mwiﬁﬂuszuuqmmw
M1 Foundation Concepts of QMS
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ADLNTIN (Quality)

answmelagsIiNgas

AIINAY (entity)

£ o '
DINHAND

(totality of features and

characteristics of)

Product, Service, Process,

ANNAINIINNVLADUAWDYI
AMNADINTT [ VDNIRUA

System, Activity, Action,

Source: ISO 9000

Decision, Project,

(stated or implied need)

Thought, Concept, Idea

“ﬂﬂlaﬂ']WfIJiﬂ’]iﬂ']ﬁ']%’ﬁ%ﬂ?ll” ‘ﬁﬂd']ﬁlﬂ')’]&l')’] .
ﬂmaﬂiﬂ'ﬂb“’“ﬂBﬁﬂiﬂ']iﬂ'lﬁ'l‘iﬂbﬂ'ﬂ‘nﬂEl‘iJ%‘IN%ﬁ']% e
maaaaﬂm'\mmmmmrm ﬂ\‘iﬂ&l ’J‘YIEI’]@T’]ﬂ(ﬂi .

L‘Ylﬂt%fﬁﬂl Lla”ﬂ’]%a’]% ‘) I,La““W%ﬁ’]%ﬂ’]%

QMﬁiiNLLawﬁ)‘iﬂﬁ‘i‘i&lLL‘H\‘i')%"I?li‘W ORNGIN e
m'méfaammazmwmmwi’waaﬂsz"m%% e

UACHIAN LA DI RNIZEN

o t:i d' ¥ s

RLIWNAUNINDR 9 N lZN]
Fitness for use (LANIZWANTTLTIH)
Fitness for purpose (LAaNzaNNULLNANL)
Freedom from defects (1ajﬁﬂtywl)
Delighting customer (aﬂﬁﬂwaia)

u Y
Conformance to requirements (vlmd'mig'm)
Base on moral & ethics (HETWAILAMTITN)
o 1 [~ a

A degree of excellence (W1dANLLWLAE)

% [4 a 6 a [ [ a [ a
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(= A
AadNLiwLad (Excellence)

Excellence = extremely good, very high quality
[~ a
NN3EIANNLTBLAA
o [~ a < 1
ﬂ'siﬂ’lﬁ\‘iﬁdﬂ’)’mLﬂ%tﬂﬁﬂdﬁ’l&dﬁ’l%ﬂﬂ’ldﬁ&lqa

[ 6
suanwak
Service Excellence
msdnaulszauNTIRAITAN
WARSUNRIN

N13ANTT

Managerial Excellence
o < 4 t He
ammsvgnamﬂsznamﬁa‘l% Clinical Excellence

a A o
aaﬁninsiquamiﬁﬂmmm NI UERAINDU/NIDAN
{ & a a8 1 1o A [ a
midwiac AlAuAGIFWAVUINIT

qm@h

syl gnI@NA (2549) “91Nn HA § TQA”
@ MIUTTUNWAINTZUULTNT TWAL/TWN.

[ a o Aa
Performance excellence L1l #3N19N1TUIHITHANIIANB NIV DI
6 %) H ]
agAnIluansazysmInsnaInaln
1 1 q'q‘d? 1 1 .a' . . v 1 Yo
(1) ssnauaMmAINADHaLIIABLKAY (ever-improving value) sl‘mmﬁi‘m
[ PP~ ] [ VN 1 %] 4 o [~
Nﬂﬁ’]%ttﬂﬂ;{&lﬁ’)%\lﬂﬁ’a%lﬁﬂ aawa‘lwaaﬂnsﬂsxanmmmna
Aa a ¢ = a d?
(2) YazAnBranazANNEINIIlALINYBIBIANSTIL NN
¢ o [V o
(3) ﬂ']il%il%if‘llBﬁ@ﬂﬂﬂ‘ittﬁ&ﬂ'\ﬁiﬂﬂ%‘n']\‘]']%

nu: Baldrige Performance Excellence Program

Organizational Profile

' Measurement, Analysis, and Knowledge Management '

S
Core Values and Conce®

. A {1 ~ 4
Baldrige Excellence Framework Aan3sauayufandstasaliasans
V] a P=| (Y] .e.:iq,:g’ 1 Y] ‘19! .:3’ v
UITTANHEND ANAANSNAT® uazansaudsdnlanindin dsenauaie
¢ A 1 [=f A . .
(1) (NN NITUINIEAMNLLWLAA (Criteria)
(2) MBadLazunIAAKanN (Core Values & Concepts)
Aa @ ¢ . . .
(3) AN ssARNITUIRNIIUAZHAANSD (Scoring Guidelines)




AMAN (Value)

People-centeredness
Accessibility
Continuity o 1 . . - .
Social @121 value 91311 a71 AAI B30 NAAN
\ qQ 1]
Objectives Lﬁaﬁwﬂ%’numm‘sqmmwﬁamammﬂ
I a A & ¢ A A
AU AIUIINTER TN T wi s lanitnsan
U o - 1 o 1 i
. AMNFEIAUES 3INNUANNANANN LN
et Clinical LY g q
. o 1 1 ]
Economic o 'qm TL Objectives ﬂﬂﬂqsl%%'lﬁlﬂlﬂﬂ?.l%
P o~ RN o102
Objectives U9 U Appropriateness
Efficiency Effectiveness
Safety

%

E]‘Izqk’](?'&l‘li qﬂ*’gﬁqa (2561) “qm@h Qmm‘w Glilbﬁii&l” @ 19" HA National Forum
& 1

a d'd 1 P | a d' 1 ¢ Y = U1 v
usmsqwmwwuqmm ﬂausmsﬂaauauﬂsza‘umsmuazwaawﬁﬂuﬂmﬂﬂiuquuaawaa I’dﬂ’)ﬂfﬂﬂi?j

9q
nIngnsaduillseansanign
a1vaqUladuSnsgunnndaman Usznauaaa better care %38 social objectives (@), better health

v ¥
%38 clinical objectives ((gﬂ?l) ILag lower cost %138 economic objectives (AAN)




Value-based Healthcare

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.agi’wﬁ ANTANA 25 AAAY 2562 “Quality and Safety in Global Healthcare” n3sza3onn1s 60 ATRUNNBANRAS WA INeNReLTealna




Value Equation

ala AR

Clinical Outcome + Functional Outcome + Experience/Perception + Equity

Value

Harm + Unethical Issues + Waste + Resources Use R

b

(1A N
a q

Resources: people, time, facility, equipment,
diagnosis, drug, other resources,
patient & family expense

uw.am”@uﬁ ANTANS 12 WOAINI8% 2562 “Value-based Healthcare” ﬂszqw%wmﬂmmﬂ%af*ﬂﬁ SWAWINIWENUNA (130139 20 Tgunun 2567)



ATLA TN nu ATLS I T

navaue Y
AURDINTS
HazAY
anande  f AMSIIULAY

385554

AY1IN

Fondilelasy aoiaglnloanrinem

> ;\

e
i
Usingeananluiifqmninee 9

“QILNTNUINTITANSITHE” BATLAMINI ATBANBULDDILINT
sssngaioduuingiuaaasdanaiiodmaned dsan Inaaand
nalulad uazdIuam 9 LasRngIUAINAILEIINLALI 85T INUHITEN
ADUAKBDIANADINITHAZANANARIIDI e TNUazdInN la a9
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ANNLBDNB LA (Reliability)

o ¥ a}c} o
BATIINTHRIBINNNIKR A

Systc_em to perform its
Service intended or
ANwsansazas | Product required function
Ability of a | | Frocedure or mission
Process
Machine without failure or
Device failure-free over time
Person o o
AAYAIMNNAILAWDAIIN
Tadfanaa
nnaa\mw‘la

Twiand9 reliability nanafsdaasv0IN1g
AIANITAL ILATIZH HAINHAITNRANAIR
LAZUIININANLNANNANNAANAIA agdnattaiaaan ll

am“’@uﬁ ANTANS (22 FIMAY 2556) “HRO” @ UMNTINATANIW TW.A331T

sSTUMNAFa W LRALUazad
reliability 71 aaBanale analilala
A8 M. IRAMNARNILI ANEINITD
¢ A P P LY
wavailnsoiiasasiialedaslaniaszuy
ds dl o U P=| 1
TassuunII N9 LA NA AL DT
v Anll L o [V
AMNRIBINN LAN IR 12
% 0 [V nﬂ o U a ::5 P
Wi ladanasyn lvinaanaaaie
Ta@a failure-free over time (13J'flﬂ’a’13d
HANAIADY1IMDLDINADANIUAL
aaanlil)




AN 1191 (Trust)

Trust N1 Relia

bility

Reliability Aamuzaiole (quality of being reliable) 1013070 LA Inanuawe defect rate

ey . 1 { 1 G {
Trust Aa@a3Rnainla (confidence) lTwarainzatauazieladinduinisla

avalsenauvad Trust

Benevolence Concern a <
e oL ; VIFANINBIANS
(ADNINAIH) (ArMYinaaaq Tals)
\
\
Integrity Reliability
e - STUUAATN
(ATHENYTOINTDN) \ (auEatials) b
\
Ability \ Competence
(AINFINTD N (AITHEINIFD) UL
N
S A
N\ Openness a
~ ANESTN IIYETIN
(ALTIALHeE) .
Mayer Mishra

SHG&I

% ANTANS (24 HWINAY 2562) “Enhancing Trust in Healthcare” @ TW.NAWnaQADLAT
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Excellence

Concern 1

Integrity

Reliability

Confidence _ _
Ever-improving value

Quality without failure
over time

—

ualit >
Q y Outcome that matters
Better health, better care, better value
Integrated
Care
Provider Customer
Perspective Perspective

awiad qnYdna (24 SWNAN 2562) “Enhancing Trust in Healthcare” @ TW.0iNA89ALLAT
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29ANINYITAUANNAILID

SLUVUINIT LH

Integrated, people-center care

Country setting
& development status

High
Performance
Organization

Learning
Organization

Other

i sectors:

Service \ education,
delivery: - / sanitation,
networks, social assistance,

facilities & s labour, housing,
practitioners ¢ environment
~ & others

Living
Organization

Lower Cost

People-centered care

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

engaged, supported, and treated with dignity and compassion (ARt ﬂv[off ﬂﬁ&)
-Increase access u uooua
-Reduce unnecessary services
-People get the right care at the right time in the right place

29ANI 1A | NAaND 1A

v
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U U o 1 [~ a
3C - DALI 'aaaawaamm’%m%guazwmmgmwLﬂmaﬁ

Context Purpose Design Learning

6
i::,[w” ﬁ'm%mﬂ'] 2anLUy ARGIN

( Improve
ﬂsuﬂ‘so

Spread

?lEI']EINﬂ

3C §191n Core Values & Concepts, Context, Criteria
DALI 31910 Design-Action-Learning-Improvement
(o a { . >
WBNITHENHE UL IAALI D quality management 2NY performance excellence

FONUUIVTDIA AN INIDIBNELNS (B4R TUATW)




LV 1 [~ a
3C — DALI 2982289131 32wkasnainIga1aiduiad (2) : yznag

Baldrige Framework

Juran Trilogy of Quality Management

(QP, QC, Qi)

Action

Concepts

lang e

Context iHaaan

Jsunaaan
Criteria

IHI eming PDSA

uw.aknvwﬁ ANTANS Regional HA Forum 18 “Synergy for Safety and Well-being” by HACC KKU (3 §4m1au 2566)
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3C — DALI 2988289N13138n3uasnmuIganadwiad (3)

Organizational Profile

Leadership

: / Integration | >
£ %

Context

// \ y 4

51‘ 6 —
Pl [ Measurement, Anlysis, an Knowiedge Management |

Core Values and CO“Cep‘S

From Baldrige Performance Excellence Program. 2023. 2023-2024 Baldrige Excellence Framework®: Proven Leadership and
Management Practices for High Performance. Gaithersburg, MD: U.S. Department of Commerce,
National Institute of Standards and Technology. https://www.nist.gov/baldrige.

] . ]

3C dNu191n Baldrige Excellence Framework @9ilsznauasg

(1) Core Values and Concepts Liudniinauazwgansundsdnagluaidninnansdniiumniduie

(2) Criteria AninmsinIaanasgIugaNUduLEe 7 nana

. . . 1 6 = AI dl o a = | (> dl 6 & 1 1 ad o a

(3) Organizational Profile 133319040 n St JURINHAUALTLN AoanBeNianzianzadvadadAnT SIgINaNITNUAaIdNTALAUINULEY
NINARYAVDIDIANT T ﬂlﬁaaﬁﬂmmﬁﬁmi@hLﬁu'giﬁaaLﬁalﬁmmwaéﬁﬁmaagﬁﬁa ﬁoluﬂafgﬁuuaﬂuamﬂ@ JuNIANNIT T
lan® Lzl a3 NaNANaRaTEULNNTIANNTVDIDIANT

/a v

uw.akﬁﬁlﬁ ANTANA amaqmgeﬁamu”u%’maaqmmwamuwmma (16 Q113‘1’1‘1/\1“71,10"9s 2567) 7141 : TQA Criteria for Performance Excellence Framework 2565-2566
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Quality Management #1889 NANIIAN

Quality Control ->
Quality Assurance & Risk Management

[ { ‘g o ¢
dszauniNaZiILazAILANBIANT SANDINTIT
InriwlaunsuazInnlszainamnIn uaz
ns:m%mﬂﬁamsq‘i’mqﬂszaaﬁqmmw

Quality

. AINAT W
Planning

* NMIINIUNRAMAIN (quality planning) (113
MUAIAYL AR NINUAZIZUNIZLIUNT
|:> Ufiansudu TN TIIUNUAUNTN)
* NMIAIVANAATIN (quality control) (mi‘ﬁﬂﬁ
TofAUA/ANNGBINT taILNTABLEUE)
* m3UsznnAMNIN (quality assurance) (11371

Improve .
Twiulaindamnua/audasnis 1asuniy

Quality Improvement naUAUBY)
* m‘sﬁ'@umqmmw (quality improvement) (N3
, \ Lﬁluﬂ’]’]&lE‘T’]&ﬂiﬂi%ﬂ’]i@]QUﬁ%adﬂ/ﬂﬁ’m%@/ﬂ’J’]ﬁJ
v 1
DALI #1319 Juran Trilogy of Quality Management Falawn §8IN13)

Quality Planning, Quality Control, & Quality Improvement [1ISO9000:2015]

v

u. i gnuaAna {NIINuN@EnITUTLIDINNNEDIUNENLIA (16 NUNTWUT 2567)




Quality Management

Feedback into better designs

100
- Zone of Control 2
;80 AVANA

A/ Zone of
AT
. o Improvement #2

Quality
Planning

Process performance (%)

Zone of
Improvement #1
I

U
J Time

Feedback into better designs B

ﬁmz Juran Trilogy

Process
Analysis

N

Yes
\ Escalate / -
Quality Control

Problem?

#i47: Institute of Healthcare Improvement

Quality management Aan13i1nNuA LATNINTTAUALINHIG
Usfisnfuiasnerszauanudnaaiaasns

Quality management Usznauaisg (1) nsmunanlaung
AIENTN (2) MIMSURWAININ W UUHITR wazvilainladn
\Iwluaaunn (quality assurance) (3) N1 INMWIABNIN

(quality improvement)
(ﬁm: Investopedia)

Quality control: Aanalniiia@3229V variation 310
NI MNANFINHUIDAMNINNABINT laaidlszidin
performance 5£%3719n157M 19w Sauigunuwang
Y 1a aa [ L) A
AU wdudlddayaiitoniuaaanzaini

. [ a (Y

Quality assurance: L1il#wn1315218% performance #a9

o a\ t!l v o 1 YV A A
n13vien Tagnalndassialainlondupiaen

ﬁﬁNﬁiﬂﬂ?ﬂﬂNQMﬂ’]Wdﬁ%ﬁﬂd GI%IG?
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Shewhart Cycle -> Deming Wheel -> Japanese PDCA Cycle

Shewhart straight-line process
Step two

Specification Production Inspection

Shewhart cyclical concept

5QBClﬂEaff%

f =

f \
5| 3
3 é)
%c\ ‘/{PQ

R &

Shewhart cycle (1939)

7N
NG

PDCA = plan-do-check-act

Act Plan

Check Do

Deming wheel Lﬁ%é\‘lﬁ Deming 11 Shewhart
cycle mﬁﬂu,iJaaLLazﬁua%a@iaﬁﬂszquﬁﬂqsﬁa
Al1]w (JUSE Seminar) 1ilail 1950

Tuildaan ingsnadlilwldsuse Deming wheel
\il% Plan-Do-Check-Act (PDCA) cycle %G%%L‘fﬂ%ﬁﬂ’ﬁ
HoaruwanaRanaaz lagnssaranasgIbiaz
USuilgeanasgimatnanatitas

Deming wheel (1950)

. 4

Japanese PDCA cycle (1951)

. 4

Deming wheel

Japanese PDCA cycle

Design aanuuunaanm (Inadin1snasauag1inanzaa) | Design = Plan

Production "NN1SHAR uaznmaau‘lu line LLag lab

Production = Do

Aa > 6
Sales 21gHAANTNN

Sales = Do

Research NAFALNRAA TN IHITWIIILALTINIFLAAIAI
dlrAnadels vilagnlailzdelaianle

Research = Check

Re-design laglzupnsanvasduslnacdanianm

Re-design = Act

Design-Action-Learning (QC/QA) nAa Deming Wheel %38 Japanese PDCA Cycle

uw.agi’wﬁ ANTANA

99

ﬂze

NTINUAFNTUTLTDINUNIWIDTUNENLNA (16 NUATWUT 2567) 71aN: Ronald Moen. Foundation and History of the PDSA Cycle
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3C — DALI 29282893638 nIuasnanIgaauiad (6)

Shewhart cycle: Deming (1986) PDSA cycle: Deming (1993)

What could be the team'’s most

important accomplishments? Act—Adopt the change, Plan—Plan a change
N abandon it or run through < or test aimed at
T \"ﬁ,":;,z?::ﬁ:z:z:ifﬁsz the cycle again. WSIvEIOn::
What can we predict? Decide how to use the
observations.
Ste -
coserveth et two,/ Comy at e chrge o« study—Examine the  / Do—Carry out
of the change or test preferably on a smallscale. results. What did we the change or test
Step five. Repeat step one, with knowledge accumulated. learn? What went wrong? (preferably on a small scale).
Step SiX. Repeat step two, and onward.
3 [] . ¥ [ ¥ v >
Deming 1@ reintroduce Shewhart cycle Tagisiafi 1 1l 1993 Deming laU3u9aa2aINITITRIUAE MW
Wuwnrsawniaanstiulwnisidaswudasuas aNA3IKII WazL3anI1 Shewhart Cycle for learning and
qu 1 Qg/ H o . v o? a 1 1 A v %
IMSREBNAEDY T 2 Llwnisnadaau Jun 3 §9Ln6 improvement wsaumﬂgmmﬂmﬁmwaanu PDCA cycle
w = = = v ¥ & o g‘ ‘dl d.ﬂ g ﬂ D . C I
NANIINAFADY VNN 4 ANBILALLIYKI LAINNIT naynwantiladann Deming Cycle

‘[ﬂﬂagﬂ Shewhart Cycle, Deming Wheel (1950), Japanese PDCA Cycle Lﬂ%'m"zlacnﬁwamuazﬂ’mqa\lqmﬂﬂw IR EAT
Deming PDSA Lﬂ%?ﬂ%ﬂﬂﬂﬂiﬁ@%’]@!f%ﬂﬂw

Improve (Ql) nAa Deming PDSA Cycle for Learning & Improvement

un.ai Al gnuaAna fnIgandlanTUTLTaIQUMATWEDMUNEILIA (16 NNANHKE 2567) 1NN: Ronald Moen. Foundation and History of the PDSA Cycle
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A

< o

IHI Framework o Wdaludsubunaynsidday

«  Usuussdlalaenndasiuithvany

for spread ©  woumINwuSINSTIRsAiUAUL

*  SUPSURAUUTUIARDU

AFIRNALasdz i UNAY l\ /|

Measurement and Feedback

ANSADEN !
Ny Uszannsithmane & SEUUFEIAL
n11uﬂﬂﬁq ‘UW nll o o vl 6[‘{? ﬁﬁaajiﬁﬁﬂ
NN d-vlﬂ_pw,,wmmﬂ — v
‘ ] a o [ h "
ORLIEVIHY ALANIS] 2:?'::&1Jauumqmmﬁﬂ
Design DEUNYANNAR LS 4] 3 e
WUBHRASHAR Usufunsiasuniu
BRRIGTET AAYNSNNTVLNY
Knowledge Management
ANSARNITANS
Spread
PYYHA

Source: Institute for Healthcare Improvement

a

uw.agn”@uﬁ angana (14 Q&m’lwvuf 2567) 1iaa1n Institute for Healthcare Improvement Framework for Spread
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DALI 2829 HA nu ADLI 2a$ Baldrige

Approach

ada A9 o A v
nmswlmwa‘lwmsqNamuﬂizmums
S mmmm:awaﬁﬁmsmmﬂmeﬁ URZENWLIARDN

m’mmauﬂqmm:ﬁ"sﬁwaa

- mslfumamaiianauauassnuasiatefifianufisatesuazindysdeasdng
« MSLTUUINIIBENIAILFUAIN

. msﬁmmmﬂﬂ’lﬂunﬂ%mmm'ﬁmm:au

Deployment \

= a a wua A
e NUNUTEANINATEINIITIDNNY
o A & o o Y [ ' &
« 32AUVBINTIINUWINIItiN b 1T e UAZOLUUNUTIN
°11adﬁTaHmmzmsaumﬂﬁﬁaﬁavﬁ

Purpose

e :>

griteria

6
Integration QNN

- W ERE AR BITLANURBINTVBIBINNT LALLM ANIANTZLINNNT

« NSLTAIA RITFULNA eIz PRSI AT

* WHIB NITUIUMT KAAWT M133a Tz Malaud wazmadJuanns daanw
aamé’aaﬂauﬂﬁuﬁ'u’lunnm:mummawmm’m Lﬁaaﬁfnagmﬂwﬂs:adﬁ
ILAUBIANT

Design

aanttuy

Learning ‘

I

. msﬂsuﬁuuaxmsﬂ%’uﬂga LINIY

- mydszgndlfisujianduianianiansm
. mmu’aﬁummfﬁvléfmﬂmsﬂ%'uﬂ;aLLazmsai”'mu‘i' ANIIN

a

uw.am"’wﬁ angana (17 qmmw‘"uﬁ 2567) ﬁm : TQA Criteria for Performance Excellence Framework 2565-2566
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1 Aa aaa -
ATRENIAZISAN Loop of Learning
Wasnulagldagng

Triple-loop

(transform) learning

Core Values

& Concept A ea A A ;
ﬂgummmaamm‘umavlw

(W) 6 & 1
uaansLdwlUanuiinsaly
Context ~ —=> Purpose —> Design

& Improve

Double-loop learning

Learning
(assess compliance

& adjust action)

Context e

Y o/ ¢ A A 1
aammuvl,@mmzmmﬂam J/UIuUNY aammavl,w

"\ = 1
WA UARZNTAUAALANIZRNRIB LN (reframe)

v

uw.agfi’wﬁ ANTANS ANTIADNAFINUTUILTBINUMWEDUNEILE (29 Hunax 2566)




Quality Management Framework



Quality Management

4
WIRNIINANBNITUIRIINNILNAYWES
1 X v a P~ v )
N33NA13T BIRUITATA MM LkaNaIuLeI0n
a d < A [
UiiafiaziIasuarnantyd TQM wuwnIwILen
v v
WIAAGT ) NIRALIRARNILUPUANTDN 9 N

Strategic Scientific
Planning Management
New Group
Leadership V4 Dynamics
Corporate ) ! Training &
Culture | — @\ Development

Organization ; \ Achievement
Development /7 | N\ Motivation

Sociotechnical Employee
Systems Linking-Pin Involvement
Organization

9147: Warren H. Schmidt & Jerome P. Finnigan (AD 1993) “TQManager”
andail qnudina (2542) “LéwnvglasnenuianmenIn alansSeuiBolHie”

A WO N =

9.

. Scientific management Lﬁaﬂﬁﬁmiﬁﬁmuﬁﬁﬁqﬂ@am’m”@ WIsunay
. Group dynamics #wassainguanlglunmauiym
. Training & development &319m 3 3auidwiuelng)
. Achievement motivation theory aszwinluanunanalanlasuanms

o = 1 1 A
YIzrUAINE Li"ﬂ@ﬂ']\‘lsl@laﬂ']{'l‘ﬁ%\‘)

v vy v n&/ {
. Employee involvement ;dﬂm:giaugvsmamﬂmul,ﬁawaﬂm']mmsa
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Total Quality Management (TQM)

Total Quality Management (TQM)
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Quality Management Framework [ISO9000: 2008]

Continual improvement of
the quality management system

M t
<« ————SL— | RN Customers
Customers

(and other
interested
parties)

(and other
interested
parties)

Fhageme anayee and. Satisfaction
management analysis an -
& improvement

Product
> realization Product

Input
:

The usefulness of 1SO 9000 family of

standards is often questioned and criticised



https://www.pesec.no/quality-management-frameworks/

Quality Management Principles [ISO9000: 2015]

Customer focus

Relationship management

Identify and select suppliers to manage costs, optimize
resources, and create value

Establish relationships considering both the short and
long term

Share expertise, resources, information, and plans with
partners

Collaborate on improvement and development activities
Recognize supplier successes

Learn more about supplier quality and see resources
related to managing the supply chain

Evidence-based decision making

Ensure the accessibility of accurate and reliable data
Use appropriate methods to analyze data

Make decisions based on analysis

Balance data analysis with practical experience

See tools for decision making

Improvement

Improve organizational performance and capabilities
Align improvement activities

Empower people to make improvements

Measure improvement consistently

Celebrate improvements

Learn more about approaches to continual improvement

Customer
focus
Relationship .
management ) Leadership
2
P Quallty |
ﬁé.;meme management
t' based principles Engagement
. decision of people
i\_.maklns
Improvement FraCaIt
P approach

Understand the needs of existing and future customers
Align organizational objectives with customer needs and
expectations

Meet customer requirements

Measure customer satisfaction

Manage customer relationships

Aim to exceed customer expectations

Learn more about the customer experience and customer
satisfaction

Leadership

Establish a vision and direction for the organization
Set challenging goals

Model organizational values

Establish trust

Equip and empower employees

Recognize employee contributions

Learn more about leadership

Engagement of people

Ensure that people’s abilities are used and valued
Make people accountable

Enable participation in continual improvement
Evaluate individual performance

Enable learning and knowledge sharing

Enable open discussion of problems and constraints
Learn more about employee involvement

Process approach

Manage activities as processes

Measure the capability of activities

Identify linkages between activities

Prioritize improvement opportunities

Deploy resources effectively

Learn more about a process view of work and see process
analysis tools



ISO Quality Management Introduction [ISO9000: 2015]

The adoption of a QMS is a strategic decision for an organization that can help to improve its overall
performance and provide a sound basis for sustainable development initiative .

This International Standards employs the process approach, which incorporates the Plan-Do-Check-Act
(PDCA cycle and risk-based thinking.

"shall" (requirement), "should" (recommendation), "may" (permission), "can" (possibility or capability)

Process approach

Schematic representation of the elements of a single process

|smm¢po|m| IEndpolutl

i et s * Consistency in meeting requirement
Sources of inputs Activities Receivers of outputs * Consideration of processes in terms
: | | ; of added values
Predecessor Matter, Energy, 1 Matter, Energy, Subsequent | . .
| o Doceses || information | lofomnation 7§ | procesess | * The achievement of effective
o= I == [ ==
Wil | mtefemer | | S ) f sk etomars =} process performance
| Mt || e || e |
| imrswdpenios || roesments | (- | | Ity | * Improvement of processes based
on evaluation of data & information
Mmmmmu




ISO Quality Management Introduction [ISO9000: 2015]

Plan-Do-Check-Act cycle

The PDCA cycle can be applied to all processes and to the QMS as a whole.

Structure of ISO 9001:2015 in the PDCA cycle

Plan: establish the objectives of the system and
its processes, and the resource needed to
deliver results (in accordance with customers'
requirements and the organization's policies), and
identify and address risks and opportunities
Do: implement what was planned

Check: monitor and measure processes and
the resulting products/services against
policies/objectives/requirements/planned
activities, and report the result

Act: take action to improve performance




ISO Quality Management Introduction [ISO9000: 2015]
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Risk-based thinking

* (Carry out preventive action
to eliminate potential nonconformities

* Analysing any nonconformities that do occur, and taking
action to prevent recurrence

* An organization needs to plan and implement action
to address risks and opportunities, a basis for increasing the
effectiveness of the QMS, achieving improved results and
preventing negative effects.

* Opportunities can arise as a result of a situation favourable to
achieving an intended result.

e Action to address opportunities can
also include consideration of associaed risk, effective of
uncertainty that may be positive or negative.




Successful Implementation of QMS [ISO/TC 176 (2009)]

. Engagement of top management

. ldentify key processes and the interactions needed to meet
qguality objectives

. Implement and manage the QMS and its processes (using process
management techniques)

. Build your ISO 9001-based QMS

. Implement the system, train company staff and verify effective
operation of your processes

. Manage your QMS

. If necessary, seek third party certification/registration of the QMS
or alternatively, issue a self-declaration of conformity
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The Healthcare Accreditation Institute (Public Organization)
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Workforce concern (@adava daiauauue) Patient’s Need & expectation Patient Hetter
Concern for patients Evidence & standard Staff
Process Analysis (NEWS) Waste Organization  Faster & Cheaper
Safety All Safer
Voice of Patients l
Patient diary Concepts
Patient experience el en

Patient journey map

Patient shadowing - gy > Iy Design

Patient satisfaction survey
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Organization Concern Criteria-Practice Gap
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Sustainability: efficiency Scientific Evidence/CPG
Success Rules & regulations
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Patient Care

Care plan implementation
Daily huddle,
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Multidisciplinary round

Effective Care Design

Evidence-based/HFE
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Risk Management Process
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NTNUMBUATUINITNHBIAWAIN & Management Review

HA 11-1.1A(6)
asAnsindoyai lannmsUsafiunuosuaznsiananisaiiunsan [lunsnumuuasdihnmswannaainw

1ISO9000 9.3 Management review
9.3.1 General
Top management shall review the organization's QMS, at planned intervals, to ensure its continuing suitability,

adeq ' ' ent with the strategic direction of the org.
9.3.2|Management review inputs

a) The status of actions from previous management reviews

b) Changes in external and internal issues that are relevant to the QMS

c) Information on the performance and effectiveness of the QMS, including trends in 1
on

d) The adequacy of resources e Customer satisfacti

e) The effectiveness of actions address risks and opportunities « Eytent to which quality objectives have
f) Opportunities for improvemen been met

9.3.3Management review outputs * Process performance and conformity

Decisions and actions related to of products/services

a) Opportunities for improvements « Nonconformities and corrective actions
b) Any need for changes to the QMS « Monitoring and measurement results
c) Resource needs e Audit results

 The performance of external providers
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Spectrum of Performance

Opportunities for
Improvement & Innovation
Need & expectation
Evidence, effectiveness
Waste, Safety & risk

Outcome
value But to manage safety properly, we must understand what happens when . .
}  “nothing” happens. Creatlve SOIUt'On
3

Best practices

‘ 7 , Y ‘,'4' X ﬁ
';mé'l.\%ﬂ.\\"@smﬁ Innovation

2N
WA
RV A AN /4‘;‘}2;%’;’5‘.5
“," .'.-I'v \v 'I ' \\:"f" ( Y -‘( \ ’\ v K ‘)"'\ ;'-.'
Triggers <:| W, VY N

2 - - I lf,:"’"[\o/

e . = <Cepy,
Complaint/Experience F oot
. Counting what goes |, wrong does not measure

Suggest|ons safety, but the J lack of safety

Reconcile WAD & WAI

ZONE OF QUALITY MANAGEMENT ———» |

te
Risk !
Management ||
] '
i '
' '

'

nnovation

Harm <« Incident < Unsafe act <«

omu>0 WMo =

Capacity to cause error <

A B [
(Borderline) (Average) (Excellent)
QUALITY OF CARE

uw.aknvwﬁ ANTANS 16 Ju1aN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”




3C & MBNQA Framework for Performance Excellence

Organizational Profile

Measurement, Analysis, and Knowledge Management

Core Values and CO“ceptS

Framework for performance excellence 2ITIR
1 ad & 4 a ") Y
qmmmma“ﬁ'}mﬁ \iwhazasnsauaa 3C-DALI &§1%45U
NIUINIAIZIN HA 11113)1i% Taeini 3C @a context, criteria,
[ o A o Aa
core values & concepts iwladlonnanfauasaIzne
A [ % a oA a [
pawzil DALI Lilwsaavasnslguanaznisisaw;

. . . I a = | (% ;i
Organization profile: ABUIUN RIDANWIWEN
¢ [~ 1
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[V 6 A' 0o [-%] ciq 1 AA
Aan¥MWraIAnI (2) AvdIAUNANaNDIDNT
ALBHHINW (3) FANUIARDNNITHAITUYDIDIANS
(W3suialandrdnasauanati)
. . 6
Criteria for performance excellence: AaLnmw
PR -y ¢ o ' o A [
WalHasAnI laa1329aLa991 (1) AN lan
1 { [~ 1 1
adefiarsanilunsala (2) 3lasdels (3) a3
Usvilqenailfanudasasls argisnisadiels
(USauLEN a v NTWLI)
“ 1
Core values and concepts: \wanuzanay
a ~ =< I 6 A a o A =
woanssundednagluasdnsnduanisaniiunisi
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duwiad naliinafing1wn15U)ia nstewnay
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3C & MBNQA Framework for Excellence

MBNQA/TQA

Context

Context Acti
ction
lang J

Orgamzatlonal Profile

—\
Leadershlp
( } Operations

' Measurement, Analysis, and Knowledge Management l

Criteria

Sinouai Purpose E> Design

Criteria

Core Values _

& Concepts Improve
Inan

Core Values and CO“CeP‘S

Core Values & Concepts
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Organization Context

a A o ~ ¢ G a
UIUN (context) ADANHZNIRNIZLIINZIIVDIDIANT LI WA

o Q

CRIERNT

]
=

What guides you?

Mission, vision, values, organizational structure

A

AINITA LBNITAIRBAID NITA NI

How do you do it?
Key work systems
Key work processes

Who will

help you?
Key partners
& suppliers

Activities

|

Purpose
Value propositions

T

What do you need?

Core competencies

Workforce, Assets
Critical knowledge

Other resources

What do you do?
Product/Service offerings

-

How do you

interact?
Customer
relationship

A

Strategic context
Challenges
Advantages

Opportunities

How do you reach

them?
Delivery channels

Who do you serve?
Customer segment
Customer requirement
& expectation

A 4

External factors : political, economic, social, technological, environmental, legal (PESTEL, STEEP)

Competitive environment (competitive position, competitive changes)

Source: Business Model Canvas, Organization Profile (TQA/MBNQA), Hospital Profile (HA)




Malcolm Baldrige National Quality Award (MBNQA)

Organizational Profile

Leadership 2= 4 Integration D

Operations

Measurement, Analysis, and Knowledge Management

Core Values and CO“Ce‘)’ts

From Baldrige Performance Excellence Program. 2015. 2015-2016 Baldrige Excellence Framework: A Systems Approach to
Improving Your Organization’s Performance. Gaithersburg, MD: U.S. Department of Commerce,
National Institute of Standards and Technology. http://www.nist.gov/baldrige.




MBNQA Core Values and Concepts

The Role of Core Values and Concepts

The Baldrige Criteria build on

core values and concepts .cccecec.... i
P Smeg \ eadership and Govery,

2 a,'d
8[”

™,

t, Analys,'s
Manage

which are embedded in
systematic processes...
(Criteria categories 1-6)

guremen

Me?

=
-
Y
3
%
2

suou\z-\ado
103
Slnsay ssanosd PUC e°

yielding
performance results.
(Criteria category 7)

From Baldrige Performance Excellence Program. 2015. 2015-2016 Baldrige Excellence Framework: A Systems Approach to
Improving Your Organization’s Performance. Gaithersburg, MD: U.S. Department of Commerce,
National Institute of Standards and Technology. http://www.nist.gov/baldrige.




Risk Management Framework



ANLHE (Risk)

[~ [P a 1 ¢
aailnldlan AWacnanITUIIANALNS
hAMANII0L wazdinnilszasdzasnans

COSO 2017

a Y U = ~ 1 Qs 3
ﬂ']')&?ladﬂ']‘s&l"ﬂﬂﬂa ﬂ’J']&lL"ll’]‘lﬁ) R uuamamsmiqamqﬂszmﬂ

H 1 H Qs ¢ 1 1
mwi{mmﬁmwa Lﬁmnumqm‘sm — A liunwaw ——

A A A 'y

L1 UGLU%VLﬂQWﬂﬂ\‘]VIﬂ']@%QG
A - A a

NAanNAINN ﬁiaraﬂﬂaﬂﬂzlﬂﬂ

NILTIVINUALLTIAU

ISO Guide 73: 2009

Likelihood

of an incident/occurrence
Probability ———

of danger, injury, disease, loss, destruction, death
Possibility

WHO 2009
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HADDI 5 RV R BN
ANHIALN ANSUSHUISAMNNLR YN
e Tonnaiiaz luiin ANSAS AT
AOLANKID NS C o v - .
" x v AOLANGIDE U UnilasaatAn
ERM creates, preserves,
and realizes value (COSO)
. Tonnaiias la a1svin Tiiulain
Kia}7} ANsussatiung » "
" ussatdnang Avssatdvinng
Effects of uncertainties Increased likelihood of
on objectives (ISO31000) achieving objectives (ISO31000)
. _ - Asiovnu
winnsai/ Tamammmmn'ﬁm/ - o
M e - TS . winnsal/wan
WA lungUssass Wai lungdssaes | -
lsiiaUssaga

Likelihood of an incident/occurrence,
danger, injury, disease, loss,
destruction, death (WHO 2009)
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NNILUIHRITAMNLEYY (Risk Management)

AITNLRYY

(Ha2290 Y luntnan

@iamsmsqf@qﬂixmﬁ) AR AAIN ALAN
9

b > m@;minﬂ&iﬁaﬂizmﬂ‘ -

ITUAMNLTE Uszarwnis Ly - . p
A TamaNauazNanIzNy) b ussasandscasd
9 q

UszIB IARIAL >  NINYINITaEN 0 —
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ISO/IEC Guide 73:2009
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ASLAWBNY LU N9

Risk treatment

A"ssuiiaandug
LN 2IN LHBUIIINIAMNLA YRS
*  AUBALIRNTIWOY *  FIYIMURIRUINUN
*  MUBALIAGUWDY *  FUAILNGANE
q 1
°*  AUWALIRIDANINNLY *  ANRIVNIWLANY

*  MABALTFWNIILABN

DINFTUNHLIAN * wiawiLdatduan
WIBININR ussativiung
Purpose »W—» Performance
A
NUMURWAGNNIEE

ﬂ%’uﬂ;ammmiﬂ 29N

Risk review ansnuniuatdsan

Risk control
ANSANUANANHNIREN

ino814ls3n
ussarivinng
INWIWIBNNENY

I L@%Y]’NI%LL@ NI

Risk monitoring
ANSAMMTNANNLI YN

v
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ASLAWBNY LU N9

Risk treatment

A"ssufiomnudug
LN 291 LRWUITINIANN
A Aad A tdl Qs
* RanABLAuNINUsaaNy @YY Risk control
*  GIVFAURAINID *  QUARLNALTY ANSAUANANMULE B
*  JABYUAZNIIYN *  IUSENYTENU
o IFanusziias=ld *  FINIRUSNALN
UaINWalaLAG . Y .
T vinosinalslvi notndglsin
ERLUUTIAILIIN ussaiviung ussatihviune
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Y

Risk monitoring
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ASRAMNHNANNLAL
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Risk review ansnuniuatdsan

v
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Risk Management Framework (ISO31000: 2018)

Integration

Improvement

Leadership and
Commitment

Implementation

RM Framework ﬁaqwaaaaﬁﬂizﬂauﬁaﬁuagu
MIUSWIIA ML T AN Ia98 nTUAz YN LA S
Foundation leiin uloung Tanuszasd Wise
ety mwmg:oaﬁl, TwiS09MIUSHIIAULEE
Arrangement b@A WHY ANFUNUS 152
SURATO NSNENNT NITLIBMNT UasAaNTINA

1l N TUSHITANULELIVDIBIANT

@@ﬂﬁmaﬁmaa RM Framework \NaT8836N3 b

MIYTUINT RM NUAINIINURZRINNEI AV
6 Aa A J %

24963 UszAnraved RM dunumsysanns
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ISO31000: 2018




Risk Management Framework: Leadership & Commitment

MRWA AMRWBAWLYUIYUR AAFAIININYINTN NOUNRNIYRIN CUSTE AT
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' o o Integration { . =
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o o 6 V)
MnuaIngUszasd TAUTITUYDIDIANT SEATRT
6 4 0 < 1
VAIDIANT * ROFNIAWANVDY RM * 3iula3n RM
) . e 9 _ . Improvement
* henugnlaning Tvnuaundnluasans Leadership and Framework LAY
A 4 e o o A y Commitment | e A p
LRINDIANTA DS Laziinedva9 NUUSUNVUDIAIANT
Ty luniaueg
- 6
’mqﬂsmaﬂ Evaluation Implementation
* JUUINAIAMT
ANULRIAINET?

731 1SO31000: 2018
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Risk Management Framework : Integration

Improvement

m‘sﬁ'lﬁ'n@'u,a
o H -V 1 4
N3 mwLﬁmgmmm‘s‘lunﬂmumaafﬂsm%’waaﬂns
i = 7 6 {e Aa -V} H
Integration lassasrvasnns nnm%’luaaﬂnsﬁwﬁﬂﬁmNﬂ%ammmsm'\mﬁm
e
DIANT

(Wwsha AFeviea)

l

Nagns &

Leadership and
Commitment

Taniszaa
Implementation l

Unuenis

[~ 1 § A e o @ o
RM i wdmunibsnastinvnig naq‘nﬁ‘ UPianms mannuaua/mann
] [~ o
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U501 RN LA NADINITURZ I BSTINDIANT

731 1SO31000: 2018
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Risk Management Framework : Design
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UIUNALKAN

¢® STEEP

¢ Stakeholders
¢ Contract

® Network
usunnelu

* MVV

® Org structure
¢ Strategies

® Culture

¢ Capabilities

® Interdependence

fN%ua RM policy
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Improvement
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Leadership and
Commitment

6
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Risk Management Framework : Implementation

AAVILH

Integration

(3211381 NINLINT)
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' Implementation
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Risk Management Framework : Evaluation

Usziinilseansnazas RM Framework

* Jq performance 229n13 6% RM Framework Lfisun1
NRANE LN @296 NOANITINNAIARII
* ldnaaaiandszadninualiniala
t:\l dl ;A é’ Qq: /= =
* FanLNaduibirNzay iWaswa tulUanuuan
=
WNegle
* #371334131 RM Framework N lgg3aatnunzanlunnsg
(%7 (% 6 6 A 1 1
auuagmmimiq'a@qﬂizmﬂmaoaaﬂmmah (V% RM
policy & plan, RM indicator, RM process, risks, risk

criteria, risk assessment, risk treatment)

Improvement

Integration

Leadership and
Commitment

Implementation

31 1SO31000: 2018
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Risk Management Framework : Improvement

* Adapt AaaNLazUTU RM framework MALAaNZ&NALANT

A Aa & &
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‘.IJ%’SIJSIJEGRM Framework

Continually improve
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Framework

ad (>
')‘D’ﬂ’]iyifu’]ﬂ’]i RM Process NUNIZUIBNIILRE
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Integration

Leadership and
Commitment

Implementation
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COSO Enterprise Risk Management Framework

®

MUCRION. VIKION

S comsvaLues

ETRATEOY
DEVELOFMENT

MIIKINS-N=®

osJEcTive

FOMAMLIL ATVON

IMBPLEMEMNTATION
S FENFOMMANCE

. ' J & Culture

- D Governance

Exercises Board Risk
Ovarsight
Establishes Operating
Structures

Detnes Desvad Culture

Damonstrales
Comautment

to Core Values
Attracts, Develops,
and Retans Capable
Indivduals

6

Strategy &

@ Objective-Setting

Analyzes Business
Context

Defines Risk Appetite
Fvaluates Altpmative
Strategies

Formmuiates Busmaess
Objechves

Q Performance

10 Identines Risk

11. Assesses Saventy
of Rk

12 Prontures Risks

13 Implemeants Kisk
Responses

14. Develops Portiolio

Vieaw

Review
& Revision

15

16

17

Assessas Subslantal
Change

Roviews Risk and
Partormance

Pursues improvement
m Enerpnse Risk
Management

Information,
Communication,
& Reporting

Leverages Information
and Technology

Communicates Risk
Information
Roports on Risk,

Culture, and
Parformance

COSO 2017 #1 governance, culture,

& a @
strategy LilwaaL3nawas ERM

a

111: COSO 2017
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Principles/
Core Values & Concepts
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3P: Purpose-Process-Performance

Reconcile Work-As-Imagine
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HA Core Values & Concepts
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ATBYALATIWIAAUANYDY HA A5 1101910 TQA/MBNQA

The Baldrige Health Care
Criteria build on

core values and concepts...

which are embedded in
systematic processes...
(Criteria categories 1-6)

The Role of Core Values and Concepts

........... Lea(\ership and Goyq, oo

¥ any
”Ie,'[

t, A"al)'sis
Manage

g
g
El

k)

o

Z

&

=

3
2
2

.........

yielding
performance results
(Criteria category 7).
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National Institute of Standards and Technology. http-/vww.nist gov/baldrige.
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Core Values & Concepts
|| HA2549 |  MBNQA/TQA2565 |  1S09000: 2015 QM Principles | 1S031000: 2018 RM Principles _

neNnI9Ln
Visionary leadership 2. Visionary leadership 2. Leadership
Systems perspective 1. Systems perspective 5. System approach to management 1. Integrated 2. comprehensive
Agility 5. Agility & resilience 5. Dynamic
WSUNA
Patient/customer focus 3. Customer-focused excellence 1. Customer focus 3. customized

Focus on health

Community responsibility 9. Societal contribution
AUYINIU
Value on staff 4. Valuing people 3. Involvement of people 7. Human & cultural factors
Individual commitment 2. structured
Teamwork 4. Inclusive

Ethic & professional standards 10. Ethic & transparency

ANsWeNUN
Creativity & innovation 7. Focus con success &
innovation
Management by fact 8. Management by fact 7. Factual approach to decision 6. Best available information
Cont. process improvement 4. Process approach, 6. Continual improvement 8. Continual improvement
Focus on results 11. Delivering value and results 0. Value creation & protection
Evidence-based approach
W aug
Learning 6. Organizational learning
Empowerment

8. Mutually beneficial supplier relationships
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Core Values & Concepts
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Core Values & Cycle of Learning & Improvement

Agility
Commitment
Teamwork

Empowerment Ethic Focus on Result

text i
Contex \ Trai? ActlonKXMonitor

Focus on Result . DALI .
Visionary Leadership Purpose E> Design (PDSA) Learning

: Learning
Evid -
v e;::e& ﬂ Management by Fact
Improve

Continuous Improvement
Creativity & Innovation

Patient Focus

Criteria

Evidence-base

Core Values & Concepts
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Systems (Wholistic) Perspective in TQA

Alignment
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AN Systems Perspective (VBNQA/TQA)
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Spirituality Aa Super Core Values

Core Values
Visionary leadership
Systems perspective
Agility
Patient/customer focus

Focus on health
Community responsibility
Value on staff/teamwork
Individual commitment
Creativity & innovation
Management by fact

Focus on result
Evidence-based
Learning
Empowerment
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Risk Management Principles (ISO31000: 2018)

The organization's risk management The organization integrates risk
15 continually improved. management in all of its activities.

Both human behavior and
culture influence heavily the risk
management, therefore these

e The risk management is
two characteristics are taken ; established upon a structured
into account in all aspects of Continual Integrated and comprehensive approach
risk management. improvement
\ Human and Structgred
cultural co?r?pre—
EEEll  Value creation e
and protection
Best _
available Customized
information \
Risk management accounts :
for any ﬁ;itations and Dynamic Inclusive tThhe risk mar;_ager‘neg; n; linked tg
uncertainties regarding the € organizationai objectives, an
provided historical and current is tailored to fit the organization’s
information and context.
future expectations.
Considering that both internal and external T Tk Mgt ke T sy
changes happen, risk management is able ficad ;
to dgtect a?’nd respond to those changes stakeholders and takes into account their

appropriately, knowledge, views and perceptions




Risk Management Principles (ISO31000: 2018)

The organization’s risk management Integrated:
15 continually improved
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Risk Management Principles (1ISO31000: 2018)

Continual improvement: The organization integrates risk
management in all of its activities
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Culture
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WunasIngasngiaag  Knowledge
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Collective Meanings Lo -
Totality Beliefs Iﬂﬂllﬂal BaJdAR
(S:um 0|]c ’;F)tald it Values -Accept without thinking
T anve TEPOS Attitudes -Programming of mind

Predominating Perceptions

Competencies
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NﬂqﬁaU“aﬂ Behavior
-Are passed along / Arts
transmitted from one Institutions
generation to the next Products of human
-Socially transmitted work and thought

uw.agi’wﬁ ANTANA “UANTINAANN 2552" IW. @3 (4 Iguwiem 2552)



Culture

"i’muﬁisa\lﬁamsa%"miﬁ'aﬁ’%qmw

, 9 ndsdragluasans

1

AN DUEWDY 14
ABEDIBAITAEAY ) LA ol WAk
umamasmwummauﬁﬂm q o214
d1N1TNALNAAIINTWE b

uw.agi’wﬁ ANTANS “mﬂ%wami@ﬁLﬁummﬁa‘*ﬁuLﬂﬁaufwuﬁﬁmqmmwadﬁm” (25 nINHIAN 2560)




1% Results 2uLaRaw Culture

positive RESULTS

. create new EXPERIENCES
Experiences <
—
ew EXPERIENCES> ;
change BELIEFS Beliefs |
/
BELIEFS v
gfi‘:e ACTIONS = A OI'IS r

\

8 1 '4> Resiilts

CULTURE PROCESSES

(People Power) (Process Power)

SUSTAINABLE CHANGE >

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




Onion Model of Culture & Culture Hacking
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Culture Hacking
1. Change the work environment frequently
{; Umm ate \I 2. Get creative with recognition awards
u\AIIeglance/f Courageous Penguin award. (Google)

S 3. Make it harder to say "no" to new ideas
Bosses who reject a project idea from an employee
must write a two-page argument about why they’ve
By =" a9 .~ " 4 said no and publish it on the intranet. (Amazon)

R L S ‘ol 4. Consider reverse mentoring

4 5. Let people design the culture they want

~—

““““ W THE
- - ENTERPRISERS
PROJECT

a
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Nudge Theory (N #)aNANANITIN)

Dual Process Theory (DPT): our brain works in two

different ways, at the same time

- automatic system: fast, unconscious, parallel,
associative, cheap energy consumption

- reflective system: slow, conscious, serial, analytic,
consumes a lot of energy

Why we fail:

« The reflective system remains unaware of a problem

« The automatic processes provide us with the wrong
answer

« The reflective system provide us with the wrong
answer

ﬂ\ludges (fzam) )
make our automatic system choose differently
without us even knowing about it

 activate our reflective system at the right time,

\ making sure that it creates a better response y

SYSTEM 1

(=}
O FAST

o
{H;} UNCONSCIOUS
]

@og AUTOMATIC
" EVERYDAY

O © DECISIONS

HzZ {3
7 ERROR PRONE

[3_‘4\.

NIVGEES
ANORK
SN ENGAG\NG
SNSTERM A\
TR\NK\NWNG

SYSTEM 2

SLow

CONSCIOUS

EFFORTFUL

COMPLEX
DECISIONS

RELIABLE

Easy, Attractive
Social, Timely

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/
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Nudge Theory (N #)dNANHANIIN)

bournemouth.gov.uk/binc
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Tailored Social Proof
Personalize social proof by region to boost effect

X

9 out of 10 people
in England pay
their tax on time

9 out of 10 people
in Birmingham pay
their tax on time

NUDGE

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




Culture in HA Standards 5" Edition

Open communication &

empowerment
I-5.2 21 (1)

High performance
I-5.2 21 (1)

Safety Culture
I-1.1 a (3)

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)

Improvement Culture
I-1.1 a (3)

Living Organization

High Performance Organization (HPO)

High Reliability Organization (HRO)

| Learning Organization (LO)

v

uW. a3 Ial gNIAN HNTIQINAINTUTUTDIRNNEDIUNENLIR (FUNAN 2564)




A20819 High Performance Culture Framework

SHARED EXPECTATIONS

Four Agreements

Timely agreements in support of
timeless values

TRAMSPARENT

Leadership Principles
In conjunction with the Four Agreements

Prioritize aur
Collective Success

Model Courageous Ingquiry
& Intellectual Integrity

Murture People &
Build Great Teams

.

+

THEORY OF CHANGE

OWNERSHIP & ACCOUNTABILITY

Social Reinforcement Structural Levers

Inside-Out
(mindsets & behaviors)

Outside-In
(systems & processes)

Leader-led and peer-to-peer Manager Levers

= Walk the talk = Select people who will evolve our
= Feedback emerging culture

= Recognition = Develop self & others

= Consequences = Incent and recognize behaviors

Systems Levers

=  Governance to define decision
rights & accountabilities

= Build culture aligned processes
and tools to evolve how we work

= Communicate to reinforce,
celebrate & sustain progress

e GREATER IMPACT

Increased Direction,
Alighment &
Commitment to

Execute our Collective
Strategies

https://www.onboardmeetings.com/blog/what-set-a-high-performing-culture-apart/
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James Reason (1997) The Components of Safety Culture
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A More Customer-focused Culture

Performance Review [4.1 b]

Use VOC
Use market data/information

Aggregated data on complaints
Data/information from social media
AayanvinurangfnssuuasgnaAlu
auAa wIalFulgvlseaunisaiuas

anAaugngey (MVC)
Demographic, behavioral,
transactional, financial data

v

Customer journey

115u1l59 message, content,
experience Tuusiag touch point

Learning & experimentation
Well-controlled experiment tia
Usulsedseaunsaluavanan

New product development

Build a more customer-
focused culture

A 4

Support operational
decision-making
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16 JU1AN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”




Improvement Culture & Quality Plan in HA Standards 5™ Edition

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

l Voice of Customer |

l Organization
I-2.2n (1) Strategies
I-412 (1) Org. Performance review l ihwang Tagiseaed fansaa
— Jz8zIa1 ASURATDY
Opportunities for ‘“ A0 )
} Meso System/CLT > Improvem_ent —  Quality Plan | 111 2 (4)
I-4.12 (1) System Performance review (& Innovation)
I-6.1n (3) Core process redesign
II-1.12 (1) Clinical audit/review |
II-1.1 1 (4) Other self-assessment - -
Incident Quality
. Micro System Management Improvement
1.1 0 (3) Daily huddle 1.2 n (4) I1-1.1 n (8), 1-6.1 2 (4)

I-6.12 (1) In-process measures

v
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Culture & Core Values
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| Teamwork “fozlslvimenn”
“ & O Ethic & Professional Standard @ T 5
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Systems Perspective Y
(4= ] 1 < ofe
BANE L TIALTI Agility
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, MINAINT Patient / Customer Focus
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‘Iﬂ:rja\l'lﬂﬂzl’];i, Management by Fact Wﬁl%ﬂui o« \Communi'ry Responsibility ! s
LogayaNT 1 Cont. Process Improvement

Focus on Results
Evidence-based Approach
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Learning
Empowerment
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