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OBJECTIVES
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. What is Process Improvement

. Understand Common Improvement Methodologies
. What is Lean and Why Lean

. What is a Lean Project

. Who is doing Lean

Common lean terms: muda, gemba, kaizen, yokoten

. 8 Basic Improvement Tools

Understand the roles and responsibilities of the
members on a project team

Know how to select a project and identify your project
stakeholders

10.Understand the importance of teamino




12 BREAKTHROUGH PRIORITIES

Veteran facing VA internal facing

Increase Access to Health Care 9 Staff critical positions

10 Transform OIT

Implement Care in the Community

Improve the Veteran Experience 11 Transform Supply Chain

12 Improve Employee Experience
(to include leadership development)

4  Deliver a Unified Veterans Experience

Modernize our Contact Centers
(to include Veterans Crisis Line)

Top 5 Priorities for VA

MyVA

usted Relationships Kf a
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Greater Choice  Modernize Systems Efficiency
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Improve Timeliness Suicide Prevention
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homelessness



WHAT IS PROCESS IMPROVEMENT (P1)?

Definition:

It Is the proactive task of identifying, analyzing
and Improving upon existing processes within
an organization for elimination of causes of

poor guality, process variation, and non-value-
adding activities for optimization and to meet

new metrics or standards of quality.




TYPES OF PROCESS IMPROVEMENT

Process Improvement Projects Come in Different Sizes:

AProcess Reengineering involves wiping out the current
process and creating a brand new one from the ground up.

AProcess Redesign projects are a little smaller in scope and
Involve maintaining the basic framework of the process while

Improving significant components. Sometimes, there is a fine
line between process redesign and reengineering projects.
Stellar results are possible in a process redesign project. This
basic methodology, with a few modifications, can be used to
Improve processes of various sizes and scopes, from the




SYSTEM REDESIGN

A Healthcare/System Redesign involves
making systematic changes to practices
and health systems to improve the quality,
efficiency, and effectiveness of patient care

A Goal: To improve healthcare quality,
reliability and access to care for Veterans




WHAT IS LEAN?

What is Lean?

AContinued focus on providing customer value
ADrive continuous incremental improvement
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ADaily focus to eliminate all forms of waste

ALong term vision out weighs short term gain

ASpeeding up the operation by eliminating idle time created by paperwork and
bureaucracy

AA way of thinking
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best sequence, conduct these activities without interruption whepever
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Why LEAN?

Changing the Way We Do Business

AThere is an urgent need for business, process and cultural transformation. System
redesign and itds LEAN components have

LEAN has proven to:

AEffectively reduce organizational costs
Alncrease process efficiency

Almprove customer value

Lean is:

ACommitting to not accepting defects, not creating defects, & not passing defects on
ANever forgetting why we are here

ACommitting to making a positive difference!




CUSTOMEROS PERSPECTI VE

Every step in the process should be perceived as adding

val ue (no waste): Alt does wha

when and where | want it done. 0

The perfect process:

ACreates value for the patient

AProduces a good result every time The nl eano psdehes pje

ADoes not cause delay customer 0s per s pe

Als flexible

Als linked by continuous flow Your project reflects your

Als satisfying understanding of the customer,
Afor staff to perform their circumstances, and their
Afor managers to manage perception of value.

Afor patients to experience

O




LEAN PERSPECTIVE ABOUT PROCESSES

| Start |—>| Step 1 H Step 2 H Finish ]

TIME

LEAN is a methodology that shortens the time between start and finish of
any given process by eliminating unnecessary and non-value adding
sources of waste.




Copyright 2005 by Randy Glasbergen. www.glasbergen.com

GIASBERGEA

“Thinking outside of the box is difficult
for some people. Keep trying.”




HOW LEAN IS DONE?

Through:
A Team work
A Critical thinking
A Transparency
A Courage
A Committing to having a roadmap for each project and using it
A Continuous learning

A Committing to not accepting defects, not creating defects &
passing defects on to other steps in the process

A Committing to making a positive difference!

We canodot solve probl ems Db
thinking we used when we created them:- Albert Einstein
Can you solve:

https://www.youtube.com/watch?v=vKA4w2061Xo



https://www.youtube.com/watch?v=vKA4w2O61Xo

WHAT IS A LEAN PROJECT

A Lean project is any effort that embraces Lean thinking and adheres to a
methodology. There are six core VISN2 South Lean methodologies:

1. A3 Problem-Solving (9 steps or boxes) for process improvements where
barriers or muda are evident.

2. 5S/6S for disorganized work spaces (sort, set in order, safety, shine/simplify,
standardized, and sustain.

3. Lean (pull systems, flow, 5S / 6S, value stream mapping) for cycle time and
wait time issues

4. The scientific method for improving processes when causes of problems are
simply not known.

5. Six Sigma DMAIC which mirrors the scientific method, and used where
unacceptable variation or defects exist, or root causes of problems or issues are
unknown or not well understood. Teams proceed through Define, Measure,
Analyze, Improve, and Control phases.

6. Project Management for implementing and managing projects and changes.




METHODOLOGY CROSS WALK

VA-TAMMCS SIX SIGMA PROJECT
DMAIC MANAGEMENT

ANALYSIS

ANALYZE EXECUTE
IMPROVE MONITOR &
CONTROL

CONTROL
CLOSE

CHANGE

4. GAP ANALYSIS

5. SOLUTION APPROACH
6. RAPID EXPERIMENTS
7.IMPLEMENTATION/
COMPLETION PLANS

8. CONFIRMED STATE
9. INSIGHTS




DMAIC

Define
A Brainstorming A VOC/Interviews A Descriptive A Process Map A Final Process Map
A VOC/Interviews A Specifications Analysis A Brainstorming A Final
A Stakeholder A Requirements A sSIPOC A FMEA/FMECA FMEA/FMECA
Analysis A Process/Product | A RASCI update A Implementation
A Pareto Analysis Data Collection A Pareto Chart A PDSA Plan
A Cause and Effect | A Process Maps A Cause & Effect A Pareto Analysis | A Control Plan
A Process A Control Chart Diagram A Solution A SIPOC
Documentation A MSA A Affinity Diagram selection matrix | A RASCI
A Process Map A FMEA/FMECA A Process Map A MSA A SPC Plan
A SIPOC A Defect and A FMEA/FMECA A Process A Audit Plan
A FMEA/FMECA Defective A Capability Capability A Training/transition
A POA&M Product/Process Analysis Analysis plan
A Define Project A First past Yield A Process/Product | A Implementation | A Project Notebook
statement (FPY) Analysis Plan
A Descriptive A 5 Whys
Statistics
Well Defined Measure of List of Proposed PDSA More
Project Scope Process/Product Improvements of Improved Effective
& Metric Effectiveness to Process Process Process




PLAN, DO, STUDY, ACT (PDSA)

Downloaded from qualitysafety.bmj.com on April 1, 2014 - Published by group.bmj.com

Systematic review

Table 1 Description of the plan—do—study—act (PDSA) cycle method according to developers and commentators

Langley (1996)>°How the PDSA method  Speroff and 0’Connor (2004)>3*How the

Deming (1986)*°Original description of may be adapted for use in healthcare PDSA method is analogous to scientific
the method relating to manufacturing  contexts methodology
Plan  Plan a change or test aimed at improvement , Identify objective Formation of a hypothesis for improvement

» Identify questions and predictions
» Plan to carry out the cycle (who, when,

where, when)
Do Carry out the change or test (preferably on . Execute the plan Conduct study protocol with collection of data
a small scale) » Document problems and unexpected
observations
» Begin data analysis
Study  Examine the results. What did we leamn? » Complete the data analysis Analysis and interpretation of the results
What went wrong? » Compare data to predictions
» Summarise what was learnt
Act  Adopt the change, abandon it or run » What changes are to be made? Iteration for what to do next
through cycle again » What will the next cycle entail?




PDSA (plan-do-study-act) worksheet

TOOL: STEP: CYCLE:

[PLAN

| plan to:

| hope this produces:

Steps to execute:

Plan
* What do we want
to accomplish
+ What changes
might be useful
* How will we
measure progress

Do !
« Carry out the plan
* Document issues

* Record chosen
outcomes

[DO

What did you observe?

[STUDY

What did you learn? Did you meet your measurementgoal?

[ ACT

What did you conclude from this cycle?

Act
+ What changes
should be made
* How can we
improve from past
experience

Study
* Analyze data

* Where were
effects insufficient

« What was learned




A3 9BOX MET

HODOLOGY

Title:

Owner:

Sponsor:

Team Members:

Coach: Start Date:

A3

Facilitator: Updated on:

1. Reasons for Action:

4. Gap Analysis:

7. Implementation/ Completion Plans:

Metri

(=]
What are you talking about and why? What is the problem you are trying to solve? ‘_‘;‘ Why does the problem or need exist? What are the top contributors/root causes to the - What are the implementation plans? Who does what by when?
S |gap (tied to box 2 - 3 of A3) 3
[ |Clear, succinct background/problem statement serves as the "compass” for the project % Target 'EI‘ Refine Standard Work, Train and Communicate
] =]
= @ State
5 2 GAP g
® c
= | What Who By When
Process Start: Problem DirectC RootC (s)
Process End:
1In Scope:
Out of Scope:
2. Current State: 5. Countermeasures / Solution Approach: 8. Confirmed State:
g Where do things stand now? Facts, data, or metrics to indicate the problem: Countermeasures - what do you propose to close the gap for those key processes? = |What were the actual results?
E 3
2 2 | Ask how each root cause could be eliminated or minimized - at least 3 "hows” for each root cause | S | Did you close the performance gap [does Box & = Box 3] - are we moving the metrics? Are we
& =] = ) -
= ® Q  [naving the anticipated outcomes and sustaining them? Spread - how far, how fast? More Check -
E = If we... Then we expect... B |Actor new Poca?
@ N " - -
g © Ex Exam time # proc_time Adjust procedure times g
@ Modify o0 E'-
Add room for prep
Metric Current Ex#2 Trial 1
State Metric Current Target | Confirmed
Trial 2 State State State
Trial 3
Ex #3 Trial 1
Trial 2
Trial 3
3. Target State: 6. Rapid Experiments: 9. Insights:
- Vihat are the target ar 7 target metrics (tied to box 201 A3) | = [Plan each experiment - what - who - when - where; Learn and improve as you go \What were the insights or lessons learned?
3
@
= ed upon? What is the plan for improvement based on
g Wh - h 3 b I I - ’) rtunities and when wil they be addressed?
s at Is the A3 problem-solving process”
o
w
=
@

= What are the 9 steps?




CORE IDEAS OF LEAN

Pull vs. Push: Let the patient pull the product or service

No delay versus delay (eliminate delays)

Parallel versus sequential process flow (do more things in parallel)

No action versus action (eliminate unnecessary processing)

No movement versus movement (eliminate unnecessary movement)
Determine value using the VOC (what does the veteran want?)

Use the Apull 06 system to avoid overoprc
One-piece flow make the process flow with out interruptions or wasted time
Level out the workload to the rate of customer demand

Stop and fix problems immediately when they appear

Standardize processes to support improvement

Use visual control so no problem remain hidden

Only use reliable technology that supports the people and the process




WHO |S DOING LEAN

Barnes-Jewish Hospita]/Washington University New York-Presbyterian University Hospital of Columbi

OVERVIEW RANKINGS PATIENT SATISFACTION DETAILS DOCTORS PHOTOS
OVERVIEW RANKINGS PATIENT SATISFACTION DETAILS DOCTORS PHOTOS

Nationally Ranked Hospital
Nationally Ranked Hospital
Ranked #1 in New York

Ranked # 1 in Missouri
Ranked #1 in New York metro area
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Ranked #1 in St. Louis metro area New York-Presbyterian University Hospital of

Columbia and Cornell in New York, NY is
ranked nationally in 14 adult and 9 pediatric
specialties. It was also high-performing in 2
adult specialties, as shown below. New York-

Barnes-Jewish Hospital/Washington University
in Saint Louis, MO is ranked nationally in 15

adult specialties. Barnes-Jewish

Hospital/Washington University is a 1,270-bed Presbyterian University Hospital of Columbia
and Cornell is a 2,261-bed general medical and surgical facility with 106,459 admissions in the

most recent year reported. It performed 30,588 annual inpatient and 71,145 outpatient

surgeries. Its emergency room had 230,474 visits. New York-Presbyterian University Hospital
reported. It performed 18,955 annual inpatient and 19,742 outpatient surgeries. Its of Columbia and Cornf
emergency room had 85,965 visits. Barnes-Jewish Hospital/Washington University is a Accreditation of Rehal  \/jrginia Mason Medical Center
teaching hospital.

general medical and surgical facility with
56,600 admissions in the most recent year

OVERVIEW RANKINGS PATIENT SATISFACTION DETAILS DOCTORS

% Ranked #7 in hil on

FEST Recognized in Puget Sound
THEDAS)CARE Ma Pﬂgnt B Ronked #3 in Seattle metro area
CENTER FOR N Virginia Mason Medical Center is a general

Gura for Hoalthcare

HEALTHCARE VALUE medical and surgical hospital in Seattle, WA.
It performed nearly at the level of nationally
ranked U.S. News Best Hospitals in 10 adult
specialties, as shown below. Virginia Mason

~ Medical Center has 283 beds. The hospital

Targeting Value, Spreading Change.

had 15,543 admissions in the latest year for which data are available. It performed 7,267

annual inpatient and 9,973 outpatient surgeries. Its emergency room had 22,722 visits. It is
L MO W . also accredited by the Commission on Accreditation of Rehabilitation Facilities (CARF).
THOMAS MATTICE 4 -t Y e

5 Y Forowora by Tammy Thempaon rrus Wecrer,
Director, Medical Center Goarres 28 1. Sacrotary f Math s Horran faricas
Mr. Matice was appointed as the Medical Center Director Aprl 27, 2008,
Previously, he has served as Associate Medical Center Direclor since 2000

Mr. Matbce received a Bachelor of Science degree in Molecular Biology
from the University of Wisconsin in 1978, and a Master of Arts in Business
n 1982, specializing in Health Services Administration. He received the
UW Health Services Administraon Alumni Award in 1982

Mayo Clinic CEO John Noseworthy:
https://www.youtube.com/watch?v=nO_7HyQ1X2k



https://www.youtube.com/watch?v=nO_7HyQ1X2k

WHAT | S ALEANDO

A The Toyota Production System (TPS)
A The Toyota Way i Jeffrey Liker

OQutlines 14 principles
APhilosophy

THI
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AProcess
APeople and Partners
AProblem Solving







