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Background: This month’s Thought Piece was taken from a forthcoming book by
Clare Crawford-Mason and Louis Savary, The Nun and the Bureaucrat. The
content which follows is the forward and introduction to the book. These
sections, plus chapter 9, can be downloaded from Clare’s website at

www.managementwisdom.com. This book serves as a companion to the one-

hour documentary, Good News...How Hospitals Heal Themselves, an excerpt of

which can be previewed at www.managementwisdom.com/goodnews.html, or

seen in its entirety on PBS. Go to

www.managementwisdom.com/pustcotoaign.html for a list of stations planning

to broadcast this documentary.



THE NUN AND THE BUREAUCRAT

FOREWORD

>

“Once upon a time,’
the English language. They capture attention and introduce a story,
which is the best way to explain a new and complicated idea.

may be the four most powerful words in

This book is such a story—told by doctors, nurses and hospital
administrators—of how a new idea, called “systems thinking,” helped
to transform their minds and the minds of hundreds of healthcare
professionals. It improved over sixty sick hospitals, saving lives and
reducing costs and suffering.

The compelling and urgent impetus behind our book and its
companion PBS documentary, “Good News: How Hospitals Heal
Themselves”,
reduced healthcare costs, important as they are. We believe it is
crucially important for all Americans to understand systems thinking,

is more than significantly increased patient safety and

realize its immediate practicality, and recognize that it is being
successfully used in improving organizations from schools to
hospitals to government offices, manufacturing plants and families.
Many more urgently need it.

Here is a summary of the story.

Once upon a time, there were two hospital systems, one run
by a nun, the other 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 were
suffering and dying unnecessarily. Enormous wastes of time
and supplies and potential errors were hidden in traditions,
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
1980s found out about systems thinking and began to use it.
It worked. Deaths, suffering, waste and errors were reduced.
In the late 1990s 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.

Systems Thinking

The term “systems thinking” may sound complicated and
technical, as if only scientists 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 simply 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
concentrating on their own job, typical of people in most
organizations, they began looking at how all 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 sickness, reduce failure and mistakes, and eliminate 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
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could provide “perfect patient care,” identify errors, reorganize how
they worked together, learn a new systems way of thinking, 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 to solve many
organizational problems. In this way, it helps create a society better



able—than it has been—to deal with the constant changes and
growing complexity in the 21st Century.

Uncertain World

One hundred years ago, most people accepted that the world
was an uncertain place in which extreme weather, disease, and
political events unexpectedly disrupted lives. People were upset but
not surprised that bad things happened.

Today with technology that helps us  predict the weather,
prevents many diseases, air-conditions our homes and cars, takes us to
the moon, etc., many of us have come to believe we can create a
certain world and control it.

Unconsciously, we like to believe that technology can forestall
bad events and when it doesn’t, it’s only because someone failed to
take appropriate measures. We believe we can get back into control as
soon as we discover whom to blame—and get rid of them. However,
that doesn’t work.

Paradoxically the great advances in technology, communications,
transportation and growth of organizations have not improved our
ability to predict outcomes. Often these advances create unintended
and unwelcome consequences more difficult to foresee or to control.
Simple examples of this increased complexity are more deadly
terrorists, 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, sicker
patients who would have died in the hospitals of the 1980s.

Unintended Consequences

All these changes demand new thinking to cope with the
unintended consequences of complexity and new inventions occurring
throughout society. Hospitals are the frontlines of this paradoxical
change where good and bad effects need to be sorted, managed and
improved. Systems thinking can do that.

The stories in this book are about managing —not controlling—
an uncertain world and learning to predict outcomes and to produce
what you intend.

Authors

I am a journalist, and my co-author is a scholar. I, the
journalist, produced an NBC documentary in 1980, “If Japan
Can...Why Can’t We?” It introduced systems thinking to the West
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and described how an American statistician, W. Edwards Deming,
taught the Japanese to use it and work smarter not harder to produce
continually improving automobiles and electronic goods. (“If Japan

)

Can...” was named by The Washington Times as the second most
influential documentary in the history of motion pictures and

television in 2005.)

It took me ten years to begin to understand this new mindset Dr.
Deming was described. That was in spite of the advantage of working
with him the last 13 years of his life to explain these ideas in the 32-
volume Deming Video Library. I gradually understood the many pieces of
his philosophy, e.g. continual improvement, no blame or fear,
cooperation rather than competition, etc. But even after I saw how
groups or organizations of people working together with these rules and
good leadership could be greater than the sum of their parts, it was
difficult to explain. My breakthrough came when I videotaped a
conversation between Dr. Deming and Dr. Russell Ackoff, Professor
Emeritus at the University of Pennsylvania and author of seminal books
on systems thinking. I finally understood that theirs was a different
worldview of how to organize people and work to be more effective,
efficient and personally rewarding.

In the late 1990s, I began to work with Dr. Louis M. Savary, a
statistician, theologian and author, to study the systems mindset and how
to teach it, particularly in the workplace. We concluded it can be most
effectively communicated experientially, which is why we have written
this book featuring the personal experiences of medical professionals as
they learned systems thinking and began to apply it every day in hospitals.

Western Difficulties

Systems thinking can be difficult for Americans and other
Westerners. Western scientific thinking, which asks questions about
the truth of the world and mounts experiments to test its theories,
provides an essential element of systems thinking. However, it is only
one element in the foundation or infrastructure of this revolutionary
mindset.

Unlike the limited individualistic, single-focused, pragmatic,
direct cause-and-effect approach of the scientific method, the systems
mindset is about relatedness, interdependencies, and deep-seated
causes. Instead of focusing on actions, it focuses on interactions—
what happens between individuals and between teams, groups, and
departments.



A system cannot be grasped by analysis, the backbone of
scientific thinking. Analysis takes wholes, e.g., a machine, a piano,
etc. apart and looks at the actions of the parts—how things work. In
analysis the whole is equal to the sum of the parts. On the other
hand, synthesis studies the interactions—why things happen. Systems
thinking requires analysis and synthesis and the ability to appreciate a
system’s intangible and beyond-linear qualities, its greater whole, as
well as the larger system of which it is a part. In synthesis, the whole
is the product of the interactions of its parts. An easy example is a
champion sports team, which is greater than the sum of its parts.
Sadly most teams and organizations, even families or people, add up
to less than the sum of their parts.

Experts have observed that this new way of thinking, the ability
to grasp and appreciate a system, appears more attuned to Eastern
philosophies of long-term cooperation, flow-of-life thinking and life-
long learning than to Western principles of individualism,
competition, quick fixes, and short-term results. Dr. Ackoff,
America’s leading system’s teacher, says the East is learning scientific
thinking more rapidly than the West is learning systems thinking. We
think he is correct and that this is a serious problem for the West.
Scientific thinking is easier for a systems thinker to learn than vice-
versa.

This book is our effort to explain and help Americans reap the
benefits of systems thinking as well as dramatically improve hospitals.
When combined with scientific thinking, we believe it can produce an
evolutionary leap in  human consciousness and consequent
effectiveness. That is beginning to happen in Pacific nations, which
have a long history of appreciation for systems.

The West has been working with these ideas for more than 25
years. They have not been easy to explain or hold onto. For instance,
the American automobile industry seemed to “get” them briefly in the
early 1990s but soon lost them to a new generation of short-term-
thinking managers and executives more interested in profit than
pleasing customers.

Don’t Blame Hospitals

It must be noted at the outset that not every hospital in the
United States can be labeled “sick and dangerous.” A number of
American healthcare facilities have remarkably improved their
organizational health. We are telling the particular how-to stories of
these two large hospital groups. (And not incidentally, these



hospitals are becoming more profitable as they improve services and
reduce waste.)

Furthermore, we do not blame healthcare workers, hospitals or
the people running them for the sorry state of healthcare delivery
today. Today’s hospital problems are the result of a nationwide
healthcare management and delivery system that may have worked well
enough in earlier times but is now overwhelmed by a complexity
bordering on chaos. This complexity is intensified by a continuing
avalanche of breakthroughs in technology, healthcare equipment and
methods, a plethora of new drugs, sicker patients, a labyrinth of
insurance reimbursement regulations, people living longer, reduced
hospital stays, and a dramatic rise in chronic illnesses that hospitals
are unprepared to treat. And this list does not factor in the millions
of Americans without health insurance, many of whom could be
served if health costs were reduced.

Learning to Work Smarter not Harder

This health system failure cannot be fixed by blaming
individuals. Seeing and improving the system, rather than blaming
individuals is a basic tenet of systems thinking.

At first glance, systems thinking sounds un-American. This is
because many of the ideas and practices that made America great in
simpler times not only don’t work anymore, but now actually sabotage
complex organizations like hospitals and schools.
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For example, doing your best”, unless you understand how
your work fits into the whole hospital, can make things worse.
Nurses, who used to hide wheelchairs in a bathroom to save them for
their patients, were doing their best to help make things better for
those under their care. In a previous era, such nurses might have been
seen as outstanding, caring employees with initiative. However, a
story in the book explains how today in a large hospital complex,
caring nurses stashing wheelchairs in bathrooms can help defeat the
system. For example, such practices can spread diseases if the hidden
chairs are not properly sanitized, cause a shortage of available
wheelchairs, require new wheelchairs to be purchased, and delay many
patients from getting the care they need.

Systems thinking also does away with blame and the American
truism, “If it ain’t broke, don’t fix it.” Systems’ foundation is
cooperation, not competition. Its outlook is long-term, not short-
term. Its focus 1is pleasing the customer/patient and finding
effectiveness and joy in work. Systems thinking has also shown that,



when used to focus on satisfying customers, company profits will take
care of themselves.

In typical American linear logic, 2 + 2 always equals 4. In
systems thinking, however, 2 + 2 may not only add up to four, but to
3 in a bad system, or to 22 in a great system. Any system can generate
effects that are more—or less—than the sum of its parts. Showing
people how to create a greater whole is the underlying purpose of
systems thinking, i.e., getting more for less effort, working smarter
not harder.

For a systems thinker, there is never a “best” way to do a job.
Every process can always be improved. A systems thinker never stops
learning and seeking ways to make something better.

One More Thing

By the end of this book, you will know how a hospital or any
organization can begin the process of transforming itself as well as
how to identify a continually improving one. One American CEO of a
major automobile corporation found the ideas of “never ending
improvement” exhausting and depressing. We “can-do’ Americans like
to be finished with jobs and problems. That’s not possible in
continual improvement.

The readers we have in mind include healthcare consumers or
potential patients, relatives of patients, hospital administrators,
healthcare policy makers, hospital staff, physicians, healthcare
insurers, employers paying for employee healthcare insurance, state
and federal lawmakers, concerned taxpayers and people seeking to
improve any organization.

Moreover, since everyone is a potential hospital patient, the
issue of improving patient safety and care in our hospitals is vital to
us all. Any one of us could be among those 200,000 patients who die
each year in American hospitals, but don’t have to.

Clare Crawford-Mason Lowuis M. Savary

Washington, D.C.
April 2005



THE NUN AND THE BUREAUCRAT

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 Google search of the topic “American hospitals + dangerous”
produced a million and a half hits. More than five thousand books and
published articles spell out how sick and dangerous many of today’s
hospitals really are. It’s a bad-news story.

This book is different, for a number of reasons. Mostly, it’s a
good-news story.

¢

First, doctors, nurses and hospital administrators from two
hospital groups freely talk about how sick their hospitals
were, why they got sick, and how they learned to heal them.

Second, these two healthcare systems healed themselves by
using management principles taken from a most unlikely
source—an auto manufacturer that uses systems thinking
and quality methods.

Third, while most efforts at organizational transformation
fail after a short period, these two healthcare systems have
achieved the transformation to organizational health and are
maintaining it—one of them for over a decade—continually
getting better and better.

Fourth, they continue to maintain this transformation
without outside help—they do it locally—without
government assistance, expert consultants, new resources,
new hires, or added expenses.
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¢ Tifth, they continue to make improvements in patient
satisfaction, employee satisfaction, significant reduction of
waste in time and money, and, most importantly, reduction
of hospital-induced patient infections, suffering, and death.

¢ Sixth, these healthcare systems are totally patient-focused,
not doctor-focused or hospital-focused. Their nurses,
doctors, administrators, and other employees are committed
to delivering perfect patient care.

¢ Seventh, this book is different because we let these savvy
healthcare people tell their story in their own words.

Not All Auto Manufacturers Are the Same

We said that these two healthcare systems healed themselves by
using management principles taken from an auto manufacturer, but not
all automakers are not the same. Many American auto manufacturers
view their organizations as huge machines, and see their employees, in
many ways, as replaceable parts. This view is not helpful.

Toyota, the automaker whose principles were adopted by the
healthcare systems we studied, views its organizations as complex social
systems, where each employee learns to continually improve his or her
work. Employees see making improvements as an integral part of their
jobs.

G. Kenneth Turnbull, Ph.D., Executive Vice President of Alcoa,
commenting on the application of Toyota principles to health care,
explains why its systems were transferable to hospitals. The reason is
that Toyota principles teach people how to improve work of any kind.

The fact is that a patient is not a car, and never will be.
So, if that were the problem we were trying to solve,
we’d be stopped. However, the Toyota system is set up
to identify customer needs in very clear ways, and to
meet those needs in explicit, efficient, rapid supplier-
building methods. They’re quite superior in the world of
work, so if you said there was no work in health care,
then we’ve got a gap. But as long as you confess that
work’s there, then I’ve got a solution.

What these hospital personnel gained from Toyota was the
knowledge, training, and scientific tools to develop teams of people who
could:

¢ become greater than the sum of their parts,
¢ work together more effectively and efficiently,

¢ continually improve the processes involved in their jobs,
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¢ sce how their individual work contributes to the aim of the
whole system.

In this way, all employees in these hospitals become scientists,
that 1is, they wuse scientific methods of experiment and testing to
continually improve the work they do.

Any modern hospital can begin the process of self-healing if its
doctors, nurses, aides, and administrators are universally committed to
doing so. Once everyone is pledged to the singular purpose of achieving
perfect patient care, they need to learn how to put on the new mindset—
systems thinking—that will help them do the job. Meet our two
healthcare systems that have been succeeding.

SSM Health Care

SSM Health Care, headquartered in St. Louis, Missouri, is one of
the largest Catholic healthcare systems in the United States. It owns,
operates, and manages 23 facilities, including 20 acute care hospitals, in
four states: Missouri, Wisconsin, Illinois and Oklahoma. SSM Health
Care employs nearly 22,000 people and affiliates with approximately
5,000 physicians working in direct care facilities and related businesses.

During the 1980s like many other organizations and industries at
the time, SSM Health Care developed a mission statement, identified its
principles, and listed its key values. Part of that mission statement
announced that they were committed to continually enhancing quality.
They used a variety of conventional means to convey their mission,
principles, and values. But for all their efforts and best intentions, as
admitted in CQI and the Renovation of an American Health Care
System, a book that tells the SSM story in great detail, they had “no
operational structures or consistent management processes to ensure
that their values were being acted on” daily in each facility. They
wondered, in the words of their CEO, Sister Mary Jean Ryan, “What
would it take to have the continual enhancement of quality simply be the
way we work here?”

By 1989, SSM Health Care leadership had discovered the
surprising link between quality theories used in manufacturing and how
quality methods might be applied in health care. After all, Sister Mary
Jean explains, “it does seem odd to refer to health care as a “product,”
the work of doctors and nurses as a “repeatable process,” and patients
as “customers.”

But in making that connection, they began their process of self-
healing. They hired the Process Management Institute to guide their
executives through the principles and methods of quality theory and
systems thinking, a version they called Continual Quality Improvement
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(CQI, for short). Within the year, they invited the entire SSM Health
Care System to commit to a cultural revolution based on CQI principles.

During the mid-1990s, they began pursuing the prized Malcolm
Baldrige National Quality Award. Studying the Baldrige criteria helped
them to improve their processes and self-healing even more.

Senior Vice President in charge of strategic planning for SSM
Health Care, William P. Thompson, described the early days this way:

We started going through the Baldrige, using the
Baldrige criteria as a framework for improvement.
People said, “Sister, we don’t have time to do the self-
assessments. We don’t have time to write the
applications. We don’t have time to do this. We have
other crises, we have other problems, fires to fight, and
everything else.” And Sister has always listened to that
input but has always relied on her own internal
compass. She would say, “No, we are committed to this.
I see enough improvement. It resonates with my
personal values. I believe that this will help us become
a better organization.” And she has been the constant
driver of this throughout the last 16 years at SSM
Health Care.

In 2002, SSM Health Care was the first healthcare organization to
receive the Malcolm Baldrige National Quality Award. Today, they
continue to improve all their processes and systems in their unending
desire to provide perfect patient care.

The Pittsburgh Regional Healthcare Initiative (PRHI)

Our second good news story is about the Pittsburgh Regional
Healthcare Initiative (PRHI), a collaborative effort including hundreds
of clinicians, forty hospitals that compete for patients but cooperate to
discover best practices, four major health insurers, dozens of major and
small-business healthcare purchasers, corporate and civic leaders, and
Pennsylvania’s attorney general. It forms a unique collaborative effort
of individuals and institutions that provide, purchase, insure and
support healthcare services throughout Southwestern Pennsylvania.

PRHI Chair and Founder, Karen Wolk Feinstein, explains its
origins and inspiration.

The issue at the time was the cost of health care. We
wanted to draw attention to the fact that we thought
regions didn’t have to wait for a national solution to the
increasing costs of health care but could fashion a
solution locally within their own region.
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It should be noted that healthcare delivery is that region’s largest
single industry and shapes the life of each member of the community, as
of course it does in other communities.

Raymond LeBoeuf, CEO of PPG Industries, a major employer in
the Pittsburgh area, added, “We discovered as a community, both public
and private, that health care was chewing into to our total level of
resources. Our pie is only so big, and if the health care piece of that pie
gets greater and greater, other things will shrink and that does not auger
well for Pittsburgh.”

The members of PRHI are working together to achieve “the
world’s best patient outcomes” by continually improving health system
performance by identifying and solving problems at the point of patient
care. They believe that the many challenges facing health care today—
rising costs, overcapacity, frustration among clinicians, shortage of
workers, financial distress, malpractice crisis, and lack of access to
care—are all symptoms of the same root problem: failure of the system
to focus solely on patient needs.

Like SSM Health Care in St. Louis, the Pittsburgh Regional
Healthcare Initiative used systems-thinking principles and continual
quality improvement methods in order to achieve their needed
transformation. PRHI turned to the Toyota Production System.

Paul O’Neill, former U.S. Treasury Secretary and former CEO of
PRHI, was previously CEO of Alcoa, where he used Toyota methods to
deliver an 800 percent increase in market capitalization while making it
one of the safest companies in the world to work for. He emphasized
the pioneering quality of PRHI’s efforts:

For me, this is a really an important step, one of many
we need to take in Pittsburgh, to demonstrate to the
rest of the country and the rest of the world that we
don’t have to take what we have as a given and accept
medication errors and infections that are acquired in the
hospital that you didn’t bring with you and in being
given incorrect procedures that stem from a lack of
knowledge or training.

In light of healthcare statistics across the country, some of their
patient-centered goals—zero medication errors, zero hospital-acquired
infections, and perfect clinical results as measured by complications,
readmissions and other patient outcomes—seem impossible to attain.
But they are committed to work toward these goals. This book explains
why this pursuit of perfection in health care is inspiring and effective.
And, meanwhile, within three months of real-time problem solving in
one area of the intensive care unit, the number of hospital-acquired
infections was reduced to zero and has remained at zero.
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A Spirit of Hope and Optimism

In the following pages, doctors, nurses, aides, and administrators
tell how and why these two healthcare systems are getting better at
making patients safer and safer.

They talk about their amazement at seeing their own work with
new eyes, the satisfaction of learning how to organize things more
effectively, their delight at improved medical outcomes and happier
patients, and their surprise at how much more they are enjoying their
work.

Physicians tell how being fully involved in their hospital’s self-
healing can give new life to their medical careers. Nurses testify that
their hospital’s self-healing gives them the chance to be truly nurses
again.

Administrators tell how they learned to manage healthcare

facilities that are growing healthier and more patient-centered every day.

Instead of describing only the sickness of hospitals and how
dangerous they continue to be, this book is meant to inspire hope and
optimism. In its chapters the personnel describe in their own words the
organizational cure and how hospitals can become patient-centered.

The book is divided into three parts. People from SSM Health
Care and PRHI tell, first, about the problems they faced, second, the
solutions they found and, third, the path of their improvement.

=7

15



Clare Crawford-Mason collaborated with Dr. W. Edwards Deming to
produce the authoritative rendering of his management philosophy in
videocassette format. She is co-author of two best-selling books about the
developing global market and the life and ideas of Dr. Deming: Quality Or Else:
The Revolution in World Business, Times Books, 1994; and Thinking About
Quiality: Joy, Meaning, and Profit in the Workplace, Houghton Mifflin, 1991. Both
are still in print.

A former NBC senior producer, Ms. Crawford-Mason is most noted as the
producer of "If Japan Can Why Can’t We?" the NBC white paper which
introduced Dr. Deming an his ideas to the West and stimulated the quality
revolution and brought about the market for management videocassettes. She
produced Quality...Or Else! a PBS documentary series on problems of
globalization and American ingenuity in the workplace, school, and government.
(The series is used in junior college and college classes to explain the new
workplace and world economic order.) She was a founding editor and for nine
years Washington Bureau Chief of People Magazine. She produced the first
television documentaries and national magazine reports on spouse abuse, child
sexual abuse, and abortion as a political issue.

Ms. Crawford-Mason is currently completing a book on the evolution of human
consciousness based on the ideas of Deming, the scientist and Catholic
theologian Pierre Teilhard du Chardin , the Russian mathematician P. D.
Ouspensky, and the mystic and teacher Georges Gurdjieff.
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