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Overview of Session:

Effective systems-based practice is essential for delivery of high quality care.  Even though medical educators may understand many of the skills needed, significant questions remain about the best methods to teach systems-based practice, including systems-level improvement, to medical trainees.  In this session, strategies for meaningful engagement of residents and fellows in systems-level improvement efforts will be explored.  Barriers to success of interprofessional improvement work will be discussed, as well as practical means to measure success of efforts.  Attendees will be encouraged to identify one or more areas where interprofessional system level improvements might be enhanced or implemented at their institutions.

Educational Objectives: 
At the completion of this session the participants will be able to:

1. Articulate successful strategies for integrating interprofessional improvement efforts into graduate medical education programs.

2. Describe key process and outcomes measures that are associated with successful system-level quality improvement initiatives

3. Propose a strategy for increasing or improving opportunities for engagement in interprofessional system-based improvement efforts at their own institution.

Case Study #1 –   Improving Diabetes Care in the Residents’ Continuity Clinic System

After returning from a conference, the CEO of an academic medical center “suggested” that the director of the internal medicine residents’ clinic implement a chronic care initiative.  The clinic director felt that the project would be more robust (with less focus on his clinic) if the project involved the OB-GYN and Family Practice as well.


The medicine clinic director recruited several junior faculty and the chief medical resident to represent internal medicine.  The OB-GYN and Family Practice residency directors were interested in participating, and each brought along with them a senior resident from their residencies.  Several planning meetings were held involving the physician leaders.  It was decided that diabetes care would be the chronic illness to be studied as there were clear measures for success.  Several “Core Measures” were identified by the group.  Goals identified were hemoglobin A1C, Blood Pressure control, LDL cholesterol, BMI calculation, foot exams, ophthalmologic exams, vaccination rates, and monofilament testing.


As part of the “pre-implementation work,” residents, in lieu of the pre-clinic conference, were asked to review 10 charts of diabetic patients that had been pulled by the clinic staff.  This was to be done over the course of two weeks.  The “Core Measures” were extracted from the charts and placed onto data collection sheets.  Data from these sheets was then manually entered into a spread sheet by the clinic staff.  This work was done during times when the staff had “downtime.”  Data abstraction and entry took about eight weeks.


Also during this time, several forms were developed to help with future data abstraction.  New diabetes progress notes were developed that included space for all of the core measures to be written in (at each visit).  These new progress notes were colored yellow, so that the staff could easily identify which patients were diabetic so that they could put the charts aside after clinic and extract the data.  Special diabetic referral forms were then developed so that attempts to refer to specialists could be compared to completed referrals.  New diabetic lab forms were developed to track ordered versus completed labs.  Diabetic foot exam forms were also developed to help document foot exams.  Each of the forms was color coded to aid in data extraction by the staff after a clinic session.  All forms that were developed by the internal medicine physician leadership had to be approved by the Institutional Form Committee” which delayed the completion of the forms for four months.


During these months of planning, family medicine interest waned as they had embarked on other quality improvement endeavors.  OB-GYN began to lose interest as they rarely covered many of the things in the “Core Measures” during their routine patient follow-up.   They wanted to concentrate their efforts on pregnant women with diabetes and asthma.  As such, internal medicine became the sole residency program involved in the roll-out of the original project.  The internal medicine leaders then looked at the “flow” in the internal medicine clinic and developed new processes for patient flow that would allow for the “Core Measures” to be recorded and reviewed.  Part of this change in patient flow included placing all of the new forms on the charts of all patients with diabetes, regardless of their reason for their current visit.


After the pre-implementation data had been collected, the forms generated, and a plan for re-engineering patient flow was developed, the project was ready to be implemented.  The clinic staff had an in-service on the project and the change in patient flow.  The residents had a two meetings in which the there was areview of the project and new protocols.  This review included directions on how to fill out all of the new forms.

What do you think happened and why???


Case Study #2 – Sepsis Mortality Review


In September 2005, a case of a woman who died from sepsis was presented at the residents’ monthly Morbidity and Mortality conference.  Investigation into that case brought to light that patients in the hospital with sepsis had higher mortality rates than the national averages.  In response to this, the head of the Medicine Quality Assurance Committee convened a group to discuss sepsis in the hospital.  The group was comprised of the Quality Officer, a critical care specialist, a critical care fellow, the Chief Medical Resident, the internal medicine program director, and an infectious disease specialist.  The group decided that data would need to be collected before a quality improvement project could be entertained.  As care to patients in the MICU was provided by residents, the chief resident became the default leader of the initiative.

In November 2005, the group concentrated their efforts on figuring out how patients with sepsis would be retrospectively identified.  This was problematic as not all sepsis patients had “sepsis” as a diagnosis upon discharge/death.  Some in the group felt that enough patients had this “official diagnosis” to do the study.   Others disagreed but could not identify another way to realistically identify patients with sepsis.  Benchmarks for care were based on the “Severe Sepsis Quality Indicators” (from the Surviving Sepsis Campaign and the Institute for Healthcare Improvement).  In December 2005, the group concentrated their efforts on developing a data collection worksheet to use when extracting data from patient charts.  The group invested a lot of effort on the content of data included on the form.  Information included patient demographics, co-morbidities, source of infection, diagnosis on admission, laboratory data, SIRS criteria, Sepsis Quality Indicators, and patient outcomes.  Unfortunately, the worksheet was very detailed and extraction of data would be very difficult as much of the data was not routinely in the patient charts (or otherwise buried in the charts).  Also, it was unclear to the chief resident, what question the research was trying to answer.  She was unsure if the data collected would be able sufficient to answer any questions.

In January 2006, a pharmaceutical trial on sepsis was started in the MICU.  The original critical care leader and the fellow got involved in this drug trial and lost interest in the original sepsis QI initiative.   Without a clear faculty mentor, the chief resident struggled to put a team together to reinvigorate the effort.  Finally in December of 2006, the chief resident found two residents (who were interested in critical care and needed a research project) to become “champions” of the project.  These two residents spent some time modifying the data collection worksheet.   The resident champions started doing the chart reviews themselves, but quickly discovered that identification of appropriate patients was problematic.  Additionally, the data abstraction was extremely labor intensive (1 hour/chart).  It was then decided by the resident champions that, as part of the critical care rotation, all residents would review five charts and extract data.  After two months, only three charts had been reviewed.  The program director then made it a program mandate that all of the residents in the MICU review the appropriate number of charts.   The MICU Residents complained that the data was either not present or extremely tough to find.  Residents also felt they needed to make “value judgments” and extrapolate data, which called into question the validity of the data.   Most of the residents begrudgingly completed their reviews.

What do you think happened and why???
Case Study #3 – Collaborative Rounding in a Clinical Microsystem

After attending a number of Institute for Healthcare Improvement meetings, the internal medicine residency program director became motivated to bring the concept of interdisciplinary collaborative patient rounds to his institution.  Educators in the Department of Medicine had been pleased with the effectiveness and satisfaction engendered by this type of rounds as they were occurring in the intensive care unit.  The program director was excited about bringing this type of rounding style to a medical/surgical floor.  As there was not “geographic admitting practices” for internal medicine patients on these floors, the program director did not feel the establishment of a microsystem was possible for internal medicine.


Still interested in pursuing this concept of collaborative rounds, the program director and started engaging in meetings that included staff from nursing, pharmacy, patient logistics, and case management.  The goal of these meetings was to identify non-intensive care unit floors that could incorporate collaborative rounds.  After much discussion and analysis, the pediatrics floor was chosen as the best possible site- mostly because all non-unit level pediatrics patients were geographically admitted to one floor.


The medicine program director then met with the lead pediatrics hospitalist to get buy-in.  As this was an opportunity to showcase pediatrics to hospital administration, the pediatrician agreed to help lead the initiative.  Meetings were held that included the other two pediatric hospitalists and the interim nurse manager.  While the two other pediatricians agreed to be part of the project, both expressed some apprehension with the goals of the project and the fact that they might have to modify their current practice patterns.  They expressed that they would not support the endeavor if it led to longer rounding times.  The interim nurse manager was excited about the project as many of the nurses have been displeased by a lack of communication between the medical team and the nursing staff.


The medicine program director gathered information about the current schedule of events on the floor, including the rounding process.  The steering group then decided who would introduce and invite other healthcare team members to the collaborative rounds.   The medicine program director and the lead hospitalist developed outcomes measures that focused on process (length of stay, discharges by 11am, readmission rates, time from decision to discharge to actual discharge, rounding times, and frequency of nutritional counseling), communication (parental involvement in decision-making, face-to-face time with patients/families, percentage of parents present for rounds, and daily communication with parents), and satisfaction (staff and patient).

As these measures were being settled, a new nurse manager was hired.  The interim nurse manager returned to her role as a staff nurse.  The new nurse manager was new to the health system, but was somewhat receptive to the initiative.  She was brought “up-to-speed” and agreed to introduce the collaborative rounds concept to the staff nurses.  Over the course of four weeks, pre-implementation data was collected.  After this, collaborative rounds began.  Much of the healthcare team (including the hospitalists), were upset about the length of time they needed to spend on rounds.  Much of the early work settled on short PDSA cycles to improve the rounding process.  Nurses, initially resistant to the changes, started to embrace the collaborative rounds.  The hospitalists begrudgingly modified their rounding styles.  Small improvements in outcomes were noted, and the encouraging data was presented at a national nursing meeting. Once things were running fairly smoothly, the internal medicine program director left the floor in the hands of the hospitalists.

What do you think happened and why???
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Note to Self:

By the end of March, 2008, I plan to have a conversation with:

_________________________________  about an opportunity for an 
interprofessional improvement project.

My idea for the focus area of the improvement work is:  _______________

____________________________________________________________ . 

The critical issue I need to discuss with them is:  ____________________

____________________________________________________________ .

