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Quality & Safety

'This Is About Changing the Way We Lead'
By Tracy Granzyk Wetzel 
Executives at Virginia Mason Hospital build a culture centered on safety

Gary Kaplan, M.D., has a clear vision of what it takes to make dramatic improvements in the quality and safety of
patient care. It's about creating a culture that thrives on transparency and continuous improvement. And that
culture change, he says, has to start at the top.

"It's one thing to pontificate from on high, and another to get down to the level of the work, educate and connect
the dots," says Kaplan, chairman and CEO of Virginia Mason Hospital in Seattle. "This is about changing the way we
lead, about being where the action is—not in our offices. We need to be leading from the front lines. There is
nothing more compelling than listening to the voice of a patient."

Kaplan—and Virginia Mason Hospital—are leading by example. The hospital in May was awarded the Stand Up For
Patient Safety Award at the National Patient Safety Foundation Congress.

"Virginia Mason's success stems in large part from the incredible commitment they have, starting with the chairman
of the board throughout their organization," says Diane Pinakiewicz, president of NPSF. "When they receive their
awards, the team comes, not just an individual."

One of the most critical steps the hospital took, says Kaplan, was in 2000 when it started in earnest to become
patient-centric rather than provider-centric. Virginia Mason leaders turned to Lean production methodology to help
chart its new course. Staff members traveled to Japan to observe the Toyota Production System, which is largely
viewed as the standard-bearer for Lean. "The biggest takeaway," says Kaplan, "was how they 'stop the line' for
error." This translated into every employee becoming a patient safety inspector, and part of VMA's Patient Safety
Alert System, implemented in 2002. "Every hospital employee is encouraged to report errors, near-misses or an
unsafe condition," Kaplan says.

There's a swift response to every safety alert, 24 hours a day, seven days a week. Between 2002 and 2009, there
were 14,604 reports. "If we can prevent errors from becoming defects, then we are truly protecting our patients,"
Kaplan adds.

One of the many safety initiatives at Virginia Mason includes patient bedside handoffs. "The care team used to
gather at nursing stations, often leaving the floor unattended," says Erin Bookin, R.N., and assistant nurse manager.
Handoffs are now done at the bedside with the RN, primary care physician, patient and family present. "This gets
everyone on the same page in regard to daily goals, and has been a tremendous tool in preventing errors," says
Bookin.

"You cannot do this work without a culture that embraces learning and has an understanding that change
management is a critical component," Pinakiewicz advises. "Transparency has to exist so that people are looking for
things that can be improved far in advance of anything going wrong."

This article 1st appeared in the September 2010 issue of HHN Magazine.
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