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[Where We Started and Where
We’ re going…..] A Lean Centered Surveillance 

and Prevention Program

Presented by

Alfonso Torress-Cook, Dr.P.H.

Director of Epidemiology/Patient Safety 

Disclosures

I have received research grant from the 
Federal Government.

I have taken antibiotics

I have had infections

Objectives

1. What is Lean
2. The Kaizen system
3. Reduction of waste (Muda)
4. Cost Savings
5. Sustainability of the process
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The Way We Were at PHLB

 In years past. It was generally accepted 
that a well designed Infection Control 
Program could prevent about 30% of 
infections acquired in the hospital.

 As long as we are below the national level.

 “Because we’ve always done it that way

The times they are a changing……….
Bob Dylan

Changing.

The Strategic

 Quality and Improvement (PDCA)

 Patient hygiene (The Steiros Algorithm)

 The Environment

 DNV (Accreditation)

 Lean

 We allow the space for people to be 
creative.
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Not Paying for Non Performance – Medicare 
Cutting Payment

Cultural Change [The Initial Push]

Re-moo-ving the sacred cows of nursing

How evidence-based 
practice can update long-
held beliefs

“ Because
We’ve always
done it that 
way”

I never 
heard of it.

We follow 
the Standard 
of the 
community
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Every system is perfectly designed to achieve
Exactly the results it gets

The core idea is to maximize customer value while 
minimizing waste. Simply, lean means creating more value 
for customers with fewer resources.

The term "lean" was coined to describe Toyota's business 
during the late 1980s by a research team headed by Jim 
Womack, Ph.D., at MIT's International Motor Vehicle 
Program. 
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Purpose, Process, People
Womack and Jones recommend that managers and executives 
embarked on lean transformations think about three 
fundamental business issues that should guide the 
transformation of the entire organization:

-Purpose: What customer problems will the enterprise solve to 
achieve its own purpose of prospering?

-Process: How will the organization assess each major value 
stream to make sure each step is valuable, capable, available, 
adequate, flexible, and that all the steps are linked by flow, 
pull, and leveling?

-People: How can the organization insure that every important 
process has someone responsible for continually evaluating that 
value stream in terms of business purpose and lean process? 
How can everyone touching the value stream be actively 
engaged in operating it correctly and continually improving it?

"Just as a carpenter needs a vision of what to build in order to 
get the full benefit of a hammer, Lean Thinkers need a vision 
before picking up our lean tools," said Womack. "Thinking 
deeply about purpose, process, people is the key to doing this."

PDCA is meant to be applied as a cycle: 
a new way of operating. Visually, it looks like this:
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The A3 Report forces discipline in our thinking and also allows for a 
venue to share our findings on one sheet of paper.

Lean Manufacturing identifies 7 areas of 
waste or «muda».
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Assessment: 
Entry to 

Appropriate 
Setting

Surveillance Prevention and Control of Infection
TRACER-FLOW CHART

Assessment: History and 
physical examination

Assessment: Diagnostic testing

Care decision

Care delivered

Reassessment of 
patient

Change 
in 

patient’s 
condition

Continue 
care

No

Change setting 
(discharge)

Home

Hospital

Long 
term 

care org.

Home as 
outpatient Home care

Org.

Another 
ambulatory 
care setting

Yes

No

Yes

I.C. consultation

- Body wash
- Oral Care
- Vitamin C.
- Antibiotic Eval.

The Lean Approach (5S)

5S Methodology

The Objectives of 5S
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Hygiene [ A forgotten Practice ]

 Unclean skin favors the development 
of pathogenic organisms – dead cells 
that continually slough off the 
epidermis mix with secretions the 
sweat and sebaceous glands and the 
dust found on the skin to form a 
filthy layer on its surface. 

The traditional APIC-CDC-SHEA Infection 
Control practices focus mainly on Isolation and 
Hand Washing
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Function of the skin

 Protection

 Sensation

 Heat regulation

 Control of evaporation

 Storage and synthesis

 Absorption

Hygiene .3

 The skin supports its own ecosystem 
of micro-organisms including yeast 
and bacteria which can not be 
removed by any amount of cleaning.

The Patient [ The Skin is The Source]

Biofilm

MRSA
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Bacteria Under Finger nails

Enterococcus faecalis resistant to vancomycin 
(VRE)
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Health care Facilities Environmental 
Contamination

 Healthcare facilities-acquired 
infections in most cases, are the 
results of environmental 
contamination, and poor patient 
hygiene during hospitalization, and 
not how sick the patient were at the 
time of admission.

Ultra Violet Light in our  ER, ICU and Surgery
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Changing Vantage Points

 Infection are not longer considered inevitable 
consequences of treating older, sicker or uninsured 
patients.

 Now we hear terms like “zero tolerance". "pursuing 
perfection”, “irreducible minimum”, “lean”, “six 
sigma”, and Positive Deviance (PD)

 The  idea is to aim for perfection rather than match 
the bench marks set by (NHSN, APIC, SHEA)

“A pessimist see the difficulty in every opportunity; an optimist sees the
opportunity in every difficulty.”  Winston Churchill

Out-Comes and Savings
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2006 2007 2008 2009 2010 2011 2012

NHSN‐25% 2.3 2.3 2.3 2.3 2.3 2.3 2.3

PHLB‐Rate 1 2 1.2 1.2 0.3 1.1 0.4

0

0.5

1

1.5

2

2.5

R
at
e 
pe

r 
10
0 
Pr
oc
ed

ur
es

PHLB ‐Spinal Surgical  Surveillance 
Summary Report 2006‐2012

Preventing Orthopedic Spinal Surgical Site Infections through a Comprehensive Lean‐Centered Best Practice 

Bundle/Checklist 

Authors: Florence Vismanos, RN.1, Teresita Dalog, RN. 1, Cheryl Reyes, RN.1 , Luke Watson, MD.1, Carmina Delara, RN,.1 Alfonso Torress‐Cook, Dr.P.H.1, Paul Watson, MD.2 

1.Pacific Hospital of Long Beach. 2. Lakeside Orthopedic, Omaha, Nebraska 

 

 

Project: The project goal was to implement a clinical process 

that result in SSI rates in the Spinal Fusion (FUSN) implant 

population (868 annually at the 25
th
 percentile or less (zero 

SSIs) (NHSN, CDC, 2009). To accomplish this goal, a 

collaborative multidisciplinary team was formed applying a 

Lean Centered‐patient care approach and the hospital 

develop a plan to meet the project goal. 

The process included: 

*assessment of adequacy and reliability of adherence to best  

  clinical practice. 

*evaluation of the hygiene of the patient 

*review of scientific literature for additional best practice 

  Opportunities 

*review of new products with potential to reduce SSIs. 

The investigation resulted in development of a 

comprehensive surgical checklist including the five following 

elements in addition to SCIP standards of care. 

*Dial liquid soap “shower” the night before and morning of 

surgery 

*Utilization of Steirolotion by hospital staff 

*Patient warming 30 minutes prior to and during surgery 

using Arizant Health Care System. 

*Antibiotic infusion completed 30 minutes prior to incision 

*Team huddle prior to patient entry into the operating room 

to review completion of the checklist and to coordinated 

start time for opening of instruments. 

The checklist was implemented as part of our commitment to 

bring SSIs to the 25
th
 percentile or closed to zero. 

Issue: SSI surveillance data from Orthopedic Spinal Fusion (FUSN) patients in a Level 3 trauma, inner‐city academic center associated, 

safety‐net hospital were greater than the 75
th
 percentile using NHSN/CDC  Results: SSI surveillance on 

Spinal Fusion (FUSN) procedures 

demonstrated the possibility of 

reduction and even bring the 

incident closed to zero. Not all 

elements were universally 

implemented. The Dial Liquid soap 

 “Showers” and Steirolotion were 

most consistently implemented 

Lesson Learned: A Lean‐Centered 

approach was essential for 

defining the issue, identifying best 

practice, incorporating key 

elements of best practice into a 

usable checklist and monitoring 

outcomes. 

Preventing Orthopedic Spinal Surgical Site Infections through a Comprehensive Lean‐Centered 

Best Practice Bundle/Checklist 

Reference: 

1.Ramplin A. Wiseman S. Davis   L. 

Evidence that hospital hygiene is 

important in the control of 

 methicillin resistant Staphylococcus 

  aureus. J Hosp Infect. 2001:49: 10‐9‐

116 

2. NHSN‐CDC 2009 Hosp. Infect.  

A 1% incidence of SSI was projected to generate national costs of 

over $900,000,000 per year for in‐hospital costs alone and a total of 

$1.6 billion in excess costs overall .  In an NNIS survey of 387,000 

patients with nosocomial infections, an organ/space infection 

contributed to the death in 89% of the patients so afflicted . In 

another study involving 288,906 patients of which 11.9% had an 

SSI,[2] in hospital mortality in infected, patients was 14.5% vs. 1.8% in 

non‐infected patients. 

The number of Spinal Fusion (FUSN) SSIs was reduced to    
0.4 infection/100 cases following the implementation of the 
best practice bundle that included five key elements. 
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What does it take to improve?

Ideas

Execution

Will

Your 
commitment

Change 
Packages & 
Ideas from 

Peers

Testing, 
implementing and 
spreading at the 
hospital – PDSA 

cycles

Summary

 If not this then what?

 If not us then who ?

 Joe Calvasso CEO Mount Carmel Hospital
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Clean Care is Safe Care…….

Steiros – Algorithm a system in place at PHLB and
Ernest Health Care LLC. Since 2006, and RCH Since 2010.


