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Aims of Healthcare:

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
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)




u%ﬂﬁ‘sqwﬂ’lwﬁflﬂlmd’l (Value-based Healthcare)

a1 AN
u 1]

Better Health Better Care

anuduidavavatia Technical excellence mj”m“"ﬁﬁﬁ"f’-’%ﬂ'ﬁ Service excellence
TenuUszasesnumain Clinical objective Agmqﬂs:aqmmuﬁqmu Social objective

ARrNuwsnzaN Appropriateness Naewdlugudnate People-centeredness

A6Us:anawa Effectiveness Ussaumasedwasgthe Patient experience

fifimnuUasasy Safety AdmaTusssu Equity

Lower Cost

Better Value

AmnuiTuldasunsinnts Management excellence
TnaUsrasATNuLesEgenans Economic Objective
AsiUsz8ndn Efficiency

Y
CIAN
u q

uw.agﬁ'@uﬁ ANTANA 25 AAAY 2562 “Quality and Safety in Global Healthcare” n3sza3onn1s 60 ATRUNNBANRAS WA INeNReLTealna
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“ann g]v[,ff AAN” NU Outcome 2dJI System Building Blocks

u

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

Improve Value for Patients Through Improvement Cycle

Policy

. 2 13an33INN% « Enablers
Collect transparent, high-quality o C—

outcomes data : -
N A analyze
’ ariation ,
_ , Benchmarking
) g h, research & tools
Use value- o  Continuous | & Delivery
based feedback o Yewy organization
payments to [l and learning S i b Codify
incentivize to reduce
. _ 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

U

4 qmdﬂﬁﬁuﬁ“ﬁwu Patiiseh

26

Source: World Economic Forum’s Value in Healthcare Project



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



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

IF.Q3. DN LA ﬁ‘szzw”uf ATUCLLNNEEN ﬁ@]ﬂ‘i\‘l‘w BNUNATINITLA




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

IF.AT. DN VT S‘SZZWV%TE( ATUCLLNNEEN a@ﬁm‘w BNUNATINITLA




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




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
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AA : Social Objective : People-Centered Care

Ask Me 3
ﬂ']itfl.liltﬂi&l%@lsl% Lﬁﬂﬂﬂi@tla ﬁﬂ’]ﬂ
Patient’s Personal Record
Collective Sensemaking
Somerville Protocol for Preserving Patient’s Sleep
Compassionate Care Bundle

Patient & Family Engagement

MED CMU Quality Fair 1J52911) 2568 A3IN 6 Fuft 1012 woadmuw 2568 mﬁaaﬂs:@ufu 2 anensiSuusI
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Excellence anaduwiae
AN 1121919
Concern
d A Integrity
AMNWILDDDD Reliability
Confidence
Ever-improving value

Quality without failure AUAINAINAN
overfime q

ATWANN LT DUNWIBIADLIEDY e edo o 9
A HRAWDNRIATYADRNEN

AN ualit
Q y Outcome that matters

Better health, better care, better value

Integrated
Care

agiwawaa;ﬁ%mmi NUNBIVBINILUINT
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agn”@uﬁ ANTANA (24 $WINAN 2562) “Enhancing Trust in Healthcare” @ TW.NAWA8QAuLAT




3C-DALI : 'mé'auﬁanﬁﬁﬂuiuazﬁ’mm

Concepts

Context

Criteria

Adopt
Adapt
Abandon




3C & MBNQA Framework for Excellence

MBNQA/TQA

Concepts

Context

Action

Organizational Profile

n

Measurement, Analysis, and Knowledge Management l

Context

Purpose |:> Design

Criteria

COre Va'ues and Concepts Criteria

Core Values & Concepts ’

Adapt
Abandon

O
¥

Anuwat Supachutikul (25 October 2019) “Now and Future in Healthcare” @ 60" Anniversary of Faculty of Medicine, Chiangmai University



DALI & Juran Trilogy: All Three Elements Are Needed

Quality Control ->
Quality Assurance & Risk Management

Quality
Planning

Feedback into better designs

100
Zone of Control §2
&
B0

Zane of
. Improvement #2

Improve

Quality
Planning

60
40 \A /\u
20 \‘V‘V

0
JTime

Feedback into better designs “

Quality Improvement

Process performance (%)

Zane of
Improvement #1
r's

Source: Juran J, Godfrey AB, eds. Juran’s Quality
Handbook: Fifth Edition. New York: McGraw-Hill, 1999

Anuwat Supachutikul (25 October 2019) “Now and Future in Healthcare” @ 60" Anniversary of Faculty of Medicine, Chiangmai University




The Model for Improvement

The Model for Improvement

AIM
What are we trying to
accomplish?

MEASURES
How will we know that
achange is an
improvement?

CHANGES
What changes can we make
that will result in
improvement?

£ 2012 Associates in Process Improvement

Test: ADL Tool Test: Five Promises Test: Proactive Communication Strategies







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

un.aial gnudna ANTIANAINLUTLTBINUNTWIDTUNEILIS (30 NUENEU 2565)




MUMIULALLFRIGINTGALA (NEWS)

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

(@)

un.auIal ANTANa 13 NUATWUT 2564 ﬂ%’umﬂmiﬁﬁLaualuﬂ']iﬂiiz"qm 20" HA National Forum “Change & Collaboration for Sustainability”
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Effectiveness

13128189
A1sI%analsa

Timeliness
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9
Rational
L. Drug Use
~Err Clinical
@' Decision Choosing
Wisely

Utilization
Management
Day
Surgery
Integrated
Practice Unit

Hospital Igita Patient
Health Flow

Financing

uw.aknweuﬁ ﬁm"gaqa ﬁﬂLauaiuﬂ’liﬂizqu 20" HA National Forum “Change & Collaboration for Sustainability” 15 Jwan 2562
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AAA : ADNMIAAN 9 LNITAAARNULINITFUAIN

Tdunnduazyaainsizdnlarinuiaadnanwanaluaygiadsznaudzdn

aM process variation ﬁtﬁumw%’wf{amta:ﬁ%nu (15% reconcile WAD & WAI)
mﬁ’ﬂm{lﬁ’ﬁ%mw%ms‘nﬂaauﬁlajLﬁuqm@h WiadamaAkaY

am cycle time nﬂf%ma%maaﬂ care cycle L‘ﬁla?lmﬂ capacity waaqﬂmﬂmazamuﬁ
aon%ﬁ’uﬂ'\stﬁuw%’wmmw%au‘%m‘sﬁazﬁ'sﬂaﬂ(?funufmmwmam care cycle (L3% N3N
@5291AN N3] telemedicine)
wWaswnsliusnsilasudanllvilwsaiwusnnsilansnanswasnii
annsliuSnsfigndan (service duplication) 5£#IN9EANWNENLNA
ammsﬁ'm'maﬁua%%majﬁﬂiz?m%mw (L% NITHAKNIY NITLIKRITIANTT)
LﬁadmwmwﬁnL‘%f'aa(?funu‘l%ﬁm'm (2% AW UVBINITITNINGINT 32947379 suture & staple)
a1l sean3a Az automation lunsi3antfiuEy

Source: Michael E. Porter



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

msawdouuaz l¥eduseanx1u mobile phone 2
anmeeAluNTSUNTe

NNFIENTANNANNUSVDITOYA 1ONAT BANFEUIUAIT
VULNAGWDITNLEEIAU
mMalgivaluladfiduasunsiuaduiugiuy real tine

ponwuUsuU EHR laalkmnanddeysuanusiosns
VDIUWNET

N ST

AonrWusinsvnavaluladfimunzan anunsaysanns
solution shumaluladfuszuudidosgudals

|

Tawanseiiunsneaatinagesiolilay § reqular
audit & feedback loop

https.//www.hyland.com/en/resources/articles/how-to-improve-efficiency-in-clinical-operation
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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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Phase 1
+  &1529519Ms SUDs NVKUQ
~  sIAMPaBDKUIVUNGIA:NINEITDY
*  WUunau SUDs tWu critical item, semi-critical item ua: non critical items
(wSausumwuav SUDs)
* N unit cost (UN1S reprocessing (US:LOUADWAUA)

Phase 2
«  udvAuAfusNsSsSUNS SUDs

+  mxuauleuiemisu SUDs nduunisy
~ mn:wWgunduAU SUDs ( tracking system)
- s:ydafiKua function MsIBVIU (HUDEVURTESOUAU CSSD)
~  s:yFwduAsORLEET (naasvtiudayanlasumstiiso)
- mismANua:anaua:Msasivasuatvazidsannaunsad Ko Jardundu family
~  msGamumsidvunudUsenid SUDs tWaQ adverse event

SAFE INSTRUMENTS ...TOGETHER WE CAN

Maliwan G.
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Phase 3
e LADNHUDYVIUUNSDY
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Phase 4

o Us:luwa uazvsnewalunisungualugv
HUDEVIUDU €

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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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
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Medical Oncologists

Pharmacists
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Cancer registry
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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
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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
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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
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| Admission P —— Care (PC) and SNF
|
| . |
Discharge Plan
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I including Education
Medications
l
1 Hospital Schedule
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l
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I PCP Team
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Provider Discharge Plan | 4 Patient and Care | 4 Green As Needed m" DR or FAX
Feedback to Giver Education L
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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
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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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Visionary Leadership, Systems Perspective, Agility & Resilience



NANIIU

Core Values & Concepts

Visionary Leadership
Systems Perspective

Agility

Value on Staff

Individual Commitment
Teamwork
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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
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Visionary Leadership : “The Co-Creation Canvas”

"The Co-Creation Canvas”

(Visualizing Shared Futures)
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, resources | resources  resources 1| 3]A11@NTT "Co-Creation Canvas” #5911l
e A s Lt . da
; 5 ' ) large, visual workspace NNaAa19d € &
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Visionary Leadership : “Mentoring for the Moonshot”

‘ MOONSHOT \ o L |
BLUEPRINT Ainezawnnazlvalsnsunyaaa

WaNaLan ) 1 "Moonshot project™ RN

HUGE
PROBLEM

1AS9NISNNAMNNZLYDNSLIN BIVRNAINN

\He9ge nazlinanauunugs sanaassny

IFUNARITYZEIIVDIDIANT WADIVDY
WONLKHVaULIAUNAVDININLYI AD

@

1 Y o = A U . .
SR ) %98 lnanlSnsnsioLk big-picture

TECHNOLOGY

thinking L& 3ﬂ'l§'l;€l'l°li%$€(l"ﬂﬂ§'iﬂ

Source: X, solveforx.com/about CHT UNIVERSITY




Visionary Leadership : “Anti-Vision Challenge”

Y o v a . . m "
dui9zualiiinasung “anti-vision” 289
®) J @) 1
antiluszer 9 Manranaziiuadielsvin
1A A A e o € o <&
wani laidiaeaidavieidogiin 9nin
TINNRILY T Y Y TR DUAWARIUAE
Aad o A Ao & ~ > .
MdaniwnsnaniduiNeilasni “anti-
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Visionary Leadership : “Strategic Story Swap”

HOSTED BY

MEGAN RICE

"Strategic Story Swap"
L o 1 dl 1 [ .:i' Q
Hit U wiTas T IEIMALNLINY
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MIaaawlanades Usuaannung
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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
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® Integration: (MAI891KVAY) IV IRINWVBILEDI18TW D913
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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
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ﬂiﬂﬂﬂ@&lﬂﬂﬂltﬂ%@l’]d ‘) ‘YIVLNLﬂEl’J‘ZIENﬂ% ﬂ@l&l
U1 P=| U 1 U1 ] U
Ial“.l.l’zﬁl magumﬂmmmﬁﬂmﬂuan 2819y 3-5
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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
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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
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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
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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)
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