Quality for CLT

=

WO I ANYGNS
MSnwameuNnamEas sninensusaalna
MIBUISNLBIUJUANNT “Lﬁ%&lwé“aﬂwﬁ'@mﬂ”uLﬂ'ﬁaﬂsawmmmmuﬁl\iﬁu”
“Integrating System Thinking, Safety Culture, and Spiritual Care for High Reliability Healthcare”
a0 ﬁaaﬂﬁzqw%zu 15 21ANTARNNIZUITH AASUNNAFFAT NRIINLRELTEI A

Suft 17 Tunay 2568







AN (Quality)

answmelagsIiNgas

(totality of features and

characteristics of)

Source: ISO 9000

AIINAY (entity)

Product, Service, Process,
System, Activity, Action,
Decision, Project,
Thought, Concept, Idea
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(stated or implied need)
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“ABININUINITEANSITUEY” 'vimﬂmm'a"l ®  Fitness for use (AXNZWLANTT LHIMH)
ﬂzuanwmwua\mim'a'mﬁ"rimaéumaauuwumwum ®  Fitness for purpose (AXNNZENNULT1ANNY)
aaﬂm'm;ﬁagfmmuw denu Smenenans meluled * Freedom from defects (laififawn)
u,aumumus] LLau‘I/\luﬁﬂwﬂ’mﬂmﬁiiﬁJLLaufﬂiﬁlﬁiiﬁJ * Delighting customer (§nawala)
WINTN ABUFUDIAIUABINITUALANLAIANTS * Conformance to requirements (lAa1A331%)
vaUszrvuLardnilaa s zE * Base on moral & ethics (HE1WALAKIIIN)
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® A degree of excellence (gAML HLAA)
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ANLHE (Risk)

aandululan UNANDNITUTIANAYNTUAL
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WNAMANIT WQUILEIAYRIAAINTT
COSO 2017
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AU Nl NgNUUANITN —— Auluuuue ———  (gauuliandaniaands
NaNANT w3 lanENnLLin VABIUINLALLTIAY

ISO Guide 73: 2009

Likelihood

of an incident/occurrence
Probability =

of danger, injury, disease, loss, destruction, death
Possibility

WHO 2009
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2AARDINUANINFVAIIBIBANBILLUN LN IUIALNT The degree of excellence, or extent to which an

The degree to which health services for individuals and populations organisation meets identified needs or objectives
increase the likelihood of desired health outcomes and are and exceeds expectations.
consistent with current professional knowledge. (WHO) (ISQua External Evaluation Association-IEEA)

Timely — 83328 L’Jﬂ’]iaﬂaﬂ mammmmmalmﬂ@au@mﬂ (reducing waiting times and sometimes harmful delays);

® Equitable — VL&IL NLNE L°HE]°]I’](§] ‘Y]E]EJ amu.,mamsmmmm (providing care that does not vary in quality on account of gender, ethnicity, geographic
location, and socigteconomic status);

® Integrated — 17 Wsmumuﬂﬂaﬂﬂmmaam’mm@1 (prowdmg care that makes available the full range of health services throughout the life course);

2
\ @QN ¢ Efficient — 1) Iﬂ*’ﬁuma@mﬂmw mmwmmmamammmam Lﬂa’l (maximizing the benefit of available resources and avoiding waste).

Source: WHO & ISQua
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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
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Reliability vunadvasls

System A1SNIRUINNNIRUA
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?

AYAIMHAILHUAID nnaamﬂ%

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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High Reliability ° Mndset

e Mindfulness

Organization  Giiibars
Risk e Risk identification &
management prevention
5 * Reporting & learning
system from incident

* Process design
e Process control
e Process improvement

Work process
management
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DALI & Juran Trilogy of Quality Management

Quality Control ->
Quality Assurance & Risk Management

Quality
Planning

Quality
Planning

Feedback into better designs

100
Zone of Control §2
B0

Zane of

Quality N
Improvement - 4

Improve

Process performance (%)

O,uall_ty o . Improvement #2
. Planning Zone of Control #1 Fr s
Quality Improvement a0 b =)
20
Zane of
Improvement #1
D L
Feedback i b desi Time
eedback into better esigns
Source: Juran J, Godfrey AB, eds. Juran’s Quali “

ty
Handbook: Fifth Edition. New York: McGraw-Hill, 1999
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Quality Management

Management BN ﬁ%ﬂiiuﬁﬂszaﬁ%ﬁmﬁ'a%ﬁﬁttazﬂauquaaﬁﬂ‘s (coordinated activities to direct
and control an organization)

Quality Management mmimwﬁamsﬁ'ﬂﬁﬂﬂﬂmmmzﬁ'mqﬂszmﬁqmmw LaTNIZUIBNITLND
U3 IR UszaIAnmMAINAINGID W1
*  NTNIUABAMATN (quality planning) (msﬁmum”mqﬂszaaﬁqmmwLLazizqmzmuﬂﬁﬂﬁﬂ'ﬁﬁa‘h 1D
TIWIMTINUHUAUNIN)
n13UsENWANIN (quality assurance) (marhldiuladtaimuamnudosns esumsnauana)
N13AILANAMAIN (quality control) (MIvildTariwua/anNdaInIs l@sumsnavanad)

NINMWIAKAIN (quality improvement) (MILANANNRINITD NN TABUFUBITEINAUA/ANNFBINT)
[1SO9000:2015]



U = | U
System : szuUUADINazlI19

(silwsng)

WHY
WHAT
v [Input ’ ‘ Output
|, HOW /
\ ~ Eegfbacw WHO
(Fznavendn)=

w1 IA gNTANS “UNIRALTITZUULND N TNAWIANINNGIEW” @ TW.WIZAHNHINAT (10 NNANKUT 2548)




NNIAALBITZUY (Systems Thinking)

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

® Objects -> Relationship

® Hierarchy -> Multileveled Network

® Structure -> Process
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Systems Approach
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[ Systematic Approach (msaammnasi'mflmsnn)
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Measurable aanu,uums'i'muaLﬁamﬂ%wﬁ’uazﬂ%'uﬂfgo

Predictable m1an1sainaawste

Concepts
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Context
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Criteria
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szuuqmmwﬁﬂoﬁ% (Sustainable Quality System)

. i [ o A a A v 1 o AN = s a A LY
Sustainability tHwuwanienisanibugsnaiaaingmean lwszazand laaw1asnisnasansdjianiale
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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
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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)




Sustainable Healthcare System

Institutional

Accountability &

Individual Responsibility

- Transparent & efficient
resource allocation

- Include stakeholders in
decision-making

- Empower patient to take
ownership of their health

Institutionalization of

Environmental Concerns

- Education, early childhood
development, housing

- Environmental risk factor

- Medical waste (disposable
item, biohazard, infectious)

- Pharmaceutical use

- Energy consumption

Long-Term Strategic Perspective and Innovativeness
- Cost control, maximize value for money

- Long-term planning, be adaptive to change

- System innovativeness (e.g. user charges, LTC separation)

Long-term Strategic
pective &

Disease Prevention & Health

Promotion

- Strengthen comprehensive primary

- care facilities

= _High quality solutions for people
facing risk of chronic diseases

- Staff morale & well-being

Sustainable
Healthcare
System

Quality
o - Consider quality as a key determinant
e of healthcare sustainability
- Invest in health-related ICT (to assess
impact on patient care, reduce
variation, monitor access & inequalities

Matthias Fischer. Sustainability 2015, 7, 294-312; doi:10.3390/su7010294







3P : Basic Building Block for Quality

Riaazls vinagdels M lanwnsa s

Purpose »m g Performance

3P luanutlszdnin o nZ v
5 Az luhaulaagnels
3P lulassmanamgmain

3P luszaunibieann (service profile)

3P NUNIIWNHITEL LI

3P numMsquanilay (clinical tracer)

3P NUNNTLIKITIANT (strategic management)




3P LN

MuIAeY / euNasenmAl Asazls

Key Process /
Value Creation Process a0 o w
I zUseLdu/nIny
v lUiNaaszls Aaan1suacuuuulne  Purpose of the Process ms¥ieuadels L .
2anLUUNISYINeTUuatngls  Process Requirement -> Process Indicator veymim - doyannn
Process Design Performance Quality Review
. Measurement Adverse Event
ANRNBINTIIYDI = . o .
{3 UnaIY ] Uszeuamaiwaiagy > Qutcome Indicator
R I S Pyrpose m— Performance l
. °n] 8 S ! Performance
uleviasdins vihlsitin3alal Analysis & Review

LAZARFING

74
s vmnaulanagals

CQI / Process Improvement
Performance Improvement
Innovation <€
KM/Benchmarking
Research & Development

Priority for
Improvement

¢ a o < A P a Y L & A
QRL’WJJ% ?qlﬂ“]qﬁﬂf]ﬂ (20 ¥NAN 2551) miﬂizqwmﬁwwmﬂmmwiwwmmamwn 2 LWQL@]?&I%JWN&JW?E’J&IEJ"U%V] 3



3P & DALI/ PDSA

Process deployment

Process design

Purpose mg Design Learning

Scale -up
Spread o %

Performance Improvement

Performance measurement




3C - DALI

Purpose Design Learning

ﬁmumih 2Ny ARG

( Improve
ﬂsuﬂso
Spread

159U uage s
i lusaedive yluitaazls v lannsalal

?lﬁl'lﬂﬂa

Purpose Process | Performance

e lvndulaadgiels




3C-DALI/ PDSA

Concepts
Juan

Core Values &
Concepts

Organization
System
Patient group
Unit

Process

Ql Project

Process gap
Patient’s need
Org. policy direction

Criteria
(-7 6
Etﬂﬂb‘ﬂ

HA Standards
Rule & regulation
Professional standards

Purpose

MnwaLiii

Spread

Information & education
Process control
Observation, Go & See
Leadership rounding
Huddle, AAR & refinement

Action

o TP,

Improve

Adopt
Adapt
Abandon

KPI

Trace

Quality Check Score
Maturity level
Rapid Assessment




HA Core Values & Concepts

“AWAD FUWNINENHUIBEINAN
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¢ © a a < ol dl dl
Eﬁ:btﬂﬂ’lﬂi%?lﬂqm mujl%mwmau Value on Staff — —
TR SINNRINAABIITINGIY Individual Commitment YinewUses1 AR
q Teamwork “folslvinann”’
“ = & Ethic & Professional Standard o L
NDIAMHLUWNINNR 2TUNUNI
NagANLdanlee” Visionary Leadership AN
Systems Perspective Y
(17=] 1 [ g
BHE b TIRLTI Agility
Tumsnauawas
NANIR < > HIUNA G _w e o d 9
‘ GUGRE RGN

66 o 1 [9) 1 I @ a 99
LI8UI Y T%Qmm 8TBIBIG

, MINAINT Patient / Customer Focus
¢ 1 o Creaﬁvify & Innovation * FOCUS on Hea“‘h “aﬂﬂqwﬁamaﬂﬂqw”
‘Iﬂ:rja\l'lﬂﬂzl’]l, Management by Fact W'lt%ﬂui o« \Communi'ry Responsibility ! s
LogayaNT 1 Cont. Process Improvement

Focus on Results
Evidence-based Approach

“NRMUINTZUIMNT LNTAEATH

“LaTawatgNan

Learning
Empowerment
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A-HA &91853n1351% HA CVC NNG LAZLHK CVC 3 G

Core Values & Concepts

Standards Patient & Customer Focus Systems Perspective Focus on Results
Leadership NS 9UTTENNALasLTy KHuR9LduTviLAm alignment & s Avua i dINa A WET
AlatvuadnITdLi UK auay integration Tun1sduiAdau 61a9n17 FILFIUNTWRIUILREAAA N
aNAN TnaUseRIALAINRENS LLATAIS ANTUTTRANRAWDAINR
5uilgenssununisdrdey
Strategy finaynsAiunsIIA AT MnagnslUUF A ludnw o usiarna sy dINR AWET

TWunihauazan@n

UseRIudanAaadiuvadfng

Adatau wazldiiunanlunstutndau
AREND

Patient & Customer

finslddsyiamianntayaldev
2adriauaranal

NATLULNURILFINANTUNLR 929
Nihaunladinalviiluasdnai
yaniurihauazgna

finmsfeaulsziiunaawsneile
165uTunnia MeszasdULaLIsasa

Measure, Analysis &

fidayavaranuiasanis

finsiaNaLarnIsInN1TAINNGT

STUURTRUWNALE 6 2ANTEA AN

Knowledge yatdupihauazgn@n \dausaduseninessuuage NRAWE N13TRnNsANNsidasanisd
NROTUTAA
Workforce yaansdficeuuulAnuadnis [yaainstinlainnuuasaudl yaansseulaNnadnsiaanialu
Waniurihauazanan NRATYNUURLE DIANALIUUDY Nuieausufintaudaay'ls azdfuilge
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Operation finsyanIsnsTLIUNSLRadsY finsdansnsviiunsAfidneay  |[§11N505 UHASWE/AQLAILDILEAY
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cross-functional MN'lANRA
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Patient Care

Care plan implementation
Daily huddle,
Communication
Multidisciplinary round

Effective Care Design

Evidence-based/HFE
Tacit knowledge
Gap Analysis, CareMap

Key Process

Key Population
Laaﬂﬂ'iw‘U')‘LLﬂTi Purpose Design Learning
Adruvisolsaiiddny . =) A
Aihoauaua T @ MwaLii 2anNuLUL ANAN
AaMunany effective — . .
care Tulsasana nsquaiidus:ansua Monitor & Learning
Patient treatment Improve Compliance monitor
oal.... i
g ﬂ‘mﬂsa Outcome monttor
- s, & KPl-control chart
Spread &g+ Medical record review
mnsma Case conference

Peer review

Clinical CQl

v
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Customer &

Tons — TUNITAU value
tang Stakeholder Vision o o o
Requirement Mission ABININTIA value LA
|
' \ 4
2 Product/service . . Project & .
AL Offering *| Strategies "|  Innovation g CorporTate KPI
2anULLUL Pl;)ducftlservu:e > IOl:dt_come "
equiremen ndicator l,l?]’](ﬂﬂ(ﬂ’l&l
L Process Process
Process : Requirement g Indicator
o Y ¥ 1 7 | ni (%] ‘
ﬂ’]iiiJEﬂ'J’]NGIadﬂ’]i?ladﬂQNBqll‘i.l'JEl‘YI&l’ﬁfIJ
A ' ' - : o Process Product
VN3 IAUARZAWIBUINS WARZFEIDIUINS Design | | Delivery
waazlym azfianaanizianzasiivialszy T
service offering, service requirement Tazaian Improve/Refine «
wazazAadlnanladny value proposition
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AN5sUNN || ANSsmoaUAUIN

ANKANWLL

mwé'faa n13ay ﬁ%ﬂﬂ%ﬂ’]i & qmé’numw 2IUINI

[ -3.12(2) ]

ANUADINISADIKRILLINNS
(Customer Requirement) I-3.1

ALANHOLEADIUSINNS / NAAA AN
(Service/Product Offering) I-3.2n(1)

ADANUUAAAILSINS [ HAGA N
(Service/Product Requirement) I-6.1n(1)

u%msmnﬂsqﬁﬁm%uwé’mmtm
u%mmaamﬁﬂaa@ﬁ’ﬂ
usnIsudvAaantNadgudn T Tudu

Evidence-based practice

Mother & family empowerment & involvement
Comprehensive screening

Close monitoring of high risk mothers

ANHULEIAYVDIVINITHUNIN
Taasay Q’ﬂwuaﬂ r;jfﬂw‘l,u g}”ﬂwq‘,mau
ANEIVINITRUINNT - gi:ﬂwmﬂqimiw Q’ﬂwﬁ’aﬂmm

aaANNaaIN1zadntlle : fiandulindisg nihsuinisanie
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AN59U1N || NSNDUAUDN || ANHANL

Service Offering

Patient/customer
Requirement

v

Healthcare Service
Offering

example

USNNS...... N

v

Healthcare Service
Requirement

v

Key Processes

v

Process
Requirement

1i1l3214la
ALARLHIIA

AU AAEUIBNAT
NU&Nel

T2 neN1sA1IKI
Uaaana launss1u

[ -3.12(2) ]




1-3 tiiha/sunadnn

A3 U

ANSHDUAUDN || ANNKANL

Service Requirement

Patient/customer
Requirement

[ -3.12(2) J

example

v

Healthcare Service
Offering

v

Healthcare Service
Requirement

v

Key Processes

v

Process
Requirement

Humanized care
People-centered care
Evidence-base

Professional standards & ethics
Seamless care / integrated care
Value-based healthcare

Patient & family engagement
Comprehensive

Continuity

Safe




Process Requirement : Example of HIV Care

[ 1-6.10(2) }

Process Requirement Process Design Process
Indicator

Reach

Recruit

Pretest counseling
HIV testing
Posttest counseling

Registration for ARV

Full assessment

Planning for ARV regimen

Cover all at-risk population,

compassion, no stigma
Sensitive screening

Complete information,
easy to understand,
confidential

Accuracy, timeliness

Purposive, mental-friendly,
refer-ready

Digital connected, no
loss/missing,

Comprehensive, accuracy

Appropriate, safe, timely

uw.agﬂ'@uﬁ ANTANS 16 Ju1aN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”




Process Owner & Process Monitor

1. Name the Process

4. Identify outputs <«

6. Identify key steps
& its requirement

!

7. Determine value, waste, & risk of each
step, handover between steps

!

8. Determine preventive measure &
monitoring system

!

5. Identify last step

Process Owner:

l

2. Identify Customer

l

3. Determine value to
customer & customer
requirement

© Draw Process Boxes and Name Process

(5 ) 6 Identify Key Steps 1 © Identify
Identify Inputs ‘ Outputs
‘ @ Identify

g Identify Last Step Customer {s)

Customer Requirements

Measures (in-process & outcome)

Evidence of Deployment

Learning (eval

ion & ir

& innovation)

npro

Integration with Other Processes

or Systems




Proactive Process Management

Process Owner:

0 Draw Process Boxes and Name Process

e (6 Identify Key Steps e Identify
Identify Inputs uipyts
@ ldentify
Customer (s
g Identify Last Step (s)
3" Customer Requirements Measures (in-process & outcome)
Evidence of Deployment Learning (evaluation & improvement
& innovation)
3.

Integration with Other Processes or Systems

Kay Kendall @ BaldrigeCoach



UNUINVDI Process Owner

process owner 4unuin:

1. v iulainfinnsesnuuunszuiumsiionavauasanusosn1svesgnsi Aanis
wazidulsddndosu

ANPRURABIINYDINTTUIUANS (ﬁw‘fﬁmwaﬁws"ua”s‘hiﬁ[uﬂsvmums)
feenUszdnswavosniaetiiunig (performance effectiveness)
IovihuamumnenasifsndeaioativauuliiinUstadnsnanoenszuiums
RN sEnausTimaNzax

UsuiuuazUsuUanssuiunisetsasinane iwsafloasianuuuiliui kifnse
IeisuiBeaziouidaay

.@.U“.-b.wl\)

process owner fvtinfisialufishe
1. suRewouso all of the cross-functional area involved
2. g unalunsysusensiasuslasnsuiunisvsadiadiAsidos

Kay Kendall @ BaldrigeCoach




HA Standards on Work Processes

I-6.1 ns:uounisniviu (Work Processes)
peAnIEENUUL 4An13 wazliuUsennsdaudnnsguawaszoaumavihauiididg finnsdnnis

wisrnpgUmu” uaziinnsdnnisuianssy WedwwsuanuAwAgUe/diunany wazrinldeedns

iszduaanudriia.

. MIDDALULLIMIGVAMNUATATZLIUM YU (Healthcare Service and Processes Design)

(1) asAnsszytarmwuauinaguaniidfn lnslddoyaildandte asauash yaains.

(2) BeANFITYNITUMAINIUTId A Lazsrylarn e A AN YU TIE.

(3) BsANIRNKUULEMIgINMUaZNIzIIUM IS U iRaUaussiatammuslnsdmang UM T3
narng wanalitfivadodn welulad pauiveseedns aunlugaussppadihe/§inaeu

AnURaRe Aautlanndy wazlifnaunwenee i

& Slea

2. nsthnszuumsldgnisdiifuazdfudgenssuums
(Process Management and Improvement)

(1) asrnwilriulalainmaUfoRnudssariusesnszuunavhausine Wulleaudedmuaianfey
PeenszUAs. dimsiEdaya/sadinimnzanlunsmuguussiulymszuua s,

(2) eeAnTdmnin ayiR® muvau wazlFudguenans wlanns wwugnsAnEns weunEduNULAZ
vl fiRawiumh A e0eAnInNTZEZRATINTRUA.

(3) BvAnsTInTTIIUASATUAYLA LD DRaN 13U T3 AN IS HATD UM IA THLASANNABIN I ANARTBY
D9ANT.

(4) aeRnsUSuUenIELUMTNOUE:
) YUy sdnuimIguaInuazenIsunamIfiunIIUeeRsAns;
(i) LETUATIIAN LT AT DU TIOUSHANVDIBNANT:

(ifi) anANHBUTUTIULNTZUIUANT.

f1(2)

f1(2)

f1(3) design
2(2) manuals

(1)

nNIFZUIWNIT

ﬁ'aﬁ"munua‘m‘:: VIAIWATT

NMITaanNEUUNTE=UIWNIT

P
T

ALUDINTIUIRATT

2(4) redesign







Learning Aa¥i1 lag1anuaIn130ULARa®

Systems perspective
Patient & customer
Focus on result

Concepts CLT/PCT
Inan System Lead Team

* SAR
* Performance Evaluation
Negd of customer Framework
Evidence-based Context ¢ Outcome indicators
Wastg S * In-process indicators
Safety/risk a * Risk monitor & review
poticy direction . !dentify opportu.nities fc?r
improvement & innovation

A

* Monitor Ql progress

Criteria 1
f 6
gmmm
Appropriate
HA Standards: pz t'p
Include I-3, I-4, 1-6, 1I-1 ction
for every team

Report to Senior Leaders
/ Clinical Governance

uw.agn”@uﬁ ANTAN 4 qumw”uﬁ 2564 “Advanced HA for CLT/PCT” @ TW.NW1INGNABIWLIAIT



ﬂsmﬁummaaﬁwmsaﬁﬂsﬂzmeimma PCT/CLT

Focus Group: qmtﬁa NDAH waams@‘uaﬁﬂ'm‘l%mmﬁ

Clinical Analysis: Isafigualanad vs TsafgodiTyulunisaua

Process Analysis: N3¥UIWANSNNNITRAWIADLIH0IaRANNRID Vs NTZUIRMTNEIN
LIS

Customer need: 971LABANNAIAKII vs ANGaInsisInauawaslalaa

Evidence based: evidence ﬁﬁ’]&d’]ﬂf}ﬂ?\lﬁt&&dﬁ vs evidence ﬁgdlﬁaﬂwﬂinﬁﬂuﬂﬂg]u?l
Utilization review: mM3lansneansnalszansnin vs mwamtﬂéﬂﬁﬁamaﬂ%ﬁﬂia
Risk Analysis: mwﬁsawﬂaanﬂmmnu Vs mwuﬁsmsawmﬂum root cause
Capability review: ANLAIADIARANILE vs ANLATNAGDINAIWIUANLAN

Benchmarking: ﬁ\‘magiuizﬂu top quartile vs aa‘nagsl% bottom quartile

uw.aiIa gnudna (Funay 2564)




139 reflection TuwiasauaIstiluasinals
weekly, monthly azyaasiSavasls

s auaEsUaINdnANLLsiazAlL aauaEneual

aulmaiAnruo: st
ANNATVOIHUADD: |5
Audosnso: Isinnitaaludin
Jafidudninsuin ldddoo: s

o Isfodsiivin Tsusiusdunsltdinosold

AuAaddinatotnedurognaolsl
AufAsAnALRIoIiniaUosANAIU A0 0L nEo sl
sumasinunosifuanduls: lowilonndals
suAadddialunuududiosoirawiadsogniolsl
SuAnBosauy Aouiasnasnaulundolsl
saulmnuadAuAuduriusiiiogndaly
sulfusesnasnmunugos inlidounsunognaals

Aulgvinemaninanoiisogsanaols)

AslimnuAnruos s
m‘mmmﬁmwﬁwnmﬂuﬁuﬁaagzvlﬁ
Whusnuwosiiudoo: 1s

Aauvin ldddoo: s

oz Isfodsitvin Ifiuinsdunmsyinanusnsusdaly

Auraddinatotnedurnogniolsl
AuAnFeanaudosdidmuiasodunsolsl
ATl NvoIinAnssnun Hdoo: |s
AuiadansvinsnunasNaNuiTisUssaaraalil
AufimnuAnauy oz lsunsnoLniolil
AulimnuaArAunnuduvingitiogniols
Auiidas: Tuasvinanuiide

Fuld@vinmuninuunoitdanaslsl

un.auinnl aagdna (9 wawaau 2567) Usuminsanudvsuiinann https://www.urbinner.com/post/self-reflection




Emergent Learning Practice

—_—

2. So What s damnuvinng
iBassMuazdonaotnals

\ 4

3. Now What

151219 |5

—_—

“What will it take to...?” .

7

Meaning We Make
from Our Stories
and Data

" N

Our Ideas about
What to Do Now

[ Insights | Hypotheses

Our Stories
and Data Related
to this Question

Ground Truth | Opportunities

WLy,

1. What 151§i1509517

wazdoyansls

—

—_—

When and How We
Might Test Out Our
Thinking

uw.am"'@uﬁ qmﬁqa (VNN 2567) a;ﬂmmmn https://emergentlearning.org/

4. aNud1sa

wieDuagnals

5. gfogvines 5o
U55aANNENIE

6. If/Then

BAR/AAR

Hypothesis

——

\ 4

7. Experiment




Emergent Learning Principles : Asking Powerful Questions

How EL questions support Emergent Learning practice?

frnauunseandasnnuneiiosTu EL Practices 1w BARs uaz AARs, EL Tables, Learning Agendas. nslafdanslu

PrnafminzanansatinadligaiRuduluges line of sight vinTweudsusingsa nislasamauaniousann

NASWESTLARDU.

«  WadnsTisosnsAeasls? (What is our desired outcome?) owadwsiidaans TUAIAUTTAIA LAY adouli
ANUAANNENTARANNDTALAU Lz?(umqmmmav%mmumu IGH amfﬁrf[uﬂaummfia"l,ﬂmammymUﬂuvl,mmsuu
ﬂﬁiﬂ‘iwﬁuuﬂ‘iwﬁw’.iﬂﬁwLLHWHWWQWOS[QJJWH“U‘H, unaununfisnnaziosas MNQ&Mﬂmwm"lﬂammEhl,‘sa (teams are
aligned on what success looks like)

o amnudBaidnwauzatals? (What would success look like?) ashsshiamnudsa (metric of success) 714y
Frunazdusoals. thalWamndnisuluuuidumesinganuaisa (on a shared path towards success) uas
anansnInasuANNANy Tyl R,

o agtawvhorlsie...? (What will it take to...?) ahsalfisndesiuduinasianmssuanuiynousiastsaduognals waa
awssawammamﬁlmamﬂ‘s. L‘Sﬂg‘tﬂ‘lﬂﬁ@ﬂuuﬁﬂ‘ivaUﬂ’l‘imuawHNNadVILLMﬂG]’NﬁﬂaﬂﬁiL‘iﬂuﬁugﬁuw‘qN%u. vin T
msauvunslyTramTiuassiaiuiinnsnssin (keeps conversation forward focused and action oriented).

«  mouiliderlsn? What do we know so far? ehonaunulassauniBauainedio ibeyeulinneuiaus
Uszaumsaivaanu sadulalasldledoyannuszaunmsalvenisnguines lsldwauazer sl ldwa.

o ghdounanadulyls isasvinerlsimiloundosieannidin? (If we could turn the clock back, what would we do
the same or differently?) shaszudsdndeyiiazadl’ uasisuidamiiasin I lsnadnsisnin Tusuan (Hmawad
FA wwnzazen sasviineRuthringanngu

https://emergentlearning.org/asking-powerful-questions/



N15U LA RA LD

A1sUszisiu AN I |

asuanulaausaus (Knowledge Sharing)
AssunuInau (Focus Group)
A1sARVINTevIunIsdseiduautay (SAR)
Asausaanvaaiin (Clinical Tracer)
Asudaudisntanialu (Internal Survey)
AanssunumuaaiAI (Quality Review)
ANSNUMIUUKAVIINAINTSU (AAR)
AsttEUanadIURarsuNvaII NN
ANsdun il dedn

asdsziutadeilsunae

n1581323 (Survey)
Asasadaunivaaiin (Clinical Audit)
-Compliance with standards of best practices
ANSAAMULALILATITU IR /660

2o [ ERIAT{IRTRRRIST

-JLAszn]ueasl

-tFauauduLihuune

-ilRausuduaLnay |

- AU uAuANNAIAKIIUIK LA DY
n1suszivuuusiuly (Rapid Assessment)
-¥A5¥6u maturity

-Iansussatihvang

-Ian1s5usuavKLALNtaY

N9 ¢l

a

un.auIal ANTANS “n1IUTLIIRAWLBIUALYITUNBNRIWIALAINT (HUAN 2565)

q

-0




¥ .. . A Y @ ¢
61% Clinical Tracer l;waLw%guazwmmnﬂaaﬂﬂiznaﬂ%szuumu

Quality Process Process
UIUN Usziudran 1. ANIDYNITUIWBNTIINRI

FIATNIBEVARIN (Clinical Tracer) N5 Content
ﬂﬁlmyq@Lm?aai@Lmzim?qujwwm@aimw:/m _ [T 2 mmaﬂn‘szmums@luaﬁﬂ'm
aguad Nlwsen AudmsuKtanguReami | <

ﬁqT‘Vimmmm@i@mmﬂm‘mumu@mgLﬁu I Purpose Integration
519 gnsimnniduszunuazasauagu i | 3 (ﬂ’l&liﬂﬂ‘i“’fﬂ'ﬂa‘% G] ﬁl,?;il‘)‘.’zfad
aNAUTENDL | .

ANFANNTRINNAREN ¥inTausnUsuRiu | R |
mathanssg g eUATRATusUssanla I v esult v
Faandein I 156 AAAINHAAND > Tan1anmmwl

I
o 4
@) Performance <
| NITNRAIURIADBATN
. o S NN NN NN S S SIS SIS B B . ;ﬂ _
- | 1 - a
nsaufiazdae Iiianmsha magitagtag
I A I (3
2819192 Elﬂl;tazl;ﬂj%'izﬂﬂ

am@uﬁ ANTANS mimﬂiunﬁsﬂiz"guwmswqmmwm%’aﬁ 7 HACC Baslny 28 woadnmeu 2548



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




Rapid Evaluation / Rapid Assessment

. Taasansiinannanudi (Mixed methods)

+ Quantitative approaches: "158157a (surveys), Msuumuuadoyaniios
(review of existing data sets)

* Qualitative approaches: nsdunmualuaradrgy (key informant
Interview), mMsaunuinau (focus group), Asdains (observation), A3
numunwszidaw (record review)

 AaszuUANS (Process)

o Yoy Tdinan kiAdalug tiATw AZUaNW

*  NIP9IN: ﬁLmumaaUﬂﬂas[uﬁuﬁeﬁaﬁshu'i'aaf[umﬂwLquLLameﬁums

*  AsnyuNgoU (Iterative): llﬂ'ﬁ')Lﬂ‘i%ﬁ‘UaﬁJaMLﬂU‘i’)U‘valﬂ UILEUDNANNS
am'ﬂv‘mLuaqmmwasﬁmmsmmﬁm{[mﬂmﬂ‘umﬁm‘umauaquLmuma"lﬂ
ﬂszmumsumLuuvlﬂaumwavmmmmaummqmawg (theoretical
saturation s achieved)

https://www.semanticscholar.org/paper/Methods-of-Rapid-Evaluation%2C-Assessment%2C-and-McNall-Foster-Fishman/3bb76bfOccee6e77e0507€2397191b08alc5b8c2




e #W1lanENHRIINNIINATIZUNIZTLIBNIIALARLIY (N101371% HA Part Ill)

ANWbL: Lﬁ%msszqfamaﬁ'@ummufumamha 9 lun1squagilie
%am%mauﬂqué’ﬂmﬁ{ﬂﬂ WIoLanIzU9lsAn LeY

25019

° ﬁﬂﬂ’l&d’m‘sg’m, Performance Evaluation Framework (PEF) llag
Extended Evaluation Guide (EEG)

o AosmInTzuannslan lanuad a311319% good practice
WDINH

o Forsanszuanmsiangslailavinnsavinlalaia G| BThLY
lananmwIvaIna




A

Ao NIENIWBIVINNITILATIEN aqmmw

Equity

Effectiveness

Social Objective People-centeredness
Economic Objective Efficiency
A
Clinical Objective Safety
Process Accessibility ——>  Appropriateness >

Timeliness

Continuity




A

‘mfa AEANKIWIDINNIINATIEHAA AWATN

g (= v aa 1 { 1 1 1 1 1
andine: Lﬂ%ﬂ']‘s‘szujaﬂ’lawmuﬁm’mumqmﬂ’lwm'}d ‘) Lﬁﬂiﬁﬂdaﬂﬂ‘mnqwaﬂqﬂsaﬂﬁq% aﬂwa@laﬂ‘mg’]'\ﬂﬁﬂ

=

uamtﬁé’ﬂw mamaumgué’ﬂmﬁ'ﬂﬂ BIaLaN1ZU915AN L

Aaa i A 6
Nﬂﬂ%ﬂ']‘l/‘l‘ﬁﬂ')i')tﬂi']g‘ﬁ

I Y K Q 1 A o Y K = U
Accessibility (N13121719) anwaszianaa/nasiivang ddshdsendazlsing
Appropriateness (AMAMBANZEN) Fefiadsrinaanang wIzImMInsengszidouiiozlsine
. Aa A o ¢ 1 { o &
Effectiveness (U3:@n51a) naansn1sguantafiasdsudyslvaandazlsing
e . a\ "\ o v ¥ Q 1 v 1 c%' ¥ 1 ;:i
Efficiency (Us28n501%) 3z linslansnensans o ana2ulaadels (@i3a¢ Lean)
. [~ = 1 U V) = [V v Yo ~ 1 V) U
Equity (anandusysa) dingadilaansaziiainwwalasunisauaniuanarsnwazlsing
o (3 g [N 6 g o o
Safety (ANUaanany) ﬁﬂszmumwLﬁmLtazqummsmaﬂsﬁmsmmﬂsuﬂi;a
[~f ¢ A A v Yo a P [V
People-centeredness (AnLUwARLNAG) adLaﬂam‘naumngsummsaﬂsﬂm‘sﬂsuﬂ@a
Health Promotion (M3a319tasaiganin) Alaniadeiasa lWEsuuSn1seduaaadaguninaslsiig
. . < - YR o & ~ Y
Timeliness (A2131920157) 9zaALIA130AA lwNa lERTglaaans2u aaia1sanaassliwiie i
o ¢ as A YN =< =
HAANSMIQUARTK anIa1sanaaa s inutia IR aRwaloanntn

e

. . 1 A [] v Y U 1 A A Q A KR 1
Continuity (a2adatiag) s lidialasunisauanatitasilanaansnaanadiels




B NTANNWIDINNIIAAATNAIIG

o (= o A o o o

ansabe: WwnsszylanananIaInan1sanaINaInYaIia thauny
uang (target) 3aaLfiguLAad (benchmark)

Aa A

DN

@nw variation V9 performance 311 run chart %30 control chart LaE®INY
Usuis9iiNaan variation (am SD)
= ~ o A o YA ¢ ~
* SauLfigy performance NUALTNRNIINNARWA L) ILATIEH subgroup LN
1 1 dl 1 d. 1 o 1 dl 1
u,zmLtﬂzaﬂﬂquimﬂusiqtﬂmmﬂ ﬂqaflﬂmvlamﬁql,ﬂmmﬂ %’1ﬂQ3J‘YIIN
[~ o
ussqtﬂmmzlmmufamawmm
* lSuuLisy performance NUANAYULALY (RAITWIHILAY top quartile 209
:id Q/ YV (-9
sn.nNanumelnalAgIn)




Clinical Performance

6 o [N
LAWY maﬂsanmnugﬂawmﬂfﬁﬂ

"_1_1/6 —

H-4.3 == S =p
-] —
1I-6, 11-7.4 M =p
-4 == P =p
7.2 s |
1-4.2 === E =p
-5 r—

80 Han1IaLa B;:ﬂ') ﬂrﬂ ﬂ‘s'aaaﬁazﬁ’auqmmwmsqua%’nm

81 HAGTHNIIVINILINITFVAMN -

82 namwANNAaLhaglvMIALA -

=

LIRS mwwﬁ'vamazé’ﬂ'm

Clinical Tracer &

¥ o ]
83 HAMIWNIZTLIBNITUATHNAANS INITAUA HULITAFI1ATY g

84 nam1WN1IUTTANSAINMTIENINEINTIumMsaua M. <«
85 HAN surgical safety

86 AN safety from HAI

87 Han11 med/blood safety & med. manage. system

88 NN patient care process safety

89 Han1 line/tube/cath & lab safety

90 Naé"mm'\a\lﬂaamﬁ'ﬂgl%n'\‘sgluam'aze&ma%

91 HAMTHNIIFIWLEINFVNINVBINIVUINT —

92 Naﬁ'mmsa%'mm’%uqmmw’lugu%u

CLT Indicators

6

uw.agi’@m ﬂﬂ%jaqa 17 qwﬂﬂwvuﬁg 2564 msamaméi’ngm HA702: Team Preparation for Advanced HA

q




VY n A ) (=) -
NaznawNaANNLBNITaNLazUIcd@NoHa (Effectiveness)

2 ¢
1IN
u

People Centered

Effective
Efficient

Safe

danlsafidraaniansa

B anasnanialEENSHa (Effectiveness) -> uaang

® Clinical outcome

® Functional outcome

¢ Patient Reported Outcome Measure

® Long-term sustainability of health

B AREL RO WA A ANNANZE (Appropriateness) -> N3:UIHNNT
¢ Compliance with key CPG




=

cd@NanIN (Efficiency)

2 ¢
1IN
u

People Centered

Efficient
Safe

MBI ANdLNawlsEaNSAN (Efficiency)

N13A579 investigate Nanad

¥ A
NI UINAAA

@ ¢ &
n3lzadnsatnisunndfianas

Y~ U A Y 1 o A
n3lF el ewsaniaskIGananag
SzEzIANT0AINanad
N19LNH patient flow




Y Aa A (= 6
ﬁazﬂauumﬂmﬂ%quﬂﬂa’m (People-Centeredness)

People Centered

U 6 i o a
OV Effective INREIEE B Ar-Tyuee
= Efficient
v A A v AaAa (= ¢
Gl'ni'm‘nm‘na%admﬂw,ﬂ%gmﬂﬂmd (People-centeredness)
¢ mwﬁowa‘lwaoé’ﬂw
Safe

. mﬂﬁ’%’uifaa&aﬁﬁnﬁ%
* NREIMIINIBNIARFHTD
* NIIABUAKDIAMNADINIIAIBAITNIL I 1D JIAN
* NMINDUARDIAINADINIIATRIAI WD
* ANMNHNNKBBIRLIE
¢ ANNABEHBIIBNNTILNITNHIADIHDS
* NMIUPUAMINUNIBAITINGN
* anaFNTIlnMIgUuAnLaIRaIHaLaTdaALE




addasany (Safety)

9
3
U

lan

People Centered

4 Effective
Efficient

Safe

80 ([IV-1(1), III [wansquarialaasiu (m'sLaﬂmm ANsRIGa NITARUUN

TNHIKIANITUAU TN. 6}]'1) maumauﬂmmwmsmuasnﬂw

85

IV-1 (1), I11-4.3n/2

nasuANNdaaasalunsquakihanisne (S)

86

V-1 (1), 11-4

nacuAmNNlaaafalunsaiuanuazilasdunisdiaiia (1)

87

IV-1 (1), II-6, 1I-7.4

NATYUUUTWITAANITAULN asGIuANNUaaasaTunsld
en/1dan (M)

88

IV-1 (1), III

naduamNNlaaasalunssurunsauacia (P)

89

V-1 (1), 1I-7.2

waduAulaaafulun1sly line/tube/catheter uazaminm
LAenAasAuviavlfiicnig (L)

90

IV-1 (1), I11-4.2 (5)

nasuaNdaaadalunisauannsantdu (E)

-V q”cu n‘ U o
ardInnNdznanaylasnny (Safety)

° ﬂ’l')&tﬂiﬂ%ﬂ%’«)ﬂﬂﬁ‘)fiﬂ

* AITUNINTOUIINNIZLIRNTAUAT 1]
* AMNZUNINTOUIINNTLUIBAIIABIEASULIARH 9

cuqcu

AIDINANN SIMPLE E’J’V\]‘S']Eld']%vtﬂﬂ\‘i

process & outcome indicator




Y3unms alcohol #ild

Resources — Activities — Output — Outcome — Impact

v -~
NIty

a0
% Nandile

gné’aoﬂsuﬁm

a &
NIAALTORNAR

Value Stream

NITUNINIZANLY
X
ChEGEN

Resources — Activities — Output — Outcome — Impact

A A aLNIN

Competent

Driver Diagram for Reducing In-Patient Falls

Accurate Access Accept
Appropriate Effective Equity
Continuous Efficiency Satisfaction
Responsive Safety

Timeliness

Process Requirement

Aim Primary Drivers  Secondary Drivers Specific Changes to
Good)reliable tools for Test
| Relisble assessment <] Sttt swareness/education | 5 Process Requirement
o dent || ASSESSMeNt | GGined and know how to (OEESS ML
e ch:m e use assessment tooks Falis noticed board/story Mtz ML
S Py wies faly v board . . .
ewa;ﬁuce falls 10 | sicimerceveyass [ Timely assessment Hand hygiene 5 moments % compliance with 5Ms
<3.5/1000 patient ——— —
days and reduce [ carmplansare sasy touse Fatsate Care Bundle Right technique % right technique
moderate or higher ——
harm from falls to Care plans regularly updated ‘Use of pressure pads
<0.1/1000 patient FOOTOPT e vE O P ——T
days ‘\o’a&-s:r’;ln:;o.\ﬂonn | OnRO ‘ “ SEMoL in 5 Naq ﬁ’?taq’q‘] ﬂ d“ﬂum
ey e m——e Use of sitters for some Huwiunnmianidsininugs 3
o e Wilingness of patent and carers | | patients
Patient dayt batween fa \N Patient and 0 con ]
Patient days Dotween & F.m“v
harmiul isll ey, E - . » 3 | -
The rate of falks 1000 TUIRHLILANIALY
i\ [ Driver Diagram :
The rate of haemiul fasis Ment
per 1000 patient days Process Meamre: % Pty "__ ]
-5 revenue loss avoided due | who can verbalae their Stippe
fall reduction 10ke In *ull prevent Fraiy " socks - &<
= “ sz | - - - "L Hwmdhonimua
Patient Patient understanding of thes News slgns on doors easker b &
:‘.,’ﬁ ;:;f"“‘" Condition own abllities to read FIUIUTUUDU TH.NAINNR
Wave 24 2011/2012 Patient understanding of thelr
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#lan1aneIw1a1n NEWS

NEWS N1 Value-based Healthcare

Need &

expectation

People-centeredness

] Accessibility
Waste Evidence Continuity
reduction & ethics Social Objectives @Jﬂ%

Safety & risk Economic
Efficiency . L
"y Clinical Objectives
@, QN Appropriateness
Tamav'i’eumqmmw NAABAIN Effectiveness
‘ . : Safety

N Patient’s Need People-centered

E Evidence Appropriateness

W Waste, lean, RDU Efficiency

S Safety, risk, RCA Safety




Better Care (@)

D

coododopidpfd 0D

Comfort & Compassion

Contact / touch point / relationship /
service behavior

Respect, inform, engage, support (WHO)
Patient experience / patient journey map
Patient’s right

Human dignity

Patient preference

Shared decision making

Holistic care (psycho, social, spiritual)
Quality of life

Care giver

Equity

uw. Il gATANS 12 AN 2564 @ IWNTUNWOLAA

Needs & expectation of patients & customers

I-3.1n(1) ANUADINITUATANUAIAUTIUDIHIIELARLHTUNRITU
I-3.22(1) aauNihav underserve daalstiluamijotiiu
I-3.2n(3) ATaviatunadNIhauayNFuUNaIIU

II1-3.1(2), ITI-4.1(5) | n1seauauadauecadnisitiluadsiu

I-3.2u(1)(2), IV-2 dszaunisaiuazanunsnalanasihe

Patient-Centered Care:
* Patient Experience Measurement:

* Patient Satisfaction Surveys:

* Feedback Channels: Provide multiple channels
for patient feedback.

* Communication:

* Respect and Dignity: Ensure all interactions
uphold patient dignity, privacy, and cultural
sensitivities.

* Access to Care: Improve accessibility, reduce
wait times, and streamline patient flow.




Better Outcome ((g]v[.‘ff)

EBM

Integrated practice unit / one stop
service

Integrated care

Digital technology

Outcome measurement

Functional outcome / QOL / PROM
Benchmarking

From episodic care to continuous care
Comprehensive care
(prevention/promotion -> palliative)
Self management / patient & family
empowerment

Risk / safety management

FMEA & robust system
Resilient

Uold O Do0oopoo0o Dﬂe

uw.ai i gnudna 12 Swan 2564 @ TW.NTUNWALAA

E: Evidence & Effectiveness

II-1.121(1) Clinical audit, clinical tracer
III-2n(3) n1sla evidence Tunsudseidiugiihe
I1I-3.1(4) n15la evidence Tunisnvunuauaciilg
I-4.1n(1), IV-1 Naansuavnsauanihanaulsasgda
I-4.1a(1), IV- Use&NENaUDITIULU

3/4/5/6

Clinical Effectiveness and Outcomes:
* Clinical Practice Guidelines (CPGs) and Protocols:
* Outcome Measurement:
* Track key clinical outcomes
* Benchmark against national, regional, and
international standards.
* Clinical Audit: Regularly audit clinical processes
and outcomes against established standards.
* Variance Management: Identify and address
deviations from expected clinical pathways.
* Antimicrobial Stewardship Program:




@ “1lan1d@nmnI31n Safety Dimension

* W19 Patient Safety Goals (SIMPLE) Ntnan2ad

a H < A a (~f wa 6 1 a
. wmsmﬂmwLﬁﬂamﬁLﬂmnmﬂ%qummsmuéﬁuaz\luLﬂmnm
*  JAITAUANNLFYINIY Risk Matrix

Patient Safety:

. : S: Safety
* Incident Reportlng SyStem: II-1.2n(3) |nsnumunsdfiiaautihninaanuldaaasis
* Root Cause Analysis (RCA): II-1.2A(2) [MuATauARNAAINITILUANULEEN
* . . II-1.2n(4) |nsnumuunaziaausannaiianisal
Proactive Risk Assessments II-1.1n(4) |nsvumunasizausaingaiunisallssiniu
* |mp|ement Patient Safety Goals: I-4.12(1) n1snunU reliability / defect rate
1-6.1n(3) AInuniIun1slad stronger action / HFE

* Safety Huddles/Briefings:.




More Efficient (@Jﬁ:ad)

cCo0D OO0

LU O OCO0O00

Reduce queue / waiting
Lean / reduce non-value
added process

Improve patient flow
Utilization management
Reduce unnecessary
admission, investigation,
intervention/procedure
Rational Drug Use

Reduce visit / hospitalization
Home program / short say
Day surgery / minimal invasive

surgery

W: Waste
I-3.22(1) SLALLINNTAMAE
I1-4.2n(2) Tan&uiszuy IT dntANdsed@nanineu
I-6.1a(1) A15ARDIA ARIWAR WRyLASaNaaUN U
I-6.2n(1) 295U (turn-around-time)
1-6.2n(1) nMsannslad Asliaduuilada
II-1.12(1) nslagauin (OPD, ER, ward, ICU)
II-1.121(1) Patient flow
II-1.121(1) Tan&UsaNITNTZUIUNTALRK 8
II-1.1a(1), III-221(1) |n150523 investigation
II-1.12(1), II-6n(5) [n15Tlaien
II-1.121(1), I1I-4.32 |n5vinvieanis
I1I-3.1n, II-3.2n 1151159501
II-3.22 nsldsssaudine

Efficiency and Resource Utilization:

* Process Mapping and Improvement: identify bottlenecks,
redundancies, and inefficiencies

* Resource Management: Optimize utilization of equipment,
supplies, and staff.

Reduce communication failure * Cost-Effectiveness Analysis: Evaluate the cost-effectiveness

/ role confusion
Reduce information loss

of different care interventions.
* Waste Reduction: Identify and eliminate waste in all forms




e Add New to NEWS

New Power

New Solution

New Platform

New Target

New Knowledge
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Integration
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Clinical Quality for Front-line Staff AsaUAANNNNAABNIN

q
DALI
n Process Design & Performance
Purpose ..
Performance Monitoring Improvement
—{  Human Needs People-centered Empathy map & design thinking
* Patients ™ » Appropriateness Evidence-based, CPG, CareMap
—» Clinical Conditions
» Clinical Effectiveness Outcome measures & clinical CQl
Risks > Safety Risk management, HFE
» Processes
Requirements Process Effectiveness Visual management, digital tech
> Resources > Efficiency Lean, UM, RDU
Context Quality Dimension

un.awia gATAna 24 anTAN 2563 “HA: Be Agile, Be Quality”



Patient & Customer Focus Meso-system Learning for A-HA

Requirements from
Customer, Professional HA Standards | Criteria Focus on Results Core Values & Concepts
& Organization l
1 o Kev Processes . Control . Compliance

Context y Standard Work & Results

_ System Act

' Purpose Compliance,

| . Risk Incident Appropriate

»  Key Risk ’

| ey RIS Management Causes, Action

| Prevention

| : ‘ Systems Perspective

Review Past . D Study
|- Priorities & o
I Performance Goals for Aligned & Integrated Progress &
— Implementation & = 'g
l Improvement . Achievement
. Leadership Support
| & Innovation ]
L - Org. Strategy — Plan 3 ! 1 Monitor
annua
7Y y Feedback quarterly v
1 Report to Senior Leaders

Meso-system = szuununsansauartoluaziedng g Fafimvham / Clinical Governance

ATANRNINWHAUILINY LAH AN ITUNITHIDNNIRRIVN AT TNIURATaY

FONUUILTDIA AN NI IBNENLNS (B4R TN TU) 2563




wilana ttazaﬁﬂttﬂuﬁmuﬁﬂsanﬂqu Spectrum of Performance

azlsﬁamwwmnﬂm Elﬁl']ﬂﬁﬂ']%ﬂ'liﬂiltatﬂ%ﬁ’w’]%

wc\ o '3 1 Vl [ Glsv % VL v ] VL
LA Viae9 s Az lnastdwasnlaasels
azilasnwadals
o ¥ Opportunities for Improvement & Innovation
suatels 05 . " facti
el Need & expectation Evidence, effectiveness Success
WhIBUIBENIEY Waste, Safety & risk

Qutcome
value But to manage safety properly, we must understand what happens when

Risks & Challen ges 'ét;omg" . : - Creative s?lution
s \& y A/\/W {/\/\ﬂ N \ / - ( AL Best pra.ctlces
—- ‘,.9:\: v"e, Time Innovation
Triggers <] DNANNIPA ;" ' WY 3L
Complaint/Experience T 5432‘:%;’?;9 wasvadsls
Suggestions ey e Lk ey dziusatels

Reconcile WAD & WAI dzVYYNRDLI 1T

Standard Work

Harm <« Incident < Unsafe act <

omu>»0 MO0 =

Capacity to cause error <

uw.aga‘”@nﬁ ANTANN 16 Ju1aN 2566 @ 23" HA National Forum “Synergy for Safety and Well-being”
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s Q: vheghdlslinudsrdaeandastunaunmweathesioiios

Voice of Customer

l -3.12(2) -1.1n(1) -2.10(2)
i Mission/Vision/Policy Directi
PrOdUCt Offerlng Ission/vision/rolicy virection Strategic Challenge

i 16.10(1) 1-4.29 ’ Strategic Advantage

] q . ' Process Design | Communication Strategic Plan/ Strategic Opportunity

Product Requirement (Policy & Procedure) Share & Learn Action Plan i
i |-61ﬂ(2) Quality Manual l T KM |-61°1](4) l -2.1%
Act i i i
Process Requirement Process TN I-1.10(8) Project Strategic Objectives
Implementation Check Plan Implementation 2. 1n(4 i
|-4.1$(1), 1-6.12(1) T AN -2.1n(4)
Process Indicators Preventive Action SR
l V-1 V-5 Quality Review/ 11-1.110(7) Ofnﬁo:;::%:,ro/r Monitoring & | | , 2n(5)
) o Monitoring -4.10(1) pPI Y Evaluation '
Operation Effectiveness - — ' ek
3 -4.13(1)
U3z naniay -
L, Product Quality » High Performance «
V-1 Daily Work Quality Activities Strategic Management
n191wlse3 1% (1-6) 29ANsUMIMIS L3 (1-4, I1-1) 29ANIANSIUAZHITW (1-2)
Operational Effectiveness Strategy

[ 6 Aa [ %) o o U A o o
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Improvement Culture & Quality Plan in HA Standards 5" Edition

3.1 n (1), 1-3.2 1 (3)

! Voice of Customer |

! Organization
I-22n (1) Strategies
I-412 (1) Org. Performance review l ihwang Tagiseaed fansaa
— Jz8zIa1 ASURATDY
Opportunities for ‘“ A0 )
! Meso System/CLT > Improvem_ent —  Quality Plan | 111 2 (4)
I-4.12 (1) System Performance review (& Innovation)
I-6.1n (3) Core process redesign
II-1.12 (1) Clinical audit/review |
II-1.1 1 (4) Other self-assessment - -
Incident Quality
. Micro System Management Improvement
1.1 0 (3) Daily huddle 1.2 n (4) I1-1.1 n (8), 1-6.1 2 (4)

I-6.12 (1) In-process measures

v

uW. a3 Ial gNIAN HNTIQINAINTUTUTDIRNNEDIUNENLIR (FUNAN 2564)
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1-3.1 7 (1)
1-3.2 1 (3)

mailan1sudssuiuauiay
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1-2.2 n (1)

581sviuiinainvang
Sharing, focus group, SAR, clinical tracer, IS,
interview, quality review, audit, presentation,
AAR, KPI

WinuAuU
hunauaringiseaed, windjitonu
UANFIUIAINNT, UIATFIUTTINENLIAUREAU,
MLALUsTAUAG/81na, best practices

Usziiiuautas

II-1.1 0 (4)

I Survey Recommendation

NaN19aLiuN1ISAAY

numuaazatanig, numuuseiiiau
/clinical audit, numuaiifnisai/n1gunsn
afau/AsRadia, numunsladnswenns,
NUMUAITAIGEY, ANNLALTANY, NsRIA],
nAsladen, ansladidaa, nsfaitia, daidia

v

avANsLLarusN1S
a9Ansg, PCT, »ue1u9n19

II-1.1 n (7)
II-1.1 2 (4)

Quality Plan |

I
Opportunities for

I-4.1 2 (1), II-1.1 n(5)

NUNIUAIS TKLUS NS

Q: azdusiuatalai s lusio

| Q YoUDATDIUNUNBIUIAANII

unw.ai il gnTana "uHnRmwIAAINLAEN U TAINaAMNGIEW @ Northeast Regional HA Forum (5 nIngiaw 2567)
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1.1 2 (1)
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II-1.2 n (4)

> Improvement
(& Innovation)

II-1.1 0 (6)




3P of Planning from Recommendation
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Purpose Focused Area s Performance
i Monitor & Evaluate Results

Purpose \(Q{ mn) Problems/Context
didundeansWiewsqulmingels v ieriedl Hidsutomiesls
anudasadtiunisguagte ) ?Umugummﬁ-m (RCA) v shenaudes
ALY « Aweienudsdunmsguaie 3 3

nalsmdeiey dfaalwi lunsz:uiunsgua
o MnuaNnanatosiu

atfiinmsniiimoifia
o ﬂ']“uﬂllqmsﬂﬁsUiilMﬁﬂ')ﬁNiulliﬂ ' o
H [Dudsenuvaoasie
LNaLﬂﬂlﬁmﬂqim NWQU‘S:E’NQ 3

« Aoansilnousy
« deenunsufue i

NG NGulang i sI.AUNDLDY

uw.agai’wﬁ n

i)
=

@na “Quality Tools fATLHRY” @ WANgAs HA900 (29 WounNAL 2568)




Type of Improvement Plan

Budusheddifunalsn

TFhandulve

10 Aulasamsivie)y Bosenng

Major
Drojects

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

e Use the remaining and majority of your
/- )

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

S Fill Ins. If possible, delegate or stop doing

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

- /

Effort

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




Outcome Framework

Strategic Objectives
Treatment Goals (Clinical Outcome)
Overall Objectives System Goals
/Goals PCT Purpose
Indicator.... T Unit Purpose
‘ Assumption...,
Objective/Outcome 1 Objective/Outcome 2
[ Indicator... Indicator....
‘ ‘ Assumption....
Deliverables Deliverables Deliverables
/Output 1.1 /Output 1.2 /Output 2.1
Indicator.... T Indicator.... Indicator
‘ Assumption....
Activities 1.2.1 Activities 1.2.1 Activities 1.2.2 Activities 1.2.1
Indicator.... Indicator.... Indicator.... Indicator....

wn.aial gnuaAna 17 NUANWUS 2564 N13BUINUANGAS HAT02: Team Preparation for Advanced HA
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(Goal)

InaUscass siaBin AANSSH
(Objective) (Indicator)
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IHI Improvement Model

L‘lfﬂﬂﬁiﬂﬂﬂi)ﬂﬂﬂ'\ﬂlgﬂ

NATURDLNDY

NATAURAIULTDINTONAY

A 80
141 Institute for Healthcare Improvement (IHI)




Driver Diagram ta3avaladjluniaatinaussailivang

AIM PRIMARY DRIVERS SECONDARY DRIVERS CHANGE IDEAS

p Secondary driver Change idea

mMuwaLtuanavas Primary driver - ‘
) Secondary driver Change idea

CUUITHATINNTIAIRTH \ J
Twszauntraizas e change des
—[ Primary driver Secondary driver Change idea

a ¢ o o P - -
Pu rpose AAIITRLVUTULAR DT chonge ides

iag intervention r )
Change idea

Primary driver - .
) gl= Secondary driver Change idea

NMRBAANIIA




wonnalavaduLAda% (Driver) nuIAaAN13LUaawlas (Change Concept)

Conceptual view of a driver

diagram / ricure2

Outcome Primary Secondary Specific change ideas Change
drivers drivers concepts
p Ideas:
secondary «—— 1 7» Concept 1
. driver 1 2 i
Primary 3
driver 1 1
Secondary 5 Concept 2
driver 2 6
; Concept 3
Aim or Primary ' Secondary
outcome driver 2 driver 3 9
7 Concept 4
Secondary o
. driver 4 > Concept 5
Primary
driver 3
Secondary & . ‘;,. Concept 6
driver 5 N
| ]
¥ ] Y
Key_r leverage points Specific ideas, concepts
in the system and bundles that could
generate the desired state
[ Why ] [ What ] [ How

uwirAansaanuuumslaanulas
¢ Evidence-based/CPG

® Technology

® Organizational knowledge
¢ Value to patient/customer
® Agility/flexibility

¢ Safety/Risk-based thinking
® Quality dimension

® Consistency

¢ Simplicity

® Visual management

® Human factor engineering
® Human-centered design

® Humanized healthcare

® Lean thinking

® Manage variation

Work environment
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Typical PDSA Cycle Example

an
Adapted from [HI
NP

PDSA 4: Get ready for
implementation

a =3 Y 1 . .
LINNAFDUYWIALANLAIADLVLIYNA d Train for Implementation
¥ R K D = A v [ et 6
e mindmmaesauluzissndudon linesssaadugonds
e thilnflimnesavlutisnandusland ldnesssaaduin qp PDSA 3: Wide-scale test of change
*  Mintsminaseulutisnanasin Wnesssaaduiwids niaiduig Revise and test with three providers from
v ot Y v =) & 1 - " " . .
* hilnfsmnaseunugihonnme lnasasaamtanings h different specialties across a mixed demographic
v ot Y & 1 v &
* Hilndsmnaseunugihonitingy Wnasesnanianieny patient set
% @ o o -
* hilnfsmInaseuiuyaanImnan Iinaasdaainianibiununiianilian

PDSA 2: Follow-up Tests
Revise and test with two providers and 16 patients

| S|P
NEY

Hunches, Theories, Ideas PDSA 1: Small Scale Test

Introduce written action plans Test with one provider and one patient

A 83
1U: Institute for Healthcare Improvement (IHI)




IHI Model | DesignTh. | _Adobe | Changemaker | _____Nsw______| __Health Catalyst

Empathize

Inception
Input
Insight

Dream It Do It

Problem Research

Identify the process
Form team

Aim

Analyze opportunity
Define the problem

Scope opportunity

Set SMART goals

Literature review

Current process

Measure

Measure

Problem Situation

Baseline data

Change

Root Cause Analysis

Cause

Explore root causes

Frame the project

Set SMART process aims

Re-word drivers

Ideate

Ideate

Brainstorming

Ideate

Design intervention

Prototype

Idea Selection

Priority of change idea

Plan initial implementation

Improve
Investigate

Iterate

Theory of Change & etc.

Test change

Collect data & monitor impact

Implement intervention
Measure results

Monitor, adjust, cont. lean

Infiltrate

uw.agﬁ@uﬁ ANTANA N3

Sustain the gain

Diffuse & sustain




Improvement

13xa2ana Improvement

U [~ o 1 = v
® @1« work process: 1“5 process map lwaasia1389308
o ¢ U v daak & o o
° mmﬂmmmmmaaws:‘l?msﬁwuamwaawswmmﬂ%mmmua

1 P2 ¥ . a A v 6 & o 1 = U
* aanyueile: T2f timeline, NGATLAIN, process map, HAAND LwAIB 81389708

wn.aial gnuaAna 17 NUANWUS 2564 N13BUINUANGAS HAT02: Team Preparation for Advanced HA




N13UIz L NBAWLAIAIY 3P

® Best Practice: fnasunauisatduluuagi a
Tv1 sw.aulumu.. Faludinnssuaatl (1)...

2).... Sradwsieudseiu.. faf ® Consistence practice: WWaUITRUIMLE....
Action
) TN imgummmuw\‘nummmmimaiﬂu
(1)... (2).... (3)... ¥l AAANAENS......
Purpose Design Learning
(oausin) |:> (a@nuuL) #dq)
%Qﬁ

Effort: L‘V\IE] LLﬂﬂ’fU‘Vi'] ..... Auaulaluiulfa......
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[ 1.1 n(1) ] §2819A1%8NHIW behavioral expectation 2aIuAazNAN

Individual Contributor Team Leader Operational/Strategic Leader

Execution: Displays technical and functional expertise. Takes ownership of work, structures job tasks

and maintains appropriate pace in handling multiple deadlines to achieve excellence by:
Competency #1
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N13NNUALANI9AANA (Clinical Governance)
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" Risk | - T Governance does not mean execution

* Risk Registers
« Controls/Action Plans

Divisional / General

Managers * Resource decisions
* Monitor/Evaluate
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Departments, Nurse Managers
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N13NINUALANIIAAKN (Clinical Governance)

O Clinical Effectiveness d Patient-centered

o CPG compliance o Patient experience

o Clinical audit / review o Openness

o Outcome monitoring O Learning Effectiveness
d Safe Care

o Continued professional education

o Risk management o Affiliation for clinical education
o Incident management & learning o Information management
o)

o o an 4@ o Research & development
d suuvuzasams nn.anuguanseannidullla

" AUNIINMIINUQUABIANT (Governing Board) Lﬂugﬂuuﬂuﬁu

B aouenITNNTUSE A L AN AIRAS. .

" A NIITNNNTIUITALIIRIARIDTLAL lTUIINALIINIG

X ﬂmzmwmiﬁﬁ;&”ﬁﬁm Umiﬁmﬁﬁﬁtﬂummmms

X ﬂmzﬂﬁwﬂﬁﬁl,ﬂw,ﬂ%aﬁhmjé’ﬂmﬂmﬂuwmﬁmﬁu

X ﬂmzmswmiﬁ'ﬁqﬂﬂamUuaﬂmiwlﬁmwmﬁu

B AmenNITNNNTUINY 3w.ﬁﬁﬁ§éwm gmsidudszmn (@ lddnaaanamw)




ﬂﬁiﬁﬂﬁﬂ@ttaﬂﬂdﬂaﬁﬂ (Clinical Governance)

é’u’%m‘mauauaa‘nmﬁu ADbE nn.ﬁﬂﬁu@luamaﬂaﬁn AAUAWDY

wazayliawananms — aARLEARB HANAK AAAIN LD IHswle

nn.ﬁwﬁuguamm%ﬁn T%Na§w§nﬂsqttaé’ﬂwﬁzﬁqmmwge
SAUITINIIYINWLEND

TR e PLERSEERIE A
1 [+ P=| q.gf
(ag9nagazr 2 asv)
HIUHATOUNUNIBUAS WNWIAILANUNITEI
eI UPLIGl  —  TmusIINAMAINUAL
6 1 dl = [V
29AlsEnNauas 9 NA25H aNdasans




Clinical Governance : N133189 1WA AMENITNNITUINIS

LIV DA LA
A
ALIILWLND DL LS
* ANTN
°*  AN5BIYLAD
°*  ANTBUWY
& o W a a
* TLLARNAITNAIWILNNLAN
o uwInenlslwnisuntani
*  nsoanuIIAINaNIWI/LAT NN

wn.aial gnuaAna 17 NUANWUS 2564 N13BUINUANGAS HAT02: Team Preparation for Advanced HA




VVe aRe Good DISK : Uszanaanaatiianay SAR

CEONONONONONC

1 > 6
Qmmuaxwaawa

ANNLFYY

]
N A

N3 UGN

AMNKAININL

UIWINT

€ Yo 'y 'y & i
ﬂﬁ%ﬂ'\/ﬂiw‘[ﬂ% ‘m’d VNI ﬂ?ﬂﬂaﬂwli Llﬁﬂ\‘]ﬂ')ﬂ?laadaazli Nﬂtﬂ%ﬂﬂ'\ﬂli

aNnadasdraafaazls Aniseanuuunianiasnisivnmsilasnwasingls

A eada

LA 1 o ci [ %] P=| ¥
waN9N3UHIANA n3lasnslua 9 lunsviewmnlana (wianssa) dazlsine

ANAnaINRatavadaaIwnIsaidaz 5119 Auwintsaausanasaiiels
fiuwaniglwnrsanananainnaizaasnisdjinzasyaainsuaazawadiels

H 1 a\ 1 6 1 1
An15130al895ENININTLUIBNNT TEULIH IBIBTN B89 8IANST BN ) Be9ls
fananggafiazyi liinanisauanlisasdaadiels

Jn9lANaIaI I auwIRaguN Izl Twnnsritewadiels

= v v o %
ANIIAINY mwgmnm‘smmua zl‘sma

Value, Risk, Good practice, Diversity & variation, Integration, Spiritual, Knowledge

FDNUUILIBINMWIDTUNWIILNR (TN 2564)




NSAAAINNL

Y

| % 6
2111918 (VaLa1 Ha.dUanas 2 B.)

Basic question
1.1 dhios

i Tioarhgdade

1.2 msmAugua

mgaTse lomiideu
2.1 msaminagns
2.2 mshnagnsugaa

3.

=

mTsuslagnen
TMaUAuagAAT

3.2 MEaeATedRTuSkaE AT

dsAumIniooigna

4.1 miFiananTEEiunIg

=

AT IATIET MU uAslSuLss

4.2 MSIRNTTANTARMA

8]

MTIAMTAUNTNETR NG

w
o

v e o
HATNWIRRDHIND AL

w
fa

MTAT AT AN

6.

=

ATIAATT aonuuY Usudss

HARARET ATTRAT

6.2 UsAnSuAnaInTUgIanT

Areato address
usfia Tduimd wazen o
asdoms
AssasiunanTa a1

sfAuRkAIRNS

legal & ethical behabior
A ol lidian
ASEIUASIAINALNS

aCE T PR Ty B gV Y
dmsufua

MTUFI AU IRT
msFulagnen

AT WRNANATUAARD HERAEWT
derAumsniooigndl

ArTefuaTalaalasaa T
HAYi

AFIANANTITANATT

AT IATIET MU uAESULS
oyAuAENSARNA
ATINFTII04ANT
msaTawinnTs
FaRTINANITARALSRTIAAY

UTTEAAMITI

ATUTE AR TUUTIRTIH A
JRIusTIHOANT
TIRATuRRIMIHANS

Ufuian
AITaDAWLY

AFIRMSuARlTUUTInTU BT
dgzAnSanuanlsAnsua

ATAIRMTIASDTNL UMM
BCM

ASTLIUNS J Site Visitlssue

AFdsiiadRRTHTe MYV
sAorsuasATATIHEAN
ATElRAT A A A ouflarud S
msrAuges Usifiunsin wasunT org
performance

ArFdaAsy legal & ethical behavior
asanss luailidian

AFIeAaENS

ATIE WL

AirsuazauoadnTU R

AgAduAUUNTNENS

AR BASUR AUseEUU SRS
msFuiagne
ATIURARNARARD N BT

AFATIATIHANNUS

msaaEdudTaumsniuognd

PR L LR p e T Y

AITIANARITAMATT

AN AT LA BRI TS
sIamsAITAwmALA: cybersecurity
ATIANTTATINGUIDIRRT
TATIaTRnTI

AT R AT AuAURAINSE
MFIRTURIUA TN WeARTITUARIAS
AsATUSTIMRMTORAD AT
ATUTR MU TUUTI AT A

AFAT TN TRIMSTTHRIRNT

AFIAMISHANTY £]URI

MR AU dRnw
ATaRnKULN RBAMSTURATIMS

AFEIRMSLARSUUTInTIANNS

AFIAMTAUNY UTAnsaAw warlsAnSmaTims
UfuAnT

AFARMTIAT TN o0

i FiAsamnwadouiivaasdy
TIRNTTATINGDERDfiAMT

Na.adaumd’]ﬂﬁﬁ’mﬁ’lﬁ process monitor
5’@1nﬁammuashaaai"nmadanmﬁa%
* Wa., TDIATHAIN, process monitor, 389

A A o
NB.LNYIVDY
& A 'y Y
UsLIARNNAAL: AITNNTINWT LKW NI
anuaRwanawlaNaaIN (Anaz 15 w1

\Hawaz 8 Ba. dlavias 2 Ba.)




(Grnmuansausiiuiiams “Esundsinihdnsiundauaunmlsimernnanuudatu”

"Integrating System Thinking, Safety Culture, and Spiritual Care for High Reliability Healthcare"
Fui 17 5u27AU 2568 1381 8.30 — 16.00 U. & YieaUszyusy 15 a1AsaunszuIsi

09.30-11.00 . | Workshop 1 : “Match-Share-Learn”

(Outcome: Harmonized Role Definition)

ms and Spiritual ¢ rm* for H

11.00-12.00u.

13.00-15.30 u.

Reflection & Action Plan for CLT
Development
15.30-16.00 u. asUunisou
ALY INUGUR

WNBAA : 7

-Ussiny

-uandous

153878 Concept SHA uaz | #iunens

-IFUN U
~HA UYL
-IUND

-TUNILUUN

-HA. LW

NIVEIUG







	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	Slide 48
	Slide 49
	Slide 50
	Slide 51
	Slide 52
	Slide 53
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Slide 59
	Slide 60
	Slide 61
	Slide 62
	Slide 63
	Slide 64
	Slide 65
	Slide 66
	Slide 67
	Slide 68
	Slide 69
	Slide 70
	Slide 71
	Slide 72
	Slide 73
	Slide 74
	Slide 75
	Slide 76
	Slide 77
	Slide 78
	Slide 79
	Slide 80
	Slide 81
	Slide 82
	Slide 83
	Slide 84
	Slide 85
	Slide 86
	Slide 87
	Slide 88
	Slide 89
	Slide 90
	Slide 91
	Slide 92
	Slide 93
	Slide 94
	Slide 95
	Slide 96
	Slide 97
	Slide 98
	Slide 99

