
304

Best Practice of Patient Safety In the ICU

¥ÿ ‘µ   ∂“«√

32

µ—«Õ¬à“ß¢Õß Best Practice ∑’Ë®–¢Õπ”‡ πÕ„π

∫∑π’È à«πÀπ÷Ëß‡ªìπµ—«Õ¬à“ß∑’Ë‰¥â√—∫°“√µ’æ‘¡æå„π«“√ “√

∑“ß°“√·æ∑¬å¡“·≈â«·≈–‰¥â√—∫°“√¬Õ¡√—∫«à“‡ªìπ°“√

ªØ‘∫—µ‘∑’Ë‡ªìπ‡≈‘»‡°’Ë¬«°—∫§«“¡ª≈Õ¥¿—¬ºŸâªÉ«¬„π‰Õ´’¬Ÿ

„πÀ—«¢âÕπ—ÈπÊ ∫“ß‡√◊ËÕß‡ªìπ‡√◊ËÕß∑’ËÕ¬Ÿà„π√–À«à“ß°“√

π”‰ª¢¬“¬º≈„π°≈ÿà¡„À≠à‡π◊ËÕß®“°º≈∑’Ëæ∫„π°“√

∑¥≈Õßπ”‰ªªØ‘∫—µ‘„Àâº≈¥’∂÷ß¥’¡“° ¥—ßπ—Èπ¢Õ„Àâ„™â

«‘®“√≥≠“≥À“°®–æ‘®“√≥“π”‰ª¢¬“¬º≈∑—π∑’ ¢Õ„Àâ

æ‘®“√≥“ª√—∫ª√ÿß„Àâ‡À¡“– ¡°—∫∫√‘∫∑¢Õß·µà≈–‰Õ ’́¬Ÿ

°àÕππ”‰ªªØ‘∫—µ‘µàÕ‰ª

1. Web-based Intensive Care Unit Safety
Reporting System (ICUSRS)

„πª√–‡∑» À√—∞Õ‡¡√‘°“¡’‰Õ´’¬Ÿ¡“°°«à“ 6,000

·Ààß‡æ◊ËÕ¥Ÿ·≈ºŸâªÉ«¬ª√–¡“≥ 55,000 √“¬„π·µà≈–«—π

(‚¥¬ —¥ à«π‡µ’¬ßºŸâªÉ«¬„π‰Õ´’¬Ÿ§‘¥‡ªìπ√âÕ¬≈– 10 ¢Õß

acute care bed ∑—ÈßÀ¡¥) À√◊Õª√–¡“≥ 31 ≈â“π«—π

πÕπµàÕªï ‚¥¬¡’°“√ª√–¡“≥°“√°—π«à“ß∫ª√–¡“≥∑’Ë„™â

‡æ◊ËÕ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬„π‰Õ ’́¬Ÿµ°ª√–¡“≥ªï≈– 6

À¡◊Ëπ≈â“π‡À√’¬≠ À√—∞ ‚¥¬Õ—µ√“µ“¬¢ÕßºŸâªÉ«¬∑’Ë‡¢â“

√—°…“„π‰Õ´’¬Ÿ‚¥¬‡©≈’Ë¬Õ¬Ÿà∑’Ëª√–¡“≥√âÕ¬≈– 8-10 §‘¥‡ªìπ

¬Õ¥ºŸâªÉ«¬∑’Ë‡ ’¬™’«‘µª√–¡“≥ªï≈– 400,000-500,000

√“¬µàÕªï1

®“°°“√»÷°…“æ∫«à“§«“¡º‘¥æ≈—Èß (errors) ·≈–

‡Àµÿ°“√≥å∑’Ë‰¡àæ÷ßª√– ß§å (Adverse events) ´÷Ëß‡°‘¥

µ“¡¡“‡ªìπ‡√◊ËÕß∑’Ëæ∫‰¥â∫àÕ¬„π‰Õ´’¬Ÿ  ‚¥¬ Andrews ·≈–

§≥–2 √“¬ß“π«à“¡’ serious adverse events  Ÿß∂÷ß

√âÕ¬≈– 17 ¢ÕßºŸâªÉ«¬∑’Ë‡¢â“√—∫°“√√—°…“  Donchin ·≈–

§≥–3 ‰¥â√“¬ß“π‰«â«à“„π medical-surgical ICU ´÷Ëß„™â

∑—Èß self-report ·≈– direct observation ‡æ◊ËÕπ—∫®”π«π

errors ∑’Ë‡°‘¥¢÷Èπæ∫«à“‚¥¬‡©≈’Ë¬ºŸâªÉ«¬·µà≈–√“¬®–æ∫

error ª√–¡“≥ 1.7 §√—ÈßµàÕ«—π (per patient per day)

‚¥¬„π®”π«ππ’È¡’ Ÿß∂÷ß√âÕ¬≈– 29 ∑’Ë‡ªìπ error ́ ÷Ëß¡’‚Õ°“ 

∑”„Àâ‡°‘¥Õ—πµ√“¬µàÕºŸâªÉ«¬ ‚¥¬‡©≈’Ë¬„π·µà≈–«—πºŸâªÉ«¬

∑’ËπÕπ√—°…“„π‰Õ´’¬Ÿ®–‰¥â√—∫°‘®°√√¡°“√√—°…“æ¬“∫“≈

ª√–¡“≥ 178 °‘®°√√¡ (‡™àπ æ≈‘°µ—« ¥Ÿ¥‡ ¡À– ‡®“–

‡≈◊Õ¥ „Àâ¬“ ∑”·º≈ ·∑ßπÈ”‡°≈◊Õ ‡ªìπµâπ) ‚¥¬„π

®”π«ππ’È¡’‚Õ°“ ‡°‘¥ error ª√–¡“≥√âÕ¬≈– 1  ¥—ßπ—Èπ

®“°µ—«‡≈¢¥—ß°≈à“«∑”„Àâª√–¡“≥‰¥â«à“‚Õ°“ ∑’Ë®–æ∫

error „π‰Õ´’¬Ÿµà“ßÊ ∑—Ë«ª√–‡∑» À√—∞Õ‡¡√‘°“πà“®–Õ¬Ÿà

ª√–¡“≥ 85,000 §√—ÈßµàÕ«—π „π®”π«ππ’È¡’Õ¬Ÿà  24,650

§√—Èß∑’Ë¡’‚Õ°“ ®–æ∫ serious adverse events1

Peter Pronovost ·≈–§≥–®“° Johns Hopkins

Hospital ‰¥âÕÕ°·∫∫√–∫∫°“√√“¬ß“π‡Àµÿ°“√≥å near-
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miss ·≈–‡Àµÿ°“√≥å‰¡àæ÷ßª√– ß§å∑’Ë‡°‘¥¢÷Èπ„π‰Õ ’́¬Ÿ¥â«¬

√–∫∫ web-based ‚¥¬√à«¡°—∫‰Õ´’¬Ÿ∑—ÈßÀ¡¥ 30 ·Ààß

´÷Ëß°√–®“¬Õ¬Ÿà∑—Ë«ª√–‡∑» À√—∞ („π®”π«ππ’È¡’‰Õ´’¬Ÿ

‡¥Á°‡¢â“√à«¡¥â«¬) «—µ∂ÿª√– ß§å¢Õß√–∫∫°“√√“¬ß“ππ’È

§◊Õ °“√æ—≤π“§«“¡ª≈Õ¥¿—¬¢ÕßºŸâªÉ«¬„π‰Õ´’¬Ÿ ‡ªÑ“

ª√– ß§å¢Õß‚§√ß°“√π’È §◊Õ °“√∫àß™’È«à“°√–∫«π°“√„¥

∑’Ë¡’§«“¡‡ ’Ë¬ß Ÿß„π‰Õ´’¬Ÿ  ¿“æ·«¥≈âÕ¡„π°“√∑”ß“π

∑’Ë‡°’Ë¬«¢âÕß§◊ÕÕ–‰√ ·≈–®–¡’·π«∑“ß°“√„π°“√ª√—∫ª√ÿß

‡™‘ß√–∫∫‡æ◊ËÕªÑÕß°—π°“√‡°‘¥‡Àµÿ°“√≥å‰¡àæ÷ßª√– ß§å

´È”‰¥âÕ¬à“ß‰√ ∑—Èßπ’È‚¥¬Õ“»—¬°“√‡√’¬π√Ÿâ®“°∞“π¢âÕ¡Ÿ≈

´÷Ëß‰¥â®“°°“√√«∫√«¡‡Àµÿ°“√≥å near-miss ·≈–

‡Àµÿ°“√≥å‰¡àæ÷ßª√– ß§å∑’Ë‡°‘¥¢÷Èπ®√‘ß„π‰Õ´’¬Ÿ∑—ÈßÀ¡¥

∑’Ë‡¢â“√à«¡‚§√ß°“√π’È ‚¥¬‡¡◊ËÕ¡’°“√√“¬ß“π‡¢â“ Ÿà√–∫∫®–

¡’∑’¡ß“π à«π°≈“ß∑’Ë∑”Àπâ“∑’Ë§Õ¬«‘‡§√“–Àå¢âÕ¡Ÿ≈·≈–

ªÑÕπ°≈—∫„Àâ‰Õ´’¬Ÿ·µà≈–·Ààß‰¥â‡√’¬π√Ÿâ®“°§«“¡º‘¥æ≈—Èßπ—Èπ

√«¡∑—Èß°“√„Àâ¢âÕ¡Ÿ≈‡™‘ß‡ª√’¬∫‡∑’¬∫∂÷ß ∂‘µ‘∑’Ë‡°’Ë¬«¢âÕß

‡™àπ §«“¡∂’Ë¢Õß§«“¡º‘¥æ≈—Èß∑’Ë‰¥â√“¬ß“π √«¡∑—Èß¡’°“√

π”‡Õ“∫∑‡√’¬π¢Õß‰Õ ’́¬Ÿ·ÀàßÕ◊ËπÊ ∑’Ë‡§¬¡’ª√– ∫°“√≥å

‡°’Ë¬«°—∫°“√ª√—∫ª√ÿß·°â‰¢‡™‘ß√–∫∫„π‡√◊ËÕß‡¥’¬«°—π¡“

¢¬“¬º≈¥â«¬ ºŸâ∑’Ë π„®®–»÷°…“√“¬≈–‡Õ’¬¥‡æ‘Ë¡‡µ‘¡

 “¡“√∂¥Ÿ‰¥â®“° website: www.icusrs.org1

2. Prevention of Catheter-Related Blood
Stream Infection (CR-BSI)4-8

„πªí®®ÿ∫—π°“√„ à “¬ «πÀ≈Õ¥‡≈◊Õ¥¥” à«π°≈“ß

(Central venous catheters, CVCs) „πºŸâªÉ«¬«‘°ƒµ

„π‰Õ ’́¬Ÿ¡’·π«‚πâ¡ Ÿß¢÷Èπ ́ ÷Ëß°“√„ à “¬ «π¥—ß°≈à“«Õ“®

‡ªìπ™àÕß∑“ß∑’Ë‡™◊ÈÕ°àÕ‚√§∑—Èß‡™◊ÈÕ·∫§∑’‡√’¬·≈–‡™◊ÈÕ√“‡¢â“

 Ÿà√à“ß°“¬·≈–·æ√à°√–®“¬„π°√–· ‡≈◊Õ¥‰¥â  Pittet D

·≈–§≥–4 ‰¥â√“¬ß“πº≈°“√»÷°…“´÷Ëßæ∫«à“„πª√–‡∑»

 À√—∞Õ‡¡√‘°“¡’ºŸâªÉ«¬«‘°ƒµ„π‰Õ´’¬Ÿ∑’Ë„ à “¬ «πÀ≈Õ¥

‡≈◊Õ¥ à«π°≈“ß Ÿß∂÷ß√âÕ¬≈– 48 ́ ÷ËßÕπÿ¡“π‰¥â«à“„π·µà≈–

ªï¡’°“√„ à «¬ «π Ÿß∂÷ß 15 ≈â“π«—π (catheter days)

„π®”π«ππ’Èæ∫«à“¡’Õ—µ√“°“√µ‘¥‡™◊ÈÕ 5.3 §√—ÈßµàÕ 1,000

µ“√“ß∑’Ë 1  · ¥ßÕß§åª√–°Õ∫¢Õß¢âÕ¡Ÿ≈„π·∫∫øÕ√å¡°“√√“¬ß“π‡Àµÿ°“√≥å near-miss ·≈–‡Àµÿ°“√≥å‰¡àæ÷ßª√– ß§å

Factors Limiting Effect of Incidents
Follow-up of incident reported

Patient and personnel involved

Patient factors

Patient acuity

Patient age

Staff factors

Staff member precipitated incident

Staff member detected incident

Staff member ICU training

Location of incident

Date/Time

During admission/ongoing care/emergency

Time before detection

Place of occurrence

Method of detection

Narrative
Incident description

Future measures to prevent incident

Keywords

Factors contributing to incident

System-based factors

Physical environment/infrastructure

Equipment (Including monitors)

Work practices/policies/protocols

Other system-based factors

Chance

Human factors

Knowledge-based error

Rule-based error

Skill-based error

Technical error

Other human factors
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«—π∑’Ë„ à “¬ «π ´÷Ëß°“√µ‘¥‡™◊ÈÕ¥—ß°≈à“« (Catheter-Re-

lated Blood Stream Infection, CR-BSI) ¡’ à«π‡°’Ë¬«

¢âÕß‚¥¬µ√ßÀ√◊Õ‡ªìπ “‡Àµÿ°“√µ“¬¢ÕßºŸâªÉ«¬∂÷ß√âÕ¬≈–

18 À√◊Õª√–¡“≥ 14,000 √“¬µàÕªï  πÕ°®“°π’ÈºŸâªÉ«¬

∑’Ëª√– ∫ªí≠À“°“√µ‘¥‡™◊ÈÕ CR-BSI ¬—ß¡’√–¬–‡«≈“πÕπ

‚√ßæ¬“∫“≈‡©≈’Ë¬π“π°«à“ºŸâªÉ«¬°≈ÿà¡Õ◊ËπÊ ª√–¡“≥ 7

«—π

®“° ∂‘µ‘¥—ß°≈à“«¢â“ßµâπ∑”„Àâ°“√ªÑÕß°—πªí≠À“

°“√µ‘¥‡™◊ÈÕ CR-BSI „π°√≥’∑’ËºŸâªÉ«¬„ à “¬ «πÀ≈Õ¥

‡≈◊Õ¥¥”°≈“ß‡ªìπ‡√◊ËÕß∑’Ë¡’§«“¡ ”§—≠Õ¬à“ß¬‘Ëß  ∑“ß The

Institute for Healthcare Improvement (IHI) ¢Õß

ª√–‡∑» À√—∞Õ‡¡√‘°“®÷ß‰¥â°”Àπ¥„Àâ‚§√ß°“√π’È‡ªìπ 1

„π 6 ‚§√ß°“√¬àÕ¬∑’Ë®–™à«¬ªÑÕß°—π°“√‡ ’¬™’«‘µ®”π«π

100,000 √“¬¿“¬„π‡«≈“  1 ªï À√◊Õ∑’Ë‡√’¬°«à“ 100,000

Lives Campaign (µ“√“ß∑’Ë 2) ´÷Ëß·π«∑“ß°“√ªØ‘∫—µ‘

∑’Ë‡ªìπ‡≈‘» À√◊Õ Best practices ∑’Ë¡’ evidence-based

·≈–‰¥â√—∫°“√ π—∫ πÿπ„Àâπ”‰ª„™âÕ¬à“ß·æ√àÀ≈“¬‡ªìπ

‡æ◊ËÕ™à«¬ªÑÕß°—π°“√‡ ’¬™’«‘µ®“°°“√µ‘¥‡™◊ÈÕ¥—ß°≈à“«¡’

¥â«¬°—π 5 Õß§åª√–°Õ∫8 ‰¥â·°à

ë °“√≈â“ß¡◊Õ (Hand hygiene)

ë °“√„ à‡ ◊ÈÕ°“«πå·≈–„™âÕÿª°√≥åªÑÕß°—π°“√

µ‘¥‡™◊ÈÕÕ¬à“ß§√∫∂â«π (Maximal barrier precautions)

ë °“√„™âπÈ”¬“ antiseptic „π°≈ÿà¡ chlorhexidine

∑“∫√‘‡«≥º‘«Àπ—ß

ë °“√‡≈◊Õ°µ”·Àπàß„ à “¬ «π∑’Ë‡À¡“– ¡

‰¥â·°à subclavian vein „π°√≥’∑’Ë°“√„ à‰¡à‰¥â√Õ¥„µâ

º‘«Àπ—ß (non-tunneled catheter)

ë °“√∑∫∑«π§«“¡®”‡ªìπ„π°“√§“„ à “¬ «π

„π·µà≈–«—π ·≈–æ‘®“√≥“¥÷ß “¬ «πÕÕ°‡¡◊ËÕ‰¡à¡’¢âÕ∫àß™’È

3. Prevention of Adverse Drug Events by
Implementing Medication Reconcilia-
tion9-11

§«“¡§≈“¥‡§≈◊ËÕπ∑“ß¬“‡ªìπ‡Àµÿ°“√≥å‰¡àæ÷ß

ª√– ß§å∑’Ë ”§—≠´÷ËßÕ“®π”‰ª Ÿà°“√‡°‘¥Õ—πµ√“¬°—∫ºŸâªÉ«¬

®“°°“√∑∫∑«π‡«™√–‡∫’¬πæ∫«à“¡“°°«à“§√÷ËßÀπ÷Ëß¢Õß

§«“¡§≈“¥‡§≈◊ËÕπ¥—ß°≈à“«‡°‘¥¢÷Èπ‡¡◊ËÕ¡’°“√ àßµàÕ¢âÕ¡Ÿ≈

‡°‘¥¢÷Èπ (‡™àπ ÀÕºŸâªÉ«¬‰ª¬—ßÀâÕß¬“ ÀâÕß¬“‰ª¬—ßÀÕ

ºŸâªÉ«¬ ÀÕºŸâªÉ«¬°—∫ÀÕºŸâªÉ«¬ ‡ªìπµâπ) ª√– ∫°“√≥å∑’Ë

‡°‘¥®“°°“√‡√’¬π√Ÿâ®“°§«“¡º‘¥æ≈“¥¥—ß°≈à“«∑”„Àâ‡°‘¥

Õß§å§«“¡√Ÿâ∑’Ë·πà™—¥«à“ “‡Àµÿ∑’ËÕ¬Ÿà‡∫◊ÈÕßÀ≈—ß§«“¡º‘¥æ≈“¥

∑’Ë ”§—≠§◊Õ °“√ ◊ËÕ “√¢âÕ¡Ÿ≈∑“ß°“√·æ∑¬å∑’Ë‰¡à¥’‡¡◊ËÕ¡’

°“√ àßµàÕ¢âÕ¡Ÿ≈√–À«à“ßÀπà«¬ß“π‡°‘¥¢÷Èπ

¡’√“¬ß“π°“√»÷°…“∂÷ßª√– ‘∑∏‘º≈¢Õß°√–∫«π

°“√∑∫∑«π√“¬°“√¬“ ∑’Ë‡√’¬°«à“ reconciling process

æ∫«à“¿“¬À≈—ß 7 ‡¥◊Õπ¢Õß°“√π”°√–∫«π°“√∑∫∑«π

√“¬°“√¬“‰ª„™â “¡“√∂≈¥Õ—µ√“§«“¡§“≈¥‡§≈◊ËÕπ∑“ß

¬“≈ß‰¥â∂÷ß√âÕ¬≈– 70 ·≈–≈¥ adverse drug event

‰¥â∂÷ß√âÕ¬≈– 15

∑“ß The Institute for Healthcare Improve-

ment (IHI) ¢Õßª√–‡∑» À√—∞Õ‡¡√‘°“‡≈Áß‡ÀÁπ∂÷ß§«“¡

 ”§—≠¢Õß°“√ªÑÕß°—π§«“¡§≈“¥‡§≈◊ËÕπ∑“ß¬“¥—ß°≈à“«

®÷ß‰¥â°”Àπ¥„Àâ‚§√ß°“√π’È‡ªìπ 1 „π 6 ‚§√ß°“√¬àÕ¬∑’Ë

®–™à«¬ªÑÕß°—π°“√‡ ’¬™’«‘µ®”π«π 100,000 √“¬

¿“¬„π‡«≈“  1 ªï À√◊Õ∑’Ë‡√’¬°«à“ 100,000 Lives Cam-

paign ́ ÷Ëß·π«∑“ß°“√ªØ‘∫—µ‘∑’Ë‡ªìπ‡≈‘» À√◊Õ Best prac-

tices ∑’Ë¡’ evidence-based ·≈–‰¥â√—∫°“√ π—∫ πÿπ

„Àâπ”‰ª„™âÕ¬à“ß·æ√àÀ≈“¬‡ªìπ‡æ◊ËÕ™à«¬ªÑÕß°—π°“√‡ ’¬

™’«‘µ®“°§«“¡§≈“¥‡§≈◊ËÕπ∑“ß¬“∑’Ë¡’‚Õ°“ ‡°‘¥¢÷Èπ„π

°√≥’¥—ß°≈à“« ¥—ßµàÕ‰ªπ’È

µ“√“ß∑’Ë 2  · ¥ß 100,000 Lives Campaign Objectives

Six Changes That Save Live

1. Deploy Rapid Response Teams

2. Deliver Reliable, Evidence-Based Care for Acute

Myocardial Infarction (Heart Attacks)

3. Prevent Adverse Drug Events (ADEs)

4. Prevent Central Line Infections

5. Prevent Surgical Site Infections

6. Prevent Ventilator-Associated Pneumonia

* 2005 Institute for Healthcare Improvement
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∑ÿ°§√—Èß∑’Ë¡’°“√¬â“¬ºŸâªÉ«¬‡¢â“/ÕÕ°®“°‰Õ´’¬Ÿ∑ÿ°

§√—Èß®–µâÕß¡’°√–∫«π°“√∑∫∑«π√“¬°“√¬“∑’Ë·æ∑¬å —Ëß

„À¡à (Admission orders or transfer orders) °—∫

√“¬°“√¬“∑’ËºŸâªÉ«¬‡§¬√—∫ª√–∑“π‡ªìπª√–®”°àÕπ‡¢â“

πÕπ‚√ßæ¬“∫“≈ À√◊Õ‰¥â√—∫Õ¬Ÿà¢≥–√—°…“µ—«„πÀÕºŸâªÉ«¬

‡¥‘¡°àÕπ°“√¬â“¬‰Õ ’́¬Ÿ ‚¥¬°“√∑∫∑«ππ’È√«¡∂÷ß°“√∑«π

 Õ∫§«“¡∂Ÿ°µâÕß¢Õß™◊ËÕ¬“ ¢π“¥¢Õß¬“∑’Ë√—∫ª√–∑“π

§«“¡∂’Ë„π°“√√—∫ª√–∑“π √«¡∂÷ß«‘∏’„™â À“°æ∫«à“¡’§«“¡

·µ°µà“ß√–À«à“ß√“¬°“√¬“∑—Èß Õß„Àâ‡®â“Àπâ“∑’Ëæ¬“∫“≈

À√◊Õ‡¿ —™°√ µ‘¥µàÕ/ª√– “π°—∫·æ∑¬å‡®â“¢Õß‰¢â‡æ◊ËÕ

¬◊π¬—π°“√À¬ÿ¥„™â¬“À√◊Õª√—∫√“¬°“√¬“„π à«π∑’Ë·µ°µà“ß

°—ππ’È„Àâ Õ¥§≈âÕß°—∫ ¿“æ°“√‡®Á∫ªÉ«¬¢ÕßºŸâªÉ«¬ æ√âÕ¡

∑—Èß√–∫ÿ§«“¡·µ°µà“ß¥—ß°≈à“«‰«â„π∫—π∑÷°·ºπ°“√√—°…“

∑“ß°“√æ¬“∫“≈¥â«¬

¢Õ‡πâπ«à“°√–∫«π°“√∑’Ë‡°’Ë¬«¢âÕßπ’È¡’ 3 ¢—ÈπµÕπ

‰¥â·°à

ë ¢—ÈπµÕπ∑’ËÀπ÷Ëß °“√ Õ∫∂“¡/ ∑∫∑«πª√–«—µ‘

°“√√—∫ª√–∑“π¬“„πÕ¥’µ

ë ¢—ÈπµÕπ∑’Ë Õß §◊Õ °“√∑«π Õ∫√“¬°“√¬“∑’Ë

·æ∑¬å —Ëß„À¡à«à“™◊ËÕ¬“ ¢π“¥¢Õß¬“∑’Ë√—∫ª√–∑“π §«“¡∂’Ë

√«¡∂÷ß«‘∏’„™â ∂Ÿ°µâÕßÀ√◊Õ‰¡à

ë ¢—ÈπµÕπ∑’Ë “¡ §◊Õ °“√∫—π∑÷°‡æ◊ËÕ¬◊π¬—π à«π

∑’Ë·µ°µà“ß¥—ß°≈à“« À√◊Õ°“√·°â‰¢√“¬°“√¬“„Àâ∂Ÿ°µâÕß

4. Prevention of Ventilator-Associated Pneu-
monia by Implementing the Four Com-
ponents of Care called çthe Ventilator
Bundle.é12-18

¿“«–ªÕ¥µ‘¥‡™◊ÈÕ√–À«à“ß„™â‡§√◊ËÕß™à«¬À“¬„® À√◊Õ

ventilator-associated pneumonia (VAP) À¡“¬∂÷ß

°“√µ‘¥‡™◊ÈÕ∑“ß‡¥‘πÀ“¬„®∑’Ë‡°‘¥¢÷ÈπÀ≈—ß®“°ºŸâªÉ«¬‰¥â√—∫

°“√„ à∑àÕÀ≈Õ¥§Õπ“πµ—Èß·µà 48 ™—Ë«‚¡ß¢÷Èπ‰ª ‡ªìπ

ªí≠À“ ”§—≠¢ÕßºŸâªÉ«¬„π‰Õ´’¬Ÿ∑ÿ°·Ààß‡π◊ËÕß®“° VAP

‡ªìπ “‡Àµÿ°“√µ“¬∑’Ë ”§—≠„π°≈ÿà¡ªí≠À“°“√µ‘¥‡™◊ÈÕ„π

‚√ßæ¬“∫“≈  Ÿß°«à“°“√‡ ’¬™’«‘µ®“° central line infec-

tion, severe sepsis, respiratory tract infection „π

ºŸâªÉ«¬∑’Ë‰¡à¡’°“√„ à∑àÕ™à«¬À“¬„® ®“°°“√»÷°…“æ∫«à“

Õ—µ√“µ“¬¢Õß°≈ÿà¡ºŸâªÉ«¬∑’Ë„™â‡§√◊ËÕß™à«¬À“¬„®·≈–‡°‘¥

VAP ‡∑à“°—∫√âÕ¬≈– 46 „π¢≥–∑’ËºŸâªÉ«¬∑’Ë„™â‡§√◊ËÕß™à«¬

À“¬„®·≈–‰¡à‡°‘¥ VAP ¡’Õ—µ√“µ“¬‡∑à“°—∫√âÕ¬≈– 32

πÕ°®“°π’È¬—ßæ∫«à“ºŸâªÉ«¬∑’Ë‡°‘¥ VAP ®–„™â‡§√◊ËÕß™à«¬

À“¬„®·≈–πÕπ√—°…“„π‰Õ´’¬Ÿπ“π°«à“°≈ÿà¡∑’Ë‰¡à‡°‘¥ VAP

∑“ß The Institute for Healthcare Improve-

ment (IHI) ¢Õßª√–‡∑» À√—∞Õ‡¡√‘°“‡≈Áß‡ÀÁπ∂÷ß§«“¡

 ”§—≠¢Õß°“√ªÑÕß°—π¿“«–ªÕ¥µ‘¥‡™◊ÈÕ√–À«à“ß„™â‡§√◊ËÕß

™à«¬À“¬„® À√◊Õ VAP ®÷ß‰¥â°”Àπ¥„Àâ‚§√ß°“√π’È‡ªìπ

1 „π 6 ‚§√ß°“√¬àÕ¬∑’Ë®–™à«¬ªÑÕß°—π°“√‡ ’¬™’«‘µ®”π«π

100,000 √“¬¿“¬„π‡«≈“  1 ªï À√◊Õ∑’Ë‡√’¬°«à“ 100,000

Lives Campaign ́ ÷Ëß·π«∑“ß°“√ªØ‘∫—µ‘∑’Ë‡ªìπ‡≈‘» À√◊Õ

Best practices ∑’Ë¡’ evidence-based ·≈–‰¥â√—∫°“√

 π—∫ πÿπ„Àâπ”‰ª„™âÕ¬à“ß·æ√àÀ≈“¬‡ªìπ‡æ◊ËÕªÑÕß°—π

°“√‡ ’¬™’«‘µ®“°°“√µ‘¥‡™◊ÈÕ¥—ß°≈à“« ‡√’¬°«à“ The venti-

lator Bundle ́ ÷Ëßª√–°Õ∫¥â«¬°≈ÿà¡·ºπ°“√¥Ÿ·≈√—°…“

∑’Ë‡ªìπ best practices ´÷ËßµâÕßªØ‘∫—µ‘√à«¡°—π‰¥â·°à

1. Elevation of the head of the bed to

between 30 and 45 degrees

2. Daily çsedation vacationé and daily

assessment of readiness to extubate

3. Peptic ulcer disease (PUD) prophylaxis

4. Deep venous thrombosis (DVT) prophy-

laxis (unless contraindicated)

°“√¬°»’√…– Ÿß 30-45 Õß»“
°“√¬°»’√…– Ÿß¡’§«“¡ —¡æ—π∏å°—∫°“√≈¥≈ß¢Õß

Õÿ∫—µ‘°“√≥å¢Õß VAP ‚¥¬√–¥—∫∑’Ë·π–π” §◊Õ 30-45 Õß»“

‚¥¬ Drakulovic ·≈–§≥–14 ‰¥â∑”°“√»÷°…“·∫∫ RCT

„πºŸâªÉ«¬®”π«π 86 √“¬ æ∫«à“°≈ÿà¡ºŸâªÉ«¬∑’ËπÕπ¬°

»’√…– Ÿß¡’Õÿ∫—µ‘°“√≥å¢Õß VAP ∑’ËµË”°«à“°≈ÿà¡πÕπ√“∫

∑—Èß suspected case ·≈– confirmed case ¢Õß VAP

(34% vs. 8% „π suspected cases [p=0.003] ·≈–

23% vs 5% „π confirmed cases [p=0.018])




