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Growth Mindset & Fixed Mindset
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Fixed Mindset vs Growth Mindset
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Growth Mindset Outward Mindset
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Empathy
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Combining Empathy and a Growth Mindset
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Combining Empathy and a Growth Mindset

Elon Musk, the CEO of Tesla and SpaceX.
Elon has shown empathy by developing
products that are better for the
environment and society. In addition, he
has a growth mindset by continuing to
push the boundaries of what is possible
in his industries, constantly innovating
and improving his products.




Combining Empathy and a Growth Mindset

Empathy and a growth mindset are potent tools that
can help us create a more positive and supportive
environment for ourselves and those around us. By
striving to understand others and approach each
interaction with a willingness to learn, we can impact
someone's life. So, let's make empathy and a growth
mindset a part of our daily interactions and work
towards creating a brighter future for everyone.

Michael E. Smith
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Essential Skills for Success of Growth Mindset
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What skills do get you closer to your Growth Mindset?
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How to Develop a Growth Mindset?

“Recognize Fixed Mindset Traps” invihainufavasatasialtidwlomatsuld growth mindset
“Embrace Challenges” lausuanuiime lveasniuadassa wdidwdulona

“Don’t Fear Failure” Na3anaauinaddulszaunmsalnsisous 15l dead end

“Value Effort” liguieniuananenny duldgyidaudazinmid dufamiainsanuaauszaing
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“Seek Out Constructive Feedback” ¥i1l#1 Li’]Lﬁuﬁgﬂua@m ANIPRINN

“Surround Yourself With Growth-Minded People”

“Celebrate Your Small Wins And The Success Of Others”
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Source: https://www.personatalent.com/development/how-to-cultivate-a-growth-mindset/
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The Living Organization & Teal Organization
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( Living Organization

Newtonian Physics -> Quantum Physics
Modern Management -> Li\cing Organization
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Ideal Organization

& Culture in HA Standards

People-center /

Customer-focused Culture

Learning Culture |
I-1.1 c (3), I-3.1a (1) High

I-1.1 c (3), I-4.2 b (3)

Learning Improvement Culture
Organization I-1.1 a (3)

Performance

| High performance

I-5.2 b (1) Organization
Open communication &
| Safety Culture empowerment
I-1.1 c (3) I-5.2 b (1)

uw.mﬁmﬁ qn“qaqa (8 F9rnan 2566) ANRNIINANIN Tsow mu’mqﬂ’mﬁﬂini “Next Step After AHA: Safety Excellence Self-care”



Success Healthcare Organization
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Ever-improving
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Performance Organization I 4 > Other
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Organlzatlon ! Health Service Py O education,
sector: delivery: - /

sanitation,
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financing & facilities & (8 labour, .housing,
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Living E

& others
Organization

Lower Cost

Ideal Healthcare System Ideal Outcome
Integrated, people-center care Value-based Healthcare
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Integrated Care : Intervention on All Levels
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Valentijn P et al (2015) Towards an international taxonomy of integrated primary care: a Delphi
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HA National Forum Theme
1t (1999): Quality Improvement to Serve the Public
2nd (2000): Roadmap for a Learning Society in Healthcare

34 (2002): Simplicity in a Complex System

4th ~ (2003): Best Practices for Patient Safety catCh Up

5th  (2004): Knowledge Management for Balance of Quality

6t (2005): Systems Approach: A Holistic Way to Create Value With the world

7t (2006): Innovate, Trace & Measure

8t (2007): Humanized Healthcare

oth  (2008): Living Organization

10t (2009): Lean & Seamless Healthcare

11t (2010): Flexible & Sustainable Development
12t (2011): Beauty in Diversity

13t (2012): The Wholeness of Work & Life

14t (2013): High Reliability Organization (HRO)
15t (2014): Engagement for Quality

16t (2015): Imagination for Quality

17t (2016): Enjoy Quality Every Moment

18t (2017): Inner Power, Together We Can

19t (2018): Value, Quality, and Merit

20th (2019): Change & Collaboration for Sustainability

21st (2021): Enhancing Trust in Healthcare

22nd (2022): Towards Scaling-up and Resilience in Healthcare
23rd (2023): Synergy for Safety and Well-being
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10 Inner Powers

Power of Appreciation

Power of waRpanienimi Power of
Imagination /"% 03 Wi COMPpassion
Power of
gopesiof e wisisz  Collection
Consciousness 3asiin
wasilyy
Power of
Power of "'"'*‘g Wisdom wa Power of
AN FISNE1 -
Concentration Confidence
P oo i £ WRINR WAIISEE Power o f
Mindfulness Perserverance
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Enlightenment

Acceptance
Willingness
Neutrality
Courage
Pride
Anger
Desire
Fear

Grief
Apathy
Guilt
Shame
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Ultimate Consciousness

Pure Tao *

Flow
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Mindfulness in HRO: Reluctance to Simplify
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Spiritual Health
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Spiritual Health (§2a1zn191a0)
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Spirituality
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Purpose Driven Mindset
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In addition to
prevent errors,
surgical time out
make people feel
easy to speak out if
something happen.
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. Initiates By:
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¢ Procedure & Laterality
Circulating RN:
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Outcome Framework

Vision . .
Overall Objectives
................ l /Goals
Mission Indicator.... T Assumption....
|
Strategic Objectives ‘
1 Objective/Outcome 1 Objective/Outcome 2
Operational Goals T Indicator.... Indicator....
................ l ‘ ‘ Assumption....
Local Goals Deliverables Deliverables Deliverables
1l /Output 1.1 /Output 1.2 /Output 2.1
Department Goals Indicator.... T Indicator.... Indicator
................ — | Assumption...
P Activities 1.2.1 Activities 1.2.1 Activities 1.2.2 Activities 1.2.1
erformer Goals
Indicator.... Indicator.... Indicator.... Indicator....
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Learning Mindset



Learning in Daily Operation

Control
Standard Work

ZONE OF QUALITY MANAGEMENT ——» |

QOutcome
value

A Learning From Excellence

omun>0 WMo =

Positive

A B Cc
(Borderline) (Average) (Excellent)

QUALITY OF CARE
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Ew
— U
£ :
2 | o3
z >
2 3 -
© 3= 3 5
on HEN & =[rrronmesmnssmenat of O
2 8% 3 25
. 8 <
Counting what goes wrong does not measure 3 3
o
safety, but the 2 £ lack of safety w
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(Borderline)

Learning From Incidence

Risk
Management

uw.agﬁ'@uﬁ ANTANA



Learning From Excellence
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« msusule protocol, guideline, SOP
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_%/ \‘SIH’H Mini Appreciative Inquiry

LfE report number
Subject of report/role
Participants

Date of interview
Definition

Purpose of meeting PRAISe project Al interview

Discovery .
Please describe what happened that Dlscovery

da.';? 1 U 1 a » d? a/ 3

oy e it about you &/or the o huan WleTAnoy lsduluTuiin

team that made it happen? e pounsotiuldasdovinorls

What were the challenges and what ’ VL = ) 6[ = VL o o 'y &
« arlsdemnuiihvng Aaldivaiiaezlsdnnsiuanuivneiu

techniques did you use to overcome
them? o aauddnagnalsthe
How did it feel? v

Dream
Imagine, in 2 years” time, that Dream

siuation ls routine. Whatthas ¢« apsdusumshaelu 2 T annunnsalilifiuigesnd fmswdsuwaseslsidadu
changed?
What are the smallest steps we o Mspdutudnsg Aisvin sireliiAndnindoo:]s

could take to make that happen? r

Design/Destiny . .
How can we promote and share this DeSl.g n/DeStlny

sxcellent practice? o IRduEstuasnsunsUiUA Db ani ldagnals

Time Taken
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Learning From Variation

a1 Variation
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§319 Standard Work é“wn‘nﬂﬁlgu Work-as-Done & Work-as-Imagine
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Day-end Debriefing
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Weekly Huddle

{waun8aans check in NUFNNTNTNINGT what your day will look like el TI9UH NI LTINS
ihransfansuanianinagasslnu (share the status) talznisuddym
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Agenda

1
1 =

1. Good News  Laauaaodfiod g MAadulusauna ke susuauwiddimiaitas

2. Numbers  NLEWAAILAY YN lALNAANNIINTUTURATAL m”ﬂiﬁ]dﬁﬁwﬁwa”avlﬂ@ﬂmmy
3.Systems  szutlywniiens ldvhansuduudlefidaszuy

4. Projects FaenRINmasasAind uiziinansznudefianTuesaddng

5. HA Standards \38%3319331% HA fziandfua sleiaze

6. TheWord  Taiuszgudramvaugmuniadasendszinadtan (word of wisdom)

http://www.forbes.com/sites/groupthink/2014/01/21/the-daily-huddle-how-an-information-blitz-can-improve-your-communications/#3e11cc98535e



One-on-One Meeting
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Purpose:

* Assess Usgillumnugniu vigynnasla anuasen anuianala veymains.
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* Set goals NMNUALUNNUIEHNAINULAZNITWIUIANTNIN VNTEHLAULALTZYLHT?

® Track progress MUUINLIENANUA LD R
® Uncover obstacles AL9UaTIANBDNITUIIAUINUIGLAZ RNV ‘% 2
3 q 4 \
® Discuss specific issues WEINUNAITUNIBLANARYBIYAAINT AR
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®* Constructive feedback, and coaching UsU mindset
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Daily Management at Patient Care Unit

Compassionate Care Bundle || Day-end Debrief

Weekly Huddle | | One on One Meeting

‘What matters to you?” AU Reconcile WAD & WAI | | Trace
Patient Diary Qa2
; AN

Customer iiTﬁmif nuwail/asiln

Purpose m | 115 W —> Design Learning

Mission i P
Patient Board
Improve
Scale-up

Spread
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NUMIUHAALARIIENISaITUN 1: After Action Review (AAR)
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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:e000646. doi:10.1136/bmjog-2019-000646



NUVIURAYLANIIBANISaNUN 2: Mindfulness Review
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situation awareness
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weiazauluLraNISal RigAUAAAaNEILaY Neniuiladaitneag i
O Tiers of Contributing Factors to Adverse Events in Health Care

5th Tier

4th Tier

3rd Tier

Process Design

External

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

Management
Organizational policy/
culture/structure,
Management system,
Management priorities,
Leadership
involvement,
Work process design,
Policies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,

Support from central
functions

Systematic, effective,
clarity, manual & protocol

Physical
Environment
Lighting, Noise,

Temperature, Workplace
layout, Distraction,

Ventilation

= >

2nd Tier

Nature of Work
Task complexity/
difficulty/variety/ambiguity,
Workflow, Workload/ pressure,

Competing tasks, Interruptions,

Physical/ cognitive
requirements

)

Team
Team structure, Teamwork,
Role clarity, Handover,
Communication, Team morale,
Team capability

Social Environment
Management & supervision,
Group norms & climate,
Communication/
coordination,

Work life quality,
Local procedure

Med. Device,
Design, Safety, Location,
Accessibility, Familiarity/being
trained, Display & control,
Software control, Level of
automation, Available
information, Portability &
functionality, Back-up system,
Technology, Maintenance,
Upgrade, Information tec,

15t Tier

Individual Staff

Factors
Sensory/physical
capabilities, alertness
& fatigue, Knowledge,
Skills, Experience,
Cognitive factor,
Psychological factor,
Confidence, Motivation,
Attitude, Personal goal,
Cultural competency
Cultural competency

Performance
Sub-standard or
unsafe Act

Patient Factors
Being informed,
Involvement, Clinical
condition, Medication,
Allergy, Social &
cultural factor, mental
factor, Interpersonal
relationship, Language,

<\ Latent Conditions

Active Errors ,>

uw.agi’@uﬁ ?qlm;aqa (7 eI 2566) 13121n Kerm Henriksen et al. & Canadian Incident Analysis Framework

)

Adverse
Event



Incident: Delayed Dx STEMI

marAufiamulasuinig — Onboarding
Tier 4
Aszusnnlu
Plaugisasnu
Tier 3 ﬁm?r;;aalummamﬂsm am%mm EKG 1P304 EKG
lsiBesionsdeans fuuAy Auazd
Lifuuimneansdnnsas nsdoansludiu, |ud s2uu buddy
Tier2) atypical chest pain, srUUA), ifimsuseAu ot wsiarie Tor
WUUWDINENNA nan, kifissuufinena T lug15961
|
v l —
T 9 < wnel ER 21a
: AL TaNY WENUIAR NN un ladlefwo y i
LY o |
Tier 1 aneihodin R >nd opinion Aanasiulula
. Tnad ldusnun optnto am o
a8 GERD ANIRARY
U f VL v \/
nsafe : .
Act Screening error Delayed EKG Delayed decision (MD) |«
Process — > > Treat

v

Screen

Assess

- EKG

Consult MD Diagnosis




Loop of Learning

ANdeunazaIsAaUasuLUasluaenals (transform)

Triple-loop
learning

Core Values

& Concept a wa A A v !
UQU%G}WN%@@ﬂLLUU%i@‘lN

v ¢ v “ !
naansioulusnuUvisely
Context ~ —=> Purpose —> Design

Double-loo’ Improve

arning

(assess compliance

& adjust action)

Context e

29NV LALVLNZALAUNANG/USUNVD LS D L
WnungLasnsauAaLLNEaunsoly (reframe)

v

uw.agi’wﬁ ANTANR ENTIQINAINLTUILITAIAUNWIDIUNIILIS (29 JwAN 2566)



( Double Loop Learning

. 1 a 6 < o L
Double-loop learning ddta3a lMyAAaLAzIANIAIAIAIANL
q' U 1 P=] q' | d:l” Q o
framework 1117 lasasrgfsuguanagdidasnainisnszinuaznig
v A vV U 1 AagA q' v 1 "\ VU A 1
ananla AwWIZaunNIadluIsaanluad uashAnanlItn1slua 9 e
Y Al = &
A languann
o = & A
*  MlunNKr1IIILIALRUNAININ?
*  1i1lud9ailasen1s quiet at night?



Example of
Single & Double-loop Learning

Single-loop learning Double-loop learning

Corporate strategy
(UBBMRA l51ion)

Education
(finBouvnAzuuasulys

Healthcare
(high readmission rate)

Nonprofit organization

(Mstansdeymanlsiinn)

Personal development
(work-life balance)

Ussndnsunuiazueng
ASEANG

W ININEINTANTRL UG
wasdNSEINNNDY

Usudsanislimnusias
ASEUIUANFE AN

SOUTIFVUANLAZ DN
lUsunsu

WEN UV NBANTUEHNSIEAN

Us=dh core business assumptlon LLAZEIANG6)
Whnung mmam‘sﬂﬂLmaqﬁumuamfimﬁ DAY
A1 ls

m‘saaaa‘uamﬁgmtﬁmﬁuﬁ%m‘iaauuaxmiaaﬂLLUU
nangns wnandnnslel student-centered approach

HTIRNFDVANNAFIUADIAUATTUIUNTVDI TW.UAZNT
QLA WUUFHAULBNFEUY 10U AN5RDaNF52N I
Tuans Mmewhfswsnsugund

Usziiumnuigh laiAsasvamaoosrulsinunas
UszvBnawad intervention #ileat vin [¥iAanaymns
Tl wu msUsuulouny Msduwusinsiussdnsdu

GRANONNLALIAUAINNLTDLEDIAINNEER a6 U
ANHEREY ewan dNgnsUsumfisntaznNg
G UTIG



Emergent Learning
IFABIANIIN

Emergent Learning LﬂummmmLLUaLﬂu“lmwﬁammﬁmﬂvlmmﬂ wUUANTY ﬂmfilﬁyuiauwau AREISTIVGIAl
Jafin nsomsisousausiu Agazlidomnununserls usdifloRansaininmsidausiiu emerge FurnTnaNsineau
Lwau's'ial,ﬂmmwmmmaLLavaamsvmuwaawsmmmu Jewouta Emergent Learning 11 “1ssusanisvinen” Tu
wnansunil uwaslsegoin EL

dnAnitianonRnTumsidanilionangasin emergence nunuaan1si the whole finasinunnnia its part Afo
“Asi3gusmInNR”’

un.au Il MNYEina
V39RO NANTUSUTOIN UM NAOTUWEIUIA
W8 25600



——

What is Emergent Learning?

Emergent Learning (EL) @uuunvadiehalisiaunviesuuan ous uasusushighshodu
WalonwusAnuvhvnefigudounarussatvansmsiasuuasidgdey.
EL Duilds (habit)— @Wuisnsvsnsmnu@as iy (expand our collective thinking) W
WNANMNEANNTOVRUT [UMSUSTaNARN ST s 9nS.
EL Wuidaswasmsfalng (rethinking) 8sisnsiiazussaihvaneddudeululanfidudon.
EL sjauuludi
* ANSAUMN a shared line of sight dezhslvnnAuanINTaRUINUNLIVDDIAULDS
faF B enunlAsinLasanAnansanndu e Tunszuiunnsaa
vih fAunmwenudaiisaau (making thinking visible) tiadaizdu learning dialogue

1/|maauauuﬁgm‘[umuﬁa:ﬁwasiwiaumau
wdsTuuuuuauias insights malufinuaziuimsotnuniouuau.

The very nature of Emergent Learning is emergent.

uw.am”@uﬁ ANTANS pjmaqmfg@ﬁamu”u%'maoqmmwamuwmma (B8 2566) §31A2I09TN https://emergentlearning.org/



Emergent Learning Practices 1: Emergent Learning Questions

—_—

FanuWiarMuansoU (Framing Question)
¢ unawasnsEsusiindionaifadulurinatled dsninamsvinau
o Tarhenude wesatuluiiannlnay
o« TasAlsiugau
*  FNDYNFON
« “Aoullaslasinis nifeuladuviosin azlsAedsfiiosnnussannudisa Anudsadnihanduetndls”
o "ynBpuTinnuInezlstne fonaviue b lunoudl”
. “agiagvinezls/edndls loussanadwsiian ianudneey”
o "AzdosnoidlsiatavydwvinnanTusoulssuail”
. aghedndlsiiamuduiuasisouluansuiiiuusudonneanidunsonls”

Framing Questions

o AAUTENUANTRUUTIZNINENAN 6I909RANT SN

o BeyrnuaulftinUszaunmsaliasyunaaiunnseiusoausiazaumndnsisous Tudnwaisauou

. ﬁwTﬁ’LﬁmmmamﬂfamﬂLﬁuvlaiﬁuam FaamsinANNAUsgY IUneasuaEuus

¢« anunsaussaTaufuwudug Fauiinain lugddmausssudaly adudesnany “azdasvines lsthawial
AneufrnfeunsUsNasisialy”

uw.agl,f@uﬁ ANTANS Qmaqmgeﬁamﬂ'u%’maaqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



- Toquuuuyszlomanugignu “if/then”

Emergent Learning Practices 2 : Action Hypotheses

o Whninowouansuediuagefiaiinsniin lveasuls

o waduhantihioasunsinmmanisiiaafinels Ailunadwsvosn1snsvin (Ralsianufigiuma
i‘mmmams"ﬁwLauam"wa%myUﬁﬁﬂ@ﬂﬁiduuﬁugmmaqsﬁ’auuavxﬁﬂgmmﬂaﬁm)

o nswalu EL 1 “aundigruvessude...” kilgnsuans authority shonsshedianmesnisnnis usilfunns
A Y NS PR, X wazdallinaidnanunialauavnadonsu”
Dumnusidlaiazyin I collective thinking & agency fiuls

o Malmeitvih s essmindnasfidumannniviadumadiiansan dainasinsveasu

hypothesis snnniwmilduasisiendiu

IF What we think it will take to get there

THEN The result we want to accomplish

v

"duoanlUifiniautauandnasnils

U
Va X

duaranunsafannsrunsusanlusieiimdslsadu

mL‘ﬂumuauuauuﬂﬁﬁﬁmwﬂﬂ

sunuvaamazlanuanguinndulunsinismsdadiu
vnseanfidAafignluuiunessninen lugnmsufus

fusamulunsiduuas programming fuana
ThduanalliananaiAnguann insurance
payment 2a93guhaztonesis

srrueuluuneaz adopt payment changes vinl#iAin
ANNVINTBNARINND Y

uw.agl,f@uﬁ ANTANS Qmaqmgeﬁamﬂ'u%’maaqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



Emergent Learning Practices 3: Before and After Action Review

Before Action Review ; After Action Review

NasWsSTmniefooz ls nagnsTimauiiidoasls
AU 5adntanosng ls B I

sonanuANNThpezls or laTumeW ldnadwsoeaiu

i IsfiBpusor lsann

1 IS1arsNsansaUsUUIez S
WeNTLVINUoIT NI

| Tonmafiammaaoudsiiious Tumass
or ls7iazvin [WisdniEa siolUAoozls

5Nz AAR ilals 15122911 BAR msssialuifdals

v

uw.agﬁmﬁ ANTAND HNTIQINATINUUILIDIQANIWIDIUNEILIN (LWBIE% 2566) B3UAINANN hitps://emergentlearning.org/



Emergent Learning Practices 4: EL Table Conversation

Question at the top
What is EL Table?

“What will it take to...?” h

et
7 R}
ANNAR/ANMHNHNNY 'f“f:,:,;'l::,;:‘)"i;?ef our Ideas about
7 \
A conscious attemptto | \ InSIghis | Hypotheses \
separate thinking & action & Ground Truth | Opportunities ‘
2 0 ; hen and
doana/nsnszving | e Might Tes Out our
v o to this Question Thinking

A Y

Today

v

uw.am”@uﬁ ANTANS g'maqmg@amﬂ'u%’mmqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



O —

Emergent Learning Practices 4: EL Table Conversation

It’s not about the quadrants

o [JuidosvasnsAalithal (slowing down)

. LﬂmsawaammmumzﬁﬂaJﬂm/m LAZUDALANIE095 VDS
TAuuazAuls

o .JunsuyALyzeziINg ANHIES (the fact) na aunung

(the meaning) (AnsAuvul)

. L‘Lumseisﬁ”nmmmamﬂmwaq AUDAM (mwﬂueﬁw)

s UNAUVUT lHAUARATISIR:AINA AT Bl NAdD UANNAS

uw.agl,f@uﬁ ANTANS Qmaqmgeﬁamﬂ'u%’maaqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/




Emergent Learning Principles : Strengthening Line of Sight

Fostering Line of Sight in a group
helps to continually connect
participants and discussions to
shared goals for success.

» TRl b1 e Nl CitalTetall
Assindulanaznns ”
. . N A R BLENG I BN R
ﬂ'i:‘l/l']G[uﬂQQU‘LL (ultima”teq oals)
Line of Sight J
FAPIANTHOSLAL L‘i’]WU’]EJ’]JJQz‘U‘S‘iaa:Vl‘S

Whwangleslignuats  anudg§aniiheniduesndls

v

uw.agﬁwﬁ ANTANA ANTIAANAIINLUILTIAUNIWIIUNEILIN (WBI8% 2566) 73UA1UN https://emergentlearning.org/



Emergent Learning Principles : IMaximizing Freedom to Experiment

Why is it important to maximize freedom to experiment?

WasuiBnn5 encourage & enable giThsudinarnvasliithsnlunseAusuiaisous

experiment posture nsz6s
TAamNNasNnSosNnLi

URNAGHUATLRRAVITT S aua AN sUsSUIWADuaNNGig U

Invite curiosity wioas aANNAgIUlng
hallen : R
< cnge Adjustment or Slellse Large
— dominant —— . — repeated
- : New hypothesis . : dataset
ypothesis experimentation
Invite stories & data — nsuAasITnnuL LAz LA LA

s fuadonadt najdu
FaasaltilugueosdaiisAuny
wazne WAl uATiduny

| Beyrnlitinanodoas ez
YYANDNIAWNYNUANNAGIUNRAN

v

uw.agﬁwﬁ ANTANA ANTIAANAIINLUILTIAUNIWIIUNEILIN (WBI8% 2566) 73UA1UN https://emergentlearning.org/
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People-centered Mindset



e e

aslusunsudnlatianisauacilhe

(1) duusiinAegiauiu: vawu dua By sinme Taa1u awes

(2) mawaEasanvasyUfensideas,

(3) Concern waskUa8azay A AayumasUasiunruides

(4) wvnrtaeaisdalafissudu wazuusdundsuan

(5) wnla, winla, high touch

(6) uyweRoAwAvTTBvaslan yueReafidsdyaIuAmNYEINYa
uywy 19zguaKUasneaNgaw wsnluanuduaysefimnfieudy

(7) Araduiednfionsauanisnnus 0819EARLANNTD AIEADTY
53UNTTI




S ——

Preadmission Planning Checklist

Before Admission
. [Fonaundnlunsounssoiioudu care partner feazvinniind

o TkmnuzhomdslunsguanazmssndulaiAsnsunmsaua

. guansilusiszninediod Tu sw.uaziondumnasithn

« virlstulain preferences, values, goals aniinunRanTaun
Tuasnaununsgua

o iihAsdArysioluiifasily sw.

o Jrydunsnvianuni et samviaend ldannshuenuen
AU 9INSIEASH (WSDNDBUNUINAKAT 1D BUIALN NaTuas
38ANs(2eN)

o Y IRNSUNEN1500IMS

» JouazmanolavlvsAnvivosunmngiszansh

 YayansuseAudgUAW

. mmmaamsmmﬂumsmuasﬂmmﬂ"lummsmvuaﬂLm
Fhododls

. auntuiinioandoyaid Ay

o/

e AaufULANY LUszBusialuil

Q

AItAgslsALAzANTSNENEDNGR
ANSHSIANAADUTGTa9N

g7z leSU

A5A5AIRAEANNLIA
szpznNaNifiosat S,
mMsvinnuMwUnTansansUnTnd e

https://www.bartletthospital.org/patients-visitors/pre-admission-checklist/



s

—

Preadmission Planning Checklist

When you are admitted
o Baus lasesTufinguasionisanuin
« Tasaududlimsgua azvinezlsthe
. Afinsionwnni fotdls
* 35N sfinuuas care partner azldsudoya
nazadulunsneununisaua
o HIUNTUSTTNIMNUNUINDNTINNUNY
» #1u whiteboard Tuweste
* WU online patient portal

Safety is key!
» Speak up Vlm‘vmnmma'sﬁﬂmqm'sa
 WaABAUTINAUAABIAUIBNNSTRS

ihTinnaudeiovssnu- Asouasa o urans unnd
2hetlosrumssiaido

PO UUNUAAI

JosAuniadnnNTnNaN
vihIiiulanthededefionosnuiugnsdos uazldsunisida
AOUANTNTIANAFDU MFYINERANS naanslien

vih Iiulainunme wenuna idumihdinnauuusitauioauas
p5uNuAsfiAnAssvin kAU (TWen nsshen neaou)
vih Isiulainfinng mark sihunsisiiasvinnnsingnsios wae
ldsunsasianaaau/viinanmsansad

MFEAENNHNAT INLALNDDINIFINE AL
BrusifsnAuansuazdnanadunnefisdoaing:is
FHazdasvine: ls warsulas insrAudovineina mnaunse
care partner s&ninusdsusetinslinnsiag

https://www.bartletthospital.org/patients-visitors/pre-admission-checklist/
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Preadmission Planning Checklist

Before you leave the hospital

« WaRBAUTNE [¥nsauausiiiug fe35nsiiaznsonaanann sw.

o winazldgsuuusinglodming fihoanunsananuduiing nsaualdunnaiioldu
e 19 65y Whusnpwasmslasuesn 38nslein
. MsuazoMsuaNARyTidasmuitng AwidawinfiaiAadu azusnu Tasmnidoniina
« defimanidlunmailush
» FouuzihnsaualisnAunsKisarsan1TsnEN
» FouuztinAsuaisuaziaiosfiu
o« anuduiiasdodldsunssneingi nsauaithu msldaunsalindasdiorithu
* MIUARANN
* F5nsfunnazusdayaliunngiszindmsu

https://www.bartletthospital.org/patients-visitors/pre-admission-checklist/



Symptom Diaries / Personal Record / Health Passport

GENERAL SYMPTOM DIARY

Patient’s name: Date of birth: / / Medical record #:

Intensity
Date Symptom Time Duration | (1-10) Triggers Treatment used Response

y Personal

alth Record

Fam Pract Manag. 2013;20(3):24-28



Compassionate Engagement asanisidvouazén

§ < ad ' -
vianisesat19ls WulSesvau
- - -
YaneSaensanaiisasauauas
NWUUSTTUYA

v o
2u157A2 “Wa” uazdninanstae
snlidayanseUssinu wawiss
2IN15”

== How Expert Think
HET May 23, 2021 at 6:32 PM



Ask Me 3 20813 3 21a 2Aatidaagiung 3 ‘ﬂ%%l;gﬁ«!

vananvasannaazls

o hudnldanunsa lauas ianunsnUsznananaiuisessm
Tuasusienls

¢ MsdedduANNAAN Az Annsdstiuliuavadufivam
Weaidaadien asvih TWsthod Tladsiunnginsrinal sddu

Good Questions for Your Good Health 1
What is
my main
problem?

2.

Whatdo |
need to do?

> Y o Y
awaadrinazlsing
o« fdifulomaiazmumunsiidona / anusii s krueihaly

3.
Every time you talk with Why is it

a health care provider ig?::;atgt iLan LLﬂ:T‘ﬁ/ﬂ'] JDUNENNYE Tﬁ NUU'] ¢J LGU'-]C[QV[@
Ask these questions do this?

o A' =S YV o0 <R o -7 o v @
ﬂﬂl&dﬁﬁﬂ@l@dﬂﬂ%ﬂﬂ’lﬂmﬂﬂﬁiﬂ%

e uwnndasfilomananindnasainvin luitheSssasfidusulu
ANSALABILDNHDDETIUNY

IHI / National Patient Safety Foundation



Patient preparation
Active listening

Repeat back

Record #

Write your health care
provider’s answers to
the 3 questions here:

1. What is my main problem?

2. What do I need to do?

3. Why is it important for
me to do this?

Asking these questions can help you:

Ei Take care of your health
Ei Prepare for medical tests
Ei Take your medications the right way

You don't need to feel rushed or embarrassed
if you don't understand something. You can
ask your health care provider again.

When you Ask 3, you are prepared. You know
what to do for your health.

Your providers want to
answer 3

Are you nervous to ask your provider questions?
Don't be. You may be surprised to learn that your
medical team wants you to let them know that
you need help or more information.

Like all of us, health care providers have busy
schedules. Yet they want you to know:

+ All you can about your health or condition.

* Why their instructions are important for
your health.

* Steps to take to keep you healthy and any
conditions under control.

Bring your medications with you the next
time you visit a health care provider. Or, write
the names of the medications you take on the
lines below.

Like many people, you may see more than
one health care provider. It is important
that they all know about all of the
medications you are taking so that you
can stay healthy.

Ask Me 3 is an educational program provided by the
Institute for Healthcare Improvement S National Patient
Safety Foundation to encourage open communication
between patients and health care providers.



Examples of Practices that Promote Patient and Family Engagement

Bedside Shift Report
* ifthy (wazasouas/gua) Ny active participants wananildsudayarihuidduszniaungniia

Collaborative Goal Setting
» uhguasingrUle SuAuAue areas for treatment naonsildsuudasiimauauassio patient preferences
& priorities 5uAU clinical concern wasinguane

Patient Pathways
« Wunsiin clinical pathways sndsushonuniigihouazifauadi alsdine dwsuusiazlsa

Shared Medical Records / Open Notes
o thoannsahfsdonaguawainuaralunusadoudidudaaru wu Tusrinauou sw. uaz/nse Masnen

Shared Decision Making
e AszunuMsAiUAdNiuSAugThadedosnisidusudadulaidon Welivnadenunnninileavnaiden

Teach Back
« validate At lawasgthusiotoyaddni 85y drunsvelinthuasyanuth Rdudnwauainuias

Care Partner
. aulupsourssooudiihosauvinsliiduanndnuss care team suniiiguariihessuing episode of care

Susan B. Frampton. Harnessing Evidence and Experience to Change Culture: A guiding Framework for Patient and Family Engaged Care



E;de H (Help)

i (] q [ a
Code Help: Lﬁﬂliﬂ(ﬂ’l&‘ﬁﬁﬂ?ﬂ%?ﬁ@;’]@l concern &A1) code Help.

> 0.r A v = U1
n18lw 15 w7 clinical resource nurse %mwuﬂmammg«‘ﬂm.
sruubgiazanaa silo 619 9 Nagluszuw laalilalansnansinan.

Code H is a patient and family activated safety system that allows patients

and families on medical and surgical units at SPH to contact a clinical

resource nurse (CRN) 24 hours-a-day, 7 days-a-week if they have questions or

concerns about care.

- Reach: Code H phone, pager from staff

- WHY CRN as a safety net to hear concerns from patients and families and to
help them navigate the system.

- HOW: CRN work with patients, families and their care team to help resolve
issues, e.g. not knowing the plan of care, questions about discharge
planning.

CHERYL MCDONALD CLINICAL
RESOURCE NURSE
PROVIDENCE HEALTHCARE, BC.

https://www.providencehealthcare.org/news/20150416/cheryl-mcdonald-%E2%80%94-clinical-resource-nurse



- Using Collective Sensemaking
to Put Caring Back in Health Care

Guidelines for collective sensemaking central to collaborative care.

1. Connection before content - waruvnANNSINAVEHY uadiisn Whuune anuauladiusd
AoufiaznanuUsafumansunng masvin kiAsdseinszfushashe connection 76

2. Circles connect — anngniinaoausouLfisapig

3. The small group as the unit of learning - MsiByUsiAATUsIININSUsUNlASATIRYVDITIX
auanihy nangdouunminuwaInsiauug

4. Divergence before convergence —waliaundnusiazawarinfiues lsludeyanaznsinnouiias
SmAduInvinnsaualudunousioll aaum glitches (Founwsoaidny owe)

5. Cognitive diversity increases innovation — asdisznauvasiinguarihafidvarnnaiuisndn
Vi Tl AnNNNsiunnsiafusiaUsfiuenng Aiuwdey mmumm@hmmﬂﬂmﬂmmﬁmmauﬁ’mﬂﬁu

6. Visible ideas span boundaries - nszauiihnune (goal board) [Wussslsznouiiddayvasnis
rounds vihTanuAnUsngAuanum vihTthouazsiusznavindwidn lamnuAnvasriuuasdu

7. Shared experience builds shared understanding - fjihsuazifusznavisndwutsuidaaan
Tiunru vinTasumnuduman (grieving for the setback) uazaassmnuad§aiuduid s

8. Physical space changes the conversation — wosfithoifuanmuiidwmsunans lapaundniiuiis
Tog Tusssuanusnidsndugte

9. Enable all voices to be heard — 1 Bryenulitivhouazasouasadaiusin nszaunstitaunn Suu
Tsovndlvnniduadud lddu

https://www.nancydixonblog.com/2015/05/using-collective-sensemaking-to-put-caring-back-in-health-care.html
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Somerville Protocol

Arualian 22.00-06.00 w. 10w “Quiet Time”

wWasunaia routine vital signs 1@ 06.00, 14.00 uaz 22.00 u.
vt laduunmg luisasmnuunnsinswas daily, BID, TID, QID fiu
g24 hrs, q12 hrs, g8 hrs, g6 hrs

vxaﬂLamm'{[ﬁmmuﬂamamm 16.00 .

NAALAENANSIA LS 0ATEr TN Qutet Time fuuly e

T4 noise detection device # nurse station

Wa lullaby yn4 public awareness system a1 22.00 w.iiaifiouldnn
Aauns Iy quiet time

T timer w3uasii hallway lassaludtifianan 22.00 .
wonunalWAswenuna bedtime routine Aow Quiet Time (3 VS, snAan
uau, uay, ATIFVATATADV NRARALADA, TaUszaoy, «a4)
nanLasa antecubital IV catheter site fulule (5auviata alarm Tu
NAINANAL) LazWEENnAAEBInSFaNsTN TusounaeAua 1 Duly le

https://pubmed.ncbi.nlm.nih.gov/19768797/

D

Somerville Protocol for Preserving Patient’s Sleep

ann1suauliiviay 38%
annsld sedatives 49%



Person-Centered Care (PCC) : New Mental Model

Patient

What matters to you?

Professionals

Serve patient goals

System

Serves professionals

Berntsen G, Chetty M, Ako-Egbe L, Yaron S, Phan Thanh P, Castro |, Curran C, et al. Person-Centred Care Systems: From Theory to Practice. A White paper for ISQUA; 2022. ISBN 978-0-9955479-2-6
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g Person-Centered Care : Digital Tools

“What matters to you?”

* Patient’s narrative and sense of identity and life projects.
 Overview of the critical areas (strengths, needs, values, preferences)
* Digital Shared Decision-Making tools

* Digital access to their electronic health record

* Digital feedback from patients, including relevant PREMs and PROMs
Integrated care:

 Update of the shared care plan

e Merging care plan when there is more than one diagnosis

* Sharing care plan with all contributors

 (Care process monitoring

Proactive care:

* Providing information to guidance for self-care

 Wearable sensors (monitor risk factors to support early interventions)

Berntsen G, Chetty M, Ako-Egbe L, Yaron S, Phan Thanh P, Castro |, Curran C, et al. Person-Centred Care Systems: From Theory to Practice. A White paper for ISQUA; 2022. ISBN 978-0-9955479-2-6



From Task to Experience

Have a believable story
Co-create value with customers
Connect people in community
Are part of a bigger system

Appeal to emotional, spiritual, and
social values

Create a tolerance for faults at
lower levels

Are tied to a person’s self-image,
highly personal

Empower people to do things
previously not possible

—

Simplify, organize, and clarify
information

Display information visually
Reduce features and complexity

Are easier to understand

SUBJECTIVE/ QUALITATIVE

Focused on

Experiences

(People, Activities, Context)

v

Meaningful

Has personal significance

Pleasurable

Memorable experience worth sharing

_ _ _Convenient _

Super easy to use, works like | think

Usable

Can be used without difficulty

Prioritize Aesthetics (no, not Graphic Design)
(visual, behaviors, sounds, psychology)

Design for FLOW (boredom vs anxiety)

Leverage Game Mechanics/Learning Theory
(completeness)

Have a Personality

Create conversational and context aware
interactions

: (“Adaptive Interfaces”; narrative IA structures)

Elicit Desire

seductive experiences)

HARD FOR ORGANIZATIONS TO CROSS

Use language for more natural
interactions

Add features that support desired

Reliable

Is available and accurate

behaviors (offline browsing)

https://sparkideasnl.files.wordpress.com/2011/07 /from-task-to-experience.jpg

Functional (Useful)

Works as programmed

A
Focused on
Tasks

(Products, Features)

OBJECTIVE / QUANTIFIABLE

(Limited availability, limited access, curious and

“Tt is ot erough that we build
roducts that function, that are
wnderstandable and usable —
we also need to build froJucts
that ‘rinj jo and excitement,
flcasurc a.rm( wn, and yes
haat)r, to fcoflc‘: lives™

-Donald Norman

THIS IS THE "*CHASM" THAT IS REALLY, REALLY

Creating Pleasurable Interfaces:
Getting from Tasks to Experiences

created by Stephen P. Anderson | poetpaintercom
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natnSususzaunisnivavguog

. NEW STORY
"Waiting for results causes great - S
ca re. stress” ago
Opinion
What's your story? About: Royal Stoke University Hospital / General surgery and Royal Stoke
University Hospital / Gynaecology
Tell your story About us o CHANGE PLANNED Response 3
"Poor communications”
E days ago
About: University Hospital Hairmyres
This week: what are people saying?
STORY HAS A RESPONSE
"Still have never heard an ‘ R
? — days ago
What was good? explanation ys ag

staff  friendly professional nurses
About: Queen Elizabeth University Hospital Glasgow / Diabetes (Wards 5a &5h),

) Queen Elizabeth University Hospital Glasgow / Gastroenterology (Stomach and
caring gut problems) Wards 8b, 8¢ &8d and Queen Elizabeth University Hospital Glasgow
/ Renal and Transplant Services (Ward 4a, 4d)

i ? STORY HAS A RESPONSE
What could be improved? "| was very impressed with the Response 6

. . N days ago
midwives ysag

communication staff attitude

About: Maternity care / Delivery suite / MLU, Maternity care / Maternity assessment

information waiting time pain relief
unit and Maternity care / Maternity Ward

https://www.careopinion.org.uk/



Care

. - Share your experiences of UK health and care services, good or bad.
opl nion We pass your stories to the right people to make a difference.

What's your story?

“—ﬂ’\e nex{: day the hosP’l{:aI Pu{:

3 phone for_patients on my
mum’s ward-

Tell Your Story

Tell us about an experience of health
care or social care within the last 3 years.

WARD

“I wanJced Jco le‘c H\em know wka{; PHONE

they did for me and to keep doi
it fgjr the]:\ex{: Pa‘cien{:, e ré

So 1 told my story on the
Care Opinion website

% @@m@ @:@5@2 (%A//L

Opinien

“I ‘H’link my Sbrg is rather du”,i{:’s
about,_phones!

But I think it made a difference,
hot just for my mother but for

other visitors and patients on
that ward’

132 ladumstiuvinaginduLuauwsuy website uassvaalupiAaiiay
1a1in1dd4iie uagaraagiinsanaudnisnauduaditintiuuu website 4.

https://www.careopinion.org.uk/tellyourstory



Compassionate Engagement
In Patient Safety Incident Response



Patient Safety Incident Response Framework (PSIRF)

Patient Safety Incident Response Framework

Compassionate
engagement and
involvement of
those affected by
patient safety
incidents

Application of a
range of system-
based approaches
to learning from
patient safety
incidents

Considered and
proportionate
responses (o
patient safety

incidents

Supportive
oversight focused
on strengthening
response system

functioning and
Improvement

Compassionate
engagement
ANV UAINAU
i IS UNANTENY
TaoFfedemnu
Soo s

System-based
learning from
incidents
ANSLEHUIAN
atifinsallay
WANTOULTNFEU

Proportionate
response to
incidents

AN UAUDIDEN
WMHZANGID
opiofakbrals

System-based
learning from
incidents
ASLEEUIAN
gtifinsallae
WANTOUNTNTEUU

NHS England & HSIB 2022. PSIRF supporting guidance: Engaging and involving patients, families and staff following a patient safety incident




Kathryn’s story

Kathryn talks about her experience following an
incident where she was harmed when her cannula
was not flushed following surgery, leaving her
close to death and temporarily paralysed. She
describes how openness and having the
opportunity to be part of the solution meant that
the investigation process didn’t exacerbate the
trauma of the event.

https://youtu.be/mMgFjaYgOpA
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Kirsty’s story

Kirsty talks about her experience following an
incident where there were problems with care
during the delivery of her third child following the
administration of a Syntocinon drip. Kirsty
describes the investigation process as being
clouded in mystery and feeling like the
organisation put her into a victim box without any
concern for her mental state.

https://youtu.be/ ghYbkHDY7A
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Achieving effective learning and improvement using PSIRF
1. Compassionate engagement and involvement of those affected by patient safety incidents

Compassionate engagement and involvement

U1 > v v A
B;llﬂ'lﬁl AIBUAII LLASLITHRWIN

. o D e ey se ¢ 4 Learning & improvement
%N’lﬂﬂdﬂ’liﬂ’ld’l%i’)&lﬂﬂ@ﬂlﬂ‘i‘ﬂNaﬂizﬂﬂﬁ]']ﬂl,‘ﬁ@!ﬂ'ﬁmtwa —

. o o 4 o ¢ Wad3NLNG patient safety incident
* yhanazn luazaauaInINaININILNALINLKRANI T

1 P o o &
¢ ﬁ?ﬂlﬁaaﬁll%gﬁ'\Nﬂﬁ'\&lﬁ]'\tﬂ%

When: Lﬁaﬁmiﬁ%mw‘%aL‘%qut,ﬁmﬁ'u PSI
How: 9197308 anNRNNgLlaniInNaadnig

NHS England & HSIB 2022. PSIRF supporting guidance: Engaging and involving patients, families and staff following a patient safety incident




Systems Thinking Mindset
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lof Systems Thinking agitaa®



React

Anticipate

Design

Transform

dobe Stock | #569790608

ICEBERG MODEL SYSTEMS THINKING

WHATTRENDSARE 40 PATTERNS
THERE OVER TIME? — &TRENDS :
i STRUCTURE
. A - Business (e.g., strategic plans, processes)
HOW ARE THE :’g&i’:’;ﬁ O p-10 ey 0|12 * Organizational (e.g., reward system)
: + Interpresonal (e.g., communication skills)

+ Individual (e.g., mental models)

WHAT VALUES + BELIEFS MENTAL
SHAPE THE SYSTEM? : MODELS
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Systems Thinking
Open Systems: Flows & Constraints

» Input > —>

, Process. Output

| l

~

Response from
the world

‘-
-—
b B -
_ e e es aw .

1. What are the boundaries of the system? (process, team,
department, organization)

2. What input came in from outside? What transformations do these
go through? What output does the system generate? How does the
world response to those output, and how does the response effect
the next round of inputs?

Charlotte Roberts & Art Kleiner. In “The Dance of Change”
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Systems Thinking
Open Systems: Flows & Constraints

. What are the boundaries of the system? (process, team,

vk

department, organization)

. What in put came in from outside? What transformations do these

go through? What output does the system generate? How does the
world response to those output, and how does the response effect
the nest round of inputs?

. Expand your system’s boundaries one level. What external people

are part of your system?

Who is aware of the picture you have created?

Is the organization’s attention focused disproportionately on one
type of input (finance & materials) when another type on input
(human knowledge) could yield more leverage?



~ Systems Thinking
Social Systems: Human Interaction

. Define the system that you care about.

. ldentify the different group who belong. Who are the tops? The
middle? The bottom? The customers? List the members of each
categories by name or by group.

. Would they agree that they belong to that particular category?
What responsibilities and privileges do they believe they have? Do
they believe they have a voice in the system as a whole?

. How do the groups see each other? Do they have misconceptions
about one another? Do they see one another more accurately than
they see themselves?

Charlotte Roberts & Art Kleiner. In “The Dance of Change”



Ecocycle Planning

Analyze the Full Portfolio of Activities and Relationships to Identify Obstacles and Opportunities for Progress

A 1 v A v € A =
L%aumagﬂ%ﬂaiﬂaaiiﬂﬁiaLmiﬂadﬂ'l‘s

. A sl gAa1YRIDNNUIZEN TN IN
fIIVNIILNALKINIG [1AA 9 3

Renewal Maturity
Networker \ Manager
HilszanuiaIazngy ARAZH R E]
nuanAalEINa Poverty Trap | Rigidity Trap NUANAINUTIAT
Taifinsaemn __Notinvesting U « Not letting go . Tigaadaasly
Birth Creative
A Taghofosdasad Destruction NansInazlsveN e
NINITNOZLIUNITADILINAK Entrepreneur _ . .
a_ A o * e Heretic creatively destroy #3286
HIDLNNNINYINT RAU=Nauna

wanIn wanaan WWatafaanbila19nin

https://www.liberatingstructures.com/31-ecocycle-planning/



Panarchy (ﬂg]ﬁﬁ&l"ma)

rationalize the interplay between change and persistence

V) H ] o [~
«Jilvpazlsienananalanigdszauaiugsa
2DIL31?”

L
@ A

o 1 [ % 1
i&i.!ﬂﬁ]ﬁ]Elﬂ\‘lﬂﬁ'l')l,'ll%‘izﬂﬂsl%‘5$ﬂﬂLLRZ@G%BLL@IR%
J2AU
“q 1 1 Y leqa o

&lﬂ"l‘in&llﬂﬂ')"l&lﬁ% ILASNINETINILWKNUIEAU

'Y ) = A v A
1@‘]J"I\‘l ‘539\‘”1@7]%?133!@2] L‘J"I&lﬂ')']&l;ilia\‘l status &

dynamics NtAATWIkIEAVAN 9 Beinals”

Reorganization Conservation

Growth Release

Panarchy example from an
infection prevention
project conducted in the
US. Each dot represents a
“current status” assessment
by experts at that level.
Note that both MRSA
bacteria and the societal
myth of inevitability can be
framed with the same
“lens.”

Public Perception “Myth”
MRSA is an inevitable part of
modem healthcare (Rigidity Trap?)

Medicare Policy
shifting to non payment &
transparency for HAls

Industry or Sector

Prevention Practices
still trying & wasting $ to educate,
bribe or punish (Rigidity Trap?)

Hospital Beta Sites’

Prevention Practice
trying 10 invest more in spreading
safe practices to others (Poverty Trap?)

Individual Project Leader

7 stops over-controlling, unleashing more

unit-based self-organization

Healthcare ﬁistL]

MRSA Bacteria

» s exploiting growth opportunities
in community & clinical settings

https://www.liberatingstructures.com/



= N — _

Panarchy (N7)5330%16)

rationalize the interplay between change and persistence

Industry or Sector

Prevention Practices

Still trying & wasting S to educate,
bribe or punish (Rigidity Trap?)

Hospital Beta Sites’

Prevention Practice
/

o Trying to invest more in spreading safe
practices to others (Poverty Trap?)

framed with the same
“lens.”

Individual Project Leader
Stop over-controlling, unleashing
more unit-based self-organization

MRSA Bacteria

+ |Is exploiting growth opportunities
~“  in communities & clinical settings

https://www.liberatingstructures.com/



Systems Perspective

-wnmsdngeduazanasanlasuasszuy/

1 1 6 [~ 6 A & d‘y
. HRTWILITW A c] ‘l%aac—ms Lﬂ%a\‘iﬂ‘i'ladﬂLﬂ%L%a
Sustainable a“ o .
. y LA eINK (unified whole)
Nrannlanas f

. e d . . Aanaasnluasdilsznaugasans 9 1ainm
winlgueazinasa . . . o y - -
¢ MISSIOH/VISIOI’] -STJ?:LLQZ@]BTJﬂ%a\iﬂ']'l&l@la\'iﬂ'li‘ﬂa\‘iﬂ%uazﬂ%
vanuasasAns I f . Winnanavasireladianaudeuss
NNILAY (LB S Synthesis
AU ANThea Organizational | | ooking as a Whole
o = Performance
ANIINWTHAN) o
HanadannnaIni g /1\
2BILLAANDY WK (o)) Process Process Process
ASSUABNNS 6950 P Perforznance Performance Peﬁor‘(nance
Upuanis f
Process @9 Process @ Process Integration
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Use Advanced
Improvement Model



IHI Model | DesignTh. | _Adobe | Changemaker | _____Nsw______| __Health Catalyst

Aim

Measure

Change

-Plan

-Do
-Study
-Act

Empathize

Define

Ideate

Prototype

Test

Inception

Input

Insight

Ideate

Improve
Investigate
Iterate

Infiltrate

Dream It Do It

Problem Research

Problem Situation

Root Cause Analysis

Brainstorming
Idea Selection

Theory of Change & etc.

Identify the process
Form team

Aim

Literature review
Current process
Measure

Baseline data
Cause

Frame the project
Re-word drivers
Ideate

Priority of change idea

Test change
Collect data & monitor impact

Sustain the gain

Analyze opportunity
Define the problem

Scope opportunity

Set SMART goals

Explore root causes

Set SMART process aims

Design intervention

Plan initial implementation

Implement intervention
Measure results
Monitor, adjust, cont. lean

Diffuse & sustain
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