
www.jcrinc.com

Developing a Business
Management System for
Continuous Daily Improvement

Features
Performance Improvement

■  ThedaCare’s Business Performance System: Sustaining 
Continuous Daily Improvement Through Hospital Management
in a Lean Environment

Methods and Tools

■  Saving Lives by Studying Deaths: Using Standardized Mortality
Reviews to Improve Inpatient Safety

Patient and Family Involvement

■  What Prevents Incident Disclosure, and What Can Be Done to
Promote It?

Departments
Tool Tutorial

■  Using an Electronic Medical Record Tool to Improve Pneumococcal
Screening and Vaccination Rates for Older Patients Admitted with
Community-Acquired Pneumonia

Rapid Response Systems: The Stories

■  Post–Cardiac Arrest Therapeutic Hypothermia: Overcoming the
Barrier of Workplace Culture and Other Implementation Lessons

September 2011
Volume 37  Number 9

Improvement from
Front Office to Front Line

“Developing and implementing
leadership standards, visual 
management, and problem-
solving tools used together

would systematically take us to a
new level of performance—places

where our teams see defects,
eliminate waste, develop people,
and continuously problem solve
to improve both processes and

performance.”
—Barnas (p. 393)



387September 2011      Volume 37 Number 9

The Joint Commission Journal on Quality and Patient Safety

Kim Barnas

In 2003, the senior leadership team at ThedaCare, a commu-
nity health system in Wisconsin, began a journey to apply

Lean manufacturing tools to some of our health care processes.
During the first five years of this journey, ThedaCare achieved
significant improvements in quality and the elimination of
waste—the hallmarks of Lean thinking1—through the develop-
ment of the ThedaCare Improvement System (TIS), which in-
cluded Value Stream analysis, rapid improvement events, and
projects applied to specific processes.2 However, we did not meet
our goals for continuous daily improvement, particularly our
goal of increasing productivity by 10% annually. We then con-
cluded that we needed to change the way our managers (includ-
ing unit leaders) in ThedaCare’s hospital division conduct and
manage their daily work. In the past two years, we have ad-
dressed that issue, and we believe that we have begun to solve the
problem. We have changed the way we manage so that it is com-
mensurate with Lean thinking by developing what we call
ThedaCare’s Business Performance System™ (BPS) to achieve
and sustain continuous daily improvement. Before an organiza-
tion embarks on the process of developing its own BPS, how-
ever, it first needs one or two years of experience in Value Stream
and rapid improvement work to be able to understand the need
for management work. 

Our experience mirrors what other observers have found
about the implementation of Lean. After initial successes, im-
provements seem to plateau. As Shukla has noted, “Industry re-
ports and research indicate that while most organizations have a
reasonable understanding of the technical pieces of the lean puz-
zle, they struggle to realize its promise.”3(p. 1) In Womack and
Jones’s view, managers in such organizations are “drowned in
techniques”(p. 10) while not seeing the “whole” of the Lean system.1

What they were missing, as we also found, was a Lean manage-
ment system that was commensurate with the Lean techniques
and individual process improvement efforts. Managing in a Lean
environment “requires an almost completely different approach
to day-to-day and hour-to-hour management.”4(p. v) If Rule Num-
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Article-at-a-Glance

Background: For 2003–2008, ThedaCare, a community
health system in Wisconsin, achieved significant improve-
ments in quality and the elimination of waste through the
development of an improvement system, which included
Value Stream analysis, rapid improvement events, and proj-
ects applied to specific processes. However, to meet its con-
tinuous daily improvement goals, particularly the goal of
increasing productivity by 10% annually, ThedaCare needed
to change the way its managers and leaders (in its hospital di-
vision) conduct and manage their daily work. Accordingly, it
developed its Business Performance System™ (BPS) to
achieve and sustain continuous daily improvement. 
Building the BPS: ThedaCare devised a multipart pilot
project, consisting of “learning to see” and then, “problem
solving.” On completion of the 15-week alpha phase (6
units) in July 2009, the BPS was spread to the beta pilot (12
units; September 2009–January 2010) and then to cohort 3
(10 units; September 2010–January 2011).
Results: Each alpha unit improved performance on (1) the
key driver metric of increasing productivity from 2008 to
year-end 2009 (by 1%–11%) and (2) its respective safety/
quality drivers over the respective 2008 baselines. For 2010,
improvements across the alpha, beta, and cohort 3 units were
found for 11 of the 14 safety/quality drivers—85% of the
11 customer satisfaction drivers, 83% of 6 people engage-
ment drivers; and 48% of 23 financial stewardship drivers. 
Conclusions: The tools developed for the BPS have en-
abled teams to see, prioritize, and pursue continuous daily
improvement opportunities. Unit leaders now have a struc-
tured management reporting system to reduce variation in
their management styles. Leaders all now follow leadership
standard work, and their daily work is now consistently
aligned with the hospital and system strategy.
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ber 1 for Lean is that “all work shall be highly specified as to
content, sequence, timing and outcome,”5(p. 98) our question,
then, centered on the work of managers. What were its content,
sequence, timing and outcome, day-to-day and hour-to-hour?
Although Mann helped us answer that question in general, we
had no guides for answering it specifically for health care. We
had to find the answers to that question ourselves—in the
process described in this article. 

Originating the Journey to the Business 
Performance System 
SETTING

The BPS originated as a project to advance the TIS improve-
ment activities undertaken at Appleton Medical Center (AMC)
in Appleton, Wisconsin, and Theda Clark Medical Center
(TCMC) in Neenah, Wisconsin—2 of 4 community-based hos-
pitals in the ThedaCare Health System. The system also includes
3 rural, critical access hospitals; a cancer center; a heart insti-
tute; a Level II trauma center; a stroke center; an acute rehabil-
itation unit; 22 physician offices; 6 behavioral health locations;
3 home care facilities; 3 employer health centers; 1 skilled nurs-
ing facility; and 1 senior living facility. In 2010, we cared for
more than 24,000 inpatients and 375,000 outpatients and had
more than 70,000 emergency department visits. ThedaCare has
6,300 employees, making it the largest employer in the area. To
date, 3,600 of our employees have been involved in the BPS.

COMING TO LEAN: THE THEDACARE IMPROVEMENT

SYSTEM

At the time we began our continuous improvement journey
in 2004, ThedaCare was one of a few health care systems at-
tempting to adapt Lean thinking and tools to health care. We
had come to Lean after trying other quality improvement ap-
proaches and finding them not adequate to our needs. Under
the leadership of the chief executive officer at the time (Dr. John
Toussaint), we had come to realize that health care was not im-
proving its quality at a rate equal to manufacturing and other
industries. Even though our own system consistently ranked in
the 95th percentile on many hospital quality measures, we knew
that was not sufficient. 

Under the leadership of Dr. Toussaint, along with that of the
vice president (VP) for quality (Scott Decker) and our chief
learning officer (Roger Gerard), we began developing our TIS,
which had Lean thinking and Lean tools at its core. At
ThedaCare, the charge of the chief learning officer is to create a
“learning organization.” He or she leads a team of organizational
development specialists and is responsible for developing oppor-

tunities for learning improvement and education for the system,
which was critical to the development of our BPS. We also had
the help of a sensei—that is, a teacher and mentor—from a con-
sulting firm and with the support of our board, we trained 30 of
our people to be facilitators and teachers and to conduct Value
Stream analyses, rapid improvement events, and projects. Facil-
itators serve on the TIS team for one to two years and then re-
turn to operations. In this way, we continuously build a
community of problem solvers. We also train people in how to
use the tools and have them go back into the workforce with
that knowledge. A “hiring cell” hires new facilitators to “back
fill” those who go back into the system, with the goal of main-
taining 30 facilitators at all times. 

Between 2004 and 2009, using our system of training facili-
tators and teachers, we conducted 6 to 10 rapid improvement
events each week. In that time, we achieved significant, break-
through improvements in our operations; a sample of these 
improvements are shown in Table 1 (above). Financially,
ThedaCare achieved bottom-line savings of $25 million by 2009

■ The Collaborative Care Delivery Model. With a focus on im-

proving care at the bedside, a defect-free admission medication

reconciliation process was created, resulting in a reduction from

1.25 defects to zero defects per chart, a length-of-stay reduction

of 16.4%, and an average decrease in cost per case of 22%.

■ Improvement Work on Code ST-segment Elevation Myocar-

dial Infarction (STEMI). Begun in 2005, this work significantly

reduced the time it takes for a patient who arrives in the emer-

gency department (ED) with a heart attack to have cardiac ves-

sel blood flow restored in the catheterization laboratory. In 2005,

the industry standard was 120 minutes and the benchmark was

90 minutes; our average time was 91 minutes. After a Value

Stream and rapid improvement event in 2008, the average time

to intervention was 40 minutes for patients presenting directly to

the ED; it is now 35 minutes.

■ The Staffing to Patient Demand Value Stream. Focused on

the right staff at the right place at the right time, this Value

Stream demonstrated a 7.3% improvement, which translated into

$895,000 salary savings in nursing hours per unit of service. 

■ The Open Heart Value Stream. Focused on coronary bypass

grafting process improvement, this Value Stream reduced mortal-

ity rates from 2% (the benchmark in the United States) to zero

for isolated coronary bypass grafting patients, while reducing

length of stay by 21%.

■ The Radiation Oncology Value Stream. Focused on access

and process improvement, this Value Stream improved produc-

tivity through a 30% improvement in clinical hours per unit of

service, increased gross revenue by 24%, and reduced the 

average total flow time from referral to treatment from 16 to 7

days 56%).

Table 1. Sample Improvements in Operations
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directly attributed to the TIS. These savings were accomplished
with our no-layoff philosophy intact. However, what we did not
achieve was consistent continuous daily improvement. We con-
tinued to fall short of the basic goal we set—improving our pro-
ductivity annually by 10%—when we began our work with TIS.
We knew that continuous daily improvement was crucial—in
agreement with Imai: While innovational events were attention
getters, a gemba-based,* common sense, low-cost, incremental
improvement approach would pay off in the long run7 and we set
out to find such an approach. 

FINDING THE PROBLEMS WITH OUR TIS RESULTS

Assembling a Project Team. To examine where our TIS jour-
ney had taken us and probe possible causes for the gap between
initial success and long-term sustainability of improvement, in
May 2008 (Figure 1, above) we assembled a project team to de-
velop a PDSA (Plan, Do, Study, Act) tool—the A3†6—and
“own” the following problem: “every manager at ThedaCare
manages his or her own way. There is no one system for man-
agers to see their performance. There is no consistent approach
to respond to problems.” 

The team consisted of a sensei, a VP [K.B.] as the sponsor,
two TIS facilitators (a registered nurse and a physical therapist),
and a group of eight operations managers (including human re-
sources and finances). As all project team members learned, the
elements of a Lean management system, according to Mann,
consist of leader standard work, visual control, daily accounta-

bility processes, and leadership discipline.4 Mann notes, “most
prescriptions for lean production are missing a critical ingredi-
ent or lean management system to sustain it.”4(p. 3) 

Reverse Fishbone Analysis. The team participated in a reverse
fishbone analysis to better identify gaps between our current state
and our desired state for a management system. Whereas a fish-
bone diagram is normally used to identify components of a prob-
lem and explore all potential or real causes that result in a defect
or failure, a reverse fishbone asks what are the components you
need to have to determine what the “good” would look like.8 

In our case, we used the reverse fishbone to ask what are the
pieces of standard work that you would need in place to have an
effective management system. Drawing on Mann’s four ele-
ments, the team devised four “spines” of a reverse fishbone, as
follows, which constituted the foundation of the management
system that we wanted to develop:

1. Leadership standard work 
2. Visual control of improvement 
3. Problem solving and corrective action 
4. Leadership discipline 
The project team then added a fifth component—leadership

development—on the basis of the work of ThedaCare’s Human
Development Value Stream (HDVS). HDVS created 22 core
competencies to apply to all of ThedaCare’s managers.

These five components then became the core of our BPS. Our
work up to this point led us to believe that we needed to focus
the management system on “how” we delivered the work. As a
result, we wanted the system to accomplish three key goals: 

1. Help our managers understand their performance.
2. Help them meet their targets.
3. Build effective teams to sustain improvement.
Focus Groups. The project team then further tested its think-

* Gemba is “the place where work is done and value added.” (Imai M.: Gemba
Kaizen. New York City: McGraw-Hill, 1997, page xxiv.)

† An A3 is a central Lean tool and way of thinking that is used to lead people through

the scientific method of studying an issue, proposing countermeasures, and imple-

menting changes.

Business Performance System Timeline, May 2008–2011

Figure 1. The timeline shows the sequence of the continuous improvement journey, starting with a one-week planning event in May 2008 and a second, two-
week planning event in August 2008, and extending through pilots and subsequent revisions. SW, standard work. 
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ing by conducting two focus groups with unit leaders at the two
hospitals. At least three members of the project team, including
the facilitator (as leader), participated in each focus group. They
asked open-ended questions such as, “Tell us your greatest asset,
your greatest weakness, what kind of fears do you have?” and “If
we are considering a new process, what are the important things
to you that should be included in a new system?” 

The focus groups revealed that even our experienced man-
agers could not sustain many improvement results. We could
not achieve daily, continuous improvement, despite the successes
we had had. As our focus group participants pointed out, “No-
body is telling us how to sustain improvement.” The managers
voiced their own frustration about not achieving continuous
daily improvement, with comments such as the following:

■ “Telling us to sustain improvement with these new tools is
like putting new wine in old skins.” 

■ “We do not have the ability to meet the expectations of
the change [as a result of the Lean tools].” 

■ “The lack of a management system is the leading cause of
death in a transformation like this.” 

These comments confirmed our belief that we needed to help
our managers understand how to sustain improved performance.

Our managers also told us that all of a sudden they were re-
sponsible for things that they had not been responsible for until
now, such as understanding market share and productivity. In
the past, as is typical in most hospitals, they were simply respon-
sible for hitting a budget. In contrast, quality and employee en-
gagement and satisfaction were now as important as the budget.
So there were fears about “How do I know if I’m going to hit my
target? How do I know it’s the right target? How do I know if I’m
failing? Who will help me and what are my resources?”  

According to managers, we had changed the way we do the
work with the Value Streams and the rapid improvement events.
However, we had not changed the way we manage. We achieved
a breakthrough in our focus group work when, in one session,
managers stated that “the ultimate arrogance is to change the
way people work without changing the way we manage them.”
We realized then that at ThedaCare, in implementing TIS, the
expectations of our people changed but the way we supported
them had not.

The most surprising finding was that even the most experi-
enced managers expressed fear that the TIS tools alone would
not help them lead their teams to achieve and sustain the im-
provement goals. The focus group findings led to our realization
of the need for a structured management reporting system that
would set clear performance expectations within defined lead-
ership standards. 

The managers also reported that activities undertaken as con-
tinuous daily improvements felt unconnected to the larger strate-
gic drivers and metrics—our “True North Metrics”—at
ThedaCare (Figure 2, above). The True North Metrics, which
include patient satisfaction and safety/quality (including mor-
tality and medical error), employee satisfaction, productivity,
and financial stewardship, are the few critical measures that guide
everyone in the organization toward the same purpose and ideal.
Activities at the hospital have to connect with those True North
Metrics through the strategic A3s. 

That “disconnect” between ThedaCare’s True North Metrics
and continuous daily improvement work made sense to the proj-
ect team because, typically at that point, continuous daily im-
provement was driven by the facilitators rather than members of
the unit leadership teams. At the units, the facilitators would ex-
plain that they were there that day not to do Value Stream analy-
sis or conduct rapid improvement event work but to teach how
to see and eliminate “waste” in the work. However, they did not
have a systematic way of doing that, and we lacked an infrastruc-
ture to deliver continuous daily improvement.

Typically, a facilitator would identify a defect on a unit and
then support the work to eliminate the defect. For example, a de-
fect might be that people were not answering their call lights in
a timely fashion. The facilitator would start an A3 and begin to

True North Metrics

Figure 2. The True North Metrics, which include patient (“customer” satisfac-
tion and safety/quality (including mortality and medical error), employee en-
gagement, productivity, and financial stewardship, are the few critical measures
that guide everyone in the organization toward the same purpose and ideal.
OSHA, (U.S.) Occupational Safety and Health Administration; HAT, a 20-
item health assessment tool developed ThedaCare’s human resources department.
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monitor those events. Then the unit would agree on targets, put
up a production control board, and say, “Here’s the target; let’s
take a look at how to improve this process.” However, after the
facilitator left, it would not be anyone’s project. It was the facil-
itator’s project. The unit staff did not have buy-in or a method
to prioritize the many other defects they were seeing. So they
stopped monitoring and measuring—and improving—perform-
ance on the call-light target as other issues emerged. They were
trapped in a fire-fighting cycle.

The project team determined that, in the absence of a sys-
tematic management approach, the managers were unable to:

■ Clearly identify problems
■ Manage corrective action plans/countermeasures
■ Reach clear performance objectives aligned with the sys-

tem’s strategic A3 objectives
Updating the A3: Barriers to Sustaining Continuous Daily

Improvement. Given the focus group findings, the project team
met about updating the A3 around why we were not able to sus-
tain continuous daily improvement. The initial A3 revealed the
following fundamental issues with sustainability:

■ Teams were not positioned to see, prioritize, and pursue
thousands of identified improvement opportunities.  

■ Unit leaders had significant variations in management
styles with no structured management reporting system.

■ Managers were struggling to sustain improvements using
the TIS tools alone. 

■ Each individual leader had his or her own way of manag-
ing a business.

—Many leaders did not consistently know their perfor -
mance.

—There was high variability in approaches to problem
solving.

—Improvements were not consistently sustained.
—Performance improvement work was not consistently

aligned with strategy.
Our experience with our TIS confirmed what we had learned

from others’ experience outside health care—namely, that the
lack of a Lean management system is the leading cause of the
failure to sustain Lean process improvement and productivity
gains. Yet we also knew that we could not “borrow” a manage-
ment system blueprint from manufacturing but would have to
devise one on our own. 

FINDING A SYSTEM: DEFINING THE STANDARD WORK

OF THE BPS
Rapid Improvement Event. In August 2008, following the

focus groups and root cause analysis, the original project team

ran a two-week rapid-improvement event to begin defining the
standard work of the BPS—work that would eliminate variabil-
ity among our managers to help them prioritize improvement
work and to align them with ThedaCare strategy. That project
was run as a rapid improvement event, and we used our TIS tools
to develop it.

Steering Committee. Following the rapid improvement event,
we replaced the project team with a steering committee to fur-
ther develop the work and move us into the pilot-testing stage.
The steering committee consisted of all 12 members of the orig-
inal project team, as well as a third facilitator, who had just
joined us from manufacturing and served as the “fresh eyes” on
the project. 

With the sensei’s guidance, we selected members of the steer-
ing committee on the basis of the following criteria: 

■ We had to be able to speak frankly to one another about
the results—good and bad. 

■ We had to be able to trust one another so that we could
challenge one another’s thinking.

■ We had to agree that nothing was off limits.
In other words, we had to be exceptionally trusting and vul-

nerable with each other. As our sensei observed, “You won’t get
very far if you can’t make mistakes and feel okay about learning
from them.” Following that guidance, we invited steering com-
mittee members on the basis of their ability to learn and be vul-
nerable. They also had to be able to live with ambiguity because
we were pioneering this work. Several members of the commit-
tee had known and worked with the VP for many years, includ-
ing TIS events, which greatly helped the selection process. 

Leadership Standard Work. We then established two develop-
mental laboratories to begin to flesh out the leadership standard
work, in particular the “learning to see” elements. The leadership
standard work consisted of the following:

■ How to prepare a daily stat sheet
■ How to manage a daily huddle—a 10- to 15-minute daily

review in which unit leadership and staff focus on process im-
provement to identify current work-flow defects, create assign-
ments, and establish the discipline of daily follow-through as a
team.

■ How to have leadership standard work that helps leaders
know what to do throughout the day  

■ How to teach, coach, and mentor
■ How to collect the data for the monthly performance 

review meeting
■ What a monthly performance review meeting is, with a

standard agenda 
■ How to create and deploy countermeasures—the activities

Copyright 2011 © The Joint Commission
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taken to correct a problem—and how to communicate a coun-
termeasure deployment

■ How to share the information, report it, and, if necessary,
escalate—that is, elevate it to the next organizational level—a
problem 

A case study on using standard work to root out knee infec-
tion is provided in Sidebar 1 (right). Appendices 1–4 show exam-
ples of the leadership standard work: VP Morning Standard
Work, Manager Morning Standard Work, Supervisor Daily
Work, and Floor Lead Standard Work (available in online article).

Building the BPS
PILOT PROJECT

As the next step in creating the management system that be-
came our BPS, we devised a multipart pilot project, consisting
of “learning to see” and then, “problem solving,” after a unit
and its leader had truly learned to see the work. 

In addition, we conducted an alpha test in which the first
group of unit leaders and their VPs went through the creation
of the management system, and a beta test, in which the second
group of units learned the program and were taught, in part, by
the managers who had been part of the alpha group. 

We limited the number of operational units in the alpha pilot
to six because of the complexity of the project. These units—
obstetrics, radiation oncology, collaborative care (medical/surgi-
cal), cardiovascular, neuro/surgical, and inpatient oncology—
were drawn from Appleton Medical Center and Theda Clark
Medical Center. The goal of the pilot was to (1) develop and
execute work processes on the units that would create effective
leadership standards and problem solving and (2) teach those
processes in a systematic model that supported people’s develop-
ment, the recognition and solving of problems, and improve-
ment of performance. All learning and teaching in this phase
was also designed to support and strengthen the VP/manager
dyad. 

The initial working hypothesis for the pilot was as follows:

In order for the business management system to succeed
and grow, leaders (VPs) must fully engage in the process
first so they can learn to mentor, support, and teach their
teams. A developmental team must support their learning. 

Operationally, that meant that in the first 2 weeks of the 15-
week alpha pilot, the steering committee worked exclusively with
each hospital’s three VPs and chief operational officer (COO),
teaching them the tools, processes, and standard work that make
up “learning to see.” We did that so that they could serve as the
teachers in the pilot. We had much discussion at this point about

being vulnerable, letting people fail, and not blaming or judging.
That was difficult because VPs are promoted on their ability to
quickly solve problems, but at this stage all we wanted them to
do was really see the work within their units. 

The success of this phase of the project was enhanced by the

Early on in our piloting of leader standard work, which makes up

the core of the ThedaCare Business Performance System, we had

a clear demonstration of its value in identifying and solving defects

in the way we provide care. The incident took place in the surgery

department at Appleton Medical Center. The unit manager and her

leadership group had begun the day reviewing the stat sheets to

determine, among other things, what risks to quality and safety

might have taken place during the previous shift. There had been

another knee infection on the unit.

When the unit manger led the daily huddle at 9:45 A.M. with the full

staff, she reported this finding to the group and confirmed that there

had been four class 1 knee infections in the last nine months on the

unit. She then took two standard actions, as follows, triggered by

this situation:

1. She put in place a containment plan to immediately determine if

the unit could prevent further knee infections. This plan called on

the manager or a supervisor to observe all knee surgeries to try

and understand the cause of the complication.

2. She asked for volunteers to pull together a smaller work group

from the staff to go offline from the huddle and develop an A3 to get

at the root cause of the problem, stated simply as “We’ve had four

knee infections in the last nine months, resulting in potential risk to

the patient.” The goal was to get to zero knee infections on the unit.  

This work team, led by the unit supervisor, used all the appropriate

Lean problem-solving tools, including fishbone analysis, and strati-

fied the data by physician, time of day, operating room in use, and

so on. The process led the team to suspect sutures as the problem.

In interviewing the physicians, the team learned that one physician

had never had an infection case in his whole career. The team ob-

served him to determine if he was doing anything significantly dif-

ferent from other physicians that could account for the infections on

the unit, and they discovered that he was using a different type of

suture.

The A3 analysis took about three months to complete, during which

time the unit supervisor reported progress at each daily huddle.

At the same time, the unit manager reported on progress at the

monthly performance review meeting with her vice president; the

knee infections had been elevated to a safety/quality driver on 

the unit’s safety/quality scorecard. At the end of the investigation,

the team determined that the problem was related to the kind of 

sutures that two individual physicians were using. The counter -

measure was to change the suture used. After six months, in the 

absence of any recurrent class 1 knee infections, “knee infections”

were removed as a driver on the unit’s safety/quality scorecard.

Sidebar 1. Case Study 1. Using Standard Work to 
Root Out Knee Infection, 

Appleton Medical Center Surgical Unit
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fact that the hospitals’ leadership had been involved, hands-on,
in our TIS work and therefore knew the gap between initial suc-
cess and sustainability; and was committed to creating sustain-
ability and therefore was willing to help us build a new
management system. Those factors helped us get past the ten-
dency to rush to problem solving.

By the start of the third week, the VPs were ready to be joined
by the unit leaders, whom they would teach to use the tools of
“learning to see.” These unit leaders constituted the team mem-
bers chosen to begin defining the standard work of the BPS. The
team members were selected on the basis of the following crite-
ria:

■ Show evidence of existing improvement work 
■ Have a structure in place that could support the levels of

learning
■ Have a vice president to mentor the unit
■ Have an improvement mind-set
■ Have a desire to be in the alpha pilot program
■ Facilitator support 
Learning to See. During this phase we established for the two

pilot hospitals what we call our daily “No Meeting Zone”—a
two-hour block of time at the beginning of the day in which no
meetings could be called that could interfere with the BPS work.

In the first hour of each day, the VPs and the two “develop-
mental laboratory” managers (one obstetrics and one radiation
oncology manager)—taught the standard work. In the second
hour, the VPs and the unit leaders went to the unit floors for the
practicum part of the program. This (seven-to-eight-week) phase
of the pilot, which took place on the hospital units, was designed
for a VP and a manager to truly see the business before attempt-
ing to be problem solvers. PDSA cycles were completed around
each piece of standard unit work—that is,  the work that would
be standard in each unit. Our aim was to attain consistency in
the processes used in each unit. The processes that we developed
became components of our BPS. The first three processes—the
tools of learning to see—were as follows: 

■ A daily stat sheet completed by the unit leaders on which
they communicate issues, problems, and successes so they can
proactively plan the work of the day and see trends of defects
that help them reduce “firefighting” (see the VP Daily/Weekly
Sheet, available as Appendix 5 in online article) 

■ A daily performance and defect review huddle—a gather-
ing of unit leaders and staff to review progress to targets, defects,
or problems from the previous day (see the Daily Performance
Defect Review Huddle, available as Appendix 6 in online article) 

■ Unit-based leadership teams that usually include the unit
leader and his or her lead and supervisor; and finance or quality

representatives, and anyone else who could contribute to the
team. The team meets monthly to review and inform perform-
ance (see the Manager Monthly Performance Review, available
as Appendix 7 in online article). 

After the alpha group had completed the learning to see cur-
riculum, the group moved into the pilot stage of problem solv-
ing. In this stage, problem-solving tools were developed and
taught and then incorporated into the leaders’ standard work.
We also discovered, seven or eight weeks into this phase of the
pilot, that we wanted to include a second working hypothesis in
the pilot, which came directly from our experiences on the units: 

Developing and implementing leadership standards, visual
management, and problem-solving tools used together
would systematically take us to a new level of perform-
ance—places where our teams see defects, eliminate waste,
develop people, and continuously problem solve to improve
both processes and performance. 

These results, we thought, would be reflected in our monthly
performance reviews and the outcome metrics. 

Sometimes the daily stat sheet and/or huddle can trigger ad-
ditional standard work for the day, as described in Sidebar 2
(page 394). 

Learning to Problem Solve. The second half of the pilot in
the alpha hospital units was devoted to teaching our managers to
problem solve as part of their daily work on their units. 

We developed a Standard Daily Work Calendar as a first step
to structure each unit leader’s day at the executive level. The cal-
endar specifies what a leader should be doing daily, weekly, and
monthly. Its purpose is to make the work of the day transparent
and remove the waste in a leader’s time management, thus cre-
ating the capacity for problem solving with the unit team. A
sample Standard Daily Work Calendar is provided in Appendix
8 (available in online article).

As the work gets closer to the bedside, the calendar actually
becomes unit-guided standard work, and it might specify that
the unit lead will confer about a stat sheet with the supervisor at
8:00 A.M.; that at 8:30, the unit lead will talk to the unit about
the communication needs of the day; and at 8:45, the unit lead
will hold the team huddle, and so forth. The standard work is
very specific about what the leader actually does, and we have
found it to be an extremely powerful tool. Now everyone not
only has a job description but a clear map of what the work of
the unit leaders is to be during the day.  

The Tools of Problem Solving. We then asked the managers to
look at the unit standard work, audit to it—that is, check to see
if the standard work was being done—and problem solve with
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Case Study 2. Obstetrics

One  morning at 7:30 A.M., during the no-meeting zone, the manager

of the obstetrics unit at Theda Clark Medical Center began preparing

her daily stat sheet. The items she was paying attention to and would

shortly go over with her team leads included how they would deliver

care; staffing models; factors that would affect finances, such as over-

or understaffing; and what was happening on the unit that would af-

fect risk, quality, and safety. She had added an item on how many an-

tenatal patients were on the unit as a trigger to the stat sheet, as well

as how many of them had been there for more than seven days. In

reviewing the stat sheet during the daily huddle with her staff, it was

determined that there were four antenatal patients on the unit that

day, one of whom was now on her seventh day. A seven-day stay,

now visible on the stat sheet, requires newer standard work, and so,

a case conference with perinatology, neonatology, and the obstetrics

and nursing staff was convened for midday by the nurse responsible

for the patient’s care that day. 

During the patient’s stay on the unit, the nurse had learned that the

patient was afraid to ask questions. The nursing staff knew that the

patient wanted to go home, but they also knew that she wouldn’t say

so to the physicians. The nursing staff was able to ask questions on

her behalf regarding the next steps and was able to help the patient

understand that she would be able to go home if she met specific cri-

teria. As a result of both the standard work process triggered by the

stat sheet and the nurses’ understanding of the patient, it was deter-

mined that she was not able to go home that day. She gave birth

seven days later. 

Case Study 3. Radiation Oncology

At the radiation oncology unit of the Martha Siekman Cancer Center

at Appleton Medical Center, John Toussaint, then president and CEO

of ThedaCare, and Kim Barnas, vice president, hospital operations,

had come to the gemba—-the place where work is done—-in the radi-

ation oncology department. The unit manager was going over the stat

sheet with the two radiation therapists and asked the standard ques-

tion, “Was there anything on your unit today that would cause a qual-

ity or safety concern?” The therapists said that there was. They said

that the next patient on the list for treatment that day had been sched-

uled for a positive emission tomography (PET) before the radiation

treatment. Because of the radiation associated with a PET, they didn’t

know if it was appropriate for them to come in and perform a radiation

treatment after that. What their question revealed was a defect in the

process of the standard work for how you schedule a patient for a

PET scan and the sequencing of care. In this case, we didn’t treat the

patient that day; we moved him to the next day.  

The radiation therapists talked to the physicians about their concerns

and improved the daily work standard so that this concern would not

arise again. The change they made was not to schedule patients for a

PET before a radiation treatment when different physicians ordered

the tests. In this change, which was intended to address a communi-

cations problem in the existing standard work, they improved the

communication by writing a question into the standard work of sched-

uling a PET for a cancer patient, “Do you have a radiation treatment

scheduled for today, for the same day as your PET?” If the answer

was “yes,” the PET would be rescheduled.

Case Study 4. Creating and Improving Standard Work Around 

Patient Flow

In one instance we had the good fortune of being able to establish

new standard work in a unit at the same time the unit was being reno-

vated. We knew that we were going to move into a new obstetrics

unit at Appleton Medical Center, which featured two new cesarean-

section (C-section) rooms. In preparation for the move, we started

working a year ahead to change the work process so that we would

always meet the national standard of 30 minutes or less for a stat C-

section.* A stat C-section means the mother or the baby is in jeop-

ardy; you have just 30 minutes from the decision to do the 

C-section to when the actual incision is made.

During this preparation time for the new unit, the staff on the obstet-

rics unit, using an A3, worked in project teams to write the standard

work. Every morning, they would review the stat sheet and ask, “Did

we have any stat C-sections last night? Do we have any today that

are at risk?” In the daily huddles, they would debrief on how the last

one went and on what they learned. Then, when there was actually a

stat C-section, the supervisor would pull out the standard work and

observe the whole team together.

As a result of this constant observation of the standard work before

the move into the new unit, the team made two significant changes in

standard work that helped cut down the time for stat C-sections. First,

it changed the way that the C-section team was notified of a stat 

C-section. In previous practice, the nurse had to call every individual

on the care team—the anesthesiologist, the pediatrician, the obstetri-

cian/gynecologist, the respiratory therapist, and so—to alert them to

the stat case. In the new standard work, the nurse only had to call a

“44” number, to reach an operator, who then called everyone on the

team at once, freeing up the nurse to stay with the patient. The time it

took to assemble the care team and begin the C-section decreased to

an average of 21 minutes (it has been as low as 11 minutes).

The second change was to “5-S” both new C-section rooms to 

ensure that all the equipment necessary for a C-section was in the

rooms and in exactly the same place in the rooms. Using this 

Japanese-based system of stocking and sorting enables the teams to

know where everything is every time. They don’t waste time looking

for equipment.

With these changes, the new standard work for stat C-sections 

corrected a defect from how work had been done—and enabled the

new facility to represent a new step forward in performance.

* American Academy of Pediatrics (AAP), American College of Obstetricians

and Gynecologists (ACOG): Fetal heart rate monitoring. In Guidelines for Peri-
natal Care, 6th ed. Elk Grove Village, IL: AAP, and Washington, DC: ACOG;

2007, pp. 146-147 (Level III).

Sidebar 2. Triggering New Standard Work
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the unit leadership team by completing PDSA cycles around
each of the following tools: 

■ Stat sheet (in this phase we now learned to see defects and
trends in our daily stat sheet and began to problem solve as we
proactively planned the day) 

■ Daily performance and defect review huddle with plans to
address defects

■ Leader and supervisor daily standard work 
■ Audit standard work tools and processes 
■ A3 management and thinking 
■ Visual tracking of progress to target and review any “an-

dons”—a method for stopping and convening a team to prob-
lem solve immediately—and escalation (notifying the chain of
command that assistance is needed). 

In this phase, we moved from seeing to problem solving on
the daily work of the unit. The seeing phase helps control the
urge to jump in with solutions before the problem is truly un-
derstood. The knee-jerk reaction is one reason why we had prob-
lems sustaining improvements. Someone on a unit would fix
something, and if it did not work, then the work would just stop.
Now we do PDSA thinking around a problem. Then, when
something does not work, we say, “Now isn’t that interesting.
Why didn’t that work? Let’s go back to the A3 root cause analy-
sis and see what the next top contributor to this problem is.”  

ACHIEVING CONTINUOUS DAILY IMPROVEMENT

Making Identification and Correction of Deficits Part of the
Daily Work. The tools of problem solving help us achieve con-
tinuous daily improvement because they make identifying and
then correcting defects a part of the daily standard work of the
unit leaders and the unit leadership team. Leaders use the stat
sheet to identify trends in defects, for example, falls, which con-
stitute a safety driver metric from the system A3. They then use
the daily huddle to make the unit aware of the trend and to
probe for more information about falls. One of the questions
the leader probes at this point is whether everyone on the unit
is following the standard work. The probe can come in the form
of questions to the unit or by seeing whether the unit’s actions
are consistent with the standard work. For example, we can go
into a patient’s room, watch the process, and see if it followed the
standard work to identify risks. By following this process, we ob-
serve and audit the standard work.  

The results of the audit and stat sheets roll up into the unit
leadership meeting, where the group will determine if falls need
to now go on its performance score card. Then that determina-
tion and the data behind it become part of the monthly per-
formance review between the unit leadership team and the

manager. If the problem, for instance falls, is a driver metric, it
will also be discussed at the monthly performance review meet-
ing with the manager and the VP. Driver metrics are those that
affect the True North metrics, and problems that affect driver
metrics are addressed with a PDSA to align the solution with
the True North metrics.

If a problem comes to the level of a driver metric, a counter-
measure summary will be presented, which would entail the VP
posing the following questions:

■ Are you meeting target, improving, consistent?
■ What is your stratification (data analysis) telling you?
■ What are the top contributors to the problem? (And how

did you find them?)
■ What will you do in the next 30 days to improve perfor -

mance?
The VP will especially want to know if members of the staff

were using standard work. If not, why? If yes, why did they not
achieve their desired outcome? If the desired outcome is not
achieved, then the unit leader will revisit the standard work and
change work with the staff to improve the standard work. We
consider new standard work to constitute an experiment on the
unit, and this metric would be reviewed again at the next
monthly meeting to see if the experiment produced the desired
performance improvement. 

Because falls are a safety driver metric from the system A3, as
stated, a hospital VP owns a “baby” A3 as a sponsor for the hos-
pital division and assigns an A3 owner—usually a manager who
is looking for a challenging assignment as part of her personal de-
velopment plan. The A3 owner leads a team focused on falls and
monitors the experiments from this work throughout the hospi-
tal. The idea is to run experiments to find the best standard work
and then spread this work across the units. Case Study 3 (Side-
bar 2, page 394) provides additional insight into how this process
works.  

Each month the metrics from this work are shared with the
hospital leadership team at their monthly performance review
meeting. If the hospital is not meeting its target, the VP reports
the countermeasures summary to the hospital leadership team.
The goal is for the countermeasures to produce improvement
over the next 30 days. Then the VP continues to monitor falls
until the desired outcome is achieved. 

Shifting Attention Among System Drivers; “Catch Ball.”
Conversely, the BPS makes it possible for a unit to shift its atten-
tion from a system driver to one that matters more to the unit.
We have told our managers that we want them to focus on four
to six drivers for their unit rather than the list of 30 to 40 “must
dos” that hospital leaders often come up with. That means we
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promise our managers that if they can deselect a system-
mandated driver, such as falls, in favor of a driver that is more rel-
evant for them, such as central line–associated infections.
Through a “catch ball” process with their VP they can change
their drivers and begin a new A3 analysis. “Catch ball” is really
a negotiation between a VP and a manager, who supports her or
her request with data. When we deselect something for them,
this process supports them in prioritizing their work. That is ex-
tremely powerful.  

Through the BPS we are making progress toward our ideal of
being able to know our business performance on an hourly, daily,
and weekly basis. Using this system, we believe that we will be
able to advance improvements, make early course corrections
when problems are identified, and sustain gains. Yet waiting for
month-end reports does not allow us the kind of flexibility we
need. In our ideal state, the CEO would be able to drill down to
unit levels and understand the priorities and performance for
the day. We are getting close to that ideal. 

Results
Results can be reported in terms of process and outcome. Process
results come from the feedback from managers and VPs partic-
ipating in the alpha pilot. Outcome results concern productiv-
ity (the key outcome measure stipulated at the beginning of the
project); performance on the quality and safety drivers selected
by each unit participating in the pilot; and employee engage-
ment, as defined by five core engagement questions on the an-
nual employee opinion survey.  

PROCESS

Working Hypotheses. The feedback from program partici-
pants comes from weekly focus group-like sessions, called “Fri-
day Reflections.” These sessions were particularly useful in
assessing the validity of our two working hypotheses (see pages
392 and 393).

Hypothesis 1. The managers in the alpha pilot have reported
that the leadership standard work that they developed helps
them view their business units with a much clearer understand-
ing of targets, measures, and expectations. Conversations be-
tween the manager-VP dyad deepened the working relationship
and spilled over into the unit leadership teams. The pilot team
rated the strengthening of that dyad as exceptional. Further ev-
idence of the success of that aspect of the pilot has been the mul-
tiple requests or “pull” received from managers outside the alpha
pilot to enter the BPS. As a result of managers and VPs learning
to see and problem solve together, an intentional habit of daily
contact between a manager and a VP through the leadership

standard work and stat sheet was formally established, and all
team members recognize its value. 

Hypothesis 2. Preliminary results from the pilot (alpha) units
indicate that managers had begun to see defects, understand the
top contributors to those defects, and develop PDSA cycles
around performance improvement with more confidence. These
managers now:

■ Had a standard process to manage their business through
leadership standard work

■ Consistently knew their performance
■ Had diminished variability to their approaches to prob-

lems and how problems are managed, using Lean tools and stan-
dard work

■ Had performance improvement work consistently aligned
with strategy through the performance review process.

Further evidence of these results was seen in work using visual
management, dialogue, escalation of problems, and metrics im-
provements. The quality of countermeasures improved and cre-
ated a new meaningful level of discussion at metrics review
meetings.

Managers also reported less “firefighting” on their units, re-
flecting their better understanding of the risks and opportunities
for the day following completion of their stat sheets each morn-
ing.

Outcomes. Outcomes also bear out the effectiveness of the
BPS we are developing. Each of the units in the alpha group was
able to improve performance on the key driver metric of increas-
ing productivity from 2008 to year-end 2009, as follows:

■ AMC Inpatient Oncology—1%
■ AMC Inpatient Cardiac (cardiovascular)—4%
■ TCMC (neuro/surgical)—4%
■ Radiation Oncology—5%
■ AMC (medical/surgical)—11% 
(The TCMC obstetrics unit did not work on productivity).

Despite what is now being called the “great recession” and losses
of volume in three of the five units, we achieved significant pro-
ductivity improvements in four of the five units. (The one
unit—AMC inpatient oncology—with the lowest improvement
also changed its staffing model during the year, somewhat “con-
taminating” its results). In one of the units (AMC medical/sur-
gical), we exceeded our goal of 10% improvement. 

Other outcomes measures also point to the effectiveness of
the BPS during this alpha phase. For example, all units in the
alpha pilot program in 2009 improved their respective safety and
quality drivers over the 2008 baselines (Figure 3, page 397). In
some cases, the improvement was dramatic, as follows:

■ A 9% improvement in first-call bed access for AMC Inpa-

Copyright 2011 © The Joint Commission



397September 2011      Volume 37 Number 9

The Joint Commission Journal on Quality and Patient Safety

tient Cardiac (cardiovascular) 
■ A 35% improvement in falls for TCMC (neuro/surgical)
■ A nearly 25% improvement in coumadin education for

AMC Inpatient Cardiac (cardiovascular)
■ A nearly 70% improvement in falls for AMC Inpatient

Oncology
Finally, the units in the alpha phase showed marked improve-

ment in earning employee engagement as measured by our an-
nual employee opinion survey, especially compared with the
units that had not gone through the BPS yet (Figure 4, page
398). Scores for our alpha units were in nearly every case higher
on the core questions we use to measure engagement:

■ I would recommend this organization to my friends and
family as a great place to work.

■ This organization inspires me to perform my best.
■ I am likely to be working for this organization three years

from now.
■ I am willing to put in a great deal of effort in order to help

this organization succeed.
The alpha units’ scores were also higher on a fifth question we

added this year to measure how well our employees thought they
understood the alignment between their daily work and the or-
ganization’s strategy and mission. Here, too, scores were much
better for our alpha units than for units that had not gone

through this process yet—affirming our
view that BPS clarifies the alignment be-
tween work and strategy.

The Beta and Cohort 3
Phases
IMPLEMENTATION

After we completed the alpha phase in July
2009, we spread it to two more groups in
two phases—beta pilot (September
2009–January 2010) and cohort 3 (Sep-
tember 2010–January 2011). The curricu-
lum remained the same for the 15-week
training program. As in the alpha phase, the
participants had to meet the criteria and go
through the training with their direct su-
pervisors. Even though direct supervisors,
essentially the VPs, had been through the
course once, they still had to go through it
with their own managers because they were
the “one up” from the manager. Going
through the course together was one impor-
tant way of strengthening the VP-manager

dyad, one of our critical goals.
The beta participants were taught by those who had com-

pleted the course—that is, the alpha phase participants. The beta
participants in turn taught the cohort 3 participants. One con-
sequence of teaching the course after completing it was that
those participants better understood and became more commit-
ted to it. 

One difference between the alpha and subsequent phases was
that the participants in the beta and cohort 3 phases were each
assigned an additional mentor, who helped the participants with
their learning and assignments. The participants also conducted
their observations in their mentor’s unit. For example, when they
wanted to see how to do a tracking center, they would go to their
mentor’s tracking center to see how the process worked. The
mentor would then help the participants establish the element in
their own unit.

RESULTS

True North Drivers. At the end of the training of all three
groups, we found that we achieved improvements similar to
those we achieved with the alpha group alone. For example, for
2010, improvements (as compared with 2009) for the True
North Drivers were found for the following:

■ 11 (88%) of the 14 safety/quality drivers 

Percentage of Improvement for Business Performance 
System Managers: Safety/Quality Drivers, from

2008 (Baseline) to Alpha Project (2009)   

Figure 3. All units in the alpha pilot program in 2009 improved their safety and quality drivers over
the respective 2008 baselines. Each unit had a different set of drivers, totaling three to six. (In 2009, ra-
diation oncology worked only on productivity metrics.) DC, discharge; AMC Inpt, Appleton Medical
Center inpatient; TC, Theda Clark (Medical Center); OB, obstetrics. 
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■ 9 (85%) of the 11 cus-
tomer satisfaction drivers

■ 5 (83%) of 6 people en-
gagement drivers

■ 11 (48%) of the 23 finan-
cial stewardship drivers

Unit Improvements. Given
that our goal in introducing the
BPS was to engender continu-
ous improvement, we mea -
sured the number of improve- 
ments achieved by the two
groups—alpha and beta—in
2010. Our objective was to in-
troduce 300 improvements per
unit during the year. We met
that objective, with a total of
3,663 improvements in the 18
units participating in the BPS
programs (Figure 5, right).

SUBSEQUENT WORK

Even with these achieve-
ments, we discovered that we
needed to develop two more
pieces of standard work if we
were going to sustain produc-
tivity—unit-level Value Stream
mapping to remove waste and
the process observation calen-
dar to sustain standard work.

Unit-Level Value Stream
Mapping. We are now con-
ducting pilots in two units to
identify and eliminate waste in
the process and achieve contin-
uous productivity improve-
ment. For example, if a desired
3.1% productivity improve-
ment in a given year will be re-
alized by either eliminating full-time-equivalent (FTE) positions
or by looking at the process to find and remove the waste.

Process Observation Calendar. We are piloting a process ob-
servation calendar on all units to sustain standard work. The cal-
endar is used to chart all the standard work on a unit. Every day
a unit leader pulls up a piece of standard work and observes his
or her people performing it. The purpose is not to correct them

or use the observation as a weapon but rather to improve the
standard work and make sure that people are using it—and that
it is the right standard work; that is, work that eliminates varia-
tion and waste in its processes. In that sense, it is more of a qual-
ity metric. The observation also becomes an opportunity for the
leader to mentor and coach.

Percentage of Improvement for Employee Opinion Survey: 
Business Performance System (BPS) Alpha Units (2009) Versus

Non-BPS Units (2008)   

3,663 Unit Improvements Documented in 2010

Figure 5. A total of 3,663 unit improvements were achieved by the alpha and beta groups in 2010, with the 18 units
exceeding the target of 300 improvements per unit. MTD, month-to-date; YTD, year-to-date. 

Figure 4. Scores for the alpha units were in nearly every case higher on the core questions used to measure engagement.
2S, medical-surgical unit; TC, ThedaClark (Medical Center) 2nd floor, medical-surgical unit; 3SW, medical-surgical
unit; OB, obstetrics; Rad Onc, radiation oncology. 
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Discussion
Although we have more testing and refining to do, we believe
the outcome and process results so far show that we are on the
right path to achieve continuous daily improvement by imple-
menting a management system that fits into a Lean improvement
environment. The tools that we have developed for our BPS have
enabled our teams to see, prioritize, and pursue the continuous
daily improvement opportunities before them. Our unit leaders
now have a structured management reporting system to reduce
variation in their management styles. Leaders all now follow lead-
ership standard work, and their daily work is now consistently
aligned with the hospital and system strategy. As a consequence,
our managers and teams can sustain daily improvement in a way
that they were unable to do using the TIS tools alone.

In developing the ThedaCare BPS, we have learned the fol-
lowing lessons:

■ You have to have clear and firm criteria to select the par-
ticipants in this process for both the teams leading the change
and the managers selected for the pilots. The one time that we
departed from this principle, the manager “excused” into the
program was unable to complete it.

■ Leaders have to be willing to get “dirty hands” and man-
age with the team.

■ Spreading the BPS process throughout the organization re-
quires a well thought-out process that encourages managers to
want it and pull for it.

■ Introducing the BPS is not a stand-alone process but rather
needs to be integrated with the human resources processes and
the Lean learning system process.

■ In introducing the BPS process, you can try to make the
teaching go faster, but people cannot learn faster. We have been
working with other systems on implementing a BPS in their or-
ganizations. Some have tried to divide the teaching into short-
term modules; others have spread the process over a full year. In
either case, the actual learning process takes about 15 weeks.

■ As has been frequently stated for any fundamental change
in an organization, success depends on the ability of the orga -
nization and the high levels of its leadership to commit to it. The
CEO or COO can create the capacity—the sheer “workspace”—
for the other leaders participating in the program and their di-
rect reports to work on the change for a period of time and to
hold that time sacred. That is necessary because you are chang-
ing the way you manage your business and you are raising expec-
tations. You have to teach everyone to function at the higher
level of those raised expectations. That takes time and person-
nel—the kind of time and personnel commitment that only the
chief of operations can make. 
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