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International Comparison of Spending on Health, 1980–2007 
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$7,290 

$3,837 

$3,588 

16.0% 

10.4% 

9.8% 

Courtesy of The Commonwealth Fund. Used with permission.
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Mortality Amenable to Health Care 
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variation, 1998 

* Countries’ age-standardized death rates, ages 0–74; includes ischemic heart disease. 
See Technical Appendix for list of conditions considered amenable to health care in the analysis. 
Data: International estimates—World Health Organization, WHO mortality database (Nolte and McKee 2003); 
State estimates—K. Hempstead, Rutgers University using Nolte and McKee methodology. 

Mortality from causes considered amenable to health care is deaths before age 75 
that are potentially preventable with timely and appropriate medical care 

LONG, HEALTHY & PRODUCTIVE LIVES 

Courtesy of The Commonwealth Fund. Used with permission.
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Mortality Amenable to Health Care 
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* Countries’ age-standardized death rates before age 75; including ischemic heart disease, diabetes, stroke, and bacterial infections. 
 

Data: E. Nolte and C. M. McKee, London School of Hygiene and Tropical Medicine analysis of World Health 
Organization mortality files (Nolte and McKee 2008). 
Source: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008. 

Courtesy of The Commonwealth Fund. Used with permission.
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THE 
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FUNDS. C. Schoenbaum, C. Schoen, J. L. Nicholson, and J. C. Cantor, Mortality Anable to Health Care in the United States: The Roles of 
Demographics and Health Systems Performance, Journal of Public Health Policy, published online Aug. 25, 2011. 

Courtesy of The Commonwealth Fund. Used with permission.

5



What we pay for  What we get  

The US Healthcare System 

Image; Flickr. dave_7. CC BY. Image; Flickr. thisisbossi. CC BY-NC-SA. 
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Lesson 1 

Focus on true North Metrics 
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Slide Courtesy of John Toussaint 8
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Operating Margin
Productivity

Employee Engagement Index
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CUSTOMER 
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Turnaround Time
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Image by MIT OpenCourseWare. Based on Figure 13 from Toussaint, John and
Roger A. Gerard. On the Mend. Lean Enterprise Institute, 2010.



High Quality Care 
High Quality Education 

Clinical Innovation 

Patient Satisfaction 
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Lesson 2 
Find your Potato Head 

TRAUMA CENTER 
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Lesson 3 

Find some clear (safe) examples 
of waste in your organization and 

highlight them. 
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Lesson 4 
Find some “bright spots” in your 
organization and highlight them. 
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Lean Processes that Typically Exist 
in Hospitals 

• Trauma Activations 
• Code STEMI 
• Code Stroke 
• Central Line Bundle 
• WHO Surgical Checklist 
• Integrated Care Pathways 
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Lesson 5 

Reducing Waste Improves Staff 
and Patient Satisfaction 
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Pure Waste 

Value 
Added 
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Ethically 
Obligated to 

Eliminate 
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Lesson 6 

Create an experimental system. 

18



Lesson 7 

Go and see for yourself what the problem 
is for problems can only be solved where 

they exist. 
 

Genchi Genbutsu 

19



Lesson 8  

Inflexibility is the greatest barrier to 
successfully applying Lean in health care 

and it is best overcome by Genchi 
Genbutsu 
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Lesson 9 

Standardization must occur before 
you can have innovation and 

improvement 
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“It is impossible to improve any process until it is 
standardized.  If the process is shifting from here 
to there than any improvement will just be one 
more variation that is occasionally used and 
mostly ignored.  One must standardize the 
process before improvements can be made.”  

Masaaki Imai 
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The first step in improving the treatment of any 
disease is standardizing its care.  If the treatment 
of an acute or chronic condition within our system 
is variable, any effort at improvement will just be 
one more variation that is occasionally used and 
mostly ignored.  We must standardize our care 
using evidence- or consensus-based pathways 
before we can improve it using discovery and 
innovation. 

 

Based on work by Masaaki Imai in the book Kaizen  
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Lesson 10 

Front line staff suggestions are 
always better and more 

acceptable that mangers solutions 
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QS x AS = likelihood of success 
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Why Lean? 
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 Systems 
Thinking

Understanding
VariationPsychology

Theory of 
Knowledge

Image by MIT OpenCourseWare.

http://images.google.com/imgres?imgurl=http://deming.eng.clemson.edu/pub/tqmbbs/misc/deming.jpg&imgrefurl=http://deming.eng.clemson.edu/pub/tqmbbs/misc/&usg=__q-ph0y3nSR_94Lcxrh0YjFcdxeo=&h=682&w=538&sz=22&hl=en&start=1&um=1&tbnid=Riyv8PpGKRg7gM:&tbnh=139&tbnw=110&prev=/images?q=edward+deming&hl=en&sa=X&um=1


Lesson 11 

When working with physicians always 
focus on using Lean to reduce 
physician muda and increasing 

physician productivity 
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Lean has improved physician 
productivity by > 50%  

FY 05-06 

FY 06-07 FY 07-08 

YTD 08-09 

6.42 

5.87 

4.66 

4.00 

WORK RVU PER CLINICAL HOUR 
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