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Bottom/Up, Systems-Based, Frontline Driven Transformation in Healthcare

Introduction and Overview
Note: This “Summery” Report does not contain the Appendixes, which are included in the full report. References to
Appendixes herein should be disregarded.
It has been estimated that as much as 40% of nursing and staff time is spent doing things other than primary roles
and responsibilities of caring for patients. We define this nonproductive time as “hunting and gathering” or
“workarounds” of the existing care delivery systems. Data indicates that these workarounds are a leading source of
delays, poor patient flow, marginalized patient care, adverse events and other safety issues, and generally
significant levels of inefficiency in healthcare organizations. Workarounds are also a prime source of frustration
among coworkers, between departments, with physicians and at the administrative level in healthcare.
ConsciousSystems™ Healthcare or what we call in this report New Agreements Healthcare (NAH or NA for graphs)
is a new body of knowledge that allows healthcare organizations to improve their systems of care delivery in a
significant and sustainable manner. The keys to NAH effectiveness are that it is frontline driven, bottom/up, evidence
based, and has a strong human dynamics component that enables people to grow and become more supportive of
each other in the improvement process and at work in general. Because NAH is frontline driven, it is owned by the
people who deliver care and therefore has no need to be “sold” or buy in to dictates from the top.
Because all participation on the improvement teams is voluntary, normal resistance to change is negated. General
acceptance of the program grows organically within each organization through successes of the teams. Successes by
early team members are communicated both formally and naturally by word-of-mouth from team members to their
coworkers. Soon, others outside the teams begin asking when they will be able to begin the work.
It is a fact that most evidence based quality and productivity programs such as Six Sigma and Lean are
underperforming or failing in healthcare. In most cases, NAH is a big step beyond legacy quality/productivity
programs common in healthcare. Even where these legacy programs are marginally successful, NAH is faster,
simpler, more effective and much more sustainable both in systems optimization and cultural transformation.
NAH has proved successful in both large and in smaller healthcare organizations, in big cities and in rural settings.
The improvement tools, especially designed for ease of use by frontline staff, have proved effective from the bedside
to the executive suite. The NAH methodology for creating sustainable improvement is largely transferable to the
improvement of any system, department or healthcare organization. Results have been impressive and are
documented herein.
The report is broken into two sections to account for the fact that the system improvement needs of a larger hospital
many times differ from the systems improvement needs of a smaller or rural hospital. Section I is a representative
report out that could be expected in a larger hospital (250+ beds). We designate these larger organizations as LGR
Hospitals. Section II is the representative report out that could be expected in a smaller healthcare organization (50
250 beds). We will designate this smaller organization as SLR Hospital. Hospitals falling into 50 bed range can be
assumed to experience similar results to those outlined in Sections I and II.
In the cases of both larger and smaller organizations, the purpose of the NAH implementation was to improve
systems that affect turnaround time, quality time with the patient, staff satisfaction, patient safety, patient
satisfaction, and cost reduction.
In both Sections, the data presented is either actual data collected during the time of the implementation or the
numbers are rounded for ease of use. Differences between actual and rounded numbers are immaterial. While
numbers will vary from hospital to hospital, a significant majority of organizations can expect similar results. What
follows is, apart from rounding, actual report outs by teams that implemented NAH in both large (Section I) and
smaller hospitals (Section II).
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Section I: Larger Hospitals

Executive Summary: LGR Hospitals
Methodology for Creating Sustainable Change
Laying the Groundwork: Seventeen key leaders, managers, and frontline staff completed the New Agreements
Healthcare Leadership Training. This was followed by a LGR decision to move forward with an NAH
implementation. A number of planning sessions were completed. NAH personnel introduced the program to LGR
staff through a series of presentations. The names of people who wanted to participate in the program were collected.
NAH personnel and LGR leadership jointly decided what issues to address and who would be invited to be on the
teams.
Teams were formed to take a systematic approach to addressing specific issues. These teams were comprised of
largely frontline staff with some participation of managers, and leaders. Team participation was voluntary. The teams
were to identify specific issues, collect data in order to set priorities, create actions to improve the existing systems,
measure results and course correct as necessary.
The System Improvement Opportunities
The teams have initiated actions to reduce or eliminate workarounds and address systems-improvement
opportunities including: 1) Providing proper instruments, equipment and supplies where and when needed by staff;
2) Reducing delays in the OR; 3) Improving staffing by filling staff “holes” in the 37 p.m. time period, balancing the
float pool against needs, and reducing overtime; 4) Standardizing room setups, including proper inventory levels of
equipment and supplies; 5) Defining roles and responsibilities of nurses in charge (NICs), managers and support
staff; 6) Creating a system that promotes complete and accurate preoperative charts; 7) Upgrading the current
surgical Preference Card System; 8) Streamlining the patient flow system from the ICU to the OR and from the OR to
the ICU; 9) Streamlining the information flow from Admitting to the Cardiac Floor; and 10) Reducing turnaround
time in the OR and other areas. The projects vary in complexity and are on separate timelines; it is estimated that all
current projects will be fully implemented within 612 months from inception of the NAH team.
Six-Month Results to Date
Projected Savings and Benefits Going Forward: With implementation of the above described projects, currently
available data indicates LGR can expect yearly financial benefits of approximately $6.5 million. It appears that when
data for all projects is available, the total yearly financial benefit to LGR will approach $10 million, which can be
realized in 24-36 months of kickoff of the implementation. In addition, these improvements will produce “soft”
benefits including: improvements in care provider satisfaction, patient satisfaction, safety, interpersonal relationships,
interdepartmental relationships, and relations between staff, and leadership.

Projected Net Income With NAH Improvements
$35,000,000
$30,000,000
$25,000,000
$20,000,000
$15,000,000
$10,000,000
$5,000,000
$0
Net Income: PreNA

Projected Net Income: NA x 1yr
LGR Hospital
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Section I: Larger Hospitals: Individual Team Summaries

OR Central Instrument Processing (CIP) Team
(Total team members = 24)
Overview: It has been estimated that as much as 40% of staff time in nursing is spent doing things other than their
primary roles and responsibilities. We designated this nonproductive time as “workarounds.” The team’s goals are
to reduce delays in the OR, reduce turnaround time, increase patient centered care, improve staff morale, and
increase patient safety. These goals will be met by reducing significantly the time staff currently spends in
workarounds for missing or wrong instruments, scissors, and supplies. Three sub-teams were created to address
specific issues (6-9 people on each sub-team).
Areas of Focus: Optimization of instruments and supply chain management to the OR including kits, instruments,
scissors, and containers.
Team Members: Frontline staff and managers from the OR and CIP.
Actions to Date: Identified missing, broken, in disrepair, and improper Par levels of instruments and created
priorities for upgrades. Areas of greatest need included missing instruments, issues with scissors, and improper soft
goods container sizes.
Methodology: Engage frontline staff in an NAH Brainstorm to identify the symptoms indicative of underlying
systems issues (see Appendix LGR I). Create frontline user-friendly data collection templates (see Appendix LGR II).
Collect relevant data indicating issues and time wasted in workarounds. Data indicates that over a 5-day period there
were approximately 100 instances of missing or unavailable instruments and supplies that created delays and
required workarounds.
Team Implementation of Systems Improvement
Missing or Wrong Instruments: Based upon relevant data, the teams are upgrading the current instrument
kit-sterilization and assembly systems, systems by which appropriate scissors are supplied to the ORs, and building
proper Par levels of appropriate soft goods containers on the case carts. Approximately 20 percent of surgeries
performed in the ORs have missing or wrong instruments, which is conservatively costing LGR $4.6 million per year
(see Appendix LGR III). A significant source of the problem is related to the current Preference Card system, which is
nearly dysfunctional. A Preference Card team is being created to address the problem (see Appendix LGR VI).
Dull or Damaged Scissors: Dull scissors are costing LGR $780,000 per year. It was found that dull and damaged
scissors were recirculating through the system because they were not being tagged in the OR as dull or damaged.
This was because tags were missing or difficult to locate in the OR. In addition, scissors were not being inspected in
CIP for sharpness before kit assembly. The team has instituted systems changes that have a standard, convenient
place in each OR for scissors tags and an inventory system to guarantees appropriate Par levels of tags. In addition,
every scissor will be tested for sharpness prior to kit assembly and inventory levels of scissors have been increased in
order to have sharp scissors available as a replacement for the dull ones in real time. The team is also recording data
on the useful life of scissors before needing sharpening or replacement. Finally, every kit now includes a heavy duty
scissor suitable for cutting hoses, drapes and other materials that routinely dulled or damaged the specialty scissors
used, which were not suitable for cutting these types of materials (see Appendix LGR IV).
Containers for Soft Goods: Containers for soft goods included with every case cart have presented a number of
problems that require workarounds. Issues included not having enough of correct size containers, and many were in
disrepair and even dangerous. The team found that the large containers for soft goods were old, damaged, in short
supply, and in many cases a handling hazard. The large containers are made of fiberglass and, as they have aged and
been damaged, sharp edges and fibers pose a hazard. The team inventoried the existing large containers and
determined that they should be retired and replaced with a suitable, non-fiberglass container. A suitable container
and inventory level (250) has been identified, which will require an investment of $6000. The new containers will be
in the system approximately five weeks from the decision to fund and purchase (see Appendix LGR V).
Yearly savings when complete:

Missing instruments $4.6 million*
Scissors $780,000*
Large Containers TBD

*See Appendix LGR III and LGR IV
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Section I: Larger Hospitals: Individual Team Summaries

Preference Card Team
(Total Team Members = TBD)
Overview: This team is in the preliminary formation stage. Consistently it has been noted by NAH teams that
workarounds relating to instruments, equipment, and supplies in the OR are mostly sourced in the current
Preference Card system. Data indicates that 15-25 % of scheduled cases and 25% of add-on cases in the OR are
booked without preference cards specific to the booking surgeon; 70% of these cases involve established surgeons
that regularly perform surgery at LGR (see Appendix LGR VI). 80% of case carts sent to the OR with incorrect
Preference Cards (not surgeon specific or not updated) are modified with RN generated, surgeon specific preference
cards that are kept in the pod. These modifications are not consistently passed back to CIP and are not incorporated
into the hospital card.
This team will upgrade the current Preference Card system in order to reduce delays in the OR, reduce turnaround
time, increase patient centered care, improve staff morale, and increase patient safety. These goals will be met by
reducing significantly the time staff currently spends in workarounds of missing or wrong instruments, equipment,
and supplies due to the missing, wrong, or nonexistent Preference Cards.
Areas of Focus: Optimization of the current Preference Card system.
Team Members: Frontline staff, managers and leaders from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Collect relevant data indicating issues and
time wasted in workarounds. Recreate the Preference Card system so that Preference Cards are current and correct
for each physician and procedure.
Actions to Date: Collected data, which indicates the significant scope of the problems (see Appendix LGR VI).
Determined that the issues around Preference Cards are a high priority and must be addressed. Have begun initial
steps of forming the appropriate NAH team to address Preference Card issues.
Implementation of Systems Improvement: TBD
Estimated Date of Completion:

9-12 months from inception of the team.

Yearly savings when complete: TBD

Cases Booked Without Surgeon Specific Preference Cards (One Month)
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%
Scheduled Cases

Add-on Cases

6

Percent of these Cases Booked by
Established Surgeons
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Section I: Larger Hospitals: Individual Team Summaries

Laparoscopic Camera Team
(Total team members = 6)
Overview: Data was collected indicating that lack of required laparoscopic cameras is creating significant work
around time for staff, extending case length and increasing turnaround time, costing LGR approximately $700,000 per
year (see Appendix LGR VII). It appears that some of the cameras are obsolete and that the supplier no longer will
provide service or spare parts for these obsolete cameras. In addition, it appears there are not enough working
cameras in inventory to meet LGR’s growing needs. A detailed inventory of cameras including their working
condition was completed. A recommendation is being made to achieve optimum inventory levels of the appropriate
cameras required to service increasing laparoscopic caseload volumes in the OR (see Appendix LGR VIII).
Areas of Focus: Optimization of specified inventory of laparoscopic cameras required to service increasing caseload
volumes in the OR.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Collect relevant data indicating issues and
time wasted in workarounds of laparoscopic cameras, including delays in start times or extension of case lengths in
the OR. Create recommendations for purchasing additional cameras in order to achieve inventory levels required to
service increasing caseload volumes in the OR.
Actions to Date: Identified a significant problem of a shortage of appropriate laparoscopic cameras for OR caseloads.
Completed a detailed inventory, including current condition of laparoscopic cameras in the OR. Made
recommendations to procure the required cameras and supporting equipment.
Estimated Date of Completion: Team complete – From decision to purchase, expect a 90-120 day lead time to put
into service the recommended cameras.
Benefits to LGR: Cost to purchase the appropriate HD Laparoscopic cameras is estimated to be: 24 cameras @
$11,000/camera = $264,000 plus.
8 booms (3 cameras/boom) @ $76,000/boom = $608,000.
Total Year 1 Investment = $872,000.
Return on Investment = $1,250,000 yearly after cameras are put into service.*
*See Appendix LGR VIII
Data Collection for 4 Days: Laparoscopic Gyn Cases
Total Number of Lap Gyn Delays due to camera shortage
Total Number of Lap Gyn Cases
% of Cases with Delays Due to Camera Shortage
% of Cases Delayed due to Unavailable camera

15
40
38%
6%

Average RN Workaround Time/Case
Average Delay in Rooms When Camera Unavailable
Average Delay in Rooms with Camera Shortage

17
15
10

min
min
min

Total cases per year
# of delayed camera cases per year due to shortage/yr
# of cases with delays due to unavailable camera/yr

GYN
2000
750
111

All Lap Cases
3555
1332
198

Total RN workaround time for lap cameras per year (hrs)
Total Delay (hrs)

210
140

375
250

Hourly OR Cost

$5,000

Total Cost of Delayed Cases Per Year

$700,000

7

$1,250,000
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Section I: Larger Hospitals: Individual Team Summaries

Preoperative Team
(Total team members = 20)
Overview: The team determined that a great deal of time was being wasted dealing with incomplete charts. The team
explored ways to alleviate this problem. Root causes of the problem were identified as missing or unsigned consents,
missing or misplaced Patient Medication Lists (PMLs) and blank charts. It was also determined that, for a variety of
reasons, phone screens were not being completed properly or timely. The team is currently collecting data to indicate
the total time spent working around these issues and how this workaround time creates delays in the OR.
Areas of Focus: Patient Flow Insure complete, correct charts.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Identify problems with charts and the Preop
assessment process. Collect relevant data indicating issues and time wasted in workarounds. Collaborate with CPE to
resolve the issues of missing or unsigned consents, missing or misplaced PAMLs and blank charts.
Actions to Date: Identified missing or unsigned consents (16-32%), PML missing (12%) or misplaced (79%), and
missing H&P (9%) (see Appendix LGR IX). More than three additional hours per day are required to resolve these
issues during routine preoperative chart checks. Representatives from Admitting were brought into the process and it
was discovered that most people putting charts together have little or no clinical training, resulting in numerous
mistakes and omissions. A model chart was created as a reference for Admitting personnel. In addition, a chart
checklist was created which require the initials of the relevant parties including surgery and anesthesia. Currently
data is being collected to indicate the total time necessary to admit patients in the Preop area and the resulting OR
delays caused by incomplete charts (see Appendix LGR X).
Estimated Date of Completion: Four months from inception of the team.
ROI When Complete: TBD

Preoperative Chart Review: Day Before Surgery
100%
90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

79%

32%
16%

Surgical
Consent

Anesth.
Consent

7%
Anesth.
PreOp

9%

3%

H&P

Missing or Incomplete

8

Nsg.
Assess.

12%

PML

16%
7%
Specific
Sheets

Labs

Percent in Wrong Place
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Section I: Larger Hospitals: Individual Team Summaries

Critical Care Management Team
(Total team members = 14)
Overview: This team was formed to look at improving scheduling in Critical Care. The team determined that there
was a “hole” in staffing in the hours of 3-7 p.m. The hole was created by a combination of hiring for schedules that
promote the hole and non-optimized use of the nursing Float Pool. The team is taking action to hire and schedule so
as to fill the hole while better utilizing the Float Pool. In addition, the team is looking at a possible correlation be
tween filling the 3-7 p.m. hole and a reduction of overtime hours.
Areas of Focus: Improving scheduling in Critical Care during the 3-7 p.m. time slot.
Team Members: Managers and Directors in Critical Care.
Methodology: Collected and formatted data from LGR database, which indicated root causes of the 3-7 p.m. hole.
Initiated required action.
Actions to Date: Quantified scheduling issues and root causes of the 3-7 p.m. hole. Created an offer for existing staff
for more flexible hours that would help fill the hole. Implemented a new hiring practice that will increase shift
coverage of the 3-7 p.m. hole. Examining better ways to utilize the Float Pool. The team is collecting data monthly to
determine if the team’s actions are having a positive impact on filling the 3-7 p.m. hole.
Estimated Date of Completion: Six months from inception of the team.
ROI When Complete: TBD

NAH Brainstorm: Improving the 3PM 7PM Gap
Hire more 3PM-7PM Shift RNs
Rotate to evenings
Increase number of 12-hour shifts
11AM-7PM shifts
Structured hiring/hours (standardized)
40 hours (8 hr and 12 hr shift)
Units must have consistent approach to shift assignments)
Reschedule education to mornings
Convert 8-hr to 12-hr shifts
Weekends?
Patient care driven scheduling
Optional to start

9
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Section I: Larger Hospitals: Individual Team Summaries

Cardiac ICU Improvement Team
(Total team members = 16)
Overview: Staff in the ICU are involved in daily workarounds that require a significant proportion of their time.
These workarounds are increasing turnaround time, taking the nurses away from the bedside, compromising safety,
and creating frustration among staff. The team’s goals are to reduce turnaround time, increase patient centered care,
improve staff morale, and increase patient safety. These goals will be met by reducing significantly the time staff
currently wastes in workarounds of missing or wrong equipment and supplies. In addition, it was determined that
clear communication between shifts was lacking, resulting in miscommunication and confusion among nurses,
patientcare assistants (PCAs) and support staff.
Areas of Focus: Optimization of equipment and supply chain management on the ICU floor.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Collect relevant data indicating issues and
time wasted in workarounds. After analyzing the data, the team recognized that the greatest benefit would be
realized if every room was standardized and optimized with in-room inventory of equipment and supplies.
Actions to Date: Identified missing, broken, in disrepair, and improper Par levels of equipment and supplies
(see Appendix LGR XI). Identified issues with equipment and supplies including lack of in-room standardization and
inventory control. Additionally, a shift-to-shift PCA report sheet was created that will significantly reduce
miscommunication between shifts (see Appendix LGR XII).
Implementation of Systems Improvement: A pilot program has been initiated to standardize two rooms with all
necessary supplies and equipment, including a restocking system that guarantees optimized Par levels in real time.
An inventory check sheet was created to assist PCAs in stocking and maintaining the rooms (see Appendix LGR XIII).
The pilot program will be completed in the next 30-60 days with the roll out into the entire ICU to follow.
Estimated Date of Completion: Pilot = 1-2 months, ICU rollout = 6 months.
ROI When Complete: TBD

Equipment and Supply Issues Over Four Days (Critical 20%)
Item

Instances Est. Time to resolve (min.) Number of People Total Time

No Pacing Wire Cables
No NIBP
No Slings on Beds
Missing Sandbags
No 12 Lead EKG Cable
No charged batteries (scanner)
No O2 Sat Probes
No Cardiac Chair
Bedside Commodes Broken

1
1
1
2
4
1
1
2
1

7
15
20
30
5
30
10
30
10

2
2
2
3
1
1
2.5
2
2

14
30
40
180
20
30
25
120
20

Medications missing
Computer Order Entry Problems
Femoral Arterial Kit Missing

1
1
1

30
30
25

1
1
2

30
30
50

17

589
Total Time (Hours)

10

9.8
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Section I: Larger Hospitals: Individual Team Summaries

Cardiac ICU Patient Flow Team (Pacing Cables)
(Total team members = 3)
Overview: The team’s goal is to reduce the delays in both moving patients from the ICU into the OR and from the OR
to the ICU. This goal will be met by reducing significantly time spent by staff in workarounds of missing or wrong
Pacer Cables during transport of patients to and from the ICU and the OR.
Areas of Focus: Optimization of the current Pacing Cable inventory and usage during transport of patients to and
from the ICU to the OR and from the OR to the ICU.
Team Members: Managers from the affected areas (ICU, OR, CIP).
Methodology: Re-create current dysfunctional Pacing Cable system used during transport of patients to and from the
ICU and the OR.
Actions to Date: Analyzed current inventory control system, identified critical variables, which were contributing to
the problem and redesigned and simplified the inventory control system (see Appendix LGR XIV).
Estimated Date of Completion: 12 months.
ROI When Complete: TBD

Location

ICU

OR

CIP

Current

Improved

Process

Process

ICU Inventory*

ICU Inventory

Current
Transport
Inventory

Current
Transport
Inventory

Yesterday's
Transport
Inventory

Processing

Par Level

Processing

*ICU Inventory used to supplement shortfalls in
Transport Inventory as available

11
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Section I: Larger Hospitals: Individual Team Summaries

Cardiac Step-down Unit Improvement Team
(Total team members = 10)
Overview: Staff currently wastes a significant percentage of their time in workarounds of missing, wrong, or in
disrepair equipment and supplies. These workarounds are increasing turnaround time, taking the nurses away from
the bedside, compromising safety, and creating frustration among staff. These workarounds impede patient flow. The
team’s goals are to improve patient flow, increase patient centered care, improve staff morale, and increase patient
safety. These goals will be met by reducing significantly the time staff currently wastes in workarounds of missing,
wrong, or in disrepair equipment and supplies.
Areas of Focus: Improved patient flow, optimization of equipment and supply chain management, and improved
patient information flow from Admitting to the Cardiac floor.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Collect relevant data indicating issues and
time wasted in workarounds of missing or wrong equipment, supplies and information. After analyzing the data, the
team is standardizing a best practice that insures proper Par levels of equipment and supplies. The team started with
pulmonary artery (PA) monitoring equipment, which was a significant issue. The team is also working with
Admitting to resolve significant delays of delivery of Patient Identification Cards from Admitting.
Actions to Date:
1. Identified missing, broken, in disrepair, and improper Par levels of equipment and supplies. Identified
issues with equipment and supplies including lack of in-room standardization and inventory control
(see Appendix XV).
2. Identified barriers to patient flow created by inconsistent information flow between Admitting and Cardiac
including significant wait times for Patient Identification Cards (see Appendix LGR XV).
3. Listed all supplies and equipment that should be in every room. Created Par levels necessary to insure fully
stocked rooms at all times. Created an inventory control and restocking system that insures every room will
have in it all necessary supplies and equipment to care for the patients.
Implementation of Systems Improvement:
1. Created an inventory of “kits” for supply and maintenance of pulse oximeters, and PA monitoring
equipment including a sign in and sign out procedure for the kits (see Appendix LGR XVI).
2. Worked with admitting to create a new ID system comprised of a set of labels and a patient wristband,
which eliminates Patient Identification Cards and reduces other patient information flow delays.
3. Preparing to rollout the new supply and stocking system for all rooms on the Cardiac floor.
Estimated Date of Completion: Nine months from the inception of the team.
ROI When Complete: TBD

Patient Identification Card Delivery from Admitting to Floor
2

Data Collection Period (weeks)

20

Number of Delayed Deliveries
Average Number of Phone Calls Required to Resolve
Average Delay Bet. Card Request and Delivery (min)

12

2.3
78
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Section I: Larger Hospitals: Individual Team Summaries

OR Leadership Team
(Total team members = 21)
Overview: In practice, it appears that the roles and responsibilities of leaders, managers and support personnel are
not well defined. Data indicates that as much as 75% of current daily activities of leaders, managers and support
personnel in the OR are spent doing things other than leading, managing, or appropriate support. For the most part,
it appears that the 75% of current daily activities that are extraneous to the preferred roles and responsibilities (R&R)
of each position are comprised of workarounds and doing other people’s jobs (see Appendix LGR XVII). This team was
created to define the R&R of managers, leaders and support personnel in the OR.
Areas of Focus: To redefine the R&R of managers, leaders and support personnel in the OR.
Team Members: Leaders, managers and support personnel in the OR.
Methodology: Brainstormed current R&R verses desired roles and responsibilities necessary to set up staff to be
successful in their jobs, improve patient care, improve safety, optimize OR and associated systems, reduce
turnaround time and delays, and improve communication among staff and departments.
Actions to Date: Identified current and existing R&R of managers, leaders and support personnel starting with the
nurses-in-charge (NICs). Identified the preferred R&R of the NICs. Reassigned current inappropriate R&R of the
NICs to the appropriate titles or job descriptions (see Appendix XVII). Created a plan to make the actual reassignment
of current R&R from the NICs to the appropriate titles/people. Repeated the above process with the Nurse
Educators.
Implementation of Systems Improvement: Continue redefining R&R of managers, leaders and support personnel
and align those R&R with a new Organizational Chart.
Estimated Date of Completion: 6 months from inception of the team.
ROI When Complete: TBD

Ideal Roles and Responsibilities
NurseInCharge
Staff Assignment
Inservice current/new technology
Agency Staff Evaluation
Communicate with Desk re: changes
OR Internal Audits
Interaction with Recovery/ICU/ED re: patient
Clinical specialist
Collaboration with multiservice
Crosscovering NICS (vacation, sick time)
Coordinate testing of emergency equip.
Bone Bank/Skin Bank (clinical practice)
Review surgical schedule for needs

OPS Coord.
(Responsible)
x

NIC
(Responsible)
x
x
x
x
x
x
x
x
x
x
x
x

13

Who Should Ideally Be Responsible?
NIC
Lead Tech
ANM
(Informed)
(Responsible) (Responsible)

NM
(Responsible)

Educator
(Responsible)
x

(x)

13

Section II: Smaller Hospitals

Executive Summary: SLR Hospital
Methodology for Creating Sustainable Change
Laying the Groundwork: Eight key leaders, managers, and frontline staff completed the New Agreements Healthcare
Leadership Training. This was followed by an SLR decision to move forward with an NAH implementation. A
number of planning sessions were completed. NAH personnel introduced the program to SLR staff through a series
of presentations. The names of people who wanted to participate in the program were collected. NAH personnel and
SLR leadership jointly decided what issues to address and who would be invited to be on the teams.
Teams were formed to take a systematic approach to addressing specific issues. These teams were comprised of
largely frontline staff with some participation of managers and leaders. Team participation was voluntary. The teams
were to identify specific issues, collect data in order to set priorities, create actions to improve the existing systems,
measure results and course correct as necessary.
The teams have initiated actions to reduce or eliminate workarounds and address systems-improvement
opportunities including: 1) Reduce workarounds in MedicalSurgical floors (MedSurg) due to missing, wrong, or
damaged equipment and supplies; 2) Improve scheduling and patient flow in MRI/Imaging; 3) Improve
Housekeeping; 4) Improve the screening process for admitting patients from the ER; 5) Improve service, patient
satisfaction, and financial performance in the Wellness/Rehab Center; 6) Improve the system for handling denials by
payers; 7) Improve the Registration Process; 8) Improve Recruiting and Retention of Nurses; 9) Improve
communication between the Physician’s Offices and the hospital; and (10) Improve efficiency and patient care in
Home Health. The projects vary in complexity and are on separate timelines; it is estimated that all current projects
will be fully implemented within 6-12 months from inception of the NAH team.
Improved Financial Performance
Projected Savings and Benefits Going Forward: With implementation of the above described projects, currently
available data indicates SLR can expect a yearly financial benefit of approximately $1 million. It appears that when
data for all projects is available that the total yearly financial benefit to SLR will be between $1.5-2.0 million. In
addition, these improvements will produce “soft” benefits including: improvements in care provider satisfaction,
patient satisfaction, safety, interpersonal relationships, interdepartmental relationships, and relationships between
staff and Leadership/Administration.

Net Income: Projected vs. Actual Pre and Post NAH
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Section II: Smaller Hospitals - Individual Team Summaries

MedSurg Equipment and Supplies Team
(Total team members = 10)
Overview: It has been estimated that as much as 40% of staff time in medical and surgical units (MedSurg) is spent
doing things other than their traditional roles and responsibilities. We designated this nonproductive time as
“workarounds.” The team’s goal is to reduce workarounds in MedSurg due to missing, wrong or damaged
equipment and supplies. In addition the team will improve patient centered care, improve staff morale, and increase
patient safety. These goals will be met by reducing significantly the time staff currently spends in workarounds of
missing, wrong, or damaged equipment and supplies.
Areas of Focus: Optimization of equipment and supply chain management on MedSurg.
Team Members: Frontline staff and managers from MedSurg and other areas that affect equipment and supplies on
MedSurg.
Actions to Date: Identified missing, broken, in disrepair, and improper Par levels of equipment and supplies on Med
Surg. Created priorities for upgrades. Areas of greatest need included missing and broken IV Pumps and Regulators,
unavailable and broken Wheel Chairs, and Carts with missing, wrong, misplaced, or wrong Par levels of supplies on
carts for nurses and other staff.
Team Implementation of Systems Improvement:
IV Pumps and Regulators: IV pumps and regulators were found to have a number of problems, which included
wrong type, broken, missing, and/or stored in a place that took an average of more than five minutes of caregiver ’s
time to locate and secure. Often pumps were taken from other rooms or departments, which served only to move the
problem to another location.
The team determined the actual needs of the floor for IV pumps and regulators. The optimum number and types of
IV pumps were purchased for all areas of need. All IV pumps were marked with different colored permanent labels
to insure that they remained in the proper area. The pumps and regulators are now inventoried on a shift-to-shift
basis to insure that each room has the appropriate and necessary IV pumps and regulators available for patients. The
estimated annual savings is $39,624 per year.
Wheel Chairs: Wheelchairs were chronically unavailable when needed. It was discovered that a significant amount
of caregivers’ time was spent looking for wheelchairs. It was not unusual for patients to wait an hour while nurses or
staff searched for a wheel chair. As a way to circumvent the problem, some wheelchairs were being locked away by
staff (hoarded). When wheelchairs were located, many were in disrepair (broken or missing footrests, torn fabric and
missing oxygen holders). In addition, wheelchairs were being stolen from the front lobby or parking lot.
The team completed an inventory of wheelchairs along with the specific condition of each wheelchair. The optimum
number of fully functional wheelchairs was determined and new ones were purchased where necessary. One
specification of the new wheelchairs was a tall bar on the back to prevent theft. All wheelchairs were clearly marked
with their proper area. An appropriate oxygen holder was identified, ordered, and installed on each wheelchair. The
estimated annual savings is $35,662.
Supply Carts: Inventory on Supply Carts in MedSurg was found to be missing, wrong, misplaced, or with wrong
Par levels to meet the needs of nurses and other staff. Actions taken to improve the Supply Cart system include:
1.) Created a list of all equipment and supplies that should be in every room or on the carts; 2.) Created Par levels
necessary to insure fully stocked rooms and carts at all times; 3.) Standardized on supplies that should be on the
carts; 4.) Restocked the carts with proper supplies and proper levels of supplies; and, 5.) Created an inventory control
and restocking system that insures the carts will have all necessary supplies necessary to care for the patients. Data to
estimate savings in time is being collected.
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MRI Imaging Improvement Team
(Total team members = 5)
Overview: The team reviewed the ongoing problem of MRI appointments being cancelled. Non-reimbursed cost of
cancelled MRI appointments is estimated to average $23,300/month or $280,000/year. The team investigated the
causes of cancellations and potential systems changes that would reduce the number of cancellations.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates. Collect relevant data indicating reasons why
MRI appointments are cancelled. Reduce or eliminate the root causes of MRI appointment cancellations.
Actions to Date: Collected data, which indicated the major reason for MRI appointment cancellations was due to
incomplete assessment prior to the procedure. The two major assessment factors, which made patients poor
candidates for MRI and caused cancellations of appointments, were metal in the body and patients too large for
the MRI machine. A new pre-assessment form was created with strict guidelines for these two factors.
Results: MRI cancellation rate has dropped significantly. With this process being stable, it is now anticipated that the
yearly net revenue gain to SLR will be $210,000 (see Appendix SLR I).

Top Two Reasons for Cancellations: Incomplete Pre-Assessment
1. Magnetic metals in patients (e.g. pacemakers, retained hardware)
2. Morbid Obesity (unable to fit in scanner)

MRI Cancellations: Financial Impact to SLR (2006)
Number of Cancellations at NA Begin:
Average Revenue per MRI scan:

150
$1,400

Revenue Loss: Top Two Cancellations

$210,000

Total Lost Revenue: All Cancellations

$280,000

MRI Cancellations: Reduction After Improved Pre-Assessment
Screen
Year

Number of Cancellations

Lost Revenue

Begin NA

150

$210,000

NA x 1 yr

0

$0

Net Revenue Gain

16

$210,000
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Housekeeping Team
(Total team members = 10)
Overview: Eighteen months prior, Housekeeping brought in new management with a new philosophy on how to
manage the Housekeeping Department. The concept of “team cleaning” was instituted by dictate with disastrous
results. Team cleaning resulted in inconsistent cleaning of all areas and a complete lack of proper cleaning in some
areas. Hospital staff was “up in arms” about the situation, blaming the Housekeepers for doing a poor job. House
keepers were feeling disrespected, picked upon, and very demoralized. When the manager of the department
refused to listen or change, the department found itself in turmoil and on the verge outright mutiny. Many
housekeepers were contemplating quitting. Hospital efforts to resolve the issues have been ineffective.
Areas of Focus: Improve Housekeeping systems in order to produce consistent and acceptable cleaning by the
Housekeeping Department.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Collect relevant data indicating root causes of the current condition. Create recommendations for
changes in the department. Implement the changes. Measure results and course correct as necessary.
Actions to Date: Identified significant problems inherent in the team cleaning concept. Identified the fact that the
manager of the department was unqualified for the position and could not be successful in turning around the
department. Abandoned the team cleaning concept and asked the manager to move to another position where she
could be successful. Redesigned the cleaning process for the hospital. Redesigned staff scheduling. Reviewed internal
systems to identify bottlenecks to the cleaning processes. Removed those bottlenecks. Recreated how the department
functioned including system process controls recommended by Infection Control to best address MRSA & C. Difficile,
Medical Records confidentiality, and proper and safe cleaning of hoods in the Pharmacy.
Results to Date: Interdepartmental staff satisfaction with Housekeeping has risen from an “abysmal” 0.7 to 8.4 out of
10.
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ER Admissions Improvement Team
(Total team members = 4)
Overview: Over the last year, admissions from the ER had been dropping from historical levels. The team set out to
determine the causes of the drop in admissions and, if possible, eliminate or reduce the root causes.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Gather historical data in order to identify when the drop in admissions began. Attempt to identify the
causes of the drop off. Take action to remove root causes.
Actions to Date: It was determined that the drop in admissions from the ER began a year prior when the new
Inter Qual Admission Process had been installed. This system was designed to screen patients in the ER to
determine if they should be admitted to the hospital. The final decision to admit or not admit was done by the ER
Department Supervisors. In fairness, the Supervisors had been tasked to make sure no one was admitted who
should not be admitted. They became overly conservative resulting in the fact that some patients who should have
been admitted were not. This resulted in the drop in admissions from the ER.
The team’s solution to the problem was to remove screening of ER admissions from department supervisors. Instead,
Discharge Coordinators reviewed all admissions and worked with physicians to determine if the patient was to be
treated as an observation only or should be admitted. The new review process has increased admissions by 26 per
quarter or 104 per year.
Estimated Date of Completion: Completed.
Benefits to SLR: With the above systems changes in place, the yearly increase in revenue to SLR is $572,000.

18

18

Section II: Smaller Hospitals - Individual Team Summaries

Wellness and Rehabilitation Improvement Team
(Total team members = 7)
Overview: The Wellness/Rehab Center has experienced a number of problems including poor scheduling of patients,
a dramatic fall off of patient satisfaction, poor care provider morale, a drop in revenues and use of the facilities, and
public criticism from within the community. This team looked to give the Wellness/Rehab Center a complete “make
over” from the inside out resulting in expanding community outreach, increasing revenues and increasing patient
satisfaction.
Methodology: Gather data in order to determine the causes of scheduling problems, precipitous drops in patient
satisfaction, falling revenue, poor staff morale and community criticism. It was determined that the legacy scheduling
system at the Center was inefficient, illogical, and prone to cause mistakes and frustration among both caregivers and
patients. In addition, care providers did their own scheduling, which caused many problems and conflicts among
staff. Low morale among staff appeared to center on a few long time employees who were extremely negative with
both staff and patients and highly resistant to change. The negative environment caused high rates of turnover of
staff and a disinclination of new, qualified staff to work at the Center. The culture of the Center was determined to be
conflict adverse so issues were seldom addressed in a professional manner, festering for years. The talented manager
of the Center was willing to grow and change, but had held back in making indicated changes for fear of retribution
from higher ups in the organization who were related to the negative people within the Center. He, along with a few
positive supporters within the staff, chose to do whatever was necessary to improve the Center.
Actions to Date: The team recreated the old scheduling system, including specifying a computerized system that will
replace the old manual system. Individual scheduling by care providers was scrapped and replaced with a more
logical system that put the patient first and was fair to all care providers. Staff who refused to go along with the
changes left the Center or they were asked to leave. Morale soared. The recruiting of qualified staff immediately
became easier resulting in the hiring of five new Physical Therapists (PTs) within six months whereas there had been
no new PTs hired in the previous two years. Each morning the teams meet to set their intentions and actions for the
day with an emphasis on being patient and system improvement centered.
Estimated Date of Completion: Ongoing.
Benefits to SLR to Date: Improved PressGaney Patient Satisfaction Scores from last among 272 wellness centers
surveyed to being in the top 4% (see Appendix SLR II); Increased yearly billable revenue $81,000.

Improvement in Patient Satisfaction: PressGaney*
96

90
80
70
60
50
40
30
20
10
0

0.3
PreNA

NA x 1yr

Score (Percentile)

19

19

Section II: Smaller Hospitals - Individual Team Summaries

Payer Denials Improvement Team
(Total team members = 9)
Overview: This team tackled lost charges and revenue due to denials of payment by payers. Lost revenue included
denials not being appealed, appeals being made too late or being appealed improperly. The team looked for ways to
reduce denials, increase the percentage of denials that were appealed and increase the favorable rulings on appeals
made. In addition, the team looked at pursuing sources of payment that were available to the hospital, but had not
been previously pursued.
Team Members: Frontline staff and managers from the affected areas.
Methodology: Create frontline user-friendly data collection templates in order to collect data that would identify the
number of denials, the types of denials, and the potential gains of successful appeals of denials. In addition the
reasons why denials were not being appealed or followed up upon were quantified. It was discovered that denials
were not being appealed because only one person was trained and responsible for appealing denials and she was
over loaded with other responsibilities. If she, for some reason, could not be at work, the appeal process simply
stopped. It was also discovered that some denials were not being appealed simply because staff did not know that an
appeal was possible. For many appeals, the time period in which appeals must be made ran out along with the right
to appeal.
Actions to Date: New systems were created that required multiple staff to be trained in the appeal process. Appeals
became a primary responsibility and were monitored to be sure that they were being made at the earliest possible
time. All eligible types of appeals were identified and made a part of the appeal process. A new copier was ordered
when it was found that the old one was in disrepair and down much of the time when appeals, a copy intensive
process, were being made.
Estimated Date of Completion: Complete.
Benefits to SLR With Completion: SLR can expect a yearly increase in net revenue of $330,000 (see Appendix SLR III).

Improving Appeals Process: Reimbursement of Denials by Payers
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Registration Process Improvement Team
(Total team members = 8)
Overview: Registration was a department in turmoil. Morale was very low, and there was an adversarial
relationship and little communication between Registration and the Business Office. Performance of the
department was poor and frustration was evident within the department and with people who had to deal
with Registration. Mistakes made in Registration leveraged into other areas of the hospital, frustrating care
providers in the hospital and in physicians’ offices. Constant firefights drove up costs and adversely affected
both patient and care provider satisfaction. Turnover in the department was excessive.
Methodology: The Registration system was “put on the wall” where, for the first time, it was made visible
for all to see. Once visible, the system was broken down so that, for the first time, it could be understood.
Once understood, the critical 20% of the variables that were driving 80% of the problems were identified and
action was taken to resolve the issues.
It was determined that 46 categories of mistakes were being made, creating approximately 500 registration
mistakes over the period examined. The team identified the Big Nine categories of errors that were
accounting for approximately 400 of the 500 registration errors (80/20 systems principle). The team began
working to eliminate the Big Nine.
Actions Taken: Created a formal, best practices training program and manual for all Registration personnel.
Created a new standardized Registration Form that could be used by both SLR and physician’s offices.
Interviewed all of the registration staff to get their input on the current condition of the department. In
addition, the team created online Medical Terminology and Dictionaries as tools and support for registration
care providers.
A ten-part comprehensive training manual was created for training and testing competency of people who
must register patients at SLR. This training manual design is a model for other SLR department training
manuals.
The team replaced dumb terminals in Registration with needed PCs and identified other technology upgrades and
tools to support the registration processes. Currently all registration personnel have the tools they need to do the job
efficiently and correctly (see Appendix SLR IV).
Estimated Date of Completion: 60-90 days.
ROI When Complete: TBD
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Nurse Recruiting Improvement Team
(Total team members = 5)
Overview: In years past, SLR has been only marginally successful in recruiting graduate nurses from a prominent
nursing school within the community. In fact, the relationship between the hospital and the school had fallen into
disrepair through benign neglect. The challenge had only grown because larger hospitals were able to pay large sign
on bonuses and offer other benefits that SLR could not match. With costs to recruit and retain nurses being estimated
at $50,000 per nurse, a significant financial benefit would accrue to SLR if a higher percentage of graduate nurses
could be recruited to SLR.
A team was formed to create a strategy that would increase the number of graduate nurses recruited to SLR from the
school. The team consisted of the CNO, Director of MedSurg, Marketing and other staff personnel. The team sought
to define and communicate the benefits of starting a nursing career at SLR.
Actions to Date: Nursing school leadership was contacted with SLR expressing the desire to be more active and
supportive of the school, and asking for the school’s support, which was given. Prior to graduation, nursing students
were invited to tour SLR, including sitting in on MedSurg Team Improvement meetings. Small teams of SLR nursing
staff began making informational presentations and doing short training sessions at the school. A nursing “Career
Day” was created at the hospital and each nursing student was individually invited to attend. Over time, supportive
relationships between the hospital and the students were created.
Results: In the five years previous to the implementation of the new recruiting strategy, SLR had been able to recruit
an average of seven graduate nurses per year from the school or 32% of the graduating class. Following
implementation of the new recruiting strategy, SLR recruited 18 graduated nurses or 78% of the graduating class.
Estimated Date of Completion: Ongoing.
Benefits to SLR: The additional savings to the hospital in recruiting and retention costs is $350,000 per year
(see Appendix SLR V).
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NAH Advanced Management Practices Training
(Total team members = 3)
Overview: The two main reasons nurses or other employees leave an organization are; 1.) Poor Management, Leadership, or
Supervision and 2.) Poor Systems that do not allow them to be successful in their jobs. In years past, SLR has been only
marginally successful in its management of the Nursing Department. The former CNO had tended to be reactionary and out of
touch with the frontline nurses and staff. This resulted in her making poor management decisions or no decisions at all. There
was also a tendency not to follow through on agreed upon actions. The CNO, being conflict adverse and fearful of looking bad,
also added to the general feeling among Nursing that the she could not be trusted. This resulted in a nursing work environment
that was frustrating to staff, including being prone to unprofessional outbursts among staff. Turnover in the Nursing Department
was 27% annually and trending upward.
The CNO was asked to leave the hospital and an Interim CNO was appointed until a new CNO could be recruited. The Interim
CNO agreed to be trained in NA Advanced Management Practices and NA Systems-Improvement Tools. A team was formed to
train and mentor the Interim CNO.
Actions: A strategy to immediately and appropriately address conflicts among staff was created. The Code of Conduct was
updated and enforced including appropriate discipline for offenders. NA Systems-Improvement Tools became the required
process for solving problems. There was also the requirement that key personnel be on a Nursing Department Team that would
meet weekly to address problems and concerns within the Department.
Results: The Interim CNO became the permanent CNO and has continued to grow as a manager/leader who has earned the deep
respect of her nurses and staff. Over a three-year period, the team has implemented over 600 systems improvements in Nursing
and other departments. The annual turnover rate dropped from 27% to 4.3% indicating the improvement of both Systems and
Management of the Department.
Estimated Date of Completion: Ongoing.
Benefits to SLR: Ongoing.
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Physician Office Communication Team
(Total team members = 10)
Overview: Communication between the hospital and the physician offices was unclear, incomplete, and in some
cases, nonexistent. This less-than-robust communication system created numerous workarounds at the hospital
including hundreds of phone calls daily to run down needed information or clarify existing information. When
mistakes or omissions were missed, the mistakes tended to leverage themselves into many areas of the hospital
creating multiple new workarounds. Frustration between physician, personnel within the physicians’ offices, and
hospital staff was high, with finger pointing being the most common response.
Team Members: Leaders and staff in Registration and Scheduling plus office managers from physician offices.
Actions to Date: The team identified the critical 20% of the communication issues that were creating 80% of
miscommunication and workarounds. As a pilot, the Team worked with two key physicians’ offices to standardize
critical information and communication needed to efficiently schedule and register patients. At the completion of
the pilot program, the program will be rolled out to other physicians’ offices.
The team created a new registration form in partnership with the physicians’ offices. The form continues to evolve
with the mandatory inclusion of ABNs, lab information, and online registration scheduled to go live with the new
standardized form. This will significantly improve the registration process for both physician offices and GRMC and
reduce or eliminate denials due to no prior authorizations or missing/wrong CPT codes. The new form included
training and FAQ documents. A sub-team visited each physician’s office to train office staff on use of the new form.
Results: When physician offices used the new form correctly, error rates dropped from 85% to 5% with a
corresponding reduction in workarounds.
Estimated Date of Completion: nine months from inception of the team.
ROI When Complete: TBD
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Home Health Improvement Team
(Total team members = 14)
Overview: Home Health was a department in disarray. A charismatic leader had left the department two years prior
and the void had not been filled. Because Home Health was located 10 miles away from the main hospital, staff felt
like leaderless stepchildren, resulting in extremely low morale. Clichés of “old guard” staff vied for control of the
department using gossip and finger pointing against those who disagreed with them. Costs had risen and
reimbursements had fallen creating a financial loss where there had once been significant profits. Even in the face of
severe dysfunction, many of the staff were naturally resistant to changing their ways. Nearly everything done at
Home Health was manual and paper-based in some way. Gross inefficiencies were rampant. The scheduling system
for RNs and CNAs appeared to be illogical and unfair.
Team Members: Leaders, managers and staff from Home Health.
Actions to Date: A new scheduling system was created. A standardized “road kit” was created so every care provider
had what was needed in the field. PDAs were purchased which eliminated manual entry of medical records while on
the road. Documentation materials were put into a single book for each care provider. Collateral materials were
reorganized to be easily inventoried and quickly located. Anything that could be converted from manual to electronic
was converted. Workarounds have been reduced or eliminated to the systems of processing mileage, supplies,
pagers, office time, filing, data entry, and record review.
Estimated Date of Completion: Ongoing Improvement.
Results to Date: Staff is reenergized and morale is high as people realize that they can make a difference in the
quality of their work and in their work lives. Home Health appears well on its way back to profitability. Although not
yet quantified, general efficiencies should reduce yearly cost significantly. The use of the PDAs will reduce yearly cost
by $70,200 (see Appendix SLR VI).

Return on Investment (ROI) for PDAs
Year 1

Year 2+

Total Support Cost Savings

$65,832

$65,832

Total Direct Cost Savings

$4,368

$4,368

Total Savings

$70,200

$70,200

Purchase & Maintenance Costs

$27,600

$18,132

Net Yearly Return

$42,600

$52,068

154%

287%

Percent Yearly Return
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