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The Evolution of Quality 

1950s 1960s 1970s 1980s 1990s 2000 TODAY 

Joint Commission 

CAP regulations – ISO Regulations (Manufacturing) 

ISO 15189 

Critical focus on quality metrics 

Introduction of Lean Concepts 

Introduction to DNV 

Labs Accredited 
ISO 



Laboratory Structures 



Quality Management System  
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Prioritizing Transformation 

Dysfunctional Operations 
Waste 

Decrease in Resources  
Increase in Healthcare Cost 
Variation in Care 



Limited Impact 



Importance has Escalated 

Chart ref: Richard S. Foster Chief Actuary Centers for Medicare and Medicaid Services  

Unless providers can improve their 
efficiency to match adjustment, there 

will be a growing gap between provider 
costs and Medicare payments per 

service. 



Systematic Change is Imperative 

$389b 

$54b 

$272b 

$178b 

$154b 

Overtreatment 

Fraud and Abuse 

Administrative 
Complexity  

Failure of Care 
Coordination 

Failure of Care 
Delivery 

2011 Estimated Impact of Waste to US Healthcare: $558 billion-$1.2 Trillion 

21-47% of 
Expenditures 

$226b 

Ref. source JAMA  April 11, 2012  Vol. 307, 2012 

Pricing Failures 

$1.2T 

$1.0T 

$0.5T 

2011 US Healthcare Spend 

Non-Waste

Waste

Waste in US Healthcare 



Challenges 



Your Journey 
 



Awakening 

Policies and Procedures 

Customer Focus 

Environment 



Awakening 



Awakening…...Remember These Rooms 
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Laboratory Systemic Approach 



Laboratory Structure Formulation 
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Adoption … and Beyond 

Policies and Procedures 

Customer Focus 

Environment 



ADOPTION…..observable evidence 



ADOPTION……………observable evidence  



Observable Elements of Impact 

High 
Performing 

Work Teams 

Team 
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Daily 
Management Workplace 
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Performance 
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Continuum … 

Step 1 
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Move your Lab forward 
with Beckman Coulter. 
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