Emergent barriers to the lean healthcare journey: baronies, tribalism and scepticism
Abstract

Healthcare systems are essential service organisations for citizens. However, the increasing
demand for healthcare provisions and limited resources are challenging the public healthcare
system to its limit. To respond to these constraints, healthcare managers and practitioners have
worked together to adapt industrial practices of process improvements, such as lean production,
to healthcare operations. Although lean has gained some traction in the complex healthcare
ecosystem and provided several benefits, its journey has been challenged by contextual barriers
not encountered in manufacturing settings. Amongst these barriers, the literature identifies
professionalism, implementation fidelity, and the need for evidence-based research as being the
most disruptive to lean implementation. These emergent barriers have impacted on the
implementation and sustainability of lean in healthcare, and scholars have called for empirical
studies to provide an in-depth understanding of these issues to fill this knowledge gap. This study
aimed to empirically investigate the impact of these barriers using an exploratory case study in
three emergency areas of a public healthcare system. Thirty-seven semi-structured interviews
were conducted with nurses, physicians, coordinators, and lean management consultants.
Underlying barriers and enablers relating to these three emergent barriers were identified.
Research propositions are provided that identify baronies, tribalism and scepticism as being the
main elements that constrain the implementation and sustainability of lean in healthcare
operations. The concepts of value destruction and balanced centricity were introduced to provide

an in-depth understanding of the impact of these emergent barriers.



Keywords: balanced centricity; barriers; lean healthcare; process improvements;

professionalism; value destruction



1. Introduction
The healthcare system is a complex ecosystem that must balance multiple stakeholders’
aspirations, the pressure to improve performance and reduce cost add pressure to provide a
timely service (Verleye et al., 2017; Williams and Radnor, 2018b). For instance, public
healthcare must handle government budget constraints and pressure from taxpayers (Berwick et
al., 2008; Radnor and Walley, 2008). In contrast, the private healthcare sector struggles with
pressure from investors and stakeholders that expect to maximise the profits in a constrained
sector (Briggs, 2009). Healthcare, whether privately or publicly managed, is a system that
involves a range of complex processes including: hospital management, pharmacy, catering,
management areas (finance, billing, human resources), laundry services, wards, emergency
departments, theatres, reception and security (Drotz and Poksinska, 2014; Escuder et al., 2018).
Healthcare organisations require an immense effort to provide timely care to patients including
the management and coordination of resources, processes and people. In this context, different
organisational, behavioural and operational issues emerge, and challenge healthcare managers,
practitioners and policymakers alike (De Souza and Pidd, 2011; Burgess and Radnor, 2013). In
order to address these issues, and deliver value to patients, healthcare managers and practitioners
have turned to implementing quality and process improvement approaches, including those
developed by the automotive industry (Womack et al.,1990; Volochtchuk and Leite, 2021). One
of these approaches is ‘lean thinking’ which is inspired by the main elements of the Toyota
Production System (TPS) and primarily widely used by manufacturers in the West (Womack and
Jones, 1997).

The tenets of the lean approach are anchored on an organisation’s continuous process

improvements, waste reduction, and a focus on increasing value-added activities. These concepts



were adapted and transferred from their manufacturing origins, into healthcare operations, which
later became known as lean healthcare (e.g. Radnor and Osborne, 2013; Leite and Vieira, 2015).
Over the years, lean in healthcare has been implemented with positive results, having a
significant impact on quality, cost, time, and satisfaction of both staff and patients (Mazzocato et
al., 2010; Papadopoulos et al., 2011). However, as the prominence of lean in healthcare
increased, the sustainability of its implementation emerged as more challenging, with reports of
low rates of success (e.g. Dorval et al., 2019; Leite et. al., 2020a).

Healthcare is a complex ecosystem with unique characteristics (Drotz and Poksinska,
2014; Escuder et al., 2018) and interdependency between human action, organisations, processes
and a wider system context (Mannion et al., 2009; Fulop and Robert, 2015). In healthcare, the
influences come from stakeholders’ aspirations (e.g. patients’ needs) which have a direct impact
in operational processes. As observed by Osborne et al. (2012) patients are not passive actors in
service consumption, instead they play an important role in service co-production, and therefore,
directly influence the process. Fournier and Jobin (2018) shed light upon another stakeholder
influence, advocating that physicians have professional dominance over other stakeholders,
creating difficulties for staff members engagement and empowerment, leading to the creation of
inhibitors that constrain the lean journey in healthcare (De Souza and Pidd, 2011; Walton et al.,
2018).

Several challenges towards sustaining the implementation of lean in healthcare have been
documented (e.g. Fine et al., 2009; Grove et al., 2010; Costa and Godinho Filho, 2016), with
some studies describing a list of common barriers. However, despite these studies, in-depth
empirical investigations of contextual inhibitors of improving healthcare operations are limited

(Radnor et al., 2012; Akmal et al., 2020; Leite et al., 2020a; Lindsay et al., 2020). One of the



reported contextual barriers (Kim et al., 2006) suggests multiple segments of healthcare often
work as autonomous silos. This idea of compartmentalization, or professional and functional
silos, where healthcare professionals think narrowly about their unit is a contextual barrier to
lean, and is often termed as professionalism or professional boundaries (e.g. De Souza and Pidd,
2011; Isfahani et al., 2019; Akmal et al., 2020; Lindsay et al., 2020).

The fidelity of implementing lean versus the adaptations required, or recognising the
difficulties in transferring lean from manufacturing into a healthcare setting is reported to inhibit
the implementation of lean (Gao and Gurd, 2019). Related constraints include fear of the
unknown, lean terminology, and different characteristics of healthcare (i.e. dealing with people
and not products) (e.g. Kim et al., 2006; Reijula and Tommelein, 2012; Savage et al., 2016). The
complexity of the clinical setting can also have on impact on fidelity issues, particularly the
technical, social, institutional and political context of healthcare (Glouberman and Zimmerman,
2002).

Despite these constraints, lean has been accepted by some healthcare organisations as an
approach to improve their services. However, universally it remains an underdeveloped practice
in this sector. One of the prominent issues is that the majority of the implementations have been
carried out in piecemeal way, raising uncertainties about the effectiveness of lean in healthcare
(Brandao de Souza, 2009; Burgess and Radnor, 2013; Portela et al., 2015). This issue is not
about the challenges to transfer and use lean in the clinical context (e.g. implementation fidelity),
but instead it tackles the underlying difficulties to measure and determine the real impact of the
results and benefits that lean brings to healthcare operations. This issue is also influenced by the
lack of knowledge, skills and experience of working with lean in healthcare, which leads to

underestimating the benefits that lean can bring to the clinical setting. This raises another



contextual barrier in healthcare: the need for evidence-based research to support the
implementation of lean in healthcare (e.g. De Souza and Pidd, 2011; Akmal et al., 2020; Leite et
al., 2020b). The main challenge to building an evidence base is the replication of study designs
(Andersen et al, 2014), which do not allow for the understanding of contextual factors which is
needed to translate the findings from one setting to another.

Although we have seen an increasing interest in investigating inhibitors of lean in
healthcare, most of this work has focused on addressing more descriptive and ostensible aspects
of these barriers (e.g. De Souza and Pidd, 2011; Aij et al., 2013; Escuder et al., 2018). However,
in-depth studies about the impact of emergent and contextual barriers to implement lean in
healthcare, such as professionalism, implementation fidelity and, the need for evidence-based,
have been overlooked within the literature. This study therefore aims to empirically investigate
the impact of these contemporary barriers. Collectively, the study provides new understanding of
the emergent barriers in the lean healthcare journey and responds to the recent calls for further
empirical research on these issues (e.g. Isfahani et al., 2019; Akmal et al., 2020; Leite et al.,
2020a, 2000b; Lindsay et al., 2020).

In achieving the paper’s aims, the relevant literature is reviewed in relation to
contextualising lean in healthcare and barriers to its implementation. Next, the research
methodology is presented, along with an illustrative case study on the Brazilian public healthcare
system. The empirical results identify the contemporary issues relating to the implementation of
lean within the case organisation. Finally, together with the literature, the findings are discussed,

and the contributions to knowledge and practice are provided.



2. Lean in Healthcare

The increasing global demand for healthcare services, motivated by emerging factors, such as
aging population, pandemics, natural disasters, chronic illnesses, and an influx of patients in
emergency departments, has driven healthcare operations to its limit in several countries (Leite,
2020). This situation puts added pressure on policymakers and managers to improve the system,
which is constantly constrained by the lack of resources, such as finance, time and workforce
(Sisko et al., 2009; Williams and Radnor, 2018b).

In the improvement literature, this increasingly constrained situation in healthcare has
been addressed over several decades, with healthcare scholars and practitioners applying
different re-engineering methodologies in order to improve healthcare systems (e.g. Radnor and
Boaden, 2008; Young and McClean, 2009; Waring and Bishop, 2010). However, the most
prominent approach has been lean thinking (Mazzocato et al., 2010; Burgess and Radnor, 2013;
Volochtchuk and Leite, 2021). Lean in healthcare has been implemented worldwide, and studies
have shown significant results, for example, the exponential growth of lean healthcare initiatives,
positive results after implementation in hospitals’ operations, development of tools and
approaches, as well as new improvement trends in the clinical sector (Brandao de Souza, 2009;
Radnor, 2010; Mazzocato et al., 2012). Such results can be seen in the reductions of length of
stay, admissions, costs, staff and patient movement, and overtime (e.g. Radnor et al., 2006; Van
Lent et al., 2009; L’Hommedieu and Kappeler, 2010; Mazzocato et al., 2010; Cima et al., 2011).

These positive results and benefits have attracted a considerable number of distinguished
healthcare companies worldwide towards lean adoption. Some examples of early lean healthcare
adopters are Royal Bolton NHS Foundation Trust in the UK (Radnor, 2010), Thedacare Inc in

the USA (Toussaint, 2009) and Flinders Medical Centre in Australia (Ben-Tovim et al., 2008).



Despite examples of lean’s successful implementation and added benefits in many of these
healthcare organisations and others around the world, the literature also shows that the lean
journey in healthcare (implementation and sustainability) faces several ostensible and underlying
barriers that inhibit the success of the approach (Kim et al., 2006; Poksinska, 2010; De Souza

and Pidd, 2011; Leite et al., 2020a).

2.1 Barriers to implementing lean in healthcare

Lean is traditionally acknowledged as a methodology originating from the manufacturing sector,
which was adapted and transferred into the service sector, with prominence in healthcare
operations (Bowen and Youngdahl, 1998; Ben-Tovim et al., 2008). However, despite positive
results, its implementation in healthcare faces several inhibitors that lead to low success rates
(De Souza and Pidd, 2011).

Over the years, scholars have conducted empirical studies and literature reviews to
understand barriers, enablers, challenges and trends for lean in healthcare (e.g. Bushell and
Shelest, 2002, Young et al., 2004, Jimmerson et al., 2005; Kim et al., 2007, Dickson et al., 2008;
Costa and Godinho Filho, 2016; Fogliatto et al., 2019, Akmal et al., 2020). Some reviews
addressing lean barriers specifically in healthcare emerged in the 2000s. For instance,
Poksinska’s (2010) review of over 30 studies focused on the current state of lean healthcare
implementation. This study provided a new set of barriers that constrained lean in healthcare,
such as difficulties to convince staff that lean can work in healthcare (e.g. lack of real-life
applications in healthcare). Another barrier was related to training in healthcare settings, because
educators and practitioners did not come from a healthcare background it was difficult to

reconcile lean manufacturing with lean healthcare. The organisational structure of healthcare also



emerged as a challenge for lean, due to the hierarchical structure of the clinical setting where
physician are often the dominant decision-makers. Difficulties associated with this complex
environment were also related to cooperation with other departments. These barriers were
identified as unique inhibitors in healthcare settings, which were later confirmed by other
empirical studies (e.g. Savage et al., 2016; Leite et al., 2020a). For instance, in the case of De
Souza and Pidd’s (2011) review of lean implementation in the UK’s national healthcare service
(NHS) they found new barriers that had not been encountered in manufacturing settings. These
barriers are related to perception, healthcare professional skills, professional and functional silos
and hierarchy.

Further empirical studies have contributed to understanding the emerging barriers
specific to healthcare (Radnor et al., 2006; Waring and Bishop De Souza and Pidd, 2011; Dixon-
Woods et al., 2013; Portela et al., 2015; Akmal et al., 2020; Lindsay et al., 2020). These
emergent barriers are not found in the manufacturing sector, they emerge from the complexity of
the healthcare ecosystem, and are related to behavioural and organisational aspects. Thus, raising
discussions about the influence of healthcare stakeholders in service delivery and lean
implementation (c.f. Leite et al., 2020b). A recent systematic literature review (Akmal et al.,
2020) analysed reasons for lean resistance in healthcare; the themes that emerged show medical
professionalism logic impacts on lean implementation. The researchers argue that when lean is
implemented in healthcare ‘it challenges the key assumptions of the dominant logic of medical
professionalism’ (Akmal et al., 2020, p. 5). Another example is an empirical case study
conducted by Lindsay et al. (2020) which took place in an NHS organisation with multi-
disciplinary team members. The study explored lean implementation through the lens of

professionalism. Findings demonstrated that lean implementation is ‘limited by medical



professionals’ lack of engagement and leadership. Furthermore, the authors advocate that lean
encounters challenges due to the complexity of the healthcare environment, and ‘this complexity
appears in the form of professional status with corresponding power and intra-professional
demarcations acting as a barrier to spreading and sustaining lean throughout the organisation’
(Lindsay et al., 2020, p.11).

These contextual lean inhibitors have been challenging healthcare managers and
practitioners alike. In that sense, scholars have called for an in-depth understanding of the social
dimensions of the lean in healthcare, arguing that this could play a role in explaining the
divergent results in manufacturing and healthcare contexts (Radnor et al., 2012; Rich and Piercy
2013; Bortolotti et al., 2018, Akmal et al., 2020; Lindsay et al., 2020). This study responds to
these calls and advances our understanding of the role of professionalism, implementation
fidelity and the need for an evidence-based approach to lean healthcare. Thus, we aim to
empirically identify the underlying impact of these emergent healthcare inhibitors on the lean
journey. Until now these inhibitors have been identified as being problematic to the
implementation of lean but how they manifest in practice is unclear. This empirical study
explores these further within the context of emergency care to provide greater clarity to scholars

and practitioners alike.

3. Methodology
This research was based on a qualitative approach, undertaking exploratory illustrative case
studies within three emergency departments in the Brazilian public healthcare system. The use of

case studies is considered by many as a valid empirical approach to investigate a contemporary
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phenomenon within a real-life context, as the focus of the study cannot be separated from the
context where it occurs (Yin, 2014; Eisenhardt, 1989).

Case studies are also a common practice in operations management (e.g. Karlsson and
Anlstrom, 1996; Yadav et al., 2018). This methodological approach has been used by researchers
investigating lean in healthcare (e.g. Mazzocato et al., 2012; Yadav et al., 2018; Leite et al.,
2020a). For example, when analysing lean implementation in an NHS organisation, Lindsay et
al. (2020) used a case study to understand the impact of professionalism on lean. The complex
nature of healthcare (Drotz and Poksinska, 2014) demands a consistent methodological
approach, that facilitates and provides access to primary data. The use of a case study allowed us
to conduct in-depth, semi-structured interviews with nurses, physicians and coordinators, as well
as to observe first-hand challenges and benefits of the lean implementation in the case

emergency departments.

3.1 Case Description: Brazilian public healthcare system

The Brazilian public healthcare system, also known as the Unified Healthcare System (UHS),
adopts a similar universal coverage model used in other countries, such as Canada (Medicare)
and the United Kingdom (National Healthcare System — NHS). Services are based on the needs
of the user and are free at the point of care (Paim et al., 2011). The fact that there is no direct
payment into the system does not reduce the pressures and critiques from taxpayers, who
demand timely healthcare assistance and a reasonable level of service (Berwick et al., 2008;
Paim et al., 2011). This situation puts pressure on policymakers and managers to continually
improve the system in light of increased demand for services and lack of resources (Sisko et al.,

2009; Williams and Radnor, 2018b).

11



Although lean has already been implemented in several Brazilian hospitals and
emergency departments, there are no organisational strategies and directions that currently exist
to make lean part of the UHS. Implementations have been segmented in different states of the
country, mostly motivated by results from private healthcare experiences, and where public
healthcare managers need to improve the performance and service delivery.

This empirical study was conducted with emergency departments that had implemented
lean. The decision to collect data from these Brazilian hospitals was based on the willingness
and availability of the case sites to participate in the study. In addition, the UHS is a public
healthcare system that reflects the similar ‘modus operandi’ and problems faced by several

public healthcare systems around the world.

3.2 Case Access and Data Collection
Understanding that lean implementation in the UHS provides a suitable field study for our
research aim, we asked for access to three emergency units that have implemented lean. In order
to avoid disruptions to the units’ work, the management team decided to give access to two
urgent and emergency departments, and one accident and emergency department (trauma centre).
Thirty-two semi-structured interviews were conducted with nurses, physicians and coordinators
who have been working with the new lean model (see Table 1).

...insert table 1 about here...
The interview questions largely focused on the challenges to implementing lean. For instance,
interviewees were asked to share their main difficulties in implementing and using lean, as well
as perceived challenges for the success of implementing lean in the healthcare environment.

Furthermore, in order to gain some professional insights about the challenges of implementing
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lean, five interviews were conducted with lean specialists from across the country. These
specialists are lean management consultants that were selected based on their expertise in the
area of lean. For instance, academics, book writers, keynote speakers, and pioneers in lean
healthcare in Brazil (see appendix I for detailed profile). These lean management consultants
provided an external and comparative view of the challenges to sustain lean implementation in
healthcare. Such an approach is encouraged by Saunders (2011) who argues that interviews with

practitioners and experts in the field are a sound method to access the data needed.

3.1 Data Analysis
The 37 interviews were audio recorded, transcribed verbatim and translated from Portuguese to
English. The data were analysed using a thematic analysis, which is one of the most common
methods of qualitative data analysis. It allows an in-depth contact with the data to support the
coding and tracking of the data (Braun and Clarke, 2006). The use of a thematic analysis in the
operations management field is common practice amongst researchers (Mazzocato et al., 2010;
Radnor and O’Mahoney, 2013; Gao and Gurd, 2019).

The procedure to analyse the data followed an adapted model suggested by Braun and
Clarke (2006). This model has six main steps of thematic analysis, from initial codes to
interpreting the data: first step, familiarizing with data and order; second step, constructing initial
codes; third step, reading and searching for themes; fourth step, reviewing themes; fifth step,
defining and naming themes; and finally, the sixth step, interpreting the data and producing the
report. This standardized model of thematic analysis has been previously used in the operations

management field (e.g. Radnor and Johnston, 2013) during the investigation of lean in the UK
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government. The initial coding of the data was undertaken by one member of the research team

and then checked by two other members of the team.

4. Findings

The thematic analysis of the interview data identified ten themes relating to the barriers that
constrain the lean implementation and sustainability in healthcare (Table 2). These themes were
then analysed in relation to the three theoretical themes that emerged from the literature;
professionalism, implementation fidelity, and the need for evidence-based research. The themes
from the empirical data are presented in relation to the three lean barriers emerging from the
literature. The interview data provide a greater understanding and granularity to how these three
barriers are experienced in practice. Quotes from the interview data are used for illustrative

purposes.

...Insert Table 2 About Here...

4.1 Professionalism
Professionalism is an emergent barrier in healthcare operations and in the context of
improvement relates to the influence of physician and staff behaviour. From the data analysed,
four barriers relating to professionalism emerged; the conflict between physicians and nurses,
functional silos, physicians with perceived professional dominance, and professional silos.
The ‘conflict between physicians and nurses’ emerged as a central theme related to
professionalism, and the analysis showed that this conflict disrupts the teamwork environment
and reduces the levels of cooperation across these two professional groups. In the emergency

units, some nurse participants believed physicians were not always performing their activity,
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which they equated to creating a lack of commitment and engagement, as one nurse participant

from the emergency unit explained (see quote 1):

Quote 1: ‘So, some of the physicians, they behave like they are doing a favour for all of us,
you know... as professionals, some of them don’t care if they have a shift to fulfil, they’re
here being paid for, but don’t care... I have to deal with problems that are not my
responsibility, but physicians’ duties... I have to tell them (physicians), look: ‘T don’t have to
explain to the patient, who is complaining about the long waiting time; just because you’re

not doing your job’. (NUR_ED_4)

What was observed during the data collection, was a two-way conflict, nurses are unsatisfied
with physicians’ behaviour, and vice-versa. These conflicts create and impact on the daily

routine, as a physician participant explains (see quote 2):

Quote 2: ‘I know that there are many who work in the emergency room and just don’t care,
or simply don’t learn anything different in their routine... I really think that the employees
who are here and don’t want to improve anything shouldn’t be here. There are other cases
when they (the nurses) make vague complaints about the physicians’ work, and we know it
is just lies because they just want to find someone to blame... it’s hard to work like this

because, in the end, it affects our job’. (PHY AE 3)

When carrying out the thematic analysis several codes related to this theme (conflict between
physicians and nurses) emerged, such as issues amongst professionals, an inability to cooperate
with others, professional behaviour, negative influence of staff behaviour and lack of

commitment. Some of these barriers have been highlighted in the literature by Leite et al.,
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(2020a), the authors observe that these are meaningful inhibitors in the daily routine of
healthcare operations, hence, affecting the lean journey in healthcare.

Functional and professional silos are also barriers that affect the stability of the healthcare
operation and lean sustainability. ‘Functional silos’ are related to departmentalisation and cross-
departmental issues, where there is little or no cooperation between and amongst departments. In
the emergency areas, this was found to affect the focus on patient and the operational flow. As

one of the lean management consultant participants explained (see quote 3):

Quote 3: ‘People do things just for their own department and don’t know the next process
the patient is going through, that is, what is the importance in delivering the patient so that
they flow in the best possible... In the hospitals, | don't know why... they have this thing
about the departments being very strong, the emergency, the surgical centre, the nursing, the
coronary unit and etc. So, these are units that work alone and don’t know the impact they’re
causing on other departments. I think this is a great barrier; we must overcome in order to

sustain the improvements. (CONS_2)

Different from functional silos, the ‘professional silos’ are related to professional overprotection
and its impact on healthcare operations. The functional silos represent a challenge to bring teams
and groups of employees to work together, rather than in isolation. In the emergency unit, this
issue was found as a prominent inhibitor that unites professionals in their functional groups (see

quote 4), but does not create collaboration between different working groups:

Quote 4: “The nursing team is closed in its group, so are the physicians... there is no
relationship or help between them, they sometimes try, but it isn’t that harmonious... there’s
an alliance amongst the physicians, amongst the nurses, the technicians and etc. But, can we

unite all these groups? I don’t think so’. (PHY_ED_5)
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Functional and professional silos are common issues in lean healthcare and barriers to the flow
of patients, goods and information, and consequently, if improved could improve the levels of
collaboration across the entire system. Similarly, ‘physicians with perceived professional
dominance’ also emerged as an obstacle relating to professionalism. The traditional ‘medical
model’ supports autonomy and professional dominance, which implies hierarchy and may limit
cooperation with the other groups. For Currie et al. (2009), in order to maintain their professional
status and legitimise their positions, healthcare professionals use a range of strategies to defend
existing professional boundaries. One of the lean management consultants explained that it was
paramount for physicians to understand their (leadership) role within the team in improving the

operation and providing support for their team, when requested (see quote 5):

Quote 5: ‘It is difficult for a physician to understand that they’re not the most important
person of assistance anymaore; they need other professionals to help make the decision, and

sometimes they will have to help too’. (CONS_1)

4.2 Implementation Fidelity
Implementation fidelity is another emergent barrier in healthcare, and this represents the
difficulties in transferring lean from its origins of manufacturing to healthcare settings. From the
data analysed, we found three barriers that underpin this issue: public organisation influence,
consideration of the healthcare context, and the politicised context of healthcare. We also found
an enabler: adapt and train to meet healthcare needs.

The “public organisation influence’ emerged as the main theme related to implementation
fidelity. This is a barrier that represents the bureaucracy, pressures from the system, and

organisational structure. These prominent issues inhibit attempts to improve processes and
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influence the public administration culture. A physician explains the influence of the

bureaucratic structures that impede healthcare operations (see quote 6):

Quote 6: ‘The bureaucratic style of the UHS can be a barrier because the UHS doesn’t work.
On paper, everything is beautiful, but as regards the practical application it doesn’t work,

things are slow, which makes it difficult to work with’. (PHY_ED_7)

The “politicised context of healthcare’ is a common barrier that constrains the healthcare
operations (e.g. Glouberman and Zimmerman, 2002). This theme tackles the political influence
on healthcare and the effect on the operations, for instance, the hospital leadership usually is
selected based on their political association with the current government, rather than technical
abilities. This study also found the politicised context influenced the implementation of lean
within the case organisations, unless an influential sponsor was present to support the changes.
Without this sponsor it was difficult to sustain the long-term strategy of improvement. One

physician from the emergency units explained how the politicised context works (see quote 7):

Quote 7: ‘Some of these people are here because they’re friends with the politicians. ..
generally, they are there just to be a shill, a protocol, they sometimes have no technical
abilities, but politics. It happens all the time here, like ‘so if this person understands nothing,

what is he doing here? Well it’s because they know someone’ (PHY_ED_4)

The ‘consideration of the healthcare context’ was a prominent theme in relation to fidelity of
implementing lean. The necessity to avoid transferring the lean manufacturing directly into the
healthcare setting is a unanimous agreement amongst the lean management consultants
interviewed. They believe the focus should not be in the name (lean), but in a generic approach

that will be implemented to support the improvement of healthcare operations (see quote 8).
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Quote 8: “The first time we talked about lean we almost got bitten! You don't need to use the
name ‘lean’, it's all about going to the essentials, the basics, with simple solutions for the
healthcare context... You show the benefits of the system that makes sense for their reality, trying
not to use the terms of Toyota... The use of the manufacturing language, such as the Toyota

System, is a mistake’. (CONS_5)

The importance of context was also observed by Bateman et al. (2014) who advocate to be
adopted successfully lean must be adapted to its context, and it is vital to understand that lean is
context dependent.

The theme “adapt and train to meet healthcare needs’ is also related to implementation
fidelity; this is the first theme identified as enabling the implementation of lean in healthcare
settings. This theme emphasised the lack of knowledge and experience in lean in healthcare. Due
to its manufacturing origins, healthcare professionals often find it challenging to understand the
original terminology and how to implement some of the lean tools and techniques. It is unlikely
that any of the staff have received formal training in operations management or improvement as
part of their clinical or management training. Therefore, organisations introducing lean and

other improvement techniques need to develop the capability of their staff (see quote 9).

Quote 9: ‘I think that's the first thing, understanding the mapping tools, understanding the
idea of continuous flow and the idea of standardized work, and what this has to do with the
improvement... then, you start getting in and making Kaizen events and getting results, and

this is the fuel of change’. (CONS_4)
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4.3 The Need for Evidence-Based Research
The final emergent barrier was the need for evidence-based research. This focuses on the
maturity of lean in healthcare and the need to provide appropriate evidence and well-designed

studies to test the adaptation and implementation of lean in healthcare settings. From our

analysis, two themes emerged relating to this contemporary issue; enablers to support the change

and results from similar contexts. Both themes focus on improving our understanding of

implementing lean both in terms of theory and practice.

The theme ‘enablers to support the change’ addresses the need to have people involved,

to promote the change during the lean journey. For example, top management support,
leadership, physician and staff involvement. People are accountable for their workplace
processes, and they feel engaged when they are involved and participating in improvement.
However, not asking or involving people that work in the process, is likely to create resistance,
because they will take it as an instruction or order, rather than suggestion and collaboration, as

reports a nurse from the emergency unit (see quote 10):

Quote 10: “Since the moment you let the healthcare team know there is something to
improve in their service, such as waiting time reduction, wow... then you see them
participating. But not like sometimes it happens here, you say ‘it’ll be used from now on
because it is an order’. No, we should show them why it is happening. You have to show

them that they’re important in this, that it’s only possible because it happens through them”’.

(NUR_AE_7)

This behaviour is confirmed by a lean management consultant who described the need to have
people engaged and involved (see quote 11), as they know the local context and their work

practices, and can therefore provide significant contributions:
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Quote 11: ‘If you do a project without having people involved, without having the physician,
without having the pharmacist, it will create a barrier. They are going to say ‘damn, they
came here, did the mapping, they said that was the ideal way for making it, | didn’t say any
suggestion, they didn’t ask for my opinion, and now they’re saying that I have to do it like

this’ (CONS_3).

In that sense, Andersen et al. (2014) argue that organisations should create an environment
which encourages people’s involvement in the process, enabling a holistic lean approach that
embraces a culture of everyday improvement.

The theme ‘results from similar context’ emphasises the need to use other lean
implementation cases in healthcare settings as examples to share with stakeholders during the
lean implementation in healthcare. Clearly to share such information cases need to be well-
designed and in sufficient detail for others to follow. However, one of the lean management
consultants (see quote 12) suggested that that evidence required is already available due to the
long history of lean (both in and outside of healthcare) and suggested that the medical staff need
to associate this new approach with their reality, and understand that this is something that has

already been implemented with positive results in their sector:

Quote 12: ‘I think it is all about bringing this (cases in healthcare) and showing the wastes in
the area of health so that people can assimilate what is going on... you introduce a new
philosophy, such as lean, by saying: look, there are people out there doing this! For example,
in the USA, in Canada, and also here in Brazil, we already have several examples’.

(CONS_01)

The call for a stronger evidence base for improvement in healthcare has been previously made

(Dixon-woods and Martin, 2016). Interestingly, here the lean consultants are suggesting some of
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the evidence is available but there is a need to share the learning more widely with those charged
with implementing lean. Clearly, this needs to be in an accessible form to ensure we are limiting
the temptation to reinvent the wheel when others have undertaken similar improvements
elsewhere.

In this section, we reported the findings from the data analysis, which were represented
by ten themes related to the three emergent barriers in lean healthcare. Initially, these themes
emerged as barriers to implementing lean. However, as the data analysis progressed, some of the
themes also emerged as enablers. These empirical data have provided a greater understanding of

the overall impact of these themes on the lean implementation in healthcare.

5. Discussion

Lean implementation in healthcare has received exponential universal attention from academics
and practitioners (Mazzocato et al., 2010; Drotz and Poksinska, 2014). Through our research and
review of the literature, we identified three prominent contextual barriers in healthcare
operations: professionalism, implementation fidelity and the need for evidence-based research.
To date, these barriers have received little attention from researchers, particularly in
understanding how these manifests within practice. Leading to some academics calling for more
in-depth studies (e.g. Leite et al., 2020b; Lindsay et al., 2020). Hence, by reviewing the current
knowledge and analysing the data collected in the Brazilian healthcare system, our study aimed
to provide an in-depth understanding of these barriers (Table 3). In this section, we discuss these
findings and consider the impact of these three contemporary issues on lean implementation and

sustainability.

...Insert Table 3 About Here...
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5.1 Impact of professionalism on lean

Professionalism is a specific phenomenon found during lean implementation in healthcare and
some academics have been trying to find evidence of its impact (e.g. De Souza and Pidd, 2011;
Stanton et al., 2014; Akmal et al., 2020; Lindsay et al., 2020). In our research we found four
underlying inhibitors associated with professionalism that impact on the lean journey (Table 2).
For example, conflicts between professional groups, functional and professional silos, as well as
perceived professional dominance. Prominently, power and culture are two active elements in the
healthcare structure (Fillingham, 2008; Waring and Bishop, 2010) that emerge as barriers to lean
and they are represented by professional and functional silos within the fragmented structures of
the healthcare system (Kim et al., 2006; Radnor et al., 2006; De Souza and Pidd, 2011). When
working in silos, nurses and physicians are separated into professionally or departmentally
isolated groups. This practice leads to significant impact on communication, interaction and,
protectionism of professional boundaries (De Souza and Pidd, 2011), all of which are likely to
work against lean practices of teamwork and decentralisation of power (Drotz and Poksinska,
2014).

In the emergency departments of the UHS, we identified tensions between physicians and
nurses, as well as attributes associated with a traditional ‘medical model’ of healthcare which
advocates professional hierarchy and dominance behaviour (e.g. Fournier and Jobin, 2018). For
instance, a lean management consultant emphasised the new role of the physicians in healthcare,
arguing that physicians need to reflect on their role and contribution within the ‘era’ of multi-
professional working. In the literature, these conflicts between physicians and nurses (and

possibly other professions), that emerge from professionalism, were initially identified by
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Fillingham (2008), who describes the group of seniors professionals as ‘feudal baronies’ within
healthcare institutions. These ‘baronies’ in the Brazilian healthcare system were identified by
physicians towards nurses, as they argue that often senior nurses have many years of work
experience in the same hospital, and therefore, may not see the necessity to improve the current
process. ‘Feudal baronies’ are also present amongst the physicians; these physicians are
described as being overprotective of their territory and position in healthcare settings, creating
resistance to changes in traditional processes.

Overall, professionalism issues discussed in this study raise important implications for
those embarking on the lean journey. First, tensions related to challenging the traditional medical
hierarchy. According to Womack and Jones (1996) one of the lean principles is to provide timely
value to the end customer, which in this case is the patient. Therefore, physicians have to coexist
to support improvements that will benefit the patients, and consequently, healthcare processes.
Second, and most crucial, professionalism issues motivate the ‘baronies’ behaviour within
healthcare; they have to be identified in order to avoid troublesome behaviour that will act as a
restraining force, hence, constraining the lean journey in healthcare. From the existing literature
and our empirical data, we derive our first proposition, raising awareness of the professionalism

impact on lean in healthcare:

Proposition 1 (P1): Professionalism issues in relation to professional boundaries and hierarchy
‘baronies’, can work as restraining forces that inhibit the implementation of lean in healthcare.
Thus, to promote sustainable lean improvements healthcare professionals have to coexist with

the aim to add value to patients.
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5.2 Implementation fidelity impact on lean
Implementation fidelity represents the difficulties in implementing techniques adapted from
manufacturing plants, to improve quality, safety and patient care in healthcare settings. This
situation has been a challenge for healthcare managers and practitioners, as some lean
implementations are superficial, with no sustainable changes, low rates of success, and are
usually difficult to replicate (Dixon-Woods et al., 2013; Drotz and Poksinska, 2014; Williams
and Radnor, 2018a). For instance, McNicholas et al. (2019) report fidelity issues associated with
the use of the lean improvement tool, Plan-Do-Study-Act cycle, by frontline staff. They
concluded that fidelity in using improvement methods is challenging, and these should be
considered as complex sociocultural interventions that also require significant technical skill.
Similarly, Glouberman and Zimmerman (2002) outline that some of the difficulties to sustain
change in healthcare emerge from the complexity of the setting, which includes challenging
technical, social, institutional, and political context. The challenge is not only related to
transferring lean from manufacturing to healthcare, but also the attempts to replicate
improvement initiatives from healthcare to healthcare settings. Dixon-Woods et al. (2013) argue
that this challenge often brings some disconcerting effects, such as failure to outperform the
secular trend and the decline effect when improvements do not deliver equal, successful results
during replication in the new context. Some suggest that evaluating improvement efforts too
soon can result in these being unfairly judged as ineffective (Parry et al., 2013).

The literature suggests that some of the challenges emerge because lean is context-
dependent, where pure replications might not be sustained (Radnor et al., 2012; Bateman et al.,
2014; Leite and Vieira, 2015). Moreover, some scholars argue that lean should not be directly

transferred from manufacturing to a clinical context, as it does not take into account contextual
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factors and the intense co-production reality of the sector (Andersen et al., 2014; Osborne et al.,
2016). In our study of the emergency departments in the UHS, we found three barriers (public
organisation influence, consideration of the healthcare context, and politicised context of the
healthcare), and one enabler (adapt and train to meet healthcare needs) related to implementation
fidelity. These barriers raise the need to understand the limitations that a public organisation and
a politicised environment might bring to lean implementation. Issues of implementation fidelity
also emphasises the importance of the context in which lean is implemented. De Souza and Pidd
(2011) highlight the differences in manufacturing, where the production of the goods is often
standard, and with low or controlled variety. Whereas, in healthcare one might conclude every
patient is different. Therefore, our research proposes the enabler to ease issues related to fidelity
of lean implementation, is the need to avoid directly transferring (adaption rather than adoption)
lean concepts into the healthcare setting, and to assume that the context has a relevant influence
on the implementation.

Overall, implementation fidelity has an impact on lean implementation and sustainability,
and it raises the challenges to implement lean in the healthcare sector. The context must be
considered and a ‘one size fits all’ approach needs to be challenged (Reijula and Tommelein,
2012; Williams and Radnor, 2018a). Similarly to this study in the UHS, Guimaraes and Carvalho
(2014) advocate that in healthcare, there is a culture of ‘tribalism’ that increases with the public
sector constraints of political contradictions, regulatory priorities, and high degrees of
organisational complexity that do not seem to make lean healthcare immune to failure. Based on
empirical data from emergency departments this study indicates a ‘tribalism’ culture in this
environment, we therefore derive our second proposition that tackles the impact of

implementation fidelity on lean:
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Proposition 2 (P2): Healthcare is a complex setting with various forces that constrain
transferring lean into a public service ‘tribal’ politicised environment. To ease lean
implementation challenges, managers and practitioners must consider adapting lean into a ‘fit for

purpose’ model, specifically in healthcare settings.

5.3 The need for evidence-based research impact on lean
Finally, the third contemporary issue we examined in this study is the need for evidence of the
benefits and challenges of implementing the lean approach in this context. In a healthcare
environment, professionals are trained to refer to evidence before taking action, and this
sometimes leads to tensions and resistance to improving processes and adopting new approaches
(Alexander and Hearld, 2009; Joosten et al., 2009; Andersen et al., 2014; Volochtchuk and Leite,
2021). Many of the studies in lean healthcare present positive results. However some also report
limitations, such as fragmented implementation, weak design and methodology, affecting the
validity and generalizations of results (Young and McClean, 2009; Alexander and Hearld, 2009;
Burgess and Radnor, 2013). These limitations lead to challenges to provide evidence that
supports lean as a suitable approach for healthcare improvement, hence, raising awareness for
the need of well-designed improvement programmes supported by evidence-based research
(Dixon-woods and Martin, 2016)

The fundamental problem according to Andersen et al., (2014) is the replication of study
designs with limited adaptations, which do not account for contingency factors needed to
translate the findings from one setting to another. Radnor (2010) advocates that some lean

interventions in traditional settings, such as manufacturing have well understood demand and
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workflows, whereas in emergency departments it might be argued that demand is less predictable
or unbalanced. Therefore, the results in healthcare will be limited if purely based on lean
manufacturing examples. When referring to the lack of evidence of more comprehensive lean
implementations Proudlove et al. (2008) argue that in hospitals there is still ‘much undergrowth
to clear’ and that ‘a deeper appreciation of lean may be necessary’. Similarly, Williams and
Radnor (2018a) and Portela et al. (2015) raise awareness about the ‘scepticism’ related to lean in
a healthcare environment, and the scholars argue that it is still a challenge to outline what, why
and when lean works in healthcare. Therefore, from our case studies, we identified two
facilitators to tackle and ease this lack of evidence in healthcare: enablers to support the change,
and results from a similar context.

The enablers to support the change are based on the involvement of people, especially in
a clinical environment where many are accustomed to using diagnostics and rational thinking,
requiring evidence to support decision-making. People engage and promote change when they
are part of the process and make suggestions to improve their areas (Timmons et al., 2014;
Fournier and Jobin, 2018), and healthcare professionals need to be able to identify where lean
can be successfully deployed (Williams and Radnor, 2018a). Our study found that a multi-
professional working environment is vital to encourage change, because it supports a more
holistic view of the process. The second enabler is related to the use of results from previous
well-designed studies in the same or similar contexts to demonstrate lean is a suitable approach
for a healthcare environment. Regardless of the ‘scepticism’, challenges and barriers towards the
implementation of lean in healthcare, the literature provides examples with positive results
demonstrating that lean has been successfully implemented (e.g. Ben-Tovim et al., 2008;

Radnor, 2010; Fogliatto et al., 2020). This evidence confirms our findings that the use of similar
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well-designed studies which are widely disseminated will contribute to overcoming the barrier of
the lack of evidence. Such evidence will help to build engagement more widely across
professional groups and address the ‘scepticism’ about the benefits of lean. Well-designed
evaluation studies are also required to support learning and to allow sufficient time for the
longer-term benefits to be captured. From this theoretical and empirical discussion, we derive

our third and final proposition:

Proposition 3 (P3): In a healthcare environment, evidence about the maturity and results from
lean is still an emerging issue and raises ‘scepticism’ amongst clinical staff. To overcome this
situation and promote sustainable implementation, great involvement from healthcare

professionals is needed accompanied by well-documented results of lean from similar contexts.

5.4 Emergent barriers and value destruction

The propositions presented in this study address the impact of emergent barriers on lean
healthcare implementation and sustainability. They also highlight different stakeholders’
aspirations and influences in the lean healthcare journey, leading to further analyses of these
contextual and behavioural inhibitors under the value destruction lens. The creation of value
emerges from the contribution of multiple service network actors through resource integration
and service exchange (Vargo and Lusch, 2008; Verleye et al., 2017). When failure occurs in one
or several parts of the network it might result in value destruction. For instance, if the needs and
interest of patients and the public are not secured it creates imbalances and leads to value
deterioration and destruction (c.f. Tax et al., 2011; Verleye et al., 2017). In our study, the three

emergent barriers present characteristics of potential value destruction, for instance,
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professionalism is based on professional hierarchy, dominance behaviour and territory
overprotection from physicians and nurses, which we define as ‘baronies’. Implementation
fidelity is illustrated by public service ‘tribalism” and emerges from public organisation
influence, co-production environment (patient’s influence) and politicized context of healthcare.
The need for evidence-based research emerges from medical professionals who are trained to
refer to the evidence before taking actions that raise tensions and resistance between lean and
healthcare stakeholders and create ‘scepticism’. These barriers illustrate imbalances between
stakeholders’ aspirations during lean implementation in complex service networks such as
healthcare settings, leading to value destruction which is opposite of a fundamental lean principle
(Womack and Jones, 1996; Verleye et al., 2017).

In response to these disruptions during lean implementation, it is crucial to achieve the
concept of balanced centricity, where the interests of multiple parties are secured (Gummesson,
2008). The importance of balanced centricity in a complex service network such as healthcare is
discussed by Hillebrand et al. (2015). They advocate that it contributes to enhancing the
effectiveness and performance of organizations which leads to creating economic advantages. In
our study, three propositions strive to reach balanced centricity and ease the impact of emergent
barriers during lean implementation in healthcare. In that sense, Figure 1 summarises this
discussion about emergent barriers, value destruction and balanced centricity. The triangle
represents the complexity of the healthcare environment; the dotted arrows are restraining forces
that indicate each emergent barrier and their corresponding, prominent impact on lean; for
instance, professionalism motivates ‘baronies’ behaviour in healthcare operations. The solid
arrows illustrate stakeholders’ aspirations represented by the interplay between baronies,

tribalism and scepticism, and their influence towards value destruction.
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...Insert Figure 1 About Here...

In Figure 1, the codes P1, P2, P3 represent the three main propositions that bring balanced
centricity. Overall, the results of this study show that professionalism is based on the interaction
of physicians and nurses’ creating healthcare ‘baronies’, which work as a restraining force on
healthcare operations. Hence, focus on patient value-added activities and synergy between
healthcare professionals might ease this contemporary issue. Next, the fidelity issues around
implementation raised discussion about the transferring of lean into healthcare environments, and
how lean needs to consider contextual barriers based on politicised organisations that often
emerge as a ‘tribalism’ culture. It also highlights the need for careful adoption of lean into the
healthcare context (fit for purpose) and the education and training of staff to carry out the
change. Finally, the ‘scepticism’ issues relating to the lack of evidence to support the
implementation of lean in amongst healthcare professionals was discussed. We raised the issue
concerning lean maturity in these environments and suggest enablers based on people’s
involvement, sharing of learning (successes and failures) and well-designed empirical studies

using methods such as before and after studies.

6. Conclusion

This paper aimed to understand the underlying impact of three emergent barriers in healthcare
operations (professionalism, implementation fidelity and the need for evidence-based research)
on lean implementation and sustainability. A case study of two emergency units and one accident
and emergency department in the UHS was conducted, where 37 semi-structured interviews

were carried out with physicians, nurses and lean management consultants (Table 1). The
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thematic analysis employed raised underlying themes (seven barriers and three enablers) related
to the emergent barriers in healthcare (Table 2).

In the discussion section, together with the literature, we considered the impact of each
barrier on value destruction. From these discussions, propositions emerged to support academics
and scholars and bring balanced centricity to lean implementation in healthcare (P1, P2 and P3).
Overall, these results address and answer our research aim by empirically examining the impact

of the contemporary issues in healthcare operations on lean implementation and sustainability.

6.1 Implications to knowledge

Our study contributes to knowledge by responding to ongoing calls for in-depth analysis of these
emergent barriers in healthcare (e.g. (Radnor et al., 2012; Rich and Piercy 2013; Bortolotti et al.,
2018, Isfahani et al., 2019; Akmal et al., 2020; Leite et al., 2020b; Lindsay et al., 2020). We
empirically examine these barriers within a emergency setting to provide a greater understanding
as to how these manifest within practice. Parts of our research confirm findings from other
scholars (e.g. Akmal et al., 2020 and Lindsay et al., 2020). In addition, we identify and classify
elements that constrain the lean healthcare journey in terms ‘baronies behavour’, ‘tribalism
culture’ and; ‘scepticism’.

This study contributes to the theory and practice of understanding how lean is
implemented in practice. As well as providing greater clarity of the three barriers to lean in
healthcare that have recently emerged from the literature. We also provide a conceptual model
and three propositions that require further attention from scholars and practitioners. Here we

propose that the three barriers are interconnected and can impact the construction of value during

32



lean implementation. The three propositions indicate how the inhibitors may be addressed and

create balanced centricity which considers stakeholders’ aspirations.

6.2 Implications to practice

For healthcare managers and practitioners, our research contributes to the identification of
enablers for these emergent barriers. Because these barriers are context dependent and disruptive
in healthcare, our propositions also work as enablers to support those involved in the lean
journey. For instance, in relation to the professionalism barrier, our proposition suggests that
healthcare professionals have to coexist in synergy and should primarily aim to add value to
patients in order to promote sustainable lean improvements in the processes. This proposition
supports the move to multi-disciplinary working which is being advocated by many international
healthcare systems. In regard to tribalism culture and the difficulties to transfer lean into
healthcare, we make suggestions to managers and practitioners to consider adapting lean into a
‘it for purpose’ model to ease these challenges in healthcare. Finally, to overcome lean
scepticism in healthcare, our proposition encourages healthcare managers to consider healthcare
professionals’ involvement as well as the use of tested results from similar contexts during the

lean journey.

6.3 Future research

We expect the outcomes from this study to motivate future research within and outside the
healthcare settings. Further research should empirically test the conceptual model and research
propositions within this study which may help to address prominent enablers to improve the

implementation success rates of lean, also known as driving forces to support the sustainable
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implementation of lean. In addition, further investigation of the concept of value destruction and
options to bring balanced centricity to lean implementation in healthcare is required. As this
study focused on ‘open door’ or emergency areas, with unbalanced demand and strong co-
production processes (e.g. Osborne et al., 2016), we expect future related studies in areas with
controlled demand within the healthcare and other staff groups (e.g. departments and clinical
areas, such as pharmacy, catering, management areas (e.g. finance, billing, human resources),

and supply chain management).
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Appendix | — Lean Consultants Profile

Consultant |

He has previously worked in the manufacturing industry implementing lean and WCM for 10
years. Currently, he is a lean healthcare consultant providing in-company training and support on
lean implementation. He has a master’s degree in lean service and is specialized in lean

healthcare implementation.

Consultant 11
He is a professor of operations and supply chain management in the South of Brazil and has
focused his research in lean healthcare. In the last 10 years he has been working as a consultant

to healthcare hospitals in Brazil.

Consultant 111
She is a lean practitioner with industrial engineering background, responsible for several lean
implementation in manufacturing and healthcare. She has been working with lean for 15 years

and has written book chapters and articles about lean implementation.

Consultant IV
He is a MBA lecturer and manager in a manufacturing company in Brazil. He has a master’s
degree in industrial engineering and black belt certification. Over the last 20 years has worked

with process improvements (lean and Six Sigma) in manufacturing and healthcare settings.
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Consultant V
She has a background in nursing and currently is a partner in a consultancy company. Her
healthcare background associated with her lean specialization has enabled her to implement lean

in several hospitals in the last 10 years.
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Table 1 — Case study outline

Case Study Sources

Average number of

Interviewees

Number of Interviewees’

patients seen per day interviews CODE
Two urgent and nlurses 13 NUR_ED_1
emergency Departments 600 Physicians 7 PHY ED 1
o et and Nurses 7 NUR_AE_1
ne accident an L
emergency department 100 Physicians 3 PHY_AE 1
(trauma centre) Coordinators COO AE 1
Lean management N/A Management 5 CONS 01

consultants

consultants
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Table 2 — Themes and emergent lean barriers

Themes

Emergent barriers in lean healthcare

Conflict between physicians and nurses
Functional silos
Physician with perceived professional dominance

Professional silos

Professionalism

Public organisation influence
Consideration of the healthcare context
Adapt and train to meet healthcare needs

Politicised context of healthcare

Implementation Fidelity

Enablers to support the change

Results from similar context

The Need for Evidence-Based Research
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Table 3 — Theoretical themes: evidence from data and literature

Percentage of

Theoretical themes: .
informants who

prominent lean barriers in ioned and Literature related Representative quotes from data
healthcare _mentioned an
discussed the theme
'So, there’s a lack of helping between the departments as well, the
(Kim et al., 2006; De nursing team is closed on its group, so are the doctors, there is no
Souza and Pidd, 2011; Aij  relationship or help between them, they sometimes try to help one
Professionalism 35.60% etal., 2013; Savage etal.,  another, but it isn’t that harmonious'
i?r}(?s;aISf:thglm ggggs 2019; it happens all the time, I feel like I’m the secretary of the doctors...
y N They ask us (nurses) what to do all the time, we keep giving
orientations...
'‘Most of the problems that we have helped organisations to solve are
(Glouberman and not technical, they are about the mindset and culture. about
Zimmerman, 2002; Kim et understanding the mentality and how things work in the healthcare
al., 2006; Reijula and context... you need to be able to adapt lean into the healthcare
Implementation Fidelity 35.30% Tommelein, 2012; Drotz ~ Processes’

and Poksinska, 2014;
Savage et al., 2016; Gao
and Gurd, 2019)

'When you work with nurses and physicians, you have to remember
that they don’t know lean, so their first reaction is to avoid it... so we
try to start with basic tools, we give basic management training in
visual management, process mapping, and make daily meetings to
help people to develop their skills'
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The Need for Evidence-
Based Research

29.10%

(Alexander and Hearld,
2009; Joosten et al., 2009;
De Souza and Pidd, 2011;
Andersen et al. 2014;
Akmal et al., 2020; Leite
et al., 2020b)

'‘When lean was first introduced in the hospitals, the approach was
wrong, based on manufacturing ideas... and many experiments didn't
work out.”

'‘But if you come into a hospital and you show what this concept is,
you may even speak of the carmaker as an example, but also what
that means in the area of health, and how it can help them to solve the
problems they are having. So, they will not be resistant to change. So,
it depends on the way you introduce the change and the evidence that
you show'
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Figure 1 —The impact of emergent barriers on lean healthcare

Professionalism
‘the influence of physiclan and
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