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∫∑§—¥¬àÕ °“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ‡ªìπ°√–∫«π°“√∑’Ë´—∫´âÕπ·≈–‡√àß¥à«π ºà“π®ÿ¥°“√„Àâ∫√‘°“√À≈“¬®ÿ¥
§«“¡º‘¥æ≈“¥ ≥ ®ÿ¥Àπ÷Ëß®ÿ¥„¥„π°√–∫«π°“√√—°…“æ¬“∫“≈ Õ“®¡’º≈∑”„ÀâºŸâªÉ«¬‡ ’¬™’«‘µ À√◊Õ‡°‘¥¿“«–
·∑√°´âÕπ‰¥â ‚¥¬¡’«—µ∂ÿª√– ß§å ‡æ◊ËÕæ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë¡“√—∫°“√√—°…“µ—«
„π‚√ßæ¬“∫“≈¢Õπ·°àπ °“√»÷°…“π’È‡ªìπ°“√«‘®—¬·∫∫¡’ à«π√à«¡ (participatory action research) «‘‡§√“–Àå
¢âÕ¡Ÿ≈‚¥¬„™â ∂‘µ‘√âÕ¬≈–·≈–‰§ ·§«√å √–¬–‡«≈“„π°“√»÷°…“ «ß√Õ∫∑’Ë 1 æ.». 2537-2538 «ß√Õ∫∑’Ë 2 æ.».
2540-2541 «ß√Õ∫∑’Ë 3 æ.». 2543-2544

‚√ßæ¬“∫“≈¢Õπ·°àπ‰¥âµ—Èß trauma audit committee ‡æ◊ËÕ √â“ß√–∫∫°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“
æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚¥¬·µà≈–«ß√Õ∫¡’°√Õ∫°“√¥”‡π‘πß“π§◊Õ

1. Identifying problem ‚¥¬®—¥√–∫∫°“√ª√–‡¡‘πº≈°“√√—°…“ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿµ“¡§«“¡√ÿπ·√ß ‚¥¬
TRISS METHODOLOGY ‡æ‘Ë¡‡µ‘¡‡¢â“‰ª„π TRAUMA REGISTRY

2. Understanding cause ‚¥¬ trauma audit committee »÷°…“∑∫∑«π°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ
·≈–¢âÕº‘¥æ≈“¥„π°“√√—°…“æ¬“∫“≈¥â«¬°√–∫«π°“√ peer group review

3. Suggesting solution ‚¥¬°“√ √â“ß‡°≥±å¡“µ√∞“π·≈– performance indicators
4. Implementation ‚¥¬∫√√®ÿ‡°≥±å¡“µ√∞“π·≈– performance indicators ‡¢â“„π°√–∫«π°“√

√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¢Õß‚√ßæ¬“∫“≈ æ√âÕ¡∑—Èß¥”‡π‘π°“√·°â‰¢ªí≠À“∑’Ë¡’„π√–∫∫
5. Evaluation ¥”‡π‘π°“√ª√–‡¡‘πº≈‚¥¬„™â«‘∏’°“√‡™àπ‡¥’¬«°—∫¢—ÈπµÕπ∑’Ë 1
º≈°“√ª√–‡¡‘π„π¢—ÈπµÕπ∑’ËÀâ“ §◊Õ®ÿ¥µ—Èßµâπ¢Õß°“√æ—≤π“„π«ß√Õ∫µàÕ‰ª
º≈°“√¥”‡π‘πß“πª√“°Ø«à“ §ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¥’¢÷Èπ preventable death rate

≈¥≈ß®“°√âÕ¬≈– 3.2 „π æ.». 2537 ‡ªìπ√âÕ¬≈– 1.3 „π æ.». 2543 ·≈–¢âÕº‘¥æ≈“¥„π°“√√—°…“æ¬“∫“≈
≈¥≈ß®“° 407 ®ÿ¥‡ªìπ 156 ®ÿ¥ µ≈Õ¥®π¢âÕº‘¥æ≈“¥∑’Ë∑”„ÀâºŸâªÉ«¬‡ ’¬™’«‘µ≈¥≈ß®“° 296 ®ÿ¥ ‡ªìπ 88 ®ÿ¥
µ“¡≈”¥—∫

 √ÿª ·¡â«à“°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë«‘°ƒµ®–¬“°·≈– ≈—∫´—∫´âÕπ ¡’§«“¡ Ÿ≠‡ ’¬ Ÿß ·µà°“√
æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ “¡“√∂¥”‡π‘π°“√Õ¬à“ß‡ªìπ√–∫∫ ·≈–¡’ª√– ‘∑∏‘¿“æ‰¥â ‚¥¬
Õ“»—¬°√–∫«π°“√¢Õß participatory action research º≈°“√¥”‡π‘πß“πÕ¬à“ß®√‘ß®—ß ∑”„Àâ§ÿ≥¿“æ°“√
√—°…“ºŸâªÉ«¬¥’¢÷Èπ Õ—µ√“°“√‡ ’¬™’«‘µ∑’Ë‰¡à ¡§«√·≈–¢âÕº‘¥æ≈“¥„π°“√√—°…“æ¬“∫“≈≈¥≈ß

§” ”§—≠: ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ, ‡°≥±å¡“µ√∞“π°“√√—°…“æ¬“∫“≈, «‘∏’°“√·∫∫ TRISS
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Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ
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°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

«“√ “√«‘™“°“√ “∏“√≥ ÿ¢ ÚııÒ ªï∑’Ë Ò˜ ©∫—∫∑’Ë Û

∫∑π”
ºŸâªÉ«¬∑’Ë‰¥â√—∫∫“¥‡®Á∫®“°Õÿ∫—µ‘‡Àµÿ‡ªìπºŸâªÉ«¬«‘°ƒµ

‚¥¬∑’Ë°√–∫«π°“√√—°…“æ¬“∫“≈°Á¬—ß¬ÿàß¬“° ´—∫´âÕπ

µâÕßºà“π®ÿ¥°“√„Àâ∫√‘°“√À≈“¬®ÿ¥ ‰¥â·°à ‚√ßæ¬“∫“≈

„°≈â∑’Ë‡°‘¥‡Àµÿ ´÷Ëß à«π„À≠à®–‡ªìπ‚√ßæ¬“∫“≈™ÿ¡™π

√–∫∫°“√ àßµàÕºŸâªÉ«¬ ÀâÕß©ÿ°‡©‘π ÀÕºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ÀâÕß

ºà“µ—¥ ÀÕºŸâªÉ«¬«‘°ƒµ Àπà«¬ π—∫ πÿπ°“√√—°…“æ¬“∫“≈

Õ’°¡“°¡“¬ ‡™àπ §≈—ß‡≈◊Õ¥ ÀâÕß¬“ Àπà«¬æ¬“∏‘«‘∑¬“

§≈‘π‘° ‚¿™π“°“√ °“¬¿“æ∫”∫—¥ ¢âÕº‘¥æ≈“¥À√◊Õ

§«“¡≈à“™â“ ≥ ®ÿ¥„¥ ®ÿ¥Àπ÷Ëß„π°√–∫«π°“√√—°…“

æ¬“∫“≈ ·¡â®–‡ªìπ‡æ’¬ß®ÿ¥‡¥’¬«°ÁÕ“®®–√ÿπ·√ß¡“°

æÕ∑’Ë®–°àÕ„Àâ‡°‘¥¿“«–·∑√° ấÕπ·≈–Õ“®®–√ÿπ·√ß

®π∂÷ß·°à™’«‘µ(1-5)

 “‡Àµÿ°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ®”π«π‰¡à

πâÕ¬‡°‘¥®“°§«“¡º‘¥æ≈“¥„π°√–∫«π°“√√—°…“æ¬“∫“≈

´÷Ëß “¡“√∂ªÑÕß°—π‰¥â ¥—ß‡™àπ Fitts ·≈–§≥–(6) ‰¥â
«‘‡§√“–ÀåºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡ ’¬™’«‘µ 950 √“¬ „πªï 1964

æ∫«à“ 51 √“¬ √âÕ¬≈– 11 ‡°‘¥®“°§«“¡∫°æ√àÕß„π
°“√«‘π‘®©—¬ √âÕ¬≈– 7 ‡°‘¥®“°§«“¡∫°æ√àÕß„π°“√

√—°…“æ¬“∫“≈ ·≈–√âÕ¬≈– 12 ‡°‘¥®“°§«“¡∫°æ√àÕß

∑—Èß°“√«‘π‘®©—¬·≈–°“√√—°…“ ·≈–°“√®—¥ Regionalized
trauma care system °√–∫«π°“√ªÑÕß°—π ¡’ à«π≈¥

Õ—µ√“µ“¬‰¥â ‚¥¬ Cales(7) ‰¥â√“¬ß“π„π California «à“

preventable death ≈¥≈ß®“°√âÕ¬≈– 35 ‡À≈◊Õ√âÕ¬≈–
3

ªï 2540 McDermott FT ·≈–§≥–(8) ‰¥â»÷°…“

ªí≠À“∑’Ë‡°‘¥¢÷Èπ„π°“√√—°…“æ¬“∫“≈ºŸâ‡ ’¬™’«‘µ®“°

Õÿ∫—µ‘‡Àµÿ®√“®√„π‡¡◊Õß«‘§µÕ‡√’¬ ª√–‡∑»ÕÕ ‡µ√‡≈’¬

„πªï 2536-2537 ®”π«π 120 √“¬ æ∫«à“ ¡’ªí≠À“„π

°“√√—°…“æ¬“∫“≈®“°∑ÿ°Àπà«¬ß“π∑’Ë‡°’Ë¬«¢âÕß ®”π«π

1,175 √“¬°“√ „π®”π«ππ’È 949 √“¬°“√ (81%) ‡°‘¥

®“°¢âÕº‘¥æ≈“¥„π°“√∫√‘À“√®—¥°“√ 123 √“¬°“√ (11%)

‡°‘¥®“°¢âÕº‘¥æ≈“¥®“°√–∫∫ß“π 35 √“¬°“√ (3%) ‡°‘¥
®“°¢âÕº‘¥æ≈“¥∑“ß¥â“π‡∑§π‘§°“√√—°…“ 27 √“¬°“√

(2%) ‡°‘¥®“°°“√«‘π‘®©—¬∑’Ë≈à“™â“·≈–°“√«‘π‘®©—¬∫°æ√àÕß

°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ
Major Trauma Outcome study group, Ameri-

can College of Surgeon ‰¥â®—¥∑”√“¬ß“π‡ πÕµàÕ

National Academy of Science - National Research

Council  À√—∞Õ‡¡√‘°“(9) „πªï 2509 °“√æ—≤π“

§ÿ≥¿“æ°“√∫√‘°“√ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ µâÕßª√–°Õ∫¥â«¬ Õß§å

ª√–°Õ∫ ”§—≠ 3 ª√–°“√ ‰¥â·°à Trauma Registry,

Trauma Audit ·≈– Integrated Regional Trauma

service

Major Trauma Outcome Study (MTOS) ‰¥â

®—¥∑”√“¬ß“π‡ πÕ National Health and Medical

Research Council(9) „πªï 2533 °“√ª√–‡¡‘π§ÿ≥¿“æ

°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¢Õß ∂“πæ¬“∫“≈ ®–
µâÕß¡’√–∫∫®—¥≈”¥—∫§«“¡√ÿπ·√ß¢Õß°“√∫“¥‡®Á∫·∫∫

‡¥’¬«°—π ®÷ß®– “¡“√∂‡ª√’¬∫‡∑’¬∫°—π‰¥â ·≈–√–∫∫®—¥

≈”¥—∫∑’Ë¥’∑’Ë ÿ¥„πªí®®ÿ∫—π ‰¥â·°à Trauma score ·≈– in-
jury severity score ´÷Ëß· ¥ß∂÷ß post injury physi-

ological status ·≈– anatomical injury ¢ÕßºŸâªÉ«¬

Major Trauma Outcome Study (MTOS), Ameri-
can College of Surgeon(9) ‰¥â§‘¥«‘∏’§”π«≥À“ Prob-

ability for Survival (Ps) ‚¥¬«‘∏’¢Õß TRISS analysis

´÷Ëß„™âµ—«·ª√ 6 µ—« ‰¥â·°à §«“¡¥—π‚≈À‘µ Õ—µ√“°“√À“¬„®
§–·ππ§«“¡√Ÿâ µ‘ §–·ππ§«“¡√ÿπ·√ß¢Õß°“√∫“¥‡®Á∫

Õ“¬ÿ¢ÕßºŸâªÉ«¬·≈–°≈‰°¢Õß°“√∫“¥‡®Á∫

°“√∑’Ë∑√“∫§à“‚Õ°“ √Õ¥™’«‘µ (Ps) ¢ÕßºŸâªÉ«¬ ∑”„Àâ
 “¡“√∂·∫àß°≈ÿà¡ºŸâªÉ«¬ÕÕ°µ“¡§«“¡√ÿπ·√ß·≈–º≈

°“√√—°…“µ“¡§«“¡√ÿπ·√ß

- ºŸâªÉ«¬∑’Ë¡’ Ps > 0.5 ∂◊Õ«à“‡ªìπºŸâªÉ«¬∑’Ë¡’

‚Õ°“ √Õ¥™’«‘µ ¡“°°«à“√âÕ¬≈– 50 ∂â“À“°ºŸâªÉ«¬„π

°≈ÿà¡π’È‡ ’¬™’«‘µ ∂◊Õ«à“‡ªìπ°“√‡ ’¬™’«‘µ∑’ËªÑÕß°—π‰¥â (pre-

ventable death) ÷́Ëß¡—°®–‡°‘¥§«“¡∫°æ√àÕß„π°“√

√—°…“æ¬“∫“≈

- ºŸâªÉ«¬∑’Ë¡’ Ps √–À«à“ß 0.25-0.5 À“°‡ ’¬

™’«‘µ∂◊Õ«à“Õ“®‡ªìπ°“√‡ ’¬™’«‘µ∑’ËªÑÕß°—π‰¥â (potentially

preventable death)

ÛıÛ
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- ºŸâªÉ«¬∑’Ë¡’ Ps < 0.5 À“°‡ ’¬™’«‘µ∂◊Õ«à“

‡ªìπ°“√‡ ’¬™’«‘µ∑’ËªÑÕß°—π‰¡à‰¥â (non preventable death)

®÷ß»÷°…“‚¥¬¡’«—µ∂ÿª√– ß§å ‡æ◊ËÕæ—≤π“§ÿ≥¿“æ

°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë¡“√—∫°“√√—°…“µ—«„π

‚√ßæ¬“∫“≈¢Õπ·°àπ «‘∏’°“√»÷°…“ °“√«‘®—¬‡™‘ßªØ‘∫—µ‘

°“√·∫∫¡’ à«π√à«¡ (participatory action research)

π’È¥”‡π‘π°“√µ—Èß·µà æ.». 2537 ∂÷ß æ.». 2544

°√Õ∫§«“¡§‘¥„π°“√¥”‡π‘πß“π

°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬

Õÿ∫—µ‘‡Àµÿ∑’Ë√—∫‡¢â“√—°…“µ—«„π‚√ßæ¬“∫“≈ “¡“√∂¥”‡π‘π

°“√„Àâ —¡ƒ∑∏‘º≈Õ¬à“ß¡’ª√– ‘∑∏‘¿“æ‰¥â ‚¥¬°√–∫«π°“√

¢Õß participatory action research ÷́Ëß¡’ 5 ¢—ÈπµÕπ
‰¥â·°à

1. ª√–‡¡‘πªí≠À“

2. ‡¢â“„® “‡Àµÿ
3. ‡ πÕ·π–·π«∑“ß·°â ‰¢

4. ≈ß¡◊ÕªØ‘∫—µ‘

5. ª√–‡¡‘πº≈
‡¡◊ËÕ ‘Èπ ÿ¥°“√¥”‡π‘πß“π„π«ß√Õ∫∑’Ë 1 §◊Õ ‡ √Á®

 ‘Èπ°“√ª√–‡¡‘πº≈ °Áπ”ªí≠À“·≈–Õÿª √√§∑’Ëæ∫®“°

º≈°“√ª√–‡¡‘π¡“‡ªìπ®ÿ¥‡√‘Ë¡µâπ¢Õß°“√æ—≤π“„π«ß

√Õ∫µàÕ‰ª

«‘∏’°“√¥”‡π‘πß“π „π·µà≈–«ß√Õ∫¢Õß°“√»÷°…“

«‘®—¬§√—Èßπ’È ¡’°√Õ∫°“√¥”‡π‘πß“π ¥—ßπ’È
1. ®—¥√–∫∫°“√ª√–‡¡‘π§ÿ≥¿“æ°“√√—°…“

æ¬“∫“≈‚¥¬°“√„™â¢âÕ¡Ÿ≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ®“° Trauma

registry ·≈–„™â TRISS Methodology „π°“√§”π«≥

§à“ Ps (Probability for Survival) ·≈–ª√–‡¡‘π

§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈°—∫§à“ Ps ®“°º≈°“√√—°…“

®√‘ß

2. ®—¥√–∫∫°“√»÷°…“«‘‡§√“–Àå ‡æ◊ËÕÀ“¢âÕº‘¥

æ≈“¥„π°“√¥Ÿ·≈ºŸâªÉ«¬∑’Ë‡ ’¬™’«‘µ (dead case peer

group review)
3. π”º≈°“√»÷°…“¢Õß peer group ¡“ √â“ß

‡°≥±å¡“µ√∞“π„π°“√¥Ÿ·≈√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ

(Audit Filters and Key Performance Indicators)

4. π” Audit Filter ·≈– Key Performance

Indicators ¡“∫√√®ÿ‡¢â“„π°√–∫«π°“√√—°…“æ¬“∫“≈

(Implementation)

5. ª√–‡¡‘πº≈°“√¥”‡π‘πß“π ‚√ßæ¬“∫“≈

¢Õπ·°àπ‰¥â®—¥√–∫∫°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“

æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿµ“¡°√Õ∫§«“¡§‘¥¢â“ßµâπ∑—Èß ‘Èπ

3 «ß√Õ∫ ¥—ßπ’È

«ß√Õ∫∑’Ë 1 ¥”‡π‘π°“√„π æ.». 2537-2538 »÷°…“

 ¿“æ·≈–¢âÕ¡Ÿ≈æ◊Èπ∞“π π”º≈°“√»÷°…“¡“ √â“ß

‡°≥±å¡“µ√∞“π™ÿ¥∑’Ë 1 ·≈–π”‡°≥±å¡“µ√∞“π∑’Ë √â“ß

¢÷Èπ¡“„™â æ√âÕ¡∑—Èßµ‘¥µ“¡ª√–‡¡‘πº≈
«ß√Õ∫∑’Ë 2 ¥”‡π‘π°“√„π æ.». 2540-2541 π”

º≈°“√ª√–‡¡‘π¡“ª√—∫·°â ‰¢‡æ‘Ë¡‡µ‘¡‡°≥±å¡“µ√∞“π„Àâ

 ¡∫Ÿ√≥å¢÷Èπ
«ß√Õ∫∑’Ë 3 ¥”‡π‘π°“√„π æ.». 2543-2544 æ—≤π“

Key Performance Indicator for Trauma Care ·≈–
 √â“ß√–∫∫ performance management ‡æ◊ËÕ„Àâ∑’¡ß“π

ªØ‘∫—µ‘µ“¡ performance indicator ∑’Ë √â“ß¢÷Èπ

„π·µà≈–«ß√Õ∫¡’√“¬≈–‡Õ’¬¥„π«‘∏’°“√·≈–¢—Èπ
µÕπ°“√¥”‡π‘πß“π ¥—ßπ’È

1. √–¬–‡µ√’¬¡°“√

1.1 ·µàßµ—Èß Hospital trauma audit commit-

tee

1.2  √â“ß·∫∫øÕ√å¡ trauma registry „Àâ

‡À¡“– ¡°—∫‚§√ß°“√

1.3  √â“ß·∫∫øÕ√å¡∫—π∑÷°ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë

‡ ’¬™’«‘µ

1.4  √â“ß·∫∫øÕ√å¡«‘‡§√“–ÀåÀ“ contributing

factor to mortality „π peer review ‚¥¬¡’¢âÕ·π–π”

°“√°√Õ°¢âÕ¡Ÿ≈·≈–§”®”°—¥§«“¡

1.5 ª√–™ÿ¡∫ÿ§≈“°√∑’Ë‡°’Ë¬«¢âÕß‡æ◊ËÕ™’È·®ß„Àâ

‡¢â“„®«—µ∂ÿª√– ß§å·≈–«‘∏’°“√¥”‡π‘πß“π¢Õß‚§√ß°“√

1.6 √–¬–‡«≈“„π°“√‡µ√’¬¡°“√ 3 ‡¥◊Õπ



°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

«“√ “√«‘™“°“√ “∏“√≥ ÿ¢ ÚııÒ ªï∑’Ë Ò˜ ©∫—∫∑’Ë Û

2. °“√»÷°…“¢âÕ¡Ÿ≈æ◊Èπ∞“π

2.1 Inclusion criteria

2.1.1 ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑ÿ°√“¬∑’Ë¡“√—∫°“√

√—°…“µ—« ≥ µ÷°Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈¢Õπ·°àπ

2.2.2 ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡ ’¬™’«‘µ„π‚√ß-

æ¬“∫“≈¢Õπ·°àπ∑ÿ°√“¬ „π√–¬–‡«≈“¢Õß°“√»÷°…“

„π·µà≈–«ß√Õ∫ §◊Õ 6 ‡¥◊Õπ

2.2 exclusion criteria

ºŸâªÉ«¬∑’Ë¡’ underlying diseases (§«“¡¥—π‚≈À‘µ

‡∫“À«“π ‚√§À—«„® Õ◊Ëπ Ê)

2.3 °“√ª√–‡¡‘πº≈

2.3.1 º≈°“√√—°…“ºŸâªÉ«¬µ“¡§«“¡√ÿπ·√ß

¢Õß°“√∫“¥‡®Á∫
ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑ÿ°√“¬∑’Ë¡“√—∫°“√

√—°…“µàÕ ≥ µ÷°Õÿ∫—µ‘‡Àµÿ ®–∂Ÿ°∫—π∑÷°¢âÕ¡Ÿ≈„π·∫∫øÕ√å¡

trauma registry „πºŸâªÉ«¬∑’ËµâÕß√—∫‡¢â“√—°…“µàÕ„π‚√ß-
æ¬“∫“≈ ®–µâÕß≈ß∫—π∑÷°¢âÕ¡Ÿ≈ ”§—≠„π°“√§”π«≥

À“§à“‚Õ°“ √Õ¥™’«‘µ (probability for survival) µ—«·ª√
∑’Ë ”§—≠‰¥â·°à §«“¡¥—π‚≈À‘µ Õ—µ√“°“√À“¬„® §–·ππ

§«“¡√Ÿâ µ‘ §–·ππ§«“¡√ÿπ·√ß¢Õß°“√∫“¥‡®Á∫ Õ“¬ÿ

¢ÕßºŸâªÉ«¬·≈–°≈‰°¢Õß°“√∫“¥‡®Á∫ ¢âÕ¡Ÿ≈®“° trauma
registry „π à«ππ’È ®–π”¡“§”π«≥À“

1) Ps „πºŸâªÉ«¬∑ÿ°√“¬

2) Õ—µ√“‡ ’¬™’«‘µ„π°≈ÿà¡ºŸâªÉ«¬∑’Ë¡’
Ps > 0.5

3) Õ—µ√“°“√‡ ’¬™’«‘µ„π°≈ÿà¡ºŸâªÉ«¬

∑’Ë¡’ Ps √–À«à“ß 0.25 ·≈– 0.5

4) Õ—µ√“°“√‡ ’¬™’«‘µ„π°≈ÿà¡ºŸâªÉ«¬

∑’Ë¡’ Ps < 0.5

2.3.2 ®—¥°≈ÿà¡µ“¡ª√–‡¿∑·≈–Õß§åª√–°Õ∫

∑’Ë¡’º≈µàÕ°“√‡ ’¬™’«‘µ

Hospital trauma audit commit-

tee ®–ª√–™ÿ¡√à«¡°—π ‡æ◊ËÕ»÷°…“¢âÕ¡Ÿ≈°“√‡ ’¬™’«‘µ¢Õß

ºŸâªÉ«¬®“°·∫∫øÕ√å¡∫—π∑÷°ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ‡ ’¬™’«‘µ √à«¡

°—∫¢âÕ¡Ÿ≈®“°∑–‡∫’¬πª√–«—µ‘ºŸâªÉ«¬·≈– Ps ®“° trauma

registry ·≈â«µ—¥ ‘π«à“ºŸâªÉ«¬∑’Ë‡ ’¬™’«‘µπ—Èππà“®–Õ¬Ÿà„π

°≈ÿà¡„¥ (preventable, potentially preventable ·≈–

non preventable) ·≈–¡’ªí≠À“Õ–‰√„π°“√√—°…“

æ¬“∫“≈ ≥ ®ÿ¥µà“ß Ê ‰¥â·°à µ÷°Õÿ∫—µ‘‡Àµÿ »—≈¬°√√¡

Õÿ∫—µ‘‡Àµÿ ÀâÕßºà“µ—¥ ICU À√◊Õ‡ªìπ§«“¡∫°æ√àÕß∑’Ë‡°‘¥

¢÷Èπ„π√–∫∫ ‚¥¬®–∫—π∑÷°º≈°“√«‘‡§√“–Àå≈ß„π·∫∫

øÕ√å¡«‘‡§√“–ÀåÀ“ ªí®®—¬∑’Ë¡’º≈µàÕ°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬

¢âÕ¡Ÿ≈®“°·∫∫øÕ√å¡π’È ®–π”¡“«‘‡§√“–Àå·≈–√“¬ß“π

‡ªìπµ“√“ß· ¥ß™π‘¥§«“¡∫°æ√àÕß¢Õß°“√√—°…“

æ¬“∫“≈ ≥ ®ÿ¥µà“ß Ê

2.3.3 √–¬–‡«≈“„π°“√¥”‡π‘π°“√ 6 ‡¥◊Õπ

3. °“√ √â“ß‡°≥±å¡“µ√∞“π °“√ √â“ßµ—«™’È«—¥

„π°“√ªØ‘∫—µ‘ß“π·≈–°“√π”‰ª Ÿà°“√ªØ‘∫—µ‘
3.1 ª√–™ÿ¡ Trauma audit committee  √â“ß

‡°≥±å¡“µ√∞“π„π°“√√—°…“ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ„π‚√ßæ¬“∫“≈

¢Õπ·°àπ
3.2 ª√–™ÿ¡™’È·®ß∫ÿ§≈“°√∑’Ë‡°’Ë¬«¢âÕß„Àâ‡ª≈’Ë¬π-

·ª≈ß√–∫∫°“√∑”ß“π‚¥¬¬÷¥∂◊Õ‡°≥±å¡“µ√∞“π ‡ªìπ
°√–∫«π°“√À≈—°„π°“√∑”ß“π

3.3 Õ∫√¡∫ÿ§≈“°√„Àâ¡’§«“¡√Ÿâ §«“¡‡¢â“„®„π

°“√§«∫§ÿ¡·≈–¥Ÿ·≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ„Àâ∂Ÿ°¢—ÈπµÕπ ·≈–¡’
ª√– ‘∑∏‘¿“æ¬‘Ëß¢÷Èπ

3.4 ∑¥≈ÕßªØ‘∫—µ‘

3.5 √–¬–‡«≈“„π°“√¥”‡π‘πß“π 2 ‡¥◊Õπ
4. °“√»÷°…“º≈≈—æ∏å

4.1 inclusion criteria

4.1.1 ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑ÿ°√“¬∑’Ë¡“√—∫°“√
√—°…“µ—« ≥ µ÷°Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

4.1.2 ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡ ’¬™’«‘µ„π‚√ß-

æ¬“∫“≈¢Õπ·°àπ∑ÿ°√“¬
4.2 exclusion criteria ºŸâªÉ«¬∑’Ë¡’ underlying

disease (§«“¡¥—π‚≈À‘µ ‡∫“À«“π ‚√§À—«„® Õ◊Ëπ Ê)

4.3 °“√ª√–‡¡‘πº≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡ ’¬™’«‘µ

„π‚√ßæ¬“∫“≈¢Õπ·°àπ∑ÿ°√“¬„π™à«ß 6 ‡¥◊Õπ¢Õß«ß

√Õ∫∑’Ë»÷°…“

Ûıı
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4.4 √–¬–‡«≈“„π°“√¥”‡π‘π°“√ 6 ‡¥◊Õπ

5. °“√«‘‡§√“–Àå·≈–®—¥∑”√“¬ß“π

°“√«‘‡§√“–Àå¢âÕ¡Ÿ≈‚¥¬„™â ∂‘µ‘√âÕ¬≈–·≈–

‰§ ·§«√å ‡ª√’¬∫‡∑’¬∫§à“‚Õ°“ √Õ¥™’«‘µ (Ps) °àÕπ

·≈–À≈—ß°“√¥”‡π‘π°“√ √–¬–‡«≈“„π°“√¥”‡π‘π°“√ 4

‡¥◊Õπ

º≈°“√»÷°…“

«ß√Õ∫∑’Ë 1 ¢Õß°“√æ—≤π“§ÿ≥¿“æ (æ.».2537-

2538)

«‘‡§√“–Àåµ“¡°√Õ∫¢Õß participatory action

research ‰¥â¥—ßπ’È

Identifying problem ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡¢â“√—∫
°“√√—°…“µ—«„π‚√ßæ¬“∫“≈„πªï 2537 „π°≈ÿà¡∑’Ë Ps >0.5

¡’Õ—µ√“°“√‡ ’¬™’«‘µ √âÕ¬≈– 3.5

Understanding cause: Hospital Trauma
Audit Committee (TA committee) ‰¥â¥”‡π‘π°“√»÷°…“

dead case peer review ·≈â«æ∫«à“ preventable death

rate ¢ÕßºŸâªÉ«¬„π™à«ß‡«≈“π—Èπ ‡∑à“°—∫ √âÕ¬≈– 3.2 °“√
»÷°…“§√—Èßπ—Èπ‰¥â™ÿ¥¢âÕ¡Ÿ≈∑’Ë‡ªìπªí®®—¬∑’Ë∑”„ÀâºŸâªÉ«¬‡ ’¬™’«‘µ

Suggesting solution §≥–∑”ß“π®—¥∑”

‡°≥±å¡“µ√∞“π°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ®÷ß‰¥â
π”¢âÕ¡Ÿ≈®“°°“√»÷°…“¡“æ—≤π“®—¥∑”‡°≥±å¡“µ√∞“π

°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¢÷Èπ

Implementation Hospital Trauma Audit

Committee ‰¥âπ”‡°≥±å¡“µ√∞“π∑’Ë®—¥∑”¢÷Èπ¡“„™â„π

°√–∫«π°“√√—°…“æ¬“∫“≈„πªï 2538

Evaluation º≈°“√¥”‡π‘πß“πª√“°Ø«à“ Õ—µ√“

°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬∑’Ë¡’ Ps >0.5 ≈¥≈ß‡ªìπ√âÕ¬≈– 2.8

·≈– preventable death rate ≈¥≈ß‡ªìπ√âÕ¬≈– 2.7

(√Ÿª∑’Ë 1)

«ß√Õ∫∑’Ë 2 ¢Õß°“√æ—≤π“§ÿ≥¿“æ (æ.». 2540-

2541)

«‘‡§√“–Àåµ“¡°√Õ∫¢Õß participatory action

research ‰¥â¥—ßπ’È

Identifying problem Õ—µ√“°“√‡ ’¬™’«‘µ¢Õß

ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡¢â“√—∫°“√√—°…“µ—«„π‚√ßæ¬“∫“≈„πªï

2538 „π°≈ÿà¡∑’Ë Ps >0.5 ´÷Ëß∂÷ß·¡â®–≈¥≈ß°«à“ªï 2537

§◊Õ≈¥≈ß®“°√âÕ¬≈– 3.5 ‡ªìπ√âÕ¬≈– 2.8 ·≈– prevent-

able death rate ÷́Ëß·¡â®–≈¥≈ß ®“°√âÕ¬≈– 3.2 ‡ªìπ

√âÕ¬≈– 2.7 ·µà¬—ß∂◊Õ«à“‡ªìπÕ—µ√“°“√‡ ’¬™’«‘µ„π√–¥—∫∑’Ë Ÿß

Understanding cause: Hospital Trauma

Audit Committee ‰¥âª√–™ÿ¡∑∫∑«π·≈â«¡’¢âÕ √ÿª«à“

‡°≥±å¡“µ√∞“π∑’Ë®—¥∑”¢÷Èπ¬—ß¡’¢âÕ®”°—¥„π°“√ªØ‘∫—µ‘ ‰¡à

§√Õ∫§≈ÿ¡∂÷ß°“√ªØ‘∫—µ‘¢Õß∑’¡æ¬“∫“≈ ªí≠À“„π

√–∫∫À≈“¬ª√–°“√¬—ß‰¡à‰¥â√—∫°“√·°â ‰¢

Suggesting solution §≥–∑”ß“π®—¥∑”

‡°≥±å¡“µ√∞“π°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ®÷ß‰¥â
∑∫∑«π ‡æ‘Ë¡‡µ‘¡ ·≈–ª√—∫ª√ÿß‡°≥±å¡“µ√∞“π°“√

√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¢÷Èπ„À¡à

Implementation: Hospital Trauma Audit
Committee ‰¥âπ”‡°≥±å¡“µ√∞“π∑’Ë®—¥∑”¢÷Èπ¡“„™â„π

°√–∫«π°“√√—°…“æ¬“∫“≈„πªï 2540
Evaluation º≈°“√¥”‡π‘πß“πª√“°Ø«à“ Õ—µ√“

°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬∑’Ë¡’ Ps >0.5 ≈¥≈ß‡ªìπ√âÕ¬≈– 2.7

·≈– preventable dead rate ≈¥≈ß‡ªìπ√âÕ¬≈– 2.1 (√Ÿª
∑’Ë 2)

«ß√Õ∫∑’Ë 3 ¢Õß°“√æ—≤π“§ÿ≥¿“æ (2543-2544)

«‘‡§√“–Àåµ“¡°√Õ∫¢Õß participatory action

research ‰¥â¥—ßπ’È

Identifying problem ·¡âÕ—µ√“°“√‡ ’¬™’«‘µ

¢ÕßºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ∑’Ë‡¢â“√—∫°“√√—°…“µ—«„π‚√ßæ¬“∫“≈

„πªï 2540 „π°≈ÿà¡∑’Ë Ps >0.5 ·≈– preventable dead

rate ®–≈¥≈ß°«à“ªï 2537, 2538 §◊Õ ®“°√âÕ¬≈– 3.2

≈¥≈ß‡À≈◊Õ √âÕ¬≈– 2.7 ·≈–√âÕ¬≈– 2.1 ·µà°Á¬—ßÕ¬Ÿà„π

√–¥—∫∑’Ë Ÿß ·≈–¡’™àÕß∑“ß„π°“√æ—≤π“

Understanding cause: Hospital Trauma

Audit Committee ‰¥âª√–™ÿ¡∑∫∑«π·≈â«¡’¢âÕ √ÿª«à“

‡°≥±å¡“µ√∞“π∑’Ë®—¥∑”¢÷Èπ¬—ß‰¡à§√Õ∫§≈ÿ¡‡∑à“∑’Ë§«√ ·≈–

∑’¡ß“π∑’Ë‡°’Ë¬«¢âÕß∫“ß à«π¬—ß‰¡à‡¢â“„® ®÷ß¬—ß‰¡à ‰¥â„Àâ



°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

«“√ “√«‘™“°“√ “∏“√≥ ÿ¢ ÚııÒ ªï∑’Ë Ò˜ ©∫—∫∑’Ë Û

§«“¡√à«¡¡◊Õ‡∑à“∑’Ë§«√
Suggesting solution §≥–∑”ß“π®—¥∑”

‡°≥±å¡“µ√∞“π°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ®÷ß‰¥â

æ—≤π“ Key Performance Indicator for Trauma Care
æ√âÕ¡∑—Èß®—¥√–∫∫ performance management ‡æ◊ËÕ

„Àâ∑’¡ß“π∑’Ë‡°’Ë¬«¢âÕß “¡“√∂ªØ‘∫—µ‘µ“¡ Key perfor-

mance indicator ∑’Ë √â“ß¢÷Èπ
Implementation: Hospital Trauma Audit

Committee ‰¥âπ” Key performance indicators ∑’Ë

®—¥∑”¢÷Èπ¡“„™â„π°√–∫«π°“√√—°…“æ¬“∫“≈„πæ.». 2543
Evaluation º≈°“√¥”‡π‘πß“πª√“°Ø«à“ Õ—µ√“

°“√‡ ’¬™’«‘µ¢ÕßºŸâªÉ«¬∑’Ë¡’ Ps >0.5 ≈¥≈ß‡ªìπ√âÕ¬≈– 2.0

·≈– preventable dead rate ≈¥≈ß‡ªìπ√âÕ¬≈– 1.3 (√Ÿª

∑’Ë 3)

º≈°“√¥”‡π‘πß“π„π¿“æ√«¡ æ∫«à“ Õ—µ√“µ“¬

¢Õß·µà≈–°≈ÿà¡§«“¡√ÿπ·√ß≈¥≈ß∑ÿ°°≈ÿà¡ ‚¥¬√«¡ Õ—µ√“

µ“¬≈¥≈ß®“°√âÕ¬≈– 8 „π æ.». 2537 ‡À≈◊Õ√âÕ¬≈– 4.6

„π æ.». 2543 (µ“√“ß∑’Ë 1)

‡¡◊ËÕ«‘‡§√“–ÀåÕ—µ√“°“√‡ ’¬™’«‘µ„π°≈ÿà¡ºŸâªÉ«¬ pre-

ventable „π æ.». 2537 ·≈– æ.». 2543 ‚¥¬„™â°“√
∑¥ Õ∫‰§ ·§«√å æ∫«à“Õ—µ√“°“√‡ ’¬™’«‘µ„π°≈ÿà¡ ºŸâªÉ«¬

preventable ≈¥≈ßÕ¬à“ß¡’π—¬ ”§—≠∑“ß ∂‘µ‘ p < 0.01

(µ“√“ß∑’Ë 2)
πÕ°®“°π’È¬—ßæ∫«à“ ªí≠À“∑’Ë‡°‘¥®“°°“√√—°…“

æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ‰¥â≈¥≈ß®“° æ.». 2537 Õ¬à“ß

µàÕ‡π◊ËÕß (µ“√“ß∑’Ë 3)

‡¡◊ËÕ«‘‡§√“–Àå‡ª√’¬∫‡∑’¬∫„π·µà≈–ªïæ∫«à“ ªí≠À“

∑’Ë‡°‘¥¢÷Èπ„π æ.».2541 ≈¥≈ß®“° æ.». 2537 Õ¬à“ß¡’

π—¬ ”§—≠∑“ß ∂‘µ‘ p <0.05(10) (µ“√“ß∑’Ë 4)

«‘®“√≥å

Õß§å°“√Õπ“¡—¬‚≈°‰¥â®—¥∑” Guidelines for Es-

sential Trauma Care µ’æ‘¡æå‡º¬·æ√à„π æ.». 2547 „π

§Ÿà¡◊Õ¥—ß°≈à“« ‰¥â°”Àπ¥°√Õ∫‡æ◊ËÕ°“√æ—≤π“√–∫∫°“√

√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚¥¬¡’Õß§åª√–°Õ∫ ”§—≠ 6

ª√–‡¥Áπ ¥—ßπ’È§◊Õ(11,12)

1. °“√æ—≤π“∫ÿ§≈“°√

2. °“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬

√Ÿª∑’Ë 1 °√–∫«π°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ æ.». 2537-2538

Ûı˜
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Õÿ∫—µ‘‡Àµÿ (performance improvement)

3. Trauma Team and Organization of the Ini-

tial Resuscitation

4. °“√µ√«® Õ∫·≈–√—∫√Õß§ÿ≥¿“æ¢Õßß“π

∫√‘°“√ºŸâªÉ«¬∑’Ë‰¥â√—∫∫“¥‡®Á∫

5. °“√∫Ÿ√≥“°“√√–∫∫ß“π„π°√–∫«π°“√√—°…“

æ¬“∫“≈ºŸâªÉ«¬∑’Ë‰¥â√—∫∫“¥‡®Á∫

6. ªØ‘ —¡æ—π∏å·≈–°“√ª√– “πß“π√–À«à“ß¿“§’

‡§√◊Õ¢à“¬Õß§å°√∑’Ë‡°’Ë¬«¢âÕß°—∫°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬

∑’Ë‰¥â√—∫∫“¥‡®Á∫

√Ÿª∑’Ë 2 °√–∫«π°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ æ.». 2540-2541

√Ÿª∑’Ë 3 °√–∫«π°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ æ.». 2543-2544



°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

«“√ “√«‘™“°“√ “∏“√≥ ÿ¢ ÚııÒ ªï∑’Ë Ò˜ ©∫—∫∑’Ë Û

√–∫∫°“√æ—≤π“§ÿ≥¿“æ ‡ªìπ‡§√◊ËÕß¡◊Õ ”§—≠„π

°“√¬°√–¥—∫§ÿ≥¿“æ°“√¥Ÿ·≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ∑—Èßπ’È ‚¥¬

°“√‡ΩÑ“µ‘¥µ“¡µ√«® Õ∫§ÿ≥¿“æ∫√‘°“√„π∑ÿ°¢—ÈπµÕπ
¢Õß°√–∫«π°“√√—°…“ æ¬“∫“≈ºŸâªÉ«¬µ—Èß·µà°“√«‘π‘®©—¬

°“√√—°…“ ·≈–º≈°“√√—°…“ ‡§√◊ËÕß¡◊Õ∑’Ë«à“π’È®–∑”

Àπâ“∑’Ë„π°“√ª√–‡¡‘π§ÿ≥¿“æ∑—Èß¢Õß∫ÿ§≈“°√·≈–√–∫∫
°“√√—°…“æ¬“∫“≈

·π«§‘¥„π°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈
ª√–°Õ∫¥â«¬ °“√ √â“ß¡“µ√∞“π°“√√—°…“æ¬“∫“≈ °“√

§âπÀ“¢âÕº‘¥æ≈“¥„π°“√√—°…“æ¬“∫“≈∑’Ë¡’º≈∑”„Àâ‡°‘¥

¿“«–·∑√° ấÕπÀ√◊Õ‡ ’¬™’«‘µ À√◊Õ°“√√—°…“æ¬“∫“≈
∑’Ë ‰¡à ‰¥âµ“¡¡“µ√∞“π ¢âÕ¡Ÿ≈®“°°“√ ◊∫§âπ¥—ß°≈à“«

π”‰ª Ÿà°“√°”Àπ¥¡“µ√°“√ ·≈–°“√®—¥√–∫∫‡æ◊ËÕ

 π—∫ πÿπ°√–∫«π°“√√—°…“æ¬“∫“≈„Àâ¡’ª√– ‘∑∏‘¿“æ
¬‘Ëß¢÷Èπ

°≈«‘∏’·≈–°‘®°√√¡„π°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“

æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¡’À≈“¬Õ¬à“ß ‡™àπ Morbidity and
mortality conferences, Preventable death studies,

Audit fillers and Trauma audit, Complications study,

Risk adjusted mortality µ—«Õ¬à“ß‡™àπ °“√»÷°…“
Õ—µ√“°“√‡ ’¬™’«‘µµ“¡§«“¡√ÿπ·√ß‚¥¬„™â TRISS

methodology(9)

À≈—°°“√ ”§—≠„π°“√æ—≤π“§ÿ≥¿“æ°Á§◊Õ °“√
 ◊∫§âπÀ“ªí≠À“∑’Ë “¡“√∂·°â ‰¢‰¥â„π°√–∫«π°“√√—°…“

æ¬“∫“≈ π”ªí≠À“¥—ß°≈à“«¡“À“«‘∏’°“√·°â ‰¢ ·≈–
»÷°…“º≈∑’Ë‡ª≈’Ë¬π·ª≈ß¿“¬À≈—ß°“√·°âªí≠À“

°√–∫«π°“√æ—≤π“§ÿ≥¿“æ ®÷ß®”‡ªìπµâÕß¡’°“√

æ—≤π“‡§√◊ËÕß¡◊Õ∑’Ë„™â„π°“√‡°Á∫√«∫√«¡¢âÕ¡Ÿ≈§ÿ≥¿“æ

‡æ◊ËÕ°“√ª√–‡¡‘πº≈ ÷́Ëß‡§√◊ËÕß¡◊Õ∑’Ë¥’∑’Ë ÿ¥∑’Ë “¡“√∂π”

¡“„™â„π°“√ª√–‡¡‘π§ÿ≥¿“æ°“√¥Ÿ·≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ§◊Õ

Trauma registry(9)

°“√»÷°…“«‘®—¬¢Õß‚√ßæ¬“∫“≈¢Õπ·°àπ§√—Èßπ’È

«—µ∂ÿª√– ß§åÀ≈—°¢Õß°“√»÷°…“§◊Õ °“√æ—≤π“§ÿ≥¿“æ

°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚¥¬Õ“»—¬°√Õ∫°“√

¥”‡π‘πß“π¢Õß°“√«‘®—¬‡™‘ßªØ‘∫—µ‘°“√·∫∫¡’ à«π√à«¡

5 ¢—ÈπµÕπ¢Õß°“√«‘®—¬π’È ≈â«π¡’§«“¡ ”§—≠µàÕ

°√–∫«π°“√æ—≤π“

„π¢—ÈπµÕπ·√° (identifying problem) À—«„®

 ”§—≠¢Õß°“√¥”‡π‘π°“√„π¢—ÈπµÕππ’È§◊Õ °“√‡ªî¥„®

¬Õ¡√—∫«à“Õß§å°√¬àÕ¡®–µâÕß¡’ªí≠À“„π°√–∫«π°“√

µ“√“ß∑’Ë 1 ‡ª√’¬∫‡∑’¬∫Õ—µ√“°“√‡ ’¬™’«‘µ ‚¥¬®”·π°µ“¡°“√ªÑÕß°—π°“√‡ ’¬™’«‘µ æ.». 2537-2543

°“√‡ ’¬™’«‘µ∑’Ë Õ“®‡ªìπ°“√‡ ’¬™’«‘µ °“√‡ ’¬™’«‘µ∑’Ë √«¡

æ.». ªÑÕß°—π‰¡à‰¥â ∑’ËªÑÕß°—π‰¥â ªÑÕß°—π‰¥â

®”π«π µ“¬ √âÕ¬≈– ®”π«π µ“¬ √âÕ¬≈– ®”π«π µ“¬ √âÕ¬≈– ®”π«π µ“¬ √âÕ¬≈–

2537 89 76 85.4 75 59 87.7 2,546 82 3.2 2,710 217 8
2538 113 94 83.2 62 50 80.6 2,317 62 2.7 2,492 206 8.2
2541 106 99 93.3 35 23 65.7 2,091 42 2.1 2,232 164 7.3
2543 110 78 70.9 42 14 33.3 2,595 35 1.3 2,747 127 4.6

µ“√“ß∑’Ë 2 ‡ª√’¬∫‡∑’¬∫Õ—µ√“°“√‡ ’¬™’«‘µ„π°≈ÿà¡ºŸâ∫“¥‡®Á∫∑’Ë
ªÑÕß°—π‰¥â æ.». 2537 ·≈– 2543

æ.». 2537 æ.». 2543

®”π«πºŸâ∫“¥‡®Á∫∑’ËªÑÕß°—π‰¥â 2,546 2,595
®”π«πºŸâ‡ ’¬™’«‘µ 82 35

p = 0.00001

Ûı˘



The Development for Quality of Inclusive Trauma Care, Khon Kaen Regional Hospital

Journal of Health Science 2008 Vol. 17 No. 3360

¥”‡π‘πß“πÕ¬Ÿà∫â“ß ‰¡à¡“°°ÁπâÕ¬ √à«¡°—∫°“√∑’Ë¡’§«“¡
§‘¥∑’Ë®–·°â ‰¢ ‘Ëß∑’Ë¡’ªí≠À“ ‡æ◊ËÕ„Àâº≈°“√√—°…“æ¬“∫“≈

ºŸâªÉ«¬¡’§ÿ≥¿“æ∑’Ë¥’¢÷Èπ °“√‡ªî¥„®¬Õ¡√—∫ √à«¡°—∫§«“¡

§‘¥∑’ËÕ¬“°®–∑”„Àâ¥’¢÷Èππ’È ∑”„ÀâºŸâ√—∫º‘¥™Õ∫¡’§«“¡

µ—Èß„®»÷°…“ «‘‡§√“–Àå ‡ “–À“ ‡®“–≈÷°∂÷ßªí≠À“ ¥â«¬

§«“¡µ—ÈßÕ°µ—Èß„®·≈–¥â«¬§«“¡®√‘ß„® ¥â«¬°“√®—¥

°√–∫«π°“√»÷°…“À“ªí≠À“Õ¬à“ß‡ªìπ√–∫∫  ´÷Ëß°“√

»÷°…“«‘®—¬§√—Èßπ’È °√–∫«π°“√‡®“–≈÷°À“ªí≠À“ §◊Õ°“√

„™â trauma registry ´÷Ëß “¡“√∂„Àâ¢âÕ¡Ÿ≈§ÿ≥¿“æ°“√

√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ§◊Õ Õ—µ√“°“√‡ ’¬™’«‘µµ“¡

§«“¡√ÿπ·√ß ‚¥¬„™âµ—«™’È«—¥ ”§—≠ §◊Õ probability for

survival (§”π«≥‚¥¬ TRISS methodology) ‡ªìπ

‡§√◊ËÕß¡◊Õ‡√‘Ë¡µâπ„π°“√ ◊∫§âπÀ“ªí≠À“(9)

„π¢—ÈπµÕπ∑’Ë Õß (understanding cause) À—«„®

 ”§—≠¢Õß°“√¥”‡π‘πß“π„π¢—ÈπµÕππ’È §◊Õ°“√æ—≤π“

µ“√“ß∑’Ë 3 º≈°“√«‘‡§√“–Àå¢âÕº‘¥æ≈“¥„π°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ

¢âÕº‘¥æ≈“¥∑’Ëæ∫*/** «‘π‘®©—¬ «‘π‘®©—¬ √—°…“ ‡∑§π‘§ ¢âÕº‘¥æ≈“¥

æ.». ≈à“™â“ º‘¥æ≈“¥ º‘¥æ≈“¥ º‘¥æ≈“¥ ¢Õß√–∫∫ √«¡

2537 10/10 24/4 222/164 12/10 139/108 407/296
2538 13/9 8/7 172/136 19/15 89/50 301/217
2541 6/4 7/5 73/46 8/5 67/26 161/86
2543 3/- 12/3 102/67 18/14 21/4 156/88

*®”π«π¢âÕº‘¥æ≈“¥∑—ÈßÀ¡¥  **®”π«π¢âÕº‘¥æ≈“¥∑’Ë‡°’Ë¬«¢âÕß°—∫°“√‡ ’¬™’«‘µ

µ“√“ß∑’Ë 4 ‡ª√’¬∫‡∑’¬∫¢âÕº‘¥æ≈“¥∑’Ëæ∫„π°“√√—°…“æ¬“∫“≈
ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ æ.». 2537 ·≈– 2541

æ.». 2537 æ.». 2541

¢âÕº‘¥æ≈“¥∑’Ëæ∫ 407 161
¢âÕº‘¥æ≈“¥∑’Ëæ∫·≈–‡°’Ë¬«¢âÕß 296 86

°—∫°“√‡ ’¬™’«‘µ

p = 0.044

°√–∫«π°“√»÷°…“ “‡Àµÿ¢Õßªí≠À“∑’Ë‡°‘¥¢÷Èπ ´÷Ëß„π°“√

»÷°…“π’È§◊Õ °“√®—¥µ—Èß trauma audit committee ¢÷Èπ

¡“∑”°“√«‘‡§√“–Àåªí®®—¬∑’Ë¡’º≈µàÕ°“√‡ ’¬™’«‘µ¢ÕßºŸâ-
ªÉ«¬‚¥¬„™â°√–∫«π°“√ peer group review

„π¢—ÈπµÕπ∑’Ë “¡ (suggesting solution) À—«„®

 ”§—≠¢Õß°“√¥”‡π‘πß“π„π¢—ÈπµÕππ’È§◊Õ °“√§âπ§«â“
À“·π«∑“ß„π°“√·°âªí≠À“Õ¬à“ß‡ªìπ√–∫∫ ´÷Ëß„π°“√

»÷°…“§√—Èßπ’È§◊Õ °“√®—¥µ—Èß quality improvement team

¢÷Èπ¡“»÷°…“§âπ§«â“ À“§«“¡√Ÿâ®“°·À≈àß«‘™“°“√µà“ßÊ
¡“°”Àπ¥‡ªìπ‡°≥±å¡“µ√∞“π„π°“√∑”ß“π (key per-

formance indicators) µ≈Õ¥®π°“√ª√–™ÿ¡∑”¢âÕ

µ°≈ß‡æ◊ËÕÀ“∑“ß·°â ‰¢ªí≠À“∑’Ë¡’„π√–∫∫

„π¢—ÈπµÕπ∑’Ë ’Ë (implementation) À—«„® ”§—≠

¢Õß°“√¥”‡π‘πß“π„π¢—ÈπµÕππ’È§◊Õ °“√¥”‡π‘π°“√‡æ◊ËÕ„Àâ

∑’¡ß“π∑’Ë‡°’Ë¬«¢âÕß∑ÿ°§π ∑ÿ°ΩÉ“¬ ‰¥â‡¢â“„® ¡’‡®µπ“√¡≥å

√à«¡°—π∑’Ë®–¬°√–¥—∫§ÿ≥¿“æ°“√√—°…“ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ √«¡

∂÷ß„Àâ§«“¡√à«¡¡◊Õ∑’Ë®–ªØ‘∫—µ‘µ“¡‡°≥±å¡“µ√∞“π∑’Ë

 √â“ß¢÷Èπ √«¡∂÷ß°“√®—¥°√–∫«π°“√µ‘¥µ“¡°“√ªØ‘∫—µ‘

ß“π¢Õß∑’¡ß“π«à“‰¥â∑”µ“¡¢âÕµ°≈ß¡“°πâÕ¬‡æ’¬ß„¥

(performance management)

„π¢—ÈπµÕπ∑’ËÀâ“ (evaluation) À—«„® ”§—≠¢Õß°“√

¥”‡π‘πß“π„π¢—ÈπµÕππ’È§◊Õ °“√®—¥√–∫∫°“√ª√–‡¡‘π

§ÿ≥¿“æ∑’Ë‰¥â¡“µ√∞“π πà“‡™◊ËÕ∂◊Õ ‡ª√’¬∫‡∑’¬∫‰¥â »÷°…“

´È”„À¡à‰¥â ´÷Ëß„π°“√»÷°…“§√—Èßπ’È ‰¥âÕ“»—¬¢âÕ¡Ÿ≈®“°



°“√æ—≤π“§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ ‚√ßæ¬“∫“≈»Ÿπ¬å¢Õπ·°àπ

«“√ “√«‘™“°“√ “∏“√≥ ÿ¢ ÚııÒ ªï∑’Ë Ò˜ ©∫—∫∑’Ë Û

trauma registry ‡ªìπ‡§√◊ËÕß¡◊Õ ‡™àπ‡¥’¬«°—∫„π¢—Èπ

µÕπ∑’ËÀπ÷Ëß √«¡∑—Èß¢âÕ¡Ÿ≈®“° peer group review ‡™àπ

‡¥’¬«°—∫„π¢—ÈπµÕπ∑’Ë Õß

 √ÿª

‚√ßæ¬“∫“≈¢Õπ·°àπ ‰¥â·µàßµ—Èß§≥–°√√¡°“√

Trauma audit committee „Àâ¥”‡π‘πß“πæ—≤π“

§ÿ≥¿“æ°“√√—°…“æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ √–À«à“ß æ.».

2537-æ.». 2544 ‚¥¬„™â°√–∫«π°“√ participatory

action research ‡ªìπ·π«∑“ß°“√¥”‡π‘πß“π §≥–

∑”ß“π‰¥â √â“ß√–∫∫°“√»÷°…“§ÿ≥¿“æ°“√√—°…“ºŸâªÉ«¬

Õÿ∫—µ‘‡Àµÿ  √â“ß√–∫∫°“√»÷°…“∑∫∑«πªí≠À“°“√√—°…“

ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ  √â“ß‡°≥±å¡“µ√∞“π ·≈– performance
indicator „π°“√√—°…“ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ √«¡∂÷ß°“√ª√–-

‡¡‘πº≈°“√ªØ‘∫—µ‘µ“¡‡°≥±å¡“µ√∞“π∑’Ë √â“ß¢÷ÈπÕ¬à“ß

‡ªìπ√–∫∫
º≈°“√¥”‡π‘πß“πª√“°Ø«à“ §ÿ≥¿“æ°“√√—°…“

æ¬“∫“≈ºŸâªÉ«¬Õÿ∫—µ‘‡Àµÿ¥’¢÷Èπ Preventable death rate

≈¥≈ß ¢âÕº‘¥æ≈“¥µà“ß Ê „π°“√√—°…“æ¬“∫“≈πâÕ¬≈ß

2542-2546.  ∂‘µ‘ “∏“√≥ ÿ¢ æ.». 2546. °√ÿß‡∑æ¡À“π§√:
°√–∑√«ß “∏“√≥ ÿ¢; 2547. Àπâ“ 79.

3. °≈ÿà¡æ—≤π“√–∫∫∫√‘°“√  ”π—°æ—≤π“√–∫∫∫√‘°“√ ÿ¢¿“æ °√¡
 π—∫ πÿπ∫√‘°“√ ÿ¢¿“æ. ·ºπ·¡à∫∑‚§√ß°“√æ—≤π“∫√‘°“√
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Trauma management system is complicated and critical.  Many stations have to be involved in
the system.  Any pitfalls at any station of the management system may result in mortality or morbid-
ity.  This participatory action research was to develop the quality improvement program in trauma
care for the patients visiting Khon Kaen regional hospital.  Dividing into 3 phases, it was conducted
in the first cycle during 1994-1995, second cycle 1997-1998, third cycle 2000-2001.  Khon Kaen
Regional Hospital had set up the Trauma Audit Committee to develop the quality improvement
program in trauma care for the patients visiting Khon Kaen Regional Hospital.  Detailed activities in
each cycle of development composed of 5 components.  1. Identify problem: setting up the evaluat-
ing system of the trauma patients by grading the severity of injury using TRISS Methodology inte-
grating into trauma registry.  2. Understand cause: the Trauma Audit Committee studied causes and
pitfalls in the trauma care system of all trauma deaths in every cycle of the studies by using the
process of peer group review.  3. Suggest solution: developing trauma audit and key performance
indicator for trauma care.  4. Implement: integrating trauma audit and performance indicators in the
hospital trauma care system including solving the correctable problems in system inadequacy.  5.
Evaluate: running the evaluation program as in the 1st step.  Results from the evaluation of step5th
would be the input for a next cycle of the quality improvement program.  According to the process
of quality improvement program using concept of participatory action research, preventable death
rate study by peer group review was reduced from 3.2 percent in 1994 to 1.3 percent in 2000.
Pitfalls in the process of trauma care were also reduced from 407 points to 156 and reduction of
pitfalls that contribute to mortality from 296 points to 88.  In conclusion, though the process of
trauma care of the critically injured patients ware complicated but to develop the quality improve-
ment program using the concept of participatory action research was possible.  With the strong and
intensive quality improvement program resulted in better quality care for the patients visiting the
hospital.  There were continuing reductions in mortality in every severity group.
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