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Lost and Found: Cutting 
NGT Supply Retrieval Time 
78% with Lean Six Sigma
Presented by Katie Crowe MSN, RN, CPN, PMH-BC, CNE

President of the Rocky Mountain Chapter of SPN

Objectives Upon completion of this 
presentation, you will be able 
to:

• Identify wastes in your 
workflows

• Apply the Lean Six Sigma 
DMAIC process to your 
project work

• Engage appropriate 
resources to support 
sustainable quality 
improvement efforts in 
your care areas

1

1

2

3



4/14/2026

2

Lean Six Sigma- DMAIC Road Map

Objective of this roadmap and tool set: 

To identify problems, generate and test solutions, and 
sustain lasting change in your practice area!
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Engage- Think within your Workflow

• What am I doing?

• Why is this taking so long?

• How did I spend that long doing 
that thing?

Start the habit of questioning your 
daily processes.  
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Where it Started-
Confusing Supply Rooms

• 48 (now 72 bed) inpatient medical unit
• Gastrointestinal, metabolic, medical 

psychiatric patients
• 15% of our patients required a Nasogastric 

tube for part of their stay
• 2 different supply rooms, medication room, 

room with pumps/poles (4 total rooms)

Background
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Problem Statement and Project Aim

Problem Statement: From July 16, 
2025, to July 20, 2025, the average 
time to gather necessary supplies for 
new onset NGT feeds was X minutes 
which causes a delay in the delivery 
of enteral feeds. 

Project Aim: Decrease the average 
time it takes to gather the necessary 
supplies needed for new onset NGT 
feeds from X minutes to X minutes by 
July 30, 2025. 
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Define
1. Initial Project Charter

2. Elevator Speech

3. Stakeholder Analysis

4. Communication Plan

5. High Level Process Map

6. SIPOC

7. Voice of the Customer

8. Project Plan

MM AA II CCDD

Elevator Speech

• Identify problem

• Why it is important

• What we need from them

• What we aim/promise to provide

MM AA II CCDD
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Process Mapping

Start

Order for NGT 
placement for enteral 

feeds populates at RN's 
computer

Gather NGT & feed 
supplies Arrive at patient's room End

Voice of the Customer

• Foster collaboration

• Increase understanding of other 
people’s workflow

• Brainstorming

Voice of the Customer
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Engage- Think of a problem

What process can you think of right 
now that takes too long, too many 
steps, too many people, etc?
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Measure
1. Detailed Process Map

2. Value Add Analysis

3. Spaghetti Diagram 

4. Data Collection Plan

5. Measurement System Analysis 

(Practical)

6. Baseline Data Analysis

7. Value Stream Map

8. Project Plan

MM AA II CCDD

Value Add Analysis

Key Takeaways: 
• Total Steps: 27

• Value Add Steps: 0 (0%)
• BVA Steps: 15 (55%)
• NVA Steps:12 (44%)

MM AA II CCDD
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Spaghetti Diagram

Baseline "AS IS" Spaghetti Diagram:
Demonstrates movement between four different rooms (two clean supply rooms, med 
room, walkthrough). Additionally, RNs walked around the unit to places such as front 
desk and desks at the nurse's stations to find certain supplies NOT within those other 
four rooms (such as a sharpie and scissors).

MM AA II CCDD

Engage: Measuring the Problem

Whatever problem that has too 
many steps or takes too long- how 
could you measure that problem 
and involve your team? 
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Analyze

1. Root Cause Analysis

2. Fishbone Diagram

3. Final y=f(x)

4. Project Plan

MM AA II CCDD
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Fishbone Diagram

6 Ms:

• Measurement

• Materials

• Man

• Machine

• Method

• Mother Nature

Root Cause Analysis 

Organizational Tool

MM AA II CCDD

Engage- What could be the cause?

Imagine if you could remove that one 
unnecessary step from your day—what 
time, frustration, or patient contact 
might you gain back? 
Brainstorm some causes that may be 
associated with your problem-
• too much variation
• too much distance
• Is the environment getting in the way 

somehow? 
A small scale project could flush this 
out!

Improve- PDSA 1 and 2
1. Brainstorm Solutions

2. Effort/Impact Matrix

3. Risk Assessment

4. Implementation Plan

5. Pilot

6. Post Pilot Data Analysis

7. Future State Process Map

8. Update Risk Assessment

9. Project Plan

MM AA II CCDD
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Effort to Impact Matrix

X axis- Effort

Y axis- Impact

Top Solution:

Reduce the Number of Rooms

MM AA II CCDD

Risk Assessment (SWIFT) MM AA II CCDD

PDSA 1 Summary

• Plan: 
• Time test, rearrange 

supplies in fewer rooms, 
reorient, and time test again

• Do: 
• Performed the time test-

cycles carried out as 
planned.

Do

StudyAct

Plan

• Study: 
• Results matched our 

predictions: 5m4s -> 2m1s 
(61% decrease)

• Act: 
• Adapt, Adopt or Abandon: 

Adapt- Try again in PDSA 2
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PDSA 2 Summary

• Plan: 
• Add additional two supplies 

to our fewer room set up, 
reorient, and time test again

• Do: 
• Performed the time test-

cycles carried out as 
planned.

• Study: 
• Results matched our 

predictions: 5m4s -> 1m8s 
(78% decrease)

• Act: 
• Adapt, Adopt or Abandon: 

Adopt- Implement on a large 
scale and plan for 
sustainability

Do

StudyAct

Plan

Future State Process Map

Key Takeaways: In an ideal state, condensing all supplies into 
one centralized location means turning our process map into a 
very linear process without any decision points. Total reduction 
in NVA steps of 11% (44% to 33%)

MM AA II CCDD

Engage- Small Changes, Big Momentum

Quick, testable wins help teams 
stay motivated. 

Start with potential solutions that 
are small and immediately 
measurable—it builds both skill and 
momentum.
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Control

1. Control Plan

2. Overall Lean Benefits

3. Final Lean A3

4. Lessons Learned 

5. Project Plan

MM AA II CCDD

Next Steps- Control Plan MM AA II CCDD

Lessons Learned

• You don’t need a formal Quality Improvement credential to drive 
improvement.

• Many individuals need to be collaborated with in different ways to make 
project work successful, and this teaches valuable skills. 

• Each small experiment sharpens our awareness of waste and 
strengthens our practice.

MM AA II CCDD
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Engage- Collaborate and Empower
What professionals do you know in 
your clinic/unit/hospital can you 
contact about a QI initiative? 

What frontline team members can 
you ask that are itching to get 
involved or leveling on your unit that 
you could engage and empower to 
learn new strategies together with 
you?
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