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1. Accredited Hospital vs Quality Culture
Accredited Hospital
1. People of any kind

2. With guality hardwares

3. Performing quality processes

4. Producing guality outcomes

5. With outside tracers
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Quality Culture

1. Quality people

2. With quality hardwares

3. Performing guality process

4. Producing guality outcomes

5. With self tracers
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Al 1: Quality People

1Y

Quality people yanafidnunmsasduypraninaaudd (ami 1) fail
1. Competency %14 Core Competent ag Functional Competency waznsaduiani
zfpsihulugiuiiniivie Leadership Competent 161

2. Skilled vinweNilunsgIuianIuaatin 59u9e Hospitality wag Efficiency Standard

Quality Outcomes yAAATIHIAMNIN HaTToanu Feiinadu 3 du laun

1. Clinical Quality Outcome Aa ANNLATAIINUADASY
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2. Hospitality Quality Outcome: agldiawiy IPD winldu usnauinswsnidnisiulylu
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3. Efficiency Quality Outcome: n1541 Lean snlttiaindulsyleviagraunn dunaulanlyl

AeUsvlevilvnugthe Tiieen lsmeruaniinisivuaduligUieiu fedndalifinns Lean 77

Quality Culture Behavior

1. Responsibility feifumuiuinteuremnine dausrnud aaenguntineuiald nodie
wdesdinduiiaveunifivesaulos

2. Hearts ihila fauAniinsieding uasdiadesssy

3. Guts flmnasjaiu e gramy

4. Persistent vidudsean luve waziiuniinvinesly

AWt 2: From Acting to Habit From Habit to Culture
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Approaching Quality Culture

1. Set Team sisftufifienmidugiuasiinmam
a. Leadership Team
b. Quality Lead Team

2. Set Goal fwuatmne tneutaud 4 dumeudiil
a. Step One: Basic organization structure
b. Step Two: Accredited quality standards
c. Step Three: Benchmarking

d. Step Four: COIl & Tracers until become quality culture > 5,000 hours
3. Implement G‘hLﬁum'ﬁLﬁaiﬁmummsﬁmmgm@m6’] il
a. Hardware
- Achieve FMS Standards
- Achieve MTD Standards
b. System
- Achieve QPS Standards
- Achieve IC Standards
- Achieve MOCI Standards
- Achieve Patient Focused Clinical Standards
c. People ware
- Achieve Governance Standards
- Achieve Leadership Standards
- Achieve HR Standards
- Achieve MSO Standards
4. Sustain
a. CQl
- Clinical & Patient Safety CQI

- Hospitality CQl



- Efficiency CQl
- Innovation CQl
b. Perseverance

- Consistent Tracers Vqlﬂéfﬂmﬁ LLaﬂmsudﬁ\‘mﬁﬁW% Tracers 7la

3. Patient Safety Principles
Safety Management N5U3M3ANAAEA vsensguanuUasniegUle The effort
to manage to continuously: increase the probability of desired patient outcomes, reduce

the probability of undesired patient outcomes and given the current state of knowledge

Safety Standards

A. Clinical Safety; Patient Safety Goals (PSG) & 6 U f?fﬂ‘ﬁ
1. Identification
2. Communication
3. High Alert Medication
4. Wrong-site, wrong-patient & wrong-procedure
5. Healthcare-acquired infections
6. Falls

B. Environmental Safety; Facility Management Safety (FMS)
1. Safety & Security
2. Hazardous materials
3. Emergency management
4. Fire safety

5. Medical equipment

6. Utility systems

wa

Total MRM Commandments (5R) Sayeli 5 Usenns duanaides Tiun

A. Proactive Management



1. Ready (nAUNTaxLY) (SQEAPSGEFMS&PS]) yaa1nsiiAunsay i Job description
Fonau warURuRlFaTeuiisinun Wisudasneudigunsaiuasihifundenis
2. Risk avoidance (Liudvni3e9) (CPGRPFR&MR&BSM) wanLABIAIANEES TALLY
UFTR Tideyauarliiineddminlunsdndula Wisussnoudndanundon usdusiliuas
B. Reactive Management
3. Rapid response (1535aLALA) (AEM)

4. Root cause analysis (\§ULa#0331) (RCAKFMEA)

¥
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5. Recover (¥l#a3w) (CQI)

mwﬁ 3: Adverse Event

4. Adverse Event Principles (17 3) n3diiinisesianana (Adverse Event) gUae (First

Party)  lWin1s$nwime1ua (Second  Party) dvangiun1sinwine1uiatniay (Recorded

Treatment) #aNNTUTMIIARRLIEIYEY (Third Party) luiSeeiug WINIR5I980UMENFINNNS

SnwwaesuilanndUasuazglinissnen nsdisnwmeuialduluauninsgiu (Standard) Tumau
[ A ' [ = a o ' [ g [ A ! [d

n1sSnwneg1u1a avfiednduisesgaldy uwivnliiulumutunsunisinwimeiuia aztedndy

AMUUTEL 1EWED NTANINTTTUAIR A18IEUITYANIINMEANFIUNITFNINEIUTA (Recorded

Treatment) YINAITULTUABINU

Adverse Event Findings N13AnduANNRANAS
1. Beyond Powers (No Wrong Doing) hifim1uiin 1Ana1nisesgnide

- Proof of standard care given



- Demonstration of standard of care

- Objective proof of standard care given

Objective Proof = Medical Record

2. Negligence (Wrong Doing) Hmuia 1ARIInALUTZUW

- Cannot proof of standard care given: Not done, Not records

Adverse Event Levels of Concern
« No Quality Concern
 Near Missed Events 0
» No Harm Events 1

» Adverse Events

- Mild Adverse Events 2
- Moderate Adverse Events 3
- Serious Adverse Events a4
- Reputation Events 5
- JCI Sentinel Events SE

A7l 4-5: BMC Adverse Event Line of Responsibilities
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g%Uae) 50 No Harm  Events ({theuwiisuealniu uilasvenlusudsemuudliineinisun)
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anusaaiiueilulaviui wasyneswosinsiviuiindeya nsdl  Adverse Events (FUheisudl
81M13U3) Mild Adverse Events (3810150 IASuUsen1ue1m1e) 138 Moderate Adverse Events
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(Fo1nsuwi fetuidnlsmeuna) fealsegunnduaniiioguasd tlnddn winniunsdl  Serious
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Adverse Events (Ho1nsuil 8avuidnlede) v3e Reputation  Events ({Uaetlasfos) anelunile
119 AR T UANTIUNTT HUTMTTEAUgRraslsnuIiL uasmnineItesfiuwnmg dunuunng

foUsnw wazhenluuSnunuaIAnswIne

Complaint Staging

1. Patient Care Unit: Start complaining

2. Hospital-wide — Controllable
2.1 Complain to manager
2.2 Complain to administrator

3. Outside Hospital — Controllable
3.1 Complain to government agencies
3.2 Complain to courts

4. Outside Hospital — Uncontrollable
4.1 Complain to media - limited

4.2 Complain to mass media

Adverse Event Management
« Collection of data - Initial Concerns
- Occurrences & Customer Feed Backs
« Fact findings
- First Party, Second Party & Second Opinion
« Summary findings — Final Concerns
- Clinical, Emotional & Ethical
* Risk management

- First Party, Second Party & Hospital Policy



5. Personal Experience a1nUszaunisal lunisiaunlssmeiuiangann ilunan 5 U

OPD Wag IPD Visits § Occurrence Report fimalsanenuiailudsnenu 1% uazdlisosdousauain

1%

AU38 0.1% ntwagdwaeiindlgmmuaunimdudiuusiile annisiiudeyaluusasniu
W1 9znud Tofeuseuilin 88% 1Uu Near Missed Events uaz No Harm Events e Tosouieu
U 1 a
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Management Occurrence  Report §i8nsanas uslileaanluraednds ingraneisessulviguae
aa3euldunniu §n51 Occurrence  Report 3eilifinanntu urdsnsiitosndn mouiiladlévi Risk
Management

21nM99 Risk Management vilianufisnelavesithevianiely wasmeuenifisiu uay
nan13dsInTausssueaeade wui Suwlduity dewSeudleusulsmenalusisseme

ALNUINNNIN

6. Personal Points: Critical Success Factors
« Leadership persistent supports ﬁu‘%maaﬁfwawu
- Patient Safety Lead Tearn sfawithilunrs Sanudeawey
« Never let guard down lsiguui
« Serious management ALHEUNITATY
- Analyze from FACTS
- Utmost confidentiality 1iupudugnsan
- Own the case Wgoulwlmensaldnuily

« Always learn from experience to improve future management
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YORANAMANAUU (FQ Success)

UW.NIANS FUASAIUT  Senior Director of Communication linanifsUseiiuiies
“Difficult Complaints ; How to negotiate?” 11 o Complaints Hudedindndedlally mszdes
Andle waRstuyARaIMINe Tinainuats Asilsineladaufstuldiaue edu Health Care awnsn
Wusde Complaints el

« Unwanted u lddeansidnendna walasuinfevuan iulsannusulaiauslaensnm
3AAAMNIG

. Unsatisfied 19y unsvidasnssumanainuuunils uwinadilsdusnuuy

« Unpredictable 191 590539114 Hansaabinsanu

« Under standard t9u T#5uusenuunen laineianzidon Lﬁaiﬂinzﬁmam%ﬂﬁgﬂﬁm

. Unacceptable 1@y 1190 Lasik el lauastmau uindunedimiu

» Unexpected 13U 11Aaangn wilded3n 19n35e1asan v3erinwiunaiuaiy

LANNTEU
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A1 6-7; Complaints Cycle

a o v a

devliinela (Complain) AnTulanasalia) wagtsdninNfesdnnis (Deal) Funantiu um
masdudnnisusenntaluuda Suinanulidwela (Complain) Aazdosdnnis (Deal) lmidnass

Feunvuiiullises Ya3tu Social network ibilanidnas fisiiu Complain 3anszanelulisings

' [
I A = ¥

Lnazegyulavedlan avanunsauile wazdanundinande n1svunimilavemtdeiu way

q

nseenen1singviey Juseauazdutymnzmunulienn uasineigaenssy tlugnistuma

Complain Mindu lid1azagsiula daulvgiineaiasiu Communication wag

Communication @1x150%2¢16

A 8: awnRn1siia Sentinel Event

AMNNIAUANE Study of Hickkson, University f Central Florida (1994) wuan a'lwwgﬁriiﬂ’w

N99509wNNg L8991
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- 3 Tu 4 MuwgHadUIINNIIABINTRY
- 1 Tu 3 Idngavsenusiliiflosns yaraniwuzihdulvgme unnddseitasounss

Y Y

-1 Tu 5 Haawmsglusenliminnskuuinuaudu

d‘ v

- 11u 5 Hespifieveduliunmdulinisluma Wesmnduitiferfiaemanuaieldinga
ozlsTusEmINNsELINMSSNY INEnseNULWINE Lﬁavjmmazaaumumawaﬁ?umﬂmﬂ
-1 Tu 5 WoeAd wsrzasdeInunndunUnninuase; “vuslineuanazlsisiay NUARILN
aznesnlnozlsunsedsly”
910 Research on 1994 “Obstetricians’ Prior Malpractice Experience And Patients’
Satisfaction With Care” (JAMA 272, 1583-1587) Wu1n
- Compare patients’ opinion between of obstetricians who had had malpractice
claims made against them and those who had not been sued
- Patients were most likely to complain about aspect of patient — doctor
communication rather than the technical aspect of care
The most frequent complaints about doctor were that they;
- Would not listen
- Would not give information

- Show Lack of concern or Lack of respect for the patients

PINYLNI5457618509

1. Attitude fviruaAdunas lUAAIINISIATINADNITVNIUAINLSIGDINTS

[

2. Interpersonal skills ¥inwgaudiussEnINARaNA Aail

2
v

2.1 Verbal M3naad g livinlian1unsalsunseandngiy 53umsil Empathic

¥

listening WuAe auaanmuiudne Tinesd wazidlague

Usglyatiued Empathic listening

« MIANAAULTBDD LATAIILLATTN
- HgligUaglassuteauian
.« PIYANANURNATYA

« afanwwnnenivili e santminudaeasie

13



* PIWBTUNANUANVBIYAAG
- Freuntym vaeanulinswelafiindy

N15%11 Empathic listening

« 1IENA, An1sndnnin
* NOUAUDILA
Y Y
- agUAULATAIoUNEY
1A ¥
« uanvvifiaulague
2.2 Non-verbal nmsdeanslylafivitesing uwinlsasiivimealsenau Wiveligilesan

[

THNAMAIAEFIY Imﬁm&i’juwiﬂﬁﬂﬁmgﬂw nswdeuln (Body language) Yides (Voice
toning) NMILENIANTN kazIIm1 (Facial expression / Eye contact)
« Effective emotional managing
- Stress management (NM3IANTAUANULATYA)
- Dealing with Aggression (N153AN15AUALINTS)
» Management Skills
- Problem solving

- Decision making

- Assertiveness ({1dnn1s / fgnduiidunans)

fee1d Assertiveness

14
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3. Knowledge Au3iien1519591 wanideanisladnyivigilelas Anwrinusssuvesdndig

Y

e

« Barrier to Effective Communication
- Jargon, over-complicated or unfamiliar terms.
- Emotional barriers — 1n5s / 1@51 / 1@ela
- Lack of attention, interest, distraction.
- Differences in perception and viewpoint.
- Physical disabilities such as hearing problems or speech difficulties.
- Physical barriers to non-verbal commmunication.
- Language differences and the difficulty in understanding unfamiliar accents.
- Expectations; People often hear what they expect to hear rather than what is
actually said and jump to incorrect conclusions.
- Cultural differences. The norms of social interaction vary greatly in different

cultures.

[

4. Negotiation N1519591 WUS Types of Negotiation lagadl

'
=

« Win — Win : lpasnelmiaanuianslansassde
« Win — Lost : nsainnaliinmnuid@suseu webuna linaainuideniesnessans azaein
Uszauaudse

« Lost — Lost : inAnudalSeuviadaseng

Planning to Negotiation
1. Be clear about you objectives naansoanuwuulnazidunadgn deiauawuulad
gausuls Taiausnuulanuensulils uasAsasslseiliuanunisaineunazliiasarindnaie
AN
2. Gather all the information you need foyatiaiduasd1Anlunisiasa lnsuusla
a0 Yy & a ca a X = a & da
VAN WU TaLNI-939UBANANITAANTY I BAUAALALTY
3. Understand the context of negotiation fimnsdnlainnisiasandunisvinausiuiu

naUselevinleasulidndusaaniloudu laldssiuauinnisasaAnuanudndy
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4. Plan for a smooth negotiation NSLAILUFIABULITI
- Before negotiation fauN151asRRIMTUIRGUITAIATTALIIL In1svnTaya
a v o - a A v = Y
WNeatuAmanImandes wasnalaeldlvsndadeni
- During negotiation 5#i194N15LA531 Asdfiey Aa N1sile wagldnwivyuuia gnw
wsitndanTseeanas Imnseusines waztnnuneielasativg

- After negotiation 18431nLA531 AaawilaussqingUuseasa

Common Mistakes in Negotiation ﬁLﬁ(ﬂéﬁu laun

- TngUszasAlidniau

- Toyaliuniisameaiunisnaudniy
 flasnlidilavdnnisasaniia

« siulaludies Teyafill wardaiauevesmueanniiuly

Y

o NRIUNNWLVDINULDINULEL

Steps to Success in Negotiation Msiazvilinisiasadda ssdosdudunisdad

« Work out 91 objectives faagls

- Tiandunules

« weneuilanuidndnde

< lallnss fa@ wazeanu

« UNNFETIRT 2 Au uidndegRlalld mmyanat 3 Fuduyanafigasass 2 au
el wiedulalunisiasan

Useful link : http://www.negotiationskills.com/articles.php

5A. uW.Uszheg Uguadaiu fo1uienslsame1unafdssny Jeumsnunisud a1 1eun

Y

UNYINT AIUUAT UNIANT Fuainiue uasiiuanulsameiuiansamn fvinbvdaladssloandn “If
you give more than you get then you get more than you give” 103U LLazsuaﬁuaUﬂmmﬁmm

NIUFBAMLLINVEANEASATIIINEIUIE Uaglsane1uafssalenmsnunigad n1sussyuivinisly

9

i laFeusangnuiuRase waznsiseuidazidiluuseyndagnisujin tienaliiia

Y

aNlge

A

ANUAENFINUARTY AIUAITINVDY aNhINTTUARAITIUAS DAPBLAYINTL WITUTUSIWYUA 7191 True
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success is not in the learning, but in its application to the benefit of mankind LLazﬁwqm

VOUAMTNIUINUTEYN Waghlinilannyiny

MgnTIMLANURBUEEUS

o
UNAYIHT AUUAT
N331N15709NTTUNTHBEWIEAT VY
UsesuAngUITISAUINIsUImE Lsanenuiangamm
—
UNNGANT JUATIRIUE
Senior Director of Communication
v o = a a o
fUuiin uaznanunisey WNEann  avdy
HRTIHaUUNITEY wwaadla ooy
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