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OUTLINE OF PRESENTATION 
PRACTICE PERSPECTIVE RESEARCH PERSPECTIVE 

WHAT DID WE DO WHAT DID WE DO 

 

WHAT DID WE ACHIEVE 

 

WHAT DID WE ACHIEVE 

 

KEY LESSONS LEARNT KEY LESSONS LEARNT 

 



SOUTH AFRICAN HEALTHCARE 

LANDSCAPE 
 

 
QUADRUPLE BURDEN OF DISEASE 

PUBLIC PRIVATE DIVIDE AND 

FUNDING STREAMS 

VERY POOR OUTCOMES DATA 

 LOTS OF MONEY IS SPENT 

 



ARE WE SPENDING TOO 

LITTLE? 
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PROPORTION OF GLOBAL 

HEALTHCARE SPEND 
(WORLDMAPPER.ORG) 
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WHY SUCH A POOR RETURN ON 

INVESTMENT 
• Ineffective leadership, inexperienced 

managers and poor insight into health 

systems (Kleinert and Holton, 2009) 

• National Minister of Health : 

– “you don‟t need to be extraordinarily rich to run a 

good health system” 

– Poor managerial skills and failure to act on known 

deficiencies 

• Management Capacity Development (Point 4); 

Operational Systems Development (Point 3) 
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LOTS OF MONEY SPENT 

+ 

POOR OUTCOMES 

= TIME TO DO BUSINESS UNUSUAL 



WHAT OPTIONS ARE AVAILABLE TO 

CHANGE THIS? 
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STRENGTHEN 
MANAGEMENT 

IMPROVED 
QUALITY 

INCREASED 
PARTNERING 

IMPROVED 
EFFICIENCY 



What is Lean? 

• IDENTIFY THE CURRENT STATE BY MAPPING 
THE PROCESS (MEASURE) 

• LOOK AT THE SOURCES OF WASTE AND THE 
BOTTLENECKS 

• USE LEAN TOOLS (FISHBONE AND ROOT 
CAUSE ANALYSIS) 

• MAKE IMPROVEMENTS AND THEN MEASURE 
AGAIN 

• STRONG FOCUS ON QUALITY AND PEOPLE 

 



SEEING SYSTEMS AS WE 

SEE PATIENTS 
• START BY TAKING A HISTORY 

• PATIENTS, CARE GIVERS 

• EXAMINE THE SYSTEM BY GOING TO 

SEE 

• INVESTIGATE BY MEASURING 

• MAKE A CHANGE 

• COME BACK AND MONITOR, AND 

CHANGE IF NECESSARY 

 
DR ZAMEER BREY- PROCESS ANALYST,  



SOME OF THE PROJECTS 

• INITIATED BY A FORWARD THINKING 

CEO 

 

• PLAN TO IMPLEMENT LEAN AT A 

LARGE TERTIARY INSTITUTION 

 

• THE CONTEXT 

 



THE ROLE  
• APPOINTED AS A PROCESS ANALYST 

AND MANAGER 

 

• TASKED WITH LOOKING AT A FEW OF 

THE HOSPITALS HOT SPOTS WITH A 

VIEW TO IMPROVE THEM 

 

• ESSENTIALLY WORKED AS A 

FACILITATOR AND COACH TO 5 

TEAMS (6-16 MONTHS) 



THE PROJECTS 
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OUTPATIENTS 
PHARMACY 

EMERGENCY 
UNIT 

RECEPTION 



•400 SCRIPTS PER DAY 

•STAFF BURN-OUT AND NO REPLACEMENT 

• CONSTANTLY RAISED IN PATIENT SATISFACTION   

SURVEY 
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OUTPATIENTS PHARMACY 
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OPD PHARMACY 

TAKT TIME : 6.4 MIN 

NON VALUE : VALUE              16: 1 
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NO ADDITIONAL RESOURCES 

SYSTEMATICALLY REMOVED 

WASTE 

ROOT CAUSE ANALYSIS OF 

PROBLEMS  

WEEKLY MEETINGS 
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HOW DID WE CHANGE THIS? 



• TRIAGE QUERIES (60% REDUCTION) 

• UNNECESSARY MEDICATIONS (UP 

TO 80 PER DAY) 

• UNNECESSARY WALKING (10000 

STEPS PER SHIFT) 

• BUDDY SYSTEM (MASSIVE WASTE 

REDUCTIONS-PROVEN) 
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LIST OF CHANGES 



• Kentuck photo 
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RESULTS 

PREMIERS EXCELLENCE AWARD 

HAPPIER PATIENTS (300000hr SAVING 

IN A YEAR) 

HAPPIER STAFF (OBJECTIVE REPORTS) 

 INFECTING OTHER PHARMACIES TO 

COMMENCE IMPROVEMENT PROJECT 
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SOME OTHER EXAMPLES 



The Blaming Game of Healthcare 



WALKING BEFORE CHANGES 
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MEDS 
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RESEARCH PERSPECTIVE 

• NEED TO CONTRIBUTE TO STRONG 

EVIDENCE BASE LOCALLY (ebm) 

 

• OPPORTUNITY TO COMPLETE PHD IN 

A FIELD IM PASSIONATE ABOUT 

 

• POSSIBLE POLICY IMPLICATION 

 

 



• QUESTION: WHAT ARE THE ENABLERS 

AND INHIBITORS OF LEAN 

IMPLEMENTATION? 

• LITERATURE: 
» INCREASING FOCUS ON HEALTHCARE BUT 

MOSTLY CASE STUDY TYPE WITH FEW 

SYSTEMIC ISSUES ADRESSED 

» PAUCITY OF EVIDENCE ON PEOPLE ELEMENT 

OF LEAN IMPLEMENTATION 

» VERY LITTLE (<10% FROM DEVELOPING 

COUNTRIES)  

RESEARCH OVERVIEW 



• METHODOLOGY: 
» GROUNDED THEORY AND CASE STUDY 

APPROACH 

» ACTION RESEARCH AS METHOD 

» QUALITATIVE STUDY 

» 1000 PGS OF OBSERVATIONAL DATA 

(MEETINGS, INTERACTIONS, OUTCOMES) AND 

54 INTERVIEWS WITH INVOLVED PARTICIPANTS 

 

 
 

RESEARCH OVERVIEW 
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CONSTANT 
COMPARISON 

INPUTS PROCESS OUTPUTS 

RAW DATA COLLECTED 

THROUGH VARIOUS SOURCES 

LEVEL I CODING SUBSTANTIVE CODES 

SUBSTANTIVE CODES LEVEL II CODING CATEGORIES 

CATEGORIES LEVEL III CODING CONCEPTS TO FORM THEORY 



LEVEL I CODING (70 SUBSTANTIVE) 

 

'SOFT' PROBLEMS RELATING TO PEOPLE AND ORGANISATION HAVE 'HARD' IMPACT 

APPLAUDING STAFF EFFORTS AND IDEAS 

DEEP DOWN WHAT IS CAUSING THIS PROBLEM 

FACILITATOR ASKS INCISIVE QUESTIONS TO GET STAFF THINKING 

HOME GROWN EXAMPLES THAT RESONATE WITH INDIVIDUALS 

HOW CAN STAFF BE PUNISHED FOR BEING EFFICIENT 

I KNOW THE BOAT IS SINKING BUT THE VIEW FROM HERE IS NICE 

IMPROVED INITIATIVES WRAPPED UP IN RED TAPE 

PAYING ATTENTION TO THE INFORMAL, CAMOUFLAGED DYNAMICS 

STAFF ARE VERBALLY SALUTED FOR THEIR EFFORTS 

THIS IS MY ISLAND SO GET OFF! 

WHILE WE HAVE MANAGEMENT’S EAR, LETS TRY TO GET SOME RESOURCES 



 



LEVEL II CODING (4 CYCLES-18) 

 



 
 

 

 

 

 

 

 

CREATION OF SAFE 

SPACE 

INFLUENCES 

WILLINGNESS TO 

ENGAGE IN 

IMPROVEMENT 

PROJECTS 

DISPOSITION 

AMONGST STAFF TO 

EMBRACE 

IMPROVEMENT 

PROJECT 

FACTS HELP TO LOCATE 
PROBLEMS FAIRLY AND 
TRANSPARENTLY, AND 
THEN DEVELOP 
SOLUTIONS TO THEM 

LEVEL III 

CODING 

(THEORETICAL) 



 

RED IS POSITIVE 

BLUE IS NEGATIVE 



 



LITERATURE REVIEW 

 

ORGANISATIONAL CHANGE                                                                                                          

 

 

LEAN HEALTHCARE 

3 CONCEPTS: 

A) USING HARD FACTS TO IDENTIFY AND SOLVE 
PROBLEMS 

B) WILLINGNESS OF STAFF TO ENGAGE 

C) SAFE SPACE CREATION 

INNOVATION   
(PROCESS TYPE) 



KOTTER’S EIGHT STEP 

PROCESS (1996) 

KANTER ET AL (2002) TEN 

COMMANDMENTS FOR 

EXECUTING CHANGE 

LUECKE’S SEVEN STEPS 

(2003) 

RELEVANCE TO THE THEORY IN 

THIS STUDY (discussed in more detail 

in Section 2.3) 

Analyze the organization and 

the need for change 

Mobilize energy and 

commitment through 

identification of business 

problems and solutions 

This is discussed in Relation to Concept 

A, the need to use data to identify 

problems and develop solutions 

Develop a vision for the change Create a vision and common 

direction 

Develop a shared vision of 

how to organize and manage 

competitiveness 

This is linked to Concept B and using 

teams to develop a shared spirit of 

working towards a goal 

Separate from the past 

Establish a sense of urgency Create a sense of urgency This is closely related to Concept A of 

using data to create a sense of urgency 

and kick start action 

Support a strong leader role Identify leadership  

Line up political sponsorship Creating a guiding coalition 

Craft an implementation plan This is linked to an aspect of Concept A: 

using a structured plan for improvement 

Develop an enabling structure Empower broad based action Concept B speaks to the element of 

participation by staff and Concept C 

speaks about creating the space that 

enables participation 

Communicate, involve people and 

be honest 

Communicate the change vision A core component of Concept C 

(creating a safe space) relates to clear 

and frequent communication 



• ‘Disposition in staff to embrace 

improvement projects’ 

• Estimates of 80-90% of Lean challenges relate to 

people (Graban, 2008) 

• Provides empirical support for the importance of 

people in Lean implementation 

• Teamwork aids Lean implementation and „buy-in‟ 

• Much emphasis on small wins (Kotter, Senge, McGregor) 

which could be PDCA 

 

 

 

 



The creation of a Safe Space to improve 

willingness to engage the change 

process: 

• Study defines „safe space‟ referred to in the 

literature (acknowledgement; staff comfort in giving 

their ideas; regular meetings and positive regular 

communication)  

• Recognition is necessary but not sufficient 

• Empiric evidence for meetings 

• Reinforces importance of communication 



IMPLICATIONS 

• Identification of specific elements that 

enable or inhibit Lean implementation 

• Possibility to transfer thinking to other 

kinds of change programmes 

• Opportunity to now develop quantitative 

testing of concepts before projects 

• Actually making a difference not talking 

about it or thinking about it... 
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GETTING STARTED 

YOU DONT NEED A LEAN EXPERT  

1. IDENTIFY A PROCESS TO BE IMPROVED 

2. COLLECT SOME BASELINE DATA 

3. MEET WEEKLY TO DISCUSS PROGRESS 

4. JOINTLY DECIDE ON A SINGLE INTERVENTION 

5. MEASURE IMPACT AND FEEDBACK TO ALL 

 



PARTING PEARLS OF WISDOM 
• INVOLVE ALL IF THE AIM IS 

COMPLETE SUCCESS 

 

• ITS ABOUT MOTIVATING PEOPLE 

AND CREATING A SAFE SPACE 

 

• FIRST 3 QUESTIONS STAFF ASK 

ABOUT CHANGE INITIATIVES 
» ARE YOU SAYING I DON‟T WORK HARD 

ENOUGH? 

» WE NEED RESOURCES NOT LEAN? 

» WHAT‟S IN IT FOR ME? 

 

43 



44 

“



0844224422  

zameer44 @ gmail .com 


