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Dedicated to my father, whose integrity and compassion
in the care of cancer patients have inspired me to be a doctor
and to share my story.
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Introduction

When I told my friends I was going to write this book, many of them warned me, “Your colleagues will hate you.” But what happened was just the opposite. Doctor after doctor who read my manuscript told me that this story needs to be told.

At the center of this debate is a fast-growing movement of doctors pushing to make medicine less corporate and more personal. They refuse to keep secrets and they insist on being transparent about every option, risk, and mistake. The movement has no leader and no formal membership. But ours is a cause many health care professionals are as passionate about as the practice of medicine itself.

As a third-year medical student, I quit medical school in disillusionment—modern medicine seemed as dangerous and dishonest as it was miraculous and scrupulous. The crowning moment came when I saw a sweet old lady I cared a lot about die after a procedure she didn’t need and didn’t want. Her doctors had pressed her to do it. I expressed my concern to them that she really didn’t want this procedure and was frightened by the picture her doctors painted of what would happen to her if she didn’t go through with it. Despite my protests to senior colleagues that the patient was misinformed and wanted to decline the operation, surgeons persuaded her otherwise. They operated. She developed a tragic painful complication and died three months later. That was it.

I wound up leaving med school, telling my supervising doctors that the medical culture didn’t feel right to me—it wasn’t telling patients the truth. I enrolled in the Harvard School of Public Health, where I met doctors from around the world who were forming a new discipline in medicine: the science of measuring quality.

The foundation of this new academic initiative was an appreciation that the blockbuster growth of modern medicine had outpaced its ability to coordinate. Moreover, it had outpaced its ability to connect with patients. What I loved most about my new field of study was that I found myself among many students, doctors, and professors as upset about modern medicine’s collateral damage as I was.

Ultimately, I found that I missed patient care and a year later decided to finish medical school. I then began a six-year residency training to become a cancer surgeon. My current job has afforded me the honor of entering deep into the lives of thousands of wonderful people, some of whose stories I share with their permission here. (In some cases, to protect their privacy, I have used aliases—as I also have for some doctors, for reasons that will be obvious.)

As a busy doctor, I have watched patients increasingly fed up with a fragmented health care system littered with perverse incentives. It’s an industry that does not abide by the same principles of accountability for performance that govern other industries. Instead, our health care system leaves its customers walking in blind. All while simply rewarding doctors for doing more.

From my earliest days as a medical student I’ve wondered why the same patient wheeled off for heart bypass surgery in Houston might simply be given an aspirin in San Francisco. I have long considered it self-evident that good medicine is not location-specific; best practices are universal. Despite strong evidence that medical procedures should start with checklists, like those that pilots use before flying planes, most doctors did not use them, and to this day many still don’t. Similarly, some notable hospitals choose not to staff their intensive care unit (ICU) at night with a doctor. Even more hazardous, a hospital can be well aware of its consistently high complication rate for a service it provides, yet have little or no incentive to do anything about it, leaving the public in the dark about its “danger zones.” Without publicly available metrics of a hospital’s outcomes, how can Americans choose where to go? The only thing most people have to compare is parking.

Medicine is competitive, but it is competing over all the wrong things. In the past few years, experts who gauge the quality of medical care have formalized fair and simple ways to measure how well patients do at individual hospitals. These statistics are telling; they identify the good and the bad outliers within a town or city. If you had access to this data, you’d know just where to find the best care in your area.

So why can’t you get this information? Because Herculean efforts are made to make sure you can’t. I was amazed when I first learned this. But then it hit me: A hospital is no longer the community pillar I knew growing up, with its altruistic mission guiding its decisions. Hospitals have merged and transformed into giant corporations with little accountability—and they like it that way. Patients are encouraged to think that the health care system is a well-oiled machine, competent and all-wise. It’s not. It’s actually more like the Wild West.

As a surgeon who has worked in some of the best medical centers in the nation, I can testify that American medicine is spectacular in many ways. Patients travel from all over the world to receive our state-of-the-art care. American research is the envy of the world. Yet this same medical system routinely leaves surgical sponges inside patients, amputates the wrong limbs, and tolerates the overdosing of children because of sloppy handwriting. In 2010, a Harvard study published in the prestigious New England Journal of Medicine reported a finding well-known to medical professionals: As many as 25 percent of all patients are harmed by medical mistakes.1 What’s even less known to the public is that over the past ten years, error rates have not come down, despite numerous efforts to make medical care safer. Medical mistakes are but one costly example of how health care’s closed-door culture feeds complacency about its problems.

Years after completing my medical training, I encountered one of my favorite public health professors, Harvard surgeon Dr. Lucian Leape, at a national surgeons’ conference. He opened the gathering’s keynote speech by looking out over the audience of thousands and asking the doctors to “raise your hand if you know of a physician you work with who should not be practicing because he or she is dangerous.”

Every hand went up.

Incredulous at this response, I took to asking the same question whenever I spoke at conferences. And I always got the same response. Every doctor knows about this problem—but few talk about it. Every day, people are injured or killed by a medical mistake that might have been prevented with a modicum of adherence to standardized guidelines. The silence about the problem has paralyzed efforts to address it—until now.

Medicine is its own culture. It has its own language, ethos, and code of justice. How a doctor approaches a patient’s problem and whether he or she takes care of it or refers it to another more specialized doctor depends to a large extent on their institution’s workplace culture. At some medical centers, profits are king, while at other places teamwork is a core value.

Doctors swear to do no harm. But on the job they soon absorb another unspoken rule: to overlook malpractice in their colleagues. Doctors are generally well intentioned, self-disciplined, and well trained. Most medical-school applicants would detest a career goal to overtreat patients or prescribe expensive interventions. But this is how doctors are socialized. We’re subtly taught a bias toward treatment rather than restraint. And while we don’t like to admit that the almighty dollar can influence our medical decisions, we all readily concede that it does—for other doctors. By my estimate, financial incentives lure the average doctor two to ten times a day, temptations that are not always ignored—particularly when treating patients with borderline indications, who comprise a large part of the patient population.

The gray zone of when to treat is clouded by a medical culture that favors action over patience. Doctors are rewarded for “doing something.” Drug companies and device manufacturers sometimes give large kickbacks to doctors. This is rarely disclosed to patients, but it really ought to be. Hidden economic incentives behind treatment recommendations are turning American medical care into a hodgepodge of rigged, nonstandardized care.

Much of the wide variation in the quality of your medical care can be explained by culture—an institution’s level of teamwork and its local sense of common mission. Culture is why a nurse at one hospital will, following orders, administer a medicine even though she believes it was ordered incorrectly, while at another hospital, a nurse will insistently page the ordering doctor for clarification.

Just as the financial crisis was incubated when unaccountable bank executives created a culture of rewarding short-term profits without wanting to know the ugly details about their mortgage-backed securities, so too does medicine’s lack of accountability create an institutional culture that fosters overtreating and runaway costs. If you pay for health insurance or own a business, you know how this broken system is hitting your wallet. In both cultures—banking and medicine—nothing precisely illegal seems to have been done; just a lack of transparency that has allowed bad practices to go unchecked. Banks wrote their own rules, became unaccountable, and leveraged public risk for private profits. Hospitals have done the same: The only difference is that with hospitals, the bailout is perpetual. Now that everyone has gotten stuck with the bill, the public is demanding the information it needs.

The shocking truth is that some prestigious, large hospitals have four to five times the complication rates of other hospitals in the same city. And within good hospitals, pockets of poorly performing services abound. Transparency of hospital outcomes for common services would reward good performance, identify bad outliers, and drive improvement, harnessing the power of the free market as it should. We do harness the power of the market today, but mainly by erecting billboard ads and improving hospital parking. We can do better than that.

Discussion of health care reform is often hijacked by politicians talking in sound bites who like to oversimplify or misstate the point entirely. We all know the health care system is broken, burdening our families, businesses, and national debt. It needs common-sense reform. Transparency can empower consumers to make their hospitals accountable and make the practice of medicine more honest.

For every doctor who has called me a traitor for writing this book, five have thanked me. That’s why I believe that transparency’s time has come.


Part I
Some Random Doctor


Chapter 1
Dr. Hodad and the Raptor

“That patient belongs to Hodad,” the senior surgical resident told me with a smirk.

It was my first day. I was beaming with delight. I was at the greatest health care institution on earth—Harvard. I could hardly believe people walking by thought I was a real doctor! I just wished the packaging folds in my brand-new white coat weren’t such a giveaway of my rookie status.

Giddy with enthusiasm yet self-conscious, I masked my emotions by adopting a serious, doctorly expression, keeping my eyebrows militantly raised, and by speaking in a deep monotone. I didn’t want to seem defiant or breach any unwritten code. If I relaxed my face, I thought, even for a moment, my senior resident might chastise me, saying, “Do you NOT CARE?”

I had no idea what I was doing that first week. Figuring that out was harder than passing med-school exams. I’d trot after my senior resident like a puppy, wondering—every time he dashed off to check a lab on another floor or talk to a patient—if I was supposed to be doing that too. Sometimes I’d just stand around wondering, Did he forget about me? and When will he be back?

This happened fifty times a day. Finally I decided just to follow him everywhere—until I found myself tailing him into the bathroom. I then tried to train my resident to command me to “sit” by pointing a finger at my feet whenever he might be headed somewhere I shouldn’t follow. When he did remember to let me know, I’d stay vigilantly in place, my serious face screwed on tight.

As I acclimated to life in the hospital, the name Hodad constantly cropped up in physician circles. One day, hearing yet another Hodad reference, I felt I had to ask about this Hodad, as he seemed to be the hospital’s most famous surgeon.

“Hodad?” I asked. “I haven’t met that surgeon yet.”

“Dr. Westchester … Dr. Westchester is Hodad. That’s what the surgical residents call him.” Another student, grinning, leaned over and whispered, “It stands for Hands of Death and Destruction—H-O-D-A-D.”

I nodded sagely as if I knew what the heck she was talking about. Later, I asked another resident what it meant. He perked up, eager to relate his own personal story of how Dr. Westchester had come to be known as Hodad. A celebrity actor had once come to our hospital—“America’s best!”—diagnosed with what looked like a hernia. He wanted an operation. Like many famous people who flew in from far away, he had specifically requested Dr. Westchester based on his outstanding public reputation.

The celebrity’s condition was one of two possible diagnoses: a hernia that would require surgery, or a normal muscle bulge that requires no treatment. Hodad saw the patient but ignored the need to diagnose which he had. The famous celebrity walked into the hospital very much expecting an operation—so that was what Hodad intended to give him.

When Hodad opened the celebrity up in the operating room, sure enough, he had a muscle prominence called a diathesis—a normal finding that can mimic a hernia. Even as a med student, I knew a muscle diathesis didn’t require surgery. But the patient got surgery anyway, as medically unjustified as injecting Botox into a furry dog.

A senior anesthesiologist had been called in to help with the VIP patient. The anesthesiologist hadn’t assisted at this type of surgery in a long time. He accidentally made the anesthesia too light. Reacting to the pain, the patient suddenly began jerking around on the operating table before the operation was over. With one thrash of the upper body, the assistant heard a few dreaded popping sounds coming from inside the patient’s belly. These were the sounds of the patient’s internal stitches breaking, a scenario that surgeons refer to as a “hard landing.” The celebrity patient was now at risk for more complications, from a surgery he never even needed in the first place.

Of course, like most of the patients I’ve seen thrashing in pain in the operating room, Mr. Celebrity wouldn’t remember a thing thanks to the memory loss associated with the anesthetic—God’s gift to protect doctors from lawyers.

His incision site soon became infected, but after a long recovery, he bounced back to normal life. And the result of all this bad judgment, bad surgical technique, and bad outcome? A massive outpouring of gratitude to Hodad and his staff, including a Rolex watch, flowers, offers of vacations, and plenty of hugs.

The resident who told me this story enjoyed telling it. It was as if it helped him cope with his stress as a battered surgical trainee. His pace accelerated as his tale unfolded. The nurses took pains not to ask Dr. Hodad any questions, he explained. Asking questions exposed them to the risk of engaging in some awkward exchanges with him. Instead, behind the scenes, they’d nicknamed his surgical-instrument tray “the wrecking balls.”

The more I asked around, the more incredible the stories I heard about Hodad. It was shocking and amazing to me. How could such a person be allowed to freely roam the hospital? I wasn’t sure whether I should laugh or cry.

It was only later that I came to see that Hodad embodied a much larger problem in medicine, one the public knew little about. I was at that point just perplexed and vaguely intrigued. The patients whose numbers came up with Dr. Hodad were just the unlucky victims of a system lacking in standardization, oversight, or ways to measure quality. And yet patients left Hodad’s care—and the care of thousands of doctors like him, every day—overjoyed and deeply grateful for their shoddy treatment.

I got online and started researching Dr. Hodad. HealthGrades, an independent ratings agency, confirmed he graduated from medical school, was board certified in surgery, and gave him five stars.

Preparing to meet Hodad in the hospital for the first time, I wondered what he must look like. I imagined a modern-day Dr. Jekyll—disheveled, arrogant, visibly hazardous. Waiting for the demonic Hodad to turn up for morning rounds, I noticed a distinguished, well-dressed man in his sixties in an impeccable white coat gliding toward our group of residents. He had a debonair appearance that inspired supreme confidence. Seeing that I was the new guy on the team, he approached me first, holding my gaze with his eyes. Confusion overwhelmed me as I realized that this inspiring figure was the infamous Hodad.

“Good morning. I’m Dr. Bob Westchester,” he said, leaning into me with a sparkling smile as I stood there paralyzed.

“Hands of Death and Destruction, my name is Marty,” I thought to introduce myself, but had to choke off an urge to blurt out this moniker.

The truth is, Hodad was terrifyingly normal.

As we visited several patients together, I observed his compassionate bedside manner and warm demeanor. His patients absolutely worshipped him, clearly grateful to have him as their doctor. In time, even I grew to like him. He sat closely next to patients to comfort them. It was model doctor behavior that I still emulate and teach to my students to this day.

The patients were not to be blamed for their adoration. Behind his charm and soothing bedside manner, Hodad’s patients didn’t really know what was going on. They had no way of connecting their extended hospitalizations, excessive surgery time, or preventable complications with the bungling, amateurish, borderline malpractice moves we on the staff all witnessed. His patients chalked up their misfortunes to random God-decreed chance. Some would thank Hodad for saving them from a worse fate. What his patients loved was his commanding authority, his fancy title, his Ivy League stripes, and his loving touch. His patients liked his care, despite its infernally low quality in the operating room.

When it comes to medical judgment and overall doctoring, good listening skills are both a powerful diagnostic tool and have the power to heal. But watching Hodad in action made me realize that patient satisfaction was only half the story. Patients couldn’t know what we staff in the operating room could see: that the man was dangerous, had poor judgment, and practiced outdated medicine.

Hodad’s popularity was no aberration. Americans are brought up to respect and defer to doctors—a trust I, too, enjoy many times when I recommend a complex treatment to my patients.

The public’s disgust with our broken health care system as a whole, however, is akin to its disgust with Congress. Americans say they hate Congress, and consistently give it very low approval ratings. Yet most simultaneously like their own member of Congress, saying their own representative is a terrific man or woman. And apparently, Americans like their doctors even more. A 2009 New York Times–CBS poll says a whopping 77 percent of Americans are satisfied with the quality of their care.1

Doctors work in a disjointed system with perverse incentives, little oversight, and a lot of haggling that goes on behind closed doors far from public view—kind of like Congress. Factors irrelevant to health care quality, such as parking, are the leading influence on patients in choice of health care. One day out of every two weeks, many of my colleagues and I travel to a suburb to see patients in a Johns Hopkins–satellite office park that has free and easy parking, addressing this paramount patient concern.

So how does a patient who hasn’t been to medical school find the best care? The only real way to judge health care quality is to ask health care professionals who work closely with doctors daily.

Hodad’s popularity with his patients was in stark contrast with the reputation of another surgeon on the staff. All the residents called him the Raptor. They feared him. Unlike Hodad, the Raptor fit the surgeon stereotype—six foot two, a relentless jock, able to lift a medium-sized resident off the ground with one hand effortlessly during his all-too-common fits of rage.

The Raptor terrorized patients and staff with his curt bedside manner and drill-sergeant humiliation of the residents. Hospital lore told of how he was approached by a would-be mugger one night while walking out of the hospital. The criminal, not knowing the Raptor, held him at knifepoint and demanded his wallet. The Raptor picked up the assailant by his hair, shook him down for everything he had, and threatened him in a deep voice before the criminal got ground traction and fled for his life.

I had the distinct misfortune of peering nervously into the Raptor’s eyes several times during my rotation. It was terrifying. Crossing him in the hallway felt like a slow-motion Jurassic Park encounter between human and beast. My heart would beat loudly and my mind would scramble in preparation for whatever he might ask, whether it was the latest news on his patients or one of the many random inquiries he would come up with just to torture underlings like me.

“What was Ms. Smith’s white-blood-cell count today?” he’d bark.

“Nine-point-five, SIR!” I would reply, praying for no follow-up questions. If I didn’t get the information out quickly enough, I would brace for the Raptor’s claws.

We were constantly adding new and more unbelievable chapters of how the Raptor offended patients. Our consolation prize for being collectively victimized by him was to swap stories in our moments of downtime. One intern was shaken to hear the Raptor, through a door, bellowing at a patient, “You are not listening!” and “You could die!” Once, the Raptor stuck a nurse with a needle—on purpose. He told her, You stick me, I stick you. Hospital legend held that he once broke the news to a family that their child did not survive by walking into the waiting room and blurting, “Guess who just died?”

The Raptor may have looked like a jock, but he was an odd character, no doubt about it. I heard he once ate food directly out of a patient’s tray without asking, like a scavenging bigfoot, the patient staring on. At a medical conference in a nice hotel, the Raptor was reportedly seen looting an unattended maid’s cart for home supplies. Rumor had it that on a short airplane trip he sat on the toilet for the entire flight, just to enjoy the extra legroom.

Attending surgeons often punished residents by ordering us to stay late after work or walk their patients individually—a tedious and dreaded task. When the Raptor was a resident, he once fulfilled this assignment by gathering his ailing patients to be walked for a group walk. In classic, efficient Raptor style, he asked each patient to report behind a starting line demarcated by tape on the floor. One frail ninety-two-year-old Korean dignitary left the starting area with a few short, distinguished steps before all the other patients had gathered. The Raptor lassoed him back, yelling, “Get back! Behind the tape line until everyone is here!” The man stood there with his IV pole and ridiculous hospital gown in silence and humiliation. He later explained to the patient-relations representative, “The way that doctor walked me. I … felt … like … DOG!”

Not surprisingly, complaints at the patient-relations department abounded.

Patients simply hated the Raptor. His abrasive communication style offended about half of those in his care, and many would request another surgeon. They would sometimes ask to be switched to Hodad. This was especially ironic because, despite his awful behavior, the Raptor’s surgical precision and insistence on perfection earned him a reputation within hospital walls as the best surgeon on the staff.

Known by all the other surgeons and staff for his superhuman surgical knowledge and gifted hands, the Raptor was one of our era’s greatest master technicians in the operating room. His clinical judgment and surgical skill were impeccable, even though his beside manner was toxic.

To this day, the Raptor routinely performs some of the greatest technical operations in the country. He also continues to offend and emotionally injure patients each week. In fact, a few of the patients he has jarred have ended up in my office seeking a second opinion. I always ask what brought them to me, and the response is always about the same: “He seemed incompetent” or “He doesn’t seem to know what he’s doing.” Of course, if only they asked the nurses, doctors, and technicians who work with him, they’d know that the high quality of the Raptor’s operations is the envy of the worldwide surgical community.

I wondered how different life would be if Hodad understood his limits and the Raptor helped him out. They’d be a dream team. But it was rare for docs to work together when getting paid individually. Moreover, the hospital’s culture didn’t seem to encourage it. At most of the “reputable” hospitals at which I trained, quality was highly variable and teamwork notoriously lousy.

As an exercise, I routinely began asking patients why they decided to come to the hospital where I worked (Georgetown, Hopkins, D.C. General Hospital, Harvard, and others). Here’s a sampling of patient responses:



• “Because you’re close to home.”

• “You guys treated my dad when he died X years ago.”

• “I figured it must be good because you treated [famous person] here.”

• “I figured it must be good because you have a helicopter here.”

• “I figured it must be good because you do robotic surgery here.”

Parking accessibility and parking complaints came up a lot. Other reasons included the friendliness of the reception desk (often composed of rotating volunteers), hospital advertising, and “I was born here”—hardly strong metrics of safe, quality medical care. In health care, unlike other service industries, satisfaction is only part of the story.

In my experience as a medical student, it became clear to me that patient satisfaction tells you something, but where health care workers go for their own care tells you everything. The only people really able to rate the safety and quality of other doctors are those who work with them. No one else really knows. During my Harvard rotations as a medical student, I asked the staff who they’d go to if they were dying and wanted comfort measures. They all specified Hodad, qualified with something like “as long as he doesn’t operate on me.” When I asked who they would go to for an operation, the answer was unanimously “the Raptor”—usually qualified with something like “even though he’s a jerk.”

The Dilemma of Knowing

During the Hodad-Raptor years of my training, I unexpectedly found myself on the horns of an ethical dilemma—I wanted to let patients know of the Raptor’s technical genius and Hodad’s incompetence. It’s not like patients were shy of asking. They would inquire point-blank if Dr. Hodad was good. My way of staying out of trouble was to offer a carefully calibrated answer that did not speak ill of anyone. I learned this art form of double-talk from my senior residents, who were masters at it. It would become one of many new values modeled to me. I even noticed that my favorite professors kept the code of silence. When they were told about atrocious care at their hospital, they would refrain from comment, or on occasion express disgust, whispering under their breath—but never taking action.

There were other, more powerful ways I was “educated” on the code of silence. Once, in a hospital peer-review conference, I witnessed the futility of a brave doctor speaking up to condemn another doctor’s careless decision to operate when the operation didn’t meet criteria. The doctor at fault gave a justification that a courtroom would believe, but we all knew it was not true. It was a rare spectacle, yet nothing came out of it, except that the brave doctor who spoke up became a marked man. In a business in which reputation is everything, doctors who call out other doctors can become targeted by the practices they threaten. Suddenly, whistle-blower doctors notice they are assigned to more emergency calls, given fewer resources, or simply bad-mouthed and discredited in retaliation. Throughout my training I witnessed several doctors run out of town because their honesty and outspokenness began to poke the bear.

For me, I knew the ramifications if I sounded the alarm against Hodad—I’d be on the couch in the hospital chairman’s office, a notorious scenario I’d been warned against risking if I ever wanted a job. In many ways, direct and indirect, I was taught that the code of silence was part of being a doctor. In fact, when I had time to break away from the chaos of the hospital, I’d pause and realize how far I’d come from my premed ideals.

As a student, I was often torn between the obligation I felt to speak up and the code of never bad-mouthing a colleague—much less a superior who would be grading me, as Hodad was. If only I had a way to speak up about doctors who were hazardous, outdated, or overambitious zealots. After one hellish on-call night, during a deep catnap I dreamed that I’d plastered a banner over the hospital’s main entrance reading, DON’T COME IN! THERE ARE VERY DANGEROUS DOCTORS HERE. Though I never gathered the courage to openly criticize the system I encountered as a plebe equivalent, I did begin to privately tell my friends where to go for care, giving each hospital my own safety score.

If you want to know what doctor is good, ask hospital employees. The word on the street will trump a doctor’s Ivy League degrees, prestigious hospital titles, and charm. Hospital employees know who one should go to, and who one should avoid.

A Pause before Hiring

Before becoming the chief of surgery at a prominent university hospital, Dr. Cee had earned accolades for having built an impressive trauma division from scratch. At one point, he was ready to hire an additional surgeon to join the practice. Dr. Cee met with his hospital administrators in order to begin the process of recruiting. After interviewing several candidates, one stood out: an extremely polite, well-dressed, and well-spoken woman with powerful credentials who impressed all the surgeons in the group. Dr. Cee met to discuss the candidate with his colleagues. They all looked at each other, smiling and knowing what the others were thinking—they loved this doc.

“Done,” Dr. Cee said. That was easy; he had a consensus.

He then asked one of his administrators what he needed to do to get the surgeon on payroll and hooked up to a trauma pager. HR protocol required him to have one reference letter on file before extending an official offer letter. They all rolled their eyes, grumbling over the burdensome administrative hurdles to hire a person everyone wanted.

Dr. Cee knew the candidate’s chairman, who had trained the recruit throughout residency and subspecialty training. Perfect. He’d knock this requirement out with an e-mail and get the recruit on board quickly.

Dr. Cee sent the recruit’s boss a courteous e-mail:

Dear Distinguished Chairman,

It was our pleasure to interview your trainee, Dr. [Smith], for a surgeon position at our hospital. We very much enjoyed our time getting to know this highly accomplished individual, and we would appreciate your input concerning her technical ability, surgical skill, clinical judgment, and overall collegiality. We appreciate your input and look forward to the prospect of hiring your trainee.

Sincerely,
Dr. Cee

The recruit’s boss replied promptly with a one-word e-mail response: “Run.”

Dr. Cee and his colleagues were shocked—and relieved to have been warned. Curious, he asked other doctors who worked closely with this seemingly impeccable candidate. They all chimed in with grave warnings.

Dr. Cee’s confidence deflated. He felt like a rookie recruiter from HR with no screening talent. To think that all of his partners were also fooled. It was a scary close call. A full day of interviews hadn’t uncovered what everyone at the recruit’s home institution knew: Despite her terrific manners and personality, she was a proto-Hodad. If a group of highly educated university surgeons could miss it after a day of multiple screening interviews, how could a patient ever know? The only way to uncover the truth was to ask the hospital employees who had actually worked with the person.

Teamwork as a Quality Indicator

Having worked at some of our nation’s best hospitals, I can testify that nearly every hospital has a Hodad and a Raptor, with everything in between. I’ve witnessed heads of state, celebrities, CEOs, and other powerful elites demand to be operated on by bumbling Hodads without having the first clue that they were jeopardizing their health. I’ve also seen homeless patients operated on by skilled Raptors, totally unaware that they had just received the gift of state-of-the-art, top-quality surgery. Sometimes the odd couples of medicine combine their talents, if the bad doctors happen to know their limits and call for assistance when necessary. When teamwork is good, the hospitals have good outcomes. When it is poor, hospitals have worse outcomes.


Chapter 2
Danger Zones

A Tale of Two Polyps

As a surgical resident rotating through different hospital departments as a part of my curriculum, I trained with two doctors to learn how to do a colonoscopy. One was Dr. Cotman, a respected medical gastroenterologist. A well-known team player, he was very approachable and kindhearted. We nicknamed him the Rear Admiral—a name that made him laugh every time he heard it.

One day, during a colonoscopy we performed together on a patient, Dr. Cotman and I discovered a golf-ball-sized polyp that appeared benign. While Dr. Cotman wasn’t very good at removing large polyps through the scope, he also had no shame in calling in another doctor who could do it safely. With the patient still asleep, a younger colleague from the room next door popped over and quickly lassoed the polyp with a wire snare passed through the scope—a device he jokingly called a nine iron. He took it out slick and fast—it was awesome. The patient woke up from his screening colonoscopy and was told that a large polyp was removed. The patient was elated.

Days later, I was assisting another doctor, Dr. Frederick, a respected colorectal surgeon, on an identical colonoscopy procedure. Just as with Dr. Cotman, this surgeon discovered a golf-ball-sized polyp. It looked so similar, it was almost as if it were the same patient. I asked the surgeon if he was going to remove it using the slick wire-snare technique. He replied, “I like to remove these in the operating room by taking out the colon,” referring to a separately scheduled open operation to remove half of the colon through a large abdominal incision.

What?! I thought to myself. Why not just turn over the patient to the expert next door?

Remembering the last success I witnessed, surgery to remove the colon sounded like overkill to me. I told Dr. Frederick about how I’d seen a doctor remove a similar polyp with a snare and offered to call him. Dr. Frederick replied, “I just like to take these out with surgery.”

The patient awoke from his screening colonoscopy and was told that a large polyp was discovered and that it would require a major operation at some point in the coming weeks. He was terrified. Weeks later the patient had his major operation and was told that the mass was benign.

It struck me that both the gastroenterologist and the surgeon approached the same problem totally differently, perhaps based on what they had been taught in their training. In doctor speak, we would say that they had different “styles.” The only thing they had in common was that they reported to no one except their respective, information-deprived patients who, in good faith, trusted them. Everyone in the colonoscopy unit—nurses, anesthesiologists, technicians, me, and even the scheduler—knew this surgeon took disproportionately more screening-colonoscopy patients to surgery, whereas other doctors worked as a team to get the best doctor to remove polyps with a wire snare.

While nearly every employee knew this surgeon wasn’t a team player—and wasn’t really doing the right thing for many patients—their input didn’t matter. It also didn’t matter that every hospital employee respected Dr. Cotman because he knew his limits and listened to the input of his nurses—credentials that made him the go-to doctor if any staff member needed a colonoscopy.

To me, this was one of those moments that clarified how medicine was not a standardized science as I had envisioned it would be when I was a college student aspiring to be a doctor. The profession was much less omnicompetent or all-wise than I thought; instead it was largely unaccountable. What patients get can be determined by whether their doctor can summon enough humility to always do what’s in the patients’ best interest. To this day, I continue to see patients coming for a second opinion and am shocked by the radically different care they receive for the identical problem. (To this day, the gastroenterologist and surgeon described above—both widely sought after by patients—have thriving practices.)

How to Measure?

Based on my experience with seeing how doctors handle polyps, and dozens of other medical conditions, I became convinced that teamwork is a marker of good medical care. Later, as a health policy researcher, I was eager to measure the phenomenon. I called Dr. Bryan Sexton, a teamwork guru and author of a widely used survey showing a strong correlation between airplane-crew teamwork and pilot errors. A Ph.D. in social psychology, Dr. Sexton joined Johns Hopkins shortly after applying his survey to improve safety at Continental Airlines. A warm, intelligent, fortysomething man and keen observer, Dr. Sexton is a master of learning by listening, often with a smile as he strokes his light beard. I found myself sharing things with this genuine and approachable researcher that normally I’d share only with my family. Bryan loves talking to people about their lives, uncovering root causes and what makes them tick.

Our group brainstormed about how to use Dr. Sexton’s methods to measure medical quality and detect bad outliers, i.e., hospitals littered with “danger zones.” We noted the striking similarities between airline cockpits and medical-procedure rooms: both high-stakes environments with a formal hierarchy. Confidentiality was key to eliciting honest responses about workplace culture and safety for both airplane-pilot crews and health care workers.

Dr. Sexton tailored the health care survey questions to specific departments (or clinical areas) within a hospital:



• Is the teamwork good?

• Would you feel comfortable having your own care performed in the unit in which you work?

• Do people work well as a coordinated team?

• Do doctors and nurses do what’s in the best interest of the patient?

• Is communication strong?

• Do you feel comfortable speaking up when you have a safety concern?

We set rules for the survey: At least 70 percent of hospital employees must complete it for the results to be statistically accurate, and obviously it must be anonymous so as to elicit honest answers. Based on employee responses, each hospital gets a teamwork score both for the hospital as a whole and for its individual departments and units. The above questions and other critical questions are used to calculate (on a scale of 0–100) a Teamwork Culture Score for a hospital, an Overall Safety Culture Score, and even a score for a specific unit within the hospital.

We began working on a study now known as the Hopkins Safety Culture Study. Sixty reputable U.S. hospitals administered the survey to all of their employees. Remarkably, we found that the safety culture among those sixty hospitals varied enormously.1 Subsequent studies revealed that teamwork culture could also vary dramatically within a hospital (i.e., one hospital could have a perfect teamwork culture in surgery and an awful teamwork culture in ob-gyn).

The survey allowed us to measure the insider’s perspective. It used the “word on the ground” principle for failing businesses: ask executives about the quality of service, and you’ll get one answer; ask the workers on the ground, and you’ll get the real answer.

Thanks to Dr. Sexton, we now had a clear-cut, scientifically valid way to measure hospital quality and safety from frontline providers themselves—the insider’s perspective. Our research team asked the sixty participating hospitals if they would let us publish the results in the interests of research. They agreed, on condition that the individual hospital names would be kept anonymous.

Here’s what we found:
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*Employees per hospital reporting well-coordinated teamwork at their workplace

Each bar represents one hospital. On the far-left side of the graph, we found hospitals where fewer than 20 percent of their employees reported good teamwork. Remarkably, at one third of the hospitals, a majority of the employees believed the teamwork was bad. Conversely, some hospitals on the right had an impressive 99 percent of their staffs reporting that their hospital had good teamwork. Participating hospitals began to tell us that their survey results also correlated to infection rates and patient outcomes at their hospitals. And most recently, our own research team has found similar correlations.

This makes sense. Imagine seeing a spread of teamwork culture like this for the hospitals in your town or city. Now imagine that within those hospitals, you could see the spread for obstetrics, surgery, pediatrics, or any other type of care you might seek. You might be at risk of being an informed health care consumer! Think about it: Would you want to go to a hospital where, say, only 18 percent of health care workers and employees report that the teamwork is good?
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*Employees per hospital who would feel comfortable having their own care performed in the unit in which they work

The survey also asked, In the hospital in which you work, are your managers and administrators responsive to your patient-safety concerns? The answer is revealing. At some hospitals only 19 percent of the hospital employees answered yes. At others, 99 percent of employees did. With every other hospital falling evenly in between. Trust me, I, my own family, and my friends are only going to hospitals where 90-plus percent said yes.

My favorite question is the simple safety question which, in my opinion, says it all: Would you feel comfortable receiving medical care in the unit in which you work? At over half the hospitals we surveyed, half of the health care workers said no. At other hospitals, as many as 99 percent said yes.

I’m convinced that the simple percentage of hospital employees who say Yes, I would definitely go here for my own care on the safety-culture survey is more telling than any US News & World Report ranking, mortality score, or any other raw metric of quality care. Bottom line is, if 99 percent of frontline workers at a hospital would definitely go there, that would be enough for me.

At Continental Airlines, crews who described the cockpit as unsafe got targeted for an intervention in which pilots could talk about their safety concerns. Administrators listened to these concerns and addressed them. Soon enough, the airline’s safety scores dramatically improved. Pilots also felt more valued, which probably helped to improve safety in itself.

If I knew the crew of an airplane I was boarding didn’t think the plane was safe, I wouldn’t get on the plane. Lives are just as much if not more at stake in health care. Unlike aviation, hundreds of thousands of lives are lost each year due to preventable mistakes by doctors.2

New Demand

Public demand to see the results of the safety-culture survey is growing. Who wouldn’t want to know where to go for their care? The idea that good data exists but isn’t viewable by the public is outrageous to many Americans—many doctors and nurses included. For the first time in history, Americans are demanding to have comprehensible ways to view medical quality. People are angry with being ping-ponged from doctor to doctor and from test to procedure, not knowing how to discern whether their care is of good quality. A new generation of doctors is also increasingly eager to level with them.

Even the federal government loves the survey. The government recommends that all medical centers use it, every year. Although the government hasn’t made it mandatory for hospitals to publicly report safety-survey results, there’s a free version of it on the Department of Health and Human Services’ website at www.ahrq.gov/qual/patientsafetyculture.

The survey’s popularity as a scientifically valid way to measure a medical center’s quality and safety continues to surge. Hospitals all over the country, including my own, signed up to use it and find out how good their care was in the eyes of their employees. Hundreds of U.S. hospitals and many overseas now religiously conduct this survey every year. It is considered so effective, it can predict infection rates and other patient outcomes.3

Based on these findings, I asked the world’s largest surgeons’ association, the American College of Surgeons, along with the risk management firm Pascal Metrics, to partner with my team at Johns Hopkins to rigorously study the association between the safety-culture survey scores and surgical complications nationally. The correlation we found was striking. We found that hospitals that scored well on the staff survey had lower rates of surgical complications and other important patient outcomes.

Asking employees if they would go to their own hospital for their own care carries the power of sheer simplicity, especially when a survey can draw high participation from nurses. Nurses, after all, spend the most time with patients and with doctors. They take great personal pride in helping a limping man walk after a well-done hip replacement with few complications. But nurses can also be among the most angry and disgusted when they see one of their high-risk patients undergoing a dangerous procedure without the patient understanding what is being done. The teamwork survey gives nurses a voice with which to speak out about these matters.

Swiss Re, one of the world’s largest insurance underwriters, was especially impressed by the Hopkins data on how simple survey questions of employees predict hospital risk, calling it the best-devised method to date.

A confidential survey encourages candor—data a face-to-face interview very likely won’t elicit. And it’s easy to fill out: one page (front and back), it takes about ten minutes to complete. Across any industry, business black belts agree that the way to fix a problem is to measure it first, and the results of these surveys can be amazingly informative.

While hundreds of U.S. hospitals now use the survey, all do so under the condition that the results remain top secret, used only for internal viewing by the government and hospital administrators at the participating centers. When hospitals make decisions to not staff their intensive care units (ICUs) with an ICU doctor on nights and weekends, that is a “danger zone” that the safety survey readily detects. Similarly, when doctors refuse to use a checklist before doing procedures, the survey yields a low safety-culture score among the staff. Yet hospitals have little or no incentive to make their safety scores public. Hospital competition is fierce, and millions of dollars in daily revenue are at stake if a reputation is tarnished by a low safety score. As a result of this suppression of data, a hospital’s administrators are often the only ones to know of their hospital’s low safety score, with little or no incentive to improve it. I am often bewildered at the ethics of a corporation that is aware of a dangerous product yet continues to sell it. Goldman Sachs and other investment banks were publicly admonished in a congressional hearing for selling investment products that they internally spoke of as bad deals and were betting against. How much more serious is the problem of hospitals actively selling services that they know are far more unsafe than the national average?

Transparency would bring on a shakeout, but the end result would be that hospitals that ranked low on the safety culture survey would quickly address their problems. While I sympathize with hospitals who feel threatened by transparency of safety-culture results, I sympathize more with misled patients. Hospitals now generate midsize corporate-level profits each year and spend millions in marketing. I have seen well-intended patients put themselves in the hands of hospitals with care that is substandard, even dangerous. Just as I can go online and see where Bill Gates or Warren Buffett are investing their money, the public should be able to see the data on hospital performance. It could spark a nationwide health care “spring,” leading people to flock to the highest-quality hospitals in their area, while forcing poorly performing hospitals to clean house.

Much of the competition in health care shows up in advertising campaigns, money that might be better spent on more doctors and nurses or the equipment health care professionals need to do their best work. Rather than rewarding mavericks who choose to operate on every colon polyp found on a screening colonoscopy, better hospital management would focus more on quality measures, like promoting internal collaboration.

The survey is a powerful tool, but it’s not the only one. To assess the quality of your medical care, you should also be able to look up a hospital’s infection rate, the number of cases treated there, and its patient outcomes.

In short, data transparency, properly weighted, would empower patients to make informed decisions about where they should spend their health care dollar. If we had more of it, the accountability visited on hospitals would revolutionize the quality of medical care in every city in America, dramatically reshaping our health care landscape.

When my chief resident gave me the scoop on my rotation schedule at Arlington Hospital in Virginia, he called it a “machine.” What he meant was that the hospital ran like a high-performance sports car, clean and faultless. This was no chop shop—our jargon for hospitals with a lot of “danger zones.”

Surgical residents in Washington, D.C., might rotate through seven area hospitals for months at a time. After this kind of tour, you definitely know where to send your friends and family members for everything from a hip fracture to a mammogram. Those who work in operating rooms know more about hospital-safety practices and the frequency of surgery on the wrong body part than any hospital administrator. Contrary to popular opinion and hospital advertising, some machines are quiet community hospitals, and some highly trusted institutions are chop shops. Everyone who works there—nurses, techs, and even office staff—will know which is which.

A Principled Stand

Dr. Guy Clifton was one of the busiest neurosurgeons at Memorial Hermann—a leading Houston hospital. He was a distinguished chairman and a powerful figure there, yet he was growing increasingly frustrated by two trends in modern medicine: 1) hospital administration being increasingly removed from daily hospital care, and 2) modern medicine’s growing appetite to overscreen, overdiagnose, and overtreat. To address these problems, he would frequently call upon his hospital’s administrators to address the safety concerns of his staff. For example, as the practice of hand washing gained attention in health care, he noticed that there were not enough sinks for his staff to wash their hands in the ICU. Three times he had blueprints drawn to put in more sinks, but repeatedly his ideas were not funded by his administration. This despite the hospital making millions in profits each year. On another occasion, he pushed to digitize X-rays, arguing that digital access would decrease the number of X-rays that would need to be repeated. But, like most of his common-sense ideas, the request was ignored. His CFO told him there was no business case for digitizing the films.4

But there was one issue that Dr. Clifton was most passionate about fixing: the high postsurgical complication rate he observed in the ICU. After looking into the problem closely and talking with the nurses there, he learned that bad outcomes were from “green” nurses learning the system. The ICU also had a high nurse turnover, which correlated with the high complication rate. Neurosurgical nursing requires specialized nurse training. Having to constantly reteach new nurses the ins and outs of the neurosurgical unit was a large part of the problem. Reinventing the wheel and learning from mistakes were occurring way too often. The staff knew about the problem and even brought it to Dr. Clifton’s attention. The safety culture was poor, and the structure of the nursing coverage was a safety hazard blossoming more and more each day. In addition, Dr. Clifton noted how patients stayed in the ICU longer than they needed because of the teamwork issues there. Complications were high, and so was his frustration.

So Dr. Clifton devised a plan to restructure the ICU, which included hiring two full-time nurse educators to ensure continuity of care. Based on his conversations with his staff, he was so sure that the plan would decrease complications and lower costs, he guaranteed the hospital administration that it would work, offering to pay out of his pocket if it didn’t. In short, local wisdom guided a local solution that only he could figure out as he did. The request was put before his hospital administrator.

“Not a chance,” his administrator told him.

The program never got funded and never happened. Frustrated with the resistance to his ideas and those generated by his colleagues on the front lines of care, he resigned.

The “business case” argument now made sense to him—and it was antithetical to his core values. He put the pieces together. He learned how the business of medicine works—the reason there was no business case for his plan to lower complications was that hospitals profit from bad medical care. He realized that hospitals get more money for each complication, X-ray, and extra patient day in the ICU. One well-known national study that was, ironically, released around the time of his departure estimated that a hospital gets paid $10,000 extra per surgical complication.5

Dr. Clifton’s plan to deliver smarter care followed the trajectory of most common-sense innovations proposed by doctors and nurses: Everybody thinks it’s a great idea except one group, hospital administration. Brilliant homegrown initiatives are often not acted upon by administrators because of the upfront cost.

Although Dr. Clifton resigned, he did not give up. Instead he decided to take the message to a broader audience. Passionate that Americans deserve better, he moved with his family from Houston to Washington, D.C., enrolled in a Robert Wood Johnson Health Policy Fellowship, worked on Capitol Hill, and dedicated his life to reforming health care in a nonpartisan way. The message was simple: financially rewarding bad medicine is endemic in American health care. He wrote a book titled Flatlined: Resuscitating American Medicine, outlining the perverse incentives of our health care system—a book I recommend to my students to this day. As a testament to what one doctor can do when he is willing to take a bold step, Dr. Clifton is having an impact on the national conversation on health care. Today, he lives in Washington, D.C., and works with both the military and private organizations to create networks of high-quality doctors. He is currently doing landmark work demonstrating that networks of high-quality care yield better outcomes and lower costs.

His principled departure from Memorial Hermann had a big impact there. The hospital lost millions of dollars in revenue from his absence. His cause there was taken up by his colleague, neurosurgeon Dong Kim, who refused to serve as chief unless the administration delivered on Dr. Clifton’s requests to fix the hospital’s problems. The hospital’s administration, in desperate need of a new leader to rescue the department, finally granted Dr. Kim his request. In a radical turnaround, the administrators listened to each safety concern and asked how they could fix it. A new ICU was built (with plenty of sinks for employees to wash their hands). The nursing care was reorganized, and new nurses were hired for the unit. The teamwork culture improved. Nurses wanted to work there again, and there was less turnover. Morale was markedly better, and postsurgical complications decreased. The average patient stay in the ICU was reduced safely. Patients’ medical bills reflected the lower cost of safer care. Memorial Hermann is now considered by many in the field to be one of the top five neurosurgery centers in the United States.
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