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Memorial Hermann
Healthcare System

Woodlands Sugar Land
Fiscal Year Ended June 30, 2011

Memorial City Southeast

+ Total Hospitals: 12 (9 Acute, 2 Rehab, 1 Children’s)
+ Ambulatory Surgery Centers: 18

+ Heart & Vascular Institutes: 3

+ Imaging Centers: 19

+ Breast Care Centers: 9

+ Sports Medicine & Rehab Centers: 26

« Diagnostic Laboratories: 21

+ Retirement/Nursing Center: 1

+ Home Health Branches: 3

+_Cancer Centers: 7

« Adjusted Admissions: 236,158

« Annual Emergency Visits: 433,191
+ Annual Deliveries: 24,174

- Employees: 19,165

+ Beds (acute licensed): 3,375

* Medical Staff Members: 4,973

+ Physicians in Training: 1,821

«+ Annual Labor Cost: $1.153 billion

Northwest Northeast TIRR PaRC Children’s Southwesty

What is the Burning Platform for 5
Becoming a High Reliability MEM@M

Healthcare System?

o It is the right thing to do ... “First Do No
Harm”

o Higher public accountability
o Transparency of quality data

o Our current healthcare system is harming
and killing patients at an unacceptable
rate

o Reimbursement is now tied to quality
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Not-So-New Demands for IAL
Quality and Patient Safety MEWM
Institute of Medicine

Report on Errors in
Medicine (1999)

Findings:

* 44,000-98,000 accidental
deaths/yr in US
hospitals

* Many due to drug errors

* Most errors were
preventable

Medical Mistakes MEWM

* Onein seven Medicare patients (13.5%) experienced at
least one serious instance of harm from medical care that
prolonged their hospital stay, caused permanent harm,
required life-sustaining intervention, or contributed to
their death

« An estimated 134,000 hospitalized
Medicare beneficiaries experienced
harm from medical care in one
month, with the event contributing /,
to death for 1.5% or approximately
15,000 patients

DOI: oig.hh:

What is Required to Become a Mgmm

High Reliability Organization?

o Commitment from Governance

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

— Hold leadership and physicians
accountable for practicing high
quality evidence-based medicine

— Make quality a high priority in
credentialing and re-credentialing
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Serious Safety Event Summary — (Month Year)

Harry D. 76 yrs Alice €. 44 yrs

M L 1w -
hl:ff:fh;p: DVT with no risk DV with no
. vesulting in small assessment prophykxis
Delay n treatment DOVl perforation John R. 64 yrs
of hematomas after Failure to
hysterectomy implement ordered
respiratory
5"; Bi 301;‘!'\ treatment
Fall wit
Nickole C. 87 vrs cerebral
DV with no risk bleed
asscssment

Sam M. 78 yrs
Medication ervor
Mary 8. 95 yis resulting in arrest

Missed fracture
resulting in renal Rick L. 71 yrs
failure Wrong procedure
Eunice 5. 99 yr3 performed
Fall with
cerebral bleed
Ben S. 87 yrs
Overdose of
f .
Justin G. 49 yrs heparin with Cade 0. 121
Missed dose of Ellie R. 26 yrs cerebral bieed Urethral tranma
L Failure to treat secondary fo
Foley plicement

TPA, failure to

treat stroke post-partum

hemorrhage

“No Excuses Accountability” IAL
from Leadership MEWM

How Do We Improve Quality and Patient Safety?
o Senior leadership rounding
o Hourly nurse rounding
o “Just culture”

o Patient safety is everyone’s
responsibility

MERKRANN

Move the organization from Safety as a
priority to
Safety is a Core Value

What is the leadership behavioral
expectation when safety is a core
value?
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Our Current Healthcare AL
Model is Unsustainable MERERN

The current healthcare system is
economically unsustainable.

A significant portion of the
unsustainability is because of

* Waste
* Not getting it right the first time
* Hospital and physician error

* Poor discharge planning and
readmissions

* Fraud and abuse
* Unnecessary care
* End of life/futile care

10

MERKRRN

We must think outside of the box for
solutions to decrease harm to those who
entrust their lives to our organizations.

thinkilg

We must be proactive.

11

The Culture of
Quality and Safety

MERKANN
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Hospital Safety 1966 MEMGRIN

Look Magazine
March 22, 1966

13

Hospital Safety 1966 MEMQRIN

E;
The hidden death
threals in our

HOSPITALS

Look Magazine
March 22, 1966

14

2008 - Still a Problem MEMGRIN

Forbes 3/10/08 15
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2008 - Still a Problem MEMQRIN

“One in 200 patients who spends a night or more
in the hospital will die from a medical error. One
in 16 will pick up an infection. Deaths from
preventable hospital infections exceed 100,000,
more than those from AIDS, breast cancer and
auto accidents combined.”

Forbes 3/10/08 16

Public Reporting of Hospital ;
Acquired Infections MI:EWM

Issue No.5 + July 2005

Uil Hospital-acquired Infections
[R(JiJM in Pennsylvania

In January 2004, F ia hospitals began itting d hospital-acquired i ions to the Pennsyl-
vania Health Care Cost Containment Council (PHC4). While concerns remain about whether all hospitals are fully
complying with this new initiative, the first year of data collected provides some eye-opening information for
all parties involved in the delivery and payment of hospital care. In 2004, hospitals reported 11,668 hospital-ac-
quired infections, that s, 7.5 hospital-acquired infections per 1,000 pati admitted to P ylvania's general
acute care hospitals. 15.4 percent or 1,793 of these patients died. $2 billion in additional hospital charges and
205,000 addi hospital days were iated with the hospital admissions in which these devastating infec-
tions occurred. However, until all Pennsylvania hospitals have met the current PHC4 reporting requirements for
hospital-acquired infection data, the full impact of these infections remains unknown.

17

Public Reporting of Hospital ;
Acquired Infections MEWM

Average
Average Length of Stay Percent
Type of Infection Number Payment in Days Died

Surgical Site 242 $24223 13.1 0.8
Urinary Tract 1,379 $18,589 9.7 19
Pneumonia 948 $28,691 12.2 59
Bloodstream 528 $40,129 15.4 13.8

Multiple Infections 260 $71,325 3.5X 239 8X

Any of the Above Infections 3,357 $29,320

$8,319

—

Without an Infection 102,657

PHC4 2004

18
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Public Reporting of Hospital ;
Acquired Infections MI:EWM\II

Average
Average Length of Stay Percent
Type of Infection Number Payment in Days Died

Surgical Site 242 $24,223 131 0.8

Urinary Tract 1,379 $18,589 9.7 19
Pneumonia 948 28,601 4.8X 122 20X

Bloodstream 528 15.4

$71,325 239

Multiple Infections

3,357 $29,320

$8,319

Any of the Above Infections

Without an Infection 102,657

PHC4 2004 19

“If healthcare was an airline...” MEMQRIAL

“If healthcare was an
airline, only dedicated
risk takers, thrill seekers
and those tired of living
would fly on it.”

PATIENT
SAFETY

Patient Safety (2005)
by Charles Vincent

20

What if These Kinds of
Risks Weren’t an Option?

MERKCANN
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High Reliability i
Organizations MERKAN

Air Traffic
Control

Commercial

Aviation .
Nuclear
Aircraft
Carriers
High Reliability MEMORIAT
Organizations

UNavSubmarine SSN-571

'OPERATION BREAKTHROUGH
PATIENT SAFETY

High Reliability ik
Organizations MERKAN

"USS Nautilus (SSN-571)
First atomic powered submarine
Launched January 15, 1954

OPERATION BREAKTHROUGH
PATIENT SAFETY
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High Reliability AT
Organizations MERKAN

US Nuclear Submarine Fleet 54-2011

3,200 Years of Service

Reactor Accidents =0

T USS Nautilus (SSN-571)
First atomic powered submarine
Launched January 15, 1954

PATIENT SAFETY

High Reliability i
Organizations? MERIORA

Soviet November Class Nuclear Submarine

26

Hig jability AL
Org tions? HERNANY

K-8 (1960) - Loss of coolant

K-19 (1961) - 2 loss of coolant accidents (27 killed)
K-11 (1965) - 2 refueling criticalities

K-159 (1965) - Radioactive discharge

K-140 (1968) - Power excursion

K-8 (1970) - Loss of coolant, fire;isank (52 killed)
K-320 (1970) - Uncontrolled startup

K-116 (1979) - Reactor accident

K-222 (1980) - Uncontrolled startup

K-123 (1982) - Loss of coolant

K-431 (1985) - Refueling criticality (10 killed)

K-192 (1989) - Loss of coolam

Soviet November Class Nuclear Submarme
Reactor Accidents

27
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USS Nirnitz

Distinguished Visitors
Cruise 2004
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Naval Aviation Mishaps MEMQRIAL

776 aircraft 1950'1997

destroyed in
1954

/Angled decks
_~ Aviation Safety Center
 Naval Aviation Maintenance Program 39 aircraft
/ established in 1953 (NAMP) destroyed in
__— RAG concept initiated 1996
- — NATOPS Program initiated 1961

Squadron Safety program Flight

System Safety Incident Rate
Designated Aircraft 1in 175,000

/  ACT Flight Ops
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Memorial Hermann’s
Quality and Safety Journey

NEMORIL

Transformation to a High TAT
Reliability Organization MERKANN

August 14, 2006

A Call to Action
on Patient Safety

Transfusion Errors
Serious Safety Events

OPERATION BREAKTHROUGHJ
MEMORIAL | BREAxTHROUGNS 1t |
T BESTOF THE BEST H‘H'x:‘»’l“\\\] m

Safety Culture Training Make Every Day a Safe Day.
Patient Safety Is Our Core Value
+ Step 1: Set Behavior AR L B ’
EX pectali ons .1;11‘\(59!:\:\?:!\(.1‘1"D1111I l‘v.‘.Qﬂ\’Aest[onlng Attitude
Define Safety Behaviors & v
Error Prevention Tools proven
to help reduce human error

* Step 2: Educate
Educate our staff and medical > : : .
staff about the Safety ’ . : @
Behaviors and Error :
Prevention Tools

5. Support Each Other
« Step 3: Reinforce & Build
Accountability
Practice the Safety Behaviors

and make them our personal
work habits

a1

a2
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Breakthroughs in Patient AL
Safety Training MERANN

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

0.9
STOP
05 AND
8 HH
& 01 11.'!_._
5 0.05
z "
3 0.01 -y, l‘. it g
38 - e
2 oo COME
0.0001 | Vigilance "It sort of makes you stop & think, doesn't it?"
0.00001 Tests
0.000001
0.6 6 60 600 6,000
Seconds Paused in Thought
* Jefferson Center for Character Education
Support Each Other: MEWM
CUSS Words

| am Concerned

* | am Uncomfortable

* This is for Safety

» Stand up and Stand Together
fricivr ]
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OPERATION BREAKTHROUGH g
| PATIENT SAFETY MERKRANNY

BEST OF THE BEST

MHHS Safety Culture Training

Hospital Training Complete
>20,000 Employees Trained
>2,000 Physicians Trained
>540 Safety Coaches Trained
>$18M Expense

46

BEST OF THE BEST

OPERATION BREAKTHROUGH .
PATIENT SAFETY | MERRPAYN

[orenanon secad
{ Pl'i'IElﬂ St
[ coeranon encad ;‘
| PATIENT i :

l' % A‘é‘tm‘f +

‘1‘7 Yuur Mnst '

Important Step ‘W

{ k Jip:
!*s"i%vo Faoh . [sastomy |
| o'beConterned. “‘ >
HERRRE
EVORIA

47

OPERATION BREAKTHROUGH [ ’
| PATIENT aAFETv MERKRANNY
#_

k’:ﬁ Red Rules
Xg;’o',‘;‘t':s Absolute Compliance
Compliance
ST 1 patient Identification

seeeae 2, Time Out
. 3. Two Provider Check

MEMPANY ®
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Hospital Acquired Conditions AL
“Never Events” MEWM

Hemolytic Transfusion Reactions
Transfusion Events 2007- 2011

Adult Transfusion Reaction /1000

1,116,000 Adjusted Admissions

5,661,000 Adjusted Pt Days

630,000 Transfusions
Apr-Jun 2007 Apr-Jun 2008 Apr-Jun 2009 Apr-Jun 2010 Apr-Jun 2011
Oct-Dec 2007 Oct-Dec 2008 Oct-Dec 2009 Oct-Dec 2010 Oct-Dec 2011

49

Hospital Acquired Conditions AL
“Never Events” MEWM

Hemolytic Transfusion Reactions
Transfusion Events 2007- 2011

Adult Transfusion Reaction /1000

Zero

Apr-lun 2007 ‘Apr-Jun 2008 Apr-Jun 2008 Apr-Jun 2010 Apr-Jun 2011
Oct-Dec 2007 Oct-Dec 2008 Oct-Dec 2009 Oct-Dec 2010 Oct-Der 2011

50

Hospital Acquired Infections IAL
(HAIS) - “The Cure” MI:EWM

HAI Prevéntion Bundle Audit

51
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Automated Extraction of IAL
7@0@ Measure & Bundle Data MEWM

s

Computerized
Electronic
Health Record

IV Site Condition
Sedation Holiday

Hos Elevatlon \ Line Insertion
Medications Bundle

IV Site Dressing 52

Central Line Bundle AL
‘Compliance HERIRAN

B M Feornas Tows Eelp
Acmasa 8 vogs i &

Qua- O [0 (@ €] Ferwmn 2L @ xmow @

Hospital Acquired Infection Indicators

Date: Oct 08, 2011
(R <oty Fiospital - Acut

Agtt awts A Maytn | Apr et
[ ——

Hospital Acquired Infection Indicators

Balico Seorocod Coro Mapsums

Date: Oct 08, 2011

Tl Kty Hospital E Wonthly Measurements
Mgt Jdtt et May 11 Aprid Martl fabdt Jandd Decid Novi0 Octid Sapid
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Sugery Msteatons Voo e w am w we | m w
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Page 18



Adult ICU Central Line Associated AL
Blood Stream Infections (CLABSI) MEWM

System Adult ICU CLABSI
Do No Harm

Central Line Associated Blood Stream Infections

CLABSI Rate per 1K Line Days

6

.

2

o e e o e e e e e o e e e o e e T e e e e
2007 2008 2009 2010 2011 2012

NICU Central Line Associated AL
Blood Stream Infections (CLABSI) MEM\?M

Memorial Hermann Healthcare System

16, Central Line Associated Blood Stream Infections

i A [A\b
o
:12
o lehn 3 1071
210
5
B Y —
&
» 8
3
: A
£ R
g Lo N\
@
Q4 - R n jal
5
o

. | WA R A

2
.
0.
2006 2007 2008 2009 2010 2011

Sonet 280011 2412870 Reporting Months
S orosuces by System Quaity ana paentsaiey | 55

Ventilator Associated (AL
Pneumonias (VAP) MERKRANN

System Adult VAP
Do No Harm
Ventilator Associated Pneumonia

&

VAPs Rate per 1K Vent Days

S

R A N N et

2006

|oanersiec: 422012 80613 A

2007 2008 2009 2010 2011 2012
Reporting Months
aiensaten| 57
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High Reliability Core Measures AL
MH System Compliance Rate MEM\S‘)M

System Core Measure Composite Rate
Clinical Excellence

]
6T |

v y 99.3%
”':u:%%‘vb'—'q:;g
— 99.0 988

——- T

97

95

94

93

L1l

pu9 seP ot wod pet  jaf e wat  ppt owed e ol pud seP
2010 2011

|oansmtes: 117172011 558125 A Reporting Wonihs 58
[Swera b e 1102011 producas sy ymem Gusiity ana Patiand

Hospital Acquired Infections,

Conditions and Patient Safety MEWM

Indicators

Central Line Associated Bloodstream Infections
Ventilator Associated Pneumonias
Surgical Site Infections
Retained Foreign Bodies
latrogenic Pneumothorax
Accidental Punctures and Lacerations
Pressure Ulcers Stages Ill & 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 ~ MEMORUN

Indicators

Central Line Associated Bloodstream Infections
Ventilator Associated Pneumonias
Surgical Site Infecti~nr = -

bosis and/or Pulmonary Embolism
eaths Among Surgical Inpatients with
Serious Treatable Complications
Birth Traumas
Serious Safety Events 0
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Hospital Acquired Infections,

Conditions and Patient Safety MEWM

Indicators

61

Patient Safety Indicator AL
latrogenic Pneumothorax MERIORA

Central Line Associated

latrogenic Pneumothorax
62

Patient Safety Indicator AL
latrogenic Pneumothorax MERIORAN

A\

Central Line Associated Bedside Real Time
latrogenic Pneumothorax Ultrasound Guidance o
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Chest Tube Insertion for AL
latrogenic Pneumothorax MERRRY

L

: 4 T

\\\\ Bl
AL RI0 T TR
VEREI R R UL

MH Southeast Hospital ME
latrogenic Pneumothorax i

MH Southeast Hospital A e Yoarm
4.00 - Rate/1000 Discharges for Secondary Diagnosis

0.00 — e —
R e e e e
2009 N 2010 N 2011
— varaa e Roperiing Months.
[E Sroduced by System Guaiity and Patient Satety

MH Southeast Hospital )
latrogenic Pneumothorax ME

MH Southeast Hospital A N v

4.00 Rate/1000 Discharges for Secondary Diagnosis
:.503{@ =

3.00

2009 ' 2010 N 2011

|Gamiormie: 3115201 1 11.57.08 A Reporting Months.
|Sotiea s data 9132011 braduced by System Quatity ana Patient Satety
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MH Southeast Hospital
latrogenic Pneumothorax ME

MH Southeast Hospital e

Do No Harm
a0 Rate/1000 Discharges for Secondary Dia

22-Months—
Zero latrogenic Pneumothorax-

W5 0T o8 o T T B T T P T P o I P et S

2009 ' 2010 2011
fameorte: 31152011 11:07:08 At Reporting Montns
R YR $r00uced by Sysem Oustity sna patient sarery

MH Southeast Hospital MEMORIAL

Real Time Ultrasound Guidance

Southeast Ultrasound Usage Rate
Rate of Ultrasound usage for Femoral, Internal Jugular, and Subclavian lines

.
VAR

vean

0
300" aug’ seP’ oot oY pec’ jan ped wal apt waY jun 3ul' Aud seP’ oot mov et
2009 2010

(crated: 11472011 1385 mt J
[Soutce e e 13372017

68

MH Southeast Hospital LAl
latrogenic Pneumothorax MERIRRN

: t
: [

Real-Time Ultrasound Guidance
R 22 Months

for Central Line Insertion
m/_”\ / Zero latrogenic Pneumothorax

Mean = 600

)

R N
oo o
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2011

MERIRANN

High Reliability
Certified Zero Award

To: Memorial Hermann Southeast Hospital
Zero latrogenic Pneumothorax for 12 Months
February 1, 2010 to January 31, 2011

. ]

oy @

/1 Ly ol
Robert & Cronld

Chair, Health System Hoard

High Reliability i
Certified Zero Award MERIRN

1. Zero Events

2. 12 Consecutive Months

3. Certified Zero Category

72
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Katy: Zero Pressure AL
Ulcers Stages 3 & 4 MERIPANN

Katy Adult PU |
Presauta icurs
16.00 g2z tfor
14.00 MERQRIAE
High Reliability
12.00 Farbibsratmsint
10.00
B.00
6.00
200 Zero Pressure Ulcers x 36 Months
’ >
2.00
0,00 degp = g.00,
P 0% 08 o WPt oF 0 3 T R o (8 o T P o et
2009 2010 2011
ST Reporiing Momam
o date: B1132011 Produced by System Quality and Patiamt Satety |3

Northwest: Zero Retained AL
Foreign Bodies MERNAY

Northwest Adult FB
Foreign Body Left During Procedure
Rate/1000 Discharges for Secondary Diagnosis

2.00
1.80 I QI
1.60 High Reliability
Ce 10 Awal
1.40
1.20
1.00
0.80
0.60
0.40
0.20
ﬂ'muw‘q & R > R O R A >
PP 0F o8 o T P 0t 1t 3T T P T g NPt et
2009 N 2010 ’ 2011
2011 115700 A Reporting Months
e Gii 42011 produced by System Quality and Patient Safety|]

Sugar Land: Zero ICU Central AL
Line Blood Stream Infections MEWM

Sugar Land Adult ICU CLABSI
Do No Harm
50 Central Line Associated Blood Stream Infections
T -1 " ¥
o High Reliability
2
=
o
£y
=
S
2
& 20
2
z Zero-CLABSIs-x-36-Months
>
= 10 Lo
o
o ean_= 0.00
2l .+
e A i A R
2010 2011
kaonortm: 15013 139526 Reportng wonts X
Ee i smaiiesd oy 8ywsm Gupitty sng pausat samy 5
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Woodlands: Zero Hospital Central AL
Line Blood Stream Infections MEWM

The Woodlands Adult Floor CLABSI
Do No Harm
\ Central Line Associated Blood Stream Infections
} ™
10 High Relabliity

o Gertfied Zero Award
F [
o
2 s
=
=
g e
£
2
o
g 4
=

2

RS Y SR ry

DR A R G R A S
2011 2012
o Reporting Montha
i T

TeamHealth 8 EDs: Zero AL
latrogenic Pneumothorax MEWM

20/10 -
MERERYN
High Reliability
Certified Zero Award

To: TeamHealth

Zero latrogenic Pneumothorax in Memorial Hermann's
Emergency Departments for 12 months

7

TIRR: Zero Serious Safety AL
Events MEWM

TIRR SSE Monthly Rate
Serious Safety Events Monthly Rate per 10,000 Adjusted Patient Days

j :ﬁ;:j:ﬁ;ﬁ,ﬁ,:{;\:j n

mean « 0.62

o Fetnalppinaiut julpud e chiob efiatk enahobtautyvhu e o chiob efiatf enalrphnatutyul
2000 ’ 2010 ’ 2011

|Gnacatmt 511572011 12:01.05 B Raporting Months
e tte 91182011 prosuced ny Sysism Qusiy ans Pavient sarery|3
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High Reliability 2011 i
Certified Zero Hospitals MERKRANNY

Central Line Associated Bloodstream Infections (4)
Ventilator Associated Pneumonias (7)
Surgical Site Infections
40 Retained Foreign Bodies (9)
latrogenic Pneumothorax (4)
Accidental Punctures and Lacerations
Pressure Ulcers Stages Il & IV (8)
Hospital Associated Injuries (2)

Deep Vein Thrombosis and/or Pulmonary Embolism (1)
Deaths Among Surgical Inpatients with
Serious Treatable Complications
Birth Traumas (4)

Serious Safety Events (1) 79

IIMIEIRI%&E ﬁ 1l MEWM

Eliminate Medication Errors
“%6 Rights” Checking:

= Right patient?
» Right drug?

= Right dose?

= Right route?

= Right time?

= Right labs?

80

IIMIEIRI%&KI ﬁ [} Mgmm

Eliminate Medication Errors

81
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IIMIEIRI%&I: ﬁ [} Mgmm

Wrong Patient

TATETT
e
i

P iy

IIMIEIRI%&E ﬁ 1l MEWM

Wrong Med

& rowuis Tt inas —
it sy B Dot o PO TOREE * TR
S ke = Alargiun = Locaon W

DOB NI A 72 e
vccharge Dt 701777088 0,00 £t

3
o

83

IIMIEIRI%&KI ﬁ [} Mgmm

Wrong Dose

i e
Tk G e pwem Dwt wme Goes e

& romtins Dbebim inen 3 " [Ep—
e e B

1 amoxicillin 250 mg is not the correct dose as indicated on the order profile.
The carrect ordered dosage is amozxidilin 500 mg. Conkinue?

84
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IIMI;IRI%@'KIHIII MEWM

Wrong Labs

& Potential ADE Alert

This patient has a potassium level of 6.1 as of November 07. 2011 07:67-00
(CST that may be exacerbated by the current order for potassium chloride

Please communicate with physician for passible next step:

1. Hold dose

2. Cancel order

If physician has already indicated reason to continue. you may continue 1o
the " by p g an override reason

Alert Action
Do Not Administer potassium chioride

© Continue to Administer potassium chioride

Hatory o
“Good Catches” -
oL [
Decision Support Alerts MERKRRNN
2011 Good Catches Good Catches by Year

[ 5000 10000

Jan Feb Mar Apr May Jun Jul Aug Sept Oct Nov Dec

MERSARE, 86

Does All This Make A
Difference at Memorial
Hermann?

MERKANN
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National Patient Safety AL
Leadership Award MERERN

A NATIONAL BUSINESS GROUP ON HEALTH
VHA Foundation D A m

December 2, 2008

“This award recognizes health systems
where senior leaders have gone beyond
attending to the bottom line and are
driving a culture that places the highest
value on safety,” said Linda DeWolf,
President of the VHA Foundation. “The
safety results these health systems are
seeing clearly show that their approach to

safety is saving lives.

88

National Quality Forum MEMORIAL

National Quality Healthcare Award

2009 NQF National Quality Healthcare Award Celebration

Memorial Hermann Healthcare System

“In a remarkable group
of applicants,
Memorial Hermann
stood out as true
leader in its
commitment to quality
in healthcare.”

Janet Corrigan
CEO, National Quality
Forum

HealthGrades & Thomson Reuters

May 19, 2009

89

Top 50 & Top 100 Awards HERMANN

THOMSON REUTERS™

2011

THOMSON REUTERS
TOP HOSPITALS
NATIONAL

MH Southwest HealthGrades 2010, 11 & 12

MH Northwest

MH Southwest
MH Northwest
MH Southeast

MH Southeast
MH The Woodlands
MH Sugar Land
MH Katy

MH The Woodlands

90
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Texas Hospital Association Al @
Bill Aston Quality Award MEWM

=

2011

Bill Aston Award for

Quality

High Reliability Journey
From Board to Bedside

Thomson Reuters 2012 i
Top 5 Large Health Systems MENGRN

Modern Healthcare

| investments are paying off. valid comparisons.
w m Numbers That's among the findings based on The alphabetical list of the 15 Top
Thomson Reuters’ fourth annual list of Health Systems is presented here,
A SYStemaﬂc appmach the 100 Top Hospitals: 15 Top along with the other health systems that
Health Systems. together make up the top 20% of all
to quam'y Impmvement This year, for the first time, systems in the study, also presented in
ealthcare systems nationwide have Thomson Reuters divided health alphabetical order.
been investing heavily to improve systems into three size groups—large, According to Thomson Reuters’
quality of care and patient satisfaction medium and small, based on overall analysis, the 15 Top Health Systems,
at their organizations. And those operating expenses—to obtain more in matchups with their peers, are
TOP 5 LARGE HEALTH SYSTEMS®
System Location
Banner Health Phoenix
CareGroup Healthcare System Boston
Main Line Health Bryn Mawr, Pa.

Memorial Hermann Healthcare System  Houston

St. Vincent Health Indianapolis
92

Texas Medical Foundation MEWM

Texas Health Care Quality Improvement Awards

TMF

Health Quality Institute >

Y
1 HEALTH CARE e .
1 SRS It has to be the fabric of the organization, not part of the fabric

F | Y TEXAS “Quality is the result of s carefully constructed cultural snvironment.
RD - Phililp Crosby

Gold Award (2 in Texas) Silver Award

MH Texas Medical Center

il Hosp}tal MH Memorial City Hospital
MH Northwest Hospital MH Northeast Hospital

MH Southeast Hospital MH Katy Hospital
MH The Woodlands MH Sugar Land Hospital
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LUTEOY CETTUTTCN | A new standard

Aim for safety of planes, nuclear plants

E

Special repert: Home health providers wary ovor reform |

EXTENDING
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Healthcare as a High i
Reliability Organization MERKRANN

Nuclear Aircraft Carriers

E“::“mdu

Commercial Aviation

Air Traffic Control

OPERATION BREAKTHROUGH
PATIENT Y
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