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Healthcare Excellence:
The VA! (Plus)
Best Care Anywhere: Why VA Healthcare Is Better Than Yours—Phillip Longman
“GENERALLY, THE MORE PRESTIGIOUS THE HOSPITAL YOU CHECK INTO, AND THE MORE EMINENT AND NUMEROUS THE PHYSICIANS WHO ATTEND YOU, THE MORE LIKELY YOU ARE TO RECEIVE LOW-QUALITY OR EVEN DANGEROUS AND UNNECESSARY CARE.” (p. 84) 
“America’s elites are very good at attracting money and prestige, and they have a huge technology arsenal with which they attack death and disease. But they have no positive medical results to show for it in the aggregate and many indications that they are providing lower-quality care than the much-maligned HMOs and assorted St. Elsewheres.”   (p. 88)

1900-1960, life expectancy grew 0.64 % per year; 1960-2002 0.24% per year, half from airbags, gun locks, service  employment ... 

“The big cause of skyrocketing healthcare costs has been increasingly intensive use of technologies and treatments that, when we look at their effects on the population as a whole, have brought only negligible improvement in public health and longevity.” (p. Xxiv)
Average American: 78 hours of labor to cover the cost of healthcare in the 60s; 390 hours in 2004. (p. xx)

400,000 heart bypass surgeries, 1,000,000 angioplasties per year. “Yet recent studies show that only about three percent of the patients who receive such operations benefit from them; most would be better served just taking aspirin or low-cost beta blockers.” (p. xxvi)
From the foreword, by Tim Noah, on his wife Marjorie Williams’ cancer treatment: “Much of our effort involved retrieving information from one source and sending it to another. This wasn’t something we could count on happening on its own. Very expensive blood test results, we observed, had perhaps a 50% chance of being misplaced under a pile of faxes and therefore not finding their way into Marjorie [Williams’] medical chart. So we made a habit of getting the labs to fax a copy to our house. Films of CT scans would be misfiled perhaps 30 percent of the time and thus become permanently irretrievable. So I took my checkbook to all of Marjorie’s CT scans and purchased my own spare copy on the spot. (p. ix)

“My most memorable brushes have been with an eminent surgeon,” Marjorie wrote in her next-to-last column for the Washington Post, “whose method is to stride into the examining room two hours late, pat your hand, pronounce your certain death if he can’t perform an operation on you, and then snap at your husband to stop taking notes, since he can’t possibly follow the complexity of the doctor’s thinking.” (p. 84)

Longman on his wife Robin’s breast cancer treatment: “The more time we spent in the Lombardi Center and Georgetown hospital, the more I was disturbed by the way they managed ‘the little things.’ ... I was similarly shocked at how little the various specialists involved in her care seemed to consult with one another, or to keep up to date on the results of tests. ... There seemed to be little attention given to managing information and coordinating care. ... I came away feeling that no patient should ever enter a hospital without having some kind of fulltime advocate—a caring, calm, shrewd relative or friend at least.”(p. xiv)

VA Strengths

*Safety

*Evidence-based medicine
*Health promotion and wellness programs

*“Unparalleled adoption of electronic medical records and other information technologies” (p. xxix)
2003, New England Journal of Medicine publishes quality study results: 11 measures of quality compare VA and fee-for-service plans. VA “significantly better” on 11 out of 11 ... 2004, Annals of Internal Medicine, RAND study: VA vs commercial managed care; VA “outperforms all other sectors of American healthcare in 294 measures of quality” ... National Committee for Quality Assurance top-rated, JHU, Mayo, Mass General; “In every single category the veterans healthcare system outperforms the highest-rated non-VA hospitals” (pp. 2, 3) On-time appointments, appointment with specialist, etc: Institute for Health Care 
Improvement/Harvard patient safety guru of gurus DonBerwick, on the VA’s  “spectacular” record on costs: 1995-2004, VA up 0.8% in 10 years, Medicare up 40.4%
VA patients “older, sicker, poorer, and more prone to mental illness, homelessness, and substance abuse;”  ½ > 65, 1/3 smoke, 1/5 diabetes vs 1/14 overall; chronic diseases, frailty—especially vulnerable to medical errors (p. 31)

VA patients get 67% of care they should get (“treatments recommended by evidence-based medicine”); healthcare “system as a whole,” 54.9%

“Because the VA lacks any financial incentive to engage in over-treatment, it saves money by avoiding unnecessary surgery and redundant testing.” (p. 7)

“Because the VA is a big, government-run system that has nearly a lifetime relationship with its patients, it has incentives for investing in prevention ...” (p. 9)
Information technology: group of off-the-radar experiments, performed surreptitiously by “the Hard Hats.” Dr Kenneth Dickie, 1979, brought together, as VistA, 20,000 software protocols “originally written by individual doctors and other professionals working secretly in VA facilities all around the country” (21) “This unique, integrated information system has dramatically reduced medical errors at the VA while also vastly improving diagnoses, quality of care, scientific understanding of the human body, and the development of medical protocols based on hard data about what drugs and procedures work best.” (p. 22) “a handful of technically minded doctors sprinkled throughout the VA began experimenting with writing their own software to meet their various needs” (p. 25) “Many Hard Hats were fired or demoted; others had their computers confiscated.” (p. 26) HHs members of an “underground railroad,” with own biz cards, etc. “Private sector vendors repeatedly pressured Congress to make VA doctors and technicians stop writing software.” Success: positive info leaked, trade press publicity, came to attention of top political-appointees in VA (p. 28)

Other: “As with many other institutions, the software these [VA] high priests [official, centralized IT function] wrote, or more often procured from private vendors, wasn’t very good, in large part because the people who actually had to use it had little role in its development.” (p. 24)
VISTA “USEFUL IN IDENTIFYING PROCEDURES THAT DON’T WORK (p. 40)
Ken Kizer, 1994, revolutionary leader: “reorienting the VHA away from a system that emphasized acute care delivered in hospitals by specialists and toward one that put overwhelming emphasis on prevention and patient-centered management of chronic conditions.” (p. 49)

(1) 1999/INSTITUTE FOR MEDICINE, 98,000 ANNUAL DEATHS [IN ACUTE CARE HOSPITALS THROUGH ERROR (E.g., 1 MEDS ERROR PER PATIENT PER DAY ON AVERAGE) (SOME ESTIMATES DOUBLE THIS NUMBER); 
(2) 90,000 ANNUAL DEATHS FROM PREVENTABLE INFECTIONS; 

(3) PLUS ERRORS OF OMISSION: E.G., “IF YOU HAVE DIABETES, YOUR CHANCES ARE ONLY ONE IN FOUR THAT YOUR HEALTH CARE SYSTEM WILL ACTUALLY MONITOR YOUR BLOOD-SUGAR LEVELS OR TEACH YOU HOW TO DO IT;” 

(4) “ACCORDING TO A RAND STUDY, AMERICANS RECEIVE APPROPRIATE CARE FROM THEIR DOCTOR ONLY ABOUT HALF OF THE TIME.”
“THE RESULTS ARE DEADLY. IN ADDITION TO THE 98,000 KILLED BY MEDICAL ERRORS IN HOSPITALS AND THE 90,000 DEATHS CAUSED BY HOSPITAL INFECTIONS, ANOTHER 126,000 DIE FROM THEIR DOCTOR’S FAILURE TO OBSERVE EVIDENCE-BASED PROTOCOLS FOR JUST FOUR COMMON CONDITIONS: HYPERTENSION, HEART ATTACK, PNEUMONIA, AND COLORECTAL CANCER.” [TP: TOTAL 314,000] (p. 59)
VA 1997, “Patient Safety Event Registry” ... “looking for systemic solutions, not seeking to fix blame on individuals except in the most egregious cases. The good news was a  thirty-fold decrease  in the number of medical mistakes and adverse events that got reported.” (p. 61)
Kizer/starts National Center for Patient Safety Ann Arbor (p. 61)

“culture of cover-up that pervades healthcare” (p. 58)

K.I.S.S./Keep It Simple, Stupid: WRONG SITE SURGERY: “THE MOST EFFECTIVE PART OF THE DRILL IS SIMPLY ASKING THE PATIENT, IN LANGUAGE HE CAN UNDERSTAND, TO STATE (NOT CONFIRM) WHO HE IS, HIS BIRTH DATE OR SOCIAL SECURITY NUMBER, AND WHAT HE’S IN FOR.” (p. 64)
POTASSIUM CHLORIDE EASILY CONFUSED WITH SODIUM CHLORIDE (SALINE SOLUTION). ... THE FAIL-SAFE PROCESS: NEVER ALLOW THE CONCENTRATE TO BE STORED IN WARDS, BACKED UP BY BARCODING OF ALL MEDICATIONS.” (p. 64)

Scanner: “Skunkworks” project started in Kansas, 1992, hand-held scanner, idea from nurse Sue Kinnick when she observed usage in rental-car return area. “It wound up eliminating some 549,000 errors by 2001; there was a 75% decrease in errors involving the wrong medication, a 62% decrease in errors involving the wrong dosage, a 93% reduction in the wrong patients receiving medicine, and a 70% decrease in the number of times nurses simply forgot or didn’t get around to giving patients their meds.” (p. 65)

... NO HANDWRITTEN PRESCRIPTIONS (p. 65)

“Quality doesn’t pay”: 1995, Duke Medical Center, “Nurses regularly called patients [with congestive heart failure] at home to monitor their well-being and to make sure they took their medications. Nutritionists offered heart-healthy diets. Doctors shared data about their patients and developed evidence for what treatments and dosages had the best results. And it worked—at least in the sense that patients became healthier. The number of hospital admissions declined and patients spent less time in the hospital. 
Only problem: “By 2000, the hospital was taking a 37% hit in its revenue due to the decline in admissions and the absence of complications. Ten hospitals in Utah had a similar experience after implementing integrated care for pneumonia.” “No investment in quality goes unpunished.” “But there is a problem: Who will pay for it? ... An idealistic commitment to best practices doesn’t pay the bills.” (p. 73)

“Generally, the more prestigious the hospital you check into, and the more eminent and numerous the physicians who attend you, the more likely you are to receive low-quality or even dangerous and unnecessary care.” (p. 84) 
“For most Americans, the two biggest determinants of what kind of treatments they receive are how many doctors and specialists hang a shingle in their community and which one of them they happen to see. The more doctors and specialists around, the more tests and procedures performed. And the results of all these tests and procedures? Lots more medical bills, exposure to medical errors, and a loss of life expectancy.  It was this last conclusion that was truly shocking, but it became unavoidable when [Dartmouth’s Dr. Jack] Wennberg and others broadened their studies. They found it’s not just that renowned hospitals and their specialists tend to engage in massive overtreatment. They also tend to be poor at providing critical but routine care. For example, Dartmouth researcher Elliot S. Fisher has found that among Medicare patients, who share the same age, socioeconomic and health status, their chances of dying in the next five years are greater if they go to a high-spending hospital. One reason is that patients in high-spending hospitals with lots of specialists and high technology are also less likely to receive many proven routine treatments [e.g., aspirin, flu vaccine]. ... This general lack of attention to prevention and follow-up care in high-spending hospitals helps to explain why not only heart-attack victims but also patients suffering from colon cancer and hip fracture stand a better chance of living another five years if they stay away from ‘elite’ hospitals and choose a lower-cost competitor.” (p. 86) 
“In 2006 when Time magazine had the brilliant idea of asking doctors what scared them most about being a patient, three frequent answers were fear of medical errors, fear of unnecessary surgery, and fear of contracting a staph infection in teaching hospitals.” (p. 87)

“Supply creates its own demand—“short circuit in the normal way supply and demand adjust to one another. ... The second reason is the stunning lack of scientific knowledge about which treatments and procedures actually work.” (p. 92)
* * *

Overtreated: Why Too Much Medicine Is Making Us Sicker and Poorer —Shannon Brownlee

“We spend between one-fifth and one-third of our healthcare dollars, an exorbitant amount of money, between five hundred and seven hundred billion dollars, on care that does nothing to improve our health.” ... “Americans undergo millions of tests—MRIs, CT scans, blood tests—that do little to help doctors diagnose disease, and sometimes lead them to find and treat conditions that would never have bothered their patients had they never been found. We undergo back surgery for pain in the absence of evidence that the surgery works.” ... “The simplest treatments often fall through the cracks—making sure a patient knows how to use an asthma inhaler, for instance. And when doctors and hospitals try to deliver the right kind of care, such as keeping track of a heart patient’s weight gain ... they lose money.” “The most powerful reason doctors and hospitals overtreat is that most of them are paid for how much care they deliver, not how well they care for their patients.” ... “[Dartmouth researcher, Dr John] Wennberg* came to an unsettling conclusion. Medicine wrapped itself in the mantle of science, yet much of what doctors were doing was based more on hunches than good research. ... In fact, as research would show over the coming decades, stunningly little of what physicians do has ever been examined scientifically, and when many treatments and procedures have been put to the test, they have turned out to cause more harm than good. In the latter part of the twentieth century, dozens of common treatments, including the tonsillectomy, the hysterectomy, the frontal lobotomy, the radical mastectomy, arthroscopic knee surgery for arthritis, X-ray screening for lung cancer, proton pump inhibitors for ulcers, hormone replacement therapy for menopause, and high-dose chemotherapy for breast cancer, to name just a few, have been shown to be unnecessary, ineffective, more dangerous than imagined, or sometimes more deadly than the diseases they were intended to treat.”

*Shannon Brownlee called Dr John E.Wennberg “one of the mythic heroes of modern medicine.” As a Vermont country doctor, he became fascinated by the huge differences in treatment rates in towns that were close together. For example, in Vermont, 7% of children had their tonsils removed; in nearby Morrisville 70% of kids had tonsillectomies. Various approaches were used to explain the discrepancies, but in the end, as Brownlee explains, “The high rates of surgery were not being driven by patients, but rather by doctors. [Nearby docs] had no idea how different their practices were from their colleagues’.” 
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