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Working towards the state in
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highest level
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Empathy map & design thinking
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Evidence-based, CPG, CareMap
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Combined Patient Journey Map & Service Blueprint Lﬁaszqfamaﬁ’mm
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Driver Diagram
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Conceptual view of a driver
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¢ 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



Effective Viral Suppression: Intervention & Change Idea

Maximal and
durable suppression —
of plasma viremia

Early ART initiation

Proper ARV regimen

Good adherence

Patient readiness

Flow & Communication -

Good tracking

Complex regimen

Patient-related factors —

Health system issues {

— Side effect experience

Brain Storm

o

s Intervention

S I Change idea -> CQl I

Substance abuse

Depression

Access to medication

Education & support
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N139AN1 Driver Diagram %30 Action-Effect Diagram (1)
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Maximal and
durable suppression
of plasma viremia
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N139AN1 Driver Diagram %30 Action-Effect Diagram (2)
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Late ART initiation

A

—  Early ART initiation

Maximal and
durable suppression —— Proper ARV regimen
of plasma viremia

A

Improper ARV regimen

A

— Good adherence Poor adherence
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N139AN" Driver Diagram %30 Action-Effect Diagram (3)
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— Early ART initiation

Available Med anytime Access to medication

Maximal and
durable suppression —— Proper ARV regimen Cope with substance abuse

of plasma viremia
Coping with depression

Confident to take ART Assure side effect

minimization

— Good adherence
Patient literacy Education & support
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N139AN1 Driver Diagram %38 Action-Effect Diagram (4)
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— Early ART initiation

Available Med anytime Access to medication

Maximal and
durable suppression —— Proper ARV regimen Cope with substance abuse

of plasma viremia
Coping with depression

Confident to take ART Assure side effect

minimization

— Good adherence
Patient literacy Education & support
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N139AN" Driver Diagram %30 Action-Effect Diagram (5)
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— Early ART initiation Right time Med Taking

Change Concept: Reminder

Available Med anytime Access to medication

Maximal and
durable suppression —— Proper ARV regimen Cope with substance abuse

of plasma viremia
Coping with depression

minimization

Patient literacy Education & support




N139AN" Driver Diagram %30 Action-Effect Diagram (6)
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—  Early ART initiation Right time Med Taking Change Concept: Reminder

Available Med anytime Access to medication
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Step 9

Brainstorm change ideas

SECONDARY DRIVERS

Comprehensive care
assessment not completed

For each secondary driver, the team brainstorms, or researches from literature,
specific change ideas (interventions to test via PDSA) to address the driver.
e For each change idea decide exactly:

« What is going to be trialled?

=== B= ¢ The ideas are documented on the driver diagram, in a new column, to the

[l

« How it is going to be trialled?

right of the secondary drivers.

Driver diagram

CHANGE IDEAS

Risks with toileting not
recognised

Appoint a champion to
meantor staff to conduct
risk assessment

Patient is confused

Involve patient/family/
carers in patient's care
neads

AN

Intentional rounding

e Relationship arrows connect the change ideas to the relevant secondary
driver. Some change ideas will address more than one driver.

Task

e For each secondary driver on the driver diagram, brainstorm, or research
from literature, specific change ideas to address the driver.

e Add a new column, to the right of the secondary drivers titled ‘Change
|ldeas’.

e Add the change ideas in the new column drawing relationship arrows from
each change idea to the relevant secondary driver(s).

seANaNaILUIAANISIUABULUAY (change idea)

¢ szyLnAnNsAsuLaIdmTulsiay secondary driver :INANTTEALANRIVEE
MSAUMLENENTININTNTE best practice 9n#iAnee Liletilunagausiu PDSA

* dwduudazuunAnnisiuBsunlas ssylvidaauin asveaeverls nadeuetisls

*  FuiinunAnnsiasuulamsiuuues secondary driver a1ngnes
AuEURUSIUT secondary driver TitAgadas

Clinical Excellence Commission, NSW Health



1% Driver Diagram A®#%#1@213AA (Change Idea) Naziin bilnagay
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To work in a safe environment

YA ) Change ideas:
That staffwork na | / ¢ — = Water jug for staff at nurse
physically /| To be comfortable at work with stations
comfortableand | X access to basic needs )

safe environment

F

To have a sense of feam

belonging ]+ Rota agreed at start of every
~ \ shift to cover breaks
Aim for 80% of staffin | / | performing team - /+ QI board to celebrate staff and
the ward/unit to y ( _ ) initiatives
reliably experience a | Effective team communication
good day at work 90% [\ ' 4
of 13"!3:";1291 by . .| Tohave strong Feel valued - Safety briefs/uddles every
and capable / shift
N / leaders T T 1 . Team meetings for updates
X ) monthly/emails & folder for
p \ notes
To make an To have clear expectations
1 effectiveuseof |/
time available L Reduce bureaucracy
\\ . »
- v+ Pro-active calls with relatives

Reduce waste » Nurse desk and chair in each
\ J patient room
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Safety design : msltiwifia human factor engineering lumsaanuuy MIaIMHBEITINANNURaANE

Empowerment & health promotion : misunaidihe/mauaiiialisunindanisiugunn
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7. Agility & flexibility : sanuadasniuazanubiondu

. Learning : misdunuu midedausssamasouiluitinsd juanudszdriu




How Might We......? S

Amp up the good: HMW Lﬁwmuéaﬁﬁaguﬁmﬁmnﬁu?

Remove the bad: HMW w5a&sf lidaanlu? (zwildsn mindset vasmssnlaudiSasfiazaan)

Explore the opposite: HMW §1319890 59907 (L% Souimeinmalaslidas dissect)

Question an assumption: HMW @f‘iﬁﬁmwﬁuawagm? (2 gaulas laudaadaulnunszan)

Go after adjectives: HMW LauNUMQMAANT? (1% ﬁﬂﬁmﬁﬁ'ﬂug”l,'%iaaﬁﬁ'usﬁamﬂu&iaammql,ﬂ)

ID unexpected resources: HMW 1715z Tamsiannnswannsi liaadu? (11w 1‘15’@3%@%“’3LLazLﬁauﬂ’mLﬂuﬂg
ROUUNFANE)

Create an analogy from need or context: HMW &319n13LU38 U N8UNNAMNABINNIHIALIUN? (LT 229N
lwaasoudu café laatngls)

Play against the challenge: HMW LauALANNNINI8? (131 azvinldnndnsndnlaau Miuvasdsivle
2819152 221889 mindset Ba9ana138UAZT AN a8n919?)

Change a status quo: HMW Lg% status quo? (17w 194 reward ADANMUNLITUUAZ NN TLIDUS)

Break POV into pieces: HMW srasihmansidugugdon 92




IDEATE “1519s118z 15 laindtie....”

Amp up the good: HMW o193 manain leauindnsnnie?

Remove the bad: HMW LUag mindset Ba9n13awlaudi3asiazaan?

Explore the opposite: HMW L%‘El%jﬂ’]ﬁﬂ’]ﬂi@ﬂ‘l&iﬁaﬁ dissect?

Question an assumption: HMW 881 las la@a9il s huawn1saan?

Go after adjectives: HMW ﬁﬂﬁ’msﬁ'wjﬁiaaﬁfwﬁ’amﬂuﬁaommqm?

ID unexpected resources: HMW l#as581a37 u,azLﬁauﬂwmﬂuﬂgaauﬁfﬂﬁﬂm?
Create an analogy from need or context: HMW v lnviaasoudu café laatngls?
Play against the challenge: HMW 3:¥inliun&ansnanlann lauuuasdsivlaadngls? az
\WAanw mindset Tasannssuazsinansnagngls?

Change a status quo: HMW 2zl# reward daanuwenenuuaznasaus?

Break POV into pieces: HMW?
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ldea Enhancement

Shaping. wazifuanudaiiasasiudaldudefinesirlugnsufiasachals

Tailoring. ¥azulasanuAne WisnzaNRuANNRaIMszatathsls

Strengthening. mmmuwawsaﬂmmmaam’mﬂ@vlﬂaamvls

Reinforcing. ma..,‘maamvlstwaLm’ylmﬂaau

Looking towards implementation. L'mwmaamvl'stwa‘l‘nLﬂuvlﬂvl,@"f,umﬁﬂgm aifeadag
fulas )

Comparison to current. anxaeshSsudsuiudsiiaslinaunuaninathels asazasy
2818 ¥30008 ) )

Potential faults or defects. azflanafawaaazlsiiaduanansfai iaztlasiuagals

Consequences. agfananseny lussaznansuazszazeniagiels

g . a p (3 I
Testability and prototyping. azmaauﬂ'smﬂﬂﬁ‘lmmmé\ﬂq [N E
Pre-evaluation. ﬂ%’ummﬁﬂLﬁamauauaamwﬁ'aemme@ﬁazﬂﬁztﬁu
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Ideate: Insight

Active Observing

To think differently you must be able to see differently. Observing

is more than just watching, it’s active observing. This means
watching through different eyes. Try imagining how someone else
might see the problem or situation you are observing. For instance, a
child, the oldest person you know, a great innovator or even a time-
traveler from the future. What questions would they ask?

Ask Different

Great answers come from good questions.Innovators are insatiably
curious about the world around them. Interrogate what you observe
by asking deep questions.

Encourage your curiosity beyond products and technologies
to people, problems and businesses. Nurture your passion for
understanding how things work and why they don’t.

Often your colleagues can be good sources of intriguing questions.
Call 2 “Question Storming” meeting. Instead of answers, focus on
generating thought-provoking questions.

d9NAae19LY9TU (Active Observing)

o huesiieaemiluansieiu
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Y 1N §g9918 wInNs dniumisiiuniaan
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mmmuﬁtmnﬁha (Ask Different)
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QI dl = v 1
8991 perfect Antnagnsls
Aaunldpedilasaruuinaufessls
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Divergent Thinking

The ability to shift perspectives is crucial toinsight. Here is a
framewark that can be useful. Experiment with applying different
transforms to what you are observing and questioning.

Deconstruct Canyou deconstructitinto component elements?
Can those elements be recombined in different ways?

Scale What happensif it is bigger or smaller, frem nano
to macra? What if far things become near and near
things become far?

What changes when here becomes everywhere, when
one thing becomes everything, when that which was
local becomes global and what was global is local?

What occurs when that which was first becomes last,
before happens after and easy becomes complex?

How does it change if right now is forever, if faster is
slower, shorter is longer, the frequent becomes rare or
the random becomes regular?

Value What if good is bad or best is now worst? What if the
perfect becomes average, the free becomes priceless
or the important fades to trivial?

Complete three actions. Return to card 2.

I:' Actively observe in a familiar context. Shift your mental
perspective until an interesting new question occurs to you.

I:‘ Read news articles to find a problem that exists in the world.
Use the divergent thinking framewark above to generate three
interesting observations or guestions about it.

I:' Using the inputs from Za, generate 3 insights, observations or
questions related to your innovation interests.

Ideate: Insight

ARG9 (Divergent Thinking)

[~4 [ 1 v v ac 1
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PROCESS

CUS

\\ (
\>

-

J
J

E

FEELINGS

Blue Hat - Process

Thinking about thinking.
What thinking is needed?
Organizing the thinking.
Planning for action.

-2 - Facts
Information and data.
Neutral and objective.
What do | know?
What do | need to find out?
How will | get the information | need?

Red Hat - Feelings

Intuition, hunches, gut instinct,
My feelings right now.

Feelings can change.

No reasons are given,

BENEFITS CREATIVITY

CAUTIONS

)

S

Green Hat - Creativity

Ideas, alternatives, possibilities.
Solutions to black hat problems.

Yallow Hat - Benefits
Positives, plus points.

Why an idea is useful.
Logical reasons are given.

Black Hat - Cautions

Difficulties, weaknesses, dangers.
Spotting the risks.
Logical reasons are given.
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d wdaidgemsnsanudn
* szuudaanaéon, wuuwesu, decision support system, checklist, automate
d esenuvuaszuinmsvinein
o lEuananuievdie, mslsvasuauuungan, n3ksswd, barcode
o shibiluanaspiutagadudiusvaarwmsaidiulue lagdanudangudrusuaarnnsas 2wz
* Task analysis & workflow, 1$1s¢lg%1ia1n habit & pattern
O sildhglunsihdenign snnlunisvidsiine
* MIGBIVIANNLAUBIVADU, NFINAA LBU da1uNLAY, M3LGdaeaasan1z, software
* Double check (cognitive review) PARTOGRAPH

Gravida Para Hospital no

Name
D Visual management Date of admission Time of admission Ruptured membranes Hours

) m'sl,l,amwaéﬁaga, mMsdads, cognitive aid:>
O asinsusu/msisous

f3
Rag

=
GO

cr
» Vo @O o 23858885358

* Simulation, non-technical skill, effective team func | | ] siemiel LI L] %
- - Cervix (em ]_ I‘_‘_ &b -
* eye-hand coordination (ot X 111 -
0 4 4 s s s - . 14
nantagy fatigue, distraction, stress s him =
[MotO] 2 ‘
D PhYSical layout 1 J_,::,“,Zs 1) 2| 3la]s]e] 7| 8] o) 1ol 11)12)13] sel1s] 16)17] 18] 1) 20) 212223 (.f.;
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IHI Change Concepts Worksheet

2 4 | Q % < 1 v Q s
winaamstlasunias (change concepts) JunAaniauamesnpldnnuiddselosilumsaneanuaaniswesw
W1z (specific idea for improvement) Ldenuwndamstdasuuiasninsrdesdnaesannems SINAVNANWI AN NUBIADL

°4 4 N 4 % v ! Q (Y] o (Y (Y 4 [)
wadaengmsanNaamM Il agwndasdue Hrusvuanazuinde saacudduweintdneageu

I1.
I1I.
IV.

VI

VII.

VIII.
IX.

Focus on the Product or Service: What improvements can you make to the design of the product or service?

63.
64.
65.
66.
67.
68.
69.

Mass customize

Offer product/service anytime

Offer product/service anyplace

Emphasize intangibles

Influence or take advantage of fashion trends
Reduce the number of components

Disguise defects or problems

o_ a o . a ) o M V) o6 o A %
idaveatds (eliminate waste): Aanssuudenswenstaien ballé ltnaendugdendognduesaan?

o < 4 o v 1 o 1 o & Y
Y5u159 work flow: aenazidgw work flow tieanmssuwAsererihanw Tagdmanewanarsuthannduogsls ?

< Q ' o . . . v 4 4 o ) & o Y o R
windszdnSawdudiasads (optimize inventory): gasazaadununtngrtesiumssiusnudndasadibdodighs?

P ¥ o L3 o 4 ¥ QU % ¥ =4
wasuanwwaadaumsvinan (the work environment): aglsazsviiliamwwmadenarsnsasessumsdsvdyslaaun?

o o v ¥ ' v v % v s & !
YSvdpanuduwussesrningnaawazgné: aaavilakasaevdanesanudesmsvesgndibiainegighs?

. . o ) % ' 3 =) ! & o . Y
¥an1313a1 (manage time) : aakazanaIlumMIWaNAAS sl sl MITosuuIMs Msdede /M3dads wazsauna (cycle time) dusy

nnuthnulussdnsleaesls?

YoM 3a13uu)5153U (manage variation): aanazaamnudvesnasninlaalaogals?
PONWUVIZVYLWBNANLABITaRaWa1a: AaazaamNuhazduussmshdawaalaogals?
Wunndadauainsausms: asdaansadsulyemsesnwuundadasinsousmslaogighs?

https://www.ihi.org/sites/default/files/2023-11/IHITool_QlI-Project-Change-Concepts-Worksheet.pdf



TCPi Change Package

Appropriateness
Effectiveness
Efficiency, Saving
Safety

TCPI AlMs/Goals Primary Drivers Secondary Drivers

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

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

(2) Build the evidence based on 1.3 Population management

practice transformation so that
effective solutions can be scaled.

Patient and
Family-Centered
Care Design

1.4 Practice as a community partner

1.5 Coordinated care delivery <j
(3) Improve health outcomes for
millions of Medicare, Medicaid and
CHIP beneficiaries and other
patients.

1.6 Organized, evidence based care

1.7 Enhanced Access

(4) Reduce unnecessary 2.1 Engaged and committed leadership

hospitalizations for 5 million
patients.

Continuous, 2.2 Quality improvement strategy supporting a
Data-Driven culture of quality and safety
Quality

Improvement

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

2.3 Transparent measurement and monitoring
2.4 Optimal use of HIT

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

3.1 Strategic use of practice revenue

Sustainable 3.2 Staff vitality and joy in work

Business 3.3 Capability to analyze and document value
Operations

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

3.4 Efficiency of operation

Transforming Clinical Practice Initiative, CMS (Centers for Medicare and Medicaid Services) Innovation Center




@@3N: Hospital-wide Patient Flow

Decrease overutilization of
hospital services

Optimize patient placement to
ensure the right care, in the
right place, at the right time
Increase clinician & staff
satisfaction

Demonstrate ROI for health
systems moving toward value-
based care strategies

Shape or
Reduce

Demand

Match
Capacity
and
Demand

Redesign
the
System

C1.1 Relably identily patients' end-ol-life care wishes and proactively create
and execute advanced illness care plans
C1.2 Develop hospital-based and community-based paliative cang programs

care, and
5" wishes

End-of-life care

C2.1 Improve transitions and post-hospital care to reduce readmissions for
high-risk populations

F 3

Prevent readmission

| C3.1 Increase capacity in pimary care practices to provide timely access to a
+ partnerships with urgent care centers and retail clinics

Relocate low-acuity care in EDS i e based moniol hostt soroos

| et rrave waramedics and EMTs triage and treal patients at home
care managamant and coordination of services lor patient

Decrease ED visits and admissions ;i o e o o

| et miuvius neine-0ased primary care for high-risk populations

chedules io create a predictable flow of
inpatient units

Reduce variation in surgical scheduling

6.1 Decrease complications and ham, and subsequent increasas in hospital

Red uce p reventa ble ha M naths of stay, resutting from errors and hospital-acquired cenditions

C7.1 Forecast seasonal varlations and changes In demand patterns to

1 araachiushs mlas fae nradisteed usliims

Data-driven for hospital-wide patient flow

staffing needed for each service to make
for each service

]

{

C8.1 Use hospital-wide patient flaw planning huddles and real-time demand

B e

Real-time demand & capacity Management process = " ““"_
i for scchmrating hpleind incoses i paint e

—~

] [

""""" 7 re==-ghpul by improving efficiancy
Improve efficiency, LOS, throughput [ ictieiecosse t08

in the ICUs lo decrease LOS
s eapn e e mieen ey 111 MBGICARSUrGICAl unils o decrease LOS

0.1 Use proactive discharge planning focused on patients’ “medical-

HOSpita| diSCharge process idiness criteria” for discharge

| | ©11.1 Use case management and care management for patient populations

Reduce LOS for pts with complex needs 1 cooperaiive agreements for transfers o

irsing faciities, nursing homes, and mental
| health treatment facilities

Source: Institute of Healthcare Improvement
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LASBINDEINSUATIINMIILABNNAYE) N

'Y d
27. M33guey (analogy) wazaildnwal (metaphor)
4 P & a ' 4 ' A o X '

M35 uney AoMINeuves 2 F9n balmdonAulag Mg 1% WeiNLEA
1 4 v & o 1 1 v % o ¥
AN ATLUS YU LN YU LD LA LT UANNAA YA FIV 1901 8 LB 61 LL6 TEUTINN
& o 1 d o a 1 A A YR ¥
15)96620 8191 AR ALY LT NS AL DS AL ALI AL NULASDISTAG 1A
X
VANV AYWIATINANI

o 4 & 4 a ! & YA
addnwal (metaphor) iumsidealesneduamnns wisudendksl Fedu

Y = o Yy & o 4 M v v v ! « X < v
9¢199% Vb wANNWINOUAUT bUbAYATUS tTU “WUNLHAIFUAUUBILT
A » <« é » < 1 1 & .
Aavedadl” “SIeAaLuNNNe” “@UNUSUVIDIANT @%Lﬁx‘lﬁ@ﬂtk%twﬂ
& ¥ g ' d a o

aaviinaatlanduan 1 Jayn waeleu metaphor 5 pghgnias ey %%

» «

o X v & v
metaphor ¥5u% 9it9iun19eanaglsing




A v Y
LASBINDEINSUATIINMIILABNNAYE) N

29. Wanlgawuuras (free association)

A Y = 1 1 o 1 ¥ o 1
M3LBaNLY9 B NP LS 9w 1els Lnataganwaggls
ayUdayndind 1 fasuuussyian 1

%4 d 1 v 4 ] & 4 ) %4 d -9
VIINON 2 L‘WLGU%’J%QWkL’ﬁﬂ“Jﬁ\‘iL%W&lﬂ;%ﬂ’ﬂ&lﬂ@%ﬁ\‘W?ﬂ‘V]SJ@\‘i‘]Jﬁﬁ‘VI@Lla'ﬁﬂ

o \ v o <4 v a o o 4
‘]J'ﬁ'ﬁ‘i/l(ﬂ‘i/ld 3 L‘WL"ﬁ?J%@WLL’ﬁﬂ“]ﬁ\‘iL"‘lﬂﬁJ’ﬂ;%ﬂ?’]ﬁ\l@@%@QQWﬂﬁﬁJ@ﬂﬂJﬁﬁ%@‘ﬂ a9 Lhady

o 1 1 IS [

eobidannagy 20 A

a = o = o o o o o
A NAMbasenazildgmesendrusudginueess drenstuan
WENINNINDDN




q

nanﬁummﬁm‘%auim Location OPD

 dqllaynnanadn 1 6 ; samad

. mwsnmLmu'\‘lummﬂmuauaoussmwsn ; Disneyland / anmuaﬂ

. mu,*smnmm‘lum'\mmLuauaousﬁm‘n2 , First come - First serve
. mwsnmme‘lum'\uﬂmuauaousﬁmm % Laamﬂsa\nau RaNa1nU15
. mu,'smnme‘lummﬂﬂmauaoussmmm4 - |-Pad

. muﬁrmme‘lummﬂﬂmauaausamm 9 ; Shop online

. mu,smnme‘lumwmLuauaou‘ssmmw 6 : Lazada

. muﬁmnme‘lummﬂﬂLuauaqusﬁmm 7/ ; Logistic

. muﬁnmme‘lummﬂﬂmauaoussmm 8 ; dviivrunysze

. musnmme‘lummﬂmuauaouﬁmmm 9 :7-11

. AusniignunluaudaianaIusaviad 10 - d1untay



Free Association Example

d shecrermauiilean wu
* Wanszuy logistics laidpasnianzidean sw. dadeen o1nseadulidetnu
*  mssunnsaiteslaglidesinitese
© ingudnITANEe degnneenme
* 1% telemed Fuauiionmslainin
* 19 voucher Augnaiios
*  WSuennhudrednde
*  299@I% app AeaauAIbEsHlUQH1W app Witayasaw app
o FJuiindszidlu ipad szwhseitese
* lfiaIeaSenaalians
*  53UUTRSAL first come first serve Y98N G AULBILALIDINIU app
* 7@ vital sign eYAULDY
e dnanssulivhnszuiinesonss
*  agga@nlaglaidossni sw.
*  @ndes dAudnnatesnszatgagenuuNBLIWeaANITIOMRY e sua refer

o 6 a ' Aa A
uW.EIT#'N&J% ﬁlﬂ"g@]qa (22 L EYW 2567) ﬂ'ﬁalljlll‘!ﬂﬂqﬂilﬂm QMZLLW‘Y]Uﬂqﬁ@]ﬂiﬂv\lﬂquqaiflwqﬁﬂ@







Priority of Improvement Plan

Budusheddifunalsn

TFhandulve

10 Aulasamsivie)y Bosenng

Major
Drojects

c \» e Start with Quick Wins as these have the
highest priority (1).

e Use the remaining and majority of your
/- )

Thankless time for Major Projects (2).
Tasks * |f you have any time left, complete some

S Fill Ins. If possible, delegate or stop doing

these tasks.
* Eliminate Thankless Tasks. Ideally you
should not spend any time on these.

- /

Effort

https://nearwater.nl/simple-improvement-technique-action-priority-matrix/




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

40




Adobe Kick Box & Design Thinking

@
n ------

Prototype

il Investigate. 4




Y U 'Y I [~ a
3C — DALI 'aaaawaamm’%a%guazwmmgmwLﬂmaﬁ

Aim
(Frueain)

F e Cg%nte)gt Purpose Design SEIRIUEN  Measure
3 JLang ﬁqw%ﬂl,‘f]'] 2ONULL (Ehéinaw)

( Improve
ﬂ‘mﬂio

Spread
ﬂﬂﬂﬂﬂa Change
(Usuaow)

amu”u%’maaqmmw FROTUWHIUIR (E]G@Tﬂ']i&l%ﬂ“ﬁ%)




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







Gap Identification "1lang l¥dn

WHAT: Gap AaA210LANAIEHINAMNAIARIINUAMNLT DS
*  ANMNAIAKII NIDINEIVARITH N1ATFI VOLEBDUKS
WHY: ilalangdraivzwamlansssadn liggulan
HOW:
* 3z gap NN
*  JAIILHKINUIII gap ‘If%(whﬁa)zﬁﬂsz‘[ﬂﬁ%ﬂ%msﬁ'@um)
*  WHAT fanumzatigls
*  WHERE 1Aadwiilnu
* WHEN inls
*  WHO nuitagngale ﬁ'm%’mﬁﬁﬁﬂa:&l‘lﬂ

45




DEFINE: Point-of-View Madlib

WHY: vil4n13329 actionable problem statement

HOW:
o Ixnaanaluwansmii %’ o
*  [USER] 129n13719% [USER’S NEED] 1389910 [SUKFKISING
INSIGHT]

POV: Harried mother of three, rushing through the airport only to wait
hours at the gate, needs to entertain her playful children because
“annoying little brats” only irritate already frustrated fellow passengers.

. = U U1 =\ = U = aA
-Care giver A adauanilIBAALALY ABINITNILAUAAMAINEIA
WDIAHLDIA L mezﬁ'\aﬁaa@luaé’ﬂmﬁﬂmqm%
'Y 6 d! Y o v o o 1 [~
BnAnEuNNglnib aasnissnenuazliauneiilsadng 9 1w

i [~ .V Y
L‘ﬁ:a\‘ifﬂﬁlﬂLﬂ%ﬂ')']ﬁdﬂ'\ﬂﬁ')ﬂ?laﬂﬂiaﬂﬂi'l




l\i‘ﬂﬂ'l‘iﬂﬂﬂil\]‘!lﬂ'lﬂlaﬂ
o
nadauvumnatuag
o as
NATAURAYLIDINIDNANU
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MMuwALLNYNNY (Develop an Aim Statement)

Y

Y o Yo ®
131fasn1svnazlsvase
o =3 v 1 cg o ? cg v :.i
M ladsnasni1sad1en (aavi lagruansy g assanlaitwanafinala)
o ® U [~f 1 a A &
adNdISantandnadiels (@asunanHwnlnidssIn)
o o ® 1
wInaNNd S laatels

‘L Make your goal specific and narrow 0‘1
E speCIfIC for more effective planning % aztl
7A
Make sure your goal and progress L 1
m Measu ra ble are measurable /\,\/\/ NI
A h - bl Make sure you can reasonably accomplish r ‘I 22
c leva e your goal within a certain time frame . uiiq 2
v I should align with I \/ R 1
‘'our goal should align with your values s
Re I eva nt and long-term objectives / 7 ‘n’] ‘n’] ﬂ
Set a realistic but ambiti d date to clarif @ a
. et a realistic but ambitious end date to clarify ‘l
T TI me = ba SEd task prioritization and increase motivation - LN a ﬂ

‘indeed

v

un.ayial angdna HNTININAIINUUILIBINNWEDIUNENLIN (13 NUAWUT 2567)




N1INRHBA L‘ﬂ']‘lr‘i&l'lﬁl

i - Example 1: Aim Statement
Essential Components of an Aim Statement ol g Ralllfd il )

Reduce the number of families with children who are facing eviction

" o . .
e What? State the focus of your improvement effort. from 15% to 5% in the Springfield community by June 2018.

* How good? Declare a Numerical Goal for outcomes; ambitious

but achievable. What? How Much? By When?
For Whom? Where?

* By when? Specify the timeframe.

* For whom? Name the customers or population of focus.

Primary persons to receive benefit? Example 2: Aim statement
* Where? Define the process or system you want to improve What
is the scope? Boundaries? Starts/Stops? To reduce central line infections

by 30% within 12 months in the

.531‘! lﬁ’lﬁ&l']ﬂ‘lﬁlﬂ‘l!‘]zﬁnzﬁl 3 Pediatric Intensive Care Unit

v Q = AI = |
(1) Qﬂt%%ﬂadﬂ’liﬂiﬂﬂ?‘dﬂi)ﬁ)zvli %qu%saaﬂaﬂs What? How Much? By When?
For Whom? Where?

1 v éa & ¥ {
(2) ALLDILA LA HAANSNLTWAAAVNNAIANINIY

(3) aztaSaraals
4) lavozlasuilseland

(5) Vo ULIABITTUL/NSEUINNITNATUSUUS9




MrwaLi : 1hszazann

Criteria
U 6 °
Lo Action

Context . :
fond I ) Design Learning

Core Values Improve
Jnan

maldsnulassrnanaianislvinainiazls

wWragVaS0h L 5 D9 Raazls
e monitoring & feedback system ag9ls
' o A A A 1 o Y -~ .
EHRINING qmmmau‘lﬁ)Lwawmsmﬂ'\nmﬂmﬂu,ﬂv[ﬂ%ﬂamav[ﬂ% (milestone)
v Y v A o? dl U (%]
lmmaamsmaa&aazTimsaqﬂmﬂa%‘la%mwa%umsﬂsnu,mb

a v

uw.agﬁ"@uﬁ ANTANA ANTINNAIDLUILTDIANINIANBNEILG (23 Ju1AN 2566)

q




nnwaLil / 1619 : Outcome Framework

Long-term goals

|

Precondition 1.1

(Early Outcome 1.1)

Precondition 1 Precondition 2 Precondition 3
(Int.Outcome 1) (Int.Outcome 2) (Int.Outcome 3)
A
1 Intervention
|
Precondition 1.2 Precondition 1.3 .
Assumption

(Early Outcome 1.2) | (Early Outcome 1.3)

Indicator

v

uw.agf@uﬁ ANTANA ANTINNAIDLUILTDIANINIANBNEILG (23 Ju1AN 2566)




Shrink the Change

1 t:;' ¥ v A di n:
Tuza93uaw PDSA cycles azlananinigaiiianagaunisdaauuilag

[~ 1 {
WIALAN NHNAITNYILIN “dan1tdaawuias” (shrink the change)

dl [ 1 a QW ‘q' Q Y o @ 1
e lnadluddandanisla asaaasing

" VERP-N [~ p=| Y [~ (W 6
aaanagaulwianduwtfan Wiaogttnala

a [~ (W 6 [~ -V
aaanadayulwrandwdla1yt 1raastilnin
v a o o 'y R o o~ =<
AAANAFDU L IBTIINTT TARA DI LRI VBRI DR HILIT
CYRPN U <& Y U . ]
mﬂﬂﬂﬂaau‘l%gﬂwmwuﬂ ‘lwaaa‘l%gﬂw%mﬂqu
ﬁ"laﬂﬂﬂaau‘l%é’ﬂ'swﬁaﬂ@:u Glﬁ’aaﬂ%é’ﬂ'awﬁasm
v a o Y P P P
mﬂmﬂmaau‘l%qﬂmmmwum TR a0 B tILNBNRIDRHIAK




Typical PDSA Cycle Example

Adapted from IHI

/Al P
PDSA 4: Get ready for

implementation

Hnausauiannluifiialulenine

PDSA 3: Wide-scale test of change

N THEN ué’mmaauﬁmﬂﬁ’u’%ms 3 ABITNEI2

1 L | q'q (%]
@19 ) uazgﬂw nlanewslszrinInaInnaig

- - - =

PDSA 2: Follow-up Tests

ﬂ%’uﬂqmé’mﬂaauﬁué‘lﬁ’u‘%ms 2 A% Ltazé’ﬂm 16 A%

\S
Hunches, Theories, Ideas
Introduce written action plans

PDSA 1: Small Scale Test

[V U A U
nagaUNUAIALINIS 1 an wazdilg 1 an

53




Step 11
Test change ideas via PDSA cycles

Plan

+ Objective

* Predictions

« Plan to carry out the
cycie (who, what,
where and when)

« Plan for data collection

Conduct small tests of change using the PDSA concept on relevant (high
priority) change ideas. Start on a very small scale, for example one patient or
one staff member then progress to 3 patients, 5 patients etc. Implementation
of the new process cannot occur until the new process is highly reliable.

Four stages of a PDSA:
1. Plan your change:

What you are going to change?
What do you predict will happen?

L V.V | FOPR PR A P 2 |

MR UNAgaULLIAANISIUABULUAY (plan change idea tests)

10630/ Toyanagusuennnudiiaveinisvedeu ainedals asiutayaviseldes

1. wnRansdsuulas (change idea) flaznagay
2. PUIUTBUVDININAADU

3. IngUsEasAvRINITNAgeY
4, éqﬁ%gﬂmaau
5.
6
!
3
9

N1SANANISINANISNAZDU (AZLARDZLSTN)

. Q’Lﬁ'msﬁaaﬁumimaauLLazr;jU'ﬁzmumimaaU
. douNvnsvngeu

. afivinsvageu
 wuidesinliiaafudounismaasy

dxvaunauazlsung

Clinical Excellence Commission, NSW Health. 2021




Design Thinking : Mode Prototype

"Fe,

UiAruAnaanananglannieusn azlsnlanagluguuuunianin

WU NITAANTZATE post-it NHINTY, NANTTUUNUINEUUR, WUN,
89994, interface, storyboard

davindununwnazibiiaanudila Yrevdaanulivanu Wu
ANV TEUNUINUR LY weedynividagaualiumagey

=0




Design Thinking : Prototype to Test

WHY: i lwr L8l szaun1salny solution uaz react

HOW:

¢ Create low-resolution objects & scenario to probe question

. ﬁnmwaﬂaanmﬂﬁ";mgi'[anmﬂ%aﬂ azlsmﬁﬁagiugﬂLLuuﬂﬁﬂﬂﬂw 1B NIIAA
N92ANH post-it NE 1KY, NINTINUNUINENNG, Wik, §9VD9, interface, storyboard

Start building. LLﬁdwqmazaTavlmiLLuladwﬁﬁﬁTaﬁwazvliaglj' MINIRQUIBEN (N3zans 1Ny LRSFIVDINK L LDUID
A A A @ & A P o 'y PRy Y
A I UMTLINA!) mwmwamzmlmmnmﬂ@
1 % ] i Ui Q Q v v A =Y
Don’t spend too long on one prototype. Aag € aﬁavl,ﬂﬂauﬁqma:gﬁﬂgﬂwuﬂummmﬂ@@uLLuwsmmr]muvl,ﬂ
Build with the user in mind. Qmm‘“\m:maauazvhﬁu@%? qmm@m‘“\‘iwqﬁmimmﬂﬁu? N3N OUAIDINLARTT
ﬁ]:*’ﬁ’aﬂlﬁqmag:aLﬁfuvl,ﬂﬁﬂ'ﬁa%'mﬁml,uu LLazﬂj"Jﬂlﬁqmﬂﬁ%’uﬁﬁmﬁﬁﬂiﬂﬂmﬂwﬁmaumimaa‘u.

' o ' ] o & o
Identify a variable. Ii:qawzmaauaﬂinmmaz prototype b4 prototype nisnlTeaudanuanizlunig
Ny




Design Thinking : Mode Test

* Julamadu feed back 3n{lY “

* lasuvayawairluasne prototype Tusausialy

* ﬁﬂiﬁL%ﬂuiLﬁﬂaﬁUﬁﬂ%LLazLﬁﬂ unexpected insight
{Wun1snagauwas refine Point of View (POV) %38 actionable problem
statement : ([USER] #84n15719¢ [USER’S NEED] 189370 [SURPRISING INSIGHT]




Design Thinking : Testing with Users

WHY: tiWa5U feedback &§1%3UWIHN refine solution LLag gain more empathy

v dld dl Q/ 1 .
lnszuannsnansuanilfsunie tN9guNIaunay (deliberate procedure) lunnasay
- U U v %7 6 @

1. Let your user experience the prototype. 1w@ﬁﬂamwaﬂszaummmu prototype Show
don't tell. ¥ prototype lailavatrlfuazlidaya just the minimum context iwaaz ldidladndas
Yinazls. Don't explain your thinking or reasoning for your prototype.

- . 1 6 1

2. Have them talk through their experience. Tawanwnuantadszaunisotuasnnias. 1
114731 “Tell me what you are thinking as you are doing this.”

3. Actively observe. d31naad1993999. haiwinanlimngmlildedsls ldfaadnels a
aawidn loasud. Don’t immediately “correct” what your user tester is doing.

. - a P o o @ A o ] 1 Aa . A
4. Follow up with questions. aAnaAIIAIBAIAIN. RIATUNN uwﬂﬁmﬂumumquwmmi

nagay. "uaadliaugnianinvinludenng [l4lle] dmniugu” "amdisialiauiaiugald lny

dwﬁaﬁﬁﬂﬁqmﬁ’ﬁﬂamﬂi" "vi 2"




Trademark of Agile Organization

Trademark Organizational-agility practices’

A A 1o 3 Strategy Morth Star embodied N * Shared purpose and vision

ATILKRKAN EIG a %l,(nqad AN across the organization |= : = Sensing and seizing opportunities
= > | —_—
NIQT‘I’]&LLR&‘H?W ENNININNIY * Flexible resource allocation
* Actionable strategic guidance
= oF a v Vo = iyt Structure Network of * Clear, flat structure
1AT8U18VBINNN IATUNSLEITUNAS ampowered] tasms S P
°l|8LWUG@?W&I%@L%%I%QW%’]%%%’W] Nﬂ%ﬁ] ﬂNLY] @LLaﬂ% o * Hands-on governance

LaZNH mﬂmauwmmam@ FINDUNARNETL Ao * Robust communities of practice

* Active partnerships and ecosystem
* Open physical and virtual environmer
* Fit-for-purpose accountable cells

49 3aﬂﬂﬂ‘§ﬁﬂa%6lﬂ l,l,awl,%gu%ﬁ‘sqmg%") Process Rapid decision and ATAY * Rapid iteration and experimentation
learning cycles _'r = Standardized ways of working

gausuANY I uL ke R maaamnaﬂm 9 I%Lﬂ‘ﬂa(ﬂ ' « Performance orlentation

LLN“’VLG]NEW]E’(@] * Infarmation transparency

* Continuous learning

* Action-oriented decision making

NUATONE 837% Y]N‘ﬂ(ﬂﬂ’]i@]%l,é]\‘i i’)&lﬂ%UWiE}&l@‘ﬂ

H (~1 -V [V
mmu,aﬂwﬁLﬂ%wmmtavﬂaﬂlﬂ‘lum

People Dynamic people __:'_"; ] * Cohesive community
E%’]Lﬁi&lWﬂx‘]Uﬂﬂ’]ﬂﬂViw full ownership Lmaumm model that (9 * Shared and servant leadership

ignites passion ST

mminmumaaumﬂmmma”mmﬂu * Entrepreneurial drive

* Hole mobility

=8 -y Technolc Next-generation * Evolving technology architecture,
walnladiiaay el 9 ing technology architecture,

. . enabling technology L o systems, and tools
e luladidwaaTaunaztduliwyadaIanItneg e * Next-generation technology

, , o , - development and delivery practices
ﬂﬂ@]ﬂﬂﬂﬁﬂﬂ&ﬂ%lﬂz@]ﬂﬂﬁ%ﬂdﬂ?’]&l@]ﬂx‘iﬂ’]iﬂ&ﬂ@i?@]Li'J

Source: McKinsey & Company
uw.agi’wﬁ ANTANA (15 NINYIAN 2564) “High Performance Enterprise-COVID19” n313e 103 11MIWeNLNS AUUNNLARASITINGILR

a9




Agile Mindset

Chaos
labeled as "Agile"

Just bad

More Agile Traditional
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U o = |
dawrinawlafngs...
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A3 NHNAGN TN LT NS LaLeng

V] VR~
nsNoIdannastils...
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A A a =
Wadnganssalaa...
d‘ ddi v o [ VW)
LNaNIS0IN I IRT AL, ..

Landa...
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@ a 1 YA Yo FVIIPN o =R U A U
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o a 1 a 6 U
mm%a‘lﬁ’gﬂﬁ"\wmimma e ) ALAINICHAITNNA DY mmazlﬁ &b spec

35n15nlan1an e F9nrnadsaulasenis
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THiRasaznannay
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Product Backlog T
A A 6
Scrum ADAAAVDINWIN
Product i (1111%1) 11
Tasun13amanau
anasranlaaluauua
A29TWITNANDDLNYEH 9
DIANANILUAEAIN
ABINITVDING NDIINE
(<

@@ Product Backlog 11l
LHINSNIILD I
Requirement
Specification T3y

P o 1 ® A 1
Tnaifidn 312 152 Sandn
LAZARDIAINILAN

Agile: Scrum Framework

The Agile: Scrum Framework at a glance

..n‘H“

Inputs from Executives, ™ v
Team, Stakeholders, Burndown/up
Customers, Users m Charts
Scrum ~ Daily Scrum |
Master Meeting
Every e
wve 24 Hours e o
m L i
1-4 Week :
Product Owner The Team Sprint Sprint Review
; Team selects A1 Task < P ®
starting at top Breakout " m
Ranked - : /
il [ | il | [
5 'sf:a?s:;esd: t0 deliver by Sprint Sprint end date and Finished Work
6 oc e ; P team deliverable
stories, ... end of Sprint d h
7 P Backlog o not change ® ©
8 Sprint
Product Planning -
Backlog Meeting oS | alr AGILE
g e B o il For ALl Sprint

Retrospective

A o &l . & v &
1. Product backlog AaN13N1UaIANIIUIIN requirement MIRNAVBIZNAINIKNA

(<
Daily Scrum Meeting — t1l%
A5 Daily Meeting aitiin 15

=} Q > U

wifilagaznani 3 ¥z
* ianwinazlsluiine 2
* wibazrinazls 2
* watlymazlstinelwas
N9 ?

2. Sprint backlog AaN137INUaIANIIVIIA task VaJ iteration 11 ) NG90 (5117911 Sprint Bnin task 13 9 4197110 Product backlog

3. Sprint Ad N3N NIRRT (iteration development )11%!,?1@ working software ANNN

4. N <) 24 73 32111 daily scrum Aan13711 stand-up meeting W1 Sprint backlog 85u1831 Tasviazlsine waz v ludslwuuan

o . > =~ Y 1 4“1 L a .
5. 9N Sprint nne) 30 2% 1390 31V BYNIINULAATINAMNNLURNICHAN IWLNA working software
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