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Success Healthcare Organization

Ever-improving

High .
Learning

Performance Organization ) Other

. . Cfamily sectors:
Organization Health Service P WO education,
sector: delivery: - / sanitation,
governance, networks, | social assistance,
financing & facilities & !

a i labour, housing,
ae resources practitioners /N environment
Living

e & others
Organization

Lower Cost

Ideal Healthcare System
Integrated, people-center care

Ideal Outcome
Value-based Healthcare
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Aims of Healthcare: Triple-> Quadruple -> Quintuple

Improving care
for individuals

Enhancing the health Reducing
of populations overall costs
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Advancing
(120 %} Health Equity
u Working towards the state in

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

Enhancing Patient

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

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

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

prevalent, costly, and chronic
diseases™*
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ADLNTIN (Quality)
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Product, Service, Process,
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System, Activity, Action,

Source: ISO 9000

Decision, Project,

(stated or implied need)

Thought, Concept, Idea
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Fitness for use (LANIZWANTTLTIH)
Fitness for purpose (LAaNzaNNULLNANL)
Freedom from defects (1ajﬁﬂtywl)
Delighting customer (aﬂﬁﬂwaia)
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Conformance to requirements (vlmd'mig'm)
Base on moral & ethics (HETWAILAMTITN)
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A degree of excellence (W1dANLLWLAE)

% [4 a 6 a [ [ a [ a
E]‘an ‘Li ﬁ‘l 8 (29 IR 2562) “ﬁ'mmu,azﬁaﬂ‘lumsnsmsqmmw” @ ﬂ’]iﬁ&l&l%’“lLL%’J‘Y]’“I\‘IT]’]SW@NW’I‘JZUUQﬂkﬂ’]W&lW’l’J‘ﬂEJ’]ENEI%J‘VW]EN (MUQD)




a&lmsqmdﬂ nu ﬁznm;mmw

Ungmnudulds
(a degree of excellence)

A
A ¥
APEN i, al2 Aan
HANIIINENIN U u
Isnmsgu manzuAnslsnu anfhwala
(conformance to requirements) (fitness for use) (delight customer)
NASNSFUAARA + WadwSThunsvinuid + Uszaunsal/mssud + anaufusssy

Clinical Outcome + Functional Outcome + Experience/Perception + Equity
diue =

Harm + Unethical Issues + Waste + Resources Use
SUATIY + YIRRBUSTTH + ANNGaWa + AslTnsnenns

Tl dgm WANUSHEASH5TIN AR
(freedom from defects) (base on moral & Ethics) a a

uw.ai i gngana “9AAIWIATTULLINIEIMNING” @ n313:70 HA Regional Forum Chiangmai 2025 (19 §311aa 2568)



Total Quality Management (TQM)

Total Quality Management (TQM)
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® Local rationality
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12f Results 2lutaaau Culture

positive RESULTS
create new EXPERIENCES

cnange seLiers > Beliefs

8 T siie AEE5% > Reslts
CULTURE PROCESSES
(People Power) (Process Power)

SUSTAINABLE CHANGE >

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




Nudge Theory (Meaznanginss)

lagaaznia (nudge) Nidg Aega NHAABNANAK NIHLIAN
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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 <;L§Le.m.o.msu.d.e.usm.thﬂumng.a.n.sw.g
ﬂ\ludges (sz0m)
make our automatic system choose differently
without us even knowing about it

« activate our reflective system at the right time,
9 making sure that it creates a better response y

+

-

.

A fly image at the bottom of a urinal =

has been proven to improve men's
aim, leading to lowered cleaning
costs.[16]

Easy
Attracti
Social
Timely

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/
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1o’ Culture Hacking @11 HA Core Values NIHT1IIUTTIHAUATN

Visionary Leadership
Systems Perspective

Agility

NEANIIWN

Core Values & Concepts Value on Staff

Individual Commitment
Teamwork
Ethic & Professional Standard
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@aﬁvify & Innovation
Management by Fact
Cont. Process Improvement
Focus on Results
@dence-based Approach
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.| Patient / Customer Focus
Focus on Health

I

Community Responsibility
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Learning
Empowerment
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Visionary Leadership, Systems Perspective, Agility & Resilience



Visionary Leadership
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® Culture Hacking
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Systems Perspective
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Agility & Resilience
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Patient / Customer Focus, Focus on Health, Community Responsibility



Patient / Customer Focus
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Focus on Health
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https://www.youtube.com/watch?v=EYoOBD-2G8w

Community & Societal Responsibility

Q 1 tal 6 H Q

aINBHNANIZNUADFILIAR DN AIANITDLAINLAYILAZ SN WL DIN

Qs 6 W) 1 o? 1
AuINHNIN mnmazaﬂmwgzyLﬂmmuméfuma
aaudwadadtlanaiatnailynd
ﬂﬁ‘lﬁ’u'%ﬂﬁqmmwuﬁzgamu
U o a U (~4 U
ABKIAN ﬂmwslmgmmuauma\lmwmmmaslmgmm

Culture Hacking

® Green Day / Green Round

® Community Agent / Advocate

uw.am”wﬁ ﬁmﬂ;aqa “Building Quality and Safety Culture for the Future Sustainability” (N3nJ)1a4 2568)
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Value on Staff, Individual Commitment, Teamwork,

Ethics & Professional Standards



Value on Staff
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Culture Hacking
® Positive & constructive feedback
®* Ask “what matter to you?”

® Listening into Action (LiA)

uw.agﬁwﬁ qmﬁqa “Building Quality and Safety Culture for the Future Sustainability” (N3nJ)1a4 2568)




Individual Commitment

® Culture Hacking

* ivwdszanlng dazlsliqgans adununan

. ﬁﬂ%éoﬁgﬂﬁaaﬁ%u@iﬂ%mn (Do Right Thing Right at the First Time) N131N1 double
check LHniNgIAIZ8

® Mindfulness in daily operation (ﬂ’]ﬂﬂ’ﬁﬂi LAITUNNTON A0 ﬁﬁd)

®* Positive & constructive feedback

¢ Joy in Work: ask “what matter to you?”

® Listening into Action (LiA)
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Teamwork
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Culture Hacking
® Daily huddle
® Internal customer day
®* Non-technical skill
® Camaraderie (Liﬂﬁﬁ%LLazﬁ%)

= | 1 ¥ ~ =
® LHUIAIVDUDYLASLAYIN
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Ethics & Professional Standards

* NIAAAKIIURNUFIUVDIVIUSITNUAZNIATZIUIBITN
¢ MIMNUAKATILSITNUAZNIAIPINIT BN IzNaUITIBNAIBNY

® Culture Hacking

* Mom Test: tne{tlussfhiduutvaan
® Awareness of cognitive bias

® Feedback from other professions
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Creativity & Innovation, Management by Fact, Continuous Process

Improvement, Focus on Results, Evidence-based Approach



Creativity & Innovation
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@J%’lﬁ%ﬂﬁ%%i% challenge the status quo & take intelligent risk

Culture Hacking
® Challenge the status quo

* Seek opportunities: ANVHELTI ANVFNLAR? m@;mifﬁﬁvl,ajm@ﬁu @@éauiuﬂizuauﬂ13 2ap)
WRsBLUad lwRIa8aN Aan1Ininistdulaatiesias,

< e A A A . A v
® Free association ’@i@ﬂizﬂ’]Elﬂ'l’]llﬂ@ﬁ]’]ﬂﬂﬁﬂvl,wmﬂﬁm@d

® Penguin award

uw.am”wﬁ ﬁmﬂﬁqa “Building Quality and Safety Culture for the Future Sustainability” (N3nJ)1a4 2568)




Management by Fact
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® Culture Hacking
® White Hat Practice
®* Ask WHAT, SO WHAT, NOW WHAT
® Control Chart for all indicators

¢ Sampling & rapid assessment
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Continuous Process Improvement
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Culture Hacking

® Daily huddle

® Agile & Scrum

® Listening into Action

® Stretch the goals

® Benchmarking
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Focus on Result

o Q 6 A Q . J
° m%%mmqﬂszaammna Egﬂﬁ&lﬁﬁﬂﬂiﬂ'mz result-/outcome oriented 31NN

activity-oriented
¢ m%%mﬂmmmaam%nNaawmmwﬂmmﬂNadmuvlmaﬂm AU
* AN%WA milestone 38:1&’3’101(]’101{]L%BNT&IGﬂULﬂ’MN’]Hi{{ﬂVHB
* JANANIIAN Lﬁ%ﬂ’ﬁ@l’l&ltﬂ’]‘lﬁ&’lﬁl (->aa¢qaszmw outcome & process indicator)

o aﬂm&lwamsmiail,ﬂmmmasi'maai'n,aua

Overall Objectives

o - G |
Culture Hacking .
° o (~4 U 1(,‘:!'] | VL Assumption...,
As k - ﬂ ’)f] a‘l a’] "i% (w %’] (ﬂf] I’ %a E"f]\j i Objectlve/0utcome 1 Objective/Outcome 2
Indicator... Indicator....
= Assumption...
® Outcome Framework / Chain of Outcome
Deliverables Dellverables Deliverables
/Output 1.1 /Output 1.2 /Output 2.1
* Indicator.... T Indicator.... iFdicster
‘ Assumption....
Activities 1.2.1 Activities 1.2.1 Activities 1.2.2 Activities 1.2.1
Indicator.... Indicator.... Indicator.... Indicator....
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Learning, Empowerment
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LIEWIANTIINIITIW (Emergent Learning)
U u

1% Double & Triple Loop Learning

Culture Hacking

. o A v @ Y
®* Wisdom of the day: ’3%%1{13\1"1160L‘S’]lﬂﬁ%"mﬂ?’laﬁaugaﬂ‘s
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Culture Hacking
* After Action Report: LnTiwINank 3INNaNWNDH ADLIILITHINAY

® Listening into Action (LiA)
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Integrating Science and Art

The Essentials of Quality Improvement:

Integrating Science and
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Breaking Down Barriers
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Institute for
Patient Safety & Quality

Relocant Questiors  Type of Choice Area of Focus

A

“The source of energy at
work is not in control, it
is in connection to
purpose
Don Berwick

Hierarchy of value

g — —
Acaderic Medicine | improving patients’ bves
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QUALITY& A A =

SAFETY in o 4 o _ a
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Breaking Down Barriers
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QUALITY&
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chat_messages

60....txt

=

chat_messages_160...,

vt

. Compliance - people appear to agree with others by
actually keep their dissenting opinions private

. Identification — when people are influenced by
someone who is liked and respected ( influencers,
opinion leaders)

. Internalisation : when people accept a belief or
behavior and agree both publically and privately

Herbert Kelman; Social Influence Theory (1958)

‘.ll‘:]’ walth Dulke

Aal ci LY o o w
ﬁﬁ‘ﬂl’glj T1AIN -

Invest in One-to-One Meetings

- Check in with team members on what matters
to them

Prepare for “What Matters?”
conversations
—  What if they ask for things | can’t do?

-~ How am | going to fix all of the things they
identify?

Prepare leader capacity
—  Practice Appreciative Inquiry
-~ Ask Open and Honest Questions
— Listen Deeply
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Singheaith Dulke

Ownership

Institute for
Patient Safety & Quality

o
Staff in organisations implement change creatively and "\'l“-“f'\" 'l\"'l""“ 'l i
adaptively rather than mechanically. They experiment - e
with innovations, develop feelings (positive or negative)
about them, worry about them, adapt them to
particular tasks, “work around” them, and try to
redesign them. Efforts to standardise the replication of
an intervention across multiple settings therefore rarely

“Things designed by people
go to plan.

without skin in the game tend to

row in complication (before their
Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. & P (

Diffusion of innovations in service organizations: systematic review final collapse)
and recommendations. Milbank Q 2004;82:581-629.

“Non skin-in-the-game people
don’t get simplicity”

-
wgHeath Dules

Medicine | Improving patients’ bves

1317893 sense of ownership &13130 express A3 1INV DILIN
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SAFETYin NINNINNITNILNLILNIIZLI L1 next step in the process
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Breaking Down Barriers
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J Other ward staff The ward agreed dea Owner to
to vote and ) Implement th update I0ea
feedback on the at ca status to "Doing™
idea (within 7 oV to once pilot started
days of posting g

LORR A0 ts

Kaizen Spread by Monthly Laadership
NM/NCs Walkabout

(Identty projects for ah Dubke
spread

Academic Medicne | lmproving pattents’ hves
Internationd Forumon
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Empower
. Institute for
Patient Safety & Quality

AG E N CY Move authority downward so local

The ability of an individual or group to choose to act with purpose decision-makers can adapt to their

environments to prevent poor

Power Courage choices at the local level

The emotional resources

The ability to act with
to choose to act

purpose

It makes it's worth it!
sense to me

Comprehensible, Manageable and Meaningful
Aol Mesine | imperarg paresey v

%JF%LT'U{?‘ Agency AaaMNFEINITALAZAMNAA WA Lvn1TasN T E 1 T rane

HEALTHCARE INIIEEINTINHBAAMURAIUALATHAN ﬂ%ﬁwﬁmgﬁﬁl%ﬁa
U o v ) v A c; U .
Ar9zaaInIzaIadiwIan1sananlaaslinniknenw Agency comes with trust
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UNDESIRED
OUTCOMES s Safe Reliable

Choices Systems Outcomes

Promote & SAFE CH°|CES
Design to Respornsitie behoviour thal minimises
Focilitate possibility of ham [physical, emotional,

repulational, financial, eic.)

Design to
munimise
or
miligoie

SLIPS, LAPSES
& MISTAKES

Cooch Bock to Safr'r\\\ AT-RISK CHO'CES

Choices & Design ) Unsafe choices mistaken 10 be

to Disincentivise p .
sofe or jusifiable

RECKLESS CHOICES Shared accountable for quality of
Knows the choice & unsate ond choices regardiess of the outcome

siifiabie, but coes it anyway

Deter & Do
Not Tolerate
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Courageous Learning oo

Patient Safety & Quality

Define Assumptions

Examine Assumptions
. Single-Loop Learning
Challenge Assumptions

Assumptions , Strategies and Results
WhyWe DoWhat | Techniques What via Bat
We Do What We Do

Double-Loop Learning

A ademe Medive | ipwovvg poteeer Ivey

S g ) T, . I ® o ¢ a o g
QUALITY& 1318 1Bua single loop learning Aatlailanannauldunnagnsuiamaia 131aa3navligi
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Psychological Safety

What Google Learned From Its Quest
to Build the Perfect Team

New research reveals surprising truths about why some
work groups thrive and others falter.

Charles Duhigg

New York Times Feb 25, 2016

Project Aristotle : Study of 180 low and high performing teams

on how team composition and team dynamics affected team
effectiveness

We learned that there are five key dynamics
that set successful teams apart from other
teams at Google ...... Psychological safety was
far and away the most important

agreath Dubke

Institute for
Patient Safety & Qualnty

What Project Aristotle has taught people within
Google is that no one wants to put on a “work face”
when they get to the office. No one wants to leave
part of their personality and inner life at home. But
to be fully present at work, to feel
safe,” we must know that we can be free enough,
sometimes, to share the things that scare us without
fear of recriminations. We must be able to talk about
what is messy or sad, to have hard conversations
with colleagues who are driving us crazy. We can’t
be focused just on efficiency. Rather, when we start
the moming by collaborating with a team of
engineers and then send emails to our marketing
colleagues and then jump on a conference call, we
want to know that those people really hear us. We
want to know that work is more than just labor

DSyYCchologica Iy

Julia Rozovsky, people analytics manager at Google

Q/

Psychological safety Wwiladpdrananlunisass perfect team

v q

QUALITY&:
SAFETYin
HEALTHCARE

v U
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Copenhagen 2020




Growing by Learning How to Learn Together zues:

Institute for
Patient Safety & Quality

Creating space where people are able to relax,
work hard, have fun and creatively produce

* Frame work as learning problem not an
execution problem
eyl Acknowledge own fallibility
— Model curiosity
Learn to ask question that help learning, not
to make expert points
Learn how to advocate clearly with balance
and data
Learn to give, accept and value feedback

Core Theory of Success

Acknow'edge, affirm & support

Quality of Conversations
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Visionary Leadership ]

Sustainable Healthcare Organization
Quality/Safety, Efficiency, Morale

Value on Staff ]

Spirituality <——> System <———> Science/Knowledge

Lean-R2R
3C - PDSA Evidence-based Practice
Focus on Health ]Health Promotion KM (Knowledge Management)
Humanized HC A Data analysis
Living Organization | Agility | Review R2R (Routine to Research)
N ti Medici Monitoring Y -
arrative lvledicine Scoring T G by Fact ’lezjﬂqqugggagﬂqjlmu']
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P Assessment el
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NHS Listening into Action (LiA)

Base on a powerful 12-month journey, this is a way to systematically
empower your staff to take action where it matters.

1 Creating a Movement
Set-up and Launch
Baseline Measures

High Profile
Communication Campaign

2 Engaging Our People
LiA Pulse Check (15q 2m)
1000s of Ideas for Action
CEO-Led LiA Conversation
with Staff

4 Proving the Impact
Measurable Results

Pass It On Event

1000s of Powerful Stories
of Staff-Led Change

3 Focusing on Action
100s of Quick Wins

Bureaucracy Busters (19agi/aiin)

LiA Pioneer Teams on High
Impact Actions

EEEEEEEESE
EEeEER




Listening into Action (LiA) @99 NHS IHI: "What Matters to You?" (wsuumanns)
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Mark Jaben on the science behind resistance to change

Overcome Resistance to Change: Change Platform

What NOT to do

(but what we usually do)
Issue

L J

outcome

 J

opti

3

Engage
people here

What TO do

|ssue
| Engage
people here l

desired outcome —> Shared outcome

|

options

|

choice

We don’t need buyers (who “buy-in” to change)
We need investors

Change Programmes

e Systematic ‘change
management’

 Too often leaders
prescribe outcome and
method of change in a
top down way

e Change is experienced
by people at the
front line as ‘have to’
(imposed) rather than
‘want to” (embraced)

Change Platforms

e Everyone (induding
service users and
families) can help tackle
the most challenging
issues

e Value diversity of
thought

» Connect people, ideas
and learning

* Role of formal leaders is
to create the conditions
and get out of the way




PR U

Unlock with Energy for Change

®. NAIIAAIBN

. - / N 9. NRIDUAWINIS
G¢. NAIAND

<. NAIER e wasgwn3uviend

. NAILNAAN

& NAIFINL
\/

. NAIAINSN

N.Us5z1ad 22|/ JuaN 2560 HA National Forum “Inner Power, Together We Can”

NHS|

. Improving Quality
Energy for change is:

the capacity and
drive of a team,
organisation or
system to act '
and make the | Social  Intellectual
difference L .
necessary to
achieve its goals

Physical

BEDE

Social energy: WavaYANNKANY ANUFNAUS uaznIsAaliansening
pau. tluenifauiannugda “wiamduwias” unnail “waasduwiain”

Spiritual energy: wlvnasnsvinmaiaausaidaidisud nsuamnaa
Futplausiaaidaunuuaztinnunangasy.

Psychological energy: ilundvuasanunainig nsiusiaingfuazAug
ga e (resilience) s8ndaaasunazrvinluienuansivaanlyl.

Physical energy: \flundvaasnisasiianszvin vinlvivudiga vinlu
A, tlunstiuialauiifiantuuaziufinrauiNarinlvidesneg tiadu.

Intellectual energy: (Hundvuasnsitassy N13Aa LAYNITIIUKY.
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High and low ends of each energy domain

% HIGH
g‘m

Social isolated solidarity
Spiritual uncommitted higher purpose
Psychological risky safe
Physical fatigue vitality

Intellectual lllogical reason
W¥ @helenbevan




@22819n17 1Y Social Energy

Helen Bevan
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More FOCUS on &) Direclions in Making 'A,

‘°§°2"‘*W°'.k.ss LARGE SCALE CHANGE
¥/, HAPPEN o

~

More |dentifying and
gggrr'vglgl VIRTURAL WOrK.‘r{g fmo.,gﬁ : MOfE
Management L NN ECTION : : RS |
: .£ | Q 30' 60‘
a ” “Z:" & B — ; DAY CHANGE
More Choreog;aph_9 = @@CVC&ES@Q

CHANGE| L!fiff;f @) ToP Do [L[2S5S5

= YOUNG =
LEADERS — /),'oqlalrlﬂ)(f() UP" () ONE == TWO

. aF the HEART
- °of CHANGE

& & @

7

7N
v N (,hungw

t CHANGE| t “INSIDE-OUT.

More Plu ” orms More MLLE-LED" PfO(;)j' arviyves

Helen Bevan



ABC, 30 — 60 — 90 Days - ldeas for Action

What could we
speed up / do
more of ?
(Accelerate)

What could we
stop doing ?

(Brake)

What could we

start doing?
(Create)

Adapted from www.idenk.com

The next month

The next 2 months

Longer Term Actions

-

h

e next quarter
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Source of graphic: James Fitton (1936)

Taking the

r change

Dr Helen Bevan, OBE

» Professor of Practice in Health and Care Improvement,
Warwick Business School, UK

» Strategic Advisor, NHS Horizons, UK

» Senior Fellow, Institute for Healthcare Improvement, USA

@HelenBevan #QF24

HOBC

HEALTH QUALITY BC




Four areas of action ¢o explore

1. Building the power (agency) for change
2. Superconnecting (tortoises and horses)
3. Shaping networks not opinions

4. Learning (mice and horses)

i wl¥ ) @HelenBevan #QF24




old power hew power

Current nszuaYaINAI

Currency

Held by a few Made by many
Pushed down Pulled in
Commanded Shared
Closed Open

Transaction Relationship

NINIIZONTI , , NILWIIZDYINNT
u Jeremy Heimens, Henry Timms New Power (2018)
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One of the things we know from the earliest studies of how
innovations spread is that change always comes from the
outside....

Change isn’t top-down, nor is it bottom up. It emanates from
the centre of networks. Ironically, the way you get to the

centre is by connecting out to small groups, loosely
connected and uniting them with a shared purpose.

nsuilaswuilashilals top-down 13i12 bottom-up

1 4 | 1 ® A A 1 (V)
LWIN’]‘O"Iﬂ(ﬂ%EIﬂa’N?JE’JGl,ﬂ‘ia?.l’lﬁll,aﬂ ‘) m\uﬂ'mmm'mnu

Greg Satell (2024) Change can come from anywhere




| The Network Secrets of Great €hange Agents

Julie Battilana &Tiziana Casciaro

1 P 1 ~ 1 & o @ 1 o 1 U a
ﬂ'l‘iagi%tﬂ‘iﬂ‘ﬂ'\ﬁlﬂl&llﬂ%ﬂ'\ﬁﬂ'\? ﬁ'lﬂfyﬂ'l'lﬁ'lllﬁ%ﬂslﬂtﬂ‘iﬂﬁi'lﬁﬂ'liflJTVi'li

As an influencer of change, my centrality in the informal
network is more important than my position in the
formal hierarchy

EA e T

Designed for Designed for

DIVISIONS CONNECTIONS
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O PMAKE A big debate in social science

A
P@S nTnVE STRUCTURE AGENCY

(rules) (freedom)

O S

Change AGENCY definition: ‘,
The power, individually and collectively, to make 1‘
a positive difference. It is about pushing the P,
boundaries of what is possible, mobilising
: . Structure versus Agency
others and making change happen more quickly
Agency
Change AGENT definition: a ﬁi“‘i%ﬂ’ﬁﬁﬂa %Gl%
Someone who is actively developing the skills, “
confidence, power, relationships and courage to AIHIDNITATEN
make a positive difference

W @helenbevan
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The design dilemma at the heart of change

Restructuring Activation
Performance goals Ability to make choices
Compliance Capability
Regulation Structure Agency Leaders evgrywhfere
Competition Social action

Programme Solidarity
Management t Social movements

Incentive systems

We need both

[ LY { a ' Aa
Agency LHHNTAULAROHAILUKIAANIFIANING

The predominant approach in recent years has been STRUCTURE
but globally there is a big shift towards AGENCY

W @helenbevan
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Power is linked to AGENCY

* The capacity of individuals to make their own
choices and to take action in a given environment

* Words that are connected to agency:

* Action * Influence I CAN DO IT
* Activity * Power

W @helenbevan
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We need change agents to illuminate
the way!

We need more people willing to step outside of
expectations because our world is changing
exponentially, and if all we do is meet
expectations and the status quo - we will fall
behind as organisations, as teams, and as

societies. HAADUAWBDIAMNATARIIRALI NI INLLAN

David Bray I3INRINAILAD
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The SkI"S for 2030 Fluency of ideas: The

ability to come up with a

Judgment and decision c\DfAc. Number of ideas about a

. L topic (the number of ideas
I making: Considering the is important, not their

relative costs and benefits of quality, correctness, or
9 9 potential actions to choose creativity).
the most appropriate one.

Learning strategies:
Understanding the
implications of new

information for both current

given topic or situation, or _ [
to develop creative ways and future problem—solvmgA tive | Sy '
and decision—making. ctive learning: Learning

to SOl_VE a problem strategies—selecting and
2/ @ using training/instructional

OR‘G Nﬂlﬂr “J cHoosinG ? methods and procedures

Originality: The ability
to come up with unusual
or clever ideas about a

Q|J{.n appropriate for the situation
METHOD when learning or teaching
new things.

Nesta, Pearson and the Martin Oxford School: The future of skills: employment in 2030
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'V} V) VL [ [~ A A I‘ -V |VL U . fOI'
A2V ﬂg interdependent change agent diadliscuuNIBaNlgIn aglany tension & paradox %

The, CUANGE AN THEFUTURI

WHAT I KNOW: L} HOw I THINK:
{3} IMPROVEMENT METHODS ®), [ L in interdependent ways
285 see systems, patterns

ROJECT & PROGRAMME
e - ) :Am\esne NT i and comnections

Stages of vertical development for change agents

What | do:

Independent/achiever R w m ulhp.e P CTJP&HVQS
oo o Corieset (R INNOVATION & at the same +ime
| e e o DESIGN METHODS
— @ = I'mateam player independent way connections o
g §- . ;Z.'m lc:;hers : :;r:vseetl;-:iar:;e:a . ::::( for the long d e 'é ? N A ly.zch %&RleM . s h 0"1' 'terﬂl Md ‘0"9 +e"n
2 o = rely on."old power”! | = I'm guided by my = hold multiple ] OLV' u k‘
TR, e || oo | - realist YET unreasonably
:rt::tkh?dologies :)heTi;:lenig: I : :'ef‘:‘;g:‘sh;ar:::o‘: o m REM.['ONH P Bul LD'N Q .\ OP"' l m | Sf. C
and/or project = spark and initiate and cont'radictions >
management change * Lead transformation
m=) PROCESS FACIITATION SKILLS

Comfortable with tensions,
paradox and contradictions

% the best of people

Source: adapted from Center for Creative Leadership % COACH'N& SK"_LS
L1 PRESENTATION SKILLS

wW @helenbevan
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WHO will make the change happen?

List A List B
The Delivery Board The mavericks and rebels
The senior sponsors The deviants (positive). Who do
The Programme things differently and succeed
Management Office The nonconformists who see
The Delivery Board work things through glasses no one else
streams has

The Working Groups The hyper-connected who spread
The Birectors:of behaviours, role model at a scale,

participating organisations set mountains on fire and multiply
anything they get their hands on

The hyper-trusted. Multiple
reasons, doesn’t matter which

The Change Facilitators

Source: adapted by Helen Bevan

from Leandro Herrera nua wanean wINNIN
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WHO will make the change happen?

List A List B
The Delivery Board e mavericks and rebels
The programme spg¢ )sitive). Who do

jve and |
The Programmel=T=1s) )= who | d succeed

in formal

Source: adapted by Helen Bevan
from Leandro Herrera




Agency: The power and ability to make choices
and ac¢ on them

e Individual agency: People get more power and control
in their own lives

e Collective agency: People act together, united by a
common purpose, harnessing the power and
influence of the group and building mutual trust

A&l NITAA T LD DIWIINITNISH

¥ ) @HelenBevan #QF24




7550

The hierarchy of capabilities: the further up the pyramid people go, the
more we “humanise” our organisation and maximise the contribution
everyone can make

%

Qualities that

Daring. NAaILAL leaders cannot
More productivity B command:
Creativity people have
to “want to”
Initiative
Expefiee Qualities that
Y w leaders can
Diligence ANV UHANILLNE S expect and
command
Obedience

Source of model: Gary Hamel, Michele Zanini (2020)
Humanocracy: creating organisations as amazing as the people inside them




Six ways ¢to build agency

1. Cultivate authentic and sincere relationships

2. Start with a majority: find people who are as
enthusiastic as you are, willing to support your idea
and to strengthen it

3. Actively pursue diversity within your network -
seek connections outside your department, area of
expertise or background

4. Work with (don’t dis) the formal system CAPABLE
- disrupt through relationships PASSIVE

5. Create small changes (social proof)

. A|Way5 follow up mwmwauwuﬁnmvuuﬂLﬂumams
\iie disrupt STUUHIWANNTNN WSO

AGENTIC

EMPOWERED

DECLINING

e of graphic: Dick Close
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2. Superconnecting

= P ) @HelenBevan #QF24




P P

The difference? The level of social connections between those
leading local improvements

m
L I}

U
avvlaia'\minuf’ﬂmvlé’mﬂmmaa

o o - AT 1 e
A iaﬁ‘ni "
A: uOUtStand“\g , d Npaunn o S
SVStem . A d\stribUteh . L= B
. itha et ”
network Wi : es
high degree of m D: ugpecial measur
connectivity : Syste Two thirds of the
associated W ’ core networkis
high capacity to wls e e :':. P decentfa“sed and is
facilitate 1 1, 5 g o» chain-like
- . va L | ‘e
* (nowledse ‘ o |
exchang® Wi :1: . o], ,: J.  Lower connecttvml
learning W "\ , Y associated with
STmy A . %, low/moderate
‘.“ 4:" : dig &N W » £ ‘ capacity 10 facilitate
Yt ST TN T knowledge exchante

"‘n.} % v . and learning

N . -\ ! °o & 3
ANNAIATNVDI social connectivity ADAINALIIVDIDIANT

Source: Nicola Burgess, WBS
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What’s the evidence?

The failure of large scale
transformational change projects is | S
rarely due to the content or

structure of the plans that are put It’s much more about the role
2., Into action of informal networks in the

%%ﬁ %% organisations and systems

affected by change

To make transformational change
happen we need to connect networks
of people who ‘want’ to contribute

Source: David Dinwoodie (2015)

http://iedp.com/articles/vertical-leadership/?utm_source=Sign-Up.to&utm_medium=email&utm_campaign=13787-
257163-Campaign+-+01%2F09%2F2016
W @helenbevan




| Find the 3%

The “Superconnectors Just 3% of

peoplein a
typical
organisation
drive the
conversations
with 85% of
the other
people
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Do you remember that 3% of people in an
organisation influence 85% of other
people?

Most of them are NOT people on list A

Formal leaders typically make up 12% of an
organisation and drive conversations with
55% of other people

i

W @helenbevan

Source: Innovisor




% Why superconnectors?

A major cause of change failure is poor dialogue wuth the
informal organisation. :

o " © 2
> o o
b

The 3% informal influencers: - % e j. .
* 9 : d e %
* Have the relationships, networks and conteXt U el T
00 n ‘Q® dhao Y ® : o
* Make sense of things and reduce ambiguity for..,".: -':‘.. :"' i e
others L L

* Are trusted by peers more than formal leaders are.’crust'ed'f
« Are often unknown to formal leaders '

* Are typically not the people who start change but act as the
key accelerant for conversion to new ideas at scale

wP ) @HelenBevan #QF24




P

% How do you find your ‘‘superconnectors’”?

Ask other people!

Who do you [\
- gotofor
information
when you have
~ concerns at
. work?

~




/5 _

' What does this mean for me?

Be a
connector

* Build my own networks
and connections around
the change I'm
passionate about

* Be a role model of trust
and positive behaviour

* Always, always follow

up

Find my 3%

* Get their insights

* Engage them in change
* Stay connected for the
long haul

k=24 X @HelenBevan #QF24
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A Dutch proverb

.....and leaves on a horse

simonterry.com/2017/07/31/trust-is-precious/

= P ) @HelenBevan #QF24
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3. Shaping networks,
not opinions

e X @HelenBevan #QF24
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- When human beings are |
~ free to choose anything
they want, they typically

copy their neighbours.

Eric Hoffer

on the importance of peers and why we
place trust and confidence in them




" Greg Satell: ““Don’t try to shape

opinions, shape networks’’

* People don’t change their opinions as a result of
“effective communication”

* The best indicator of what people do and think is what
the people around them do and think

* Working to shape opinions is fruitless unless we are
able to shape the networks in which ideas, attitudes
and behaviours form g

Source: Greg Satell 11T @ V)

\
e WP )X @HelenBevan #QF24 o
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é" Creating the relational conditions for action

People with passion or People with the authority or
motivation to take action mandate to drive change
Voice of experience Voice of intent Voice of connection

People with lived experience
of the issue and its context

Our
ecosystem
for
change

People with can broker,
facilitate and/or coordinate

People who will be a user
of, or affected by, the
changes we make

People who can connect
diverse communities

Voice of capability

People with resources to
contribute
(money, people power)

Source: adapted

People with specialist from a model by
knowledge, skills and tools Bill Bannear




' Programme manager vs. convenor

PROGRAMME CONVENOR
_ MANAGER * Builds community
* Designs a programme

* Boosts commitment to a
collective goal

* Enables trusting relationships
* Seeks win/wins

plan

* Accountability within a
governance system

* Ensures that delivery

milestones are met * Makes sense of things for
¢ Communicates community members: the
why?

progress

* Deals with risk and
ensures that barriers
are overcome S

* Helps spread learning across
a whole system




P

4. Learning: mice not horses

= X @HelenBevan #QF24
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1 Be a “'rcjan m‘use” mﬁgna%’ﬂaﬁumtﬁa*ﬁau S
< 6 Y

w A

NWBNINYIENAAIN DI ﬂ"ﬁﬁﬂ‘l&l’lvﬁ/

Having many people across the system who have the
skills and agency to test out small, well focussed
changes to address complex problems (Trojan mice)

projects (Trojan horses).
nagaunsldnuudlacdn o Wwwiidywisudan

> (o 1
ununaziilulassnisanialuai

“Trojan mice... are small, well focused changes, which are
introduced on an ongoing basis in an inconspicuous way. They
are small enough to be understood and owned by all concerned
but their effects can be far-reaching. Collectively a few Trojan
mice will change more than one Trojan horse ever could.”
(Jarche, 2012).




sy
L B BN

Trojan mice fail often, fail early and learn greatly

-

o

. R

) &

Q

<

Ni

Y- )

O Experiment,
2 fail and
S learn here

Project timeline

o-

https://ssir.org/articles/entry/wheeling in the trojan mice#




Roles for leaders in building a learning culture
through Trojan mice B

1.  Role model a high tolerance for failure through practical
experiments (Amy Edmondson “intelligent failure”)

2. Demonstrate that experimentation and learning is a core part of
everyone’s role: “In healthcare everyone has two jobs: to do your
work and to improve it.” (Batalden and Davidoff);

3. Make sure that the work of Trojan mice teams is followed up
organisationally, so that the teams can see a people-centred
benefit to the work they are undertaking;

Manage the tension between experimentation and productivity.

The values of innovation (openness, diversity, experimentation, play) are
typically different to the values of productivity (exeellence, precision,
standardisation, delivery). Trojan mice need to be supported to exist in both
worlds simultaneously. (Taylor, 2017).
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" It's up to us?
Small actions ¢an spark big change

15% Solutions

* Any first step or solution
that you can do without
approval or resources 1T :
from others and that is Em LI
entirely within your
discretion/agency to act

 Something that you can
start right now if you
want to

wl X @HelenBevan #QF24



“It's up to us!

* |dentify your own 15%
solution: an action you
have the power/agency
to take

* Base it on something
that has inspired you at
the Quality Forum

* Talk to the people
around you about it

u X @HelenBevan #QF24

Small actions ¢an spark big change

_—
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14,000 contributions identified
10 barriers to change:

@ Confusing strategies @ Playing it safe

Over controlling @ Poor project
leadership management

One way @ Undervaluing staff
communication . 7/\(

Poor workforce Fl Inhl.butmg :
environmen

planning

) Stifling innovation @ Perverse incentives
N
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14,000 contributions identified
11 building blocks for change:

Inspiring & supportive @ A call to action
leadership

. . Fostering an open
@ Collaborative working @ sniltuie

Flexibility &
adaptability

‘J°) Smart use of resources @ Long term thinking

@ Autonomy & trust Q Thought diversity

Cha I Ie ngl ng the Source: Health Service Journal, Nursing Times, NHS Improving
status q uo Quality, “Change Challenge” March 2015

@ Nurturing our people
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Ideas for AT 1IN

Frame issues in ways that will engage and mobilise the
imagination, energy and will of a lot of different people

. Take steps to be social leaders, investing in digital skills and
social connections and leading through networks as well as
formal leadership systems

. Align structure and agency
Find your B-listers and give them important tasks

. Create spaces (“platforms”) for people to connect and take
action

. Adopt emergent approaches to planning and design, based
on monitoring progress, learning and adapting as you go

7. Bethe change
W @helenbevan
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ﬂtywnlaﬂizuuﬁuﬂﬂé'au (Fragmented Systems)

VIRAMUNTUTINEY NIHBUALBIAIINABINTOENTUBIATIY
viansiidausmvesian/daua lunisdnauladenmaieniivangay
nssaansilifszndr v dwgluinng suvisnisdsiedeya ildAnsesselunisgua

AUALALINYUNEIUNHIUVDIAMUABINT Tl TUBIATIN LagnoUALDIAIL
ABINITVINUA

ﬁmm%%’ammzﬁm';i'\a’lumi@u,a WU ANSHFIUNDNITINIRYE ASVIALA
ﬂszaunﬂsnﬁ\lﬁﬁ‘um@%ﬂu‘%n'ﬁ JAuduaulumuz NN lasy YO TUABUVBINTAUS
aAnauAMNENT0vaRUae lun1lUIANaLIAN13ANUARINITVRIAULDY

& d ay 1 I Y] aM 10 &
NﬁﬁWﬁﬂﬂQﬁSUU%\lﬁJﬂ by VLNﬁ"]ﬂJ']'ﬁﬂﬂ@ﬂﬂUﬂ”]'ﬁH@UIﬁﬂWEJ']U’]@‘V]VLNQ’]L'Uu

Goodwin M, Alonso A (2014) Understanding integrated care: the role of information and communication technology
@ in Muller S, Meyer |, Kubitschke L {Eds) Beyond Silos: The way and how of eCare, |Gl Global
A movement for change




Forms of Integration

Type of integration: 84ANS V1IN TRIUTIIN WAlulad

Level at which integration occurs: 41217 U58A1A FANA

Process of integration: 35n1159A5UUKALIANITNITAUS

Breadth of integration: UsgrnTvianun MIBUNNANVDIUTEYING

Degree or intensity of integration: 8193AULUNTUANN)

-nsUszanuegnaliilunianis (informal linkages)

-mﬁﬂﬁzmumuﬁﬁm'ﬁé’]’mzwmmﬁu (more managed care co-ordination)
¢ o

-N1SYITUINTVBINUNTRRIANTANTULUU (fully integrated)

§9AUABINTTVBEUIBTLTLAUTULTWINTUIINLS Bavanzaunazyilie ‘fully integrated’

aednAgnanlileiseinsineenns uaidudenindud interface seninegldusnisiuiiuglyusnis

v

Goodwin N. Understanding Integrated Care. International Journal of Integrated Care. 2016;16(4):6. DOI: http://doi.org/10.5334/ijic.2530



http://doi.org/10.5334/ijic.2530
http://doi.org/10.5334/ijic.2530
http://doi.org/10.5334/ijic.2530
http://doi.org/10.5334/ijic.2530

Forms of Integration
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Integrated Care : Intervention on All Levels
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Walentijn P et al (2015) Towards an international taxonomy of integrated primary care: a Delphi

@ A movement for change

consensus approach. BMC Fam Pract, 16(1):64-015-0278-x



The European Framework for Action on Integrated Health Services Delivery
(EFFA IHSD)

Align other health system functions

Put People First

POPULATIONS
AND INDIVIDUALS

Identifying needs
Tackling determinants
Empowering populations

Engaging patients

Adapt & evolve services

SERVICES DELIVERY
PROCESSES

Designing care
Organizing prowviders & settings
Managing services delivery

Improving performance

SYSTEM
ENABLERS

Fearranging accountability

e Aligning incentives
Prepanng a competent workforce

Promoting responsible use of medicines

Innovating health technologies

° Folling out e-health

=Y cHance MANAGEMENT (E))

Strategizing with
people at the cenfre

Implementing
fransformations

Area for Actions

Enabling
sustainable change

The EFFAIHSD is
intended as a resource for
Member States, setting
out a shortlist of essential
areas for undertaking
services delivery
transformations that are
results-oriented and
adopt health systems
thinking to reason
relevant interactions. In
this way, the EFFA IHSD
serves as a checklist to
ensure key factors for
transformations are
considered, appropriately
sequence and
strategically managed
throughout.




WHO Strategic Directions to Support
People-Centered & Integrated Health Services

@ Empowering and engaging people

an enabling
environment
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Person Centered Care

Health literacy
Supported self-care
Carer support

Shared decision-making
Shared care planning
User feedback

Record access

1. Person Centered Care

| EFFAIHSD |

Populations & Individuals

Identify needs

Tacking determinants
Engaging patients
Empowering populations

WHO |

Empowering & Engaging People

Empowering people
Engaging communities
Fostering co-production
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Clinical Integration

Care assessment &
planning

Ensure continuity of care

Seamless care transitions

Case management

Single point of entry

Volunteer & community
involvement

Care pathways

2. Clinical Integration

| EFFAIHSD |

Service Delivery Processes

Designing care

Organizing providers and

setting
Improving performance

Managing service delivery

WHO |

Reorienting the model of care

Balance budget allocation
Promote ambulatory setting
Coordination of care
Clinical governance
Improve health & clinical
outcomes
Appropriate site of care
Improve access
Gate-opener & hub
coordination
Intersectoral collaboration
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3. Professional Integration

. FIC | | EFFAIHSD | WHO |

Professional Integration

Shared accountability for
care outcome

Formal agreement

Multi-disciplinary team

MDT training & education

Lead, develop, & deliver care
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Organizational Integration

IFIC |

Shared set of outcome
measures

Collective incentives

Joint learning & CQlI

Shared strategic
objectives & policies

Shared governance &
accountability
mechanism

4. Organizational Integration

| EFFAIHSD |

. WHO

1

Strengthening Governance
& Accountability

Integration

Monitor & review

Decentralize power &
decision-making

Promote engagement &
empowerment
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5. Systemic Integration

IFIC | EFFAIHSD |
Systemic Integration System Enablers
Common outcome Rearranging accountability
measures Aligning incentives
Align regulatory Ensuring a competent
framework workforce
Financing & incentive Promoting the responsible
arrangement use of medicines

National policies
Adequate workforce
Stakeholder involvement

WHO |

Enabling environment

Leadership

Policies & legislation
Capacity building
Innovation & spread
Measurement & reporting
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Functional Integration

Uniform patient identifier
Effective communication
of data & information
Decision support systems
Shared care records

6. Functional Integration

| EFFAIHSD |

System Enablers

Innovating health
technologies
Rolling out e-health

WHO |

Coordinating services

Involve actors

Functional alignment of
activities &
communication

Alignment & harmonization
for continuity of care
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7. Normative Integration

IFIC | EFFAIHSD | WHO |
Normative Integration Change Management
Collective vision Strategizing with people at
Emphasis on population the center
health management Implementing transformation
Building trust with local Enabling sustainable change

communities
Leaders with clear vision
Shared vision of
stakeholders
Trust
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Being ready for change




{@) ) Vs [a AV 1A REGIONAL FORUM CHIANG MAI 2025 (HACC CMU) aasssiiis |

We need change agents to illuminate
the way!

We need more people willing to step outside of
expectations because our world is changing
exponentially, and if all we do is meet
expectations and the status quo - we will fall

behind as organisations, as teams, and as

societies. UARBUARDIANNAIANIIUAS I NMIADRELAN

David Bray INAMAINAI
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