SUSTAINING THE TRANSFORMATION
Atfter the Fanfare

P e bon STATE -
HOSP'TA L Katie Hurckes, Lead Worker Lean Leader

HOPE - SAFETY - RECOVERY Liz Rife, Lead Worker Lean Leader




WHO WE ARE

= Serving adults needing intensive psychiatric treatment for
severe mental illness. Providing Hospital level of care

24-hour on-site nursing and psychiatric care

credentialed professional and
medical staff

treatment planning
pharmacy, laboratory
food and nutritional services

vocational and educational services

= Helping patients achieve a level of functioning that allows
them to successfully transition back to the community
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= Square feet — 1,550,000
= Employees — 2,300 (approx.)

A
i

ot [BARAEEE R S

ey B s

oL W T ey R
L EE B IR v

A KK Rk NG RE sl
: o

Ve— »

C——

‘_’_—’/

I

)
é I T [ | e
2= OREGON STATH|

HOSPITAL



WHERE WE WERE
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THE CHALLENGE BEGINS...

= 2003 - Governor's task force recommends a "sweeping
overhaul" of Oregon's mental health system

= 2004 - Senate President Peter Courtney tours hospital

= 2005 - Oregonian editorial series
— Oregon State Hospital

= 2006 — USDOJ begins investigation
= 2008 — USDO issues findings
= 2010 - Liberty Healthcare Report é
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USDOQJ FINDINGS (2008)

= |nadequate protection from harm

=  Failure to provide adequate mental health care

= |nappropriate use of seclusion and restraint
= |nadequate nursing care

®" |nadequate discharge planning and placement in most

integrated setting
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LIBERTY HEALTH CARE REPORT (2010)

Staff Compliance versus Quality Improvement

Need for stronger front-line engagement by Cabinet and leadership
Need for clear and decisive authority

Proliferation of committees and diffusion of leadership authority

A N

Health Information Group and Quality Management is disorganized and

@,@

ineffective
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HOW WE MOVED FORWARD
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OSH EXCELLENCE PROJECT (2010)

-« Assess current cultural norms and identify strategies for culture change

- Establish objectives and measures that define success as a world class psychiatric facility
- Streamline continuous improvement projects

« Assist in developing a model organization and work structure
- Assist in developing a change management plan

- Assist in developing a communication strategy

- ldentify business processes and workflow

+ Assist in developing a plan for staff training




FOUNDATIONS

Foundation
F Our Vision, Mission and Values P
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In July 2011, Greg Roberts, the former OSH Superintendent, created the Office of Performance Improvement (Pl).

Pl Missipn

We serve as consultants who inspire and equip people to achieve a culture of Organizational Excellence.

EVery Person. Every Place. every Time.
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OFFICE OF PERFORMANCE IMPROVEMENT

- 1 Director

- 11 FTE Lean Leaders

Continuous Process owners
. Improvement celebrate & recognize
° 3 FTE PrOJeCt Manage rs methods are applied success if goals are
(PDCA, problem met and continue to
solving) if goals are apply Cl methods
not being met aimed at perfection

Hospital Leaders and
All core processes managers are
have a process owner . A educated and
and their roles are coached to support
clearly defined the evolution of Lean
culture

.

e —————————
Pl team is creating
partnerships with

other Lean
organizations to
increase our
knowledge and
understanding

Process owners are
tracking metrics
toward a goal

Performance
Sustainable \ > Improvement team is

All departments have | no longer needed

mapped their core Continuous (Continuous
processes Improvement is

Improvement sustained by process

owners and staff)
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Performance Improvement Team

Dan Treatment Services Leadership, He_lde Crossroads PET: RN by , @ Robert
Mussatti | Treatment Malls; Collaborative Knlght Leadership, Flower 1, 'f 1 Lee
Problem Solving Flower 2, Leaf 2, Leaf 3 Ha Project
Lean Leader Lean Leader Vi Manager

Operations Management, Food Services,

hd) ) A S
1y, Nutrition Services, Environmental . Archways PET: % 3 Rud
' Steve Services, Facilities/Garage, Facilities L'IZ Archways Leadership, : .‘@ L T Y
1 Unwin Leadership, Safety and Emergency Rife Tree 1, Tree 2, Tree ﬁ e it or'res
Management, Warehouse, Security Lean Leader 3, Leaf 1, Flowers 3 | [ . Project
| e Lean Leader Team Manager
1503-753-0326
RSD Management, Voc Services- Client 3 X
Larry Employment, Social Work Management, Katie Springs PET: RN TBD
Dompierre Pharmacy, Dental Clinic, Laboratory, Hurckes | Leadership, Butterfly 1, oroi
Medical Clinic, Infection Control Bu.tterfly 2; Butterfly 3, roject
Lean Leader Lean Leader Chief Nursing Officer Manager

Harbors PET: RN Leadership, Lighthouse

. : ' ;i . Patient Resource Services,
To ny 2\’ LlﬁhthzouAse ﬁ’ L|§h;c:house.3,EAnlchc;.r L ; @ Bill Accounting Office, Benefit
. nchor 2, Anchor 3; Forensic Evaluation q q
GUI”en Services, Legal Affairs, Admissions, . f 4 X Bahl iaglr\;:l;:satg;s{trBaL:aness
T LeadlEr Health Information, Consumer and i Lean Leader Timekeelping Office
Family Services, Hospital Relations o

| 503-756-7612

Camille Data and Analysis, Standards and [ Toni
Clark Compliance, Technology Services, / i Gyatso Junction City
Wallin Performance Improvement, QM / ;
Administration, EDD, Human Resources \l Lean Leader

i

L Y { Lean Leader
503-385-7781 541=731-1458
Director

e Nate Bridges/Pathways PET: RN Leadership, €]/ Kimberly Ross
g ” d Bridge 1, Bridge 2, Bridge 3, Bird 1, Bird Z
Gillar 2, Bird 3, Psychology Management 5850

Lean Leader Ly OREGON STATK

HOSPITA

Cell: 503-884-

503-884-3389




Pl SUPPORT

= Breakthrough Management

= Rapid Process Improvements

= Work Team Initiatives

= Project Management

= Lean Daily Management support
= Executive Coaching

= Value Stream Mapping

= Strategic Planning

= Team Building
= Meeting Facilitation

= Lean Training

T OREGON STATE
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SUPPORT SYSTEM

SPONSOR

o Executive level support
» Determine project parameters/scope
» Determine acceptance criteria

o Approve change requests

Be available throughout the event and stop
in to support

Remove barriers to project implementation
Provide project updates to Cabinet or

Clinical Administration Team
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Lean Implementation — Oregon State Hospital

BACKGROUND
2008 - 2009

2010 I 2011 I 2012 I 2013 - 2018

Oregon Department of Human Services launched the
Transformation Initiative. OSH selected 2, full-time Lean
Leaders that received training from Lean experts and
completed work on several successful Lean events

OSH contracted with Kaufman-Global to
transform the OSH culture. Contract
included Lean training for managers and
the completion of 5 Lean events

OSH created the Office of
Performance Improvement — An
investment of 7 FTE Lean Leaders

In 2012, multiple Lean events were
launched and completed. Lean Leaders
also provided support to 71 LDMS areas
across OSH and delivered training

11 Lean Leaders and 3 project managers are currently supporting Oregon
State Hospital, 5 Lean leaders are assigned specifically to support at the
program level (PETs), leading Lean projects, supporting 90 LDMS areas,
delivering Lean trainings, and providing executive/management consultation

( CURRENT STATE )

HOSPITAL -WIDE FOCUS

PROJECTS

Temporary improvement efforts that require
cross-functional teams

Charter idea
A\ 4

Score project
v

INITIATION &
PLANNING

Approval/prioritization by Cabinet
A\ 4
Walk th\e‘;rocess
Event (RPI/WTI/PIT)
v

Report out to Cabinet

EXECUTION

Execution of imelsmentation plan
30 day Report out to Cabinet
v

60 day Report out to Cabinet
v

CONTROL

90 day Report out to Cabinet

MONITOR &

TRAINING
Hospital Staff Lean Overview (HSLO)
Offered bi-monthly

CABINET

LEADERSHIP FOCUS

Optimization Training — Applying Lean tools to
team processes. Training teams on process
thinking, standard work, measurement, 5S,
value, coaching, visual controls and Leadership

COMMUNICATION

*Monthly meetings with Cabinet to present
update on projects, LDMS, and prioritize
emerging projects

*Monthly Spotlight on Excellence Publication

HOSPITAL —~WIDE FOCUS

GEMBA WALKS

*Two Cabinet members are assigned to
each Program Executive Team (PET)
*Cabinet members walking the process
alongside Lean Leaders in different units
and PETs

eCabinet members work with Lean Leaders
to determine Leadership standard work

FRONT LINE FOCUS

*Open dialogue with unions

Performance Improvement

(ALL]

Continuous Improvement Sheets (Cl sheets)
Improvement proposals to increase process
performance at unit level

—

LEAN DAILY MANAGEMENT SYSTEM
(LDMS ©)

Primary visual display board is the foundation to follow
Plan Do Check Act (PDCA)
Lean Leaders deployed to 90 areas (units & operational)

Metrics to check process performance
Metrics are defined at unit level

Huddle every day with the
group to check metrics and
follow up on Cl sheet

completion ‘

RESULTS

PROJECTS TRAINING COMMUNICATION GEMBA WALKS LEAN DAILY MANAGEMENT SYSTEM
268 projects/consultations completed 2011-2017 Hospital Staff Lean Overview *73 Spotlight articles Cabinet members walking with a Lean Leader Out of 90 LDMS areas (10/2018):
3 breakthrough initiatives in progress Training *12 articles in Recovery Times on average per month *97% have an updated PVD

16 projects in progress
52 consultations in progress

#1525 participants

2013 -2017 Module and Lean Optimization
Training
#1023 participants

*P| Team meets with Cabinet monthly

*9 Lean Open House Events

*Bi-weekly meeting with unions

#15,324 visitors to OSH PI Lean Intranet Page

Multiple PET members walking with a Lean
Leader each week

*92% huddle every day

*81% have updated Metrics

*64% have submitted at least 1 Cl Sheet/month
90% of LDMS areas meet all LDMS standards
7,110 Continuous Improvement Sheets submitted

OPPORTUNITIES/STRENGTH )
PROJECTS TRAINING COMMUNICATION GEMBA WALKS LDMS
*Projects that align with value streams and hospital Offer multiple web-based training *Monthly Cabinet meetings provide support *Gemba walks provide an opportunity for *Unit metrics are aligned with Program
goals are prioritized opportunities and direction for Performance Improvement Leadership to build relationships with front line Executive Teams within each Value Stream
*Process ownership and Sponsor support is solid prior ~ *Offer Lean training tailored to managers initiatives staff, discover improvement opportunities, *LDMS Primary Visual Display (PVD) boards
to project launch to ensure success «People who complete training are interested «Spotlight on Excellence is well received and provide coaching to managers and show support provide the platform for cascading
eLean projects are achieving and sustaining excellent  and enthusiastic provides recognition for Lean progress and for Lean Leaders organizational measures
results *Module training provides a tailored approach timely information *Program Executive Teams actively participate in *LDMS is sustaining in the majority of the
eLean events are now seen as the standard method to  that fits unit needs ePerformance Improvement intranet provides Gemba walks each week hospital with Lean Leader support g
solve problems and create positive change *Optimization training provides customer useful information and is used by staff at all eCabinet members actively sponsor Program *The :Iumbel' of Cl sheets continues to increase '\ y - =
° i j i i Executive Teams monthly ™~ x
Cabinet Sponsors support project teams with standard work and control measures levels of the hospital LIS and Continuous Improvement sheets are T OREGON STAT
providing a real voice for front line staff ) H OS P | TA




OSH LEAN IMPLEMENTATION RESULTS

PROJECTS

= 292 completed
= 18 projects in progress
= 49 consultations in progress

TRAINING

= 2011-2018 Hospital Staff Lean
Overview Training
= 1525 participants

LEAN DAILY MANAGEMENT SYSTEM

= 92% of 90 LDMS areas meet all LDMS standards
= 7,107 Continuous Improvement sheets submitted

COMMUNICATION

77 Spotlight articles
= 12 articles in Recovery Times
= Monthly Superintendent Cabinet updates
= 9 Lean Open House Events
= 15,324 visitors to OSH Pl Lean Intranet Page




FOUNDATIONAL LEGACY




2018 JOINT COMMISSION SURVEY




READINESS

REEVALUATION

= Reevaluate “in house”
survey process

= Results of reevaluation
uncover more
deficiencies (19 to 147)

CORRECTIONS

Root Cause Analysis
Assign Sponsor
Assign Owner
Corrective Action Plan

SITE VISIT PREP

Communication plan
Survey Operation
Support (SOS) Center
Practice Mock Visit
Response Plan

T OREGON STATE
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JOINT COMMISSION SURVEY QUOTES

= “Top 5% of hospitals in the nation for environment of care and life safety issues”

=  “Against all hospitals, including academic medical centers, this is a very special place”

= “Leanis built into the fabric of everything you do here”

=  “Leading the country in medication management”

=  “Magnificent effort to replicate real life; patients are given plenty of choices”

=  “We’ve never surveyed a hospital that has such a robust performance improvement and data management
system in place”

=  “We’re having trouble finding B tags; we’re going to have trouble explaining that to headquarters”
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SURVEY

The Joint Commission Findings Tracker
C-|Finding/-|EP
1 [EC.02.02.01 or managing hazardous materials a art 1). e ment Review at Oregon State Hospita FINDINGS
waste, the hospital has the permits, (2600 Center Street, NE, Salem, OR) site.It was observed that none of n
licenses, manifests, and safety data sheets |[the staff signing biohazardous waste manifests had the training ] 3 1 Citat i O n S
When quarterly fire drills are required, they |Part 1). Observed in Document Review at Oregon State Hospital Kerry Kelly Jaime Manrique/ Tom |Robert Lee Submissio
are unannounced and held at unexpected (2600 Center Street, NE, Salem, OR) site. In 5 out of 5 quarterly 3rd Kranites n H H H h
times and under varying conditions. Fire shift fire drill records, it was observed that the fire drills did not O 1 Cltatlon Wlt
drills include transmission of fire alarm Part 2). Observed in Document Review at Oregon State Hospital - John Swanson |Joe Robert Lee . . . .
signal and simulation of emergency fire Junction City (2600 Center St NE, Salem, OR) site. In 4 of 5 quarterly Pickering/Chip/Tom req u | red reV|S|t |n 60
conditions. Note 1: When drills are first shift fire drill records, it was observed that the drills were Kranites
conducted between 9:00 P.M. and 6:00 A.M., |Part 3). Observed in Document Review at Oregon State Hospital - John Swanson [Tom Kranites Robert Lee d ays
the hospital may use alternative methods to[Junction City (2600 Center Street, NE, Salem, OR) site. In 5 of 5
notify staff instead of activating audible quarterly 3rd shift fire drill records, it was observed that there was
Every 6 months, the hospital tests vane type |Part 1). Observed in Document Review at Oregon State Hospital - Kerry Kelly Tom Kranites Liz Rife Submissio
and pressure-type water flow devices and [Junction City (2600 Center Street, NE, Salem, OR) site. It was n RESPONSE PLAN
valve tamper switches on the inventory. observed that there were 18 water flow devices tested in 2016 and .
The results and completion dates are 19 water flow devices tested in 2017 indicating that one water flow ] ASS'gn Sponsor
documented. Note 1: For additional Part 2). Observed in Document Review at Oregon State Hospital - Kerry Kelly Tom Kranites Liz Rife
guidance on performing tests, see NFPA 72- [Junction City (2600 Center Street, NE, Salem, OR) site. It was ] ASSig n OW n e r
2010: Table 14.4.5. Note 2: Mechanical water{observed that there were 39 tamper switches tested in 2016 and only
flow devices (including, but not limited to, |36 tested in 2017 indicating that 3 tamper switches were not tested .
Every 12 months, the hospital tests Part 1). Observed in Document Review at Oregon State Hospital - Kerry Kelly Tom Kranites/ Jerry  [Liz Rife Submissio u ASS I g n Lea n Lea d e r
automatic smoke-detection shutdown Junction City (2600 Center Street, NE, Salem, OR) site. It was Frampton n
devices for air-handling equipment. The observed that there was no accurate inventory of automatic smoke- L] G a t h er te am mem b ers
results and completion dates are detection shutdown devices for the air-handling equipment.
The hospital labels utility system controls to [Part 1). Observed in Building Tour at Oregon State Hospital (2600 John Swanson  |Tom Kranites/ Josiah |Liz Rife Submissio H I H I h d I f
facilitate partial or complete emergency Center Street, NE, Salem, OR) site. It was observed that the Roldan/Joe Pickering n " Utl I Ze e a n m et O 0 Ogy O r a ny
shutdowns. Note 1: Examples of utility information regarding the dedicated branch circuit for the fire alarm
system controls that should be labeled are |panel was not on the panel and the fire alarm circuit was not marked prOCESS Cha ngeS
utility source valves, utility system main in red. This finding was observed during survey activity, but
switches and valves, and individual circuits |Part 2). Observed in Building Tour at Oregon State Hospital (2600 John Swanson  |Tom Kranites/ Joe Liz Rife | Co rrect C|tations
in an electrical distribution panel. Note 2:  [Center Street, NE, Salem, OR) site. In 1 out of 6 electrical panel Pickering
For example, the fire alarm system’s circuit [checks, it was observed that panel ELLP-KBS-1A had no panel legend
is clearly labeled as Fire Alarm Circuit; the [identifying the individual circuits. This finding was observed during
disconnect method (that is, the circuit survey activity, but corrected onsite prior to the surveyors P D CA
The hospital meets NFPA 99-2012: Health Part 1). Observed in Building Tour at Oregon State Hospital (2600 John Swanson [Jerry Frampton Liz Rife Submissio |Leadership
Care Facilities Code requirements related to|Center Street, NE, Salem, OR) site. In 2 out of 2 emergency generator n Involvement | | Qu a | ity CO u n Ci I
electrical systems and heating, ventilation, |inspections, it was observed that the fuel shutoff valves were on the :John
and air conditioning (HVAC). (For full text, |external of the units #1 and #2 and they were not secured from Swanson
refer to NFPA 99- 2012: Chapters 6 and 9) tampering. The gate to the area was kept open during the day.
Note: For hospitals that use Joint
Commission accreditation for deemed
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HOW WE SUSTAIN AND CONTINUE




ean

. Primary Visual Displa
aily onrds
anagement rx

Q1 Q2 Q3 Q4
Metrics

ystem

Routine Huddles

Continuous Improvement Sheet Date:

Person Doing the CI Sheet

Continuous Improvement
(Cl) System

A\
é I ] ¥ r =
1~ OREGON STAT

HOSPITAL



PERFORMANCE SYSTEM INFRASTRUCTURE

’ Superintendent’s Cabinet

Performance System Quarterly Performance
Steering Committee Review

[ Change ] [ Performance ]
Recommendations Updates

Process & Measure Owners

Program Executive Teams Committee Structure

Performance System
Team Support

Clinical Executives




PERFORMANCE SYSTEM FUNCTIONAL ROLES

Steering Committee

« PS Process oversight

- PS Process recommendations
- Communication

Superintendent’s Cabinet
- Develop performance strategies
- Sponsor Breakthroughs/Projects

w - Break through barriers

« Champion
g

Program Directors
- Define measures/processes
+ Problem solve

- Ensure action =)

« Communication

/ Sustainable
Change
\Management

- Champion — : Measure Owners
- ﬁ « Problem solve
» } - Take action
- Accountable
ﬁ - Make recommendations
Clinical Advisory Team - Identify risks./barriers
- SME Clinical relevance - Communication

« Champion
« Communication

T OREGON STATE
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QUARTERLY PERFORMANCE REVIEWS (QPRS)

“Quarterly Performance Reviews (QPRs) create the discipline to review status of the routine work
(Fundamentals) and initiatives (Breakthroughs), and to drive problem solving as needed to achieve the
goals of the organization”

I/
PURPOSE: 4
*Frequent reminder of what is most important to us
*Performance becomes visible in a safe environment, values in action
*Enables people involved to share accomplishments
*Sets the stage for addressing problems (not solving it during the QPR) .
*Keeps everyone focused on results & outcomes, not just activity
*Creates the heartbeat for “Plan —Do —Check — Act”
*Helps us assess and pursue organizational health.. “taking our vital signs”

HOSPITAL
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QUARTERLY PERFORMANCE REVIEWS (QPRS)

ATTENDEES:

*Hosted by Data and Analysis
*Superintendent’s Cabinet
*Program Executive Teams
*Measure Owners

*Lean Leaders

*Performance System Team
*Treatment Mall

*Clinical Executives

*Guests

é *7\\ I I 4 R
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IMEASURES IN THE RED

Ranges of possible
performance
Where the data

Trending

How we define the Results

Correlatic What we are

Fundamer Measuring

Measure  Description) Definition

Harbors . g A4 5% 53 1% ELI% 484 e 52.9%
Archwins the plannlng cycle 2 45.4% BLLIFS 56.5% 55.3% 54.3% 57.05%
Pathrwiy 0% 5H.5% 520 GEL] E1.4% B7.H% 65.6%
Beidyes 0% 2 TOM £ G0% & T 52.9% BL2% 56.3% 54,48 50.7% 59,10%
ety 0% z TN £ G0% & T 48.1% B4 TLOM 73.4% 70.2% 73.9%
Sqstinis 0% = T £ B0% & T 62.1% B43% £9.3% 70N 7B.I% T2.2%
Iusetion ity 20% = TOM £ G0% & O, 49.0% 5T 40.7% 35.4% 39.3% 46.55%

R T | - B

Engagesment than 5 hours of services rac) it} 3]
T TED £ 00 2 5% £ % 30.3% 19.5% 12.9% 26.8% 29.9% 25.3%
Archrwiy TAO £ 0% 2 5% 5 % 73.8% 14.3% 19.9% 20.2% 71.0% 21.4%
[Trm—— TED £ 0% 2 5% £ % 16.5% 13% 14.7% 13.9% 15.0% 17.8%
Eergin TED £ 00 2 5% £ % 7.7% % 83% B.7% 10.0% 4.5%
Crearmnaty TED £ 00 2 5% £ % 28.1% 12.4% 7.4% 4.5% 6.5% 5.1%
Speiini THD £ 0% 258 £ 0 12.4% 1W1% 10L0% 7.7% 1.0% 5T
[A——_— TED £ % 2 5% £ % 15.8% 117% 19.3% 18.4% IH.8% 19.8%

measure

Desired level of
performance for

comes from

HOSPITAL




MEASURE ACTION PLAN (MAP)

FTOCESS INTor manon Ua STTDC .
Measure:|Patient Partic pation Status of Actions
L Owmer:|Heidi Scott/Harbors PET R
Date Problemidentified:|11/22/16 s g g
Target Date for sufficiency: 6/29/2018 Count Z5
#actions: 15 N\ =
F ok m 1 Ten1 # completed: 8 \> _—:, 4
arbors s not mesting the identified goaks for Patient Participation - 0% of #on sche dule: 3 j;/ s 5 3

atients arereceving less than S houwrs of treatment. We have had s teady #Due Soon: 0 B 3

nprovements. # Late: 4 2 . .

Measure Information

g
H

ystern: the curent systemdoesn't direct the treatment (treatment is not
atient need directed, but rather ™ what we offer” directed); Process: staff
on't regularly capture on-unit ac tive treatment; Culiture: patient par ticipation
owned by bt the ol an et 1. Progam: Contimuous tmover of T easureiformaton......... TP

atients; high accuity. When patients improve, they are transferred or Quarter NR—> Q17 @17 Q3f17 Q4/17 _J\
SONargec Target Goa 0% 0% 0% &0y

0%
Actual 30% 20% 13%
indicator for trend - \

Qi/17 Q217 /17 a/17

Tamet Goat

\ll patients will reeive at least S houwrs of treatment each week.

_ Responsible Staff Due Date Action Days
Action Status Comments
Ref # [First and Last Name] | [mm/dd/yyyy] | Complete [X] | Remaini
1 Aid and Assist Breakthrough - A3 developed A Cornell, H. Scott V/1/2017 X
A A h - Define Bammie Final = L defini . piete
- id and Assist Breakthrough - De Bamers H. Scott 11/15/2017 X malized product awaiting project ad min approval; definitions compilete
3 Aid and Assist B'aaqm* - Refine Assess ment process; Develop new A Corned 3/30/2018 Not started
Dr OCeSSes 35 IO opriate
P E h-Tr rePlan In & T
4 Aid and Assist Breakthrough - Treatment Care Plan Interventions based upon A Cornell H.S §/30/2018 Estimated date; Not started
assessments 81
s Aid and Assist Breakthrough - Treatment Services are based upon assessments A. Cornell, H. Scott 9/30/2018 - Estimated date; Not started
land barriers 173
PET r . -
s Bimonthly unit to PET reports during PET rounds - problem solving ssuss Heidk Scott 7312017 X
around patients not participating
7  |Deveios Weliness Recovery Teams Stacy Castor 3/31/2017 X




Genchi Gembutsu

Engage
Muda, Mura, Muri

e Respectful
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GEMBA PROCESS

IR 15
GEMBA

ossive @  RecocNiz

COMMUNICATE

COOPERATE SOLVETHE PROBLEM

WALK

Daily walks
= All questions are curious and
phrased about the “why”

Focused walks
= Same specific questions from
each member to the staff
= All questions are curious and
phrased about the “why”

T OREGON STATE

HOSPITA ,,



GEMBA CURRENT STATE

“Great exposure to people | don’t otherwise see.”
Superintendent

“If you're an executive leader and not out there on the front
line, seeing if what you’re trying to implement is being heard,
there is no way you are going to know if it’s working or not”
Deputy Superintendent

“I' like building relationships and letting people know who | am”
Chief Nursing Officer

“I love being able to problem solve in the moment and help
someone”
Director of Treatment Services

“When leadership is out and about, it’s empowering

to the people to want to do better work”
Mental Health Technician

“It makes us feel heard, like we have a voice”
Registered Nurse

“| appreciated just a show of support. Offering
guidance for collaboration as a resource.”
Psychologist
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UNIVERSAL SCHEDULE

Standard Weekly Schedule

Time [ period Thursday

a8-9

8-10

10-11

11-12

12-1
1-2 PET
2-3 PET
3.4 Climical []i.'ﬂ:iplin_E

Department Meetings

s Clinical Discipline

Department Meeting




EXECUTIVE LEADERSHIP SUPPORT
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