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Abstract 

This multiple case study focused on the topic of leadership transformation in the context 

of a Lean organizational transformation.  The research concentrated on the influence of a 

Lean organizational transformation on a healthcare Chief Executive Officer’s (CEO) 

leadership style and practices.  The constructivist paradigm aligned with the qualitative 

multiple case study methodology, facilitating understanding of a contemporary 

phenomenon in its real-world context using multiple sources of data.  This study design 

included research questions and propositions to guide the research.  Reliability and 

validity tests applicable to the study design ensured that the research was rigorous.  

External validity, or generalizability, did not apply given the unknown population, 

limited number of cases, industry sector of interest, and focus on the CEO role.  The 

study comprised seven cases.  The researcher was the data collection instrument.  Using 

an emergent design, the researcher gathered data from multiple sources, including 

personal interviews, direct observation, and organizational documents and artifacts.  

Constant comparative analysis and thematic analysis were employed concurrently to 

analyze the data through code development using open, axial, and selective codes.  Three 

themes emerged from the data: the Lean system; formation of the Lean healthcare CEO; 

and organizational Lean cultural change.  A conceptual framework was developed and 11 

recommendations proposed for healthcare CEOs and others interested in pursuing a Lean 

organizational transformation.  The importance of the healthcare CEO’s leadership and 

unwavering support in facilitating and sustaining a successful Lean transformation was 

supported.  Lean is predicated on strong leadership that aligns with the Lean philosophy, 
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tools, and leadership/management system.  The bottom line is that the Lean 

transformation process starts with the healthcare CEO.  

Keywords: Lean, leadership, transformation, healthcare, senseis, CEOs, organizational 

culture   



v 

Dedication 

This study is dedicated to those who dare to believe that serving the healthcare 

needs of people and communities can transcend the broken system of today, and who are 

brave enough to take the first step toward creating a new healing reality.   

  



vi 

Acknowledgements 

Most great undertakings require support in many forms.  The case of this doctoral 

journey is no exception, and my support came in the form of many people.  First, I want 

to thank my committee and the faculty in the Interdisciplinary Ed.D. in Leadership 

program.  The journey was made lighter by having a map (requirements), navigators 

(staff who assisted in registering and answering a myriad of questions), and expert travel 

companions (faculty and committee members who have journeyed this path).  My fellow 

virtual travelers also provided inspiration, great discussions, and an unusually robust 

support system even though most of us have never met in person.  Second, I extend my 

deep gratitude to my colleagues at work.  We have been traveling the Lean journey 

together for many years, learning as we go.  Their support in advancing the hard work of 

transforming healthcare is an inspiration not only to me, but also to all with whom we 

have shared our story.  My leadership team, staff, and physicians demonstrate a profound 

commitment to cura personalis for patients and each other.  This requires the challenge 

of daily discipline, but the vision of men and women in service to others gets us through 

each day.  Finally, and most importantly, I want to thank my family.  Only my family 

could grant the unconditional love and support that touched my heart and spirit during 

this journey, and they did.  My husband, my two sons, and my daughter are simply gifts 

from God for which I am eternally grateful.  

  



vii 

Table of Contents 

Page 

Abstract .............................................................................................................................. iii 

Dedication ............................................................................................................................v 

Acknowledgements ............................................................................................................ vi 

Table of Contents .............................................................................................................. vii 

List of Tables .................................................................................................................... xii 

List of Figures .................................................................................................................. xiii 

CHAPTER ONE: INTRODUCTION ..................................................................................1 

Introduction and Background ............................................................................................. 1 

Statement of the Problem .................................................................................................... 2 

Purpose of the Study ........................................................................................................... 3 

Research Questions and Propositions ................................................................................. 4 

Aim of the Study ................................................................................................................. 6 

Methodology Overview ...................................................................................................... 6 

Definition of Relevant Terms ............................................................................................. 7 

Limitations and Delimitations ............................................................................................. 8 

Leader’s Role and Responsibility in Relation to the Problem ............................................ 9 

Significance of the Study .................................................................................................. 12 

Summary ........................................................................................................................... 14 

CHAPTER TWO: LITERATURE REVIEW ....................................................................16 

Introduction ....................................................................................................................... 16 

Origins of Lean ................................................................................................................. 20 



viii 

Emergence of Toyota Production System ............................................................. 21 

Emergence and Migration of Lean ....................................................................... 22 

Defining Lean ................................................................................................................... 24 

Lack of Commonly Held Definitions ................................................................... 25 

Diffusion of Lean Outside Toyota ........................................................................ 27 

Issues of Operationalizing Lean............................................................................ 28 

Core Components of Lean as a System ................................................................ 29 

Lean Transformation Barriers and Success Factors .............................................. 32 

Lean in Healthcare ............................................................................................................ 34 

Migration of Lean to Healthcare ........................................................................... 35 

Lack of Common Definition of Lean in Healthcare ............................................. 36 

Tool-Based Versus Systems Approach to Lean.................................................... 37 

Leadership ......................................................................................................................... 40 

Lean Leadership .................................................................................................... 42 

Linkages to Contemporary Leadership Theories .................................................. 47 

Emerging Leadership Theories ............................................................................. 56 

Chief Executive Officers................................................................................................... 60 

Summary ........................................................................................................................... 64 

CHAPTER THREE: METHODOLOGY ..........................................................................67 

Introduction ....................................................................................................................... 67 

Philosophical Assumptions ............................................................................................... 68 

Research Questions and Propositions ............................................................................... 71 

Research Design................................................................................................................ 73 



ix 

Participants and Data Sources ........................................................................................... 76 

Participant Sourcing .............................................................................................. 77 

Data Sources ......................................................................................................... 80 

Data Collection Tools ....................................................................................................... 81 

Interviews .............................................................................................................. 81 

Demographic Data Collection............................................................................... 82 

Artifacts and Documents....................................................................................... 83 

Data Collection and Analysis............................................................................................ 83 

Data Collection Procedures ................................................................................... 84 

Data Analysis Processes ....................................................................................... 89 

Validity, Triangulation, and Reliability .............................................................. 109 

Researcher Bias ................................................................................................... 114 

Ethical Considerations .................................................................................................... 116 

Summary ......................................................................................................................... 117 

CHAPTER FOUR: FINDINGS .......................................................................................120 

Introduction ..................................................................................................................... 120 

Presentation of Findings ................................................................................................. 122 

Background of CEOs and Organizations ........................................................................ 123 

Theme 1: Lean System.................................................................................................... 126 

Introduction to Lean ............................................................................................ 128 

Subtheme 1: Systems Approach ......................................................................... 135 

Theme 2: Formation of Lean Healthcare CEO ............................................................... 138 

Subtheme 1: Self-Development .......................................................................... 140 



x 

Experiences of Becoming a Lean CEO .............................................................. 157 

Leadership Styles ................................................................................................ 160 

Subtheme 2: Lead by Example ........................................................................... 170 

Theme 3: Organizational Lean Culture Change ............................................................. 203 

Subtheme 1: Culture Change .............................................................................. 206 

Subtheme 2: Sustainability ................................................................................. 213 

Summary ......................................................................................................................... 226 

CHAPTER FIVE: RECOMMENDATIONS AND IMPLICATIONS ............................229 

Introduction ..................................................................................................................... 229 

Purpose of the Study ....................................................................................................... 230 

Aim of the Study ............................................................................................................. 230 

Study Recommendations ................................................................................................ 230 

Factors and Stakeholders Related to the Recommendations .............................. 239 

Policy Influencing the Recommendations .......................................................... 240 

Potential Barriers and Obstacles ......................................................................... 240 

Budget Issues Related to the Recommendations ................................................ 241 

Other Issues or Stakeholders Related to the Recommendations ......................... 243 

Change Theory .................................................................................................... 243 

Implementation of the Recommendations ...................................................................... 244 

The Leader’s Role in Implementing Recommendations .................................... 245 

Building Support for Recommendations ............................................................ 247 

Additional Considerations for Implementation and Assessment ........................ 248 

External Implications for the Organization ......................................................... 248 



xi 

Evaluation and Timeline for Implementation and Assessment .......................... 250 

Implications..................................................................................................................... 251 

Practical Implications.......................................................................................... 251 

Implications for Future Research ........................................................................ 252 

Implications for Leadership Theory and Practice ............................................... 253 

Summary of the Study .................................................................................................... 255 

References ........................................................................................................................258 

Appendix A: Demographic Data for Multiple Case Study ..............................................274 

Appendix B: Participant Letter of Invitation ...................................................................275 

Appendix C: Interview Protocol: The Influence of a Lean Transformation 

on Healthcare Chief Executive Officers’ Leadership ................................................278 

Appendix D: Multiple Case Study Data Collection Protocol for Artifacts  

and Documents...........................................................................................................281 

Appendix E: Research Protocol for Conducting a Case Study of  Lean 

Healthcare CEOs’ Leadership Transformation ..........................................................282 

Appendix F: Pilot Interview Protocol ..............................................................................284 

Appendix G: Institutional Review Board Letter ..............................................................286 

Appendix H: Initial Open Codes......................................................................................287 

Appendix I: Final Codes ..................................................................................................290 

Appendix J: Cross Case Analysis Meta Matrix ...............................................................297 

Appendix K: Content Analysis Summary Table .............................................................300 

Appendix L: Glossary ......................................................................................................301 

  



xii 

List of Tables 

Page 

Table 1. Final Themes and Definitions ........................................................................... 109 

Table 2. Participant CEO Demographics ........................................................................ 123 

Table 3. Overview Organizational Demographics of Individual Cases ......................... 125 

Table 4. Lean Leadership Tools and Processes .............................................................. 180 

 



xiii 

List of Figures 

Page 

Figure 1. Initial Concept Map. .......................................................................................... 77 

Figure 2. Spiral Data Coding and Analysis Process. ........................................................ 94 

Figure 3. Analysis of Coding Levels. ............................................................................... 98 

Figure 4. Select Code Clusters. ....................................................................................... 102 

Figure 5. Initial Thematic Map. ...................................................................................... 103 

Figure 6. Axial Codes Defined With Associated Code Clusters. ................................... 104 

Figure 7. Interrelational Diagram. .................................................................................. 105 

Figure 8. Final Thematic Map. ....................................................................................... 106 

Figure 9. Research Question and Proposition Linkages to Themes. .............................. 108 

Figure 10. Dynamic Model of Lean Transformation: Lean System. .............................. 127 

Figure 11. Dynamic Model of Lean Transformation: Formation of 

Lean Healthcare CEO. .................................................................................. 139 

Figure 12. Dynamic Model of Lean Transformation: Organizational 

Lean Culture Change. ................................................................................... 203 

Figure 13. A3 Tool Applied to Lean Leadership Self-Development Plan. .................... 233 

 

 



Running head: LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 1 

CHAPTER ONE: INTRODUCTION 

Introduction and Background 

Healthcare is in the midst of an industry-wide upheaval that involves both 

external and internal forces requiring leaders to face a multitude of complex and 

competing problems simultaneously.  These include rapid and disruptive advances in 

technology, evidence-based clinical practices, concern over poor quality and safety 

practices, and the need for innovation.  Added to these are sweeping regulatory changes 

via the Patient Protection and Affordable Care Act (PPACA) passed by Congress in 2010 

and a national imperative to reduce healthcare costs.  Each of these forces presents 

healthcare leaders with a call to action in the form of organizational strategies.  Their 

concurrent convergence has resulted in a need for unique leadership and a platform for 

transformation. 

In response to these environmental challenges, increasing numbers of healthcare 

leaders have looked to other industries to learn from their respective transformational 

experiences.  Lean transformation is one emerging approach (Martyn & Crowell, 2012; 

Poksinska, Swartling & Drotz, 2013; Steed, 2012; Toussaint & Berry, 2013; Wood, 

2014).  Lean is one term used to refer to the Toyota Production System (TPS), which is 

the means by which Toyota Motor Company (TMC) produces higher-quality automobiles 

with half the resources of other automakers.  Healthcare Chief Executive Officers (CEOs) 

envision using Lean to accomplish similar results, such as improving quality and safety, 

increasing productivity, improving the patient experience, and reducing costs (Toussaint 

& Berry, 2013).  Organizational Lean transformation intentions often start with projects 

or initiatives; however, a Lean organizational transformation and its sustainability 
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involve deep change in organizational culture and management systems, as well as the 

technical tools to effect the change (Emiliani & Stec, 2005; Kaplan, Patterson, Ching, & 

Blackmore, 2014; Martyn & Crowell, 2012; Poksinska et al., 2013; Roth, 2006).  

The intersection of leadership, culture, and technical tools in a Lean management 

system is key to the success of Lean transformations (M. L. Emiliani, 2008; Emiliani & 

Stec, 2005; Kaplan et al., 2014; Martyn & Crowell, 2012; Roth, 2006; Toussaint & Berry, 

2013).  The domains of the healthcare CEO are found in the transformational process that 

systematically integrates these components of Lean.  Studies on Lean organizational 

transformation have consistently identified leadership as the critical success factor for 

implementation and sustainability (Emiliani & Stec, 2005; Found & Harvey, 2007; 

Poksinska et al., 2013; Steed, 2012; Toussaint & Berry, 2013).  Lean leadership is a 

relatively new phenomenon in any industry.  For that reason, few studies have been 

conducted on what Lean leadership is, how it is achieved, and how it manifests in 

practice.  There is even less research specific to the healthcare industry.  Further, the role 

of the CEO is not differentiated from other leadership roles in the research.  Lean has the 

potential to be a powerful transformation platform for healthcare organizations in this 

time of revolutionary change.  In support of this effort, this qualitative case study was 

conducted with a focus on understanding how a Lean transformation influences 

healthcare CEOs leadership and the revolutionary change the CEO must experience.  

Statement of the Problem 

The researcher for this study specifically focused on the transformation of the 

leadership role of healthcare CEOs due to their specific influence, organizational 

authority, and responsibility for leading a Lean transformation.  Laloux (2014) noted that 
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organizations are able to transform only as far as their leader has transformed.  Thus, the 

leadership transformation of a CEO is a critical factor in the overall success of an 

organization’s Lean transformation.  A paradox of transformational practices noted by 

Rooke and Torbert “is that no kind of power can generate personal or organizational 

transformation when it is exercised unilaterally” (1998, p. 4).  It is when the CEO makes 

himself or herself vulnerable that the people in an organization can generate their 

transformation (Rooke & Torbert, 1998).  

This was an important topic for study because an increasing number of healthcare 

CEOs and organizations commit significant resources to Lean transformations; however, 

most lean transformations fail completely or fail to sustain (Byrne, 2013).  Yet, Lean has 

the potential to provide a valuable integrated systems approach to the challenges 

healthcare organizations face today (Kaplan, 2012; Kenney, 2011; Martyn & Crowell, 

2013; Toussaint, 2015).  This transformation requires leadership—specifically, Lean 

leadership.  The intent in conducting this qualitative multiple case dissertation in practice 

study was to add to the literature on Lean leadership transformation in healthcare for 

CEOs undertaking a Lean organizational transformation.  Revolutionary changes in the 

healthcare industry are underway, and CEOs with a new paradigm of leadership and 

framework for change are needed.  Lean leadership is one viable approach for achieving 

organizational success.  

Purpose of the Study 

The purpose of this qualitative multiple case study was to describe and understand 

how a Lean organizational transformation influenced the leadership styles and practices 

of healthcare CEOs.  
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Research Questions and Propositions 

The relative absence of research on Lean leadership in healthcare, combined with 

the identification of the importance of leadership for successful Lean organizational 

transformation, provided fertile ground for this research study.  The research was focused 

on the process of transforming traditional healthcare CEOs into Lean CEOs.  Healthcare 

organizations have an array of leadership structures, roles, and levels; however, the CEO 

is the top leader, with the influence, authority, and power to set the organization’s vision 

and strategy for the future.  As healthcare CEOs consider the multitude of issues 

disrupting their respective organizations, they must also consider the leadership required 

to execute the work of the organization.  The challenges of the contemporary world have 

resulted in calls for new leadership paradigms (Bennis, 1999; Bennis, 2007; Gallagher, 

2002; Heifetz, Grashow, & Linsky, 2009; Heifetz & Laurie, 1997; Larkin, 2015).  Lean 

may be such a paradigm; however, how Lean manifests as a leadership paradigm is 

relatively unknown.  

Not every leader can make a leadership transition or adapt to new leadership 

requirements (Yukl & Mahsud, 2010).  In a Lean transformation, it is the leaders who 

face a significant challenge to change and who will either enable or impede a Lean 

transformation based on their willingness and ability to make this change (Toussaint & 

Berry, 2013).  If the evolution of a leader's style, behaviors, and practices is critical to an 

organizational Lean transformation, then it is important to understand more about Lean 

leadership.  Further, it is important to understand how traditional healthcare CEOs 

become Lean CEOs if they are to achieve a successful Lean organizational 

transformation.   
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The following research questions guided this qualitative study:  

Research question: In what ways does a Lean transformation influence a 

healthcare CEO’s leadership style and practice?  

Research subquestion: How do healthcare CEOs describe their leadership 

transformation experiences amid an organizational Lean transformation?  

Organizational transformation requires leadership capacity for change on the part 

of both the leader and the organization (Goodridge, Westhorp, Rotter, Dobson, & Bath, 

2015).  Liker and Convis (2012) noted that a leader must be highly developed to lead 

change.  In addition, leadership is both individual and institutional.  However, 

institutional leadership works only when strong individual leadership is present (Liker & 

Convis, 2012).  This notion suggests that an active dynamic, not a unilateral directive, 

exists in a transformation process.  Propositions assisted the researcher in focusing on 

investigating this interplay to address the research questions.  

Yin (2014) used propositions to provide additional parameters to guide case study 

research (Baxter & Jack, 2008).  Propositions ensured that relevant data were collected 

about the cases in this study within a conceptual framework.  The following propositions 

guided this case study:  

Proposition 1: Lean healthcare CEO leadership is markedly different from 

traditional CEO leadership.  Lean leadership includes distinct behaviors, actions, 

and practices that the CEO must exhibit to lead a Lean organizational 

transformation. 

Proposition 2: Lean healthcare organizational transformations and CEO 

leadership transformations mutually influence each other.  
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Proposition 3: CEOs of successful Lean healthcare organizations realize that their 

leadership style and practices must align with Lean principles and practices.  

Proposition 4: Lean leadership is a process that can be learned, evaluated, and 

improved.  Development of Lean leadership in healthcare CEOs requires daily 

discipline and on-the-job learning using Lean tools, processes, and practices.  

Proposition 5: Lean healthcare CEOs understand the potential of Lean as an 

integrated systems approach to transformation that includes alignment of Lean 

technical tools, culture, and management system.  

Aim of the Study 

The aim of this multiple case study was to add to the literature on the process of 

Lean leadership transformation and to use the findings to develop an evidence-based 

Lean leadership formation process for healthcare CEOs.  

Methodology Overview 

As the researcher, I chose the case study methodology to pursue investigation of 

the phenomena of Lean leadership transformation for healthcare CEOs because this 

methodology closely aligns with the criteria presented by Yin (2014).  These criteria 

include an in-depth study of a contemporary phenomenon, a real-world context, many 

variables of interest, use of multiple sources of data, and use of propositions to guide the 

data collection and analysis.  As the researcher, I was the data collection instrument for 

this study.  The unit of analysis, or case, for this study was the process and experiences of 

healthcare CEOs’ leadership transformation during a Lean organizational transformation.  

This study comprised seven cases.  Consistent with case study research, multiple forms of 

data were gathered for each case (Creswell, 2014; Stake, 1995; Yin, 2014).  A research 
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protocol provided focus for the data collection process and offered guidance and 

consistency for data collection.  Sources of data included interviews with selected CEOs, 

field observations via organizaional site visits, document review, organizational artifacts, 

and researcher field notes.  I conducted the research using an emergent design that 

allowed for the evolution of the interview questions and requested artifacts of interest 

(Maykut & Morehouse, 1994; Yin, 2014).  

Definition of Relevant Terms 

The term Lean is used in many contexts and has various interpretations.  Lean 

was originally coined to capture the essence of TPS to help transfer this concept to 

industry in the United States (Womack, Jones, & Roos, 1990).  The focus was primarily 

on manufacturing processes and the tools used to improve them.  However, TPS is a 

holistic organizational system that applies to every organizational process, including 

leadership (Liker & Convis, 2012).  This study explicity examined the impact of a Lean 

organizational transformation on a healthcare CEO’s leadership.  The following terms 

were used operationally within this study:  

Lean: an organizational system that integrates philosophy (culture), a 

leadership/management system, and technical tools into a coherent whole, 

grounded in the tenets of respect for people and continuous improvement in the 

pursuit of perfection.  

Leadership: an active formation process of influence and persuasion implemented 

within a social organization for the purpose of facilitating transformative change.  

Lean leadership: demonstration of the actions, behaviors, beliefs, and values 

aligned with Lean in a person’s leadership style and practices.  
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Lean leadership transformation: the process by which Lean leadership emerges 

and evolves due to pursuit of an organizational Lean transformation.  

Lean organizational transformation: the process by which an organization 

evolves and changes due to pursuit of Lean as a transformational framework.  

Traditional Western leadership: refers to leadership styles and practices that 

reflect early theories of leadership from the industrial era, for example the Great 

Man and trait theories (Found & Harvey, 2007).   

The working definitions provided for the first five terms were created by the 

researcher.  Specifically, the definitions align with how the terms were used in the 

context of this study, given that there are no commonly held definitions for any of these 

terms.  The term traditional Western leadership was used in the literature with relatively 

comparable meanings and refers to how leaders make business decisions and approach 

problem solving, with the leader assuming the responsibility for these actions (Liker & 

Convis, 2012).  The authors further noted that this approach influences leadership style 

and motives, separating the leader from the people in a transactional manner (p. 232).  

The working definition for purposes of this study was also created by the researcher and 

reflects a synthesis of the perspectives in the literature.   

Limitations and Delimitations 

A significant limitation of this research study is that the total population of 

healthcare CEOs pursuing Lean is unknown.  Study participants were identified and 

sourced through professional contacts.  This limitation may have been further 

exacerbated by the limited number of cases included in the study, which was seven.  Yin 

(2014) stated that research case studies do not have a sampling approach but rather are 
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selected to predict similar results or contrasting results for the purpose of analytic 

generalization.  Stake (1995) had a different approach that suggested balance and variety 

are most important when choosing cases because the opportunity to learn is most critical.  

I followed Stake’s position on case selection.  However, the reality that the population 

itself could not be fully identified influenced case selection as well.  

Delimitations were under my control and influenced core aspects of this study—

in particular, whether the results could be generalized (Roberts, 2010).  A key 

delimitation of this case study research involved the case selection criteria.  To bind the 

cases, I selected only CEOs with more than five years of experience as a Lean leader and 

who had led a Lean transformation in the CEO role for a minimum of five years in the 

United States.  Another delimitation was the choice of study methodology.  For example, 

other research methodologies could have provided a quantitative component to this study, 

which could have made the study more holistic.  Also, this study did not include cases of 

CEOs and organizations that were unsuccessful in their Lean transformation endeavors, 

which might have provided additional insight into the leadership role in Lean 

transformation failures.  Finally, this study focused only on the leadership role of CEOs, 

thereby excluding a wide range of other leadership roles.  Thus, the delimitations of case 

selection criteria, specific leadership role being investigated, industry of interest, and 

research methodology chosen preclude generalization of the results of this study to a 

greater population.  

Leader’s Role and Responsibility in Relation to the Problem 

Organizations are dynamic entities that evolve and change over time, whether in 

response to external or internal forces, a desire to grow, or generative opportunities to 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 10 

evolve (Land & Jarman, 1992).  This evolutionary process is a natural progression of the 

growth process of individuals and of organizations (Land, 1973).  The need for change is 

also a function of assimilating experiences and learning to survive in the future (Land & 

Jarman, 1992).  Leaders are central to the process of envisioning the future and setting 

the path to reach it.  Found and Harvey (2007) provided a review of the evolution of 

leadership theories related to the emergence of new challenges and new business models.  

Similarly, Laloux (2014) reviewed the evolution of leadership and organizations, noting 

that organizations are a reflection of current worldviews.  Importantly, he asserted that 

worldviews develop and change and that transformative periods are visible through the 

lens of organizations and leaders.  Current environmental forces may be harbingers of 

another transformative period for leaders and organizations.  Land and Jarman (1992) 

applied the S curve model of change theory to organizations, noting that the cycle of 

change is a continuous process with leadership challenges becoming increasingly more 

difficult at breakpoints in the curve.  Development of these theories illustrates that 

leadership must also evolve to meet or lead the changing needs of organizations and 

people.   

Found and Harvey (2007) reviewed leadership theories that cover leadership 

traits, contingency theory or situational leadership, transformational leadership, and 

distributed leadership as the most recent evolutions of leadership theory.  In a different 

approach, Laloux (2014) traced leadership across time from ancient tribal leadership to 

contemporary pluralistic leadership to an emerging paradigm of leadership he referred to 

as Tier 2.  Laloux noted that each successive paradigm both includes and transcends the 
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prior paradigm.  There are no defined starts or stops in these leadership paradigms and 

worldviews (p. 38).  

Several scholars suggested that connections exist between transformational 

leadership and Lean leadership (Found & Harvey, 2007; Poksinska et al., 2013; Steed, 

2012).  Burke (2014) noted that transformational and transactional leadership used in 

organizations is dependent upon the scope of change required.  For example, the Burke–

Litwin model for organizational change suggests that significant strategic organizational 

change, which involves mission, vision, and leadership, requires transformational 

leadership (p. 228).  However, operational-level change involving processes, systems, 

and procedures requires transactional leadership.  The level of organizational change 

desired through pursuit of Lean is both transformational and transactional to ensure that a 

whole system approach to organizational transformation is adopted (Roth, 2006).  

One study suggested that servant-leadership aligns with Lean leadership given the 

humble behavior of Lean leaders and the focus on serving frontline staff (Poksinska et al., 

2013).  For example, a Lean organizational chart is often depicted as an upside-down 

pyramid with frontline staff at the top; this artifact illustrates leadership’s role in support 

of and service to staff.  Distributed leadership is a visible indication of Lean leadership in 

organizations where staff and teams are empowered to lead problem-solving events and 

innovate.  Further, distributed leadership suggests that leadership is not confined to 

designated positions but is the capacity to engage others using a team model to initiate 

and sustain significant change (Roth, 2006).  

Another review of leadership theories presents seven streams of research on 

leadership that connects them all to the need for flexible and adaptive leadership.  The 
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authors noted that flexible and adaptive leadership is essential in today’s complex 

organizational environment (Yukl & Mahsud, 2010).  As organizational complexity 

escalates, leadership must also evolve.  In a Lean transformation, leaders must unlearn 

old practices and embrace new Lean practices (Poksinska et al., 2013).  Organizational 

change involves changes in leadership and culture, but it starts with leadership.  Edgar 

Schein (2010), a noted organizational culture scholar, made a distinction between mature 

and young organizations.  He stated, “leadership and culture are two sides of the same 

coin” (p. 3).  He further noted that leadership is a constraint in a mature organization 

whereas leadership actually creates culture in new or young organizations (p. 3).  

Healthcare is a mature industry being challenged to reform or reinvent itself (Kepros, 

Mosher, Anderson, & Stevens, 2006).  This challenge in turn pushes CEOs to evolve in 

order to shape and transform their respective organizations.  Based on its relatively recent 

emergence in the literature and the limited research available, Lean leadership appears to 

be a relatively new leadership construct that illustrates the importance of many leadership 

practices advocated in contemporary leadership literature.  Further, use of Lean as a 

holistic framework for organizational transformation must be based on an aligned 

leadership approach if success and sustainability are to be ensured.  

Significance of the Study 

Healthcare CEOs increasingly look to Lean to facilitate organizational 

transformation in response to significant, complex, and real-world pressures 

(D’Andreamatteo, Ianni, Lega, & Sargiacomo, 2015; Daultani, Chaudhuri, & Kumar, 

2015; De Souza, 2009).  These issues manifest in the healthcare professional practice 

setting with mounting frequency and complexity, setting the stage for a new paradigm of 
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leadership to navigate this era of change.  Healthcare CEOs actively leading a Lean 

transformation while learning Lean assume a significant challenge.  Understanding and 

actively pursuing Lean organizational transformation work requires healthcare CEOs to 

recognize and commit to personal transformation.  The literature on Lean leadership and 

on the process of becoming a Lean leader was very limited; yet healthcare CEOs are 

increasingly pursuing Lean in an effort to transform their respective organizations.  This 

situation demonstrates the significance of this multiple case study.   

First, research on Lean leadership or its application in the healthcare field was 

limited.  More specifically, little research addressed both the process and the 

transformational experiences a leader goes through to become a Lean leader.  Current 

studies noted this gap in Lean leadership while also finding leadership to be a critical 

factor of success in Lean organizations (Found & Harvey, 2007; Poksinska et al., 2013; 

Steed, 2012; Toussaint & Berry, 2013).  Further, interest in Lean in healthcare is growing 

rapidly.  However, CEOs and organizations may waste significant resources or fail in 

their transformation efforts due to a lack of understanding or knowledge of what Lean 

requires of leaders.   

This study of healthcare CEOs in organizations pursuing Lean provided 

applicable learning and evidence of the issues, barriers, and successful practices to 

becoming a Lean leader.  Real-world examples of successful Lean leaders helped 

establish a baseline for evidence-based solutions upon which further cycles of 

improvement can be based.  Healthcare organizations are dynamic learning labs wherein 

lessons regarding Lean leadership transformation can be learned, evaluated, and 

improved.  The behaviors, attitudes, values, and beliefs of the next generation of leaders 
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will shape the future of care and services that are provided to individuals across the 

globe.  I chose to conduct this study out of a belief that understanding Lean leadership via 

Lean CEOs is one important and viable leadership development approach for future 

healthcare leaders.  

Summary 

Chapter One provided an overview of the significant and complex real-world 

problem of developing Lean leadership in healthcare CEOs pursuing a Lean 

organizational transformation.  The problem statement and purpose of the study were 

presented, followed by the study’s research questions, propositions, and aim.  A brief 

overview of the multiple case study methodology and of the methods used for this 

approach were discussed.  Important study design elements included the unit of analysis 

and the case study selection criteria chosen.  The unit of analysis was the process and 

experiences of healthcare CEOs’ leadership transformation during a Lean organizational 

transformation.  Participants were selected based on the criteria that they were healthcare 

CEOs who had more than 5 years of experience as a Lean leader and who had led a Lean 

transformation in the CEO role for a minimum of 5 years in the United States.  

Operational definitions of Lean, leadership, Lean leadership, Lean leadership 

transformation, and Lean organizational transformation were provided as used in this 

study.  Study limitations and delimitations were also discussed.  A brief review of 

leadership theories relevant to this study and the importance of the topic of Lean CEO 

leadership to the field of healthcare were reviewed.  The significance of this topic at this 

time of change in healthcare supported the timeliness and need for this multiple case 

research study on Lean leadership transformation in healthcare CEOs.   
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This study is organized into five chapters, followed by references and appendices.  

Chapter Two is a review of the relevant literature on the subject of Lean leadership and 

associated leadership styles referenced in studies on Lean leadership.  Chapter Three 

details the research design and methodology used in this study.  Detailed descriptions of 

case selection and of data collection and analysis procedures are described.  Chapter Four 

presents a further review and analysis of the data, along with a detailed discussion of the 

findings.  Chapter Five brings the study full circle via a presentation of my conclusions 

and recommendations regarding a solution for the problem researched.   
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CHAPTER TWO: LITERATURE REVIEW 

Introduction 

Lean is a rich and complex topic of study that spans multiple industry sectors and 

broad research interests.  Capturing the depth and breadth of Lean, particularly as it 

related to the role of a healthcare CEO, required an examination of the literature from 

multiple areas of inquiry.  At the outset of this chapter, the origins of Lean are briefly 

reviewed to provide a sense of the formative process that brought this concept forward as 

an organizational system.  The next section discusses the definition of Lean via the lens 

of researchers and practitioners who have studied and applied Lean to gain a sense of the 

paradigm of the Lean organization and Lean leadership.  These two sections provide both 

a broad base to understand placement of the topic of Lean in the literature and a 

framework from which to tailor the literature review to this study.  The literature review 

then narrows at three subsequent junctures to focus on the topic of interest for this study.  

Specifically, this literature review focuses on the themes of Lean in healthcare, Lean and 

leadership, and the explicit role of the Lean CEO.  It should be noted that as the scope 

narrows, so too does the available literature.  

Extensive literature is available on the topic of Lean; it covers multiple industry 

sectors, international geographies, and a multitude of facets of Lean, depending on the 

respective researchers’ interests.  However, the topic of Lean leadership in the literature, 

specifically as it relates to CEOs or healthcare CEOs, is nearly nonexistent.  Thus, a 

broad literature search provided me with a starting point from which to evaluate articles 

from many industries, countries, and leadership roles to gain an understanding of the 

status of research conducted on the topic of Lean and leadership for this study.  
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Comprehensive literature reviews of aspects of Lean were helpful for clarifying and 

honing the focus of the literature available to the topic of interest for this study.  They 

were also instrumental in allowing me to discern what does and does not exist in the 

literature regarding Lean leadership.  The conceptual framework used for this study was 

presented in Chapter One as propositions.  The function of the five propositions was to 

guide the data collection for this study; they also guided the investigation of the literature 

available and were instrumental in focusing the literature search.  The five propositions 

for this study were:  

Proposition 1: Lean healthcare CEO leadership is markedly different from 

traditional CEO leadership.  Lean leadership includes distinct behaviors, actions, 

and practices that the CEO must exhibit to lead a Lean organizational 

transformation.  

Proposition 2: Lean healthcare organizational transformations and CEO 

leadership transformations mutually influence each other.  

Proposition 3: CEOs of successful Lean healthcare organizations realize that their 

leadership style and practices must align with Lean principles and practices.  

Proposition 4: Lean leadership is a process that can be learned, evaluated, and 

improved.  Development of Lean leadership in healthcare CEOs requires daily 

discipline and on-the-job learning using Lean tools, processes, and practices.  

Proposition 5: Lean healthcare CEOs understand the potential of Lean as an 

integrated systems approach to transformation that includes alignment of Lean 

technical tools, culture, and management system.  
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The literature on Lean is predominantly found in the operations management and 

engineering fields, with less literature available in the field of health sciences (Stone, 

2012).  In addition, although it is still limited, research on Lean is growing in the social 

and behavioral sciences, specifically in the areas of organizational development and 

human resources (Stone, 2012).  In efforts to align the literature review with the 

conceptual framework, I used an applied structure to funnel the literature, provide 

context, and narrow the focus to the topic of interest (Roberts, 2010).   

Recognizing that Lean began as a Western application of TPS, I understood the 

core tenets and principles that guided the evolution of Lean outside of TMC.  Most of the 

early literature on Lean directly addressed the application of Lean tools.  This approach 

manifested as a function of translating manufacturing practices and tools from Toyota to 

other manufacturing arenas (Stone, 2012).  As exposure to Lean grew, so did the 

understanding that tools alone were insufficient for organizational transformations if the 

expectation was that an organization would achieve exceptional performance results and 

experience the full potential of Lean (D’Andreamatteo et al., 2015; De Souza, 2009).  

Over time, and with additional study, the concept of Lean as a system comprising a 

philosophy, tools, and a management approach emerged (D’Andreamatteo et al., 2015; 

Poksinska, 2010; Stone, 2012).  Lean is clearly not a static concept.  Several researchers 

noted that many of the barriers and issues arising with regard to Lean may be simply a 

function of the immaturity of Lean as a systems approach applied to organizations 

(D’Andreamatteo et al., 2015; Mazzocato, Savage, Brommels, Aronsson, & Thor, 2010; 

Poksinska, 2010; Stone, 2012).  
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The literature illustrates the challenge of defining Lean that is based on the 

varying interpretations of what Lean is, regardless of industry.  Most organizations that 

have adopted Lean have focused primarily on applying the tools of a production system 

in hopes of improving organizational performance rather than on a system for 

transforming an organization (D’Andreamatteo et al., 2015; De Souza, 2009; Poksinska, 

2010).  As a result, organizations have grappled with understanding and interpreting Lean 

as they implement discrete components of Lean organizationally.  Applying Lean in 

healthcare is challenging in terms of that lack of definition, sometimes resulting in 

misaligned expectations regarding organizational transformation (D’Andreamatteo et al., 

2015).  The context in which leaders pursue Lean in an organization may also provide 

insight into how they understand or value Lean.  The decision by leaders to adopt Lean as 

an organizational transformation process rather than as a technical quality improvement 

method is a critical factor in providing clarity and direction for Lean transformations 

(Stone, 2012).  

The interplay of organizational transformation and leadership is also a broad area 

of study.  Several researchers linked certain leadership theories, including 

transformational, servant, adaptive, and distributive leadership, to Lean in early attempts 

to understand the role of leadership in a Lean transformation (Found & Harvey, 2007; 

Halling & Renstrom, 2014; Roth, 2006).  Nearly all studies conducted on Lean addressed 

barriers and challenges to Lean implementations, and many cited the role of leadership as 

critical to the implementation’s success.  Researchers noted that both Lean 

transformations and long-term organizational sustainability require strong leadership 

(D’Andreamatteo et al., 2015; Liker, 2014).  In addition, many roles qualify under the 
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umbrella of leadership; however, the singular leadership role that ensures active pursuit 

and support of an organizational priority is that of the CEO.  The literature does not 

differentiate the role of the CEO; rather, the literature references various levels of 

leadership, such as senior leadership, executive leadership, or management.  The 

interplay between a Lean organizational transformation in healthcare and the effect on the 

leadership of an engaged CEO leading this transformation was the focus of this study.   

Origins of Lean 

Understanding the origins of Lean provides an important baseline of knowledge 

about the emergence of Lean and the paradigm within which Lean operates.  The genesis 

of Lean is found in the creation and 70-year evolution of the Toyota Motor Company 

(TMC).  Throughout the existence of TMC, the core tenets of continuous improvement 

and respect for people have endured.  These two pillars evolved as the core tenets of the 

Toyota Production System (TPS) (Emiliani, 2000; Emiliani, 2006; Liker, 2014; Stewart 

& Raman, 2007).  Related deeply held beliefs and practices can be traced back to the late 

1800s as the founding principles established by Toyoda Loom Works founder Sakichi 

Toyoda (Emiliani, 2006; Stoller, 2015).  Toyoda passed the principles of continuous 

improvement, innovation, and respect for people on to his son, Kiichiro Toyoda, who 

became the founder of TMC (Byrne, 2013; Emiliani, 2006; Stoller, 2015).  Toyoda 

founded TMC; however, the credit for creating the organization’s culture, known today 

as TPS, goes to two leaders: Taiichi Ohno and Eiji Toyoda, along with their consultant 

Shigeo Shingo (Emiliani, 1998a; Emiliani, 2006; Stoller, 2015).  
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Emergence of Toyota Production System 

Ohno and Toyoda were students of American manufacturing who had a particular 

interest in the approaches of Henry Ford and Frederick Taylor.  They were specifically 

captivated by Taylor’s focus on cost and waste reduction and by Ford’s production 

design systems (Emiliani, 1998a; Emiliani, 2006; Stoller, 2015; Womack et al., 1990).  

Faced with rebuilding TMC after the Second World War, in an environment bereft of 

resources, Toyota used its core tenets as a source of competitive advantage (Emiliani, 

2006; Stoller, 2015).  These environmental circumstances contributed to the unrelenting 

practice of removing waste from every process through continuous improvement (Byrne, 

2013; Emiliani, 2006; Stoller, 2015).  Through decades of disciplined practice and 

adherence to these core tenets, TPS emerged.  Successful Lean CEOs have understood 

that the specific combination of continuous improvement and respect for people results in 

the success of this model (Emiliani, 2006).   

It is beyond the scope of this research to delve into the details of all facets of TPS; 

however, I would be remiss in not noting another force that was critical and influential in 

establishing the foundation from which TPS emerged.  W. Edwards Deming played a 

significant role in shaping the principles and pursuit of perfect quality in Japanese 

businesses after World War II.  Although his efforts to engage U.S. businesses in 

transformation via quality strategies fell short at that time, Japanese business leaders 

eagerly sought out opportunities to learn about quality improvement and the role of 

management in achieving high performance (Deming & Orsini, 2013; Found & Harvey, 

2007).  Deming’s work in quality improvement and corresponding management 

processes was instrumental in helping Japanese companies, including TMC, rise to 
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unprecedented performance levels.  Deming advocated application of the scientific 

method, referred to as Plan, Do, Check, Act (PDCA), to every process in an effort to 

remove variability and gain process control.  He noted that management in this 

environment needed to align with the quality improvement imperative of the products 

produced (Deming & Orsini, 2013).   

Emergence and Migration of Lean 

As TMC gained success in its quest to become a global player in the automotive 

markets, U.S. companies began to take notice.  Toyota’s manufacturing performance set 

the quality and efficiency standard for automakers by producing higher-quality 

automobiles with half the resources (Emiliani, 2000; Emiliani, 2006; Roth, 2006; Teich 

& Faddoul, 2013; Womack, et al., 1990).  Today, manufacturing companies in many 

industries continue to emulate TPS in an effort to achieve standards of excellence.  TPS 

has been linked to various quality programs and names, including Total Quality 

Management, Continuous Quality Improvement, Toyota Production Management, Lean 

Manufacturing, and Lean Management.  The prevailing term used to convey a 

management system reflective of TPS is Lean management (Emiliani, 2006; Emiliani & 

Emiliani, 2013).   

Another significant difference between TPS and almost any other management 

approach is the former’s fundamental tenet that organizational problems are really 

problems of leadership, not of process or people (Liker & Convis, 2012).  Early theories 

of leadership, such as the Great Man or trait theories, positioned leaders as those with all 

of the answers who took control of situations (Found & Harvey, 2007).  The focus of 

these theories included defining the innate qualities (traits) of the person and recognizing 
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the specific positional power of the leadership role.  Leaders aligned with these early 

theories will consistently fail to understand the fundamental belief system of TPS and 

therefore will fail in a Lean organizational transformation.  However, some current and 

emerging leadership theories, discussed later in the chapter, have a resonance with Lean.  

Liker and Convis (2012) suggested that certain leadership theories reflect Toyota 

leadership, including servant-leadership, level 5 leadership, and situational leadership, to 

name a few.  They argued that this is so because TPS is a continually evolving system 

and a learning organization in which assimilation of best practices occurs.  Further, 

through the process of assimilation, the respective concepts are integrated into a coherent 

system of leadership that furthers the organization.   

To lead in a Lean organization, the leader must recognize that the early theories of 

leadership noted above or traditional Western leadership approaches do not align with 

Lean, just as early industrial approaches to operating an organization do not align with 

Lean (Liker, 2014; Stewart & Raman, 2007; Womack et al., 1990).  For example, Liker 

and Convis (2012) noted that a top down focus on results at all costs, short-term thinking, 

and managing by the numbers reflects the traditional Western approach to business 

decisions and management problem solving.  Whereas Toyota relentlessly develops 

leaders at all levels of the organization in the tenets, principles, leadership practices, and 

tools of TPS as the Toyota Way, and leaders in turn develop the potential in every 

employee in hopes that they too will display the leadership actions, behaviors, and 

practices that align with Lean (Liker & Convis, 2012; Liker, 2014; Stewart & Raman, 

2007).  Though the tenets and principles stand the test of time, the organization continues 

to evolve, assimilating knowledge and learning in its pursuit of perfection.  The 
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systematic and evolutionary organizational model of TPS has served TMC well.  TPS 

eludes many who quickly adopt TPS or Lean just to fix problems without understanding 

the essence of TPS or systems (Liker, 2014; Liker & Convis, 2012; Stewart & Raman, 

2007).  

Defining Lean 

Krafcik (1988) coined the term lean to move away from references to TPS and 

Fordism.  The term lean stuck and today represents the idea of TPS as applied outside of 

TMC.  Substantial research has been conducted on the topic of Lean, primarily through 

the lens of Lean implementations.  Further, most literature on Lean is categorized as 

either theoretical or empirical based on case studies, essentially separating researchers 

and practitioners of Lean (D’Andreamatteo et al., 2015; De Souza, 2009; Poksinska, 

2010).  Research on Lean is global; however, the findings of the respective studies have 

application regardless of their nation of origin.  The research started out in the automotive 

industry and gradually spread to other manufacturing industries.  It was only in the 

relatively recent past, circa 2000, that Lean migrated to more industries, such as service, 

government, and healthcare.  A comprehensive literature review provided insight into the 

issues of Lean implementation.  The review revealed a clear focus on tool-based or 

project approaches (Arlbjørn & Freytag, 2013; Brännmark et al., 2012; Halling & 

Renström, 2014; Stone, 2012), identifying both barriers to success and factors for success 

(D’Andreamatteo et al., 2015; De Souza, 2009; Dombrowski, Mielke, & Engel, 2012; 

Halling & Renström, 2014; Mazzocato et al., 2010), and most recently, the need for a 

systems approach to a Lean transformation (D’Andreamatteo et al., 2015; Stone, 2012).  
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Lack of Commonly Held Definitions 

A leader who decides to pursue a Lean transformation must understand what this 

decision means.  A challenge noted by most researchers is the lack of a consistent or clear 

definition of Lean that articulates what Lean is and is not (Amer & Shaw, 2014; Arlbjørn 

& Freytag, 2013; Brännmark et al., 2012; D’Andreamatteo et al., 2015; De Souza, 2009; 

Mazzocato et al., 2010; Poksinska, 2010; Stone, 2012).  The vagueness about what Lean 

is exists regardless of industry or country.  Most definitions of Lean center on the key 

objective of achieving production efficiency through relentless elimination of waste 

(Amer & Shaw, 2014; Arlbjørn & Freytag, 2013; Hines, Holwe, & Rich, 2004; 

Poksinska, 2010; Stone, 2012).  However, this vagueness or lack of clarity in defining 

Lean affected the research conducted regarding both evaluation of the concept and 

operationalization or application of Lean in an organization.  For example, Womack et al. 

(1990) noted:  

Lean production is “lean” because it uses less of everything compared with mass 

production—half the human effort in the factory, half the manufacturing space, 

half the investment in tools, half the engineering hours to develop a new product 

in half the time. (p. 11)   

Lander and Liker (2007) defined Lean as a “philosophy comprised of a set of general 

principles of organizing and managing an enterprise which can help any organization get 

on a path of positive learning and improvement” (p. 3681).  Later, Liker (2014) defined 

Lean as “A Strategy for Operational Excellence based on Clearly Defined Values to 

Engage People in Continuously Improving Safety, Morale, Quality, Cost, and 

Productivity” (p. 32).  Convis (2001) reflected on his personal experience as president of 
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Toyota Motor Manufacturing Kentucky and noted that TPS “is a fully integrated 

management and manufacturing philosophy and approach which must be practiced 

throughout the organization from top to bottom and consistently applied and kaizened 

[continually improved] day in and day out” (p. 3).  

In another variation of a Lean definition, Dombrowski and Mielke (2013) defined 

Lean as a “methodical system for the sustainable implementation and continuous 

improvement of LPS [lean production systems]” (p. 570).  Scherrer-Rathje, Boyle, and 

Deflorin (2009) stated that the definition of Lean must distinguish between a 

philosophical approach using guiding principles and a practical approach based on tools 

and techniques.  However, both aspects are part of the multifaceted concept that is Lean, 

illustrating that organizational implementation of Lean is a highly complex endeavor 

(Scherrer-Rathje et al., 2009).  These authors further defined Lean success as 

demonstrating successful achievement of Lean’s strategic components, including 

management support and cultural change, implementation of Lean practices to support 

operations, and evidence of the sustainability of Lean over the long term.   

D’Andreamatteo et al. (2015) stated that at an abstract level, Lean should be 

conceptualized as “an operation strategy that prioritizes flow efficiency over resource 

efficiency” (p. 1204).  Finally, Roth (2006) stated that Lean is “a way of operating that 

spans from executive strategy setting for developing people and managing business 

growth to the commitment of the workforce to continuous improvement” (p. 15).  Roth 

further cautioned against assuming that the use of Lean tools, which are visible artifacts 

of Lean, represents the cultural shift that is required for a Lean transformation.  
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Diffusion of Lean Outside Toyota 

Stone (2012) put the evolution of Lean in a chronological context through his 

comprehensive review of Lean literature over four decades.  The development of Lean 

via organizational implementations demonstrates how the understanding and application 

of Lean has evolved.  The first 20 years of literature published on Lean could be linked to 

the impact of the oil crisis in the 1970s.  This crisis ignited interest in Japanese methods 

of manufacturing as a key resource became costly and less available.  More important to 

the study of Lean, however, was the work commissioned by the Massachusetts Institute 

of Technology to study the state of automobile manufacturing in the United States in 

comparison with the same industry in Japan.  The focus of this study was to assess the 

gap in performance between U.S. automakers and Japanese automakers (Cox, 1996; 

Womack et al., 1990).  A seminal piece of work from this study was the book The 

Machine that Changed the World by Womack, Jones, and Roos (1990).  This publication 

was instrumental in launching Lean into many more U.S. industries (Poksinska, 2010; 

Stone, 2012).  However, during this early phase of Lean, application was focused on 

improving production processes by implementing tools to improve the quality of products 

produced.  Stone (2012) noted that it was during the implementation phase of 1997–2000 

that the strategic approach to Lean emerged.  Then, it was during the enterprise phase of 

2001–2005 that Lean expanded to sectors outside of manufacturing, including healthcare.  

Finally, the impact of organizational culture relative to Lean began to show up in the 

literature beginning in 2006.   

The trajectory of the research focus demonstrated growth in understanding and 

development of Lean as a concept and its continued immaturity (De Souza, 2009; 
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Mazzocato et al., 2010; Stone, 2012).  Cox (1996) provided a summary of research issues 

faced by Lean that may be applicable to any industry adopting Lean, explaining:   

Unfortunately, like many nascent disciplines, the current state of academic 

discourse in procurement is best characterized as pre-scientific.  What this means 

is that practitioners, and academics studying their work, are aware that certain 

practices . . . are innovative and capable of achieving significant business benefit.  

The problem is that it has not been established under which conditions and for 

what circumstances these practices . . . are replicable across dissimilar industries 

and firms.  The consequences are that both academics and practitioners are left to 

describe what has transparently transformed the . . . industry, and to emphasize 

those functional aspects of internal and external organizational change that have 

impacted, reactively on the traditional . . . firms.  The problem with this approach 

is that it is atheoretical. (p. 58)  

Issues of Operationalizing Lean 

Arlbjørn and Freytag’s (2013) comprehensive literature review of international 

peer-reviewed journals captured research on the operationalization of Lean.  This review 

noted that Lean has spread to multiple industries; however, the authors remained focused 

on studies from the manufacturing sector only.  They noted that those attempting to 

operationalize Lean have had limited success.  The primary factor affecting 

operationalization of Lean that was consistently noted in the articles reviewed is the lack 

of a common definition of Lean.  The research reviewed focused on the philosophy, the 

principles, or the tools related to Lean.  Of the 154 articles reviewed by Arlbjorn and 

Freytag (2013), only 29 related to management, and none were specific to the role of the 
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CEO.  Despite the lack of a consistent definition of Lean, Arlbjørn and Freytag concluded 

that the increasing adoption of Lean suggests growing interest in Lean as a management 

concept.  Finally, the authors noted that lack of clarity about what Lean is, how it should 

be used, what its potential risks and benefits are, and how it should be applied in other 

industries, such as healthcare, suggests that more study on the topic is needed.   

The adoption of Lean continues to increase despite mixed reports on evidence 

regarding whether Lean effectively improves organizational performance (Arlbjørn & 

Freytag, 2013; D’Andreamatteo et al., 2015; De Souza, 2009; Stone, 2012).  The most 

recent literature positions Lean as a systematic approach inclusive of tools, a philosophy, 

a management system, and an imperative for culture change.  However, this 

understanding is relatively recent, and very few organizations have approached Lean 

using this framework (Arlbjørn & Freytag, 2013; Brännmark et al., 2012; Dombrowski et 

al., 2012; Stone, 2012).  Stone (2012) noted that the most recent phase of Lean literature 

illustrates the growing interest in pursuing organizational transformation using Lean.  

This systematic approach to Lean aligns with the focus of this study and specifically with 

the topic of the role of healthcare CEOs in integrating and leading such an endeavor.   

Core Components of Lean as a System 

Organizations and leaders implement this systematic approach to Lean 

transformations by starting with the two tenets of Lean: continuous improvement (also 

referred to as kaizen) and respect for people (Bhasin & Burcher, 2006; Emiliani, 2006; 

Liker, 2014; Stewart & Raman, 2007).  These tenets guide the philosophy of Lean 

organizationally and must permeate all aspects of a Lean organization’s systems and 

processes (Byrne, 2013; Emiliani, 2006; Liker, 2014; Stewart & Raman, 2007; Stoller, 
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2015).  Continuous improvement is the fundamental understanding that improving the 

work is the work, which every individual in an organization must be engaged in (Martyn 

& Crowell, 2012).  It is the role of the CEO and other organizational leaders to create the 

environment that allows for this level of engagement in an organization and to hold 

individuals accountable (Katz, 2012; Martyn & Crowell, 2012).  Respect for people is a 

more nuanced tenet and, according to Liker and Convis (2012), “the root purpose of the 

company” (p. 38).  However, the vast majority of organizations approach Lean via the 

tools rather than the tenets or principles.  

Lean further comprises five principles for eliminating waste in all processes and 

systems.  Womack et al. (1990) initially articulated the five principles.  Though stated in 

somewhat varying fashion, these principles are consistently identified as customer value, 

management of value streams, flow production processes, pull processes to meet 

customer demand, and pursuit of perfection (D’Andreamatteo et al., 2015; De Souza, 

2009; Emiliani & Stec, 2004; Hines et al., 2004; Poksinska, 2010; Scoville & Little, 

2014; Teich & Faddoul, 2013; Womack et al., 1990).  The focused and disciplined 

application of these principles within the context of the tenets creates the culture required 

for a successful Lean transformation (Bhasin & Burcher, 2006; Emiliani & Stec, 2004; 

Kim, Spahlinger, Kin, & Billi, 2006).   

In 2001, TMC captured in writing the oral tradition of the Toyota Way in order to 

aggressively expand training of employees outside of Japan in these precepts.  The tenets 

of respect for people and continuous improvement embody the mission and values of 

TMC, while the Toyota Way defines how employees, including executives, of TMC 
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work (Stewart & Raman, 2007).  Liker (2004) presented the 14 principles of the Toyota 

Way.  They are:  

• Base your management decisions on a long-term philosophy, even at the 

expense of short-term financial goals;  

• Create continuous process flow to bring problems to the surface;  

• Use “pull” systems to avoid overproduction;  

• Level out the workload;  

• Build a culture of stopping to fix problems, to get quality right the first time;  

• Standardized tasks and processes are the foundation for continuous 

improvement and employee empowerment;  

• Use visual control so no problems are hidden;  

• Use only reliable, thoroughly tested technology that serves your people and 

process;  

• Grow leaders who thoroughly understand the work, live the philosophy, and 

teach it to others;  

• Develop exceptional people and teams who follow your company’s 

philosophy;  

• Respect your extended network of partners and suppliers by challenging them 

and helping them improve;  

• Go and see for yourself to thoroughly understand the situation;  

• Make decisions slowly by consensus, thoroughly considering all options;  

• Implement decisions rapidly;  
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• Become a learning organization through relentless reflection and continuous 

improvement. (pp. 37–41)  

Every Toyota employee is trained in the Toyota Way principles and is expected to adhere 

to that training (Stewart & Raman, 2007).  It is these organizational principles, along with 

the tenets and the five TPS principles, that create the mind-set of the entire Toyota 

workforce (Convis, 2001; Stewart & Raman, 2007).  

Lean Transformation Barriers and Success Factors  

Larson, Latham, Appleby, and Harshman (2012) noted that 70–80% of 

organizational transformations fail, while Byrne (2013) noted that only 5–7% of Lean 

transformations are successful.  The barriers to Lean implementations and the success 

factors share a common cause: leadership (Amer & Shaw, 2014; Bäckström & Ingelsson, 

2015; Brännmark et al., 2012; D’Andreamatteo et al., 2015; De Souza, 2009; 

Dombrowski et al., 2012; Katz, 2012; Liker, 2014; Mazzocato et al., 2010).  Whether 

described as a barrier to success or the reason for success, leadership is referred to 

frequently in the context of Lean implementations and organizational transformations.  A 

consistent second barrier or success factor closely following leadership is organizational 

culture.  Other factors contributing to the success of Lean include communication, 

organizational support, links to strategy, training, teamwork, adapting Lean to local 

context, taking a long-term view, staff empowerment, and development of people (Amer 

& Shaw, 2014; D’Andreamatteo et al., 2015; De Souza, 2009; Poksinska, 2010).  

Common barriers to Lean, in addition to lack of leadership, include worker attitudes, 

motives and expectations of Lean, environment, implementation approach, training, 

suspicion of approach coming from automobile manufacturing, lack of system 
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perspective, and complexity of some industries such as healthcare (Amer & Shaw, 2014; 

D’Andreamatteo et al., 2015; Poksinska, 2010).   

Other researchers also cited similar reasons for the high failure rate, including 

lack of leadership support, poorly executed implementation plans, a narrow focus on 

Lean tools and techniques, absence of attention to culture change, and a short-term 

emphasis versus a long-term view regarding organizational transformation (Bhasin & 

Burcher, 2006; Emiliani, 1998b; Roth 2006; Teich & Faddoul, 2013).  Bhasin and 

Burcher (2006) noted that 70% of organizations pursue Lean to improve performance; 

however, 43% experience a decline in financial performance after the first 3 years.  

Further, it takes a minimum of 3 years to learn Lean tools and up to 5 years for 

employees to believe the tools work.  Yet Mann (2010) noted that Lean tools account for 

only 20% of a Lean transformation effort; the remaining 80% is due to leadership of the 

transformation effort.  Toyota explicitly recognizes that it takes time to develop people, 

and this development occurs on the job.  Managers may take up to 20 years to develop, 

while executives are still learning how to apply the Toyota Way after more than 40 years 

(Stewart & Raman, 2007).  Further, employees learn TPS or Lean on the job through 

working on real problems and are guided by a deeply trained sensei or coach (Liker, 

2014; Stewart & Raman, 2007).  

As organizations attempted to adopt Lean to achieve performance excellence or 

organizational transformation, the high failure rate demonstrated that Lean is far more 

than a toolbox or techniques.  A Lean transformation requires a holistic approach that 

includes the technical application of Lean tools, a philosophic approach that addresses 

organizational culture, and a management system that addresses leadership (Bhasin & 
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Burcher, 2006; Goodridge et al., 2015; Kim et al., 2006; Mann, 2009; Roth, 2006; 

Toussaint & Berry, 2013).  Despite its high failure rate noted by many researchers, Lean 

inspires continually more interest and adoption.  Several researchers explained that this 

effect is due to the potential of Lean to transform organizations, which is supported by 

sufficient examples to whet the appetites of organizations and leaders.  However, no 

standard model of successful implementation yet exists (De Souza, 2009; Dombrowski & 

Mielke, 2013; Poksinska, 2010).  

Efforts to capture the essence of Lean are complicated by the challenges of Lean’s 

varying definitions, the difficulty of translating Lean to an array of industry sectors, and 

the evolution of understanding of Lean as more than a set of tools.  Lean tools may be 

applied in any setting and achieve positive results; however, this approach is not a 

transformative one and often is not sustainable.  The literature noted that the potential of 

Lean, based on the exemplars of Lean transformations, continues to drive significant 

interest across industry sectors.  Lean is no longer just an automotive or manufacturing 

framework.  Healthcare leaders are adopting Lean with increasing frequency.  Lessons 

learned from TPS, as well as from other manufacturing organizations and from early 

healthcare adopters, are helping to shape the experience of Lean transformations in 

healthcare.  

Lean in Healthcare 

Lean found its way to the healthcare industry around 2000 (D’Andreamatteo, et 

al., 2015; Poksinska, 2010).  However, Womack and Jones (2003) introduced the idea of 

applying Lean in healthcare by illustrating what a Lean healthcare system might look 

like.  A visit to the doctor involves making an appointment, usually days ahead of time, 
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arriving at the appointed time, and waiting for the doctor.  If the diagnosis made by the 

doctor requires an intervention, the patient schedules more appointments or may have a 

medication prescribed.  Visits to a specialist involve making more appointments and 

waiting, along with potential testing and more waiting for results.  Inherent in this 

disconnected system is significant waste.  Womack noted that a patient’s journey over the 

course of a healthcare event is the core healthcare value stream (Scoville & Little, 2014).  

Thus, applying a Lean lens to this process from the patient point of view would identify 

significant waste illustrated by waiting and traveling.  The actual time spent directly with 

a doctor or a clinician, or the value in the process, is very small.  

Migration of Lean to Healthcare 

Today, Lean is gaining significant momentum as leaders of healthcare 

organizations attempt to address the demands of the current disruptive environment.  

These factors include changing demographics, national and state healthcare reforms, 

implementation of advanced and disruptive technologies, preference for evidence-based 

practices, and national concerns related to quality, safety, and cost.  Although certain 

pressures may be similar across any industry (e.g., availability of workforce, need for 

innovation, and economic pressures), Lean in the context of healthcare is different than in 

the context of manufacturing.  Scoville and Little (2014) noted that the TPS or Lean 

framework requires alteration to fit healthcare due to the unique and complex systems 

found in this industry.  For example, multiple parties are involved in the healthcare 

delivery process, including the patient, payers (e.g., insurers), and an array of clinicians.  

The lack of alignment among the respective parties results in fragmented processes and 

significant waste.  Of key importance is that patients are instrumental in producing their 
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own health outcomes.  These are substantive differences from the factors salient to 

manufacturing organizations.  Further, the healthcare industry is both capital and labor 

intensive as well as highly regulated and burdened with numerous safety and quality 

auditors.  Healthcare is also an industry based heavily on knowledge management reliant 

on highly trained professionals.  Mistakes made in healthcare can hurt or kill people 

(Hereford, 2015).  Although these challenges are daunting, they also provide great 

opportunity for the healthcare industry to transform.  The unique qualities of Lean 

provide a holistic framework for healthcare leaders to adopt to engage with these 

complex and pervasive challenges.  

Lack of Common Definition of Lean in Healthcare 

Healthcare organizations are increasingly adopting Lean as an approach to 

organizational performance improvement (De Souza, 2009; D’Andreamatteo et al., 2015; 

Mazzocato et al., 2010; Poksinska, 2010; Poksinska et al., 2013; Spear, 2005; Steed, 

2012; Wood, 2014).  However, Lean is a relatively new phenomenon in the healthcare 

industry.  As is the case outside of healthcare, there is no common definition of Lean in 

healthcare.  Definitions of Lean in healthcare mirror those used in other industries.  

Toussaint (2013) proposed that Lean in healthcare be defined as “an organization’s 

cultural commitment to applying the scientific method to designing, performing, and 

continuously improving the work delivered by teams of people, leading to measurably 

better value for patients and other stakeholders” (p. 75).  Steed (2012) proposed that Lean 

healthcare be defined as  

the relentless elimination of waste in every area of operations with the aim of 

reducing inventory, cycle times, and costs, so that delivering higher-quality 
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patient services can be provided in the most efficient, effective, and responsive 

manner possible while maintaining the economic viability of the organization. 

(p. 49)   

Shah and Ward (2007) defined Lean as a socio-technical system.  They stated, “Lean is 

an integrated socio-technical system whose main objective is to eliminate waste by 

concurrently reducing supplier, customer, and internal variability” (p. 791).  Hereford 

(2015, 16:10) expanded this definition by adding, “through creating a system that 

supports the capability of problem solving in every member of the organization.”  

Scoville and Little (2014) defined Lean as “the integrated principles, methods, and tools 

that have developed from the Toyota Production System to optimize the performance and 

management of value producing systems” (p. 5).  Finally, Donald Berwick, former 

Administrator of the Centers for Medicare and Medicaid, proposed that the removal of 

waste from the healthcare system is the quality imperative for healthcare today (Kaplan, 

2012).  

Tool-Based Versus Systems Approach to Lean 

Organizations with successful, sustained Lean transformations appear to approach 

the process as a full organizational change process requiring robust and engaged 

leadership (Kaplan et al., 2014; Steed, 2012).  However, few examples of this approach 

in healthcare exist in the literature.  Two notable healthcare organizations in the United 

States cited in the literature have evolved to a full organizational approach and branded 

their Lean efforts: Virginia Mason Medical Center has the Virginia Mason Production 

System (VMPS), and ThedaCare has the ThedaCare Improvement System (TIS) (De 

Souza, 2009).  However, most healthcare organizations approach Lean as a tactical 
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solution, as is evidenced by their focus on Lean tools and a belief that this approach will 

result in the transformational outcome they desire (Kaplan et al., 2014; Poksinska, 2010; 

Poksinska et al., 2013: Roth, 2006; Teich & Faddoul, 2013).  Spear (2005) noted that 

healthcare leaders do not invest in the right operational improvements to achieve quality, 

safety, and affordability for consumers.  According to Spear, few organizations approach 

these issues with a systems perspective, methodological approaches to process design, or 

engagement of all staff in the improvement process (p. 15).  

De Souza (2009) conducted a comprehensive literature review of Lean in the 

context of healthcare specifically; the review included 90 articles from 2002 through 

2008.  More than half of the studies upon which the articles were based were conducted 

in the United States.  He noted that adoption of Lean in healthcare was growing due to 

demonstrated results.  However, similar to Arlbjørn and Freytag (2013), De Souza noted 

that variances in the definition and application of Lean existed across these studies, 

complicating the evaluation of Lean.  Further, he wrote that Lean in healthcare is in its 

infancy, with examples of success observable at the operational level but less so at the 

strategic or system level or across the industry; he called for more research to evaluate 

the effectiveness of Lean in healthcare.  Of interest also is that De Souza was unable to 

locate any studies that criticized Lean in the context of healthcare, resulting in his 

conclusion that a consensus exists regarding the potential of Lean for the healthcare 

industry.  Additional studies of Lean in healthcare have been conducted since the 

publication of De Souza’s comprehensive literature review as researchers have begun to 

address the topic of Lean leadership in healthcare.  De Souza (2009) and Mazzocato et al. 
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(2010) were the only authors found to use the term Lean Theory; however, they provided 

no specific definitions for this theory.  

In a similar approach, Poksinska (2010) conducted a comprehensive literature 

review of Lean in healthcare, noting that the dominant approach to adoption was tool and 

technique based with a narrow focus on specific process improvements to move patients 

through the system.  The focus of this comprehensive literature review was the 

implementation of Lean.  However, noticeably absent was the role or function of 

leadership, other than a brief statement that leaders may be trained in Lean and in turn 

train others.  This research review identified that local or organizational context matters 

and that organizations that adopt Lean must integrate it with their existing culture.   

D’Andreamatteo et al. (2015) also conducted a comprehensive review of the 

literature on Lean in healthcare and noted that Lean appears promising but that the lack 

of evidence in results positions its value as inconclusive.  This study reported, “Lean is 

not a neutral or value free activity, but it is fluid and open to multiple interpretations, 

interests, and logics” (p. 1203).  The authors further suggested that transferring Lean to 

industries outside of manufacturing requires that Lean be translated to the appropriate 

context.  In turn, the role of leadership is central to leading this process of change.  

Although few examples exist of full Lean organizational transformations, the literature 

reviewed by D’Andreamatteo et al. (2015) clearly identified the need for organizations to 

use a systems approach to achieve transformation.  D’Andreamatteo et al. deemed current 

tool-based efforts early experiments with Lean.  

Finally, Mazzocato et al. (2010) investigated the Lean literature through the lens 

of a realist review.  Organizations that want to apply the realist view must make decisions 
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regarding the interventions, context, mechanisms, and outcomes to be considered.  As 

was the case with all the other literature reviews of Lean in healthcare, this review also 

found examples of narrowly defined application of Lean focused only on tool- or project-

based Lean implementations.  The authors concluded that the state of Lean in healthcare 

is probably too immature at this time for a realist approach.  They did suggest that 

leadership’s role in ensuring a holistic approach to Lean implementation is in need of 

more research.  

The application of Lean in healthcare is a growing phenomenon.  Interest in 

adopting Lean is spurred by the positive results presented in the Lean healthcare 

literature.  However, as was found in the Lean literature regarding the use of Lean in 

other industries, the lack of leader engagement in pursuing Lean is a critical flaw.  The 

need for leadership actions, behaviors, and practices aligned with Lean has been 

positioned as a crucial factor in organizational transformation (Liker, 2014) that 

highlights the need to understand what is meant by leadership in a Lean context and what 

a leader’s role—particularly that of the CEO—is in a Lean transformation.  

Leadership 

The leadership aspects of Lean are only now, in 2016, coming into the fore 

because studies show a lack of leadership to be a consistent and pervasive contributor to 

Lean failures.  A commonly cited cause of failure of Lean transformation in all industries 

is the absence or disengagement of individuals in leadership roles (Liker, 2014; 

Poksinska et al., 2013; Roth, 2006; Steed, 2012; Teich & Faddoul, 2013).  Leaders cannot 

delegate transformation work; it is the explicit purview of the leader (Beer, 2003; Byrne, 

2013; Emiliani & Emiliani, 2013; Roth, 2006; Stoller, 2015).  Organizational 
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transformation requires leadership transformation, and this cannot occur if leaders 

delegate this work (Emiliani & Emiliani, 2013; Emiliani & Stec, 2004; Found & Harvey, 

2007; Steed, 2012; Toussaint, 2015).  Leadership engagement is the vehicle by which 

leaders learn Lean actions and behaviors and embrace the organizational transformation 

personally.  Leaders’ mental models must be challenged, and it is by challenging these 

models and applying hands-on experience that leaders can transform them (Roth, 2006).  

Daniel Jones, a noted Lean author, is quoted as saying, “If the logic in the heads of 

management has not changed along with the physical operations then things will easily 

slide backwards” (as cited in Roth, 2006, p. 15).  

According to the literature, as leaders in healthcare organizations actively pursue 

Lean for organizational transformation they must be involved in the process, and their 

transformation must be aligned with Lean (Katz, 2012; Liker, 2014; Roth, 2006).  

Further, Lean leadership calls for active engagement in Lean to facilitate the 

transformation process.  Several studies proposed specific leadership theories that align 

with Lean leadership, but most studies did not propose a specific leadership theory.   

The purpose of this study was not to delve into a specific leadership theory; 

rather, this study was conducted in an effort to enhance understanding of the influence of 

a Lean transformation on a healthcare CEO’s leadership style and practices.  However, 

leadership theories provide a context or lens through which this transformation may be 

considered, particularly if CEOs self-identify with a particular leadership approach.  

Thus, a brief review of leadership styles referenced in Lean articles, as well as several 

resonant emerging leadership styles, is included.  First, a review of Lean leadership as 

found in the literature is provided.  
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Lean Leadership 

Lean leadership is counterintuitive to early Western management or leadership 

practices, specifically as it applies to organizational structure and the behaviors and 

actions of leaders.  For example, TPS leaders focus on developing people and processes 

for the long term, understanding root causes of defects by going to the gemba (where the 

work is done), and aligning right processes with defined targets to achieve a true north 

vision (Convis & Liker, 2012).  Covey, Merrill, and Merrill (1994) stated that true north 

provides “context and meaning to where we are, where we want to go, and how to get 

there” (p. 51), which can be applied to the role of leaders and the work of an 

organization.  Understanding of Lean is continually evolving as leaders and organizations 

implement and work with Lean as an organizational paradigm (Halling & Renstrom, 

2014).  Emiliani and Emiliani (2013) defined Lean leadership as “beliefs, behaviors, and 

competencies that demonstrate respect for people, motivate people, improve business 

conditions, minimize or eliminate organizational politics, ensure effective utilization of 

resources, and eliminate confusion and rework” (p. 409).  

Lean leadership actions and behaviors.  Lean leadership does have prescribed 

actions, behaviors, beliefs, and values; the exercise of these tenets shape and guide an 

organization’s cultural Lean transformation (Emiliani, 1998a; Flinchbaugh, Carlino, & 

Curtis-Hendley, 2008; Kaplan et al., 2014; Roth, 2006; Steed, 2012; Toussaint & Berry, 

2013).  Lean leadership actions and behaviors include systems thinking, visibility in the 

workplace, bidirectional communication, transparency with information, coaching and 

mentoring, role modeling of Lean principles and tools, humility, and perseverance in the 

face of resistance (Stoller, 2015).  All of these behaviors build a culture of respect for 
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people.  In a series of research studies on the topic of Lean leadership, Emiliani (1998a; 

1998b; 2008), Emiliani and Emiliani (2013), and Emiliani and Stec (2004, 2005) noted 

that applying Lean tools to leadership practices supports the development of Lean 

leadership actions and behaviors.  They stated that leaders’ active demonstration and 

practice of Lean behaviors inspires others in the organization to behave similarly.  

Martyn and Crowell (2012) suggested that trustworthiness, tenaciousness, and 

humility are central characteristics of Lean leaders.  However, the most important quality 

of a Lean leader is his or her willingness to learn.  Lean is a hands-on experience, 

especially for leaders.  Developing this learning capacity positions the leader to accept 

feedback, including difficult and direct feedback, on his or her leadership and role as an 

organizational change agent (p. 44).  

The process of executive leadership development may provide insights into the 

concept of willingness to learn.  McCall (2004) noted that although formal training 

programs have a modest impact on executive learning, by far the more impactful learning 

comes from experiences—particularly developmental experiences that expose leaders to 

adversity, hardship, or challenging events.  These experiences resemble the idea of 

leadership crucibles noted by Bennis and Thomas (2002).  To support leaders in their 

experiential learning, McCall (2004) suggested, an “experienced coach or role model is 

crucial” (p. 129).  Finally, he noted that experiential development is a long-term 

proposition; it takes a person decades to master the complexity inherent in executive-

level positions (p. 128).   

Hannah and Avolio (2010) noted that an essential factor in the development of 

leaders is their readiness, which is dependent upon self-awareness, self-complexity, and 
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meta-cognitive ability.  Further, if a leader lacks interest in learning a specific skill or 

domain, a low level of leader engagement is to be expected.  Other research conducted by 

the National Center for Healthcare Leadership (NCHL) in 2008 noted the specific 

competencies needed by the healthcare leader of the future.  These competencies fall into 

the categories of transformation, execution, and people; the NCHL noted that people 

learn and develop these competencies in an environment that is supportive of continuous 

learning and self-development (Calhoun, et al., 2008).  However, these studies did not 

specifically address how these competencies are learned (Herd, Adams-Pope, Bowers, & 

Sims, 2016).  Carroll, Levy, and Richmond (2008) suggested that leadership is developed 

through the interplay of praxis, practitioner, and practice, which integrates the complex 

factors of doing leadership and being a leader.  Common to these specific research 

studies was the concept of self-development as a primary driver in leadership 

development.  Kouzes and Posner (2002) similarly stated that “leadership development is 

self-development” (p. 390), particularly in the context of developing what they defined as 

effective leadership practices: “model the way, inspire a shared vision, challenge the 

process, enable others to act, and encourage the heart” (p. 13).  The organization provides 

the container within which self-development and leadership development take place.   

Paradox of Lean transformation and leadership.  Roth (2006) argued that 

current management frameworks do not emphasize how efficacious Lean leadership can 

be in sustaining the organization.  He also cited an organizational transformation 

leadership paradox applicable to Lean: “No significant change occurs unless the top 

drives it, and no significant change occurs if the top drives it” (p. 21).  Rooke and Torbert 

(1998) addressed this same paradox, asserting that “only power exercised in a mutually-



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 45 

enhancing, awareness-enhancing, empowering manner can generate wholehearted 

transformation” (p. 4).  Amer and Shaw (2014) asserted, “Lean concepts are paradoxical 

in nature” (p. 274) and reported that three types of paradoxes arise in transforming 

organizations.  A learning paradox reflects the tension of retaining old knowledge as 

opposed to creating new knowledge.  The belonging paradox relates to conflicts between 

oneself and others; and the organizing paradox is associated with the tension between 

creativity and efficiency.  All three types manifest in a Lean transformation, according to 

Amer and Shaw, who further observed that polarity management is one approach to 

addressing these paradoxes given that, by their nature, paradoxes are irreconcilable 

(p. 274).  Pursuing a Lean organizational transformation presents a leader, specifically 

the CEO, with the complex challenge of balancing the tensions of a transformational 

process while also creating a sustainable Lean environment that is grounded in 

continuous improvement.  

Lean leadership model.  Dombrowski and Mielke (2014) stated that the Lean 

leadership model includes an improvement culture, self-development, visibility in the 

organization, continuous learning, and strategy deployment.  They found that leadership 

requirements for a successful Lean transformation include the willingness to (a) practice 

self-reflection to gain awareness of areas for self-improvement and to (b) learn new 

behaviors and abilities as a leader, such as learning and teaching problem solving, 

coaching others, practicing cooperative leadership, and making oneself nonessential.  

Steed (2012) noted that successful Lean leadership patterns include personal 

characteristics, learned behaviors, strategies, tools, and tactics applied in the leadership 

role.  Learning these new behaviors on one’s own can be challenging.  A sensei, who is 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 46 

an individual deeply knowledgeable and trained in Lean, coaches leaders through this 

self-development process (Dombrowski & Mielke, 2013; Liker & Convis, 2012).   

Another Lean leadership development model has four components: self-

development, coaching and development of others, support of daily kaizen (continuous 

improvement), and creating a vision and aligning goals (Liker, 2014; Liker & Convis, 

2012; Poksinska et al., 2013).  The order of these elements is intentional.  Liker (2014) 

stated that true Lean transformation requires following Lean philosophy as well as Lean 

development of people and organizational culture, but it starts with personal 

development.  Ideally, a leader pursues self-development with the support of a trained 

coach, or sensei.  Both Liker (2014) and Emiliani (2013) used the analogy of a master 

musician and the thousands of hours of practice required to master an instrument.  This 

same concept of practice applies to development of Lean leaders.   

Emiliani (2013) noted that leaders often become enamored of the idea of Lean 

leadership and may use Lean terms; however, that does not equate to being a Lean leader.  

Effective Lean leaders can lead a Lean organizational transformation because they know 

Lean; similarly, conductors who know music can lead musicians.  Liker (2014) also 

noted that organizations do not transform unless the leader(s) transforms.  Further, he 

defined Lean leadership as adherence to the two tenets of respect for people and 

continuous improvement, as well as to the 14 principles of the Toyota Way.   

No research was located that addressed Lean leadership as its own theory of 

leadership or identified whether it is a composite of multiple leadership theories.  As 

demonstrated by the respective definitions and articulated lists of Lean behaviors and 

actions, there is commonality but not consistency in defining what Lean leadership is or 
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should be.  Additionally, this research is not specific to healthcare but rather comes from 

all industries attempting to adopt and adapt Lean.  This variability reflects that Lean is 

relatively new to the organizational development and leadership scene outside of TMC 

and is in need of further research.  

Linkages to Contemporary Leadership Theories 

Significant research exists on the topic of leadership.  Leadership theories attempt 

to capture and define leadership actions, behaviors, motivations, traits, styles, approaches, 

personality characteristics, and more.  Calls for new leadership paradigms in the literature 

cite tectonic-like forces such as globalization, organizational complexity, technological 

advances, significant economic disruptions, failures of industrial era leadership models, 

and the need for collaboration as factors requiring leadership to be redesigned or 

rethought (Bennis, 1999: Bennis, 2007; Gallagher, 2002; Laloux, 2014).  The question of 

leadership as an inherent quality of an individual as opposed to a distinct attribute 

available to all has emerged.  Gallagher (2002) noted that “leadership itself is by its very 

nature something positive” (p. 26).  He further argued:  

Leadership is, and of itself, a virtue that leaders may or may not possess.  

Leadership manifests itself only where people co-operate and work effectively 

together for the common good.  There is nothing new or privileged about 

leadership.  When practiced, it is the property of all involved in its sphere.  Where 

leadership is not allowed to exist, authoritarian control seeks in vain to fill the 

vacuum. (p. 27)  

Land and Jarman (1992) presented the idea of breakpoint change as a natural 

evolutionary shift in dynamic organisms, organizations included.  Recognition and 
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engagement in facilitating a transformational process during a breakpoint period may 

ensure that the organization will continue to exist.  However, simultaneously, old models 

of thinking and leading are inadequate or insufficient for the emerging future.  A leader’s 

worldview must also evolve.  

There are varying contexts within which researchers study leadership.  Found and 

Harvey (2007) reviewed the evolution of leadership theories, including the recent 

appearance of Lean leadership.  Similar to Laloux (2014), they noted that new models of 

leadership emerge to address new challenges and new business models.  This evolution 

considers the nature of the relationship between leaders and followers as well as the 

organizational context.  Development of these theories illustrates how leadership might 

evolve to meet or lead the changing needs of organizations and people.  

Several researchers linked Lean to certain leadership theories, some of which are 

transformational, servant, adaptive, and distributive leadership (Found & Harvey, 2007; 

Halling & Renstrom, 2014; Liker, 2014; Poksinska et al., 2013; Roth, 2006).  However, 

other researchers discussed the importance of leadership for Lean transformation, noting 

key leadership actions and behaviors, but made no connection to specific styles or 

theories of leadership (Dombrowski & Mielke, 2014; Emiliani, 1998a; Emiliani, 1998b; 

M. L. Emiliani, 2008; Emiliani & Emiliani, 2013; Kaplan et al., 2014; Mann, 2009; 

Studer, 2013; Teich & Faddoul, 2013; Toussaint & Berry, 2013).   

Transformational and transactional leadership.  Several scholars suggested 

that connections exist between transformational leadership and Lean leadership (Found & 

Harvey, 2007; Poksinska et al., 2013; Steed, 2012).  James MacGregor Burns (2010) was 

the first to introduce the concepts of transformational and transactional leadership (Burke, 
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2014; Haslam, Reicher, & Platow, 2011).  Burns (2010) reflected that leadership is a 

unique form of power and that power is a function of relationships among people.  He 

further noted that purpose is an essential attribute of power.  Aligning the factors of 

power, leadership, relationship, and purpose, Burns proposed, leaders hold distinctive 

power that is “relational, collective, and purposeful” (p. 18).  He further noted that the 

varying levels of interactions or relations among individuals could take place in two 

forms (p. 19-20).  These forms define transactional and transformational leadership.   

In a significant departure from the earlier theories of leadership, Burns (2010) 

asserted that true leadership comes from working with followers through inspiration and 

influence (as cited in Haslam et al., 2011).  Transformational leaders engage followers at 

a higher level of consciousness, which in turn inspires them such that they want to engage 

and do the work.  In a virtuous cycle, Burns proposed, just as leaders are going through 

continuous development, they facilitate development in others through their 

transformational leadership and, as a result, the organization evolves.  Further, 

transformational leadership has a dimension of collective good such that individuals, 

leaders and followers, transcend personal concerns that may exist at the transactional 

level (as cited in Haslam et al., 2011).  Transformational leaders pursue a higher-level 

cause through a shared vision and long-range goals that engage the hearts and minds of 

followers and produce change (Howell & Avolio, 1993).   

Transactional leadership is an approach that reflects a more mechanical 

interaction, or transaction, between a leader and followers that involves the application of 

positive or negative rewards to achieve the desired outcome (Haslam et al., 2011; Howell 

& Avolio, 1993).  Transactional leaders primarily seek to maintain the status quo through 
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meting out inducements through contingent rewards such as recognition, bonuses, or 

other positive feedback mechanisms.  Transactional leaders use active or passive 

management-by-exception transactions to address undesired performance (Howell & 

Avolio, 1993).  Change can and does result from transactional leadership and would be 

considered incremental and evolutionary in nature (Burke, 2014).  Transformational and 

transactional leadership can be considered on a continuum of leadership or within the 

context of a leadership system such as the Burke–Litwin model of leadership (Stone, 

2012).  

Burke (2014) noted that transformational and transactional leadership used in 

organizations is dependent upon the scope of change required.  The creators of the 

Burke–Litwin model for organizational change suggest that significant strategic 

organizational change requires transformational leadership that is more revolutionary and 

discontinuous in nature (Burke, 2014).  Operational level change that is more incremental 

and involves detailed organizational processes and systems requires transactional 

leadership (p. 228).  The level of organizational transformation desired through pursuit of 

Lean is both transformational and transactional in nature to ensure that a holistic or 

systems approach to organizational transformation is employed (Roth, 2006; Stone, 

2012).  Lean terms used to describe transactional and transformation levels of 

transformation are kaizen (incremental daily continuous improvement) and kakushin 

(revolutionary or discontinuous radical innovation) (Stewart & Raman, 2007, p. 8).   

Servant-leadership.  Servant-leadership begins with the leader as servant first.  

Then, the servant makes a conscious choice to lead (Greenleaf, 1977).  This specific 

order in which the servant-leader undertakes his or her roles is contrasted with the 
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individual who is leader first.  The unique aspect of servant-leadership is the shift in 

focus to the individual and not the organization (Stone, Russell, & Patterson, 2004).  

Greenleaf (1977) noted that this distinction, leader as servant first, is what ensures that 

the servant-leader will prioritize the needs of those served first as demonstrated by 

application of the best test.  The best test of servant-leadership defined by Greenleaf 

(1977) is one articulation of Lean’s tenet of respect for people.  The best test asks 

whether other people’s highest-priority needs are being served, as defined through 

answers to the following questions:  

Do those served grow as persons?  Do they, while being served, become healthier, 

wiser, freer, more autonomous, more likely themselves to become servants?  And, 

what is the effect on the least privileged in society?  Will they benefit or at least 

not be further deprived? (Greenleaf, 1977, p. 27)   

This focused approach on development and respect for people is fundamental to the core 

beliefs of Lean and of servant-leadership.   

Sipe and Frick (2015) presented seven pillars of servant-leadership: person of 

character, puts people first, skilled communicator, compassionate collaborator, has 

foresight, systems thinker, and leads with moral authority (pp. 5-6).  These pillars 

summarize Greenleaf’s writings on servant-leadership.  The seven pillars also align with 

Lean, in particular with Lean’s primary tenets: respect for people and continuous 

improvement.  In addition to the alignment of the best test with respect for people, 

servant-leadership also resonates with the tenet of continuous improvement, as is 

reflected in the pillar of foresight.  Greenleaf (1977) positioned foresight as a central 

ethic of leadership via the connections of past, present, and future.  The roles of historian, 
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contemporary, and prophet integrate as a required daily practice for the servant-leader 

(Greenleaf, 1977).  This continuum of thinking and time aligns with Lean’s tenet of 

continuous improvement as leaders and organizations seek to grow and develop learning 

from the past, facing the present, and creating the future.  A challenge for leaders who 

pursue a Lean transformation is to take a strategic long-view toward organizational 

transformation (Liker & Convis, 2012).  To date, most leaders focus on a tactical 

implementation of Lean tools to attain quick results and neglect respect for people in the 

process (B. Emiliani, 2008).  However, similar to the way in which servant-leadership 

places servanthood ahead of leadership, Lean positions respect for people ahead of 

continuous improvement because the latter is dependent upon the former, although both 

must be present (Emiliani, 2006).   

The core competencies of each pillar of servant-leadership reflect Lean leadership 

actions and behaviors, whether subtly or overtly.  For example, a person of character has 

humility and integrity.  Mentoring and coaching others is a Lean leader’s role and 

demonstrates development of people, while strong communication skills display empathy 

and ensure effective and meaningful bi-directional communication.  Collaboration 

requires that leaders build teams, manage conflict effectively, and express appreciation.  

Servant-leaders also manage and lead via systems thinking, which requires them to deal 

with complexity and adaptability as they manage change.  Finally, the moral component 

of servant-leadership calls for leaders to share power and control with others, delegate 

responsibility, and ensure that they and others are accountable (Sipe & Frick, 2015).  All 

of these competencies reflect Lean leadership as described in the Lean leadership section.  
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Adaptive leadership.  Heifetz and Linsky (2002) presented adaptive leadership 

as a framework for understanding the role of leadership when faced with changes that 

challenge the deeply held values and beliefs of people.  The contemporary healthcare 

environment is nothing if not a sea of adaptive challenges.  Healthcare CEOs are in the 

midst of the distress felt by patients, physicians, staff, insurers, regulators, and more.  

CEOs must consider that the old operational and leadership models are not designed for 

the current and future environments.  Adaptive leadership comes out of a need to lead 

differently when an organization is faced with adaptive challenges.  Heifetz and Laurie 

(1997) outlined six core principles of adaptive leadership: get on the balcony to see the 

patterns; identify the adaptive challenges present; regulate the distress; maintain 

disciplined attention; give the work back to the people; and protect the voices of 

leadership from those lower in the organization.  

In times of great disruption or crisis when adaptive forces demand organizational 

change, leadership must create a path to the future (Heifetz & Linsky, 2002).  The 

leadership challenge in this scenario is that the new reality will not look like the stable 

past that individuals seek to recover.  It is under adaptive circumstances that leaders must 

address the fundamental beliefs and values held by individuals and organizations to guide 

the creation of a new, dynamic organizational environment.  The adaptive environment 

can be hazardous for both individuals and leaders (Heifetz et al., 2009).  Heifetz and 

Laurie (1997) noted that adaptive leaders must first address their personal behaviors and 

actions; specifically, they cannot be the problem solvers.  Further, leaders may actually 

exemplify the adaptive challenges faced by an organization (p. 126).  Adaptive leaders 

must help themselves and others to face, and then deal with, hard realities to facilitate 
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their growth and build capacity for change.  Doing so is challenging because individuals 

look to leaders to protect or buffer them from their anxiety and distress.   

Leaders most often focus on technical solutions to address adaptive problems 

(Heifetz & Linsky, 2002).  Technical problems respond to known policies and procedures 

set by leaders.  This approach suggests that change is a relatively clean and logical 

process rather than a messy and chaotic process that has no right answer (Miller, 2002).  

This idea parallels using Lean tools and techniques as a technical solution to 

organizational transformation rather than focusing on the role of leadership to address the 

adaptive or cultural challenges of change (Bhasin & Burcher, 2006; Poksinska et al., 

2013; Steed, 2012; Toussaint & Gerard, 2010).  Adaptive problems and environments 

have no known solutions and require that the people with the problem engage in the 

problem-solving process (Heifetz & Linsky, 2002).  Engaging individuals by giving the 

work back to the people aligns with Lean leadership.  The adaptive or cultural challenges 

of change demand the participation of all individuals as problems solvers, demonstrating 

both respect for people and continuous improvement.  Organizational transformation 

holds the expectation of deep change for all parties.  Organizations that do not have 

adaptive capability face significant hurdles with the change process as efforts to 

transform come into contact with deeply held values, beliefs, habits, tools, and loyalties 

(Heifetz & Linsky, 2002).   

Another review of leadership theories presents seven streams of research on 

leadership, connecting them all to the need for flexible and adaptive leadership.  The 

reviewers noted that flexible and adaptive leadership is essential in today’s complex 

organizational environment (Yukl & Mahsud, 2010).  A common theme in the leadership 
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literature is the need for leaders who can lead increasingly complex organizations in an 

environment that is also changing more rapidly than has ever been experienced.  

Distributed leadership.  Haslam et al. (2011) defined distributive leadership as 

“a model of leadership that recognizes that multiple group members (not just leaders) 

play—and need to play—a role in helping groups achieve their goals” (p. 246).  Haslam 

et al. described the environment within which distributed leadership functions as 

democratic, allowing for open and inclusive discussions and debates that address “‘who 

we are,’ what we value, what goals we want to pursue and hence how we should act” 

(p. 217).  The distributive model does not privilege the organizational leader via the 

leadership position; rather, the leader is the convener and facilitator of the collective 

discussion.  The goal is to engage more stakeholders in the discussion and to participate 

as one of them.  However, the distributive leader pulls the key points together, presents 

the consensus position, and reflects it back to the group to validate its accuracy.  

Distributive leadership requires great skill and calls upon the leader to act as guide 

(Haslam et al., 2011).   

Roth (2006) described Lean as a distributive leadership approach and, based on 

Schein’s (2010) work, noted that there are distinct leadership subcultures, which, when 

aligned and working collaboratively, can achieve dramatic results.  Schein identified 

three generic subcultures found in organizations and noted that failure to communicate 

among the subcultures was a barrier to improving organizational performance.  This 

dissonance arises from of a lack of alignment and connectivity of the three subcultures, 

which results in little mutual understanding of their respective perspectives and needs.  

The three generic subcultures and leadership paradigms include the culture of CEOs as 
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executive leadership, the culture of operators as senior or mid-level managers with 

operational accountability, and the culture of engineering as technical experts responsible 

for designing systems.  In a working system of distributed leadership, leaders in all of 

these roles are aware of each other and of their strengths and differences.  Organizations 

undergoing significant cultural change, such as a Lean transformation, need alignment 

among the leaders of the respective subcultures.  This alignment is reflective of a 

distributive leadership system that enables individuals and an organization to transform 

themselves (Roth, 2006).  

In another model, Found and Harvey (2007) noted the emergence of dispersed 

leadership in about the year 2000.  Like distributive leadership, this leadership approach 

reflects the idea of spreading leadership responsibilities throughout an organization and 

developing leaders at every level.  Thus, there are more leaders in an organization than 

the one at the top.  The authors also suggested leaders adapt their respective styles to 

match the changing environment (p. 41).   

Emerging Leadership Theories  

The leadership theories presented are well established in the literature.  However, 

several emerging leadership theories warrant a brief presentation because of their 

resonance with Lean leadership.  Lean, like TPS, is constantly evolving as more leaders 

and organizations work with the tools, apply the management system, and reflect on the 

philosophical underpinnings.  Organizations and environments are not static forces.  New 

leadership paradigms have been called for to address the increasing complexity in 

organizations that is a function of contemporary times (Bennis, 1999: Bennis, 2007; 

Gallagher, 2002; Laloux, 2014).  The emerging leadership theories described below 
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reflect the ongoing attempt to understand the role of leadership and its place in the 

emergent future.  

Leadership as a process and relational leadership.  Barker (2001) evaluated the 

science of leadership in an effort to understand what leadership is.  Descriptors of 

leadership include art, study, discipline, theoretical construct, and industry.  Barker 

asserted that conventional leadership is inclusive of most leadership styles in the current 

research due to their common origins in the industrial era.  He further argued that 

leadership is a form of social organization that individuals experience as a continuous 

process.  Barker stated that conventional knowledge typically defines leadership via the 

nature of the leader and not the nature of leadership: “The assumption that the leader is 

the source of leadership also implies that the leader is defined by position in a hierarchy” 

(p. 478).  Barker suggested that as a new paradigm for leadership, leadership is a process.  

He proposed the following definition of leadership: “a process of transformative change 

where the ethics of individuals are integrated into the mores of a community as a means 

of evolutionary development” (p. 491).   

Gallagher (2002) suggested that the prevailing concept of leadership, which 

focuses on the individual or leader, is deeply flawed and has resulted in significant 

damage across the domains of individuals, organizations, and even the globe.  He posited 

that leadership can and should be accessible for all individuals and organizations.  

Similarly to Barker (2001), Gallagher explicitly disconnected the role of leaders from the 

actions of leadership as an assumed relationship.  In Gallagher’s view, leadership 

provides direction and allows autonomous engagement of individuals to engage in 

initiatives; it is a democratic process that constantly evolves to meet the changing world 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 58 

in which organizations and people operate.  Failure to ensure consistent and constant 

adherence to the connectivity among networks of people and organizations where 

cooperation and learning take place results in future social problems (p. 26-27).   

Other research on leadership as a process suggested that relational leadership is an 

emerging paradigm, albeit with an uncertain meaning (Uhl-Bien, 2006).  This model 

suggests that a dynamic exists between the concepts of leadership and organization that 

results in human social constructions with complex, deep, and rich interdependencies.  

Through the lens of this paradigm, leadership is a process of social construction through 

relational connections among individuals.  Uhl-Bien (2006) noted that when applied to 

leadership, this relational orientation results in an ongoing process of meaning making as 

a social construction process.  

System leadership.  The complexity of organizations and of the world in which 

they operate have been increasing as advances in technology and a host of complex 

forces re-shape our world (Laloux, 2014; Senge, Hamilton, & Kania, 2015).  The 

demands on leadership today continue to escalate the call for new paradigms for leading.  

Senge et al. (2015) suggested that the new milieu calls for system leadership, or 

collective leadership.  The systemic challenges organizations and leaders face today 

outstrip the capability or capacity of old hierarchies and institutional structures.  As was 

noted in several other leadership theories, system leadership first requires that the leader 

position himself or herself for continual personal growth and development.  Additionally, 

system leadership capabilities include the ability to see the large system and build a 

shared understanding of it; to foster generative discussions that challenge our 

assumptions and the ways in which we think; and to shift the focus from reactive 
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firefighting to co-creating the future.  These capabilities create a tension between vision 

and reality that creates energy for change (p. 29).  

Senge et al. (2015) referred to the complex and challenging environment within 

which people and organizations operate, linking this to the adaptive environment 

described by Heifetz.  They posited that leadership models and efforts of the past cannot 

address the problems of today and that new leadership is required.  Moreover, as Senge et 

al. observed system leaders, they found the work of a system leader to be difficult.  

However, the deep commitment of system leaders to personal development is a 

distinguishing quality and is key to their success in the demanding environments within 

which they work.  System leaders learn by doing, are deep listeners, and have a profound 

focus on the health of the whole eco-system of which their organization is a part (p. 28).  

The system approach provides a new lens through which evaluation of problems takes 

place with both short term and long-term value propositions.  

Specific actions and behaviors are aligned with system leadership, according to 

Senge et al. (2015).  These include: redirecting attention to seeing that problems out-there 

are also in-here, and are connected; redirecting strategy to create space for change and 

enabling collective intelligence and wisdom to emerge; and engaging in ongoing practice 

such that all learning is doing, although the doing in this context is developmental.  Senge 

et al. also presented six guiding behaviors system leaders may keep in mind in their 

development.  They include learning on the job, balancing advocacy and inquiry, 

engaging people across boundaries, letting go, building a personal toolkit, and working 

with other system leaders (pp. 32–33).   
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The desire for leadership and real change in the turbulent modern world pulls on 

all leaders, regardless of style, to navigate through change and lead people and 

organizations to the future.  The leadership theories presented are but a small sample of 

prevalent leadership styles; however, researchers have linked some of these leadership 

styles to Lean transformation.  All of these leadership theories, whether established or 

emergent, provide a framework for a leader to consider in the role and function of leading 

an organizational transformation.  Colonel D. M. Malone is quoted by Gallagher (2002) 

as stating, “The very essence of leadership is its purpose.  And the purpose of leadership 

is to accomplish a task.  That is what leadership does and what it does is more important 

that what it is or indeed, how it works” (p. 24, emphasis in original).  The task of 

organizational transformation is significant and requires leadership.  Setting vision and 

direction is the role of the CEO, as is determining and acting upon the need for 

organizational transformation.  Positional authority remains a dominant factor in 

healthcare organizations, and a Lean transformation is unlikely to take place at any level 

without the support of the CEO.  Thus, along with understanding leadership theories, it is 

important to consider and understand the role of a CEO in a Lean organizational 

transformation.  The literature clarifies that this work cannot be delegated to another if 

sustained transformational success is to be achieved.   

Chief Executive Officers 

The school of experience is where CEOs learn their roles, and mistakes can easily 

end careers (Farkas & Wetlaufer, 1996).  The CEO is responsible for achieving results 

through others and for orchestrating the integration and work of the many skills and 

competencies found in an organization’s workforce.  Although a CEO may not make 
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every decision, this role is ultimately responsible for all that happens in an organization.  

Farkas and Wetlaufer (1996) studied CEOs to identify how individuals in this role lead.  

These researchers noted that a CEO’s philosophy regarding how he or she can add value 

to the organization shapes the leadership approach adopted.  They define leadership 

approach as a “coherent, explicit style of management, not a reflection of personal style” 

(p. 3).  Further, they suggested that a CEO does not adopt a specific leadership style to 

suit his or her personality but rather pursues an approach that will best meet the needs of 

the organization and its business needs.  One question posed at the conclusion of Farkas 

and Wetlaufer’s (1996) study was whether the CEO role was becoming obsolete.  In fact, 

the researchers suggested that the CEO role is relevant, particularly for leadership 

purposes.  However, they cautioned that leadership is a “learn as you go” process and 

should not be defined as a charismatic individual or as a factor of talent born rather than 

made.  It is the responsibility of the CEO to create structure and meaning for his or her 

job.  

Little research has been conducted on the Lean experience of CEOs in any 

industry.  However, some studies offer firsthand accounts of the impact of Lean on the 

leadership practices of Lean CEOs.  Common themes are present in these accounts.  Key 

requirements of a Lean CEO, regardless of industry, include discipline, perseverance, 

complete commitment, willingness to change themselves, consistent and clear 

communication, ability to lead from the front with visibility, accountability, and use of 

leader standard work, a Lean leadership process and tool (Byrne, 2013; Katz, 2012; 

Stoller, 2015; Toussaint, 2015; Toussaint & Gerard, 2010).  Lean CEOs do not reference 

a specific leadership style as ideal for Lean; rather, they describe the leadership actions 
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and behaviors required of a CEO to lead a Lean organizational transformation.  The 

accounts of successful CEOs reflect the research on Lean leadership expectations 

regarding successful transformations (Emiliani & Emiliani, 2013; Flinchbaugh et al., 

2008; Steed, 2012).  

In one study of CEO attitudes and motivations related to organizational 

transformation, the researchers proposed that CEO activities, behaviors, and styles are 

important because they represent deeper leadership attitudes and motivations of the 

individual (Larson et al., 2012).  Larson et al. (2012) found six identifiable differences 

among successful CEOs related to motivation and attitude.  These included the need to 

drive continuous evolution, a strong focus on systems, a low need for sole responsibility, 

a strong focus on learning from the past, a strong focus on information, and low tolerance 

for actions that are inconsistent with the values of the organization.  

One characteristic present among successful Lean healthcare CEOs is an 

unrelenting focus on quality improvement (Byrne, 2013; Stoller, 2015; Toussaint & 

Gerard, 2010).  These CEOs had actively pursued various quality efforts, including total 

quality management, Six-Sigma, Quality Circles, Deming Programs, and other quality 

improvement programs in an effort to improve the performance of their respective 

organizations.  However, the results of these initiatives were insufficient to transform 

their organizations (Byrne, 2013; Stoller, 2015; Toussaint & Gerard, 2010).  These 

healthcare CEOs learned about Lean via manufacturing connections and, once exposed to 

Lean, believed that Lean could be profitably applied to healthcare.  Further, each CEO 

believed that Lean offered a more holistic and systematic approach to organizational 
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transformation than any of their prior efforts (Byrne, 2013; Stoller, 2015; Toussaint & 

Gerard, 2010).  

Exposure to successful Lean manufacturing organizations provided insights and 

lessons that positioned these CEOs to approach Lean as a full system transformation 

(Byrne, 2013; Stoller, 2015; Toussaint, 2015; Toussaint & Gerard, 2010).  Their 

approaches and understanding of a Lean transformation included an expectation that the 

work of Lean required a long-term view, that the work would be hard, and that board 

support would be essential.  It was also clear to the CEOs that their management 

paradigms had to change and come into alignment with Lean.  The insight that the CEO, 

not any other organizational leader, must be responsible for leading a Lean 

transformation was critical to their success.  Further, the understanding that the change 

starts with the CEO was another critical insight and a commitment each embraced 

(Byrne, 2013; Stoller, 2015; Toussaint, 2015; Toussaint & Gerard, 2010).  Kotter (1995) 

noted that a major organizational transformation effort requires both the active support of 

an organization’s top leader and the input of a coalition of executives who share a 

commitment to the work of change.  The CEOs’ insights on management structure and 

the CEO role came within the early years of their respective Lean journeys (Byrne, 2013; 

Stoller, 2015; Toussaint, 2015; Toussaint & Gerard, 2010).  

Byrne (2013) specifically noted that active engagement of the CEO is an absolute 

requirement for success.  Thus, the challenge for an organizational Lean transformation is 

to capture the interest of the CEO, facilitate understanding that Lean requires an 

enterprise approach, and convince the CEO that his or her leadership style and practices 

must change if long-term success is the goal.  Additionally, CEOs who adopt Lean for 
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purposes unrelated to an organizational transformation lack the deep commitment or 

conviction needed to lead the Lean transformation effort (Byrne, 2013).  If a catastrophe 

or crisis is not occurring, CEOs are generally not interested in radical change (Beer, 

2003; Byrne, 2013).  

Although the literature on Lean healthcare CEOs is limited, what is available is 

consistent and clear regarding the critical importance of the role of the CEO in a Lean 

organizational transformation.  Further, the experiences shared by CEOs who have led 

such transformations also clearly reflect that the CEO must be more than simply 

supportive of a Lean transformation.  The CEO must be deeply engaged, at the front of 

the transformation, and willing to change his or her own leadership to align with Lean if a 

successful transformation is desired.  The literature also makes clear that the work of a 

Lean transformation is hard; however, the literature revealed that exemplars of Lean 

transformations demonstrate the power of the approach and that as a result, leaders and 

organizations continue to pursue Lean at an increasing rate.  

Summary 

This literature review presented findings of the current and relevant literature 

related to the research question posed for this study: In what ways does a Lean 

transformation influence a healthcare CEO’s leadership style and practice?  This review 

first provided a brief history of the origins of Lean, current definitions of Lean, and a 

summary of Lean’s foundational tenets and principles.  These contributions were 

followed by a review of the literature on the emergence of Lean in the healthcare industry 

and experiences of Lean organizational transformations.  The role of leadership in a Lean 

transformation was specifically identified as critical for success.  This conclusion led to a 
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brief review of resonate leadership theories, including an examination of Lean leadership.  

Finally, an analysis of the literature regarding the specific leadership role of the 

healthcare CEO in a Lean transformation was presented.  

The literature researched had several key strengths.  The existence of significant 

research on Lean conducted in sectors other than healthcare provided content to help 

scholars understand Lean applicability across industry sectors.  The consistency of 

findings regarding the critical need for leadership in a Lean transformation both supports 

and demonstrates the need for more research on this topic.  Further, the research in 

healthcare settings sought to connect certain leadership theories, including 

transformational, servant, adaptive, and distributed leadership, to Lean leadership.   

Weaknesses were also present in the literature.  Lean leadership is an emerging 

topic, and as such the research available regarding its use in any industry is scarce.  The 

literature is also primarily directed toward the implementation of Lean and challenges 

organizations face.  It is in this context that leadership emerged as a critical element 

determining the success or failure of Lean.  However, there is a dearth of research on the 

impact or influence of Lean on leaders themselves, and specifically, on leaders in the 

CEO role.  Of interest, however, is that most of the leadership theories reviewed 

explicitly expressed that the leader must be willing and committed to change and evolve 

his or her leadership to be successful in leading the complex organizations of today.  

The strengths and weaknesses noted reinforced the need for this research study to 

move forward.  The gaps in the research point to the value of learning more about Lean 

leadership in the field of healthcare, primarily as it relates to the role of the CEO.  Lean 

CEOs clearly identified that leading a Lean organizational transformation requires no less 
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than the full commitment of the CEO.  The literature to date on Lean leadership in 

healthcare is promising but incomplete, providing an ideal opportunity for this research 

study to contribute to the literature in a meaningful way.   
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CHAPTER THREE: METHODOLOGY 

Introduction 

Lean is rapidly attracting increased interest as an organizational transformation 

platform in the healthcare industry used to address the plethora of challenges facing all 

healthcare organizations today.  The purpose of this case study research was to describe 

and understand how a Lean organizational transformation influenced the leadership styles 

and practices of healthcare CEOs.   

Chapter Three presents an overview of the philosophical assumptions that shaped 

this study, followed by the research process informed by these choices, including the 

research methodology and data collection methods.  A brief review of the research 

question, subquestion, and propositions that guided this study is provided first.  Next is a 

discussion of the research design used, along with reasons the multiple case study 

methodology was chosen and criteria applied in selecting participants.  A description of 

study participants and data sources follows, including a summary profile of the 

participants.  The data collection tools used in this study, along with their application and 

adjustments due to the study's emergent design, are presented.   

The data collection procedures and the data analysis sections are integrated, as 

befits a qualitative case study approach.  These approaches and processes are described in 

detail.  Also highly relevant to this study are my background and bias as they relate to the 

topic of study.  These are disclosed, including a description of how I used bracketing to 

ameliorate my bias.  Finally, the processes of establishing validity and reliability, along 

with the challenges of doing so in a qualitative study, are presented, along with key 

ethical considerations relevant to this multiple case study.  
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Philosophical Assumptions 

Scotland (2012) stated that the three main paradigms of research are scientific, 

interpretive, and critical, and that each requires a distinct approach to conducting a 

research study.  Guba and Lincoln (1994) defined a paradigm as a set of beliefs that 

create a worldview, which provides a context within which the individual can be placed.  

They further noted that there is no means by which to establish ultimate truthfulness, 

because these are beliefs and must be accepted on faith.  Creswell (2014) and Scotland 

(2012) commented that understanding the underlying philosophical assumptions used by 

a researcher is important in evaluating the overall study.  Included in a research paradigm 

are the specific ontology, epistemology, methodology, and methods used, along with a 

description of how they align with the beliefs and assumptions of the researcher 

(Scotland, 2012).  This research study was conducted using the interpretive paradigm 

because it closely aligned with my own worldview as well as with the complex nature of 

the topic of study.  Thus, the ontological, epistemological, axiological, and 

methodological aspects of this paradigm were embedded throughout this research 

process.  

Ontology addresses questions about the nature of reality (Creswell, 2013; 

Scotland, 2012).  In the qualitative interpretive paradigm, reality is subjective.  There are, 

in fact, multiple realities, which are individually constructed based on a person’s 

interaction with the world.  Thus, reality is constructed by individuals and is co-

constructed through interactions among individuals.  Guba and Lincoln (1994) noted that 

multiple perspectives of knowledge can coexist and that construction of knowledge 

evolves as different perspectives are brought into the process through dialectical 
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interactions.  For purposes of this study, reality was constructed through the interactions 

of the researcher and the participants and through the exploration of their respective 

experiences and their meaning-making regarding those experiences.  This approach 

aligned with the interpretive paradigm, which focuses on understanding the subjectively 

created world and how it evolves (Burrell & Morgan, 1979).  Moreover, this process was 

instrumental in developing the study’s themes and informing the findings.   

The epistemological component addresses knowledge creation, formation, and 

communication (Scotland, 2012).  Specifically, in the research process it is used as a lens 

through which to understand the link between what the researcher knows and the topic of 

research (Creswell, 2013).  This is also where the axiological assumptions, or values and 

biases, of the researcher are acknowledged.  As the researcher, I acknowledge my 

personal biases and values that shaped the narrative in the study, presenting them in 

conjunction with the biases and values of the participants (Creswell, 2013).  I also 

acknowledge my axiological assumptions as they relate to my professional role as a 

healthcare CEO pursuing an organizational Lean transformation.  This process has 

influenced my own leadership practices in dramatic ways, and as a consequence this topic 

of research is of great importance to me.  Because so little research has been conducted 

on the role of leadership in a Lean transformation, or specifically on the leadership of a 

CEO in this context, or in the healthcare industry, my interest in seeing more research 

pursued in these areas has been galvanized.  

Qualitative research evidence, via the interpretive paradigm, is subjective in that it 

comes from the respective experiences and interpretations of study participants and is 

based on real-world phenomena.  Scotland (2012) suggested that consciousness is a 
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central factor in meaning making through the interaction between a person’s sense of 

knowing (consciousness) and a phenomenon.  Burrell and Morgan (1979) noted that use 

of the interpretive paradigm focuses the researcher on understanding the social 

construction of reality as an ongoing process.  Thus a researcher seeks to engage or enter 

into the topic of study to experience the phenomena of interest.  Knowledge sharing takes 

place through the process of co-construction and in social contexts as multiple individuals 

construct realities and then engage in a consensus-forming process (Scotland, 2012).  

Richards (2014) noted that "knowledge in an organization takes many shapes" (p. 6) and 

can grow via knowledge sharing processes with other individuals.  While multiple 

variables are involved in the process of knowledge sharing, a fundamental requirement is 

the interactions between at least two people.   

Finally, the methodology and methods used in a research study flow from the 

ontological and epistemological assumptions of the researcher.  The methodology is the 

strategy chosen by the researcher that best aligns with his or her worldview and with the 

topic of interest.  The methodology also provides a framework for establishing the details 

of the research process (Creswell, 2014).  Through the interpretive paradigm, the 

methodology pursued in this study focused on understanding a phenomenon from a 

participant’s perspective and on the context within which this experience occurred.  

Creswell (2014) stated that inductive logic is used to study a phenomenon within its 

context using an emerging design.  Using this approach required that I work with the 

details of the research design and evaluate components over the course of the study.  For 

example, my evaluation of the research question, the propositions, and the interview 

questions resulted in some adjustments to the interview protocol.  Methodology options 
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of the interpretive paradigm include case studies, phenomenology, hermeneutics, and 

ethnography (Scotland, 2012).  I conducted this study using the case study methodology.   

The methods of research are the defined techniques and procedures used in the 

data collection and analysis processes.  Because the researcher needs to understand a 

phenomenon from the lived experience of an individual, data collection must support this 

understanding.  Methods such as personal interviews with open-ended questions, 

observation, and focus groups can provide significant qualitative data.  Scotland (2012) 

stated that “data analyses are the researchers’ interpretations” (p. 12) and thus, it is 

important to explicitly share personal biases and values at the outset of the research 

study.  The methodology and methods used for this study are described in greater detail 

in this chapter.  A brief reminder of the research questions and propositions sets the stage 

for the deeper review of the methodology and methods.  

Research Questions and Propositions 

Not every leader can undergo a leadership transformation or adapt to new 

leadership requirements (Yukl & Mahsud, 2010).  In a Lean transformation, it is the 

leaders who face a significant challenge to change and who will either enable or impede a 

Lean transformation based on their willingness and ability to make this change (Toussaint 

& Berry, 2013).  For purposes of this study, leadership was defined as an active 

formation process of influence and persuasion implemented within a social organization 

for the purpose of facilitating transformative change.  Thus, if leadership is critical to an 

organizational Lean transformation, then it is important to understand more about the 

process of learning Lean leadership, specifically as it affects the CEO role.  Of interest 

was understanding the leadership transformation process of healthcare CEOs pursuing a 
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Lean organizational transformation.  This research study had one open-ended, 

overarching research question and one research subquestion.  These questions were 

followed by five propositions used to further guide and focus this study.  The following 

questions guided this qualitative multiple case study:  

Research question: In what ways does a Lean transformation influence a 

healthcare CEO’s leadership style and practice?  

Research sub question: How do healthcare CEOs describe their leadership 

transformation experiences amid an organizational Lean transformation?  

The following propositions further framed and guided this multiple case study:  

Proposition 1: Lean CEO leadership is markedly different from traditional CEO 

leadership.  Lean leadership includes distinct behaviors, actions, and practices that 

the CEO must exhibit to lead a Lean organizational transformation.  

Proposition 2: Lean organizational transformations and CEO leadership 

transformations have a mutual influence on each other.  

Proposition 3: CEOs of successful Lean healthcare organizations realize that their 

leadership styles and practices must align with Lean principles and practices.  

Proposition 4: Lean leadership is a process that can be learned, evaluated, and 

improved through the use of Lean tools and processes.  Development of Lean 

leadership in CEOs requires daily discipline and on-the-job learning.  

Proposition 5: Lean healthcare CEOs understand the potential of Lean as an 

integrated systems approach to transformation that includes alignment of Lean 

technical tools, culture, and management system.  
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Research Design 

As noted, key factors informing the research design of this study included the 

researcher’s ontology, epistemology, axiology, and methodology relative to the topic of 

study.  Multiple research designs aligned with these factors, for example, narrative 

research, phenomenology, ethnography, and case study (Creswell, 2014).  As discussed 

here, the criteria for a case study closely aligned with my intentions as the researcher and 

with the nature of the research.   

Distinct criteria must be used when evaluating whether to use the case study 

methodology (Baxter & Jack, 2008; Creswell, 2013; Yin, 2014).  These criteria include 

an in-depth study of a contemporary phenomenon, a real-world context, many variables 

of interest, use of multiple sources of data, and use of propositions to guide the data 

collection and analysis.  The case study methodology also allows for exploration of a 

phenomenon via one or more cases to illustrate the issue.  These criteria aligned with my 

own worldviews and with the nature of the topic of study.  According to Baxter and Jack 

(2008) and Creswell (2013), the case study design supports the study of complex 

phenomena within their natural context.  In this study, I investigated the leadership 

transformation process of healthcare CEOs in their respective organizational contexts and 

captured their personal views regarding the influence of a Lean transformation on their 

leadership style and practice.  Of research interest was their meaning making regarding 

this experience, which facilitated a greater understanding of the full complexity of Lean 

leadership transformation.  

Additionally, the case study methodology provides flexibility via qualitative and 

quantitative approaches, as well as an array of types of case studies.  Examples of case 
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study types include explanatory, exploratory, and descriptive approaches as proposed by 

Yin (Baxter & Jack 2008; Yin, 2014).  These may be pursued as single, holistic, or 

multiple case studies (Baxter & Jack, 2008; Creswell, 2013; Yin, 2014).  Alternatively, 

case studies may be defined as intrinsic, instrumental, or collective, as Stake proposed 

(Baxter & Jack, 2008; Creswell, 2013; Stake, 1995).  Baxter and Jack (2008) noted that 

the main factor to consider in determining which type of case study to pursue is the 

purpose of the study.  I defined this case study as instrumental because I sought to gain 

insight into the phenomenon of Lean leadership transformation for healthcare CEOs 

leading an organizational Lean transformation in which the respective cases facilitated an 

understanding of this process (Stake, 1995).  The intent behind conducting an 

instrumental case study is to understand similarities and differences among the cases, 

meaning that multiple cases are, by default, required for the study.   

Stake’s (1995) instrumental approach to multiple case studies aligned with the 

intent behind this study, as did his criteria for choosing the multiple case study approach.  

Stake noted that cases should be chosen for the purpose of learning, making balance and 

variety important factors to consider in case choice.  In this study, I used Stake’s rationale 

for case selection.   

Finally, the unit of analysis, or case, must also be defined for a case study.  The 

unit of analysis can be a person, organization, process, program, or other phenomenon 

(Baxter & Jack, 2008; Stake, 1995; Yin, 2014).  Baxter and Jack (2008) noted that 

defining the case is challenging for both novice and experienced researchers.  The 

phenomenon of interest, or case, is actually the unit of analysis for the study.  The case is 

further bounded by criteria.  Stake affirmed that “the case is an integrated system” (p. 2), 
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requiring that boundaries be defined.  Stake further noted that whereas people and 

programs can provide good integrated systems of study, processes and events are less 

ideal.  Given the purpose of this study and the research question to be answered, the unit 

of analysis for this study was the process and experiences of healthcare CEOs’ leadership 

transformation during a Lean organizational transformation.  With the unit of analysis 

established, specific boundaries needed to be determined.  Case boundaries were a critical 

component both in defining the scope of a multiple case study and in ensuring that the 

overall research study did not become unwieldy.  

Boundaries are a unique facet of case studies and provide a means to both define 

the case and keep the research process manageable (Baxter & Jack, 2008; Creswell, 

2013; Stake, 1995; Yin, 2014).  Baxter and Jack (2008) noted that a hazard in the case 

study approach is that the research question can be too broad or the study can have too 

many objectives.  Further, Yin (2014) stated that establishing the bounds of a case 

provides clarity about what is and is not included.  The countermeasure for these 

challenges is to establish boundaries.  Factors for binding a case often include time, 

place, events, or other relevant elements that help to clearly establish the scope of the 

study (Baxter & Jack, 2008; Creswell, 2013; Yin, 2014).   

This case was bounded by choosing healthcare CEOs who had more than 5 years 

of experience as a Lean leader and who have led a Lean transformation in the role of the 

CEO for a minimum of 5 years in the United States.  The rationale for choosing these 

criteria was to ensure that the participants had had sufficient exposure in the role of CEO 

to Lean leadership and to Lean organizational transformation.  The literature noted that 

Lean transformations fail at a high rate; thus, CEOs who persevered in their efforts to 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 76 

implement a Lean organizational transformation are those from whom the most could be 

learned about the Lean CEO transformation.  In two cases, the CEOs were at the cusp of 

the 5-year criterion (i.e., 6 months short of 5 years), and they were included due to their 

significant Lean leadership experience and to my assumption as the researcher that 6 

months would not materially alter their experiences.  Also, leadership titles such as 

President and/or CEO were combined for purposes of this study; each participant was 

referred to only as CEO.  

Finally, with the case study methodology I used a conceptual framework that was 

developed as part of the research design process (Baxter & Jack, 2008; Miles & 

Huberman, 1994; Stake, 1995; Yin, 2014).  Fram (2013) noted that literature reviews 

support the development of conceptual frameworks and paradigms.  Miles and Huberman 

(1994) observed that conceptual frameworks explain graphically the key factors to be 

studied, along with their presumed relationships as established by the researcher.  The 

framework may be simple or complex and may align with the principles of establishing 

propositions in a case study.  The framework is also likely to evolve by the time the study 

is completed.  Figure 1 illustrates the initial conceptual framework developed for this 

study, which was based on the five propositions used in this study.   

Participants and Data Sources 

Perspectives differ regarding the number of cases needed for a case study; the 

case study design in general does not lend itself to high numbers of participants.  

Creswell (2013) opined that use of multiple cases can dilute the overall analysis because 

large case numbers result in less in-depth study per case.  Creswell noted that there is no 

established number of cases appropriate for a multiple case study; however, four or five 
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cases is typical.  Yin (2014) stated that multiple case studies can provide more 

compelling evidence and make the study itself more robust.  He further argued that if the 

researcher has the option of using one, the multiple case study is preferred and allows for 

analytic options such as replication or comparison.  Criticisms of single case studies can 

be mitigated by expanding the number of cases (p. 64).   

 

Figure 1. Initial concept map.  The initial concept map for this multiple case study 
research used the five study propositions as focus areas to pursue to address the research 
question.  The relationships between the research question and the propositions were 
unknown at the start of the study.  

Participant Sourcing 

No central repository, directory, or resource identified individuals who met the 

case criteria.  As such, the total population is unknown.  As the researcher, I relied 

primarily on professional contacts and research references to identify individuals in the 
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population of interest.  Yin (2014) noted that use of terms such as purposive sampling, or 

even the term sampling, can be misinterpreted because it suggests that the larger 

population is known and that chosen participants, or the sample, are a subset of it.  Stake 

(1995) stated that case study research is not sampling research.  The nature of case study 

research is to maximize learning about the phenomenon.  Further, the challenge with case 

study research is that small samples can be challenging to defend and are not likely to be 

generalizable to a greater population (Babbie, 2014; Creswell, 2013; Stake, 1995).  

However, this case study aligned well with the intention of maximizing learning as a 

primary criterion (Stake, 1995).   

Based on the bounded case criteria, I sought potential participants via professional 

connections and research references.  Through this process, a total of 11 potential 

participants who met the criteria were identified.  Initially, I sought to include four to five 

cases and therefore selected eight potential participants using organizational and 

demographic elements to ensure that the case selection was balanced and varied.  These 

elements included factors such as size of organization as measured by revenue and full-

time equivalents, geographic location including rural and urban designations, and gender 

of the CEO (Appendix A).  A list of additional potential participant names was kept in 

case the number of willing or available participants was low.   

Professional colleagues facilitated initial introductions via e-mail between me as 

the researcher and the potential participants.  I then sent potential participants an e-mail 

that included the letter of invitation to participate including information on informed 

consent and study details (Appendix B).  One potential participant did not respond to the 

invitation.  The outcome of this process was that the other seven potential candidates who 
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were contacted responded quickly and agreed to participate.  Thus, seven CEOs were the 

subjects for this study.  I included all seven participants in the event that someone 

dropped out, or any other factor precluded my using the data provided by a participant.  

Although only two criteria were used to bound the case, the resulting case selection 

provided for variety and balance.   

I was put in contact with the administrative support staff for six of the seven 

CEOs to schedule interviews and site visits.  The seventh CEO interacted directly with 

me to schedule an interview.  I conducted seven interviews using the interview protocol 

(Appendix C) and conducted four site visits.  Timing, CEO availability, and geography 

precluded my making site visits to the other three locations resulting in phone inteviews 

and documents sent via email for data collection.  

Participant profile.  The seven cases included three female and four male CEOs 

who ranged in age from 54 to 65.  All of the CEOs were considered seasoned healthcare 

leaders with an average of 30 years of leadership experience in the industry.  The average 

number of years of CEO experience among the participants was 15, and with the 

exception of two of them, this role was held solely in the organizations for which they 

worked at the time of the interview.  Five of the participants held master’s degrees, one 

had a Ph.D., and one was an M.D.  The organizations they led varied as well.  Three of 

the CEOs led healthcare systems comprising multiple hospitals, clinics, and ancillary 

services.  Two of the CEOs led independent healthcare organizations unaffiliated with a 

system, and two CEOs led tertiary hospitals within larger healthcare systems.  Six of the 

organizations had nonprofit status, whereas one was designated as for-profit.  These 

organizations were located in six states, including in locations on the east and west coasts 
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and in the Midwest.  Both urban and rural communities were served by these 

organizations.  Finally, these CEOs led organizations comprising between 800 and more 

than 5,000 staff members and generating gross revenue ranging from $150 million to 

more than $1 billion.  All of these CEOs faced similar healthcare industry reform issues; 

however, their contexts differed based on the respective states they operated in, 

community-specific considerations, and potentially larger health system-specific 

concerns to be navigated.  

Data Sources 

With the participant pool identified, this study’s research questions and 

propositions provided guidance regarding the data to be collected.  The primary source of 

data was the personal interviews conducted with the participant CEOs.  Additional data in 

the form of artifacts, documents, researcher observation during site visits, and field notes 

were also collected.  I used a data collection tool for documents and artifacts to ensure 

consistency in requests for additional data (Appendix D).  Asked whether photographs 

could be taken, all the CEOs provided permission.  CEOs from organizations where site 

visits were not held generously provided photographs and other documents they used in 

their respective organizations.  The CEOs themselves or their assistants emailed me this 

data.  Each CEO was assured that all data collected would be used for purposes of this 

study only and not shared outside of the study, and that confidentiality of the individuals 

and the organziations would be protected.  Finally, organizational websites were 

reviewed for relevant data.   
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Data Collection Tools 

The primary data collection tool for this study was the researcher.  Data were 

gathered from a variety of sources as noted above; however, the primary source of data 

came from the personal interviews with each healthcare CEO.  Additional data were 

collected via demographic data collection tools.  The process followed the research 

protocol (Appendix E).  

Interviews 

An interview protocol was used for each interview and included 11 open-ended 

and semistructured questions, along with potential probes for most questions.  Leech 

(2002) noted that interview questions should be designed to capture what the researcher 

wants to know.  How a researcher asks the questions is based on what the researcher 

already knows.  Moreover, an ethnographic approach is preferred in qualitative research 

as this approach allows the researcher to attempt to understand a phenomenon through 

the experience of the participant.  Engaging the participant in this approach requires that 

the researcher ask questions from the perspective of knowing very little about the topic of 

study.  Leech (2002) provided guidance on types of semistructured questions that work 

well in interviews, including grand tour, example questions, and prompts.  The 

semistructured interview allows the researcher to discover insights, probe experiences, 

and capture details (Leech, 2002).  As the researcher, I incorporated these suggestions 

into the interview protocol questions for this study.   

To ensure that the scope and focus of this study were not compromised, I 

developed the interview questions by aligning them with the research question and 

propositions.  I conducted a pilot of the interview questions with individuals in healthcare 
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leadership roles who were not CEOs to develop this study’s proposal.  The pilot consisted 

of 13 open-ended and semistructured questions (Appendix F).  I adjusted the pilot 

interview protocol to focus the questions on the CEO role in the organization, a 

modification that resulted in my asking fewer, more open-ended questions.   

Examples of questions in the interview protocol included: “How did you learn 

about Lean?”  “Thinking over the past 5 years, what stands out for you?  What do you 

care about?”  “What impact has Lean had on you as the CEO?”  “What Lean tools or 

practices, if any, have you used in your role as the CEO?”  Because this study employed 

an emergent design, I followed the lead of the CEO during the interview in devising 

follow-up questions to probe deeper into the CEO’s experience and reflections.   

After each interview, I evaluated the protocol to determine whether questions 

needed to be added, deleted, or changed.  Ten of the 11 questions were addressed by all 

seven CEOs; one question was asked of only two, as it turned out to be less relevant for 

this study.  Although additional questions were asked in each interview due to the 

responses of the respective CEOs, two questions were added to the interview protocol 

because they proved relevant to the CEOs.  These two questions were: “What is easy and 

what is hard about Lean for you as CEO?” and “Are you aware of any other system or 

approach that is better than Lean for organizational transformation?”  Four participants 

responded directly to these questions whereas the other three had responses related to 

these questions that were covered by other questions and responses.  

Demographic Data Collection 

Another data collection tool used in my research focused on gathering 

demographic data related to the respective organizations and CEOs.  I prepopulated these 
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data fields with data from the organization’s website when it was available and validated 

the information with the respective CEOs.  The remaining data were collected from the 

CEOs directly prior to starting their respective interviews.  The demographic data were 

collected to provide an overall profile of the participants represented in the cases included 

in this study, as noted earlier, and to provide context to demonstrate the balance and 

learning potential of these seven cases.   

Artifacts and Documents 

A third tool used in this study was the data collection protocol for documents and 

artifacts that I developed.  This tool was used indirectly with each participant.  When a 

participant commented on an item listed on the tool during the interview, I asked whether 

the participant was willing to share a copy.  Additionally, during the site tours, I took 

pictures of other documents and artifacts listed on the tool if the CEO gave permission.  

Many of these same documents and artifacts were described by the CEOs via the 

telephone interviews, and I asked for copies.  All of the CEOs expressed their willingness 

to share, although not all had, or used, some of the artifacts and documents listed.   

Data Collection and Analysis 

After IRB approval was secured on May 6, 2016, the data collection process 

started (Appendix G).  As the researcher, I was the data collection instrument for this 

study.  Consistent with multiple case study research, I gathered multiple forms of data for 

each case (Creswell, 2013; Stake, 1995; Yin, 2014).  In alignment with the the study 

methodology, I used an emergent design, which included an ongoing review of data 

needs, as the study progressed (Maykut & Morehouse, 1994; Yin, 2014).  A research 
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protocol focused the data collection process and provided guidance and consistency for 

data collection across the seven cases.   

Four interviews were conducted on-site; three took place in the CEO’s respective 

offices, and one was held in the innovation center of the organization.  Three interviews 

were conducted via telephone due to scheduling and availability of the CEO.  Interviews 

began in May 2016 and were completed by the end of June 2016.  The time scheduled for 

each interview was 60 minutes; this did not include time for tours, photos, or collection 

of documents.  Based on the audio recordings, the interviews ranged from 39 to 72 

minutes in length with an average of 52 minutes.  Total time spent on the telephone with 

CEOs ranged from 50 to 65 minutes.  The total time spent with a CEO on a site visit 

ranged from 2 to 4 hours.  Opening introductions and review of the study were not audio 

recorded; nor were the expressions of gratitude for participation upon completion of the 

interview.  On-site interviews allowed me to observe the CEOs in their habitual settings 

and to collect additional data in the form of documents, artifacts, researcher field notes, 

and observations.   

Data Collection Procedures 

Inherent in the emergent design of a qualitative case study methodology are the 

integrated processes of data collection and analysis (Braun & Clarke, 2006; Boeije, 2002; 

Creswell, 2013; Fram, 2013; Miles & Huberman, 1994).  For example, data collection 

was not a linear process of collection from one case to the next, and so forth.  Rather, as I 

collected data from one case, the results informed my process and allowed me to change 

the study’s protocols or the data collection process.  For example, I evaluated interview 

questions to determine whether they were relevant to the participants, or whether 
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additional questions should be added. However, to provide consistency and rigor to the 

process, I followed the research protocol in collecting data.  The emergent nature of the 

study’s design was supported by the protocol.  An integrative process was used for data 

collection and analysis, which is discussed here after a presentation of the data collection 

procedures and use of the respective tools.  

Personal interviews.  Participant interviews were conducted prior to site tours in 

three cases, with the interview taking place between two separate site tours in the fourth 

case.  All participants were provided with an overview of the study before I began the 

interview, and all gave me permission to audiorecord the interview.  I used an app on my 

smartphone to record the interview, which allowed me to transmit the recording 

immediately for transcription.  A glitch encountered during one interview was an 

incoming call to the phone that paused the recording.  Although I did not take the call, I 

was unaware that the recording did not resume. Fortunately, I also took notes during the 

interview, and this interview was conducted early in the data collection process.  

Approximately 10 minutes of the interview was not recorded.  I gave this information to 

the participant, along with the notes taken, and asked the participant whether anything 

was missed.  Upon review of the content I provided the participant did not make any 

changes.  This technical glitch was corrected by putting the phone on airplane mode for 

the remaining interviews.   

I assured each participant at the start of each interview that the transcript would be 

given to him or her to review and to edit if changes were needed or desired.  During the 

interview I used a conversational approach and followed the lead of each participant, 

using probes, prompts, or an emergent question based on the responses of the participant.  
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I took notes during the interview, which augmented the review of transcripts and assisted 

in capturing notes regarding follow-up questions and clarifications.   

Transcription.  Each audio recording was immediately saved using a code for 

confidentiality.  The recordings were electronically sent to Rev.com for transcription, 

ensuring that no researcher bias tainted this process.  Turnaround time for the transcript 

ranged from 4 hours to 24 hours.  Given this quick turnaround time, I was able to review 

each transcript prior to the next interview and in light of previous interviews.  This 

approach gave me an additional opportunity to evaluate the interview questions and to 

consider codes for the data analysis process.  I also listened to the audio recording while 

reviewing the transcript to ensure accuracy.  I referred to my notes during this review to 

assist in ensuring that transcription was accurate.  This step of the process proved 

important because certain Lean words or names of individuals were spelled inaccurately 

and occasionally seconds in a recording were noted as “inaudible” by the transcriptionist.  

Although no names were used in this study, for purposes of accuracy of the transcription, 

correct spelling of Lean words and individuals’ names was important.  These errors were 

corrected by me and, in two cases, by the participants.   

Transcripts were sent to the respective CEOs for review, along with a request to 

provide any edits.  Additionally, if additional documents or artifacts had been discussed, I 

extended an appreciative reminder to send the items.  Four CEOs responded via e-mail 

with confirmation and approval of the content of the interview; two confirmed receipt but 

provided no other feedback; and one gave no response.  I made an additional request of 

the one CEO to acknowledge receipt and confirmation; however, the CEO did not do so.  
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Site tours; document and artifact collection.  After the interviews, three of the 

CEOs took me on a site tour, which provided me with further opportunity for data 

collection.  One site tour was conducted by a staff member selected by the CEO due to 

schedule demands.  On another site tour, a sensei joined the CEO and me for part of the 

tour.  Two of the four tours included only an executive planning room or board suite 

where the CEO’s visual management system was located.  The other two tours also 

included tours through various locations in the organization, providing a broader view of 

Lean in the organizational context.   

During the tours, the CEOs further described their Lean leadership experiences 

through the lens of the site visit and the Lean visual management system each used.  

Observations on the experiences and reflections shared by the participants during these 

tours were captured in my field notes.  I was also able to capture additional data 

identified in the data collection protocol for documents and artifacts, although not all of 

the items identified in the protocol were collected.  I had not anticipated that all of the 

items identified would be available or even in existence.  However, key pieces of data 

were consistently available from the majority of the participants.  A challenge with these 

data was the de-identification process.  The names of the respective organizations, team 

members, the CEO, or other identifying information was listed on many of the forms and 

pictures.  None of these data were used in the format they were collected in (e.g., no 

pictures or forms shared are depicted in this study); however, the descriptions of these 

data were included and de-identified.  

Field notes and reflexive journaling.  Following each site visit and telephone 

interview, I captured field notes.  These notes primarily focused on the process of data 
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collection, particularly the interview.  I reflected on the interview protocol, the data 

collected, rapport with the participant, the timing and pace of the interview, my ability to 

maintain bracketing, and follow-up commitments made by the participant or by me 

regarding additional data.  I also journaled impressions, thoughts, and reflections 

throughout the data collection process.  This reflexive journaling was captured on note 

pads, in a journal, and in a notes app on my smartphone as the reflections emerged, which 

turned out to be a fluid process.  I also used memoing to capture thoughts and ideas 

related to the study as they came to mind.  These were entered into the Dedoose software 

using the memoing function.  I collected and stored all of these notes with the study data 

to avoid losing any of them.   

Collection and storage of data.  I used the Dedoose software to systematically 

collect and securely store the data digitally.  Interview transcripts, documents, artifacts, 

images (pictures), and researcher field notes were all imported into this password-

protected software.  Additionally, hard copies of transcripts, field notes, images, artifacts 

and documents, and journal entries were kept in secure folders.  My personal approach to 

note taking, synthesis, and evaluation involved maintaining hard copies of documents to 

facilitate capturing handwritten notes.  Electronic tools used in the process of managing 

data for this multiple case study included EndNote, Dedoose, Excel, and Word.  These 

tools facilitated data retrieval, data handling, and confidentiality.  In addition, the 

Dedoose software was used to code the data for analysis, although Excel was also used to 

manipulate the codes into categories and themes during the data analysis process.  
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Data Analysis Processes 

Because constant comparative analysis and thematic analysis were both well 

suited to this case study, I integrated them and applied them to the data (Creswell, 2013; 

Miles & Huberman, 1994; Thorne, 2000).  Both methods are widely used in qualitative 

research.  Constant comparative analysis is often referenced in the grounded theory 

methodology; however, Fram (2013) argued that it is a relevant and appropriate method 

to use for naturalistic inquiries such as this case study.  Thematic analysis is also widely 

used; however, Braun and Clarke (2006) noted that this approach often goes 

unrecognized as a formal process of analysis.  Braun and Clarke further argued that 

thematic analysis is foundational to qualitative studies and should be developed as a core 

researcher skill.  Each of these approaches is described in the following sections, along 

with their application to data analysis for this case study.  

Constant comparative analysis.  Conducting data analysis in a qualitative 

multiple case study is iterative, comparative, and interactive because the researcher 

engages in simultaneously collecting and analyzing the data.  Creswell (2013) referred to 

this process as the data analysis spiral, which requires the researcher to go through 

analytic cycles rather than using a linear approach to analysis.  Moreover, qualitative data 

analysis is created or customized for the specific study.   

Constant comparative analysis (CCA) is rooted in grounded theory; however, 

differences of opinion regarding the relationship between data and theory resulted in 

further divisions related to data coding processes (Fram, 2013).  For example, theoretical 

coding paradigms could be too restrictive, or use of emerging coding could result in 

excessive codes and categories (Babbie, 2014; Bowen, 2008; Creswell, 2013; Fram, 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 90 

2013).  Fram (2013) argued that CCA is applicable outside of grounded theory and cited 

Charmaz’s (2000) constructivist grounded theory as the argument for expanding CCA to 

naturalistic inquiry.   

Boeije (2002) presented a five-step process for CCA; however, as will be evident, 

only the first two steps applied to this study.  The two-step process for this study reflects 

the flexibility advantage provided by using the CCA method in qualitative studies.  The 

five steps included comparison within a single interview, comparison between interviews, 

comparison of interviews between groups, comparison in pairs at a couple level, and 

comparison of couples.  These five steps illustrated the process for a specific study.  

Again, for this study, the two comparisons used were within a single interview and 

between interviews.   

Use of comparisons supported internal validity, particularly as I attempted to 

conceptualize the commonalities and differences among the cases (Boeije, 2002).  Babbie 

(2014) stated that the researcher often has to make a choice between depth or specificity, 

which in turn results in a choice between validity or reliability.  The qualitative approach 

gravitates to the depth and validity scenario due to the analysis of latent content, or 

underlying messages that are interpreted by the researcher, as was the situation for this 

study.   

Creswell (2013) recommended beginning the coding process with 25–30 codes 

that generally match the text, regardless of the size of the database.  These are then culled 

down or combined into five or six themes.  Creswell specifically noted the challenges 

inherent in developing hundreds of codes and then attempting to cluster and combine 

them into a small number of themes.  This was a challenge I faced while developing 
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codes as data in each case were collected and coded.  However, I addressed this concern 

by using the CCA and continually evaluating the codes for duplicates, comparable 

definitions, and the development of families of codes.  Using an approach similar to that 

recommended by Creswell (2013), I varied from a pure open coding process by 

beginning with an initial set of codes and preliminary definitions, which were informed 

by the interviews conducted in the pilot study and by the literature.  However, there was 

no expectation that these were all applicable or comprehensive.  The initial set included 

39 codes (Appendix H).   

Comparison within a single interview.  Following Boeije’s (2002) suggested 

process, upon completing an interview I applied the open coding process to the transcript.  

An open coding process was used to add codes that emerged from the data for each 

source of data collected.  After each interview was transcribed and reviewed, I applied 

applicable existing codes and created new codes if I identified new categories.  These 

codes were added to the database coding system in Dedoose.  In many cases the data 

reflected variations on a concept that were stated differently, and new codes were created 

to capture this nuance, which increased the number of codes.  The overall coding process 

involves deconstructing the data into discrete codes and then reconstructing all of the data 

through development of categories and themes.  This integrative process allows the 

researcher to connect the respective experiences of participants into a larger framework 

of meaning (Murnane, 2008).  

I read each transcript multiple times, including an intial review, a review 

simultaneous with the audio recording, and a review prior to hand coding.  I then hand-

coded each interview transcript prior to importing the transcript into the Dedoose 
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software.  The software was an important tool in the data analysis process; it allowed for 

easy importation of data, color coding of excerpts, flexible application of codes, and the 

ability to group related codes.  Thus, as new codes were identified, they were easily 

added to the database along with a preliminary definition.  Further, I was able to see all 

codes applied to a specific excerpt, which allowed me to review and evaluate both the 

codes and the data.  This open coding process was essential because each transcript 

revealed new codes; the process also provided a structure within which I conducted a 

CCA of all of the cases.  

Once all of the existing and new codes were applied, I conducted a review of the 

entire coded transcript to evaluate consistency across the data.  This evaluation addressed 

both the code application and whether the content itself demonstrated new information 

requiring new codes, greater clarity in code definition, and consistency across the entire 

interview.  For example, leadership commitment encompassed the stated importance of 

leadership support, along with the consequences of not securing this support for a Lean 

transformation.  The result of the coding and CCA processes was that multiple codes 

were applied to most of the excerpts identified in all of the data sources.  This process 

also allowed me to conduct additional comparisons on the respective excerpts concerning 

what was similar or different within and among cases, along with the specific context 

within which the comments were made during the next step: comparison between 

interviews.   

The individual comparison process was conducted for each interview transcript 

independently to ensure that the respective participant’s perspectives and views were 

accurately captured and coded as a whole.  Upon completion of the second interview, the 
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process became more complex due to the comparison process between interviews, which 

began as a natural next step.  Thus, although each interview was reviewed independently, 

from the addition of the second to the seventh interview the CCA became an iterative, 

and at times complex and challenging, process due to the back-and-forth nature of 

capturing and applying new codes to the full data set.   

Comparison between interviews.  The completion of the second interview began 

the second phase of the CCA: comparison between interviews.  In this step I compared 

the experiences of individuals sharing the same experience.  Thus, the respective 

experiences were of the same phenomenon but as they occurred in different organizations 

or contexts.  Although the growing list of existing codes was available for application to 

each new interview transcript, the addition of new codes during each subsequent 

interview also required a review of the prior transcripts to ensure that coding across the 

full data set was complete and comprehensive.   

Using the iterative process required that all prior data be compared with the new 

data for similarities and differences, and that the new codes be applied to the prior cases 

as applicable.  During the coding process, I kept notes on new codes added so that they 

could be compared with existing codes and applied to prior transcripts.  This spiral 

coding and analysis process continued through each subsequent case until all cases had 

been coded and evaluated with the full set of codes that were created and no new codes 

were identified (Boeije, 2002; Bowen, 2008; Hewitt-Taylor, 2001), as illustrated in 

Figure 2.  Once all transcripts had been coded, I completed a manual review of each 

transcript, with the full set of codes and notes made on a legal pad capturing both the 
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coded material and the applied codes.  I then compared this review with the coded 

transcript in Dedoose for accuracy and consistency.   

Processes: 
 
Abstracting, visualizing, 
representing 
 
Defining, classifying, 
interpreting 
 
Reading, reviewing, coding 
 
Data management 

 

 

Narrative story: 
 
Display graphically coding, 
constant comparative 
analysis, thematic analysis 
 
Code clusters, axial, and 
selective (themes), case 
comparisons 
 
Reflexive journaling, 
memoing, code capture, 
case reviews 
 
Set up system of software, 
index cards, hard files 

 Data collection process begins with first 
case (interview, images, documents, 
artifacts, field notes). 

 

Figure 2. Spiral data coding and analysis process.  Data coding and analysis inherent in 
the emergent design of a qualitative multiple case study is an iterative, integrated, and 
continuous process, similar to a spiral as noted by Creswell (2013), starting with the 
initial data collection and continuing through completion of the narrative.  

Code management.  Performing coding and data analysis required that I spend 

significant time with the data and the codes, evaluating definitions, reviewing application 

of codes, and merging—and in a few cases deleting—some codes.  For example, I 

merged the code why Lean with the code need for Lean transformation in healthcare 

because both of these codes shared a common definition of a CEO’s perspective on 

pursuing a Lean transformation.  Additionally, the code long view was merged with Lean 

is a journey because they, too, shared a common definition of Lean as a long-term 

organizational transformational process.   
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Although the number of codes in the database grew after each interview was 

coded, the number of new codes added lessened following each interview.  

Simultaneously, the number of codes also decreased as duplicates were identified and 

combined, similar codes were evaluated and, in some cases, merged, ensuring the excerpt 

remained but with one less code.  This step was most easily accomplished through 

exportation of the codes and their definitions into an Excel spreadsheet.  Saturation in this 

process was about ensuring identification of emergent codes across all data sources and 

appropriate application of the codes to each data source.  Bowen (2008) noted the 

importance of data saturation in a naturalistic inquiry.  He suggested that there are no 

definitive rules regarding determination of saturation; however, reaching a point of 

diminishing returns signals that no new insights or themes are likely to be found.  The 

coding process continued throughout the CCA until no new codes were sourced (Boeije, 

2002; Bowen, 2008; Hewitt-Taylor, 2001).   

One aspect of this process that bears noting is that not every line of the respective 

transcripts warranted coding; the focus was on content that was relevant to the research 

question, subquestion, and propositions.  To be clear, it would be both easy and 

overwhelming to code every word or line in each transcript.  Doing so would have taken 

a great deal of time, with the added value being negligable.  Thus, although the coding 

process did involve the majority of the interview content, in certain cases some content 

was outside of the boundaries of the study; in other words, no code was applied.  Codes 

were applied to sentence fragments, sentences, paragraphs, and in some cases multiple 

paragraphs.  Furthermore, the field notes, artifacts, and documents that were imported 
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into the software were also coded.  These data also provided insights and ideas into the 

categories and themes that emerged.  

Code evaluation.  Aiding in evaluation of code application, the Dedoose software 

allowed for several methods of review.  For example, all excerpts that were assigned a 

specific code could be pulled up onscreen with a connection to their source document.  

Other codes attached to each excerpt were also visible.  This arrangement allowed me to 

review code application and edit with ease.  I was also able to export all excerpts and 

associated codes for each transcript into a word document and review them for 

application, again with editing notations, which were easy to make in the software.  I 

exported the data and associated codes in various formats to ensure that codes were 

applied consistently, a further application of the CCA.  Examples of these exported 

reports included all excerpts with associated codes per participant and all excerpts 

associated with a specific code.  The coding process resulted in a total of 120 open codes 

(Appendix I).  These open codes were clustered into 15 code families, a process that 

began the formal abstraction process of identifying themes.   

As early as the data collection and coding of the first interview, I identified 

category ideas, which I added as memos to the Dedoose database or collected in notes or 

my reflexive journal.  Additionally, I captured notes regarding the respective cases 

wherein the themes or patterns were located.  Throughout the CCA of the data, I 

uncovered more patterns and themes by actively looking for them throughout the data set.  

Boeije (2002) and Fram (2013) noted that the researcher constantly moves between open 

and axial coding during the CCA as she begins the conceptualization process and 

evaluates relationships among the data.  It is also during this process that similarities and 
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differences between cases come to the fore, along with potential reasons for their doing 

so.  This provided a starting place for the thematic development process that is addressed 

under thematic analysis (Creswell, 2013; Fram, 2013; Miles & Huberman, 1994; 

Murnane, 2008).   

Up to this point in the analysis, the CCA and thematic analysis processes were 

essentially parallel.  The thematic process took the analysis further as I moved from the 

overall coding process to theme identification, which is discussed next under thematic 

analysis.  This process is briefly summarized in Figure 3 as the open codes were 

evaluated, refined, and synthesized multiple times.  The overall abstraction of codes into 

themes began with 120 open codes, which were refined and combined into 15 code 

clusters, which were further refined into five axial codes.  Finally, as discussed under the 

thematic analysis process, the five categories were further evaluated, related, and refined 

into the final three themes or selective codes encompassing all of the codes.   

Thematic analysis.  Thematic analysis provides flexibility to the interpretive 

process and supports the constructionist paradigm aligned with this research study.  

According to Braun and Clarke (2006) and Aronson (1995), thematic analysis provides a 

focused approach to organizing and describing the themes or patterns within a 

researcher’s data.  These authors noted a number of advantages of using thematic 

analysis, including its ease of use, accessibility to researchers with limited experience, 

ability to highlight similarities and differences across a data set, generation of 

unanticipated highlights, and usefulness in summarizing a large body of data.  However, 

they noted a lack of agreement regarding the definition and process of thematic analysis.  

Clearly defining and delineating the process a researcher uses in thematic analysis is 
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important to allow understanding of the researcher’s assumptions, thinking, and active 

participation in establishing the themes chosen.  This issue links back to the espoused 

paradigms articulated at the beginning of this chapter.   

 

Figure 3. Analysis of coding levels.  The process of code analysis requires that the 
researcher capture all open codes, refine these into clusters, and further refine and 
combine them into axial, and finally, selective, codes or themes.  The final themes 
encompass the full data set.  

Further, similar to Fram’s (2013) claims that CCA is applicable outside of 

grounded theory, Braun and Clarke (2006) stated that when a researcher explicitly states 

that she is using thematic analysis, she “need not subscribe to the implicit theoretical 

commitments of grounded theory” (p. 8).  Finally, thematic analysis did not require a 

specific theoretical framework, providing flexibility to align with the conceptual 

framework initially developed for this study.  

120 open codes: initial codes identified and defined 
based on data collected from all sources

15 code clusters developed by refining  
and combining open codes 

5 axial codes: further 
refinement of code clusters 

into categories

3 selective codes: 
main themes 

identified by relating 
and combining axial 

codes
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Several criteria presented by Braun and Clarke (2006) were important regarding 

the use of thematic analysis for this study.  These included a rich description of the data 

set, an inductive approach whereby themes were directly linked to the data, and latent 

themes (interpretative), which then linked back to the constructionist paradigm.  Finally, 

questions embedded in the study itself, including the research question, subquestion, 

interview questions, and coding and analysis questions, had a relationship that was 

relevant to the analysis of the data.  These questions were kept in the forefront before and 

during the analysis process as themes and patterns were identified across the entire data 

set.  

Braun and Clarke (2006) outlined six phases of a thematic analysis, which begins 

as soon as the researcher notices patterns in the data, which in this study occurred with 

the first interview.  The overall process ends when the report is completed.  As described 

in the CCA process noted by Fram (2013) and Boeije (2002) and applied during coding 

of the data, I constantly moved across the data set, capturing potential patterns and 

themes by evaluating the excerpts and associated codes and continually refining them.  

This activity ensued throughout the entire coding and analysis process.  As noted earlier, 

this is not a linear process applied with each interview or other data source as it is 

collected; rather, it is an iterative and integrated process that involves acquiring new data 

and revisiting existing data.  Also, although they are different processes, as noted earlier, 

the first three phases of a thematic analysis overlap with the CCA.  Thus, only a brief 

review of phases 1–3 is provided to establish this integration, while a more 

comprehensive review of phases 4–6 is presented.  
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Phases 1 and 2.  In the first phase, the researcher familiarizes herself with the 

study data.  I did this, as described under the CCA, by collecting data, transcribing 

interviews, reading and re-reading the transcripts, and reviewing them against the audio 

recordings.  During each review of data I collected ideas for potential codes.  This led 

into phase 2: generating initial codes.  The process of establishing codes is part of the 

analysis given that it links to theme development and ultimately the interpretive analysis 

of the researcher (Braun & Clarke, 2006; Miles & Huberman, 1994).  Using a systematic 

approach to data coding is important, and I developed and followed such an approach.  

As presented earlier, I established an initial set of codes based on a pilot study and the 

literature; I added to these as I captured each interview and data source.  The repeated 

patterns captured in memos, notes, and reflexive journaling during the coding process 

laid the groundwork for the third phase of a thematic analysis: the search for themes.  

Phase 3.  The third phase in a thematic analysis process is the search for themes, 

which begins when all of the data from all sources has been coded and a list of codes 

developed.  To provide a sense of code capture, the highest code count in the database for 

this study was 145 codes.  Refinement of codes, removal of duplications, mergers of like 

codes, and deletion of irrelevant codes resulted in a final number of 120 open codes.  

Throughout these first three phases, I compiled a list of patterns and potential themes in 

the form of notes with corresponding participant identifiers for those with a similar 

theme.  Certain themes were pervasive and clear; other potential themes were either less 

clear or less comprehensive; however, as potential themes, these were all captured.   

Further, as I continued to develop categories or themes, I found that  many codes 

were included in more than one category.  As a result, it was important that I refine the 
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codes and their respective definitions further to ensure that their meaning was clear.  A 

challenge in this regard was that issues regarding Lean transformation were arising for 

both the CEO and the organization and thus, there were common codes.  For example, 

challenges to changing applied to both the CEO and the organization, but the nature of 

the challenges differed.  This code then was then split into challenges of changing for the 

CEO and challenges of organizational change.   

Phase 3 required significant manipulation of the codes into varying potential 

themes.  The Dedoose software and Excel tools supported many iterations of code 

clusters and axial codes as codes were refined, related, and combined using the list of 

potential categories and themes.  Index cards were also a practical tool used to sort the 

120 open codes into categories.  One code was written on each card and the cards were 

sorted according to similar themes; duplicate cards were created for codes sorted into 

more than one category.  These categories and codes were then entered into an Excel 

spreadsheet for further evaluation and sorting.  

Throughout the phase of searching for themes, I spent considerable time re-

reading each source document, reviewing all codes, and deleting or adding additional 

codes as applicable.  Specific codes were isolated and reviewed in depth using the 

functionality of the software.  For example, one code was pulled up on screen with all of 

the excerpts attached to that code, or one excerpt was pulled up on screen with all 

attributed codes.  This process also allowed me to see patterns of code application across 

the excerpts.  Additionally, this process of collating all of the relevant excerpts for a 

specific code was helpful when it came time to evaluate potential axial codes along with 

subsequent selective codes, or themes.   
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Coded field notes, artifacts, and documents were included in the Dedoose 

software and were also included in this process.  I exported all of the codes and their 

associated information into Excel and manipulated them into clusters as part of the 

refinement and combining process to determine potential themes.  Frequency of code use 

was considered and easily available through the software analytics; however, it was used 

primarily to evaluate code bulk as opposed to importance (Creswell, 2013).  I also created 

code maps to visually assist me in analyzing code clusters and linkages across clusters.  

Figure 4 illustrates several selected code clusters from one iteration during phase 3 of the 

thematic analysis.  

 

Figure 4. Select code clusters.  Code clusters were the result of sorting open codes into 
categories; however, some codes were sorted into more than one cluster.  This sorting 
process was part of the development of patterns and themes within the data and was 
carried out through many iterations to identify the axial and selective codes.  
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After deeply reviewing the codes, numerous iterations of code clusters and 

linkages, and refined definitions, all through the lens of the data set, I created a list of 15 

code clusters that were then combined into five axial codes.  Figure 5 illustrates this 

outcome as an initial thematic map.   

 

Figure 5. Initial thematic map.  Refinement of the code clusters provided an initial 
thematic map.  Relationships among the early themes are noted; however,  no directional 
relationship was identified at this stage of the analysis.  Further, as this stage progressed, 
the respective clusters were not replicated in any other theme.  
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Definitions of each axial code were developed to capture the nature of the 

underlying intent and meaning of the associated code clusters.  This process required that 

I review the data set, including interviews, documents, artifacts, and field notes.  I also 

reviewed code applications to ensure that the resulting clusters and axial codes were 

representative of the content included in the whole data set.  Finally, I reviewed the 

memos and notes captured via my reflexive journaling  in the context of the clusters and 

axial codes.  The axial codes, their respective definitions, and associated code clusters are 

illustrated in Figure 6.  The completion of the search for themes led to the subsequent 

phase of reviewing these potential themes.  

 

Figure 6. Axial codes defined with associated code clusters.  Each axial code is defined 
to encompass the open codes included within the category.  Associated code clusters 
provide further information on code clusters combined and refined into the respective 
axial categories.  
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Phase 4.  Based on the results of phase 3, the five axial codes represented a set of 

potential themes that were then reviewed and evaluated in the context of an overall theme 

for the data.  The level of abstraction continued as both the potential themes, and the data 

were once again evaluated together to determine whether a coherent pattern existed or 

whether there were problems with the potential themes (Bowen, 2008; Braun & Clarke, 

2006).  This step required that I again go back to the data set and review the data through 

the lens of the axial codes.  I made minor wording changes to more accurately reflect the 

nature of the themes as this step in the process neared completion and final themes were 

identified.  

 
Figure 7. Interrelational diagram.  The interrelational diagram analyzes the directional 
relationship among the respective axial codes to assist the researcher in determining 
drivers and outcomes.  Bottlenecks are influencing factors.  
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An additional step applied during phase 4 was the application of an 

interrelationship diagram to the axial codes to identify driver and outcome relationships 

and assist in determining the overall theme(s) for this data.  Figure 7 is the 

interrelationship diagram illustrating the connections between the respective axial codes 

that provided me with guidance in establishing the main themes in the data.   

The final thematic map, depicted in Figure 8, illustrates the completion of 

phase 4, the establishment of themes.  These themes, also known as selective codes, also 

have one or two subthemes.  As phase 4 was completed, I moved into the succeeding 

phase, which focused on defining and naming each of the final themes.  

 

Figure 8. Final thematic map.  Selective codes represent the final three themes 
encompassing the full data set.  Each theme comprises one or more subthemes.  

Phase 5.  According to Braun and Clarke (2006), defining and naming themes 

entails an even further refinement of the themes to capture the “essence” of each theme.  

Doing this involves considering how each theme fits into the overall story told through 

the data, as well as how the themes relate to the research question, and, specifically in 

this study, to the propositions.  I reviewed the excerpts by participant and open and axial 
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code application by re-reading the respective excerpt documents and identifying those 

that provided evidence for each identified theme and capturing notes on the substance of 

each theme to ensure it was captured in the defintion.  Field notes, documents, artifacts, 

and memos were also included in this review.  Of importance was ensuring that the 

themes also related to the study’s research question and propositions.  After completing 

the data review to name and define each of the themes, I created a diagram (Figure 9) to 

illustrate connectivity of the themes to the research question and propositions.  

In addition to establishing connections between the themes and the research 

question and propositions, the result of phase 5 was a clear definition of each theme 

captured in a succinct statement.  Table 1 summarizes the final three themes and their 

definitions, subthemes, and selected codes associated with each theme.   

Phase 6.  Finally, phase 6 in the thematic analysis process involved producing the 

final written report (Braun & Clarke, 2006; Murnane, 2008).  This phase is covered in 

Chapters Four and Five.  
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 RQ: In what ways does a Lean 
transformation influence a 
healthcare CEO’s leadership style 
and practice? 

  

     
  SubQ: How do healthcare CEOs 

describe their leadership 
transformation experiences amid 
an organizational Lean 
transformation? 

  

     

Theme #1: 
Formation of a Lean 
Healthcare CEO 

 P1: Lean healthcare leadership is 
markedly different from 
traditional CEO leadership.  Lean 
leadership includes distinct 
behaviors, actions, and practices 
that the CEO must exhibit to lead 
a Lean organizational 
transformation. 

  

     
  P2: Lean healthcare organizational 

transformation and CEO 
leadership transformations 
mutually influence each other. 

 
Theme #3: 
Lean System 

     

Theme #2: 
Organizational Lean 
Cultural 
Transformation 

 P3: CEOs of successful Lean 
healthcare organizations realize 
their leadership style and practices 
must align with Lean principles 
and practices. 

  

     
  P4: Lean leadership is a process 

that can be learned, evaluated, and 
improved. 

  

     
  P5: Lean healthcare CEOs 

understand the potential of Lean 
as an integrated system approach 
to transformation that includes 
alignment of Lean technical tools, 
culture, and management system. 

  

Figure 9. Research question and proposition linkages to themes.  Throughout the data 
collection and analysis phase, the research questions and propositions provided 
boundaries and guidance to ensure focus.  Each of the final three themes directly links to 
a combination of research questions and propositions.  
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Table 1 

Final Themes and Definitions 

Theme #1 Formation of Lean 
Healthcare CEO 

#2 Organizational 
Lean Cultural Change #3 Lean System 

Definition This theme represents 
the many processes 
healthcare CEOs 
pursued over time to 
understand, develop, 
and transform their 
leadership practices to 
align with Lean in the 
organizational setting 
in real time where a 
Lean transformation 
was simultaneously 
occurring.  
 

This theme represents 
the process and impact 
of a cultural 
transformation 
experienced in a 
healthcare organization 
as the result of a 
decision to pursue Lean 
and the desire to sustain 
the transformation.  

This theme 
represents the 
context and system 
approach within 
which both the 
CEO formation 
process and the 
organizational 
cultural 
transformation are 
both initiated and 
pursued over time.  
 

Subthemes Self-development 
Lead by example 
 

Culture change 
Sustainability 
 

System improvement 

Selected 
Codes 

• Experiences of 
Lean CEO 

• Self-awareness 
• Leadership style 
• Role model 
• Lean leadership 

tools/processes 
• Expectations and 

accountability 

• Creation of 
environment for 
change 

• Challenges to 
change 

• Leadership 
commitment 

• CEO support 
required 

• Dependency on 
CEO 

• Introduction to 
Lean 

• Crucible/critical 
event 

 

Validity, Triangulation, and Reliability 

Yin (2014) cited four tests that are commonly used to evaluate the quality or 

validity of empirical qualitative research, including case studies.  These tests are 

construct validity, internal validity, external validity, and reliability.  Yin also listed four 

other concepts that can be used to judge the quality of qualitative research: 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 110 

trustworthiness, credibility, confirmability, and data dependability.  These tests apply in 

various phases of the research process, such as design, data collection, and data analysis.  

Scotland (2012) connected these sets of criteria, noting that research can be judged as 

good if internal validity/credibility is demonstrated through rich evidence and credible 

justifiable accounts; external validity/transferability is demonstrated by others’ ability to 

use the research in other situations; and reliability/dependability are demonstrated 

through replication of the research process and findings.  Scotland further reported that 

the methods used to judge scientific research cannot apply to research conducted within 

the interpretive paradigm due to the nature of the knowledge created, giving rise to issues 

of transferability and generalizability.  Guba and Lincoln (1994) noted that the two 

criteria used to judge the quality of constructive research are trustworthiness and 

authenticity.  Specifically, trustworthiness is measured in terms of credibility (internal 

validity), transferability (external validity), dependability (reliability), and confirmability 

(objectivity).   

Construct validity.  Yin (2014) stated that construct validity is challenging to 

establish in case studies.  However, the use of multiple sources of evidence, 

establishment of a chain of evidence, and case study review by informants provide 

significant support for construct validity.   

Triangulation.  Yin (2014) and Stake (1995) discussed four forms of 

triangulation that are used to support construct validity.  Triangulation is the process of 

using multiple methods of data collection for the same phenomenon with the objective of 

building justification for themes (Creswell, 2014).  All of these forms do not need to be 

present in a case study, but use of the appropriate form(s) strengthens validity in a case 
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study.  The four different triangulation protocols are data source, investigator, theory, and 

methodological triangulation.   

Data source and methodological triangulation were the protocols used in this case 

study to provide rigor and construct validity.  Data source triangulation addressed the fact 

that multiple forms of data were collected with the intention of corroborating the same 

findings.  As the researcher, I sought convergence of evidence from the multiple sources 

of data in this approach.  Member checking, via a review of the transcripts by the 

respective participants, was another step in this process.  Methodological triangulation is 

somewhat similar to data source; however, this approach requires use of multiple 

methods of data collection at different locations and at different times.  This study’s 

design aligned well with these two triangulation protocols because multiple forms of data 

were collected from multiple cases.   

Chain of evidence.  Chain of evidence is the final component of a robust 

construct validity process and is an extension of the data sources and database system.  

The methodology used presented some challenges regarding chain of evidence; however, 

this process is an important factor in strengthening the study itself.  The purpose of chain 

of evidence is to increase reliability (Yin, 2014), which presented a challenge, as is 

discussed below.  Chain of evidence required that I use a detailed process to document all 

data collected, including dates, times, locations, and other relevant data, so that anyone 

could follow the process I used to develop conclusions.   

Citations of interviews, documents, or other data sources in the data analysis also 

supported the chain of evidence process.  Key to this process is linking the data or 

evidence to the study’s interview protocol, data collection protocol, and ultimately to the 
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original research question and propositions.  It is worth noting, however, that each of the 

CEOs commented that the various data sources, including their own learning, were in a 

constant state of evolution.  Thus, attempts to replicate the data collection process of this 

study exactly are likely to fail.  

Internal validity.  Internal validity is specifically used to study explanatory or 

causal relationship, which, in this study, was the question of whether Lean organizational 

transformations influenced the leadership styles and practices of healthcare CEOs.  This 

test was addressed via cross-case synthesis in the data analysis phase specifically, with 

regard to similarities and dissimilarities across cases (Miles & Huberman, 1994; Yin, 

2014).  This analysis is presented in Chapter Four.   

External validity.  For purposes of this study, external validity did not apply 

because generalizability was highly limited by factors such as an unknown population, 

limited number of cases, industry sector of interest, and most importantly, the focus on 

the CEO role.  As noted above, external reliability is linked to transferability and 

therefore also limits transferability, which aligns with the challenge noted by Scotland 

(2012).  

Reliability.  Reliability, or dependability, is addressed through two tactics used in 

case study research as described by Yin (2014).  The tactics include development and use 

of a case study protocol and of a case study database.  These efforts were applied in the 

data collection phase of the research process.  However, Babbie (2014) noted that a 

qualitative researcher in the field must often make a choice between validity and 

reliability, particularly when the focus is on latent content, or the underlying meaning of 

the content.  The interpretive paradigm may come at the expense of reliability.  
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Nevertheless, I attempted to address reliability to the best of my ability by using a case 

study protocol and developing a database.  

Case study protocol.  A case study protocol was developed and used to support 

and ensure consistent application of the research process to each case.  Although an 

emergent design was used in the study, the alterations consisted primarily of changes to 

the interview protocol.  The same protocols for data collection, whether interview or 

other sources, were applied consistently across each case.  One significant difference that 

could not be mitigated was that site visits were conducted for only four of the seven 

cases.  Having the opportunity to observe and gather additional data on-site meant that 

more data was collected for those sites than for the other three.  Further, the additional 

data sent by the three onsite participants was selected by the participant and of a narrower 

scope.  

Case study database.  Creation of a case study database is another data collection 

principle that supports rigor in case study research (Creswell, 2013; Yin, 2014).  Data 

collected for this case study included transcribed interviews, pictures of Lean tools and 

visual management systems, forms, copies of documents used by a CEO, researcher 

observations, and field notes.  The nature of these data sources is varied and required use 

of an inclusive, reliable, and functional database system.  Fortunately, good database 

systems are available that support qualitative research.  Software used included Dedoose, 

Excel, and Word.  Additionally, as noted, hard copy files were used in this study to 

organize and structure the data collected, which augmented the electronic system.  I 

favored use of both electronic and hard copy systems based on personal preference and 

experience.   
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Audit trail.  The audit trail for data collection and analysis is also a key 

component of establishing trustworthiness (Cutcliffe & McKenna, 2004).  Categories a 

researcher might consider for inclusion for an audit trail include raw data, notes on data 

reduction and analysis, processes for data reconstruction, notes captured during the whole 

analysis process, any materials related to research intentions and disposition, and finally, 

information on the development of data collection instruments (Cutcliffe & McKenna, 

2004).  It is not necessary to include all of these elements in a research study.  For 

purposes of this study, these steps generally matched the processes I followed as the 

researcher.  The audit trail process was supported by the software used as well as by the 

hard copy files kept of all the raw data collected, including notes on the data reduction 

process used during the coding and analysis phases (Cutcliffe & McKenna, 2004; Miles 

and Huberman, 1994).  All the preparatory documentation developed in the design stage 

of the study leading up to the launch of the study also contributed to the audit trail.  

Although these tests were applied, it should be reiterated that the nature and 

design of this study does not lend itself to precise replication.  The challenges of study 

design, case selection, and data procedures and collection alone present significant 

hurdles.  

Researcher Bias  

As a practicing Lean healthcare CEO leading a Lean organizational 

transformation, I was acutely aware of the need to use bracketing to control for bias in 

this study.  This awareness was leveraged before, during, and after each interview.  

Interview preparation included reflective time to enter a research mindset, which I 

accomplished by reviewing the interview protocol and prior interview experiences and by 
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practicing mindfulness for 10 to 15 minutes prior to the interview.  Creswell (2013) 

suggested that a definition of bracketing include suspension of one’s understanding via 

reflection such that curiosity emerges.  As a student of Lean, I have a deep curiosity 

regarding the topic.  The most significant challenge I faced during the interviews and site 

visits was keeping the interview boundaries intact.  On a number of occasions, CEOs 

naturally asked questions regarding findings from other interviews or my own 

experiences.  My response was to redirect with another question.  

Additional countermeasures for research bias included triangulation, an audit trail 

for all data, and member checking.  Given the topic of study, I believe that my personal 

experience and knowledge were valuable to the data collection process due to my 

familiarity with Lean terms, processes, language, and constructs.  This background 

knowledge allowed for a more in-depth followup of comments.  However, I entered 

every interview with intentionality of bracketing to ensure the perspectives of the 

participants were heard and collected.  Reflexive journaling also provided an avenue for 

me to collect my thoughts, ideas, and reflections that I could review and evaluate for bias.  

No material financial or budgetary concerns arose for this study.  Limited funds 

were required for transcription services.  On-site interviews involved travel; however, I 

was able to coordinate this with my own work and personal travel plans to accommodate 

site visits.  I asked for, and received, permission from the CEOs for certain components 

of the study, primarily related to audiorecording, photographs, and documents or forms.  

No legal items arose related to this case study.  
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Ethical Considerations 

Ethical considerations were observed in all aspects of the research process.  A 

letter of invitation that included potential risks and informed consent was provided to 

each participant.  Study participants were given assurance of confidentiality for 

themselves and their organization.  Confidentiality could be secured; however, anonymity 

could not be guaranteed given the unique nature of the unknown population and the 

relatively low number of cases included in this multiple case study.  As the researcher, I 

continue to extend every effort to maintain anonymity and confidentiality.  As noted 

earlier, de-identification of organizations and individuals on documents or artifacts 

collected was hindered by the nature of the names on the digital documents.  None of 

these items are located intact in this document, and hard copies are secure, as are all other 

research data.  When possible, all document and artifact data related to this study were 

de-identified.  Researcher field notes and observations were also de-identified.  

Moreover, I will not share specific findings that could uncover the identity of an 

individual or an organization related to this study.  Storage, safety, and security of data 

was, and continues to be, essential.  I addressed these concerns by using a password-

protected and secure personal computer and a locked file in my home study.  

Ethical concerns related to reporting of data included ensuring that interview 

transcriptions were accurate, data collected were reported honestly, appropriate language 

was used, and composite stories were used to ensure that participant confidentiality was 

not breached.  These were all noted by Creswell (2013) as key ethical concerns.  

Accurate reporting of data was also essential.  Each CEO was provided with an 

opportunity to review and edit his or her their transcript and was asked to provide 
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confirmation of having received the transcript; four provided that confirmation, whereas 

two noted reciept but provided no feedback, and one did not respond.  Triangulation of 

data was used to mitigate the ethical concerns raised by the possibility of bias.  Finally, 

the results of the study will be shared with the participants; four of the seven CEOs 

explicitly expressed interest in receiving a copy of this study when it is completed.  

Although a final determination on the matter has not been made, this study may be shared 

through professional journals or used in professional presentations.   

Because the researcher was the data collection instrument for this study, bias 

existed as a potential ethical issue.  Bracketing was practiced to manage this bias.  The 

design of the case study, however, provided the opportunity for me as the researcher to 

state my background, interest, and involvement in the topic.  Additionally, the case study 

methodology actively required my interpretation of the data.  In the context of these 

ethical considerations, I believe that my personal experience and knowledge were 

valuable assets to this study due to the complexity of the topic and its relative infancy in 

the research literature.   

Summary 

Chapter Three provided an overview of the case study methodology and methods 

used in this dissertation in practice.  A review of the research paradigm as applied to this 

study was presented to establish a lens for readers.  This was followed by brief review of 

the research question and propositions that framed the study scope and purpose.  A 

summary of the multiple case study research design and arguments regarding the 

suitability of this approach for the topic of study were presented.  This research 

methodology influenced all aspects of the research process, including proposed 
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participants and data sources.  The unique aspects of identification and recruitment of 

participants were reviewed, along with the challenges of sampling in a case study.  

Rationales for case study inclusion were presented along with how the case, or unit of 

analysis, was bound.   

As the researcher, I was the data collection tool.  As such, I used a research 

protocol, an interview protocol, a data collection protocol for documents and artifacts, 

and a demographic collection tool to ensure that data collection was consistent across the 

seven cases comprising this study.  A detailed review of the data collection procedures 

was provided, including challenges to this part of the research process.  For example, 

several dependencies related to data collection emerged, such as availability for site 

visits, which were mitigated when possible to allow data to be captured.  Further, as the 

data were collected, the factors of data collection and management as well as note taking 

and journaling were encountered and addressed.   

A detailed description of the data collection and analysis processes was presented 

via the use of constant comparative and thematic analyses.  The complementariness of 

these approaches made them well suited for analysis of the data and the ultimate 

identification of the themes from the data.  The iterative and integrated nature of these 

two processes illustrated the fluid and complex qualities of a qualitative case study 

methodology.  

Evaluation criteria for this study were also presented.  Qualitative methodologies, 

including the case study approach, pose challenges in terms of ensuring rigor.  Concerns 

regarding validity and reliability were presented and discussed, along with the tactics 

used to address them.  Inherent in a qualitative study is researcher bias, and this study 
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was no exception; for that reason, researcher disclosures were presented.  Finally, ethical 

considerations were acknowledged and upheld throughout the research process.  These 

considerations were reviewed with corresponding interventions practiced to mitigate 

them.   

  



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 120 

CHAPTER FOUR: FINDINGS 

Introduction 

Lean is an organizational system that integrates philosophy (culture), a 

leadership/management system, and technical tools into a coherent whole that is 

grounded on the tenets of continuous improvement and respect for people.  This system is 

being adopted by an increasing number of healthcare leaders today to address the myriad 

forces bearing down on the industry and their organizations.  However, as is illustrated in 

the literature, Lean organizational transformations fail far more frequently than they 

succeed, primarily due to lack of, or failure of, leadership (Amer & Shaw, 2014; 

Bäckström & Ingelsson, 2015; Brännmark et al., 2012; D’Andreamatteo et al., 2015; De 

Souza, 2009; Dombrowski et al., 2012; Katz, 2012; Liker, 2014; Mazzocato et al., 2010).  

This study was conducted to research the influence of a Lean transformation on 

the role of the healthcare CEO, given the nature and authority of this leadership position 

in an organization.  The purpose of conducting this multiple case study was to describe 

and understand how a Lean organizational transformation influenced the leadership styles 

and practices of healthcare CEOs.  The research question, subquestion, and five 

propositions that framed this study and focused the research process were as follows:  

Research question: In what ways does a Lean transformation influence a 

healthcare CEO’s leadership style and practice?  

Research subquestion: How do healthcare CEOs describe their leadership 

transformation experiences amid an organizational Lean transformation?  

Proposition 1: Lean healthcare CEO leadership is markedly different from 

traditional CEO leadership.  Lean leadership includes distinct behaviors, actions, 
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and practices that the CEO must exhibit to lead a Lean organizational 

transformation.  

Proposition 2: Lean healthcare organizational transformations and CEO 

leadership transformations mutually influence each other.  

Proposition 3: CEOs of successful Lean healthcare organizations realize that their 

leadership style and practices must align with Lean principles and practices.  

Proposition 4: Lean leadership is a process that can be learned, evaluated, and 

improved.  Development of Lean leadership in healthcare CEOs requires daily 

discipline and on-the-job learning using Lean tools, processes, and practices.  

Proposition 5: Lean healthcare CEOs understand the potential of Lean as an 

integrated systems approach to transformation that includes alignment of Lean 

technical tools, culture, and management system.  

This chapter presents the findings of the data analysis process described in 

Chapter Three through a cross-case analysis of the three themes identified.  These themes 

were Lean System, Formation of Lean Healthcare CEO, and Organizational Lean Culture 

Change.  The three themes related to the original research question and subquestion as 

well as to the propositions defined at the beginning of the study.  Evidence in the form of 

interview excerpts and discussion of other forms of data is provided in a narrative format 

to demonstrate how the findings supported, or did not support, the study’s propositions 

and research questions.  Additionally, these themes are highly interrelated, so they are 

presented both separately and interwoven.  
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Presentation of Findings 

The unit of analysis was an important factor that influenced the choice to present 

the findings via content analysis versus individual cases.  The unit of analysis in this 

study was the process and experiences of healthcare CEOs’ leadership transformation 

during a Lean organizational transformation.  I chose to present the findings as a content 

analysis and used a meta-matrix approach as described by Miles and Huberman (1994).  

This approach focused on a presentation of the conceptual factors as opposed to specific 

cases, using evidence from the respective cases to illustrate the concept.  Further, content 

analysis can also be displayed via case identification or simply as a number in the matrix 

referencing the frequency of the code element in the cases.  I have chosen to display the 

data in both formats.  A cross-case meta-matrix analysis, illustrated in Appendix J, 

provides a visual presentation of similarities and differences among the seven cases 

related to the respective themes, subthemes, and key codes.  Representing the data in this 

way allows patterns among the cases to become evident.  

The content analysis summary depicted in Appendix K captured the dimensions 

of the resulting themes and subthemes found in the data as they relate to each of the 

propositions defined for this study.  This representation does not identify the respective 

cases but rather the frequency of occurrence of key codes, thereby providing a new view 

of the data.  This approach also supports the process of discovering comparisons or 

contrasts among the set of cases as a whole.  Thus, the data content rather than the 

individual cases becomes the important factor of analysis.  The numbers in parentheses 

are the number of cases that included that code.  This chapter begins with a summary 
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review of the respective cases via the CEOs and their organizations included in this 

study.   

Background of CEOs and Organizations 

Seven cases comprised this study, and similarities and differences were found 

among the CEO participants and their respective organizations.  In addition to the data 

displayed in the meta-matrix and the content analysis summary, CEO participant and 

organizational demographic data collected for each case provided relevant local context.  

Table 2 provides specific participant CEO demographics collected for this study, 

illustrating the variety of backgrounds and experiences represented by the respective 

cases.  

Table 2 

Participant CEO Demographics 

Case 
(pseudo-
nyms) 

CEO 
Age 

Years of 
Healthcare 
Leadership 
Experience 

Years of 
Experience 

as CEO 

Years of 
Lean 

Experience 

Internal or 
External 
Recruit 

Highest 
Educational 

Degree 

Adam 54 29 16 11 External MBA 
Ben 61 26 9 9 Internal MD 
Claire 55 20 5 18 External MA 
Daniel 65 43 38 9 External Ph.D. 
Eric  64 30 15 10 External MBA 
Francine 58 34 5 14 External MA 
Gwen 61 30 10 10 Internal MHA 

 

First, all of the participants have been learning about, and applying, Lean for 

nearly a decade or longer in a healthcare leadership capacity.  Three of the CEOs were 

introduced to and began their Lean work prior to becoming a CEO, and one of them 
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began investigating Lean just prior to assuming the CEO role.  The participants in this 

study were seasoned healthcare leaders who had been in healthcare leadership roles for 

an average of 30 years.  The first CEO experience for three of the participants coincided 

with their first Lean transformation and leadership experience.  Two other participants 

had extensive Lean leadership experience, but were first-time and recent CEOs.  Finally, 

two of the participants had multiple CEO experiences in different organizations and had 

been introduced to Lean prior to their current role.  The data for this study were collected 

from the CEOs’ current organizational experiences, although for several participants, 

prior experiences were relevant to their respective introductions to Lean.  Five of the 

seven organizations began their Lean journeys between 2005 and 2006; the other two 

started approximately 5 years earlier, between 2000 and 2001.   

Table 3 provides a summary of the organizational demographic data for the 

respective seven cases in the study.  Variety in organizational and CEO demographics 

was a factor considered in case selection to facilitate learning about Lean transformations 

in healthcare relative to the CEO experiences.  The influence of local organizational 

context was a notable factor in several findings discussed later.  

It is fair to state that these leaders and organizations could be considered early 

adopters of Lean, particularly in the healthcare sector, where Lean is only beginning to 

gain momentum.  As early adopters, these CEOs pursued Lean in the face of significant 

odds as they brought a new system, thought to be applicable only to manufacturing, to an 

industry sector in need of reform long before the current magnitude of healthcare reform 

was envisioned.  The story of Lean transformation for healthcare CEOs and organizations 
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told via these seven cases was one of early adopters and radical change.  Lean in 

healthcare is at the beginning of its beginning.  

Table 3 

Overview Organizational Demographics of Individual Cases 

Case 
(pseudonyms) 

Organization 
Type 

Community 
Size Ownership Number of 

Employees Data Sources 

Adam Ambulatory 
healthcare 
system 

Midsized/ 
rural 

Private 
For-profit 

800 CEO 
Website  
Artifacts 

Ben Hospital 
within 
healthcare 
system 

Midsized/ 
rural 

Private 
Nonprofit 

1500 CEO 
Site visit 
Documents 
Artifacts 
Observation 

Claire Hospital 
within 
healthcare 
system 

Urban Private 
Nonprofit 

5000+ CEO 
Documents 
Artifacts 
Website 

Daniel Healthcare 
system 

Urban Public 
Nonprofit 

5000+ CEO 
Site visit 
Documents 
Artifacts 
Observation 

Eric Independent 
healthcare 
system 

Rural Private 
Nonprofit 

900 CEO 
Site visit 
Documents 
Artifacts 
Observation 

Francine Healthcare 
system 

Urban Private 
Nonprofit 

5000+ CEO 
Site visit 
Documents 
Artifacts 
Observation 

Gwen Healthcare 
system 

Midsized/ 
rural 

Private 
Nonprofit 

5000+ CEO 
Website 
Documents 
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Theme 1: Lean System 

The Lean System theme represented the context and system approach within 

which both the Healthcare CEO Lean Formation Process and the Organizational Lean 

Cultural Change took place.  No theme operated in isolation.  Figure 10 illustrates the 

dynamic model of interaction and integration between the three themes in the 

development of a Lean organization highlighting the context of a Lean System as the first 

theme.  The initial introduction to Lean for the participants could be summarized as a 

technical initiation focused more on the application of Lean tools.  Lean was in the very 

early stages of migration to the healthcare sector when the participants were first exposed 

to the concept.  However, their respective introductions to Lean left an impression that 

resulted in the eventual adoption of Lean as a framework for organizational improvement 

and transformation.   

However, though the CEOs had their respective motivations for pursuing 

significant change in their organizations, Lean was not immediately adopted as a 

transformational framework by most of the participants; rather, they tried it out and began 

researching this new approach to learn more about what it offered.  The CEOs’ interest in 

the potential of Lean deepened as each experimented with the tools and processes.  As a 

result, these CEOs visualized a healthcare organization transformed through the 

framework of continuous improvement and respect for people.  Unlike many leaders who 

abandoned Lean early on, over time and through application, these participants found 

reason to persevere as they began to understand the transformational potential of Lean as 

a holistic system approach to organizational improvement.   
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Figure 10. Dynamic model of Lean Transformation: Lean System.  The Lean System 
specifically captures the systems approach sought by all CEOs.  The model illustrates the 
influencing factors of CEO leadership transformation, organizational Lean culture 
change, and a Lean system.  As the CEO and organizational Lean transformations 
advance, the circles overlap in the context of a Lean system, ultimately creating a Lean 
organization.  

An improvement system that would both work in the complex environment of a 

healthcare organization and provide sustainable results seemed the Holy Grail.  No 

participant was familiar with such a system at the time he or she first encountered Lean.  

Seven unique circumstances, related to the respective organizational contexts and local 

needs, resulted in a common search for a system of organizational improvement that 

would be sustainable over time.  After the intervention, all of the participants expressed 

the belief that Lean was, and is, that system, noting that they were unaware of any other 

holistic framework that is as effective as Lean in transforming an organization and 

sustaining the change.  Further, several participants noted that, in time, Lean 
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transformations either will or will not prove to be a sustainable improvement system for 

healthcare, and if not, interest in Lean will dissipate.   

Introduction to Lean 

Two primary factors contributed to the participants’ desire to search for a means 

to improve their organizations’ performance.  The two factors were a crucible or critical 

event experience and a mission to advance the quality imperative in healthcare.  These 

experiences occurred prior to any knowledge or exposure to Lean on the part of the 

participants and, in several cases, provided the initial introduction to Lean.  The crucible 

or critical events were personally formative experiences that the CEOs did not want to 

occur again, either for themselves or for their organizations.  The quest for quality 

imperative was an equally compelling pursuit given the safety and quality risks for 

patients inherent in healthcare organizations.  In fact, a dire patient quality or safety 

occurrence qualified as a crucible event.  Preventing such an occurrence provided 

participants with the motivation to seek out a means to accomplish this outcome.  

Bennis and Thomas (2002) described the power of crucible events to galvanize a 

leader and an organization for change, albeit after the event has occurred.  Crucible 

experiences test and shape a leader.  The experience prompts deep reflection and 

evaluation by the leader, who then emerges from the situation stronger and often changed 

in some way (p. 40).  Meanwhile, imperatives for quality improvement advocated for 

prevention initiatives in efforts to preclude a crucible event from occurring in the first 

place.   

Crucible and critical events.  Four participants described significant and 

challenging leadership and organizational events that heightened their sense of urgency 
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about finding a more effective approach for organizational performance improvement.  

Three of these events entailed the work of a financial turnaround.  Although the 

turnarounds put the organizations back on track financially, this work did not provide a 

long-term sustainable solution or secure the future of the organization.  In sharing their 

experiences of leading and living through a financial turnaround, each of the participants 

made it clear that the events took a toll on him or her and remained a top of mind 

experience none wanted to repeat.  These events were described in a matter-of fact tone 

by the participants and as a detailed task to be completed before they could focus on a 

vision for the future of their organizations.  In fact, Gwen reported that although the 

intervention actions were justified and required, the damage to the people in the 

organization still lingered at the time of the interview.  As a result, a search for a 

sustainable model of continuous improvement ensued.  Gwen explained:  

Today, . . . years later, if you were to walk through the halls of the organization 

and you used the term initiative, you would get shaking and white face.  While we 

were successful, and I do believe it was the right thing to do at that point in time 

. . . I knew that as a new CEO coming in, that we could not survive that.  You 

can’t go through that [cost cutting] and grow and sustain.  

Similarly, Adam and Eric faced crucible situations coming into their organizations that 

required immediate attention to stabilize the organization before they could focus on the 

future.  Adam remembered:  

We had done a turnaround at [organization].  It was a horrible situation when I got 

there.  That’s a whole other story, but at the time I was exposed to it, we kind of 

turned the organization around, certainly financially we had. . . .  I really felt like 
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we were headed in the right direction, but . . . we had access problems in primary 

care.  

Eric added,  

When I came, this place was kind of a mess.  They were losing money; everybody 

was unhappy.  

Intensifying her desire to pursue a system of organizational performance 

improvement, Gwen also faced significant financial risk via an extensive building project 

that posed concerns about affordability and future financial performance.  She stated:   

We are in the process at the time of building . . .[a] patient tower, . . .[a] women 

and children’s center, . . . [an] imaging center and purchasing land for a brand-

new hospital that would be 15 years in the making.  We were running 1% 

operating margin.  We had $450,000,000 in capital that we were planning on 

spending and not a great way to pay for it.  

Finally, Claire experienced a critical event in a different context.  The experience 

of merging multiple organizations into one new organization while ensuring that patient-

centered, high-quality care was provided presented a significant challenge.  The need to 

integrate cultures, clinical protocols, physical space, and organizational policies 

combined into a complex crucible that required effective and collaborative leadership.  

As the leader tasked with this assignment, Claire brought in a consultant to assist in 

designing, planning, and executing the plan for this work.  The consultant fortuitously 

brought Lean tools and processes to bear, exposing Claire to Lean for the first time.  She 

recalled:   
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Once we crafted the business and affiliation arrangements . . . that kind of went 

with all of that, we then went forward with this idea, okay now we’re going to 

implement this . . . we’re going to build a new outpatient facility, we’re going to 

move employees from multiple organizations into this new organization. . . . 

Those two programs did everything differently pretty much, or a lot of things 

differently.  I was the person in charge of making that implementation happen. . . . 

how do you create a new organization?. . .  Every party very academically 

prestigious in their own way and pretty darn sure that their own way was the best 

way. . . .  We used Lean principles to try to help the group look critically at those 

processes. . . .  That’s really my first exposure.  

The crucible and critical experiences shared by the respective participants may 

not be unusual in the healthcare industry, particularly as they related to financial distress 

or building projects in an era of great change.  What was unusual was the drive of these 

CEOs to search for a way to fundamentally change the organization’s approach to 

addressing these issues such that the future of their organization would not be 

compromised.  Crucible and critical events can come in many forms, financial 

performance being just one.  Quality and safety events involving patients are another 

category.  The focus on improving quality and safety was an equally compelling factor 

and an entrée into learning more about Lean in healthcare.  

Quality improvement.  Quality and safety concerns in healthcare were in the 

public eye, giving healthcare leaders a sense of urgency right at the time that several of 

the CEOs focused their efforts on improving quality.  Two seminal publications 

published in 2000 and 2001 by the Institute of Medicine shone a bright light on the 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 132 

disconnection between the advances made in medicine and the delivery of quality 

healthcare.  To Err Is Human (Kohn, Corrigan, & Donaldson, 2000) and Crossing the 

Quality Chasm (Institute of Medicine, 2001) called healthcare leaders to focus on 

transforming healthcare systems to address these issues, noting that as many as 98,000 

people may die each year due to medical errors.  Hospitalization exposes even more 

people to other forms of harm, such as infections (Spear, 2005).  These were 

unacceptable outcomes for the CEOs and provided another burning platform for change.  

However, solutions had not emerged from within the industry, and most attempts to 

improve quality had limited success or failed to be sustained.  Quality in this sense was 

related to clinical care provided to patients and concerns regarding improved 

performance.  Lean was not a known concept or approach for any of the participants as 

they contemplated how to improve quality and sought strategies to do so.  Four 

participants noted that a quest for quality improvement led to their first encounter with 

Lean.  Competitive issues, organizational performance issues, and a personal passion for 

quality drove these participants to seek out experts and resources that could help them 

advance their quality agenda.   

The quality focus led each of these participants to Lean via different paths.  Ben 

was introduced to Lean via a quality expert hired from outside of healthcare to lead his 

organization’s quality department.  Ben was unaware that his new hire had any 

knowledge or background in Lean until the new hire brought forward suggestions to use 

Lean tools and concepts to support their efforts.  This was Ben’s first exposure to Lean, 

and it ignited an interest in him to learn more.  He recalled this approach in the context of 

“tools-based” Lean, saying:  
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He was implementing lean for GM plants.  He was a quality expert and a Lean 

expert, but he had no healthcare experience.  We interviewed him and were 

impressed with him.  He came and started out leading our quality department.  He 

brought all of these Lean ideas and Lean concepts.  That was my first 

introduction, and that was probably over a decade ago.  We rolled some things 

out.  We just started doing a lot of reading. . . .  We weren't particularly successful 

rolling out Lean in [organization].  We really didn’t understand the management 

system, and so it was pretty much a tools-based approach.  Where the managers in 

the areas really got it, they did really good things.  Where they didn’t, they didn’t 

go very far other than these are some good tools.  Use when you want to.  

Meanwhile, Daniel had been building and deepening his own competence and 

knowledge of quality over a 20-year span before encountering the concept or term Lean.  

His early introduction to W. Edwards Deming and Joseph Juran sparked a career-long 

interest and passion in quality improvement—specifically, clinical quality improvement.  

Daniel found that, in fact, his own years of research and quality training had a direct 

connection to Lean as he investigated the roots of this “fad.”  He applied and pursued his 

passion for quality as the CEO in a number of healthcare organizations, but it was not 

until mid-2000 that he made the connection between his career trajectory and Lean.  With 

a robust background in quality improvement principles, mentors, and tools, he first 

reacted to Lean with skepticism and dismissal.  Then, as he learned more, his 

understanding of, and perspective on, Lean changed.  He explained:  

My first reaction, though, was this is just some consulting way of taking the other 

stuff and putting a new coat of paint on it and calling it something different.  That 
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was my mistake.  I didn't realize that the stuff I had been learning in quality 

improvement through Deming and Juran and all of that was actually, I guess, their 

description of the Toyota Production System, that later on became known by a 

different name and with a different depth and different emphasis.  

Similarly, Eric had been exposed to some early work in quality and process 

improvement in a prior leadership role in another organization.  He wanted to bring this 

knowledge and practice to his organization.  However, he did not have a framework or 

approach in mind and, at that time, had not been exposed to Lean.  Further, Eric sought 

an approach that would involve everyone in his organization.  The experience of a 

crucible event and a desire to advance quality spurred his interest in seeking out 

nontraditional ways to approach organizational improvement; he sent out a scout to 

research quality improvement methodologies.  Eric recalled:  

We had things we wanted to do in terms of quality improvement and process 

improvement, and rather than the traditional everybody figure out and tell people 

what to do we had the luxury of having somebody onboard who could take some 

time to do some research.  

Serendipitously for all of the participants, the work of another early adopter 

healthcare organization started showing up in the literature.  Additionally, the importance 

of leadership for Lean transformations also began to emerge in the literature, as did the 

Lean Management System (LMS) as a critical component of a Lean system.  Daniel and 

Ben reflected on how their interest in Lean was furthered galvanized during the early 

years of their Lean experiences.  Daniel noted that in 2007,  
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We first starting hearing some things in the literature about Lean and what it was, 

and the organization that we heard of that first came to our attention was 

ThedaCare.   

Ben added:  

Also, at the time . . . I think a lot of organizations were struggling with Lean 

implementation.  I think it was realized by groups like the Lean Enterprise 

Institute that the missing piece was the leadership system.  All of a sudden, they 

all started writing about it.  It was kind of fortuitous to be learning about Lean and 

then also see all these writings about without the management system in place, 

most roll-outs failed because there isn’t enough accountability, et cetera.  Then I 

at least understood that there’s a lot more to it than applying tools.  

All of the participants needed to overcome organizational challenges to improve 

performance and remain viable.  The nature of the specific challenges differed, but the 

need to improve performance was the same.  One factor permeated every participant's 

focus: a clear vision of a systematic approach to improvement that would run both deep 

and wide and would ultimately transform their organizations.  The context of the 

experiences of crucible and critical events, along with a sense of urgency regarding 

systematic quality and safety improvement, led to the desire for a holistic approach for 

organizational transformation.  

Subtheme 1: Systems Approach 

As the CEOs investigated the opportunity of Lean, they were also in the process 

of redefining and clarifying what quality improvement meant for their organizations.  

They found that the tools-based approaches of any methodology were insufficient to 
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capture the level of performance they believed to be essential for delivering high-quality 

healthcare to patients.  The issue was sustainability.  Absent a systematic approach to 

improvement that connected all facets of the organization, improvement efforts were 

short term at best.  Again, somewhat serendipitously, the literature on Lean in other 

sectors began identifying the absence of leadership as a critical factor in Lean 

transformations.  Thus, to leverage the potential of Lean organizationally, the CEOs 

needed to get involved personally.  The CEOs all pursued reading and learning more 

about Lean and, in particular, the LMS.  In their role as the CEO, they began to see 

differently the patterns and systems at work and the barriers to improvement faced by 

their clinicians and staff.  A vision of a high-performance, reliable healthcare system 

began to emerge and with it the commitment of the CEOs as they understood Lean as a 

system, not as tools or an initiative to be delegated.  Approaching Lean as a system of 

improvement was the defining difference for these CEOs and solidified the compelling 

case to adopt Lean for their organizations.  Adam expressed his thoughts about the 

significance of a system approach to Lean, saying:   

I saw it as a systematic way to improve.  It gets back to that.  Nobody else has 

ever shown me one.  Everything else is about laying off people, or staying 

busy. . . .  It resonated with me because it was a systematic way and I knew that if 

we’re going to improve, it has to be systematic because we have to see it in order 

to know how we’re doing.  All the visual management, all those pieces, I really 

related to.  
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Ben too saw the significance of a systems approach.  He recalled:  

When this opportunity came up, we were kind of just looking at our whole 

organization and struggling with quality.  There’s a lot of competitive pressure 

here.  I had enough knowledge at that time to say, “We could look at Lean, but if 

we look at Lean, we really have to look at the whole management system.”  

Claire summed up the systemic importance of Lean by saying,  

This is an approach, it’s a philosophy, and it’s a system.  One of our biggest 

issues in health care is that in essence, we are so complex.  If you can’t bring it all 

together in a system, you’re just paddling upstream.  

All three CEOs knew that the promise of Lean was the integrated systematic approach to 

continuous improvement.  Fragmented approaches to improvement had proven 

unsustainable; Lean would not allow for such patchwork implementation.  

Further, adopting Lean as a broad based organizational improvement framework 

required capturing the comprehensiveness of Lean and integrating it through every facet 

of the organization.  The process of integrating Lean facilitated the transformational 

process for the CEOs and their organizations.  The CEOs had to envision Lean deeply 

entwined in their organization’s core purpose; Lean could not operate independently of, 

or parallel to, this purpose.  Francine voiced this perspective:  

I think that Lean is a way of thinking and doing, to reach, to help the organization 

achieve its mission.  I do see it as blanketing everything, but I see it as the 

complex weave of thinking about different things.  I don't think there’s 

organizational development here, and Lean here—I think you have to pull them 

together . . . The thinking of Lean, when you layer it on organizational 
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development, it changes it a bit.  It becomes richer, and it’s more than 

complementary; you have to kind of weave it together.  

Gwen agreed, saying of Lean,  

It has to be a part of the mosaic, if you will, or the fabric of your entire culture.  

Your core values, your mission, you know, what your management system is, 

your expectations as leaders and people development.  

An important aspect of Lean is that the framework allows for incorporation and 

integration of a healthcare organization's mission, vision, and values as well as other core 

organizational principles.  Lean strengthens and aligns these elements into a cohesive 

whole, which supports the work of the organization.  

The decision to pursue Lean for each CEO was based on a specific organizational 

need, prior challenges experienced by the CEO, or a strategic priority.  To be clear, the 

CEOs did not pursue Lean as a vehicle to alter or change their own personal leadership 

style or practice.  The decision was based on a desire to advance the performance of the 

respective organizations as they worked to deliver on the missions of their organizations.  

However, none of the CEOs remained unaffected by Lean as they led their organizational 

transformations and continued to learn more about the new system they embraced.  

Theme 2: Formation of Lean Healthcare CEO 

The second theme, Formation of Lean Healthcare CEO (Figure 11), represents the 

array of processes and approaches the healthcare CEOs pursued over time to learn Lean 

and to understand, develop, and transform their leadership practices in this new 

paradigm.   
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Figure 11. Dynamic model of Lean Transformation: Formation of Lean Healthcare CEO.  
The Formation of the Healthcare CEO incorporates self-development, CEO experiences 
of becoming a Lean leader, and leading by example.  As this development progresses it is 
influenced by the organizational Lean culture change, which is in turn influenced by the 
CEO.  

Their development was exacerbated because the Lean organizational 

transformation was taking place at the same time that the CEOs were learning and 

applying Lean.  In suggesting the magnitude of the difficulty of this work, an apt analogy 

here is the idea of building a plane while flying it.  These early adopters of Lean in 

healthcare have been creating a new paradigm of leading and operating in the healthcare 

sector and have had to be exceedingly resourceful in their efforts to transform themselves 

and their organizations.  The dearth of research on and information about Lean in the 

healthcare context in relation to Lean leadership was both a constraint and, to some 

degree, a freedom, as each CEO sought to learn and adapt with Lean as their framework.  

A barrier-breaking act engaged in by all of these CEOs was to look outside of the 
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healthcare industry for help and support.  Formal and informal processes for learning, 

along with reflection on their personal experiences and leadership, were hallmarks of 

their Lean self-development work.  

Subtheme 1: Self-Development 

The “self-development” subtheme, defined as assuming responsibility for one’s 

personal or professional growth and development, encompassed many forms of learning.  

The responsibility of learning Lean and incorporating the principles and practices into 

leadership resided with the respective CEOs.  Most of the CEOs noted that they were 

required to change their leadership practices, and they did so by applying Lean tools to 

their work as a CEO, discussed in more depth later.  The process of learning how to do 

this, as well as their effectiveness in making this transition, was a function of the CEOs’ 

self-development approach.  Peter Drucker (2006) noted that very little is known about 

self-development; however, with regard to knowledge workers, he asserted that they 

grow in accordance with the demands they make on themselves.  He further proposed 

that asking probing questions about the type of self-development needed, the skills and 

competencies required, methods of applying personal strengths, and personal standards of 

performance frame the process of self-development (p. 68).  The CEOs in this study were 

tasked with evaluating their own readiness and leadership performance relative to Lean as 

they embarked on their organization’s transformational journey.  In fact, several of the 

contemporary leadership theories also included self-development as a central feature of 

leaders’ representative of that style.  For example, adaptive, systems, and 

transformational leadership all included self-development as an integral component of 

that leadership theory.   
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Liker and Convis (2012) noted that Toyota leadership reflects many of the best 

leadership styles depicted in the literature, for example, servant-leadership, situational 

leadership, and level 5 leadership.  The unique quality of Toyota leadership, however, is 

the way in which the best practices of the different theories integrate to support the 

leadership of the respective individuals and the organization.  In other words, Toyota 

does not subscribe to one best leadership style; the relevant aspects of the best styles are 

assimilated into an evolving leadership practice and system.  The common denominator 

in this practice is the self-development of the leader.  The CEO participants in this study 

reflected this process of self-development and leadership alignment.  

In some cases, self-development required more intentional personal leadership 

development for the CEO, and in other cases, the CEO’s leadership approach aligned 

more closely with the Lean paradigm.  However, all of the CEOs continued to reflect on 

and improve their leadership practices, even after more than 10 years of Lean 

transformation work.  The context within which their journey of self-development took 

place was a Lean organizational transformation.  Daniel’s sentiment about self-

development captured this experience:  

You know, there’s a Pacific Ocean out there of knowledge.  I probably have a 

couple of buckets, you know, but there’s still more that I don’t have.  

Multiple approaches and processes supported the leadership development of the CEOs.  

There was significant commonality in how each went about this personal process; 

however, the starting point for the CEOs varied, based on their prior CEO and Lean 

experiences and the status of their organization’s Lean implementation.  Additionally, 

significant commonality was found in the types of resources used by each CEO to 
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support his or her development.  However, personal preference, the ability to locate Lean 

resources, and their respective reflections as they learned more about Lean and the role of 

the CEO in the transformation process tempered the CEOs’ choices.  Ultimately, each of 

the CEOs had to create a learning path that was both self-directed and supported by 

external resources.  Consultants, senseis, and site visits provided the primary sources of 

learning, personal feedback, and support for the CEOs.  Moreover, as they applied their 

Lean knowledge to the work of the organization and their leadership, all of the CEOs 

experienced failures.  These failures were their best opportunities to learn.  Site visits to 

other Lean organizations provided unique and insightful learning experiences in which 

the CEOs found that seeing was believing.  Finally, their initial self-development work 

provided the seedbed for the creation of networks of peers journeying on the same path.  

Consultants and senseis.  The first things the CEOs sought out were experts and 

a map or plan for Lean implementation.  What they found were experts outside of 

healthcare—and no map.  CEOs are often characterized by their initiative and 

resourcefulness, and they needed to call upon these strengths in their efforts to adopt 

Lean.  The CEOs found themselves quite alone as they tried to grasp and understand this 

new concept and apply it in a new industry sector, let alone in their respective 

organizations.  More than one CEO articulated the challenges of embarking on a Lean 

journey.  Gwen stated:  

I was searching other organizations and trying to understand as CEO, where is the 

template?  Where’s the recipe that tells me what I need to do as CEO to make 

Lean successful?  
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Francine too struggled to find guidelines, even though it was her second effort at 

pursuing Lean:  

I’ve always been looking for that map, and I don’t think Lean gives you a map.  It 

gives you constructs, . . . and some other things.  Having done it twice, I think it’s 

familiar territory, so there are some approaches; but there is no standard work, as 

we understand standard work to be.  

Although it may be no surprise today that Lean experts in healthcare are rare, the CEOs 

were unaware of this void when they chose Lean as an organizational framework.  

Additionally, the Lean experts who were available lacked knowledge of how to 

specifically translate Lean into the healthcare sector.  The Lean experts generally had 

engineering backgrounds in manufacturing companies along with an interest in 

expanding to the healthcare industry.  This lack of Lean experts with healthcare 

knowledge and experience may be one of the most significant barriers to both migrating 

and translating Lean into healthcare.  Francine reflected on the depth of this challenge for 

healthcare CEOs, saying:  

I think there are so many more organizations that are doing it [Lean], but I wish 

there were organizations that were further along than even the ones that are . . .  I 

wish there was a Toyota of healthcare.  That would be very helpful.  

Toyota’s strategy since inception has been to grow their talent from within the 

organization, which helped reinforce the TPS culture and ensure knowledge transfer in 

the organization as well as the automobile industry (Liker & Convis, 2014).  As Toyota 

expanded outside of Japan, the organization faced the hurdle of transferring a deep 

organizational culture across continents and plants that were not originally part of Toyota 
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(p. 298).  They overcame it through a relentless focus on the principles of the Toyota 

Way in their development of leaders and staff (p. 300).  Healthcare CEOs, however, must 

create, develop, and nurture this new Lean culture in existing organizations with their 

own legacy systems and culture—and inertia working against such change.  The CEOs 

involved in this study recognized this challenge and, despite the level of difficulty a Lean 

transformation presented, believed that the purpose behind this focus warranted their best 

efforts in service to patients and their missions.  The CEOs could not undertake a Lean 

transformation alone, and the first resources they engaged were consultants and senseis.  

The CEOs needed Lean consultants from outside of their industry because of the 

scarcity of knowledge and experience of Lean in healthcare and the respective 

organizations.  All of the CEOs engaged Lean consultants as they initiated their 

organizational transformational work.  They used the consultants in various capacities, 

including leading the Lean transformation, leading a specific project, and providing 

training and coaching to staff and leaders as a sensei.  In some cases, the consultant was 

the sensei to the CEO.  During the early years of experimenting with Lean, each CEO 

assessed his or her own capacity to be both CEO and the Lean organizational 

transformation leader.  This move was not made to delegate the leadership work of Lean, 

but rather was a strategic approach to ensure effective leadership and the space to learn 

Lean as the CEO during a deep Lean cultural transformation.  They hired an internal 

sensei to increase expert resources available to the CEO and to the organization and to 

advance Lean learning.  Ben spoke of how this role was positioned in his organization 

and of how it supported him as the CEO:  
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Then we hired a, I would call him a transformational sensei.  We hired someone 

specifically who knew Lean inside-out and had been through Lean 

transformations before.  We didn't care whether it was a healthcare person or not.  

It just so happens that our individual came from industry, which shouldn’t 

surprise me because to find someone in healthcare who knows Lean inside and 

out and who has taken an organization through transformation, that would be a 

pretty rare person.  [His role] is to lead our cultural transformation to a Lean 

organization. . . .  He’s a coach to me and to [the senior leader] and to our whole 

leadership team.  He’s a coach to all levels of the organization.  He’s coaching the 

frontline just like he’s coaching me.  

Francine too said that she found the coaching of a sensei invaluable.  

I knew we needed something, but I also knew that my own growth wouldn't 

happen if it was just necessarily a consultant; I needed somebody.  Fortunately, 

[sensei] is the kind of person who can do both. . . .  [Sensei] can concentrate on 

advancing the organization, on coaching me; we meet monthly.  That worked out 

well for us.  I feel like, though, because we’re bringing the organization forward, 

and this is my second time to get at least to this point, I’m not as advanced as I 

would otherwise be.  Becoming a new CEO at the same time, I feel like now I’m 

on firmer ground, and I’m reengaging in my own learning.  

In all cases, as time passed, experience increased, and organizational capacity for change 

grew, the role of the consultant also changed.  There was a clear transition away from the 

use of an external consultant as goals were accomplished and the Lean transformation 

advanced in the organizations.  In addition, growth of internal capabilities helped lessen 
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the dependency on external consultants.  CEOs transitioning away from consultants faced 

a decision about how, or whether, to fully transition away from an external consultant, 

hire an internal sensei, or create some combination of those options for ongoing 

development and support.  At the time of this study, several CEOs were in the process of 

contemplating next steps regarding a sensei.  This situation illustrated the type of decision 

making the CEOs faced in a Lean environment.  No playbook existed, and no defined 

path has been laid.  The CEOs needed to discern both their leadership development needs 

and the ongoing development needs of their organizations as they decided how to 

continue advancing Lean.  Characteristic of continuous improvement, these decisions 

were not made quickly.  The CEOs, and their leadership teams, all valued personal 

coaching and mentoring; however, they continually evaluated potential options to ensure 

alignment with the team and the organization over the long term.  Claire and Gwen were 

in the discernment stage regarding this decision.  As Claire put it:  

I would say that [the need for sensei] has changed over time here.  I would say we 

really do not have that here right now.  For a number of years, we continued to 

work with [consultant], which . . . served in that sort of sensei role. . . .  We don’t 

really need to use their firm as a consulting firm anymore.  I think we’ve had a lot 

of discussion on do we now need to have a sensei for the senior team, and I think 

that would be really helpful to us, because I think that we, many of us, get some 

kind of external support one way or another, but it’s probably not at the 

frequency. . . .  We have a very senior person on our team, [individual], . . . who I 

think in a certain way serves as a sensei and a coach for us on the senior team.  I 
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do think a set of external eyes helping us and challenging us would probably be a 

good thing.  

Gwen too spoke of making the shift to being sensei-less.  

I’m interested to see as we continue to evolve and as she [consultant] starts to 

phase out over the next year, I’m evaluating what other opportunities we have to 

help us continue so that we don’t get complacent, but we have the right advisor to 

challenge us.  

In an alternate scenario, Daniel continued to use an external consultant for both the 

organization and as a personal sensei; he reported that he found this arrangement 

effective.   

The people from [consultant], I just had a visit today where they were talking 

about, “Here’s what's going on, here’s what people say they need from you, when 

we go with you on gemba walks and stuff, here’s what we’ve observed and it’s 

something you could think about,” and so I’m very open to learning and coaching.  

Openness to coaching and mentoring was essential for the CEOs.   

Receiving coaching and mentoring can also be a humbling experience.  The CEO 

participants all recognized the value of, and need for, humility as the CEO.  They also 

recognized the shield around a CEO that may prevent others from being comfortable 

providing direct feedback to a CEO, particularly if the individual reports to the CEO.  

Adam argued that an external sensei is essential for a CEO because no one in the 

organization is positioned to provide the feedback that a CEO needs to hear—and the 

CEO needs to hear the feedback.  Adam put it like this:  
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You have to have an external coach. . . .  The problem is, if the CEOs try to do 

this without external, without a [name] or a [name] or a [name] walking in, 

nobody in the organization. . . .  They can’t hold a CEO accountable.  They can’t 

tell him, “Dude, you’re not getting it done.”  They can’t do that.  That’s why you 

have to have an external check.  

Eric acknowledged that he had no coach, mentor, or resources applied to his personal 

development and had not sought these out.  He was ambivalent on this topic, however, 

and conceded that he might not have found the right person to be his coach and mentor.   

We [CEOs] don’t like to be held accountable. . . .  Well, I don’t know.  I think it’d 

be good if it was the right person in the relationship and you figure out a 

frequency.  I kind of use [internal Lean staff member] a little bit for that.  Now, 

it’s a little awkward because technically she reports to me, but I always tell her 

that she’s got to also be the teacher here.  

The relationship between a sensei and the CEO is unique and demands candor and 

respect between both parties.  The CEO's willingness to accept leadership coaching was 

characteristic of these CEOs and demonstrated their transitions toward Lean leadership.  

All Toyota leaders view learning as a lifelong journey, and senseis are central to this 

process (Stewart & Raman, 2007).   

The self-development of the Lean healthcare CEO did not stop with hiring a 

consultant or a sensei.  These CEOs persevered in their self-development in the face of 

overwhelming odds, particularly given the limited knowledge and expertise regarding 

Lean in the healthcare field.  This lack of resources did not deter them in their efforts; 

instead, they assumed responsibility for learning as much as they could on the topic and 
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for practicing Lean within their respective organizations.  In that context, some of their 

best lessons came out of failed experiments.  

Learning from failure.  Despite the use of consultants and senseis and a 

commitment to pursue organizational transformation, Lean proved to be a challenging 

concept to grasp and decipher for the CEOs.  Many early attempts to implement and 

apply Lean tools and practices resulted in failures.  As a result, the gravitational pull 

toward existing structures and methods threatened to derail, or worse, assimilate Lean 

into the existing culture and subordinate the effort into a known context.  The CEOs had 

to champion change and be vigilant to ensure that the orientation toward Lean remained 

strong.  The failures could have been defined as organizational in nature; however, these 

CEOs saw these experiences as failures of leadership and had to evaluate their own 

efforts in leading Lean.  A change had taken place for these CEOs in the form of a new 

lens through which to evaluate these failures.  The CEOs redefined these experiences as 

simply failed experiments and opportunities to learn, just as the Lean philosophy 

advocated.  Deeply understanding and applying the cycles of the scientific process of 

plan, do check, act (PDCA) to a problem, in the face of failed experiments, potentially 

differentiated these CEOs from those who would discard the lessons and delegate Lean to 

the category of fad.  In fact, failures were an essential part of the learning and 

development process for these CEOs.  The interplay between the CEO’s leadership 

response, particularly in terms of failures, and the organization set the stage for how safe 

the staff felt in advancing Lean in the organization.  Several CEOs spoke of 

transformational experiences and lessons each learned on their respective journeys.  Ben 

reported,  
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We made some big mistakes.  I still have light bulbs going on.  

Adam said,  

I had to go through those failed experiments in order to build my confidence and 

stuff [that] this was doable.  

Gwen described her process this way:  

I would learn early on that, okay, we've tried this new approach; it’s not working.  

We were becoming victim[s] . . . of the department that was leading; this was 

becoming like, you know, those individuals that, you know, run the accreditation 

in a hospital, the joint commission.  It’s not everybody else’s ownership.  It’s the 

joint commission department, PI department.  I suffer in some of that.  So that’s 

where you had to rethink and . . . Okay, what is it we need to do to be sure that 

everybody owns this?  Yeah, there have been moments where I was afraid that we 

were losing ground, and that’s where you have to do the traditional PDCA.  It was 

as true for the CEO in leading the effort as it is any one process or project.  

The ability to reflect upon and understand these experiences in the Lean context helped 

the CEOs shift their thinking about Lean and the role of the CEO in leading a 

transformation.  The shift in thinking may have been subtle, but it was important, as these 

CEOs learned, in enabling change to take place across the organization.  Redefining 

failure was a powerful lesson in advancing organizational change.  Ben captured the 

essence of this lesson as a Lean leader when he said:  

I used to think, “Don’t bring me a problem—bring me a solution.”  Now, I say, 

“Don’t bring me a solution—bring me a problem and the experiment you want to 

run.”  That summarizes just about everything about Lean leadership.  
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Failure was perceived as being fundamentally about learning.  Learning and 

applying Lean was not a linear process; rather, it was a constant state of experimenting 

and reflecting.  Whether the object of improvement was a leadership process or the 

CEO’s own personal development, the challenges were the same.  Reflection played a 

significant role in the leadership development process for the CEOs.  Argyris (1991) 

coined the terms single loop learning and double loop learning to describe two distinct 

learning processes.  Single loop learning primarily addresses problem solving by first 

identifying a problem and then taking an action to correct the situation in an external 

environment (p. 99).  Unique to single loop learning is that the problem will continue to 

recur because there is no understanding of the cause of the problem.  Double loop 

learning goes much deeper and requires an inward reflection regarding the role a person 

plays in contributing to the problem.  However, as Argyris argued, successful 

professionals (for example, CEOs) rarely face failure and as a result have limited 

experience in learning from failure (p. 100).   

Embracing failed experiments and reflecting deeply on how their own behavior 

and actions contributed to the outcome was another characteristic found in all of the 

CEOs.  Only by delving more deeply into understanding root causes and defects, 

including the role of leadership, can improvement be made.  Argyris suggested that 

continuous improvement programs were the means to embed double loop learning in an 

organization (p. 100).  Gwen described feeling the natural tendency to want to focus on 

success (green) and move quickly past failed performance results (red).  Embracing red 

was a significant cultural shift for both the CEO and the organization, as Gwen 

experienced.  
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When I first got into this, you know, you think that there’s a set way to do this and 

that you hear the word. . . .  You hear standard work and people interpret that as a 

set way of doing things.  In fact, it’s not.  It’s looking at a standard process and 

once it’s standard then you can identify where the defects are and you know what 

to tweak and change.  That was a huge learning for us as an organization, and 

being okay with calling out red.  Please, we want to find the red.  I don’t really 

want to hear about the green where things are going well.  We were an 

organization that really focused on all the things that we did well.  We didn’t 

focus so much on the things that we didn’t do well, and that has changed a lot.  

Site visits.  A core Lean practice is genchi genbutsu, or go and see where the 

work is done.  While this act most often refers to the shop floor or unit (i.e. the gemba), 

for purposes of the participants it also referred to trips to other organizations to see 

firsthand the principles and practices of Lean in real time.  The organizations visited were 

primarily in the manufacturing sector because healthcare options were minimal, although 

visits to healthcare exemplars did take place.  This approach provided an instrumental 

learning experience.  Upon seeing Lean firsthand, the CEOs were able to extrapolate the 

principles from a manufacturing business to a healthcare organization.  Gwen found 

opportunities to travel to various organizations with members of her leadership team.  As 

was the case for other CEOs who conducted site visits, Gwen gained an appreciation for 

the insight that Lean is a journey, not a destination.  Gwen said:  

It was a small group, and I was able to go on-site and learn from another small 

group of CEOs and visit ThedaCare, Alcoa Steel, and some other organizations.  

We went on three different site visits with me and my CMO and one of the other 
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executives at the time.  It was an eye-opening experience.  When I came back, I 

realized that (a) there is no template.  You never really get there.  You’re better 

than you were last year, but you never are going to get there because there’s 

always opportunity.  

Adam noted that site visits aligned with his personal learning approach; he requested an 

invitation to visit a healthcare organization to learn more.  He got more than a chance to 

see Lean when he was invited to participate hands-on in a Lean improvement event.  

I said, “I’m excited,” and “Can I come up and see your place?”  I’m a big 

believer; my whole career, I love visiting other places.  I look for excuses to go in 

other organizations, and in particular if I’ve heard somebody’s doing something 

cool.  He says, “Well, really the only way to do this,” he says, “is you need to 

come up and spend a week on a rapid improvement.”  I said, “I’m in.”  I said, 

“Can I bring some other people?”  He goes, “Yeah, what are you thinking?”  I just 

blurt out five people, so I ended up taking two doctors and three of my key top-

level people, my CFO, and the head of clinical services.  

Francine captured the lesson that going on site visits to learn and experience Lean 

firsthand did not necessarily ensure that CEOs would comprehend the nature of the 

changes that were in front of them or how they would become a Lean organization.  

Buying into Lean, for all of the CEOs, was a leap of faith and a belief that the principles 

and constructs of this new system could transform their organizations.  This belief was 

predicated on a system that transcended a tool-based understanding of Lean and 

embraced a philosophy that was countercultural to the norms of the healthcare industry 
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and, for that matter, of most Western leadership practices.  Francine talked about the 

initial decision to go with Lean:  

The senior team made a couple visits to Ariens, which makes lawn mowers and 

snowblowers.  Then we had a couple of presentations from folks that were 

connected to [consultant], and we made the collective decision to embark on it 

[Lean].  Hearing the words, but not really understanding what the change would 

be.   

Ben summarized the starting point for every CEO, which was that the CEO had to be 

open to “seeing” a new path and be willing to deeply reflect on the role of leadership, 

specifically that of the CEO, in the new Lean paradigm.  For all of the CEOs, a belief in 

the principles and constructs of Lean had to suffice to get started.  As Ben noted:  

When you’re starting out as a leader and you don’t have experience, you really 

don’t know what excellent looks like.  More importantly is you don’t know why 

what you just saw is excellent.  Early on, when I would visit another Lean 

organization, I would see all these tools in use and think, “Well, this is great,” but 

I wouldn’t understand the volume of work and [the] principles and systems that 

are underneath that.  That just takes time.  You have to develop the eyes to see 

that.  

The CEOs did not know what they did not know about Lean as they started out, 

but they resonated with the philosophy of Lean.  The vision of a healthcare organization 

that performed at the inspirational level of a TPS or other Lean organization was a 

compelling framework that could net the desired organizational results.  Adam captured 
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the powerful, and humbling, experience of visiting an exemplar Lean manufacturing 

organization and his personal reflection as it related to the healthcare industry:   

My turning point was when I visited Autoliv in Ogden, Utah, when I walked in 

that plant, and when I talked to the forklift driver, and I talked to the team 

manager of the Mitsubishi airbag line, and I talked to the plant manager, you 

know, where it happened?  It was the language that they used.  They all talked 

about saving lives.  Rachelle, I've been in healthcare for however many years, you 

can do the math later.  I’ve never been in a healthcare facility where people talk 

that way.  Never.  Never.  Never about that.  I’ve been in lots of them, but people 

don’t talk like that.  When you’re building airbags, and if they don’t deploy, if 

there’s a problem, somebody dies.  Duh.  It ought to be that way in healthcare.   

The moment when they realized that the healthcare industry lags behind other industries 

relative to reliability and safety was pivotal for all of the CEOs, who desperately desired 

to deliver a much higher level of reliability to patients cared for in their organizations.  

Visiting Lean organizations provided a potent experience of what was possible through 

Lean, albeit over time.  The CEOs did not have difficulty extrapolating what they saw 

and experienced on a site visit to their respective organizations despite internal voices 

arguing that Lean does not belong in healthcare.  Site visits left these CEOs knowing that 

a Lean system was exactly what healthcare needed to deliver on the mission of caring for 

patients and stewarding the resources available to do so.  As these early adopters 

continued to contemplate the transformative process in front of them, they began to seek 

out allies and associates who were like-minded.  
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Networks and peers.  The search for resources to assist the CEOs in learning and 

understanding Lean also involved identifying other organizations and CEOs undergoing 

the same experience.  These were not easy to locate, particularly in the healthcare field.  

ThedaCare and Virginia Mason were the two healthcare organizations that several CEOs 

identified as organizations of interest.  However, despite the growing interest in Lean for 

healthcare, the network of CEOs is small and difficult to find.  In fact, as noted earlier, 

the study participants were early adopters and in some cases had become that which they 

sought: a resource for others.  Their insight and knowledge regarding a Lean 

transformation, and specifically the role of the CEO, was a valuable asset to others.  Over 

time, the CEOs accumulated contacts, primarily through their consultants and their 

senseis; however, many of these contacts related to specific organizational issues.  With 

regard to CEO contacts, the options remained limited.  Nonetheless, CEO affinity groups 

and small networks were beginning to form, and several of the CEOs were early 

participants in their creation.  Gwen related:  

I, again, have participated in CEO round tables, the CEO [consultant] conference, 

and I’m actually speaking and presenting at that in October about our journey.  I 

appointed a year ago. . . a chief of operational excellence. . . .  She and her team 

really have a lot of contacts throughout the country, and that is one of the things 

that they’re somewhat doing about managing up with me.  

Francine described her network:  

I’m pretty connected to the ThedaCare Center for Healthcare Value, so lots of 

opportunity there.  That’s my major source.  I haven’t formed my own outside of 

that.  
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Ben’s experience was similar:  

We’re in the Healthcare Value Network.  I’m in one of the CEO cohorts.  We 

meet twice a year.  

All of the CEOs continued to seek out and build connections around Lean leadership that 

supported their own development, as well as that of their leadership teams and their 

organizations.  The formation process of a Lean healthcare CEO entailed significant 

learning using a variety of approaches.  The development process was unending.  These 

CEOs constantly reflected on their experiences as a leader, the changes in their leadership 

they had made, the Lean context, and the status of their respective organization’s Lean 

transformation.  The experience of becoming a Lean CEO was, simply put, hard.  

Experiences of Becoming a Lean CEO 

Woven into the self-development process was both the intellectual and the actual 

experience of personal transformation that the CEOs underwent.  Prolific reading on the 

topic of Lean was a practice many CEOs engaged in and continued throughout their Lean 

journeys.  The sources of information were not specific to healthcare but rather were 

relevant to the broader topic of Lean across industries.  I observed books on Lean on the 

office bookshelves of several CEOs, while others simply noted that they sought out books 

and articles to educate themselves.  For all of the CEOs, reading provided only the 

introduction to the concept of Lean; the real education came with engaging in hands-on 

learning by putting the principles into practice.  Daniel reflected on his views regarding 

putting the knowledge gained through reading into practice.  
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I still read a lot.  I think I’ve read every book on Lean that there is, but the main 

thing isn't just reading, because that’s just knowing.  The main thing is doing and 

practicing, experimenting and that kind of stuff.  

To Daniel’s point, learning Lean was a hands-on endeavor, one the CEOs embraced and 

practiced.  The more practice they had with applying Lean concepts and tools, the deeper 

their understanding of the nature of the transformation to which they subscribed.  The 

realization that Lean demanded their personal engagement compelled the CEOs to 

participate in improvement events to experience the tools and the Lean learning process.  

Hands on experience was particularly important when it came to applying Lean tools and 

processes to their leadership practices as described in more detail in a later section.  

Further, the more each learned about Lean, the more each understood that what he or she 

had committed to was a full-scale organizational cultural transformation, also described 

later.  Most importantly, applying Lean tools and concepts to improve processes provided 

the CEOs with a more profound understanding of the change they were asking of every 

member in their organizations.   

The CEOs also remarked that their Lean journeys had only just begun.  Anderson, 

Klein, and Stuart (2000) noted that “organizational change is exceedingly complex” 

(p. 32).  They further suggested that the change process involved four interrelated 

dimensions: individual/collective and internal/external.  All four dimensions must be 

attended to if organizational transformation is to be achieved.  More importantly, 

however, Anderson et al. asserted that the internal dimensions of change, represented by 

individual realities and collective cultural factors, are typically ignored.  Yet, these two 

elements are the most instrumental in enabling personal transformation to take place 
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(p. 34).  Further, the authors reflected that if a system is to change in a way that is 

sustainable, a systems perspective is required, with development transpiring in all four 

dimensions.  These same four dimensions manifested in the Lean experiences of the 

CEOs’ transformation process via their personal leadership development and their 

organization’s transformation.  These CEOs did not ignore the internal work required and 

distilled the experience of a Lean transformation, for themselves and their organizations, 

saying, in Ben’s case:  

In a nutshell, it's conceptually easy and implementing it is incredibly difficult.  

Eric summarized,  

The easy part is conceptually seeing the benefit and the hard part is making it 

happen.  

Gwen noted,  

It’s really hard work and it takes kind of putting your nose to the grindstone, 

staying after it and knowing that there’s going to be failures and trips and 

mistakes, and you just pick up and you just keep moving on and that you cannot 

do it in a silo.  

Lean leadership lessons emerged continuously for these CEOs over time.  The 

role of the CEO in introducing Lean to an organization, or in joining an organization that 

was already underway with Lean, started out as support of an initiative and turned into 

support of champion and driver.  This development took place as the CEOs gained a 

deeper understanding and greater insight into Lean as a full-system approach, which in 

turn demanded that they frame Lean as an organizational cultural transformation.  

Further, as discussed later, the role of the CEO was, and continues to be, essential to the 
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success of a Lean organizational transformation.  As the organizational Lean journey 

developed, it became clear to all of the CEOs that their personal involvement was the 

missing, or essential, ingredient.  The CEO was required to lead the way, exemplify the 

change desired, and be the first to make a change.  The CEOs’ leadership practices were 

under scrutiny, and they began the difficult work of personal leadership transformation.  

Leadership Styles 

This study incorporated the aspect of leadership style in a broad sense, meaning 

that the intention was not to delve into or research any specific style in relation to Lean.  

However, I was interested in whether the participants cited a particular leadership style 

when asked to describe their leadership.  I was also interested in learning about any 

significant leadership similarities or differences via their responses.  Ben and Daniel were 

the only CEOs who specifically articulated a leadership style referenced in Chapter Two.  

The styles they shared were servant (Greenleaf, 1977; Sipe & Frick, 2015) and 

distributive (Haslam et al., 2011; Schein, 2010) leadership, respectively.  Ben reported 

that his organization had been pursuing servant-leadership prior to engaging in Lean and 

had found a powerful connection and alignment whereby Lean and servant-leadership 

were mutually reinforcing.  

We were working on developing this culture of servant-leadership.  The principles 

behind servant-leadership really focus on developing the people that you are 

expected to lead.  With that simple concept, Lean was a way to actualize that.  We 

say Lean actualizes on the philosophy of servant-leadership.  We use that concept 

a lot.  
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Daniel presented distributive leadership as the style others saw in him.  Thus, he did not 

necessarily define himself as a distributive leader; however, he did incorporate this style 

into his description of his preferred leadership approach, saying:  

Well, people have described me as what they call a distributive leader.  I didn’t 

even know what that was until they came up with that term, but essentially what it 

is, is getting agreement on a plan and what it is you want to accomplish, and how 

we’ll know if we’re successful. . . .  It is the distribution of the leadership, and 

that’s okay.  What I watch for, though, is how's it going in terms of leveling out 

across a big organization, and number two is are the people you’ve distributed 

leadership to themselves distributive leaders, or are they centering on control and 

command?. . .  My preferred style is one of teaching, coaching, mentoring, 

distributing, developing, growing.  

Although most CEOs did not claim a specific leadership style, the theories of 

leadership presented in Chapter Two may be found in a Lean leader or organization.  For 

example, adaptive leadership was demonstrated as the Lean transformation confronted 

the deeply held values and beliefs of individuals, including the CEO, in an uncertain 

environment that demands change (Heifetz & Laurie, 1997; Heifetz & Linsky, 2002).  

Transformational leadership was evidenced by the CEOs setting the expectation for a 

deep cultural change to meet a greater vision of healthcare delivery and engaging others 

to achieve this goal (Burns, 2010; Haslam et al., 2011).  Additionally, leadership defined 

as a process or in a relational context was also evident as the CEOs became explicit about 

the work of a Lean leader and about co-creating a new organizational culture (Barker, 

2001; Gallagher, 2002; Uhl-Bien, 2006).  The hands-on, side-by-side engagement in 
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Lean with others in the organization built alignment and understanding as the CEO and 

the staff co-created the future of their organizations.   

The CEOs created a new paradigm of leadership, and of leading, day by day as 

they engaged in the work of profoundly evaluating and improving their own leadership as 

well as developing a new leadership capacity in their respective organizations.  M. L. 

Emiliani (2008) argued that leadership can be interpreted with great variation, and that 

good and bad leaders can claim many of these leadership styles or definitions, effectively 

nullifying the value of claiming any one as best or right.  He posited that only when 

leaders focus on the results or the effects of their actions through a standard process can 

they identify opportunities for improvement as a leader (p. 34).  Moreover, he suggested 

that all leaders should seek to improve their work in leadership (p. 33).   

Leadership was a personal journey of reflection and alignment for all of the 

CEOs.  Lean is not for everyone, and those who are not interested or who are unwilling to 

engage in personal change that aligns with the tenets and principles of Lean need not 

attempt a Lean transformation.  Claire reflected on how she came to this understanding.  

I think that some people cannot make the change.  I don’t necessarily mean at the 

CEO or president level, but I’m not sure that I would exclude that level, in that I 

have seen in my experience that when you change the expectations around what 

you do as a leader at all levels in the organization, some people really thrive with 

that, and some people just, for whatever reason, it’s like they don’t want to make 

a change in how they are as a leader.  

All of the CEOs described their leadership in the context of their actions and the 

responsibilities they had to the organization and to the people in the organization.  
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Further, in describing their leadership, they extended those actions and behaviors to other 

leaders in the organization.  For example, the CEOs viewed leadership as an 

organizational concept, not simply as the function of the CEO.  This perspective aligned 

with the Lean premise that leadership is central to an organization practicing continuous 

improvement and respect for people.  Development of people is where this practice starts.  

Claire captured this sentiment:  

I think that that leadership role is critical, both from the perspective of what kind 

of leadership you’re promoting, supporting, what kind of approaches you’re 

asking people to do.  I think it’s kind of a whole organization sort of thing, that 

idea that to deeply understand a problem, you need to go and see that support of 

the leaders by the leader above them all the way down the line.  

The responses of the CEOs reflected the experience shared by Liker and Convis 

(2012): that TPS, and by extension Lean, embodies all styles of leadership when the 

leaders are in alignment with the philosophy and principles of Lean.  During the site visit, 

Ben reflected that the experience, and the potential success, of initiating a Lean 

transformation depended on the CEO’s leadership approach.  Specifically, a CEO’s 

willingness to evaluate and to change if that approach is out of alignment with Lean is 

important.  For example, Ben noted that if a CEO prefers a command and control 

approach, he or she would need to do some deep soul-searching given that a command 

and control approach places the greatest trust in the leader, whereas a Lean leader places 

the greatest trust in the employees.  Eric offered a comparable perspective.  
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Then kind of related, back to the people thing, is you have to have people in 

leadership roles who are comfortable with that.  If they’re really out to just be the 

one in charge who will fix everything, that’s going to be ugly.  

The focus of Lean leadership is to further the tenets of respect for people and 

continuous improvement throughout an organization.  Alignment of these tenets, 

organizational mission and vision, and leadership beliefs and values creates a powerful 

culture that enables people and organizations to perform extraordinarily.  Gwen’s view of 

integrating Lean with the organization’s guiding structure of mission and values into a 

branded approach for excellence illustrated this alignment, including the role of 

leadership.  She explained,  

There were other things that we’ve been doing as well as just learning Lean.  

We’ve been very intentional about our focus and clarification of our core values, 

of—about establishing leadership expectations.  

Lean did not require the CEOs to forego their leadership styles; however, all of 

the CEOs experienced an impact on their leadership practices.  The role of the Lean 

leader, starting with the CEO, is distinctly different in a Lean organization and required 

new behaviors and actions that were in alignment with the Lean culture desired by the 

CEOs.  In some cases, these behaviors and actions were new, awkward, and 

uncomfortable.  In other cases, the CEOs experienced deep resonance with the Lean 

practices and those practices required less personal adjustment, although that did not 

ensure that the rest of the organization responded positively.  In all cases, the CEOs had 

to lead the way for other leaders in the organization.   
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Lean impact on leadership.  The experience of pursuing Lean influenced the 

respective leadership styles and practices of the CEOs in three distinct ways, according to 

their responses.  Three participants noted that they had to alter their leadership 

approaches, three participants believed Lean amplified their existing leadership style, and 

one stated that he assimilated Lean leadership into his personal approach.  Thus, the 

impact of Lean on the CEOs’ overall leadership style was primarily one of tempering 

rather than radical change.  Leadership practices, on the other hand, did change, and they 

changed materially through the application of Lean tools and processes to leadership.  

The decision to make these changes was conscious and reflective as the CEOs evaluated 

the status of Lean transformation within their organizations and linked successes and 

failures to the role of leadership, specifically their own leadership.   

Altering leadership.  The CEOs all expressed the belief that a Lean organization 

required a leadership system that aligned and supported a Lean culture.  Adam captured 

the first, and most challenging, obstacle for healthcare CEOs who were interested in 

pursuing Lean for organizational transformation: the courage to embrace personal change 

as the leader.  

It’s not whether or not they endorse Lean.  It’s whether or not they endorse 

changing themselves.  Nobody ever says that.  They’ll say, “Oh, we need 

leadership buy-in.”  No, you don't.  You need leadership buy-in, not in Lean.  You 

need leadership buy-in that they need to do something different.  It’s the AA 

moment when you say, “I’m [name] and I’m an alcoholic.”  Until you say that 

and believe it in your heart, you’re not going to change.  There will be no Lean 

transformations unless the CEO and his senior team says that with conviction, that 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 166 

we need to change.  We don’t need to adopt Lean. . . .  You need to be willing to 

change, and I’m talking about change in a material way.  I’m not talking about, 

“Oh, you’re going to write out your same work schedule now, and, oh, I'm going 

to check off every time I do what I do now.”  No.  When we set up your standard 

work, working will look remarkably different than what you're doing today.  

The CEOs who changed their approaches did so because what they were doing did not 

work.  Their understandings and beliefs regarding the role of a leader were challenged 

when considered in the Lean context.  A signature practice of the CEOs was the 

willingness to reflect upon their own leadership and role in failed efforts rather than 

assuming the issue was external to them.  A distinguishing value among these CEOs was 

that the more important outcome was the success of the organization rather than the 

bolstering of their own ego.  However, they did not find it easy to change their leadership 

practices.  Ben related the challenge of facing his personal beliefs about leadership and 

seeking a more productive path to achieving organizational success.  

I wasn’t dictatorial in my early life as a leader, but I was pretty hands-on, man in 

control, thinking I had to be responsible for everything.  That just didn’t work 

very well.  I failed in many ways, so I had to look at other options.  The idea of 

being a servant-leader, being a participant leader, creating a learning organization, 

creating learners, not being afraid to fail—all those things sort of were the 

alternative.  I had to get to it.  

The traditional leadership paradigm also held its own attraction for the CEOs.  

There was a lure to being the hero, having the answers, and making the decisions.  Claire 
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summarized the path these CEOs experienced throughout their careers, which was being 

rewarded for stepping in and saving the day.   

I have also been promoted in my life for being the problem solver, and I think 

most leaders have.  

However, Lean challenged this thinking, and a new realization emerged: The role of 

leadership is about enabling the success of others and not grabbing the glory for oneself.  

The hard work of aligning leadership was not always an internal struggle.  In one case, 

the resistance of key stakeholders provided a different obstacle to overcome whereas 

conventional leadership provided a sense of stability and a known environment.  

Francine’s experience reflected the desire of key stakeholders for a known leadership 

paradigm in terms of the traditional role of the CEO.  

My leadership, the reason I laugh about that, is because the organization wants to 

do it for me, tell me what to do.  It was very difficult, and I had lots of advice 

from people like board members and others, to change my style: “You need to 

change your style.”  The employees need to be told what to do. . . .  This is an 

organization that’s not going to move ahead unless you tell them what to do.  

“The CEO is the brain” is still alive in some pockets, and it’s been hard to resist.  

Amplified leadership.  The common denominator among the three CEOs who felt 

that Lean amplified their leadership was their natural focus on relationships and on 

working with people.  Development of people, engagement of people in Lean work, and a 

collaborative approach characterized the leadership approaches of this group.  The Lean 

tenet of respect for people matched their leadership beliefs and leveraged their personal 
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skills and competencies as CEOs.  Claire reflected on the moment when the CEO realizes 

the fundamental shift in leadership that defines the Lean leader:  

I think I have always been an advocate for listening to the employees.  I think that 

part of the work comes very natural to me. . . .  To realize that your job is not to 

solve the problem.  Your job is to set up the systems and the culture, and the 

learning that’s needed and the coaching that’s needed, etc., to help people solve 

problems, is a different thing.  I think that that change is probably the biggest 

change in my own leadership style.  

However, alignment between Lean and the CEOs’ personal leadership styles 

alone did not suffice; changes were still required as the CEOs’ prior successes were 

judged in the context of a top-down “traditional Western” leadership paradigm, as 

described by Liker and Convis (2012, p. 232).  Stakeholders often held their own image 

and expectations of a CEO, and overcoming those obstacles posed challenges.  This 

challenge reflected the polarity the CEOs faced in pursuing a Lean transformation amid 

industry and organizational cultures that reinforced leadership practices defined via the 

traditional Western approach.  Traditional Western practices generally promote 

transactional relationships, rewards and punishments to control people, rapid 

advancement, and personal recognition (Liker & Convis, 2012).  In contrast, Lean 

leadership is humble and open to learning, builds on a mutual commitment, engages 

individuals in aligned goal setting, and takes time to master and then transfer to others 

through coaching (p. 232).  Francine’s CEO leadership experience illustrated this schism 

as her personal affinity for Lean leadership ran up against traditional approaches.  As she 

put it:  
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This is confession time.  I’m the opposite problem.  I almost always accept too 

much responsibility, and am not very dictatorial. . . .  I’m the opposite.  Most 

people, if I’m in the room, most people don’t know I'm the CEO.  I don’t have the 

affect, and I’m basically, I would say shy.  My mother would say, “You're 

reserved, dear.”  I have the opposite—so to show presence, learn to show 

command, stand alone, those kinds of things.  Standing alone [has] never been a 

problem, but I have a dislike with what I call all the testosterone of CEOs.  

Assimilated leadership.  Finally, Daniel described his Lean leadership experience 

as one of assimilation.  His experience reflected most closely the idea that Lean 

accommodates a multitude of leadership styles but requires alignment with the principles 

and practices of Lean.  His epiphany that Lean was actually the same thing he had been 

personally pursuing over his career resulted in his integrating Lean into his leadership 

and deepening his work in clinical quality improvement.  In his words,  

It wasn’t a fad, and so once I realized this is not a fad, then it was more 

assimilation and accumulation and then aggregation.  

Leadership versus management.  Underlying the work of organizational life is 

the question of whether there is a difference between management and leadership.  These 

terms are used both interchangeably and with distinct definitions.  Bennis (1989) 

differentiated the terms as meaning managers doing things right and leaders doing the 

right things, respectively.  He noted that they are both important but are profoundly 

different.  Drucker (2006) wrote that the effective executive gets the right things done.  

Poksinska et al. (2013) noted that the literature presents common themes associated with 

both terms; however, there is debate over whether they are similar or different concepts.  
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The authors argued that management and leadership are distinct processes but may reside 

in a single person (p. 887).  Further, they noted that leadership is needed at every level of 

an organization; however, this work may include management tasks.  Liker and Convis 

(2012) noted that managers in a Lean organization need to be leaders.  Eric displayed a 

similar sentiment as he offered his thoughts on Lean leadership:  

All of us should be Lean leaders and Lean experts so that all improvement doesn’t 

have to come from the massive use of resources like a kaizen event, so people can 

do their own.  

Words matter, and a finding in this study was that in a Lean environment, 

individuals (regardless of title) lead people and manage processes.  CEOs lead the people 

in their organizations, and they do so through managing the processes designed to 

accomplish and support the work.  Moreover, the CEOs in this study led people explicitly 

using the form of Lead by Example, the second subtheme under Formation of Lean CEO.  

Subtheme 2: Lead by Example 

The second subtheme, “Lead by Example,” encapsulated how the CEOs actively 

demonstrated and used Lean principles and tools in their leadership work, and 

specifically how their personal actions and behaviors were shaped as a result.  The CEOs 

reported that Lean required hands-on, proactive involvement for everyone in the 

organization but especially the CEO.  The CEO led the way.  Further, CEOs needed to 

role-model the actions and behaviors they wanted to see in the organization specifically 

as they related to Lean.  Francine noted:  

I have a strong sense that I have to model the way and hold myself accountable.  
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Role-modeling Lean leadership behaviors and actions was a visual display of the 

expectations the CEO had for other leaders and staff regarding use of Lean as the system 

of improvement for the organization.  This insight did not arrive at the outset of the Lean 

adoption; rather, it emerged as the CEOs gained experience with Lean and deepened their 

understanding of transformational work.  The Lean leadership focus of the CEO was to 

clearly set the organizational expectation for a Lean transformation and then hold people 

accountable.  Claire explained:  

That expectation.  I think it took me a while to realize that in a certain way, a big 

part of my role in this Lean organization that’s very important is the expectation 

setting.  That expectation that we are always improving, that is a key part of our 

jobs. . . .  That idea that to be successful, we’re asking our leaders to coach their 

staff, engage their staff, set up their staff to be able to do improvement efforts and 

know that sometimes they’re going to work on things that don’t work, and that’s 

okay. . . .  is different than “The leader is always the person in the room that’s 

supposed to know the answer.”  

The actions and behaviors of a CEO carry significant weight in an organization 

and send stronger messages than almost any other type of communication mode.  

Whether the issue was a Lean transformation or anything else, the CEO was the signal 

generator in the organization, and the CEO’s actions and behaviors were the vehicles by 

which the signals were transmitted.  These CEOs were intimately aware of their personal 

presence in the organization and of how it affected the organization systemically.  As 

their actions and behaviors changed, others in the organization responded.  Gwen 
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provided her insights regarding the influence of the CEOs’ actions and behaviors in the 

organization:   

I’ve learned that the power of the CEO . . . It’s funny what those three letters do 

. . . I’m just about as humble as they come, but there’s something that comes 

different when the CEO asks a specific thing or walks through an area, how that 

ripples through the entire organization.  It really doesn’t take as much as some 

might think it does.  It’s the consistency and constantly putting that finger on the 

pulse.  

Daniel expressed the same idea in a different way.  

Well, it would be just a variation on what Aristotle said.  “What you do speaks so 

loudly, I can't hear what it is you say you do.”  People can pick up right away.  

These CEOs expressed that it was incumbent upon them to do the same things they were 

asking of staff via a Lean transformation.  Doing so provided two important benefits to 

the CEOs, which were a greater understanding of what it was they were actually asking 

the staff to do and an appreciation for the obstacle leadership presented to fostering staff 

empowerment.  Daniel’s response was to  

use A3s that I lead myself because I want to make sure I know how to do it 

myself.  I participate in events.  

Claire was more expansive about her response to these insights.  

I think for me what I have seen that probably keeps me in this the most is just . . . 

the incredible improvement that I have seen people make in processes that 

otherwise are so unsupportive of their work.  I’ve been involved in things where 

OR nurses were crying because they were so happy that we finally made a change 
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and involved them in making the change and fixed things that have been a big 

issue for them for years.  I think it’s that sort of thing that makes me realize 

that. . . .  Maybe in a certain way it’s easier for me, because in a certain level of 

leadership, you realize you are no longer the expert.  There’s no way I can be the 

expert at everything going on.  

Gwen expressed how she felt about the change, saying,  

It was so emotional because the frontline staff, you know, somebody is listening 

to me and I’m making a difference.  

Setting expectations and accountability.  Adopting Lean did not make it easy to 

implement or even to accept as the framework for improvement.  In fact, all of the CEOs 

noted the importance of clearly articulating the expectation that Lean was the system of 

improvement for the organization.  Equally important was holding people accountable for 

learning and applying Lean in their particular areas.  Although the respective 

organizations had quality or performance improvement departments to support and assist 

with Lean implementation, it was critical that the CEOs champion Lean and set the 

standard for adoption.  This action included holding themselves accountable to the new 

framework of leading and operating the organization.  Saying that Lean was the 

organization’s system of improvement or framework for change was not enough, 

however; the CEOs had to roll up their sleeves and dive into the transformation process 

personally.  Lean was not a spectator sport.   

Purposefully engaging in the Lean transformation work sent a clear message that 

the CEOs believed this focus was critical for their organizations.  These actions also 

demonstrated early on the tenet of respect for people as the CEOs got up front and 
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personal with both people and process.  Daniel spoke to the importance of consistently 

jumping in and working side by side with staff to learn more about what they needed 

from leadership and to be a resource for them.  

People do better, I think, when they really think you’re trying to help them with 

what they’re trying to do and you’re trying to be of service, not just, “Here’s this 

program you need to do because I say it’s good.”  That means personal 

involvement with them.  

As the CEOs established Lean expectations for the organization, the other side of 

this coin was holding people accountable.  Accountability was redefined through the 

Lean lens of learning.  The nuances of doing so were not insignificant; rather, they 

resulted in profound shifts in understanding and deeper discovery.  Ben noted examples 

of how Lean shifted his thinking as well as his actions and behaviors when he was 

interacting with individuals across the organization.   

The concept of accountability.  In earlier days, I kind of thought that if I showed 

up to see how something was going, I was checking on you because I didn’t think 

you were doing a good job.  Understanding that accountability is not that at all.  

Accountability is, “We agree.  We’re going to get to here.  Are we getting there?  

Yes?  Great.  Are we not getting there?  No?  Okay.  Let’s figure out how we’re 

going to get there.”  It’s keeping the organization on track by having an 

accountability system.  It’s a subtle difference, but it’s really important to 

understand.  I think I’m still learning a lot about that.  

As the CEOs put a stake in the ground and set the expectation for a Lean 

transformation, each experienced that he or she was not immune to the transformation 
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process.  Over time, they realized that their roles and leadership practices needed to be 

adjusted if they were to align with the Lean culture they espoused.  Two CEOs integrated 

an Accountability Board into their visual management system (VMS), discussed in detail 

later.  This board contained pictures of the organization’s CEO and senior leadership 

team and was used to assign specific issues for follow-up to one of the leaders.  Ben 

shared that he had recently assigned himself to follow up on a safety issue related to 

nursing on a specific hospital floor.  This task required that he visit the floor, talk with 

staff to learn more, and then bring his findings back to the leadership team for report and 

follow-up.  An array of issues was assigned to a leader on the Accountability Boards; the 

purpose was that the item was a clear leadership assignment with a due date on which he 

was expected to report back to the team.  Ben spoke to the motivational force of using a 

transparent process, for himself and for others.  

We have an accountability board.  That’s pretty helpful when you understand 

accountability.  Having a task next to your name, making it visual, that makes you 

lead differently.  Having this expectation that leaders are going to the frontline 

and having time set aside to do that makes a difference in how we lead.   

Claire provided photographs of a different tool she used for a somewhat similar purpose, 

called a maruka, or tracking, board.  She adapted this tool from one she observed at 

Autoliv.  The maruka board visually displayed items that required follow-up with 

members of her leadership team, which kept both them and her accountable.   

Consultants and senseis were instrumental in supporting the CEOs’ 

transformation process; however, applying Lean tools and processes to their leadership 

work spurred their personal efforts.  Drucker (2006) reflected that efforts to improve 
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executive performance do not take place simply as a result of adjusting the standard of 

performance and hoping that an individual will achieve or exceed it.  Tools are important 

resources and advance the learning process.  Lean tools, practices, and VMS were 

adaptable to CEO leadership processes, and all of the CEOs actively used these 

components to advance their own leadership effectiveness for their respective 

organizations’ Lean transformation.  

Lean tools and processes applied to leadership.  Interestingly there was great 

similarity among the seven cases regarding the Lean tools and processes used by the 

CEOs.  To be clear, the CEOs reflected that each of the tools was actually a process as 

well.  The tools and processes varied in design and content in the context of each CEO; 

however, all were based on the same fundamental Lean principles and practices.  Ben 

captured the distinction between tools and processes that make up the Lean Management 

System (LMS).  

I would say I think there’s a gray line often between systems and tools.  Visual 

management, we do that as a leadership team.  We expect pretty robust visual of 

our model cells.  Scorecards, strategy deployment as a tool, huddling. . . .  

Leadership standard work is . . . It’s a system, but the actual worksheet that we 

use, that’s a tool.  I use that.  

Each CEO was able to design the Lean leadership tools and processes specific to his or 

her leadership development needs and in the context of the organization’s 

transformational status.  A few of the documents provided by the CEOs whose 

organizations had been involved with Lean longer reflected more stability and 

refinement.  These CEOs noted that audits of these tools continued; however, the 
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frequency of change had lessened.  Other documents provided by CEOs with fewer years 

of Lean experience appeared more as a work in process.  In fact, the CEOs cautioned me 

that they would send what they had but that the documents would not stay as they were 

for long.  The evolution of the tools and processes reflected a constant state of evaluation 

and improvement.  In some cases, the CEOs stated that the documents changed weekly, 

monthly, or whenever they found a way to improve the form.   

In many cases, the CEOs’ leadership tools and processes connected to other 

similar ones used by other organizational leaders through a cascaded process.  The 

documents provided by several CEOs demonstrated how information and communication 

flowed both down and up the leadership chain through these tools.  As the respective 

CEOs gained more experience, as the needs of the organizations changed, or as the use of 

the tool and the process was deployed more widely, changes were made to accommodate 

the need.  The changes reflected advancing improvement in leadership practices and 

processes as the CEOs received feedback and information collected via the tools.  

Adopting and consistently using the various Lean tools and processes required 

ongoing trials and reflections as the CEOs figured out how to integrate the tools and 

processes into their respective leadership practices.  Changing from current practices to 

Lean practices offered challenges for several of the CEOs.  Transitioning to Lean tools 

and practices was not easy, regardless of the years of training and practice any of the 

CEOs had with Lean.  The conscious decision to fundamentally change the course and 

the culture of their organizations required that these CEOs address the current culture 

head-on and take decisive action.  This was exceedingly difficult to do.  Drucker (2006) 

framed the pressures an executive faces as a fundamental problem of the reality within 
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which he or she operates.  He further contended that unless deliberate action is taken to 

change the circumstances, current structures will reinforce and direct the focus of the 

CEO’s work.  The CEOs in this study brought up a variation on this theme as a 

significant challenge.  Applying Lean tools and processes certainly helped to initiate and 

support the change process; however, the road to transformation was fraught with 

opportunities to improve.  Ben’s example of simply attempting to dedicate time to one’s 

leadership process illustrated this common obstacle, which was particularly difficult to 

overcome in the earlier years of Lean transformation but never really goes away.  As Ben 

put it,  

It is really hard to implement this because of all of the other pressures.  We try to 

have a no-meeting zone in the morning, and it just gets massacred for me.  I have 

plenty of opportunities for improvement for me.  

The demands on the CEO role are often variable, making daily discipline for Lean 

leadership challenging.  Eric observed that he had struggled with trying to find a 

consistent way to use Lean tools in his leadership work, particularly when he attempted 

to incorporate Lean into a schedule that did not lend itself to being set.  

We have some of it [leaders standard work] and to be honest, I’ve tried to use it.  

I’ve had a harder time trying to.  I think the first time I tried I was thinking, 

“Okay, there are certain things that we need to do every month, every week, every 

year maybe.”  I was trying too hard to do it, like “Monday it’ll be this, Tuesday 

it’ll be that.”  It just would always blow up just because I can say I’m going to 

gemba every Monday, but then if Monday there’s a meeting out of town or doing 

something, whatever, and so I’ve had a harder time incorporating that.  
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Gwen’s experience suggested that establishing a disciplined approach to using Lean 

leadership tools and processes was possible, as long as flexibility was built into the 

process.  Daily discipline, whenever she was in the organization, resulted in her new 

Lean leadership practices simply becoming how she now led the organization.  She 

struggled with changing her leadership practices initially, thinking they were not well 

integrated into her day.  However, her perseverance paid off: She stated that those 

practices became embedded in her daily leadership work, adding:  

Not to the degree that I probably need to. . . .  I do participate in the daily 

management huddles.  I’m there every week, depending on my schedule.  If I’m 

here, I’m there every day. . . .  Now that I talk about it, I guess I am using it more 

than I realized I was using it.  When it becomes part of your work, you don’t 

necessarily think of it, you know, so I guess it’s a good thing.  

Through use of Lean tools and processes applied to their leadership practices, the 

CEOs gleaned knowledge about their personal leadership performance.  Using the tools 

helped uncover gaps in performance, which led to focused improvement efforts to close 

the gap.  The primary tools and processes used by all of the CEOs in this study in their 

leadership work included strategy deployment, inclusive of enterprise rooms and huddles; 

rounding and gemba time; leaders standard work (LSW); and a VMS that involved 

multiple tiers in the organization.  Embedded in all of these tools and processes was the 

coaching and mentoring of their senior leadership team and of others in the organization.  

Each tool had a distinct purpose used by the CEOs for a specific leadership process.  The 

tools and processes used all together comprised an integrated leadership system, called 

the Lean Management System (LMS).  Table 4 provides a summary of the common tools 
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and processes discussed, collected, or observed as Lean artifacts and documents from the 

participant CEOs.   

Table 4 

Lean Leadership Tools and Processes 

Item/Case Adam Ben Claire Daniel Eric Francine Gwen 

Hoshin Kanri 
Plan/Strategy 
Deployment 

              

Leaders Standard 
Work 

      o  �      

CEO A3s    o      o  

Leaders/Other Huddle 
Meetings            o  

Enterprise 
Room/Process 

    o        o  

Mission, Vision, 
Values (on-
site/website) 

              

Coaching/Mentoring 
tools used by CEO 

o  o    o  o  o  o  

Sensei Coaching of 
CEO 

o  o  �  o  �    o  

Leadership 
Development 
Plans/Materials 

o  o    o      o  

Visual Management 
System  

            o  

Evidence of CEO 
Visibility (role 
model) 

o        o    o  

 Received copy from CEO and/or took pictures on-site; observed item  
o CEO stated that it is in place, but not seen by researcher/no copy  
 Participant noted that this item is a work in process and under construction  
� CEO noted that this is not in use/in place  
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Lean management system.  The unique interplay among the respective tools and 

processes created an aligned and reinforced system that connected the leadership work of 

the CEO to the work of everyone in the organization.  A feedback loop, via the visual 

management system, provided a constant tension that the CEO could reflect upon to 

evaluate his or her next steps in the transformation work.  These decisions could involve 

a change in leadership practice or one involving the organization.  Often these situations 

were not clear-cut; however, they always provided an opportunity to learn.  Francine’s 

example of this tension captured the experience a CEO goes through when calibrating the 

pace of change for both the CEO and the organization.  

The depth of the strain on the organization for cultural transformation is huge.  I 

actually made a mistake and slowed down our Lean transformation when we got 

the employee engagement scores, so all that did is prolong the pain. . . .  I didn’t 

think I had enough board support to push it harder.  I was really scratching my 

head: “Is there something deeper here?  What's wrong here?”  I’ve never seen 

scores fall that fast—what else is going on?  Searched, brought in a consultant, 

and did interviews, and they didn’t discover anything that we didn’t already 

know.  You sometimes have to just push yourself through it, so I’m trying to 

speed up now.  

The Lean leadership tools and processes were not deployed simultaneously in any 

of the organizations.  Each of the tools and processes had to be designed, built, and 

trialed by the CEOs in their organizational contexts.  These tools and processes were then 

evaluated and improved as the CEOs used them.  Development and implementation of 

any one tool and process could take months or even years.  Creating the full integrated 



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 182 

leadership system was, and is, a long-term process that requires discipline and constant 

reflection.  Gwen noted that she was able to deploy a daily management system in 

approximately 8 months, which she noted was a significant feat.  In contrast, Claire 

reported that her organization was only three-quarters of the way through rolling out their 

daily management system, although Claire’s organization had been pursuing Lean for 

about 5 years longer than Gwen’s organization.  Claire noted that most organizations 

would have accomplished the process much faster than hers did.  This example reflected 

the importance of the CEO’s involvement in regulating the pace of change as a function 

of readiness of both the CEO and the organization.  As noted earlier, there was no map 

for Lean implementation, so approach, timing, and starting point varied as each CEO 

pursued implementation of Lean leadership tools and processes.   

These CEOs built their respective LMS concomitantly with learning to lead and 

manage in this new paradigm.  The status of each LMS was a reflection of the status of 

each CEO’s Lean leadership knowledge and development, as well as of organizational 

readiness.  The CEO was the transformation-limiting factor given that none of the 

organizations could go further than the CEO was prepared to go.  Moreover, as the CEOs 

became more comfortable with and knowledgeable about Lean, and with their leadership 

in that context, they also thought strategically about how the respective tools connected in 

support of their leadership work as well as of their organizations’ Lean transformation.  

Applying lean tools to leadership processes was easy conceptually but difficult to do 

given the absence of a standard template.  The thought process and intention underlying 

each effort, however, was highly integrated and robust.   
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Strategy deployment.  The tools and process involved with strategy deployment 

were illustrated best at the site visits in which the CEOs walked through the process of 

how organizational strategy was established and then converted into a visible system that 

covered the walls in a designated room.  I observed organizational-level visual displays 

of strategy deployment in the four site visits conducted, and the CEOs walked through 

the processes they used to review the content, which displayed planned, expected, and 

actual performance along with action plans to address performance not on plan.  The 

CEOs’ focus with strategy deployment was primarily at the enterprise level; however, the 

culmination of results across the organizations rolled up from the huddle boards 

displayed in each department.  The specific content on these enterprise strategy 

deployment boards was unique to each organization; however, the layout, process, tools, 

reporting, and general displays were remarkably similar.  CEOs interviewed by phone 

described using similar strategy deployment tools and processes to review performance.  

One provided photographs of several walls displaying his organization’s system, which 

was comparable to the four seen on-site.   

These Lean control centers were a physical manifestation of the organization’s 

purpose (mission, vision, values); strategic priorities as they were cascaded down through 

multiple levels; defined plans and initiatives to deliver on the strategies; and metrics to 

indicate whether the work was on track.  Specific rooms or spaces were reserved for 

visible displays of the organization’s strategy deployment work; they featured names 

such as visibility room, zone, innovation center, or boardroom.  As the CEOs led me 

through the review process they used, I found the layout and content of information clear 
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and easy to follow even though the work reflected was exceedingly complex in all of the 

organizations.   

Creating this linked system took time, but the process of developing the elements 

provided the CEOs with insights into hidden organizational systems and processes.  They 

commonly saw the dissonance between organizational and frontline expectations, an 

experience Ben described as follows:   

We developed our key performance indicators for the organization, but it was 

eye-opening that the frontline.  . . . That was almost meaningless.  They didn’t 

relate to the key performance.  They relate to their getting through their day.  

Learning how to translate what happens in their busy day to a key performance 

metric or a strategy is really . . . It’s taken us a long time to figure that out, and 

we’re still figuring it out, especially when we talk about what scorecards should a 

department have. . . .  What makes sense to me with the organizational lens may 

be absolutely no value whatsoever to the frontline, whose lens is how do I get 

through ten patients this morning.  Creating alignment would be a huge piece to 

this, and we’re still learning as we go. . . .  It is a tricky translation as it goes down 

through the organization.  

This understanding was an essential starting point for improving processes and aligning 

the work effort at every level of the organization.  Reconciling the daily work of staff 

with the strategic work of the organization was quite challenging for all of the CEOs; the 

visibility of the strategy deployment process helped them to see the fragmentation that 

existed and to deeply understand the importance of alignment.   
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Huddles.  Huddle boards connected the frontline daily work in a department, unit, 

or cell to the strategic focus defined at the enterprise level.  The huddle was a gathering 

of defined teams of staff at visual management boards whereby the CEOs, and others in 

their organizations, met for brief periods of focused communication.  The standard work 

at a huddle board included reviewing the status of plan execution, identifying and 

escalating barriers, and selecting a process for communicating and coaching across all 

levels of the organization.  For example, Ben oriented me to his administrative 

department’s huddle board.  According to pictures, organizational documents, and 

descriptions provided by the CEOs, common elements included on huddle boards and 

discussed at these meetings were safety; area-specific improvement projects and metrics; 

issues and ideas of staff; and tracking of key organizational measures such as quality, 

productivity, and satisfaction (patient and staff).  Descriptions of the huddle boards and 

huddle process were also relatively consistent among the CEOs.   

Huddles were short and highly focused on executing the strategic and operational 

plans that were translated down through the organization.  These plans also provided a 

means by which to establish and test alignment between organizational goals and the 

daily work of staff.  Gwen touted the effectiveness of a well-aligned huddle.  

We’ve been able to cascade down to the very front line, you know, employees . . . 

I can walk down there and they can take me to their huddle board and tell me 

what key metrics that they’re working on, how they’re improving them, how what 

they’re doing ties back to the board level and organizational goals.  It’s pretty 

phenomenal.  It’s pretty impressive.  
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The CEOs noted that they had active involvement at huddle boards through their 

attendance, and their presence at huddle boards was a requirement defined on their LSW.  

At the various huddles, teams conducted a parallel performance review process similar to 

that undertaken by the CEO at the enterprise level.  Huddles convened on a daily or 

weekly basis depending on the level of the organization.  The CEO’s span of oversight is 

the whole organization, so each CEO created a process that worked for him or her to 

engage with each level of huddle.  The CEOs also designed processes that allowed them 

to be involved at multiple levels of the organization.  Claire described her organization’s 

process:  

Right outside my office are two big boards that we use for our ops team huddle, 

which is I have a Wednesday meeting that is everybody who reports to me and 

leads the hospital, basically.  We call that the hospital ops team.  We have an 

every-week huddle, and in that huddle we are looking at what is our compliance 

to our leader’s standard work.  

Gwen too liked to get an overview.  

I do stack huddles which means that, you know, once or twice a month this is my 

standard work, is that I go through from tier 1 all the way up to tier 4 and then 

also participate in improvement rounds of going to areas and seeing, you know, 

what are they doing, what are the things that they’re focused on?  

Ben’s process focused on systemic congruity:  

Having roll-up huddles—so our tier 2s have huddles and our tier 3s have huddles, 

that helps with flow and creating alignment.  That’s a big leadership change that’s 

helpful for us.  
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Proximity to the work of staff gave the CEOs access to the pulse of their organizations.  

Daniel provided the six questions he used when attending huddles in the organization, 

which were similar to those used by other CEOs as they practiced humble inquiry in their 

coaching:  

What are you doing?  Why are you doing it?  How are you doing it?  How do you 

know?  Compared to what?  And based on that comparison and evaluation, what 

are you going to do next?  

Running or participating in a huddle board process may seem straightforward; 

however, the CEOs all had to learn to do both effectively.  New leadership practices were 

not developed overnight but over time and with substantial disciplined practice.  At the 

same time that the CEOs were learning new skills and behaviors at huddles, they were 

also role-modeling for other leaders in the organization—which Daniel realized was the 

appropriate role for him as CEO.   

After a while, though, another thought came into my mind . . . that my direct 

reports who were there, who were watching and learning and doing and 

contributing themselves—I began to realize: I’m doing the job they should be 

doing.  I shouldn’t be doing their job for them, so it’s time for me to start backing 

away.  Let them do it, and then I will give them coaching and feedback on what 

they’re doing, and they did.  

Whereas huddles provided a more formal process for connecting with the work of 

the organization, CEO visibility and presence in the gemba provided another powerful 

leadership process for learning and seeing in real time how people and the organization 

were doing.  
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Gemba walks and rounding.  In concert with the huddles is the practice of gemba 

walking and rounding.  This is another form of genchi genbutsu, or go and see.  Gemba 

walks and rounding required the CEOs to go to the place where the work is done in an 

effort to deeply understand problems.  Early in the Lean transformation, attending huddle 

boards, conducting gemba walks, and rounding were challenging until defined processes 

were developed and incorporated into the CEO’s LSW.  This shift was particularly 

challenging early on because Lean efforts were minimal and the CEOs were figuring out 

the purpose for their rounding and what to do on gemba walks.  Daniel explicitly defined 

his time in the gemba as rounding with a purpose, and that purpose was assessing the 

culture of the organization.  Ben contrasted a traditional leadership approach of 

management by walking around with the Lean approach of going to the gemba, which 

was a distinction the CEOs had to make as they developed this new practice.  Ben 

elaborated:  

I hate the idea of managing by walking around.  I think that’s really a bad idea.  I 

love the idea of going to the workplace with intent.  Lean allows you to go to the 

workplace with intent.  Whether you’re following up on a problem, whether 

you're checking progress on a strategy, whether you’re coaching huddles, you’re 

going with intent, or you should be.  At first maybe there isn’t enough out there to 

be intentional.  To me, that makes all kinds of sense.  Then when you do that, it 

becomes less scary and less intimidating after a little while.  People just . . . They 

notice you.  

The CEOs set aside 2 hours each day for gemba walks and rounding.  Simply 

finding 2 hours daily for this purpose was a significant barrier to overcome.  Existing 
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practices of attending meetings all day precluded their allocating time for gemba walks 

and rounding.  CEOs noted that they were required to help change organizational 

practices that kept them and other leaders tied up in meetings all day.  Further, 

establishing a clear purpose or intention for this time appeared to help define what the 

CEOs actually did while in the gemba and rounding.  For example, the CEOs rounded on 

staff, physicians, patients, families, or departments to listen, follow up on issues, evaluate 

the status of organizational priorities, and help escalate those items needing leadership 

support.  Even so, adhering to this commitment was a regular challenge.  Daniel captured 

the most consistent obstacle to faithfully executing the leadership work of rounding and 

gemba walks.  

It’s like a circle of cause and effect.  In other words, I can’t go do rounding 

because I have all these meetings to go to, but the reason you have all these 

meetings to go to is because you don’t do rounding.  If you did rounding, you’d 

find a lot of those meetings aren’t necessary anymore.  They’re getting solved on 

the floor.  Some people just aren't comfortable [with rounding].  “Where do I go?  

What do I say?  What do I do?”  

The idea of going to a unit, floor, department, etc. with a purpose or intention is 

decidedly different from simply walking around and greeting people.  Employing a 

combination of intentionality and regular practice was instrumental in developing this 

new leadership behavior for the CEOs and in recalibrating the expectations of staff when 

they saw the CEO coming.  However, this transformation took time.  Out in a department 

or on a unit, staff expectations of a CEO did not always align with the CEO’s 

expectations.  Redefining the nature of the relationships and of interactions with staff 
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resulted in a fundamental transition in the culture of the organization.  Francine reflected 

on the challenge of running into deep cultural expectations that pushed back on a CEO 

during the ongoing work of transforming a culture.   

I talked about gembas and the beehive, and the inspector general coming and 

everybody.  It was like, I was a mini joint commission surveyor, and that’s how 

they responded to me.  The organization didn’t like that, didn’t feel like they 

knew me.  I’m doing rounding, so I tried to intersperse, “Let’s go see, let’s look at 

the board,” that kind of thing.  The other day, a person said, “Oh, you’re here on 

the unit,” and I said, “Yeah, we’re just here just rounding and seeing some 

things,” and she says, “Oh I’m so glad that you’re not here to look at our board,” 

and I thought, “Oh my gosh.”  “It’s just nice to be able to talk, isn't it?”  I thought, 

“Well this isn’t social rounds,” but they crave social rounds.  Where do I find the 

balance?  I’m still working hard to try to find that balance.  

The CEOs had to develop new relationships with their staffs that challenged 

historic expectations and paradigms.  Building those relationships required new 

behaviors, which came with time, practice, and discipline.  In effect, all parties in the 

organization had to unlearn old habits and behaviors and create new ones.   

Leaders standard work.  LSW is unique to a Lean culture and aligns with the 

concept of establishing a standard or baseline from which improvement can be made.  M. 

L. Emiliani (2008) argued that leadership processes regularly experience errors and 

defects and that knowledge work, like that of a healthcare CEO, can benefit from 

application of standard work.  He further argued that an effective approach for addressing 

leadership performance could be application of standard work.  A principle of standard 
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work is that when a process is defined it is the best-known method for doing that work at 

that time.  Application of continuous improvement to the relevant processes shifts and 

changes the standard as learning takes place.   

Their use of the Lean tool and the process known as LSW was another similarity 

among all of the CEOs.  The design and content in the respective CEOs’ LSW varied 

widely based on their personal needs as well as on the status of their organization’s 

transformation process.  In other words, the current status of their respective leadership 

work designs was their best-known method at that time.  Each CEO defined, created, and 

deployed his or her LSW while establishing his or her personal Lean leadership 

threshold.  In effect, the CEOs had to discern their own starting point for Lean leadership 

development and embed this into their personal LSW.  All of the CEOs clearly 

articulated that their LSW was constantly evolving and changing as they advanced their 

Lean leadership efforts and gained feedback.  Changes for some took place daily or 

weekly.  For others, the tool changed less frequently, but regular audits of performance 

provided opportunities for improvement.  

The content contained in the respective LSW tools provided by the CEOs as 

artifacts provided insights into the leadership focus areas or organizational priorities of 

the respective CEOs.  Common elements found in the LSW forms of the CEOs included 

the work that was to be done and at what frequency, such as daily, weekly, or monthly.  

Examples involved attendance at assigned huddle boards at all levels of the organization; 

coaching time—which involved both giving and receiving coaching; rounding in specific 

departments and talking with patients; attendance at event report outs; strategy review 

time; and metric reviews across the organization.  One CEO provided a cascaded set of 
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LSW tools that connected the work and the focus of the CEO down through three layers 

of leadership.  In this instance, coaching and mentoring of staff was a key priority, and 

the tool contained focused questions and directions used in the coaching process.  A 

document provided by another CEO defined the specific concepts of Lean leadership that 

informed development of LSW for the executive team, including the CEO.  These 

concepts included manage from the gemba rather than manage the gemba, teach and 

coach, cascade responsibilities rather than cascade tasks, listen, visual controls, humility 

and pride, empower, and go see, ask why, show respect.  These concepts guided the CEO 

as she attended huddles, rounded, went on gemba walks, coached her team and staff, and 

did other relevant leadership work.   

Visual display of LSW was another persuasive factor in ensuring that both the 

CEO and the whole leadership team were accountable.  One key purpose of LSW was to 

support the change in the leadership behavior and actions of the CEO in order to establish 

the new organizational direction of a Lean transformation.  None of the CEOs suggested 

that LSW work was easy to develop or consistently completed, or that they unfailingly 

adhered to it.  In fact, it was the feedback loop via audits and reviews of LSW documents 

that helped the CEOs to identify gaps in performance so that they could reflect on the 

deeper challenges of personal change they faced as leaders.  The CEO LSW tools also 

contained the specific names of their senior leaders, along with space for notations and 

follow-up items for the CEO.  Two CEOs described audit tools used to track adherence to 

LSW, although most of the CEOs noted that they regularly audited LSW adherence.  In 

fact, most of the CEOs noted that audits of LSW was an essential element built into the 
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VMS, leadership huddles, and accountability tracking.  The visual display of these data 

was a powerful motivator for change.  Francine reflected on this process:  

We have visual management of our adherence to what we call leader standard 

work.  It’s funny, my assistant goes, “I'm going to put your green dot.”  I said, 

“No, I get to put my green dot.”  

Claire too indicated that she and her team were interested in the visuals:  

For my team, we’re looking at what’s the compliance of us to our own leader 

standard work, for five elements, and are we red or green, etc.  

LSW is a flexible tool and process that accommodated the Lean transformation 

developmental stage of the CEO.  The design process provided a sense of how each CEO 

evaluated his or her own leadership development needs and how that aligned with where 

the organization needed to go.  For example, Claire defined safety as a critical priority for 

her organization, and thus designed LSW to align with this need.  However, she also 

envisioned how LSW set the stage for future development that would incorporate or 

encompass additional organizational priorities through ongoing testing, development, and 

use of the tool.  She noted:  

We decided we’re rolling out leader standard work, and the first focus is safety.  

What you’ll see is a set of things that are about safety, including rounding for 

safety.  Again, a huddle and looking for safety, etc.  The approach that [name] and 

I, for example, chose to use with this is we’re going to put in place all the sorts of 

things that later we’re going to expand to be not just safety, but we’re going to 

start with safety.  As that becomes part of people’s routine, then that’s the changes 
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we’re making now. . . .  You’ll see that safety emphasis.  It doesn't mean that’s 

where it’s ending up.  

The paradox of LSW is that it is standard to that CEO or organization, not across 

organizations or the industry, and the tool and process are dynamic.  In fact, it was only 

because the CEOs established a standard that leadership work improved relative to the 

defined standard.  Further, LSW was the mechanism by which the CEO tied many of the 

other tools and processes together.  Elevating the importance of huddles, rounding, 

gemba walks, coaching and mentoring, and accountability through a VMS sent a clear 

signal to the rest of the leaders and staff in the organization that Lean was the system of 

improvement.  Moreover, the visibility of leadership and the transparency of results 

signaled the CEOs’ commitment, offered to the staff and the organization, to ensuring 

that this transformation was accomplished.  

Visual management system.  The role of the CEO is one that orchestrated the 

flow of work and focus for the whole organization.  The CEO was in a position to “see” 

organizational systems and processes and to ascertain whether they were connected, 

integrated, or neither, assuming that a mechanism existed whereby performance could be 

made visible to the CEOs.  An attribute of the LMS was that it gave the CEO the ability 

to quickly and easily “see” the status of the work of the organization.  A VMS enabled 

this visibility.  VMS was a requisite Lean method of making existing organizational 

processes and systems visible so that efforts to improve them were based on facts and 

data rather than on opinion or conjecture.  Transparency across the organization 

supported continuous improvement efforts and provided a powerful accountability 
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medium.  Adam offered an apt analogy of how a VMS works that applied to both the 

work of the CEO and to the organization.  

You have to do that visual management.  So many people say, “Oh, we got that.”  

“Well, where is it?”  “Oh, it’s in the computer.”  Oh boy, no.  In Lean, you’ve got 

to have it up, right?  What if at the airport . . . you look at the status board and say, 

“Even though I have an app, even though I have the computer, I wanted the 

visual” because you’re carrying your bags, you’re looking.  It is in the computer, I 

get that, but you need it up.  You need to be able to see it.  Visual management.  

When applied to leadership processes, this practice required the CEOs to openly 

display their own leadership performance.  VMS became very personal to the CEOs.  

However, VMS also provided real-time feedback on the CEOs’ personal performance 

and focused data about areas for improvement.  The CEOs found this feedback valuable 

and important to their own development as a leader in a Lean organization.   

Visual management was a concept that permeated every level of these 

organizations.  The level of transparency required in these organizations was significant.  

Performance levels of many processes and systems were openly displayed so that 

individuals could easily see the status of their work.  All of the visual management 

displays I observed, or obtained pictures of, showed both green (positive performance) 

and red (performance below target) metrics.  Transparency of performance can be a 

sensitive subject for leaders; however, in a Lean environment “red” was desired because 

it directed improvement efforts.  These CEOs purposefully sought out the defects, or 

waste, in processes so that they could provide greater value to the customer.   
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Coaching and mentoring.  Coaching and mentoring were critical support 

functions in the Lean transformation process for the CEO and for the rest of the 

leadership team.  Just as the CEO received coaching and mentoring from his or her sensei 

or consultant, the rest of the leadership team received coaching and mentoring from the 

CEO.  Additionally, most of the CEOs ensured that leadership team members received 

coaching from the organization’s sensei if one existed or from the internal Lean expert.  

This work was not an act of cheerleading but rather direct, constructive feedback aligned 

with Lean leadership principles and expectations.  The most valuable lessons learned 

about how to lead a Lean organization were transmitted via hands-on practice, supported 

through feedback and reflection.  Daniel stressed the importance of coaching relative to 

the CEO’s practice:  

You practice, practice, practice, and not only practice, practice right with 

coaching, because you can also practice wrong and get something wrong.  That’s 

just the way it goes.  

Taking on the role of coach offered a growth opportunity for most of the CEOs, 

particularly when they were in the process of learning that which they were coaching.  

However, the act of coaching also provided an avenue to further develop this skill and to 

send the message that leaders were responsible for helping their staff learn and grow.  As 

was true of implementing new leadership tools and processes, the coaching and 

mentoring of the CEOs were hampered by organizational culture and old paradigms of 

leadership.  The CEOs learned, developed, and applied their own coaching skills as they 

helped other leaders and staff in their organizations understand how to work and behave 
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in a Lean culture—before that environment even existed.  Francine described how she 

persevered with this challenge in her organization.  

I think coaching’s one of those selfish acts, because you always learn something 

about yourself, and you always find out it’s a lot harder than you thought.  It’s 

always harder to coach than you think it’s going to be, partly because of some of 

the complexity of the work.  I have a pretty wide definition of coaching now.  In 

the moment is good . . . Culturally, this has been something that I hope I’m 

helping the organization move through. . . .  Doing that in the group, this 

organization doesn’t like that; wants all of it to be one on one, which means that a 

lot of it goes by the wayside if you can’t do it in the moment.  I would say, 

probably my team feels like I pretty much give a lot of feedback comparatively, a 

lot of feedback.  

Coaching and mentoring were positioned within the context of transforming 

leadership practices and organizational culture, two daunting and ambitious goals.  The 

CEOs gave significant thought to formally engaging in this practice.  This work required 

them to understand what they wanted to achieve through coaching, how exactly a CEO 

coached someone, and what specifically they were going to coach on.  Further, CEO 

coaching of others involved the act of humble inquiry to help others gain an 

understanding of the problems they were facing, along with sourcing potential solutions 

without telling those being coached how to solve the problem.  The CEOs all struggled 

with holding back to refrain from solving the problems themselves.  Ben noted that his 

team built a new system of coaching that defined the coaching competency for himself 

and others.  
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We are starting to rebuild some systems. . . .  We built it because we didn’t have it 

before, a system for coaching for improvement, which we say is a little different 

than coaching for personal development.  Although there’s great overlap.  

Building that system, all of those things came up, like what principles does this 

align with, why do we need a system for coaching?  What’s it going to 

accomplish?  What outcomes will we see if it’s in place?  How will we roll it out?  

What does coaching for improvement look like for the CEO?  What does it look 

like for our frontline supervisor?  That’s been this—rebuilding systems is where it 

really sort of affects my role.  

Coaching and mentoring were leadership responsibilities that permeated every 

decision and action of the CEOs in these organizations.  They had to be deeply conscious 

of the messages their leadership behaviors sent to others in the organization.  Coaching 

and mentoring others were influential actions used to support the shift in organizational 

culture.  However, this behavior required consistency and perseverance.  Although 

learning was central to the coaching and mentoring process, the underlying purpose of 

coaching and mentoring was the development of people to sustain the organization.  

Daniel and Adam found coaching relatively easy as they defined it as part of their 

leadership styles and leveraged this expertise in the development of their leaders.  Daniel 

explained,  

That’s where coaching comes in, where if I was working with somebody, they can 

watch me do it.  Then afterward, they say, “Oh, okay.  Well, it’s not magic, it’s 

not hard, it’s not whatever.  I see now how this is.  Let me try.  Let me try it.  Let 

me get my feet wet.”  
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Adam offered his perspective on coaching:  

I always fashioned myself and still do as a coach.  I always approached my style 

as a coach would.  I basically would create space for people to step into and 

succeed.  If they had trouble with that or whatever, then I would check in with 

them or they would check in with me.  I was the opposite of [a] micromanager.  

Yet coaching and mentoring were not always received with open arms.  The very 

act of guiding other leaders to change their leadership practices and behaviors can 

suggest that their current practices and efforts were not good and that, by extension, 

neither were they.  These CEOs faced that same dilemma in evaluating their own 

leadership practices but ultimately embraced the Lean paradigm of thinking, acting, and 

behaving.  Not without difficulty, they accepted coaching with humility and attempted to 

provide the same coaching to others.  Gwen’s experience demonstrated the importance of 

coaching and her commitment to ensuring that leaders had the resources and support they 

needed to be able to help the rest of the organization, even when it wasn’t easy:  

I have deep inter-team building and individual professional coaching, executive 

coaching for all of my senior team that happens on a monthly basis, even though 

they’re maybe kicking and screaming.  

As noted earlier, not everyone was able, or wants, to make this shift.  The CEOs 

in this study embraced the challenge of evolving their leadership toward a conceptual 

model they thought they understood, and they persevered through many obstacles that 

could have derailed their efforts.  Their commitment to transformation—personal and 

organizational—is what kept their visions alive.  Most of the CEOs realized relatively 

early that Lean is not about accomplishing an end; rather, Lean is a journey that unfolds 
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every day.  The vision of a Lean transformation became clearer over time, and the Lean 

journey brought about a transition into a new way of thinking about organizational 

growth and development.  Daniel captured the nature of this experience, saying:  

You also realize that you’re never going to feel comfortable, because that means 

you’ve stopped growing. . . .  You begin to appreciate the journey for what it is.  

It’s not your discomfort, not your boredom, not your whatever.  

Claire too suggested that leaders had to keep going even when doing so wasn’t 

comfortable:  

That idea that to be successful, we’re asking our leaders to coach their staff, 

engage their staff, set up their staff to be able to do improvement efforts and know 

that sometimes they’re going to work on things that don’t work, and that’s okay.  

Just keep going.  

CEO role model.  The Lean leadership tools and processes provided the 

transformational connection between Lean and the CEOs’ leadership practices.  

Disciplined daily use and practice of the tools and processes, along with constant 

evaluation and improvement of them, were the means by which the leadership change 

process was calibrated.  Over time, the CEOs adopted and practiced these new skills and 

developed new leadership competencies aligned with Lean and in so doing facilitated 

growing alignment and transformation of their organizations with Lean principles and 

practices.  As noted at the outset of this chapter, these CEOs each had more than 10 years 

of experience with Lean, and yet all considered themselves to be early in the process of 

learning, applying, adapting, and improving their Lean leadership.  CEOs found the Lean 
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transformations demanding as they attempted to stay ahead of the personal change curve 

and as they led their organizations on a Lean journey.  

Tools and processes used by the CEOs integrated and supported the leadership 

development in both the CEO and the organization simultaneously.  Linkages embedded 

into the respective tools and processes, displayed via the VMS, tied together the work 

from the enterprise level to the frontline.  LSW focused the time and resources of the 

CEO on that which was most important for transformational progress and organizational 

sustainability; coaching and mentoring undergirded the learning process; and audits 

provided an accountability mechanism for everyone.  The gravitational pull toward old 

habits was strong, particularly in the face of each organization’s stakeholders’ seeking a 

stable and unchanging environment.  Perseverance and daily discipline were essential, 

particularly at the outset of adopting Lean.  As the CEOs defined, practiced, and 

reinforced their Lean behaviors and actions, progress ensued.  Daniel expressed how 

similar this process was to achieving good health.  

I will also say it’s [Lean] like health itself.  The day you start exercising and 

watching your diet, you’re doing safety measures, getting enough sleep, reducing 

your salt intake, managing your stress and all this kind of stuff, you won't see 

improvement at the end of the day, but performed consistently over a period of 

time, you’ll see a big difference compared to somebody who doesn’t, and the day 

you stop it is the day you go backward.  Lean is kind of the same thing—it’s a 

living the thing, it’s a commitment.  

The CEOs found the work of a Lean transformation hard and unrelenting.  The 

processes and tools that defined and supported the changes and ensured accountability 
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helped mitigate the resistance to change often faced by the CEOs.  Transparency and 

connectivity (alignment) were powerful forces for change and helped demonstrate the 

link between leadership behaviors and organizational results.  Role-modeling Lean 

behaviors was a courageous act on the part of the CEOs.   

The CEOs faced public displays of learning, not having all of the answers, and 

even failing; however, these experiences provided compelling signals to the rest of the 

organization that a new culture was underway.  As uncomfortable as these experiences 

may have been for the CEOs, there was no more potent message to the rest of the 

organization indicating that the culture was transforming.  The shift to a new paradigm or 

culture was not instantaneous; rather, it was fraught with vulnerabilities, anxieties, and 

insecurities.  Nevertheless, these CEOs believed the Lean cultural transformation to be so 

important to the future of their organizations that they were willing to take the risk and 

step into unchartered waters and lead the way.  Francine spoke of her concerns related to 

the leadership “norm” espoused in Western organizations.  

There’s still an expectation that I’m the brain, and in America, we make our 

CEOs heroes.  That would be the one thing that I would say is the most difficult 

part of this.  Our concept of leadership doesn’t fit this, and I personally just 

maybe . . . I always thought it was my style, but I also think there are a lot of Lean 

concepts that don’t fit what we in America think of as the CEO.  

The focus of this study was on the leadership transformation process of the 

healthcare CEO; however, this process does not unfold in a vacuum.  The intention of the 

CEOs in adopting Lean was to improve their organization’s performance.  Although 

improved performance was the outcome desired, the path to that transformation actually 
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resided within the CEOs’ personal transformations.  Adopting Lean helped the CEOs 

realize that improving organizationally was not a simple task, or a matter of fixing a few 

things.  Instead, this outcome called for a full cultural transformation and significant 

leadership commitment.  

Theme 3: Organizational Lean Culture Change 

Undertaking an organizational culture change was no small feat.  The third theme 

for this study represented the process and the impact of a Lean cultural transformation on 

a healthcare organization and the desire to sustain the change (Figure 12).   

 

Figure 12. Dynamic model of Lean Transformation: Organizational Lean culture change.  
The organizational component of the model addresses culture.  Included in this 
transformation process are culture change and sustainability.  As organizational 
development progresses, the CEO’s leadership exerts influence on the organization’s 
transformation, which includes the application of Lean philosophy, tools, and 
management system.   
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A change process must be infused throughout the full organization if 

sustainability is to be achieved, and the majority of such change processes result in 

failure (Anderson, et al., 2000).  Use of a specific framework for organizational 

transformation, such as Lean, provided a defined context, guiding principles, and 

effective tools to enable and support the transformational process; however, this approach 

did not make the transformation any easier for the CEOs or guarantee success.  These 

early adopter healthcare participants and their organizations accepted the challenge and 

recognized that the magnitude of change required no less than a full cultural 

transformation that reached the roots of their organizations if it was to be sustained.  

The value proposition of Lean included achieving quality outcomes, financial 

viability, and patient and staff satisfaction.  Exposure to the Lean tools did not, in and of 

itself, compel the CEOs to adopt Lean for transformation purposes.  However, when 

exposed to Lean as a full system inclusive of a philosophy, tools, and a 

leadership/management system, the CEOs saw the potential for a full organizational 

paradigm shift.  As these CEOs embarked on implementation of a Lean system, it did not 

take long for each to realize that the type of change he or she had initiated was a deep 

cultural transformation.  Anything less would result in a tools-based Lean experience or a 

short-term Lean stint, either of which was destined to fail to sustain.  

Cultural transformations entail far more than making cosmetic changes to the 

organization.  Culture runs deep and pervades every facet of an organization.  Deciding to 

change the culture of an organization is a daunting undertaking, and the participant CEOs 

had firsthand experience with this challenge.  Ben’s reflection on the decision to pursue a 

cultural transformation captured the sentiment of all of the CEOs.  
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It [Lean] is truly a cultural change.  It’s a cultural transformation.  If you’re going 

to change the culture of an organization, it’s going to be a big job almost no 

matter what cultural change you’re going to.  

The CEOs’ decisions to pursue Lean as a cultural transformation were reinforced by their 

organizational missions of ensuring that the care they provided served patient needs and 

added value to their customers.  Patient safety and quality care, along with organizational 

viability, were at the top of each CEO’s agenda as drivers of change.  The CEOs were 

unwilling to wait for a significant negative event to occur to galvanize the wills of those 

in their organizations to improve processes and systems.  The fact was that quality and 

safety issues already existed, and these CEOs believed that their organizations, and all 

healthcare organizations for that matter, needed to move more boldly and systematically 

to address these issues.  Francine articulated her belief about Lean’s value in the 

healthcare sector:  

I think I would say that the idea of reliability in healthcare is something that I hold 

so tightly, that I couldn’t manage without this.  I’m beyond thinking that I would 

go someplace and not be involved with Lean.  

The CEOs had already experienced a lack of sustainability regarding change 

initiatives, including some launched during their early years of Lean.  The CEOs knew 

that Lean transformations fared no better than other full-scale change initiatives when 

measured by sustainability.  Yet, they comprehended the deep opportunity of a Lean 

transformation as well as the hard work required to transmute a current organizational 

state into an envisioned future state, and they stepped into the work.  
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Subtheme 1: Culture Change 

All of the CEOs identified the initiation of the cultural change process as their 

leadership responsibility.  Igniting this cultural revolution necessitated that they create an 

environment supportive of continuous improvement and respect for people.  The actual 

continuous improvement work (other than their leadership processes, as was discussed) 

did not belong to the CEOs—it belonged to the people doing the work.  The CEOs 

recognized that the organizational environment, whether defined by mission, vision, 

values, organizational charts, policies, procedures, practices, or actions and behaviors, 

contributed to establishing the environment in which they operated.  Prior to engaging 

with Lean, they were not achieving the results that they desired, and each CEO realized 

that doing more of the same would not get different results.  As they considered what 

needed to change, it became apparent to all of them that everything had potential for 

improvement.  Because most of the CEOs had already experienced tools-based Lean, 

they were not enamored of short-term fixes to what they knew were systemic issues.  

Creating an environment that enabled everyone to see this was the worthwhile challenge.  

As Ben suggested:  

Having everybody involved in it [Lean] is culturally transforming.  Those are big 

deals.  

Creating the environment for change and exposing other leaders and staff to the 

change process involved leading the way and providing a means by which others could 

experience the potential of Lean.  The CEOs accomplished the former through the 

processes defined under Formation of Lean CEO; for the latter, they used two specific 
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approaches.  The first was a decision to “go wide or go deep,” and the second was 

engagement of middle management.   

Go wide or go deep.  The CEOs all spoke about the value of going wide, which 

meant exposing all staff and physicians to Lean via approaches such as idea generation 

for problem solving and Lean training on fundamental tools that could be used 

immediately by staff in their departments.  The option to go deep required the CEOs to 

identify a specific department or unit as the pilot in which to invest significant Lean 

resources to convert it to a Lean model cell.  The value of the model cell was that deep 

learning could take place quickly and demonstrate the value of a Lean approach to all 

other areas of the organization, thereby stimulating interest in adoption.  Interestingly, 

most of the CEOs came to the same conclusion: Both approaches have value and should 

be pursued simultaneously, albeit prudently.  They did not, however, come to this 

conclusion right away.  Evaluating Lean pilots and organizational responses helped them 

discern how to balance these approaches in their organizations.  Ben said this of the 

process:  

When we first rolled this out, I think you have to spread things thin across the 

whole organization so they know what’s going on.  Maybe they start learning a 

few things, like problem-solving.  If you spread it too thick across the whole 

organization, it just creates confusion and you can’t manage it.  We learned that 

. . . At the same time, if you’re not in some areas going deep, you’re not going to 

have the learnings that everybody needs and you’re not going to make progress.  

We’ve adopted the model cell concept, which is you go deep in your model cells 
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and you spread some Lean concepts across the whole organization.  Before we 

understood that, we confused a lot of people.  

Execution of both approaches strained the resources of both the organizations and 

their staffs; however, the CEOs were deeply committed to the work of a Lean 

transformation and actively managed the tension caused by Lean implementations.  

According to Claire, a Lean consultant had made a statement to her early on that she 

found to be just as relevant at the time of the interview: “You can pay now or you can 

pay later, but you always pay with change management.”  In fact, the organizations sent 

their own signals back to the CEOs, which tempered the CEOs’ approaches to 

implementation.  Regulating the pace of change in an organizational transformation 

required great sensitivity and insight on the part of the CEOs, along with strong 

leadership as they faced resistance.  The CEOs pushed the boundaries of change to 

determine the level of tolerance for change in the organization.  The effect of the Lean 

transformation work was palpable, as Adam and Francine both suggested.  Adam stated:  

One of the big things I really love about Lean is the respect for people.  Because 

we were concentrating on a handful of value streams, it wasn’t respectful.  It was 

overkill.  These people couldn’t . . . they just couldn't handle it.  

Francine put it like this:  

I was pretty clear that we would need to embark on a Lean transformation, but I 

think some of them [board members] struggle with the pushback we’ve had from 

employees, and the engagement scores.  We plummeted big time, and Lean was 

the number one thing that came through. . . .  The thought process that they have 

is, “Yeah, change this, but don’t impact the culture,” and I kept saying, “This is a 
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culture change.”  “Well okay, but keep everyone engaged while you’re doing it.”  

I think that the organization had not had a huge amount of change, so this seems 

really big to them.  

Unlike the other CEOs, Adam simply did not accept the model cell concept as 

viable for his healthcare setting.   

I believe in my heart of hearts, that’s [model cell] a manufacturing thing.  That’s 

hard to do in healthcare.  The reason is, in healthcare, it’s so complex in like a 

family practice department or whatever, that to try to do that much change in a 

department that’s actually working is just too much.  

Adam’s focus was on engaging all staff in identifying opportunities for improvement on a 

daily basis.  He saw the culture change process as a function of direct staff involvement 

in Lean efforts.  For that reason, he concentrated on embedding daily improvement work 

with every individual in his organization so that the hands-on experience of staff began to 

shift the culture toward adoption of Lean thinking and principles.  Adam stated:  

I’m a big believer because I saw it work, in, if you’re going to ignite the culture, 

you’ve got to ignite it at the work level where the work is done.  Basically, it’s the 

antithesis to the model line.  You’re basically saying, “We’ve got a lot of work to 

do in healthcare.  There’s a lot of low-hanging fruit.  We need every team 

member [to be] actively engaged in moving the organization forward, even if it’s 

incremental steps.”  The idea is the culture, the mindset, so we wanted to embed 

improvement into the work so it wasn’t seen as separate or on top of—that truly 

their daily work was about improvement.  
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Ultimately, similar to the CEOs’ having to learn Lean by jumping in and 

practicing, staff and physicians were afforded the same approach to learning, whether 

they were involved in the model cell or exposed through the broader efforts of going 

wide.  The concept was to just do it.  Even among staff, some people were early adopters.  

No CEO could simply mandate the adoption of Lean and hope to have the work sustain; 

they needed to build support and momentum among their leadership teams and staff.  The 

selling point for Lean was the hands-on experience of staff and physicians.  Claire 

reflected on how adoption spread in her organization.  

What I saw some here and some at [prior organization] is if you can go and go 

deep enough to really start to show some real improvement, both in how things 

work, but also in how the employees perceive them to work and support their 

work, etc.—if we start to then have a pull in the organization, where people say 

wow, that looks like that’s better, I want some of that, and that creating that 

system of both I’m starting here but I’m also creating that.  Now I’ve started to 

get maybe, you’re not going to get everybody, but now I’m going to get that top 

20%, 30% of people who are a little bit more open to change to start to say, “Hey 

I want some of that,” to spread from there.  

Transforming the culture required the support and engagement of most of the 

staff, and efforts to go wide and go deep were designed to expose everyone to the new 

Lean paradigm.  However, everyone was not equally exposed.  As the CEOs struggled 

with the sustainability of process changes, a key lesson emerged.  The middle 

management staff had been left out and were still operating under the old paradigm of 

firefighting, problem solving, and top-down directives.  
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Middle management.  The second instrumental factor in advancing the Lean 

culture organizationally was the role of middle management.  There was no question that 

CEO support was essential; however, so was the support of the middle management.  The 

CEOs noted that their personal focus initially was on learning Lean and getting their 

senior leadership teams on board with Lean.  Most had not thought about the middle 

management layer until they realized that the improvement work did not sustain at the 

frontline level and that the root cause was lack of engagement of this management layer.  

Gwen conveyed this lesson in her organization.   

One of the things that I learned was that, you know, in our first phase or two, 

while we accomplished a lot of things, we left out the middle managers.  That was 

one of my greatest learnings was that we had to educate that middle management 

because to go to the frontline and, you know, instill and invigorate this 

empowering thinking, we want you to be the problem solvers.  It was never going 

to work because that middle layer was going to destroy it or leave.  

Francine acknowledged that leader turnover was another exacerbating issue, saying,  

We’ve had leader turnover because there’s a lot of leaders who don’t want to do 

this.  

Although the executive and front line levels received time and attention, the 

middle management level was essentially forgotten.  This lesson helped all of the CEOs 

recognize the criticality of leadership in a Lean transformation and that leadership was 

needed at all levels of the organization.  The CEOs in this study affirmed that it was those 

in leadership roles rather than the frontline staff who represented a significant barrier to a 

Lean transformation.  This assertion resulted from their firsthand experience of dealing 
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with this finding.  After years of doing focused cultural work, Adam described his 

experience with this insight:  

What is the hardest thing about a cultural transformation, in my opinion, after 

participating in the past 5 years, is really the middle management piece.  Where 

those people have gotten promoted because they’re firefighters, and Lean is about 

fire prevention and creating efficiencies and taking down silos and all that.  That’s 

what middle management is totally built around.  It’s putting out fires.  It's 

protecting my turf, protecting my silo, and that’s where the big resistance is.  The 

resistance isn’t at the people level.  

Similarly, Gwen reflected on the need to retrain managers, moving them from how they 

had operated for years to this new way of leading their staff.  The CEOs needed their 

organizational leaders to support and embrace the Lean culture change, but changing 

management beliefs and actions was no easier for the managers than it was for the CEOs.  

Gwen noted:  

We’re really starting to cross that threshold, if you will, of teaching our managers 

not to be firefighters, you know, looking like the hero, but that their role is to 

create an environment where their people can do the work and they’re there as the 

coach and the developer, but we still got a long way to go on that.  

The organizational Lean culture change process continued at the time of the 

interviews in all of the participant organizations, as it did for all of the participating 

CEOs.  This research study provided an avenue for the CEOs to reflect on their 

experiences of pursuing a Lean transformation and what it had meant for them personally 

and for their organizations culturally.  The reflections they offered during this study were 
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based on their experiences to date; however, their Lean learning process did not stop.  As 

Eric noted,  

The learning is constant, and you have to go out and try it.   

The Lean cultural transformation, whether personal or organizational, was a living 

process that emerged through active engagement in Lean principles, tools, and 

leadership/management systems.  Claire provided a snapshot into her own thinking as a 

Lean CEO who, despite her years of Lean experience, still asked powerful questions and 

challenged her own leadership thinking regarding how she could advance the Lean 

cultural transformation she sought in her organization.  

I considered that maybe even something that’s different about my own leadership 

style is that I actively recognize that all of us are always learning.  That when we 

say we want to create a culture in which every employee can be a problem solver, 

right, that that’s our goal, and we have to all be continuing to reflect on how are 

we supporting that and are we using the humble inquiry approach when we go to 

gemba?  Are we asking questions we really don’t know the answer to, to try to 

help people?  Are we remaining open-minded?  I think even based on that last 

workshop that we went to, some of my own personal reflections, I find that I still 

need to always be working on improving.  I think I knew that, but I think I know 

it more explicitly now.  

Subtheme 2: Sustainability  

As was noted earlier, change efforts are challenged by the issue of sustainability, 

and Lean is no different.  In fact, lack of sustainability has been a key criticism of Lean 

efforts regardless of industry sector, with the role of leadership emerging as the root 
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cause.  Sustainability was defined as maintaining and continually improving on changes 

that have been introduced in an organization or an individual, and the underlying 

requirement for sustainability was leadership related.  The role of leadership, specifically 

that of the healthcare CEO, was the focus of this study; however, the data provided a 

somewhat broader segmentation of leadership as it related to the sustainability of Lean.   

A Lean organizational culture change was not a short-term initiative, but a long-

term vision built on daily discipline and perseverance.  This understanding was 

particularly important as the CEOs considered sustainability in the context of Lean as a 

transformational platform for their organizations.  As noted at the beginning of this 

chapter, sustainability was a primary concern for the CEOs as they considered past, 

present, and future options for organizational improvement.  Despite the track record of 

poor sustainability of Lean efforts across organizations and industries, these CEOs 

understood the deep potential of Lean as a transformational framework, and they also 

accepted that the work would be difficult and long term.  None of the CEOs assumed that 

short-term results reflected success or failure; instead, they dove deep into the cultural 

roots of their organizations to begin the process of growing a new culture predicated on 

Lean principles.  The question then became how to ensure a sustained effort until such 

time as the new culture could stand on its own, or what would it take to ingrain the new 

culture so that it would sustain long into the future.  

The CEOs in this study eventually positioned Lean as a cultural transformation.  

Their organizations’ respective missions did not change; however, the way in which the 

CEOs proceeded to fulfill the promise of their mission did change as they became 

grounded in the tenets of a Lean system.  It was the belief of the CEOs that a Lean 
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organization was the means by which their organizations would withstand the pummeling 

forces of healthcare reform and achieve organizational growth and development.  

Sustaining the Lean efforts of transformation required leadership of three types: the 

CEO’s unwavering support, leadership commitment across the organization, and board 

support for the Lean transformation.  Though each was important for its own reasons, all 

three were required to ensure that the Lean culture did not end with the tenure of a CEO.  

CEO support.  A clear finding in this study was that the role of the healthcare 

CEO is critical in a Lean organizational transformation.  Perhaps even more important 

was that the CEO’s leadership must align with the Lean philosophy and principles if the 

transformation is to be sustained.  Important insights about sustainability were obtained 

by asking the CEO participants, “How much do you feel Lean is dependent upon your 

presence as the CEO?”  The responses of the CEOs converged into overwhelming 

agreement that a CEO’s support and engagement were essential.  Further, in the early 

years of introducing Lean into an organization, there was actually a dependency on the 

CEO due to the massive disruption caused by a cultural reformation.  Over time, the 

intensity of the CEO’s role in driving Lean eased up, and in most cases the dependency 

on the CEO lessened.  However, the unwavering commitment and support of the CEO 

role remained critical to ensuring that the new culture spread even more widely and 

deeply.  Getting to this point required that the CEOs build support for Lean among the 

key leadership groups, including the organizations’ boards of directors and those in 

leadership positions.  Gwen reflected on how she positioned Lean for longevity in her 

organization.  
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Up to this point, I think that it has required me totally.  I think we’re reaching a 

point that I am not as critical to it.  The board is all into it, engaged.  My goal has 

been that by getting the board engagement that if we’re not able to have an 

internal successor, that whoever is brought in, maybe they don’t have the Lean 

background, but they better have the attitude of learning and wanting to continue 

this.  I want it to be so deep-rooted that you can’t sway it.  

Local organizational context was also a factor for sustainability, and it played out 

at both the CEO and board levels.  System CEOs in adopting Lean set the Lean agenda 

for all entities in the organization; CEOs who were part of a system did not have that 

ability and were required to navigate more organizational complexity in pursuing a Lean 

culture.  The magnitude of difficulty in pursuing a Lean transformation increased when 

one hospital traveled the Lean journey separately from the whole system.  Ben 

represented this scenario and voiced his thoughts about the Lean efforts he and his 

leadership team expended to advance a Lean culture independently of the system.  In the 

end, there remained a dependency on the CEO role, making the future of Lean in this 

organization vulnerable.  Ben described the situation as follows:  

I would say sadly almost all of it [is dependent on me].  Although I think I 

shouldn’t say that.  That’s so egocentric.  Our situation is unique because we’re 

part of a larger enterprise.  The larger enterprise doesn’t necessarily object to us 

going full bore into Lean.  It doesn’t always appreciate what it needs.  Our owner 

is very successful, and they use very much a project approach to quality 

improvement.  Sometimes, that just undermines what we’re trying to do, not 

intentionally . . . for me, [senior leader, and] our other key leaders to be able to 
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interface between what we’re trying to do and what may unwittingly come down 

from the enterprise that undermines what we’re trying to do.  That’s right now a 

pretty constant task.  If I retired and the next CEO really didn’t think this was all 

that important, it couldn't last.  It just couldn’t.  

CEOs of independent organizations were similar to the system CEOs in terms of 

the decision to establish Lean as an organizational framework.  A Lean transformation 

required organizational resources and, depending on the approach the CEOs used for 

training, development, and advancement of Lean, these resources could be substantial.  

CEOs were the key organizational role positioned to champion revolutionary change, 

such as Lean, with their boards.  Critical decisions, such as a choice to undergo a Lean 

transformation, would not be presented to a board if the CEO did not support the work.  

Absent CEO engagement, Lean efforts were highly susceptible to failure.  Adam offered 

his perspective on what would have happened if he had not championed Lean and how he 

advocated for Lean with his board.  

Nothing.  I mean literally nothing . . .  What I try to get, for example, money 

allocation.  If the CEO isn’t totally sold on something, how possibly could it get 

through the budget process?  Because every year my board, even after seeing the 

results, they would still challenge me on the budget for that.  You know what I’d 

say to them, Rachelle?  I’d say, “You know, it’s funny you guys don’t talk about 

the light bill.”  You’re like, “What?”  I said, “You’re not asking me to cut the 

power bill, are you?”  You’re like, “Cut the lights off?  No.”  I said, “Why are you 

telling me to cut improvement?  This is as important to this organization as the 

power is.”  Basically that became kind of a mantra of mine, and I lift it.  Well, 
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nobody else could have done that.  The medical director couldn’t have, nobody 

else.  

Gwen faced a similar experience related to the whole organization.  Her initial thought 

that she could make a decision to pursue Lean turned into the realization that adopting 

Lean required her specific support and direct leadership.  All of the CEOs encountered 

similar experiences as they reflected on the idea of a Lean transformation, their role as a 

CEO, and how reliant each of these organizational facets is upon the other for long-term 

sustainability.  Gwen observed,  

The impact on me has been that I’ve learned that I had to push it more than I 

thought I would in order to sustain it.  This is not something you say, like [with] a 

building or entering a new market, “Okay, we want to enter that new market.  

Okay, team, go do it.”  It doesn’t work that way, and that has been an impact that 

I recognized.  I had to lead the effort.  I had to constantly be in front of it and be 

the face of it and not allow it to backslide.  

The authority with which all of the CEOs spoke on the topic of sustainability 

came from personal experience and knowledge of the role and position of a healthcare 

CEO.  The experiences of these CEOs, regardless of any personal or organizational 

demographics, supported the conclusions found in the literature indicating that the CEO 

must be responsible for leading a Lean transformation (Byrne, 2013; Stoller, 2015).  

Daniel expressed what he believed would happen in different CEO engagement 

scenarios.  

If the CEO is a supporter and an active supporter, I think it’s a great accelerator 

and a sustainer.  I think if the CEO is neutral, meaning he’s neither a supporter 
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nor a detractor, then it’ll hobble along, but what happens is you get conflict 

between areas and there’s no way to resolve it, because there’s no person saying, 

“No, we must,” or “We should” or “We shall”. . . .  I’ve neither been benign nor a 

detractor so it’s hard for me to know what that would be like.  The most 

devastating of all, of course, would be those who are [taking the route of] active 

neglect, meaning, “I don’t really believe in this, I’m just tolerating it,” or outright 

disagreement.  

The CEOs were mindful of the risk and the vulnerability for their organizations 

that was inherent in a Lean transformation.  Additionally, they were aware of how 

quickly a change in the CEO role could erase years of transformational effort.  The 

participants knew a Lean culture required daily tending and nurturing to take root and 

grow.  Very few healthcare organizations are known to have more than 15 years of 

experience implementing Lean as a full-system approach.  Given the difficulty of 

implementing Lean articulated by the CEOs in this study, sustained leadership was 

needed to protect the Lean transformation until sufficient time and experience were 

ingrained into the organizations’ cultures to allow them to continue with the system even 

without strong Lean leaders.  Daniel reflected on the death of Lean that took place in one 

organization when a new CEO was hired.  

I read something recently. . . . it was someplace in the Northeast where a new 

CEO was hired and the person probably announced that they were doing away 

with all of the Lean stuff and everything, but you can imagine then.  Some people 

would cheer, “Good, we’re not going to do this anymore,” and some people 

would be devastated, and some people might start looking for a job.  
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A CEO’s tenure in healthcare is quite short when measured in Lean 

transformation years.  The average turnover rate of healthcare CEOs was 20% in 2013 

and 18% in 2014 (“Hospital CEO Turnover” 2016).  A poll conducted by Becker’s 

Hospital Review in 2013 noted that the average hospital CEO tenure was 3.5 years and 

that 56% of the turnovers were involuntary (“10 Statistics on CEO Turnover, 

Recruitment,” 2013).  CEO instability may make a Lean transformation risky, given the 

intensity and involvement required of the CEO.  For that reason, the CEOs had to 

consider how best to position the organization through succession planning to ensure that 

Lean would have long-term sustainability and CEO support.  During the site visit at 

Ben’s organization, Ben observed that CEOs need to help facilitate leadership 

development further down in the organization for purposes of succession planning.  He 

suggested that this process was critical if Lean was to take root in an organization.  

Developing a leadership seedbed was something that needed to start in the present so that 

the individuals would be prepared to assume leadership roles and carry forward the Lean 

culture.  Ben asserted that the next two levels of leadership in his organization were their 

hope for the future.  

I think we’re a generation of leaders away from saying that would definitely 

happen.  I think the successful Lean transformation has to survive at least two 

leadership transitions.  Ours is surviving one half of a leadership transformation.  

Leadership commitment was a second factor in sustainability and was intertwined 

with the concept of succession planning, as well as with ongoing coaching and 

development of other leaders in the organization.  Four of the CEOs joined organizations 

that had been pursuing Lean, although local contextual factors influenced how deeply the 
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work was embedded in the organization.  However, the CEOs concurred in stating that 

leaders beyond the CEO needed to be committed to Lean if the system were to sustain 

through a CEO transition.  

Leadership commitment.  Leadership engagement and support across the 

organizations were essential for the long-term sustainability of the Lean transformation 

efforts.  This study focused on the specific role of the CEO in this process; however, I 

found it interesting that all of the CEOs used the pronoun “we” consistently when talking 

about the work of Lean leadership.  In fact, I found it challenging at times to get them to 

talk about their personal leadership related to Lean.  The CEOs clearly viewed the work 

of Lean leadership as a team effort and were heavily involved in the development of 

leaders in their organizations.  They knew that a Lean transformation required the support 

of all leaders in the organization.  More precisely, they noted that leadership commitment 

was essential and that the CEO must be directly involved in cultivating that commitment.  

The level of leadership commitment was not directly assessed as part of this study; 

however, the CEOs provided insights into using the ongoing work of developing leaders 

to ensure the sustainability of Lean.  Variations were a function of time and experience, 

but, as was the case with other aspects of Lean, the CEOs could not move on from this 

work; leadership development was a fundamental CEO priority in a Lean system.  Claire 

commented on the importance of leadership commitment as well as on its fragility and 

tenuous nature.  

I think that there is certainly a level that is baked into this organization.  It’s not 

dependent on me, so much.  I have seen organizations do a lot of amazing Lean 

work and then have a change in senior leadership, and I’m amazed at how fast it 
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can just . . . wayside.  I think I’m a little bit two minds of it.  I think it is clearly 

related to buy-in at the senior level.  There’s probably sufficient buy-in here at the 

senior level that isn’t so much dependent on me, but you could . . . if you changed 

over enough positions and didn’t have that consistency, I think you could 

definitely see that.  The person sitting in this role really does have the latitude in a 

lot of ways to choose how they’re leading, how they’re leading their team, what 

the expectations are, how you’re looking at improvement, how we have the no 

layoff philosophy here.  I would definitely say the senior leadership buy-in is 

important.  Not just buy-in, actually—commitment.  

The third party critical to sustainability for a Lean transformation was each 

organization's board of directors.  As the fiduciary party responsible for each 

organization, the board of directors provided the oversight of the CEO and the 

organization.  Board governance was not specifically included in this study either; 

however, board authority supersedes that of the CEO, and ensuring that the board was 

committed to a Lean organizational transformation provided support to the CEOs.  

Board support.  Boards of directors for the participating CEOs were instrumental 

in both pursuing and sustaining a Lean transformation.  This was an area of greater 

difference among the participants relative to board support and involvement in Lean as 

some boards were supportive and some were not.  In four situations, the boards were 

actively engaged and highly supportive of Lean and the transformation efforts.  Two of 

Gwen’s board members directed her to investigate Lean for the organization.  She further 

fostered the board’s support for Lean as she focused on succession planning, as noted 

earlier.  Gwen recognized the synergy all three leadership stakeholders brought to a Lean 
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transformation and each stakeholder’s importance in long-term sustainability.  She 

insisted,  

No matter what, it is going to require the board and the CEO and key members of 

your senior team to continue that [Lean].  

Daniel and Francine had contrasting experiences as system CEOs that may have 

been due to differences in the exposure of their respective boards to Lean.  These 

experiences illustrated diametrically opposing positions that affected the starting point for 

each CEO in his or her Lean organizational transformation.  Daniel’s organization was 

already underway with Lean when he joined as the CEO.  During the process of hiring a 

new CEO, the board was interested in a leader who supported their Lean efforts.  

Daniel’s background, experience, and personal passion for clinical quality aligned with 

Lean.  He had already been developing his knowledge and skills with Lean and was a 

match with the board’s expectations.  He brought new energy, support, and expertise to 

the organization’s Lean efforts and continued to push the transformation deeper 

throughout the organization.  Daniel recalled:  

I think it was a strong preference that they find a leader who was either familiar, 

skilled, or at least willing to learn and not mess up the culture that had been 

developed.  My good fortune was that they didn’t have to worry about that with 

me, because that’s already the way I was and already the way I thought.  It wasn’t 

a big step for me or them.  

Francine, however, faced an entirely different situation with her board.  This 

organization, too, had been pursuing Lean prior to her arrival, although she described the 

approach as tools- and project-based Lean.  Francine reflected that she was clear in her 
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interviews for the CEO position that a Lean approach came with her leadership.  

However, she found out later that the board’s understanding and expectations of Lean did 

not align with her own.  As she began to apply Lean holistically to facilitate a cultural 

transformation, distress in the form of staff dissatisfaction reached the board’s attention.  

The organization had already been suffering financially; however, the board told Francine 

they did not want to change the culture of the organization, and they became distressed 

when they became aware of the disruption caused by Lean efforts.  Francine understood 

the situation better in hindsight.  

I think I accepted at face value that the board and senior leadership understood the 

change.  That was like industrial-strength stupid on my part.  You need to go see, 

and you need to have deep conversations about what the change entails, and you 

need to hear those voices of folks who are dissatisfied, and those who helped 

move through the change, how hard it’s going to be.  I would have an 

organizational assessment done around change readiness before I would start.  I 

don’t think that would deter me, but it would give me a better understanding of 

current conditions.  

Francine was a seasoned Lean leader coming into her first CEO role.  She spoke to the 

importance of establishing the status of organizational readiness for a Lean cultural 

transformation that included the board and leadership team.  In fact, she argued that 

practicing genchi genbutsu as a new CEO would have helped her determine her approach 

to leading the Lean transformation.  Like the other CEOs, she understood the critical 

importance of the respective leadership stakeholders.   
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Claire and Ben provided another example of a scenario in which the CEOs were 

in similar roles but the situation was different.  They were both CEOs of hospitals within 

larger healthcare systems and had to navigate their relationships within the systems as 

they pursued a Lean cultural transformation.  Claire noted that the system board’s 

embracing of Lean enticed her to join the organization and grow into her role as the CEO.  

She remained responsible for identifying Lean resources and delivering on expected 

results.  She said:   

[The organization] made a major investment in [Lean] and a major philosophical 

change, and got the board on board with it to say, “This is how we are going to 

improve healthcare.  This is how we’re going to improve our processes.”  

Ben’s organization was also part of a system, but the system did not adopt Lean across all 

entities.  Ben interacted with an advisory board for his organization that was supportive 

of Lean.  However, Lean did not enjoy the same level of knowledge or support within the 

system, relegating its future to the status of undecided.  Ben provided a compelling 

industry argument that may help boards, CEOs, and other healthcare leaders interested in 

pursuing Lean.  

I do think what’s in our favor is that a lot of healthcare organizations are doing 

Lean.  The ones that are doing it well are [becoming] or will become more 

successful.  If they don’t, then who cares if it goes away.  We have to be more 

successful both from creating a great place to work and from getting results.  We 

have to do both.   

All of the CEOs highlighted the importance of Lean as a cultural transformation 

that would be instrumental in positioning their organizations for success in the 
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challenging environment of healthcare.  They also noted how very difficult the work of a 

Lean transformation is for the CEO, leaders, their boards, and their organizations.  A 

Lean culture is a tenuous, fragile thing and is most vulnerable in the early years of 

adoption and transformation.  Even after more than 10 years, Lean can dissipate quickly 

if it lacks the support of the CEO.  Making sure that key leadership stakeholders, 

particularly the board, the CEO, and the senior leadership team are aligned in 

understanding the purpose of Lean appears to be critical to sustaining and further 

developing a Lean organizational culture.   

Summary 

The three themes and five subthemes found in this study were highly integrated 

and interdependent.  The themes were Lean System, Formation of Lean Healthcare CEO, 

and Organizational Lean Culture Change.  The interrelation diagram (Figure 7) illustrates 

a directional relationship among the respective subthemes, noting that the desired 

outcome—a sustainable Lean cultural transformation—was driven by the adoption of 

Lean as a system.  However, outcomes and drivers still required a catalyst for change, 

which was leadership.  This chapter reviewed each of the themes in depth and provided 

evidence gained from interviews, organizational documents, and researcher observations 

to support the findings.  The findings were presented via a cross-case analysis to illustrate 

similarities and differences among the cases as well as via a meta matrix to illustrate 

support of the study’s research question, subquestion, and propositions.   

The findings provided support for the research question regarding ways in which 

a Lean transformation influences a healthcare CEO’s leadership style and practice.  

Specifically, Lean had a material effect on the process of CEO self-development and 
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influenced the participants’ leadership practices as they led by example.  Lean also 

accommodated all leadership styles, whether defined specifically or as actions and 

behaviors, as long as they aligned with the core philosophy and principles of Lean.  A 

significant commonality was present among the CEOs regarding their approaches to 

learning about Lean, their process of engaging in a Lean transformation, and their 

experiences as a CEO.  Although local context influenced the pace of change and specific 

approaches, the overall experiences encountered by the CEOs were markedly 

comparable.  Personal and organizational demographics differed among the CEOs and 

potentially provided nuanced influences on the Lean experience for each CEO; however, 

they did not result in material differences in the approaches used by the CEOs.   

Evidence from the seven cases also supported the study’s propositions.  The 

CEOs articulated the difference between Lean leadership and traditional Western 

leadership and related their personal experiences of altering, amplifying, or assimilating 

Lean practices into their leadership work.  All of the CEOs used key Lean tools, 

processes, and systems to support and advance the evolution of their leadership practices 

to ensure that they aligned with Lean.  Further, transparency and accountability provided 

via Lean tools and processes informed the CEOs about their own leadership performance.  

Personal reflection on these findings provided insight and guidance as each participant 

continually evaluated his or her performance and made changes to improve key 

leadership practices.  Finally, the compelling case for Lean was the Lean Management 

System, which brought together all of the aspects of culture change, principles, and tools.  

As the CEOs built their respective LMSs and actively used Lean leadership tools and 
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processes, they gained a clearer sense of the pulse of the organization and were better 

able to calibrate the pace of change.   

The respective organizations could advance no further than their CEOs were able 

or willing to go, and the CEOs were likewise dependent on their organization’s ability to 

tolerate change.  Thus, a symbiotic relationship existed between each CEO and his or her 

organization in the context of a Lean transformation, and whether it was positive or 

negative, it was mutually reinforcing.  The CEOs were continually conscious that they 

needed to lead actively to facilitate a Lean cultural transformation.  Further, they 

recognized the importance of developing leadership in the present to sustain Lean into the 

future and were actively involved in deepening knowledge of and support for Lean 

among their boards of directors and among all leaders in their organizations.  
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CHAPTER FIVE: RECOMMENDATIONS AND IMPLICATIONS 

Introduction 

The final chapter of this study provides recommendations that stem from the data 

and study findings.  The recommendations relate to the aim of the study as set out in 

Chapter One.  Additional components addressed in Chapter Five include factors and 

stakeholders to consider, concerns regarding implementation, and implications of the 

study.  The importance of this topic is reflected in the increasing number of healthcare 

CEOs seeking to adopt Lean, and in recognition of how challenging it is to sustain a Lean 

transformation.  Further, the potential of Lean as an integrated systems approach provides 

a valuable framework for healthcare transformation in an era of unprecedented change. 

Healthcare CEOs leading a Lean transformation who were interviewed for this 

study provided insights, hope, and a vision for other CEOs considering the Lean 

framework.  Yet the number of successful Lean transformations is quite low.  A primary 

cause of this poor performance is ineffective leadership, which suggests that further study 

and understanding of the role of leaders, specifically of the CEO, and of leadership in a 

Lean transformation, is necessary.  With this study, I sought to add to the literature on 

Lean leadership transformation among healthcare CEOs undertaking Lean organizational 

transformations.  Chapter Five connects the significance of this study’s findings to 

practical implications for a healthcare CEO as the essential leader and champion of a 

Lean organizational transformation.  Finally, the chapter concludes with reflections for 

future research.  
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Purpose of the Study 

The purpose of conducting this qualitative multiple case study was to describe and 

understand how a Lean organizational transformation influenced the leadership styles and 

practices of healthcare CEOs.  

Aim of the Study 

The aim of this multiple case study was to add to the literature on the process of 

Lean leadership transformation and to use the findings to develop an evidence-based 

Lean leadership formation process for healthcare CEOs.  

Study Recommendations 

Healthcare CEOs interested in pursuing a Lean organizational transformation will 

face a leadership transformation process as well.  The formation and development of 

healthcare CEOs who want to implement Lean takes place in an ongoing, multifaceted 

process that enables the CEOs to learn and confidently apply Lean in service to their 

organizations.  Through this process, CEOs continually grow and develop their abilities 

to transform and lead healthcare organizations in a manner that demonstrates the tenets of 

respect for people and continuous improvement.  Specific intentional interventions 

focused on learning and applying Lean principles and practices help enable and support 

the development of leadership actions and behaviors that are aligned with a Lean culture.   

The Lean leadership formation process involves self-development and engaging 

in evolving learning opportunities, which can include formal and informal programs.  

Building a Lean knowledge base and the corresponding leadership actions, behaviors, 

and practices requires time, patience, and intentional practice.  There is no single Lean 

map or strategy applicable to every healthcare CEO; rather, each CEO must discern the 
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appropriate alignment, timing, and order of interventions for the local context and for his 

or her own Lean leadership development.  However, the findings from this study are 

applicable to all healthcare CEOs and organizations and provide evidence to support the 

recommendations presented.   

Eleven recommendations are presented; however, depending on readiness, 

willingness, and available resources, a CEO may find some more useful, timely, or 

practical than others.  All 11 recommendations are important in a Lean transformation, 

but the timing and order of implementation may vary based on individual CEO 

preference.  The recommendations are identified as either nonnegotiable or highly 

recommended.  The nonnegotiable items are those that a healthcare CEO must pursue to 

achieve a successful and sustainable Lean transformation.  The highly recommended 

items should be given serious consideration because they strengthen and support the 

CEO’s transformation process.  The 11 recommendations are as follows:  

1. The healthcare CEO must make a conscious decision to commit to a Lean 

transformation for the organization and for his or her leadership actions, 

behaviors, and practices.  This commitment requires that the CEO accept 

personal leadership responsibility for leading and championing the Lean 

transformation process.  Further, the decision to pursue a Lean transformation 

requires that the CEO understand that this commitment entails a cultural 

change process based on the tenets of respect for people and continuous 

improvement.  The limited literature available related to the role of CEOs in a 

Lean transformation clearly articulated the importance of the personal 

engagement and leadership of the CEO (Byrne, 2013; Stoller, 2015).  
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Additionally, this study supports the notion that CEO engagement with and 

leadership of Lean is necessary for the success and sustainability of a Lean 

transformation.  This recommendation is nonnegotiable.  

2. The CEO must commit to self-development in a Lean context.  The CEO’s 

self-development plan should build upon exploration of his or her personal 

leadership style and should use Lean tools and practices to establish a baseline 

for development and for a future state of desired performance.  The actions, 

behaviors, and practices of a leader in a Lean context take learning, discipline, 

and time to develop.  Figure 13 provides a sample CEO self-development plan 

using the Lean A3 tool and process.  Self-development, like Lean, requires 

continuous evaluation and improvement.  Implementation of the CEO’s self-

development plan demonstrates and supports Lean learning and leadership 

development aligned with the Lean culture change desired for the 

organization.  Self-development was consistently emphasized as an essential 

accountability of a leader in the contemporary leadership theories.  Greenleaf 

(1977), Senge et al., (2015), Burns (2010), Laloux (2014), and Heifetz and 

Linsky (2002) presented different theories of leadership, all with a common 

call to action for self-development for the leader.  Additionally, Kouzes and 

Posner (2002) asserted that self-development is central to leadership 

development.  This study concurred and supported the need to intentionally 

define and develop a CEO’s leadership actions, behaviors, and practices, 

although in a Lean context.  This recommendation is nonnegotiable.  

 



 

 

Topic: CEO Lean Leadership Transformation  Sponsor: [Name of Sensei] Date:  TBD                         Revision: 1.0 
1. What is the problem? 
• Mounting pressures tax healthcare organizations 

internally & externally: regulatory, 
reimbursement, workforce, care delivery, costs, 
technology, patient demands, etc. 

• Competing forces of constrained resources, 
fragmented complex processes and systems, 
unstable environmental factors result in waste  

• Current healthcare leadership and 
organizational models not sustainable  

4. Gap Analysis 
• CEO readiness to lead Lean transformation 
• Organization readiness for Lean 

transformation 
• Lack of knowledge of work of Lean 

transformation and CEO role in it   

7. Completion Plan 

Phase 1- evaluate decision to pursue Lean 
[insert dates] 
 
Phase 2 – create and implement self-development plan version 1.0  
[insert dates] 
 
Phase 3.0 – ongoing evaluation and improvement of Lean 
leadership learning and development   [insert dates]  

2. Current State 
• CEO decision to pursue a Lean transformation 
• CEO Exposure to quality via oversight of 

accreditation and licensure audits 
• CEO exposure to Lean limited; heard it can help 

reduce costs and improve quality 
• Not sure what role of CEO is in a Lean 

transformation or the expectations  

5. Solutions 
• CEO decision to pursue Lean transformation  
• CEO commitment to lead Lean 

transformation 
• Engage sensei to coach CEO 
• Begin developing Lean leadership 

knowledge and skills – demonstrate Lean 
actions, behaviors, and practices 

• CEO becomes a student of Lean   

8. Confirmed State 
Phase 1  
• Site visits completed  
• Due diligence review of sensei/consultant  
• Decision to pursue Lean confirmed  
Phase 2  
• CEO self-development plan created  
• Coaching time with sensei  
• Evaluation of CEO Lean leadership performance with action 

plans  
Phase 3  
• Evaluate and improve CEO Lean leadership work version 2.0  

3. Future State 
• Leadership and culture that thrives on 

continuous improvement and respect for people 
• Viable organization delivering high quality care 

at affordable cost to satisfied customers 
• Engaged workforce/physicians  

6. Rapid Experiments 
• Go and see other Lean organizations 
• Keep reflections journal 
• Complete personal readiness assessment 
• Apply Lean tools and practices to CEO 

leadership processes (standard work) 
• Develop network of peers with Lean 

transformational experience 
• Develop Lean leaders throughout 

organization  
• Begin development of leader succession 

planning process  

9. Reflections: Insights & Learnings 
 
To be completed by the CEO during the timeframe of the 
respective phase. 
 
Insights and learnings inform the next updated version of 
development.  

Figure 13. A3 Tool Applied to Lean Leadership Self-Development Plan.  This is an illustration of an A3 tool and process for CEO Lean leadership development.  
This sample provides an example of how a CEO might develop a plan for self-development in the Lean context.  The elements included reflect the Lean 
leadership formation process.  Each subsequent version of the plan is an update that incorporates findings from the prior plan and builds on it to advance the Lean 
leadership and development process.  
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3. Engage a sensei to coach and mentor the CEO through the Lean leadership 

learning and development process.  The sensei must be a skilled Lean coach 

and mentor knowledgeable about Lean transformational work.  CEOs are 

challenged to forego their known paradigms of leadership to adopt Lean, 

which can be exceedingly hard to do (Byrne, 2013; Stoller, 2015).  McCall 

(2004) noted that experienced coaches, or senseis, could provide an important 

support and resource during critical phases of leadership development.  This 

study also supports the value of a sensei for the CEO’s personal leadership 

transformation because the sensei is an independent party who can provide 

constructive, direct, and specific feedback.  Receptivity to this feedback is a 

factor in the success of this recommendation.  This recommendation is 

nonnegotiable.  

4. Conduct site visits to exemplar and other Lean organizations to “see Lean” 

firsthand and gain an understanding of Lean principles and practices in action.  

Practicing genchi genbutsu is a fundamental practice of Lean leaders.  Site 

visits should include both healthcare and nonhealthcare (e.g., manufacturing) 

organizations.  The purpose of a site visit is to have the healthcare CEO 

observe Lean principles, tools, and leadership/management systems in action 

so that the CEO can envision how these may manifest in his or her own 

organization.  Further, site visits should become a standard opportunity for 

learning over time to support the development of the CEO and others in the 

organization as they progress along the Lean journey.  Lessons learned by 

CEOs and others in Lean organizations provide important learning and 
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application insights to new adopters of Lean (Byrne, 2013; Stoller, 2015; 

Toussaint, 2013).  This study supports site visits as a highly valuable learning 

opportunity for multiple organizational leaders; however, the CEO is a 

required attendee on a site visit.  This guidance is highly recommended.  

5. Healthcare CEOs interested in pursuing a Lean transformation should become 

students of Lean.  The CEO must lead the way; for that reason, continuous 

learning and practice on the CEO’s part are essential in the transformational 

process.  Significant Lean resources exist that allow healthcare CEOs to read 

and learn about Lean in multiple sectors.  Equally important, however, are 

daily practice and participation in Lean events and processes, which provide 

ideal opportunities to learn, lead, and reflect.  Understanding and application 

go hand in hand with Lean.  Learning without application will do nothing to 

advance a Lean transformation.  This research study supports the importance 

of developing daily practice using Lean leader’s standard work.  Additionally, 

combining daily practice with coaching from a sensei is a powerful approach 

that deepens understanding and develops Lean leadership actions, behaviors, 

and practices.  This guidance is highly recommended.  

6. Develop reflection practices that are applied to Lean leadership transformation 

experiences and performance.  Lean is predicated on continuous learning 

supported by the PDCA model of continuous improvement.  As such, 

reflection is a process that is built-in through the Act step.  Reflection helps 

the CEO determine whether his or her leadership actions, behaviors, and 

practices are a catalyst or a barrier to the Lean transformation process.  In 
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particular, reflections related to the CEO’s leadership in Lean transformation 

provide ongoing lessons as further levels of leaders engage in developing their 

leadership in the Lean context.  Argyris (1991) specifically addressed the need 

for double loop learning, which involves reflection, for professionals.  

Reflection could help lessen the defensiveness a CEO may experience while 

learning Lean and simultaneously leading a Lean transformation.  This study 

also supported the use of reflection as an embedded practice in a Lean 

transformation to support and enable the learning process as it applies to the 

development of Lean leadership actions, behaviors, and practices.  This 

guidance is highly recommended.  

7. Conduct a personal leadership assessment related to change readiness, prior to 

launching Lean as a transformational culture change, to establish a baseline or 

current state.  Healthcare CEOs need to understand that they and their 

organizations must start the transformation process from their current status 

quo.  Unrealistic assessments of personal capacity for change only undermine 

the transformational process.  This research study supports the importance of 

continuous evaluation of the CEO’s personal willingness to change.  Further, 

the organization’s readiness for change is a factor to consider as the CEO and 

the organization mutually calibrate the pace and scope of change.  A Lean 

consultant or sensei is an appropriate party to support the CEO’s self-

assessment and guide the CEO as he or she develops an approach to begin the 

Lean transformation.  This guidance is highly recommended.  
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8. Establish connections and develop a network of peers, both from the 

healthcare sector and from other industry sectors, who have traveled the path 

of Lean transformation.  CEOs may have few confidantes and allies, and 

during a cultural transformation these resources can prove valuable.  A Lean 

cultural transformation process is a significant, extensive, and difficult 

undertaking for a CEO.  This study supports the importance of having other 

CEOs and leaders who have been on the Lean journey as resources.  

Relationships with others who understand the Lean transformation experience 

provide needed support and ready resources when questions or issues arise.  

This guidance is highly recommended.  

9. Define core CEO leadership processes and apply Lean tools and practices to 

establish standard work and to begin practicing the actions and behaviors of 

Lean leadership personally.  M. L. Emiliani (2008) noted that leadership 

processes provide ideal opportunities for leaders to apply and learn Lean 

principles, tools, and processes.  Examples of Lean leadership processes from 

this study include rounding and taking gemba walks with intention, coaching 

and mentoring other leaders, evaluating management meetings for value and 

waste, establishing organizational Lean principles, and using leader’s standard 

work.  Applying Lean to a CEO’s leadership processes facilitates 

development and demonstration of the principles of Lean and of Lean 

leadership competencies.  Like M. L. Emiliani (2008), this study supports the 

concept that establishing standard work for CEO leadership processes is the 

foundation on which improvement can be built.  Improvement requires that 
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data regarding these processes be collected and that the CEO commit to 

continually evaluating and improving them.  This guidance is highly 

recommended.  

10. Establish the development of Lean leadership actions, behaviors, and practices 

as a priority throughout the organization and at all levels with the launch of a 

Lean transformation.  Although the CEO must lead the Lean cultural 

transformation, Lean leadership is an essential competency that must be 

present throughout an organization (Liker & Convis, 2012; Stewart & Raman, 

2007).  Further, Kotter (1995) emphasized that expanding the number of key 

leaders in an organization involved in a transformation effort can improve its 

potential for success.  The findings of this study also support the notion that 

leadership at all levels is essential to the success and sustainability of Lean.  

This guidance is highly recommended.  

11. Commit to developing a robust leadership succession plan that includes the 

board and all leaders within the organization to ensure the long-term 

sustainability of a Lean culture that is based on respect for people and 

continuous improvement.  Sustainability of Lean in healthcare is a significant 

issue, and success in this realm depends on ensuring that Lean survives 

multiple generations of leadership.  Succession planning requires intentional 

planning and training within the organization and aligned agreement with 

board members regarding the value of Lean (Byrne, 2013; Liker & Convis, 

2012; Stoller, 2015; Toussaint, 2013).  Moreover, this study supports the 

importance of considering succession planning early in the Lean 
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transformation process to ensure the development of next generation leaders, 

which takes time.  This guidance is highly recommended.  

Factors and Stakeholders Related to the Recommendations 

The recommendations are presented as though the CEO and others in a healthcare 

organization have limited or no prior knowledge or experience with Lean.  Additionally, 

although a Lean transformation entails many stakeholders, for the purposes of this study, 

the CEO was the central role of interest.  The CEO role holds the organizational title, 

position, authority, and power to make the determination to pursue a Lean 

transformation.  Further, based on this study’s findings, the CEO must lead the way and 

champion the effort.  Anything less is a setup for failure.  Depending on a CEO’s 

knowledge and experience with Lean, he or she may face the most significant barrier to 

change: himself or herself.  For the CEO to lead a transformation to a paradigm about 

which he or she initially has little or no knowledge is a formidable challenge.   

A second important stakeholder group related to the recommendations comprises 

all other organizational leaders.  These leaders include senior leaders, middle 

management, board members, and potentially other leaders in the organization.  The CEO 

may initiate the Lean transformation and attempt to stay ahead of the learning curve; 

however, engaging other leaders at the outset is important, as they too must learn Lean 

and align their leadership actions, behaviors, and practices with this new paradigm.  Lean 

will challenge every leadership and organizational process and system.  Changing 

existing leadership actions and behaviors throughout an organization is a daunting 

undertaking, although it is no less difficult than creating a new organizational culture.  

The new Lean culture is dependent upon these leadership changes and cannot develop 
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unless the leaders create an environment that is conducive to engendering a Lean culture.  

As the CEO and other leaders gain personal insights regarding their struggles with 

change, they may gain empathy about the challenges concerning change in the context of 

a Lean transformation experienced by those whom they lead.  Time, patience, 

perseverance, an open mind, and a long-term commitment can help temper the challenges 

of change inherent in a Lean transformation.  

Policy Influencing the Recommendations 

The CEO must create one new organizational policy with the launch of a Lean 

transformation that relates to the first recommendation.  Creating a no-layoff policy is an 

important action that sends a distinct signal to everyone in the organization that Lean is 

not about cutting jobs.  Absent this policy, misinformation or misunderstandings 

suggesting that Lean is a cost-savings initiative are likely to engender anxiety and 

undermine the cultural change desired.  Enacting and supporting a no-layoff policy 

related to Lean is a powerful and substantial commitment that tells everyone in the 

organization that they are valued and needed as the transformation unfolds.   

Potential Barriers and Obstacles 

The first and most important potential barrier related to the recommendations is 

the personal resolve of the healthcare CEO to lead a Lean transformation of both himself 

or herself and the organization.  Personally grasping the magnitude of change in both 

breadth and depth is a challenge; however, remaining open to the need to learn, apply, 

evaluate, and improve leadership processes and practices may help the CEO to manage 

the tension of personal change.  
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Further, current personal and organizational processes, systems, and culture are 

likely to be potential barriers and enormous obstacles to the Lean transformation process.  

However, the current paradigm is exactly what the CEO seeks to change, and therefore he 

or she needs to set the expectation that the organization will be pursuing a Lean 

transformation and then demonstrate this commitment through personal engagement and 

transparency via Lean leadership actions, behaviors, and practices.  Even when this 

transition is awkward, clumsy, or cumbersome, the CEO needs to exemplify that no role 

or position is exempt from the expectation or the process of change, especially the CEO.  

The healthcare CEO must also continuously and passionately communicate a sense of 

urgency and the “why” for a Lean transformation.  

Budget Issues Related to the Recommendations  

Potential budget considerations related to the recommendations involve specific 

support resources for coaching and mentoring the healthcare CEO; costs associated with 

site visits to Lean organizations; and other costs, depending on the approaches taken to 

engage with Lean.  Costs associated with engaging a personal or organizational sensei 

can vary based on length of time, professional rates, level of expertise, and method of 

engagement, such as retainer, hourly rate, multiyear commitment, and so forth.  However, 

skilled and knowledgeable Lean resources and support are essential for success.  One 

method for leveraging dollars is to combine the role of an organizational Lean consultant 

and that of the CEO’s sensei.  The cost of a Lean consultant will depend on the scope of 

the engagement; however, regardless of how this support is designed, this resource is 

important during the initial years of a Lean transformation.  
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Other costs associated with CEO Lean leadership development include travel and 

fees for conducting site visits to organizations on the Lean journey.  Some sites charge a 

fee per person or group, and others have no fee.  Site visit format may be customizable to 

allow for varying levels of knowledge or access to different experts such as CEOs, Lean 

trainers or experts, and frontline staff.  Consideration should be given to including other 

leaders in site visits to spread the learning opportunity.  Further, the healthcare CEO 

should not consider one visit as offering a full understanding of Lean; rather, 

transformation plans should incorporate travel to Lean sites over time as learning 

progresses and new insights are sought.  In addition, the CEO may want to join an 

affinity group or a Lean support organization to network with others.  Some of these 

groups require only an investment of time, whereas others charge a membership fee.   

Adopting Lean as an organizational transformation strategy will require that 

everyone in the organization invest resources and time.  Although this study focused on 

the CEO’s learning and development process, it was conducted in the context of 

organizational work and thus, budget implications apply to the larger organizational 

context.  The potential budget amount will vary depending on the approach used, the size 

of the organization, and whether internal people are developed or an external consultant 

is used to guide the organization.  To offset some of the costs associated with a Lean 

transformation, the CEO and others could evaluate use of current organizational 

resources and redeploy some of those resources to Lean training.  For example, the time 

people spend in meetings with poor agendas, poor attendance, no outcomes, lingering 

unresolved issues, and so forth can be spent learning Lean principles, tools, and the 

management system.  The cost of becoming a Lean organization needs to be weighed 
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against the cost of not becoming a Lean organization.  This is a more important matter 

than simply a budget line item.  

Other Issues or Stakeholders Related to the Recommendations 

CEOs report to a board, whereupon the board’s knowledge of, understanding of, 

and engagement in the Lean transformation is important.  Specifically, engaging the 

governing board is critical relative to expanding leadership development and succession 

planning.  Governing boards have a vested interest in the pursuit of Lean vis-à-vis the 

CEO they choose to lead an organization.  Further, board members should be involved 

from the beginning, because the CEO is likely to need support in the culture change 

process.  Lean is daunting work that can be unsettling for all parties involved.  Staff, 

physicians, community members, and others can bypass a CEO and seek out board 

members when they feel overwhelmed by change.  Board members need to be equipped 

to handle such encounters.  Further, an array of governance bodies and structures exist in 

healthcare today, including system boards, advisory boards, independent governing 

boards, and elected boards.  If multiple boards are involved, as in the case of healthcare 

systems, gaining alignment is important to the sustainability of a Lean organizational 

culture.  Site visits would be an excellent opportunity to engage board members in 

learning about Lean.  

Change Theory 

Change theories permeate a Lean transformation similarly to the way in which 

leadership theories integrate with a Lean transformation.  Specific elements of change 

theory include leadership involvement, consideration of evolutionary and revolutionary 

changes, identification of and response to barriers to change, diffusion of change, 
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evaluation of breadth versus depth of change, and organizational alignment.  All of these 

elements manifest in a Lean transformation given that the philosophy of continuous 

improvement and respect for people affects every system and process as well as the 

people.  Whether the CEO adopts a specific change theory model or takes elements of 

multiple models to support the change process, he or she must realize that Lean 

stimulates change and will pervade the entire organization.  Ensuring that adequate 

resources are available to support a full-scale organizational transformation is within a 

CEO’s purview.   

Lean, as a transformational framework, has great flexibility and welcomes any 

change theory model that is in alignment with the principles of Lean.  Healthcare CEOs 

can assess their respective cultures, with the assistance of Lean experts, to identify how to 

approach the change process.  Integrating organizational development approaches can 

also support the change process.  Additionally, the use of Lean tools and processes to 

enable and facilitate change provides a feedback loop to the CEO regarding whether 

identified strategies or approaches are working.  No different from any other process, the 

change process can benefit from the application of Lean tools and processes in efforts to 

evaluate and improve its effectiveness.  

Implementation of the Recommendations 

The CEO participants in this study had each been involved in Lean 

implementations for more than 10 years.  These CEOs had different backgrounds, 

experiences, content knowledge, and organizational cultures, reflecting the varying status 

of every healthcare CEO.  The CEO must start from his or her beginning by establishing 

a personal baseline from which growth and change can take place.  The recommendations 
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proposed in this dissertation are flexible in practice, in that they accommodate the starting 

point of any healthcare CEO.  The nature of the recommendations requires that the CEO 

make a significant commitment.  Once the CEO makes this commitment, the Lean 

learning process begins, and it continues without end.   

A longitudinal study of Lean leadership would be required to gauge the 

effectiveness of these recommendations, given that a Lean transformation is a long-term 

process; however, such a study involves a different design and the potential for future 

research.  All of the study participants reported that their personal Lean leadership 

development experiences took place as a continuous process over years and suggested 

this is the work of a career.  However, learning and development take place over time, 

and the self-development plan using the Lean A3 tool provides an effective means for 

evaluating each stage of learning based on the defined actions and measures established 

by the CEO.  Specific recommendations, for example keeping a reflections journal or 

going on a site visit, can be included in the self-development plan, thereby integrating 

implementation and evaluation of the respective recommendations.  As an added 

evaluation step, the sensei may act as the CEO’s accountability partner and may review 

progress of the self-development plan.   

The Leader’s Role in Implementing Recommendations  

Implementation of this study’s recommendations centers on the decision of the 

CEO to pursue a Lean transformation.  A CEO has the authority and the power to make 

the decision to pursue Lean; however, the CEO must be clear about the purpose of this 

decision.  Pursuit of Lean for anything less than a cultural transformation will result in a 

tool- or project-based experiment that is unlikely to sustain.  It would behoove the CEO 
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to give considerable thought to why he or she is considering Lean, the implications for 

him or her specifically regarding leadership practices and expected engagement, and how 

to engage and develop all levels of leadership and management in the transformational 

process.  By design, continuous evaluation is part of a Lean transformation process that 

provides a CEO with ongoing feedback regarding all aspects of the change process.  

However, of primary concern in a Lean transformation is the work of the CEO as the role 

model for navigating personal change and engagement in Lean actions, behaviors, and 

practices.  This study’s recommendations support continuous evaluation and 

improvement of Lean leadership with advancing levels of performance.  Personal 

engagement of the CEO with Lean is the first and most powerful step in a Lean 

transformation.   

Additionally, the CEO should be both aware of and prepared for the potential 

distress that a Lean transformation will cause throughout the organization.  CEO 

demonstration of personal engagement with Lean and the change process illustrates to all 

stakeholders that Lean is important to the organization and that the CEO is facing the 

same experience of distress.  Role modeling change sends a strong signal of support to all 

stakeholders.  In addition, if the board of a healthcare organization does not support or 

understand Lean as an organizational transformation approach, the healthcare CEO could 

face significant challenges implementing the recommendations.  Thus, the CEO will want 

to engage the board in the discussion of a Lean transformation and help lead them 

through the transformation process.  
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Building Support for Recommendations 

The most important factor for support of the recommendations is both the easiest 

and the most difficult to secure: CEO support.  This study focused specifically on the role 

of the healthcare CEO because the CEO’s support improves the probability of the success 

and sustainability of a Lean transformation.  Research supported the finding that the 

absence of CEO support undermines a Lean transformation.  Healthcare CEOs interested 

in pursuing a Lean transformation may want to engage with several of the 

recommendations to gain an understanding of what a Lean transformation entails prior to 

making a full commitment.  Site visits, studying Lean, and connecting with CEOs who 

are leading Lean organizations can all provide meaningful exposure to Lean.  Ultimately, 

the CEO needs to reflect on why he or she is interested in pursuing Lean and whether he 

or she is personally willing to engage in this work.  Once made, the CEO’s commitment 

to Lean signals the importance of a Lean transformation to everyone in the organization 

and positions the Lean transformation for success.   

Healthcare CEOs may also want to evaluate how Lean can help meet the 

challenges of the changing healthcare environment.  Lean must be grasped as a new 

cultural paradigm that requires sustained efforts to build and embed new capabilities 

throughout the organization, rather than as a cost-savings initiative.  The CEO’s 

acceptance of Lean as a framework for transformation positions other organizational 

leaders and staff to accept Lean as a new organizational paradigm based on continuous 

improvement and respect for people.  This support helps mitigate the resistance that will 

arise in stakeholder groups as they navigate through the change process to become a Lean 

organization.  



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 248 

Additional Considerations for Implementation and Assessment  

A unique aspect of a Lean healthcare transformation is that very few experienced 

and knowledgeable individuals have combined expertise of both Lean and healthcare.  

Further, these resources are not likely to exist internal to a healthcare organization, at 

least initially.  As a CEO considers engaging with a consultant or a sensei as a key 

resource, significant due diligence in the selection process must be applied to ensure that 

limited resources are not wasted.  Initiating a Lean transformation is primarily dependent 

on learning new ways of thinking, working, and leading.  These new actions, behaviors, 

and practices will take time and energy, and the CEO will want to be realistic regarding 

learning and sustaining these new leadership changes with the support of a trusted sensei.  

Accepting that Lean is a career or lifelong journey will help the CEO to position the 

transformational work in the appropriate context of learning and development.  

External Implications for the Organization 

Healthcare CEOs are leading increasingly complex organizations in an escalating 

unstable environment.  Patient safety and organizational viability remain top priorities; 

however, current paradigms of leadership may be limiting factors for healthcare CEOs 

who are facing huge challenges and competing demands presented by a host of 

stakeholders.  The growing adoption of Lean in healthcare as a response to these 

adversities may be a sign of readiness for transformational change.  The research 

indicated that Lean was the only holistic framework known to include a fully integrated 

philosophy, tools, and leadership/management system.  As noted in the research, if Lean 

is not successful, no one will care and it will fade away.  However, as more organizations 

achieve success using Lean, other healthcare CEOs may be more open to learning and 
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adopting Lean as a transformational framework.  Healthcare and non-healthcare CEOs 

and organizations pursuing Lean can provide insights, lessons, support, and reality-based 

experiences to help healthcare CEOs be successful with Lean.   

Another key consideration for healthcare CEOs is that transformation work is 

disruptive as current processes and systems are evaluated and improved.  The change 

process can be difficult for many stakeholder groups, including staff, physicians, patients, 

and board members.  The distress felt by any of these stakeholder groups may manifest in 

staff turnover, complaints, poor results initially, and a gravitational pull toward old 

comfortable processes.  The CEO must persevere through these challenges without 

undermining the Lean transformational work.  Moreover, the CEO and the board 

members must be aware of the fragile nature of a Lean transformation during the early 

years of its deployment.  The departure of the CEO too early in the transformation 

process could trigger a complete halt to a Lean cultural shift.  Finally, the healthcare 

industry poses issues of misaligned incentives that potentially hamper adoption of Lean 

as a transformational framework.  Specifically, as a healthcare organization experiences 

greater success in improving performance, the rewards of doing so may not accrue to the 

organization.  Rather, insurance companies or state and federal agencies may be the 

financial beneficiaries.  This specific consideration is related only to the first 

recommendation, the decision to pursue Lean, and CEOs may be unwilling to give up 

financial benefits in the short term for the longer-term rewards of creating an 

organization driven by the goals of continuous improvement and respect for people.  



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 250 

Evaluation and Timeline for Implementation and Assessment 

The timeline for implementation and assessment of the proposed 

recommendations will be highly variable and dependent on the respective CEOs.  CEOs 

who resonate with the philosophy and systems approach of Lean may experience greater 

alignment and have an enhanced ability to overcome personal barriers.  The relationship 

of the CEO to the sensei may also factor into the timeline.  The focus, nature, and time 

needed for a CEO’s leadership change process during a Lean transformation should not 

be underestimated.  Application of the PDCA approach to personal leadership 

transformation provides the necessary feedback loop for reflection and improvement.  

The iterative nature of continuous improvement applied to CEO Lean leadership 

development provides the mechanism for ongoing evaluation and improvement at a pace 

that the CEO defines and can tolerate.  

Additionally, local context is important and must be considered as part of the 

implementation and assessment process.  Initial goals and measures of leadership 

transformation provide a targeted state (i.e., result), and once it is reached, the entire 

process begins anew with a higher level of learning and new goals and measures of 

performance.  Lean learning and leadership applications are perpetual processes that are 

developmental in nature.  Framing Lean as a journey intended to facilitate leadership and 

organizational development requires the presence of a model in which the Lean 

transformation is continually re-evaluated.   
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Implications 

Practical Implications 

The influence of a Lean transformation on healthcare CEOs was an important 

topic to study, given that an increasing number of CEOs commit significant resources to 

pursue a Lean transformation only to experience failure.  Short-term gains made using 

Lean projects are offset by a lack of sustainability.  However, Lean has the potential to 

provide a valuable integrated systems approach to the challenges healthcare CEOs face 

today.  This study focused on adding to the literature on Lean leadership transformation 

in healthcare experienced by CEOs who are undertaking a Lean organizational 

transformation.  Key insights from this study included the following: CEO leadership 

must be present if a Lean transformation is to be successful; Lean is a journey; Lean is 

conceptually easy but very difficult to do; Lean is the only known holistic framework that 

includes a philosophy, tools, and a management system; and Lean advocates leading 

people and managing processes.   

The significance of this study was to inform healthcare CEOs interested in a Lean 

organizational transformation that Lean is a viable approach; however, the direct 

involvement and support of the CEO is required.  This finding supported the findings of 

other studies that espoused the importance of leadership for a successful Lean 

transformation.  Participants in this study were CEOs in the midst of Lean 

transformational work, and they reported being convinced that Lean holds great promise 

for the healthcare industry.  As more healthcare organizations adopt the holistic 

framework and demonstrate results, others will seek to learn and embrace Lean.   
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Implications for Future Research 

Significantly more research regarding Lean in healthcare, and particularly the role 

of leaders and leadership, is needed.  The literature clearly defined the role of leadership 

as critical to the success and sustainability of a Lean transformation, yet little research 

exists on this topic in any industry.  This study supports the importance of the CEO role 

specifically, in a Lean transformation; however, the entire leadership system of Lean is 

inclusive of many levels of leaders and aligned work.  Additional research is needed 

regarding other leadership roles of interest, including senior leaders, board members, and 

middle management roles.  Further, the Lean leadership system itself would be a valuable 

topic of study to facilitate understanding of the relationships and alignment among the 

respective leadership roles in a Lean context.   

Another recommendation for future research is to conduct a longitudinal study of 

a Lean transformation to gain understanding of the developmental phases of CEOs and 

other leaders who are learning and embedding Lean principles, tools, and management 

system throughout a healthcare organization.  This is of particular interest because Lean 

is not a quick-fix approach, whereupon time is a factor of success.  Further, based on the 

average tenure of a healthcare CEO, it is important for a CEO and a board to consider the 

implications of factors, such as a CEO’s retirement or departure, on the long-term 

sustainability of a Lean culture.  

Finally, a mixed methods study design could include organizational results in 

tandem with a Lean transformation to evaluate organizational measures of interest such 

as quality of care, satisfaction, or financial performance.  These measures could augment 

the argument for support of Lean in healthcare.  Other quantitative measures, such as 
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leadership engagement, staff engagement, or management turnover, might provide 

additional insights regarding the role of leaders and leadership in a Lean transformation.  

Analysis of relationships among leaders at multiple levels would be valuable to help 

leaders, from the CEO to other levels, gain insights about the effectiveness of their 

leadership in a Lean culture.  

Implications for Leadership Theory and Practice 

This study added to the literature on Lean leadership in healthcare, specifically 

that related to the role of the CEO.  The results of this study support shifting away from 

traditional Western leadership theories toward contemporary leadership theories, 

particularly in the context of addressing the complexity of the organizational pressures 

affecting healthcare organizations today.  Commonalities among contemporary 

leadership theories and Lean leadership include a focus on self-development, the need for 

personal leadership reflection, an emphasis on building relationships among all 

stakeholders, and adherence to foundational principles upon which leaders and 

organizations may build a sustainable future.  Unique to Lean is the holistic framework 

that includes the critical foundational elements of a philosophy or culture based on 

continuous improvement and respect for people; methods for transformation via tools, 

processes, and defined Lean actions and behaviors; and a leadership/management system 

that integrates the Lean system.  This framework guides the complex interplay of leader, 

followers, and environment as each of these components evolves on the Lean journey. 

The research supported the notion that Lean is inclusive and flexible in that it 

allows the incorporation of most leadership theories, as long as the theory aligns with the 

core tenets of Lean.  Thus, a CEO does not have to change his or her leadership style per 
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se; rather, the focus of leadership transformation is on changing the actions, behaviors, 

and practices of the CEO to align them with Lean.  The core tenets of Lean may seem 

straightforward, but as a leader learns and applies Lean thinking, tools, processes, and 

systems, the magnitude of the need for more learning and development can be 

overwhelming.  A Lean transformation calls upon the individual’s leadership capacity 

and shapes it through the actions, behaviors, and practices associated with Lean.  The 

results of this study demonstrate the promise and potential of Lean through the 

immersion experience of healthcare CEOs leading a Lean transformation and the 

influence of this experience on their personal leadership development. 

The leadership paradigm in a Lean organization is markedly different from the 

leadership paradigms of non-Lean organizations.  A healthcare CEO will need to explore 

his or her personal leadership style, actions, behaviors, and practices to ascertain their 

alignment with Lean.  Lean embraces the leader within each individual but also requires 

personal reflection and a humble attitude.  A Lean transformation by design positions 

everyone in the organization for change; however, the CEO needs to be the first to 

demonstrate a willingness to explore, learn, develop, and challenge his or her personal 

leadership beliefs and values.   

Reflection is an integral practice for all individuals in a Lean organization but is 

particularly important for the healthcare CEO as he or she systematically pursues a Lean 

transformation.  More importantly, understanding that the change process starts with the 

CEO is a critical defining factor of CEOs who are open to leading a Lean transformation.  

Environmental forces on every front in healthcare are challenging leadership and 

organizational paradigms.  Change is no longer a choice but a reality that cannot be 
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ignored.  Further, it is during times of great change that leadership is in great demand; 

however, the nature of the changes faced today call for new leadership approaches, and 

healthcare CEOs who are willing to adopt Lean can meet this need.  The Lean framework 

centers on respect for people combined with continuous improvement.  These tenets are 

expressed through the Lean philosophy, the use of Lean tools, and the Lean 

leadership/management system in such a way that an organization is proactively 

positioned to shape and/or respond to its environment.   

Summary of the Study 

This qualitative multiple case study focused on the leadership transformation of 

healthcare CEOs relative to a Lean organizational transformation.  The CEO role was of 

specific interest due to the influence, authority, responsibility, and power imbued in this 

organizational role.  Interest in pursuing Lean as a transformational framework in 

healthcare is growing rapidly, yet to date the number of successful Lean transformations 

remains disappointingly low.  The literature noted leadership as a cause for this dismal 

performance, yet little knowledge or information about the role of leaders and leadership 

in a Lean transformation or a Lean organization is available.  This study adds to the 

literature on the leadership transformation process for healthcare CEOs pursuing a Lean 

transformation.  Eleven recommendations were presented to help healthcare CEOs 

evaluate their leadership interest, role, and expectations related to the pursuit of a Lean 

transformation.   

Three nonnegotiable recommendations included making a conscious decision to 

commit to, and lead, a Lean transformation for the organization and for the CEO’s own 

leadership practices; committing to leadership self-development in a Lean context; and 
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engaging a sensei to coach and mentor the CEO through the Lean leadership learning and 

development process.  Eight additional recommendations presented require serious 

consideration.  These eight items strengthen the Lean leadership transformation process 

over time.  These recommendations included conducting site visits to exemplar and other 

Lean organizations; becoming a student of Lean; employing systematic reflection 

practices; establishing a realistic baseline for beginning a Lean transformation; 

developing a network of peers; applying Lean to CEO leadership processes; developing 

leaders in the Lean framework throughout the organization; and developing a Lean 

leadership succession plan.  CEOs who cannot embrace the nonnegotiable 

recommendations may want to reflect on their interest in pursuing a Lean transformation.  

The remaining eight recommendations provide flexibility with consideration for available 

resources, readiness for change, timing, and local context.  No defined map or specific 

Lean strategy is applicable to every healthcare organization.  Thus, the CEO must discern 

how he or she wants to approach a Lean transformation and can use these respective 

recommendations to assist himself or herself in the process.   

Implementation of the study’s recommendations focused on developing the 

readiness and willingness of a healthcare CEO to lead a Lean transformation.  As such, 

implementation of the respective recommendations is CEO dependent.  However, Lean 

tools and processes can support the implementation of any or all of the recommendations 

so that a baseline is established, goals are identified, and measures of progress are 

captured.  Application of PDCA to a CEO’s leadership processes provides an ongoing 

evaluation to the CEO of his or her developmental progress.  This approach also 

recognizes that Lean is a journey of learning, growth, and development.  The evaluation 
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process consists of combining leadership process PDCA with reflection practices and 

with coaching and mentoring by the sensei.  As the healthcare environment continues to 

change at a faster pace, the pressure on healthcare CEOs and their leadership increases.  

Lean provides a holistic framework that can be used to support a leadership paradigm 

change that is ideally positioned to meet the challenges of the healthcare industry today.  

Increasingly, healthcare CEOs are turning to Lean as a transformational 

framework that can help them face internal and external environmental pressures and lead 

individuals in their respective organizations through anxiety-provoking change.  Lean has 

the potential to provide a valuable integrated systems approach to address these 

challenges, but it is predicated on strong leadership that aligns with the Lean philosophy, 

tools, and the leadership/management system.  The bottom line is that the Lean 

transformation process starts with the healthcare CEO.  
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Appendix A 

Demographic Data for Multiple Case Study 

Case # 
 
Organizational Demographics 
Age of the Organization:  
Year Organization began Lean: 
# Years Lean organization has pursued Lean: 
 
Gross Revenue: 
� $50M–$150M     
� $150M–$500M  
� $500M–$750M  
� $750M–$1B 
� >$1B 

# FTEs: 
� < 500  
� 501–1000  
� 1001–2000  
� 2001–5000  
� >5000 

 
Bed Size Category: 
� <25 
� 25–99 
� 100–199 
� 200–299 
� 300–399 
� 400–499 
� 500+ 
 

 
Designation: (check all that apply) 
� Not For Profit   
� For Profit    
� Government (state/local) 
� Rural 
� Urban   
� Independent   
� System Owned   
� System Affiliated (network) 

 
Services provided by organization (check all that apply): 
� Inpatient/Outpatient Hospital    
� Ambulatory Clinics/Services   
� Community Based (HH, Hospice, DME, etc.)   
� Post-Acute (LTC, Assisted Living) 
 
Age: 
Gender: 
# Years in healthcare:  
# Years in HC leadership positions: 
# Years in CEO position: 
# Years as CEO for this organization: 
 
Move to CEO position at this 
organization: 
� Internal promotion to position 
� Recruited from outside organization 

# Years of Lean experience: 
In this organization:   
Prior to this organization:   
Total: 
 
Education Level: (check all that apply) 
� BA/BS   
� MA/MHA/MBA/Master’s  
� MD/DO/Ph.D./Ed.D. 
� Other 
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Appendix B 

Participant Letter of Invitation  

Dear Potential Study Participant, 

The purpose of this letter is to request your time and expertise as a participant in a 

research study about CEOs who are implementing Lean.  My name is Rachelle Heising-

Schultz, and I am a doctoral student in the Interdisciplinary Ed.D. in Leadership program 

at Creighton University, located in Omaha, Nebraska.  I am currently pursuing my 

dissertation research to fulfill my doctoral requirements.  

This study seeks to investigate how a Lean organizational transformation 

influences the leadership style and practices of a healthcare CEO.  Parameters for 

inclusion in this study include healthcare organizations that have executed Lean for a 

minimum of 5 years, and whose CEO both initiated the Lean transformation and remains 

in the CEO role.  

Your participation will assist me in examining the leadership transformation 

experience of CEOs through the lens of a Lean organizational transformation.  Research 

to date suggests that leadership is the critical factor in a successful Lean transformation.  

It also states the majority of Lean organizational transformations fail.  The research does 

not differentiate between the role of the CEO and other organizational leaders.  This 

study is focused on the CEO role. 

As a healthcare CEO, you will offer invaluable Lean insights, observations, and 

experience.  By exploring your responses, and those of other healthcare CEOs, this 

research may help other CEOs seeking to pursue Lean understand the leadership 

implications of a Lean transformation.  
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The personal interview will take no more than 60 minutes.  Your interview will be 

audio recorded and transcribed.  The transcribed document will be provided to you to 

review and edit to ensure your comments are accurately captured.  No identifying 

information will be used on the transcript, and the digital recording will be deleted once 

the recording is transcribed.  A shorter follow-up interview may be requested.  Further, a 

site tour and materials or artifacts related to the study will be requested.  This information 

will also be treated with complete confidentiality.  No identifying information will be 

used that links you or your organization to this study.  Aggregate data will be used to 

describe the CEOs and the organizations represented. 

Your participation in this study is voluntary, and you may terminate the interview 

at any time.  There are no known risks associated with participation in this study.  No 

remuneration will be provided for your participation. 

If you have further questions, I can be contacted at 507-450-0279 or via e-mail at 

schultzrachelle@outlook.com.  If you have questions regarding the rights that subjects 

involved in research have, you may contact the Creighton University Institutional Review 

Board at 402-280-2126.  Finally, a Bill of Rights for Research Participants is attached.  

You are entitled to these rights as a participant in this study. 

You may contact me via phone or e-mail regarding your interest in this study.  I 

look forward to hearing from you and setting up a time to conduct the interview and site 

tour.  Thank you for considering participating in this study. 

Sincerely, 

 

Rachelle Heising-Schultz  
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Bill of Rights for Research Participants 

As a participant in a research study, you have the right: 

1. To have enough time to decide whether or not to be in the research study, and to 
make that decision without any pressure from the people who are conducting the 
research.  

2. To refuse to be in the study at all, or to stop participating at any time after you 
begin the study.  

3. To be told what the study is trying to find out, what will happen to you, and what 
you will be asked to do if you are in the study.  

4. To be told about the reasonably foreseeable risks of being in the study.  

5. To be told about the possible benefits of being in the study.  

6. To be told whether there are any costs associated with being in the study and 
whether you will be compensated for participating in the study.  

7. To be told who will have access to information collected about you and how your 
confidentiality will be protected.  

8. To be told whom to contact with questions about the research, about research-
related injury, and about your rights as a research subject.  
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Appendix C 

Interview Protocol: The Influence of a Lean Transformation on 

Healthcare Chief Executive Officers’ Leadership 

 
Time of Interview: 
Date: 
Place: 
Interviewer: Rachelle Heising-Schultz 
Interviewee/Case #: 
 

I am a doctoral student in the Interdisciplinary Ed.D. Program in Leadership at Creighton 
University.  I am studying the leadership transformation process for healthcare CEOs 
involved in an organizational Lean transformation.  I appreciate your participation in my 
research.  All of your comments will remain confidential.  If at any time you would like a 
break, need some clarification, or want to ask me questions, please do not hesitate to let 
me know. 

Consents per invitation letter: Request permission to record the interview.  Note: Share 
that a copy of the transcript will be provided for review on accuracy. 

Purpose statement: The purpose of this qualitative multiple case study is to describe and 
understand how a Lean organizational transformation influences the leadership style and 
practices of healthcare CEOs. 

Research questions: In what ways does a Lean transformation influence a healthcare 
CEO’s leadership style and practice?  How do healthcare CEOs describe their leadership 
transformation experiences amid an organizational Lean transformation? 

(For purposes of this study, Lean leadership is defined as exhibiting the actions, 
behaviors, beliefs, and values aligned with Lean in one’s leadership style and practices.  
Lean leadership transformation is defined as the process by which Lean leadership 
emerges and evolves in a healthcare CEO due to pursuit of an organizational Lean 
transformation. 

Interview Questions: 

1. How did you learn about Lean?  

Probes: 
Why and how did you make the decision to pursue Lean in your organization? 

 
2. Thinking over the past 5 years, what stands out for you? 
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3. Tell me about your leadership as the CEO. 

Probes:  
What do you care about as the CEO?   
How do you deal with being the CEO? 

 
4. What are some of the issues you think about in your role as CEO?  

a. Probes: Loneliness at the top, vulnerabilities, weight of responsibility, need 
for renewal, shadows you cast, transparency of the role? 

 
5. What impact has Lean had on you as the CEO?   

Probes:   
How did you notice this was happening?   
What did you learn about your leadership? About yourself? 

 
I would like to talk with you about your experience with implementation and leading 
your organization’s move toward Lean. 

6. Describe your experience of simultaneously implementing and leading a Lean 
transformation in your organization.  

Probes:  
What reservations, if any, did you have about Lean?   
How does the visibility of Lean leadership influence you? 

 
7. What Lean tools or practices, if any, have you used in your role as CEO?  

a. What tools helped you the most?  How did the use of these tools help you?  
b. How did you learn these tools and practices? 

 
Lean management does not appear out of thin air.  Can you talk a little about your 
first exposure and your network? 

8. Do you have peers, an external network of colleagues, access to Lean healthcare 
leaders, or others outside of your organization on whom you can rely for support?  Do 
you have a Lean role model (sensei)?   
 
For my last set of questions, I would like you to talk about modeling leadership in 
Lean and if it will last after you leave the organization. 

9. How much do you feel Lean in your organization depends on your presence as the 
CEO? 

a. How do you describe Lean success as the CEO? 
 
10. What are the most important lessons you learned from this experience as the CEO? 
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11. Given your experience and knowledge at this time, how would you approach Lean as 

a CEO if you had the opportunity for a “do over”? 
 
 
Qualitative research is open-ended, and looking to what we did not ask.  If there is 
something more you would like to share about what it is like as a healthcare CEO leading 
a Lean transformation that I have not asked, please describe that for me.  Thank you for 
your time and input.  I may need to ask a few more questions of those I interview.  Would 
you be willing to talk with me again?  
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Appendix D 

Multiple Case Study Data Collection Protocol for Artifacts and Documents 

Item/Case 1 2 3 4 
Hoshin Kanri Plan     
Leaders Standard Work     
CEO A3s     
Organizational communications 
(memos, notes, newsletters, etc.) 

    

Calendars – day/week/month     
Reflections captured     
Training materials or attended     
CEO Lean conference materials     
Notes, journals re: Lean     
Leaders Huddle 
Meetings/Standard Work 

    

Obeya Room/Process     
Mission, Vision, Values of Org     
Coaching/Mentoring tools     
Sr. Mgmt Team agendas/minutes     
Medical Staff items re: Lean     
Sensei info     
Board presentations on Lean     
Organizational presentations on 
Lean 

    

Leadership Development 
Plans/Materials 

    

Visible environmental displays 
(e.g. Focus/Huddle boards) 

    

Evidence of CEO visibility      
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Appendix E 

Research Protocol for Conducting a Case Study of  

Lean Healthcare CEOs’ Leadership Transformation 

 
A. Overview of the Case Study 

 
1. Case study problem statement, purpose, aim 
2. Case study research question/subquestion and propositions 
3. Unit of analysis: Case = the process and experiences of a healthcare CEO’s 

leadership transformation during a Lean organizational transformation. 
4. Theoretical framework for the case study; key readings 
5. Role of protocol in guiding case study researcher (standard agenda for 

researcher’s line of inquiry) 
 

B. Data Collection Procedures 
 

1. Data collection plan (type of evidence to be expected, interview CEOs, events to 
be observed, and any other documents to be reviewed on-site) 

a. See demographic data collection tool 
b. See artifacts and documents data collection tool 

2. Expected preparation prior to fieldwork (information to be reviewed and issues to 
cover prior to field work) 

a. Review logistical factors 
b. Set up site visits, interview, tour, other data collection 
c. Acquire approval to take pictures 

 
C. Data Collection Questions  

 
1. Research question and sub-question 

a. Research question: In what ways does a Lean transformation influence a 
healthcare CEO’s leadership style and practice? 

b. Research sub question: How do healthcare CEOs describe their leadership 
transformation experiences amid an organizational Lean transformation? 

2. Five research propositions 
a. P1: Lean healthcare CEO leadership is markedly different from traditional 

CEO leadership.  Lean leadership has distinct behaviors, actions, and 
practices that the CEO must exhibit to lead a Lean organizational 
transformation. 

b. P2: Lean healthcare organizational transformations and CEO leadership 
transformations mutually influence each other.  
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c. P3: CEOs of successful Lean healthcare organizations realize their 
leadership style and practices must align with Lean principles and 
practices.  

d. P4: Lean leadership is a process that can be learned, evaluated, and 
improved.  Development of Lean leadership in healthcare CEOs requires 
daily discipline and on-the-job learning using Lean tools, processes, and 
practices. 

e. P5: Lean healthcare CEOs understand the opportunity of Lean as an 
integrated systems approach to transformation that includes alignment of 
Lean technical tools, culture, and management system. 

3. See interview protocol for questions 
 

D. Guide for the Case Study Report 
 

1. Audience for the report and stylistic preferences for communicating with the 
audience. 

2. Transformation of healthcare CEOs into Lean CEOs. 
3. Process of CEO leadership transformation. 
4. Outcomes of successful transformation.  
5. Healthcare/organizational context and history as it relates to Lean organizational 

and Lean leadership transformation. 
6. Exhibits to be developed, tables, figures, process or protocol for Lean leadership 

development; chronology of development (consistent steps or different steps, 
tools applicable, what worked best, availability, presentation of data aligned with 
propositions and ultimately with the research question and subquestion.  
References to respective documents, quotes, artifacts.  
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Appendix F 

Pilot Interview Protocol 

 
Interview Protocol – Developing and Sustaining Lean Leadership 
Time of Interview: 
Date: 
Place: 
Interviewer: 
Interviewee: 
Position of interviewee: 
 
I am a doctoral student in the Interdisciplinary Ed.D. Program in Leadership at Creighton 
University.  I am studying the leadership transformation process for healthcare leaders 
involved in an organizational Lean transformation.  I appreciate your participation in my 
research through this interview.  All of your comments will remain confidential and 
anonymous.  If at any time you would like a break, need some clarification, or want to 
ask me questions, please do not hesitate to let me know. 
 
Purpose statement: The purpose of this qualitative study is to understand and describe 
best practices in the process of leadership transformation in Lean healthcare 
organizations. 
 
Research question: How do healthcare leaders describe the process of becoming a Lean 
leader? (Lean leadership defined as exhibiting the actions, behaviors, beliefs and values 
aligned with Lean principles, practices, and tools.  Lean leadership transformation is 
defined as the presence of these attributes due to pursuit of an organizational Lean 
transformation.)  
 
Interview Questions: 
 

1. Can you share why and how the decision was made to pursue Lean in your 
organization? 

 
2. How would you describe your leadership approach in your organization? 

 
3. What was your experience as an organizational leader going through a Lean 

implementation? 

What did you learn about leadership and about yourself because of this event? 
What did you personally have to change about your leadership? 
When and how did you realize implementing Lean meant a change in your 
leadership? 
How did you feel about making these changes? 
How did you approach making these changes? 
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4. Can you provide a memorable experience or a time when you recognized you 

transitioned into using Lean leadership versus a traditional leadership approach? 

What was that experience like? 
Describe a time when you tried to utilize Lean leadership and it didn’t work. 
 

5. Can you describe a time when you were frustrated with Lean leadership and how 
you dealt with it? 

 
6. What is easy and what is hard about Lean leadership? 

How would you describe the before-and-after effect of Lean on your leadership? 
 

7. What tools, if any, have you used that helped support or develop your Lean 
leadership? 

What tools helped you the most in your leadership transformation? 
How did the use of these tools help you? 
What process did you use to learn Lean leadership tools and practices? 
 

8. What organizational barriers or supports affected your transformation toward 
Lean leadership? 

How do your staff (followers) respond to your Lean leadership efforts? 
 

9. What do you think are the primary reasons Lean has sustained in your 
organization? 

How do you describe success in your Lean leadership? 
 

10. How did the experience of implementing and leading Lean in your organization 
make you feel? 

What reservations, if any, did you have about Lean? 
How does the visibility of Lean leadership influence you? 
 

11. What are the most important lessons you learned from your transformation as a 
Lean leader? 

 
12. Given your experience and knowledge at this time, how would you approach your 

Lean leadership transformation if you had the opportunity for a “do over”? 
 

13. If there is something more you would like to share about Lean leadership that I 
have not asked, please describe that for me. 

 
 
Thank you for your time and input.   
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Appendix G 

Institutional Review Board Letter 
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Appendix H 

Initial Open Codes 

Initial Open Codes                        Definitions Established Prior to Data Collection 

Accountability Setting expectations and monitoring them to ensure they are met; 
the act of being responsible for defined outcomes. 

Adaptive  Leadership Heifetz model; addresses change process in challenging (adaptive) 
situations when people’s values and beliefs are challenged.  
Build capacity to tolerate change at a pace people can manage 

Alignment Connectivity of goals, actions, and work throughout an 
organization to amplify or leverage processes and systems to 
achieve outcomes.  Line of sight 

Alignment of Lean and 
Leadership 

Align leadership practices, behaviors, actions with Lean 
practices, behaviors, actions 

Barriers to Change Factors that impeded change process 

Challenges to Changing Barriers or difficulties faced by individuals and organizations 
undergoing a change process 

Continuous Improvement Core tenet of Lean; practice of daily improvement toward a 
future-defined state of performance. 

Crucible/Crisis events A critical (negative) organizational event that initiates need for 
immediate change to correct the situation 

Culture Change Process of shifting the fundamental beliefs and values in an 
organizational setting to change the milieu of the organization 

Distributive Leadership Act of spreading and sharing leadership responsibilities 
throughout many organizational levels; requires engagement of 
many in an organization 

Go and See Learning by observing.  Can involve going to other Lean 
organizations or going to where the work is done (e.g. unit, shop 
floor, etc.).  See firsthand 

Hands-On Personal engagement in Lean, action learning, building 
knowledge by doing.  Daily practice and discipline. 

Industrial Leadership See also traditional leadership: comes out of industrial era—hero, 
big man, charismatic, power, control, change the workers, 
authority, workers as tools for a job; management has all the 
answers 

Industry Barriers Those external healthcare industry forces that cause barriers to 
organizational Lean transformation 

Leadership as Process Separates act of leadership from the person; recognizes that 
leadership is a process defining actions, behaviors of person as 
leader 

Leadership Theories or Styles Refers to specific leadership practices related to contemporary or 
emerging leadership styles or theories 

Leadership Transformation Process of changing or evolving one's leadership practices—
actions and behaviors; specifically CEOs 
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Initial Open Codes                        Definitions Established Prior to Data Collection 

Lean as an Integrated System Lean is a systems approach to organizational transformation based 
on integrating Lean tools, management system, and cultural 
philosophy 

Lean CEO Leadership Lean actions and behaviors demonstrated by CEOs including 
visibility, coaching, empowerment of others, hands-on, role 
model, perseverance 

Lean Leadership Exhibiting the actions, behaviors, beliefs, and values aligned with 
Lean including empowerment of others, coaching, visibility, 
humility, gemba walks, role model 

Lean Leadership Behaviors Leader behaviors that include (not limited to) being visible, hands-
on, coach, mentor, transparency, learning, commitment, humble 
inquiry, role model, discipline, and consistency 

Lean Tools Applied to 
Leadership 

Application of Lean tools to the leadership role and functions such 
that evaluation, learning, and improvement of leadership takes 
place 

Learning Lean Leadership Process by which Lean leadership actions, behaviors, practices are 
learned, evaluated, and improved 

Learning Process Means by which CEOs/others take in information, apply its 
meaning, and advance their own understanding 

Mutual Influence of Lean and 
Leadership 

Dynamic process that takes place in the space between the leader 
and the organization that results in changes in both 

Process of Improvement Identification of an opportunity to improve and efforts to apply 
tools, thinking, and leadership that result in change 
(improvement) 

Relational Leadership Emerging theory similar to leadership as process; the social 
interaction and construction of leadership among people.  A co-
creating process 

Resistance Behaviors exhibited by individuals in organization contrary to the 
direction needed; includes push back, redirection, refusal to 
change, etc. 

Respect for People Core tenet of Lean; refers to leadership and organization actions 
and process that relate to people inside and outside of an 
organization (policies, processes, communication, coordination, 
etc.) 

Role Model Individuals who, and actions that, emulate specific behaviors and 
actions that others may aspire to copy or positively respond to 

Self-Awareness Personal recognition and awareness of oneself which is needed to 
enable personal transformation 

Sensei Expert Lean coaches and mentors used by Lean CEOs to guide 
their self-development 

Servant-Leadership As defined by Greenleaf, includes best test.  Most noted for putting 
people first to ensure that their needs are met 

Systematic Intentional, methodical approach 
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Initial Open Codes                        Definitions Established Prior to Data Collection 

Systems Leadership As proposed by Senge/Kania reflects that organizations are 
complex systems that need to be understood and led as such 
with recognition that connectivity and collaboration are 
needed to be successful in the highly complex environments 
that exist today 

Traditional CEO Leadership Leadership actions and behaviors that reflect industrial era 
leadership including command/control, management by 
walking around or management by objective; reinforces the 
concept that leaders have the answers 

Traditional Leadership Theories of leadership that come from the industrial era: Big Man, 
Heroic, Command/Control, charismatic, authoritative, etc.  
Leader or management has the answers 

Transactional Leadership Leadership style noted by Burns found on the opposite end of the 
leadership continuum from transformational leadership.  
Focused on tasks with an exchange (e.g. money) between leader 
and follower. 

Transformational Leadership Leadership style first presented by Burns; focused on getting 
people to reach for purpose greater than themselves; 
aspirational.  On a continuum of leadership with transactional 
leadership at the other end 
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Appendix I 

Final Codes 

Final Open Codes  Definitions 

4 Key Systems Components of Lean system: hoshin kanri/strategy 
deployment, visual management, daily improvement, leader 
standard work.  All components are needed for a Lean 
system 

Accountability Setting expectations and monitoring them to ensure they are 
met; the act of being responsible for defined outcomes 

Adaptive Leadership Heifetz model; addresses change process in challenging 
(adaptive) situations when people's values and beliefs are 
challenged.  Build capacity to tolerate change at a pace 
people can manage 

Advice for Start/Do-over Lessons learned and advice about how to approach Lean 
as an organizational transformation from CEO 
perspective 

Alignment Connectivity of goals, actions, and work throughout an 
organization to amplify or leverage processes and systems to 
achieve outcomes.  Line of sight. 

Alignment of Lean and 
Leadership 

Recognition and movement to align leadership practices, 
behaviors, actions with Lean practices, behaviors, actions 

Alternatives to Lean Options or alternative frameworks CEOs can choose to pursue 
in lieu of Lean for organizational  transformation 

Assessment Process Formal programmatic tools to evaluate an organization 
relative to a standard; Shingo is specifically related to 
Lean, and Malcolm Baldrige is a quality/system 
framework 

Assimilation of Other Knowledge Idea that many theories and practices can be assimilated 
into Lean framework, especially knowledge about human 
interactions 

Barriers to Change Defined or recognized elements blocking organizational or 
personal change 

Board Support Board stakeholder support of CEO for organizational 
transformation 

Boot Camp Intense training for leaders when initiating a Lean 
organizational transformation 

Break Old Leadership Behaviors CEO personal insight that traditional leadership behaviors and 
actions do not align with Lean and the decision to cease 
practicing traditional leadership behaviors 

Build New Systems Creation of new processes and systems to support Lean work 

CEO Support Required Absent this commitment and support, Lean may not 
survive or sustain organizationally 

Challenges of Lean 
Transformation 

Factors noted that arise when leaders and organizations pursue 
Lean transformation 
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Final Open Codes  Definitions 

Challenges of becoming 
Lean CEO 

Personal or organizational factors CEOs face in their 
leadership during the process of a Lean transformation. 

Challenges to Changing The specific barriers or difficulties faced by individuals and 
organizations undergoing a change process. 

Change Management/ 
Organizational Development 

Context within which change is approached in an 
organizational setting; includes approaches to support 
individuals through the change process 

Coaching and Mentoring Key function of the Lean leader role with staff; action and 
behavior of coaching others 

Continuous Improvement Core tenet of Lean; practice of daily improvement toward a 
future defined state of performance. 

Create Empowered Environment Actions taken to allow everyone in an organization to 
participate; creating environment to support and sustain 
Lean transformation 

Crucible/Crisis events A critical (negative) organizational event that initiates need for 
immediate change to correct the situation. 

Culture Change Process of shifting the fundamental beliefs and values in an 
organizational setting to change the milieu of the 
organization. 

Daily Discipline Daily work to achieve a desired state/goal 

Data Driven The disciplined use of data for decision making and problem 
solving in Lean 

Decision of Lean as System of 
Improvement 

Organizational/leadership decision and communication to 
everyone that Lean is the transformation platform to be used 
to improve processes and quality 

Dependency on CEO The requirement of CEO leadership for a Lean transformation 
and to position the initiative for long-term sustainability. 

Dis-incentives in Healthcare Those forces in the healthcare system that create waste or 
are contrary to Lean principles (e.g., regulatory burden) 

Distributive Leadership Act of spreading and sharing leadership responsibilities 
throughout many organizational levels; requires 
engagement of many in an organization 

Double Loop Learning Identified and defined by Argyis; dynamic process of acting, 
reflecting, learning, and changing that advances knowledge; 
active process of learning 

Dynamic System Changing system involving constant process of learning and 
growth; double loop learning (learn and apply learning) 

Engagement of Physicians Critical In healthcare, successful Lean organizations have engaged 
physicians practicing continuous improvement for clinical 
care 

Environmental Influences Internal or external forces that create an impact, which leaders 
and organizations must navigate or respond to 

 

Exemplar Organizations Organizations recognized by others as demonstrating or 
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Final Open Codes  Definitions 
defining the ideal state or qualities 

Experiential Learning Process of hands-on or first-person exposure to 
experience and understand something; helps convey 
value of a lesson directly 

External Resources Engagement of consultants or other external resources to 
support the CEO in Lean transformation 

Fads Short term passing events; passing leadership “programs.”  
Also referred as the flavor of the month 

Failed Leadership Experiments Process improvements undertaken that have failed but 
provided learning opportunities; builds confidence and 
breaks down personal learning barriers 

Flow Movement of things such as information, material, resources, 
people, etc., through an organization 

Formation Process of development 

Go and See Learning by observing.  Can involve going to other Lean 
organizations or going to where the work is done (e.g., unit, 
shop floor, etc.). See firsthand 

Hands-On Personal engagement in Lean, action learning, building 
knowledge by doing Daily practice and discipline 

Hierarchy Organizational structure or alignment primarily for decision-
making and flow of resources 

Humility Quality of an individual in a Lean organization to empower and 
engage others; not overpowering others; being humble 

Industrial Leadership See also traditional leadership: comes out of industrial era—
hero, big man, charismatic, power, control, change the 
workers, authority, workers as tools for a job; management 
has all the answers 

Industry Barriers Those external healthcare industry forces that cause barriers 
to organizational Lean transformation 

Innovation Creative process to continually evolve an organization and 
its people; in a Lean organization, done through the 
continuous improvement process with large and small 
changes 

Intentionality Purpose-driven actions 

Introduction to Lean When and how CEOs were first exposed to Lean—external 
party/organization; manufacturing, healthcare, 
conference, etc. 

Kata Lean term meaning stages of learning that play out in 
layered learning cycles.  Feedback loop via continuous 
improvement and reinforcing forces 

Lack of Healthcare Lean 
Expertise 

As a newer sector pursuing Lean, few Lean experts also have 
healthcare experience 

 

Leaders Standard Work Lean leadership tool used by CEOs (any leader) to hold 
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Final Open Codes  Definitions 
themselves and others accountable; articulates the work 
of the leader 

Leadership as Process Separates act of leadership from the person; recognizes that 
leadership is a process defining actions, behaviors of person 
as leader 

Leadership Commitment Perseverance with Lean transformation in leader (CEO) and the 
organization 

Leadership Theories or Styles References to specific leadership practices related to 
contemporary or emerging leadership styles or theories 

Leadership Transformation Process of changing or evolving one’s leadership practices—
actions and behaviors; specifically CEOs’ 

Lean “Eyes” Stepping out of personal paradigms, seeing things with Lean 
eyes, thinking, and understanding 

Lean as an Integrated System Lean is a systems approach to organizational transformation 
based on integrating Lean tools, management system, and 
cultural philosophy 

Lean CEO Leadership Lean actions and behaviors demonstrated by CEOs 

Lean Is a Journey The experience of Lean as a learning and development path for 
people and organizations over time.  Lean is not a project or a 
time-limited commitment 

Lean Leadership Exhibiting the actions, behaviors, beliefs, and values aligned 
with Lean in one’s leadership style and practices 

Lean Leadership Behaviors Leader behaviors that include (not limited to) being visible, 
hands-on, coach, mentor, transparency, learning, 
commitment, humble inquiry, role model, discipline, and 
consistency 

Lean Leadership Failures Failure to achieve expectations (or sustain change) of a 
Lean transformation; leadership learning opportunities 
to restart 

Lean Leadership Insight Experience of knowing that CEO has related to belief in Lean 
and understanding changing role of the CEO 

Lean Management System Key component of Lean transformation framework 

Lean Thinking Conscious application and use of Lean principles, tools, and 
processes to problem solve and improve 

Lean Tools Applied to Leadership Application of Lean tools to the leadership role and functions 
such that evaluation, learning, and improvement of leadership 
take place 

Lean Training Formal training in Lean principles, tools, processes, and 
systems.  Training is applied or hands-on to begin process of 
understanding Lean thinking 

Learning Environment An organizational environment that is designed and 
created to support daily learning through continuous 
improvement; requires transparency, risk taking, respect 
for people 

Learning Lean Leadership Process by which Lean leadership actions, behaviors, practices 
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Final Open Codes  Definitions 
are learned, evaluated, and improved 

Learning Process Means by which individuals take in information, apply its 
meaning, and advance their own understanding 

Lens of Lean Recognition that different organizational roles carry different 
roles and responsibilities in a Lean organization; right person 
right job [executive, frontline, professional] 

Manage Change Process Actions and insights of CEO to recognize Lean as a cultural 
change process and proactively manage organizational 
change 

Map For Lean Transformation Resource sought by healthcare CEOs for use in planning 
and executing a Lean transformation.  One is not known 
to exist 

Middle Management Level of management between front line and top/executive 
level management; 

Missing Piece Leadership Lean transformations succumb with a high level of 
frequency and lack of leadership as often cited 
reasons 

Model Line or Cell Approach to Lean implementation that is narrow and deep in a 
defined work unit Approach provides opportunity to learn 
Lean lessons and demonstrate impact and outcomes of Lean 
faster for everyone 

Mutual Influence of Lean and 
Leadership 

Dynamic process that occurs in the space between the leader 
and the organization that results in changes in both 

Need for Lean transformation in 
Healthcare 

Healthcare industry pressures require more effective 
transformational approaches to meet demands and improve 
performance 

Organizational Readiness Degree to which an organization is prepared to engage in 
a transformational process; provides baseline of 
understanding for leadership and stakeholders 

Organizational Structure Defined hierarchy or alignment of an organization’s people 
into services, functions, roles for oversight and delivery of 
products or services 

Perceptions of Quick Fix Belief that application of Lean tools will quickly fix 
organizational problems 

Personal Learning Barriers Identification of personal biases, beliefs, or barriers to change 
and learning; aligns with self-awareness 

Personal Reflection Act of critically analyzing one’s own leadership and 
identifying opportunities for improvement and growth  

Personal Resonance w/Lean The deeper level “knowing” (epistemology) connection a 
CEO has with the philosophy and purpose of a Lean 
approach.  Gut feel 

Physical Environment Ways that physical space supports or impedes process flow 

 

Proactive Engagement in Lean 
Transformation 

Change and Lean transformation are not passive 
processes, nor can they be delegated to staff to do; it 
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Final Open Codes  Definitions 
requires hands-on engagement of the CEO 

Problem Solving Lean approach using PDCA (scientific method) to define 
and develop countermeasures to solve problems; a core 
skill of staff in Lean organizations 

Process of CEO Leadership 
Change 

Steps, actions and behaviors pursued by a CEO to change 
his/her leadership actions and behaviors to align with 
Lean 

Process of Improvement Identification of an opportunity to improve and efforts to apply 
tools, thinking, and leadership that results in change 
(improvement) 

Pull Pull results when demand is flowing through the steps of a 
process; pull helps eliminate waste of batching 

Quality Broad category of improvement and a foundation for 
improvement.  Well known approaches include Deming, 
Juran, Malcolm Baldrige, Six Sigma 

Quotes Specific statements by participants that researcher wanted to 
have stand out 

Relational Leadership Emerging theory similar to leadership as process; the 
social interaction and construction of leadership 
among people.  A co-creating process 

Resistance Behaviors exhibited by individuals in organization 
contrary to the direction needed; includes push back, 
redirection, refusal to change, etc. 

Respect for People Core tenet of Lean; refers to leadership and organization actions 
and process that relate to people inside and outside of an 
organization (policies, processes, communication, 
coordination, etc.) 

Role Model Individuals who, and actions that, emulate specific behaviors 
and actions that others may aspire to copy or positively 
respond to 

Rounding via Gemba Walks Practice of going to the gemba and meeting with staff; done 
with intention 

Self-Awareness Personal recognition and awareness of oneself which is needed 
to enable personal transformation 

Self-Education/Reading Self-taught Lean education through reading and other self-
directed approaches to learn 

Sensei Expert Lean coaches and mentors used by Lean CEOs 
to guide their self-development  

Servant-Leadership As defined by Greenleaf, includes best test.  Most noted for 
putting people first to ensure that their needs are met 

Setting Vision Function of the role of the CEO 

Succession Planning Intentional planning for future or next generation 
leadership transition in an organization 

Sustainability Maintaining (and continually improving) change that has 
been introduced in an organization or an individual.  Not 
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Final Open Codes  Definitions 
reverting back to former state 

System of Improvement Systematic process for organizational improvement.  
Lean system of improvement uses tools, a management 
system, and philosophical (cultural) approach for both 
small- and large-scale improvements 

Systematic Intentional, methodical approach 

Systems Leadership As proposed by Senge and Kania, reflects that organizations 
are complex systems that need to be understood and led as 
such with recognition that connectivity and collaboration are 
needed to be successful in the highly complex environments 
that exist today 

Talent Development Identifying and unleashing potential in people; reflects respect 
for people Leadership development in all people is key to 
talent development 

Team Approach Lean is based on team approaches to continuous improvement; 
team is defined by the respective members needed 

Tools-based Approach Use of Lean tools for performance improvement in isolated 
projects 

Toyota Company that created Toyota Production System from which 
Lean emerged 

Traditional CEO Leadership Leadership actions and behaviors that reflect industrial era 
leadership including command/control, management by 
walking around, or management by objective; reinforces the 
concept that leaders have the answers 

Traditional Leadership Theories of leadership that come from the industrial era: Big 
Man, Heroic, command/control, charismatic, authoritative, 
etc.  Leader or management has the answers 

Transactional Leadership Leadership style noted by Burns found on the opposite end of 
the leadership continuum from transformational leadership.  
Focused on tasks with an exchange (e.g., money) between 
leader and follower. 

Transformational Leadership Leadership style first presented by Burns; focused on getting 
people to reach for purpose greater than themselves; 
aspirational.  On a continuum of leadership with 
transactional leadership at the other end  

Translation of Lean Through 
Organization 

Communication of organizational priorities as they are 
cascaded through organizational levels for the purpose of 
connecting the work of each individual to the goals of the 
organization 

Unifying Theory Experience of learning how the many parts come together for 
the whole (system) with Lean organization 

Visual Management Critical management system and approach that allows CEO 
and all staff to easily see what is working/not working 
(identifies defects) so improvement can be made 
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Appendix J 

Cross Case Analysis Meta Matrix  

 Cases 
   1 2 3 4 5 6 7 
Background Years Lean 

experience 
CEO 11 10 18 13 10 14 10 

 Start Year 
Lean 

Organization 2005 2000 2001 2006 2006 2006 2006 

 1st CEO 
experience 

 •   •   •  •  •  

 >1 CEO 
experience  

  •   •     

 1st Lean 
experience 

 •     •   •  

Lean System 
 Introduction 

to Lean 
Crucible/ 
critical event 

•   •   •   •  

  Quality 
improvement 

 •  •  •  •  •   

 System of 
improvement 

Integrated 
system 

•  •  •  •  •  •  •  

Formation of Lean Healthcare CEO 
Self- 
Development  

Development 
of Lean 
Healthcare 
CEO 

Reading •  •   •  •  •   

  Site visits  •  •   •  •  •  •  
  Consultants •  •  •  •  •  •  •  
  Internal 

Sensei 
 •     •   

  External 
Sensei 

•    •    •  

  No sensei   •   •    
  Hands-on 

experience  
•  •  •  •  •  •  •  

  Lean peers  •  •    •   
  Network •  •  •    •  •  
  Failed 

experiments 
•  •  •   •  •  •  

  Lean tools-
based 
experience  

•  •  •     •  

  Self-
awareness/ 
Reflection 

•  •  •  •   •  •  

 Experiences 
of becoming 
Lean CEO 

Hard  •  •     •  •  

  Self-
accountability 

•  •  •    •  •  
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  Personal 
challenges to 
change for 
CEO 

•  •  •  •  •  •  •  

 Leadership 
styles 

Servant-
leadership 

•        

  Distributive 
leadership 

   •     

  Traditional 
leadership 

•  •  •     •  

  Changed 
leadership 

•  •      •  

  Amplified 
leadership 

  •   •  •   

  Assimilated 
leadership 

   •     

Lead by 
Example 

Lean 
tools/process
es applied to 
leadership 

Leaders 
standard 
work 

•  •  •  •   •  •  

  Visual 
management 

•  •  •  •   •  •  

  Gemba 
walks/ 
rounding 

•  •  •  •  •  •  •  

  Coaching/ 
mentoring 

•  •  •  •  •  •  •  

  Strategy 
deployment/ 
Huddles 

•  •  •  •  •  •  •  

  Accountability
/Maruka board 

 •  •    •   

  Alignment 
between Lean 
and CEO 
practices 

•  •  •  •  •  •  •  

 Role model    •  •   •   
 Set 

expectations/ 
accountability 
 

 •  •  •  •  •  •  •  

Organizational Lean Cultural Change 
Culture 
change 

Lean as 
cultural 
transformation 

Creation of 
environment 
for change 

•  •  •  •  •  •  •  

  Implementation 
– wide/deep 

•  •  •  •   •  •  

  Middle 
management 

•  •  •  •   •  •  

Sustainability  CEO support •  •  •  •  •  •  •  
  Dependency 

on CEO 
•  •  •  •  •  •  •  

  Leadership 
commitment 

•  •  •  •  •  •  •  
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  Board 
support 

•   •  •    •  

  Board neutral 
or negative 

 •    •  •   

  Overcoming 
challenges to 
change 

•  •  •  •  •  •  •  

  



LEAN TRANSFORMATION IN HEALTHCARE CEO LEADERSHIP 300 

Appendix K 

Content Analysis Summary Table 

Themes: Formation of Lean  
Healthcare CEO 

Organizational Lean 
Cultural Change 

Lean System 

  Subthemes 
Propositions 

Self-
Development 

Lead by 
Example 

Culture 
Change  

Sustainabili
ty 

System of 
Improvement 

P1. Differences 
of Lean 
leadership 

Lean leadership 
(6) 
Traditional 
leadership (4) 
Hero (2) 
 

Demonstrate 
Lean leadership 
behaviors (6) 
Coaching/mentor
ing of others (7) 
Proactive 
engagement  
(5) 
Set expectations 
and hold 
accountable (6) 

 Leadership 
commitment 
(7) 

 

P2. Mutual 
influence of  
Lean and  
leader 
transformations 

Failed 
experiments (7) 
Tools-based 
Lean (4) 
Changed as 
leader (4) 
Changed 
leadership (5) 
Assimilated 
leadership (1) 
Aligned with 
leadership (3) 

Accountability/ 
maruka board (3) 
Visual 
management (7) 
Lean 
management 
system (6) 

Lean is a 
cultural 
transformat
ion (7) 
Create 
environme
nt for 
change (7) 
Overcomin
g 
challenges 
to change 
(7) 

CEO 
support 
required (7) 
Dependency 
on CEO (7) 
Board Role 
(6) 

 

P3. Alignment 
of Lean 
principles and 
practices with 
leadership style 
and practices 

 
 

Lean leadership  
tools/processes 
(7) 
Rounding/gemba 
(7) 
Huddles (7) 

   

P4. Process of 
learning Lean 
leadership 

Sensei (4) 
Used 
consultants (6) 
Self-reflection 
(5) 
Self-awareness 
(6) 
Go and See (6) 
Reading (5) 

Leaders standard 
work (6) 
Problem solving 
(6) 
Role model (5) 
Hands-on (6) 
 

   

P5. Lean 
integrated 
system 

System 
improvement 
focus (7) 

 Translation 
of 
organizatio
n priorities 
through 
Lean (5) 

System that 
sustains (7) 
 

Intro to Lean (7) 
Need for Lean in 
healthcare (5) 
Crucible/critical 
event (4) 
Quality 
improvement (4) 
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Appendix L 

Glossary 

A3 An A3 is a Lean term that refers to the problem-solving 
process.  The origins of the term A3 come from the size of 
paper used in delineating the steps of the problem-solving 
process. 

Gemba Lean term that refers to where the work is done.  In healthcare, 
this can be where patient care is delivered (e.g., patient room, 
exam room, operating room, treatment room, etc.) or 
wherever frontline staff deliver their services.   

Genchi Genbutsu Lean term meaning “to go and see.”  To deeply understand a 
problem, Lean requires one to go to the source of the 
problem to see what is actually occurring in order to gain an 
understanding of a situation.  

Hoshin Kanri Refers to the strategy deployment process, also known as 
policy deployment.  This process and tool aligns the 
organizational mission, vision, goals, objectives, and 
measures throughout an organization.  

Huddles Short and highly focused meetings conducted at all levels of a 
Lean organization designed to execute on strategic and 
operational plans.  Huddles provided a means by which to 
test alignment between organizational goals and the daily 
work of staff and escalate issues from the front line to 
leaders.  

Kaizen The practice of incremental daily continuous improvement.  
Cumulatively, incremental changes can deliver significant 
innovative results.  

Kakushin Refers to revolutionary or discontinuous radical change.  
Breakthrough innovations may be reflective of kakushin.  

Lean Management 
System 

An integrated, aligned system comprising the respective Lean 
tools and processes that connects leaders work to the work of 
everyone throughout an organization.   

Maruka Board Lean tool used to display follow-up assignments, which can be 
detailed by day, unit, individual, assignment, or other 
meaningful factor.  Flexible tool used by a CEO participant 
in this study to follow up on assignments made to members 
of the leadership team.  

Plan Do Check Act 
(PDCA) 

Scientific method of continuous improvement that involves a 
cyclical process of defining the problem in great detail (plan), 
establishing counter measures or possible solutions (do), 
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checking the results of the interventions (check), and 
evaluating the results (act).  PDCA is a continuous process of 
evaluation and improvement that can be applied to any 
process.  

Sensei In the context of this study, an expert Lean coach and mentor.  

Visual Management 
System 

An essential Lean system of making organizational processes 
and systems visible to enable people to identify problems or 
abnormalities so that continuous improvement tools and 
processes can be applied to improve them.  
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