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Abstract

To effectively implement evidence-based practices (EBP) in behavioral health care, an
organization needs to have operating structures and processes that can address core EBP
implementation factors and stages. Lean, a widely used quality improvement process, can
potentially address the factors crucial to successful implementation of EBP. This article provides an
overview of Lean and the relationship between Lean process improvement steps, and EBP
implementation models. Examples of how Lean process improvement methodologies can be used to
help plan and carry out implementation of EBP in mental health delivery systems are presented
along with limitations and recommendations for future research and clinical application.
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Introduction

The potential for psychotherapy to help individuals suffering from mental illness has never been
greater given the progress in developing effective psychosocial interventions for a wide range of mental
health disorders.1–4 These interventions are referred to as evidence-based practices (EBP) because they
have been demonstrated through scientific studies to be effective in improving outcomes in a specific
population.5 Yet EBP continue to be underutilized in routine clinical practice.6,7

What has increasingly become apparent is that simply disseminating information and/or
providing training, no matter how well done, does not in itself lead to successful implementa-
tion.6–8 Successful implementation requires active efforts to best manage a complex interplay of
key factors (i.e., training, organizational readiness, staff engagement, fidelity, and feasibility)
within key stages (i.e., exploration, adoption/preparation, active implementation, and sustainability)
critical to effective dissemination of EBP.7,9

Implementation is defined as a specific set of activities designed to put a process or program of
known dimensions into practice.5 As a result, there have been significant efforts in recent years to
explore how to most effectively implement mental health EBP in clinical settings.3,7,10 The evolving
field of implementation science research offers models on how to implement EBP in mental health
delivery systems.7,9,11

Given the complexity of implementing EBP, organizations need specific structures and processes to
focus efforts on the key factors and stages that support implementation.7 Such structures and processes
align the organization’s capabilities tomove an intervention through the various stages of implementation
while at the same time ensuring that the factors critical to effective implementation such as organizational
readiness, staff engagement and alignment, feasibility, and fidelity are targeted and prioritized.

Quality/improvement (QI) methodologies have been recommended as a potentially effective
structure and process to address the factors and stages involved with implementation of EBP in
mental health delivery systems.12 Quality management systems initially were developed in the
manufacturing industry13 as it became recognized that production and quality improved when the
management approach shifted from an authoritarian approach (“Do x this way”) to management
sponsored and front line designed (“we need to accomplish x. How should we do that?”). Recently,
these QI processes have been incorporated into health care.14 One of the most widely used QI
structures is the Toyota Production System15also referred to as Lean16 that has been adopted by
many healthcare organizations17 and identified as a potential quality improvement implementation
model within the mental health specialty field.5,18 The strength of Lean as compared to other
quality improvement processes (e.g., total quality management) is that it offers not only quality
improvement methodologies but also a management system that makes it possible for organizations
to implement change and to hold the gains. At the highest level, a Lean management system allows
an organization to strategically deploy resources to the areas core to its business. At the front-line
level, the management system makes performance targets visible, provides standard work for
managers to ensure that work processes are operating reliably and are capable of producing desired
results.

Lean holds particular promise for improving implementation of EBP in the mental health field
because, through its management structure, it brings a rigor to implementation and follow-through that
has not been traditionally part of work in the field. Lean engages mental health clinicians because of its
emphasis on both the voice of the customer and respect for the role of the workers’ expertise in the
improvement process. In mental health care, the customer (i.e., the patient) and the worker (i.e., the
clinician) are the most essential components in delivering the most common mental health intervention
(i.e., psychotherapy).

What follows is a description of Lean, its relationship to EBP implementation stages and factors,
and a description of how Lean has been used to implement EBP in a mental health delivery system
at Group Health. Group Health Cooperative is a consumer-governed, nonprofit, healthcare system
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that provides coverage and health care for approximately 650,000 people in Washington and Idaho.
The Behavioral Health Services department at Group Health Cooperative provides coverage and
mental health and chemical dependency care for 17,000 people per year via its seven staff model
mental health clinics as well as its contracted network. Group Health has fully integrated Lean
quality improvement methodology into its management structure to include implementation of the
medical home in primary care.19

What is Lean?

Lean is both a set of production practices and tools as well as a management philosophy useful for
stabilizing and continually improving processes. Table 1 provides a summary of the key operating
principles and processes that make up Lean:

Ensure quality at the source In Lean, quality is defined from the customer’s perspective. To “ensure
quality at the source”, means that processes are developed to reliably deliver a quality output that
meets the customer’s expectations. Key to this is the Lean improvement process of the A3 which
involves asking the customer what his or her expectations are versus making assumptions. This
alone can be a revolutionary idea in healthcare where providers may assume that they know what is
best for the patient and what the patient needs. At Group Health, there has been great value in
involving patients in Lean improvement processes and working to design processes to meet stated
patient requirements.

Redesign for steady flow When production and delivery of a service or product is driven by
customer demand and characterized by a steady pace and rhythm, it is described as steady or
continuous flow. Through the improvement processes of the project charter and the rapid process
improvement workshop (RPIW), services or products are provided to the customer “just in time”
(JIT), meaning when the customer needs them.

Establish standard work Standard work means that all workers doing the same task do it in a
consistent manner. Specific tools, referred to as job breakdowns and job aids, are used to train staff
on standard work. Through use of Lean improvement processes of daily management, supportive
observations, skills assessment matrix, and management guidance team, staff are trained in best
practices and prepared to provide the required services to customers. Standard work is ideally
developed by the workers themselves based on their expert knowledge of the process. In the Group
Health mental health clinics, there was variation in availability and content of group therapy for
depression. Using a Lean process, best practices were gathered and a standardized cognitive
behavioral therapy-based group was developed and implemented in every location.

Engage and respect everyone’s expertise To be successful in applying Lean, an organization must
structure the management system in a manner that demonstrates respect for the people doing the
front-line work. While management identifies the parameters and intended goals, central to a
number of key Lean improvement processes (A3, RPIW, Huddles), it is taken as a given that those
doing the actual work are in the best position to design and improve processes to most effectively
meet the needs of the customer.

Eliminate waste At the heart of Lean is a focus on reducing waste and increasing value to
customers. Through the continuous improvement processes of Plan Do Check Adjust (PDCA) and
Vertical check, processes are continuously reviewed, adjusted, and improved to increase the
efficiency and effectiveness of the process. As with quality, “value” is defined by the customer. For
example, when new patients call the Behavioral Health intake phone center for a first appointment
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the only part of the phone encounter with true value to them is getting a scheduled appointment.
However, in order to produce an appointment, the worker answering the phone must ask a number
of questions and then search through databases of information to arrive at the best appointment.
This may take up to 7 min. This work is important, but if any of this time does not add direct value
to the patient, it should be considered wasteful.

Install a visual workplace Lean improvement principles are fully integrated into the daily
operations of the delivery system through the daily management system. A daily management

Table 1
Lean operating principles and improvement processes

Operating principle Improvement processes

Ensure quality at the source • A3 (problem solving process to assess quality at source by using
staff and patient input to assess gap between actual and desired
performance)

Redesign for steady flow • Project charter (summary of information obtained from the A3 that is
used to define expectations/outcomes for improving/developing
new processes of care)

• RPIW (rapid process improvement workshop. A 3- to 5-day event
where processes of care are either developed and/or improved)

Establish standard work • Daily management system (this is the standard work managers follow
to ensure that work processes are implemented consistently)

• Job breakdown (description of how exactly each step in the standard
work process needs to be done)

• Gemba/supportive observations (managers meeting directly with
staff to observe/train/coach in the standard work)

• Oversight/management guidance team (group of managers, leaders,
and clinicians within organization responsible for implementation
of standard work)

• Skills assessment matrix (system to track status of staff competency
in standard work

Engage and respect
everyone’s expertise

• A3
• RPIW
• Huddles (daily 10- to 15-min meetings where staff and managers have

opportunity to review key work processes and if necessary engage
in problem solving activities)

Eliminate waste • PDCA (Plan, Do, Check, Adjust. These are steps that are used to
continuously improve processes so that they are efficient and waste
free)

• Vertical check (structured way to review process that has been
implemented to identify waste/inefficiencies in the process)

Install a visual workplace • Daily management system
• Visual measurement of processes and outcomes (tracking system

displayed visually that allows manages and staff to monitor status
of a process improvement. This is typically reviewed during
huddles.)
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system provides information about how a process is performing compared to target. Central to the
daily management system is a visual workplace where problems can be easily identified at a
glance. Through visual measurement of processes and outcomes, process improvement and
management of day-to-day operations are one and the same. At Group Health, mental health
clinicians engage in “roundings” with management to review progress toward service and clinical
goals (many of which involve EBP implementation). When targets are not met, the front-line
clinicians provide their insights on how processes can be improved. When an issue is determined to
be one of staff error or non-adherence to standard work, managers approach the issue in the spirit
of inquiry and function in a coaching role.

Relationship of Lean to Evidence-Based Practice Implementation Models

The underlying thinking and practice of Lean’s quality improvement processes converges with
behavioral health EBP implementation models.5,11 EBP implementation models have identified both
implementation stages as well as key factors/issues which are critical to the success of dissemination of a
mental health EBP. These stages/factors along with the Lean operating processes that can be used during
each one of the stages to address these key EBP implementation stages are summarized in Table 2.

Table 2
Comparison of EBP key factors and lean operating principles across key stages of implementation

EBP Key Factors LEAN Operating principles

Stage 1: problem identification
Exploration/planning inner/outer setting A3. Components:

• Identify customer needs
• Quantify desired outcomes
• Indentify gap between desired future and current

state
Stages 2: development/adoption

• Feasibility • Project charter
• Readiness • Rapid process improvement workshop (RPIW)
• Engagement • Written standard work (job breakdown)
• Intervention characteristics

Stage 3: implementation/execution
• Training • Oversight team (management guidance team)
• Fidelity • Implementation timeline

• Daily management system
• Staff & management huddles
• Skills assessment matrix
• Gemba/supportive observations
• Visual measurement of process and outcomes

Stage four: reflection and evaluation
• Feasibility
• Engagement
• Intervention characteristics
• Fidelity

• Vertical check
• Kaizen/PDCA
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Stage 1: problem identification

As noted in Table 2, the first key stage in evidence-based practice implementation is problem
identification. During this phase of EBP implementation, a key issue to address includes
“Exploration of the Inner Setting” (e.g., the organization’s culture and implementation climate,
leadership engagement) and “Outer Setting” (e.g., patients’ needs and resources, external policies,
and incentives) to determine whether there is a clinical problem in need of improvement.5 For
example, an organization’s leadership might suspect a problem of failing to implement a
recommended practice guideline that mental health professionals should conduct a structured
suicide risk assessment if a patient presents with suicidal ideation.20 In addressing the first Lean
operating principle of ensuring quality at the source, a lean improvement process that can assist in
determining whether there is a gap between current mental health practice and evidence-based
practice is referred to as the “A3.” The A3 is both a paper tool and methodology that focuses a staff
person or team’s thinking to solve a problem by first assessing the gap between actual and desired
performance. The next step is to identify the root cause of the gap and prioritize areas for
improvement. Then, the team identifies the appropriate action (in Lean referred to as the
countermeasure) to address this gap.

A chart audit of patients who presented to group health behavioral health services with suicidal
ideation revealed that a structured suicide risk assessment was conducted only 25% of the time.
There appeared to be a significant gap between the ideal state (100% assessment) and current state
performance. As noted in Table 2, a key EBP issue in this initial phase is further “Exploration and
Panning” to better understand the reasons for this potential clinical problem. Utilizing the Lean A3
problem solving strategy, the next step is to understand the clinical issues from both the patient and
clinical perspective. When interviewed about their perspective on this issue, patients stated that
they expect clinicians to ask about suicidality on a regular basis. To learn about barriers to
completing a structured assessment, the clinician perspective was solicited and the following issues
were identified:

� Screening for suicide risk is not done consistently.
� It takes too much time to complete a structured suicide risk and/or crisis plan.
� Lack of standard way to assess suicide risk.
� Lack of consistent way to complete a crisis plan.

The final step in the A3 process is to identify the countermeasure or most preferred way to
decrease the gap between actual and desired performance. In the example above, the
countermeasure was to develop a consistent way to screen for suicide risk (i.e., administration of
suicide screening question for every patient at every visit) and use of a standardized suicide risk
assessment tool that was time efficient for any patient identified by the screening tool as being high
risk. Thus, the A3 lean improvement tool can serve as an effective structure to facilitate exploration
of both the organization (i.e., inner setting) and evidence-based practice (i.e., outer setting) to
identify a problem to address through EBP implementation.

Stage 2: development/adoption

There are a number of key factors that need to be addressed at this stage to enhance the
likelihood of EBP implementation.5 As noted in Table 2, these factors include feasibility, readiness,
engagement, and intervention characteristics.

There are a number of both operating principles and improvement processes within Lean that
addresses key factors during the development/adoption phase of mental health EBP implementa-
tion. As it pertains to the fourth Lean operating principle of engaging and respecting everyone’s
expertise (see Table 1), particularly the customer, any process being implemented or improved via

Lean Process Improvement in Behavioral Health Care STEINFELD et al. 509



Lean methodology must begin with consideration of what customers want and need. When
providers hear directly from patients about what they want and need, it creates a compelling cause
for change. For example, patients interviewed about group therapy for depression and anxiety were
very articulate both in describing the value of a group therapy approach (“I am not only the patient
but I can also help others”) as well as what they wanted from a group therapy leader (“Listen well
and teach us about strategies to better cope with our mood difficulties”).

The EBP implementation factors of feasibility, engagement, and intervention characteristics can
be addressed through a Lean improvement process referred to as a RPIW. An RPIW is an event
lasting between 3 and 5 days in which representatives from every stakeholder group meet to either
improve and/or develop processes of care. In order to address the first Lean operating principle of
ensuring quality at the source, preparation for the RPIW involves identifying customer needs and
having leadership set goals and guideposts. During the RPIW, staff is actively involved in the
development and/or modification of processes that will work in the delivery system. The goal of
the rapid process improvement workshop is to meet the second operating principle of Lean which
is redesign for steady flow (see Table 1) by translating the general principles of EBP into specific
structures and processes that can increase the likelihood that front-line clinical and administrative
staff will find them practical and more likely to use them in actual clinical practice. Staff
engagement is enhanced when there is respect for the clinician’s expertise and opportunities to
have direct involvement in solving problems related to their clinical practice.

The first step in the development of an RPIW is to create a project charter. The project charter
includes information obtained from the A3 (Lean improvement process for problem identification)
and is used to identify the purpose of the improvement event along with defined expectations/
outcomes. Table 3 illustrates an example of a project charter for the optimal management of
patients with significant emotional regulation difficulties. Dialectical behavioral therapy (DBT) has
been identified as an EBP treatment of these patients.21

As noted, the project charter is clear in identifying specific parameters of implementation that
address both adherence to EBP through use of Linehan’s DBT skills manual22 as well as cost
effectiveness (i.e., number of participants needing to attend each group).

The project charter serves as the guide to the improvement efforts which occur in the RPIW. In an
RPIW, front-line clinical and administrative mental health staff is brought together over a 3- to 5-day
period to develop a number of key deliverables to implement the project expectations which can include:

� A process flow (flowchart) which depicts all of the steps in the process. For example, with
implementation of DBT, the process would begin with making a referral and end with the
enrollee-completing treatment. Key process steps are detailed such as criteria for DBT referral,
how to make and track referrals, as well as the process of communication and orientation of
patient to dialectical behavioral therapy.

� Job breakdowns and job aids to train staff in the new process. The RPIW improvement process is
the primary vehicle used to develop definitions of standard work so that a process or task gets done
consistently by everyone, is established and well documented, and follows current best practices.
Standard work within a Lean improvement can be used to address fidelity to the EBP intervention
characteristics. The job breakdowns describe exactly how each step of the process (referred to as a
“job”) is to be done. It is essentially standard work in written form. An example of a job breakdown
for how therapists are to use a progress monitoring tool can be found in Table 4.

In this job breakdown, the focus is on both the clinical aspect of the process (in this case,
explaining rationale for progress tool, addressing alliance issues, and responding to changes in the
score) as well as the mechanics of the process (where to look for past scores in the record and how
to enter the score). The clinical and administrative aspects of a process are both important
components of effective implementation of mental health evidence-based practices.
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� Implementation plan which includes clear milestones in terms of implementation within a
timeline and across work sites.

� Measurement plan which includes in process checkpoints as well as outcomes. Good in process
measures are connected to outcome measures and allow an opportunity for providers in the process
to make a mid-course correction based on data that indicates the process is not being met before the
problem is experienced by the customer. For example, an outcome goal of a group psychotherapy
program at Group Health was to refer 20% of depressed patients to group. An in-process measure
was tracking the number of patients providers referred to group on a weekly basis.

Table 3
DBT purpose statement

There is a group of patients seeking mental health services that is characterized by higher rates of
morbidity, mortality and unnecessary health care utilization. BHS generally provides treatment
as usual (TAU) for these patients which often results in poor and/or increasingly cost-ineffective
use of BHS services. The most validated evidence based and effective care for patients with
these types of risk factors is dialectical behavioral therapy (DBT).

At this time there are nine published randomized clinical trials that support DBT’s efficacy across a
number of behavioral problems, including suicide attempts and self-injurious behaviors,
substance use, bulimia, binge eating and depression in the elderly. The vast majority of DBT
utilization is in outpatient settings and ambulatory clinic settings.

The purpose of this charter is to provide an outpatient DBT skills group program that will both
efficiently and effectively enhance the ability to treat patients demonstrating the following types
of problems.
• Extreme and functionally interfering levels of emotion distress with an inability to regulate

these emotional states
• Self-injurious behaviors that require medical attention
• Suicide attempts/actions with corresponding functionally intruding levels of suicidal ideation
• Treatment interfering behaviors and problematic adherence to treatment regimes

Of note is a concurrent assessment of programming in full fidelity to the DBT protocol. This
includes utilization of individual DBT therapy, the weekly DBT skills group, “coaching calls”
for greater access to care and each clinician participating in a weekly DBT Consultation Team.
Additionally, there is an evaluation of future state costs for training that would allow providers to
become fully endorsed and foundationally trained—thereby strengthening the fidelity to protocol
of this model of care and edifying local teams of DBT trained providers.

DBT project expectations
• A minimum of one DBT skills group in each fully staffed BHS clinic
• Group facilitator trained in protocol and participating in BHS Consultation Team
• Utilization of a standardized evidence based curriculum (Linehan’s DBT Skills Manual)
• Group curriculum will repeat every 24 weeks
• Estimated enrollment of 14 participants at beginning of each module
• Minimum of ten participants attending group each week
• Group facilitators will monitor clinical outcomes at each session using standardized tools
• Participants will receive an orientation by a BHS clinician prior to attending group
• Groups will be facilitated by two providers
• Groups will last 90 min
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To achieve these deliverables in a 5-day RPIW often requires weeks of preparatory data
accumulation, stakeholder interviewing, and agenda planning. The scope of the event must be
clearly defined and backed up by leadership with the emphasis on the following:

� The facilitators must make a compelling case for change during the event. This is often accomplished
by interviewing a patient during the event and bringing forward the results of the A3 thinking/current
state assessment. Participants must be able to recognize improvement is possible as well as necessary.

� Using the power of the team both in terms of individual and collective skills to create the vision
of what needs to change in order for this improvement to occur.

� Developing a plan which includes specific tasks and timeline for implementation.

The process of planning for and conducting a rapid process improvement workshop can be time
consuming. Yet, when done successfully, staff feels an incredible sense of pride and ownership in
being participants in the development process and become effective champions of this new process

Table 4
Progress monitoring tool job breakdown

Important step:
“Why” Key point: “How” Reason: “Why”

Prepare for visit • Review past note for most recent
patient Progress Tool Scores

• Review EPIC PHQ-9 flow sheet

• Track patient’s progress over time
which will inform focus and
direction of upcoming visit

Discuss progress
tool results with
patient

• If intake visit: explain purpose
and rationale for Progress Tool to
patient and it will be occurring
each visit

• For all visits: look at current score
in terms of level of distress

• Increase patient compliance in
completing tools and facilitating
understanding of why it is used

• Research shows asking patient’s
for feedback about their clinical
status results in better treatment
outcomes

• Helps the provider stay focused on
the episode of care in addition to
the current concern

Discuss alliance
questions at the
beginning of the
session

• Review and discuss alliance
questions specifics with patient
in session

• Research shows provider’s
perceptions of the relationship
often do not match patient’s
perceptions

• Research show the patients of
providers who use a tool to measure
the therapeutic alliance have better
clinical outcomes than those who
use an outcome tool alone

Record progress
tool results in
EPIC

• Select MHPMT on visit navigator
• Enter progress tool data into

MHPMT (flow sheet)

• Keep track of past progress and look
for trends

Shred • Use confidential shred box
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at their local clinics. Being able to create a new process of care in just 1 week is in fact more time
efficient then the common practice in many organizations, where planning meetings can go on for
weeks, months, and even years before a change in service delivery occurs. Historically, a
significant issue in effective implementation of mental health EBP has been how to engage
clinicians who by nature are very autonomous and self-directed. The heightened engagement of
staff who have participated in a rapid process improvement workshop at Group Health suggest the
potential significant benefits of this time intensive but highly valuable improvement process.

Stage 3: implementation/execution

The next key stage in dissemination of EBP is program “Implementation and/or Execution.”5,11

During the implementation phase, the strategies that have been developed during the adoption
phase to address the key factors necessary for EBP implementation (see Table 2) are put into place.

Within Lean methodology, implementation is addressed through the third key operating principle
of establishing standard work (see Table 1). One of the improvement processes in Lean to help
develop standard work is having a management structure called the management guidance team
(MGT) analogous to what EBP implementation models refer to as the “Implementation team.”7

This team is made up of organizational leadership or sponsors who have authority and access to
resources necessary to implement EBP. In mental health care, this would be the director of mental
health delivery system, managers responsible for actual implementation of the EBP in a clinic, and
selected front-line clinicians who will be doing the EBP.

The management guidance team oversees implementation of the EBP through use of the daily
management system described earlier. The daily management system is designed to keep attention
on core aspects of the business to ensure that measures (which are tied to customer requirements)
are being met. In the daily management system and indeed in a Lean management system in
general, managers follow standard work as well as front-line staff people. “Training” is a key factor
in both EBP implementation and establishing a daily management system. Manager standard work
is designed to check for adherence to standard work and to track progress on measures. This is
closely related to the EBP key factor of “Fidelity”. In the implementation phase, the daily
management system focus is initially on training staff in the standard work. The job breakdown
noted previously is the primary lean structure used to address the key factor of “Training” during
the implementation/execution phase of EBP. In mental health delivery systems, this translates into
managers meeting with staff on a regular basis both informally and formally and using the job
breakdowns to orient staff on the steps in the new process. Another Lean tool, the skills assessment
matrix is used to track staff competency in the standard work. An EBP mental health example is
tracking the use of screening and brief intervention for substance use in patients with primary
mental health disorder. The steps that managers use to track clinicians understanding of this skill
are summarized in the skills assessment matrix (Table 5). These steps include using standardized
drug/alcohol screening tool, determining level of substance risk, and engaging in motivational
interviewing if substance use is present and documented appropriately in chart (Table 5).

Managers determine staff performance on this skills assessment matrix by implementing a
central tenet of Lean management which is called going to the “gemba.” Gemba is a Japanese term
which means the factory floor. Managers might directly observe clinical sessions to see whether
clinicians actually use the steps identified in the skills assessment matrix to screen for substance
use. An alternative to direct observation is supportive conversations during which managers ask
staff to review how they screen for substance disorders and to show them specifically how they
measure and document in the chart. The skills assessment matrix helps managers during stage 3 of
EBP implementation to assess the key implementation factor of “Fidelity” by being able to
determine whether actual implementation of the EBP is consistent with how the EBP was designed.
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Another key component of the daily management system is the daily huddle. Each day, staff
huddles for 10–15 min to review key activities of the clinic. For mental health organizations, these
activities could include review of patients who are at risk for suicide, discussing process for group
referrals to DBT, access status for depression and anxiety group psychotherapy, and process for
referring patients to care management. During this huddle, updates are provided regarding the
process improvement as well as addressing any concerns or issues staff have. This allows for real-
time adjustments related to the implementation factors of engagement as well as just-in-time
training and review of intervention characteristics. In addition, weekly huddles can also occur
either electronically or by telephone with the MGT. For example, at Group Health, there has been a
weekly huddle phone call for all managers for several years. On this call, the pacesetters for an
improvement initiative review implementation timelines and check issues related to implementa-
tion to address them in real time. Since the weekly huddle calls occur within the normal
management structure of the delivery system, they support accountability among all participants in
the improvement process. Finally, critical to the effectiveness of the daily management system is a
measurement system which allows leaders to visually track the key outcomes expected from the
improvement activity. These can be as simple as a checklist of how many referrals have been made

Table 5
Screening and brief intervention skills assessment matrix
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to depression group each week or a spread sheet that displays clinical outcomes for patients
populated by data from the patient’s electronic medical record. These measures are displayed in
each clinic on a visual system which is posted on the wall and visible to all staff. The visual system
provides focus for both the daily and weekly huddles.

In summary, use of the daily management system enables a clinical delivery system to have both
a set of tools (i.e., skills assessment matrix, job breakdowns, and visual management system) as
well as processes (huddle meetings and calls, going to the “gemba”, or actual direct observation)
that have the potential to address the key components of EBP implementation during stage 3 of
“Fidelity and Training.”

Stage 4: reflection and evaluation

The final stage of EBP implementation is “Reflecting and Evaluating” where adjustments to the
EBP should be made based upon the implementation experience.11 During this phase, feedback is
obtained related to key EBP factors used during the prior three stages of EBP implementation (i.e.,
feasibility, readiness, engagement, training, intervention characteristics, and fidelity). This feedback
can be both qualitative and quantitative and is used to enhance learning and make additional
improvements to the implementation process.

Within Lean, reflecting and evaluating are addressed through the fifth lean operating principle of
eliminating waste (see Table 1). Two key Lean improvement processes that are used to address this
operating principle are a vertical check and PDCA. The Vertical check is a scheduled review of a
recently implemented process; it should occur approximately twice a year. AVertical check (this is
the check in PDCA) might involve reviewing each step of the implementation process with
managers and staff through the daily management system huddles. Other aspects of a vertical check
include review of measurement plan data, and additional ad hoc data collection and review. Based
upon the feedback, oftentimes implementation challenges are surfaced. An example of a feasibility
issue within behavioral health might be “It takes too much time for a psychiatrist to complete a
standard suicide risk assessment in a 30 min visit”. Another example related to the Intervention
Characteristic of the EBP is that in a group therapy program, patient’s discussions were not focused
on how they were using EBP tools to manage their mood. If the identified challenge is small, it can
often be easily and immediately adjusted (the “Adjust” in PDCA) through the huddle calls. If it is
uncertain what the reasons for the implementation gaps are, than a structured problem solving
process (A3) can be used to identify the root causes for the implementation issues. Often,
adjustments can be tested in one clinic and if successful, then spread through the implementation
structure to the other clinics. Or if necessary, an additional improvement event can occur to make
process adjustments (“A” in PDCA). These improvement events can be particularly effective since
an organization is able to take advantage of the actual experience (the “Do” in PDCA) in
implementation of the EBP. For example, Group Health conducted a follow-up improvement event
after 6 months of implementation of an EBP group therapy program for depression and anxiety.
During this improvement event, adjustments were made to the intervention characteristics by
establishing a clear structure for how group leaders’ structure should facilitate patient’s discussion
of individual problems. Feasibility issues were also addressed by adjusting downwards the number
of patients in group, and improving the process for making referrals to group.

Conclusion

It has been well documented that effective implementation of EBP in mental health care is more
than simply dissemination and training of the EBP.10 Effective implementation involves paying
attention to a number of key factors, stages, structure, and processes that are critical to successful
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and sustainable implementation.5,11 What is still not clear is what types of structure and operating
principles organizations need to employ to most effectively implement EBP within mental health
delivery systems. Lean process improvement provides a model that has been well developed in
both industry and health care that may have applicability to implementation of EBP within mental
health care.

This article has provided a summary of the basic principles of Lean, how it relates to mental
health EBP implementation models, as well as specific examples of the application of Lean
processes to mental health EBP implementation. As one considers the potential of Lean to serve as
a structure for implementation of EBP in mental health care, there is a number of limiting factors
that one needs to consider.

First, while Lean is currently being used in a number of businesses and health care, the current
research literature has failed to consistently document its effectiveness.23 There are two potential
factors which may be contributing to this result. First, Lean is primarily a set of operating tools and
processes. It is possible that failed results were due to the lack of pairing of Lean with an
organizational management system and not using key organizational psychological principles for
developing effective change in business. Critical to the implementation of an EBP process in
healthcare organizations is leadership engaging staff in identifying the merits of improved care
design and providing the opportunity to tailor the standardization to their own environment.24

Basic organizational psychology principles25 are used to help staff acknowledge the discomfort to
make needed changes and identify their individual aspirations for high performance/improved well
being to harness the motivation needed to make adjustments in their practice to implement EBP.
When Lean is fully integrated into the management structure, there is emerging evidence as to its
effectiveness to improve healthcare quality.19,29

In addition, it is also possible that the change management strategy utilized in these studies was
not based upon evidence-based principles. While Lean can very effectively create processes for
individuals to all be doing similar work, if the work is not based upon evidence-based practices,
then it is likely those change efforts will not result in significant improvements. Thus, it appears in
the future that optimal use of Lean is based upon the ability to fully integrate Lean change
management principles with the core principles of implementation science.

There are recent examples of use of Lean in improving mental health care. One is the
Learning Collaborative Model that has been used in the implementation of EBP Child
Trauma Treatment.26 This model brings together multidisciplinary teams from different
organizations to learn quality improvement methods that they can apply in the local setting to
make the systemic and organizational changes necessary for implementation of the EBP. This
improvement process uses a number of operating principles similar to Lean (gathering
information on customer requirements, developing standardized processes, use of measure-
ment, and use of improvement cycles). Collaboration between leaders and their teams is
critical to achieve the appropriate balance of flexibility and fidelity necessary to adapt EBPs
to the needs of each local organization.5 In addition, there was a recent case report of the use
of lean principles in improving access in a community mental health agency.18 There is a
need for additional case reports as well as the mental health research community to
systematically assess the potential efficacy of Lean and similar process improvement
structures in implementation of EBP in mental health care.

There are also a number of components of the Lean improvement process that present challenges
when attempting to apply it to implementation of mental health EBP. First, is that mental health
processes (i.e., psychotherapy) are complex communication-oriented processes that are much
different than the production models Lean is based upon. Given the complexity of mental health
processes, it is recommended that if mental health organizations want to get started with lean, it
would be important to pick an initial process that is simple and easy to measure such as the
provider schedules or access.18
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In addition, one of the key components of Lean is that front-line staff (i.e., those doing the work)
design how the EBP should be implemented. While this process has been found to be effective in
increasing ownership and engagement, it poses the risk of the EBP process being implemented in a
way that is not faithful to how it was designed in research literature. This drift, referred to in the
EBP implementation world as “Fidelity” is critical to effective implementation. There have been a
number of articles related to this principle identifying potential strategies to find the right balance
between flexibility and fidelity.27,28 What appears to be critical in this flexibility versus fidelity
“controversy” is being able to identify from both a theoretical and research perspective which
aspects of the EBP needs to be strictly consistent in implementation and which can be flexibly
adjusted. How this could occur in the Lean structure is through leadership communicating
expectations about where the EBP treatment model can be changed and where it cannot.

Another limiting factor of Lean relates to the role of training in implementation of EBP. Lean has
been most often used in production processes where direct instruction through job breakdowns,
modeling and demonstration by a supervisor or coworker has been found to be sufficient to train
the workers in the new process. In implementation of mental health EBP, the process is often
complex involving significant variability in client presentation, multiple visits that involve both
presentation of didactic information while at the same time addressing variables related to
therapeutic alliance.26 Implementation of mental health EBP often has involved extensive training
and ongoing consultation by individuals with particular expertise in the EBP. Mental health
organizations often do not have the time or resources to devote to the intensive training that may be
needed to implement the process improvement developed through Lean operating principles. There
may be a need to make adaptations to the Lean process that could better incorporate the ongoing
training and consultation often necessary to implement EBP in mental health.

Finally, it is important to acknowledge the time it takes to implement a Lean improvement
process in an organization. It is difficult for mental health organizations to have the financial
resources available to free up the time often times necessary to fully implement Lean process
improvement. The cost impact can be lessened somewhat by fully integrating Lean operating
principles into the management system of the organization and by focusing changes efforts on
areas that is most important to the organization.

Implications for Behavioral Health

Lean process improvement offers the promise of a structure and a process that can be integrated
into ongoing service delivery, can effectively engage staff, is customer/patient centered, and is
based upon principles respectful to both the role of measurement/data as well as the role of people
in effectively implementing an EBP. As one progresses through the stages of implementation from
problem identification to design, adoption, implementation, and evaluation of mental health EBP,
there are a number of key factors that have been identified within the mental EBP implementation
literature (i.e., feasibility, engagement, training, intervention characteristics, and fidelity) that are
critical to be able to effectively implement mental health EBP. Lean is a continuous improvement
methodology that has principles (customer/patient focused, respect for staff, and managers as
coaches) and structures (A3, RPIW, standard work, daily management system) that have the
potential to address the key factors critical to mental health EBP implementation. It is hoped that
by providing the mental health field with a basic understanding of Lean and how it can potentially
be applied to mental health EBP implementation, this article will stimulate both research and
clinical implementation leaders to consider use of Lean improvement process in both research and
applied setting so that we can take full advantage of the potential opportunity that EBP provide to
decreasing the suffering and improve the functioning of individuals with mental health disorders.
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