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Part One: The Case for Standard Work in Healthcare
Chapter 1

When Clinical Best Practice is Not Actual Practice

Health care can be dangerous. In 1999, the Institute of Medicine first brought to the forefront the epidemic of medical errors. At that time, it was estimated that as many as 44,000 to even 90,000 Americans die each year as a result of medical error. Using the lower estimate of 44,000, medical errors ranked as the 8th leading cause of death. Medical errors, incredibly, were statistically ahead of death due to motor vehicle accidents (43,458), breast cancer (42,297), or AIDS (16,616).
 And while each of these other major causes of death are the target of concerted and continual efforts to reduce their totals through activism, fund raising, and research, deaths due to medical error seemingly fly under the nation’s radar and go unnoticed — until you become the victim of an error.

Health Grades, Inc. released the 2nd Annual Patient Safety in American Hospitals Report in 2005. In this report they noted that for every Medicare patient that experienced one or more safety incidents, what the IOM defines as an “accidental injury due to medical care, or medical errors,” he or she had a 1 in 4 chance of dying.
 Between 2001- 2003, there were more than one million incidents associated with $8.5 billion of excess cost.
 Hospital-acquired infection rates alone accounted for 9,552 deaths and $2.6 billion in excess cost, almost 30% of the total excess costs related to patient safety incidents.


These numbers amount to nothing less than a healthcare epidemic that cannot, and must not, be ignored. When our goal is “one preventable medical error is one too many” and when our nation is being crushed by the high cost of healthcare, these tens of thousands of deaths and tens of billions in excess costs are simply not acceptable. What is more, medical errors are not limited to hospitals. In 2009, the Journal of the American Medical Association published an article comparing malpractice claims between inpatient and outpatient settings. They found that the number of claims reported to the National Practitioner Data Bank for events in the outpatient setting were similar to those reported for the inpatient settings.


The Institute of Medicine and other reporting agencies have put real numbers to this critical issue, but it is sad to say this danger is not new. We have always known that errors do sometimes occur but, nevertheless, no one in health care wishes to be involved in harming a patient or in making any type of error. In fact, we are drawn to this profession by the desire to help; to relieve suffering and to heal. We are good people who are called to do this important work and we want to do it well so it is devastating to be involved in an error. The reality, though, is that everyone learns from their mistakes and adjusts their practice so that they never make the same error again. But there are too many types of errors and there are too many of us care givers to cover every possible mistake that might happen. Most importantly, patients simply cannot afford the terrible burden of all of us learning from our individual mistakes.


In the years since the IOM report, the best minds in our industry have worked to identify the factors that contribute to the risk and the opportunity for making errors. For example, we are moving away from excessively long mandatory hours of work, standardizing abbreviations for medications and eliminating needles wherever possible. Perhaps most importantly, we are eliminating the culture of blame. Blame does nothing to improve safety. In a culture of blame, no one speaks up, no one calls out the potential for an error, and few report actual errors. The problem in health care is not” bad workers,” the problem is “bad systems.” Dr. Paul Batalden, an expert in quality improvement in healthcare and founder of Health Care Improvement Leadership Development at Dartmouth, has said that our systems are designed perfectly to give us the results that we are getting. If we believe this, we can move forward. There are three things which we must do in order to correct and improve our systems:

1. We must systematically engineer safety into our care

2. We must provide more effective training for new care givers in the profession

3. We must continually update our training for veteran employees and move clinical best practice from research studies into actual daily practice

Engineering Safety Into our Care

In all facets of our culture there has long been the notion that “accidents will happen,” which implies that these tragedies “can’t be helped” or that they are “the cost of doing business.” This way of thinking, of course, provides very little solace to the victims of these accidents and, as we have pointed out, they are equally as devastating to those who commit them. The truth of the matter is that accidents have causes and if these causes are eliminated then the accidents can be prevented. This takes an incredible amount of effort to achieve but when the result is nothing less than possibly saving a human life, there should be no limit to the energy we put into this endeavor.

The good news is that the work of providing safer care has begun. For example, we know that there is a high risk for errors prior to surgery or procedures, and that these errors can be catastrophic. In the past, there was oftentimes a culture of intimidation contributed to by the authority asserted by the proceduralist as well as the urgency created by a very busy schedule. With individual team members busily preparing and performing their own duties, no one member of the team had the opportunity to keep the whole picture in view and this narrow-mindedness of vision and purpose allowed for mistakes to slip in. There is no shortage of horror stories about incorrect limbs being amputated and patients being treated for illnesses they didn’t have. By engineering a “pause” into the process and using a checklist of critical elements in surgical and procedural areas, we are changing that culture. Everyone involved with the care of a patient, regardless of their role, is now required to speak up and concur with the proposed plan for care. The checklist provides the structure for everyone to follow and assures that every important item is reviewed by the entire team prior to caring for the patient (see Figure 1-1). 
Insert Figure 1-1 near here.

To counter the stigma associated with being involved in an error, and to reverse the culture of blame, we are working towards transparency and more open and honest communication. We demonstrate this by reporting actual and potential errors and openly discussing these in team meetings where everyone is given the opportunity to express their concerns without fear of reprisal or condemnation. During these discussions, the emphasis is not on who is to blame but on what contributed to the event, how we counter those factors, and what will be done to implement and sustain the countermeasures. Most of all, recognition is given for the reporting of these problems so that people are encouraged to continue the practice. An example of talking points to assist a leader in facilitating this type of discussion is included in Figure 1-2. 
Insert Figure 1-2 near here.

Another way that hospitals and healthcare centers are trying to engineer safety into their processes is the way in which we use technology to purposely prevent errors. With electronic medical records, for example, a patient’s medical allergies are stored in the database and if any provider prescribes that medication, the program will alert the provider to the risk of adverse reaction. Also, the electronic medical record eliminates the need to interpret handwriting and puts the patient’s past medical history right at the fingertips of the team. This is great work and must continue. As we learn more about the systems that we have designed, we are actually seeing more and more benefits; the momentum is around us. 
The more we understand the contributing factors to medical errors and mistakes, the more successful we will be at eliminating risk. As we eliminate risk, we eliminate errors. Therefore, the need to engineer safety into our care is one of our greatest needs. We must rethink and redesign our processes, both human and mechanical, so that they provide safety as the overarching and uncompromising goal. In order to achieve that goal, though, we must also have a mechanism that ensures these redesigned processes actually become a regular part of our daily work. As we will see in this book, the Training Within Industry program provides a specific and learnable skillset that allows us to take these improved processes, both hard and soft, and make them our standard way of working. This brings us to our next two goals around training people, both new and old, in the best clinical practices to date.
More Effective Training for New Care Givers

The second need for our industry is the need to train new care givers into the profession. In years past, training was seen as a sort of rite of passage or initiation. Newcomers had to earn the respect of their peers and knowledge was acquired individually, over time, with the burden and responsibility of being trained placed on the learners themselves. Competency, which was coveted above all, was elusive. “Experts” enjoyed the status and exclusivity of the title and were not forthcoming with sharing their “hard-earned secrets of the trade.” A successful new staff member was one who remained vigilant in order to recognize and collect the best practices from among his or her peers who operated under the cultural principle of “do as I do.” Over time, then, by watching numerous experts, asking the right questions, and trying out practices, good students became proficient care givers. 
TWI refers to this training method as “showing alone.” Eventually, the learner may understand how to do the job, but only being shown how to it leaves to chance the learner’s understanding of the importance of the job, the right sequence of steps, and the critical factors that make for the success of doing the job correctly. Moreover, this method does not include information that might make the job safer or easier to do. By leaving it up to the learner to “figure out” how to do the job, the result is that patients become the guinea pigs of this learning by trial and error. No one should have to experience this ineffective approach and it goes without saying that this is exactly where many of the medical errors we discussed earlier occur.

 The industry has long since moved away from this approach though it is still, unfortunately, deeply entrenched in the culture of how things get done in healthcare. Today training models based on mentorship, where learners are assigned to a competent worker — a preceptor or buddy — to instruct them are the norm. While this is an improvement from our previous random instructor model, there are still many deficiencies. First of all, not every competent worker makes for a great instructor. A person may be skillful at doing a job, but that is different from being skillful at instructing that job — these are two separate and distinct skillsets. Characteristics such as a willingness to learn themselves and having a genuine caring and concern for others are just two qualities identified by Liker and Meier in their book, Toyota Talent (McGraw-Hill, 2007), where people are not assigned to be mentors based solely on their job skills and availability but on their aptitude to be good trainers. Figure 1-3 is an example of how information from Toyota’s experience might be incorporated into an assessment tool helping to identifying the potential for great trainers. 
Insert Figure 1-3 near here.

Secondly, and perhaps most importantly, even if we assign people with the right qualities to train our new care givers, they need a strong method by which to perform that training. In other words, they need a sure and dependable method that will work every time if it is applied in order to ensure that learners are fully capable of doing their jobs and adhere to the best practices for doing them. This training method should not be left to chance or to the whim and individual preferences of different trainers. In effect, what we need is a standard for training, just like we need a standard for any other process or task, so that every time training is performed it follows a defined method that ensures success. This is the method we will present in this book called TWI Job Instruction.
The process by which we learn a clinical practice is now moving toward incorporating skills labs and the chance to practice best practice procedures in a controlled setting. This removes the patient from the first trial performances while simulating a real clinical setting. Instructors show and tell how to do procedures and the TWI method works just as well in this setting. The constraints for this method of training, however, are the resources of space, the cost of the technology and equipment, freeing care givers up from current assignments of providing direct care, and the limited number of clinical situations that can be set up in the skills lab. 
Training Veteran Employees in Clinical Best Practices
In addition to training new staff members how to be competent in the delivery of care, there is an urgent need to move clinical advances “from the bench to the bedside” or from research studies into actual daily practice. There will always be the need to update our practice and, as professional clinicians, we must actively pursue the advancement of our craft. We are trained in the scientific method where hypotheses are tested and statistical rigor is applied and retested. Once assured that the new process is an improvement over the current process, we publish the findings. This is done via numerous modalities: papers in journals, books, presentations at conferences, or, increasingly, via the internet. The method of information dissemination is well-established and expanding with new technologies. Access to these new findings is readily available. Our professional training and the need to maintain accreditation by obtaining continuing education drives us to seek out these new practice findings so we read articles, attend conferences and webinars, discuss and debate the new findings, and incorporate them into our own practice. 
The reality of this process, though, is that it is very slow moving. It may take up to 10 years or more for a known best practice to make its way into daily practice with a critical mass of care givers. Why does it take so long if we have a reliable process for assuring the recommended change is warranted and we maintain a reliable and diverse means of “getting the word out”? Why don’t we adapt the new recommendations immediately? 
One explanation, and there are several change management factors to consider, is found when we critique the method by which we update practice within our organizations. Again, it is the way in which we design our systems that holds us back. We typically assign an expert clinician to write or rewrite a procedure document depicting the way in which specific care ought to be carried out. These experts have access to the best and latest research publications and they are trained to interpret and translate the findings into actual practice instructions. This is important and good work that has a well-established history across nearly every organization. The problem is how we next use these documents with our staff. 
How do we train everyone in this new technique of delivering care? Everyone is busy and the entire staff is never completely together in one location so we come up with novel and creative ways to try and change people’s regular routines and behavior. Popular methods include physically posting or electronically sending the new procedure document for staff to review themselves when they have time. The document might be lost amongst other emails or visually not accessible given the large number of other important postings in a department. Another common method to inform staff of changes is to present the information at a short “huddle” or at a staff meeting where staff pauses from their work with patients to hear announcements. Both of these strategies fall back on a less effective method known in TWI as “telling alone” where an instructor tells the learners the critical information and they must organize and filter the information correctly if they hope to recall it at a later time. Even if they can do this effectively, there is still no guarantee that they understood the information they were told correctly or can actually put it into practice.
Another drawback to the procedure update process is the fact that we commission this work in batches, usually once a year, or, even more likely, every three to four years — usually in synch with an outside accreditation visit. There may be a dozen or more updated procedure documents for staff to review. We may even strategize a half day training session to run everyone through stations to quickly cover all of the new material with a large number of staff to get it all done “in one shot.” This method of training will usually produce nothing more than a completed checklist. Staff will be signed off and we may be tempted to symbolically wipe our hands of this task declaring that we have trained everyone necessary in the new best practices when we know, realistically, that these practices will not in fact become the norm. 
Yet another drawback to the procedure update is that the research findings for new practices, which confidently declare themselves to be a “Best Practice,” give an abundance of technical information but very little, if any, practical directions on how to actually perform the practice. For example, when using a specific type of personal protective device against a particular organism, the research does not include such practical logistics as the sequence in which to don (put on) the protective equipment and how to safely doff (remove) the equipment with the least amount of risk for contamination or exposure. A review of one medical center’s policy for personal protection equipment use revealed a 10-page document containing 16 links for additional information! 
One useful attachment to this larger document is shown in Figure 1-4. This is the summary of what ought to be worn for the potential of different exposures. This table summarizes a lot of information for the worker and can be pulled up at the point of use in the clinical area as a reference when needed. This is an example of a practical tool that is useful to manage a large amount of complex information. What is missing here, though, are hands on instructions for how to don and doff the equipment prescribed in the guidelines. Figure 1-5 shows a TWI job breakdown developed to train staff in exactly how to put on the protective equipment most used. This breakdown is used in conjunction with the table identifying which equipment to use in which situation. Both tools are important in achieving the results that we are after: protection and prevention of the spread of diseases. Part Two of this book will describe how this breakdown is made and used to effectively teach the job.
Insert Figures 1-4 and 1-5 near here.

As with the training of new health care providers we looked at in the previous section, if we want clinical best practices to be adopted by our veteran workers and to become the standard way we do work, then we need a sure and dependable method of training them in these practices. The TWI method not only ensures that learners will be able to perform the new procedures but it also does this in a way that gets these best practices out into the health care units quickly and effectively. If we want to improve our practice, and reduce errors and inefficiencies, then we must employ better methods of introducing and locking in the best practices we develop. The need to continually update our training, then, is the 3rd need for health care.
Conclusion  
Training Within Industry’s Job Instruction program meets these three identified needs in health care: engineering safety into our care, providing more effective training for new care givers, and continually updating best practices for veteran employees. The job breakdown tool gives us the means to combine the evidence-determined best practice with the logistical tips and tricks of our most seasoned workers. We can engineer safety into the exact point in the process where there is a risk, thereby eliminating that chance for error. The 4-step method of Job Instruction provides a practical method for layering information into right-sized pieces so that the learner can “digest” the content. This method combines showing with telling and matches up with our new commitment and pursuit of a supportive environment. 
If we want to turn best practices into actual practices, then we must learn to train more effectively. Just because we say we have a standard, and document it accordingly, doesn’t ensure that people are actually practicing that standard. Changing people’s behavior and actions is the most difficult task of all. It takes real skill to make and enforce that change. For the safety of our patients, and the long term viability of our healthcare organizations, that effort is just what is needed.
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