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The Elements of Value Pyramid

Products and services deliver fundamental elements of value that address four kinds of needs:
functional, emotional, life changing, and social impact. In general, the more elements provided,
the greater customers’ loyalty and the higher the company’s sustained revenue growth.
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Patient Diary

The best information for accurate diagnosis
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Surgeon: .

prevent errors,
surgical time out
make people feel
easy to speak out if
something happen.
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3P AUAIAIHNNIINAY (Powerful Questions)
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Strengthening Line of Sight

Fostering Line of Sight in a group
helps to continually connect
participants and discussions to
shared goals for success.
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Purpose & Outcome Framework (Pathway of Changes)

Overall Objectives
/Goals
Indicator.... T Assumption....
Objective/Outcome 1 Objective/Outcome 2
[ Indicator... ! Indicator....
‘ ‘ Assumption....
Deliverables Deliverables Deliverables
/Output 1.1 /Output 1.2 /Output 2.1
Indicator... ! Indicator.... Indicator
‘ Assumption....
Activities 1.2.1 Activities 1.2.1 Activities 1.2.2 Activities 1.2.1
Indicator.... Indicator.... Indicator.... Indicator....

un.aipial gnudAna N1I0UINNANGAS HAT02: Team Preparation for Advanced HA (17 NUAWUT 2564)
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Learning in Daily Operation
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Learning From Excellence
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Learning From Variation

a1 Variation
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Learning From Incident : 2-Axis Swiss Cheese Model

Contributory
Factors Tier 5
Ext. Environment

Factors Tier 4
Management

Organizational Factors (& FactorsTior s
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— Contributory
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Local Workplace ConmIbutsry
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Mindfulness for Exceptionally Safe Care
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Quality Care
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Proper Risk & Incident Management by Level of Errors

CPSI/WHO NCC MERP Index Proper Management

. Apply risk register Proactive risk management
N : Select serious potential harm for Yosrfusunmuiid lomaiindu
carmiss RCA Prevent serious potential harm
C Reach, no harm Select high frequency errors for ,v,
No harm RCA & a Y ARANHNAYRINMSIARANNAANAY
incident D Require monitoring Reduce frequency of errors
Try to create a culture of AAR q Y
ReqUire intervention AAR & mindfulness review ﬂaqﬁunqslﬁﬂﬂjﬂluﬁﬂwg\j
Require hospitalization Concise or comprehensive RCA ATIANUANMHNRAAWAIARIE
Harmful s : vsswnsuamuethaldina
incident G | Permanent harm AAR & mindfulness review Effective error prevention

SRRV R VS I RIi{= Proper mitigation Early detection of errors
death Comprehensive RCA Effective mitigation

NCC MERP = National Coordinating Council for Medication Error Reporting and Prevention

v
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Qﬂl%ﬂﬁ%ﬂﬂﬂﬂﬂiﬂﬂﬂ?%ﬁﬂﬂ%ﬂ PCT/CLT

Focus Group: qmtﬁa NDAH waams@‘uaﬁﬂ'm‘l%mmﬁ

Clinical Analysis: Isafigualanad vs TsafgodiTyulunisaua

Process Analysis: N3¥UIWANSNNNITRAWIADLIH0IaRANNRID Vs NTZUIRMTNEIN
LIS

Customer need: 971LABANNAIAKII vs ANGaInsisInauawaslalaa

Evidence based: evidence ﬁﬁ’]&d’]ﬂf}ﬂ?\lﬁt&&dﬁ vs evidence ﬁgdlﬁaﬂwﬂinﬁﬂuﬂﬂg]u?l
Utilization review: mM3lansneansnalszansnin vs mwamtﬂéﬂﬁﬁamaﬂ%ﬁﬂia
Risk Analysis: mwﬁsawﬂaanﬂmmnu Vs mwuﬁsmsawmﬂum root cause
Capability review: ANLAIADIARANILE vs ANLATNAGDINAIWIUANLAN

Benchmarking: ﬁ\‘magiuizﬂu top quartile vs aa‘nagsl% bottom quartile
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Self Reflection & Team Reflection
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Loop of Learning

ANdeuLazAsAnUasuLlasluatnels (transform)

Triple-loop
learning
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Context  —=» Purpose —> Design Learning
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Double-loop™ Improve
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AMANWDOND Reliability
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Ever-improving value
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3 Q y Outcome that matters

Better health, better care, better value

Integrated
Care
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u%ﬂﬂ‘sqwﬂ’]wﬁflﬂlmd’l (Value-based Healthcare)
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Better Health Better Care

anuduidavavatia Technical excellence mj”"ﬂu"ﬁﬁﬁ"f’-’%ﬂ'ﬁ Service excellence
TenuUszasesnumain Clinical objective Agmqg'i:mﬂmuﬁmu Social objective

ARrNuwsnzaN Appropriateness AemuTugudnan People-centeredness

A6Us:anawa Effectiveness Ussaumasedwasgthe Patient experience

fifimnuUasasy Safety AdmaTusssu Equity

Lower Cost

Better Value

AmnuiTuldasunsinnts Management excellence
TnaUsrasATNuLesEgenans Economic Objective
AsiUsz8ndn Efficiency
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dan13AMAN (Value Equation)
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Value
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Resources: people, time, facility, equipment,
dlagn05|s drug, other resources
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Clinical Effectiveness
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Evidence-based

Clinical appraisal, CPG, CareMap, Clinical audit

Care integration
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Care integration design (by medical condition) aaﬁﬂ‘a‘“nan@ialﬂ‘ﬁ

Care implementation v a ¢ 5
* ANMNUANZRNNIAUITINNTUNNE Lasls
Care team

: . . evidence-based practice
Finance & incentive

Outcome

measurement
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Clinical outcome, Functional outcome = . " o o &
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PREM (patient’s reported experience measure)
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PROM (patient’s reported outcome measure)

Safety management

LLazdmﬁrﬁ'ﬂ’Jmmamwa (patient reported)
Risk management process A A 9
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Learning from incident

PY AT = -
Learning from daily operation Mk digital technology tNa132&NTAN

Digital technology
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E-bedside observation & monitoring of clinical deterioration

Digital rounding
Closed loop medication management

Communication between level of care

o 6

AN WA ANTANN (18 WOAAN8 2562) “Unlocking the Opportunities for Healthcare Transformation” 132 TuWgNUNALAITI

q

q




/

Patient Reported Outcome Measures
(PROMSs)
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Pelvic Floor Disability Index (PFDI-20)

Instructions: Please answer all of the questions in the following survey. These questions will ask you if you have certain
bowel, bladder, or pelvic symptoms and, if you do, how much they bother you. Answer these by circling the appropriate
number. While answering these questions, please consider your symptoms over the last 3 months. The PFDI-20 has 20
items and 3 scales of your symptoms. All items use the following format with a response scale from 0 to 4.
Symptom scale: 0 = not present

1=not at all

2 = somewhat

3 = moderately

4 = quite a bit

Pelvic Organ prolapse Distress Inventory 6 (POPDI-6)
Do You... NO YES
1. Usually experience pressure in the lower abdomen? 0 1234
2. Usually experience heaviness or dullness in the pelvic area? 0 1234
3. Usually have a bulge or something falling out that you can see or feel in your vaginal | 0 1234
area?
4. Ever have to push on the vagina or around the rectum to have or complete a bowel 0 1234
movement?
5. Usually experience a feeling of incomplete bladder emptying? 0 1234
6. Ever have to push up on a bulge in the vaginal area with your fingers to start or 0 1234
complete urination?




Colorectal-Anal distress Inventory 8 (CRAD-8)

Do You... NO YES

7. Feel you need to strain too hard to have a bowel movement? 0 123 4
8. Feel you have not completely emptied your bowels at the end of a bowel 0 12 3 4
movement?

9. Usually lose stool beyond your control if your stool is well formed? 0 123 4
10. Usually lose stool beyond your control if your stool is loose? 0 123 4
11. Usually lose gas from the rectum beyond your control? 0 1234
12. Usually have pain when you pass your stool? 0 12 3 4
13. Experience a strong sense of urgency and have to rush to the bathroom to have a 0 12 3 4

bowel movement?

14. Does part of your bowel ever pass through the rectum and bulge outside duringor | 0 123 4
after a bowel movement?

Urinary distress Inventory 6 (UDI-6)

Do You... NO YES

15. Usually experience frequent urination? 0 12 3 4
16. Usually experience urine leakage associated with a feeling of urgency, that is, a 0 12 3 4
strong sensation of needing to go to the bathroom?

17. Usually experience urine leakage related to coughing, sneezing or laughing? 0 123 4
18. Usually experience small amounts of urine leakage (that is, drops)? 0 123 4
19. Usually experience difficulty emptying your bladder? 0 12 3 4
20. Usually experience pain or discomfort in the lower abdomen or genital region? 0 12 3 4

Scoring the PFDI-20

Scale Scores: Obtain the mean value of all of the answered items within the corresponding scale (possible value 0 to 4) and then multiply by 25 to obtain the
scale score (range O to 100). Missing items are dealt with by using the mean from answered items only.

PFSI-20 Summary Score: Add the scores from the 3 scales together to obtain the summary score (range 0 to 300).



When to Use PROMs
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wonnalavaduLAda% (Driver) nuIAaAN13LUaawlas (Change Concept)

Conceptual view of a driver

diagram / ricure2

Outcome Primary
drivers drivers
Secondary ———
; driver 1
Primary
driver 1
Secondary o
driver 2
Aim or Primary , Secondary
outcome driver 2 " driver 3
Secondary o
driver 4
Primary
driver 3

Secondary o
driver 5

| J
¥

Key leverage points
in the system

[ Why ] [ What ]

Secondary Specific change ideas Change

concepts

7’ Concept 1

7 Concept 2
7 Concept 3

7 Concept 4

Ideas:

CR == T = & [ P R T L

N

Y
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| How
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¢ Evidence-based/CPG

® Technology

® Organizational knowledge
¢ Value to patient/customer
® Agility/flexibility

¢ Safety/Risk-based thinking
® Quality dimension

® Consistency

¢ Simplicity

® Visual management

® Human factor engineering
® Human-centered design

® Humanized healthcare

® Lean thinking

® Manage variation

Work environment




Clinical Quality for Front-line Staff

DALI
Purvose | Process Design & Performance
P | Performance Monitoring Improvement
—{  Human Needs »  People-centered Empathy map & design thinking
* Patients ™ » Appropriateness Evidence-based, CPG, CareMap
—» Clinical Conditions
» Clinical Effectiveness Outcome measures & clinical CQl
\ 4
Risks > Safety Risk management, HFE
* Processes
Requirements Process Effectiveness Visual management, digital tech
> Resources > Efficiency Lean, UM, RDU
Context Quality Dimension

uw.agi’wﬁ ANTANN 24 AN31AY 2563 “HA: Be Agile, Be Quality”
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Best Practice in Healthcare Human Factors

Reducing reliance on memory
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Source: Risk Management Foundation (http.www.rmfharvard.edu)
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Best Practice in Healthcare Human Factors

Improving information access
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Decreasing error opportunities

Structure critical tasks Lﬁaﬂaﬂﬁ% errors
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Simplification
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Source: Risk Management Foundation (http.www.rmfharvard.edu) 3
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ENCOURAGE
TO INNOVATE

N

- S

CHALLENGING
the STATUS QUO

BEHAVIORAL
SKILLS

!

Questioning

~

Observing\

Networking
|

Experimenting
- &

COGNITIVE SKILL TO
SYNTHESIZE NOVEL INPUTS

Associational
Thinking

Cr. Clayton Christensen W.ay 3@ ang@na wiaualun1stszgy R2R A3311 10 “Qaan1wlsanenina & aw R2R” 6 NIN1AN 2560
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Free Association Example
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LHIAALND &I creative culture : Alternative viewpoint

I

Iternative

Don’t shut down alternative viewpoint
ALANNLTDNUINANNIAUY DTN DY

Ed Catmull (2014) Creativity, Inc. Overcoming the unseen forces that stand in the way of true inspiration



Ltuﬁaﬂtﬁaa%’m creative culture

2-20 levels,
, - slow and unrefined .

translation trans!ation translation

translation translation translation

Everybody should be able to talk to anybody
ynAuAITANsaNeaRsulash st
ot I lassasansdoans Wudassndulaseasneosdng

Ed Catmull (2014) Creativity, Inc. Overcoming the unseen forces that stand in the way of true inspiration
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LLWAAALND AN creative culture : Rules

Don't create too many rules
ptrnuanQnassinnARlY WisaRatamsAuau 5%
wsivin Rudn 95% stosaunnlusiae

Ed Catmull (2014) Creativity, Inc. Overcoming the unseen forces that stand in the way of true inspiration
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LLWAAALND AN creative culture : Limit

Imposing limit can create a creative response
Asldgad A lasyin AsANssauatado NS e dsse

Ed Catmull (2014) Creativity, Inc. Overcoming the unseen forces that stand in the way of true inspiration



LLWJ?\G\L‘WB&%’N creative culture : Hard Problems
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Exceptionally hard problems
M3 engage Audaymintinunuianiaaznasulifissdosfnsing

Ed Catmull (2014) Creativity, Inc. Overcoming the unseen forces that stand in the way of true inspiration
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Nudge Theory (Meaznanginss)

NOUANITUIUNI5AVUIU (Dual Process Theory) NA1INENBS
Y95 NUNTaNAUlUFULUUTLANAS UERIREN AD
(1) s2uUdnludi® (automatic system) LHUAISYINUBE195IALE
T93alaedniln vivvanaisesuunu lensweules londanudee
(2) szuulasasagy (reflective system) LuNT99IUDE1E
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syuulasasadsliasendnlulaym udssuudnludffiviaulining
[SGRERIN Al
a o o g v o wa =y a A '
n1saznananIsivininiszuuanludnvawsaen ludeiunneng
a vy o VM 1Yo = v v 1
aanlulagilindenlisii vapganunlunsequszuulasnsiny

TuranMwunzay M lnuladninisnauauaainnian

- -

A fly image at the bottom of a urinal =
has been proven to improve men's
aim, leading to lowered cleaning
costs.[16]

Easy
Attracti
Social

Timely

ve

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/



Nudge Theory (N B aNANYANIIN)

Germ Farm
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The Academy for of Health and Welfare, Sweden

Tailored Social Proof
Personalize social proof by region to boost effect

9 out of 10 people 9 out of 10 people

in England pay in Birmingham pay
their tax on time their tax on time

NUDGE

Source: Inside the Nudge Unit, David Halpern (2015)
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Culture Hacking

. A . R &
Culture hacking d3Ma1nltIAAYBI computer hacking BT BNITNDY
1 (W) U U 6 1 ng q'
®1AD ARV DITRAVDIITUL Ltaa‘l%ﬂsz‘[ﬂﬁumnqﬂaa%%% agwidas
(W) 1 U 6 dll U o 1
SHABLIEIEITALNS AN N9 nG19aan 1y
. J Q 6 a
Culture hacking #8919 aBYDIINWSIINDIANT THauan
U ¢ d:: i Aq 1 Y & 1 1 U
A319833ALN DR solution NANIN l,l,a'muaamqmaa%mam 319N
A o v X A 1 W ¢ (o = =
IagnitldasnisSagsdNNanaIRInsIsNadIans tdwn1stdagwidadn
U AA' ] U Q v
A3 IHANIZNUN ﬂcﬂmy Tagldnsnaanswaanin




Culture Hacking
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gasanan<gsid Culture Hacking

SEANAMUARMINSY (themed brainstorming): LilensydunIAnaIIaTsA

ThUSnenuudioundu (reverse mentoring): ftengautieslifuinwunionla

UszguuuuReu (silent meeting): 1n1sidisuvingu nsedulifimaneuaussedidlaiaigy

Ussunanauds (outdoor meeting): dauszaailuau wemsUsvyuantu JT3ndn

ayatiuiinainuvauna (gratitude journals): antiuiinTefuiiienuniuisaiidnvounn

Tusn$adiua (praise postcards): daluandaveunailudaiiousinem Tuvusoanumeney

AMuTIMEFIUEuAIN (wellness challenges): fiflunsvinmesugunmiiiedaaiuidoinnegunmuazananduegi
Alumgniineu

AsadeiusuULEiiauas (virtual-team building): suRanssuadsiinuuuiaiioussdmsuiinssezlnandefiufingzane
fuey loduaiuanuidnvesmadenloaazmsiausantu

nsulszmuamnsnansiudaunun (cross-functional lunches): SaLSoue1vnIna1sFuINTNNUINUHUNATY
anunsalanaukaziualuyunes viatenwnenisinau

nssauansinezanely (internal skill showcases): SAatuininMUaTILARTINYEYTEAINAIN TN T VDS

U asinanesudmiunsiusiasiusnainaely




fiaatinananssy Culture Hacking TuuSn1saanaw

1. M3nuAuAlH patient experience 1UUMITHINVDINITUTLYUNNTLAUNIDIANT LNBLETUEII
29AnsiAMNdIAYNUEaIUINTIgN

2. 1591 family meeting sautfgaUae laggidnsauynautdandiielvinnauegluszauaieni
wefuiugUae Wunsuansanuwindieunu

3. psiviaviilaunaavisaudnsviniiivinnaslagineavaslugiinisal wiauenanvauauniinisuan
ldMIeTIEUYaYagUAnNIsal Livatiuguleueg no blame
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5. nMsuuINAUdafnuYaUlnefudsinalanudndesnisiiuSulsadduauugidinay
MUY

6. Leadership Walkrounds #Lun1582815809719
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NUAN2aY Ignorance
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Challenging the Status Quo
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Awareness of Change : Three Horizons

15t Horizon 2nd Hortzon 3rd Horizon @uveuihil 3 “mswasunasuuunanland

- ——

) vt 2™ ncremental™ \_ — " Emerging AauARTW” (ANNAaYaITIdDYis)
| paroa 7, 4 sl i R # s, 3" Horizon “transformative emerging change”

-

 doto, 77N\ e e nnovatios (mindset of the visionary)

o o T . @uvauiini 2 “Ufusinsiie dhu/usu/asha
L Nog.” . mMswasuuay” (ANuAnvostnaums)

) \ - 2nd Horizon “present actions to (resist / adapt to
s ~ / build on) change (mindset of entrepreneur)

i & ~ Euzouiil 1 “aanumsaluazusumlagiu”
cots of the ke ~ (ANHARDDINUENS)

dldednli 1st Horizon “the current context & condition”
(mindset of manager)

Now)v”m S Near Future for thure_

https://issuu.com/tomwambeke/docs/foresight-toolkit



nsvimaaniwiiluag (Challenging the Status Quo)

Challenging the status quo is the mechanism that leads to innovation and
improvement. It's also a behavior that causes fear and trembling.

Yet summoning the courage to challenge the status quo is almost never enough.
Yes, you need courage, but you also need skills.

msﬁ‘m'lelamwﬁ'L?JuagiL"f]una1n17i1i1vlﬂ§u'3'Mﬂisul,l,as:msﬂé’uﬂga
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How to Challenge Your Organization’s Status Quo — Productively



https://hbr.org/2023/12/how-to-challenge-your-organizations-status-quo-productively
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How to Challenge Your Organization’'s Status Quo — Productively

. la7adwland (Anticipate the opportunity)

. Voau1a (Ask for permission)

Suanarsdnn TliSuaadatawa/einal (Begin with inquiry, not advocacy)
: Lﬁw?fmmuwaamflammﬂmamsami (Model emotional intelligence)

1
2
3
4
5. WAAIIRLERIND IRoAA (Demonstrate a grasp of the past)
6. Tﬂ%ﬂ‘la‘l%ﬂﬂﬁLﬂiﬂzﬁwaﬁazmﬂuu’l (Be transparent about potential unintended consequences)
7. a59anunEanaluaatsn (Bring credibility)

8. 39NUaziT 19t W1e (Know your boss)

9. Lﬂgﬂ%ﬂ%ﬂuﬁﬂttgﬂtﬁ%ﬂﬂiﬁﬂiaa (Frame dissent as exploration)

10. 1%%933& (Use data)

How to Challenge Your Organization’s Status Quo — Productively
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How to Challenge Your Organization’s Status Quo — Productively

T

1. lerdamnlema (Anticipate the opportunity)
3@l#H open-mic, challenge-the-status quo forums Tu natural workflow SaoeiTu
seUUHURINNWN b5 FeTulonmariaefinsalfiduduintinaus oaas LUuTamam"lmﬂu
yamansomManuUsAulastadsy Sas ldsiuialsazldwuriv right stakeholder.

How to Challenge Your Organization’s Status Quo — Productively
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How to Challenge Your Organization’s Status Quo — Productively

2. woouee (Ask for permission)
dlolsiuTa Twesuaaanniusmsiiazvi
vy status quo u “Aauineslslng fhdu
AU NNRITLaNsenlU” “duvounusninis
sulunsmasausost s lny” 357azanmns.
Heavoelians wazisulawaufdaiulaly
grunafiazmIuAN WasUANNANNENHUSID
AstBeyin (confrontation) unidunsd

druatuayu (contribution)

How to Challenge Your Organization’s Status Quo — Productively
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How to Challenge Your Organization’s Status Quo — Productively

3. L'iumumﬂmmu lBushadaiaua/fmaeou (Begin with inquiry, not advocacy)
Busunsivneshe inquiry wu “fhus kiasuudaseslsiay andnorlsgu?” danuas
vin I9eIduiAn critical thinking snalushi usinmsiauedneaunds advocacy analluns
LENAfuLUIusNAUTUAKAZNIA

How to Challenge Your Organization’s Status Quo — Productively
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How to Challenge Your Organization’s Status Quo — Productively

— i T

T

(<]

4. Pusiunvuwasmuaamaveansual (Model emotional intelligence)
vinvnesiasashe psychological safety Tiruganvime las e emotional
intelligence wastiinyuuditin anunsving lungfinssuveinuiod uasld1a

feueunaudildu non-verbal a8 dun doutlondonny uazasila

Emotional Intelligence

How to Challenge Your Organization’s Status Quo — Productively
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5. uasliiuindh laess (Demonstrate a grasp of the past)
waaaliFn s lranuduan Tuafnednas waznasaiidiuinnavesnssndulanss
dnifuagdlsiunadau
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6. lusdlalumsimevinaiazenuan (Be transparent about potential unintended
conseguences)
fanulusdalunsieninadiandadususnannmsiasundas laodwsed first,
second, & third-order consequences viafilanuiuas lsilanun aziuan confirmation
bias annAsINANsauILe first-order intended consequences

SECoND OlE THINKNG

| DECSI O \,
|
7S Frest o¢oek

\\.\4
p (ONSEQUERCES

& ®
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7. aseenundediolusius (Bring credibility)
yne Ui b levinvne status quo msduTuisumssnsiaseenuingodio shums
a9 track record of performance.

PERFORMANCE

CRITICAL EXCELLENT

- -
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8. Yanuand laidune (Know your boss)
viha T lauadnan oA ANNway wasthrangvad iUl
RseFanNsialuil
* When does your boss get defensive and territorial?

* Do they invite challenge and dissent?

* How willing are they to be wrong?

* How do they handle bad news?

« How emotional or unflappable are they?

* How entrenched in the status quo are they?
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9. uJaﬂumwmummumsﬁwma (Frame dissent as exploration)
"SuannBpusRafiuAsAUsosilage”
"Suasduindoyaiiuenaslsisndnthe” uas
"ehpngadul wisasdinloy”
waded cognitive flexibility wosnaine ARLALYINUNEEILDIDDNNNGNY
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10. To¥oya (Use data)
FoyaazmhoanmNudsswaInsvinve status quo [¥WRasauTayalusuansiu
NNDoYATIUTHEU
- > YOHALTIAOUNIN
-> Foyaldng tlosq (Audafiodosas)
-> ANNsANNIDA NIl
%WﬂﬁﬁﬁﬂgﬁuﬁaﬂLLaZLﬂuﬂﬂﬁiﬁﬁﬂgﬁﬁmﬂgﬁmﬁjﬂ aawa‘[amammaauamﬁgmmamm

i ANSYIRAaDY BEalAsiAS1NS DY

Quantitative Data vs. Qualitative Data

Quantitative Data Qualitative Data
od annn o
@

l 74 < J

Quantitative data refers to Qualitative data captures
data that can be given a qualities, characteristics,
numeric value. experiences, and behaviors in
a descriptive or narrative form.

P upMetrics
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