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W: Patient Care Processes

P1 Patient Identification

P2 Communication

‘1:-‘5;* i AR TudusavArUNIWANIUWEILAE EodnTsuniou)
- #‘ﬁ The Healtiear & &Lcreditakion el ibed ¢ (Pubiis Orgasdrationd

P21 Effective Communication — ISEAR

P22 | Communication during Patient Care Handowvers

Communicating Critical Test Results

3
P24 | Verbal or Telephone Order/ Communication
& | Abbreviations, Acronyms, Symbaols, 8 Doses

and Proportion Designation

P4 Preventing common complications

Reduction of Diagnostic Errors

P41 | Preventing Pressure Ulcers

P42 | Preventing Patient Falls

=
aawn Il
n3zUINNIIALA BE]IJ'JEI

-1 PSRN ASLTISULINIS
=Y U

1-2 msﬂszm%gﬂw

NI-3 N19219LH

-4 m‘s@luaé’ﬂm

-5 mﬂﬁ'ﬁ'agauazm’%uwé’a

11-6 m‘sgua@imﬁao

PS5 Pain Management

P51 | Pain Management in General

P52 | Acute Pain Management

P53 | Safe Prescnbing Opioids for Chronic Mon-Cancer

Patients

P54 | Management for Cancer Pain and Palliative Care
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Definition of Diagnostic Errors

Author

Definition

AIMNRNE

Mark Graber

Medical diagnoses that are wrong, missed, or

delayed

N15INRINNSLNNTNRANAIA LATUAIU
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81U

Hardeep Singh

A breakdown in the diagnostic process and a
missed opportunity to have made the diagnosis
more accurately or more efficiently...regardless

of whether there was patient harm

Breakdown lunsguiunsiiadelsa wagnns
wanlanmaiaglinisidadelsnlagnaeansed
Uszdnsnmganda lidesiindunsesagiae
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Gordon Schiff et al.

Any mistake or failure in the diagnostic process
leading to a misdiagnosis, a missed diagnosis, or

a delayed diagnosis.

Mistake %39 failure lunszulUN1SILNLLSA
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Institute of Medicine

The failure to establish an accurate and timely
explanation of the patient’s health problem(s)
or to communicate that explanation to the

patient.
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AVERAGE INDEMNITY FOR TOP HVE CHIEF
MEDICAL FACTORS (2008-2012)
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Improper Diagnostic Error No medical Fallure to supervise Fallure to recognize a
performance misadventure or monitor case complication of
treatment

Among the top five chief medical factors by closed claims,
diagnostic error
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DIAGNOSTIC ERRORS—AVERAGE INDEMNITY FOR
TOP FIVE MEDICAL SPECIALTIES (2008-2012)
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Ob/Gyn Surgery

Among the top five medical specialties for claims involving diagnostic
error by closed claims, radiologists ranked first and Ob/Gyns resulted

in the highesboayaifaamydsmHatiy BaYINBRtngs You Could Do Tomorrow




Conceptual Model of the Diagnostic Process

Overview of Diagnostic Error in Health Care

Failure of Engagement Failure in Information Gathering

Failure in Information Integration
Failure in Information Interpretation

K%' verpr 19¢.
g \nterp @tab%b%

Patient Patient The
Experiences | Engages Diagnostic
a Health with Health

Problem Care System Process

The explanation
of the health
problem that is the diagnosis Learning from
communicated
to the patient

Failure to Establish an Explanation for the Health Problem
Failure to Communicate the Explanation

The Work System
» Diagnostic Team Members
* Tasks

= Technologies and Tools

* Organization

» Physical Environment
* External Environment

Communication

of the Diagnosis Treatment Outcomes

The planned path Patient and System
of care based on Outcomes

diagnositic errors,
near misses, and
accurate, timely
diagnoses

Time

Source: Institute of Medicine. Improving Diagnosis in Health Care. Washington, DC: National Academies Press:
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In fact

In fact everybody,

tneluded You anol | do not want

any unintended or unexpected inctoent
which could have or did Lead to harm
assoctated with healthcare

, and bn fact harwm can happen.

World Health Organization
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Duck or Rabbi

-
®
&
=

L

R

L]
O

T




What do you see ?

One or

ZELRTT, 4
e St cars?




External factors and insufficient information can trick
our brain .......... distract, confuse, or mislead us

: One van
iilr_ "ﬁ"' 7' g witn
Goroptinmsls o, o b '. painted
——— green
car on
Its side?
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No-fault error
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System-related errors
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Source: Institute of Medicine. Improving Diagnosis in Health Care. Washington, DC: National Academies Press:



Cognitive and System Errors

A21uAANAIN T UNISAAYUIZUIANE (cognitive errors)

14 ] a %
VAUNNIDILNEINUIEUUY (system-related flaws)

2ARYBINTITUBITUKAY (hindsight bias)
NAYRINIININUANTDU (framing effect)

AURANAIA IUUIUN (context error)

N135A7Ued3U (premature closure)

Udy99930 (mental habits)

AuadeY Lidimara (possible prejudices)

A1STUBBU (predilections)

nszuUMsIilvAnNan1eAaiin (clinical reasoning process)
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Human Factor

Humanis Err

a‘tyswﬁ qn"gﬁqa (14 ﬁqmﬂu 2563) ﬁgll%’m PIAA (2014). Minimizing Diagnostic Errors: 10 Things You Could Do Tomorrow




Individual factors that
predispose to error

" Limited memory capacity

" Further reduced by:
* fatigue
¢ stress
® hunger
¢ illness
* language or cultural factors
® hazardous attitudes

Human factors principles
remind us that:

T
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A performance-shaping factors “checklist”

| lllness

M Medication: prescription, over-the-counter and

others
S Stress
A Alcohol
F Fatigue
E Emotion

Am | safe to work today?

" Erroris the inevitable downside of having a brain!
" One definition of “human error” is “human nature”



Situations associated with an
Increased risk of error

" |Inexperience”®

" Time pressures

" Inadequate checking
" Poor procedures

" |Inadequate information

* Especially if combined with lack of supervision

e —



Human Factor Engineering
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Adverse Event
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System Improvement

Long-lasting Solutions
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f9nunngvinlatNaan Diagnostic Errors
o Follow

Listen to ordered test

patient ¢ _ _
Speak directly with those who

o
Matient as a partner provide test result
= o “; Diagnostic
O Decision e G
Support Y
6 Second _;:-I: AVO I_d
opinion cognitive
error

Em r coll e . . . .
@ power coticagu Differential diagnosis

mi,’aywﬁ qn“gﬁf]‘a (14 ﬁqmﬂu 2563) ﬁ?‘ﬂmﬂ PIAA (2014). Minimizing Diagnostic Errors: 10 Things You Could Do Tomorrow
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Incident Reports From March 2018 To May 2021
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Patient Safety Goals w38 Common Clinical Risk Incident

B Safe Surgery [ 'nfection Prevention and Control
Medication & Blood Safety |l Patient Care Process
B Linc, Tube & Catheter and Laboratory [l Emergency Response

W ﬁ

Patient Safety Goals %58 Common Clinical Risk Incident
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20000
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Misdiagnosis or

delay diagnosis
AUNAAIN
CPP301 guLLidizﬁu G,H,l 291 55 51

7 240 48 20.00

Misdiagnosis or delay diagnosis
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Characteristics of RCA

® Review by an interprofessional team knowledgeable about the processes involved

in the event

® Analysis of systems and processes rather than individual performance

® A deep analysis using “what” and “why” probes until all aspects of the process

are reviewed and contributing factors are considered,

® |dentification of potential changes that could be made in systems or processes to
improve performance and reduce the likelihood of similar adverse events or close

calls in the future.
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1. Story & Timeline

Before the After the
Accident Acciden
>|

5. Creative solution

How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?

DEFENSES



AT Tudus S0R A WS W e IUEa (e s uriou)
The Healitear ¢ &0 e ditasion i ibed ¢ (Pubis Cr-gasdratiom]

Purpose ) Design Learning
How to prevent it? A ‘:
How to make it better? {?0 ‘~oo
How to detect it earlier?
How to do it earlier?
How to do it more appropriate?
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Presenter
Presentation Notes
The most energetic approach is what HA learns from the national quality award’s systems approach (TQA/MBNQA).  We call this as 3C-PDSA.  The three Cs are C-context, C-core values and concepts, and C-criteria or standards.  The context needs to be applied at all levels, organization, unit, clinical population, and also for each standard.
The three Cs guides hospital teams on the way of thought.  The PDSA is what we are familiar with: Plan-Do-Study-Act. A more generic term for PDSA may be Design-Action-Learning-Improvement.  Much emphasis is put on the Study or learning. The PDSA guides hospital teams on action and evaluation. 
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liver injury, iliocolic injury, ilium perforate
right hemopnuemothorax, lower lung injury, tear pulmonary trunk
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L dadawaralunisidastelsa (Diagnostic error) (IOM)
" Missed diagnosis
" Wrong diagnosis
" Delayed diagnosis
 dreqyetals
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Qs vadenadns
" % NSATIA autopsy 79ilafL@ definitive diagnosis t&NeiNgbi L@
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ANLTOHA ) (Myths) LNEINY Diagnostic Errors

: L'i'flajﬁﬂmumﬁmﬁ (They don’t happen here.)

. ndlezlsianann Ausaaaalagu (f something went wrong, | would hear about it.)
: Li’l%’ﬂﬂ’]iﬂig%’]ﬁ@&m%@ﬂuﬁ’a (We are already dealing with the problem.)
WuSesdudeuiuninazdila (They are too complex to understand.)

: L’f]uﬂmumﬁuamwmé (That’s the physician’s problem.)

O OO A WO N -

: i’ha@u’%imﬁ%ﬁaﬁﬂﬁﬂmn 1512¢gnWas (We open ourselves to liability if we look
too hard at diagnosis errors.)

7. winezlslilavsen (There’s nothing we can do.)

8. unndwintufisiunumlunisidaselsa (Only physicians play a role in diagnosis.)

www.improvediagnosis.org/?page=Myths




e —— e

AMTUSUSDOAMUNTIWANIUWEIUIS (DOANISUKIEU)
The Healthcare Accreditation Institute (Public Organizatian)

e ynnsataelsaludeyadrAgdmiuniseanualinisal

® Problem list & patient care plan

e nsiviuALazEesns red flag Wy free air
® Differential diagnosis

*  NNSFRENIHATAAMINNANINIIDITITY

® Trauma activation system

® Patient monitoring

® Guideline development L%u vertigo

o (4 a w2 v a 6 a
%‘W.G‘l«ql.’)@]% ?qlﬂ‘li@]f]'a 14 WO HN1AY 2564 Liﬂ%gﬂ"ﬁ’“ﬂi’]t‘ﬂﬁﬂm(ﬂﬂlE]\‘iﬂ'ﬁl,ﬂ@’lﬂ’ﬂ



	Workshop: การวิเคราะห์หาสาเหตุของปัญหา (Root cause analysis: RCA) กับมาตรฐานสำคัญจำเป็นต่อความปลอดภัย กับผู้เชี่ยวชาญ”�
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	ไม่มีใครอยาก Diagnosis Erro
	Slide Number 12
	Slide Number 13
	Duck or Rabbit
	Slide Number 15
	External factors  and insufficient information can trick our brain ……….distract, confuse, or mislead us
	Slide Number 17
	Slide Number 18
	To Err is Human
	Slide Number 20
	Human Factor Engineering
	Slide Number 22
	ข้อมูลรายงานอุบัติการณ์ปีงบประมาณ 2564 �ณ วันที่ 25 มิถุนายน 2564
	ข้อมูล ณ วันที่ 7 พ.ค. 64
	Slide Number 25
	Incident เกี่ยวกับการวินิจฉัยคลาดเคลื่อนที่รายงานเข้ามาในระบบ
	ข้อมูลรายงานอุบัติการณ์ในระบบ NRLS ในช่วง 1 ต.ค. 63- 15 เม.ย. 64
	Characteristics of RCA
	Slide Number 29
	Slide Number 30
	แลกเปลี่ยนเรียนรู้จาก Incidents
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	มุมคิดจากผู้เชี่ยวชาญ

