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Chapter 2
The “Art of Medicine” — It’s the People

Is medicine art or science? This is an age old question, not unlike the chicken and egg dilemma. It is, of course, both. Science deals with a systematic understanding of our physical world whereas art is the conscious use of human skill and, from a broader perspective, creative imagination. We advance in science through empirical study while we develop art through practice and experience and inspiration. But in today’s ever expanding scientific world, we cannot deny the art of medicine. For all of our clinical studies, evidence of best practice recommendations, and outcome measurements to validate the effectiveness of our therapies, we are still dependent upon the human elements of critical thinking and judgment to deliver good health care. 
The reality of medicine today is that there are many areas that have yet to be studied or recommended upon. To put it the other way around, we know what to do with absolute certainty in only a few areas. This means that healthcare practitioners at all levels must use their experience and trust their judgment in order to make the right decisions and perform the correct procedures. This good thinking is the real Art of Medicine. With good reason, then, there is much skepticism over efforts to rationalize the work we do in healthcare to make it more efficient and productive, as if we were workers on an assembly line at a Toyota factory. While no one denies the overarching role of science when it comes to understanding human health and biology, we certainly must also recognize the unique human contribution that is added to each and every healthcare interaction and intervention.
Standard Work is often criticized as just one such threat to autonomy of practice, a threat to the practitioners’ freedom to apply critical thinking and judgment to a specific patient care situation. It is thought that Standard Work is in direct opposition to the customization and individualized care that is central to effective healthcare. The terms “cookie cutter medicine” or “one size fits all” are often used to counter and criticize the proposition of creating “standards” to healthcare practices. However, medically treating every patient with only one tool, such as one antibiotic or one surgical procedure, is not at all what is meant by standardization. Standard Work is about creating reliability in the process and stability in the overall delivery of care. It is about making routine the elements of care that we know to be beneficial so that we can create capacity for critical thinking and deduction where it is most needed. By stabilizing part of the care, we create more room for good thinking. Reliability in our care, after all, is the only way that we will be certain that what we are doing is beneficial and not harmful to the patient. 
“Pit Crews, Not Cowboys”
In May of 2011, The New Yorker posted Dr. Atul Gawande’s commencement address to the Graduates of the Harvard Medical School.
 Dr. Gawande is Associate Professor of Surgery at Harvard Medical School and Associate Professor in the Department of Health Policy and Management at the Harvard School of Public Health and is the bestselling author of Better and Checklist Manifesto. In his address, Dr. Gawande contrasted medicine of the past with today’s challenges. He described how we now have treatments for nearly all of the tens of thousands of diagnoses and conditions afflicting human beings whereas only 60 years ago “there were only a few.” We have more than six thousand drugs and four thousand medical and surgical procedures. Moreover, these advances have come to us within one generation of training professionals. It is no longer possible for any one person to possibly hold all of the knowledge and technical skills needed to care for a patient, he explained, and yet our medical schools still train in the style of the Craftsman. Medical training is still designed to prize autonomy, independence, and self-sufficiency among its highest values. 
Dr. Gawande points out that, “Medicine’s complexity has exceeded our individual capabilities as Doctors.” In actuality, every individual contributes only a piece of the total care for a patient so if we continue with a structure that prizes autonomy and independence, it will be difficult to achieve great care. We need to understand what each individual contributes and how each contribution adds value to the care provided. And, Dr. Gawande believes, if we want to be able to function on this wide of a scale, we need discipline, “the belief that standardization, doing certain things the same way every time, can reduce your failures.” That is the theme of this book and the skill of Job Instruction described here gives us a means to demonstrate the exact value that each job contributes.

Our current state of poor clinical outcomes, such as hospital acquired infections we described in the last chapter, bear the truth to the premise that it is no longer possible for any one doctor to hold all the information and to possess all the skills needed to manage everything themselves. The public’s experience is that we have amazing individual clinicians and the most advanced medical technologies but that these do not consistently come together to provide a complete and consistent system of care. “We train, hire, and pay doctors to be cowboys, but its pit crews that people need,” according to Dr. Gawande. In a NASCAR pit crew, for example, you have individuals assigned to specific tasks, namely, jacking up the car, changing the front tires, changing the rear tires, carrying the tires, and putting fuel into the car. There is also a utility person who attends to the driver and cleans the windshield. Working in perfect, well trained harmony, this team can change four tires and refuel a racecar in 12 to 16 seconds. And depending on the always unique and differing conditions of the race and the racecar at the time of the pit stop, each of the members of the pit crew will help each other with their tasks — the gas man will help pull away old tires if the car doesn’t need full refueling and the jack man will watch to be sure the tire changers have secured all the lug nuts.
Our responsibilities extend beyond the competency of our own professional contributions, just as any one person on the pit crew, while performing a specific and highly defined role, is responsible for the overall success of the race. They extend to understanding all the critical parts needed and the sequencing of these contributions to achieve the most optimal outcome for the patient. Imagine an outpatient clinic visit where there is no waiting because your health care team is expecting you and has each step of the process choreographed right from the minute you walk in. Imagine a system of health care where the right screening and detection procedures are followed at the right time in your life based upon your health risks. Your history and medication information follows you no matter which specialist you see in a coordinated system where each piece picks up right where the last one left off. Each provider understands the contribution of the other towards optimizing your health. 

To reach these kinds of results will not be easy, but it is possible. As Dr. Gawande explains:

And the pattern seems to be that the places that function most like a system are most successful. By a system I mean that the diverse people actually work together to direct their specialized capabilities toward common goals for patients. They are coordinated by design. They are pit crews. To function this way, however, you must cultivate certain skills which are uncommon in practice and not often taught. 


To get colleagues along the entire continuum of care to function together like a pit crew will require humility — an understanding that no matter who you are, how experienced or smart, if you rely only on yourself, you will fail. It will require discipline in order to standardize care — performing certain tasks the same way every time in order to reduce errors. And it will require teamwork — the recognition that others can save you from failure no matter who they are in the hierarchy.

Where Things Go Wrong
As we stated above, the discipline required to standardize our work is no easy task. On the surface, it appears to be a grand, noble and even obvious work; it is a philosophy that most of us can readily recognize as beneficial given the potential gains. But to act on this vision requires a commitment to the details. A commitment to do all of the small things right all of the time. Believing in this philosophy and doing it, however, are two different things. 
Throughout the healthcare industry, good clinical practices are already established for many simple procedure recommendations, practices that are backed by the strongest evidence. In these cases, we no longer question the strength of the science behind the guidelines. Yet, contrary to all reason, we do not follow these standards consistently. We “override” the recommendations with our own logic and rationale. Hand hygiene, where people do not wash their hands when they know they are supposed to, is the classic case but there are others. For example, healthcare workers oftentimes override recommendations in the application of a complete set of personal protective equipment (gown, gloves and a mask) when entering the room of a patient in isolation. We may say, “I’m not planning on touching anything, and this is for contact precautions, therefore, I do not need to wear any protection.” Or we may say, “I’m just going in there for a second; no need to gown, I’ll just hold a mask up to my face.” 
Labeling a specimen is another such case. Here a prescribed sequence of actions is designed to minimize the risk of unlabeled or mislabeled specimens from reaching the lab. This process includes matching the label to the patient’s armband for verification, collecting the specimen, and attaching the label right there on the spot. Yet we still have unlabeled and mislabeled specimens that reach the lab. How can this possibly happen with such a specifically prescribed process? One organization discovered that the printer for the patient labels was located in one area of the department, the lab collection materials in another, and the patient in a third area — their room. Because the staff member had to round up the needed supplies from two different areas before entering the patient’s room, they sometimes made the decision to override the standard by taking a shortcut, dropping the step of obtaining the label before entering the patient’s room. The rationale used was, “I’ll label it when I get back to the Nurses’ Station. I have to come back anyway in order to drop off the specimen for transport to the lab.” By rationalizing the omission of the critical safety check of comparing the label to the patient’s armband, mislabeled specimens creep into the process.

Other examples of not following our own practice guidelines include both simple every day practice shortcuts as well as more personal practices that keep us safe and healthy even as we work around sick people. We fail to follow procedures such as how long to swab an intravenous port before injecting a medication or a catheter lock before accessing it. We fail to follow health maintenance screenings or even, amazingly, schedules for getting an influenza vaccination for ourselves. When we investigate the root cause of an error, we often find a “failure to follow the procedure/protocol.” Is this really the root cause? If we continue to ask why (“Why was the protocol not followed?”) we start to get more specific and useful answers:
“It was too far to walk; I was trying to save time.”

“I did not understand the details and why they were important.”

“I thought that my way would be easier.”

Knowing the right thing to do does not seem to be enough to influence practice. We will not achieve reliability if only some of us follow the standards some of the time — or even if most of us follow the standards most of the time. To achieve reliability it must be all of us, all of the time. We will need to work together to discover the best sequence and the best way to deliver care.

Where We Go From Here
Some of our most recent success stories around improved clinical outcomes come from establishing reliability — doing what we know to be the best clinical practice every time. No editing, no workarounds, no short cuts, and no additions of “my way is better” edits. The best examples of this good work come from what is known as Bundled Care. Care bundles, in general, are groupings of best-known practices with respect to a disease process that when applied together confer substantially better outcomes. The science supporting the bundle components is sufficiently established that the bundle is now considered the “standard of care.” The key component moving forward, then, is to practice the standards correctly and consistently.
A classic example of bundled care is the Central Line Infection Bundle. According to the Institute of Healthcare Improvement, 48% of ICU patients have central lines accounting for 15 million central venous catheter days per year in ICU’s.
 Studies of catheter-related blood stream infections that control for the underlying severity of illness suggest that attributable mortality for these infections is 4 - 20%. Thus it is estimated that between 500 and 4,000 U.S. patients die annually due to blood stream infections.
 The cost of care is estimated to be between $3,700 and $29,000 per infection occurrence.
 The essential elements of the Central Line Bundle are:

· Hand hygiene

· Maximum barrier precautions upon insertion

· Chlorhexidine skin antisepsis

· Optimal catheter site selection

· Daily review of line necessity and prompt removal of unnecessary lines


By identifying the key components of care, and establishing reliability in the Central Line Infection Bundle, practitioners as Virginia Mason Medical Center were able to bring these dangerous infection rates down. Figure 2-1 shows the rates of infection before and after a team of caregivers was dedicated to implementing the bundle. These results were achieved by not just agreeing to perform the standards, but coming together to establish the detailed logistics of exactly how each of the items in the bundle would be carried out by each and every care giver. Attention to the small stuff. What is more, the tenacity of the team around checking results as they gained reliability provided further guidance on refining the procedures. 

Insert Figure 2-1 near here

This is the direction that medicine is headed: achieving reliability with good clinical basics that we know contribute to the better health and well being of our patients. And this is, in fact, the Art of Medicine. Since art is skill in doing something, it comes from the people who perform quality work reliably and consistently. We must be trained properly to achieve these needed skills and, as we discussed in the last chapter, no healthcare facility should rely on a long process of “trial and error” to obtain good results from the work their people do on a regular basis. Science gives us the technical details of what it takes to heal the sick, but it is still people who must learn to perform the needed tasks to carry out this work. Technology can help us here, but it can never substitute for the skillful hands of the people who actually touch the patients.
As we stated at the top of the chapter, there is much misunderstanding and resistance to Standard Work in healthcare. A neurosurgeon, commenting in The New Yorker on the Harvard commencement speech, called Dr. Gawande’s analogy to healthcare workers as pit-crews “pure drivel.”
 Because people are human beings, he claimed, their diseases do not affect them like they would machines. “Doctors are not simply mechanics that can choose a protocol that produces the same result by working on the same problem every time. Medicine is an art as much as a science and requires dedicated professionals who use their mind, training and experience to provide customized, compassionate care each patient needs.” Well said. But the surgeon’s implication here is that the protocols we enact do not allow for customization depending on patient needs and based on a doctor’s experience and judgment. Just the opposite. Because we identify and take care of the basic things, just like a pilot takes care of all the fundamental things on the takeoff checklist that need to be done, we create capacity to use our “mind, training and experience” to address the truly unique aspects of each individual patient’s needs.
This work is an excellent match with the methods of TWI. As we shall see in the Part 2 of this book, training a person in the “knack” of doing a job or how to perform the “tricks of the trade” is all about understanding the intricacies of responding to the many subtleties and variations we encounter in each iteration of performing a job. Knowing what to look for in a medical procedure or how to approach a patient who is nervous and afraid are things that we can define and learn. Following a defined protocol does not take away from delivering unique services any more than scheduling your appointments takes away from your ability to be spontaneous. When you have a well-made schedule you have a good handle on what your needs are for that day and then, and only then, can you respond appropriately to the unique situations that arise without failing in your overall duties and responsibilities.

A dependable means to achieving consistency of practice is to apply the concepts of Job Instruction to the design of Standard Work. When creating the JI breakdown for lab specimen labeling, for example, the authors went to the workplace and walked through each Important Step, questioning whether it “advances the job,” reviewing even the hand motions. By doing it at the work site, discoveries could be made such as the long distance between where critical supplies are stored or the discovery that the labels were stored at the specimen drop off location instead of near the clean specimen containers. By asking themselves what “makes or breaks the job” or “makes it safer or easier,” Key Points were discovered that could help the learners understand the details of why it is important to do this job exactly this way. We uncovered the best way to do the job in the safest, easiest manner. Then, by teaching this “one best way of doing the job” in an effective manner that not only shows the learners what to do but motivates them to do it that way each time, we can ensure that this part of our daily work is completed correctly each time it is performed.

Long ago, Taiichi Ohno, who was the founder of the Toyota Production System, observed that, “Without standards there can be no improvement.” We find this to still be true today and we find that it applies as equally to healthcare as it does to manufacturing. Standards provide reliability, reliability provides visibility, and visibility provides our next opportunity to improve. If we truly want to get better in healthcare, we must get back to the basics and that starts with creating and maintaining standards for the good work we do each day.
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