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HA Quality Transformation Overview



ÿÅäøćîÈâøî

ÿÅäøćîÈâøîÅøîÖòèË¬èãĂìÿäóØČóÈóÚăÕÈ¬óãÃ÷ĈÚ ëñÕèÂÃ÷ĈÚ ăÕÝæÕöÃ÷ĈÚ
ÂóäĂËÿÅäøćîÈâøîĂìÿÂõÕÜäñāãËÚ°ÖîÈÿÃóĂÉÿÜóìâóã Āæñăâ¬ÖõÕäúÜĀÛÛ

Know WHAT ÿÅäøćîÈâøîÚöĈÅøîîñăä ÅČóÿäöãÂâöØöćâóîã¬óÈăä ÿËøćîâāãÈÂòÛîñăäăÕ
Know WHY    ÿÅäøćîÈâøîÚöĈâöÿÜóìâóãîñăä ßòÓÚóÃ÷ĈÚâóÿßøćîĀÂÜòÎìóîñăä
Know HOW   ÂóäĂËÿÅäøćîÈâøîîã¬óÈ×úÂÖîÈâöèõÙöÂóäîã¬óÈăä ëóâóä×ßæõÂĀßæÈ 

ìäøîĂËä¬èâÂòÛÿÅäøćîÈâøîîøćÚ ìäøîÿæøîÂÿÅäøćîÈâøîîøćÚâóØÕĀØÚîã¬óÈăä
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Öòèîã¬óÈ ÿÜóìâóãÃîÈ Control Chart

Control Chart ÿÜĆÚÿÅäøćîÈâøîÿßøćîØČóÅèóâÿÃóĂÉ variation 
ìäøîßåÖõÂääâÃîÈÂäñÛèÚÂóäØČóÈóÚ/äñÛÛÈóÚ

ÖîÈÿÃóĂÉÖ¬îè¬ó variation Åøîîñăä? âöÂöćÜäñÿáØ? ÿÃóĂÉăÜÿßøćîîñăä?
ÿâøćîÿÃóĂÉĀæèÉñìâÕÅČó×óâÖ¬îăÜÚöĈ
? KPI ØùÂÖòèÖîÈĂË control chart ìäøîăâ¬ -> ăâ¬âö variation ÂĆăâ¬ÖîÈĂË
? ÖîÈØČóÿÜĆÚÃîâúæäóãÿÕøîÚÿëâîìäøîăâ¬ -> ÌîãË¬èÈÿèæóÉÚÿìĆÚ variation
? ×óÃîâúæÿÜĆÚ 0 ÉñØČóîã¬óÈăä -> ÃãóãË¬èÈÿèæó ìäøî ĂËÖòèèòÕîøćÚ
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ÿÅäøćîÈâøîÅùÔáóßÖóâèÈæîÂóäßòÓÚó

Design

Action

Learning

Improve

Purpose

Concepts 
äúìæòÂ

Context 
äúāÉØã°

Criteria 
äúÿÂÔÒ° Spread

Customer listening
Epidemiological data

Reflection

Gap Analysis

Workflow
Process Design
Brainstorming

Driver Diagram
Human Factor Eng.

Checklist
Trace / Go & See
Process Control

Supervision
Huddle / AAR

Review / RCA
KPI & Control Chart
Rapid Assessment
Project Evaluation
Other Assessment Tools

Creativity & innovation

Small & Rapid Test
Human-Centered Design

KM
Planned Spread
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ÛòÚăÕÃòĈÚØöć 1 ëú¬ HA
ÿÅäøćîÈâøî: ÂõÉÂääâØÛØèÚ 12 ÂõÉÂääâ âù¬ÈÿÚÚØöćÕòÂÉòÛĀæñÉòÕÂóäÅèóâÿëöćãÈ

ÛòÚăÕÃòĈÚØöć 2 ëú¬ HA
ÿÅäøćîÈâøî: QA/CQI ìäøî 3P ĂÚ 4 èÈâù¬ÈÿÚÚÂóäëäóÈâóÖäÑóÚĂÚÈóÚÜäñÉČó

ÂóäăÕäòÛäîÈ HA
ÿÅäøćîÈâøî: âóÖäÑóÚĀæñÂóäÜäñÿâõÚÖÚÿîÈ

âù¬Èëú¬ÅèóâÿÜĆÚÿæõé DSC, A-HA, TQC/TQA
ÿÅäøćîÈâøî: Organizational Learning, Benchmarking

Úß.îÚùèòÓÚ° éùáËùÖõÂùæ ÚČóÿëÚîĂÚÂóäÜäñËùâ 20thHA National Forum Ćhange & Collaboration for Sustainabilityµ 13-15 âöÚóÅâ 2562

ÿÅäøćîÈâøîÅùÔáóßÖóâÛòÚăÕëú¬ HA



Developmental Change

Å ÿÜĆÚÂóäÜäòÛÜäùÈĂÚëõćÈØöćØČóîãú¬ (ØòÂêñ ÂäñÛèÚÂóä èõÙöÂóä âóÖäÑóÚÈóÚ 
ë×óÚÂóäÔ°)ăâ¬ăÕÿÜĆÚÂóäëäóÈëõćÈĂìâ¬

Å New state Åøî ÂóäãÂäñÕòÛ old state
Å ÅùÂÅóâÖ¬îÝúÜÐõÛòÖõÈóÚÚîãØöćëùÕ
Å ÛäõìóäÉòÕÂóäÈ¬óãØöćëùÕ
Å Öòèîã¬óÈ: ÂóäĀÂÜòÎìó ÂóäÞ÷ÂîÛäâ Âóäëøćîëóä ÂóäÜäòÛÜäùÈÂäñÛèÚÂóä
ĀÛÛÈ¬óãą ÂóäßòÓÚóØöâ

Hayden Pauley

Dean Anderson & Linda Ackerman Anderson



Transitional Change

Å ÖîÈÂóä new state ØöćĀÖÂÖ¬óÈăÜÉóÂëáóèñØöćÿÜĆÚîãú¬
Å ĂÚË¬èÈÿÜæöćãÚÝ¬óÚÉñÖîÈãÂäøĈî×îÚ old state îîÂ
Å ÃòĈÚÖîÚÂóäÿÜæöćãÚÝ¬óÚ
Å UnfreezingÂèÚáóèñëâÕùæÃîÈîÈÅ°ÂäØöćâöîãú¬
Å MovingÿÅæøćîÚÿÃóăÜëú¬new position 
Å Refreezing ØČóĂìâöáóèñëâÕùæĂÚ new position

Å ĂË change management ØöćÖäÈăÜÖäÈâó: ëøćîëóäÿìÖùÝæ èõÿÅäóñì°ÝæÂäñØÛÖ¬îÅÚØČóÈóÚ âö
ĀÝÚÂóäÿÜæöćãÚĀÜæÈØöćËòÕÿÉÚ ÛùÅæóÂäâöë¬èÚä¬èâëúÈĂÚÂóäîîÂĀÛÛĀæñÜÐõÛòÖõ âöĀÝÚÂóä
Þ÷ÂîÛäâØöćÕö âöÂóäëÚòÛëÚùÚØöćÿßöãÈßî

Å Öòèîã¬óÈ: ÂóäÜäòÛāÅäÈëäóÈîÈÅ°Âä ÂóäÅèÛäèâÂõÉÂóä ÂóäëäóÈÝæõÖáòÔÒ°ìäøîÛäõÂóäĂìâ¬âó
ØÕĀØÚ ÂóäÚČó IT âóĂËāÕãØöćăâ¬ÖîÈâöÂóäÿÜæöćãÚĀÜæÈèòÓÚÙääâìäøîßåÖõÂääâ

Hayden Pauley

Dean Anderson & Linda Ackerman Anderson



Transformational Change

Å ÿÜĆÚÂóäÿÜæöćãÚĀÜæÈĀÛÛ radical
Å ÖîÈâöÂóäÿÜæöćãÚĀÜæÈßøĈÚÑóÚĂÚÿäøćîÈ mindset, ìæòÂÂóä, ëââÖõÑóÚ, Å¬óÚõãâ, ßåÖõÂääâĀæñ/
ìäøîèòÓÚÙääâ ÃîÈîÈÅ°Âä

Å îóÉë¬ÈÝæĂìÿÂõÕÂóäÿÜæöćãÚĀÜæÈëČóÅòÎĂÚāÅäÈëäóÈ ÂäñÛèÚÂóä èòÓÚÙääâ ÂæãùØÙ° ÃîÈîÈÅ°Âä
Å New state ÿÜĆÚëõćÈØöćãòÈăâ¬äú ÿÂõÕÉóÂÂóäèóÕÞòÚ ÂóäæîÈÝõÕæîÈ×úÂ ĀæñÂóäÿäöãÚäú
Å Critical mass ÃîÈîÈÅ°ÂäÖîÈØČóÈóÚÕèã new mindset & behavior ÿßøćîĂìÿÂõÕÂóäÿÜæöćãÚĀÜæÈëú¬ 

new business model

Hayden Pauley
Being First, Inc.

Dean Anderson & Linda Ackerman Anderson



ÿäöãÚäúÉóÂØùÂëõćÈĂÚÈóÚÜäñÉČó
Learning from Everything

ØČóÈóÚØöćâöÅèóâìâóãĀæñìóÅèóâìâóãÉóÂÈóÚ
Meaningful Work

ĂËâóÖäÑóÚĀæñÅèóâäúâóÜäñÿâõÚÿßøćîßòÓÚó
Developmental Evaluation

ßóÂòÚâù¬Èëú¬ÅèóâÿÜĆÚÿæõé
Pursue for Excellence

From Developmental Change to Transformational Change

ÛòÚăÕÃòĈÚ
Øöć 1 ëú¬HA

ÛòÚăÕÃòĈÚ
Øöć 2ëú¬HA

Âóä
ăÕ HA
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Transformation 1
ÿäöãÚäúÉóÂØùÂëõćÈĂÚÈóÚÜäñÉČó

Úß.îÚùèòÓÚ° éùáËùÖõÂùæ ÚČóÿëÚîĂÚÂóäÜäñËùâ 20thHA National Forum Ćhange & Collaboration for Sustainabilityµ 13-15 âöÚóÅâ 2562



Design

Action

Learning

Improve

Purpose

What are we doing?

How can we 
improve it?

How well are we doing? 
How do we know?

Why are we doing so?

Why do 
we exist?

Anthony Wagemakers

ìóÅČó×óâßøĈÚÑóÚ ĂÚËöèõÖÜäñÉČóèòÚ



ÿäöãÚäúÉóÂäîÛØõé

Need & 
Expectation

Evidence
Scientific Evidence
Tacit Knowledge
Rules & regulation

Patients
Customers
Stakeholders

Safety

Waste

Safety I: focus on things that go wrong (RCA, 
concurrent triggers, behavior feedback)

Safety II: focus on things that go right

Diagnostic
Medication
Procedure

Visit/Hospitalization
Workforce/Talent

Non-value added process
Time
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Å DonΩt discharge patients presenting emergently with acute cholecystitiswithout first offering laparoscopic 

cholecystectomy.

Å Avoid routine cholecystectomy for patients with asymptomatic cholelithiasis.

Å Avoid other imaging tests apart from ultrasound for the initial evaluation of patients with suspected gallstone 

disease.

Å Avoid the routine use of ultrasound in evaluating clinically apparent inguinal hernia.

Å Avoid opioid-only modalities for post-operative pain control.

Å DonΩt initiate empiric antibiotic therapy in the patient with suspected invasive bacterial infection without first 

confirming that blood, urine or other appropriate cultures have been obtained, excluding exceptional cases.

Å DonΩt use a broad spectrum antimicrobial agent for perioperative prophylaxis or continue prophylaxis after the 

incision is closed for uncomplicated clean and clean-contaminated procedures.

Å DonΩt treat uncomplicated community-acquired pneumonia in otherwise healthy, immunized, hospitalized 

patients with antibiotic therapy broader than ampicillin.

Å DonΩt use vancomycin or carbapenemsempirically for neonatal intensive care patients unless an infant is known 

to have a specific risk for pathogens resistant to narrower-spectrum agents.

Å DonΩt place peripherally inserted central catheters and/or use prolonged IV antibiotics in otherwise healthy 

children with infections that can be transitioned to an appropriate oral agent.

Choosing Wisely: Evidence for Communication







1. Monitoring of daily incident 
Á e.g. fall, pressure sore, infection, med error, ADR

2. Concurrent review alerted by triggers
Á Lab (posblood culture, PTT>100, INR>6, glucose<50, 2x rising BUN)
Á Pharmacy (vit K, Benadryl, Naloxone, Flumazenil, anti-emetic admin)
Á OR (change in proc., intra-op X-ray, intra or post-op death, organ 

inj/removal)
Á RR (intubation/reintubation/BiPAPuse, X-ray in RR)
Á ICU (post-op ICU admission, use of post-op ventilator >24 hrs)
Á LR (instrumented delivery)
Á Blood bank

3. Review of treatment failure 
Á ER revisit, 30-day readmission, ICU readmission
Á Repeat surgery
Á Refer to higher level of care
Á Death

Trigger Tools & Concurrent Review
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ÕúÅÚ

ÅùÔÅ¬ó
ÕúăÃÕúÅùâ

Social Objectives

Economic Objectives
Efficiency
Productivity

Clinical/Technical 
Objectives

Appropriateness
Effectiveness

Safety

People-centeredness
Accessibility
Continuity

Úß.îÚùèòÓÚ° éùáËùÖõÂùæ ÜäòÛÜäùÈÉóÂÂóäÚČóÿëÚîĂÚ 19thHA National Forum ǺùÔÅ¬ó ÅùÔáóß ÅùÔÙääâµ 16 âöÚóÅâ 2561

Need & 
Expectation

Evidence

Safety

Waste

ÿäöãÚäúÉóÂ NEWS ÿØ¬óÂòÛëäóÈ Value-based



ÿäöãÚäúÉóÂÿßøćîÚ

Daily Huddle Knowledge 
Sharing

Multidisciplinary Round

1. For each MM Conference or similar 
activity, add 4 more questions to be 
considered:
Á Any diagnostic error?
Á Any adverse event (AE)?
Á If yes, whatΩs the root cause?
Á How can we prevent that AE?

2. Linkthose information with the hospitalΩs 
risk management system

Morbidity & Mortality 
Conference
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Transformation 2
ØČóÈóÚØöćâöÅèóâìâóã 
ìóÅèóâìâóãÉóÂÈóÚ
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Meaningful Work, Values & Purpose Driven
Strategic Objectives

Value-based Healthcare

HC Service Requirement

Process Requirement

System Objectives

Unit Objectives

Process Improvement

HA Standards Purpose

ÿÜóìâóãÿìæ¬óÚöĈâöÅèóâìâóãÂòÛÿäóîã¬óÈăä
ëîÕÅæîÈÂòÛÿÜóìâóãËöèõÖĀæñèõ×öËöèõÖÃîÈÿäóîã¬óÈăä
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