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aoun Il s:uuvudAnyzovisowsiuia (Key Hospital Systems)

lI-1.2 N1SUSHASAOWIAENIA:A0WUaOANE (Safety and Risk Management)

avANsSHTTADUIRITS-uUUSHISAUIASIa-AUUaanNBNDUS-AnSwala=Us:aiuganndadnu IWadnanN1sAUIFeNIazasandudasnng
INWJoe/ySuwayiu yunansia=giuidou

n. Vornuanolu

naqnénmudaamﬁaﬁ'ﬁnéng'\ué'méu Thailand Patient and Personnel Safety Goals, AsdanisauRnIsninlswa
AMNlU:LVOIOIANSIBIEW WHO's Global Patient Safety Challenges, ASSIENNU MSAUAU MSSIASTEH
WHQO's Charter on Health Worker Safety a1k (RCA) NsUSuUsy AnsAodns
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aaun 1 nwsowzavmsusHisovAns (Organization Management Overview)

misUpguams (Operation)

| - 6.1 NszUZUNISAWIU (Work Processes)

avAnsHlAiBausninisaaniuu 9ANTS a:USUUSINISIAUSNISEVNIW/NS:UIUNSHWIUNEIANYSIUTINS:UdUNTISIANISISEUNISEOU
nwAaln IWodiuauAruANngUos/gSuwadiu na:mikevAnsus:aunoudnise

msSuWiyUosiiazgSuwauu [1-3.1 0] V. N1s?Anasia=usuudsins:uounis
+ 1
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AOUUaDANY ADIUAEDIND JARNUNIW ADIENEU aduatunisiulanswensastu

ﬁS:UUUﬂ'\SF]OUF]UIO'nH'IS .
uleue s:08UUAGH oNasUfUANTSU 9 A. NMSIANISAIUNISISEUNTISAOUNIAAUN

v

- — nNsuSmIsIANIsIazNNURIa
a““*":"‘lm"‘""“'t“k’” Itor s:uUNNSIANTSIIa=AURIA NSUURNKANZU

 WSuwavw ¢ ASWRAARNR IDUALIVUVOUS:UUACUNTW LSUNNS
oUANSUS:AUAWANIS? Wnousubdousoulunianssunnunw/Aoulasnrie

\. J

64 RSP IUALAEUSMSFUNN AUUT 6




Training Risk & Trainee Risk

WLYARINTHNNEDY NTBNUUUNANGRT IPE

o Training Risk Trainee Risk
ANWB r 4 da e
(ﬂ')'l&llaﬁﬁlﬂ"lla\‘]ﬂ'liﬁﬂaﬂi&l) (ﬂ')'ladlﬁilﬁﬂlﬂﬂﬁ]'lﬂﬁql] NOUIN)
AYNULEBENNARIN "ATEUIUNIT TTUU %30 AULTEINAAIIN "AANYIUE AN N %39
AMNKNY ANNLINGRN" YBINTHNBUTILLY Tovdwaldy | waRnssu" vasdrnausuLdaruAna JaanadwaldesarUle
sannde (§U7e §lnaeu ARnausy) VIORDFIENNIUTULEY
2aULYA \B935UU (Systemic) uay 18alAT98T19 (Structural) | 1WsyaAa (Individual) uag WWevinwe (Skill-based)
[ 1 = 1 29 4 a & R4 1 o/ aa g
« dndrunliwanzan rnasudoaiiuly) « 4alug | - Uszaunisaldes/Liteawa « aainyenepadnnugIy -
GRIYY @!‘V‘ﬁ n N3NNI (Fatigue) » angaslinsaunau | n1sandulaniianaindiuyana « Msbivfianudunau
- szuuimiugualiiany « gunsaldnaaclindeuld | Wnsgiu - AnuwmillagamisaaATERdILYARS
« | AMuHeesa Patient Safety MNARINAUUNNSIBY | N15LAA Patient Harm %@ Error fiinainnsujjunsnu
HanIcnuvan -
VBITTUY Tnensavaninausy
2,21 n1sUiulsauleute MIdiatiliemsyininu s | AMSINNSIAUALALRNIZII8 N15IRLUSUATUNSHNBUTY
DN Y

VINweLiain N15UTEluANNEINNTINDUNTUURIS
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Training Risk & Trainee Risk

lagyialuualuuTunves Patient Safety @191 "Trainee Risk" dN3zgnRAIINTT AUEEINRRNIW/ATNANY
1ugiUae LesnvinvinwenseUseaunsal

ULAhUUSUNTINAITU WY N153ANTSAANULEANUYAAINT (HR Risk Management) %138 81%aunile

(Occupational Health) f131 "Trainee Risk” 9¥A5aUANHAY AMNLEEINARTUNUAEENIUBY Ag
1. ANUEBIRIUAINUFANBNIINIEATN (Physical Safety Risk)

® Needlestick Injuries

® Exposure to Infectious Disease

Physical Strain/Injury

2. AULEYIAIUANNUADANINI9N LALAZDITU (Psychological & Emotional Risk)
® Burnout Lay Stress

® Moral Distress LLaZ Trauma

® Shame and Blame

elvnisdeansiianuududuazliequiaie arsldmmanizizaniionainnudswagisoulnenss wu:
Trainee Occupational Health Risk, Trainee Well-being Risk, Trainee Psychological Safety Risk

UN.DYINU ANYANE “Training Risk” @ AMTLANYAERTASIITNYIUNE (8 SUINAL 2568)




Y 1 (~4 o Y p=|
alagvlszianaINUasangaInnISLIgBNITEDW

snfuraudssiinannsnaunauszsing aruliduirsvesdiBou fu aAnududeuvasszuunisguaguaw
1. ArandsednuauAaInAEaun1ee) (Medication Errors)
*  nsmualinaeRanain msiududianuianain Msuiniseriligndasanaduniy/sas
2. ﬂ'a'lau?imé’ﬁuﬁg'umunﬁﬂﬁﬁaLLazﬁnwz (Procedural and Skill-Based Risks)
©  arwRawaaluinonts 0191illg madadie vide mavaidudaiieibe
*  anuAanaralumsianaieiesdiounnd: Tiedasdielsigndes, liwIougunsallimen, vionsuudeuveseiosiiofiiiunssnite
* N3NNIz Msldanunsasuidyanaiaun1ieninaswediie (Clinical Deterioration) Lowiuyiae
3. anudsedunsdoansuaznisvinauduiin (Communication and Teamwork Risks)
o arwlidanulunsdesiotioya (Handoff Errors): iilefinsiasung viewdsuggua
o anuunndaslunsTenuaNaieg: duaflnzsenudyaadunseriornuinarewmues
*  msdeansfugine/aseuniaitlimanzau: msliteyailigndes, liasud, vielidilaviunausdosnisvesiae
4. amuidssdunnsiuiindayauazianans (Documentation Risks)
«  nistuiindeyaiilinsudunsesndn
*  nistuiinddsmsinuitligndes: mstufindidsiimnma riensinumdwesaouiianain
5. Auidesfutladeuyed (Human Factors Risks)
*  anuwilosd1a1nniney (Fatigue)

*  nsUANsAMULantieana (Inadequate Supervision)
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W | (W A ] =] 6 o Y
AIDENIRCANNTIINANAIN L%ﬂﬂi%ﬂ'ﬁ'&lﬂaﬂﬁ&l LNNgUsza1uIn

1. 8183n73U (Internal Medicine)
* nslddreatuviasnidanaidiunans (Central Venous Catheter - CVC)
° nfmﬁmﬁﬂmj'mﬁm/ﬂziaaan (Paracentesis / Thoracentesis)
* nszlvdunas (Lumbar Puncture - LP)
*  N15AANTSNILINGARNLAU
2. AaenIsy (Surgery)
* nsHnfnYeIisuulle/daenany (Laparotomy / Laparoscopy)
* msldvievremelanaznisguaniupunigla
*  NI15IANTITNTIILLADADDN LUTBIHIAA
. mi@u,ammmaLLazm%ﬂaaﬁ’umﬁam%a
3. fg]au%l,'nmﬁu (Obstetrics and Gynecology)
° miﬂaamgﬂLauLLazmﬁB\iflﬁﬂﬂaaﬂ (Cesarean Section)
* Jinan1slutasnasn
* AsHRntudInsIu (Pelvic Surgery)
*  A15ANNITNITANLADALRYUNAY




W 1 (W A ] =] 6 o Y
AIDENIRCANNTIINANAIN L%ﬂﬂi%ﬂ'ﬁ'ﬁlﬂﬂ‘ﬂﬁ'&l LNNgUsza1uIn

4. AU13IYNTIU (Pediatrics)
°  NsANIAULAZA1SUSUISENTULAN
*  mslddnealunasnaanazn1sianziaan (IV Access / Venipuncture)
*  msldvietaemelalunisn/ianian
* mszlvdundslunisn

Jasusaufiiunudes:
m'mL?imméwﬁazw%mmqwmsﬁmﬁa:
e anuuiiaudn (Fatigue)
*  A17¥3ngR (Acuity)

® Inadequate Supervision




= ¢ o A . . @ 1 v
ISOL?EI%LLW‘V]El&lﬂ’ﬁﬁ]ﬂﬂ’lilﬁaﬂ Tralnlng Risk 1%@]’3':9\39%“@’3

frag1eNanIsaNIssannIsFanianasdsnlnuAknaneunnglses11mu
o msugEasauREI/aNNlaanAE Bake round Wilhaswwnuikndns/unngdlszanunn
*  nsHANTaNNLWKKID simulation
* n1SHNTaNA Situation Awareness
*  MIANUALANITINUAANIS
* nsasresau / Jused / TRanuiunay naweiiwnsawaalil
* mslwedSnm
o msnunmuFIilarindnlluan
® Morning Conference / Case Report
® Interesting Case Conference
® Incident Review
® Review of autopsy, CT autopsy / virtual autopsy, postmortem biopsy
® Morbidity Mortality Conference (MMC)

® Clinicopathological Conference (CPC)
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A & o . . :
NSLNAAMNLTN DI AN Training Risk Management

Orientation *  nmsdgaibmaunnglszantnwlna laadiiagai3es Quality, Risk, Safety

(>

° A a aa = 1 A 1R
Data Integration ﬂ']ilﬂfa&ltﬂﬂNﬂﬂ@ﬂﬂ%ﬂii&ﬂﬂﬂ?%ﬂ'\ﬂﬂa%ﬂ (7] ﬂlﬁ]%qqlﬂﬂlﬁ@(!ladwa

6 @ A 6
szdia) ﬂmzuuﬁ’agaqummsm

~ [[P-N ¢

o ~ . .
Diagnostic Error ° ﬂ’liagﬂ [ Uwnnavuani1Ias LWadNU Diagnostic Error

9

{ A P2
Medical Record Review ﬂﬂiﬂﬂﬂ’)%t’)%%’zlﬁﬂ%Lﬁﬂﬁ%‘Vi’]QﬂGlﬂﬂ%'ﬂﬂ%ﬂﬂi'@luaBqll‘.IJ’JEI

° 1 o Q = | =Y = | = H o 1
Sharing RCA Results N1959471 RCA ﬂ‘.iJ‘Yl&Iﬂ‘Ir‘iﬁ'll"ll'll’J%’l?liW WIDHOFIINAaN1I5VIN RCA lund1maadg
v =Y U (-]
UANE AN N FREIDIIBITNNLN 81D DISUNIIL

*  ATWHINAVDINITTII RCA $30NNITINNUNINNIIAALN v[ﬂgimsa]%’uﬂ‘ga 12

System Improvement

-V [ 6
211 u,a:ﬂszmumsﬂsuﬂﬁgﬂwsmuaaﬂm

] o A A a A { ¥
Communication . NMIPRINAVDINTIINT RCA #A39NINIINNUNINNIIAAWN ﬁami‘lmﬁnamu

Embed in Daily Operation sunsu danldlwifinnsil)iitewiszdn uazvinliing Team Awareness
Team Awareness

I 3 A A A A1 A A
DYNIANILAND i NITUULAD BN ILDDND

. . . . ¥ =
GOTENNETITEN TN ¢ (Is Human Factors Principles 121 l#32uUn1513gwn13d@an
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Definition of Diagnostic Errors

) Q L7 | dl
m‘nmmzlﬂmuwlqwmwwaa Wilaen

— HANAIA (wrong), -
Taiasuaan (missed), a121 (delayed)

Gordon Schiff et al,Mark Graber

(Y]
ATNANLAA L1 4 oee e o 5 . : o
natalanianazlvnisinonalsale ANLRA2 IWNI1TFDEITA19DLNY
A3ZUIBNIT N M S T o
S anaaInIaNlsEaNsNINEININ Yayvingannungie
AManalsa “
Hardeep Singh Institute of Medicine
Hardeep Singh

aaLAad kM s dyrIgunIn
—> —

U1 ¥ ¥ -
UaJ I’d‘ﬂ’a ﬂlﬂgﬂ@la\‘l MANIENULIAN

Institute of Medicine

ms%ﬁaé’aiiﬂﬁgﬂél’m (accurate diagnosis) 794 precise & complete (H51UazLDYALNEIND)

winzAURAT (timeliness) Tufvannizvesdiisuaznaiifeddifiensidadelse

Jayyngunw (health problem) inclusive ni7 diagnosis anasailufetlideidss enmsisunaunsléiinuni (ADL)
n1sa3unetlyiguniw (explanation of health problem) dod1dasosutsdnyvniiintu uwardoansliaesunny

a

uw.auﬁy@uﬁ angana (18 Jurau 2564) “Enhancing Trust by Reduction of Diagnostic Errors” @ 21th HA National Forum
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1sztnnua9 Diagnostic Errors

No-fault error

o A 1 = 6 A
¢ ‘]j'il'ilEl‘ﬂi’)g%aﬂtﬁ%aﬂﬁ‘iﬂ?ﬂ@&ﬁﬂﬂLLWVIEI‘W??J

01N NEIUIA

¢ Atypical disease presentation

o U 1 LYX'y = P
¢ ﬂﬁ]ﬁ]ﬂﬁ]ﬂﬂﬂﬂ')ﬂ LD ﬂ']{l‘lﬁ‘llaﬂﬂﬂﬂa']ﬂlﬂaa%

danatnaanuszuy (System-related flaws)

Yayrinisdaansuaznisdszawewinan1saua
dl (= | "\ =)

nszUIRMIN LAY sz aNS AW

Taniawnaia

Janduaiasiia
Tavinisianieg
NINNUARAKNBEIEWINNITHNa LT
‘Tadaansd’ 3% A3L3I3U N132971% N3
SUNIBENIS EMR ﬁsjd &N

Error AAIBEINIIALNG in isolation
WAL UATINIZHAMNANNS N L2
2921 BI52UUN IHLNA cognitive error

aNuRaNaIaluwN1IIARUIZNIana (Cognitive errors)

aANYaINIINAILaNUAI (hindsight bias) 2
NaYBINIINIRWANIAY (framing effect) '*
AAUAANA1A LUIUN (context error) *
ﬂ'liﬂ";%a‘gﬂ (premature closure)

NHYVDIIA (mental habits)
°o_ A 1 . A

AINALD Y 1NNLﬁQNa (possible prejudices)

aulibaLd e (predilections)

ﬂifo’)%ﬂ’ﬁ‘lﬁmqwaWNﬂaﬁﬂ (clinical reasoning process)

Source: Institute of Medicine. Improving Diagnosis in Health Care. Washington, DC: National Academies Press; 2015.
Minimizing Diaanostic Errors: 10 Things You Could Do Tomorrow. PIAA. 2014
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Cognitive Bias and Diagnostic Errors
among Physicians in Japan: A Self-Reflection Survey

No. Type Count Percent

1 Thoracoabdominal vascular disease 15 11.5

2 Cancer 13 10.0

3 Acute coronary syndrome (ACS) 8 6.2

4 Appendicitis 8 6.2

5 Peritonitis 8 6.2

6 Cardiovascular disease (except for ACS) 7 5.4

7 Stroke 6 4.6

o anMsmsanunil WigTu swosum lémsoly Metabolic encephalopathy 5 3.8
«  anhwamsfinun i 1gusyloantu swaosasoghals | Central nervous system (CNS) infections 5 3.8
Skin, bone, soft tissue infection 5 3.8

o hnosadougtheifadolsamanibnmumu |
.« waRuuandsuls:aunmsalifetadad

This cross-sectional study aimed to clarify how cognitive biases and situational factors related to diagnostic errors among physicians. A self-reflection

guestionnaire survey on physicians' most memorable diagnostic error cases was conducted at seven conferences: one each in Okayama,
Hiroshima, Matsue, Izumo City, and Osaka, and two in Tokyo. Among the 147 recruited participants, 130 completed and returned the questionnaires. We recruited
primary care physicians working in various specialty areas and settings (e.g., clinics and hospitals). Results indicated that the emergency department was the most
common setting (47.7%), and the highest frequency of errors occurred during night-time work. An average of 3.08 cognitive biases was attributed to each error. The
participants reported anchoring bias (60.0%), premature closure (58.5%), availability bias (46.2%), and hassle bias (33.1%), with the first three being most frequent.
Further, multivariate logistic regression analysis for cognitive bias showed that emergency room care can easily induce cognitive bias (adjusted odds ratio 3.96, 95% Cl
1.16-13.6, p-value = 0.028). Although limited to a certain extent by its sample collection, due to the sensitive nature of information regarding physicians' diagnostic
errors, this study nonetheless shows correlations with environmental factors (emergency room care situations) that induce cognitive biases which, in turn, cause
diagnostic errors.

https://www.researchgate.net/figure/Top-10-final-diagnoses-among-all-the-most-memorable-diagnostic-error-cases-collected-n_tbl3 360159593




Next-Day Trauma Meeting Review (Orthopedics)

InUTLIR/M523319N18 LallNeane

A&E diagnosis Orthopaedic diagnosis Change in treatment

Inadequate history/inadequate physical examination

. snesundfanTuusinvilegvislil

Achilles tendon rupture No rupture =
P P o JmsnunudeyaliTuvsnennsuudvesiinathls
Fracture distal radius No fracture e uaheiludh IalsuUnsuumavinuethals
Fracture 4, 5th metatarsal No fractures Plaster removed
Supracondylar fracture elbow No fracture Cast removed
Septic arthritis wrist Old wrist fractures with degenerative arthritis Antibiotics stopped
Distal forearm laceration Tendon injury Operative
[njury to hand Fracture hamate Plaster

Between August 2002 to December 2002, 503 patients referred from an intermediate-sized emergency
department of a district general hospital in the UK were prospectively reviewed. The casualty notes and plain
radiographs were presented by the on-call senior house officer (SHO) in the morning trauma meetings and
discussed by the members of the orthopaedic department. Some of SHOs in the accident and emergency
department had no previous orthopaedic experience. They were asked to keep notes and plain radiographs of
all the patients seen and referred to fracture clinic in a separate box.

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2121291/



gazszdannnuniwlagly Safety Dx Instrument

e A o < P A v = aa o A A& M v a aa o
1. ‘]_Iig"Jﬁﬂﬂ%ﬂﬂl?ﬂ\‘]’ﬁi%%ﬂﬂ\‘]ﬂ']‘i')%ﬁ]ﬂ)ﬂ‘[iﬂa%"ﬁ\‘]vla\lvlﬂQﬂwa']imqi%ﬂizﬂquﬂ'\iquﬂaﬂ‘[iﬂ
' A o = Y1 A v = aa o A K M v a aa o
2. ﬂ']‘i@li')ﬁ)‘i']\‘iﬂ']ﬂﬂu%‘nﬂlquﬂ'ﬁ‘lﬁuﬂﬂﬂﬂ']i')%ﬁ]ﬂ:ﬂrﬁﬂa%eﬁﬂvla\lvlﬂfq]‘ﬂwaqimqiuﬂsgﬂ')%mi?%%ﬁﬂ‘[iﬂ
C o — , : &
ﬁaa&aﬁlﬂﬂiquiquﬁ]'\ﬂﬂigqm N1IEIIVINNNE Llagﬂqsﬂuﬂ'ﬁ%Laﬂaqig%(i?Nﬂ\iNﬁﬂ'\i@li?ﬁ]ﬂ'\ﬂ

g

Y a e v aAa aa A o 1 ¢ ~ o e . . . U1

#auluians S98INgn wensInafivaesi) ldaaysal Wafisunuilszinuas clinical presentation 2834172
i & o 1 [ 4 1 Y]

81N Lﬂ%atymu’lm'a’la’mLﬂ%fiﬂﬁ§%LLid (alarm symptoms / Red Flags) Talasunisaauanas

v U1 = | v 1 ¢ A 1 v

Payavngievsadqua liaaysatvialaignaas

911 clinical information N1l a231%11gn19711 investigation tWsiGanIa NS NEHIB 828y

N o o &

N3 lAMaHadIMIUN3IRaReL3A (diagnostic reasoning) latnanzaaiianarsmnainiszinuas clinical
presentation
. . v L3 Aa oA o aAa aAa = A A

8. n1udaua diagnostic data ('ﬂaﬂaNam‘m‘n%mmaaﬂgumm‘s WAINYTI NYIBINYTIKRIBDNITIAINIIDW G]) Ny

A o = ' :Y A A . . .

wisatuiin I ldgnaasiiiaNarsmrann final diagnosis

1 a . . A A Ao K v A A . . .
9. laisinstaaa diagnostic data nAnIanUwnn 3 iNana13w197n final diagnosis

1 o < aa o = a A o A o 1 . . . v v
10. vl&l&lﬂ']i‘u%‘l’lﬂﬂ’li’)%ﬁ]ﬁﬂllﬂﬂtﬁﬂ ﬁiaﬂ’l‘i’)%ﬁlﬁﬁlLLﬂﬂTﬁﬂﬂD%ﬂﬂl’ﬁﬂditq final diagnosis 1')61’)%1

. . . MY sa oA . eg: . . A . . . =
11. Final diagnosis 1&1@Lﬂ%waﬂauLuaaa¢ﬂaﬁn initial diagnosis #38 working diagnosis 229Ny 1 strongly disagree
7 strongly agree

12. Clinical presentation Twdr9usniiansme typical #1931 final diagnosis
13. Tﬂﬂaigﬂ mﬁi@luaﬁnﬂﬁwamfamaﬁ%‘lﬁ’mﬁﬁ%{fﬂﬁﬂﬁgné'faaLtaztwuﬁzauﬁ'vLaaﬂ

Hardeep Singh Recommendations for using the Revised Safer Dx Instrument to help measure and improve diagnostic safety DOI: https://doi.org/10.1515/dx-2019-0012




Improve Diagnostic Performance

1zAN NN suNng Iiunnweiazyin differential diagnosis

wzuagltnug

USuugeansianelse
[NaanA21Y
AANALARDULAS
gNIEAUANUUADANY

meqﬂ'a'mé'l,ﬁafaﬁ'u%qaﬁﬁu,azszmﬂ%‘wm

EEMIANSINYINUNIIATINATBUNVRIUUANITUAZAIN
ey

Tianudumandunaliuin

14 clinical reasoning

ATERUNULAZWaNLAEY cognitive & affective bias

Y 1 o o t% v a aa a1 A [
$drannazlanaziilinisdadulanieadtinlufvinnadsasidu

1 must-not diagnosis

L‘%ﬂuifci'm feedback & performance monitoring

USuusetadeiessuy

Uiuusannsdenns lnaanizegnetslunisdanauninusuinvay

14 second opinion & consultation

TdUselawiiann informatics wag decision-support resources

auiad anu@na (18 unaw 2564) a7Uan Graber, M.L. et al

. Improving Diagnosis by Improving Education, Diagnosis, 2018; 5(3): 107-118.




Improve Diagnostic Performance

TngUaeiidusulunsitanelsauasinniunisitadelsn

TnenunaiidiusiuduauBnvas core diagnostic team

Y = = 1
E‘\!U’JEJLLaz‘VISNﬂuSJﬁ’Jui’JﬁJ

deanslnenssiudiderviganusduazaslian1snienis
wnnd

%4 % 1 a

Tianudrdgiurdeuvesulsuaziangulsiaen

v

mﬁ@uﬁ ﬁm"qaqa (18 Jwau 2564) a;ﬂﬁl’m Graber, M.L. et al. Improving Diagnosis by Improving Education, Diagnosis, 2018; 5(3): 107-118.
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® Very powerful

® Very flexible

® Good at finding shortcuts

® Good at filtering information

® Good at making sense of things

Level of Cognitive Function

‘ Creating
‘ Evaluating

[ Analyzing

The Mind

+ The mind = set of mental processes
that are carried out by the brain
» Cognitive processes:
— Perception
— Problem solving
— Thinking
— Memory
- Language
— Attention
» These processes = cognition

Applying

- Understanding

Remembering




ﬁ’aﬁﬂﬁ'ﬂmaw%uﬁ

3 1 U tﬂ. = 1 U 4: = o/ tﬂ. 0/
N%Hﬂﬂ'\ﬂ‘lﬁ&l'\ ﬂl&dlﬂllﬁzt‘ﬁaﬂal&llﬂl&lalﬂ JUNULAIDIIND

=S Y o o - .
NUaINe L capacity of working memory

-V} ] ‘e 6 o a\
ﬂﬁ]ﬁ]ElLﬁa’]ﬁﬁNﬂiﬁ&%ﬂﬂﬂ’]d’]%ﬂﬂwa’m

*  ANMNEINITOIBNIIININDING

*  NENNUUIBBILAN: My ef

AN WA (fatigue)
ANLAIYA (stress) [

® 1 .
N15tAYlae (illness)  _
ANIuazinsed laiiiagwa (lack of knowledge & skill)
ANAANAIAIBAITAANNLAZUTEHNIANA

nYAaa1IN Lk (poor communication)

N132AVINIE (disruption)
n1sgniiasiunananla (distraction)
NBRIDIIHSIIN (language or culture)

I'M SAFE Checklist
Iliness-fianns'laidune?
Medication-Augnaslsniinasianis
1inenu? |
Stress-3&nLA3an gANAGRULGAINY
AvIaaIiu U Asauadld?
Alcohol-Anuaanagaanalu 8 2u.?
Fatigue-5dnaaud Wanauliwa?
Emotion-asuailia?

A 'K & L
AIVFDUANLDILN a%glm&l@laﬁiﬁ I;;!E)%&I'l

M329ddU (Decrease reliance on vigilance)
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ANNNANIIAVDIN}HIFE (Human Error)

Definition of Error
*  AMMNUANAIIIEHINFINNIZNIDIY NUFINAITADIN
e Tavlugsniarsna
* ylugsniiaisni
o 1 Addl U
*  HIANAIIINIDNAIT LY
Y o P v > 6 a Wy
*  ANKRAVIWBNITTNATNUNBLND LR LARNAANS QTN 1D
Human Error
® Human error is human nature
[~
*  Human error tdwa1a1l (downside) 2a9n13NENDI
Human Factors

* @1x21191589 Human Factors azz28lwn1saanuuuiie

a® human error




ﬁﬁ;ﬂﬂ’ﬁaammu‘[ﬂﬂ%ﬁﬁﬂ Humans Factor Lﬁaaﬂ Human Error

.

RANLALINIINIAMNDN

® izuuﬁmuty'lmﬁa%, Ltuuﬂa%‘(&l, decision support system, checklist, automate
DANLUUNISUINNITNIN

o IxnanaauTyLe, N3 1XUATNOURNILIW, NI LAINRE, barcode

o ilidusnasgmdzinudmsvanunmsaidmlng lesdianadandudmsuanunsalianie
® Task analysis & workflow, Gliqfﬂixfﬂiiﬁmlﬂ habit & pattern
ﬁ'\‘lﬁ’dw"l%ﬂﬁﬁﬁoﬁgﬂ g nlwn T FsNAn

* NMADIVIAMNIRWTDUNDW, NTINNA 1TH FAIRALAY, N5 1B DADIANE, software
® Double check (cognitive review)

Visual management

* NMIUAAINATDYA, n1380813, cognitive aids

msﬂﬂau‘mlmsﬁﬂuf

¢ Simulation, non-technical skill, effective team function

® eye-hand coordination

wﬁmﬁm fatigue, distraction, stress

Physical layout




Tips for embedding human factors principles in healthcare education

NoubkhwneE

O.

The HFE core concept is to jointly optimize systems performance and the wellbeing of people
Teaching faculty must be competent to deliver theory and practice (knowledge and skills)
Practice what you preach: Consider adopting human-centered organization principles
Recognize what HFE is

Recognize what HFE is not

Do not throw the baby out with the bath water: Recognize that HFE and QI can offer synergies

Curriculum design and content should be driven by learning outcomes to develop appropriate
HFE competencies

Use the participatory approach central to HFE to strengthen your specific curriculum or
program of training

Recognize that to err is not just human, but is highly desirable as part of a learning strategy to
develop transferable skills in building resilient systems

10. Build on what is already there
11. Take an interprofessional education (IPE) perspective to curriculum design and content
12. Build HFE capacity and capability creatively

https://www.tandfonline.com/doi/epdf/10.1080/0142159X.2017.1387240




aaIgInaNNlasansfaszls

UIM5F1UANUABANY (Safety Standard) A9 YAVBITBNNAUA LUINIE UIDNGNUNTNINUATULNDAAAIY
\Heaisadaenudunsng setidn ninddu duandeu visegudnenu luusunanizlausunvils wWislmiansufuan
JulUluiemaiedusasdulaladmwdndoue nszuiunis wieusnisuu o denudsseglussauiiseusula

29AUIZNIUNANVDININTFIUAMNUADAAY

* FunealfURatansansn
ax = A v o1& Y o
o FTnmsnldlumnsiaaeunazduduindulumutenivue
*  MITIFYANUFLUALNITIANIT
*  mstuiinUayauarInyienasiigI1Ues
1 d' dl o/ . A 1 1 .
dauiiatiannuUaane (Safety Margin) s AYIULANAITENINNANEINITOFIHAVDITTUY (Maximum
Capacity) Nun1szgeganaInn1salld (Expected Maximum Load) titesassuannuliudueu (Jadusneq 9l
aunsaeuaulanIsliaiunsanianisallawiugn SIuTelaNa1n U Y LE)
nanvendenile Safety Margin ApsraemasenIng VAINANSHII9IU (Operating Limits) 1ou USunasadeagai

q

U

Q’ﬂ’wmmaa%ﬁﬁ AU ANAAMUANLEAL (Failure Limit) w3y USuadSidnenanaliinounsieasetuadnfay

[

un. oYU ANYANS “Risk Register” @ AMEUNNEANANTITINGIVIATINTUA (3 SuAY 2568)
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v (-9 v = QJA (W
mimﬂaLtazsnmamwmﬂaaumswﬂugﬂﬂaaﬂnﬂ

1. a9asznavawlaseassuazwlaung (Structural & Policy Elements)

ulyureanulasaneidatau (Clear Safety Policy): 19U N1SHIUNNTOUSNANATIAY, WlEU1e "Zero Tolerance" sian1sn5in
nlalldlaaurnlrmnnsunsie
FTUUNIANAUALATILUNGIA (Rigorous Supervision System): WU dndiudaaudatindnel, N155189UANNANaYToAIY
\d819 (escalation policy)

Y =K 1724 [ 1 a wa 6 dl A =
n1siRIvaanaznIneIns (Access to Resources): WU lgungiazuiuun gunsaluaziasesiletnausy

6 g . .
2. 29A152NaUAINAITIANTESEWNTHAW (Curriculum & Teaching Management)

NsYsANNIINANgAsAUUABAAY (Integrated Safety Curriculum): nlulunnsgdn ihunsaeuiSos Systems Thinking
A150% Simulation wae Technology (Simulation and Tech-Enabled Training): ‘Luamummﬁﬁﬁmmﬁmqq
A5ENBUTUNMSNUIIUAY (Interprofessional Education - IPE): fiaa31s Teamwork waz Communication 73]
Useansnn

¢ o 3 .
3. 29A152NaUAWIMWSIINBIANT (Cultural & Behavioral Elements)

FausssuanuUasnsefilanine (Open Safety Culture - Just Culture): @574 Psychological Safety Tiin@nwindifias
F1891UTBRANAA

A5 AAIULAISNULAZAIUUAAT (Respect and Compassion)

15T Feedback fia$19assd (Constructive Feedback Loop)

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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The Just Culture : Accountability of Our Behavior

At-Risk
Behavior

Choice of risk believed to
be insignificant or
Justified

Reckless
Behavior

Human
Error

Inadvertent product of
our current
system design

Conscious disregard of
substandard &
unjustifiable risk

Manage through:

Manage through changes in: Manage through:

» Removing incentives for
at-risk behaviors

» Creating incentives for
healthy behaviors

» Increasing situational
awareness

Coach

Processes
Procedures
Training
Design
Environment

+ Remedial action
« Disciplinary action

N g3

0 f

Acceptable | Unacceptable

David Marx, Outcome Engineering President



45 (-9 ] A a . .
ﬂ’]iaaﬂLLUHLWBﬂBGﬂ%ﬂ’J’]&JLaHG‘HLﬂ(ﬂﬁ)’]ﬂ Training

lHuwAndssvun (Systems Thinking) wagmsysanmaamulasasodnifuyniuneusesisasnising ey
fin15a519 SusssuanuUasndiy (Safety Culture) uaznisaaasy nasinauduiinandvndw
(Interprofessional Teamwork) .
1. a9a13znaulaseasuaznI1ININUQKA (Structural and Governance)
 ylsurguazunsgruivaau: fvueli Patient Safety u Core Competency uagsiiunausifsfulunisniu
. izuumiﬁflﬁ’uguaﬁﬁfmm: ANUSURATRULAL SN EIURERUABESEY, Graduated Autonomy
*  NFANATININYINT: IAFTTIUYTEUAZUAAINTEMTU Simulation Training
* Safety Debriefing asiunn1salddsy
2. msyjsmwmwé’ngmuauﬁam (Curriculum Integration) AuUaansfuReIgnaaaLnsnagluyniv
° ‘wé’ﬂgﬁliﬂ’muﬂaaﬂﬁﬂ‘wé’ﬂ (Core Safety Curriculum): Human Factors, Systems Thinking, Just Culture
*  MISIPUIITINAUIENINNIYIIN (Interprofessional Education - IPE): SBAR (Situation, Background,

Assessment, Recommendation) Communication, Teamwork and Conflict Resolution

un.ay Il ANYANa “Training Risk” @ AMEULNNYAENTAIIITNEIUIA (8 SWIAN 2568)
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45 (-9 ] n‘ a . .
ﬂ’]iaaﬂLLUULWBﬂBGﬂ%ﬂ’J’]&JLaHG‘HLﬂ(ﬂﬁ)’]ﬂ Training

3

4

. ﬂ1i§ﬂﬂ1it§ﬂ%§t%dﬂ‘szaufn‘mi (Experiential Training Management)
Simulation Training (A1531a89da1UN50d):
* 14 High-Fidelity Simulators \iielninuznsinaulalunneings (Crisis Management) 14 N1SNIN
* 1% Simulation ieflnnsvieududiy (Team Training) waznsdeansagnaiiuszansnmn
Clinical Immersion (n15t38U3aMEUB39):
* rfwun Safety Checklists fih@nwdesufiRnuneunas seinau iR
* i Structured Observation Tools lifasulduszdiungfnssumnutasnievesindnwiagiuduminsgiu
. mMsdszidinuaznalnn1si38w3anauRanNaia (Evaluation and Learning Loops)
n1sUseIliuaussausanuUaanny (Safety Competency Assessment):
o Usuluamuanunsasunulasasegdiaue vluaniunsalsnans (OSCE) warludniunisalass
*  59un5USEEIN "NeRnssUA21NUaBANY" U N155I8IUANRANAT W lUTunueINISHNY
SEUUNTTEUTivasnsdy (Safe Reporting System):
o FasatoasliinAnwianse s189u "Near Miss" wsomnuinaldodis Juanuduwazlignasineg
* 1% Debriefing ndsmnimmsnidfgyvideruianain iolngiawmadeszuuuassyylonalunsbous

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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ﬂ’]iaaﬂLLUULWBﬂBGﬂ%ﬂ’J’]&JLaHG‘HLﬂ(ﬂﬁ)’]ﬂ Training

5. NIAI9INWSIINANNUAaANY (Cultivating Safety Culture)

* Role Modeling: 1Junuusgslunsufifnuseisansis, nseeansuanuianais, wazmsnafiay "Wuau
An" (How Willing Are They to Be Wrong?) Wlafinisdunudaunnsesasssuy

* Feedback Culture: a¥15¥amsssunsliuasu Feedback Mitfunsufuusieensaineassd nosaudud

NOFNTTULALILUU WINNIINTITRIFIYAAS

N1390NLUUTEUULDENYIINITILYILANANUFINANIINYARINTNBE TENINNITHNBLIH UATAaFINLAAINT
£ 1 |Qial % v v Y o dl =K a o =
ﬂunﬂﬂWWEHIMNWNﬂrﬂﬁ\lﬂ’]ﬁ\l’]ﬁ‘ﬂ@l\‘] NIHAANNNATZNLINANKANL aaaneNeaan luandin

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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NNLVD9 Preceptor lNa1adNhAMNNLRALIVWLNHAWNIIAAN

. IngeamaNAdaaanan1gaannLazn13INUALA (Clinical Safety & Supervision)
nsUssifiuanuannsauasszaunisaivesdGouanemaiuazusiugn ierruninazeyneliuicRdunels
e uagdaslasunismiugualuseeule
nsdnn1sanuisadsundu astadudyranfousedlmda (Early Warning Signs) 9a1a1izunsndeudion
AnTunanuRanannuesdiou uasiiunsnuesldesnanrnduasmnyay
nsliddsuazuaununenuidaey linguieie nanfussiuinvsyosiSen
15t Role Model fruainulasafouananginssunisufjiRauiivasads 1wy nnsdeans nmsld Checklist

_vinseauwmslanuazn1saasns (Coaching & Communication Skills)
n15T% Feedback fisjaiunanaasade fufivdafameg wuiiwginssy uas Jumeu fifessulss
N138319AUNUaBANEN19aATa (Psychological Safety) {i38U NA1D1Y NAITIVIIUY NETUIAHDY
dinuznisasnanudieining nsedulidiSou Andnseiiennnudesiionafatiu mnnisinaulavesmuies (y

Y
1%

"ozlsPanzunINgounLENgaNe1aiaTula " vive "Anullunud1sasadels?”)
n1sdeE1IANEEY MinevasiunsuiRmukaredninve seulniunudunsvegedaau

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)

9




NNLVD9 Preceptor lNa1adNhAMNNLRALIVWLNHAWNIIAAN

3. ﬁ'ﬂvzﬁ’luﬂ’ﬁﬁﬂ%iﬁ)’mizuu (Systems Thinking & Learning)

*  n1%9in Debriefing ndawansal liiedins1eyt amndsszuu Honalugdeinnanls Tnesjarunisisousiie
USUUgINTsUIuNg

* measzntntadaduuywd 1inlad anuwmiesdn, anuieien, vieaududeuvasszuu dwasouszavinnyes
Aseuegials wazanunsauSuanimiinaeunsviulmvsngaule

*  msunuusgnediunisiieus (Learning Role ModeDuanianiu daununisteyagyn (Intellectual
Humility) sausuinauendwonseus LLazw%amﬁasﬂ%ULﬂﬁauﬁﬁmsﬁﬁuaLLam’m Updated Best Practice

*  mIdaaiuN1IBaIU Near Miss tielfidudeyaluns Jestudesn WliAngtRnisaidn

fnuganiidely Preceptor WugSnwmassiuniaondeegiadunn lurnsifefufdaaiunisiau i

Yot eulapg1atiusEaNS AN

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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Q/ Q/

NINIABANITIAN IEAAAIN Training Risk

M\

¥
[->4 [->4

1. MBINBILATIFIIIUAL I WS TN (Culture & Structure Indicators)
*  INTINIBUIUANNUAANBAIATIAUYDIUNANEA
*  Azwuu Psychological Safety (luuSunnisiseus)
* dnmdwtnfneseginiugua
*  amuduain1suszaya Safety Huddle/Debrief ndsnnsEinausy
2. faBIABINsTUIRMSWazN3U1R (Process & Practice Indicators)
. é’mﬂmiﬂﬁﬁ’amu%ﬂumauﬁﬁﬁ’mﬂmﬁnﬁnm 194 5 Moments Hand Hygiene, n158uEu
fnuUae, SBAR Communication
° ﬂ'a'mﬂ'sué"awmmsﬁ'}ﬁugu,a (Supervision Completion)
*  AMUAVDINITTIBNU "Near Miss" Tagiindnwn
* n135lY Simulation Training fAUUUA34
3. 61"3??’3’@1L%awaﬁwguaxﬂ'na\u%ﬂa@iaé’ﬂ'm (Outcome & Risk Indicators)
o FnvAnuaaamdeunseniinieadesiutinfne
* guAmsalnsiiamansallineUssainseaugs
o Sarnsandelusundiddniiieades
* Feedback 3ngUresmuanuUasanslunisgua

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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35m 39z lid No Blame, No Shame

Culture Hacking ssjaiiuluiinisiaen Ufizendenmuiianain :nnsmeuiaduns Beudanssuy

1. "The Blameless Huddle" (ﬂ’]‘sﬂ‘izqaduunl%’ﬂ’]iﬁ’mﬁ)

* “Safety Story Debrief” oifin Error %38 Near Miss {113zdn Huddle TngiSuaInN1sRaraILTn "What
happened, not who did it?" ey "What were the system pressures that led to this?" fmﬂﬁ?u%i"mﬁmgq
Tonalunsufuuseszuuaeulnia ainyaralugnizuiums (System Focus)

© nsldnm "We" uag "System* fivneusaldmiiusdiennnuiuiinveudiuyana lneidaualunisdoasndaie
wnnnsal (WU aeldiin wvimann’) wazdsululdnwidedinnuduiiuuaranuunnseawosseuu (1Wu "sn
Fumaalunstlasiu." vde "seuuvauslailfsesiuaniuniseiil...”)

2. "Failure as Fuel" (1asnanananaiainnasiuiafan)

* “Learning Lab” %38 "Mistake of the Month* daviiesaumAdviavieniidny IrunuaansautstuEessmam
Annaneiiintuase (Ingliiszydnn) wieuisundouildfuuee mavGsuudandeszuy finnun

* “Thank You for Reporting” Campaign {iimvualaliisnisuay Arvaunmag1elaLue LLﬂ'E:\JTﬁ%”]EJQ'm Near Miss
vi3e Error (Ineiugin "weunmivihliisasadeiu’) nieuvessstaidng tosq vionisndesaieussgdlaidaun

1
a

¥ifiun13318971 (Incentivize Reporting) Ingitiuil n155189uRaAMUN&IMgY waziludaiidnuaronsns

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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35m 39z lid No Blame, No Shame

3. "Transparency and Empowerment" (ﬂ'ﬂ&ltﬂ%ﬂﬁtm:nﬁm‘%&lwﬁ'ﬁ)

*  “What We Changed” Dashboard uanslifiuin manisaiamuiianaafignsesu lethlugnisiasuuanis
syuuaglsthg (Wu Wasuitunew, Wiunseusy, USuUssaunsal) vinliiiumiugl n199189UY89NINIEENNANTINY
99 karaIANIIANUAAYAUNTSEUT AT TUNLUB9TEUY

*  “The Challenge Card” uann1imidne Trfuniinaunnau nefidniuidsnduamudaonds Wy "futiaaudiuaan
deverlsfismastuluieli?” vie "ssuuivilinandesieninufinnainegndls?” uardaasuliminauldnmsatl
1uﬂ1ﬁ§aaWiﬁUQ’U%msw'%aLﬁaui'famml,a%uwé’a (Empowerment) Iﬁwﬁfﬂmuifﬁﬂdflmmmﬁwﬁwﬁiumi NN
szuu Wenulasaste Tulduavimumids

n15l4 Culture Hacking wianiitelviasAnsilfsudiisenilaiinaubanain 31nn150u31 "anvinagls
Rea?" 10U "Is1eenuuuszuuRanainnseluu?” Fadundnnisdrfyaes No Blame, No Shame Culture

un.ay Il ANYANa “Training Risk” @ AMEULNNYAENTAIIITNEIUIA (8 SWIAN 2568)
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msﬂgﬂﬂa%mﬁ'\ﬁﬂﬁ'm%'nﬂwé%‘lmjtﬁ 29NU Patient Safety

f91501350157 85198957 (Creative), fidausau (Participatory), wazldiwmalulad (Tech-enabled) Wt
1. Gamification & Simulation Hacking (ﬁ%’Nﬂ’liLLﬂis‘ﬁuLLazL‘%ﬂui)
* Safety Escape Room 31aesanunisainsdsdlifiudaslauseu
* AR Safety Hunt goulunzuanudsdlssouniuiivinay
* "Safety Streak" Challenge lduaunaindulviguijinnuaunsadudin "Safety Streak” (FruanTuivha
Funeulasnsitlareidedagldiitoianain) wasteunzuuufirwiiosoeu "Near Miss"
2. Social & Recognition Hacking (6519n158915UN969AN)
* "Safety Spotlight" - Story of the Week thideaandy § UMVIUU Intranet Lﬁaaﬂﬂaawqﬁﬂﬁuﬁ
andes yhlauUasadunaieifulzesd ae" uaziigile
* "Safety Mentor Match-Up“%ijwﬂfmmimjﬁujuﬁ (Safety Mentor) Tivinnnshannulasnsiedng 9
* "Safety Huddle Remix“Useaidy 9 (Safety Huddle) Wifinsléfdnuuaneidafiitiunisidiusou iy "§1
wisiAawanisal X u, auAndusiatstesiuetnsls?” wielimnauaueanudssdiunfnaiianluiul
3. Environment & Design Hacking (USuaninuinasulivasnne)

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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msﬂgﬂﬂa%mﬁ'\ﬁﬂﬁ'm%'nﬂwéu‘lmjtﬁ 29NU Patient Safety

3. Environment & Design Hacking (USuaninuwinasulvivasnny)
* "Visual Safety Cues* unuflazldtheiouwuuin q Ildnsfin awane wseannnesd ulanliuay
Yuadiy Aasdluqaidss
* Personalized Safety Dashboard T¥usiazyiass1uil Dashboard (Uuaefiinsewey) Muansmadnsaiuaim
Uaansdeuasnuaawuusealng (Wu §n5in1sansile, winiudasngUame, n135189411 Near Miss)
e aynIRbnuUTuLss (Customize) 1 Dashboard 1

dsunannisaney:

514 Culture Hacking tleUgnandriinausulmifonisidsuanaasadsan "dadeduiinde” 1
Hu "anudimefiaieassanaziduaanuiuinveusiuiu” lngldiesesdlefimnunduiag W nsiaunm N5
304 Mmydeanssninle waznsiidiusalunisesniuy

ey I ANYRANa “Training Risk” @ AMLUNNEAARSAIIIYNGIUNE (8 SUIIAL 2568)
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