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Value-based Health Care

wW.auwIal ANTana
ANTIAINA TN WILIOIN RN INIFDTUNITLS
UseanITINITENINLATAWIIWAIWINITWEILUA (University Hospital Nursing Director Consortium)
“Nursing Quality Coach for Sustainable Nursing Quality”
o MY TETUNYREIATI pATladunNIADIaY 5% 12 lewenu1aTaa NN
12 WOAINNEW 2562 8.15-9.45 .






1 a { 0 o 6 b
amarfassnaany ddszlas auarslasy

Value = the regard that something is held to deserve;
the importance, worth, or usefulness of something
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The Elements of Value Pyramid

Products and services deliver fundamental elements of value that address four kinds of needs:
functional, emotional, life changing, and social impact. In general, the more elements provided,
the greater customers’ loyalty and the higher the company’s sustained revenue growth.
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Better health, better care, better value

Integrated
Care
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u%ﬂﬂ‘sqwﬂ’]wﬁflﬂlmd’l (Value-based Healthcare)
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Better Health Better Care

anuduidavavatia Technical excellence mj”"ﬂu"ﬁﬁﬁ"f’-’%ﬂ'ﬁ Service excellence
TenuUszasesnumain Clinical objective Agmqg'i:mﬂmuﬁmu Social objective

ARrNuwsnzaN Appropriateness AemuTugudnan People-centeredness

A6Us:anawa Effectiveness Ussaumasedwasgthe Patient experience

fifimnuUasasy Safety AdmaTusssu Equity

Lower Cost

Better Value
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Diagnostic
Medication
Procedure
Visit/Hospitalization

Workflow/patient flow
Workforce/talent

Non-value added process

Queue/Waiting time

Communication failure
Information loss

Duplication of work
Repeat work
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Root Cause Analysis
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Triple Value Healthcare (UK)
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Personalized value: dagulavuiugiuvesdeyaisinmsnidudatiunange sumnu
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LN TUANIINNIN NI bIUIAFTI (micro-economic objective)
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Lﬁ@@lmmgdﬁg@ﬂmﬂﬁmﬂﬂ@ £1394 (macro-economic objective)
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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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ﬁ'lvlauéfaa Value-based Healthcare

« Evidence-based medicine + Retail clinics / urgent care
« Safety/eliminating errors + Programs to address high cost areas
» Prior authorization (e.g. readmissions, post acute)
= Ao « Patients as paying customers + Mergers and consolidation
Incremental solutions AINANITNUNINA + Electronic medical records + Personalized medicine
ﬁﬂ\‘i restructure sz‘uuu‘%msammw + “Lean” process improvements + Population health
! « Care coordinators + Analytics and big data (IBM Watson)
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Principles of Value-Based Healthcare Delivery
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The overarching goal in health care must be value for patients,
not access, cost containment, convenience, or customer service

Michael E. Porter



dan13AMAN (Value Equation)
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Clinical Outcome + Functional Outcome + Experience/Perception + Equity

Value

Harm + Unethical Issues + Waste + Resources Use ﬂ\
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Resources: people, time, facility, equipment,
dlagn05|s drug, other resources
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Action steps Description

. Lay the -Joint stakeholder objectives, shared vision and transparent A319ANIINAD IR WAITIN ARSI
e~ foundation for collaboration A A
TNABITW introducing -Consideration of all dimensions of VBC before the introduction of WIITWIVNAAVDI VBC

VBC initiatives value-based procurement in an organisation

Agree on

objectives

AnaILNBN for all three

dimensions of
VBC

VETE
Based

of Value
Based Care

Care
Journey

Define
o A activities to
RV RO R Ert VR 3 )operationalise
the objectives
of VBC

. «Innovative technologies (health IT, patient services & solution 1’1? innovative technologies v IT
‘1 1o Design catalysts innovation) 4 @
GIZRISN I 4 ) to enable . PUbIE policy: incantives wlgungasismeiiiduusogils

*Required real world evidence tracking and reporting systems ‘sznu‘swmmtazammu

https://wwwZ.deloitte.com/ch/en/pages/lite-sciences-and-healthcare/articles/groundwork-tor-value-bpased-healthcare.html




High-value Healthcare & Health System Goals (STEEEP)

1% STEEEP n1e9tiln Ltﬁ’qﬁm%ﬂﬁ'ﬁmﬁmﬁﬂ@] 154910 small

I [~ . d o
dots INNHWHIYIW TN big dots \NadI19 engagement Nu
HU3%19uas Board

A widely accepted approach to
defining what constitutes high-value
health care is the National Academy of
Medicine’s (NAM) six health system
goals. Health care should be:

e S safe
ala | o T:timely
e E: effective
aan | o E: efficient
e E equitable
9°% | e P: patient-centered

Start with the Little

7 &
/ OO0

Departments, and
Services Lines O O
Sr. VPs & VPs

Board &
CEO

\ Patient & the provider of care

5
=,

Adapted from Posencheg M, Steinfield R. Millstones
in the Quality Measurement Journey. [HI,
09/10/2015.

Clinical Units

End with the Big Dots

AMA Health Systems Science Learning Series

Health Catalyst




Vintura’s Value Based Heathcare Growth Track

UIwIN13 patient pathway
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Patient pathway
all care
organisations

USHIN13 patient pathway N1

Patient pathway
multiple care
organisations

AW NLIUIA DY §) (multiple HCOs)

internal

YIHIMY patient pathway i 3N

Patient pathway

o

Volume

A ABATIN

Separate
interventions

Medical Patient
outcomes outcomes

© Vintura . ContROL
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https://www.vintura.com/value-based-healthcare/implement-value-based-healthcare/



Combined Patient Journey Map & Service Blueprint

< - RN IES TH—

Expected Outcomes
of
Each Process

Patient’s
Action

Patient’s
Pain Points

meTumiogam

- MEHA N I Vi3

| \ Process #2 Process 3 Process #8 Process #9

Process Performance

ULTIMATE OUTCOMES

Desirable patient’s experiences

for
the whole journey (i.e. Patient-
Expenence Measures

: Reported (PREVE),
. PPatient Reported Outcome Measures (PROVE)) ]

Desirable

 PREM/PROM

Provider’s

Pain Points

: Desirable
Clinical Outcome

Cost Drivers

Key cost drivers along the dinical
pathway
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Alad1vIASaviIJodIKSU care redesign/integration of value chain (patient journey)

1. Measurement and Feedback Tools (To evaluate
performance, patient outcomes, and guide
improvements):

* Patient-Reported Outcome Measures (PROMs)

» Patient-Reported Experience Measures (PREMs)
* Clinical Outcome Tracking Dashboards

* (Care Quality Benchmarking Tools

« Utilization and Variation Analytics

* Patient Satisfaction Surveys

2. Clinical Pathway Management Tools (To
standardize best-practice workflows across the
patient journey):

* C(Clinical Pathway Design

* Standard Operating Procedures (SOPs)

* Checklists and Order Sets

* Clinical Decision Support Systems (CDSS)

* Prehabilitation/Rehabilitation Programs

3. Patient Engagement and Self-Management
Tools (To activate and support patients in
managing their care):

* Personalized Patient Education Platforms

* Interactive Treatment Plans via Apps

« Digital Consent and Shared Decision Aids

« Symptom Tracking and Reminders

« Community Health Worker Programs

4. Care Coordination & Integration Tools (To
promote continuity and integration across
providers, settings, and time):

* Integrated Practice Units (IPUs)

* Multidisciplinary Teams (MDTs)

« (Care Navigators / Case Managers

« Shared Care Plans

* Transition-of-Care Protocols

« Referral Management Systems
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dlad1viASaviJad1KsSuU care redesign/integration of value chain (patient journey)

5. Health Information and Digital Communication 6. Financial Alignment & Incentives Tools (To align

Tools (To enable real-time information sharing, provider behavior with value-based goals):
documentation, and remote communication): * Bundled Payment Models

» Shared Electronic Health Records (EHRs) » (apitated Payment with Quality Bonuses
* Health Information Exchanges (HIEs) * Pay-for-Performance Schemes

* Telemedicine Platforms * Shared Savings Programs

*  Remote Monitoring Devices * Value-Based Purchasing Metrics

* Patient Portals / Mobile Health Apps
* Secure Messaging Systems
7. Governance & Organizational Change Management
Tools (To support redesign processes, governance
structures, and transformation leadership):
* Redesign Workshops and Process Mapping Tools
* Value Improvement Committees
* Learning Health System Frameworks
* Policy and Incentive Alignment Plans
* Stakeholder Engagement Strategies

IF.AT. DN VT ﬁ‘szzw”ufﬁ( ATUCLLNNEEN a@ﬁia‘w BNUNATINITLA







Strategic Agenda \Wa&319 Value-based Health Care Delivery

Integrated People-Centered Healthcare

1
Organize into

Integrated
Practice
Units (IPUs)
5 2
Expand Measure
Equity W sl Attempt to Improve Outcome

Reach -
eac SEUAE LYY and Reduce Cost

s 3
. Integrate Bundied
Macro-efficiency Care Payments Bundle Payment for Care Cycle

Delivery

Systems for Care

Cycles

6 Build an Integrated Information Technology Platform

wn.ayiat gnudna (20 Agusn 2567) uanunNEaN Strategic Agenda a3 Michael E. Porter



Agenda 1 Care Integration Design

o A 1 . .. [~ o o?
ﬁ]ﬂuiﬂ'ﬁ‘[ﬂﬂ%ﬂ@@mm medical condition Liwa 619
. g @ c ¢ U

* medical condition) liluzazasan1In1TainnIsuNNEuaseilg

H H W) -V 6 o -V -V H

ANYIVDITNNWE N u,azmﬂé'fsums@ua %am&mzﬁyﬁm'\ms
o f‘i'm%ﬂmnaga\mawaaé’ﬂw
* LAYIVDINUAIVILAZLINITNINN IR

q? (~1 1 1

auaAsu full cycle of care FAUNINILR V8T INURZANIZUNING D
mtafﬂﬂﬁuaw%m%wﬁvjum LAZIINNINUNBENAS

[]
=

NN LANIENAN TN

D e

¢

A [~ QYo @
NN care manager Lﬂ%gﬂ’mug}ua

)]

Q

- ] ”
AN13IAM outcome, cost, process, patient experience lagld common

)]

platform

Source: Michael E. Porter

ATAAISULUINITHIW
Integrated Practice Units
(IPUs) lasgintananing
%%an&jamaaamfazﬁ
ANNWDNW A9 TN
ANBWSLALING LAzl
NIZUIBNITAUS

ARIY N



Y <
Integrated Care MaddNg Care-coordination Uag Integration

High o mammmfmwwiwmsﬂLtfﬂ,u‘nﬂ key setting
o °l°zmu1nns'amﬁuafawuwm joint practice
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Moderate

User need
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Linkage === Coordination -—) Integration

Level of integration
A movement for change Source: adapted from Leutz 1999 in Nolte & McKee (2008



Agenda 2 3n Outcome & Cost lwi1la8mn2

Patient
Experience/
Engagement

| Adherence

T

Conditions, - Processes - Indicators
Risk Factors

EH A E]

Protocols/Guidelines E.g., PSA,
1 Gleason score,
surgical margin
Without outcomes
struct measurement, the value of
s measuring other quality
dimensions is greatly
diminished
E.g., Staff
certification,

facilities standards

Source: Michael E. Porter




Agenda 2 Measure Outcome & Cost for Every Patient

WANNITANRITUNITINAKN (cost)
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N1311A213L21 19 cost A9 map care process

Mapping Resource Utilization
MD Anderson Cancer Center — New Patient Visit

Plan of Care Plan of Care
Reagistration and Verification Intake Clinician Visit Discussion Scheduling
Receptionist, Patient Access Murse, MD, mid-level provider, medical RN/LVN, MD, mid- Patient Service
Specialist, Interpreter Receptionist assistant, patient service level provider, patient Coordinator
coordinator, RN senvice coordinator
Palient i iant Initiate: patient Rewiew plan of
T tion atont; e 5 Scheduls tesis
_l I i ; as lb‘:\t‘ ame; Discuss plan of c’f:r‘“'"::?::' ana mmumz
Apanwore; pla 3 e ] i :
arrval B 5 sentin onnquctapwscal = schedulz;f{‘rretllm :ld"CdUleWWﬁh
P -~ % 50
| e |4 w r 5
o - i ) .
Irv relor N n i
ks meedad? Laryngoscopy _ M pla
ROPT % < 10 pa ch ched Eﬂ;r 1;‘%
a ?
L
-
Pt discharged

O Time (minutes)

Source: HBS, MD Anderson Cancer Center el ‘Copyight 2013 © Professar Michae! - Forier

Source: Michael E. Porter



Bundled
Fee for reimbursement Global
service for medical capitation
conditions

Bundled Price

A single price covering the full care cycle for an acute
medical condition

Time-based reimbursement for overall care of a chronic
condition

Time-based reimbursement for primary/preventive care for
a defined patient segment

Michael Porter, 2012




Agenda 4 Hiﬂmﬂ'ﬁizuuwﬁiﬁu‘%ﬂ'ﬁ (Macro-efficiency)
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Michael Porter, 2012



5. Expanding Across Geography

DR . Equity)
The Cleveland Clinic Affiliate Practices —
1 ) ; Rochester General Hospital, ‘P}Y ‘
\ b Cardiac Surgery
Chester County Hospital, PA
Cardiac Surgery

e : T )
ﬁwewo CLINIC <,~
Central DuPage Hospital, IL - £ ' '
Cardiac Surgery
| )
Pikeville Medical Center, KY \
Cardiac Surgery R
l L T
Cape Fear Valley Medical Center, NC - /
Cardiac Surgery

|
McLeod Heart & Vascular Institute, SC
Cardiac Surgery
]
P Cleveland Clinic Florida Weston, FL )
—

Cardiac Surgery
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6. Building an Enabling Information Technology Platform

Utilize information technology to enable restructuring of care delivery
and measuring results, rather than treating it as a solution itself

« Common data definitions
« Combine all types of data (e.g. notes, images) for each patient
« Data encompasses the full care cycle, including care by referring entities

» Allow access and communication among all involved parties, including
with patients

« Templates for medical conditions to enhance the user interface
« “Structured” data vs. free text

+ Architecture that allows easy extraction of outcome measures, process
measures, and activity-based cost measures for each patient and
medical condition

* Interoperability standards enabling communication among different
provider (and payor) organizations

Michael Pgrter, 2012
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Improve Value for Patients Through Improvement Cycle

Policy

. 2 13an33INN% « Enablers
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based feedback o Yewy organization
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. _ sl 1 Wawimelwasdng 2amings llr] Payments
high-quality and best

care and a > practices
fot<:: cahed Define new & Ralicy
outcomes Y 1
3 wasannazlilsela

standards and care
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1. 321 health value problem (Jayvinam@1gan1n) 4. 2aNUUUNIIBANLNBIANTT 6. I3UUIINFINLNAVUUAL "
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o Identify a health value problem o o 6 o

for a specific population segment Understand the Design Develop a Learn from

solutions to workplan and findings and
address these implement the scale up in the

root causes solutions health system

root causes of
Mobilize stakeholders across the the problem

system to address the problem

P 2P= I | 7 | o v v o o 1 a wA
2. Szﬂmg‘&ﬁ'}%lﬂﬂ?%lﬁﬂal% 3. ‘YI'Iﬂ'J’lNL?I']GIQ(ﬂ%(ﬂEl‘IIENﬂﬂJUﬁ'I 5. ‘YI'ILLN%LLE\&%']‘WNElﬂﬂlﬂ%ﬁﬂ'l‘iﬂgﬂ@l
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Source: World Economic Forum’s Value in Healthcare Project



21l 1 521 health value problem &% 3unaasznINIIBNIL

This step should be conducted in parallel with ensuring broad
support for the initiative (Step 2.1)

By the end of this « A problem statement that identifies low value for a specific population segment in the health system
step ithe initiative « Estimation of the size of that problem and the opportunity for improvement
h, ld h « A clear “case for change” developed with external stakeholders and used to convince stakeholders
shou ave... why this is an important problem

How long will this step take?

« The timeline for this step will vary - Stakeholders may quickly identify a
problem, or it may take several months to gain agreement, depending
on the scope of the problem to address and the degree to which
stakeholders already understand the problem

What are the roles of key players in this step?

« This step can be initiated by any key player in the health system aiming
to improve value for patients, but it is critical to develop a shared view
of the problem among key stakeholders

—— e ———— ————————————— ——————— ——————————— — —————————————————— ————————————————————————— —————— ———————————

. » Identify a specific population segment to focus on
Defne ths healin » Define the current level of value (in terms of outcomes and costs), and specifically

problem statement identify areas of low value

Detailed 0 ,
guidelin es valuate / validate » Review external benchmarks, internal variations in performance, research literature,

the opportunity for and other sources to determine whether there is an opportunity to improve value for
improvement this population segment

in this
section

» To convince other stakeholders to address this issue in a collaborative way, articulate
why there is a problem for a specific population, what are the opportunities for
improvement, and how these opportunities could be realized

Make a case for
change

51



Define the health
problem statement

°zl‘um 1.1 321 health problem statement
(s‘“‘uﬂaa\lﬂs‘“%ﬂﬂ‘s Lla‘”ﬂm‘iﬁ’]LﬂEl')ﬂ‘.IJﬂﬂbﬂ’]?llﬂdﬂ‘iﬂ’ﬁﬁ?llﬂ'lwsl%ﬂa&Iﬂi““’li']ﬂ‘s%)

ILlustrative examples of problem statements

Current level of value (or lack thereof) delivered
Population segment by the system
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Make a case for change

2911 1.3 IANLBNEI1IBB AN (make a case for change)
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Problem statement...
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Vision statement...
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It is critical to make significant progress on this step to achieve broad stakeholder buy-in for systems change before starting the initiative, and to keep

stakeholders engaged during the process. This will increase the likelihood that stakeholders stay engaged during the difficult work of systems change

By the end of this » A comprehensive set of stakeholders with the right level of expertise and authority to drive systems

R change
step, the initiative » Terms of reference with clear roles and responsibilities for all stakeholders
should have...

» Neutral project management to support the initiative

How long will this step take?

What are the roles of key players in this step?

+ Gathering the right group of stakeholders to participate in the initiative and selecting project » Taking a grassroots approach, the stakeholder / organization initially driving the
?i’]a_ge”;ﬁ”t V‘”ltl)l“kely take several months; This step can be conducted in parallel with initiative will have to identify other stakeholders to participate in the initiative
efining the problem r ; . . « S o o
« Defining roles and responsibilities should be done upfront and agreed to by all stakeholders S'takeholders nag) ee iesarunibed maansoRgeIng asts horthe unbiakive o adder cuer
before launching the initiative time

—— e ———— ————————————— ——————— —————— ————— — —————————————————— ———————————————————————————————— —————— ————

» Determine the key stakeholders needed to move the health system to a more value-
based approach (for the relevant population segment)

» Recruit key leaders from these organizations to support and participate in the
initiative
Detailed @ Defi l d » Set expectations for roles and deliverables

guidelines S L el  Ensure that there is a clear understanding of the approach for the initiative / how each

reS[;farE;Eg:’é1:fsfor stakeholder will contribute

Ensure broad
support for the
initiative

in this
section » Develop terms of reference (e.g. formal statement of roles) for all relevant groups

@ Select neutral » Identify a neutral organization that can provide project management for the initiative
project management - This organization should have project management and health systems expertise,
for the initiative and should be able to manage multi-stakeholder collaboration &4
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YAGCEA R RO ° A clear understanding of patient pain points along the patient journey, and how these contribute to
step the initiative the overall problem statement
)

hauldlh « List of root causes contributing to these pain points and the overall problem statement A prioritized
shou ave... list of which root causes to address with solutions

How long will this step take? What are the roles of key players in this step?

¢ 2-3 months

» The project management team should drive this activity and should gather input via interviews,
surveys, and workshop sessions from the Working Team, with additional research as needed

« The role of the project management team is not to make decisions for the Working Team, but
rather to aggregate inputs and facilitate a process so that the Working Team has a shared
understanding of the current state and can take decisions collectively

0 Understand the
patient journey and
pain points

D?tai!ed @ Determine the
guidelines health system root

in this causes of the
section broblem

@ Prioritize these
health system root
causes

» Interview patients, caretakers, and providers to understand the patients’ points along
the patient journey

» Supplement interviews with additional research to validate the key interview themes

» Interview patients and a broad spectrum of health system stakeholders (e.g. those
represented on the Working Team) to understand the health system root causes of
these pain points

» Supplement interviews with additional research to validate the key interview themes

» Conduct a survey with the Working Team to prioritize these root causes based on

importance and addressability 77



hun292naakikAan1311ANNT REIMAAKAS (root cause)

yasBanNTnnlval (overarching problem statement)

Description

o Defined at outset of initiative

» Describes a problem in terms of
patient outcomes and costs for a
specific population segment

Overarching problem statement

What patient pain
points directly
contribute to poor
value in the ‘ ‘ |

Example

Wilhalsasaseniszy fidnsn
ANSLARANIZUNINA DU
naaLd f.n'fi"fim%'m‘iun'as
(tﬂsﬂum 1AL wﬂwmums
TEDTT mnu’lusvuuau)

Describe more detailed problems
/ factors that contribute to the
overarching problem

» Often described from the
patient’'s perspective, using

system? .

uFIanlasun1sidasuas
usnuad Kiheninaclulanu
wnnepid a2 eydnaunina
AzdANTUNInAaUIULSY

What health qualitative and quantitative data

system root causes

 Describe the root causes driving
these contributing factors /
problem from a health system
perspective, using qualitative and
quantitative data

drive these pain
points? Why do
they exist?

Key message

Identifying root causes of the problem will allow the initiative to design targeted solutions that
address these root causes, rather than addressing more superficial challenges in the system

-riihaazeasidiunivinanin
l,wa"lﬂwuuwmuwmm'nhm
waludinlunisy
~laisinsve Talvinuwwne’
wiailasAunnzunsnaiau
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[llustrative
list of
questions to

consider
when
interviewing
patients

Patient has not

yet developed
condition condition

Understand the patient journey

211 3.1 11ANLDT R patient journey

L3 aALNALGaY
an'luu? vinviuaz'ls?

1 4‘ a‘ Qs Q/ Qs
LANLSAVIALNALANSIUSHUAWADY
Q. 1 A L2 74 a o Q/
fltavy NaUNATIasuN1sINAAUTIA

filfdunwusiussuugaainazlsiine

nauN15IUARUTIA?

Note that starting with one or two
very open-ended questions can help
the interviewee to feel comfortable,

and also allow them to spontaneously
raise the issues that are most
important to them

Patient at risk
/ develops

VU

Patient
diagnosed

T ———
vinaz'lsdaleasusnis
Jiada1sa? vin'lu?

HIU
u

6 4 (W)
UsedaunIsatNnINWILlasy

Patient

condition Ratient

experiences
complications

treated /
managed
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2w 3.1 AN 1D patient journey
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211 3.2 NTWIEHAAKADVBIT NN (root cause of the problem)
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Q Determine the root
causes of the problem

211 3.2 NAVIMIENUAAWABVBILT WA (root cause of the problem)
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Prinritize thece

211 3.3 IR NAVANNTIAYVDIFNAAAWAD (prioritization these root causes)

1 [~ 1 o o [~ Qa
wuva e 3 nan ananadaguazanadulllaluvnisaanis

Root causes rated on two dimensions...

ANF 1AL (importance): root cause Tl

ANEIANABIIANTITLNDITUUFDNINLEY
1 1 1 &
Aosa1n38 1ai? wiigil high, medium, low

...to create three groups based on priority

High priority root causes

aailwlille (addressability): azdaely

Q = dl Q/ / d”
NsnensNINN a9 latNadInN1SNY root cause #H?
U o & 1 '
Qﬂﬂiiﬂﬁﬂ’]ﬁd’ﬁﬂ%ﬂﬂ’ﬁl@ﬁﬂﬂaﬁﬂﬂiﬁ‘s')aﬂ%

o 1 1 [~
AMLYINIIWAI 1812 w19LTw high, medium, low

« Important and feasible to address
» Working Team will propose solutions to
address these

Medium root causes

« Somewhat important and/or somewhat
addressable

« Working Team may propose solutions that
opportunistically address these

Low priority root causes

« Either low importance of addressability
« Working Team will not propose solutions to
address these
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Prioritize these

root causes :

211 3.3 IR NAVANNTIAYVDITNAAAWAD (prioritization these root causes)

o (53 1 1 q 1 { A o @ [~ a a
lansdrsanuvinsasdiisinlagimiangisniadsadnanadiaguazanadulilalwzelsanm

Survey will allow participants to quantify the
importance and addressability of each root cause

ANF1AT (importance): root cause Tl

ANEIANABIIANITLNDIZUUFDNINLEY
1 1 1 &
Aosan38 1ai? wiiail high, medium, low

[~
aailnlule (addressability): azaasls
Q/ —~ dl Q QJ 49/
NINLINTNINLNLIIALNAIANITNL root cause #?

qﬂaﬁﬂﬁmmsnﬁ'ﬂmﬂﬁ’[ﬂﬂaa AnINIIN b

o 1 1 &
AMLYINIIWIAI 1812 wU9LTlw high, medium, low

Numbers 1-3 can be used to quantitatively score root

causes by Working Team members

Average survey results can be plotted on grid to
visualize relative importance and addressability of

each root cause

High X))
<y
3 DO RO R0
2 Med QY QY
: YDY Y
e
<
LX)
Low| & @ ©QQ
9 @
Low Medium High
Importance
@ High @ Medium @ Low
- priority priority - priority
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211 4 DBNUULNIIBBN (design solutions) LNBIANINUENAAAKAD

By the end of this « A list of agreed-to solutions that the stakeholders involved in the initiative will undertake to address

R the root causes of the problem
Stes%otqg Lﬂ;f/]eatlve e Buy-in from stakeholders to co-develop implementation roadmaps for solutions in the next phase of

the initiative

How long will this step take?

What are the roles of key players in this step?

e1-3 months » The project management team should drive this activity and should gather input via interviews,
surveys, and workshop sessions from the Working Team, with additional research as needed
« The role of the project management team is not to make decisions for the Working Team, but
rather to aggregate inputs and facilitate a process so that the Working Team can take decisions
collectively

: . » Develop a long list of potential solutions that would help address the health system
Brainstorm solutions

root causes identified in the previous step

to these problems
DN il e e e e e e e e e e e

« Use a collaborative process to select which solutions to adopt / implement
» Solutions can fall into one of two broad categories:
- Solutions that will result in direct improvements to patient outcomes

Select Priority - Solutions that focus on long-term strengthening of the system
solutions

guidelines [42)
in this
section
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[Lllustrative

Patients with a specific chronic disease experience high rates of complications and early mortality

problem (especially when compared to benchmarks from patients with the same diagnosis from other systems)

statement

] Q) v ' 12 ] A v Y & § v
Solution ﬂslwlmmungl‘ﬂ'mfﬂﬂma H Solution N&319AIMNLTNUDI IARIEUU T8
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Benchmarking, research, |NEGRN WWaLIa N8 UNRNHBITTULFUAIN UaL
and tools
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¥ A a4 A
T%Nawaamsﬂszm%mwa inform value-
based payments LLazaaN clinical
guidelines iy lnal

93



- 0 », N

A 4.1 zANENDINI9DAN (brainstorm solutions)

1 U 7= U 1 ¥ ()
agam%ﬂsmm‘lmﬂmym'\sm'ﬁmaaamd'm ‘) 1Nmaaﬂaaaqmmw

'Y A v v 'y CYE Y 1 Y
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o\ ni @ Ag dl Y o
guaag nBaIaingINUIaNITIUAswLLlassEUL anavas Priority health

@ "\ 1 & A 1 1 A {
daanadnuisnisin 9 azlainamsilfsuulasle 9 system root
- Long list of potential
q AW AN EINIINATA A solutions to address
81323 (explore): NIEABIRANFIVIINAIAIDTINAK ) SR
1 o : Yo o o A R e these root causes
0 1NN root cause LaazlIzian — ‘n’lv[mmmﬂmqwzm? Priority health
& o system root

4 ﬁﬂmznuﬁommmsnﬁ'mmsﬁ'uﬂtymfnﬁ?n@:u%azm

Solutions may address

individual root causes,

or cut across multiple

Priority health root causes
system root

aadsdsuiinInazlanisiansaly I5N6 ﬁqwﬁa lanINAa cause

azlsfivanasaanldlane?

Ag1gaan (diverge): IEANAIMNAA LR LANINNE q0 Tﬂﬂmlu

= = ~ a o
0 ) ﬂﬂi‘lﬂ&lﬂ'ﬂ&dﬂﬂﬁﬂ%?%ﬂd’]ﬂ g et e

Deprioritized
root causes not
addressed by
solutions

Working Team can develop long-list of solutions in
workshops / brainstorm solutions, online surveys, or
other collaborative formats

In-person meetings typically generate more productive
discussion, but may not always be feasible




& Select nrinritv calitinne !
< A P o w o w . . .
PN 4.2 Laanniaan@aiNaInUANNda1At (select priority solutions)

1dan solution NAmziINe Wz 111716

Criteria for assessing solutions:

Long list of potential solutions - Which solutions are organizations who are part of the
initiative willing to implement?

» Are there key themes that emerged across multiple ideas ?

- If many people recommended similar solutions, that

may indicate they are high-priority.
»  Which solutions seem most feasible?
« Which solutions focus on which enablers of a value-based
Assess and narrow list health system (informatics, benchmarking / research /
down using tools, payments, delivery org, policy)?
sollaborative - Picking a set of solutions that cover all enablers will
. ’ help keep a broad set of stakeholders engaged, and will
consultative process help ensure that the initiative focuses on root causes

that require collaboration across organizational siloes

Key message

, a_ A = ) Y
VEIRIGEN RIS El%"zgﬂ"zlaﬂ “recommended action” 611&

0 anduin 1]

¥ v ] ] ¢ A A Y
1ﬁ3~!0 LA solution BIIANIN Lﬂﬂ')"ll’ilﬂsl%‘[ﬂ‘iﬂﬂ'li

Finalized list of prioritized solutions
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Overlapping Parts

Share decision making
Engagement for patient care
Patient Reported Outcome

Patient Resources

Time, traveling cost
Opportunity cos

Lean & Seamless Flow

Hospital Resources

Clinical Resources

Rational Drug Use
Utilization Review
Clinical Economic
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Need &

Diagnostic ]
Expectation

Medication
Procedure
Visit/Hospitalization

Workflow/patient flow
Workforce/talent

Non-value added process

Queue/Waiting time

Communication failure
Information loss

N
Waste ¢ Evidence

Duplication of work Safety
Repeat work

(@)
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Rational
L. Drug Use
~Err Clinical
@' Decision Choosing
Wisely

Utilization
Management
Day
Surgery
Integrated
Practice Unit

Hospital Igita Patient
Health Flow

Financing
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ﬂé:uz 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 hamn, 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

]

/_/H =,

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

B e

Real-time demand & capacity Management process = " ““"_
e e T e R

—~

] [

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

in the ICUs lo decrease LOS
e e e — in madicalsurgical unils lo decreasa LOS

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

Hospital discharge process iiness erteria’ 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



10 Healthcare Quality Improvement Trends

=

8.

9.

Augmented Reality training: nsflnausuiladinatulafdnnarutanusanutduazonazanuiaianasy
Leverage data for healthcare: 12fisz1a2ianntayalunisIausn1sguaIn

. Patient-customer experience personallzatlon N’SWO]J’S”BI]JH'I’SNLQW'I‘”GYJN'IM’S‘]JN']J'JEI G]'JEIﬂ']’a"a"]J’a'LLE\]”

mavusuay patient preference finsdasnsiiilanine
Using wearable devices in healthcare: 12f wearable device TunsiAiutdaya AasuNaGAITUIAAW

fodeyanafiau aaauannszaslna (remote tracking)

. Hospitals using smart technology: 12 connectivity & automation -> comfort, efficiency, safety
. Artificial Intelligence and Internet of Things: Tilleygiseainguas IoT tRalvifiaugnsaguiuen

AU aaANddaunagInuivinglaiia anafanaie

. Big data and analytics transforming data into health outcome: 14 big data & analytics \Wail&eau

dayautidunadnsguain naransallagaauzisutivautfnAunadans ansunsndauntiullls
Interest in population health management: n1s3ansgun1niszanns Meseaulseannsnnlld ngu

)ihe 3a cohort of individuals
Technology will drive efficiency: Tatnatluladunduiadaulss&NiaInwar1an15NszUUNYIUINTARAA

care continuum wag automation

10.Personalized medicine: uniqgue need, genetic makeup, lifestyle -> pharmacogenomics -> access?

https://www.prometheusresearch.com/10-healthcare-quality-improvement-trends/




10 Strategies to Improve Clinical Efficiency

1. Optimize physician time

2. Eliminate paperwork

3. Simplify health information management
4. Eliminate data silos and care blind spots
5. Enable better care through patient portals

6. Streamline patient intake

7. Enable better care collaboration

8. Use clinician-centered EHR design

9. Choose the right technology partners

10. Measure performance continuously

A3l enterprise document management &
enterprise imaging wazthal¥unndansnsahiedoya
shed ld lefog Tuszuu EHR leinadu

\

ysaumsiflon luenanstudinuazawnsunugion Tu
EHR workflow cnuﬂumfsawmmmLaﬂmia(;ﬂ:um OF
Gzhaf[wLsmmLLaamemmamavlmwmu

sl enterprise document management system
(EDMS) waz intelligent document processing (IDP)
msaumaN entire medical record lifecycle

n1adl single interface Tunssumnumunwsadou
indoyaannunassing whilu platform idaru

nsled patient portal Walwethahdanosadounazna
ANSHTINNUADUVDIAULD AADAIULYTTOYANUNUILDU

https.//www.hyland.com/en/resources/articles/how-to-improve-efficiency-in-clinical-operation




10 Strategies to Improve Clinical Efficiency

1. Optimize physician time

2. Eliminate paperwork

3. Simplify health information management
4. Eliminate data silos and care blind spots
5. Enable better care through patient portals

6. Streamline patient intake

7. Enable better care collaboration

8. Use clinician-centered EHR design

9. Choose the right technology partners

10. Measure performance continuously
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For Hospitals, the Road to “Net Zero” Begins with
Reprocessing “Single-Use” Devices

Net Zero Begins with Extending the Life of “Single-Use” Medical

Devices

Hospitals that use FDA-cleared. reprocessed medicaldevicos reduce cost, wasto, and
They strengthen our SUpply chan too Findout how

In LINKEDIN { ¥ TWITTER " B NEWSLETTER ‘

SAFE INSTRUMENTS ...TOGETHER WE CAN Maliwan G.
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American Geriatrics Society
—

Geriatrics
A Healthcare
Professionals
Leading Change. mproving Care Tor Clder Adulis,

Ten Things Clinicians
and Patients Should Question

= Choosing
: Wisely

An imbative of the ABIM Foundation

Don’t recommend percutaneous feeding tubes in patients with
advanced dementia; instead offer oral assisted feeding.

Careful hand feeding for patients with severe dementia is at least as good as tube feeding for the outcomes of death, aspiration pneumaonia,
functional status and patient comfort. Food is the preferred nutrient. Tube feeding is associated with agitation, increased use of physical and
chemical restraints and worsening pressure ulcers.

Don’t use antipsychotics as the first choice to treat behavioral and
psychological symptoms of dementia.

People with dementia often exhibit aggression, resistance to care and other challenging or disruptive behaviors. In such instances, antipsychotic
medicines are often prescribed, but they provide limited and inconsistent benefits, while posing risks, including over sedation, cognitive worsening and
increased likelihood of falls, strokes and mortality. Use of these drugs in patients with dementia should be limited to cases where non-pharmacologic
measures have failed and patients pose an imminent threat to themselves or others. Identifying and addressing causes of behavior change can make
drug treatment unnecessary.




Avoid using medications other than metformin to achieve hemoglobin
A1lc <7.5% in most older adults; moderate control is generally better.

There is no evidence that using medications to achieve tight glycemic control in most older adults with type 2 diabetes is beneficial. Among
non-older adults, except for long-term reductions in myocardial infarction and mortality with metformin, using medications to achieve glycated
hemoglobin levels less than 7% is asseciated with harms, including higher mortality rates. Tight control has been consistently shown to produce
higher rates of hypoglycemia in older adults. Given the long time frame to achieve theorized microvascular benefits of tight control, glycemic
targets should reflect patient goals, health status and life expectancy. Reasonable glycemic targets would be 7.0 — 7.5% in healthy older adults
with long life expectancy, 7.5 — 8.0% in those with moderate comorbidity and a life expectancy <10 years, and 8.0 — 8.0% in those with multiple
morbidities and shorter life expectancy.

Don’t use benzodiazepines or other sedative-hypnotics in older adults
as first choice for insomnia, agitation or delirium.

Large-scale studies consistently show that the risk of motor vehicle accidents, falls and hip fractures leading to hospitalization and death can
more than double in older adults taking benzodiazepines and other sedative-hypnotics. Older patients, their caregivers and their providers
should recognize these potential harms when considering treatment strategies for insomnia, agitation or delirium. Use of benzodiazepines
should be reserved for alcohol withdrawal symptoms/delirium tremens or severe generalized anxiety disorder unresponsive to other therapies.

Don’t use antimicrobials to treat bacteriuria in older adults unless
specific urinary tract symptoms are present.

Cohort studies have found no adverse outcomes for older men or women associated with asymptomatic bacteriuria. Antimicrobial treatment studies
for asymptomatic bacteriuria in older adults demonstrate no benefits and show increased adverse antimicrobial effects. Consensus criteria has
been developed to characterize the specific clinical symptoms that, when associated with bacteriuria, define urinary tract infection. Screening

for and treatment of asymptomatic bacteriuria is recommended before urologic procedures for which mucosal bleeding is anticipated.




Don’t prescribe cholinesterase inhibitors for dementia without
periodic assessment for perceived cognitive benefits and adverse

gastrointestinal effects.

Although some randomized control trials suggest that cholinesterase inhibitors may improve cognitive testing results, it is unclear whether these changes
are clinically meaningful. It is uncertain whether these medicines delay institutionalization, improve quality of life or lessen caregiver burden. No studies
have investigated benefits beyond a year nor darified the risks and benefits of long-term therapy. Clinicians, patients and their caregivers should discuss
treatment goals of practical value that can be easily assessed and the nature and likelihood of adverse effects before beginning a trial of Cholinesterase
inhibitors. If the desired effects (including stabilization of cognition) are not perceived within 12 weeks or so, the inhibitors should be discontinued.

Don’t recommend screening for breast, colorectal, prostate or lung
cancer without considering life expectancy and the risks of testing,

overdiagnosis and overtreatment.

Cancer screening is associated with short-term risks, including complications from testing, overdiagnosis and treatment of tumors that would not
have led to symptoms. For prostate cancer, 1,055 older men would need to be screened and 37 would need fo be freated to avoid one death in 11
years. For breast and colorectal cancer, 1,000 older adults would need to be screened to prevent one death in 10 years. For lung cancer, much of the
evidence for benefit from low dose CT screening for smokers is from healthier, younger patients under age 65. Further, although screening 1,000
persons would avoid four lung cancer deaths in six years, 273 persons would have an abnormal result requiring 36 to get an invasive procedure with
eight persons suffering complications.

Avoid using prescription appetite stimulants or high-calorie supplements
for treatment of anorexia or cachexia in older adults; instead, optimize
social supports, discontinue medications that may interfere with eating,
provide appealing food and feeding assistance, and clarify patient goals
and expectations.

Unintentional weight loss is a common problem for medically ill or frail elderly. Although high-calorie supplements increase weight in older people, there is
no evidence that they affect other important clinical cutcomes, such as quality of life, mood, functional status or survival. Use of megestrol acetate results
in minimal improvements in appetite and weight gain, no improvement in quality of life or survival, and increased risk of thrombotic events, fluid retention
and death. In patients who take megestrol acetate, one in 12 will have an increase in weight and one in 23 will have an adverse event leading to death. The
2012 AGS Beers oriteria lists megestrol acetate and cyproheptadine as medications to avoid in older adults. Systematic reviews of cannabinoids, dietary
polyunsaturated fatty acids (DHA and EPA), thalidomide and anabolic steroids have not identified adequate evidence for the efficacy and safety of these
agents for weight gain. Mirtazapine is likely to cause weight gain or increased appetite when used to treat depression, but there is little evidence to
support its use to promote appetite and weight gain in the absence of depression.



Don’t prescribe a medication without conducting a drug regimen review.

Older patients disproportionately use more prescription and non-prescription drugs than other populations, increasing the risk for side effects and
inappropriate prescribing. Polypharmacy may lead to diminished adherence, adverse drug reactions and increased risk of cognitive impairment, falls
and functional decline. Medication review identifies high-risk medications, drug interactions and those continued beyond their indication. Additionally,
medication review elucidates unnecessary medications and underuse of medications, and may reduce medication burden. Annual review of
medications is an indicator for quality prescribing in vulnerable elderly:.

Don’t use physical restraints to manage behavioral symptoms of
hospitalized older adults with delirium.

Persons with deliium may display behaviors that risk injury or interference with treatment. There is little evidence to support the effectiveness of physical
restraints in these situations. Physical restraints can lead to serious injury or death and may worsen agitation and delirium. Effective alternatives include
strategies to prevent and treat delirium, identification and management of conditions causing patient discomfort, environmental modifications to promote
orientation and effective sleep-wake cycles, frequent family contact and supportive interaction with staff. Nursing educational initiatives and innovative
models of practice have been shown to be effective in implementing a restraint-free approach to patients with delirium. This approach includes continuous
observation; trying re-orientation once, and if not effective, not continuing; observing behavior to obtain dues about patients’ needs; discontinuing and/or
hiding unnecessary medical monitoring devices or IVs; and avoiding shori-term memory questions to limit patient agitation. Pharmacological interventions
are occasionally utilized after evaluation by a medical provider at the bedside, if a patient presents harm to him or herself or others. If physical
restraints are used, they should only be used as a last resort, in the least-restrictive manner, and for the shortest possible time.



Don’t let older adults lie in bed or only get up to a chair during their
hospital stay.

Up to 65% of older adults who are independent in their ability to walk will lose their ability to walk during a hospital stay. Walking during the hospital

2 stay is critical for maintaining functional ability in older adults. Loss of walking independence increases the length of hospital stay, the need for
rehabilitation services, new nursing home placement, risk for falls both during and after discharge from the hospital, places higher demands on
caregivers and increases the risk of death for older adults. Bed rest or limited walking (only sitting up in a chair) during a hospital stay causes
deconditioning and is one of the primary factors for loss of walking independence in hospitalized older adults. Older adults who walk during their
hospital stay are able to walk farther by discharge, are discharged from the hospital sooner, have improvement in their ability to independently
perform basic activities of daily living, and have a faster recovery rate after surgery.

Don’t use physical restraints with an older hospitalized patient.

Restraints cause more problems than they solve, including serious complications and even death. Physical restraints are most often applied when

behavioral expressions of distress and/or a change in medical status occur. These situations require immediate assessment and attention, not restraint.
3 Safe, quality care without restraints can be achieved when multidisciplinary teams and/or geriatric nurse experts help staff anticipate, identify and
address problems; family members or other caregivers are consulted about the patient’s usual routine, behavior and care; systematic observation
and assessment measures and early discontinuation of invasive treatment devices are implemented; staff are educated about restraints and the
organizational culture and structure support restraint-free care.

Don’t wake the patient for routine care unless the patient’s condition
or care specifically requires it.

Studies show sleep deprivation negatively affects breathing, circulation, immune status, hormonal function and metabolism. Sleep deprivation also
impacts the ability to perform physical activities and can lead to delirium, depression and other psychiatric impairments. Multiple environmental factors
affect a hospitalized person’s ability for normal sleep. Factors include noise, patient care activities and patient-related factors such as pain, medication
and co-existing health conditions.
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Medical Oncologists

Pharmacists

7] P\

HHC nurses ]
B
TE

Cancer registry

BEM
RFS, Ramathibodi Facilities Services

= History and
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= Evaluate and
staging
VIS Assess patients and
Pain family need
Symptoms score
= Assessment for
Port a cath

= Order chemo

o CEIP

Ward & OPD nurses
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ER
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Assessment for IPD in
C1 or not

Re-check order
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Transforming Care at Tan Tock Seng Hospital

Transforming Care @ TTSH
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Transition of Care along the Continuum
Population Health



Core Skills Nurses for VBHC

Advanced education (formal & informal)

Continuous Learning

 Mentor/coach

* New learning method (simulation, national initiatives, learn from other industries)
Proficiency in technology

* Use to establish & maintain relationship

* Share best practice, improve patient safety, eliminate waste
Building relationship

* Beyond the hospitals, collaborate with partners

Community leadership

Performance-driven business

* Clinical value analysis

* Lean->reduce waste, inefficiency, & cost

Emotional Intelligence (motivate & engage staff -> collaboration)
Flexibility & adaptability

Heathen O’ Sullivan



Roles of Nurses in the New Era

Advocate patient to manage their health proactively
e Communication their care plan & expectation

* Engage patient for lifestyle change

* |dentify potential pitfall

e Establish communication

Create better workflow & practice

Smart use of digital tools

* Integrate valuable data

* Coordinate care

* Clinical decision support

* As resources to educate, engage, empower, motivate patients

Chase Hansel



Observation Chart & Early Warning System
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Electronic Patient Bedside Observation

Paper-based observation system Electronic Observation (eObs) system
‘ L3 L3
Observations carried out at patient bedside < Observations carried out at patient bedside {— E IeCt ron I.C Patle nt
¥ | l Observations
Nurses fill in results on paper observations chart MNurses input observations results into eObs soﬁware
. Open Source and Open Standards
) | | Key features: : i
Calculation of EWS score done manually Calculations of EWS done automatically ° - M M T 1 M
(calculator, by hand, mental arithmetic) f\ ‘ Ca th rlng Of Vltal SlgnS and Cllnlcal I’ISk
f | / . .
EWS score requires /\ EWS score does not EWS automatically l \\ EWS score does not I n d I Cato rS
escalation for review of | require escalation escalated for review of ~ require escalation and ° °
observation frequency 'II and so observations —— observation frequency J’ \E" s0 observations — ® AUtomated a le rtS, mon Ito rlng and
or treatment continue (Low score or treatment continue at same °
intervention risk: 0-4) intervention frequency SCheduung
—
x““‘“-._q_ ‘ . . . .
~ * Bedside or community use with mobile

Murse decides who to communicate escalation to

i) low-score group (aggregate score 0-4, no escalation d evi CeS
continue with obs)

e ST . e Observations stored in real time

i) high-score group (aggregate score 7 or above) Information is visible on the system to all team members

and is automatically escalated to relevant medical team ° M u lti_ leVel a CCQSS CO ntrOI
T members automatically by eObs system

L ‘ * Open Source and Open Standards
Information is escalated to relevant medical people/ . o (o
team by nursing staff via phones or bleeps. e Customisableto SpeCIfIC needs and

~— ollow up communication between nursin o
/ \\k“aﬂ staff ;nljl medizs promptedthv eltfacttronic notiﬁcgtions. req u i re m e ntS
. Escalation to CCO or . .
" ocicoteam (@) oterrapidresponse * National Early Warning Scores (NEWS)
* Traffic light system to indicate risk levels

= indicates opportunity for error to occur in information processing or communication ° Fu “ patie nt d eta i lS ava i la b le With O n e to u Ch




Digital Rounding

| 2

Regular visits made
to patient’s bedside

Best practice guidance -
Apps and web-based
tools bring portability
and convenience via
everyday smartphones,
tablets, laptops and
other devices.

- Data-collection forms,
scripts and checklists
Customers customize

vendor-provided

\O templates to meet
% their unique needs.

A v
Activities tracked - - Status and action
and analyzed items documented
Reporting and - - Service-recovery
analytics alerts and tracking
Standard reports Logged service
encourage account- requests are forwarded

to relevent staff and
tracked to ensure

ability. Custom
analytics facilitate

strategic improvement. closure.
A ! <
Service provided, - Integration with other solutions - Staff alerted to
loops closed Rounding database populated by service need

ADT and EMR data. Connectivity
delivers service requests directly
into the workflow of other solutions.

USE CASES FOR DIGITAL ROUNDING TOOL

‘ 91% I ‘ 59%

Nurse rounding

TOP TEN MOST MEANINGFUL

OUTCOMES ACHIEVED

m Improved patient satisfaction
k74738 Immediate feedback and recovery

m Accountability/compliance
Better collaboration
m Staff incentive/motivation
Reinforcement of rounding programs
Electronic documentation
Strategy refinement
Greater staff efficiency

m Improved care/patient safety

Management rounding
with patients with employees

Leadership rounding
with patients

‘12%

Staff rounding

with patients’ families

THE STATE
OF DIGITAL ROUNDING

TODAY
Simple
Few use cases

Technology

facilitates existing

processes

Standard templates

and reports

Little integration

Customer service

fills gaps

Manual workarounds,

vendor help

FUTURE
Complex
Many use cases
Technology
facilitates creation

of new processes

Custom scripts
and reports

Lots of integration

Customer service
augments tools

Vendor-enabled
self-service

https://searchhealthit.techtarget.com/feature/How-digital-rounding-tools-are-changing-hospital-practices



Closed Loop Medication Management

Make

informed
Monitor care
patient and decisions
Medication document as ComPuterized
administration appropriate provider order
recorded entry

Clinical decision

electronically support tools
e.g. allergy and drug Legible,
interaction alerts complete

: Closed Loop
Administer Medication

medication Management
to patient

Check the 7
rights’ (right

patient, drug,

{ g dose, time, route,
‘ documentation

and reason)
-,

Scan patient Secure storage in automated
and medication § dispensing cabinets
barcode prior to : and medication carts or

administration > i workstations on wheels

Dispense
bar-coded
. | unit dose
Assess patient ’ medication

prior to
administering
medication

medication
securely

Clinical + Systems Transformation. http://cstproject.ca/closedloop


https://youtu.be/3Xsv4jEl3Jk

zuu‘u”aadaﬁﬁim%auﬁu

SMOOTH COMMUNICATIONS OVERVIEW D RA FT
Cohesive plan of care between transitions
at arrival and discharge from the hospital
(Stays more than 24 hours)

1. What happens prior to hospital care?
2. What happens during hospitalization?
Patient 3. What happens at discharge?
. . Receives Care | 2 4. What happens post discharge?
Pc'm_r:;”"'h" in Hospital
roviger

1 Forum to

Discuss - Role of Hospital

A Effectiveness
I PC Notified of | o Patient and 5 - Role of Primary
issi Care Giver
| Admission P —— Care (PC) and SNF
|
| . |
Discharge Plan
| (electronic/faxed 3 Specifics on
I SNF and/or PC) Discharge Plan || 3 - 3
I including Education
Medications
l
1 Hospital Schedule
| Hospital Follow | 4 Patient 3 Communication and Follow-up Based on Patient
i Appointment - ==
I Up Call to Patient {I:Ezl:lri:::]' Trﬂ!ﬂfﬂﬂltﬂ Need
l [if dizcharge to home) )
l
! Follow up by PC
| Ensure Appointment | 4
| (see triage)
! I Yellow 1 week s i EMR or FAX
I PCP Team
Reinforce
Provider Discharge Plan | 4 Patient and Care | 4 Green As Needed m" DR or FAX
Feedback to Giver Education L

and Medication
Reconciliation

Hospital




Real-Time Locating System (STLS)

Patient flow & safety together

Real-Time
Automated
Patient / staff
/ asset
tracking

Transport
Tracking

Centralised
Patient
Placement

Bed Tracking
and cleaning

7~ O\

WALK OUT ALARM
| 4

A

Joe Bloggs
D22 . Door 1

N slide to acknowledy

Real time
alarms
Infoata
glance
“Last Seen”
Indicator

Custom
reporting

Cancelled Operations due to Bed Shortages Jan 2014- 8§
Feb 2019

200

150

100

50

i]

'At risk’ patients that triggered a walk-out
alarm in 1 week
189

76
62
38
- ]
Female Elderly Male Elderly  Elderly Care Dementia Grand Total
Care Care Ward

100

Patient Flow
Optimisation

0

N N o T T B T I T T T S~ N S S - N, S T S TRy
NN NN NN N VTR NN TE NN NN SN NN NN
P Y F VI TS Y Y




Digital Narrative Medicine (DNM)

| DIGITAL NARRATIVE @ - DNM IS THE FIRS AL PLATFORM
| MEDICINE s < DESIGNED ENTIRELY TO DEVELOP N2

DNM TRANSFORMS THE CURRENT PATIENT
DIGITAL EMPOWERMENT PROCESS INTO

A RESOURCE FOR TREATMENT GUIDED

BY DOCTORS.

Y

<
o). 8

DNM is a digital diary which allows patient to share their stories
with caregivers using a guided path of narrative prompts.



https://youtu.be/3Xsv4jEl3Jk

Expecting Timeline for Adopting Digital Technology At Scale

VEIVILLL.

(/us/en.html)

Ready for near-term adoption
E-consent

Patient-reported outcomes
captured using mobile devices
Risk-based site monitoring
Technology-based medication
adherence solutions

Assessing feasibility of protocol
using multiple data sources

* Blockchain
* Virtual/augmented reality

Next in line

» eSource (electronic recording

and integration of all findings,
observations, or other trial
activities)

* Mine EHRs and patient records

to assess protocol feasibility
and target patients

* Workflow automation of some

routine activities

* Partially virtual trials
* Digital biomarkers as secondary

endpoints

* Natural language processing to

produce patient safety
narratives

Advanced technologies

* Synthetic and in-silico trials
» Artificial intelligence to analyze

and interpret unstructured

information from other studies
and data

» Cognitive technologies to clean

and analyze trial data

* Completely virtual trials
« Digital biomarkers as primary

endpoints

» Natural language processing to

perform more complex
medical writing activities

R

Now 3 years

Source: Deloitte

10 years
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Clinical Effectiveness

& Outcome Measurement
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g\:[ff : Clinical Effectiveness

>

availsznaudag wwInelziia

v

Evidence-based Clinical appraisal, CPG, CareMap, Clinical audit

@ & a
ﬂ']i@l Llagf']%ﬂ'.]']&l l"i]ﬂll') gNUDTINITITIW

. . . . g & ' U
Care integration design (by medical condition) adﬂﬂ‘szﬂanmalﬂﬁ
. . Care implementation v a ¢ 5
Care integration * ANMULRINZRUNNIUITINTUNNE Lags |t

Care team

: . . evidence-based practice
Finance & incentive

¢ ﬂ’]iaaﬂLL‘]J‘Uit‘]_I‘]_I‘].I%ﬂ’]ﬂ%gﬂ‘]ﬂmz%ﬁmﬂﬂ’ﬁ
Clinical outcome, Functional outcome = . " o o &
Outcome _ _ lasfialan medical condition LHuaa4
PREM (patient’s reported experience measure)

measurement . * MISANRSWENIAUARTAN §An functional
PROM (patient’s reported outcome measure)

LLazdmﬁrﬁ'ﬂ’Jmmamwa (patient reported)
Risk management process A A 9
_ o * NMIUIRITANULRBILATANUURAANEY
Safety management Learning from incident

PY AT = -
Learning from daily operation Mk digital technology tNa132&NTAN

UIeRNINA LazANNUaaany

E-bedside observation & monitoring of clinical deterioration

o Digital rounding
Digital technology o
Closed loop medication management

Communication between level of care

o 6

AN WA ANTANN (18 WOAAN8 2562) “Unlocking the Opportunities for Healthcare Transformation” 132 TuWgNUNALAITI

q q




1. Encourage Evidence-based Practices

1. Make Evidence Readily Accessible and Visible
e "The EBP Cheat Sheet / QR Code Quick Link“
e "Digital Library Shortcut”
2. Integrate Evidence into Daily Conversations & Rituals (Normalize Discussion)
* "The Evidence Question of the Day« az13@a recommended first line treatment for..

* "Journal Club Micro-Dose“ 5-10 Min
3. Promote Peer-to-Peer Learning and Constructive Challenge
 "The 'What's the Evidence?' Challenge"
* "Clinical Conundrum Corner“ yui/3aun clinical dilemma
4. Standardize & Simplify Best Practices (Make it Easy to Do the Right Thing)
* "Best Practice Visual Reminders"
 "The 'Pre-Shift Best Practice Check’”
5. Leadership as Evidence Champions: Q’ﬁ'}LﬁhL’%fawaaﬁw%am‘gaﬁnmwm evidence




Clinical Pathway Management Tools

Tools to standardize best-practice workflows across the patient journey

* Clinical Pathway Design

* Standard Operating Procedures (SOPs)

* (Checklists and Order Sets

* C(linical Decision Support Systems (CDSS)
* Prehabilitation/Rehabilitation Programs

IF.AT. DN VT S‘SZZWV%TE( ATUCLLNNEEN amﬁia‘w BNUNATINITLA




2. Care Integration Design

v A 1 . .. [~ o &
* ﬁ]ﬂuiﬂ'ﬁ‘[ﬂﬂ%ﬂ@ﬁmm medical condition L6 2619

. .y ) 6 ¢ U1
®* medical condition) L']J%?Zﬂ‘.’llaﬂﬂﬂ'l'lﬂ'limﬂ'lﬂﬂ'lillwvlEl?.la\‘iBql.lll'JEl

d' ci v w (W 6 o v [ ci.
NINYAVDIANNWDNW LLﬂZﬂ'J%‘IG]%“iJﬂ'\S@JLLa %aﬂﬂmmgsm’m'ﬁ

® o U1 .V a 1
AMUAIINYANBIZDY Hile | AIAAIEUULINITHIW
* 1NYIVBINUFIVILASUINITNINN IS Integrated Practice Units
< @ 1 1 v

* auaasy full cycle of care INNINTIIVIIBIINUAEAMLUNINGD |  (IPUs) Tnaifiatananing

° = =) = dl 1 o 1 = | Q/ Q/ =Y A 1 dl
g\luafms?fmam?i'mwvmmm UAZIINNDNUNWSNAT w3anauVaIEanIEN

° = . wd o (W (-9 6 ¥ VA
Y T R PN (YR EAT[RVF VR EA- U ANNWS N QDI BN

® = 6 A (~f VYo o o = ) =
NuNNen3a care manager LWHAINUALA ANHMIAYING LAz

Q

. . v
® 4Nn137@ outcome, cost, process, patient experience laely common NSSUIBNISALLA
u

)]

platform AR

Source: Michael E. Porter



AAUIN13laylEnan Care Integration

Care Process Implementation

(™ o % v o

AN process mapping / protocols NTALIN wsamzqmLmﬁwaaqﬂu‘%m‘smmz

)]

A o
An3zUIWN13 handover NIANN
NRBALIRINT AL

o

msmamﬁaué’ﬂa gIINNWIZHIVINNARFIV1IBITN

v o fda v YA A A v
ﬂ’]’]&lﬁ&lW%ﬁﬂﬂﬂ‘UI'dl;?liﬁl’)‘li’]fyﬂ']ﬂ%aﬂi%ﬁ’l?l’mLﬂﬁl'nla\‘]

¢

2 22 2 22

o)

wuﬁﬁa\maamw%wﬁauazm‘sﬁﬂ%i{

Role of Meeting Finance & Incentive

* Case management meetings L2 UABNITALA | | ® AT2UUNITINLEIWNANTEUULAL?

* Difficult case reviews * ML FALN WL KBNILVAINNN
. . [ 1 A 1 A

® Outcome review & improvement processes tilwanan AlBSum

® Literature workshops

ﬁlm: Michael E. Porter



Care Coordination & Integration Tools

Tools to promote continuity and integration
across providers, setting, and time

* Integrated Practice Units (IPUs)
* Multidisciplinary Teams (MDTs)
* (are Navigators / Case Managers

« Shared Care Plans
* Transition-of-Care Protocols

* Referral Management Systems

IF.AT. DN VT §szzw°’u§ ATUCLLNNEEN amﬁia‘w BNUNATINITLA




Rainbow Model for Integrated Care (RMIC)

\mprove health

System

Organisationg

professionajg

Services

Functional enablers §E Normative enablers
System Population Individual Population System
Macro Meso Micro Meso Macro

FAAY . ] .
-\Eﬁ; Population based care {5} Person-focused care Population based care 4 EE;\-
I I |

https://www.integratedcareevaluation.org/rainbow-model-for-integrated-care/




Rainbow Model for Integrated Care (RMIC)

—’é} Person-focused
&Y n- care

Person-centred care

sjaiulufimnusosnsuas
ANNENINTOVRIRTRY unudiazsiaiuly
7 lsm. helsmidasitanansavines|s
Ietne? azvinegnalslddinwaaninien
vhegfaawinfiandululs? dosonde
AnusufosUuuulnsszninedr Ay
ALA WIAINBNL 35U kAT NI
LA ALAN U

Population-centred care
sjafulufivszennsvsonauithnane
NN, RAFUANNERBEUNUTINTidaLINTias
Tululs lasnsmavanasmnusiosnmssu

AMSALARVANTLANZANZRY. B (FUSAS
AWHNRUNAVOUB DA EUNATWLALHI Y LD DY
nsguainine lusn1ssnu. g
NudosdnmsInnstonaiiviuade. soad
sULUUssAnRa I Runudnsunis
auagunludnuwausiidonloeiu. Tumng
NAUAL mLUumaqmsm{[wm Tunsvitnu
TINAUTTNINDIANTEINE) TiLAEITDA.

https://www.integratedcareevaluation.org/rainbow-model-for-integrated-care/




Rainbow Model for Integrated Care (RMIC)

Functional Enablers

wialuladansaumenaznnsdoans (ICT) fuvuw
Adey. o WusAsshunsauaguawausoed
insight iAsnAugoyasuaua wuazan [9ane ol
sulawinnaunsaussat mansanuUszns
(Triple Aim) s

ulsunsuuuysanmMafsniumsiineusy MsRu
MRS wazRaLMWATA AN AfysNsBeenasions
vssathuinuandszns. Foyaluwidomaniesl
i [usnsanansaliusnsguadguawisinadn b6
naoaivszUUAnAvaInTstlaafulsn Msguagun
LazANUTUDE 75,

Normative Enablers

JauusssuoallusinguiidAryiiansnsy
ANMNAER.

Shared ambitions and trust \Wu&ss1iu
ptuBdlunmstinvnauilulazuonasdns
TuTusiryadiendu. insznaiazasunasAiLias
Isfisiolonaurilsfanats: lovivomnaned
LAstoa.

ANNNYNY: AN UTIVDINTVINNUNINAU
Fuatiriu mutual ambitionsuazmnundfias
wiTunaUse loanivesadnaiuaadngdu.

@ Functional enablers % Normative enablers

System Population

Macro Meso

Individual

Population System

Meso Macro




Rainbow Model for Integrated Care (RMIC)

\mprove health

System

Organisations

Services

&

Services

nsguati s sanaiiowinzandugsunisguatin. dadu anuiuiedosesfifihuatiane. Asddayfoaua
FasRansauthuanunsavines lsldshonules uazasouash Wau wiaoutnuanunsaeuwdaldasnals. ms
auagvAwznasifuidssdnymrafioihofiaiusineneasediuarnssneeine esuMsUsaunuaneg.
fatlu LWuMsguagiuuamaithu (personal home care plan) danauansnsaighdals@efivs: loeloenasnn.

anuvhne: gifinnsdudounamanslsminuaniminvawndussuunisauagonw. Jiwusnssu
afumwLLazmﬁﬂmaﬁwmumﬂLﬁ'mﬁaﬂum'{iﬁmﬁ@LLa@’ﬂwmmﬁ. FaranyaNIIANsUsTE IS INAY (mutual
coordination) Wu&sdAsyasudanaziinnugdudounnn.

https://www.integratedcareevaluation.org/rainbow-model-for-integrated-care/




3. Measurement and Feedback Tools

Tools to evaluate performance, patient outcomes,
and guide improvement

* Patient-Reported Outcome Measures (PROMs)

+ Patient-Reported Experience Measures (PREMS)
* (linical Outcome Tracking Dashboards

* (Care Quality Benchmarking Tools

« Utilization and Variation Analytics

* Patient Satisfaction Surveys

IF.AT. DN VT ﬁ‘szzw”uf ATUCLLNNEEN ﬁ@]‘ﬂ‘i\‘l‘w BNUNATINITLA



AHRQ Outcome Measures Framework (OMF)

Characteristics Treatment
Participant
Demographics
Genetics
Family/Participant/Social History
Functional/Performance Status
Health Behaviors
Environmental Exposures
Freferences for Care
Type
Disease Surgical
Diagnosis Medical
Risk Factors Davice
Staging Systems Alternative
Genetics of Disease Education
Tissue or Infectious Agent
Biomarkers Intent
Comorbidities/Symptoms Palliative/Management vs.
Assessment Scales Curative

Physical Findings
Saverity
Dizease Understanding

Provider
Training/Expenence
Geography
Practice Setting
Academic vs. Community
Giliklich RE, Leawy MB, Karl J, Campion DM, Levy D, Bevliner E, A fromework _|"4;|.r creating
stondordized outcome measures for potient registries. ) Comp Eff Res. 2014, 3(5]:473-480,

Outcomes

Survival
Overall Mortality
Cause-Specific Mortality
Disease Free Survival
Other

Clinical Response
Recurrence/Exacerbation/
Improvement/Progression/

Change in Status/Other

Events of Interest
Adverse Events/Exacerbations/
Complications/

Other

Patient Reported
Functioning
Quality of Life
Other

Resource Utilization
Inpatient Hospitalization/
Office Visits/ED Visits/
Productiviby/
Additional Treatments/
Procedures/Direct Cost/Other

Impact on Mon-Participant
Experience of Care

N1939ATNA
AMIIAY DAIITAAB IR
NISADUENDINIIARN

V) [~ ? o A
nnauLL s n1IN1L3Y 137N
mstﬂﬁﬂmtﬂmam'szqmmw

1aN1IEEATY

12 ¢ o
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Qmmw%am, functional outcome, Uszdaunisow
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Outcome Measurement Principles

* IANAANSE1UIL medical condition ¥38 segment ¥4y
primary care population

¢ i'mmwﬁngafﬂmwwaaﬁﬂw (overall patient success)

. fmi%éaﬁaamﬂﬁaaw%aLﬁ%wawaams@ua (in line of care)

* Salunanadd (multidimensional) luFsfifianadanln
aglamawaaé’ﬂwuaz‘im%wﬁ‘lﬁmsgua

. mauﬂ@'umaamasau'ﬂaamsg}uaﬁm%’uamazﬁ% (full
cycle of care)

* i lmfuanasgrudniuuaazaniig (be standardized)

* 4l risk adjustment §11TUAMNIWUIILAE underlying

condition

Tier 1

Health status
achieved or
retained

Tier 2

Process of
recovery

=)

Tier 3
Sustainability
of health

Source: Institute For Strategy & Competitiveness. https://www.isc.hbs.edu

Survival

Degree of health
or recovery
(functional status)

Time for recovery and
time to return to other
activities

Disutility of care or
treatment process
e.g. diagnostic error,
ineffective care, treatment-
related discomfort,
complication, adverse effect

Sustainability of health
or recovery & nature or
recurrences

Long-term consequences
of therapgl
(e.g. care-induced iliness)

I Recurrence

Care-induced
illnesses

uw.am”wﬁ ﬁm"gaqa 12 Wf]ﬂﬁmslu 2562 “Value-based Healthcare” ﬂ'ﬁﬂszf*qu?mmwmmﬂ‘%aﬂﬁUw”wmmiwmma (University Hospital Nursing Director Consortium)
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Clinical & functional

The Outcome Measures Hierarchy
Breast Cancer

dly [
NS=UIBNITNUBA
A o Aa
izﬂzmmﬂnaugmazﬂﬂm
ﬂfyﬁ'lﬂ'lﬂﬂ'li(ﬂlta

Degree of recovery / health

’
+ Survival rate

(One year, three year,
% five year, longer)

\

4 Degree of remission

* Functional status
« Breast conservation

» Depression
\.

Time to recovery or return to
normal activities

Disutility of care or treatment process

qwmw‘l%iwzm%

v & &
nsnautdwgn
Tavanmssnslnszazen

« Time to remission
» Time to functional
status

( Nosocomial

Suspension of

Sustainability of recovery or
health over time

Long-term consequences of

therapy (e.g., care-induced
ilinesses)

2011.09.03 Comprehensive Dack

infection therapy
(e.g., treatment-related discomfort, " - . Eai .
complications, adverse effects, . l;lggrs“%a/vomltlng . Elan',:ﬁgutg: r:fples
diagnostic errors, treatment errors) neutropenia motion
. Depre_ssion

+ Sustainability of
functional status

[- Cancer recurrence

J

* Incidence of  Fertility/pregnancy
secondary cancers complications

» Brachial * Premature
plexopathy osteoporosis

+ Stage upon

Initial Conditions/Risk
Factors

diagnosis

Type of cancer
(infiltrating ductal
carcinoma, tubular,
medullary, lobular,
etc.)

Estrogen and
progesterone
receptor status
(positive or
negative)

Sites of metastases
Previous treatments
Age

Menopausal status

General health,
including co-
morbidities
Psychological and
social factors

Copynight © Michaet Poner 2011



International Consortium for Health Outcomes Measurement

B icHom

INTERNATIONAL
CONSORTIUM FOR
HEALTH OUTCOMES MEASUREMENT

Start measuring and comparing
outcomes that matter

2 INFORMED DECISION
2*2  MAKING

A new definition of success

-V a o ® o a
UWNNENNILAATIANAILSIVAINIIINE prostate cancer AILNTIINITTIUN
1Y < I A ' & { & { ° { Aa
PSA levels uadilanaldlalafnagronn wilwwaingnasaddswisnig
ﬂsztﬁmmﬁ%‘msmﬂqﬂﬁuﬁﬂamﬁmﬁqumwwaawamm
H [V a0 [V 6 [V 6 & [~/ :
71 ICHOM al%’nszmuﬂﬂ%“lmdﬁagaLﬁ%waaWﬁqwmw naansotdunaainis
VN dl [V} [V VN 6 d. (W) [V} dd' =
vaspaNnign ma‘lwgﬂaslmaJu:wnmnmnuwaawsm«mwwmsl LAy
6 0
LNNEMnaunY data-driven answers.
[~ ~ ~ 1 -V -V V) s € i V]
njmsaamnnn'nm‘sﬂsnﬂsqamwauwuﬁmaau,wmmfugﬂ'm 15192319
a o (~4 { a
PHYINAIMNELIIN transforms UINIFUNIN Tay:

1 |] QUALITY gi®  REDUCING COSTS

IMPROVEMENT

Source: www.ichom.org

uw.agn“'@uﬁ ANTANA 8 WOAINEY 2562 “Spotlight on Advanced HA” wnssuqmmwinw HNUNRTIINFRASIARUNTASTA ATIN 12



Outcomes Measurement for Chronic Kidney Disease

A" 7
(3\) \2\] \

| / \\ )
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Outcomes Measurement for Diabetes
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Standardizing Outcome Measures (ICHOM)

Advanced Prostate Cancer
Atrial Fibrillation

Autism Spectrum Disorder
Blood and Endocrine

Breast cancer

Cancer

Cardiovascular and Circulatory
Cataracts

Chronic Kidney Disease

Cleft Lip and Palate

Colorectal cancer

Conference

Congenital Anomalies
Congenital Heart Disease
Congenital Upper Limb Anomalies
Coronary Artery Disease
Covid-19

Craniofacial microsomia
Dementia

Depression and Anxiety
Diabetes

Eating Disorders

Epilepsy

General

Hand and Wrist Conditions
Heart failure

Heart Valve Disease

Hip and Knee Osteoarthritis
HIV & Aids

Hypertension

Infectious diseases!
Inflammatory Arthritis
Inflammatory Bowel Disease
Localised Prostate Cancer

Localized Prostate Cancer
Low Back Pain

Depression and Anxiety for Children and Young People

Disorders Related to Substance Abuse and Addiction Behaviours

Lung Cancer

Macular Degeneration

Maternal and Neonatal

Mental and Behavioural Disorders
Mental Health
Neurodevelopmental Disorders
News

Older person

Oral Health

Overactive Bladder

Overall Adult Health

Overall Paediatric Health
Paediatric

Paediatric Facial Palsy

Parkinson's Disease

Personality Disorders

Pregnancy And Childbirth

Preterm and Hospitalized Newborn Health
Primary/Preventative Care

PROMs

Protocols

Psychotic Disorders

Sense Organ

Stroke

Uncategorized

Urogenital

VBHC

Venous Thromboembolism
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Patient Reported Outcome Measures
(PROMSs)
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THE DIFFERENCE BETWEEN PROMS AND PREMS

PROMs

Full term Patient-Reported Outcome Measures

Tools used to measure a patient's
Definition perspective on their health, quality of life,
and the impact of treatment

Evaluate the effectiveness of treatments
Purpose or interventions from the patient's
point of view

Questionnaires used SF-36, EQ-5D, PROMIS, custom surveys

Health, quality of life,
impact of treatment

https:/Avww.insidercx.com/blog/proms-and-prems

PREMSs

Patient-Reported Experience Measures

Tools used to measure the patient's
experience of healthcare services, such as
their interactions with healthcare providers,
access to care, and overall satisfaction

Help healthcare providers assess the quality
of the care experience and identify areas
for improvement

HCAHPS, NHS Friends and Family Test,
CARE Measure, custom surveys

Experience: interactions,
access, satisfaction

INSIDER




| CARE Patient Feedback Measure for |

The CARE measure, a relational questionnaire,

is an example of a PREMs (Patient Reported Experience Measures) tool

Please rate the following statements about today's consultation. https://www.bjaed.org/article/S2058
-5349%2817%2930058-6/fulltext

Please mark the box like this n with a ball point pen. If you change your mind just cross out your old response and make
your new choice. Please answer every statement.

Very Does
How good was the practitioner at... Poor Fair Good Good Excellent Notapply
1) Making you feel at ease
(Introducing him/herself, explaining hisfher position, being
friendly and warm towards you, treating you with respect, L] ] L] L] L] 6) Showing care and compassion
not cold or abrupt) (seeming genuinely concerned, connecting with you on a

human level, not being indifferent or “detached™)

gioon 1. vihT¥mausdnougu
2) Letting you tell your “story - Y%, o
(giving you time to fully describe your condition in youro' 2. 13 Q‘Ia AR aet‘ﬁﬁ]ﬂ,ua’] SN 7) Being positive

o e e o Grene e 3. sulasui e e,
3) Really listening

e ooy | © Sominss ooy

. 1 (fully answering your questions; explaining clearly, giving

4) Being interested in you as a whole person 6 W6 ﬁq care & Compassion s

(S8l Teiewant detaie Shdt your j;fe your /. 4 Lammﬁ@qmﬂ m5alUn5930 B e

| i 8. 98unudasingg g anLan o b e ek e el

) eomenuricating et halahe had sccursy dersioos. O+ TIMFBIARAQUARUAWAUBI |40 1raking = ptan of action with you

your concerns and anxieties; not overicoking or dismissi 1) gL L 5]1_‘]’ B ﬂ']'i'i"]uﬁ‘]_jﬂm (discussing the oplions, invalving you in decisions as much

anything ) as you want to be involved; not ignoring your views)

1Y F_Y P Bl ? A R e A a® e N L e S e



Patient Reported Outcome Measures (PROMs)
Recommendations for low back pain

Figure 1: Overview of recommended PROMs for low back pain in patients receiving non-surgical or
surgical interventions, for people aged 16 and over

Pain Physical functioning
Measure using Measure using Oswestry Disability Index
Numerical Pain Rating Scale or Roland Morris Disability Questionnaire
Negative affect* Health-related quality of life
Measure using (Optional)
Depression Anxiety Stress Scale - 21 items Measure using
or Mayi Kuwayu Modified Kessler 5% EuroQol - 5 Dimensions - 5 Levels

* For patients with chronic low back pain, or who are at risk of developing chronic back pain.
t For Aboriginal and Torres Strait Islander people.

https://www.safetyandquality.gov.au/sites/default/files/2024-09/quick_guide - patient-reported_outcome_measure_-_recommendations_for_low_back_pain.pdf



Table 1: Summary of recommended PROMs for low back pain

Number Timeto  Licensing, fees
Outcome Measure of items complete and distributor How to score
Pain Numerical Pain Rating 1 Lessthan = Licence notrequired Not applicable
Scale (NPRS) 1 minute = Free in public domain
Physical Oswestry Disability 10 3-5 = Licence required Scoring guide
functioning Index (ODI) minutes = Free for clinical at MAPI
(choose one practice Research Trust
. ™
of either) = Fees may apply sippnlis
to healthcare
organisations
= MAPI Research Trust
ePROVIDE™
Roland Morris 24 5 minutes = Licence not required | Scoring guide at
Disability « Freein public domain | WwWw.rmdq.org
Questionnaire www.rmda.or
(RMDQ) - -rmca-ors
Negative Depression Anxiety 21 Mot s Licence not required  Scoring key
affect Stress Scale - 21 items assessed  _ Freein public domain Provided
(DASS-21) in any at DASS
s Psychology
study Foundation of downloads and
Australia explained in
DASS FAQ #30
Mayi Kuwayu 5 Not a Licence not required  Scoring
Modified Kessler 5 assessed . Free guide within
(MK-K5) in Eldl"l)l" « Mayi Kuwayu May{rjl‘flsu{:vayu
(Suitable for Ry Modified Kessler 5 ALl
Aboriginal and Torres Kessler 5
Strait Islander people)
Health- EuroQol - 5 Lessthan = Licence required Scoring guide in
related 5 Dimensions - S5minutes | Feps may apply EQ-5D-5L User
quality 5 Levels (EQ-5D-5L) = EuroQol Group Guide
of life (Suitable for
(optional) Aboriginal and Torres
Strait Islander people)
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9.
10
11

12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.

. I stay at home most of the time because of my back.

. I change position frequently to try and get my back comfortable.

. I walk more slowly than usual because of my back.

. Because of my back I am not doing any of the jobs that I usually do around the house.
. Because of my back, I use a handrail to get upstairs.

. Because of my back, I lie down to rest more often.

. Because of my back, I have to hold on to something to get out of an easy chair.

. Because of my back, I try to get other people to do things for me.

I get dressed more slowly then usual because of my back.

. I only stand for short periods of time because of my back.

. Because of my back, I try not to bend or kneel down.

I find it difficult to get out of a chair because of my back.

My back is painful almost all the time.

I find it difficult to turn over in bed because of my back.

My appetite is not very good because of my back pain.

I have trouble putting on my socks (or stockings) because of the pain in my back.
I only walk short distances because of my back.

I sleep less well because of my back.

Because of my back pain, I get dressed with help from someone else.
I sit down for most of the day because of my back.

I avoid heavy jobs around the house because of my back.

Because of my back, I go upstairs more slowly than usual.
I stay in bed most of the time because of my back.

Because of my back pain, I am more irritable and bad tempered with people than usual.

The Roland-Morris
Disability Questionnaire

The score of the RDQ is the
total number of items
checked —i.e. from a
minimum of 0 to a
maximum of 24.

It 1s acceptable to add boxes
to indicate where patients
should tick each item.



When to Use PROMs
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Clinical Tracer

For Clinical Effectiveness
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Clinical Tracer
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Clinical Tracers

LfﬁmﬂéaaﬁaLﬁmi'mslﬁ’ﬁm%ﬂui asi'u,a'mcflw,a'm'\ﬂﬁ'um'\amadyﬁfﬁgnéfaa
nazanlneasagnnitduuy
® Table top (IR0 VAYNA)
* Onsite (Lﬁ'ﬂiﬂ@i%am%ﬁﬁa NAAEY ARANFIN manlgsnuszuuingaas)
* Clinical audit (A58 URaNg WN13U1T6 lwzsziiian)
ABYDR
* 3uilyenszuannisauacilas
* U5uil§9sEuuNITIAKG
* Uuilqanaans
?]n?%’agmmaﬁm‘%adﬁu (WA LNUE W) TENRING
. miﬁm‘smmnnszm%mﬂmwiazfm (Clinical Tracer)
. msﬁmsmﬂqmmwmaaLwiazmzmums‘lummgnuma%ﬁ 1

uw.agi’@uﬁ ANTANS msﬂ‘sz"qmﬁtﬁﬂuﬁﬁm HA (11 dguein 2565)

u




2938U209N1311 Clinical Audit (Audit Cycle)
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Learning from Incidents / Adverse Events
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Resilient Healthcare & Safety i
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Change to Enhance Trust in Healthcare
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Learning in Daily Operation

Outcome

Learning From Excellence
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Learning from Excellence
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Learning from Variation
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Learning from Incident
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Incident: Delayed Dx STEMI
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Screen » Assess — EKG — Consult MD » Diagnosis > Treat
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Chronology of events
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2-Axis Swiss Cheese RCA Template
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Proper Risk & Incident Management by Level of Errors

Near miss

No harm
incident

Harmful
incident

H

i
C
D
E
F
o
a

CPSI/WHO NCC MERP Index Proper Management . Am

Apply risk register Proactive risk management
Select serious potential harm for Prevent serious potential
RCA harm
Reach, no harm Select high frequency errors for RCA
Reduce frequency of errors
Require monitoring Try to create a culture of AAR
Require intervention AAR & mindfulness review
Require hospitalization Concise or comprehensive RCA

Effective error prevention
Early detection of errors
Effective mitigation

Permanent harm AAR & mindfulness review

IR RIS El M=l Proper mitigation
death Comprehensive RCA

NCC MERP = National Coordinating Council for Medication Error Reporting and Prevention
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Patient-Centered Care
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Person-Centered Care
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People-Centered Care
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(Care is personalized)

ANSUFZAUANTALA
(Care is coordinated)

WNANNENINsalEe
(Care is enabling)
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Change for Person-Centered Care

Diagnosis centered, Person-centered, integrated,
Goals o . :> .
episodic, & reactive care & pro-active care
. Tailor evidence-based care to the
Professionals

person’s need, values, & preference

Make “what matter” to the patients the goal of care
Information flow Make care decision linked to the goal
Provide system feedback on the impact on patient defined goals

* Incentive reward PCC

* Legislation allows information flow along the patient journey
System structures . |nformation system support the patient goals

 Seamless patient journey

* Proactive risk management

Berntsen G, Chetty M, Ako-Egbe L, Yaron S, Phan Thanh P, Castro |, Curran C, et al. Person-Centred Care Systems: From Theory to Practice. A White paper for ISQUA; 2022. ISBN 978-0-9955479-2-6



Patient Engagement and Self-Management Tools

Tools to activate and support patients in managing their care

* Personalized Patient Education Platforms
* |nteractive Treatment Plans via Apps

* Digital Consent and Shared Decision Aids
« Symptom Tracking and Reminders

« Community Health Worker Programs

IF.AT. DN VT S‘SZZWV%TE( ATUCLLNNEEN amﬁia‘w BNUNATINITLA




% the schwartz center

PATIENTS ACHIEVE

* BETTER HEALING &
S S PATIENTS HEALTH OUTCOMES
ARG & MEMBERS FEEL B e
SUPPORT FOR * MORE MORE
THE CARE TEAM s e COMPASSION HEALTHCARE
3 LEaS BURNES & SUPPORT WORKERS, CARE
e * TEAMS &
ORGANIZATIONS
THRIVE

Value Chain of Compassionate Care tNad3ztinainawiinsdaigin

“Evaluating Impact in Compassionate and Sustainable Healthcare System” @ U®NITUAUNIN TSINENLNATITNANRASIARU NI ALTA A39N 18 (19 WOAINNYH 2568)
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Empathy and Compassion: A Process s

I see you
l [ : |

. I resonate with
I percerve your .
. - your emotional state
emotional state

!

\ )
I

‘ Compassion \

A
| 1

I percerve vour
pEte 4 - I care for you
emotional state

‘ Recognition \

.

I act for you

William Mobley MD, PhD: Founding Di Sanford Institute for Empathy and Compassion



Compassionate Care Bundle

o~ — e AIDET (Acknowledge, Introduce, Duration, Explain, Thanks)
. Policy that has become a standard
—— Hello my name is..... practice
<:_F_| My Board * Checking on each patient the
nurse is assigned and assessing for
Y R Purposeful hourly rounding | > Safety risk
. Clinical handover at the bedside Change in the patient’s
condition
: Telephone discharge follow-up Pain
Additional needs they may
ey T—— ] w— rava
‘7. - 5 =

-0 *éV" & = 2
‘ i ey Combaston  McowwaAITT  WAGRENT  MBArABRATY

Figure Three, My Board

Figure Four, Clinical Handover at the Bedside.

A South West Health Hospital and Health Service Initiative 2018




Needs->People-centered Care

vV YV

Vinaginalgagavnau positive experience TRESULFN5LL
NNANANNE (touch point)

Vinaginaleaz engage T¥idilaenilu activated patient 3
self-care ability

agldlantanaslnddadihe wazaaudvanadandn a41a
compassionate care ﬁgﬂu role model aanilanaginals
aza$ M integrated care laggingihatiluausanataasinals
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Use of VOC & Market Data
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Customer journey
115u1l59 message, content,
experience Tuusiag touch point

Use VOC
Use market data/information

Aggregated data on complaints
Data/information from social media
AayanvinuanwgfnssuuasganaAlu
auAa wIalFulselseaunisaiuas

anAaug1ney (MVC)
Demographic, behavioral,
transactional, financial data

Learning & experimentation
Well-controlled experiment tWa
UFuilgedseaunisaiuavanan

adhrimiusTaniisaiugndn

Build a more customer-
focused culture
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Support operational
decision-making
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Together with Patient/Customer

Patient engagement

lidaya Usnw siule Trudniiunny idudin
Patient opinion

Aasuaniandszaun1Iniuy web-site niFsnauazlonawam
Patient’s diary sthatunndszzumaninmsuen w.vasanu
Open notes ihsmunsagnrszideusaianios

Shared decision making
Open disclosure iihuldsudaiiaasalainia AE

PROM (Patient Reported Outcome Measures)
@vﬁﬁv@NQ§W§ﬁ§ﬂ?ULﬂ%§3’1 {9
Patient journey map




Customer Insight

U s\ U
Customer Insight (2ayalzsd@n2asgnan) Aaazls
P -~ Y A Yo P YR I Y,
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35n15lANITY Customer Insight
(W) 6 A Q (W P~ 1 (W) Q
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130 unasudssaur www.popticles.com
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Patient Engagement

SEALAUTDIANNEMIUTBI S

(Patient Engagement)




[ -3.2 2(2) ] Examples of Customer Engagement Measures

How likely are you to recommend us to a friend?

promoters CUSTOMER ACQUISITION COST FORMULA
000000

Costs Devoted to Acquiring New Customers
CUSTOMER ACQUISITION COST =
Number of New Customers

[ % Promoters ] ’ % Detractors l [ Score
Why you gave a specific rating to a particular product or service? e BATRIOT
This is ne /\%F‘WARE
The Net Promoter Score (NPS) The Customer Acquisition Cost (CAC)
Customer Effort Scores
The Ch urn rate is the number Of X Central made it easy to find the information | needed: ‘ ; H , ” ; |
customers lost in a given period divided srongy | omeme | somein | (el o || Sy
by the number of customers at the
. - o CES SCORE :
beginning multiplied by 100%. — ) . Co nverglon Rate Formula
CHURN RATE FORMULA C ecm m=(—T:;:;r::,‘::‘:.ii:z:z:z:?:s)
] 50 ff *Con s expressed as a per f e equation
— X 100 = Customer Effort Score (CES
30000 + 600 ( )
lh p udcrr;obia:‘ye g) o th lpe d(magtr‘\.’y:a‘: theonlineadvertisingguide.com LCG
Churn Conversion Rate

https://www.moengage.com/learn/customer-engagement-metrics-with-examples/




Patient activation Measures (PAM)

PAM® measures a persons underlying self-care ability or activation

. 1. lam the person who is respensible for taking Disagree Disagree Agree Agree MN/A
i ® Th ree key d O ma I n S a re a SSE S Sed care of my health Strongly Strongly
(¥ [~ {e A ¥
/' 1. amﬂué’ﬁsuwmjau‘l%mi@luaegmmwmamu

o

* Two key metrics: Score on a 100 ~ 4 & o G 2 o o 4 da
2. ﬂﬁi&dﬂﬂﬂﬁﬂﬂltﬂdﬂ%‘l%ﬂﬂi(ﬂLlaﬁg‘ﬂﬂ’l‘wm%mdLﬂ%ﬁdﬁ’l mu‘nqwnuwama

point scale and four levels of

activation
Four activation levels

qmmwmaaﬁu
(-9 1 1 (-] H (04' (-9 03' o
3. auif'n AR AINUNN T 1A R wIrbta L vinozls
o & Y YR | A v ¢ A [,
_ARNB IR BUDN AN D L3NG lUNUUND 308131300 uatlavlanae

1N

Four activation levels reside along an empirically derived, equal interval scale 100-point scale

b ALDY

/. Level m Level o o o [ ¢ A =R A Ao 1 [P 1
S— - . Q%N%‘l%’na%a’mﬂiﬂuammﬂ ﬂﬁiﬂﬂﬂq'ﬂqaﬂﬂa\i‘nﬁuﬂﬂ?ﬂﬂﬂ?alewgﬂﬂqu
verwnelmed,

5
s More self-aware, Taking action. Able Maintaining o N P @ o [ o o o [
disengaged, but sl strugaling, o achieve guiceline  behaviours and 6. AN R NARIINITAIANINLINVENRWADIVINNTNIA
struggling starting to build behaviours pushing further . .
Very high A&E/ED  confidence ow use Very low A&E/ED Y 4 3 AA%A < P T
 etsvehin | wghaREEDvists,  OWABE/ED e LY AL 7. andnnvaInsINIsdagwnilanaziea wn n1snu nsaannadtNa g TN
\ risk of readmits high risk of readmits risk readmission risk o A o A [ o
Segmentation 8- a%i’]ﬁﬂ’]sﬁad ﬂ%ﬁmﬁ’]tﬂ ﬂqﬂuamn’]wma\ia%
L LR L LR RN LR Ll LN Ly LR Ey Ly LR RN LR R LR LR R R LR 9- %%N%iﬁ]')'l%%ﬂ'l&l'\iﬂ‘lﬂ'\ﬂ'l@lﬂﬂﬁ'lﬁiﬂﬂfy‘lﬂ'llﬁ‘ﬂﬂ'lwsl‘lﬂﬂd G] ‘Vllﬂﬂ‘il%ﬂﬂila%
10 20 30 40 50 60 70 80 90 s Q/l 0 s " a ~ 0 a o & ’y
1O.Q%N%Sl%'l']ﬁ']&l']iﬂ‘iﬂ‘ﬂqﬂ']‘il,‘i.laH%Llﬂa\‘l?%%'lﬁl LY N1INW N1IannNIag 1'2
The value of a single point lcha nge iln PAM score is significant ﬁ\e o , A a o - ~
and well understood, as is the shift between PAM Levels P SquZ lﬂ le%%?\?ﬂﬂﬂ')'\&ﬂﬂﬂ%‘ﬁiﬂ ANMNLASYA

16 patient engagement winu active role Tun1squanutasaaviilie




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?

YOKND9SU1Y 3 Us=L4au

vavnanvasawnaazls

W U o U
WA DIN1D2 L5119

mlaFefidasrSedadmsuan

IHI / National Patient Safety Foundation



Write your health care
provider’s answers to
the 3 questions here:

1. What is my main problem?

2. What do I need to do?

3. Why is it important for
me to do this?

Asking these questions can help you:

Ei Take care of your health
E‘ Prepare for medical tests
Ei Take your medications the right way

You don't need to feel rushed or embarrassed
if you don't understand something. You can

ask your health care provider again.

When you Ask 3, you are prepared. You know

what to do for your health.

Your providers want to
answer 3

Are you nervous to ask your provider questions?
Don't be. You may be surprised to learn that your
medical team wants you to let them know that
you need help or more information.

Like all of us, health care providers have busy
schedules. Yet they want you to know:

s All you can about your health or condition.

* Why their instructions are important for
your health.

s Steps to take to keep you healthy and any
conditions under control.

Bring your medications with you the next
time you visit a health care provider. Or, write
the names of the medications you take on the
lines below.

Like many people, you may see more than
one health care provider. It is important
that they all know about all of the
medications you are taking so that you
can stay healthy.

Ask Me 3% is an educational program provided by the
Institute for Healthcare Improvement £ Mational Patient
Safety Foundation to encourage open communication
between patients and health care providers.
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AINLAANNINFM) (kindness) bAISNEBU (respect for others)

A919%2919 (caring and

MsT¥unuaiavan
concern)

Non-maleficence (positive thinking)
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CRLNTRAS ']°( ( P hy) (appreciating the contributions of others)
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KAMA (self-awareness)
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Spirituality in Daily Lives Quality
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Simplicity B! . o, Innovation
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STUUAMNINTIEIE® (Sustainable Quality System)
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Tips for Building a Sustainable Organization

' 6

', DUy=irmto a Sriareu ucHmuortj.

= | n:' o (-] Q
2 MRWAL U IBURZAIVA LHNTS 4 \a@an process “Im vy

o ¢ 4o a Warlwasdnsnisotin
lwadANINLILH

& . 5 aburgliianiz laazla
“aaw ql2 aan” iwdnang A v

iselanitozls

TUNPPITCT I S —

6 lx1lszlanitarnauawlavas

7 uagaglszlanitaaasans

a [~ %
FIuInaN 23T LnANAY 5 N
- n’dﬂ%‘l%mimmﬂaa%

— - - ¥

8 LY ITa9II1UazgNIZAY brand
WDIDIANT

9 1@ HaaaulNnaINnNIIadI N

—— e i - e i Eac e —

10 ﬁ'l%')ﬂbﬂﬂ@lﬁ]ﬂttﬂ%’iﬂﬂﬂ'ﬁa\‘in%

ﬁf’ﬁa%agj 1Y AINANG

SPRINGBOARD AMHNANNIS AIMNHNNG
INTERNATIONAL w




'Y ¢

-~ A ¢ Y A ~ A -y
NIdtaantadna Eg‘nﬁl,waaﬁi’wﬂ’nadmu‘[ﬁﬂ D] ﬂ%elﬁaﬂﬂﬂi

[ A
1. L‘a"ltﬂ%elﬂi (azvl‘ma winning aspiration)
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\_ Design Criteria a u
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Process . . .
- ° MRUALUNUINKHEBINVDIKNIE

1 v 1
531&'3']0‘[@150 d3198 2]'1015

. ' Y o o A ® Process maps: SIPOC & Swim Lanes
4. 13192 allgn ﬂ’liilﬂilﬂd‘li&lL‘liEllLazﬂ’ligl%i’l\‘i'Jaﬂ‘.U‘Yl’l\‘iLaaﬂ
& RACI Charts (responsible, accountable, consult, inform)

a 3 1
L%Gﬂﬂigﬂﬁ‘ﬂﬂdti’li)ﬂ’hﬂﬁ ® Operating mechanism (objectives & plans)
Recognition-reinforcement based on emotional need ®*  Linkages (policies, network, cross-discipline team, matrix)

Reward-reinforcement based on rational need

Source: Tony Loyd, Culture Shift Learning Academy



Awareness of Change : Three Horizons
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1st Horizon 2nd Horizon 3rd Horizon
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Now Near Future Far Future

https://issuu.com/tomwambeke/docs/foresight-toolkit
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System building blocks

SERVICE DELIVERY Cat 6 '
HEALTH WORKFORCE Cat5 '
INFORMATION Cat4 '
MEDICAL PRODUCTS, VACCINES & TECHNOLOGIES '

FINANCING Cat 2 '
LEADERSHIP / GOVERNANCE Cat1l '

ACCESS
COVERAGE

QUALITY
SAFETY

Better Health
mprove the health of

Better Care
Improve the patient

IMPROVED HEALTH (LEVEL AND EQUITY)

Lower Cost
Reduce the per capita

Goals / outcome

Team Wellness Better Inclusion
Improve the we eing Provide an equal

The WHO health system building blocks framework



https://www.researchgate.net/figure/The-WHO-health-system-building-blocks-framework-Source-WHO-2007-1_fig1_261102054
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" Health
sector:

governance,
financing &
resources

i World Health Organization 2015

Service
delivery:
networks,
facilities &
practitioners

Other

sectors:
education,
sanitation,

social assistance,
labour, housing,
environment

& others

WHO conceptual framework for people-centred care and integrated health services
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“Sustainable development is development that meets the needs of the present
without compromising the ability of future generations to meet their own needs.”

SDG 6 Clean water and sanitation
SDG 7 Affordable and clean energy
SDG 13 Climate action

SDG 14 Life below water

SDG 15 Life on land

SDG 2 Zero hunger

SDG 3 Good health and well-being
SDG 4 Quality education

SDG 5 Gender equality

SDG 1 No poverty

Sustaina b|€ DSG 8 Decent work and economic

SDG 10 Reduce inequaliti growth
€ uc.:e mequ.a.l es DSG 9 Industry, innovation and
SDG 11 Sustainable cities and .
communities Equitable TMEBIIEIE
- DSG 12 Responsible consumption
SDG 16 Peace, justice and strong .
e . L. and production
institutions
v
‘1 4 AN
fg]ﬂ% (g] U a9

Source: World Commission on Environment and Development Brundtland Commission 1987



http://www.un-documents.net/our-common-future.pdf
http://www.un-documents.net/our-common-future.pdf




What This World Needs (Margaret Wheatley)

This world does not need more entrepreneurs.

This world does not need more technology breakthroughs.

This world needs leaders.

We need leaders who put service over self, who can be steadfast through
crises and failures, who want to stay present and make a difference to the
people, situations and causes they care about.

We need leaders who are committed to serving people, who recognize what
Is being lost in the haste to dominate, ignore and abuse the human spirit.
Now it’s up to us, not as global leaders but as local leaders. We can lead
people to create positive changes locally that make life easier and more
sustainable, that create possibility in the midst of global decline.

Let us use whatever power and influence we have, working with whatever
resources are already available, mobilizing the people who are with us



Can we work beyond hope and fear? (Margaret Wheatley)

Can we work beyond hope and fear?
Can we find a way to be motivated, to be energetic, to be
happy; to take delight in the work that we're doing that
isn't based on outcomes, that isn’'t based on needing to

see a particular result? Is that even available?

What if we could offer our work as a gift so lightly, and
with so much love, that that's really the source of
fearlessness? We don’t need it to be accepted in any one
way. We don't need it to create any certain outcome. We
don’t need it to be any one thing. It is in the way we offer
it, that the work transforms us. It is in the way we offer
our work as a gift to those we love, to those we care
about, to the issues we care about. It is in the way we
offer the work that we find fearlessness. Beyond hope

and fear, | think, is the possibility of love.
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Fear is the constant, unavoidable companion of hope.



DARE TO DREAM
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