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Multiple Forces of a Crisis
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Physical
The force of the
threat environment or incident
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Psychological <> <+ Political o
The force of cognitive bias The force of strategic rivalry
that restricts judgment / \ among key stakeholders
Social Operational
The force of organizational The force of limited capability,
bias that confines interactions capacity & delivery
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Crisis Leadership: The Art of Getting Others to Adapt to the Crisis
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Leadership Framework

Visioning A map of what could be

“Why am | doing this?”

ﬁ Inquiry (listen & understand)
Sensemaking Relating Advocacy, connecting

A map of what is U Build trusting relationship
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Creating new way of working together

Cote values & belief
Change Signature  gyiiis  ability, tactic

MIT Slosn (Oeboreh Ancons, Wende Orlikowski, Peter Senge, end Tom Mslone)




Problem Solving Mindset for Very Uncertain Times
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Show & tell

Connect Aurilvaraideyuin
aueau logic & persuasion

wia get action

Being
ever-curious
about every
element of your

problem
Practicing

show and tell,
recognizing
that storytelling

begets action 6
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mutually
reinforcing
Tapping into mindsets
collective intelligence,
acknowledging
that the smartest
people are not
in the room Pursuing

occurrent behavior
and restless
experimenting
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Mindfulness of Boundaries: Dynamic Safety Model

Boundary of
functionally
acceptable
performance

Boundary to
Economic

Failure

Gradient toward
Least Effort

Experiments to improve
performance creates
‘Brownian movements’

Counter gradient
— from campaigns
for ‘safety culture’

Boundary to

Unacceptable

Management Work Load
Pressure toward

Resulting Efficiency

perceived

boundary of

acceptable

performance

Space of Possibilities: Degrees of
Freedom to be Resolved According
To Subjective Preferences

Jens Rasmussen




Current Thought in Quality Coaching
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How Leadership Guides

the Organization
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Missing Link s£#319nanssaunusiinvang

' Specific Purpose 1 ”

General Purpose

Missing Link

Y

——] Specific Purpose 2 |

(Strategic Objective)

] Specific Purpose 3 ”

—| Theory 2.1 |— Activity 2.1.1

— Theory 2.2 |F

Activity 2.2.1

— | Activity 2.2.2
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IMWDIIN 1WA HA

Open communication &

empowerment
I-5.2 21 (1)

High performance
I-5.2 21 (1)

Safety Culture
I-1.1 a (3)

People-center /

Customer-focused Culture
I-1.1 a (3), I-3.1 n (1)

Learning Culture
I-1.1 a (3), I-4.2 21 (3)

Improvement Culture
I-1.1 a (3)

Living Organization

High Performance Organization (HPO)

High Reliability Organization (HRO)

Learning Organization (LO)

uw.am”@uﬁ @;m"qaqa “Cross-cutting Issues in HA Standards” (ﬁuiﬁﬂw 2564)




M28879 High Performance Culture Framework

SHARED EXPECTATIONS

Four Agreements

Timely agreements in support of
timeless values

TRAMSPARENT

Leadership Principles
In conjunction with the Four Agreements

Prioritize aur
Collective Success

Model Courageous Ingquiry
& Intellectual Integrity

Murture People &
Build Great Teams

.

+

THEORY OF CHANGE

OWNERSHIP & ACCOUNTABILITY

Social Reinforcement Structural Levers

Inside-Out
(mindsets & behaviors)

Outside-In
(systems & processes)

Leader-led and peer-to-peer Manager Levers

= Walk the talk = Select people who will evolve our
= Feedback emerging culture

= Recognition = Develop self & others

= Consequences = Incent and recognize behaviors

Systems Levers

=  Governance to define decision
rights & accountabilities

= Build culture aligned processes
and tools to evolve how we work

= Communicate to reinforce,
celebrate & sustain progress

e GREATER IMPACT

Increased Direction,
Alighment &
Commitment to

Execute our Collective
Strategies

https://www.onboardmeetings.com/blog/what-set-a-high-performing-culture-apart/
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James Reason (1997) The Components of Safety Culture




IS YOUR ORGANIZATION

CUSTOMER-CENTRIC?

Organizations that put their customers at the center of everything
they do are 60% more profitable than their competitors.

Customer Service Customer-Centric

Profit Driven Purpose Driven
Customer is Right Anticipate Customer Needs

Product is the Focus Customer Experience
is the Focus

Service - Frontline Detsﬁg%ﬁtsﬁ[g%g'th

Design Starts with Features

Friendly Experience - Everyone
Reactive Real

Make it Right Anticipatory

Test New Ideas with 2
the Customer Get it Right

Design New |deas with
the Customer

MSS Business Transformation Institute
www.mssbti.com
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Improvement Culture & Quality Plan in HA Standards 5™ Edition

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

I Voice of Customer |

I Organization |
I-2.2n (1) Strategies |
I-412 (1) Org. Performance review hwang 5“@“!.”;55""3@7 nanss
Opportunities for J2aTLIAN gl‘i‘]JNﬂ?jﬁJ‘]J
[ Meso System/CLT | Improvement Quality Plan | :::1;&;
l-4412 (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

uw.agi”@u‘ii @;m"qaqa “Cross-cutting Issues in HA Standards” (ﬁuiﬁﬂw 2564)




Onion Model of Culture & Culture Hacking
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Culture Hacking
5 ’ . Chenge the work environment frequently
/Ultimate 2. Get. crestive with recognition swerds
\Allegiance; Courageous Penguin awerd. (Google)

2. Meke 1t herder to 9oy Mo” to new idese
Bosses who reject o project ides from o
employee must, write o two-page srgument. soout

~~~~~~ = J why theyve ¢9id no and publish it on the intrenet.
_______ =l (Amazon)
4. Conglder reverse mentoring
W N8, G, Leb people design the-culture they: went
Wi . 2 ENTERPRISERS
Dines at ; B PROJECT
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Review & Learning in

HA Standards



Needs & expectation of patients & customers

I-3.1n(1) ANNADINITUARLANUAIAUTIUDI NI LLARLHTUNRIU
I-3.22(1) aauk1a? underserve dvmstiluaaieiiiu
I-3.2n(3) ATavautadNihauRs I UNAIIU

I11-3.1(2), I1I-4.1(5)

ANTRaLRUAIANNGaINTTLHuAYATIN

1-3.221(1)(2), IV-2

Uszgunisaluazanunsnwalanaveie

W: Waste
I-3.22(1) SYULLIRNTAAAL
1-4.2n(2) Tanm&inszuu IT uAnldszdnanineu
I-6.1a(1) ANTIna ARIWAGA wavtAsaznaalniu
I-6.2na(1) 9sauIan (turn-around-time)
I-6.2n(1) nsaan1std nstadunTaiain
II-1.12u(1) nslaaaun (OPD, ER, ward, ICU)
II-1.12u(1) Patient flow
II-1.12(1) Tanidysannisnssinunsquanihe

II-1.12(1), III-22(1)

N196373 investigation

VN

E: Evidence & Effectiveness

III-2n(3)

n1slal evidence Tunisuseidiueiiaea

I11-3.1(4)

13l evidence Tunsnvunuguaeie

I-4.1n(1), IV-1

WaawsuadnsguaKihangulsagAey

I-4.1n(1), IV-3/4/5/6
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v

S: Safety
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Asnunu reliability / defect rate

II-1.121(1), II-6n(5) |n1slden

II-1.12(1), III-4.32 [n1svinvimanis

II-3.1n, II-3.2n 1511595181

II-3.2x2 Asldassadina
II-1.2n(3)
II-1.2n(2)
II-1.2n(4)
II-1.1n(4)
I-4.12(1)
I-6.1n(3)

AsnumIunsly stronger action / HFE
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ANLBaN8ITERING Purpose & Performance
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Indicator: Analysis/Explain & Control

Get use of UWL

(mean + 2SD)

Explain the
special cause

VAP/1,000 Vent Day

What have
been done?

3 Control for the
V C future
| I\ A v\
| U \I \
0
R - Y L R
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Standard Work
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Improvement, Innovation, & Good Practice
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® Good Practice
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AV VBINIINT RCA

3. Proactive fact finding 2. Identify potential
change or unsafe act

(listen, observe & investigate)
HINDSIGHT BIAS

TdUszlaviannanfvainisues

v o a a

douvaslunismyadasuniu
Tananaun nglidmidau

Suiladesvasgingadasituseauasls
lasudayaasls uwlannuvangadisls
Aaensazls Adadnnnayls

1. Map story & timeline

After the

4. Identify root causes / atirsithe
Accident >] ----- Aceldel 5. propose creative solution

causal statement
AzUaenuagles?
A lndulaagngls?

B
E88 WA root cause
8 eSS aEaE » .
sEcE =8 Idseulniluusinig v &
o © =88 . y azasranulmiduaengls?
g S YJasiuazlsing coww X
v lA529uegnals?
I i zauvueeels?
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Update 210 a#a09nN1311 RCA

EE——————— TR
— mmm  wmm el
e o
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3. Proactive fact finding 2. Identify potential
(listen, observe & investigate) change or unsafe act
v w wd v <= HINDSIGHT BIAS -
Julafineadeslaeld T - - - -~

¥y potential change A1y care
empathy map

process wsa work process faus
mumwmﬂmﬂm

WUNN1INTEVINYREIAEI Y9

1. Map story & timeline . .
mu@nuamumsm

Before the After the
Accident Acciden
>|

4. Identify root causes /
causal statement

5. Propose creative solution

53‘14?1‘11,%@17; 39 & 4™ tier 1dwan human factors
lunn potential change Wn mindfullness
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Modified Empathy Map nun13%11 RCA

anazls 3&nadils

Think and Feel

Taawazls winazls
Hear N

B B __J/|\ See

waazls vinazls
Say & Do
Pain Gain
azlsilsifinluaaaia azlsianinfiana
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Contributing Factors to Adverse Events in Health Care

5th Tier

4th Tier

3rd Tier

External

Environment
Knowledge base,
New technology,
Equipment design,
Economic
pressure,
Public awareness,
Demographics,
Government
initiatives,
Healthcare policy,
Political climate,
Rules & regulation

Management
Organizational policy/

Physical
Environment
Lighting, Noise,

Temperature, Workplace
layout, Distraction,

Ventilation

2nd Tier

15t Tier

n15921A root cause fasduAulUlin

39 %498 4™ tier Y849 contributing factor

culture/structure,
Management system,
Management priorities
Leadership
involvement,
Work process design,
Policies & procedures,
Resource availability,
Staff management,
Training & education,
Maintenance,

- =

Human-System
Interfaces
Medical devices,
Equipment location,
Controls and displays,
Software control,
Paper/electronic charts,
Information technology,
Available information

Nature of Work
Treatment complexity,
Workflow,
Competing tasks,
Interruptions,
Physical/cognitive
requirements

Support from central
functions

Social Environment
Management & supervision,

Group norms & climate,

Communication/
coordination,

Work life quality,
Local procedure

Team
Role clarity, Handover,
Communication,

Individual Staff

Factors
Knowledge, Skills,

Experience,
|$ Sensory/physical

capabilities
Alertness, Fatigue,
Motivation, Attitude,
Cultural competency

)

Performance
Acceptable or
Sub-standard

)

Latent Conditions

Patient Factors
Having information to
avoid AE,

Social or cultural factor,
Language barrier,
Medical condition,
Medication

Active Errors

Adverse
Event

uw.agi’wﬁ an

TANA

a

9 9

/309711 Kerm Henriksen et al. & Canadian Incident Analysis Framework
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NUNIMBNIINEAANT (Mindfulness/Awareness Review)

u

ddnmwmatlusaaRersunlunIsin RCA nnass
J avan1sal (Preoccupy with failure)
* fieadesnnnisalensseuduluanuidesingg wials
L wlsaundou (Commitment to resilience)
¢ fidoyauanstansimseunionsuiiofuamiieifiauazaininaziin
ERIEY
4 A9 (Sensitivity to operation)
e finsUszfiuaaunisaivienstaduannufinund nenmsuuuuiidivun
WAZAETINYLLAYREINLS
J ‘L/]‘WQ (Deference to expertise)
e finnsuils aandnludinegnsls idayanslshaudndzudlildnwnoenun
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situation awareness

uw.agﬁ'@uﬁ @j‘m“gaqa “High-tech, High-touch, High-trust in Healthcare” @ HA Regional Forum aald (7 WOFANNYH 2562)




