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Session Objectives

A Describe high reliability principles and
practices that are critical to quality and
patient safety

A Recognize leadership and patient care
behaviors that protect patients from harm
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w Ambulatory Surgery (;enters: 18 © Annual Deliveries: 23,111
w Heart & Vascular Institutes: 3
w Employees: 20,241

w Imaging Centers: 21

w Breast Care Centers: 9 w Beds (acute licensed): 3,147
w Sports Medicine & Rehab Centers: 32 w Medical Staff Members: 5,790
w Diagnostic Laboratories: 21 w Physicians in Training: 1,694

w Retirement/Nursing Center: 1
w Home Health Branches: 3
w Cancer Centers: 7

w Annual Labor Cost: $1.191 billion
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Becoming a High Reliability
Healthcare System

Al ttéhse ri ght fiFimgtt ®@od

A Our current healthcare system is harming and
Killing patients at an unacceptable rate

THE WALL STREET JOURNAL.

THE SATURDAY ESSAY |  Updated September 21, 2012, 10:56 p.m. ET

How to Stop Hospitals From Killing Us

Medical errors kill enough people to fill four jumbo jets a week.

A Accountability for transparent quality data
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High Reliability Organizations

Air Traffic
Control

Nuclear Aircraft
Carriers

Deborah Cannon, CEO
MHS Board Chair BEST OF THE BEST
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High Reliability Organizations



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



Role of the Board

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



OPERATION BREAKTHROUGH

PATIENT SAFETY | AL
MHHS Safety Culture Traininw

Hospital Training Complete
>20,000 Employees Trained ‘

>3,000 Physicians Trained
>540 Safety Coaches Trained l

gy
(4] Institute for gy
- Healthcare / }'
1 ey Improvement AR
7 11




OPERATION BREAKTHROUGH

PATIENT SAFETY

BEST OF THE BEST™

Safety Culture Training

A Step 1: Set Behavior
Expectations

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

A Step 2: Educate

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

A Step 3: Reinforce & Build
Accountability

Practice the Safety Behaviors
and make them our personal
work habits

MERKANN
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BREAKTHROUGHS IN

PAVIENT SAFETY

BEST OF THE BEST ™

Make Every Day a Safe Day.
Patient Safety Is Our Core Value.

1. Attention to Detail
Self-Check with STAR

Stop  Pause for one to two seconds
Think  Focus on the act

Act Perform the act

Review Check for desired results

2. Communicate Clearly

Assure Accurate and Complete
Communication and Handoff

Three-way Repeat Back and Read Back
* Sender initiates communication

(In Read Back: receiver writes it down)
* Receiver repeats/reads back
* Sender acknowledges accuracy

by saying, “That's correct” or

“NOT correct...(state error correction)”

Ask Questions
Ask one or two clarifying questions when

in high-risk situations or when information
is incomplete and/or ambiguous.

Phonetic & Numeric Clarifications
Say the letters and say the numbers.

SBAR (Quick, To the Point)

Situation What is problem, patient,
or project?

Background  What is important to know?

Assessment What is your thought?

Request/ What action do you need?

Recommend
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3. Questioning Attitude

Qualify Is the source reliable?
Validate Consistent with my knowledge?

1. What is typical or expected?
2. What is outside of the norm?
3. How do | know this is correct?

Verify Check with a reliable source

4. Best Practice

Intelligent Compliance

« Comply with policy, procedures and protocol
* Use checklists and flow sheets

Protect Patients from Harm

¢ Absolute compliance with Red Rules

¢ Perform hand hygiene @
* Prevent falls

« Activate Rapid Response

5. Support Each Other

Be a Safety Partner

 Look out for each other
 Positively reinforce safe and
productive behaviors (X5)
 Correct unsafe behaviors in a helpful manner

Speak Up: Use ARCC and CUSS Words
Ask a question CUSS Words

Requesta change | am concerned
Concemn, state your concern | am uncomfortable

using the safe word This is for safety
Chain of command

Stand up and stand together
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OPERATION BREAKTHROUGH

Breakthroughs in Patient
Safety Training R

Take Action-

Take Action.
B o cately

peak Up
It is Yotr Job
%0 be Concerned.
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OPERATION BREAKTHROUGH

PATIENT SAFETY

BEST OF THE BEST™

Red Rules:
Absolute
Compliance

1. Patient Identification - Verify
with two patient identifiers
before acting

2. ‘Time Out’ before invasive and
high-risk procedures

3. ‘Two-Provider Check’ before
administration of blood,
blood products and high-risk
medication

MERANN

Red Rules
Absolute Complianc

1. Patient Identification
2. Time Out
3. Two Provider Check



Self-Checking With STAR*

(Stop, Think, Act, & Review)
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OPERATION BREAKTHROUGH
Seconds Paused in Thought PATIENT SAFETY
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Support Each Other:
CUSS Words

Al am Concerned

Al am Uncomfortable

AThis is for Safety

AStand up and Stand Together




OPERATION BREAKTHROUGH

PATIENT SAFETY

BEST OF THE BEST™

-/ | PATIENT SAFETY
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Hospital Acquired Conditions
AnNever Eventso

Transfusion Events Jan 2007 - Mar 2013

Adult Transfusion reaction /1000

1,491,000 Adjusted Admissions
8,118,000 Adjusted Pt Days

795,000 Transfusions

~ 18




Hospital Acquired Conditions
ANever Event so

Transfusion Events Jan 2007 - Mar 2013

Adult Transfusion reaction /1000
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Five Principles of HROs

Three Principles of Anticipation m.
. . . Kathleen M. Sutcliffe

Preoccupation with Failure Managing the

Regarding small, inconsequential er r (Unexpected

Sensitivity to Operations
Paying attention to wh-anebs happening

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

uuuuuuuuuuuuu

Two Principles of Containment

Commitment to Resilience

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

KARL E. WEICK AND

Deference to Expertise KATHLEEN M. SUTCLIFFE

Pushing decision making down and around to the person with the most related
knowledge and expertise o

Institute for
Healthcare
Improvement
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Hospital Acquired Conditions
AnNever Eventso

Blood Bar Code Positive Patient & Donor Matc

Bedside Tube Labeling &

Bedside Type & Cross  Blood Bank Processing Bedside Blood
Administration

)
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Safety Success Stories

Self-Check
with STAR

(Stop, Think, Act, & Review)

OPERATION BREAKTHROUGH

PATIENT SAFETY ||

BEST OF THE BEST—— +*




National Quality Forum
2009 National Quality Healthcare Award
. = MK

Edna Coutts, RN and Dan Wolterman, President & CEO
Washington, DC
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Leadership T An Evolution in Perspective
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Externally driven safety focus | Internally drivensafety focus
(e.g. Joint Commission, CMS) (First Do No Harng A G Q& 0 KS NA 3K

. - Safety Is @ore valuethat cannot
Safety Is a priority :
be compromised
We are creating a safety culture We are shaping e2liability
culture that creates safety
The board and senior leader The board and senideaders
support culture change own and manage&he culture
Medical staff support culture Medical staffown and promote
change safety culture




What 60s Requilred t "
High Reliability Organization?

A Commitment from Governance:

I More time discussing quality at board
meetings and board quality committee
meeting

I Holding leadership and physicians
accountable for practicing high quality
evidence-based medicine

I Making safety and quality determining
factors in credentialing &re-credentialing
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Me mor i al Her ma
Hand Hygiene Journey




Joint Commission Center for Transforming Healthcare

The Joint Commission’s
Center for Transforming
Healthcare aims to solve
health care’s most critical
safety and quality
problems. The Center’s
participants -- the nation’s
leading hospitals and
health systems -- use a
proven, systematic
approach to analyze
specific breakdowns in
patient care and discover
their underlying causes to
develop targeted solutions
that solve these complex
problems. In keeping with
its objective to transform
health care into a high
reliability industry, The Joint
Commission will share
these proven effective
solutions with the more
than 16,000 health care
organizations it accredits.

Bringing the Leading Health Care Organizations
Together to Solve Challenging Health Care Problems

Cedars-Sinai Health System Fairview Health Services

Exempla Healthcare Intermountain Healthcare

Froe Kaiser Permanente

Memorial Hermann Healthcare Mayo Clinic

System

New York-Presbyterian Hospital

The Johns Hopkins Hospital

and Health System North Shore-Long Island

Jewish Health System

Trinity Health
Partners HealthCare System

Virtua
Stanford Hospital & Clinics

Wake Forest University

Baptist Medical Center Rhode Island Hospital

Newport Hospital

How Will We Get There?

Change Management ¢ Lean Six Sigma ¢ High Reliability

1 s I I L 1 1]

The Roadmap =
to Developing || _.L=|
Solutions

T —-

* Measureable Success
* Targeted Solutions

* Industry Engagement
« Sustainability

Joint Commission Center
for Transforming Healthcare

27




JC Hand Hygiene Compliance
Center for Transforming Healthcare

| 4

: Ta— Search | Go
Joint Commission Center

for Transforming Healthcare
Creating Solutions for High Reliability Health Care
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Hand Hygiene Solutions

+ Why Hand Hygiene?

+ Hand Hygiene Measures:
Expectations vs. Reality

+ Main Causes of Failure to Clean
Hands

- Identifying Causes, Targeting
Solutions

Learn More

www.centerfortransforminghealthcare.org

HEALTH CARE
PROVIDERS

SPONSORS &

DONORS
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Hand Hygiene Expectations vs. Reality

Hand Hygiene Compliance (Aggregated)

January _October
100%
3900/0 q w""v:m How The Future Must Look
| We Wore
§ 800/0 e ere
§ 70%
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< 60% | Beginning
g' Baseline Reality;
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Targeted Solutions Tool

4 4 =
"Jmnt Commission Center
for Transforming Healthcare

Creating Solutions for High Reliability Health Care TARGETED SOLUTIONS TOOL™

Hand Hygiene Projects & Print this Page

‘J\& Data Aggregation Wizard

HE M Create New Proiect
Hand Hygiene Summary : 29967 7766 50.7% 71.1%

Observer JIT

Obsar- Baseline Improvement

Compliance Compliance

Unit Name Charts Export Sample Sample Baseline Begin Baseline End

= Status
L Size Size

NW- adult Medical- || @ [ (NE= »
Endo Surgical ﬁ - & B8 17 2/16/2011 3/31/2011 | 15.1% 57.1% In Progress | & 7%
-3 adult Medical- | @z |1l ] - »
North Surgical ‘ﬁ s, H & 329 130 2/10/2011 3/31/2011 | 45.1% 56.9% In Progress | & 7%
-2 adult Medical- | @z |f -l ] - »
South Surgical ‘W s, H & B12 539 1/29/2011 3/21/2011 | 46.8% 85.5% In Progress | & 7%
NVW-3 Adult Medical- i Ell Bl »
North Surgical ‘W .. H & 268 138 1/29/2011 3/2/2011 | 55.3% B1.7% In Progress | & 7%
NW-6 adult Medical- | @z |f -l ] - »
North Surgical ‘W s, H & 1734 1167 5/12/2010 5/26/2010 | 35.4% 85.3% In Progress | & 7%
N - Adult e |F -~ E E .
Cath Intermediate = 2 =2 753 311 2/17/2011 3/1/2011 48.3% 85.4% In Progress | & Fa
Lab Care = i

N~ adult Medical- | @z |f -l ] - »
coU Surgical ‘W -_2, H & 630 510 10/15/2010 | 10/29/2010 |32.7% 78.9% In Progress | & 7%
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Contributing Factors (MHHS)

A 14,543 data points
A Top Contributing Factors to MHHS
non-compliance (81%)
b Inappropriate use of gloves
b Frequent entry and exit
b Hands full of supplies
b Distracted
b Following a person entry and exit
b Dispenser location




Contributing Factors (MHHS)

Main Causes of Failure Memorial

to Clean Hands Hermann
(across all participating hospitals) D E F G H

Ineffective placement

of dispensers or sinks x X X X X

Hand hygiene compliance
data are not collected or
reported accurately or
frequently

Lack of accountability and
just-in-time coaching x

Safety culture does not
stress hand hygiene
at all levels | X

Ineffective or insufficlent education




Hand Hygiene
FY2(_)11 Performance

.....

| LCL=0 405
- E 3

184

| 1 I I I | 1 I I
Driet HS K Lab D LA other T RN RT
chchch e = = 1 =0 A1ODF [ 11 ol 123
Fole of HCP Observed

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%

Mean=0.8518
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Expanding to Outpatient
FY2012

July 2011 Outpatient TST Go Live

A Ambulatory Sports Medicine and Rehab (30)
A Outpatient Imaging (21)
A Diagnostics Labs (50) grouped by hospital
A Baseline 65.2% (July 2011 i April 2012)

b Rolled out by region

b Goal is 30 observations per month for each site
AChall enge t ovsdiefxiine fientry/(

A Learned where sanitizers needed and the need for
cleaning patient equipment

A Data Collected > 18,000 observations

[ Al bJl Ao 4.
PP The Joint Commission e

e Institute for
e Healthcare
Improvement
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Hand Hygiene
FY2013 Performance
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Dec 2012 N =10,962 150 Projects/Units

92%
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Center for Transforming Healthcare

TJC Hand Hygiene Compliance

95%

- 90%

Baseline
Compliance

16,000

e
12,000 ‘

8,000
6,000

[ Secret Observations —=—Compliance Rate
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Adult ICU Central Line Associated Blood
Stream Infections (CLABSI)

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

Memorial Hermann Healthcare System
NICU Central Line Associated Blood Stream Infections
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Adult & Pedi ICU Ventilator
Associated Pneumonias (VAP)

System Adult VAP
Do No Harm
Ventilator Associated Pneumonia
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Hospital Acquired Infections, Conditions#
and Patient Safety Indicators

Central Line Associated Bloodstream Infections
Ventilator Associated Pneumonias
Surgical Site Infections
Retained Foreign Bodies
latrogenic Pneumothorax
Accidental Punctures and Lacerations
Pressure Ulcers Stages Il & IV
Hospital Associated Injuries
Deep Vein Thrombosis and/or Pulmonary Embolism

Deaths Among Surgical Inpatients with
Serious Treatable Complications

Birth Traumas
Serious Safety Events L
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0000 | arie e adsns  Crim mkaitas ] Improvement




Hospital Acquired Infections, Conditio
and Patient Safety Indicators

Central Line Associated Bloodstream Infections
Ventilator Associated Pneumonias
Surgical Site Infections

Retained Foreign B - _\
latrogenic |

Pulmonary Embolism

g Surgical Inpatients with
Serious Treatable Complications

Birth Traumas
Serious Safety Events

5 ) A A e Institute for
\ . poeaticn Healthcare
Improvement
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Hospital Acquired Infections, Conditio
and Patient Safety Indicators
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Patient Safety Indicator

latrogenic Pneumothorax
L

SubclavianVel n i
Landmark Method

Central Line Associated
latrogenic Pneumothorax

4 Institute
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lmpruvumenl
4 43



Patient Safety Indicator A
latrogenic Pneumothorax

Bedside Real Time

Central Line Associated Ultrasound Guidance
latrogenic Pneumothorax Bl HlEr 4
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MH Southeast Hospital
latrogenic Pneumothorax
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Southeast Adult latrogenic Pneumothorax
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Rate/1000 Discharges for Secondary Diagnosis

) eQ

o
S Oeo 5"*«“’@‘”?‘*@“’ s\‘*

Ry =

NS
o™ e Nl s"*«“ Ny v‘*’\@’s

2009

Generated: 9/15/2011 11:57:49 AM
Source file date: 9/13/2011

L

L

2010 2011

Reporting Months
produced by System Quality and Patient Safety

45



MH Southeast Hospital
latrogenic Pneumothorax

MH SOUtheaSt HOSp|ta| Southeast Adult latrogenic Pneumothorax

Do No Harm
4.00 Rate/1000 Discharges for Secondary Diagnosis
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MH Southeast Hospital
latrogenic Pneumothorax

Southeast Adult latrogenic Pneumothorax

MH Southeast Hospital Do No Harm
4.00 Rate/1000 Discharges for Secondary Diagnosis
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MH Southeast Hospital
Real Time Ultrasound Guidance

Southeast Ultrasound Usage Rate

100 Rate of Ultrasound usage for Femoral, Internal Jugular, and Subclavian lines .
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% RobertG. Croy‘g
Chair, Health System Board
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High Reliability
Certified Zero Award

2011

MERKANN

High Reliability

Certified Zero Award
1. Zero Events S ———

, 2010 to January 31, 2011
. JM% | .
.. IEN

2. 12 Consecutive Months

3. Certified Zero Category



MH Northwest: Zero
Retained Foreign Bodies

Northwest Adult FB
Foreign Body Left During Procedure
o Rate/1000 Discharges for Secondary Diagnosis
2012
1.80 MERQRIS
High Reliability
1.60 Certified Zero Award
To: Memorial Hermann Northwest Hospital
1 40 Zero Retained Foreign Bodies for 36 months
1.20 el -
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MH Katy: Zero Pressure
Ulcers Stages 3 & 4

Katy Adult PU
Pressure Ulcers
Rate/1000 Discharges for Secondary Diagnosis

16.00
2011
14.00 ?ﬁ&ﬁ%ﬁ&
High Reliability
Certified Zero Award
1 2 00 To: Memorial Hermann Katy Hospital
Zero Pressure Ulcers for 36 Months
January 1, 2008 to December 31, 2010
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MH Katy: Zero Central Line Blood Stream
Infections Hospital-Wide

Katy Adult Hospital CLABSI
Do No Harm
Central Line Associated Blood Stream Infections\
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Source file date: 9/18/2012
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MH Woodlands: Zero Hospital
Acquired Injuries

Memorial Hermann The Woodlands Hospital
Hospital Acquired Injuries - Per 1000 Inpatients

1.0
2011
MERNCRYN 1
' High Reliability
0.8 Certified Zero Award 1
) . . To: Memorial Hermann The Woodlands Hospital
Zero Hospital Associated Injuries for 12 months
H February 2010 to January 2011 -
06 m;‘a'...va;{‘;:‘..’.;‘ |
)
—
&
04

A S S Q ) S oy A SR R
R R R e el >‘°<<°®‘°v9@°s° PO s‘w?’ TR\ Ve
| 2009 2010 2011
Generated 7/24/2012 10:15:03 AM Reporting Months
Source file date: 7/24/2012 produced by System Quality and Patient Safety

54



TeamHealth 8 EDs: Zero
latrogenic Pneumothorax

2010

|

fiilf* QRIAT_
High R
Certified

To: Teal
Zero latrogenic Pneumotho
Emergency Depar

High Re

Zero latrogenic Pneumothor

July 2011 to

\ Dan Wolterman
A President & Chief Executive Officer

2012

MERMANN

liability

Certified Zero Award

To: TeamHealth

ax in Memorial Hermann's

Emergency Departments for 12 months

June 2012

M. Michael Shabot, M.D.

System Chief Medical Officer

BREAKTHROUGHS IN_‘

PATIENT SAFETY

YALI P/

Robert G. Gr
Chair, Health System Board

55



MH TIRR: Zero Serious
Safety Events

Zero Serious Safety

Events x 12 Months
—

56



