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The Story of Us...



Length of Stay
Costs
Same mortality

Same re-admit rate

-0.4 days
-$268
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ABSTRACT

BACKGROUND

The hospitalist mode! is rapidly altering the landscape for inpatient care in the United
States, yet evidence about the clinical and economic outcomes of care by hospital-
ists is derived from a smal! number of single-hospital studies examining the prac-
tices of a few physicians.

METHODS

We conducted a retrospective cohort study of 76,926 patients 18 years of age or
older who were hospitalized between September 2002 and June 2005 for pneumonia,
heart failure, chest pain, ischemic stroke, urinary tract infection, acute exacerba-
tion of chronic obstructive pulmonary disease, or acute myocardial infarction at 45
hospitals throughout the United States. We used multivariable mode!s to compare
the outcomes of care by 284 hospitalists, 993 genera! internists, and 971 family
physicians.

RESULTS

As compared with patients cared for by general internists, patients cared for by
hospitalists had a modestly shorter hospital stay (adjusted difference, 0.4 day;
P<0.001) and lower costs (adjusted difference, $268; P=0.02) but a similar inpatient
rate of death (odds ratio, 0.95; 95% confidence interval [CI], 0.85 to 1.05) and 14-day
readmission rate {odds ratio, 0.98; 95% CI, 0.91 to 1.05). As compared with patients
cared for by family physicians, patients cared for by hospitalists had a shorter length
of stay (adjusted difference, 0.4 day; P<0.001), and the costs (adjusted difference, $125;
P=0.33), rate of death (odds ratie, 0.95; 95% CI, 0.83 to 1.07), and 14-day readmission
rate (odds ratio, 0.95; 95% CI, 0.87 to 1.04) were similar.

CONCLUSIONS
For common inpatient diagnoses, the hospitalist mode! is associated with a small
reduction in the length of stay without an adverse effect on rates of death or readmis-
sion. Hospitalist care appears to be modestly less expensive than that provided by
general internists, but it offers no significant savings as compared with the care pro-
vided by family phys
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Quality and Patient Safety

= Quality: Patients receive the highest
standard of care such that expected outcomes
are routinely achieved.

= Patient Safety: Adverse consequences of
diagnostic and therapeutic interventions,
including medical errors, are avoided.



Institute of Medicine’ s
Six Components of Quality Health Care

Safe

Timely

_ Effective
Quality Efficient
Patient-Centered
Equitable

Time
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The Seven Organizational Sins

1. Overproduction

0. Walting

s. Transporting

1. Inappropriate Processing
5. Unnecessary Inventory

. Unnecessary Motion

7. Defects
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Muda: Activity that does not add value
Muri: Overburdened
Taiichi Ohno, Toyoto’s Chief Engineer
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The Gold Standard

Residents work 1n teams

Active learning replaces passive knowledge acquisition
Role models are 1dentitied and developed

Meaningtul projects are instituted longitudinally
¢ Meaningtful to the system
¢ Meaningtul to the resident

The system 1s constructed to enable time to engage

Three rules
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One letter difference between Dean and Dead
Oh the places you’ll go…. You’re the best class ever…. Thank god no one here today was here last year
And thank god for flasks…






Threat 1:
The Paradigm of Teaching Doesn’t Change
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Patients didn’t get the memo…. Dude, you need to be 80% less sick. And 80% of you with heart failure need to work that shit out on your own.


he Yerkes-Dodson Curve
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Explain the Yerkes Dodson curve
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Where residents are now….. 
The result is that resident will look at you with two questions…. Do I need to know this….. And Tell me what I need to do to get this over with and make you go away (DMV curriclum)… it’s possible I’m a bad driver.
- Passive didactics are not going to work and….
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Threat 2:
Hypocrisy.... Not changing the system
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Systems drive function….. Bad systems put good people in bad positions.
But if the residency system is broken, not enabling meaningful instruction/experiential learning of quality, the residents will not be able to get past the hypocracy of it all
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What I’'m talkin%bout







Threat 3:
Choosing a Topic Part I...
Yielding to Concrete Thinkers
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Annals of Internal Medicine

IMPROVING PATIENT CARE

Public Reporting of Antibiotic Timing in Patients with Pneumonia:
Lessons from a Flawed Performance Measure

Robert M. ‘Wachter, MD; Scott A. Flanders, MD; Christopher Fee, MD; and Peter ). Pronovost, MD, PhD

The administration of antibiotics within 4 hours to patients with
community-acquired pneumonia has been criticized as a quality
standard because it pressures clinicians to rapidly administer anti-
bictics despite diagnostic uncertainty at the time of patients' initial
presentations. The measure was recently revised (to 6 hours) in
resporse to this criticism. On the basis of the experience with the
4-hour rule, the authors make 5 recommendations for the devel-
opment of future publidy reported quality measures. First, results
from samples with known diagnoses should be extrapclated cau-
tiously, if at all, to patients without a diagnosis. Second, for some
measures, “bands” of performance may make more sense than

"all-or-nothing” expectatiors. Third, representative end users of
quality measures should participate in measure development.
Fourth, quality measurement and reporting programs should build
in mechanisms to reassess measures over time. Finally, biasss, both
financial and intellectual, that may influence quality measure devel-
opment should be minimized. These steps will increase the proba-
bility that future quality measures will improve care without creat-
ing negative unintended corsequences.

Ann Irbern Med, 2008;149:20-32, www.annals.org
For author affiliations, see end of teedt

mproving health care quality depends on having wvalid

ways to measure quality. Unfortunately, there are few
validated quality outcome measurements, because wvalid
and feasible case-mix adjustors are lacking and patients are
difficult to follow over time for clinically important out-
comes, such as death. Processes of care are easier to identify
and measure, but some of these measures will be proven
invalid or inappropriate because their scientific rationale
was flawed from the start, unanticipated consequences
emerge after implementation, or later studies undermine
them.

We review how these issues played out in the measure
of time to first antibiotic dose (TFADY), also called “door-
to-needle time,” for patients presenting to the hospital with
community-acquired pneumonia (CAP). We also propose
lessons that can be learned from the experience.

TFAD as & QuaLTy MEASURE

Community-acquired pneumonia is one of the most
common admitting diagnoses in 1.5, hospitals, accounting
for more than | million hospitalizations yearly (1), with
short-term mortality rates ranging from 0.5% to 27.1%
(2). Given its risk, frequency, and perceived outcome vari-
ations, CAD was an obvious candidate for quality measure-
ment and improvement initiatives. Because outcome mea-
surement in CAP was problemaric for the usual reasons
(data collection burden, case-mix adjustment, and need for
posthospital follow-up), investigators sought process mea-
sures associated with higher qualicy.

During the 1990s, the notion of time-based quality
measures gained favor because evidence emerged that rapid
treatment of myocardial infarction, and later trauma,
stroke, and sepsis, improved outcomes (3-7). MNaturally,
investigators began to examine whether rapid administra-
ton of antibiotics might improve CAP outcomes.

In 1997, a retrospective study of 14 069 Medicare pa-
tients hospitalized for CAP found that, afrer adjustment for
severity (2) and demographic factors, administration of an-

tibiotics within 8 hours was associated with a lower 30-day
mortality rate (odds ratio [OR], 0.85 [95% CI, 0.7
0.96]) (8). Patients were included if they had chest radiog-
raphy results within 2 days of admission consistent with
pneumonia and an initial *working diagnosis” of pneumo-
nia.

In 2004, a second retrospective study of 13 771 Medi-
care patients (age =65 years) hospitalized for CAP (9] also
found that, among the 75% of partients without evidence
of prehospiral receipt of antibiotics, administration of anti-
biotics within 4 hours was associated with a lower 30-day
mortalicy rate (OR, 0.85 [CI, 0.76 to 0.95]). Extrapolaring
these data to a hypothetical national Medicare sample, the
authors estimated that achieving TFAD by 4 hours after
presentation to the hospiral would save more than 1200
lives yearly.

The 2 studies reported that patients who received their
first dose of antibiotics in the first hour of their emergency
department stay had a higher mortality rate than those who
received antibiotics later; however, this finding was attrib-
uted to incomplete adjustment for severity of CAP and was
therefore not felt to challenge the main conclusion about
TFAD (8, 9). Two smaller studies of CAP found no asso-
ciation between early antibiotic administration and out-
comes (10, 11). Nevertheless, the authors of the 2004
study (9) edirorialized that the 4-hour TFAD quality mea-
sure was still valid (12, 13).

TRANSLATION INTO A PERFORMANCE STANDARD
Almost exclusively on the basis of results from the
1997 study, the Medicare National Pneumonia Project en-
dorsed first antibiotics within 8 hours of hospital arrival as
a CAP quality measure in 1998. The Medicare MNational
Pneumonia Project rightened its TFAD window to 4 hours
in 2002 on the basis of the prepublication results of the
2004 study by Houck and colleagues (9, 12). In 2003, the
Infectious Dliseases Society of America (IDSA) also en-
dorsed a 4-hour timeframe (14). With support from the

© 2008 American College of Physicians | 20
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Return to the story of me…. I grew up in Oklahoma (perhaps you’ve heard of it…. It’s a sub-urb of Texas)…. Moved to Kansas, answering the question, is there anyplace worse than Oklahoma? WKEA league…..You might get a cough
Work arounds…. You might get pneumonia


FINITE
INFINITE
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Well, another story of me…. Summer vacation


Finite Games

Detined beginning and end

No who must play, can play

Players are abstractions of themselves

The goal 1s to exclude other players

The goal 1s to win....



Finite Games

Detined beginning and end
No who must play, can play
Players are abstractions of themselves

The goal 1s to exclude other players

The goal 1s to win....

Infinite Games

There 1s no end

Everyone can play

Players are themselves

The goal 1s to recruit
new players

The goal 1s to keep
playing



Finite Games

Work-arounds/secrecy
Wins at the expense of another

“Taking a knee” when the

game 1S over
Atrophy of the soul

Non-team play (excluding players)

Infinite Games

“Calling your own fouls”

We win and lose together

The play always continues

The soul and role merge

Team play
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Open declaration of errors
No blame culture
Always thinking to tomorrow… PDCA is a cycle
Professionalism= Role and Soul merge
True team-based care (nurses, pharmacists, etc)





Threat 4:
Choosing a Topic Part Il...
Not Finding the Hook
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Find the Middle Ground
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Suffering through some endocrine dude blathering on about a cholesterol drug so that you can get to the free steak…. Poetic. 
- Some sample ideas
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Delayed Time to Defibrillation after In-Hospital Cardiac Arrest

ABSTRACT

BACKGROUND

Expert guidelines advocate defibrillation within 2 minutes after an in-hospital cardiac
arrest caused by ventricular arrhythmia. However, empirical data on the prevalence
of delayed defibrillation in the United States and its effect on survival are limited.

METHODS
We identified 6789 patients who had cardiac arrest due to ventricular fibrillation or
pulseless ventricular tachycardia at 369 hospitals participating in the National Reg-
istry of Cardiopulmonary Resuscitation. Using multivariable logistic regression, we
identified characteristics associated with delayed defibrillation. We then examined
the association between delayed defibrillation (more than 2 minutes) and survival to
discharge after adjusting for differences in patient and hospital characteristics.

RESULTS

The overall median time to defibrillation was 1 minute (interquartile range, <1 to
3 minutes); delayed defibrillation occurred in 2045 patients (30.1%). Characteristics
associated with delayed defibrillation included black race, noncardiac admitting di-
agnosis, and occurrence of cardiac arrest at a hospital with fewer than 250 beds, in
an unmonitored hospital unit, and during after-hours periods (5 p.m. to 8 a.m. or
weekends). Delayed defibrillation was associated with a significantly lower probabil-
ity of surviving to hospital discharge (22.2%, vs. 39.3% when defibrillation was not
delayed; adjusted odds ratio, 0.48; 95% confidence interval, 0.42 to 0.54; P<0.001).
In addition, a graded association was seen between increasing time to defibrilla-
tion and lower rates of survival to hospital discharge for each minute of delay (P for
trend <0.001).

CONCLUSIONS
Delayed defibrillation is common and is associated with lower rates of survival after
in-hospital cardiac arrest.

N EMGL | MEC

1581 WWW.NEJM.ORG  JANUARY 3, 2008

From Saint Luke's Mid-America Heart In-
stitute, Kansas City, MO (P.5.C);
versity of Michigan Division of Cardi 5-
cular Medicine, Ann Arbor (P.5.C, B.K.N.);
the Section of Cardiavascular Medicine
and the Robert Wood Johnson Clinica
Scholars Program, Department of Medi-
cine, and the Section of Health Pelic d
Administration, Department of Epidemi
ology and Public Health, Yale University
School of Medicine, and the Center for
Outcomes Research and Evaluation, Yale

Mew Haven Hospital — all in New Haven,
CT (H.M. 1e University of Washing-
ton-Harborview Center for Prehospita
Err
Veterans Affairs Ann Arbor Health Services
Research and Development Center of Ex-
cellence, Ann Arbor, MI (B.K.MN.). Address
reprint requests to Dr. Chan at the Mid-
America Heart Institute, 5th Fl, 4401
Wornall Rd., Kansas City, MO 64111, or at
pchan@cc-pe.com.
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rgency Care, Seattle (G.N.); and the

*The American Heart Association Nation-
al Registry of Cardiopulmonary Resusci-
tation Investigators are listed in the Ap-
pendix.

N Engl) Med 2008;358:9-17
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Expert guidelines advocate defibrillation within 2 minutes after an in-hospital cardiac arrest caused by ventricular arrhythmia. 

6789 patients who had cardiac arrest due to ventricular fibrillation or pulseless ventricular tachycardia 
Identified characteristics associated with delayed defibrillation.
Examined the association between delayed defibrillation (more than 2 minutes) and survival to discharge after adjusting for differences in patient and hospital characteristics.

Results
The overall median time to defibrillation was 1 minute
Delayed defibrillation occurred in 2045 patients (30.1%). 
Characteristics associated with delayed defibrillation included black race, noncardiac admitting diagnosis, a hospital with fewer than 250 beds, being in an unmonitored hospital unit, and during 5 p.m. to 8 a.m. or weekends). 
Delayed defibrillation was associated with a significantly lower probability of surviving to hospital discharge (22.2%, vs. 39.3%; adjusted odds ratio, 0.48) 
In addition, a graded association was seen between increasing time to defibrillation and lower rates of survival to hospital discharge for each minute of delay 
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VALUE= Quality
Cost
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$253 billion in 1980, to $714 billion in 1990, and over $2.2 trillion in 2008 (1) 
In 2008, the US health care spending accounted for 16.2% of the nation’s Gross Domestic Product (GDP) and was approximately $7,681 per person (1). 
Employee contributions to health care premiums have increased by nearly 150% in the last 10 years (2). 
The rise in costs has placed great strain on family, employer, and government budgets. 

definition for high value care stipulates that the health benefits of an intervention justify its harms and costs (5) 


Annals of Internal Medicine
wwaw.annals.org

Ann Intern Med
January 17, 2012
vol. 156 no. 2 147-149

Ideas and Opinions

Appropriate Use of Screening and
Diagnostic Tests to Foster High-Value,
Cost-Conscious Care

Amir Qaseem, MD, PhD. MHA; Patrick Alguire, MD; Paul Dallas, MD;
Lawrence E. Feinberg. MD; Faith T. Fitzgerald. MD; Carrie Horwitch,
MD. MPH; Linda Humphrey, MD, MPH; Richard LeElond, MD;

Darilyn Moyer, MD; Jeffrey G. Wiese, MD; and Steven Weinberger, MD

+ Author Affiliations

Abstract

Reader Survey: Which testing scenarios are low value?

Unsustainable rising health care costs in the United States have made reducing
costs while maintaining high—-quality health care a national priority. The overuse
of some screening and diagnostic tests is an important component of
unnecessary health care costs. More judicious use of such tests will improve
guality and reflect responsible awareness of costs. Efforts to control expenditures
should focus not only on benefits, harms, and costs but on the value of
diagnostic tests—meaning an assessment of whether a test provides health
benefits that are worth its costs or harms. To begin to identify ways that
practicing clinicians can contribute to the delivery of high-value. cost-conscious
health care, the American College of Physicians convened a workgroup of
physicians to identify, using a consensus-based process, common clinical
situations in which screening and diagnostic tests are used in ways that do not
reflect high-value care. The intent of this exercise is to promote thoughtful
discussions about these tests and other health care interventions to promote
high-value, cost-conscious care.

Related articles

Editorial:

High-Value Testing Begins With a Few Simple Questions
Christine Laine

Ann Intern Med January 17, 2012 156:162-163;
Excerpt Full Text Full Text (PDF)
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No test is non-invasive…. All tests are pre-invasive…. And a succession of three false positive confirmatory tests inexorably leads to a needle or a knife
And the only difference between being stabbed in a back alley vs the operating room is the lighting. 





Threat 5:
Ilgnoring the Psychology of Residency:
The Adaptive Unconscious
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TIMOTHY D. WILSON

Strangeas to Ourrelveas

DISCOVERING

ADAPTIVE

UNCONSCIOWUS
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Shower…. Drive home
You can do this because of repetitive experiences
Ever wonder why we still have DVT’s
Bad events don’t scare me….
The only way out is reflection
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Threat 6:
lgnoring Cultural Change



Culture

Shared Roles, Goals, Expectations and Beliefs. ..
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As tough as DVT prevention might be…. Imagine if you were tasked with getting your whole institution to not eat for a day…. Or to not eat meat for 40 days…. Or to wear their hair a certain way



Culture

Shared Roles, Goals, Expectations and Beliefs. ..

Traditions
Songs
Symbols

Scripture
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Crazy game…. 13 players…. Lots of testosterone… No rules…. No pads… and only one ref. You think there were would be fights galore. But there are not. Why
It is what happens after that portends the within.
Teams that play together stay together 











Threat 7:
Failing to Master Change
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“He’s really good when things suck.”

- My dean, on “What do you think of Jeff Wiese



The Power of Cognitive Dissonance
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| eaders vs. Mavens
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Threat 8:
Not seeing the potholes ahead



Going it alone... and without provisions
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Being the self-made man/woman
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Re-inventing the wheel
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Trying to Cure Cancer


Presenter
Presentation Notes
Sickle cell




Presenter
Presentation Notes
Sickle cell


Threat 9:
Fallure to Create Soil for Change
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Urgency NOT the ACGME
Persistence
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10 minutes….. The summation of which will be that final chapter in the story of each of us. The day that you stand before God, and the day that she asks you… for the talent I gave you, what did you do with it… for the time I gave you… how did you spend it. 

What is the right answer to those questions?.... I don’t know…. But it feels like what we are doing here together, gets mighty close. 

I look forward to the next chapter you will write in the story of us. 
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The same minds that
created the problem cannot
be the ones to correct it.



We cannot become who we
want to be, 1f we continue
to be who we are.
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