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The Burning Platform

2003 President’s Council 
Decision Point



2006 Leadership Meeting
Reaching Our Summit Through 

Execution Excellence



Vision & Promise



Our Culture



& Safety

Our Strategies  



Our Brand Pyramid



Transfusion Errors 
Serious Safety Events

Transformation to a High 
Reliability Organization

August 14, 2006

A Call to Action
on Patient Safety



Board Quality Structure
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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





Red Rules 
Absolute Compliance

1. Patient Identification
2. Time Out
3. Two Provider Check
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MHHS Safety Culture Training

Hospital Training Complete

>1,000 Physicians Trained

>14,000 Employees Trained

>540 Safety Coaches Trained
>$18M Expense
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Transfusion Events



Hospital Acquired 
Infections
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Hospital Standardized 
Mortality Ratio (HSMR)

534 “lives saved”

2008 MHHS YTD HSMR:  57.1
2008 US National HSMR: 70.5



Leadership Accountability
On-Line Core Measures
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Leadership Accountability
On-Line Balanced Scorecard



Public Transparency
MH Katy Community Report



Public Transparency
MH Katy Community Report



Transformation of a 
Healthcare System

19091909
Baptist Sanitarium

20092009
Memorial Hermann
Healthcare System




