
Next Step Thinking
and 

Unc0mpl3xity Theory

Our tendency is to overcomplicate things.

Over-complication has occurred to such a degree that the result is a disconnection 
between managers and workers. 

This phenomenon occurs across all industries because neither protagonist believes the 
other has the ability to understand the complexities particular to their own work 
environment.

Despite our 'Lean' pretensions, we fail to enact the most simple rule of good design:

Perfect design occurs, not when there is nothing left to add, but when there is nothing left 
to take away.

 



Health care is no different to any other industry in terms of efficiencies that may be gained 
from engineering simplicity into it's systems and processes.

However, the extreme complexity of health care organisations conspires against the easy 
finding of simple solutions.

Nurses. for example, may be too close to the action and too caught up in pedagogy to be 
able to offer useful outcomes from their experiential insights.

A bit like asking the fish about the water. It may be able to tell you about it, It just can't do 
anything about it.

Nurses, managers and clinicians alike are busy, traditional and indoctrinated people with 
many layers of complexity built into the work that they do.

They are trained to follow a quite rigid and narrow set of instructions and perform within 
specific narrow parameters of what constitutes 'safe' health care. 

This is the default mode network.

Because of these constraints, they don't think too much about how they do what they do. 
This may be especially true when variations from the status quo, even in terms of the 
seeking of improved clinical outcomes, comes at a heavy price.

They just get in and do their work as they were trained to do it.

They leave the thinking to others.

As an extreme example, it took a bricklayer to point out to operating theatre nurses how to 
better assist in an operation.

If you don't believe me, just ask the bricklayer. 
Frank Bunker Gilbreth. 



Further, we are convinced that complexity is good.

We have traditionally found that intelligence built upon past intelligence creates a scenario 
where precedence informs future practice, and thus the smarter we get the more layers we 
apply and the more complex things get.

So this should deliver us better results. 

Right?

Wrong.

What starts out looking good finishes up as a house made of cards:

Multilayered, impressive, and eventually, inherently unstable.

At some point in time we need to deconstruct the historical edifice and reconstruct it from a 
fresh perspective.

As an example, let us look at a sandwich.

Bread is basically a matrix of air and flour.

Bread is the saviour of civilisations.

It is so impressive, we have a saying:

"The best thing since sliced bread."

A diet of bread and dripping got many people through periods of severe austerity.

So bread is good. Right?  



Better than bread is a salad sandwich.

Bread, lettuce, some grated carrot and tomato, a bit of beetroot and even a slice of ham.

Yum.

The salad sandwich was once the health food of a nation.

Then came the next step.

No-one could agree on what should be in a salad sandwich.

White or multigrain?

Margarine or butter?

What sort of dressing?

Salt and pepper?

At least one mono-unsaturated fatty acid?

Ditch the ham?

Ditch the bread?

So on top of the original complexity came more complexity.

It became so complex that we no longer know what is best.
What is worse, I may no longer care what I have for lunch.

It becomes all too hard. 



Health care is a bit like a salad sandwich.

Everything over time has become so complex and so busy that there is no time for 
variance and no tolerance for change. 

Worse, pedagogy creates a culture of blame.
Now it is purported that half a nurse's time is spend dealing with the complexities of the 
system rather than dealing with the patient.

No wonder they are exhausted and frustrated and find it harder to..........care.

Into this realm strides 'Below Ten Thousand Medical'.    

John and Pete at work.

A simple conversation about our desire to introduce into our operating theatre processes a 
simple entity called an intubation trolley delivers a conceptual rhetoric.

The idea of the trolley is not new, and is so simple and basic to anaesthetic nursing that it 
is laughable. 

What is even more laughable? We couldn't convince our managers to give us one.

The conceptual rhetoric, however, has powerful implications. 



We started talking about how we go about the task of intubating a patient, the distribution 
of our gear, where it finishes up, what else gets contaminated in the process, how that 
compromises our safety outcomes, and then we came up with a framework:

Our framework was that our system of delivering an anaesthetic has three elements:

An intubating element, a gas delivery element, and a drug delivery element.

The trouble we have is compounded by the fact that we don't separate out the elements.

We confuse them by bundling things all in together in places they have no right to be.

Further, we reasoned, every piece of equipment should tell it's own story in it's entirety, 
and ONLY it's own story in its entirety.

We came to the conclusion that to sort out our mess, and in fact to sort out any mess that 
any anaesthetic simulator or real scenario could throw at us, we needed every piece of 
equipment to have one purpose, and to be prepared for that one purpose.

Even better, we took the anaesthetic drug trolley, and conceptually reconstructed the 
ampoule layout so that the drugs needed at the start of an anaesthetic were on the left 
hand side of the drawer, the drugs needed for the middle of the anaesthetic were in the 
middle of the drawer, and the drugs needed at the end of the case were on the right hand 
side of the drawer, so that the drawer told the narrative of the case as we progressed, and 
it was easier to find what we wanted when we wanted no matter how tired we were, and 
nothing was missed because we had a ready reckoning reminder implanted into the 
system design in case we missed something.
 



In short, we inadvertently stumbled across the following logic process with significant Lean 
implications:

Logic Process:

What you need

Plus 

What you do

Equals

What you get.

Which means that every step is designed to intimately and easily lead to the correct 
outcome.

And since one of our early mantras was:

"Futility is process dismissive of outcome",

We figured we had a pretty powerful strategy developing. 



Interestingly enough, all of what we have just related is really quite wordy.
So we simplified even the words we used.

It came down to this:

In order to develop an intelligent process:

You need NEXT STEP THINKING

underpinned by the engineering of:

SYSTEMS UNC0MPL3XITY.



Now I know you are going to laugh at my use of silly words.

But let me tell you this.

When I go up to the next nurse I meet and I explain all this to, for example, her, in simple 
language, she will understand exactly what I mean.

And she will be able to enact my two simple ideas:

Systems Unc0mpl3xity;

and 

Next Step Thinking.

But she won't for the life of her remember anything I say about lean sigma six.

Because no matter how simply I put it, it will sound too complex.

And she will already be thinking, after three words, about all the things she has to do in the 
next hour that will get in the way of her desperate need for caffeine.

However, she will be able to fully describe our ridiculously worded concept to any 
colleague she speaks to in that rare moment of tranquility we call a coffee break:

Systems Unc0mpl3xity and Next Step Thinking: 

Smarter, Better, Safer. 



Lastly, Peter Pronovost has made his fortune on the back of a simple checklist which is 
useful for making sure things happen as they are supposed to happen with all the safety 
systems in check.

Being nurses, John and I won't be making our fortunes on anything.

However, we believe we have created something equally significant and complementary to 
Peter Pronovost's checklist.

I would call it: 'the blind side of the checklist'.

It's like the wine list that should go with every good meal.

The Blind Side of the Checklist is this: 

Everything which has a specific purpose is set out for that purpose in a way that makes it 
impossible to have too much or too little. Just enough to get the job done in the balance of 
probabilities, and set out in the order they will be used.

Nothing hidden, nothing extra.

Just the stuff you need, at hand, well displayed and ready to go.

Not because we want to be nice to our fellow nurses, but because since YOU are going to 
insist on using a checklist, WE are going to insist that we are NOT going to be interrupted 
from that checklist by succumbing to a chaotic failure of simple human factor ergonomics.

 The end.


