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Systems Thinking ’

“Systems thinking is a discipline for seeing wholes
rather than parts, for seeing patterns of change
rather than static snapshots, and for understanding
the subtle interconnectedness that gives living
systems their unique character.”
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The Fifth Discipline:
The Art and Practice of
the Learning Organization




NNIAALBITZUY (Systems Thinking)

® The Parts -> The Whole
® Analysis -> Context

® Objects -> Relationship

® Hierarchy -> Multileveled Network

® Structure -> Process
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Tools of A System Thinker
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Aviation Safety Reporting System (ASRS)
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How to prevent it?

How to make it better?

How to detect it earlier?

How to do it earlier?

How to do it more appropriate?
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Reliability wunansazls

System mMsvinutinAiinuue yindeinaly
Service to perform its
Product intended or required
- Procedure  function or mission

Ability of a Process
Machine without failure or
Device failure-free over time
Person?

v v
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The ability of an apparatus, machine, or system to consistently perform its intended or required
function or mission, on demand and without degradation or failure. (Business Dictionary)

Reliability is failure-free operation over time--the measurable capability of a process, procedure, or
service to perform its intended function.

Reliability in the broad sense is the science aimed at prediction, analyzing, preventing and mitigating
failures over time. )
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Perform the intended function Quality over time
Probability of mission success
Minimize variation Failure-free
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High Reliability Organization: Trust for the Public
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ANANTTa) (Preoccupation with Failure)
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LASEHNWIAN (Commitment to Resilience)
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B0 (Sensitivity to Operation)

AN

1 (W) A' { A ¥ 6 . ~
o TldlanuFsNinadwasenn (Focus on what’s actually  asdns mindful anniiiasla

happening) lalanulananadann

v ¥ o o > A ¢ o e le WinnaInisl
O 11&%’1%%?’]ﬂfIJﬂ’)ﬂ&d?t%ﬂﬂi&’ﬁﬂﬂ’li%/ﬂﬂbﬂ’lw (qualitative and 4 A
" o L oA A lananazianaianin
experiential knowledge) Iu%aﬂﬂ’a’lﬂ’n'mgmdﬂiu’lm

naan3ala
(quantitative knowledge) 29ANT mindless LI LA
¥ v > o a 1 [V VRV o U Aan
O Eﬂ%@l%lﬂﬂﬂﬂﬂ'\ﬁﬂ'\ﬂ'\%lﬂ%ﬂ')'\‘ﬂaﬂlﬂﬂﬁq%ﬂaﬂﬂ%laﬂ NAAEIRHARNIINAILID
. A A o 1
0’0 L%ﬂuigf]ntcn@'tﬁauwa']ﬂ LRI €) ‘Wia‘n']\'j']%i:ﬂﬂ\la\'&l

U = o
O WEAIIN mﬁﬂzymmaama‘l%szuuag Paya/NIHNaUIN N119%

o o a Taalauioaszluns
*%® HNUIHS

u

anawloannllg

~a\ 1

O GIGWI’]&JI]’]S%’]%E]El@laaﬂL’Ja’lttazﬂ’]&l’]iﬂLﬁNﬂ%WEJ’]ﬂSL%’]&J’] . -
U mindlessness stl\‘islﬂ

LNDANITSINBLINNINLABNITINIRIAWNN
YU o A 2 'y Y <2 YA o = @ -y
O mATuWINATK ﬂ%wma'mazm'magummamzaﬂmﬂﬂ

uw.agi’wﬁ gm"g@qa 7 WOAAIN8% 2562 milliz“q&l HA Regional Forum mald “High-tech, High-touch, High-trust in Healthcare”



Lﬂﬂd/%ﬂﬂ'asjﬁiﬂ'm‘]ﬁy (Deference to Expertise)

/=

"\ 6 (%] (% % (% QJdeJdl o? = | =
D ﬁ&l’]?jﬂsl%a\‘iﬂﬂiﬂﬂNiﬂﬂ%LLﬂZﬂ% i‘]J‘ﬂ\‘l Eﬂztiad%%ﬂﬂﬁﬂ LN El\‘islﬂ

0:0 Expertise (ﬂ’J’]&JL%ﬂ')?i’lfy) |

O ilsznauniy “knowledge” + “Credibility, trust, attentiveness”
[e) Q/ Q - = = ¢
o Teanudrawny deep expertise %38 situational knowledge lagianielnaaiwnsal
A A A A A I <
nuaNNELIgIrIaLla gLl asa 1991132
S .
%* Authority
[* 7= 9/42/ % o 1 U v a' o @ % VA o = | 1
O mwgulmm%numtmm ANV INLIDIAYNITVIAV VYT HNDTWIKRHDNN
Aasganlaayng
Yo W Y ¢ ~ Y A Y Y v A
o dwaasilasluasdnsianaianizluzasle wazaasasoaizaIz g
7 - . .
** Recognize & improve our expertise
O avzwnnInIIdaNNIezls

' Y A v Y1 v ' o AYY o
O uusnuayang u,mqgﬂuazluamﬂlms% VU1 3VDINNAVDIALDY
O L%ﬂufmﬂmsﬁma%‘laﬁ NN

uw.agi’wﬁ ﬂﬂqaqa 7 WOAAIN8% 2562 ﬂ’lilliz‘g&l HA Regional Forum mald “High-tech, High-touch, High-trust in Healthcare”

q






‘ IMWITNAMNUAaany (Safety Culture) \

AIUFITU ARINVINeIaTIgAUUfURRaNeNUlagdnlulR nAugauSulasUuRauAEY
WJunasauvasmyaue In1sdunan
WJuFeswas A3 Uszaunsn Aunung Aae Aliey LAAR WaRNTIU ATINEINNTE

Safety Culture
WunazasArlian LInAR N153UF THITAUL LAZUUULKUNGANTIH
YBIYARINTUALYBINGN TIAIAUAAIIN U TDN1T9TU Lag

AN mm‘m‘lumsifﬂ A1sLNe7 ﬁ"uagwmwLLazmeaamﬁ'ﬂ‘luao ANS

v \ 4 v

Physiological Aspects Behavioral Aspects Situational Aspects
“gansanagigley” | “daurneazly” | “asAnsvinezls”

AN waad MIsu§ | | mensshuaswg@nssn || wlsune safisudlfia
VDIHA ganuanalasany lassas1909@ns szUUUINIS

HSE'’s Advisory Committee on the Safety of Nuclear Installations 1993




Culture and Patient Safety  HealthyCulture

- Psychological safety

Psychological safety

- Definition: people’s perception of the consequences associated with taking

personal risks

- Mutual respect is key
- Professional tone of
communication
- Flattened hierarchy
between disciplines
- Management of
disruptive behavior

Encourage staff to raise
concerns and welcome it

Encourage feedback and
treat with respect

Cerebrate and praise new
ideas

_

- >

- Organizational fairness
- Transparency

Concern are
acted on

Feedback
are acted on

X Psychological

Safety

Mayo Clinic
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Commitment to Ql Leadership
Mgmt. support Leadership i '
Priority given to PS Compelling vision

System errors & ind. Human factors &

: Reluctance to simplify
system improve.

Just culture

Recording/Reporting Reporting Reporting
Analysis Org. learnin Open to learnin
y. Org. learning & Q| Learning 2 2 > 2
Learning & change
Communication Comm., Handoff Informed Communication Diversity Deference to expertise

Personnel mgmt. Staffing, Response to Just culture Psychological
error, Mgmt. support safety

Staff education Informed
Team working Teamwork Teamwork & comm. Teamwork

Preoccupation with
failure, Resilience,
Sensitivity to
operation

Flexible

Pt. & Fam. engage.

— ——
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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

Safety Culture Characteristic

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

©CEONOU 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 NOOUEA, WNR

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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Patient Safety

Leadership WalkRounds™
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(humanized health care)
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(spirituality)
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All Errors I
Preventable Adverse
Events

Adverse |
Events

We Can Do Better than Coaching Alone:
Systems of Error Response as Systems of Compassion

All Medical Encounters

All Adverse Events

Trauma Transformed

At-risk
Behavior

Normal Error
(Human Error)

Individual is not educated about
potential risk and sees no value in
established policies to prevent it.
Manage by:

Inadvertent action such as a slip,
lapse, or mistake.
Manage by changing:

* Processes.
* Removing incentives for at-risk
behaviors.

* Procedures.

Non Preventable

Design.
Adverse Events : &

* Creating incentives for
* Environment. positive behaviors.
* Educate about potential risks.

* Redesign of system factors.

SUPPORT COACH

Reckless
Behavior

Conscious and deliberate violations
of procedures and policies.
Manage through:

= Remedial action.

» Punitive action.

SANCTION

|

Adapted from: Marx D., New York, NY, Columbia University, Patient Safety and the "Just Culture": A Primer for Health

Care Executives, 2001

Aggressively
confronting
the threat.

Trauma overwhelms our systems, disrupts our ability to connect
to safety, and places us in survival mode.

§1

Appease or comply

Numb or unable
with the threat to

to move or act
against the avoid conflict.

threat.

EVENT

Actual or
perceived threat

»

Individual
or
community

What is Trauma?
The 3 Es: Event, Experience & Effect

EXPERIENCE EFFECT

Social & Emotional: lack of

Fight / flight
oht / flight / trust, fear, dysregulation

freeze / fawn

»

& Physical: panic attacks, risky
Unique behaviors, disease

Mental: anxiety, depression,

Threatenin N
o hopelessness, dissociation

Overwhelming,

People can live through the same event but have very

different experiences and reactions

Event -> Experience -> Effect (Trauma)

ﬁ the schwartz «

Compassion in Event Review:
Acknowledging the Experience & the Potential Impact

* Event review will require:
» Sharing of event details

« Difficult conversations with quality, risk

and maybe legal teams
« Group discussion

Compassion in Event Review

* Therefore, we must create systems of
compassion by:

 Using a Trauma-Informed Approach

* Creating reflective spaces out of
reactive places

* Naming, acknowledging,
accompanying

K the schwartz center



Organizational Change
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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
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0.. : ..
09 ",
o Event Occurs’ 4
.‘...‘ e

e Activate CANDOR
Response team

* Performa .
preliminary .
review

* Impact scene

5 Opportunities of Compassion

In-depth Review

Interviews, chart
reviews, site visit
Develop timeline
Identify core-
review team
members

CANDOR=Communication and Optimal Response

Confirmation
& Consensus

Meeting l

Share pertinent
findings

Obtain
confirmation and
consensus on
contributing
factors

Solution

Meetings /

Develop targeted
solutions
Evaluate and
measure
solutions

Finalize event
review
documents




Compassionate Engagement A ) &&‘l‘/\‘\‘é

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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flodoil lsas

fanudanasausiundiisuidedy 58nsasnavanasshsiinTalansefichasioadunns
maUANIT very human
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ULEYNTIY UULaZATUASAUTUNLE ge1AgeE U

N1591885U38 ER  Real-time drug delivery

WY15INY The best information for accurate diagnosis
ICU AuTinfiaunmlaseunss
IPC Break transmission with awareness & culture
eLEVY wtheuglueAnaiilingegUaonsy

M23IAa9n AN IAADAAINUHNUYDILLL
a519ANURTINTN AU Fade

v o ANEUNTRULANUININYIMTBIETY (integrity vs despair)
N1IALLANE I8 vy > o
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Spirituality @@ Super Core Values | ™= ===

ﬂaﬁ'rmn“ﬁﬁ'viiau‘iuaf‘i’ﬂﬁﬁﬁa"imm'im

Visionary leadership ARTHU naTutrdauluevisnndrunn/wauatanitsvieny
Systems perspective watiluavdsiu navaudantas Il&lanndiu ladunniles
Agility Ligansau TsanissusLasnausguaInNUAaINITAUIA TR

Patient/customer focus Wiusniseadnlaniidnuiu TladnAansausraninn Jlavinwsy
windudinanau usvindrag1finuadtlaun e

Focus on health FuANAaaagnIW UNdnaa nuadn I aNILGNLANFUNIY
Community responsibility auni/Bausndfauanviasdu tlatanaligunuuaansdnanIn
Value on staff/teamwork U2duui@Anasrnsviizdic

Individual commitment i1 SHA Auautay tWausINIY adAns

Creativity & innovation aTanalvialadrfinvinoulvunndu

Management by fact 1113y fact Milumiusdnuaeidu nisulaminu nslvaaan
aANITlAANNIRNUDIAULAINIGARU

Focus on result yjarihszazamitAnanniuauinisdudelua

Evidence-based VinmunangIu mum'lﬂmm‘fﬂgﬁu’tuaaﬁnaé’wﬁ'ﬂ’owﬁ

Learning Fausannnnizassn nawvovu 1di3asaialanianuaseie

Empowerment Lilanmarau wianhawmda anauduiitzag
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% 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)



. 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
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Respect @15% ANNAA AANNAINIID m'lmfﬁ%mgmf
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1‘.’6?\’]1&]’] 5N (Non-violence communication)
Team Reflection

Camaraderie 15sM38nNwLaznwlaNs
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Q/

i v € o A v o A
ﬂ%‘n%’]aEl’wﬂi’wﬂiiﬂ(mﬂaamﬂmmﬂmaﬂﬁaaﬂunﬂmawmﬂ

Q

(= 1 A @ ¥ A %
A-I-C Nﬂﬂlﬁ%@!fﬂﬂ'\ﬂ ) UM BNBIMANLNEIVDI AYUANAWLDY

u |
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Deep democracy Glﬁ/ﬂ?qméqﬂmﬂﬂﬂﬂlaﬂﬂ (\Huedrwann LRasdIuTa s LR2IH)

b |

Y > Y

3" Alternative 1% Synergy Aadnaanadaudsgnisidaniana

uw.ayial AnTAna “Spiritual Health Care éqmquﬂ‘lmi” @ MED CMU Quality Fair 05971 6 132311 2568 (12 waeaniow 2568)
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Value & Meaning f@!m@hLtazﬂfaﬂuﬁu'\ﬂmaee'\uﬁﬁ'\

Flow ladulaainuainadisfianaga

Art in Work v‘i'\a'mnn%”%ﬁ"am?imjzuazmwﬂszzﬁm

Joy in Work iinfis 3@ 9 saunuasaalassanvinliomlaann

Listening into Action (LiA) sunsuazigsanasuaainsivaan pain point

uw.ayial AnTAna “Spiritual Health Care éqmquﬂ‘lmi” @ MED CMU Quality Fair 05971 6 132311 2568 (12 waeaniow 2568)




Ask Me 3
msfﬂmﬂm?m%L‘ﬁlams@lua BE‘]IJ’JEI
Patient’s Personal Record
Collective Sensemaking
Somerville Protocol for Preserving Patient’s Sleep
Compassionate Care Bundle

Patient & Family Engagement
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Tof spirituality P super core values
TINNWAINDIANINNTIA (Living Organization)
29aNn3N111219 12 (High Reliability Organization)

o ] A &
279A mindset Niilwilanrn

Cultural transformation

uw.a%i’wﬁ qnqﬁqa “Synergy with Spirituality” @ 23™ HA National Forum (15 Jwau 2566)
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Deepak Chopra

The |
Seven
Spirituai
Laws

of Success

NYURISIING (7)
A i glndio
TEaMNEINITARNIZA

1

NURIAMINA I (5)
FTUAMIN AT
Slip into the gap

|

NYUWAIANYNIN (1)
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Cultural Transformation
7 Level of Organizational Conscious

B THAILAND P
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Personal
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Organizational

Sulafuukarar@G/Tan
Making a y
Difference

Wusins dtanaan

Internal Cohesion

ailuzfuau STWaAY

IR EUS LA NI

Self-esteem _,

Qs A P—| 1 =
FHNAVIUNA UNANTTA

Relationship

Q/ o a

ANMUIUWUS TOSNAIN

ANALISANAAIAIANS

y -_— \
& 2> M I
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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

Source: Barret Values Centre
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