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High Reliability in Healthcare MEMGRA

How is healthcare different from
many other industries?
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ths/

Coal Mining Deaths in the US, 1900 to 2013 D:Em
Deaths
4,000 -

= Coal Mining Deaths per 1,000 Workess (right scale)
—— Coal Mining Deaths (left scake)

3,000 -
2,000

1,000 -

1900

Page 1



Hospital Harm 1966 MEMPRUN
I T ( )( )I\ L ke l‘:l.i. le-.‘.I:.I:-.' TION,

OUR HOSPITALS ARE KILLING US| ERROIAND
A canditiona NECLICENCE:

The hidden death
threats in our

HOSPITALS

Hospital Harm Today MEMQRIN

Question: How many avoidable deaths
occur in U.S. hospitals each year?

BMJ 2016 ANALYSIS

Medical error—the third leading cause of death in the
us

Medical error is not included on death certificates or in rankings of cause of death. Martin Makary
and Michael Daniel assess its contribution to mortality and call for better reporting

Martin A Makary professor, Michael Daniel research fellow 2 5 1 454
: )
10 154

Depantmart of shing Lniversty Schel of Medeing, Batimorn. MD 11207 L

i Leading Cause of Death 737 crash every 5.5 hours

Hospital Patient Harm MEMORIUN,

Memorial Hermann’s Goal

0 (Zero)
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How Can Memorial : AL
Hermann Get to Zero? MERANN

7New Nursmg N ©
Staff? ok, T

All New Execs?

How Can Memorial ; [A
Hermann Get to Zero? MERRRYN

Robust Process Improvement
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The Path to Quality Outcomes
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“If healthcare was an airline...” MEMORIAL

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

N PATIENT
M SAFETY

Patient Safety (2005)
by Charles Vincent

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

MERKANN

High Reliability -
Organizations MERIREN

Air Traffic
Control

Commercial
Aviation

Nuclear
Aircraft
Carriers

OPERATHON BREAKTHROUGH
PhTIEIITF
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United Airlines MEMPRUN

Customer Service: Worst US Airline x5+ yr

Bankruptues Too Many to Count (TMTC)
—

Memorial Hermann’s
Journey to High Reliability

MEND \m

Transformation to a High |\ oniar
Reliability Organization MERIANN

August 14, 2006

A Call to Action
on Patient Safety

Transfusion Errors
Serious Safety Events
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2006 ## Blood Typing Mismatch "M '
Hemolytic Transfusion Reactions N{M\(ﬁ\wr

Burning
Platform

Board and Leadership
Commitment

MERKANN

Safety as the Core Value MEMGRN

Moving the Memorial Hermann
Healthcare System from
Safety as a Priority to

Safety is our Core Value

Leadership behavioral expectations
change when safety is the core value
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Leveraging Leadership  MEMQRIAY

Leading a Culture of
Safety: A Blueprint
for Success

Download the full PDF report
for free at:

ache.org/Safety

Leading a Culture 5
Blueprint for Success

A
-

Leadership for Six : AL
Domains MERRRN

Establish a compelling
wision for safcty

) - gating fﬂi’Sa@(y""-\_\

Inciusion

Leveraging the Board : -
for High Reliability MERIRRN

» Leadership for high reliability, safety &
guality initiatives

e Ensuring the Board receives quality &
safety results information it needs

¢ Providing guidance for the System
Quality Committee

« Providing support for safety & quality
initiatives, including financial support
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Developing Leaders MORIAL
for Safety Outcomes MERRANN

In October 1987 Paul O'Neill gave his first
speech as CEO of Alcoa, the aluminum
manufacturing giant. Investors were
nervous, since Alcoa had faltered with
failed product lines. But O'Neill didn't talk
ForPn;o\:rl ghgr':g:] e about profit margins, revenue projections,

CEO, Alcoa or anything else that would be comforting
to Wall Street ears.

M "l want to talk to you about worker safety”,
. he began. “I intend to make Alcoa the
safest company in America. | intend to go
for zero injuries."

Developing Leaders \AORIAT
for Safety Outcomes MERRRNY

“The tone at the top must be

audible. This means that leaders
ask about safety, talk about

siorouke  SAfety and know about injuries

O s roey O their staff.”

Leveraging Leadership: - MORIAL
Audible at the Local Level MERRRYN
MH Sugar Land Hospital Daily Safety Huddle
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Leveraging Leadership: rmoriar
Audible at the Local Level MERRRNN

Evervdav Excellence AE UAL
o e senanre - MERNMANN

Sugar Land

Date: January 20, 2015

Days Since Last Serious | Days Since Last Employee OSHA Days Since Last Patient Fall

689

53 25

*  Ragan Laventon recognized Greta Cool (OR) for

r
# ood discovering and remcving expired drugs from the Pyxis
- 7 G Catches and collaborating with Pharmacy to refill

= fnn Asnaashari reported MHSL has reached 659 days
wJ without 2 $5E Lor 2.
?‘Gf‘ = gogne the nas

been accident free for 2 years.

Leveraging Organizational AEMORIAT
Structure for High Reliability MERKARN

authority fo approve

{ Memorial Hermann Health System ] Q¢ haw deirgoles)

G 4 behalf of thy
Board of Directors N i T
Medical Staff Systern Quality Physician Credentials
Applications s Advisory Committee
Committee (MSAC) Committee (PCAC)
(clean apps) (SQC) (complex apps)
[ | |
MHMD Physician
T System High System Risk &
. b Patient Safety
Clinical Programs Reliability R
Governance Council i
- Subcommittee
Council J

MENORIAS

BEST OF THE BEST

MHHS Safety Culture Training
Completed in 2007

Hospital Training Complete
>20,000 Employees Trained
>4,000 Physicians Trained (later)
>540 Safety Coaches Trained
>$18M Expense
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Breakthroughs in Patient , :
mmmmm NN

PATIENT SﬂFETY —

'BEST OF THE BEST

Safety Culture Training Make Every Day a Safe Day.
datiant Safaty Iz N e Valup
. Step 1: Set Behavior Patient Safety Is Our Core Value.
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

8. Support Each Other

« Step 3: Reinforce & Build s e
Accountability
Practice the Safety Behaviors _—
and make them our personal S
work habits

———
v

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

0.9

0.5

0.1
0.05

0.01

TOWE A
“It sort of makes you stop & think, doesn't it?”

0.001

Probability of Error

0.0001 | Vigilahce
0.00001| Tesfs
0.000001 |
06 6 60 600 6,000
Seconds Paused in Thought

* Jefferson Center for Character Education PATIENT ﬁﬁi‘r
- Kl
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Safety Success Stories  MEMQRAL

Self-Check
with STAR

(Stop, Think, Act, & Review)

; j ’I 2
== ““Good for Her”
. piicnr sarery A g

Edna Coutts, RN
Sugar Land Hospital Safety Champion of the Month
2007

Support Each Other: ; -
CUSS Words MERCRUN

| am Concerned

¢ This is for Safety s sounwen sospra

Central Line Standoff

Y MENORIAS

BEST OF THE BEST

o
ﬁ k’;ﬁ Red Rules

Rod Rules: Absolute Compliance

Compliance
1. Patient ldenSification - Yerd,

1. Patient Identification
?v?_ .~ 2.Time Out
o 3. Two Provider Check

MENPRAY
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Robust Process Improvement: y
Path to Quality Outcomes EM‘SP}\W

!‘*

& reactive adaulurs organizations

pru BSSHET

ievent drluen

T Tt i e it st

Robust Process Improvement: y
Path to Quality Outcomes EM‘SP’!‘W

Lean

Six Sigma

[ crance |
NT

T
[reroue] |
[Earion]

T Tramatortein Vicahheare

T -

Robust Process Improvement: ¢
Changing Standard Work EM‘SP’!‘W

Standard Work =

/ i What we do every day

1‘._\\
s

What we do every day =

CULTURE!

[ 4 A——

T Trasdos g e st st
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Robust Process Improvement: yEMORIAL
High Reliability Standard Work TERIRAN

I I T T T S
E mh—l\\‘lal‘l‘l\l\lgl

OR Surgical Safety Checklist High Reliability Hand Hygiene

Leveraging Physician
Leadership

MERRRN

Engaging Your Medical : -
sear o9 MEMRRIG

Oops!
/s
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Engaging Your Medical N
Staff MEMRMAY

On-Line High Reliabilit T
Training ? Y MERIREN

Requirement for Medical Staff Membership

—

Advances in
Patient Safety

On-Line Training MORIAL
Program Objectives N&%‘é}i\f\

One: Explain what we mean when we use the terms:
“Safety as a Core Value”
“Building a ‘High Reliability Organization”

Two: Describe how people make errors in a
complex system like Healthcare

Three: Apply/or Practice how to apply Safety Behaviors
that prevent or decrease the likelihood of harm

Four: Explain how Memorial Hermann has achieved
its results
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Explaining How Harm - MORIAL
Events Happen MERIRANN

= |

Multiple Barriers to prevent events ) iE_]
al
-

eaknesses
in barriers
For an event to reach the patient, how many 6-8 or
latent weaknesses in the barriers have to be breached? more
‘Adapted from James Reason,
‘Managing the Risks of Organizational Accidents (1997) 4

Physician Organization ., yoniar
(MHMD) Initiatives MERIRRN

MHMD-Physician Compact ¢ :
(2008) PP MEMRRG

PHYSICIANS AGR
« Practice evidencez

« Uphold regulatory =
goals

« Report quality data
« Meet Clinical Integratioy: =

\GREES TO:
Nghysicians

I to align incentives

1 '\ms in work decisions
A\

imely information
« Attend meetings and feet
sessions

* Receive MHMD information -

« Accept decisions of physicixi
committees \

« Be flexible and professional

« Collaborate with colleagues and \,
hospitals \
« Share ideas

\and education

Et{ysicians
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MHMD-Physician Compact MEMORIAL

PHYSIC

« Practice

« Attend .
sessions cation
* Receive
« Accept d
[ e R L R
MHMD Clinical Programs Governance:
Soucil Meesingluly 1% 2018

« Share ideas

MHMD Clinical Programs poriar
Committees MERIRRG

P

2017 SUMMARY OF ACTIONS

327 Evidence-Based Practice
Recommendations made by CPCs in 2017

Selected MEC-A d CPC & SQC pMEN .
ng(;:ye& QualitypGpl:(i)(;/:Iines © mﬁkﬂ{m\“

« Real-Time Ultrasound for Cath Lab Central Punctures
* OB Safety Training

DVT/PE Prophylaxis
Bariatrics Privileging and Leveling

Moderate and Deep Sedation Privileging

Peer Review for Physician-Related SSEs

Clinical Escalation Policy

Postoperative Pulse Oximetry Monitoring
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Obtaining MEC Approvals [A]
Across the System MERANN

Safety & Quality Guideline ¢ (AL
MEC Approval MERIRAAY
4

[ )

Leadership Group | ettty

CPC Subcommittee(s): M g SU0Y g Vedicine By

ICU Safe Practice Guideline: To prevent injury to adjacent organs when central lines
are inserted, the following practice guideline is recommended:
* Real-time ultrasound guidance will be used for placement of all central venous
catheters, whenever possible.
* Physicians and other individuals placing central lines under real-time ultrasound
guidance will receive appropriate training in the use of ultrasound for this
purpose.

MEC Up or Down Vote  MEMQRIAL

MHMD MERIRRIAY

(Wieo sl
b fpanty g
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MEIZRIAS

BEST OF THE BEST

High Reliability Transformation

2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018

Hospital Acquired Conditions ¢ .
“Never Events” Ngmﬂ\f}\[f

Acute Hemolytic Transfusion Reactions
Transfusion Events Jan 2007 - Dec 2017

P51 16 Transfusion Reaction - Per 1000

2,965,000 Adjusted Admissions

16,079,000 Adjusted Pt Days

1,344,000 Transfusions

PRLPEL LR GGG T TG T T A
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Hospital Acquired Conditions 4 pORIAT
“Never Events” I\HM\(LI\{N\“

Acute Hemolytic Transfusion Reactions
Transfusion Events Jan 2007 - Dec 2017

P51 16 Transfusion Reaction - Per 1000

Zero

s PO

R Ty

Robust Process Improvement \ : mORIAL
System-Wide Hand Hygiene MERRCANRY

>90% compliance since Nov 2012

Baseline
Compliance D

44%

_______________ Compliance Rate

"""" “Secret Shopper”
------------- measurements per month |-

TEEEIEY
i
|

EEERERREER R

) B e e i o

= —

Adult ICU Central Line Associated ,4rni¢ -
Blood Stream Infections (CLABSI) I\{%ﬁir&)flfr'\f\[f

System Adult ICU CLABSI
Central Line Associated Blood Stream Infections

TJC Center for
Transforming Healthcare
Hand Hygiene
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Ventilator Associated MEM?J\W’
H C 1

Pneumonias: All Adult ICUs

System Adutl VAP
Ventilator Associaled Praumonia

H

Bz TJC Center for

E REERE Transforming Healthcare

= - . .

T Hand Hygiene

i el s L
.

!?N

£

H

R O R R Oy

ERC XX EXEEEE R LR
amn a0

Catheter Associated Urinary :
Tract Infections (CAUTIs) MERRRN

Do No Harm : AT
Floor CAUTI NHSN SIR  HERIZA

MHHS CAUTI { Floor Only) SIRs by Facility
January 2015 - December 2015

NIISH MII Systern [EEY

NHSN
<= National
Average

Loo 125 150 175 2.00
79 L Throshuld (A = 0.8 - 1.00)
= = KHEH S0k B [0L57)
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Hospital Acquired Infections,

Conditions and Patient Safety  MEMERI

Indicators

Central Line Associated Bloodstream Infections
Ventilator Associated Pneumonias
Surgical Site Infecti-pe

Retained F¢ n
’ . \ mno € PJ
anc ionss™
ag
ed Injuries

sis and/or Pulmonary Embolism
eaths Among Surgical Inpatients with
Serious Treatable Complications
Birth Traumas
Serious Safety Events

Hospital Acquired Infections,

Conditions and Patient Safety  MEMEGRIA

Indicators

MH Southeast Hospital N -
latrogenic Pneumothorax MERRRNY

MH Southeast Hospital Ao Ha Harm
4.00 Rate/1000 Discharges for D i

22 Months
Zero latrogenic Pneumothorax

o000

P TP I P S P PP P P I F P

2000 2010 2011

Beparting Manths

_pizsesed by Nysinm Sunlingeed Fasieet Nafeic)
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MH Southeast Hospital

AEMORIAL
Real Time Ultrasound Guidance l\{iﬁ%\(ﬁl\{f\f\r

Southeast Ultrasound Usage Rate
| 100 Ratg ol TEAge Tor dalgrnal Jugular, and Subclavian lines

— ——
50} /\

To
| 1st Memorial Hermann Hospital

1 >90% Ultrasound Compliance

“E ICU Safe Practice Guideline:

5. | Real-time ultrasound guidance
sl will be used for placement of

all central venous catheters,
whenever possible.

8

aet e e’ s et sep’ 0 wev pee jan pod et ppt el gun|

]

st
i S i

2011

MERKPANN

High Reliability
Certified Zero Award

To: Memorial Hermann Southeast Hospital
Zero latrogenic Pneumothorax for 12 Months

February 1, 2010 to January 31, 2011

b il Rty

I
,4 g

/4

High Reliability EMORIAL
Certified Zero Award MERIANN

-

High Reliability

1. Zero Events TR

2. 12 Consecutive Months

3. Certified Zero Category
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MH Greater Heights: Zero (AL
Retained Foreign Bodies MERKPAN

Greater Heights Adult EB
le%n Body Left During Procedure
S on Rate/1000 Discharges for Secondary Diagnosis
1.80 = A
- High Reliability
T = == = Certified Zoro Award
: et
o AN | @i e e
1.00 o —
080 4— MD/Nursing OR —__Mandatory RFID
Count Policy Scanning
0.60
Zero-Retained-Foreian ias %72 Months
0.40 Zero-Rretatnearoretgh-soates X2 Montns
& -
0.20 »
R it o i
2013 2014
R paring Moatne
Peoduoed by Bysrem o

MH Greater Heights: Zero ¢ (AL
Retained Foreign Bodies MENRRY

Greater Heights Adult EB
sreign Body Left During Procedure
charges for Secondary Diagnesis

MH Greater Heights: Zero ¢ (AL
Retained Foreign Bodies MENRRY

| MD/Nursing §® —Mandatory RFID
Count Polic Scanning

2012 2013
0833 Al aperting st
o
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: 2015 )
MERPRN
High Reliability
Certified Zero Award

To: Memorial Hermann Greater Heights Hospital
Zero Retained Foreign Bodies for 72 months
January 2010 to December 2015

Las S AS BREAKTHROUGHS IN
oy L Rk S PATIENT SAFETY
E -
1 L
= W
o s Bystern Baara

2015 =
MEMRRN
High Reliability
Certified Zero Award

To: Memorial Hermann Sugar Land Hospital
Zero Central Line Associated Blood Infections Hospital-
wide for 12 months
May 2014 to April 2015

Vi A
s Lhelliomn
oo

"M Wechasl Shatal WD

s
Wil Wit
Chair, Haalth Sysiem Boand

y 2017 -
MENMPRN
High Reliability
Certified Zero Award

To: Memorial Hermann Northeast Hospital
Zero Catheter-Associated Urinary Tract Infections
Hospital-wide for 12 months
February 2016 to January 2017

g int (P I '._-"‘-- elmindy | BREAKTHROUGHS ™ |
- n..{.......m Chu, WD, W Wichasl Shatat, MO, |_|

. Ganran

usaran
Chal, Heah Spstem Bosnd
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2016 -
MERANN
High Reliability
Certified Zero Award

To: Memorial Hermann Memorial City Medical Center
Zero Manifestations of Poor Glycemic Control for 24
months
October 2014 to September 2016

et MADEAA I D
Berjamin K. Chu, LD, M Michael Shabot, M.D.
President & Chiel Executive Officer  System Chisf Chinical Officer

L Lt s
Wil Wil
Chai. Healh System Soara

High Reliability 2011-2018 ¢t \ioniar
Certified Zero Awards MERIANN

ICU Central Line Associated Bloodstream Infections (19)

ICU Catheter Associated Urinary Tract Infections (22)
Hospital-Wide Central Line Associated Bloodstream Infections (7)
Hospital-Wide Catheter Associated Urinary Tract Infections (6)

Ventilator Associated Pneumonias (23)
NHSN Hip Arthroplasty Surgical Site Infections (1)
3 04 NHSN All Surgical Site Infections (0)
Retained Foreign Bodies (48)
latrogenic Pneumothorax (26)
Accidental Punctures and Lacerations (8)
Pressure Ulcers Stages Ill & IV (38)
Hospital Associated Injuries (9)

Deep Vein Thrombosis and/or Pulmonary Embolism (2)
Deaths Among Surgical Inpatients with Serious Treatable Complications (1)
Birth Traumas (18)

Obstetric Trauma in Natural Deliveries with Instrumentation (6)
Serious Safety Events 1&2 (25)

Serious Safety Events 1 & 2 for 1000 Days (2)

All Serious Safety Events (1)

Early Elective Deliveries (17)

Manifestations of Poor Glycemic Control (24)

Leapfrog Safety Grades  ryioniar
April 2018 — Ali A's MERKRANN

Leapfrog Hospital Safety Score and Grade

April 2018
HOSPITAL NAME AND MEDICARE NUMBER 'April 2018 :ospital
Final Release
Grade
MEMORIAL HERMANN MEDICAL CENTER (45-0068) 3.205 A
MEMORIAL HERMANN KATY (45-0847) 3.517 A
MEMORIAL HERMANN MEMORIAL CITY (45-0610) 3.537 A
MEMORIAL HERMANN NORTHEAST (45-0684) 3.371 A
MEMORIAL HERMANN SUGAR LAND (45-0848) 3.310 A
MEMORIAL HERMANN GREATER HEIGHTS (45-0184) 3.355 A
MEMORIAL HERMANN SOUTHEAST (45-0184) 3.355 A
MEMORIAL HERMANN SOUTHWEST (45-0184) 3.355 A
MEMORIAL HERMANN THE WOODLANDS (45-0184) 3.355 A
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In 2013 the South Carolina
SCHA Hospital Association
established the
Hossial Aoceion Certified Zero Harm Award

Certified

ZERO HARM

Award

www.SCZeroHarm.com

SCHA Zero Harm Awards were
first presented in 2014
South Carolina ReSU|tS tO date:

Hospital Association

¢ Two-thirds of South Carolina’s acute care hospitals
have received at least one Zero Harm Award

All together, South Carolina hospitals have earned
258 Zero Harm Awards

This year’s award winners amassed 55,291 central
line days without an infection

¢ They also performed 9,700 harm-free surgical
procedures

* And twelve of this year’s winners were recognized
for 42 consecutive months without harm

Serious Safety Events MEMEGRA
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2014

MERIRAY

High Reliability
Certified Zero Award

To: Memorial Hermann Northwest Hospital

: Zero Serious Safety Events 1 & 2 for 12 months |

January 2013 to December 2013

oo Bl U0 9t
[ fptiit PAAAL DU a0 BREAKTHROUGHS IN
s i KCRE)

Wilwiilams
Ghair, Health System Board

e '. ¢ s " §
= ’

e 3
September 6, 2015
MH Greater Heights Hospital
1000 Days Since Last SSE1-2 |
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John M. Eisenberg Patient \rponriar
Safety and Quality Award MERRCANN

March 8, 2013 | Washington, DC

| A £
W' The Joint Commission %; ?r: gﬁza# I&ORUM
™

MH Sugar Land Hospital MORJAL
Malcolm Baldrige Award MERRANN

Alcolm Baldrige
National Quality Award

2016 Award Recipient

High Reliability -
Organizations MEMPRIN

Commercial Aviation

5 A
Nuclear Aircraft o
Carriers -

PhTI!H'IF
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High Reliability
Organizations

Air Traffic Control

Commercial Aviation

MERRANN

Nuclear Aircraft
Carriers

Thank you!

Leverage

“Give me a lever long enough and a fulcrum on

which to place it, and | shall move

MERRRNY

the world.”

Archimedes
287-212 BCE
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