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ﬁwné’nmiﬁmaqm@h « Empowerment Evaluation
« HA is an Educational Process

* Balance of System-Spiritual-
Science & Knowledge
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 Emphasis accreditation as an educational process, not an
iInspection, aim for empowerment evaluation

« Balance of improvement based on quality system,
spirituality, science & knowledge

* Integration of all relevant concepts, standards, and criteria for 1’1
the purpose of quality & safety

« Offer multiple models of recognition, including stepwise
recognition

« Comply with the ISQua IAP

 Promote quality improvement |
— Local quality learning networks
— Involvement of professional organization
— Comparative indicator program

!‘ — HA National Forum




Balance of Quality Movement
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Hospital staff:

Systems -to recognize other efforts
QA, RM. TQM, ::Z I;zlfvr;cyeo:heir capacity
ISO, HA, TQA '
-to promote balance of
qguality movement
HALI:
Spirituality Science -to keep alignment & work
Clients, EBM, KM, with all partners
Staff, ENV R2R, R-In-R .
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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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Performance driven Embed learning

System approach into the way we

Core values High Learning operate

cal SELUEUITEITEE Organization

Organization

Effective RMS
Safety mindset, Organization

mindfulness, & l' agility
culture
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Quality Improvement Framework

Mission/Vision/Policy Direction

A 4 \ 4

Process Design | Communication Strategic Plan/

(Policy & Procedure) Share & Learn Action Plan
Quality Manual l T KM
Act -
Process il N Project
Implementation Chfi Plan Implementation
Corrective & 0 (/
Preventive Action Gap Analysis
Quality Review/ . OIpngo:Rng:f /r' Monitoring &
Monitoring pPI Plan Evaluation
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UszIinaLag
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High Performance

A

Daily Work Quality Activities Strategic Management
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Voice of Customer

l

Strategic Challenge

] I —— Strategic Advantage
s Strategic Opportunity
l 4{ Mission/Vision/Policy Direction }7 l
Process & Process Design Communication Strategic Plan/ i iecti
. (Policy & Procedure) Share & Learn Action Plan Strateg 15 Objectlves
Process Requirement A 1  m l i
¢ Process i / il " Project
Process Indicators Implementation | ‘ Chfi Plan Implementation Work System
Corrective & B0 j .
i Preventive Action Gap Analysis
> . | Opportunity for =t
i i Quality Review/ Monitoring &
Operation Effectiveness Mohitoring Imp;;v:lzn:nt/ i
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—> Product Quality s } High Performance }
Daily Work Quality Activities Strategic Management
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Quality without failure -> 411331413

a

uw.am”wﬁ ANTANa

a9

“AAIFIH IBYNNDIVBIRWT” D3N lURANFAT HA900 NMINAQMNNERTLHLTAIIIIINEIIA (10 NINgIAY 2561)



Accreditation 2030: Customized Accreditation

Accreditation 1.0 (2020)

Accreditation 2.0 (2030)

InvingwAsinaut (criteria) & nsuaemnsilinanis
AR UNISIG

fnuaNse (agenda)ioussaithwunsiiszuly

Fgaamnuaanie (specific requirements)dnau
TATIATNUATATIUIUANT

fiTaduus (quidance) g wsulaseasnauas
AS=UIUANT SINVINEAKIUANSUHNSUUI U o1

MFIAFOUNTTUIUNFTNOQNATUHURNTOA UG
(compliance with requirements)

HSIRADUASEUIUANSIYINA NN TR AR A
(understand why) VinadwsaanULBULTL

d19nuungIdaU (examination survey) [audlt]

draunuuAun (exploratory survey) [learning]

FRAUUUALEIUYINTUGTRONNASUIUANST
AU (process compliance) [HA]

mmﬁuuuwuswumaaNaawsuaﬁwmmmmmmﬁlﬂ
(outcome and report on mechamsm) [A-HA]

vanaas (telling) aauasvinesls (telling you)
[prescriptive]

2hoans (helping you) iWeussadsiinausiosnms
U558 [non-prescriptive]

Usafiuleslwsudouiduuusadia (classical
methodology)

Uszilulaponduunasdoyaunnnin (more data
sources)

Wendy Nicklin, Carsten Engel, Jacqui Stewart. “Accreditation in 2030” International Journal for Quality in Health Care, Volume 33, Issue 1, 2021
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A basis for comparison.
A principle use for the
measure of quality.
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An explicit statement of expected quality
Performance specifications that, will lead
to the highest possible quality in the

system.
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HA Standards

 Comprehensive for the whole organization

* Purpose oriented, less prescriptive, allow flexible
methods to be used

« Balance of input-process-outcome

« Be a foundation for all improvement methodologies
— Improvement science
— Knowledge management
— Innovation & research
— Strategic planning
— Human resource development

Move towards a new paradigm of using standards

- - « An explicit statement of expected quality
* Abasis for comparison. . Performance specifications that, will
* Aprinciple use for the - lead to the highest possible quality in

g‘—miaie‘of quality. the system.
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v 3rd HA Standards
1st HA (HA/HPH)
Standards

cccccccccc

S AE

HPH
HA Standards Accreditation

Implementation
(R&D Project) 1
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1st HA
Standards

Standards as a Framework ‘

for Trial & Development

Why: To develop a comprehensive set of standards

Approach: Review HA Standards of 4 countries, draft,
use Delphi to seek opinion

Benefit: Involvement of various stakeholders, Ql
embedded

Challenge: How to demonstrate the benefit of HA
Standards
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HA Standards Implementation
HA as an Educational Process, Not an Inspection

What did we do?
* Manage the opportunity
* SSO hospital standard focus on audit mode
* Use comprehensive framework (
* Cover the whole organization
* Encourage Paradigm shift
1st HA * Accreditation as an educational process

Standards * Give freedom to test during R&D phase
HA Standards \

Implementation )
(R&D Project)

9 Balance of learning mode & audit mode
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|

L




HA Standards Implementation
HA as an Educational Process, Not an Inspection

Safety & Quality of Patient Care

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

Quality Educational External
Management Process  Evaluation

Self Assessment Voluntary _
External peer review
Using standard
Not an inspection

N

— Recoghnition

Core Concepts:

1st HA Flexible, context oriented
Standards System approach, integration
Positive approach
HA Standards Evaluation to stimulate improvement
Implementation Special character of healthcare (uncertainty, autonomy & accountability)
(R&D Project) i i
9 Balance of learning mode & audit mode
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Value of Non-Prescriptive Standards

Hospital and Healthcare Standards, 5'* Edition

Part I Organization Management Overview

Part IV Results

Organization Profile IV-1 Healthcare Results

1I-2 I-5 IV-2 Patient/ Customer-
Focused Results
1-1 Strategy Workforce v IV-3 Workforce Results

hs IV-4 Leadership &
Leadership 1.3 Patient/ 1-6 Results Governance Results

IV-5 Key Work Process
Effectiveness Results

IV-6 Financial Results
I-4 Measurement, Analysis, & KM

Customer Operation

Part II Key Hospital Systems

II-1 Quality, Risk & Safety Management

I1I-2 Professional Governance Part I1I
II-3 Environment of Care Patient Care Processes
II-4 Infection Prevention & Control

II-5 Medical Record System III-1 Access & Entry
II-6 Medication Management System III-2 Patient Assessment
I1I-7 Diagnostic Investigation & Related IT1-3 Planning

Services I1I-4 Patient Care Delivery

II-8 Disease & Health Hazard Surveillance
I1-9 Working with Communities

Patient Care Processes %

I11-5 Information &

Empowerment
III-6 Continuity of Care
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The Integrated Management System
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Leadership
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Data and Dashboard to Monitor Progress - v da
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Strategy Development and Execution
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Guidelines and Principles for - B EREEERIEFRECEREUTRREELSUREE
- the Development of Health

9 - susasvasuaazdszinaludsunsa
and Social Care Standards

6th Edition, Version 1.0, March 2025 Ll 1 (

Standards Development and Rating Methodology
Organisational Governance, Leadership and Management
Person-Centred Care

Patient Safety and Organisational Risk Management
Process of Care Delivery |
Digital Care and Artificial Intelligence Systems for Care
Quality Performance

Sustainable Care

. Supporting the Care Workforce
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*  AMENIINNNT PTC nmumummammumﬂiﬂaUmmumﬂmaﬂiowmmmmﬂm’mmmwal%mmmammmamaumuumimaﬂa (decision
support system) Lﬂmﬂumﬂ“ﬁmmmvl,ﬁﬂmmummammuﬂawmLmai lasiinsidien (alert) malmammmmmm 2R
— Basic decision support
* NINTIARDUNIIUNE (drug-allergy checking)
° ﬁa%uuﬂumﬁwmmmmwm (basic dosing guidance)
. mum@ﬁ’la@m.awma@ﬁm%’umﬁﬁaﬂ*’ﬁﬂmu?ﬁ@?ﬁm
¢ miauuauumm@aﬂammnumium (formulary decision support)
¢ mi@maaaumiaamiiﬂtmsmﬁﬁau (duplicate therapy checking)
*  MIATIAINDLAWAINILIITHINIEN (drug—drug interaction checking)
— Advanced decision support
* 1132 Uﬁﬁmmmm@mﬁm%’ugﬂﬁ ﬂI‘JﬂVL@’J”IULLa:;jgdeq (dosing support for renal insufficiency and geriatric patients)
. Lmeamsﬁ"amnmaﬁaaﬂﬁﬂ’amuf}aﬁﬂ'ﬁﬁ%’ﬂ‘*ﬁmmmﬁ (guidance for medication-related laboratory testing)
e mi@lﬁﬁlaa‘]_lﬂ’nwmmzaw"naﬂﬂﬁiiﬁﬂﬂﬁ1%§'U%fﬁdﬁﬂiiﬁ (drug-pregnancy checking)
* aymautaviumsirrIusallulsaunslia (drug—disease contraindication checking)
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Twszaunimanzas
Secondary driver [ Change idea
Primary driv- L (SRR [

a\ 6 o o —

Pu rpose pmmm AALHRTRUTULARIW  —

ILae intervention )

Primary driver —
Primary driver [ Changeidea
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Design : Outcome Framework

Long-term goals

T

Precondition 1
(Int.Outcome 1)

A

Precondition 1.1
(Early Outcome 1.1)

Precondition 1.2
(Early Outcome 1.2) = (

Precondition 2 Precondition 3
(Int.Outcome 2) (Int.Outcome 3)
1 Intervention

Precondition 1.3

Assumption
Early Outcome 1.3)

Indicator

v

UNW. WA ANTANS HNTIADINR
q T 9 9 q 99
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5. Process Design aanllyunIcUIWNIT

Concepts
¥ (%]
gﬁan

Action

Context

Slang Purpose C> Design Learning

Criteria
v 6
gmmm

o Aa 2 o [ v o v v A
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Design (22nLLULUNIZUIBNITNIGIN)

Criteria
¥ 6 °
ILNTT Action

Context

STans Purpose B Design Learning
Core Values Improve

* Outcome framework twag191s Aaiaa1udSa0ls

* Intervention & assumption s lh lauaansnaasni1saas 151

* Force field analysis auﬁmmamg% AALIIAWBL1I LS

® Human Factor Engineering WunaAa HFE anlxluniseanuuvasiels
* FMEA 2235U3any failure mode %38 risk ‘?ia’l%zl,?lﬂﬁ%aei’mii

* Digital Technology az#131 10U s anmtad9ls

® Manual @:ﬁaﬂaﬁﬁmuﬁtﬁamﬁﬁﬁLi"_']ul,l,aﬂ%’a'méwtﬁm‘lm

a v
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d' 1 o o d. (W) PN A
IwanaalavgdutaaawnuwIaanIstdagnulas

wwIAANIsaanwuu/NIstdagwlas

Conceptual view of a driver *  Evidence-based/CPG
diagram ; ricure2 ®*  Technology
Outcome F;rrim:rrg 5edcr<i)£iriry Specific change ideas c(;l;iggfs e Organizational knowledge
o :
. deas; . : Xa!l.Je to p.a’fllent/customer
primary driver 1 § g|||ty/erIX|b|I|ty o
driver 1 ; T ®*  Safety/Risk-based thinking
Secondary o 5 ° - . .
driver 2 ; 7 Quality dimension
| : 7 Concept 3 ® Consistency
N e ° *  Simplicity
o ConeeRte ®  Visual management
iy o | > Concept 5 ®*  Human factor engineering
driver 3 j ¢ Human-centered design
e N T concept ®  Humanized healthcare
‘ v J ' v ’ ® Lean thinking
Key leverage points Specific ideas, concepts . .
in the system and bundles that could ¢ Manage variation

generate the desired state .
®  Work environment

a
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Start

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

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

[Begin]

Inception.

Improve.

Investigate.

Iterate.

Infiltrate.

Design Thinking

Adobe Red Box

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

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

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

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

Assess the data from your experiments to evolve

your hypotheses. Devise clever experiments to
reveal the true nature of your idea.

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



Design : Force Field Analysis

LS99
ATILLNHENH

Force Field Analysis

4

=
—
.’

—b

Proposed Change

Restraining Forces

2
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TINELLNWAG




Design: 1%%&an Human Factors tiV@am Human Error

.

WANLALINITNIAINDN

® izuuﬁmuty'muaa%, Ltuuﬂa%‘(&l, decision support system, checklist, automate
DANLUUNISUINNITNIN

o IxnanaauTyLe, N3 1XUATNOURNILIW, NI LAINRE, barcode

o ilidusnasgmdzinudmsvanunmsaidmlng lesdianadandudmsuanunsalianie
® Task analysis & workflow, 1%ﬂixfﬂ%ﬁ%1p habit & pattern
ﬁ'\‘lﬁ’dw"l%ﬂ'ﬁﬁﬁoﬁgﬂ g nlwn T FsNAn

* NMADIVIAMNIRWTDUNDW, NTINNA 1TH FAIRALAY, N5 1B DADIANE, software
® Double check (cognitive review)

Visual management

* NMIUAAINATDYA, n1380813, cognitive aids

msﬂﬂausulmﬂ%ﬂuf

¢ Simulation, non-technical skill, effective team function

® eye-hand coordination

wﬁmﬁm fatigue, distraction, stress

Physical layout




Failure Modes & Effects Analysis

Failure Modes & Effects Analysis (FMEA) is a risk management tool that identifies
the influence of potential failures in a process in order to prevent them or create
contingency plans.

Let's

assess
this process
step.

Failure Mode

I",",", ey . TRy r;'*,‘ ! "_';.-.-‘.;,‘.“ e T =
Would we Know How bigofa
e D S e L e M=
aApoUut it inumer’ FISK IS This?

Detection Risk Priority #

© Copyright 2018 GolLeanSixSigma.com. All Rights Reserved.
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. swmumumsﬂgm las vhagls adngls

. mmaau"lmmiﬂgum mdmaRanlumsdjud azldinmsiaz lslunisaafule

e MianuRavdny N Inezlasnuadng by

. mqaﬂuamumimwLmﬂ@mvl,ﬂmﬂﬂﬂ@mal,ﬂ@m@ﬂajmﬂﬂu zduwinildaay
W89 13

* 32134 feedback loop snivdunsuiaialwinlaindmisdasening
mu@aumwwm@ma%

¢ 3‘:‘.1.4%6%&71%@160%?113@1@@1?11 (monitor)
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Concepts
v (%]
;man

Context
Slang

Criteria
(-7 6
gmmm

Information & education
Mindfulness

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

Purpose |:> Design

Spread

%,

Improve

%
@

?'

Learning

un.awiwtt angdna “wnasgwluwaanaszadiiin” ussenalunangas HA900 MINAINAMNIWEMILELIAILTaINeLa (10 NINZIAN 2561)



e = =
1SQ: SQua ISQua

mmm

amJus'usa\)nmmwamuwmma (@UANISUKIBU)
The Healthc » Ac rditation Instit (Public Organization)

(-9 ¥
Process Deployment UNUINYIKRINRWIITW

¢ Information

. ﬂuanﬁﬂgummuﬂ user friendly Laz Lﬂuﬂafau%

° mnmmmauaﬂmtﬂ% w am‘l%mu
® Education & Training

. ms?lnamumwi’uazﬁnmﬁﬁwL‘flu 19 technical & non-technical skill
® Mindfulness & situation awareness

Y ﬁmwﬁui URZATTHIN LBEDIWNITBEAN
® Process Control

° na1nmssmmsﬂgumma¢l,m'amaﬂﬂ'mumh

° msly process indicator Lwaﬂ’mﬂ&lﬂiwu’mﬂ’li
® Go & See

o asldsawBewiuazuidamsudupitemwinie
¢® AAR & Process Refinement

V) A e V) A & A [~ U
o m‘mnwmﬂzywmaaﬂgnmmmtazﬂ‘mﬂ‘gan‘szmum‘mLﬂm‘saaLan ) o 9

un.awiwtt angdna “wnasgwluwaanaszadiiin” ussenalunangas HA900 MINAINAMNIWEMILELIAILTaINeLa (10 NINZIAN 2561)



Action (¥ ldugiialvnlana)

= o Ao & A -~ =
* NNSLAIBANINAININI NN (A VDI LATBIND 1)
¢ IEC (information, education, communication)
= Y Ao & Y R Y a v L
* Informed culture (3gnayananiu swrsadnfisdayaniaasnisiaiie
* Monitoring & control in daily operation 3zGinaauazAILAN I wilszdradels
* fnziSauznmalfiiauatisls (AAR, day-end debrief, reconcile WAD &

WAI, @N352%I191MH)

Criteria

|
("7 6 °
Jinoua f Action

Purpose E> Design Learning

Core Values . Improve

¥ (%%
Iian
u

a v

uw.agﬁmﬁ ANTANA ANTINNAIDLUILTDIANINIANBNEILG (23 Ju1AN 2566)
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Action : Reconcile Work-as-Done & Work-as-Imagine

® Variety of Situation
€ A = 1 o Y
* @awnsanIamzImiuanasnwiiazlsiing
AaAa AV 1 o A I = = a
o Nﬂ\‘lﬂl&lﬂ’]ﬂﬂ% ﬂ’]‘J'iJi‘.IJLLN% NI NIFYANNDAYLYIAD agli‘ntﬂﬂlﬂﬂ
Q Q 1 6 1
o %zm‘%ammﬁanuLmamm%mimamals
® Practice variation
= (%] =~ = (%] ni 1 -V 1
o &Iﬂ')’]&lL?.l'liﬁ]ﬁiﬂﬂ']iﬂﬂ')']&d‘ﬁ&l’]ﬂﬂaﬁaﬂttﬂﬂﬂﬂdﬂ%aﬁl’]dli
= = QAdl 1 Q 1
o Nﬂﬁiﬂgﬂﬂﬂll@lﬂ@ﬂdﬂ%ﬂﬂ’]dl‘s
* YARANMNULANANAINAI LA DL LS

® Roadblock, obstacle, risk

1 v

-V { @ 1
. zﬁﬂmaﬂazisﬁtﬂ%qﬂaﬁﬂimumsqtﬂmm gNIDAMAINADINTS
* FLAANIINUIIIBAINA1IDLI LS

uw.agn”@uﬁ Qﬂ"gﬁqa “A-HA Preparation for Senior Leaders” @ TN.\% LAY T FITITN (14 IUINAN 2564)




Action : @NID YR

° LL%’J‘V]’Nﬂ’ﬁ(ﬂ’]&JiBEILLa“‘ﬂ’ﬁflJS‘Ulli\‘i

a1 N e nnn g ﬂs‘vmuﬂmmwuavmwLammaamwm%mﬂ%w%ma%%u
aﬁtﬂ%maauguaw‘salu? mmum N@Nawsalm? AN -> FINNUINTINAND
1 & = = 1 U Q/ U 1 U = 1 = 1 v 1 1 Q/
ﬂadaammm‘vmsalu? ASUDIW NIZTU 12712918 12109918 BIDLH? D11 -> 390N
ﬂsuﬂsaﬂ&la
(V=N 1 [ ] W]

Nﬂ’]iﬂgﬂ@l@l’]&lﬂ&da%ialw') asolvn filanaulvw anwmsatlandfuialals > 15
gm‘.’m‘w'm% (reconcile)
& knowledge-practice gap %30 bal (mﬁﬂﬁﬂ’m&i update (9“1’1w%éi’ﬂgﬁu’?mmiﬁl,ﬂﬁﬂuvlﬂ)?
YU Q 1A P="]
2N -> ﬂsuﬂgaguauazdﬂaum
¥ v v aa v % U1 = P % 6 VU A 1 v 1
mmaa‘l%qaﬂwuaslmmnzaamugﬂ'm aJu,Wammia%ananmsquaﬁialu? AN ->
SANNBNIRWA

o (W] 6 H "\ "\ 1 1 1 1 W]
FuwFsvaarwnIsang e ldandnansa lia1aldnirsola? a1 lad -> 39801
AAN
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7. Performance Assessment & Learning

" ————

[SQua ISQua ISQua

anUususavAINIWANIUWEIUIA (DVANISUKIBU)

The Healthcare A

ccreditation Institute (Public Organization)

Concepts
v (%
gﬁan
Action
Context . .
STang Purpose C> Design Learning
KPI
Trace
Feedback
Rapid Assessment
Criteria Maturity level
S Spre
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Performance Assessment & Learning

(1) KPI monitoring aﬂm'la\lﬁql"a*’z%’?ﬂ
® fvsandnanaanialnslFumiaaiaiansNAIW
® GAANNNIRIBIAIBINTEUIBNNSUALAID S ATINAANE
® ‘l%'msziuﬁ'mshaLﬁaaﬂmsxmstﬁuﬁaga
® IBSAITINTEUNWM TR T ALIHA IR amf%ia'i'lmnqu
AITUIBAIT LA ﬁmmﬁnﬁ'aa&aiﬁ'ﬁwﬁu
® Jiaszinaziawatananiy control chart nuiuldla
® AuMMK9W LT best practice LAZITILHWALILNA
(2) Trace A2y

Y A %7

{ o 0o ® a aa af 1
® hliiasuianudSouaztaandalvnsdgla dlaaldasraey
7] v [V 6 = o S U 1 %
® lxmsdsine dunual @nsiuiindaya 3ann
® ANIILBBNADIENINAWABUA )

= = Y | Qv 6 A 1
® ﬂﬂﬂ’]ﬂ’]il@liﬂ&l‘l"liﬂ&liﬂ&lBﬂﬂﬂtyﬂ’llﬁn’]%ﬂ’ﬁmﬂluﬂ’]ﬂﬂ%
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Performance Assessment & Learning

v

@ P 'y, ~ 'y,
(3) Feedback uWaLda9dzNawd NNV
-V 6 U U -V 6 U a P=| P=|
® Sursilszaumantvasdilag argmsduneol IshuusaunIy Aaaaadianen Wia
patient journey map
[V 6 o 1 U 1 v o U
® suW9USeRaUNITOLVDIAWTING I LT Slzimia%ﬂmﬂqamumwm WAZEIUNAIN
a 1 1 [V 1 [~
maln Aiazilasasiaineslsd aslsdgslaud uinwszazls
(4) Rapid assessment 132t A%ua0e199U 1 LN [FNMW
® TunrgfadsztintNarilan a8 NI a@alﬁ%’agaﬁLmv[ﬂsl%’ﬂs:‘[ﬂmﬂﬁ‘l%nmé'%ﬁu
& V) 1 a [~
® sutunrglrzaninaasnisdsainlndszianozls aztonldlzdslanitozls
1 [V 1 [ q' 1 q' v Y q' [
° qumama%aﬂﬂqﬂmmaﬂﬂwagaﬂmaams
- luwarwlanranew i’f'm'ml,l,é"avlaﬂﬁ'ﬁ’aﬂaﬁLmn@halﬂmnﬁ“agﬁﬁqmlé’
-l wHaanEna maazé’aomsfn’aa&amnn'ﬁﬂL‘ﬁ'aﬁuﬂ’%
LY o [V V] (~4 (-7 -V} . 0.9; a (- o (- a\
® Ixanunaads A39lszLA LEWAN empathize HANNAIUNILTIUTHALATD MY 179

UJsurmuaziys ATHAN
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Learning (NUN2% U318 138%3)

= U ﬂA e
Criteria LBIFWINNIIUHUA
¥ ¢ .
Lo Action * Strength & weakness
® Success & failure

Context :> D ® Goal achievement
¢ Purpose esign 1
éf[wg - 5 Learnlng Data interpretation

(what, so what, now what)
Core Values
Jnan

Good practice & OFI

Double loop learning

v
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Concepts
3nan
Action ﬁ
Context . .
STong Purpose () Design Learning
%1‘:)9
Improve
Criteria
Sunawn Spread s ‘,‘:’ %,

P
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Improve

Criteria

% 6 °
SN ﬂ Action
Context . :
Slang Purpose E> Design Learning

Core Values Improve
Inan |

*  MuwA priority 2aslanianmiuad19ls

* lowan asih-iwdhe-Usuilaaw PDSA atngls
o o change concept azls
o ¢ [~ 1 U |
* pRAANSVAINIINAAILTWDHILES lauNtSanaz s
v U A 1
° MIKla AU INVLILNRD LI LS
o alglala dn1sdsulyesnadnels

a v
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IHI Improvement Model

= Initially, PDSA cycles are most effective

ao1Un L‘lrﬂ NISNATIUIUIA Ls f when testing small changes.

Teams should strive to “shrink the

nagay si ) L‘ﬁﬂ\‘l change” to make it more manageable.
For example, if you are thinking of

NAFAUNAYLIDINIDNNU testing:

* Months, try weeks
» Weeks, try days

» Weekdays, try one day or one shift
* All patients, try one population

» One population, try one patient

« All staff, try one department or one
member

Typical PDSA Cycle Example

dh PDSA 4: Get ready for

implementation
Train for Implementation

Adapted from IHI

PDSA 3: Wide-scale test of change

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

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

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

Hunches, Theories, Ideas
Introduce written action plans
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Concepts
Snan
Action
Context . )
Slang Purpose C> Design Learning
%0‘:)90
Improve
Criteria . 8,
S * QK
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food
* Other staples

Behaviour Changes
Mother adopt new
feeding practices

Time line

Capacity Changes
Capabilities: Mother
acquire new capabilities
about nutrition benefits
and feeding practices

T

Reach and Reaction
Mothers with young

children
ﬁ 3

Activities/Outputs
Training & Informing
on Nutrition Benefits &
Feeding Practices

T |

Figure 4: A Nutrition Intervention Theory of Change

Step 1: Identify a long-term goal

E Wellbeing Change Assumptions

[}
J4

.

1. Children have access to health E

Direct Benefits Assumptions
1. Practices prove practical
2. No reduction in other
nutritious food intake

Behavioural Change Assumptions
1. Mothers make decisions about |
children’s food '

| 2. New practices supported by 1

husbands and mother-in-law
3. Parents see improvements in
children’s health {

Capacity Change Assumptions
1. Capabilities - Nutrition benefits
and feeding practices understood
and relevant
2. Opportunities — Nutritious food
available and affordable
3. Motivation — Mothers want to
improve the health of their children

Reach Assumptions
1. Targeted mothers with young
children reached !
2. Approach & material seems
appropriate )

Step 2: Conduct ‘backward mapping’
to identify the preconditions
necessary to achieve that goal
(clarify the assumptions and justifications
for the preconditions)

Step 3: Identify the interventions

Step 4: Develop indicators for each
outcome/precondition in the TOC

Step 5: Writing the Narrative



“) [v 8 ""I Long-term Employment at Liveable Wages

for Domestic Violence Survivors Step 1: |dent|fy a |ong-term goa|

Theory of Change

Step 2: Conduct ‘backward mapping’
to identify the preconditions
necessary to achieve that goal
(clarify the assumptions and justifications
for the preconditions)

Step 3: Identify the interventions

Interventions of Project Superwoman

1. Outreach Campaign
2. Screening
. Set up counselling sessions
. Lead group sessions
. Help provide for short-term crises, such as housing evictions or court appearances
. Provide one-on-one counselling

. Develop curricular in electrical, plumbing, carpentry and building maintenance { ’ ) . : = —-»..,: Ste p 4: Deve I O p i nd icatO rS fOI' eaCh

. Conduct classes — agm -
9. Curricula and experiential learning situations developed O Utcome/p recon d Itl O n I n the TOC
10. Identify potential employers
11. Create employer database
12. Match women to internships

13. Help women secure permanent jobs

Step 5: Writing the Narrative

https://www.annmurraybrown.com/single-post/2019/07/03/how-to-develop-a-theory-of-change



ACTIVITIES OUTPUTS

OUTCOMES

Step 2: Conduct ‘backward mapping’
IMPAGT to identify the preconditions
necessary to achieve that goal

__________________

Components of a Narrative

Background: Description of the context and the need

Long-term Goal: The ultimate desired outcome

Outcomes/Preconditions: Description of these goals and how these goals are
Step 5: ertlng the Narrative important for themselves as well as for the ultimate goal

Assumptions and lustifications: The facts or reasons behind the initiative’s features

Interventions: The initiative’s activities and programmes
Indicators: Description of how each outcome will be measured

Programme Logic: The understanding that guides every step of the initiative

https://www.annmurraybrown.com/single-post/2019/07/03/how-to-develop-a-theory-of-change
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aauladann Michael Quinn Patton. Developmental Evaluation: Applying Complexity Concepts to Enhance Innovation and Use
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The Healthcare Accreditation Institute (Public Organization)
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an1dususavAuNIWaNIUWEIUIA (Q0ANISUKIBU)
e He care Accreditation Institute (Public Orgar o
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. Reactive, unstructured
. Functional, basic process,

project based

. Well defined process
. Quantitatively managed &

continually improved practice

. Integrated & aligned with

organization strategies (or every
thing we do), good collaboration

. Advanced application of

progressive improvement tools

. High performance
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Value, Risk, Good practice, Diversity, Integration, Spiritual, Knowledge
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Pioneer or application of latest technology & updated evidence

Value-based healthcare (9 017 aa3)

al2

® Bestin class performance result (benchmarked)

® Innovation in service delivery system (e.g. integrated service, home program)

® Learning from risk & incident management

AAW: Specific issue on people-centered care (SHA, ethical dilemma, patient & family
empowerment, palliative care)

@jﬁ:&l :Specific issues on resource management (e.g, RDU, RLU, UM, MIS, palliative care)
ANT

® High impact research

* CQl & KM

® Learning of trainee on quality & risk
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