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Oklahoma 

City 

Singapore 



Oklahoma City 

• 3rd largest city in 

the United States 

• Diversified 

industry 

• Aerospace 

• Energy 

• BioScience 

• Manufacturing 

• Healthcare 

• International 

• Government 









Where We Serve 
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I’d like a slide that shows 

Mercy OKC’s 

awards/accreditations:  

JCAHO, Stroke, Cancer, GI, 

Most Wired, Reader’s 

Choice, NRC, etc 





Catherine McAuley  
Founder, Sisters of Mercy  

Dublin, Ireland 1827 

 

“The simplest and most 

practical lesson I know…is 

to resolve to be good today, 

but better tomorrow.”  
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FOCUS ON  Production cell            
and line 

Shop-floor Value stream Value system 

      

APPROACH  Highly prescriptive,                      
using lean tools 

Highly prescriptive, 
imitating lean 
organizations 

Prescriptive,         
applying lean     
principles 

Integrative, using 
different 
management 
instruments 

INDUSTRY 

SECTOR 

 Automotive—vehicle              
assembly 

Automotive—vehicle    
and component   
assembly 

Manufacturing in 
general—often      
focused on repetitive 
manufacturing 

High and low 
volume 
manufacturing, 
extension into 
service sectors 

      

TYPICAL 

ACTIVITY IN  

THIS PHASE 

 Application of JIT-              
techniques, 5s, kanban  

Emulation of successful 
lean organizations  
training and promotion, 
TQM 

Improving flow; process-
based improvements, 
collaboration in the 
supply chain 

Improving customer 
value to improve 
organizational 
alignment. 
Decrease variability 

 

1980-1990 2000+ Mid-90s-

1999 

1990-  

mid-90s 

Lean thinking….the why 
Periods in the development of thinking 

Improving customer 

value to improve 

organizational 

alignment. 

Decrease variability 



Do No Harm 

• 440,000 people die every year from hospital 

errors, injuries, accidents, and infections 

• 1 out of every 25 patients develops an 

infection while in the hospital—an infection that 

didn’t have to happen. 

• A Medicare patient has a 1 in 4 chance of 

experiencing injury, harm or death when 

admitted to a hospital 

• Today alone, more than 1,000 people will die 

because of a preventable hospital error 

 



International Ranking for Medical Procedures 



At 17.6% of GDP in 2010, US health spending is one and a half as 

much as any other country, and nearly twice the OECD average  

http://www.google.com/url?sa=i&source=imgres&cd=&cad=rja&uact=8&ved=0CAkQjRwwAGoVChMIzfiyi5uDxwIVilU-Ch2AHAuN&url=http://www.pbs.org/newshour/rundown/health-costs-how-the-us-compares-with-other-countries/&ei=SEi6Vc00iqv5AYC5rOgI&psig=AFQjCNE-H_uL1oo8hZWsiSIL3DKE9CnUCg&ust=1438357960134719




 Back (3)  Contact Jim 

Q  W  E   R   T   Y   U   I    O  P 

A   S   D   F   G   H  J   K    L 

Z   X   C  V   B   N   M 

space .?123 return 

I’m sorry. 

For what? 

That we didn’t move forward with 

Lean.  Why did it fail? 

Too big a scale at first, didn’t have the 

right focus. 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCNOqjtKv9MYCFYFyPgodbjgPYw&url=http://www.dreamstime.com/stock-image-iphone-s-chatting-sms-template-bubbles-smart-phone-place-your-own-text-to-message-clouds-compose-dialogues-using-samples-image40897261&ei=kICyVdOiOYHl-QHu8LyYBg&bvm=bv.98476267,d.cWw&psig=AFQjCNHv9kZpaIGFfgHEvUSPzlm0evjO0g&ust=1437848038044535
http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRxqFQoTCNOqjtKv9MYCFYFyPgodbjgPYw&url=http://www.dreamstime.com/stock-image-iphone-s-chatting-sms-template-bubbles-smart-phone-place-your-own-text-to-message-clouds-compose-dialogues-using-samples-image40897261&ei=kICyVdOiOYHl-QHu8LyYBg&bvm=bv.98476267,d.cWw&psig=AFQjCNHv9kZpaIGFfgHEvUSPzlm0evjO0g&ust=1437848038044535


Unconscious 

Incompetence 

Conscious 

Incompetence 
vs. 

Plan 

DO 

STUDY  

Act 

Please 

DO  

something 

already! 



First Things First 

  
Lean is a cultural transformation.  
 

It changes how an organization works                     

and thinks.  
 

It requires new habits, new skills, and often a 

new attitude throughout the organization from 

senior leadership to front line service providers. 



Lean & Employee Engagement 

International Journal of Quality Health Care. 2009 Oct; 21(5): 341–347.  

FIVE PRINCIPLES OF LEAN THINKING 
 

• Provide the value customers actually desire 

• Identify the value stream and eliminate waste 

• Line up the remaining steps to create continuous 

flow 

• Pull production based on customers 

consumption 

• Start over in a pursuit of perfection “the happy 

situation of perfect value provided with zero waste” 

 



LEADERSHIP   HUMILITY   

DISCIPLINE  LISTENING 



LEAD  

DIFFERENTLY 

 

 

  



Out of  

Sight,  

Out of  

Mind 
 

 What We are Missing in the “Gemba”? 



HUMILITY  

 

 

 



LISTENING 





Yogi Berra Sherlock Holmes 

“You can see a lot just 

by looking.” 

“You see, but you do 

not observe.” 





Why? 
“Excellence is never an accident. It is always 

the result of high intention, sincere effort, and 

intelligent execution; it represents the wise 

choice of many alternatives - choice, not 

chance, determines your destiny.”  

 



DISCIPLINE   

 



Five Dimensions of Excellence 



Why go to 

GEMBA? 



Answering patient call lights 



Don’t let a bad 

experience go 

to waste. 

 



How water would be good.  

 





Lean  
gets  
RESULTS 

 



National results….                         

we’re making improvements 

$12 billion was saved in 

health care costs during 

the three-year time span 

2010 to 2013 the country 

saw 1.3 million fewer 

hospital-acquired 

conditions – a 17% 

decrease  

14% reduction in 

catheter-associated 

urinary tract 

infections 

20% reduction in 

pressure ulcers 

44% 

reduction  

in adverse 

drug events 



• 64% reduction in Hospital Acquired Infections 

(2014-15) 

• All 12 elements of Culture of Safety Survey 

showed improvement 

• 4.7 point improvement overall 

• Higher than national benchmarks in all 

categories 

• 78% reduction in Hospital Acquired Pressure 

Ulcers (2014-15) 

 

 

 

Local results….                          

we’re making improvements 



• 11.3 point improvement as place to work 

(nationally a 20 percentile point improvement in 

ranking) 

• Improvement in every engagement element 

• Higher ranking on every engagement element as 

compared to Mercy Ministry average 

• Outpatient satisfaction scores improved by 4.3 

points year/year 

 

 

Local results….                          

we’re making improvements 



AHRQ* Hospital Survey on Patient Safety 

(HSOPS) 2015 

  *Agency for Healthcare Research and Quality 
**Approximate - 1655 Total Participants of 2200 Eligible 

 



Mercy Hospital OKC Overall Percent 

Positive Response 

60.1%

61.0%

65.7%

62%

57%

58%

59%

60%

61%

62%

63%

64%

65%

66%

67%

2009 2013 2015

Overall Percent Positive Response 300-399 Bed Benchmark



-2.6% 

0.8% 

1.0% 

2.3% 

2.7% 

4.2% 

4.5% 

5.5% 

6.8% 

7.0% 

7.2% 

7.9% 

-4% -2% 0% 2% 4% 6% 8% 10%

10.7% ↑ 10.7% ↑ 10.7% ↑ 

MHOKC 2015 HSOPS Results 
Difference from 300-399 Bed AHRQ Benchmark 

10.7% ↑ Feedback& communication about error 

 

Communication openness 
 

Supervisor/mgr expectorations & actions promoting safety 

 

Nonpunitive response to error 
 

Organizational learning - continuous improvement 

 

Frequency of events reported 
 

Teamwork within units 
 

Hospital mgmt support for patient safety 
 

Overall perceptions of safety 
 

Hospital handoffs & transitions 
 

Teamwork across hospital units 

Staffing 

5% ↑ 

5.3% ↑ 

3.5% ↑ 

5.2% ↑ 

3.5% ↑ 

1.5% ↑ 

5.5% ↑ 

7.7% ↑ 

3.2% ↑ 

4.6% ↑ 

8.2% ↑ 



1.5% 

3.2% 

3.5% 

3.5% 

4.6% 

5.0% 

5.2% 

5.3% 

5.5% 

7.7% 

8.2% 

10.7% 

0% 2% 4% 6% 8% 10% 12%

Nonpunitive response to error

Teamwork within units

Staffing

Hospital handoffs & transitions

Frequency of events reported

Communication openness

Teamwork across hospital units

Supervisor/mgr expectatations & actions promoting safety

Overall perceptions of safety

Hospital mgmt support for patient safety

Organizational learning - continuous improvement

Feeback& communication about error

MHOKC 2015 HSOPS Results 
Movement from Previous Data 
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Significant 
improvement on 
every element 

Higher PL 
ranking on every 
element as 
compared to 
Ministry average 



MORE  

than a  
ONCE  
and done 



0%  

5% 

90% 



Lab 



Lab 



Ultrasound 



Nuclear Medicine 



4CD 



4AB 



New Improvement Board- Mock Up 



New Metric Board- Mock- Up 



Co-worker Health Huddle Board 



Sometimes 

it is just that 

simple. 


