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Session Objectives 

ÅDescribe high reliability principles and 

practices that are critical to quality and 

patient safety 

ÅRecognize leadership and patient care 

behaviors that protect patients from harm 



Memorial Hermann Healthcare System 

Woodlands Sugar Land TMC Katy Memorial City Southeast 

Northwest Northeast TIRR 

PaRC Childrenôs Southwest 

Fiscal Year Ended June 30, 2012 

ω¢ƻǘŀƭ IƻǎǇƛǘŀƭǎΥ мн όф !ŎǳǘŜΣ н wŜƘŀōΣ м /ƘƛƭŘǊŜƴΩǎύ 
ωAmbulatory Surgery Centers: 18  
ωHeart & Vascular Institutes: 3  
ω Imaging Centers: 21 
ωBreast Care Centers: 9 
ωSports Medicine & Rehab Centers: 32 
ωDiagnostic Laboratories: 21 
ωRetirement/Nursing Center: 1  
ωHome Health Branches: 3 
ωCancer Centers: 7 

ωAdjusted Admissions: 256,175 

ωAnnual Emergency Visits: 450,010  

ωAnnual Deliveries: 23,111  

ωEmployees: 20,241 

ωBeds (acute licensed): 3,147 

ωMedical Staff Members: 5,790  

ωPhysicians in Training: 1,694 

ωAnnual Labor Cost: $1.191 billion  
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Becoming a High Reliability 

Healthcare System 

ÅItôs the right thing to do é ñFirst Do No Harmò 

ÅOur current healthcare system is harming and 

killing patients at an unacceptable rate 
 

 

 

 

 

ÅAccountability for transparent quality data 
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Arrival!! 

High Reliability Organizations 

Commercial 

Aviation 

Nuclear Aircraft 
Carriers 

Air Traffic 
Control 
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Transfusion Errors  

Serious Safety Events 

Transformation to a High 
Reliability Organization 

August 14, 2006 
  

A Call to Action 

on Patient Safety 
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Patient Safety as a  

Burning Platform 
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Moving the Memorial Hermann 

Healthcare System from  

Safety as a priority to 
  

Safety is our Core Value 
é. 

Leadership behavioral expectations 

change when safety is the core value 

Role of the Board 
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MHHS Safety Culture Training   

Hospital Training Complete 

>3,000 Physicians Trained 

>20,000 Employees Trained 

>540 Safety Coaches Trained 

>$18M Expense 
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Å Step 1: Set Behavior 
Expectations 

 Define Safety Behaviors & 
Error Prevention Tools proven 
to help reduce human error 

 

Å Step 2: Educate 

 Educate our staff and medical 
staff about the Safety 
Behaviors and Error 
Prevention Tools 

 

Å Step 3: Reinforce & Build 
Accountability 

 Practice the Safety Behaviors 
and make them our personal 
work habits 

Safety Culture Training 
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Breakthroughs in Patient 
Safety Training 
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Red Rules  
Absolute Compliance 

1. Patient Identification 

2. Time Out 

3. Two Provider Check 
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*  Jefferson Center for Character Education 

Vigilance 

Tests 

0.6 6 6,000 600 60 

Seconds Paused in Thought 

0.000001 

0.9 

0.1 

0.5 

0.01 

0.05 

0.0001 

0.001 

0.00001 

òIt sort of makes you stop & think, doesnõt it?ó 

Self-Checking With STAR* 
(Stop, Think, Act, & Review) 

òIt sort of makes you stop & think, doesnõt it?ó 
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Support Each Other: 
CUSS Words 

ÅI am Concerned 

ÅI am Uncomfortable 

ÅThis is for Safety 

ÅStand up and Stand Together 
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Hemolytic Transfusion Reactions 

Hospital Acquired Conditions 
ñNever Eventsò 

Transfusion Events Jan 2007 - Mar 2013 

1,491,000 Adjusted Admissions 

8,118,000 Adjusted Pt Days 

795,000 Transfusions 
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Three Principles of Anticipation 

Preoccupation with Failure 
Regarding small, inconsequential errors as a symptom that somethingôs wrong 
 

Sensitivity to Operations 
Paying attention to whatôs happening on the front-line 
 

Reluctance to Simplify Interpretations 
Encouraging diversity in experience, perspective, and opinion 
 

Two Principles of Containment 

Commitment to Resilience 
Developing capabilities to detect, contain, and bounce-back from events that do 
occur 
 

Deference to Expertise 
Pushing decision making down and around to the person with the most related  

knowledge and expertise 

Five Principles of HROs 
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Hemolytic Transfusion Reactions 

Hospital Acquired Conditions 
ñNever Eventsò 

Blood Bar Code Positive Patient & Donor Match 

21 

Special Blood Bar Code 

ID Band Applied 

Bedside Type & Cross 

Tube Labeled and Blood 

Processed with Bar Code 

Bedside Tube Labeling & 

Blood Bank Processing 

Blood Unit and Patient 

Bar Codes Must Match 

Bedside Blood 

Administration 



Edna Coutts, RN 
Sugar Land Hospital Safety Champion 

of the Month, 2007 

Safety Success Stories 

Self-Check  
with STAR 
(Stop, Think, Act, & Review) 
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National Quality Forum 
2009 National Quality Healthcare Award 
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Edna Coutts, RN and Dan Wolterman, President & CEO 

Washington, DC 

May 19, 2009 



24 

Leadership ï  An Evolution in Perspective 

Fromé Toé 

Internally driven safety focus  
(First, Do No Harm ς ƛǘΩǎ ǘƘŜ ǊƛƎƘǘ ǘƘƛƴƎ ǘƻ Řƻύ 

Externally driven safety focus 
(e.g. Joint Commission, CMS) 

Safety is a core value that cannot 
be compromised 

Safety is a priority 

We are shaping a reliability 
culture that creates safety 

We are creating a safety culture 

The board and senior leaders 
own and manage the culture 

The board and senior leader 
support culture change 

Medical staff own and promote 
safety culture 

Medical staff support culture 
change 

άLŦ ȅƻǳ Řƻ ǘƘŜ ǘƘƛƴƎǎ ȅƻǳΩǾŜ ŀƭǿŀȅǎ ŘƻƴŜΣ ȅƻǳΩƭƭ ƎŜǘ ǘƘŜ ǊŜǎǳƭǘǎ ȅƻǳΩǾŜ ŀƭǿŀȅǎ ƎƻǘǘŜƴΦέ 
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Whatôs Required to Become a  

High Reliability Organization? 

ÅCommitment from Governance: 

ïMore time discussing quality at board 

meetings and board quality committee 

meeting 

ïHolding leadership and physicians 

accountable for practicing high quality 

evidence-based medicine 

ïMaking safety and quality determining 

factors in credentialing &re-credentialing 
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Memorial Hermanôs 

Hand Hygiene Journey 
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TJC Hand Hygiene Compliance 
Center for Transforming Healthcare 

www.centerfortransforminghealthcare.org 
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Hand Hygiene Expectations vs. Reality 
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Targeted Solutions Tool 

30 
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Contributing Factors (MHHS) 

Å14,543 data points 

ÅTop Contributing Factors to MHHS   

    non-compliance (81%) 

ƄInappropriate use of gloves 

ƄFrequent entry and exit 

ƄHands full of supplies 

ƄDistracted 

ƄFollowing a person entry and exit 

ƄDispenser location 
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Contributing Factors (MHHS) 

Memorial 
Hermann 



Count: Diet-41, HSK-30, Lab-39, MD-130, NA-107, Other-94, PT-11, RN-

391, RT-123 

Oct 2010  N = 966   20 Projects/Units   52% 

Hand Hygiene  
FY2011 Performance 

33 

52% 



Expanding to Outpatient  
FY2012 

July 2011 Outpatient TST Go Live  

ÅAmbulatory Sports Medicine and Rehab (30) 

ÅOutpatient Imaging (21)   

ÅDiagnostics Labs (50) grouped by hospital 

ÅBaseline 65.2% (July 2011 ï April 2012) 

ƄRolled out by region 

ƄGoal is 30 observations per month for each site 

ÅChallenge to define ñentryò vs ñexitò 

ÅLearned where sanitizers needed and the need for 

cleaning patient equipment 

ÅData Collected > 18,000 observations 
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Count: Case Mgmt-70, Diet 442 HSK-234, Lab-163, MD-1353,NA-1612, 

Other-688, Pharm-28, PT-299, RAD ï 194 RN-5321, RT-558 

         Dec 2012  N = 10,962  150 Projects/Units  92%   
 

Hand Hygiene 
FY2013 Performance 

35 

92% 



TJC Hand Hygiene Compliance 
Center for Transforming Healthcare 

Baseline 

Compliance 

44% 
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Adult ICU Central Line Associated Blood 
Stream Infections (CLABSI) 
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System Adult ICU CLABSI
Do No Harm

Central Line Associated Blood Stream Infections

Source file date: 3/23/2012
Generated: 4/2/2012 7:45:37 AM Reporting Months

produced by System Quality and Patient Safety 

UCL = 9.42

Mean = 5.53

LCL = 1.64

UCL = 5.79

Mean = 3.04

LCL = 0.29

UCL = 5.13

Mean = 2.52

UCL = 3.86

Mean = 2.12
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Mean = 1.17
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February CLABSI  rates not available due to ISD technical difficulties
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NICU Central Line Associated Blood 
Stream Infections (CLABSI) 
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Memorial Hermann Healthcare System
NICU Central Line Associated Blood Stream Infections

Source file date: 7/14/2012
Generated: 7/14/2012 9:43:21 AM Reporting Months

produced by System Quality and Patient Safety 

UCL = 19.19

Mean = 11.96

LCL = 4.74

UCL = 8.62

Mean = 3.45

UCL = 4.44
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Adult & Pedi ICU Ventilator 
Associated Pneumonias (VAP) 
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Central Line Associated Bloodstream Infections  

Ventilator Associated Pneumonias 

Surgical Site Infections  

Retained Foreign Bodies  

Iatrogenic Pneumothorax  

Accidental Punctures and Lacerations 

Pressure Ulcers Stages III & IV  

Hospital Associated Injuries  

Deep Vein Thrombosis and/or Pulmonary Embolism  

Deaths Among Surgical Inpatients with  

Serious Treatable Complications 

Birth Traumas 

Serious Safety Events 

Hospital Acquired Infections, Conditions 
and Patient Safety Indicators 
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Patient Safety Indicator 

Iatrogenic Pneumothorax 

Central Line Associated 

Iatrogenic Pneumothorax 
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Subclavian Vein ñStickò 

Landmark Method 
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Central Line Associated 
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Bedside Real Time 

Ultrasound Guidance 
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22 Months 

Zero Iatrogenic Pneumothorax 
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MH Southeast Hospital 
Real Time Ultrasound Guidance 
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High Reliability 
Certified Zero Award 

1.  Zero Events 

2.  12 Consecutive Months 

3.  Certified Zero Category 
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MH Northwest: Zero 
Retained Foreign Bodies 

Zero Retained Foreign Bodies x 36 Months 
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MH Katy: Zero Pressure 
Ulcers Stages 3 & 4 

To: Memorial Hermann Katy Hospital 

Zero Pressure Ulcers for 36 Months 

January 1, 2008 to December 31, 2010  

Zero Pressure Ulcers x 36 Months 
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MH Katy: Zero Central Line Blood Stream 
Infections Hospital-Wide  

Zero CLABSIs Hospital-Wide x 17 Months 
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MH Woodlands: Zero Hospital 
Acquired Injuries 

Zero Hospital Injuries x 21 Months 
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TeamHealth 8 EDs: Zero 
Iatrogenic Pneumothorax 
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MH TIRR: Zero Serious 
Safety Events 

Zero Serious Safety 

Events x 12 Months 
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