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[bookmark: _Toc235912237]1. Introduction
Virginia Mason Hospital is a premier example of continuous efforts to improve and organize health services to deliver high quality, patient-centred care and its dedication to continuously improve the quality of its services for patients and families. The hospital opened in Seattle WA using the Virginia Mason Production System, essentially a Toyota Production System (TPS) with Lean Healthcare principles, to respond to the challenge of how they deliver their health care services. This transformation focused the organization from a reactive to a proactive patient safety system with the objectives of preventing errors, improving clinical processes, eliminating waste and enhancing overall patient experience. The strategy of embedding quality improvement in their practice shown by Virginia Mason has served as a blueprint for how other healthcare organisations can achieve the same with their patients, efficiency and to their high standards. Patient safety is a public health problem because of the harms resulting from preventable errors, brought about by loss of life, longer hospital stays and higher health care costs. But competent individuals in healthcare are not sufficient for safe healthcare; competent and effective organisational systems, leadership, communication and evidence-based clinical practice is required (Neutze and Wiggs, 2023). All these systems have an adverse impact on patients' confidence, the wellbeing of staff, the quality of treatment and a strain on health services if failed. Patient safety is one of the primary considerations in an organisation's journey towards reliable and effective service delivery that focused on the needs of the patient.

While Virginia Mason has made a lot of progress in patient safety and quality improvement several patient safety issues remain relevant to it (Burgess et at, 2022). While there are also continuing risks during prescribing, dispensing and administering, there is also the risk of promoting incomplete information transfer or delays in clinical decision-making where there are communication gaps between multidisciplinary teams. Adverse incidents and near misses are not reported at the right time causing a lack of organizational learning and learning in order to correct the situation in time. Also, poor leadership involvement can negatively impact employee engagement's effectiveness for quality improvement initiatives and may affect the ability to develop an effective safety culture. These decoupled errors, when they are linked together, bring to the fore the fact that errors arising in the patient safety are not the result of unskilfully executed individual acts, but a result of processes within the organization’s aim of this report is
to critically analyse patient safety problem that exists at Virginia Mason Hospital and explore some potential explanations to the root cause of the patient safety issue and proposed theories and models/analysis to address problems. It also seeks to create evidence-based considerations to complement patient safety culture and organizational performance and get interdisciplinary collaboration (Gibbons et al., 2026). Finally, a pathway for future implementation is reflected in the report, which will facilitate sustainable improvements in services, reduce the risk of avoidable harm to patients and ensure long-term care services are safe, effective and of high quality.
[bookmark: _499ikfan5cm8][bookmark: _Toc235912238]2. Main Body
[bookmark: _8nyfnjsri4qk][bookmark: _Toc235912239]2.1 Overview of the Quality Issue 
There are several areas that are apparent from Virginia Mason Hospital patient safety concerns that were written about such as: patients receiving the wrong medication, poor communication between clinicians, failing to report the clinical episodes promptly, and inconsistencies in management behaviours (Atif 2026). The problems lead to higher risk of patient harm that might have been avoided, longer hospital stays, decreased staff confidence and harm to organizational performance. There will also be extra health care costs, legal ramifications and reputational effects from a safety incident; and knowing that continued monitoring, learning and systematic quality improvement are crucial parts of keeping inaccessible health care systems high quality is important.
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Figure: Medication error in hospital illustration nurse pharmacist patient safety
(Source: Atif 2026)
[bookmark: _mcw27wh0ze28][bookmark: _Toc235912240]2.2 Root Cause Analysis 
Patient safety incidents are not the responsibility of just one individual, is the chain of organisational factors trigger adverse events, which do not and should not happen, and require understanding (Ali and Relles, 2026). A Fishbone (Ishikawa) analysis shows that poor leadership can lead to several reduced levels of accountability, a poor safety culture within the organisation and lag Time in responses to the current risks. When there is unclear communication between the multidisciplinary teams, there will be more handovers that won't be complete or clear, as well as inaccurate information about treatment and transfer of medication information. Staff related factors such as workload pressures, fatigue, lack of training and lack of competencies development make them more vulnerable to clinical errors. The demands of the workplace – time pressures, overcrowding, multiple interruptions, etc. – and weak organizational factors such as reporting variability can adversely affect clinical decision making and medication control. The following are technological factors that cause information errors: inappropriate system of using EHR systems and drug's prescribing/dispensing are examples of these factors. The clinical procedures are inefficient, the care given is not standardised and variation is introduced to the care delivery
[image: ]
Figure: Fishbone (Ishikawa) diagram patient safety hospital medication errors 
(Source: Ali and Relles, 2026) 
The 5 Whys can be used to get a deeper understanding of deep root causes in the organization. Most of the reasons cited for non-consistent use of verification procedures are that they are too time consuming and disrupt workflows and have been reported as errors for health reasons. Delayed reporting due to fear of staff getting blamed for inaccuracies and the time required to report means that there are less opportunities for learning within the organisation (Thakur et al., 2023). Limited, unclear or no systems, or regular oversight and scrutiny over interactions between disciplines results in limited communication. None of the above are operators-specific failures, but organizational and systems failures that will need to be addressed and adequately improved by ongoing, continuous, system wide quality improvement (QI) efforts which will involve a commitment to a safety culture, leadership commitment and continuous learning.
[bookmark: _td9m0klab9cg][bookmark: _Toc235912241]2.3 Donabedian Model 
The Donabedian Model is a very all-encompassing system that includes the linkages between structures, processes and outcomes, as well as performance assessments of healthcare. The structural dimension could be the commitment of the clinical/hospital leadership, hospital governance arrangements, the capability of staff, the culture and technology/finance available in Virginia Mason Hospital (Hannick and Koyle 2025). Operational variations, poor staffing and governance can result in poor clinical outcomes and safety incidents, good governance and staffing is the first step to robust clinical care. Such positive organisational culture enables people to share openly and give place to Lifelong Learning, which will be beneficial in the quality improvement process. The Process dimension is related to the care given – such as giving care and reporting incidents, managing medication, communicating between the different professions of care, following clinical guidelines and taking clinical decisions based on evidence.
[bookmark: _voomz1fl64bs][image: ]
Figure: Donabedian Model Structure Process Outcome healthcare quality diagram 
(Source: Hannick and Koyle 2025)
Typical operations and communication minimize any possibilities of unwanted variations, and medication errors and/or treatment delay. These report on the 'outcome' aspect of a range of patient safety-related incidents, staff satisfaction, patient satisfaction, quality of care, and organisational learning (Kruse et al., 2022). Positive outcomes are used as evidence of success resulting from quality improvement interventions and as a starting place to shape the development of future services. Its value is justifiable but there are limitations in the Donabedian Model. The framework is likely to ignore many factors that affect the health system's ability to function successfully and will certainly underestimate the context and/or norms supporting patients' skills and practices that affect patients' safety. Using it for systematically defining improvement priorities continues to be useful and it can also be used as a structured way to assess in the quality of services within Health Care Organisations.
[bookmark: _8yxrywbfn4d2][bookmark: _Toc235912242]2.4 Strategic Analysis 
The SWOT Analysis provides valuable details with respect to how resources and various other factors affect the safety of patients in Virginia Mason Hospital. A few things that stand out as successes in connection to our organisations Continuous Improvement approach, Waste Elimination and stance on our customers/patient’s service in Numbers, especially as an application of Lean Healthcare principles (Lean in Frosch Holmager Sloth 2026). There is also strong executive leadership to support sustainable quality improvement programmes and innovative organisational culture through the multidisciplinary approach. But there are areas which could be improved, including weak communication between departments, weak staff engagement, not being keen to move organisations and poor efficiency in incident reporting at times. With proactive interventions the obstacles in the way of effective patient safety programmes can be tackled to keep patient safety programmes effective.
[bookmark: _qcdkeyj1k38][image: ]
Figure: SWOT analysis healthcare hospital quality improvement infographic
(Source: Lean in Frosch Holmager Sloth 2026)
[bookmark: _1kp3r07z5eb1][bookmark: _cds9fbq4h8rg][bookmark: _Toc235912243]There are several other options that may be available to improve the quality of services including increased investment in digital health – that is how the product is leveraged for health, an improvement of clinical decision-support systems – patients' participation in safety measures through greater involvement, and an improvement of patients' skills by increasing their education. Advancements in artificial intelligence, predictive analytics, and electronic reporting systems have provided new ways of improving identification of risks at an early stage and evidence-based decision making. To further stimulate innovation and organisational learning, national and international quality improvement organisations can be involved. Continuous service improvements will be made both at home and away. Multiple factors come into play when considering an organisation's operation, these include – the need of the patient, the need of the care system and the financial challenge, changing government policy and complexity of the health and social care system grows (Okrent, 2025). Digital systems are no exception and should be continually monitored and increased risks from any cybersecurity should be invested in. For Virginia Mason Hospital to continue to improve or tweak its quality improvement initiatives so they remain relevant to patient safety and cutting edge in this constantly changing health care field.
2.5 Critical Discussion of Quality Management Theories 
[bookmark: _klhbhtmqeyo9]There are several theories of quality management and some of those may help in enhancing patient safety; however, when implemented, it will depend on the nature of the organisation and how it can be implemented. The Continuous Quality Improvement (CQI) approach is a process of incremental change, where a process of measurement, evaluation and participation by all staff is maintained (Williams and Best, 2022). But only sustainable learning can do that, and it may take time before it is done; it's not a quick process and requires sustained commitment. When taking a different perspective, TQM provides an alternative perspective of commitment and involvement of an organisation with quality and customer satisfaction. It will need an eagerness of leadership to progress and support change and will take a great deal of shifting in how people think about and appreciate collaboration and accountability. Furthermore, Lean Healthcare is particularly being embraced at Virginia Mason Hospital, as they strive to unambiguously deliver value in care, reduce waste and enhance workflow efficiencies. Lean work also has a direct impact on the care system and on operational efficiency via reduction of unnecessary variations in clinical processes and greater efficiency. However, just high levels of efficiency cannot overcome more complex Human and behavioural factors which may impact patient safety. Six Sigma, in addition to Lean, utilises some statistical means to aid in lowering defects (process variation) (Stark et al., 2023). It's very technical and will only be of use to agency staff if they are trained in that but has been very helpful in addressing measurable clinical problems.
[bookmark: _wqj0626ypzl9]The concept of Accountability to Patient and Organisation, as part of Clinical Governance is woven into the following elements: clinical effectiveness (Accountability to Patient); Risk Management (Accountability to Organisation); and professional development (Voice of the customer). Transforming operational incidents to negative, is a result of a mix of human, technological, process and cultural interactions and not because of any one actor, according to Systems Thinking (Fukami, 2025). In the context of Virginia Mason Hospital's mission as an integrated improvement organization, integrated Systems Thinking and Lean Healthcare is the most suitable process to sustainable patient safety improvement.
[bookmark: _h5uwyuxxxtkp][bookmark: _Toc235912244]2.6 Evidence from Literature 
There are numerous ways that any evidence suggests that only organisations include comprehensive quality management systems, not individual interventions, will succeed in promoting increased patient safety (Mendes and França, 2025). The results indicate that medication error may not necessarily be a fault of the individual, it can be due to aspects of communication, disruption of the working flow, poor safety culture and failure of the working organisation system. Recent research also indicates that the culture of openness regarding reporting in the hospital environment is associated with an increase in organisational learning as willingness to report and not blame is higher. This learning is used to emphasise similar vulnerabilities and practices to prevent injuries by proactive measures taken by healthcare organisations. Within the field of culture for patient safety, this research has demonstrated that fostering leadership is also an important topic in literature. Leaders who engage the practice team in their ideas and wants, encourage learning about improvement and provide support for resources ensures the ethos for quality is embedded in everyday actions of the work.
conversely, poor leadership engagement may cause chaos in communications among employees, poor allegation engagement, and related incomplete observance of safety policies and procedures (Lachman, 2024). Disciplinary team working, structured communication tools and standardized care pathways also have demonstrated better improvement in care degradation and better coordination of care. Digital technology, real time incident reporting systems and continued training for staff are pushing the adaptation of patient safety reinforcement to national and international health organisations. Furthermore, The use of electronic medication management systems (EMMS), decision support technologies and adherence to routine have been shown to have a positive effect on the minimisation of clinical errors, reliability of services (Minges et al., 2025). When taken together, this evidence highlights that service improvement to be sustainable demands more than a single corrective action; a strong leadership, effective communication, continued learning, and system-wide quality improvement methodologies are all required.
[bookmark: _wo4l6gf96ve1][bookmark: _Toc235912245]3. Recommendations 
[bookmark: _ad0yfqqm2udz][bookmark: _Toc235912246]Recommendation 1: Strengthen Patient Safety Culture 
Patient safety culture at Virginia Mason Hospital could be further enhanced by encouraging transparent and open communication and a "just culture" in which everyone understands it's important to report incidents without fear of reprimand for failure. Ongoing learning in an organisation and shared ownership of the arrangements both have evidence of positive benefits for organisations with good safety cultures and fewer adverse events which further increase staff engagement and enhance patient outcomes. Constructive learning and improvement is: Organisational responsibility; consistently associated with fewer adverse events; associated with high staff engagement and outcomes that are good for patients.
[bookmark: _jqtbm8hk1y6b][bookmark: _Toc235912247]Recommendation 2: Improve Incident Reporting Systems 
Furthermore, There is a need to improve the existing incident reporting system by introducing the use of user-friendly reporting platform through electronic systems that will promote timely incident reporting, particularly the ‘near miss’ incidents (near miss is an incident that could have harmed patients but did not do so due to additional factors or methods involved in its prevention) (Anumolu and Samant, 2026). Reporting systems that are effective have been shown to facilitate organisational learning, early identification of potential for harm, prevent harm and errors from occurring and support ongoing service quality and patient safety improvements.
[bookmark: _6mipm9bljd3b][bookmark: _Toc235912248]Recommendation 3: Leadership Development and Staff Empowerment 
Moreover, Leadership development programmes need to include quality improvement, change management and patient safety skills for managers and allow frontline staff to be involved in service improvement programmes. Effective leadership builds on these values ensuring that there is accountability, staff engagement, there is information available as evidence to support decision making and that there is a quality patient focused care culture within the organisation.
[bookmark: _3r8ks014x7uv][bookmark: _Toc235912249]Recommendation 4: Improve Multidisciplinary Communication 
The communication between various disciplines needs to be further strengthened – with proper protocols for the handover, regular interdisciplinary conference meetings and structured communication systems – at Virginia Mason Hospital. Properly working together decreases the amount of misunderstanding, increases the accuracy of clinical decisions, better continuity of care, reduces the risk of medication mistakes and provides coordinated, safe and efficient care delivery across clinical departments.
[bookmark: _sefunfap2pep][bookmark: _Toc235912250]Recommendation 5: Continuous Staff Education and Training 
Ongoing education and simulation-based training to achieve "Medication Safety", "Incident Reporting", "Communication" and "Quality Improvement Practices" should be provided. Staff professional development ensures the skills and standards of staff are maintained and allows healthcare professionals to keep up with the changing patient safety concerns that arise when staying evidence based (Winner et al., 2022).
[bookmark: _4tx8xusrdjxe][bookmark: _Toc235912251]3.1 Implementation Strategy 
The recommended interventions should be carried out in the plan-do-study-act (PDSA) cycle with ideas and interventions being planned, executed, studied, and tweaked accordingly in an iterative process to seek continuous improvement. During the Plan phase, the patient safety team, hospital management, clinicians, pharmacists, nurses, and IT professionals should come together and establish patient safety goals, set measurable objectives, allocate financial funding and human resources, and develop a standard medication management plan, an incident report system, and a standard communication plan (Wang et al., 2025). This should take place in the first three months. The interventions should be introduced to departments in a pilot programme over the next three months (Do phase). All staff should be trained; electronic reporting systems should be installed and regularly held multidisciplinary meetings to learn and engage staff
[image: ]
Figure: PDSA Cycle Plan Do Study Act healthcare quality improvement diagram
(Source: Wang et al., 2025)
Subsequently, This should be evaluated during the Study phase using the information garnered from the data of the next 3 months of the interventions' performances (Khan et al, 2025). Some examples of Key Performance Indicators (KPIs) include reduction in medication errors, increased reporting of incidents, increased responses to safety practices, increased patient satisfaction measures, decreased time spent on adverse activities, increased staff morale and employee engagement. Patient and health care provider feedback for strengths and areas for improvement should be sought as well. Finally, Good interventions must be replicated in all hospital departments during the act and weaknesses must be tackled by changing the policy and engaging in extra training and/or reviewing processes. Quarterly quality audit, leadership review and patient safety dashboard, along with an annual organisational review are recommended to be carried out as regular monitoring (Neutze and Wiggs, 2023). The implementation plan is 12 months long, providing sufficient time to ensure the culture of continuous quality improvement becomes embedded in the organization, services continue to improve, patient safety is enhanced, and performance is improved at Virginia Mason Hospital.
[bookmark: _ewc53bj0lhfj][bookmark: _Toc235912252]4. Conclusion 
The top two reported quality problems that led to patient safety problems at Virginia Mason Hospital are: Medication errors, ineffective communication and delayed reporting of events impact patient services and Leadership involvement is inconsistent. All these challenges affect the quality of patient care, confidence of staff, costs of the organisation, and safe patient care. During the Root Cause Analysis these issues were identified as being related to each other across the organisation rather than being single issues as poor communications, staffing levels, policy/process, technology, or clinical working practices. Longitudinal perspectives allowed at the organisational level using the Donabedian Model, SWOT analysis and quality management theories to perceive organisational aspects of patient safety in relation to organisation (structure), processes and outcomes. It is believed that Lean Healthcare and Systems Thinking are most relevant to Virginia Mason Hospital, as they share an orientation towards continual improvement, standardisation and multidisciplinary team working, and learning within the organisation. Several general theories can be accessed, all of which stress the need to change the system, a positive safety culture and effective leadership to ensure sustainable improvements to services being provided. Based on information collected in this report the recommendations made are: Develop a culture of patient safety more effectively; Improve incident reporting systems; Effective multi-disciplinary communication; Foster leadership skills and staff education. With the support of a structured implementation approach to PDSA the interventions will realistically be expected to lead to a decrease in preventable patient harm, an improvement in the quality of healthcare services, increase organisational resilience, increase staff engagement and a sustainable culture of continuous improvement, ensuring that more safe and effective care is delivered to ensure the quality of healthcare services, results in a more patient-centred culture.
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