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Sustainability
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Report: Our Common Future, 1987)
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The 3 Spheres of Sustainability

Bearable Environmental Viable
Social - Environmental ' ne tal Manageme Environmental - Economic
Environmental Justice el alies Energy Efficiency

Natural Resources Stewardship

/ Subsidies / Incentives for
Locally & Globally

use of Natural Resources

.-lxg‘»‘

Gro Harlem Brundtland

Sustainability

Social Economic Wﬂ“ﬂﬁlﬁh

Standard of Living Profit .
Education Cost Savings $u3ta| nable
Comrpgnity EconomchEBrowth
Equal Opportunity Researc
il O Development)
VN IFFER/NOEFNEYIN
Ed =l Sy
cEvrt arnfinaisfian Blwrh
ECQIGIHTE ~S00i! LERFEVLOGF PV BNV S BFRCN
Business Ethics .
Far Trade Equitable 4 ZenEveicul GLEFEFIGH
Worker's Right

The World Commission on Environment and Development (WCED)




Sustainable Development

“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

iable
SDG 2 Zero hunger Viab

SDG 3 Good health and well-being
SDG 4 Quality education
SDG 5 Gender equality

SDG 1 No poverty

Sustaina ble DSG 8 Decent work and economic

SDG 10 Reduce inequaliti growth
€ uc.:e mequ.a.l 1€s DSG 9 Industry, innovation and
SDG 11 Sustainable cities and .
ties Equitable infrastructure
commt.Jm ) DSG 12 Responsible consumption
SDG 16 Peace, justice and strong

e . L. and production
institutions

Source: World Commission on Environment and Development Brundtland Commission 1987
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sznnqmmwﬁ Fadiu (Sustainable Quality System)
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1. L‘a"ltﬂ‘lﬂﬂi (aﬂma winning aspiration)

Li’lﬁ%’lﬂﬂt%@h‘ﬁtt@lﬂ@hﬂ Strategy Unique capability = 2a@MN&@N1IDNLHEBDNIN -> &3
q

o ; : NavamafianI liunanainastnung
‘lﬁ'ﬂﬂgﬂﬁ’mqmﬂmmﬂwmlmam\ﬂs b ) ) )
2. Unique capability uazﬁanssuaﬂsﬁam%ﬁaQm@h

Organization 131929 A1AIIA3192 819 LS adINaUATLAILAANA]
\_ Design Criteria a u

5. 131A 2983519 people-processes a3
LNDERUARWN IR NITINALNS VDI
U5z wloung sadeudf)iia nszudawnis
INEINUNAIAHK) 3. 1519&519 alignment N1 processes wazn1sizanleg
N

Process . . .
- ° MRUALUNUINKHEBINVDIKNIE

1 v 1
531&'3']0‘[@150 d3198 El']\‘iv(,i

. ' Y o o A ® Process maps: SIPOC & Swim Lanes

4. 1319¢ align ﬂ’liﬂﬂﬂad?juL%ﬂlta$ﬂ1$1ﬁi1\‘i'aaﬂﬂﬂ’lﬁLaaﬂ

- v . 1 ® RACI Charts (responsible, accountable, consult, inform)
manaqﬂﬁmamﬁama K ® 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
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Aims of Healthcare: Triple-> Quadruple -> Quintuple

Improving care
for individuals

Enhancing the health Reducing
of populations overall costs
v v
ala/aa QAN
aanny

Patient
Experience

1A%
u

@v('*ff/mw

asany

Population
Health

Care Team
Well-being

@lﬂ%ﬁ’lﬂ’l%

[~f
@ﬂ’)’]&dlﬂ%ﬁii&d

o8

Advancing
(120 %} Health Equity
u Working towards the state in

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

Enhancing Patient

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

Reducing
Costs

Y
nAN
au 9q

Quintuple
Aim*?

&

and resources to address
provider burden and burnout®

@ﬂuﬁ"mu

Improving Provider Reducing
Well-being Care Costs
Providing access to tools Reducing resource utilization

and readmissions while
assuming greater risk?

ala/aaa
asany

o]
4

Improving
Population Health
Preventing and managing

prevalent, costly, and chronic
diseases™*

Ooa




Success Healthcare Organization

Ever-improving
value

Country setting
& development status

High
Performance
Organization

Learning
Organization

Other
sectors:

" Health Service \ education,

sector: delivery: ES sanitation,
governance, networks, social assistance,

\ financing & facilities & labour, housing,
| resources practitioners 4 environment
<« & others

Living
Organization

Lower Cost

Ideal Healthcare System Ideal Outcome

Ideal Organization
Integrated, people-center care Value-based Healthcare

uw.agn”@uﬁ qmﬁqa Regional HA Forum 18 “Synergy for Safety and Well-being” by HACC KKU (4 R3%1AU 2566)
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Knowledge, Experience

Coneeve  flunasINYBINAAME  Meanings, Beliet
Totality al ¢

Sum of total Values, Attitudes
Cumulative deposit Perceptions

Predominating
Competencies

Are passed along / Behavior

. P= | (=
transmitted from one NAISHUNDA Arts, institutions
gel.welll’atlon to the gext Products of human work
Socially transmitte and thought

Junasiuvamgane iin1sdunen

AaUs 8a1UU NANAAYBIULATAINANYDINYEE

WIUFITU ABIDTINNanEAuUfURRA 18N Uladnlullf HAaugauSukasUURauLATY

JuiFasvas aus Uszaunisal mnumnineg Auwe Alle AR WRNTIU AYINEIN1TE

Inglsinasfn

-Accept without thinking
-Programming of mind

U

o A (% % 1 [ a aa A
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Onion Model of Culture
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1"19{ Results 2ULAaaW Culture

HA Archive

positive RESULTS
create new EXPERIENCES

Experiences ]

cangoseviers > Beliefs 7
= '

new BELIEFS

drive ACTIONS Actions —

g | pueie acTions, Resilts

CULTURE PROCESSES

(People Power) (Process Power)

SUSTAINABLE CHANGE >

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

\




Nudge Theory (Ng#)ALNANEANIIN)

HA Archive
= 1 1 1 ‘
NOWANILUIUNIIAVUIU (Dual Process Theory) NA1IINEAUDY
Y95 NUNTaNAUlUFULUUTLANAS UERIREN AD
(1) s2uUdnludi® (automatic system) LHUAISYINUBE195IALE
l93nlagtin ivaneisesruiuiu Tonsivenles landsnutes a
(2) ssuulasnsaey (reflective system) lWun1svinaueg1ade ; Easy
pE9dlaR iukUUaYNITUTIaZSaY Tondasuuin Attractive
nouftesurenisvinunaumatvesuyed I lumsnzlurus i e Social
syuulasasadsliasendnlulaym udssuudnludffiviaulining - Timely
TR UTRA
a o a o q v o wa = a o '
n1saznaAan1IsNNlissuUInludfva s aan lugsiuaneng
sanlulagidnaeilidan aazimeanunlunszdussuulaiasigy ‘ =
o oy e A aa A fly image at the bottom of a urinal =
Turanimunzay inlwuudladndnisnevaussiandn has been proven to improve men's
aim, leading to lowered cleaning
costs.[16]

https://inudgeyou.com/en/nudge-theory-1-the-mechanics-of-the-brain/



waew 18L-in-handwas hing com




(B 1 ¥ ) "\
mamamﬁ‘lﬁﬂqwﬁazﬂqummm

HA Archive

a o ¢ CYP= -y { U -y
1) msmﬂgﬂ%ﬂ%mhﬁmamaﬁaLﬁanszq%msmaﬁa
o v w d U (-9

(2) N9 huddles mﬂm'sﬁ%qﬂnmﬁa%mwunm

(3) MsAszuLamslananlnlAn181nIU5eINAU 2B 1TW N IR
U ~ o LY o @ U [~f
gﬂmﬂmfsawmmamfumﬂsxmmﬂixm%%mmmaua 1N
aﬂmwﬁﬂwmﬂ‘lm%aamﬁ:qﬁaé’ﬂ'g21

= Y 1 o A A A ~ [~
(4) NIDDNLFLIAY ) TTHRINNIINININIINNNANNLA 1TwN13

v

(~1 o 1 Q I
(1329 L%ﬂ%'\ﬁ')ﬂ(ﬂ%tﬂﬂ m%ﬂ'ﬁiui‘naﬂ gD INY




Culture Hacking

: A : @
Culture hacking 31310l IAANYDI computer hacking BT BNITNDY

HA Archive
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Culture Hacking
HA Archive

Culture hacking tfwn15vinlweLan 9 wioe 9 Naansarilanniu
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& breathing 3zlawna lwasAnsNiza li co-creating culture lailzn13&9
N13INHLINIT AaddswaswInaaninlunnamanlansini aa

P~ | (-9 | p=| w a e/ = | c: 1 VU A
lNawn NNNanwl)Ue laaidl constant feedback loop nzglAing
nmsdasnuladadnsndatibostasds e IMns I3




M20819NINTIN Culture Hacking

HA Archive

SEANAMUARMINSY (themed brainstorming): LilensydunIAnaIIaTsA
ThUSnwmuudaundu (reverse mentoring): fitengautioslimusnuungonla
UszguuuuReu (silent meeting): 1n1sidisuvingu nsedulifimaneuaussedidlaiaigy
Ussunanauds (outdoor meeting): dauszaailuau wemsUsvyuantu JT3ndn
ayatiuiinainuvauna (gratitude journals): antiuiinTefuiiienuniuisaiidnvounn
Tusn$adiua (praise postcards): daluandaveunailudaiiousinem Tuvusoanumeney

a o ddl

AMuTIMEFIUEuAIN (wellness challenges): fiflunsvinmesugunmiiiedaaiuidoinnegunmuazananduegi

Alumgniineu

o msadeTiuwuuaiiauss (virtual-team building): SuRanssuassTuwUUIETouaS @ mSuTinssezlnansefiufingzane
fuey loduaiuanuidnvesmadenloaazmsiausantu

o msduUsEMIUENINANeTudIuLKLA (crossfunctional lunches): FALH38R1MINANTUTANTNIIUIINUNUAFI
anunsalanaukaziualuyunes viatenwnenisinau

o msdauansinezaialu (internal skill showcases): 4ALEATUTNTNIIUAILNTOREA TN HEUTDAIUAILTORNIZHIVDS
pu aaunanlasudmiunsiuiuasdusuanmely




@28219N9N33% Culture Hacking lwusn1sgann

HA Archive

1. M3nuAuAlH patient experience 1UUMITHINVDINITUTLYUNNTLAUNIDIANT LNBLETUEII
29AnsiAMNdIAYNUEaIUINTIgN

2. 1591 family meeting sautfgaUae laggidnsauynautdandiielvinnauegluszauaieni
wefuiugUae Wunsuansanuwindieunu

3. psiviaviilaunaavisaudnsviniiivinnaslagineavaslugiinisal wiauenanvauauniinisuan
ldMIeTIEUYaYagUAnNIsal Livatiuguleueg no blame

4. nsdumualinededdugifnisainsguadUledienisuasmadiiluanudnsa n133nnisiu
A01UNITAUNINEIUINLASINANER AUYNTUNTUYY LN IHNNTRIUIIANNUMLATAIIUNE1E
& & du v
UULUUNITUF

o Y a < Y1 = v o o v o Ay Y v Y o o o 1

5. nMsuuINAUdafnuYaUlnefudsinalanudndesnisiiuSulsadduauugidinay
MUY

6. Leadership Walkrounds #Lun1582815809719




Culture Design Canvas : The Core

The Core fasnguaasimiusssnosdng Wudsfidnuainesdnsilogiioosls duddayvesiniusssu
asFnsazutiuluidovimiszozsnuaznansamuivssugosnmsasaluaueu wilnanu wazmans

Design a workplace culture that propels you into the future. Team name: Date
naunsuan (core strategies) viaz SECEIONNANG o e
gaLﬁuLLaxvjumﬁaaxvls ANSAURUEA G U e Top 3 prioritio S
anudFfitaauiahulunsdadula using even over statement
1 a o’ [ Y all y o a Values
muﬂumagaqmmmuﬁqwﬁmmmmm o omemnes | ‘ What do we believe int? .. FEEDBACK
LATNEOHNFINNANAN I
Purpose
Why d ist?
RUTEENA (PUrpose) Yadadrnshe —
Naﬂivmumaqmﬂﬁamﬂwﬂuwmuuamuwu NORMS & RULES PSVGHOLOGICALSAFETY
" without hindering autonoms Behaviors 4 doweimake peogle feelwelcome? Howdo o
T@U‘S')N ﬂa L‘ViGlINa M?vﬂ?vﬁ!l{[ﬁwuﬂﬁﬂ]uaﬁ What behaviors do we punish?
flovih Wudunilswosderidadvaininauied What behaviors do we reward?
wofnssufiosdnaliseiauazadve | 020 EREERIEEEEETTDO TS —
WalwTin s flunsnUiuag The Core

https://www.fearlessculture.design/blog-posts/the-culture-design-canvas



Culture Design Canvas : Emotional Culture

NENT5HVITINADNSarARDENsDLTlD
(constant nudge) ﬁm‘iﬁ’w:’ﬂuaaﬁamuaza%’w
ANNFNT UL

Yaus5sud healthy duadunisdoansuas
ns feedback agnssioiflos ilallainpanuan
Y2930 YU BINIINDDI3) kazlsulenis
Vit uiin

a4ANsTUSTAUANNAUSRRUNUTINS
UszHunanNsuuianuyszdntensnis
feedback uAfinAsiaziiony wsiUasAsaHNNTY

finfifinanus (high-performing team)
fosnsAnuUaasuveiaiven WWoriindana
Uasadudmsumasiondagvunnanuiiu laiis
Anuasztinluauies AnNasNSosAiL ANY
sulalunsasieasse waznsiaiusu

CULTURE DESIGN CANVAS®

Design a workplace culture that propels you into the future. Team name Date:

DECISION-MAKING PRIORITIES RITUALS
¢ d buted ee cultural priorites using even over statements

Rituals

How do we cerebrate our
people, culture, and work?

VALUES
MEETINGS ( ‘; FEEDBACK

PURPOSE Feedback
R How do we help each other
AN e

learn and grow?

NORMS & RULES

PSYCHOLOGICAL SAFETY
BEHAVIORS JFSYCHOL o
What|

What behaviors do we punish?

Psychological safety

How do we make people feel welcome?
How do we encourage courageous
conversation and experimentation?

Designed by Gustavo Razzett
FearlessCulture www fearlessculture design Feé’J ?usrse

The Emotional
Culture

https://www.fearlessculture.design/blog-posts/the-culture-design-canvas



Culture Design Canvas

: Functional Culture

CULTURE DESIGN CANVAS®

Design a workplace culture that propels you into the future. Team name: Date

‘ DECISION-MAKING

PRIORITIES RITUALS
ee cultural priorites using even over statements i do we celebrate our people

Decision-making
How is authority distributed?
What methods do we use to

make decisions?

VALUES

\ MEETINGS

FEEDBACK

Meetings
How do we collaborate and
convene? (Synchronously
and asynchronously)

PURPOSE

\ P
\\ /
R el /
" A

NORMS & RULES

~— PSYCHOLOGICAL SAFETY
BEHAVIORS o s i wecpie Femleleconc? v o encourag
ish? what behaviors do we reward? 21 2 E

Norms & Rules
How do we clarify
expectations without
hindering autonomy?

The Functional
Culture

Fear|ess

FearlessCulture Culture

ans lunsdnaulamsiuvoesi (nd3asy

Foyannian iwesdaymmsisuialunis

o/

sndula ludloifuunassuna

o/

asFAnssiondaninnmsussunUsaaniidday
(critical) wazsruumNNazaINlRAY
Uszaumsalfidueuansidusin fuua
Y Useaad muNd wassruznantasnsUTHM

T¥ngunaurimssnauissuiuaziauiiagn
UvRsariauluiuuiinaisasnmsiininien
UAUR ashanninauaizgvsuel lwe) (grown-up

rules) udeAuAazuguRsuTue lney

https://www.fearlessculture.design/blog-posts/the-culture-design-canvas




Culture in HA Standards 5™ Edition

Open communication &

empowerment
I-5.2 21 (1)

High performance
I-5.2 21 (1)

Safety Culture
I-1.1 a (3)

People-center /

Customer-focused Culture
I-1.1 a (3), I-3.1 n (1)

Learning Culture
I-1.1 a (3), I-4.2 21 (3)

Improvement Culture
I-1.1 a (3)

v
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Learning in Daily Operation
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How Learning Occurs in Health Systems — 3 Dimensions

Means
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Frameworis, P Alterad

Learning models, Actions Adjusted goals! lzarning .
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Learning across

Learning levels

loops
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Learning health systems: pathways to progress A flagship report from the Alliance for Health Policy and Systems Research, WHO



Loop of Learning

ANdeuLazAsAnUasuLlasluatnels (transform)

Triple-loop
learning
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Example of Single & Double-loop Learning

Single-loop learning Double-loop learning

Corporate strategy Ut eI Az Uszifin core business assumptlon ULAEHANG
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Key Aspects of Triple-loop Learning

1. Reflecting on learning processes: lasAseunsUILASIEEUS lABUAANNS
LAzNANTMTIAADUABNSIEHUSH (Dot Rasaunanudauazansouil o umsisous
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2. Challenging mental models: finnssisdanAsndiu mental models,
paradigms, uas frameworks fifasumnugh lauaznnsudamnuvisnaos
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3. Promoting transformative change: lagnmsasadouuazldouilad
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Liberating Structures vs Conventional Microstructures

Open Discussion lifinnIniuquiitany
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Design Elements of Liberating Structures

Design Elements Conventional Structures Liberating Structures
_ ﬂ’]iﬁ’lLﬁ%ﬂ%%ﬂﬂ’ﬁUiﬁﬂ’]ﬂ 1-2-4-All

AL aLTY valinnviuiuiagusens FIANDNNINAVDAMULAWATAT DLEUALNYINVL T2LA

= 2
laUszLanATh
%] ' = 6 Y] < A I~ [y Y] 1 ci Y] Y] gl/ -9 Y] v K
nsaaNwiuazalnsab H‘N{I%\‘]LimLﬂuLLﬂ’)L?J’lW]E‘]JﬁEI’]U naudsznaudisiing 4 62 WIBNNITAHAALLAN
JLA309UR LaA LA TLNIN

NSNEIWIIN L'JmLﬁauﬁmmLﬂumaaﬁﬁﬂLaua nﬂﬂuvl@ﬁ“unmLLa:Iammvhn”ulumaﬁahuim
o 1 A 1 Yo A { > 1 1 d 1 1 o 5
MIMABANAN wiangu fiLananibiam 1fen -> g -> mguﬁﬂu > mgulmy AURIAL

A1AUAWADHLAZLIAN ‘L‘im,auaiﬂmgmimﬂ 91NNINN  [1-2 W71 LARzABAALILL §
favaane [2-5 wifi] duduanilfsudadaiis

[2-5 w1f] sasduTunvuanasntafaLin

o v A Ao o A o i
[5 W] nangdutanatafandayniktadai
Urzgulnauaztiunndaasy

uw.am"’wﬁ ANTANA (23 5wINAN 2565) U1laa1n www.liberatingstructures.com/design-elements/




Fundamental Evaluative Thinking (A1213n15U 5210 % N1 114)

WHAT?

(~4
winazls? Jayavanazls?

SO WHAT?
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Emergent Learning Practice (ﬂﬂit%ﬂ%i%ﬂﬂﬂﬁiadﬁa)

2. So What s damnuvinng
IBosTMuAzToyanLNls

3. Now What
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“What will it take to...?” i

Meaning We Make
from Our Stories
and Data
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Our Ideas about
What to Do Now

Insights | Hypotheses
Ground Truth | Opportunities

: When and How We

Our Stories =
and Data Related Might ;_eslt(_Out Our

to this Question Thinking
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1. What 151§i1509517
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Applying Developmental Evaluation

Development process

NFEUIUANFUFELHL ANFENAIOHBAZNFREUY
Wudruniivoosnu LARYUNIDNAUNSANHDYIN

HINDNAL I
Evaluation

Methods of evaluation
* |nterviews DE

* focus groups o atuRuiavnvnouazsiaranulu

* Surveys Snwaldl MUaAuAmNNARAIATTH

* e-mail questions o audoulalanndunszuinnms
e Observation Ul HUNa

e Group analysis
* Interpretation

https://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_ EN.pdf




Applying Developmental Evaluation : Accompaniment

Tuguzamndnvesiin fusuiu DE
A rualvayunguuinnsnan
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As observer

Observe contents & processes — > Useful feedback for the team

Asfinenenuvindoas|s?
Asfisossimanladon:ls?
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As questioner

"audlounimazdsudiavig 1 OK Audiavnatiulnu?”
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As facilitator
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https://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_ EN.pdf




ﬂ’l‘sﬂizqﬂmﬂ% HA Core Values tiN@&319 Learning Culture

HA Core Values a1siszenetadiiiass1e Learning Culture

Visionary leadership

NurfiiReviriliavdnsiilu learning organization, yaaastilu knowledge workers

N9 | Systems perspective ﬁmsﬂssﬁmummjmnLma'w”auuaﬁumnumﬂ, ﬂszqnﬁ‘lﬁmmﬂﬁaﬁmmsﬁ’n complex system
Agility lfanusiianausuasnisldaundas/dssdutiavnintg adenas Sufladasaunaiiduay
Patient/customer focus fin1sld customer insight Lﬁ'amauauaaLLazm‘lmﬁummmmuﬁ’awaoaﬂnﬁﬁ

NEUNA Focus on health Tdfnns¥anisanusiiafudndnaniwuasyilhe wialddnanwigihedagiiasisogunie
Community responsibility Aurayalviauruiaasoauzuiuuds
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) Individual commitment sundnsufintavusanisiausaadauias fdrunulunsuanildauisausuasiiy

A eamwork gorasulvifiguauiindfriduiavanildauEaus
Ethic & professional std Tdnsdidnruiasasionnuaseniin B asinasgsIuLarasaassN Iz aw
Creativity & innovation 1dnsdanisanuiluganunisaiidinaulidaay taduTanmad msuiuauinsuasuInnssy
Management by fact 1dinns¥an1sausiialianununatayaatInaInane

asWaiun | Cont. process improvement | numuausiiiavtamaiaiul Tdanufidawmu 8579A21053005WEIUN
Focus on results 75 outcome & impact uaINITIIEUFURLANTIANITANNT
Evidence-based approach gutgsulviiae knowledge translation 3an1sinausuNdszaneilad

L Learning BausANNAIUUAY quality spectrum, 13ausaAn15vingu (emergent learning), 14 triple loop learning
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Patient Safety

Leadership WalkRounds™
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avalsznauvasInsIInaNNUaaany (Safety Culture)

Sanubanay Ususalagne yaanslasunisujufsenadusssu
Siawm@usunasissunsie AMNTALAUTULEAULUITERIN
sadulalasiaisa waAnssunvaniulanazeausulule
Informed Flexible Reporting Just Learning
B > — ————»

Culture Culture Culture Culture Culture
awineuluszuuliveya HAUNTANNAL I8 138UFINAMIUHANAA
warAUgNIuELY LAAAURANAINVTDLIR wazuazdilugnns
WgNUANUUaDNNY NBUNaIA (near miss) Wasuwlasvuulugy

James Reason (1997) The Components of Safety Culture




Commitment to QI
Priority given to PS
System errors & ind.

Recording/Reporting
Analysis

Learning & change
Communication
Personnel mgmt.

Staff education
Team working

6 (W) (Y
iszaraadaisznavaasiIinssuaIINUaaang

___ MaPSF___| ___AHRQ | Reason | ___WHO | NHSEngland | ___HRO ___

Mgmt. support

Reporting
Org. learning & Q|

Comm., Handoff

Staffing, Response to
error, Mgmt. support

Teamwork

Just culture
Reporting
Learning

Informed
Just culture

Informed

Flexible

Leadership

Human factors &
system improve.

Org. learning

Communication

Teamwork & comm.

Pt. & Fam. engage.

Leadership,
Compelling vision

Open to learning

Diversity

Psychological
safety

Teamwork

Reluctance to simplify

Deference to expertise

Preoccupation with
failure, Resilience,
Sensitivity to
operation



Safety Culture Characteristic

Attitude & Value

Clear expectation
Contribution
Long-term success
Openness

Share information
Communication
Self-critical
Corporate identity
Clear goals

10 Diversity

11. Safety is investment
12. Relationship

L

Organizational Policy

. Creative tension

. Training

Learning

Root cause

Safety is top priority
Investment for safety
Commitment
Top-level commitment
. Intention for change
10.Systematic approach
11.Timely & efficient
12.Competent staff
13.Clear role & responsibility
14.Work environment

CoONOU PWNE

Employee Behavior

. Accept responsibility
Participation, collaboration
. Engage

. Proactive

. Challenge assumption

. Mindfulness for failure

. Feedback for change
Performance (better than
require)

9. Reporting
10.Knowledge-based
11.Adherence to procedure
12.Attitude of questioning
13.Raise issues with comfort
14.Stop work if unable
15.Support each other

O NOUAWNER

Management Behavior

8.

9.

. Listening to frontline’s need
. Support idea for

improvements

. Communication
. Confront with poor

performance

. Positive response
. Lead by example
. Give credit to staff

perceptions
Motivation, reward &
recognition

Empower

10.Discipline
11.Real work
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High Reliability ° Mindset

g * Mindfulness
Organization | . e
Risk e Risk identification &
prevention
management e Reporting & learning
SVStem from incident

® Process design
¢ Process control
e Process improvement

Work process
management
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High Reliability Organization: Trust for the Public

Teanssus
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Impact on Process

Ultimate Qutcome
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Sensitivity to operation

Deference to expertisg’”
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Situation Awareness
14™ HA National Forum “a46n37i4in1521919” 12-15 Suwau 2556



Safety Assessment Matrix NUN1SLRaNA5N151 Incident Analysis

Comprehensive Incident Analysis

AN

Incident #i1in RCA auwd Tamaiastoasudiungs
a1aliigiasvin RCA 3n
usisisuiulunnrsusudssunnsasilosduias

2\

Comprehensive or Concise
Incident Analysis

Concise
Incident Analysis or
Learning from Defect

AN

| AAR & Mindfulness Review |

Multi-incident

. Frequent --
Analysis requen
Fairly frequent (likely) ——

lanatfing Occasional/possible —
Infrequent/Unlikely —

Remote/rare

2
2

R =R = N
R R R R R

uw.agi’@uﬁ Qﬂyaqa (21 ﬁqm 81 2563) ﬂ?ﬂﬂﬁgdmﬂ Canadian Incident Analysis Framework & VA National Center for Patient Safety




Learning From Incident

1. iunntfeat@nnaak
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2. Team Reflection

* v AAR viudifivia et
o 1Aneslsdu Wulomausuusesls
« IN13ANRNNTAL LHFUNNLDHN 66
(189%) NN M3l

3. Self Reflection

o ANNBAUsazALTUTNDDNANN 2 AXIS
Swiss Cheese RCA Template sna
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4. Formal RCA
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Kathryn talks about her experience following an incident where she was harmed when
her cannula was not flushed following surgery, leaving her close to death and temporarily
paralysed. She describes how openness and having the opportunity to be part of the solution
meant that the investigation process didn’t exacerbate the trauma of the event.

Aelunislumdanansalidadu sulswuduunvgnanoau nnwanfidoswosiu

suldnwuruidayedwnungdivinRananalunisli flush ae wehanfidisswasduianisgnadios
Yoaduuazualne he was reaIIy broken siugAeusnnases fidodlssusaalumin
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maqmﬁmsmummagaqumemammmms[amazl,ﬂmaz"lsmumavlﬂ FUAAUTORAGIDIEDNIULUDS
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fanudanasausiundiisuidedy 58nsasnavanasshsiinTalansefichasioadunns
maUANIT very human

dudansorufinud dusihminnmidssflunsnouauasannmsiAnmeNsalishuuss uas
SuATviesanu 72 FlUAzBNUANSEUAIUIMANTAIULSS U ULy LAz
mm‘iaﬂa”‘umLﬁawumﬂw‘?qmmu pastinfAnuvinudsusuinn
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Learning from Incident - RCA

Timeline or
Sequence of Actions

Private Inquiry ——
: : | Psychological
Local Rationality Safety
Ack led : L
¢ r.u.)w e. ge | | Detailed Cognitive Process
Positive Side l

Find Out How to
Prevent the Unsafe Act or
Early Detect the Problem

uw.agnv@&lﬁ glm;aqa “Building Quality and Safety Culture for the Future Sustainability” (n3nj)1ad 2568)




Organizational Change

6 [~
avansvadtstlwuuyu lvn

Stress Inducing

6 U
29ANI LAY panTems SySTEM®
NAanNITNUINN .ff.' o STAFF&
— @ CAREGIVERS
AINGI oy

Colsboraton &
Empowesrment

LASYA V1191

Resiience &
Recovery

WLURENEIN _
o A4 Trauma-Organized Trauma-Informed
Hiantags
‘ﬂm‘w'] Fragmented Realizes widespread impact
R?e?ctwe Recognizes socio-cultural trauma
Rigid Recognizes effects

Reliving / Retelling
Avoiding / Numbing
Inequitable
Authoritarian leadership

Responds by shifting practice
Resists re-traumatization
Uses shared language

""’ “‘ “‘ ""’ “‘ “‘ "“
YV VYV VYV

;2
trauma
TRANSFORMED

stress Reducing

THau11a1509
-~
trauma N

Y a =1
1%USn15% trauma-

Healing Organization

shielding ¥#30
Integrated
Reflective
Flexible & adaptable
Makes meaning out of historical past
Growth & prevention-oriented
Equitable & inclusive
Relational Leadership

trauma-reducing

6 Q o q . .
29ANIIANI shared language 0 define, normalize, address 30

NanIzNUVasg trauma daé’%’uu‘%mmazqﬂmm
1NN 5T INTIAUALHANIENUV DY trauma

https://traumatransformed.org/documents/TIS-Program-Overview.pdf



3 Approaches to Safety

Charfes Viecent
René AmaRerti

ﬂer Healthcare

Strategies for

b Context

Safety model

Priority to

Ultra adaptive
Embracing risk

High reliability
Managing risk

A & oA o
ANNLRLLT LI w84
FTVTN 1T NESIN LWL e
mﬁ'ﬂm;&”ﬂw trauma

mwmﬁmﬂuﬁaﬁﬁag}ﬂuﬂﬂa
TalawaneuNazrautass 1o
NMIALLWAY NMINNGA elective

* 9duANNIANg U NIUTLA . Wﬁwmﬁlr}@;uﬁ%ﬁ'@mwﬁLaa
ﬂmm%mmmﬂaa@u TBF
walulad

* LUMIIATZRANNFST
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Adaptation & recovery Procedures & adaptation

Prevention strategies

Innovative medicine Scheduled surgery Anaesthesiology ASA1 Radiotherapy
Trauma centers Chronic care Blood transfusion
10-2 10-3 10-4 10-5 10-6
Very unsafe Unsafe Safe Ultra safe
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HA Core Values nsilszenelaiiaase Safety Culture
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Organizational

Positive Focus / Excessive Focus

Service To Humanity and the Planet
Social responsibility, future generations, long-term
perspective, ethics, compassion, humility

Strategic Alliances and Partnerships
Environmental awareness, community
involvement, employee

fulfilment, coaching/mentoring

Building Internal Community
Shared values, vision, trust, commitment, integrity,
passion, transparency, humour/fun

Continuous Renewal and Learning
Courage, accountability, adaptability, empowerment,
teamwork, goals orientation, personal growth

High Performance
Systems, processes, quality, best practices,
pride in performance. Bureaucracy, complacency

Employee Recognition
Loyalty, friendship, open communication, customer
satisfaction, friendship. Manipulation, blame

Financial Stability
Shareholder value, profit, organisational growth,
employee health, safety. Control, corruption, greed

Barret Values Centre : Cultural Transformation: 7 Level of Organizational Consciousness




Spirituality Aa Super Core Values

Core Values AaaNUAANIAaNTLIAUNAIaT uauIaL

Visionary leadership
Systems perspective

Agility
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Focus on health
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Community responsibility fum/Bausndifauanriasdu atanmalirununsandnanin
Value on staff/teamwork Tduudnadrnsiiigie

Individual commitment 1 SHA AuauLad LWausINU adAnsg

Creativity & innovation daTlanalidaladrinvinouluindu

Management by fact

Focus on result
Evidence-based
Learning
Empowerment
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Baldrige Core Values and Concepts

The Role of Core Values and Concepts

The Baldrige Criteria build on .
core values and concepts... “*TTTTTT el \eadership and Cove"la

Systems

Management by fact perspective

wnowledge Manage,;,e
¢

i
which are embedded in g
systematic processes... £
(Criteria categories 1-6)

vement, Anaj,, .
Meaw i Ysis, a,'d

- -
-------
.......

yielding
performance results.
(Criteria category 7) <

e
........
.......
...........

From Baldrige Performance Excellence Program. 2023. 2023-2024 Baldrige Excellence Framework®: Proven Leadership and

Management Practices for High Performance. Gaithersburg, MD: U.S. Department of Commerce,
National Institute of Standards and Technology. https://www.nist.gov/baldrige.
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Systems Perspective
Visionary Leadership
Customer- Focused Excellence
Valuing People

Agility and Resilience
Organizational Learning
Focus on Success and Innovation
Management by Fact

Societal Contributions

Ethics and Transparency
Delivering Value and Results
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Visionary Leadership, Systems Perspective, Agility & Resilience
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Core Values & Concepts

Visionary Leadership
Systems Perspective

Agility

Value on Staff

Individual Commitment
Teamwork

Ethic & Professional Standard

AWBNII Y

A

U o
NIUNA
u

@aﬁvity & Innovation
Management by Fact
Cont. Process Improvement
Focus on Results
@dence-based Approach

A

A 4

\ 4
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.| Patient / Customer Focus
Focus on Health

I

Community Responsibility

= ¥
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Learning
Empowerment




Visionary Leadership
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Visionary Leadership : “Future Friday” Session
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Visionary Leadership : “Challenging the Status Quo”

"Challenge the Status Quo" Micro-Experiments
Hi1sen1@6a public 319sNINIENIZUINNIS
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Visionary Leadership : “The Co-Creation Canvas”

"The Co-Creation Canvas”

(Visualizing Shared Futures)
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Visionary Leadership : “Mentoring for the Moonshot”

‘ MOONSHOT \ o L |
BLUEPRINT Ainezawnnazlvalsnsunyaaa

WaNaLan ) 1 "Moonshot project™ RN

HUGE
PROBLEM
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Source: X, solveforx.com/about CHT UNIVERSITY




Visionary Leadership : “Anti-Vision Challenge”
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Visionary Leadership : “Strategic Story Swap”
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Observation Chart & Early Warning System

Respiratory Rate
(breaths/min)

>37

36

31-35

21-30

9-20

5-8

O, Flow Rate
(L/min)

0, Saturation
(%)

>=93

90-92
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Heart Rate

(beats/min)

If heart rate >=240

Write value in box
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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
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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



Systems Perspective

° SyntheS|s m%msﬂﬂngaﬂuaymwmaa\lfﬂwaasmum%wm% @19 9 T
29@ns tilwasdsanidwiibaifann (unified whole) 1&1%ﬂnaqu Vlmﬂ%ﬂmaﬂa

® Alignment: ‘Vl'lﬂ')'l&ll,?.l'lsl?ﬂ LLﬂ&%’lN'ﬁJQ‘UG\‘ﬁGﬂaElﬂ'l‘l"iaﬂ‘.’lla\‘l El\‘iﬂﬂi E[,H‘Vcllﬂizﬂ‘ﬂ

* Integration: U3za@WUKITIY TUTUAZADUARDIAMNADINIIVDINWUAZNT WA

1 1 ' ©
UaRaVaINI b (internal customer chain) AANUDILTY
® Culture Hacking

. 1 W 1 6 0 Y
® Synthesis: (i I89T% D) a%agmal%ﬂ%amm flﬂ'J’l&Jﬁ’lﬂfy(ﬂE]
o & ¢ 1 1 Y i [
mwmﬁwaaaaﬂmamals ﬂi%ﬁ'\%i’)&dﬁaﬂﬂﬂ%guaﬂ’lﬂlﬁ

. A o o [I= A (~ Yo Ao o ¢ 6
¢ Alignment: \'i'l%‘nﬁl%‘n'la% &lﬁ')%uﬂ&lL@l&li‘lﬁiﬂﬂ'ﬁﬁﬂﬂﬂ%ﬂaﬂaﬂﬂﬂi
at9ls

. ' o R T 2R
® Integration: (MAI891KVAY) IV IRINWVBILEDI18TW D913

uw.a‘lgn”@uﬁ ﬁmﬂﬁqa “Building Quality and Safety Culture for the Future Sustainability” (N3nJ)1a4 2568)



Bonanza Model: Systems Perspective for HA Survey

Alignment to the Org.
Purposes & Goals

Integration with Others
(Systems/Processes/Teams)

Sharing

Learning Key Quality

Coordination Concept
Potential T

Finding/
Situation

Observation

Interview
Chart Review

Root Causes/
Org. Factors

Systematic Approach

Repeatability
Evaluation
Improvement

Access

Accept
Appropriate
Competency
Continuity/Flow
Coverage

Other Quality JRINSIE
Equity

Holistic/Humanized
Responsive

Safety

Timeliness

Customer
Organization

Profession
Community




Systems Perspective by Technology

Systems perspective AN RINNIUINNTIANTIT09ALE N UTINNAVDIBIANT Ltk
anuowe unified cohesive whole Lﬁaussqﬁ%ﬁ'ﬁ% gnITALNAaNSMIauarila WAV IR
sinlalwauase

wmaluladaresiunumaalyi

1. Integration & interoperability

* Electronic Health Record & Data Standards -> single, unified patient record
* Cloud infrastructure -> seamless data exchange & scalability
2. Coordinated care & population health
e (Care team collaboration to coordinate follow-up and shared responsibilities
* Predictive analytics & risk stratification -> proactive wellness-focused model,
targeted intervention
3. Management by fact & continuous improvement
 Advanced data analytics -> real-time measurable metrics
 Automated reporting & feedback loops




Systems Perspective : “Ripple Effect Challenge”

"The Ripple Effect Challenge”
(Decision Impact Mapping)
[ (- w A { o (- 6
dwmsunnmaananlandagriannnagns
N IuazNNvzABINI "Ripple Effect Map™ — a visual
. = ~ 1 v o U =
diagram LaAININANAIAILIATULATHADIILAL
N21NAYW (expected and potential unintended
consequences) INNIIAATAWLIAINAD DeNITas

p=-] 1 ;::' 1 ;::' v (W 1
manﬂqmvlﬂnauw%ﬂma ‘) ‘nvlau,nmwaan% ﬂ@l&l
U1 P=| U 1 U1 ] U
Ial“.l.l’zﬁl magumﬂmmmﬁﬂmﬂuan 2819y 3-5

nay
9




Systems Perspective : “Role Reversal”

"Cross-Functional Shadowing / Role Reversal”
(Experiential Learning)

U o ("] :::! (> = | S 14! Q/

g{m‘l%nmwma% (K3001909AIIN)
"AAMIN" 138 “@auunuIn” ﬁuqﬂﬂamﬂ

1 { 6 [V "\
HRWILINHINVDIDIANT HIDNWSNATANYWON
M2 19LBW ﬁﬁ’l%’)ﬂﬂ’liﬁ]'\&lﬂ'ﬁﬁ%aﬂm’m
U = o [V aaAa U o

WHILIARRIINW KIORINIAIYARTN 1B LIRINL
NNBNNAYLA




Systems Perspective : “Why 5 Times Deep”

5 Whys: Uncover Root Causes

The 5 Whys tool helps identify root causes of problems. However, misuse can lead to incorrect solutions.

Learn how to avoid common mistakes.

Y
Y
\ = 4
©
[

1ST WHY
Identify the first cause contributing to the
problem.

2ND WHY
Dig deeper by questioning why the first
cause occurred.

3RD WHY
Continue drilling down to understand
deeper reasons.

4TH WHY

Reveal underlying system or
process-related issues.

5TH WHY

Reach the actionable root cause and
formulate corrective actions

"The 'Why 5 Times Deep' Problem-Solving"
(Root Cause Analysis Hack)
::{' v (W (% o Q Y o

Wadasaamasnudgwidragle 9 dures
goLdan lAan13aN “5 Whys*

MNITARIUITNAK “Why” LAKZBDITADIVLE

YRRy 2 & A A v

VBULVA IANIIRAANVWITOY 9 LNDAWRIELNE)
wanzeszuy (lalsuaannaganiznin)

“Why" ganigalinganlasnau lugsaias
VBIDIANINIBNANINTINAYNS




Systems Perspective : “System Storytelling”

tell a story

"System Storytelling” (Narrative & Impact)

é’ﬁwxmmwLtazttﬁaﬂ%ﬁaaﬁaﬁma%‘la
(compelling stories) %!0 Lﬁ%ﬁﬂﬂ')’lmgaumdﬁ%
(interconnectedness) - nslagwudlasian )
%08 9 TRLNBNRIRIEINITDFINANTENLLZIUIN
wiaieaw) asolugluunwnaulaadsls nie
AMHIINNDITHISUNBNAY ) BraUszngatIan
laadels




Systems Perspective : “Ecosystem Mapping”

"Ecosystem Mapping Workshops" (Visualizing Interdependencies)

ﬂsmguL%aﬂﬁu"?lmsazhamfﬁmua (2% NN lasnd) LA INUARNAN 9 2TNIIING
AN DA IRARAITZULRIIFAYDIDIANT szqﬂawuﬁuﬁuﬁﬁﬁﬂﬁ'@ NINLININITIIN® wae
qmﬂzym%lﬂswiwuwun N3TUIBNIT BLATWNUSNAINANDN.

MAPPING A COMMUNITY ECOSYSTEM

Identify how each group
is embedded in the community!

School
District

\ Measure the quality of these

connections and interactions!

See which groups and
organizations are
connected to each other!

NETWORK MAP KEY \ / '\
e, Strategize how to

FORMAL TIE
strengthen ties, fill gaps,

INFORMAL TIE s .
|
OMNECTI and increase Ef‘fICIEI"ICy.

TEAM C (o)) LOW CENTRALITY




Systems Perspective : “Stakeholder Safari”

"The 'Stakeholder Safari’”’

(External System Awareness)
1 /=Y YPo A1 1 W] U
aordsa nRdiawsranudiidinlaainids
AERBNNAAINKRATE (1% HINY NANANT
1 o @ o ¢ 1 1 [~
NIHILITHANUALR TNNALLBDT Audl) Liluwszae
1 1 1 o Y 1 [~
vlaﬂmﬁﬂauﬂmﬁsumsﬂsmgadamaLﬂ%mams
LN Lwil,ﬁaﬁ'lmwLff'flaaagmdaauazmanmﬁ’%ﬁ

P -y @ ¢ 'y
LNEAYBINUIANIUBININLYTINIE




Agility & Resilience

* Agility: @ansaiazuuilasiaagwavls danadandulunisdjianis

I o v -y P I
¢ 1?ﬂaﬂqﬁﬁﬂzllﬂ$ﬂaﬂﬁ%aﬂﬂ')'l&l@la\‘iﬂ'lﬁ' / ﬂ'lﬁ'L']JaEl%LLﬂa\‘i / ‘ﬂfg‘lﬂ'ﬂ‘ﬁ&l [ AN
na1nviang

1
P=| -V

° = = 1 o o \lsvu P a -V = o A Gl \Isv ([~ o N Y
Nanudandn Usuarlanadiaiwmsynunzilanasy aadnlalasiais suliaae
SOULIANNAWAY

Q/ L

o 6 (W) 1 "\ a\ "\
* Resilience: A1ANITOL LASYNTUND Ltazﬁﬁuqamwmmm HNUG LUARNLR
LAZNIINANHUNWTINIAN )

® Culture Hacking

/=Y ci 1 dy 1 > 7 |
* Break the Rule: nunauuazgnianngilatdananslvnisauarilase
= a\ > ¥ ¥ ¥ ¥ VY ¥
* Empower: dvslugannliyaainsamuiiundan idihaanizsgla

. N A LY o w 1 1 —~ o @ 1
® Provocative Pressure: aaatmﬂmmaa%vlfﬂ l‘Ila‘i]’]ﬂﬂflj’ldaEl’ld’)’]ﬁlzadﬂ’liﬂ‘iij(ﬂ’aaﬁl’ldli

uw.a‘lgn”@uﬁ ﬁm"qaqa “Building Quality and Safety Culture for the Future Sustainability” (N3nJ)1a4 2568)



Culture Hacking to Foster an Agile Mindset

® Empower frontline teams

* Decide and announce: NM%WA LKAAF b2 L1b low-risk ¢ operational issues ﬂﬂ’m%ﬂv[’ﬂmaﬂ
waanualsznialinsiu Tumaawaauummwmﬂu%%

® Daily cross-functional huddiles: ﬂ%qam'm% 15 wifitneINy patient needs & bottleneck

® Promote psychological safety and learning
® Blameless post-mortems (AAR): focus on what, why, how to prevent, not who
® Thoughtful experimentation: AWLIATASNINYINT LRNNADINT unconventional solutions

® Shift focus to patient/user value (incrementally)
® Patient journey mapping: visually expose pain points & silos
® VOC feedback loop: real-time patient FB -> operation team’s weekly review

® Improve transparency and communication

* Visible metrics/data walls -> shared ownership for key, real-time metrics %d‘ﬁ&dﬂ%ﬂﬂ@ﬂlﬁ

® Go-See (leadership walkround)

wn.ayia gny@na “Culture Twnszuamnalulaid” @ Nﬁnsmqmmwvjawzyﬂﬂ AN 12 (27 WOAINBL 2568)



W o & . .
N133AAINNANLIIYBDY Agile Mindset

® Speed and flow
® Cycle time for a patient request (Na2d4 daily cross-functional huddles)
® Recurrence rate of key errors (Na2aJd blameless AAR)

® Number of process improvement ideas suggested and implemented Twnaazinow (Wa2d4 visible
metrics)

® Average time to approve a low-risk operational change (Ha2®4 decide and announce)

® Mindset and engagement
®* Blameless incident reporting rate (Ha2aJ psychological safety)
* Pulse survey “aibA3UNIILEINNAI IRAAFW D Lﬁanﬂs@LLa Atlgad193a157”
* Cross-functional collaboration: 31%3%lATINTS msﬁ'amsﬂ%aumﬂmu

® Outcome
® Net promotor score
®* Improved clinical outcome

® Cost of poor quality, time-to-market for new services

L |
uw.agnwﬁ ANYANA “Culture Twnszuamnalulaid” @ Nﬁmmqmmwnewmﬂﬂ AN 12 (27 WOAINBL 2568)



%, (L5209 11431) Share SHA Day

win.... ladladlngiaaan

Non-maleficence

omihaleiiuudaanonidonlidn Wunud imgvinannan
18 spiritual AeduLilalal leviniases: o115 Wenunns wilede 1au Wuunuusl




......

@ . . o 1 @ < A
anAwNa19Lile CA pituitary BadkIANAIIN 2 LAIADY

1 P 1 | & A o Y (V) 1
1&Lﬂ‘§ﬂ\‘i%')ﬂﬁ'\ﬂi% ag INW. 1wl ﬂ?ﬁlﬂﬂ‘i')@laﬁllﬂﬂﬂ%aﬂ

I 1 A 1 -V 1 (]
LLNL%’]Q%}‘?\ IN. Waagﬂﬂﬁﬂﬂ% AU EDIIUINN Lan

(3 (V) =
ﬂ%Laﬂaﬂﬂﬂ'ﬂ'ﬂ%l&laﬂ

A 1 = (] A o 1
LNBWBlﬂLHHNQﬂﬂ%Laﬂ Qﬂﬁ)z?\‘ilﬂ LBULNINSNAIND

suldaduuaay

= o A Y P Y & A Y
NANITWBITILAWBLLASAILWBHNTIIIBUATN L‘Wﬂi‘lﬁilﬂﬂ‘n(ﬂaﬂ

U dl' 1 Q 1 Y Q/ Q/
lfa3asgaanigle navldadinunuasauasrunaay

& @ YRy A oA
i%&dﬂdﬂizﬁ’l%ﬂuﬁ’lﬁﬂﬁmqwiﬂan’l%maﬂ’ﬁ@ LLaGalibed

MED CMU Quality Fair 152971) 2568 @391 6 4ufl 1012 woemow 2568 a4 osuszgudy 2 sensiFousau



a%ﬁai’muﬁsw@lmmwLtazmwﬂaaﬂﬁﬂ
AL A “é’%’uwa”

Patient / Customer Focus, Focus on Health, Community Responsibility



NSURA
Ql

Core Values & Concepts

Value on Staff

Individual Commitment
Teamwork

Ethic & Professional Standard

AWBNII Y

Visionary Leadership

Systems Perspective 1
Agility
NEANIUT // HILMA
ﬂ'ﬁ‘ﬁﬁm&/ Patient / Customer Focus
A ] Focus on Health

Creativity & Innovation X Community Responsibility
Management by Fact =
Cont. Process Improvement wn’%‘fﬂ%g

Focus on Results Lt
\_Evidence-based Approach ﬁempowermerﬂj




ﬂﬂiﬂizqﬂ@ﬂ% HA Core Values tWa&319 People-Centered Culture

HA Core Values n1sdszaneladiiassie People-Centered Culture

Visionary leadership 1u&szuuuIn1stulu integrated, people-centered care
A9l | Systems perspective uavilayvnuavgihaacriiuasdsiu
Agility FusANuKAINKAILUAIAINUGAINT/preference/da1unisal wagiinisaauduadaLIILUILAN
Patient/customer focus ai\manﬂszaumsnﬁfuuﬁmnamﬁuv‘i’a AaLAUAIANGDINNS AflaN ANNNaY AndasaduEluuy e
AR Focus on health ldudnguawdanaunn quaatiaidiuasdnuisrenia 3ala §9an Saduano
Community responsibility A9V YUNAILARLANUGDINTUDIHALR ATALATY AUAU TunsidIunuauailae
Value on staff fgatagaunanssu collective sensemaking seninvymannsuazeiea/asauadn
) Individual commitment auanihesala/anuin/anussiasede wwsnludnsuasdndasuageiilae
ARVITH Teamwork fnauduaIANNGRINITaaIKI eI svin UL T uAnEuaI TN TN
Ethic & professional std fiananazaassnnazinasgruizndwliunisquaile
Creativity & innovation TdANuAadsIEsTIALARLUIANTsULRaRINaLAaLA TR Uil e
Management by fact Usvanadayatialile customer insight
AsweIun | Cont. process improvement | iihautazasauaiiznundaiusinlunisdsuilsenssuiunis
Focus on results Taflsz1a2m1ian Patient Reported Outcome/Experience Measures (PROM/PREM)
Evidence-based approach | lafziayadanaisiiann solution AingaulvdugFuusnng
Learning UandunisiaausTuidnisdfiteu uasdsivaaa ludunsuusnIg
WIBHUg Empowerment JUfidoulasunisiasundeilansnennsissdunilefianauauasaiugasnis/uatlaym lvnduusinns
LEuNAY Lk hadmususanIgsufinuaucaguainuadnuad lunntuaauuaINIsaLa/1insuusnig

a
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Patient / Customer Focus

1 Yo

1 1:{1:1 1 U =\ U Q U
® ﬁd&@ﬂﬂﬂi@ttﬂﬂ&ﬂ%ﬂﬂi%LLﬂf;lJTiJ‘iJiﬂ']? (@Jﬂ% @JI?J @Jﬂﬂaﬂﬂﬂ @J@I&l)
o YV U Q
® iuguamaua%aamwmaam‘s AITNATANIR I ﬂ')'l&l‘ﬁ\‘i‘l% (preference)
a Aa Yi o Ad = (~f 6
° Lmsw‘l%aﬂﬁgﬂ'sml,azﬂﬂﬂﬁswaamwLﬂ%mgwﬂ
®* Patient engagement & empowerment
v a Y a A Aa Y 0 A ¢
* ThuSnsaagalanilinuin aaedrknuasiivawase (SHA)
® Culture Hacking
o Y w U1 U 7= 7=\ a Y1 % ¢§ P=|
* Respect: 3U3n13U3n)Mvaul@/6IUUINTT aNdRe ﬂﬂﬂﬂiﬂﬁdﬂ’)’l&dlﬁ%&%ﬂg
e NVC: WAsnwniwrunttdwn1¥ 85
* Listen: U9 extreme feeling (+ and -), extreme users

® Compassionate care bundle

agm . - dly 1
® Positive experience at every touch point: LWBWHRIFIILLALNIN

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




Patient / Customer Focus

o A A 1 e (~f a o 1
Mlntnagea latduwdnadszailansa L
o a (W) 6 A "\
o é’iummﬂﬁsuﬂszaumimmamﬂslunﬂqmmms
= o ¢§ (~f ¢
* MAUAWDIAINADINIT ANBYN ANNBNTDL ﬂﬂmﬁ%mm'\mﬂumwﬂ
¢ mig]l,l,aﬁ"aslﬂﬂmaaa’m‘s (compassionate care)
Y YR P 'Y 'y @
e Twarunnig “H1lag” mJ'mm'lgmwa‘lwﬁl@lumﬂﬂﬂ
°* N1SABUEAWAY concern maaé’ﬂ'smmzmauﬂ%‘s Taalussa
. H a\ (VN 6
® Compassionate engagement Lﬁamﬂqumﬂ’lim




. UCSan Diego
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



Examples of Practices that Promote Patient and Family Engagement

Bedside Shift Report
* ifthy (wazasouas/gua) Ny active participants wananildsudayarihuidduszniaungniia

Collaborative Goal Setting
» uhguasingrUle SuAuAue areas for treatment naonsildsuudasiimauauassio patient preferences
& priorities 5uAU clinical concern wasinguane

Patient Pathways
« Wunsiin clinical pathways sndsushonuniigihouazifauadi alsdine dwsuusiazlsa

Shared Medical Records / Open Notes
o thoannsahfsdonaguawainuaralunusadoudidudaaru wu Tusrinauou sw. uaz/nse Masnen

Shared Decision Making
e AszunuMsAiUAdNiuSAugThadedosnisidusudadulaidon Welivnadenunnninileavnaiden

Teach Back
« validate At lawasgthusiotoyaddni 85y drunsvelinthuasyanuth Rdudnwauainuias

Care Partner
. aulupsourssooudiihosauvinsliiduanndnuss care team suniiiguariihessuing episode of care

Susan B. Frampton. Harnessing Evidence and Experience to Change Culture: A guiding Framework for Patient and Family Engaged Care



Compassionate Care Bundle

| e AIDET (Acknowledge, Introduce, Duration, Explain, Thanks)

o . Policy that has become a standard
Hello my name is..... :
practice
— Wh/\: | My Board Checki-ng OI‘-I each patient tht-e
L— — nurse is assigned and assessing for
| U Purposeful hourly rounding | * Safety risk
— o ) Change in the patient’s
N — Clinical handover at the bedside condition
. Pain
My questions / My family's questions My care instructions: Telephone dlscharge follow_up Additional needs they may
have

Figure Three, My Board

Figure Four, Clinical Handover at the Bedside.

A South West Health Hospital and Health Service Initiative 2018



Focus on Health

* lznangunwAagasnin quans Ny I §IAN IAIYYIM FIWINFDN

1 P~ o Q (W) U o) U U1 U
* wilanianwaniuitaann1stniasnsual azvinlurihelgdnanwaasan
Lﬁaﬁ"ﬁaqwm'sﬂé’fa 1915 |

o @ 1 A (=
* BIEN Elﬂ']'W‘.‘ZIE]\‘]éﬂ')ﬂ&’]t@l&dl@l&d%ﬁﬂﬂﬂ’)ﬁi

Fawala Wl uNnIT - AIWA NBIYUY hitps:/www.youtube.comiwatch?v=EYoOBD-2G8w

® Culture Hacking
U =Y U1 c\' U a\
* wilanaaEsNgEn N g8 (FInIaaaN NORNIIN)
* Anagnuilegiin wisuwasuanlwrilae

o ﬁmmnﬁ%ai’ﬂﬁﬁwa@iaqmmwazhamaumqu
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https://www.youtube.com/watch?v=EYoOBD-2G8w
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Humanized Healthcare

!/
"Madern Mcdicim7we 61’5\»7 Humonized Medicine 655&/"
ol als100 A=

Health of Individual, Family, Community
Truth, Goodness, Beauty
Freedom, Connectedness

Family, Friends, Social Support
i 3 | Social Environment
il ' Ar/Fun/Friendship/Joy _
1 . Inner Resources/
I Spirituality

Food & Nutrition
Spiritual S
Bio-medical Approach )
Patient Safety Mind-Body Approach
Empowerment

Relationship/Human Interaction
Organization Culture & Paradigm
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Community & Societal Responsibility
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Culture Hacking

® Green Day / Green Round

® Community Agent / Advocate
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Value on Staff, Individual Commitment, Teamwork,

Ethics & Professional Standards
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Teamwork

Core Values & Concepts Value on Staff
‘ Individual Commitment

Visionary Leadership
Systems Perspective

Agility

NEANIIWN

s Ethic & Professional Standard
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A

U o

\ 4

@aﬁvify & Innovation
Management by Fact
Cont. Process Improvement
Focus on Results
@denee—based Approach

A

NIUAA
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NISWENA Patient / Customer Focus
Focus on Health

1 Community Responsibility
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Learning
Empowerment
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Value on Staff
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Culture Hacking
® Positive & constructive feedback
®* Ask “what matter to you?”

® Listening into Action (LiA)
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Individual Commitment
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Individual Commitment

® Culture Hacking

* ivwdszanlng dazlsliqgans adununan

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

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

®* Positive & constructive feedback

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

® Listening into Action (LiA)
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Teamwork

N9 320AA 32011 MY LI TTUINKRBIYABITN UBNUAS bsNUWDN
Respect LND®HIINI% (ANNEINITA ANNAALTIW 1IA1VaILNan)
Team situation awareness
HANTUAMNUANANIUAINKANY N1IVINE 3™ alternative W38 Beyond Polarity
Clinical Resource Management ﬂ')’ladifﬁﬂﬁ ) AanNwABNINGINIVDINY
Culture Hacking

® Daily huddle

® Internal customer day

® Non-technical skill

® Camaraderie (Liﬁﬁﬁ%ttazﬁ%)

* LRUIEIUWDYULRLLRYIN
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Ethics & Professional Standards

* NIAAAKIIURNUFIUVDIVIUSITNUAZNIATZIUIBITN
¢ MIMNUAKATILSITNUAZNIAIPINIT BN IzNaUITIBNAIBNY

® Culture Hacking
® Mom Test: ﬁﬁ%ﬂaﬂﬁﬁﬂﬁLﬂuLLmaam
® Awareness of cognitive bias
® Feedback from other professions
* “Ethical Moment” Huddle: 11381 1-2 unfineui3y team huddle Ani38$9385334
* “Patient Story Sharing” (de-identified): AMNFIUYINY Lﬁmﬂu‘u patient autonomy,
communication, empathy
* “Peer Consultation” #3ai32UU informal ethics buddy tHat3nunluiszi@uiTusan
* “Ethical Dilemma of the Month Board” Lﬁm%‘yaL%fyslﬁifsml,ammmﬁmﬁu
* “Transparency Touchpoint” a%mﬂﬁaﬂmsmﬂ@aﬁﬂﬁﬁu‘[ﬁﬁﬂaUa‘im%’umﬂiﬁeﬁu 8]
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Creativity & Innovation, Management by Fact, Continuous Process

Improvement, Focus on Results, Evidence-based Approach
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Core Values & Concepts

Value on Staff

Individual Commitment
Teamwork

Ethic & Professional Standard

Visionary Leadership

AWBNII Y

Systems Perspective
Agility
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NEANIIWN

A 4
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.| Patient / Customer Focus
Focus on Health

@aﬁvity & Innovation
Management by Fact

I

Community Responsibility

Cont. Process Improvement
Focus on Results
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Evidence-based Approach

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

Culture Hacking
® Challenge the status quo

* Seek opportunities: ANVHELTI ANVFNLAR? m@;msfﬁﬁvl,ajm@ﬁu a;@a'auiuﬂizuauﬂws 2ap)
WRsBLUad lwRIa8aN Aan1Ininistdulaatiesias,

. . a Ql dl 1 dl L%
® Free association q@ﬂizmﬂmwmmﬂmﬁlmmmmaa

® Penguin award
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ENCOURAGE BEHAVIORAL ? COGNITIVE SKILL TO
TO INNOVATE SKILLS SYNTHESIZE NOVEL INPUTS

~ Questioning

; Observing\ A @

Networking

CHALLENGING B .
the STATUS QUO

Experimenting

~ [ =)

Clayton Christensen




Free Association

Disneyland / #Afiias
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Ten Faces of Innovation

dunalaglidndu
sagfulunisundeym
1399 ldAeTeaueuleany

LDIYULAINUYINATUA
4579 connection

MU ULIZINTEUU

Learning Roles
(Lﬁuwuum'mé’ua:mwﬁﬂ)

* The anthropologist
* The experimenter
 The cross-pollinator

Organizing Roles
(me‘*ﬁ’uLﬂ%i'auﬁfmmsm?uwé’a)
* The hurdler

 The collaborator
 The director

Building Roles
(NM9H519UIANTIN)

* The caregiver

 The set designer

 The storyteller

 The experience architect

ldlagualvigausdn at ease
Fandilvvieuiiang practical & inspiring
@519 emotional connection 5¥MI19A UL
aSsUszaunIsalnunnee Tanwiy useiiula

Kelley & Littman (2016)




Culture of Asking “WHY”

Example of DM (micro-analysis)

Micro-analysis
+ At national level, young DM patients perform worse than the elders regardless of sex. WHY?

20-39 | | 40-59 I ‘ 60+ ]

Example of DM (micro-analysis)

Micro-analysis: Seasonal variation of uncontrolled DM. WHY?

AUG-OCT AUG-OCT

76% A

Fasting plasma glucose (mean £ 95% CI)

72%

022 023
Fiscal year

Sex -+ Male + Female
68% 4

Prevalence of uncontrolled T2DM

64%

Oct Nov Dec Jan FebMar Apr May Jun Jul Aug Sep Oct NovDeec Jan FebMar Apr May Jun Jul Aug Sep Oct Nov De¢ Jan FebMar Apr May Jun Jul Aug Sep Oct
2022

Visit Date 67

* Mechanisms to address the 'how’ and ‘why’ questions are needed (e.g.,
through empirical research).

AT N, TN qwssm"lwmmﬁ Utilization and capacity building for big data management and analysis on health promotion and disease prevention project, IHPP
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Management by Fact

v A ‘g q (W a 6 1
* mMnnanlauwNngIwTastayanlasun1sIAIiat BNz

U Q U Y w A W)
. aiﬁaamuﬁi‘mm‘ﬂ%waa&a‘l%ﬂ'\‘smmauslaslunnszﬂu

® Culture Hacking
® White Hat Practice
® Ask WHAT, SO WHAT, NOW WHAT
® Control Chart for all indicators
¢ Sampling & rapid assessment
® Democratize data: visual dashboards, 5-Min data digest report, data champion / data buddy

® Data Ritual: data question of the day, data-driven meeting, leadership walk with a data focus

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



Continuous Process Improvement

mfamaﬁ'wmmmgamaa‘ﬁ‘nmﬂvim21

(W Y VU
PHULT RN YN A DALIR
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TEn1snadavaniatan

Y . A Y A o v a o 1 1 A
#5149 passion u,a:aaLnﬂaawﬂmz@;ﬁlwmﬂmswmmamamamaa
Culture Hacking

® Daily huddle

® Agile & Scrum

® Listening into Action

® Stretch the goals

® Benchmarking

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




Focus on Result

o (W] 6 A U v . 1
ﬂﬂ%%ﬂ’amqﬂizmﬂL%ﬂﬂaq‘nﬁﬂ%&laﬂﬂmz result-/outcome oriented aNnNnl1

activity-oriented

o d' - 6 1 d' 2= | U v
m%umLfﬁmmwaam%ﬂwaawauazqmmﬂgumuimﬁmz 31l

N1 A milestone Szwfi'wmaﬁL%ﬁ&fﬂﬂﬁ'ﬂtﬂmanﬂqmﬁ'\ﬂ

IAHNANIIANRBNIIANNUINNY (->83AAT1I19 outcome & process indicator)

aﬂﬁn&lNﬂﬂ'\iﬂii@Lﬂ'}ﬁN'\ﬂaﬁhﬂﬂ&h ldala

Culture Hacking
®* Ask: mwéi’u,%mﬁfﬂmtﬁ%a zhav[‘s Outcome Framework / Chain of Outcome

“Live Scoreboard / Goal Thermometer”
“One-Page Result Plan”
“Result-Oriented Question Prompt”

"Micro-Retrospectives on Results”

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




Culture Hacking to 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'}La"]L’%fawaaﬁw%am&aﬁnmwm evidence
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Learning, Empowerment
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Core Values & Concepts

Value on Staff

Individual Commitment
Teamwork

Ethic & Professional Standard

AWBNII Y

Visionary Leadership

Systems Perspective 1
Agility
NANIIR < » HIUMA
A15yi6uu 1 Patient / Customer Focus
A ] Focus on Health

Creativity & Innovation X Community Responsibility
Management by Fact ~ /\
Cont. Process Improvement wn’%‘fﬂ%g
Focus on Results

. Learning
@dence-based Approach e Tj
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ﬂ’l%‘l,%smgizﬂuadﬂﬂi: CQl, Best Practices, Innovation -> atma1 Ha3ANN
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a Aa oA 3 1 2 o
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L%El%f{ﬁ]’mnﬂ Performance Spectrum (A213&1159 aaulsU571 ANaNLKa7)
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LIEWIANTIINIITIW (Emergent Learning)
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1% Double & Triple Loop Learning

Culture Hacking
. v A a v o [
* “Wisdom of the day”: auuﬂumaaLsﬂlﬂasﬁaﬂaﬂusaugazls

® “The Learning Jog/Journal”

® “Show & Tell Minute”
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Culture Hacking
. A AdA > A 0 R an o Y
* “Decide & Do Zone”: wuwmﬂmm@maﬂammm slvlmawaagbmﬁnrmmm
* “Question to Action”: RIRUIDINNAUINLANNLRALAL LT IN19aanas s
* “The Small Change Challenge”: nizduliaunthnudivdsiduang nvlavun
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NHS Listening into Action (LiA)

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

1 Creating a Movement
Set-up and Launch
Baseline Measures

High Profile
Communication Campaign

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

4 Proving the Impact
Measurable Results

Pass It On Event

1000s of Powerful Stories
of Staff-Led Change

3 Focusing on Action
100s of Quick Wins

Bureaucracy Busters (uaagilaiin)

LiA Pioneer Teams on High
Impact Actions

https://www.listeningintoaction.co.uk/index.php/process
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