol

Qintment  Preps

Gowns Drapes

E

el

Surgical lamp

Floeroptic light

mrungrad
ernational
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surgical fires

anangluwavign ua:lumsvnioanis

Us:AauaIgaudifa Aa

- L
1. AWARENESS = N1TA@I19ATNATESHUN

| i ot
2. PREVENTION - N31u25mideanu

e as di - R
3. RESPONSE - MIUIDIANTILUBINADANND
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Reduce the risk of health care-associated infections

ﬂﬂﬂ13%!&8Qﬂl@ﬂﬂ1§ﬁﬂl§@1ﬂiﬁﬁﬂﬂ1ﬂ]ﬂ

Bumrungrad
International



Goal 5 : Reduce the Risk of Health Care-Associated Infections

ARNNIZLAYNTRINISHALTD LU LSINYIUA

m 5A Comply with current CDC hand hygiene guidelines

m 5B Manage as sentinel events all identified cases of
unanticipated death or major loss of function
associated with a health care —acquired infection

Bumrungrad
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HAND WASHING : REDUCE SPREADING ORGANISMS

vantdauazauiiaflanumun ranwdalauaseruiadanuvds
Paim to palm with fingers inferioced Right polm owver left dorsum and

vanilaiauuile

Rotational rubbing of the right thumb
claspad In the left palm ond vice vemnsa

ﬂﬂm'i.':lua:;nﬁ'ﬂﬂa;'mﬁﬁi
Backs of fingers o opposite palm
with fingers interockad

7

vanseuveis
Around the wrists

Bumrungrad
International

amlarwiiade
Rotational rubbing backwards and

forwards with top of fingers and thumb
of right hand in left palm and vice versa




Goal 6

Accurately and completely reconcile medications

across the continuum of care
v v <K v C 2 v Y Y
ﬂumumaymmzmﬁuuﬂnm{lwwmgﬂaﬂ'lﬁgﬂﬂmuazﬂsuﬂ:m

v A1 A
°lum§g]amsnymmmm
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Goal 6 : Accurately and completely reconcile medications across the continuum of care

v o = ] DR Yy ] o a1 A
‘Vl‘l.l‘n'Jusll?)ﬂq»!a!!ﬁgﬂ'lﬁ‘l.l'lf!‘nﬂfn{!‘Ifﬂ1%9\1@1]'38]11’1%}1’\9]9\1!!ﬂ$ﬂ51|ﬂ31!11!ﬂ15ﬂ!!ﬁﬁﬂ'ﬂ]ﬂﬂﬂﬂ«!@ﬂ

Completely and accurately reconcile the patient’s current medications and
document the information in the medical record

m To prevent medication error
= To improvement the communication among patient-care teams

m To improve the efficiency and effectiveness of patient care

m 6A There is a process for comparing the patient’s current medications
with those ordered for patient while under the care of the organization

m 6B A complete list of the patient’'s medications is communicated to the
next provider of service when a patient is referred or transferred to
another setting, service, practitioner or level of care within or outside the
organization. The complete list of medications is also provides to the

patient on discharge from the organization.
Bumrungrad
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Reconciling medications flow

¢ Admission
¢ Transfer between levels of care

¢ Discharge

B ——

Review Order &

IFD Mursing Motes

2. Tr —|r|-:.I1_.~.r
Physician,BRN Phymman RN, F’harmaclst

/Refer

F‘hyslman RN

Refer n
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Reduce the risk of patient harm

resulting from falls /&
nsandns L venas 1aefl unayisnnisdu an wnay




Goal 7: Reduce the risk of patient harm resulting from falls.

Y ci Vv v Y d' < tlzl Y
aﬂ@muamms"lmmummmmgﬂ'Jﬂmﬂuwamﬂmsau 1D YinayN

m /B Implement a fall reduction program including an
evaluation of the effectiveness of the program

Bumrungrad
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Risks of Falling

m History of falls

m Age >065

m Functional and mobility issues

m Cognitive or visual impairment

m Confusion

m Attached equipments: IV, oxygen

m Urinary incontinence, frequency, urgency
m Medications

m Postural hypotension, dizziness, vertigo

m Decreased peripheral sensation

Bumrungrad
International



Goal 8

Eliminating Wrong site, Wrong Patient and Wrong
Procedure of Surgery
doanuanuAanaialumsinaRan uriUs
Aany taz Aaszinn
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Goal 8 : Eliminating Wrong site, Wrong Patient and Wrong Procedure of Surgery

doanuanuAanaInluMINIAaRAMUTIHY AaaY taz Fadszinn

m Universal Protocol

m Bumrungrad International assign this Goal to be Goal 8.

Step 1: Verification Process

1.2 Preoperative check list should be reviewed

m Relevant documents
(H&P, informed consent)
. Relevant Image: X-rays, etc
m Any required implants or special equipments

Bumrungrad
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Goal 8 : Eliminating Wrong site, Wrong Patient and Wrong Procedure of Surgery

doanuanuAanaInluMINIAaRAMUTIHY AaaY taz Fadszinn

Step 2 Marking the operative site

Procedures require markings:

m Organs with left / right distinction

m Multiple structures: e.g. fingers, toes

m Multiple levels: e.g. spines

Procedures not require marking

m Midline sternotomy

m Caesarean section

m Laparotomy

m Laparoscopic surgeries
m Cardiac catheterization

m Procedures through body orifices

Bumrungrad

m Emergency cases, in which delay may endanger patient’s life @ International



Goal 8 : Eliminating Wrong site, Wrong Patient and Wrong Procedure of Surgery

doanuanuAanaInluMINIAaRAMUTIHY AaaY taz Fadszinn

Step 3: “Time Out”

Verification among surgical team
m Correct patient

m Correct procedure

m Correct side / site

m Correct implant and instruments

Step 4. Check Imaging Data:

When physicians will refer to pre-existing images, facilities must
ensure that two members of the OR team have confirmed that the
images are available, correct, properly labeled and properly presented

Bumrun_grad
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Patient Safety Program at Bumrungrad International

2003 - 2006

m  Patient Safety Committee
m  Patient Safety Working teams for each goals

2007

m  Patient Safety Culture Survey 2007

m  Bulletin Board : Question & Answer

= Mascot Competition

m Patient Safety Walk Rounds

m  Promote Patient Safety Goal 2007 - Poster

Bumrungrad
International



Culture of Safety in Bumrungrad International

1.

Y d
auuagmwumsswammv;msm Near miss 1a% No harm Incident
] ] "\ Yo v
Tagmsinadlny auasulvimaslalunissigay

a3 19 IUUEIININMIISEUITINAUDINANUAANAIA 1TUVY 1Az
aanuaszriinlusesnnuilasasavedihe

andumsud v uaztleanlilvimas Jagns
3.1 YSudagunszurumsmau

3.2 Wneusu
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Communication and Coordination of Patient Safety Program

Bl Governing Board

Medical Executive Committee

1 Quality Management Committee

Patient Safety Committee

NOIrKIiNg team

Working team

Incident
Report

Goal 2

Working team

Goal 6

Working team

Customer
feedback

Working team

Goal 3

Internal audit

Working team

Goal 4

oal 7

Norking team

Patient Safety
Walk rounds

i

Goal 8

Working team

Standing short
meeting d
International
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Promotion: Poster
w
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“SAnsvudie saumaudnile dielaaanu”

G“Al ‘I Warunnnsuedieihalugnaas
lmprcve the Accuracy of Patlent Identification

"HAND OFF" Communication

To provide accurate information about a patient's care treatment and services ,
current condition and any recent or anticipated changes to the next care
privider (s).
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Situation Background Assessment Recommendation
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Patient Safety Walk Rounds










B350

e

1. Patient Safety Walk round every quarter

~ &
2. Internal Audit system (‘IJ@% 2 A3Y)

W

%951

1. S2UUMINENURLAKANEIY (Incident report )

2. 531111%’11@31%’9@681&@51 (Customer feedback report)
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Bangkok, Thailand
has been

Accredited

by

Joint Commission International

which has evaluated this hospital
and found it to meet the
international health care quality
standards for patient care
and organization management
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