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Start with a philosophical question...
Why are you here... .... 7




THE FoLLowING PREVIEW HAs BEEN REVIEWED FOR

ALL AUDIENCES

These talks contain information of a graphic nature and some material
may be inappropriate for unengaged learners.You will be asked to
make a behavior change at the end. Viewer discretion is advised.

PROJECT MANAGERS STRONGLY CAUTIONED

Some Material May Be Inappropriate for ClOs Under 13

INTENSE METHODOLOGY MATERIAL, SCENES OF VIOLENCE




Women in audience close your eyes....Men

What do you see (keep

it to yourself for now)?




OK, now men cover your eyes. Women: What
do you see (keep to yourself for now)?




What did you see?

Men? Women?

How much would you bet that the other person is wrong?

How strongly would you argue the point?




Remember this the next time you
get 1n a fight with.....




Objectives

m Define systems based practice (SBP)
m Describe your system(s) of care

® Encourage you to commit to using
systems based practice & learning

m Find with a practical real world
recommendation




Defining Systems based competency:
ACGME perspective

m Systems-Based Practice

® Awareness of and responsiveness to larger context &
system of health care

= Ability to effectively call on system resources to
provide care that optimal

® i.e., Work within the health care system




Systems based care

m Micro-system of care (your clinic, your office, the O.R.)

® Small macro-system (your hospital, your state)

m [arge macro-system (Medicare, US health care system, Pay
for Performance)







Which part of system are you on?




The artery on the side of my h




Initial symptoms in GCA (n = 100)

Presenting Finding at
Symptom or complaint symptom diagnosis

Headache 2 G2
Polymyalgia rheumatica 25 34
Fever 15 42

Visual symptoms without loss of 7 30
vision

Tenderness over arteries

Myalgias

Weight loss, anorexia

Jaw claudication

Permanent loss of vision
Tongue claudication

Sore throat

Wasculitis on angiogram
Stiffness of hands and wrists
Decreased temporal anery pulse

Ernythematous, nodular, swollen
arteries
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Central nervous system abnormalities MA,
Synovitis MA
Dysphagia MNA
Limb claudication MA,

Adapted with permission from Hunder GG. Temporal arteritis and polymyalgia theumatica.
In: Kelley W, et al. Textbook of theumatology. 4th ed. Philadelphia: Saunders, 1993:103-
12.




Why do we still miss GCA?




The elephant in the room




How many systems can you find?

Resident
Hospital
Nurses

Technici

Teamwo

Pharmac
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Systems based practice = patient
safety

Patient Safe.
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It takes a village...

Parking attendant
Registration
Emergency room
Nurse

Technician
Resident or fellow
Lab

Radiology

Permanent imprnvement -g art
 with eﬁ'ecti?«_;dm__municati_ﬁﬁifﬁéﬁ

Referring doctor
Social worker

PATIENT




Systems-based practice =team work
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When I was a resident....

® Our busy operating room in

ophthalmology
m Cataract surgery day

® T'wo patients Mary Smith (not real names)
m Mary K. Smith

m Mary L.. Smith
m Wrong intraocular lens in BOTH patients




Maria Garcia 1s a super common
name at Ben Taub Hospital

m HCHD patients database: 3,428,925
B > 2 pts same last & first names: 249,213

m >4 share same last & first names: 76,354
m > 2 same last & first name & dob: 69,807
m Mara Garcias: 2,488
m Maria Garcias with same date of birth: 231

MARIA LOPEZ,

IS THATYOU? gt




Challenge question

m What should we do with our next
Maria Garza patient?

m What is your system for avoiding
wrong patient, wrong name, same
name, wrong medication, wrong site
surgery...... Por?




United flight 232

m United flight 232 Denver to Chicago
m July 19, 1989 A
m Captain Al Haynes: 30,000 hour pilot =%

m First Ofticer Records & Engineer Dvorak
m Fight flight attendants

m 285 passengers on board DC-10 “F‘—i?ﬁ: (!

/ s




B Somewhere over lowa

Uh Oh

m FFan broke apart, lost #2 engine
®m No hydraulics

® Plane can not fly without

hydraulics

. . - Srir i:::jf-"-'i i Jr I,l I
® Sioux City had an open runway __ J——L\”H F A
Siouk |::1t.';.+-_.f"fﬁ"‘{ ~———
. hicagog
m Capt. Haynes kept his cool atvi Ciiae

m Capt. Haynes formed a team




Team building

m Passenger on board: Dennis Fitch, a United
training & check pilot

m 3,000 hours on DC-10

T

® They could only turn right

T

® They had no controls

m They used the engine thrust to steer

m This had been done once before in Japan (Fitch
had studied it)




Capt Fitch meet Capt Haynes

m Transcript of meeting of Captains in cockpit
m Haynes: “My name's Al Haynes”
m Fitch: “Hi, Al. Denny Fitch”

m Haynes: “How do you do, Denny?”

m Fitch: “I'll tell you what. We'll have a beer when
this is all done”

m Haynes: “Well, I don't drink, but I'll sure as hell
have one.”




Transcript for the approach

m Sioux City Approach: United two thirty-two ...

You're cleared to land on any runway..

m Haynes: [Laughter| Roger. [Laughter] You want
to be particular and make it a runway, huh?
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Initially pointed to Des Moines then
Sioux City, Iowa




The plane crash landed but landed

m 111 died
m But 185 survived

® Including Captain Haynes



After the accident...

m 57 flight crews could not replicate the landing in
the simulator




Challenge question: What should
we do now?

Congratulate Captain Haynes
2. Make a charitable donation in his name
3. Avold flying

4. Perform a root cause analysis



Root cause analysis

m Fracture of fan disk

m Failure of maintenance process to detect crack

m Metal 'inclusion' in disk

m Defect traced back to metal processing plant

m Defect in elimination of gaseous anomalies
during purifying of (molten) titanium disk ingot

m Newer batches used a 'triple vacuum' process to
eliminate these impurities.




The fan failed

I

r—Stage 1 Blade

N *——Midspan Shroud

NOTE: Stage 1 Fan Disk

Stage 1 /
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Fan Disk

Disk Assembly




Fan reconstructed




Examples: Quality Assurance

Systems based care

Patient safety
Reduce medical errors
Reduce medication errors

Eliminate wrong site surgery

Competency Tools

Near miss analysis
Root cause analysis
Resident porfolio projects

Self-reflection exercises

Accident

Trajectory

Defenses in Depth




Reason’s Swiss cheese

Transfer
Lack of supervision guidelines

Improper ventilation : {]i
technigue { l: -

&

Communication

G@ ; [

c f
Patient \g Inadequale training and
Develops ARDS staffing skills mix

Inadequate patient monitoring




Active failures vs. latent conditions

Some holes due
to actve failures

HAZARDS

Other holes due
o latent conditions

SUCCESSIVE LAYERS OF DEFENSES




Alignment of the holes leads to
outcome of error

Some holes due
to actwve fadures

Ocher holes due

o labent condibons

Accident

SUCCESSIVE LAYERES OF DEFENSES




Culture change: Don’t blame the last
slice of cheese

No formal
Visual fields
at night

Middle of night ER visit

Radiology

Order form S, i
0, ) [0,

Discuss with
radiology
Look at films

Resident
Faculty

Discharged with
“normal CT”

Radiology
resident




We are all responsible for patient
safety




Jesica Santillan

A Death Rretold

Jezica Santilkan,

the Bungled Transplant,
aned Parsdones of

edical Citizenship
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Jesica Santillan’s story

m Congenital restrictive cardiomyopathy
m Transplant was her only hope of survival

m Father was a truck driver near Guadalajara,

Mexico (illegal immigrants to USA)

® North Carolina businessman adopted her cause




Feb 6, 2003

Carolina Donor Services (CDS) offers transplantable
heart to Duke (middle of night)

First potential recipient was not ready for transplant
Doctors asked if organs might be available for Jesica

Organ procurement coordinator offers to check this

and call back, and when they did....

Doctors assumed that CDS wouldn't have called back
and released the organs unless they were a match

This was a wrong assumption




The rest of the story...

m Organs brought to Duke (Known Type A)

m Following implantation ot organs
(approximately 10:00 p.m.), surgical team
received a call from Duke's Clinical Transplant
Immunology Laboratory reporting organs were
incompatible with Jesica's blood type (Type O)

m Despite aggressive treatment & a second
transplant, Jesica died




Multiple holes in the Swiss Cheese

m Organ Procurement didn’t ask if matched

m Harvesting surgeon knew Type was A but
assumed it was a match

m Dr. Jaggers knew patient was Type O but

assumed donor was a match

m 12 doctors came into contact with this chart but
none noticed the mismatch



It isn’t about bad hospitals

m 2001: Johns Hopkins All 2,400 federally

financed experiments shut down because Ellen
Roche died after inhaling hexamethonium in an

asthma experiment

m 1995 Memorial Sloan-Kettering: chiet
neurosurgeon operated on wrong side

B 1994 Dana Farber Cancer Ctr;: Overdose of

chemotherapy for breast cancer




Human errors in the ICU

m Crit Care Med 1995;23:294-300. Donchin et al.
® 4 months observation time

m Average of 178 activities per patient per day

m Estimated 1.7 errors per patient per day

m Severe or potentially detrimental error occurred
on average twice a day

m Physicians and nurses were about equal
contributors to the number of errors




Translation: Not good enough

m [CU function = 99% level of profticiency
m A 99.9% proficiency rating

m 2 unsafe landings at O'Hare airport everyday

m 16,000 pieces of lost mail every hour
m 32,000 bank checks directed from the wrong bank

account every hour

m Frror in Medicine, JAMA, 272:1851,1994.




A true story of my own....

m 65 y/o WM with optic neuropathy
m MRI, labs, chest x-ray ordered

m Scheduled follow up in 3 weeks

m Patient did not return for follow up
m MRI reviewed and normal on report

m [abs in electronic record report (IPR) negative




3 months later...

m Chest x-ray report appears in my electronic
mailbox (months later): “Right upper lung

nodule”

m Patient had moved to New Jersey

B Old number & address were disconnected

MR

m No forwarding number or address in |




Now what....




Name the system errots

m Resident ordering study did not get chest xray to
review at rounds

m Faculty did not review x ray (did not know it
existed!)

m Flectronic reporting did not put report in in box
m Radiologist did not call
m Three month delay was not flagged




The rest of the story...

® Found patient’s brother in Iowa

m Called patient in New Jersey

m Disclosed situation by phone

m Called patient’s new primary doctor in NJ

m Repeat chest film showed.....No change, benign
nodule




System improvements

m Work rounds list

B | .cetter to no shows

m [.ook up dictation for no shows

m Radiology instructed to call for lung nodules
m PR back log flags



What is your system for tracking labs and
radiographs? When you have a sentinel
event do you do a root cause analysis?




"Every system is perfectly designed
to achieve the results it does."

Don Berwick: Institute for Health Care Improvement




The story of Patrick

Patrick Reynolds 1s an anti-smoking advocate
Foundation for a smoke free America

Patrick’s father died from smoking related COPD
Patrick’s brother died from smoking related COPD
Patrick’s aunt died from stomach cancer

Patrick’s grandfather died of pancreatic cancer

All were tobacco users

That’s not the interesting part




Patrick is antismoking

because....
Patrick’s brother was R.J. Reynolds III F
Patrick’s father was R.J. Reynolds, Jr. N

Patrick’s grandfather was R.J. Reynolds
Reynold’s (Camel, Kool, Doral, Winston, Salem)
2 billion smokers worldwide

200 million will die from tobacco related illnesses
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Smoking is bad for you, Patrick wants you to know this
and he knows from experience

WARNING

S  CIGARETTES

] - : 'I- ARE Hlﬁl‘“.'f
Nt =7 ADDICTIVE

Studies have shown that tobacco can be
hardher o ot than hergin or cocaine.

:" \ | ¥

Malhoro Country.




Evidence shows MD telling them to
quit DOES make a difference

m 1972-2003: 39 different trials on effects of
doctors telling 31,000 people to quit smoking

m Being hounded to quit smoking by their doctor
made people almost twice as likely to quit!

m Extra 2.5% of tobacco addicts did quit

m What is our system for smoking cessation in
the eye clinic?




Smoking related eye disease

m Cataract

m Age related macular degeneration
m Diabetic retinopathy

m [schemic optic neuropathy

® Thyroid ophthalmopathy



Fo oery doctor in ||"".rr Wile fhn, tice was asked:
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Odds ratio
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Smoking cessation and interventions do work




The challenge question: What is
your system based practice for

smoking cessation?




Teamwork training

MedTeams (Department of Defense)
43% of errors in ER = teamwork coordination

79% deemed preventable

Emergency Team Coordination Course (ETCC)

67% increase in error averting behavior after ETCC &
58% reduction in observable errotrs

Risser et al. Ann Emerg Med 1999;34:373.
Morey et al. Health Serv Res 2002;37:1553.




Creating a culture of safety

m Old paradigm ® New paradigm
m Culture of blame m Culture of safety
= Name = No names
= Blame = No blame
= Shame = No shame
m Barriers to disclosure m No barriers to disclosure
m Last person in line = of error
cause B Root cause analysis

B Systems improvement




Not communicating




Root Causes of Medication Errors
(1995-2004)

Caormmunication
CnentabionAraining
Pabemta ment

ataffing

Availability of infa P

Competencyicredentialing I_
Fracedural complance
Emaron. safely f secunty
Leadership
Contnuum of care F

Care planmng F
Ovgarizalion culure _ Percent of 326 events
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Root Cause Analysis Basics

Symptom of the problem.
“The Weed”

Above the surface
(obvious)

The Underlying Causes
“The Root”
Below the surface
(not obvious)

The word root, in root cause analysis, refers
fo the underlying causes, not the one cause.







Root cause?

REACTOR BUILDING
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T ;;i-i- Complexity
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Does TMI remind you of anywhere?




Transitions
Broken dials

Maintenance

‘i Misreading signs




11. itions

jents effectively within and across health delivery sysbems. (SBP4)

ritical deficiencies

Ready for unsupervised practice

Aspirational

Disregards need for
communlcation at
time of transition

Does not respond to
requests of caregivers
in other delivery
systems

{#] unfecEssdry elpense
risk to a patient {e.g.,
duplication of tests,
readmission)

Recognizes the importance of
communication during times
of transition

Communication with future
caregivers is present but with
lapses in pertinent or timely
information

Appropriately utilizes available
resources to coordinate

care and ensures safe and
effective patient care within and
across delivery systems

Proactively communicabes with
past and future caregivers to
ensure continuity of care

Coordinates care within and
across health delivery systems
to optimize patient safety,
increase efficiency, and ensure
high quality patient outcomes

Anticipates needs of patient,
caregivers, and future care
providers, and takes
appropriate steps to address
those needs

Raole models and teaches
effective transitions of care

Comments:

Annals of Internal Medicine

IDEAS AND OPINIONS

The Internal Medicine Reporting Milestones and the Next
Accreditation System

Belly ). Caverzagie, MD; William F. lobst, MD: Eva M, Aagaard, MD; Sarah Hood, MS; Davoren A, Chick, MD; Gregory €. Kane, MO
Timothy P. Brigham, PhD; Susan R, Swing, PhD; Lauren B, Meade, MD; Hasan Bazan, MD; Roger W, Bush, MD; Lynne K. Kirk, MD;
Michael L. Green, MD; Kevin T. Hinchey, MD: and Cynthia D, Smith, MD



Milestones & PDSA cycles (QA)

Table. Example of Curricular Milestones for Systems-Based
Practice™

Understand unique roles and services provided by local health delivery
systems

Manage and coordinate care and care transitions across multiple delivery
systems, including ambulatory, subacute, acute, rehabilitation, and skilled
nursing

Negotiate patient-centered care among multiple care providers

Annals of Internal Medicine [DEAS AND OPINIONS

The Internal Medicine Reporting Milestones and the Next
Accreditation System

Kelly I, Caverragie, MD; William F. lobst, MD; Eva M, .ugur-:l, MD; Sarah Hood, MS; Davaren A, Chick, MD; Gregory €. Kane, MD;
Timothy P. Brigham, PhD; Susan R, Swing, PhD; Lavren E. Meade, MD; Hasan Bazad, MOD: Roger W, Bush, MD; Lynne M. Kirk, MD;
Michael L. Green, MD; Eewin T, Hinchey, MD; and Cynthia D. Smith, MD

Continuous
Improvemen

Standardize
Mprovement

Define the
System

Assess
Current

Situation




Practical advice

Resident Quality Improvement
Project Checklist for compliance

m Al

 residents participate (not just one)

m Sc

neduled (not ad hoc) & protected time

m Structured not random, meetings & discussion

m Faculty supervision, oversight, mentorship

m Written documentation in portfolio
m Background, Methods, Results, Outcome (PDSA)

m Linkage to downstream improvement in patient

safety, quality, or cost reducation




Summary: Systems based practice

m ACGME: SBP Awareness of & responsiveness
to larger context & system of health care &
Ability to etfectively call on system resources to
provide care that 1s optimal

m SBP in real world as teamwork, multidisciplinary
care, patient safety

m Describe your own micro- and macrosystem(s)

m Challenge you to use SBP for yourself, your
teaching, your patients, and your learners (PDSA
cycle, QA project, root cause analysis)




The rest of the story: United
232...why are we doing this?




Mike Matz was on United 232

m He pulled three young children and a baby from
the wreckage (ages 14, 12, 9—unaccompanied
mINnors)

m He stayed & played cards with the kids at the
Sioux City airport, keeping them calm

m He tracked down children's grandmother to tell
her they were safe




Mike Matz is a horse trainer

m 13274 Kentucky Derby

m Barbaro was winner, Mike was the trainer




In the Grandstand...

m Two brothers & their sister were in grandstand
at Churchill Downs cheering just a little bit
louder (thanks to Captain Haynes & Mike &
SBP)

HEHU'S DERBY UHEAM

Elkton, MD Indian ﬂiuliﬁ I




Who will be clapping a little bit
louder in your grandstand
because of your adoption of SBP
improvement?




ONE PERSON

CAN MAKE A
DIFFERENCE,

AND EVERYONE
SHOULD TRY




Thank you for your time & attention
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