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Abstract

The complexity of healthcare calls for interprofessional collaboration to improve and sustain the best
outcomes for safe and high quality patient care. Historically, rehabilitation nursing has been an area
that relies heavily on interprofessional relationships. Professionals from various disciplines often
subscribe to different change management theories for continuous quality improvement. Through a
case review, authors describe how a large, Midwestern, rehabilitation hospital used the crosswalk
methodology to facilitate interprofessional collaboration and develop an intervention model for
implementing and sustaining bedside shift reporting. The authors provide project background and
offer a brief overview of the two common frameworks used in this project, Lewin’s Three-Step Model
for Change and the Lean Systems Approach. The description of the bedside shift report project
methods demonstrates that multiple disciplines are able to utilize a common framework for leading
and sustaining change to support outcomes of high quality and safe care, and capitalize on the
opportunities of multiple views and discipline-specific approaches. The conclusion discusses
outcomes, future initiatives, and implications for nursing practice.
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Providing today’s healthcare requires professional collaboration among disciplines
to address complex problems and implement new practices, processes, and

workflows (AACN, 2011; Bridges, Davidson, Odegard, Maki, &Tomkowski, 2011; Providing today’s
IOM, 2011). Often this collaboration magnifies competing or alternative discipline healthcare requires
specific theories, language, and strategies to lead and sustain change professional
management and to implement and support Continuous Quality Improvement collaboration
(CQI) projects. Initially, professionals may perceive these differing views as among disciplines
mutually exclusive. to address complex

problems and
implement new
practices,
processes, and
workflows.

Lewin’s Three-Step Model Change Management is highlighted throughout the nursing literature as a framework to
transform care at the bedside (Shirey, 2013). One criticism of Lewin’s theory is that it is not fluid and does not
account for the dynamic healthcare environment in which nurses function today (Shirey, 2013). With the need to
streamline resources and provide quality and safe healthcare, nurse leaders have focused on a rapid cycle
approach to lead and sustain quality improvement changes at the bedside. One specific approach that is gaining
rapid attention in healthcare is the “Lean System” for transformation. Experts assert that Lewin’s theory provides
the fundamental principles for change, while the Lean system also provides the particular elements to develop and
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implement change, including accountability, communication, employee engagement, and transparency. The
purpose of this case review is to describe how one large, Midwestern, rehabilitation facility used a crosswalk
methodology to promote interprofessional collaboration and to design an intervention model comes to implement
and sustain bedside shift reporting.

Project Background: Setting, Theoretical Bases, and Topic of Interest

Founded in the mid-1950s, this 182-bed, acute, inpatient rehabilitation facility (IRF) is located in a large
Midwestern city and known for its commitment to promoting interprofessional and collaborative patient care.
Rehabilitation is an interprofessional practice by nature that requires physiatrists, nurses, occupational therapists,
speech therapists, physical therapists, and ancillary departments to collaborate to identify and achieve patient
goals and outcomes. In early spring of 2017, the IRF will open a new research hospital to replace the current
building. The new research hospital, a private, not-for-profit acute in-patient and outpatient rehabilitation facility,
will expand patient care and combine research activities that translate directly to patient care in real time to
improve patient outcomes.

This evolving research hospital environment requires that nurse executives demonstrate collaborative problem
solving across the spectrum of care. Nurse leaders and executives’ formal training supports frequent use of Lewin’s
Three-Step Model for Change Management. Meanwhile, healthcare institutions’ performance improvement
departments often institute the Lean Systems Approach to quality improvement (Toussaint & Berry, 2013;
Toussaint & Gerad, 2010).

The IRF executive leadership team identified that the organization was reliable in
initiating improvements, but was challenged to sustain and spread improvements

Integrating
language from the
Lean model within
the theoretical
basis of change
theories used by
the IRF healthcare
culture would likely
be a key factor for
success continuous
quality

throughout the organization. The Lean model had been adapted as the
improvement system for the IRF. Integrating language from the Lean model within
the theoretical basis of change theories used by the IRF healthcare culture would
likely be a key factor for success continuous quality improvement activities. The
Director of Performance Improvement gained leadership team approval to lead an
effort to connect the Lean System tools with concepts that were common to
several change management theories or frameworks, such as Diffusion of
Innovations Theory; Donabedian’s Structure, Process, and Outcomes Framework;
and the Institute for Healthcare Improvement (IHI) Rapid Cycle Improvement
Model, including Lewin (Donabedian, 2003; IHI, 2001; Lewin, 1951; Rogers,
2003).

improvement
activities.

Concurrently, the manager of nursing outcomes met with her clinical nursing team to plan a pilot project for
bedside shift reporting (BSR). Ultimately, this project serves to coalesce the aforementioned simultaneous events
of the new research environment of the facility and the combination of change theory and Lean model concepts
into a workable framework for interprofessional collaboration. While the BSR is not the focus of this case review,
this project served as a catalyst for the interprofessional collaboration among executives; mid-level and staff
nurses; performance improvement professionals; the patient-family education resource center; and director of
ethics. The purpose of this article is to discuss an interprofessional collaboration that sought consensus among
members of different disciplines who typically utilized different theoretical approaches to problem solving. We
selected the crosswalk method to further collaboration and to create an intervention model for BSR. As BSR
happened to be a substantive topic of interest to the organization, a natural opportunity emerged to display the
utility of a crosswalk method as a tool to developing an intervention model.

Brief Overview: Lewin’s Model for Planned Change and the Lean Systems Approach

With the current emphasis on interprofessional problem-solving approaches for
CQI in mind, collaboration becomes an essential part in delivering quality care and

leading CQI projects (AACN, 2011; Bridges et al., 2011; IOM, 2011). Inherent in
interprofessional collaboration is a requisite that each discipline shares an
understanding of the similarities and a common language of the change process it
proposes to use to develop an intervention model. Because the language and
perspectives differ, professionals often struggle to find common ground for
understanding so that each discipline maintains an influence. Historically, many
nurses have subscribed to Lewin’s Three-Step Model for Change (Shirley 2013).
For the past 10 years, the Lean System Approach has been at the forefront of
efforts to implement and sustain change in healthcare delivery organizations
(D'Andreamatteo, Lappi, Lega, & Sargiacomo, 2015). This section provides a brief
overview of Lewin’s Three-Step Model for Change and the Lean System Approach
to change.

Lewin’s Three-Step Model for Change

Inherent in
interprofessional
collaboration is a
requisite that each
discipline shares an
understanding of
the similarities and
a common
language of the
change process...
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The Change Model. Complex adaptive systems require that, in order for
organizations to maintain equilibrium and survive, the organizations must respond

Healthcare to an ever-changing environment. Healthcare organizations are complex adaptive
organizations are systems where change is a complex process with varying degrees of complexity
complex adaptive and agreement among disciplines (Plsek & Greenhalgh, 2001; Porter-O’Grady &
systems where Malloch, 2011). Lewin’s Change Management Theory (Lewin, 1951) is a common
change is a change theory used by nurses across specialty areas for various quality

complex process improvement projects to transform care at the bedside (Chaboyer, McMurray, &
with varying Wallis, 2010; McGarry, Cashin & Fowler, 2012; Shirey, 2013; Suc, Prokosch &
degrees of Ganslandt, 2009; Vines, Dupler, Van Son, & Guido, 2014).

complexity and
agreement among
disciplines.

Lewin’s theory proposes that individuals and groups of individuals are influenced by restraining forces, or obstacles
that counter driving forces aimed at keeping the status quo, and driving forces, or positive forces for change that
push in the direction that causes change to happen. The tension between the driving and restraining maintains
equilibrium. Changing the status quo requires organizations to execute planned change activities using his three-
step model. This model consists of the following steps (Lewin 1951; Manchester, et al., 2014; Vines, et al., 2104).

1. Unfreezing, or creating problem awareness, making it possible for people to let go of old ways/patterns
and undoing the current equilibrium (e.g., educating, challenging status quo, demonstrating issues or
problems)

2. Changing/moving, which is seeking alternatives, demonstrating benefits of change, and decreasing forces
that affect change negatively (e.g., brainstorming, role modeling new ways, coaching, training)

3. Refreezing, which is integrating and stabilizing a new equilibrium into the system so it becomes habit and
resists further change (e.g., celebrating success, re-training, and monitoring Key Performance Indicators
[KPIs])

Other Considerations. Criticisms of Lewin’s change theory are lack of accountability for the interaction of the
individual, groups, organization, and society; and failure to address the complex and iterative process of change
(Burnes, 2004). Figure 1 depicts this change model as a linear process.

Figure 1. Lewin’s Three-Step Model for Planned Change

Unfreezing Changing/ Refreezing

<

Moving

However, in addition to change theory, healthcare has also shifted to a robust system for change called the Lean
Systems Approach.

Lean Systems Approach

The Lean Model. The Lean Systems Approach (Lean) is a people-based system, focusing on improving the
process and supporting the people through standardized work to create process predictability, improved process
flow, and ways to make defects and inefficiencies visible to empower staff to take action at all levels (Liker, 2004;
Toussaint & Gerard, 2010). To that end, Lean creates value for internal and external customers through eliminating
waste (e.g., time, defects, motion, inventory, overproduction, transportation, processing). To create value and
meet customer needs, Lean resources are provided in a robust toolkit. Value stream mapping is a tool to identify
process relating to material and information and people flow. It is useful to identify value added and non-value
added actions. Value stream mapping is then used to create a plan to eliminate waste, create transparency (visual
management), implement standard work, improve flow, and sustain change.

Overall, Lean is a way of thinking about improvement as a never-ending journey.
Lean starts as a top-down, bottom-up approach, requiring leadership support.

Over time, the goal is for all staff to contribute to problem solving and designing ...Lean is a way of
improvements to add value as defined by the customer. Value is defined as the thinking about
services that the customer is willing to purchase (Toussaint &Gerard, 2010). improvement as a

never-ending
journey.

In healthcare, adding value or meeting the customer or patient needs often occurs at the bedside, and nurses who
provide care are closest to the bedside. Lean offers a common system, philosophy, language, and tool kit for
improvement. Many quality improvement approaches have parallels and one well known is Deming’s Improvement
Model of Plan, Do, Check, Act (Deming_Institute, 2015). Deming’s model is also utilized in the Lean approach as a
structure to make and sustain improvements. The IHI refers to this as Plan, Do, Study, Act-Rapid Cycle
Improvement Model (Scoville & Little, 2014). Both models, like Lean, strive for structure, methods, and
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improvement that never ends - continuous improvement, or Kaizen, in Lean terms. For an organization to reap the
full benefit of the Lean approach, it is necessary to integrate a system-wide approach (D’Andreamatteo et al.,
2015; Liker, 2004; Toussaint, 2015). Lean tools are designed to work together to maximize improvements within

an organization and create a culture that embraces the journey of continuous quality improvement.

...the Lean System
exemplifies a
culture where each
staff member is
empowered to
make change.

To this end, the Lean System exemplifies a culture where each staff member is
empowered to make change. This culture focuses on creating value, supporting
staff, and improving process flow to increase quality, reduce costs, and increase
efficiency. Interprofessional collaboration is a necessary component to make
improvements that involve going to the gemba (i.e., where the work is done or
patient floor), to observe with our own eyes, ask questions, and learn. Other
aspects of Lean are the importance of utilizing data and identifying root cause (5
Why's, or asking why five times). Becoming a learning organization by creating a

safe environment to make mistakes (taking into account patient safety) is key in

Lean; it is better to try, fail, learn, adjust, than to not try at all (Simon & Canacari,

2012). The Lean tools provide a medium for staff to break down problems,
eliminate non-value added activities, and not only implement a new standard process, but sustain it as well
(Kimsey, 2010; Liker, 2004; Mann, 2010).

Other Considerations. Incorporating Lean into the healthcare industry has been
met with barriers. A common reaction to Lean within healthcare is that it only

applies to manufacturing cars (e.g., the Toyota Production System) (Liker, 2004; Kaizen, or
Toussaint & Gerad, 2010; Toussaint & Berry, 2013). This reaction, in itself, continuous
becomes a barrier to apply and incorporate Lean into the healthcare industry. The improvement,

interpretation of standard work being inflexible is also a barrier within healthcare.
Standard work can be made flexible to adjust to unique patient scenarios and
change according to changes in the healthcare environment, technology, and
patient needs. Kaizen, or continuous improvement, means adjusting how operate to create
healthcare organizations operate to create value. Many hospitals have been value.

applying Lean, such as Virginia Mason Medical Center, ThedaCare, Mayo Clinic,

and Seattle Children’s Hospital (Toussaint & Berry, 2013). Furthermore, regulatory

changes, such as those from the Centers for Medicare & Medicaid Services (CMS),

and pressure on healthcare organizations to deliver high quality, safe and cost-effective care (Toussaint & Berry,
2013).

means adjusting
how healthcare
organizations

Healthcare can often be a shame and blame culture, which is very different than
Lean (Simon & Canacari, 2012; Toussaint & Gerad, 2010). A fundamental principle
of Lean is that it attacks the process rather than the person or people to create a
no-blame culture. The Lean Systems Approach is designed to build trust, engage
staff to trystorm (try ideas rapidly to see if they work), measure improvement,
and implement and sustain. The Lean System is designed for problems to rise to
the surface and become transparent so that they can be addressed. This
transparency (visual management), along with clear measures and coaching,
take action to keeps important concerns in view of staff. This creates an environment whereby
improve any member(s) of the organization can take action to improve performance and
outcomes (Mann, 2010).

[A no-blame
culture] creates an
environment
whereby any
member(s) of the
organization can

performance and
outcomes.

Considering concepts from both Lewin’s Three-Step Model for change and the Lean Systems Approach opens the
possibility of using the best of each of these models to facilitate interprofessional collaboration and a problem-
solving approach. Through interprofessional collaboration, nursing and other disciplines can continue to improve
processes and outcomes for the greater good of patient outcomes and the healthcare industry (Brooks, Rhodes &
Tefft, 2014). The next section offers a short explanation of the concept of interprofessional collaboration, which
served as the problem-solving basis of our project to develop an intervention model for bedside shift reporting.

Interprofessional Collaboration: A Problem Solving Approach

In one of the more widely-cited definitions of collaboration, Gray (1989) describes
"a process through which parties who see different aspects of a problem can
constructively explore their differences and search for solutions that go beyond
their own limited vision of what is possible” (p. 5). Collaboration involves multiple enhance collegial
disciplines that span across individual professional silos, hence the term relationships and
interprofessional is used for this case review. Collaboration is based on a collapse
naturalistic inquiry process, whereby each party takes on the teacher role,
educating others, and the learner role, an openness and willingness to receive
information from others, relinquishing power and control to move beyond their
own perspectives for benefit of change (Denzin & Lincoln, 2011; Gray, 1989).

...collaboration can

professional silos,
as well as improve
patient outcomes.

Communication serves as a mechanism for sharing knowledge and is the hallmark for improving working


instaweb-free:http://www.addthis.com/bookmark.php?v=20
instaweb-free:http://www.addthis.com/bookmark.php?v=20
instaweb-free:http://www.addthis.com/bookmark.php?v=20
instaweb-free:http://www.addthis.com/bookmark.php?v=20

relationships (Gray,_1989). Collaborative efforts create spaces where connections are made, ideas are shared,
opportunities for innovation flourish, and strategies for change to transpire (London, 2012). Today, healthcare
associations and committees work diligently to ensure that interprofessional collaboration is part of their
educational curriculum and practice standards.

The American Nurses Association (ANA, 2009) lists “collaboration” as a standard of practice for nursing
administration. Similarly, the Institute of Medicine (IOM, 2011) recommends that “nurses should be full partners,
with physicians and other health professionals, in redesigning healthcare in the United States” (p. 32).

Nursing driven improvement projects and change initiatives that require interprofessional collaboration are
common in redesigning healthcare delivery. However, simply grouping healthcare professionals from differing
disciplines together to work on a project does not always cultivate collaboration (Kotecha et al., 2015). Effective
interprofessional collaboration is a blending of professional cultures that arises from sharing knowledge and skills
to improve patient care, and exhibits accountability, coordination, communication, cooperation, and mutual respect
among its members (Bridges et al., 2011; Reber, et al., 2011). Such collaboration can enhance collegial
relationships and collapse professional silos, as well as improve patient outcomes (Kotecha et al., 2015.).

There are facilitating and hindering factors for interprofessional collaboration associated with nursing driven
projects (Tviet, Belew, & Noble, 2015). Facilitating factors cited include: identifying key roles and individuals;
soliciting early involvement and commitment from individuals and the group; and continuing to monitor progress
and compliance well after implementation, including follow up with staff whose compliance is low. Hindering
factors cited include: difficulty coordinating meeting times among multiple professions; bias of each profession as
to what would work for them; discipline specific professional jargon; and the ability of one person or group to
resist change and stop the project from moving forward (Ellison, 2014).

Interprofessional collaboration lessens discipline-specific perspectives, thus
improving quality of care and patient outcomes, and increasing efficiency and

Interprofessional reducing healthcare resources (Patton, Lim, Ramlow, & White, 2015). An initial
collaboration effort by all parties to visually display alignments and confront differences may
lessens discipline- minimize frustration and miscommunication among professionals. As we

specific considered the synergy of concepts from both the Lewin Three-Step Model for
perspectives, thus Change and Lean Systems Approach, our idea was to use crosswalk methodology
improving quality to begin collaboration with an interprofessional perspective.

of care and patient

outcomes, and Crosswalk Methodology

increasing

efficiency and
reducing healthcare
resources.

The crosswalk is a robust qualitative method, often associated with theory building and inductive reasoning, which
provides a compressed display or visual of meaningful information (Miles & Huberman, 1994). Table 1
demonstrates the utility of the crosswalk method across domains, with examples from various domains to make
comparative evaluations among programs, assessment tools, and theories to determine alignments and
misalignments. Advantages of conducting a crosswalk are that it elucidates key connections and critical
opportunities for growth and knowledge expansion, equitable resource allocation, and inquiry; and it depicts a
large amount of information in a clear and concise manner. Disadvantages of the crosswalk method are that it
often lacks the rigor and depth necessary to make causal links or provide generalizable information (Miles &
Huberman, 1994). However, since the goals of qualitative methods are not causal links or generalizability,
crosswalks can offer an intentional, systematic method to consider complex information in a meaningful way.

Table 1. Examples: Utility of Crosswalk Across Domains

Domain Reference Purpose

Academia American Association To show interface between the nine
of Colleges of Nursing, master’s essentials against themes in
2011 the IOM’s report (2011).

Administration- Rudisill & Thompson, To conduct a gap analysis between

Healthcare 2012 required skills for nurse executives

and competency assessment.

Clinical Brandenburg, Worrall, To delineate self-report measures
Rodgriguez, & using two aphasia tools.
Bagraith, 2015

Clinical Sink, et al., 2015 To compare the findings of two
mental state exams in the African
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Americans for accurate
interpretation.

Public Policy, & Kamoie & Borzi, 2001 To confirm congruency between the
Accreditation final HIPAA privacy rule and federal
substance abuse policy.

Public Health Parsons, Enewold, To link unique physician identifiers

Surveillance Banks, Barrett & from two national directories so that
Warren, 2015 Medicare data can be used for

research.

Public Health & Gorenflo, Klater, To demonstrate the robust

Performance Mason, Russo, & congruencies between two

Management Rivera, 2014; Kamoie performance management programs.
& Borzi, 2001

Research Lai, Cella, Yanez, & To further refine the psychometric
Stone, 2014 properties of two fatigue scales.

Bedside Shift Report Project Methods

Through a case review, we will describe how this IRF implemented a CQI process that integrated theory into
practice via both Lewin’s theory and a Lean Systems Approach. We used crosswalk methodology to compare
Lewin’s Theory and Lean, a process that ultimately led to collaboration and the creation of an intervention model
for BSR. For this case, the crosswalk was used to visually examine the relationships, concepts, and language used
within two approaches to change and quality improvement. Team members visualized the similarities and
dissimilarities and adopted the teacher and learner role necessary to move the BSR project forward.

Our Team

Initially, an interprofessional team of six consisting of executives; mid-level and staff nurses; performance
improvement professionals; the patient-family education and resource center; and director of ethics convened
through semi-monthly work sessions from early spring 2015 to early fall 2015 for the purpose of BSR. During
interprofessional work sessions, the language used among team members when discussing the improvement
process differed, which resulted in confusion among members and became a barrier to collaboration.

What the team experienced was similar to what Andersen and Rovik (2015) described as the many interpretations
of lean thinking. Different definitions or interpretations of concepts were being made, prolonging the improvement
and sustaining process. D'Andreamatteo et al. (2015) suggested that “...a common definition should be
established to distinguish what is Lean and what is not...” (p._ 10). The team wanted all participants of the various
disciplines to see the commonalities of approach, to create a better known definition of each concept, and to
continue to build collaboration and understanding for better outcomes.

Team members identified the translation barrier very early when they conducted a
crosswalk of concepts and language from Lewin’s Change Theory to the language

of Lean tools and principles. Lean, being both a system and a way of thinking, and Visually showing
not just a quick process to make point improvements, was linked with Lewin’s, theoretical
three-step model of planned change. This crosswalk, demonstrated in Table 2, connections helped
launched the connection to understand improvement theory and techniques. improve the
Visually showing theoretical connections helped improve the understanding of all understanding of
team members and thus our process became more adoptable to the group. all team members

and thus our
process became
more adoptable to
the group.

Our Process and Crosswalk
Once we determined a topic of interest (bedside reporting) our interprofessional team used the following process
to problem solve:

1. Convened an interprofessional working group consisting of executive, mid-level and staff nursing,
performance improvement, the patient-family education resource center, and director of ethics;
Reviewed literature on BSR to familiarize team with evidence-based practice for BSR;

Reviewed Lewin Three-Step Model for Planned Change;

Reviewed Lean System Approach for CQI;

Created a crosswalk;

uhwn
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6.
7.
8.

Refined crosswalk based on team feedback;
Finalized crosswalk (See Table 2);
Presented to nursing staff-at-large to spread understanding.

The final crosswalk led to two outcomes, described below.

Table 2. Crosswalk: Lewin Change Theory and Lean Concepts

Lewin (Stages)
Examples of Concepts &
Processes

Lean System (Not all inclusive)

Unfreezing

Educating (showing
data)

Plan (Ask why is this a focus; collect data &
information to tell story; define baseline)

Value streams/process flows (what is the current

e Communicating state?)
e Setting the scene e Employee engagement
e Challenging e Gemba walks
e Creating project e Observations
guidelines e Data, pareto charts, visual displays, analysis
® Scoping the project e 5 whys, root cause analysis
e Demonstrating issues e 5S Evaluation (Sort, Simplify, Shine, Standardize
e Asking—what are & Sustain)
mental models? e Define customer demand (takt time)
(stakeholder analysis) e Evaluate 7 wastes & flows
e Targets & goals (current & future)
e Challenges/obstacles
Moving Do
® Brainstorming e Employee engagement
e Presenting ideas e Trystorm ideas
e Training e Data: Re-measure against targets, goals & desired
e Role modeling future state
e Coaching and e Problem Solving: Eliminate waste, maximize flows
mentoring e Gemba walks
e Implementation e Observations
e Stakeholder e Just In Time (JIT) - Just...
engagement o What is Needed
o The Right Amount
o Where it is Needed
o When it is Needed
e Develop standard work sequence
e Test & define new process flow
e Mistake proof (jidoka & poke-yoke) safety &
quality built in
e Implement 5s (see above)
e Communicate

o Educate

o Coach

o Develop feedback loops

Develop visual management (transparency)

Lewin (Stages)
Examples of Concepts &
Processes

Lean System (Not all inclusive)

Re-freezing-sustaining

Communicate
Re-train

Reward

Realize benefit >costs
Evaluate

Monitor

Use Key Performance
Indicators (KPIs)
Socialize new
employees/members

Check/Act (Sustain, stabilize, show improvement)

Employee engagement

Gemba walks

Observations

Accountability (expectations)
Coaching (educating)

Stabilize process

Introduce countermeasures
Re-measure; data, targets, goals
Visual management

Our Outcomes

This case review illustrates two outcomes. The first outcome of our project was enriched interprofessional
collaboration and the second outcome was an intervention model BSR (see Figure 2). These are briefly described
below.

The rich interprofessional collaboration that resulted in our final crosswalk illustrated the compatibility between
Lewin’s Theory and Lean, operationalized the stages of change, and provided tangible strategies and tools to

implement and sustain a BSR project. This project will be implemented in 2016.
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During a debriefing, the primary author (E.W) asked team members to comment about their experience with this
CQI project. Anecdotal information illustrates furthered collaboration within this IRF. Team members verified the
accuracy of the anecdotal information by reviewing its written form and gave permission for publication in this
article.

The following remarks display three themes related to collaboration:

...the teacher-learner process where members move between educating others, and gaining
knowledge by being open and willing to understand others; I came to the team with one idea about
how to change systems for the benefit of patient care. ...Initially, I felt the team was polarized due
to their differing ways of thinking or points of view about change. Once we conducted the crosswalk
between Lean and Lewin, I could visualize how we were saying similar things, but in a different way.
I learned from my team members and I believe they learned from me. ... I listened and I also felt
heard. [I] loved this experience and would use the crosswalk early in any interprofesssional project.

...the opportunity for innovative problem solving that transpired above your own world view for the
common good; Nurses first came to the team with the feeling that Lean was just a passing fancy
that would attempt to improve sustaining change and would fail and soon be forgotten. [However],
they came away with useful tools to support their on-going challenges to continually improve patient
care and nursing outcomes.

...the promotion for enhanced partnerships among professionals. Finding commonality in the Lewin
and Lean languages and approach provided a way for our broader group to connect and discuss
improvements in a proactive way. Recognizing we were not against one another but working
towards the same goal for quality of care. Since this took crosswalk took place, our partnerships are
tighter due to a better understanding of each other’s disciplines and perspective. We have a point of
reference to go back to for discussion. Mutual respect was enhanced allowing us to have different
conversations now with better focus on solutions.

As noted previously, the manager of nursing quality and her clinical staff had done preliminary work on BSR. The
second outcome of our subsequent team work, the intervention model in Figure 2, assimilated and utilized Lean
and Lewin tools and principles that comprise the Standard Work Sequence (i.e,, the BSR protocol). Examples of
this protocol included:

The design and target population of intervention

Process measures, such as measures of the intended delivery of the intervention (e.g., survey assessing on
thoroughness, accuracy and efficiency of the BSR, patient interviews, and staff coaching and feedback tool)
Outcome measures, which included measures for the intended response or results of the intervention (e.g., pain
control, patient falls, pressure ulcers, availability of RNs, staff addressing [patients’] concerns, and staff keeping
patient informed)

Figure 2. Intervention Model for Beside Shift Reporting

Outcome
Measures

Process
Measures

Standard Work
Sequence

Examples:

Pain Control
Examples: Patient Falls
Survey Pressure Ulcers
Patient Interviews Availability of RNs

Example:
BSR Protocal

Coaching Feedback Tool Staff addressed your

concemns

Staff kept you informed

) .

This article describes the two outcomes resulting from our interprofessional collaborative team effort to address
the topic of interest using an intentional theoretical approach. As the intervention model is implemented, baseline
and follow-up data will be obtained on the process and outcomes measures listed above.

Conclusion

Developing and utilizing our crosswalk to educate nurses on the Lean philosophy and tools adopted by this
organization for CQI also familiarized non-nursing members of the interprofessional team with Lewin’s work and
the common nursing culture and language for change. It was the “aha” moment for all team members. This
breakthrough led to further collaboration and demonstrated the commonalities between Lewin’s Three-Step Model



for Change and the Lean Systems Approach philosophy for CQI. Collaboration enhanced nursing buy-in to this
process and a better understanding of the application of Lean principles.

Barriers to communicating and understanding the process were greatly reduced.
At the conclusion, nurses could quickly and easily see the benefits of using this

Critical to adaptive model to implement and sustain change. Critical to collaboration is that
collaboration is that parties realize that talking about and planning collaboration does not mean that it
parties realize that will happen quickly and easily. Ultimately, the crosswalk offered two positive
talking about and outcomes. The first was that it furthered interprofessional collaboration by
planning engaging team members to clarify language and mental models of management
collaboration does approaches. The second outcome was the development of the intervention model
not mean that it for BSR project, taking preliminary work on a project by the Manager of Nursing
will happen quickly Outcomes and her team to the next level, with an end product that is being

and easily. implemented in 2016.

Future directions for our team are to determine the usefulness of the crosswalk for multi-discipline initiatives, such
as the “patient up and ready” program, a joint initiative between nursing and allied health to ensure that patients
are available and ready for each scheduled therapy session. In sum, the initial outcomes of this case review
demonstrate willingness among providers in multiple disciplines to seek consensus in understanding and utilize a
shared framework to lead and sustain change for high quality and safe patient care. Doing so capitalizes on the
expanded knowledge and expertise of multiple views and discipline-specific approaches to change management.
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