
This  i s  no t  about  the  peop l e  who work in  hosp i ta l s .  This  i s  about  
the  fa c t  the  pro c e s s e s  in  hosp i ta l s  ar e  so  broken that  ther e  r ea l l y  
i sn ’ t  any  way fo r  peop l e  whose  good in t en t ions  are  c l ear  to  impac t  
the  sy s t em pos i t i v e l y  wi thout  r ea l l y  go ing  through the  s tage s  o f  
pro c e s s  improvement .  

Sister Mary Jean Ryan, FSM, RN, President and CEO, 
SSM Health Care  
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Systems and Processes and the Delivery of Care 

The most  impor tant  th ing  the  execut ives  a t  SSM Hea l th  Care  and  
PRHI l earned  was  tha t  any  hosp i ta l  o r  l a rge  organ iza t ion  i s  a  s ing le  
sys tem.   To change  and  improve  such  a  complex  sys tem,  the  peop le  in  an  
organ iza t ion  need  to  l ea rn  a  revo lu t ionary  new mindse t  tha t  g ives  them 
new eyes  and  a  new unders tand ing  of  the i r  work ,  the i r  cus tomers ,  and  
the i r  f e l low workers .   

 Th i s  mindse t  i s  ca l l ed  sys tems  th ink ing .  I t  i s  a  mindse t  tha t  needs  
to  be  l earned  consc ious ly .  In  our  t ask-or iented  soc ie ty ,  we  tend to  be  
hab i tua l ,  unconsc ious ,  s ing le -event  th inkers .   Such  a  mindse t  may  have  
suf f i ced  in  manag ing  the  de ta i l s  of  a  hosp i t a l  in  an  ea r l i e r ,  s impler  t ime .  
But  i t  i s  sore l y  inadequate  in  today ’ s  complex  and  constant l y  chang ing  
cu l ture .  

Throughout  our  good news  s tory  about  these  p ioneer ing  
hea l thcare  fac i l i t i e s  hea l ing  themse lves ,  we  cannot  s t ress  too  much the  
impor tance  and power  of  the  new mindse t  ca l l ed  sys tems  th ink ing .  A 
hea l ing  t rans format ion  happened  in  these  ins t i tu t ions—not  because  
employees  l ea rned  some new methods  or  pract i ces  or  because  everyone  
s ta r ted  work ing  harder—but  because  the  employees  l ea rned  to  th ink  in  a  
new way .   

Th i s  new way  of  th ink ing ,  gave  them new eyes  to  see  th ings  they  
had  never  not i ced  before .  Wi th  th i s  new mindse t ,  they  cou ld  a l so  
recogn ize  ways  to  make  improvements  they  never  imag ined  before .  
Sudden ly  they  cou ld  ident i fy  in te rconnect ions  be tween peop le  and  tasks  
they  had  not  not i ced .  Sys tems  th ink ing  gave  them an  expanded 



perspec t ive  for  look ing  a t  processes  and  procedures  they  had  been  
per forming  for  years .   I t  a l lowed them to  c rea te  new ways  to  make  the i r  
work  more  e f f i c i en t  and  e f fec t ive—aga in  and  aga in .  They  l ea rned  to  
g rasp  ent i r e  processes  and whole  sy s tems ,  ins tead  of  jus t  l i s t s  of  
depar tment  respons ib i l i t i e s  and  job  descr ip t ions .  They  l earned  to  
observe  not  on ly  the  obv ious  ac t ions  of  peop le  but  a l so  the  more  subt l e  
and  in tang ib le  in te rac t ions  tha t  occur red  among them—and tha t  made  a l l  
the  d i f fe rence .   

The  sys tems  th ink ing  mindset  i s  the  pr imary  source  of  the  hea l ing  
t rans format ion  in  these  hea l thcare  organ iza t ions .  Do not  be  d i s t rac ted  
by  new methods  or  t echn iques  for  improvement—l ike  us ing  f low char t s  
or  the  PDSA cyc le .  To use  these  too l s  e f fec t ive ly  requ i res  sys tems  
th ink ing  and  “new eyes”  to  see  what  needs  to  be improved  and  how bes t  
to  make  tha t  improvement .  

La te r  in  th i s  chapter ,  you  wi l l  hear  how the  s ta f f  a t  PRHI used 
th i s  new way  of  th ink ing  to  deve lop  l e a rn in g  l i n e s .  Here ,  us ing  a  sma l l  
par t  of  the  un i t  a s  a  l abora tory  the  s ta f f  can  formula te  and  tes t  ideas  for  
poss ib le  improvements ,  then  cont inua l l y  re f ine  those  improvements  
unt i l  they  can  be  app l i ed  throughout  the  ent i re  un i t .  

We a l so  te l l  the  s tory  of  how in  as  SSM fac i l i t y  doctors  and  nurses  
used sys tems  th ink ing  to  manage  the  b lood sugar  l eve l s  o f  c r i t i ca l l y  i l l  
pa t i ents  thereby  sav ing  many  l ives  and  much money .  

F ina l l y ,  we  c lose  the  chapter  w i th  a  f asc ina t ing  s tory  of  how an  
SSM hosp i t a l  used  sys tems  th ink ing  and  i t s  mandate  for  cont inua l  
improvement  to  revo lu t ion ize  se rv ices  in  an  emergency  room,  so  tha t  
today  more  than  90  percent  of  the  pa t i ents  who come to  the  emergency  
room wi thout  a  l i f e - threa ten ing  acc ident  or  i l lness  a re  under  ac t ive  care  
w i th in  30  minutes .  Those  wi th  l i f e - threa ten ing  prob lems  a re  under  ac t ive  
ca re  wi th in  30  seconds .  

Systems Thinking 

Few peop le  t ru ly  unders tand  the  mindse t  ca l l ed  sys tems  th ink ing  
and  how d i f ferent  i t  i s  f rom s ing le -event  th ink ing .   Peop le  commonly  
assume tha t  a  sys tem—a hosp i t a l ,  for  example—is  the  sum of  i t s  par t s ;  
tha t  i s ,  each  one  do ing  h i s  or  her  job ,  g iv ing  the i r  bes t  e f for t s  w i th  
enthus iasm and commitment  wi l l  c rea te  exce l l en t  hea l th  ca re .  Managers  
who make  tha t  a s sumpt ion a re  not  sys tems  th inkers  but  s ing le -event  
th inkers .  Such  th ink ing ,  even  wi th  ded ica ted  employees ,  has  l ed  many  an  
organ iza t ion ,  inc lud ing  hosp i t a l s ,  down a  pa th  in to  inef f i c i ency  and  
inef fec t iveness .   An e f fec t ive  sys tem wi l l  na tura l l y  be  more  than  the  sum 
of  i t s  par t s  because  of  the  qua l i t y  of  the  i n t e r a c t i on s  o f  the  peop le  wi th  
each  o ther  and  the  mach ines  they  use .  Sys tems  th inkers  qu ick ly  become 
aware  how the i r  work  f i t s  in to  the  sys tem—e.g . ,  the  hosp i t a l—and the  
processes ,  wh ich  make  up  the  sys tem.  



Eunice  Ha lver son ,  Corpora te  Vice  Pres ident  of  SSM Hea l th  Care ’ s  
Qua l i t y  Resource  Center ,  exp la ins  th i s  b ig  d i f fe rence ,  when she  ta lks  
about  a  process ,  wh ich  i s  s imply  sys tems  l anguage  to  descr ibe  a  g roup of  
peop le  work ing  toge ther  to  produce  a  se rv ice  or  product  for  a  cus tomer .  

When you look at a process you can actually look at the steps of 
the process that make up the whole. For some reason, if we are 
task oriented or single-event thinkers, our brains don’t see that 
way, don’t work that way. It’s kind of like we are each working 
in a silo. I’m going to do this task while others might be doing a 
couple of other tasks at the same time. But we don’t seem to see 
them as tasks that integrate with one another, that interface. 

Eunice Halverson, Corporate Vice President 
Quality Resource Center, SSM Health Care  

On the  cont ra ry ,  a  sys tems  th inker  sees  an  organ iza t ion  such  as  a  
hosp i t a l ,  not  a s  the  sum of  i t s  par t s  but  pr imar i l y  a s  the  p r odu c t  o f  i t s  
i n t e r a c t i on s .  A  sys tem i s  not  measured  mere ly  by  what  peop le  are  do ing  
i nd i v i dua l l y  but  how we l l  they  a re  work ing  t o g e t h e r—interac t ing  and 
in ter fac ing .  I t  i s  the  qua l i t y  of  the i r  in te rac t ions  tha t  makes  an  
organ iza t ion  grea te r—or  l es ser—than the  sum of  i t s  par t s .  

A  good example  of  a  sys tem i s  your  human body .  I t  i s  not  jus t  the  
sum or  accumula t ion  of  i t s  par t s ,  because  the  whole  body  i s  g rea te r  than  
the  sum of  i t s  par t s .  What  makes  the  whole  g rea te r  a re  the  i n t e r a c t i on s  o f  
the  par t s . .  For  example ,  your  hand a lone  does  not  wr i t e  a  l e t t e r ,  s l i ce  a  
tomato ,  brush  your  t ee th ,  work  the  TV remote  or  turn  the  s tee r ing  whee l  
o f  your  ca r .  Every  one  of  those  ac t iv i t i e s  requ i res  the  in te rac t ion  and  
prec i se  coord ina t ion  of  f ingers ,  wr i s t s ,  a rms ,  shou lders ,  sp ine ,  and  eyes ,  
p lus  a  lo t  o f  s imul taneous  neurona l  f i r ing  in  the  bra in  s tem,  l imbic  
sys tem,  and  the  cor tex .  I t  i s  your  whole  body—the  sys tem—that  wr i t es ,  
s l i ces ,  brushes ,  pushes  and turns .  

In  any  organ iza t ion  as  in  any  organ ism,  there  a re  many more 
in terac t ions  than  ac t ions .   Whi l e  ac t ions  are  usua l l y  qu i te  v i s ib le  and  
measurab le ,  in terac t ions  a re ,  for  the  most  par t ,  in tang ib le  and  inv i s ib l e .  
In te rac t ions  happen in  a  rea lm of  “between”—in tha t  in tang ib le  space  
be tween  the  par t s  or  peop le .   Thus ,  a s  a  whole ,  a  sys tem i s  for  the  most  
par t  someth ing  inv i s ib le  and  in tang ib le .  In  fac t ,  i t  i s  impor tant  to  
remember  tha t  what  r ea l l y  makes  i t  a  sys tem powerfu l  and g ives  i t  
who leness  i s  most l y  inv i s ib l e .  

A Shared Aim Unifies and Integrates 

What  makes  a  sys tem a  sys tem and  ge ts  a l l  of  i t s  par ts  in te rac t ing  
e f f i c i en t l y  and  ef fec t ive l y  i s  tha t  a l l  o f  the  par t s  have  a  s ha r e d  a im .  For  
example ,  the  shared  a im of  a l l  your  bod i l y  par t s  i s  to  keep  you  hea l thy  
and  a l ive .   Unless  everyone  in  a  complex  soc i a l  sys tem,  l i ke  a  hosp i t a l ,  



agrees  and  commits  to  a  shared  a im,  there  cannot  be  a  sys tem.  They  a re  
mere ly  a  g roup of  peop le  work ing  s ide  by  s ide  wi th  many  d i f ferent  a ims  
or  purposes .  

I t  i s  a l so  t rue  tha t  each  employee  or  member  of  a  sys tem may  have  
h i s  or  her  own persona l  agenda  for  work ing  in  th i s  organ iza t ion .   So ,  i f  
a  sys tem i s  to  be  grea te r  than  the  sum of  i t s  par ts ,  i t s  shared  a im needs  
to  be  so  des i rab le ,  power fu l ,  s t imula t ing ,  and  insp i r ing  tha t  i t  embraces  
and  he lps  fu l f i l l  each  one ’ s  persona l  agenda .   For  a  hosp i t a l ,  the  on ly  
poss ib l e  un i fy ing  a im i s  to  to ta l l y  focus  on   the  hea l th  and  care  of  the  
pa t i en t .  

Therefore  the  f i r s t  orde r  of  bus iness  in  c rea t ing  a  success fu l  
complex  soc ia l  sys tem i s  to  f ind  a  power fu l l y  insp i r ing  a im tha t  everyone  
i s  r eady  and  wi l l ing  to  commit  to .  Once  th i s  shared  a im i s  c l ea r  to  
everyone ,  then ,  and  on ly  then  may  the  processes  or  ta sks  of  var ious  
teams  be  s tud ied  and  redes igned  to  improve  the  in teract ion  of  peop le  
and  the  f low of  work .   The  c r i t e r ion  of  improvement  i s :  Does  th i s  
change  fur ther  the  organ iza t ion ’ s  shared  a im or  not?  In  the  case  of  
hosp i t a l s ,  the  c r i t e r ion  might  be :  Does  th i s  change  in  a  process  promote  
per fec t  pa t i ent  ca re ,  or  not?  

Systems, Subsystems, and Processes 

Like  any  l a rge  complex  soc ia l  o r  manufac tur ing  organ iza t ion ,  a  
hosp i t a l  a s  a  hea l thcare  sys tem i s  made  up  of  many  sub-sys tems ,  and  
each  of  those  sub-sys tems  i s  made  up  of  many processes .  The  eas i e s t  
mis take  to  make  i s  to  th ink  of  any  of  those  hosp i t a l  sub-sys tems  or  
processes  a s  independent  of  any  o ther  in  the  whole  sys tem.  

Accord ing  to  Raymond LeBoeuf ,  CEO of  PPG Indus t r i e s  in  
P i t t sburgh and  s t rong  suppor te r  of  the  P i t t sburgh  Reg iona l  Hea l thcare  
In i t i a t ive ,   

Process improvement is key to health care just as i t  is  key 
to al l  business success.  Everybody involved in the process 
must,  f irst  of al l ,  know there’s a process.  That sounds 
simple but I think a lot of t imes people think that they’re a 
part of a group of individual contributors that act 
independently of one another.  But that isn’t  the case. 
There is connectivity in what’s being done, and in hospitals 
and in medicine, that connectivity must be strong. There is 
a mosaic in medical care that needs to be understood by al l  
of those involved. They must understand what each 
person’s role is ,  not only their own, and what everybody 
else is depending on throughout the value chain here in 
hospital  care.  



St r i c t l y  speak ing ,  there  cannot  be  an  organ iza t iona l  sys tem un less  
each  and  a l l  o f  the  sub-sys tems ,  processes  and  people  invo lved  in  them 
are  agreed  upon a  s i n g l e  s ha r ed  pu rpo s e  f o r  t h e  who l e  s y s t em ,  and  a l l  a re  
commit ted  to  i t  above  any  o ther  goa l ,  purpose ,  or  a im.  Of  course ,  
ind iv idua l s  in  the  organ iza t ion  have  the i r  own persona l  agendas—what  
they  want  out  of  l i f e—and must  rema in  aware  of  those  agendas  as  we l l  
a s  the  shared  a im of  the  ent i re  sys tem.  The  on ly  shared  purpose  l a rge  
enough to  encompass  a l l  par t s  of  an  organ iza t iona l  sys tem and the  
peop le  in  i t  i s  p l e a s i n g  o r  s a t i s f y i n g  t h e  o r g an iza t i on ’ s  c u s t ome r s .  In  the  case  
of  a  hosp i t a l ,  i t s  cus tomers  are  i t s  pa t i en ts .  

Pau la  Fr i edman ,  a  sys tems  improvement  v ice  pres ident  a t  SSM 
Hea l th  Care ,  adds ,   

So  much of  hea l th  ca re  has  been  t ask  or i en ted .  I t ’ s  
f i x ing  th i s  i s sue  or  tha t  i s sue .  Be ing  t a sk  or i ented  
doesn ’ t  unders tand  the  contex t  of  the  whole  pa t i en t  
v iew—the  pa t i ent  perspec t ive—how what  we  do  impacts  
pa t i en ts  persona l l y ,  the i r  f ami l i e s ,  and  the i r  l ives .  I t ’ s  
tha t  compass ionate  d i f fe rence  in  how we de l iver  tha t  
ca re  as  we l l  a s  the  t ac t i ca l  th ings  tha t  we  do  each  day .  



Only  when pa t i en t  ca re  and  sa fe ty  a re  uppermost  in  the  minds  of  
the  hosp i t a l  s t a f f  can  they  pred ic t  whether  a  proposed  change  or  
redes ign  in  a  sub-sys tem or  process  wi l l  be  an  improvement .  Peop le  a t  
SSM Hea l th  Care  and  PRHI ,  commit ted  to  cont inua l  improvement  of  
the i r  processes ,  l ea rned  a lways  f i r s t  to  a sk  themse lves ,  “Wi l l  th i s  change  
he lp  improve  pa t i en t  ca re  and  sa fe ty?  Wi l l  i t  f r ee  up  doctors ,  nurses  and 
o ther  hea l thcare  personne l  to  spend more  t ime  car ing  for  pa t i en t s?”  For  
each  of  the  two hosp i ta l  sys tems ,  th i s  perspec t ive ,  above a l l ,  has  been  
the  core  of  the i r  success fu l  t r ans format ion .  

The  l eaders  began  to  unders tand  tha t  the i r  hea l thcare  ins t i tu t ions  
had  become s i ck  because  they  had  los t  s ight  of  the i r  t rue  purpose ,  the  
ca re  and  sa fe ty  of  pa t i en ts .  The  problem wasn ’ t  the  peop le  who worked  
in  hosp i t a l s .  The  prob lem was  the  sys tem,  i t s  l ack  of  a  shared  focus  and  
i t s  de fec t ive  processes .   Here  i s  the  s tory  in  the i r  own words .  

Many things you do because that’s the way you’ve always 
done them. In health care,  unfortunately,  we tend to do 
that sometimes,  because that’s the way we’ve always done 
them. So, we took our bl inders off and said, “That may be 
the way we’ve always done it ,  but how do we shorten these 
steps? How do we get from here to  where we want to be?” 
For example, how do we find a bed for a patient quickly? 
And by doing that,  we changed our process.  

Maggie Fowler, Vice President of Patient Services  
SSM St. Joseph’s Health Center 

We were l ike a lot of organizations that in trying to f ix a 
problem we added staff .   That was always the f irst thing we 
came up with. We said, “We could move this process along 
if  we just added another nurse over here,  or we just added 
another technician over here,  or if  we just put another 
room over here.”  What we learned when we spent that 
year developing quality systems is that our processes were 
f lawed.  The last thing we do now when we want to solve a 
problem is to add people.   The last thing we do is add 
resources.   Instead, we look at our design and we improve 
our design. 

Kevin Kast, President, 
SSM St. Joseph’s Health Center 

So much of organizational policy is doing things because 
that’s the way we’ve always done them. Now, we real ly 
assess why  we do the things that we do. Everything that 
we do now, I would say,  is  more intentional than ever 
before. We understand the questions—Whom do we serve? 
What do they want from us?  How do we know?—and we 



put that into place with defined measurements.  So, i t ’s  not 
just del ivering exceptional health care but understanding 
how we define it  and what that means. 

Paula Friedman, Vice President, Systems Improvement, 
SSM Health Care 

What we’ve accomplished over the last 13 years is to have 
people truly recognize that the del ivery of care is a 
process.   It  may not be as r igid as building an automobile 
but i t is  st i l l  a process.  Now we collect information on 
everybody that comes through our front door or through 
our ER.  We analyze that information. We take that 
analysis and draw some conclusions from it;  based upon 
those conclusions we design a treatment plan.  We treat the 
patient according to that plan.  

We evaluate the results .  If the results have achieved the 
objectives we have established, then the patient is usual ly 
discharged to another level of care.   If not,  we go back and 
reassess it .  That’s basical ly the Plan-Do-Check-Act cycle 
we follow. 

William P. Thompson, Senior Vice President, 
Strategic Development, SSM Health Care  

One of  the  ha l lmark  methods  for  qua l i t y  improvement  i s  ca l l ed  
PDSA (P lan-Do-Study-Act )  or ,  a s  Thompson ca l l ed  i t ,  PDSA,  tha t  i s  
P l an-Do-Check-Act .   Before  a  process  change  i s  implemented  
throughout  an  organ iza t ion ,  i t  i s  t e s ted  by  a  PSCA cyc le .   The  tes t  
beg ins  w i th  a  we l l  l a id-out  P lan ,  wh ich  i s  then  t r i ed  or  t es ted  on  a  sma l l  
sca l e  (Do) .   The  resu l t s  of  the  tes t  a re  then  S tud ied  or  Checked ,  and  
perhaps  modi f i ed .  F ina l l y ,  the  newly  or  re -des igned  process  i s  put  in to  
p lace  in  the  sys tem (Act ) .   The  PDSA cyc le  may  be  repea ted  aga in  and  
aga in ,  s ince  every  process  i s  open  to  cont inua l  improvement .  

We bel ieve that al l  work is part of a process and because of 
that we can improve it .  And we bel ieve that people are not 
the cause of the issues but rather broken processes that we 
need to fix.  

Eunice Halverson, Corporate Vice President 
Quality Resource Center, SSM Health Care  

There is not one hospital  across the country that doesn’t 
have a process that they can improve.  

Brenda Peterson, RN, Patient Access Director, 
SSM St. Joseph’s Health Center 



And so al l  of the work that we do in caring for the patient 
is a process.  And that’s how it is  in manufacturing also. So, 
if  we look at that process and flowchart the steps in the 
process,  then we can find ways to reduce the t ime. We can 
el iminate the waste,  and we can get better care to the 
patient by making it  a better process.  

Eunice Halverson, Corporate Vice President 
Quality Resource Center, SSM Health Care  

A f l ow cha r t  i s  a  ske tch  or  map of  a  process  or  a  sys tem tha t  
g raph ica l l y  descr ibes  the  f low of  ac t iv i t y  f rom beg inning  to  end .  Each  
s tep  in  the  process  i s  boxed  and  l abe led ,  and  a r rows  ind ica te  the  
d i rec t ion  of  the  f low of  ac t iv i t y  f rom one  box  to  another .  Some 
f lowchar t s  a re  ra ther  s imple  because  the  process  they  descr ibe  i s  mere ly  
a  se r i e s  of  consecut ive  s teps ,  one  fol lowing  the  o ther ,  f rom beg inn ing  to  
end .  Most  processes ,  however ,  a re  qu i te  compl i ca ted ,  invo lv ing  
branch ing  a r rows  and  feedback  loops ,  so  the i r  f lowchar t s  re f l ec t  the i r  
complex i ty .  Crea t ing  f lowchar t s  i s  an  of ten-used  sk i l l  l earned  by  every  
sys tems  th inker .   

For  example ,  in  the  work  of  the  pharmacy  one apparent l y  s imple  
process  tha t  cou ld  be  f lowchar ted i s  r ece iv ing  a  doctor -wr i t t en  
prescr ip t ion ,  r ead ing  i t ,  and  f i l l ing  i t .  From s tar t  to  f in i sh ,  i t s  f lowchar t  
sounds  l i ke  an  easy  three- s tep  process .  The  pharmacy  team may  a t  f i r s t  
draw i t  on  a  cha lkboard  in  th i s  e l ementary  form:  

However ,  any  pharmac i s t  w i l l  po in t  out  tha t  there  a re  many  
miss ing  s teps  in  th i s  f lowchar t .  For  ins tance ,  dur ing  the  read ing  s tep :  
what  i f  the  doctor ’ s  handwr i t ing  i s  unc lear?  What  i f  two drugs  have  
a lmost  the  same spe l l ing  and  you ’ re  not  sure  wh ich  one  the  doctor  
wants?  Or  what  i f  you ’ re  not  sure  whether  the  doctor  wrote  a  s ix  or  a  
ze ro  in  one  p lace?  Or  what  i f  a  dec ima l  po in t  i s  unc lea r ,  and  you ’ re  not  
sure  whether  the  doctor  wanted  the  dosage  to  be 1 .0  cc .  or  10  cc?  

 

 

 

 

So  tha t  the  pharmac i s t  may  ca tch  any  near  misses  when wr i t t en  
in format ion  i s  unc lea r ,  the  team may have  to  add  branch ing  s teps  to  
the i r  f lowchar t ,  such  as  t e l ephon ing  the  doctor ,  c l a r i f y ing  the  drug  or  
dosage ,  and  emend ing  the  prescr ip t ion .  
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Aga in ,  in  the  F i l l  s t ep ,  the  pharmac i s t  po in ts  out  there  a re  o ther  
cons idera t ions .  For  ins tance ,  i t  i s  e ssent i a l  to  ver i fy  the  pa t i ent  who i s  
to  rece ive  the  med ica t ion ,  s ince  of ten there  may  be  another  pa t i ent  w i th  
the  same name in  a  l a rge  hosp i ta l .  There fore ,  a  process  for  ver i f y ing  the  
pa t i ent  must  be  put  in to  the  f low char t .  Al so ,  i f  th i s  i s  a  new drug  for  
th i s  pa t i ent ,  or  a  new doctor  prescr ib ing  a  med ica t ion ,  the  drug  must  be  
checked  for  poss ib le  in te rac t ions  wi th  o ther  drugs  the  pa t i ent  i s  
cur rent l y  t ak ing .  I f  there  a  ques t ion  ar i ses ,  perhaps  more  phone  ca l l s  to  
doctors  may  be  requ i red ,  wh ich  wi l l  r equ i re  for  another  branch ing  
process  in  the  f lowchar t .  And so  on .  

Eventua l l y ,  a  more  comple te  f lowchar t  i s  drawn tha t  f i l l s  in  the  
miss ing  s teps ,  i s  des igned  to  ca tch  any  mis takes ,  ensures  tha t  the  she l f  
supp ly  of  the  drug  i s  not  runn ing  low,  ensures  secur i t y  and  sa fe ty  for  
any  dangerous  drugs ,  and  prov ides  the  drug  in  proper  form (v ia l ,  t ab le t ,  
l iqu id ,  sy r inge ,  e tc . )  In  many  cases ,  processes  l i ke  f i l l ing  a  prescr ip t ion 
tha t  may  appear  s imple  a t  f i r s t  may  u l t imate ly  requ i re  dozens  of  s teps  
and  go  of f  in to  many  branches  before  the  process  i s  ac tua l l y  comple ted  
and  the  med ica t ion i s  de l ivered  to  a  pa t i ent  proper ly  and  sa fe ly .  

Just Two More Definitions 

In  th i s  book ,  you  a re  go ing  to  come across  two words  tha t  a re  
qu i te  common in  every  day  conversa t ion ,  “sys tem” and “complex .”  
These  words  are  used  in  a  spec ia l ,  t echn ica l  sense .    

Whenever  the  word  “sys tem” appears ,  i t  r e fer s  to  an  in terac t ing  
a r rangement  of  th ings ,  ideas  or  peop le  tha t  forms  not  on ly  a  s imple  
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un ion  or  un i ty ,  bu t  a l so  an  in te rac t ing  whole  tha t  can  be  grea te r  than  the  
sum of  a l l  i t s  par t s .   

In  th i s  book ,  the  word  “complex”  i s  a lmost  a lways  used  as  an  
ad jec t ive  to  ident i fy  a  ce r ta in  k ind of  sys tem.   A "complex  sys tem" 
re fe r s  to  a  spec ia l  ca tegory  of  sys tems ,  namely ,  a  sys tem of  in te rac t ing  
re l a t ionsh ips  invo lv ing  th ings ,  ideas  and  peop le  t ha t  i s  c on s t an t l y  c hang i n g  
o r  r e - adap t i n g  i t s e l f  i n  r e s p on s e  t o  i n t e r na l  a s  w e l l  a s  ex t e rna l  f o r c e s .   

An ocean ,  a  human body  and  the  weather  a re  examples  of  complex  
sys tems  tha t  a re  cons tant l y  chang ing  or  r e -adapt ing  themse lves  in  
response  to  in te rna l  a s  we l l  a s  ex te rna l  forces .   A  hosp i ta l  i s ,  o f  course ,  
another  example  of  a  complex  sys tem.   

A complex  sys tem must  never  be  mis taken  for  a  c omp l i c a t e d  s y s t em !  
The  words  “complex”  and  “compl i ca ted”  have  s ign i f i cant l y  d i f fe rent  
mean ings  in  sys tems l anguage .    

A  "compl ica ted  sys tem" cons i s t s  of  an  in t r i ca te  combina t ion  of  
in terac t ing  par t s  whose  components  work  in  a  pred ic tab ly  f ixed  pa t te rn .  
An auto ,  a  computer  and  a  camera ,  a re  examples  of  compl ica ted  sys tems .   
Once  you  have  des igned  and  bu i l t  an  auto ,  computer  or  camera ,  you  can  
assemble  the  same se t  o f  par t s  over  and  over  aga in  and ,  pred ic tab ly ,  ge t  
the  same work ing  resu l t s .   Most  impor tant l y ,  none  of  these  compl ica ted  
sys tems  keeps  adapt ing  and  re - invent ing  or  chang ing  i t se l f  a s  i t  
funct ions .   Cons i s tent l y  pred ic tab le  behav ior  of  a  compl ica ted  sys tem,  
l ike  a  computer  or  a  camera ,  i s  one  of  the  th ings  you  a re  pay ing  for  
when you  buy  i t .   Such  sys tems ,  though in t r i ca te  and  compl ica ted ,  
shou ld  be  dependab ly  repe t i t i ve  in  how they  work .  

Add a Human Being 

However ,  in  most  cases ,  when you  add  a  user  to  any  compl ica ted  
sys tem l ike  an  auto ,  computer  or  camera ,  i t  usua l l y  becomes  a  complex  
sys tem.   Once  you  add peop le  to  a lmost  any  mechan ica l  or  e l ec t ron ic  
sys tem,  i t  becomes  complex ,  prec i se l y  because  humans  have  f ree  w i l l  and  
in  the i r  in te rac t ion  wi th  tha t  au to ,  camera  or  computer  they  may  beg in  
adapt ing  and  chang ing  the  ways  they  use  i t .   

As  h igh ly  complex  sys tems ,  hosp i ta l s  invo lve  hundreds  of  people  
w i th  f ree  w i l l  us ing  hundreds  of  p i eces  of  compl i ca ted  mach inery  and  
equ ipment  and  fo l lowing  hundreds  of  processes .   You can  imag ine  what  
may  happen when each  of  these  peop le  beg ins  adapt ing  and  chang ing  the  
way  they  use  equ ipment  and  the  ways  they  in te rac t  w i th  each  other .  

There  a re  complex  sys tems  such  as  the  ocean ,  the  human body  and 
the  wea ther  tha t  a re  s t i l l  so  incomple te ly  unders tood tha t  we  may  never  
f ee l  capab le  of  knowing  of  or  dea l ing  wi th  many of  the  behav iors  and/or  
changes  they  man i fes t .   The  forces  and/or  components  tha t  make  up  an  
ocean ,  the  human body  or  the  weather  produce  a  sys tem of  in te rac t ive  



re l a t ionsh ips  tha t  a re  cont inuous ly  in  a  s t a te  of  change—some eas i l y  
observed ,  some not .   I f  the  changes  a re  s l i ght ,  there  a re  usua l l y  no  
ma jor  prob lems  to  dea l  w i th .  However ,  when l a rger  and  more  complex  
sys tems ,  l i ke  hosp i ta l s  or  oceans  or  wea ther  pa t te rns ,  a re  not  suf f i c i ent l y  
unders tood ,  the  resu l t s  they  produce ,  even  ones  tha t  a re  un in tended ,  can  
be  devas ta t ing .  

Constant Awareness 

When a t tempt ing  to  manage  a  complex  sys tem l ike  a  hosp i t a l ,  any 
management  approach  wi l l  usua l l y  work for  a t  l eas t  a  whi l e ,  but  on ly  for  
a  wh i l e .  Th i s  i s  inev i t ab le  because  the  in te rac t ing  par t s  and re l a t ionsh ips  
tha t  make  up  tha t  sys tem are  a lways  in  a  process  of  adapt ing  to  new 
forces—new equ ipment ,  new regu la t ions ,  new employees ,  new d i seases ,  
new cos t s ,  new expenses ,  e tc .—that  resu l t  in  new prob lems ,  bot t l enecks ,  
conf l i c t s  and  confus ion  requ i r ing  a  new management  approach .   
Complex  sys tem prob lems  can  on ly  be  so lved  for  a  whi l e .   And on ly  then  
by  a  cons tant  awareness  and  ana lys i s  o f  the  changes  tha t  have  produced  
the  newes t  prob lem need ing  a  new reso lu t ion .   

Nat iona l  hea l th  ca re  i s  an  immense ly  complex  sys tem.  Wi th in  tha t  
immense ly  complex  sys tem each  of  the  more  than 6 ,000  hosp i t a l s  in  th i s  
count ry  forms  i t s  own loca l  complex  sys tem.   To so lve  the  prob lems  of  
those  loca l  complex  sys tems ,  peop le  in  them must  be  adaptab le  and  
wi l l ing  to  change—cont inua l l y !   S ince  peop le  do  not  l i ke  to  change—no 
mat te r  what  they  say—get t ing  them to  change  cont inua l l y  w i l l  never  be  
easy .   However ,  when the  personne l  in  the  hosp i t a l s  we  s tud ied  l ea rned  
the  new mindse t  ca l l ed  sys tems  th ink ing ,  they  not  on ly  found i t  easy  to  
change  cont inua l l y ,  they  a l so  d i scovered  the  joy  of  do ing  i t .   They  saw 
tha t  by  cont inua l l y  adapt ing  the  ways  they  worked  together  they  
improved  the i r  ab i l i t y  to  ca re  for  the i r  pa t i en ts  and ,  a t  the  same t ime ,  
made  the i r  own work  eas ie r  and  more  sa t i s f y ing .   

In  the  next  chapter ,  hosp i ta l  s t a f f s  exp la in  how they  success fu l l y  
prac t i ced  sys tems  th ink ing .  

 

 

 

 

SO M E  THINGS TO  RE M EMB E R FRO M THIS  CHAPTER 

♦ Any hospital or large organization is a single system. 



♦ To improve this changing, complex social system, the people in it 
need to learn and practice systems thinking 

♦ Systems thinking, remember, teaches people to recognize problems 
and to design improvements. 

♦ It is a new mindset that gives people a new understanding of 
connections, work, customers and fellow workers. 

♦ This mindset must be consciously learned, because most people are 
habitual and unconscious non-systems or single-event thinkers. 

♦ In systems thinking, looking for improvement never ends. 

 


