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From Recommendation to Change
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Decode Recommendation: Medication Management
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3P of Recommendation
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4P of Planning from Recommendation

mMsiEyusNNMsuUUaUiinisal msiiesevnsuiunmsguanthonaulsadda iandivus
inpsMstasAuamudsiisanuuazdavinunuud lomnifamamsal lisUsasdine annansuu Tu
sy Waihmnesuanudasadomuidisiwedsmeuia

AEAUNNDDLAUD LUV TBNAFIR
u'\:i”mujsu'i‘lu 3 nax

Purpose Priority Area s Performance
i g Monitor & Evaluate Results

Purpose \(Q{ mn) Problems/Context
didundeansWiewsqulmingels v ieriedl Hidsutomiesls
anudasadtiunisguagte ) ?Umugummﬁ-m (RCA) v shenaudes
ALY « Aweienudsdunmsguaie 3 3

nalsmdeiey dfaalwi lunsz:uiunsgua
o MnuaNnanatosiu

atfiinmsniiimoifia
o ﬂ']“uﬂllqmsﬂﬁsUiilMﬁﬂ')ﬁNiulliﬂ ' o
H [Dudsenuvaoasie
LNaLﬂﬂlﬁmﬂqim NWQU‘S:E’NQ 3

« Aoansilnousy
« deenunsufue i

NG NGulang i sI.AUNDLDY

uw.agai’wﬁ n

i)
=

@na “Quality Tools fATLHRY” @ WANgAs HA900 (29 WounNAL 2568)
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Purpose Priority Area L Performance
i v Monitor & Evaluate Results
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Purpose (N#waLilN)

Criteria
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Actual-ldeal Comparison AAAINAIMNNIIRRIVDILNY
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Gap: langduaslnza
Purpose: wWaen gap % purpose
Drivers: 90711 driver diagram
Process design

Feedback Loop
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1. Gap Ildentification Nlang lKn

WHAT: Gap AaA210LANAIEHINAMNAIARIINUAMNLT DS
*  ANMNAIAKII NIDINEIVARITH N1ATFI VOLEBDUKS
WHY: ilalangdraivzwamlansssadn liggulan
HOW:
* 3z gap NN
*  JAIILHKINUIII gap ‘If%(whﬁa)zﬁﬂsz‘fﬂﬁﬂ%miﬁ'@um)
*  WHAT fanumzatigls
*  WHERE 1Aadwiilnu
* WHEN inls
*  WHO nugtagngale ﬁ'm%’mﬁﬁmju‘lm
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1. Gap Ildentification nlang lrian

Example:

PCT Ped
(- P | ‘d. = |
¢ ﬂ’lilﬁ’liz’w iLasaaldiad gljﬂ’J El‘n&la’lﬂ’li‘n?aﬂa\‘i

1 Y

*  Who: ngadtlgndianninyaaslawngiaslia sepsis,

Q: vhothdlsdeazud laldnsean

pneumonia with respiratory failure
PCT fagnysa
. msﬂiwfmmmﬂﬁslml,ﬂaa/mwﬁ"rmﬁwaaé’ﬂmuaz‘lﬁ
ANHBILLUADNWN N
®*  Who #adN1@®a 24 %H., tumor, multiple injury
*  What dszidinanz laasauaga
®  Where
®  When $antIaNs18n13
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Basic Descriptive Questions

What? Why? When? How? Where? Who?

di U a U 1 (W) 6't=; o (W a\
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o a H (~4 a a\
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*  How la@SUNanIsNUag1dls NNaaINN12819 1S
*  Where lassn1siaanannlvu aaniagasslvn
P=| P | t::i U "\ 1
*  What in19taanazlsnaznintauea

Michael Quinn Patton. Developmental Evaluation: Applying Complexity Concepts to Enhance Innovation and Use




What? So what? Now what?

WHAT? (su3vayaazls)
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2. Purpose Statement

WHAT: Purpose (len%) A ING aamsmsamﬂmsﬂsuﬂsamu
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o andlumanawiszuulugnivan a199zaaszy InEadn
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-~ Y a o (~1 U
WHY: iatthuanasa 1519zdsziinanaditsa ladns
HOW:
1 a [~ a
o laswiszloameauin gap IidwdaaazIuIn
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2. Purpose Statement

Examples:

a Y ¢ U 1 AA
. mumwmauaqwLtazm{l%ﬂsz‘[ﬂﬁumnmsnumumsguagﬂwnquﬂufama
aA L A v .
\HaBIng uazHiliana readmit
s c (~4 U o =
. ﬂsuﬂqam'ma&lysmuazmwmaﬂizmuﬂzymmaog«lﬂwsl%u%ﬂﬂmamiwmma
(LN 30% N8l 6 LA DW)
. L‘ﬁNﬂizaﬂ%ﬂ’lwiuﬂﬂiﬂizlﬁua’lﬂ’]il,llﬁEI%LLfIJa\‘l"}.IEl\‘JB;:ﬂ'JEI
U1 (W] 1 w U /=Y ) W] 1 = 7=\ "\
o Aihanatiiaalasunsdssdivuaziindneimslinadiefidsz@nsninuaz
ATALA]N
U1 A6 v .
°* am ADR 1ugﬂaﬂﬂ1%ﬂﬂ high alert drug
*  WNUTEANDNIN BN BINUNIIAALT D UNANIONA
* adszansanlunisaunn AE laaly trigger tool iiNanunawInsziiawlunn PCT
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3. Driver Diagram

Q/

. . a o LY o ¢€ H
WHAT: Driver diagram Aauunaaiuanianasaunwsastavei
1 o ® o [~ o o <&
iuanaaNaTaa N i lagdunndunarauswain
tavpauadanllguniaamsdsuaan

AIM PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS

Secondary driver

AT Secondary driver

Q: vheralslnsesusiu asudhu
Q: vihethalslmseumauusasiuddey | [AImI— g
Q: vhuwuatlslieiaiau uasssaaasiu | &8 | o @ O

Secondary driver Chengeidea

Secondary driver

|

Primary driver Secondary driver
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3. Driver Diagram

WHY: Driver diagram i1l

1 U

(~1 v a
*  LRBAINIINYDILWINIINITNRIBINDZLNAY
1 4 A. 1 o
. m21mmaafumwauysmwaam‘ﬁazm
*  FIAMNUBALLIHHIYUAZAIIAAIINNIIAI LHNITNEN T LA RS
e
adailsznay
HOW:
U Q/ .
o % template Twanwmz9 tree diagram
1 @ . ~ 0o Y o
* SeaNaNasNlwazlailn driver iINDAMINAINSIMINLINHRNIY LAIDA
1 o @ . . [~ > o
naa/Auwn il primary & secondary driver (tiwszaunannis
1 1 . = a o A A . U
*  JTANANDIINLIBUGAAE driver HunrAan15USULU RIS action 82151119
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TCPi Change Package

Appropriateness
Effectiveness
Efficiency, Saving
Safety

TCPI AlMs/Goals

(1) Support more than 140,000
clinicians in their practice
transformation work.

(2) Build the evidence based on
practice transformation so that
effective solutions can be scaled.

(3) Improve health outcomes for
millions of Medicare, Medicaid and
CHIP beneficiaries and other
patients.

(4) Reduce unnecessary
hospitalizations for 5 million
patients.

(5) Sustain efficient care delivery by
reducing unnecessary testing and
procedures.

(6) Generate 51 to $4 billion in
savings to the federal government
and commercial payers.

(7) Transition 75% of practices
completing the program to
participate in Alternative Payment
Models

Primary Drivers

Patient and
Family-Centered
Care Design

Continuous,
Data-Driven
Quality
Improvement

Sustainable
Business
Operations

Secondary Drivers

1.1 Patient & family engagement <:
1.2 Team-based relationships

1.3 Population management

1.4 Practice as a community partner
1.5 Coordinated care delivery <j

1.6 Organized, evidence based care

1.7 Enhanced Access

2.1 Engaged and committed leadership

2.2 Quality improvement strategy supporting a
culture of quality and safety

2.3 Transparent measurement and monitoring
2.4 Optimal use of HIT

3.1 Strategic use of practice revenue
3.2 Staff vitality and joy in work
3.3 Capability to analyze and document value

3.4 Efficiency of operation

Transforming Clinical Practice Initiative, CMS (Centers for Medicare and Medicaid Services) Innovation Center
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Long-term outcome
sruuRAsMNaTUALWIFDVidD9 SI.

Precondition 1 Precondition 2 Precondition 3
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Precondition 2.1 Precondition 2.2

Precondition 2.2.1

Precondition 2.2.1

Precondition 4
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ANHNAFIUYDILLEY

a\ . . . 1 a\ o @ 6
J @a25W215041 Result Chain, Assumption, Risk izﬁaﬁdﬂ%ﬂiiuﬂuamqﬂizmﬂ
Result Chain

Final Outcomes

(Impact)
T‘ ___________________________ Assumption: ......
RisK: weveeeeeiinnnnn,
Intermediate sUaTﬁMUM'Ju'j']
Outcomes ; 1) Result chain wosusiarinaUszass
Assumption: ...... . v, \
T‘ --------------------------- Risk: Solaunsoly
Immediate 2)  HAASTNNFTEUNANNAGIULATAINN LA L
Outcomes Tu result chain wianiuwsaly wa
T‘ ___________________________ Assumption: ...... Fluoedls
RisK: weveeeeaennnn.n,
Outputs
T‘ ___________________________ Assumption: ......
RisK: wevueeeeiennnen,
Activities
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4. Process Design

WHAT: n133syduwaanzasmsdjitunsanwie lzdassuazfinaa
o = | a e 1 2 P= | (- s’ai (- [
WHY: yilsdn1sdfiinasg19astdnainn uazinaansnaianisla
HOW:
¢ ﬁ’]ﬁ%ﬂﬂ‘szuauﬂﬁﬁ’]ﬁmu (key process)
a\ P="] o %7 ng c; U a wA t:l'
*  AntvaruIwnannaasUpinivaustaitivang

7= U w

* aadawnaulufsnisiadaanistaya wasn1stasaNEAL
°*  @AmAnIN154 feedback loop Lﬁ'aazﬁ’auﬁ’agaﬂé’u
* @312 NEWS 209uAaznIcuInng
*  ANABINIIVDIHIUNAIIN qﬂ%ymmaaé’%’uwam%uazmaaﬂ%ﬁ'\m%
*  YBYANWITINIG
* anaglan
. mwLﬁlﬂalfamaﬁa:ﬂsmuﬂtym
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4. Process Design

HOW (cont.):
* 32y process requirement (§911A1A% 3919z lATUN
NITUINNIINRI)
® Process design
*  szyauaawn1sl)ua: las vinazls adls
*  szydenlmsdjua MNondinadanlvnnsd)ia azly
6 v A
inawriazlslunsansnla
) g 0 Q vAa 1 > 1
*  mAanuFIEIAn NI Nesilasnwasnsls
1 ¢ A 1 a A a 1
* szunlwaawnisatnuanaisldandnnsanamala
a1adn azdunanilgnasinaadels
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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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The Healthcare Accreditation Institute (Public Organization)

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
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Force Field Analysis
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Restraining Forces
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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.




5. Learning & Feedback Loop

WHAT: N33 &9azNandINNIsN191winai1al3uils9 input & process
WHY: fIANNISNRIRI281960813ha 3 mauauaomw&'mmsmaaQ’%’uwaa'm
HOW:
[V dﬂ o Y 7= dl
* NNTAINIDYLASNITAILNG Lwasugmsﬂgu Nauazlan1aneIng
Yo o W A& 'y
. ‘l%mmlwaa&amnmamwiq
*  AAMNAILANITENINNITUYUGAI (in-process measures)

° mmmamaawammﬂ'mmﬂ (outcome measures) / mammwmmwma ‘)
* AW (L‘INE’JGl‘ViL‘Vi%ﬂ')']&dﬁ&dﬂ%ﬁ?la\‘lﬂ%ﬁ)ﬂﬁl']ﬂ ‘) 1mﬂﬂ13ﬂ%LﬂﬂﬂNﬂ1’lNﬁuﬂﬂ)

o wWSsuiay (nuthuwany nurageIwngln NUasAnINIAKan)
%] = | v
* suWvLEagEZN®
U [ VX% U 1 U
*  nAThg/ASUNaL gldmlagIwiEe
*  AIINANNIK
* ANTNUNIW
o . 1 o 1 ¥ A Y ) Y vy A o Y Y
* ¥ rapid assessment §NaUNNAIDENHINLIVBITIWIBWOLANE M aTayanwa Bl slanitle
* TasasrunsWRImINIaawnUNine I (self transformation) a3V (new intervention built into the

system)
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Before and After Action Review

Before Action Review After Action Review

NasWsSTmawiefooz ls nagnsTimauiilidoasls

¥ g

417 OL S3A

audBadntenag9 15 NASNETILIARS Ao 1S

oANUANNTIVNEozlS oz l9fumnal lenadnsaenau

57 lshiBuugarlsann IS1azssnsoUsulTerls

PRIV OIS “bookends” TonafiasneaouAaiisousTumss
ot lsfiasvih T¥isdnisa to a piece of action  gglyja0ess )
157132117 AAR Lilels 151239 BAR asasioluiiiols
Before Action Review After Action Review
o vhlvmneudmnuthlanseduin « 2hulifiuvadovuazUsuusamNAnuazS
¢« FasnsussamnNdiBaorls NFViNUIRUKUY real-time waz consciously
o asufanudSalsosndls Toslgadwsass Wu guide
¢« yneAuAfidusiomnudEa ufinogtsudedui .« galifiuasiousinsadilasonadnsiiAndu
o wvhTwd5alsorals wWasuitsuRuiisadaly wasurunelsAsliiAes
°  AAAFTANNIYNY NAJWSFINATT (ﬁqscmﬁl,l,amm%’m) oAz b6t
o (FUszlomiannunissulaziundagy Tuasie vih Twddulusousioly
o nHoufNINAMZNAIAUADUAILD

v

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



Actual-ldeal Comparison AAAINAIMNNIIRRIVDILHY

Ideals

Mission/vision/Goals
\

Actual
Baseline

wvnavasashin 5 drniaaazls
anisidasnuiasazlsnazaanialwisdsu vision & ideals
mnqﬂl,'%adé'fuu,amqﬂﬁLsﬁé’aamﬂﬂﬁa qﬂﬁﬂa%%LLazﬁm%mqmtﬁaﬁmsmﬁﬂ
o Y 1 =
I laaua lwhaazls
'V [V o Aa <& ~ VP~ 'V ) [~
inaasmItayaszlsassgaananlenwialiiinisdsulassnsamuenasndn

tegiimasuulaslyadiels angnniensalal anlalnawalvu
YV U 1 (% =%
i la3aniaslsluszninadunmoian
= | (-] q' 1 qv 1 qﬂﬂl U =] [} U
finanguwazlsiusdnnszuwmsilananselailana
a\‘i@i(ﬂ‘sﬁ real-time feedback mechanisms a$1$ﬁ1ﬁ§uaﬂmﬂu
=Y = v Y v 1
annaanadanatnazlslaiing isezslasdiels
[~ H 1
anduldarafisaasnis iezilasdisls
) P= ) [~ = 7] ) [~ [V} 1
lansdedszauanudnia isezsauiananaduSveaslaadiels
] ] ] V) p.; ] . . [~ 1
zqasajiiunmwiasazlsaaly timeline luadiels

. ] U ¢ '
*  2aya baseline 2a9tIIndnogels

a‘ ] Q a‘ Q/ vV A 1:3’ =}
msuldsunlasdrranaianisvinaliniasyls

aauladann Michael Quinn Patton. Developmental Evaluation: Applying Complexity Concepts to Enhance Innovation and Use




Leadership Support
for Quality Improvement



4 Prong Strategies

Grassroot dialogue
¢« anesgumaufl | Aumsustuns e lusssiuniisau
¢« amsgUmUf Il fiu 2P-experience
Standard driven
* Process tracing
* Process monitoring -> report to CEO
« Portfolio->SAR
Leadership driven
* Process monitor
* Meso-system driven
« Lead Team: strategy, information, workforce, integration
Learning platform
« Unit huddle/KM
* Hospital KM
* Interhospital KM
* Internal survey
« Rapid assessment
« R2R

17 wawnan 2567 wangns HA702: Team Preparation for A-HA




Process Owner & Process Monitor

1. Name the Process l

2. Ildentify 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




UnNuUuINVad Process Owner

process owner 4unuin:

1. v iulainfinnsesnuuunszuiumsiionavauasanusosn1svesgnsi Aanis
wazidulsddndosu

ANPRURABIINYDINTTUIUANS (ﬁw‘fﬁmwaﬁws"ua”s‘hiﬁ[uﬂsvmums)
feenUszdnswavosniaetiiunig (performance effectiveness)
IovihuamumnenasifsndeaioativauuliiinUstadnsnanoenszuiums
RN sEnausTimaNzax

UsuiuuazUsuUanssuiunisetsasinane iwsafloasianuuuiliui kifnse
IeisuiBeaziouidaay

.@.U“.-b.wl\)

process owner fvtinfisialufishe
1. suRewouso all of the cross-functional area involved
2. g unalunsysusensiasuslasnsuiunisvsadiadiAsidos

Kay Kendall @ BaldrigeCoach




a q 1 Q 6
NIAAAINNLIYLENY (VOLIA Wa.FUAYaL 2 B.)

Basic question
1.1 dhios

i Tioarhgdade

1.2 msmAugua

mgaTse lomiideu
2.1 msaminagns
2.2 mshnagnsugaa

3.1 missuslagnen
TMaUAuagAAT

3.2 MEaeATedRTuSkaE AT

dsAumIniooigna

4.1 miFiananTEEiunIg
AT IATIET MU uAslSuLss
4.2 MSIRNTTANTARMA
MTIAMTAUNTNETR NG

= v e o
5.1 AmMwWuIRRDATAND WY

5.2 MTATHATIHEANG

6.1 AsaRAs oanuuy Usudss
HARARET ATTRAT

6.2 UsAnSuAnaInTUgIanT

Areato address
PP
usfia Tduimd wazen o
asdoms
AssasiunanTa a1

sfAuRkAIRNS

legal & ethical behabior
Arsadads loanilidian
ASEIUASIAINALNS

aCE T PR Ty B gV Y
dmsufua

MTUFI AU IRT
msFulagnen

AT WRNANATUAARD HERAEWT
derAumsniooigndl

ArTefuaTalaalasaa T
HAYi

AFIANANTITANATT

AT IATIET MU uAESULS
FoyaunATAwma
ATINFTII04ANT
msaTawinnTs
FaRTINANITARALSRTIAAY

UTTEAAMITI

ATUTE AR TUUTIRTIH A
JRIusTIHOANT
TIRATuRRIMIHANS

-

Ufuian
AITaDAWLY

AFIRMSuARlTUUTInTU BT
dgzAnSanuanlsAnsua

ATAIRMTIASDTNL UMM
BCM

ASTLIUNS J Site Visitlssue

AFdsiiadRRTHTe MYV
sAorsuasATATIHEAN
ATElRAT A A A ouflarud S
msrAuges Usifiunsin wasunT org
performance

ArFdaAsy legal & ethical behavior
asanss luailidian

AFIeAaENS

ARCE T i T PRI BTk e b )
AgAduAUUNTNENS

AR BASUR AUseEUU SRS
msFuiagne

ATIURARNARARD N BT
ARCH Rt FREH T

msaaEdudTaumsniuognd

PR L LR p e T Y

AITIANARITAMATT

AN BAT IRV IARA M TEUAS
ATIRnTTATTARMALA: cybersecurity
ATIANTTATINGUIDIRRT
TATIaTRnTI

AT R AT AuAURAINSE
ATIRTUULUM T UIRTITURAAT
AFAT USRS OWAD T

HB.NBURNIURTITNUIT process monitor
5’m1ﬁ?mmadazhaaai'\madanmﬁau

* Ha., IDIAWNIN, process monitor, 384

A A Y
ND.NLNYIVDY
“ 1
Usziannyaas: AMNNIIRIT UHT NI
Qs v A d' (] =
auum&ulmmau‘lawmaams (ABAL 15 N
(% 6
lAawas 8 . sUAKas 2 1)

ATl wsARSUUTIAY
ANTAT R T RIS TTHE

L]
MFIRMISHAMTUS R °

o - m
AT AR £1URY

ANFONBUURN ABA AT

AFIamMSwaslsulsing
AFIRMTAMNL Usedn
UfuAnT

AFARMTIAS T DU
s WiAsamnwea

Husmslilfiumnudhsyves HA indeainethils
Q: 38malvmnauduiedeulusnu timeline

arnssfuliiAnMsUURimuuauUfusinnsves
vseNanTotnals

ATIRNTTATIN DA U T
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