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(Toyota Production System)
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Toyota Production System

® [auchi Ohno
The Toyota Production System, 1988 (1978)
2 Eliminate Waste

® Just-in- Time Flow

= Expose Problems ’

= Stop-the-Line Culture Tﬁﬁm ;2; b;ﬂm;

= Shigeo Shingo
| Study Of “1oyota’ Production System, 1981

= Non-Stock Production
= Single Minute Setup

" 1 ;Fr'
= Zero Inspection Shigeo Shingo

_ (1909 - 1990)
m Mistake-Proot Every Step
HaLyieA Kiichiro Toyoda aﬂuwﬁ’a 51952V Just-in-Time

Taiichi Ohno ¥1 Kanban system Ny www2.toyota.co.jp
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Tloyota system begin in Japan 1940s
Lean in Healthcare 2002
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Hospital Management

Lean Healthcare

Service Management

Lean Thinking
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Operations Management

Lean Manufacturing
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1940s ~1984 1992 <2002

Source: Adapted from Laursen (2003)

Only 20-30% of Organization
success in Lean Implementation.




Lean in Healthcare luiszmna'lne

Asian Productivity Organization (APO)
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3a Work shop “Lean implementation in
healthcare”

pueneu 2551

Tsanenuiatingeq

v =
Tsanennaenlé aszyys
T59NeN1Iag 3 HYIH1I

T59WeNVIaf 3w

d ¢
IﬁQWU1U1ﬁ!muﬂﬁQﬂﬁ




AIMNNUNIYVON Lean

=2 = (<9} 1 I~ d'
* MWD MTUTHITIAMTONUDUTZUY 1Ne

=

— wivaaum (Value)lsudsuusmsltnniga Iae

U

smuanua Value sinpmesvesdsuusms
9y
(H50vunouDA 1))
] 9y
— Aunimuadeduldewseanugalar (Waste)

Yy A

uazaansoudn Waste livualinselimaodesiga

— fldnszuaumsriaiva (Flow) eswswsuliazaa
(Seamless)
— FUHNUIINANNABINITVDIGNAUNTOANUNS DU

vostuaeudal) (Pull) Yivhdewiu de'ls Push



ANUNHINIEUDN Lean
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VALUE vs WASTE

VALUE - AA :
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Value Added Activity - VAA
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Necessary Non Value-Added Activities NNVAA

(Business Value)
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7 Form of Waste
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7 Form of Waste

. W |
. 1 A 9 Y, Jd 1 = v A
* Transportation NI1IAN AADUYY ’JG]Q/Q‘]Jﬂﬁﬂ!%Tﬂﬁu’wﬁuﬁuﬂblﬂﬂﬂ@ﬂ

1 d! = 9 1 Y 1Y) a 1
UUITITHNUN ﬁ’JlliNﬂﬁ@@ﬂﬁ'\‘iNﬂ?ﬂllﬂﬂﬂi]ﬂﬂﬁﬂT'iﬂ"lﬂ 9

. Unnecessary Processing ke e MIATINADY ﬂ”l’i"])’ﬂ
5230 myasdoya msvelugueen (Informed consent) SR ARG
Tansesu lulanunuie

. Excess Inventory (stock) ﬂmwm ABNE1UDY 15INE1U1D ﬂTi!,ﬂC]J stock &1
mmaa i’)‘ﬂﬂim AAANNNITUNNY Gl,u‘Vi?JN‘]J”JfJ °luwmm¢m ‘Vi'i?)!ﬂﬂﬁﬁ
NITATHY ﬁﬂ%@ﬂﬂﬂﬂﬂ’ﬂﬂﬂuﬁmmﬂﬂ)’ mmﬂummmgﬂu

QU QU

Y A o T3 ] =
049 NUNTIA19 §9911 101a5 9 work in progress DA
(UNAY 91U IND prog




7 Form of Waste
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Spaghetti diagram

Types of Waste

.-/ Why can't | get x\

(_ammingaonce ) UNNECESSAry Movement
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Any motion that does not add value to the
product or service




Other Waste
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Healthcare Related Infection (Hospital Acquired Infection)

eg Urinary Tract Infection, Ventilator associated Pneumonia,
Catheter Related Blood Steam Infection




11 Toyata Production System Unugaylal 3 ¥ia

e Muda -waste
o W = |
!!fgﬂﬁll mudaiﬂﬂmi}ﬂ‘ﬁi@aﬂ

1 = a o Y A
« Mura — uneveness A4 1U510GUv0UT UM M liRanm
gqaplar - Oulosauinn auliliaui Mesau maanu lunela

9 o 1 o ld' =\ d'
NUUINAUTDY 191U TRy 911 uau ia 1S ea miloe

un 1y mura Iag M35USVS8UH workload leveling

- Muri - overburden $191UNUMAIANNAINTO snUBIHI AU 11)
il hifinanin faideunuly (Fesdemsaalsn
idosnemsiaiy) inTeesns lul'ldwn ¥ Fnnseds iman
Aonana oS smuiviua 1alwadu T018gmnm

o O Y
mMsun 1y muri M lAlaea31910195§11491 (standard work)




Lean — Essential Steps
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CYCLE TIME

VALUE STREAM MANAGEMENT or MAPPING -
VSM

TAKT TIME
JUST IN TIME - JIT
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Value Stream Mapping VSM
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A
Process efficiency
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Fen11 Process cycle efficiency (PCE)

Value-add Time
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Takt time (1NN 1N30)

Avallable time / Customer demand
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Takt time €= One piece flow

Total time available per day
Designed daily production rate

Takt time (TT) =
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Lab X-ray (US, CT, MRI)




Push vs Pull

1 o 091} 091} = 9 < g A 1 9)
M515905 M UTUse U lavua Ui TS 1Y o a e 14

9J ]
Junouoa il Tagluaulanwssunaziinauas 1Uuse 1 aenis

9y
1 Y J o 9 A 1 o
N1LUY Push llﬂl@‘ﬂiﬂmmmﬂ L‘Wﬁ13‘1/]1114Lﬂﬂﬂ1356%uﬂ’316111ﬂ!ﬁ@u
ng 9 = Yy Aa Y
‘L!LlWﬁ’E]ll‘N%%cl‘l’i‘]JﬁﬂTﬁhlﬂ

Y

mslszaununioasszuuiduaouda 11 udeldgnuiou

Y ==K 1 Y A 1 A A A
LA ﬂQﬁQQWllll‘]JGl‘I’i 138N Pull system ﬁﬁﬂiﬂl‘Wlll]i%ﬁ‘ﬂ‘ﬁﬂ"lWﬂ”ﬁ

0 2 A ¥ Y
NNIUHUINUU aﬂm’ii@ﬁ’i@ﬂumﬂﬂ




Just-in-time

Mandesinnusuilu uas ¢ lunaag wmaummmi
U WTRNE Tde a1lnsal 1NT9910 1AT099N3 7
dutudoals Tuvaziiu o mniu

Y

o\ o ] c:§
dedansuTumaiianarse lifeane foaziims
NALNUNUN 1aen15)F Kanban NUaAa1Naedn1s 14
M1 N5 50 anduAIAINEad anadnI1uN aaa
AU
. . <3 a v
Just-in-Time tuunaAaveslI s IMIaan UG DY
1)a19819d11%9 (Philosophy of complete elimination of

1 A

waste) ttaz1in ldans JAauAIAIAET Zero Inventory



fm3a non-value added activities wu msdum msseian gUnsal
n5oalondesld = aaraazaldane..

i linamawseuanunden (Set—-up time) aaas
g liass (Work In Process— WIP) osas =

o <3 49} 9 Y = dgj
mﬂmmii}ﬂuiﬂﬂﬁl%namathN HASHAUNINIINUYU




Work Flow

One Piece Flow %38 Continuous Flow
Takt time 1ndifas vise i
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Pull vs Push system
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TPS FLOW ENVIRONMENT

Tightly linked processes

Problems cannot hide

Source: Glenn Uminger, Toyota Motor Manufacturing North America
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Single Piece Flow
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Jidoka
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jido = automation
Jidoka = automation with a human touch

(AUTONOMATION)




Jidoka

Y 9 9 Y
e WRNANNAANAIANAVU IUTUADUMTITINN 1ATDIINT 1TD
o v A 9 v A o d! I~{
AWMU AU U Wiounuldaau seo1vezdlu the uae
Al = A YA R v o d' 9 o d' Y
¥T01T89 (W30 1935A919179AY Andon tWo 1ingan31inan) tie 14
Y Y, Yo a ~ 5, A Y, Y, <
Ane1d03 AsuRavoUTUILA luanuRananlvgndeIagsiais )
nauNIzIIuae 11
A A 2 v A Y1 o Y Y '
NuiRanaaaniios Ndaeeldruly o ldranugaiielu
J 9 tg} 9) Q' o 1 A 1 ‘g}
anysal dosnansodeusui vl inaanugalal uazdulasann

t:é a tgé Y Yo a d
ﬁﬁyﬁﬂ’l!ﬂﬂﬂmﬂﬂﬁllﬂﬁ‘ljﬂ‘lﬁ’J!ﬂ§1$‘l"i Hiaittel

wiramand 1y weilesnululdinavuan




= |
Heijunka (393N 1130 Leveling

= o A Y a Y o a A o A
NUTYDN ﬂTﬁ‘lI'i‘]Jﬂ"IﬁNﬁ@/ﬂﬂlﬁiﬁﬂﬁﬂﬂlﬁiﬁﬁnuﬁﬁ\l@ ﬂﬂﬂlﬁﬂﬁﬂ?ﬁﬂ?ﬂ’]ﬂluﬂﬁmﬂlm
d' d' . 1 o 9 A d' v a 9
CVILLC]JT]JTTL! INDAIURN cycle time L!,azblumclwuﬂmﬂﬁ NIDLATDIVINILINAAITNAT

N O w Yy A
(mU.I'l) NI1IANTISITUHAHUD
Y, s ' Aa o Y o A A A
ff’iNﬂ’meJﬂaﬂﬁzﬁ’JNﬂﬁaJ1mﬂmﬂ‘Uﬂ’mJﬁ”liJ”l’iﬂ6UﬂﬂI%J‘l/lNTLmﬁE]Lﬂi’ENﬂJEJ

Ysunaud ldasdvaue i ld bisusoauaumsaawen v5ems Inavesau
Y o q¥Ya ~ ~ Y A & A o
1A Mldnanisse gAY (waste) LAZUITUAN (Work In Process) IWUUU 1iTON1

Tauduau luuevae

Leveling 50 Workload leveling (mM3thagay, YSuiSauain)
< W o W o < o Y A A
Wutladednavesnnuduia lumsmldmnams lna nse

Flow MNUUINA lean




Y A 1 ~ Y
. ﬂTiiﬁUﬁﬂTiﬂl@QTiQWﬂTﬂTﬁ Ly V]LLNuﬂﬁjﬂ’Jﬂu@ﬂ

v
A A

wnangalumsdsuGeunuae 52uLda (appointment

system) H30N1TNTLDIYY

A5 takt time VBIUNN (complicated case) NUIUTN
! . 9 ~ Y Y,
d18 (uncomplicated case) HANNAYNTOINTAL

. Y 3 v A A ax K
(sequencing) 1rIzay UM USUSsUNUBNITHUS




+ 5 Why sienwuifarin axuiinlu vilu 5 $u weliila

:i Y A a A
ﬁ1ﬂ‘i(§ﬂli’)<‘lﬂq’m1 NUNVIT (root cause) UAZANTYI1IB

(How) tWoisulgaunly  swiH

VI A

v = A A d'
- Andon G HA9 & I W IHHS URAYOL

U

v Y W

NNFIRAlnANAYH ATV ﬂmmﬁ"lm

Aulssnulalad wihauazfsae iedsduaas tiienudanalnd)

= o Y (~ Y v A Y dqz
e SSHI® S« ‘Vlﬂ?‘illﬂ\‘]ﬁ’ﬁ—! waste ‘191‘1191!6)1!115931861114

AZA19 AZAIN AZDIA A3 NHINIFIU 7319708




a2AIN 5IA57 Flow, Just In Time

22010 ASIvFIUANNAAUNA Jidoka

AN Build in Quality, Standardization

a519Hae Continuous improvement
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Kaizen

Kai Zen

To modify or to Think about making
change good or better

Kaizen

Make things easier by studying them and
iImprove through the elimination of waste

or
Continuous Improvements

Keizen msisulisedhaneritos
Keizen event (Keizen Blitz) msiseyuifsammse
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* Poka Yoke  Fool proof ; Error proof

Mistake proof

* Root Cause Analysis - RCA

* Failure Mode Effect Analysis - FMEA
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Title: What you are talking about?

I. Background

Owner/Date

Why are you talking about it?

V. Pmpossd Countermeasures

v

Il. Current Conditions

Where do things stand today?

- Show visually using charts, graphs, drawings,
maps, etc.

What is the problem?

>

What is your proposal to reach the future state,
the target condition?

How will your recommended countermeasures affect
the root cause to achieve the target?

7

VI. Plan

{}

lll. Goals/Targets

What specific outcomes are required?

What activities will be required for implementation and
who will be responsible for what and when?

What are the indicators of performance or progress?

- Incorporate a Gantt chart or similar diagram
that shows actions/outcomes, timeline, and
responsibilities. May include details on specific
means of implementation.

A4

IV. Analysis

\

What is the root cause(s) of the problem?

- Choose the simplest problem-analysis tool that

clearly shows the cause-and-effect relationship.

VII. Followup

What issues can be anticipated?
- Ensure ongoing FPDCA.

- Capture and share learning.
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The Toyota Production System

Best Quality - Lowest Cost - Shortest Lead Time - Best Safety - High Morale
through shortening the production flow by eliminating waste

People & Teamwork Jidoka
“Right part, right amount, e

right time” « Selection « Ringi decision making (Build In quality)
o Common Goals e« Cross-trained “Make Problems Visible”

Takt time planning « Automatic stops
Continuous flow « Andon

PU” SyStem Contlnuous Improvement . Person-_machine
Quick changeover separation

Integrated logistics * Error proofing
g g VVaste Reductio « In-station quality
» Genchi Genbutsu * Eyes for Waste control

* 5Why’s * Problem Solving « Solve root cause of
problems (5 Why?)

Leveled Production (heijunka)
Stable and Standardized Processes
Visual Management
Toyota Way Philosophy

Ringi=collective decision making by circular document Genchi Genbutsu = go and see for yourself
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Current Value Stream

Ideal Value Stream
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Safe

Patient centered
Effective

Efficient

Timely

Equitable e
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Just in Time 1n Healthcare

Takt time (pitch), one piece flow, Pull system, continuous flow,

quick setup, quick change over

One stop service
Fast Tract 159 MI, Stroke

Resuscitation Team

Jd a
FPUVIT  UWNEG ENITOARANITATIINNTUA (lab, EKG,
9 1 Y v A
X ray, CT v03411e lanumn)
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Healthcare Poka Yoke
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Machine with sound, light signal

Double check : telephone order, blood transfusion

Medication : Computerized Physician Order Entry (CPOE) P13@98N41 a9
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Check list



SURGICAL SAFETY CHECKLIST (FirsT EpITION)

Before induction of anaesthesia wwwwewwes Before skinincision swwewpwrerrrsrs Before patient leaves operating room

PETIENT HAS COMFIRMED

CONFIEM & LL TEAKM MEMBERS HEWVE

MURSE WERBA LLY COMFIRMS WITH THE

* IDENTITY INTRODUCED THEMSELVES BY MAME AND TEAM:
* 5ITE ROLE
* PROCEDURE THE NAME OF THE PROCEDURE RECORDED
* CONSENT O SURGEON, ANAESTHESIA PROFESSIOMAL
AND MURSE VERBALLY CONFIRM THAT INSTRUMENT, SPONGE AND MEEDLE
O SITE MARKED/NOT APPLICABLE * PATIENT COUNTS ARE CORRECT (OR NOT
* SITE APPLICAELE)
[0 AMAESTHESLA S&FETY CHECK COMPLETED * PROCED URE
HOW THE SPECIMEN I5 LABELLED
[0 PULSE OXIMETER OM PATIENT AND FUNCTIONING ANTICIPATED CRITICAL EVENTS {INCLUDING PATIENT MAME)
DOES PATIENT HAVE A: O SURGEON REVIEWS:WHAT ARE THE WHETHER THERE &RE & NY EQUIPMENT
CRITICAL OR UNEXPECTED STEPS, PROBLEMS TO BE ADDRESSED
KNOWN & LLERGY? OPERATIVE DURATION, ANTICIPATED
O Mo BLOOD LOSS? SURGEON, ANAESTHESIA PROFESSIOMAL
O vEs AND MURSE REVIEW THE KEY CONCERNS
0 AMAESTHESLA TEAM REVIEWS: ARE THERE FOR RECOVERY AND MANAGEMENT
DIFFICULT AIRW AY/ASPIRATION RISK? ANY PATIENT-SPECIFIC CONCERNS? OF THIS PATIENT
O Mo
O ¥ES, AND EQUIPMENTAASSISTANCE AVAILABLE O NURSING TEAM REVIEWS: HAS STERILITY
{INCLUDING INDICATOR RESULTS) BEEM
RISK OF =500ML ELOOD LOSS CONFIRMED? ARE THERE EQUIPMENT
{TML/KG IN CHILDREM)? ISSUES OR ANY CONCERNS?
O MNo
O ¥ES, AND ADEQUATE INTRAVENOUS ACCESS HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
AND FLUIDS PLANNED WITHIN THE LAST 60 MINUTEST
O ¥ES
O MNOTAPPLICAELE
I5 ESSENTIAL IMAGING DISPLAYEDT
O vES
O MNOTAPPLICAELE

'HI5 CHECKLIST IS NOT INTEMDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRECTICE ARE ENCOUREAGED.



This checklist is intended for use by haspital staff treating anyone with a medically suspectsd o confirmed cse of new influenza
A [HIN1) per local definition. This checklist highlights areas of care critical for the management of new influenza A (HIN1).

Patient Care Checklist

New influenza A (H1N1) June 2009
Faplacas: 15 Way 2008

Explres: Deoanber 2009,

UPON ARRIVAL TO CLINICAL SETTINGTRIAGE

O orect pattent with flu-ke sympioms to designated waking area
O provdde Instruction and materak o patierton resplratary
keneiough etiquetie
[ Put medicalsungical mask on patient if avalable and
toderable o paient

UPON INITIAL ASSESSMENT

[ recond respiratony rate over one full minuie and cmygen
saturation F possible

[ f respiraiony rate k high or copgen sauration b beloe a0,
alert senbor cane staff for action#

O Recond historg, Induding flHe symprioms, date of onset, e,

contact with peoplewho hase fu-lke symptoms,

coHorbdtes

Consider speclalined diagnostc tests (g, RT-PCR)

Use medcalsungkcal mask, eye protection, gleswhen taking

respiraiory samples

Label spedmen correcthy and send as per local requiations with

biohazand precartiors

Consider dtemathve or addiional diagnoses

Report suspecied case to locdl autharity

o0 O oo

INITIAL AND ONGOING PATIENT MANAGEMENT

Supparte therapy for new Influenza s (HIN1 ) patient as for any

nifluenza patient iInduding

O ke coygen to mainizin mygen saturation above S8 or if
respiraiony rabe bk ekaated fahen coygen sauration monkar not
awalablsl

[0 Give paracetamolacetamimophen If considenng an antpymetic
for patienis less than 18 years old

[ Ghve appropiate antibotic Feddenceof seoondary bactersl
Infection ie.g. preumania)

OO consider atemathve or addiional diagnoses

O Dedde on need for anthdrak® {peehambir or zanambed,
conskdering conira-ndications and dmug imeractions

It is not intended to replace routine care.

BEFORE PATIENT TRANSPORT/TRAMNSFER

Ok medicalrsurgicd mask on patient if aellable and
tokerable to patient

~ )

BEFORE EVERY PATIENT CONTACT

Put on medicalisumglcal mask
lean hands
Puton eye protection, and gloves If there 1s

risk of exposune to body flulds/splashes

Clean and disinfect personalidedicated patlent
equipmeant betweaen patiants

Change gloves (f applicatle) and clean hands
betwaen patants

O O Oooo

IF USING AEROS OL-GENERATING PROCEDURES
ALSD ey, imbubetion, brondhoscapy, CPR, suction)

O allorw eriry of essential staffonly
O Puton gown
[ Puton partioulaie respirator
1), EU FFPZ, U5 NIOS H-ceriified MSS) If aellable
O Puton eye prodecton, and then pit on ghes

O Perfomn plarmed procedure In an adequately ventilsbed room
. _

BEFORE FATIENT ENTRY TO DESIGNATED AREA
(isolation room or colort)

O Post restricied eniry and Infection corviral signs
O provwide dedicated patient equipment f ellable
Ll Ersureat beast 1 metre (3.3 feet) betwesn patients In cohort

aeq
[ Ersure keoal protocol for frequent linen and surface cleaning in
pace

This checklist is not intended to be comprehensive,

Additions and modifications to fit local practice
are encouraged.

BEFORE ENTERING DESIGHNATED AREA
(isolation room or cohort)

0 Put on medical surglal mask

L The abow appiss to vistors ako

BEFORE LEAVING DESIGMATED AREA
(isolation room or cohort)

[0 Remowe any personal probedieesquipment (gloves, gosn, mask,

£y

Dipose of disposable fems & per booal protool

dean hands

ean and disinfect dedicaied patient equipment ard persona
eqquipment that has besn In contad with patient

Depoee of virahcomaminated wesie as cinical waete

The: abawes applics to vistors ako

O oOoOD

BEFORE DISCHARGE OF CONFIRMED
OR SUSPECTED CASE

[ Provide nstruction and materaks o patienticaneglvr on
respiratory hyglensfcough etiquetie

1 Prioveide scfeice on bome |solation, infedion contnol and limitdng
soclal contack

O Remnd patient address and tebephone number

AFTER DISCHARGE

[0 Dbspose of or clean and disinfect dedicated patiet equipment &
per el protoaol

[ change and lunder linen withet: shaldng

O dean surfaces & per leoal protoom]

O Dispose of wiraboomaminated wesie as cinia washe

*¥spa retructions on the beck side for additional nfometion and references

Equipment on this chedklist s remmmended If zallable.
' World Health

W
{: ¥ Organization
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Lean in Healthcare luiszmna'lne

fueneu 2551 azda Work shop
“Lean implementation in healthcare”

Asian Productivity Organization (APO)
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U338N8 Lean Thinking

= ) . . d' Y 1
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Inenns Kelvin Loh & Clara Sin 910 National
University Hospital. Singapore
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Work shop “Lean Clinic”




Lean Management
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CHANGE
WE CAN

®
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BELIEVE IN
OBAMA'08

OBAMA'OR
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1st Lean Healthcare Forum
January 2006 UK
4th | ean Healthcare Forum
October 2007

= The First Global Lean
- Healthcare Summit

 The First Global Lean Healthcare Summit was held in June
2007 at The Chesford Grange Hotel, Kenilworth, Warwickshire,
CV8 2LD, UK.

This was the first ever Lean Global Healthcare Summit
bringing together leaders in lean thinking within Healthcare from
around the World

www.leanuk.org
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“ Lean clinic ”
* Full support form leader

* Organization culture
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Ward delivery

Lean is process innovation, innovation is the key for success, for

competitive organization.




Cleveland clinic -

Obama went in July to see high-quality, cost-efficient medicine in action.

Miniaturized robotic tools that can repair a heart valve through an incision
less than an inch long, a computer system that allows doctors to read
patients’ and write orders from anywhere in the world, interactive supply
closets. Anytime a nurse takes something from a shelf; it’s recorded by a
program that keep running count of 350 items in hundreds of locations, and
can dispatch a self-guide robot cart to bring replacements from the

warehouse.

Cleveland clinic is a hospital trying to be a Toyota factory.

Newsweek December 7, 2009
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Lean 1s simple in theory, but the journey is complex. Change

management and cultural change 1s complex.

Sen-sei YU

Waste 1s everywhere in hospital working environment.




“During these turbulent economic times when health-
care costs continue to rise, it is crucial that U.S. hospitals
look to methods like lean and Six Sigma to become more
efficient,” said James Levett, M.D., chair of ASQ's Health-
care Division and chief medical officer for the Physician’s
Clinic of lowa in Cedar Rapids. The survey revealed:

53% of hospitals use some form of lean.

4% of hospitals have fully deployed lean.

42% of hospitals use some form of Six Sigma.

8% of hospitals have fully deployed Six Sigma.

11% of hospitals are not familiar with lean or Six Sigma.
Details of the survey can be found at www.asqg.org/

media-room/press-releases/2009/20090318-hospitals-see-
benefits-lss.html.
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Lean deployment locations
and sUCcCesses / 1aBie3

Depioved]in]
-

surgery and operating room

T 60.5%

|Emergency

60%

‘{In-patient {not mental health, rehabilitation or intensive care unit)

52.8%

| Outpatient and ambulatory (not mental health or rehabilitation)

50%

|In-patient intensive or critical care

28.6%

‘|Home health

Rehabilitation -

T16.7%

ental health

| Admissions and discharge

RﬂHiOIﬂgyanﬁ]magmB R

Pharmacy and pharmacetical services

ervices

Siefilzing and reprocessing.

i

_ % |Patientfransportafion

T

Information systems. .

Administration- =0

;:[-

¥ b ce
e RIS

Other 50~

'!H.':"::;"'::“. :

7

7 s D
o CY e

BETY,

Note: Deployment percentage suhtracts from 100% of the hospitals that answefed “not applicable: debarunéﬁ

deployment or projects underway” and “deployment not underway,

t or function d

oes not éxist at tl*
but planned.” Success-rate percentages are prorated based on the hospitz
success and excluding “not applicable: department does not exist or deployment not underway.”
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medical error.

Seven percent of inpatients will acquire a hospi-
tal-related infection.

One of every 100 hospitalized patients will re-
ceive the wrong medication.

After spending millions of dollars to develop a
new drug, it is administered correctly and to a
patient who will benefit from it only 30% of the
time.

Chances of dying from avoidable human error
are 10,000 times greater in a hospital than in an
airplane.




Advance Lean
Jidoka
Poka yoke

Work load leveling

Takt time, pitch time — appointment system

Standardization
Pull

Just in time




organizations fully embracing Lean. Jim-
merson (20038) adds, “By far the method
that embodies the concepts and strategies
at the core of Toyota’s renown is A3 prob-
lem solving. It is much more than a tool,

although it is commonly included in the
‘Lean toolbox.” As the method and docu-
ment are understood and practiced, a new
way to look at work and to think evolves.”




Lean success 1s problem solving ability.

A3 thinking is often the first step toward
culture change—as Mann defines it, “the
way we do things here,” This change occurs
when observation, inquiry, improvement,
and teamwork in pursuit of quality become
automatic. Every improvement becomes a
mini scientific experiment, complete with
hypothesis, goal, action plan, and measure-
ment. A3 thinking presupposes that anyone
can be called to work on a problemn, thereby
fostering work across institutional bound-
aries or “silos.” A3 thinking places the
frontline worker in the driver's seat, with
preparation, support, guidance, and
accountability built in.




