Abstract: TLS Puts Patients First in the Emergency Department - by Richard Ashe and John Hudson
Audience: General 	       Industry: Healthcare        Case Study - Danville Regional Medical Center (DRMC) in Danville, VA USA 
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Learning Objectives:
· Recognize the critical role of leadership support and robust guiding principles in the implementation of change
· Appreciate the role of data in ensuring that the changes are impactful 
· Understand the importance of employee ownership for achieving sustainability of improvements
Questions perhaps asked at presentation end to elaborate on subject and improve understanding and transfer of idea:
1. What were the biggest barriers to the success you’ve realized so far?
2. How were pilots scoped and planned to safely “test drive” the improved system?
3. What were the key factors that contributed to the effective sustainment of improvements?
Background
Emergency Departments across the United States and the world are faced with major challenges. Sometimes utilized instead of primary care physicians, the resulting volume, wait times, and overall flows are difficult to manage. Such scenarios require maintaining sufficient resources and revenue - while ensuring timely, high-quality care with controlled expenses. Danville Regional Medical Center’s 2013 strategic initiatives included applying proven principles and methods of the Theory of Constraints, Lean, and Six Sigma (TLS aka “CL6” ). Earlier, the CEO arranged a showing of The Goal movie and a facilitated debrief for 50 of his managers and directors. He also recruited and hired a certified Six Sigma Black Belt in January, 2013. Initial results have been impressive and DRMC plans additional TLS applications in this area and others.
What To Change?
Several Undesirable Effects (UDE’s) and their causes required analysis. If patients experience lengthy wait times, they are extremely dissatisfied. Mortality rates are also higher when these delays occur, so longer Length of Stay (LOS) correlates with poor outcomes and greater risk of death. If a patient leaves before their Medical Screening Exam (MSE), the department cannot address their illness or injury, that may even be life threatening. Designated as LWOT (Left WithOut Treatment), this is a primary quality of care issue.  Patients leaving without treatment also become a source of lost revenues (from their Emergency Department visit and from their potential hospital admission). Upon analysis of the Current Reality Tree (CRT) of these negative effects and their causes, DRMC decided to focus on reducing LWOTs to gain the most significant positive impact on quality of care, patient satisfaction and the hospital’s financial security.
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Regression analyses were conducted to determine what factors most affect LWOT. Variables investigated included volume of patients, Length of Stay, Arrival to Triage time, Arrival to Bed time, Arrival to MSE time and others.  The MSE is conducted by a MD or mid-level provider, i.e., a Physician’s Assistant (PA), or a Nurse Practitioner (NP). The single factor that had a statistically significant effect on LWOT was Arrival to MSE.
Baseline DRMC Emergency Department statistics from 2012, based on Average Daily Visits of 127 Patients:
Average arrival time to MSE = 	  88 minutes (vs. 75 minutes average in VA and 55 minutes average in the U.S.)
Average Length of Stay	 = 	245 minutes
Average LWOT % = 		 8.1%	 
What to Change To?
A better Future State results when patients start their MSE as fast as reasonably possible, yielding improved patient satisfaction, shorter Lengths of Stay, lower mortality rates, increased Emergency Department capacity and reduced loss of revenue. The results have been extremely impressive:
· Average arrival time to MSE time was improved from:	  88 minutes to 	 32 minutes  - a 63% reduction
· Average Length of Stay was decreased from :		245 minutes to 188 minutes  - a 23% improvement
· Without any capital expenditures, this essentially increased the Emergency Department capacity by 30%
· The percentage of patients who left without treatment was reduced from 8.1% to 1.8% - a 77% reduction
· Thus, on average, 8 people were treated by a physician that would have otherwise left before their MSE.
· Based on revenue from Emergency Department visits and admissions, this reduced rate of LWOTs translates into over $2 million dollars in potentially recaptured revenue charges.

How To Cause the Change?
The chosen focus for DRMC’s Emergency Department was to get patients to their MSE clinician as soon as possible!
This was realized through application of DRMC’s four guiding principles of change management. Change must be:
1. Patient Centered – Without exception, every question must be answered in the context of what is best for the patient. Will this change improve outcomes? Will this change increase patient satisfaction? Will this change reduce costs or otherwise ensure the financial integrity of the hospital? Are we putting the Patient First?
2. Data Driven – Perception can often lead to misconception. Data must be analyzed and cannot be ignored. Any change initiatives must consult data before and after a change to ensure that the change had the desired impact without causing unintended consequences.
3. Employee Owned – Change must be owned and driven by front line staff – those that perform the steps of a given process. Without employee ownership, change cannot be sustained, unintended consequences are much more likely. Even if improvement is realized, improvement from initiatives with employee ownership nearly always outpace non-employee owned change initiatives.
4. Supported by Servant Leaders – Servant Leaders’ responsibilities are to set the direction, focus, and purpose of a team; listen to and incorporate the ideas of the team; set guard rails and parameters around scope (budget, timeline, etc); intervene in a timely manner; and to simply be present (genchi genbutsu).

Consistent with these principles, the DRMC Department of Lean Management scheduled a Rapid Improvement Event (Kaizen) and assembled a team of front line staff including representation from nursing, physicians, physician’s assistants, phlebotomy, and registration. This group met for two days and reviewed the data around voice of the customer, the connection between LWOTs and Arrival to MSE, and other factors. The team then mapped out the current state, validated it, discussed types of waste, and next established an entirely new process. The resulting leaner process went from 84 steps to 12 steps.
	A timeline for training, pilots, and implementation was developed and followed.
	Throughout pilots and implementation, several factors ensured success and sustainability:
· All staff received the same and consistent message of the new process. This training was led by the team members. These were the front line staff that owned the process and had a vested interest in its success.
· Servant Leadership was seen and felt on a daily, often hourly, basis. Members of the Executive Leadership team performed Gemba walks in the department – seeking to understand what was working well, and what needed to be improved. A representative of this team was available 24 hours a day.
· Results were communicated on a daily basis and department leaders instituted mid-shift updates to keep staff apprised of their performance. This supported real-time escalation of barriers to success and that the intended process was followed.
Lessons Learned and Implications
Successes - These results have been incredibly positive and this significant transformation has been recognized and felt by both patients and the regional community in South Central Virginia.

Challenges, Obstacles and How They Were Overcome – The sustained improvements validated the effectiveness of DRMC’s four guiding principles for change. Assuring that changes were patient centered, data driven, employee owned and supported by servant leadership was instrumental in avoiding the challenges and obstacles that may sometimes impede progress in well-meaning initiatives. Proven methods of the Theory of Constraints, Lean and Six Sigma were deployed as appropriate.

Implications - We still believe we can do better, and owe it to our patients and community to do so. Over the next few months, we plan additional applications of the Theory of Constraints, Lean, and Six Sigma to further ensure that we place our Patients First!
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