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Henry Ford - 1922

ñIn the ordinary hospital the nurses must make useless 

steps. More of their time is spent in walking than in 

caring for the patient.ò
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Fast Forward to 2005 -2008

What % of time do ñmed/surgò unit RNs spend 
directly with patients?

A: 21%

B: 33%

C: 50%

D: 65%

New Zealand: 33%
VMMC: 32%
UK: 34%
Illinois: 31%
Cinci Childrenôs29%

It is possible to double this time with patients
More time to do the ñright thingsò
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ÅDeliveries of supplies delayed because of improper ordering
ÅArticles returned by other departments because they were not 

made correctly
ÅEmployees have difficulty in handling new-type equipment
ÅLimited storage space (linen and supplies) not properly used
ÅSafety equipment not being used
ÅCorrect procedures not followed
ÅEmployees leave to go to other hospitals
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* Warning: requires 
effort and leadership
(not a silver bullet)



Why Lean?

ñStart from need.ò
Taiichi Ohno, Toyota

(1912-1990)

ÅU.S. CEO Top Concerns:
ï Financial Challenges (77%)

ï Patient Safety and Quality (43%)

ï Care for the Uninsured (41%)



Examples of Lean $$ Results

ÅThedaCare (WI)

ï$27M savings over 4 years

ïDoubled operating margin

ÅPark Nicollet (MN)

ï$7.5M savings in 2004

ÅFlorida Health System

ï$11M building cost avoidance

ÅDr. Sami Bahri, D.D.S.

ï Increased volume & prod.

ïPaid off office mortage

ÅNew York H&HC

ï$5M savings from JIT

ï$4M savings from 
rationalizing O.R. supplies

ÅDelnor Hospital (IL)

ïDefer $80 capital 
expansion

ÅDenver Health

ï Increased revenue $520k 
at one clinic

ïTotal savings $29M

ï$2.3M revenue boost



ThedaCare

Å I think ROI is frankly not the right 
way to look at this. What I get 
concerned about when Lean is 
broken down to ROI is that people 
miss the whole point of what the 
methodology is about. Itôs really 
about changing peopleôs habits.

ïJohn Toussaint, M.D. (CEO Emeritus)



Why Lean for Healthcare?

No waiting

No waste

Zero harm

Source: an NHS hospital, UK
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Cost

Quality Access

Tradeoffs?



ñTrue Northò Metrics & A3s

Source: ThedaCare



Quality & Cost

ÅñLean is a quality initiative, it isnôt a cost-cutting 
initiative. But the end result is, if you improve your 
quality, costs will go down.ò

ïBill Douglas, CFO of Riverside Medical Center (IL)

ÅAllegheny Medical Center:

ïReduced central line infections by 95%

ïHospital lost $26,839 per case (~16 cases/yr) = ~$500k/year

ÅBeth Israel Deaconess Medical Center:

ïAvoided 300 V.A.P. cases in one year

ï$12M cost savings



Å90% reduction in CR-BSI in MICU and Oncology

ÅSaved $1.7M

ÅSaved 17 days L.O.S. per case
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Source: Dr. Richard Shannon



ThedaCareôs Collaborative Care



ThedaCareôs Collaborative Care

http://www.leanblog.org/foxnewsvideos

http://vimeo.com/9967016

http://www.leanblog.org/foxnewsvideos
http://vimeo.com/9967016


ThedaCare Coronary Bypass 
Improvement
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ThedaCare Code STEMI

ÅStarting Point circa 2002

ïñDid not have a clear, standardized response to heart attacks.ò

ÅPosted standardized work in each room

ïClear process steps and toll-gates



ThedaCare ñDoor to Balloonò Time



Improving Radiology /MRI Access 
Time
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Outpatient Radiology Backlog

Source: Childrenôs Medical Center, Dallas TX



Typical Department Silos

Oncology Clinic A

Oncology Clinic B

Oncology Clinic C

Chemotherapy
Treatment

Radiation
Treatment



Patients Scheduled 5/2/06
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Home Health Billing Full VSM

ÅEmployees working in different silos

ïLocated in different rooms

ïLittle communication or teamwork

Receipt and 

Intake 

Processing

CSR 

Processing 

and Payer 

Authorization

hr
Confirmer 

Processing

Equipment 

Delivery to 

Customer

CMN 

Processing 
Week(

s)

Biller Processing 

and Claim Send 

Out months

Cash 

Postingdayhrshr

Some 

Batching

Some 

Batching

Wait for 

Delivery

Wait for 

Ticket Return

Daily Sorting, End 

of Day Delivery of 

Files

Delays up to 2 weeks in 

getting CMN signed by 

MD, Follow Up and 

Rework Required

Weekly batches 

of information 

processing

Slow payment by 

payers

Reworked 

Claims

Submission to 

Secondary 

Payers

Daily Cycles



Value Stream Opportunities

ÅWhat is the Value Added %?

Wait on 
CMN

Wait for 
Payment

ÅWhat is the In -House Value Added %?

ðTime Waiting vs. Time Processing

ðWhat are controllable Wait Times?

Wait for 
Weekly Billing 
Run



Continuous
Improvement

Respect For
People

ñEqually Important Pillarsò

Eliminate
Waste
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What Lean is: Gemba

ÅThe actual place where the work is done

ïñGembaò

ÅWhen in doubt, GO SEE!

ïñGenchi Genbutsuò

ÅñGo to the place, talk to the people, see the problem.ò

ïDavid Mann, author of Creating a Lean Culture



© 2009 Ortho -Clinical Diagnostics

Patients (Gemba)

Walkway over 
tracks

Executive
Offices

Parking Garage



ñConvisbecame the first 
North American to head a 
Toyota manufacturing plant 
when he was put in charge 
of the Georgetown facility. 

He responded to the 
promotion by moving his 
office from the admin 
building adjacent to the 
Georgetown plant to the 
center of the factory floor.ò



ñToyota managers 
should be sufficiently 
engaged on the 
factory floor that they 
have to wash their 
hands at least 
three times a day .ò

Taiichi Ohno



Virginia Mason CEO Gary Kaplan

éKaplan tours the hospital 
daily looking for problems and 
solutions. Everyone is 
encouraged to look for changes 
to make work more efficient. 
Nurses developed ways to spend 
most of their time with patients 
instead of at the nursing station. 



ñEmbrace Your Problems!ò

ÅProblems are not to be hidden 

ïProblems are an opportunity for fix a problem

ïPrevent it from ever occurring again

ÅñNo problems is a problemò

ÅDonôt blame



Itôs The System

òYou respect people, you 

listen to them, you 

work together.  You 

donõt blame them.  

Maybe the processwas 

not set up well, so it 

was easy to make a 

mistake.ó

ïGary Convis, President TMMK 

òHuman error is 

inevitable.  We can 

never eliminate it.ó  We 

can eliminate problems 

in the systemthat make 

it more likely to 

happen.ó

ïLiam Donaldson, WHO World 

Health Alliance for Patient 

safety
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Need to Stop Blaming People

"[The CEO] said the 
technician responsible for 
the mix up also no longer 
works there." 



A Different Hospital Labé

ñItôs OK, 
my people 
are very 
careful!ò

3 Different Patients - Batched



Source: The Nun and the Bureaucrat

5 Whyôs Case Study

ÅWHYare med cart batteries often dead?

ÅFirst blamed employee misuse

ïAdded color coding and button labeling

ïAdded visual instructions
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5 Whyôs Case Study

ÅWHYare med cart batteries often dead?

ïBattery charger is not working

ÅWHY?

ïElectrical outlet is dead

ÅWHY?

ïOutlet is next to a sink, which splashes it with water

ÅWHY?

ïWater pressure was too high

ÅRoot Cause Solution:  Plumber Adjustment
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Source: The Nun and the Bureaucrat



5 Whys

ÅWhy were the specimens lost?

ïThe one technologist was overworked that morning

ÅWhy?

ïBecause one technologist was sick and one was late due to 
traffic

ÅWhy was the technologist rushing and trying to do the 
work of three people?

ïHe was trying to hit the ñfirst slides by 8 amò deadline

ÅWhy?

ïHe wanted to please the pathologist

ÅWhy?

ïThatôs the traditional hospital culture
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ñWhy do clinicians not follow hand 
hygiene practices 100% of the time?ò

5 Whys

Emergency

situation

Lack of training

They are using a mix

of soap & water and

gel instead of just gel

The alcohol makes

those cracks sting

Soap & water takes

oil out of hands, making

making skin crack

They think alcohol gel

cracks their hands

Too many

pressing issues

Lack of administration

attention

Lack of resources

Lack of training

Lack of awareness on

practices & requirements

Culture of "jump when

MD says jump"

RN is often running

in response to MD

request

They forget because

they are in a hurry

Gel dispensers

are not on the

computer carts

Gel dispensers

are not convenient

Lack of 5S

organization

Carts are not always

stored in the same place

Not enough storage

space nearby

Been told to

keep hallways clear

Not enough

carts in the unit

Too hard to find carts,

so nurse and techs

carry things in their arms

Their hands are full

when leaving a room

Why do clinicians not follow hand hygiene practices 100% of the time?

Things we can fix é today
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Source: Lean Hospitals, Graban



The Problem with Ignoring 
ñRespect for Humanityò

Found posted in a hospital lab
(during Lean assessment)



Engaging Employees

From Locked Box To Visual Idea System


