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IMMEDIATELY DOES MEAN THAT IT DOES NOT EXIST INDEPENDENT OF YOUR PERCEPTION
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» 1.4 million patients yearly o E } \

» 70 locations -11 acute care hospitals ' 4!):; & );}’_';' '-".,“ -‘.‘ g TR ‘

» $6.7 Billion in annual revenue (415.4 rubles) | ”:f‘ 73 f"ﬁﬁ'f-.;l'-mk‘f": 2 KRR 7 i
» Interpretive services provided in 190 languages _.”{', / " -i‘ ‘ X;',M,. ';f:.' ‘-:“ 9 h

» Joined H+H to lead Regulatory Compliance and Process Redesign / /



» Systems Engineering

» 3'd Development of Soft Systems approaches

» System Dynamics
» Cybernetics

» Complexity Theory




» 2"d Diagnosing the Problem and Orga
» Personnel and Culture
» Baseline Metrics Collection

» Viable Systems Tool Utilized

» 39 Solutions Approach
» System Dynamics, A3 Thinking and Problem Solving: MACRO APPLICATION
» VSA
» Plan of Care

» Execution Model



» Heraclitus-"No man ever steps into same river twice.” (Change)
» The rise of Reductionist thinking

» Atomist, Sceptics & Hedonist Schools of thought

» Newtonian Mechanistic and Deterministic Modeling

» Mechanistic thinking and influence on the hard & soft sciences

» Scientific Business Management, e.g. Taylorism

Isaac Newton



» Eastern F
» Holism

» Collectivism and Relationships: Prevailed in Russiq,
Eastern Europe, China along with most Asian and Latin
American countries

Source: Svetlana Kirdina-Institutional Matrices Theory
» Southern Philosophical Tradition
»Holism
»Prevails in Latin American and African countries
»Prevalent in Hunter-Gather Era Cosmology
»Prevalent in Agrarian Era Cosmology



A method of critical thinking by which you analyze

1.000.000.000

elationships between the system'’s parts in order to understand how the system

).

» Definition RUDUCTIONIST THINKING-

aka linear thinking

» The reductionist approach discounts the relationship and properties of
the individual parts. It is based on the Super Position Principle.

» Limits of Linear Thinking:
» Moore’s Law-Doubling of CPU processing Speed
» Kryder's Law-Storage capacity exponential cost drop
» Al doubling-Exponential Machine Learning
» Technological disruption in the Market Place & Increasing Complexity
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Information
Technology

Psychology

Business
Management

Economics

Political
Science

Systems
Thinking

‘ Engineering

Hard
Sciences






Developn
Key Characteristics:

» Systemic problem solving versus ad hoc approach

» Objective definition of problem by stakeholders
» Goal seeking

» Limitations:

» Problems dealing with significant complexity
» Coping with plurality of different beliefs
» Dealing with issues of politics and power

History: WWII and post war development

» Operational Research
» Lean Approach

» Systems Analysis

» Systems Engineering
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SURROUNDINGS

Development of Soft Systems Approaches: (Meur el N
o’ h\. LW i I
»System Dynamics L"‘x_____ 1

» Cybernetics \ Y

SYSTEM
» Complexity Theory

Key Characteristics:
» Concept of an OPEN SYSTEM

» Ability to resolve a wider range of complex problems marked by greater
pace of change and diversity

» Doesn’t just focus on system ; value is placed on input from in the
system

T "BOUNDARY

» Facilitation of common goals among in the system
» Engagement of to create a learning environment
» Personal development focused, organizational agility and sustainability



Soft Systems Continued: System Dynamics

» Philosophy and Theory:

» Many variables existing in complex systems become causally related in feedback loops that
themselves interact.

» Systemic interrelationship between feedback loops constitute structure of the system.
The sructure s brime doror T LN FEED BACK LOOP
> e structure is prime determinant of system’s behavior

ILLUSTRATION

» Emphasis on relationship between positive and negative feedback archetypes & system behavior

safety in numbers ...
\'«A.

» Method: oy
Normality of cycling /, @ safety in numbers ‘\\
» Problem Structure T I
@ Im‘; K real a:n}percemd

risk of injury

cyclists Injury isa
'/ terre,

» Causal loop modeling

» Dynamic Modeling (all phenomenon is in a state of becoming)

» Scenario planning and modelling @mwmm
!": investment in /,-" f
» Implementation and organizational learning \ oxle vty ';I;snmlthem::d
. N . N5 Speed bis average car s;:;d Vay
» Contributors to the Field: Jay W. Forrester, Aleksandr M. Lyapunov* & Donella .. (2 P 4
» Key Characteristics: @

» Recognition of system archetypes
» Reduction of wasted and misdirected effort

» Targeted interventions to points of maximum leverage



Black Box System

» Viable Systems Mod
» Second Order Cybernetics
» Role of the Observer in Human Development & Impact on Environmen

» | Process | B

» Contributors to the field: Stafford Beer, Robert Von Neumann, Gregory Bateson & Norbert Wiener

» Key Characteristics:
» Black box control through positive and negative feedback for homeostasis Feedback
» Law of Requisite Variety through algorithms

» Isomorphic modeling based on neurophysiology



Parts of system co
» Stable structures are temporarily born.
» Paradigm embraces a process view (perpetual state of becoming)
» Systems constantly interfacing with their environment

» Method:
» Information flow
» Degree of diversity
» Richness of connections
» Level of contained anxiety
» Degree of power differential

» Contributors to the field: Aleksandr M. Lyapunov, llya Prigogine, Boris Pavlovich Belousov & Edward Lorenz. /

» Key Characteristics: T e
» Sensitive dependence on initial conditions / /
» Strange attractors
» Self-Similarity (Fractal)
» Self-Organization
» Edge of Chaos
» Fitness Landscape






The Problem: Global News Story
Department of Justice Investigation (DOJ)

Lawyer Charged with Compliance & Redesign: DOJ Decree
Used Lean Performance Improvement




e« 627 Beds

« Est. 1857 as Almshouse, Hospital & Lunatic P
Asylum B S i
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« Facilities fell in disrepair | i ———
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emergency room wnile

She slumped over and fell on the floor for
more than 24hrs before help arrived.

As she lied lifeless, which was captured on
video camerq, ED staff became aware of
her state and left her on the floor.

Lawsuit followed by the US Department of
Justice (DOJ) charging neglect by the
hospital.

Department presents findings an issue
consent decree

Lack of effec

Unnecessary use of physico .
Outdated electronic medical record system
Poorly trained staff to manage violent patients
Culture of blame

Poor management communication with staf
Poor data collection system

Inadequate facilities for proper tfreatmeg#



U.S. EDITION -~ Thu M

u.s. World Business

CULTURE

Tech & Science

Newsweek

Culture Sports Health Opi

THE WOMAN WHO DIED IN THE HOSPITAL

WAITING ROOM

BY JEMEEN INTERLANDI ON 7/11/08 AT 8:00 PM

e QOOVDOOO
EIEME NEWS

CULTURE

E smin Elizabeth green fell out of her ch
hospital nearly an hour before anyone
and twisted between two chairs under the w
be broadcast across the country, spurring a
members passed through the room and glar
her vital signs or help her up. The sight of pz
and lying face down on the floor, was hardly
County Hospital Center. Neither was the fac
almost 24 hours for a bed. At that moment C
been waiting just as long, if not longer

In fact, the hospital's psychiatric unit, also kr
overcrowded and indifferent to its patients_ /
charged staff members with beating and har

Video shows death of US patient

Video footage has emerged of an American woman dying on the floor of a
New York City hospital as workers failed to help for more than an hour.

Esmin Green, 49, who was said to have suffered a mental breakdown, had been
waiting to be seen at Kings County Hospital, Brooklyn, for some 24 hours.

She collapsed in the waiting room at 0532 (0932 GMT) on 19 June.

According to the footage, it took almest an hour for the staff to notice and check
her, but she had died.

Lawsuit evidence

On Tuesday, the New York City Health and Hospitals Corporation, which runs the
hospital, agreed to increase the maonitoring of patients at the hospital’s psychiatric
ward as part of a lawsuit settlement.

The lawsuit was filed by the New York Civil Liberties Union and others a year ago.

"That it tock somebody keeling over and dying, and it being captured on
videotape, for the city to come to the table in a meaningful way is unconscionable,”




STEPS TAKEN:
Conducted assessments of

» Personnel and Culture

» Baseline Metrics Collection

» Viable Systems Tool Utilize

» Isomorphic Modeling
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» Clinicians didn’t feel supported ir

» Staff felt they didn’'t have adequate tools for work
» Non-psychiatrists felt belittled by doctors
» Psychiatrist’s and nurse’s skills atrophied



Delays in transfen

» Some patients missed proper vital test during triage

» High expenditures on 1:1 observations

» Disproportionate number of physical restraints ordered
per patient

» Non-reimbursement for greater than 35% of hospital visits



CASE STUDY: DIAGNOSIS WITH VSM

ENVIRONMENT

MANAGEMENT

VSM Function

5 required systems criteria for a viable /

\
;  Future )

system: | Enviroment |

—_———
-

» All Viable Systems Must Have:

» 1) Primary Activity
» 2) Coordination Function
» 3) Operational Control Function

» 4) Intelligence

n

» 5) Policy System
(Modeled after Neurophysiology)



Patients, Materials, Information must flow seamlessly
em. System deficiency.

Coordination Function> Communication: munication and interface between sub-units

» Operational Control Function> Regulation:

» Intelligence-> Link to environment: //

» Policy System—-> Purpose: pu

Deficiencies Identified /



Organization »

Redesign: Emergency Room, Inpatient
& QOutpatient services




» Total Systems Resigned require

LEAN System Characteristics:

» Respect for Humanity Approach

» Recursive Characteristics

» Open Systems Modeling

» Qualitative System Wide Changes

» Quantitative Metrics to Monitor

Lean Performance Improvement

Master black belts
This is a sample text.

Black belts
This is a sample text.

Green belts
This is a sample text.

Yellow belts
This is a sample text.

White belts
This is a sample text.



Case Study: CULTURE CHANGE

Transactional vs Transformational
Leadership

Self-actualization

desire to become the most that one can be

Esteem

respect, self-esteem, status, recognition, strength, freedom

friendship, intimacy, fa

Safety needs

personal security, employment, resources, health, property

Physiological needs

air, water, food, shelter, sleep, clothing, reproduction

INDIVIDUAL
DEVELOPMENT


https://www.google.com/url?sa=i&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjThqiCm5fbAhVHjlkKHdb6ApMQjRx6BAgBEAU&url=https://www.simplypsychology.org/maslow.html&psig=AOvVaw3jt1d5p7VJI-jRZVTiaHEY&ust=1527006047317562
https://www.google.com/url?sa=i&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjThqiCm5fbAhVHjlkKHdb6ApMQjRx6BAgBEAU&url=https://www.simplypsychology.org/maslow.html&psig=AOvVaw3jt1d5p7VJI-jRZVTiaHEY&ust=1527006047317562
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1. Reason for Action: Anesthesiolo  FE'saren’t FE's are Theyare
e n e rO e O n ro O C Fiber-optic Endoscopes (FE's) are unavailable gistswaste  always broken when  placed on top ’:“:::‘s‘::"::fa NS
when needed because they are frequently time available slammedin  ofthe carte %
3 | 2 broken or being repaired. From June 2010 to searching for drawers, anesthesia o e ———t]
. . © June 2011, $48 400 was spent repairing and FE's droppedon  cart before Pg::‘::z:"
» Description of the A3: .
° surgery and "Used”
Scope There is Thereis Thereis no Post standard

potential confusion designated work on carts Nancy July 22
Trigger: Need to use FE is identified dangerto over whether location for and train staff

Done: FE is not needed and put away patient’s ornot FE's clean FE's
health arecleanor  and used FE's
used

Box 1: Reason for Action
Box 2: Current State
Box 3: Target State

Z INTTTAL_STAT]

Metric Baseline Target
Put two tubes on “Won't need to $35S spent
the look for good and on repairs
anesthesiologists’ | clean FE's when “';_."E":W
cart for FE's and they are needed s
designate one ~Eliminate selety
tube for clean potential danger incidents
Anesthesiologist “",,Q_:'; FE's and one for to the patient i

h‘;\;?l.:;";n'o' dirty FE's ~Don’'t spend
Create standard Hnnecessary.

Box 4: Gap Analysis
Box 5: Solution Approach
I I I : processing about | ©F new FE's I

$48,400

$88 Spent on Fixing FE's

9q1v 'O 'ZieY BUBIeA NY ‘YRS
ukjoA3 ' QW 'ueyney) Jeypsiueg Ny ‘oulie) epuewny ‘eny)

UOSOIPT SIOGUIOKY WED| ‘NN 'BZEJEY EPUIY OPEST Weo) |

Box 6: Rapid Experiment
Box 7: Completion Plan 11EL ~a01l i L=

n .
po:8

Sep

.  TARGET STATE: B TD EXPERIMENTS
.
BOX 8 . CO nfl rl I I S-I-G.I-e FE's are D;?Z:':::" Experiment Expected Actual Follow up WOrkedwe' . y
. aln;aty: separately Outcome Outcome -:ble to quickly identify * Be able tlo obtain data
available the gaps as a team more easi
BOX 9 : InS|g h'I'S/LessonS Install 2 AllFE'sare  AIFE's Expandto all et RIS e
* tubes in placedinthe placedinthe anesthesiolo i nrent Learned:
anesthesiolo correctplace correct gistcarts, AL} R 3 workin. e
| e O rn e d gistcart, one  (clean and place, and buy more e tofindqu i sl S
for clean used) and replaced PVC pipes, solutions methodology really

FE's one for used FE's accordingto  hardware works well

Used FE's are replaced  standard and install Hindered: ) * Always make sure you
and run with  properly work during tubes. Post * Lack of materials to tell the story, it needs to
new during changeover  standard complete 2 carts instead make sense

standard changeover work in each lof1l

$$ saved on
repairs and
replacements

Metrics: K
$S spent on new or repair FE's = SO Worl cart
Patient Safety= 0 harm to patients

® 2009 Simpler _(www. simplec com) {vww_simpler com]
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Description:

RIE 18: Resinclive Intervention 1

Value Stream ID:

Behavioral Health Services

Site [ Location:

Kings County Hospital Center

Event Number: 18

Revision:

Sponsor:

Joseph Merlino

Process COwner:

1: REASOMNS FOR ACTION

Evelyn Bersamin [Opal Sinclair-Chung |Facilitator:

Ameer Robertson

Sensei:

Bruce Smith

O |m
E é R _ I o N Target $taie action plan was derived
5_ = | There i a high utilization of restrictive interventions from the waste opportunities identified
o g (1:1, restraints, STAT IM and G15) and there is Deects
w - - _ - .
- inconsistent documentation of these interventions. Owerproducion
= = There is also a lack of preventative measures Waiting
— = H 5 R i il e g wanhe
Sla resulting in unsafe units. Mot best use of talent (Ivman potential] -
= | = Transpertation Inconsistent | Current Construst | Specialized | Shifted Reactions X T o o, V. Rag aama
= | . adherence to | system for training TESOUTCES without e Evbognfie s aml e
Boundaries criteria for allows for specialized | process not | away from unders tandi
= [ Moo Rsumg  |wide  |Schavors |Camiedout |specabeed | ngthecause | || ] 20 v | —
i wariation traini ot traimin and F o PEnans, pllay and
% Trioger  Time of Exta csing restraints ning n a d effect o
Done: Expiration of order x mﬂﬂ‘mﬂﬂi& Allena C aninn
% After analyzing the 8 WASTES in our Curment S4ate we brainstormed for potential
3 direct causes and then ufilized the 5 WHY"S to identify root cawses X idgton iy stioed | Allena CSI aR10
§ Z INITIAL STATE T CONFIRMED STATE
w1 - Cited by regulators
= Dreflclency of policles and procedurss T T T ————— T
= § = {uncleariconfusing/iInconslstent) Failure to identify and Institute specailized Will narrow wvariation in Al GRS Units =1.003 oRm:
E = acknowledge triggers training across application of restrictive o IR AR s == .z::‘::un.n.m
B ﬁ ta | @ Mo standard of work disciplines and better interventions and lower Eafety Restraint= | w = zaas 50% Cutetamdings
P e integrate teams them [Bor IF unifts rebe per 400 ot
L B & | - Use of restraintz are Inconslstent day lmat six rarmhal
gﬁg Percertngs of Al BHS: S (58%)
e 5 - Inconsistent notimcation to Tamily Rmstmints | s 13 f100e) B
= o ‘ﬁ o Inconsistent adherence to Establish role definitiocmn Will avoid owver utilization
E E 3 criteria for issuing and protocols in of restrictive interventions
] & o restraints managing patient high Faportabis :-I“I._l:l:jj_
g 5 E risk behavior Bmfwty “"'l Tero
= Crosrea
R a. I
g: E-F Inconsistent adherence to Help patients better We will reduce the ::f-:;p:.-::uu. = 20% good - £113
== criteria for issuing understand behavioral utilization of restrictive :"‘"ﬂ";"_";“:m,_: pama mEmsss
§ e restraints boundaries leading up to intervention, and in turm, ) G’.'-'p"" =7 daym {How.- _ 9% canmtanding -
TR the different forms of the number of times they eam WA = 28 days fdum- | Awerages sty =
b= E Purple = 21 Wacte opporfunities ldentified restrictive interventions are used as default Auly S recustien
Fellow & Fink = tacks by who what & whan behavior management fmemty 0o ot mavings Wil be |0cat wawimgn will ba
@ Bius = Sub|sotive varianiss method reaamured by Ehils matrio} | rassoes byobsls medrisg
X TARGET STATE. E N 5 INSIGHTS
@ + Mo citations by regulators
+ Clear and concise policies and procedures for BHS What Went Well What Could Improve
@) « Standard of work FEllzr :::lr_rie-ntatinn . U:::F;.flnea—';s of Majnritydﬂf Q;;l’tients 1 Clarification of the witys and hows of resirictive
including suMmmMmManry o a itiona surveyed sai intersentions
¥ Consistent use of restraints restraints and information in additional
medication explanation patient"s information is useful. Bireaking down issues in order o move e leam
4 ) | #consistent notification to fami orientation forward
(g\l Teasing out the process of restaints
—f\l') Survey psychiatrist and Feedback on why The majority =2 Hﬂl‘“ﬂﬂ _
other clinicians on all we showuld not surveyed did not Fezpid experiments Subjectivity of the subject matier
@ wunits during shift on skip 1:-1 to 320 agree with skipping the
wrillimgness to _El-l:lhErE to 139_ G‘_.tﬂ-D even when The exzhange of ideas Mot having person from adminisération
7 protocol of going from clinically warranted on RIE f2am who makes decisions above
1:1 directly to Q30 citing safety as an Semsei and Ameer keeping s on frack peyehisirist in uniis
issue. Out of 14 MD=s
SUmwey rej
ol 13 jected ience of leam members
approach. Other
staff: 54 out of 45 Open communication belped ws understand the
@\ rejected approach probilems betier
_/Jl Four forms. of resfricting patients’ mobility newly mapped




LEAN IMPROVEMENT SYSTEM-AS THINKING ON RECURSIVE LEVELS

Hospital
A3

O

Roadmap for Value
Stream level Mission

Evinlf A3 Tactical execution RIEs
uly

Event A3

AV9 Event A3
Sep
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« Team sequestered fc
« End of week tangible results



Enterprise

TPOC & "
HIGA o Iaclity
Executive
Team Value
TPOC ,& Stream
HK A3's Steering
Committe
e
AV WX AE
Process
Owner Post Event

Implementation
& Monitoring of
Metrics

Control mechanisms supporting internal recursive processes and
systemsl!



THE "TRUE NORTH" METRICS

Human Develop

n Development

Improved Capability at all levels

[ ] L] [
FERRERRER

Quality/Safety

]
L]

Zero defects, zero harm

Timeliness/Delivery

Timeliness, throughput, productivity e e T

Financial
Decrease Cost, Increase Revenue

Growth/Capacity

Care for more people

Develop and/or maintain capacity
without adding resources

eyl epnege
FEREERRRR
[N

Transformation requires improvement in all 5 dimensions



Kings County Case Closed January, 2017

Accomplishments:

The goals of the Transformational
Plan met

Maijority of Qualitative improvements
sustained

Quantitative measure monitored and
reached

A tfransformation is a marathon and
not a sprint.

After 7 years of close monitoring and
the Department of Justice closed the
case in 2017.

DOJ Statement, “One of the most
Impressive transformations
withessed.”

Oxford University Press published a
book on the endeavor.

U.S. Attorneys » Eastern District of New York » News

Department of Justice

1.5, Attorney’s Office

Eastern District of New York

FOR IMMEDIATE RELEASE

Tuesday, January 17, 2017

Historic Case Involving The Civil Rights Of Psychiatric Patients
At Kings County Hospital Center Comes To A Close

Case Ends with Transformation

Robert L. Capers, United States Attorney for the Ea

closing of its case against New York City over conc

+ Hospitals Kings County, also known as Kings Co

("BHS™). In a letter dated January 10, 2017 to the E

requested that Judge Matsumoto close the case bece

requirements of a January 2010 Consent Judgment |
"ork. The Court granted that motion today.

The Consent Judgment was entered after the United
2008 and 2009 and concluded that it was failing to |
treat its patients. The investigation also revealed vig
use of chemical and physical restraints. Hospital Po
beds and radiators. In a tragic incident in 2008, a pa
on the floor as clinical staff and hospital police 1gnc
community without adequate plans for their care. A
facility. In addition. the facility was dilapidated and

In January 2010, the United States and the City ente
bringing about a complete overhaul of the BHS, inc
and diagnostic procedures, and its treatment plannir
discharge planning, and fire and life safety planning
included provisions for the reform of KCHC s Hosy

In the seven years since the parties signed the Cons:
care psychiatric facility. The BHS now addresses th
population that it serves. Its treatment plans and me
centered. and recovery oriented. It has also develop
potential patient aggression and self-harm. As a res
significantly. Nurses are more attentive and play a =

better. Medication is used only for the purpose of tr

controlling their behavior. In addition, the rate of re
discharge planning. And, the BHS 1s now housed in
safe.
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Questions?

Ameer Robertson, Esq. /

\-
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