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Purpose

ÅTo identify key solutions to pilot; and 

ÅTo finalize plans for pilot and implementation 

Objectives

ÅPrepare for the pilot and implementation of solutions

ÅGain alignment on top solutions for pilot and implementation

ÅComplete training required for pilot teams

ÅCommunicate solutions broadly to affected stakeholders

Key activities

ÅDraft and communicate implementation plans

ÅConduct training

ÅDefine pilot metrics (and define related accountabilities)

ÅPlan and implement visual management

Outcomes and deliverables

Å10 to 15 solutions identified and ready for pilot

ÅCommunication deployed hospital wide

ÅTraining for pilot completed

Solution design phase overview

Overview



Workplan

ED PIP: Solution Design Phase 
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Solution Design: Outcomes and Timing

DiagnosticWeeks 3-4Weeks 1-2 Weeks 5-6

Operating 

System

ÅIdentify ideas into categories (e.g. 

ójust do itô, big opportunities)

ÅInitial solution design to address 

root causes

ÅDevelop Implementation plan 

for ójust do itô ideas

ÅFinalize solution design for 

big opportunities

ÅEnsure resources required to 

implement/pilot ideas in place

Å10 ï15 robust and practical 

solutions ready to pilot

ÅPilot/implementation plan 

complete for each opportunity 

ÅSolution training for staff 

involved in 

pilot/implementation complete

Performance 

Management

ÅMetrics for solution chosen

ÅBaseline performance for solution 

metrics created

ÅMeasurement system for 

solutions developed

ÅLong-term owners of metrics 

identified 

ÅRoles adjusted as required

ÅTeams reviewing 

performance daily using the 

DART

Culture & 

Capabilities

ÅActively manage stakeholders 

ÅEngage unit staff and physicians in 

solution design

ÅSkills learning 

ÅShare draft solution designs 

with unit (e.g. open house)

ÅStakeholder support for 

solutions in place

ÅFunctional learning 

ÅSteering Committee Meeting

ÅHospital wide communication

ÅSkills learning 

Communications ÅUnit update ÅCommunication to 

stakeholders that will be 

affected by changes

ÅPrep for Steering Committee 

ÅFinal communication to 

groups affected by upcoming 

changes

ÅHospital wide update

Team 

Management

ÅUpdate team Work Plan (e.g. each 

idea has lead)

ÅPilot/implementation progress 

tracking system in place

ÅTeam event 

ÅFinal check of pilot readiness

ÅTeam staffing for pilot 

confirmed

Work Plan

There are items listed 

as ñskills  or functional 

learningò.  This refers 

mainly to the focused 

training for information 

and tools found within 

this toolkit.



Tools

ED PIP: Solution Design Phase 



During the solution design phase, teams should ensure they are 

aligned on the solutions that will yield the greatest impact first
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Four tools have been selected to support you  in achieving the goal of this phase, which 

fundamentally is to plan and ready the team to implement improvement initiatives

Tool Description

1 Standard Operating 

Procedures (SOP)

Improve, preserve and standardize 

the current best approaches

2 Undertaking a 5S 

Workplace 

Organization

Creates a workplace that is self-

explaining, self-ordering and self-

improving

3 Visual Management Displays useful information for 

decision making

4 PDSA Scaling Select the right pilots for the 

solutions



Standard Operating Procedures (SOPs) ïOverview 

Outcome ÁA stable ñproductionò environment

Definition:

óWhat is it?ô

ÁStandardize the method/process/procedure based on the accepted Best practice: Each 

individual that completes a ñprocessò has different techniques ïstandardization ensures the 

application of the best method to optimize the process resulting in a consistent high efficiency 

process with high-quality results/minimal errors

Objectives: 

óWhat is it used for?ô

ÁStandard Operating Procedures:

- Improve the knowledge of the individuals that are involved in the process

- Help people understand alternate approaches to the same ñprocessò

- Help identify opportunities to reduce waste by finding the ñbest practiceò

Benefits: ÁOutput, timing and quality of the process is more ñpredictableò

ÁEnsures that more people are adopting what is agreed as optimal (or ñbestò) practice 

ÁMaintains consistent high quality level

ÁEnables consistent and effective training/orientation of staff

ÁEngages all individuals involved in the process

When to use ÁSOPs should be used in conjunction with the Value Stream Map after the areas of opportunity 

have been identified - the opportunities that are highly variable need to be investigated and a 

SOP should be developed for the cases where the source of variation is the inconsistency of 

the process/method

ÁWhenever the ñprocessò is not stable (e.g. output, quality or throughput time is inconsistent or 

unpredictable)

ÁOrientation of new staff

Standard Operating Procedures 
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SOPs - Instructions For Use (1/3)

First identify where SOPs will have the greatest Impact...

Prepare

1. Identify areas of opportunity for the project (Process Mapping/Value Stream Mapping)

2. Identify the opportunities that are highly variable: throughput time, quality and/or output (Time and 

Motion/Go and See/Pareto Analysis)

3. Identify those opportunities where the root cause is the inconsistency in the process (5 Whys/ Fishbone 

Diagram)

Analyse & DocumentMap & Measure

3

Prepare

21

ÁComplete the Value Stream Map to help you identify the areas of opportunity

ÁInvestigate if the root cause of the inconsistencies are within the process

- Is it the process itself or going through the process?

ÁInterview the different individuals within the process and understand what they believe is the source of the 

inconsistencies

Standard Operating Procedures
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1. Physically walk through the process to determine the resource and information flows

ÅObserve staff

ÅRecord all observed staff activities (even when told ówe donôt normally do thisô)

ÅMeasure the touch time, cycle time, volumes and number of staff within the process

ÅAsk how often they have to rework/redo work products

ÅNote how activities are initiated and flow (e.g. batched, ad-hoc)

2. Collect / record cycle time and volume for the process

ÅUtilize standard cycle time document to record information

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

Prepare Analyse & DocumentMap & Measure

3

Prepare

21

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

ÁEnsure all necessary data are collected at each step in the process to complete calculations

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

ÁRemember to include metrics and flows for exception processing and error correction

ÁUse pencil to map and record metrics

ÁAvoid using computers during reviews (time-consuming, distracting)

SOPs - Instructions For Use (2/3)

Itôs critical that you learn about the process and its variability before 

you standardize it...

Standard Operating Procedures
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1. Review the different approaches to the process with the team and discuss the strengths/weaknesses

2. Guide the team towards consensus on the final process, being sure to focus on the elimination of waste using 

the ñcustomerôs eyesò to help determine value-add vs. non-value add steps in the process

ÅPilot the result on each shift, and review the feedback as a team and update the process as necessary

3. Use the standardized Work Instruction Sheet (see template at the end of this tool) to detail the instructions for 

each step of the process

ÅPut in as much detail as necessary to maintain consistency between the different individuals across all of the shifts

ÅWhere practical, utilize pictures to make the SOP as user-friendly as possible

ÅBe sure to include a reference number and an issue and reference date

Prepare Analyse & DocumentMap & Measure

3

Prepare

21

ÁAnalysis begins by listening to the staff who perform the process

- Ask them what they would improve

- Record notes when they mention things that ñtake too longò, they ñhave to waitò or are ñcomplex or 

complicatedò

ÁWhen discussing the strengths and weaknesses of the different options, be sure that the team understands that 

we are not judging their technique, but we are trying to find the best practice.  Watch out for defensiveness within 

the team, if it seems to start, call for a break and remind the team what is the final goal of the discussion

ÁReview the different process options through the ñcustomerôs eyesò 

ÁShare ideas and have the team develop the ñbest practiceò

ÁSee the section on the 8 Wastes, for more detail on value add vs. non-value-add steps

SOPs - Instructions For Use (3/3)

Develop and iterate the standard operating procedures with the team

Standard Operating Procedures
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Over time, there has been a clear paradigm shift in what 

Standard Operating Procedures are and how they are used

Old Paradigm New Paradigm

Process 

Improvements

SOPs are created and are 

never updated/improved

SOPs are created with an associated process to continuously 

review and update.

Accountability for 

Improvements

SOPs are used by 

management to ñcontrolò the 

efforts of the frontline 

workers

Safety and quality are the basic goal of the SOP with 

engagement of all individuals involved in the process to find the 

best possible solution

Overall objective SOPs are used to get the 

most work out of the 

employees

SOPs are about improving the process by reducing or 

eliminating the non-value-added steps in the process ïthe 

focus is on the process, it is a chance for the individuals 

involved in the process to reduce or eliminate steps in the 

process that they know do not add value

Standard Operating Procedures

ED PIP has focused teaching and 

coaching around SOPs under the 

new paradigm

11
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Process:
Reference #:

Page 1

Authorised signature: Issuing Date:

Next Revision Date:

Staff:

Principle of the Process:

Importance of the Process:

Special Prep Requirements:

Equipment Requirements:

Process Instructions:

Reporting Requirements

Internal Quality Control Procedures and Sources of Error:

Reference:

Letôs look at a couple examples to illustrate how SOPs can be 

used...

Standard Operating Procedures

Example # 1 Lab Test 
ÅErythrocyte Sedimentation rate (ESR) Westergren Method

Example # 2 Establishing a peripheral IV line

Each example in the following slides uses the template below to illustrate different types of instructions and 

details required to successfully implement Standard Operating Procedures



Example 1 (1 of 3)

ERYTHROCYTE SEDIMENTATION RATE (ESR)

WESTERGREN METHOD

A ï001

Page 1

Authorised signature: Issuing Date: April 12, 2008

Next Revision Date: April 12, 2009

Staff able to perform test: Laboratory Assistant and higher

Principle of the Test Method

The ESR expresses in mm per hour the rate at which red blood cells settle when anti-coagulated blood is allowed to stand in a narrow tube 

(Westergren).  It is shown by the height of the column of clear plasma at the end of one hour.

Clinical Significance of the Test:

ESR is used as a screening method for all diseases that are associated with a  modification of the plasma proteins like globulin, albumin 

and fibrinogen.  ESR is not a very reliable screening method as it can be raised when there is no disease and can be normal when disease 

is present.  It also does not indicate the type of disease.

Specimen:

Á2 ml fresh Venous Blood or 

Á2 ml fresh EDTA Blood (If kept at 4ÁC not older than 24 h) 

Equipment Requirements:

ÁWestergren rack 

ÁWestergren tubes, internal diameter 2.5mm 

ÁDilution bottles to hold 2 ml (4 volumes of blood/1 volume of anticoagulant dilutent solution) 

ÁTimer (1hour) 

Reagents & Stain Requirements:

Á3.8% Trisodium Citrate Solution 

Preparation of 3.8% Tri-sodium Citrate Solution

ÁTri-sodium Citrate, anhydrous  ......................................... 3.8   g 

ÁDistilled water  ..................................................................  up to 100 ml 

Important: Keep the solution in the refrigerator.  If the solution is cloudy or contains particle discard and prepare a fresh solution!

Standard Operating Procedures
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Example 1 (2 of 3)      

Test Procedure Instructions:

Measure exactly 0.4 ml of the 3.8% Tri-sodium Citrate solution, with the help of a pipette or a syringe into a clean and dry small 

bottle. 

Draw 2ml of venous blood and immediately place 1.6 mlinto the Tri-sodium Citrate solution.Note: You can also use EDTA 

blood. If kept at 4ÁC, it can be used after up to 24 hours.In this case mix the EDTA blood well, and place 1.6 ml into the Tri-

sodium citrate solution.

Mix the bloodand Trisodium Citrate solution well.

ÁFill a clean and dry Westergren ESR Tube with the mixture up to the 0 mark. 

ÁDo not mouth pipette.  Use a pipetting device. 

ÁWipe the outside of the Westergren tube with a tissue.

ÁMake sure no air bubbles enter the tube.  

ÁRecheck that the tube is filled up to the 0 mark, exactly.

Close the top of the tube firmly while you place the tube into the tube holder, otherwise the mixture could escape the tube. 

Immediately set your timer for1 hour or write down the time on a sheet of paper.

Exactly after 1 hour read how far the red cell layer has fallen. Give the result in mm per hour.

Standard Operating Procedures
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Example 1 (3 of 3)

Reporting and Interpretation of Results:

Normal Value: Male:    1 - 10 mm /hour Female: 3 - 14 mm /hour

Increased Values of ESR:

Are found with all diseases associated with a modification of the plasma proteins like globulin, albumin and fibrinogen.  ESR shows 

especially high values in:

ÁTuberculosis 

ÁLeishmaniases 

ÁMalignant condition 

ÁHepatic Amoebiasis 

ÁAcute and Chronic Inflammation 

Special Note: (While reading the result you should also pay attention to the following:)

The colour of the plasma:

ÁDark yellow , indicates Hepatitis 

ÁClear as water, indicates lack of iron 

ÁWhite and turbid, indicates Nephrosis, Diabetes, Lipaemia. 

ÁThe layer of white blood cells just above the red cells:

Á If increased, indicates Leukaemia.  

Internal Quality Control Procedures and Sources of Error:

ÁCorrect dilution of blood and Tri-sodium Citrate Solution 

ÁStore Tri-sodium Citrate Solution in the refrigerator 

ÁTri-sodium Citrate Solution should not be turbid 

ÁAvoid air-bubbles in the Westergren tube 

Á Place the Westergren tube in a vertical position 

ÁTemperatures above 23 ÁC increase the speed of the ESR, therefore keep the ESR rack at the coolest place of the lab and out of 

direct sun light. 

Reference:

ÁMaurice King, 1973 A Medical Laboratory for Developing Countries, London, Oxford University Press 

ÁWHO, 1980, Manual of Basic Techniques for a Health Laboratory. Geneva, WHO

Standard Operating Procedures

16



Example 2 (1 of 6)

Peripheral Intravenous Access
A ï002

Page 1

Authorised signature: Issuing Date: April 12, 2008

Next Revision Date: April 12, 2009

Introduction:

The ability to obtain intravenous (IV) access is an essential skill in medicine and is performed in a variety of settings by 

paramedics, nurses and physicians. Although the procedure can appear deceptively simple when performed by an expert, it is in

fact a difficult skill which requires considerable practice to perfect. 

The rate of fluid flow is proportional to radius to the power of four, and inversely proportional to length; therefore fluids run fastest 

through a shorter and larger diameter tube. Also note that the smaller the gauge of a needle, the larger its diameter e.g. a 14 gauge 

needle has larger diameter than a  21 gauge needle.

Indications

By starting a peripheral IV, you gain access to the peripheral circulation of a patient, which will enable you to sample blood as well 

as infuse fluids and IV medications. IV access is essential to manage problems in all critically ill patients. High volume fluid

resuscitation may be required for the trauma patient, in which case at least two large bore (14-16 G) IV catheters are usually 

inserted. All critically ill patients require IV access in anticipation of future potential problems, when fluid and/or medication 

resuscitation may be necessary.

Contraindications

Some patients have anatomy that poses a risk for fluid extravasation or inadequate flow and peripheral IVs should be avoided in 

these situations. Examples include extremities that have massive edema, burns or injury; in these cases other IV sites need to be 

accessed. For the patient with severe abdominal trauma, it is preferable to start the IV in an upper extremity because of the

potential for injury to vessels between the lower extremities and the heart. For the patient with cellulitis of an extremity, the area of 

infection should be avoided when starting an IV because of the risk of inoculating the circulation with bacteria. As well, an extremity 

with an indwelling fistula or on the same side of a mastectomy (occasionally a problem) should be avoided because of concerns

about adequate vascular flow. 

Standard Operating Procedures
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Example 2 (2 of 6)

Complications

The main complications of an IV catheter are infection at the site and development of superficial thrombophlebitis in the vein that is 

catheterized. It is also common for the IV sites to leak interstitially.

Universal precautions

The potential for contact with a patient's blood while starting an IV is high and increases with the inexperience of the operator. 

Gloves must be worn while starting an IV and if the risk of blood splatter is high, such as an agitated patient, the operator should 

consider face and eye protection as well as a gown. Trauma protocol calls for all team members to wear gloves, face and eye 

protection and gowns. As well, once removed from the protective sheath, IV catheters should either go into the patient or into an 

appropriate sharps container. 

Important: Recapping needles, putting catheters back into their sheath or dropping sharps to the floor (an unfortunately common 

practice in trauma) should be strictly avoided. Recapping of needles is one of the commonest causes of preventable needle 

stick injuries in health care workers.

Peripheral IV sites

Generally IV's are started at the most peripheral site that is available and appropriate for the situation. This allows cannulation of a 

more proximal site if your initial attempt fails. If you puncture a proximal vein first, and then try to start an IV distal to that site, the 

fluid may leak from the injured proximal vessel. The preferred site in the emergency department is the veins of the forearm, 

followed by the median cubital vein that crosses the antecubital fossa. In trauma patients, it is common to go directly to the median 

cubital vein as the first choice because it will accommodate a large bore IV and it is generally easy to catheterize. In circumstances 

where the veins of the upper extremities are inaccessible, the veins of the dorsum of the foot or the saphenous vein of the lower leg 

can be used. In circumstances in which no peripheral IV access is possible a central IV can be started.

Standard Operating Procedures
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Example 2 (3 of 6)

Equipment

All necessary equipment should be prepared, assembled and available at the bedside prior to starting the IV. Basic equipment 

includes: 

Å gloves and protective equipment 

Å appropriate size catheter 14-25 G IV catheter 

Å non-latex tourniquet 

Å alcohol swab/other cleaning instrument 

Å non-sterile 2x2 gauze 

Å sterile 2x2 gauze (this is not practiced in nursing) 

Å 6x7cm TegadermÊ Transparent Dressing 

Å 3 pieces of 2.5 cm tape approximately 10 cm in length 

Å IV bag with solution set (tubing) (flushed and ready) or saline lock 

Å sharps container 

To prepare the IV line, protective caps are removed from the fluid bag and the spiked end of the IV tubing. The regulating clamp for 

the IV line should be closed. The spiked end of the IV tubing is inserted into the receptacle on the IV bag while holding the IV bag 

inverted. The bag is then held upright with the IV line hanging from the bottom. The drip chamber should be filled half-way by 

pinching it and releasing. Following this the bag should be hung for the IV pole, at a point above the patient, and the regulating 

clamp should be opened to "flush" the line of air bubbles prior to connection to the patient.

Standard Operating Procedures
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Example 2 (4 of 6)
Establishing a peripheral intravenous line

1. Assemble your equipment.

2. Don a pair of appropriately sized non-latex examination gloves. 

3. Apply tourniquet to the IV arm above the site.

4. Visualize and palpate the vein.

5. Cleanse the site with a chlorhexidine swab using an expanding circular motion.

6. Prepare and inspect the catheter.

Remove the catheter from the package.

Push down on the flashback chamber to ensure it is tight.

Remove the protective cover.

Inspect the catheter and needle for any damage or contaminants.

Spin the hub of the catheter to ensure that it moves freely on the needle.

Do not move the catheter tip over the bevel of the stylet. 

7. Stabilize the vein and apply counter tension to the skin.

8. Insert the stylet through the skin and then reduce the angle as you advance 

through the vein.

9. Observe for "flash back" as blood slowly fills the flash back chamber.

10.Advance the needle approximately 1 cm further into the vein.

11.Holding the end of the catheter with your thumb and index finger, pull the 

needle (only) back 1 cm with your middle finger.

12.Slowly advance the catheter into the vein while keeping tension on the vein and skin.

13.Remove the tourniquet.

Standard Operating Procedures
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Example 2 (5 of 6)

Establishing a peripheral intravenous line (continued)

14.Secure the catheter by placing the TegadermÊ over the lower half of the catheter hub taking care not to cover the IV tubing 

connection

15.Occlude the distal end of the catheter with the 3rd, 4th and 5th fingers of your non-dominant hand.

16.Secure the catheter hub with your thumb and index finger and carefully remove the needle.

17.Place the needle into the sharps container.

18.Remove the cover from the end of the IV tubing and insert the IV tubing into the hub of the catheter.

19.Secure the tubing to the catheter by screwing the Luer Lock tight.

20.Open up the IV roller clamp and observe for drips forming in the drip chamber.

21.Check that the IV is infusing into the vein by occluding the vein distal to the catheter and observing that the drips stop forming 

and then restart once the vein is released.

22.Adjust the IV drop to keep the vein open rate (TKVO) of approximately 30 - 60 mL/hr (one drop every 5 - 10 seconds for 10 

gtts/mL solution set).

23.Place a piece of tape over the catheter hub.

24.Make a small (kink free) loop in the IV tubing and place a second piece of tape over the first (piece of tape) to secure the loop.

25.Place a third piece of tape over the IV tubing above the site.

26.Ensure that the IV is properly secured and infusing properly.

27.Ensure that all "sharps" are placed in the sharps container. 

Standard Operating Procedures
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Example 2 (6 of 6)

To remove the IV

1. Shut off the IV by closing the roller camp.

2. Remove the tape and TegadermÊ from the tubing and catheter.

3. Place a non-sterile 2x2 gauze over the IV site and remove the catheter from the arm and secure it in place with a piece of tape.

Standard Operating Procedures
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Template to document Standard Operating Procedures (SOPs)

Process:
Reference #:

Page 1

Authorised signature: Issuing Date:

Next Revision Date:

Staff:

Principle of the Process:

Importance of the Process:

Special Prep Requirements:

Equipment Requirements:

Process Instructions:

Reporting Requirements

Internal Quality Control Procedures and Sources of Error:

Reference:

ÁThe top 4 boxes (Process / Reference # / Authorized signature / Issuing & Next Revision Date) are mandatory.

ÁThe boxes starting with ñStaffò and below can be modified to meet the needs of the team.

ÁKeep the SOP as simple as possible, but with enough detail that the variations / inconsistencies that were 

highlighted by the team are significantly reduced or eliminated.

Standard Operating Procedures
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Undertaking a 5S Workplace Organisation ïOverview

Outcome ÁA standard, efficient workplace design

Definition:

óWhat is it?ô

ÁA  workplace organization methodology that describes how items are stored  (physically) and 

how the new order is maintained

Á The decision making process usually comes from a dialogue about standardization which 

builds a clear understanding among employees of how work should be done

Á It is self-explaining, self-ordering and self-improving, by setting standards that are easy for all 

to see and builds discipline for improvement

Objectives: 

óWhat is it used for?ô

ÁWhile the 5S tool may have limited potential to impact broad operating metrics, it is very 

effective in building early momentum for positive change

Á Improve safety, quality, efficiency and the staff environment

Benefits ÁReduction in wasted movement of care providers

ÁReduction in cost of supplies and materials

ÁStaff understanding of the purpose of Lean and how it can help in day to day activities (it instils 

ownership  of the process)

Á It can be applied quickly (even when the rest of the operating conditions are not stable

When to use: ÁExcessive waste of time and motion in finding supplies, forms or other material.

Á Lack of space

ÁSafety hazard related to a high level of clutter 

Undertaking a 5S Workplace Organisation
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'5S'is literally 5 Japanese words (all starting with ñSò) which areseiri, 

seiton, seiso, seiketsu and shitsuke.  In English they are...

SORT SET IN ORDER SANITIZE STANDARDIZE SUSTAIN

Description Remove unnecessary 

items from workspace  

Create an orderly 

workplace

Keep the workplace 

neat and clean

Standardize best 

work practices

Maintain best 

practice standards 

daily

Key tasks Go through all items in  

a workplace and keep 

essential items only

Discard all other items

Organize remaining 

essential items in 

order of use

Visually identify the 

location of each item

Place most 

frequently used, or 

more urgently 

needed items in 

closest reach

Create standards 

for cleanliness and 

cleaning methods

Standards include 

what, who, how to 

clean as well as 

how much to clean

Build into everyday 

work

Develop standards 

for how we do our 

work

Build on standards 

set in 1, 2 and 3 S

Clearly and visually 

identify standard 

work

Maintain and review 

standards

Review first 4S on a 

regular basis

Tools Red tag Shadow boards

Visual work plans

Colour codes

Naming conventions

Checklists

Audits

Benchmarking Audits

Benchmarking

5S radar chart

Results Waste identification 

and elimination 

More productive work

A place for 

everything and 

everything in its 

place

Eliminates inventory, 

extra motion and 

time

Opportunity to 

inspect equipment 

and materials for 

defects and 

required 

maintenance 

Consistency

Easier job training

Maintenance and 

continuous 

improvement

1 2 3 4 5

Undertaking a 5S Workplace Organisation

25



Sort

Straighten

Sanitize

Standardize

Sustain

OBJECTIVES

BENEFITS

Identify the purpose of an 

area and remove 

everything contradicting 

that purpose

Arrange the area for the 

most efficient layout to 

support the relevant 

activities in it

Clean and check 

the entire 

workplace and all 

equipment

Use standard 

procedures to 

maintain an 

orderly work area

Use standard systems to 

monitor 5S and ensure 

that it is constantly 

maintained

Á Reduces work-flow 

problems

Á Improves workplace 

communication

Á Improves quality

Á Increases productivity

Eliminates 

searching

Relieves stress and strain -

when something needs to be 

used, it is in good working 

order

ÁMaintains first 3 steps

Á Establishes daily habit

AC3cThe objectives of 5S are simple and focus on the workplace 
environment, however, as a tool, it reinforces overall Lean 
philosophies and can have a stronger impact overall

Ensure continuous 

elimination of waste

Undertaking a 5S Workplace Organisation
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Initially, 5S helps the team focus to eliminate redundant 
equipment, supplies and materials

ÅThrow out anything that is not necessary, hasnôt been used recently, is broken or not used in the 
immediate area
ÅThrow out anything that will not assist staff in meeting the objectives of the working unit
ÅRed tagging

ī helps teams define what is needed to meet service and/or patient care objectives
ī attach a red tag  to un-needed (or potentially un-needed) items 
ī each tag contains the following information:

ī item classification
ī item identification and quantity
ī reason for red tagging
īwork unit or section
ī date

ÅHow to red tag
ī set up a red tag removal location (shelving unit, storage room)
ī schedule a red tag pause (time to arrange recycling or disposal)
ī ensure capital asset disposal procedure (for audit purposes)
īmeasure red tag volume (e.g. number units discarded, number of dumpsters)
ī commit to regular red tagging

ÁSome items will be difficult to part with because they may be deemed critical under certain circumstances 

- for these items, encourage the team to red tag the item and determine a suitable time frame in which 

the item must be used. If it isnôt used, it should then be removed.

Sort Set in order Sanitize Standardize Sustain
1 2 3 4 5

Undertaking a 5S Workplace Organisation
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EXAMPLE: Red Tags can also be an example of a standard

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Undertaking a 5S Workplace Organisation
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RED TAG PROCEDURE 

 
Any item placed into the Red Tag area must follow this procedure 

 
1) Upon approval from the department manager or supervisor an item can be place into the Red Tag Area 

 

2) Using the red tags supplied fill in the required fields noted with an @ 

 

 
 
3) Affix the Red Tag to the item 

 

4) The appropriate people will review the items and decide their disposition based on the tags information 

Apply Date @

Department @

1) Disposal

2) Storage

Maximum storage opportunity 3 months

Quantity @

1) Working

2) Not Working

3) Not Needed

4) Other

Release Approval

Regional Director of Material 

Management

Manager of Maintenance Services

Regional Director Clinical 

Engineering and Maintenance

Expire Date

5S RED TAG

Storage Reasons 

@

Please fill in the sections marked with- @ 

Category @

Dispose of Third world

Item Description@

Store

Department Manager Signature

Reasons @

Date item placed 

into area 

Area item came 

from 

What you want done 

with the item. If it is 

no longer needed 

choose dispose 

The items status, 

check as many 

that apply 

Why you want it 

stored if you choose 

storage 

Brief description 

Quantity if more 

than one 



5S is a visual system that promotes organizing supplies to 

reduce waste of motion

Four types of visual systems:

- Visual indicator (tells only)                    - Visual signal (grabs attention)             

- Visual control (limits behaviour)            - Guarantee (only allows correct response)

ÅOnce the red tag campaign is complete, organize all remaining equipment, materials or resources

ÅArrange these items in an order that promotes good work flow

ÅDefine and visually display a location for each of these items

How to set in order:

ÅRationalize locations

1. Select a pilot area. On 2 large pieces of paper, draw 2 maps describing (i) what is, and (ii) 

what could be.

2. Draw area boundaries and use sticky notes to illustrate stuff in the area (to scale)

3. On the ówhat isô map, use string or stick-on arrows to show materials or people flow in the 

current conditions (spaghetti diagram)

4. Post the ówhat isô map as well as a chart; leave it up for 1 ï2 weeks and invite staff to 

identify hassles

5. Now, construct the ówhat could beô map in the same manner. Try to address hassles and 

solutions identified by team members. Try to minimize waste of motion.

6. Show material flows and new configurations of equipment using sticky notes and/or string.

7. Post the ówhat could beô map and invite feedback.

ÅOrganize and apply colours

īFix óhomeô positions of equipment and materials using tape

īUsing a visual system, show the max and min number of units that should be housed

īDevelop a colour standard and apply it to all places in the workplace.

Sort Set in order Sanitize Standardize Sustain
1 2 3 4 5

Undertaking a 5S Workplace Organisation
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Sort

Once everything has an optimal physical location, the space is 

cleaned and inspected

ÁUse root cause analysis and ñ5 whysò to determine the fundamental cause of the violation

ÁFor example, why are there chips on the floor? (leak on floor). Why is there a leak on the floor? (sink is 

leaking). Why is the sink leaking? (rubber ring eroded) Why is the ring eroded? (worn out). Why wasnôt it 

replaced? Can we replace it immediately?

ÅNow that 1S and 2S have freed up a lot of space, cleaning and inspection will be much easier

ÅSupport  the team as they set and/or re-learn standards (evidence based, where possible)

īWhat to clean

īHow to clean

īWho will do the cleaning and when

īHow clean is clean

ÅClean anything and everything! Targets include storage areas, equipment, machinery, desks, 

chairs, windows, drapes, tables, staplers, computers

ÅDetermine cleaning methods and provide all appropriate supplies 

ÅProminently display cleaning responsibilities and schedules ïteam members should sign off 

when cleaning task is complete

ÅOnce major 5S cleaning is complete, make 5S ñminuteò cleaning a part of each job
ÅInspect the condition of the equipment, machinery, desks each time it is cleaned

ÅTrain team members to consider the root cause of all violations of cleanliness standards

ÅSet up a feedback mechanism so staff can share learning, report violations that cannot be 

immediately fixed, or suggest new methods for cleaning

Set in order Sanitize Standardize Sustain
1 2 3 4 5

Undertaking a 5S Workplace Organisation
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After going through each of the first 3 Sôs, itôs critical to create a 

standard way of doing things

ÁThe best standards are clear, simple and visual

ÁThe best standards make an óout of standardô or óabnormalô condition immediately obvious

ÁCreate standards for who is responsible for validating standards kept and follow up procedure if not 

Goal: to maintain the clean, well-ordered condition of the workplace, patient care unit, etc

ÅDevelop and apply standards for S1, S2 and S3, as well as develop standards for how we work

ÅEveryone should know their daily responsibilities 

ÅThe standard should be the same for all shifts, areas, and professions

ÅS1 standards should tell us:

ī red tag targets, frequency and responsibilities

ī what is needed and not needed in a specific area (e.g. suture tray, crash cart, storage room)

īdisposal or recycling procedures

ÅS2 standards should tell us:
ī the meaning of colour codes

īwhat equipment is to be kept 

ī safe and/or dangerous areas

īwhat protective clothing or safety procedures are required

īwhat signs should look like and where they should be posted

ÅS3 standards should tell us:
īwhat to clean and inspect

īhow to clean and inspect

īwho cleans and when

Sort Set in order Sanitize Standardize Sustain
1 2 3 4 5

Undertaking a 5S Workplace Organisation
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If 5S has been successfully incorporated into an organization, it 

means that it is now part of the normal way of providing services

ÁSustaining standards is a personal discipline that is reflected in the way we comply with set standards as 

well as set standards for ourselves (behaviour, dress code, language, punctuality)

Á5S must belong to everyone; involvement is key!

Á5S is a lot more than just cleaning up ïit is the foundation and discipline required for future lean work

Goal: to ensure that 5S becomes the normal way of providing service or doing business

Å Maintain and review standards

Å Resist forces which gradually allow decline to earlier and lower standards

Å Review the first 4S when an issue arises (e.g. suggestion for new way of working, 

improvements, or need for higher standards)

Promotion, communication and training are the means to sustaining 5S

Å Promotion:
ī5S report boards (show targets, current status, post is visible place)
īProfile excellence (good catch of the day, week, month)
ī5S core team (support individuals and teams)

Å Training:
ī Incorporate 5S training into orientation and annual updates
ī Incorporate 5S into performance management

Sort Set in order Sanitize Standardize Sustain
1 2 3 4 5

Undertaking a 5S Workplace Organisation
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5S - Examples

Operating Room ïUsing 5S

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Before After

Undertaking a 5S Workplace Organisation
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5S - Examples

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Before After

Storage Room ïUsing 5S

Undertaking a 5S Workplace Organisation
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5S - Examples

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Accessioning (lab) - Using 5S

Before After

Undertaking a 5S Workplace Organisation
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5S - Examples

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Tote Specimen Map & Instructions 
 

 

 In an effort to improve efficiency and client  

                                                                                                                  Service we ask that you group specimens by                                                              

                                                                                                                  patient. 

  

 Please stack requisitions in same order as  

 specimens, held together with a paper clip  

 and placed on top of sterilite container. 

 

 

 
- Please keep RGH and provincial lab samples separate of MJUH. Indicate designation on a piece of tape affixed to the RGH / 

Provincial Lab foamies. 

- Put frozen label on outside of tote to indicate status. 

- All requisitions must have: 

o First and last name of doctor and initials. 

o Actual full patients name (not alias or nickname), DOB, PHN, and gender. 

o Out of province patients must have province indicated on requisitions 

     Please Do Not: 

o Fold requisitions or tie to specimen. 

o Do not tape plastic containers closed. 

o Do not complete two requisitions for blood and microalbumin (one req. is only required) 

 

Always refer to FHHR Laboratory Reference Manual & Specimen Procurement and Handling Manual 

Start point 

Foam Rack                   Sterilite Container 

Standards

Undertaking a 5S Workplace Organisation
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5S - Examples

Source: Dan Florizone. Former CEO Five Hills Hospital, Saskatoon Sask

Presentation. Flo Collaborative Leadership Session 3. May 28, 2008

Standards

Undertaking a 5S Workplace Organisation
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5S PROGRAM / VISUAL WORKPLACE AUDIT REPORT
DATE OF AUDIT                 SHIFT

AUDITOR TIME

ASSISTED BY 

DEPARTMENT / AREA ED
PLEASE NOTE: *** ALL 5S PROGRAM AUDITS MUST BE ACCOMPANIED BY THE ASSIGNED TEAM LEADER AND/OR CO-LEADER

0 1 2 3 4 5

1

2

3

4

5

RATING SCALE
PS1

 NEW TOTAL RESULT IN THIS SECTION  / 25

   SORT AND DISCARD

 Have all excess and obsolete materials been removed from the department / area?

 Has all excess and broken tooling, etc. been 'red tagged' and removed from the area?

 Have all personal items such as coats, bags and lunches been removed from the area?

 Have all non-essential items been disbursed of thoroughly and properly?

 Has all rubbish, excess paperwork, empty totes, etc. been removed from the area?

 PREVIOUS MONTH AUDIT RESULT 

5S Audit template - samples

Undertaking a 5S Workplace Organisation
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Visual Management: Overview 

Outcome Á >90% of the information workers need to do their job is displayed visually within their 

workspace

Definition:

óWhat is it?ô

ÁVisual Management is part of a broader performance management system that includes the 

practice of displaying information visually within a work environment so that staff can quickly 

make decisions without having to search for information

Objectives: 

óWhat is it used for?ô

ÁVisual Management is used to help people make quick management decisions and navigate 

complex processes as a part of every day operations

Benefits: ÁHelps people do their jobs more efficiently and effectively

ÁHelps new employees get up to speed quickly

ÁHelps multiple healthcare providers co-ordinate their work

ÁProvides instant feedback if the process needs adjusting

When to use ÁVisual Management should be used as an operational solution whenever clear, concise, real 

time information can help healthcare providers work efficiently and effectively 

ÁAlso used when the work done by various healthcare providers needs to be closely aligned in 

order to be efficient or effective

Visual Management
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Instructions for use

1. Ensure key 

stakeholders 

agree on Metrics 

and Process for 

Measurement

ÁVisual Management is one part of a more broad Performance Management System.  Prior to 

instituting a Visual Management tool, itôs critical to ensure that key stakeholders agree on metrics 

and processes for measurement

ÁSetup meetings or working sessions with all of the key stakeholder groups.  e.g. senior 

management, line management, doctors, front line staff.

ÁDiscuss metrics and processes required for effective Visual Management

2. Find appropriate 

space for a visual 

management tool 

and design the 

tool

ÁWork with front line staff and managers to find the space where information could be displayed 

visually in order to help improve the efficiency of a process

ÁDetermine which type of tool will be used (e.g. a poster, white board, computer screen, etc.)

ÁDetermine what type of information will be displayed and how

3. Determine roles 

& responsibilities 

for maintaining, 

reviewing and 

responding to 

metrics

ÁA Visual Management tool should have up-to-date information, displayed clearly that can be used 

by people (e.g. healthcare providers, managers or patients)

- Ensure a specific person is responsible and accountable for keeping information up-to-date

- Ensure a specific person is responsible for monitoring compliance with and effectiveness of the 

tool relative to key performance metrics

4. Train healthcare 

providers on 

visual 

management 

roles & 

responsibilities

ÁDevelop a training program for stakeholders involved so that they understand the purpose of the 

tool and how to use it effectively

- Note: this training should become part of the orientation program for new staff

ÁProviders should also know exactly how their job is effected by the tool and what is expected of 

them

5. Develop a 

process for 

maintaining the 

system

Á In order to ensure that the Visual Management system continues to be effective, conduct regular 

reviews of compliance as well as regular reviews of effectiveness

Visual Management
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Visual 

communication of 

goals, objectives, 

and implementation 

plan

Management

Unit level

Frontline level

Timely progress 

reports and 

performance 

information

Visual Management in the Organization

Visual Management can be used as a tool to communicate goals and objectives down the 

organization as well as report results up the organization:

Visual Management
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Visual Management and Lean

Standardized operations

ÁUse drawings and illustrations to 

clarify standard procedures

ÁPost standards to

be visible to all

Problem solving

ÁPost pareto charts

to show largest problems

Future state model

ÁUse drawings to show how the 

final process steps should look 

like

Value stream mapping

ÁUse drawings to show how 

information, activities and 

materials are moving

Visual

Management

And moreé

Visual Management can help support Lean elements in an organization:

Visual Management
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Visual Management and Waste

Prevent overproduction

by visually displaying service 

levels and target

Prevent waiting on application 

forms to finish cycle by visually 

defining work sequence

Prevent excess 

transportation by assuring 

locations and paths are clearly 

marked and labeled

Eliminate over-processing by 

assuring correct processing 

standards are visually present 

Eliminate excess inventory by 

displaying levels vs. target and 

improving visibility of storage

Reduce motion by assuring 

all the necessary forms, tools, 

etc. are readily available

Minimize rework by 

highlighting all complaints and 

displaying problem solving 

results

Reduce nonuse of intellect by 

assuring problems are known 

by all, making all accountable 

for solutions

Visual Management can help reduce waste in an organization:

Visual Management

43



Approach for Applying Visual Management

ÅShow identity of all 

equipment

ÅMake sure all 

personnel can be 

identified visually

ÅShow boundaries 

around discrete 

areas

ÅDisplay directions 

to key areas and 

hang location 

signs

ÅDisplay current 

service level vs. 

target

ÅDisplay real-time 

feedback for 

problems

ÅDisplay KPIs

ÅInstall 

and use  

performance 

tracking boards

ÅChart targets, 

goals, and 

performance 

toward them

ÅDisplay 

performance 

trends

ÅWrite visual 

standardized 

operations

ÅHang standardized 

operations in open 

view

ÅVisually pre-sent 

quality standards

ÅChart and display 

key processes

ÅDisplay problem 

solving results

ÅDisplay 

improvement plans

ÅRelay successes 

of Work-Out 

events

ÅIdentify all of 

important changes

P
o

te
n

ti
a

l 
a

c
ti

o
n

s

Show Identity

and Location

Display

Status

Present

Performance

Relay 

Change and 

Improvement

Communicate the 

Standard Process

Visual Management
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Visual Management tools often require additional resources to 

be successful

ÁPosters, Whiteboards, Computer screens, etc. for displaying information

Á Information ïsome tools require up-to-date data, this information should be readily available and easy to 

incorporate into the tool

ÁData analysis tools e.g. Excel

Visual Management
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Visual Management ïTips and Tricks

ÁBuy-in from front line staff is critical

- They are the ones who will be using and maintaining the tool, if they donôt see the value, the tool will 

not be effective

ÁCompliance is important, but be open to adaptation if it helps achieve the end goal of improving the 

process

Visual Management
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Red Yellow Green Whiteboard to help unit teams track discharge 

planning for each patient

Room Patient Name RN MRP Referrals In Progress Ready for D/C Status Notes

104A Smi, R Jan 19963 ALC

104B Jam, P Patty 19962

105 Rea,l Mary 19963 PICC line

106 Sma, T Terry 19964

PT

OT

OT

S

W

S

W

PT

PTDT

EXAMPLEVisual Management
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Daily Metrics
EXAMPLEVisual Management
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Make sure you clearly communicate what the different 

displays/colours of the visual management tool means

EXAMPLEVisual Management
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Posters and badges are a good way to explain the 

Red/Yellow/Green tool

EXAMPLEVisual Management
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PDSA Scaling ïOverview 

Outcome Á The appropriate scale of a Plan Do Study Act (PDSA) cycle has been determined

Definition:

óWhat is it?ô

Á The PDSA scaling matrix is a tool that helps the team select the size/scale of a pilot based on 

the risk/reward of the proposed change

Á The team will evaluate a proposed change based on several factors including:

Á The level of confidence that a change will result in an improvement;

Á The risk/cost of a failed result; and 

Á The readiness for change

Objectives: 

óWhat is it used for?ô

ÁTo ensure the test of change are structured in a step-wise fashion which promotes success

ÁTo ensure that the progress is not unnecessarily slow or risky

Benefits: ÁUsing the tool promotes an open and honest dialogue about the risks and likelihood of 

success

Á The tool may flag risk intolerances that otherwise would go unnoticed until a failure occurred

When to use ÁWhen the team begins to plan testing and/or implementation of changes during the solution 

design phase of the project

ÁWhenever the team feels there may be some risk attached to trialling or implementing change 

ideas

ÁWhen different members of the team have markedly different viewpoints about the risk of a 

change and/or the organizationsô willingness to adopt change

PDSA Scaling
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The PDSA Scaling Matrix allows the team to assess the current 

situation and size the pilot testing based on risk tolerance

ɻThis tool is most effective when the team is engaged in an open and honest dialogue about each of 

the key factors in the matrix 

ɻA tool which might be useful for this section is the Stakeholder Map in the Prep phase of this Toolkit

PDSA Scaling

Current situation

Staff readiness to make change

Resistant Indifferent Ready

Low 

Confidence that 

change will lead 

to improvement

Cost of Failure 

Large

Very Small 

Scale Test

Very Small 

Scale Test

Very Small 

Scale Test

Cost of Failure 

Small

Very Small 

Scale Test

Very Small 

Scale Test

Small Scale 

Test

High 

Confidence that 

change will lead 

to improvement

Cost of Failure 

Large

Very Small 

Scale Test

Small Scale 

Test

Large Scale 

Test

Cost of Failure 

Small

Small Scale 

Test

Large Scale 

Test
Implement

This is a subjective evaluation and 

will benefit from discussion with all 

members of the team 

If in doubt about the cost of failure, it is recommended 

that the team adopt a conservative viewpoint

Evaluation of the Improvement Teamsô 

confidence could range from an informal 

discussion to use of the Sustainability 

Model and Guide located in the Culture 

and Capability Section of this Toolkit
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PDSA Scaling - Examples

PDSA Scaling

Current situation

Staff readiness to make change

Resistant Indifferent Ready

Low Confidence

that change will 

lead to 

improvement

Cost of Failure 

Large

Very Small 

Scale Test

Very Small 

Scale Test

Very Small 

Scale Test

Cost of Failure 

Small

Very Small 

Scale Test

Very Small 

Scale Test
Small Scale Test

High Confidence

that change will 

lead to 

improvement

Cost of Failure 

Large

Very Small 

Scale Test
Small Scale Test Large Scale Test

Cost of Failure 

Small
Small Scale Test Large Scale Test Implement

An improvement team felt that treating mental health 

patients in a different location would significantly improve 

their ED departmentsô efficiency. Due to safety concerns 

from some members of staff, the test was initially trialled on 

specially selected patients with improvement team debriefs 

after each encounter. Building on the initial experiences, 

the team was able to effectively design a successful 

process

A team developed a low-risk process to significantly improve 

compliance with medical directives. After discussions with other 

members of their ED staff, the improvement team moved straight to 

implementation with no testing

An improvement team determined that an ED fast 

track system would improve patient flow through their 

department. Due to the complexity of the change they 

started with relatively short periods of time; from 2 

hours to half a day and eventually to full 

implementation
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ED PIP: Solution Design Phase 

Guides



During the solution design phase, teams should ensure they are 

aligned on the solutions that will yield the greatest impact first

55

One topic is highlighted through the solution design phase guide to support you  in achieving 

the goal of this phase, which fundamentally is to plan and ready the team to implement 

improvement initiatives

Topic Description

1 Hypothetical Examples Illustrates an end to end problem 

resolution



Solution Design Phase: Guides

1. Hypothetical Example

Contents
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57

The tools and guides presented in this toolkit are not mandatory 
in any given situation.  The following examples provide a good 
illustration of how the items presented in this toolkit can work in 
practice

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities

Consider patient flow example in the ED re: mental health processesé



As we consider the mental health 
processes related to ED patient flow, we 
start with the value stream map...

InvoluntaryVoluntary

Triage/

Reception

ED physician 

Assessment and 

medical 

clearance

First  RN 

assessment

Crisis worker 

assessment

Mental Health 

CEPS 

assessment

Assign bed and 

admissions

Transport to 

SSH

RN 

assessment

Reassigned to 

MH Consultant 

and initial 

consultation

Deliver care 

(including 

transition from 

PICU to ward)

Discharge 

activities

Discharge 

decision

Patient leaves 

and room 

cleaned

Discharge

5 min 15 min

0-3 hrs

15 min

0-4 hrs

Discharge/

Transfer

1 hr

2-4 hrs

1 hr?
1 hr - 6 

days

10-30 min 30 min?

3 hrs ï4 

days 0

<5 min 5 min ï2 hrs

0

Up to 1 

week

ALOS: 12.1 days

ALOS: 9.5 days (PICU)

Direct

2007-2008

ED Admits:1450

Direct Admits: 

Å280 to PICU

Å1,629 to Ward

48 hrs-3 months 

External factors

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities
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Next steps

We need to observe the value stream 

and analyze...

Observations

1. Total time from admission to 

transfer to SSH is highly variable.

Å At best, the process takes 4 

hrs 35 minutes (max value 

add time = 2 hours 35 

minutes)

Å At worst, the process takes 7 

days (max value add = 2 hrs 

35 minutes)

2. Waiting time between next steps 

contributes to much of this 

variability

1. Select which part of  the VSM to focus on ïwhere will 

we begin to eliminate a substantial amount of waste? 

2. Determine the potential causes of the problem and 

which one(s) occur most frequently 

3. Plan for improvement

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities
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What problem are we going to focus on? 

Triage/

Reception

ED physician 

Assessment and 

medical 

clearance

First  RN 

assessment

Crisis worker 

assessment

Mental Health 

CEPS 

assessment

Assign bed and 

admissions

Transport to 

SSH

Discharge

5 min 15 min

0-3 hrs

15 min

0-4 hrs

1 hr

2-4 hrs

1 hr?
1 hr - 6 

days

Why must patients wait for the MD assessment?

How variable are the wait times? How long are patients waiting ï80% of the time?

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities
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There is significant variability in how 

long patients wait after being assessed 

by the RN

Sample of 25 patients seem in the ED during a 

1 week period

0

50

100

150

200

250

300

350

400

450

M
in

u
te

s
 w

a
it

e
d

1 3 5 7 9 11 13 15 17 19 21 23 25

Patient

Wait after seeing RN

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities

Average = 166 minutes  Median = 129 minutes

Range = 13 to 420 minutes

60 % wait > 120 minutes    80% wait > 45 minutes

61



What are the ñvital fewò reasons for the 

delay?

Sample of 25 patients seem in the ED during a1 week period

Reasons for wait (pareto)
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Learn more about these issuesé.

Example

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities

Medical directives not being followed/ 

executed, getting supplies and missing charts 

account for almost 50% of the delays
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Why arenôt medical directives being 
executed appropriately?

Manpower Method

Environment Materials

Numerous forms

RN calling 

referrals

All consults want to 

see pt at same time

Lab/ referral 

or consult  

delay

No SW in 

ED

Confusion ïpt 

qualify for medical 

directive?

emergencies

Short 

staffed

High acuity

breaks

Numerous phone 

calls or pages

Inappropriate 

referral

Patient waits for 

MD assessment

Pt unstable

Communication 

with referrals slow

ÅGo and see

ÅInterview RN & 

others

ÅGo and see

ÅInterview staff

ÅGo and see

ÅInterview staff

Not all MD 

support medical 

directive use

ÅGo and see

ÅWaste walk

ÅInterview RN

Examples

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities
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Sampling indicates that the existing 

medical directives are not being 

consistently applied

50 ED patient charts 

reviewed

19 patients 

qualified for 

medical 

directive 

12 patients 

receive 

medical 

directive

Observations Potential root 

causes

Representative 

quotes

ÅMedical directives are 

not being applied 

consistently

Å Lack of clarity on when 

and how to apply

ÅNurse comfort level 

ÅRN distracted ïdelayed 

start to medical directive

ÅñSome of the docs donôt 

like it when we use the 

medical directivesò

- ED RN

ÅConcern over RN 

óauthorityô to launch 

medical directive at point 

of care

ÅGeneral agreement that 

medical directives are 

valuable in providing 

timely care to patients 

ÅConfusion about 

professional practice 

(scope) and delegated 

medical act

ÅPerceived physician 

preference

Åñéwe feel it [applying 

medical directive] 

speeds up the visit by 1 

to 1 İ hoursò

- ED RN

What might we do to fix these problems?

Examples

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities
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Medical directive opportunities

High

Low

Physicians NursesArea Sr Admin Other

1Medical

Directive

ÅPatients and staff benefit from clear eligibility criteria

ÅStandardized use of medical directives and streamlining of launch will require changes in physician behaviour 

Clarify patient 

eligibility

ÅStandardized discharge 

process (24, 48 hours)

August

Patient 

benefit 

Clarify 

professional 

practice and 

RHPA

ÅPatient care coordinator

ïTo join MD rounds

ïAct as central 

communications point

September2

V V

V V V V

V

Streamline or 

Automate 

launch

ÅStandardize baseline 

information form and 

reduce duplication with ER

ÅPre-printed ad-missions 

order forms

October V V V V

PDSA

Examples

Value Stream 
Map

Root Cause 
Analyses

Identify 
Opportunities

Opportunity Possible solution

Ease of 

implementation 

Key stakeholders

Potential solutions generated by observations 

and team input.  A representative group of 

stakeholders should be convened to generate 

solutions and PDSA

Prof. 

practice

3
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ED PIP: Solution Design Phase 

Checklist



X10 ï15 robust and practical 

solutions ready to pilot

XPilot and implementation plans 

developed

XSolutions shared with units

XNecessary training for solutions 

completed

XCommunication to affected 

stakeholders completed

XSolutions and changes 

communicated hospital wide

Solution Design check list

XMeasurement system for solutions 

has been developed

XBaseline performance for solution 

metrics created

67

Before moving on to the pilot and implementation phase, we recommend revisiting the key tasks/deliverables from the 

solution design phase  as a checklist to ensure you are set up to succeed  in future phases.  The following  represents a 

sample checklist for the activities related to the solution design phase.

Diagnostic Solution Design Pilot & Implementation Roll OutPreparation


