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Leadership:

Whole System Quality




IHI Whole System Quality

Strategy, Policy, Values

Quality Strategy to Deliver Future State \ Learning

An Enabling Organization

Vision of a Environment Culture
Future State l

Whole System Quality Approach
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Supporting Customers:

Institute for Healthcare Improvement. Whole System Quality: A Unified Approach to Building Responsive, Resilient Healthcare



Quality Planning

Offer input to inform Patients, Families,

organizational strategy as and Communities
primary customer group

Inform plans and requirements Clinicians

to execute on the strategy

locally

Translate strategy into a plan Unit-Level Leaders

for unit setting and outline
requirements for execution

Facilitate strategic planning Quality Department
process, support research and Staff

analysis activities

Work with executives and unit Departmental Leaders
leaders to articulate how to

execute on strategy

Identify customers, prioritize Executive Leaders
needs, and develop strategy

Ensure organizational strategy Board of Directors
is quality-centric




Quality Control

Offer feedback on quality Patients, Families,

experience to inform and Communities
understanding of performance

LR ——

Identify and solve problems as Clinicians
they arise (gaps with standard),
escalate as necessary

Monitor performance and direct Unit-Level Leaders
solutions, escalate problems as

necessary

Support development of QC Quality Department
standard work and Staff

infrastructure

Identify cross-cutting problems Departmental Leaders
and trends close feedback

loops

Mobilize resources to address Executive Leaders
emergent and cross-cutting

problems

Review quality performance on Board of Directors

a regular basis




Quality Improvement

Engage as co-producer in
relevant QI activities

Patients, Families,
and Communities

CARE

Lead and engage in local QI

activities and identify potential

Ql projects

Clinicians

Lead QI projects and capture
ideas for potential QI work

Support local QI activities and
inform project prioritization
efforts

Sponsor Ql projects, lead
cross-cutting Ql efforts

Sponsor and commission
prioritized QI projects

Unit-Level Leaders

Quality Department
Staff

Departmental Leaders

Executive Leaders

Review performance of major
Ql projects on a regular basis

Board of Directors




Leadership:

Creating a Culture of Excellence
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How healthcare leaders can build
and sustain continuous improvement
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9.

Creating a Culture of Excellence

Create a new end-to-end management system — not just a process improvement team.

Get senior leaders’ commitment to change themselves, not just others.

Go slower to go fast — balance thinking, planning, and doing over a multi-year journey.

Create a common language — communicate about patients, quality, and safety to get staff buy-in.
Tailor the training — anticipate staff engaging differently and plan ongoing coaching and support to
develop the continuous improvement habit.

Demonstrate early impact — measure and report to both staff and patients.

Choose a few priorities and stick to them — focus efforts to drive real change.

Embed continuous quality improvement at all levels — support middle managers to understand the
change process.

Align the organization to deliver your ‘True North’ — ensure that improvement work on the shop
floor reflects the overall strategy.

10.Engage and empower patients — help them to help staff focus on improvement work.
11.Digital technology can support — but get your management systems and culture in order first.
12.Remember that there are no quick fixes — allow time for your organization to understand, adapt,

and reflect.

KPMG. Creating a culture of excellence: How healthcare leaders can build and sustain continuous improvement



Create a new end-to-end management system
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KPMG. Creating a culture of excellence: How healthcare leaders can build and sustain continuous improvement



Management system components can

Create a new end-to-end management system

include:

Status sheet exchanges
Improvement huddles

Visual management / boards
Structured problem solving
Unit leadership teams
Unit-level scorecards
Performance review meetings
Process-standard work

Leader-standard work
Process observation and coaching.

All frontline clinical units have been
through training, and departments own
their problems and develop their
solutions, with divisions also using this

approach for day-to-day business. It is

not an added process — it is the system.
Western Sussex Hospitals. NHS Foundation Trust, UK

KPMG. Creating a culture of excellence: How healthcare leaders can build and sustain continuous improvement
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Trademark of Agile Organization

Trademark Organizational-agility practices’
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Agile Mindset

Chaos
labeled as "Agile"

Just bad

More Agile Traditional
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Leadership:

Systems Thinkin




Ecocycle Planning
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https://www.liberatingstructures.com/31-ecocycle-planning/



Panarchy (ﬂgﬁi‘m"ma)

rationalize the interplay between change and persistence
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Reorganization Conservation

Growth Release

Panarchy example from an
infection prevention
project conducted in the
US. Each dot represents a
“current status” assessment
by experts at that level.
Note that both MRSA
bacteria and the societal
myth of inevitability can be
framed with the same
“lens.”

Public Perception “Myth”
MRSA is an inevitable part of
modem healthcare (Rigidity Trap?)

Medicare Policy
shifting to non payment &
transparency for HAls

Industry or Sector

Prevention Practices
still trying & wasting $ to educate,
bribe or punish (Rigidity Trap?)

Hospital Beta Sites’

Prevention Practice
trying to invest more in spreading
safe practices to others (Poverty Trap?)

Individual Project Leader

7 stops over-controlling, unieashing more

unit-based self-organization

Healthcare assocated ]

MRSA Bacteria

» s exploiting growth opportunities
in community & clinical settings

https://www.liberatingstructures.com/



Panarchy (79N34#9IN1313UA NI ITINAWRAY ILAULY)
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Sector Prevention Practices

Famangnonalimnusiazanandutulunsli
AN asauseadla wioadlue (Rigidity Trap?)

Hospital Beta Sites’ Prevention Practice

wenenuamuliinnduwesnsnsUHURR
Uaoannugd sn.oue ((Poverty Trap?)

Individual Project Leader
nyanmMsmuaNinaiull daesldusismihsdanmsnuies

MRSA Bacteria
Fadlelomarsausiulalusnouuas clinical settings

https://www.liberatingstructures.com/



Leadership:

Societal Responsibility
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Overview of Climate Hazard Impact on Health Outcome

Health outcomes

Landscape change Health determinants

Droughts
Reduced water availability ~Sus. contamination
mm Poor hygiene and sanitation g

Heat waves Sail degradation £ L

Climate hazard

Respiratory diseases

Displacement and migration — Mental

r health
Infrastructure damage
Loss of livelihood !

Vegetation and crop J
damage/stress W
Coastal erosion
and inundation

Saltwater intrusion

Floods

I

Sea level rise

@ Heath @ Water @ Land: agriculture @) Land: forestry @ Infrastructure Other — Impact

Vector habitat expansion

Increased salinity Fatalities
and injuries

Source: Oliver Wyman analysis in WEF Insight Report “Quantifying the Impact of Climate Change on Human Health
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Six basic questions of futures thinking

Hidden Assumption
ANNAg U BIUDE

NOW

» Will sounaaiinaiaianisal

# Fear aunaniinaiinsinan

Alternative Futures
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fAMUASUANNAFIUUDENY
afivnadanduas lstAndu

Preferred Future

aUNANTANIUST AR
N

Next Steps az ludsaniuldosngls

Source: Sohail Inayatullah, UNESCO Chair in Future Studies
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Transformative and Strategic Foresight defined

Traditional Approach | Foresight

Jaiu one future
AN5AnNNS reality

Awmsed alternative futures vinTiavtulunisdndula
AN5d34 possibilities
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RANFUIHATIONHINSzzdL

N2ILLANAIU LANIZEILDY
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Rasaunnarienudunatssiu (primary, secondary, long-term)
v laldassnuasimiusssuvesasdng Usanasnf
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Prof Sohail Inayatullah. The Future Workshop Workbook




Anticipating: Emerging Issues Analysis

Emerging Issues
Analysis

Emerging issues ilulsuiiuilinanszviuga usisfausin
lildounszmiin wazidoyaativayuios

Trends Hudsusiuiiddoyaidesmne
alvauudnian

Seeds of
Possible Emerging |ssues
change

1. Emerging issues ozlsfaususiulnly fidannng Monansvvsedsisinviededinifiu
| 2. Trends oz sAousufufidunsiuinfunliiudadudong waznana@udeywinge
Tona

Prof Sohail Inayatullah. The Future Workshop Workbook



Awareness of Change : Three Horizons

3rd Horizon “transformative emerging change”

1st Horizon 2nd Horizon 3rd Horizon . . .

ey i, T e N - “means (Mindset of the visionary)

’ ’ \ . i \. NNOVaHor

/ rans -11-. 28

JC ,, \..-qw o e \
N\ ) o : :

, ,/ .. "N 2nd Horizon “present actions to (resist / adapt
| st N “*~_  to/ build on) change”

' S N (mindset of entrepreneur)

. g

. o N

' L - ~ —
[ " Tifackets ol me futue o 1st Horizon “the current context & condition”
| Nolw a Near Future Far Future (mindset Of manager)

- orlsAoanndiguil [DudaatuAtnfunsndn Usns vswenns uAanns anfh Nu
« anunsallaavuduatals iIwenenashen stability vesdsiivihetethals
. iIiinasinvinioeanienssthuidases lslunanfisnaula

https://issuu.com/tomwambeke/docs/foresight-toolkit



Change Progression Scenarios

NamwaunAslasnasuaudaas Change Agents 4 Uszinw

PULLS from the future - Desired/Preferred

Collective vision or image of the future ~ Radical change snannussdawasauIng

Dreamers
Visionaries

- Adaptive change

ragmatists .
Marginal change

Traditionists
Conservatives | . N
ay No change snannussawodans

PUSHES of the Present - Towards .. WEIGHTS of history - history and
the Future / Think STEEPLE, social structure, social hierachies and
cultural changes, trends ._._,__order, maintenance and control

... Back to the (imaginary)
desired past

e

Prof Sohail Inayatullah. The Future Workshop Workbook




Causal Layer Analysis (CLA)

1211

Usangnisal
S9N ANAANNYIY WINKEIEN
faanniaunn Tudaxviu

\

szuuuazlnseasennaliidnami

V

lanvieni aaunsai
nuAnIuLdusingruvasdinu

v

MNANSSH AWIINE aUanal

2UNAA

Usangnasal
Litany or S189U ANAFNNYI NIRRT
problem r e e
Aaviac I inau
System szuuuarlaseasaiaudamn

_/ lanvisl anunnsal

nuAnIuLdusingruvading

t

Myth or MNN55H ANILNY aUanal

metaphor

Worldview

Source: Sohail Inav

Armeiounaniiielsyasd 15uan metaphor ndusnwn worldview, systemic uaz litany

Source: Sohail Inayatullah, UNESCO Chair in Future Studies



Strategy & Change Management : Backcasting

Backcasting \JuisnmsiNevdnavassalunisasns
pUNARTINaUTEaNA lasnsAuauINTIE ot ot and
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UsuﬁumqL1/|mﬁﬁ[umsﬂmﬁmw‘hmaumm

JuanansalBiuisnsnvsswalunisionsuznsion:

e

LETHANAN (CYNICISM) BAZANHUINANA 1Hio9an
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aNR58N3I8N5T “Apollo forecasting” vanadenns
ponuUULEUNIAINnAWaTad Kennedy lUasiusnun
mNIUNSVY Armstrong Tuuziauviamiuaay

Backcasting

Prof Sohail Inayatullah. The Future Workshop Workbook




Strategy:

Large Scale Change




From Change Program to Change Platform

Change Programs

* A15US

o

* pU1SY
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Change Platforms
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Customer:

Advanced Tools to Get Insight




Thematic Analysis in Health Services Research

Step 1: Reading Step 2: Coding Step 3: Theming

Finalise data
sturation

Renew data § discussion
§ saturation
discussion % Draft

themes
Begin data

£3 sotraton oy el oy A major strength of this approach is to

sample of data &8 Compare

LO)) themes with facilitate meaningful inclusion of

Read &Aa Compare =& team

discussion

i AS Sonm = patient and care partner perspectives,

(=) shared

Develop T° themes because their lived experiences can be

shared
codebook — Represent themes

ith e particularly valuable in data
&A Compare_ Code. ) figure (optional) . . . . .
ASPLE it wm——— interpretation and the resulting findings

=< team

&2
Produce individual

summative

memos

study participant
1 3 Checkin with feedback (optional)
'I
)
i
"

coding team for

discrepancies Write thematic
analysis
report

Practical thematic analysis: a guide for multidisciplinary health services research teams engaging in qualitative analysis. BMJ 2023;381:e074256



Thematic Analysis

. . 6 1 a o
Thematic analysis a1 selanitad198 lwn1srinaa
L 6 U Y Aa v
Lw1‘lﬁ)ﬂ‘szﬂumsmwaagﬂw QNNBO%BG@%U?W]?W]%
ﬂ’]‘i@tlﬂi{{“ﬂﬂ’]‘w ‘n‘%aNanszﬂuwam'[ﬂmﬂé’ﬁ%qmmw

By using thematic analysis, we can gain
valuable insights into patient experiences,
identify areas for improvement in care
delivery, and contribute to evidence-based
practices in healthcare.

nMsilensiideindailuismsiduidenanni 9 Tunmss:y Siesed wasssanusduuy (hdo)
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1. nM551uUsngiaya (data collection): shusiudoyatdanarnnrIuNISENAEAL
nauthwing wisuuuaMadanoide shathatu Aaetadumuaiihododulszaunsaivasmnn
1w Tumssneanzasnanile

2. ansvinauduae (familiarization): shunaseudoyad el laleveiednds d
azgholidn lalemeswdndunazszuundnisndudmsumsidnswals

3. msasesyaEsuGU (generating initial code): Budhsvatoyalausuduiinansd
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4. nsAunnsu (searching for themes): snsudousialitusudiuly e shosraau Ao
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A"

5. Msns7aaUSH (reviewing themes): Usulssdulaunmaseuinsumaniluansdadoyaii
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6. mMsrinuauazsiadosu (defining and naming themes): FinnunotsdnaUIs
arBuminudiserls uandondofimunzan dunouilazthalwuilansuicmuaesndoazanioudoyals
28140 NEID3

7. mswdsusioaun (writing the report): mmuawam’muwus[uaﬂwmvmuammﬁaﬁﬂ
\Anrudaya Torweawesithsmiesdunusuuaz it Tanansdunulddaaudsdu wanoiAsiu
NANS:UYRIBNIMANTAMSUNSUATE uluune miomMTATuRNANTIDMITNSTIAT NS

iindvanunsasudayaiBadniifieiAsdulssaunsaivoiihy ssuiuiidmsunsusudslunms
Awaunsgua uasfiduaduauununv el iasiunsguagunwiissmundngu



Customer:

From Pain Point to

Value Based Healthcare




Improve Value for Patients Through Improvement Cycle

Policy

« Enablers
Collect transparent, high-quality C—

outcomes data ;
dentify and @ Informatics
o~y analyze
W variation ;
A , Benchmarking
' - h/ research & tools
Use value- Use S Bt i U & Delivery
based feedback gt AR organization

and learning SELLL LB A Al L

Payment§ L2 to reduce EY S 4 | Codify —l
ol variation K. Sl "’]
high-quality — and best
c? re and a practices
ocus on « Polic
outcomes Define new y

standards and care
pathways

26

Source: World Economic Forum’s Value in Healthcare Project



G How?

ng o (- n; ¥ o (~1
wumaummyiummﬂa ﬂ%ttﬂaaszuqumw%ﬂszau AMNAEILID

1. 321 health value problem (Jayvinam@1gan1n) 4. 2aNUUUNIIBANLNBIANTT 6. I3UUIINFINLNAVUUAL "
dmtunandszEInIanIe NUABLRAZBIT R VINYHA LBITUY
(szqﬂzym‘lu;sﬂNﬁﬁ'ﬂfﬁtﬁ:@iﬂ%’d'\ﬂmaamia\lﬂixmmﬁﬁfamaﬂ%'uﬂga) (é’tﬁm%’m%waﬂﬁwmmm Aldandnunziin)

o Identify a health value problem o o 6 o

for a specific population segment Understand the Design Develop a Learn from

solutions to workplan and findings and
address these implement the scale up in the

root causes solutions health system

root causes of
Mobilize stakeholders across the the problem

system to address the problem

P 2P= I | 7 | o v v o o 1 a wA
2. Szﬂmg‘&ﬁ'}%lﬂﬂ?%lﬁﬂal% 3. ‘YI'Iﬂ'J’lNL?I']GIQ(ﬂ%(ﬂEl‘IIENﬂﬂJUﬁ'I 5. ‘YI'ILLN%LLE\&%']‘WNElﬂﬂlﬂ%ﬁﬂ'l‘iﬂgﬂ@l
seUUNINIST KA (Lmuif'ﬂﬂﬁﬁ"ﬂwmﬁzym fli3asfia 9) (MIUAK IANTT ROF15DE1ITNT NBINHITEAUAINN

u unwnuARamlaawEannIzan)

Source: World Economic Forum’s Value in Healthcare Project



m Understand the patient journey

211 3.1 11AINLT1 19 patient journey
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Uil 3.2 ﬁmimﬂﬁ%mqwaﬁﬂ@%'] (root cause of the problem)
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Determine the root
causes of the problem

211 3.2 NATWIAWLAAVBIT AN (root cause of the problem)
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Measurement




What is Population Health?

» Population health refers to health
behaviors and outcomes of a broad
group of individuals

» Population-level outcomes should
be measured with characteristics of
the population in mind

* Note: Per CMS, "population” does
not mean "everyone". A population
still needs to be clearly specified
using the measure denominator.

. = = o« 6 J 10/27/20
Population health ﬂawqmﬂﬁuLtazwaaWﬁqwn'\wwaaﬂquqﬂﬂa “let
(%) %] 6 H %] 1 =) (™
mi'mwaawaﬁsmuﬂquﬂizmm azéfaawmsm'\aﬂﬂmzwaaﬂszmmﬁ'ssl

. 1 Y P=] U P= | [ %7 U
¢ ‘Vi&l’lEIL‘Vi(i! “population” 1N1ﬂﬁwﬂﬂﬂ07!ﬂﬂ% azmaaumﬁzqmmﬂw%ﬂ

Centers for Medicare & Medicaid Services




What is a Population Health Measure?

Population health measures are a
broadly applicable indicator that
reflect the quality of a group’s overall
i health and well-being.

» Examples of measure topics
include access to care, clinical
outcomes, coordination of care
and community services, health
behaviors, preventive care and
screening, and utilization of
health services

10/27/2021

o @ [~ o o 1 {
mmqwmwﬂ‘s:mm (population health measure) a1 Inat19nIg ) NaEzNOn

qmmwwaaqwmwLtazqwmqwaanéu
* @8 RIVIVAINITIA FINDY NIFLVIDIUINIT HAFNSNIIAFRN N13UIZEW

N1IAUALAZNIILINITIRGATY NYANIINGINIW UIN15TagnuuazaAnIag

Ltazmﬂ%’ﬁ%msqmmw

Centers for Medicare & Medicaid Services




Approach to Population Health

Measurement and Improvement

collaborate

* The population health of a group
Is dependent upon the interplay
of several factors, of which
clinical care is only a portion

— Other factors include: economic,
social, environmental, cultural,
behavioral

* Population health improvement
requires a multisector approach

o

o
. co®
Ople, Healthie' ¢

Centers for Medicare & Medicaid Services



Population Health vs. Public Health

Population Health Public Health
« Health outcomes of a group of individuals « Focus on protecting the health of entire populations.
— Can be broad, e.g., all Medicaid beneficiaries « Public health activities include population-based
disease prevention and health promotion

— Ornarrow, e.g., Medicare beneficiaries with = .
osteoarthritisgof the knee rograms/policies that extend beyond medical

reatment by targeting underlying risks.
« Examples of public health activities include:
— Immunizing and controlling infectious diseases.

+ Population health outcomes are the product of
multiple determinants of health, including:

- Policies,
— Clinical care - Ensuﬁng motor vehicle safety.
— Public health, - Ensur!ng workplace safety.
— Genetics - Ens.t:.ruj\g foo<t:l safety.
— Behaviors (e.g., smoking, diet) = VN '7'"_19 YecEe. _ .
; — Protecting maternal and child health and accessto family
— Social factors (e.g., employment, poverty) planning.
— Environmental factors (e.g., food, water safety) — Preventing chronic disease.

— Distribution of disparities in the population

https://www.astho.org/Health-Systems-Transformation/Medicaid-and-Public-Health-Partnerships/Learning-Series/Public-Health-and-Population-Health-101/ 10/27/2021



Population Health Measure Gaps

In the 2020 Annual
Reportto
Congress, NQF
Prevention and
Population Health
Standing Committee
|dentified seven
population health
measure gaps:

Measures that focus on:

Disparities and social determinates of health (e.g., adequate
housing, employment, and transportation)

Care coordination across the life span

Pediatric population and neurological conditions (e.g., stroke
performance and care, emergency response, rehabilitation, etc.)

Consideration of physical and occupational therapy as it relates
to neurological conditions

Perinatal and woman's health
Provider “burnout”, including those tied to payer-managed care

Care integration between mental health, substance use
disorders, and physical health (e.g., primary care)



Approaches to Measuring

Population Health

Three approaches to measuring population health:

« Aggregating health outcome measurements made on people into
summary statistics, such as population averages or medians

» Assessing the distribution of individual health outcome measures
In a population and among specific population subgroups

« Measuring the function and well-being of the population or society
itself, as opposed to individuals

Centers for Medicare & Medicaid Services



Knowledge Management:

Emergent Learning
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Emergent Learning
IFABIANIIN

Emergent Learning LﬂummmmLLUaLﬂu“lmmﬁamwwmﬂvlmmﬂ wuUanTI) INITRUUTRAUNSU NMITITHUFNG
Jafin nsomsisousausiu Agazlidomnununserls usdifloRansaininmsidausiiu emerge Fuanszrinensvitau
L‘I/\IE)U'i'iﬁL‘IJ’]MN’]EJ‘VIW]GM’NLLawLWEJEJﬂ?G]UNaaWSMG]‘Uu Jewouta Emergent Learning 11 “1ssusanisvinen” Tu
wnansuail uazleigein EL

dnAmilavioneTumaidaniianansaunin emergence nanofianisii the whole finasiuunnnia its part Ado
“Asi3gusmInNR”’

UN.auIY AAYEANA
WNFIA AL IEHAONTUTUITDNALATNAOTLWEIUIA
WBU 2566



Why We Need Emergent Learning

ANHULNEIUTIRLEIDIA AT ADULUAY
Tuamwundouiinaings
waz lifannfgud [Wnnslsnnsg

AUz
ANNRULRN; svnulnanwinedendidunatnuazsuson
anmwinedonfuluuidussiuazmanisal 6 anuTunainvih ennfiazszunagms
IS1ENMNSAMIUANVSNENASIRBlUTIavIned | | Aanududouninsanuiisdesnsanuda aala waznsaside
i ruaaNnimslukesitauszale (head, heart, hand) wastins:vindu ¢ Mot uanmilowouius
mMsAILANYRIsIRalLTsat s AU hrunssu

“no plan survives first contact”
iSfoansaniasUsuunumnaniuasunadly
wousmunnsnazedouiionavaussdsiodotnaoninan
o real-time thinking uazmsUszanuanuvaieiiy

v

uw.am”wﬁ ANTANS g'maqmg@ﬁ&mu”u%’mmqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



Emergent Learning Practices 4: EL Table Conversation

What is EL Table?

AMUARN/ANNHWHNEY

A conscious attempt to
separate thinking & action

U

YaNa/n15n521in

Question at the top

“What will it take to...?” h

7 "\
lfﬂf::gﬁrwsi::ia:: Our Ideas about
What to Do Now
and Data

Insights | Hypotheses

Ground Truth | Opportunities

i When and How We
Our Stories |
and Data Related Mlghthgslt( Out Our
to this Question inking

A Y

Today

v

uw.am”@uﬁ ANTANS g'maqmg@ﬁ&mu”u%’mmqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/




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 : Strengthening Line of Sight

Fostering Line of Sight in a group
helps to continually connect
participants and discussions to
shared goals for success.

» TRl b1 e Nl CitalTetall
Assindulanaznns ”
. . Nl e GENG I BN ER!
ﬂ‘ix‘i/ﬂs[uﬂQQUlL (ultimaq:ceq oals)
Line of Sight J
FAPIANTHOSLAL mwmmmxussaaxvls

Whwangleslignuats  anudg§aniiheniduesndls

v

uw.akﬁwﬁ ANTANA ANTIAANAIINLUILTIAUNIWIIUNEILIN (WBI8% 2566) 73UA1UN https://emergentlearning.org/



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/



Emergent Learning Practices 2 : Action Hypotheses

o TesUuuuysslomauniignu “if/then”

o Whnnoouansuediuagefiaiungniin lvaaauls

o« wadughantihioasunsinmaanisiiaafinesls Ailunadwsvosn1snsvin (Walsianufigiuma
ﬁ‘mmmam"ﬁwLauamaémﬂﬂiﬂﬂ@ﬂﬁﬁduuﬁugwumaqﬁagaﬂﬁﬂgwumﬂaﬁm)

o mMenalu EL 1 “aundigrusesdude....” ldlgnnsuane authority shonnssnefanuendenns wsilunis
doansotnans: U “duaziansanuAnifiusssduasalusda wandalinasnauvsaanavadondu”
Huenusialadiazvin it collective thinking & agency vl

o el s esmiinninasfiidumannaimiladunddiansan dalnasfimsneasy

hypothesis snannilduasidoandu

IF... What we think it will take to get there

THEN... The result we want to accomplish

Y

"duoanluifinautauandnasnils

U
Va2

duaranunsafannsrunsusatlusieiivdslsdaou

o/

fsAvuativaunlfusinsialy

q

sunuvaamazdmnuanguinndulunsinismsdaiiu
vneanfidAafignluuiuneesninen lWgnsufus

fFusamulunsidouas programming Fuacng
ThduanalliananeiiAnguann insurance
payment a33gtastoNis

sriruauluunsaz adopt payment changes vinl#iAin
ANHLVINTBNARNIND Y

uw.akl,f@uﬁ ANTANS Qﬂiaqmg@ﬁamﬂ'u%'maaqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/




Emergent Learning Practices 3: Before and After Action Review

Before Action Review , After Action Review

NasWsSTmawiefooz ls nagnsTimauiilidoasls

3417 OL S3A

audBadntenag9 15 NASNETILIARS Ao 1S

oANUANNTIVNEozlS oz l9fumnal lenadnsaenau

<

>

2 .
™

5

2

2 ¥
*

57 lshiBuugarlsann IS1azssnsoUsulTerls

PRIV OIS “bookends” TonafiasneaouAaiisousTumss
ot lsfiasvih T¥isdnisa to a piece of action  gglyja0ess )
157132117 AAR Lilels 151239 BAR asasioluiiiols
Before Action Review After Action Review
o vhlvmneudmnuthlanseduin « 2hulifiuvadovuazUsuusamNAnuazS
¢« FasnsussamnNdiBaorls NFViNUIRUKUY real-time waz consciously
o asufanudSalsosndls Toslgadwsass Wu guide
¢« yneAuAfidusiomnudEa ufinogtsudedui .« galifiuasiousinsadilasonadnsiiAndu
o wvhTwd5alsorals wWasuitsuRuiisadaly wasurunelsAsliiAes
°  AAAFTANNIYNY NAJWSFINATT (ﬁqscmﬁl,l,amm%’m) oAz b6t
o (FUszlomiannunissulaziundagy Tuasie vih Twddulusousioly
o nHoufNINAMZNAIAUADUAILD

v

uw.am”wﬁ ANTANS g'maqmg@ﬁamu”u%'mmqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



Emergent Learning Principles : IMaximizing Freedom to Experiment

Why is it important to maximize freedom to experiment?

WasuiBnn5 encourage & enable giThsnfinannnansldithsdlunseAusaiadaus

experiment posture nsz6s
TAamNNasNnSosNnLi

URNAGHUATLRRAVITT S aua AN sUsSUIWADuaNNGig U

Invite curiosity wioas aANNAgIUlng
Challenge : Robust &
cn9 Adjustment or Large
— dominant —— . — repeated
: New hypothesis . : dataset
hypothesis experimentation
Invite stories & data — nsuAasITnnuL LAz LA LA

s fuadonadt najdu
FaasaltilugueosdaiisAuny
wazne WAl uATiduny

| Beyrnlitinanodoas ez
YYANDNIAWNYNUANNAGIUNRAN

v

uw.akﬁ@uﬁ ANTANA ANTIAANAIINLUILTIAUNIWIIUNEILIN (WBI8% 2566) 73UA1UN https://emergentlearning.org/
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Emergent Learning Practices 4: EL Table Conversation

When would we use an EL Table?

o Washlasans/nnanusisuing

. Wisuisudoyananvuinliluausine oo
04Ang wleginazlsldna orlslildna Tuns
INATAUANNYINVNY

* NuMUAViau@an (reflect) Woaulesanns was aqu
Unisuiiansvinaudusialy

* sonuuunsUszENnanlndiie maximize mnug
59uny (collective knowledge) Tuwosszau

srazinan; wikgluansonanyiu
Wsu: dosAunsonansulalngy
oz DiAudoyaannuiadsine vin T
AsaziouAnLATNnADIsiDLlD
D1AWIDYUA AN A AU U NI UALLTYTIU

T ulydnuunidoutnsanufadinmils

It’s not about the quadrants
o [DuBaswasnmsanlidna (slowing down)

Dulsoswassamanuiiddausuiin sazuaniddas o AuLazA U
WunsuunuezseniN AN (the fact) ann eanunane (the meaning) (aAvUn)
Lﬂuﬂw'{[ﬁamﬂmmaummwaq AvaRe (BNAUDIY)

UVALU IAUABATIS A naLasiuiionadauANuAe

uw.am”wﬁ ANTANS Qmaqmg@ﬁ&mu”u%’mmqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/




Emergent Learning Practices 4: EL Table Conversation

The Basics: How to participate in an EL Table conversation
nandrgy We are "Experts in Equal Measure”
liTganonsanufnvassiies udfasmsusnuaNufnvaawmnaAL
watwasMsaunuAannaNufinlafiasitUszaunsaivosusiazausnAsAuuLlsy

« ANNAE

o ANUANIAY QUAT9A

- MuatNASiABIAUTayaLaUszaUNNSAl

YoeAUduiindoadedu unnsing ihuszranala

IwSouFInsoNLanIUAsUFIEN1ToNUIDNENST 15U SatnsuNIBass U uLaTu
yadoadui lu nadszaunsalldsunisuansy
suls counter-example: vinasnafisnAuus ldnasinedu oz lssing Idisousosls

The bumps and bruises sometimes
hold the most important lessons
about what it takes to achieve a goal.

v

uw.akl,’a”@uﬁ ANTANS g'maqmg@amu”u%’maaqmmwamuwmma (LW1BW 2566) &31A21UN hitps://emergentiearning.org/



Knowledge Management:

Developmental Evaluation (DE)
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Applying Developmental Evaluation

Development process

o o ASTUIUANTUILLEU ANFEINANONNLAZANTLE YUY
N7W50Nﬂu [~ d@l a d?} Y) o/ = o‘u
TG RN B NN R AR UNIDNAUNTAIHDYIN

Evaluation

Methods of evaluation
* Interviews DE

* focus groups o atuRuiavnvnouazsiaranulu

* Surveys Snuaied TlaAumNuAnasNaTSR
* e-mail questions o atedoulaliantadunsruiunis

e Observation
e Group analysis
* Interpretation

YUt HUNA

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



Applying Developmental Evaluation : Accompaniment

Tugmsandnoofia Jusaiu DE
A uaivayunguuinnsnan
o uuumegg

As observer

Observe contents & processes — > Useful feedback for the team

Asfinenenuvindoas|s?
Asfisossimanladon:ls?

WA DIMNNWENeNNTnols?
wavaanseindulaluaals?

As questioner

"audlounimazdsudiavig 1 OK Audiavnatiulnu?”
"fi¥hwanglests (implicit goals) s eali lstszysanun uwsdulduded
FRUANINTVINDoUT — [PV [enaunsall”

"fanudgrudomdedeaiisAdmeds - asssulidnRslgnadeunanudigiu
sanangndamsaliifiaAnlughemn”

As facilitator

2hoFuimdounsaunun e

e  AMnUuanNTaULArdLAT I LUIAG (frame the issue)

«  dhelinadlpsanaaudnla Ysuaude wazisioly
helinausimnudoyaiotlondhgnszuiunswaiun laomse (test)

T8 TunsUszaalasinig G?"MwmuLmzﬁﬂﬁqLammuaﬁmqﬂﬁzmﬁ

lislumsUszun usasuauAuE g nUsuisliAsirnuUsIngeonndRRudu

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




Key Features of Developmental Evaluation

1. Frame the issue 2. Test quick iteration 3. Track the trajectory of innovation

MuwAnIaulYnI mgumsnmaauasiwmm% AAANINVBIRIANTIN

¢+ yuudniouLUIvNg ¢« dnsvnasdleausssusnt o Juiindoyaidaanuoanswmun
TnsistoUsufiudaym o fnsvinanusioismsvinaulnag o duvned s e ey
o anuh lafigaaudu « v TW intuitive & tacit Usngoadin o watliAndulawlalesla
o analduduoulny + ihdoyauarodunaunfinnuuas e AsUsuaswAanlusasly
*  AFDULUWIARYDNTEYAN fndusneIsAsviitussuuunndu *  ANUSNIAZUA
o TomaAndustensiniin
o YT

o fenulusdalunssindula

o dhuBuiinudaymiednoiu

o Tgnsunumeidouslu
anunsaldu

https://www.betterevaluation.org/sites/default/files/A_Developmental Evaluation_Primer_- EN.pdf



Applying Developmental Evaluation: Framing and Reporting

Intuition Data

| |
v

Pattern

l

Prompt a different
way of organizing data

!

Shared interpretative
framework

Degree of accuracy

mMatesdoyalumnugifudunilsvasnmsusufiuwuy DE
NuUszdu DE assinvadayandioaifudoyaidadszindidneoiy

FUssfiuonafinuuuumuiinssuli (99505
fusnseeanlu Tunsdnszuudoya
AaliAnuNyasLazaN T Talnldnsuia

New perspectives &
insights for the team

i

Shared interpretation
of evaluative finding

|

AN UTUIUNAD UANTAUR AN DU
MW UnUasU N AR o levnAmuwh lanasingaeny la
NFOUANSAAINNIINAMINNA A EYVNAUSZRUDDIAINNONEIDY

Evaluator Innovator

Juiin DE

* process observation

« point of tension

» implicit decision

« assumption made

* emerging themes & patterns

ANFEAINNLTDRAUNUINAANTUTLLHEL
iU 10 Wganuluidvessinvad
Nadns waze Ut laludeiiiAadu

Joint ownership of the results
—>

Understanding of what is happening

!

Knowledge that make sense

;

Inform action

Joyaaziluszluanlfisiodioanansariune
Tanununeianssadihnsugus e

un.ay sl daadina (11 Juneun 2566) aguanuannhttps://www.betterevaluation.org/sites/default/files/A_Developmental_Evaluation_Primer_-_EN.pdf




Workforce:

Collaborative Culture
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ASUANNUAA LarAsSHUALdUNIILaDnNA 3

Paradigm

Sec
HABIT\

Jymbulaegiinnsauanufnvessineosls R@J

TupnudaueadiniinisuussaniJuas e
wnuynauazidenidudeladeniaaue

LAAZVNINADNTSINIANIUINNAAUARN A9 U LU

NIDUAINUAR (paraohgm) ‘Vill’]‘EJENLLUULLNuﬂ’]iﬂﬂVIEJEJ%ﬁNaV’]@

Wi]ﬁ]ﬂiill?l’é)%i”] mwmﬂaaumaummm qumsmaqmua mawmum
e O

Aazasuly
ATSLADNMINLANIINTY XN GVULAUNIEILLI r1

UNilsIalneeeniinneeniiisnaiieygluls Wuniudeni 3 SHEAFrZ

Fus1luLAsdndaNnau



HANNNSIZNNAINI (Synergy)

WAINY: VUIUINNUIUINNINE D

n13Useiivseueu: niauInnidannunienss e

1

Wam3 -> wiaaudanes nvulugasiuue

HUADINN1WaNIT L luueIdu 3aUeILse.
waIdunann1siug Ul ulanunesssuys

SN FIUNNUSIGUlE 60,000 PSI
Tasifun shuvausasule 70,000 PSI
fAaAa suvnuusssuley 80,000 PS|
FINVINUA 210,000 PSI
mau’iammmmmwmﬂﬂu R R NGl (o] 300,000 PSI
AN UASITIAND 90,000 PSI

LADAINITUANWAINA




ASUAMNAAYDIINAINA

. (1) dunaaiudes 33nfes usegdla mnudaa 9af auuRgIumgg
[ 1 y |

(2) dunsaiuiinm vousu ldla Wunauenluimvesgu danusdndauin
a | < < ¢ =% 9 1a <
wazawmeasdonn Wiunalunywdygruaunis aaulilddwes aaudu
Usenilanitias
(3) AuAuMAINUYEIR [WdwazitTlar T uNveInn | ladRl

a A

Uayvesls Whladeegluila lumnufnuazIniaanvesna

H H (%4 (%4 = o
| Synergize With You (4) AuUTTAUNAWMINUAM
A5AAUUY 2 NNYLRDA ASAALUUNINLADNN 3

AunusiiyvoIiu durinnsieatudaszanniuvosdn

| Seek You Out duvinaanduluulsfua Sufuaaudunuudaunis T4 Tgidushunu
due) L NARHEIBNETTS
dudniosmuloaannaal N1 AUAUMIIUYDNANL INTITAOLTANNLALT
SRITTARHTAL) WONEINY
dulanfnas ivihasemuiu AuUseaUNAIMIAUAN 151INAUAINDUIAR

| See Myself | See You SuinsAassgogei il TasaafnuiAou




0 A guide to leading large scale change through complex health and sodal care environments

Introduction to
large scale change

Creating the conditions
for large scale change

Tools and approaches
for large scale change

Moving forward:

Acknowledgements References Appendices
making sense of it all

To construct a polarity map, we
write a description of each 'pole’ of
the debate as a column heading,
and use the rows to capture pros (+)
and cons (-) associated with each.
Issues typically debated as either/
or choices are: short-term versus
long-term focus, centralised versus
decentralised, quality versus cost

or productivity, or stability versus
change.

We can introduce a third option
that includes as many of the positive
points of each pole, with as few
negative points as possible. This
can be depicted as an oval on the
polarity map, and can be described
as seeking the "both/and’ solution.
This approach invites new thinking.
It also, helpfully, suggests that both
sides are right in arguing for their
respective points of view, because
there are advantages to each.

Figure 31:

Short term Long term

Either / Or

X

Figure 32:

Shortterm Long term

’

lun1sxsnv polarity map 1313 sifnudianasusiazin
(pole) aagaNudaLE9 LI uasaadud wazlduad
LNAUEAIANNLIAUGIE (pros #3a +) uaza Nl
LAUGE (cons w3a -) MLAIaY. ﬂsvmumuna 1l
AaantfiedTuan g Laanmo‘lﬂmmua (either/or)
iy ANFYILUsTEERUAYSTELEN) ANTTINAUEAUANS
A3YALEIUIR AUMNALAUNUNITANRANIW ANTAY
Gudunsl8auudlag.
mmmsmauamoLaanmmmjoﬂsvmameumn
dagusiariineadu Taafduauivaaiiga.
madanilanunsauaadlyiiiuilusie3lu polarity
map wagizaniilunisu *both/and’ solution.
58nstiiiiadeyifiaudaluig wazahaguainii
saveufisrugnlumsliinanaannyuuasuasnu
wastlununagiifilsyami.
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Figure 33: Example of a worked up polarity map

1
=

aein9'lsAe N tTluge

mausiaedanaeg Focus: short-term delivery Focus: long-term delivery

1ILUUAUIETULIA
?.IB\‘)‘I/%NBON'] LAY ® Quick wins, easy buy-in ® Could lead to transformation

Y o . ® Enthusiasm, momentum builds ® Bigger, better, whole system views
3!,51\73-'—]\7 fIUIAENY because of visible results & action ® Engagement creates sustainability
AUTKUTIUAU. 61 ® Fits one year business plan cycle ® Tackle the difficult issues
228671929879 we are measured on ® Provides vision

® Incremental, not whole system ® Goalpost changes anyway
® May not really change anything ® Distracts from what we're
@ Distracting and puts people off meant to do
@ Avoids the real deep issues ® Lack of momentum/urgency
® Creates 'strategic drift’ ® Talking shop, blue sky,
non-productive
® Too aspirational, too big, lose focus
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Polarity mapping is not a silver bullet. Individuals can remain obstinate and

entrenched in their positions, if they choose to do so. But, in the majority For further information, ideas and support on this topic,
of cases, the reframing of the issue via the process of creating a polarity soo:

map brings new insights and a willingness to, at least, discuss the potential

of a third way that takes us beyond the usual argument. A number of Johnson B. Polarity Management: Identifying and Managing
characteristics have been identified for ideal leadership behaviours'? when Unsolvable Problems. HRD Press, 1996.

working across systems and being faced by complex dilemmas.

Blog: Levknecht L (2013) Using 'polarity thinking’ to achieve

A15ViN p0|arity map 11l nse&UdLAE. LWEORY sustainable positive outcomes https:/Awww. elsevier. com/connect/using-
o ~ a4 = & oo ! - polarity-thinking-to-achieve-sustainable-positive-outcomes
ﬂummaLaanmazﬂmuumaﬂnﬂaoamﬂuwao
' : Y Polarity Management Associates website:
auLaY. ualnagiulnaual n1s reframe hitp:/Awww.polaritymanagement.com

UsziduritunsyLIUNITEST9 polarity map din
nalviifim insight T uazaanlanag
weaaaAululamauadidnsaNNiIEeAN
MU TeLEIILALAG. In1sssyanEzaaY
wafnssuinTuaauafilalesadvinIuinu
sEULLRELNAUAU complex dilemma.




Action Steps

Polarity Map
‘Sustained quality of life

Action Steps

Partner with diversé
resources to
strengthen work.
Learn new skills.
Measure outcomes
to show impact

Valuas » postive naulls from focusng Valves » positive rosults from focusing

on the Jeft pole on Ihe righ o-’U"

Makinga dnffe“rence Relax; rejuvenate
Challenge Comfort
§;imulat|on W Safety

Good peer | | Strong family
Relatlonshlps % re|at|onsh|ps

Get pald -

Early Warnings

Tired and unable to
concentrate on
family.

“You made it here. |
am shocked.”

Forget
commitments.
Culture at home is
stressed.

Stralned
relationships

No time for
personal pursuits

Foors = pegal n/'v sty from overfocusing
on the left pole & h‘u»‘w of the n shrp'u

learning/growing
Strained work
relationships

on the right pok

Ad

Schedule time
to be at home
Massage
therapy
“Date” night
New hobby

No pay: checkﬁ focusing

o Ihe A the ol pole

Early Warnings

Missed opportunities
to grow and expand
ork.

Money tight; services
not growing and
mproving.

Heavy workload
leading to feeling of
not mattering.




Polarity thinking in health care

At Elsevier, the CPM Resource
Center has partnered with Barry
Johnson and Polarity Partnerships
to bring polarity thinking to health
care. Polarity thinking is one of the
3 principles foundational to the
CPM Framework (partnership and
dialogue are the other two), and it
is embedded in all transformation
services. Through work with the
CPM International Consortium, we
have identified and mapped the
following 13 key organizational
polarities that are occurring in this
time of massive health-care
transformation:

Candor — diplomacy

Change — stability

Framework-driven change — project-driven change
Individual competency — team competency
Margin — mission

Medical care — whole person care

Patient safety — staff safety

Patient satisfaction — staff satisfaction
Routine tasks — scope of practice tasks
Standardized care-individualized care
Technology innovation (high tech) — practice
innovation (high touch)

Vertical — horizontal

https://www.elsevier.com/connect/using-polarity-thinking-to-achieve-sustainable-positive-outcomes#top


http://www.cpmrc.com/consortium/overview/

The legacy of today’s
health-care leaders will
be their ability to lead
health-care
transformation at the
point of care. This
ability depends on a
willingness to
supplement traditional
problem solving (which
they are great at) with
“both-and” thinking. By
using polarity thinking,
health-care
organizations have the
potential to:

“Both-and” thinking in health care

* Automate without dehumanizing

* Achieve fiscal soundness without decreasing quality

* Educate, but not interfere with new ideas

 Use evidence-based standardization without losing individualization
* Enhance partnerships without losing identity

 Get the routine tasks done without compromising professional scope
* Provide medical treatment without losing preventive care

* Innovate without losing stability

* Improve productivity without losing human sensitivity

* Create a healthy culture without increased cost

* Achieve clinical integration without decreasing productivity

* Decrease variability of care without being rigid

* Achieve exponential growth without wasting millions of dollars

https://www.elsevier.com/connect/using-polarity-thinking-to-achieve-sustainable-positive-outcomes#top



Workforce:

Engagement & Simple Ethnography
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Simple Ethnography (?j'laﬁ'%ﬁ:?m &)

Observe and Record Actual Behaviors of Users in the Field

oStz uaganundnlaanunisallutiagiiu
syyanuiiiazinludunauazdruiasdilumanduaiielidladssaunisalveld
yusnInludemmhenulazdunslagliddeainsnne TufinswasBoauaznsazvioudn
el

voltandnidennginssundunaiiudsasviounnurimeludnuasini veduniwaliign
Fanmidianuidnednslslurazfiinginssusanag

19 1-2-4-All Wilel3ousmriu




Simple Ethnography (?jﬂaﬁ'%ﬁ:?m &)
Observe and Record Actual Behaviors of Users in the Field

Sequence: FIgLansEUIUNTUlilentey eoglsiludasn antdurineslsee....
Specificity: vat@1uNiEoNuTufI9E19 PreERmiRuwey dinnsainiosossnezlsndfgduiimuniniu
Unavisalyl
Task & Structure: TIglgunnuiin1situlszaiuligviesy
Comparison: ANAUILIANISAUENIUNTUTUL U UMS BLANANNAY WiauSINuT AN UARLILaE19ls
Participation: ¥iguanslignisginitauduiedsls Al 135dunagihauduiivisely
History: wihiaeyinun Aadld3sniseslstrslunisdanisiuanuvinmen
[ = 1 a aaa v J o ! ! 1% 1

Importance: dunaiuinautuinsedusetidaiag draataialalnudnnssivele
Quantity: WausINUIBIAIneglulssmilvsanquiliiuIumiils
Change: 13995101199 LANFNANTNLaIDEILS

. . [ Y o U Aa = LYY Ay v 1
Naive outsider: nutdunuwlannihdmsuni Yreanfenuinusssuvesilvilanios
Local vernacular: AauvisngANI0e1alsinadn.... (se du dnlva wiihda nsenan)
Positive deviance: 1AWAUYTENUIBIUBUAINITALRITUEANNIMETISlaRefuiTIwiTely wivieeelsiu
Reflecting back: nulaguAuyAIn..... gnavslnuasy

Henrn Lipmanowicz B Keith McCandless



Safety:
Learning from Incident,

System Level Improvement
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Safety Science A&@AIAWANNUADANY

A 6 e q?
aUANIILUAZDLALKATHUILTINY L
1 1 6 i o o
mafeﬁﬁ%a‘qﬂwaam@;msmﬁsﬁu%’aumm
naw WwgtsaNNdE1AVaa980IANT
(W] 1 U A
uazuaziladgszuvluwnisnaline
e & o

wansanidwanase

ANEIAYVAINIIAIIVF VY
@19 9 TwrangseALVaITEUY N15HIAN
Y = 1 o vA A Y
N laganasiuana@19nwaaIdnNaI7 s

v g; =
uazinugnnsanaudsilsanuaznig
USUA IHNTEUIBNITNNIHNIRNA
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Adnsa ANl aanny

wqwﬁﬁlff}uﬁugm%m ALARM Protocol k&g London Protocols fitugnu
11INNSANIQUAMAUBNUTNTFUNIN 19U RAAINTIN NITVUEAT LA
s shlddlaamgresetiveldnisduun Tneuitadvesdnsiitied
udunnnifyaRaTinianain

MsATIdluUE N UKz uT U, uandlifiuingtinisaiuay
guRmnguuseii awividlevieravoannmsniidudoutihanou Wi
anuddyvestiadvesAnsuaziazdadssuulumsneliiAamnnsaindy
PUATY

muqm‘ﬁﬂﬁuaﬂ Jens Rasmussen LLazﬂuSu"‘] Tugramesse 1980 way
1990 lFnesngrudmiuamiidudouduudldnuldass lunmsena
WnladelinnainuazgUufme winandliiuauddgyveinisnsivaeutady
s1ee) Tumaneszdvresszuy mavhanudlayusesiiuansnsfiuesii
Aendos wagiiudiisnnuulsusuuarnisususilunssuiumsyhauiaan

\‘1’1'14!1'14!63’3\‘1LLiﬂﬁ"Jus[ﬁﬁﬁngﬂﬂéDUﬂiax‘iLL@%‘?JEJ’]EJIG]EJ James Reason 118
organizational accident model %ﬁLﬁu’i’]ﬂgmﬁ’m% ALARM Protocol tag

London Protocols

Systems Analysis of Clinical Incidents : The London Protocol 2024




Organizational Accident Model

Care Management

Contributory Fact
ontributory Factors Problems

Patient Factors | —# e —_—— Defenses

Individual Staff /Barriers

Factors

v

h 4

Organizational Team Factors

Management I
and Culture 4"’ Task Factors | Errors I
Work/Environ

Institutional » M—
ment Factors
Context - _
Violations I

Incident

»

risk management

Electronic
» Information
Systems &
Technology

v

Corrective measures, support and

Latent Failures Error & Violation Active Failures
Producing Condition

AL UUgURLMRYeIRIANTHaviNasd s lunsinAnun lagURmswazn1sUSuU s uaudasnie fmnuuillvmesuigiadfmeiatulasgisls

Systems Analysis of Clinical Incidents : The London Protocol 2024




Meaning of Terms

Care Management Problems

WHUQHL B YIBYINANN IRV

Slip Lapse

YDIANANLY) MUANANLAETULDUAUBELS
(Waa) (tnad)

AN active failure, unsafe act, care

Error

< o aa
management problem tJuAvy
(RANAA)

Mistake
) AR ULazasalgunuiula
#1113 situation violation ®133g0a

Wuaudsauazlyly unsafe act?
Other Potential Change

(Alternative Action)

Violation
(aztia/dH W)

Situational
Violation?

Active Failure / Unsafe Act /
Care Management Problem




Principles

5. Fairness

nsRsanFeitAadwa e iinssea (Fairness) damsUfiadannAnssunianinazyind 199 atnIgulnasuKa (just culture)
1%wan local rationality uazwenenuvinanudlasuwirnaseinvnasngls m@ﬂ@ﬁ@ﬁwﬁmfu
1. Just culture Lfial,ﬁ@qu”ammﬁu QLr‘T'm?TaavL@T%VUﬂwﬂﬁﬁaaahal,ﬂuﬁﬁu FUMAFNKA ignnamlidasiuAaTandanina
éi’ummmaos:uwﬁmuvlsjﬁém’mmuqm
2. Local rationality Qﬂuﬁﬂuz‘?}aﬁﬁmﬁgﬂﬁamum@;wa anuithwing awanudhlagniwnaot uazaugaaulazaswinianly
YU
3. Work-as-Done wengnuvrnanuiinlaitenuinvasaduadnels iunauianiasues lsthe Lazazaun (reconcile) T wivh
a59ru9 0l (Work-as-Imagine) tudadsanwldadnels
3.1 Trade-offs Qﬂu@i”awammmﬂﬁiﬂumaamLﬁ@%ﬂﬁaﬁuLﬂmmﬂﬁf@uﬁaﬁu AN TUTIUYBITEUUUAZANN bl nany o
SIUNARDY
3.2 Performance variability n21a lausiuauvasgdasduazaniwmanivilidasiinsdsiuisnisinu suniafanssuidsinuis
019928 performance fiuand1snu sududasianudhlannuudstsusssaniuwnsoiuazwgdnsss Ransonineslsdafs
ety saduas liioszaed Tndrzauiioansule
3.3 Demand and pressure ﬁ']mmLiﬂwamnqﬂmﬁ@iai:uuLLa:mmn@@”uﬁﬁ@iamsﬂﬁﬂ'@mu
3.4 Resources and constraints 3130 NUREINOTBISATITNGT FIIFWNA TAANNFINNTD 1AT0988 NTWEINTIUY Uas
mmmm:amaangaruﬁw/m”aﬁwn”mﬁuGJ
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Change in practice

Current

Future
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Contributory
Factors Tier 5
Ext. Environment

Societal influence
Public awareness

Policy, rules & regulation
national, payors, finance, IT, professional org

New
technology

Design
Equipment & supplies

Contributory
Factors Tier 4
Management

Organizational climate
structure, policy, culture, management
system, leadership involvement,

Resource
availability, priorities
& management

Organizational process
policies & procedures, decision, staff/workload
management, support from central functions

Contributory
Factors Tier 3
Environment

Information,
education,
communication

Supervision

Task design
Clinical protocol

Human-System/technology Interfaces
IT, medical device availability. location.

controls and displays. software, charts

Physical Environment
lighting, noise, temp. layout,
distraction, ventilation

Contributory
Factors Tier 2
Work & Team

Nature of Work

work process complexity. workflow. competing tasks.
interruptions. physical/cognitive requirements

Team

role clarity, team briefing, team awareness, team
morale, handover, team communication

Contributory
Factors Tier 1
Individuals

Individual staff factors

knowledge, sKkills, experience, sensory/physical capabilities,
alertness, fatigue, motivation, attitude, cultural competency

Patient factors
clinical condition, medication, allergy, language,
sociocultural, relationship, informed & literacy

Active Failure
Care Delivery
Problem

Violation

Error & Mistake

Potential Change

Chronology of Events
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Good Practices & Care Management Problem (CMP)
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Good Practices & Care Management Problem (CMP)
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Multidisciplinary Team (MDT) Review
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