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Success Healthcare Organization

Ideal Healthcare System

Integrated, people-center care

Ever-improving
value

Country setting
& development status

High
Performance
Organization

Learning , >
Organization 'y sectors:

Y Health Service education,
sector: delivery: - sanitation,
governance, networks, social assistance,
financing & facilities & s labour, housing,

\ resources practitioners 5/ environment

< & others

Living
Organization

People-centered care
-Tailored to people need
-Provided in partnership with people
-People, families, and communities are respected, informed,

Lower Cost

Ideal Organization |

engaged, supported, and treated with dignity and compassion Ideal Outcome
-Increase access
-Reduce unnecessary services Value-based Healthcare

-People get the right care at the right time in the right place




Value-based Healthcare & Triple Aims

aly aan

Better Health Better Care

Technical excellence Service excellence
Clinical objective Social objective
Appropriateness People-centeredness

Effectiveness Patient experience

Safety Equity

Lower Cost

Better Value

Management excellence
Economic Objective
Efficiency

Y
CIAN
u q

uw.agﬁ'@uﬁ ANTANA 25 AAAY 2562 “Quality and Safety in Global Healthcare” n3sza3onn1s 60 ATRUNNBANRAS WA INeNReLTealna




Aims of Healthcare: Triple-> Quadruple -> Quintuple

Improving care
for individuals

Enhancing the health Reducing
of populations overall costs
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ala/aa QAN
aanny

Patient
Experience
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Population
Health

Care Team
Well-being
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Advancing
(120 %} Health Equity
u Working towards the state in

which everyone has a fair and
Just opportunity to attain their
highest level
of health®

Enhancing Patient

Experiences
Motivating and engaging
patients to play an active role
in their care to improve
outcomes and safety®

Reducing
Costs

Y
nAN
au 9q

Quintuple
Aim*?

&

and resources to address
provider burden and burnout®
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Improving Provider Reducing
Well-being Care Costs
Providing access to tools Reducing resource utilization

and readmissions while
assuming greater risk?
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Improving
Population Health
Preventing and managing

prevalent, costly, and chronic
diseases™*
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Ideal Organization & Culture in HA Standards

| High performance
I-5.2 b (1)

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

People-center /

Customer-focused Culture High
I-1.1c(3),I-3.1a (1) Performance

Learning Improvement Culture
Organization I-1.1a(3)

Organization

Organization

Open communication

& empowerment
I-5.2 b (1)

Safety Culture
I-1.1 c (3)




U Y

(~f a\ 1
2UIIFANNLT LA ﬁaaa%’ﬂaqmm‘lwgsuwamu

[~ A
AN LA

Excellence
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Reliability

Quality without failure
over time

Ever-improving value

Quality

Outcome that matter37
Better health, better care, better value

Integrated
Care

Provider Customer
Perspective Perspective
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Context Purpose Design Learning
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MBNQA Framework for Performance Excellence

Organizational Profile

Measurement, Analysis, and Knowledge Management

Core Values and CO“ceptS

Framework for performance excellence 2ITIR
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DALI & Juran Trilogy of Quality Management

Quality Control ->
Quality Assurance & Risk Management

Quality
Planning

Quality
Planning

| Quality

Improvement

Purpose |:> —
Feedback into better designs

100
Zone of Control §2
B0

Zane of

Improve

Process performance (%)

O,uall_ty 60 e Improvement #2
. Planning Zone of Control #1 F29rs
Quality Improvement a0 Q‘ =)
20
Zane of
0 Improvement #1
Feedback i b desi Time
eedback into better esigns
Source: Juran J, Godfrey AB, eds. Juran’s Quali “

ity
Handbook: Fifth Edition. New York: McGraw-Hill, 1999
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Japanese PDCA & Deming PDSA -> DALI

Japanese PDCA cycle

Determine
goals and
Take targets.
appropriate
action. Determine
methods of
. . reaching goals.
Context Purpose Design Learning =
QT 5 o a Check the education and
3 = ﬂ’]‘ﬁ%ﬂl,fﬂ’] aantituy (21 MFN affocts of training.
implementation.
Implement
work.
n-do-check-act

PDSA cycle and Model for
Improvement—1991, 1994




Shewhart Cycle -> Deming Wheel -> Japanese PDCA Cycle

Shewhart straight-line process
Step two

Specification  Production Inspection

Shewhart cyclical concept
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Shewhart cycle (1939)
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PDCA = plan-do-check-act

Act Plan

Check Do

Deming wheel (1950)

¥

Japanese PDCA cycle (1951)

¥

Deming wheel Lﬂ%‘é{\i‘ﬁ Deming #1 Shewhart
cycle m@Tﬂu,fiJmuazﬁua%a@iaﬁﬂszquﬁnﬁqiﬁ%
A1} (JUSE Seminar) tilail 1950

Tuildiaan singsnodiiluldUsuse Deming wheel
\§l4 Plan-Do-Check-Act (PDCA) cycle #99z13wiin1s
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Deming wheel

Japanese PDCA cycle

Design aanuuunaanm (Inadin1snasauag1inanzaa) | Design = Plan
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Production = Do

Aa > 6
Sales 21gHAANTNN

a [ & a o A o 1
Research 'ﬂﬂaa'ﬂNa@lﬂm‘nﬁsl%\‘]']uﬂiﬁLlagﬂ']'ﬁlﬂ(ﬂa"lﬂ?']

dlrAnadels virla ;Eﬁlai‘l%’ﬁﬂaiau‘la

Research = Check
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Re-design laglzupnsanvasduslnacdanianm

Re-design = Act

ﬁ'm: Ronald Moen. Foundation and History of the PDSA Cycle




Japanese PDCA Cycle vs Deming PDSA Cycle

Japanese PDCA cyc

Determine
goals and
Take targets.
appropriate .
action. Determine
methods of
reaching goals.
Engage in
Check the education and
effects of training.
implementation.
Implement
work.

PDCA = plan-do-check-a

Shewhart cycle: Demi

What could be the team’s most
important accomplishments?
What changes might be
desirable? what data are available?
Are new observations needed?
If yes, plan a change or test.
Decide how to use the
observations.

Study the results.
What did we learn?
What can we predict?

v / Carmy out the change or
"""/ test decided upon,
preferably on a small scale.

Observe the effects
of the change or test.

Step five. Repeat step one, with knowledge accumulated.
Step SiX. Repeat step two, and onward.

Dr. Ishikawa 151 PDCA cycle:
FINLDINININANA goals & targets
wazdsn1sussqsi (3 luaw Plan

v [ =t
wazsINNI AN Hnausa uaz
nsUp1ialaluan Do

PDSA cycle: Demi
Plan—Plan a change

Act—Adopt the change,
or test aimed at

abandon it or run through £
the cycle again. / improvement.

Study—Examine the o Do—Carry out
results. What did we °/ the change or test
learn? what went wrong? (preferably on a small scale).
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Deming 1@ reintroduce Shewhart cycle
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1uil 1993 Deming lalsu9aazasmaisang
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LASNAIWIDNAIINI Lazl38n21 Shewhart
Cycle for learning and improvement WIDUNI
Uprasinlaiifigaasnu PDCA cycle fiditlw
AnLLdaga1n Deming Cycle

Tﬂﬂa‘gﬂ Shewhart Cycle, Deming Wheel (1950), Japanese PDCA Cycle BIPSREIN
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Learning in 3C-DALI

Reflection

*  After action review

* Dialogue

KM
Criteria * Knowledge sharing
is'mmsﬁ Action *  Group discussion

* Presentation & feedback

Monitoring

Context *  KPI monitoring & analysis
slane Purpose C> Design Learning LS
* * Medical record review / audit

* Quality review activities
*  Clinical tracer

Cors Values Improve * Internal survey
InaN Evaluation

* Rapid assessment

* Evaluation research

Report

* Portfolio

* Self assessment Report (SAR)

a
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Get Use of Surveyor

Recommendation
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3P Response to Surveyor Recommendation

mMsiEyusIIAMsuUuaUiinisal msiiesvnsuiunmsguanthonaulsadhda isnfivue
inpsmstlosdumnadasiisanuuasdavinunuud lwmnifawamsal binsUsasdine annansvu 1
s Waithnuneshuanudasaduemudusvaddsngiuia

Problems/Context Processes (Ql Plan) Purpose
diauTgmiesls didamusnibiewiasls AiduasaansWiewmgualmanesdls
o Fthongudes «  numuavemsal (RCA) anudasadslunmsquanie
o dadwilunmviunmsgua ¢ Aesedenudslunsguagie
« afimsaiieuiie nalsmandey
o WaaenuUasasiy o MuuaNIRIMIUDAU

¢ AMNUUANINTNTUIIVNAMNTULN
dWaamensal laiNaUszase
o FoansWnousu

*  ARENNAIUHUB ‘

Rapid assessment
ANSUHURNNNIGTANTA
FuuaiiTiuotinals




3P of Planning from Recommendation
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Process Owner & Process Monitor

1. Name the Process l

2. Identify Customer

l

3. Determine value to
4. Identify outputs <«— customer & customer

l requirement
6. Identify key steps

& its requirement

!

7. Determine value, waste, & risk of each
step, handover between steps

!

8. Determine preventive measure &
monitoring system

5. Identify last step
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SWOT, Strategic Opportunities, Intelligent Risk Taking

Strategic
Advantage
Environment
Scanning
STRENGTH WEAKNESS Strategic
Challenge

OPPORTUNITY THREAT
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Strategic
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Intelligent Risk
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Strategic
Objectives
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Innovation
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Outcome Framework

Strategic Objectives
Treatment Goals (Clinical Outcome)
Overall Objectives System Goals
/Goals PCT Purpose
Indicator.... T Unit Purpose
‘ Assumption...,
Objective/Outcome 1 Objective/Outcome 2
[ Indicator... Indicator....
‘ ‘ Assumption....
Deliverables Deliverables Deliverables
/Output 1.1 /Output 1.2 /Output 2.1
Indicator.... T Indicator.... Indicator
‘ Assumption....
Activities 1.2.1 Activities 1.2.1 Activities 1.2.2 Activities 1.2.1
Indicator.... Indicator.... Indicator.... Indicator....
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Learning in Daily Operation
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Learning From Excellence
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Learning From Excellence
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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

S L F i SO



Learning From Variation

——— —v

induanuundadsinluanudazin :> i ldfiaanuaaduasn

anunsaid idulusnunnuiingly PN UNAIFTINHANNLUTUTIU
nof@uNUENNUNE PMUAURVNAGAMNLUTUTIU
ATzULazaneaULithed ldUn FvuaNaN Auuae Ausansuinasls
59516 DuanssguLeiennu

fnsldnasnilaniuansiaii Usuaudsidouludfiorfudeiivihased
MsUAURTweNsNailasanngimNX wmiloudu Taowuadudariduiugiuds
VoNALNNE AL Ugvamdourulunnanunisal fusdsd
anuIduiisosdyednlunis Amsfirnuiangulanansuan unsal
vinaukas iduldeuiigiodvius oy
WSENLNUSUSoAUaIUATAIT kA aEu
NN monitor key processes

S ——— —_
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§319 Standard Work é“wn‘nﬂﬁlgu Work-as-Done & Work-as-Imagine

ANUAINKRAYVBINSUHUALNAIIN
- NNITUNIN DAVINL LLSINAAK
- ﬂ'mnjam'lammzlifay‘aﬁvlaimaﬁu
o A YR A aa
- NSEINIIAALND L9597 ﬂ‘l%msﬂgum
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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
Liﬂuiamaﬁam%ﬂﬁmzLLﬂoﬁwﬁ”ayjasl,ﬁ'ﬂ‘"ml,azﬂ”umm LRTAIIVFALRDIWAINYEILATINT.
msfiwaztlilanawiaasolssidn

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

WINUILAZYABINTNUNUAIADAD NNLABY LA 1 TILUS
A5N1589d15NANBNIANULYN R LUIS89ANUAINNI9RB Performance

4
a

AEAUNNLABY LIWBENIEAU performance AsuAnUl AndIN1ssauseiiiuiiadiul

Purpose:

* Assess Usgilumnugniu viggnnasla anuasen anuianala vesymains.

12

* Set goals MNUALUINUIYNAINULAZNITWIUIANIAIN INTZUTFULALTZYZE

® Track progress MUt 1uuN8NARUAL R
y . y L
* Uncover obstacles AU UasIARN15UITAIUNBUN8LAZAINIUIN ‘% 2
3 q 4 \
® Discuss specific issues WEINUNAITUNIBLANARYBIYAAINT AR
-

®* Constructive feedback, and coaching UsU mindset



fiazlslvmenu asaanuatnals

AAR after Incident
=Y o s A -V 1 U A g/ 1
e azlsiinain MludsAana1a azilasnila lutnas 10819 19
= v . ~ 1
* za1uUNSyWlUa319 mindfulness Tnfing1waggls
; = ; ] 1 o A A 1 a A @ a
Day-end debrief 3@ shift-end debrief asqﬂ's'ﬂ%samummauL'ssﬂm%m aaz lsidwunsaw
NIATRLINUALATRAL
Weekly huddle (@auiadsnnain daily huddle)
[ [~ -V I

* NuUNINAMNANSAILAZ] NN LT ULIRINHIWBHA

* 13uU3N1099 1% HA el asniinew dlavazas

° [~ P o Y] Y sl .:ivl 'y

LI NITBUAZIRILEBD AN NIRRT LAI1N LA SUNDURNAY
Monthly review
o 1 [~
* numwkawkazlananmwIzasrikIgewleaInsn laaly service profile 1Wngw
* wilananawilaglznan NEWS wia lawanaangn-niin
°* ANANARIANTILALINUTYRIUALANALEES
a\ 4 Q 1 )
* wuhwhawilangaivassanIanIsunianigaanina 9 a1

wn.aial gnIdna ANTIANAIILUTLTBINUNWIDTUNEILIS (19 TUEEU 2566)



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

wn.aIal anudna (20 NweNsw 2566)



Organizational Accident Model

Care Management

Contribut Fact
ontributory Factors Problems

» PatientFactors |———

Unsafe Acts Defenses
/Barriers

Individual Staff

Factors g

Organizational ——» Team Factors [——* I
Management

and Culture 4"’ Task Factors | Errors .
Work/Environ

Institutional —— e
ment Factors
Context I

risk management

: Violations
Electronic

> Information |———
Systems &
Technology

Corrective measures, support and

Latent Failures Error & Violation Active Failures

Producing Condition f

Active Failure 1Wuaniiazdasiluad Root Causes fosszuliidanudainisassvinuazatssindulaludunoustions




Active Failure / Unsafe Act / Care Management Problem

Uit iginAulanavaneves

Slip Lapse ARG TANENSLAIUtauiuoLls

(Wa1A) (\Waa) A1 active failure, unsafe act, care

management problem Jumadanumune

Error

- Mistake
(HANAA)

o) WernuLazaIusaltunuiule
HNA

115U situation violation 12383 NTU
Aaudusanazluly unsafe act?

Other Potential Change
(Alternative Action)

Violation
(aztia/dHw)

Situational
Violation?

Active Failure, Unsafe Act, Potential Change, Care Management Problem

fimunuslndideenn aunsalgnaunuaule

uw.agl,’i'wﬁ ANTAND {NTIQIN@ATINUUILIBIQNMWIDIUNEILIR (15 UNTIAY 2568)
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Meaning of Terms

Error & Violation

e g s <
Error ANINAIANAS LUUULEDTaYa

- wan: ¥IAAaldla (attention failure)
Unintended
Action T SR % ' .
Lapse LNED: AUNATYNUNEIU NS (memory failure)

/,{ Rule based E:Iﬂ: "Lﬂ'ﬁﬂgc?@ﬁ;% 1‘8}ﬂﬁﬁbja lﬁL‘%ﬂQﬁﬂ?ﬂ‘ﬁ

K |
\ \‘[ Knowledge based | Ein: mwuiﬁ Joelaiwarudsiivdoy
Intended

v

X Action 0 a o o o =i = =
Routine s@inhnizan: vhasdihefigadeiloma

azdinwszantunsal N Tidleg likineauiu
\ ,[ Situational ¢ o o ou o @ M v
) amunmsal Wuaaieanaziliinudisald

Violation
Uszanmniauae: Liannavselaiaulanaiinamn

J

//

Reckless

nsazdin \\

) a 4d o o o w 1 o
Lﬁﬁmqﬁquuﬁnglq { Optimizing ATBIAEWDAILDE NN ALDINNANIBND I
< ¢ /

Source: James & Reason & The Human Diver!



*

Fairness

At-Risk
Behavior

PdrfOC

A A SR~ 6’&1 v A v
1. Just culture LﬁJ@Lﬂ@QU@]ﬂ’ﬁmm% aLﬂEI'J"]J@\‘l

ice: Risk Belie
/gi rJrfd

lasumsUidesnadusssn sumgauns tign

NS AR 2T URATI U 8RN URULARIVDITEUY

OOOOOOOOO

i ES n

;9: 1 o
%G@%VLN&JQ’W%’WQ’JU@]‘&J

2. Local rationality ﬁﬂuﬁﬂuﬁdﬁﬁ@’iﬁgﬂﬁad
HULAANR ANNLTNRNY ATNANNLTN R

AN,

ROTWNIOL LLazmaJ'cg@auiﬁmaamﬂmimmzﬁfu




Learning From Incident : 2-Axis Swiss Cheese Model

Contributory
Factors Tier 5
Ext. Environment

Organizational Factors conuton

Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

Local Workplace c(,nttuto,y

Factors Tier 2

Factors = Work & Team

Contributory
Factors Tier 1

U nsafe - Individuals
&
ACt < > Substandard

Act

Assess Plan —>!—> Educate Discharge

Monitor & reassess

ATWEUNNYANRAS LIINENLIAINNNTUG 2567



Incident: Delayed Dx STEMI

anmeTsUIRngeRanTiua e INTDIANEIEDINNIN

. marAufiamulasguinig — Onboarding
Tier 4
L ASEUIATL
shatnsaldnuduiuinnvas template S e
Tier 3 ﬁxungaaummamﬂsm anunvin EKG 1S9 EKG
laiiBasionsdoans AULAL anslondudils TR
***** Janwmssioriuludsiv
lifiuumenmsdansas nsAoansludiy, |if s=uu buddy
Tier2| atypical chest pain, ST, AnnTUTeAL i work Tu
WUUWDANENENA A", hifissuudinena FAlugIs96nL
1 v [y} I
! onRaAuitulnudle ! i
AU VINVINBE y 9 < wnneg ER a1m
Tier 1 v WHIUIAIWLINANN unmef il s ol S
ler anpiegin Tonsi LajlZA A 2nd opinion AMNAULULR
sy GERD akpinebtd
, | o1aveh i ek onRaziinanumsludiuFenriu
Screening error ¢ Delayed EKG Delayed decision (MD)
Care Management Problem
Chronology of events
Screen » Assess — EKG — Consult MD » Diagnosis > Treat




Contributory
Factors Tier 5
Ext. Environment

Asfistoantudhdoltanuddryruanuduiusiuaca

usiaz Care Management Problem siasflanmsiannzwouiuies

lalmnsyumuanmssine snuuwnTuniosnusziutu Insbiduiusiuusiaznmsnsvin

Contributory TEHUSTIN
Factors Tier 4 / ra—
Management mfm{“
Contrlbujcory nMsinausy lifinng naflnausy
Factors Tier 3 /Uguiung aanuuuly /Uguiling
Environment \
Contributory
Factors Tier 2
Work & Team
Contributory . \
Factors Tier 1 ANNT FuUduso lRBAG
Individuals \‘
2 L v
LWNWETA unwnguszan lsisianswe LN UsEE AL -
Bathlisrids M ¥ wdnsly
Usnndedia [+ thwdou [s @dutuain liarvinie bl Bugugae || D700 [ WewIa
CRIRLRARE 2aGIAL WWnEUENEN Y9Lnduns Uangu LAl il
Care Management Problem
WAV uANgUsE - Y
Jsmndeda bsl  thiudan R ddludasn | wndans | | indwns T
' s Tudesen |7 nuvmusnds el p¥ Budhn

Chronology of events



Contributory
Factors Tier 5
Ext. Environment

2-Axis Swiss Cheese RCA

Contributory
Factors Tier 4
Management
Contributory PR ®}annin p—
i WUIUHUR WL UR .
II-'Eact.ors Tier .3 A SN ANDUSH
nvironmen FIAL
—8 '
Contributory UV Double
Factors Tier 2 ANsda4da1s check
Work & Team / /
Contributory M
Factors Tier 1 s e
individuals $5IFU $5IFDU
' v "l "l V \ 4 Y
WndUNsIReN i l6lin M wiu V Intern sugn aaV
Substandard Act wfiuniely 3 ASUAUTILAN nnGLou Taugusido Pt intrathecal
M (f.4.90)
WeIUIAU T = . - -
” = wRLNda M “du M ann LP i WREUNAR Intern vin LP Intrathecal
Flow of Steps WNATIRL U;,::%fa ™| intrathecal aunIoN P duga [ MBaes wazsugn | ] tnjection




Il. Determine how and why it happened

3. Proactive fact finding
(listen, observe & investigate)

(1) NUNIBLANAITNLALIVDINIANA (2) SUN
v A Ly ' Yo v
\devasdiigidasidszavesls lasudayas
azls wlamanansadiels dasnsacls &
dasnnazls (‘l% empathy map) (3) 1% guiding
question %38 5 tiers of contributory factors to
A v o
AE tiaawn1iaasnalng

4. Identify root causes /
causal statement

Na1swasaslul ludsinisilasnu
azlsing
Aaszvinaslnizasuaas potential change
Tu1#%1n9 Iatent condition #3ailaduasans
12 wasqﬂu,‘flu causal statement

QEL’J@&I

U

BBAWVDINIINT RCA

I. Understand what happened 2. Identify potential

change or unsafe act

HINDSIGHT BIAS|

(-7 4 a U (%]
¥ Us2laniiannanfoIn1TNaIdaRad LsN13
~ A & Y] 1 o a
wiatldsuiidulanianmu la A9
HA
u
. =~
3¢1] potential change @1& care process %38
work process AILAAWIIABAIUAN

lll. Develop and manage

recommended action

U v q' o
1o scale 1@, WEWNNITNIZN
VBINNAITDIAILANY

¢
ADHNITOL

5. Propose creative solution

¥ %] q %]
1#%an human factors aanuuuLiiaifasni

[3 Yo X Y& A [ Y& & o
M lnaawasranulatsr2w v wsauia

TRwanzaatn

o ) Qo e/ [ % .

muwmﬂvlﬂﬂﬂamﬂgumuh WA (action)
Tasefiaatnaantn mindfulness

TR AnT@Ana (13 Fwaw 2566) Uian “anwdu mwﬂaaﬂﬁ'ﬂwaaé’ﬂ'm” @ 3™ Mini-conference mmﬂaamﬁ'ﬂuﬁﬂm 068 ﬁay"L@Tﬁﬂﬂu (2558)

-



t:i d' U Q? Qs

(1) NUNIBLBNFIINLNLITDINIANG (2) TV

Wordzsasdingatasindszavazls lasy

Payansls ulannanangadiels aasnis
s Y o (- v v
azls fivasnaazls (1% empathy map) (3) 1%
guiding question #38 5 tiers of contributory

factors to AE Lﬁaﬁ’%mﬂaﬁ'ﬂﬁamq

v
/

@D WVBINITNT RCA

——
2. ldentify potential chang
or unsafe act

3. Proactive fact finding
(listen, observe & investigate)

A

\ 7 \4
= >
Ay A

\/

1. Map story & timeline

/

4. Identify root causes /
Action Hypothesis

Na1smIAsaslul twlsinisilasnwazlsiing
Aaszvinaslnivasuaas potential change
Tu1% 19 latent condition wSailadaasdns
Lﬁﬂ%a’gﬂ 151 causal statement

~—

awIaId ANTANS (18

5. Test creative solution
with PDSA
N

U 6 a\ v (-]
1% s laniarnanfuaIn1sNoIga wRad N3
A A & V) 1 o a

wiatldswiidulananmu la & 13 A9 T
HA
u

3¢1] potential change N care process Wsa

work process mtmm%%ﬂﬁmmﬂm zmn

HINDSIGHT BIAS

Before the After the
—ccident_o 8 . Azcident

') Y °
1 scale 11a1, LHwNN1INIZN
waaé’tﬁmﬁ’mmu@:ﬁu
A01WNIT0L

1%%an human factors aanuuutNodadnis 111
941:“:3/ VN~ d’?’ ) [V~ 1:3’ o ('Y
TragwasNulRs212u i lwis2awnn 1
ANIZAND W
wumwpalinaaasilfiinanlana (action)
I5gsnagtianin mindfulness

QL% 2567) “RCA f9snad1eligutan” @ HA Regional Forum Chiang Mai



Steps for Incident Learning Response (or RCA)

Prepare for

Initial Chronology of Events
Identify Information Gap
Identify Potential Changes
Prepare for Fact Finding

Confirm Chronology &
Potential Changes
Contributory Factors
Statement of Findings

Analysis
1
Initial 2.
Understanding 3.
4
Proactive
Fact Finding
Analysis
v 2.
. 3.
Creative
Solution
Action L L
2.
Learning

Action Implementation
Monitor & Assess

g e

Al

B

Y e

Preliminary Investigation
Select an Analysis Method
Identify the Team

Coordinate Meeting
Just-in-Time Training

Document Review
Observation
Interview & Focus Group

Recommended Action
Outcome Measure
Approve & Assign

Organization Learning
Feed Forward

Inform the Public
Quality of Analysis




Contributory
Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management

2-Axis Swiss Cheese RCA Template

TS Tunszanuva 2 Axis Swiss Cheese RCA Template

T Thuasoslonaunu widliuiindoyavasidsndaddauviui
TSuiindoya uazld Tunsimszviwoaniu investigate
TSasUunamsiaTe (WisuaiisudawdiinTunsanu WHY ag)

Contributory
Factors Tier 3
Environment

« Tuvu Fishbone Diagram wszlsiuszusznguanmsiwenuasusuuda

o Tduvu 5 Why msemsiensidulusnudrsiugudonmsseu Why TuTush

Contributory
Factors Tier 2
Work & Team

Contributory
Factors Tier 1

auii 3 Taday WHY? snuanwsusiazguine: lsiluanwmaiiiAndosdu unsafe act usiaznnsnszvin
(Fuildgduanniasdosusnaimnvasusiaz unsafe act sananndu anaxxdianmvnsuls u tier 4)

o1alBFIau HOW? "hazvinesindlsimatlosru unsafe act Tasle key word wasusias tier wu az
2ONUUUSUUNUElSIND. .

Individuals
Care @uni 2 521 active failure wsa Care Management Problems (CMPs)
Management (Tuﬁumausiam WaIN15A52YiN/MssindAnla)
Problem

Chronology of
Events

2uii 1 52y chronology of events: steps/process fiiizndasriu incident Tavazidua




Contributory
Factors Tier 5

Ext. Environment

2-Axis Swiss Cheese RCA Template

TS Tunszanuva
Contrbut TEhuaFoaflonaunu
ontriputory ‘[‘ﬁ;a = W
. UUunNnada
Factors Tier 4 v -
Management Tdaguwam e
. p f 1. Preliminary Investigation
Contrlbufcory T:;;ii:r 2. SeIec’F an Analysis Method
FaCt.OrS Tler 3 . Initial Chronology of Events 3 Identlf.y the Team
Environment Initial e 4. Coordinate Meeting
Understanding | Identify Potential Changes 5. lust-in-TimeTraining
Prepare/for Fact Finding . DoturierntRoview
Contributory F:;O:ic::;ﬁ - 2. Observation
Factors Tier 2 = Co firm Chronology & 3. Interview & Focus Group
. Identify potential change Analva
Work & Team or unsafe act .
Craative ent of Findings 1. Recommended Action
Contributory 3. Proactive fact finding Solution g 2s;i2\r:;e&M::;;rr]e
Factors Tier 1 (listen, observe & investigate) oo Action Implementation
Individuals . Monitor & Assess 1. Organization Learning
L - 2. Feed Forward
. ; Sane 3. Inform the Public

Care 1.Map stary &umeline 4. Quality of Analysis

Management
Problem
Chronology of Jduii 1 52y chronology of events: steps/process fAudaeriu incident lapandun
Events m‘mﬂumm‘iumu LLaw‘IJ‘S‘U‘IJ‘NLﬁJavlﬂ‘i‘U‘r‘JE)ﬁJaLWJJLG]EJQ'\ﬂﬂ']‘i‘I/I'] proactive fact finding




Contributory
Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management

Contributory
Factors Tier 3
Environment

Contributory
Factors Tier 2

2-Axis Swiss Cheese RCA Template

shot ooy CMPs wu

(1) ladfiansiinsese dune naoasiionszin
(2) aah Tunsitasty

(3) UssAumNUIdIRanans

(4) desiadoyaliiisane

(5) ligunsfiuanuRaUnfivaumsasio
6) s levinansesiaaaunannn6

(7) ldugusienu protocol fimnasriuly
(8) lumomnuahuimdaifosdu

9) ldrruguaumansivsotnaiieane
(

(

(

(

BHunszenue
Biusoeilonaunu

TSvufindoya
TasUunamsiesst

fanuiiatheszy CMPs

iRnlaAnfinedl (Msitadoiinanaly nioatiinmsaldadu) Iy
FunouUlaTNg

Foyaorls (Hx, VS, PE, Lab) fitnaznszanlfisAndser lsunsetng
flozls7Tu red flag usinazasly

flazls?Tu must-not-miss diagnosis usivislsilg@aaaliTu differential
diagnosis

mawasuulaserls au ehenanTe 7 lkihUasseiu

Asfins monitor azls Yasiisda

Work & Team 10) Tt protocol edlianeog »  msfimsusafiughotals Tughanals |
11) TR T3AENARE AL - qavansndadulaunnsnseanty dasdnuhe masinaulidulysddoozls —

Contributory 12) T¥Ans2 - fnmsUssfiuanudssiinanaiafouldasalnuiing

Factors Tier 1 ) MNITAIEG - fnmsdssiodoyar sz st |

Individuals 13) nMasinauladi bignsio . fimsnswinerlsfiuensnaluann CPG/protocol fimnasriuly
Care aun 2 52y active failure nia Care Management Problems (CMPs)
Management (Tuﬁumausiam WaIN15A52YiN/MssindAnla)
Problem

Chronology of
Events



Contributory

Factors Tier 5 auii 3 Today WHY? snuanwsusiastuines lsiluamaiidsndosdu unsafe act usiaznnsnszvin

Ext. Environment o . N o e : .
xt. Environ onalBAIn N HOW? fnazvinesndlsietlosriu unsafe act lawlal key word waasusias tier
Contributory Organizational climate Resource Organizational process
Factors Tier 4 lasaashe uloune THUSTIH NTOUFAG BussASiiA LAy ulttnouazizuius msdnaula nsdndnsAas
Management SEUDUAMNS oz lsthefimsUsuds AUVNSWENNTOL ISIANLAY mMsadvanusomiiuna oz lsiimsusu
Contributory IEC Supervision -I;?f’k design Physical Environment Human-System Interfaces
Factors Tier 3 mstlnousy/ | ensrduaua || e o‘iUﬂ']‘SEI)afVELL‘LiU W9 LAY QOUNAH aUsudarinoadultigh laine/aznaavse
Environment Tndoyansls otals Rt il ‘o layout [ T visual elste wioazledliiviwana
0] protocol azvl’ri E)’]ﬂ']ﬂ A ayOU o i

Contributory Nature of Work Team
Factors Tier 2 sssnTNATasnutudouiads azUsulse workflow ozlsleng msUsuMadoanslufives lstne unuwiiesvin T
Work & Team wAnMSTRTIEiosiidaainanunsaufunasagaldosals “ndudionsls team awareness fimsidoosls
Contributory Individual staff factors Patient factors
Factors Tier 1 YmaNIMISHANNS AR INY: mmmmﬁﬁ[umﬁuf LL’-NQQTQ LROAR &g’ﬂwLLa:maUﬂ'ﬁa:mazvlﬁvlﬁﬁ’wLﬁai’jaqﬁu AE

Individuals ANHENNNTAVINUTRIUSTTH 0% ISIANLEN

y nsnswvin/mssimdula/cognitive process

Active Failure e T A
VioadiwaliilAa adverse event
Care Management

Problem -

Chronology of Events

uw.agn“’wﬁ qmﬁqa maﬂmgeﬁamu”u%'madqmmwamuwmma (15 ¥n3NAU 2568)
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Contributory
Factors Tier 5
Ext. Environment

Contributory TU5TTHN
Factors Tier 4 | r—
Management mﬁm{“
Contributory P - laiginng Asilnausy
Factors Tier 3 /Uguiung panuuuly /Uguilne
Environment \
Contributory
Factors Tier 2
Work & Team
Contributory . \
Factors Tier 1 NG Huouso IROAG
Individuals \
T ‘ v M
WAV wnngszan luifinnswe LnngUsEE AL :
o L v v ndunsla
Substandard Usnendede [» Uudou [ Aduduann iRadvinhe |l fusudas L@ﬁ‘ﬂﬂi WEIUA
Act plopliphbl ARG uWnNEAUENN WodLAdTNS ASATIL 0T neen
WA wnngilsean - ‘g 4
Usnendelia [» Thudou VI,:JE 1N WA 4 \nAvnS wWie
Flow of Steps o A Woaun NUMUAAY inving 1@udia




Learning From Incident

Q/

1. iunnifea@n ok

ALANTUIBINDUSIMNANHLE LW

AURaNgIUNNENIALIYa N NS US

Wl hsLazAsauAsIILla 5T
TeuveNTalignNTzuy

2. Team Reflection

* v AAR viufifivin ler
o 1Anerlsdu Wiulonausuusaesls
o IMFAaNITal IIFUNNSDN BNG
(18%) B nialy

3. Self Reflection

o ANNBNUsazALUUTNDDNANN 2 AXIS
Swiss Cheese RCA Template sna
AL YRInweY Meludniudu

4. Formal RCA

1
1 v =]

e slaufinsusuusesuuialfilainae

9

LilAawmnnsalvinuaasionfusdn
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NUMIUHAALARIIENISaITUN 1: After Action Review (AAR)

AN Y IUN1SH1 AAR
1 a g g % 4
*  AINIILUNNDLITVU? (MINAANTHAZNTZUIUNIT)
* 9399 uauinezlsvu?
= 1 o = 1
e Jaunana19agls? inluldawanane?
o 0 vad

) What can * mlaFeuiesls? avvinlvinyueenals?
ol anwaiz: T6aa1 5-10 ui iiunnaufaman1sal

from this?

ludwansauvasn1sinnu lenuauansalynseau

Wa: YrgliiNansasiauAn N1SIS8US LaTENIEAY
UnURn1snaeaala

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

drdrnwmariiluianRarsunlunisia RCA ynase
1 arenisal (Preoccupy with failure)
* finvadesmanisaiegnssauiuluanuidsssineg viaki
L wSeun¥au (Commitment to resilience)
o fifoyaunanstamsnssuniousuiliofuiymiieiiaazaiaitaziin
e
d A9 (Sensitivity to operation)
* N15U5ZUANIUNITUNIDNTINIVAMURAUNR ﬁgmmgﬂuuuﬁf‘hwuﬂ
wazAlennyenLAwagels
4 ‘I‘qﬁﬂ (Deference to expertise)
* §in1s5uns aunadnluniuegngls ﬁ%’agaax‘l‘iﬁﬂmfﬁnLﬁxtwi‘laj‘lﬁw"ﬂaaﬂm
L Tasasany (Reluctance to simplify)
o finsanuaglaglsiirafuluvdeli asuastadveaslsiaiy

n15911 RCA Mfazyinlvanla

= o/ r-'gl) 1 =)
G Lﬁ@l%i@ﬂﬁ]ﬁ]ﬁll@ DABNIILNG

guRn1sal thldgnisuuuss
WIDNTOONUUUTE UL TULID
Unariulayunlusunan
ynlalonadumumuly
L931Uee mindfulness a3
daaSu AN TRIUEITHYRINS
19Ul mindfulness waziduy
NIANYIFEINSUAISHN

situation awareness

uw.mﬁ@uﬁ qﬂﬂqﬁqa “High-tech, High-touch, High-trust in Healthcare” @ HA Regional Forum nale (7 wqaﬁmﬂu 2562)



weiazauluLraNISal RigiAdUAAAaYEItaY Nenfuiladaitneiag i

Contributory

Factors Tier 5 Societal influence Policy, rules & regulation Design New
Ext. Environment Public awareness national, payors, finance, IT, professional org Equipment & supplies technology

Contributory Organizational climate Resource Organizational process

Factors Tier 4 structure, policy, culture, management availability, priorities policies & procedures, decision, staff/workload
Management system, leadership involvement, & management management, support from central functions
Contributory Information, Supervision Human-System/technology Interfaces Physical Environment
Factors Tier 3 education, Task design IT, medical device availability, location, lighting, noise, temp. layout,
Environment communication Clinical protocol controls and displays, software, charts distraction, ventilation
Contributory Nature of Work Team

Factors Tier 2
Work & Team

work process complexity, workflow, competing tasks,
interruptions, physical/cognitive requirements

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

Individual staff factors
knowledge, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Active Failure /
Care Management
Problem

Violation Error & Mistake

Potential Change

Chronology of Events




Multidisciplinary Team (MDT) Review

ASNUNIULABNUENEIVIIBIBN (Multidisciplinary Team (MDT) Review)

1. umsSeuinngiinisaifiintuluefnnans g ads uazennflaziiuanusivesypains

2. L‘ﬁumiﬁ’]ﬂ’s’mLsﬁjﬂiﬁlaﬁjﬂﬂfjmﬁﬂLﬁlﬁJ’ﬁU ‘work as done’ 1iSAMIANTUTSY HIUN5ENTI safety theme, pathway %39
process 1y AualunInTIINuMImInasesitae Medanuiluesdusznauvesiladeide (contributory factors)

3. Whmnedielilédoasuiniufetudedodeuardoriddussuuiidfny kumsyane

4. p1afimaumunvsslouithevsoinludunmiielidrlauiunvesgtinisal

N15UIUREIAERU ‘work as done’:

n9den 1: 19 appreciative inquiry pussmaThauesiUszneureladibe (contributory factors) :

“fndoundulumeuiunsaiianing Hamlilaiutuneuinfneglstulunstiur”

N19L89n 2: 19lAsIES1UNaunuAgItu ‘work as done’ IasldAa1uinluLfazerUsenauvee SEIPS ag1adussuy

mMaden 3: wladiiniuussydug/nquesy wasveliusazd/naudey auiulug/naudeslagldrnuii fiay

p9AUIENaUYeIU8L88 (contributory factors)

NHS England. Patient Safety Incident Response Framework (PSIRF)



Safety Assessment Matrix AUN15LABNI5N1991 Incident Analysis

Comprehensive Incident Analysis

AN : :
Comprehensive or Concise
Incident #i1in RCA auwd Tamaiastoasudiungs Incident Analysis
ajavlaiﬁ'aevi1 RCA 3n A Concise
usisinniuluvinnsusudsasnnsansilosduias Incident Analysis or
Learning from Defect
AN

AAR & Mindfulness Review

—mm
Multi-incident
. Frequent I
Analysis
Fairly frequent (likely) ——
lanaiing Occasional/possible —

Infrequent/Unlikely —

Remote/rare

2
2

R =R = N
R R R R R

uw.agi’wﬁ qn"qaqa (21 ﬁqm 81 2563) ﬂ%ﬁJﬂ}‘dmﬂ Canadian Incident Analysis Framework & VA National Center for Patient Safety



Proper Risk & Incident Management by Level of Errors

Near miss

No harm
incident

Harmful
incident

H

i
C
D
E
F
o
a

CPSI/WHO NCC MERP Index Proper Management . Am

Apply risk register Proactive risk management
Select serious potential harm for Prevent serious potential
RCA harm
Reach, no harm Select high frequency errors for RCA
Reduce frequency of errors
Require monitoring Try to create a culture of AAR
Require intervention AAR & mindfulness review
Require hospitalization Concise or comprehensive RCA

Effective error prevention
Early detection of errors
Effective mitigation

Permanent harm AAR & mindfulness review

IR RIS El M=l Proper mitigation
death Comprehensive RCA

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

v

uw.agﬁ@uﬁ ANTANA r;dmoqmg@ﬁamﬁu%“maaqmmwamuwmma (13 uNIAY 2565)




Double-loop Learning

o SR A & o @
'V]'lv[,&lfll\‘l&lﬂ']ﬁ"ﬂ']ﬂL"\]‘]J‘Vl(ﬂ']&l']ﬂ%ﬂ?

U A 6 o A P | AAa o a o
eglmﬂ'ammummwmﬂawsgﬂlﬂwau‘[sawmmamﬂamamasn Twagasndsn
1 -V @ A o 6 1 V] =
u,azwmﬁfsawmma‘l%msg}uamsmﬂLam‘n%ﬂ%mamﬂawammn
1 Y A = <& v o 1 o S A &
WARLBEI317YAD Atul Gawande AIVBFILNAI N LNDIRNNITUIALD UNAININ
WD LAAIMNINNIIENHI LN EINLINIT DN Lﬁaaaﬁﬂﬁamttﬁa@1aja&10ﬂad
Laf'laa'i'lmsaammuui%ﬂaaﬁ'mﬁﬂ‘lmﬂﬁ'gﬂ%ﬂms u,azﬂmsmmﬁ'%nnﬂ%

LW (~ g 1 V)
aﬁliqﬂ']ﬂLﬁ]ﬂﬁ@l']aﬂaﬂﬁa'}ﬂvn']@l?

[
= O

g < o 1 [~f o a 1
whanazasn1sasananan iwararazeszuy Nilug double-loop
. o 1 Y A a v

learning %1 lu@n15uniewni root cause n3aawna

A.UN. 391308 WIHD




Loop of Learning

Triple loop -

Double loop -

Singe loop .

= Daing the rght thing

Howwdo we decdide what is
Figght
Transforms the way vol

look gt Isshes and gppioach
o ke s

Reframes haw thing s are
dohe

Doing things right
Do things diferently

'E mCJ-'II]LJEH Eming EHuiml

Principle

i lznanazlslunisananlaiandenarsm

a v A a aa < 'Y
Pawjinatldanudasisnisuasszianuazuniynn:
AFUNAN AN IHRSIIN DoAnad (Transform)

Purpose

o Al dl o = 1
Li’lﬂ’lﬁx‘iﬂﬂ‘ﬁﬂ’lﬁ‘salw
a oA o aa ° '
Liﬂ%gt‘wE)ﬂ’lﬁ%ﬂﬂ‘iﬂﬂ’)ﬁﬂ’l‘iﬂ’l\‘i’l%‘lﬁm: ECUU

lilsunsa ng unuIn @IIANAII (Reframe)

Process

o v = | 1
L‘s'lmgﬂmaamav[u
= U A o [ aa
Lsﬂugmaﬂsummﬂamwwmzl ms‘l%qaﬂwm 19
9211 (Action)

uw.a‘hﬁwﬁ qn"qaqa 11 NINJH1ad 2564 “New Issues, New Knowledge, And Some Thoughts” @ HA Surveyor Camp via Zoom




Loop of Learning

ANdeuLazAsAnUasuLlasluatnels (transform)

Triple-loop
learning

Core Values

& Concept a wa A A v
UQ‘UG’IW]&IV]@@MLUU%?E’J‘IN

Y ¢ < =] 1
naanstuluanutnnselal
Context  —=» Purpose —> Design Learning

(assess compliance

& adjust action)

Double-loop™ Improve
arning

Context e

29NULUU LALMLNZAUA VAN /USUNVDUS19TD L
WanungaznsauAainzauvisali (reframe)

v

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




I-4 A15R ANFASIEN BAzANSINATNTANNS

ANSILAT U

AN536 ANSANANSTAINNG

Liberating Structures vs Conventional Microstructures

Open Discussion lifinnIniuquiitany
laudlassainananisdaiwiane a4nNAw

U v Y o &
Brainstorm #la39&3191% VSRRV

o >

uraInNAaEnlayludTasan

Open
Discussion

Brainstorm

L%

LN

Distributed control

33 Liberating
Structures

One Person 31 InAAdIW3 011N shaping next steps Everybody
2
Gc’
=
ﬁ
c
r
| A o 1 di dy E - - =
Status Report LﬂuLaNﬂuﬂqiquﬁua@aLuﬂﬁ QQUQQJLHQVI’] . . Managed Discussion ﬂ')ﬂﬂ&lﬂ’]ﬁl]
1 09; 1 U { v { 1 1 Mana Ed 0 0 ¥ v 0 ® 5
uaazadlasuaaalas ludlassasnanalwnanlaIniiy Status i ee sautulasgitnnduutan
q QU Report Iscussion
Presentation AUANLaM LABLAARLAEN ‘ ,

| A o A ol A, 0
”L&lwiﬂsaaswaLwaiﬂgauuaauiau

a

un.ayIa qATANa (23 TWAN 2565) LA www.liberatingstructures.com/design-elements/
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I-4 A15R ANFASIEN BAzANSINATNTANNS

Asia | | ANsAAsEd | | AsdnnnsAng Design Elements of Liberating Structures

Design Elements Conventional Structures Liberating Structures
_ ﬂ’]iﬁ’lLﬁ%ﬂ%%ﬂﬂ’ﬁUiﬁﬂ’]ﬂ 1-2-4-All

AL aLTY valinnviuiuiagusens FIANDNNINAVDAMULAWATAT DLEUALNYINVL T2LA

P 2

ladszi@unisg
%] ' = 6 Y] < A I~ [y Y] 1 ci Y] Y] gl/ -9 Y] v K
n1svaNwiuazalnynt E‘N{I%\‘]Liﬂ{lLﬂuLLﬂ’JL?J’IWIQUﬁEI’]EJ ngunilznaudiniing 4 a1 wisunzamaatuin

a A & o
NLﬂjaﬂﬂqﬂavLﬂ@LLﬂz"ﬂ AIUNTN

NSNEIWIIN L'JmLﬁauﬁmmLﬂumaaﬁﬁﬂLaua nﬂﬂuvl@ﬁ“unmLLa:Iammvhn”ulumaﬁahuim
o 1 A 1 Yo A { > 1 1 d 1 1 o 5
MIMABANAN wiangu fiLananibiam 1fen -> g -> mguﬁﬂu > mgulmy AURIAL

A1AUAWADHLAZLIAN ‘L‘im,auaiﬂmgmimﬂ 91NNINN  [1-2 W71 LARzABAALILL §
favaane [2-5 wifi] duduanilfsudadaiis

[2-5 w1f] sasduTunvuanasntafaLin

o v A Ao o A o i
[5 W] nangdutanatafandayniktadai
Urzgulnauaztiunndaasy

uw.am"’wﬁ ANTANA (23 5wINAN 2565) U1laa1n www.liberatingstructures.com/design-elements/




I-4 A15R ANFASIEN BAzANSINATNTANNS

ANSIR | | ANSIASIEH | | ANSIRAISAINNS Simple Rules of Liberating Structures
Simple Rules ﬂgﬁ"lﬁl 9 2LI1LAINN
= 1 o = P o ad
m 581918 la7 LA LT wein 35NN T
Y YUY A oA o a v o C <
Expert-less l&lmaﬁsl?liglll,%ﬂ'nﬂ@ EJJLsmummmmvlwmmﬂmuﬂi:aumstﬁmauﬁﬂ
1 -7 [ 6 %] ' v A % I =y o
Results-focused NILUWHAANS AnNazAa lNANAaNT 1AL 9 LABAIUATARIS
- { “' o g/ 1 ~ o % a
Rapid cycling 2952UNIIALS N3N an mauamas’mn'mﬂ%ﬁwa@qua
Innovative WIANTIN g@ﬂi:mﬂmmﬁ'uw”uﬂ%m‘fwaﬁﬁﬁ’u;ﬁ’uwamu
a\ v 1 - VL% a U ) 095 1
Inclusive D YBINLUIIIN nnawlasumadymulitinminuawuwinelududaly
(%7 (%] Y v o o 1 6
1Elanaraszay ldnslanunudezdin lasinslnag NALNT WATNNT
wWlswidaspwinlng)
Seriously fun ABNEUI RILRINLFINTNULRZANILHATL
Self-spreading WLV AILDI Senaldaulas ldaasdnausuagradunienis
[V U Y] . § W) Y] [V v o @
Adaptable dsula 1% Min Specs Lﬁasﬂmmwgﬂ@aaLLa:ﬂsulmmﬂuamummi
LANIEN

uw.am‘“@uﬁ ANTANA (23 5wINAN 2565) U1laa1n www.liberatingstructures.com/design-elements/




15% Solutions

Discover and Focus on What Each Person Has the Freedom and Resources to Do Now

15 Wasiwudvasnmnoasls?
AdauIkazEInWluNIsATUNITATIlIL?
Aaaunsasineslslatnlaglidadininensusagunatnasiu?

* 15% Solution dnagaseuulmsaruuaziiluly
* Ju source of influence fidrusnlignlduselailunduns
* (Faslug9 dnazyatauinain butterfly effect
* msuyusdagnluizas OK
. 1 < 1 a v 1 A Y
* 15% Solution wsazusziauazdranuaudlattezlsmdulula
* msddmunguazvaulnsmuNunNIaIuYlelitia coherence 521314
ANNBUAILE)

® Energizing, motivating, & liberating

https://www.liberatingstructures.com/7-15-solutions/




LS 6 Troika (A Set of Three) Consulting

Get Practical and Imaginative Help from Colleagues Immediately

| Coom
Troika Consulting U } 5
: ‘_ | *  JUNGY 3 AU YUY
1) Formigrovpsiobd Sit et lennn. * (1 u¥) gisaulasnsasrinarunazvanilsnenlugiuzanan “AdMuvin
o S g i NEVDIAMUARRELT?” UaY “ANABINITAIUYIEWARRE]S?”
2, his/her challenge and ﬁ%f = v & o
potential first steps, P2 °* (1-2 w1¥1) gNANTILUINAIANDY
’ a, A = Yy o )
i bebarms i ier bk o fiied *  (1-2 u) NUINININGNANWDAIUYALIU
3 ) consultants. Consultants offer °

% v W v g ya =
suggestions and advice. Client remains Qﬂﬂ’]‘i}i&!‘ﬂﬁ’) WU‘VIa\‘iGL‘VWI‘Uiﬂ‘E}"I
silent but writes down useful advice. o oA " v vy a v o o
* 4-5umm %Uiﬂiﬂ’]i’)ﬂﬂﬂi‘lﬂ‘ﬂaﬂﬂ VBLAUBLLUS ANLLUSUN

"4_ Clients turns back and shares useful - v o W o v o o e DA
ftn g vandiadvieEank ankaihe * 1-2 Ui gnAIuNAUNLAZaENaUNdUdIta AR TinATNER

- ° dl %4 1 o o] g 961
5 Faneat steps 2,3, 4 for ach lnt WagugnAausaly wagiinudunaugi

(2x).

i o [] You don't Faciitate Serum slane.

o Join the Serum Fasditators Community
4 amfachutors ol

&

o

Designed by Jenny; Ying J

https://www.liberatingstructures.com/8-troika-consulting/




Emergent Learning
IFABIANIIN

Emergent Learning LﬂummmmLLUaLﬂu“lmmﬁamwwmﬂvlmmﬂ wuUanTI) INITRUUTRAUNSU NMITITHUFNG
Jafin nsomsisousausiu Agazlidomnununserls usdifloRansaininmsidausiiu emerge Fuanszrinensvitau
L‘I/\IE)U'i'iﬁL‘IJ’]MN’]EJ‘VIW]GM’NLLawLWEJEJﬂ?G]UNaaWSMG]‘Uu Jewouta Emergent Learning 11 “1ssusanisvinen” Tu
wnansuail uazleigein EL

dnAmilavioneTumaidaniianansaunin emergence nanofianisii the whole finasiuunnnia its part Ado
“Asi3gusmInNR”’

UN.auIY AAYEANA
WNFIA AL IEHAONTUTUITDNALATNAOTLWEIUIA
WBU 2566



Emergent Learning Practice

—_—

2. So What s damnuvinng
iBassMuazdonaotnals

\ 4

3. Now What

151219 |5

—_—

“What will it take to...?” .

7

Meaning We Make
from Our Stories
and Data

" N

Our Ideas about
What to Do Now

[ Insights | Hypotheses

Our Stories
and Data Related
to this Question

Ground Truth | Opportunities

WLy,

1. What 151§i1509517

wazdoyansls

—

—_—

When and How We
Might Test Out Our
Thinking

uw.am"'@uﬁ qmﬁqa (VNN 2567) a;ﬂmmmn https://emergentlearning.org/

4. aNud1sa

wieDuagnals

5. gfogvines 5o
U55aANNENIE

6. If/Then

BAR/AAR

Hypothesis

——

\ 4

7. Experiment




Emergent Learning Principles : Asking Powerful Questions

How EL questions support Emergent Learning practice?

frnauunseandasnnuneiiosTu EL Practices 1w BARs uaz AARs, EL Tables, Learning Agendas. nslafdanslu

PrnafminzanansatinadligaiRuduluges line of sight vinTweudsusingsa nislasamauaniousann

NASWESTLARDU.

«  WadnsTisosnsAeasls? (What is our desired outcome?) owadwsiidaans TUAIAUTTAIA LAY adouli
ANUAANNENTARANNDTALAU Lz?(umqmmmav%mmumu IGH amfﬁrf[uﬂaummfia"l,ﬂmammymUﬂuvl,mmsuu
ﬂﬁiﬂ‘iwﬁuuﬂ‘iwﬁw’.iﬂﬁwLLHWHWWQWOS[QJJWH“U‘H, unaununfisnnaziosas MNQ&Mﬂmwm"lﬂammEhl,‘sa (teams are
aligned on what success looks like)

o amnudBaidnwauzatals? (What would success look like?) ashsshiamnudsa (metric of success) 714y
Frunazdusoals. thalWamndnisuluuuidumesinganuaisa (on a shared path towards success) uas
anansnInasuANNANy Tyl R,

o agtawvhorlsie...? (What will it take to...?) ahsalfisndesiuduinasianmssuanuiynousiastsaduognals waa
awssawammamﬁlmamﬂ‘s. L‘Sﬂg‘tﬂ‘lﬂﬁ@ﬂuuﬁﬂ‘ivaUﬂ’l‘imuawHNNadVILLMﬂG]’NﬁﬂaﬂﬁiL‘iﬂuﬁugﬁuw‘qN%u. vin T
msauvunslyTramTiuassiaiuiinnsnssin (keeps conversation forward focused and action oriented).

«  mouiliderlsn? What do we know so far? ehonaunulassauniBauainedio ibeyeulinneuiaus
Uszaumsaivaanu sadulalasldledoyannuszaunmsalvenisnguines lsldwauazer sl ldwa.

o ghdounanadulyls isasvinerlsimiloundosieannidin? (If we could turn the clock back, what would we do
the same or differently?) shaszudsdndeyiiazadl’ uasisuidamiiasin I lsnadnsisnin Tusuan (Hmawad
FA wwnzazen sasviineRuthringanngu

https://emergentlearning.org/asking-powerful-questions/



Applying Developmental Evaluation (DE)

Development process

o o ASTUIUANTUILLEU ANFEINANONNLAZANTLE YUY
N7W50Nﬂu [~ d@l a d?} Y) o/ = o‘u
TG RN B NN R AR UNIDNAUNTAIHDYIN

Evaluation

Methods of evaluation
* Interviews DE

* focus groups o atuRuiavnvnouazsiaranulu

* Surveys Snuaied TlaAumNuAnasNaTSR
* e-mail questions o atedoulaliantadunsruiunis

e Observation
e Group analysis
* Interpretation

YUt HUNA

https://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_ EN.pdf



Applying Developmental Evaluation : Accompaniment

Tugmsandnoofia Jusaiu DE
A uaivayunguuinnsnan
o uuumegg

As observer

Observe contents & processes — > Useful feedback for the team

Asfinenenuvindoas|s?
Asfisossimanladon:ls?

WA DIMNNWENeNNTnols?
wavaanseindulaluaals?

As questioner

"audlounimazdsudiavig 1 OK Audiavnatiulnu?”
"fi¥hwanglests (implicit goals) s eali lstszysanun uwsdulduded
FRUANINTVINDoUT — [PV [enaunsall”

"fanudgrudomdedeaiisAdmeds - asssulidnRslgnadeunanudigiu
sanangndamsaliifiaAnlughemn”

As facilitator

2hoFuimdounsaunun e

e  AMnUuanNTaULArdLAT I LUIAG (frame the issue)

«  dhelinadlpsanaaudnla Ysuaude wazisioly
helinausimnudoyaiotlondhgnszuiunswaiun laomse (test)

T8 TunsUszaalasinig G?"MwmuLmzﬁﬂﬁqLammuaﬁmqﬂﬁzmﬁ

lislumsuszun usasuauAuE g nUsuislinsinnuUsIngeonINTRRudu

https://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_ EN.pdf




Key Features of Developmental Evaluation

1. Frame the issue 2. Test quick iteration 3. Track the trajectory of innovation

MuwAnIaulYnI mgumsnmaauasiwmm% AAANINVBIRIANTIN

¢+ yuudniouLUIvNg ¢« dnsvnasdleausssusnt o Juiindoyaidaanuoanswmun
TnsistoUsufiudaym o fnsvinanusioismsvinaulnag o duvned s e ey
o anuh lafigaaudu « v TW intuitive & tacit Usngoadin o watliAndulawlalesla
o analduduoulny + ihdoyauarodunaunfinnuuas e AsUsuaswAanlusasly
*  AFDULUWIARYDNTEYAN fndusneIsAsviitussuuunndu *  ANUSNIAZUA
o TomaAndustensiniin
o YT

o fenulusdalunssindula

o dhuBuiinudaymiednoiu

o Tgnsunumeidouslu
anunsaldu

https://www.betterevaluation.org/sites/default/files/A_Developmental Evaluation_Primer_- EN.pdf



Applying Developmental Evaluation: Framing and Reporting

Intuition Data

| |
v

Pattern

l

Prompt a different
way of organizing data

!

Shared interpretative
framework

Degree of accuracy

mMatesdoyalumnugifudunilsvasnmsusufiuwuy DE
NuUszdu DE assinvadayandioaifudoyaidadszindidneoiy

FUssfiuonafinuuuumuiinssuli (99505
fusnseeanlu Tunsdnszuudoya
AaliAnuNyasLazaN T Talnldnsuia

New perspectives &
insights for the team

i

Shared interpretation
of evaluative finding

|

AN UTUIUNAD UANTAUR AN DU
MW UnUasU N AR o levnAmuwh lanasingaeny la
NFOUANSAAINNIINAMINNA A EYVNAUSZRUDDIAINNONEIDY

Evaluator Innovator

Juiin DE

* process observation

« point of tension

» implicit decision

« assumption made

* emerging themes & patterns

ANFEAINNLTDRAUNUINAANTUTLLHEL
iU 10 Wganuluidvessinvad
Nadns waze Ut laludeiiiAadu

Joint ownership of the results
—>

Understanding of what is happening

!

Knowledge that make sense

;

Inform action

Joyaaziluszluanlfisiodioanansariune
Tanununeianssadihnsugus e

un.ay sl daadina (11 Juneun 2566) aguanuannhttps://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_EN.pdf




Quality & Safety Culture

uw.mgi’mﬁ ANYANA ™
N30 AR TUTLIBINUNIWRDIUNLILS g 2
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Culture

e HA Archive
1578

I [ I I
msl,wwzwmg,mﬂﬁiﬂu‘lﬂamaﬁamn‘lm

I e — e

. Knowledge, Experience
Collective e >

o 1 . c
Totality LUUE aswwaamdmuz Meanings, Beliefs
Sum of t_Ota| | Values, Attitudes
Cumulative deposit Perceptions Iﬂ E]l&i [;]yaa ﬁ 7]

Predominating
Competencies

-Accept without thinking
Behavior

-Are passed along / -Programming of mind

transmitted from one NN1TAUNBA  Arts, institutions
generation to the next Products of human work
-Socially transmitted and thought
Juusssu AeaTinvauadifauufinadefulassaludia dauseniuuazufoRaunedu
Junasiuvamgane iin1sdunen
HuBeswas a2 Ussaunisal anuvung aanda Ardey lwAAR WARNTIH AINEILNTE

AaUs 8a1UU NANAAYBIULATAINANYDINYEE

o A (% % 1 [ a aa A
%W.leu')@“‘]i ﬂﬂ"g@]f‘]ﬂ ”ﬁ%’]d'}@l%ﬁii&lﬂﬂuﬂaaﬂﬂﬂ 5']ﬂ2']%§ﬂ'3']3\||>ﬂ%|,aﬁ” N%ﬂﬁSNQMﬂW‘W IN.AINT (4 Nq‘mﬂu 2552)



Onion Model of Culture
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Culture in HA Standards 5™ Edition
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Open communication &

empowerment Living Organization
I-5.2 21 (1)

High performance

I-5.2 21 (1) High Performance Organization (HPO)

Safety Culture : N -
1.1 ¢ (3) High Reliability Organization (HRO)

People-center /

Customer-focused Culture
I-1.1 a (3), I-3.1 n (1)

Learning Culture
I-1.1 a (3), I-4.2 21 (3)

| Learning Organization (LO)

Improvement Culture
I-1.1 a (3)
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positive RESULTS
i create new EXPERIENCES
Experiences ]
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CULTURE PROCESSES
(People Power) (Process Power)

SUSTAINABLE CHANGE >

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



Nudge Theory (Meaznanginss)
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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/
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Source: Inside the Nudge Unit, David Halpern (2015) NUDGE

Tailored Social Proof
Personalize social proof by region to boost effect

X

9 out of 10 people 9 out of 10 people

in England pay in Birmingham pay

their tax on time their tax on time
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Culture Hacking
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Culture Hacking
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SEANAMUARMINSY (themed brainstorming): LilensydunIAnaIIaTsA

ThUSnwmuudaundu (reverse mentoring): fitengautioslimusnuungonla

UszguuuuReu (silent meeting): 1n1sidisuvingu nsedulifimaneuaussedidlaiaigy

Ussunanauds (outdoor meeting): dauszaailuau wemsUsvyuantu JT3ndn
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Tusn$adiua (praise postcards): daluandaveunailudaiiousinem Tuvusoanumeney

AMuTIMEFIUEuAIN (wellness challenges): fiflunsvinmesugunmiiiedaaiuidoinnegunmuazananduegi
Alumgniineu
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6. Leadership Walkrounds #Lun1582815809719
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N13NINUALANIIAAKN (Clinical Governance)

Directors and
Board Management €

Executive Directors and Senior Managers:

G evaluate, filter, action key residual risks
roup Corporate Risk Register

) resource decisions
Residual Level 2

Risk

r

¢ Risk Registers

« Controls/Action Plans

* Resource decisions

e Monitor/Evaluate

* Report/Escalate regional risks

T

¢ Risk Assessment \
¢ Risk Register

« Controls/Action Plans

* Monitor/Evaluate

¢ Report/Escalate ‘

Divisional / General
Managers

Level 3

Departments, Nurse Managers
and Clinical Leads

Level 4

Wards, Teams and Medical Specialities + RiskAssomaenl

* Risk Register
« Controls/Action Plan:
e Monitor/Evaluate

¢ Report/Escalate

Level 5

Frontline Staff

1 —F

Wana 1 nnszﬁ'ﬂ‘%’uﬁﬂﬁau NANALTBVAINITEILUHNATOU

wanda 2 n1siinuana lalan1susnis

Governance does not mean execution
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N13NINUALANIIAAKN (Clinical Governance)

O Clinical Effectiveness d Patient-centered

o CPG compliance o Patient experience

o Clinical audit / review o Openness

o Outcome monitoring O Learning Effectiveness
d Safe Care

o Continued professional education

o Risk management o Affiliation for clinical education
o Incident management & learning o Information management
o)

o o an 4@ o Research & development
d suuvuzasams nn.anuguanseannidullla
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ﬂﬁiﬁﬂﬁﬂ@ttaﬂﬂdﬂaﬁﬂ (Clinical Governance)
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NSEILEIN IRANGY ANTINNANDI855I8 (Ethical Behavior)
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(] A 1 o v A
U LAWNI9DIYSITNNLINAIUIN IWN1IAAEWK 1D (Ethical Dilemma)
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