
 

 

THE DOCTOR CAN SEE YOU NOW 
 

Our story on transforming the nation’s healthcare delivery 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

We started work on the healthcare transformation two years ago in Malaysia. This 

is part of the Public Service Delivery Transformation (PSDT) programme and its 

intent is to “do more with less” – using the same amount of resources to deliver 

more than before. 
 

Oxford Economics in their modelling of ten countries predicted that by 2025 there 

would be a wide gap in public service delivery funding from the government due to 

the increasing expectations of the citizens. We reckon Malaysia would need an 

additional funding of USD12 billion to deliver the services to its citizens by 2025. 
 

The question then, where do we get the funding?  
Or are we resigned to cutting services to the public? 



One option is to improve our current service delivery. To do this, we need to 

make the delivery processes effective and efficient. Effective means delivering 

more value to the citizens, whereas efficient means we do more with less. One of 

the ministries that have embarked on the PSDT programme is the Malaysian 

Ministry of Health (MOH). 
 

We started with the Oncology Department at the tertiary hospital, Hospital Sultan 

Ismail (HSI). The concern was that those suffering head and neck cancer had to 

wait an average of four months to get radiation therapy treatment. The treatment 

would take another 35 continuous days. The long waiting time means a delay in 

receiving treatment that could result in poorer outcomes for patients. 
 

Our culture loves the idea of revolutionary and immediate change. However, 

turnaround efforts often fail because radical change sets off our brain’s fear 

response and shut down our powers to think clearly and creatively. Our path of 

change in the healthcare began with small steps of process improvement. These 

small steps tend to bypass our mental alarm system, hence allowing our creative 

and intellectual processes to flow without obstruction. The philosophy as 

someone said is “the road to success is always under construction”. 
 

We did the improvement in two phases. Phase 1 is reducing the waiting time 

from 120 days to 60 days, whereas Phase 2 is reducing it further to 30 days to 

be in sync with the world standard. We accomplished both Phase 1 and Phase 

2 within four months using the LEAN Thinking. 
 
 
 

 

The core idea of LEAN is to do more with less and at 

the same time maximise the value to the patients. 
 

In LEAN, we do not say the glass is half empty or half 

full, but we would question why the glass is twice as 

big as it should be. 
 
 
 

 

LEAN thinking changes our focus of managing the Oncology Department from 

optimising separate components of healthcare to simplifying the flow of services 

throughout the entire patient experience. 

 

We began by mapping the process using the “Value Stream Mapping” tool. It is a 

representation of the current the flow of patients and services through the 

Oncology Department. This enables us to see the delays and constraints in the 

process. Mapping the current flow is the first step in working towards the desired 

improvement of 30 days’ waiting time. 



What we did was not rocket science but very effective. 
 
 

Prior to this, there was a huge backlog of 

appointments. To clear the backlog, we put on a 

second shift. The challenge was the shortage of 

radiotherapists. One crew consisted of four 

radiotherapists – 2 inside the room handling the 

machine setting and the patient, and another 2 

outside setting the computer and performing 

quality control before giving actual treatment to 

the patient. We replaced one radiotherapist inside 

the room who was handling the patient with a 

nurse. This allowed us to put the radiotherapist 

who has been replaced on another shift. Hence 

we were able to set up a second shift without 

recruiting additional resources. Once we cleared 

the backlog, we were able to streamline the 

process by removing those bottlenecks in the 

process. 
 
 

We also made it more convenient for the 

patient. Previously, the patient had to come 

twice before treatment began – once at the 

planning stage and another for shaping the 

facemask for radiotherapy. The nurses were 

reluctant to do the facemask earlier as the 

delay of 120 days would mean the mask may 

no longer be suitable for the patient due to 

weight loss or tumor size growth. Now, the 

patient needs to come only once – for the 

planning and the facemask to be done at the 

same time. 
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The results were very impactful. 
 

We reduced the waiting time by 75%, and we were able to treat 60% 

more patients, avoiding additional investment of USD 8 million. 
 

You can watch the video on how we did the improvements at the AB Consulting Website. 



At the Orthopaedic Clinic, we reduced the waiting 

time by almost 50% thus enabling 50% more patients 

to be attended to. The clinic operated twice a week 

with about 600 patients per week. There are 12 

rooms operating simultaneously on every Tuesday 

and Thursday. With the streamlined process, the 

doctors were able to complete their task 3 hours 

earlier. This gives them more time to visit their 

patients in the medical wards. 
  

With these successes, we then embarked to transform both the Emergency Department 

(ED) and Medical Ward (MW) at another tertiary hospital, Hospital Tengku Ampuan 

Rahimah (HTAR). The issue was congestion at the ED and the high occupancy at the MW. 
 

 

This is our story of how we transformed the ED in this hospital that inspired the rollout to 

the first batch of 15 public hospitals. The improvement in waiting time is between 20-50% 

in HTAR and the first batch of 15 hospitals. 

 

Congestion at the ED is common in many public hospitals worldwide. The ED is the front 

door for medical emergencies, accidents, trauma and access to medical care. It serves as 

a diagnostic centre and as a critical intersection between inpatient and outpatient services. 

The common reasons for overcrowding are the high percentage of non-urgent visits, 

outbreak of certain diseases (like dengue), inadequate staffing, inpatient boarding, 

shortages of bed and process inefficiency. 
 
 

ED congestion can have significant repercussions on a 

hospital’s ability to provide quality care for patients, many 

who require immediate attention and may be denied that 

attention because of congestion. HTAR receives around 600 

patients per day – literally one patient walking into the ED 

every 2.5 minutes. 

 

On arrival at ED, the patient would be met by a first-line triage staff. The staff would 

determine the patient’s degree of emergency and the path to which the patient would be 

assigned. There are three zones: 
 

• RED – for acute emergencies that need to be attended to by doctors immediately  
• YELLOW – for emergencies with no vital risk that need to be treated immediately  
• GREEN – for non-emergencies that do not need immediate attention 

 

Once triage is performed, patients would be registered into the system by the 

administrative staff before seeing the doctors. There are three parts to the flow – initial wait 

to see a doctor, patient management at the point of consultation, and patient discharge 

after consultation. On the discharge process, there are three possible destinations for 

patients: 
 

• Home  
• Transfer to another hospital  
• Medical ward in the same hospital 



When patients are transferred to the medical ward, there is a possibility that the beds are 

not ready. This is because of the high occupancy rate in the medical ward - those checking 

out are not out of the bed, whereas those wanting to check in cannot get to the bed. 

Hence, we consider both the ED and MW as one pipeline for the patient flow. 
 
 

Thus, to fix the ED, we also need to look at the discharge 

process and bed turnaround time within the MW. The 

delay in MW will prevent the uptake of patients from the 

ED causing congestion in the ED area due to inpatient 

boarding. A high percentage of admission to the MW is 

from the RED zone. To ease the congestion, we focused 

on the GREEN zone only as it handled about 70% of the 

patient volume every day. 

 

Sharing our story  
 

• We did the process mapping using the Value 

Stream Mapping (VSM). We split the process into 

two parts – before the first consultation (known as 

“upstream”) and after the consultation (known as 

“downstream”). We measure the time taken from 

door-to-door which is the “Length of Stay” or LOS. 

This is made up of both the upstream time and 

downstream time including consultation time. The 

upstream is also known as “Arrival to Consult” or 

ATC in the hospital language. We wanted to see 

whether the issue is on the upstream or 

downstream processes. 

 

 

Upstream Downstream  
 
 
 
 
 
 
 
 

Arrival Consultation Discharge  
 
Arrival to Consultation (ATC)  

 
Length of Stay (LOS)  

 

• We then went into details on the downstream process as about 40% of the cases in 

the GREEN zone need to go for laboratory tests to establish their diagnosis. Some 

patients also required a radiology examination either conventional X-ray or CT 

scan. These secondary processes delay the main process flow, hence affecting the 

length of stay (LOS).  
• We looked at “waste” – those steps in the process that add no value to the patient. 

For example, registration to the ED and registration to the MW were on two 

different terminals and on different floors. We “bridged” the IT system and we were 

able to have only one seamless registration. Coupled with this, we removed many 

unnecessary administrative procedures along the flow.  
• We opened up additional registration counters given the volume of patients. Initially 

the ED had only two counters; we increased it to four using existing resources. 

 
• There are nine nearby outpatient clinics in the vicinity and they operate from 8am to 

5pm. We requested the Ministry to “sweat” five of those clinics by extending their 

operating hours to 9pm. This is part of the decongestion strategy that we put in 

place. We were able to see a reduction of 40% of the GREEN zone patients.  
• In the MW, we introduced a simple bed watcher system that helps in the bed 

turnaround process and making ready beds visible to the ED. The average bed 

waiting time was shortened by 20%. 



In HTAR, we achieved the following  

 

• 55% improvement in length of stay within the ED and this translated to 

300% improvement in throughput within a 2-hour window  
• 65% improvement in “calls” not attended to - which means the queue 

length have improved 

• 20% improvement in bed waiting time meaning those wanting to check in 

to the MW can check in early 
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The experience in HTAR propelled us to 15 other public hospitals. The plan 

is to transform all 133 hospitals in Malaysia under the Ministry of Health 

within three years. Our issue is time and resources. So how do we do this? 
 
 

 

If we do this serially – meaning one ED at a   

time using the same team, it would take us 3   

years  just  to  complete  6  hospitals.  We   

decided to use the agile approach.   This 6 133 

means  running  things  in  parallel  whilst   

leveraging on the learning from the anchor  
16 

hospital (HTAR) to the other 15 hospitals. 1 1 
    

With this approach, we can complete all the 

133 hospitals within 3 years. 

 

THE 2X2 MATRIX 
 

High   
Inefficient 

B   
C 

(T
IM

E)
 

    

  Process  Inefficient 
   

Process 
 

     

  (Downstream)   
     

L
O

S
 

      
      

  A   D 

  Efficient  Unlikely  
   Process    

Low       
      

 Low ATC (TIME) High 
     

 

 

This is how we went about it. 

 

We put the improvements in 2 by 2 matrix and classified 

as to whether the issue is on the upstream or 

downstream, and whether they are process issues or 

otherwise. 

 

Eight of the hospitals are in the “A” quadrant. Our next focus is to move these eight 

hospitals to A+. This means that in addition to the technical improvements done under 

LEAN, we will introduce the elements of service quality to create a “wow” factor for the 

patient. In services, there are two components that will deliver the “wow” – what you 

deliver and how you deliver the service. 



What is being delivered is the “cure” for the 

patient and that is a must. How you deliver is 

the “care” and that magic resides with the 

people working in the hospital. There are 

three dimensions to the “care” component – 

assurance, empathy and responsiveness. 
 

 

The other eight hospitals are in the B or C quadrants. The journey means moving all of 

them to the A quadrant and finally to A+. 

 

The first wave of 16 hospitals (which includes HTAR) has already yielded quantifiable 

outcomes in the transformation:  

• The time taken in the upstream process was reduced 25%  
• The length of stay shortened by 40%  
• The patient throughput within the 2-hour window increased 30%  
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The Emergency Departments are 

now able to handle 45% more 

patients. At the same time, we 

were able to have cost avoidance 

of USD65 million! 

 
 
 

 

The benefits from the roll out to all 133 

hospitals will be very significant making 

the transformation journey a worthwhile 

effort and do more with less. 
 

We are now ready to share and offer our transformational expertise and experience with 

other healthcare organisations globally. We bring the advantage of a best practice and 

benefits-driven method together with a supporting quality management and governance 

framework. Can we be of assistance? 

 

“The doctor can see you now!” 

 

Dr Amin Khan 
 

Chief Executive Officer   

Email: aminkhan@abconsulting.asia  

Telephone: +601 9331 4008 


