ED PIP: Diagnostic Phase

Detailed Overview
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Overview

During the diagnostic phase, hospitals will go through a linear
discovery process to identify the right solutions

Diagnostic Solution
/ Design
Iterate SIPOC H th is t
o othesis tree
List of Prioritization myp
Value Stream Map  gpportunities matrix e =
EEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEE =
- === -
= S —————
e = |
= Fishbone Root cause analysis
1 3) 3
What is the Where are What :
current there N opportunities | | Go & See data
process? opportunities should we Time studies collection
for focuson? | ER—

improvement?

Y

Spaghetti diagr

am

Does the data and information
confirm that we 6'v
right opportunities?
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Diagnostic Phase

Before you get started, consider some fundamental concepts to
ensure you are setting yourself up for success

Overall

A Resist the urge to develop a 100% right answer i apply the 80-20 rule and stick to deadlines.

A Be wary of pre-determined solutions that are not backed up by hard data

ASee the process t hr o staythtthe bnd of thagdrocessandoverk magkwasds

A Observations should occur early and ofteni pl an 6go & seed Vvisits so that patients, | s
A stand firm with concrete data

ALeverage t he tieuannudesr ssttarnedn gitnhdsi vi dual 6s capabilities and | earni
A Plan for sustainable impact from Day #1 - follow the communications plan and stakeholder management plan

Operational Focus Management Focus Building Capabilities

ADono6t ov eirputa stakd irytisee A Ensure that targets set for project cover AAssess the project t

ground by making a hypothesis and use end-to-end scope of t e amobpabilitymard coafiiehce with new tools
guantitative and qualitative facts to align with organi zat i (@9 amlytigabt@ols,snterview tools)
prove/disprove it A Review KPIs (Key Performance A Deliver regular and concise
A sStay in-scope i resist the temptation to |l ndi cators) and o6 pr o gcommunicatioos td egerygne thedpropwdt t

fix everything, keep to the processes team regularly and track performance touches i ideally messages can be
scoped in your charter using visual management targeted (see Communications section

(e.g. whiteboard, regularly updated for examples)

trending chart of key metrics) A Have explicit approach to identifying

A Rationalise metrics to include only stakeholders, monitoring their support
measures which relate directly to the level and changing their mindset
charter and the targets A 1dentify cultural and/or capability barriers
to success

A Celebrate a win within the first 2 weeks

=
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Work Plan

Diagnostic: Outcomes and Timing

Operating
System

Which tools to focus
on with the team

Performance
Management

Culture &
Capabilities

Communications

Team
Management

> Weeks 1-2

Asipoc

AValue Stream Map

AGo & See

A Diagnostic interviews with select
leaders

ATargets confirmed

A Metrics reviewed on DART

A Additional data request placed (as
required)

A Team norms session
A Team learning session
A Capability assessment
A Skills learning

A Functional learning

A Project and team introduced to unit

Asipoc

AValue Stream Map

AGo & See

A Diagnostic interviews with select
leaders

There are i

t ems | i

Alssue tree / hypothesis tree

A Analysis (e.g. Pareto) and
observation (e.g. Go & See)
to prove / disprove
hypothesis

Alnitial description of
opportunities

A Data collection plan

A Stakeholder management
plan

AExisting patient sats
assessed

AFunctional learning

A Communications plan
A Engage physicians and staff
AUpdate sponsors

Alssue tree / hypothesis tree

A Analysis (e.g. Pareto) and
observation (e.g. Go & See)
to prove / disprove
hypothesis

Alnitial description of
opportunities

sted

as

Alnitial sizing of opportunities

ARoot cause (e.g. 5 why)
problem solving for each
opportunity

A Profile of each opportunity
area

A Performance management
diagnostic interviews with
leaders

A Organization culture
assessed via interviews and
focus groups

A Skills learning

A Share VSM with unit staff &
physicians and validate
hypothesis

A Prepare Steering Committee
Mtng

Alnitial sizing of opportunities

ARoot cause (e.g. 5 why)
problem solving for each
opportunity

A Profile of each opportunity
area

nskill s

focused training for information and tools found within this toolkit.

5

Weeks 5-6 Weeks 7-8

4

A Opportunity set prioritized by
expected impact on metrics
(e.g. LOS)

ARoot cause for issues and
opportunities understood

ADART training

A Organizational cultural
themes (strengths and
barriers) identified

A Functional learning #3

A Steering Committee

A Align on 10-15 opportunities
to pursue

A Hospital wide update

A Opportunity set prioritized by
expected impact on metrics
(e.g. LOS)

ARoot cause for issues and
opportunities understood

or functi
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During the diagnostic phase, there are many tools that hospitals
may elect to use to understand their processes and opportunities

S { o Ten tools have been selected to support you in achieving the

_—— goal of this phase, which is to understand the patient

§ & ENERZENCY §

experience from arrival in the ED to discharge from the
inpatient unit

Tool Description
1 SIPOC Identify the project scope and the key
stakeholders
2 Detailed Process Early indicator of opportunities for
Mapping improvement

3 Value Stream Mapping Visually identify opportunities and
potential causes

4 Identification of 8 Identify opportunities for quality, time
Wastes and cost improvement
5 Spaghetti Diagram lllustrate the waste associated with

physical movement

Continued on next page...
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...Continued Outline of tools highlighted (2 of 2)

10

Tool

Time Observation
Studies

Root Cause Problem
Solving (5 Whys)

Root Cause Problem
Solving: Fishbone
diagram

Pareto Analysis

Capacity to Demand

Description

Structure the analysis of a process

Identify the root causes

Identify the root causes

Identify the areas of focus with most
impact

Understand the variation created by the
mismatch between Capacity and
Demand

My
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SIPOC

SIPOC 1T Overview

Outcome All relevant elements of a process are captured (high level Tip for integrating Lean
process, project scope, key stakeholders) principles into healthcare:
" ) : : APart of successfully
Definition: SIPOC (Supplier / Input / Process / Output / Customer) is a high implementing Lean in
O0What i s ilewePpictorial representation of the process including the logical

healthcare is adopting
common language that may
have originated in
manufacturing and
internalizing how it is used
Objectives: SIPOC in a healthcare environment.
For SIPOC, it means
swapping customer for
patient in some scenarios or

flow from the key suppliers and their inputs, through the process
with the resulting outputs to the key customers from the beginning
to the end

OWhat is it Pprovidesa shared vision of the high level view of the process
used f or[?0 (excellentteam building exercise)

i Helps the team identify the key stakeholders and verifies that
the team is complete

i Enables stakeholders to more readily understand the process ADonot be int.i
technical elements along

your improvement journey...

Benefits: This exercise fiforceso alignment EEEESIIERICIEENNELC
that the correct scope is being addressed by the project sure youore cC

It is an excellent team building exercise the tools

nurse for supplier...

When to use The SI POC should be one of the| fi
exercises early into the project

[y
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SIPOC

To use SIPOC effectively in healthcare, start on the right side
of the diagram first i the Customer (who is often the patient)

organization,
system, report,
database, etc.,
supplies or provides
whatever it is that is
needed as an input
to this activity?

Ain healthcare this
will typically be a
patient or a
healthcare
provider or
support staff.

tools, etc., are

required for this

activity, or who is

needed to perform

the action

Ain healthcare

this could be the
decision to treat
a patient

n healthcare, this
could be the
diagnostic test, or
procedure.

eligibility status,
etc., comes out of
this activity or is
produced as a
result of this
activity?

Ain healthcare this
might be the
results of a
diagnostic test

Supplier Input Process Output Customer
Awho or what Awnhat data, AThis may be multiple Awnhat information, Awho or what
functional supplies, system, high level processes data, report, receives whatever it

is that comes out of
this activity?

Ain healthcare this
is typically either
the patient or one
of the providers.
For example, the
patient would
receive the
diagnostic test,
however, at a
different part of
the process, the
customer might be
the physician
receiving the
results of the test
from the specialist

10
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SIPOC
To further elaborate on SIPOC as atool, try using a

basic every

day example like buying a cup of coffee from a coffee shop...

Step 1

Follow the
steps outlined
here to fill out
the SIPOC
chart...

Start by
identifying which
people are
involved in the
process

Supplier Input Process

Output

Customer

Coffee Customer Coffee requirements Order coffee and pay Order

Staff member

Staff member Order Pour coffee Coffee in cup

Staff member

Staff member Coffee in cup Hand coffee Coffee in cup

Coffee Customer

Step 6 Step 5 Step 2 Step 3

Identify the
Supplier(s) of the
corresponding

Identify the input(s)
necessary for the
Process to function

properly

Complete the high
level process (no
more than 4-8
steps)

Specify the key
outputs of each
corresponding
process step to be
delivered.

input(s)

11

Step 4

Identify the
Customer(s) that
will receive the
corresponding
outputs from each
process step.

My
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SIPOC

Now | et d0s use a héaaphtiert cdiscinaege)dox a my
reinforce how SIPOC can be used...

We have identified a
process that will involve a

patient, ward clerk and
nurse...

Supplier Input Process Output Customer
Patient Patient Information / ATriage/Reception ADischarge Decision Ward Clerk
Systems Patient Assessment
AAssign bed & Admissions
ADeliver care
Ward Clerk Discharge Decision ADischarge APatient discharge Nurse
decision/activities papers
Nurse Patient Discharge APatient discharge ADischarge Patient
Papers
Step 6 Step 5 Step 2 Step 3 Step 4

Identify the
Supplier(s) of the
corresponding

input(s). This will
be the supplier
from the previous
row.

Identify the input(s)
necessary for the
Process to function
properly (this will
typically be the
output of the
previous row

In some cases,
such as the first
row of processes,
we link together
multiple high level
processes.

The outputs of one
process become
the input of the
next row

12

Identify the
Customer(s) that
will receive the
corresponding
outputs from each
process step.

My
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SIPOC
Using the two different examples, we develop a common
understanding of how to use SIPOC to achieve our goals

Example # 1: Coffee Purchase Consider the following tips and tricks to

fully benefit from SIPOC:
1. Capture the key elements of the scope
Supplier Input Process Output | Customer of the project; make sure that the team

Staff member

Order

Pour coffee

Coffeein cup

Staff member

Staff member

Coffeeincup

Hand coffee

Coffeeincup

Coffee Customer

Step 6

Identify the
Supplier(s) of the
corresponding

input(s)

Identify the input(s)
necessary forthe
Process to function

properly

Step 2

Complete the high
level process (no
more than 4-8

steps)

Example # 2: Pt. Discharge

Step 1

We have identified a
process that will involve a

patient, ward clerk and
nurse...

Specify the key
outputs of each

corresponding
process step to be
delivered.

Step 4

Identify the
Customer(s) that
will receive the

corresponding
outputs from each
process step.

Papers

- —
Supplier Input Process Output Customer
Patient Patient Information/ | ATriage/Reception Abischarge Decision Ward Clerk

Systems Patient Assessment it
Anssign bed & Admissions
Apeliver Care
Ward Clerk Discharge Decision ADischarge Apatient discharge Nur:
decision/activities papers
Nurs Patient Discharge Apatient discharge Abischarge Patient

Identify the
Supplier(s) of the
corresponding
input(s). Thiswill

be the supplier
fromthe previous
TOwW.

Step 5

Identify the input(s)
necessary forthe
Process to function
properly (this will

typically be the
outputof the
previous row

Step 2

In some cases,
such as the first
row of processes,

we link together
multiple high level
processes.

The outputs of one
process become
theinputofthe

nextrow

Identify the
Customer(s) that
will receive the

corresponding
outputs from each
process step.

13

stays as high as possible i it will become
obvious as the SIPOC is being developed
if a process step is missing

Make mapping a team exercise: itis a
great team building exercise and ensures
that everyone understands and can point
out inconsistencies

If the team gets stuck, jump to the next
step above and work forward to the step
that they were stuck on

Generally, the output for step b is the
input for step d i this may be another
explanation if the Customer / Supplier
does not align between adjacent rows

[y
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Process Mapping

Detailed Process Mapping: Overview

Outcome All key flows (of work, information, materials) and many potential

root causes are known Tip for integrating Lean

principles into healthcare:

Definition: Detailed process mapping presents a pictorial representation of A_Part of successfully
6 What i s ithe 8quence of steps, tasks or activities that transform an input implementing Lean in
and produces an output in small bundles of information healthcare is adopting
common language that may
. . ) have originated in
ijectlves: . _Detalled process mapping manufacturing and
OWhat is 'jt Improves the knowledge of the team regarding the key internalizing how it is used

used f orl?0 processesaround the objective of the project by providing a in a healthcare environment.
visual representation of the process.

Identifies areas of opportunity / potential root causes as the
team decides where to dAadril]l

I Helps identify inputs that could potentially be measured
1

AFor Process mapping, think
of the definition simply as

documenting the things that

_ _ happen (steps, tasks,
Helps identify any key stakeholders that may have been activities) between starting
missed something to achieving a

I Helps communicate the process to the stakeholders by result or output
Abreaki ng i t-sizkodeasiyunderstbodamounts e
of information

I Validates the scope of the project

Benefits: It is an excellent team building exercise and is therefore a very
effective tool near the beginning of the project

When to use Detailed process mapping should be used to align the team on
the overall process and the areas of opportunity / potential root
causes

‘r\y_
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Process Mapping

A process may be articulated at a high level (such as a value
stream (outlined within this toolkit), or you may want to do more
detailed documentation of a specific process...

Patient flow through the ED i Mental Health process

2007-2008

ED Admits:1450
DirectAdmits:
A280 to PICU
A1,629 to Ward

%
Assign bed and
admissions

eeeeeee

aaaaaaaaaaaaaa

< Process

@ Activity H Activity H Activity HActivit @

A process is a sequence of steps, tasks or activities
that transforms an input and produces an output

My
15 zﬁ)Ontario




Process Mapping

Process Mapping usually leads to one of three possible
outcomes:

You map a process that is: The impact is that:

1. What you think it is OP[1eON-O iwWhat you think it iso

l you will be relying on assumptions that
may not be accurate

: AWhat it should beo is
2. Whatit should be O-V-O-0O because the team is jumping to a solution

without having completed the appropriate
data collection / analysis

AWhat it actually isbo
because it eliminates assumptions and
replaces them with facts that can lead to

the correct focus of effort by the team

3. What it actuallyis

[y
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Process Mapping

Process to create a Detailed Process Map (1 of 5)

Level 1: Start by identifying the big picture of a process, step, or activity

A |= B |= C |= D |= E = F

Create the high level (level 1) process:

Step 1: Begin with the end-customer and think about where the process should begin and where it should end T
these would make up the two extreme boxes (A and F from above)

Step 2: Complete the high level boxes in between (B to E from above)
Step 3: Acquire team consensus for the process

Notes:

AWrite one activity or step in each box in a fAheadlinebd
A The boxes should flow in a logical manner from left to right

AOnce fAcompletedo, fAwal ko through the process to valida
errors

A When creating the high level process, keep it as high as possible, frequently combining several steps if it
involves the same individual / set of individuals

A There is no set number of boxes, but it would likely be greater than 2, and less than 12, but this is merely a rule
of thumb

A This is a team exercise and should not be done as an individual

‘r\y_
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Process Mapping

Process to create a Detailed Process Map (2 of 5)

Level 1. Highlight areas for potential root causes

Highlight the boxes that have potential for a root cause:

Step 4: Highlight the boxes that have a possibility of having a potential root cause for the problem that the project
is addressing (C to E from above)

Notes:

A Highlighting the boxes for potential root causes is not a vote i a box is deemed to have potential for a root
cause if any team member believes that a root cause is possible

A One box could be highlighted or all the boxes could be highlighted i there is no rule of thumb for this

A If the team does not highlight any boxes, review all of the boxes again and if there is still no highlighted boxes,
the team has likely selected the wrong process relative to the problem that they are trying to solve (e.g. the
scope of the project is incorrect)

18 i:: >Ontario



Process Mapping

Process to create a Detailed Process Map (3 of 5)

Level 1

A = B

Level 2: Zoom in on the potential root causes

Step 5: Breakdown the highlighted boxes to the next level (e.g. Box C is broken down to boxes 1 to 6). The result
(Boxes 1 to 6) are a more detailed equivalent to box C.

Notes:

A For the above example, boxes D and E would also be broken down to the next level, but they are not shown for
ease of illustration

A When creating each subsequent level, try to keep them as high as possible resulting in between 2 and 8 boxes.

I f you find that you are starting to exceed 8, try con
Again, this is a rule of thumb, but one of the benefits of Detailed Process Mapping is that it breakdowns a
compl ex proceszeontoeadbitlygy under st@pato@bmes) nt s of i nfor

My
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-cess Mapping
Process to create a Detailed Process Map (4 of 5)

Level 1

A

Level 2: Further Highlight areas for potential root causes

Step 6: Highlight the boxes that have a possibility of having a potential root cause for the problem that the project is
addressing (boxes 2, 4 and 5 from above)

Notes:

A As per Step 4, highlighting the boxes for potential root causes is not a vote i a box is deemed to have potential for a
root cause if any team member believes that a root cause is possible

A If the team does not highlight any boxes, review all of the boxes again and if there is still no highlighted boxes, the
team can conclude that that there are no potential root causes in this path of the processi d o not @At oss ¢
information as it can be valuable later if a stakeholders asks why a certain area is not being addressed in the project

20 i:: >Ontario



-ocess Mapping
Process to create a Detailed Process Map (5 of 5)

Level 1

A

Level 2 -

Level 3: Further zoom in on the potential root causes

Step 7: Breakdown the highlighted boxes to the next level (e.g. Box 4 is broken down to boxes a to f)

Notes:

A When do you stop? You stop when you either cannot identify any boxes to highlight (you learn that this was not
an area of opportunity) or when the potential root cau:¢

21 i:: >Ontario



~ Process Mapping
Example Detailed Process Map: Buying a coffee takes too long

Level 1 Order | wup | e | ™| cofrec
coffee coffee coffee
Employee Customer
Level 2 states cost | |gives money
Employee | | Manager | | Employee | | Employee EmFi)\I/:)slee
Leve| 3 requests brings breaks assemblies 2
change
forchange| | change | |coinwraps| | change | . o oo
N —
N

Level 4

Employee
Enters order

Employee
gives change

The process to get change is a potential root cause

The working capability of the cash
register is a potential root cause

i::>Ontario



Process Mapping

Tips and tricks for generating a detailed process map

A

Great team time management i the team decides what areas need more detail and what areas do no need to be
broken down at all

Think in terms of the process i not departments, professions or individuals
|l ncl ude 6i nf or ma(é.gphone ¢aldsrhalleety coaversationsy hvasd written notes)

Focus on getting a good snapshot of the actual process i if there are inconsistencies between stakeholders, document
both approaches in parallel

Use a pencil and sticky notes 7 a process map is a working document and using a pencil or sticky notes enables easy
and neat edits

Ensure you have the right Resources:
U Cross functional team inclusive of all stakeholders, (consider including the patient or family)

U Supplies: large roll of brown paper, sticky notes (3-4 colours), green and red sticky dots, masking tape, flip chart with
paper, writing tools

U Time: process mapping should likely be completed in 4 7 6 hours, but this is only a guideline as it is highly
dependent on the complexity of the process and on the number of boxes that are broken down to the subsequent
level(s)

i'i Do not jump to developing corrective actions for potential root causes that are identified 7 the team is

identifying potential root causes; once they are validated by the team with data, they will become true root causes;
once their impact to the project is estimated, they can then be prioritized and potential solutions can be investigated

Py
> > .
Source: Access and Patient Flow Toolkit. London Health Science Centre. McKinsey & Company23007. ﬁﬁ' Ontario



Value Stream Mapping

Value Stream Mapping i Overview

Outcome All key flows (of work, information, materials) in a process are Tip for integrating Lean
known principles into healthcare:
. : — : APart of successfully
IE)efmltlon: _ _Value stream_ mapping presents a plctprlal repr_esentatlon of the implementing Lean in
OWhat i s |f|0vv?oﬁ_mater|als, people and process information from the healthcare is adopting
beginning to the end common language that may
have originated in
Objectives: Value stream mapping _manufall_ct_urlnrg]; and g
6What is| it Improves knowledge of people and processes, flows, activities, !nterna zIng how |t_|s use
used f or|{?d toolsandresources in a healthcare environment.
i Helps people understand flows, queues and bottlenecks AThis section focuses on
i Helps identify opportunities to reduce waste by detailing setting out a process from
material and information flows start to finish that includes all
i Visually tracks resources and costs for each step in the key steps (including the
process people involved and the

activities they do). This may
be many processes strung
together

i Enables stakeholders to more readily understand the process

Benefits: By enabling stakeholders to more easily understand the issues,
they can more readily identify and link root causes of issues to
specific activities and steps within a process. This also assists with team, ensures that everyone
prioritising process improvements Uhdor st amds  q
Whereas traditional people and process improvement tends to i s0O process
focus on a single process, value stream mapping provides a
complete end-to-end perspective

AValue Stream Mapping is a
team exercise i it builds the

When to use Value stream mapping should be used when a detailed end-to-end
process understanding is needed

[y
e .
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Value Stream Mapping

|t 6s critical that you are wel
mapping of the value stream.

Prepare Map & Measure Analyse

1. Review / assess any existing current state process flow maps and metrics
2. Prepare to capture metrics:
A Ascertain the type of data that needs to be collected, and standardise units to be used
A Develop a plan to gather data that needs to be measured on site (e.g. touch time)
A Collect data from historical sources (e.g. volumes)
A Request historical data prior to site visit

3. Prepare a list of interview questions for personnel

ABe mindful of shift start and stop times and peak/non-peak hours (this may skew data)

Alnvolve multiple reviewing staff (each should draw individual maps, which should all be incorporated at the end for
completeness)

ABring a stopwatch to verify all times (e.g. to verify existing report and KPI metrics)

[y
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Value Stream Mapping

Mapping the value stream should be conducted with the whole
team represented and the final map should be representative
of an iterative approach

Prepare Map & Measure Analyse

1. Document the process to determine the resource and information flows:

A Physically walk through the process

A Follow staff around

ARecord all activities staff are observed doing (e\
A Measure the touch time, cycle time, volumes and number of staff for each step

A Ask how often they have to rework/redo work products

A Note how work products initiate and flow (e.g. batched, ad-hoc)

2. Collect cycle time and volume for the whole value stream

3. Return to work unit area as necessary to acquire more or verify data details

AUse a stopwatch to verify all times (verify existing report and KPI metrics)

AEnsure all necessary data is collected at each step to complete calculations

AUse standard measurements in all calculations (e.g. minutes vs. hours)

ARemember to include metrics and flows for exception processing and error correction
AUse pencil to map and record metrics

A Avoid using computers during reviews (time-consuming, distracting)

[y
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Value Stream Mapping

Once youove mapped out the val
to probe for accuracy and areas of opportunity

Prepare Map & Measure Analyse

1. Review the process against the Diagnostic Questions
2. Assess any improvement recommendations made by staff

3. Annotate where waste and problems occur: bottlenecks, non-value added work, resource problems, rework and
duplications, quality issues and control effectiveness

4. Analyse each element of the value stream, asking diagnostic questions to identify signs of opportunity in the
areas of: material flow, process flow, resources, waste, queues, information flows, quality

AAnalysis begins by listening to the staff who perform the process
AAsk them what they would improve

MRecord notes when they mention things that o6take
complicat edo

AReview the process through the O6customerdos eyesb®o
AReview each process through the Process Analysis Questions
AShare ideas for new Process Analysis Questions and techniques

[y
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Value Stream Mapping

Value Stream Mapping: General Symbols

Admitting
Company
name
Internal outside
process sources

Problem area

nmunp

Push Arrow

Improvement
idea

Cit = 3000
Clo = /\ or
Shifts =
Data box Inventory
Department
i Assyl Assyl
O
O .
o
Department
Operator

28

Manual information
flow

e

Electronic information
flow

..... chedule-—»

Schedule

[y
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Value Stream Mapping

Value Stream Mapping - Template TEMERATE
\ ‘\ J\ Title
Area ™
Pain Point; Pain Point: Pain Point: Pain Point: Pain Point Pain Point
Area
Step I Step Step ‘: Step \: Step Step
Text Text Text Text Text Text
0 0 4] 0 4]
People 0 People a People a People i People 0 People a
FTE 0 FTE ] FTE ] FTE i FTE 0 FTE i
Batch 1 Batch 1 Batch 1 Batch 1 Batch 1 Batch 1
CiT 0o T i =) 0o =) 0.0 T oo T 0.0
ol TT 0.0 TT 1] T 0.0 T 0.0 T oo TT n.a Wol
| 0 | Yolume % 0% Yolume % 0% Wolume % 0% Wolume % 0% Walume % 0% Wolume % 0% | 0 |
Seconds 0.0 0.0 oo 0.0 0.0 oo
Seconds 0 0 0 0 0
Wariability Min: 0 f Max: 0 in: 0 f Max: O Min: O f Max: 0 hin: O/ dax: 0 in: 0/ hax: O Min: O f Max: 0
Notes:
Cycle Time Seconds
Touch Time Seconds
Process Time Seconds
Cycle Time ming
Touch Time mins
Process Time mins
Valueadd % 00%
[
»yr= .
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Value Stream Mapping

Tips and Tricks for generating a Value Stream Map (VSM)

A Focus on the main flow and key sub-processes as well as those processes that have long lead times, high volume or
high impact i there is no need to map the flow of every discrete part or input

A Mapping is a team exercise; it builds the team, ensures that everyone understands the current state and can illustrate
inconsistencies and opportunities for improvement

A Think in terms of the process i not departments, professions or individuals

A Collect current state information by observing a patient and the required information flow through the process;
document observations, time taken and other information as it occurs

A Use common sense to handle exceptions i write down any assumptions
A Ilnclude o6infor mal 0phone ¢alsyrhalleeay cooversatidns hasd wiitten ngtes)

A Focus on getting a good snapshot of the actual process i if stakeholders state that certain parts of the process occur
only rarely, review and observe the process again

A Use a pencil and sticky notes i a value stream map is a working document and using a pencil or sticky notes enables
easy and neat edits

A Simplify the map by grouping steps that are directly related or linked (with no wait time in between) - this is best done
once the team has a thorough understanding of the detailed version of the map

A Ensure you have the right resources:
U Cross functional team inclusive of all stakeholders, (consider including the patient or family)
U Supplies: Brown paper, sticky notes (3-4 colours), Coloured sticky dots, masking tape, flip chart, writing tools

& A Map the patientds journey, not the provideroés journe

A Be careful not to jump to developing the future state map too early - spend time creating and understanding
the current state

M-
Source: Access and Patient Flow Toolkit. London Health Science Centre. McKinsey & CompangOZOOT Ifﬁ)Ontario



Value Stream Mapping

Value Stream Mapping T ED to Inpatient Mental Health

Patient flow through the ED i Mental Health process
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Value Stream Mapping

Value Stream Mapping T ED to Inpatient Mental Health with
Interesting insights/anecdotes related to problem areas

Patient flow through the ED i Mental Health process

Crisis
nurse only Average delay for a MH
used in n assessment room is 3 hours
30% of Crisis worker
app"cab|e assessment
Voluntary Involuntary cases Y'Y 1
y g I (5]
S EEEE Mental Health
Triage/ First RN Assessment and CEPS Assign bed and
Recepton = assessment %  medical - > = /=% admissions
assessment
clearance
5 min 15 min 15 min 1hr 1hr?
1hr-6
0-3 hrs 0-4 hrs 2-4 hrs days
Pts arriving at SS Friday after Administrative activities
Direct 10:00 am do not receive active often cause discharge
TX until Monda delays
5 < ¢ : e
‘Z’x\ . Ry
Reassigned to D.e I“{ea.c A ©
RN MH Consultant i |ngtg |r;g Discharge Discharge
asSSeSSMeNt === =P and initial — S}gﬂ |tc())nwr;)rr(;1 =) decision = =P activities
CREEE) (8 PICU/60 Ward)
10-30 min 30 min-60 min ﬁtgg ééézgsgs(PICU) <5 min 2hr -1 5mini 2 hrs
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3hrsi 4 days 0 ° Internal External factors

include: wait for
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Patients stay over a day
in the ED on average if
waiting for a PICU bed

Transport to
SSH

Current discharges only
happen 5 days a week
however demand constant .
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Identification of 8 wastes

ldentification of 8 Wastes i Overview

Outcome Learn to see waste that inhibit
ability to deliver high quality services and products
Definition: Identification of 8 types of waste which do not advance quality or

6 Wh a't i s

| pto@udtivity and strategies to eliminate it

Objectives: Before waste can be eliminated, it must be seen

6 What i s| iAvariety oftools can be used to discover waste and generate
used f or|? Opotential ways to eliminate it

Benefits: Waste is the opposite of value for the customer and provider

There is tremendous opportunity to improve productivity, quality,
cost, delivery time, safety and the work environment, and staff
morale by eliminating the stress, inefficiencies and harm that
results from waste

Quality, cost and access can improve substantially through waste
removal and streamlining all aspects of work and work areas

When to use

Anytime you see:
People or things waiting (piling up), clutter, excess walking or
transport time, complex processes, duplication, defects, the
need for fire fighting, injuries, sick time, etc

Continual evaluation of the existence of waste

Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. Neé¥ York. 2007

Tip for integrating Lean
principles into healthcare:

APart of successfully
implementing Lean in
healthcare is adopting
common language that may
have originated in
manufacturing and
internalizing how it is used
in a healthcare environment

AThis section focuses on
helping to teach how to see

waste in any given process.
In other words, you can think
of waste as the steps that
dondot add val

[y
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Identification of 8 wastes

Efficient organizations should be focused on delivering value to

the customer (or patient)

Objectives of efficient
organizations

A Provide high quality services and
products at the lowest cost and in
the shortest time by continually
eliminating waste A

A confirm on a daily basis that
activities and products are creating
value for the patient (customer)

A Business value added (BVA):

A

A

A Non-value add (NVA):
A Activities

A Could be eliminated without compromising process or

We can define value in several ways

A value is always defined by the patient or customer

A customer value added (CVA):

Activities performed to meet customer requirements:
b itis important for the customer
b it changes the thing going through the process
b itis done right the first time.

Legal, fiscal, fiduciary, compliance, human resource,
communication, and environmental activities

Contributes to running the enterprise and is indirectly
providing value to the customer. We want to minimize
the time it takes to do BVA activities

t hat do not contri bt

customer 6s needs

product functionality

‘r\y_
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Identification of 8 wastes

There are 8 different ways to look at waste. Although some may
seem Iintuitive, we need to teach

Learning to see waste

Value adding < 5%
]

knowledge

motion

waiting

inventory

over
production

conveyance

over

: correction
processing

[
Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. Newg§rk. 2007 ﬁﬁ>0ntario



Identification of 8 wastes

There are Eight major inefficiencies (waste) in hospital operations

Wasted motion

Waiting time

Wasted transportation

Rework

A Pharmacy technician
spends 20 minutes looking
in multiple places for a
particular med

A OR team waits 20 minutes
for a case to begin and is
not free to do other tasks

-

-

(-
N/

—

-y

N

N

e
U

<

N
()

-~ &

e

A 25% of admitted patients
are transferred to a unit
with a similar level of care
within 36 hours of
admission

A X-ray technologist has to
re-enter 10-20% of
requests because of wrong
side indication

Excess processing

Over-production

Excess inventory

Wasted knowledge

A Nurse records respiratory
rate on 4 different forms in
the chart

A Admissions paperwork has
7 redundant pages out of
16 in the package

A Medicines held over the
shelf-life because of
excess ordering

ANumerous i dea
or overlooked only to be
rediscovered later

L S

36
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Identification of 8 wastes

8 Wastes 1 Instructions for use (1/8)

Motion

Waste of motion comprises both the human and mechanical elements

Wasted human motion is primarily related to ergonomics:
Unnecessary walking, reaching, twisting
Posture, force needed to complete task, repetition
Huge impact on quality, safety and productivity
Contribute to numerous workplace injuries and lost time

Wasted machine motion:
Equipment and materials needed are not readily available in immediate workspace
Equipment and materials are placed unnecessarily far from one another or the point of service
Equipment and materials are not placed in a logical order

Principles for eliminating waste:
A Standardize wherever possible
A Organize layout of workplace using 5S
A Introduce one-stop access at point of care
A Introduce visual management

Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. New York. 2007

[y
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Identification of 8 wastes

8 Wastes 1 Instructions for use (2/8)

Waiting

Waiting waste involves patients, staff, equipment and information

Wherever you find owaiting, you can
uncover the hidden waste and eliminate it, thus removing the need to wait

bei thakeyastd h at

It often occurs when there is excessive work-in-progress (e.g. charting or seeing patients in batches)

Delays increase the lead time (e.g. time between placing and receiving an order)

Waiting does not add value. In fact, waiting adds to the cost of operations by occupying space (waiting
rooms, occupied beds, discharge lounges, empty beds) and additional manpower to manage the waiting

Waiting decreases quality over time as patients and customers who are waiting can experience negative
health effects (de-conditioning, miscommunication) or defects (iatrogenic infections) while they wait.
Information and materials can be misplaced or misdirected if stored and/or sent in batches due to waiting

Sources of waiting waste:
Multiple handoffs
Communication problems

Waste of motion
Poor Processes

Principles for eliminating waits:
A Ensure there is point of care, one touch information access
A Implement visual management tools
A Utilize capable and available equipment and materials
A Minimize handoffs of information, people and materials
A Match demand and capacity

Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. New Yﬁk. 2007

Demand and capacity mismatch
Lack of visual management

(-
-
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Identification of 8 wastes

8 Wastes 1 Instructions for use (3/8)

Transportation

Large scale waste due to inefficient workplace layout, overly large or numerous pieces of equipment,
long distances between people or places

Batching of services or materials creates waste because larger batches must be moved from one place
to another

Multiple handoffs of patients, equipment and information
Conveyance, waste of motion and waiting are often interrelated

A certain amount of conveyance is necessary waste because patients, equipment and information must
be moved through a unit or organization (the goal is to minimize it if it is significant)

Principles for eliminating transportation:
A Ensure there are tight points of connection
A Minimize handoffs
A Establish point of care service and equipment
A Eliminate batching by providing just in time services
A Simplify processes

. ; ; i nd aditi i D
Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. Newgéjrk. 2007 ﬁﬁ Ontario



Identification of 8 wastes

8 Wastes 1 Instructions for use (4/8)

Rework

Waste of correction (rework) includes the time, material, energy and cost required to fix defects

Rework to repair products or services that do not meet patient or customer specification or cause
dissatisfaction

Defects occur because of a lack of standards and error proofing, work-ar ounds, O6winging ito

Defects may cause harm to patients and rework involves diagnosing and treating new and existing
issues (e.g. ventilator acquired pneumonia, medication errors), understanding and fixing the defect (e.g.
committee), following up with patients and staff (pa

Excessive design changes or time spent developing a project (red tape and bureaucracy, forms
committee)

Principles for eliminating correction :
A Develop quality standards
A Utilize standard work
A Develop error proofing techniques
A Adopt PDSA methodologies (rapid cycle testing)
A Simplify processes

*Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. New York. 2007 -
> > .
+ Source: Imai, M. Gemba Kaizen. McGraw-Hill. 1997 40 ﬁ” Ontario



Identification of 8 wastes

8 Wastes 1 Instructions for use (5/8)

Over processing

Waste of over processing often occurs by doing more than the patient or customer needs or expects

In healthcare, over processing often occurs due to a lack of synchronization and includes:
Charting vital signs in several different places, numerous forms to convey similar information
Patients being asked the same questions by different professions
Numerous signatures or approvals
Redundant processes that do not improve service or prevent defects

Over processing also occurs when patients and customers are provided services that they did not ask for
and do not need

Ordering unnecessary tests or treatments

Highest technical option for testing or treatment

Specialist care when primary care required

Principles for eliminating over processing :
A Establish standards and systems
A Implement 5S and visual management
A Develop error proofing techniques
A Adopt PDSA methodologies (rapid cycle testing)
A Simplify processes

*Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. New York. 2007

[~
+ Source: Imai, M. Gemba Kaizen. McGraw-Hill. 1997 41 IfF>Ontario



Identification of 8 wastes

8 Wastes 1 Instructions for use (6/8)

Overproduction

Waste of overproduction often results from the quest to always be prepared; we stay ahead of schedule
or over utilize equipment (e.g. utilize MRI suite 100% of time, opening extra suture kits just in case, more
information/ forms than required in an assessment)

Overproduction wastes energy, people resources, time, materials

Overproduction generates additional opportunities for waste:
Inventory (and more space to house it)
Motion (people doi
Conveyance (additional personnel to manage it, and more transportation to move it)
Defects (and the associated risks)

ng

t hi

ngs

t hat

arenot

Of all the types of waste, overproduction has the greatest impact on PSCDSM because:
gives people a false sense of security
may cover up a number of problems
may obscure information that can provide clues for improvement

Principles for eliminating over production :
A Establish standards

A Implement 5S and visual management (eliminate need to have too much on hand i just

in case)

A Regulate workflow with simple triggers (orders)

A Simplify processes

*Source: Dennis, P. Lean Production Simplified. 2" edition. Productivity Press. New York. 2007

+ Source: Imai, M. Gemba Kaizen. McGraw-Hill. 1997
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Identification of 8 wastes

8 Wastes 1 Instructions for use (7/8)

Inventory

Patients or materials that have been fully treated or processed, are undergoing treatment or processing,
but are waiting for the next step in the process (ALC, waiting to be admitted or discharged)

Wherever you find inventory, you can beiltekaystot hat
uncover the hidden waste and eliminate it, thus freeing up the need for the inventory

Inventory does not add value. In fact, inventory adds to the cost of operations by occupying space (waiting
rooms, occupied beds, discharge lounges, empty beds) and additional manpower to manage the inventory

Inventory decreases quality over time as patients and customers who are waiting can experience negative
health effects (de-conditioning, miscommunication) or defects (iatrogenic infections) while they wait.
Information and materials can be misplaced or misdirected if stored and/or sent in batches

Inventory results from over production of an upstream process. For example, an upstream process (triage)
is completed faster than the next process (registration) resulting in an inventory of patients waiting to be
registered

Inventory also results from a mismatch in service time between different steps in the process or a
mismatch between push (patient ready for next step) and pull (next step ready for patient)

Principles for eliminating inventory:
A Minimize overproduction
A Synchronize work flows
A Implement visual system for easy and quick prioritization of work and patients
A Implement downstream triggers to signal need for work or processing

*Source: Dennis, P. Lean Production Simplified. 2™ edition. Productivity Press. New York. 2007

B
+ Source: Imai, M. Gemba Kaizen. McGraw-Hill. 1997 43 /~ Ontario



Identification of 8 wastes

8 Wastes 1 Instructions for use (8/8)

Wasted knowledge

Wasted knowledge often results from a disconnect between different levels, professions, programs or
services in an organization and the customers they serve

Inhibits the flow of knowledge, ideas, creativity and creates frustration and missed opportunities for
improvement

Negatively impacts productivity, quality, cost, safety and environment, delivery of service, and morale
Leads to disengagement of staff, increasing sick time or injuries, worsening staff morale and satisfaction

Leads to poor patient and customer satisfaction

Principles for eliminating wasted knowledge:
A Focus on the voice of the customer
A Establish capable processes for sharing knowledge and information
A Establish cross functional teams at all levels of the organization
A Listen and act on ideas generated by staff at all levels
A Communicate, communicate