
Diane Miller 

Alide Chase 

 @LynneMaher1 

A6/B6: Achieving Rapid Improvement: Linking 

Frontline Teams with System Level 

Implementation 

A6 Moderator: Lionel Jarvis 

B6 Moderator: Maqsood Adam 
 

Saturday 26th April 

A6: 11:00 ï 12:15 

B6: 13:30 ï 14:45 



Engaging Frontline Staff 
Through Standard Work for Leaders 

 

Diane Miller, VP Virginia Mason  



Virginia Mason Medical Center  
•Integrated health care system 
•501(c)3 not-for-profit 
•336-bed hospital 
•Nine locations 
•500 physicians 

•5,500 employees 
•Graduate Medical Education 
•Research Institute 
•Foundation 
•Virginia Mason Institute  
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Virginia Mason Production System 

Lean philosophies and practices have given us an effective 

management approach focused on achieving: 

•Customer first 

•Highest quality 

•Obsession with safety 

•Highest staff engagement 

•A successful economic enterprise 
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Requires Effective Leadership 

“Leaders have a disproportionately large 

effect on the cultures of organizations. 

By their behaviors, leaders create the 

conditions that either hinder or aid 

innovation.”  

NHS Institute 
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Our Focus Here: Convergence of Two Methods 

Staff Idea 
System 

Standardized 
Leader 

Routines 
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Management 

by Policy 
Provides focus and direction 

Daily 

Management 
Manages daily work 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Cross-Functional 

Management  
Aligns across the organization  

toward full customer satisfaction 

Lean 

Managemen

t System 

Lean Management 

1. Run your 

business 

2. Improve your 

business 
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Standard Work for Leaders 

We’re standardizing what makes sense 

–Repetitive daily activities and behaviors that 

leaders engage in to ensure customer 

demand is met and identify abnormal 

conditions 
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Why? 

Enables quicker correction of problems 

Provides staff with regular, predictable 

communication channels 

Makes leaders & their work more visible to staff 

Builds trust & transparency 

–More constructive problem-solving, less blaming 

Boosts quantity/quality of ideas  

Gives leaders more predictability in their day 
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Components 

Checkli
sts 

•Repeatable 
duties 

Huddl
es 

•Daily 

Roundi
ng 

• All 
leadership 
levels 

Board
s 

•Visual 
controls 

•Actively 
used 
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ED Routines 

Daily 

Staff huddles (twice) 

Leader staff rounds 

Leader patient rounds 

Leader huddles 

Environmental checks 

Daily tasks checklist 

 

Weekly 

Staff  

–People link rounds 

– Staffing board review 

– Drills 

Leader 

• Genba rounds 

• Board updates 

– Staffing  

– People link 

– Standard work for leaders  

– Production 

– Kaizen activity 

• Department email update 

• New hire check-ins 
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Daily Staff Huddle 

Team members present their own ideas and learning's to their co-workers 
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Idea System At Work 

 

 

Video of ED staff sharing idea she  

implemented to eliminate waste 
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Staff Engagement Through VMPS 

 

 

 

Video of ED Staff member sharing her 

experience 

16 
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Leaders Engaging the Team 

 

 

ED Manager shares his experience 
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Results So Far 
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Results So Far  Culture of Safety Items 

0
10
20
30
40
50
60
70

2012

2013

-10

10

30

50

70

90

2012

2013

PACE ED  



© 2014 Virginia Mason Medical Center 

0

5

10

15

20

25

30

35

PACE ED

2011

2012

2013

Voluntary Turnover % VMPS Leaders 

 

 

Results So Far 
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Laboratory 

Case Example  
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Connecting the Dots 

Leader Standard Work 

(Knowing and running my business)   

 

VMPS – Education and Tools 

Respect for People 

The perfect laboratory 

experience 

every patient, every time 
Access-Quality-Service-Innovation-People 

Peoplelink  

 Connect the dots 

"Visual Controls - Daily Production“  

errors and defects becomes visible 

 

 

Staff Satisfaction &  

 Patient Satisfaction 



 

“The two words ‘information’ and 

‘communication’ are often used 

interchangeably, but they signify 

quite different things.  

Information is giving out; 

communication is getting 

through.”   

 

Sydney J. Harris 
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TSTS – Communication  

2011 Staff Satisfaction Results: 

 

24 

Overall 

Partnership 

53.6 
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TSTS - Communication 

 

  

DAI

LY 

WEEKLY 

Communication board Production board Leader daily checklist 
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TSTS - Communication 

2013 Staff Satisfaction Results: 

 

Overall 

Partnership 

72.1 



“The intangible benefits of visual controls 

are remarkable.   

The development of teamwork by 

increasing the level of involvement of the 

operators in observing, analyzing, 

improving the process, and 

understanding the whole and not just 

their individual work.” 

 
David Mann, Creating a Lean Culture 

27 
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Phlebotomy - Teamwork 

 

  

 

AM Draw Production 

Board – team 

assignments and team 

leaders 

Daily schedule Incomplete 

draws – root 

cause 

analysis 

board 
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Phlebotomy - Teamwork 

 

  

 
Members of my 

work group treat 

one another with 

dignity and respect 
2012:  77.5 

 

2013:  82.9 



Coming together is a beginning; 

keeping together is progress; 

working together is success.   

Henry Ford 
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Standard Work For Leaders 

Headline – may 

use blue or 

green as a 

highlight color if 

needed.  

Body copy should 

all appear in gray 

for legibility on 

screen and when 

printed.  

CP Mission Statement:   
Working together as a team to provide quality 
and excellent services to our customers and team 
members. It is our privilege to serve our patients 
in a timely manner ensuring quality and 
accuracy.  
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Respect for People 



“The purpose of lean system 

is to make problems glaringly 

obvious” 
Robert W. Hall, Editor in Chief 

Target, Association for Manufacturing Excellence 

33 
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Making the Defects Visible 

February-14 Week 1 Week 2 Week 3Week 4 Comments Visual Representations 

2/3-2/9 2/10-2/16 2/17-2/23 2/24-3/2

Bood Culture Contamination 0 0 0.7% YTD

6 contaminations  for January

Patient Wait Time Averages (Goal: < 6 minutes)

Peak Mode 15 16 Used service tool  recovery 

Peak 07:00-12:00 14 16 i f wait time 15 or > minutes

Daily Mode 13 14

Daily 07:700-18:00 13 13

Labeling Error (Goal: Zero) 0 0 1 YTD

AM Draw Averages

Time Done (Goal: 6:45) 06:52 06:51

Drawers (9) 9 9

Draws (Baseline: 150) 135 151

Patient Volumes

Outpatient (Total/Average) 1135/227

Inpatient (Total/Average) 1307/261

Lindeman (Total/Average) 280/56 314/63 Week 2 increased to >300

draws

Patient Service

Positive Feedback 0 2

Patient Concerns 0 1 Lindeman draw station
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Improving the Process 

35 
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How do you feel when you where finding your way to the
lab?

How did you feel when you arrived in the lab?How do you feel about the check in process in the lab?How do you feel waiting in the lobby?How do you feel when you got called and walked back to
the draw station?

How do you feel during the blood draw/specimen
collection?

How do you feel when you walked out and escorted to the
exit door?

EBD Survey for the Lindeman Lab Draw Station 
Check In Process and Patient Flow 11/2013 

% Positive
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Number of Responses
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How did you feel when you arrived in the lab?How do you feel about the check in process in the lab?How do you feel waiting in the lobby?How do you feel when you got called and walked back to
the draw station?

How do you feel during the blood draw/specimen
collection?

How do you feel when you walked out and escorted to the
exit door?

EBD Survey for the Lindeman Lab Draw Station 
Check In Process and Patient Flow 01/2014 
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% Neutral +% Negative

Number of Responses
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Responding to Abnormalities 

36 
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Improvements 
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Recognition 

38 
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Virginia Mason Lessons So Far 

 

 

 

 

 

 

 

 

 

The rituals are critical 
Leader attitudes and approaches 
really matter 
Boards are only a tool; they can’t be 
static 
Expect it to take time & lots of 
experimentation Focus on building trusting 
relationships that can weather 
change Staff idea processes have to be 
hassle-free 



Here’s Why 





Continuous Performance 
Improvement at the 
Microsystem Level 

Alide Chase, Retired SVP Medicare 
Clinical Operations and Population 

Care, Kaiser Permanente   



•Learn about large system performance 

improvement 

•Learn why team based improvement is a 

strategic investment 

•Take a journey with one Medical Center in 

its effort to improve quality and produce 

highly reliable care 

 

Objectives 



Kaiser Permanente Markets and Membership: Year End 2013 
44 

Copyright 2013 Kaiser Permanente  

Georgia  
251,827 

members  

Mid -Atlantic 
States 

502,176 
members  

Colorado  
572,748 

members  

Hawaii  
229,304 

members  

California  
7,252,462 
members  

Northwest  
501,547 

members  



YŀƛǎŜǊ tŜǊƳŀƴŜƴǘŜ ƛǎ ǘƘŜ ¦ƴƛǘŜŘ {ǘŀǘŜǎΩ ƭŀǊƎŜǎǘ ƴƻǘ-for-profit integrated health care 
delivery system serving members across 8 states and the District of Columbia.  

37M+ office  

visits per year 

Almost 17,000 doctors 

and 49,000 nurses 

9+ Million members 

38 Hospitals and 

nearly 600 medical 

office buildings 

P45 



Kaiser Permanente’s  
Performance Improvement System 

AIM: Assist regions and facilities in 

developing, testing and implementing a 

KP-wide performance improvement 

system that builds the capacity to 

execute on high priority initiatives in each 

KP region by 2010. 

P46 



Best quality 
Best service 

Most affordable 
Best place to  

work 

We focus on building capability in  
these six areas in order to achieve 
breakthrough performance 

P47 
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Learning system 

Å Economic and social 

context for  change 

Å Models of workplace 

learning 

Å Team performance 

Å Define organizational needs  

Å Create system view 

Å Plan/ manage improvement 

Å Align with strategy  

Å ID drivers and portfolios  

Å Build capability to improve 

Å Engaging the hearts and  

minds of the front line 

Å Creating “line of sight”  

to strategic goals 

Å Define high performing  

unit-based teams 

B
o
tto

m
 u

p
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t 

High Performing Organizations Build 
Culture and Capability 

Principles What we “do” 

© Kaiser Permanente 2010 reproduce by permission only 
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Execution in a System 

Manage Local  

Improvement 
Develop Capability 

Spread and sustain 
Provide Leadership for 

Large system Projects 

Provide Day-to-Day 

Leaders for Micro Systems 

Source:  IHI 2008 

Define Breakthrough 

 goals 

P49 



Experts  
Operational 

Leaders  

(Executives) 

Change 

Agents  

 

(Middle  

Managers,  

Stewards,  

project leads) 

Everyone  

 

 

 

  (Staff,  

Supervisors, 

UBT lead  

triad)  

Continuum of PI Knowledge and Skills  

Deep 
Knowledge 

Many People Few People 

Our approach will be to 

make sure that each group 

receives the knowledge 

and skill sets they need 

when they need them and 

in the appropriate 

amounts. 

A key operating 

assumption of building 

capacity is that different 

groups of people will have 

different levels of need for 

PI knowledge and skill. 

Content: What Skills Do We Need? 

Shared 
Knowledge 

P50 



Results of KP Needs Assessment: Skills Needed P51 

Functional Role Staff Change Agents Operational Leaders/ 

Sponsors 

Experts 

Models for 

Improvement 

70% 90% 94% 92% 

Teamwork and 

Facilitation 

90% 98% 98% 90% 

Gathering information 60% 79% 76% 92% 

Information analysis 54% 82% 91% 96% 

Teaching Skills 53% 83% 63% 81% 

Understanding 

variation 

N/A N/A 91% 94% 

Leadership for 

improvement 

N/A N/A 97% 85% 



Functional Role Staff 

 

Change Agents 

 

Operational Leaders/ 

Sponsors 

Experts* 

 

Models for 

Improvement 

17% 42% 65% 19% 

Teamwork and 

Facilitation 

40% 59% 72% 14% 

Gathering information 42% 58% 65% 23% 

Information analysis 26% 47% 64% 19% 

Teaching Skills 40% 52% 61% 8% 

Understanding 

variation 

N/A N/A 52% 11% 

Leadership for 

improvement 

N/A N/A 53% 5% 

Results of KP Needs Assessment:  

Skills We Have 

P52 



On-boarding 
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Developing Deeper Capability to Achieve Big Results 
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September 2008 June 2009 After 2010 

Waves of Improvement Institute 

Learning and sharing systems regionally and program-wide Improvement Institute 

   Implementation  Expansion 
Continuous 

 Improvement Complete 
Level of 

Project 

Difficulty 

•All Regions 

•1800 IA’s 

•11 regional Mentors 

•10,000+ Operations 

Managers 

•90,000+ Front line staff 

•IHI Forum and courses 

•Standardize system in 

operations 

 

•7 regions 

•300 Improvement 

Advisors  

•35 UBTC’s 

• 1,250  Operations 

managers 

•8,000 Front line staff 

•IHI Forum and courses 

 

•5 regions 

•65 Improvement Advisors 

•300 operations managers 

•3,500 Front line  staff 

•IHI Forum 
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Improvement Institute  

54 

Week 2  

  

Assess, Plan  

Medical 

Center Results 

1,200 Graduates 

 

$200 Million 

Test, Implement 

Control 

90 Days: Apply Learning and Get Results 

Medical 

Center Week 2  SPC 



Traditional Change Efforts 
P55 



Transformational Change Efforts 
P56 



Teams 

A natural, local work  
group made of workers, 
physicians and 
managers, who work 
collaboratively to solve 
problems, improve 
performance  
and enhance quality  
for tangible results. 
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•Sepsis 
•Retained Foreign Objects – “No Sponge Left 
Behind” 

•Wrong Site Surgery 
•Delirium Initiative 
• Infection Prevention 
•Hospital Acquired Pressure Ulcers 
• Falls Prevention 
• 30-Day Readmission Prevention 
 

Objectives 



Value Compass 
P59 



Aim 2:  Develop a framework for year two and 
beyond so you can continue Aim 1 work every 
year… 

Aim 1:  Improve quality while removing 1% 
of operating expenses in 12 months of 
project work. 

Driving the train at 100 MPH 

Laying new track for the future 

Executives, managers and front line staff: 

•Identify opportunities to reduce waste 

•Organize projects to increase value 

•Build cost and quality measures 

•Execute to deliver results (PDSA) 

Executive Leaders: 

•Develop “True North” direction 

•Assure projects link to strategy  

•Engage personally in improvement work 

•Build oversight and learning system 

•Re-assess and re-align regularly 

Learning to Accelerate: 
Experiments in Facility Level Waste Reduction  

P60 



• Establish a culture of improvement and waste reduction  
     to improve quality, satisfaction, and safety, resulting in 10%   
     ($2 million dollars) cost savings for cardiovascular elective  
     surgery (CABG and Valve cases) in the cardiovascular  
     service line by December 31, 2012 
• Ready ourselves for healthcare reform and the emerging 

world 
• Move from silos to systems 
• Most importantly, to transform healthcare through being the 

best place to receive care for our patients and the best place 
to work for our staff 

 

Ambulatory Clinic Case Study: 
Why Did They Embark on This Journey? 



This new way of doing  
business is  

profoundly changing how  
we as a team – LEAD! 

 

Meet the Leadership Team: 
CV ICU Optimization 

First “Report Out” - CVICIU 

P62 
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The Silos 

Where They Started:  
Silos to Value Streams 

 

 Clinic 

 

 

    Tele     

 

 

  Pre OP   

 

 

     OR     

 

 

  ICU   

 

 

Continuum     

 

 

 Med 

Surg   
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The System of Care 

Silos to Value Streams 

 

 Clinic 

 

 

Pre OP 

 

 

OR 

 

 

ICU 

 

 

Tele 

 

 

Continuum 

 

 

      
Med 

Surg 
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No system in place to reduce waste and facilitate front line problem solving.  

              Value 
Streaming               Empowerment                       Teamwork 

The Problem:  
P65 



From the Silos 

 

CVICU  

Room 1 

 

CVICU  

Room 5     

 

 

  CVICU  

Room 2 

 

 

     

CVICU  

Room 

3     

 

 

  CVICU 

Room 4   

  

CVICU 

Room 6 

 

From Silos to Systems 
P66 



The Plan and the Do:  

How it STARTS Where it HAPPENS What they SAY 

Define the Improvement 
Opportunity 

Everything Happens at 
the Visual Board 

Real world commentary 
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Idea 

PICK chart 

Just Do It Park It 

Visual 
Management 

Board 

The Sources of Improvement: 
The Visual Board 
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The Do and the Study: CVICU Project #1 – Bedside Carts 

Value Compass Before After 

Most Affordable The Cost of Chaos The Efficiency of Order 

The CVICU Journey –  
Supply Cart Standardization 
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The Champions –  
Pam and Erika at the Visual Board 

P70 



Original Mess 

First Small Test 
of Change 

Second Small 
Test of Change 

CVICU Bedside Carts P71 



So far: $1,439,623 in Savings 
LOS Reduction $17,929,320 (2012) (J-J annualized) 

$19,136,080 (2011) 

$1,206,760 

Process 

standardization 

CVICU Insulin Protocol 

CVICU O2 Tank Valve Shut off 

OR reconciliation of meds before transfer from OR  

EKG reduction 

Heel protectors prevent pressure ulcers 

Delirium Risk Screening (done in clinic) 

Inpatient Fall Risk Screening (done in clinic) 

 

$52,162 

Supplies 

standardization 

Ascent Reprocessing Heart Stabilizer 

CVICU Supply Cart Standardization 

CVICU IV Starter Kit Tray Implementation 

Gowns with pockets for telemetry monitors 

Reduce OR IV bags wasted 

$180,701 
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Length of Stay – CABG and Valves  P73 



Using Analytics to Track Microsystems 

 

•Web-based system captures 
•Improvement projects 
•Teams have expanded portfolios to tackle 
improvement and waste reduction 
•Teaching teams to estimate ROI 

Percent of Teams at Level 4/5 
2013 Target = 60% at Level 4/5 

 

•Care improvement happens where 
care is delivered 
•KP has 3,500 teams 
•Assessed on a five point development 
scale 
•Targets are set for team development 

P74 



• Care improvement happens where care is delivered 
• Team based improvement is key to transformation 
• Building will, knowledge and capability everywhere 

accelerates improvement 
• Today there are over 3,600 Teams, 1200 Improvement 

Advisors and tens of thousands trained in 
improvement 

• KP is among top performers clinically.  
• So far, cumulative impact of initial project by trained 

staff $200MM 
 

Summary 


