By J. Daniel Beckham




Andrew's Not So Excellent Adventure

You can spend every day of your life in a hospital and still not understand its fundamental realities.

My son, Andrew, was six-years-old when he began what would end up being a nearly nine-week stay in a children's hospital.  He had developed a relatively uncommon condition called Henoch-Schonlein purpura.   He got better, but was changed.  He was much older.  So was I.  No one can spend much time in a hospital struggling with a serious illness or injury and not be changed by the experience.
Some observations:
Compassion is no substitute for competency.  In superficial short-term medical encounters, a smiling face and a gentle hand impress.  In the long-term, it's competency that you begin to value.  You find that kindness is a relatively abundant commodity.  It's confidence, borne of knowing, that's too often in short supply.  It's often been said that nurses become hardened by their experience.  This may be true.  They also become more knowing.  The same can be said for physicians.  A physician friend told me once that, when the chips are down, patients don't want to see the doctor scratch his head.  He was right.  Does this mean I found myself disinterested in compassion?  Not at all.  But I also found it didn't count for much unless it was bundled with competence.

Doctors are tourists.  The notion of "doctors as tourists" is borrowed from an article by Laurie Sue Brockway that appeared in Life in Medicine.  The truth is that most doctors, even those who are in the hospital, are visitors to the world of the patient.  The patient's world, particularly those who are hospitalized for any period of time, comes to consist of a tightening circle to which the physician is often an outsider.  The circle consists of concentric rings of relationships which may shift and flux, but most often consist of family members, nurses and the family members of other patients.  It is a group that can quickly develop a deep reservoir of shared experience because of mutual involvement on the same battlefield.  Like the general absent during much of the shooting, some doctors arrive in a clean uniform, helicoptered in from the rear.  Closer at hand are the second lieutenants and colonels (residents and house staff) who are at least covered with mud.

Nurses are the flexible joint in the hospital.  There's no doubt about it, nursing is where the rubber meets the road.  It's also where much of the improvisation and humanizing of health care takes place.  The wrong med arrives and a nurse adjusts.  A physician is unavailable and a nurse compensates.  The unexpected occurs and a nurse explains.  Pulled in different directions by administration, physicians and patients, the nurse gets stretched.  Hospitals would cease to function without nursing’s blessed capacity to compensate for systemic inadequacies.

Functional silos and specialization are the Achilles heels of health care.  The patient passes from department to department and specialist to specialist who, like horses with blinders, can lack the benefits of peripheral vision.  Once medical attention passes from one organ system to the next, so does the physician's attention.  Not because physicians are unconcerned or insensitive but because they and the patient are all victims of specialty myopia.  Gastroenterologists focus on the gut.  Orthopedists concern themselves with muscle and bone.  They go about their business as if the organs of their concern exist in splendid isolation.  The ultimate irony is that we've set up a delivery organism with inadequate neural pathways unable to conduct the spark of communication across its ever widening synapses.  Human beings, six-year-old boys and 80-year-old women, come as complete packages.  They are holistic.  And they too often get mauled by a system where ever narrower specialization is viewed as a virtue.  Like the Galapagos, these functional and specialty islands isolated from each other evolve cultures and systems that are dangerously self-contained.  When they collide, it can be tough on patients.
Hospitals are scary places.  Any health care professional who spends much time around one knows that you don't want to stay any longer than necessary in a hospital.  Clifton Meador, M.D., a former Director of Medical Affairs at St. Thomas Hospital in Nashville, put it clearly in a book of advice he wrote for his colleagues, "A hospital is a dangerous place.  Use it wisely and as briefly as possible."  It's said, often whispered in the cafeteria by knowing family members, that if the disease doesn't get you, the hospital may.  It may not be as dangerous as Russian roulette, but it feels that way sometimes.  Every day you spin the chamber.  Click.  Heavy sigh.  Congratulations, you made it through another day without a complication.

Common sense too often gets left at the front door.  Something happens to otherwise intelligent people when they become cogs in dysfunctional systems.  Years ago, I remember being struck by an incident I read about that related to physicians and nurses who spent 30 minutes trying to uncover the breakdown of a monitoring system at the nursing station.  It was no longer reporting a heartbeat.  Only after the focused attention of some very bright people did a nurse discover the obvious - the patient had died.  Ludicrous?  Don't count on it.  One night Andrew was running a dangerously high temperature.  A physician's order was written to keep the patient at normal body temperature through use of a cooling pad.  The order was misinterpreted, and the cooling pad was turned up - effectively becoming a heating pad for a kid already running a 105 degree temperature.  

What happens to common sense in such situations?  My father related an explanation.  As an engineer, he had seen a phenomenon that in his circle was described as, "Lock on.  Lock out."  Once a solution or course of action is locked onto, other solutions (and common sense) are often locked out.  We experienced another example of this that was even more painful.  Andrew had a central venous catheter surgically inserted into a main artery to get nutrients, fluids and medication into his system.  It became infected and had to be replaced.  When a particularly viscous medication was later administered, the pressure on the infusion pump climbed alarmingly high.  A problem was locked onto (the catheter must have a kink in it) and other causes locked out.  The surgeon arrived to pull the line out a little to free up the kink.  He arrived with syringe, needle and thread in hand.  As Andrew looked on in panic, the surgeon went to work.  The catheter was pulled out.  Hmm.  The pressure readings on the pump were still high.  It wasn't until the next night that the real problem was identified.  There had been a filter used on the infusion line.  Indications for the drug specified "no filter."  It was the filter, not a kink, that had driven the pressure on the pump up.

One mistake sets off the next.  This should come as no surprise.  One mistake sets in motion a chain of subsequent mistakes that can lead to disaster.  The filter mistake started somewhere (in a world of functional islands, fingers point quickly in different directions) and then caused a whole set of dominoes to topple.  The pharmacist was out when nursing called to check on whether to use a filter (Domino one).  Another pharmacist was spotted on the floor. "All central venous lines get a filter," he said (Domino two).  Except this particular drug, as a manual at the nursing station explained (Domino three).  An unnecessary trip to X-ray and an equally unnecessary traumatic surgery is undertaken (Domino four).  The patient doesn't get the medication (it's filtered out) (Domino five).  Patient, family, nurses, pharmacist and physician are alienated (Domino six).  Communication and trust begin to break down (Domino seven).

Continuous quality improvement isn't enough.  Quality gurus say the problem lies in the system.  And they are often right.  But some problems are not systemic.  They are personal.  The surgeon mentioned above did the procedure described without gloves.  A lab tech dropped vials and supplies all over the floor, swept them up with her bare hands and proceeded to stick Andrew for a blood draw without washing her hands.  No amount of systems reengineering or process improvement will fix these kinds of blunders.  These were personal acts undertaken at a point when the individual knew the right way and the wrong way and was not constrained in any way from pursuing the right way.  There is no fix for stupidity, laziness and lack of professionalism.  Some people don't care -- or at least not enough.  And because hospitals are such potentially dangerous places, the careless have no business working in one.  Beyond what they do to patients, they have a horrible effect on all those who are doing their best.  The surgical resident and the lab tech were exceptions.  With few exceptions, Andrew was blessed with physicians and nurses of extraordinary commitment, competence and tenderness.  His personal pediatrician was always there.  They were people who set aside the warnings of "getting too close" and went so far as to be truly loving.  And I was as angered on their behalf as I was on Andrew's by the actions of the very small number who had it within their power to do better but didn't.

Standardization is next to godliness.  In the weeks that I sat at Andrew's bedside, variation was the rule, not the exception.  Administration sets are the tubes that run from I.V. bags to the patient.  They are linked through a series of connectors.  I.V. bags are sterile.  Administration sets are sterile.  Sterility is always a concern.  It is a particular concern when you're flowing solutions into a major artery leading to the heart.  Yet these lines were constantly opened, their sterility destroyed.  What's the right way to do this?  No one really seemed to know.  Everyone had a different approach.  The situation wasn't helped by manufacturers whose lines also varied significantly in design and function.  They jammed and kinked with consistency.  Right way?  Wrong way?  There's controversy and debate over which way is best.  But one thing should be certain.  Doing it one way beats the hell out of doing it 20 different ways.  Like landing 747s at O'Hare, medical and nursing care should be areas where variation is subordinated to consistency.  And if experimentation is warranted, it should be scientific, not accidental.  Lack of standardization is clearly the soft underbelly of medicine and patient care.  

No relevant concept of team exists.  A sense of team that gives work a social context is fundamental to success.  In most hospitals, teams, to the extent they exist at all, still operate within departments and specialties.  Multidisciplinary teams exist only where reality regularly demands them - the emergency room and the OR where doctors, nurses and others are pressured into co-dependence.  Results can be dramatic.  Studies of quality in heart surgery and trauma suggest it may not be the skills of a surgeon that create consistently superior results but the existence of a cohesive multidisciplinary team that knows how to work together.  Teams are relevant.

Physicians, nurses, patients and families are emotional hostages.  The system imprisons everyone who comes in contact with it.  Patients and their family members are constantly torn between assertiveness and compliance, bargaining and demanding.  They cannot afford to alienate the caregivers on whom they must depend.  Yet some circumstances demand that they take that chance.  Doctors and nurses are taught that they must keep their emotional distance from patients and family.  Getting too close creates vulnerability.  Lurking in the shadows are attorneys hungry for litigation.  Relationships are reduced to "risk management."  Nurses hesitate to confront physicians or even too overtly try to help them.  Pediatricians hesitate to direct surgical colleagues.  Community physicians are sometimes treated like foreign intruders by faculty physicians.

Doctors are balanced on a cruel razor's edge.  Whoever created the mythology of doctors as scientists did them no favors.  If you're a scientist, I expect you to have the answer.  In the fat pockets of your lab coat, I expect to find irrefutable laws stripped of debate.  But much of the time the physician is unarmed.  The arrows in his quiver consist of possibilities not certainties.  He knows that the body often will not wait for the patient application of the scientific method.  This is a heavy burden for doctors.  I've seen it in their eyes -- young and old.  "I've never seen this before."  "This doesn't fit the pathology."  "The patient isn't responding the way he should."  There are choices now.  The doctor can flee physically or psychologically.  He can mask the uncertainty with pretense and posturing or he can admit he doesn't know.  He can ask for help.  In most instances, the better options are the last two.  Both pull him off the razor and put him, his colleagues, the nurses, the family and the patient on the same side.  The disease is the enemy.  The injury is the foe.

No one's in charge.  If this sounds like an indictment of management in health care, so be it.  Yes, there was somebody sitting down in the administrative suite engaged in something but whatever it was, it didn't necessarily extend to the floors or to the OR in a way that really mattered.  At critical points of decision, no one was clearly in charge.  There was in this hospital, and in most I would venture, an uneasy chain of deference.  Theoretically, the doctors were "in charge."  Only they could write orders.  But the doctors in reality had no ultimate authority over the pharmacy or the lab.  When things went wrong in areas with important impacts on their patient, the most they could often do was shake their heads.

Everyone involved in caring for the patient has an out.  Some of the mistakes that occur every day in a hospital are of the most careless and senseless kind.  As I've already suggested, many of these problems occur because of over departmentalization and over specialization.  But they also occur and reoccur because they are orphans owned by no one.  As the surgeon went to work on Andrew in his room, I found myself forced to hold one arm down while a nurse held the other.  Andrew's eyes, panicked and filled with tears, darted from nurse to surgeon then finally to me.  It wasn't until his eyes connected with mine that I finally realized who was in charge.  I was.  I didn't want to be.  I wasn't trained to be.  But I was forced to be in charge because no one else could be.

Peter Drucker once shared an old proverb, "Whom the gods want to destroy, they send 40 years of success."  He advocates a regular rethinking of the assumptions upon which management relies because he argues most organizations will find that those assumptions become obsolete over time.  Andrew's experience was shaped by such assumptions:  assumptions about the value of function and specialization, assumptions about managing people, assumptions about what can be changed and what can't be changed, assumptions about responsibility and accountability.

Andrew got better.  He was, like many children his age, blessed with resilience, optimism and no small amount of courage.  Somehow, maybe I learned more from Andrew than I did from his experience in the hospital.  Because those characteristics, resilience, optimism and courage, seem to me to be the most important assumptions upon which to build a better hospital.
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