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Most hospitals are organizationally and structurally designed the same. They have departments with specialties that serve specific clinical needs of the  patient or support the processes that indirectly serve the patient.  Physically there is a central nursing stations for 20 to 40 patients where  the patient charts are kept.  Clinical patient care primarily is the nurses responsibility. The nurse administers and coordinates what the doctor orders and monitor patients as they heal. Each hospital function has its own set of information needs and timing requirements (often designed to optimize their function’s performance).  Reporting structures have Nursing, EKG, Lab and Housekeeping (activities that happen on the unit) under separate executive administrators.





Each department is a smaller rigid piece of a larger healthcare puzzle that has difficulty transforming itself to meet the ever changing needs of the patients, physicians, and reimbursement agencies.  To effect an organization-wide change requires reshaping the rigid interconnected pieces in  a coordinated fashion to arrive at a new state.  This is why change is difficult, cumbersome and slow.





Changing For the Sake of the Patient


Change is seldom one dimensional.  Saint Luke’s Episcopal Hospital embarked on a journey to arrive to a higher state of patient-focused care where the culture, facility, organizational structures operate in a more fluid manner to meet patient needs.








Desire to Change


Although organizational change is not a one person show, it does help to have a visionary who has the heart and knowledge to persevere until the new state is achieved.   The Lab director, head of the steering committee, had a desire molded into  her soul to change the existing hospital processes so it would become truly patient-focused.  The make-up of the patient-focused steering committee had the right mix of talents, understanding and flexibility to insert this change in a traditionally rigid setting.  As discouragement entered one in the committee, usual new support sprung up from another to keep the momentum of change alive and in a positive direction.  Although there was plenty of resistance, staff from around the organization stepped up either to conceive and support the change.  There were more than 200 involved in the design and implementation of the new state.








Results of The Change- 


Adding Value to the Customer: 


Cost per stay reduced 10% comparing ‘93 actuals and ‘95 budget


Customer Satisfaction: 


Patient Satisfaction: Mature patient units moved from the 50th percentile to 80th percentile in national hospital comparisons


Physician Satisfaction: Their rounding factor (efficiency seeing patients on the unit) measure went from 43 to 80 out of a possible of 100


Employee Satisfaction: You would be hard pressed to find someone in the change who would go back to the old way of doing things


Quality: Most areas retained or improved performance in output quality








Cost to Make the Transformation: Facility changes $35,000 per 35 bed unit/ $600 per employee training


Transformation Period: From Planning to Installation: 2 1/2 years





Transformation Changes


Resources Were  Brought Closer to the Patient


Small, self contained substation with supplies, computers etc. (one for 8 to 10 patients) were placed in the hallways.  It brought workers and supplies closer to the patient, empirically dropping their effort by 10% while speeding up service to patients and physicians.


Organizationally Rearranged Responsibility


 The nursing unit became a patient care unit.  Tasks were logically moved from a parent department to the unit (i.e. housekeeping, blood collection and EKGs became cross-trained skills of the care team).


Staff Were Trained in Teambuilding and Change Management


 Facilitator support was  provided to help grow the teams.  Ownership of the patient needs is now shared by the team.


Managers Transitioned:


The manager moved from problem fixer to problem finder and staff support \ developer.  There was an expectancy of the team to resolve the day to day issues with personal and work variables.


Charting Brought Closer to the Patient:  


Retractable work stations were installed outside the patient room.  These housed all the tools and  information necessary efficiently complete paperwork.  It eliminated delay waiting for a chart and all charting is now done at the time the work is completed.


New Awareness of Patient Satisfaction:


In healthcare, clinical competency tends to be equated by the staff as patient satisfaction.  Staff were empowered/required to make changes that help the patient feel special, to make their experience as pleasant as possible.  Markerboards were placed in rooms to give patients their daily schedule and goals to speed along their recovery.  A get well card was signed by the team that helped in the recovery.  The patient room  was equipped with the how to’s of the room and of the hospital to give them more control over their environment.  Staff was  tuned-in to the small needs of the patient and family members.


Never Ending Drive For Improvement:


Staff continually search out ways to streamline their work, efficiently managing the hand-offs in the cross-functional processes, and add personal touches to the patient experiences. Proven Japanese concepts of Kaizen, Visual Control, and Quick Changeover are routinely employed. The existing systems to support this bias for improvement are continually stretched.





Where From Here


Most these changes dealt directly with the patient stay on the floor.  Next is the alignment of all hospital functions with a broader patient-focused model.  Every staff member knowing how they contribute to or hurt the patient experience and value.  It will be getting hospital departments to suboptimize their own operations for a more optimized total model for the good of the patient.
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