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Virginia Mason Medical Center
Alntegrated health care system A5,500 employees

A501(c)3 notfor-profit
A336-bed hospital
ANine locations
A500 physicians

AGraduate Medical Education
AResearch Institute
AFoundation

AVirginia Mason Institute

H VIRGINIA MASON

INSTITUTE
© 2011




Sense of Urgency:
Health Care Challenges

APoor quality health care = 3% defect rate and
costs the U.S. billions of dollars

AHeaIth care IS unaffordable and unavailable to
millions of people

AHeaIth care workers are negatively impacted by
unreliable systems

AVMMC financial loss for two successive years




Virginia Mason Medical Center
Strategic Plan

TEAM Mt
MEDICINE

Vision
To be the Quality Leader
and transform health care

Shared Vision

Mission
To improve the health and
well-being of the patients we serve

Values
Teamwork | Integrity | Excellence | Service

Strategies

Quality Service Innovation
‘. s,
a W
We attract We relentlessly We foster a
and develop pursue the > i culture of learning

the best team highest quality i ience and innovation
outcomes of care

Virginia Mason Team Medicine* Foundational Elements

Strong Responsible Integrated Education ‘ Research | Virginia Mason

Economics Governance Information Foundation

Systems

Virginia Mason Production System
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The VMMC Quality Equation:
Q=APO+ 3
Q: Quality W

A. Appropriateness
O: Outcomes

S: Service

W: Waste
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o To Po To Do Io Do Io Do

Transfor mi ng

Frov ) O

Provider First

Waiting is Good

Errors are to be Expected
Diffuse Accountability

Add Resources

Reduce Cost

Retrospective Quality Assurance
Management Oversight

We Have Time

o To Po To Do Io Do Io o

Patient First

Waiting is Bad

Defect-free Medicine
Rigorous Accountability

No New Resources

Reduce Waste

Real-time Quality Assurance
Management On Site

We Have No Time

|

He a l

t h
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IRGINIA MASON MEDICAL CENTER PHYSICIAN COMPACT

Organization’s Responsib Physician’s Responsibilities
Fozter Excellence Focus: on Patients

*  Recruit and retain superior *  iractice state of the art, quality medicine

d staff
*  Support caresr development ffud i3

*  Acknowledgs conmibutions § patent ﬁn %;I. -
*  Create oppostunities to participate in seart

en and Communicare Collaborate on Care Delivery

*  Shame information regarding = c2s - Iugpetafiflhysicians, and management on texm
priorities and business dacisio :-D merflbers with respact
*  Offer opporfumities for const tele highest lovels of ethical aud professional
conduct

*  Provide rezular, written evalustion and feedback

t imvolvement in care and treatment decisions

afhtain optimal patient accazs

nsist on seamless service

¢ Behave in a manzer consistent with group goals
Educate

*  Support and facilitate teaching, GME and CME
*  Provide information and tools necessary to improve practice
Reward

*  Provide clear compensation with intemal aud market
consistency, aligned with orzanizational goals

. Participate in o1 support teachng.

en and Communicate

*  Communicate clinical information in clear, timely maner

¢ Request information, resources needed to provide care
consistent with VM goals

*  Provide and accept feedback

Take Ownership

Lead *  Implement VAl-accepted clinical standards of care
¢ Manage and lead organization with integrity md accountability o

*  Create an environment that supports teams and individuals

Participate in and support zroup decisions
- Focus on the economic aspects of our practice
Change

*  Embrace immovation and continuous improvement
%  Participate in necessary organizationsl changa

MEDICINE’

& Virginis Masen Madies! Cazter, 2001

Aligned
Expectations

MASON MEDICAL CENTER LEADERSHIP COMPACT~

VIRGINIA MASON MEDICAL CENTER BOARD MEMBER COMPACT

Organization Responsi | Leader Responsib

Foster Excellence. Focusgpn Patients
= Recruit and retain the best people 3 firstin gwe do
= Acknowledge and rewand contributions to patient care fihd the of improwe quakity, safety and compliance
= Provide opportunities for growth of leaders.
3 Gty o be e oy leadr - st ™ e
= Create an environment of innovation and Develop exceptional working-together relationships that achiewe resuits.
and Align . miz:ﬁkﬂ::dhahes( Ievzlsof Eﬂ’llci\ and professional conduct.
- Craate alignment with ciear and focused gosigff g
- Continuously messure and imerove cur pa =
- Manage and lead organization with n:egrity R accouLT »
= Resalve conflic: wih cpenness and smpathy - fecdback
= Ensure safe and healthy environment and systems Tor patents and staff " e=ve feadback

An...s\, equest nformation s resources to support strategic intent,
pricrities, business d outcomes

Listen and Communicate
+ Shars imormaton regaraing sytagi ntent. organizonal prosiies. business | Take awnershin

= Implement and monitar Vi approved standard work

: e - Fester undersianding of navidusitssm mpact on WM ecsnomis
- Ensure reguiar fascback and writien svalustons are provided + Continuously deveiop ones iy o eac an implema: e YW Froducion
- Encoursge baiance betws=n work I 3nd Ife cutside of werk L D i and ey atontgrng cacsons

Educate = Maintain an organizational nErsuec{ve whEn making decisions

Confinually dewslop aneself as a V!
«  Support and faciliate leadership training

- Provide information and tools necassary to improve individual and staff Foster Change and Develop Others
performance « Promote innovation and continueus impravemsnt
! - Cosch indiduals and teams to effectively manage iransifians.
Recognize and Reward - Demonstrate flexibilty in acospting sssgnments and opportunities
- Provide clear gned - Evaluate, develop and reward performance daily
and performance = Acoept mistakes 3 part of lzaming
- Creste an envircnment that recognizes teams and indwiduals - Beenthusiastic and energize others
“virginia wasonz00s Jaadieranip_compact_finaldoc. approved 10.21.03

Organization’'s Responsibilities Board Member's Responsibilities
Foster Excellence Know the Drganization
*  Facilitate e recruiment and retention of superior board membars . Knﬂwrbem'gmzmnn‘s misstor, purpose, goals, polices, programs,
+  Provides process for rezular, written svaluation and feedback throuzh services, strenzths.

. cormed o daffelopeneats is te Health Systan's arass of expartise,
. o process for new board mewnbe: v and fune wends md best governance practices
*  Supporm governance excallence with adequare board resources
Facus on the Future
i fourt

evary meeting focused oa the funwe
lan

Listen and Communicate
s Share information Teganding straregic mren:, orzanzationsl priorizes and | e Ccm;lsmﬂ\' ‘mainrain a current and vital satazic
decisions.

*  Offer opporimities for consomstive
*  Reporregularly nnm.\pl!mmunﬂnnf slnmgc pi acke:
specific board cbjectives rffpai
«  Discloss to axd mforma board on risks and oppo < fac; sofkces
orzanization ror}

Communicats
T——

fuziies and request informarion aud
fousivle oversizie

-

a :
*  Provide maserials fo membars necessary for informed decision making +  Repillsent tae board to the orzanizasion aud be an advocate for the
sufficiently in advance of board meetings orzapization in the commmumity
Educate Take Cwnership
*  Provide information and tools necessary to kezp members informed and | »  Amend meerings
educared on local and national health care issues *  Asktmely and substantive questions 3t board and commires meetings
*  Provide educationsl and maminz oppormeities © maintzin a high level of consistent with your conscisnce and comvictions
board member effectivensss and knowledge o Prapars for, participate in, and support group decisions
*  Educate board members b X audis guiding | »  Understand and participats in sppaoving sneual and longer rangs financial
documents plans and Qualiry & Safery oversight

+  Make an anrual, personal financial confibution to the orzanization,

cad according to personal mans
*  Managze and lesd orgenizanion with integrity and accounrsbility +  Serve om board committees or task forces

*  Create clear zoals and strategies

*  Cousizuously measwre aad improve pasiens care, service snd efficiency Promote Effective Change
*  Resolve conflict with openness and empathy +  Fester inovation snd continuons improvawent

*  Ensure safs and hesltny smvironment and systems for patients and staff |+ Pursue necassary orgamizations] chanze

©2004 Virginia Mason Medical Ceuter
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Dr. Kaplan reviewing the flow of the process with Drs. Jacobs and Glenn




Improvement
Method

Technical &
Human
Dimensions
of Change

” VIRGINIA MASON

Requirements for Transformation




The Virginia Mason Production System

We adopted the Toyota Production System key philosophies
and applied them to healthcare

1. The patient is always first

2. Focus on the highest quality and
safety

. Engage all employees
4. Strive for the highest satisfaction

5. Maintain a successful economic
enterprise

Patient 3
N\ Vision_”

To be the Quality Leader
and transform health care

Mission
To improve the health and
well-being of the patients we serve

|

VIRGINIA MASON
INSTITUTE
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1. The Patientis A/ways First

| 4

g { A The patient is at the top

" | of our strategic plan
A Value is defined by the
patient

APatientodéds voice
embedded in our
Improvement activities

H VIRGINIA MASON
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2. Focus on Highest Quality & Safety

A Embedding mistake
proofing into
everything we do

A Patient Safety Alert
(PSA)

A 5S across VMMC

A Standard Work
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Stopping the line
Organization -wide Involvement

Number of PSAs Reported per

Month _
1. Staff report issues

using the Patient Safety
Alert System

2. Leadership investigates
and resolves issues

3. Board Quality
Committee review/
approve closure of
high-severity issues
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40,000 " PSA Reported

September
2013

October , |
2012

February

July March 2011

__ 40,000
2005

th
30,000

th
| 20,000
1000 10000

/
End of January 2014 43,615
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gy

This is a good
question. He must
have read the
materials before the
meeting.




NGood Catch! o Safety Award

| e —
- BT

{ Certif

> il sAwart
Kdihes® Zayop !
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1 Safety in Action:
Improving Safety . & ) \
Through Reporting. o ' ” VIRGINIA MASON
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Patient Safety Alerts Newsletter

PATIENT SAFETY ALERTS w ot

QUARTERLY NEWSLETTER ABOUT PATIENT SAFETY ALERTS

M Thank you for reporting Patient Safety Alerts (PSAs). Keep it up! The more we report, the more
we learn and the better we become at providing the safest care. At Virginia Mason, anyone can
report a Patient Safety Alert. All of us, wherever we work, are safety inspectors.

Focus on delirium prevention

Delirium is a safety risk

PATIENTS, STAFF AND VISITORS ARE ALL PUT AT RISK!

At Virginia Mason, deliium has been seen in ...

60% of Code Gray alerts for combative behavior

Fighting emergence delirium

IN-FLOW ALERTS OF AT-RISK PATIENTS REDUCE CHANCES
OF DELIRIUM AFTER AMESTHESIA

Virginia Mason is taking steps to reduce the likelihcod and
hazards of delirium for patients emerging from anesthesia.

"
Anesthesia

During
Anesthesia

Online delirium education

PSA Poinmens Fen 22, 2013 [wepus]
Bruce Nrrscxe, MD

"We need to predict who is at rick and we
need fo prevent delifum as bestwe can
Grann Rousos Marc 8, 2013 [wesumk]
Kapina Urnaw, MD, MPH

“Delifium is pervazive, has many
precipitafing factors and requires a team
approach to prevent it™

B TEAM
MEDICINE

PSA PoINTERS are short videos by Dr. Nitsche and the Continuing Meadical
Education (CME) office about issues rmised in recant Patient Safsty Alerts.
Granp Rouos are held Fridays fom 7:30 t 8:30 a.m., September through July
in the Lindeman Pawilion Voiney Richmond Audorium.

Bofh presentations can be wewed ai the CUE office webogos on V-NET.
Physicians can detemine if using these feaching tools qualitfies them fo ciaim
AMA PRA Category 2 Credi™.

Engaging the family

NEW MATERIAL FOR FAMILIES OF
PATIENTS AT RISK FOR
DELIRIUM.

IDENTIFYING DELIRIUM AND RISKS +——|
WHAT TO DO IN THE HOSPITAL +—|
VWHAT TO DO AT HOME s

FoR IFORMATION, MSIT PANENT SAFETY's

TEAM
MEDIGINE

‘WHEN D0 | REPORT A SAFETY BSUE?
PSA Whenever you see a safety issue: Don't wait!
Q&A An accident waiting to happen is just as important &5
a real accident.

. How po | RePORT A SAFETY 193UE7
@ Use the PSA form on V-Net under Patient
Safety or call ext. within the medical center.

Pressure ulcers lead to
evidence-based improvement

RED AND ORANGE PSAS SHOW US HOW RESPIRATORY
THERAPISTS HELP IMPROVE THE CARE OF PATIENTS.

Pressure uLcers form when pressure from an extemal surface or
object prevents blood flow in the skin. Unrelieved pressure can
cause redness, blistering or open sores thet demage muscles,
tendons and bones.

P y therapy equip t, such as some speciality beds,
tubes and straps, can be a source of tissue injury if pressure from
contact with the shin is unrelieved.

BEST PRACTICE GLIDES STANDARD WORK

i work was d ped using put
best practice from medical literature.

Making safety stro

nger

NOT ALL SAFETY INTERVENTIONS ARE CREATED EQUAL.
Some safety interventions are stronger than others at
preventing harm. If you are using & good or better meth-
od, how can you tumn it into the best type?

SAFETY INTERVENTIONS

Better
Policies and Inspection
Guidelines at point-of-care
o)
Prestugly
Instrections for Attendant reagy to
Safe UEIAMII USE | STEA0Y TTEIOMIN wser

sam) hamess
prevents treadmin fan

BY THE NUMBERS  rourth Quarter 2013
EREQUENT DETECTION = EARLY PREVENTION
. p— - . Reparting over2 years
Respiratory therapists inspect the skin under their 2
devices daily. D - are Pﬂ:;m:.: — PSAs  Red ling = amgehr l-y:ar
e sy Bai House 211 —
Federsl Way 163
Bainbridge Island 53
EETIER QUTCOMES
F ‘work has dp Lynnwood a8 -
ulcer outcomes. Exee 2
Hirkland 30
26
University Village 18
other 58 -
foveran 2,483
GOOD CATCH AWARD WINNERS il i iied adoiiid
.. ~ Hgh 1,007 June '13 913 Ocwober '13
Each month Virginia Mason recognizes a team member who ‘ B '
fEPOMEd & PSA. The Winners are presented with an award, app Low 534 February 12
points, 3 virginia Mason logo baseball and appear in & v-Net
headiine news articie. Risk Priorities for Q4 2013 Orange &% rfed <1%
Keep on reporting PSAs! Hospital & Seattie Med. CIr.  vebow 81% B- omer <1x
November 2013-  Aimee Tauscher All other areas  vebow 83% B-omer <1
Molecutar Disgnostics Orangs &% Lasa <1%
Tepic: Provider ID for lab orgers
Decembes 2013:  Stecy Buck, RDMS
Untrasound » Virginia Mason Patient Safety Publication
Topic: oroer \ Editor: Robert Capian, MD
Janwary 2014: Janet Lau, RN Virginia Mason Reporting and Production: John Campos, MA
Critical Care Uinit Do you have a story” Please contact us!
Topic: Ventistor use (208) 583-8518, john.cam)

Revimon 2014.01.20 1450
©2014 Virgnia Mason Medical Center. All ights resenved.



2011 Mary McClinton Safety
Award Medication Reconciliation

Percent of Reconciled Medications on Discharge <:

80% November 2010:

PowerChart Phase II:
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Effectiveness of Patient Safety Program:
Total Number of Claims and PSAs Reported

80 6000
71 5386
70 e 67
- 5000
60
60
- 4000

50 3500

3079
40 5697 3000 mmmmPSAs Reported
— Reported Claims
30
- 2000
20
- 1000
10
0 0

5/31/03 04 5/31/04-05 5/31/05 06 5/31/06-07 5/31/07 08 5/31/08-09 5/31/09-10 5/31/10 11

VIRGINIA MASON
INSTITUTE

Total number of claims excludes claims closed with no payment © 2011




Reduction of Hospital Professional Liability

Premiums
Hospital Professional Liability Premiums
$4,500,000 &A%
PO D 7%
$4,000,000 - 0 -
A D 12% g Y% change from
:3’500’000 Dj% previous year |
3,000,000 . -
$2,500,000 D 26% D12% 15705
$2,000,000 — D 13%
$1,500,000
$1,000,000
$500,000
$0
2003-| 2004-| 2005-| 2006-| 2007-| 2008-| 2009-| 2010-| 2011-
04 05 06 07 08 09 10 11 12
Premiums$4,068 $4,211 $3,900 $3,442 $3,275 $2,438 $2,151 $2,004 $1,779
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THELEAPFROG .7
HOSPITAL RECOGNITION

How To Use This Report
S “PROGRAM

Summary Report for Virginia Mason Medical Center, Seattle, Washington

The scatter plot below illustrates how your hospital compares to others in the state and across the
country on Quality and Resource Use. (Please note that a higher Resource Use score is better.)
Refer to the National Efficiency Score Comparison chart to better understand how your hospital
ranks in overall Efficiency compared to others. Leapfrog’s 2010 database contains 1,184 hospitals
from 45 states.

Quality and Resource Use Comparison

+ U.S. Hospitals # Washington Hospitals ©vVirginia Mason Medical Center

100 L o

90

80

70

60

50

40

Resource Use Score

30

20

10

0 10 20 30 40 50 60 70 80 90 100
Quality Score

Page3 of 4
© 2010, 2009 The Leapfrog Group, www.leapfroggroup.org

Report Published December 2010

Your LHRP Scores

For More Information

September 30, 2010

Summary Scores

Quality [
Resource Use [k}
Efficiency [E[i]

National Efficiency Score Comparison

Decile

Top

Score Range

74 or better Virginia Mason Medical Center

2nd 66 to 74
3rd 61 to 66
4th 57 to61
5th 53to 57
6th 49to 53
7th 45 to 49
8th 39to 45
9th 31to39
10th Less than 31

Note: Decile score ranges are rounded to the
nearest whole number.

VIRGINIA MASON
INSTITUTE
2011



VMMC Quality Awards

LEAPFROG
Top Hospital

of the Decade

2 u u 1 -P“.._._..ul---1---1..“__“'.-..“,-0-" 2 ﬂ' 1 u

NCQA s

Measuring quality
ripioving: hacllh come THELEAPFROGGROUP
& Informing Choices. Rewarding Excellence,
Getting Health Care Right.

RO 4

* * * * *

PATIENT
American

Heart U ,1_54 I IS EXPERIENCE
Association. @ Q‘H EALTH. ANane

Learn and Live
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http://www.npsf.org/
http://www.leapfroggroup.org/news/leapfrog_news/4784721

Safety Culture Question
Staff Speak Up Freely*

82%

80%

78%

76%

74%

12%

70% [ [ [ [ |
Year 1 Year 2 Year 3 Year 4 Year b

H VIRGINIA MASON
INSTITUTE

*Question: Staff will speak up freely if they see something that may negatively affect patient safety IO




Respect for People
refers to how we treat
each other as we work
together to create the

perfect patient experience.




Respect for People

FOUNDATIONAL BEHAVIORS OF RESPECT

Top 10 Ways to Show Respect to People

Listen to understand. Good listening means
giving the speaker your full attention. Mon-verbal
cues like eye contact and nodding let others know
you are paying attention and are fully present for the
conversation. Avoid interrupting or cutting others
off when they are speaking.

. Keep your promises. When you keep your word

you show you are honest and you let others know
you value them. Follow through on commitments
and if you run into problems, let others know. Be
reliable and expect reliability from others.

. Be encouraging. Giving encouragement shows

you care about others and their success. It is essential
that everyone at VM understand their contributions
hawve value. Encourage your co-workers to share

their ideas, opinions and perspectives.

. Connect with others. Notice those around you

and smile. This acknowledgement, combined with
a few sincere words of greeting, creates a powerful
connection. Practice courtesy and kindness in all
interactions.

. Express gratitude. A heartfelt “thank you™ can

often make a person’s day and show them you notice
and appreciate their werk. Use the VM Applause
system, a handwritten note, verbal praise, or share

a story of “going above and beyond” at your next
team meeting.

. Share information. When people know what is

going on, they feel valued and included. Be sure
everyone has the information they need to do their
work and know about things that affect their work
environment. Sharing information and communi-
cating openly signals you trust and respect others.

O

Speak up. It is our responsibility to ensure a safe
environment for everyene at VM; not just physical
safety but also mental and emotional safety. Create
an environment where we all feel comfortable to
speak up if we see something unsafe or feel unsafe.

. Walk in their shoes. Empathize with others;

understand their point of view, and their contributions.
Be considerate of their time, job responsibilities and
workload. Ask before you assume your priorities are
their priorities.

. Grow and develop. Value your own potential by

committing to continuous leaming. Take advantage

of opportunities to gain knowledge and learn new skills.
Share your knowledge and expertise with others. Ask
for and be open to feedback to grow both persenally
and professionally.

Be a team player. Great teams are great because
team members support each other. Create a work
envirenment where help is happily offered, asked for
and received. Trust that teammates have good inten-
tions. Anticipate other team members’ needs and
clearly communicate priorities and expectations to
be sure the work load is level loaded.

A A
Virginia Masonr
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3. Engage all Employees

A Employees trained in
VMPS

A Involve employees in
Improving their own
work with ELI

A RPIW/Kaizen

Virginia Mason Medical Center 2008 Idea Template

H
f
]

Fowyow - TreTe
et na ]| svow wocterseur oo vodu? ofwaste e |

Teduced for
and resuts patients &
you got. aador your e &

team: NNE

- [ Waste
Tovier
uning wex
Contact Information

VourName T Deparimert |
Taes Parner v el
s Pariner e TD— il
Wevewoy T T
Supervmor
Have you inished testing and mplemerting iea? | [ ] Yes ———

Sepamactonies 3 hasupemso o
Supervisoxfnihed reviewing & recognicng dex? | (] Yes | R ) L it e e
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Employee Engagement: Sterile Processing

VIRGINIA MASON
INSTITUTE
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100
98
96
94
92
90
88
86
84
82
80
78

#4 Strive for Highest Satisfaction
Levels

Hospital Patient
Satisfaction and Likelihood to Recommend

¢/’/

golh
Percentile

30th g6th
Percentile Percentile
| 1501
Percentile
2007 2008 2009 2010 2011 2012

—0—Hospital Patient Satisfaction=e= Likelihood to Recommend

100

98

96

94

90

88

86

84

Clinic Patient
Satisfaction and Likelihood to Recommend

—

92 -‘?_‘(‘/Percentlle

69th

22nd

Mﬁh

Percentile
/ Percentile
23rd
Percentile
2007 2008 2009 2010 2011 2012

- Clinic Patient Satisfaction =#==Likelihood to Recommend
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Virginia Mason Annual HCAHPS ATop BoXxc

100

Top Box Percentage

COMM W/ COMM W/ RESPONSE OF PAIN COMM ABOUT HOSPITAL DISCHARGE  Rate hospital 0- Recommend the
NURSES DOCTORS HOSP STAFF MANAGEMENT  MEDICINES  ENVIRONMENT INFORMATION 10 hospital *

2008 W2009 2010 =2011 W2012
*Not a VBP metric

” VIRGINIA MASON
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VMMC Staff Partnership Results

100%

95%

90%

85%

80%

75%

70%

65%

60%

55%

50%

Staff Partnership Response Rates

83%
81%

78% 7 Ty

7396‘/’/‘/’7
/

59%9/’/'

2007 2008 2009 2010 2011 2012

95

90

85

75

70

65

60

55

50

Staff Partnership Score

74.1 74.2 74

73.3

2007 2008 2009 2010 2011 2012

H VIRGINIA MASON

INSTITUTE
© 2011




5. Maintain a Successful Economic Enterprise

Virginia Mason Net Margin (in Millions)

$50 $49.40
$40.90
$40
$35.40

Shared Succes

$30 Program $29.40
$25.63
$22.68
$20 $18.40
$12.00
$10
$3.20
$0.70
$0 — T - T T T T T T T T 1

2000 2005 2006 2007 2008 2009 2010 2011 2012 2013
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Leadership Requirements
Needed to Sustain VMPS

1. Set priorities that align with the
vision

Use VMPS tools & methods
Lead change

Allocate resources to VMPS
Require accountability

Implement standard work for
leaders

o Ok W

H VIRGINIA MASON

INSTITUTE
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Aligning Vision with Resources

Long Term Vision

Patient

o —
s s e

i
7o o heith .

Annual Goals

cemic Control
ention Hospital A

KPO Priorities

2014 VMPS Periorities

Service: Patient Experience
- Integration of the Patient Experience

Reduce Lead Time Improve Quality

iz Hospital and/or
Strong Econon st s Emergency Department
S

Strong Economic:

Integrated Information

: — —
Leveraging our Data: H

* Measure and Improve our Results B B
Throughout the patient’s experience we will improve

Realizing the Potential of our EHR: C I n C P r O r t e S
+ Enhancing Online Services Home > Access to Clinic - Clinic Day of Visit > ED Length of Stay - Acute Length of Stay - Home I I I I I

Quality of Care: Supply Chain Daily Management:
+ Sugea Vi g Patient - Tre + The system we use to perform
-« Falls vith Injury i when &nd whers daiy actiitss - standard
dissions = nesded - Just In opeations ard denty ard
-+ Hospeakinduced Dolrum clininate waste wih oot cause:
- Glycemi Contral ansiysis. Our systern uses dala Be There [ Share
- Sepsis o onsurs wo aro contuously
+ Hyportonsion Improving our business

& v

\ Section Priorities
I N

B e P TFTIIN

o et sy s s o 209 43 xak2i08 1xnsyin yaras 1y 1ys

T —
[

o Cronmias wa eraye qnntars Ay sia

crose s s Myrsonto 8 €412 13 n570 RaNEOS soKSRI A3
e i v ko

2014 Clinic Priorities

PR
e o Crampon e st s
O OPTOT PSS T (onsnan 5w onsyen vew veice



VMPS

Education
VMPS
Fellowship
VMPS
Certification
VMPS
Leadership
VMPS Training
General
Education

Intro to VMPS

H VIRGINIA MASON
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The VMPS Structure

CEO

A Kaizen Promotion
Office (KPO) is aligned
with the operational
executive leadership

A Executive sponsors
KPO

o have accountability for
ospita .
Clinic sustained results

Corporate

A 27 KPO staff
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Creating a Versatile Leadership Team

Office
@




Accountability: Tier Reporting

Tier 1 Reporting:
Senior Executive Leadership reports updates on key metrics to the Bc
of Directors

G { 4 y Rer 2 Rdporting:
Vice Presidents, KPO and Administrative Directors report updates on
metrics to the Chief Executive Officer

PeopléinkTier 3 Reporting:
Managers report to department staff and Administrative Directors
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PeopléinkBoard Example

B s b Pud e
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Accountability:

Go to the place, look

at the process, talk
with the people

Genba Walks

Inpatient Genba Rounds
AGENDA

bt




VMMC Leaders Have Two Jobs

1. RUN their business
2. IMPROVE their business
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Daily Team Huddle Board
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Standard Work for Leaders

o Calnoc. Med observationS 82 b3fs
Atendance Reperts 2=

. Februavy
0O schedule *
O Hand Hygene Audits

() vananes

@ GenbaWallk 2jsC®
Qlpdate. fecple Link Bea®

oEvals ?:e.bruavj

Annwal
Mh’r- o OP

0 Kollwn Uppinghause. NS

ANMOG s ,

9 (Tele)

” VIRGINIA MASON
INSTITUTE

= 2011



FIVE Principle Elements of Daily Management
(Standard Work for Leaders)

that drive action

Leaders
consistently
verify the health Establish
S

/ Create linked
visual systems

of processes and

rounding proces
systems

at all levels 4

A1 Ay 3T o Leaders routinely
and using data complete key
and analysis to activities necessary
to run and improve
e their business
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VMPS Methods and Tools

The Virginia Mason

Production:-System
To Make things the Right Way

Standard TaktTime

Just in time J Jidoka
| Work Production

Operate with the Oneby-one confirmation
minimumesource todetecabnormalities.

required teeliably Stopandrespondo
deliver every abnormality.

Austwhat is needed. Separate machine work
Anjustthe required from human work.

amount. Andon Enable machines to
Austwhere it is needed Pull SystemB jatechbnormalities and

. Machines Operational :
Austwhen it is needed ./ Availability .’ Production stopautonomously.

Leveled Production (Heijunka)

Cost Reduction Through The Elimination of Muda (Wa#duerAdmed)
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VMPS Improvement Pathways

Understand your

: current state
Kaizen:

Continuous
Improvement of your
current state

Kaizen
Events

Kaizen
Deeper understanding Events
of current state
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Processing Time

Waste:

Any task or item Inventory Defects
that does not add
value from the

perspective of the Over
customer. production

Transportation
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Just in Time (JIT)

Definition:
Produci nge
A Just what is needed
A Just the amount needed
A Just when it is needed
Using theeée
A Minimum number of people
A Minimum materials
A Minimum equipment
A Minimum space
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3P: Build -To-Order (BTO)

Support Respect for People by reducin Achievablevision and timeline has been

the burdenof work: established
A SPD staff

A Distribution team

A OR Turnover team

A Scrub Techs

Support OR turnover by reducing st Creationof a BTO guiding team to move
time for each case this work forward

v

Guiding principle of Jush-Time: to give
the surgical team only what the specific
provider needs for their specific case
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Build To

Order Results

EVENT

SPD SetUp = 34:00 min SPD Sdip = 18:27 min
Craniotomy
OR Set Up= 24:09 min OR Set Up = 2:34 min
SPD SetUp =  34:00 min SPD Sdi)p = 20:15 min
Laminectomy
OR Set Up= 24:09 min OR Set Up =2:29 min
Minor Set OR Set U 19:21 min OR Set Up = 0:20sec




Setup

IS the time spent
preparing to provide
the next product or

service.

Setup reduction is a
method to reduce or
eliminate setup time to
Increase capacity and
flexibility.
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Typical setup activities:
gathering

transporting

opening

removing from packaging
assembling

Installing

adjusting

presenting
disassembling

cleaning

To o To To Do Do Do Do Io I

H VIRGINIA MASON

INSTITUTE
© 2011




