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M em orial  Herm ann Memorial  Ci ty Medica l Center 
M ark et Launc h Plan  

Thurs day, September 13, 2007 

Journey to  

High Reliability Healthcare 

Becker’s Hospital Review  

Annual Meeting 
 

 

Charles D. Stokes 

System Chief Operating Officer 
 

M. Michael Shabot, M.D. 

System Chief Medical Officer 

May 17 – 18, 2012 

Memorial Hermann 
Healthcare System 

• 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  

Woodlands Sugar Land TMC Katy Memorial City Southeast 

Northwest Northeast TIRR PaRC Children’s Southwest 

Fiscal Year Ended June 30, 2011 
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What is the Burning Platform for 
Becoming a High Reliability 
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 
3 
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Not-So-New Demands for 
Quality and Patient Safety 

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  
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Medical Mistakes 

• 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.hhs.gov/newsroom/news-releases/2010/plague.asp 

• One in 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 
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What is Required to Become a  
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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“No Excuses Accountability”   
from Leadership 

 

o Senior leadership rounding 
 

o Hourly nurse rounding  
 

o “Just culture” 
 

o Patient safety is everyone’s 

responsibility 

How Do We Improve Quality and Patient Safety? 
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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  
Model is Unsustainable 

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 

We must think outside of the box for 

solutions to decrease harm to those who 

entrust their lives to our organizations. 

 

 

 

 

 

We must be proactive.  

11 

The Culture of 
Quality and Safety 

12 
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Look Magazine 

March 22, 1966 

Hospital Safety 1966 
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Look Magazine 

March 22, 1966 

Hospital Safety 1966 

2008 - Still a Problem 

Forbes 3/10/08 15 
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“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 

2008 - Still a Problem 

Public Reporting of Hospital 
Acquired Infections 
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Public Reporting of Hospital 
Acquired Infections 

3.5X 8X 

PHC4 2004 
18 
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Public Reporting of Hospital 
Acquired Infections 

4.8X 20X 

PHC4 2004 
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“If healthcare was an airline…” 

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

Patient Safety (2005) 

by Charles Vincent 
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What if These Kinds of 

Risks Weren’t an Option?  

21 
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Arrival!! 

High Reliability 
Organizations 

Commercial 

Aviation 

Nuclear 
Aircraft 
Carriers 

Air Traffic 
Control 

High Reliability 
Organizations 

US Navy Submarine SSN-571 

High Reliability 
Organizations 

USS Nautilus (SSN-571) 
First atomic powered submarine 

Launched January 15, 1954 
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High Reliability 
Organizations 

USS Nautilus (SSN-571) 
First atomic powered submarine 

Launched January 15, 1954 

US Nuclear Submarine Fleet 1954-2011 

3,200 Years of Service 

Reactor Accidents = 0 

High Reliability 
Organizations? 

Soviet November Class Nuclear Submarine 

26 

High Reliability 
Organizations? 

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, sank (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 coolant  

Soviet November Class Nuclear Submarine 
Reactor Accidents 

27 
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USS Nimitz 

Distinguished Visitors 

Cruise 2004 

Arrival!! 

The Bridge – War Games 
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Flight Deck 

Night Ops 

Arresting Wire 
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Bomb Assembly 

Bomb Assembly 

Naval Aviation Mishaps 

776 aircraft 
destroyed in 

1954 

1950-1997 

0

10

20

30

40

50

60

50 65 80 96

Angled decks 

 Aviation Safety Center 

  Naval Aviation Maintenance Program 
  established in 1959 (NAMP) 

   RAG concept initiated 

    NATOPS Program initiated 1961 

     Squadron Safety program 

      System Safety  
      Designated Aircraft 

           ACT 

Year 

39 aircraft 
destroyed in 

1996 

Flight 

Incident Rate 

1 in 175,000 

Flight Ops 

Naval Aviation Safety 
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Flight Control Departure 

Departure 

Departure 
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Memorial Hermann’s 

Quality and Safety Journey 

Transfusion Errors  

Serious Safety Events 

Transformation to a High 
Reliability Organization 

August 14, 2006 
  

A Call to Action 

on Patient Safety 

41 
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• Step 1: Set Behavior 
Expectations 

 Define Safety Behaviors & 
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 

 

• 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 

43 

*  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 

“It sort of makes you stop & think, doesn’t it?” 

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

“It sort of makes you stop & think, doesn’t it?” 

Support Each Other: 
CUSS Words 

• I am Concerned 

• I am Uncomfortable 

• This is for Safety 

• Stand up and Stand Together 
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MHHS Safety Culture Training   

Hospital Training Complete 

>2,000 Physicians Trained 

>20,000 Employees Trained 

>540 Safety Coaches Trained 

>$18M Expense 

46 
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Red Rules  
Absolute Compliance 

1. Patient Identification 

2. Time Out 

3. Two Provider Check 

48 
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Hemolytic Transfusion Reactions 

Transfusion Events 2007 - 2011 

1,116,000 Adjusted Admissions 

5,661,000 Adjusted Pt Days 

630,000 Transfusions 

Hospital Acquired Conditions 
“Never Events” 

49 

Hemolytic Transfusion Reactions 

Transfusion Events 2007 - 2011 

1,116,000 Adjusted Admissions 

5,661,000 Adjusted Pt Days 

630,000 Transfusions 

Hospital Acquired Conditions 
“Never Events” 

Zero 
50 

Hospital Acquired Infections 
(HAIs) - “The Cure” 

HAI Prevention Bundle Audit 
51 
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Automated Extraction of 
Core Measure & Bundle Data 

HOB Elevation 

Medications 

Sedation Holiday 

IV Site Dressing 

IV Site Condition 

Line Insertion 

Bundle 

Computerized 

 Electronic 

Health Record 

52 

Central Line Bundle 
Compliance 

53 
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Adult ICU Central Line Associated 
Blood Stream Infections (CLABSI) 
 

55 
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Memorial Hermann Healthcare System 

NICU Central Line Associated 
Blood Stream Infections (CLABSI) 
 

56 

Ventilator Associated 
Pneumonias (VAP) 

57 
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High Reliability Core Measures 
MH System Compliance Rate 

99.3% 

58 

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 

59 

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 

60 
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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  

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 

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 61 

Patient Safety Indicator 
Iatrogenic Pneumothorax 

Central Line Associated 

Iatrogenic Pneumothorax 
62 

Patient Safety Indicator 
Iatrogenic Pneumothorax 

Central Line Associated 

Iatrogenic Pneumothorax 
Bedside Real Time 

Ultrasound Guidance 
63 
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64 

Chest Tube Insertion for 
Iatrogenic Pneumothorax 

MH Southeast Hospital 
Iatrogenic Pneumothorax 

MH Southeast Hospital 

MH Southeast Hospital 
Iatrogenic Pneumothorax 

MH Southeast Hospital MH Southeast Hospital MH Southeast Hospital 
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MH Southeast Hospital 
Iatrogenic Pneumothorax 

MH Southeast Hospital MH Southeast Hospital MH Southeast Hospital 

22 Months 

Zero Iatrogenic Pneumothorax 

MH Southeast Hospital 
Real Time Ultrasound Guidance 

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

Source fi le date: 1/13/2011

Created: 1/14/2011 1:34:45 PM produced by System Quality and Patient Safety
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MH Southeast Hospital 

Driver Graph: 
Real-Time Ultrasound Guidance 

for Central Line Insertion 

MH Southeast Hospital 
Iatrogenic Pneumothorax 

Results Graph: 
Iatrogenic Pneumothorax 

MH Southeast Hospital 

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

Source fi le date: 1/13/2011

Created: 1/14/2011 1:34:45 PM produced by System Quality and Patient Safety
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High Reliability 
Certified Zero Award 

1.  Zero Events 

2.  12 Consecutive Months 

3.  Certified Zero Category 

72 
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73 

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 

74 

Northwest: Zero Retained 
Foreign Bodies 

Zero Retained Foreign Bodies x 24 Months 

To: Memorial Hermann Northwest Hospital 

Zero Retained Foreign Bodies for 24 Months 

January 1, 2010 to December 31, 2010  

75 

Sugar Land: Zero ICU Central 
Line Blood Stream Infections 

Zero CLABSIs x 36 Months 

To: Memorial Hermann Sugar Land Hospital 

February 1, 2008 to January 31, 2011  

Zero Central Line Associated Blood Stream 
Infections for 36 Months 
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76 

Woodlands: Zero Hospital Central 
Line Blood Stream Infections 

TeamHealth 8 EDs: Zero 
Iatrogenic Pneumothorax 

77 

78 

TIRR: Zero Serious Safety 
Events 

Zero Serious Safety 

Events x 12 Months 
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High Reliability 2011 
Certified Zero Hospitals 

40 

Central Line Associated Bloodstream Infections (4)  

Ventilator Associated Pneumonias (7) 

Surgical Site Infections  

Retained Foreign Bodies (9)  

Iatrogenic Pneumothorax (4)  

Accidental Punctures and Lacerations 

Pressure Ulcers Stages III & 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 

Eliminate Medication Errors  

“5 6 Rights” Checking: 
 Right patient?  

 Right drug? 

 Right dose?  

 Right route? 

 Right time? 

 Right labs? 

80 

Eliminate Medication Errors  

81 
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Wrong Patient 

82 

Wrong Med 

83 

Wrong Dose 

84 
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Wrong Labs 

85 

“Good Catches” 
Decision Support Alerts 
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2011 Good Catches 2011 Good Catches Good Catches by Year 
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FINAL 

 
 

Does All This Make A 
Difference at Memorial 

Hermann? 
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National Patient Safety 
Leadership Award 

National Patient Safety Leadership Award 
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  
National Quality Healthcare Award 

May 19, 2009 

“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 

89 

HealthGrades & Thomson Reuters 

Top 50 & Top 100 Awards 

MH Southwest 

MH Northwest 

MH Southeast 

MH The Woodlands 

MH Sugar Land 

MH Katy 

2011 

HealthGrades 2010, 11 & 12 

MH Southwest 

MH Northwest 

MH Southeast 

MH The Woodlands 

90 
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Texas Hospital Association 
Bill Aston Quality Award 

91 

Thomson Reuters 2012 
Top 5 Large Health Systems 

TOP 5 TOP 5 

92 

Texas Medical Foundation  
Texas Health Care Quality Improvement Awards 

93 

Gold Award (2 in Texas) 
 

 

MH Southwest Hospital 

MH Northwest Hospital 

MH Southeast Hospital 

MH The Woodlands 

 

Silver Award 
 

MH Texas Medical Center 

MH Memorial City Hospital 

MH Northeast Hospital 

MH Katy Hospital 

MH Sugar Land Hospital 
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FINAL 

 
 

Next Generation 
Healthcare Quality 

Assurance 

95 

Healthcare as a High 
Reliability Organization 

Arrival!! 

Healthcare as a High 
Reliability Organization 

Commercial Aviation 

Nuclear Aircraft Carriers 

Air Traffic Control 
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Arrival!! 

MHHS as a High 
Reliability Organization 

Commercial Aviation 

Nuclear Aircraft Carriers 

Air Traffic Control 

Memorial Hermann 
Healthcare System 

98 

Discussion 


