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British Manufacturing a Generation Ago

• Dole queue and low skills
• Quality is your problem
• 5% scrap
• End-of-line inspectors
• Friday cars

• Proud heritage
• Oil and swarf
• Foremen
• Clocking-on
• Unions vs Management
• Capital investment 



The Start of the
Japanese Attack

19861976Japanese 
share of UK 
market

94%34%Motorcycles

11%0.5%Cars

12%2%Camera film

74%ZeroVideos

29%9%Watches



The Japanese Manufacturing Revolution 
80s and 90s

• Total Quality

• Toyota Production System

• Cellular Manufacturing

• Lean Manufacturing



Total Quality Was Not Just About Quality

From: How to take part in the Quality revolution: A Management Guide, 
PA Consulting, 1986



It was a Whole Systems Level Strategy

From: How to take part in the Quality revolution: A Management Guide, 
PA Consulting, 1986



Lean Quality Tools

• In-process quality control
• Poke Yoke 
• Standardised operations
• Process capability and 6�
• SPC
• Visual management
• Kaizen / Quality Circles
• 5 Why root cause solutions



Purpose

Systems Culture

Purpose
Aims
Plan

Strategy
Ethics
Values

Spirit
Language
Motivation

Ethos
Leadership
Evaluation

Teamworking

Process
Systems

Technology
People Structure

Roles
Measurement

Communication

Reason
History
Origin

Knowledge
Practices
Rituals

Identity

• A profound change in 
organisation ‘Identity’
• Changed Hearts and 
Minds• Right-first-time

• Just-in-time
• Zero defects

• Simple technology 
• Capable processes
• Cellular structures
• Visual management
• Lean tools

• Continuous 
improvement
• Teamwork
• Team leaders
• Involvement 
• Empowerment
• Responsibility
• Learning

A Whole Systems View:
The Tricord™



For Quality - Typically What Was 
Achieved?

5% scrap

25ppm delivered quality

5� = 99.999943%

4� = 99.9937%



Lucas SEI Wiring 
Systems Ltd

Two Years of the 
Journey

100%97%85%Labour efficiency

98.5%98.0%80%Stock accuracy

5.8%7.6%10.5%Stock/sales

39620006000CST audit defects ppm

0.13%0.35%10.00%Delivery error

17.0%10.0%4.0%Profitability

2.0%3.0%8.0%Overtime directs

10.19.02.6Kaizen ideas/person p.a.

18132200Delivered quality ppm

Feb 1998Feb 1997Feb 1996



Pitfalls and Cul-de-Sacs

• ISO 9001 and Documentation

• Toolheads

• ‘Me Too’ Production Systems
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A Whole Systems Approach to 
Tackling Patient Harm
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But…….



Healthcare Is different….
• Relational, human services
• Every patient has a unique bundle of needs 
• Multi-dimensional patient transformations

– Combined physical, mental and spiritual transformations
– Extended over time and locations
– Requiring multiple professional groups
– Across organisational boundaries
– Often involving patient’s family

• Non-linear processes that can’t be fully 
standardised and can be unpredictable

• Demand can’t be artificially smoothed
• The service needs considerable flexibility
• Key measures are patient outcome and 

experience based not primarily activity based.



The Healthcare Continuum

Mental health

Care for the elderly Pathology
Healthcare product 

manufacture

Orthopaedic Surgery
COPD Patient 

Service

Physiotherapy

A&E

GP Services

Complex acute 
processes

Understand the context

Complex Linear
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• A profound change in 
organisational beliefs 
and ‘Identity’
• Changed Hearts and 
Minds

• Right-first-time
• Zero avoidable harm
• Shared values 

• Teams and services 
focussed around 
patient transformations 
• Capable end-to-end 
patient pathways and 
processes
• As simple as  
appropriate technology 
• Measuring what 
really matters
• Improvement tools

• Empowered, 
motivated and 
responsible 
autonomous 
professionals 
• Effective multi-
disciplinary 
teamwork
• Team leaders
• Continuous 
improvement & 
learning 

Still Need A Whole 
Systems View……



Attributes of Teams Equipped to 
Tackle Patient Harm

Multi-disciplinary team 
on a human scale

A designated team leader 
linking the team to the 
wider organisation

Responsible for a 
significant  patient 
transformation(s) within 
patient pathway(s)

Appropriate, simple 
outcome-based 
performance measures 
including patient harm

“Owning” the whole 
unit of work

Empowered to:
• plan the service
• deliver the transformation
• improve the process

Equipped with whole 
systems and lean 
quality tools

Shared values around 
teamwork & compassionate 
patient care



How to get there?
• Are senior leader beliefs and values a pre-condition?

• “Pursuing perfection” Journey 

• Developing shared leadership understanding about 
developing excellent & capable holistic systems 
– Zero Harm
– Improved patient experience 
– Clinician satisfaction
– Productive & responsive services

• Starting
– Opportunities to change culture
– Planned change…? 



Transforming the Whole System? 
Starting Small: Rapid Improvement Events

• Working with stakeholders from clinical service area over 6 week period 

• Bring ‘whole system’ together in one room.  Teams are built!

• Support teams with experienced facilitators.  Teams are equipped! 

• Teach teams tools and principles to solve inherently complex, systems 
problems around patient harm.    Novel, holistic solutions are found!

• RIEs have high profile and senior stakeholders encouraged to back 
process and empower team to act. Things get done!

• Deliberately tight timescales of RIE creates focus and sense of 
urgency. Things get done quickly!

• Local organisation improvement leaders can learn about approach. The 
approach is transferable!



Whole Systems RIE Process Focused 
on Patient Harm Improvement

Planning Day Preparation

Workshop 1
Workshop 2

Workshop 3
Implementation

Support

• Scope  

• Problem 
& Intention 
Statements

• Plan
• Team Skills 
Behaviours, 
& Training

•Action plan

• Multiple 
stakeholder 
interviews

• Map 
process

• Data 

• Understand 
Whole System 

• Review high 
risk processes 

• Review 
technology & 
systems 

•Immediate 
improvements 

3 separate days over a 3 week period

• Right team 
structures

• Real 
measures 

•Apply lean 
quality tools

•Immediate 
improvements

• Action plan 
delivery 

• Document

• Review

• In-process quality control
• Poke Yoke 
• Standardised operations
• Process capability and 6�
• SPC
• Visual management
• Kaizen / Quality Circles
• Problem solving technique 

training



Equipping organisations to be whole and healthy

Case Studies and contact details at:

www.tricordant.com


