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Abstract

In this ever-changing world organisations seek to be adaptive and innovative and in response they are
adopting new ways of working. Approaches to managing change have been well documented and
have progressed as a deeper understanding of change and the associated study of human behaviours
has developed. One such methodology that emerged from the well-studied area of Lean Thinking is
the Lean Management System, which aims to align direction and distribute decision-making in an

organisation in order to have greater sustainability of change.

This study was conducted in the pharmacy department of a large New Zealand public hospital that
sought to engage their team in change from a supply-driven pharmacy model, to a model focused on
medicines optimisation. To enable the change, the pharmacy department developed work practices
based on a Lean Management System that had been adopted in other areas of the hospital. There is
very little literature on studies that discuss the impact of Lean Management Systems in healthcare

organisations, in particular a pharmacy department.

The primary aim for this study is to explore the impact that a Lean Management System has on the

sustainability of change in a hospital pharmacy department.

Participatory Action Research was selected as the methodology to explore the two main themes of
‘Relevance’ and ‘Reactivity’ before, during and after the introduction of a Lean Management System.
The data for the study was collected through a combination of focus groups, interviews and
researcher reflections. Given that the researcher worked with the participants of the study to facilitate
the introduction of the Lean Management System, processes were established to ensure the study was

conducted in an ethical manner.

The findings from the study indicate that the introduction of a Lean Management System has a
positive impact on sustainability of change, as observed through an increase in the Relevance
individuals had with the wider pharmacy department and a reduction in the day-to-day Reactivity
team members experienced. This improvement was not consistent across all teams in the pharmacy
department, in particular a difference observed in the level of Relevance between the Pharmacy
Leadership Team and the ‘front line’ teams. The findings also highlight the strong connection
between leadership behaviours and effectiveness of the Lean Management System. The findings can
be explained by a range of literature relating to behavioural characteristics, identity theory, alignment
to purpose and leadership. Implications for policy and practice are provided with the aim of guiding

organisations introducing Lean Management Systems to be successful.

The research identifies a number of gaps in literature and recommends that, in order to achieve
greater sustainability of change, the introduction of a Lean Management System be conducted in
conjunction with the development of leadership behaviours. Finally, future research is recommended
focusing on the development of Lean Management Systems aligned to social networks and the impact

of Organisational Identity on Lean Management Systems.
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Chapter 1 - Introduction

1.1 Background

Change is something people grapple with every day in both their personal lives and
in their work environments. The ability for people and organisations to successfully
navigate through change has become a critical factor of success and will often be the

difference between ‘good’ organisations and those that are ‘great’ (Collins, 2001).

As a change practitioner in both health and non-health industries, my focus and
ambition has been to guide, coach and develop people and organisations through
change. This has been both a fulfilling and painstaking effort at various times in my
working career, but one that has prompted many questions as to what are the best
methods, tools and underlying philosophies to enable successful change, and how
people go about establishing these in a way that change is successfully embedded.
This thesis investigates the impact on organisational change of implementing a Lean

Management System in a hospital pharmacy department in a large teaching hospital.

The health industry, like many other industries is under immense pressure to change
and respond to technological, social and economic conditions that exist in New
Zealand and globally (Ronte & Taylor, 2017). To respond to this pressure, health
organisations are investing time and resources into a range of strategies to respond to
these conditions which include, developments in population health, digital
technology, clinical research, workforce development, facilities development and
improvement science (Auckland District Health Board, 2016; Ronte et al., 2017).
This current research focuses on improvement science, and in particular the science
(both social and technical) behind management systems and how they impact the

sustainability of change in healthcare organisations.



1.2 Justification
There are two key justifications for this research. The first theoretical; as few, if any
studies exist that track Lean Management Systems in action. The second is

personal; inspired by my role as an improvement practitioner.

In terms of theory, methodologies for organisational change, improvement and
management have developed over centuries as industry has evolved (Drucker, 1993;
Kiechel, 2012). The 20™ century and age of the industrial and then technology
revolutions brought with it new focuses on productivity and service improvement
within organisations and the advent of new methods for change based on continuous
improvement (Liker and Meier, 2006). Early examples of continuous improvement,
in more recent years referred to as ‘Lean Thinking’ (Lean) came from manufacturing
environments, in particular automotive manufacturing (Liker et al, 2006). It wasn’t
until early in the 21* century that examples of the application of Lean started to
emerge in healthcare (Toussaint & Berry, 2013).

In the decades that followed, the healthcare sector began to catch-up with other
sectors. The focus on improvement science, continuous improvement and Lean
Management Systems accelerated, particularly in the United States and United
Kingdom (Barnas & Adams, 2014; Toussaint et al, 2013). As a result of increasing
global adoption of improvement methods in healthcare, there has been an abundance
of presentations, whitepapers and books published on the practical application of
improvement methods in healthcare; however, as discovered through a literature
search, there is little formal research that has been conducted in this field. In
particular, there appears to be scarce research that explores the effectiveness of Lean
Management Systems in healthcare and the necessary dependencies required for

them to be successful.

In order to leverage learning from healthcare organisations that have successfully
implemented Lean Management Systems, the sharing of knowledge related to the
methods and tools used is not enough. A comprehensive understanding of what

conditions need to be in place for a Lean Management System to work in different



environments is required. Furthermore, the question of whether a Lean Management

System has an impact on sustainable change needs to be answered.

My personal justification for this research is linked to my professional experience
with the health sector which began in 2010 when I was engaged as a part of a small
team working with Auckland District Health Board (Auckland DHB) in New
Zealand to introduce thinking related to improvement methodologies into the
organisation. As an experienced improvement practitioner across other industries, I
had been fortunate to develop practical experience and had received training and
coaching in working with teams to improve their processes and systems. My
experience in the health sector however, was only that from personal interactions as

a consumer and supporting family and friends.

Early in my tenure with Auckland DHB, I worked with Auckland City Hospital’s
Radiology department over a period of 18 months. Through this time, I worked
closely with clinical and operational staff to guide them through a change process
with a goal to ‘improve the way that they worked’ and ultimately improve the
performance of the Radiology service to patients, internal services, the organisation
and the staff employed within the Radiology service. The impact of the change was
significant and led to improved care through faster turn-around of radiology reports,
greater and more timely access to imaging and a workforce that had the work
practices, improvement and leadership skills to continue to self-improve (Winstone,

2012).

Whilst change was made in practice and results demonstrated, a constant question
that I faced was “what research supports this method of change and improvement in
a healthcare environment”? I found that I was often unable to substantially answer
this question, as quoting other organisations that had achieved this change or white
papers and presentations from leading change consultants was not sufficient. People
impacted by change, in particular medical professionals sought structured research
that provided evidence that the methodology, tools and approach being applied led
to sustainable and impactful change in healthcare, particularly a large public hospital

in New Zealand. This evidence, as far as I was aware, did not exist.



The impact of this gap in research-based literature created a challenge for myself
and other change practitioners. Whilst change was possible, it was another barrier to
bringing people, who in many cases were sceptical, on-board with this new way of
thinking. I therefore decided that as well as leading this change in healthcare, I also
wanted to contribute to research in this field to pave the way for myself and other

change practitioners through structured research.

In the subsequent years, I began to shape and conduct this research in parallel to my
work in healthcare. This experience has been one that I found to be complimentary,
with the practice contributing to the research, and the research contributing to and in

some cases enabling the practice of change.

My experience as a researcher has broadened my thinking on many aspects of
practicing change and also methods of conducting research. My background is that
of an engineer with a predominantly quantitative epistemology, while this research
being focused on social sciences lends more to a qualitative and explorative research
method. Engaging in this qualitative method of research in an environment that is
strongly focused on quantitative research (randomised controlled trials) has both

tested me and expanded my thinking.

My goal is that others may use this research to not only shape and guide their own
practice in leading change in healthcare, but to use this to guide future research in

this field.

1.3 Research Question

The gaps in literature and my personal experience in the development of Lean
Management Systems in healthcare led to several questions that I sought to explore.
However, the primary research question that I wanted to answer was: ‘How does the
introduction of a Lean Management System affect managing and sustaining

change in a healthcare environment’?



In order to structure the approach to answer this question, two main foci for the

study were selected and used to explore the impact on sustainability of change.

1) Relevance: The degree to which staff feel that what they do is relevant to the
department or organisation.

2) Reactivity: The degree to which staff and teams are prepared for emergent
issues and risks that often invoke corrective action post an event.

These two foci are central to the study and provide a consistent thread for the

different methods of data collection utilised.

Participatory Action Research (PAR) was chosen as the methodology to explore the
research question. PAR, which is qualitative in nature, was selected as it is well
suited to complex settings, such as hospitals, and allows the researcher to develop a

deep understanding of the issues (Bradley, 2015).

1.4 Overview of Thesis
This thesis aims to answer the research question through outlining and then

discussing the findings from the exploratory study that was conducted.

Firstly, a review of relevant literature in the field of change and Lean Management
Systems is presented. The aim of the review is to provide the reader with an
understanding of the field of research and the change that is being introduced

throughout the study.

The case context is a pharmacy department within a large public hospital in New
Zealand. Chapter three describes the background and aims to provide the reader
with an understanding of the different stakeholders who are involved in both the

study and the change; the introduction of the Lean Management System.

The thesis provides a comprehensive description of the research design and research
methods, with the aim that other researchers may be able to replicate this study in
the future. The Chapter four details the data collection methods and analysis. It also
provides an overview of the ethical procedures that were followed during the

research process.



The findings from the study are detailed in Chapter five of the thesis, providing
relevant examples from the different focus groups and interviews that were
conducted. The findings from focus groups and interviews are complimented with
findings from the researcher’s reflections as captured in the Researcher’s Journal
throughout the study. In Chapter six, the findings are summarised and discussed,
drawing on relevant literature to support or challenge the findings. Critical thinking
and insights are shared with the reader to seek answers to the research question or

provide opportunities for future research.

The thesis is concluded by answering the research question and drawing out
implications for policy, practice and future research in this context. Chapter seven
also outlines the researcher’s reflections on the research process itself and provides

consideration and recommendations for future researchers in this field.



Chapter 2 - Change and Lean Management Systems

This chapter explores the evolution of management as a discipline, how management
has evolved as society has changed, and how those organisations and people within
it have adapted in an ever-changing world. This change is constant and therefore the
way people work in communities and organisations has had to adapt to meet the

changing environment (Wijngaarden et al., 2012).

2.1 Change Theory
There are many (external and internal) forces that create organisational change
(Wijngaarden et al., 2012). The changes observed through behavioural practices are
often explained by political and social constructs (Morgan & Sturdy, 2000). It is
these social constructs in particular, that have an impact on human dynamics of
those affected by change and therefore make leading a change effort a complex
process. Furthermore, the reason why people lead change can be very different
(Ladkin, 2010). Ladkin (2010) outlines three primary ways in which change may be
led:

e Followership — where an individual is self-driven to achieve a vision and

engages others to join them in pursuit of this vision.
e Distributed — where the responsibility to lead change is assigned.

e Situational — where there is no option but to change due to an event.

As a result, the levels of motivation by individuals to create, drive or accept change
may be very different. The difference in levels of motivation can bring rise to
resistance, or latency in change as characterised by the innovation adoption curve,
which is one of the earliest theories about the intricacies of change developed by
Rogers (1995). The Innovators and Early Adopters demonstrate the self-driven
characteristics of Followership (Ladkin, 2010), where the Laggards are resisting the
change to the point that there is no other option and this becomes a Situational
decision to change (Ladkin, 2010; Rogers, 1995). Another way of describing the
situation of the Laggards is where people are wanting to hold onto their ‘old ways’

as fear of doing something new (Johnson, 1992). This fear of change is interesting



and relevant to this research as it shows that these are typical problems faced in

change and are typical situations in human interaction.

Such early theories, therefore, provide a valuable indication of the combination of
the two factors mentioned; the underpinning social construct of change and the
different rationales for creating or accepting change. The combination of these

factors can lead to challenging and often turbulent dynamics in organisations.

2.2 Social Constructs that affect Change Practices

The way that people act within organisations can be underpinned by theories related
to the political and social constructs that exist in the modern world (Morgan &
Sturdy, 2000; Pedler, Burgoyne & Boydell, 2010). These political environments and
social beliefs have a direct impact on how people instigate or are impacted by
change. Morgan et al. (2000) describe how people’s actions and behaviours, both
positive and negative, occur as result of the political environment in an organisation,
or sub-group of the organisation. Furthermore, the political environment is created
by the combination of different social constructs that exist between the actors in an
organisation. These social constructs are the innate social conditions that exist
within actors, or a group of actors. Morgan et al. (2000) outline some of these as:
Organisational Identity, Psychodynamics, and Political Economy, which

individually and in combination shape the political environment.

Organisational Identity

Political dynamics can stem from people’s beliefs around what organisational groups
they identify with. Alvesson and Willmott (2002) describe theories around Identity
Regulation and how this gives rise to political situations such as ‘Working in Silos’.
These political situations in turn, influence behavioural practices such as ‘Power
Struggles’ and ‘Patch Protection” (Morgan et al., 2000; Pedler et al., 2010). In the
context of organisational change, identity theory has a significant impact as it can
lead to individual’s belief that ‘we are different and therefore this change doesn’t

apply to us’.



Psychodynamics

Freud’s theories on Psychodynamics and the way different character sets influence
behaviours, is another social construct that can impact how change is led and
received. Character traits are important, as individuals negotiate the challenges of
change. For example, Gabriel and Schwartz (1999) state that there are different
innate characters that all individuals have which relate to the different stages of
development. These characters are Narcissist, Obsessive, Oedipus Complex,
Collectivism and Individualism, and some individuals tend to show combination of
these, where others may be more fixed to one character set (Gabriel et al., 1999).
Morgan and Sturdy (2000) discuss how these different default characters can give
rise to different personality types and habitual behaviours and the impact is that
individuals may react to, or engage in change in very different ways and can often be
misaligned. As an example, an individual with a Narcissist character is likely to be
very self-centred and will consider the impact of change on themselves, whereas an
individual with a collectivism character is likely to be more focused on the shared

impact across a group.

Political Economy

The political situation that arises between the value provided by the ‘workers’ and
how much they are remunerated for creating this value, is another force of
influencing or resisting change. Harvey (1982) cites Marx’s theories on Political
Economy which describes the social unrest that can form because those who are
doing the work, feel they are not being compensated for the value they provide.
This perception of under-compensation may give rise political situations that can
either force change, from the workers, or resist change that is being instigated by the
managers (Harvey, 1982). The result of this resistance can be played out through
industrial action such as workplace strikes and gives rise to organisational bodies
such as workers unions. The implications of the social construct of Political
Economy on change is that practices such as stakeholder engagement becomes

critical if the change is to be successfully adopted (Pedler et al., 2010).



The combination of these three social constructs, along with external social forces
(such as: religion, ethnicity, gender) bring a level of complexity to change within

organisations and can go some way to explain why change is not easy.

2.3 Management Systems and Change

Management systems have been a focus of much research over the past centuries
(Kiechel, 2012). Throughout the industrial, information and technology ages, we
have seen organisations embrace a multitude of approaches and methods that relate
to different phases in the development of management practice (McGrath, 2014).
Prior to the 1900s the term management, in commercial organisations, was largely
associated with the functions of the owner and it wasn’t until the age of the
industrial revolution with the development of practices such as Mass Production did
the first phase of management, ‘Execution’, emerge where these functions were

distributed beyond the owner (McGrath, 2014).

The second phase of management, ‘Expertise’, occurred during the Mid-20th
Century when a range of management theories were developed and examples
include the theory of constraints, management by objectives, reengineering, and Six
Sigma (McGrath, 2014). This phase was led by a range of ‘management gurus’ such
as Deming, Drucker, Shewhart and Goldratt and management emerged more as a
profession than a function. The information and technology revolutions further
leveraged the growing recognition of management expertise and placed emphasis on
business concepts such as strategic planning. Much of the focus was on growing an

organisation, advancing services and creating shareholder value (McGrath, 2014).

In more recent years there has been a shift in many organisations towards the
consideration of their real purpose (greater than profit generation) and because of
this shift, there is new interest on the experiences of people (Mackey & Sisodia,
2013). McGrath (2014) describes that change of focus as the third phase of
management, ‘Empathy’, and this relates to customers, employees and the wider

communities within which organisations exist (McGrath, 2014).
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The shift towards empathy has also elevated the interest in the phenomena of
leadership and there is now a considerable body of literature that explores this
concept (Bryman, Collinson, Grint, Jackson & Uhl-Bien, 2011). Recent scholars
argue that leadership is about adopting a more collective focus, knowledge and
effort of a wider team and this has become critical for modern day organisations
(Arena & Uhl-Bien, 2016). To move at pace, organisations are embracing a
collective mobilisation and empowering innovations that are generated by the wider
workforce. The eras that focused on execution and expertise, where a small group of
managers held most knowledge and made all the decisions, has been largely
surpassed with the information age. The information age has enabled knowledge to
be shared and access by a much wider network therefore enabling decisions to be
distributed across the workforce of an organisation (Sanders-Edwards, 2015; Arena
& Uhl-Bien, 2016). As a result, a new approach to management systems has
evolved which aim to serve the purpose of an organisation, whilst harnessing a much

broader knowledge base and enabled workforce.

2.4 Introducing Lean Management Systems

One such management system is the ‘Lean Management System’ which embodies

the principles of Lean Enterprise in how an organisation is led and managed (Mann,

2005). The core principles behind a Lean Management System are that it provides a

way of working that embraces the concept of ‘respect for people’ and ‘adding value’

through the elimination of waste in the pursuit of perfection (Liker & Meier, 2006).

In the context of management systems, waste can be defined by the following

characteristics.

e Misalignment (i.e. people working in different directions).

¢ Ineffective decision making.

e Waste of intellect (i.e. those who know what and how to change not enabled to).

e Waste of time (i.e. people spending time that is not value adding to the purpose of
the organisation) e.g. attending meetings that are not relevant, structured or
focused.

e Reactivity (i.e. delays in responding to change after the event has happened and
this often creates rework of a product or service).

(Liker & Meier, 2006).
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2.5 Origins of Lean Management

The origins of Lean Management stem back to organisations such as the Toyota
Motor Corporation whose management system was built into the DNA of the way
that they operated (Spear & Bowen, 1999). Furthermore, a Lean Management
System embodies a core principle of Toyota’s, which is ‘respect for humanity’
(Ohno, 1978; Sugimori, Kusunoki, Cho & Uchikawa, 1977). The approach achieves
this by using a framework in which senior executives and managers set the purpose
(what) and vision (where) of an organisation, and those ‘doing the work’ come up
with the things required to make the change (how) (Liker & Hoseus, 2008; Ohno,
1978). In traditional organisations, as seen in the early days of the industrial
revolution, the ‘how’ was determined by the senior managers and the workers were
simply told how to do things (Liker & Hoseus, 2008). The impact was
disengagement and lack of ownership of change and improvement (Liker & Hoseus,

2008).

‘Respect for humanity’ embodied the principle that those who ‘did the work’ had the
knowledge to add the value (Liker & Hoseus, 2008; Ohno, 1978). The concept of
those with positional power enabling those who had the knowledge to make
decisions, demonstrated confidence in the management system and respect of the
collective intellect of the workforce. The impact is not only that you have a
workforce that feels their contribution is valued, but there is a much larger body of
people who take accountability for leading and managing change and improvement

within an organisation.

In traditionally oriented organisations (non-lean), the decision and the change is
determined by those in senior management positions (who are often removed from
the delivery of work) and those who are in ‘front line’ positions are told how to do
things. Change is thus managed top down utilising hierarchical structures and
accountabilities, typical of the ‘execution’ and ‘expertise’ phases of management,
which gives rise to situations where the ‘front line” employees are required to

explain deviation from the expected path (McGrath, 2014).
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Figure 1 outlines the difference between the leadership approaches in an

organisation that enlists a Lean Management System versus a traditional

organisation.
Traditional Management System Lean Management System
Exec \ Exec
\ WHERE WHAT HOW WHERE
WHAT
WHAT
y HOW
Front Line Front Line

Figure 1: Management Systems (Adapted from Ohno, 1978)

A Traditional Management System is defined where senior management have the
solutions and tell the front-line staff ‘how’ to do their work. A Lean Management
System is based on developing respect for people through acknowledging that front-
line staff know ‘what’ is really happening and they know ‘how’ to develop the
solutions. The core function of senior management is to set the direction of ‘where’

the Organisation is going and ‘what’ change is required.

Another way of describing this principle is by characterising what ‘flows’ between
different levels of organisations. Lancaster (2017) describes this as “Information
flows up, support flows down” (Lancaster, 2017, p. 53) which reflects that the
information (‘how’ we do things) filters up from the front line, and the executive
provide support and direction (‘where’ we are going). The common area of ‘what’,
is where alignment of direction and decisions take place through methods such as

strategy deployment (Denis, 2006) which is described in more detail in this chapter.

In his work describing the System of Profound knowledge, W. Edwards Deming
(1986) described one of the four areas of his system as an ‘appreciation of a system’.
A key philosophy of ‘appreciation of a system’ is that every system has connections
and interactions, that when working together, accomplish a shared aim (Deming,
1986). Deming (2000) famously quoted, “A system must have an aim. Without an
aim, there is no system” (pp. 95-96).
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The concept of having an aim or purpose is core to theory of Lean Management
Systems. More-so this can be extended to any team within an organisation in that
the aim or purpose forms the common basis of why they are there, and this sets the
basis for what they do day-to-day (‘working in the business’) and also what they are
trying to change (‘working on the business’). Deming (1986) describes this as
‘constancy of purpose’. Figure 2 below outlines how a team aligns these dimensions
of work to their purpose.

Purpose vision
and Footprint

‘N

Operating Model Strategy

Support/influence each
other

Processes an Culture Executable Plan
Steucture RN

Day to day activitie: *
and reactions Projects
Tools &‘S_y_sge_nls_ ______ I:“> ______ Do the Work <:| _______ Déﬁ_v_ery

Figure 2: Purpose and Vision Model (Sanders-Edwards, 2010)

The left-hand side of Figure 2 represents how the operational aspects of an
organisation are determined, where the right-hand side illustrates strategic focus of
an organisation. Both sides contribute to the work done by the organisation, which
is a combination of operational delivery and strategic change. The way the work is
done is determined by the organisational culture and supporting values the

organisation adopts.

The challenge inherent in this type of approach is that before it can be applied, a
degree of alignment in purpose and direction is required. A Lean Management
System supports this alignment by providing a process where the direction of teams
is aligned to a common direction, often described as ‘True North’ (Barnas, 2014).
By defining their ‘True North’ an organisation can then have a basis to deploy and

align strategy across its different teams.

Defining the purpose of an organisation (or group within an organisation) can have a
much greater role than just aligning direction. It can provide a sense of reason for

being and belonging (Lencioni, 2007). Further to this it can also explain the true
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value an organisation or group provides, as opposed to the results that they provide
(Sinek, 2009). The ‘Power of Why’ not only anchors a group to a common purpose,
but it also provides a real essence of why a group exists and this can create a sense

of belonging (Sinek, 2009).

With a purpose defined, an organisation (or group) can then look forward and define
a vision for where they want to be three to five years into the future (Cowley &
Domb, 1997). This vision is an ideal state that is underpinned by the purpose of the
group (WHY they are here) and enables a group to consider not just WHAT they do
today, but WHAT they will be doing to fill their purpose in the years to come. A
vision becomes the reason for a team to set goals and to change (Cowley & Domb,
1997). Furthermore, the establishment of a vision can bring motivation to a group
through aspiring to attain goals that further fulfil their shared purpose (Cowley &
Domb, 1997; Senge, 1990). Cowley and Domb (1997) articulate that the creation of
a vision “is an essential step towards the creation of unity of purpose in all their

endeavours” (p. 67).

Having defined a purpose and vision an organisation can develop a strategy which
articulates how they will move from the current condition to a target condition
(Shook, 2008). The approach to formulation of strategy has become well developed
with a variety of frameworks and methods available to support this process (Dyson
and O’Brien, (2007). Examples of these are methods such as ‘SWOT’ and
‘PESTLE’ analysis are often used to conduct internal and external environmental

assessments of an organisation (van Wijngaarden, Scholten & van Wijk, 2012).

One area that organisations often struggle with is the execution (or deployment) of
strategy whilst trying to meet the demands of running the day-to-day operations of a
business (Dennis, 2006; Cowley & Domb, 1997). The scarceness of time in
business compounded with growing expectations, means that management of time is
critical to successful management (Drucker, 1993). The trade-off between ‘working
in the business’ (operations) and ‘working on the business’ (executing strategy and
change) becomes a real challenge, and if an organisation does not have a clear
method on how they execute strategy, it can often be delayed or worse, not happen

at all (Bevins & De Smet, 2013).
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A core aim of Lean Management Systems is to develop routines that provide a
standard way of delivering day-to-day operational requirements as well as executing
change (Sanders-Edwards, 2010). The two sides of the triangle in Figure 2 illustrate

this and the combined result is the work done.

2.6 Elements of Lean Management Systems

The core elements of a Lean Management System are described by Mann (2010) as
leader standard work, visual controls, daily accountability process and discipline.
Leader standard work is where a leader follows their standard work which enables
the rest of the management system to operate effectively (Mann, 2010). The practice
of leader standard work is the fuel that powers the other components of the
management system. Visual controls highlight the actual performance of the process
relative to what was expected. A daily accountability process enables leaders to set
direction of improvement activity. Finally, exercising discipline to establish new
habits and not fall back into old ways is a key element that without the other

elements will not be effective (Mann, 2010).

The elements of a Lean Management System extend beyond the principles outlined
by Mann (2010) to practical methods and tools to translate these principles into the
workplace. There are an extensive range of methods and practitioners need to
understand which methods and tools would best suit the nature of their organisation

and those people within it (Liker & Meier, 2006).

The following are some examples of the methods that may be employed within

organisations developing a Lean Management System:

Gemba Walks

The visibility of management in the workplace provides a connection to the ‘work
done’ and establishing this as a daily routine allows for short-cycle problem solving
and decision making (Lancaster, 2017). Gemba is a Japanese word that can be
translated as ‘The Real Place’ and in a Lean Management System this means the

place where value the is added (Liker & Meier, 2006). Through creating a standard
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work of regular Gemba Walks, leaders are engaged and present in the activity of the
teams that they have responsibility for leading and can provide relevance of what
teams are doing to a wider organisational focus (Mann, 2010; Gordon, 2015). The
nature of the connection is critical and to be effective it requires engagement with
teams through coaching and support as opposed to ordering and control (Lancaster,

2017).

Daily Meetings

The cadence of change can often be impacted by the decision-making cycles and
timeframes that exist in organisations (Lancaster, 2017). Change and action can be
significantly accelerated if two conditions exist: Frequent opportunities (forums) for
decisions to take place, and the distributed autonomy of decision making across an
organisation, with appropriate levels of delegation (Mann, 2010). This combination
creates a much more proactive environment for decision making. Daily (or short-
cycle) meetings with the right level of team autonomy can accelerate decision
making and change efforts dramatically (Lancaster, 2017). Similar approaches to
this have been applied across a wide range of practices, such as use of SCRUM

project management in technology development (Hossain, Babar & Paik, 2009).

Concern, Cause, Countermeasure (Jishuken) Methodology

To ensure that teams were solving the real problem, leaders at Toyota developed the
‘Jishuken’ Methodology, a thinking framework to assist employees to make better
decisions and solve the right problems (Liker & Meier, 2006; Marksberry,
Badurdeen, Gregory & Kreafle, 2010). The ‘Concern, Cause, Countermeasure’
(CCC) approach guides teams to first consider: what is the ‘Concern’ that we are
trying to solve; then to understand the ‘Cause’ for the ‘Concern’; and determine an
appropriate ‘Countermeasure’ or action that is to be put in place. Finally,
accountability is assigned to a person or persons with a date that the

‘Countermeasure’ is to be complete (Mann, 2010; Marksberry, et al., 2010).
Lean Management Systems first emerged in the manufacturing industry, particularly

in automotive manufacturing, however through the 1990s and early 2000s the

application of Lean spread from manufacturing into broader industries such as heavy
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process, utilities and service-based industries (Jasti & Kodali, 2015). It has been in
this time that Lean Management Systems were first applied in healthcare (Womack,

Byrne, Fiume, Kaplan, & Toussaint, 2005).

2.7 Lean Management Systems in Healthcare

In the last decade there have been growing trends to adopt Lean Thinking within
healthcare organisations (Barnas & Adams, 2014; Jones & Mitchell, 2006; Womack
et al., 2005). However, there is limited literature that describe the application and
effect of Lean Management Systems in Healthcare, and of the literature available it
is predominantly based on US based healthcare providers. One such example is the
ThedaCare Hospital system, who partnered with the Lean Enterprise Institute to
form the ThedaCare Center for Healthcare Value and in partnership developed a
Lean Management System (Barnas, 2011; Barnas & Adams, 2014; Toussaint &
Berry, 2013). Other health organisations, such as Virginia Mason Medical Center,
have applied some components of a Lean Management System including strategy
deployment, daily accountability meetings and measurement frameworks such as
balanced scorecards (Womack, Byrne, Fiume, Kaplan, & Toussaint, 2005), however
there is a lack of empirical research describing the application of a Lean

Management System, or the elements of it, in hospital pharmacy departments.

2.8 Chapter Summary

This chapter has outlined the reasons that change may exist in organisations and
goes some way to describing why change can be challenging to lead and manage, by
discussing important social constructs that underpin change. Management Systems,
in particular Lean Management Systems, are introduced as one such approach to
lead and manage change that they achieve through engaging people and teams in
day-to-day decision making and creating alignment to a common organisational
purpose. The ultimate goal being increased relevance of what people do and a less
reactive work environment. The aim and methodology behind a Lean Management
System is described along with a description of the core elements of a Lean

Management System.
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Chapter 3 - Case Context: Management Operating
System at Auckland District Health Board / Pharmacy
Department

3.1 Chapter Introduction

This chapter seeks to provide an overall context of the organisation in which the
study was conducted. It outlines the nature of the organisation and its current
application of a Lean Management System. The study group and participants are

introduced as the hospital pharmacy department.

3.2 Auckland District Health Board

Auckland District Health Board (Auckland DHB) is one of twenty District Health
Boards (DHBs) that provide a public health service in New Zealand. As well as
providing health services to 510,000 Auckland DHB domiciled patients,
approximately half of the service provided is for patients who are from outside the
Auckland DHB region. This makes Auckland DHB the third largest health board in
New Zealand by population and New Zealand’s largest health board if measured by
funding and full-time employees (Auckland District Health Board, 2017).

Auckland DHB, therefore, has multiple purposes (Auckland District Health Board,

2016):

1) Commissioning and providing health services for the Auckland DHB domiciled
consumers and patients

2) Providing secondary and tertiary health services for Auckland regional patients

3) Providing tertiary and quaternary health services for National patients

4) A teaching hospital for medical, pharmacy, nursing and allied health and
technical which involves having strong ties with academic institutions

5) A centre of research for health and medical advancement, in partnership with a

range of academic institutions

Auckland DHB has two primary sites in which its hospitals and outpatient services

are located. These are Auckland City Hospital and Green Lane Clinical Centre.
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Both sites have multiple service facilities provided as shown in Figure 3. There are

also many smaller sites and community centres in the Auckland DHB catchment.
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Figure 3: Auckland DHB Sites

3.3 Auckland DHB Management Operating System Deployment
Auckland DHB commenced the development and deployment of its version of a
Lean Management System in 2011, which it termed Management Operating System
(MOS). The catalyst for this was the lack of aligned decision making and direction
across its many services and teams which resulted in a very reactive environment
(Winstone, 2015). As well as the impact on general performance, this reactivity
generated a lack of confidence from Senior Management and the Board which led to
‘micro-management’. Examples of this include:

e Board members phoning clinicians directly to find out what is going on with
particular issues without senior managers being aware of the contact. The result
was a very reactive environment.

e A ‘please explain’ culture where teams were asked to explain why there had been
an issue and justify it.

e Much of the decision making was taking place at senior management levels and

other staff were deferring decisions back to senior managers.

The MOS was adopted as a methodology that could work alongside other
organisational change focuses (Development of Work Practices / Improvement
methodologies and Leadership Development) to achieve alignment and bottom-up

accountability for decision making (ownership).
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* Coaching/Mentoring

* Change Management

* Resilience
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¢ Measurement
* Decision Making / Action Quality & practice improvement
* Accountability * Customer/ Patient Focus
« Standard Work « Daily Continuous Improvement
« Operational /Clinical Practice Development
* Focused "Project” Improvement
Results are delivered and momentum is * Innovation and Design
sustained when the components work together * Organisational Transformation

Figure 4: Health Improvement Framework: Auckland DHB (Winstone, 2015)

The MOS provides a framework for teams to manage both the delivery of strategic
change and management of operational performance. The MOS aims to increase the
relevance of people’s work, through alignment to the groups purpose, and reduce
reactive behaviour, by involving teams in daily decision making. Both dimensions

are aligned back to the common purpose of a group.

To support both strategic change and operational delivery, the MOS defines a
number of key elements as shown in Figure 5 (Winstone, 2014) and these are further

explained in the following section.

Strategy
Development g

Strategy
Deployment

Improvement Drivers and
Activities | Patient Safety d}r Measurement
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Leader Decision
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Roles and
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y

Figure 5: Elements of Auckland DHB’s Management Operating System (Adapted from: Dennis, 2006; Kaplan et
al., 2007; Mann, 2005, Winstone, 2014)
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Strategy Development
The process of developing and refining strategy is a key element of the MOS.
Strategies are developed at each level of the organisation and this underpins the plan

for the coming one to two years.

The strategy that each team develops will vary in complexity depending on the
issues faced and the team’s level in the organisation. A method adopted for assisting
in strategy development is the A3 plan (Dennis, 2006) which tells the story of why
this is important; where you are today; where you want to be; and what actions you
will take to get there. The A3 plan is typically updated 2 or 3 times a year, however
this can occur as often as required to reflect changes in thinking. The complete A3
plan is then able to convey a concise story of direction of the team to engage others.

This is a key input into the next element — Strategy Deployment.

Strategy Deployment

The next element in the MOS is strategy deployment. Dennis (2006) describes
strategy deployment as the ‘nervous system’ of a business system. It guides
planning and action across an organisation (Dennis, 2006). Furthermore, it enables a
team to ‘tell the story’ of the change they are embarking on and refine this based on
the feedback they get from other groups in the organisation. Dennis (2006)
describes this as a ‘catch-ball’ process where there is a continual iteration of strategy

as it is shaped through discussions up, down and across the organisation.

In parallel with this, a key aspect of strategy deployment is the focus on the activity
needed to facilitate change. The method adopted through Auckland DHB’s MOS
has been using a 180 day plan (Appendix B). This plan outlines the projects that are
underway or planned over the coming six months that support either the delivery of
strategy (as articulated in the A3 plan) or projects that are addressing more short

term operational matters.
The 180 day plan also provides a view of status of each of the projects and a

projection of the timeframe during which it will be active. Each project has a leader

who is responsible for providing this updated information. Typically, the 180 day
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plan is reviewed and updated by the team on a monthly basis. At this point any new
projects that are due to commence are prioritised and it is agreed whether they will

commence or not.

Drivers and Measures

To ensure that a team understands how they are performing both in terms of
delivering on their operational purpose and also the change they have described in
their strategy, a set of measures is defined and incorporated into their Management
Operating System. The selection of these measures is critical as it provides a
common focus for the team. Some measures may be outcome measures (i.e. those
that impact the end customer or result) and other measures may be drivers (i.e.
process level measures that can be managed locally by the team and collectively
they impact the outcome measures (Susilawati, Tan, Bell & Sawar, 2013).

A core principle of selecting measures to focus on within a team is to choose those
aspects that a team can influence and that are relevant to them. If the measures are
not aligned to what the team is doing they may find it harder to engage in

progressing them (Kaplan & Norton, 1982).

The MOS provides several methods and tools to support the development of
measures and drivers for the team. These include a scorecard which is a high-level
view of all areas of team performance (typically monthly) as well as Key
Performance Targets, which are a selected group of measures which a team chooses
to put particular focus on. Whilst the scorecard is generally static (in terms of what
measures are included), the Key Performance Targets can change as the focus of the

team changes over time.
Teams are encouraged to use a balanced set of measures to ensure all aspects of

performance are considered. Kaplan and Norton (1995) articulate this approach

through their balanced scorecard methodology.
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Decision Making Forums
The MOS defines the meetings and forums to bring the right people together to
review their projects and key performance targets to make decisions and drive

action.

In these forums general issues, risks and positive stories are also raised and
countermeasures (actions) are agreed and assigned. Issues that are not able to be
resolved at a lower level can be raised and support be requested. The minutes of the
meeting are often visually displayed to communicate with others who did not attend
the meeting. Solutions to issues are visible to everyone as are how well the team is

progressing against the key measures the team is focused on.

Roles and Accountabilities

To ensure that the MOS works effectively and outputs are followed through, clear
roles and accountabilities are defined. In some teams, the responsibility to run the
meeting may rotate as might the task of documenting the issues raised. In other
teams, these roles may be held by the team leader/service leader. At each
organisational level individuals take ownership of measures that they are responsible
for. They will be responsible for providing up to date data to discuss but any actions

generated can be taken up by any team member.

Leader Standard Work

Routine activities, like updating measures and completing daily audits, can be
further embedded by defining ‘standard work’ for individuals or teams. Developing
shared accountability across a team through standard work is a key element to
sustain a MOS. Leaders may also build in routine ‘drop-in’ visits to their team’s
meeting to provide support through coaching with humility and build connections
across the organisation. Tools such as standard works sheets, or stat sheets can also

aid leaders in developing and maintaining their standard work.

Connectivity of MOS Elements
The elements of the Management Operating System described above are connected

together through linking components of each element (methods and tools). For
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example, the key performance targets selected in the Drivers and Measures are used
in Decision Making Forums, such as daily meeting. A diagram outlining how the

components of a Management Operating System interact is shown in Appendix C.

Principles that Underpin the Management Operating System

An effective MOS is underpinned by a series of core principles (Winstone, 2014).

These are consistent across any team within an organisation.

e Status at a Glance — everyone in the team can see performance easily.

e Action — by identifying a ‘Concern, Cause, Countermeasure’ way of thinking.

e Discipline — teams are to prepare, participate and follow through on actions.

e Alignment — keeping focus aligned with other teams across the organisation.

e Purpose — focussing on important issues both within the team and across the
organisation.

e Ongoing review and improvement.

3.4 Auckland DHB Pharmacy

The Auckland DHB pharmacy provides service across Auckland DHB’s two main

hospital campuses (Auckland City Hospital and Greenlane Clinical Centre) as shown

in Figure 3. The pharmacy employs approximately 150 staff and provides the

following services:

e Clinical Pharmacy (prescribing / reconciliation and advice of medicines on
wards).

e Supply and Distribution (management of the distribution of medicines across the
hospitals).

e Hospital Dispensary (compounding / dispensing specific medicines).

e Retail Pharmacy (two retail pharmacy outlets for dispensary).

e Medicine Governance (Medicine Safety, Medicines Management, Research and
Development Projects).

e Clinical Trials (Management and dispensing medicines for Clinical Trials).

e Pharmacy Aseptic Production Unit (PAPU) (manufacture of personalised
medicine primarily for chemotherapy).

e Pharmacy Training and Development (for training of Pharmacists and Pharmacy

Technicians).

25



As well as the functional management structure of the pharmacy, it has a strong
cross-functional network in which it is integrated into the clinical and non-clinical
services across the organisation. This provides a complex setting for daily decision
making and management and alignment of change. The existing functional
management structure of the team depicts a typical hierarchy with a Chief
Pharmacist, Clinical Leads, Team Leads, Supervisors and ‘Front Line’ staff. There
is a mix of professions within the team including Pharmacists, Pharmacy
Technicians, Pharmacy Assistants, Logistics staff and clerical staff. As well as
managers with positional leadership responsibilities, there are many clinical experts
who have specialty knowledge and capabilities and provide leadership in these

domains.

The pharmacy team has been through many changes over the last few years. There
has been change in leadership with a new Chief Pharmacist appointed following a
long vacancy in this position. The period in which there was a gap in this role led to
a prolonged period of maintaining the status-quo. This has meant that the focus of
the team was more short term and primarily operational. With the appointment of a
new Chief Pharmacist from outside of the organisation there was an opportunity to
develop more of a strategic focus for the department. The pharmacy lead team
enlisted support to redefine their purpose and established a new strategy. The
essence of this was to move from a medicines supply focus, which is characterised
as being largely centred on the process of distribution of medicines around the
hospital, to medicines optimisation focus, a more patient-centred model (Butterfield,

2015, Lorimer, Lalli & Spina, 2013; Zellmar, 2009).

Globally there have been significant changes in how pharmacy departments within
large healthcare organisations function, with a shift from dispensary based models to
models centred on medicines optimisation (Royal Pharmaceutical Society, 2013;
NICE, 2015). Medicines optimisation is a patient centred approach to management
of medication and is defined as “ensuring that the right patients get the right choice
of medicine, at the right time” (Royal Pharmaceutical Society, 2013, p. 3). In order

to develop a medicines optimisation model, clinicians within hospital pharmacy
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departments need to be an integrated part of pathways and share their expert

knowledge with the wider healthcare system in the community (Butterfield, 2015).

In parallel to this change there was increasing pressure and demand on the service to
meet the needs of the wider hospital and community. These included greater
involvement in management of medicines pathways, improved responsiveness to
supply and distribution of medicines whilst maintaining high standards of quality,
safety and economic sustainability.
The pharmacy developed a strategy based on six focuses for the department
(Costello, 2015):
1. Medicines Pathways.

Medicines Governance and Safety.

Financial Management.

2

3

4. Community and Primary Interface.

5.  Workforce Development, Training and Research.
6

Medicines Automation.

Each of these strategic areas had accountable owners assigned to develop these
strategies further with their teams. In addition to this, the strategy development
process ensured that the wider pharmacy staff and ‘customers’ of pharmacy were
consulted on the strategy as well as being able to provide input where possible.
These customers include the likes of staff in hospital wards, operating theatre staff,
emergency medicine staff, day-stay staff and patients (e.g. chemotherapy) and retail
pharmacy staff. A primary concern of the senior managers in the pharmacy
department was to ensure that the strategy was relevant and aligned to what people
in all their teams do on a daily basis. They felt that if there was strong relevance, that

any changes are more likely to be sustained (Auckland District Health Board, 2015).

Prior to implementation of the MOS, the pharmacy department faced many other
challenges that were typical of large services across the organisation (Costello,
2015).

e A lack of clarity of purpose of teams.

e Teams working in different directions.
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e Change and decisions were made by the senior managers in the service and teams

often waited for these to take place.

The impact of these challenges was a very reactive environment in which teams

were trying to respond to issues and explain why there was non-performance.

It was because of the above reasons and a willingness to change from this situation,

that the senior management in the pharmacy department decided to develop their

Lean Management System. In addition to this, the pharmacy department was

selected as the focus for this study based on the following criteria:

e The service was willing to learn through this process of reflection and research.

e The service had new leadership in place with an ambition to change how the
department operated.

e The service had articulated a new strategic direction that they wanted to embark
on implementing.

e The service had not specifically focused on developing their Management

Operating System.

3.5 Chapter Summary

This chapter provides the study context and outlines the existing approach to the
Lean Management System at Auckland DHB. Furthermore, the chapter outlines the
Pre-study situation within the pharmacy department, including the primary focuses
the department has to develop its service, and provides rationale for selecting the
pharmacy department as the case for the study. Rationale for introducing a
Management Operating System is provided, being that it would support sustaining
change through improving the relevance of strategy across their teams and reduce

reactivity in day-to-day work practices.

Through a review of change management literature and a description of the
evolution of management systems, context has been provided based on relevant
research in this field. However, in consideration of the desired goals outlined in the
case situation, questions remain unanswered with regard to the effectiveness of Lean

Management Systems in healthcare. This sets the basis for the research question:
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‘How does the introduction of a Lean Management System affect managing and

sustaining change in a healthcare environment’?
In order to explore sustainability of change following the introduction of a Lean

Management System, two main themes were selected:

e Relevance - The degree to which staff feel that what they do is relevant to the

department or organisation.
e Reactivity - The degree to which staff and teams are prepared for emergent

issues and risks that often invoke corrective action post an event.

The detailed case of the pharmacy department outlined in this chapter has not
provided the answer to the specific research question and therefore further
investigation is required. The case is very relevant to the research question and
presented an opportunity for a study that spanned before and after the period of
introducing a Lean Management System. The following chapter will provide a

logical and detailed plan about how this study will proceed.
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Chapter 4 - Research Design and Methods

4.1 Chapter Introduction

This chapter outlines the research philosophy, design and methods, including data
collection and analysis, that have been applied throughout this study. It also
provides a discussion of the ethical considerations related to this study and the

various methods through which ethical concerns were considered and managed.

4.2 Research Philosophy

At this point, it is important to describe the research philosophy taken in this study.
The researcher has come from a positivist background in research and analysis,
largely influenced by an early stage career in engineering and quality improvement.
As aresult, a lot of earlier methods of research and analysis were supported by
quantitative methods, such as statistical analysis of data. In more recent years the
researcher has put more focus on aspects of change, leadership and management and
the human behaviours that relate to these fields. Through this lens, the epistemology
of the researcher has moved more towards the centre of a paradigm of research
philosophy through developing a more explorative approach (Bryman & Bell, 2011).
The nature of this research being more inductive, lends itself to the explorative
approach as applied through Participatory Action Research (PAR) (Bradley, 2015;
Chevalier & Buckles, 2013; Liamputtong & Ezzy, 2005).

Given that many of the participants in this study come from medical and scientific
backgrounds, there is a significant focus on quantitative methods for research. This
gives rise to some challenges in conducting research using qualitative methods, as
the more exploratory approach is not something that many of the participants are
familiar with. It is therefore very important to have a robust research design to meet

the expectations of the audience (Bunniss & Kelly, 2010).

Justification for adoption of Participatory Action Research
PAR was chosen as the methodology to observe and evaluate the impact of
introducing a MOS framework in a pharmacy department of a large public hospital.

The department was embarking on a change process to move from a dispensary
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centred model to a patient centred model based on Medicines Optimisation
(Butterfield, 2015; Lorimer et al., 2013). Data was collected on the delivery and
sustainability of this change before and after the introduction of the MOS

framework. In addition, the researcher reflected on the process throughout the study.

Furthermore, PAR was adopted as the research methodology as it is an approach that
is suited to complex settings where a deep understanding of the issues is required
(Bradley, 2015). Given the nature of the hospital pharmacy environment and the
change that the department was embarking on, it has many complexities and factors
that may impact on the change initiative, therefore this research design was thought

to be appropriate.

Bradley (2015) describes four characteristics of PAR as participation, cyclical spiral
process, emergence and reflection and reflexivity. The use of a cyclical process to
introduce change is aligned with the concept of continuous improvement, small
cycles of change to improve performance which the researcher and participants are

familiar with (Liker & Mejer, 2006).

4.3 Research Design

In accordance with this cyclical approach three phases were used in this study to

understand the impact of the changes being applied: Pre, During, Post.

The study phases and data collection of this research were conducted over a 15-
month period (December 2015 — February 2017) in a collaborative approach
between the researcher and the participants of the study.

Figure 6 provides a high-level view of the phases of research including the key
focuses of the Pre and Post-phases. A more detailed breakdown of the activity
conducted through each phase of research and timeline for these activities was

detailed through a research plan (Appendix E).
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Figure 6: Research Design

PAR is cyclical which provides the researcher with flexibility to study the impact of
change toward direct variables as the indirect variables are changed (Bradley, 2015).
This flexibility has important ramifications for the purpose of the research and the
research question which may be influenced by both the researcher and participants
as the study progresses and new light is shed on the original question (Bradley,

2015, Huang, 2010).

4.4 Study Phases

The focus of the Pre-phase was to understand the current state of how the
department operates and how the department is executing their strategy towards
medicines optimisation. Elements of a MOS were then introduced in collaboration
with the participants in the ‘During’ phase and whilst developing an understanding
of the emerging themes related to the change and the participants’ responses to
change (Bradley, 2015). The focus of the Post-phase was a reflection on the impact
that the introduction of a MOS had on the participants (Herr & Anderson, 2005).

The Post-phase also involved self-reflection, otherwise known as reflexivity, where

the researcher considers their presence in the study and any impact on the research

context, data and outcomes (Bradley, 2015).
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4.5 Pre-phase Methods

The data collection methods for the Pre-phase study was primarily through Focus

Groups conducted with members of the pharmacy team.

The key focuses of the study are outlined in Table 1 and include the primary

questions as well as the primary method for collection of data (Bryman & Bell,

2011).
Key Focus Question Methods
Relevance The degree to which staff Qualitative feedback using
feel that what they do is focus groups and interviews
relevant to the department or
organisation
Reactivity The degree to which staff Qualitative feedback using

and teams are prepared for

focus groups and interviews

emergent issues and risks

that often invoke corrective

action post an event.

Table 1: Focusing Questions and Methods

Rationale for selection of Data Collection Methods

Focus Groups were adopted as the preferred method of data collection method for
the Pre-phase qualitative study. The rationale was that they encourage interaction
between participants which highlights their view of the world and focus groups tend
to reduce the gap between what people say and what they do (Gibbs, 1997),
(Eriksson et al., 2016). Other methods such as structured interviews or
questionnaires were considered for the Pre-phase of the study, however they were
not adopted as they tend to constrain respondents to the questions sought by the
researcher and the Pre-phase was seeking a less constrained view from participants
(Wolff, Knodel & Sittirai, 1993). It was acknowledged that one challenge of focus
groups however is that they are often difficult to moderate and tend to be open-

ended, therefore it can be more difficult to keep the discussion focused on the
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research objectives (Gibbs, 1997). To mitigate this challenge, some structure was

provided within the focus group by use of key theme groups for discussion.

For the Post-phase qualitative study, a combination of focus groups and interviews
were used. The focus groups were conducted in the identical format to the Pre-
phase focus groups to ensure consistency (Wolff, Knodel & Sittirai, 1993) for future
analysis. In addition to the focus groups, semi-structured interviews were
conducted with the Pharmacy Leadership Team in the Post-phase to probe deeper

into specific themes that emerged from the focus groups.

Pre-phase Focus Groups
Three focus groups were run with participants across the pharmacy team to develop
an understanding of the current state in relation to the main themes of the study:

Relevance and Reactivity.

A plan for the Pre-phase focus groups was developed and is shown in Appendix E.
All staff members of the pharmacy department who had been employed for more
than 6 months were invited to take part in the focus groups. Participants volunteered
to join the focus groups and were grouped into three different groups. The first two
groups were represented by a mix of different roles in the pharmacy team and the
third group was specifically with Pharmacy Technicians and Pharmacy Assistants.
This was primarily due to logistical requirements that allowed these staff time off
work to attend the focus groups. A scheduled education session was used to run this
focus group and meaning participants did not have to take time off work. As per
ethics protocol, the participants were still given the option to be there or not, so it

was not compulsory.

All participants were provided with an information sheet (Appendix G) and a patient
consent form (Appendix H) prior to the focus group sessions. The focus group sizes
were:

Focus Group 1: Nine participants.

Focus Group 2: Nine participants.

Focus Group 3: Eleven participants.
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These focus group sizes were in line with recommended guidelines of between six to

ten participants, with up to fifteen in some circumstances (Gibbs, 1997).

Eight different teams of were represented in the focus groups as shown below.
e Supply / Dispensary.

e Clinical Pharmacy.

e Medicines Management.

e Medicines Safety.

e Team Leaders.

e Research / Training.

e Retail Pharmacy.

e Pharmacy Aseptic Pharmacy Unit.

To ensure that all participants in the focus groups were able to contribute, each
person was given time to write their own thoughts in response to the questions
before going into discussion with the wider group. The individual comments from
the participants were grouped into common themes and discussion was focused

around those themes.

A set of questions related to the focus of Relevance and Reactivity were used to
guide the focus group (Appendix ). The questions were developed to allow
participants to consider responses both as individuals, and also as a group in
discussion. Participants were also asked to describe the impact that Relevance and

Reactivity has on them as individuals and their teams.

Participants were provided with ‘post-it’ notes and pens and were given time to
reflect on questions individually and write their responses, before sharing their
response with the wider group. Where practically possible, different coloured “post-
it” notes were used to indicate different role types of the individuals so that the
researcher could see if there were any specific themes by team in the focus groups

(e.g. clinical pharmacy versus medicines management).
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General discussion also took place and the key points were summarised from this by
the researcher on a flip-chart pad as well as having a voice recording device to
capture detailed discussion. The focus groups lasted for approximately one hour

each and the process was replicated for each group.

The data collected in the focus groups was consolidated into common themes for
each focus group and then themes common across the focus groups. This theming
was done using a spreadsheet and responses were coded. More detail on this is

provided in the analysis section of this Chapter.

The emergent themes along with specific examples of individual responses were
used to describe the current state of the pharmacy department in relation to the main

themes of Relevance and Reactivity.

4.6 During phase Methods

The During phase involved development and implementation of a MOS which took
place over the 2016 calendar year. This approach was led by the pharmacy service
with support from the researcher who was also acting as an internal project manager

for this project.

Throughout the During phase, the researcher reflected on the implementation of the
changes and the impacts, outcomes and behaviours observed during this phase. This
was done using a research journal (Appendix A) recording reflections relating to key
points of the change process. The writing of a journal throughout the change
provided another data source that can contribute to the overall findings and
discussion of this research (Denzin & Lincoln, 1994; Ortlipp, 2008). The journal
was maintained in chronological order with entries made following events where the
researcher interacted with study participants. The events were listed and then more

detailed observations and reflections were noted, related to the event.
The change process was tailored to the needs of the service and teams within it,

however it was based on models that were deployed across other areas of the

hospital. The approach for the change involved the following aspects.
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e Working with the Pharmacy Leadership Team to develop a vision for the change.

e Arranging visits (‘Go-Sees’) to other parts of the organisation who had already
established their MOS.

e Attending workshops to guide leaders through the process to setup and establish
their MOS.

e Refinement of the pharmacy strategy and supporting plans so that it is easy to
communicate.

e Development of a 180 day plan of projects that are underway and planned in the
department.

e Selection, refinement and development of measures aligned to their strategy.

e Use of visual management to display and share information across the
department.

e Redesign of meetings across the service (both management and team level) to
give them a focused purpose and action orientation.

e Coaching of leaders and team members around how deploy strategy, run effective
meetings, engage their team in change and focus on improvement actions through

their Management Operating System.

The principles that underpin much of the change developed through deploying a
Lean Management System as outlined previously is described further in the

background section of this thesis along with further information in Appendix D.

A significant effort was made to engage participants in the change process and the
study related to it. To support this approach a communications plan was developed
that involved regular updates to teams at their meetings and a bi-monthly update to
the whole Pharmacy team. In addition to this, guidance for the change and
engagement with the pharmacy team members was provided through the Steering
Group that was established at the start of the research as presented in the Ethics
Review. This group assessed any current and potential ethical concerns and

determined any necessary actions.
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4.7 Post-phase Methods

The Post-phase followed a process very similar to that of the Pre-phase with the
addition of a series of interviews and also a maturity assessment of the MOS within
pharmacy. The different methods utilised in the Post-phase included:

1) Focus groups.

2) Interviews.

3) Researcher reflection.

The inclusion of interviews in the Post-phase placed more emphasis on the impact of
implementing a MOS through the eyes of the Pharmacy Leadership Team. In
particular, the interviews were used to consider the behavioural impacts that a

Management Operating System had on individuals and leaders in the department.

Post-phase Focus Groups

The Post-phase focus groups were conducted using the same format and questions as
the Pre-phase focus groups with the intention of understanding participant’s views
on the main themes (Relevance and Reactivity) in the pharmacy department one year
later after the During phase was complete. The consistency of this was key to ensure
that a comparative analysis was possible between Pre-phase and Post-phase (Denzin
et al., 1994). A plan was developed for the Post-phase focus groups and is shown in

Appendix J.

A total of four Post-phase focus groups were run over a two-month period. As with
the Pre-phase all members of the pharmacy team were invited to participate in the
focus groups and the groups were not compulsory. Three of these groups were made
up of people from a mix of roles and teams, and as with the Pre-phase one focus
group was held specifically with the Pharmacy Technicians and Pharmacy Assistants
to provide them an opportunity to participate. The same people did not necessarily
attend the Pre-and Post-phase focus groups, i.e. the two phases were not constituted

with the same participants.
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As with the Pre-phase all participants were provided with an information sheet
(Appendix J) and a participant consent form (Appendix K) prior to the focus group
session. The focus group sizes were:

Focus Group 1: Three participants.

Focus Group 2: Four participants (all pharmacy lead team members).

Focus Group 3: Nine participants.

Focus Group 4: Nine participants.

The method of data collection and analysis for the focus groups was repeated in the

Post-phase. As with the Pre-phase focus groups there was wide representation of the

different roles and teams in the pharmacy department. The focus groups were run

using the same approach as the Pre-phase to ensure that all participants could

contribute. The questions posed were the same as in the Pre-phase, with one

additional prompting question for each of the two main themes being explored:

e Relevance: What (if anything) has changed about relevance of your work since
we developed and implemented the MOS in Pharmacy?

e Reactivity: What (if anything) has changed in terms of how you or your team

manage issues since we developed and implemented the MOS in Pharmacy?

The participant’s responses to all questions and their discussion was organised in

into a number of themes. The focus groups lasted for approximately one hour each.

Post-phase Interviews

In addition to the four focus groups held in the Post-phase, a series of interviews
were conducted with members of the Pharmacy Leadership Team. The purpose of
these interviews was to understand the impact of implementing MOS in pharmacy
and also to understand any relationship that MOS had with leadership behaviours

across the pharmacy team.

Six interviews were conducted, applying the same consenting method as used for
participants in the focus groups. The interviews lasted approximately 30 minutes
and notes were taken by the interviewer, which were returned to the interviewee,

who could then comment and make any corrections.
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The same questions, which were developed by the Researcher, were used in all six

interviews:

Q1: What changes have you noticed across the (pharmacy) team since implementing

MOS? (for Pharmacy Leadership Team, for wider pharmacy)

02: How has MOS impacted the delivery of service?

03: How has MOS impacted the management of change?

04: What impact have you seen on leadership behaviours as a result of MOS?
05: What would you do differently if deploying MOS again in your service?
06: What advice do you have for others who are looking to develop their MOS?

Q7: Do you have any overall comments?

4.8 Data analysis

The qualitative data came from three primary sources: pre-and Post-phase focus
groups, Post-phase interviews and the Researcher’s Journal. Figure 7 provides an
overview of the different methods of data collection and how these were brought

together into the combined data set for analysis.

Pre-phase During-Phase Post-phase
Focus Researcher Focus Interviews
Groups Reflection Groups

INT1

- Post-1
el Observations -

Journal

Pre-2
Post-3

Pre-3

Post-4

Pre-phase During- Post-phase
Data Phase Data Data

Combined Data Set

Figure 7: Data collection methods
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Thematic analysis was the primary method of analysis for the focus groups and
interviews. Thematic analysis is used for identifying, analysing, and reporting
patterns from the data sources and developing interpretations of those patterns

(Braun & Clarke, 2006; Tolich & Davidson, 1999).

Braun and Clarke (2006) emphasise that it is important that method of data
collection and analysis match the questions the researcher wants to answer.
Thematic analysis was selected given the nature of the data collection methods and
the focus of the research question. This method of analysis allows for an active role
of the researcher in the analysis as opposed to other methods, such as thematic
discourse analysis and Interpretative Phenomenological Analysis (IPA), in which the
researcher may take a more passive role in the assessment of the emergent themes
(Braun et al., 2006). Thematic analysis is also not as prescriptive in the approach to
determining patterns as other methods and often lends itself to less experienced
qualitative researchers and this was another factor in choosing this method (Braun et

al., 2006; Tolich et al., 1999).

Analytic Assumptions

Several assumptions have been made throughout the analysis and it is important to

make these transparent in the thematic analysis (Tolich et al., 1999).

e That the participants who partook in the focus groups were representative of the
wider population across Pharmacy. The selection method used for recruiting
participants was voluntary, open to all staff members and didn’t target specific
groups. However, the researcher did ensure that all staff groups were represented
in both the pre-and post-focus groups.

e That many of the findings that emerged through the data collection represent the
situation across pharmacy that are influenced by many factors in addition to the
focus of this study.

e That participants felt they could express their views without consequence. As the
researcher had an existing relationship with many of the team including senior
management, the focus groups were organised in such a way to allow for people

to express their views without feeling comprised.
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e That the significance of certain themes was not determined by a count of
responses related to that theme alone. As the researcher was present in the focus
groups, factors such as the participants’ emotion and level of discussion related to

certain issues were also factored into the development of key themes.

Data coding and development of themes

Each data source was coded so that it could be referred to in the development of
findings as a reference to where the data came from (as shown below in Table 2).
Participant responses were also anonymised to the level of a team that the participant

was from (e.g. Clinical Pharmacy team members used pale yellow post-it notes).

Data Collection Source Data Code Date

Pre-focus group 1 PRE-1 20/01/16
Pre-focus group 2 PRE-2 21/01/16
Pre-focus group 3 PRE-3 25/02/16
Post-focus group 1 POST-1 23/11/16
Post-focus group 2 POST-2 25/11/16
Post-focus group 3 POST-3 30/11/16
Post-focus group 4 POST-4 08/12/16
Interview 1 INT1 13/12/16
Interview 2 INT2 10/01/17
Interview 3 INT3 11/01/17
Interview 4 INT4 12/01/17
Interview 5 INTS 16/01/17
Interview 6 INT6 17/01/17

Table 2: Coding convention for data sources

4.9 Focus group analysis

The facilitation method used during the focus groups involved participants grouping
their responses into common emerging themes. This grouping was done using ‘post
it” notes that each participant wrote on and then the group determined the themes by
collating ‘post it” notes around common themes (Northcutt & McCoy, 2004). These

themes were developed with the participants and therefore tested with them in the

42



focus groups. This approach applied an inductive approach to coding of themes as
they emerge, as opposed to theoretical (deductive) theming, where the researcher
outlines themes they want to align feedback to (Braun et al., 2006; Tolich et al.,
1999).

Following the focus groups, data from each focus group was summarised further
into common themes for each area of discussion; Relevance and Reactivity and
recorded in a data capture sheet (Appendix L). The specific comments made were
listed under the theme description. Once all the focus groups had been summarised
by the researcher, the common themes across each of the Pre-phase focus groups
were added to a spreadsheet. These were further sorted into theme groupings which
indicating the number of responses by group (Braun et al., 2006). In addition to the
thematic analysis done by the researcher a ‘word-cloud’ tool was used across all the
responses to see if there were any specific words that were commonly used by

participants. This provided a visual representation of the data that was collected.

The number of times a theme was raised was not the only factor considered in the
data collection. As discussed by Tolich and Davidson (1999), a key feature of
thematic analysis is that it allows the researcher to determine themes in many ways.
The emphasis placed on particular themes by participants during discussion was also

a factor considered in considering key themes.

The same process was used for thematic analysis for the Post-phase focus groups.
In addition to analysis of the themes, the specific responses were analysed to draw
out particularly insightful comments that could be used to provide context or bring
greater richness to any findings. The comments also provided evidence to support

the researcher’s interpretation of the findings.

4.10 Interview Analysis
The interview notes were transcribed by the researcher detailing the responses to
each question. The typed summary was then sent to each individual participant for

their review and opportunity to amend or clarify the transcription (Braun et al.,

2006).
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The interview responses were then summarised into common themes for each
question using a spreadsheet. As with the focus groups an inductive method of
theming was used to not be constrained to existing set themes in the data collection
(Braun et al., 2006). A count was added to themes that had more than one participant
response. The themes for each question were broken into three groups (Tolich et al.,
1999):

e Positively themed response.

e Negatively themed response.

e Response suggesting ideas for further development.

As with the focus groups a review of each of the interview responses was conducted
to highlight specific comments that were made, which provided greater context to

the themes that emerged (Braun et al., 2006).

4.11 Ethical Issues

The impact of ethical issues and how they were managed was considered from the
outset of this research. Due to the fact the researcher was an employee of the
organisation in which the study was being undertaken and that the findings from this
study intend to be published, a full ethics application was undertaken by the Massey

University Human Research Ethics Committee.

In this study, the researcher is an employee of the case organisation but is not
working within the same department and is not of the same profession as any of the
participants. The position of the researcher provides an excellent opportunity to
apply a research design underpinned by PAR, which is differentiated from action
research in that the researcher is from a different organisational sub-culture than the
participants; not ‘one of their kind’ (Liamputtong et al., 2005). Another benefit of
PAR is that the participants can get a clearer understanding of the research and the

benefits it may bring (Bradley, 2015).

Through the completion of the ethics application and subsequent review, the

research was designed in a way that ensured the rights of participants and the
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organisation were upheld. Issues covered included matters of confidentiality,
privacy, bias, conflict of interest, informed consent, Treaty of Waitangi, data
management, stakeholders’ rights and general methods. Guidance was provided by
academic supervisors and also through Massey University's code of ethical conduct
(Massey University, 2014) and the research team at the organisation in which the

study was being conducted.

Several key mechanisms were used before, during and after the study to ensure
ethics were upheld. These included:

e Obtaining written participant consent.

e Providing full information sheets for each participant.

e Forming a Research Steering Group.

e Making Regular Contact with the wider pharmacy staff using a bi-monthly

emailed bulletin (see example in Appendix O).

Approvals from the Auckland DHB Research Department and Chief Pharmacist
were sought and obtained which granted access to records and databases related to
the field of study. Approval was also obtained for staff members to attend research

related focus groups and interviews during working hours.

Participant Consent and Information Sheets

For all the focus groups and interviews, participants were asked to provide their
consent to take part in the study and use information that emerged from the study
methods. An example of the participant consent form is included in Appendix H. In
addition to the consent form participants were provided with an information sheet

which outlined the study purpose and methods.

The information sheets outlined the rights of the participants as a part of the focus
groups and informed them that whilst every care will be taken to protect their
identity and for their details to be confidential, anonymity cannot be guaranteed. In
addition to this, the information sheets outlined how the data was to be collected,

stored and managed throughout and after the study.
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All participants were given the opportunity to ask questions prior to consenting and
were able to withdraw from the study and / or request summaries of the information

produced during the focus groups and interviews that they were a part of.

Research Steering Group

A research steering group was established at the outset of the research to guide the
project through the study phases, with a particular focus on ensuring that all stages
of the research were conducted in an ethical way. The governance group was made
up of the following roles:

e The Chief Pharmacist.

e An executive leader within the organisation.

e Two members of the pharmacy team (from different roles and areas).

e Academic supervisors.

e And the researcher.

The steering group met bi-monthly where progress, communication and any issues
were discussed. A copy of the terms of reference of the steering group is included in
Appendix M. Minutes were captured as a record of the meetings and circulated to

participants (Appendix N).

Feedback Box

A feedback box was placed in the primary Pharmacy location for any staff member
to be able to provide anonymous feedback about the study. This was to account for
situations where they may not have felt comfortable approaching steering group
members. Throughout the study, there were no concerns or feedback raised through

this mechanism.

Staff Communication Updates

There were two primary methods of providing the staff with regular communication
updates during the study period.

1)  The researcher regularly attended two different Departmental Meetings.

2) A bi-monthly update was emailed to all staff.
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These forms of communication aimed at keeping staff informed as to the progress of
the research and what the next steps would be. An example of the email update is

shown in Appendix O.

4.12 Chapter Summary

This chapter provides a detailed account of the research design and methods of this
study with the aim that other researchers may be able to replicate the study.

The research design articulates the three study phases (Pre, During and Post) and a
description of the methods for data collection is provided. The method of analysis
for each of the data sources is described which produce the basis for the findings as

outlined in the following chapter.

The chapter also provides an overview of the management of the study including the

various methods used to ensure that the study was conducted in an ethical manner.
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Chapter 5 - Findings

5.1 Chapter Introduction
This chapter outlines the findings from the data collection methods during the Pre-

phase and Post-phase of the study.

The Pre-phase findings provide a baseline for the study which reflected the current
situation prior to the Management Operating System being introduced. The Post-
phase findings highlight not only an updated view of the study participant’s views,
but the change observed for Pre-phase to Post-phase analysis. It is acknowledged
that other factors may impact on the changes seen from the Pre-phase to Post-phase
findings, as this study was conducted in a live operational environment where other

changes were taking place.

The high-level themes of the findings are shown below in Figure 8.

e Connectivity between Senior Management and wider Teams
e Clarity of Purpose
PEIEVYETe2) @ Aligning and Communicating Strategy

e Decision Making

e Focus and Ownership of Actions

e Visibility and Management of Priorities
¢ Cross-Team Collaboration

¢ Active Leadership and Personal Accountability
¢ Changing Leadership Behaviours
e Professionalism

Figure 8: Summary of Findings
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5.2 Coding and References

The findings section refers to a range of sources of data collection which have been
codified as outlined in Table 2 in Chapter 4.

References to specific findings and participant quotes in this section are provided in

the following format (role, data code, date).

5.3 Pre-phase Findings

The findings from the Pre-phase of the study represent the current state of the
pharmacy department prior to any change being introduced. They provide context
of the landscape in which the study was conducted. The findings have been
collected through the Pre-phase focus groups carried out at the beginning of the

study.

As outlined in the methods section there are two main themes explored through
qualitative methods in this study: Relevance and Reactivity. The methods include
focus groups in the Pre-phase, and focus groups, interviews and researcher reflection
in the Post-phase. The structure of the findings from the Pre-phase analysis is
centred around these two areas of focus and draws from the methods used to collect
the data with each group. The findings outlined in this Pre-phase section seek to
describe the outcomes of the analysis for the two main themes in a way that

establishes a ‘base-line’ in which to compare the Post-phase findings.

This ‘base-line’ is critical as it is acknowledged that there are already many other
factors that already have influence on both of the main themes (Relevance and
Reactivity) and that the study is not starting from a ‘blank sheet of paper’. The Pre-
phase findings describe what is already happening, that could have either a positive

or negative impact on the themes, as well as identifying what is not happening.

Issues of Relevance - Pre-phase
Relevance has been defined as “The degree to which staff feel that what they do is
relevant to the department or organisation” (Table 1, Chapter 4). This study places
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focus on this topic as one of the goals of a MOS is to provide greater alignment of

what staff are working on with the wider departmental focuses and strategy.

Relevance - Interpretation of Pre-phase Focus Group Findings
A number of themes emerged from the Pre-phase focus groups that related to
relevance as outlined in Table 3. Key themes that are covered in this section are:
e Understanding of Strategies and Goals.
e Connections with other teams.
e Meetings and Feedback.

e and Communication.

Supply / Clinical Medicines Medicines Team Pharmacy Role not
Relevance: Theme Dispensary Pharmacy Management Safety Leaders Technicians  disclosed TOTAL
Priorities 1 3 - 3 - 4 - 11
Strategy and Goals 2 1 3 - - 4 - 10
Priorities 1 3 - 2 - 3 - 9
Connections with other teams 3 2 9
Meetings / Feedback 2 6 8
Alignment to Org vs Department - - 1 2 3
Communication - - - - - - 2 2
TOTAL 4 12 6 8 - 11 11 52

Table 3: Count of responses by Theme and Role - Pre-phase: Relevance

Understanding of Strategies and Goals

Focus group participants commented that it was important to have a good
understanding of the strategies and goals of the department to help with the
relevance of their work. For example, one participant commented that
“Transparency of departmental strategy facilitates their own goal setting”; (Clinical
Pharmacist; PRE-2; 21/01/16). Whilst some participants indicated that they were
becoming clearer about how they should link to other staff in the organisation, for
example through the development of the Pharmacy and Medicines Management
Strategy, the findings also revealed that a number of people felt there was a lack of
direction from management. For example, one participant stated that the lack of
direction from management led to a lack of clarity around purpose (Supply and

distribution team member, PRE-2, 21/01/16).
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Connections with Other Teams

A key finding from the Pre-phase was that many staff did not feel connected to their
own pharmacy team. A number of staff (particularly those in clinical facing roles)
commented that they felt a stronger connection with the clinical teams they worked
with on a day-to-day basis, implying that this had greater relevance to what they do
than the pharmacy team. For example, one clinical pharmacist stated, “We have
more connection with directorates rather than pharmacy department” (PRE-1,
20/01/16). This belief was reinforced by clinical facing pharmacy staff commenting
that they regularly attend MOS meetings with the ward based clinical services they
worked with and therefore felt a part of the clinical service teams. This connection
could be explained by the direct, and positive, impact that pharmacists felt they were
having with patients through the clinical services, where-as the combined impact as

a part of a wider pharmacy team was believed to be more arbitrary.

This connection to teams and their priorities outside of pharmacy was further
expanded on by participants when they described their alignment to the overall
hospital priorities as opposed to those priorities of the pharmacy department. A
medicines safety staff member stated, “I don’t always see a direct link to what I do
with regard to the department priorities [however] I can see more connectedness
with organisational priorities at this stage” (Medicines Safety staff member, PRE-2,
21/01/16). This comment was in relation to organisation priorities such as
maintaining patient safety and quality of care, which were seen to be more visible

through organisational priorities.

Meetings and Feedback

Another theme that emerged related to relevance was how feedback was provided
and use of meetings. A number of participants shared their belief that their main
source of feedback was through one-on-one meetings with managers. There were a
number of comments that there were not departmental meetings or regular open staff
meetings and as a result the “whole of pharmacy team is not as connected” (PRE-1,

20/01/16).
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Communication

Participants felt communication was an important factor for ensuring relevance in
what they do in their everyday working lives. There was mixed feedback on
communication across the different staff groups, some commenting that they have
good channels with their senior staff, whereas others felt that there was not enough
communication for example, “New changes are mentioned, but never followed up,
or never mentioned again until the change happens” (Pharmacy Technician; PRE-3;
25/02/16). Organisational wide communications (such as the CEO blog and e-
Newsletter) were mentioned as channels for developing relevance with the

organisational focuses (PRE-3; 25/02/16).

Impacts of Relevance - Pre-phase

As a part of the focus groups, participants were also asked to discuss and describe

any impact on how they felt and acted, if there was a greater degree relevance in

their job. Themes that emerged from PRE-1 and PRE-2 focus groups were:

e Job satisfaction - Having a job with relevance to the wider team increased
satisfaction that you were doing something of value.

¢ Buy-in and Motivation — Relevance of your job increases motivation to do more

e Apathy — If you do not feel your job is relevant it can create a feeling of apathy

e Doing own things — By having relevance in your job you are less likely to do your
own things and more likely to work as a team. This in turn can reduce
duplication of work across teams.

e Productivity — All of these impacts can lead to improved productivity of

individuals and wider teams.

(PRE-1, 20/01/16; PRE-2, 21/01/16).

Issues of Reactivity - Pre-phase

This study aims to explore and understand the impact a MOS has on Reactivity
within a team. Reactivity has been defined as “the degree to which staff and teams
are prepared for emergent issues and risks that often invoke corrective action post an
event” as outlined in Table 1 in Chapter 4. This behaviour can otherwise be
described as ‘knee-jerk’ reactions and often consumes a lot of effort through not

being prepared. This can lead to a lack of confidence and in some cases micro-
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management and is the opposite of what we would describe as being proactive
behaviour (i.e. taking action in advance of issues arising). The study focused on the
impact that this reactivity has on the team in their ability to manage and take action

on issues and risks that may arise.

One of the goals of a MOS is to enable people to have greater awareness of priority
areas and support them to take action — that is take ownership in being more

proactive.

Reactivity - Interpretation of Pre-phase Focus Group Findings
A number of themes emerged from the Pre-phase focus groups that related to
Reactivity as outlined in Table 4. Key themes that are covered in this section are:
e Communication and Involvement.
e Engagement.
e Change Planning.
e Management Priorities.

e and Urgent Response.

Supply / Clinical Medicines Medicines Team Pharmacy Role not
Reactivity: Theme Dispensary Pharmacy Management Safety Leaders Technicians  disclosed TOTAL
Communication / Involvement 6 3 5 8 2 6 - 30
Engagement 2 3 1 1 1 3 - 11
Support 3 1 - 3 1 8
Change Planning 3 1 3 - 7
Uncertainty 2 1 1 2 6
Urgent response 1 1 1 - 2 5
Pace of change 1 - 2 - 3
Resources - - - 1 - 1 2
Being Heard - - - - - 1 1
TOTAL 13 13 1'- 18 5 14 - 73

Table 4: Count of responses by Theme and Role - Pre-phase: Reactivity

Communication and Involvement

Participants raised the connection between Reactivity and communications
pathways. Concerns were highlighted, most commonly around the level of
communication that related to upcoming events or changes. Whilst some
participants felt that they were informed (“Feel well prepared as there are always
emails being sent”; Pharmacy Technician; PRE-3; 25/02/16), others commented that

communication was not as effective as it might be. One Pharmacy Technician
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complained of poor communication in that work was often dumped on him without

warning. (Pharmacy Technician; PRE-3; 25/02/16).

A lack of information also came up as a key cause of Reactivity for the teams. A
number of staff groups fed back that they felt un-informed of upcoming changes.
This was also reflected through comments related to a lack of transparency which
can generate negativity. The words of one focus group attendee illustrate that
disconnect; “I feel like SMT know but not staff further down in pharmacy”

(Medicines safety team member; PRE-1; 20/01/16).

Engagement

Approximately one-third of participants in the Pre-focus groups commented that
they felt that engagement of staff had a big impact on acceptance of change and
therefore reactivity. There was a mixed view on the level of engagement and
involvement of staff across teams (“Depends on people’s attitudes — some are
positive and happy to change — some complain a lot”; Supply and distribution team

member; PRE-2; 21/01/16).

Change Planning

The level to which change was planned also emerged as a key driver of Reactivity.
Participants commented that there were “not consistent approaches to planning and
managing change” (Medicines safety team member; PRE-1; 20/01/16) and it was not
clear if the change was an organisation priority versus local priority. This impacted

how much support was provided by teams to participate in change.

Managing Priorities

A large number of participants raised the fact that they often struggle to deal with
multiple priorities and that they were often under time pressure. There was a view
shared that pharmacy staff received very little support when it came to managing
these priorities which had an impact of not being sure what to focus on, leading to
stress. One focus group member described the situation of having to “Prioritise
critically ill patients when there are too many patients compared to pharmacists”;

Clinical Pharmacist; PRE-2; 21/01/16).
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Urgent Response

Another emerging theme related to Reactivity was that of having to deal with urgent
responses. Some teams (e.g. supply and distribution) described dealing with urgent
responses as a standard part of their work, where others felt that having more focus
on identifying issues could reduce this urgency. One member of the Supply and
Distribution team described their situation of how they work and deal with task as
being that “everything is urgent! We only respond to crisis and don’t identify issues

in a timely manner” (Supply and distribution team member; PRE-2; 21/01/16).

Impacts of Reactivity

The focus groups were encouraged to discuss the impacts that Reactivity in the
workplace had on them and their teams. A large number of issues were raised
however the members of PRE-1 and PRE-2 focus groups identified the following
key areas:

e Feeling unsupported (x5).

e Feeling stressed (x 4).

e Feeling undervalued (x 3).

e Feeling unproductive (x 3).

e Being frustrated (x 3).

e Not being trusted (x 2).

(PRE-1, 20/01/16; PRE-2, 21/01/16).

The groups identified that the collective impact of these factors was that engagement
across teams dropped and key measures such as sick leave increased and staff
retention was reduced. These factors have potential to have a significant impact on
the wider team dynamic and ultimately the quality of the work that they provide.
The factors related to Reactivity can also be cyclical in that, if people are less
engaged and absenteeism is increased, there may be less staff available to

proactively deal with issues resulting in further Reactivity.
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5.4 Post-phase Findings

The ‘During’ phase for this research could continue indefinitely, as the refinement of

management practices are continually evolving. However, in order to evaluate the

change that had taken place in the During-phase, the Post-phase was commenced

after nine months into the change process. This phase signified a ‘stake in the

ground’ reflecting a period of time where tangible change may be observed. The

timing of the commencement of the Post-phase was decided based on a number of

factors:

1) That enough time has been allowed for changes in practice to be introduced and
embedded.

2) That it was congruent with the commitments of the pharmacy department and
hospital.

3) That study participants were available for both the Pre and Post-phases.

4) That the researcher was available for both the Pre and Post-phases.

Consistent with the Pre-phase findings, the Post-phase findings evaluate data from

Focus Groups, Interviews and Researcher Reflections and are presented in three

sections.

I. Issues relating to Relevance.

II. Issues relating to Reactivity.

ITII. Other emerging themes.

The themes that emerged from participant responses in the focus groups are

summarised in Table 5 and expanded on in the following sections.

Theme Relevance Reactivity TOTAL
Leadership, Behaviours and Communication 19 41 60
Meetings 16 15 31
Strategy and 180day plans 23 - 23
Connections with other teams 17 - 17
Urgent response 4 4
Focus / KPIs 2 2
Team Involvement / Communication / Consultation - -
TOTAL 75 56 131

Table 5: Count of responses by Theme — Post-phase: Relevance and Reactivity
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Issues of Relevance - Post-phase

This section covers the findings that came out of the Post-phase focus groups,
interviews and researcher reflections related to Issues of Relevance (as defined in
Table 1, Chapter 4). Key themes that are covered in this section are:

e Strategy and alignment: How this differs between management and teams.

e Connection and collaboration within teams, versus across teams.

e The impact of leadership behaviours to support a Management Operating System.

Relevance - Interpretation of Post-phase Focus Group Findings
The following are key findings related to Relevance that emerged from the four

Post-phase focus groups and are summarised in Table 5.

Strategy and Projects

The feedback on how the pharmacy department managed strategy and projects was
mixed. Some participants believed that they have seen an improvement in the
communication of strategy and projects primarily through the use of the 180 day
plan (“We have access to the 180 day plan now which is good to see what projects
are happening”; POST-1; 23/11/16). Other participants indicated that they had little
or no understanding of the 180 day plan. However overall there was a general sense
that there had been improvement around communicating and aligning priorities
compared to before the development of MOS as described by one participant; “I’ve

been able to join the dots more” (POST-1; 23/11/16).

The findings indicate that there was little visibility of the organisational strategy and
goals within pharmacy, with the exception of organisational values and targets, for
example, one participant stated, “I understand organisational focus in relation to
values and targets, but not much else” (POST-3; 30/11/16). It was also commented
that whilst plans had been developed through MOS, these were visible and discussed
in some teams but not in others. One team member said: “The 180 day plan is not
linking so well with MOS individually” (POST-3; 30/11/16). The communication of

the plans was not always evident.
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Another key finding that emerged was the difference between the Pharmacy
Leadership Team and wider pharmacy teams, related to the awareness and visibility
of strategy and the tools, in particular the 180 day plan. This is illustrated by a
member of POST-1 (23/11/16) in their comment that “whilst the senior management

team are aware of the 180 day plan, [[’m] not sure that everyone knows about it”.

Connections with other teams

The majority of focus group members believed that there has been improvement in
the connection across teams within pharmacy through MOS. Many participants also
believed that MOS has made people consider how they work together across the
different pharmacy teams (“MOS has connected sub-teams and enables me as a
manager to understand what is happening across teams”; POST-2; 25/11/16).
However, unless pharmacy teams were working directly with clinical teams, there
was no further evidence of a change in the levels of connection with teams outside

of pharmacy through MOS.

There were some teams that still felt disconnected from the wider pharmacy team,
particularly those that were not located in the main pharmacy department. One team
member was adamant that they were “not well connected with the rest of the
department... only when it is relevant to us” (POST-3; 30/11/16). The explanation
given for this was that usually they “focus on the main pharmacy department”
(POST-3; 30/11/16). This finding indicates that where people are co-located on the
same site (such as Auckland City Hospital) the connection may have improved, but
not necessarily for those on separate sites (such as the retail pharmacy at Greenlane

Clinical Centre).

From a manager’s perspective (as represented by members of POST-2), MOS has
enhanced the connection of their internal teams (“MOS has connected sub-teams and
enables me as a manager to understand what is happening across teams”; POST-2;
25/11/16). This connection between the manager and their team has had a
significant impact in team focus from the manager’s view (“The clinical MOS

meeting has been a game-changer for me”’; POST-2; 25/11/16).
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Visibility

The majority of the focus groups members felt that the introduction of the MOS
visual boards has improved the visibility of what is happening across teams and the
department. In some areas, this visibility has increased the transparency of
information and improved communication (“There is greater visibility of targets and
how we track”; POST-3; 30/11/16). A challenge for some teams has been finding a
good location for the MOS boards. The location has impacted the level of visibility
in some areas of the pharmacy as the boards had to be placed in a sub-optimal
location where there was free wall space (“you wouldn’t see the boards unless you

go there”; POST-2; 25/11/16).

The increased in visibility across the pharmacy department had an impact on
supporting change (“I can see there will be change by getting things visible”’; POST-
2;25/11/16) and also increasing Relevance (“It has been good to have strategy out

there so people can relate back”; POST-2; 25/11/16).

Relevance - Interpretation of Post-phase Interview Findings

There is a clear difference between the degrees of Relevance observed within the

Pharmacy Leadership Team (PLT), as opposed to the wider pharmacy team. The

PLT described that they have seen improvements in the visibility of change activity

and that they have a better understanding of alignment of projects to strategy

through MOS. In particular, the development of the 180 day plan has helped with

this visibility and alignment. One particular interviewee remarked “the 180 day plan

has been amazing. You can see everything we are doing and have them visible on

the plan” (INT4; 12/01/17). The themes that emerged from the interviews related to

Relevance were:

e Improved collaboration between teams in managing change (6 out of 7
participants).

e Improved visibility and alignment of activity and change (4 out of 7 participants).

e Providing a process for more effective change (4 out of 7 participants).

In contrast, it has emerged from the interviews that whilst there have been some

improvements related to Relevance across the wider pharmacy, there is still a lot
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more that needs to take place around raising the wider teams’ awareness of direction
and the role they play in this (“We are still at 4 out of 10 when it comes to using the
180 day plan, so there is still work to be done”; INTS; 16/01/17). The interviews
highlighted that further connection of the pharmacy A3 and 180 day plans are
required across the pharmacy team and there is a key role of clinical leads in sharing
future goals with their teams (“The challenge now is what we do next - This will be
to engage all the service, and engage the wider team in the PLT MOS and make it

more visible to all”; INT1; 13/12/16).

Relevance - Researcher Reflections
Findings related to researcher reflections were drawn from the Researcher’s Journal

(Appendix A). The following findings were observed in relation to Relevance.

There is a significant gap between the levels of Relevance observed with the
Pharmacy Leadership Team (PLT) versus the wider pharmacy team. This gap is
more prevalent in the more operational roles in areas such as Supply and
Distribution and as a result, the members of these teams seemed less engaged in

broader changes across the pharmacy department.

There were a number of times that the researcher had discussions with the leaders of
the teams about taking their plans out to the teams and explaining to them what they
are trying to achieve, but in the most part this didn’t happen. The team leaders could
frequently see the value in doing this, however it was rarely done. This could have
been that it was not seen to be a priority or else they didn’t feel comfortable talking

the team through it.

Another common finding during the study phase was that there was a sense of
reluctance to communicate a strategy or plan as it was seen to be still in
development. The desire to only articulate a final plan became a limiting factor in

some cases to engage teams with the direction of change in the department.
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Summary of Findings Related to Relevance

Specific tools and methods through MOS have improved the sharing and
alignment of strategy and direction, however there is a difference in how much
this has improved between the Pharmacy Leadership Team and the wider
pharmacy team.

There has been an increased level of connectivity within and across teams
through MOS, primarily influenced by the visibility of information and the
channels to share information and actions.

The 180 day plan has been highlighted as a key method to provide a summary of
projects and for people to know what is happening, however this was not visible
to all.

The level of Relevance relies not just on the methods to align and communicate
information, but also the leaders’ role in taking this out to the teams.

Managers of teams found that MOS has helped enhance collaboration within and

across the teams and this has been beneficial in the manager’s role.

Issues of Reactivity - Post-phase

This section covers the findings that came out of the Post-phase focus groups,

interviews and reflections related to Issues of Reactivity. As covered earlier,

Reactivity is defined as “the degree to which staff and teams are prepared for

emergent issues and risks that often invoke corrective action post an event” as

outlined in Table 1 in Chapter 4.

The themes related to Reactivity are summarised in Table 5 and the following

themes are further expanded upon in this section:

Effectiveness of Team meetings and use of ‘MOS’ Boards.
Communication and Team involvement through MOS.
Accountability for action within teams.

Responsiveness to operational demands.
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Reactivity - Interpretation of Post-phase Focus Group Findings

Effectiveness of Team Meetings and use of Visual MOS Boards (31 responses)
The findings indicate that MOS has improved how teams focus on, and deal with,
issues and risks in their team meetings. One participant commented that the “MOS
board focuses on issues — it helps keep them in our mind” (POST-3; 30/11/16). The
approach used through MOS has also helped teams be involved in developing the
solutions, as opposed to raising issues, for example one participant from Post-phase
focus group 3 (30/11/16) remarked that “we end up trying to identify solutions in
MOS rather that identify the problem and then have feedback with thought”.

The introduction of whiteboards to increase the visibility of what teams are focusing
on has helped with team involvement and engagement. One participant captured this
sentiment succinctly: “Having a real board makes it very tangible” (POST-1;
23/11/16). Participants remarked that issues are increasingly visible and “things are
not being swept under the carpet” (POST-1; 23/11/16). The visibility also has
impacted a focus on action as described through remarks such as “the actions won’t

go away” (POST-1; 23/11/16).

Improved meetings through MOS have also improved how decisions are being made
and who are making them. One participant remarked that “before MOS, making
decisions without involving key people was a challenge” (POST-1; 23/11/16),
implying that now (with MOS) decisions were being made by the team without key

(senior) people around.

In general participants described the positive change seen through MOS meetings,
however there were a few comments suggesting that improvements could still be
made to meetings in particular about communicating outcomes of meetings across

the department and being concise in the meetings.
Communication and Team Involvement (26 responses)

The feedback from participants indicated that there is now greater team involvement

with MOS. This increased involvement has resulted in issues being more easily dealt
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with and enabling the team to raise issues and solutions. For example, one
participant stated; “MOS allows the team to take part in developing and owning the
solutions” (POST-2; 25/11/16). This has meant teams are “more flexible and nimble
with change” (POST-2; 25/11/16) and as a result there has been an increase in
communication and everyone knows what the issues are and what is being done
about them (“There is more discussion about things (issues) because it is visible”;

POST-1; 23/11/16).

Many people reflected that they felt more involved in decision making through
MOS, and can have a say in the direction of the team (“Teams contribution to a

specific focus is more evident”; POST-2; 25/11/16).

Whilst the vast majority of participants believed there has been positive change in
this area, it was commented by one or two participants that they felt that whilst MOS
has helped, there were still situations involving lack of communication and that

teams often don’t have time to deal with the issues once they have been highlighted.

Leadership and Accountability (15 responses)

Across all of the focus groups, there was a common theme that came through in that
having an effective MOS still relies on clear leadership and accountability within
and across teams. Participants expressed that “MOS relies on people being
accountable” (POST-3; 30/11/16) and that “there can be a lack of initiative or desire
to change or contribute” (POST-3, 30/11/16).

These comments emphasise the critical link between having a sound framework, but
it will only be effective with appropriate and effective leadership behaviours within
a team. These themes around the importance of leadership and accountability are

discussed in more detail in the Other Emergent Themes section.

Responsiveness (4 responses)

The findings indicate that there has been an increase in responsiveness across the
pharmacy teams. Participants commented that having more regular MOS meetings
and visibility of issues and risks, meant that most issues are being dealt with faster

and “there is a specific timeframe for action on issues” (POST-4; 8/12/16).
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In contrast to this finding, some participants drew attention to the fact that there
were still some projects that remained unfinished and that “some issues can be dealt

with slowly” (POST-4; 8/12/16).

Reactivity - Interpretation of Post-phase Interview Findings

The interviews provided evidence that the PLT members felt there has been an
improvement in how the wider pharmacy teams deal with the management of issues
and risks. This has largely been supported by the establishment of regular
operational meetings (both at Pharmacy Leadership Team and in departmental

teams) and through the use of the visual (MOS) boards.

A common finding amongst the interviewees was that members of teams are taking
a greater accountability for action (712 responses). The increased accountability was

aided by the use of the ‘concern, cause, countermeasure’ approach to managing an

issue which encouraged the team members to be involved in developing the solution

(countermeasure) and then taking responsibility for the associated actions. One

interviewee expressed their belief that “people feel more results driven and feel more

accountable... you are now held to account by the team” (INTS; 16/01/17).

The interviews also highlighted the impact that MOS has had on focusing on the

‘real issues’ and priorities (8 responses). An interviewee explained this by stating

that “we are more focused and getting better at identifying what the issue is, what we

need to do and who is doing it” (INT2; 10/01/17).

The impact that improved focus on issues has had on the pharmacy department since

the development of MOS has been that teams are less reactive to issues that are

arising. Issues are being dealt with by the teams where they are occurring and not

being left to the PLT to resolve the issues at a later time. The ownership of issues at

a team level means that problems are less likely to linger and risks can be managed

and not materialise into significant issues.
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A specific example raised in an interview described how the visibility of priorities
through MOS has affected the delivery of service.
“We had a period where there were a number of vacancies across the
department, but this was not visible across the whole department. Previously
it would have been difficult to identify this as an issue for the team to focus
on, but using the MOS board gave this visibility. If we didn’t have this, it
may not have happened as quickly” (INTS; 16/01/17).

The third key finding from the interviews in relation to Reactivity was to do with the
engagement and participation of the team in decision making (8 responses).
Interview participants described how MOS encourages communication and
involvement in discussion that may otherwise have been done in isolation.

“This has helped us work as a team — we don’t just talk about our own

agendas at team meeting” (INT4; 12/01/17).

One area that was highlighted for further improvement was looking at how issues
that span across several teams can be supported through the MOS approach. It was
felt that the connections between the teams in resolving these issues were not as
effective as they could be and issues continued to be managed in different silos.
However, one interviewee explained that:
“what is starting to develop is the ability to take issues and risk from one
teams’ MOS board to another. We have just started to do this and it means
that connections are not just ‘up and down’ (cascade), but also horizontal

when needed” (INTS; 16/01/17).

Reactivity - Researcher Reflections

Findings related to Reactivity were drawn from the Researcher’s Journal (Appendix
A). In the researcher’s view, the biggest gains seen from the development of MOS
within the pharmacy department was the change in how the teams dealt with Issues
and Risks. Initially for the PLT and then wider pharmacy team, as they developed
their MOS and adopted the ‘concern, cause, countermeasure’ (CCC) approach to
dealing with Issues, they were clearer on what was happening, what action needed to

be taken, who was accountable for the action and by when. The CCC structure
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really clicked with many of the teams and they were able to ensure that Issues didn’t
get left to grow or spread. The adoption of the CCC structure has enabled people to
step up and take responsibility for action, where in the past it was often led by the

team leader.

The way issues were being dealt with through MOS also helped teams (in particular
the PLT) to consider where the issue should sit. There was a shift over time from
most issues being managed at PLT level, to more being owned and managed at team
levels, as the problems did not have an impact outside of their team. The PLT were
often made aware of these; but they were not involved in resolving them unless

assigned an action by the team.

Summary of Findings Related to Reactivity

Five primary areas emerged in relation to how the development of a MOS impacts

Reactivity. These were common themes that emerged across all the data collection

methods.

e A greater involvement and engagement of teams particularly in decision making.

e Team meetings were much more effective and had greater focus on the ‘real
issues’ and priorities.

e There was greater accountability for action and more people involved in taking
action.

e Effective MOS processes alone were not enough to counter Reactivity and
leadership behaviours were required to follow through on actions.

e Teams felt that they were more responsive to issues.

5.5 Other Emergent Themes - Post-phase

The Post-phase focus groups and interviews saw other themes emerge in addition to
those that had a direct relationship with Relevance and Reactivity. The key themes
that emerged were:

e Leadership behaviours.

e Team dynamics and collaboration.

e Connection of the wider pharmacy team.
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Emergent Theme 1 - Leadership Behaviours

Leadership Behaviours - Post-phase focus group findings

Throughout the study there have been clear themes that emerged related to the
impact that MOS has had on leadership behaviours across the pharmacy department.
The findings were largely captured through the Post-focus groups, interviews and

researcher’s reflections.

A key finding from the majority of focus groups and interviews was that MOS has
provided the opportunity for people to step up and take on new responsibilities. This
behaviour was particularly evident in the team settings where the approach and
principles of MOS simply allowed for team members to take a greater role in
contributing to their teams. There were specific examples raised where people
taking responsibility to lead meetings and staff members were more involved in
problem solving or being a part of project groups, for example one focus group
member shared their opinion that “MOS has provided a vehicle for other people to

empower and take ownership” (POST-2; 25/11/16).

The majority of interview participants reported that there had been a greater
accountability for action. Team members had been asked to take on new roles and
had a greater level of delegated responsibility. The visibility of countermeasures,
and having names assigned to them, developed greater accountability for action, for
example on participant commented that “I can see there will be change by getting
things visible” (POST-2, 25/11/16). This change is primarily related to how teams
are managing their issues and risks within their teams and people are taking
ownership of the issues and solutions to resolve them. Participants describe that the
impact that greater accountability had on their teams was that issues were being

resolved in a timely manner and others were aware of progress to resolving them.

The focus groups highlighted that there is still a disconnect between the Pharmacy
Leadership Team and the wider pharmacy team. The identification of the disconnect
was consistent across all four focus groups, but the level of this disconnect varies

across different teams (“It can be difficult for the senior management to know what
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is going on in the teams”; POST-1; 23/11/16). As a result, there were comments

such as “often it can feel like the decision is already made”’; POST-1; 23/11/16).

There was also consistent feedback that indicated that issues were not being actioned
in a timely manner and whilst MOS helps facilitate the process for dealing with
issues and managing change, it still requires people to be accountable to follow
through on their actions (“MOS relies on people being accountable”; POST-3;
30/11/16). A common occurrence was issues being listed on the Issues and Risks
board, not actioned and the date just being changed. Taking action on solutions was
still a challenge as described by one participant who remarked that “some people
continue with old methods, for example, just raising issues and not taking part in
solutions” (POST-3; 30/11/16). Some of this could be explained by the limited time
that some team members had to work on resolving the issues assigned to them
(“Working as a team is much the same — No time to deal with issues”; POST-4;

8/12/16).

It also emerged that there are still situations where leaders will default to ‘telling’
their teams what to do which may have had an impact on the engagement of MOS in
those areas. For example, in one of the focus groups it was described how “there is
a hierarchical system, dependent on manager” (POST-1; 23/11/16) which can lead to

a very top-down approach.

One specific comment summed up the reliance on leadership behaviours for MOS to
be successful: “MOS is not the solution — it is a method and it is only as good as the

people who use it”; POST-3; 25/11/16).

Leadership Behaviours - Interview Findings

The Pharmacy Leadership Team (PLT) interviews surfaced common themes around
the change in leadership behaviours that have been observed since the development
of MOS within pharmacy. Many of the findings from the interviews relate to the
PLT reflecting on their own actions and behaviours. It is recognised that MOS is
only one of many factors that may have influenced these behaviours over the study

period, but the findings indicate that it may have a strong connection.
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The structure provided by MOS, particularly in the way that meetings are run, has
seen a change in how members of the PLT interact. A change can be observed in the
level of professionalism of the members of the team, in particular when it comes to
how they challenge one another. This change has seen a shift from negative
challenge to a more constructive and supportive challenge. One participant captured
this sentiment: “In the past there was not so much healthy / constructive discussion —
it was seen more as a negative challenge in many cases” (INT2; 10/01/17). There is
also more of a common focus between the team rather than working as individuals
with their own portfolios. For example, one interviewee believed that the “MOS has
helped PLT work as a team — we don’t just talk about our own agendas at team

meeting” (INT4; 12/01/17).

The PLT members also perceive that there has been an increase in team members
stepping up to take accountability for action and also take on more responsibility in
how the team operates. Examples of this include shared facilitation of the team
meeting, and people putting their hand up to take on actions (“...team members take
turns at scribing and running the meetings — people are taking responsibility”; INT4;
12/01/17). This has been role modelled through the PLT and the same impacts are

being observed across the wider pharmacy teams.

The findings also indicate a greater level of collaboration between team members by
being on the same page (“There is more collaboration between clinical leads”; INT1;
13/12/16). This has led to them being more willing to support one another and share
and contribute in the team. The impact that this has had is that team members are
taking more ownership for focuses outside of their own specific specialist portfolios.
“There is a willingness to contribute to problem solving outside their area
of expertise” (INT1; 13/12/16).
It also means that if the senior member of the team is not available, the focus
continues on without them and others can step-up as required. The wider impact of
this is a greater common understanding of the team’s focus and increased

communication across the pharmacy department.
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Leadership Behaviours - Researcher Reflections

Throughout the change initiative there have been numerous situations that have
demonstrated how critical leadership behaviours are for the successful
implementation and functioning of a MOS. These findings related to leadership

behaviours were taken from the Researcher’s Journal (Appendix A).

One such example came from a discussion with a team leader about how they ran
their team meetings. They were struggling to use the ‘concern, cause,
countermeasure’ framework and wanted advice on how to improve this. What
emerged from the discussion was that their natural leadership style was to develop
the solution themselves and tell their team what to do. This approach conflicted
with the objectives of the project, as more of a collective facilitation process, where
the team described their concerns and then worked to collectively understand the
causes and thereafter develop appropriate countermeasures. If this process was
followed, the solutions may have been different to what the team leader had initially
imagined, but they would be owned by the team. In discussing this with the team
leaders they reflected on their own behaviours and asked the question, “Do I need to

change how I engage my team”? (refer to Appendix A).

Another behaviour that emerged through the development of MOS was the role
modelling and impact that a team leader has on their team. The nature of how MOS
was used by a team and therefore its’ effectiveness was influenced by the leadership
behaviours exhibited by the team leader. An example of this was observed in a team
meeting where the operational work was carrying on whilst the meeting take place.
It was observed throughout this meeting that team members coming and going from
the meeting when an operational requirement emerged. In fact, in many cases all of
the team would stop the meeting, once one person went off into the operational
environment. The meeting would then reconvene sometime later, and therefore it
wasn’t fluid and took a long time to complete. In some of the cases it was the team
leader who was demonstrating this behaviour and as a result everyone else in the
team picked up on this role modelling as it was deemed to be an acceptable
behaviour. After observing this behaviour and discussing it with the team leader, it
was only then that they realised the impact that this was having on the effectiveness

of their meetings.
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Emergent Theme 2 - Connection of Wider Pharmacy Team

Connection of wider pharmacy team - Post Focus Group Findings

Whilst earlier findings demonstrate that there has been progress made in levels of
connection within individual teams, the findings indicate that there is a gap in the
connection of the Pharmacy Leadership Team and the wider pharmacy team (“The
connection between the Pharmacy Leadership Team and wider teams hasn’t
changed, however within teams there has been a big improvement”; POST-1;
23/11/17). It also emerged that some teams felt that they were still not well
connected to other teams in the pharmacy department, particularly those that are
geographically separated from the main pharmacy location. For example, one
participant believed that “We are not well connected with the rest of the department
— only when relevant to us. Documents are sent around but usually focus on the mai

pharmacy department” (POST-3; 30/11/16).

Connection of wider pharmacy team - Interview Findings

When the Pharmacy Leadership Team members were asked what they would do
different in the future, there were two responses that suggested they would put a
greater focus on engaging their wider teams more throughout the development of
MOS (“I would have tried to hold a larger team MOS to engage the wider team -
Even if it failed and we had to do something differently”; INT3; 11/01/17).

Emergent Theme 3 - Team Dynamics and Collaboration

Team Dynamics and Collaboration - Interview Findings

The process to develop the MOS has impacted how the Pharmacy Leadership Team

working together. This feedback was mostly made evident through the interviews

n

conducted in the Post-phase. Many of the participants described the development of

a more collaborative working environment between the Pharmacy Leadership Team,

particularly when it came to their meetings (“There has been more of an effort to try

and support each other as well as constructively challenging each other”; INT2;

10/01/17). The interviews suggested that change was influenced by improved
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communication within the team (“The biggest impact is that it has improved
communication”; INT3; 11/01/17) and also the fact that they were focusing
collectively on shared issues and supporting one another, as opposed to issues that
were only relevant to their specific team (“It’s [MOS] helped reduced silo-ing

between the teams”; INT7; 17/01/17).

Another finding was related to professionalism within the Pharmacy Leadership
Team. There were multiple comments made throughout the interviews that related
the practices developed through MOS to improved professional behaviours (“It
[MOS] forces people to share in an appropriate way, where they may have not in the
past”; INT7; 17/01/17). The impact on this is a more supportive relationship
between team members and improvement in the overall team dynamic (“There is
more understanding and supporting behaviours between individuals and teams”;

INT1; 13/12/16).

5.6 Summary of the Key Findings in the Study

The study and associated analysis identified findings that were of particular interest
to the stated aim.

The key findings related to Relevance were:

e The differences in level of connection team members (participants) felt to the
pharmacy service and more-so which organisation group(s) they felt strongly
connected with.

e That the Lean Management System (MOS) improved the connectivity and
alignment of senior managers, but this did not necessarily translate into
connections and alignment between departmental teams.

e How having clarity of purpose within their team, as developed through daily
meetings and visual management, brought a greater sense of engagement and
willingness to contribute to change.

e How this clarity of purpose did not necessarily extend beyond departmental
groups to the wider service, and was more evident within senior level teams
in Pharmacy.

e That although the Lean Management System, and in particularly the 180 day

plans provided a vehicle to improve the visibility of the pharmacy strategy,
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there was a challenge for team leaders to communicate across the teams and
in some cases a reluctance to do so.

A continuing disconnect in understanding the strategy, between the PLT and
wider pharmacy team, even with new methods and tools introduced to

improve this connection.

The key findings related to Reactivity were:

The Lean Management System improved decision making within teams
through greater team involvement in understanding daily issues and being
involved in the development of solutions.

That through the Lean Management System, there was a greater emphasis on
action and this was owned by team members, where in the past actions were
generally owned by team leaders. Team members had autonomy and
accountability to take action.

Participants found that the speed of decision making improved with the Lean
Management System, in particular with the introduction of daily meetings.
That there was improved visibility and management of priorities as a result
of the visual management techniques in the Lean Management System.

That cross-team collaboration (both within Pharmacy and outside of
Pharmacy) was still a challenge even after introducing a Lean Management

System.

Other key findings that emerged from the study included:

Whilst the methods embraced with a Lean Management System had an
impact on performance, active leadership and personal accountability was
still required. The Lean Management System does not deliver the change —
people do.

A change in leadership behaviours observed within and across teams
including: more ownership of change, distribution (delegation) of
responsibilities and generally greater levels of empowerment amongst team

members.
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e Increased professionalism observed within the Pharmacy Leadership Team
(PLT) as demonstrated through how the PLT engaged with one another in

their management responsibilities.

5.7 Chapter Summary

This chapter has outlined the findings that have emerged from the Pre and Post-
phases of this study. The findings indicate that the introduction of the Management
Operating System into the pharmacy department has resulted in change to both the
main themes of Relevance and Reactivity. A summary of the findings is shown in

Figure 8.

In addition to specific findings related to Relevance and Reactivity, it emerged that
there were differences in how teams were engaging with the implementation of a
Management Operating System. The findings indicate that the Pharmacy Leadership
Team benefited from a greater alignment around strategy and improved
accountability and decision making. In the departmental teams, there were less
examples of improvement of alignment and in some cases people felt the same level
of disconnection to the wider Pharmacy team. The department teams did express
that there was improvement in decision making, ownership of action and shared

accountability as a result of the introduction of the Management Operating System.

Other key findings to emerge related to the connection between introducing the
Management Operating System and development of leadership behaviours. It was
found that the Management Operating System alone is not enough for sustainable

change, it needs to be coupled with effective leadership.

The following chapter will discuss these findings further in relation to the literature

in this field.
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Chapter 6 - Discussion

6.1 Chapter Introduction
This chapter discusses the implications of findings in relation to the study’s context
and supporting literature. It outlines the researcher’s reflections and the limitations

of the study.

The aim of this study was to explore how the introduction of a Lean Management
System impacts on the effectiveness of teams in a healthcare organisation. Of
particular interest was understanding the impact that a Lean Management System
has on managing and sustaining change through a focus on the main themes of

Relevance and Reactivity as defined in Table 1 in Chapter 4.

The findings related to the following key areas:
1. Connectivity and alignment of individuals and teams.
2. Clarity of team purpose, strategy and priorities and the impact on
engagement.
3. Distributed ownership of decision making, solution generation and
accountability for action.

4. Lean Management Systems and leadership behaviours.

6.2 Comparison of the Key Findings with Relevant Literature

Connectivity and Alignment of Individuals and Teams

The primary aim of a Lean Management System is to improve the alignment and
connection between teams and in doing so increase the Relevance of individuals and
the teams which they participate in. The findings from this study suggest that while
there has been improvement of connectivity and alignment of team members within
teams (for example as observed with the PLT), the development of this alignment
and connectivity across the pharmacy teams was significantly less. Furthermore, the
study shed light on the fact that many Pharmacy team members felt a stronger

connection and alignment to the clinical teams (i.e. hospital wards, outpatient
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departments) that they worked with outside of the pharmacy department. This
finding was observed in both the Pre-phase and Post-phase of the study indicating

the significance of this relationship.

The practice of identifying with one group (or team) more than another can be
explained by the theory of social constructs in organisations related to Identity
(Alvesson et al, 2002). What played out prior to and following the study period was
a clear example of staff members (particularly those with a clinical focus) feeling
more closely aligned with clinical functions and teams. The theory of Identity goes
some way to explaining why some clinical-based staff members may have been less
likely to engage in the purpose and strategy for Pharmacy. Staff members were
inclined to identify with the purpose and strategy of the clinical teams they work
with, which may be more tangibly related to delivering patient care. In the context
of organisational change within the pharmacy department, this can have a significant
impact as it can lead to certain individuals and groups forming views that ‘we are

different and therefore this change doesn’t apply to us’.

Differences in levels of connectivity of teams within the pharmacy department also
emerged. In particular, this existed between the Pharmacy Leadership Team (PLT)
and the wider pharmacy teams. Whilst the introduction of a Lean Management
System went some way to improve this, as seen in the use of the 180 day plans, the
Post-phase findings indicated a gap still existed between management and the wider

pharmacy teams.

One explanation for this gap, or misalignment, is PLT member’s lack of
understanding about their roles. Before the introduction of the Lean Management
System and the development of a common Pharmacy purpose, many of the PLT
members saw their role as representing the team they were responsible for, as
opposed to having shared responsibilities for the development of the broader
pharmacy department. The role was perceived to be one of representation and
‘batting for their team’. The impact of this was that it influenced behavioural
practices such as ‘power struggles’, ‘patch protection” and even people

disassociating themselves from other teams (Morgan et al., 2000).
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The introduction of the Lean Management System and the collective development of
a shared purpose for the pharmacy department had a significant impact on this
challenge. The PLT members took ownership in the development of the direction
and strategy for Pharmacy and they became one of the key connections to their
teams. The outcome of this was two-fold:

1) A more connected and aligned Pharmacy Leadership Team, and

2) A common thread and strategy that the PLT members could articulate to their

own teams and deploy into their team’s strategy.

The findings from the Post-phase of the study went further to demonstrate that the
first outcome was much more evident than the second. In fact, findings from the
broader Pharmacy teams were that in many cases they were aware of a common
strategy (180 day plan), however, it was clear that many participants did not
understand it. This can be explained by the finding that some of the PLT members
and Team Leaders found it difficult to deploy and share the Pharmacy strategy with
their teams. The implications of the lack of understanding of strategy was that teams
were disconnected with the common sense of purpose across pharmacy. While there
was an improvement in the connection between teams and the PLT observed, there
is still some way to go for the teams to have a strong sense of Relevance of what
they do in relation to the overall Pharmacy purpose. In this situation, individuals are
more likely to come to work to ‘do their job’ as opposed to have a broader
contribution to a more meaningful purpose. Lencioni (2007) elaborates further on
this sense of purpose by suggesting that having Relevance in what people do is a key

ingredient of happiness and motivation in the workplace.

Another explanation for the difference in connectivity between the Pharmacy Lead
Team and the wider pharmacy relates to the political situation that arises from the
perceptions and beliefs underpinned by the social constructs of political economy
(Harvey, 1982). The PLT or managers who hold a level of positional power are
looking to engage their wider teams in change, however at the social level many
team members in pharmacy may not want to engage in developing the change, even
if they are given the opportunity. The lack of engagement may be a result of team
members feeling that they are not recognised or rewarded for participating in the

change. As a result, the connection may not be strong initially, until such point that
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the wider team members feel that the value that they are contributing is recognised
(Harvey, 1982). Furthermore, there were situations where people who do not have
positional power, use other forms of power such as influence through their clinical
networks or even stubbornness to change. Pedler et al. (2010) explain this well in
that there are many forms of power that individuals can use to influence change. The
implications of the dynamics related to power within the pharmacy department could
contribute to the differing levels of engagement in change between the PLT
members and those in operationally focused roles. Harvey’s (1982) interpretation of
Marx’s theory of political economy describes this well, as the perceived difference

in value between managers and workers which can lead to disengagement.

The findings also suggest than an effective deployment of MOS did not just follow
the hierarchical structures of an organisation, it requires strong connections across
teams to be in place. In situations where there was only the (vertical) hierarchical
connections or ‘silos’, these were reliant on the managers and also the team leaders
to be the ‘glue’ that held it together. Where this fell on one person, it was limited, as
it depended on the character of that person their level of interest and influence as
previously shown by Gabriel and Schwartz (1999). Where there were strong
connections through other networks across teams, there was a great sense of
alignment of what teams were focusing on and this increased the Relevance of what

people were doing.

Fundamentally, people do want to make a difference in their workplace, however,
traditional organisational structures tend to limit people to the scope of what they
can practice, that is, they are ‘boxed-in’. Everyone is different (Gabriel et al., 1999;
Harvey, 1982); people have different drivers, different situations and different
motivations, therefore if they can be channelled back to a common purpose that is

relevant to them, people’s engagement and contribution will likely be much greater.

The implications of this extend to how a Lean Management System may be
deployed in the future. Mapping a management system to existing hierarchy may be
easier to deploy (due to existing structures), however it may not be as effective in
achieving a greater level of alignment that may happen through cross-team

networks.
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Developing a management system around the influencers across these cross-
functional (or social) networks has significant benefits in avoiding the need for
decision making to have to cascade up and down hierarchy, before action is taken.

This provides an interesting case for future research.

Clarity of Team Purpose and Strategy and the Impact on Engagement

The focus placed on defining and aligning purpose across the pharmacy department
and within each of the teams provided interesting findings. In particular, those
teams that spent time reflecting on what their team was there to do and how this
aligned with the pharmacy department and wider organisation, were able to take a
greater level of ownership in setting their team direction and day-to-day decision
making. A subsequent outcome of clarifying purpose was the anecdotal evidence of
a greater level of engagement of team members, for example, one participant

described how “MOS provides a natural forum to engage others” (INT-5, 16.01.17).

Lencioni (2007) and Marquet (2012) both describe importance of alignment and
how it relates to improved engagement through greater clarity of purpose. Increased
engagement can be explained in part by Maquet’s (2012) argument that teams can
have greater control of their decision making and destiny when they have ‘clarity’
and ‘competence’. When teams are not in control of their destiny and are told what
to do and how to do it, the sense of autonomy disappears and engagement drops

(Marquet, 2012).

The findings also described how teams, such as the clinical pharmacy team, came
together more through the introduction of a Lean Management System. Through
defining their purpose, the team had a common sense of who they were and why
they were here and there was a greater level of Relevance in the work they did as a
team. Sinek (2009) describes this as ‘the Power of Why’ and argues that starting
with ‘why’ as opposed to ‘how’ or ‘what’ engages people with the true purpose and
value that is created. The sense of purpose contributes toward improving job

satisfaction of the members of the team and as a result a more engaged workforce.
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Lencioni (2007) supports this finding by arguing that having a lack of alignment to

purpose (Relevance), is one of the three signs of a miserable job.

The findings indicated that the level of Relevance was not consistent across all

teams and there were some team members who still did not understand the direction
of the wider pharmacy department. The reasons for this have, in part, been outlined
earlier in this chapter in discussion around connection (or lack of) between teams.

In particular, this difference was seen between the level of Relevance observed in
the Pharmacy Leadership Team (PLT) and other Pharmacy teams. Whilst the PLT
had been involved in developing and reviewing their strategy (A3’s) and the 180 day
plan; the strategy was not consistently cascaded down to staff at all levels nor
communicated across the Pharmacy teams. As a result, many teams are not aware of

the projects that support the overall strategy in Pharmacy.

The inconsistency in Relevance highlights the importance of systems and structures
for deploying and communicating change that are required to increase connection
with wider teams. The team leaders who were more effective in deploying strategy
demonstrated more was required than just applying the systems and tools. In most
cases came back to the behaviour set related to confidence, passion and enthusiasm
to bring others along. Ladkin (2010) describes these traits as components of
‘effective leadership’. The implication of this connection is that deploying and
sustaining change through a Lean Management System is not enough by itself, it
must be coupled with building and developing the leadership capabilities of those

who work within the system.

Distributed Ownership of Decision Making, Solution Generation and
Accountability for Action

Several key findings were related to changes observed in how people and teams took
action on a day-to-day basis. The observed impacts of this behaviour were:

e Decisions were made much faster.

e There was much greater involvement in team members in making decisions.

e The actions were more likely to address the root cause, as opposed to the

resultant effect.
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e There was a greater level of follow through on actions by teams.

The general observation that underpinned these findings related to the change seen
in ownership of decision making. Before the introduction of the Lean Management
System, decisions were largely made by senior managers, however with the Lean
Management Systems in place, decision making was being distributed beyond senior
management and team leaders to a much wider group of people in the pharmacy

department.

A number of work practices and tools introduced enabled this change. The primary
method was the introduction of short ‘daily’' meetings in the operational and clinical
areas of Pharmacy. This practice brought teams together on a regular basis to focus
on what the team saw as the primary concerns and focuses. This approach
encouraged wider participation in managing the team and introduced daily
accountability cycles (Mann, 2005). To extend the ownership of decision making
further, the ‘Concern, Cause, Countermeasure’ (CCC) framework was applied
consistently across all the teams. The resultant outcome of using this framework
every day, was that staff became well practiced in raising and describing the issues
and risks that were identified, then considering the cause(s) underpinning these. The
team members then took ownership of the actions (countermeasures) that came from
the discussion with an agreed date for feedback to the team. These findings are
consistent with the literature in this field related to distributed decision making using
a problem-solving approach around CCC (Mann, 2010; Marksberry, et al., 2010).
The result of the combination of these two factors (daily meetings and Concern,
Cause, Countermeasure), was greater involvement and ownership of decision

making across the teams and also shared responsibility for taking action.

The findings indicated that the impact of shared responsibility and regular decision-
making forums was more a proactive environment, largely driven by teams not

having to wait for monthly team meetings to discuss concerns or have action taken.

1
The term daily meetings is used to describe the meeting format, however not every team met daily, some were meeting
every second day, or on a weekly basis.
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The other impact of shared responsibility was that the change made as a result of
actions was more sustainable as it was owned by the team. An example of shared
responsibility was seen in the supply and distribution team where the team
suggested, owned and implemented a change related to the layout of their work area.
Had this been imposed by senior management, the sustainability of this work space
change may have been less effective. Kotter (2007), in his ‘Eight Steps for Change’
argues that building a ‘volunteer army’ and therefore creating shared accountability

is critical is achieving sustained change.

An important consideration to developing shared responsibility and distributed
decision-making, is whether the team have the right support and competencies to be
able to own their change. As discussed earlier, Marquet (2012) argues that to release
control, you need both clarity and competency. The area of clarity was discussed
earlier in relation to aligned purpose, however having competency in your teams is
also critical. Without the work methods, practices and tools to solve problems and
take action, teams may be left to flounder if they are given control for problem
solving. The lack of problem-solving competency was observed in situations
throughout the study in situations where teams would superficially discuss problems
and not address them, and as a result, issues reoccurred (refer to Researcher Journal

in Appendix A).

The implication of the need to have problem-solving competency, is that alongside
the right management system for effective decision-making forums, there needs to
be supporting work-practices for change, improvement and critical thinking
embedded within teams (Mann, 2010). Competencies may come through
experience, however in many situations coaching and training of these skills is

required.

A third factor that improved decision making and pro-activity, was visual
management through the ‘Issues and Risks’ boards that the teams used. These
boards (whilst very simple) outlined the key focuses of the team and used the
‘Concern, Cause, Countermeasure’ framework to visually describe the issue the
team was focusing on, the action that was taken and who was responsible for the

action. The act of displaying issues and risks visually had two key impacts:
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1. The daily accountability process was visible for everyone to see, both those
in the team, and also those from other teams. As a result, this improved
communication across the department and encouraged sharing of ideas and
alignment of work. Also, team members who couldn’t make their daily
meeting could see what they had missed and stay connected.

2. By visually displaying people’s names next to actions with dates for the
actions to be completed, there was a greater accountability by team members
to take the actions they were responsible for. People knew that they would be
having to provide an update on the action at a certain date, and if they didn’t
take the action, it would be visually indicated. This was a big motivation for

many people to ensure that the action was taken.

The findings are consistent with literature related to these two areas of interest:
Daily Accountability (Mann, 2010; Lancaster, 2017) and visual controls (Mann,
2010; Liker et al., 2006; Barnas et al., 2014). Another observation that was not
explained in the literature relates to the personalisation of the daily accountability
process, and visual controls. In order to be effective and sustainable, the teams had
to own how these practices worked for them and not have that proscribed upon
them. For example, in some situations where team leaders simply copied another
team’s visual controls the results were less effective, as their team didn’t own them.
The more successful situations were where the overall principles that the team were
trying to achieve were outlined and then the team designed how it worked toward
them. This extended to how the meetings ran, what measures team members
selected and the roles they played in their respective teams. There was a perception

that this shared ownership improved the effectiveness of the system.

The implications of shared ownership are very important in that for a Lean
Management System to be successful and value-adding, it must be developed and
owned by the team that is using it. A ‘paint-by-numbers’ approach is not effective
and observations of an organisation which adopted this approach indicated that the
practices drift away over time (Winstone, 2012). To build an environment of long
lasting change that sticks, a Lean Management System must be tailored to individual
teams, but should be underpinned by common principles which are the tread that

aligns it across the organisation.

83



Lean Management Systems and Leadership Behaviours

The connection between a Lean Management System and leadership practices and
resulting behaviours came through very strongly in the findings. Whilst a study of
leadership practices was not the primary focus of the research, given the strong
themes that were discussed by Lancaster (2017), Mann (2010), Liker et al. (2006)
via the literature review on Lean Management Systemes, it is not surprising that this

relationship has emerged as one of importance.

Much of the literature describes the development of leadership practices as a
foundation that underpins Lean Management Systems (Lancaster, 2017; Mann,
2010; Liker et al., 2006). However, one finding that has not been explored in detail
in the literature, is the process of introducing a Lean Management System and how it
provides real opportunities for leaders to reflect and develop their leadership
practices. This finding was observed throughout the study and referred to in the
Post-phase data collection. The researcher had multiple conversations with team
leaders who were reflecting on how they interacted with their staff groups and how
they could change this through embracing the elements of a Lean Management
System (refer to Researcher’s Journal in Appendix A). The observation that team
leaders were reflecting on their actions demonstrated that rather than having to have
experienced leaders in place before implementing a Lean Management System, an
organisation can develop their leaders through involving them in the development of

a change in working, such a Lean Management System.

Petrie (2015) argues that there are three conditions necessary to extend peoples’
leadership practices (Figure 9). In Petrie’s (2015) model for ‘Vertical Leadership
Development’ he describes one of these conditions a ‘Heat Experiences’. In the
situation of the pharmacy team introducing a Lean Management System the leaders
were often being provided ‘Heat Experiences’ where they were having to extend

beyond their day-to-day comfort zone.
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2. Colliding Perspectives
(The Who)

The Vertical
Sweet Spot
1. Heat Experiences 3. Elevated Sensemaking
(The What) (The How)

Figure 9: Three primary conditions of Vertical Leadership Development (Petrie, 2015)

One important challenge that emerged in this study, was that the strategy was not
being cascaded to the wider teams in an effective manner. Comments such as “it’s
all well and good to have a strategy on an A3 plan, but if this is not articulated to the
wider team, it is not very impactful” (POST-3; 30/11/16) demonstrated the
disconnect that still exists between teams and the PLT. Mann (2010) argues that
Leader Standard Work is the ‘engine’ that drives a Lean Management System and
therefore developing leadership practices of team leaders is a key ingredient in a
Lean Management System (Figure 10). The findings indicate that in many cases in
the pharmacy department, Leader Standard Work was not developed in team leaders.
Lancaster (2017) further argues that Leader Standard Work needs to be a daily
routine at all levels and can be demonstrated through ‘Gemba Walks’, where team

leaders and managers walk around daily and engage with their teams.

The findings shed light on the fact that many of the managers, in particular the PLT
members, found they did not have or did not prioritise the time to regularly
communicate the strategy to their teams. The lack of priority placed on this could be

explained by the fact that this was not a part of their daily standard work. Therefore,
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developing standard work for leaders, in combination with developing leadership
behaviours, is critical to embed a Lean Management System. Having both a focused
effort on supporting the development of leadership behaviours along with the leader
standard work to support leaders to ‘work on’ their management system on a daily

basis is required to deliver relevant sustained change.

Engine: Accelerator and Steering Wheel:
Leader Standard Work Daily accountability process

O-0

Transmission: Visual Controls

Fuel:
Discipline

Figure 10: Making lean management go (adapted from Mann, 2010)

Another important finding related to leadership through Lean Management Systems
was that there were members of the Pharmacy team who took the opportunity to
‘step-up’ and take on a greater responsibility. This was expressed through the Post-
phase data collection and observed during the introduction of the Lean Management
System in multiple areas. Examples of this were team members volunteering to lead
their team meetings; take part in problem solving and coaching other staff members.
Literature supports this finding in that a Lean Management System encourages
senior managers to set direction and provide support; whereas the broader team
determines how to manage and improve their daily activities and feed information
up to senior managers (Lancaster, 2017; Liker et al., 2008; Ohno, 1978). The
outcome of this is that the team are more engaged in owning change, and this was
the case in the introduction of the Lean Management System in the pharmacy

department under study.

Throughout the study period, the researcher observed that there were different levels
of engagement and enthusiasm by team leaders in introducing the Lean Management

System to their respective teams. One observation was that those team leaders who
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were more proactive and passionate about introducing the change, had a different
mindset and reason to those who were more reluctant, but did it anyway. The
differing levels of proactivity can be explained to some degree by the type of
leadership these people demonstrated. Ladkin (2010) argues that there are different
styles of leadership and those with the passion and energy to do something different
and bring their team with them could be described as having a Followership
Leadership style. Ladkin (2010) further describes people with a Distributed
Leadership style as those who are asked to take responsibility to lead a change. The
team leaders who ‘went along with’ the introduction of the Lean Management
System to their teams, because they were asked to, demonstrated a Distributed
Leadership style. Whilst it was not investigated as a part of the study, there may be
a difference in the traction gained with the introduction of the Lean Management
System between leaders with a Followership style versus a Distributed style (Ladkin,

2010). This may be an area to explore further in future research.

6.3 Researcher Reflections

The methodology for this research, Participatory Action Research (PAR) has
provided a valuable opportunity for the researcher to observe and interact with
participants in the study. An outcome of this is the opportunity to reflect not only on
the findings of the research, but the research process itself, and the experience the

researcher was exposed to through conducting this research.

The research experience, in addition to the practical experience the researcher has in
the field of the change being studied, provided a strong basis for critical thinking and
deep reflection. For this purpose of this section as the researcher and author, I will

write in first person.

Qualitative Methodology in a Quantitative Environment

My first reflections are related to the use of PAR as a methodological approach,
particularly related to concerns raised by study participants and other members of
the organisations about the validity of this choice of methodology. The concerns
raised can be explained by the current methodologies selected for the majority of

research at Auckland DHB, which as a result of history and the industry, is very
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accustomed to quantitative research methodologies such as Randomised Controlled
Trials. In contrast, PAR is by nature a very explorative method of research. The
implications of this miss-alignment in methodologies arose at the outset of the study,
where it took a lot of convincing of people within the organisation, including the
internal research department, that the methodology I proposed was even valid. I did
this through sharing relevant information and papers, as well as writing a clear
research proposal. In this process, I felt some level of pressure to include a
quantitative aspect to the methodology I chose, and therefore my research proposal
and initial plan for the study included quantitative measurement of specific outcome
variables to determine if there was a statistical change. As the research progressed
and the study evolved it was clear that this decision was like ‘fitting a square peg in
a round hole’ and the quantitative focus of the study did not provide much value and
in fact distracted from the primary focus of the study in understanding the emergent

themes related to the change initiative.

In addition to this, the proposed quantitative measurement was immature because the
data of interest was only in early stages of collection and was influenced by several
factors. The implementation of a Lean Management System was only one of these
factors. As a result, and through the advice of the research steering group, the

quantitative aspect of the study was removed from the research.

Another learning from this research is that the process of conducting research itself
is a very good way to engage health professionals in change. There was significant
interest in the study from health professionals and as a result they were very keen to
be involved in both the (Pre and Post) studies as well as the change involved in
developing and implementing the MOS in the pharmacy department. This has
implications for how people may engage health professionals in change and

incorporating the change with well-structured research may be one such method.

Having conducted this research, there was significant learning for myself as the
researcher, but also the health professionals that I worked with who experienced
another method of research that was in most cases foreign to them. I hope that this
research will be the start of more qualitative and exploratory research in New

Zealand hospitals.
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Researchers’ Influence on Outcomes

The study posed a risk as I was the researcher as well as the facilitator of change, so
I could influence the outcomes, or interpret the outcomes with bias (Nickerson,
1998). Prior to the study I was working in the health sector, focused on improving
organisational processes and systems and through this experience I had developed a
number of theories based on the outcomes of my (and other people’s) practice.
These outcomes and experiences were often written and shared through informal
means such as presentations, white papers and practice posters, however, they were
not necessarily underpinned by a structured approach to research. Often the
supporting evidence base was missing and the conclusions were based on the

outcomes achieved and ‘top-line’ feedback of those involved in the change.

A challenge I faced when sharing this information was that I was often challenged
by people with an academic inclination to provide the research base that supported
my findings and outcomes. Due to the nature of the work that was conducted and the
specific nature of change in this situation, there often was no direct evidence
available. This lack of evidence was one of the main motivations that led me to
conduct this study and therefore share the learnings that I found through the process
in formalised way. My goal is for others to learn from my experience both in
conducting this type of research, as well as the findings, discussion and conclusions
drawn. With the afore-mentioned in mind, it was critical that [ mitigated
confirmation bias throughout this process and I have done that by drawing on
literature (Nickerson, 1998); the establishment of a research steering group,
supervisory and peer review, in addition to a well-constructed research design with

robust data collection and analytic processes in place.

6.4 Limitations of the Study
The nature of the research and environment that the study was conducted in
provided some challenges to the study. These included:

e Access to appropriate data for analysis.

e Time-frames required to progress change.

e Availability of key stakeholders during the study process.
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e Conflicting priorities for both the researcher and the research participants.

e (Changes across the organisation that impacted the study environment.

Whilst many of these challenges were overcome through effective management of
the research process and engagement with the various stakeholders, there were some

that created limitations to the study.

Timeframe of Study to Gather Data

The timeframe of the study phase was one year, from the beginning of the ‘Pre-
phase’ data collection, to the completion of the ‘Post-phase’ data collection. In
between these phases was the ‘During phase’ in which the Lean Management
System was implemented within the pharmacy department which lasted

approximately nine months.

In reflection, this period was too short to gather reliable quantitative data (related to
medication reconciliations) to be used in the ‘Post-phase’ analysis. As referred to
previously, the internal data-collection methods were immature at the
commencement of the study but were more robust by study completion. As a result,
the quantitative data was not used in the analysis and development of the findings.
While it was agreed that quantitative data was not the primary focus for the research
(as described in researcher reflections), it would have been interesting to see if there

were any correlated changes observed, and this is the basis for future research.

Furthermore, the level of established change achieved within the nine-month process
was variable across the areas of pharmacy. Similar cases where change management
was implemented in Auckland DHB indicated that it can take up to three years until
the change associated with implementing a Lean Management System is fully
embedded within a service (Winstone, 2015). The impact of this lack of embedded
change was variation in the uptake of the different components of the Lean
Management System and therefore this produced some limitations to the depth of
‘Post-phase’ data collected. A recommendation would be to conduct further study

groups, three years after the commencement of the Lean Management System to
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determine if there are subsequent differences observed after a longer time to evaluate

whether the change has been embedded as part of the pharmacy culture.

Changing Priorities within the Study Organisation

Change is constant and with this the focus in organisations change over time (Kotter,
2007). During the period that this research was conducted, Auckland DHB
continued to evolve and as a result the strategic priorities changed in the
organisation. One area where this was evident was in relation to the continuing
focus to develop its Management Operating System (MOS) and therefore the
allocation of resource to achieve this. There was a perception by a number of
influential senior leaders that ‘we have done MOS’ and what was meant by this was
that the tangible artefacts of MOS had been established in most areas across the
organisation (for example issues and risks boards up on walls). As a result of this
view, and continual competition for resource to support change, a decision was made
to reduce the resource to assist teams in developing their Management Operating

System.

The impact this had was significant in many areas, as while there was some level of
tangible elements of MOS in practice, the framework was not embedded within the
services and teams and it was reliant on key people and the support of resources for
change in-order to keep the MOS functioning. An assessment was carried out
(independently to this study) which indicated that less than half of teams across
Auckland DHB had embedded MOS to the level where it was self-sustaining
(Winstone, 2016). This meant that half of the teams either had not commenced the

development of their MOS, or their MOS was at risk of deteriorating.

The outcome of this assessment and the changing priorities were that support
resourcing to the development of MOS was reduced, but not removed all together.
The implications of this change to the research was that the time available internally
for the lead-researcher to focus on MOS was less than previously planned. This
provided limitations as to the level of coaching support for the teams in Pharmacy,
as MOS was being developed in the During stage of the study. As a result, this
likely impacted on the scale of the change achieved during the study period.
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6.5 Chapter Summary

This chapter has drawn on the key findings and related these findings to literature

where it exists. In particular, these include:

The level of connection to an overall purpose contributed to the level of
engagement and involvement of change.

Mapping a management system to cross-team (or social) networks may
provide a greater level of alignment and engagement, although this can be
more challenging to achieve than mapping the management system to an
existing hierarchical structure.

Tools and methods alone for a Lean Management System are not enough for
it to be effective and sustainable. It requires leadership behaviours that
enable the tools and methods to be effective and integrated across teams.
Furthermore, an effective Lean Management System requires people to have
work-practices for change, improvement and critical thinking.

A Lean Management System is less likely to be sustained if it is imposed on
a team or copied directly from another team (i.e. ‘paint by numbers’). It
needs to be owned and developed by the team to meet their specific situation.
Leaders need to be supported to build practice to focus on managing and
maintaining their Lean Management System alongside their operational
responsibility. Developing this practice as standard work is essential to
ensure that leaders place the necessary focus where it is required on a daily

basis.

A key part of this study has been reflexivity of both the change initiative per se and

the findings as well as reflection over the research process itself. To aid others in

replicating research such as this, reflections from the researcher have been shared in

addition to challenges and limitations that occurred during this participatory action

research. It is the researcher’s aim that others can learn from these reflections and

contribute towards the design of future research.
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Chapter 7 - Conclusions and Implications

7.1 Chapter Summary

The final chapter in this thesis serves several purposes. The first purpose is to
summarise the thesis findings and its contributions to the literature, change management
and health sectors. Second, this chapter reflects on lessons learned from conducting this
research and provides recommendations to change practitioners and organisations who
are looking to develop Lean Management Systems. Finally, the chapter outlines

implications of findings for policy and practice and recommends future research in this

field.

7.2 Conclusions

The primary objective of this research was to engage with a team who were
implementing a Lean Management System, to explore and aim to answer the
question:

‘How does the introduction of a Lean Management System affect managing and

sustaining change in a healthcare environment’?

It has been demonstrated through this research that a Lean Management System has
positive effects on managing and sustaining change in a healthcare environment,
however a Lean Management System alone is not enough for long lasting, sustained
change. In addition to the framework and principles provided by a Lean
Management System, a team requires effective leadership that can lead through the
Lean Management System on a daily basis, in addition to a team who have
developed work practices (such as problem-solving skills) that enable them to act on

change.

The findings through this study related to two main themes, Relevance and
Reactivity. These concepts were adopted as they align with the two primary focuses
of Lean Management systems: Deploying and aligning strategy and purpose; and

the operational decision making and daily improvement.
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Relevance

For the purposes of this study, Relevance has been defined as the degree to which
staff feel that what they do is relevant to the department or organisation. The
findings indicated that there were improvements in the factors associated with
Relevance such as: the connectivity and alignment of senior managers, and
improvement of clarity of purpose within teams. There were limitations to the
extent that a Lean Management System improved Relevance across teams, in
particular outside of the Pharmacy Leadership Team. It emerged that whilst leaders
across the Pharmacy service had the tools and methods for deploying strategy, they
were not taking the action, or developing the standard work, to discuss this with their

teams on a regular basis and develop the level of Relevance with team members.

The literature went some way to explaining this issue in that standard work for
leaders is required as the ‘engine’ to drive a Lean Management System (Lancaster,
2017, Mann 2005). Furthermore, it was discussed that some of the leaders who were
responsible for deploying and communicating strategy with their teams did not
exhibit the leadership behaviours required to be effective at this. Some leaders

lacked confidence in communicating strategy, or didn’t see it as a priority.

In summary, a Lean Management System goes some way to improving Relevance in
the pharmacy department under study, however to have the greatest impact it needs
to be coupled with standard work, that ensures strategy deployment is a routine
activity, and the effective behavioural competencies of the leaders who are

responsible for this activity.

Reactivity

For the purposes of this study Reactivity has been defined as the degree to which
staff and teams are prepared for emergent issues and risks that often invoke
corrective action, post an event. The findings indicate that the introduction of the
Lean Management System improved decision making within Pharmacy teams
through greater team involvement and that there was a greater emphasis on action
through ownership of decisions by team members. Also, the speed of decision

making and management of priorities improved with the Lean Management System.
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All of these factors in combination led to a reduction in Reactivity within the
pharmacy department as teams were taking ownership of issues and taking action

much sooner.

The improvement in decision making also enabled team members to feel more
involved in their teams, however it was found that cross-team collaboration was sub-
optimal and remains a challenge despite implementing a Lean Management System.
The level of collaboration impacts how future Lean Management Systems might be
deployed in this case. Mapping a management system to cross-function (or social)
networks as opposed to an existing hierarchical structure may be more effective to

build on these connections and this is an area recommended for future research.

Strong Links to Leadership

Through this study there were a number of emergent findings that were outside of
the main themes (Relevance and Reactivity). One theme that came through very
strongly was the alignment to leadership development that emerged through the
introduction of the Lean Management System. Primarily this was seen through those
people responsible for leading change and managing people. These people found
they were reflecting on their leadership style and in many cases changing how they
lead and engaged their teams. Examples of these changes included a greater
ownership of the change process, distribution of responsibilities and increased

professionalism.

The implication of showing the importance of leadership is that not only can the
introduction of a Lean Management System benefit in improving the management
and sustainability of change in this hospital pharmacy, it can also offer an experience
and framework in which leaders develop their behaviours and are challenged to
think and act in different ways. The impact of this is likely to be two-fold:

improvements in team performance and also improved leadership capabilities.

95



7.3 Personal learning through this Research

This study has demonstrated that a Lean Management System in combination with
enabling work-practices and effective leadership behaviours can have a positive
effect on the management and sustainability of change in a New Zealand hospital
pharmacy. In addition to this core objective, the study shed light on a number of key
learnings for conducting research and for driving change initiatives in this field.

e The introduction of a Lean Management System must be tailored and owned
by the people who will be using it every day. It will be less effective if it is
imposed on people or copied directly from another team.

e Engaging people, in particular health professionals, in change can be
challenging. Involving these people through conducting research is a very
effective way to build interest and engage them in the change.

e Researchers should not select the research method based on the environment
(and pre-dominant epistemology) that exists in an organisation. The method
needs to be appropriate for the research goals and the nature of the subject of
research (e.g. social change vs scientific method). Conducting research with
a method that is unfamiliar to many people in the organisation is challenging,
however it creates an opportunity for people to broaden their thinking and
learn about different research methods.

e [faresearcher or change agent is challenged by people who want
demonstration of the evidence behind change which is not available, then
conducting research alongside the change initiative is an effective way to

achieve this.

7.4 Implications for Policy and Practice

This research has shed light on a number of findings that may be used to shape how
Lean Management Systems are introduced and integrated into healthcare
organisations. Many of these findings have been discussed in detail earlier in this
thesis, however below is a list of specific implications for policy and practice that
organisations, who are considering the development and implementation of a Lean
Management System, may want to consider.

e A Lean Management System can be successfully introduced in healthcare

organisations, and in this case a hospital pharmacy department, and the Lean
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Management System can contribute towards the improvement in the
sustainability of change.

It is important that focus is placed on connecting a Lean Management System
across teams as well as mapping to the existing hierarchy of an organisation.
Lean Management Systems must be owned by each team who is adopting them.
A set of common principles and core features are required to align and guide the
deployment, but a ‘paint by numbers’ approach is unlikely to be sustained.
Significant effort is required to support leaders to develop ‘Leader Standard
Work’ in order to consistently deploy and execute strategy through their teams.
Lean Management Systems are not something that can be implemented in a
matter of months and then left to work. They need maintenance and attention
like any other aspect of an organisation, in order to continue to evolve and
develop.

Conducting research can be a very good catalyst to engage staff in change.
Participatory action research is an effective method upon which to build a body
of evidence related to the field of organisational change, whilst delivering

results.

Implications and Opportunities for Future Research

Throughout this research there have been many questions raised and opportunities to

explore beyond the scope of the study. These opportunities for future research have

been outlined throughout the thesis and are drawn together in a summary as follows:

Organisational network analysis (ONA) has been an emerging field of research
(McDowell, Horn & Witkowski, 2017). There is an opportunity to use ONA to
consider the implications of mapping a management system to a cross-
functional (or social) network as opposed to an existing hierarchical structure.
Future research may look to explore the effectiveness of management systems
designed around cross-functional networks and compare this to management
systems aligned to hierarchical networks.

The relationship between the development of Lean Management Systems and
leadership evolved as a key finding and point of discussion. Further research

into understanding any differences in the traction gained with the introduction
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of the Lean Management System between leaders with different leadership
styles will be valuable, such as a Followership style versus a Distributed style.
Research could be conducted to explore the relationships between aligned
development methodologies such as Improvement Science, Leadership
development and Lean Management Systems. Considering how these
disciplines and methodologies interact, and depend upon each other, would
provide valuable insight for change practitioners and organisations.

The field of Organisational Identity emerged through the findings in relation to
which part of the organisation different members the pharmacy team identified
with (Alvesson et al., 2002). Considering the impact of this in the context of an

effective Lean Management System is an area for future research.

In addition to future research, there are also implications that emerged for extending

or repeating this research in the future.

The study could be expanded to other hospital departments in New Zealand to
understand if there are differences observed in sub-cultures across the
organisation and across geographic regions.

The method of data collection could be reconsidered as the focus groups have
limitations, particularly related to some people not contributing. Individual
interviews with study participants across all of the pharmacy departments would
be suggested in addition to the focus groups.

Another consideration for extending this research would be through conducting
a longitudinal study over four years to see the long-term impact of
implementation of the Lean Management System on change. This could be
undertaken by producing three-monthly reports based on pre-defined markers

for measuring impact on change.
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7.5 Final Words

The aim of this research was to address a gap in the literature and the researcher’s
personal experience and to go some way to explaining the impact a Lean
Management System has on the sustainability of change in a healthcare organisation.
It is hoped that through addressing this gap and answering the research question, this
research can be used to guide change practitioners and future researchers in how

they conduct change initiatives in the future.

In this ever-changing world, we must continue to evolve and evaluate how
organisations, teams and people engage and interact in change. This research
contributes to the change management body of knowledge through sharing both

experiential and observational learning.
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Appendices

Appendix A: Researcher Journal Notes

NB: names and team descriptions have been removed from these journal notes.

November 2015

Date

Activity

Notes — Observations

3/11/2015

Briefing of
the
pharmacy
lead team —
MOS
Overview

The team seemed very engaged in this workshop. I had previously built a relationship
with the Pharmacy lead team (PLT) members through the work to develop and shape their
strategy in late 2014-early 2015. This provided a very good base to start from with the
team.

The session involved a Go-see to a number of areas in the DHB that have MOS underway.
This was very beneficial as it was other clinical leaders sharing their view and experience
of MOS with the PLT.

The PLT asked questions and considered how this would fit into their own service.

Many of the PLT had seen examples of MOS in other services, but some hadn’t (e.g. retail
pharmacy) so the concept was quite new.

In a debrief of the go-see the team started to consider how they might like to engage their
wider service with MOS development. There was agreement that it needed to be led by
PLT, but also have a ‘bottom-up’ approach from the team.

Also as the PLT had already focused on developing their strategic priorities, and were
keen to progress with these, the team decided to start with the Strategy Deployment focus
first, as opposed to getting the Business as Usual meetings going (which other services had
start with).

In this initial engagement, there was a sense of enthusiasm from all of the PLT and it was
encouraging to have a very engaged group who saw benefit in owning this.

The team was also excited to be a part of the research of developing a MOS in their service
and thought this was something that would resonate well with many of their teams.

The PLT also considered some of the risks with MOS development and the main one was
that the department was still going through the development of their new team structure
and this process may be unsettling for some people. This could make people unsure as to
how a MOS can support them when their structure is not grounded.

At the end of the workshop I asked the PLT members to feedback what they were thinking
about MOS development. I asked three questions: Why do we need to develop our MOS?
How will we do this? What are our next steps?

WHY - Clear the fog; Staff know their contribution; Staff feel valued; Not reliant on key
people; becomes part of the language / the culture; Be leaders and not just managers;
Clarity; Focus; Shared ownership; All on the same page.

HOW: Together; Understand how we add value; and how to measure it; Articulate where
we want to go to; Share it; Track progress; Build on the good things we do; Consistency;
Not static — changing and evolving; Needs to be the way we work; Make it work for you.
WHAT (next steps): Make connections with other teams via MOS; Find the ‘pharmacy
way’; Build it up over time; Continue to progress strategy work first; Informed by
Directorate strategy; Complete review of targets; Ensure we engage the team quickly;
Develop team level MOS for 1-2 teams.

This was a great set of foundations to start working from and guide the process.

5/11/2015

Met with
ADHB
Research
Team

This was a meeting with person I and person 2 from the ADHB research team.

Person I was very interested in the research, however admitted was not sure how to
support it from the ADHB research office as most of their focus is on Clinical Research.
Person I was happy that we work through the Massey University Human Ethics
Committee and I would be able to apply to have the research project lodged with the
research office.

6/11/2015

Contacted
ADHB
Maori
Health
Leader and
Maori
Research
Committee

Following this meeting I contacted person 3 about whether there needed to be Maori
representation on the project and they referred me back to person 2 to advise on this.
Given that it was not a project focus on patients, and community of different demographic
groups, this was not a major focus, however it was agreed to understand the demographics
of the pharmacy team of which two staff members identify themselves as Maori.

6-
10/11/2015

Ethics
application
process

I completed the ethics application with significant input from my supervisors.

It was a very good exercise to go through, not only to meet the requirements of the Ethics
committee, but also to plan the study and get prepared. The questions forced me to
consider things such as considering whether there were any vulnerable staff groups who
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may be impacted by this research and change and it enabled me to put in place
mechanisms to manage any risk.

The formation of a steering group for the research was a very good outcome who will be
able to provide guidance for the study and consider any potential ethical concerns.

10/11/2015 Ethics
application
submitted
10/11/2015 Additional
Document
sent
December 2015
Date | Activity Notes
1/12/15 Ethics Following the feedback from the Ethics Committee, the ethics application was updated and
application re- | resubmitted. The key change related to the nature of the study going from a participatory
submitted action research (Pre/During/Post) to an evaluation of Pre vs Post. This was due to the fact
that the change in the ‘during’ phase will involve all the of the Pharmacy staff regardless of
whether they consent to the other parts of research. This is because this change is being led
by the organisation, as opposed to being something that is being done for the study.
8/12/15 Workshop 1 The first workshop went very well. Whilst we didn’t get through all of the items on the
with agenda, we were able to cover the key points and focus on the priorities the PLT had. This
Pharmacy involved developing outlines for the A3 plans for each of the priority areas. The team
Lead Team engaged well in this and naturally fell into groups that they felt comfortable with.
(PLT) - It was interesting discussing the wider directorate and organisational priorities with the
Development team, as many of them did not necessarily have an understanding of it.
of A3 plans The dynamics in the group
16/12/15 Steering First Steering group meeting
Group - Setting the Terms of reference
meeting - Discussion around ethics
- Discussed who would be good to have on steering group from the wider
Pharmacy Team
Meeting with Brief introduction of the management operating system to the Senior Management Team
Pharmacy (SMT). This was a wider group that had representation from all areas of pharmacy.
Senior The group was generally, quite interested, but it was the first discussion with some of the
Management team on MOS.
Team
January 2016
Date | Activity | Notes
12/1/16 Meeting with
Chief
Pharmacist
regarding
Focus Groups
20/1/16 Focus Group There was good attendance — However there was no representation from pharmacy techs.
1 Group was initially quiet, but then started to open up.
The first question people went off track. They tended to describe their role (what they do) in
relation to the wider organisation, as opposed to describing if they felt a sense of alignment.
Managed to get back on track and the group came up with some useful insights
Using post-it notes was a very good way of getting people to have their say. This then
allowed them to speak up.
Grouping into themes was useful and then allowed people to add to it.
21/1/16 Focus Group Again, with the second focus group there was good attendance.
2 By reframing the first question, the group was able to focus more on describing how they felt
aligned to what the department and organisation was achieving.
The interactions were great and everyone contributed. There was a lot of positive discussion
in the group and things that work well today.
Similar to the first focus group, there was a view that some of the Clinical Facing teams felt
more connected and aligned with the Clinical Services they worked with as opposed to the
pharmacy department.
February 2016
Date | Activity Notes
3/2/16 Steering Group | Person 4 Joined up for the steering group
meeting Good engagement and clear on their role.
4/2/16 Board member | A board member visited to get a better understanding of MOS. The board member was
visit very interested and supportive of what they saw and this was reflected back to a senior
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leader who was present. This was positive as it would go a long way to increase their
enthusiasm for MOS if it is seen as a good thing from the board.

9/2/16 Workshop 2 This workshop went really well, but didn’t get through everything plan.
with Pharmacy | The owners of the different strategies really showed they ‘owned’ their plans and this was
PLT — Review evident in them ‘telling the story’ to the other PLT members.
of the A3’sand | The 180 day plan was reviewed and a number of new items added. It was agreed to follow-
Development up with each theme ‘owner’ to check the 180 day plan projects with them to get an updated
of the 180 day list.
plan

In general, the team is keen to get things progressing with great enthusiasm and little
cynicism obvious.

11/2/16 Pharmacy Some members of the Pharmacy team observed the radiology MOS meeting.

Team The radiology team was pretty ‘relaxed’ in their meeting style
representatives

attended the

Radiology

MOS meeting

12/2/16 Follow-up Feedback on the radiology 180 day plan meeting was that found it was not greatly focused
discussion with | on broader issues and could be connected across wider issue.
Chief
Pharmacist on
radiology
meeting

17/2/16 Board meeting At the last board meeting, the Chairman suggested that our MOS approach was a good
— Discussion method of connecting Health and Safety (amongst other focuses) from Board to Ward.
on MOS at Many other board members were not entirely aware of what this was so it was suggested to
board provide an update of MOS at the next Board meeting. It is great that the Chair is promoting

this as a good innovation.

19/2/16 Met with Good one of one meeting with person 5 to align projects — They get it.

Person 5 to
review 180 day
plan

25/2/16 Met with Good meeting with Person 6 and Person 7 to align projects. They understood that even
Person 6 and though they ‘owned’ the A3 plan for workforce development, they do not need to do
Person 7 to everything and that these initiatives that should sit on here being led by other people (e.g.
review 180 day | service redesign in some areas they don’t work in).
plan

25/2/16 Focus Group — | A 3" focus group was run with the pharmacy technicians as a part of their regular education
Pharmacy session. The techs largely were based in the dispensary or supply team in pharmacy (level
Technicians 6) and had not had as much exposure to the MOS activity in other services.

Most of the group participated, however there were a couple of people who listened, but
didn’t write anything down to contribute or share their views verbally. Those that did
contribute ‘warmed-up’ over time and became very engaged once they knew what the focus
of the session was about.
The discussion was more centred around changes that happened in their own departments
and the management of that, but also reflected some of the positive elements of how the
pharmacy team operates.

March 2016

Date | Activity Notes

3/3/16 Presentation to | Only one question around rollout. Seemed engaged though
Pharmacy Chief Pharmacist was very positive about what this would mean for the service.
team — 8am

3/3/16 Presentation to | The update went well. Two questions asked by seemed to have good level of engagement
Pharmacy from the team.
team — 1pm This second group had a greater representation from the pharmacy techs and assistants, and

they were possibly a bit more reserved.

10/3/16 Daily Several of the pharmacy team attended the daily meetings workshop. There was some great
Meetings enthusiasm from the group and many of them felt they could understand the more tangible
workshop aspects of a management operating system after visiting some teams with that are actively

using it.

11/3/16 Development The team is engaged in developing their A3 plans further. I met with Person 8 today and
of Pharmacy they have started translating their thinking into the A3. The common tendency that I am
A3 seeing at the moment is that people are listing milestones as measures as opposed to

describing the outcome measures that will be impacted (e.g. safety, timeliness etc...)

17/3/16 Summarising I worked through the common themes from the focus groups today now that the session with
of themes the techs had taken place. It was really interesting to see some common threads in particular
from focus those that related to individuals feeling more connected with the clinical services that they
groups work with as opposed to the pharmacy team as a whole. This has come through from a

number of groups and although there has been a lot of focus of the PLT in developing their
purpose, strategy and direction — there is a general feeling that many of the pharmacy
workforce do not feel connected to this.
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The current state of meetings may have something to do with this in that they are focused on
small section of the department rather than connecting across the whole.

April 2016
Date | Activity | Notes
Next PLT The change in leadership responsibilities for Chief Pharmacist and the impact that this has
workshop is had on the PLT to focus on working as a team and leading the change — delays in getting the
deferred to PLT MOS up and running.
2" May
19/4 Meeting with | Had a quick catch up with Person 9 and their team about what MOS could look like for their

Person 9 and
team

team. The interesting thing that came out of this discussion was that Person 9 wanted to
delay starting due to the fact that roles had yet to be formalised in their team.

The impact on the restructure of the pharmacy team is impacting the behaviour and readiness
of a few members of the team. Some people are waiting for this to settle before getting team
together. Is this really necessary? Others are just getting on with it.

Should a MOS be able to support in times of change in leadership or roles — or does it need a
level of stability to begin with to get things started. Maybe once it is in place for some time,
then change might become easier??

29/4 Catch up with | When I caught up with Person § today on their project, we also talked about MOS briefly
Person 8 on with their team. They mentioned that due to their limited bandwidth that they had not been
Improvement | able to progress things yet. They have plans for a re-fit of their work area and they want to
Project set up a MOS board, but this is still work in progress.

April - General It is interesting to see how some teams are more proactive in just getting started with MOS,

General Observations | but others are waiting to be told, or have reasons why to delay (e.g. waiting for their role to

be formally announced)

April - Limited 1)  The work effort around the development of the clinical services plan for ADHB

General progress has taken a priority for me over the past few weeks. This has impacted two

things:

2)  Progress on the deployment of MOS within Pharmacy. My capacity to engage
and encourage the teams has been less than previously available and therefore
those teams that are not ‘pulling’ for progress, have moved a bit slower than they
would have otherwise

3)  Progress in commencing the writing of introduction and background of the thesis
has also be delayed, however thinking is still progressing and new connections
being made between the work that I am doing in a number of areas. An example
of this is even with the clinical service planning and how this can be disconnected
to the teams in the organisation without a clear strategy deployment process.

May 2016
Date | Activity Notes
2 May | Workshop This was the third workshop and the discussion was focussed around Measures for the
with PLT on pharmacy department — in particular PLT.
Measures It was a good first brain-dump, but are all the measures are connected to core strategy?
Pushed the group to think beyond what we can measure today — to be more thinking about
what we should measure to truly understand how we are doing.
17/6 Met with I had a good meeting with Person 5 and Person 10. They are progressing well with their
Person 5 and board layout and have started weekly meetings. We discussed whether we should separate the
Person 10 re focus of med safety and med governance. We decided that for general details with a common
their MOS for purpose they are discussed at the medicines governance meeting. The medication safety group
their team was more focused on specific safety concerns.
Walk around We did a walk around the pharmacy area to consider areas for setting up boards for PLT. The
the Pharmacy layout of pharmacy makes it difficult for connection / common wall space due to lots of
area — looking cluttered space and lack of common areas for teams to congregate.
at MOS boards | Unfortunately, space constraints can also become a reason for delay for some teams — We do
with Person 11 | need a physical area for MOS boards — how important is this.
June 2016
Date | Activity Notes
10/6 Steering Group Great input for Person 12 and Person 4. Expressed that things seem to be delayed

meeting

somewhat due to capacity of leadership to engage with their teams around direction and
change and also changes in Roles. Person 4 mentioned that there needed to be some more
communication / update to the wider pharmacy team, as the department wide meeting had
not taken place. This was something that I needed to follow-up on and in discussion with
Person 19 it was unlikely for this to happen soon. I will put together a short update on
MOS for the wider pharmacy team.

The Chief Pharmacist was unable to attend due to other commitments unfortunately.
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13/6

PLT MOS
meeting

The PLT initial MOS delayed again — due to people not being available — this is now going
to be on the 15" May

Getting time with PLT as a group a real challenge. There seems to be a lot of times that
the group plans to meet but then don’t because of people away — why???

16/6

Pharmacy
Service MOS
meeting

The meeting today was great. This was the first meeting where the team used the Issue
and Risks board and there was some very good focus. The team were able to distinguish
between what should be at the service level MOS versus team level MOS.

There was also great ownership of issues within the group and people suggesting various
countermeasures. The feedback from the group was this forum gave them a broader
understanding of the pharmacy issues and what we are doing to resolve them. The
interaction of the team was great and this helped with the dynamic of the meeting feeling
that they could take ownership of issues. The first meeting went for about 40mins and the
intent is to bring this down to less than 30mins.

I started the process by helping the team set some initial principles of what they were
focusing on and how to use the MOS methodology.

23/6

Meeting with [ ]
team regarding
setting up their
MOS

I met with Person 9 and their direct reports today. The purpose of the meeting was to
discuss how they wanted to use daily meetings and components of MOS across their wider
team and with the individual teams within the group. Initially there was some resistance
from certain members of the team about how this may work for them, but as we discussed
different scenarios it became clearer to them that it would benefit managing some of the
concerns they have. Person 13 was quick to highlight a lot of the challenges they faced in
their team, and this was a good opportunity to point out how MOS can support dealing
with these issues. We also made the distinction between managing specific issues related
to orders, product & patients vs looking at cross team issues.

The outcome of the meeting was that we determined there would be value in having a
MOS format to support the department and then daily or weekly meetings for individual
teams (who already have a meeting in place). For two of the teams we decided that there
was not value in daily meetings as both teams are very small (2 or 3 people) and it was felt
that issues from these teams could initially be discussed at the departmental meeting.

The team left with better clarity of what this could look like and actions to have me come
to their next meeting to help with the format as well as visit the team meetings.

27/6

Pharmacy Lead
team 180 day
plan meeting

The meeting went really well today. It was the second time we have formally run this
meeting and the team found it useful. We upped the tempo for the meeting this time
(following a brief instruction of how to approach the meeting). This meant that we
focused on the information that was important to update and not delve into detail of each
projects. For this meeting, I lead the discussion and role modelled how to chair the
meeting and update the plan. I asked for feedback at the end of the meeting and everyone
seemed pretty happy with the approach and that it was not too fast.

We discussed that the next steps were to communicate this plan to the wider pharmacy
team, and get this up on their wider ‘departmental board’.

There was good participation from all the members of the PLT. Each of them had a role in
the meeting as they all were the lead for at least one project and others asked questions.
Person 19 was away for the first /2 of the meeting, but this didn’t matter as the team just
got on with it and they were able to add to it later.

Following the meeting it was time for the Pharmacy lead team meeting and rather than
going to a closed off meeting room, Person 19 had decided that the PLT stay in their
clinical leads area and use the Issues and Risks team to guide the meeting. They see the
value in using the framework to guide discussion. The issues and risks were reviewed and
there was some good progression in countermeasures. The team are starting to identify
more clearly what they bring to this forum, as opposed to raise and discuss in their own
team.

I suggested that I help chair the next 180 day plan meeting, but the team can then start to
run them themselves.

We had a discussion about whether to take minutes for the PLT meeting or not as there
was a view that we could just capture issues and risks on the whiteboard. However, as the
purpose of the PLT meeting involved broader discussion, some of which decisions are
made in, it was still worth having this documented in minutes. The white board could be
used to capture and display countermeasures.

30/6

Attendance at
team [ ] daily
meeting

Today I attended the [ ] team meeting led by Person 4. There was reasonable attendance
including the team managers and plus 6 staff.
The meeting ran very well. The essence of the daily meeting was there and there was a
very good dynamic.
Person 4 led the meeting, and there was input from others, however many others didn’t
contribute. Person 4 had been to the daily meetings training and they were has applying a
lot of the principles with the exception of making it visual. After the meeting, I had a
quick debrief with Person 4, Person 9 and Person 13 and encourage them to look at a few
things.

1)  To start using a visual board to capture their issues and risks

2)  To consider ways to have others participate — the board may actually help this

3)  To consider some common focus areas and measure that they may want to use.
The biggest challenges that Person 4 said they had was: 1) finding space to put up a board
& 2) moving away from paper based notes (which they could keep).
The outcome was that they were going to give it a go, as they see the benefits and is
prepared to try some things.
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July 2016

Date

Activity

Notes

1/7/16

Sent out
communications
update to the
team

Based on the feedback from Person 4 1 sent out a brief communication to the broader
pharmacy team. It was aimed to be a simple one page update for the service.

I got the Pharmacy team support to email the update out on my behalf, as there is no staff
newsletter. There has also not a service wide meeting to update everyone.

2/7-3/1

Development of
digital MOS
solutions

Over the weekend I spent time considering further options on the digital MOS product.
The more I have looked into this, the more it has become clearer about the importance of
the social network that exists between groups and how this dynamic is a key feature of the
MOS. The definition and alignment of the Purpose of each group becomes a critical part
of achieving relevance for the individuals in the groups. The group then also has the
autonomy to make the decisions that help them achieve their purpose.
Regardless of whether there is the development of a digital product to support MOS, this
has reinforced some of the fundamental principles behind a MOS.
Some of these are:
- Connecting groups in an organisation using a social network linked by
individuals
- Orienting action and change and delivery to Purpose for the group
- Creating focus for a group on what is important to them in achieving their
purpose
- Behaviours (action orientation, shared ownership, engagement, accountability)
supporting this change
- Integration of information from different sources / tools into a common place
for decision making
- Focus energy and discussion only on what is due to be reviewed as opposed to
going over the same things again and again
- Focus on presenting the Concern, cause, countermeasure — rather than just this
issue
- Keeping a high cadence for change
- Giving team members a sense of ownership in their team(s)
This led me to considering some of the explanatory theories that may help support or
explain these further.

5/7/16

Meeting with
Pharmacy [ ]
team

Attended the first [ ] team meeting today.

The team had a good effort and they were able to jointly solve some concerns. The team
also discussed what they could influence related to issues that were raised. This prompted
some good challenge and discussion by the team. Some of the meeting did seem a bit
forced from the team leader (e.g. trying to ask each team member for a positive). I was
going to provide feedback on this, but decided to hold off in this instance as it was the first
meeting and I want to give them a chance to see how things go. The team are still
warming up to a new approach.

6/7/16

Meeting with
Person 14

Today I met with Person 14. They have made a good start to daily meetings and they was
commenting that their team have already found this valuable for them in terms of
understanding some broader focuses and communication. At present, they discuss
operational (start-up) matters on a daily basis and then will discuss broader issues and
risks once a week. This seems to be working for them. They (like other services) find the
lack of space for a visual board a challenge for them. They are considering having it
removable so they can take it to a better area for the team to meet where they have
visibility of the operations as well.

We also discussed some of the measures that Person /4 and their team are considering and
possibly looking to put some into action in the coming weeks. They had some good ideas
about using sampling and spot audits for some, and others would come from data collected
retrospectively.

8/7/16

Attending [ ]
meeting and
debrief

The [ ] team meeting has been running for some time now. It is a weekly meeting
(Friday’s at 8am) and has been led by the manager, but more recently the team leaders.
The team currently use the forum as an information update session. There was little
interaction by the wider team, apart from discussion of events. The focus seemed to be
very much on conveying information. There was a couple of issues that were raised by the
team leader who then outlined the action that had to be taken by all.

We had a debrief with the manager and team leaders afterwards to discuss the current
meetings and opportunities for developing it further through MOS. The manager felt
unsure about using a visual display as they felt it may be too impersonal for many of the
staff. They said they were influenced somewhat by their daughter who has been studying
psychology and whom they discussed this with. It was great that they were having this
discussion at home with their family as it shows they has taken an interest in this broader
that just something to do at work.

We discussed how visual management could be used without making it too impersonal and
discussed the focus of MOS being more on process and the concerns that come from issues
and risks as opposed to trying to single out individuals. There was an agreement that
having a visual board would be useful to get the team to start to contribute further.

The team leader was keen to move to a daily meeting (huddle) for the team. When we
discussed this, the intent they wanted was for more of a ‘start-up’ meeting to discuss the
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operational plan for the day. We agreed that this could happen but be very short and
sharp, and then once a week have a slightly longer meeting that the issues and risks were
discussed.

The team also liked the idea of having specific focuses listed on the board as targets that
the team could place emphasis on.

It is possible that much of this willingness to change was from a dissatisfaction of the
current process, but also that the team leader in particular had seen daily meetings working
well in other areas and saw the value in them.

11/7/16

Pharmacy MOS
meeting

I attended the Pharmacy service meeting. I ended up scribing the meeting to help keep
some focus, but the team seem to be getting the grasp of it now. Person 19 is still taking
the lead on discussions, but others are starting to consider much more what they should
raise and what forum they should do this in. It is clear that some people are also
questioning whether other forums such as the 6-weekly SMT meeting (where issues had
been discussed in retrospect) are still required. Either this forum is not required or it could
be refocused on the new purpose of that group (if there is one).

At the end of the meeting Person 19 asked the team how they were going in developing
their MOS for each area and what they thought. Most areas have commenced
departmental (and in some cases daily) meetings. There was very positive feedback from
the team as to how this was going for them and they were already starting to see more
engagement in proactively discussion action and direction.

Another great progression for the team is that they are now identifying what is discussed
and focused on at different levels of their management structure. I.e. they determine if
something is appropriate for discussion / action at PLT vs their own teams. This helps
focus the conversation and action of the group also to not micro manage what is going on
in each team. As teams are getting more confident with this discussion they are finding
more and more operational matters can be resolved at team level and the PLT discussion is
becoming focused on the bigger cross department issues and more strategic change. The
group will still inform PLT of any key issues or changes in their teams but this does not
become a focus of conversation or have action sitting with the PLT to resolve.

Seeing this is really encouraging as it means that teams are becoming more autonomous as
the confidence in management practices of the PLT evolves.

12/7/16

Focus on MOS
by SLT/
prioritisation

One thing that has been concerning me of late is that a number of the organisational
steering group meetings for MOS have been cancelled (or poorly attended lately). I have
pushed the exec sponsor for their thoughts on this, and feedback is that it is progressing
well, so there are other priority areas that need attention. On one hand this is good, but on
the other hand this means that there is a lack of awareness and involvement with key
senior stakeholders. The recent strategic implementation plan for MOS has been
developed and circulated for review, but there has been no feedback from steering group
members.

More recently in a senior leadership team prioritisation meeting, MOS was discussed and
there was suggestion that this is no longer a programme as it is BaU. Whilst this may be
the case for certain teams / directorates, it is not consistent across all areas. For example,
many services do not have strategy deployment methods in place (only daily / weekly
management) however they feel that they are already ‘doing MOS’.

I have flagged with Person 20 that MOS needs further focus and governance to be truly
embedded.

19/7/16

Setting up
Strategy Board

I caught up with person 11 today to discuss the layout of the visual board for the strategic
side of the pharmacy Management Operating System. Finally, the board has been put up,
but not without a lot of push back on the location. There was concern that it would create
a lot of people to be ‘milling around’ in an operation area. This concern has been
addressed by briefing the team leaders on how and when to take people to see the strategic
summaries and 180 day plan. Things are now progressing!

20/7/16

Meeting with
Person 15

They have now started using the Issues and Risks board in Dispensary (last Friday). The
team leader was concerned that they were only putting up things that staff should already
know —i.e. just communicating.

We had a good discussion that maybe this was an opportunity for them to reposition how
they engage with the team. They said that they has typically told (instructed) them [the
team] to act on an issue, and we discussed how they could use the concern cause
countermeasure approach to engage the team in understand the cause and come up with the
countermeasures they could own.

They are now going to try this and see how it goes and get feedback from the team.

21/7/16

Supervisor
meeting

- pace of
various teams
developing their
MOS

At today’s supervisor meeting we discussed a number of points that are being observed
through the study, so I thought I would capture some of them in the journal as a record.

We discussed how it is interesting that some teams are lagging in developing their MOS
practices and need to be pushed along (stepped through the process), whereas others (e.g.
ACH Retail pharmacy) are just getting on and doing it themselves. All of the clinical
leads understand the concept of MOS now and area engaging really well at the PLT level,
but some are slower of the mark to get going with their own teams that others.

In reflecting on this, there are some people who have a natural inclination to this and it fits
their way of management whereas others are needing to reflect on their own style and see
how the elements of MOS fits into what works for them. I have discussed with the teams
that it is really important that they adopt MOS characteristics in their own way and it is
natural to them (authentic) otherwise it will seem forced to their teams.
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Other people have had a lot of other commitments and have not put the time to consider
this further and develop their MOS with their team. It is interesting that these are the areas
that actually may get the most out of a MOS approach with their teams to encourage more
autonomy and ownership across the team, rather than just with the team leader.

21/7/16 Supervisor Clinical pharmacy is one area that is taking a while to get started. MOS is something that
meeting many of the clinical pharmacists are familiar as most attend the daily meetings on the
- Clinical wards. The feedback in pre-study focus groups was that many of the pharmacists
Pharmacy identified more with the purpose of the clinical areas they work in rather than the
discussion pharmacy department, so this would possibly explain why getting the clinical pharmacy

team MOS is not as much of a priority?
Maybe it would it help them work together and be aligned as a team if they have a clearer
understanding of their common purpose.

21/7/16 Supervisor This could be further explained by the fact that the groups that they work with are more
meeting influenced through the social networks they are a part of in the organisation. This
- Social influences the identity of groups and their members and what they focus on. The diagram
Networks below demonstrates an example of the social network structure that potentially exists with

the pharmacy teams and the role of clinical pharmacists (see diagram below).. The large
circles are the different groups where the small circles are the individuals. Individuals are
connected (or members of) various groups. The connections to these groups may be
stronger for some groups than others and this is because the individuals have a stronger
identification with the purpose of that group. Each of these groups (with their own
purpose) can have their own MOS to support the management of this group towards the
purpose. How well formed this MOS is will depend on 1) the value members place on
their common purpose, 2) the clarity and alignment of this purpose, 3) the processes that
support delivery against the purpose, 4) the behaviours and accountabilities of the
individual group membes.

28/7/16 Conversation 1 had a brief conversation for the Team leader for [ ] team and they are keen to get their
with team team engaged in starting their team MOS which is great. I didn’t want to push them too
leader for [ ] much and was waiting for the Pull, so I am glad it has finally come.
team

August 2016

Date Activity Notes

1/8/16 Meeting with The [ ] team met today to have their meeting and they also took the opportunity to discuss
the [ ] team - how they are using MOS in each of their. It was great to sit in on this and hear how things
attendance to were going for them. It was clear that some of the team leaders felt they were trying to make
their weekly it work in a prescribed way and were looking to be told what to do. I discussed with them
meeting that they can adopt their own style and use the MOS framework to support them in this.

There was some discussion about the fact that some people in the teams were writing
concerns directly up on the issues and risks board and how this made it difficult in the
meetings. What came out of this was the team leaders felt that they were losing control over
what was captured if anyone could do this and it ended up being cluttered (with things that
maybe shouldn’t be on there?). We discussed that this was potentially a good thing that
teams were wanting to engage and we didn’t want to stop this, however it should lead to a
discussion in the meeting as to whether this is a shared issue or not and can it be dealt with
directly. I encouraged the team leaders to consider how they would like to approach this and
in their own ways. One of them thought of the idea to keep another small whiteboard where
people can write up any new ideas or issues to be discussed and then as a team they can
decided if these should go up on the issues and risks board and agree on the concern, cause,
countermeasure and who will own this. It was great to see this thinking come out from the
team.
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Another effect that was observed is that some people were putting up a question on the issues
and risks board rather than having a conversation with the team leader directly. I encouraged
the team to talk about this at their next meeting and keep the communication channels open.
On reflection, it is really interesting that there is a sense of losing control over how issues are
managed and what is managed. You can see how this has come through the lines of
management hierarchy in the past and is what people have been used to (i.e. telling their
teams what to do as opposed to engaging them in the discussion around the cause and
countermeasure). This change is hard for the team leaders to go through as it forces them to
reflect on their own style and offer their team more control.

It was interesting that the manager of team is also trying to engage the team in developing
their own practices; however, this may be coming across as telling them that they need to do
it, because it is to be done. I will look to have a follow-up conversation on this.

1/8/16

Corridor
conversation
with [ ] manager

I bumped into the [ ] manager today and they mentioned that they have started their team
meetings using MOS but want a bit to reflect on it, as they are not sure they are getting it
‘right’. There were some challenges in the team attending the meeting at 9am as it can be a
busy time for the department / store so some of the meetings have not been happening.

I offered to come and observe a meeting and discuss how it is going with the team, so we
will set up a time for this.

4/8/16

[ ] team meeting
/ discussion

The [ ] team invited me to attend their daily meeting and discuss progress with the team. The
team had kicked off meetings a few months back, however things had started to fizzle out
over recent weeks.

The team described some of the reasons for this being: The same things were being discussed
each week, the team felt that they had to be available for the shop front and the meetings
took too long.

We discussed a number of these concerns and the team came up with some options to resolve
them, and I was able to make some suggestions from other areas.

The team were willing to look at how they could improve their meetings and make it more
valuable for them all. They said they did see the value in understanding what is happening
across the wider pharmacy department.

An interesting point that was raise was about things that seemed out of their control and that
their Team Leader couldn’t answer fully. An example of this was potential automation in the
retail pharmacy and the impact of this on staff. I suggested this was a good opportunity to
ask the owner of this strategy (Automation A3) to come and meet with the team to share the
strategy.

5/8/16

Steering group
meeting

The steering group reviewed progress of the research and the change programme.

The feedback from the Pharmacy team members of the SG was positive and reflected the
changes taking place.

The steering group saw progress of the Issues and Risks Board for some of the teams.

15/8/16

Meeting with [ ]
team

I met with the [ ] manager and the supervisor to discuss development of MOS for their team.
They were very interested in how MOS could help them both in looking at resolving short
term issues, but also some of the longer-term change required. I was planning to observe
their currently weekly meeting, however due to short staffing they had to cancel the meeting
to keep up with production demand.

The team were very keen to improve the value they have out of their all of team meeting
(that currently takes place on a weekly basis). At the same time the manager wants to start to
develop their strategy so that it can be communicated to the team and involve the team. As a
next step, I plan to get to their next team meeting.

18/8/16

Discussion with
[ ] Team Leader

The [ ] team leader and I met today and discussed how the issues and risks board is going for
them. They are meeting weekly, but using the board fortnightly. They said this works for
their team and they have become really engaged and seem to be happy with how the process
works for them. Some key observations were that they were keeping a track of about 5
different measures on a monthly basis and using this to prompt discussion. An opportunity
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for them was to look to use coloured dots to indicate the status of projects at a glance and
therefore where / if action is required.
I am looking to attend their next meeting in a fortnight.

22/8/16

[ ] Team

The [ ] team work across other teams within pharmacy and provide a view of the
development in these areas. There are currently three members of the team, soon to be one
more, with all of them having other clinical/operational responsibilities on a day-to-day
basis. The team has a well-developed A3 strategy that articulates the direction of change
required for education training and research, however they were not sure about how they use
other elements of MOS to manage day-to-day issues and the projects that they are
supporting.

We discussed that the more widely approach of Key Performance Targets and Business as
Usual board may not work as well for them and they may want to adopt more of a
programme level MOS. This would summarise the key projects that they have in progress at
present and they can raise any concerns, causes, countermeasures associated with them. The
team liked this approach and format, so we started to use a laminate board to mock up what
this might look like.

One point that we discussed was how to show the ‘next steps’ on a project on their board.
The team felt that this was something that was valuable for them. I discussed that there was a
difference between using a project plan (outlining next steps) and their board, however they
were still keen to include this. One way of achieving this was relating the next steps back to
the concerns, and causes (i.e. they are a countermeasure) but this may be applicable only in
some circumstances.

In the principle of being flexible with the MOS so it can provide value for them, they could
possibly add a section to their board to visually show what the next steps on a project are.

22/8/16

PLT 180 day
plan meeting

The 180 day plan review went well today and the team fed back that they got value from it.
A number of projects were closed and others provided brief updates. The discussion went
longer than other times (60mins as opposed to 30mins) however the team were happy with
spending the time on this.

This process is really starting to bed in with the team.

I really encouraged the PLT to start to communicate and share the 180 day plan and the A3
plans with their teams so people and understand the direction of the wider pharmacy.

A comment was raised about how much the team takes on in terms of projects and whether
there needs to be a level of prioritisation. We discussed this, and it was felt that most of the
items on the plan were on track and were progressing. This indicated that either the number
of projects was manageable or else people had to work outside their standard hours to keep
on track. One individual felt that they possibly had too many projects on the go, so it was
agreed that they could have a prioritisation discussion with the Chief Pharmacist.

24/8/16

Meeting with [ ]
team leads

I met briefly with the [ ] team leaders and discussed how their MOS is going and how they
can develop this further. The team had now had two (fortnightly) meetings where they had
applied the MOS elements and principles. The feedback was that this worked well for them
and felt it was helpful to involve their teams more. There was enthusiasm to develop this
further and get more coaching on running their meetings.

I suggested that some of the team leads and supervisors attend the next round of daily
meetings training.

25/8/16

Attending the [ ]
all staff meeting

I was a ‘fly on the wall’ in the [ ] meeting today. The meeting is held weekly (if/when they
can). I observed the meeting of about 30 staff and then had some time with the [ ] manager
and senior team leader afterwards. My main feedback was how they create more value out
of the time with all 30 people there. By having specific focus areas this can help and also
provide an opportunity for the staff to contribute further. There is also an opportunity to
make the meeting visual particularly to share with others who cannot be there at that time.

29/8/16

Setting up the
strategy board
in L6 Pharmacy

Today Person 11 and I updated the board in the Level 6 pharmacy with the latest 180 plan
and A3 plans. This is part of the method to support strategy development across the wider
pharmacy. See photo attached.
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Blurred for confidentiality

One challenge is space on walls, particularly as this is all working space as well.

31/8/16

[ ] team meeting

The [ ] team has been developing their MOS for a few months now and are making good
progress. I was invited to the team meeting to observe and provide feedback. The
interaction at the meeting was good with all team members taking part in the discussion. The
team highlighted that this fortnightly meeting was their only time to discuss some issues as a
team, so they went into some levels of detail in the meeting. In other areas where teams
meet more regularly they can be more focused on the discussion and focus on
countermeasures. My advice was that it needs to work for them and if they felt everyone
was involved in the conversation then they could go into the detail, but it was only a couple
of the team they may want to make a countermeasure to take this offline.
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September 2016

Date Activity | Notes
8/9/2016 Reflecting The reflecting and refining daily meetings workshop is the second of the workshop series
and Refining | that is run to help team leaders develop how they run their meetings.
daily There was a number of pharmacy staff who attended this session along with other staff
meetings groups. It gave the teams a chance to reflect on what they were doing in their work
areas, but also observe what some other areas were doing to learn from.
Each of the pharmacy team took away some actions to develop on further.
It was interesting to observe that some of the team leaders were still struggling with the
concept of engaging their team in ‘owning’ the issues and solutions (using CCC
methodology).

15/9/2016 Pharmacy The scorecard has been one of the later focuses in the Pharmacy MOS development. In

Scorecard other areas, the teams have focused on this earlier, but it was decided to leave this to later

Development | in pharmacy until they knew what their key areas of focus were. Even with this it was
difficult for the team to start to decide what it was that they needed to measure across the
service.

29/9/16 Meeting with | Person 8 and I caught up today and discussed how things were going. Whilst there had

Person 8 been a lot of focus at PLT level for MOS, the clinical pharmacy team had been a bit

slower to get things going, but now were underway.
One reflection with Person 8 was about the current perception across the organisation
around MOS, and how many people feel they have completed MOS as soon as they have
a whiteboard up on the wall and some more structured meetings taking place. There was
not the same level of focus towards development and deployment of strategy which is
another key component. Part of this is that it may not be as tangible (it is more abstract
thinking), but also it is harder and it takes dedicated time.

October 2016

Date | Activity | Notes

4/10/16 Pharmacy Four of us (3 PLT members and I) met again to review the scorecard and refined a few
Scorecard measures. It is slow progress as there is a lot of the team to consider and get feedback on,
Review and many measures there is a lack of data for.

7/10/16 [ ] Meeting The [ ] team are making progress with their departmental level MOS, but are struggling
somewhat with connecting their teams together. We discussed the team taking a step back
and reflecting on their purpose and this may assist them in determining their focus areas for
measures. | think the team members are relatively clear about what the purpose is for their
own functions, as a team they are not entirely sure of a collective agreed purpose to focus
their discussions on.

12/10/16 [ ] team I went to observe the [ ] team MOS meetings today. They have been running this format for

MOS about a month now, so it is still bedding in. It was a pretty large group which made

meeting interaction around issues and risks challenging, so the discussion was largely led by the
person facilitating and their manager. There was some more interaction through points
raised at the end by other staff members who felt comfortable to bring them up.
One highlight was that a member of the dispensary team came along and shared an update on
a countermeasure that they had been working on, thus connecting the departments together.

13/10/16 Setting Up Some for the clinical team leaders attended the setting up and establishing daily meetings
Establishing workshop. Interestingly when introducing themselves a couple of them stated they were
Daily ‘told to come’, so it took a bit to get them on board. They all warmed up though and by the
Meetings end of it were making a plan that they could implement to take actions to get their sub-level
workshop teams MOS up and running.

28/10/16 MOS This meeting was cancelled yet again. It is clear that MOS is not a priority for many senior
Steering leaders at present which makes the focus on this challenging. In reflecting on why it is not a
group focus, my thoughts are that there is a view that we have got MOS working in the most part,
meeting and that it is now Business as Usual (BaU) — however as measured on a maturity scale we

have a long way to go still to achieve this as an organisation.
November 2016
Date | Activity | Notes

7/11/16 Observing [ ] Person 16 invited me along to the [ ] team meeting to meet with the team and discuss how the

team meeting

development of their MOS was going. I found it very interesting to observe as the team did
not really stop to come together and meet. Whenever a customer came into the pharmacy,
two or three of the team would then start to attend to them (as opposed to one delegated
person). Also, the team seemed to carry on with other tasks whilst the meeting progressed
(including Person 16 who was leading the meeting). This meant that the meeting was very
disjointed and didn’t flow. It also took a very long time, as it stopped and started about three
times over the space of 30mins. Person 16 mentioned that sometimes the meeting can go on
for an hour in ‘fits and starts’. 1 got a brief chance to ask for feedback on how their MOS is
going and they felt it was OK, but not great as the team didn’t engage so much in the
conversation. The behaviour of doing other things at the same time would explain this to
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some degree. Also, the team felt they didn’t really discuss broader strategy, more-so just
what was happening in their team.

The stop-start format made it very difficult to keep any focus and the meeting really jumped
around all over the place. In addition to this Person 16’s style was very gentle and therefore
they didn’t keep things to task and ask people to focus.

I suggested to Person 16 that maybe they could try and have a very focused 10min meeting at
8.20am (before the doors open). They weren’t sure about this as many of the staff start work
at 8.30am, so it would be asking them to come in early.

14/11/16 | PLT MOS I dropped in on the PLT MOS. They are going well, however find that they get into a lot of
meeting problem solving still and therefore the meetings tend to run on. It is however one of the only
times they get to have this level of discussion, so they seem to value the time. Actions are
getting knocked off and news ones are being created, so there is progress. They are starting to
fall into the trap of keeping some countermeasures up for a long time now and rolling the date
over when the due date passes. This is a common trait and can often lead to stagnation of

progress.
15/11/16 | SLT meeting There has been a lot of politics at the organisational level recently regarding MOS. Where
re MOS there is a constraint on discretionary project resource; some senior managers have challenged

whether we need to continue to provide resourcing support for MOS — stating that it is
‘Business as Usual” now. This perception is shared by a few senior managers who are keen to
redeploy resource, but it is not shared across the executive team who think there is a lot still to
put in place.

A challenge with a deployment of a change like MOS is that when a group makes a step
change (even if it is the first of many) they think ‘this is better than before — we must be
done’. Teams don’t necessarily appreciate there is a broader journey and if you only get to
step 1, there is a risk of slipping back to old methods and the gains are not sustained.

To help demonstrate this, a summary of the development of MOS was provided along an
assessment of where every team across the organisation is currently at.

This provided some interesting insights in that only a very small group (5%) are
independently improving their MOS on their own, 40% have made a change that is likely to
stay the same if they are not supported and 40% are at risk of slipping back if support was
pulled away.

This was presented to the senior managers; however, the time in the meeting was cut to
Smins, which didn’t allow for a proper review and discussion. As a result, it was not
understood and there was a real push to only focus on the operational aspects of MOS
(particularly at the front line) and not focus on deployment of strategy.

18/11/16 | Review with As a part of the reflect and refine follow up, I met with Person 17 to go through their Issues
Person 17 and Risks board. They are making good progress and are currently updating their focus areas
and measures.

23/11/16 | Focus Group Today was the first of the Post-phase focus groups. Whilst there were only three participants,
1 there was some very good discussion. Having a smaller group allowed for more discussion
rather than been dominated by a few people.

Two of the group had not taken part in the Pre-phase focus groups. This made the discussion
interesting in that they were feeding back from one point of reference. Initially when
discussing the topic of relevance in particular, the group felt that there were disconnects
between what the PLT were focusing on and what was happening at the front line.

As we dug into this further, it was evident that the group were reflecting back over a long
period of time (i.e. 2-3 years) and when specifically talking about more recent times they said
there has been some improvement.

However, a key point in the discussion was that whilst MOS can provide the framework, it
still relies on the people, leadership, culture and effective communication to connect the team
together. Often this was still missing in some areas, and as a result the MOS was not as
effective as it had potential for. It was evident that whilst we had developed A3 plans, 180
day plans etc... these were not being discussed broadly with the teams. Some of the group
were aware of these plans and had gone seeking them by themselves and others were not
aware they existed.

This raises the point about how much coaching is required around leadership and
communication in parallel to MOS development, as if this is not happening as a priority, or
senior team members are not sure how to do this, then people are not connected.

A number of times there was suggestion that having A3s for some of the focus areas would be
great, where they do actually exist but people have not seen them.

There was also a lot of discussion about the front-line teams feeling that they were not
involved in developing strategy, more-so they were told what it was and possibly asked for
feedback. Therefore, they felt that the strategy had already been determined before they had
input and therefore it was more of a token gesture to seek their input.

In relation to the team based MOS, particularly the meetings and use of visual boards, the
feedback was very positive on the impact that this has had. In particular it meant that the
team were more up to speed as to what was going on and had the opportunity to contribute.
They also like the visual aspect and the fact that there was ownership for action and a
timeframe for doing things. The group felt that this helped in getting things done and people
being accountable.

It was a good first focus group and the size of it allowed exploring and discussing certain
areas that may not have been possible with a larger group.
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25/11/12

Focus Group
2-PLT

The second focus group was with four members of the PLT. It was interesting to hear the
difference in the feedback and reflections from PLT vs that from the first focus group. In
general, PLT felt that MOS had been very beneficial, however there was still a lot to develop.
Both in how they worked together as a team, but also how they connected with their teams.
The team in general felt MOS has helped them become clearer about strategy and what to
focus on. They felt they were more effective at focusing on issues as a team and people
putting their hands up to resolve them.

The discussion went well and the group all contributed well.

30/11/12

Focus Group
3

In the third focus group, it was much like the first group. It was the largest of the three so far
and this changed the dynamic to some degree. Some people (from Pharmacy Tech roles) were
very quiet and didn’t speak up too much prompted to.

There were a couple of people who had little or no visibility of MOS which was interesting,
or they found that it wasn’t connecting with their teams.

December 2016

Date

Activity

Notes

8/12/16

Focus Group
4 — Pharmacy
Techs

The last of the focus groups was with the Pharmacy Technicians. There was a relatively
small group of attendees and they were not that forth-coming. Some didn’t actually speak up
at all, even when given the opportunity to talk independently. Of what did come back it was
clear that the group had concerns over broader change in pharmacy — not specifically related
to MOS. The session was relatively short given the lack of discussion, but still valuable to get
the perspective of the Pharmacy Technicians.

12/12/16

PLT MOS
Meeting

The PLT meeting took place, with a smaller group this time. Person & took the lead in asking
if anyone else wanted to facilitate the session, and Person 18 put their hand up; and Person 8
offered to scribe. It was interesting to observe as Person 18 initially kicked off the meeting,
and Person 8 was scribing, but over time Person 8 ended up taking the lead for the meeting
and before they knew it they were facilitating it. I don’t think they were aware that this had
happened, but I am sure that Person 18 would have been very aware of this. It is something
to consider in the roles within MOS to ensure that people don’t ‘default’ to past positions and
let others feel they can contribute.

13/12/16

Interview 1 —
Person 19

The first of the leader interviews went well today. I kept it focused and allowed Person 19 to
share their thoughts about where we are at today, the impact it has made to the team, but also
what they would do differently or suggest to others.

Their comments mirrored some of the themes that had come from the focus groups which was
good to see.
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Appendix B: 180 day plan

An example of a template for a 180 day plan used by Auckland DHB services to plan and prioritise projects through their Management
Operating System is shown below.

Service Name - 180 Day Plan

Date: mmmm yyyy

AUCKLAND

LEAD E-—/@]Mg Jun-16 Jul-16

vivivivivivy

STATUS Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17

Priority 1
Abc...
Abc...

Abc...

Priority 2
Abc...
Abc...
Abc...

Priority 3
Abc...
Abc...
Abc...

Priority 4
Abc...
Abc...
Abc...

Priority 5
Abc...
Abc...
Abc...

Priority 6
Abc...
Abc...
Abc...

‘-'}Patient Safety ’ Quality Care ‘@’ Economic Sustainability Engaged Workforce M Improved Health Status é Health & Safety
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Appendix C: Auckland DHB - Components of the Management Operating System

Auckland DHB Management Operating System [’—

AUCKLAND
Toka

STRATEGY DEPLOYMENT BUSINESS AS USUAL

Scorecard Issues & Risks

Shfting the
180 Dav Plan meeting focus
" — 1othe

Events &
Positives

Improvement Improvement Ideas
Pipeline

Promcts prortized and
@307 2% ISV Siogly

Tea™ 19 sugpest arens for
MErovemant and poaste
12,2973

20% Step Change Improvement Activity 80% Continuous Improvement Activity
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Appendix D: Principles behind the Management Operating System

Below are the core principles that underpin Auckland DHB’s Management
Operating System:

Status at a Glance — we want everyone in the service to see our performance easily.
Action — by identifying a ‘Concern, Cause, Countermeasure’ way of thinking.
Discipline — team are to prepare, participate and follow through on actions.
Alignment — to keep our focus aligned with other services across ADHB overall.
Purpose — we focus on important issues both within the service and ADHB.
Ongoing review and improvement — making this work for us!

Management Operating System Overview (Winstone, 2015)
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Appendix E: Research Plan and Timeline

The phases of research and the key activities within each phase are outlined below:

Research Plan - Impact of Management Operating System in Pharmacy

Phase 1

Planning

Research Proposal
Ethics Approval
Communication
Governance

4/09/15

11/09/15
18/09/15

25/09/15
2/10/15
9/10/15

16/10/15
23/10/15
30/10/15

EEEEEEEETTEEEEE
S S 393 S8 8I SIS g
g 3ss gz T 2858888
S s SsR I 383888 F g
T 2R FTIIELSs 2T

5/02/16

12/02/16
19/02/16

26/02/16
4/03/16

11/03/16

18/03/16
25/03/16
1/04/16
8/04/16

15/04/16
22/04/16
29/04/16

6/05/16

13/05/16
20/05/16

27/05/16
3/06/16

10/06/16

17/06/16
24/06/16

1/07/16

8/07/16

15/07/16
22/07/16

29/07/16
5/08/16

12/08/16

19/08/16
26/08/16
2/09/16
9/09/16

16/09/16
23/09/16
30/09/16
7/10/16

14/10/16
21/10/16

28/10/16
4/11/16

11/11/16

18/11/16
25/11/16
2/12/16

9/12/16

16/12/16

23/12/16

30/12/16

Phase 2

Pre-Audit

Study Design
Focus groups
Thematic analysis
Summary

Phase 3

MOS Development

Engagement
Communication
Maturity Assessment

Pharmacy Leadership Team

Go-See

Strategy Development / A3's

180 Day plan development
Measurement / Scorecard Development
Ordering boards / setting up
Commence operational meetings
Commence 180day plan meetings

Roles and Responsibilities

New Project Prioritisation

Pharmacy Teams

Go-Sees

Daily Meetings Training - SU&E

One on One Coaching

Daily (Weekly) meetings commence
Medicines Governance
Pharmacy Supply and Distribution
Clinical Pharmacy
Training and Research
Retail Pharmacy
PAPU

Coaching

Daily Meetings Training - R&R

Maturity Assessment

—-_— "

Phase 4

Post-Audit

Study Design
Data collection
Focus groups
Thematic analysis
Summary
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Appendix F: Plan for the Pre-phase focus groups

MASSEY UNIVERSITY

School of Management
Private Bag 102904
Auckland 0745

New Zealand

Delivering and Sustaining Change with a Management Operating System — The
Journey towards Medicines Optimisation

FOCUS GROUP OVERVIEW

Research is to be conducted within the pharmacy department at Auckland District
Health Board to understand the impact of its management operating system (MOS).
The research question that is being explored is: “How does the implementation of a
management operating system impact the delivery and sustainability of change in a
pharmacy department of New Zealand public healthcare organisation”?

The research will be implemented in two phases, as outlined below before and after
the management operating system is implemented within Pharmacy.

( N ( N ( )

o Establish Governance
 Ethics Approval

* Invite participants

* Conduct Focus Groups
* Baseline Data Collection
* Thematic analysis

A key part of the Pre-phase of the research involves working with Participants to

- P )

MOS

Implementation

® Post-phase Focus Groups
* Thematic Analysis

¢ Post data collection

e Interpretation of results
* Reflexivity

® Write-up Thesis

W o

understand the current state of how they work within their teams given the current
management system and the impact this has on them personally and as a collective

group.

To determine the current state a series of focus groups are to be conducted with staff
that have volunteered to be a part of the study and provided consent.



The structure of the focus groups will be as outlined below:

. Four focus groups of 6-7 people in each group

. Every pharmacy staff member the opportunity to express interest to participate and
then a sample of participants will be selected using stratified sampling. This will consider
their team, tenure and possibly location. Sampling will take place until the 4 groups are
filled. If there are not enough participants to fill each group, then the groups may be smaller.
. Once the groups are full, additional participants will be advised that the study groups
are full, but they will be notified should a person be unable to attend.

. The focus groups will be facilitated using group discussion with some prompting
questions.
. The questions will focus in particular around the main themes of Relevance of their

work to the wider organisation, and Reactive behaviours that they experience based on the
current management systems.

. These themes will be summarised into an affinity diagram outlining these challenges.
. The discussion will further explore the impact of these challenges to see what themes
emerge.

. It is planned to use ‘post it” notes as a method of people expressing their own written
thoughts individually, before sharing this with the groups and opening up for discussion.

. All outputs from the session will be written up and communicated back to those who
took part for any feedback.

. The focus group sessions may be recorded as well to ensure all comments are
captured.

. It is intended the focus groups will take one hour each.

. It is not intended to provide any incentive to participants; however, they will be
thanked for their contribution.

. Feedback from the focus group session will be written up and distributed to the
participants.

During the focus groups the following questions will be posed:

Relevance

. How do you determine what you should focus on in your work?

. What challenges do you face in setting priority?

. How do you know if and what you are working on relates to the wider Pharmacy
goals?

. How do you know if and what you are working on relates to the wider Organisational
goals?

Draw out key themes from above questions:
Explore impact of these using the following questions:

. How do these themes (replace with actual) make you feel about your work and what
you do?

Reactivity

. How prepared do you feel you are for changes that affect you and your team(s)?

. What are some challenges you face in managing change?

. What words would you use to describe how change is planned or managed within

your team and the pharmacy department?

Draw out key themes from above questions:
Explore impact of these using the following questions:

125



. How do these themes make you feel about your work and what you do?

The outcomes of the four focus groups will be consolidated into common overall

themes.

A full overview of the proposed study can be obtained in the Research Proposal.

Focus Group Schedule

Activity Date
Invites to participate sent out 06/1/16
Participants selected — Assigned to a Focus Group 13/1/16

Focus Group 1 (1 hour)

18/1/16 — 11am

Focus Group 2 (1 hour)

20/1/16 — 2pm

Focus Group 3 (1 hour)

21/1/16 — 12pm

Focus Group 4 (1 hour)

22/1/16 — 10am

Feedback outputs to Participants

5/2/16

<<Contact Details removed for privacy>>
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Appendix G: Study Information Sheet

This information sheet was used for the Focus Groups and Interviews conducted
during the study.

MASSEY UNIVERSITY

School of Management
Private Bag 102904
Auckland 0745

New Zealand

Delivering and Sustaining Change with a Management Operating System — The
Journey towards Medicines Optimisation

INFORMATION SHEET

Researcher Introduction

My name is Tim Winstone and I am conducting research leading to a thesis as part of a Masters in
Business Studies. The study is exploring the sustainability of change through the establishment of a
Management Operating System (MOS). [ am employed by Auckland District Health Board (Auckland
DHB) and am based at the Auckland City Hospital in Grafton. My role at Auckland DHB is Programme
Director — Performance Improvement and I am responsible for the Child Health and Clinical Support
Services Portfolios. I am also the Programme Manager for Auckland DHB’s Management Operating
System programme.

Project Description and Invitation

Auckland DHB has been developing its MOS over the past three years to improve the alignment and
delivery of strategy and improve decision making related to operational performance. Significant
progress has been made working with teams, services and directorates to establish their MOS and there
have been clear anecdotal benefits as a result of this.

The purpose of this research is to formally evaluate the impact of developing and implementing a MOS
within a service at Auckland DHB (the change). In particular we would like to understand the impact
the MOS has on the delivery and sustainability of change and how it influences the effectiveness of
those working within the service, and in what ways. The study will explore the way that a service is
managed prior to the change (Pre-phase), and then explore the environment after the change (Post-
phase) and evaluate the impact of the change.

The Auckland DHB pharmacy department has been selected as the study subject group as it has not yet
implemented the elements of the MOS. The department is planning to develop their MOS as a part of
their strategy and have offered to be the case site for this research. As the researcher, I have had
previous engagement with the pharmacy team. It is not a requirement that all staff members within the
pharmacy department participate in the study, however those that are interested are invited to share
their current experiences and reflect on the process post the change.

Participant Identification and Recruitment
To ensure that the information obtained will contribute to the aims of the study, I would like to speak
to staff members who meet the following criteria:

. Are a member of pharmacy department at Auckland DHB.

. Have been in the department for more than six months (to ensure they have an understanding
of the current state of the department).

. Are happy to participate in focus group discussions related to this research.

I would appreciate the opportunity to engage with approximately 30 staff members from the pharmacy
department. [ would like to interview staff from a range positions, and with experience ranging from
trainees through to those with over 10 years’ experience within the department. Please be aware that,
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if I am fortunate enough to receive too many responses, I may be required to select volunteers based
on the range of perspectives sought for the study.

Those participants taking part in the Pre-phase focus groups will not necessarily take part in the Post-
phase focus groups. It may be a different group of staff participating in each phase.

Project Procedures

You are being invited to participate in this study because you are a staff member in the pharmacy
department. If you agree to take part in this study you will be asked to discuss your experience of
working in the pharmacy department in relation to how issues are raised and resolved, performance is
managed and maintained and change and direction are communicated and actioned. Discussions will
be conducted in the form of focus groups made up of no less than four staff members at a time. The
focus groups will be led with open ended questions which will allow you and other staff members to
share your experiences. From this, themes will start to emerge and further discussion may take place
around these themes. This is in-line with the exploratory nature of this research. The focus group
sessions will take approximately one hour and will be recorded with written notes and a digital recorder.
If desired you will be able to review any content that comes from the sessions. The focus groups will
be held at Auckland City Hospital during work hours and the sessions will take approximately one
hour. Separate focus group will be held for both the Pre and Post-phases.

Data Management

The information obtained from the focus group interviews will be used to inform the results of the
master’s degree project. Due to the nature of the research there may be specific information that could
potentially identify individuals by their role however anything that identifies individuals will be
removed from any research publications. The data obtained will be transcribed by me, as the primary
researcher. Please be aware that, while every care will be taken to protect your identity and for your
details to be confidential, anonymity cannot be guaranteed.

At the focus group session, you will be presented with an opportunity to provide your details should
you wish a summary of the project findings to be sent to you upon completion of the research.

Participant’s Rights
You are under no obligation to accept this invitation. If you decide to participate, you have the right to:

. decline to answer any particular question;

. withdraw from the study prior to — or at any time during — the focus group;

. ask for the digital recorder to be turned off at any time during the focus group;

. ask any questions about the study at any time during participation;

. provide information on the understanding that your name will not be used unless you give
permission to the researcher;

. be given access to a summary of the project findings when it is concluded.

Project Contacts
If you would like to accept this invitation to participate, please contact me on the details provided
below. If you have any questions regarding this project, please contact me or the project supervisors.

<<Contact Details Removed for Privacy>>>
This project has been reviewed and approved by the Massey University Human Ethics Committee: Northern,
Application 4000015204. If you have any concerns about the conduct of this research that you wish to raise with

someone other than the researchers, please contact <<NAME>> (Research Ethics)
<<Contact Details removed for privacy>>
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Appendix H: Pre-phase focus group Participant Consent Form

;4. MASSEY UNIVERSITY Massey University
TE KUNENGA KI PUREHUROA School of Management
Business School

"=®* UNIVERSITY OF NEW ZEALAND Private Bag 102904

North Shore Mail Centre
Auckland, New Zealand

PARTICIPANT CONSENT FORM

Project title: Delivering and Sustaining Change with a Management Operating System
— The Journey towards Medicines Optimisation

Researcher Names: Tim Winstone (Student researcher), Dr Margot Edwards
(Supervisor), Dr Shane Scahill (Supervisor)

| have read the Participant Information Sheet and have had the details of the
study explained to me. My questions have been answered to my satisfaction,
and | understand that | may ask further questions at any time.

e | understand the nature of the research and why | have been asked to participate
in the study.

e | agree to the interview being sound recorded.

e | understand the recording of the interview can be stopped at any time on
request by me.

¢ | understand that my participation is completely voluntary.

e | understand that | may request a summary of the results from this project to be
emailed to me.

Signature: Date:

Full Name -
printed

Email:

<<Contact Details removed for privacy>>
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Appendix I: Focus Group Questions

The following questions were posed to the participants of focus groups:

Relevance:
e How well do you understand the overall department and organisational priorities?

e How do you feel these relate to what you do?

Additional prompting questions included:

e How do you determine what to focus on in your work?

e How do you know if what you are working on relates to wider departmental
goals?

e How do you know if what you are working on relates to wider organisational
goals?

e What challenges do you face when it comes to setting priority / making

decisions?

Reactivity:
e How prepared do you feel you are for requests or changes that affect you and

your team(s)?

Additional prompting questions included:
e What words would you use to describe how change is planned or managed within
your team and the pharmacy department?

e What are some challenges you face in managing change?
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Appendix J: Plan for the Post-phase focus groups
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MASSEY UNIVERSITY

School of Management
Private Bag 102904
Auckland 0745

New Zealand

Delivering and Sustaining Change with a Management Operating System — The

Journey towards Medicines Optimisation

FOCUS GROUP OVERVIEW

Research is being conducted within the pharmacy department at Auckland District
Health Board to understand the impact of its management operating system (MOS).
The research question that is being explored is: “How does the implementation of a
management operating system impact the delivery and sustainability of change in a
pharmacy department of New Zealand public healthcare organisation”?

The research will be implemented in two phases, as outlined below before and after
the management operating system is implemented within Pharmacy.

o Establish Governance * Post-phase Focus Groups
o Ethics Approval ¢ Thematic Analysis

e Invite participants  Post data collection

* Conduct Focus Groups  Interpretation of results
 Baseline Data Collection  Reflexivity

* Thematic analysis Im p|ementathn * Write-up Thesis

- P

Pre-phase focus groups were conducted in January and February 2016 and themes
were developed reflecting the current management system and the impact on them
personally and as a collective group. (Refer to the plan for the Pre-phase Focus

groups).

Following the focus groups there has been a period of eight months where the
department has put focus on developing their management operating system. Now

k

\
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that this is established across the service and within many of the teams, a series of
Post-phase focus groups are to be conducted with staff that have volunteered to be a
part of the study and provided consent.

The structure of the Post-phase focus groups will be as outlined below:

. Four focus groups of 6-7 people in each group

. Every pharmacy staff member the opportunity to express interest to participate and
then a sample of participants will be selected using stratified sampling. This will consider
their team, tenure and possibly location. Sampling will take place until the 4 groups are
filled. If there are not enough participants to fill each group, then the groups may be smaller.
. Once the groups are full, additional participants will be advised that the study groups
are full, but they will be notified should a person be unable to attend.

. The focus groups will be facilitated using group discussion with some prompting
questions.
. The questions will focus in particular around the main themes of Relevance of their

work to the wider organisation, and Reactive behaviours that they experience based on the
current management systems.

. These themes will be summarised into an affinity diagram outlining these challenges.
. The discussion will further explore the impact of these challenges to see what themes
emerge.

. It is planned to use ‘post it notes’ as a method of people expressing their own written
thoughts individually, before sharing this with the groups and opening up for discussion.

. All outputs from the session will be written up and communicated back to those who
took part for any feedback.

. The focus group sessions may be recorded as well to ensure all comments are
captured.

. It is intended the focus groups will take one hour each.

. It is not intended to provide any incentive to participants; however, they will be
thanked for their contribution.

. Feedback from the focus group session will be written up and distributed to the
participants.

Focus group discussion
Opening Statement: 1 would like to get your thoughts on how the development of
MOS has worked for you and the change it has made. This might be positive,

negative or indifferent, provide examples and how could you do things differently.

During the focus groups the following questions will be posed:

Relevance

. How do you determine what you should focus on in your work?

. What challenges do you face in setting priority?

. How does your work you know if and what you are working on relate to the wider
Pharmacy goals?

. How do you know if and what you are working on relates to the wider Organisational
goals?

I would like to know what you think has changed since in terms of the Relevance of
your work since we developed the MOS in Pharmacy?

. How has it worked for you or your team?

. Share examples...
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Explore impact of these using the following questions:

o Communications

. Alignment

. Focus

. Having your say / input into what’s happening in the team
. Why do you think this changed?

Reactivity

. How prepared do you feel you are for changes that affect you and your team(s)?

. What are some challenges you face in managing change?

. What words would you use to describe how change is planned or managed within

your team and the pharmacy department?

What do you think has changed in terms of how you or your team manage daily
issues since we developed the MOS in Pharmacy?

. How has it worked for you?

. Share examples...

How prepared for future change has this made for you

Do you know how to get involved in change?

The outcomes of the four focus groups will be consolidated into common overall
themes.

A full overview of the proposed study can be obtained in the Research Proposal.

Proposed Focus Group Schedule

Activity Date

Invites to participate sent out Week of 14/10
Participants selected — Assigned to a Focus Group | Week of 28/10
Focus Group 1 (1 hour) Week of 04/11
Focus Group 2 (1 hour) Week of 04/11
Focus Group 3 (1 hour) Week of 11/11
Focus Group 4 (1 hour) Week of 11/11
Feedback outputs to Participants Week of 1/12

<<Contact Details removed for privacy>>
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Appendix K: Post-phase focus group and interview Participant

Consent Form

4 v MASSEY UNIVERSITY Massey University
B TE KUNENGA KI PUREHUROA School of Management
w> UNIVERSITY OF NEW ZEALAND Business School

Private Bag 102904
North Shore Mail Centre
Auckland, New Zealand

POST-PHASE - PARTICIPANT CONSENT FORM

Project title: Delivering and Sustaining Change with a Management Operating System
— The Journey towards Medicines Optimisation

Researcher Names: Tim Winstone (Student researcher), Dr Margot Edwards
(Supervisor), Dr Shane Scahill (Supervisor)

| have read the Participant Information Sheet and have had the details of the
study explained to me. My questions have been answered to my satisfaction,
and | understand that | may ask further questions at any time.

| understand the nature of the research and why | have been asked to participate
in the study.

| agree to the interview being sound recorded.

| understand the recording of the interview can be stopped at any time on
request by me.

| understand that my participation is completely voluntary.

| understand that | may request a summary of the results from this project to be
emailed to me.

Signature: Date:

Full

Name -

printed

Email:

<<Contact Details removed for privacy>>
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Appendix L: Post-phase Data Capture sheet

Notes from Pharmacy Focus Group - <<Enter Group Number>>

Date: <<Date and time>>
<<Location>>
<<Number of>> Participants

Relevance

This section of the discussion focusses on how the participants felt what they did was relevant to the overall Pharmacy and
Organisational goals.

To be able to capture individual thoughts, participants were asked to write down their thoughts firsts on ‘post-it” notes and this
led onto the group discussion.

Different coloured ‘post-it” notes were used by the different groups involved.

. Supply / Dispensary: Pink

. Clinical Pharmacy: Pale Yellow

. Medicines Management: Dark Yellow
. Medicines Safety: Blue

. Team Leaders: Orange

How do you describe the Relevance of what you do to the overall department priorities?
Medicines Management
L]

Medicines Safety

Team Leaders
L]

Clinical Pharmacy
L]

Supply / Dispensary

How the team are currently connected with Pharmacy and Organisational Priorities
L]

What is missing or challenging?
L]

Reactivity

This section of the discussion focusses on how the participants felt they were prepared for change through their management
system and how reactive they were to change.

To be able to capture individual thoughts, participants were asked to write down their thoughts firsts on ‘post-it” notes and this
led onto the group discussion.

Different coloured ‘post-it” notes were used by the different groups involved.

. Supply / Dispensary: Pink (P)

. Clinical Pharmacy: Pale Yellow (PY)

. Medicines Management: Dark Yellow (DY)
. Medicines Safety: Blue (B)

. Team Leaders: Orange (O)

<<Group responses based on themes and use the ‘post-it’ note colour to reflect the staff group>>

Impact of Reactivity
What is the impact when you are doing the things which mean you are reactive?
L]

What is the impact when you are doing the things which mean you are not reactive?
L]
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Appendix M: Steering Group Terms of Reference and Agenda

Management Operating System Research in Pharmacy Steering Group

Meeting Description

Meeting Roles
Chair

Pharmacy Lead Member

Purpose e Toreview progress of the Research Project investigating the impact of implementing
Management Operating System in the Pharmacy Department
e To ensure that the research is conducted in an ethical manner and that any concerns
from staff are considered
e To ensure that key stakeholders are represented through the research
e To provide support to the researcher and supervisors to be able to conduct the research
in accordance with the research proposal
e To ensure that the research does not interfere with the running of the Pharmacy
Department and any Clinical Care
e To ensure that the lead researcher and supervisors do not influence the research to
promote their own agenda.
Membership Pharmacy Lead Member — ADHB (Chair), Executive Leader — ADHB, Pharmacy Team
representative lead team — ADHB, Pharmacy Team representative staff member — ADHB,
Lead Researcher — ADHB / MU, Supervisor(s) - MU
Meeting Bi-Monthly (1 hour)
Date/Time
Location Auckland City Hospital, Grafton, Auckland
Proposed Meeting Outline
Inputs & e Research Proposal
Suppliers e Minutes and actions from Prior meetings
e Research Programme status report
Process What Who Time | Expected Outcome(s)
(Agenda) Review actions from last Chair e Status of actions updated
meeting (comments provided)
Update on Research Progress Resear e Group is aware of progress and
ch plans
Ethical Considerations All e Group consider any new ethical
matters relating to the research
Issues / Risks All e Group aware of issues and
. suggested countermeasures
e  Positives All e Steering group aware of positive
impacts related to the research
Other Business All e The membership of the steering
. group is considered and any
changes (if required) agreed
Outputs & e Plan forward clear and agreed
Customers e Actions agreed with ownership
Meeting Scope
IS A forum focused on the progress of the Management Operating System Research in
Pharmacy
ISNOT A forum to discuss Operational Issues
A forum to discuss the details of the MOS deployment
A problem solving session

ADHB Executive

November 201

5

Version 1.0
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Appendix N: Steering Group Minutes Template

MINUTES - Management Operating System Steering Group i

AUCKLAN

Meeting Description
Purpose ¢ To review progress of the Research Project investigating the impact of
implementing Management Operating System in the Pharmacy Department
¢ To ensure that the research is conducted in an ethical manner and that any
concerns from staff are considered
¢ To ensure that key stakehclders are represented through the research
¢ To provide support to the researcher and supervisors to be able tc conduct
the research in accordance with the research proposal
¢ To ensure that the research does not interfere with the running of the
Pharmacy Department and any Clinical Care
¢ To ensure that the lead researcher and supervisors do not influence the
research tc promote their own agenda.
Attendees
Apologies / Absent
Date/Time
Location
Discussion Action Who | When

Next Meeting: DATE
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Appendix O: Example of Communication to Pharmacy Team

Regular communication updates were provided to keep stakeholders engaged in the
research progress. An example of one such communication update is provided

below:
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Management Operating System (MOS)
Development and Research with Pharmacy

August 2016 Tim Winstone

Research Question:

How does the implementation of a management operating system improve
the delivery and sustainability of change in a pharmacy department of New
Zealand public healthcare organisation?

Pre-Phase:

* Three focus groups were held to get feedback on the current situation in
Pharmacy related to relevance of strategy and reaction to business as
usual requirements

* There was great participation from a range of staff groups

* This feedback forms the research baseline

MOS Development:

* Visits to other areas using MOSto understand the approach further

* Shaping the Pharmacy strategy into A3 plans

* Development of 180 day plan for the Pharmacy department which outlines
the key projects over the coming six months

* Daily meetings workshops forteam leaders

* Design of daily / weekly meetings and commencing these in different areas

* Development of service level measures for pharmacy

* Commencing service level meetings using MOS approach

* Established regular 180day plan meetings

* Establishing routines for daily and weekly team meetings

* Commence Daily / weekly meetings with Clinical Pharmacy and PAPU
* Making pharmacy strategy and plans visible

* Defining clear roles and responsibilities for MOS at service level

* Reflecting and refining on daily and weekly meetings workshop

* MOS Maturity assessment

Post-Phase:
* Follow-up focus groups to understand any change
* Development of themes around change and impact

Reflection, Discussion & Writing:

¢ Literature review

* Discussions and analysis

¢ Thesis development

* The research is documented and published

* Feedback to wider team on outcomes and findings
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Appendix P: APAC Forum Poster: 2012 Service Excellence
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Service Excellence — better for patients better for staff

IMAGING

REPORTING

The Service Excellence programme providesa
structured pathway as shown in the ‘wheel’.
The programme is owned and led by the service,
involves all staff and builds on what the service
already does well.

The programme focuses on the patient pathway.
It defines and implements the activities that are
most important to patients. The aim is to
remove waste and inefficiency to make our
services better for patients and better for staff.

ADHB has engaged with six services through

Service Excellence. One of these services is
Radiology — this is their story...

Diagnostic Radiology - The patient pathway

1. Background

Auckland District Health Board (ADHB) delivers a range of health services locally, regionally and
nationally. Eachyearthe demand on these services grows at a challenging rate. If this demand is
unmet, we will be unable to deliver the quality of care our patients expect. This willimpact on
the health of our community and increase frustration and stress for our staff.

Service Excellence is one of ADHB's approachesto meet thesedemands. It provides an
opportunity to continue to provide high quality healthcare into the future.

Better for
patients,
better for

2. Evaluate

The first step was to find out what referring specialties, staff and patients thought about the
Radiology Services. The findings from this, supported by analysis of performance across the
patient pathway created the case for change.

* Delays / Backlog
Y Lost Capacity

Ward
- -
Booking || Pt || Care | Mmene .

i e * Validation |  Colour of boxes represent the

different teams in Radiology

The feedback and analysis highlighted the following key issues:

There was poor flow through Imaging due to hospital patients often being late to
appointments and experiencing delays which impacted patient safety and experience
There was a high number of patients who did not arrive to outpatient appointments
There were significant delays in reporting due to variability in staffing and interruptions
which led to reports not being available for diagnosis

There was no visibility and planning of Radiologist reporting capacity versus demand
There was a lack of planning of the “end to end” process; teams operated independently

3. Stabilise, Standardise and Improve

The service identified the goals they wanted to achieve and used a number of methods to
communicate these across the service.

Key work streams were identified to focus improvement efforts. These were across the radiology
service including imaging, reporting and establishing operational planning. As there were many
dependencies between the work streams an overall plan was required, this is outlined in the diagram
below.
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4. Define the Future

As well as improving the performance of the service for patientstoday, a focus was placed on
looking ahead to form a plan for the coming years.

A series of workshops were held involving representatives across the Radiology Teamto develop
this plan and align it to ADHB's Key Result Areas (Patient Safety, Quality Care, Improved Health
Status, Economic Sustainability, Engaged Workforce).

Communication sessions regularly take place within Radiology to deploy the strategy and update
on progress against the objectives.

5. Sustain and Continue to Improve

A key aspect of the Service Excellence approach is to ensure that the service embeds the change
and has the capability and tools for continuous improvement. In Radiology this included:

= Developing a service scorecard to measure performance against the goals

= Training staff in Lean Six-Sigma improvement approach. This involves nine days formal
training and the support of a mentor whilst staff lead a project.

Developing a Management Operating System. This is to connect operational performance,
improvement activity and long term strategic change and ensure alignment to the ADHB’s
goals.
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Results in Radiology
Inpatients arriving to
appointments on time
improved from 10% to >55%
50% reduction of GP referred
patients who did not arrive
for Ultrasound 10%
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7. Results through Service Excellence across ADHB
Service Excellence has been deployed acrosssix services at ADHB. These are just some of the
results that the Service Excellence approach hasenabled in the past two years.

General Medicine:

= The median length of stay for General Medicine patients has reduced by 30%(Dec 2011 —
Jun 2012)

= 25% more patients are discharged at the weekend from the inpatient ward

Orthopaedics:

= 25% increase in the number of patients with neck of femur fractures who go to theatre
within 24 hours

= Average orthopaedic patient length of stay (wards 75 &77) reduced by more than two days

Cardiac Surgery:
= 18.5% increase of bypasssurgery carried out internally since 2009/10
= 45% reduction in patients waiting longer than their target time frame since Jan 2012

Adult Emergency Department:

= 12%increase in the proportion of patients referred by Emergency Medicine to Inpatient
Specialties within three hours of admission (Nov 10 —Sep 11)

= Patient Satisfaction improved by 3%

General Surgery:
= The time patients wait for acute surgery hasreduced from an average of 40 to 27 hours
= Patients access elective surgery on average 31 days sooner

8. Message for Others

The Service Excellence approach provides a structured approach to bring all the elements of
successful change management together. The key to success hasbeen to have clinical
leadership and buy in alongside the expertise of Improvement Specialists. Using this approach
shows that step change is possible.

Contact: Tim Winstone
twinstone@adhb.govt.nz

Our key
resultareas:

better

" quality care

patient
safety

economic
sustainability

improved
health status

engaged
workforce
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