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Virginia Mason Medical Center 

• Integrated health care 
system 

• 501(c)3 not-for-profit 

• 336-bed hospital 

• Nine locations 

• 500 physicians 

• 6,000 employees 

• Graduate Medical Education 

• Research Institute 

• Foundation 

• Virginia Mason Institute 
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The Challenge of Healthcare 

• Poor Quality………………………..3% defect rate 
 

• Impact on individuals………….100% defect 
 

• Cost of poor quality…………….Billions of dollars 
 

• Cost of healthcare to 

    those who pay……………………..Unaffordable 
 

• Access………………………………….Millions   
 

• Morale of workers………………..Unreliable systems                          
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An Embarrassingly Poor Product 

The March 16, 2003 edition of The New York Times 

Magazine front cover reads, “Half of what doctors know 

is wrong.” 

The lead story is titled “The Biggest Mistake of Their 

Lives” and chronicles four survivors of medical errors.  

The article goes on to say that in 2003, as many as 

98,000 people in the United States will die as a result of 

medical errors.  
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Culture 

Lack of Shared Vision 

Misaligned Expectations 

No Urgency 

Ineffective Leadership 

Why is Change So Hard? 
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• Autonomy  

• Protection  

• Entitlement 

• Improve 

safety/quality 

• Implement EHR 

• Create service 

experience 

• Be patient-focused 

• Improve access 

• Improve efficiency 

• Recruit/retain 

quality staff 

Traditional “Promise” 
Legacy Expectations 

Imperatives 

Clash of “Promise” and Imperatives 
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Virginia Mason Medical Center  

Physician Compact 

Organization’s Responsibilities 

Foster Excellence 

• Recruit and retain superior physicians and staff 

• Support career development and professional satisfaction 

• Acknowledge contributions to patient care and the 

organization  

• Create opportunities to participate in or support research  

Listen and Communicate 

• Share information regarding strategic intent, organizational 

priorities and business decisions 

• Offer opportunities for constructive dialogue 

• Provide regular, written evaluation and feedback 

Educate 

• Support and facilitate teaching, GME and CME 

• Provide information and tools necessary to improve 

practice  

Reward 

• Provide clear compensation with internal and market 

consistency, aligned with organizational goals 

• Create an environment that supports teams and individuals 

Lead 

• Manage and lead organization with integrity and 

accountability  

Physician’s Responsibilities 

Focus on Patients 

• Practice state of the art, quality medicine 

• Encourage patient involvement in care and treatment decisions 

• Achieve and maintain optimal patient access 

• Insist on seamless service 

Collaborate on Care Delivery 

• Include staff, physicians, and management on team 

• Treat all members with respect 

• Demonstrate the highest levels of ethical and professional conduct 

• Behave in a manner consistent with group goals 

• Participate in or support teaching 

Listen and Communicate 

• Communicate clinical information in clear, timely manner 

• Request information, resources needed to provide care consistent with 

VM goals 

• Provide and accept feedback 

Take Ownership 

• Implement VM-accepted clinical standards of care 

• Participate in and support group decisions 

• Focus on the economic aspects of our practice 

Change 

• Embrace innovation and continuous improvement 

• Participate in necessary organizational change 
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Aligned Expectations 

Physician Compact 

Leader Compact Board Compact 

9 
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The VMMC Quality Equation 

Q: Quality 

A: Appropriateness 

O: Outcomes 

S: Service  

W: Waste 

Q = A × (O + S)  

              W 
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Finding a Method 

Seeing with our Eyes  Japan 2002 
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Hitachi Air Conditioning 

Team Leader Kaplan reviewing the flow of the process with  

Drs. Jacobs and Glenn 
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What we learned 

How are air conditioners, cars, looms and airplanes like health care?   

• Every manufacturing element is a production processes 

• Health care is a combination of complex production processes:  

admitting a patient, having a clinic visit, going to surgery or a 

procedure and sending out a bill   

• These products involve thousands of processes—many of them very 

complex 

• All of these products involve the concepts of quality, safety, customer 

satisfaction, staff satisfaction and cost effectiveness 

• These products, if they fail, can cause fatality 
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The Virginia Mason Production System 

We adopted the Toyota Production System key 

philosophies and applied them to healthcare 

14 

1. The patient is always first 

2. Focus on the highest quality and 
safety 

3. Engage all employees 

4. Strive for the highest satisfaction 

5. Maintain a successful economic 
enterprise 
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• The patient is at the 

top of our strategic 

plan 

• Value is defined by 

the patient 

• Patient’s voice is 

embedded in our 

improvement 

activities 

The Patient is Always First 

15 
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Visual Control for Safety 

5S Anesthesia Shadow Board - Before 
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5S Anesthesia Shadow Board - After 

Visual Control for Safety 



Stopping the Line ™ 

Virginia Mason’s Patient 

Safety Alert System ™ 



© 2014 Virginia Mason Medical Center 

Patient Safety Alert Process ™ 

Created August 2002 
 

• Leadership from the top 

• “Drop and run” commitment 

• 24/7 policy, procedure, staffing 

• Legal and reporting safeguards 
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Safety Culture Question –  

Staff Speak Up Freely* 

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



© 2014 Virginia Mason Institute 

A Turning Point for Virginia Mason 

21 

• In 2004, a medical 

error caused the tragic 

death of Mary L. 

McClinton, a VM 

patient.  

• This event and the 

decision for full public 

transparency was a 

defining moment for 

the organization.  
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2011 Mary McClinton Safety Award  
Medication Reconciliation 
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November 2010:  

PowerChart Phase II: 

Implementation of Cerner 

Medication Reconciliation Tools 

22 
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“Good Catch!” Safety Award 

23 
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Safety Innovation 
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50,000th PSA Reported 
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End of September 2014: 50,816 
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Effectiveness of Patient Safety Program 
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VMHS Hospital Professional/General Liability 

Insurance Premiums 

27 

 '04-'05  '05-'06  '06-'07  '07-'08  '08-'09  '09-'10  '10-'11  '11-12  '12-'13 13-'14

7

12
5% 

26
12

12% 
11

12

30

% change from 
previous year, with 
74% overall 
reduction in 
premium since 
2004-05 



© 2014 Virginia Mason Medical Center 

“Nursing Cells” – Results > 90 days 

Before      After 

•  RN # of steps = 5,818 

•  PCT # of steps = 2,664 

•  Time to the complete am cycle of work =  240’ 

•  Patients dissatisfaction = 21% 

•  RN time spent in indirect care = 68% 

•  PCT time spent in indirect care = 30% 

•  Call light on from 7a-11a = 5.5% 

•  Time spent gathering supplies = 20’ 

       846 

     1256 

       126’ 

        0%  

      10% 

      16% 

       0% 

      11’ 

RN time available for patient care = 90%! 
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One Piece Flow:  

Documentation in Room or Close to Patients 
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Standard Work: Bedside Report 

WHY: 

Introduction of oncoming caregivers 

Involves the patient in discussion 

Builds in safety 

Adds time with patient 

 

 

 

Bedside Handoff Checklist  

1 Introduction 

   Name of oncoming RN and assistant 

   Explains handoff process 

   Inquires how patient is feeling 

2 Background (Basics) 

   Age, MD, reason for admission 

   Isolation 

3 Current status 

   Brief history 

   Functioning prior to admission 

   Key medications 

   Tests for the day 

4 Assessment 

   Patient identification 

   High risk meds 

   IV 

   Physical assessment 

   Precautions/Skin/Wound 

   Patient input 

5 Recommendations  

   Plan of the Day 

   Safety concerns 

   Patient issues 

6 Closing 

   "Is there anything you need at this time?" 

   Determine when will return 
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Surrogate Markers: Kaizen  
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VMPS Method: One Piece Flow 
Flow Stations 
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Team Based Care: Skill /Task Alignment 

Medical Assistant: 
 Standard rooming sequences  
 Review Health Maintenance Module 
 Shared documentation 
 Coordinating provider “flow” through the day 

RN: 
Patient assessment 
Empowerment of patient for self care 
Protocol driven-teaching and coaching for chronic conditions 
Nursing procedures 

Pharmacist: 
Medication management for chronic conditions 
Advanced protocols for disease state management 

Provider: 
Diagnosis and treatment of new problems 
Oversight of complicated problems 
Minor surgical and diagnostic procedures 
Mentor and coach for team based care 
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VMPS Method: Mistake Proofing 

The Health Maintenance Module 
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Results: Quality and Net 
Savings  

Quality Measure 
Medium 

Target  
Max. 

Target 
VM IPC 

Performance 
Quality Goal 

Exceeded 
% of patients with poorly 
controlled diabetes 
(Lower=Better) 24.91% 20.19% 9.8% Yes 
% of patients with 
cardiovascular  condition who 
have well controlled LDL 
(Higher=Better) 64.74% 69.59% 70.59% Yes 
% of patients with 
hypertension who have well 
controlled blood pressure 
(Higher=Better) 64.97% 72.26% 71.58% Yes 

• 13.3% cost savings achieved for patients enrolled > six months, 

when compared to case-matched control population 
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Build to Order Vision 

 

Our Vision: Build-To-Order Instrument Sets 

Did you know that the Sterile Processing team processes 52,271 surgical 
instruments per day?  Many of these instruments are not even used during an 
operation.  The rule is, if it travels into the OR, it must be sterilized.  Once 
processed the instrument set returns to a shelf in what looks like a huge 
warehouse, to sit for days, weeks, or months.   
 

It is the future vision of “Build-to-Order” that instrument sets will be customized 
for the surgeon and procedure to ensure that the OR team receives only what they 
want for each case.  In February a 3P event was held to begin designing this future 
state.  Build-to-Order is a multi-year goal, and ultimately it will reduce our 
instrument pan inventory by 70% - or 700 tons – the equivalent of 100 elephants!  
Next steps for this major project include data collection on surgeon preference for 
each case with a pilot phase planned in Neurosurgery.  Want to learn more about 
this exciting work?  Click here   
 

 
 

Our current state:  Instrument sets stored 
on rows of shelving 
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BTO in Sterile Processing and Operating 

Room (3 KEs) 

Focus Results 
Decrease assembly time of surgical 

instruments along with surgical 

instrument set-up time in the OR 

Decrease instrument assembly time 

by up to 42% 

Decrease inventory of instruments for 

Laminectomy cases 

Inventory of the Laminectomy case 

reduced by 26% ($16k to $11.8k) 

Specific focus of events: 
• BTO information flow for Laminectomy 

cases KE 

• External set-up for Craniotomy KE 

• External set-up of the Minor Set KE 

Instrument set-up time reduced 

significantly: 
• Minor set (19 mins to 20 secs) 

• Craniotomy (24:09 to 2:34) 

• Laminectomy case (24:09 to 2:29) 
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Build To Order Results 

EVENT OLD NEW 

Craniotomy 

       SPD Set Up =  34:00 min         SPD Set Up =    18:27 min 

      OR Set Up  =  24:09 min         OR Set Up = 2:34 min 

Laminectomy 

      SPD Set Up =  34:00 min         SPD Set Up =    20:15 min 

      OR Set Up  =  24:09 min          OR Set Up = 2:29 min 

Minor Set 
 

      OR Set Up  =  19:21 min 

 

        OR Set Up = 0:20 sec 
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1. Set priorities that align 
with the vision 

2. Use VMPS tools & 
methods 

3. Lead change  

4. Allocate resources to 
VMPS  

5. Require accountability 

6. Implement standard work 
for leaders 

Leadership Requirements: 
  Sustaining the Transformation 

39 
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Set Priorities that Align with the Vision 

40 
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World-Class Management 

The World-Class Management System is a leadership 

system that provides focus, direction, alignment, and a 

method of management for daily work 

This Or This 
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Daily Management: 

Leaders Have Two Jobs  

 

1. Run your business 

2. Improve your business 

 

 

World-Class Management 

Daily  
Management 
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Visual Controls 

ED production board 

43 
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Daily Accountability 

Example: Inpatient Orthopedics 

Example: Health Information Services 

Have daily huddles with your team 

44 
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Standard Work for Leaders 

Director Daily List 
Clinic Supervisor  

Daily List 

Specifies the actions to be taken each day to focus on the 
processes in each leader’s area of responsibility.   

45 
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This will be a big shift for some 
managers  (i.e. being a coach 

and not the key  
problem-solver and rescuer!) 

• Support staff in working on 
their ideas, but don’t do it 
for them 

• Encourage root cause 
thinking 

• Be straightforward with 
feedback 

• Ask lots of questions to 
draw out creativity and 
critical thinking 

 

 

 

Leaders Need to Be Idea Coaches 

46 
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VMPS Education 

 
 
Intro to 
VMPS 

 
VMPS 
General 
Education 

 
VMPS 
Leadership 
Training 

 
 
VMPS 
Certification 

 
 
VMPS 
Fellowship 

47 



Respect for People  

refers to how we treat 

each other as we work  

together to create the  

perfect patient experience. 
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December 2010 



Chosen By Businesses: 
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Surgical Warranty 

Hip and Knee Replacement Surgery 

• Virginia Mason first in region to offer this 

protection  

 

• Kicked off with business leaders, media at 

Seahawks game   

 

• Expands opportunity for more businesses to 

access our high-quality, bundled care 
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Flu Vaccination “Fitness for Duty” 

Do we put patient first? 

Compelling science 

Staff resistance 

Staying the course 

Organizational Pride 
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VMMC Influenza Vaccination Rates 
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From 

• Provider First 

• Waiting is Good  

• Errors are to be Expected 

• Diffuse Accountability 

• Add Resources 

• Reduce Cost 

• Retrospective Quality 
Assurance 

• Management Oversight 

• We Have Time 

 

To 

• 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 

 

Transforming Healthcare 

55 
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Requirements for Transformation 

Sense of 
Urgency  

Visible & 
Committed 
Leadership 

Aligned 
Expectations 

Improvement 
Method 

 Technical & 
Human 

Dimensions  
of Change  

  Shared Vision 
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“In times of change, 

learners inherit the 

earth, while the 

learned find 

themselves 

beautifully equipped 

to deal with a world 

that no longer 

exists.” 

- Eric Hoffer 

57 




