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ABSTRACT
The last half century has seen significant changes to
Maternity services in England. Though rates of
maternal and infant mortality have fallen to very low
levels, this has been achieved largely through hospital
admission. It has been argued that maternity services
may have become over-medicalised and service users
have expressed a preference for more personalised
care. NHS England’s national strategy sets out a vision
for a modern maternity service that continues to deliver
safe care whilst also adopting the principles of
personalisation. Therefore, there is a need to develop
maternity services that balance safety with personal
choice.
To address this challenge, a maternity unit in North

East England considered improving their service
through refurbishment or building new facilities. Using
a design process known as the production preparation
process (or 3P), the Lean principles of understanding
user value, mapping value-streams, creating flow,
developing pull processes and continuous
improvement were applied to the design of a new
maternity department. Multiple stakeholders were
engaged in the design through participation in a time-
out (3P) workshop in which an innovative pathway and
facility for maternity services were co-designed. The
team created a hybrid model that they described as
“wrap around care” in which the Lean concept of pull
was applied to create a service and facility design in
which expectant mothers were put at the centre of care
with clinicians, skills, equipment and supplies drawn
towards them in line with acuity changes as needed.
Applying the Lean principles using the 3P method

helped stakeholders to create an innovative design in
line with the aspirations and objectives of the National
Maternity Review. The case provides a practical
example of stakeholders applying the Lean principles
to maternity services and demonstrates the potential
applicability of the Lean 3P approach to design
healthcare services in line with policy requirements.

PROBLEM
Each year, there are around 665,000 births in
England and this is forecast to rise to over
690,000 by 2020.1 The last half century has
seen significant changes to Maternity services
in the UK.2 Since the establishment of the

NHS, rates of maternal and infant mortality
have fallen to very low levels. However, this
has been achieved largely through hospital
admission for delivery activity.3 Some reports
suggest that maternity services may have
become over-medicalised4 5 and surveys of
new mothers have suggested a preference for
more personalised maternity services.6 Based
on the principles of “women being able to
make choices about their care, and the safety
of the mother and baby”, NHS England’s
national strategy sets out a “vision for a
modern maternity service that delivers safer,
more personalised care”.1 Therefore, there is
an ongoing need to develop maternity ser-
vices that balance choice, safety and cost
effectiveness.
To address this challenge, a maternity unit

in North East England considered improving
their service through refurbishment or build-
ing new facilities. Capital developments such
as this present an opportunity for improve-
ment that “supports safe, effective and effi-
cient patient care”7 whilst also impacting
positively on staff wellbeing, efficiency and
patient experience.8 9

The project took place at a small acute
Foundation Trust with an annual turnover of
around £184 million and employing over
3,300 staff. The Trust offers a range of
general and acute services including mater-
nity services which have been rated amongst
the safest in the country. There are currently
around 2,500 births per annum in the Trust’s
local area and the majority of expectant
mothers in the area access the Trust’s mater-
nity services.
The Trust operates a joint obstetric and

midwifery-led maternity unit from its main
hospital campus. Improvements have been
made to the unit previously, including the
development of a delivery suite and the add-
ition of a pregnancy assessment unit.
However, due to the age of the building it is
relatively expensive to manage and maintain.

Smith I. BMJ Quality Improvement Reports 2016;5:u208920.w5761. doi:10.1136/bmjquality.u208920.w5761 1

Open Access BMJ Quality Improvement Programme

http://crossmark.crossref.org/dialog/?doi=10.1136/bmjquality.u208920.w5761&domain=pdf&date_stamp=2016-11-10
http://qir.bmj.com


The Trust also considered that improving the mater-
nity facilities made sense from a business perspective.
Historically, the Trust has delivered around 2,000 babies
per year, about 80% of the births in its local area. Since
the opening of a new birth centre at a neighbouring
Trust, this has reduced by around 100 to 200 births per
year. Given that labour and childbirth are natural phe-
nomena, the promotion of patient choice in the NHS1 is
arguably particularly compatible with maternity services.
Also, the arrival of a new baby is a major event in a
woman’s life and it is unsurprising that expectant
mothers want the best possible environment in which to
deliver their baby. Perceptions of quality by service users
have been related to the environment in which the ser-
vices take place.10 11 These perceptions can be influ-
enced by a range of factors including ambient
conditions, subjectivity and emotion in addition to phys-
ical layout, signage and equipment.8 12 Based on user
feedback (survey data from 400 women) the trust deter-
mined the important factors to women choosing mater-
nity facilities which included: private, single rooms;
amenities for their partners to stay with them; easy
access to parking and family friendly environments for
siblings. Midwives and doctors were more or less taken
as a given though women expected that those who were
looking after them would be caring and compassionate.
Therefore, in today’s NHS where patient choice is
increasingly promoted, and in a service where choice is
a real option, the Trust could see the strategic business
case for improved facilities that met with the expecta-
tions of women in the community they served.

BACKGROUND
To develop the new facility design, Lean methodology
was applied. Derived from the practices of Japan’s auto-
motive industry, Lean is an improvement philosophy
that seeks to optimise end-user value and reduce
waste.13 Recent reviews have demonstrated the increas-
ing application of Lean thinking to improve healthcare
processes.14–18 Lean has also been reported as a prac-
tical means of improving the design of healthcare facil-
ities by early adopters in the USA.19–21 Beyond our own
research however,22–26 there are few examples in the lit-
erature of application of Lean to healthcare facilities
design in the UK NHS where the context differs signifi-
cantly from the US’ privately provided, insurance based
system.
The principles of Lean were first described by

Womack and Jones13 to help practitioners realise an
ideal Lean system.27 28 They provide a five step roadmap
and guide to putting Lean thinking13 concepts into
action and are:
VALUE – Specifying value from the end customer’s

perspective is considered the critical starting point for
Lean.13 29 In healthcare, the customer is usually taken to
be the patient.30 It has been observed however, that
determining the customer is more complex in state

funded systems as there is a separation of who specifies,
pays for and uses healthcare services.31 32 It has been
asserted that applications of Lean in public services such
as the NHS have failed to take account of the context in
which it is being implemented and have been charac-
terised by manufacturing logic33 in which patients have
been seen as products.34 Furthermore, it has also been
observed that many applications of Lean to healthcare
have adopted an internal operational view of value in
which cost reduction has been the primary goal.31 32 It
has been reported that the principles of Lean have
therefore been misunderstood and a more service
oriented logic is required33 alongside a more holistic
view of value that incorporates the perspectives of
service users balancing the experiential, clinical as well
as operational dimensions of value.32 33

VALUE-STREAM - Value-streams are all of the steps in
a process (both helpful & unhelpful) involved in deliver-
ing a product or service to a customer.13 35 Value-
streams in healthcare are typically considered to be the
pathways of care that patients experience as they move
through the system.36 37 Mapping these value-streams
has been recommended to “understand the steps in the
patient journey and patient experience”38 so as to help
staff to identify problems in their pathways and pro-
cesses39 and redesign them to enable value to flow.30

FLOW - Flow is derived from Toyota’s Just-in-Time
( JIT) concept13 and has been defined as “doing work
for the right item at the right time in the most appropri-
ate quantity, and moving this along to the next step of
the process”.40 This involves lining up value creating
actions in the best sequence and conducting them
without interruption whenever they are requested.13

In healthcare, improving flow has been reported to
improve quality and utilise resources more effectively.41

Improving flow in healthcare typically involves working
along care pathways to reduce waiting times and remove
barriers to moving patients to the right part of the
system to meet their needs.41 42 However, there are mul-
tiple operational flows in healthcare which must be con-
sidered43 and these have been identified as: patients;
families and carers; staff (both clinical and non-clinical);
medication; equipment; consumable supplies; and infor-
mation.43 44 It has been observed that if all relevant
healthcare flows have not been considered, this can lead
to inappropriate designs and inefficient use of space.45

PULL - In manufacturing, pull refers to linking pro-
duction activity to real demand.30 46 This involves operat-
ing the system through pull signals that link internal
processes.47 The advantages of pull systems are that
resources are not wasted on over production and
response times to customer demands are reduced.47 The
ideal is to have everything happen in the system only in
response to a specific customer demand.46

In healthcare pull has been described as “delivering
care in line with demand”30 to help regulate patient
flow.30 37 However, pull also seeks to create processes
that direct value towards the patient recognising that
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value is created through their interactions with clinical
services and staff.42 48 In part this involves creating pro-
cesses that “pull patients from the one before”.38

However, healthcare services have also been advised that
“every step in the patient journey needs to pull people,
skills, materials and information towards it, one at a
time, when needed”.39 Pull therefore requires that
process are connected49 and designed around patient
needs so that care and services can be delivered for
them in line with demands. Such processes allow staff,
equipment, supplies and information to be pulled
towards the patient as needed.39 In the Lean healthcare
literature, the pull concept has been identified as being
“poorly discussed”50 and there is a need for case studies
that illustrate its application in this sector.
PERFECTION - Perfection refers to the ideal state that

is to be pursued through the practice of continuous
improvement.13 In Lean, continuous improvement is
driven by the scientific method27 and the Plan, Do,
Study, Act (PDSA) cycle.51 52 PDSA is a powerful
improvement and learning cycle which can be applied
to detailed process problem solving as well as drive
whole organisation learning51 53 54. Lean uses PDSA to
test and implement small scale changes28 55 to produce
“steady results along the path to perfection”.13

BASELINE MEASUREMENT
The design process for the project adopted ideas from
Japan’s automotive industry and the principles of Lean
thinking. In particular the design process followed a
novel Lean product development approach known as
the production preparation process (or 3P)22 which
comprises a set of methods and tools to facilitate innov-
ation when new space, products or services are
needed.21 43 56 Lean 3P is typically comprised of three
phases which are: scoping and planning; a time-out par-
ticipative design workshop; and follow-up and
implementation.25

In the scoping and planning phase, a meeting was
held with key stakeholders in the maternity unit to facili-
tate a diagnostic exercise. The meeting focussed on
sharing information about the upcoming time-out 3P
design workshop and comprised midwives, healthcare
assistants, consultants of various disciplines (e.g. obste-
trics, gynaecology, paediatrics, surgery and anaesthetics),
theatre staff and managers. The clinical leads for mater-
nity set out the broad vision for the new unit and intro-
duced the facilitators who would lead the design
workshop.
The facilitators undertook a scoping exercise with the

stakeholders which used a flip-chart and post-it note
approach to engage them in a discussion about the
maternity facility. The discussion was themed around
five headings: symptoms (of problems experienced in
the current facility); causes (of the problems identified);
outcomes (that they hoped to achieve); effects (that
might be observed if outcomes were achieved); and

resources (to help achieve the desired outcomes).
Stakeholders identified various operational and experi-
ential problems that they felt were caused by the facility
not being arranged in line with the pathway and pro-
cesses that were constrained by the physical environ-
ment. The outcomes they wanted to achieve included:
improving user experience; a seamless pathway with
better flow; fully en-suite; and better hotel facilities. The
anticipated effect of delivering these outcomes was
expressed as a “unique, state of the art, maternity unit to
be proud of that would deliver great quality midwifery
and obstetric led care as required by the users of the
service”. Money was identified as both a potential con-
straint and necessary resource for facilities improvement.
That aside, the department’s staff were identified as the
key resource to help achieve the outcomes. The mater-
nity team felt that they had the enthusiasm, motivation
and a track record of multi-disciplinary working to
create a vision of a far superior facility.
Engaging stakeholders in this qualitative diagnostic base-
lining exercise allowed the aims described below to be
articulated. The aims of the project were to produce a
design for a modern maternity unit which would:
▸ provide a flexible environment with the patient at the

centre of care;
▸ facilitate flow of different patient categories/risk

profiles;
▸ provide high-spec facilities such as ensuite etc.;
▸ provide good access to the unit for patients, visitors,

staff and other services/departments;
▸ provide access to theatre facilities;
▸ provide a suitably located bereavement room;
▸ provide efficient back of house functions such as

stores, waste, admin, domestic and office facilities
These aims were used as evaluation criteria to quanti-

tatively assess design proposals for the new maternity
unit in the Lean 3P design workshop.

DESIGN
To develop a case study, action research was adopted to
collect data in real time whilst delivering the Lean 3P
design workshop.57 Defined by its characteristics, action
research tends to include: group participation to affect
positive change; collaboration between the researched
and researcher; and a dual focus on solving practical pro-
blems as well as contributing to scientific knowledge.58 59

Action research “actively involves participants” 60 and is
an approach “which has an explicit focus on promoting
and facilitating change”.60 Whilst action research has
been criticised for its emergent nature, it is considered
appropriate for the evaluation of novel interventions and
the development of new services.58 Given that the project
applied a novel Lean design intervention with the object-
ive of bringing about a positive change, this was consid-
ered appropriate for an action research approach.
Data collection was comprised of: participant observa-

tion; design artefacts (such as drawings, layouts and
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models); photographs of the 3P workshop; and partici-
pant feedback from the workshop including knowledge
capture flip charts. Following the 3P workshop, a focus
group was conducted with event facilitators and project
architects and interviews with the department’s clinical
leads (senior midwife and consultant obstetrician) and
one of the service user representatives.
The structure of the design workshop was developed

using Lean expertise gained from North East England’s
learning from Virginia Mason Medical Centre (VMMC).
VMMC has earned a world leading reputation for pursu-
ing perfection in healthcare through applying the Lean
principles for continuous improvement.44 61–63 To
achieve this, VMMC has used a combination of incre-
mental and step change Lean improvement work-
shops.43 Lean 3P is a step change workshop derived
from Lean product development practices.22 The appli-
cation of Lean 3P to design healthcare facilities has
been pioneered by VMMC44 61–63 and they have
reported significant financial benefits as a conse-
quence.21 43 Beyond our own research,22–26 there are, to
our knowledge, no cases reported in the literature of
Lean 3P being applied to design healthcare facilities in
the NHS in the UK. This case used the Lean 3P format
to operationalise the Lean principles13 in the design of
a new maternity facility.
The Lean 3P design workshop applied an iterative

approach through a number of PDSA design cycles25 64

to develop a design for the new maternity facility in line
with the Lean principles to meet the vision and aims of
the stakeholders.

STRATEGY
The time out 3P workshop used an iterative approach to
apply the Lean principles to: consider value to end
users; develop a value-stream, or pathway, for end users;
consider and model the inter-related flows of people
and equipment in the value-stream or pathway; use pull
as a concept to draw care towards end users in line with
acuity changes; and pursue perfection through repeated
cycles of design that built and improved upon the best
features and ideas from earlier cycles.
The 3P workshop took place over three consecutive

days and involved 37 participants – 24 clinicians, 3
service users and 10 corporate support staff. Clinical
delegates were comprised of midwives, healthcare assis-
tants, obstetricians, paediatricians and anaesthetists.
Service users were women who had recently delivered
their babies at the existing unit. Corporate staff included
architects and estates staff, management and administra-
tive staff and the improvement staff who facilitated the
event.
Delegates were split into four teams. Each team was

cross-functional and broadly comprised similar skills and
role representatives such as obstetrics, midwifery, health-
care assistants, service users and estates and architectural
professionals. Teams worked together on their own

designs, presenting them to, and gaining feedback from,
each other at the end of each design cycle.
Design cycle 1 – Initially, design ideas were created

using 2D templates of the available design footprint.
The aim of this cycle was to generate a high volume of
design options and concepts. Presentation and discus-
sion of ideas/designs was used to understand the
intended benefits of each design. This was followed by
dot voting within each team to narrow design options.
This helped each of the four teams to select its top
three most promising outline designs to develop further
(giving a total of twelve outline designs in the workshop
at this stage).
Design cycle 2 – The next iteration remained in 2D

but moved to a larger outline template at 1:100 scale.
Each team developed their three designs and incorpo-
rated features and ideas from their earlier discussions.
These designs also started to incorporate early ideas on
how the pathway would work and how the mothers,
family members and staff would move, or flow, through
the department. A further round of dot voting was con-
ducted within teams to determine each team’s preferred
design to take forward and further develop.
Design cycle 3 – To size key design features, full scale

mock ups of delivery suites (one standard and one pool
suite) were constructed. These full scale design features
not only provided assurance to delegates on size appro-
priateness but also opportunities to discuss and test loca-
tion of key equipment and try out concepts about how
suites could be reconfigured quickly to respond to acuity
changes in expectant mothers. This helped the team
develop a concept of ‘wrapping care’ around users. That
is, the suites were designed to give a good aesthetic
experience to expectant mothers rather than a clinical
feel but, if circumstances changed, the relevant equip-
ment and clinicians could be drawn quickly to the
mother as needed.
Design cycle 4 – This cycle incorporated what was

learned from the previous cycles to refine each team’s
preferred design option. An additional level of detail
was added in this cycle as the 2D 1:100 layouts of each
team’s most promising design were developed in to 3D
models. At this point, teams reported out to each other
on their various design concepts to describe the fea-
tures, pathway and anticipated benefits. Following these
information sharing exchanges, the teams used
nominal group voting against the previously agreed cri-
teria to score and rank each design. Design concepts
were then taken forward for final development in the
next cycle.
Design cycle 5 – Designs were further developed in to

larger 1:50 scale 3D models. Designing in 3D at this
scale helped bring the teams’ designs to life and facili-
tate a better understanding of each design’s proposed
pathway. Again the main user, staff and equipment flows
were incorporated into the models. A final round of
reporting out and nominal group voting was used to
determine the overall preferred design.
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See supplementary data for examples of design outputs at
the end of each cycle (See supplementary–“Supplementary
Data”).

RESULTS
Group decision making techniques were used to identify
the leading designs at the end of each cycle. In the
earlier design cycles, where a high volume of conceptual
designs were generated, simple dot voting38 was used to
measure the leading ideas. In the later, more detailed
design cycles, measurement was carried out using
nominal group voting against agreed design criteria in
conjunction with a weighted average scoring system.
Figures 1 and 2 below summarise the approach.
Nominal group is an effective technique to facilitate

group decision making and reach consensus.65 66 The
approach involves idea generation, group feedback,
individual voting and ranking, group discussion on
consensus and agreement of next steps.65 67 68 It has
been reported that nominal group techniques: facili-
tate participative group discussion of ideas;67 69 help
with “qualitatively analysing and evaluating the
ideas”;69 and are superior to ordinary group decision
making.67 Nominal group was considered by the facili-
tators to fit well with the Lean 3P approach in which
teams presented their designs to each other and
engaged in discussion before voting and ranking
designs. Participants did not rate their own team’s
designs. Each participant voted individually and scored
designs against the pre-agreed criteria on a pro-forma
template (an example of a participant’s individual
scoring template for one round of voting is shown in
the supplementary data). Rankings were determined
by taking the mode of participant scores for each
element and applying the weighted average. Whilst this
measurement approach provided a quantitative, demo-
cratic decision making process, it also provided further
valuable qualitative feedback to each team on both the
strengths and areas for improvement of their design
concepts.

At the end of the 3P event, the architectural experts
from the Trust’s estates team who had been present
throughout the event took the models away. Combined
with what they had learned from participating in the 3P,
architects were then able to translate the conceptual
designs into working architectural drawings for a capital
scheme that reflected the participants’ requirements.

LESSONS AND LIMITATIONS
The Lean 3P method was applied to operationalise the
Lean principles of value, value-streams, flow, pull and
perfection to design a maternity unit and pathway.
Value - Specifying value from the customer’s perspec-

tive is the starting point for Lean.13 29 US advocates of
applying Lean to design healthcare facilities have
defined value as “the efficient delivery of healthcare to
the patient”43 and something “for which the patient
and/or customer would be willing to pay”.70 Such defini-
tions are likely derived from Lean’s commercial manu-
facturing logic. Whilst this may be appropriate for the
US’ system of privately provided healthcare, the applica-
tion of commercial manufacturing logic has been criti-
cised as inappropriate for public services such as the
NHS.31 33 it has been argued that a more service
oriented view is required that takes account of the
service users’ experience as well as clinical and oper-
ational perspectives when defining value.32 33 In this
case, the various stakeholders that participated in the 3P
were able to articulate and share their value perspec-
tives. Most importantly this included end users who
shared their experiences and views on how these could
be improved. The stories from service users present at
the event were also supplemented with survey informa-
tion from previous and prospective users. Over 400
women responded to report on factors they considered
important for choosing maternity facilities. These factors
included: private rooms; facilities for their partners to
stay; parking facilities; family friendly environments for
siblings; sound privacy; and caring staff. The 3P format
appeared helpful for stakeholders to explore together
their perspectives of value and individual requirements

Figure 1 Overview of design cycles and group decision/

voting results

Figure 2 Number of designs produced and taken forward
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which they could then act on through multiple cycles of
design.
Value-stream–Service user experience was combined

with staff experience to inform design concepts and
pathways (value-streams). Working in cross-functional
teams with the service user representatives, care path-
ways were developed to deliver the desired user experi-
ence. Staff brought their clinical experience and
professional knowledge to ensure that this could be
done safely and effectively. Clinical adjacencies were con-
sidered to inform the designs so that the steps in the
pathway lined up with the physical layout to facilitate
good flow.
Flow - The various flows of service users and their fam-

ilies as well as different clinical staff groups were
mapped and simulated at each cycle of design. This
helped the participants to exchange information on how
pathways would work within each design concept and to
improve their designs based on feedback.
Pull - There are relatively few examples in the litera-

ture of the pull concept being applied in healthcare.50

Those identified49 71 72 are typically in line with Lean’s
original manufacturing logic in which patients are
pulled through the system in a product like way. Aiming
to develop a design for a better overall experience of
care, the example presented here applied a more
service oriented view of pull. Guided by Westwood’s def-
inition that “every step in the patient journey needs to
pull people, skills, materials and information towards it,
one at a time, when needed”39 [p.15], the pull concept
was applied to develop an innovative vision and model
for maternity care. Through iterative cycles, teams devel-
oped a flexible maternity design to respond optimally to
changes in circumstances or risk profile of women.
Drawing on elements of traditional midwife-led, obste-
trics led and the labour, deliver, recover, postnatal dis-
charge (LDRP) models of maternity,73 74 the teams
conceived of a hybrid concept which they described as
“wrap around care” in which services could be pulled
towards patients as required.
Perfection - Through multiple cycles of design and

PDSA, the Lean 3P workshop participants iterated
toward an agreed outcome and preferred model and
design for maternity services.
A further lesson learned related to the Lean 3P

format. Lean 3P workshops typically run over five days.64

However, due to the number of stakeholders to be
released from frontline clinical work, availability for this
workshop was limited to three days. To accommodate
this reduction in time, the workshop was run at a very
fast pace which delegates found challenging.
Furthermore, maternity services are complex and com-
prise several sub-systems (such as theatres and special
care baby units, for example). Arguably, these sub-
systems could have been considered for additional 3P
workshops to consider their design and layout in more
detail - this however was beyond the scope of the
project. A key lesson was that the Lean 3P format can be

flexed in terms of length and content but this should be
matched to the scope and complexity of the service
being designed.
The study has a number of limitations. First of all,

whilst nominal group technique has been demonstrated
to be effective in facilitating group consensus and is a
recognised research tool66 67, it is considered to work
best with smaller groups (typically 10 or fewer partici-
pants).68 The 3P workshop was comprised of 37 partici-
pants and, although these were split into smaller teams
(which is recommended),68 this may impact on the
approach. Second, though nominal group is recognised
for its utility in ranking participant’s views quantitatively
against pre-agreed criteria,65 68 69 75 it is not possible to
remove all subjectivity and test-retest reliability cannot
be guaranteed.68 It has been reported that voting
should be used only to rank options and not for the
assignment of specific values.75 Therefore, whilst the
approach worked well to help the 3P participants con-
verge on a preferred design, it is not possible to
compare rating scores across design cycles. Finally, in
healthcare capital development schemes, there can be
significant time lags between conceptual design, busi-
ness case development and approval and commence-
ment and completion of construction. The scope of this
research has been limited to reporting on the applica-
tion of Lean in the conceptual design phase. Therefore
outcomes are limited to the output of the design
stage only.

CONCLUSION
This paper shares preliminary results from postgraduate
research and presents the second of three planned cases
describing the application of Lean 3P to design health-
care services and facilities. The first case presented the
application of Lean 3P to design endoscopy services.23 25

This case describes how the Lean 3P method helped
participants to create a maternity design that sought to
deliver care that would “wrap around” the lady and is in
line with current policy which calls for just such
approaches to be developed.1 Taken together, the cases
demonstrate the potential applicability to a wider range
of contexts of the Lean 3P approach to designing
healthcare services.

Acknowledgements The Lean Design of Space (LDoS) Project on which this
paper is based was designed and delivered by the North East Transformation
System Team. The North East Transformation System (NETS) is a Lean based
methodology used in northeast England to improve the quality and safety of
healthcare. A team has been established to support the development and
deployment of the NETS approach, which is hosted by Gateshead Health NHS
Foundation Trust. The LDoS Project is funded by The Health Foundation, an
independent charity working to continuously improve the quality of
healthcare. The project was evaluated by Newcastle University Business
School. The author acknowledges the contribution to this project made by
Professor Chris Hicks and Dr Tom McGovern of Newcastle University
Business School, and Mr Gary Prior, formerly of the North East
Transformation System Team.

Declaration of interests Nothing to declare.

6 Smith I. BMJ Quality Improvement Reports 2016;5:u208920.w5761. doi:10.1136/bmjquality.u208920.w5761

Open Access



Ethical approval The study was approved by the research ethics committee
of the author’s academic institution. The research proposal was also reviewed
by the Chair of an NHS research ethics committee, who confirmed in writing
that NHS research ethics was not required for the study as it was considered
to be service improvement.

Open Access This is an open-access article distributed under the terms of
the Creative Commons Attribution Non-commercial License, which permits
use, distribution, and reproduction in any medium, provided the original work
is properly cited, the use is non commercial and is otherwise in compliance
with the license. See:
• http://creativecommons.org/licenses/by-nc/2.0/
• http://creativecommons.org/licenses/by-nc/2.0/legalcode

REFERENCES
1. National Maternity Review. BETTER BIRTHS: Improving outcomes

of maternity services in England – A Five Year Forward View for
maternity care. London: NHS England, 2016.

2. Davis A. A Revolution in Maternity Care? Women and the Maternity
Services, Oxfordshire c. 1948-1974. Soc Hist Med
2011;24:389–406.

3. Davis A. Choice, policy and practice in maternity care since 1948.
Secondary Choice, policy and practice in maternity care since 1948
30 May 2013 2013. http://www.historyandpolicy.org/policy-papers/
papers/choice-policy-and-practice-in-maternity-care-since-1948.

4. Humphrey T, Tucker JS. Rising rates of obstetric interventions:
exploring the determinants of induction of labour. J Public Health
(Oxf ) 2009;31:88–94.

5. Johanson R, Newburn M, Macfarlane A. Has the medicalisation of
childbirth gone too far? BMJ (Int Ed) 2002;324:892–95.

6. Bourke G. Support Overdue: Women’s experiences of maternity
services. London: The National Federation of Women’s Institutes
(NFWI), 2013.

7. Department of Health. Health Building Note 00-01: General design
guidance for healthcare buildings. London: Department of Health,
2014.

8. Bitner MJ. Servicescapes: The Impact of Physical Surroundings on
Customers and Employees. J Mark 1992;56:57–71.

9. Reijula J, Nevala N, Lahtinen M, et al. Lean design improves both
health-care facilities and processes: a literature review. Intelligent
Buildings International 2014;6:170–85.

10. Bitner MJ. Evaluating Service Encounters: The Effects of Physical
Surroundings and Employee Responses. J Mark 1990;54:69–82.

11. Chandler JD, Lusch RF. Service Systems: A Broadened Framework
and Research Agenda on Value Propositions, Engagement, and
Service Experience. Journal of Service Research 2015;18:6–22.

12. Holder M, Berndt A. The effect of changes in servicescape and
service quality perceptions in a maternity unit. Int J Health Care
Qual Assur 2011;24:389–405.

13. Womack JP, Jones DT. Lean Thinking : Banish waste and create
wealth in your corporation. New York, NY: Simon & Schuster, 1996.

14. Glasgow JM, Scott-Caziewell JR, Kaboli PJ. Guiding Inpatient
Quality Improvement: A Systematic Review of Lean and Six Sigma.
Jt Comm J Qual Patient Saf 2010;36:533–40.

15. Mazzocato P, Savage C, Brommels M, et al. Lean thinking in
healthcare: a realist review of the literature. Qual Saf Health Care
2010;19:376–82.

16. Brandao de Souza L. Trends and approaches in lean healthcare.
Leadersh Health Serv 2009;22:121–39.

17. Daultani Y, Chaudhuri A, Kumar S. A Decade of Lean in Healthcare:
Current State and Future Directions. Global Business Review
2015;16:1082–99.

18. D’Andreamatteo A, Ianni L, Lega F, et al. Lean in healthcare:
A comprehensive review. Health Policy 2015;119:1197–209.

19. Pelly N, Zeallear B, Reed M, et al. Utilizing integrated facility design
to improve the quality of a pediatric ambulatory surgery center.
Paediatr Anaesth 2013;23:634–38.

20. Nicholas J. An Integrated Lean-Methods Approach to Hospital
Facilities Redesign. Hosp Top 2012;90:47–55.

21. Kenney C. Transforming Health Care: Virginia Mason Medical
Centre’s Pursuit of the Perfect Patient Experience. New York:
Productivity Press, 2011.

22. Hicks C, McGovern T, Prior G, et al. An evaluation of the design of
3P designs of healthcare facilities using Systematic Layout Planning.
The 23rd International Conference on Production Research. Manila,
Philippines, 2015.

23. Hicks C, McGovern T, Prior G, et al. Applying lean principles to the
design of healthcare facilities. International Journal of Production
Economics 2015;170(Part B, December 2015):677–86.

24. Hicks C, McGovern T, Small A, et al. The participative design of
Lean healthcare facilities. 22nd International Conference of
Production Research. Iguassu Falls, Brazil, 2013.

25. Smith I. The Participative Design of an Endoscopy Facility using
Lean 3P. BMJ Qual Improv Rep 2016;5

26. Smith I, Hicks C, McGovern T, et al. The Sociotechnical,
Participative Design of Healthcare Facilities and Servicescapes
using Lean 3P Methodology. The European Healthcare Design
Congress. London, UK, 2015.

27. Spear S, Bowen HK. Decoding the DNA of the Toyota Production
System. Harv Bus Rev 1999;77:96–106.

28. Scoville R, Little K. Comparing Lean and Quality Improvement. IHI
White Paper. Cambridge, Massachusetts: Institute for Healthcare
Improvement (Available on www.IHI.org), 2014.

29. Burgess N, Radnor Z. Evaluating Lean in healthcare. Int J Health
Care Qual Assur 2013;26:220–35.

30. Jones DT, Mitchell A. Lean Thinking for the NHS. NHS
Confederation Leading Edge Reports. London: NHS Confederation,
2006.

31. Radnor ZJ, Holweg M, Waring J. Lean in healthcare: The unfilled
promise? Soc Sci Med 2012;74:364–71.

32. Young TP, McClean SI. A critical look at Lean Thinking in
healthcare. Qual Saf Health Care 2008;17:382–86.

33. Radnor Z, Osborne SP. Lean: A failed theory for public services?
Public Management Review 2013;15:265–87.

34. Piercy N, Rich N. Lean transformation in the pure service
environment: the case of the call service centre. Int J Oper Prod
Manage 2009;29:54–76.

35. Rother M, Shook J. Learning to See: Value-stream mapping to
create value and eliminate muda. 1.3 ed. Cambridge, MA: Lean
Enterprise Institute, 2003.

36. Joosten T, Bongers I, Janssen R. Application of lean thinking to
health care: issues and observations. Int J Qual Health Care
2009;21:341–47.

37. Al-Balushi S, Sohal AS, Singh PJ, et al. Readiness factors for lean
implementation in healthcare settings–a literature review. J Health
Organ Manag 2014;28:135–53.

38. NHS Institute for Innovation and Improvement. The Handbook of
Quality and Service Improvement Tools. Coventry: NHS Institute for
Innovation & Improvement, 2010.

39. Westwood N, James-Moore M, Cooke M. Going Lean in The NHS.
Warwick: NHS Institute for Innovation & Improvement, 2007.

40. Kim CS, MBA DAS, Billi JE. Creating value in health care: the case
for lean thinking. JCOM 2009;16:557–62.

41. deSilva D. Improving patient flow across organisations and
pathways. Evidence Scan. London: Health Foundation, 2013.

42. Carlborg P, Kindström D, Kowalkowski C. A lean approach for
service productivity improvements: synergy or oxymoron? Managing
Service Quality 2013;23:291–304.

43. Black J, Miller D. The Toyota Way to Healthcare Excellence:
Improve Efficiency and Improve Quality with Lean. Chicago: Health
Administration Press, 2008.

44. Bohmer RMJ, Ferlins EM. Virginia Mason Medical Center. Boston:
Harvard Business School Publishing, 2005.

45. Hayes KJ, Reed N, Fitzgerald A, et al. Applying lean flows in
pathology laboratory remodelling. J Health Organ Manag
2014;28:229–46.

46. Toyota Motor Corporation. The Toyota Production System (Second
Edition). Toyota City, Japan: Toyota Motor Corporation -
International Public Affairs Division, 1995:44.

47. Bicheno J. The New Lean Toolbox: Towards Fast, Flexible Flow.
[3rd] ed. Buckingham: PICSIE Books, 2004.

48. Kollberg B, Dahlgaard JJ, Brehmer P-O. Measuring lean initiatives in
health care services: issues and findings. Int J Prod Perform Manag
2006;56:7–24.

49. Van Vliet EJ, Bredenhoff E, Sermeus W, et al. Exploring the relation
between process design and efficiency in high-volume cataract
pathways from a lean thinking perspective. Int J Qual Health Care
2011;23:83–93.

50. Poksinska B. The Current State of Lean Implementation in Health
Care: Literature Review. Qual Manag Health Care 2010;19:
319–29.

51. Liker JK, Franz JK. The Toyota Way to Continuous Improvement.
New York: McGraw-Hill, 2011.

52. Obara S. Problem-Solving PDCA. In: Obara S, ed. Toyota by
Toyota: Reflections from the Inside Leaders on the Techniques That
Revolutionized the Industry. Boca Raton, FL: Taylor Francis Group,
2012:71–91.

Smith I. BMJ Quality Improvement Reports 2016;5:u208920.w5761. doi:10.1136/bmjquality.u208920.w5761 7

Open Access

http://creativecommons.org/licenses/by-nc/2.0/
http://creativecommons.org/licenses/by-nc/2.0/
http://creativecommons.org/licenses/by-nc/2.0/
http://creativecommons.org/licenses/by-nc/2.0/
http://creativecommons.org/licenses/by-nc/2.0/legalcode
http://creativecommons.org/licenses/by-nc/2.0/legalcode
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.historyandpolicy.org/policy-papers/papers/choice-policy-and-practice-in-maternity-care-since-1948
http://www.IHI.org


53. Bendell T, Penson R, Carr S. The quality gurus - their approaches
described and considered. Managing Service Quality 1995;5:44–48.

54. Akao Y. Hoshin Kanri : Policy Deployment for Successful TQM.
New York, NY: Productivity Press, 1991.

55. Taylor MJ, McNicholas C, Nicolay C, et al. Systematic review of the
application of the plan-do-study-act method to improve quality in
healthcare. BMJ Qual Saf 2014;23:290–98.

56. Plsek P. Accelerating Health Care Transformation with Lean and
Innovation: The Virginia Mason Medical Experience. Boca Raton,
FL: CRC Press, 2014.

57. Baker GR. The contribution of case study research to knowledge of
how to improve quality of care. BMJ Qual Saf 2011;20:i30–i35.

58. Waterman H, Tillen D, Dickson R, et al. Action research: A sytematic
review and guidance for assessment. Health Technol Assess 2001
2001;Vol. 5.

59. Meyer J. Qualitative research in health care: Using qualitative
methods in health related action research. BMJ 2000;320:178–81.

60. Harvey G, Wensing M. Methods for evaluation of small scale quality
improvement projects. Qual Saf Health Care 2003;12:210–14.

61. Institute of Healthcare Improvement. Going Lean in Health Care - IHI
Innovation Series white paper. In: Miller D, ed. IHI Innovation Series
white paper. Cambridge, MA: IHI (Available on www.IHI.org), 2005.

62. Kaplan GS, Patterson SH. Seeking perfection in healthcare. A case
study in adopting Toyota Production System methods. Healthc Exec
2008;23:16–8, 20–1.

63. Weber DO. Toyota-style Management Drives Virginia Mason.
Physician Exec 2006;32:12–17.

64. Coletta AR. The Lean 3P Advantage: A Practitioner’s Guide to the
Production Preparation Process. Boca Ratan, FL: Productivity Press,
2012.

65. Sink DS. Using the nominal group technique effectively. National
Productivity Review 1983;2:173–84.

66. Harvey N, Holmes CA. Nominal group technique: an effective
method for obtaining group consensus. Int J Nurs Pract
2012;18:188–94.

67. Lunenburg FC. Decision making in organizations. Int J Manag Bus
Admin 2011;15:1–9.

68. Cantrill J, Sibbald B, Buetow S. The Delphi and nominal group
techniques in health services research. Int J Pharm Pract
1996;4:67–74.

69. Boddy C. The Nominal Group Technique: an aid to Brainstorming
ideas in research. Qualitative Market Research: An International
Journal 2012;15:6–18.

70. Grunden N, Hagood C. Lean-Led Hospital Design: Creating the
Efficient Hospital of the Future. Boca Ratan, FL: Productivity Press,
2012.

71. Herasuta M. A “Lean” Laboratory. Lab Med 2007;38:143–44.
72. Ben-Tovim DI, Bassham JE, Bennett DM, et al. Redesigning care at

the Flinders Medical Centre: Clinical process redesign using “lean
thinking”. Med J Aust 2008;188:S27.

73. Redshaw M, Rowe R, Schroeder L, et al. Mapping maternity care:
the configuration of maternity care in England Birthplace in England
research programme. Final report part 3. NIHR Service Delivery and
Organisation programme 2011:40.

74. Rowe R, McCourt C, MacFarlane A. Birthplace terms and definitions:
consensus process Birthplace in England research programme.
2011.

75. Black N, Murphy M, Lamping D, et al. Consensus Development
Methods: A Review of Best Practice in Creating Clinical Guidelines.
J Health Serv Res Policy 1999;4:236–48.

8 Smith I. BMJ Quality Improvement Reports 2016;5:u208920.w5761. doi:10.1136/bmjquality.u208920.w5761

Open Access

http://www.IHI.org

	Operationalising the Lean principles in maternity service design using 3P methodology
	Abstract
	Problem
	Background
	Baseline measurement
	Design
	Strategy
	Results
	Lessons and limitations
	Conclusion
	References


