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Quality Definition
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AIINEY
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Thought/Concept/ldea 4
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Fitness for use (1Wa1z1%)
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Freedom from defects (lafiifayw)
Delighting customer (gﬂﬁﬁwalﬂ)
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TETRTV “@OLNIN” 289 WHO & ISQua
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F2AUANNLUBLAFA BIDAMNAINIINNDIANT

STAUVDIUINITAVAINE I UL AAALazUIZBINT NOZINY o A o od
3 3 TABUAWBIAMNABININIDINNUTEAIAN

[~ 'y o ¢ A =< ¢
aNndtilwldlavasnaansgun NN NILszaIa was < A 9
3 321 WAz UINHANNATIARIY

sanafosiuanuivesiminuiuiisensulasiialy
2AARDINUANINFVAIIBIBANBILLUN LN IUIALNT The degree of excellence, or extent to which an

The degree to which health services for individuals and populations organisation meets identified needs or objectives
increase the likelihood of desired health outcomes and are and exceeds expectations.
consistent with current professional knowledge. (WHO) (ISQua External Evaluation Association-IEEA)

¥

fu'%mm*’umwﬁﬁﬂmmwmiﬁﬁ’nﬂmzéfaﬁ-

¢ Effective — Iﬁuiﬂﬁiﬁ“ﬂﬂﬁwuum%ﬂ’ﬂ&l‘iL"Nﬂiw’%ﬂ‘]&P (providing evidence-based healthcare services to those who need them);

¢ Safe - mmamaumﬁmamumms (avoiding harm to people for whom the care is intended);

® People-centred — mauauaammwﬂﬁl/mmmaams/ﬂmmmawﬂﬂa (prowdmg care that responds to individual preferences, needs and values).

L‘WBSI‘Hm%ﬂi‘”rﬂ"ﬁ%wi’)\‘lﬂiﬂ’]iﬁ‘ilﬂ’m‘n&lﬂmﬂ'l‘wEl\‘l“ll% fusmsammwavmaa (To realize the benefits of quality health care, health services must be):

® Timely - 8aq3z8e L’Ja’liaﬂaﬂ %38@1’3’111@’1“]5’17]7’161%Lﬂ@1a%@l‘i’]ﬂ (reducing waiting times and sometimes harmful delays);

¢ Equitable — vl.maam‘ww me@] ‘Ylaﬁl amwmamimmmaﬂw (providing care that does not vary in quality on account of gender, ethnicity, geographic
location, and socio-economic status);

® Integrated — mmsmumu‘ﬂﬂaﬂﬁmwmamna'*m@1 (providing care that makes available the full range of health services throughout the life course);

QQN ¢ Efficient — lﬁﬂiiwummmﬂmwmm'ﬂmmmama Elx‘iﬂ’J’]llﬁﬂJLﬂm (maximizing the benefit of available resources and avoiding waste).

Source: WHO & ISQua
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Excellence

Concern 1
Reliabili Integrity y
ellapl |ty > rust
__/Confidence

4

I ] Ever-improving value
Quality without

failure over time

J

Quality
Outcome that matters
Better health, better care, better value

Integrated
Care

Provider Customer
Perspective Perspective

>

mqmuﬁ @:m"gaqa (24 IUNA 2562) “Enhancing Trust in Healthcare” @ sw.gﬁwaa@gamL@m




ALAN (Value)

People-centeredness
Accessibility
Continuity

Social
Objectives

Clinical
Economic Objectives
Objectives Appropriateness
Efficiency Effectiveness

Safety
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Reliability

ATITHNINTITOUDY

Ability of a

System
Service
Product
Procedure
Process
Machine
Device
Person

o 2 Ad o
Gfuﬂ']iﬂ']ﬁu']ﬂﬂﬂ']ﬁuﬂ

to perform its intended
or required function or
mission

without failure or
failure-free over time
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Trust

Trust U Reliability

Reliability Aaaauidadialé (quality of being reliable) #Mu15admlfilaNHYME defect rate

o . 1 4 ] |
Trust ﬁ@mw:éﬁﬂuu‘f@ (confidence) TuArNHNTaTawaza1sladnTuiine (s

a9AUsEnauuay Trust

Benevolence Concern o o
s i ; AFNINBIANS
(Flm\i’]Nﬂ’]’]N(ﬂ) (AIMHWWMNIR Tﬂ?@)
\
\
Integrit Reliabilit
9 fyy o y, CULATUATN
(AINANYTDINIBN) (ruEadials) 3
\
Ability \ Competence
(AIMHFAIHTD N (AIHFAINITN) WU
N
S A
N Openness a
AREITN F3UETTH
(ANITIALNE) 3
Mayer Mishra
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Leadership & Organization Culture




N1ITUIVBIRUIIZALIEY

gﬂﬁsﬁu

NUUHUNRYNS

HINDEITH

NIANEYVIFL ATRSIN

IRHUDTTTH

LATIALHN

2
NATNLIANDN

ANARBIAT NTIEEUS

a

un.ai il gnudAna “A-HA Preparation for Senior Leaders” @ TW.8ALA9Y T A37177 (14 TWNAN 2564)

o




Culture-Core Values-ldeal Organization

1.1 A(3)

1.1 A(3)

1-1.1 A(3)

1.1 a(3)

1-5.2 2(1)

Learning culture Learning Learning Organization
Open communication & o o
Empowerment Living Organization
empowerment
Ethical and professional High Reliability
Safety culture . o
practice Organization

People-centered / customer- _
Patient and customer focus
focused culture _
_ High Performance
Continuous process o
Improvement culture . Organization
Improvement

High performance culture Focus on results

uw.aknywﬁ qn“qaqa “Profound Understanding of HA Standards” (N304 2565)




Culture
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WunasIngasngaag  Knowledge

Experience
Collective Meanings e o
Totality Beliefs Iﬂﬂlﬂﬁa\‘iﬂﬂ
gum O|f E_Otald it Values -Accept without thinking
T anve TEPOS Attitudes -Programming of mind

Predominating Perceptions

Competencies

= | = |
Nﬂqsﬂ“.’%aﬂ Behavior
-Are passed along / Arts
transmitted from one Institutions
generation to the next Products of human
-Socially transmitted work and thought
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1o Results 2utaRaw Culture

positive RESULTS

. create new EXPERIENCES
Experiences <
—
ew EXPERIENCES> ;
change BELIEFS Beliefs
/

new BELIEFS =
drive AcTioNs ~MACLIONS -7

/:‘i e
g £ —J> T

CULTURE PROCESSES

(People Power) (Process Power)

SUSTAINABLE CHANGE >

http://asiusa.com/quality-mindset/




Onion Model of Culture & Culture Hacking

¥ A o
=== INAILAADN
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Culture Hacking
o X 1. Change the work environment frequently
;/Ultlm ate 2. Get creative with recognition awards
R\Allegiance/:' Courageous Penguin award. (Google)

S 3. Make it harder to say "no" to new ideas
Bosses who reject a project idea from an employee
must write a two-page argument about why they’ve

\‘XOREQ V’G;p

By === a9 - 4 said no and publish it on the intranet. (Amazon)
e S e ‘ol 4. Consider reverse mentoring
4 5. Let people design the culture they want
--------- THE
Whas £ ENTERPRISERS
Dintane 4lis COLLEY PROJECT

w3 Ial gNIANa HNTIQINAINTUTUTBINANNEDUNINLIN (FUNAN 2564)




Onion Model of Culture & Culture Hacking
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¢ daily huddle,

® open door policy,

® one-on-one meeting,

®* dialogue,

® deep democracy,

* synergy/3' alternative




Review as a Foundation for Quality




Qﬂl%&ﬁ%ﬂﬂﬂﬂﬂiﬂﬂﬂ?%ﬁﬁ%%ﬂ PCT/CLT

Focus Group: 3au59 9A8a% 2BINIIQUS é’ﬂ'm‘l%mmﬁ:

Clinical Analysis: Isafigualanad vs TsangodiTyulunisaua

Process Analysis: N3¥UIWANSNNNITRAWIADLIH0IaRANNRID Vs NTZUIRMTNEIN
nn

Customer need: FINABANNAIANTI vs ANGasnshigonavanaslalua

Evidence based: evidence ﬁﬁ'}&ﬂﬂﬁﬂ?ﬂﬁt&&dﬁ vs evidence ﬁgdlﬁaﬂwﬂinﬁﬂuﬂﬂg]u?l
Utilization review: n1315nswennsialszansnn vs mwgmumé"nﬁﬁfamaﬂ%'uﬂ@
Risk Analysis: mﬁmﬁlﬂaﬁﬂaaﬁ%lﬁ%'ﬂqad vs ANNLAEINEI9AN13 187 root cause
Capability review: AMALAIADIAWAALE vs ANIANTGDINHWILANLAN

Benchmarking: a\‘i‘ﬁagl:sl%izﬁu top quartile vs a\‘i‘ﬁagﬂ% bottom quartile

v

un.auial anTdna AN AT ILUILTOININEDUNINLNN (BUNAY 2564)
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Needs & expectation of patients & customers

I-3.1n(1) AN DINITUARLANUAIAUITIUDINIILLRLHTUNRIU
I-3.22(1) aauNiaM underserve foalstiluamiiaiiiu
I-3.2n(3) A9 auAaIN I aLRY NS UNRIY

III-3.1(2), ITI-4.1(5) |n1saauauadmnusadnisitiuasasiu
I-3.22(1)(2), IV-2 UsggunisainasmNUWINalauavnie

W: Waste
I-3.221(1) SLEELIRNTAAAEL
1-4.2n(2) Tan&iszuy IT 3 ANdsE&naaIneu E: Evidence & Effectiveness
I-6.1a(1) n1sindia AReWsA waziAsaTiiaalniy III-2n(3) n1s1a evidence Tunisisuifiu
I-6.2n(1) 2952uL3R1 (turn-around-time) palae
1-6.2n(1) nsanMsld Mainauntaeh III-3.1(4) n1slaf evidence TUN15IIUHUQUA
II-1.12(1) nslAdsa1un (OPD, ER, ward, ICU) e
II-1.121(1) Patient flow _ I-4.1a(1), IV-1 |madnszadnisquanihanauisa
II-1.12(1) 1TanmigUsaINIIATELIUNITALAKE S
II-1.12a(1), ITI-22(1) |n15a527 investigation - a T »
II-1.12(1), II-6n(5) |nsiamn ;;L;.fs\g), IV UsydNTNaUaITIULIU
II-1.12a(1), III-4.32 |n15vinvieanns
II-3.1n, II-3.2n 1151139501
II-3.22 A5l ine

S: Safety

II-1.2n(3) [asnumunisdfiieuiihvunaainudaaasie
II-1.2n(2) |ANATAULAANARIAITTZUAIULREN
II-1.2n(4) [asnumuuasiaausannaiisnisel
II-1.1n(4) [msnumuuazizausanagaiunsaildsyiniu
I-4.12(1) n1snunIU reliability / defect rate

I1-6.1n(3) ATNUMIUNITLA stronger action / HFE
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S: Safety
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1-4.12(1) NINUNIW reliability / defect rate

1-6.11(3) AINUNIWANT MG stronger action / HFE
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Clinical Audit / Patient Care Review

WHAT IS CLINICAL AUDIT

“Clinical audit is a quality improvement process that seeks to improve patient care and outcomes through
systematic review of care against explicit criteria...Where indicated, changes are implemented...and further
monitoring is used to confirm improvement in healthcare delivery.”

Principles for Best Practice in Clinical Audit (2002, NICE/CHI)

The key messages being that:
1. Clinical audit is not just a data collection exercise:
® |t involves measuring current patient care and outcomes against explicit audit criteria (also termed
standards).
® There is an expectation from the outset that practice will be improved.
2. Further clinical audit may be required to confirm that practice has improved.

http://www.uhbristol.nhs.uk/files/nhs-ubht/1%20What%20is%20Clinical%20Audit%20v3.pdf




Clinical Audit / Patient Care Review

The main stages of the clinical audit process are:

1) Selecting a topic.

2) Agreeing standards of best practice (audit criteria).
3) Collecting data.

4) Analysing data against standards.

5) Feeding back results.

6) Discussing possible changes.

7) Implementing agreed changes.

Choose
topic

Agree /
review
standards

Collect data
on current
practice

Implement
change if

needed
8) Allowing time for changes to embed before re-auditing.

9) Collecting a second set of data.
10) Analysing the re-audit data.

Compare
data with

11) Feeding back the re-audit results. standards
12) Discussing whether practice has improved.

This process is called the Audit Cycle and is summarised in the diagram above.

http://www.uhbristol.nhs.uk/files/nhs-ubht/1%20What%20is%20Clinical%20Audit%20v3.pdf
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(Health Promotion)



Health Promotion

The WHO's 1986 Ottawa Charter for Health Promotion and then the 2005 Bangkok
Charter for Health Promotion in a Globalized World defines health promotion as

"the process of enabling people to increase control

over their health and its determinants, and thereby
iImprove their health".



https://en.wikipedia.org/wiki/World_Health_Organization
https://www.euro.who.int/__data/assets/pdf_file/0004/129532/Ottawa_Charter.pdf
https://www.who.int/healthpromotion/conferences/6gchp/hpr_050829_%20BCHP.pdf?ua=1
https://en.wikipedia.org/wiki/Health
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Clinical Governance [I-1.2n(3)] & Pyramid of Accountability

Healthcare Governance Commit Chief Executive, Chairman, |

and Non-Executive Direct

. assurance
. scrutinise effectiveness of NHS ¢ . assurance, accountabili
safety and risk manage Board residual risks
arrangements . resources
Level 1
Directors and Executive Directors and Senior Managg

Board Management € ) " -
. evaluate, filter, action key residual risks

Group ‘ e Corporate Risk Register
! resource decisions

Level 2 -
Divisional / General . ZisktRT%Eéf_rs 3
« Controls/Action Plans
Managers * Resource decisions
* Monitor/Evaluate
Level 3 « Report/Escalate regional risks

Departments, Nurse Managers * Risk AssessmichS
sl w * Risk Register
and Clinical Leads » Controls/Action Plans
¢ Monitor/Evaluate
* Report/Escalate

Level 4

Wards, Teams and Medical Special

Risk Assessment
Risk Register
Controls/Action Pla
Monitor/Evalua
Report/Escalate

Level 5

Frontline Staff




Strategic Objectives [I-2.12(2)]
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Ask, Listen & Do What Matters

agnn laasls
aunyinazls
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Achonable?

What Matters?

Motivational Interviewing

‘ linl Sl%i;i:l’mi I:M S@:I;S'mﬂmmilﬂ REFLECT = DOIng

o A o On What Matters
° ewsy © o Uneu What Matters
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International Forum on Quality & Safety in Healthcare. June 9, 2021




Ask “What matter to you?”

directs enables

AN ( Kindness

promotes

——

Attunement /59751200

% %] 6 @ a . =
dNNDRINIG  Kinship

Whole proces
reinforces
conditions for
kinship/kindness

Better outco
HABNETN A% :

apeutic alliance

S YL
IS, O

International Forum on Quality & Safety in Healthcare. June 9, 2021
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Make a
commitment!

Ask-Listen-Do What
Matters

At least 1 person in
the next week

International Forum on Quality & Safety in Healthcare. June 9, 2021
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Determination of Patient Engagement [1-3.22(2)]

1. | am the person who is responsible for taking
care of my health

2. Taking an active role in my own healthcare is
the most important thing that affects my health

3. | know what each of my prescribed medications
do

4. | am confident that | can tell whether | need to
go to the doctor or whether | can take care of a
health problem myself

5. | am confident that | can tell a doctor or nurse
concerns | have even when he or she does not
ask

6. | am confident that | can carry out medical
treatments | may need to do at home

7. | have been able to maintain lifestyle changes,
like healthy eating or exercising

8. | know how to prevent problems with my health

9. | am confident | can work out solutions when
new problems arise with my health

10. | am confident that | can maintain lifestyle

changes, like healthy eating and exercising,
even during times of stress

Patient Activation Measure (PAM)

Four activation levels

Four activation levels reside along an empirically derived, equal interval scale 100-point scale

Level | Level o
Qverwhelme ’ More self-aware, Taking action. Able Maintaining
d|seng§ged, but still struggling, to achieve guideline  behaviours and
struggling starting to build behaviours pushing further
Very high A&E/ED  confidence Very low A&E/ED

Low A&E/ED use.

visits, very high High A&E/ED visits, Low readmission use. Very low
risk of readmits high risk of readmits readmission risk
Segmentation
T | 20-30% ) 30-35% 20-25%
L L L LR R L LR LR R L LR LR LR LR A REN RRRRI AR RRLRE R R
10 20 30 10 50 60 70 80 90
&




Level of Engagement

Leading
Owning Co-producing e

Contributing Co- designing@

O

e

CONTRIBUTING

ENDORSING Endorsing Consulting @

FOLLOWING
OBSERVING

Educating

Highest-level of
participation
and influence =>

Tate
|
1)
H —
-
1

Informing

- Human-centred design

No power éDegrees oftokenism Degrees of citigen power
Doingto Doing for i Doing with

Following Coercing G

Observing




Hil289933WaIU (Co-production)

& A o { A a 1 1
duwdsnsviemnialamaladlousnisganinuazguswiiainsan lugms
ﬁ%da%ﬁtﬁﬁtﬁﬂuﬁ% ﬁ'au@if%adu‘mﬁqﬂ PDINITDDNUUD W1 LLazisziain
STUUUINIT

<, o 1 A A ¢ . .
lwnsgaauNuAAandlszaun1Ialase (lived experience) Twn1zlan1ae

=< [t YR = = Y o o 1 o a =
vmaLﬂ%g{nmmzamﬂqﬂﬂaﬂ%mLmzmﬂmsawua‘tgmtazmmsaﬂsﬂ%

F319AMNA RN LTI AYDININLY

(<) 1 [~ a a .
m‘lﬁ’mmﬂqﬂaguug'mwaam'lmﬂ%mﬂ LazlNA person-centred perspective
A H (~f . - . .
AN ize1adn involvement, participation, engagement and consultation

[~ o .
liluwtdvianuas self-care, person-centred care, & health-coaching approaches

NHS England. Coalition for Personalized Care




é’ﬂ')&l‘i')&dﬁmwl (Co-production) : Values & Behavior

1 [ 'y 1 < A 1 °
ﬂﬂﬂ%‘i')&llﬂ%ﬁ]'\"ﬂﬂ\‘l ﬂ')'ladagaamm)mmﬂ%mwm
U Qs v A % U A
1o uazaRuaERs wazn1saAal IR I2US3
Ownership, :
: A commitment
understanding :
to sharing power
and support of 5l
) and decisions
co-production s
byl with citizens
A culture Clear
of openness communication
and honesty in plain
English
ABSIINVDIAINN NISRAATNTALIW
239 lanazitlanine ANV 9

%] ai U 1
am%ﬁﬁuﬂ%qmm
LAZLATSWNWLAZNY

A culture
in which people
are valued and
respected

NHS England. Coalition for Personalized Care




Clinical Change’s ‘Change Challenge’ m

s
4 .
Y Clinical Primary  Mental ‘Community  Patient/  Citizen 8 Digital  Cuiture  Workforce Commercial Systems Green
Change Care Health Care & Carer Public & People NHS
- y - -
v - & ~
I8 : -
What to stop Primary/Community eumatology
Assessment and Triage
We've neard from peogle that there are Please athne hey changes in petent cars o Plense odine the key chaages s care for
SOPNE DROCESSES Al 15K sl Rewes SLOpEe0 Praoany Cormrunly Assessrnent and 1rkage DS D) seen Ly
i Eponsa 10 The pandamic 1T peaple. that howe taken placs o far dunng e Meumataiogy Sanecas. Wa ae nferect od
L a 2 ®2 0b o4 23 2 o2 ns 30

Focus on Musculoskeletal (MSK) conditions

« Crowdicity — crowd-sourcing approach for everyone to submit

Pain Management Rehabilitation Spinal Conditions |d e a S a n d Vote
Please outline key changes i paliert cye n Ploaze ousthne ey Changes in patent care o Flease outhne key changes n patical care n
Faan Mancoxsmest (et have Laken place Rehebiabon Care lhet nave laken place 30 Sonal Condbions thet nave ke place w0

e | | eammemene | | e | @ O @reas listed — including spinal condifions; pain management,
partnerships and what to stop
« Survey open for 4 weeks — 187 ideas generated in total
179 ideas reviewed by expert panels including people with
lived experience and clinicians including Cristina and Mark
Planned and Elective Urgent and Emergency Partnerships 5!
Care « Use of a structured approach to assess the impact and

Piease outline key chasges i patiert care i Plaase oukene hey Innovations, changes and Flezse hedp s to undersiand how peopie
Planned and Hecive Cave Ui ave Lakey CEVESOINNERS 18 [RE Wy You Diave CEfiversd Wl [ved Scperence. famfies, voLnicers

e e R feasibility of each idea to develop summary list for potential

Implementation
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Performance Measurement [I-4.1n(1)]

I-4.1 n(1
[1-1.1 u(1)] [1-2.2 (5)] [ (1]
aausvava Strategic KPI AARINANNATINUN
LAIAREND Tun15u55] [1-4.1 a(1)]
_ TnaUszavALdanagng
[1-6.1 n(1)] [-4.1 n(1)] - Jiarzuazlsediu
Aafiriueuay Healthcare «  ANUANIUMIN
UINITHUAAN Outcome Indicator ¢ ANMUALSA
=
o anuagusalunig
[1I-1.2 2(2)] [1I-1.2 2(3)] N MaLFUDINIT
. o . AABIUNRNTT pr
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s1a15a Outcome Indicator
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ANLBaN8ITERING Purpose & Performance
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Embed learning in the way it operate [1-4.22(3)
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How Learning Occurs in Health Systems — 3 Dimensions

Means
of learning

Actinnfp raxis i

CI
]
::‘.i"

o

Consequences
Fromewaorks, f e Altered
Learning miodels, Actions Adjusted goals! learming
framewarks — OssUMpLions, actions  policiess structures/
guiding actions a proaches processes

Learning across

Learning levels

loops

Learning health systems: pathways to progress A flagship report from the Alliance for Health Policy and Systems Research, WHO



Loop of Learning

Triple loop
Double loop

Singe loop

* Howwdo we decdide what is
righit
= Transforms the way you

look gt lssnes and appioach
o ke s

* Doing the dght thing
Reframes how thing s are
oo e

* Doing things right
» Do things differentls

'E mD'E]UEH Elming Ewiml

Principle

1 lsnanazlslunisaadwlataanasnialrsmi

a v A A aa [ 'y
LsﬂugmanJaﬂmn]aa'aﬁmsuaaﬂ‘szmmmztmﬂq;m:
AFUNAN AN IHRSIIN DoAnad (Transform)

Purpose

o a A o A '
LI AINAITNIHAI D Ll
= v A o a s o 1
SauiiaiinuwansauIsmsrinewlua: szuy
lisunsa ng uNuIM AIIANAII (Reframe)

Process

o v = | 1
megnmaamav[u
a U oA o [ aa
L‘JEI%ELWaﬂiﬂﬂ’l‘illﬂaﬂ’a’mﬁu’lﬂ ms‘laiqaﬂwm 19
9211 (Action)

uw.agﬁ@uﬁ gm“gﬁqa 11 NINJH1ad 2564 “New Issues, New Knowledge, And Some Thoughts” @ HA Surveyor Camp via Zoom
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Psychological Safety

S A belief that the context is safe
| for interpersonal risk taking —
f:l]{l eSS, that speaking up with ideas,
Ol.ganlzaf"" questions, concerns, or
§ g mistakes will be welcomed and
T valued.
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International Forum on Quality & Safety in Healthcare. June 10, 2021




vinla Culture of Respect 2913w Critical Pillar

Wellbei
ellbeing Q . Engagement
Health Equi
quity . . Quality & Safety

Diversity, Squity & ﬁ’ Teamwork & Communication

Inclusion

Workforce Safety .

Patient & Team Member
Experience

- Vs

Virginia Mason Institute




A Journey Developing a Culture of Respect

Beginning the Developing a Improvement
Journey Foundation Through Training

Refreshing the
Commitment

AdeStlng 84% —> 87%

= L Speech
. — — a0 e -y Shanng < X
.o g : AL : Vi Feedback 4% =% 83%
- . Sl XL
N P T————- g Saying S -
.o.-. ......_ Thanks 79/. — 90/.
Results bom 2018 vainirg)
Surveys highighted List of 10 “foundational Sustained multi-year effort Refreshing and reinforcing
deficiencies in behaviours of respect” culminated in mandatory with targeted impravement .
communication, teamwork, developed training workshops and introducing ‘

and respect "1 ﬂ

Virginia Mason Institute




Foundation Behaviors of Respect

Be a team player Connect with others

Listen to understand Walk in their shoes

Share information Be encouraging

Keep your promises Express gratitude

Speak up Grow and develop

J0BCHO

Virginia Mason Institute




Speak Up Lﬁatﬁﬂmq Disrespect

Use key phrases to respond to disrespect:

« | noticed/saw/witnessed [specify: words, tone, touching, positioning, etc.]
- |t made me feel uncomfortable because

« Now, let's refocus on how we can help __ today.

- That way we can do our best work as a team.

Y o 1 (~1 1 o 31 V) o 1

* AUFINAINARI ... (AINA WUFLI NITTURF 1IN19 989)
Q o U o U, 1
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Culture of Appreciation

Collective
Values

Meaningful
Rewards

244: 1 ni ¥ 1 A
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FINUATNEYANIIN good to great




6 Ways to Build Culture of Appreciation

Begin the Promote Learn to Publicizing Celebrate Engage with
day by the habit appreciate the important employees
sharing of sending employees appreciation milestones at a more

thoughts of prompt in ways for a in a grand personal

gratitude ‘Thank You' preferred co-worker manner level
notes by them
IFUAWINGLE o .
D e oA FILFIUNIR

NMILLINUVAR .

4 e “UATVILA W
LNEINUAINY o :
o NUN
dserivla

https://www.hifives.in/building-a-culture-of-appreciation-in-the-organization-through-employee-recognition/
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Process Management Revisited
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Process Management

1-6.1 0 (1)(2)

Purpose ” NANDINWINARA ANABINIIVDIZNAT NANIIAIANT
nNaazls 6.1 3 (1)
Standard Work | DA DI Yo1N] éfaaﬁm%mmzmuqmnmgﬁ%
- - 1.2 n(2)(4) .
’ Process | > Risk & Incident | 5 0. iuasifaomuanuidas
el | Management N13IANITUALITERIINGLANI I
Improvement’ 1-6.1 2 (4), 9(1); 1-1.1n(8), 2(4); 1-4.2 2(2)
—>| Innovation, & | nswilania NIRRT NTHIIRIANTIN
Best Practices | nsufianiiwuuvaziena
1-4.1 n (1)
’ Performance| Outcome & Process Indicators

Quality Dimension

o P A
NI LA

WN. am@nu fn 8 “HA/A-HA Preparation for Senior Leaders” (ﬁm’mw 2564)




Process Management

2.1 2 (3)
- 1 146.1 1 (1) 1-6.1 1 (3) 146.1 2 (1) 4.1 1 (1)
3.0 (1)

Process flowchart l T
Value stream map _—-
Patient journey map

-6.1 0 (2
Service blueprint Han@ ‘
1-6.1 % (4)

v

w3 Ial gNIANa HNTIQINAINTUTUTBINANNEDUNINLIN (FUNAN 2564)




Process Flowchart & Process Design

Access

l Assessment ‘ Discharge Plan }—»
Investigation

Patient & family
preparation

Plan of Care

l

‘ Care Delivery ‘

I Discharge
Reassess l
I Continuity of Care

Nursing care
Nutrition
Medication

Anes & surgery
Other intervention
Rehabilitation
Palliative care

Pain management
Health education
Etc.

Flow

Internal customer
Process requirement
Process indicator
Process design

ATUIUNTS
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Patient Journey Map

Feeling | Thinking | Doing

Journey Map- Recurring Patient

This journey map are an illustrates the user journey
of a specific user type, the evidential patient.

£ »

Asthma patient
needed attention

"He (my son) was having
ahard time breathing”

15T 2MD

> - ) :?ﬂ > :%—@
®

Drive to hospital was hectic Spenta while finding Checked with person Waited for the turn The woman at the Sentback tosit
parking space, had to park behind the reception. reception called and waitagain
inthe garage patient's name to check

what was wrong with Name was called
the patient. afterwe walted
for awhile.

® ®

*There were lots of stop signs *I had to carry him on my back "Youget slapped inthe faca “Thera is nosign to tall you

on the way to memorial that all the way to the ER" when you get there. The what to expect. Thera wera

made me upset.” first thing you see is the pink signs with information
line quadrant you know being conveyed to some gov-

be herefora emment organization what
hospital does rather than
addressing the ptients. It was
ugly stuff on the wal

Frustrated, Dissapointed
Anxious, Uncomfortable,
Discontent Questioning their logic

Patient Journey Map J318aztagan1nnI Pat

8 Q

Directed to go to Pedeiatric Had towait in their
department. We found our ‘waiting room, until
way to the

®

“Triage nursa sent us fo the "We were hungry &
ped department, they gave thirsty .. water

8

a9

Nurse comes in, asks to wait for
the doctor, Doctor checks the
patient, calls respitory techni-
cians. Patient is treated back to

®

"People were nice to us, they
genuienely cared ..cons were

signals, no ane took us there,

the
we were walking on our ‘wayin the back”
own®

¥
out. Hospital never told us the
process. Doctor explained
steps he was going to do, no
one else did:’

Anxious,

afe,
Neglected,
Confident

*lalmostsaid | am out of
here .. we waited &waited &
waited ... then nurse said
dcotor has to prescribe”

ien

> >
‘Wait for doctor to give Had to waitfor financial
prescription paper work, it took 30

mins or more.

®

"By the time | was ready to
bolt

“His name was inthe com-
puter but they still made
us walt that long. It took
us 30 miins to getdone
with papar work™

Relieved, Exhausted, Confi-
dent of treatment, Worried

t Care

Co)

Went to find the car.

You leave the hospital you
feel like came back empty
handed. you give them your
time, your money . give
something (to patients when
they leave) a pen that says
Memorial.

Process




Value Stream Map

Value to customer
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Integrated Transformation Approach miﬂmﬂ%:aal,mumm'\m‘s
d PP o

Top-down Core process
directional redesign
setting

Vision

Bottom-up performance-
improvement problem solving
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Service Blueprint

= M e E = E M

Physical
7] Regisvotion Coehirmanon
evidences cordrmation moil Surpeise ot Websae updotes Acconet datoly Coupon Masiogo
Customer
actions
LINE OF INTERACTION
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Front of stage wSalte
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LINE OF VISIBILITY
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mopazines.
LINE OF INTERNAL INTERACTION
Support.
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End-to-end Process

END TO END End-to-end describes a process that takes
a system or service from beginning to end
and delivers a complete functional
solution, usually without needing to obtain
anything from a third party.

End-to-end processes, value chains, and cross-functional processes are all
common names that organizations use for the same concept—connecting
process steps across functional boundaries that are focused on the same end
goal. Regardless of the term you use, end-to-end processes have four key traits:
1.Use and outside-in perspective
2.Encompass an entire value chain

3.Focus on customer value
4.Categorize processes based on their value to the organization




I-1.1 A.(1) AFBUNITUIHITITUANAIN

Core values & concepts
Guiding principle
Philosophy
Culture

Concepts
v (%]
;man

Voice of customer
Staff concern
Org Direction

Context
Slang

HA Standards
Prof. standards
Evidence/CPG

Criteria
(% 6
3’ LAtWwN

Strategic level
Work system level
Patient population level
Unit level
Process level
Ql project level

A  Design

Spread

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

Action

Test Change Idea
Improve

KPI
Trace

Rapid Assessment
Clinical Audit

uw.agn”@uﬁ AnTANa “HA Standards 2018 Explanation” (f9vnau 2561 U3U1l39 anmeaw 2565)




Day-to-day Performance: Unknown and Generally Ignored

Control Standard Work

HaaWgraIn1sUfUR MUy ldnilynn dnecliidunius gn

aziae wiatlasnldudon delunisfsuulas uazdefiazdnnis

Easy to see ‘Difficult’ to see
Risk Complicated aetiology Uncomplicated aetiology
Difficult to change Easy to change
Management Difficult to manage Easy to manage
Safety focus:

accidents & disasters

AN ORV R e HIN
Useaed uaznaansiduae
Hdefinaaiinlidng usd
mniladeiiduden snfiaz
Wazwas annfiazdnnis

Easy to see
Complicated aetiology
Difficult to change
Difficult to manage

gratefully accepted

-1.5 -1 05 0 05 1 15

13 Safety-l to Safety-Il: A White Paper

2 25 3

Exceptional performance:

Priorities & Goals
for Improvement
& Innovation

a

wn.awiat anTdns “SeeipsuazanuinuwiAnamnn giwaasn1saieanalinele” @quinu 2564)
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We must understand what happens when “nothing” happens

The result of Safety-l is that we know something about what goes Success Acce pta ble
wrong, but almost nothing about what goes right! r_> (nO adverse events outcomes
Outcome

value But to manage safety properly, we must understand what happens when
A “nothing” happens.

: o * (X Everyday work
A Ah"&"a@ﬁ\%@%} R , (performance

variability)

NS

SO SOMNR AKX R M\ 2%
RAEASONI

2z ’ ‘ "f;a f:f
5 Perfo,sPXat, g
g T aneet Failure
Counting what goes wrong does not measure ident Unacceptable
safety, but the ?.< lack of safety (aCCI ents, outcomes

incidents)




The Resilient Performance Enhancement Toolkit (RPET)
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Standard Work
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The #ImprovementMethodOlympics

In the spirit of the Olympics and Paralympics
Congratulations to our winners!

PDSA cycles
What Matters “ PDSA is amazing, it empowers ] )
you to try small tests of change Apprec|at|ve
to You? and to learn from what happens )
“ vt sk Tisten Sethien act and generate even better ideas. If |anIry
together you'll potentially waste you only ever use one QI tool... 6‘ It's abogt recogl?ismg the strengths
time and resources on improving elerErEich of those involved in the change,

whipping up lots of enthusiasm and
boosting with a charge of feeling
empowered.

things that aren't important to
people;  @ClaireM7523

@MsKTaylorMoore

ore info: horizonsnhs.com/ImprovementMe



Deming’s System of Profound Knowledge

e Learning from theory & experience
e Operational definitions

* Expert prediction

* PDSA for learning & improvement

Theory of knowledge

|

Appreciation of a system »  Quality improvement » Understanding variation
* Interdependence e \Variation is to be expected
* Dynamic e Common or special cause
* Interactions ) * Potential mistakes
: Human behavior :

e System must have an aim * Knowledge of baseline
* Whole is greater than sum * Interaction between people

of the parts  Intrinsic motivation

e Beliefs, assumptions
* Will to change




#ImprovementMethodOlympics

First round Quarter Final Semi Final FINAL
4 August
. 8 types of waste
. PDSA cycle 12 August

. SBAR \
. Six Thinking Hats 1. PDSA cycle

5 August 2. 5 Whys

. Prosci ADKAR /
Service user stories 16 August

5 Whys
Ishikawa/fishbone diagram
6 August

. Appreciative Inquiry
. Model for improvement
Design sprints

. 13 August
4. Failure mode & effects \
M 1.Appreciative Inquiry

7 August

1. Value stream mapping / 2. Value stream mapping
2. Kaizen

H W N =

P wNn =

1. PDSA cycle
2. Appreciative Inquiry

wWwN -

5 18 August 19 August
3. Safety | & Safety Il 2 o i 1. PDSA cycle
4. McKinsey 7S -é 1. Appreciative Inquiry “Sg ¥
8 August ‘é 2. Statistical process 2 \What inarersta g
1.The 5S's 8 contrel
2. Liberating structures 14 August ,,%
3. DMAIC -

|

1. What matters to you? |

4. What matters to you? |
|

|

9 August 2. Experience-based

1. Experience-based codesign codesign
2. SIPOC / 17 August

3. Positive deviance
4. Visual management

10 August

1.What matters to you?

2. Statistical process

control
1.Statistical process control
2. Pareto analysis 15 August
3. Schein’s Culture Iceberg
4. Diffusion of innovation \ 1. Statistical process
11 August control
e oA | & Dilverdlagrams For more information about these tools,

2. Kotter's 8 steps

3. SWOT
4. Juran trilogy horizons.nhs.com/ImprovementMethodOlympics

methods and methodologies please visit



Start

The red box contains six levels, each with objectives called actions.
Complete these actions to advance to the next level. Once you begin,
the red box can only be exited by succeeding or by giving up. Here is
the secret to beating the red box: don’t give up.

If you conquer the red box, you earn an exceptional prize: a blue box.
What awaits you in the blue box? There is only one way to find out.

[Begin]

Inception.

Improve.

Investigate.

Iterate.

Infiltrate.

Design Thinking

Adobe Red Box

To start any journey without understanding your
true purpose is to fail before you begin. Your own
motivations illuminate the path to success.

Great ideas emerge from great insight. Learn t
spark your imagination by observing the woyfd
not as it is - but as it should be.

All ideas begin life as bad ideas. Learn to grow b Prototype
ideas into good ideas and the secret of knowing
which is which.

Is an idea valuable? It’s a question only customers
can answer. Find out quickly by validating your
ideas with real-world experiments.

Assess the data from your experiments to evolve

your hypotheses. Devise clever experiments to

reveal the true nature of your idea.

Even great ideas must prove their worth in
corporate combat. To conquer the red box, use
data to sell an idea to your organization.



Inception

Why are you starting this innovation project?

Before accepting the challenge of a personal innovation project,
consider if it matches your goals. Success is far more likely when
work and personal objectives align. In short, motivation matters.
What personally meaningful goals will a successful innovation
project help you achieve?

Refer to card . for inspiration.
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Creativity is not mysterious. While the brain chemistry
that sparks neurons into creative connections is not well
understood, we can follow steps likely to trigger the kind
of creativity we’re after. Here’s how.
Insight = Input

Innovation js the implementation
of creative ideas. To be innovative,
the creative ideas we seek must Novelty § Utility
be both novel and useful. Novel

ideas are the result of insight. Creative Ideas
Usefulnessis based on

internal and external input. Innovation

Ideation begins with inputs and insights.
Go to cards £2) and £1)) now to learn how to gather in

insights. Return \ben pleted. / /

Your objective is to generate bad ideas.

A lot of bad ideas. Most great ideas begin life looking like bad ideas.
That’s why the red box contains a notebook for Bad Ideas but none
for Good Ideas. Here on Level 2 they are the same thing. We're less
judgmental if we label our raw ideas “Bad” in advance. Keep that
notebook handy. Once you begin ideation, ideas can land at any time.

BAD IS GOOD

Kick off your process with a formal idea generation session. Block

45 minutes on your calendar at a time you’ll be rested. Find a quiet
place and silence electronic distractions. Place a pen, the Bad Ideas
book and a pad of Post-It notes in front of you. Set the Kickbox timer
for 25 minutes. Do not allow interruptions. Use your observations

and questions from 2b as a jumping off point. Brainstorm. Jot down
interesting thoughts. Jot down crazy thoughts. Some spatial thinkers
place sticky notes in rows, circles or clusters to reflect related concepts.
If any unrelated thoughts encroach, like “Don’t forget to call Bernie”,
queue it on a Post-It off to the side.

After your solo ideation session, be patient. Creativity is a background
process. It may be helpful to have ideation sessions with others
as well. Do what works for you.

Complete actions on 2a and 2b. Go to Level 3.




 Input

2a

From inside the company
Ideation requires input from sources inside the company to
frame the objectives, requirements and constraints.

« Company mission statement

« Company strategic objectives

+ Manager or group long-term objectives and KPIs

« Discussions with co-workers, particularly those in different
groups and fields of expertise. This is a frequent habit of
successful innovators. Discoveries are often found in the gaps
between business groups or job functions. Innovators
consistently reach across these boundaries.

From outside the company

External input sources are essential to spark new observations
and questions about the world. However, do so in moderation.
Many entrepreneurs succumb to “TechCrunch Blindness” where
the blast from a firehose of new product announcements from
sites such as Beta News, TechMeme, Mashable and others causes
indecision paralysis. Explore, but be targeted. Use the internal
inputs above to focus your discovery.

« General news sources

« Industry news sources

« Research and technology papers

« Trend-spotting websites

« Conversations with potential customers.

See Level 4 for ways to engage with customers.

Input

Inspiration

Don’t overlook the importance of exposing your brain to divergent
sources of inspiration such as music, art, architecture and more. Brain
studies show that all of these can elevate the creative function of your
brain. It’s like seeding the random number generator of creativity.

Complete any three actions below.

Then advance to card 2b.

D Have coffee with an interesting co-worker that you rarely
interact with. Try for someone in a different group or field.

Discuss your group’s long-term objectives with your
manager or senior manager.

Browse trend-spotting websites until you discover two
interesting trends you didn’t know about.

Talk to a customer who is relevant to an area of interest.
Talk about their problems and desires.

Read a research paper in an area of interest.

I I B



Start

The red box contains six levels, each with objectives called actions.
Complete these actions to advance to the next level. Once you begin,
the red box can only be exited by succeeding or by giving up. Here is
the secret to beating the red box: don’t give up.

If you conquer the red box, you earn an exceptional prize: a blue box.
What awaits you in the blue box? There is only one way to find out.

[Begin]

To start any journey without understanding your
Inception. true purpose is to fail before you begin. Your own
motivations illuminate the path to success.

Great ideas emerge from great insight. Learn to
spark your imagination by observing the world
not as it is - but as it should be.

All ideas begin life as bad ideas. Learn to grow bad Prototype
Improve. ideas into good ideas and the secret of knowing
which is which.

Is an idea valuable? It’s a question only customers
Investigate. can answer. Find out quickly by validating your
ideas with real-world experiments.

Assess the data from your experiments to evolve
Iterate. your hypotheses. Devise clever experiments to
reveal the true nature of your idea.
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Even great ideas must prove their worth in
Infiltrate. corporate combat. To conquer the red box, use
data to sell an idea to your organization.
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Empathy Map
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FEELINGS

Blue Hat - Process

Thinking about thinking.
What thinking is needed?
Organizing the thinking.
Planning for action.

Winite et - Facts
Information and data.
Neutral and objective.
What do | know?
What do | need to find out?
How will | get the information | need?

Red Hat - Feelings

Intuition, hunches, gut instinct,
My feelings right now.

Feelings can change.

No reasons are given.

BENEFITS CREATIVITY

CAUTIONS

B

)

Green Hat - Creativity

Ideas, alternatives, possibilities.
Solutions to black hat problems.

Vallow Hat - Benefits
Positives, plus points.

Why an idea is useful.
Logical reasons are given.

Black Hat - Cautions

Difficulties, weaknesses, dangers.
Spotting the risks.
Logical reasons are given.




Insight

Active Observing

To think differently you must be able to see differently. Observing

is more than just watching, it’s active observing. This means
watching through different eyes. Try imagining how someone else
might see the problem or situation you are observing. For instance, a
child, the oldest person you know, a great innovator or even a time-
traveler from the future. What questions would they ask?

Ask Different

Great answers come from good questions.Innovators are insatiably
curious about the world around them. Interrogate what you observe
by asking deep questions.

Encourage your curiosity beyond products and technologies
to people, problems and businesses. Nurture your passion for
understanding how things work and why they don’t.

Often your colleagues can be good sources of intriguing questions.
Call a “Question Storming” meeting. Instead of answers, focus on
generating thought-provoking questions.
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AARTY
Divergent Thinking o . o p . ") v a .
e rent * uanuaziinasrlsenautasualsINAILID N
transforms to what you are cbserving and questioning. 1 Y | < »
Deconstruct Can you deconstruct it into component elements? * ﬂ’]sl’ﬂaﬂul’l’ﬂaaﬂ']%w%’]ﬂ Gl%n.!ﬁ%%%al’aﬂaﬂ ﬂsu‘sgﬂg
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tu.macr-:l?"i'i'hat iff?ar things become near and near ' - - ' A
Hings beceme o natdagnuilasarnpautaa nnntdnnnn 3N
Scope What changes when here becomes everywhere, when g
one thing becomes everything, when that which was
local becomes global and what was global is local?
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Seguence What occurs when that which was first becomes last,
before happens after and easy becomes complex? g Io bal

Time How does it change if right now is forever, if fasteris

H Y v &
clower, shorter = longer the frequent becomes rare o nstdagnuidasaintaan mnﬂ%qumﬂ%maaﬂlﬂ N

the random becomes regular?

Value Whatif good is bad or best is now worst? What if the
perfect becomes average, the free becomes priceless
or the important fades to trivial?
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Complete three actions. Return to card 2.
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D Actively observe in a familiar context. Shift your mental
perspective until an interesting new question ocours to you.
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|:| Read news articles to find a problem that exists in the world.
Use the divergent thinking framework above to generate three
interesting observations or questions about it.

|:| Using the inputs from 2a, generate 3 insights, observations or
questions related to your innovation interests.




Start

The red box contains six levels, each with objectives called actions.
Complete these actions to advance to the next level. Once you begin,
the red box can only be exited by succeeding or by giving up. Here is
the secret to beating the red box: don’t give up.

If you conquer the red box, you earn an exceptional prize: a blue box.
What awaits you in the blue box? There is only one way to find out.

[Begin]

To start any journey without understanding your
Inception. true purpose is to fail before you begin. Your own
motivations illuminate the path to success.

Great ideas emerge from great insight. Learn to
spark your imagination by observing the world
not as it is - but as it should be.

All ideas begin life as bad ideas. Learn to grow bad Prototype
Improve. ideas into good ideas and the secret of knowing
which is which.

Is an idea valuable? It’s a question only customers
Investigate. can answer. Find out quickly by validating your
ideas with real-world experiments.

Assess the data from your experiments to evolve
Iterate. your hypotheses. Devise clever experiments to
reveal the true nature of your idea.

munatuNanaulangdgly

Even great ideas must prove their worth in
Infiltrate. corporate combat. To conquer the red box, use
data to sell an idea to your organization.




DEFINE: Point-of-View Madlib

WHY: lﬁ%ﬂ’lﬁﬁl}l actionable problem statement

HOW:

o Tavaanaluanyoi %,
* [USER] @29n19192 [USER’S NEED] 429910 [S =
INSIGHT]

POV: Harried mother of three, rushing through the airport only to wait hours at the gate,
needs to entertain her playful children because “annoying little brats” only irritate already
frustrated fellow passengers.
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Start

The red box contains six levels, each with objectives called actions.
Complete these actions to advance to the next level. Once you begin,
the red box can only be exited by succeeding or by giving up. Here is
the secret to beating the red box: don’t give up.

If you conquer the red box, you earn an exceptional prize: a blue box.
What awaits you in the blue box? There is only one way to find out.

[Begin]

To start any journey without understanding your
Inception. true purpose is to fail before you begin. Your own
motivations illuminate the path to success.

Great ideas emerge from great insight. Learn to
spark your imagination by observing the world
not as it is - but as it should be.

All ideas begin life as bad ideas. Learn to grow bad Prototype
Improve. ideas into good ideas and the secret of knowing
which is which.

Is an idea valuable? It’s a question only customers
Investigate. can answer. Find out quickly by validating your
ideas with real-world experiments.

Assess the data from your experiments to evolve
Iterate. your hypotheses. Devise clever experiments to
reveal the true nature of your idea.
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Even great ideas must prove their worth in
Infiltrate. corporate combat. To conquer the red box, use
data to sell an idea to your organization.
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Raw ideas can have great potential but they are not yet
ready for testing with potential users. First they must grow
stronger and more refined. Level 3 gives you powerful

tools for improving ideas. A »
P & aylanaaaliga

Capture
It’s helpful to express each idea in a consistent product statement.

Boiling a product or service down to one sentence is hard. It requires
deciding what really matters and can sharpen the idea in powerful ways.

“A <product/service description> for <target customer> that <key value>
enabling <primary benefits> unlike <existing alternatives=."

An example would be:
“A portable music player for audiophile music lovers that plays music files
from lossless formats enabling improved quality unlike iPods and other
compressed file players.”




Combine
Many of your raw ideas may have similarities. Go through your list

and consider each idea based on relevant criteria such as problem
space, value proposition, customer type, distribution channel, delivery

platform and technical components. Can any ideas be logically
combined? If doing so strengthens the ideas without defocussing them,

consider combining them.
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Business Model Canvas

Problem @ Solution Unique Value Unfair Advantage Q Customer
_ Proposition - Segments
Top 3 problems Top 3 features e Can't be easily copied or bought
Single, clear, compelling message Target customers
stating why you are different and
worth paying attention to
Key Metrics % | The “Wow!" Channels -
Key activities you measure ‘*f The one insanely cool, feature that Path to customers
Examples: Monthly active users every review will rave about Examples; Website, Sales force
Cost Structure Revenue Streams 2

Examples: Customer acquisition costs, Distribution costs, Web hosting, Employees,

Manufacturing, Support

Examples: Direct sales, Subscriptions, Training, Support contracts, Upgrades
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#3289 VVe aRe Good DISK
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DALI & Juran Trilogy: All Three Elements Are Needed

Quality
Planning

urpose 8

Quality Control ->

Improve

Quality Improvement

Learning jummes

Quality Assurance & Risk Management

Feedback into better designs
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*®

Quality

5]
=]

Planning

Process performance (%)
o+ o
Q o

N

Zone of Control §2

Zane of
- Improvement #2

20
Zone of
Improvement #1
l—_." I
J Time
Feedback into better designs
Source: Juran J, Godfrey AB, eds. Juran’s Quali “

ty
Handbook: Fifth Edition. New York: McGraw-Hill, 1999.
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Improvement Culture & Quality Plan in HA Standards 5™ Edition

l Organization

I-2.2n (1) Strategies
-4.19 (1) Org. Performance review

3.1 n (1), 1-3.2 1 (3)

l Voice of Customer |
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Opportunities for
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1.1 7 (7)

} Meso System/CLT

I-4.12 (1) System Performance review
1-6.1n(3) Core process redesign

II-1.12 (1) Clinical audit/review

II-1.1 0 (4) Other self-assessment

Micro System

1.1 0 (3) Daily huddle
I-6.1 2 (1) In-process measures
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Improvement
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Management
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Whole System Safety Measures: Safety: Hospital-Acquired Condition

The rates for acute care hospitals of the following conditions:
 Foreign object retained after surgery

e Air embolism

e Blood incompatibility

 Falls and trauma

 Manifestations of poor glycemic control

e Catheter-associated urinary tract infection

 Vascular catheter-associated infection

e Surgical site infection, mediastinitis, following coronary artery bypass graft
(CABG)

e Surgical site infection following certain orthopedic procedures
e Surgical site infection following cardiac implantable electronic device

e Deep vein thrombosis/pulmonary embolism following certain orthopedic
procedures

e |atrogenic pneumothorax with venous catheterization

IHI White Paper (2016) Whole System Measure 2.0: A Compass for Health System Leaders




Whole System Safety Measures: Serious Reportable Events (SREs)

The total number SREs (or sentinel events) during the reporting period.

e Surgical or invasive procedure events : wrong site, wrong patient, wrong procedure,
retention of surgical object, intra/post-op death in ASA class |

 Product or device events: death or serious injury associated with air embolism,
contaminated drugs/devices/biologics, device is used other than as intended

e Patient protection events: discharge a patient to unauthorized person, death or serious
Injury associated with disappearance, suicide/attempted suicide/self-harm

e Care management events: death or serious injury associated with medication errors,
unsafe admin of blood products, a low-risk pregnancy (mother & neonate), fall, pressure
ulcer (stage 3 or 4), wrong artificial insemination, failure to follow up or communicate
laboratory/pathology/radiology results

e Environmental events: patient or staff death or serious injury associated with electric shock,
burn, use of restraint/bedrail; any incident of medical gas (no gas, wrong gas, contaminated)

e Radiologic events: death or serious injury associated with introduction of metallic object
Into the MRI area

e Potential criminal events: patient abduction, sexual abuse/assault, death or serious injury
resulting from physical assault

IHI White Paper (2016) Whole System Measure 2.0: A Compass for Health System Leaders




Update 210 a#a09nN1311 RCA

J———— e e
___—
—

3. Proactive fact finding

(listen, observe & investigate)
N\

Jurlainaataalagly
empathy map

<%
After the
Acciden

Before the

4. |dentify root causes / Accident

causal statement

ssysuvail 3 & 4* tier
1uv!n potential change

HINDSIGHT BIAS

2. Identify potential

change or unsafe act
F

-

=N | ¢y potential change a1 care
process ‘Vi'a'a work process mtm

mumwmﬂmﬂm

WUNNNINTEVNUREAEAY0Y
AUANUanTUNIT0]

5. Propose creative solution

Tdwan human factors
#wn mindfullness

un.a1iai gnudAna “Current Thought in Quality Coaching” (541103 2564)




Modified Empathy Map NUN1911 RCA

anazls 3&nadls

Think and Feel

Taawazls Winasls

Hear

T~ See

waazls vinazls

Say & Do

Pain Gain

azlsfilahiwldauaa arlsianifiaa

uw.agi’wﬁ Qﬂ"gaqa “Current Thought in Quality Coaching” (fu’)ﬁﬂw 2564)




Contributing Factors to Adverse Events in Health Care

5th Tier

External

Environment
Knowledge base,
New technology,
Equipment design,
Economic
pressure,
Public awareness,
Demographics,
Government
initiatives,
Healthcare policy,
Political climate,
Rules & regulation

2nd Tier 15t Tier

n15921A root cause AvsduAulUTHAS
3 %139 4™ tier ¥@4 contributing factor

4th Tier 3rd Tier
Physical
Environment
Lighting, Noise,
Temperature, Workplace
Management IayO{J/t, I?lsttr_acuon,
Organizational policy/ entifation
culture/structure,

Management system,
Management priorities,
Leadership
involvement,

Work process design,
Policies & procedures, -V
Resource availability,
Staff management,
Training & education,

Human-System
Interfaces
Medical devices,
Equipment location,
Controls and displays,
Software control,
Paper/electronic charts,
Information technology,
Available information

Maintenance,
Support from central

Social Environment

functions Management & supervision,

Group norms & climate,

Communication/
coordination,

Work life quality,
Local procedure

Nature of Work .
Treatment complexity, Individual Staff
Workflow, Factors
Competing tasks, Knowledge, Skills,
Interruptions, Experience, Performance
Physical/cognitive $ Sensory/physical $ Acceptable or |$
requirements capabilities Sub-standard
Alertness, Fatigue,
Team Motivation, Attitude,
Role clarity, Handover, Cultural competency

Communication,

Latent Conditions

Patient Factors
Having information to
avoid AE,

Social or cultural factor,
Language barrier,
Medical condition,
Medication

Active Errors

Adverse
Event
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NUNIMBNIINEAANT (Mindfulness/Awareness Review)
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situation awareness
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Surveillance

Healthcare Incident
[I-1.2n(1)(2)]
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Healthcare Associated Infection (HAI)
[11-4.1 B(1)(2)]
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Disease & Health Hazard in Communities
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Epidemic (>mean+2SD)
Outbreak (>2 cases after common activity)
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Standard Precautions & Isolation Precautions
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Transmission base precaution
Contact, droplet, vector, airborne
precaution
(based on the clinical presentation or
syndrome and likely pathogens)

Standard Precautions
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