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หน้าที่หลักของหน่วยรักษาอัมพาตเคล่ือนที่ phase 2 

▪วินิจฉัยโรคหลอดเลือดสมองเฉียบพลันด้วยการเอ็กซเรย์คอมพิวเตอร์สมอง  
(CT brain/ multiphase CTA/ CT perfusion), Rapid Software 

▪กล้องคู่ 
▪DUAL Stroke Fast Track for AIS and ICH 

▪ Identify LVO (mechanical thrombectomy patient selection) 

▪ให้ยาละลายล่ิมเลือดทางหลอดเลือดดำ (iv-rtPA) 

▪Teleconsultation
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10 must-do strategies were identified 
for the hospital field to implement; 
however, the first 4 were identified as 
major priorities.

1. Aligning hospitals, physicians, 
 and other providers across the    
 continuum of care

2. Utilizing evidenced-based practices   
 to improve quality and patient safety

3. Improving efficiency through   
 productivity and financial    
 management

4. Developing integrated information   
 systems

5. Joining and growing integrated    
 provider networks and care systems

6. Educating and engaging employees   
 and physicians to create leaders

7. Strengthening finances to facilitate   
 reinvestment and innovation

8. Partnering with payers

9. Advancing an organization through   
 scenario-based strategic, financial,   
 and operational planning

10. Seeking population health    
 improvement through pursuit of the   
 “triple aim”

MUST-DO STRATEGIES

SECOND CURVE OF
POPULATION HEALTH

These tactics are:

•  Value-based reimbursement

•  Seamless care across all settings

•  Proactive and systematic patient   
  education

•  Workplace competencies and education  
  on population health

•  Integrated, comprehensive HIT that   
  supports risk stratification of patients   
  with real-time accessibility

•  Mature community partnerships to   
  collaborate on community-based   
  solutions
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Solving the Health Care Problem 

• The fundamental goal and purpose of health care is to improve 
value for patients 
 
 

 
 

• Delivering high value health care is the definition of success 
 

• Value is the only goal that can unite the interests of system 
participants 
 

• Improving value is the only real solution  
 
 

• The question is how to design health care delivery systems and 
organizations that substantially improve patient value 
 
 
 
 

  Value  = 
Health outcomes that matter to patients 

Costs of delivering these outcomes 



13
Copyright © Michael Porter 2016

The Outcome Measures Hierarchy

Survival

Degree of  health/recovery

Time to recovery and return to normal activities

Sustainability of  health/recovery and nature of 
recurrences 

Disutility of the care or treatment process (e.g., diagnostic 
errors and ineffective care, treatment-related discomfort, 

complications, or adverse effects, treatment errors and their 
consequences in terms of additional treatment)

Long-term consequences of therapy  (e.g., care-
induced illnesses)

Tier
1

Tier
2

Tier
3

Health Status 
Achieved

or Retained

Process of 
Recovery

Sustainability 
of Health

Source: NEJM Dec 2010

• Achieved clinical status

• Achieved functional status

• Care-related pain/discomfort

• Complications

• Reintervention/readmission

• Long-term clinical status

• Long-term functional status
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9.2%

17.4%

95%

43.3%

75.5%

94%

 Incontinence after one year

Severe erectile dysfunction after one year

5 year disease specific survival

Average hospital Best hospital

The Importance of Measuring Multiple Outcomes 
Prostate Cancer Care in Germany

Source: ICHOM
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2.2.3 Patient Experience Survey
1.แพทยใ์หค้วามส าคญักบัการตรวจรา่งกายเพือ่การวนิิจฉยัโรค 

2.แพทยใ์หข้อ้มลู /แนะน าวธิกีารและทางเลอืกในการรกัษา 

3.ค าถามและขอ้สงสยัไดร้บัค าตอบทีช่ดัเจนจากแพทย ์

4.แพทยร์บัฟัง / พดูคุยใหท้า่นคลายความกงัวลในอาการเจบ็ป่วย 

5.มโีอกาสไดพ้ดูคุยกบัพยาบาลหรอืเจา้หน้าที ่เรือ่งอาการเจบ็ป่วย 

6.พยาบาลหรอืเจา้หน้าที ่สามารถตอบค าถามและขอ้สงสยัไดช้ดัเจน 

7. ถกูละเลยและไมใ่สใ่จในการดแูล 

8.ไดม้สีว่นรว่มในการตดัสนิใจในเรือ่งการรกัษา 

9.ไดร้บัการดแูลอยา่งเทา่เทยีม และไมถ่กูเลอืกปฏบิตั ิ

10.ไดร้บัค าแนะน าขัน้ตอนในการรบับรกิารของโรงพยาบาล 

11.อาการเจบ็ป่วยทัง้กายและใจไดร้บัการดแูลเป็นอยา่งด ี

12.แพทยผ์ูใ้หก้ารรกัษา เปิดโอกาสใหผู้ป่้วย/ญาตไิดซ้กัถาม 

13.ผูป่้วยและญาต ิไดร้บัขอ้มลูการรกัษาทีเ่ป็นประโยชน์จนสามารถดแูลตนเองได ้

14.ไดร้บัขอ้มลูการใชย้า ผลขา้งเคยีงและอาการทีต่อ้งเฝ้าระวงัอยา่งชดัเจน 

15.ไดร้บัค าแนะน าอยา่งชดัเจนถงึอาการผดิปกตทิีต่อ้งกลบัมาพบแพทย ์และการมาตรวจตามนดั 

16.ทา่นจะแนะน าผูอ้ื่นมาใชบ้รกิารโรงพยาบาลแหง่นี้ 
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CFN1 CFN2 CFN3 CFN4 CFN5 CFN6 CFN7
Always 90.23% 88.37% 82.22% 80.21% 69.35% 79.33% 16.81%

Most of the Time 7.20% 9.04% 10.82% 11.83% 19.74% 15.76% 1.18%

Half of the Time 1.54% 2.07% 5.15% 4.63% 8.05% 4.39% 2.36%

Seldom 0.51% 0.52% 0.77% 1.54% 1.30% 0.52% 8.85%

Never 0.51% 0.00% 1.03% 1.80% 1.56% 0.00% 70.80%
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Indicators  Code  

1.Did the nurses treat you with 
courtesy and respect?  CFN1 

2.Did the nurses listen carefully to 
you? CFN2 

3.Did the nurses explain things in a 
way you could understand? CFN3 

4.Were there sufficient nurses on 
duty to care for you in hospital?  CFN4 

5.Did the nursing staff respond 
immediately to your call bell?  CFN5 

6.Did you have confidence and 
trust in the nurses treating you?  CFN6 

7.Did the nurses talk in front of you 
as if you weren’t there?  CFN7 

YOUR CARE FROM NURSES 
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Big Data Helps to Solve Challenges 

Across the whole HC ecosystem which were not addressable before 

Increased R&D 
Productivity 

Personalized 
Medicine 

Improved Quality 
& Safety 

Personalized 
 Care 

Participatory 
& Preventive Care 

Discovery 
Research 

Diagnostics 
Pharma /Biotech 
Medical Devices 

Clinical 
Research 

Care  
Delivery 

Care  
Management 

Population/ 
Global Health 
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… But There Are Still Hurdles to Overcome 

Legal framework for data sharing 1 

Lack of trust and reluctance to share data  2 

Technological challenges: reliability and structure of data 3 

Structural challenges: Lack of multidisciplinary experts 4 

Lack of robust business models 5 

39 

Hurdles
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Transforming Health Care 

• We know the path forward 
 

• Value for patients is the True North 
 

• Value-based thinking will revolutionize care delivery, payment, 
and strategy for health systems 
 

• Standardized outcome measurement is the single most 
powerful driver 
 

 

• ICHOM is honored to partner with the OECD to support 
health ministers in accelerating this agenda 

 

Making It Happen!


