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Abstract

Quality in a lean health care setting has one ultimate goal—to improve 
care delivery and value for the patient. The purpose of this book is to 
provide a blueprint to hospitals, healthcare organizations, leaders, and 
patient-facing workers with tools, training, and ideas to address quality 
within their organization. Examples from health care and other industries 
are provided to illustrate lean methodology, and its application in quality. 
The reader will learn how other organizations can improve their quality,  
know what their roles are, and know what they do daily. By the end of the 
book, you will have learned actionable concepts and have the tools and 
resources to start improving quality.
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Introduction

Quality is a singular word that means many things to many people. In this 
book, quality will encompass all components of the patient experience, 
which includes but is not limited to the registration, building cleanli-
ness, wait time, food, health outcome, communication, and care delivery. 
Additionally, the book will provide background knowledge on lean—a 
problem solving methodology—and tools, other helpful resources with 
real examples of how these tools and methodologies are employed in 
a quality department and integrated across an enterprise. Ultimately, 
 quality cannot be done in a vacuum. That means that each category, unit, 
department, and segment of the process flow cannot be divorced from 
one another. This book will walk through the foundational components 
of lean and how quality management, tools, methodologies, and people 
fit together in health care quality.

Quality in health care can be defined by many entities—the health 
care system, the payers, or the patients. In 1999, the Institute of Medicine  
released a report that indicated nearly 98,000 people died of  preventable 
medical errors each year; these deaths are preventable and speak to larger 
quality issues that exist in health care.1 A more recent assessment in the 
Journal of Patient Safety suggests that the number of people who die 
from preventable errors could be 4.5 times higher based on analysis of 
other reports of medical errors and an examination of medical records 
for indications of adverse events.2 In other industries, the quality of a 
product is determined by the customer; customers then choose whether 
or not to like or dislike an item, recommend it to friends, write an online 
review, and so on. In this book, quality is also defined from the cus-
tomer’s  perspective. The patient is the person that ultimately should be 
happy with the health care they received. The patient wants to know 
they received the health care they needed and wanted, and that they did 
not overpay or get unnecessary tests or acquire additional illnesses. From 
a provider or health care system perspective, this means that quality is 
defined by providing the best-known current practices of care, promptly, 
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and without error. Ultimately, what the customer is concerned with is 
the quality of care they receive divided by the cost they incur—otherwise 
known as the value. The equation determines value as perceived by the 
patient. It shows whether a patient paid for a Chevy and got a Cadillac, 
or if they paid for a Cadillac and got a Chevy. In the end, whether the 
consumer is shopping for a car or health care, they expect to get the best 
for the least amount of money. In order to provide the value that patients 
want, need, and desire, the quality component of the equation must be 
a critical focus.

Quality has to be inclusive of every part of the process which con-
tacts the patient, because all of those instances are places where quality 
can be improved. Health care is different from other industries, like the 
manufacturing industry. Car manufacturers have to be concerned about 
the quality of part production, assembly, and safety so that the consumer 
is pleased and feels like they got a good value for their dollar. In health 
care, the patient is the item that receives services, but the patient is also 
the consumer that pays for the services. The patient plays dual roles, and 
in health care, the services can literally be the difference between life and 
death. This is not to dehumanize patients into products moving through 
an assembly line; this distinction is made to show how important and 
unique the patient’s perspective is in health care and why, when talking 
about quality, the patient should be the focus.

Items as simple as the cleanliness of hallways, corridors, stairwells, and 
patient rooms do impact the perception of quality and patient satisfaction, 
and could impact health outcomes if the lack of cleanliness is extreme. 
Every patient comes with different expectations for their care, clinicians, 
facility, and more. For as many patients that come for treatment, there is 
the same number of differing perceptions of quality. From the health care 
clinical side of the continuum, a lack of cleanliness could cause injury 
due to falls, contamination of samples, or the spread of infections. When 
you view cleanliness from the patient’s perspective, it adds another layer 
to the quality picture. If there is dust accumulated on the baseboards or 
full trash cans in the waiting rooms, how can the patient trust that you are 
getting the important things like completing the correct procedure, infec-
tion prevention, and providing the right medications at the right dosage? 
They cannot and that will cause anxiousness and dissatisfaction. The first 
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thing we all do as patients when we are sitting in an exam room is to start 
looking around the room. We quickly notice if there are cobwebs in the 
corners or on the windowsills, or we see that something was spilled on the 
baseboard and not cleaned off, or that the trash is overflowing. To really 
champion health care quality you have to look at all aspects and causes 
of satisfaction and dissatisfaction. To really provide value to the patient, 
you have to be concerned with providing the highest quality possible at 
the lowest cost.

You will not see a chapter or a subsection that only discusses lean 
leadership. Lean leadership is about being involved, engaged, and visible 
within your organization. To describe lean leadership without the contex-
tual background to understand their role and interactions with employees 
would be a disservice; a valuable resource to consult on this topic is David 
Mann’s book Creating a Lean Culture. Leadership is the glue, nail, screw, 
or nut and bolt that holds the house of lean together. It is not one singular 
part of the structure; it is spread all through the large pieces and holds 
them together. This is a hard concept. In the early years of ThedaCare, 
leadership and the role they should play was a struggle. There was great 
work happening across the organization, but the teams lacked vision and 
did not know how to align their local improvements with the organiza-
tional vision. Kim Barnas, former senior vice president at ThedaCare, and 
a small team created a plan to close this gap by developing a management 
system to learn skills, and how to develop a plan to train and educate 
other leaders. A management system is very important for the success of 
lean and quality endeavors, but the detail and depth it deserves surpasses 
this book. Much of what accompanies lean leadership is how leadership 
interacts, is involved, and coaches employees on a daily basis.

Lean leadership is about doing things differently. John Toussaint, 
MD, says in his book, On the Mend, that leaders who think they know 
all of the answers, or are most comfortable leading from behind a desk, 
struggle with emotional capacity; this is not the right work for you.3 
Lean leaders are involved and engaged with their employees, floors, and 
units. Lean leaders go, see, and support their employees’ needs, and they 
facilitate problem solving rather than running to the problem with a list 
of solutions for others to do. With a lean organization, you really have 
to flip the pyramid, where the executives are on the bottom and your 
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patient-facing workers at the top (Figure I.1). That way of thinking really 
changes how leadership functions within the organization.

The scope of this book is narrowed to quality management, but the 
quality department is a resource for every department in a health care 
system. We will discuss the essential components of quality management, 
which will include examples from other departments. Lean—includ-
ing lean leadership—and quality have a symbiotic relationship that is 
 essential for improvement and sustainment; quality work is focused on 
improving the current process to deliver the highest standard of care, and 
lean methodologies develop an environment that can sustain improve-
ments. For the symbiosis to occur, organizations must understand how to 
build that environment. A house is not built from the roof to the foun-
dation, and neither is a lean environment. The house of lean in Figure I.2 
shows how you start from the foundation with standardized work and 
other processes that will be discussed in depth later in the book, then you 
build the walls with coaching and improvement processes, and, finally, 
you build the roof, which is what and who your organization is. The roof 
is called True North because, like True North on a compass, this should 
be the guiding force for the organization. The left pillar supports True 

Patients, customers, and community

Caregivers, employees, and volunteers

Physician
services

Medical centers Systems of care
Provider

strategies and
systems of care

HR and talent
development

Improvement
system

Employer and
payer

strategies

Strategy and
marketing

President and
CEO

Figure I.1 An inverted organizational chart that has patients, 
customers, and the community at the top with the CEO and President 
at the bottom, demonstrating the ideological shift from a top-down 
approach to leadership
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North through improvement processes; these processes can be kaizen, 
which is daily improvement work; a root cause analysis (RCA), which 
is really a tool to help a team determine the true cause of a problem; or 
continuous daily improvement (CDI), which is striving for an improve-
ment each and every day to the work flow. The second pillar that supports 
True North is about developing people through coaching and mentoring. 
All  of these tools, processes, and methodologies are supported by the 
foundation, which is composed of standardized work. This has to be at 
the base because you cannot improve processes without first having a 
baseline or standard for employees to work from. Standardized work is 
supported by activities such as the 5S is a process that helps create orga-
nization and structure in the work environment to improve productiv-
ity in the work place.  Standardized work is also supported  kanban—an 
 organizational and inventory system that promotes efficiency by stan-
dardizing stocking, ordering, and reducing waste—and culture. Now, 
culture is included because people have to feel comfortable, safe, and 
supported in identifying errors. Activities such as gemba, which is the 
process of observing standards, can help support an open and transparent 
culture of problem solvers. This book  does not give an exhaustive list 
of the tools and methodologies that compose the ideas of the house of 
lean, but serve as examples of the activities that support improvement 
processes or standardized work. The items and activities outlined in this 
book are those that directly support quality; however, there are many 
more tools used in lean.

Figure I.2 The house of lean that shows the foundation of 
standardized work and culture with improvement events and coaching 
as the walls and True North as the roof
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CHAPTER 1

Foundation: Quality at the  
Source Gemba

The imagery of a foundation is usually built from a strong sturdy mate-
rial such as concrete, cinder blocks, or brick and mortar. These things 
are there to provide a solid, supported structure that is intended to be 
supportive for life. During the lifetime, the structure could have many 
environmental influences that could compromise, degrade, and erode the 
foundation. Poor drainage can erode a house’s foundation, a shift in the 
soil could cause the foundation to crack, or a storm could bring destruc-
tive damage. These environmental influences mean that the foundation 
has to be firmly built to withstand the challenges that could lie ahead, but 
there must also be diligent and responsible people who are there to mend 
the damage—to reinforce the once strong structure. All structures need 
maintenance, whether it is a physical building with a concrete foundation 
or a health care organization.

ThedaCare is an integrated health care delivery system in Wisconsin, 
with 5 hospitals and 27 physician clinics. ThedaCare has been on their 
lean journey for more than a decade, and former CEO, John Toussaint, 
founded the nonprofit organization—ThedaCare Center for Health-
care Value—to educate and spread lean through collaborative learning 
with other health care organizations. The hospital uses a collaborative 
care model developed through lean transformation and improvement, 
and they are also a pioneer accountable care organization (ACO). ACOs 
are a federal pilot program that reimburses based on quality and care 
 management rather than fee-for-service (paying for everything done 
 similar to how we pay for items in a grocery store).

ThedaCare has built a strong and solid foundation, but the organiza-
tion must be careful as environmental factors like policy and technology 
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changes, outdated facilities, employee turnover, and market competitions 
are all factors that could erode the organization’s foundation, as well as the  
cultural, managerial, and organizational foundations that are needed to 
support the changes that have occurred and are yet to come. For this rea-
son, foundational components like 5S, kanban, standardized work, and a 
culture of problem solving will be detailed in this chapter to help explain 
the necessary components of a strong foundation.

Gemba is defined simply as where the work is done. Lean terms are 
Japanese terms because lean is based on the Toyota Production System 
(TPS). Toyota developed this model of problem solving through empow-
ering employees and by focusing on quality, the customer, and the respect 
for people. The term lean was coined by Dr. Jim Womack in the 1980s 
after studying Toyota’s model of management and quality while at MIT.1 
This means that the gemba can be anywhere—the patient room, the sup-
ply room, the waiting room, and the pharmacy. The phrase going to the 
gemba just means to go and observe where the work is done. The purpose 
of gemba is not only to see but also to ask questions and learn what is 
done, how it is done, why it is done, and to identify waste. This chapter is 
intended to provide tools, training, and guidelines to help leaders under-
stand what happens in gemba, what to do in gemba, and how to get a 
leader to go to gemba, so they can see the impact on quality at the source.

For example, at ThedaCare there were complaints that the stairwells 
were not being cleaned as often as they needed and that the doors were 
slamming and disturbing patients and employees. Leaders and employees 
observed the use of the stairwells to understand the current state and 
 document their observations. They watched to see how often they were 
used, how dirty they were, if anybody came to clean the stairwell, how 
loud the doors were, and so on. After observing people’s daily interactions 
with the issue, they would look for the root cause. Asking why does this: 
Why aren’t the stairwells as clean as we would like them? Why is trash or 
dust accumulating? Why are the doors slamming? They would also ask, 
why is a very common tool used for uncovering root cause; this tool is 
usually referred to as the 5 whys. It is important to ask more than just 
why; you must delve into the issue.

Anyone, and that means anyone, can go to gemba and observe. 
In fact, fresh eyes can be helpful to see issues, or concerns, from a different 



 FOUNdATION: QUALITY AT THE SOURCE GEMBA  3

perspective, which can be very valuable. The role of the leader during 
gemba is to ask thought-provoking questions of the workers to probe 
them and further develop their problem-solving skills. Leaders should not 
point out errors or defects and immediately tell them what they think the 
solution is. It is not the role of leadership in gemba to point out defects 
or waste or to give solutions for current problems. Leaders should just 
observe and ask questions that spur thought around potential improve-
ment areas, and the questions should guide employees to develop their 
own solutions.

Checklists

Standardized work and process improvement are fantastic ways to 
improve items or tasks that are completed routinely, and they help pro-
mote standardized practice across the organization. Checklists are uti-
lized as a complementary tool to standardized work, because they walk 
employees through the steps of a process. There are many tools people 
and organizations can use to search for root causes, improve work flow, 
and sustain improvement. All of those tools are not directly listed in the 
house of lean. Checklists are a great tool for the foundation: standardized 
work. Checklists are not intended to be for every single task, and should 
not include every step of a process. This could quickly create a 10-, 15-, 
or 20-page checklist, which would be ignored and would not benefit care 
quality. When you give directions to someone driving a car from point A 
to point B, you do not include steps such as get into your car, close the 
door, put the keys in the ignition, and so on. The same is true for check-
lists. Every miniscule step wastes time, because employees do not need to 
be reminded how to do things that they do daily, and it runs the risk of 
negatively impacting quality because employees may disregard the check-
lists due to the length—not to mention the morale impacts of walking 
employees through what to do daily.

Checklists are best used as a reminder that supports best practice. 
Labor hours are used to develop standardized work, and it must be eval-
uated and updated. Frequently missed items or items that are not rou-
tine are included in checklists to remind employees of the important 
steps that need to be completed. To extend the car example, the nurses, 
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doctors, and whoever knows how to drive a car may forget a few turns 
or exits, which is when the checklists become helpful. They are there to 
help. Checklists highlight the one or two missed steps that can change a 
behavior, or to serve as a reminder for tasks that are not routine. A non-
health-care example would be checklists in the airline industry. Pilots do 
not need checklists for routine everyday items, but they do have check-
lists for emergencies such as water landings. This is not because they are 
not trained in water landings or do not know how to do so. The checklist 
is there to help pilots and other airline employees remember all the steps, 
because water landings are rarely done. It is because of their training and 
knowledge that the checklists are successful tools for them. Checklists 
are also beneficial for tasks that occur rarely, because if the employee only 
does this task a few times a year, it makes more sense to provide a checklist 
to assist the employee in completing the task. This process makes more 
sense than requiring employee members to remember the steps of rarely 
completed items and risk steps being missed or completed improperly. 
Providing checklists for rare items or processes reduces errors, because 
employees do not have to rely on memory alone to complete the task. 
These are here to support employees and allow them to spend more time 
caring for patients than memorizing rare processes.

Employees may be apprehensive toward checklists for a plethora of 
reasons. To get employee support and adoption, some call this buy in 
but that makes it sound like employees are being sold a product; leaders 
must prove that the lists are useful, will help patients, and mean fewer 
workarounds or wasted time for them. The best way to do this is to find 
an issue that employees have identified for which a checklist would be 
appropriate and to help them develop one for that issue.

Checklists are also appropriate for high-risk procedures. When there 
is a high risk of harm to the patient or the employee, it is important 
to have a checklist so that important steps are not forgotten or missed. 
For extremely contagious diseases, the risk of spreading the disease to 
health care workers or to other patients can be very high. A checklist 
can help employees with protection protocols, removal of protective gear, 
and decontamination. Checklists were first brought to the forefront of 
medicine by Atul Gawande with his article in The New Yorker magazine 
on the use of checklists for central line placements, which is then further 
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expanded in his latter book, The Checklist Manifesto, where he introduces 
the need for checklists and time-outs before surgery.2

With any new process, there may be resistance from employees. 
 Common reasons employees will cite for not using checklists are: it 
takes too long, this is cookbook medicine, I have never had an infection 
or wrong site surgery before so I do not need a checklist, I know how to 
do my job, and many more. It is crucial for leadership to communicate 
and engage with employees who are resistant to using checklists. At first, 
it is important to observe and coach employees through the checklist to 
make sure that everyone knows how to use it. It is also important to keep 
doing standard work observations after implementing a new checklist to 
make sure that the standard is still being met, and if it is not, then deter-
mine whether the standard needs to be updated. Most employees will be 
supportive of a checklist once you show them that it will help improve 
patient care (checklist manifesto author), but there will be opposition. 
With support, communication, and coaching, the opposition usually will 
become supportive, but if they do not, then the problem should be esca-
lated before a patient or employee gets injured.

In the emergency room, checklists are used by the charge nurse to 
ensure that the crash carts are appropriately stocked and that the refrig-
erator temperatures are correct and documented for each shift. These are 
daily items that are checked; however, they can easily be overlooked or 
bypassed for other projects or someone else’s responsibility. Checklists 
require an owner to ensure that the tasks are completed, and compo-
nents obligations. Checklists keep items from being skipped. Without 
checklists, employees think that checking on items like the refrigera-
tor temperature is someone else’s responsibility. Checklists will have an 
owner, and although the owner can delegate the task, it remains the own-
er’s responsibility to ensure that all the tasks on the daily checklist are 
completed. An owner is also needed for the surgical time-out. It is the 
circulating nurse’s responsibility to call the time-out and walk the team 
through the questions before the surgeon can be handed his or her blade. 
The checklists ensure that crash carts and refrigerators are stocked, pre-
pared, and functional. When the checklist item is observed or completed, 
the employee will sign and date to show that the task has been completed. 
This prevents the responsibility from being passed along, or employees 



6 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT

assuming that someone else will likely get to it. Either situation can result 
in real quality implications for the patient. For example, if a crash cart 
is needed and no one had restocked it from the last time it was used, it 
can severely impact the care of the patient, resulting in possible death. 
If something were wrong with the crash cart, the team can review the 
checklist to see if it had been prepared, and if it had, it can help the team 
understand how to improve the process to prevent this from happening 
in the future (Figure 1.1).

When checklists are introduced, the intent is not to patronize 
patient-facing workers for missing these items. These are not used because 
workers have failed or because you have no faith or trust in their abil-
ities; these are used to improve the processes that support their work. 
Checklists are there so that the patient-facing workers can spend their 
valuable time providing patient care instead of trying to recall the proto-
col for a rarely done process or during high-risk procedures. There are so 
many intricacies to every process in healthcare that management cannot 
reasonably expect that patient-facing employees will memorize each and 

Figure 1.1 This is the checklist for the automated external 
defibrillator on a crash cart that has all of the components that must be 
checked—which day of the month it was checked and the time of day
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every step, and employees should not expect that of themselves. We are all 
human; that is why the processes should be built to support us. Checklists 
serve as a tool for reference to supplement the knowledge and experience 
of your employees. The employees still have to be knowledgeable and 
well trained to use the checklists, because the checklists would be utterly 
useless without their years of experience and knowledge. A lay person 
should not pick up the checklist and understand what to do because the 
list should not include each step; and since employees are well-trained 
professionals, those mundane, always done, never miss them steps are not 
included in the checklist.

The checklists are also useless if employees choose to ignore them. 
Employees have to know that the checklists were not implemented 
because employees are inadequate. It is quite the opposite. Employees are 
professionals, and we want them to be using their skills to the best of their 
ability to provide the utmost patient care and we do not want them wast-
ing time trying to remember a process they do once a year, or asking oth-
ers if they remember, or worse completing the process incorrectly because 
they may have overlooked a step. Checklists are there to help them do 
their job even better, but if they do not feel like the checklist is necessary 
or they are insulted by their use, then there is a problem. You have to have 
buy-in or they will be another laminated sheet of paper above a machine. 
A culture built on trust, transparency, and communication will help the 
adoption of checklists and ease the nerves of patient-facing employees.

Standardized Work Observations

An important component in effectively utilizing checklists and standard-
ized work is to have routine observations of those tools in practice. With-
out standards and frequent observations, the missed items that should 
be included in the checklists cannot be determined. There has to be a 
baseline to build from. As many variations as possible need to be removed 
from the processes, so that no matter who is delivering the care it will be 
that same quality. Once there is a standard to compare to, it is easy to 
identify frequently missed items or opportunities for improvement. If you 
do not have a standardized process to work from, there will be too many 
variables and inconsistencies to develop a checklist that would be helpful.
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Standardized work observations occur for two reasons: general rou-
tine observation to look for improvements and compliance, or defect or 
error has already been identified and needs to be further investigated. 
General observations occur to see how the standard is being used and to 
observe the process to see if there are areas to improve. Standardized work 
observations are another component of daily continuous improvement; it 
is the process of observing a daily task being completed while examining 
the standard work. For instance, the quality director could be observing 
a patient transfer for a person with limited mobility. The goal of a patient 
transfer is to move the person without any injury to them or to staff. The 
standard work would include that the appropriate number of staff are 
present and that the appropriate equipment (if needed), like a lift, are 
present. The director would observe how the team transfers the patient 
and if any steps were missed or skipped. If the staff decides to find an 
extra staff member to help because the room does not have a patient lift 
installed, the director may ask why the patient was placed in a room with-
out a lift or why the room is not equipped with a lift. These questions, 
however, are not for the transition team but for the process. What process 
led to this patient being in this room? What process led to this room not 
having a lift? The director would not know why an additional person was 
needed for the patient transition without overseeing the process, and by 
resolving these issues, the hospital could prevent a patient or employee 
injury in the future. It could mean better care for another patient since an 
additional team member would not need to be pulled from their work. 
This observation is not an evaluation or critique of the employees but 
rather an assessment of the processes to see if they are working.

In either case, the purpose is to observe the current practice and iden-
tify improvement opportunities. Standardized work observations may 
resemble what many may know as an audit; the purpose is to go observe 
someone or a group of people work and to see if they are following the 
standardized work for the processes. The observer will usually have the 
standardized work with them, and they will need to have some aware-
ness of the processes and type of care. Someone that has completely fresh 
eyes and does not work in the department could still be beneficial for 
overall processes, but they may not see when a standard health protocol 
is missed if they have knowledge of that agreement. These observations 
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can resemble an audit, but the term audit carries a negative connota-
tion that implies that it is one sided—meaning the person observing as 
power or authority over the attended and the person(s) being noticed 
have little to no input. This is not the case for standardized work obser-
vations. Standardized work observations are not meant to be a one-way 
street, intimidating, or negatively impacting the workers. Standardized 
work observations are supposed to identify areas of improvement and 
help those who perform the work.

This process is not designed to belittle employee contributions, nor 
is it designed to make employees feel like failures. It is normal for pro-
cesses to deviate before a standard is in place; it would be unrealistic to 
expect zero deviations. With that understanding, the quality depart-
ment and unit managers must approach deviations from the standard as 
a teaching and coaching moment, rather than an opportunity to scold. 
Deviation is not unique to healthcare; it is seen in the manufacturing 
sector as well. A  deviation could be a customer service representative 
incorrectly  completing the process of checking in a patient at a physician 
clinic. The representative may skip the step to confirm the patient’s e-mail 
address at check in. A medical assistant may forget to address the health 
maintenance needs of a patient needing an immunization, or a nurse 
may not follow the standard for transferring a patient and gets injured. 
All of these processes need to be observed to understand if the standard 
is or is not being met, and whether adjustments should be made to help 
employees comply with standards or if the standard itself needs to be 
amended. Those observing must think about what caused the deviation 
to occur because more often than not the deviation is the result of a new 
requirement, new equipment, new rule, or a new employee member who, 
maybe, has not yet received training in that process.

At ThedaCare, a new care delivery model was implemented in clin-
ics. Clinics and other ThedaCare leadership worked for three years to 
develop the new model with the intention of improving care outcomes 
and reducing harm. Clinic employees at all 22 clinics were trained in the 
new delivery model. But after several clinics had problems meeting their 
metrics, quality leaders visited the clinic and used the standards in the 
new delivery model to observe standard work and to understand what 
was happening. Through observation and asking questions, they had 
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learned the clinic had the typical amount of turnover, but that meant 
some employees had started after the implementation of the new care 
delivery model, and they had not been fully trained like other employees. 
The employees who had been trained during implementation had fallen 
into autopilot. They thought they were completing tasks according to 
the new model, but it had been a while since they reviewed or compared 
their work to the model. That discovery also showed that standard work 
observations were not standard in this clinic.

To address the compliance issue, leadership challenged clinic adminis-
trators to observe standard work and understand what parts of the model 
were being followed. Hence, standard work observations became part of 
the clinic administrator’s everyday work to keep the clinic from falling 
into autopilot. The entire clinic was retrained on the care delivery model 
so that old employees could be refreshed and new employees could be 
fully informed. Standard work observations are a lot like calibrating a 
machine in industry. A factory cannot expect a part to be made perfectly 
by a machine if that machine is never inspected, oiled, cleaned, and 
 calibrated. If the machine is left to run without adjustments, the product 
will suffer at no fault of the machine. The same is true for clinics. The 
standards were not checked on and tuned up, so employees started using 
the standards that they knew. It is the responsibility of leaders to check on 
standards like this, coach, and seek adjustments if necessary.

Observations are very important when an opportunity for improve-
ment is identified, because it allows everyone to understand the current 
state, and begins the process to find the root cause before making any 
adjustments. General observations are just as important, and possibly 
more important, because they allow daily routines, processes, and stan-
dardized work to be observed for consistency. Consistency, or a lack of 
variation, is very important for high quality health care. Quality man-
agement is about building a culture of high quality care and then con-
sistently delivering that quality of care. General observations allow for 
small improvements to be made and for problems to be resolved before 
they become larger, and to make sure employees are adhering to stan-
dardized work before the variation causes an error. Going to gemba and 
observing is not a one-and-done event; gemba is a large commitment that 
is absolutely necessary for high quality care. Leaders have a standardized 
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work observation calendar. This keeps track of when each location will be 
observed, and makes the act of going to gemba more visual (Figure 1.2). 
Gemba has to be done routinely, and the observers must really immerse 
themselves in the work to fully understand what others do on a daily 
basis. It is impossible to truly understand what is important in someone’s 
daily work, and what needs to be improved if the leader has never been 
on the floor.

Standardized Work

Standardized work is the agreed upon process that should be completed 
when executing a particular task. The goal of standardized work is to 
develop the best-known way of completing the task with the highest qual-
ity possible, with least wastage. A key distinction between former and the 
typical orders given from superiors is that the standardized work is devel-
oped by a group of people involved in doing those tasks every day. The 
group may also involve quality coordinators, subject matter experts, or 

Figure 1.2 The standardized work observation board for the quality 
department. The planned observations and dates are planned out for 
each month at the same location
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superiors, but the people who do the work daily are the key to developing 
and adhering to standardized work. Standardized work is the exact oppo-
site of top-down control by hospital leaders; the employees, the people 
actually completing the work, create standardized work. Standard work 
is all about sequence and content, and to illustrate this ThedaCare uses a 
teaching tool called the standard pig that demonstrates the methodology 
of standard work by creating standardized work for drawing a pig. This 
allows employees to focus on the process and purpose of standard work.

For the standard pig, employees are given a blank sheet of paper and 
asked to first draw a pig in 40 seconds and then have the employees tape 
them on the wall. Everyone will see how, even though they were given 
the same directive, they all drew very different pigs. The next step is to 
give everyone two pieces of paper with a grid on it (Figure 1.3). One is 
used for the facilitator to teach the group the standard pig steps and the 
other page is for employees to use the standardized work to reproduce the 
standard pig. Here is the standardized work for the pig:

1. Draw a letter M at the top left intersection. Bottom center of M 
touches the intersection.

2. Draw the letter W at the bottom left intersection. Top center of W 
touches the intersection.

3. Draw the letter W at the bottom right intersection. Top center of W 
touches the intersection.

4. Draw an arc from the letter M to the top right intersection.
5. Draw another arc from the top right intersection to the bottom 

right W.
6. Draw an arc between the two bottom Ws.
7. Draw the letter O in the center left box.
8. Draw an arc from the letter M to the tangent of the circle.
9. Draw an arc from the left W to the tangent of the circle.

10. Draw an arc for the eye, half way between the M and the circle.
11. Draw an arc for the mouth, half way between the W and the circle. 

Must be a happy pig!
12. Draw the cursive letter e near the top of arc on the right.
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13. And finally draw two dots in the middle of the circle for the pig’s 
nose.

The steps are numbered and they correspond with numbers on the 
standard pig drawing seen in Figure 1.4. This same process is how you 
develop standard work for health care, aviation, or car manufacturing. 
To make standardized work, employees start by understanding what is 
currently being done. The current state could have as many variations as 

Figure 1.3 The grid used for the standard pig
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there are people. Then after the current state is understood, the next step 
is to determine how the process should be done. Then the ideal process 
should be sequenced like a how-to guide so that anyone could pick up the 
standardized work and duplicate the process.

Stop Mechanisms

The ability to stop care in the event of a failed process or missing com-
ponent is critical to patient care quality. Toyota has this function built 
into their manufacturing facilities. So that once an employee identifies 
a defect, they can stop the production line and prevent the defect from 
continuing further. This is the concept of building in stop mechanisms. 
The reason for this system is that the patient does not move forward 
with it if their care has or could have a defect. For example, if a crucial 
item from the chart, such as the History and Physical (H&P), is missing 
the care team, they can stop and address the issue prior to proceeding 
with care. This may sound like it would negatively impact quality by 
stopping care and delaying a procedure; however, stop mechanisms are 
only used on critical issues that have the ability to severely impact patient 
care and quality. If H&P is missing, then the doctors and nurses treating 
them will be working with incomplete information that could lead to a 
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Figure 1.4 Standard pig illustration with numbers that correspond 
with the standardized work
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misdiagnosis, wrong medication administered, a medication reconcilia-
tion error, or more.

Another example of a use of stop mechanism is in the operating room 
(OR). If prior to the patient entering the OR a member of the care team 
identifies that supplies are missing, the procedure would be paused until 
the OR is equipped with the essential supplies. If the operation were to 
proceed without a fully stocked OR, the patient would be exposed to 
unnecessary risks, or if the H&P chart were missing the procedure, the 
operation would need to be temporarily postponed, because without 
accurate medical history, the surgeon and care team will be making criti-
cal decisions without complete patient information, which could unnec-
essarily lead to harm. Stop mechanisms work by allowing employees to 
stop the process when a problem or item with the potential to become a 
problem is identified.

In the OR there is a checklist that everyone uses, no matter the sur-
gery, to make sure nothing is missed or forgotten. A member of the team 
would be responsible for going through the checklist, shown as follows,  
and making sure that each item has been completed before the surgery 
begins. If it is determined that the patient was not given antibiotics within 
an hour of treatment, then there would be a time-out to resolve the issue 
before the surgery could begin.

1. Patient ID verbalized and correct?
2. Procedure site verbalized and correct?
3. Correct laterality?
4. Procedure verbalized and correct including consent?
5. Patient position verbalized and correct?
6. Antibiotic started within one hour prior to incision and documented?
7. Implants present and correct?
8. Any special equipment present and correct?
9. Team in agreement that time-out completed and correct?

10. Safety zone established?
11. Operative site marked?

Stop mechanisms are also called pulling the cord, because it comes 
from TPS. In their factories, workers would have access to a cord which 
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they could pull if there was an identified error. This was to prevent the 
error from going forward and being passed onto someone else. When 
someone pulls the cord, the entire factory is said to erupt in applause to 
celebrate identifying an error.3 At ThedaCare, there is not a physical cord 
that employees pull, but they can still report an error, and the process 
will be stopped and a containment plan will be implemented to prevent 
any further errors. At ThedaCare, units were doing root cause analysis 
(RCA) to try to solve specimen collection errors. Specimens were being 
mislabeled or lost, or the wrong test was being completed on the sample. 
This was even more problematic when it was an irretrievable specimen, 
meaning it was a tumor or mass that was removed during surgery so there 
was only one chance to get the specimen. Any recollection is wasteful 
and negatively impacts the quality of care a patient receives, but losing 
or completing the wrong test on an irretrievable specimen is worse. Units 
across the hospital had specimen errors occur, and they were addressing 
the issue locally; however, the quality department was able to see a larger 
trend of specimen errors occurring, which resulted in the vice president 
pulling the cord.

An immediate containment was put into place while the cause and a 
long-term process could be developed. The containment was similar to 
the surgical time-outs that occur in the OR, where everyone stops before 
the surgery to ensure that they have the right patients, they are doing 
the correct surgery, and that they have all needed supplies in the OR for 
the surgery. A checklist was created for specimen collection that required 
everyone in the OR to stop when the specimen was collected and to make 
sure it was the specimen they needed, label it at that moment with the 
patient information and tests needed, and then the specimen would be 
taken to the designated pickup location for the lab.

RCA uncovered that every OR had different procedures and practices, 
which therefore led to variation. Specimens were collected but not labeled 
until after the surgery, the label was not double checked, and the pro-
cess for lab pick up was unclear. In addition, the electronic health record 
(EHR) that the lab was using was not communicating properly with the 
EHR that the care delivery side uses. The care delivery side would put in 
the correct information but it would not be translated to the lab’s sys-
tem. Both systems were from the same vendor, but they needed to com-
municate with each. The containment process will be tweaked a little as 
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the problem with EHR is resolved, but it will likely be the permanent 
solution to ensure the accuracy of specimen collection, labeling, and lab 
delivery.

Escalation Process

A defined process to escalate urgent quality issues makes it easier to 
address the issue quickly, and employees do not have to waste precious 
time asking where to send their concerns. Urgent issues such as a mal-
functioning infusion pump can quickly be reported, the action can be 
stopped, and the root cause can be investigated. 

An infusion pump malfunction occurred at ThedaCare, where a 
patient was given a medication infusion, but the medication was infused 
faster than the standard dosage guidelines. An incident report was gen-
erated after the medication administration error was identified. In the 
initial review, it appeared that there had been a failure with the infusion 
pump, which prompted employees to pull the pump from service for 
further review. The error also spurred the need for an RCA to be com-
pleted to determine why the infusion pump malfunctioned. The first 
assessment did not show a defect with the pump, which prompted a 
review of the nursing process. A short time later, a very similar incident 
occurred with another medication infusion, which prompted another 
RCA to be conducted. The infusion pump issue was then escalated by the 
unit manager to the hospital vice president and chief nurse officer. This 
escalation led to a system-wide containment plan to limit any further 
infusion errors.

The plan ultimately led to the use of all of those infusion pumps from 
being discontinued. New infusion pumps were purchased, and they have 
built-in decision support and logs that record when the decision support 
was overridden. This allows the logs to be reviewed and, to understand, 
how often the standard is being overridden, and then to investigate why 
the machine is being overridden. The new machines offer poka-yoke in 
doses and rates entered based off a library in the computer memory, which 
is based on medication guidelines and best practice. Poka-yoke is a Jap-
anese term for error proofing a process. The new infusion machines now 
provide another mechanism to help provide consistent high quality care 
and limit variation. This is an example of how one issue can be escalated 
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to prevent further errors and harm and an entire fleet of machines to be 
replaced.

From the aforementioned example, the safety issue could have resulted 
in adverse medication reactions, prolonged hospital stay due to complica-
tions, overdose, and death. This book is not designed to get into the detail 
of developing a management system, but from the preceding example, the 
management system is how issues that should be escalated are identified. 
The structure and process to know whom to bring an issue to and when to 
do so should be established through a management system. The escalation 
process discussed here is what to do after a decision to escalate has been 
made and how that process works to prevent a defect from being passed 
on. Quality issues always impact the patient, but some issues, like the 
previous example, are truly life threatening. With a clearly defined pro-
cess for escalation, employees can immediately recognize a safety concern 
and escalate their apprehension to their leaders so the problem can be 
managed swiftly with the least amount of harm to employees and patients 
 (Figure 1.5). Once the problem has been identified and resolved, leaders 
can assess the situation and reevaluate to ensure that the intervention 
solved the problem.

To have an escalation process that works like the preceding example, 
you must first have the patient-facing employees who are empowered to 
recognize quality issues like a malfunctioning infusion pump, identify 
high priority issues that need to be escalated, and feel comfortable with 
leadership to bring the issue forward to be dealt with immediately. The 
escalation process starts with the identification of a problem; if your prob-
lems are only identified by managers, leaders, or the quality department, 
your identification of problems will always lag, and quality and patient 
outcomes will suffer because of it. Patient-facing workers need to be 
empowered to identify problems and escalate them accordingly so patient 
care does not suffer.

Identify area
specific key
measures

that would
require

escalation

Identify the
trigger points

Specify the
timeframe

that the issue
needs to be
escalated

Identify to
whom the

information is
escalated

Make all staff
member

aware of the
escalation

process, and
make all staff

aware of
location

Review
escalation
process on
an annual
basis at a
minimum

Figure 1.5 The escalation process once an issue has been identified, 
and it has been determined that there is a need to escalate the issue
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Visual Management

There are two categories to visual management: the data management 
that occurs at huddle boards and visual management that is used as a form 
of communication to indicate that something needs to be done. The first 
form is to manage information at huddle boards, which are white board 
on each unit where staff come together to discuss improvement oppor-
tunities, issues, and achievements; the purpose of those areas is to com-
municate the information quickly so that any manager or employee can 
understand the problem and the changes and improvements that have 
been implemented. The second form impacts direct patient care, which 
includes visual cues to inform caregivers of specific patient needs or prob-
lems. There are many components to visual management at ThedaCare, 
and they are not tools or systems that are just used for quality purposes. 
Visual management has been integrated into all aspects of care for many 
reasons, however, despite the reason these tools were initially adopted, 
they are multifaceted tools that can and do support quality management.

Trust and culture are only two components to lean quality manage-
ment, but they are critical to visual management. The word visual implies 
that one would observe the management, and that is exactly correct. 
Managers and leaders have to be on the floor to utilize visual manage-
ment. Visual management is the crux of quality in a lean environment 
because it optimizes a transparent and open workspace and because it 
allows everyone to understand performance. Visual management is really 
leadership-standardized work that also allows everyone to see perfor-
mances and processes. Leaders have to be out on the floor and in clinics 
to be able to observe practice, see visual metric tracking sheets at huddle 
boards, and to ask employees and units about performances and barriers 
they may need assistance with.

However, units and organizations that are beginning lean should be 
thoughtful about the difference between an open transparent performance 
environment with active leadership involvement and observation versus 
the traditional system of management tools. This difference is where a 
lean transformation can hit a barrier. Some people need help transition-
ing into a lean environment because many leaders have always led from 
behind their desks. A lean leader is expected to be where the services are 
delivered, observe processes, and coach teams to the standard. It can be 
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a tough transition for managers who have not regularly spent time on 
the floor and with employees or have difficulty engaging and speaking 
with others, or leaders who are accustomed to solving all problems on 
their own. This can also be a hard transition for employees because they 
have to adjust to their managers being on the floor as well. It can feel 
like their managers are always around, looking over their shoulders, or 
critiquing or criticizing them. Leaders should not be blaming the employ-
ees or criticizing them; they should be offering support and asking how 
they can help, and what is keeping them from doing their job at the 
highest level of quality every single day. However, once leaders prove that 
observation-combined visual management works and that they are there 
to support employees not blame and shame, the process begins to work 
very well.

For example, certified nurse assistants (CNA) were complaining about 
morning vitals not being completed each day. There was no way for CNA 
to know whether vitals had been taken or not for a patient until after they 
logged into a computer, found their medical record, and checked. This led 
to concern from the CNAs that patients were either not having their vitals 
taken each morning or that they were taking vitals multiple times for no 
reason. After observing CNAs take vitals, it was discovered that there was 
no instant visual cue that could communicate to CNAs whether or not 
vitals had been completed. A flag was added to the exterior of the door 
with a designated color. Once a CNA was in that room and completed 
vitals, they would move the flag so others walking by would know that 
the vitals had been completed for that patient. Observation unlocked why 
CNAs were frustrated and how duplication was occurring. After imple-
menting the flag system, the problem was resolved, frustration was lifted, 
and patients were getting the care they needed (Figures 1.6 and 1.7). All 
these visual cues can be seen from one central location, which helps nurses 
and employees monitor patient’s status and needs with minimum waste 
(e.g., walking down hallways, asking other employees) (Figure 1.8).

Visual management helps with everyday tasks and care of patients, 
but the benefits of visual management are more visible when dealing with 
a high-risk situation. An instance that requires more protective garments, 
such as a highly contagious disease patient, means that there is a higher 
risk of employee harm if protocol is not followed. Employees are very 
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accustomed to going from room to room (of course with protocols such 
as washing hands and using gloves when required), but when a patient’s 
illness requires containment protections, that is different. This means 
employees will have to stop and remember to do something that is out of 
their routine, which is where visual management can help. At ThedaCare, 
a stop sign is placed on the floor outside of the patient’s door, and the 
instructions on what protective gear is required are placed on the clip by 
the room number (Figure 1.9). These two cues remind employees to stop 
and reassess the requirements before entering the patient’s room for their 
own safety and the safety of other patients.

Figure 1.6 These are the manual flags that employees raise to 
indicate a need or requirement in that room for the patient. These 
communicate the needs to any employee who enters, and they have 
the flags labeled so that even an employee who typically does not work 
on that floor will understand the meaning
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Figure 1.7 This image shows the manual flags with their 
surroundings and placement in the hallways. Above those is the light 
system that is used for visual management; each light has a meaning 
and can be seen from the central part of the hall (see Figure 1.3)

Figure 1.8 This is the central nursing location in between the two 
halls on this particular unit. From the nursing location, they can view 
the flags and lights for all of the rooms from one central location
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Organizational Level

Each organizational metric is displayed in the corporate visual room at 
ThedaCare, a room that is open at all times for employees and guests to 
visit. Organizational goals and targets are set at the executive level; how-
ever, those goals impact the entire organization. That is why visual data 
management is used at the executive level, and those metrics, targets, and 
goals are then integrated at the divisional level, department level, and 
throughout the organization. The work that is done in the departments, 
on the unit floors, and in the patient rooms all feeds into the organiza-
tional goals. The north wall of the room contains ThedaCare’s True North 

Figure 1.9 The visual management stop sign on the floor and the 
instructions for extra protective gear clipped by the room number 
outside of a room
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goals. There are east, south, and west walls as well, which contain other key 
projects that are waiting for resources or employee injuries. The  injuries 
are represented with female and male silhouettes. On their True North 
wall you will find five overarching categories: safety, quality, productivity, 
financial stewardship, and the patient. The patient at ThedaCare is referred 
to as Lori; giving her a name personifies her, and it is no longer just data 
because it becomes personal. It helps employees at all levels understand the 
impact of their work on the patient. Lori can be seen all over ThedaCare to 
remind everyone to provide the best services, exactly when they are needed  
(Figures 1.10 and 1.11).

The quality department uses visual management from all levels to 
help guide improvement work, observation in gemba, and support work 
with units and divisions. Visual management becomes a template for 
patient-facing workers, managers, leaders, and executives to work off of, 
and although visual management serves many purposes, it provides a key 
structure for quality improvement across the organization.

Figure 1.10 This is the triangle that helps everyone remember 
how their work contributes to better care for Lori. It has safety and 
quality, people, and financial stewardship on the corners and Lori in 
the middle—because the patient should always be the focus
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Divisional Level

The divisional level takes the metrics one step closer to patient-facing 
workers. The divisional level includes the cancer unit, the cardiovascular 
unit, the birth center, and so forth. The divisional leaders each have their 
own visual room where they take the goals for five key areas—safety 
and quality, financial stewardship, people, and customer experience in 
the middle—established by the executive team. These goals are created 
by assessing and identifying needs and gaps. Each division will have 

Figure 1.11 This a unit work board where you can see the triangle 
with Lori placed at the top and the local area metric written on the 
bottom so that the unit can see what metric they are working on, 
and how  that relates back to Lori. Underneath the goal are the 
performances and targets. This is just one example of how the triangle 
and Lori are adopted all over ThedaCare
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different areas of improvement, which means they can impact goals like 
the 3.1 percent annual productivity increase differently. This is another 
method of data and performance management that is very visual. 
The goals and performances are not hidden in an excel document on a 
network drive. They are openly posted and shared so everyone can learn 
and improve.

These boards with metrics and performances are in public places 
where employees, patients, and visitors are able to see what that unit is 
working on, and how well they are doing. This can be contentious to 
employees. Some may see it as leaving out your dirty laundry for all to 
see. If employees trust leadership and believe in the metrics and the work 
they are doing, then they know that this is an important component of 
transparency. Once they complete a project and improve a metric, they 
will be proud to show everyone what they have done. Even if a metric 
is performing poorly, having it on the board tells people that it is being 
worked on, instead of covering it up.

For example, the divisional leaders of the cardiovascular unit or emer-
gency department will monitor their performance on various metrics like 
the time it takes to get from the door to the required procedure—this 
is often called door to balloon time. Other units will focus on metrics 
such as patient falls and decreasing the readmission rate of heart failure 
patients. Clinic employees will work on decreasing the number of dia-
betic patients with uncontrolled hemoglobin A1C (greater than nine), or 
increasing the number of patients that have received their Pneumovax—
pneumonia vaccination or appropriate cancer screenings. They will find 
the areas where they can improve, and then those divisional goals will be 
displayed in their visual room. The divisional goals will not be identical 
to the organizational goals; you will not find 3�1 percent increase under 
productivity. Instead, the divisional goals will be more targeted like 
decreasing overtime by improving scheduling for peak hours, or decreas-
ing the time it takes to fully discharge a patient. These goals may not 
necessarily fall under the productivity category, but they contribute to 
improving productivity. By setting the target at the organizational level, 
the divisional level is given the freedom to choose how to contribute to 
the organizational goal, while also improving the areas that are import-
ant to their division.
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Unit Level

The divisional goals are then passed down to the unit level. The work 
done at the unit level on the floor by patient-facing workers is what 
moves the divisional and organizational metrics. The organization can-
not achieve goals unless there is buy in and commitment at all other lev-
els. To continue the productivity example, the cardiovascular unit would 
take the goal to decrease discharge time within their unit. This may be a 
relatively easy metric to improve depending on a few factors. For exam-
ple, the unit already knows the root cause of delayed discharge times, but 
the electronic medical record (EMR) does not signal to an administrative 
assistant when a patient is discharged, so they have to wait for a nurse 
or physician to bring them the charts. The solution is to make the infor-
mation flow from providers to the administrative assistants faster and 
more streamlined so that providers are providing care and not delivering 
names for discharge. The potential solution could be an addition of a 
trigger within the EMR to immediately send an alert to an administra-
tive assistant so that the patient begins their discharge paperwork more 
promptly. If the cause to the delayed discharge is unknown, the unit 
would have to do an RCA to determine the root cause or causes, or if the 
cause is something more systemic or labor intensive, it could require the 
assistance of divisional leaders or members of the quality team. 

To do an RCA, you would use a tool like 5 Whys to determine the 
root cause. Once the unit identifies the root cause for long discharge 
times, a plan is developed to try the new process and to study and adjust 
as needed. Each unit from every division will do this process for all goals, 
and their work ultimately moves the metrics for the organization. It is 
easy to see how the closer we get to the patient level the closer one is 
impacting the measures.

Just like the organizational and divisional level, the unit level met-
rics are openly displayed. Units display their metrics and performance 
at their huddle board (Figure 1.12). Each unit has daily 15-minute hud-
dles where employees talk about issues they had that day or the previous 
day, discuss improvement ideas, and highlight reasons for celebration. 
Remember, culture is a key component to make quality improvement 
work. Employees must feel valued or else they will quickly burn out. 
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There is a huddle standard for the leader at the huddle board because 
the intention is to have a different member or employee lead the huddle 
everyday (see Appendix 2,  “Huddle Board Standard Work”). New ideas 
are submitted via improvement slips, and then the unit team discusses the 
ideas and places the improvement ones on a PICK chart (see Appendix 3,  
“PICK Chart Standard Work”). The PICK chart plots ideas based on 
impact, difficulty, and the priority of the improvement. PICK is an acro-
nym for possible, implement, challenge, and kill (or kibosh since kill is 
not a welcome word in health care), which represent the quadrants on the 
chart (see Figure 1.13).

The last part is very important to include because employees may have 
plenty of great ideas but not enough bandwidth to do the improvements 
justice. Pacing the improvements based on the time and availability as 
well as the immediate need is important. Some ideas are easily imple-
mented and require minimum time, labor, and resources; these ideas are 
usually known at ThedaCare as just do it. Then there some ideas that are 
nixed for being too difficult and having minimal impact. Huddle boards 
are cellular so if something comes to us that crosses borders, for  example, 
something that includes surgery, cardio, and more, we will discuss the 

Figure 1.12 A diagram of a huddle board and its components
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Figure 1.13 A PICK chart plots the difficulty and impact of 
improvement ideas. An employee will plot improvement slips in one of 
the four quadrants. The top left quadrant is the highest impact lowest 
difficulty, and the lower right quadrant is the highest difficulty and 
lowest impact

HIGH

LOW Difficulty HIGH
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issue with the divisional or departmental leaders to see if it connects with 
improvement work in the other identified and overlapping areas. If an 
idea is chosen to move forward, typically the employee member who sug-
gested the idea volunteers to take ownership, owning the progress, and 
monitoring it in future huddles (see Figure 1.14).

Let us move from visual data management to visual cues. The alerts 
do not necessarily indicate that something has gone wrong or there is 
an error, although that can be the case. The alerts are a means of effec-
tively communicating a specific message. Units are all equipped with 
visual lights and colored flags outside the patient’s room and in hallways 
to signal various status. The units were specifically designed so that unit 
employees could stand at one spot in the hallway and view the status 
of all patients. In larger units there is also a light that will indicate and 
direct the employee through which hallway the alert is in. These alerts 
are designed to be standard so there is efficient communication among 
the employees, and important information can be escalated immediately 
if needed. If heroics are necessary, it means that the system of problem 
solvers and standardized work has failed to prevent any error.4

Anyone that walks into the hallway may see these lights, but they 
may not know how frequently they are used or what purpose they serve. 
As an example, once a patient is told by a care team member that they 
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are going to be discharged, the care team member will turn on a cer-
tain colored light that indicates to the unit clerk that a patient is ready 
for discharge. The unit clerk will then start the discharge paperwork for 
the patient. Once the discharge is complete and the patient is physically 
discharged from the room, another light is turned on by the care team 
to alert housekeeping that the room is vacant and needs to be cleaned. 
After housekeeping finishes refreshing the room, another light is used to 
indicate that the room is vacant and is ready for another patient. This now 
triggers readiness for a patient admission to occur in that room.

It is important to note that some alerts appear to indicate that some-
thing has gone wrong or that there was a failure. We want to stress that 
it is the opposite of what alerts should do for employees, because if the 
visual alert is communicating an error or crisis, the defect has already 
been  created and now the response is reactionary. Alerts are there to get 

Figure 1.14 The improvement slip available at huddle boards for 
employees to suggest improvements



 FOUNdATION: QUALITY AT THE SOURCE GEMBA  31

the attention of employees so that they can prevent a failure from occur-
ring or to simply keep the process moving, therefore preventing a delay 
or point of dissatisfaction. The goal should always be to create no errors, 
so the alert system should be designed to prevent errors, not to tell you 
when an error has occurred. Visual alerts are there to preempt an error 
from occurring or to catch a near miss. When a near miss occurs, such 
as a patient that has a fall risk, but the risk was not identified until their 
last day in the hospital; the team will want to know about this incident 
because it was a near miss this time, but next time it could result in patient 
harm. Learning why the risk was not identified means preventing the risk 
from being missed the next time.

Another example of visual cues that are more adaptable than the 
built-in light and flag system is magnets. ThedaCare uses magnets to 
communicate information to other care team members. Both the lights 
and magnets communicate to many different people about what needs 
to be done or what steps have been completed. For example, the cardiac 
unit schedules all electrocardiograms (ECGs) for the morning. In the eve-
ning, the care team will place a magnet labeled ECG on the doorframe 
at eye level outside of the patient rooms that require an EKG. The next 
morning the EKG technician will bring their mobile machine to the unit, 
and they can move down the hall and know which rooms need EKGs. 
The magnets prevent the EKG technician from having to ask a nurse or 
someone else which room to visit, or prevents a nurse or other employee 
member from compiling a list of patients and room numbers that need 
an ECG. The use of one magnet decreases the amount of time wasted 
by the EKG technician searching for which rooms to go to or asking 
someone, or time wasted by an employee member compiling a list for 
the technician; eliminating these wastes ultimately means that the patient 
gets their EKG more quickly, their care can proceed, and their hospital 
stay is decreased—even if only by a few minutes to an hour. The magnets 
used are color-coded and the task, like EKG, are written on the magnet 
and placed on the door (Figure 1.15).

Visual cues can be used for other tasks or machines such as the use of 
a bladder scanner. In the cardiovascular unit, there is one bladder scanner, 
but employees could never seem to track down its location. Patient-facing 
employees were wasting time searching for a bladder scanner when they 
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could have been providing patient care, which is not an ideal outcome. 
The solution was to create a clearly labeled designated location for the 
bladder scanner, and then have the sign the machine in and out so that 
the time spent searching for the machine is dramatically reduced.

If a patient is a fall risk, the patient will have reminders as well as the 
employee. The employee will see a magnet on the doorframe that says fall 
risk and there will be alarms on the patient to alert employees if they get 
up. The patient alarms are also there to remind the patient that they are a 
fall risk. Sometimes patients need the reminder more than the employee 
because, typically, at home or before surgery they could get up and walk 
a few feet to the restroom without any issue. Just getting out of bed to 
grab a cup of water is instinctual, and a patient might not remember that 
they are a fall risk until they have landed on the floor. The alarms go off 
to remind the patient to get back in bed, or it might remind them to hold 
onto the railing of the bed so that they do not fall after they have already 
gotten out of bed. These indicators can help prevent an accidental fall that 
could extend the patient stay or worsen their condition.

Figure 1.15 The magnets used to communicate to employees whether 
a task has been completed for a patient
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These types of visual cues work very well and improve efficiency when 
everyone is invested. All of the employees have to accept and use these 
lights, flags, and magnets in order for the system to work. The EKG tech-
nician has to trust that the care team will put the ECG magnet on the 
door of all of the patients who need one. Otherwise, the EKG technician 
will waste time second-guessing, miss a patient who needed an EKG, or 
waste a test on a patient who did not need it. Having an unneeded ECG 
is not an ideal outcome, and if it happens with an EKG, it could happen 
with a more invasive, uncomfortable, or expensive test or procedure. The 
employees have to trust their peers with signing the bladder scanner out 
and returning the scanner when they are done. Everyone has to use the 
visual alerts, and everyone has to respond appropriately to the alerts. Oth-
erwise, they are as useful as holiday lights or refrigerator magnets.

Patient Level

The visual management that extends into the patient rooms is a mix of 
visual data management and visual alerts. Each room has a white board 
that the care delivery team will fill with the patient’s name, the care team 
information such as name and role, a patient or family contact number, 
the care plan, and the expected discharge date. This component is more of 
the data management type of visual management. The information on the 
white board helps keep the patient informed and involved in their care, 
but it also serves as standardized work for the employee working with 
the patient, or a reference for anyone—phlebotomist, other patient-fac-
ing employee, or leader—who may need to talk with the patient or care 
delivery team. It is just another method to keep everyone on the same 
page and keep the care plan transparent for the patient and the commu-
nication flowing.

You can see in Figure 1.15 the elements of the patient’s white board. 
It is a very helpful tool for the employee, but many of the items on the 
board are helpful for the patient and family. Quality is often viewed as a 
one-sided mechanism where the employees are in control, and they hold 
all responsibility for quality or the lack thereof. That is an antiquated 
view, though. Patients, for the most part, want to be engaged, and when 
information about their care is more transparent (such as being on a white 
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board in their room), they are able to monitor their health status more 
closely and even catch potential errors. There is an entire section on the 
board devoted to family notes so that the patient and family can leave any 
questions or concerns they might have for their physician, knowing that 
the notes will be addressed. There is also a place for home medications, 
or the medications that the patient brought from home that were previ-
ously prescribed to them prior to their hospitalization. This is a helpful 
reminder for employees to know what the patient was taking at home 
and to help ensure the patient does not miss a dose of a normal medi-
cation while hospitalized, and also to prevent adverse drug interactions. 
This section also serves as a reminder both to the employee and to the 
patient to send their home medications back with the patient so there is 
no lapse in their treatment. Many things happen during discharge, and, 
so, it serves as another reminder for the patient and the care team to send 
those medications back with the patient. If you were to walk through 
patient rooms and look at the white boards, you will often find drawings 
from physicians to show patients what is needed to be done or what has 
been done to them during the procedure or surgery. White boards are a 
fairly simple inexpensive tool that are highly utilized to communicate a 
lot of information.

When a patient is admitted and is taken to their room, their nurse 
will do an initial assessment, which includes the white board. The patient 
name, date, and diagnosis will go on the white board immediately with 
the patient engaged in the process. These are small details in the grand 
scheme, but having the patient there reviewing the information on the 
board ensures that the data is correct and that the patient knows their 
diagnosis. All white boards, as seen in Figure 1.15, have the room num-
ber filled in so that patients and families have that number available with-
out having to walk into the hallway to see their room number. This is 
another quality check for employees; when an employee walks into the 
room, they confirm with the board that they have the correct patient 
and room number. The care team will be filled in so that the patient and 
their family know who will be caring for the patient and will be in the 
room. As a care plan is developed, the board will be updated to reflect 
new information.
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Kanban

Kanban is an inventory system that alleviates shortages, wasted time 
searching, and disorganization. Kanban can be used in patient rooms, 
in unit supply rooms, and at the systemic level. Kanban creates visual 
controls by organizing the supplies and making them visible to employees 
and stockers. Each item will have a tote or bin, and the bin will have a 
label that includes the type of supply contained within and the number of 
the supply that is supposed to be present, and at what number a restock-
ing card should be placed in the envelope for the stockers. The restocking 
cards are colored cards that the stocker will collect. These cards indicate 
what supply it is, such as tongue depressors, how much we keep in stock 
and how much to order (if needed), and which vendor to order from. 
The cards are accumulated, and the supplies would be restocked. If the 
centralized storage area is out of a particular item, like tongue depressors, 
they are reordered, and the stocker will keep the kanban card so that when 
the supplies arrive they know which floor and room to take them to. As 
an additional visual cue and communication tool, a different card will 
be placed in the affected bins to inform employees that the supplies have 
been reordered, and with the expected date of arrival.

For example, each room in a particular unit is required to have two 
boxes of nonlatex gloves—that way when one box is empty there is a 
backup, and enough time to restock to prevent a lapse in supplies. There 
would be a bin clearly labeled nonlatex gloves and the number two. The 
kanban card is placed between the two boxes because that is the restock. 
This card will indicate to the user, which could be any nurse or doctor, 
that the bin needs to be restocked when they see the restocking card, since 
the card is placed between the boxes. The card will say nonlatex gloves, 
the quantity that should be ordered, and in which room the nonlatex 
gloves are. The user will then place the card in the designated area. The 
care notifies stockers that one box of nonlatex gloves are needed, and then 
the stockers will replenish the room and replace the card between the two 
boxes. This system keeps the room from ever running out of the supplies 
that are needed.

A ThedaCare clinic re-examined their stocking system after discov-
ering that there was overstocking and expired items in 36 examination 
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rooms and two procedure rooms. The system had been in place for a few 
years and had not been adjusted since implementation. The clinic assem-
bled a team and began an RCA. The team found three different types 
of waste: too much stock, employees searching for supplies, and expired 
stock. Stock rooms may not seem directly linked to quality, but supplies 
are integrated into the entire care process, which means it is absolutely 
essential that items are in a standardized place, that employees know 
where they are, and that the items are not expired. If that is not the case, 
then there is a quality control problem which will impact patient care.

The team did standardized work observations and reevaluated the 
number of items that were needed on hand to be able to provide quality 
care without overstock or expired items. The standardized work observa-
tions allowed the team to identify that the current system was not working 
at the level that best suited the team and patients. In order to reevaluate 
the current system, the team had to use a tool, in this case 5S, to resolve 
the problem. In 5S, there are five areas: sort, straighten, shine, standard-
ize, and sustain (Figure 1.16). In the sort phase, you are distinguishing 

Figure 1.16 5S
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required items from those not obligated to eliminate waste. Straighten is 
the component where the team assesses the remaining items and ensures 
they are in the right order for process flow. Shine is to clean up the work-
space and standardize them by making the changes habitual. Sustain is 
just a reminder that the processes must be maintained to keep the benefits 
going.

After the standard amounts were determined, a kanban system was 
implemented in the stock cabinets. Figures 1.17 and 1.18 present the 
before and after photos. This improved the stock by decreasing waste-
ful overstocking or having expired products. The amounts needed were 
adjusted so ordering items per month actually decreased from $6,610 to 
$4,958. Postimprovement audits found zero expired items in the stock 
cabinets, which means better quality products, less waste from searching 

Figure 1.17 A patient board located in patient rooms for families, 
patients, and employees to use



38 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT

for items, and less waste from over ordering. All of those quality gains 
combined with the cost savings per month for the clinic mean that a 
higher value of care is delivered to the patient. This example illustrates 
how a system of organization for stock is a quality management concern, 
and how addressing even small organizational issues in one clinic can 
improve quality and value for the patient.

Although the kanban system is not directly linked to quality, it is 
a system in place that helps manage quality issues and provides visual 
cues to front-line employees, managers, and leaders, which make it easier 
to provide the highest quality services at the correct time. You can have 

Figure 1.18 The before picture of the stock cabinets in the clinic. 
Items are clustered with similar items, but there are no bins or labels 
to clearly identify where items should go when being restocked
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kanban without quality management, and you can have quality manage-
ment without kanban, but they both benefit when they are used simulta-
neously. Kanban is a tool that can be used to improve and manage quality. 
These types of systems manage small quality issues daily and help keep the 
hospitals and clinics running smoothly, but they also allow the quality 
department to focus on other areas of improvement instead of spending 
time on supplies or stocking issues. Leaders are not wasting valuable time 
solving problems such as a shortage of nonlatex gloves, gauze, or any 
other supply, because those issues are preempted. Kanban keeps leaders 

Figure 1.19 The result of the stock cabinet after the improvement 
project. The cabinets now have bins with labeled locations, and the 
shelves are labeled to create a standard location for each item, which  
is easily replicable by whoever restocks the cabinet or uses supplies
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and patient-facing workers focused on more pressing quality problems 
and on patient care, which ultimately leads to better quality of care.

The key takeaways from this chapter are to build a solid and sturdy 
foundation for the house of lean and many tools and systems that can be 
used to build standardized work. Building standards, and making the new 
 standards habitual, is absolutely critical for other processes. In the next 
chapter, coaching and improvement processes will be discussed; these are 
the pillars that sit atop the foundation. Without the standardized work 
and items discussed in this chapter, the people development and improve-
ment processes discussed in Chapter 2 would not have a foundation to sit 
on. For instance, it would be difficult for leadership to coach staff if there 
is not an established, agreed upon, best practice for that process. This is 
why the house of lean is built from the ground up.



CHAPTER 2

Pillars: Coaching, 
Improvement Process, and 

Data Measurement

Coaching in health care does not differ greatly from coaching in sports. 
A coach’s role in sports is to help the athlete improve his or her skills 
through observation and targeting improvement. This may mean spend-
ing more time in the batting cages for a baseball player, doing more ball 
skills for a soccer player, or lifting weights as a football player. Basketball 
players spend hours and hours shooting thousands of free throws in their 
career, so that if they get one free throw in a game, they know the odds 
are in their favor, and that they will shoot the ball through the net when 
it counts. The coach observes the athletes during their training to make 
sure they are using their best form. This level of detail is performed for all 
athletes on a team. Championship teams are not created without count-
less hours of practice, coaching, and observation. The truth is, health care 
is not any different.

Leaders serve as coaches. Instead of shooting free throws, there are 
improvement processes like root cause analysis (RCA), continuous daily 
improvement, and data. These all serve as the pillars, or walls, of the 
house of lean. There are two pillars in the house of lean: improvement 
process and the development of people. The first pillar is the process and 
second is people development, but without both the roof will not stand. 
These pillars rest on the solid foundation and are methods used to achieve 
organizational goals instead of championship rings. These methods are 
not tools like hammers or a wrench that can be used without skill. These 
are methods that do require training, coaching, and continued attention; 
however, they allow organizations to achieve and sustain improvements.
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Some definitions of quality, which are not all inclusive, can also lag 
behind best practice. For example, if a better practice is identified that 
provides faster, more effective, less costly care for the patient, it is easy 
for the provider, hospital, or health system to make the change. However, 
the problem occurs when practice is not aligned with what the Centers 
for Medicare and Medicaid Services (CMS), or insurers, will reimburse; 
CMS is a federal agency that is under the umbrella of the Department of 
Health and Human Services. CMS administers Medicare, partners with 
state governments to administer Medicaid, as well as insurance and health 
standards. It is much more difficult to change the standards of CMS and 
insurance companies.

A recent example of this is that the formerly known best practice for 
patients with diabetes or heart disease was to control their low-density 
lipids (LDL) to a number below 100. This is the standard that care is 
reimbursed for by insurance companies. This standard is determined by 
the best-known practice at the time. New research now indicates that 
having those patients on the right course of treatment—maximal medi-
cation management—is a better standard of care and a means to measure 
the quality of treatment, but payers have not adjusted their reimburse-
ments accordingly.1 The standard was created with the best-known medi-
cal practice at the time. The American Heart Association or the American 
Medical Society, or others, can release a new standard, but it takes time 
for that standard to be accepted and adopted. It takes time for payers to 
adjust their reimbursement standards, and they have to wait until the 
next renewal period so that they do not change the reimbursement stan-
dard mid-period. The standard that is reimbursed for is now out of date, 
which means providers, hospitals, and quality departments are faced with 
doing what is now best practice for the patient or doing what is best for 
reimbursement. This puts providers and reimbursement at odds, and ulti-
mately, puts patient care and quality at risk.

The right thing to do is what is best for the patient, but sometimes the 
right things or current best practices do not align with what the payers 
expectations are as they are not able to adjust quickly to changes in  current 
best practices in care. The dichotomy between the two puts patient care 
and quality at odds. These gray areas of quality and reimbursement are 
where it becomes very clear that small changes can have a large impact on 
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patient care and hospital policy, and how quality management can help 
an organization provide excellent care by understanding the health and 
financial impacts on the patient and the hospital.

Quality in a lean environment, however, should be clearly defined 
without any ambiguity so people in the organization can understand 
what quality means, and take ownership of quality in their daily work. 
For a lean practitioner and a lean organization, quality is based on the 
teachings of Philip Crosby, a revered expert on quality, who taught that 
conformance to standards and requirements defines quality.2 It is import-
ant to understand whose perspective quality is defined by; quality is either 
defined by the patient or by the patient’s perspective, not by the person 
delivering care. In Crosby’s model of quality, the goal is to accept no 
defects, create zero defects, and pass along zero defects. The only compo-
nent truly missing from Crosby’s model of quality that is present in a lean 
environment is the addition and importance of culture and leadership in 
quality. The reason we include culture and leadership is because we feel 
that without a truly open and supportive work environment, it is impos-
sible to achieve the zero defect goals Crosby defines. We include both cul-
ture and leadership because workers have to feel safe and have no barriers 
in reporting defects, errors, or near misses. If the culture is not free, open, 
and supportive and the leadership is not supportive and engaged, then 
errors will be created, not reported, not resolved, and passed on.

This defect cycle will make employees feel helpless because they are 
unable to have a positive impact on their work and their work processes. 
This issue comes back to a core lean principle in that we must have respect 
for all employees. If the organization is not listening to employees, or 
employees feel like the organization does not act or follow through on 
ideas, complaints, or issues, then the message that is sent to employees is 
very clear—they do not matter. This is top-down, autocratic leadership, 
and it is toxic for quality.

A lean culture is one where every employee is empowered to help 
 identify problems and make suggestions for their improvement without 
fear of reprimand. The entire culture must fundamentally change to one 
that embraces transparent reporting of errors and defects, so that the pro-
cesses that created the errors can be improved. Lean culture requires that 
every employee change the way they approach their work; everyone must 
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move past the “this is how we have always done it” mentality, and embrace 
critical thinking and continuous improvement and incorporate that into 
their work on a daily basis. We cannot stress the importance of engaging 
every patient facing worker. The workers are the gears in the machine that 
keep the whole hospital or clinic going. They have to adopt this way of 
thinking and the problem-solving tools so that they can improve their daily 
workflow and patient care. Organizations must be warned that as employ-
ees begin to trust leaders, feel more comfortable reporting errors, and iden-
tify defects, there will be a rise in incident reports, and numbers will look as 
though they are getting worse. This is not because processes have stopped 
working; this happens because processes that have always underperformed, 
or required workarounds by patient-facing employees, are now being hon-
estly reported. These defects, errors, and near misses should be celebrated, 
but not because they happened but rather because employees identified 
them. In health care, and in quality work, it is easy to move on to the 
next improvement and skip over celebrating a success. It is important to 
celebrate because it contributes to a culture of reporting, providing positive 
reinforcement, and showing employees that they are valued.

In health care, celebrations can be overlooked because once an issue 
is resolved it is easy to just move on to the next improvement project. 
One example of how this was done at ThedaCare was by a cardiac unit 
that created a large tree in their hallway. The tree, its leaves, branches, and 
roots were all improvement ideas the team had identified. This served as 
a way to recognize and celebrate all of the ideas that had been identified, 
and it was displayed in the hallway so the entire unit, other units passing 
through, leadership, and patients could stop and see. The original tree 
(Figure 2.1) is now framed and permanently hung in the unit, but the 
team continues to work on new murals to celebrate.

Every employee, which includes managers, directors, vice presidents, 
presidents, and board members, has to believe in engaging and empow-
ering employees to identify and solve problems. The work environment 
cannot be fully open and transparent until every employee has accepted 
their responsibility to be a problem solver and is supported by manage-
ment to be a creative, inventive problem solver. This is hard to do but 
having leaders that have emotional intelligence, humility, and are able to 
recognize that employees will often have the best answer to the problem. 
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These characteristics help reinforce problem solving. Crosby was mov-
ing in the right direction when he proposed that management and lead-
ership must begin participating rather than supporting,3 but he never 
quite made the jump that we feel is absolutely essential. In a lean culture, 
leadership must be engaged and willing to participate in the daily work 
and the improvement process. As Crosby said, leaders should participate 
in the work of others rather than supporting their work from behind a 
desk or an office door. Different industries have different cultures that 
may—for better or worse—be accepted. In the medical field, physicians 
are taught to be autocratic decision makers, and that mentality can lead 
to undesirable encounters with other medical professionals. Participation 

Figure 2.1 The tree that was developed from completed improvement 
ideas of the employees to show how small improvements across a unit 
can come together to have a large impact
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cannot be an “I-tell-you-how-it’s-going-to-be” scenario, and it does not 
mean belittling staff or using your position or title as a reason for others 
to listen to you. Participating also does not mean developing every single 
solution; rather, it means being on the floor, observing the work, looking 
for gaps, and, most importantly, facilitating the employees to find creative 
solutions to improve their work or identify new areas of improvement. 
A lean cultural transformation cannot occur without active and engaged 
leaders, and leaders cannot be engaged if they are hidden in an office all 
day.

Lean culture is an essential component of quality; without the  cultural 
component, lean thinking can only do so much. By this, we mean that 
an exceptional employee, for instance, an emergency room nurse, could 
identify a problem, and by learning about why the problem exists, they 
can identify the root cause, find a process improvement, or create a stan-
dardized process where one did not previously exist. However, if this 
employee is not supported by their emergency department director, their 
great improvement ideas would go unimplemented. Without leadership 
support, the improvement is never pursued, and the defect continues 
to exist. The department will continue the flawed practice, and this will 
eventually impact the nurse’s willingness to solve problems. This ulti-
mately will be seen in overall satisfaction and quality scores.

This scenario could have gone another way in traditional quality 
management. The nurse identifies a problem and tells their manager 
about it, but the manager entertains the idea and then provides the nurse 
with neither the go-ahead to move forward nor any support. Put your-
self in the nurse’s position; why would you continue to identify areas of 
improvement and develop a solution if you know your superiors will not 
be excited and work to implement the improvement across the depart-
ment? If an employee had an easy improvement idea and hits a dead end 
with no support from leadership, then how is it not feasible to expect 
employees to accurately report errors in that environment? It is easy to see 
how this scenario quickly lowers the morale of those who have a desire to 
learn and improve.

Lean is best defined not as a tool but as a methodology that fosters 
critical thinking and continuous improvement through process-oriented 
analysis. Basically, it means that lean is a method of thinking about prob-
lems where the worker is empowered to ask “Why?” and the leader is 
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expected to ask “Why?” The old adage “give a man a fish, and you feed 
him for a day; show him how to catch fish, and you feed him for a life-
time” is applicable to empowerment and lean leadership. Leaders could 
give the answers (or what they perceive to be answers), or they can teach 
their employees how to be empowered to solve problems and find the 
answers. It is a structured way of looking at a problem and asking the 
following: Why is this a problem? Why did the problem start? Why was 
there not a process in place to prevent this problem? Lean is not a set 
of tools to fix problems, but rather a method of thinking that can be 
applied to all work to improve efficiency, decrease errors, and—in health 
care—provide higher value care to the patient. Many people, even lean 
practitioners, confuse lean to be a toolbox where you can find a prob-
lem and immediately find an Excel worksheet or other document that 
will solve the problem. There are tools that facilitate lean thinking. These 
tools help cultivate problem solving to yield results, but the culture of the 
organization must be one where everyone feels empowered to identify and 
solve problems.

In order to apply lean methodology appropriately and make improve-
ments, an organization must have actionable data. Lean requires that 
improvements and experiments should only be done once a problem is 
truly identified, studied, and well understood, which means diving into 
the data to learn why that problem exists, so appropriate countermeasures 
can be developed and tested.

Measuring Quality

The standard definition of quality, which is conformance to standards and 
requirements with the goal of zero defects, can be used to assess almost 
every component of health care from patient-registration employee to 
health outcomes. Process measures such as completing the appropriate 
protocol for a patient can be measured, as well as health outcomes, door to 
doctor times (how long it takes to see a doctor from the moment a patient 
walks in), patient satisfaction with registration, and more; however, qual-
ity measures fall into two main categories: process quality and patient 
satisfaction. The patient satisfaction survey used at ThedaCare contains 
multiple choice questions that ask patients if they felt their nurses lis-
tened, or if the doctors treated them with courtesy and respect; the survey 
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also has questions that ask patients to rate their interactions with nurses, 
their wait times, and, even about, their meals. These are things that may 
not seem directly related to care in a traditional sense. For instance, if a 
patient is being treated for a broken neck, the courtesy of their doctor or 
the quality of their chicken salad wrap may not be important, but when it 
comes to quality in a lean organization, those are all points at which the 
system interacts with the patient’s episode of care, and they are all areas 
where improvement can be made.

Surveys also provide room for comments to further explain positive 
or negative feedback. This seems like an obvious component to include, 
but it should be highlighted, because it can provide managers and leaders 
with a clearer picture of what went well and what did not go well, and 
how the team can learn from that encounter. Sometimes these freestyle 
responses provide the why behind the ratings. Surveys for these pur-
poses usually contain about 40 questions. The questions cover topics like 
patient demographics, patient experience with all points of care—clerks, 
receptionists, clinicians, nurses. Patient experience includes how they felt 
during the interaction, ease of contacting the office or provider, the ease 
of asking questions, and how well information was explained to them 
and more. 

Although all of the measurable components of quality like wait times, 
test results, and medications errors are intrinsically linked, since they are 
all part of the continuum of care, the expectations from different stake-
holders regarding the measurements vary greatly. In health care, stake-
holders can be the federal government, the state government, other state 
oversight, or other quality agencies such as the Wisconsin Collaborative 
for Healthcare Quality, the insurer, the hospital, the clinic, the physician, 
the patient, the family, and many others. The federal government, spe-
cifically CMS, expects certain processes to occur when treating certain 
conditions such as pneumonia or congestive heart failure. For instance, 
a patient who presents with pneumonia must have blood cultures taken 
in the emergency department prior to getting antibiotics, or for a patient 
with a heart attack, they must have had an aspirin 24 hours before their 
arrival to the emergency department or within 24 hours of their arrival to 
the hospital. These are known as core measures—specific items that CMS 
expects to occur for each diagnosis. Core measures, data collection, began 
in 2001 to measure compliance with current best practice, as defined by 
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a group of stakeholders in health care, to ensure best patient care. Ini-
tially, the core measures were just for heart failure and acute myocardial 
infarction, but now there are 14 CMS core measures that hospitals have 
to collect and report data on.

A patient may not be aware of small process measures that maintain 
health care quality, such as checking the medical refrigerator tempera-
ture twice a day, because these processes are usually behind the scenes, 
and the patient does not come in direct contact with them. Patients may 
understand the required sequential step of needing a blood culture drawn 
before getting their antibiotic started, or that after 24 hours they should 
have their Foley catheter removed in order to decrease their risk of a uri-
nary tract infection, but patients are also going to expect the right process 
to be the standard. They expect health care workers to take the right steps 
to ensure that they are receiving the best care. Patients and their fami-
lies will not likely care whether the box for blood culture was checked 
off on the checklist before they got their antibiotics; the patient and 
their family care that the patient was treated quickly and appropriately 
and received the appropriate antibiotic for their infection as quickly as 
 possible. A patient cares about how they are treated by employees, nurses, 
and physicians; the timeliness of their care; how attentive employees were 
to their needs; how well their health care dollars were used in the man-
agement of their care; and finally, and probably most importantly to the 
patient, that they feel better.

Appropriately completing process measures can and does directly 
impact a patient’s care, but those are “behind the scenes” components of 
health care that patients usually do not see or think about unless some-
thing goes wrong. However, to meet and exceed the expectations of all 
stakeholders (with the patient being the top priority), all measurements 
of quality—process and satisfaction—must be measured, collected, and 
analyzed to provide quality patient care.

Press Ganey

ThedaCare and many other hospitals partner with Press Ganey to under-
stand processes and improve the patient satisfaction aspects of quality. 
Press Ganey is a company that serves as a partner in improving and under-
standing patient care with the ultimate goal of reducing patient suffering.4 
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This type of measurement is not intended to do more than spur “smile 
campaigns” where hospital employees are encouraged to always smile 
or greet the patient at every encounter. Positive attitudes and polite and 
courteous behaviors from employees are valued by patients. Press Ganey 
is used to get data on how patients want to be treated and to identify gaps 
in the care they received and the care they want and deserve. To achieve 
this goal, Press Ganey manages surveys that include questions required 
by CMS, as well as questions targeted specifically at patient satisfaction, 
and questions that dive into the reasons for the patient’s satisfaction or 
dissatisfaction. These questions are chosen based on the priorities of the 
hospital; this may mean wait times are focused on if that has been in an 
issue, or there may be questions added to get to the root cause of patient 
dissatisfaction. 

In addition to providing survey data, Press Ganey offers advice and 
strategies based on best-known practices to improve measures. Press 
Ganey measures the following domains: communication, care team, pain 
management, access, timeliness, and how quickly the patients are seen 
by their provider. At ThedaCare, one of the most common complaints 
received is about wait times. This type of information guides quality 
improvement work and helps target RCA to look into why wait times 
exist and what causes the dissatisfaction for patients. One main reason 
that patients do not like wait time prior to seeing the doctor, or for imag-
ing, or at any point during the care experience is that the wait times are 
anxiety inducing if they are not told why they are waiting. Remember, for 
most people, a doctor or a hospital visit induces anxiety no matter what, 
so the fewer additional points of possible anxiety the better the patient 
experience will be.

To find the root cause for the wait time between getting an ultrasound 
and when the patient hears their results, the team would first recognize 
that this is a point of dissatisfaction that needs to be addressed. The team 
would work through 5 Whys by asking why there is a delay between the 
completion of the ultrasound and the patient’s results. The reason the 
team identified for this could be that getting a radiologist to read the 
ultrasound is taking too long. The team would then discuss what reasons 
could be causing the wait for a radiologist. Those reasons are that there 
is only one radiologist on staff at odd hours, and that physicians do not 
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have a way to know when the ultrasound has been checked and when the 
results are ready. The team discovers that there is no standard process for 
alerting physicians when ultrasound results are ready, and that there is 
often only one radiologist on staff during shifts. They investigate both and 
decide that the root cause is that staffing for radiologists does not match 
the need, and that a standard to alert physicians when results are ready 
is needed. This is a pretty common result from an RCA, where a lack of 
standard and a lack of flow led to wait times.

All health care organizations are required to report HCAHPS (Hos-
pital Consumer Assessment of Healthcare Providers and Systems) to the 
federal government, which means they must collect consumer assess-
ment. The requirement, however, is just the tip of the iceberg in terms 
of information. They can tell you if people are satisfied or unsatisfied, 
but very little is given beyond that. Press Ganey is used at ThedaCare to 
collect the required information for HCAHPS and to find out more of 
the why behind the scores.

Press Ganey is also utilized to measure and report the Hospital Con-
sumer Assessment of Healthcare Providers and Systems (HCAHPS) 
and the Clinical Group Consumer Assessment of Providers and Systems 
(CG-CAHPS). Both assessments are designed to develop standardized 
national data on patient experience, and the participated hospitals, like 
ThedaCare, have their data publicly reported. Although the surveys are used 
to meet a government requirement, or the process component of quality, 
they also help uncover the more complex component of quality—patient 
satisfaction. For instance, consumers can look up HCAHPS scores online. 
They would see that 73 percent of patients reported that their nurses always 
communicated well, and that the Wisconsin average is 82 percent whereas 
the national average is 79 percent.5 Without Press Ganey, that would be 
the end of the information, but with Press Ganey the reasons for why only 
73 percent reported that can be parsed out. They can ask more targeted 
question to find out what parts of the communication process could work 
better, such as medication direction or answering questions.

Without comprehensive surveys, patient satisfaction data would be 
missing from the quality spectrum. In order to provide defect-free care, 
a hospital has to understand where opportunities for improvement exist, 
so they can work toward the goal of zero defects. Patient satisfaction may 
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reveal some defects directly related to patient satisfaction, or it might 
indicate defects in other areas that need exploration.

Creating Information from Data

Many measures are tracked at ThedaCare, but the data must be analyzed 
in order to garner meaningful information from the info for quality man-
agers, unit managers, and others. One method is to create a statistical 
process control (SPC). What differentiates an SPC from a simple run 
chart is the ability to help understand process variation. The SPCs will 
also contain an upper control limit (UCL) and lower control limit (LCL), 
which are key to understanding performance. The UCL and LCL allow 
the plotted information to be taken out of the abstract and put into con-
text so that the variation can be examined; an example of a UCL and LCL 
can be seen in Figure 2.2. Variation occurs, but an important distinction 
for quality purposes is to be able to determine if the variation is or is not 
normal. There are two types of process variations: common cause and 
special cause variation. If the trend is between the UCL and LCL, then 
the variation is considered common cause variation, but if the variation 
extends beyond either limit, then it is classified as abnormal or special 
cause variation, and an RCA—an investigation into the reasons and 
causes for the change—would begin. A longer trend of five data points 
in one direction, low or high, signals a special cause variation, which 
would also trigger an RCA. The pivotal point for quality is that employees 
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should be able to clearly understand normal from abnormal. Once they 
can easily ascertain that information, they can quickly determine what is 
performing well and what needs improvement, or even identify an issue 
early before it escalates into a large quality problem, hurts patients, or 
hurts employees.

It is important to note that this discussion of data is not intended to 
be a primer for data analysis, or even an in-depth discussion, but instead a 
background on the type of analytics used in quality at ThedaCare. Other 
resources will provide more detail on the use, creation, limits, and more. 
An RCA is a methodical way to understand the cause(s) for problems 
that arise (see Appendix 1, “RCA Standard Work”). As the previous para-
graph explains, RCAs are not used for every issue. This method is reserved 
for problems that consistently arise, not one-time issues, and for sentinel 
events. The reason for this is that RCAs are time consuming, because the 
purpose is to delve deep into the cause(s) of the problem. The goal of any 
root cause is to understand why the current state exists, be it a wrong site 
surgery or employee that was stuck with a needle during a procedure. The 
key word in these analyses is why and not who. Figure 2.3 is a thought 
web that shows the process taken for an RCA. The reason you would 
limit RCAs to persistent identified problems or sentinel events is because 
small issues that can be easily solved by a minor adjustment in standard-
ized work should be dealt with using the simplest method. Think of this 
as Occam’s razor, the simplest method with the fewest assumptions and 
moving parts is the best method to pursue. More complex issues such as 
a five data points of below target rates of infection would require a deeper 
investigation, resulting in an RCA being used.

RCAs are a routine improvement activity at ThedaCare and are a 
crucial component to quality. All employees need to know the general 
process for an RCA, so they can all actively contribute to problem solv-
ing and quality improvement in their work and for their patients. RCA 
participants have to understand that the process is not to assign blame 
but to understand why the incident occurred and how to put measures in 
place to prevent it from happening in the future. The flow chart pictured 
in Figure 2.3 as well as the fishbone diagram in Figure 2.4 are fairly com-
mon tools for this process. Fishbone diagrams, however, can be very time 
intensive and can, at times, require more work than necessary to get to 
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the root cause of the problem. Figure 2.4 is a fishbone diagram. It is called 
a fishbone because it has small branches that look similar to fish bones. 
However, it can get time consuming and even do more harm than good 
if people get too wrapped up in deciding if a reason is a second why or a 
third why. Essentially you can get in the weeds, and that can postpone real 
helpful changes. Although these templates are unique they are all based 
on the 5 Whys, which is a series of questions to ask why the status quo is 
the case. For example, if central line infections were increasing in a unit, 
the team would start by asking if there is standard for placing central line 
infections. Then they would ask if that standard has been followed. If 
the standard was not followed, they would ask why the standard was not 
adhered to and whether the standard addresses the problem. These ques-
tions and the tools based on these questions are intended to understand 
why the current condition exists. The key with these tools is to find out 
why not who�

SPCs are a tool widely utilized to interpret quality data, but SPCs are 
only helpful in showing long-term trends. In order to measure for normal 
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Figure 2.3 This is a flow chart that helps determine what level of 
improvement is needed for an issue
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and abnormal variation or to find a special cause variation, a certain num-
ber of cases or data points are required. The purpose of this book is not 
to teach readers about SPCs, but that it is important to know that there 
are different types of charts for different sample sizes and the type of data 
(discrete or continuous).

In addition to studying long-term trends such as average length 
of stay and readmission rates, daily measures such as falls, patient vol-
umes, employees, and others are continuously measured. Physicians and 
employees use daily data to check on their annual targets. For example, 
physicians at ThedaCare have targets to reach for vaccinating at-risk pop-
ulation for pneumonia. By checking their daily numbers, physicians can 
see how many of their patients who are in the at-risk population were 
seen and vaccinated. Daily measures are measures that the work team is 
responsible to document on a tracking tool. These measures will have tar-
gets that the work team will be expected to make adjustment based off the 
information available to them in order to try and meet the metric target. 

Figure 2.4 This is a blank fishbone diagram that depicts where 
concepts like the reason for the fishbone, the problem, are placed. 
It also shows where you map the first cause or why, and then how 
you break down the whys that cause the first why
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Some measures are tracked more or less frequently, meaning hourly, by 
the shift, or just daily—for example, an in-patient unit trying to decrease 
falls after it was identified that the team was struggling to complete their 
purposeful patient rounding from 12:00 p.m. to 3:00 p.m. It is deter-
mined that the employees were unavailable due to lunches and discharges 
during this time frame; the team developed countermeasures to address 
the improvement opportunity and tracked falls during the identified time 
frame to ensure that employees could get a lunch break. The daily track-
ing assists the team in making adjustments and understanding if they are 
achieving their goal of decreasing falls.

Quality Department’s Roles and Responsibilities

The roles and responsibilities of the quality department are integral to how 
the department supports patient-facing employees, practice administra-
tors, and other staff involved in the delivery of care across the system. 
The quality department should not be seen as an outsider who comes into 
what they are performing; in fact, the quality department is made up of 
a multitude of different staff with vastly varying roles and responsibilities. 
The team is all health care professionals with Lori always at the center of 
their work—be it facilitating a state audit or abstracting cardiac data for 
submission to a national data registry. Each of these roles is important to 
our system, but for the context of this book we will focus on several of 
these roles. The quality department should be seen as a support depart-
ment that supports patient-facing employees. They are the eyes and the 
ears for the patient-facing employees because doctors, nurses, and other 
providers are focused on patient care. It is far too much for any one person 
to focus on providing the highest quality direct patient care while simul-
taneously monitoring the overall quality inputs and outputs and trends of 
the departments. Whether it is in manufacturing or health care, providing 
a high-quality result is the product of a team effort, and quality is there 
to support all the teams (Figure 2.5). The quality department serves as the 
connector between the resources and tools available and the operational 
units; they assist operational leaders to improve the quality of their process 
outputs, and the department may not have the answers, but they will reach 
out to networks and others to find the appropriate resources.
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An example of team approach to quality and how quality and the 
people within the department support patient-facing employee is the best 
way to demonstrate how quality supports the system from bottom-up. At 
ThedaCare, the leadership team asked the quality department to evaluate 
the True North metrics, which are the guiding principles that the orga-
nization has decided to focus on to improve quality and decrease cost for 
patients. The True North metrics for quality were focused on the hospitals 
and were not inclusive of the entire system. Isolated organization quality 
metrics means that the clinics and other parts of the system not included 
in the hospital metrics were, in a sense, ignored.

The quality director took this task from senior leadership back to 
the quality coordinator. The coordinators are responsible for many oper-
ational, day-to-day tasks, which include observing units and coaching 
employees. The quality coordinators then began to dig into their data 
to look for gaps in quality and combine them with their observational 
experiences and with feedback and input from the employees they have 
coached and observed. The coordinators and directors found a common 
theme, which would be included of the entire system—reduce harm.
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Figure 2.5 This is the staff web for the quality department that 
shows the leadership and employees who compile the department
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Once a set of identified gaps were selected, the team brought them 
to the business and data analysts. The analysts work in concert with the 
quality team. The quality team can find gaps in reports and scorecards, 
but the analysts are the ones who create those reports and turn raw data 
into information. Once the team has identified the metrics they would 
like to include in the True North, the analysts are responsible for learning 
what is needed for those metrics, determining if it has been measured 
before, and whether or not there is a sound method of measurement. 
One of the tools used in the process is a grid, referred to as mega grid at 
ThedaCare. In reality, it is a decision matrix tool that allows the team to 
understand the who and what for each measure. The who is what payer 
or organization is seeking that information, and the what is the measure 
or quality outcome that is requested. There are a lot of other technical 
components to the analysts’ work about what is needed to even begin 
measuring something, or to have the supporting pieces. Essentially, they 
determine how metrics are measured.

Once the analysts establish which metrics can be measured system 
wide, the quality department takes those to the department’s senior lead-
ership for feedback. After that feedback is incorporated, the quality met-
rics for True North developed by the department are taken to hospital 
senior leadership and the board. Once approved, the True North quality 
metrics will be disseminated. This is where the metrics start to come back 
full circle. The director and the coordinators will present the new metrics, 
what they measure, and why it matters for quality. They will have an open 
and interactive discussion about the new metrics and answer all questions 
patient-facing employees may have. The quality coordinators will then 
reinforce the new metrics by observation and coaching throughout the 
units. The quality department as a whole will monitor the progress on the 
metrics and provide coaching, resources, and support as needed so that 
the metrics can be made.

This example shows how the quality department helps understand the 
quality information, determine metrics that support True North, dissemi-
nate and teach patient-facing employees about metrics, and then support, 
teach, and review metric progress.
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Positions and Responsibilities

Quality Coordinators

At ThedaCare, we use quality coordinators in a few different ways. There 
are two types of quality coordinators: ambulatory and hospital. A large 
part of both coordinators’ role is to support employees, physicians, nurses, 
and so on, for specific quality requirements for specific patients. Coordi-
nators help create a bridge between the quality department and care pro-
viders, which just means that they have direct contact with care providers 
more frequently. The quality department uses the crosswalk discussed in 
Chapter 2 to decide which initiatives will take priority. The coordina-
tors are the channel that is most used to communicate standards and 
best practices. This may mean that new standards or best practices have 
been identified by another unit or another organization like the Ameri-
can Cancer Society, or the coordinators may be addressing a quality con-
cern with a particular unit or floor that requires new or updated training 
to revisit standards and best practices. All coordinators are experienced 
nurses; this is key because the quality coordinators, although not directly 
involved in care delivery, will work with care delivery employees and must 
have enough experience to understand the work, the standards, and the 
industry best practices.

Coordinators are also key observers in ambulatory setting as well as in 
hospital care. It is crucial to catch quality issues before they escalate into 
larger problems—or hurt an employee or patient. Coordinators who are 
out on the floor in the units or clinics observing daily work catch quality 
issues early; they use concurrent chart audits to review and perform qual-
ity checks as the patient is in the hospital getting care. Thanks to work 
done by the data and business analysts, the coordinators can quickly see a 
quality concern and hopefully address the issue appropriately and prevent 
a larger problem from occurring. For instance, a clinic working on an 
improvement project may have overlooked tobacco cessation documen-
tation in the electronic health record (EHR). The coordinators would be 
able to quickly identify this because the scorecards created by the busi-
ness analysts would highlight that tobacco cessation documentation had 
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decreased in the EHR. They could speak with the clinic and go observe 
the processes, and then the issue could be quickly resolved. Traditionally, 
this issue would not have been caught until the end of the month, or even 
every three months, depending on the reporting system.

In order to address an issue, an updated checklist may be distributed 
or a training event may be scheduled, it really depends on the scope of the 
issue observed. Although coordinators coach employees about standards 
and best practices and observed behaviors, they are not there daily to 
uphold those practices. Each practice or unit has administrators that over-
see daily adherence to standards, and those administrators are supported 
by coordinators and updated on any changes to best practice.

For a concurrent chart review, quality coordinators would review the 
chart of a patient currently receiving care. For instance, a coordinator 
could notice that a patient had a urinary catheter by reviewing the cart; 
however, they notice that it has been more than 24 hours and there is no 
documentation to update whether or not the patient continues to need 
the catheter. The coordinator would then connect with the care team to 
find out if the patient needs the catheter, and if they do not, they will 
make sure the care team removes the catheter.

Concurrent chart reviews are an integral part of the work that inpa-
tient quality coordinators do. This is a large reason why quality coordi-
nators need a clinical background. Chart reviews require knowledge of 
care processes to understand what may or may not need to be completed, 
so they can identify when information is missing or if a test should be 
run. Coordinators also review and audit the Center for Disease Control’s 
Vaccines for Children (VFC) Program. This program helps populations 
of children receive vaccines that might not get vaccines because of an 
inability to afford immunizations. The state’s health departments provide 
the immunizations and oversee the program. Many families rely on the 
clinics to provide these VFC immunizations, so it is important that the 
program is run correctly and each clinic meets state requirements so that 
program funding is not taken away. Coordinators continuously review 
this program with standard work observations. The quality director goes 
to many of the clinics to observe as well as to stay current on the pro-
gram and to serve as a resource and support employees administering the 
program.
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Quality coordinators are all registered nurses, but they each have 
been at ThedaCare for many years. They also have the unique experi-
ence of working for the health plan that ThedaCare once owned and ran 
as care coordinators. Their knowledge and experience from the health 
plan is a valuable asset in understanding payer requirements and expec-
tations. Coordinators should have clinical, leadership, and, if possible, 
care management experience. Key attributes for coordinators are strong 
communication skills and the ability to build teams and foster effective 
relationships.

Another component of coordinators’ responsibilities also involves 
standards, and that is the Patient Care Review (PCR) team. The coor-
dinators are part of a team that assesses missed opportunities—or com-
plaints—that can be generated from nurses, doctors, patients, and even 
relatives of patients. The coordinators review the complaint or concern 
and the associated chart, and then create a summary of the issues to pres-
ent to the PCR team; the team will then determine whether there is suf-
ficient concern to warrant a full review and audit.

The major differences between ambulatory quality coordinators and 
hospital quality coordinators is that the latter work closely with data 
in EHR, CMS core measures, and concurrent chart review associated 
with core measures. The hospital measures are predominantly centered 
on acute care delivery and procedures, while the ambulatory coordina-
tors have a much greater focus on preventive disease measure and health 
maintenance issues. Due to the knowledge base required and the level of 
teamwork needed between the coordinators and the care delivery teams, 
at ThedaCare it seems to work best to have two separate teams. At The-
daCare, the hospital quality coordinators spend a fair amount of time 
abstracting information from the EHR about core measures to submit 
to CMS. Once the EHR system is updated to incorporate that func-
tionality, hospital quality coordinators will be able to spend more time 
coaching, observing and performing concurrent chart reviews. Hospital 
quality coordinators do real-time reviews of patient charts, again check-
ing for core measures. This is done for two reasons: First, it is beneficial 
to have a second pair of eyes overseeing the quality of care for patients 
to ensure that processes are being followed and quality is ensured for the 
patient. The second reason is that concurrent reviews highlight patients 
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that have care that is related to CMS core measures to ensure that the core 
measures are met for that patient. Retrospective chart review is helpful 
for identifying problem areas and training to prevent them, but by doing 
a concurrent review, the hospital quality coordinators can identify prob-
lems, address them, and train and adjust to prevent them in future while 
the patient is still being treated.

Business and Data Analysts

Quality can be viewed from many perspectives, but it is crucial for direc-
tors, managers, and coordinators to have accurate and accessible data that 
can be easily made into information that can support unit employee. We 
will not use the terms data and information interchangeably because they 
are not the same thing. Data refers to the raw information collected from 
patient surveys, the raw number of patients seen by a certain physician, 
in a clinic, or in a hospital and abstracted from the EHR. Information is 
what can be derived from data once it is analyzed. Information tells us 
what percentage of patients seen by a particular doctor have their required 
pneumonia vaccination called Pneumovax, and if that provider is improv-
ing toward the organizational target, or if they are more than two stan-
dard deviations from the group mean. 

The crucial difference is that data are just raw numbers that need to be 
changed and made into actionable information, but you must first have 
data in order to attain information. Data collection is a double edge sword 
as too much info can paralyze, and on the other hand, a leader  cannot 
skip data collection and hope to jump to the information phase where 
you can understand your current state. This does require a large level of 
data technical ability and system infrastructure. ThedaCare has had an 
electronic medical record (EMR) for 15  years, and they have  leveraged 
that tool to collect data. They use patient surveys and Press Ganey to 
 collect as much data about patient care, the care continuum, and out-
comes as they can. The second part to this data and information picture 
is either having an in-house data analyst or an outside company who can 
turn the raw data into information with little lag time, if not in real time. 
These are two very large technological and technical investments that are 
absolutely required to bring the quality of care to the next level.
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Business and data analysts are critical for ThedaCare and the entire 
quality department, because they create the reports, charts, and analysis 
that provide not just data but the information employees need to con-
tinue to provide quality care. They were very close together to make sure 
that the data sources are consistent and meet the needs of the patient-fac-
ing employees. Data analysts are mostly involved in the programming of 
the data; they work with the data structure and the processed data. They 
extract the data and transfer it for the business analysts to generate the 
reports. Data analysts look to create greater efficiencies in data collec-
tion and maintenance and for ways to further standardize data. Business 
analysts’ primary role is to turn data into information; they will gather 
the requirements for the metrics. They work with the operational leaders 
to understand the business use for the data and then take the data from 
the data analyst and operationalize it into useful information. They assist 
the end users in understanding the data, and help guide them to answer 
their need. Business analysts help identify and call out gaps in processes 
from monitoring data sources. They generate reports or programs to help 
visualize the story from the data for the users. The business analyst is a 
go between for the business owners (operational leaders) and the technical 
side of the data abstraction and collection.

Employees depend on certain measures like infection rates or the 
number of patient falls to be in real time, but the goal is to eventually 
have all data in real time with no lag or gaps between information and the 
point at which the event occurred. Employees are better equipped to curb 
infection if they can be alerted as soon as the first or second peculiar infec-
tion is documented. Real-time data allows employees and improvement 
teams to be more responsive and, for quality concerns, to be dealt with 
more quickly. Some quality measures are looked at on a daily basis in each 
unit, some measures such as a fall or injury are looked at immediately, and 
the analysts are a vital part of getting and understanding this data. Before 
the data analysts’ position was created, employee managers and directors 
were expected to analyze departmental data and report to their teams. 
The problem with this situation is that most employee managers are not 
trained nor do they have the data background needed to do that job, and 
it meant taking those leaders out of gemba and putting them behind a 
computer desk. Without full-time analysts, the managers, coordinators, 
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and directors would spend substantially less time in gemba observing and 
coaching resulting in poor quality; hence, it becomes the quality depart-
ment’s responsibility to ensure that the important quality information is 
accurate and at their fingertips.

It is the responsibility of the business and data analysts to understand 
the criteria necessary for certain measures, the definition of each vari-
able, such as the time of the day or day of the week that the patient was 
admitted that may influence outcomes. Data analysts know what inclu-
sions and exclusions are necessary for reports such as the age parameters 
for measures; some measures only include those of age 18 and above 
and under the age of 65 years that have a specific list of health care 
condition codes, disease registry codes, or procedural codes. Variables 
are factors that could impact the outcome of a measure. This could 
mean age, race, sex, or other health conditions. These variables help the 
analyst understand variation. The quality analysts are also responsible 
for creating reports, charts, graphs for the quality department, and the 
leadership dashboards that are viewed daily. Another infrastructure or 
systems investment that had to be made at ThedaCare, in order for the 
data analyst to have quality data to work from, was to have standardized 
definitions for a fall, infection, medication error, and many others, so 
that a fall in the cardiac department means the same thing as a fall in the 
geriatric department or cancer department. This goes back to removing 
ambiguity from quality definitions and making the inclusion and exclu-
sion criteria explicit. Everyone has to understand how they are included 
in a metric, or why they are not included in a metric.

The analysts know the data very well, because their job is to work with 
the data and create usable information from the info every single day. 
They dig deeper into the data, and ThedaCare pinpoints and finds where 
the targets and realities do not align, and digs down to a granular level to 
help determine the why behind the results; if they cannot determine the 
why based on current and even real-time data, they can report to manag-
ers to inform them that an issue exists and that a more detailed approach, 
such as an RCA, might be required.

The targets that the analysts keep their eyes out for are determined 
by the metric falling into one or more of the following categories (if 
applicable): 20 percent defect reduction, top one-third, or a statistically 
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significant move in the metric (in the correct direction). You have to have 
trustworthy data and analysis, which requires high-quality data collec-
tion and a professional analyst. The organization must have, known and, 
defined variables, enough cases in the sample, and have reliable and test-
able results. Even in an organization like ThedaCare that is years into 
their lean journey, physicians will challenge the data and the information 
garnered from it—and that is not necessarily a bad thing. This means 
that the metrics and reports produced must be credible. Once you prove 
to physicians that this information is high quality and reliable and it is 
there to help them—not punish them—they will begin to accept this 
new method. In the end, the high standards of data and information help 
physicians perform, and the rigor that the physicians apply with their 
initial skepticism ultimately helps drive higher quality reports. All of these 
things benefit quality and, more importantly, the patient.

There are many requests for quality information and data from all 
over the organization, but the time of the analyst must be prioritized, 
and it is not efficient to duplicate work. Therefore, the director will sift 
through requests to determine which requests are high priority and will 
have the largest impact, but there is an expedited process for injuries or 
safety concerns. The director participates when needed or possible in 
rapid improvement events (RIEs)—an event that lasts a few days that 
includes employees, subject matter experts (SMEs), and sometimes phar-
macists and patients to address a defect—and RCAs. RIEs are intense 
four-day long events where the RIE staff, generally at least one person 
from each part of the process that will be impacted, meet and develop an 
ideal state or target and then search for the root cause of the problem or 
issues that currently exist and develop an experiment or pilot to address 
the problem. Rapid implies that the changes are implemented now, in 
your work. RIEs are rewarding and can have a large impact, but they are 
intense with many moving parts and can be emotional for those involved. 
The director’s involvement should help keep the event focused on the 
processes and questions to facilitate the group while they are develop-
ing an experimental solution. It is important to note that the role of the 
director in RIEs and RCAs is to support, observe, and ask questions to 
facilitate discussion; this model varies from organizations without lean 
where leaders and directors are often the people in charge and directing 
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orders, rather than observing and facilitating while the employee leads the 
improvement work.

Quality Director

At ThedaCare, a quality director is a health care professional that has 
background and experience to understand the processes used in the deliv-
ery of care in the clinic or hospitals and to understand the patient flow, 
within a health care system. The skills or attributes for this role would 
include having strong communication skills, the ability to develop highly 
effective teams, and good personnel management skills. To work in a lean 
environment, the director really should have a theoretical and working 
knowledge of lean and six sigma. They should understand how to use the 
tools first hand as well as how to support employees and be a resource. 
A quality director must have a clinical background and have a master’s 
degree in some health care area of health care or an MBA program. An 
additional skill that will help the director be successful is to be able to see 
and understand defects and waste. 

This skill is valuable during gemba—observing the work where it is 
actually occurring. This role also requires someone with experience in 
management or leadership in addition to a clinical background in order 
to have developed their emotional intelligence and their ability to quickly 
build trust with individuals that they do not have previous relationships 
with. The quality directors are expected to work with  payers—private 
and public. They must have an understanding of the interrelationship 
between health care delivery and the payment or incentive models for 
reimbursement by the payers; this knowledge and working relationship 
is required so that quality information can be provided to the divisional 
leaders to help them make resource and improvement decisions based 
off clinical quality gaps and payer payment models. This may mean 
ensuring that the required measures are reported to the correct entity, 
or understanding the risks of contracting with new or old payers and 
employers; the world of payers is often something that clinical profes-
sionals have little experience with, but as new payment reforms emerge, 
such as the Affordable Care Act, Meaningful Use, and private payer 
requirements, it is a large component of the quality director’s work. 



 PILLARS: COACHING, IMPROVEMENT PROCESS 67

Although the payer component is large, the quality director mainly 
focuses on leading teams of people (coordinators, managers, analysts) 
and identifying, with other clinical leaders, what metrics are important 
to each division and patients. The quality director has a standardized 
calendar that includes the Patient Care Review Committee, Quality 
Oversight Committee, and the Quality Council meeting and other divi-
sional leadership meetings. The directors will also have other areas of 
responsibility outside of the realm of clinical quality, which will also 
create calendar obligations. These committees and meetings are where 
discussions of larger issues, broader improvements, and general concerns 
can be discussed with divisional and senior-level leaders. The initiatives 
or gaps in quality discussed in these meetings have either been identified 
or the root cause at the unit level or a strategic initiative is now being 
delegated to a subcommittee for work. Through this process, we really 
try to support the bottom-up approach of lean, where the people closest 
to the work or the root cause of the problems can make the improve-
ments to resolve the issues.

Data is a big component of quality at ThedaCare, and the quality 
director is part of the process for determining what metrics are important 
for the organization to track. This is a very important role for a data-
driven organization; the goal is to track as many of the outcomes that 
will be helpful, but it takes resources and time to get the data collection 
structure built and work in the data collection into standardized work. To 
determine what metrics to invest resources into, the quality director and 
others will look at who is asking for the measures; for example, the metric 
could be how many diabetes patients have their cholesterol under control. 
CMS believes that not enough patients on Medicare are in control of their 
cholesterol, so they require control information to be submitted to them, 
and several private payers want that metric as they understand that main-
taining an LDL to less than 100 is important as well in reducing patient 
risk of heart attacks and strokes. A metric that has three organizations that 
want it will likely be prioritized over other metrics that are only asked for 
by one or two organizations. To understand which organization or agency 
is asking for what measure, and the commonalities between the required 
measures, ThedaCare uses a crosswalk, pictured in Table 2.1. A crosswalk 
is really just a matrix where you can align things across two axes. The 
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crosswalk helps prioritize what measures will be added and monitored 
and to see which metrics would have the largest impact and meet the 
most requirements. In general, the director and other leaders try to look 
at all measures that could apply to an issue that organizations are wanting 
data on, and they try to make the best decision at the time while consider-
ing what future and possible government regulations they might require.

While we have identified some of the activities of the quality direc-
tor, their biggest area of responsibility lies in improvement work. Value 
stream mapping helps gain a big picture idea of how a patient goes 
through the hospital from the first phone call to discharge. It can also 
help map out processes of employees. Simply stated, a value stream map 
is a visual representation of all the activities in a process from start to 
the end, for what is generally called a product family. The director helps 
create value stream maps, which are used to identify defects or waste for 
improvement at the unit level. For example, think of a patient that pres-
ents to the clinic for a routine physical. From the time that the patient 
walks in the door and is greeted by the registrar to the time the patient 
walks out the door with their new plan of care is an entire product family. 
Each step in that process, including making the appointment, insurance 
verification, health care questionnaire and paperwork, rooming, physi-
cian exam, ordering lab tests, and completion of the visit, is mapped to 
identify both value and nonvalue-added components.6 Nonvalue-added 
components are those that do not improve value for the patient. Fol-
lowing the analysis of the current state value stream map, a future state 
is identified. Removing as much of the nonvalue-added process steps as 
possible, which may mean redesigning processes entirely, develops the 
future state. Nonvalue-added steps, which are plentiful, can be a patient 
waiting to be roomed, an employee going to get supplies, a patient being 
asked the same question multiple times by different people or on differ-
ent forms, or duplicative steps in registration.

Figure 2.6 is a sample to demonstrate what is included in the value 
stream that starts at the supply line and goes through the steps in the pro-
cess until the product makes it to the consumer. You first map the process 
as it is currently used, and then include all of the current steps. Then the 
team would look at the value stream and try to remove any unnecessary 
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steps to streamline the process. A value stream map can be used for any 
process, for making a car, making a sandwich, or providing health care.

Department Role in Improvement

Supporting Improvement Work

The constant drive to improve processes and care delivery is what creates 
the momentum that keeps lean hospitals moving toward better and better 
care for patients. The quality department plays a large role in improve-
ment work by supporting units and other leaders, identifying areas of 
improvement, and determining goals and targets. The department also 
monitors daily other measures like infection, and unit managers watch 
these indicators too, but the quality department monitors these measures 
and if a problem appears, they connect with the unit to see what is going 
on, if they have begun to address the issue, and if they need help or sup-
port. This is in contrast to the typical role of the quality department: 
monitoring all quality issues, determining solutions, implementing solu-
tions, and owning all improvement work. The previous sentence uses the 

Figure 2.6 This is a value stream map that displays the core 
components that should be included when creating a value stream 
map with a process. It shows the start (supply line), the process steps 
(which can be more than four), and the output which is given to the 
customer
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term solution broadly because in order for a countermeasure or a solution 
to work, it must address the root cause of the problem and be manageable 
by those who perform the tasks. This is difficult to accomplish in the 
traditional antiquated system of quality management. A countermeasure 
can be used as a stopgap solution to immediately alleviate or reduce the 
risk of harm until the true root cause can be identified and a solution be 
developed and put into place. Some defects can wait for a more developed 
plan, but defects that are related to safety should be addressed quickly in 
order to prevent harm.

At ThedaCare, the quality department makes an effort to not be the 
owner of improvement work. There are two reasons for this. First, as we 
alluded to before, it does not make sense for someone (the quality depart-
ment) who does not do direct patient care or have patient interaction 
(seeing patients, admitting patients, laboratory testing) to be responsible 
for the changes made to improve the work. The quality department does 
not have to live with those changes daily or integrate the changes into 
their standardized work. It makes more sense to let the people who do 
the work every day to lead the improvement work and own the changes 
because they know what parts of the current system do and do not work; 
they know where improvements should be made. The quality managers 
do not know which supplies the nurses cannot find easily, where medical 
assistants have to create workarounds, or where the EMR does not allow 
communication between departments. Part of the improvement process 
is to study the implemented changes and adjust to further improve. This 
model is called PDSA, or plan, do, study, act. The employee that does that 
work every day and has observed new changes is best equipped to make 
adjustments and improve the process further.

The second is that having management, and in this case another 
department, step into a unit or clinic to manage their work without giv-
ing the workers ownership is not lean management. That is a traditional 
top-down model of management and it is an excellent way to make 
employees feel like they do not have control of their work and to decrease 
morale. Engaging employees and empowering them to improve their 
work and own their work will increase morale and improve employee 
satisfaction.
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The quality department does strive to support and facilitate improve-
ment work. This is accomplished by quality employees (managers, coor-
dinators, and the director) getting involved in RCAs, RIEs, participating 
in gemba (where new ideas are brought forward and discussed), and 
seeking out and eliciting the expertise of SMEs when needed. The qual-
ity department is there to facilitate discussion and support patient-fac-
ing employees, so they can get to the best result; that may mean asking 
more questions to get to the root cause of an issue, or asking questions 
that get the employee to look at the problem differently, or providing 
relevant knowledge gained from improvement work done in another 
unit or clinic. Additional support may include training other employee 
members once the process has been improved. The role of the quality 
department in improvement work is to simply support the employee in 
the capacity that they need. The quality department also has the respon-
sibility to keep their eyes on all of the other quality measures that are 
not the main focus of the divisional leadership teams and to raise the 
flag when a quality measure becomes an issue and alert the divisional 
leaders giving them an opportunity to act before the measure runs out 
of control.

Prioritizing Improvements

Once you know how to look for waste and defects, you will find them 
everywhere. This is both a good and a bad thing because the improve-
ment opportunities are endless, but they can become overwhelming and 
difficult to sift through. Nurses, doctors, and others will see improvement 
opportunities everywhere, but the improvement work needs direction 
and coordination with department, division, and system strategic goals, 
or else it will become unmanageable and lack the needed resources to 
execute the improvement work. The quality department and patient-fac-
ing workers could find waste and improvement ideas anywhere they 
look, and if you asked any of them if they knew of any improvement 
ideas, they would have a long list of suggestions. The key to developing a 
strategic improvement initiative across a hospital or health care system is 
to focus improvement efforts on specific targets and goals. It is important 
to encourage employees to continue to identify problems while gently 
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explaining why improvement ideas must be aligned with organizational 
goals or prioritized based on importance and impact. Leaders should 
keep employees engaged, and that engagement hinges on the employee 
trusting that leaders are listening and removing obstacles and focusing 
on the needs of the team.

The term patient facing is used instead of frontline to describe care 
team members who work with patients because frontline has a military 
connotation; its use suggests that those workers are at war with their 
patients, rather than partners in their care. At ThedaCare, the guiding 
principles of the organization are True North, which focuses on finance, 
quality and safety, the customer or patient, productivity, and employees. 
True North has an organization-wide set of goals; these goals are deter-
mined by senior leadership with the input of many employees and stra-
tegically deployed to each division. ThedaCare recognizes that the chief 
executive officer (CEO), chief financial officer (CFO), chief operating 
officer (COO), and vice president (VP) cannot move the metrics, but 
they can support the management and employees so that the goals can be 
met and provide resources for improvements.

At ThedaCare there is a corporate visual room that anyone can visit 
that has all of the True North metrics, goals, and even the number of 
employee injuries posted on the walls. These are not charts and jargon 
that only senior employees or analysts can understand; these are metrics 
that can be understood within five feet and five seconds. The North Wall 
holds all of the information the organization has decided is important 
for True North; this serves as their mission and vision wall. The South 
Wall holds all the run charts that are connected to other organizational 
strategies. The performance of those strategies is demonstrated by the 
run charts, which identifies the owner and shows performance trends 
and  targets. The West Wall is True North performance; it contains each 
metric related to True North, the metric performance, the owner of the 
work, and what is currently being done to achieve the True North target. 
The West Wall is like the grounding wall; you know your mission and 
vision from the North Wall, but the West Wall puts it all in perspective 
and reminds the team of how the mission and vision will be achieved. 
The meeting rules are posted as well. The East Wall currently houses the 
work-wait board, which is where you see what work is being done and 
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what work is currently on the back burner and needs to be done, or would 
be great to do.

Once the targets are set, they roll down to the divisional level man-
agers. The divisional level leaders have their own visual room where they 
take the organization’s goals and targets and break them down by services 
such as cancer or cardiovascular services. They look at how those groups 
can contribute to True North. Then the metrics are taken to the unit 
level; the targets are now specialized to metrics such as patient wait times, 
diabetes patient eye exams, or providing the pneumonia vaccine to at-risk 
patients. These goals at the unit level all contribute to the organizational 
goal of improving quality. The metrics are posted at the unit, divisional, 
and organizational level, and each metric has an owner—one person 
who is responsible for follow-up and where questions and ideas can be 
directed. Although the executive leadership sets the goals for the organi-
zation, it is only through the work at the unit level that the organizational 
metrics move. A real system of supportive engaged leaders is needed to 
have a coordinated system-wide improvement effort.

This system inevitably means that some improvement ideas are not 
addressed, but there is a system to choose which ideas to pursue. Keep 
in mind, however, many small improvements are made at the unit level 
every day that contribute to productivity that is owned by a unit mem-
ber and monitored and followed through by unit members and leaders. 
In 2011, the cardiovascular unit at ThedaCare had a target of 220 unit 
improvements a year. That is the daily improvement organizations should 
strive to have, but some improvements require larger time commitments, 
labor hours, and unit collaboration or facilities involvement. When these 
improvement ideas are brought forward, they need to be assessed to 
ensure that they positively impact patient care and improve metrics for 
the unit, division, and the organization. Net promoter score, which is a 
customer loyalty and satisfaction index, and Press Ganey, are consulted 
when assessing an improvement idea to gain a clearer understanding of 
how the issue is affecting quality, patient care, and more. Safety issues 
are an exception to this process because they are assessed immediately so 
they can be addressed as soon as possible, since safety is an issue that can 
lead to direct patient or employee harm. The following figures are Pareto 
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charts; these are used to break down data into manageable, digestible 
pieces. Pareto groups common themes and allows managers to visually 
see where the biggest group of problems exists. For example, this will 
show managers that infections after surgery have increased, and then by 
surgery, or building, or unit. This allows resources to be allocated in a way 
that targets the biggest issues at the source of the problem.

Once an idea is thoroughly examined and the data suggests that there 
are other areas that could have a larger impact for patients and would be 
less difficult to accomplish, the idea is taken to the PDSA level to develop 
a problem statement, goals, and target state. A tool used for the PDSA 
cycle is an A3, which is a problem solving tool that helps a team think 
through the current state, desired state, the gaps between those states, and 
countermeasures or actions to address those gaps. It is easy to know an 
improvement needs to occur, but it is helpful for the team to write down 
and define the problem and their desired outcome. Once those two are 
well established, the team can develop countermeasures to help achieve 
the desired state and put the ideas on paper. Then the idea would be taken 
to operations and oversights, which consists of the COO, chief marketing 
officer (CMO), and VPs, and they would review the idea and determine 
if it should be pursued, put on the hold, or kyboshed.

For large improvement that involves various parts of patient care, 
different units, admissions, and other aspects are difficult, near impos-
sible to do without leadership support from the CEO down. However, 
units in organizations without a lean management system can still achieve 
great results and make improvements that impact their daily work and 
the patient. Start in one department and engage employees; once that 
unit’s employees see that this process can improve their daily work, they 
will become more engaged and start asking for more and looking for new 
opportunities. Other departments will see improvements and start asking 
questions about what they did. When contemplating whether or not to 
start addressing process issues and to empower employees to become daily 
problem solvers, simply ask, “If not me, who? If not now, when?” It has to 
start somewhere, and lean is about applying a scientific method to quality 
improvement. So, you should start with a small pilot or experiment and 
then learn, adjust, and study it all over again. Once a unit starts showing 
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results with better quality, improved budgets, less medicine reconciliation 
errors, or higher patient satisfaction, the unit can invite their managers 
and vice presidents to visit daily meetings to see the improvement and 
observe the changes. Change can start small, and starting small allows you 
to learn and adjust and then spread the improvements, but change must 
first start somewhere.



CHAPTER 3

Roof: True North, 
Sustainment Culture

Lean methodology is by no means the magic wand to improve quality in 
health care. An organization cannot expect their problems to be magically 
fixed after taking a few lean seminars, or doing a few rapid improvement 
events (RIEs) or root cause analyses (RCAs). Lean and other continuous 
improvement models provide the tools and methodologies that facilitate 
problem solving and critical thinking, but the tools are not enough to 
transform an organization.

The culture of the organization must be one of trust and empow-
erment so that employees are free to identify and solve problems with-
out fear of shame and blame culture. An organization’s culture is just 
a product of the experiences the employees, leaders, and even patients 
have while there, but that means that the culture is ultimately molded 
by the management system in place.1 The culture will make or break a 
lean transformation. Without changing the culture, lean tools will only 
get an organization so far. Improvements can be made without cultural 
change, but employees will not be empowered and will lose motivation 
and energy to continue to fight for changes. Employees have to be sup-
ported and to feel valued, and that only happens with a cultural change. 
The culture component to lean allows employees to take pride in their 
work because they own it, and they are rewarded for their initiative. A cul-
tural transformation requires the willingness to reassess job descriptions, 
roles, and responsibilities because as improvements take hold and old cul-
tural practices are replaced, the function and role of each individual will 
inevitably change.2

The shame and blame culture ultimately prevents improvements from 
getting off the ground, and it limits the longevity of the improvement 
after they have been executed. When the culture of an organization is 
dysfunctional and at the most basic level, it prevents problems from being 
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identified, addressed, and resolved, it also permeates the patient experi-
ence. If patient-facing workers feel unsupported, if they have low morale, 
or if they are frustrated by the problems they face and are unable to fix 
them, patients will notice them, and it will impact their perceptions and 
even their care. The patients and their families will observe this dysfunc-
tional work environment and their experience of care will be impacted, 
their opinion of their provider will be impacted, and they may be afraid 
to bring forward concerns or issues after witnessing bickering colleagues, 
anger outbursts, or the lack of coordination among their team (Center for 
Advancing Health). The environment permeates all aspects of care that 
cannot be ignored if true transformation is the goal.

Although culture is critical to the success of lean, it can be a painful 
process to actually change it. Anyone who has ever tried to change a habit, 
such as nail biting or smoking, knows that it can be difficult to stop the 
undesired behavior, and even if you do change the behavior, it can be very 
easy to slip back into the old habit. David Mann differentiates between 
breaking and extinguishing habits. The same is true for the culture of a 
hospital—it is difficult to change, and once it has changed, it is easy to 
slip back into old cultural practices. Employees become accustomed to 
working around problems, not reporting them to management for fear 
of reprimand, or not working collaboratively to solve problems. Culture, 
experience, and behaviors are all interconnected. Culture builds and 
shapes behaviors, and behaviors shape experience (Figure 3.1).

The Bridges Transition Model is a great tool to use when planning 
organizational change. The model outlines three steps of transition.3 The 
first is a fear of the unknown, denial, anger, and a sense of loss. It is 
important to remember and acknowledge that the forthcoming changes 
could mean that people who have been co-workers for many years may be 
separated by new facilities. Or, unit upgrades and renovations may mean 
that the employees who have worked there for 20 years may be losing the 
facility that feels like home. The second step is resentment, low morale, 
and anxiety. Resentment may be targeted at higher-up leaders or it may 
be targeted at direct supervisors or even co-workers. It is important to 
recognize where these feelings are coming from and to coach and support 
employees through them. The third step in the model is high energy, open 
learning, and renewal of commitment that come with the beginning of a 
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new chapter or opening of a new building. Employees will be excited and 
eager but only after they have moved through steps one and two. Each 
employee member will move through the model at a different pace. One 
team member may already be in step three when another member is only 
in step one. The leader’s job during transition is to identify those who are 
having trouble moving through the transition and give them the support, 
comfort, and training they need to be able to progress.4

Change impacts leaders as well. Leaders will move through the transi-
tion model just like employee members, and they must be acutely aware 
of their feelings and attitudes. A leader with anger, resentment, or low 
morale can inadvertently instill fear in their team, act resentful for them, 
or miss important coaching and support opportunities.

Employees will, like all humans, want to resort back to what is com-
fortable. They will want to do what they know and feel comfortable 
doing. The role of leadership is to step in and make the transition more 
comfortable and to coach and support employees through changes. David 
Mann calls this cultural inertia, which means that to maintain improve-
ments there must be a management process, like coaching and observ-
ing, to support the changes. Managers should be on the floor—not in 
their office—so they can support employees, ease fears, and smooth the 
transition. Managers can observe and coach employees to new standards 

Figure 3.1 An illustration of how experiences drive behaviors and 
create a culture

Experience

Behaviors

Culture
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and help keep people from sliding back into their comfortable old hab-
its. Coaching in this example does not mean telling employees they are 
wrong; it means asking them how they can help them do their job better. 
What is keeping them from doing an even better job each day? Are there 
problems with the new standards?

Do be warned, management presence is a double-edged sword. It is 
necessary to help support changes, but it can also be perceived by employ-
ees as management hovering, watching over their shoulder, microman-
aging, snooping, and being aggressive. Their feelings are not wrong and 
should not be disregarded. If managers just hover over the shoulders of 
others, point out mistakes, and tell people how they can do their job 
better, it will not go over well. That is not a successful way to change an 
organization. The change has to start with leadership. If managers are 
not supportive, engaged, co-operative, actively listening, and more, the 
employees will view their presence negatively. Do note that some employ-
ees will view their presence negatively regardless of how the manager 
behaves and supports employees. Hospitals may lose employees who are 
unwilling to change, and that is to be expected. Change is hard on every-
one, and we want it to be clear that this is not a painless process. The 
quality rewards of transformation, though, can be incredible. The results 
that can be achieved through a lean transformation can increase patient 
and employee satisfaction, as well as care outcomes.

Building Emotional Capital

The need to prepare employees for change cannot be stressed enough. We 
often hear about building human capital with training, education, and 
conferences, but we rarely hear about building employees’ emotional cap-
ital. As we said earlier, going through organizational changes will create 
tension, there will be rough patches, and your employees will be faced with 
new and uncomfortable routines. It is important to build their  emotional 
bank, so to speak, because as leaders we will be withdrawing on their 
emotional bank as we work through the changes in the improvements. 
It is important that leaders recognize the emotional impact that changes 
can have on employees. Managers need to provide positive feedback and 
support prior to any changes so employees have a repository of positive, 
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supportive, and encouraging thoughts to pull from during difficult times. 
This requires planning. The organization must plan changes thoroughly 
and give managers enough time to prepare workers for changes and their 
emotional capital. Assessments can be completed to determine a team’s 
readiness to undertake large changes. The readiness assessment can provide 
affirmation that the team is ready to take on large projects and let readers 
know what previous work the team has done, which will prepare the area 
or team for substantial changes that often accompany improvement work.

The readiness assessment looks at how large and complex the value 
stream is, other stakeholders that are involved in this value stream that 
might be impacted by changes, leadership structure and length of time 
the leadership structure has been in place, system structure, and system 
and personnel barriers. There is no quantitative way to assess this infor-
mation. The best one can do is observe the processes and for people to 
see each of these categories in motion, as well as talk to employees and 
leadership to understand their acceptance level.

This may sound strange to some, but the concept of building up or 
stockpiling positive emotions and experiences is not a new concept. James 
C. Hunter describes building the emotional bank of employees; basically, 
Hunter argues that large organizational changes will take from employee’s 
emotional banks.5 You have to deposit positive, truthful, and encourag-
ing support into employee’s emotional banks prior to changes, or else 
they may be pulling from an empty bank. The withdrawal made during 
transition will always be larger than a singular deposit;6 to compensate for 
this, there should be plenty of planning time allotted so that leaders can 
work with and develop their team and prepare them for the transition by 
building their emotional bank.

Employees may not even know how stressful the change is until it is 
over, but these vast changes can keep people late at work, will work on 
their minds even while they are at home, and can overall impact them 
on an emotional level. It is important to remember that everyone is 
human, which means everyone has emotions that should be acknowl-
edged.  Managers must lessen the stress by allowing employees to verbalize 
their feelings and let their feelings be heard by compassionate ears. This is 
where leaders’ emotional intelligence needs to be strong. Employees will 
verbalize their feelings of fear, frustration, and whatever else is impacting 



82 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT

them, and leaders must know that employees are not personally attacking 
them, but instead they are dealing with the change process and verbaliz-
ing how it is impacting them. Leaders must also remember that employ-
ees will be going through different stages of change at different times. It is 
the role of the leader to recognize this difference and to celebrate the good 
and when an improvement ends so that employees can take a moment 
to celebrate the end of a project and get closure. Senior leaders should 
observe interactions between employees and use those opportunities to 
coach leaders to improve their emotional intelligence. This is just another 
example of how the inverted pyramid, where the senior leadership is on 
the bottom, supporting employees, is executed.

According to Bridges Transitional Model, employees will go through 
three stages: (1) ending, losing, and letting go; (2) the neutral zone; and 
(3) the new beginning.7 This list is slightly misleading because it makes 
the process of dealing with change appear uniform, which is not the 
case. Each employee will progress through these stages at a different rate. 
It is the role of the manager to get all employees to accept and integrate. 
It is the manager’s responsibility to ask employees how they can be sup-
ported better, what obstacles are in their way, and how to help them. 
Lean leadership never stops being a critical component to quality. Lean 
leadership and lean culture are the glue that keep the organization func-
tioning in this improvement model. It is a delicate balance to not swing 
too far in the process direction, because it can mean that emotions can be 
overlooked. It is an important lesson to not become consumed with the 
process and the expense of people.

At ThedaCare the changes started small; the goal initially was to prove 
to physicians that this was not a leadership gimmick and to improve the 
things that mattered to them. A simple RCA soon led a team to request 
to completely overhaul their Medical Services unit—the new unit would 
use a collaborative care model with a pharmacist, nurse manager, and 
physician, developing a care plan at the patient’s bedside. This improve-
ment, however, did not happen overnight and required an extraordinary 
amount of time and dedication from the team that created and tested the 
model. Ultimately, collaborative care was an enormous success and con-
tinues to provide outstanding quality of care, but it was a draining (and 
rewarding) task for those involved.
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The Daily Continuous Struggle

The title of this subsection is a play on the lean term daily continu-
ous improvement; however, you and your employee will have daily 
 struggles—big and small—to sustain improvements. The struggle will 
vary in intensity, but it will always exist. The more improvements that 
are undertaken and implemented, the harder it will be to sustain your 
past improvements. It is very similar to studying for classes; as you pay 
more attention on one subject, others will suffer if you do not manage 
your time efficiently. The same concept is true for improvement work. 
As  resources are diverted to new improvements, the previous improve-
ments could  suffer. This is where many organizations may begin to tread 
water or  plateau, but if there is a continuous daily improvement (CDI) 
system, then support system organizations can make great strides. The 
sustainment of previous improvement efforts can keep the organization 
moving forward at a steady incline, but if organizations make an improve-
ment and stall, it is more like they make improvements step by step—like 
a staircase. It is easy for everyone to be excited and enthusiastic during the 
improvement process, but it is hard to maintain that enthusiasm and the 
energy needed to maintain those improvements two months, six months, 
and years after the initial improvement.

In theory, CDI seems simple to define: Working daily to solve prob-
lems and improve workflow, efficiency, safety, and quality. But in reality, 
it is more difficult to define the real expectations of individual employees 
and the scope of CDI. ThedaCare still struggles to define the scope of 
CDI. The original ideal state was to have leaders walk their teams through 
daily problem solving, but that has not worked out as it was intended. It 
is taking more time out of everyone’s day and the work is not delivering as 
much in quality terms. It has been observed that there is far more bang for 
the buck or more measurable improvement from identifying when there 
is a need for a standard either because one does not exist or the standard 
was not being adhered to (and looking at the reasons why the standard 
was not used). It is easy to do kaizen after kaizen and have big sexy RIEs; 
however, that method will contribute to the daily struggle to sustain qual-
ity improvement. All of those improvement events do not necessarily feed 
into the value stream progression. Your organization will be running in 
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place, and, eventually, it will impact the morale of your employees. Orga-
nizations will look back and see that, while kaizen events were happening, 
none of the new improvements were actually sustained, and the goals had 
not been achieved. That result will build frustration and confusion in 
employees. It will be difficult, and there is not a one size fits all answer to 
how to define the scope of CDI, but an organization must be cognizant 
that CDI needs limitations and structure.

Value stream maps are an important concept for a lean organization, 
but they are even more important for a targeted quality improvement 
approach. This map helps everyone understand what the priorities of the 
organization are and how measures, progress, improvements, and stan-
dardized work fit into the value stream. It is a visual way to see the entirety 
of a process and understand each step, large and small. Value stream maps 
make employees think about the little steps that often get overlooked or 
taken for granted. It also helps identify wasteful steps in the process. Your 
current state includes every step in the current process so that the team 
can identify wasteful parts in the process to remove for the future state 
value stream map.

A classic trap that organizations can fall into is doing kaizen after 
kaizen after kaizen. That is simply exhausting. Kaizens are events that 
span multiple days, and that means those involved are not doing their 
usual daily work. It means that there will be a tremendous amount of 
new improvements, standards, and outcomes to track, which will rapidly 
overwhelm your units and management. Something will have to give and 
one or more of the improvements will revert to old standards or habits, 
which means meaningful progress is lost and will require rework. Do not 
fall into this kaizen trap. Do not set goals or targets for completing mul-
tiple kaizens. ThedaCare made this mistake initially and made quotas for 
kaizens. Improvements are more important than the number of kaizens. 
Your organization should pick quality issues such as infection or patient 
satisfaction and then use those goals as a starting point for improvement 
work. The rapid kaizen path is one filled with exhausted employees and 
weakened morale, because they will overexert themselves and their hard 
work will not be sustained.

The key to preventing a plateau from taking place is to acknowledge 
that you, according to David Mann, “are the force that can motivate and 
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sustain the lean management in your units.” This statement is true for 
the CEO, VPs, managers, and patient-facing employees. You will have to 
work daily to support employees and maintain improvements, and your 
employees will also have to work continuously to sustain the departmen-
tal improvements. Quality is not sustained by implementing changes and 
then expecting them to just work or sustain them. Managerial support on 
the floor has to be a priority because otherwise the resources that were used 
to make the initial improvement were, in a sense, wasted, because new 
resources will have to be allocated to do rework. The overarching goal of 
a lean management system for quality is to create no defects and to pass 
along no defects, and waste is most certainly a defect. Quality was defined 
earlier as zero defects accepted, created, or passed on. If your processes slip 
back to preimprovement standards that allow the defects to reenter the 
process, with the potential to be passed onto others, then the department 
has to rework to fix the process a second time.

Another key is understanding that your organization does not have 
the answers to every problem, or that someone else may have already 
come up with an answer that will work for you as well. Networks such 
as the ThedaCare Center for Health Care Value’s Healthcare Value Net-
work (HVN) and Clinical Business Intelligence Network (CBIN) allow 
leaders from all over the United States and the world to connect, learn, 
and share.8 The HVN is for health care systems that are at a certain point 
of development in their lean transformation to come together through 
an interactive user website, an annual summit, and through planned 
gemba visits to member organizations. Gemba visits are usually multiple 
days at a network member site where 10 to 20 attendees are afforded the 
opportunity to go and see what work is being done, how they are doing 
it, ask questions, share materials, and connect with others who are work-
ing on similar issues or may serve as a content expert or resource. The 
network members acknowledge that no one organization has all of the 
answers and that a collaborative environment benefits them all, but all 
members are far enough geographically where they are not competitors. 
CBIN is a newer network developed to address the growing need for 
real-time analytics, data infrastructure, and integration into daily work. 
Other industries are far ahead of health care in that respect, but with the 
help of Gartner(r), the network is working to close that gap and develop 
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best practices. The networks have different focuses, but their goal is the 
same: create an environment where health care leaders can learn and 
share best practices, experiments, and even failures with one another, so 
they can all work to provide the highest quality of care and the highest 
value for the patient.



CHAPTER 4

Conclusion

A quality management strategy for an organization that is seeking to 
or has already implemented a continuous improvement program must 
include respect for people, a transparent and open culture, employee 
empowerment, and actively engaged leaders. These are the elements that 
build an organization that values people, and when an organization puts 
the highest value on people, then quality efforts can focus on improving 
outcomes for people. There are more  tangible and measurable compo-
nents and tools that accompany a lean quality management system, such 
as root cause analyses, improvement slips, checklists, and observations. 
What cannot be stressed enough is that to unlock high-quality health 
care outcomes for patients and for employees, you must have both the 
supportive and transparent culture with the more traditional tools and 
measures. Organizations must also realize that the customer determines 
quality, regardless of the environment. We all have a standard that we 
measure each consumer exchange by whether that exchange is at a local 
coffee shop or the hospital. In order to achieve high-quality outcomes, 
organizations must recognize the voice of the customer.

Change has to start somewhere, and, sometimes, you just have to 
make the case for change, which could mean starting out extremely 
small in your own department to convincing management to adopt new 
practices. With those changes, small or large, the caliber of the data col-
lection must be set as high as your organizational capacity will allow. 
Without accurate, complete, and high-quality data, performance cannot 
be assessed prior to or after improvements are implemented, and if you 
cannot assess performance before you make changes, there is no way that 
you or the employee can be sure that the proposed changes will really pos-
itively impact the targeted problem. You will also need trained employees 
who can analyze data for your organization. Employee training is crucial 
for all aspects of a lean transformation whether your focus is on quality 
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or something else—although we do question how one could adopt lean if 
quality was not the focus.

It will be unsurprising to any person who has worked in health care 
that it is complicated, and making changes can be arduous. We do not 
want to underplay the amount of work, time, and thought that will be 
required to transform and manage quality in a lean organization, but we 
do want to provide a better blueprint for those who are frustrating and 
yearning for improvement, those who have started and need guidance, 
or anybody else that desires to learn about managing and improving 
health care, quality. Systems will need to be created, trainings completed, 
 relationships built, and more, but if you are committed to high-quality 
health care you must commit to all aspects of continuous improvement, 
and sometimes they are not glamorous.

Checklist for Continued Quality

• Go and see. Go visit other health care organizations in your 
region who are high performing lean organizations, or go visit 
a manufacturer who is using lean and observe, learn, and ask 
questions.

• Get yourself and your organization a coach, mentor, or con-
sultant. Lean is for the long haul and you will need support, 
and so will your organization.

• Develop or adopt a management system to help you sustain 
your improvements and provide stability and standardization.

• Use your data to drive results, which means having an infor-
matics team and understanding your financial, quality, and 
other drivers.

• Continue to build and reinforce a culture of transparency 
with data, results, and qualities within your organization.

• Read and learn from others. Suggested reading list:
• On the Mend
• Everything I Know About Lean I Learned in First Grade
• Perfecting Patient Journeys



APPENDIX 1

RCA Standard Work



90 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT



 RCA STANdARd WORk 91



92 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT



 RCA STANdARd WORk 93



94 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT



 RCA STANdARd WORk 95



96 QUALITY MANAGEMENT IN A LEAN HEALTH CARE ENVIRONMENT



 RCA STANdARd WORk 97





APPENDIX 2

Huddle Board  
Standard Work

What Do the People Look Like?

• Staff are ready to go, may even arrive before leader and self-
start if the leader is not there

• Eye contact with each other
• Everyone contributes
• Everyone around board
• Standard work referenced and in hand
• No dominance or intimidation
• Staff rather than leaders do most of the talking
• Leader ready and removes obstacles
• Laughter, smiling, eagerness
• Leader is coaching and engaging everyone
• Everyone is focused—no side conversations
• Focus, expedience, pride, passion all exhibited

What Do You Hear?

• Barriers identified
• Problems, ideas, possible solutions
• Is there standard work?
• Volunteers
• Deadlines
• What are the next steps?
• Creativity
• Laughter and fun
• Stop the complainers
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• Pull for other departments
• Asking for help
• Empathy and interest
• Staff doing more talking than leaders
• Concern and  compassion for patients
• Delegation
• Connections to drivers, and so on
• Discussion about just do it versus plan, do, study, act (PDSA)
• Staff recognizes PDSA thinking
• Clarification
• Honesty
• Discussion about capacity
• Recognition and cooperation
• Discussion about safety
• Links to other projects
• Respect and candor

What Do the Boards Look Like?

• Standard
• See status at a glance
• Variety in owners
• Reflects current completion dates and information
• Be realistic about quantity of improvements in process
• Lanes balanced around triangle
• Opportunities linked to drivers
• Change observed in movement of work
• Needs to be actionable not informational



APPENDIX 3

PICK Chart Standard Work
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