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ACUMW (Quality)

aneouzlnasuas
(totality of features and
characteristics of)

Product/Service
Process/System
Activity/Action
Decision/Project
Thought/Concept/Idea

L

2 o \ A
TINNARDAINNANNNTONAY
ﬂ’ﬂﬂ@u@ﬂﬂ’ﬂﬂﬁ’ﬂ\‘lﬂ’li / iﬂﬁmum
(stated or implied need)

fiyn: 1SO 9000

DERHE TR
o lLufiiToym
e gnAnala
o fumsgu
o augaNiuGa

o

flan: oytanl Andns (2538) lasens TOM

AenuanmaL | N
® Fitness for use (WN1214)
® Fitness for purpose (WnnzivLtnvane)
® Freedom from defects (laifitfoymn)
® Delighting Customers (Qﬂﬁ'ﬁwfﬂl@)
® Conformance to requirements (151'34’1[51?3’114)
® A degree of excellence (muémﬂmﬂu@ﬂ)

Tififtym Aepnuneneaiazilosiuilaymndeastymidmaedesiign
gnAmela AN INBUALBNANNABNNITHAZANUAIARTVBFSDNAIL
Ifnasgu AonstfuRmuuuimsiidmualiognereidune
snuganaduiaa Aemnsaunlindussesie o

2
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AWIOUIAA (Excellence)

Excellence = extremely good, very high quality
msaseanuuLae

AsAEeTeAN UL AATIN A IR YD E19ANRE

[ 4
sianunl
Service Excellence
nsdenaulszaunianifinasAunfiunaau

msapms ATA
Managerial Excellence Clinical Excellence
danmnesAilsznay msvivuiuAmeumeean

A £3 '3 a6 - a
LW’ﬂIMﬂ\?ﬂﬂT‘U‘?T@Nﬂﬂ’]T Dl As&uAn/inig

o a a a
adiuaundsan

i AATAna (2549) “awn HA § TQA”
@ MIUTTZUNDRAILNIZLLLING SNAL/IND.

Performance excellence LﬂuLmeqm?‘LﬁmiN@ﬂﬂ?
mLuumummmmm‘lu@ﬂwmwmmmiwdwm’m ) &9
NaUANANATIUAENIFRILIEY (ever-improving value) ‘lw,m
Yo val v al v 5
fiunauuazgidnlidonuds dealiiesdnaszaunny
ﬁjﬁg (2) UseANBALAZANNAINIIDIALITINUDIBIANIT
WY (3) MelFendaatadnsuazdniuauinny

fgn: Baldrige Performance Excellence Program

Organizational Profile

C0re Vajyes and Conce?®™

Baldrige Excellence Framework fiansauanuanfisessy
Typednsussaiusia fnadnsiindu uazanansauseiuldunniu
Usznausny (1) wawinsudmsganududa (2) Flauwas

WUIRANAN (3) WUINNNNNSUSZEUATEUINNTLASHAANS

AMUNUNLAT AU DU
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Arum (Value)

People-centeredness
Accessibility
Continuity

Social Objectives

AN value D1AUUAI ABUAN W3 AR

Clinical o o vo o =
Economic Objectives Luammimmlmlimsz\gmmwmmwma
Objectives Appropriateness  AIUINITHINRTTuazlgniniolinany
Efficiency

Effectiveness  gdgyge saufanuduendiodisuiuenldang
Safety oo X
ity

auinil Angfina (2561) “AMAT AMA AMSIIN” @ 19" HA National Forum

' =

vinsguamiilinuen Aousnisfidsueulszaumsaluaznadnsifinaanluyuuaswodislaaldninenns
oeldiszansnmilgn
anasqUldinudmaguamdifinaen Usznausag better care %58 social objectives (9AW), better health

#39 clinical objectives (@1%’) ey lower cost %38 economic objectives (@ﬁu)
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ACUNMWNAUANUSSSU

AALAUDY
ANABIMS
uazAH
ANARIY ATMEITNUAE
Q381699)

ﬁaﬁzjﬂqﬂiﬁ?’u ﬁeﬁag’lu’lanuﬁww

v
dsngaaninlufiigunineneg

AEn

@ asAAnwg

“AIUNINLITNITAIBITIAT” UNILAIINGY AMUANHUICTDILTNNS
1819 NRgUUHU UTesRsAAN Uy daan AnenArans
wAlulat wasAueuT] WAL IMALAMEITNLALATLESTNLUNATITN
AELAURIANNABINITUAZANNAIAVIITR sz T arAIaN faE
wmNIzaN .

“AMETTN” MHNEANTY ALKINAMNATA Yy Tuied1iinluAnla
rasnuluFasrnuaiannnnInuas Ifidundnlunianiuiin

“QFHHITN VNLATINTT WUINUIRANINLST N ANE ANANADIE TN

quaatanad
laiflnals:Teniiudoy

ATUEITH

flan: 5ITUYYIIMYITVUGIMNWAR WA, 2552 2y

U AngAna (2561) “AMAT AMATN ANSITN”
@ 19™ HA National Forum
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Arum (Value)

o rtudingsaulirulaves
System lumsihmiritiimyun reliability 91 Adediald
Service to perform its intended or required anuBlale

Product function or mission asm. Ifanumnedn A
ATHANTIEY | Procedure , . s1uns0vesaUnsalinieeiie
Ability of a Proc§ss fam:zl:;;agsz t(i)r:we wianslindeszuulaszuuniieiiay
Machme ynuldnas iuauaunTAv e

Device AIEANMNALLAUAIN . .

Person Liianann rhuald
ynaanela wladdfiazyildiinnanu
Tuidandng reliability wanedeAansaag Bofield fiv failure-free over tilme
msmAMSn} AT a3 ANNAANAIA (Lifinnuiianannegenaiios

WATLSSINRATIAIRAINANARANA1A AaaARaTinIWlL AaBANILaTAADALL)

oyl Aaghna (22 Ay 2556) “HRO” @ Uvn3IuAmam WA
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Trust nu Reliability

Reliability AeANUTeda (quality of being reliable) @unsndnlAludnsnie defect rate
Trust  AeAdxEANdula (confidence) Tupnnundanauazandladniuningls

ovAUs:nougov Trust

Benevolen ncern a
enevoience Conce AANI9RIANS
(ADMNAINR) \ (ANNYnaaa ldla)
\
\
Integrity \ Reliability
¢y 4 Ay TEUUATUNIN
(ANugNYTRINTaN) N (Au@eiald) |
\
\
ili \
Ability Competence IS
(AYINAINNID) S (GRUE )
~ \
SN
S Openness a
o ATUETTN ATEU[TTN
(PannTlmLng) a
Mayer Mishra

audn AaTAna (24 SwAN 2562) “Enhancing Trust in Healthcare” @ sW.A3nasnagiay
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srha NEWS

NEWS Al NAAMAIN

q

NEWS il Anuen

Need &
expectation

Waste
reduction

Evidence
& ethics

Safety & risk
management

People-centered

Appropriateness

Efficiency Effectiveness

Safety

Social objective

Economic
objective

Clinical
objective

d@3. (11 waAAnau 2556)
“Update \A389iin” @ Uszan QLN

NEWS Junmsanuanaay
Antumamlamaiauinumn 7
fANTURAINANUABINNTVRE ST
WA RANFIWIBIANT/ UWILFUR
ANNgallan wazAuLdnse
anudanadbeedily Feausn
Foulosiuunfndug Mneados
Aunawlsiduag e

NEWS il reliability

NEWS fiu Ao Tluvan

Responsiveness

Conscious use
of resource

Compliance to
CPG/evidence

Mindfulness in HRO

Service excellence

Management
excellence
Technical
excellence

| 8
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Auvoosha NEWS

P

humanized

=

waste |

audan Aaghna (9 nIngiAu 2552)
“Lean & Seamless Healthcare”

HA Regional Forum aawsiinnauans

ANNNSTULABBULUIARA Lean
FefinsaszvinszuauA vy
panuduausTwrieAMA (value
stream map) HASILATIZHAIY
guwanludunausne vilidulema
Tapmpdue Tumywszinszuiuns
AuaUIY 13uA1Y waste, risk,
professional standards, humanized

Six Sigma / R2R
Health Promotion

Spiritual / Humanized Healthcare

Standards / Clinical Excellence

Safety & Risk Management

Delivery / Waste Reduction
AR

i

¥ l -
Value Stream Mapping (VSM) for a Clinical Population

audanl AaLFna (25 Nguieu 2553)
Y3emIBINTIBANENTRALEY

10 Lean gysannis
Fauluspnunenenailunmswaun
ANNULIAALNEAY WAL
Wussdsan ananudrdoulunis
WAL 9nTeRUMaaNs [RaNnAinANg
WAL UUU LR

| ndubcbe | Gy P, q
efimeini) ™ add Value to the Bl
S Whole Stream derielarmte
: el (el Tigh] P";Ilf_ Carn] Wt rmien My
= =5, &
- e M i ers
. \‘j ool i
& = v ol
= = L
=~
e Wt
Need &
expectation
Waste Evidence
reduction & ethics
Safety & risk
management

ganusaudiy NEWS
Wandeu mrsndunmuniuloniald
ATAUARN
PN e P P NG PR g TR Pt eaT T gLl
E 3ufemsasnennus
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nOWIBOUIEDUIODANINEJODAUATUNMW

Concern

Integrity
Reliability
Confidence

Quality without
failure over time

Outcome that matters
Better health, better care, better value

Integrated Care

Provider Customer
Perspective Perspective

aydanl AnuAng (24 SudnAN 2562) “Enhancing Trust in Healthcare” @ SW.0Hnanaaz0%
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ACUMWAUAIUWOWOTD

qmmwﬁﬂszﬁ'u?ﬁ
Attractive Quality

=}
ﬂ‘]'TNW\'i‘N’EIT‘Q

+ 4

Patient-Centeredness

Value-added Care

TEAUANNIN

Vitality

Safe & Relj

T i
ANNNARANTY

Expected Quality

flsn: Noriaki Kano Hinshitsu (Quality) 1984

Kano na1fiNAnudunus
FERINITAVAUMNADIZAVAINY
flanolagosquain 2 Uszian
Aunniinandadudefiviunn
wihlsAldiuanufianala uidn
Taifingnazyildiinanulifensla
vauziinuaiiasila udazlad
AlaivilFAnanuldfianela s
1 U
waAafiazyi i AnANUAAN TS
gndeslunmaiaunumn

Jualaziiuaufisnola

AMUNUNLAT AU DU

11







nsauna (Framework)

_




Quality Management

Feedback into better designs

100
Zone of Control #2
£ g0
8
f =
©
. e Zone of
Qua“_ty 2 60 Improvement #2
Planning 2] Zone of Control #1 dm
8 40
\a[s/
a
20
Zone of
Improvement #1
0 ]

Time

Feedback into better designs

Quality Improvement

a

Change
Ideas

N

Improved
Design

Process
Analysis

Standard
Work
Yes /
\ Escalate

Problem? Quality Control

fisn: Juran Trilogy

o

Quality management Aan1siniuguananssx wazamatheisdudesnmezay
AluaANAReIs

Quality management Usznaudag (1) msimuaulengnmunin (2) n1snauny
A AR wagyinliiuladnduluniauun (quality assurance) (3) M3
W’mm@mmw (quality improvement)

(fisn: Investopedia)

fis: Institute of Healthcare Improvement

Quality control: ﬁﬂﬂ@1qLﬁ@ﬂiq@'¥u variation AINHAIFIU
nanasiuvzennnInasens Taayssdu performance
sswdmsineunRaudieuiudang fufiRonudg
lifayaiianuaNULeIAl

Quality assurance: \{lunn3tlszifiu performance #d4nn3
e laenaln@assiteliiuladnguiiReuaiune
ALANADININLTBIAUWLA
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Quality Management

UIANTIUAIUAITUSUITANASAATUAINNTTUAININTE
2 Y a P~ Y a [y a vaa P Y @ a
Feguinstivualdufiaziuenundudiiaziseeuasnianiy
TOM un15uNeMURARASY NRaLaNT
NUHUANTENg Ay

Strateglc Smentflc
Plannlng Management

New Group
Leadershlp Dynamlcs

Corporate Training &
Culture Development
Organization Achievement
Development Motivation
ociotechnical O Employee
Systems Linking-Pin Involvement
Organization

fiun: Warren H. Schmidt & Jerome P. Finnigan (1993) “TQManager”
ayiand Angfina (2542) “wWumsglsmentnanan dllomaisaudideafon”

'
a

Scientific management [@arARNTNLRATA 1AlAENNIIn
RIS

Group dynamics tiwaszengusnllunsuridem
Training & development a5 WN3zuUN"3EELFAMEL
flviny

Achievement motivation theory m“uun‘lumquw'a‘l@
fl&sUannsszananadSantndlnetnauiis L
Employee involvement gﬂu%gmugumqmmmﬁ@
NN 0L AEuL A EN M1 UTRIAULAL LIRS
24ANT 1A

Linking-pin organization 84ANsLsznaLfefinaIuaman
dauiuey friraeduvileliduandnestniiumil
Sociotechnical systems mﬁnnﬂmzwﬁmdquﬁaww
AL

Organization development finliesAnsinesanAumLAL
Aadeilymresnues wianiuFauinasyfuyss
Corporate culture #&4189ANNITRTRzHNARENNIFRAY
lauaznisnngu

. New leadership theory tideAdaviad amnwliiilaizela

empowerment

. Strategic planning QW@LLNNWHQ\?'&\?LLQ@@@N QWU

Wawnagatlugzuy

A59UAA (Framework)
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Total Quality Management (TQM)

Total Quality Management (TQM)
1as: ynAuiiAngeis sauiiasineuiuis
azls: ldnszuiun1mainenAansuazANAn
a519433A UFutlgessuianuaesesdns _ :
iaazls: Uselaminesdileuasiunanu esdnathiaa ) (M'
Faus agjsan "
TuRawansanadndls: diflsanedouiu TiFunisaiu
Wi Hdmuassnaean1sBeudlaive ad

Total Tu TQM
' [ A o oA 1 ! 4 o o

Aw: AL NN sy saulledunalumbe/senin adALlsznaudAyaas TQM
vig/sEI AT TN Saniasenineduimaiud iR Unit optimization: waiazuseilnnun matanemne fuefanssw
AU Ny Yndumas AN mEine] Twaudsyan
ANAVESLNAU: YNAW NNAVINABRINS Vertical alignment: yndauluasAnsiniiunislalufianiadeniu
agul: ynasela ievssgiuananazinglszasd

. PP Horizontal integration: #in1sszanuluuuasiuraunisinem

N9N: DUIRIU ANTENG (2542) ' = @

. R R psaNaneU InelsvuuansaumARiLay
“tumsglsaneuianaunn giiensisauiidawiua” ¢

flsn: The Physician Leader’s Guide (1998)
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Framework for Performance Excellence

<«—— Organization profile: ABLFLY yiFadnmMULTIANITIANZATTES
a9Ang unminzeaaas (1) Snenivadng (2) RdAnyiding

: i | AedanisAiineu (3) dnanwuansannisudeduuesnsdns
A aal 1
(WRausilauhdnasauaiuat) .
Organizational Profile Criteria for performance excellence: Aawnauafie lieadns A
o 1 o a val 1 a e 1 v
d3manuesdn (1) adunislapetneiinsaniuvzala 2) 314
Q/_\D atisls (3) maslfudswisanlaeuulasasls daedsnisacinals
Integration| v
< A (WRau@Nauanuduun)
perations J a i '
Core values and concepts: Lﬂum’mL%Ll,qugmiiuﬁﬁﬁﬂ@g
Messuremert, Analysi, and Knowiedigo Managerment TussAnsnduantssnfiumsiiuge felffaiugunisdjim
N3TIRUNAY BATANESEILIR999ANS (WU NaUAN LT UAN)
COre Valyes and Conce?™ Scoring guideline: Wuuumsdmiunnslssiiiy maturity 99
a9ANImNINNT Beananaady 5 seauRe (1) Aeduilym (2)
Framework fgrr performance excellence 18451494 1ffugnisdiuy (3) Usviliunauazliutlyseshailussuy (4)
AUNINWYTIAY (T uAinnaasnsauAn 3C-DALI Feuf numau uazfurlqadanagns (5) Anaeiisziuesdnauas
dmsumsihannsgiu HA TuR Taedl 3¢ Ae a¥9assAudnngsn Tnaludiuaednszuaun1sazvan s
. . [ a . . |
context, criteria, core values & concepts +ilutaNau Approach-Deployment-Learning-Integration wazluanunas
WANAALATAITNA wnuzdi DAL 1Hunedaaims HAANEAZNA190UN Level-Trend-Comparison-Integration
UiRuazmeseaug " A o
o NH: Lﬂm‘mﬁ'lﬁ?aﬂmﬂ'ﬁ/‘lkm\‘i“ﬁ'm 2561-2562

A59UAA (Framework) 17



HA Model for Quality Improvement (3C-DALI)

5 ¥
mnumﬂﬂlm sidn

r Improve
P

3 Spread l:»,

wdiaanu/iilng

o ‘4
Usulasu

mathlfldaraiRandumannumans
° ;?'Mﬁﬂ ﬁ@wﬁ :ﬁfmmsﬂr (core values & concepts, context, criteria)
° ﬂ@wﬁﬁmumﬂq LE]I']ﬁmmm (context, purpose, learning/monitor)
o sl g Usunlaau (purpose, leaming/monitor, improve)

18 BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



Auuoo 3C-DAL

Juran Trilogy

Foodback into batiar designs.

;— g

IHI Framework for Spread IHI Improvement Model

Source: MBNQA, THI, HAI

A59UAA (Framework) 19



rhanhaaisuivuuoo 3C-DAL

M u |t|-d imensional Assessment Reality of the environment & the given (context)
Organization Context

2 4 o a
Fefidarianiinnsan
Tumswamuazilsailivesdns

Mirror

Use All Components
Together

Scoring Guidelines

Core Values & Concept

Ideology, philosophy, spirituality

audnl AaLAna (1 Suanen 2546) audanl AAEANA (22 wsnew 2548)

4

“MBNQA: Assessment of Performance Management System” “iUala HPH/HA” @ s3.8audie3 31aslas

asdilsznavddyasasdnsilszauanadnse Visionary Leadsrship hiluasina = =
Patient and Health Focus Talodilsuazguanaz
Empowerment (smasnINs
Context Transformational Learning Gowfitadiuow
o o Valuing Staff Wmdhiiynaudiauid
wihiindhmang/@naims b v
Individual Commitment sanEniiasosin
Standards Imagination & Innovation TAduaromaanssa
Leadership & Direction Management by Fact sideyaudnin
Resource Management Social Responsibility & Community Health Buéizasdonn Patient Focus
(Man, Material, Environment, Information) sl on Process Fun3zaums s
Quality Process (General, Clinical, IC) Focus on Result & Create Value tinumaisrARNSIRZAMA
Professional Standards, Ethics, Patient’s Right System Perspective auamaadeszuy Value on Staff
Patient Care Processes Agility samldudla
fu41wuas| Evidence-based approach Igfeyaizims
Ethical & ionalis R An1En P S
= Comnons o T awinom
Core Value 3sunNINsa0g o
: : - Evidence-bosed ppronc N M
‘Mnﬁm Nl naaT nnaw I wandund
oyt AaRna (18 SunAN 2546) aulnil AaTAng (3 wasAnAN 2547)
PN & = « « o o wa @ s o«
“wnlfiifganuduldareeesdns” @ ausunmgmans W.38N5u “nsUfifgaananduda” @ sw.aswaiuasuns

20 BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



rhanhahasulvuuoo 3C-DAL

uwrdaszunlunswaamnn

Aotiiuaglule
Core Value & Concept Do

o 4 a
Baswaaslaniiiueds

Plan Organization

Lo

Patient Poj
Uni

Act

Context

\iiadume
Standard/Criteria

umnaBeszuulunsiSaniuazimmiaonin

Foitmnvagiule
Core Value & Concept

Study

nAsIaNT
Context  Objef

unaawng
Standard/Criteria

PDSA NIiZaafaunIAn (MATZIWULAZRANAR)
v d a a
glaniiuase (W3un)

nanaadarg
- v (Core Values & Concept)
veaiila
Tywaraiiy
audeamhy
@0WIAB0/

Uszidudary

2ONUULTELY

ety
hmngvannasy

audanl AaRng (30 AsngIAN 2548)
“Nursing Quality of Care” @ TW.69aUAIUNT

audan Aanina (18 dwnms 2548)
@ HACC a.78uuiu

audnil AnfRna (2 SunAN 2548)

PR

“MIaseiaBiaiomsnmun” @ unnssn KM

3C-PDSA

WATNN

nanaadany
(Core Values & Concepts)

muma s Gund

snaile
\hmngvasnaTg

1Wanuie/
Sanyssdod

aonuidsodany
aorweioomsdndty

Cycle of Learning & Improvement

Context \ Action

Learning

R
T

Purpose/ . DALI

Objective o) Design (PDSA)
e.g. Harhonization,
safety, fesponsive

Criteria
(PCI Framework)

Cycle of Learning & Improvement
or Integration of all Quality Concepts

Action

Context
N\ R

Purpose/ E>Design DALI  Learning
Objective (Plan) (PDSA) (Study)

): Improve g?/
(Act)

Criteria
(HA Standards

ayTanl AAANG (7 nuANS 2549)
@ PZUNNYFANENT TW.INUNSUR

ayTanl AagAna (26 flunpu 2652)

The Bi-Regional Forum of HCOs on People-Centered

Health Care, Philippines

audanl AATERA (15 WamANAN 2552)
“HA SPA” @ U%A3INAMMN F331D

A59UAA (Framework)
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Core Values and Concepts

LLN’%‘]J{]‘LI[?][”]’WNWIW’WV]WH@ ﬂmf«ﬂumm
ANMNNENLIANITHNNAN 3 dsznsidla 14
e Individual commitment

® Teamwork

e Patient focus

Baldrige Criteria for Performance Excellence
ﬁ’m‘iﬁuuugmmmmﬁﬂuLL@:LLmﬁmuﬁﬂ 11

152113 B4l systems perspective \lukNLNA"S

dAty uAan1sdANIsiuNNdauTesesing
ANz unified whole

Anthony Wagemakers (2540) fiU3awnlasens HA

LLil11]
L1}
3 Y
i || nannsuey TQM “
L1}
; I ff
B gy iiqe (customer focus) ;:dlij:id:::xls;;nmifmenf

HA Core Values & Concepts
NANNIFLTZIRAN TR TQM,

Teamwork

B gan 1 uIiM (comman vision) Ethic & Professional Standard

B A dinTus employee involvement) Visionary) Leadership Ay . 4 0. &
.quﬂl'“m-u'aum'j (p s i;lsltfeyms Perspective NTUULARDY HA, N13ATINATH
W mudau03udod (problem solving) PR AUNN LAY Baldrige gaudu

I

B Ad0uhin eadership support)

. ANHUNILAZLUIAAYAN 17 U3znng
W JFinkyahiduga continuous improve) i

Patient / Customer Focus
RIRSIE 5 %NIA AR NANINUN

Creativity & Tnnovation \ A Focus on Health [ aAa 9N 1
ativi atiol i ibili

Management by Fact \ Community Responsibility e . .

Cont. Process Improvement HIUNA ARNINTU NITWRIUN

Focus on Results
WAFHUS (ATN. 2549)

Evidence-based Approach

oyinil fgnufina (2639) lasens TQM

3 4
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HA Core Values and Concepts

'
od

ﬂ%ﬂﬂa%‘ﬂi‘w EJ‘YI%U?%EI(‘INF]"I
FOIINEN N‘L‘ﬂ L‘LJ%L‘HEJB?IE]\‘]?.»U‘U

[T a a @ s o o
Wnlonmaluingd Rnludefinudn
Tal#in SaunamNARNITINGIY

Value on Staff @ o 0§ wa

Individual Commitment amuszdlwe

Teamwork “fozlslinenn”

7 @ & Ethic & Professional Standard @ o ML
NOIAMHNLUUNIANE LYWNUNIN

NogANLdanles”

Visionary Leadership AW

Systems Perspective

Agility

) MINAW

[1%-] 1 =3
Eangu 530157
Tunsmavanas”

“iBouine TiRmAT addnfin” 3
Patient / Customer Focus

69 o Creativity & Innovation Focus on Health “ A 7
‘[ar aan ml’lj" Management by Fact Community Responsibility rnmABRABNTN
LDNYBYAN 1% Cont. Process Improvement
Focus on Results L ESNNRIANAW
Evidence-based Approach :
TRy ' a 113 a v o & vao
WawnszuIunslingadle naseusiindula

NARWBULTAIT 3INNNLTB9517
(13 s ar 75} ) 9 9
Whnanedn auals

“drannlliRenmadls auAnanwasnw’

“nanginde sacduuwinng’
< ‘lwmmamimﬂau‘laawﬁmommﬂmm
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HA Core Values and Concepts AUDAChUDAIYYICU

Core Values gannuAniideulasAuTAIn g
Visionary leadership nédilu nanduiedeuludieiisnnaunn/dausiamiziens
Systems perspective uneupsdsa sssanudoulos ldlanndu Tedunnides
Agility lifinnseu Tadamssuiuaznevsunsmudesmauanta
Patient/customer focus Tiusmsieanlaiibnu fldddansenfmentnd dldvimwnzwididusanandu usvhdeddnues
Wauuywd
Focus on health guannAagasnn didnenmeesithusnifsdugunnig
Community responsibility Aum/Seuigilya ey Dalomaldgsmuuansdnanin
Value on staff/teamwork 1FuwnAnesdnsfifidin
Individual commitment §l SHA fuputes Wiousmeu oedns
Creativity & innovation Dalemaliaslgandnieuldinndu
Management by fact Teflalu fact MiluanuidnveedBu nmswlaanu nmsliaud anmsldpnuiinvesauesndngu
Focus on result judhazazanfifeanniuaumssudslng
Evidence-based ynumang Iy vurnemmanguluasinaansslsia
Learning Brudannynizessn qnuiimy SsusieUandsuoedils
Empowerment TWeomagdu wioudiwmaes ananuuiiives
awianl Angfina (156 Sunew 2653) “fRanta..anlnsllusugmnn® @ SHA Conference & Contest
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ADWEANYYOD Purpose

AIANUFIULREMSNUNIUAULS
yinlusesd efnImIae1U 2891912

N

idainayls?

AW N

)
)
) mﬁﬁﬁqﬁﬁﬁﬁqﬁﬁ@giﬂtﬁaaz'l,i?
) winldavsels flaednals?

)

5)  avlfulglvinauldadngls?

fisn: Anthony Wagemakers (2540) fiU3nmlasenns HA

Deming’s 14 Points for Managements

1) Create constancy of purpose toward improvement of product and
service, with the aim to become competitive and to stay in business,
and to provide jobs.

Create constancy of purpose to achieve quality. This is a suggestion to focus on long-term
planning rather than a short-term response to changing circumstances and to align
periodic planning with the organization’s overall mission and vision.

flun: William Edward Deming (1982) “Out of Crisis”

1) Be proactive.

3) Put first things first.

Think win-win.

D O B

Synergize.

7) Sharpen the saw.

The 7 Habits of Highly Effective People

2) Begin with the end in mind. Develop an outcome-oriented mindset in every activity
they engage in—projects, meetings, etc.

)
)
) Seek first to understand, then to be understood.
)
)

A Stephen R. Covey (1989) “The 7 Habits of Highly Effective People”

A59UAA (Framework)
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Auwoo PDSA Cydle

Shewhart straight-line process

Step one Step two Step three 4 1 <~ ]
Specification  Production Inspection /’;"'._‘
smmlmm iy S

PDCA = plan-do-check-act | 1
Shewhart cycle (1939) Deming wheel (1950) Japanese PDCA cycle (1951)
Deming wheel Japanese PDCA cycle Deming wheel g Deming o)
1 Design spnuuunaniasi (nefinnmesausge  Design = Plan Shewhart cycle mmmuﬂmmwmmu@m
WhnEE) wﬂ?vmuunﬁ?n@mﬂu (JUSE Seminar) i@
1950

2 Production ¥nsuan waznaaauly line uag lab Production = Do , o o d o 1o

ludsann dngsfadiyulidivae
Deming wheel ILflu Plan-Do-Check-Act
(PDCA) cycle Teazitiufinsilasiupana
danarndnlnaniedninuinsgiunas
5 Re-design latldufisumasiuslnesonaniiost iuilgsmnmsguathesiaiiag

flsn: Ronald Moen. Foundation and History of the PDSA Cycle
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Auwoo PDSA Cycle

Japanese PDCA cycle (1985)

Shewhart cycle: Deming (1986)

Dr. Ishikawa 13U PDCA
cycle: 3UBINNIANAUA goals &
targets wazAsnausquhliludu
Plan wazyaun1sanug Anousy
waznsucailudu Do

what could be the team’s most
important accomplishments?
‘Wwhat changes might be
desirable? What data are available?
Study the results. Are new observations needed?
What did we leam? Step if yes, plan a change or test.
‘Wwhat can we predict? four Decide how to use the
observations.
Step
Cliserve tha effecss two, Carry out the change or
OF ¥ i o G test decided upon,
preferably on a small scale.
Step six. Repeat step two, and onward.

PDSA cycle: Deming (1993)

m—Adomu'leclwua, Plan—plan a change
abandon it or run through awstﬁ'netlat
the cycle again.
Study—Examine the Do—Cary out
results. What did we memar@eortest
learn? what went wrong? mfarahlvmasmauscalej.

Deming & reintroduce Shewhart
cycle Topduit 1 unmsdumeny
Fndulunsiasuudaciazineuwnu
naaoy Tu 2 Wunsnaaey dui 3
Funanan1naaay Tufl 4 Fnwuas
Fuus udafivhdn

T 1993 Deming leit$uasede
PpamIFBuiasiannaimile uas
1380731 Shewhart Cycle for learning
and improvement WiauiaUfiasin
liflgadosis PDCA cycle fidilu
Anulasann Deming Cycle

Tneiagl Shewhart Cycle, Demlng Wheel (1950), Japanese PDCA Cycle 1iua9aa9
MSNARUAZAILANATINTW Uz?l Deming PDSA 1TussuasmswanaAmaIn

fisn: Ronald Moen. Foundation and History of the PDSA Cycle

A59UAA (Framework)
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Auwoo PDSA Cycle

PDSA cycle and Model for
Improvement—1991, 1994

v‘?«,ﬂq (aim)

Lﬂ"lg (measure)

U5uLlAew (change)

NANDBUUHIAANTS
USunlasn (PDSA)

PDSA cycle IHI Model for Improvement

fisn: Ronald Moen. Foundation and History of the PDSA Cycle
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QA, CQI, Accreditation

WRAVDINTNRIHIADININ AMNTNNRESENINS CQAl, QA, Accreditation

LR UL PE T

F1earun \ ARMUNTHIRTISEDU

{Policy Guideline) \ (Monitor/Review)
Usugaszuy
(PDSA, Innovation)

ayinid AngRna O.NStundurdv
amﬁuﬁwmLLa:%“maﬂammeiﬂwmma (2542)

mMItsziugaAN (QA) wazmsfaRuAetnssaiiles (€D du myuiuraduiulunasn wazlisnausn
aniuldl ieeusfigaidusieiy

matsziunaan BufumEnINessuL/daugiie/Muuamnasyu/imusnnaeidn awsienisrinuszuod
b3 wazfimsfnanunyaaasy wmnlddulumudsiimnual idessiiaumsudla

maNmLnAuMEnsssilesuiuiiansaTRaen A laTDhnnensenudesmzesgnd Feazthin
gnsUsurge wazaswhamensnessuuwisanasyumsrhelnifisnddiy

Accreditation maﬂlmum QA uaz CQI Lwauﬁaﬂﬂﬂﬂﬂam‘smm Suvied WusAa Airvualy

A59UAA (Framework) 29



QA & CQl

WADVBINTSFUUSURTNRINT

DO
'v'iﬂmm-uu
\ CHECK
ABARUUSZUL MUNIY
TWUNIMWUHUR f3IFDY

k@

ufila daedn
AEV9IHS5A WU

ayiand Angfna (2542) aaduihiwazsUIBeRMMNLIMENLNE

AanTTNRRIIAAIMNNYIT MU LATBNALSZNBUTINAY
Wieusanaazfianisunazanduuaneneiy

msysziunann (QA) Bususemaneszun/duugile/
AWUANNATFIL/MAUANRTTA AaFBATTANTZULTING

B wasiimsfiaenunsiaaay wnkidullanudefirnnualia

Foeiiiunsudly 2edafienaazisouiisdndu PDCA
cycle 2lnaifld M3eszuv@e Plan mMsvhenuszuuda Do
MTIN/NUNMIU/ATIREBY Ap Check wazn13sUIuUgs fin Act

asWRIAMNagesaLiias (CQI) BudusymInga
sovdaivilaiudmnerianudenisvesgn feazian
gnIUSUUTY waTawNEAIYANTINNITULNIRUNATIIUNT
vnawlminfninda

azfiudnia 0A waz cal fu wyuiuraduiulunasn
wazhipnausnanniuld sndsiidmusnsamandeliiduded
wolauan RdemsuAlovnliidulumadermuanionanu
MmMands tufe QA wazmnAnwiRziiuldanudaimun
wioANUAAIILED uaEansaviFRn I dueeld Wu
Cheel!

30
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PDCA / PDSA &ovov

PLAN

DO

ymusEUL

DINBUVFEUL

&

1 CHECK

IA/MSIIRBUSEUY

ufilzlastuilaym (QA)

ACT

act

gl

audn AaTAna (27 worAnew 2542) HA & IT

PDCA / PDSA 2 29

\eanAYNALAWLEY Plan 921919N1988NULL
szuvly QA Auntseenuuunimaaedly CQl Agld
darununiidusede PDCA/PDSA 2 asiidauiuize

| o o
FARLIANNY

PLAN-DO-CHECK-ACT a¢lnnjiiluFasaainig

2ONLULILAZLTZAUADINNITLLNY

_ plan-do-study-act 2uidniduFesresnimmaaas
=] o A @ 1]
wianlfutge visawlunisaenaanu ACT 2a9dlun) 3

Tdunautiaanail

plan 1. ylan1awmin
2. Mmanudlaszuy
3. Usziiuanunisniiaqiiu
4. Apssiarvng
5
6
7

. BAMZINa@en
do 6. NAABINNLABN
study 7. ANEHA

act 8. linslfudsadlunimsgy
9. 2auNuNNILULvREasaITes

A59UAA (Framework)
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Cycle of Learning & Improvement

TunaumMsLsuilge NSEUIUMSANG 7] ARNUFIUINANMEELIUMSNNINENAFRS

= N32UAUMs | 5UsudgeRmaN | PDSA | n33d | maguagie
Tu
/ e Wil
e sadia ozlafuilym | owseasdinsziums |Plan  |wssaun | SenuRadn@ezls
F ozls whldffiesle
% ozlsfuanme | ezladuanmeuesyasou Apned | ezladuanme
FINANA : o :
el
\ azlsfudhuaney | alailuidnnsves naaas | Asuaduas
pamIuidam | mMIusuyye MUY
Creative test AapwNaEDn | Az Eduniu@y | Do Téms5nmn
o . anals
awianl Anuina (2542) Tasems HA
funana funmna Study Uszifiung
atuniiau FvaNAIFIU Act JDUNU

oyian Aawfina (22 Wy 2542) HA Network A3ausn
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3P: Basic Building Block soomsweouun

Plan/Design — Do 3P @» Purpose-Process-Performance
N = 3P B MINBAAELAIDIED/LUINNNTNRAIUIAMATN
i luaaiRi vliiearls laansala

e Ifndessddsznauiuguiidosiign wazhisnunn

m GEU{ERTER | i00n9qE e (Wuwaiiou basic building block fisiesans

T Study/Learn | vheanudnlawazinluld
msvi’wmum%amsﬁmmnﬂL‘%aws:ﬂauﬁw Purpose

sz lnaswldadisls

Act/improve msfiiinnengaay, Process fnIzulumsifiaussy

otginl aaing (20 amses 2551) MU ARRAM Lij’lml’lil uaz Performance fimsiuinsussqihnng
Tsanenunaduil 2 iWewSauanunieuguuil 3 Wethlugnsusuyyeliaau

3P fauwiAnlnaagUuee 3C-DALI

3P JulunaiiFoude fadsizssesonuenansiibiduiusenly Wudsiiduninsandazmaunlols

3P danAansiy 5 ﬁﬁmuﬁujﬁmﬁ'aﬁ'uLﬂé‘aumiﬁ'ﬁum fi® Purpose: (1) viludaseiisn Process: (2) 39y
athsls (3) wiazdumaudurinluifiensls Performance: (4) yldan3oli (5) azvilsiduldesals

asnsaUssgniueaRa 3P iumswamniEeuaznssiureem IR Aufiyana Aansa 1asems wipau
JTULNU DYANT

14 3P luFauszariu aznuirdiavseariudnae wvszdimsianididmang duasns ilugaaususanghe
au1e”
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ns:uouMsAUNMWIULIaspu HA

agtlm Famns

S

mMaUurnu
(wieu inle wnzaw) fianssuasnmw mMsUGURnTsuA
v v
NISNUNIUSZUY nsiamH sz
(wensiin Tanaimm) (BB T mBILHLY)

9ulszen ANITHAMAIN qwﬁﬁ'mn-?

audaid AaYAna (12 nuAuS 2545) Step 1 for Consultants
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PDSA Tuvuauanunu:

Communication
Share & Learn

Quality Manual + km
Process - Project
Implementation |- Implementation
Corrective &
Preventive Action
Y Y
Quality Review/ Monitoring &
Monitoring Evaluation
flanssunuvau
Uszidiunues
Daily Work Quality Activities Strategic Management

a0, (2556) USuifiniduiinsunsidauvee 1ISQua

A59UAA (Framework) 35



Design Thinking

o @zﬂummﬂqlﬁlﬁﬂajuﬁﬂzgﬂ%a
o siaranAINARLEY

o 1P uAn “Yes and”

e dpAAUAMNAIATY

HJ ¥ ¥
Design Thinking qug'm“llmm'a"lmmﬂ PDSA

Aamsnagaud solution taazaavlandgldlasnniign

o ulatupuARanu AR

o lfumumanudiiarinanudnlasiunuasansucddy
o nliuiaAauasGaul

é o suiiiulnzaniseeing
7
PROTOTYPE VN
o dunwal o liiazill feedback
- aeiailnla
° S‘/Ui’ﬂ’]j‘i\lﬂi ™ ﬁguﬁquﬁQQﬂqi O‘I,I“imqmﬂeedback
o Aumisasm o 471 insight
o vinanudnla o yagauiugldivatiluli
° P D= -
o sianudnlaliangeauan
o azl51414 azlaflutfoym
o 3UNARDENNIING
fian: Stanford d.school (2019)
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Design Thinking

Design Thinking WUNTEUIUANSTTNAITLARANNAR (diverge) Waz3UANUAA (converge) aaunu

fimanyunaunslugasmsfummeey (@ test 1 ideate) wazanmsAummasullgnisfumilgm

Trigger

Empathize Define

Finding the Finding the
right problem right solution

N . e %

Ideate Prototype Test @
.4 A '

o

%,
N
£

Problem
statement

Solution

fisn: The Design Council (2005)

A59UAA (Framework)
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Quality Dimension

iuAmNIN

Quality Care

LHUNSEUIRANS

taands
\iestiay

'_ ASBUASI
~

UszAnBua

WHTICHH

u%'uﬂ‘;q‘f:inqaz?q

fisn: Canadian Council on Health Service Accreditation (CCHSA) (AD 1995)

Canadian Council on Health Service Accreditation
Taamanzuasmag et e fifiaaamnliis gl
H1e Bedimnumnidunisgualaesjsdilenazaiauaia
Wugudnane wWumsuuysenszuaunsegishingads
Wiollsnanmdidude

Thisinge) mammmwﬁ"’uﬂi:ﬂauﬁw

1. Competency Aaanuiuasinueunsdliuinsds
wanzaAuAIAanIsRUuaRYIY  wasiiszuunnsyseiiy
R ANCERIH

2. Acceptability ﬁami‘ﬁﬁamiuﬁwﬁqﬁfumauaum
ANUADINT (need) wazANNANNKTS (expectation) VS
Aty aseua¥h AlAUSms wazdanstu

3. Effectiveness ABNATBNMNIININIOLIANTHY
lAAnsasenrseiugunWERnuo ]l

4. Appropriateness fiomsu3nisfigndoemangs
A0AABSALINATT AT ENHS ONANF IWN NN ERST
Uiefie

o v

5. Efficiency famsldninens (a1 nmanesey wiesdle aowd) fidesiigadielilanadnsiisomns
6. Accessibility Aen1sliusnisluanuiifigndesuazlunafimanzas

7. Safety ﬁaﬂ’]i‘ﬁaﬂL§EJ\1W%B§]@WJ’]ML§EI\‘1W]\‘I‘] fidlomaiintu Ltazﬁmsa%msiamama'wﬁuLLri;;J"ﬂ’azJLLamiaum%’a
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MslByuUovIBOS:UU

Access, Accept, Appropriate, Competency
Continuity, Effective, Efficient, Safety

Goals & Vertical Alignment
Key Quality Dimension
Information, Education &
|

Communication

Human capital v Custor:ner‘
uipmen
Equip! t - Professsqn
Process Design - — Community
Process Control & Monitor — S
Risk Management Integration PDSA
Leadership & Culture
Systems Evaluation
Processes Improvement
Teams Learning

)

oyt Aagiina (3 wamanen 2547) “nsufjiRgaanuduiae”

AN BesRunn wazllagminuszninensoudisa dungmamnseurnudalididuudisaldnssqumsBouiiu
Tssnenunalasmslysmeadeszuy Budpaaumsaiviousziiuguamin uddsmauieyuuosine el

1) memsaivielidayafiansannansznusafifisadosine WefinsaniiFesdddyrdeli Wsda
) fansaniilgmiluiaieesdesdfoszls Wedesiuifnaamesls Beulosiufirnwosesdnsatls
) fan3an root cause vavFosiiAensls WeazlddiAmamsiaLnAminzay
) fansanlemaysanmsludnvaine Wy 52U aszaums fin Wekaunlildnaneenededu
) dsasuldiinsldaede PDSA WansBauiuasiinmn
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aJAansiudu !




ovAnsiuwu

Performance driven
Systems approach
Core values

cQl
High

Performance

Organization

Embed learning into the
way we operate

Learning
Organization

ANTINNBVRNEDTUNLILNS

o maafemnuinlasazanugeiuluBdes
AUATNULAZANNL DAY

o msUSulgeqanmaneldaniaziifinay
ANAWINEN ANTTNUFY WATNINYINTANA

Effective RMS
Safety mindset,
mindfulness & culture

e M3l accreditation uwadasialunis

! Boufiiolhiunednsluilu
Living

|

Organization

Organization
agility

A9, (7 nIngNAY 2559) “Enjoy Quality sgdd...AuAMAIN” @ HA Regional Forum wauuniu

asAnsUPURMNNIATHIN HA athaini
@ L3 [} @ a o
azitluasAnsludu seganatludssmuinu TQA
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D9ANIUNINISL38U] (Learning Organization)

O




OVFNSIOMSISaUS (Learning Organization)

aassuasAnsuiomsiFaug

Shared e Systems thinking dlauazRansnnanuiluesdiumesieszi

Visian (the whole) AsaagaLANNANTUSIMI At

e Personal mastery miﬁLLm'azmu‘v‘hmmﬁmlwuluﬁﬁﬂﬁﬂﬁmm
A M liguanau dnshuasimunnueiverinliidariamid

Personal Systems 434 (N9EInrs subconscious mind axsinlanansndanaiulom
Mastery Thinking oy vy
Fugauldandn) .
Learning e Mental models AuaansnlunislasasanyasieuAninaaiu

Organization

mm[51ﬁm/mwaﬂ‘lzrm/n']iﬂumumﬂ'] wﬁmnﬁlummumum@m
Qﬁmiﬂg‘ummm ‘vmﬂ,ummﬂimmmmﬂmmmmmﬂm

e Shared vision fmimﬂu‘mummummuﬂmﬂﬂuwgﬂ’]il,iﬂugl,l,@z

o i mwLﬂwﬁrjLWiwz[?T@iamiflﬂﬁqmulmdﬁwgnu:ﬂn‘lfﬁw )

Learning Models e Team learning mliwmmﬂﬂﬂmmmmLmtﬂiﬂummﬂmﬂﬂ

lufiAmainenfiuiasdanaansnsainiiu

= Qdﬁ@ﬂ’liﬁ?ﬂuiﬂﬂdtl,ﬁiazﬂu: reflecting = connecting = deciding
— doing =

= 'Nﬁ’ﬂﬂ’]?ﬁﬂuj’:ﬂmdﬁu: public reflection = shared meaning —
joint planning = coordinated action

flun: Peter Senge “The 5™ Discipline”
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p9Ans7idT3n (Living Organization) !




OVANSNUBIAQ

(Living Organization)

winiluazaadiudiBssnminadidyndnem
MHAZANTLNMUSEI YIS

Formal Structure

uly u"m'

Informal Network

¢

spunsey Usuulden
YrauAnaianssd
Tumandsyanmumanituig

mdemaiidshadus
Fasmsiuiindmudatinsdess
Alaiiunaenis

anadnngu

AR

Anenmiumsaiiees sl
18989ANT

AmEnHan g

dommezuuaunmiiduudenniu inEuduns
iuGernugafianas

rrwgafianas Wusnmasdniivihlfnanssidueu
SDNERRIEN

aghaghalsliAnauna szwinensiiszun wasaugy
yasauyney thilgranmssifunuiifdusgne ios

D9ANSTTFIN
AN luMIENee Wasuwas Faiums
TasfrvaeiueeasaudusI5uTf

sruuiifi@induszouDededananuies TUfauus
QITENEEEGH

audanl aAnu@ng (15 waeAnIaw 2550)
“Living Organization” @ U%AIIUAAN T amsuAT Tl

M2 AALAN
mamrueinvesssnn i iulmudhmanewhiu
Dunsasmauanuiduiye
mamueuAsmInInAWhOulUaneNUSiEIng N

46

BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele




ovANSNTBIANU HA Core Values & Concepts

Newtonian Physics == Quantum Physics
Modern Management == Living Organization

dioAsAnuazasudmsunuiiug IEnslildna udn e mﬁﬂﬁmmmumﬂ
fig7iuenanu3i3es quantum physics 3Uszyns o ?ﬂw%wfg\]m@\‘]@u’]uﬁg\]@qig\hﬁu
dfudesmauimsdans wwwmdeiie i”UULﬂﬂVIﬂiUMLL@”WMﬁIu
sedsululanlyseidoy vinlidnlatendsoesdefiuos
° Lﬂ?@”iﬂﬁmméﬂqm

Tsivfiu
dlowasuyuupsannisupnednsuniodng . mafgj@mamimﬂumqm@
v v
#IonawinuueeInasAns Uz uuiidia 35009 e NITAUAUAIULAN
ﬁ mgmmmﬂm\maﬂlﬂ ° ﬂq?qqﬂLﬂqﬂﬂqﬂﬂlﬂﬂﬂuL@\‘]

o NMsAANTaYABENIAINIATE
o asAnalududtlszaullduiug
fgn: Margaret J. Wheatley (AD 1992) ¢ Leadershlp and the New Science”

audanl aAny@ng (unau 2551) ¢ ‘99ANSANTIN” @ 9" HA National Forum
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ovANSNTBIANU HA Core Values & Concepts

HA Core Values mM3lFuulAneeAnsHidTIn

Visionary leadership  dpanssnuia3ednedibiunens Tduslomiannaunundsivasliiiu (ausssn afluy 3duveed 238553%)
Taeasseednsfadoemslindsnumnuiuiisa3neassnaeln

Systems perspective Wue3eefiddin wu’mwﬁw fimepnududiugpsuazoedsin Lfluéhuziamm-s:uuﬂmgﬂ’h Laziidiuepg
agmelu sugesiinnuifsadasduius Tevdswaniznudeiu

Agility Wuszouile fUjdiusiudewindon Dasuanuanindg Bavdu U530 [rnuldaunaiiiondnidssnnuides
Focus on health Wadeailygn adainug Dnow Wudala hiduuay

Community responsibility | finanu35nagadudufiernuiugusy iuiimedenudiosirennuduudawssgusuwisnsUjos

Value on staff/teamwork v uiusseumalawazmaiuiisens (cognitive) vaetin lashmuiifiaumnaldivandn Wsndnihdoyad
fingumaenanufuilyan WaduldiuanulisuysainsusiasmuuasniBNumyAARaNRANDYBNTUTY

Individual commitment Nl minzvesauee dussudniasvasusiazyena lidosgaanuushassiawddivdhnngassesdng

Creativity & innovation a$efnenmlunsaiassuazious Wauilianudnlniuazaauilvig Theasomsasiaiuuag
s3wssruianssy Wenresefanssufimepveuiiodsvengaudnla

Management by fact  junwsisanunannaipvesmsfirnadeyseidas: iaumsivisasmasniulaiinngaain

Focus on result/ 14 appreciative inquiry &udusuuan sesiadlgmgasiivsisaw devssqiimng Taymisanslaesnludd
evidence-based

Learning Id3onsdiuguassmsusiiunnug nifduinussslvitigusy Deiuiimglufioliifiusisunuosias
Jounat afeniimadouisuiulasnnauiisouson Aasandawindon D3un AN AuA1 TausI33

Empowerment Launaale wigN UL SUTR

flwn: Margaret J. Wheatley “Leadership and the New Science”
aiﬁ@uﬁ ﬁ]ﬂ"zﬁqa (HunAu 2551) 9" HA National Forum “Living Organization”
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asAnsfiunliansla (High Reliability Organization - HRO) q




ovrinsALNIdowl (High Reliability Organization - HRO)

High reliability uuwinafigielfiinnissjaduil mindset
& culture Fsaududwiunsld approach sneq Tumsiaiun
T#lewHa
High Reliability ::::Efs::nass mathunAneeAnsfiiilingda HRO wgnmsufifments
Organization .. NALHENWANUATZNLN (mindset & mindfulness) WAz IMUSTIH
- (culture) NAUAIAAILNTZULNY  HUAAUTIALVDINTRRIUN
. = Risk identification & N . ]
Risk management prevention AUTEUUNUNUNTHAIUNIATUARN YYD
system * Reporting & learning » - o . 9o o b o
from incident Mindset Aoyuuns audn anudeiilsludnldain e
Work process  *Process design HasENOANTINLAZANIITTAR ﬁﬂazﬁlmuuhjé’ﬁ’s ANeaIusiLas
P t * Process control , 1.&.
mianagemes * Process improvement AIULIR )
snansngnitsunsuuazUSuiasule
Mindfulness Aan133u3 Anumsznin Anuiug lusenumsal

oyl AAzina (22 nawAN 2561) firasdgluilaaiiuuazaraasfindulusuan thingmawdey
“Safe Hospital & Safety Culture” . A e o
oo mosbital L maely e anENSEl MIARATI wEen1sidenasiionszii
@ AT Doanswnyud 5 - L . g
Culture Jauusssudunasinvasnazieaiuaag e
PTEN WAAR WORANTIHN TIUVNHANERTBSNURAZAINANY DN
Faduivensvvemyraslaubidesinuazanunindunanls

ay¥a Angfina (2 waAannou 2555) “uimsgamiinlingda”
@ HACC Hueny
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HRO: anunu:anry

Preoccupation with failure Sensitivity to Mhﬂ
mghaladifianmuduanTai fugmam spandeRming
fwsaRna saud (Aandy)

Asuda 1 nearmigs

nidulamaiaun T pa = &3
- = ,?J /
Deference to Expertise AMZNWY 4 == Exeptionsly Sefe
Fuiuariufidesensfausauda N ey Cove

lAISWaNATDY
” . y&ntudaviiy

|

+ Reluctance to Simplify

wéanufianuidns v
nasaunsal ¥ ﬁuﬁmaﬂﬂuﬁu fAlapu@iutyes
HITN FATHBTUIE WY LETELENTT
A9 Bislauaunel; inending
Resilience ﬁuivmmu LRG| —
gausuigudau
wiasnwianuRaynanmnieel S -

Weick & Sutcliffe (AD 2001) “Managing the Unexpected”
AN, (2 WaAANBY 2555) “n‘%n'\‘sqmmwﬁijﬂi‘m\ﬂq” @ HACC Bya31y
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HRO: Mindset, Mindfulness & Culture

HRO Mindset Mindfulness Culture
Characteristics
lasasay a3sndefipnuduius iy szuving seusvindudeu bishuedunalagien RCA Awnilifiudunavesiym 1
(?iué'm\'m’nmﬁm) Usznaudssruudes FuuaRaBeszuy i systems thinking fia1sai1an event —
\Wiofiansanieiitouat pattern = structure = mental model
AANTIal mansaleslsiifndulddliseinsede fudlunnaaunsaliifianuidosesls FMEA, situation awareness
(Auslula) aelsfisifafmsenandudoifioula azls Aanunsaifeduld agufnen near swilillomafianainezls
fhiwaiiafrsmansaiotnsouaoy miss andlulemaiaun 3907 near miss siFszlamd
WIMNNIRN AnNUszInnsngineuses iy vurneniousuiiennaniumsal  Preparedness Withszum wwilwusudie
(Augmemz) Tonun wSousviledunnmsmsalidu
Wl e au wesdie aunsel o
sianui
719 1971351 AUANTAIVRUIDIRATIDY  NRInEsRAUARTIUM (FaNLde) Sensitivity fapudelfiiulszlony
Eugmean)  eudusnldUsslssdlunsassadumena lasenssuianunisalseusu TisindefinUnfseuda KM 13au3/
Radniliinniign demanannionla/diiuszaunisal
VN PUiuTpWnAURaMAN wiinazuandne Suilsuasuiidesaedrusaudi Respect & Listen Hifiusfiuazsuitades
Eugnmney) s nenufiuree inandayavesiianludasiu vawmnau Anszuuligauiniieiuld

aan. (28 aanmu 2556) “lssnenunafivnlinnsla” @ snsssumanindunasiiosh
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HRO: msuhiuoAaldgmsunua

' 3 [

MSNAUAUDIADFILIAADNAEUAN

o munguiiieteliidunenissswdndiimsuas iR sy
AMUANIATFIUNIITAHALAZINEN1

o 1AM informal Aashuriasly] slwﬁiimﬁmmmsﬂiwl,mumﬁm

o poudanilluitudl i fndsmnninarudauilessiuaia

o suiiazngu vinfiazizes udarataene A TImINzaNIRS
I3 a o o

asAlsznaumelungdiamn

o fhatiuay aiedruasmiteinadlnla anAnuAngauazns
ﬂnﬂmmum AmunanuLlaeadedugnaranidfy

° m’Lmimﬁa‘mﬂuLiﬂaﬂmmwmmﬂamiﬂmﬂnu

° muummmwimmu mﬂuimmawwmmma‘ﬂumm%mmﬂq
Lw'ﬂﬂqumnm

° mmfmuﬁﬁmmmmﬂmwmmmmm@wmﬂmmmmmmwmm
Tnelaifaendrdnasiinaausenied (a just culture)

Process application

Y o ao o o 1 v = Y @) aa 1

o yrnnnisdniunssuaunsinasineduds ialidussuunBende
wazdlatiy Taluendan

o snasiudrmihidauinlseudnlfazianllldvinasls
a v o a vaada 15 val ] a K = vy =3

o GuseiuuinadfiandeyliEaudinetaau ineligauiiunig
wasuulag

o Ansilupaly 1435019139090

People appllcatlon

o fhaztaiNaariuumme wwaﬂL@miwuwmumauﬂgumwlﬂmmu
mﬂuawﬁmwhﬂwwmummwam

o aifuayuninensuazaomdssie undamansadudiing
il

o AufAnanniae LASAT NGNS Hnan

e vanideeniseenuuviasanisiaglifideAnivangUiin

Doing the work

® Simplifying work process: UfungzuaunsinaulviFeudie

@ Daily check-in wurlsyaRzatad] sswirvianihuasiisem

® Executive rounds .

® Safety huddle: saunguiinzudzirasannlaansy atslesduaz
ABIAT.

® Performance management: §inANgANsTN

Measuring progress
® Measure fewer things better. @mﬁﬁmﬁqaﬁfmmdﬂm 91 1318870
a@“h? 191Ag m‘u%umwmwnwmmuﬂmqw 191AsLALARAIL
atladouiaiug iasldilslomiagngle
® Stories count and simplify
® Couple measures with high performance standards. L‘W@ammm
wqwdl@Lummnﬂumumam@qﬁumiuLﬂaﬂuLLﬂ@q

AN, (2 waAANNEYW 2555) “n%n']‘sqmmwﬁijﬂ'é”'m\ﬂq” @ HACC @y
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HRO: Mindfulness TuouUs:on

Tuney Thzvineu VONHEREY Auantlae
Anuazidnly NUNIUANTAA numuivang numudamnueeste
Wlowsnudly donansuazaniaiazld  nnemngiewiadounazay  nemgRewindon daune

vhuesnuessandedld  dredudadsduisany Anthuazanuidnvaeiay
saanifanu avaniumatszay
seninsefluiiiy yinupgnedlauns Fuilsgnasisla dunm suilsdayasausuatiedila
Ufjduiusuoedruuas funadsnAnUnfinseae

nszuaumsnguiilugns  wasuwaslanniay
u3sqinng

2
7

e linedeenulidusadey  ldfedemaeldeudy s lifefneanudssls nonau

wulfzyhewliiZouios AussmdsuanuBouios  denifiurnuides defians
wiauflazyhaweeazaan  vessanuiiUszny Sy Seansiu videahly
Aevosuazalv UATR uazdedidesly

Uiuygeszuy

§. (22 ey 2566) “HRO” @ misusunadlesiunazaununsiindalulsmenuna
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HRO:

Mindfulness AuACuMWIUNNIDa Nnaurel

aRAA N
nsLGe (Accessibility)

anulanndy (Safety)

ANTIULRaN (Timeliness)

AutdluAugnas

(People-centered)

ANULRNTHN

(Appropriateness)

Uszansan (Efficiency)

dugndua (Effectiveness)

AMusiaLfiae (Continuity)

asnumumsiaulunnaumala
Atheneifdymiumsdniessmanseli agals
Ahesedug flemavsvauigmilunsdhieeslsine

>

Aheselifinnzunsndoundoanuissiazifamanisalifisszasdazlatne wlddansiuaag
wnandoundellasiuanuidusedeingaudmiola?

wldneuaussuazlimaguadinelunaimnzauniel

liszdunnusioansvesiiesedegsousuudmieli Taudesnsaslsiidadilasuns

an v

aovaues wlalimlauasdifduaniyaalunsguadisseiliieds

wlalddoyaimmaduiugulunsguadihesetegls waunsaedunsmaralunissndula
a Tupsusine Tumsguasgremnzaudiads wldtuiinmanatulilunsssboundel

mlddensasiasnmegeuneulasfsfemadenuazanuduiuamaiensie waamioki
EIIesLEmaRatunmasInTIasmlavEell laldnanisnsia investigate e
waznumuanusdulunsdenramaduniali

naswsmsguaiulumuthnunefinasaziundeli inldEaudeslsandiheed

Aheldsumaguansnssindiosiindelilusznintenseneg wiedefinandeuinadisllanuge
vinssne wiswdlefinmaaesie vaunsanuslliaeszninensguadl sw.uaziithu

a9, (11 qumﬁ’uﬁ‘ 2559) “Enjoy Quality Every Moment” @ CoP RM
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HRO: Mindfulness AuAruMwiunndguaou

&

FUNDU
maudelilu .
msdaziiugilae

an o

maidelan LLazizqﬂzym

NIFIMNUANUNIINLUA

L
nmsguariaeg

ALY

NINUNIUAUNIN wazANlanany

azlsRamguaisudihoredlily .

wssdiudiheaseungudussdsamioll wvhmanvaidadeludsiiasimiok

myladelsprosmnzauuasennsesiudayaiinlisuanmstszduniel esunedigmiidlen
wilensell Wuseluandsdildannsussfiunteld aguadoinniiulundels
syilgmuazanuidssesiihoasufunaszdiundol ozlsfernudusddglugihesei
iapsnInamInalsifiuasigmiiaslidihesunswndelal

mynununsyaussligmiissylinssiubeld wudenudaauluthmnemsguaiiisds
Uuovassuaugaslumsosnsliisndniiisadeeiuilafifisada

guagihemisanuszdase e Wuanuawsaudmselil

sgualimesdihunsudundymniel

npLausssen AUk awesdiusthaminzaundali
mtufinenuintuasmaralumssnaulavesBlunsssdoufivmefifduazannsalimiguaseiias
Tewsalal

fihousuaglu swuuiRunifimdel faneilifisszasdaslsifaduling

mmansaliiagmuazenudessiiag Aatudugiendemiiolingls
ssaandeuiiaclifiheuansaunisnusnguanuiosuasuitigmesnanaegnals
fissuuaiayudedieysauiymednals
wlamnedihenguasafosedidls Tlmnouazanumantozls

a9, (11 f]mmﬁ'uﬁ 2559) “Enjoy Quality Every Moment” @ CoP RM
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IduNMLgnNULNIZND

153A 8 Journey MSUGUR

= | e

Suunfig Right belief Bondedeinivih Waindunihfiveeus

' 2
[ v

SEERE I Right intention T sjasiusalaiiazyin

9

CIETaLTEOUTAN Right action 1y MNUUNUATANY UfTRnuszuufianeld

duu191Bae Right livelihood Vet Wawageanamsnznems idoadauiu

fuu197an Right speech \Bau I#nns8eans0819a39a3ANINEADNDDANA

SR PRSI Right effort B0 wengnsvhegsasaNe ity vhldunn
Fu vlduen

CHHGR Right mindfulness Ay snBniaues seAnItAuee Su3Fenud

Suanauns Right attention i anaplasaTgielfiAniygn

flan: ey¥and damiina (13 fiquisu 2556)
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High Performance Organization (HPO) !




High Performance Organization (HPO)

Workforce
awyuiLAngeAY N3
anudufinuazaanu

9ule

Business strategy & culture
\usduindaunadng

Organizational Profile

Leadersh %

End with results
Auanuluseiugeatng

Begin with leadership
vangAnssneediuag
FLUULTING

Integratlon

@

Measurement, Analysis, and Knowledge Management

Performance driven

v Y ;7

iugLLmTlﬂj performance

fuPRRULAANEFE
UTANIIN

Customer focus
suriugnen

Andlen systems thinking finliiiudnnszuaunnssine Anaseiuwasiuetnals
Allan agility HAnwEaneu Usudalisenndasiuaninwandexlsn

fign: Baldrige Performance Excellence Program
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usmisganmwiudu |l







uSns§uAWAiinmAn (Value-based Healthcare - VBH) O




usmsaumw‘ AruA (Value-based Healthcare - VBH)

=

uIMsgrAnndauAY Asuinnsndeiaudszaunisalna

fala 1

naansAiinaa luyuussaegtlaslaaldninensazned
UszAnBanilge

u3msgamisiaaen dsenausae

® better care (RAU)

® Dbetter health (@1“51’)

e lower cost (A%
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usMmsaumwioncum (Value-based Healthcare - VBH)

People-centeredness
Accessibility
Continuity

mazﬁw@uu?ﬂmgmmwﬁﬁ@mmgﬂ\i il
TG NG PRHEETED -
paurutianaat 1A winTud
mmamrmmwm‘lwm;ﬁﬁ'm%’mﬁhﬂ

Social Objectives

‘ Clinical sy
eonome Objectives ANNENNN3LNNE (medical condition)
Objectives Appropriateness Ly Te ICa lcon ton
Efficiency Effectiveness e NugUI8INNAT9ANIAT UAZNNT

Safety TnmpuAnlunnsdaneLLENIIgLA N
oyl Aaghna ey 2561) “ARAN AMAIN AMSIIN” flan: Michael E. Porter
@ 19™ HA National Forum
SUNIAUAN

_ Clinical Outcome + Functional Outcome + Experience/Perception

Value
Harm + Waste + Resources Use

ayianl AnTfna (24 waAnpu 2562) “szuuRMAASSEU” @ Thailand LA Forum 2019
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VBH Boulaoriusiia NEWS

NEWS nu Value-based Healthcare

\Waste
reduction

Need &
expectation

Evidence
& ethics

Safety & risk
management

People-centeredness
Accessibility
Continuity
Social objective

Economic
objective
Efficiency

Clinical objective
Appropriateness
Effectiveness
Safety

66
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Simplify & Combine 3C-DALI & VBH

slang Efﬁci 1 unaiih |:> 2anuuy daana

r ‘ YSuulaen

VLILAR ﬁx b%

3¢ Tuiilaniurudfyil C-Context Fanajlandiiterlugmarmusnilmanei
sonnaneiy VBH (gau gld gfn) Fewazaoandosdifinannis 4 fis people centered,
effective, safe waz efficient

audanl Antdng (17 &emew 2561) “HUMNNTIBUIATFIY HA iaNRILISSUUNUDDIBSANT”

q
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VBH: Effective Care

Monitor & Learning
Compliance monitor

Patient Care QOutcome monitor
Care plan implementation KPI-control chart
Daily huddle, Communication Medical record review

Multidisciplinary round Cose conference

Effective Care Design
Evidence-based/HFE
Tacit knowledge

Gap Analysis, CareMap

Slang PETTOTHE nuaih @aana

Identify Gap m‘;@tmﬁﬁﬂi:ﬁw%wa

Improve

¥ X%,

Clinical Cal
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VBH: Efficient Care

Efficient
Care Design
Lean
Technology

AL Efficient 1 hGaaa

Identify Waste ﬂf]ﬁau’mﬁiﬁ Re?ou.rce Mgnitor
Non value-added process UseaAnsan Utilization Review
Waiting KPI-control chart

Waste of time
Waste of resources

usnsgunmiuily 69



VBH: People-centered Care

People~-centered Design
Respect value

Coordination & integration

IEC, empower, inner resources
Physical environment
Emotional support

Family & friend involvement
Transition & continuity

Access
Holistic-Human-Suffering

People-centered in Action
Interaction & relationship building

Rapid response to patient/family concern
Complaint management

e aaaa

Voice of Patient & ATRUATIHHAY Assess Patient
Customer \ugudnans Sat. &
ANHABINTTRIATY Engagement
Ry (iat Survey
Aot avin AT Focus group
Patient Journey Map s KPl-control chart
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VBH: Safe Care

Risk Awareness
IEC, Ddgily huddle, BAR & AAR
Shift handover, Trace & observe

Risk
Treatment
HIWIN19

Risk Profile
ArMABIFADY

. Taanuusay
A o 4
naguanuasnny ATHLAEN

P P o st
angifinisol.... fil¥nan HFE

In—-process measure
Situation awareness

Slang

 safe

<=7

ALl E> aanuuy

Risk Review

Review process design
Review incentive

Review preventive measure

lGaaa

Risk Monitoring &
Learning
KPl-control chart
RCA

MM Conference

usnsgunmiuily
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s:uuusMsgumwiioAruA (Value-based Health System)

MR IZUULE Mg MSinaA Ui
Mzuy Uasnaumiemaduindeuluaasenuam

Collect transparent, high-quality = o \ P
outcomes data agluge dunmsiaununmegssiaidowey
i waazanunEnUIaLieAungUuuuiasfinarun
e

29na19 uanuiniaiiaiamnindy 3uan
mManuNtayanadnsnsquaiiindodio Ansei
AULANANRAINRANY (variation) AUMNRUILLENT
fiviu best practice fﬁ’mummmgmmi@uﬂm
I dayadlounduuaznisisauiifioanaanuunnsii
naINNANY

quanga unsldnisaetuiiogelaldiia
U%m‘a‘ﬁﬁ@mm (value-based payment)
#un: World Economic Forum’s Value in Healthcare Project TumswaiuBeszuuty fosfilsiie enabler 7
dfy ldun (1) informatics (2) benchmarking
research (3) & unzILIa (4) ITUUNNTANINY
(5) ulvuny
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QAU: Bonding & Love Our Patients

Bonding:

= a a dld v : % ] ]
o ANOANIINLENNIIA (et aumn B vinme lenn nwg)
e Hello my name is..... 43aRAz/ATL (4uT8) ...
Nonviolent communication (NVC):

o v v o dl [l a

weipinirelaseane wWasunm st udunimesw

AE NN Audl Inniansal fndu Bunfes

~ o - | Py v

A8 AUnm TeNse ANNIEN 18509

o . | [ dl o 1Y o
o intiydneansnm i fsndinazinaeldlne s
o s tlselanlmiiunnmsi dnshuaunalFidudnluds
Momma test:
umwmm'aqu LW’ﬂﬂ’]ﬁ‘mLL@V]Lﬂumﬁlﬁ’]umu’aufmwm ARty

“mmﬂqmwmﬂuummm 13199 (vizelalin) eeneinnga
auiinyizala?”

audnid AATAna (13 warAnleu 2562)
“Patient Experience: Make It Simple”
@ Patient Experience and Engagement Summit
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qAu: Compassionate Care Bundle

Compassionate Care Bundle Lﬂwgmmmi@Lmﬁwmmmmmmﬁlﬁﬁuﬁjﬂqa
Nnae deavdudnlidiaglaiunisquasaniala faaanuinuazigeainseting
Lﬂuaﬂﬁﬁu
My Board: LW@Lﬂmjmmﬂum?mﬂmmmmmwLLmuivawwﬂumm@nu
nao o cates fieuazasauada snwﬂmlu board m@ﬂam@uma m@wwﬂummu@ T
mﬂqmmﬂlmmﬂ mmﬂmmmuaﬂm AdfauAntlutuil mmmmgﬂfm
—— e muuvuﬂumimmmmm
S a—— Purposeful hourly rounding: mimwwmﬂfmmﬂmimLWﬂﬂi”Luu AIAEN
y ﬂ’]’i‘LﬂﬂﬂuLLﬂﬂ\mﬂﬂuﬂﬂ\‘iBJﬂfJF;I mm?ﬂqm meqmmmmiﬂuj
TR Clinical handover at the bedside: mid\‘il,':iwm\il,ﬂmmﬂfm LW@MNH’]MM’W@N@

fgnees uasineuiuguaelugiusiusing (1) (Fusiugae hand hygiene

(2) wuzthmuesuaznIagey 1D et (3) eﬁﬂmmﬁmﬁymqu AN

ﬁﬂfm’]i‘ 13237 NuN waz alert (4) ATIRGBLTNN (5) ATINEBLAILIAFDNLAZ

L3RI (6) update patient board (7) final question (8) hand hygiene
Telephone discharge follow-up: NsAnATAMAsI B UINIAW tReRAmx

ﬂmﬁulﬁmﬁ”‘umﬁuilﬁmﬁuﬂqumilﬁuﬂqmmmm Az lunsgua

ALY ﬂ’]ﬂ‘i‘ij’] Qe OVERE MTUITANULMAILENNTDU NTUBANNTILNAD

ol nAaTuMAR g

My questions / My famdy's questons: My care instructions:

lun: South West Hospital and Health Service (SWHHS), Australia
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QAU: Listen to Voice of Patients (VoP)

Listen to voice of patient n1siuila@ezesinauazfidniuianissagnanudnlaluensuninudan

¥
&K

v 1 | 1 1
WhdunauusnidrAnyaasnihldniseanuuuvserfunlgandnmailinsguansduauaesdil | fhtiaay

. o o A | ¥ dl v Y o a l dl 4
Act as a patient: aasriAaaNew gL FuLENg W wauL stretcher Tiviag
gniawiluaan 1 19 wsewaulwRedlseandoidunan 1 Au efuanuidnaes
Hilog
Observe like a fly: dunmdsiifilonsiasnis fenlifu Ujduiusuazauidn wilew
o dl 1 o 1 o v ¥ o Y Y o
waasduminzeguuls wu lasiezls fuhesesniserls exlainlifiaeszivla
azlaiWigieiiands filbenlszavilymaerlatih dilaenneslshnazls munianes
Hilheuanasls

g . a Y G| o 1 A v !
Patient shadowing: 2eeyy1aAnaNELeuenifumausalagldunsnuasizednaring
0 ' maveulng iedunadaninaauludumnewsine 1eanisdhiuiing

Patient's diary: fufAnusaanisuazauiAniuiungesdilen Terailunisiuin
Tuayn Waunisyavsedaulainsdwiiiens iauddoaiuin dauneudaediin
visane1Lna ICU (mnasdulils)

PV

DYIRI ﬂmﬁqa (13 wgAANNeY 2562) “Patient Experience: Make It Simple” @ Patient Experience and Engagement Summit
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qQAU: Listen to Voice of Patients (VoP)

Listen to voice of patient Nsfuaidssaasgilaauazidniussnissannaadnlaluaisuniaanuddn

Y
XK

v 1 | 1
udumeuusnidrAnyaeasinhldniseanuunvsarlingandnsilinisguanduaueesdialfhtiau

Ask “What matters to you?": pnugtlaedaAanuingwas “aslsrediidAty AN
AINNVINE AINABNNIT ARG siBAYINYIaNTIIATAATY Tunseil?” e FauE
TupnusesnsuazAspAndTidAyesie SuiluasinlUALR iediamds
L7 o LA 13 o rdld
fhe anszAunadng ainanaliangda wazanuduiuiin

Break the rules for better care: ﬂmﬂaaungmﬂu@ﬂma‘ﬂ mummummﬂmvmﬂfm
el “mmmmLﬂ@ﬂungi%mﬂmwumLW@TMmﬂwimnﬂa‘vmummmmLL@W]
i Aefudeasls”

Narrative medicine: nsfuaasianaasgilas iunisdanendilalugesnisdecies
dl o vl v oa 2 v y‘ﬂd’! v oa
Fassnrenues uaziin limugliiansdlatdymaesdiaelénau flisnnmes
=2 A o o ¥ o a ' o md‘ o o
clnmziuﬁqL?faqmm@mﬂqﬂu@ﬂwmzmLLMﬂqumnmisﬁﬂﬂmmwmnu

CRITICAL ILLNESS EXPERIENCES

¢

a‘lﬁ U AngAna (13 neAANNeY 2562) “Patient Experience: Make It Simple”
@ Patient Experience and Engagement Summit
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QAU: Response to VoP - Process Management

WUAINET 1 Process Management A13ILNEuH TQAHA

) dndusaasfiaaudnindaiivuasesuinisvie
From customer requirement to ) = ! )
. ADMANRTULLITNNS (service requirement)
process design & management ¢ o . Y o ,
AANLULLAZAANIT I Lﬂuvl,ﬂmumﬂﬂfmum@a 14
R = ALLEUAIIN
il Mission nvaenAnisensidnlauazagilanusiesnissesdiae
| T | urazngnesmuliitaLaw
b
Service P Project & Corporate
Offering s innovation | ] KPI > 0.9 & A
¥ 7y AIDYNYNRWALINID
Service [ vasnitelszawulgnasaiea:
Requirement "1 indicator | |
) Customer Customer Service Service
Group Requirement Offering Requirement
Process Process
Requi 1 indicat T Organ Timely, safe, Reliable Organ - CPG compliance
* ’ transplant effective care Transplant - Thai Red Cross
= Bootact candidate Fair organ Co-ordination compliance
Tocess rodu . . P
y ﬂﬂu‘fuammgw T —— Design —> Delivery aﬂQcatlQn Service = Shargd decision
S 1-1 uas 1-2 fdenaiiunis T Being informed making
Renid Tupad :._ Family involvement - Effective & efficient
fllanakzdnomnaniuoing - Convenient coordination
Warm & kindly - Service mind
interaction

aq’ﬁ’ﬁuﬂ P]mgﬁqa (13 waAnneu 2562) “Patient Experience: Make It Simple” @ Patient Experience and Engagement Summit
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QAU: Response to VoP - Design Thinking

UGN 2 Design Thinking (Define & Ideate)

2 )y o Y A= X X
anudilatuausensiangveestae
Define: (Llag).... HBNNT...... INGIZ......

Ideate: 19A01 How Might We.... ileszaNANes

For example, if your POV is:

A 1
wmiaentua

PROTOTYP

“Teenage girls need... to eat nutritious food... in order to thrive and grow in a healthy way.*

The HMW question may go as follows:

e How Might We make healthy eating appealing to young females?

e How Might We inspire teenage girls towards healthier eating options?

e How Might We make healthy eating something, which teenage girls aspire towards?

e How Might We make nutritious food more affordable?

fign: www.interaction-design.org/

78
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QAU: Response fo VoP - Root Cause at the System Level

Overarching problem statement
What patient pain
points directly

contribute to poor
value in the
system?

What health
system root causes
drive these pain
points? Why do Health Health Health

they exist? system system system
root root root

cause Cause cause

flun: World Economic Forum’s Value in Healthcare Project

WUAYNST 3 TULARDY Value-based

healthcare & health system

o i patient journey Lﬁ’ﬂﬁ’]m’m
nlatloyinaessyuugunin

3 F‘ﬁ@uimﬂﬂgmmmﬁ@mmm
209L3N194UNN 1L fﬂmé{mm
HaemIn patient journey WaY
awnsunalusTLLgINIW AN
enabler 1Aty Wi sUuuLLFNNg
NN9aneRY A1sdune uleing

usnsgunmiuily
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QAU: Patient Engagement

ATINANNUBIRNAT

(Customer Engagement)

WAN brand awareness & loyalty uazuanma

i

6
Q n 5‘] AeFrsuazidansa aJdAng

AIMINERIANHNRLTDIgNATT LY
snunsavssnalgiuenuyniueediels
winugniuped el mansilulng

Reaction
Participation Interaction
Control Experience

N1 AedoulaeiumIguagunmues
AULDILAZ PG

TEALTUIRIANNY NN UL E
(Patient Engagement)

fiaautunsasrsguan:iuddaan I

'_ﬁmmﬁ‘lﬁ.ﬁﬁﬁﬁﬁﬁ%&mﬁ.gﬁwﬁﬁmﬁmﬁmﬁ I

| ﬂd‘quéqu‘fumiﬁ'ﬁﬁﬂquﬂzqﬂquﬂnguanmﬂa

| flanmadnanuuazlbsuiaya

Aewalatuusnrsiilasy l

agAna (16 fuiAu 2562) “ni:qn‘iﬁﬁﬂ" @ 20" HA National Forum “Change & Collaboration for Sustainability”
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QAU: Spirituality

Compassion uﬂsﬂlmuﬁfmsnwﬂqﬂ'lm'mtquﬂqzlmzn.sm"lm msmmvmm compassion a1ANKNAIREARgUNNLREL] 8
Compassion mmsmwwan@mumsmfmqﬂLsmm'lmmﬂummsmmw'lm
Compassion an35auily antidote #1951 burnout mﬂﬁ;‘nﬂu%‘m‘ﬂﬂ LN 40 U URY compassion 'a']'a‘ii"m?amj'ﬂfaaﬂﬁ'

Kindness Bundle Compassionate care Htlszleaifiuglusms

Busunazuganisiuduiuseseflinunumm : :

“, o ?n =~
Warm personal introduction @E/ﬂnzmmﬂﬁmwm‘l? Baychological and Ny pleasure centers T

Shared deC|S|on making “ Zimﬁum’)mmmmmm/@\mm?” neurobiological  N3@UAAATINYEY mirror neurons
“Suiiupenlstneg axlsas m?mumﬁmuwmw@mm?” uﬁ“u;mmﬁLﬁuﬁqmﬂmﬁu;ﬁu
Warm close-out Stress-buffering shw3ugluins
oz lsitiaraztan Wanidianugaaieiur sosaliflusmaginiiiaaninn

WD

oA a - ! i ' Physiological USusugarosszuular s manluih
WAsARIAansnennsiamaiBiasenniaglugiliennse YEIOIgie *
, - TR o0 (parasympathetic activity >
ARLAUBIARANNABIMIAUARI QYR suRagLlag

a v a a vy Sympathetic act1V1ty)
\@SNwAsamI LR ae

. ¢ Professional wWasu compassion fatigue vy
U o Y a = v v v
\danlanasurasliuims ivasasreanauaniumsauacilas compassion satisfaction

fun: Trzeciak S & Mazzarelli AJ “Compassionomics”
DUIRIU ﬂmgﬁf]a (13 Wi]ﬂamﬂu 2562) “Patient Experience: Make It Simple” @ Patient Experience and Engagement Summit
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QlJ: Clinical Effectiveness

29AUIZNBUATAY wuINSUFUR

Evidence-based Clinical appraisal, CPG, CareMap, Clinical audit

Care integration Care integration design (by medical condition) m‘iﬂLtﬂﬁ'\uﬂ’ﬂ&lLgﬂﬂﬂﬂﬁﬂﬂﬂ@ﬁﬂ’]imﬁ
Care implementation asndsznau ﬁi'ﬂvlﬂﬁl
Care team o ANNWNNzANN AT sunnel Taeld

Finance & incentive . .
evidence-based practice

Outcome measure- Clinical outcome, Functional outcome a o
) ) ° mimmLL‘U‘uﬁ?zuummﬂu@ﬂwmzmwmi
ment PREM (patient’s reported experience measure) B

TneiEiaten medical condition (luFIRs

PROM (patient’s reported outcome measure) o
e NITANAANETNATUARNN AN functional

Safety management Risk management process

Learning from incident LL@:dauﬁﬁﬂqmﬂmmm (patient reported)
Learning from daily operation o NILIMIANNALILATANNLIABALE

Digital technology  E-bedside observation & monitoring of clinical PS ﬂqﬂsﬁ digital technology Lﬁﬂ'ﬂﬂ‘:’z‘ﬂgﬂﬁ‘w
deterioration

1s=@nsua LazanNlaansis

Digital rounding

Closed loop medication management

Communication between level of care

Anmhna (18 waFAnigu 2562) “Unlocking the Opportunities for Healthcare Transformation” UsgungnuIaunssii
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qQld: Care Integration

Care Integration Design

o dn1i3nnslaeldnguues medical condition s

e AUARSL full cycle of care s ALLesoNuay
nazunsndan

o qualpeiiavanainandium uazsoleruusiing

o Saomfiamsiimnzan

o Hdunnsusa care manager Wugrniugua

o §n1390 outcome, cost, process, patient experience
{ne/ld common platform

Role of Meeting

e Case management meetings Lﬁ'ﬂfJNLLNuﬂﬁi@LLﬂ
e Difficult case reviews

e Outcome review & improvement processes

e Literature workshops

Care Process Implementation

e 4A%1 process mapping / protocols dmLau
NFRNTLAUMINLBIRALENNIANY
= dlv

® NNITUIUNIT handover NTANN

o AnuAnaTdaLaY
= = ¥ o LA

o dnanmaiBangilagsaniuszdnefinananan
A3

- v o eddoe va

o A uduiusnaiuidsamoniauaniuaimn
dd
Mngades

o IfmusIINTIBIANTINTBUALNSEEUS

Finance & Incentive
o N9TUUNTANERUNANILLLLRED

o nzanaazfiauiiansesnnfiiugnen Jld
IEEGit!

flsn: Michael E. Porter

usnsgunmiuily
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QlJ: Outcome Measurement

Outcome Measurement Principles — Survival
. . Za. = ) - ier
o TANAANTANNTLANIIENINNITUNNE (medical condition) Health status ¢
= : : achieved or Degree of health
1198 segment U84 primary care population .
& S retained (oo

o danudiFalngsneilen
o Inludsiaenndeviralunasaanisgua

Time for re very and

o dnlunanedid TudenaudrAn luguuesaasgilonuas et vites o
AT 1FN1791A Tier 2 4
: o w < Process of Disutility of care or
o ATALIAGNARBANIALUIBINITAUARINTLAN LTI recovery Nroatmant pracass
o 8 0 o . e.g. diagnostic error,
o Mniunnsgudmiuusazaniay ineffective care,
= © o o discgr%afgrr{e?grl;? I?i':cz?jon
o i risk adjustment AMMTLAANIULLILAL underlying condition adverse effect
A
i

v

Michael Porter t&usl#in outcome Wuanutufa (1) aaue Recurrence
qmmwﬁﬁluﬂﬁum (2) NFETUIUNTVEINTAUAT  FINNIALAE Tier 3
AMTunINgeu (3) WadwsHSeNIANHAalUITIzEN Feanunsng | Sustainability
. VL”“' _ o of health Care-
AIDYINLAN www.ichom.org induced

illnesses

flun: Institute For Strategy & Competitiveness. https://www.isc.hbs.edu
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QAU: Economic Objective/Management Excellence)

Choosing
Wisely

Utilization
Management

Insurance
Regulation
Bundle
Payment

au’i’@uﬁ Fgmgﬁqa (15 AN 2562) “ﬂ‘a‘:q}n‘tﬁﬁﬂ” @ 20™ HA National Forum “Change & Collaboration for Sustainability”
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QAU: Lean Concept

qmqﬂi ‘&Nﬂ
Unanns ATININ FINDU ﬁmqu mruﬂ"me?ﬁ
Safety Quc:llty Delivery Cost Morale (SQDCM)

Lﬁ%ﬂaﬂﬂ'ﬁtﬁﬁu’fﬂ
o Fdiitiaedugudnans m‘émﬂ;{j;ﬁu?ﬂ‘fﬁ: fiid
= o szuuitaiuaEAan
o madawdeN setup) fisania : mde‘ : i
« MarRRNgRaD, i liseu i pmfﬁ fg;; A
WA nAIALfiU takt time : Eﬂ;muq; m: e
« msUdussAunszali ; m?,u e
kil o urslndTyoudien
NALAENNY wmmﬁmmwammmum (i)
« malSugunibisanndasiiu Taunsvinemnafiuin
qﬂﬁqﬁ (PDSA) (Detect, stop, fix, prevent)

o SYUUNTSAN (Pull systems)

5147 ) HLa@Na (Operational Stability)
miﬂﬂﬂu'm muﬁtﬂwwasm (standardized work, Winlugtuanmiieds
wiitanesruisnnun (VSM), nadanislastindnmaseadiu (5 &) maguanineinadegn

Kelvin Loh & Clara Sin (2551) “Lean in Healthcare Project”
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QAU: Transform Waste to Value

Y1
Value of Healthcare °lusguummmgﬂ’m WNAREAYYRY Lean ABANIAUM waste

waziasudu value Tusussvnegnin

L ) Clinical waste
v Ve v 1R
Good clinical outcoms e Unable to access, waiting (L‘ﬂ']vlum TRARE)
Cost-effective . ) Ly A
Respect & Dignity e Delayed/wrong diagnosis & treatment (A91NA1198
Convenience Hanana lunisaiaselsanaznisinmise)
Without Delays, Without Mistake e Over-use/under-use intervention & technology (N5

Fannssnuazmalulagnunniiulivisetiesiul)

General waste (DOWNTIME)W e Error & adverse event (mmamwmmuﬂnu&]mimﬂﬂ

e Defects rework (N9M91uE e LAl daLNNI8) Natlszass)

e Overproduction (NSHAR/ATNNINNIAUANTIY) e Communication & co-ordination failure (AINLNW8N

o Waiting (N1532A%8) o lunsdednsuazilszanians)

o Not using stafftalents (lulfnfiaeadutih7iAT) Transportation e Inadequate knowledge & skill (Av N Fuazinwelaiiies
(N9da) na)

e Inventory (J8APIARY) e Role confusion (AYNAUAKIULNLN)

e Motion (mimaﬂuﬁ) ' e Obsolete technique & technology (& malfunction)

e Excessive processing (Nzuaunnsnanniiua i) (natlawazmalulagndnglavizeldnisldls)

Kelvin Loh & Clara Sin (2551) “Lean in Healthcare Project”
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QAU: Transform Waste to Value

o ldunnduazypansimanliinnusisdnanwanluaygy s
sznaLATndn

® an process variation VILWSJWJWN‘II‘]_IBH@%LL@”[?]‘LAWLA

. mmﬂw‘lumﬂwm@ﬂ']iwmmuw’lummmm visadAAntiat

® Ancycletime Wﬂmumfﬂu[ﬁl@'ﬂﬂ care cycle LWMF;HF;I capacity 184
Uﬂmﬂnmvmmuw

° mwunum@qumwxﬂ1niwﬁ?fauﬁ?mim@“mﬂmmumuimmqu
MABA care cycle (L‘ﬂu mimmfmwu s ld telemedmme)

o ulanumslsinsilidudenliinlugonu Bnsildnimenns
Haendn )

o annslEnsigntay (service duplication) $¥9319401Y
NELNA

° ammsﬁwmmﬁuméumsiﬁﬂizaw%mw (14 NN9TEANNNE NNT
nns)

° qummmvuummmuwuiuwmm (Wi funueeng g
NINLNT 351979 suture & staple)

o WintlszAnEnmuas automation lun1sBenifuiiu

fisn: Michael E. Porter

Improve Hospital-wide Patient Flow

Shape or reduce demand

e End-of-life care

@ Prevent readmission

@ Relocate low-acuity in EDs

® Decrease ED visits and admissions

e Reduce variation in surgical scheduling
@ Reduce preventable harm

Match capacity and demand
e Data-driven for hospital-wide patient flow
e Real-time demand & capacity management process

Redesign the system

e Improve efficiency, LOS, throughput

e Hospital discharge process

e Reduce LOS for patients with complex needs

fls: Institute for Healthcare Improvement (IHI)
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Integrated People-centered Health Services (IPCHS) !




Integrated People-centered Health Services (IPCHS)

Health

sector:
governance,
financing &
resources

© World Health Organization 2015

Service
delivery:
networks,
facilities &
practitioners

Other

sectors:
education,
sanitation,

social assistance,
labour, housing,
environment

& others

20
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IPCHS: WHO Strategies

Framework on integrated people-centred health services: an overview

carers are r
Strategy 1: Strategy 2:
Engaging and empowering

people & communities & accountability

Strengthening governance

Vision

lity healtt
Cours

the continuum

Strategy 3: Strategy 4.

Reorienting the model
of care

Coordinating services
within and across sectors

2.1 Bolstering participatory
governance

2.2 Enhancing mutual
accountability

3.1

» Innavating and incorg

Strategic Approaches

based ¢

prevention and public healtt

witpatient and ambulatory

technologies

& prioritie 1.1 wrdinating care f

5 Imiproving func

Strengthening leadership
and management for

change

Strengthening informatior

systems and know

Strivi
improvement and safety

Reorienting the health
waorkforce

5 Aligning regulatory

frameworks

reforming pa

usnsgunmiuily
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IPCHS: Rainbow Model of Integrated Care

Rainbow Model of Integrated Care

System|Integration

Organizational Integration

Professional Integration

Clinical | m
< T T 7 \ \ \ >
{ Functional Integration v Normative Integration \
1 1 1 1 1 1
| Population based care | | Person-focused care | | Population based care |

MeALALUANHMZYTUINMSNIBULUA
NNNITMSUsEaIUIU A9 ﬂyﬂiiﬁﬂ’é’]ﬂ
ARy iumsysuimssialldidsaniums
\aFNRSE e

o Clinical integration Aemsguaiilfsassia

e Professional integration ARANIINTE
2LNINATVEN

e Organization integration ARANTINTR
azuheasdng nalninuguadn nagmiu
Fadn useqsla

e System integration AauleLNg N91 ARy
NNIATLAN N1RY NAIAY

e Functional integration ARfaTaEfumATA
i Nsdeans dagauazarsauine

e Normative integration AafadeiudAN
Vi AesiAisan dmmessy Awlianela
N7

flan: International Foundation of Integrated Care (IFIC) $1999949 Valentjin P (AD 2015)
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IPCHS: People-Centered

IFIC EFFA THSD WHO
Identify needs Stratify health needs & risks
Tacking determinants Identify determinants of health
Map support needed beyond health services
Engage & empower Health literacy Self-management Engage & empower individuals
patient Supported self-care Shared decision-making & families
User feedback Peer-to-peer support Engage & empower informal
Record access Support families and carers carers
Shared decision-making Reaching the underserved &
Shared care planning marginalized

Self-help group

Engage & empower Protecting rights and fostering shared Engage & empower communities
communities/ responsibilities
populations Informed choice

Enhance health literacy
Support development of community health

Co-production Foster co-production

fisn: The European Framework for Action on Integrated Health Services Delivery (EFFA IHSD),

The International Foundation for Integrated Care (IFIC), The World Health Organization (WHO)

oyl AaZAna (19 SwAN 2562) “Integration and Collaboration in Health Care System”
@ NMaUaiTINsaNIANNeNU AWt sTnalny
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IPCHS: Clinical Infegration

IFIC EFFA THSD WHO
Care design Care assessment & Include services across a broad continuum Defining service priorities
planning Standardize practices based on life-course needs,
Ensure continuity of care Design care pathways respecting social preferences
Seamless care transitions Tailor patient care Revaluing promotion,
Care pathways prevention and public health
Providers & setting Case management Introduce new and/or re-profiling settings Building strong primary
Single point of entry Structure practices for a multidisciplinary care-based systems
Volunteer & community  approach Shifting towards more
involvement Adjust the roles & scope of practice of outpatient and ambulatory
providers care

Facilitate information exchange

Improve performance Strengthen clinical governance Strive for quality improvement
Create a system of lifelong learning & safety

Manage service Ensure appropriate resources Balance budget allocation

delivery Link meaningfully across actors Intersectoral collaboration

Adopt a results-orientated approach

flsn: The European Framework for Action on Integrated Health Services Delivery (EFFA IHSD),

The International Foundation for Integrated Care (IFIC), The World Health Organization (WHO)

aydmid Anufna (19 SuanAy 2562) “Integration and Collaboration in Health Care System”
@ masziTInIanANnenawAsszneny
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IPCHS: System Infegration

Strategies IFIC EFFA THSD WHO
Accountability Common outcome Assign clear mandates Strengthen leadership &
measures Ensure resources and tools management for change

Generate evidence on performance

Incentives Financing & incentive Steer the allocation of resources for Improve funding and reform
arrangement purchasers payment system
Link provider payment mechanisms to
performance
Implement incentives for patients

Competent workforce  Adequate workforce Recruit and orientate based on Reorient the health
competencies workforce
Enable a supportive practice environment
Establish continuing professional
development

Others Align regulatory framework Align regulatory framework
National policies Innovation & spread
Stakeholder involvement

fisn: The European Framework for Action on Integrated Health Services Delivery (EFFA IHSD),

The International Foundation for Integrated Care (IFIC), The World Health Organization (WHO)

audn AaTAna (19 SwnAN 2562) “Integration and Collaboration in Health Care System”
@ NIUaITINTRNIANNNL AU IzINA Y
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How to Ensure Safe Act

Evidence-based Empathize-Define-ldeation—

Prototype-Test

Human Centered Design

Good System
Design Human Factor Engineering

Learning from mistake Root Cause -> Prevention

Safe Act |

ABC: Antecedent-Behavior-Consequence

Behavioral-based

safety

Mindfulness: Tasasany AAnT9ol nFaunsan ag ¥

mavhlfduladnagfimsufoanseadslunmiguadiae  mswiunemssenuuuszuufinnIugiunsas
wSungAnssuaaneudin Tudunginssuiy azldrnudsfudunsadne mindfulness waznsasiiou
NAUANNAVDINGFNTIN

aydnil AngRna (8 Femnaw 2562) “Risk Management” @ nMA37N01L3FNERS AMTUATEANERSUWTINEN T Tesln
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N19U3KIIANNLALN (Risk Management)

O




AOUIFEDIA:NISUSHISADIAED

ANNLAES (Risk) A i mmusmaqﬁm
azifiomnnisod g Angusradasiants
COSO 2017

mazvasnslfioyn ardinta wia

< : - Hunsiamsussginguszaed
Ay fitifuma Lﬁmnumqmsm > anubiniuen  -p kﬂmmufﬁvmmﬁm ot ;x;,q e Rens

IS0 Guide 73: 2009

nafinuan wialamafiazifin

Likelihood / Probability / Possibility of an incident/occurrence; of danger, injury, disease, loss, destruction, death

WHO 2009

MSUTUITANNLEEN (Risk Management)

an FAMA AILAN NgNTTOL
- hifteuszaed
szyAaAEs Usziiiu dseanunastiminenns Tommfinunzranaznu) -
IRRIALAIINEIATY ativlszndn V55N AA
maﬁﬁmqun ISO/IEC Guide 73:2009

flsn: COsO 2017, ISO Guide 73:2009, WHO 2009,
audanl AaZAna (9 AN AN 2562) “MIUIMITANNIANLELY” Health Policy & Strategy Training Program (HPT4) nais.
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ﬂ"lSUéh']SF‘IOWUIéEJDODﬂ'ﬂS

MSUIMSANNLAEIRIANS (Enterprise Risk Management - ERM)

Tuarnlrusinan

<@, 74 0
BIAHBULWIRIAN AMNBAZlaNIH
"J’mﬂﬁiiﬂ ﬁ AATTHATINITD

o —
n5Uguea
a v |4 a s & ¢
TRENWNRYNOVBIGING ey ” o . B 5 USIRInf UseasA2aaIang
TunnssmntsnuAaN AIBNITATANTTHIAIMNLTES
o . q " o 2 o o o Vo
ﬂsﬂuﬂqswq@qul,ﬁ@ﬂqs laﬂﬂ ﬂ'l"INTNLLHHT‘JH 13754 Qﬂﬂ"l‘i?ﬁ@g?ﬂizﬂuﬂﬂﬂ“iurﬂ a o S
— ; - . . NARDLLYIHTIRNSL§
saRula HANSZVILZBIATTHEREN UFHINTITNUNITNTIARANILNT
¥ R o o 3
& ] P o a L L,
VINNIR DETNIBUATH URSATIATL RN TRV BIANT
2 o A ]
mwmmsnwmﬁu%was = RIS R ()
- N " TryAHEeN Usafin dpanduansAty
AANBITENITURLNINTIHNA - yoa
: — Ugfu A Wi Aamnu

UszauiivatelFing Y o , .
Usraunis Bndnensadelseda

aauauwinnaalbifalszaed
(anafinuaznanszny)
Hlamaliianagegn

fgn: CAS, COSO, RIMS, RMA, ASHRM
aui@uﬁ AnThna (9 nIngnAN 2562) “A15U3NN9AN3AANULERN” Health Policy & Strategy Training Program (HPT4) nas.
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Traditional Risk Management

Enterprise Risk Management (ERM)

fnelaumdsedsNvinYsE iy

anaazhinspunausismatseiu

Ao o

YT AUNANIZTNU LNLNAFLFIRN

Uszifiunansznulunasdf

FANIANUELUAaZF? one-by-one

o ¢

AnAFUBAZIANNTAN N AN BT RUAUS Y

dansrenzluntniipgsia (siloed)

£

1DNANNAINTNDNANT (holistic) mamqumﬁuﬁ

q

Bedbuaziiuasey (reactive & sporadic)

\Begnuazsiiilay (proactive & continuous)

FAsanRNIzaUANNLEume (downside)

fansannalamakazanutdenng (upside & downside)

wWumsUdRaung ussmInanITny

yoduidhminevesiams IhnagegaiudTduldsuse

WUMIAILANATELIUANT

wenudniuguAnes ausTINDRNIioUTIaUsAA

wiuAansuyszan Ty

duesrtsznavlumssndulaiddunamunnineesdns

WuAanssuiiwengau (disjointed activities)

ysanmsuazatiuayunagns

Wunthfivesininvaawsazadiueay

Dumihfiweesduimsszivgs

fi3n: CAS, RIMS, Protiviti, ASHRM, www.erminsightsbycarol.com Uag WnFsu Ansisuiasey
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Risk Management Framework

wiflunza ol ISO 31000: 2009
2OIRUTHT :
Gududaeniini
3 <:| uazm’m:i«?u

panuuuasAlsEnaudAY

l ¥ pesmuuvivaanmdne j umﬁtﬁme L3iu

ISEDNWLLULLAE

Wiulwssuuuinimana wrsuuuinmns i

ilpsnsdeies iilsaluyfid NYUWHD PDSA

t I PBITETULLINNS
AamauuamumanIzuy

vimaanudss Fﬂ"!}ll.dllsl

1 8

ISO 31000: 2018 ﬂ%’um‘:ﬁwmzmmpffu
Lﬁuguﬁmammw?mmqmém uay
WA integration sRBfiUIIAD PDSA

O== 0= 0~ 6= 0=

I E amiuens B Fad Adidrysws By 10 et b, Bt 15 Aviesses Dbla el I Lwymaages o on
Ohemruight Conts i Absatens Suvrii Charga e oy
7 Cslabinkws Opetsieg 7 Deolrws Fosk Appotis of Bk 18 Rovews Rt wd 1 Commmecsie Higk o
stuctses \ vt Ateaion | 17, Prostres Risks Fortommance écimancr COSO0 2017 %1 governance, culture,
3 Dushwsmes Dvired Clatisie st $3 implaemards ik 17 Pursues wgarvermend 0 Rogorts on Risk o
4 Dammomraie U Formuaten Mrsress [P, " Ertorpnse Bk Cumure. and ﬂ“ a m
Comarvens Ohgretores st A " strategy LiuqALIH 9 ERM

wubvahiar

fian: 1S031000:2009, 19031000 2018, COSO 2017
aydnnl Aaghina (9 nINgIAY 2562) “AMTUINNIAANTIIANLERS” Health Policy & Strategy Training Program  (FTP4) Nais.
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Risk Management Principle

1. Value creation & protection: RM @31auaznilagmaian ot
q ontinual Integrated

Integrated: 3041013 RM luyniianssal e
Structured & comprehensive: T uuamaiiduduneudoiay 1 e Stuctured
’ﬂ\?ﬂ?QN . 'Sauc‘gfﬂs Value Creation

4. Customized / organization objective: Wiauleaifuingilszasiuas sest \

Available

ﬂ@ﬂ%ﬁﬂl’aﬂ'ﬂ\iﬂﬂi Information
Inclusive: L‘ﬁ@L‘ﬁﬂJNLﬂHQ‘H’ﬂ\‘]L"H’]?‘JN WWGW%LLUU@M@’]“H’]QTWW
Dynamic: mmmﬂuwmm ‘wuuﬁm ﬁ]‘ﬂﬂﬂuﬂx‘iﬂ’]ﬁ‘Lﬂ@ﬂuLLﬂ@\‘l’ﬂﬂ’]\‘l

WNNEAU
7. Best avallable mformatlon / informed decision: mmmu‘l,@‘llmﬂmm Risk Management P?n01ple§
5 mmmwmﬂummuuu ADUUIAA NI RIDAMNIINUFIU BIAT

Human & cultural factors: #asainfladeyuduasimues Widuuuamlumssenuuuuaziy

9. Address & manage uncertainty: WasasazannsiuAIN
wiue (ISO 31000 : 2009)
10. Continual improvement: 1/5u1/39aein9sia1iiaq

AU ERSIUUATR e
fnanmsfduunuddgde “msudms
AudpsAanisaeuazUniasnuen”

UMWY FBYPINTUIAIINAITUDNNNT

flan: ysanmsan IS0 31000:2018, ISO 31000:2009, COSO, RIMS uaz ASHRM vImsanaizeusdudAgsuniiwes
ayianl fngfina (9 nIngAN 2562) Health Policy & Strategy Training Program néis. mﬁﬁmaﬂmﬁﬁﬂaﬂmé

104 BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



Risk Management Process

Aas1suary3nun (Communicate & Consult)

3 3 e L

dmumdun ) symmndss O Awsisianmiies
(Establish Context) (Identify Risks) (Analyze Risks)

* Amqusasd * arlsflansiindu * NUNIUMTATUAN

* il lidaudy * iirdulinthals * Likelihood

* inoist * Consequence

* fuADIAlSENaY * Level of risks

& & &

fln: www.PwC.com, 1SO 31000:2018
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Risk Register

Risk Register L Fuenasuaniiaidluiasasialumsuims
mmmmwmumu wlnflunszusumsiaidan Wlunadn
umsﬂﬁuﬂsq'mmivm'lu'aﬂ'mm'aLum

Risk Register

Risk Profile

Risk > Risk Risk N Risk Monitor &
et Identification Analysis Treatment Review

Remote | Uncommon | Occasional | Probable | Frequent
Likelihood

Risk Profile L'l.]uL'ﬂﬂﬂqﬁﬂﬁuqﬂ%ﬂ‘ﬂﬂﬂﬂqq&ltﬂﬂq
qm’;‘%ummmuwmﬂnim‘nm
anaaualugy risk matrix ¥4 risk rating table

oyt Anghina (14 TunAu 2561) “Risk Management Through Risk Register” @ 19™ HA National Forum
gaBemaniRAINNYee Risk Profile wag Risk Register an ISO 31000
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Risk Monitor & Review

Residual Risk Level
o A = 1]
ﬁ:ﬂumqmﬁmwmmﬂg
sysumdseTusauasiall

Risk Monitor
Y : UFtRmssnpanafismue Hidedda
Risk | Risk L) Risk M Rl'ik & filymguassaazlslunisUfis
Identification Analysis Treatment onl'or uw_, ? . 4 "
X Review 'i:ﬂuquﬁm‘mmﬁmuﬂmvfﬂﬂmafi

Root cause #aegifin1snifiaslatine

Review of Risk Treatment Plan
ArsAinIsUsLUgIE i fNNmanTasls

AMANENARTDY 1isk register Famsvilinszuiuasusmsanudsadunainsiens (1) A
risk owner Ai¥AIAN (2) AMMUATAUNAVRININUNIWINATINITBITUANIEemNTEFUANULEeS

Uszlomiagifndusiaifiafimathnamaih RCA vesgifinmsaline infiansanyiudsanasmsiviie
Auanudes

aqi’wﬁ ij;ﬁqa (14 fiunAu 2561) “Risk Management Through Risk Register” @ 19" HA National Forum
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Clinical Risk

Incident
(Look backward) Risk Register
PSG - Risk ., Risk Analysis Response
(SIMPLE) Identification (Risk Matrix) to Incident

—— I

Common Specific Clinical Risk . . .
Clinical Risk (Complication) MNIITYANUELINNARTINTATOLAGN AITNDIINANN
T T (1) afmsaifneifady

Key Patient Care Clinical Tracer (2) WU Lwammﬂ.aam‘f]mamﬂw ,,(PSCES)
Processes T (38) MaAazAAndsiiflonaifindy  edauns
Awszdnszuaunsguadtieiall waznsinae

Key Fatisnt ansdzaemzamsuusazngulsAndeinans
Groups

unay Iy Aanina (8 waAAnIuu 2562) “Spotlight on Advanced HA” @ n33uAminMLasnenLIasssnansiafansziiysh

q
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Root Cause Analysis (RCA) !




INCUViWOISnUNIdoniBosmsnn RCA

Safety Assessment Score

Catastrophic Major Moderate Minor

Frequent

Occasional

Uncommon

N[ DN | N (NS
[EEN (SN QEEN
[EENS (RSN SN N

Remote

¥

Comprehensive RCA Concise RCA
CRITERIA AAR CONCISE COMPREHENSIVE MULTI-INCIDENT
Safety Assessment Score 1 1 and some 2 3 and some 2 1, 2 and 3
(severity and probability)
Timelines 1-2 hours Hours to Days Weeks to Months Variable

n13%i RCA ansnsavinlananedstunussduansgifinisaiBedszifiuain Safety Assessment Score

fiun: Canadian Patient Safety Institute,
amﬁuﬁ ﬂm}ﬁqa (7 weFANeY 2562) “High-tech, High-touch, High-trust in Healthcare” @ miilﬁﬂ"q:u HA Regional Forum AnAls
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Comprehensive RCA

3. Listen, observe & investigate
2. Identify potential change

Suivdesseifleniei HINDSIGHT BIAS or unsafe act

Usraunzls (Hiviayanzls

. sz lamianneafivasnisues
wanasseatnals D ]

i 2 o
#osnsacls Aadrinecls Hﬂum"?‘lﬂﬁmqﬂﬁﬂﬂf‘?ﬁ“
Tonanimmn Tnabisimilgau

4. Identify root causes
(Swiss Cheese)

Before the After the
——fccident _ 1 Accident

! >4 1. Map story & timeline

ANY1981 root 5. Propose creative solution
cause 1#iq08 How to prevent it?
Tdhuuen 15 How to make it better?

How to detect it earlier?
daariua=lating How to do it earlier?
How to do it more appropriate?

S99, (13 Augngy 2558) “Anilu mwilaamﬁ'ﬂmm;j'ﬂ'm” @ 3" Mini-conference mwﬂaamﬁﬂu@ﬂw PPt ﬂdaﬂiﬁmﬂﬂu
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RCA uoom Swiss Cheese Tuaovs:unu

usiazanilagunia unsafe act 3 root cause VPIAULDY
FIDNAUANAINAY

211 WHY Ieafinusdnideszuusglula

Organizational Factors

Local Workplace
Factors

Unsafe
Act

Plan

3

Educate |+ Discharge

Monitor & reassess

auiand Angfna (15 Tgunzy 2560) “RCA widupalias” @ msusegs CoP RM
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5 Rules of Causation Womsideu Actionable Root Cause

INCORRECT CORRECT
Rule 1. Clearly show the “cause and effect” relationship. WaRSANMNTURUSIBAALASHADENTRALAY
wnnduszanthugausn wdszinthudesegins 80 Falusdedani viliszduaugaud Nty thldgmssumuuziniges
VNALIRANAIR

Rule 2. Use specific and accurate descriptors for what occurred, rather than negative and vague words. IfFaBurafilanizianzastaznss
fudeifingu nandzsnslddesmiBaunionguiase wu us linafize A 182 aumad lisz e

Afloufaulif (poorly written) Afladld infusion pump 18 font u1m 8 point wazkifinmiszney vhlvwennaliresdag Walamad
azfim3nali/sunsy infusion pump ligndes

Rule 3. Human errors must have a preceding cause. ANNAANASTBSYBEAzFaeiawaLn

wndlszanthudeenfinvunn ylrrhelesuen nmsuanesnanseiluszuy Computerized Physician Order Entry (CPOE) Taifigavinessnineneeni
AU, uansneunumthassnnme vhldilemadensnfiesunn tillgmslisuanfuaunaresdihe

Rule 4. Violations of procedure are not root causes, but must have a preceding cause. msthilussifisuyfiialsfls root cause azdpedianmeti

o an

waddpudlevihaussdovyfiflunsih CT desazaudvsuluiufiviouding swfuanunasulumssaany Wislomafagylidunousnee
scans ﬁﬂﬁéﬂ’aﬂiﬁi’u air bolus A1n syringe wWan lumsvh CT scan anaziag A9NalATiNTER air embolism anA3lE empty syringe
denaliiAn fatal air embolism

Rule 5. Failure to act is only causal when there is a pre-existing duty to act. mslinssvhaziluanmesie definsinualinauinfuniii
N .
Faensziin

wenuadllaiia STAT orders ynesedalag vhlAT msfilifimsueumnewiillik designated RNs pysaapuasmunafidaau dislomafiazlifimssu
AUaNluMsENGIlY anticoagulation therapy &9 STAT orders w3a5usdsand yilAnanuadnlumsiisshsn
Wilomsiazynldifia blood clot

NPSF: RCA® Improving Root Cause Analysis and Actions to Prevent Harm
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LoIGuUN Strong Action

Weak Action ABSNSWIANNIIVDINYBE

Intermediate Action

iazian fIDe1e iszian fiaD219
Double checks AWRTNALIAAUNALN BnAURTNUNIU Redundancy  Mnenunasesnusuiasunedeegalag
Fugusau Windsedygaufiounioaanifiou dasyaniu
Ao TWdwihfidridowmsasey IV sitke nn 2 Falae USuaudven  daldlidwifidsesiedieiaulugae peak
Msfnausy aBnissida3esdiaunmefildun 299U
) ve . . software 15 computer alert ol drug-drug interaction
Strong Action Iumquwqmwmmmugyﬂ aamIIumu  Saliiivesfiasw Seususudayswnamalinn
iszian PN Simulation- Rnsusumisasnsludosfofimadans wasdl
Plessadn  waswdulssgdeulniifieanmavnduwosdils based training M3 AAR
MIAIVANNIY Toll% universal adaptors wazld tubing/fitting i Checklist Pre-induction & pre-incision checklist Tu
AAINTIU HoarupnufianansiuaIseday HOINGR
ANUTUUGY ydndupsuiilisndulunszuiunsinny 230 LASA Tsivfiu LASA drug Hfndu
1AIFIY 1% medication pump #fusnasguifisatiuie  e3esfiodeans ¥ read-back @3y critical lab value AR
Tsanenuna O 14 read-back W30 repeat-back swm3nAN3a
ffidouson  Tufsiusivdmid adusyunszuaums RCA #1628
Fodaediofisndy Ususemidazaszaulid mawiudeay  Highlight Fesnuazauinenuu IV bags
auna UULBA&NT
NPSF: RCA? Improving Root Cause Analysis and Actions to Prevent Harm
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Concise

1) NUNIUTIENULAZIALTILTINT BLAA

A A v o =
asgnanduianiaaudladifia Culture
X -belief Environment Staff
azlay -mindset Equipment -knowledge & skill
v oo e ol -mindfulness -design -distraction
2) nunaudeyaninendesuazinunyans feni s JSatigue
fuaerelaifunianig wu wlaune \\
o men - £ ) %
sufleut iR seenidannig msaunuy z g
| 1 = -9
&wanfex RN IRRALSENIW NNT g z
. g o
infidentoy & b Adverse
iy v Lo L 2 Event
wa o v e a KR =1 E —rf
3) szypUiAnnsnihasnadnininea F s =
1 " -
4) i guiding questions iednsatlade & 2
A yi’/ /,m/
anwmnidlululivavun
- 1] o - 4 o e System & process Team
5) #ansandiiindng iuiveawaiiazdngin -design -communication
iala o vL L o vL el -Information -role &
Taauauuzviela (Inevialazidu Saningd fesporsibility
WasnssLdagudalunnsansians) education

., A -supervision & o 2 & o .
fitlagiiauedfduadndula -staffing level Uszinunazldiilu Guiding Question

WrRNNILUININITL T2 LA

N Canadian Patient Safety Institute, au”&"@uﬁ v-jmgﬁqa (22 wun31Au 2563) “From Incident to Smart Design”
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AAR & Debriefing

AAR
What was expected to happen? (Work-as-Imagine)
What actually happened? (Work-as-done)
What is the difference?
What has been learnt? (Reconcile)

After Action Review (AAR) wJunisnumiudgs fildeaq Debriefing or Huddles

unisgurawhiansaw Welansandfisliussg ingUszasdans wnasemslasasasaznaudalnasddos
u
Aanvsu azlaudsdininasinmls wazeslsnasdsudqaliaau Wi (facilitated or guided reflection) 1TuMAYLNA
x A . < WAMSDE
wmsilansadsniditensnuniumeamapssniinn el :

» ) . [ 5 i unsyapefaafufaid jiduas
Afenuguuselos wasliawaidewinednuds MIFSUNAl resunumstirrunils dusdaluimsladasas
2H19TINTI azviaudn uaztlszananaivatlinlamailjia
dwsusuiiaiuiwamsalituasnaaiuly
AUIAR

@ [

Debriefing %39 Huddles nilanweuzaanyii

Hagley G, Mills PD, Watts BV, et al. Review of alternatives to root cause analysis:
developing a robust system for incident report analysis. BMJ Open Quality 2019;8:6000646
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Learning from Defect (LFD)

1 \finaxls31 (What happened?) ) 2 vinlaAafindu (Why did it happen?)

m Alasifigatinatine? B Snunzensfilie/minunia

B finsnswineslafintiue W UR9efe

m axdnluindinuaritnecletine pasTeningvgedn m iedudimdia

m {theAnuaziAnazlating B dedudmaniuasinee

m Anezlstubiaadendiug m Hedudmmalulat

B ol fintuuiodanadwisimm? B Auwndnsenzi

B a:lsfifnduudndanadnddinine? W 39889ANT .

m finsMedealaunamaluladesls Wognals? =] ﬂwﬁ'ﬁﬁu'j RenaumgaAT inulsuianiunTs

3 azanAMNIAnIHBEN9ls l o
vl oRignien X

vanvirfufidouly w¥aniaan  aanuuunszNuNITVia

e 114 : A minor
aNusuiasyiaInndu A155UNIU aﬂn‘imt_‘waﬂadﬁumm PN et
N ANRTIA Occurs rarely Occurs often

4 aziliatnalsinanudasanss . o
38n1sliinnulnadLAeeAy concise RCA

https://www.hopkinsmedicine.org/armstrong_institute/_files/cusp_toolkit_new/learning-from-defects-tool.pdf
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Aggregate (multi-incident) RCA

0 q 9 o A :I/ a o dl =]
e Multi-incident analysis Lﬂumiwumwmm @qumm‘;‘m”[uﬂmmﬂfmu ununazidunimuniunay

qiAin3nl InennsdnngugiAnisaiidu themes (AnesAlsznawsisaumasingin)

1
=

o Multi-incident analysis snssalddwiiuwanisaisaldiganaaulugoanatdu) sanannynm
- guREnsaiAindunselussAuAvEaLuna
wa o—all ra o [
- giiEmsaflainadunsesagilon
- wisnsnduiu near miss
ada d” ¥ 1 a rdl Yo O Yy ad . .
o FEnnstiasnsaldnumInnguaaINTRAsIinlianvinldfaeas comprehensive wa concise
= o y N galal . v v e 2y Y aad
o M3AATZIANININaFINNIFTRWTIANAN lusy AN TeReAns T llamnsnlfanitey
- ulruwauuasndean)fanfuuununuesgiinisaiuay descriptive statistics

Q . . . = o v P
- 911 qualitative analysis L‘]ﬁ‘?;li_lLVIF;I‘LIﬁW-W;ImLWJLL@&“ﬂﬂLmuﬂLLuZLWW'} common trends

fisn: Canadian Patient Safety Institute, a‘l{a"@u‘lj ﬁ]mﬁqa (22 un31Au 2563) “From Incident to Smart Design”
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Put Mindfulness into

shdmumaniililsaafiarsnnlumsyin RCA nnAss
Q AIAMsnl (Preoccupy with failure)
v g P y o PN
o finendasaanisaiecnsseudniluanandesineg visald

0 wBIFENNSAN (Commitment to resilience) M7 RCA Mfagilfidnladnnnse
o fyauansianasiumiensulefuiymnefauazaiadag fladuidasionnsiingiannsal ilugans
insiselal USudyeSemssenuuussuunuiieiloeiu

0 ;19 (Sensitivity to operation) ﬂzymsluamﬂm
o AnsilsziiuaniunisniviensiaduaduRaing %qmwgmmuﬁ mnlglanadumunulundyuves
fimun uazneinmeiliaaingls mindfulness azawaaasulRAn T
0y (Deference to expertise) oM Uil mindfulness waziunsdl

= o a A | ay dl a 24 I M v o ° o o
o {innsfuils aundnlunuedngls Nﬁlﬂﬂuﬂﬂﬂﬁ‘ﬂl]'&uﬁﬁﬂLﬂzLLﬁlVLllbLﬂ ANWIANRSUNNYEA situation awareness
WABANKN
Q alﬂ‘alﬂ‘i’aty (Reluctance to simplify)
= | dl ' a A 1 o QI a
o dAnnsanuagilazlsiienuliviell assuasiladtiaslaiaiu

aiﬁ@u‘lj v-jﬂ"qﬁqa (7 waAameu 2562) “High-tech, High-touch, High-trust in Healthcare” @ HA Regional Forum nald
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Human Factor Engineering




Human Factors

oA Human Factors ApnasAnumwinaansdinla Welszgndtiluniseanuuy
W‘"“;‘;;f:;: I ANEMTYBINWEE (= ulEna Uaande
: oad o P o e g at ar = = 2
dnunisig I.I.'EI.ﬁﬁﬂ’ﬁWNHHﬂNﬂﬁﬂuwuﬁﬂU‘fﬂﬂ;ﬂUWil fUs=AMTnN dzAanaug

ﬂmﬂu’mﬁﬂﬂum‘iﬁﬂmu
ANENTNIRIANDINYHE TadnIBINY L
o dAnuAnAF9assA HauAIING Aszing o {daaninlu capacity of working memory
o Siavgjulunisin . gmﬁmmummmu%"lé’dm ANNIYN
o I eAn TN fussquimane SUNIVTRNNIT AT
o AnuNINARNTaITaYA o ANNEAUAN ANNLATEA ANARENTTTINIY
e 411190 make sense of things o M5AANN AHdla wazneuaued 1A
o futlafiuanududeunazaanuladaauls Aananale

wansile gunaol anwil nszuaunig

fixn; WHO Patient Safety Curriculum Guide 2011
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Human Factors

¥y Human Factors 3sdlAaugdnAm
o LUWIARAILAN “perfectibility” (mdilanuamnsananysaiwuy fldlasnnne finsuminwe ldnis
Mo v = a a4 A a My
Tails I85unnstinausuane azuaniasaaulianann) lakdlsua
e LUAAA Human Factors taniuassnaAnNetialyuFaspantanaaze s
o Usziiu Human Factors udaudAnyninlmawsnisnilaiaszasdlursnsgann
e 19818135197 human error WnAsivaniaealalls Aa9eanl ULz LULNALAANANITNLAIN human error

Interaction of Human Factors AK

ﬁ'}"lﬂi ﬂ'J"II-Iﬂ"IFIﬁ'-J‘\l P‘I'l']l-l.r‘fﬂq
Wmnne G0N ANEEUET
278 TMUTITH ANHATERA

ﬁ'vh

ATEBARLLTYITTY nsunIseants

NITANTEULNH
NISANLLLNIY
n5RDaNT

wwinsila szuutfaundu ssuufau

Fauanfnn (Je9 uss gaungi
GRELGLY

fisn: WHO Patient Safety Curriculum Guide 2011

AL SLazANLUADAAEY
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Principles of Human Factor Engineering

I Iy Iy U Ny Iy D Iy B

Avoid reliance on memory

Review & simplify process
Standardize common process

Use forcing functions and constraints
Use redundancies

Take advantage of habits and patterns
Promote effective team functioning
Simulation

Task analysis & workflow

Macroergonomics

flsn: WHO Patient Safety Curriculum Guide 2011 & IHI Open School
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Avoid Reliance on Memory

0 suswwssysdasnsnandtoyalanseas 5-7 1509wy

13 o w o

QO dadsvinuiunszusunsidudeu asvidgdnensazsaels
0 msld checklists fuselapiiazyinliguladnldvimaduaaufisniu
n Whnanefildnsdaldasudu walsiy guide Tunmsauliasudau
Q viwdhiidu reminder waziflulonnali appreciate mugFYIRIL
0 #99219 checklists in health care:
m A checklist for the processing of chemotherapy orders
m A central line insertion checklist
m A fall reduction checklist (assessment & actions to be taken)
m A database of critical elements of information that nurses must exchange at shift

changes

A checklist to help reduce the likelihood of surgical errors

flan: THI Open School
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Review & Simplify Process

Design for Simplicity

1. Historical Review nxd “Reilifiednuagvizal” 159 3drumonISsus1endNdue
2. Shedding, Trimming, Cutting, Slimming 19pyn&Wlsaxsaasune 101 Gaoudnfevmse:ls
pnsduiitesiior avde = 1g7louudAARANGL

Listening a‘uﬁmummm@:”l,iwﬂu i s AN .

Combining tauiAtLaniWin Nvndaniu

. o a X v qy A ]
Extracting Concepts @<NALLLIAALLIANUAN TuwiAntimndsaunitends

Restructuring ﬂ??"mﬂ?iﬂu‘imm%q%uwgugm
Start Afresh Fugusenuunangusosiisiunnien
Modules and Smaller Units LL‘Limmumi‘tﬁ%WNmlﬂumi’mf;iﬂﬂLﬁﬂ’] Tusazmisteanuuuiaenules
10. Provocative Amputation aassiaLwdauaanufindrszuuazinausiali/lfsalsl
11. Wishful Thinking a@nLull ideal 'simple' process AMNANNARHULIITOWN
12. Shift Energies inaaugneuitandsanngdaumiltlidsndoumilmesszun
13. The Ladder Approach wmmmmmmmwm’mmmu’tumumumﬂﬂ LL@“"JﬁVI@"’V]ﬂWﬂmﬂmmuu
14. The Flavour Approach ummwmwmm LmvmmmmﬂﬁﬁwLﬂuiﬂir?ﬂumiﬂgum

3
4
5
6. Bulk and Exceptions mﬁ%‘ﬁlfi'ﬂudﬂﬂzﬁwm”uﬁmmiﬁmmmulmg WATAANULILIANIZAMF 'exceptions'
7
8
9

fiun: Edward de Bono
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Use Forcing Function & Constraint

DONUULNSZUIUNSHAZIZUY Wdefazriludefignaes wazenniiazyinludenie
) Constraints vilgnniazyiliiaiansdsuu Wy desgnasiasey gndiia gniedulindnides
M3DADNYINLNNDENS

m n15u1 concentrated electrolytes eananweagily drazldReslyionandnfindeBedoed

nszUaunIRTIaEey wazaslanafaslilagliidaans luldinazonanldlils wdazenniy
m msdminemsaduaainiidasuiamunnggidasgdulsadade (D) dauds
1 A forcing function
m 115 redesign enteral tubing filiau15asaAY IV tubing 16 isdlasiunslansannisiiaz

Tinedndnienasnidon

flan: THI Open School
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Use Redundancies

O Double check lun1sasrasnulazynnadu

0 desszdviillamaiiyanasasauaiaazinfinmiisudusasmauasis [
n yenafiaasaraazlilldlalunsasiaseuwiniiegs
m yaraflaasaraazgn influence Mmzyanawsnififiuludefignaands
m onaazimalinnduly aufifuadodiihogneadeds

U Cognitive review AsRsaURIEAaNN RN BNsD U

favsdlumsldnaanndesiumyitadundeannzasinendsli?
iueniifusiuiignamialai?
AMIFUINBUNALNYNFBATD 7
gaaflideuanaunngniowioli?
pueenfiunngdamngaudiugeneiviel?
amuiv3eszusnawas Wz anAUgtheeiniaki?
FsuImssnmenzaunazUasadudmiugiheeiiviela?
AN9%4 infusion pump Qﬂﬁaw%ahj? (FFinnsld)

infusion line e port figndeewdalai?
finsdensranasouiofanuraTesEDEn RNz aNRSe L ?

fin3 verify Muamansanaseuiilfiiugulumsiuamunesriniiuesiheneinioli?

flan: THI Open School
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Habits and Patterns

d aunuie
m Habits Fainy/fdy) deiiisviegeashiauaifinmdyiuuneds
m Pattern (WUDWAY) WM 3alfAnTustsasiaue
O veassiufLe
m #a13au0 habits & pattern Ve9LILEY WU AXiIRINaUDNANTUY
m dasiusndszaniu assdeuluansAuenduAiains Wy Ausmdeanawdseily viliuladinaziu
enlaaliong
a uSmsgoan
m I antibiotic prophylaxis InafisAdeydjvaeiida induction Walmiulaidihaldsuen melu 30 i

noUaIdn

flan: THI Open School
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Safety II !




Resilient Healthcare

Resilience {lumnuanansnaesesdnsfiazamanangaaz disruption J3udaliidniusanumsal wazadrenaefidedu msusu
fhuazanNAnaieasIreeauilymlu reliable space nauwdudeddudmnsy resilient space Befinnududaunazaanisal
gnwinls Bedpedl resilience INABeIY

_ . Goal
Reliable (11l3214la) e — 2

C . 3
vildhelunisrhasiignsos Resilient H
\3eefiefild iU checklist, automation, RCA/FMEA, . )
protocols St »+“ Robust

@ i Patient partnership Making care
Robust (Lkgtn59) FRAM befter in
. a9 o o o TenC model everyday work o
vilnsquanduluaudssariu Negotaon G
e . Resiacce ssssurest 8 ,* " Reliable
dinudedemath Jadbaywd Tausssuanudasadiy N3 Bl b Making the
v ] iaht thi
Tddoya 1 Standards i
o Y ) \ tools: ,
w3eloflld 1Wu Lean, PDSA, clinical audit, M&M, - g
) . Changa managemont
benchmarking, redes1g3, CPG ;Df:m M 3 Tools
Resilient (Bangu Wudala) e T
. Clinical B v
< < et RCAFMEA
Aansivdeiilainaiiu P e
3aadiafild wu patient partnership, Safety-1I, simulation — > oriented
\p3psiiaf , ) , e
negotiation, resilience assessment, consensus statement fisn: Royal Australasian College of Medical Administrators
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Safety Perspective

10 := 1 failure in
10.000 events

Safety-|
e — WHEN
THINGS

GO RIGHT

WHEN
THINGS GO WRONG

<G
Safety-Il

1-10* 1= 9.999 non-
failures in 10.000 events
vsnsguanwislfinmansallifisdszasdlitie 10% waldnaguaiuasnsdeiie 90%
Safety-1 3aufannmanisaliilifisdszasd Baduisangmanisdudprvesnuioun
Safety-11 Souianwaansiildduilam adumanisaldulngluaunivszdiu

AL SLazANLUADAAEY
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Safety Perspective

fpnunnulasnds Suugdinisalfianas anuasatumavhaussangls
sanumsaifivannnany
ANNLanAAY Apannmswasuudasulyung Apannmssasailasaurhnudedad
AT LN NSUGTR msusulfidhivaandas
M3AANsANNLaBAAY a3y TlanasunazLBen
Y munuld ogfls Wudunse Fudou Tidudunse manisallals
AU ganpliAnANuRaNaNA LY ninennafivhlfazuuyhem
mM3sUSudvesAu AITVANLADS ivszouyinuldnauazlannst
nst3aus annasiRanan annasiildfanana
nnaEvesiayadil anndagyaaulng il
MIIATIH RCA FRAM (Functional Resonance Analysis
MENARTDIANNUANTDY Method)
MeeAUsenaufl malfunction e lalifadlumlsagnals
Aummadsuslunudssaiu
ANNdasadBugsha ugenswennsiuy FremaaiuLazii
uw.awﬁ'ﬁu‘lj ﬂmgﬁf]a (15 funAy 2562) 20" HA National Forum “Change & Collaboration for Sustainability”

134 BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



Spectrum of Performance

Easy to see
Complicated aetiology
Difficult to change
Difficult to manage

Safety focus:
accidents & disasters

aURan el
Usvaed waznaansiiy
ae  udsiineadiuladg
willwgiladendudou &n
flazwasuudas aniiaz
AN

‘Difficult’to see
Uncomplicated aetiology
Easy to change
Easy to manage

Normal, routine, day-to-day

Easy to see
Complicated aetiology
Difficult to change
Difficult to manage

Exceptional performance:
gratefully accepted

NaaWS BN TU TR
dszanfuiliduilam i
azliuinsug gnasias
wailadplidudou dalu
mawdsuutas wazded
ATAANNT

0.5% 0.1%
1.7%

g. ex T ER Z a5 3

0.1% 0.5% 44
1.7%

-3 -25 -2 <15 -1 05

flun: Eurocontrol (2013). From Safety-I to Safety-II. A White Paper
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Variability of Everyday Performance

e N
, , Function Success
- o 9 - . . Acceptable
unnudhlafinannindeu (work as imagined) (no adverse events) outcomes
fifieuuy linear 91 acceptable - ~
- o a4 N
outcome LﬂﬂQ']ﬂﬂ']‘SVl'Wiﬁ']Vl Everyday work
dunfvesszuuuazau paeii | (Performance variability)
\ J
unacceptable outcome LAiRaN
malfunction ¥9932UVLLATAY Malfulnotlon w » Ftallgre dent Unacceptable
K(nom—oomp iance error)J (accidents, incidents) outcomes

Y a v & 13 a ° a 0 & o

UNAIILAINY acceptable & unacceptable outcome AULARAINNNNTNINUUNFAUSZANBIA
AMNRANRANYLNATULEBDRINANTZY danunsal wasa1sUSudveeAurineu

nmsvhanudlannunandresannnansmariifinnuddgaenistSudsaieldlanasnsin
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Spectrum of Performance

woAngsuine liiinANN liuuwawlumsyinanu Critical Incident Technique
a Y 1A va e; ! Y a g dld a d' o | o rdl
1. wonssuresdufiRnundealiinnissunou I appreciative model AN RanssNTiinlguadwy
visedpdavnzmsinwiugn qoydanafiazi AANds Auminanssuiithldganinuansaeesuadnsiaing
Y Ao ¥ 4y Y a &9 o
winaenaaliin uanvisasuaL visnanssuisalauazlisla

1
¥

a a ;e v
2. n3NK ummmmﬂmmmmumnumﬂmm o
2 {] i 141: Collaborative Centres for Safe Health Care

Uszandanisnisrasmuasetianalaailulad

nMsMuAaenlunIenIg (permanent and not e T

formally defined functions) L1 (nAtiATEIAT 113 (Work-As-Imagine)

ARRIALANNAIATYLANZFD fudeiinile
3. m@ﬁ'ﬁjﬂﬁﬁmuuﬁﬂmmmmumnumﬂmm (Work-As-Done)

dszananzuii (intermittent functions) é’a"laivlﬂlﬁ'fazlﬁu
4, mﬁfﬁmmﬁﬂmlﬁlmﬁ’uﬁ%maﬁﬂmummﬂuﬁlu Tﬂ’ﬂ’ﬂﬂﬁtﬂﬂmﬁ

(assumptions about how others do their work) ﬂﬂwmgiwﬂﬁ*ugu

LL@zLﬁﬂdmuﬁluﬁmmui‘u@:ﬁuﬁmmﬁ@umum WAL n YVVAD

Wi
fisn: Jeanette Hounsgaard. Patient Safety in Everyday Work fisn: MACQUARIE University
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Behavioral-based Safety (BBS)

(v) Behavior-based Safety: The ABC Model
Intecedent B chavior [P onsequence

Any stimulus
that occurs
before a
specific
behavior.

Any event
that occurs
after a
specific

Anything that
we can see

an individual
do or say.

motivates behavior.

An observable
and
measurable
act.

Examples:

Examples
Procedures

Feedback
Recognition
Improvement

Training
Job Aids

Behavior-based safety iuanusaufiossnieduimsivauinny dszandldngfinssuenansiudymeans
Uannsty damafl interface szwitemanszvhassauiuszuy sjeuludsiiyananssyh (§aneamanssriuazuend
pulsiu safe act azlsiu at-risk behavior) ANz IVNINEWN BLAZA T00t cause Va9 at-risk behavior
#38 unsafe act) 14 positive reinforcement I#\An safe act iauﬁ”’ﬁmﬂﬁﬁmﬂaﬁauﬂﬁu

ABC model Wunwnnsniumadnnzidiadeduniounazuaeasla Wenismavsuwdsumansziin

fiun: www.safetyculture.com
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Patient Safety Goals (PSG) !




Rationale

Patient Safety Goals LIUMNTTILTINUITLAUANNLRENTI
Tsanenunasne dlamanuadne fu eadanunsentin

dl ¥
ATNNLNE/ Sy WanuazBouianiy vhlddiheyasaduundu
L= a
wignsel (HRaUsReA _
Ry . Patient Safety
WULSINLTUNRGNe] Ecuts

HIAAINASLUUNIINAY
ARTHNW/FATNH gqasiulusauafie HAUIS eIsIHAK
asewin/insenin Musadsauiiay (6
Uaslagifanands

o suglaidunislunsimundsiidulymanudes
= WunwanslunisnuadlsyiiudnAny
d’l % v % v
= nuvusUaliadull sw ldAnmuasdsransld
= {1epiansReans a5 eAuRIzIin
X . . .
o uiugnuligimusssunnuaensieluesdng

un.oyinil AmAina (16 Tuiau 2549) “Thai Patient Safety Goals 2006” @ 7" HA National Forum
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PSG Implementation

Aflededsslesyd anuduldls anudeude
yhageauna: fiemesin & usavasiiies

ThonsiBous Uszdiunuies & Waunssiilns

ATNYIME i o e
AMNAR (V37 earn bunng
ASNUNINIHIINLsEan :

FUANTITOE

l ns1¥ PSG iens
Feng /N

k Learn After

Evaluation

Patient AATNS/UINNSSH l -Achievement
Safety ' -Strength/weakness

Goals - = -KPI Monitoring
-Evaluation research

un.oyinil Amiina (16 Tuips 2549) “Thai Patient Safety Goals 2006” @ 7" HA National Forum
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PSG Implementation

| Improve the |
process
Communicate Response &
Ass?ss A > Implement |» Learnfrom
situation Monitor Incidents
Go & see, KPI
Rapid assessment
Standardize |
the process
T¥aefuuzl PSG snUszdiy vhmadSuygs a3 Anausy AOLALBNLAZ
maUfAfien knowledge- ATTLIUMT U Wothlgnisugon 3yu3an
practice gap neldnanee 33 knowledge-practice gap Monitor MSUfTR aUiRn5ad 151
sy i nluglusanuiiade wedmvihanass e PEIBFNeY 19U RCA uag
RARNIAIIZHIT TR NS ﬁuia’j’mﬁmiﬂﬁﬁ’ﬁ AAR 3398 Risk Register
Yszdfiuuuudul peneANLdUAITN ARANNFETR Tduszlawyd
aydnnl AaZhna (25 naAl 2562) “Quality and Safety in Global Healthcare” @ m3usezaiznnns 60 T auzunneeans up.
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Collaboration for PSG

Tsananuna

ANSTULAABUGSEY Patient Safety Goals azsdululfisimSiuazainerng
definnusauflovidlumaSauifisunadns nswaniasuBpuiuumeUfon

fif wayNTIAINZA Toot cause

un.oyinil Amiina (16 Tuips 2549) “Thai Patient Safety Goals 2006” @ 7" HA National Forum
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PSG: 2n Goals g Guide

Aanufienalfindusswintenisin Patient Safety Goals (SIMPLE) gn1sugjuf
1. Patient Safety Goals gatiazldAulssmenunaveasldvial
2. Tsenenunasdoeinua Patient Safety Goals Wiaanamaneiy SIMPLE w3ali daslviasusy SIMPLE
w3aly
3. f»hLﬂuﬁmﬁmuﬂnﬂﬁmﬁazﬁwmLflu Patient Safety Goals vadlsenwenuansaly
4. Patient Safety Goal wiazEasiitmustuaniy snudedidd anseld
6. tufoalildmuuuamaly SIMPLE wansanuilsmeoiaseasslildunnssunielsl

A

Fauapfingna anrnsnliAmauiaansLfuyunesassie Patient Safety Goals Imﬂmiumdﬁdmmﬁnm

mﬁmmiﬁ@uﬂuummqLﬁ@miﬁwmixumwwﬂmLiﬂﬁﬁmwﬂ@mﬁﬂmﬂéﬁu

Fin “Goals’ anaaziTludefiesrenmanasuliiing fiudniummsuesindu “Guide” udafldndnas

”Lﬂ@mm@?fﬂuﬁuﬁdﬁmﬁ‘ﬂamz@ﬂﬂizﬁummﬂ@@mﬁﬂlum?@LL@ﬁjﬂqﬂﬁﬂﬂ'Mi namuseslngldilssiAusine
(14 SIMPLE Aaiflifeiianmasinasineta laidnsasinmmlssifumantiudu Patient Safety Goals vi7alal

unauin AaYRna (25 AuAWUS 2552) “Patient Safety is Simple” @ IWARIAINT
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PSG: Thai Patient Safety Goals 2006

WIYBLALNNIYAY PSG

Acute Coronary Syndrome
Medical Unstable/
Rapid Response Team

Patient Identification
Operation Safety
Communication Failure

Maternal
& Neonatal
Morbidities

HAI

(VAP, Sepsis)
Drug Safety

Infusion Pump
Clinical Alarm System
Drug Reconcile

Fall
Influenza
Surgical Fire

Thai Patient Safety Goals 7@3n
Teannsdszanalssiaunanudes
dfyan JCAHO & IHI winsie
Usziduanudssdnfguesinade

maternal & neonatal morbidities

un.oyinil Amiina (16 Tuips 2549) “Thai Patient Safety Goals 2006” @ 7" HA National Forum
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PSG: Thai Patient Safety Challenge 2007

ManumuANEiImMefuanLlasafeuedaglasung
Global Patient Safety Challenge 39n13¢nzain WHO Global Patient Safety Challenge waziian

4n3U5UU3e Thai Patient Safety Goals M 2 Tsioan
Clean Care is Safer Care ¥ ) v

Clean Surgery
Safe Surgery Save Lives Safe Anesthesia
Right Patient, Site, Procedure

— Safe from ADR
Safe Medication Safe from Med Error
Safe from Transition Error (Med Reconcile)

Patient Identification

Proper Diagnosis Effective Communication (SBAR)

& Response Proper Diagnosis

Rapid Response to Clinical Unstability

. - Sepsis
High M & M Conditions Acute Coronary Syndrome
Maternal & Neonatal

ayIanl Angfna (24 waFAMBW 2550) MsUses 2" Annual Congress of JSQSH

146 BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



PSG: SIMPLE (2009)

Safe Surgery

Infection Control
Medication & Blood Safety

Patient Care Process

Line, Tubing, Catheter
\ 4

Mis-connection

Emergency Response

SSI Prevention

Safe Anesthesia

Correct Procedure at Correct Site
Surgical Safety Checklist

Hand Hygiene
Prevention of CAUTI, VAP, Central line infection

Safe from ADE, conc €’lyte, High-Alert Drug
Safe from medication error, LASA
Medication Reconciliation

Blood Safety

Patient Identification

Communication (SBAR, handovers, critical test
results, verbal order, abbreviation)

Proper Diagnosis

Preventing common complications (Pressure
Ulcers, Ealls)

Sepsis
Acute Coronary Syndrome

Maternal & Neonatal Morbidity
Response to the Deteriorating Patient / RRT

sonduiRuLazSUIDIRaANlMEILNa (2552) “Patient Safety is Simple” @ Jw.qw &Nl

AL SLazANLUADAAEY
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PSG: SIMPLE (2019)

Safe Surgery & Invasive Surgical Safety Check list, SSI Prevention, Enhanced Recovery After
Procedure =) Surgery, VTE Prevention , Safe Anesthesia, Safe Operating room (Safe
Environment, Safe Surgical Instruments, Safe Surgical Process)
Infection Prevention & - Hand Hygiene, Prevention of HAI (CAUTI, VAP, CLABSI) Isolation
Control precaution, Control of MDRO

Safe from ADE: Safe from High Alert Drug, Safe from Preventable Adverse

PP Drug Reactions, Safe from Fatal Drug Interaction, Safe from Medication
Medication &SB&:?e(;(yj =) Error: LASA & Medication Names, Safe from Using Medication, Medication

Reconciliation, Rational Drug Use, Blood Transfusion Safety

Patients Identification, Reduction of Diagnostic errors, Refer and transfer
safety, Communication: Effective Communication, Communication
during Patient Care Handovers, Communicating Critical Test Resullts,
Verbal or Telephone Order, Abbreviations, Acronyms, Symbols, & Dose

) designation)
Patient Care Process - Preventing Common Complication: Pressure Sore, Fall, Pain Management:
Pain Management in General, Acute Pain Management, Safe
Prescribing Opioids for Chronic Non-Cancer Patients, Management for
Cancer Pain and Palliative Care

Line, Tubing, Catheter - Qatheter and Tubir_19 Connection, and F_Iow Control, _
and Laboratory Right and Appropriate Laboratory Specimens and Testing

Response to the Deteriorating Patient / RRT, Medical Emergency (Sepsis,

Emergency Response - Stroke, Acute Coronary Sy_nfirome, Safety_ CPR), Stroke, _
Maternal & Neonatal Morbidity and Mortality (PPH, Safe labor at community
hospitals Birth asphyxia), ER Safety
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Safety Culture !




Safety Culture

Informed Culture

fivauasfujiussunfanafiivuastafeniuliaduuysed :

u u . . ; Flexible Culture

WIATA B9ANT WAZAILINREN TINNAREAYNLARAN TR UL . o .

: AMNATNNID MNN9US UM YR9R9ANT

ALITIN T o Y
Wadryiuaninzniaunse fae

dl a o o :: v o
nilasuaInn AT ALFUINAL

Reporting Culture N]aTG TR T L b R TSR IR Fiat

HAUNEDNTIAZIENTUAIINEANALAY - 11NTL

near-misses
Just Culture Learning Culture
ussgnnAvesadlfidedalagedaulAsunisdanlunnsli magguansdannszuudieganinuilaeasitnay
¥ dl ° dl o o dld o o dl 1
fayafidnfluneniuaniaends anziiiaudnaulugu ilugnisulaeuntasunulng)

1 1 a dl o v o 1 v
wiszwinanganssnineniulfuazaaniulils
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The Just Culture

At-Risk Reckless
Behavior Behavior

g Lire

Manage through changes in Manage through

dures
Training

Design

fiu: David Marx, Outcome Engineering President

Just culture wnesussEmAvasaulindafigauldsumdassurialasunetalunsideyaisaiumudasady Taod
AnudaRuluduasznineng finssuiuensulanunginssufiseniulales

M3839 just culture AonsnBUsUBNEUIMsTsoRRdpsiUNgRnTsuvRsyAnaliofnmansallsifeszasity Tnoliduiy
SeRUANNTULIDRSSuATETIAATY

: 2
PPN RPN &

nsdilfinannaana1anas (error) AsiifusmsmshaensUasuuiay Trhasla wazjsldgnsdansiszouauiiedeeiy
nydifinanwgAnysugades (at-risk behavior) dsusmanisviAemslAsielisuasunginssy aavafinusegsla

PIPAEPN

nadififinanANNEZINGT Uszan ulae (reckless behavior) Afifu3msmasvidsmssidumaneidy
“Just Culture viligusmssamsiunganssuiinelmandgmiasgremuzay usssu aussenmailiaela”
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Change for Safety Culture

Leadership

Reporting System

Patient Safety
Officer

Patient Safety

Leadership WalkRounds™ 2 o e

Reenact Real Front-Line Staff

Adverse Events

Adverse Event Response
Team

Simulate Possible
Front-line Staff Adverse Events
-Safety Briefing
-Relay Safety Report at Shift Change
-Safety Champion for Every Unit

-Involve Patients

flan: Institute of Healthcare Improvement
aydnnl AaZhna (18 Fwinmy 2548) @ HA Regional Forum 2auunu
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Healthcare Accreditation (HA)

_




INnughanuoo HA Aoacumwiia:aduUaoans

Safety & Quality of Patient Care

1 Recognition may be
/\ flowers for appreciation
Self Improvement of quality commitment

Quality Educational External
Management Process Evaluation

Self Assessment Voluntary .
External peer review
Using standard
| Not an inspection

Core Concepts:
Flexible, context oriented
System approach, integration
Positive approach
Evaluation to stimulate improvement
Special character of healthcare (uncertainty, autonomy & accountability)

— Recognition
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Accreditation

ANNNINEURY HA

o uilamudii HA Aen1sfusesdnlsemenunaiesdlsenauesguinin
psLauA el

o uilamunsdilA HA ArauAquienIsimun Anslsvldu uaznng
BIELY

! A v v a o

o udamuAnNgmng HA Aenalnnszfuliiinnisiaunlsmeuna

TeasAnsetineiinAnuazatnufussuy

ihwangras HA )

o dwiudilae ponideeanas A MNsguanT LAFINIRYInTAne
fiheuasAnarvesnansidueu

o mmumﬂgummu poidnsanas Asuandenlunsineuitn 18
Frufuasimundnanmassnuies

o mmuiﬂwmm@ usssnadend Wawnethasieidiasgrauilude
atsanuazevEy

o hynngszezen m”mul‘wmmmiwmmmmmw”ﬂmmmum
a¥wpnullssla uazpniuiinteusiedeny Iumfaumw'aﬂs"ﬂﬂumi
sadulazesdftley afdennusianisFaug

BUYIRIU FANY

3 ]

[y @) a @) al '
mssusadtiuvuaangy tluieaaa

vey a v var
wasuniAaaunigilagazlasy

HA Wumsnaunszug
azpaaiedmusssn vl ludaies ualuasdng
Yrusssuluensandnmn
andnAMY94LlI1LENe — Patient Focus
ARBARN1B93 TN — Multidisciplinary Team
ANSRAIYRELTNNT — Empowerment

AMANLRIMSNEUIAMANIN
AraAludIUHAENS
ﬂmmwwwmu’flmmuﬁmiﬂmyb
@mﬂ'ﬂumwmm“mumi
t;pmLﬂmmnmunmuwmmmum
At (uszuy Ameua afassd 1ddeya)

nulu (M lAmus Rdluia)

a (2542) amﬂuﬁﬁumLLa:i”mammmeNwmma (WIW.)

Healthcare Accreditation (HA)
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Benefits of the HA Program

Satisfaction
Safety
More Responsive
Patient’s Right Protection
Holistic care & Health Promotion

Reputation . SYStelr

Accountability Hospltal e J National Indicator
Good Governance ' sisdrapas” Public Participation
Professional Practice Consumer Protection
Knowledge-based Org. Access to Quality Care
Commitment & Participation Efficient Use of Resources

sy

aydnnl Aaghina (14 fguisu 2548) LaUasaAMLATINANTENTWITYIZULANSITUGY (8734.)
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AuLNA"g Arayayrouaasainm: 1a fin gnan
° m’menwwmmﬂmmw AR TQM NIRTGIU: huthne § ginveju
° Lm‘mmmﬂmm HA AansLlseiii msssifiumsas: Lﬂumﬂﬂimuﬁmmw fanseiles
WATMLTA TLTALALS NLNY mstssifiuanmenen: Sutusanalisfunes
AULBY WAZVLNIUAINATLLEN nn3fuses: Aensliindslawinisiing

AU Ta/AeNiNaIIAR AU la/aeNiinandtendn

HA faminiiasay HA famsi3aug

AT INENNT aanmduivla fiu majaiudiunanu
NATFIUBIDINT sty

sz fiuianszeiu sz fiuiemlsmaiamu

HU T Tius e fifundrsaaunduduuasnazsiu
wiueehslaagrmile Wunszuaumsianadnsiidesns
MITUIRsADMIABUHNY masusesfonmslimaslauiniaig

audnnl AnTAng (8 nanAN 2544) HA dwsy sw.oumu
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oYU Yoo HA

WNEETTHNL HA

miLiEIui‘ﬂ‘Ll HA

o Whmnegegavenisfianniiuau Aenisiunues ns C mmﬂuﬁ’”ﬂ AemaGnfannisasileri laildim
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® NINUNIUATIAGALALEY ABNITATTYAR L@imamwﬂu
@ Facilitator AagfiaawanlifianisGuus ImﬂmmLiumnmmw@mﬂmumdﬂ@u
STALLAAA TN MUIENY B9ANS
° ﬂivmumﬂmﬂmmﬂu'ﬂiﬂﬁ@ 4 AoRafniu WssnnamIL HA
° mimmuﬂumﬂummnumﬂ ﬂﬂmiﬂ]nﬂgumﬁu ° miwmmﬂmmwﬂ@mmmqumiummuam
® “aifn"” ﬂ’ﬂﬂ’mﬂﬂﬁuLLﬂﬂ\mi”muVlﬁuﬁNLLiﬂ A ° rmmm%@wmmumeiuimn@lmnmﬂmmw ADINININANNNIBENKLILILAL
Aslvnfigalulan FilirgnausiFuuan
® Do thing right laliierma s11nlal Do the right thing
AN HA ® Interdependency fuildiauaziaaiedis n1sdanaLia Aansdanatanuiilalil
o HA {luFanemisn/asiiAauaisUfR ﬁzymLmemaz{'meﬂmwuwi .
o nstFuutasmouglufunedu o TaM LiuiFnyn Tdldlasenis Tdlddumanuitiym
v v a ildl v a dl o Y
o readnlannuAnasifendes danwlafiaziuians "
o o oo o oo o azlFaanAssluy
fananegAu Finazdeansiugauatnels azqelagau
i 1 R u LR o Guiifhies Aumued udaziiunia Lﬂf;l‘MW\i wdaazladuAneu AnavetsaLn
ﬂfmq J R ) 191 ’ﬂﬂ‘t’l’n"%ﬂﬂ’ﬂ‘].m’ﬂﬂﬂﬂﬂ’]ﬁyli
o inlanadn (dynamic) YBIAINAAUAZANUNTD] O B ndeeshnsaikl
L4 a o a 1 ' v ™ N o a P a e I ' a
® nuyAUANUMI] uazinlfulasuatingman AN o ianlagafaiesaniusuinig edndaia egnfingluuy aevinliiangseniu
o linaRaenuivaassaeaiulug) Ay
oyl Aaghing (256 RwnAN 2544) @ AMZUWANYFNAATAT BN LA
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NANOYoD HA (2544)

tundnluuuimie “HA WunszuaunisiFewd Tdldnsasmasey
mangndatpaasTulad nsianAmn N Aemsineusza iR
WA AN FELNE °lmzuw7‘isﬁusﬁﬂu (Simplicity in a Complex Adaptive
System)

NINANNAWNAN AR Y UTLTELLAMA TN
quﬁuﬁ' v

POPI: Purpose Oriented Performance Improvement

POS: Purpose Oriented Survey
“C*THER” MUNIUIEUINTN

dndufumaannsAunedani; Training, Consultant & Networking,
Intensive Consultancy Visit (ICV/Mock Survey), Preparation Survey,
Accreditation Survey

HA Collaborating Center (HACC) 1enslanawiniistays/aanug

uaniaen & ahagdutszaunsnilunns dendnama: dniweny

“ﬂg@'ﬂuﬁmj’” NNAAGADNINNNARIN

“anBuun” U lignns¥uses Primary Care Network & N19a519u
@Jﬂmﬂuz‘hﬁu%u

C*THER \Tlumsimuumlsziaudraniailuuuams

Awsumsnumaussnimsauacilieatneie g I

Aumwihliaglunuilszd Taansailalnadgua

LARZAUNIRLAEAN

v
Care filaglaFunisquasehamsnzanizala sawsing
132181 N998A88 N1TUNTATNE USNNINENLA WA
flagiunnuLden
Communication flasiuazayalasudeyanianiuuas
Wuidnlavidaly
Continuity ftleuazayA WFuNswsENAeanIsguA
N e o RN
sefieaiianduliaginwiald
a o a a dl dl v ] & 1
Team dmsindmdnauivanzandnaniuguarizeld
a a P © a a
Human Resource NNINUNANNZLASINEELNENNAT
v ‘,ﬂl 1 a & Il
azguafihemeiiageiinnninidals
Environment Lheegfludauandesimanzan Uaead
dzaandLneviralal
. P B B v 3y o w
Equipment fipsasiienanidunaznianldoudniu
. Ao
fiheseibiald
v K = v g o A 1
Record thufinasziiauesiiaseanysahizeld
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AfNouoo HA (2548)

1. M3zEnefuazIiNAAN
o tilla 3 4u Wannldnsaszidiu duen vilsnalsmenna Ssasmuannasmiassadlsmena
o tlpanuduiiuiuladou Suusndlsduitoudunuesly desnduayhdr dunsnemsmiassuih lideeh
Tovnany FuusnAemsyifusuiausssununmiiandy (Dalasuits TinneiasilasiuBeszuy vowduiin die
Dugudnans)
o ahrmnuiiusuazdussulETiswanAsulsaumsalssnnslsamenuname fdssme
2. MIEUUITI
e HA Collaborating Center MAld wauwiu Beany Beesne
o 5uses Tswmegnnasaadugunmsaniunsueuly SusesnalnidadRnnuazansendia sauuseniusyansng
o uflaiuaanuiunaNanANTA: Benchmarking, TQA
o 99FNITIEN aenTumIFinw newulsziuguan mhsaususeslusalszme
3. WNNAMIANANBALAZLSNS
@ Benchmarking Hiafuyn good practice WAZLIMITNAILN
o Toyanifiszlymivazdesomatluld: performance indicator WizuWisy, good practice
e RCA iiemsilasiufilana
o 5utyunasguliviusily finonamang: MBNQA, ALPHA, JCI, CCHSA, ACHS, Health Promotion nnaedldie
anussinslalud) 2547
4. M3RU NIRRT WASNSASNU
5. MsE3NAMAIUSTUULZAS

audanl AnEAng (8 naAN 2544) HA d Wiy sw.gusu
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anuru:uov HA Tne

® AATTIUUAZDIANSLATUNMIFUSERINENa (ISQua)
o Wanfusdudu sansalfiduguiiomsdionan
o filandnwaliinssnae

e Empowerment Evaluation

e HA is an educational process

d1navaY Systems-Spirituality-Science

o finnuzaslameuIanIIRITRTALUANINE N
wosTuuaziy wazimuAanmludundsiouo
ufazane

o fifaushia msduasuliAnAuaInaeeINS
WAWIADAIN

® &N AITINMTNFANUAIANNENNALAZYINUIIY
AunNAARIU

audni AaLAna (13 waFanieu

e Balance of Systems-Spirituality-Science & Knowledge

Spirituality fi"

|
i
i

Clients,
Staff, ENV

2548) HA Direction
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RoloahArduoo HA AomsiSaus

NugIu AR

WHAT dsllfensls peadoulpeiunuiiiu ifga3e punadeneaunauduldne

§ spectrum YeaiFasiy dopraseues Slananuningaes
Svvasdwiinld il
FFemsldmpuiiiuioadioaiu

WHY iladeei $haniiluveeFosiy vilrRadu vhidleiASAawSe mindset
Snansznufiazifadumalsifinng yoenueLTisuRssTUesaudY wazvili
SIRIIIEN wWagy mindset Alsiumuzauls
hlaisAneseiilidiusene
Tsiasdiorh

HOW iagnels FBmanruiieanussiukaz  vhidiude adeiudeliiulawas
LAY snanInneUauBssaan UM Ialing 6

FBmavImITamsliiiane
Fmzuitlymegels, §azusy
Wasunsldedesdetuldmungiu
U3unvpsaunenels
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InSovdoaAryuon HA Aomsnunouwodaus:meweuun

NUNIUANDY

(Tnutdrmassm)

NUNIUN LD

(InssaiasnsaiNausinemag)

NUNIRITNATEHBN

+ Ysziiusiamlomanaun (ezlsfolanduneisn)

% ﬂsztﬁmﬁa@mwmuﬁ'su ﬂ&luﬁﬂj YDINTZUAUMIINU (157huiueeels)
% ﬂsztﬁmﬁag maturity 2OINNTRARILY (WRILNTURENelS)

% ﬂiztﬁmﬁa@waé’wﬂmﬂﬂu (HanIWaLuaenals)

(B4t 1) nunanilaynitunisinem
(it 2) FrAaawg s / 3P
(it 3) Wismsgn HA

FAITHSDE
Heundnsrante e
uﬂmﬂ%um‘s‘uuﬁ

Hand19999INATENeN
HolANBUHIRENISRAMKY
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GROW Model for Coaching

fannaulaazinatnds

TOPIC
initial
understanding

GOAL .
for session o

(=]

0

how muych

sAequbnAnorlsiu

flsn: Max Landsberg (1996), Graham Alexander, John Whitmore (1992)

HA Wunsidinszansdy
TRpdmsuiusnwuaz 8oy
daon WndaasuliiufoReu
aansaRnmfnaUlARILALLeY
waztdudnauinunsaudy
sonunsalniign

s Beudraldiines
msdulds azgredlaatunsls
judgement wazMIWTBLEUDLY
WUY prescriptive ?Ja\ﬁr@:l,ﬁﬂu
8193739

GROW Model \fudunau
pam3lAznenednge wazlaka
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ISooIaNISWaD (Springboard Story)

Bonaanyuuesashazaseniioglusanumsaiidusiuwoy
soumsaifudueeAugitaens e auamaasuudaciioudly
finnuudanviomuliasouiudmitgitaiefazfgarnuaula
KAZNITAUALALINTTRININLN

@ o 2
wsfivinlh
71 @,
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isnfivialh
3 4 a a
sfivinsasi 7in153%
2 2 1y
Tonvadilae
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WNAIZLANTDY
da X e
MAndule W.uviends

Tridla

fisn: Steve Denning (AD 2000) “The Springboard: How Storytelling Ignites
Action in Knowledge-Era Organizations”
audanl Aagina (4 fiquieu 2547) “AsWaulRaAINgnSEEuS”

Steve Denning dsulilunilsdevasnieiundswes
Boualunsqadszmeljiinslussdnsidunsldanug
Jupdou laziSunideasmaniin the springboard story
A9 springboard wionszaunszlanindudiifinaunang
fnn BeiTuifeniiazuadin “Fonanimae”

Steve W3BnI3neadioufiadulang Feuyweisnd
Bownildnagluiduuinn diedenoaseninfazanseden
fiulet

nafiauenuAneslseanin ludnwasiiduanuda
03 Filazifiafmanad “Ghludowh?” shludeadun?”
“Fupnudsvastas?” vilfiAn knowledge-action gap indu

widisnasudunsianizes gilsazaedadisesdady
Fowasauasiuluszninemsiuitafy Wudseidulldluns
UAuR yil#lsiiAn knowledge-action gap AinTy

sruanunsninlundwwesdauaiios wan Feldaivayy
W “Bouanimae anldlumsisuslunstssan HA
National Forum sausasedl 5 (2547) Wuduan a3reussenme

wosnsUszgIRmNsivansmeanmatszgudug
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T5 Scoring Guideline Woens:aumsweuun
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Spectrum yovNS:UOUMS HA

Provincial

Healthcare Network
Certification

District Health
Service

Accreditation Seamless

seuufideuiuntelssossa

Nurture
YUY LAFUUANUNTDY

AUANYNINVDIEDIUNYILIA
Excellence

sapangruLduin
Tuszsupsdnsniatanizlsn
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anunu:aAryuoo Advanced HA (A-HA)

Fruitful
Higher maturity
Higher score
Evaluation Improvement

Outcome
Empowerment ) ﬁmaﬂwaé’uqffauu“izﬁ
Evaluation ARRNIZULAMANAT maturity g
wazHan13mEuNS R unneny
fenduiiudeuse pafinduimauas

AUATROURATUMILeFunaalRd ) Jge s

()

dil) N rl-lfL].hAI'.

AMUENNTAUANTUSHTIUAUL bl bl
LAZANAUAUIZLAUNNTNRILAILAULDS

Broad root

Waasawinnssuluszuunuses oo y . ¥

Fsnfiwnveneainensdnsumuinas

Lamenina iJg fip Extended Evaluation Guide
M duuwamslumstfos

wazUszdiunuesifiom lonanmiLn

a3, (29 fgueu 2659) “mIdseyBeiifinns A-HA”
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Stepwise Quality Journey

_




ranwughulumsritouaruMw

o ° 1 : - - -
' M9uLszan e Simplicity

J18 & o Innovation

WHUIARAWUULIEEUNY  Human Factors

Suanmslavinaeudantns
Suannshignnasi
HUAMNAHNRENTNTZRINNNTISINNTH
Az uannudionag

cal
Evidence-based
Patient Safety
Clinical Tracer
Trigger Tools

Effective ﬂ

Spirituality REH

% =
drfiunsganuiidntafisnea
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Uuloanudug HA

wpsnAsg ™ Wenlus Ussidtuna Fuud enseau
A 7
PN 3 IMUGITTHANIN
BHAIEMSUSIRNABIAINNINSTH HA
ar " 2
wamatadenles ussdnsduns
Naﬁ'ﬂéqmmwﬂﬁ%u
UfiRaunnsgu HA Thasudion

wps9umaInues widh g vialiussqilia
[ uft 2 sz iz Rmm RN
Gusnansasziillmansuaznszuaums
Usziuuaianaunmiinenndasiuiimnsasmion
mwaq:aﬂ-ismmﬁdhﬁ‘mi%nm
UfiRmusnsg e HA Tusauiilisnnidiny

Trignmsstie analuamseiu duatintidiaga

A7 U T — . mwawulm@mu@ HA wnannmsfiszuudasiu
srilynanmunan weudilatiasii guamdiunin Fefinuaulauiedosnsidniisudns
e LU e fnamndiszzsunslaldogieiie favaunlig
asauaguilymiasis/dlanadings . Y , . . &

masusasmunnuniaTDusazaaunenauE Tl

audanl AntAng (20 Fenan 2547) “vn HA wuuiSaudte §unaq” @ HA Regional Forum 2auuniy
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Uulaanwdug HA

Step 1 Step 2 Step 3
Overview Reactive Proactive Quality Culture
Starting Review Problems & Systematic Analysis Evaluate Compliance
Point Adverse Events of Goal & Process with HA Standards
Quality Check-Act-Plan-Do QA: PDCA Learning & Improvement
Process CQI: CARD
Success Compliance with QA/CQI Relevant Better Outcomes
Criteria Preventive Measures with Unit Goals
HA Not Focus Focus on Key Standards Focus on All Standards
Standard
Self To Prevent Risk To Identify Opportunity for To Assess Overall Effort
Assessment Improvement and Impact of Improvement
Coverage Key Problems Key Processes Integration of Key Systems
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Uulaanudug HA (Version 2016)

e Serious risks

* PSG & other
risks

* Review &
learning

e People & place

*5S

e Suggestion &
Huddle

e
=
Q.
£
od
"
A
o

QA & cal

e VoC

* 3P design
» Monitor & trace

« Continuous

‘improve

Deliver Value

» Standard
review &
improve

* Strengthen
quality culture

* New challenges

& stretch the
goals

a9, (31 wawAnAN 2659) “Step by Step, Pursue for Excellence” @ AmgUAUNNYANEAT unANnenasBerlns
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nanAasan 1 “riwuds:ohika Delslknenu vgununou”

VA 13
WARSICEONCr 5w
Sdnazvinlinlaednels

Sivinlaamaal
+ Reconcile Work-As-Imagine & Work-As-Done

siaslsldmeru Aafiune Turdaee
Q
ALNNSETRINNHILIT

Fl

ALNWITRINGIBITN

o,

annnanAntutuladuil 1 § HA
+ Conversational Leadership . P . o .
“hudszalin Teslslineiu vdu
+ Beyond polarities . - oo .

nunaw” I3 update I suiuRNLAZUSD

AT UNLNIU NUVIIUNANINAAINTSH (AAR)  undndamedl 1 Femsthanldidurlsza
A a '3 .. o &
nunasiiafingnised (RCA)  lidasiawneludulu

Fl

| @
wumuﬁagaﬁmﬂuﬂsz‘fﬂﬁﬁ

ayianl AnTfna (24 waAnpu 2562) “szuuRMAWASSEY” @ Thailand LA Forum 2019
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ADNSSUNUNOUWUTNU

Key clinical conditions
Context » | Keyrisk
Core Process Specific working conditions

Unit/CLT Profile %Iectwes & Monitoring

Medical Record Preparation Assessment Planning Implementation Evaluation Record

Care & Risk

: : 3
Bedside Review (C°'THER) | Communication
Continuity & D/C plan
Individual Patient Team work
HRD
Environment & Equipment
1\‘*!Ldgams.l Advice
. Complaint Management System orbidity
Other Reviews Aivese EventRick Mana%ment System——p| Mortality
Chec Competency Management
Infection Control s Aggregate Level
Management System il T e
- Mfcal Bemom Sysin Vigns Lavel
g Resource Mamgement System (UR) -CL1 !-M”—l
Measurement & Monitoring System -Hospital Level

oyt Aaghina (16 Tguisw 2547) “asuszguiuinsuazidoud1saa”
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nanAasan 2 “Idhhuesa dawald TRaruAn oendada”

= A ] + Outcome framework
b‘ﬂ']‘l‘i&l"lﬁl"i{@ WQ'I‘Jm’IQ’mm‘IQKHﬂ'TWGI'Nq
/ Theory of Change
'mﬂ']‘sussql,{l'mu'm + Measurement for
Souale qmqmmw?unszmumsmmu Improvement
ﬁﬁ?ﬁauqaﬁ'ﬂmsﬂsmﬁu‘[mmﬁm%’m
THmauein ?ﬁqmmuﬁé’ﬂfammzm@mﬁ% + Value Proposition

annuwanAntutuladuil 2 § HA “idhwineda Yawals Tinmen agrdafn” 1§ update
Bmsiufnwazsudunanfeted 2 Fersthainldudszdbidnaziaunesluduln

ayianl AnTfna (24 waeAnepu 2562) “szuuRMAASSEU” @ Thailand LA Forum 2019
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MsdoBouondun 1

wistlazvinaclaiad
anirBieniretuesinals
anibidauransiemdwinethals
sufinnumiignintessisthels
mﬁmuﬂmuﬁhmwmmﬁﬁam
NETRIC RO C3THER ihalszdmniu
SuilaRusnziiausindilauyniu
Arsasnnnsdeeniy
T ) e - dalsaumaiannssuuens
IDTEEERTTE  vinasugmsilasiidusa ® diansreminsioifiuszun: Pupose, Priorty, improvement, KPL
smnilasiuardsegnisiingodi ) Amianniny, wnARBadsN, wHArmMIriuaBNgunT
Annnandaddimmnainbasziuiin concem
R—n g TS kst e
Mmumuwmqm
anleanisimmumminufufianeasdng analysis et
'!iqu"ﬂmmﬁmmrﬁmm root B uatiusELy
TG e iiinigy
deuynasifivirienssa =D AAR dAmvn ﬂ_i’fﬂfrhm
vnifanantinissTumi 2 nsiidngn, venr@esn, Sddugfle
ahauinnsaniamadung
ayanl anyfine (16 demew 2547) “mslimu3nsdwiulsmenunaluiuladuil 27
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msdoBouondun 1 dJui 2

v

MANISN FimsiEhsTuL

ar o s

4
ilnnng/drtTnaesszuy

l

ufitleysa EIGEREY peAUsznaurassTUY
LRNIZATin Root cause

BENUULSEULSINAR

dfulgeszuy

. FemsMnausu/ Act
Tulagud 1 Wunsdanmstumensal Ufjifmugudaniv/
NUNINATEUS

Tulagun 2 INUNZYUANNAANTAIFN
ODNRUDIZUDUTIA Do-Check

aydnid Anagina (16 Mupipu 2548) “nsdpnisanndzafiennudasndelulseeiuna”
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uuladun 2 § HA: 3P (QA/CQI) Tunns:du

Vinlsisivizalu
) ussqiilnewdala
vinatinels Slhntinls
ﬁﬂTﬂLﬁﬂasz Design — Action Learning

Purpose Process Performance

3P fiuN1sUSHI9R9ANS
(strategic management)

Improvement

174
e lindu a9 s

3P fiumsguagilg
(clinical tracer)

3P Tuszaunsanem
(service profile)

3P Tuaulszanau
3p tulassmsWaungaunm (cal)

3P AUATSWRINISEULNIN
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duladun 2 d HA: Unit-based Quality

a &l - L4
1. u,u'mmwugm ﬂ‘ﬂm‘ﬂ‘ﬂ 3P

2. WawwiAMMN Service Profile (Unit Profile)

3. ﬁqmiuqzumwﬁungm q sruudeiauaue, 54., WoAnsTNLETNIg Lﬂ?‘@ﬂﬁ”ﬂluﬂﬁ?ﬁﬂmwLﬁﬂ@ﬁﬁ’]ﬁﬁﬁﬁm‘ﬂﬂwmﬂ
granadlu@n, guviszaunn, KM wziledinaeitlsziiudndtyuacieniainm

4. Service Profile 1{luA3asfladNM3LIINLNLLAZAAANNNTH A Lﬂdi:'ﬂﬂﬁm’mwu
AMANNLATNNILTTEINIERIMIENT1 Lﬁ‘ﬂﬂﬁ‘ﬂﬁmmummﬁﬂwﬁﬁ

5. TanssununauAnn unszandessinies Duissasilelumm Lﬁ?mﬁﬂum?ﬁﬂmmazﬁﬂui
Tanaimun Asidenassliimansaniunfaziaeeu TufinuaaueeIEY

6. miﬁ’mummmwmawﬂfmmu
7. \danleq Performance Management System

Purpose

3P ABINHILITH
Process » Process Performance

3P 229N5UIKBNIS

Performance
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duladun 2 § HA: Clinical Qudlity for Front-line Staff

Process Design &

DALI

_| Performance

Performance Monitoring
Human Needs + People-centered
~»  Patients
Clinical Conditions |
v
Risks
~  Processes
Requirements
T Resources » Efficiency
Context Quality Dimension

Improvement

Empathy map & design thinking

Evidence-based, CPG, CareMap

Outcome measures & clinical CQl

Risk management, HFE

Visual management, digital tech

Lean, UM, RDU

unay Il Aanina (24 unAN 2563) “HA: Be Agile, Be Quality” @ zaisuia3atneneviadifarsinuisszmelng
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uuladun 2: 3P Tu Clinical CQl

. mnqﬁTm
; T"“““ﬁfl" KPI Monitoring *» privEmaumum@gninsimnangien fsruuntadeansia
* wniednls PR 2 * piywmsdlondanii uiaduEnnduluiemaludnasm
* wneiuesdl fianniATes IARIALY *  nARsYIIUIRNA YN sEATIIL
Benchmarking Multidisciplinary Team
Anurangidengns HINUANRNY] HN
L whmane 3
naguagilog * Bedside Review
Medical Record Review - Holistic Care * guafifitinidnls dm Rawondion aseiloy
. e inzitiaboisig Auddali ednls
wwmqﬁmw*muuﬁn i1 cal uatsassaiies ;aguauuumﬁﬂa * 191 empower fthouazATaUATIDENSTEEN
usinzaemanastueuaaiEn q o iwmammmaatunsnduidutieesio
¥ control chart Bl . Tﬂxﬁzzﬁmuﬁmmﬁmﬁﬂw WIATMELNIN
RCA from Incidence Evidence-based Practice ATELUATY
. o * gsasirtidloedugafien vienineduls
Tﬁqzﬁmsmmﬁ;mzﬁ HIMATIHFTEINTY * spmdsuemitsudiazaty sguuanmdmil
Handaulng]
* Amssiainmanisniads dinfiglu * yndriniaadniwg noaAHeI sy
Aniteds guiudimdidentos e ﬂﬁJﬁﬂuﬁeﬁmﬂwﬂMﬁuﬁq
o 1 il deledligileduesdns + dszamudindusountisnsinanaseuty
* g "ﬁﬁ'nnwmemmqﬂuﬁa a3fia Cal ifin q
HaymszansaEanialuyia i * Didiusenhbimysaiyndedussn
» YiadAamasidednin e
ayIan Antina (27 &wnAw 2547) “Patient Safety” @ BusuNBANEASIINUIARALALsIMAlNY
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3 inulunruMwMsqIawuJoe

Medical Record/Bedside Review

Root cause Analysis from Incidence
Evidence-based Practice
w4

Patient Care Process (Part Ill)

¥ 2t m Lae 2 = ks tE*

Target groups

* Holistic Care

Health conditions

Multidisciplinary Team

KPI Monitoring '

Procedures

Diseases

Patient Care Improvement (II-1)

o

amiluassliifiunnaniaionsgua
Athzannnates yu waziidszlemilunsld
ANIREMIPUAKLIE

anAsuudsuansliifiunsiaIsan
y3unvesdtevie medical conditions
wu madulsanionsvindmanis waz
nasnsimanisluusazlsn Feonasauniu
MsAa158NI309 evidence fidpelgluns
quasnzun dhe uBowesmasenuuy
UASANMIUAE

gnAsuuIupUkanslffuAIZYIUIT
@uagfﬂwr??ﬁLLimLiﬂ%’muﬁmuw (mu
M35 HA soufl 1) Feazfiuuuun
WeaAudmILyng medical conditions
usasfinzazBoaamziiuansetuly u
309099IuL/5a

gnAsuuImMLBeLand i RuLUIRnLAS
w3neladmsuMsRAUIAMATNAIR LA
dihe ey HA unil I-1) Wuides
VBN

auinil AAYANA (24 SuAN 2547) “AINAINIAMAWALTSUULIANTE AN
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mMsusoy

mseusagAanAliRrasmsnadszul

msmusasRefiAuLALasnnsla
vilvinaafiudsfignazias
wasiiumsidandameluszuuiifudoy
U fiums\iaxsiagas HA National Forum A7 6 uuaARIBeszuL
fuAss 7 uinnssu Masas uazTANARMIN

WIN. (2 nIngAN 25649) Clinical Tracer

ﬂ'i“IEI‘iIﬁ‘IJ’ENﬂ’]'iWINi'ﬂEI
® Lﬂuiﬂﬁﬁumuumm@u
[} L‘ﬂﬂJ‘ﬂQ%Nﬂi“’ﬂ'ﬂUQ‘ﬁWWV]Lﬂﬂ’]“ll'ﬂ\‘il,‘ﬂ’m’]ﬁ"m
® ﬁ]ﬂN?’ﬂﬂﬂMﬂ’]WiﬂV}ﬂ’ﬂ\iﬂﬂ?”ﬂ’ﬂu
[} u'ﬂ,ﬂzi cal ﬂi‘“’[ﬂulmﬂ]Lﬂi'ﬂ\m'ﬂﬂMﬂ’]WVMMﬂM@W
@ Clinical Tracer WAAZFY ‘I]'JFJL@?NNNNNWLLE]W]NHN wﬂwmmuﬁvuﬂumwmuimummu
@ 1i1 Core Values & Concepts wmmuﬂfﬂﬂmuﬂuﬁﬁmm
@ Patient Focus, Management by Fact, Focus on Result, Evidence-based

WIN. (30 Humu 2550)
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15 Clinical Tracer WoiSsusia:weuunnnovfAUs:noulus:uumUu

Quality Process
1. ANTDYNITZUIRNITNAIW

v

u3un Usziandrany

Content
2. asasnszumwmaguadihy

v

Tanilszaed

Integration

v

v

Result

2 — - Fofia
aia Aaonanadng

v

Tonawmmw

nseuivzwliiiemsan A MINARIANIN I

0 : @
aghaidanlusuaznuszuy nsguanilon
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Step 2 Essential

weulvias e o
o -1 msuhasAng
AR YN
3 v i ) a @ 1 s a a
linnngn (6) ﬁumﬂ'suﬂq\m‘%’au,ﬂm’lﬁ’mwmmamiaamsmqﬂmmwﬁﬂszawﬁmw
iazaeiumaliiiflunsasiiadosin L 4 o e e e Ao .
WA AnindAryesnisdeansaeansdnlaiu uazansihidumisdiufen iy
Step 2 Essential sun3uh OV Aiosnumanluiasnisdeans (1) nguidhuung (2) Wem (3) g

v
a

A Ay v A a \ =2 a A

o wamillifiieulatng dhwmne fansss usisaupnui@ainan uas
WANATIAA WY

o uinaiAneazduvannis daya sivenanislinszy

wanmIgu HA fldnfigyunaiEes
I wuzd Ilsanenunadi la 5u
Assusostutud 2 Taldweuun

a a o @ °
dmsumasioany owstm 20 Aanssumsanansaslaivintlutlszd

& = o A v oo
Ut diledudt 3 v avmsRassdAnialsiiunanzls?
ANRIVNITNIYUUATUN 3 13I8 N@mia’ﬂﬂ’lﬂﬂu’ﬂih\i‘li‘?

M33uT09 HA Tdheiu

\3umaAnuNemanstagaunulasly SPA-in-Action
mﬂﬁa@ﬂwéﬂﬁ%ﬁﬂﬁﬂmiﬁuq@mnﬂﬁlﬁmmmlsﬁﬂﬂﬂﬂwdw,l,ﬁ
¢l9A0T09NNTADANIABINNN KA . . |
posaunas TR uindulademuedluBeseslainmnaniidueg

a3, (21 AaAN 2557) “premsiausiiosisaiulagudi 2 § HA”
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mslunaspiu HA anunuofa 3C-DAL

Information & education
Process control
Observation, Go & See

Leadership rounding
Organization Huddle, AAR & refinement

System
Core Values & Patient group
Concepts Unit
Process
Ql Project
Context <
S I Design

Process gap
Patient's need
Org. policy direction

KPI
Trace
Feedback
HA Standards Rapid Assessment
s Adapt P : i
P tefoesh ol stenviosis Abandon MIatufSy levet
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Criteria: sincuyi suhasghu HA

a N [l (%
WAs§IU HA AansauanuAnndaliiiutvasAsznaudiAty
VBIRDUNENLIANNAMNIN (BENEE)
LAZANMNFNNUSSEUIeRIALsE MR LLUANNY

® An explicit statement of expected quality

® A basis for comparison : : :
e : ® Performance specifications that, will lead to the
® A principle use for the measure of quality , , -
highest possible quality in the system.

msgue HA Tdnssuuuinzasnanisnedanunnganuuida (TQA/MBNQA)
Wugw Sewsunssuauiimilumsidsunessiy anasidiedugulumswieudiay
wazldFanainn adunsuanseandsqanniimeants Wunansefiuauiiazinlyg
aaamiigegaiidulylalussuy

nsUszifiures HA Aesjenszquliiinnisimunssupaumelussdnsagradussuy

LAZNINNDNANT

N3lduIRIgIU HA
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SiNCU7i: MSNOASKALUNOSTIU

asnaasanasguazdeliinanudrlalusnnsguidestussnednds wazldselopdifiatluls

Usziau f9e19

Standard

[-5.2n(2)(3)

Standard intent
(fmune/aurnpea3asil)

°o_ o

aenudinnugnity Tusegela wazadenaauia

Process customer

e NE

Value to customer

fowandaulumavinenuia aseeunniy Tnuduazaudusssy

Process owner

AMAIINNMT HR, §3uRasaunuy HR, Wndindisnu

Process

munuaadeiifinasornugniy — dszfiuanagniu - J5udqennupniy

Process requirement

Process Process Requirement

Muuaiadefifinananauyniy Wuiladefifinaade sdey Trnuewnziungy
Usziflumnaugnivy dotald dUszlopdld Wuilaqiiu
USu1gemayni AWilena nesziiu T
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Sincuzt: 15 3P IWOQIANWSOUUIODMSWEULNNDODANS

ANYINNIBVBIBIANS

l 6.1 1 ATasnLUl
FEULNTH 1-4.1 A NISIAKA

1-2.1 ATIAVINAYNE  =rp> - =i
6.2 7 A15IANTS AsANRuNIS l

NTLUIUATNINMN :
IV HANISAHRNIIH
2BIBIANG
Purpose Process u Performance

Analysis, Review,

& Improvement

I-4.1 2 ANSIATIALRENUNIVHANISANRRNS
1-6.1 2(3) N9USULFINTEUIRNITINY

I1-1.1 ATFUEHIFUATATN —
1-1.2 sruLUSHIsATNIRES
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Sincuri: MsiBoulas:HavHUoachvs YoduasTIuaoun |

3.1n
Customer & 11n(1)
Stakeholder Vision
Requirement Mission
3.2n(1) 3 2.1
Product Offering —»| Strategies I:'::l:?factti:n #| Corporate KPI
¥ Y
A\ 4
Product - Outcome
Requirement . Indicator
6.1n(1) 6.1n(2) 41 ¥
N Process - Process
7 izt Requirement 4 Indicator
| 6.19(1) %
Process _ Product
61n(3) Design - Delivery
7y 6.19(3)

oyl AnThng (29 dewmimu 2562)

Improve/Refine

MIFUNUN LLHQVIW\?W&MUW?ZUU@WJ]’]‘W FRNZIh]

A
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Sincuri: MsiBouleouasuU 3 dnuruouluovAns

I-3.1A
Voice of Customer

l I-3.2n(1)
Product Offering

l 1-6.1n(1)

Product Requirement

l 1-6.11(2)
Process Requirement

Process Indicators
.L V-1, IV-5
Operation Effectiveness

Product Quality
V-1

N9 sz L

1-2.11(3)
Strategic Challenge
Strategic Advantage
Strategic Opportunity
I-1.1A(1)
i 1-2.121(1) l
ket Strategic Objectives
Communication |
b ol 1-2.1n(5) l
e g 1-6.12(3) | .
' Imppllmnﬁun [ */;1 . | ImpmdMion Work S?Stem
i g |

Corrective &

Frevenive Ackion;

QIulliﬂ.l.. ; .

v |4 191(1)
PLIET

e

(Mertooma | 1-2.20(5)

High

Daily Work Quality Activities Strategic Management

]
s

' ' - L 'd 8 @ -
'BdﬂﬂiLLﬁ\‘lﬂ"!‘iL?ﬂHE DIANTHIITUASHIE W

N3lduIRIgIU HA

193




Sincuzi: Laspu HA AunowdLWUSTUISoORAMDODAnS

wrazi3nedinnududou
NS HAUANNTNNUSTTALAY
lwnelunmsinldugoa

WA TNTNENT
axlsilgiivazsianl4
sz lamilunisain
ANATNITOTRIBIANT

Resources —»

Core Competency
inl¥ Strategic
Advantage WNTU
oA ny
wazdtiulaacnals

Strategic Objectives
i Wiussqadesiad TumesnAulaneaiussunem
fusnalaiieala finns#iansain Strategic Objective
Mfasnnsussqatnale
M'_ss_'onl 111 Core Competency 18489ANT
= Vision . .
Core Competency AU A Laz18Y potential partner & supplier
fiusiuananatels Wfiansannatils
1 )
Core _ St_rate.glc
Competencies Objectives
a
meutse Work
| | Process 19815
., Strategic Strategic Strategic Ci’re Sog‘petency
Advantages Challenges Opportunities inudeauetnals

Strategic Objectives i
tszlaiiann Strategic
Advantages Wwadla

Strategic Objectives
MALAURN Strategic
Challenges Weln

= o .
H{N19U1 Strategic
Opportunities NTNANTUN
Intelligent Risk agi1als
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sincuri: SWOT & Strategic Opportunities

19 Strategic Opportunities Kae Strategic Objectives
fianwaruiudaduEedndy Tusunen

Strategic nARAMA/USMS L nANEFLULEMS Il aanalual
Advantages ANTTOUTUAN YA ANNFNNUSLval uIANgT
Environment Strategic i Strategic
Scanning Opportunities Objectives
Strategic ANEART AaflaeFnsfieaussy
Bl A
STRENGTH | WEAKNESS Challenges 4 4 E T
wlasuwiladly Fadia MGhalEaY Rl gL
o AINN"9AALANNIAL ANANNIDING
OPPORTUNITY 'THREAT e & o @
FTANANDY T4 N7 fulaluanudriia
y
< - . NasatnARTIFNglLl 98128110
SWOT Wun1q scan &9u3Inanu .
4 . . , n3Usvaninigeting
Faunsauazgnielifu Strategic -
ANUUI

Advantages & Strategic Challenges

awinnl Angfina (5 aanAx 2562) “msiamnguANlswenuialuga Distuptive” @ nMsussgsisnmansuuwnmdnmsiie Asell 32
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Sincuri: Lasgucoun | dodiBiivs:auktosmu DlsIWeRULN

wNUYDUINAIUD MNAYAUDDILIVNYIND
. , ANUETAANENSFNAAT i § fgy wniu
Mt lunIEUpL o Y .
GRS NI aananuiisifiesla

Wusgals Anusude
Auniasnudun
Wuagnals

I-5
MaIAK
v
¥ 6
NAAND

-6 N9

1]5 ﬂa s ARNRIPYIN magizmﬂm

MILNUIDUIITUS ABUAUDIANNADINNT aszaumahaulunisnuasesdl
a3 emnuyniy AugFuusnslaniesde UszanBan Uszanduaifizdle

> 6 v
-4 N137A %Lﬂi']z‘]ﬂ Ltazﬂﬂﬂ']‘iﬂ?’]&lg

sruudaranas 1T 2aussliisdiuanudisasaslomanauifiesls
wduyaraSauiuazesdnaisoudifisda
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asguaeun il posiBUs:10uls:AnSwadgoons:uoumsqiawUoe

ﬁmi%'ﬂu‘%m-iﬁéﬁsﬂuniﬂuﬂqmﬁm?ﬁ
fthudintalhnuieda
UssAandnmlunissusesainatneds

Access

v

nMsARuEn Meguagilatiseian mshitieya

Ent 2 &
| ] nmvemmiusen msszyifiheliuednels
e v . 1% investigate 1TulUBt MuIZaN
wnzan lneanusanilasewdns - Assessment Investigation e, s
i Uasade Miuaad waiifieusdiiesla
ArrBnuasT¥ evidence itusla | |
. . Afianalsa Harndaan asudian
£ Dla nosis NMFTIHIRE
o . 8 | gnéins M ifieela
AsauAguiiinasdson v v
flmansittaau faans . unudmrtsasauaanilynILazAN
—— Plan of Care Discharge Plan ; ol s
uaztiussTumitifnln | I'ig HasnisfiaziintunassmsinalEmdeda
N o £
l ﬁﬁ"l?ﬁﬂﬁﬂ‘iuﬂzﬂﬁzﬁ‘ﬂﬂuﬁ%tﬁﬂﬁ?ﬂ v fiheaula
: ; 2 i WARZFEIHITN
Reassess «—— Care of Patient «— Communication énformatlon 8; —
mpowermen 4
ATTHIMNEAN fiaulhsumsgua | I Minln
uAzUsAVBNATY BHWANIZAN (FHA Discharge < I & % ;
L f'l"l‘l'T“ﬁﬂNﬂ' WAWHTH uﬂ:ﬂﬂﬂ"lulﬁ“ﬂﬂ'ﬁ‘f‘i

mstssifing Uaaniy Auyiaei ‘ :
1nataels Winasdsasiaala

Continuity of Care  nsuszamaawsanile Wiaaw
dunfe uwzguadmﬁmﬁluadwﬁ
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Context: Slongi

Action “

Purpose E:) Design Learning

%% W
Improv

é‘

Concepts
W e

Context
f:a:‘[ilﬂﬁf

Process gap/staff concern
Patient’s need
Org. policy direction

Criteria
9 I
tnmn

Spread
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shong: SoNUSUNYOLAUIOD

o 151AalAs Huiiiazls wanvsalvuimseasls
o 1ilAnuITa/Aanatls

o lasAagsunanu dsunanusaimsazls

o i ldazlslumsn@n/lsms

o iililhmanzazls azldagnssluuluauian
o azlsAaAnuimeraasyasiasasliules
o 1l5uilganaziFaugiuacinals

audn AaTAna (16 unsIAN 2547)
iR mlssenagaudude

N3lduIRIgIU HA

199




slonei: Service Profile Aolonsiia:uniSauyoorhuoaviu

nifwazidnang & Q@ o .

' or{ﬂ\ ur\A %'\ QI'\
YDINUILNU z@o Q'\% & N
Purpose

Purpose Process Performance
| WA RN
|
WRHIADININ
Performance
- Fuiindessaniswamn
NIAAANNNITUTIY
. (Cal Stories)
iWraneveeRagey
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slongi: Hospital Profile Fiolongina:doyashAryuovoorns

USUN (context) ARANBALTANIZIANTANYDIDIANT Lﬂu?iﬁa*hﬁ’zyﬁﬁmWmsmﬂumiﬁmum%miﬁﬁLﬁumu

?J\?ﬂ‘ll%ﬂm.lLLaZﬂ’J’mﬁlﬁJWuﬁ‘“ﬂa\‘ﬁl‘mﬂaﬁ’]ﬁ’ﬂﬂu Hospital Profile baasiaAmW

External factors : political, economic, social, technological, environmental, legal (PESTEL, STEEP)
Competitive environment (competitive position, competitive changes)

:
How do you do it? Strategic context
Key work systems Challenges
Key work Advantages How do you
o 5
pro?e‘s§es Opportunities (I:ntliral:t. Who do you serve?
Who will Activities v Iu:' omﬁ'_. Customer segment
help you? T What do you do? sl Customer
i e What do you Service offerings requirement
& suppliers need? / Value propositions ———— Health service
Core competencies y needs
Workf reach them?
:;se{t);ce Delivery
channels
Other resources

?

What guides you?

Mission, vision, values, organizational structure

N3lduIRIgIU HA
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glong: 1Budn Concern yoonNwhg IIdoUAKUQ Priorities

yoieg ot it [ News | News | Concem | eter |
Professional concern Patient’s Need & expectation Patient
Workforce concern diofintin iowmuouiy) .o iciandard’ | Eiait Better
Concern for patients Waste Organization  Faster & Cheaper
Process Analysis (NEWS) Safety Al Safer
Voice of Patients l
Patient diary > Tty
Patient experience Ll
Patient journey map - qhe Learning
Patient shadowing
Patient satisfaction survey seim i
Complaint &
Social media

Organization Concern
Direction: vision & strategies
Sustainability: efficiency
Success
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slong: AanuIaU IKUYOYDSL dvdoya (UnaspuluBdaus:odu)

1. AENWLAK
= a
' i . WAWDDY HOW
WHY (ingeneral)  ynpsgmidfiilvianneezls 2. Wna993d (Aa13a8)

=3 . '
WHY (for us) svirbissuureaniiuatindls lmiuiuetinals TiBasmaiuatineayne
— ﬁz‘f'sﬁﬁgﬁifﬁﬁ ﬂ:‘fﬁﬁt‘l’«'{lu?ﬁ'au wbids vinliig Adnsminduatines sndinlatuetnels
odaunuagasin dulas wals fila ANHABUMANWIaAIIREatins MK isnilasiuetinels

" z o . L] o 1]
Fniluatinaiuezyinatnels luetiiiazvinatinels
' . = ‘
AsasAasyrdtstuaenivasnels
fimaina3ovseli glisnnassin awlianias
as s izmmw‘fﬁﬁnﬁfﬁezu%’u (M¥wan Human Factors)
Sufilszaunisnizedilos

waniuTuantneseds salssiudiossdelinang
ﬁﬂﬂ%ﬂqﬁﬁgmﬁﬁmuﬁamﬁh
Tﬁﬁﬁgﬂﬁﬁﬁgﬂ%tﬁuﬁﬁgmﬁu Waeyinanudintelandtidaan
WRanUszifudaty mAmumsAsuRessfin

11 rapid assessment Lﬁuﬁﬂgauﬁ'ﬁm Wananusios smansatinetion
Lﬁuﬁﬁﬂun’TﬁTﬁ‘Eﬂgwmzm'mﬁﬁmm‘mﬁu Wuiselamisantswamn
MIANHANIBINEDYR SamduaHAAEeRsiid i
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Slong: mMPNENTAUIWDDD

&9 WHO : dgwidedunugiensayransngalaiduiirsnials
#9 WHERE : flgwuiaduivaaudnsiadufiaunialsi
#9) WHEN : flgwidsdulugisnanladufidsnsels

Target Population

& wnihwinadaemadudang (Suain s.ungn)

£ ozlsfeumsguiidaunlalisuysal (gap)
9 nssadianssninunsunseluuivianngly
£ Jgmindunavesisesifsnzls
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slong: woisrun Gap goomsUQUaMULNASTIU

|;=11 Tas 'l dals ]

uﬂnn#“ LIRS IR s i k] oIng 5121 ﬂﬁ“d11r‘ﬂ1“ﬂ‘] 15‘2‘&“11“

wold

'gﬂw‘lﬁﬁ' miiitaiuln [ ﬁﬂggu;;n?::r::ﬁ::mn maitadunss lwudduilgm
~Cwormnanmd lwaiing:
FOHANTIANIEAY

Maaivawaifeasinumaua

Pl il
—_unnd lissumauafiiaadlule

fmsaaiuinluomitimue -

mviitasinlea
dufinminfowndes el Duiduimdotuinai, o bnidindugn
ilastdonaiiudn (wunm\lﬂﬁu’im's =1
itoduTanfolaaly Tsnae s anvuaamsidadion

Aaadiulse

AMIMumUaNNIMIIZaEN

/A mARANRD r finrm lisoandosasning =i
( mvitadoveanmdfuwenna _2elifannuliaoanda iy

Tufimmumaailuszu

av lsfiamaitiadui bisunemiiwinion
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Concepts: Shidn 15 Core Values & Concepts AIKUN:EL

Concepts

o G
Inan
u

Core Values & Action
Concepts
Context .
onsf Purpose =) Design Learning
t% Improve .
Criteri
i‘mn::f Spread oo

(

fansandnnasguiaziluldou asiadsunazwuifanantudalaunnyuiada
i ldnsudReuunasgudulyesnedindedu
lsendan wwiRananilednduinusssuasiinanu
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$hian: Core Values & Concepts MIKU:AUAUIUOOUIODMSWCUUY

Agility
Commitment

Patient Focus Teamwork

Focus on Result DALI

Evidence-
based
Improve

Criteria Continuous Improvement
Evidence-base Creativity & Innovation

Empowerment Ethic Focus on Result

Context \ Trai? Actionk%Monitor

Visionary Leadership Purpose [::) Design (PDSA) Learning

Learning
Management
by Fact

a0, (17 nsngAY 2658) @ Regional Forum wauwiy

N3lduIRIgIU HA
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Gnow Core Values & Concepts TRInU:rULNOSTU

uaanoﬁnﬂﬁwﬂalim llmha mental model \1
aeuniniiuad
mm.luﬁulau'mdau n'l'n!mdunuhanu'mﬁi
14 integrated
managml . .
UDNNATEIY .
a.m.a‘;’..’m Systems Perspective
dnatulivnssuuau
uavdngwinasdiho daadufunasiu
atiluasdnu " M8 (alignment & integration)
1 alignment vasnsiARa
iamied pattern vasmansal
Wi laladuanng
finsdadulaidusathesaunay
aulamanagnsiifindu uas ?:3:;:?;‘;‘”’“;"“
dumubitiauianTsy
q‘hnﬂu““uua’ . G
S . afaussniai
Creativity & Innovation Ao "’
Mdanudnahonssd Wanudaaioarsd
uazuinnsnufadauay uaruiansnudaaanuuy
Ana unio ua:ﬂ'mdnnszmums
mﬁa wWlnuioy wariiarie
dauaviiiiviuTamaasouiansa
a0, (17 nsngAY 2658) @ Regional Forum 2oy
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Purpose: coidhia:dinsthJodaduIndou

°°,“°EP“ Organization
Jnan System
Patient group

Unit Action
Process
Ql Project

Context % "
Sland ’m—> Design Learning
%, I

Improve

Criteria
T Spread
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aoidh - WhQ - Usuilasu

o

ANNL/BARY

ARV NuMUAinUfuReu

o v
—p|  snw1l3 ;
aquillu SAR Tugduwuy 3P

&

aoth s 1fg

wWhuaneiealla gap Map #2# Driver Diagram

| USuuldew

9215 las filnu els flomanaiun ANNARESI9ETIA/UTANTTU
WURAANNTEDNULL
dszifiunansusuwasu Human Factors
Lean

o = o

unauln Aagina (9 Fwnay 2562) Tuiinddiad 1 s, “nsdhanasgiugnnsufus”
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aoidh - WhqQ - Usuilasu

Usuiasu

AINUNIUANN NN EN/danAaRRenTIladelsA

vmmmﬁmiwumumﬁﬁ@ﬁﬂimLﬁﬂLﬁuﬁﬂH@ﬁugﬂuﬂWHIu ARU.... NA....
nnmmﬁmiwumumﬁﬁ@fﬁﬂimhqmﬁfluﬁcwmn 3 1hau
SRsmsTastilimnzauanasiesas.. . (ude. .

8n1A2N A ARREIT9INTNAREILNINUNNETTUNEN LA ARAS. ..

NIINLNIUANNATALA
fnNIInade N i van
fnANlNaanAFRIIRINTINADE

Savnipasdiesnurnuazainiumslisfiusazatiaselsafiinanuiym
@mLfmwmﬁﬂmnLﬂ@ﬂu’l,uﬂivLmummu%ﬁ‘lﬁmmLﬂuﬂmmm‘lummLmvm N,
Direct feedback TWiknidsia
Lﬁﬂﬂﬁjﬂwﬁﬁu%ummumummmmmﬁfawmmﬁﬂﬁﬁum 1378
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aoith: 15 Driver Diagram asuithrunana:Jodaduindou

o PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS
muuaLianaaas
‘iz‘lJ‘]J\‘I"IHH"INH’IH‘ij"N Secondary driver
Busssiu
‘ld‘izﬁ‘u?ll'lﬂﬂ"lzﬂﬂ Secondary driver
Change ides

E=1 Qs ol d

WA intervention

dea

PUrpoSe

i

Secondary driver

Change idea

Primary driver
Secondary driver
° o as
NIRRARNITIA Primary driver Secondary driver

Driver Diagram fasAdsznay 4 dwds (1) Whuwne (wey WHY) (2) Jadaduindsu w3 precondition

swumsussqhuung (aeu WHAT) (3) Uid@n1sieliifin precondition Semnvinaguaaiandn intervention
winegluunuiiasnaasewfudsasendn change idea (au HOW) (4) 6739 (aeu HOW WELL)

| 212

BedosuarANNENLLIANANAIIN §IuTBIN1TaT1IALLINele



Aoid: Mmsr Driver Diagram

Outcome Primary Secondary  Specific change ideas Change
drivers drivers concepts

Ideas:
Secondary o 1 ——» Concept1

/ driver 1 -«
Primary
—

driver 1

BN

Concept 2

Secondary <
driver 2

2. Aatdasnn 3. SeANENDY

3 > Concept 3
Aim or Primary
ok <) S ~—

4.30n3uANNAR

——— > Concept4

-«
Secondary < ~

driver 4 ) — % Concept5
Primary -—

driver 3 \ .

. <\

2 o Secondary o . ————» Concept6

5. NARAAIIA driver 5 I P
L v/ ) L V. )
Key leverage points Specific ideas, concepts and bundles
in the system that could generate the desired state

a v

wnandulunnevin Driver Diagram Usznausasdunsudeil (1) deduddsnisseydihnunsagansedy (Wulsiigiunanuasld)
(2) Anfe primary driver (Hadaduindoundn) Wosdudwounis (bidesauysal) (3) szanaupsidiufanslaiivhogudauaz
uuIARlnaie fissnviiisussqulmuneuaz precondition (4) AAN§UAMAAR intervention & change idea udadedn Fedafile
sinazldidu secondary driver wumuimﬁanssq secondary driver ugias@aifu azdl change idea azlsiudndn (5) fwundain
lundaznaaslildanniign dendaiiviuindisslond

o o«

YU ANYANa d3Uan NHS England
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Design ©oniuuns:uouMms

COyncepts
wan

Action “

Learning

Improve w
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ooniuy: Change Concept

Conceptual view of a driver diagram

Outcome Primary $ dary  Specific change ideas Change
drivers drivers concepts Need of users:
Ideas: . . .
Secondary 3 Simplification

/ driver 1 U P SR P . .
Primary 2 Human Factors Engineering
driver 1 . e

\ —————> Concept2 Design Thinking

Secondary <

driver 2

7 Humanized healthcare

— Concept3

Aim or Primary S d: 7
e« ey <—

- ©ENOo O AW

;» Concept 4 Lean: Evidence &
— Waste — value technology
o .
GliZED . —— > Concept5
Primary
driver 3 \ -
Second ) .
Z‘::,:rae_’ry < N —— » Concept 6 Safety
L v ) L v ) Risk-based thinking
Key leverage points Specific ideas, pts and bundl:
in the system that could generate the desired state

wuaRAM3sIWAaBuLaY (Change Concept) Hluuuamenineg sasmswaun Wudeiiazdaeqaysznne change idea Aifinana
nzianzasdmivilamiiinauidandy maldsis NEWS undangu change concept lANaAmNAWINUY Fenansuuddn
Wumseauaussausasnsvesdld (ss N) Taun msaseanuBeuie mseisdedadvayes aseanuuusmisanudila
ANNABINITRSHLE USn1sganeaeialavesanuuywd e E Aenisldnangruidassinduazinalulad siis W Asnsls
uwAR Lean wazsiia S AansAiisisanuiissiionatin

auinid AATANa (22 UN3IAY 2563) “From Incident to Smart Design” @ msiaundnaawidfifemsumsdosiuuazaiununiifiaide
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ooniuy: Idea Enhancement

dielawuaAneniziiazinuneanuuunsenaaeunisasunlaiwas oraldauss Ui
WBTI8ENIAUANNAR

e Shaping tazUsurnuAnfinsassudeldudaiazinlugnisufasassls

e Tailoring L51azudaspnudniialimnzauiuanudeensvaesaenels

e Strengthening mazLﬁuwé’w‘%aammmmmmﬁrﬂlﬁamﬁlﬁ

e Reinforcing Lazvhegnalsiieutloqadon

e Looking towards implementation 51azvhaeslsiialfiiulylalumstfus azineados
fulas

e Comparison to current ANuARTIWSBUfsuf D AsTiaslunauwnuwdaiusgsls msazysu
YN KIDNDY

e Potential faults or defects azfinufianainezlsistuainanudnd wazdlaeiuegnels

e Consequences aziinnansznulussasnataiazszyzeniogals

o Testability and prototyping a:nAsaUANNAELIINALENY Fagnals

e Pre-evaluation U5uanudaiiensuaussrudesnsvodiazlssiiu
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©oNIuU: Process Requirement & Standardization

Process Process Process Process
Analysis Requirement Design Indicator
JATIZHNITLIUNNT Aefiierin Fale e e RTINIEE D MIANTVITY
pagstia NEWS Whwnneg AmAn TorinunAeY TorinuAnY
ToNUA VB NTSUUANT ATSUUNNT
NITUIUNTT

a wa P

wesgrunsUtien dedundndsziuanuaadune

o styduppumIUfod: las viezls edhels

e szyReaulansUfon Sdfimadenlunsufon azldinasiezlslunssngula

o ilenudseddy Rasaniaztlasiuaenels

o szyiluamunsailuansnsldanndnfindefinme limeiu asduwmsldnaeifiangls

e 52yn38l feedback loop FERINSVURBUENALY Winliiulainfinnsdesiasznineiunauny
fianTaly

o szudayafiazfosdinisfineana (monitor)
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Action Uhns:uoumsluuqua

Concepts
B o
Jnan

COnto)f‘t
sland

Criteria
[ ‘s
NN

Information & education
Mindfulness

Situation awareness
Process control
Observation, Go & See
Leadership rounding
Huddle, AAR & refinement

Ve

Purpose IZ:) Design Learning

2, N
Improve

Spread L =
“~a
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ununyevorthmuluMsuNs:uoUMSIUURUG

Information

o afion1sufiReuil user friendly wazifluilaqiiu
Y = v al o @ v

o nsidnfisdayaidniu a qaldeu

Education & Training

e MsflnausuANuazinuefiandy 79 technical & non-technical skill

Mindfulness & Situation Awareness

o fiah fnnwdui wazaszndnlusaunisalsngg

Process Control

e nalamssuinmsUfiaauuuimsidmuald

e 7319 process indicator LABAILANATELAUANS

® Go & See

o mslusrmdauiuazuitlymivdufifauiindren

AAR & Process Refinement

o manumuilgmmasiifenuwasdiudysnszsurumsiiiuizoudny does
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Llearning Gamu Us:ou 1S8US

Coyncepts
Ivan

Action

Context %
fang " Purpose — Design

= 2

KPI
Trace

Feedback

Rapid assessment
Maturity level

Improve
Criteria

Sl Spread A%,
g

W
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Llearning: Giacnu Us:Ou 1IS8US

(1) KPI monitoring mmmum“ﬁ’m
. wmmwmmﬁrmmmmImﬂlmLLummmLW@ﬂ’mw[mm
. mmmummmmmmwmumﬂm ot danadng
. ’L‘nmszﬁummwLW@@mm?wmimmam
. mmmmevmumimwwmmﬂmu‘l,ummmum
wuy‘lm’]muami:mumﬂm fAeraiudayali
W
o Aipszvikaztiiauategyadae control chart duilu
Tl .
o Auntazauidy best practice WAZINUHY
TEUNLHA
(2) Trace AINTRE
o nliieiuirnudauasderndnlunislfim dld
iinldmsaagay
o lfmsdann dunwnl Anmiiuiindeys s
o pnsiiausiaszyedumeusT
o Anmnawianiessuedugmanunenil
AAEY

(3) Feedback SuWideazyiauaneinga1ag

o fufivdszaunisnfaeean Aoanisduniwnl 14
LLLABLONN RRAINIANRWISN Vi3a patient journey map
o fuilalszaunisnizespwineu wu ldnisaunungs
sy wazgiuranunielu nszilasasmydn
a o 1
azlsh avladelin hunazesls

(4) Rapid assessment ﬂsvLﬁuwamiwé'u"lfal,ﬁﬂ’l,ﬁﬁ'ﬁum

. li‘lmmﬂﬂﬂﬂ?”mumﬂmi@mawmm uﬂmm@mmm
1ﬂ1°nﬂﬁwiﬂ°nu’1mquaﬁﬂuau
o FudhmneliFaaudndeanetlsuiilulsaiuels
azillllszlemiasls
. zwmfamau'aﬁwmL%'\W"lmm@u@mmmﬂw
”Lumu‘ll@mawwm mmuLLM”Lﬂmm@mmmnmq
”Lﬂ'mnwu'aﬂﬂumiﬂ
. m"ﬂ%ﬁl’mﬂ’]ﬁ‘ﬂ@ﬂﬂmﬂm’]LW@F;Iuﬂu
o liArnudanda nreilsziiu ’me empathize
NANNATUTTSU s LaTaRtlY 1 @9UTuLaY
VIR
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Learning: KPI

IJuNMsIaIWowWeULUN

AINARIUN
(Improvement)

N3ZIVRATDL
(Accountability/Judgement)

N15398
(Research)

Whnisng

USudsedszanBan Usedndua
DINIPUA

Wizuidisy, maden, wildiula,
wseqslaifiowauulas

m’mé‘[,mi (efficacy)

PhIigk)

- test observability

AU Lﬂﬁ]ﬂ'ﬁﬂﬂﬁmﬂﬁ

Tsifimmesey Usziiuannany
Tuttaqiiu

NINAEDULUY blinded %38
controlled

- bias

P
add a &

YauSUaARTIAnTUREN AN LEUATIN

SawazUsuiioanani

2OAUULITRYIRDAR

- sample size

duineensuadn doles Tls
just enough data

Tddayailieadas 100% flawsa
st

wadoysswning ey
sounsalfienadululs

- flexibility of fauufguiavguy Wasuwadly  hiflsunhigu fauufguiiniusy
hypothesis dlaiamsBauiau
- testing strategy nasautduasulamugraaan Tiisinnamasay NABLIUNAIMR AR 3D

WIPULDIZNINNEDIEIAN

- msdndudnduns  afifdeezi (SPO) wiufimsliwasuudas GG R
wasuulasiaiu
- Ms¥nEnANEY lidoyaamziiisadeiunms Tdoyaiiolansisniz3uduas fimssnwnanudusesianeBiu
voeioys ol NN subject
flun: Institute for Healthcare Improvement (IHI)
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Learning: AruAwoOY Control Chart

waASMALAY variation 14 performance 28935UU
ferpsgagdtuiugauamsiiaTziinls e variation daaunaduwintdy
snunndneasiiunandoyanaifisaiy
awuaaslifiugaanamesswasuutas Wssszydvineslsludaafy Alideadsnaasunsannung
widayamsaadeudliarausasliiiiu peak vosilymdegedulufse 0.060
doyagalalaidl variation Alsddudasld Control Chart

toyasnsl Cfmtrol Chart tloUas18LnoU
WARINYI control limit & warning limit
0.04
0.02 . . 0.070
0 - 0.060
Y57 Y58 Y59 0.050
0.040
tioyasgdaiiou 0.030
0.04 0.020
0.02 /\/\____ ——
0 0.000
P~ P~~~ 00 0 0 0 O O O O M~ M~ M~ M 0 0 0 00 OO O O O
N LwWwwuwmLwuwmuwmuwLwmLwmuwmumn N o umuwmuumunu;mw;mu on
Sy, Ny, N, S, M, S, S, S, S, S, S, Y, T e, e, T, Y, N, Y, T, Yy Y, Y, e,
NS AN S N S ™ = M~ O = = I~ O o = ~ O
e e e O 0o 4000 A0 o0 o0«
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Learning: Performance Evaluation Framework

Lfluﬁ'mmuLﬁmjszLﬁumsﬂﬁﬂ’ﬁmummﬁﬁﬂﬂﬂLﬁuhlﬁ performance

a wa 1

wianazasnsUiiRdwssqlmangvesnassuiizsle

Process Evaluation Performance Evaluation
(HA) (A-HA)
Question How do we do our work? How well, how effective?
Starting Point Standard requirement Hospital What are our key issues?
context What are our goals?

How to measure our achievement?
Who will be the target groups?
What method of evaluation?

Example How do senior leaders communicate What is the effectiveness of the

with the staff? communication?
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Improve

Concepts

swan

p o “
Context .
$Tonsf Purpose E:) Design Learning

%, W
Improve

Criteria &
Sinmad Spread v Y,

~»
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Improve: IHI Improvement Model

sl IJuNisnadouyLNaIan
o naaoucioltioo

naaounanaiSoowsouniu

A(PI A(PI A(P\
Std Do S!d Do Std Do

AIF\ AIF\ AtPI
S\d Do S\d Do S!d Do

Act |Plan Act |Plan’ Act | Plan
Study| Do Study] Do Study] Do

flun: Institute for Healthcare Improvement (IHI)
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Improve: riyuovseUYELPMSNaaoUIRaU

Typical PDSA Cycle Example

Adapted from IHI" dh PDSA 4: Get ready for

implementation
Train for Implementation

PDSA 3: Wide-scale test of change

Revise and test with three providers from
different specialties across a mixed demographic
patient set

PDSA 2: Follow-up Tests
Revise and test with two providers and 16 patients

Hunches, Theories, Ideas
Introduce written action plans

PDSA 1: Small Scale Test
Test with one provider and one patient

L?a:&l‘i’lﬂﬁﬂﬂ‘ﬂu']ﬂl,aﬂLLé"Jf”iﬁEl‘UEl"IEJNa
o tilnfmnasavludasnardudiou TWneassandudua

=

o Milnfemnasevluzrnaniudans neassandutu

s oo

o tilnfmnasavluzanaimatsiu Tnaaesanduiuies wiaduny

o oo

o tilnfemanaaeuiugihenniey Wnnassanmdoniengs

o tilnfemanaapuiugioniiangy Winnassanndonilesy
o tilnfemanadeuiyaananneu Tineassanmiendeununnionieay

fiun: Institute for Healthcare Improvement (IHI)
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Improve: OKRs (Obijectives & Key Results)

Agile goals, shorter goal cycle, dynamic planning SAgnsiiatunisisentswana

Simplicity, reduce time for setting goal .
P €9 ; arsAnuRaAadinlanan
Transparency, everyone access to everyone else’s OKRs

Nested cadence: strategy, tactic, operation (Fswizdnmafidanin

Bidirectional goal setting, aligned autonomy, workforce engagement Fulfill ‘initiativ.es
Ambitious goals, value outcomes (destination) over features (means) Safe-to-fail experiment
Decoupling reward: separate OKR from compensation & promotion Short feedback cycle
N
o B _
Concepe il Action
E‘I&ﬂﬂ

Initiatives

Context .
flang  —" Purpose — Design
Fl

Value to customer OKR “y St Evaluate OKR
Value to organization Objective frequently
& Key Results (e.g.q 3 mo)
Criteria {ambitious, Impmve

'?lﬂ mlﬁ‘ == | challenge, focused
i value-based goals)

auﬁ'ﬁuﬁ ﬂmgﬁﬂﬁ (12 ﬁqmﬂu 26562) “Measurement for Improved Quality” @ wmi‘uﬂmmwﬂmsLLWWﬂﬂﬁamfﬁiwmma
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Spread: venawa

Coyncepts
swan |
Action
Context . c
Nong > Purpose — Design Learning
%, W

Improve
Eriterie: @ &%
stnoen & %,
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Spread: OWwIWUNSUENEWA

Leadership for Spread Set-Up for Spread (s@)
o MaUsuUse3esiliu key strategic initiative ¥8499ANT  ® & champion wdwTedpsiaNTy ([@sziudiuazszy
wiali? Navah)
o fifusmsriugeiuansaulunsvensnansali? o LHUADANIARININITNINRUILTT DI YHATUNY Y
° ﬁqﬂﬂam‘%aﬁmwuﬁa:ﬁmmﬁﬁaﬂﬁu day-to-day spread 1999?
winli? o WU IMITITTakazAdusalunsIdTINLazae
o WhnneniousegelavosasAnsaenndovivszovlmid  anufamih?
winli? o n¥wennsTifing?
Set-Up for Spread Strengthening the Social System

o lasfunguilmang (u wbhwnula fhenguln)? e lasandudsdssmaniumssussuulmifunguidhmng?
o fndwtTee (pilot site) TUTzAUANANSAIUEE e MIlE CoP azdhwlunnsvensnalsniels?

Alutie? o Fefimunthauinadessls aztelffunnlnguazin
o lasifunguardniiasinaulasuSesdlUugos? wielulaBsngaslumainnuegels?

* NaYNSTAzULNLNA o zndiouarismainheiseddlanaiiozlsihe azdnemen
o pgnpuesAlsznauluaniy Wennesdlsznauliune Tydefiudungnels azad1edewindon “all teach, all learn”
el agnls azdasuliiuihioasouianialmiognes?

o anuduiusAUnia o fihazfidausauuazifausorufiusuninognals?

flun: Institute for Healthcare Improvement (IHI)
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