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FOREWORD 
 

“Once upon a t ime,” may be the four most powerful words in the English lan-

guage. They capture attention and introduce a story,  which is the best way to explain a 

new and complicated idea, especial ly an idea that refutes conventional wisdom  

This book reports such a story—told by doctors,  nurses and hospital  administra-

tors—of how a new idea, cal led “systems thinking,” helped to transform the way they 

understood and organized their work and al lowed them to dramatical ly improve over 

sixty sick hospitals :  saving l ives and reducing costs and patient suffering.  

Astounding and significant as that is,  the story also offers a solution to America’s 

biggest and most pressing domestic problem: healthcare.  Every lawmaker,  civic leader,  

employer and informed citizen knows four facts about healthcare: (1) healthcare is the 

biggest domestic problem they face; (2) healthcare f inancing costs are spiral ing out of 

control ;  (3) many mil l ions of Americans have no health insurance; and (4) these leaders 

do not agree or know how to fix these problems. 

More and more Americans are aware of another four facts: (1) that personal and family healthcare 

costs are crippling; (2) that as hospital patients they are not the center of attention; (3) that hospitals are 

dangerous places because hospital-acquired infections are among the top five causes of death in the United 

States; and (4) that people feel helpless about this and have no idea what to do to improve the situation. 

Many hospital administrators, physicians, and nurses know four additional facts: (1) that most American 

hospitals are sick; (2) that they are crippled by inadequate and outdated management practices, unnecessary 

duplication of services and astounding waste; (3) that hospitals generate many avoidable, often deadly, 

mistakes—including countless “near misses,” that is, mistakes that almost happened; and (4) that it is in 

hospitals where the turnaround in healthcare costs and safety must begin.  

Like any great change, it begins with a new idea, one which we said defies conventional wisdom. 

The compelling and urgent impetus behind our book and its companion PBS documentary is more 

than significantly increased patient safety and reduced healthcare costs, as important as they are. It is the 

story of an important new idea, systems thinking. It is a story of how systems thinking could be trans-

ported from the factory floor of an automobile plant and used to improve safety and costs. We believe it is 

crucially important for all Americans to understand systems thinking, realize its immediate practicality, and 

recognize that it is being successfully used in improving organizations from schools to hospitals to gov-

ernment offices, manufacturing plants and families. Many more urgently need it.  
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Here is a summary of the story. 

Once upon a time, there were two hospital systems, one run by a nun, the 

other led by a bureaucrat. Their doctors, nurses and administrators were well 

educated and deeply committed to healing the sick. They did their best and 

worked overtime trying to improve the healthcare services they provided. 

Yet things kept getting worse. 

Every day, more and more patients acquired new infections at the hospitals. 

There were medical errors. Patients  suffered and died unnecessarily. Enor-

mous wastes of time and supplies and potential errors were hidden in tradi-

tions, habits and conflicting regulations.  Costs kept spiraling upward, 

mistakes kept happening, and the healthcare professionals and administrators 

were ever more concerned and frustrated. 

They knew they were not alone because they saw a steady stream of books, 

magazines and newspapers reporting that U.S. hospitals are expensive and 

dangerous, potentially deadly places.  

Their situation seemed hopeless.  However, the leaders were open to new 

ideas. 

Administrators at one Midwest hospital system in the late l980s found out 

about systems thinking and began to use it. It worked. Deaths, suffering, 

waste and errors were reduced. In the late l990s a group of hospitals in 

Pittsburgh joined with insurance companies and employers to try to improve 

their services, while they still competed for patients. 

How they did it is one of the most fascinating parts of the story.  They 

found an auto manufacturer who taught them systems thinking and its new 

way of looking at their work.  Patient safety began to improve dramatically. 

Doctors and nurses in both hospital systems reported they found their work 

more rewarding. 
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Systems Thinking 

The term “systems thinking” may sound complicated and technical,  as if only sci-

entists or mathematicians could grasp it .  However,  you don’t need a college degree to 

understand systems thinking.  

When applied to a complex organization such as a hospital ,  systems thinking sim-

ply means focusing on the organization as a whole—and transforming it as a whole—

rather than paying attention only to its various parts or departments.  This is what the 

doctors,  nurses, and administrators in our story learned to do. Instead of just concen-

trating on their own job, typical  of people in most organizations, they began looking at  

how al l  of the different people and technological  devices in their hospitals worked 

together on behalf of the patient.  Once these people learned systems thinking, they 

applied it  to heal s ickness,  reduce fai lure and mistakes,  and el iminate waste at every 

level in their hospitals.   

In this book, doctors,  nurses, administrators, aides—regular people—tell in their 

own words how they overcame doubts that they could provide “perfect patient care,” 

identify errors,  reorganize how they worked together, learn a new systems way of think-

ing, develop “new eyes” to design better and better methods, and get to the roots of 

problems.  

Systems thinking is not a panacea that can erase every mistake, but it  is a tool for 

seeing a world that can be improved and solving many organizational problems. In this 

way, i t  helps create a society better able—than it  has been—to deal with the constant 

changes and growing complexity in our 21st Century world. 

Uncertain World 

One hundred years ago, most people accepted that the world was an uncertain 

place in which extreme weather,  disease,  and polit ical  events unexpectedly disrupted 

l ives.  People were upset but not surprised that bad things happened. 

Today with technology that helps us  predict a good deal of the weather, prevents 

many diseases,  air-conditions our homes and cars,  takes us to the moon, etc. ,  many of 

us have come to bel ieve we can create a certain world and control i t .   

Unconsciously,  we l ike to bel ieve that technology can forestal l  bad events and 

when it  doesn’t ,  i t ’s  only because someone fai led to take appropriate measures.  We 
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believe we can get back into control as soon as we discover whom to blame—and get 

r id of them.  However, that doesn’t work. 

Paradoxical ly the great advances in technology, communications, transportation 

and growth of organizations have not improved our abil i ty to predict outcomes.  Often 

these advances create unintended and unwelcome consequences more diff icult to fore-

see or to control .   Simple examples of this increased complexity are more deadly terror-

ists,  huge multi-national companies that no single government can regulate, a bacterium 

resistant to antibiotics,  infants with special needs who would not have survived 20 years 

ago, and older,  s icker patients who would have died in the hospitals of the l980s, etc.  

Unintended Consequences 

Al l  t h e s e  change s  d emand  new  th ink ing  t o  cope  w i th  t h e s e  un in t ended  con s e -

quence s  o f  comp l ex i t y  and  new  i nven t i on s  occu r r i ng  t h roughou t  soc i e t y .  Hos p i -

t a l s  a r e  t h e  f ron t l i n e s  o f  t h i s  p a r adox i c a l  chan ge  whe r e  good  and  bad  e f f e c t s  

n e ed  to  b e  so r t ed ,  managed  and  improved .  S y s t ems  th in k ing  c an  do  th a t .  

The  s to r i e s  i n  t h i s  book  a r e  abou t  manag ing  —not  con t r o l l i n g—an  unce r -
t a i n  wor l d  and  l e a rn ing  t o  p r ed i c t  ou t c omes  and  to  p roduce  wha t  yo u  i n t end .  

Authors 

I  a m  a  j o u r n a l i s t ,  a n d  m y  c o - a u t h o r  i s  a  s cho l a r .  I ,  t he  j ou rna l i s t ,  p roduced  
an  NBC documen t a r y  i n  l 980 ,  “ I f  J a p a n  Can ,  Why  Can ’ t  We ? ”   I t  i n t roduced  s y s -
t ems  th ink ing  t o  t h e  Wes t  and  de s c r i b ed  how  an  Amer i c an  s t a t i s t i c i an ,  W .  Ed -
wa rd s  Deming ,  t augh t  t h e  J apane s e  t o  u s e  i t  and  work  sma r t e r  no t  h a rde r  t o  
p roduce  con t i nua l l y  improv ing  au tomob i l e s  and  e l e c t ron i c  goods .  (“ I f  J a p a n  
Can…”  wa s  n amed  by  The  Wash ing ton  T imes  a s  t h e  s e c o n d  m o s t  i n f l u e n t i a l  
d o c u m e n t a r y  i n  t h e  h i s t o r y  o f  m o t i o n  p i c t u r e s  a n d  t e l e v i s i o n  i n  2 00 5 . )  

I t  took me ten years  to  beg in to  understand th is  new mindset  Dr .  Deming was  
descr ibed.  That  was  in  sp i te  of  the  advantage of  working wi th h im the l as t  13 years  
of  h is  l i fe  to  expla in  these  ideas  in  the 32-volume Deming Video Library.   I  gradual ly  
understood the many pieces of  his  phi losophy,  e .g .  cont inual  improvement ,  no blame 
or  fear ,  cooperat ion rather  than compet i t ion,  e tc .   But  even af ter  I  saw how groups 
or  organizat ions  of  people  working together  wi th these  ru les  and good leadership 
could be greater  than the sum of  the i r  par ts ,  i t  was  d i f f icu l t  to  expla in .  My break-
through came when I  v ideotaped a conversat ion between Dr.  Deming and Dr.  Russel l  
Ackoff ,  Professor  Emer i tus  a t  the  Univers i ty  of  Pennsy lvania  and author  of  semina l  
books on systems th inking .  I  f ina l ly  understood that  theirs  was a  d ifferent  worldview 
of  how to organize  people  and work to be more effect ive ,  ef f ic ient  and personal ly  
rewarding .  
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In the  la te  l990s ,  I  began to work wi th Dr .  Louis  M.  Savary ,  a  s ta t i s t ic ian ,  
theologian and author ,  to  s tudy the systems mindset  and how to teach i t ,  part icular ly  
in  the  workplace .   We concluded i t  can be most  effect ive ly  communicated exper ien-
t ia l ly ,  which i s  why we have wr i t ten th is  book featur ing the  personal  exper iences  of  
medica l  profess iona ls  as  they  learned systems th inking and began to apply  i t  every  
day  in  hospi ta l s .  

Western Difficulties 

Sy s t ems  th ink ing  c an  be  d i f f i cu l t  f o r  Amer i c an s  and  o the r  Wes t e rne r s .  
Wes t e rn  s c i en t i f i c  t h i nk ing ,  wh i ch  a sk s  que s t i on s  abou t  t h e  t r u th  o f  t h e  wor l d  
and  moun t s  e xpe r imen t s  t o  t e s t  i t s  t h eo r i e s ,  p rov ide s  an  e s s en t i a l  e l emen t  o f  
s y s t ems  th ink ing .   Howeve r ,  i t  i s  on l y  one  e l emen t  i n  t h e  founda t i on  o r  i n f r a -
s t r u c tu r e  o f  t h i s  r evo lu t i ona r y  m indse t .   

U n l i k e  th e  l i m i t ed  i nd i v i du a l i s t i c ,  s i ng l e - f ocu s ed ,  p r ag ma t i c ,  d i r e c t  c au se -
and - e f f e c t  app roach  o f  t h e  s c i en t i f i c  me thod ,  the  s y s t ems  m indse t  i s  abou t  r e l a t -
edne s s ,  i n t e rdepen denc i e s ,  and  deep - s e a t ed  c au s e s .   I n s t e ad  o f  f o cu s i ng  on  
a c t i on s ,  i t  f o cu s e s  on  i n t e r a c t i on s—wha t  h appens  be tween  i nd i v i dua l s  and  be -
tween  t e a ms ,  g roups ,  and  depa r tmen t s .   

A  s y s t em  c anno t  be  g r a sped  by  ana l y s i s ,  t h e  b a ckbone  o f  s c i en t i f i c  t h i nk -
i ng .   Ana l y s i s  t a k e s  who l e s ,  e . g . ,  a  mach ine ,  a  p i ano ,  e t c .  ap a r t  and  l ook s  a t  t h e  
a c t i on s  o f  t h e  p a r t s—how th ing s  work .  In  ana l y s i s  t h e  who l e  i s  equa l  t o  t h e  sum 
o f  t h e  p a r t s .   On  the  o the r  h and ,  s yn the s i s  s t ud i e s  t h e  i n t e r a c t i on s —why  th i ng s  
h appen .   S y s t ems  th ink ing  r equ i r e s  ana l y s i s  and  s yn the s i s  and  the  ab i l i t y  t o  
app r ec i a t e  a  s y s t em ’ s  i n t ang ib l e  and  beyond- l i nea r  qua l i t i e s ,  i t s  g r e a t e r  who l e ,  a s  
we l l  a s  t h e  l a r g e r  s y s t em  o f  wh i ch  i t  i s  a  p a r t .   I n  s y n t h e s i s ,  t h e  w h o l e  i s  t h e  
p roduc t  o f  t h e  i n t e r a c t i on s  o f  i t s  p a r t s .   An  e a s y  e x amp l e  i s  a  champ ion  spo r t s  
t e am ,  wh i ch  i s  g r e a t e r  t h an  the  sum o f  i t s  p a r t s .   S ad l y  mos t  t e ams  a nd  o rg an i z a -
t i on s ,  e v en  f am i l i e s  o r  p eop l e ,  add  up  t o  l e s s  t h a n  t h e  s u m  o f  t h e i r  p a r t s .  

Expe r t s  h ave  obse rved  th a t  t h i s  n ew  way  o f  t h i nk ing ,  t h e  ab i l i t y  t o  g r a sp  
and  app r e c i a t e  a  s y s t em ,  appea r s  more  a t t uned  to  Ea s t e rn  ph i l o soph i e s  o f  l ong -
t e rm  coo pe r a t i on ,  f l ow-o f - l i f e  t h i nk ing  a n d  l i f e - l o n g  l e a r n i n g  t h a n  t o  W e s t e r n  
p r inc ip l e s  o f  i nd iv idua l i sm ,  compe t i t i on ,  qu i ck  f i xe s ,  and  shor t - t e rm re su l t s .   Dr .  
Acko f f ,  Amer i c a ’ s  l e ad ing  s y s t em ’ s  t e a che r ,  s a y s  t h e  Ea s t  i s  l e a rn ing  s c i en t i f i c  
t h i nk ing  more  r ap id l y  t h an  t he  Wes t  i s  l e a r n i n g  s y s t e m s  t h i n k i n g .   We  th ink  he  i s  
co r r e c t  a nd  th a t  t h i s  i s  a  s e r i ou s  p rob l em  fo r  t h e  Wes t .   S c i en t i f i c  t h i nk ing  i s  
e a s i e r  f o r  a  s y s t em s  th inke r  t o  l e a rn  t h an  v i c e - v e r s a .  

Th i s  book  i s  ou r  e f fo r t  t o  e xp l a i n  and  he lp  Amer i c an s  r e ap  the  bene f i t s  o f  
s y s t ems  th ink ing  a s  we l l  a s  d r ama t i c a l l y  improve  hosp i t a l s .  When  comb ined  w i th  
s c i e n t i f i c  t h i n k i n g ,  w e  b e l i e v e  i t  c a n  p r o d u c e  a n  e v o l u t i o n a r y  l e a p  i n  h u m a n  
consc iou sne s s  and  consequen t  e f f e c t i v enes s .   T h a t  i s  b eg i n n i n g  t o  h a p p e n  i n  
P a c i f i c  n a t i o n s ,  w h i c h  h a v e  a  l o n g  h i s t o r y  o f  a p p r e c i a t i o n  f o r  s y s t e m s .   
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The  Wes t  h a s  b een  work ing  w i th  t h e s e  i d e a s  f o r  more  t h an  25  y e a r s .  They  
have  no t  b een  e a s y  t o  exp l a i n  o r  ho ld  on to .  Fo r  i n s t ance ,  t h e  Amer i c an  au tom o-
b i l e  i ndu s t r y  s e emed  to  “ge t ”  t h em b r i e f l y  i n  t h e  e a r l y  l 990 s  bu t  soon  l o s t  t h em 
to  a  n ew  gene r a t i on  o f  sho r t - t e rm- th ink ing  manage r s  and  execu t i v e s  more  i n t e r -
e s t ed  i n  p r o f i t  t h an  p l e a s i ng  cu s tomer s .  

Don’t Blame Hospitals 

I t  mus t  b e  no t ed  a t  t h e  ou t s e t  t h a t  no t  eve r y  ho s p i t a l  i n  t h e  Un i t ed  S t a t e s  
c an  be  l a b e l ed  “ s i ck  and  dang e rous . ”   A  number  o f  Amer i c an  hea l thca r e  f a c i l i t i e s  
h a v e  r e m a r k a b l y  i m p r o v e d  t h e i r  o r g a n i z a t i o n a l  h e a l t h .   W e  a r e  t e l l i n g  t h e  p a r -
t i cu l a r  how- to  s to r i e s  o f  t h e s e  two  l a r g e  ho sp i t a l  g roups .   (And  no t  i n c i d en t a l l y ,  
t h e s e  ho s p i t a l s  a r e  b ecoming  more  p ro f i t ab l e  a s  t h e y  impr ove  s e r v i c e s  and  r e -
duce  wa s t e . )  

Fu r the rmore ,  we  d o  no t  b l ame  hea l t h c a r e  worke r s ,  ho sp i t a l s  o r  t h e  peop l e  
r unn ing  them fo r  th e  so r r y  s t a t e  o f  h e a l t h c a r e  d e l i v e r y  t oday .   Today ’ s  ho sp i t a l  
p rob l ems  a r e  t h e  r e su l t  o f  a  n a t i onw ide  he a l t h c a r e  man agemen t  and  de l i v e r y  
s y s t em  th a t  may  h ave  worked  we l l  enough  i n  e a r l i e r  t ime s  bu t  i s  now  ove r -
whe lmed  by  a  co mp l ex i t y  bo rde r i ng  on  chaos .  Th i s  comp l ex i t y  i s  i n t ens i f i ed  by  a  
con t i nu ing  av a l anche  o f  b r e ak th roughs  i n  t e chno logy ,  h e a l t h c a r e  eq u ipmen t  a nd  
m e t h o d s ,  a  p l e t h o r a  o f  n e w  d r u g s ,  s i c k e r  p a t i en t s ,  a  l aby r i n th  o f  i n su r ance  r e im-
bu r s emen t  r e gu l a t i on s ,  p eop l e  l i v i ng  l onge r ,  r educed  hosp i t a l  s t a y s ,  and  a  d r a -
ma t i c  r i s e  i n  ch ron i c  i l l n e s s e s  t h a t  ho sp i t a l s  a r e  unp r epa r ed  t o  t r e a t .   And  th i s  
l i s t  doe s  no t  f a c to r  i n  t h e  m i l l i on s  o f  Amer i c an s  w i thou t  h e a l t h  i n s u r a n c e ,  m a n y  
o f  whom cou ld  be  s e r v ed  i f  h e a l t h  co s t s  we r e  r educed .  

Learning to Work Smarter not Harder 

Th i s  h e a l t h  s y s t em  f a i l u r e  c anno t  be  f i x ed  by  b l am ing  i nd i v i dua l s .  S e e i ng  
and  improv ing  t h e  s y s t em ,  r a the r  t h a n  b l am ing  i nd i v i dua l s  i s  a  b a s i c  t ene t  o f  
s y s t e m s  t h i n k i n g .  

A t  f i r s t  g l ance ,  s y s t ems  th in k ing  sou nd s  u n - A m e r i c a n .  T h i s  i s  b e c a u s e  
many  o f  t h e  i d e a s  and  p r a c t i c e s  t h a t  made  Am er i c a  g r e a t  i n  s imp l e r  t imes  no t  
on l y  don ’ t  wo rk  anymore ,  bu t  now  a c tu a l l y  s a b o t a g e  c o m p l e x  o r g a n i z a t i o n s  l i k e  
h o s p i t a l s  a n d  s c h o o l s .  

F o r  examp l e ,  “  do ing  you r  be s t ” ,  un l es s  you  unde r s t and  how your  work  f i t s  
i n to  t h e  who l e  ho sp i t a l ,  c an  make  t h in g s  wor s e .  Nur s e s ,  who  u s ed  to  h ide  whee l -
cha i r s  i n  a  b a th roo m to  s ave  t h em fo r  t h e i r  p a t i en t s ,  we r e  do ing  t h e i r  b e s t  t o  
he l p  make  t h i ng s  be t t e r  f o r  t h o s e  unde r  t h e i r  c a r e .  In  a  p r ev ious  e r a ,  such  nu r s e s  
m igh t  h ave  been  s e en  a s  ou t s t and ing ,  c a r i ng  emp loyee s  w i th  i n i t i a t i v e .  Howeve r ,  
a  s t o r y  i n  t h e  book  exp l a i n s  how  today  i n  a  l a r g e  h o s p i t a l  c o m p l e x ,  c a r i n g  n u r s es  
s t a sh ing  whee l cha i r s  i n  b a th rooms  can  he lp  de f e a t  the  s y s t em .  For  examp le ,  such  
p r a c t i c e s  c an  sp r e a d  d i s e a s e s  i f  t h e  h id d e n  c h a i r s  a r e  n o t  p r o p e r l y  s a n i t i z e d ,  
c au s e  a  s ho r t a g e  o f  a v a i l ab l e  whee l ch a i r s ,  r equ i r e  n ew  whee l cha i r s  t o  be  pu r -
cha s ed ,  a nd  de l a y  many  pa t i en t s  f rom ge t t i ng  t h e  c a r e  t h e y  need .  
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Sy s t ems  th ink ing  a l so  doe s  a way  w i th  b l ame  and  the  Amer i c an  t r u i sm ,  “ I f  
i t  a i n ’ t  b r ok e ,  don ’ t  f i x  i t . ”  S ys t ems ’  founda t ion  i s  coope ra t i on ,  no t  compe t i t i on .  
I t s  o u t l o ok  i s  l o n g - t e r m ,  n o t  s h o r t - t e r m .  I t s  f o c u s  i s  p l e a s i n g  t h e  c u s -
tomer/pa t i en t  and  f i nd ing  e f f e c t i v ene s s  and  j o y  i n  work .  S y s t ems  th ink ing  h a s  
a l so  shown  tha t ,  when  u s ed  to  focu s  on  s a t i s f y i ng  cu s tomer s ,  company  p ro f i t s  
w i l l  t a k e  c a r e  o f  t h emse l v e s .  

I n  t yp i c a l  Amer i c an  l i n e a r  l og i c ,  2  +  2  a lway s  eq ua l s  4 .  I n  s y s t ems  th ink -
i ng ,  howeve r ,  2  +  2  may  no t  on l y  add  up  to  fou r ,  bu t  t o  3  i n  a  b ad  s y s t em ,  o r  t o  
22  i n  a  g r e a t  s y s t em .  Any  s y s t em  c an  g ene r a t e  e f f e c t s  t h a t  a r e  mo re—or  l e s s—
than  the  s u m o f  i t s  p a r t s .  Show ing  peop l e  how  to  c r e a t e  a  g r e a t e r  who l e  i s  t h e  
unde r l y i ng  pu rpose  o f  s y s t em s  th ink ing ,  i . e . ,  g e t t i n g  m o r e  f o r  l e s s  e f f o r t ,  w o r k -
i n g  s m a r t e r  n o t  h a r d e r .  

Fo r  a  s y s t ems  th inke r ,  t h e r e  i s  n eve r  a  “be s t ”  way  t o  do  a  j ob .  Eve r y  p roc -
e s s  c an  a l way s  be  i mproved .  A  s y s t ems  th inke r  n eve r  s t op s  l e a rn ing  and  s e ek ing  
way s  t o  m ake  some th ing  be t t e r .  

One More Thing 

By  the  end  o f  t h i s  book ,  you   w i l l  know  how  a  ho sp i t a l  o r  any  o r g an i z a t i on  
c an  beg in  t h e  p roce s s  o f  t r an s f o r m i n g  i t s e l f  a s  w e l l  a s  how  to  i d en t i f y  a  con t i n u -
a l l y  improv ing  one .  One  Amer i c an  CEO o f  a  ma jo r  au tomob i l e  co rpo r a t i on  
found  the  i d e a s  o f  “neve r  end ing  improvemen t”  exhau s t i ng  and  dep r e s s i ng .  We  
“ c an -do ’  Amer i c an s  l i k e  t o  be  f i n i shed  w i t h  j o b s  a n d  p r o b l e m s .   T h a t ’ s  n o t  
po s s i b l e  i n  con t i nu a l  improvemen t .  

The  r e ade r s  we  hav e  i n  m ind  i nc l ude  hea l thca r e  consumer s  o r  po t en t i a l  p a -
t i en t s ,  r e l a t i v e s  o f  p a t i en t s ,  ho sp i t a l  adm in i s t r a to r s ,  h e a l t h c a r e  po l i c y  make r s ,  
ho sp i t a l  s t a f f ,  phy s i c i an s ,  h e a l t h c a r e  i n s u r e r s ,  e m p l o y e r s  p a y i n g  f o r  e m p l o y e e  
he a l t h c a r e  i n su r ance ,  s t a t e  and  f ede r a l  l awma k e r s ,  conce rned  t a xpaye r s  and  
peop l e  s e ek ing  t o  improve  any  o r g an i z a t i on .  

Moreove r ,  s i n c e  eve r yone  i s  a  po t en t i a l  ho sp i t a l  p a t i en t ,  t h e  i s sue  o f  im-
p rov ing  pa t i en t  s a f e t y  and  c a r e  i n  ou r  ho sp i t a l s  i s  v i t a l  t o  u s  a l l .  Any  one  o f  u s  
cou ld  be  a mong  tho s e  200 , 000  pa t i en t s  who  d i e  e a ch  y e a r  i n  Amer i c a n  hosp i t a l s ,  
bu t  don ’ t  h ave  t o .  

 

 Clare Crawford-Mason Louis M. Savary 

 
Washington, D.C. 

Apri l  2005 
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The only consistent in health care is the anxious anticipation of change that never 
actually occurs. 

J. D. Kleinke 
 
 

INTRODUCTION 
 
 

A Good-News Story 

A Goog le  sea rch  of  the  top ic  “Amer ican  hosp i t a l s  + dangerous”  produced  a  
mi l l ion  and a  ha l f  h i t s .   More  than  f ive  thousand books  and  pub l i shed  a r t i c l e s  spe l l  
out  how s i ck  and  dangerous  many  of  today ’ s  hosp i t a l s  r ea l l y  a re .  I t ’ s  a  bad-news 
s tory .  

Th i s  book  i s  d i f fe rent ,  for  a  number  of  reasons .  Most l y ,  i t ’ s  a  good-news  
s tory .  

♦  Firs t ,  doctors ,  nurses  and  hosp i t a l  admin i s t ra tors  f rom two hosp i ta l  
g roups  f ree l y  t a lk  about  how s i ck  the i r  hosp i ta l s  were ,  why  they  got  
s i ck ,  and  how they  l ea rned  to  hea l  them.  

♦  Second ,  these  two hea l thcare  sys tems  hea led  themse lves  by  us ing  man-
agement  pr inc ip les  t aken  f rom a  most  un l ike ly  source—an auto  manu-
fac turer  tha t  uses  sys tems  th ink ing  and  qua l i t y  methods .  

♦  Thi rd ,  whi l e  most  e f for t s  a t  organ iza t iona l  t r ansformat ion  fa i l  a f t e r  a  
shor t  per iod ,  these  two hea l thcare  sys tems  have  ach ieved  the  t ransfor-
mat ion  to  organ iza t iona l  hea l th  and  a re  ma in ta in ing  i t—one of  them 
for  over  a  decade—cont inua l l y  ge t t ing  be t te r  and  be t te r .  

♦  Four th ,  they  cont inue  to  ma inta in  th i s  t ransformat ion  wi thout  outs ide  
he lp—they  do  i t  loca l l y—without  government  ass i s t ance ,  exper t  con-
su l t ants ,  new resources ,  new h i res ,  or  added  expenses .   

♦  Fif th ,  they  cont inue  to  make  improvements  in  pat ient  sa t i s fac t ion ,  em-
p loyee  sa t i s fac t ion ,  s ign i f i cant  reduct ion  of  was te  in  t ime  and money ,  
and ,  most  impor tant l y ,  r educt ion  of  hosp i ta l - induced  pa t i ent  in fec-
t ions ,  su f fe r ing ,  and dea th .   

♦  S ix th ,  these  hea l thcare  sys tems are  tota l l y  pat ient - focused ,  not  doctor-
focused  or  hosp i ta l - focused .   The ir  nurses ,  doc tors ,  admin i s t r a tors ,  
and  other  employees  a re  commit ted  to  de l iver ing  per fec t  pa t i ent  ca re .  

♦  Seventh ,  th i s  book  i s  d i f fe rent  because  we  l e t  these  savvy  hea l thcare  
peop le  te l l  the i r  s tory  in  the i r  own words .  
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Not All Auto Manufacturers Are the Same 

We sa id  tha t  these  two hea l thcare  sys tems  hea led  themselves  by  us ing  man-
agement  pr inc ip les  taken f rom an auto  manufacturer ,  but  not  a l l  automakers  are  not  
the  same .  Many  Amer ican  auto  manufac turer s  v i ew the i r  organ iza t ions  as  huge 
mach ines ,  and  see   the i r  employees ,  in  many ways ,  a s  rep laceab le  par t s .   Th i s  v iew 
i s  not  he lpfu l .  

Toyota ,  the  au tomaker  whose  pr inc ip les  were  adopted  by  the  hea l thcare  sys -
tems  we  s tud ied ,  v i ews  i t s  organ iza t ions  as  complex  soc ia l  sys tems ,  where  each  
employee  l ea rns  to  cont inua l l y  improve  h i s  or  her  work .  Employees  see  mak ing  
improvements  as  an  in tegra l  par t  of  the i r  jobs .  

G.  Kenneth  Turnbul l ,  Ph .D. ,  Execut ive  Vice  Pres ident  of  Alcoa ,  comment ing  
on  the  app l i ca t ion  of  Toyota  pr inc ip les  to  hea l th  ca re ,  exp la ins  why  i t s  sys tems  
were  t rans fe rab le  to  hosp i t a l s .  The  reason i s  tha t  Toyota  pr inc ip les  t each  peop le  
how to  improve  work  of  any  k ind .  

The  fac t  i s  tha t  a  pa t i ent  i s  not  a  ca r ,  and  never  wi l l  be .  So ,  i f  tha t  
were  the  prob lem we were  t ry ing  to  so lve ,  we ’d  be  s topped .  How-
ever ,  the  Toyota  sys tem i s  se t  up  to  ident i fy  cus tomer  needs  in  
very  c l ea r  ways ,  and  to  meet  those  needs  in  exp l i c i t ,  e f f i c i en t ,  
r ap id  suppl i e r -bu i ld ing  methods .  They ’ re  qu i te  super ior  in  the  
wor ld  of  work ,  so  i f  you  sa id  there  was  no  work  in  hea l th  ca re ,  
then  we ’ve  got  a  gap .  But  a s  long  as  you  confess  tha t  work ’ s  there ,  
then  I ’ve  got  a  so lu t ion .  

What  these  hosp i t a l  personne l  ga ined  f rom Toyota  was  the  knowledge ,  t r a in -
ing ,  and sc i en t i f i c  too l s  to  deve lop  teams  of  peop le  who cou ld :  

♦  become grea te r  than  the  sum of  the i r  par t s  

♦  work  toge ther  more  e f fec t ive ly  and  e f f i c i ent l y  

♦  cont inua l l y  improve the  processes  involved  in  the i r  jobs  

♦  see  how the i r  ind iv idua l  work  cont r ibutes  to  the  a im of  the  whole  sys -
tem.  

In  th i s  way ,  a l l  employees  in  these  hosp i ta l s  become sc ient i s t s ,  tha t  i s ,  they  
use  sc i en t i f i c  methods  of  exper iment  and  tes t ing  to  cont inua l l y  improve  the  work  
they  do .  

Any  modern  hosp i t a l  can  beg in  the  process  of  se l f -hea l ing  i f  i t s  doc tors ,  
nurses ,  a ides ,  and  admin i s t ra tors  a re  un iversa l l y  commit ted  to  do ing  so .   Once  
everyone  i s  p ledged  to  the  s ingu la r  purpose  of  ach iev ing  per fec t  pa t i en t  ca re ,  they  
need  to  l ea rn  how to  put  on  the  new mindse t—sys tems th ink ing—that  w i l l  he lp  
them do the  job .  Meet  our  two hea l thcare  sys tems  tha t  have  been  succeed ing .  

SSM Health Care  

SSM Hea l th  Care ,  headquar tered  in  S t .  Lou i s ,  Missour i ,  i s  one  of  the  l a rges t  
Cathol i c  hea l thcare  sys tems in  the  Uni ted Sta tes .  I t  owns ,  opera tes ,  and manages  23  
fac i l i t i e s ,  inc lud ing  20  acute  ca re  hosp i ta l s ,  in  four  s ta tes :  Missour i ,  Wiscons in ,  
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I l l ino i s  and  Oklahoma.  SSM Hea l th  Care  employs  near l y  22 ,000  peop le  and  af f i l i -
a tes  w i th  approx imate ly  5 ,000  phys ic i ans  work ing  in  d i rec t  ca re  fac i l i t i e s  and  re -
l a ted  bus inesses .   

Dur ing  the  1980s  l ike  many  other  organ iza t ions  and  indus t r i e s  a t  the  t ime ,  
SSM Heal th  Care  deve loped a  miss ion s ta tement ,  ident i f i ed  i t s  pr inc ip les ,  and l i s ted 
i t s  key  va lues .   Par t  o f  tha t  miss ion  s ta tement  announced tha t  they  were  commit ted  
to  cont inua l l y  enhanc ing  qua l i t y .   They  used  a  var i e ty  of  convent iona l  means  to  
convey  the i r  miss ion ,  pr inc ip les ,  and  va lues .   But  for  a l l  the i r  e f for t s  and  bes t  
in tent ions ,  a s  admi t ted  in  CQI and  the  Renovat ion  of  an  Amer ican  Hea l th  Care  
Sys tem,  a  book  tha t  t e l l s  the  SSM s tory  in  g rea t  de ta i l ,  they  had  “no opera t iona l  
s t ruc tures  or  cons i s tent  management  processes  to  ensure tha t  the i r  va lues  were  
be ing  ac ted  on”  da i l y  in  each fac i l i t y .   They  wondered ,  in  the  words  of  the i r  CEO,  
S i s te r  Mary  Jean Ryan ,  “What  wou ld  i t  t ake  to  have  the  cont inua l  enhancement  of  
qua l i t y  s imply  be  the  way  we  work  here?”  

By  1989 ,  SSM Hea l th  Care  l eadersh ip  had d i scovered  the  surpr i s ing  l ink  be-
tween qua l i t y  theor ies  used  in  manufac tur ing  and  how qua l i t y  methods  might  be  
app l i ed  in  hea l th  ca re .  Af te r  a l l ,  S i s t er  Mary  Jean exp la ins ,  “ i t  does  seem odd to  
re fer  to  hea l th  care  as  a  “product ,”  the  work  of  doctors  and nurses  as  a  “ repea tab le  
process ,”  and  pa t i en ts  a s  “cus tomers .”   

But  in  mak ing  tha t  connect ion ,  they  began  the i r  process  of  se l f -hea l ing .   
They  h i red  the  Process  Management  Ins t i tu te  to  gu ide  the i r  execut ives  through the  
pr inc ip les  and methods  of  qua l i ty  theory  and sys tems th ink ing ,  a  vers ion they  ca l l ed  
Cont inua l  Qua l i t y  Improvement  (CQI ,  for  shor t ) .  Wi th in  the  year ,  they  inv i ted  the  
ent i re  SSM Hea l th  Care  Sys tem to  commit  to  a  cu l tura l  r evo lu t ion  based  on  CQI 
pr inc ip les .  

Dur ing  the  mid-1990s ,  they  began  pursu ing  the  pr ized  Malco lm Ba ldr ige  Na-
t iona l  Qua l i t y  Award .  S tudy ing  the  Ba ldr ige  c r i t e r i a  he lped  them to  improve  the i r  
processes  and  se l f -hea l ing  even  more .   

Sen ior  Vice  Pres ident  in  charge  of  s t r a teg ic  p l anning  for  SSM Hea l th  Care ,  
Wi l l i am P .  Thompson ,  descr ibed  the  ear l y  days  th i s  way :  

We s ta r ted  go ing  through the  Ba ldr i ge ,  us ing  the  Ba ldr ige  cr i t e r i a  
a s  a  f ramework  for  improvement .  Peop le  sa id ,  “S i s ter ,  we  don’ t  
have  t ime to  do the  se l f - as sessments .  We don’ t  have  t ime  to  wr i te  
the  app l i ca t ions .  We don ’ t  have  t ime  to  do  th i s .  We have  o ther  
c r i ses ,  we  have  o ther  prob lems ,  f i r e s  to  f i ght ,  and  every th ing  
e l se .”  And S i s ter  has  a lways  l i s t ened  to  tha t  input  but  has  a lways  
re l i ed  on  her  own in te rna l  compass .  She  would  say ,  “No,  we  a re  
commit ted  to  th i s .  I  see  enough improvement .  I t  resonates  w i th  
my persona l  va lues .  I  be l i eve  tha t  th i s  wi l l  he lp  us  become a  bet ter  
organ iza t ion .”  And she  has  been  the  cons tant  dr iver  of  th i s  
throughout  the  l a s t  16  years  a t  SSM Hea l th  Care .   

In  2002 ,  SSM Hea l th  Care  was  the  f i r s t  hea l thcare  organ iza t ion to  rece ive  the  
Ma lco lm Ba ldr ige  Nat iona l  Qua l i t y  Award .  Today ,  they  cont inue  to  improve  a l l  
the i r  processes  and sys tems in the i r  unending des i re  to  prov ide  perfect  pat ient  care .  
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The Pittsburgh Regional Healthcare Initiative (PRHI) 

Our second good news  s tory  i s  about  the  P i t tsburgh Reg iona l  Hea l thcare  In i -
t i a t ive  (PRHI) ,  a  co l l abora t ive  e f for t  inc lud ing  hundreds  of  c l in i c i ans ,  for ty  hosp i -
t a l s  tha t  compete  for  pa t i en ts  but  coopera te  to  d i scover  bes t  prac t i ces ,  four  ma jor  
hea l th  insurer s ,  dozens  of  major  and  sma l l -bus iness  hea l thcare  purchasers ,  corpo-
ra te  and  c iv ic  l eaders ,  and  Pennsy lvan ia ’ s  a t torney  genera l .  I t  forms  a  un ique  co l -
l abora t ive  e f for t  o f  ind iv idua l s  and  ins t i tu t ions  tha t  prov ide ,  purchase ,  insure  and  
suppor t  hea l thcare  se rv ices  throughout  Southwes te rn  Pennsy lvan ia .  

PRHI Cha i r  and  Founder ,  Karen  Wolk  Fe ins te in ,  exp la ins  i t s  or ig ins  and  in -
sp i ra t ion .  

The  i s sue  a t  the  t ime  was  the  cos t  of  hea l th  ca re .  We wanted  to  
draw a t tent ion  to  the  fac t  tha t  we  thought  reg ions  d idn ’ t  have  to  
wa i t  for  a  na t iona l  so lu t ion  to  the  increas ing  cos ts  o f  hea l th  ca re  
but  cou ld  fash ion  a  so lu t ion  loca l l y  w i th in  the i r  own reg ion .   

I t  shou ld  be  noted  tha t  hea l thcare  de l ivery  i s  tha t  reg ion ’ s  l a rges t  s ing le  in -
dus t ry  and shapes  the  l i f e  o f  each  member  of  the  communi ty ,  as  of  course  i t  does  in  
o ther  communi t i e s .  

Raymond LeBoeuf ,  CEO of  PPG Indus tr ies ,  a  ma jor  employer  in  the  P i t t s -
burgh  area ,  added ,  “We d i scovered  as  a  communi ty ,  both  pub l i c  and  pr iva te ,  tha t  
hea l th  ca re  was  chewing  in to  to  our  to ta l  l eve l  of  re sources .  Our  p ie  i s  on ly  so  b ig ,  
and  i f  the  hea l th  care  p iece  of  tha t  p ie  ge t s  g rea te r  and  grea te r ,  o ther  th ings  wi l l  
shr ink  and  tha t  does  not  auger  we l l  for  P i t t sburgh .”   

The  members  of  PRHI are  work ing  toge ther  to  ach ieve  “ the  wor ld ’ s  bes t  pa-
t ient  outcomes” by  cont inua l ly  improv ing  hea l th  sys tem performance by  ident i fy ing  
and  so lv ing  prob lems  a t  the  po in t  of  pat i ent  ca re .  They  be l i eve  tha t  the  many  
cha l l enges  fac ing  hea l th  care  today—ris ing  cos t s ,  overcapac i ty ,  f rus t ra t ion  among 
c l in i c i ans ,  shor tage  of  workers ,  f inanc ia l  d i s t ress ,  ma lprac t i ce  c r i s i s ,  and  l ack  of  
access  to  ca re—are  a l l  s ymptoms of  the  same root  prob lem:  fa i lure  of  the  sys tem to  
focus  so le l y  on pa t i ent  needs .  

L ike  SSM Hea l th  Care  in  S t .  Louis ,  the  P i t t sburgh Reg iona l  Hea l thcare  In i t i a -
t ive  used sys tems- think ing pr inc ip les  and cont inua l  qua l i ty  improvement  methods in  
order  to  ach ieve  the i r  needed  t rans format ion .  PRHI turned  to  the  Toyota  Produc-
t ion  Sys tem.    

Pau l  O’Nei l l ,  former  U .S .  Treasury  Secre ta ry  and  former  CEO of  PRHI ,  was  
prev ious ly  CEO of  Alcoa ,  where  he  used  Toyota  methods  to  de l iver  an  800  percent  
increase  in  marke t  cap i t a l i za t ion  whi l e  mak ing  i t  one  of  the  safes t  compan ies  in  the  
wor ld  to  work  for .  He  emphas ized  the  p ioneer ing  qua l i t y  of  PRHI ’ s  e f for t s :   

For  me,  th i s  i s  a  r ea l l y  an  impor tant  s tep ,  one  of  many  we  need  to  
take  in  P i t t sburgh ,  to  demonstra te  to  the  res t  of  the  country  and  
the  res t  of  the  wor ld  tha t  we  don ’ t  have  to  t ake  what  we  have  as  a  
g iven  and accept  med ica t ion  e r rors  and  infec t ions  tha t  a re  ac -
qu i red  in  the  hosp i t a l  tha t  you  d idn ’ t  br ing  wi th  you  and  in  be ing  
g iven  incorrec t  procedures  tha t  s tem f rom a  l ack  of  knowledge  or  
t r a in ing .   
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In  l i gh t  of  hea l thcare  s ta t i s t i c s  across  the  country ,  some of  the i r  pa t i en t -
centered  goa l s—zero  medica t ion  e r rors ,  zero  hosp i t a l - acqu i red  infec t ions ,  and  
per fec t  c l in ica l  r esu l t s  a s  measured  by  compl ica t ions ,  readmiss ions  and  other  pa -
t i en t  outcomes—seem imposs ib le  to  a t ta in.   But  they  are  commit ted to  work toward 
these  goa l s .   Th i s  book  exp la ins  why  th i s  pursu i t  o f  per fec t ion  in  hea l th  care  i s  
insp i r ing  and  ef fec t ive .   And ,  meanwhi l e ,  wi th in  three  months  of  rea l - t ime problem 
so lv ing  in  one  a rea  of  the  in tens ive  ca re  un i t ,  the  number  of  hosp i ta l - acqu i red  
in fec t ions  was  reduced to  zero  and  has  rema ined  a t  ze ro .  

A Spirit of Hope and Optimism 

In  the  fo l lowing  pages ,  doc tors ,  nurses ,  a ides ,  and  admin i s t ra tors  t e l l  how 
and why  these  two hea l thcare  sys tems  a re  ge t t ing  be t te r  a t  mak ing  pa t i en ts  sa fe r  
and  sa fer .  

They  t a lk  about  the i r  amazement  a t  see ing  the i r  own work  wi th  new eyes ,  the  
sa t i s f ac t ion  of  l ea rn ing  how to  organ ize  th ings  more  ef fec t ive ly ,  the i r  de l i ght  a t  
improved  med ica l  outcomes  and  happ ier  pa t i en ts ,  and  the i r  surpr i se  a t  how much 
more  they  a re  en joy ing  the i r  work .  

Phys ic i ans  t e l l  how be ing  fu l l y  invo lved in  the i r  hosp i ta l ’ s  se l f -hea l ing  can  
g ive  new l i f e  to  the i r  med ica l  ca reers .   Nurses  t es t i f y  tha t  the i r  hosp i t a l ’ s  se l f -
hea l ing  g ives  them the  chance  to  be  t ru ly  nurses  aga in .   

Admin i s t ra tors  t e l l  how they  l ea rned  to  manage  hea l thcare  fac i l i t i e s  tha t  a re  
g rowing  hea l th ie r  and  more  pa t i ent -centered  every  day .  

Ins tead  of  descr ib ing  on ly  the  s i ckness  of  hosp i ta l s  and  how dangerous  they  
cont inue  to  be ,  th i s  book i s  meant  to  insp i re  hope and opt imism.  In  i t s  chapters  the  
personne l  descr ibe  in  the i r  own words  the  organ iza t iona l  cure  and  how hosp i ta l s  
can  become pa t i ent -centered .  

The  book i s  d iv ided in to  three  par ts .  People  f rom SSM Hea l th  Care  and PRHI 
te l l ,  f i r s t ,  about  the  prob lems  they  faced ,  second ,  the  so lu t ions  they  found and ,  
th i rd ,  the  pa th  of  the i r  improvement .  
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It’s seeing things differently, seeing through new eyes. I worked here many years, 
and walking down the hallway I see things today that I didn’t see 5, 10, 14 years 
ago.  I think it’s because I’m looking at things differently. I’m looking at prob-
lems, and when they come up, I have the staff or the nurse find the answer to the 
problem….  We’re now asking the staff to identify the problem and then to come 
up with the solution. 

Tina Danzuso, RN, Ward Director, General Surgery, 
 Shadyside Hospital 

 
 

CHAPTER 9 
 

WALKING AROUND WITH NEW EYES 
 
 

Because  sys tems th ink ing  br ings  about  a  rad ica l  inner  t ransformat ion,   we use  
metaphors  to  descr ibe  how a  person  changes  as  he  or  she  deve lop  these  new ab i l i -
t i e s .  

“ I  ( au thor  C la re  Crawford-Mason)  was  a  nears ighted  l i t t l e  g i r l .  I  cou ld  read  
words  in  a  book qu i te  eas i l y ,  but  when the  teacher  wrote  words  on the  cha lkboard ,  
they  were  a  b lur .   I  wou ld  ge t  the  r ight  answers  to  the  prob lems I  cop ied  of f  the  
cha lkboard ,  but  I  had  coped  the  wrong  numbers .   F ina l l y ,  a t  age  e l even  I  got  eye -
g lasses .  I  f e l t  l i ke  I  had  rece ived  new eyes .   And tha t  every th ing  was  c l eaner  and  
sharper .  I  cou ld  see  l eaves  on  t rees  and  read  l i cense  numbers  on  cars !   Noth ing  was  
b lur ry  or  fuzzy  anymore !”  

Learn ing  sys tems  th ink ing  i s  l i ke  ge t t ing  a  new pa i r  of  g las ses  a f te r  hav ing  
been  nears ighted  a l l  your  l i f e .  

We keep  say ing  tha t  sys tems  th ink ing  i s  a  new mindse t  because  you  l ea rn  to  
use  your  mind  in  a  way  comple te l y  d i f fe rent  f rom the  ways  you  have  been  us ing  i t .   
And th i s  new mindse t  a l so  changes  your  eyes—the  very  way  you  see  and  perce ive  
th ings .   I t  sh i f t s  your  v i s ion  so  tha t  you  beg in  to  see  c l ea r l y  th ings  tha t  had  a lways  
been  fuzzy ,  out  of  focus  or  you  cou ldn ’ t  see  before .  

It Takes Time 

Whi le  C la re ’ s  eyeg lasses  changed  her  v i s ion  ins tant l y ,  deve lop ing  sys tems-
th ink ing  eyes  t akes  t ime  and  t ra in ing .   I t ’ s  more  l i ke  l ea rn ing  to  read  mus ica l  nota -
t ion  or  to  dec ipher  l e t t e r s  in  a  l anguage  l i ke  Greek ,  Hebrew or  Russ ian  tha t  doesn’ t  
use  our  f ami l i a r  a lphabet .  Af te r  gu idance  and  prac t i ce ,  those  l i t t l e  dots  and  squ ig -
g les  beg in  to  make  sense  and revea l  the i r  mean ing .   One  day  you  rea l i ze  you  can  
read  mus ic  or  a  fore ign  l anguage .   What  had  been  imposs ib le  before  has  become 
easy  and  na tura l .  

That ’ s  what  happened  to  the  peop le  a t  PRHI and SSM Hea l th  Care  when they  
say  they  have  “new eyes .”   Af te r  t ra in ing  and  prac t i ce ,  they  l ea rned  to  recogn ize  
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th ings  tha t  had  a lways  been  there  in  the  hosp i ta l  un i t  but  tha t  they  cou ld  never  
ident i fy  c l ea r l y  before .   The  essent i a l  ac t  here  i s  to  see  how work  ge t s  done  and  the  
pa t i ent  i s  ca red  for  through a  se r i e s  of  processes .   These  processes  can  be  de-
sc r ibed  and  mapped ,  wh ich  makes  improvement  poss ib le .   Th i s  chapter  i s  the i r  
s tory  about  ge t t ing  new eyes  and  be ing  ab le  to  see  “ the  l eaves  on  t rees .”  

La te r  in  the  chapter ,  in  a  sec t ion  ca l l ed  “Learn ing  How to  Use  New Eyes ,”  
hosp i ta l  s t a f f  exp la ins  how they  l ea rned  to  ask  ques t ions  they  never  asked  before  
and  how those  ques t ions  he lped  open  the i r  new eyes  even  wider .  

In  a  s tory  about  the  neces s i t y  for  hand wash ing  in  hosp i ta l s ,  we  see  how 
nurses  l ea rned  to  co l l ec t  da ta  tha t ,  when presented  c lear ly ,  cou ld br ing  about  major  
changes  in  behav ior .  

The  chapter  ends  wi th  a  s tory  about  a  da i l y  sea rch  for  miss ing  keys  tha t  was  
so lved  in  a  few moments  when some new eyes  looked  a t  the  prob lem.  The  new 
answer  saved  t ime ,  money  and  he lped  the  pa t i ents .  

Trying to Explain What Happened to Them 

Of the  images  the  doctors  and  nurses  a t  SSM and PRHI used  to  descr ibe  the 
new mindset  and inner  t ransformat ion they  developed f rom s tudying  sys tems th ink-
ing ,  qua l i ty  management  pr inc ip les ,  and  the  Toyota  Product ion  Sys tem,  the  eas i es t  
to  g rasp  i s  ge t t ing  “new eyes .”  The  new mindse t  had  g iven  them,  not  s imply  be t te r  
eyeg lasses  to  see  through o ld  eyes ,  but  t ru ly  new eyes .  Whi le  new eyeg lasses  may  
he lp  you  to  see  be t te r  what  you  a re  used  to  see ing ,  new eyes  he lp  you  to  see  th ings  
you  never  saw before .  So ,  doctors  and  nurses  and even adminis t ra tors  were  wa lk ing  
a round the  hosp i ta l  w i th  new eyes .  Ins tead  of  mere ly  see ing  how th ings  a re  done ,  
they  began  to  see  how th ings  cou ld  be  done  d i f f erent ly  and bet ter .  They  even began 
to  pred ic t  prob lems tha t  hadn ’ t  occur red  because  they  cou ld  see  them wi th  the i r  
new eyes .  

Th ings  l i ke  “work-arounds”  and  use less  s teps  tha t  used  to be  car r i ed  out  
au tomat ica l l y  a s  an  expec ted  requ i rement  of  the i r  jobs  were  now seen  as  e r rors  or  
prob lems tha t  needed  to  be  e l imina ted  or  a t  l eas t  improved .  

Jus t  ge t t ing  peop le  to  th ink ,  “Oh,  th i s  cou ld  be  an  e r ror ,”  and  
look ing  a t  any  s i tua t ion  wi th  open eyes ,  and  not  jus t  adapt ing  to  i t  
a s  they  had  grown accus tomed to  in  the  pas t .   …Stopping to  th ink ,  
”You know,  th i s  cou ld…cause  a  prob lem though i t ’ s  not  now.”   

Elaine Hatfield, MPM, Clinical Operations Officer 
LifeCare Hospitals of Pittsburgh 

To have  eyes  tha t  see  d i f f erent l y  and  eyes  that  see  each problem as  
an  oppor tun i ty  to  be  so lved ,  and  to  unders tand  how we  can  l i t e r -
a l l y  so lve  spec i f i c  problems and  make  spec i f i c  improvements  
qu ick ly .   

Kenneth Segel, Executive Director’ 
PRHI 
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That  one  sk i l l ,  a l l  in  i t se l f ,  wi l l  change  the  way  you  th ink  about  
your  work .   

Tami Merryman, RN, 
Vice President of Patient Care Services, Shadyside Hospital 

I  see  my work  env i ronment  d i f fe rent l y  now than  I  saw i t  severa l  
yea rs  ago .  And I  th ink  i t  i s  impor tant  for  us  to  unders tand  how 
our  work  i s  be ing  done .  I t ’ s  r ea l l y  the  pr ime  cons idera t ion ,  be-
cause  once  we  unders tand  tha t—that  the  way  we  do  our  work  a f -
fec t s  the  outcomes  tha t  we  have ,  a f fec t s  our  pa t i en ts—then we  
unders tand  tha t  we  can  measure  how we l l  we  do  our  work  so  tha t  
we  can  make  a  change  in  i t ,  then  see  whether  i t ’ s  be t te r  or  worse .  
Th i s  i s  a  very  power fu l  concept .  

Michael H. Culig, MD, Cardiothoracic Surgeon 
West Penn Hospital 

Learning How to Recognize Problems 

Over  the  pas t  twenty  years  here ,  I  have  been  a  d i rec t  f ront - l ine  
t rad i t iona l  head  nurse ,  superv i sor ,  and  c l in ica l  d i rec tor .  I ’ve  had  
hundreds  of  nurses  who have  worked  for  me ,  and  I  a lways  thought  
I  d id  a  rea l l y  good job .  I  ca red  about  the  work  env i ronment  in  
which  they  worked ,  I  unders tood the i r  problems ,  and  I  ca red  
about  my pa t i ents .   

But ,  you  know what?  Dur ing  the  pas t  f ive  yea r s ,  you l earn  a  lo t  ac-
tua l l y  work ing  in  the  shoes  of  your  employee—work ing  bes ide  the  
person who passes  out  the  l inens  in  the  morning ,  see ing  how d i f f i -
cu l t  i t  i s  for  a  nurse  when they  need  to  go  and  get  a  sy r inge  for  a  
pa t i en t  out  of  the  med ica t ion  door  and  i t ’ s  not  there ,  or  how d i f -
f i cu l t  i t  may  be  for  the  fe l low who br ings  up  the  supp l i e s  who has  
to  ge t  f ive  separa te  keys  to  put  away  dress ings .  That  s tu f f  doesn ’ t  
make  any  sense .    

But  I  jus t  a s sumed tha t  was  very  normal .  I  th ink  you  k ind of  ge t  
used  to  i t .  Unt i l  I  went  and  observed  minute  by  minute  and  fo l -
lowed those  d i f fe rent  d i sc ip l ines—who a l l  p rov ide  care  to  the  pa-
t i en t ,  maybe  not  d i rec t l y  but  ind i rec t l y—I became more  l ea rned ,  I  
wou ld  say ,  in  unders tand ing .  Somet imes  we  have  d i f f i cu l t  p roc-
esses  to  work  in .   

Susan Christie Martin, RN, Director, 
Nursing Support Services, Shadyside Hospital 

There  i s  a  sense  tha t  par t  o f  our  work  i s  to  work  a round prob lems 
so  one  of  the  very  ea r l y  d i f f i cu l t i e s  we had on the  l earn ing  l ine  
was  tha t  nurses  d idn ’ t  recogn ize  the i r  prob lems—that  they ’ re  the  
ones  who a re  supposed  to  say  th i s  i sn ’ t  work ing  or  I ’m hav ing  a  
prob lem wi th  tha t .  They  had  a  ha rd  t ime  recogniz ing  a  prob lem 
because  they  dea l t  w i th  i t  every  day  by  work ing  a round i t .  I t  
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turned  out  tha t  what  they  had  to  do—the  hero ic  e f for t  to  ac tua l l y  
ge t  through the i r  day  wi th  many work-arounds—they  cons idered  
tha t  the  work  of  hea l th  care .   

David Sharbaugh, Director of Quality Improvement, 
Shadyside Hospital 

Learning How to Use “New Eyes” 

Doing  observa t ions ,  measur ing  and  co l l ec t ing  da ta  a re  a l l  impor tant  “new 
eyes”  sk i l l s .  And they  must  be  l ea rned  and  prac t i ced .  So ,  deve lop ing  “new eyes”  
requ i res  t r a in ing .  

I  th ink  tha t  the  most  impor tant  aspec t  of  th i s  way  of  th ink ing i s  to  
be  ab le  to  s i t  back  and  watch  ana ly t i ca l l y—to l e a rn  how to  watch  
ana ly t i ca l l y  and  to  spend the  t ime do ing  i t .  That  i s  a  sk i l l  tha t ,  
ce r ta in ly ,  every  phys ic ian  can  deve lop .   

Michael H. Culig, MD, Cardiothoracic Surgeon 
West Penn Hospital 

I t ’ s  a l l  about  look ing .  Does  the  pat ient  ge t  the  medic ine  when they  
need  i t ?  Do they  have  the  r ight  med ic ine  a t  the  c loses t  t ime?  I ’ve  
been  invo lved  in  look ing  a t :  How do we  insure  supp l i e s  a re  there?  
How do we  insure  tha t  we  have  t ime to  do  the  r igh t  th ings  for  pa -
t i en t s?   

Deborah Thompson, RN, Quality Trainer, 
PRHI 

Waste  i s  everywhere .  To see  i t  r equ i res  a  t r a ined  eye  tha t  i s  deve l -
oped  over  t ime .  But  I  f i rmly  be l i eve ,  i f  there ’ s  no  o ther  message  
tha t  ge t s  out  to  hea l thcare  l eadersh ip  than  th i s ,  “Get  out  of  your  
cha i r .  Get  out  to  your  depar tments  and  watch  what ’ s  happen ing .  
Because  you  wi l l  be  amazed  a t  what  you  th ink  i s  happen ing  versus  
what ’ s  rea l l y  happen ing .”  And so ,  i t ’ s  the  t ra ined  eye .  Was te  i s  
everywhere  but  you  have  to  know how to  look  for  i t .   

Tami Merryman, RN, Vice President of Patient Care Services, 
Shadyside Hospital 

How “New Eyes” help Effect Change 

Firs t ,  w i th  any  of  these  in i t i a t ives ,  you  have  to  go  in  and  under -
s tand  a  cur rent  cond i t ion—what  i s  ac tua l l y  occur r ing  today .  So ,  
we  spend a  lo t  o f  t ime  do ing  what  we  ca l l  observa t ions—going  
a round ,  observ ing  nurses ,  nurse  a ides ,  and  o thers—to rea l l y  un-
ders tand  the  work  tha t ’ s  be ing  per formed on  th i s  un i t .  

Deborah Ruckert, Quality Improvement Director, 
Allegheny General Hospital 

One of  the  th ings  tha t  were  t a lked  about  was  improv ing  our  hand  
wash ing  compl i ance .  I t ’ s  s ad  to  say  but  in  hea l th  care  today  people  
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don’ t  wash  the i r  hands  l ike  they  shou ld .  I  can  remember  s i t t ing  in  
th i s  room and  hav ing  severa l  of  my es teemed phys ic i an  co l l eagues  
swear  up  and  down,  “We a l l  wash  our  hands .  We never  not  do  
tha t .  I  can ’ t  be l i eve  anyone  wou ld  accuse  us  of  such  inappropr i a te  
behav ior .”  I  jus t  sa t  there  and  I  l i s t ened  and I  sa id  to  myse l f ,  
“Okay .  Yeah .  Sure .  A l l  r i gh t .”  Then we  went  out  and  t ra ined  the  
in fec t ion-cont ro l  nurses  how to  do observat ions  on hand wash ing .  
And our  f i r s t  r epor t  was  tha t  32  percent  of  the  phys ic i ans  wash  
the i r  hands .   

I t ’ s  a  d i f fe rent  tone  in  a  meet ing  when you  have your  es teemed 
l eader  say ing ,  “You ’ re  a l l  c razy ,”  and  when you  go  back  and  you  
say ,  “Wel l ,  you  know we jus t  happened  to  go  out  and  look .  We ob-
served  18  phys ic i ans  and  s ix  of  them wash  the i r  hands .”  And they  
can ’ t  r e fu te  i t .  They  can ’ t  say ,  “Wel l  you  know…” Then they  ge t  
a l l  s t ammer ing  and  s tu t ter ing  about  the  rea l  f ac ts  a s  i f  to  say ,  
“ Jus t  don’ t  confuse  my percept ions  wi th  fac t s ,  you ’ re  screwing  me 
up  here .”    

So ,  d id  I  ever  know the  magn i tude  of  those  i s sues  wi thout  look-
ing?  I f  someone  were  to  say  to  me ,  “Do you  th ink  everybody  in  
your  hosp i t a l  washes  your  hands?”  I ’d  say ,  “No,  I  don ’ t .  I ’m not  
s tup id .  I  wasn ’ t  born  yes terday .”  But  i f  they  asked me,  “How many 
d id  wash  the i r  hands?”  Oh,  I ’d  be  guess ing .   

Now,  I  don ’ t  guess .  I t ’ s  the  d i f fe rence  be tween th ink ing  you  know 
what  goes  on  and  rea l l y  knowing ,  and  knowing  where  to  go  to  ad-
dress  i t .   

Tami Merryman, RN, Vice President of Patient Care Services, 
Shadyside Hospital 

Jus t  two weeks  ago ,  we  a l l  ended  up  swarming  the  l ab  and  swarm-
ing  the  emergency  depar tment  to  say ,  “What  can  we  do  in  these  
a reas  to  make  th ings  be t te r ?  And he lp  them lea rn  the  eye .”  So ,  i t ’ s  
re inforcement .  I t ’ s  a  process  of  work ing  wi th  them s ide  by  s ide .  

Tami Merryman, RN, Vice President of Patient Care Services, 
Shadyside Hospital 

Nurses  d idn ’ t  r ecogn ize  the i r  prob lems  because  they  dea l t  w i th  
them every  day .  And i t  tu rned  out  tha t  what  they  had  to  do- - the  
hero ic  e f for t  to  ac tua l l y  ge t  through the i r  day - - they  cons idered 
tha t  the  work  of  hea l th  care .   

David Sharbaugh, Director of Quality Improvement,   
Shadyside Hospital 

For  example ,  i f  a  nurse  goes  to  ge t  a  med ica t ion  for  a  pa t i en t  and  
the  med ica t ion  i sn ’ t  there  but  she  knows  Mr .  Smi th  in  the  next  
bed  has  tha t  med ica t ion ,  she ’ l l  t ake  i t  f rom Mr .  Smi th  and  g ive  i t  
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to  Mr .  Jones  and  then  she ’ l l  go  ca l l  the  pharmacy  and  rep lace  Mr .  
Smi th ’ s  med ica t ion .  We ca l l  tha t  a  work  around .  

JoAnn V. Narduzzi, MD, Ph.D., VP of Academic Affairs, 
Pittsburgh Mercy Health System 

Identifying Errors 

You have  to  see  the  e r rors  before  you can e l iminate  them.  You have  to  accept  
tha t  they  a re ,  in  fac t ,  e r rors .  Bus iness  as  usua l  has  no p lace  in  sys tems  th ink ing .  

The  pharmac i s t  had  about  150  prescr ip t ions  tha t  he  rece ived  dur -
ing  the  day ,  and  a l l  but  two of  them needed  fo l low-up before  he  
cou ld  f i l l  them.  

In  common prac t i ce  the  pharmac i s t  doesn ’ t  see  tha t  a s  an  e r ror .   
He  sees  i t  a s  work .  

Most  peop le  wou ld  say  the  e r ror  occurs  when the  pa t i en t  ge t s  the  
wrong  med ica t ion .  

In  sys tems  th ink ing ,  when a  pharmac i s t  has  to  go  back  to  f ind  out  
what  the  in tended communica t ion  was ,  tha t ’ s  an  e r ror .  

Paul O’Neill, Former U.S. Treasury Secretary, 
Former CEO, PRHI 

Ph.D.  pharmac is t s  who man phone l ines  to  in tervene wi th  the  phy-
s i c i ans .   Th i s  i s  a  s ign i f i cant  was te  of  t ime .  

Those  pharmac i s t s  cou ld  be  in terac t ing  wi th  pa t i en ts ,  do ing 
eva lua t ions  and  h i s tor i e s ,  do ing  educat ion ,  do ing  those  k inds  
th ings  tha t  enhance  pa t i ent  sa fe ty .   

So  many  of  the  th ings  tha t  happen  in  a  hosp i t a l  a re  abso lu te l y  p i t -
f a l l s  for  med ica t ion  e r rors ,  r ea l  med ica t ion  er rors  to  occur .  We 
jus t  work  a round them because  we ’ve  got ten  very  good a t  i t .  

JoAnn V. Narduzzi, MD, Ph.D., VP of Academic Affairs, 
Pittsburgh Mercy Health System 

Unnoticed Errors 

Error  occurs  everywhere ,  unnot iced ,  unt i l  someone us ing  new eyes  
not i ces  i t .  The  er ror  cou ld  be  as  s imple  a s  a  lock  and  key .   We fo l -
lowed nurses  minute  by  minute ,  sh i f t  by  sh i f t ,  for  severa l  days  and 
we  found a  nurse  was  was t ing  t ime  look ing  for  a  key .   And so  to-
day  each  nurse ,  when he  or  she  comes  on  the  sh i f t ,  ge t s  her  own 
se t  of  keys .   So  there ’ s  no  was te ,  there ’ s  no  one runn ing  around 
look ing  for  a  key .   But  most  impor tant ,  the  pa t i ent  i s  ge t t ing  what  
he  or  she  needs  r ight  away .  

Tina Danzuso, RN, Ward Director, General Surgery, 
 Shadyside Hospital 
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 Unexpected Savings 

The keys  save  15  minutes  each sh i f t ,  th ree  sh i f t s  a  day .  Over  a  year ,  the  hos-
p i t a l  s aves  more  than  11  days  of  nurse  t ime  on  one  ward  because  of  one  observa-
t ion .  

How you  l ea rn  i s  s imply  go ing ,  look ing  and  see ing ,  so lv ing  the  
prob lem,  t ry ing  a  so lu t ion ,  chang ing  tha t  so lu t ion .  And i f  i t  
doesn ’ t  work ,  t r y ing  another  so lu t ion .  

Deborah Thompson, RN, Quality Trainer, 
PRHI 

I t  i s  impor tant  to  remember  tha t  peop le  do  not  acqu i re  “new eyes”  by wi l l ing  
i t  o r  wi sh ing  i t  o r  by  read ing  about  i t .  New v i s ion  requ i res  t ra in ing  and re inforce-
ment .  You can ’ t  s imply  inv i te  a  g roup of  peop le  in to  a  room and ask  them to  redes -
ign  a  ce r ta in  process .  Such  a  g roup ,  i f  they  a re  to  succeed  in  t ru ly  improv ing  a  
process ,  must  have  prof ic i ency  in  severa l  sys tems- th ink ing  sk i l l s ,  such as  how to  do 
observa t ions ,  how to  co l l ec t  da ta ,  how to  measure  and  record  resu l t s ,  how to  make  
f lowchar t s ,  and  how to  car ry  out  the  P lan-Do-Check-Act  (PDCA)  cyc le .  

A l so ,  the  peop le  a t  PRHI and  SSM Hea l th  Care  d i scovered  tha t  “new eyes”  
were  bes t  used  in  t eams  and  tha t  t eams  were  most  success fu l  when they  shared  da ta  
and  d i scover i e s ,  which  i s  the  theme of  the  next  chapter .  

 

 

 

SOME THINGS TO REMEMBER FROM THIS CHAPTER 

♦ New eyes emerge from seeing the hospital  as a system and a new belief 
that improvements can be made by redesigning  how work is done. 

♦ New eyes see the workplace from a different perspective, e.g.  Does this 
help the patient?  Could it be simpler?  

♦ New eyes continually see new problems and possibil it ies for improvement.  

♦ New eyes see formerly unnoticed interactions among people and formerly 
ignored connections between events.  

♦ When new eyes look at the workplace culture and processes,  i t  provokes 
questions about tradit ion and habits.  

♦ New eyes see latent errors. 

 

 


