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Objective: Determine the appropriate model for incident study of adverse or undesirable events in more
extensive levels from primary to tertiary hospitals across Thailand.
Material and Method: The present study was mainly a qualitative research design. Participating anesthesia
providers are asked to report, on anonymous and voluntary basis, by completing the standardized incident
report form as soon as they find a predetermined adverse or undesirable event during anesthesia, and until 24
hours after the operation. Data from the incident report will be reviewed by three peer reviewers and analyzed
to identify contributing factors by consensus.
Conclusion: The THAI anesthesia incidents monitoring study can be used as a model for the development of a
local system to provide review and feedback information. This should help generate real improvement in the
patient care.
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Patient safety has received increased atten-
tion in recent years(1). It is now widely accepted that
incident monitoring in anesthesia is a useful tool for
quality improvement and maintenance of high safety
standards in anesthetic services(2-10). It is used to
trigger investigations of latent and active errors and
thus enable appropriate corrective action to be taken
(Fig.1)(11). Understanding the relationships between
errors, incidents, and accidents is important for pre-
vention and risk management, thus, to reduce harm to

patients(12). Although critical incident report system
has become part of quality assurance program of many
general hospitals, there are differences in the way that
incidents are defined, counted, and reported. The
present study is the first multicentered Thai national
study on anesthesia related adverse outcomes and it
covered 163,403 anesthetics over a 12-months period,
from February 2003 to January 2004(13,14). Furthermore,
it led to 17 sub-studies of incident analyses(15-31).
Therefore, the present study has provided the baseline
incidence of adverse outcomes and some contributory
factors for quality improvement. However, it is limited
to populations in teaching hospitals and in general
and community hospitals. Hence, in collaboration with
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the Thai Joint Commission on Hospital Accreditation,
the authors have decided to use the method of inci-
dent reporting in anesthesia to identify and analyze
incidents. This will help in finding the appropriate
model for incident study of adverse or undesirable
events in more extensive levels, from primary to tertiary
hospitals across Thailand. The primary objectives of
the present study were to determine the frequency dis-
tribution, clinical courses, management, and outcomes
of the adverse advents. Furthermore, the present study
will investigate the active and latent errors of incidents,
relating to the adverse events, and look for possible
corrective strategies.

Material and Method
The present study is a qualitative research

design. After being approved by each institutional
ethical committee, the study was conducted in 51 hos-
pitals across Thailand. All participants were asked to
fill out a standardized incident reporting form as soon
as possible after they found adverse or undesirable
events, as defined on the last page of the form, during
24 hours of anesthesia and operation. A narrative of
incidents relating to the adverse events is described on
a space available on the second page of the form. The
reporters were asked to write down “what happened”,
“where it happened”, “when it happened”, “how it was
detected”, “why it happened”, “how it was managed”,
and “what were the results” in both the close-end and
open-end questionnaire. Details regarding patients
factors (such as age, sex, body weight and height,

ASA physical status etc.), surgical factors (such as
types and sites of operation), anesthetic factors (such
as types of anesthetics, airways and monitors), and
systematic factors (such as elective versus emergency
condition, out versus in patients, official versus non-
official hours, and levels and experiences of anesthe-
sia care providers) are addressed on the record form.
Moreover, subsections for factors contributing to the
incident, factors minimizing the incident, and suggested
correcting strategies are addressed (Appendix).

Several workshops were held for participants
in the present study. The workshop instructed how to
find out the incident and making the incident report.
The site managers were responsible for ensuring that
the report forms were available in convenient locations,
encouraging people to fill out the forms, providing a
local forum for discussion of the incidents, and for-
warding the completed forms to the data management
center.

The completed forms were periodically sent to
the data management center. To ensure confidentiality,
the name of the patient and hospital do not appear in
the form but are recorded in the logbook, which is kept
in a secure place in each participating hospital. The
completed form was checked for completeness. The
data management center contacted directly to the
participating site for completing and correcting the
data. Any alterations were so made that the original
text and the alterations remained apparent to any future
assessor. For incomplete data, appropriate codes were
generated to indicate missing data in the data retrieval
and analysis process.

After checking and standardizing the key
words, the data from the form was put onto the central
computerized database.

While conducting the present study, the
study centers were visited by external auditors from
the Clinical Research Collaborative Network (CRCN)
of Thailand to inspect the process and quality of the
reporting system. The completed record form was
reviewed by three peer reviewers to identify incident
mechanism, contributory factors, appropriate manage-
ment and preventive strategies. Any disagreement
was critically discussed and judged to achieve a con-
sensus.

The descriptive statistics were used to sum-
marize the data by using SPSS for Window, version 12.

Discussion
Incident reporting has been more widely

adopted as a tool for quality assurance program since

Fig. 1 The frame of The THAI Anesthesia Incidents Moni-
toring Study
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the study of “mishaps” and near mishaps reported
in1984(32). In Thailand, as part of quality assurance in
clinical practice, many hospitals were encouraged to
have ‘clinical incident reporting schemes’ for reporting
unusual or undesirable events, which can be critical
incidents or near misses. Recently, the Thai Anesthesia
Incidents Study (THAI study) has provided numerical
quality indicators for some interesting incidents or
adverse outcomes(14). These indicators can be used as
comparative data for benchmarking between hospitals.
Furthermore, the incident analysis will enable anesthe-
sia providers to learn which events are critical and to
devise remedial strategies to make anesthesia safer.
However, the system of incident reporting in anesthe-
sia has not been standardized throughout Thailand.
Therefore, the authors are conducting this current study
to find the best model of anesthesia incident monitor-
ing study in Thailand. Despite questions regarding the
effectiveness of voluntary reporting of critical events
for quality assurance(33), the authors have decided to
use this approach in the present study as it seems to
us that the voluntary incident reporting is relatively
more feasible, when compared to the occurrence screen-
ing method from a large population(33), for investiga-
tors to track down the critical incidents. The other
advantages of the voluntary reporting includes the
relatively low costs and the ability to provide a com-
prehensive look of detailed qualitative information
which can be used to develop strategies to prevent
and manage existing problems and to plan for further
initiations for patient safety. However, one concern
regarding reporting of the adverse events is under-
reporting because anesthesia providers are reluctant
to report an untoward event as they think it potentially
puts their professionals into jeopardy. The authors are
trying to solve this problem by making the reporting
system anonymous and demonstrating the value of
reporting. In addition, the authors have to change the
culture of reporting from assigning blame to problem
discussion and learning for improvement. Moreover,
the reporting system is motivated by incentives in order
to improve the compliance of anesthesia providers to
report their outcomes, mistakes, and other system
problems. In conclusion, the THAI anesthesia inci-
dents monitoring study can be used as a model for the
development of a local system to provide information
for reviewing and feedback in order to generate real
improvement in the instituting system for patient care.
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การศึกษาแบบสหสถาบันของแบบจำลองการเกิดภาวะแทรกซ้อนทางวิสัญญีในประเทศไทยโดย
การรายงานอุบัติการณ์: ระเบียบวิธีวิจัย

ยอดย่ิง ปัญจสวัสด์ิวงศ์, สุวรรณี สุรเศรณีวงศ์, สมรัตน์ จารุลักษณานันท์, ประสาทนีย์ จันทร, สมบูรณ์ เทียนทอง,
ธวัช ชาญชญานนท์, สุรศักด์ิ ถนัดศีลธรรม

วัตถุประสงค์: เพื่อหาแบบจำลองในการศึกษาอุบัติการณ์ภาวะแทรกซ้อนที่เกิดจากการให้บริการทางวิสัญญีใน
โรงพยาบาลมหาวิทยาลัยและโรงพยาบาลระดับต่าง ๆ ของกระทรวงสาธารณสุขในประเทศไทย
วัสดุและวิธีการ: ทำการศึกษาเชิงคุณภาพจากบันทึกรายงานอุบัติการณ์ที่ได้รับการออกแบบไว้ โดยบุคลากรวิสัญญี
ในโรงพยาบาลที่เข้าร่วมโครงการเป็นผู้กรอกข้อมูลเพื่อรายงานด้วยความสมัครใจ โดยไม่ระบุชื่อผู้ป่วย ผู้ให้การระงับ
ความรู้สึกและโรงพยาบาล เมื่อเกิดอุบัติการณ์ ภาวะแทรกซ้อนหลังให้การระงับความรู้สึก จนถึงเวลา 24 ชั่วโมง
หลังการผ่าตัด หลังจากนั้นวิสัญญีแพทย์อาวุโส 3 ท่านจะเป็นผู้ทบทวนรายงาน และประเมินข้อมูล เพื่อวิเคราะห์
หาปัจจัยเกี่ยวข้อง โดยความเห็นแบบฉันทานุมัติ
สรุป: การศึกษาแบบจำลองการศึกษาการเกิดอุบัติการณ์ในโรงพยาบาลระดับต่าง ๆ ในประเทศไทยทำให้ทราบปัจจัย
ท่ิเก่ียวข้องกับอุบัติการณ์ทางวิสัญญีตลอดจนหาแนวทางป้องกันภาวะแทรกซ้อนทางวิสัญญี ในการปรับปรุง คุณภาพ
ของการให้บริการทางวิสัญญีในโรงพยาบาลระดับต่าง ๆ ในประเทศไทย
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