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Hitting Our stride

When I first arrived at Oregon State Hospital last fall, the commitment to change the way we operated 
had already been made. Over the years, we had received plenty of candid advice on the improvements 
we needed to make at the hospital. Most focused on accountability and the need to improve the quality 
of treatment within our facilities. 

One of the most astute observations was that in our enthusiasm for change, we were trying to do too 
much. As a result, we had become less effective than we should have been at delivering the things that 
mattered most to a state psychiatric hospital — namely, outstanding patient care and value for the 
resources we had available.

The Oregon State Hospital Excellence Project was designed to fix this. It was meant to show us how to 
implement the changes we knew we had to make, while introducing new processes and disciplines that 
would enable us to take advantage of those changes and deliver on our pledge to become a first class 
inpatient psychiatric hospital. 

It was a big challenge; but after a few intense months of working with the implementation specialists 
at Kaufman Global, I am pleased to say that we have hit our stride. Many of the prerequisites to 
achieving what we call Hospital Excellence — a focused commitment to patient recovery, delivered in a 
purposeful and efficient manner — are now in place. Processes have been refined, new skills developed, 
and projects prioritized so the entire hospital can move forward rather than getting bogged down in 
organizational and procedural whirlpools.

We have beautiful new state of the art facilities at or near completion. Soon we will have fully activated 
the treatment malls, installed critical information systems and implemented new decision-making tools 
throughout the organization. Most importantly, we have given our people a new sense of pride and 
optimism with respect to the work they do and the essential roles they play in patient recovery.

We are not at the finish line yet — because our journey really has no finish line — but we are well on 
our way. We now have a compelling vision that we all live by. We’ve restructured our organization 
with greater emphasis on accountability and performance management. We’ve streamlined the 
many improvement initiatives on our books and implemented new processes for ensuring that future 
initiatives are focused, aligned and completed in accordance with defined, measurable criteria. Above 
all, we are learning how to plan and lead these activities ourselves so that achieving hospital excellence 
becomes our driving force. 

This document provides a summary of the work we’ve done and the progress we’ve made over the 
past seven months. But equally important, it will guide us through the next and all future stages of the 
Hospital Excellence Project.

I am proud of the progress we have made so far. And I am especially proud of the contributions of our 
people — our staff, our patients and our other stakeholders — who will continue to lead us to excellence 
at Oregon State Hospital.

Greg Roberts 
Superintendent

MessaGe FROM tHe supeRintendent

Hope. safety. Recovery.
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executive Summary

This document is submitted as the deliverable 
requirement for Task 9 of the State of Oregon 
Professional Services Contract Number 133549, 
Oregon State Hospital (OSH) Excellence Project. It 
provides a summary and closing assessment of the 
entire project including a list of potential future 
projects designed to maintain progress and sustain 
OSH’s transformation into a first class public 
inpatient psychiatric institution built on a culture 
of hospital excellence. 

Part 1 of the report presents concise summaries 
of each of the nine tasks and thirteen deliverables 
specified in the project’s work plan, as well as 
an overview of additional services and activities 
provided to OSH over the course of the project. 
These additional services played a critical role in 
helping the organization define its goals, overcome 
resistance, instill confidence and discipline into its 
workforce and improve performance in many  
key areas. 

The goal of the Excellence Project is appropriately 
depicted as a cultural transformation. Much of the 
early work was spent defining OSH’s culture and 
identifying ways to change it. Part 2 of this report 
re-phrases the hospital’s cultural characteristics 
(which at the outset clearly acted as barriers to 
improvement) as Critical Success Factors against 
which future performance can be benchmarked 
and actions can be formulated.

Based on all of these tasks and activities, 
Part 3 of the report provides an assessment 
of OSH’s progress to date on the journey to 
hospital excellence.  The assessment looks at 
the total activity that has taken place within 
the project since startup, the current status 
of all recommendations emerging from the 
task deliverables and other activities, and the 
organization’s progress against the Critical  
Success Factors identified in Part 2. The picture 
that emerges is of an organization that has come  
a long way in a short time, and is now firmly  
on the path to improvement, headed toward 
excellence. But there is still a long way to go.

Having characterized OSH’s ‘current state’, the 
report then looks forward.  Part 4 presents a 
‘playbook’ outlining future requirements for 
success and a prioritized list of future projects  
built upon the work that has been done so far  
and designed to propel the organization to the 
next level of its journey to hospital excellence.

In closing, Part 5 takes a prospective look 
forward. Its essential message is that OSH has 
taken great strides over the past seven months 
and is improving with each passing day. As an 
organization, it has much to be proud of, and that 
pride is showing up in the efforts and the attitude 
of its people. To achieve the goal of hospital 
excellence, it must maintain its current momentum 
and redouble its commitment to change, for  
the future challenges, while different, will be as 
taxing as the past.

All of the detailed materials that have been 
produced for this project by Kaufman Global, 
including the deliverable Task Plans and Reports, 
are contained in the DVD that accompanies  
this report. 

part 1
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Hospital excellence:  
the time is now 

In early spring 2010, Oregon State Hospital 
embarked on the Hospital Excellence Project, 
a sweeping initiative to transform its entire 
organization through the relocation of operations 
to new facilities and the full-on application of a 
recovery-focused model of patient care. 

OSH’s commitment to the transformation was, in 
large part, a response to the recommendations of 
various federal, state and independent authorities 
following periods of public controversy and 
troubled administration. The authorities had 
identified inadequate patient care and outdated, 
declining facilities as primary causes for concern. 
But they also identified cultural and organizational 
factors as barriers to change and questioned 
the effectiveness of the hospital’s continuous 
improvement initiatives in addressing past 
problems and deficiencies. 

 
 
 
A key objective of the Oregon State Hospital 
Excellence Project, then, is to address cultural and 
organizational barriers and to ensure that continuous 
improvement activities are in fact driving the 
organization toward excellence. In this sense, the 
project is as much about cultural transformation as 
about operational transformation.

Oregon State Hospital’s goal is to be a first-class 
public inpatient psychiatric facility. The State’s 
commitment to finance replacement facilities 
at the aged hospital is instrumental to achieving 
this goal. Equally important is the commitment 
to change the way the hospital operates. New 
leadership is a major factor in this transformation. 
So too is the determination to instill new ways 
of thinking, new operating procedures and new 
processes into the 128 year-old institution. 

1.1 intROduCtiOn and baCkGROund
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the excellence project:  
a Catalyst for Change

One of the biggest obstacles to change is the 
reality that patient care is ongoing and that 
hospital operations never stop. “Too much going 
on” is a real challenge, compounded by the sense 
of urgency imposed by public and legislative 
pressure to respond to past issues and incidents.

Accordingly, in fall 2010, OSH engaged Kaufman 
Global to assist with the hospital’s transformation. 
With formal launch in the closing days of 
November, OSH and Kaufman Global worked 
together to lay out an ambitious plan to propel 
the Hospital Excellence Project forward. For its 
part, Kaufman Global’s role was to implement 
and facilitate necessary changes, reconstitute 
essential processes and structures, and teach OSH 
personnel how to implement and sustain future 
changes on their own. Among its many elements, 
the plan focused on:

 •  Characterizing OSH’s culture and 
understanding how the components of that 
culture inhibit beneficial change

 •  Re-defining the organization’s mandate  
and purpose

 •  Streamlining Continuous Improvement 
initiatives and the processes used to govern 
such initiatives and other major projects

 •  Improving hospital-wide communications 

 •  Assessing the use of Lean tools, principles and 
processes and other best practices in daily 
management

 •  Assessing the organization’s existing 
skills, training and other human resource 
competencies while modeling future 
recruitment and training processes to better 
fulfill the hospital’s needs

 
 
 
In addition, a variety of supplemental activities and 
value-added services, including ongoing coaching 
and mentoring of designated staff, were provided 
by Kaufman Global throughout the engagement. 
Details of these activities and services are provided 
elsewhere in this report.

In executing this plan, Oregon State Hospital 
has made big strides toward the achievement of 
Hospital Excellence. Barriers to change have been 
removed and key building blocks have been put 
into place. At a more subjective level, a positive 
change in attitude has been observed amongst all 
levels of staff, patients and outside stakeholders. 

That said, there is still much work to do. Following 
the presentation of this report, the Excellence 
Project will be assumed almost entirely by OSH 
personnel, building on their achievements and 
learning over the past several months. The 
organization is much better equipped to meet the 
transformational challenge than it was last fall, and 
it has a unique opportunity to capitalize on the 
momentum that has been created through recent 
initiatives. Still, the road ahead is a long one, and it 
is important not to break stride. 
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the Road ahead 

This document summarizes the work that has been 
undertaken over the past seven months and offers 
an assessment of Oregon State Hospital’s progress 
to date. It then presents an outline of work that 
needs to be done as the organization continues 
its drive to achieve Hospital Excellence. Finally, it 
presents a plan of attack — a ‘playbook,’ if you will 
— for executing that work.

“ Hope is also the basis for an 
organization’s recovery”.

—superintendent Greg Roberts
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Mapping Hospital excellence

In preparation for this assignment, Kaufman 
Global examined the work of previous advisors, 
particularly the authors of the Quality and 
Compliance External Review Report (2010), 
consulted with senior personnel in the 
Department of Human Services and the Oregon 
Health Authority, and thoroughly reviewed the 
requirements and task descriptions outlined in 
the Hospital Excellence Request for Proposals. 
This research helped define the main elements of 
Hospital Excellence and the essential relationships 
between them. 

Main elements of Hospital excellence  
at OsH: 

 •  A purposeful, forward-looking culture based 
on pride and accountability

 •  Organizational alignment and clear decision-
making processes

 •  A compelling Vision, Mission and Values

 •  Clearly-developed governance structures  
and processes

 •  Visible, effective leadership 

 •  Full adoption of best daily management 
practices, including performance metrics

 •  Focused, streamlined Continuous 
Improvement processes and initiatives

 •  Internal capabilities to drive and sustain 
improvement on an ongoing basis

Figure 1.1 – The Systems and Interdependencies of 
Hospital Excellence at OSH (below) illustrates the 
basic architecture of Hospital Excellence based on 
the elements described above. 

1.2 appROaCH 

Vision
Mission
Goals

Structure

Caring for People and Commitment to Recovery

Value Streams, Not Silos

Processes and
Disciplines

(Lean)

M
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t

Accountability

Skills and
Training

CIPs

Achieve Hospital Excellence

Figure 1.1 — the systems and interdependencies of 
Hospital excellence at OsH
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For various reasons, the original project plan 
underwent several modifications prior to start-
up. There had been an expectation on the 
part of Kaufman Global that the engagement 
would commence several months sooner. The 
delayed start date had a number of unintended 
consequences, not the least of which was that 
the new Superintendent, Greg Roberts, would be 
in place prior to Kaufman Global’s arrival on the 
scene. The delay also allowed Kaufman Global to 
bring on all of its personnel who were involved in 
the DHS / OHA project of 2010. 

Having this cadre of experienced personnel 
in place brought to the project a great deal of 
corporate knowledge about what support OSH had 
been receiving in its transformation to a culture of 
continuous process improvement, how much help 
it was willing to accept, and just what impact the 
institution’s history was really having upon  
its transformation. 

One of the unintended consequences of the 
delay was that Task 5 had to be modified from its 
original intent. Task 5 was intended to be a plan for 
the first relocation of patients to new facilities, but 
turned out to be a critique of the move as it took 
place. Some of the concepts of internal versus 
external change out would have been helpful to 
the client before the move occurred. 

The makeup of the Kaufman Global team 
underwent some adjustment over the life of the 
project. The presence of long term clinical or 
healthcare experience became less important as 
OSH personnel became more inclined to share 
their experiences and concerns. At that point, 
process improvement, facilitation, documentation, 
teamwork and leadership skills became much 
more valuable.

Finally, candor and trust were hard to come by in 
some areas early on. Besides adding to the normal 
stress of a rapid transformation, this caused the 
pacing of the project to be much delayed in the 
implementation phase and very resource intensive 
near the end. This resulted in some lost efficiencies 
and in some areas, relationship friction. 

1.3 pROJeCt ReFineMent
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summary of project tasks 

Following consultation with Oregon State Hospital 
and some additional refinements, Kaufman Global 
designed a comprehensive project plan built upon 
nine sequential but interdependent tasks, with a total 
of thirteen deliverables, each designed to move the 
organization closer to the achievement of hospital 
excellence while building and strengthening internal 
capabilities and fundamentally altering the culture of 
the organization. 

Figure 1.2 itemizes the nine tasks and thirteen 
deliverables and illustrates the sequence in which 
they have been undertaken. Each of the project 
tasks is described in greater detail in Section 3.

 Improvement

5.  Change
 Management /
 Move Strategy

6.  Prepare
 
 Strategy / Plan

8. Talent
 Management /
 Development

1.  Define
 Cultural
 Excellence
 (Del 1a / 1b)

2. Measurable
 Business /
 Treatment

4. Determine
 Model

 Work Structure

7. Create Daily
 Management
 System
 (Del 7a / 7b / 7c)
   

9. Summarize
 Project / Closing
 Assessment

10. Define
 Cultural
 Excellence
 (cont., Del 1c)

DEC 201028 NOV 30 JUNJAN 2010 FEB 2010 MAR 2010 APR 2010 MAY 2010 JUN 2010

Figure 1.2 – the phasing, sequence and natural Flow of the  
OsH excellence project
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1.3  OReGOn state HOspital exCellenCe pROJeCt  
task suMMaRies

The following section summarizes each of the Tasks defined in the 
Project Plan and undertaken between the closing days of November 
2010 and June 2011. Each summary is identified by Task number.
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Identify positive cultural norms that will 
foster an atmosphere of excellence in 
the delivery of patient care and in the 
management of hospital operations.

Rationale: 

the Quality and Compliance External Review 
Report (2010) identified “a pervasive culture 
of indecisiveness and failure to hold personnel 
accountable” as the essential reason why 
improvement efforts at OSH had, to date, 
produced disappointing results. 

Recognizing this, OSH leadership concluded 
that the organization’s culture had to change. 
Practically, this meant first identifying and then 
re-shaping the collective values, beliefs and 
expectations that drove individual behavior at the 
hospital. Understanding existing cultural norms 
would better equip OSH to navigate towards 
hospital excellence. Task 1a was designed to define 
current cultural norms and assess them against a 
desired future. Understanding the dynamics of the 
culture, not just its symptoms, was a necessary 
first step.

approach and description of activity:

Working together, the OSH leadership team 
and Kaufman Global implemented a Cultural 
Assessment Toolbox, that is, a multi-faceted 
suite of discovery tools, deployed to gather data 
and generate insight into cultural norms and 
behavior across the entire organization. Using 
the five discovery tools described in Exhibit 1.1, 
input was gathered from more than 1,500 OSH 
contacts in a period of less than six weeks. More 
than just generating data, the tools gave voice to 
a full spectrum of stakeholders, providing multiple 
opportunities for individuals to express in-depth 
views on complex, overlapping and at times 
extremely sensitive topics. 

Results and Recommendations:

The Cultural Assessment Toolbox generated 
thousands of inputs. Taken together, these inputs 
painted a vivid and, at times, disturbing picture. 
Kaufman Global then distilled these inputs into 
seven cultural characteristics, or barriers to change, 
which OSH would have to address to complete its 
transformation and achieve hospital excellence:

1. Lack of accountability

2.  Lack of a shared organizational vision and 
strategy

3. Lack of trust and fear of retribution

4. Lack of defined roles and responsibilities

5. Poor communication

6. Lack of training

7.  Separate agendas at some levels and in some 
functional areas

Each of these characteristics was supported 
by data-based analysis and detailed employee 
and patient accounts of the ways in which the 
implementation of positive change was being 
stymied at OSH. 

support for Culture Change and 
Hospital excellence:

Task 1a was the underpinning of all subsequent 
tasks in the OSH Hospital Excellence Project and 
the baseline for measuring organizational change. 
The litmus test for all future initiatives is the extent 
to which they move the organization toward the 
desired norms that support the long-term goal of 
Hospital Excellence. 

task 1a: deFininG CultuRal exCellenCe — CultuRal assessMent 
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exhibit 1.1 — Five principal Components of the Cultural assessment toolbox: Multi-dimensional suite 
reveals stakeholder opinion in order to craft a viable future state culture change strategy to sustain 
Hospital excellence.

OaeS Organizational alignment and effectiveness surveys (Oaes) identified misalignments in perception 
between functions, positions, roles and authorities. Involvement, peer cohesion, clarity, control and 
change readiness, emerged as cultural factors opposing implementation and sustainment of change.

Focus interviews Focus interviews provided an individual, private and detailed forum for facilitators to probe barriers 
to implementation at the most basic level. A card sorting exercise characterized and prioritized the 
seven categories of improvement opportunities.

Workplace 
interviews

Workplace interviews provided trusted consultants an opportunity to observe and query staff and 
patients in their natural environments, affording additional context and insight into comments 
gathered through other discovery tools. 

Functional Mapping Functional Mapping helped employees depict relationships between critical processes and identify 
major areas of concern. In a variation on affinity diagramming, participants grouped individual 
comments and insights, creating a visual image of compelling concerns with key processes and  
their relationships.

Online surveys Two identical Online surveys allowed respondents to participate at their convenience. One was 
offered to the broad workforce while the other was limited to the leadership group, allowing 
comparisons between the views of each group. Results suggest important gaps in understanding  
and communication.

“ People must be held accountable to the senior leadership’s vision regardless of interim or 
opposing loyalties. This isn’t a blanket indictment of past leadership or factional solutions 
… Rather, it’s a systematic set of steps that must include informing everyone of what is 
expected of them and holding them accountable.” 

the full task 1a Report can be viewed on the dVd accompanying this report.
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task 1b: deFininG CultuRal exCellenCe — CHanGe stRateGy

Based on the findings of Task 1a (Cultural 
Assessment), develop and implement 
strategies for instilling positive cultural 
norms in management, staff and patients.

Rationale:

Transforming an organization doesn’t happen 
at the flick of a switch. Understanding the 
characteristics of Oregon State Hospital’s culture 
was merely the first step toward changing it. Task 
1b was intended to set out a practical strategy for 
instilling new, positive norms across the hospital’s 
entire population, without which hospital 
excellence was unlikely to ever be achieved. 

approach and description of activity:

Armed with a wealth of information from the 
Task 1a discovery process and some valuable 
recommendations from OSH personnel, Kaufman 
Global formulated actions to be taken to change 
hospital norms in accordance with the desired 
future state. Informed by Kotter’s seminal work, 
Leading Change: Why Transformations Fail, the 
seven characteristics of OSH’s ‘current’ culture 
were sifted through the filter of Kotter’s classic 
barriers to successful transformation. This 
crystallized the context for subsequent project 
tasks and helped identify additional areas of focus 
for OSH’s leadership group, including, for example, 
the need to revitalize the hospital’s vision and 
mission statements and clearly define the lines of 
decision-making authority.

Results and Recommendations:

Based on this analysis, a Cultural Change Strategy 
Map was developed to match each cultural 
characteristic identified in the assessment with 
strategic initiatives, subsequent tasks, new 
processes and disciplines at both the leadership 
and staff levels, as well as with the specific tasks 
required to complete the project.

Exhibit 1.2 illustrates the phasing of the Hospital 
Excellent Project to address the cultural factors 
identified in the assessment phase with the 
ensuing tasks and developmental activities 
designed to realize cultural change at OSH. A  
more detailed summary can be found in the  
Task 1b Report, which is included in the DVD  
that accompanies this report. 
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exhibit 1.2 — the phasing, sequencing and natural Flow of the  
OsH excellence project.

“ (The Culture Change Strategy Map is) the 5-step custom blueprint describing the shoulder-to-
shoulder work to complete with OSH in order to achieve project objectives. When executed, 
sustainable culture change is the predicted progress outcome. The path beyond is then 
enabled; the journey of change continues.” 

the full task 1b Report can be viewed on the dVd accompanying this report.

DEC JAN FEB MAR APR MAY JUN

Task 1 (1a, 1b)

30 
JUN

Task 2 Prep-work

Task 3

Task 4 Prep-work

Task 5

Task 6

Task 4 RPI

Task 2 RPI

Task 8

Task 7

Task 1 (1c)

Task 9

Establish as-is and Future Culture

Identify Preliminary Measurable Objectives

Rationalize Improvement Portfolio

Preliminary Model for Work Structure

Modify Move Plans

Design Communications Strategy

Define Model Work Structure

Confirm Vision, Mission, Objectives

Define Professional Development Architecture

Develop Team Leaders and Teams

Develop Lean Practitioners

Summarize Outcomes 
and Path Forward

29
NOV
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task 1c: deFininG CultuRal exCellenCe — teCHniCal assistanCe

Based on the findings of Task 1a (Cultural 
Assessment) and the recommendations 
of Task 1b (Change Strategy), deliver 
ongoing technical assistance to implement 
strategies for cultural change throughout 
select areas of the organization.

Rationale:

Task 1a uncovered the hospital’s cultural problems 
and challenges. Task 1b recommended many 
changes to address them. Task 1c took the next 
logical step by providing structured technical 
assistance to help OSH implement the culture 
change strategy. Through Task 1c, leaders at all 
levels were coached, trained, mentored and 
prepared to embrace new cultural norms. 

approach and description of activity: 

Over the course of several months, a variety of 
coaching, mentoring, planning and facilitation 
activities was undertaken to create the right 
orientation and infrastructure for sustainable 
change, including:

 •  Extensive, tailored on-site mentoring of the 
Superintendent and Cabinet, particularly 
with regard to activation of the Task 4 
(Model Organization and Work Structure) 
recommendations. Experienced Kaufman 
Global consultants guided implementation 
of the communication plan, deployment of a 
shared organizational vision and strategy, and 
proactive measures to rebuild trust. Practical 
coaching in the early implementation of 
LDMS® focused on the use of data in decision-
making and the development of meaningful 
metrics. In addition, Kaufman Global coached 
OSH leaders on team chartering, governance 
structures, barrier removal, stakeholder 
awareness, waste and variation reduction and 
fact-based daily employee involvement. 

   Through these activities, OSH leaders became 
personally engaged in problem-solving. This 
provided them with a new awareness of how 
to get things done, make decisions, promote 
teamwork, and use communication to influence 
continuous improvement and the daily  
work routine. 

 •  Intensive learning for high potential OSH Lean 
Practitioners immersed newly-designated 
Lean Practitioners in implementation 
essentials including tools to overcome 
cultural barriers to continuous improvement. 
Workshop topics included content from 
Kaufman Global’s Learning Library on cultural 
change and continuous process improvement. 

 •  An intense, two-day course of instruction 
known as the Hospital Managers’ Lean 
Overview (HMLO) provided managerial 
personnel with instruction on Lean concepts 
and practical exercises. Delivered to 171 
students, this training also identified many 
areas of potential improvement for the 
hospital as a whole. 

 •  Rapid Process Improvement (RPI) events, led 
by Kaufman Global, addressed five of the most 
pressing issues for OSH: Treatment Malls, MD 
Recruitment, Risk Reviews, Assessments, and 
Mandated Overtime. 

 •  A Leadership Academy course of instruction, 
delivered to 145 students, demonstrated 
the basic leadership skills critical to fostering 
positive cultural changes within organizations. 
Intended to develop future leaders in a culture 
of continuous process improvement, these 
modules included concepts of leadership 
decision-making, trust-building, conflict 
resolution, communication, development 
of a personal leadership philosophy, and 
leadership in a Lean environment.
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Results and Recommendations:

At the completion of Task 1c, hospital excellence 
has begun in earnest. A cadre of Lean leaders is now 
focused on hospital priorities and is equipped with 
the skills and knowledge to lead the organizational 
transformation. Throughout the organization, 
expanding pockets of Lean expertise are colliding 
with organization-wide energy and enthusiasm 
to make improvements. Steps are being taken to 
reduce waste, promote accountability, impart the 
organizational vision and strategy, improve trust, 
reduce fear, cement roles and responsibilities, and 
reinforce effective communication. 

support for Culture Change and 
Hospital excellence:

Understanding OSH’s culture was merely the first 
step toward changing it. The technical assistance 
provided in Task 1c helped create accountability, 
shared vision, and trust within the organization. 
It also addressed what were previously poorly-
defined roles and responsibilities and helped 
improve overall communication. 

building OsH’s Capabilities for sustainable transformation:

Senior Leader Coaching/Mentoring All Cabinet members

Lean Practitioner Training 11 Lean Practitioners

HLMO Training 171 Managers

Rapid Process Improvement Events 5

Leadership Academy 145 Students

the full task 1c Report can be viewed on the dVd accompanying this report.
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task 2: ObJeCtiVes and MeasuRes

Develop a set of measurable business 
and treatment objectives that define 
transformation project success in reaching 
the goal of being a first class public 
inpatient psychiatric treatment facility. 

Rationale: 

The Task 1a Cultural Assessment identified the lack 
of a shared vision and strategy as one of the biggest 
obstacles to positive change at OSH. In some of the 
earliest discovery work performed for Task 2, it was 
evident that very few areas of the hospital had set 
improvement objectives or were using meaningful 
performance measures. It was also clear that no 
amount of outside coaching or expertise would 
provide the necessary ownership and commitment 
without a governance structure composed of 
leaders who were capable, focused and motivated 
enough to get to the next level. The reorganization 
of the senior leadership team (Cabinet) created a 
unique opportunity to revisit, re-state and revitalize 
the fundamental purpose of the organization. 
These factors served as the backdrop to the task of 
developing a comprehensive set of objectives and 
measures for OSH. 

approach and description of activity:

Against this backdrop, it was apparent that 
business and treatment objectives and their 
accompanying metrics had to be anchored to the 
fundamental imperatives of the organization, i.e., 
its vision, mission and values, while at the same 
time driving changes that would lead to hospital 
excellence. This realization led to a reformulation 
of the approach taken in Task 2.

The leadership team recognized that to arrive at 
relevant, purposeful objectives and metrics, the 
starting point had to be revisited. Consequently Task 
2 was restructured as an end-to-end process that 
included the creation of new vision and mission 
statements and resulted in a set of supporting — and 
completely aligned — objectives and metrics. Exhibit 
1.4 illustrates this eight-stage process:

A facilitated Rapid Process Improvement (RPI) 
event was used to take the leadership team 
through a series of sequential exercises designed 
to complete the process. While intense and 
demanding, the event generated the required 
outputs for all eight stages.

1. Capture
STAKEHOLDER

Voice

2. Describe
CARE

Continuum

3. Establish
VISION

of Future

4. Define
MISSION
for Vision

5. Confirm
GOALS

for Mission

6. Determine
OBJECTIVES

for Goals

7. Set Key
MEASURES

for Objectives

8. Devise
MESSAGES

to Share

“ This (vision) provides such clear direction for our organization. People can take pride in 
this and relate to what it means. When I work with my staff we can discuss ‘What are we 
doing to inspire hope? What are we doing to ensure safety? What are we doing to support 
recovery?’ When I conduct performance reviews I can say, ‘how have you inspired hope, 
promoted safety and supported recovery?’” 

exhibit 1.4 – the strategy of linking the Voice of the Customer to Measurable and sustainable improvement
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Results and Recommendations:

The RPI event generated 21 business and 
treatment objectives, each with corresponding 
performance measures. However, Task 2 also 
delivered a larger benefit by articulating a new 
vision, mission and set of goals for OSH. In so doing, 
it helped galvanize the new leadership team and 
set the stage for the more productive execution of 
subsequent project tasks and activities. 

support for Culture Change and 
Hospital excellence:

At project completion, OSH had embraced the 
new vision and was actively promoting its key 
themes of hope, safety and recovery. Performance 
objectives had been adopted by cabinet members 
and were being instilled within their respective 
work areas.

OsH Vision

“ We are a psychiatric hospital 
that inspires hope, promotes 
safety and supports recovery 
for all.”

OsH Mission

“ Our mission is to provide 
therapeutic, evidence-based, 
patient-centered treatment 
focusing on recovery and 
community reintegration, all 
in a safe environment.”

the full task 2 Report can be viewed on the dVd accompanying this report.

exhibit 1.4 – the strategy of linking the Voice of the Customer to Measurable and sustainable improvement
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Perform a critical review of current CIP 
projects and determine which, if any, should 
be modified or abandoned; assess their 
effectiveness and relevance in achieving 
OSH’s new standards of excellence.

Rationale: 

OSH’s commitment to undertake Continuous 
Improvement Projects (CIPs) in response to the 
recommendations of outside advisors led to the 
development, over time, of a roster of more 
than 200 discrete initiatives, or ‘CIP Items’. These 
items were often disconnected, duplicative or 
improperly defined, and tended to produce 
dubious results while consuming resources 
inefficiently. Some showed virtually no progress 
while others did not require team activities to be 
concluded. Still others were restatements of issues 
already being dealt with elsewhere. In addition to 
rationalizing the roster of CIP Items, OSH clearly 
needed a structured process for commissioning 
and directing future initiatives. 

approach and description of activity:

Kaufman Global gathered background on the 
history and rationale for each initiative, reviewed 
the inventory of existing CIP Items and introduced a 
systematic methodology for defining, rationalizing 
and prioritizing them. The resulting process engaged 
members of the OSH leadership team and focused 
on critical issues including: a) defining CIPs; b) 
establishing criteria for evaluating and ranking 
initiatives; c) assessing their status and effectiveness, 
and d) determining whether they should be 
eliminated or continued with additional resources.

Through a facilitated Rapid Process Improvement 
(RPI) event, OSH leaders examined the key barriers 
to an effective CIP process and then defined a CIP 
Item. Armed with this definition, the team then 
applied a four-stage process to reviewing current 
CIP Items. 

Results and Recommendations:

Figure 1.3 illustrates the four stage review process 
which resulted in the rationalization of 227 CIP 
items down to the 33 highest priority items. The 
33 items were then designated for completion of 
project charters and the appropriate allocation 
of resources. The next 35 items were placed 
in a queue for subsequent attention. Most 
importantly, the exercise generated agreement 
on the processes that would be used for future 
CIP execution, processes that would be further 
developed in Task 4.

support for Culture Change and 
Hospital excellence:

Task 3 streamlined actual CIP activity and laid 
out the process for conducting future projects 
under the direction of the leadership team and 
in accordance with the goals of the Excellence 
Project. By reducing the number of CIP Items, 
re-characterizing them as workable projects, and 
mentoring OSH personnel in problem solving 
and other techniques, Kaufman Global fortified 
OSH’s desire and capabilities to be accountable, 
to act according to a shared vision, to define the 
improvement agenda and to attack long standing 
items in strategic alignment with other process 
improvement goals.

task 3: COntinuOus iMpROVeMent pROJeCt RatiOnalizatiOn
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Figure 1.3 – Finding the Critical Few: Cip item 
Review and Rationalization process

a Cip item is a proposed project which:

 • Significantly advances the hospital toward its mission and vision
  • Improves patient care and services
  • Promotes patient recovery
  • Improves process to move the patient to the community

 •  Integrates the efforts of departments, disciplines and programs to work toward a common objective
  • Identifies an executive sponsor/owner and a proposed champion
  • Involves cross-functional participation and learning
  • Becomes part of a single priority list for the hospital

 • Has a defined outcome which is observable and measurable
  • Provides significant return for effort
  • Outcomes can be sustained through owned metrics

 • Has a defined life
  • There is a target start and end date
  • The duration of the project is three months or less

 • May be needed to correct an area of non-compliance with regulatory standards

227 CIP Items
• 187 CIPs
• 10 RPI events
• 30 QIPs

33 CIP Items
• 35 remaining in queue

1. Has it been completed?
 (Therefore remove from roster)

 151 Items

2. Does it meet the definition of a CIP?
 (If not, terminate)

 68 Items

3. How does it score against 
 the evaluation criteria?

4. What are the highest 
 priority items?
 (Sort and score)

the full task 3 Report can be viewed in the dVd that accompanies this report.
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task 4: MOdel ORGanizatiOn and WORk stRuCtuRe

Develop and implement a model 
organization and work structure to  
carry out both current and future  
improvement projects. 

Rationale: 

Building on the conclusions of Task 3 (Continuous 
Improvement Project Rationalization), Task 4 called 
for the development of a clearly-defined process 
and governance structure (model) that would be 
used to organize, direct and implement Continuous 
Improvement Projects (CIPs) and other major 
initiatives. Following the Task 3 recommendations, 
the model required mechanisms to initiate, 
prioritize and simplify CIPs while ensuring the 
accountability of project teams, alignment with 
OSH goals and objectives, the efficient deployment 
of resources and the establishment of procedures 
for timely reporting, measurement and closure. 

The first step was to revitalize and realign the 
senior leadership and continuous improvement 
governance structures. In particular, the ‘steering’ 
role of the leadership team and the ‘doing’ role 
of functional staff had to be differentiated. It was 
also important to clarify where the projects would 
originate, how they would be resourced, and how 
progress would be tracked and reported to the 
leadership team. 

approach and description of activity:

Kaufman Global led two Rapid Process 
Improvement (RPI) events with OSH’s senior 
leaders. The first event established the Executive 
Steering Committee (ESC) as the governing 
body for all Continuous Improvement Projects, 
initiatives and activities. Accountabilities were 
defined and processes for chartering, launching, 
training, mentoring and directing CIPs were 
developed. The critical concept of Value Streams 
(natural aggregations of work processes) was 
introduced to validate an interdisciplinary 
approach to project management, in contrast to 
the disconnected, function-bound approaches 
of the past. Relationships were then mapped to 
create the model organization and work structure 
shown in Figure 1.4. 

The second event focused on activating and 
implementing CIPs within the new governance 
structure. The main elements of the process were 
defined, organized and mapped as depicted in 
Appendix 3., and protocols established to facilitate 
reporting and project completion. 

Results and Recommendations:

The RPI events gave OSH leaders a governance 
structure and a model process with which to 
purposefully direct key improvement projects. 
Participants left the events highly motivated to 
implement the new processes. Many were inspired 
by the barrier-breaking logic of value streams, and 
by the sense that they now had a process for re-
focusing and streamlining CIPs to support hospital-
wide goals.

“I don’t care whether you call them clumps, clusters or Value Streams — at least now I 
understand where I need to go and how to get there.” 

—day two event participant
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support for Culture Change and 
Hospital excellence:

The adoption of the model organization and work 
structure is a significant achievement for Oregon 
State Hospital. On the one hand, it provides more 
effective oversight capabilities and directional 
authority for senior leadership. On the other hand, 
it gives greater clarity, support and accountability 
to the project teams. In the process, it improves 
focus and efficiency by enabling the ESC to direct a 
manageable, single list of improvement projects.

 
 
 
The new organization and work structure directly 
addresses cultural issues such as separate 
agendas, lack of accountability, and a lack of 
a shared organizational vision by creating the 
platform and mechanism to provide and fortify 
each of them. 

Figure 1.4 – Resourcing, elevating and Resolving 
process issues as an executive steering 
Committee (Cabinet)

the full task 4 Report can be viewed in the dVd that accompanies this report.
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task 5: CHanGe ManaGeMent and MOVe stRateGy

Develop and implement a written, 
comprehensive change management 
strategy encompassing all management, 
staff and patients in preparation for 
moving to and working in the new  
hospital facility.

Rationale: 

The transfer of operations from old to new 
facilities is a major undertaking and a central part 
of OSH’s transformation. Originally, Task 5 was 
intended to develop a plan for the initial relocation 
to new facilities in January 2011. However, 
start date delays led to a refocusing of the task 
with emphasis on evaluating the initial move 
and applying change management and process 
improvement tools to improve all subsequent 
moves. Task 5 also provided an opportunity to 
apply the new change management governance 
principles and work process modifications 
developed in Tasks 2 and 4. 

approach and description of activity:

Kaufman Global assessed the move from Unit 50J 
to Anchors 1 in January 2011 through the lens of 
two common Lean transformation tools: Setup 
Reduction and Rapid Changeovers. These tools are 
used to identify ways to reduce distance, space, 
time and errors by pre-staging the components of 
a move as much as possible. 

Results and Recommendations:

The analysis revealed some fundamental problems 
with the move strategy. Prior to the move, there 
was a significant gap between teams that had 
planned and those that had not. This created 
schedule pressures that impacted all other 
considerations. Stronger project management was 
needed to manage critical interdependencies such 
as the care environment, safety, security, facilities, 
responsibilities, scope, operations, support, 
equipment, and supplies. 

Although the move succeeded, it was unwieldy, 
marked by communication breakdowns and 
uncertainty. Initially, Transition Workgroups 
were ineffective and plagued by decision-making 
delays. Eventually, however, empowerment 
and delegation principles eliminated many such 
problems. These observations led Kaufman 
Global to recommend a more streamlined and 
agile approach, more cohesive team architecture, 
simplified communications and lower level 
decision-making for future moves.

Specifically, upcoming moves must be integrated 
into a formalized Continuous Improvement 
Process. Greater visibility, problem solving and 
process improvement tools, including the use 
of huddles, must be applied to Treatment Mall 
operations. These are being pursued via Rapid 
Process Improvement (RPI) events. 

Finally, during an assessment of the Behavioral 
Health Integration Project (BHIP), it was observed 
that BHIP project staff is driven to be “on time, on 
budget” while the users desire BHIP to be “right 
the first time”. The gap can be minimized through 
pre-launch user practice opportunities, over-
communication, timely lab and pharmacy system 
testing, EMR changes, order improvements, and a 
phased rollout of BHIP to mitigate risks.
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support for Culture Change and 
Hospital excellence:

The problems associated with the January 2011 
relocation echoed many of the barriers to change 
identified in the Task 1 Cultural Assessment, 
most notably a lack of accountability and poor 
communication. However, given the proper 
tools, all participants became highly motivated 
to improve the move process, and have already 
done so. As they are deployed, the Task 5 
recommendations will facilitate a more effective 
change management and move strategy. 

“ … in documenting lessons learned and incorporating those lessons into a comprehensive 
move plan coupled with effective team governance and accountability, the move process 
can be significantly improved. This will result in a positive experience for all those involved 
in future moves at the Oregon State Hospital.”

the full task 5 Report can be viewed in the compact disk accompanying this report.

Visitors Center entrance to the new OsH Facilities
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task 6: COMMuniCatiOns plan

Produce a communications strategy that 
will enable OSH to keep all management, 
staff and patients informed of plans 
for and progress of the transformation 
project, and of activities, achievements 
and issues within the hospital on an 
ongoing basis.

Rationale: 

The Cultural Assessment indicated that OSH 
employees, patients and other stakeholders 
considered communication an obstacle to culture 
change. On examination, it was evident that 
the communications function lacked both an 
‘owner’ and a strategy. A sparse and fragmented 
communications infrastructure created a serious 
information void, which led employees and 
patients to default to unofficial third party sources 
(such as media reports and the rumor mill) for 
information about the hospital.

Perceived weaknesses in communication 
dampened staff/patient engagement and 
support for organizational change. OSH leaders 
typically reacted to news, rumor and innuendo 
rather than managing information in a planned 
and constructive way. A comprehensive 
communications strategy and implementation 
plan, with emphasis on coordinating and aligning 
messages, improving interaction with audiences 
and promoting achievements and successes, was 
essential to generating support for change. 

approach and description of activity:

Kaufman Global conducted a gap analysis 
comparing the ‘current state’ communications 
infrastructure and communications practices with 
an optimized ‘future state’ for an organization of 
OSH’s size, complexity and operations. The analysis 
included the creation of an inventory of existing 
communications channels at the hospital (which 
had never been done before) and a critical review 
of channel effectiveness.

Results and Recommendations:

The analysis served as the foundation for the 
development of a tailored communications 
strategy based on six principles (see table 
on opposite page). This in turn generated 24 
tactical recommendations as well as preliminary 
recommendations on performance measurement. 
Ongoing communications counsel was provided to 
OSH staff to assist with key recommendations.

support for Culture Change and 
Hospital excellence:

OSH is now in the process of implementing most 
major elements of the communications plan, 
including repositioning and empowering the 
Communications Office, expanding both print 
and electronic publications and increasing the 
use of video as a core medium. Staff has noted an 
improvement in the overall tone of news media 
coverage; the new vision is actively promoted, 
as are specific hospital achievements and the 
message of change. Face to face communication is 
embedded in leadership training.
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“ Expanding the (communications)infrastructure provides more avenues for reporting on 
the progress of hospital excellence and transformation and, more generally, on the many 
positive developments and activities at OSH along with messages supporting the themes of 
dignity and hope inherent in the Recovery Model.”

the full task 6 Report can be viewed in the dVd accompanying this report.

key principles of the OsH Communications strategy

1 Expand the communications infrastructure to fill the information void.

2 Improve accountability with a hospital-wide communications policy and an empowered 
Communications Office.

3 Encourage local communications initiatives and ‘mainstream’ them into the enhanced 
infrastructure.

4 Introduce an inspiring branded identity to simplify and amplify the message of change.

5 Use the expanded communications infrastructure to celebrate progress and success.

6 Actively encourage face-to-face communication. 
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task 7a: WORkFlOW plan

Assess and report on current progress in 
establishing an effective LDMS system at 
Oregon State Hospital (OSH) in the context 
of its own priorities. Then propose a plan 
to complete LDMS implementation. 

Rationale:

The Lean Daily Management System (LDMS)® 
offers structure, discipline, constancy and tools 
to more effectively manage everyday issues. Task 
7a provides a baseline of LDMS activities as an 
integral part of daily work at OSH, to foster a 
culture of patient care and recovery. 

approach and description of activity: 

Workgroups practicing LDMS were assessed 
alongside OSH Lean Leaders, the existing OSH 
Train-the-Trainer (TTT) — that is, the person 
who had already been trained in Lean principles 
and LDMS and was attempting to cascade the 
training throughout the organization — as well 
as LDMS TTT candidates in training. OSH had 
previously prepared but one individual as its total 
TTT cadre. Having only that resource to promote 
and coach LDMS, workgroups had been sluggish 
in implementing LDMS, or had abandoned 
LDMS pursuits altogether. Of the fifty-six OSH 
workgroups identified for LDMS implementation, 
just ten had received training in some LDMS 
elements. Those ten workgroups became the focus 
of the assessment.

Results and Recommendations:

During the assessment, it was found that LDMS 
was neither well understood nor integrated 
into workflow processes. A perception that 
LDMS is merely another ‘job’ still persists. Most 
workgroups that began LDMS did so because they 
were instructed to do so with neither coaching on 
its benefits nor help from leadership to implement 
it. None of the workgroups surveyed employed 
LDMS to improve performance. Primary Visual 
Displays (PVDs), a fundamental component, lacked 
many elements and are frequently not displayed. 
Workgroups having metrics generally gravitate to 
computer-generated charts supplied by others, 
contrary to the high-touch, high-engagement 
philosophy of LDMS. Workgroups sometimes 
showed the current status but not future goals. 
They enjoyed the communication in huddles, but 
questioned their functionality. 

support for Culture Change and 
Hospital excellence:

LDMS succeeds when leaders are committed to it 
and hold teams accountable to support it. LDMS 
implementation must be carefully planned and 
supported. Yet several workgroups were not fully 
successful due to workgroup dynamics, readiness, 
distractions, and lack of training. The issues inhibiting 
LDMS implementation are the same issues inhibiting 
cultural change at OSH. However, under the OSH 
Excellence Project, sporadic leadership support, 
separate agendas, unwillingness to take risks, fear 
of retribution, and lack of vision are already being 
addressed. The inclination to over-direct will subside 
as workgroups eliminate the firefighting managers 
have become accustomed to. And managers will 
embrace LDMS as having made their own jobs easier 
as employees take on more routine problem-solving. 
With so many positive changes going on, there’s a 
great deal of positive momentum.
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key principles of future ldMs implementation

A successful LDMS implementation requires:

 • Planning

 • Timing

 • Sincere, prolonged, focused, and active leadership support

 • Education and engagement of all levels of the organization

“ Leaders must understand LDMS mechanics and support its ongoing deployment. They must 
coach, mentor the workgroup, allow the workgroup to take prudent risks and learn from 
them, assist the workgroup in overcoming destructive team dynamics, become aware of 
workgroup metrics and action plans, lead by example, show support, set expectations and 
remove barriers. ”

the full task 7a Report can be viewed in the dVd accompanying this report.
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task 7b: neW tReatMent pROtOCOls and deliVeRy MetHOds

Provide a written plan which outlines new 
treatment protocols and delivery methods 
to include the business change process 
and cultural and technological changes. 

Rationale:

Transitioning from unit-based treatment delivery 
to Psychosocial Rehabilitation Treatment Malls is 
a profound change that requires an integrated, 
multidisciplinary system of treatment protocols 
and delivery methods. All disciplines, as well as 
key stakeholders, must review current processes, 
benchmark best practices, identify opportunities 
to improve, and develop a standard approach 
across them. 

approach and description of activity:

Task 7, Deliverable 7b evaluated Treatment Mall 
operations, facilitated improvement teams, and 
captured recommendations for providing future 
world class treatment. Five independent one-day 
workshops in Salem and Portland assessed the 
five existing Treatment Malls to discover how 
each delivers treatment, plans and schedules 
mall sessions, and operates daily. With diverse 
mall operational time frames, patient needs, 
geographical locations, service and security levels 
and staff expertise, formulating standardized 
procedures is a complicated undertaking. 
The assessment used two integrated process 
improvement events: Planning/Scheduling and 
Operation. A vision of the future state, and 
detailed implementation plans to achieve it, was 
then developed. 

Results and Recommendations:

The five Treatment Malls provide a wide range of 
rehabilitative services. Beyond the considerable 
effort required to run the mall each day, activities 
and group therapy are provided. Without these 
recovery-based activities, a patient’s ability to 
reintegrate into the community is limited. The 
malls replace the past practice of isolating patients 
from the hospital community, which created 
boredom, anxiety, fatigue, an atrophy of social 
coping skills, and a general sense of hopelessness.

A great deal of planning and preparation goes 
into the Treatment Malls, yet mall operations are 
largely disjointed and lack synergy. Much surface 
waste exists due to poor cooperation between 
functions and specialties. Feedback between 
nurses, psychologists, social workers, technicians, 
therapists, and nurse managers can take from 
one day to several weeks or more. Motion waste 
is generated chasing down answers. Dropped 
responses prompt workarounds, rescheduling, 
rework, duplication and over-processing. The 
implementation of standard work processes  
would foster higher levels of quality in patient 
care. A survey of ‘best practices’ across all the 
malls generated more than 700 suggestions  
for improvement. 

Collectively, these insights generated many 
recommendations for change, including improved 
census tracking for patients and the provision of 
a one-day planning and scheduling session. A full 
discussion of the recommendations is presented 
in the Task 7b Report, which is included in the DVD 
that accompanies this report.
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support for Culture Change and 
Hospital excellence:

Most of the areas identified for improvement 
are traceable to cultural issues cited in the Task 
1a Report, such as lack of an accepted common 
vision, poor communication, lack of accountability, 
lack of training, and separate agendas. Mistakes 
and inconsistencies indicate a need for more 
emphasis on the training needs of staff and 
patients. Inexpensive and accessible technology 
may help automate some tedious and time 
consuming tasks.

 

 
 
 
To provide a safe environment and instill hope 
for recovery, treatment must better follow the 
treatment care plan. Conflicts between nurses and 
mall staff must be resolved along with the lack of 
a common shared vision. The mall staff spends 
an exorbitant amount of time trying to overcome 
what are essentially not operational issues, but 
rather symptoms of a broken culture. Finally, as 
with any cultural change, robust communications 
must be utilized to ensure changes are clearly and 
effectively communicated.

“ Words like “begging” and “waiting” are used quite often to describe the roles of the 
treatment mall manager in interfacing with other disciplines.”

Critical success Factors for effective treatment Malls

1 Treatment Malls must provide a safe environment that instills hope for recovery.

2 Planning, developing and implementing it requires all disciplines to be involved.

3 Many difficulties experienced in implementing Treatment Malls are culturally based. 

4 High levels of dedication and collaboration have and will continue to foster progress.

5 Use of the proper suite of process improvement tools must increase. 

the full task 7b Report can be viewed in the dVd that accompanies this report.
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task 7c: ldMs pilOt iMpleMentatiOn and FOllOW-up plan

Provide a written report on the 
modification of business processes and 
work flows related to daily management. 

Rationale: 

Task 7c calls for a plan to assist Oregon State 
Hospital (OSH) in making its organizational vision, 
mission, goals and objectives part of the daily 
fabric of work, through implementation of the 
Lean Daily Management System (LDMS)®.

approach and description of activity:

Task 7c builds on the Task 7a Plan by preparing a 
cadre of Train-the-Trainers (TTT) and workgroups 
for rollout of LDMS capabilities to sustain 
continuous process improvement at OSH after 
the contract with Kaufman Global ends. Five TTTs 
were selected for a program of learn-by-doing 
experiences and pilot workgroups were formed. 
With significant coaching and mentoring, the TTTs 
studied the pilot workgroup activities. As each 
of the five phases of LDMS was introduced, TTT 
feedback sessions occurred. 

Results and Recommendations:

The Salem 50 Building Treatment Mall did extremely 
well primarily due to leadership involvement. As 
integral members of the team, leaders coached, 
mentored and served as necessary. Disagreements 
were resolved handily. The Medical Staff Office 
(MSO) team eagerly accepted the challenge of 
being a pilot LDMS workgroup. Leadership was fully 
engaged. However, with little formal structure and 
limited time to operate as a group, problem solving 
occurred off-line rather than in a workgroup setting. 

All treatment units need to reconcile the 
implementation of change with the commitment 
to provide constant, acute and immediate 
patient care. Some have done this better than 
others. LDMS requires intact workgroups with 
a shared vision and an ability to communicate, 
characteristics that are often lacking.

These and other observations pointed to some key 
areas for improvement, among them:

 •  The need to understand, reinforce and 
support TTTs in their mission as they 
encounter resistance to change

 •   The need to clearly establish functional 
requirements for intact workgroups

 •  The need to embrace the concepts of 
leadership waste to maintain focus and 
direction from the top.

Further recommendations appear in the Task 
7c Report, which is included in the DVD that 
accompanies this report.
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support for Culture Change and 
Hospital excellence:

Although transitioning to a better place, the 
cultural transformation at OSH has not permeated 
all areas. At the vanguard of significant and 
difficult change, the TTTs can expect to confront 
a full spectrum of resistance from workgroups. 
Beyond the basics of Lean application, the TTTs 
will need to be facilitators and mediators. Leverage 
offered by a shared vision, common agenda, 
strong communications, and training will make the 
difference, as will coaching, empowerment, and 
decision sharing. Great progress has been made; 
however, there is still much to do. 

key principles of the OsH ldMs implementation and sustainment

1 LDMS requires sincere, prolonged, and consistent leadership support to succeed.

2 The culturally based forces that oppose LDMS implementation must be addressed.

3 Treatment units, highly challenged by daily urgencies, can succeed with significant support 
and encouragement.

4 LDMS TTTs are at the vanguard of significant and difficult change, facing a full spectrum of 
resistance. Candidates must be selected accordingly.

“ The first rule in implementing LDMS is to have an intact workgroup. This means having a 
group of people working in the same area, having a common sense of their mission, and an 
ability to communicate with each other.”

the full task 7c Report can be viewed in the dVd accompanying this report.
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task 8: talent ManaGeMent COMpetenCy — assessMent  
— tRaininG stRateGies / pROCesses

Develop a competency-based system 
to help Oregon State Hospital (OSH) 
implement and continually improve its 
Personal Recovery Model deployment and 
provide a robust path to improve mental 
health care professionals’ competencies. 

Rationale: 

OSH anticipates recruiting, hiring and training 
hundreds of new practitioners including doctors, 
nurses and midlevel providers. Embracing the 
Personal Recovery Model in tandem demands 
new competencies for existing staff and new hires. 
Task 8 delivers a framework for competency-
based professional development including: job 
classification analysis, defined competencies, 
assessment plans for curriculum, assessment plans 
for individual mental health workers, and training 
strategies and plans designed to implement the 
task recommendations. 

approach and description of activity:

The Personal Recovery Model is a national 
initiative. OSH’s research group conducted an 
extensive literature search on the competencies 
necessary to support the Personal Recovery 
Model. Based on that review, curriculum, training 
systems and resources assessments were 
prepared. Training and implementation plans ware 
developed. A prioritized and sequenced start-up 
plan was defined. Then, a curriculum competency 
matrix was designed to analyze the courses 
offered by the OSH Education and Development 
Department (EDD) and contrast them with 
required competencies. Cross functional teams 
conducted Rapid Process Improvement (RPI) 
events to develop lesson plans and then vetted 
them with stakeholders. 

Results and Recommendations:

OSH’s training system was not competency-based. 
Courses have been developed as requested and 
were based on individual instructor expertise. 
There was no consistent, clear line of sight 
to the key competencies needed to support 
the Personal Recovery Model. Competency 
definitions were often co-mingled with duty 
narrative within position descriptions. There were 
neither measures in place for attaining certain 
competencies, nor a clear understanding of the 
effect such competencies actually had. Consistent 
with contemporary practice, a defined set of 
mental health worker competencies is needed as a 
standard component of each position description. 
Outcomes will begin to change when significant 
percentages of people have taken the emerging 
courses. Failing this, there is little reason to expect 
outcomes to change until a significant percentage 
of people have taken those courses. 

support for Culture Change and 
Hospital excellence:

As OSH pursues its transformation to the 
Personal Recovery Model, a robust competency 
based learning approach is required. Workers 
cited a need for more training in the details of 
the Personal Recovery Model during Task 1, 
recognizing that these competencies may be 
deficient. The Competency-Based Curriculum 
System herein addresses all of those issues. It 
provides the hospital with a clear path of both 
short and long-term strategies to improve mental 
health care workers’ competencies and provide 
Performance Improvement into the future. 
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“ Consistent with current literature and contemporary practice, [OSH must] adopt a defined 
set of mental health workers competencies as the key competencies that support the 
Personal Recovery Model.”

The full Task 8 Report can be viewed in the dVd accompanying this report

a strategy for Competency based employee 
development 

A meaningful core competency model for the Patient Recovery  
Model must:

 • Develop Support and Hope

 • Involve the Community 

 • Consider the Culture 

 • Be Person-Centered

 • Provide Choice and Foster Ongoing Education 
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hope. safety. recovery.
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2.1  CRitiCal suCCess FaCtORs and tOOls used tO Validate eaRly Results  
OF FutuRe pROJeCts

Once overwhelmed by a pervasive attitude of defeat 
and self-doubt, Oregon State Hospital is now armed 
with the self-knowledge afforded by the cultural 
excellence assessment and strategy, and can proceed 
with the full implementation of its transformation 
initiative. To the credit of OSH leaders, recognizing 
that a business transformation couldn’t take place 
without a cultural transformation was a major step 
forward. Fortified by this realization, and armed with 
some significant early successes, OSH leaders are 
now in a position to drive progress on their own.

From Cultural barriers to Critical 
success Factors

To do this, OSH leaders must have a clear 
understanding of what will be required for future 
and ongoing success. Collectively, identifying the 
seven most prominent cultural barriers in Task 1a 
(Cultural Assessment), formulating strategies for 
combating them in Task 1b (Culture Change Strategy) 
and providing appropriate technical assistance under 

the umbrella of Task 1c (Defining Cultural Excellence 
– Technical Assistance) created the springboard 
for OSH to pursue hospital excellence in earnest. 
Having wrestled with the challenges of initiating 
and justifying change, breaking down barriers and 
responding to objections at all levels, OSH can 
now turn its attention to achieving excellence in a 
purposeful and systematic manner.

Currently, expectations are high and so is the motivation 
to succeed. Based on our work with OSH personnel over 
the past seven months, and on the experience of having 
guided hundreds of organizational and major work unit 
transformations, Kaufman Global has distilled the many 
expectations underpinning the Oregon State Hospital 
Excellence Project into nine ‘Critical Success Factors’.

These nine success factors turn the cultural barriers 
identified in Task 1a (Cultural Assessment) on 
their heads. They convert what were previously 
considered fatal flaws into the organization’s 
primary indicators of excellence and the rocket 
fuel for change: 

1 leadership The leadership team guides and supports the whole organization in the realization of a clear and 
compelling vision. All personnel embrace the vision and are empowered to take action and make 
decisions that achieve organizational objectives. 

2 empowerment Authority to make decisions and implement actions that support the vision is delegated to work 
teams at all levels of the organization.

3 accountability Individuals at all levels hold themselves personally responsible for outcomes, processes and decisions 
that impact the whole organization and pursuit of its goals.

4 Communication Communication is used strategically to facilitate the flow of information, build credibility and promote 
engagement. ‘Overcommunication’ is emphasized and feedback is actively encouraged.

5 Metrics and 
Measurement 

All processes are continually monitored and measured to ensure alignment with organizational 
objectives and ongoing progress.

6 engagement All personnel participate in, and take personal responsibility for the implementation of change in 
accordance with the organization’s vision, strategy and long-term goals. 

7 Resources All departments and functions have Continuous Improvement leaders, intact work teams and 
appropriately trained personnel. 

8 Capabilities and 
sustainment 

Formal processes are in place to ensure the seamless development and rotation of CI experts from 
within the organization’s ranks. All personnel incorporate continuous improvement practices into 
their everyday work. 

9 Reputation The organization builds on its own credibility and reputation to promote broader goals, issues and causes.
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the Role of OsH leaders

The responsibility for activating these nine Critical 
Success Factors lies with OSH leaders. Their 
stewardship gives currency to and defines hospital 
excellence in terms the rest of the organization can 
understand and embrace. From this responsibility 
flows a series of behavioral expectations which can 
be considered success factors in and of themselves: 

1.  Continuously validate the intent to pursue 
hospital excellence: Now is not the time to take 
one’s foot off the gas. On the contrary, leaders 
must constantly refer to and relate all initiatives 
and improvements to the goal of hospital 
excellence.

2.  Act upon viable performance improvement 
recommendations advanced at all levels: 
Leaders must show commitment to and 
support for new processes by acting on 
recommendations. Inaction, by contrast, 
dampens support and undermines confidence. 

3.  Ensure that all projects are relevant and 
aligned with OSH’s vision, mission and 
organizational norms: Strategic focus and the 
efficient allocation of resources drives the 
organization toward the achievement of its 
goals. Distractions and diversions are a barrier 
to progress. The Model Organization and Work 
Structure developed for Task 4 provides a 
valuable set of tools in this regard.

4.  Efficiently execute the tasks in a logical sequence 
to progressively drive the organization forward: 
As we learned in Task 3, trying to do too much 
at once leads to paralysis. Doing the right 
things in the right order is what propels the 
organization forward.

5.  Elevate the OSH Excellence Project by raising 
awareness and stakeholder engagement 
at every opportunity. Awareness and 
understanding of the Excellence Project is still 
uneven at this early stage. Continued promotion 
and engagement will build greater support, help 
remove barriers and generate ‘wins’ at all levels. 

Complete support from leaders and managers in 
all areas is the most important element of success. 
The initiatives currently underway have, and will, 
continue to go through ups and downs. They must be 
monitored, supported and advocated at high levels in 
order to overcome the re-birth of a skepticism rooted 
in the hospital’s history and past culture. 

The Cabinet must be present and constantly affirm 
by their voice and through their actions that 
hospital excellence, and the drive to be a Lean 
organization, is here to stay. They must provide 
the resources that enable teams to become 
more adept at solving their own problems. And 
they must continually reinforce the message 
that, “We need your hearts and minds, as well 
as your hands to build OSH Excellence.” This will 
require continuous, potent and highly responsive 
endorsement by the leadership group from 
the Superintendent on down. Any member of 
the senior leadership team who shows signs of 
regressing must redirected swiftly.
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success Factors for employees

For the rest of the organization, OSH must facilitate 
the adoption and embracing of Lean disciplines by 
providing structures and tools that can be deployed 
in everyday work so that the pursuit of hospital 
excellence is habitual — the centerpiece of the new 
organizational culture. This means: 

1.  Continuing to establish and entrench Lean and 
intact workgroups as a matter of practice 

2.  Establishing processes to ensure the appropriate 
follow-through on next steps committed to by 
teams and individuals.

The Lean Daily Management System® provides 
a framework to do just that. Beyond continued, 
overt, and demonstrative leadership support, the 
immediate and complete implementation of LDMS 
throughout the organization may well be the most 
important ingredient for success. This is discussed 
further in Part 4.

Finally, success is not possible without a 
collaborative and open relationship between 
supervisors and subordinates at all levels. When 
things are going right, we all want to know. When 
things are off track, we all want to know that too 
— and quickly. ‘Over-communication’ of goals, 
successes and issues must occur without the taint 
of past history and culture. For that reason, strong, 
demonstrative, overt and continuous indications 
that the leadership supports empowerment, 
collaboration and employee development are 
essential. Process level suggestions that are 
adopted and praised on their merit must be 
celebrated widely and loudly. These principles 
must be demonstrated and over-communicated 
throughout the organization. 

Collectively, these measures will ensure the success 
of Oregon State Hospital’s cultural transformation. 
The tools are easy; getting everyone involved, 
engaged and using them every day is much harder. 
Knowing what factors lead to success is an essential 
first step toward getting there. 

 

Ac coun t ab i l i t y 	  

V i s i o n 	  

T r u s t 	  

R o l e s 	   a nd 	  
R e spon s i b i l i t i e s 	  

C ommun i c a t i o n 	  

T r a i n i n g 	  

S epa r a t e 	   A genda s 	  

L e ade r s h i p 	  

Empowe rmen t 	  

A c coun t ab i l i t y 	  

C ommun i c a t i o n 	  

Me t r i c s 	   a nd 	  
Mea su r emen t 	  

E n ga gemen t 	  

R e sou r c e s 	  

C apab i l i t i e s 	   a nd 	  
S u s t a i nmen t 	  

R epu t a t i o n 	  

Cu l tu ra l 	   Fac to r s 	  
‘Be fo re ’ 	  

C r i t i ca l 	   Succes s 	   Fac to r s 	  
‘A f te r ’ 	  

Figure 2.1 -- Cultural Factors and 
CsFs. the nine Critical success 
Factors for OsH derive from the 
seven cultural characteristics 
originally identified in task 1a 
(Cultural assessment).
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hope. safety. recovery.
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3.1 assessMent

so, Where are We now?

Oregon State Hospital has made great strides 
toward the achievement of Hospital Excellence as 
portrayed in Section 1.2. A review of the detailed 
findings of the Task 1 Cultural Assessment reveals 
just how far the organization has come since 
the initial discovery exercises were conducted 
in December 2010. At the same time, the 
organization has a long way to go to become the 
“first class public inpatient psychiatric facility” that 
is the end goal of the Hospital Excellence Project. 

These observations are difficult to substantiate, 
in part because ‘hospital excellence’ is multi-
faceted and in part because — in keeping with 
the principles of continuous improvement — it 
is never-ending. “There is no finish line” when it 
comes to excellence.

Nevertheless, there is ample evidence of progress. 
Part 2 of this document offers an assessment 
of OSH’s advancement toward the end goal of 
hospital excellence from three perspectives:

1.  A compendium of all activities undertaken in 
the name of cultural transformation and the 
achievement of hospital excellence over the life 
of this project. When added up, it is apparent 
that OSH has taken big strides forward on the 
journey to excellence. 

2.  A summary of all of the formal 
recommendations that have emerged from 
these activities, and their implementation status 
at time of writing. Again, it will become evident 
that OSH is in the process of implementing 
major changes – visible and measurable – 
across the entire organization.

3.  Kaufman Global’s characterization of OSH’s 
progress in addressing the seven cultural 
barriers identified in the Task 1 report, using  
a customized benchmarking tool.
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3.2 aCtiVity suMMaRy

In addition to the thirteen task deliverables 
prescribed in the project work plan, Kaufman 
Global spent more than 500 hours of consulting 
time providing additional services, activity 
facilitation and strategic counsel to OSH on an 
ongoing or as-needed basis. These services took 
many forms and were critical to creating the 
forward momentum needed to establish a new 
culture based on continuous improvement and the 
pursuit of hospital excellence. 

For example, many hours were spent with the 
Superintendent and Cabinet to validate the 
hospital’s organizational structure and team 
composition at various levels, all to ensure 
alignment with and meaningful support for the 
OSH’s long-term goals. Within the units, managers 
and teams were coached in location-specific 
problem solving and performance measurement. 
As is often the case, once the basic tools and 
principles were introduced in the workplace, a 
seemingly endless bounty of applications emerged. 
They continue to this day.

All of these activities have made important 
and lasting contributions to the cultural 
transformation. At heart, continuous improvement 
is about people – getting engaged and working 
together. While blueprints and master plans are 
important, the energy for change comes from the 
workplace itself. For Kaufman Global, this is where 
the transformation really started to take shape. 

Exhibit 3.2 provides a summary of the many 
activities that were led or facilitated by Kaufman 
Global over the course of the project, in addition 
to the prescribed deliverables. What is not 
captured in the exhibit were the many hours of 
office meetings, hallway discussions and telephone 
calls that, cumulatively, helped put the formal 
deliverables in context and provided the fuel to 
move forward. The fact that so many of these 
‘further’ activities have emerged, and that they have 
been inspired by the staff themselves, is testimony to 
the cultural shift that is now taking place.
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1A / 
1B

Cultural 
Assessment

Nov 2010 
- Jan 2011

Focus Interviews 51 Lack of Accountability

OaeS 432 Lack of Defined Mission / Vision / Goals

On Line Surveys 650 Lack of trust and fear of retribution

Functional Charts 450 Lack of defined roles and responsibilities

Poor communication

Lack of training

Lack of Human Resource Emphasis

3 cip 
Rationalization

Nov 2010 
- Jan 2011

Chartered an RPI Created Guidelines to:

Goal to rationalize CIPs * Define CIPs

Reduce numbers for increased 
focus

From 
227 to 
33

* Establish criteria for evaluating and 
ranking

* Assess their status and effectiveness

* Determine whether they should be 
eliminated or more resources provided

2 Create 
Continuum  
of Care

Nov 2010 
- Jan 2011

Engaging Nurses across all units Develop initial metrics

DILOS - “Day in the Life” of studies 
where staff are shadowed to gain 
a better understanding of what 
they do in a typical work day

6 Communication 
Plan

Better understanding of current 
state

Not fully utilizing a Communications 
strategy

task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results

exhibit 3.1:  Oregon state Hospital—project excellence activity summary
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task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results

Inventory and gap analysis of 
communications channels; 
recommendations and plan 
for enhancing communications 
infrastructure

Communications Officer infrastructure 
was weak with only one person resourced

Communicate positive news — 
reduce reliance on external news 
media 

Local newspaper sought out stories from 
OSH and also received “bad news” from 
staff

5 Move Strategy Feb 2011 - 
April 2011

Follow Harbors move (50J)

Observations and 
recommendations

Identified lots of areas for improvement

New structure - Nichole Bathke is 
the lead

Formally no “lead” person that was 
present to manage the move as the 
incident command

Frequent updates to Cabinet Existing transition workgroup teams felt 
that they had little decision making power 
and lacked feedback from Cabinet based 
on decisions made

4 Model 
organization 
and work 
structure

Feb 2011 
- March 
2011

Weak oversight on CIPs Launched Executive Steering Committee

2 workshops

Reviewed existing CIPs as part 
of task 3 work and continued to 
rationalize

Developed process for launching, 
chartering, and directing CIPs

Activating and implementing CIPs 
- governance structure

2 Objectives and 
Measures

Feb 2011 - 1 day workshop with Cabinet 5 Goals with 23 key objectives

Creation of vision / mission /goals Milestone - Cabinet began to see linkage 
to how lean relates to the hospital
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task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results

8 Talent 
Management 
Competency

March 
2011-

Training was completed but 
competency was not always 
reviewed post training

Develop 6 courses with EDD to drive 
recovery competencies

Lack of understanding and linkage 
to recovery model

2 Cascading 
Measures

March 
2011 -

Prioritize goals and objectives Charts created to gain ESC memnber 
input as to which objectives they could 
impact

Root cause analysis training completed 
with ESC

ESC Sponsors “volunteered” to drive 
initial 8 objectives 

8 Key objectives selected

7A LDMS 
Assessment

Feb 2011 - 5 pilot areas selected: 5 Train the Trainers selected (1 left during 
engagement leaving only 4 people)

50 Tx Mall Trained in LDMS

Medical Staff Office Some areas struggled to implement and 
or sustain

P6A - Portland

Morning Report

50E

7B New Treatment 
Mall Protocol

Feb 2011- 
Apr 2011

5 Current state mapping sessions 
- each mall studied

Standardized processes across 6 malls (5 
current and 1 new one)

Planning and Scheduling RPI #1 67% cycle time reduction in session 
planning - one day planning

Daily Operations RPI #2 Technology improvements - TV monitors 
in all malls, and improved patient tracking

Training team to enhance group therapy 
needs and better understand skill sets
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1C Initial ESC 
Training - LDMS

Feb 2011 - Connecting the dots

Showing connection between 
Mission / Vision and Goals and 
LDMS and value streams

Milestone: Helped Cabinet see the use of 
a key lean tool like LDMS

Lean module and LDMS Showing how it all fit together

7C LDMS 
Implementation 
& Follow Up 
Plan

March 
2011 -

Generic roll out plan for LDMS Difficulty / impact matrix

Recommendations for moving forward 
with roll out across OSH and the 
importance of leadership in sustaining 
progress

1C Harbors RPI March 
2011 -

Improve Staffing / Training / 
Communication

3 day RPI RPI #3 Safety Team developed a robust training 
module / curriculum for crisis response 
(includes role playing and practice 
motivational interviewing). Developed 
post incident debrief process and policy 
referral form.

Communication Team enhanced daily 
functional by adding an “Information 
sheet” to the back side. Developed 
a survey and a plan for posting IDT 
schedules.

task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results
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Staffing Team analyzed and implemented 
staffing model which increases 
morale, patient care, ownership and 
accountability amongst staff.

1C HMLO Training Apr 2011 - 
May 2011

Trained Managers from Portland 
and Salem

171 7 sessions

Process maps lead to 
implementation

Provided an overview of lean tools and 
methodology to managers and key 
leaders across OSH

Included breakout exercises and problem 
solving

1C Lean 
Practitioners 
Training

Apr 2011 - 
June 2011

Trained 17 people 7 training modules

TTTs 4 Homework on off weeks

Lean Practitioners 11

Lean Leader 1

Lean Manager 1

1C Leadership 
Training

Apr 2011 - 
May 2011

Trained selected staff in 
leadership skills

120 6 sessions

Provide leadership tools and better 
understand existing styles of leadership.

1C RPIs March 
2011 - 
June 2011

Tx Mall RPI #1 & 
#2

Focused on reducing administration planning, 
daily operation of mall with technology and 
training. Better link to IDT and treatment care 
plans.

Harbors RPI #3 Focused on development of staffing model, 
increased safety through better training and 
improving communications between mall and units

MD Recruitment RPI #4 Focused on reducing cycle time and streamlining 
the hiring process for improved success

Assessment RPI #5 Focused on timely completion of assessments 
with emphasis on visual management and 
raised awareness of current status

Risk Review RPI #6 Focused on patient privileges and reducing 
time required to implement desired privilege 
levels. Simplify process.

task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results
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Mandated OT RPI #7 Focused on elimination of mandated OT. 
Utilize data and use of pre-planned OT. 
Mentoring to reduce fear of other units 
causing call outs.

1c Gemba Walks Apr 2011 - 
June 2011

Involved all ESC members in 
engaging staff in all areas of the 
hospital

Weekly Formalized administrative rounds for 
weekly unit visits to continue with all 
Cabinet members

Create quick wins by removing barriers 
and getting tasks completed by listening 
to staff

1c Technical 
Support

May 2011 
- June 
2011

Weekly coaching sessions with 
Superintendent

2 hours 
weekly

Help Greg to better understand his role, 
Cabinet’s role and share observations 
to identify barriers for removal and 
sustaining structure

1c Technical 
Support

May 2011 
- June 
2011

Root Cause Analysis training with 
the Cabinet

Implement PVD board for Cabinet to track 
progress

To support cascading measures

1c Technical 
Support

May 
2011 -

LDMS Planning Session with 
Nurse Managers

1 day Roll out of LDMS in all 27 nursing units

Supported by Nancy Frantz Geddes and 4 
LDMS coaches (TTTs) and lean leader.

1c Technical 
Support

June 
2011 -

Weekly coaching sessions with 
Lean Manager

Min.  
2 hours 
weekly

Work with Derek to ensure all of KG 
activities are sustained when we leave. 
Enhance communication, ESC, employee 
engagement, RPIs, LDMS and coaching 

task# task Focus When 
Was it 
done

What Was done How 
Many

Findings / Results
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3.3 suMMaRy and status OF pROJeCt ReCOMMendatiOns

Over the past seven months, Oregon State Hospital 
has worked closely with Kaufman Global to fulfill 
defined project tasks and other transformation 
objectives in accordance with the Excellence 
Project work plan. This interaction has generated 
countless insights, opportunities for improvement 
and recommendations for follow-up, both within 
the contract period and beyond. 

Exhibit 3.2 lists the more than 165 recommendations 
that have been generated for the project so far. 
It also provides a rough status update for each 
recommendation as of June 17, 2011. 

As shown in the table, approximately one-
quarter of the recommendations have now been 
implemented. The large majority are ‘in progress,’ 
i.e., planned and scheduled though not fully 
implemented. Still others (just under 20%) have not 
been planned or scheduled for implementation. 

The table is not intended to be a scorecard. While 
the number of ‘implemented’ recommendations 
is a measure of progress, it is important to 
understand that for various reasons, some 
recommendations might not be acted upon for 
some time, if at all (e.g., because of changes in 
hospital structure, operations or higher-level policy 
direction). Still others can only be addressed after 
decisions have been made and/or actions taken on 
prior recommendations. 

Nevertheless, it is encouraging to see how many 
recommendations have been implemented or are 
in the planning stages. This suggests that the will 
to change is growing at OSH and acceptance of 
transformation principles has taken hold. Going 
forward, the challenge will be to sustain and build 
on the momentum that has been created so far. 
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exhibit 3.2 — summary of Recommendations from OsH excellence project

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned

task 1a: Cultural assessment
1.01a Conduct Organizational and Alignment Effectiveness 

Survey (OAES)

1.02a Conduct Focus Interviews with key stakeholders, 
including patients, staff and advisory board members 

1.03a Conduct Functional Mapping exercise (aka Bubble 
charting) 

1.04a Create and collect data from Online Opinion Surveys

1.05a Conduct Workplace Interviews

task 1b: Culture Change strategy
1.01b Increase levels of accountability: Clearly chartered 

activities to determine deployment of performance 
feedback, recognition and consequences

1.02b Create shared mission, vision and values

1.03b Increase trust and reduce fear of retribution: 
Managers to coach team progress, utilize metrics to 
drive performance and problem solving. Leadership 
demonstrates commitment to these changes

1.04b Clearly define roles and responsibilities of staff: HR 
and supervisors ensure position descriptions are 
updated and used in performance reviews

1.05b Improve OSH wide communication: Communications 
Office develops a plan that fosters frequent, 
measurable and accessible hospital news that all 
need to know

1.06b Increased levels of training for OSH staff: Define 
tiered and progressive learning architecture with 
resources identified.

1.07b Reduce separate agendas: Compel consistent service 
delivery, quality and care aligned with vision, mission 
and values
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Table continued on following page...

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned

task 1c: Cultural excellence technical assistance
1.01c Facilitate 5 Rapid Process Improvement Events

1.011c Harbors RPI
1.012c MD Recruitment
1.013c Assessment RPI
1.014c Risk Review RPI
1.015c Mandated OT RPI

1.02c Develop and train staff on Hospital Managers Lean 
Overview (HMLO)

1.03c Train staff with DHS/OHA Leadership Academy module
1.04c Develop curriculum and train Lean Practitioners
1.05c Provide guidance for Executive Steering Committee
1.06c Mentor and coach Superintendent
1.07c Mentor and coach Lean Manager
1.08c Develop RPI Prioritization matrix
1.09c Develop curriculum and training materials for 

Hospital Staff Lean Overview (HSLO)

task 2: Objectives and Measures
2.01 Help refine vision, mission and values for OSH
2.02 100% of job descriptions updated within 1 year 

(Updates occur at job posting and performance 
appraisal)

2.03 Vacancy rates to be at zero or less by a 
predetermined date

2.04 Implement performance feedback model for 100% of 
employees within one year

2.05 Implement performance feedback model for all new 
employees within 30 days of hire

2.06 Number of staff trained who demonstrate 
competency in patient centered treatment planning - 
90% by December 31, 2011

2.07 Audit treatment care plans per defined criteria; 90% 
of plans being written are compliant by December 
31, 2011

2.08 Timely completion of assessments reported for 
discharge

2.09 Number of days between ready to discharge and 
actual discharge

2.10 Qualitative chart audits that reflect patient centered 
care

2.11 All appropriate clinical disciplines are present at 
morning report and IDT meetings
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status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned

2.12 Treatment Plan reflects timely interventions to reflect 
critical issues

2.13 Treatment Mall programming is congruent with 
identified treatment objectives for all treatment mall 
groups

2.14 Patient specific interventions are communicated to all 
relevant mall staff

2.15 Reduce employee / patient incidents and accident 
reports and OSHA complaints by 10% in 2012

2.16 Reduce incidents by 10% (Med. Variance, 
Hypoglycemic episodes, staff and patient injuries, 
falls, choking, seclusion and restraint)

2.17 Education and compliance reports targeting 
competencies required for year (e.g. 75% of MHTs 
have completed Mot. Int by 2012)

2.18 100% of units and mall participate in clinical supervision
2.19 100% implementation of automated dispensing 

systems on units and malls by July 2012
2.20 Central Staffing Office fully staffed with computerized 

system installed by August 2012
2.21 EMR fully implemented by x date: full AVATAR by x 

date
2.22 Implement a new committee structure by July 1, 2011
2.23 Each action task / project is assigned to a person and 

decision authority is defined 100% of the time
2.24 Update the CIP tracker on a monthly basis and report 

to Cabinet on a quarterly basis
2.25 Implement LDMS organization wide by June 30, 2012

task 3: Continuous improvement project Rationalization 
3.01 Charter 33 highest priority CIPs
3.02 Develop single list of CIPs 
3.03 Develop mechanism to effectively allocate resources 

to projects
3.04 Develop process for closing and/or assigning CIPs 
3.05 Positive communication of terminated CIPs

task 4: Model Organization and Work structure
4.01a Establish the Executive Steering Committee (ESC) as 

the governing body for all CIP projects, improvement 
projects, initiatives and activities at OSH 

4.01b Develop the process and accountabilities through which 
project leaders will interface with and report to ESC
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Table continued on following page...

4.01c Prepare a preliminary outline of the processes 
for chartering, launching, training, mentoring and 
directing CIPs

4.02 Consult with OSH leaders, including project 
sponsor, to define the charters for RPIs and ensure 
appropriate functional representation at events

4.03 Determine the type and degree of support required 
to complete CIPs based on the departments to be 
covered and the shifts on which they operate

4.04 Develop model organization structure for effective 
governance of CIPs, including appropriate 
aggregations of work processes, leadership and 
project management roles

4.05 Diagram the governance structure and implementation 
process and outline the path for moving forward

task 5: Change Management and Move strategy
5.01 Create a comprehensive move plan with responsibility 

/ accountability designations for each task
5.02 Report to project lead and governance by Executive 

Steering Committee (ESC)
5.03 Create a new project organization that promotes 

communications, decisions and speed
5.04 Increase level of detailed pre-planning of move to 

Trails
5.05 Familiarize staff before move so that changes can be 

made pre-move
5.06 Utilize readiness checklists (e.g. Room readiness, 

supplies, forms, etc.)
5.07 Improve staff orientation training / staff continuity 

and retreat training

5.08 Clearly communicate location of training resources 
on I drive

5.09 Implement effective meeting facilitation
5.10 Develop a move playbook detailing each staff 

member’s role in move
5.11 Early staff identification - make staff assignments for 

Trails well in advance of actual move
5.12 Communicate design changes to hospital transition 

workgroups 
5.13 Involve staff expertise by providing input in move 

transition workgroups
5.14 Develop a Patient handbook
5.15 Develop an Employee handbook

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned
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5.16 Stock new units with supplies and inventory instead 
of moving same day

5.17 Utilize color coding and better labeling of boxes
5.18 Establish ordering protocols
5.19 Provide facility resources on the unit during first 

weeks of move for quick repairs
5.20 Create a central communication board for initial 

concerns in Trails so status of issue is known 
5.21 Align OSH and BHIP project staff on successful roll 

out date of AVATAR
5.22 Improve visual management in Trails, including better 

room identification and area signage

task 6: Communications plan
6.01 Implement OSH-wide Communications Policy
6.02 Create an empowered Communications Office
6.03 Reposition Recovery Times as employee newsletter
6.04 Create a new journal of record
6.05 Reprise Annual Report to Legislature
6.06 Create visual identity for Hospital Excellence 
6.07 Introduce poster series
6.08 Introduce visual identity collateral
6.09 Introduce PVDs and functional bulletin boards
6.10 Implement protocols for public notice boards
6.11 Redesign and update web site
6.12 Launch intranet
6.14 Introduce e-mail protocols
6.15 Introduce electronic news flashes
6.16 Distribute a video production
6.17 Catalogue local newsletters
6.18 Establish Editorial Board
6.19 Launch branded identity
6.20 Promote progress and success through internal 

channels
6.21 Promote progress and success through external 

channels
6.22 Catalogue team meetings
6.23 Review and rationalize meetings
6.24 Establish meeting protocols
6.25 Continue and promote Rounding
6.26 Implement progress measurement

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned
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Table continued on following page...

task 7a: Workflow plan
7.01a Leaders understand LDMS mechanics and support its 

ongoing deployment
7.02a Leaders coach, mentor and train the workgroup and 

individuals within
7.03a Leaders allow the workgroup to take prudent risks 

and learn from them
7.04a Leaders assist the workgroup in overcoming 

destructive team dynamics
7.05a Leaders become aware of workgroup metrics and 

action plans
7.06a Leaders lead by example and model necessary LDMS 

behaviors in their own work 
7.07a Leaders show support by asking how questions, 

setting expectations and removing barriers
7.08a Leaders “sponsor” the workgroups at Cabinet 

meetings for decisions about RPIs or changes needed 
beyond the workgroup’s authority

task 7b: new treatment protocols and delivery Methods
7.01b Inter Disciplinary Team (IDT) completes the needs 

assessment
7.02b Implement a more comprehensive schedule
7.03b Standardized processes across all 6 treatment malls
7.04b Roles and responsibilities clearly defined (RACI)
7.05b Implement TV monitors in all treatment malls
7.06b Utilize computer monitors in each room to track 

census
7.07b Implement LDMS in all treatment malls
7.08b Defined feedback and tracking key metrics daily
7.09b Standardized functional duties
7.10b Make shift reports available to all staff
7.11b Simplified census tracking
7.12b Better utilization of staff resources by leveraging skill 

sets
7,13b Create skills matrices for all group leaders
7.14b Implement future state training plan 
7.15b Develop curriculum for EDD to implement during GO
7.16b Provide training for all staff currently working in 

treatment malls
7.17b Provide patient orientation training for treatment mall
7.18b Provide specific IDT training regarding the role of the 

IDT and the treatment mall

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned
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status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned

7.19b Provide general staff training as to role of treatment 
mall

7.20b Evaluation of problematic skill areas
7.21b Implement treatment mall staffing plan
7.22b Develop agenda and execute one day planning 

session for each mall 
7.23b Implement integrated tracking system for patients 

(card swipe)

task 7c: ldMs pilot implementation and Follow-up plan
7.01c Train OSH staff as Train the Trainers for LDMS
7.02c Pilot LDMS in 5 designated areas of OSH
7.03c Continue to support existing TTTs
7.04c Provide frequent LDMS implementation progress to 

ESC / Cabinet
7.05c Utilize HMLO trained leaders to support LDMS as 

additional resources to roll out
7.06c Hold huddles in the morning before shift begins
7.07c identify workflows
7.08c Designate workgroups
7.09c Perform assessment
7.10c Draw conclusions
7.11c Recommend approach
7.12c Schedule plan
7.13c Manage difficulty

task 8: talent Management Competency − assessment — training strategies / processes
8.01 Adopt a defined set of mental health worker 

competencies as the key competencies that support 
the Personal recovery Model

8.02 Insert these competencies as a standard component 
of each position description

8.03 Define two requirement levels regarding courses
8.04 Finalize the six key competency courses based on the 

developed lesson plans
8.05 Adopt the Competency-Based Curriculum Matrix by 

Key Position Classifications
8.06 Implement a Fidelity Program in two stages
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Facilitate Rpi events…
R1.0 Treatment Mall Planning and Scheduling
R2.0 Treatment Mall Daily Operations
R3.0 Harbors
R4.0 MD Recruitment
R5.0 Assessment
R6.0 Risk Review
R7.0 Mandated OT

status
Ref: Recommendation implemented implementation 

planned & scheduled
implementation 

not planned
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3.4 pROGRess assessMent 

One way to gauge Oregon State Hospital’s progress 
on the journey to excellence is to deploy the 20 
Keys®, a proven benchmarking tool developed by 
Kaufman Global to help organizations of all sizes 
self-evaluate their performance relative to best 
practices and world-class standards. 

However, the preferred approach to using 20 Keys 
is for the organization to establish the evaluation 
criteria itself. At this point, the development of 
’20 Keys of Hospital Excellence’ has not been 
completed at OSH — in itself a sign that we are still 
in the early days of the hospital excellence journey. 

An alternative is to critically evaluate OSH’s 
progress with respect to the nine Critical Success 
Factors identified in Part 2. Using a multi-factor 
progress evaluation tool developed specifically for 
this purpose, Kaufman Global has characterized 
the ‘current state’ of these variables in relation to 
where the hospital stood at the beginning of the 
project. By applying a five-level rating to each of 
the nine success factors, we are able to create a 
visual summary of OSH’s progress toward  
cultural transformation.

Figure 3.1 illustrates how these ratings  
are applied: 
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Figure 3.1 — progress evaluation Chart – Current state
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As shown in the chart, the findings of Task 1a, 
Deliverable 1a (Cultural Assessment) dictated 
the assignment of low performance scores at the 
launch of the project. Since then, there has been 
significant advancement on all fronts:

leadership: More than 150 present and future 
OSH leaders received training in an energetic, 
interactive and challenging environment to drive 
home what an effective leader is, why leaders 
must first understand themselves before they 
can effectively lead others, how effective leaders 
make decisions to foster empowerment and build 
collaboration, how to resolve conflicts, and what 
a Change Agent must do in a team environment. 
All of this training was designed to overcome a 
past culture of indecision and blame. In addition, 
several months of coaching and mentoring at all 
levels, from the Cabinet to the line staff, has given 
leadership the tools and experience to succeed 
in the new era of hospital excellence. Leaders are 
eager to try out new methods and approach old 
problems in new ways. The leadership group’s 
readiness for sustainable, positive change is a 
critical factor for continued success.

empowerment: Every event, coaching session, 
HMLO workshop and interaction between staff 
and leadership has taught OSH personnel ways 
to reinforce the cycle of trust-building and 
empowerment; this in turn allows the best ideas 
to percolate from the process level and then be 
properly resourced and investigated. The level of 
empowerment attained by the organization is the 
product of both an empowering environment and 
the employees’ belief systems. Empowerment 
results from successful cycles of empowering 
actions by leadership and courageous acts 
by employees to become empowered. Going 
forward, this success factor will require sustained 
commitment by OSH personnel at all levels. 

accountability: OSH personnel are learning to 
approach systems issues as process problems 
rather than people problems. As a result, a new 
sense of accountability is emerging. With a focus 
on process flaws and root causes, the amount 
of finger pointing and retribution is dropping 
precipitously at all levels. More comfortable 
with mistakes framed as learning experiences, 
individuals are becoming more accountable for 
their actions and creating a less blame-oriented 
environment where everyone can learn and 
develop. Accountability belongs to all levels of the 
organization. It begins with a viable feedback and 
reward system for employees. It then lives in the 
courageous acts of supervisors at all levels to hold 
themselves and their subordinates accountable.

Communication: A communications strategy is now 
in place and responsibility has been consolidated 
within the communications office. Communications 
activities now include ‘proactive’ vehicles to 
distribute information and promote progress on 
hospital excellence. Communications are no longer 
singularly focused on media relations.

Metrics and Measurement: Fully 172 managers 
and leaders have gained metrics and measurement 
knowhow through HMLO classes. There, they 
participated in exercises, explanations and 
opportunities to apply their learning to data-based 
decisions. Numerous workgroups were spawned 
during the Train-the-Trainer operations in Task 
7c, Deliverable 7c and each was instructed and 
coached in metrics development for use in root 
cause analysis. Within the Cabinet, several weeks 
of coaching followed an RPI event on high level 
objectives and measures. Coaching focused on 
methods to cascade objectives and measures from 
the highest (Cabinet) level to the staff and unit 
levels. In composite, this practical learning,  
if continually developed and properly sustained,  
will be a powerful tool and critical success factor  
for the future.
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engagement: The leadership team is engaging 
personnel at all levels to demonstrate its 
commitment to the ultimate success of OSH. 
One example is the leadership group’s ‘gemba’ 
walks. Another is the ‘grand rounds’ undertaken 
by the Cabinet. Cabinet members are also heavily 
engaged in cascading high level goals through the 
organization. Employees at all levels are now more 
inclined to take responsibility for the success of 
their work centers, to engage leadership and make 
recommendations. Engagement requires ownership, 
which in turn springs from empowerment and 
commitment. All of these are critical success factors.

Resources: One of the primary sources of 
Lean Leadership waste is a failure to provide 
the necessary resources for positive change. 
Repeatedly, the leaders of OHA, AMH, and OSH 
have put resources on the line to prove their 
commitment to the attainment of excellence. 
Resource allocation sends a powerful message to 
the organization about what is important, what 
policies will prevail, and where successful careers 
may be found. Resources are more than just 
dollars, machinery, and personnel — they show 
the direction an organization plans to take. They 
are the future life blood of an organization. 

Capabilities/sustainment: Each of the factors 
described above bodes well for future capabilities 
and sustainment in the goal of hospital excellence. 
Much progress has been made across the board. 
The focus has, at least temporarily, been wrestled 

away from crisis management to long term 
improvement. However, there are still some 
areas that need immediate attention if long 
term improvement is to be achieved. The Lean 
Leadership cadre at OSH must be expanded in 
both numbers and capabilities. Leadership at all 
levels must demonstrate a willingness to absorb 
short term hardships to garner long term gains. 
And the senior leadership group must continue to 
lead in visionary, long term ways. 

Reputation: Pervasive criticism of the hospital 
by external news media is slowly giving way to 
more balanced coverage. Accessibility of the 
Superintendent and Cabinet has enhanced leadership 
credibility within OSH and the local community. 
OSH’s transformation efforts are attracting attention 
within DHS and OHA and in other jurisdictions. 

Using this tool, we can characterize Oregon 
State Hospital’s progress as having moved from 
a ‘traditional’ organization (corresponding to a 
‘1’ rating on the five-point scale and borrowing 
terminology from the 20 Keys) to a ‘learning 
organization’ with the opportunity to become a 
‘leading’ organization in several areas (i.e., ‘2’ and 
‘3’ ratings). 

This is no small feat, first because the very 
conditions that gave rise to the Excellence Project 
in the first place meant that OSH was starting 
from a ‘traditional’ platform in pretty much every 
area, and second because implementing new 
transformation tools and processes in a health 

care environment 
is, to a large extent, 
a ground-breaking 
exercise. Furthermore, 
it should be noted 
that the highest 
levels of performance 
are extremely high 
standards for any 
organization, regardless 
of its history or the type 
of work it conducts.

a note on the Methodology:

How were ratings assigned to the nine Critical Success Factors that make up the Progress Chart? 

Over the course of this engagement, Kaufman Global deployed almost a dozen consultants to complete 
nine defined tasks and their thirteen deliverables while providing additional support, counsel and 
facilitation services to OSH personnel. Each Task Lead was asked to provide an assessment of the 
‘before’, ‘current’ and ‘future’ state performance of the success factor(s) that related most directly to his 
or her assignments. The assessments were then reviewed by the rest of the Kaufman Global team for 
corroboration. Consensus scores were then plotted on the Progress Chart as shown in Figures 3.1 and 3.2.
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The same evaluation tool can be used to depict 
the desired ‘future state’ within the context of the 
Excellence Project, i.e., what level of performance 
is expected within each Critical Success Factor in 
order for OSH to achieve hospital excellence? 

While the obvious assumption is that the hospital 
would need to achieve ratings of ‘5’ on all nine 
factors, this is not necessarily the case. In our 
experience, even the best organizations do not 
achieve top scores in all categories. Conversely, 
doing so does not, in itself, imply that the 
organization has achieved excellence. In the spirit 
of continuous improvement, excellence is defined 
in part by the never-ending drive to be better, 
regardless of an organization’s accomplishments at 
any given time. 

The yellow section in Figure 3.2 expresses the level of 
progress that OSH should expect to achieve through 
the successful implementation and sustainment 
of the initiatives and disciplines that have been 
developed for the Excellence Project so far. 
Realizing the ‘future state’ depicted in the chart will 
enable OSH to successfully fulfill the myriad other 
requirements that comprise hospital excellence. 

3.5 WHeRe dO We need tO be?
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Figure 3.2 — progress evaluation Chart — Future state
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Cecile Mukandekwe, supervising Rn 34a, swing 
shift, explains ldMs and metrics concerning  
staff assaults by patients to suzanne Hoffman, 
Chief Operating Officer, Oregon Health authority 
and Greg Roberts, superintendent, Oregon  
state Hospital
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paRt 4: playbOOk FOR tHe next pHase OF pROJeCt exCellenCe

In the following sections, we look forward, outlining 
both the approach and the specific initiatives Oregon 
State Hospital must undertake in the next phase of 
the Excellence Project.
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4.1 a playbOOk FOR HOspital exCellenCe

The foregoing observations suggest that Oregon 
State Hospital has made considerable progress 
on the journey to hospital excellence. At the 
same time, it has a long way to go before it can 
comfortably lay claim to being the “first class 
public inpatient psychiatric hospital” identified as 
the end goal of the Excellence Project.

The first big hurdle has, for the most part, been 
cleared. Management, staff and patients are 
aware that change is underway and that it will 
affect them directly and in profound ways. 
Key concepts, principles and tools have been 
introduced and are slowly making their way into 
management practice. The mantra of “Hope, 
Safety and Recovery” is clearly associated with the 
transformation and is being actively promoted.

The next phase in the project will present an 
equally large hurdle. Building on the foundations 
that have now been laid, but without the on-
site presence and counsel of Kaufman Global, 
and – barring anything unforeseen – without the 
‘burning platform’ provided by public controversy 
or leadership change, Oregon State Hospital will 
now be expected to continue its drive toward 
Hospital Excellence using internal resources and 
learned processes. In our experience, this is a 
critical juncture in the transformation of  
any organization.

Anticipating the challenges that lie ahead, Task 9 
calls for a “viable time-phased path forward with 
rationale and recommendations for a future state 
project portfolio” – in other words, a ‘playbook’ 
outlining key initiatives and areas of emphasis to 
ensure that OSH successfully continues the drive 
to hospital excellence under its own steam.

In the following sections, we present a playbook 
for continuing the transformation to hospital 
excellence at Oregon State Hospital. The playbook 
consists of two parts: 1. imperatives to guide 
future action, and 2. prioritized recommendations 
for future projects. 
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It is unrealistic to think that the Excellence Project 
can continue effectively on momentum alone. 
Future success will depend on Oregon State 
Hospital’s ability to create and follow its own 
imperatives for continuous improvement.  
Based on our assessment, the following 
imperatives will be critical in the next phase of  
the Excellence Project:

The Oregon State Hospital Excellence Playbook, 
and the project recommendations that follow, is 
built on this set of imperatives.

 

4.2 iMpeRatiVes FOR suCCessFul pROJeCt COntinuatiOn:

1. Sustainment is the key to success

2. Resources must match needs

3.  Leadership must continue to address cultural issues 

4. Communication must continue to improve

5.  The principles and tools of continuous improvement must be an integral part 
of OSH’s culture 

6.  Future projects must be defined, justified and prioritized.
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The number one challenge for any organization 
undergoing a true transformation is to continue 
the journey on its own after digesting its initial 
successes. To do this, the organization must 
be motivated by strong leadership, adequately 
resourced, extremely well-schooled in the chosen 
transformation methodology, and structured to 
ensure that the desired change is self-propelled 
and ongoing.

Building the cultural transformation around 
continuous improvement, with Lean methodology 
at its core, is central to Oregon State Hospital’s 
long term strategy. Sustaining that commitment 
requires focus, dedicated resources, structure 
and a process for infusing the organization with 
continuous improvement capabilities.

In Task 8 (Talent Management Competency − 
Assessment – Training Strategies / Processes), we 
established a new standard, competency-based 
curriculum for the deployment of the Personal 
Recovery Model. The same concepts used in that 
exercise apply to OSH’s transformation as a Lean 
organization, namely: 

Where:

 •  developing support requires the 
implementation of support systems at all 
levels of leadership 

 •  developing hope and belief in change involves 
over-communication of both the benefits of 
improvement at the process level and the 
willingness of leadership to accept it

 •   involving the community means looking 
outside the immediate confines of OSH to 
benchmark other Lean breakthroughs in 
healthcare and enlisting the help of other 
Divisions in the Oregon Department of Human 
Services and the Oregon Health Authority

 •  Considering the cultural and historical 
realities at OsH is embedded in all future 
training and development 

 •  Being person centered means taking into 
account the preferences, needs, interests  
and desired outcomes of future training for 
every trainee

 •  providing choice requires collaboration 
at all levels to enlist support for future 
improvements

 •  Ongoing education is needed to offset 
attrition and the natural tendency to drift 
from the guiding principles of Lean, the 
Lean Daily Management System (LDMS)® 
and continuous process improvement over 
time. OSH must constantly develop its best 
practice knowledge and improve skills through 
the participation and implementation of all 
continual learning opportunities.

4.2.1  sustainMent is tHe key tO suCCess

develop support

develop Hope

involve Community

Consider Culture

person Centered

provide Choice
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Applying a competency-based model with all of 
these elements at OSH requires a commitment 
to train existing staff in Lean methods and 
LDMS. It also calls for appropriate training of 
new employees during their orientation. Task 1a 
identified lack of training as a key characteristic of 
the organizational culture at OSH. While this early 
observation focused on job training generally, and 
management training in particular, it is clear that 
training in Lean methods is an essential part of 
sustaining the progress that has been made over 
the past seven months.

For managers and senior leaders, the Hospital 
Managers’ Lean Overview (HMLO), a senior-level 
introduction to Lean concepts, tools and applications, 
should continue with its myriad rich and relevant 
examples from the hospital environment. 

In addition, a half-day training session for non-
managers has been developed from training 
sessions conducted by Kaufman Global at the 
Oregon Department of Human Services, the 
Oregon Health Authority and the Department of 
Administrative Services. This course, now known 
as the Hospital Staff Lean Overview (HSLO), blends 
Lean concept basics with LDMS tools and helps 
align staff with supervisors who have received 
HMLO training. 

HSLO will be delivered by OSH Training and 
Development staff. Course materials have been 
vetted by OSH leadership to provide an overview 
of key Lean concepts and tools while preparing 
students to operate within workgroups built on 
LDMS elements and practices. Finally, students 
are trained to see and implement opportunities 
for continuous process improvement. The finished 
product and applicable student work exercises will 
soon be delivered to OSH from Kaufman Global’s 
corporate office. 

Kaufman Global highly recommends that all of the 
work developed and planned in HMLO and HSLO 
training continue. We also highly recommend that 
a streamlined version of HSLO be developed by 
OSH and delivered to new employees as part of 
their on-boarding orientation training. 

 All Lean training, including Lean Leadership, 
Lean Practitioner and Train-the-Trainer training, 
must continue to offset attrition in these critical 
positions. It must also constantly refresh concepts 
and approaches so they remain believable and 
relevant to OSH staff members, particularly those 
who are not yet convinced of the value and 
applicability of Lean to their daily work lives.   

Next Steps:

action Responsible timing

HMLO 
Training

EDD and 
Lean Leaders

Ongoing 

HSlO 
Training

EDD and 
Lean Leaders

Ongoing

HSLO for new 
employees

EDD and 
Lean Leaders

Ongoing
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4.2.2 ResOuRCes Must MatCH OsH’s needs

Through Tasks 2,4,7a and 7c, Oregon State Hospital 
and Kaufman Global took the first steps toward 
the establishment of an organizational structure 
to support and sustain a culture of continuous 
improvement and Lean transformation. The 
structure assigns key roles and responsibilities to 
Train the Trainers (TTTs), Lean Practitioners (LPs) 
and Lean Leaders (LLs). 

 •   TTTs are OSH employees who have received 
extensive Lean and LDMS training as part of 
Task 7c through Kaufman Global instruction 
and the concurrent spin-up and education of 
intact workgroups. They will now help cascade 
that training throughout OSH 

 •  Lean Practitioners are OSH employees who 
have received Lean and LDMS training from 
Kaufman Global instructors and other sources. 
LPs are expected to promote sustainment of 
Lean and LDMS at OSH in addition to their 
normal duties

 •   Lean Leaders have been trained in a similar 
fashion, but at a higher level of proficiency. 
Promoting, sustaining and spreading the 
doctrines of Lean and LDMS are their primary, 
full-time responsibilities

spreading the Word

In Task 7c (LDMS Pilot Implementation and 
Follow-up Plan), Kaufman Global delivered a 
rigorous program to qualify up to five ‘Train-the-
Trainers’(TTTs). 

TTTs now lead workshops and train others in 
the basics of LDMS and other Lean applications, 
including:

 •  Implementation of metrics

 •  20 Keys

 •  Weekly Continuous Improvement meetings

 •  Continuous Improvement Action Sheets

 •  Start-up and coaching of existing workgroups

 •   Observation of Managers’ LDMS  
Training sessions. 

TTT preparation also included co-facilitation 
of segments of the LDMS Managers’ Training 
workshop. Some also participated in Rapid Process 
Improvement (RPI) events and the facilitation of 
activities such as streamlining patient transfers and 
other processes uncovered during HMLO process 
flowcharting exercises. TTTs worked alongside 
existing Lean Leaders and Lean Practitioners on 
other projects as well.

Following TTT training, workgroups were then 
selected and formed to promote the adoption of 
LDMS throughout the organization. 

From the formation of this initial cadre of TTTs, 
Lean Leaders and Lean Practitioners, it is expected 
that new teams will be formed, trained and 
schooled in best practices. The expected result is a 
‘snowball effect’ critical to the sustainment of the 
Lean transformation. 

OTHER DUTIES

TRAIN THE TRAINER LEAN LEADER LEAN PRACTITIONER

OTHER DUTIES
LEAN 

&
LDMS

Figure 4.1 — Roles of primary lean Resources at OsH
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However, the formation of teams does not, in 
itself, guarantee the desired cultural shift at OSH. 
An even broader skill set is required of OSH TTTs, 
Lean Leaders and Lean Practitioners when instilling 
new thought processes, disciplines and priorities 
into an established and sometimes change-
resistant work environment. 

LDMS Train the Trainer programs are at the 
vanguard of change. They serve as sensors of  
an organization’s ability and willingness to  
change and as exemplars of leadership’s 
commitment to change through the investment  
of appropriate resources.

The cultural transformation at OSH has begun 
in many areas but it has not permeated the 
whole organization. The early trials of the TTT 
and workgroup development processes have 
shown where and why LDMS has taken hold in 
some areas, but not others. Arguably, the present 
complement of Lean resources is not sufficient  
for OSH’s current needs. 

In light of all of this, Kaufman Global recommends 
expanding TTT, Lean Leader, and Lean Practitioner 
programs utilizing trained personnel from the 
preparation of the current cadre of TTTs, Lean Leader 
training, Hospital Management Lean Overview 
training and Kaufman Global Leadership training. 

Exhibit 4.1 presents a rough estimate of the workload 
confronting OSH’s existing complement of Lean 
specialists given current organizational requirements. 
While the numbers are daunting in some areas, the 
accompanying notes reveal the larger challenges 
facing a cadre that is still relatively inexperienced 
with initiatives of this magnitude, in an organization 
that is still in the throes of a major culture shift.

Equally, if not more important, is the need to 
ensure that the right people are selected to lead 
the Lean transformation. This is discussed further 
in Section 4.2.3.
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number of people trained in ldMs and lean  
(each has his/her own focus, but can do both):

Group # of people primary Focus secondary Focus

Train-the-Trainer 4 LDMS Lean, RPI 

Lean Practitioner 11 Lean, RPI LDMS

Current Lean Leaders 1 LDMS Lean, RPI

Future Lean Leaders 4 Lean, RPI, LDMS –

Lean Manager 1
Lean implementation 
and support (such as 
RPI at discretion of ESC)

LDMS support and 
sustainment

With a workforce of approximately 1300, if each 
work group consists of an average of 10 people, 
there would be 130 workgroups. (This is total work 
groups regardless of shift. In other words,  
if a unit has a day, swing, and night shift, then that 
unit has 3 work groups.)

If each work group is trained in LDMS, the 
requirement is 130 training sessions.

Each unit / area needs a minimum of one RPI per 
year. This results in approximately 43 RPIs or an 
average of one RPI per week for the hospital.

Group ldMs implementations per ttt 
based on 130 work groups

Rpis facilitated based on  
43 per year

Train-the-Trainer 32 impl. Per TTT 

Lean Practitioners (LP) 4 RPIs per year per LP

All groups participate 7 impl. Per person 2.5 RPIs per year per person

exhibit 4.1: effective utilization of Current lean Resources  
(train-the-trainers, lean practitioners and lean leaders)

(Numbers effective May 30, 2011)
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notes:

The above can only be achieved if the work  
groups are:

 •  Ready to implement

 •  Able to positively impact another workgroup’s 
implementation through their work

 •  Able to impact OSH

 •  Able to implement depending on the timing of 
moves to Harbors, Trails, etc.

 •   Perceived as role models and able to 
demonstrate a successful implementation

also, leaders have to model the following 
behaviors to support the increase of  
continuous improvement:

 •   Understand LDMS and RPI mechanics and 
support their ongoing deployment

 •  Coach, mentor and train the work group and 
individuals within

 •  Allow the work group to take prudent risks 
and learn from them

 •  Assist the work group in overcoming 
destructive team dynamics

 •  Become aware of work group metrics and 
action plans

 •  Lead by example and model necessary LDMS 
behaviors in their own work

 •  Show support by asking “how” questions, 
setting expectations and removing barriers

 •  Sponsor the work group at Cabinet meetings 
for decisions about RPIs or changes needed 
beyond the work group’s authority.
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4.2.3  leadeRsHip Must COntinue tO addRess CultuRal issues

By their very nature, the seven characteristics of 
OSH culture identified in the Task 1a Report do not 
lend themselves to quick and permanent remedies. 
Each is ongoing and pervasive, and no single action 
is likely to slay the dragon. For example, even re-
framing OSH’s Vision, Mission and long-term goals 
– a key outcome of Task 2 — does not fully address 
the second cultural characteristic (Lack of Shared 
Vision and Strategy). As the cultural assessment 
demonstrated, this factor has many dimensions other 
than just the presence of a new Vision statement. 
Instead, ongoing engagement, alignment of activities 
and changes in day-to-day behavior are required to 
change OSH’s outlook on this particular  
cultural characteristic.

Culture change requires constant attention, and in 
an organization like OSH, where historical legacies 
and the pressures of public scrutiny loom large, it 
is incumbent upon leadership to deliberately and 
continuously drive the actions and initiatives that 
shape and support the culture of hospital excellence.

leaders must maintain an active  
and high profile

In HMLO training, Kaufman Global introduced senior 
leadership to the concept of leadership waste. 
Essentially, this concept posits that change efforts 
will fail without overt and concerted guidance by the 
organization’s leadership team. This is true whether 
the ‘leaders’ are process owners in small intact 
workgroups or members of the hospital’s Cabinet. 
Accordingly, the following principles need apply:

 •  Full responsibility and stewardship: OSH must 
make certain that leadership focus, structure, 
resource allocation, integration, involvement, 
discipline, and ownership are in place and 
evident to the hospital’s entire population. 

 •  Positive reinforcement: OSH leaders must 
encourage and reward full participation  
in the organization’s transformation to 
continuous improvement. 

 •  Clarity: Leaders must summarize underlying 
agreements and differences in points of view; 
where dissention arises, leaders must clarify 
and rephrase complicated LDMS concepts. 

 •  Eye on the ball: Leaders must ensure that all 
viewpoints are heard and understood by the 
entire group in a blame-free environment 
where the goal is never on winning, but rather 
on improving processes.

Where leadership focus, structure, resource 
allocation, integration, involvement, discipline, and 
ownership are present, the results are positive and 
predictable. Where one or more of these leadership 
waste factors is ignored, the program falters. 

leaders must take a ‘hands-on’ 
approach

As indicated in Section 4.2.2, Oregon State Hospital 
has taken the first steps to establish an internal 
infrastructure that will support and facilitate its Lean 
transformation. The creation of LL, LP and TTT roles 
is instrumental in building this capability. Even so, 
the transformation cannot be expected to succeed 
without active, visible action from the top.

Success requires future TTTs, Lean leaders and Lean 
Practitioners to have the skill and confidence to lead, 
manage and coach others. Furthermore, developing 
these qualities in seasoned managers requires 
credible, experienced facilitators. While their skills 
and experience may continue to grow, the current 
Lean Leadership cadre at OSH does not yet have such 
a foundation.

Exhibit 4.2 itemizes the key skills required of Lean 
Practitioners at OSH. Clearly, these are not ‘ancillary’ 
skills – they are core competencies that require 
extensive training and seasoning to acquire in full. 
The commitment to develop these competencies 
must come from OSH’s leadership group.  
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Introduction to LDMS

Ability to establish PVD

Huddle facilitation

Continuous Improvement Sheet System

Facilitate CI Meetings

Assist workgroups with metrics

Short Interval Leadership

Assist in creation of Skill Versatility Chart

Facilitate 20 Keys baseline and action plan 

LDMS Workgroup Implementation

Coordinate training and implementation schedule

Share vision with Leaders

Planning

Facilitation

Lean Tools

Surface Waste Identification

Leadership Wastes

Lead Rapid Process Improvements

Process Mapping (Current and Future)

Hand-off Charting

RACI Charting

Problem Solving and Root Cause Analysis

Error Proofing

Standard Work

5S / Workplace Organization

Visual Controls and Visual Management

Process Flow

Workload Leveling

Other lean tools (cycle reduction, kanban, SMED, etc.)

exhibit 4.2: lean practitioner skills Matrix  
 

LP1 LP2 LP3 LP4 LP5 LP6

Table continued on following page...
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Tactical Considerations

Ability to ID why implementations succeed  or fail

Role of ESC

Charter Development

Report via A3

Giving and Receiving Feedback

Uplifts Those Around Them

Communication and Effective Listening

Handling Emotional Cycle of Change

Overcoming Resistance to Change

Giving and Receiving Empowerment

Building Consensus 

Providing Positive Assertion when necessary

Facilitation Skills

Coaching & Feedback

Has not had training or demonstrated knowledge on this subject matter   

Has had training on the subject matter, but has not applied knowledge or shown intent 

Has assisted KG in this subject matter

Can 100% perform this subject matter with some KG guidance     

Able to perform this subject matter without KG present  

           

LP1 LP2 LP3 LP4 LP5 LP6
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Kaufman Global therefore recommends that senior 
OSH leaders be recruited and trained as TTTs 
along with lower level staff members. This would 
elevate the credibility of Lean facilitation and 
the sustainability of TTT, Lean Leader, and Lean 
Practitioner programs. 

In addition, OSH leadership must be visibly 
associated and aligned with all efforts to promote 
the cultural shift. It must take a systematic 
approach to driving change by:

 •  Allocating sufficient and appropriate  
resources to improvement work

 •  Adopting common performance measures  
and Key Process Indicators (KPI)

 •  Blending and balancing short term goals with 
the longer term cultural transformation

 •  Ensuring team chemistry is appropriate for  
the task

 •  Documenting and delineating team member 
roles and responsibilities

 •  Ensuring that team members receive the 
training necessary to do their jobs

 •   Insisting that the team doesn’t start with 
obstacles already in place. 

leaders must remove cultural barriers

Perhaps the most important role for OSH leaders 
is to address and remove the many barriers that 
have defeated attempts to build a culture of 
continuous improvement in the past. Across the 
board, Kaufman Global has observed that the 
institution’s history of micromanagement and 
the fear of retribution are at the core of OSH’s 
remaining resistance to change. 

In turn, Kaufman Global has offered leadership 
courses customized to enhance OSH’s readiness 
for change and its ability to think critically about 
the art and science of modern, participatory 
leadership. According to written and verbal 
feedback from students, this is the single biggest 
factor that will contribute to, or detract from the 
successful cultural transformation of OSH. 

Accordingly, this type of training must continue. 
It will allow leadership at all levels to confidently, 
demonstratively, and overtly declare that they 
support empowerment, collaboration, and 
employee development. They must have the tools 
and the conviction to ensure that process-level 
suggestions are adopted and praised on their 
merit. Continued commitment to these principles 
must be demonstrated and over-communicated 
throughout the organization.

It is evident that OSH is trying to tackle many 
changes at once. However, this cannot be an excuse 
for backsliding into crisis management, personal 
loyalties, or the duplicity that periodically fuels 
suspicion of leadership’s true, long term intent.

next steps:

action Responsible  timing

Include 
Leaders as 
TTTs

TBD Ongoing

Leadership 
Training

TBD Ongoing

Leadership 
profile 
enhancement

Cabinet/
Communications 
Office

Ongoing

Tactical Considerations

Ability to ID why implementations succeed  or fail

Role of ESC

Charter Development

Report via A3

Giving and Receiving Feedback

Uplifts Those Around Them

Communication and Effective Listening

Handling Emotional Cycle of Change

Overcoming Resistance to Change

Giving and Receiving Empowerment

Building Consensus 

Providing Positive Assertion when necessary

Facilitation Skills

Coaching & Feedback

LP1 LP2 LP3 LP4 LP5 LP6
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4.2.4 COMMuniCatiOn Must COntinue tO inCRease and iMpROVe

Inadequate communication was a constant and 
pervasive theme in our initial assessment of OSH’s 
culture. Happily, many of the recommendations 
of the Task 6 Communications Strategy are being 
implemented and there has been a noticeable 
improvement in both the content and the 
effectiveness of ‘corporate’ communications  
at OSH. 

Meanwhile, the introduction of applied Lean tools 
such as LDMS, huddles and RPI events has created 
opportunities for more structured communications 
within the workplace. Communication between 
front line staff and managers should benefit 
greatly as these tools proliferate throughout  
the hospital.

That said, it is important to maintain a 
commitment to communication as a strategic  
asset and to manage accordingly. To this end,

1.  OSH should continue to roll out its 
Communications Strategy per Task 6, with 
refinements as needed.

2.  Leadership should play a more prominent 
role in message delivery, particularly where 
it affects the themes of excellence, change, 
improvement and patient-centered recovery. 
Leaders in particular should increase use of 
Lean language and terminology. 

3.  OSH should increase the accessibility of 
information and opportunities for dialogue 
through the use of easily ‘digestible’ media 
such as video and visual displays. Past 
objections such as ‘no time’, ‘no resources’ 
and ‘information overload’ should not become 
an excuse for poor communication.

4.  The Communications Office should be 
both an agent of change by promoting the 
organization’s progress on the Excellence 
Project and a barometer of acceptance and 
engagement amongst all stakeholders.

5.  Where appropriate, Lean tools and 
methodologies such as Value Stream Mapping 
and RPI events should be applied to specific 
communications problems, e.g., for processes 
related to admissions, discharge, reporting, etc.)

Next Steps:

action Responsible timing

Review/update 
Communications 
Plan 

Communications 
Office

12 months 

LDMS rollout Lean Leaders Ongoing
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4.2.5 tHe pRinCiples and tOOls OF COntinuOus iMpROVeMent, WitH lean 
MetHOdOlOGy at its CORe, Must be an inteGRal paRt OF OsH CultuRe

The transformation of a whole organization  
from a traditional, ‘institutional’ culture to a 
performance-driven culture devoted to hospital 
excellence requires:

 •  A common language

 •  A standard set of tools and methodologies

 •  Universal commitment to the new modus 
operandi and

 •  A minimum level of familiarity with core 
principles, tools and techniques.

This is not easy in a complex organization like 
Oregon State Hospital, which is marked by its 
own set of professional disciplines, specialized 
knowledge, principles, terminology and legal and 
professional requirements for discretion. 

The challenge is to establish a common platform 
for the whole organization, one that supports the 
new cultural norms, enables the desired actions 
and behavior on the part of all personnel, and 
inspires people to realize the goal of hospital 
excellence using a common approach.

The Lean Daily Management System (LDMS)® 
does just that. LDMS is a simple, structured 
framework that channels daily workgroup activity 
into common, measurable performance categories 
and in the process motivates individuals to pursue 
excellence. At OSH, LDMS: 

 •  Helps establish and entrench Lean and intact 
workgroups as a matter of practice 

 •  Ensures the appropriate follow-through 
on next step commitments by teams and 
individuals 

 •  Keeps everyone on track and working on the 
right things

 •   Engages both leadership and the workforce in 
the change process

 •  Aligns and energizes people at all levels to 
address the same critical issues, day after day 

 •  Keeps the entire organization focused on key 
improvement goals.

Beyond continued leadership support, the full and 
immediate implementation of LDMS throughout 
the organization may well be the most important 
initiative OSH can undertake to achieve success. 
To date, LDMS has been launched in more than 50 
workgroups, with varying degrees of success.  
(See Task 7a for additional insight). Going forward, 
a concerted effort to implement LDMS hospital-
wide must be a top priority. 

Next Steps:

Action Responsible Timing

Expand 
implementation 
of LDMS 
throughout OHS

Lean Leader, 
Office of 
Continuous 
Improvement 

Ongoing

 

Figure 4.2 – the elements of an effective  
lean daily Management system
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4.3 FutuRe pROJeCts

As noted in Section 3.2, it is the nature of 
continuous improvement that the more one 
examines its daily operations and critical 
processes, the more one ‘sees’ opportunities for 
beneficial change. Before long, the list of potential 
initiatives exceeds the capacity to address them.

Oregon State Hospital has reached a point where it 
is now “calling its own plays” within the Excellence 
Project. At the same time, it still seeks guidance 
with play selection and sequencing. With this in 
mind, Kaufman Global has maintained a roster of 
future project requirements since entering the 
implementation phase of its current engagement. 
Many of the proposed projects have been 
recommended by work groups and process leaders 
while addressing existing issues. Others stem from 
interactions with OSH personnel through process 
mapping and functional mapping exercises, staff 
dialogue, RPI events and consultant observations 
over the life of the project.

We then applied the Future Project Prioritization 
Matrix — an organizing tool used by Kaufman 
Global over the years to help large organizations 
sustain their transformation activities — to the 
proposed project roster. The Matrix provides OSH 
with an overview of key project recommendations 
for the next phase of the Excellence Project, along 
with a methodology and rationale for prioritizing 
them. Exhibit 4.3 presents the Prioritization Matrix 
and the 44 future projects formally identified  
for consideration.
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Cultural Change Factors

exhibit 4.3: Oregon state Hospital Future projects prioritization Matrix

1 Improve Trip Slip process
Hi

gH ● ● ● ● ● ●
 • Affects several disciplines  
• Wasted labor hours

2 Increase use of Performance 
Management feedback 
system Hi

gH ● ● ● ● ● ● ● ●
•  Make employees 

accountable for performance
• Reward correct behaviors

3 OT Rationalization and 
Verification process Hi

gH ● ● ● ● ●
• Cost driver

4 Create a new position at 
the hospital to improve 
communication between 
patient’s family members and 
the Oregon State Hospital. 

M
ED

IU
M

● ● ● ● ●

•  Improve communication 
between OSH and families

•  Improved first impression 
& image

5 Improve Charting on 
Treatment Mall

M
ED

IU
M

● ● ● ● ● ●

 •  Impacts patient treatment 
and safety

•  Raise staff awareness of 
behavior while off unit

6 Implement a OSH Control 
Center / War Room for 
alignment of key operations 
and progress M

ED
IU

M

● ● ● ● ●

•  Make “real time” decisions 
based on current data 

•  Reduce need for multiple 
meetings

7 Implement formal employee 
recognition program at OSH 
(In Process) Hi

gH ● ● ● ● ●

•  Affects employee morale, 
which affects productivity 
(service quality)

•  Reward correct behaviors
8 Communicate Policy and 

Procedures – Standardization 
and compliance Hi

gH ● ● ● ● ● ●

•  Often current policies  
are ignored

•  Lack of standardization or 
awareness

9 Increased Training and 
Employee Development for 
OSH staff on all shifts utilizing 
recovery based competencies 
– including new employee 
orientation training) 

Hi
gH ● ● ● ● ● ● ●

• Affects patient treatment 
•  Affects patient / staff 

safety

10 Create a Oregon State 
Hospital Human Resources 
department that deals with 
strictly hospital staff Hi

gH ● ● ● ● ● ●

•  Need dedicated resource 
for OSH

 •  Conflicting priorities and 
lack of dedicated focus on 
hospital only issues
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Cultural Change Factors

11 Improve patient transfer 
process from unit to unit

Hi
gH ● ● ● ● ●

•  Simplify process to move 
patients internally from unit 
to unit – should be process 
and not emotional decision

12 Improve Admissions Process 
– better handling of patient 
placements and insurance 
forms M

ED
IU

M

● ● ●

•  Increase compensation 
recovery

• Simplify billing process

13 Communicate OSH 
expectations and make 
them transparent to patients 
the steps required to move 
through the continuum of care

Hi
gH ● ● ● ● ●

•  Explain ”what good looks 
like”

•  Recovery model advocates 
for patient’s involvement 
in treatment

14 Reduce Overtime costs  
and eliminate Mandate  
OT process Hi

gH ● ● ● ● ● ● ●
• Large cost driver 
•  Affects staff morale, safety 

and effectiveness
15 Cascade Mission, Vision and 

Goals to each work unit

Hi
gH ● ● ● ● ● ●

 • Align OSH campus wide 
•  Assistance to achieve  

OSH goals
16 Investigate Food Services 

Portland readiness  
to eliminate need to  
transport food

lO
W ● ● ●

• Cost driver 
• Quality of services

17 Implement 5S program in 
OSH – Sharps Cabinets and 
Vocational Area

lO
W ● ● ● ● ● ●

• Improve efficiency  
• Improve safety

18 Improve Patient Grievance 
procedures – review of 
patient holds

M
ED

IU
M

● ● ●

•  Improve patient / staff 
relations through formal 
reporting process

• Real time data tracking
19 Young adults in transition 

(between 18 & 24) – 
developing a new treatment 
track M

ED
IU

M

● ● ● ●

 •  Allow for specific 
population

•  Increased chances of 
successful treatment

20 Videotape “Grand Rounds” to 
increase access to important 
information online lO

W ● ● ● ●

•  Improve communication 
and raise awareness  
across OSH

•  Easier achievement of 
Cont. Ed credits
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Cultural Change Factors

21 Implement Succession 
Development Planning to 
enable staff to have control 
over future

M
ED

IU
M

● ● ● ●

 •  Instill hope in staff 
members that want to 
promoted to new positions

•  Increase hope and reduce 
bridge between MHT and 
professionals

22 Improve Medication Error 
reporting process

M
ED

IU
M

● ● ● ● ● ●

• Increase accuracy
•  Reduce fear of retribution 

while decreasing risk of 
critical incidents

23 Ensure Job Descriptions are 
in place for all OSH staff 
positions and are clearly 
communicated

Hi
gH ● ● ● ● ●

• Increased accountability 
•  Need for effective 

Performance Management 
system

24 Enforce Patient 
Accountability when 
applicable – make rules  
and consequences clear for  
bad behavior

Hi
gH ● ● ● ●

•  Reduce risk of staff 
assaults

•  Increase patient and  
staff safety

25 Improve Employee 
Scheduling process which is 
impacting OT M

ED
IU

M

● ● ● ●
•  Poor scheduling impacts OT
• Cost driver

26 Improve Admissions Process 
– better handling of patient 
placements and insurance 
forms M

ED
IU

M

● ● ●

• Removal of waste 
• Simplify billing process

27 Increase potential revenue 
by creating a standard 
documentation processes 
that would result in increased 
billings (Psychology, Social 
work, etc)

M
ED

IU
M

● ● ● ● ●

• Increase revenue 
• Define billing processes

28 Streamline the Employee 
Investigation process

M
ED

IU
M

● ● ● ●

• Reduce wait time 
•  Enable a quicker decision 

to be made
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Cultural Change Factors

29 Apply Translation Services 
when applicable

lO
W ● ● ● ● ●

•  Increased communication 
and awareness amongst 
non-english speaking staff 
members.

30 Raise Awareness and 
Effectiveness of IDT teams – 
ensure teams meet monthly

M
ED

IU
M

● ● ●

 •  Affects patient care / 
treatment

•  Raise IDT performance  
& expectations

31 Implement Privilege Grid 
campus wide like used  
on 35A lO

W ● ● ●

•  Visual management easier 
to follow

•  All staff aware & allow for 
quick updates

32 Enhance 6 Month New 
Employee Trial – set tougher 
guidelines and enforce

M
ED

IU
M

● ● ● ●

• Increase accountability
•  Remove “problem” 

employees before hiring 
full time

33 Increase Mentoring – 
develop a mentoring 
program (see Mandated  
OT for reference) M

ED
IU

M

● ● ● ● ● ●

•  Increase new staff 
education

•  Improved patient care 
through improved patient / 
staff relationships

34 Improve Organizational 
Structure to increase Span of 
Control by reducing number 
of Managers M

ED
IU

M

● ● ● ● ●

• Reduce costs 
• Re-align support resources

35 Improve package Screening 
process at Security

M
ED

IU
M

● ● ●

 •  Increase control of 
contraband

•  Improve accountability of 
staff and patient families

36 Formulate the OSH 
survey process to confirm 
communication of Patient / 
Staff survey results M

ED
IU

M

● ● ● ●

•  Provide feedback to be 
aware

• Overcommunicate

37 Improve Staff Functional 
process – both on the unit 
and at the Treatment Mall M

ED
IU

M

● ● ● ● ● ●

•  Better utilization of 
resources

• Easier to manage
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Cultural Change Factors

38 Clearly define documentation 
requirements by discipline 
(outdated policies)

Hi
gH ● ● ● ● ●

 •  Increases level of  
patient care

•  Poor charting in some areas
•  Standardization of 

reporting mechanisms
39 Increase use of personnel 

from agency programs 
like Residential Treatment 
Facilities (RTF or SRTFs) to 
get them more involved in 
treatment programminhg

M
ED

IU
M

● ● ● ● ●

•  Raise community 
involvement in OSH

• Increase resources

40 Patients need a voice in the 
creation of their treatment 
care plans – create their  
own goals

Hi
gH ● ● ● ● ● ● ●

• Align with recovery model 
•  Better acceptance of 

treatment

41 Improve Medication Court 
hearings

M
ED

IU
M

● ● ● ●

•  Slow process affects 
patient treatment

• Affects safety

42 Development / Activation of 
Value Streams 

M
ED

IU
M

● ● ● ● ● ● ●

 •  Preliminary items – to 
be refined; likely VSM 
workshop

•  Disposition as needed 
during Addendum task  
Q3 2011

43 Further development of 
Continuum of Care

M
ED

IU
M

● ● ● ● ●

•  Preliminary items – to be 
refined; likely RPI event

•  Disposition as needed 
during Addendum task  
Q3 2011

44 LDMS Pilot Implementation 
in a Unit

M
ED

IU
M

● ● ● ● ● ●

•  Preliminary items – to be 
refined; likely 5-step LDMS 
implementation cycle

•  Disposition as needed 
during Addendum task  
Q3 2011
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priority projects

Using the Matrix, we then identified the ten ‘top-
priority’ projects for earliest attention. Exhibit 4.4 
lists these ten priority projects and the rationale 
for them. 

In each case, the rationale blends business, patient 
care and employee performance and satisfaction 
objectives, all in the context of continuous 
improvement and the pursuit of hospital 
excellence. In other words, they’re not spurious or 
‘pet’ projects; instead, they’re certain to ‘make a 
difference’ at OSH.

timing

‘Priority’ denotes not only importance, but 
also urgency. Accordingly, the Future Project 
Prioritization Matrix also proposes timelines 
for the ten projects listed above. The timing 
recommendations provide guidance on project 
sequencing, but in all cases it is recommended 
that projects be undertaken within the next twelve 
months. 

Review

The Future Project Prioritization Matrix also 
serves as a framework for future project review 
and assessment. Consistent with the assessment 
tool presented in Section 3.4, the Matrix suggests 
a twelve month implementation window for the 
ten priority projects. The fulfillment of proposed 
projects within this period would go a long way 
to achieving the ‘future state’ presented in the 
progress charts shown in Section 3.4. They’re 
worth the investment of time and resources at the 
heart of the imperatives described in Section 4.2.
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Recommendations for top 10 
Future projects

Rationale for selection

1 Improve Trip Slip process The Trip Slip process impacts a large percentage of hospital disciplines and has been repeatedly 
identified by Oregon State Hospital (OSH) staff as an opportunity for improvement.  Multiple 
authorizations for patient field trips creates "surface waste", including time waiting and over 
processing.  At approximately 3000 trip slips a year, an hour saved on each equates to 3000 
hours of labour savings.  

2 Increase use of Performance 
Management feedback system

The Performance Management system has been identified as a key tool to increasing 
accountability within OSH. Ensuring that 100% of the annual employee performance 
evaluations are completed should be a goal of the organization, and can only be achieved 
through placing enhanced focus on this task while tracking it as a key measure. 

3 OT Rationalization and 
Verification process

Overtime is a critical cost driver within the hospital and initial efforts to reduce have begun 
with the identification of needed data tracking through the Mandate OT RPI. In addition there 
are opportunities with the OT rationalization and verification process that affects  overall costs.

4 Create a new position at 
the hospital to improve 
communication between patient's 
family members and the Oregon 
State Hospital. 

Divert all communication from patient's families to a newly formed position within the hospital 
that is skilled in customer service, rather than Security personnel. The image of the hospital 
through the eyes of advocates and family members, as well as the communication between 
these groups would improve if all information was channeled through this new position.  
Access to medical information, for example, would be clearly established and known by 
Customer Service.  Sole focus.

5 Improve Charting on Treatment 
Mall

Patient charts don't always get transported to the treatment mall along with the patients.  
This can create communication gaps between mall staff and unit staff and can greatly impact 
effectiveness of a patient's treatment care plan. 

6 Implement a OSH Control Center 
/ War Room for alignment of key 
operations and progress

With increased aspiration to become a data driven organization, a control center, or "war 
room" would greatly benefit OSH. Currently, due to antiquated systems and delayed reporting 
functions, data is often 30 to 60 days old. Daily focus on key metrics would allow leadership to 
make informed decisions while improving daily communication between disciplines. Reduces 
need for multiple meetings.

7 Implement formal employee 
recognition program at OSH (In 
Process)

Employee recognition is a critical component in establishing a positive working relationship 
between managers and their staff at OSH.  It is widely referenced across the hospital that the 
former policy related to employee recognition was deleted. Although efforts have begun to 
re-establish recognition through dedicated committees and events, it could be linked to the 
Hospital Excellence efforts to sustain momentum.

8 Communicate Policy and 
Procedures - Standardization and 
compliance

"22 units and 22 ways of doing things".  This was a comment heard during the cultural 
assessment in task 1 and since these early findings, the lack of standardization and compliance 
of hospital policies has become evident. In addition, the continued growth of the hospital and 
the resulting tumble of staff to meet these needs will likely only add to the lack of compliance.   

9 Increased Training and Employee 
Development for OSH staff on 
all shifts utilizing recovery based 
competencies - including new 
employee orientation training) 

Lack of training in several key areas has been identified as an  opportunity to improve 
employee development. These areas include enhanced focus on new employee orientation, 
manager development, lean methodologies and the recovery based model of patient care.  

10 Create a Oregon State Hospital 
Human Resources department 
that deals with strictly hospital 
staff

A lack of HR emphasis was identified as one of the seven characteristics that significantly 
constrains potential for top service delivery and performance results within OSH.  Staff have 
questioned the effectiveness and support received from existing organizational structure.  
Possible conflicting priorities within the larger agency and the lack of dedicated hospital focus 
have been contributors.     

exhibit 4.4 — top priority Future projects
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4.4   aliGninG OsH tRansFORMatiOn eFFORts WitH OHa tRansFORMatiOn eleMents 
and initiatiVes: inCReasinG COnGRuenCe and ReduCinG diVeRGenCe

Over the course of the OSH Excellence Project, the 
Oregon Health Administration (OHA) has had some 
influence on Oregon State Hospital’s efforts to 
transform its organizational culture, working with 
the Superintendent and other hospital leaders to 
provide the cooperation necessary for success. 
The Addictions and Mental Health (AMH) Division 
participated in some of the early and significant 
RPI events that led to a strong shared vision and 
mission statement, and helped set high level goals 
and objectives. Still, both of these entities, along 
with the DHS / OHA Shared Services Office of 
Continuous Improvement, have important future 
roles to play if the journey to hospital excellence is 
to be sustained.

While senior leaders at OHA and AMH must 
continue to provide support and participate where 
appropriate, it is equally important to provide 
for leadership development at OSH. Old style 
leadership — which rarely employs or even allows 
the collaborative, empowering and inclusive 
methods so critical in a culture of continuous 
improvement — must not be allowed to creep 
back in. Continuous involvement by OHA and 
AMH will be needed to prevent the old methods 
from reemerging. It can be difficult to penetrate 
and transform an organization in this way, but it is 
precisely where such mentoring and coaching are 
least welcome that they are most needed. 

More specifically, the Office of Continuous 
Improvement must become more involved in 
the selection and support of Lean Leaders and 
Lean Practitioners at OSH, and it must do so 
immediately. It must fill the talent void at OSH until 
those positions are filled. While there, it must use 
the time and opportunity to begin standardizing 
continuous improvement approaches at both 
locations. Then, for the long term, it must:

 •  Help infuse a suitable level of Lean expertise 
into OSH at all levels

 •   Promote a standard set of practices to bridge 
the gap between the levels of DHS/OHA and 
OSH continuous improvement evolution

 •   Reach out often to OSH to harmonize agency-
wide continuous improvement planning and 
resource deployment. This in turn will improve 
the greater Health Authority in lock step

The hospital has paved a broad path to twenty-
first century performance culture. But, it’s easy to 
get distracted. To help OSH stay focused on the 
imperatives of hope, safety and recovery, and to truly 
live in the new continuous improvement culture, the 
hospital deserves consistent agency engagement. It is 
in the interests of agency leadership and continuous 
improvement resources to keep their feet in the 
door, to help propel beneficial change and reinforce 
the fragile framework of an emerging performance 
culture. The emerging OSH culture still tends toward 
guarded autonomy. But it must make the transition 
to open and inclusive engagement. 

During the critical next few months, many OSH 
employees will assess whether their faith in 
meaningful change is justified. It is human nature 
to look for signals from the past, but if OSH’s 
transformation is allowed to decelerate, or descends 
into limited engagement or ineffective results, the 
entire organization fails. Continued, consistent 
agency involvement is still required to catalyze 
ongoing positive cultural and performance change.

 

a gemba walk through the 
Food service production 

area at Harbors with (l-R) 
don Rae, kaufman Global; 

suzanne Hoffman, Chief 
Operating Officer, Oregon 

Health authority; Greg 
Roberts, superintendent, 

Oregon state Hospital; and 
alta saner, supervising 

Cook, Food services 
department, Oregon  

state Hospital
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In September 2010, the authors of the Quality 
and Compliance External Review Report for 
Oregon State Hospital concluded that the 
“essential problem at OSH is an overarching lack of 
accountability at all levels”, which fed a “pervasive 
culture of indecisiveness”. The solution to this 
problem, in their opinion, was to empower staff to 
establish policies, procedures and best practices 
in accordance with a guiding mission and sense 
of purpose — in other words, to change the very 
culture of the organization. 

Changing culture is not a mechanical process. 
So while the Excellence Project was formally 
built upon nine tasks and thirteen deliverables 
undertaken over seven months, much of the 
project’s progress is attributable to the cumulative 
actions and initiative of OSH leaders, engaged staff 
members and other stakeholders who, working 
with transformation experts from Kaufman Global, 
have provided the energy and enthusiasm to get a 
whole new culture off the ground. 

This report has documented the activities and 
deliverables completed in fulfillment of the Oregon 
State Hospital Excellence Project Proposal. But 
it has also documented the many achievements 
and efforts of individuals and work teams to 
implement purposeful change and drive the 
organization forward on a day-to-day basis. The 
result has been a significant advance toward the 
ultimate, albeit elusive goal of hospital excellence.

Still, there is much work to be done. The journey 
to excellence is a marathon, not a sprint. And while 
getting off to a strong start is important, it does 
not guarantee the finish. A lot of hard work and 
careful choices have to be made along the way. 
Elsewhere in this report, we have identified nine 
Critical Success Factors for OSH’s transformation. 
We have also presented a ‘playbook’ 
itemizing future projects and initiatives whose 
implementation will be instrumental to achieving 
true and lasting excellence. This guidance is 

intended to propel the hospital through the next 
stage of its transformation, which in some ways 
will be more challenging than the first. Reviewing 
the organization’s progress against this guidance at 
future intervals will be an important measure  
of success.

To everyone’s credit, Oregon State Hospital has 
gone from, if not a standing start, certainly a 
plodding one, to an impressive pace. The challenge 
ahead will be to move further and faster without 
breaking stride. 

paRt 5.1 COnClusiOn
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5.2 ClOsinG COMMents

Following completion of the cultural excellence 
assessment and strategy in January 2011, 
Oregon State Hospital set itself upon a path of 
transformation and improvement that ideally will 
never end. Some critical first steps were taken at 
that time. However, others had to wait until the 
organization was ready for them. The definition 
of OSH’s vision, mission, and values could not 
have occurred until an agile, balanced, and 
representative governance structure was in place. 
In turn, the selection of organizational goals and 
objectives needed a vision. 

The cascading of goals and objectives to the 
process level required all of these elements, but 
also a perfect storm of acceptance fostered by 
process improvement, communication, leadership 
development, mentoring and coaching at all levels. 
Exposure to these new concepts and interventions 
would not have been possible without a growing 
cadre of converts fostered by interaction between 
Lean Practitioners and between Train-the-Trainers 
and workgroups. The new message of Hope, Safety 
and Recovery would not have inspired so many 
employees without a re-invigorated system of 
corporate communications. And so forth.

From the beginning, there has been no silver bullet 
capable of transforming the entire organization. Out 
of necessity, Oregon State Hospital was forced to 
attack every cultural issue head-on, concurrently, 
with all its energy. It did so amid the flood of crises 
and cacophony of criticism to which many within 
the organization had become accustomed. An 
uncertain future and a belly-full of past criticism 
and condemnation brought much emotion, anger, 
resistance and past hurts to the surface. The 
Kaufman Global team witnessed the pain and 
uncertainty in its rawest forms and for a while even 
felt its fury. Still, the forces of change endured, 
refused to be denied and kept on plugging. Constant 
pressure was applied to promoting change and 
improve in all areas. Eventually, the early heroes of 
this transformation began to sense the turning tide. 
Belief in success grew and barriers began to buckle. 
From the Superintendent on down, this time, 
somehow, it began to feel different. This time it was 
real. This time it would last. 

The Oregon State Hospital Excellence Project 
represents more than a change in venue; it is 
a shift in realities. Hope is displacing despair, 
praise is offsetting criticism, and possibilities are 
supplanting impossibilities. The voyage is far from 
over, and there are many storms ahead, but there 
is also movement and momentum. Stakeholders 
are more willing to listen, participate, and help. 

Setting OSH on this path has proved demanding for 
all involved. It has taxed people to their physical 
and emotional limits. It has forced everyone to dig 
a little deeper, to try a little harder, and to believe 
a little more. But it has not been an impossible 
task. New tools and processes are just beginning. 
OSH can be an institution that is world class, and if 
it continues to keep this pace, it will be. 

Hospital Excellence is within you. It is possible. You 
need only to stay on this path, embrace the culture of 
continuous improvement and maintain your stride. 
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“ There is hope. There is a future. You have to 
want to change.”

—Oregon state Hospital patient
May 3, 2011
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hope. safety. recovery.
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appendix 1: OReGOn state HOspital VisiOn, MissiOn, ObJeCtiVes & MetRiCs

Vision

We are a psychiatric hospital that inspires hope, 
promotes safety and supports recovery for all.

Mission

Our mission is to provide therapeutic, evidence-
based, patient-centered treatment focusing on 
recovery and community reintegration, all in a  
safe environment.

We will accomplish this by: 

•  Recruiting and developing outstanding staff

•  Excelling in patient recovery

•  Ensuring safety in our care environments

•   Employing new information technology 
Improving our processes continuously

w
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Objectives - Recruit and develop Outstanding staff

Objective key Measure Responsibility

1.  Identify most important 
Knowledge, Skills and Abilities 
(KSAs) required

KSAs are defined for 100% of job 
classifications within 90 days

2.  Have the right number of people 
with right skills to get job done

Vacancy rates will be at ___% or less by X date

3.  Provide performance 
development and feedback

Implement performance feedback for 
• 100% of employees within one year.  
• All new hires within 30 days of hire

4.  Provide training based on 
needs identified in Performance 
Development plans

Employees meet 75% of their training needs 
within the first year.

 
Objectives - excel in patient Recovery

Objective key Measure Responsibility

1.  Develop effective, practical  
and patient centered  
Treatment Plans. 

Affinity between treatment goals  
and assessment

2.  Establish consumer affairs 
department to bring consumer 
perspective into Treatment Plans.

Qualitative chart audits that reflect patient-
centered care

3.  Ensure staff competency to 
effectively implement a patient-
centered Treatment Plan. 

Number of staff that demonstrate 
competency in patient-centered care

4.  Develop and use clear pathways 
for timely and appropriate 
discharge

Timely completion of assessments required 
for discharge

5.  Establish, communicate and utilize 
discharge criteria

Number of days between ready-to-discharge 
and actual discharge = baseline TBD
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Objectives - ensure safety in Our Care environments

Objective key Measure Responsibility

1.  Respond to physical conditions 
that impede ability to maintain a 
safe environment

Reduction in employee / patient incidents 
and accident reports, (OSHA, OIT) or 
reduction in acuity by 20% in 2012

2.  Develop and enforce policies, 
procedures and protocols that 
reduce risk and prevent harm  
for all

IR, AR, OIT tracking and subsequent actions /
resolution

3.  Develop competencies and train 
staff in how to interact with 
patients effectively to reduce risk 
of violence or self-harm

Education compliance reports targeting 
competencies required for year (e.g. 75% 
MHTs have completed Mot. Int. by 2012)

4.  Provide active and ongoing 
clinical supervision for staff 
to ensure competency and 
adherence to policies and 
procedures

Performance Appraisal completion,  
Clinical Supervisor reports, training records  
(e.g., 75% compliance P.A. in 2012)

 
Objectives – employ new information technology

Objective key Measure Responsibility

1.  Automate medication dispensing 
systems

100% implementation on Units and Malls by 
July 2012

2.  Implement workforce 
management system

Central Staffing Office fully staffed and 
computerized system installed by  
August 2011

3.  Successfully implement EMR / 
AVATAR

EMR fully implemented by X date; full 
AVATAR implemented by X date.
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Objectives - improve our processes Continuously

Objective key Measure Responsibility

1.  Develop processes for practical, 
understandable and efficient 
decision-making

•  Each active task/project is assigned to a 
person and decision authority defined

•  Time between problem identification, 
decision and solution

2. Create a learning organization Cabinet implements new committee 
structure in X months

3.  Develop organizational alignment 
to ensure the right people at right 
meetings to get job done

TBD

4.  Prioritize and target CI Initiatives 
in agreement with the Executive 
Steering Committee 

We have a CI Plan in X months

5.  Implement overall CI Plan 
organization

TBD
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appendix 2: CRitiCal suCCess FaCtOR pROGRess keys

level key #1 – leadership key #2 – Communication

5 Everyone understands the vision and the 
plan. Workers are empowered to make 
decisions to achieve objectives. The 
leader provides guidance and it is always 
appropriate and welcomed.

Communications are precise and efficient. 
Recipients listen actively and effectively, and 
fearlessly ask probing questions to ensure 
better understanding. Everyone assumes good 
intent of co-workers and seek clarity when 
rumors or mis-information occur.

4 Everyone understands the plan to achieve 
objectives. Decisions are made by group 
consensus facilitated by the leader whose 
main role of coach is accepted by the 
workers.

Everyone takes responsibility for clear, concise 
and well understood communications. 
Members are beginning to use summarization 
and recap to ensure understanding. Trust 
between organizational layers is improving.

3 A work group vision and plan to achieve 
objectives are developed with worker input. 
Workers have input into ongoing decision 
making. The leader has final approval.

Communications are effective in peer-to-
peer relationships and mostly center around 
common work issues and experience. 
Leader and the team discuss situations and 
outcomes, however, there is a lingering 
reluctance to discuss sensitive matters.

2 Work group vision and objectives are 
defined by the leader. There is little worker 
participation in decision-making. Decisions 
are made by the leader.

Leaders invite input and teams are gaining 
confidence and trust in peer relationships. 
Communications are avoided if they may lead 
to conflict or if immediate resolution is not 
expected.

1 No work group vision or objectives exist. 
Leader directs work and makes decisions.

Communications are avoided, sometimes 
causing erroneous assumptions to be made. 
Communications tend to be one-way, flowing 
from higher authority figures to those with 
less authority. Common understanding is 
neither expected or pursued in many cases.
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level key #3 – empowerment key #4 – accountability

5 The leader delegates the decision making 
to the team. The team operates completely 
autonomously, making crucial decisions at 
their discretion and informs management.

Members at all levels of the organization hold 
themselves responsible to effectively and 
continuously improve processes, avoid conflicts 
of interest, both real or perceived, make 
ethical decisions, regardless of the personal 
consequences. Members work to anticipate 
and reduce wastes as well as mitigate risks to 
public confidence and trust in the organization.

4 Decisions are made cooperatively between 
management and the team.

Organizational values are tangibly 
demonstrated daily. Any breaches of ethics and 
accountability are addressed by peers, leaders 
and subordinates both formally and informally. 
Continuous improvement is seen as a primary 
duty of proper stewardship.

3 The leader and the team discuss situations, 
management asks for proposals and input 
from the team, then management makes 
the decisions and informs the team.

Organizational values and responsibilities are 
well understood and adhered to. Ownership 
of the welfare and improvement for the 
workplace is exercised if it is not too difficult.

2 The leader asks the team for suggestions, 
makes the decisions based on those 
suggestions and informs the team of the 
decision.

Organizational values and responsibilities 
are generally understood. Workplace 
improvements are desired and may be 
suggested, if not led. 

1 The leader makes the decisions and informs  
the team. 

People feel little or no ownership for improving 
the work unit or the organization.
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level key # 5 – Metrics & Measurement key # 6 – engagement

5 The KPI of all appropriate processes are 
monitored on a continuous basis and 
corrective action is seamlessly integrated into 
the work group’s daily activities. 

Change management is embedded in the 
organization’s culture. All personnel view the 
initiation and implementation of purposeful 
change as their primary responsibility. Change 
is structured and aligned across all functions. 

4 The work group tracks and displays the KPI of 
all major and most minor processes as well as 
progress against plans for improvements. 

Changes in operations and processes are 
driven by workgroups in accordance with the 
organization’s mandate. All personnel are 
empowered to initiate changes at any level. 

3 The work group tracks and displays KPI for 
all critical processes and has developed and 
displayed plans for improvements.

An organization-wide mandate for change 
exists. A master plan for systematic, 
structured change in all operations has been 
adopted. All personnel understand their roles 
and responsibilities within the plan.

2 Initial efforts are underway to identify key 
performance indicators (KPI) for critical 
processes in the work group. 

A desire for change exists, but does not 
generate strategies or meaningful plans to 
implement change. Individuals view the 
responsibility for change as someone else’s 
responsibility.

1 There is little or no measurement of critical 
processes within the work group.

Stakeholders resist changes in policies, 
procedures and operations. The need for, or 
value of change is not recognized despite a 
negative work environment.
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level key # 7 – Resources key # 8 – Capabilities and sustainment

5 All departments and functions have their own 
Continuous Improvement leaders. In-house 
training and development regimes ensure 
the seamless development and rotation of CI 
experts from within the organization’s ranks.

Formal processes are in place for rotation and 
succession of internal CI leaders. In-house 
specialists focus primarily on developing, 
coaching and mentoring personnel. Internal 
processes ensure constant attention to and 
deployment of improvement initiatives.

4 Continuous improvement initiatives and 
activities are embedded into operating 
budgets. In-house CI leaders are integrated 
into operating units.

All personal are trained and have core skills in 
continuous improvement. In-house specialists 
focus on leading major/cross-functional 
initiatives. Developmental opportunities exist 
for staff.

3 Ample resources are devoted to initiatives 
that support the organization’s commitment 
to quality and continuous improvement. 
Senior staff and in-house experts are 
retained.

In-house capabilities typically reside with 
specialists who are called upon by other 
personnel. Outside experts are used 
periodically to support or supplement internal 
staff.

2 Some resources are allocated to improvement 
programs and initiatives, but are not 
integrated with core operations. Expenditures 
are allocated to ‘specialists’ and ‘projects.’

Outside experts are engaged to set up 
processes and transfer knowledge to internal 
personnel. 

1 The organization does not allocate specific 
resources to improvement initiatives, training 
or development. Running the operations is 
considered the only legitimate use for scarce 
resources.

The organization has no internal capabilities 
or processes for implementing positive 
change. Outside experts are engaged 
strictly on a problem-solving (often crisis 
management) basis.
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level key # 9 – Reputation

5 The organization is able to build on its own credibility and reputation to promote broader 
goals, issues and causes.

4 The organization is considered the primary source of information on matters within its field. 
Its commentary on public issues is considered authoritative.

3 The organization has credibility with internal and external audiences. Its policies and positions 
are taken seriously. It has a reputation for candor and balance in the face of positive or 
negative issues. 

2 The need to manage the organization’s reputation is acknowledged. Resources are applied to 
‘turning around’ its reputation.

1 The organization is viewed with cynicism both internally and externally. It is continually in the 
spotlight because it is surrounded by negative issues and a reputation for being out of sync 
with public sensibilities. 
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appendix 3: COntinuOus iMpROVeMent pROCess initiatiVe FlOW CHaRt
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