Basic Quality and Safety Concepts
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ADLNTIN (Quality)
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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)
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Excellence

a

Concern

Reliability infegrity Trust Ever-improving value
Confidence

a

Quality without
failure over time

Quaﬁ
Outcome that matters

Better health, better care, better value

Integrated
Care

Provider Customer
Perspective Perspective
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Value-based Healthcare

ala Aan

Better Health Better Care

Technical excellence Servn.ce ex;ellgnce
Clinical objective Social objective
Appropriateness People-centeredness

Effectiveness Timel iness
Safety Equity
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Better Value anvaslladusnsganwidiamen dsznauaag
MaEnagemgn’roixcellence *  better care 3 social objectives (A1)
conomic jective o 9
m . J ¢ better health #39 clinical objectives (Gfl'il)
Efficiency . Ly
-y ® lower cost A58 economic objectives (AAdN)
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Value Equation

VALUE — Outcomes Q"' S +A

Qualit Service  Access to Care
Cost 4

C Cost
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(VALUE) $
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Patient Experience
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Clinical Outcome + Functional Outcome + Experience/Perception + Equity
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uw.ai i gngana “9AAIWIATTULLINIEIMNING” @ n313:70 HA Regional Forum Chiangmai 2025 (19 §311aa 2568)



Aims of Healthcare: Triple-> Quadruple -> Quintuple

Improving care
for individuals

Enhancing the health Reducing
of populations overall costs
v v
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Patient
Experience
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Population
Health

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

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

Enhancing Patient

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

Reducing
Costs

Y
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Quintuple
Aim*?

&

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

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

prevalent, costly, and chronic
diseases™*
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Better Health Beﬂer Care
Technical excellence Service exf:ellt;nce
Clinical objective Social objective
Appropriateness People—.cenfrer‘edness

Effectiveness Tlmeh_ness
Safety Equity

Better Value

Management excellence
Economic Objective
Efficiency
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SAFETY
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TIMELINESS &
ACCESSIBILITY

EFFECTIVEMESS &
APPROPRIATEMNESS
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Quality Model
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910 3P é DALI (Design-Action-Learning-Improvement)

Plan/Design -> Do

Purpose —m— Performance

Studyf Learn

Act/Improve

Purpose Design Learning
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Improve
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DALI NUadAaIaI2BINITUINIIAMMNIN (Trilogy of Quality Management)

Quality Management #1889 NANIIAN

Quality Control ->
Quality Assurance & Risk Management

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

Quality
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Improve .
Twiulaindamnua/audasnis 1asuniy

Quality Improvement naUAUBY)
* m‘sﬁ'@umqmmw (quality improvement) (N3
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Quality Planning, Quality Control, & Quality Improvement [1ISO9000:2015]
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Context Purpose Design Learning
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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
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* Digital Technology az#131 10U s anmtad9ls
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Design : Outcome Framework

Long-term goals

T

Precondition 1
(Int.Outcome 1)

A

Precondition 1.1
(Early Outcome 1.1)

Precondition 1.2
(Early Outcome 1.2) = (

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

Precondition 1.3

Assumption
Early Outcome 1.3)

Indicator

v
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n131U3zgnaly 3C - DALI nun1saanuuunIsQuanillg (Patient Care)

Key Process
Key Population

1 BoAASLIUANS
AFrunaolsaiiddey
Avisuaua W
ANy effective
care Tulsaganan

Patient Care

Care plan implementation
Daily huddle,
Communication
Multidisciplinary round

Effective Care Design

Evidence-based/HFE
Tacit knowledge
Gap Analysis, CareMap

Design Learning

Improve
ﬂsuﬂsa
8,
"%

Purpose
e : DanuLUL

ARAN

Monitor & Learning

Compliance montitor
Outcome monttor
KPl-control chart
Medical record review
Case conference

Peer review
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Patient treatment
goal....
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Clinical CQl
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Application of System Theory (SIPOC)

Suppliers

Partners
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The Integrated Management System

1N SIPOC

f \ \NaIAlsznaudn 9
Requirements o oy
1ﬁﬁNHiﬂWﬂb
Meet — Delight
Get Results
Be Valued

Engaged
Customers

Engaged
Workers
S
Work jct OutcoS
or
Processes

Leadership

Data and Dashboard to Monitor Progress

Strategy Development and Execution




Malcolm Baldrige National Quality Award (MBNQA)
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Core Values & Concepts
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] Evidence-based
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3P: Purpose-Process-Performance

Reconcile Work-As-Imagine
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HA Core Values & Concepts

“AWAD FUWNINENHUIBEINAN
BRISNW N IR wrE 28952 uy

¢ © a a < cl dl di
Eﬁ:btﬂﬂ’lﬂi%?ﬂqm mujﬁ%ﬂam%au Value on Staff — —
T8l SINNAINAABNITING Individual Commitment H91wUs2I 15
| Teamwork “fozlslvimenn”
“ & O Ethic & Professional Standard @ Y
NDIAM N UV NG ATUNUNIN
NN danlay”’ Visionary Leadership ABNITH
Systems Perspective I
(4Y-| 1 = onQ
BANE L TIALTI Agility
Twmamauawas’
NANIU < > HIUNA i o oe e d e
‘ GUGRE RGN

66 o 1 [9) 1 I @ a 99
LI8UI Y Tﬂamm 8TBIBIG

, MINAINT Patient / Customer Focus
¢ 1 o Cf‘eGﬂVifY & Innovation * FOCUS on Hea“’h “atzlﬂf]w ﬁa ARYATN »
‘Iﬂ:rj‘ia\l'lﬂﬂzl’]l, Management by Fact wu%a%if o« \Communi'ry Responsibility ! s
LogayaNT 1 Cont. Process Improvement

Focus on Results
Evidence-based Approach

“NRMUINTZUIMNT LNTAEATH

“LaTawatgNan

Learning
Empowerment

43 a v a & o
mamaugmmﬂmnwu
WH9 31N9NL589313 7

“Wvnredn Sauats”

‘oA LI LANIN IO LA MIN ANYATNAD IR

“HANTINIR A BUWINTG @ wo - - d S e
“ Tgwansandulaagininauaniige

25




Quality Improvement



Model for Improvement

Aim (aa151)

What are we trying to
accomplish?

LSINIRINY sna\lﬁazu‘ﬁqtﬂ'mu'mazv[s

Measure (LEI']@J) /

How will we know that a
change is an improvement?

\ iazslaaglsinnsfgudasiurinleaam

Change (ﬂ%'mﬂa‘ﬂ%) /

What change can we make that
will result in improvement?

U
=

1319z&59n st R anudadsaz lsina 1B adn

\

Act Plan

Study | Do

U
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Need, Evidence, 3 ﬂ’]ﬂ%ﬂgﬂq DanLUY AAAN baseline
Waste, Safety %,,Qo
( Improve 5. AR change idea
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Ly
Spread &~

2. NUNIKVBYAILBINTT
LAz best practices pik gl a

6. 11 change idea
Tunmaaas (PDSA)

7. YNAAN
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Design Thinking

Empathize
P Prototype

-V 61 -V 1 (V]
°*  SUSDITNALIINNUMN LTHIBNITHILNG . - e
a Y #1ANAADBNIINHINNG

NUnaanus uazinsulszaunisal vt
lanmewan azlshlanagin
IDEATE FUULUNIBAIN 1% MIGA

N92AN post-it Nel1KbY,

® AW insight Lﬁaﬁ,’m']é innovative
solution

*  NDIFIAN G AEFELANFATAN — A A & d
NINIINLUNUINANNG, N1,

empathy & human centered

a\‘l‘ﬂaa, interface, storyboard

Assume a Beginner’s Mindset
User Camera Study Prototype

Saturate and Group DEFINE:

Point-of-View Madlib




IHI Model | DesignTh. | _Adobe | Changemaker | _____Nsw______| __Health Catalyst

Empathize

Inception
Input
Insight

Dream It Do It

Problem Research

Identify the process
Form team

Aim

Analyze opportunity
Define the problem

Scope opportunity

Set SMART goals

Literature review

Current process

Measure

Measure

Problem Situation

Baseline data

Change

Root Cause Analysis

Cause

Explore root causes

Frame the project

Set SMART process aims

Re-word drivers

Ideate

Ideate

Brainstorming

Ideate

Design intervention

Prototype

Idea Selection

Priority of change idea

Plan initial implementation

Improve
Investigate

Iterate

Theory of Change & etc.

Test change

Collect data & monitor impact

Implement intervention
Measure results

Monitor, adjust, cont. lean

Infiltrate

uw.agﬁ@uﬁ ANTANA N3

Sustain the gain

Diffuse & sustain
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Purpose

Wnane ?

Context

)S ﬂm%tt‘ﬂ‘nﬂﬂ']ﬂ[ﬁliT‘iOWﬂ']U']ﬂi'lN']%‘Uﬁ

nﬂsﬂ%'Uﬂ§o?

NS8UAANISADNLUY?

Nﬂﬂﬁﬂ%’ﬂﬂ@@?

Performance Monitoring

Process Desigh &

— Performance

Improvement

\ 4

A 4

Patients

Human Needs

Qs

ANAINITNENAG?

\ 4

Processes

Y

A

People-centered

Clinical Conditions

ATHLHYG?
\ 4

A 4

Appropriateness

A 4

Clinical Effectiveness

Risks

\ 4

Resources

Safety

Requirements

msmuqunszmums?

Process Effectiveness

NISNYINS?

\ 4

Efficiency

Quality Dimension

wazsiugiaaluaudnansinindulaagnels

Empathy map & design thinking

1519219 evidence T¥N1NAULADE1S LS

Evidence-based, CPG, CareMap

1519NT IRRAANS HAU LA DE1S LS

Outcome measures & clinical CQl

ez bdgiedsannsaindulaagnels

Risk management, HFE

Visual management, digital tech
15192 IR HUIZANS AN ANTU LA DEa bS
Lean, UM, RDU
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wonnalavaduLAda% (Driver) nuIAaAN13LUaawlas (Change Concept)

Conceptual view of a driver

diagram / ricure2

Outcome Primary Secondary Specific change ideas Change
drivers drivers concepts
p Ideas:
secondary «—— 1 7» Concept 1
. driver 1 2 i
Primary 3
driver 1 1
Secondary 5 Concept 2
driver 2 6
; Concept 3
Aim or Primary ' Secondary
outcome driver 2 driver 3 9
7 Concept 4
Secondary o
. driver 4 > Concept 5
Primary
driver 3
Secondary & . ‘;,. Concept 6
driver 5 N
| ]
¥ ] Y
Key_r leverage points Specific ideas, concepts
in the system and bundles that could
generate the desired state
[ Why ] [ What ] [ How

uwirAansaanuuumslaanulas
¢ Evidence-based/CPG

® Technology

® Organizational knowledge
¢ Value to patient/customer
® Agility/flexibility

¢ Safety/Risk-based thinking
® Quality dimension

® Consistency

¢ Simplicity

® Visual management

® Human factor engineering
® Human-centered design

® Humanized healthcare

® Lean thinking

® Manage variation

Work environment




YNl “i3aud18” (Simplify) WA L7 “La197181271737” (Simplistic)

N luaassaudng o _ .t v
o819 15 RS audng
Simple is better W9
a o v Y a
N BUTDWNIN WIAURBIW AR N
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WANVBIAMNLILUINY INARALNBEN

W0 IMANRUNIINESIUIIININEUD
W1 dataudnfaenisazls

v v a dc X
dade > W lauuIAANANDY
e manudululaaue

Bulk & exception #3375y uimnsUuswlng
Module & smaller units LUIgD1WNIODURIIE B E
Provocative amputation 883aaUEIUQIYINIKIaNnTE L
Ladder approach Wmﬁm']nmmﬂ%m@ﬂmmimum a bl

Edward de Bono




W1#IAA Human Factors Engineering nuadadaannauaseilae

.

WANLALINITNIAINDN

¢ izuuﬁtyty'lmﬁa%, LLiJiJﬂE)%’d&l, decision support system, checklist, automate
DANLUUNISUINNITNIN

o IxnanaauTyLe, N3 1XUATNOURNILIW, NI LAINRE, barcode
 iliiduanasgrmdaanudmsuaawnisataining leadanadeandudmsuaaunisalianis
® Task analysis & workflow, 1%ﬂsxfﬂ%ﬁ%ﬂp habit & pattern

ﬁﬂiﬁéﬂﬂsl%ﬂﬂiﬁﬂadﬁgﬂ g nlwn T FsNAn

* NMADIVIAMNIRWTDUNDW, NTINNA 1TH FAIRALAY, N5 1B DADIANE, software

® Double check (cognitive review) PARTOGRAPH

Name Gravida Para Hospital no

Visual management

Date of admission Time of admission Ruptured membranes

* NUAAINATANE, N1IFBANT, cognitive aids >
NTRNBUIN/NITTYR]

[

¢ Simulation, non-technical skill, effective team function

=
B mummmmmmn
Vo N e o 23858885358

l |
| |
Ny . ErI T rril o5
® eye-hand coordination S I EEEEE 4. | 2
a_ A ) ] . - 12l 50 ) 28 -
wantag fatigue, distraction, stress g%:; sH-LLL -

[Mot 0]
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People-centered Care
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Nihoitugudnan
Patient-Centered Care

yamalugugnag
Person-Centered Care

Audugudnan
People-Centered Care

MOUAUDIANNADINITHNUIUNN
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(Care is personalized)

ANSUFZAUANTALA
(Care is coordinated)
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(Care is enabling)
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Patient Engagement
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(Patient Engagement)




Compassionate Engagement asanisidvouazén
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Ask Me 3 DIUKND 3 Ud

Good Questions for Your Good Health

Ask

Me

Every time you talk with
a health care provider

Ask these questions

1.

What is
my main
problem?

2.

Whatdo |
need to do?

3.
Why is it

important
for me to
do this?
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- Using Collective Sensemaking
to Put Caring Back in Health Care

Guidelines for collective sensemaking central to collaborative care.

1. Connection before content - waruvnANNSINAVEHY uadiisn Whuune anuauladiusd
AoufiaznanuUsafumansunng masvin kiAsdseinszfushashe connection 76

2. Circles connect — anngniinaoausouLfisapig

3. The small group as the unit of learning - MsiByUsiAATUsIININSUsUNlASATIRYVDITIX
auanihy nangdouunminuwaInsiauug

4. Divergence before convergence —waliaundnusiazawarinfiues lsludeyanaznsinnouiias
SmAduInvinnsaualudunousioll aaum glitches (Founwsoaidny owe)

5. Cognitive diversity increases innovation — asdisznauvasiinguarihafidvarnnaiuisndn
Vi Tl AnNNNsiunnsiafusiaUsfiuenng Aiuwdey mmumm@hmmﬂﬂmﬂmmﬁmmauﬁ’mﬂﬁu

6. Visible ideas span boundaries - nszauiihnune (goal board) [Wussslsznouiiddayvasnis
rounds vihTanuAnUsngAuanum vihTthouazsiusznavindwidn lamnuAnvasriuuasdu

7. Shared experience builds shared understanding - fjihsuazifusznavisndwutsuidaaan
Tiunru vinTasumnuduman (grieving for the setback) uazaassmnuad§aiuduid s

8. Physical space changes the conversation — wosfithoifuanmuiidwmsunans lapaundniiuiis
Tog Tusssuanusnidsndugte

9. Enable all voices to be heard — 1 Bryenulitivhouazasouasadaiusin nszaunstitaunn Suu
Tsovndlvnniduadud lddu

https://www.nancydixonblog.com/2015/05/using-collective-sensemaking-to-put-caring-back-in-health-care.html



Spirituality in Daily Lives Quality

Spirituality = Psyche (conscious & unconscious) - Ego
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Risk & Risk Management
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e Tonnaiiaz luiin ANSAS AT
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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)
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Likelihood of an incident/occurrence,
danger, injury, disease, loss,
destruction, death (WHO 2009)

uW. a1 gnUaAna {NTINUN@ENTUTLIDINNNEDIUNINLIA (19 NUATWLT 2567)




ALAWNIS LI

HAUDIL 5 wwhiinngua9
ANHIALN ANSUSHNSANNLI Y
o ae Tonaiiaz lsitdn ANSATGLAY
AOLANGIDEISU C . we > .
" . AOLANGIDE U UnilasaatAn
6
NTUDLA FATU - -
MIARIAIINNIIAUNIY
wiunaly . Tonaiias L ansvin Tidulaqin
: Asussattriung o "
YiINau - ussatdnang Avssatdvinng
DN LIAN
. U181 LD UNHW
WIDNUNIW
. _ . A1silo9au
winnsat/ Tamammmmmsml o o
T - M . winnsal/wan
WA luNalsraan WA ldNalsraas ' -
lsiNauszaae
q‘ﬁ’am@lizmwﬁuma qﬂﬁm@pzm’mﬁuma

uW. a1 gnUaAna {NTINUN@ENTUTLIDINNNEDIUNINLIA (19 NUATWLT 2567)




NNILUIHRITAMNLEYY (Risk Management)
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Risk treatment
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Risk control
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Risk monitoring
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Risk treatment
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Risk monitoring
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Risk Management Process

Scope, context, criteria

O
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g Risk assessment H
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g Risk treatment  snesmisiiivuo

8 o Action : :
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Immediate
response

the
incident

Prepare
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Purpose Design
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Analysis

process

sxqmwtﬁm
NATIZHRANMNLFYS

through

Monitoring & Review
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Risk assessment ~
wIAA human factors

Improve
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Learning From Incident : 2-Axis Swiss Cheese Model

. - o Contributory
usiaz CMP i Root Causes iixinnzogdiniod Factors Tier 5
Ext. Environment

1 ? Contributory o & . .
Orgamzatlonal Factors (&> FactorsTier4 FrwuuliaueInslmilu Swiss Cheese
Management . gl
AUNSLAATUAINATZUIUNTALANUIY 93D
— Contrlbu_tory Y U .
Ll chronology of event ABN1SNTEIIMIL
Local Workplace COnﬁutow WlUdteiianaialunisnseyinsies U1 wagnis
— Factors Tier 2 o = a :
Factors — Witk Taser nszhidulymmiaseasfiifinanglnily
Contributory SEUUAUAIRUTU
Factors Tier 1
Unsafe .- Ind@uals
ACt < > Substandard

Act

Assess —>-—-> Plan

Monitor & reassess

Educate —> Discharge

Chronology of Events iJuaaianaainisinsizrinisasyvinniduidanin (Care Management Problem)
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Contributory
Factors Tier 5
Ext. Environment

Asfistoantudhdoltanuddryruanuduiusiuaca

usiaz Care Management Problem siasflanmsiannzwouiuies
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Contributory TEHUSTIN
Factors Tier 4 / ra—
Management mfm{“
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Environment \
Contributory
Factors Tier 2
Work & Team
Contributory . \
Factors Tier 1 ANNT FuUduso lRBAG
Individuals \‘
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Care Management Problem
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Chronology of events



Contributory
Factors Tier 5
Ext. Environment

2-Axis Swiss Cheese RCA

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




Contributory
Factors Tier 5
Ext. Environment

Contributory
Factors Tier 4
Management

2-Axis Swiss Cheese RCA Template

TS Tunszanuva 2 Axis Swiss Cheese RCA Template

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

Contributory
Factors Tier 3
Environment

« Tuvu Fishbone Diagram wszlsiuszusznguanmsiwenuasusuuda

o Tduvu 5 Why msemsiensidulusnudrsiugudonmsseu Why TuTush

Contributory
Factors Tier 2
Work & Team

Contributory
Factors Tier 1

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

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

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

Chronology of
Events

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




Contributory
Factors Tier 5
Ext. Environment

17N HOW to prevent unsafe act LWa# solution

A

Contributory Organizational climate Resource Organizational process

Factors Tier 4 lasaadha uloue THUSTIH NTOUFAG BussASiiA LAy ulstsuasisuus mMadnaula MsinsnsAnas

Management SEUDUAMNS oz lsthefimsUsuds AUVNSWENNTOL ISIANLAY mMsadvanusomiiuna oz lsiimsusu

Contributory |IEC Supervision ;’j‘;kﬂ(:gs;%n Physical Environment Human-System Interfaces

Factors Tier 3 msilnousi/ | msrAuaua || fean D TeE vll’m;” W9 LAY QOUNAH aUsudarinoadultigh laine/aznaavse

Environment Tndoyaocls otls oA RO e & s layout | 1o visual ezlsthe wieaelsliviinana

Y] protocol 85‘1‘3 E)’Wﬂﬂ NG ayOU > >

Contributory Nature of Work Team

Factors Tier 2 sssnTNATasnutudouiads azUsulse workflow ozlsleng msUsuMadoanslufives lstne unuwiiesvin T

Work & Team anMsTaInmsaMafistasinnunsonfunanuosndlsosnals dadudoasls team awareness fimsfidoozls

Contributory Individual staff factors Patient factors
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Active Failure
Care Management
Problem L

nsnswvin/mssimdula/cognitive process
fionadswaliiAin adverse event

Chronology of Events
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Learning in Daily Operation



Learning in Daily Operation

Control
Standard Work

ZONE OF QUALITY MANAGEMENT ——» |

QOutcome
value

A Learning From Excellence

omun>0 WMo =

Positive

A B Cc
(Borderline) (Average) (Excellent)

QUALITY OF CARE

]
585
Ew
— U
£ :
2 | o3
z >
2 3 -
© 3= 3 5
on HEN & =[rrronmesmnssmenat of O
2 8% 3 25
. 8 <
Counting what goes wrong does not measure 3 3
o
safety, but the 2 £ lack of safety w
- .~ N— <

(Borderline)

Learning From Incidence

Risk
Management
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Learning From Excellence
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ANAFONT LUuoU

ATWTHANNEIEN E‘T(ﬂﬂiﬁw HIUNATINNTUR 2566



Learning From Variation
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Culture

I o 1 ' [
mstwwzwugmﬂﬁlﬂuvlﬂamaﬁamn‘lﬁl&]u

WunasIngasngiaag  Knowledge

Experience
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

= | = |
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)



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

¥ A o
=== INNAILAADN
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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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sU5554 || UNNSFTH || ANTNIIARDN

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

Germ Farm
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The Academy for

of Health and Welfare, Sweden

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)
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avalsznauvadInsIINAMNLIaANY (Safety Culture)
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Informed Flexible Reporting Just Learning
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James Reason (1997) The Components of Safety Culture
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