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What Happened?



WHAT HAPPENED?

e Joan Rivers was 81 years old

e History of chronic reflux disease
and hoarseness

e Scheduled for upper endoscopy

i e Presented to Yorkville Endoscopy
onh August 14, 2014



Yorkville Endoscopy

Nt - A Dr. Lawrence Cohen, gastroenterologist
:‘ - Yorkville’s Endoscopy’s medical director

. Dr. Gwen Korovin, otolaryngologist
‘- ENT physician to the stars
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| %‘ Dr. Renuka Bankulla, anesthesiologist
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Vocal hero: Gwen Korovin is
Broadway's throat doctor
who has Patti LuPone, Hugh
Jackman and more singing
her praises

She's also been the voice of reason for pop singers Celine Dion, Lady Gaga
NEW YORK DAILY NEWS [/ Updated: Wednesday, April 24, 2013, 12:33 PM
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Dr. Gwen Korovin has been
called Broadway's throat doc
and the keeper of high-profile

pipes.

Just ask Nathan Lane, who
credits Korovin for guiding him
past a rough patch during
previews of "The Nance.”

"I was fighting a bronchia
nfection,” says Lane, who
earned enthusiastic reviews for
the burfesque-era drama a
week ago. "l don't think | would
nhave made it through opening
night without her.”

Besides antibiotics and anti-
nflammatories and an
accommodating schedule to fit
busy actors, Korovin provided

ething that mattered just as
much — compassion.

Korovin smiles at Lane’s rave

olica

“I've always been fascinated by
the human voice and music,”




The Planned Procedure

e Consented for "an upper endoscopy
(EGD), with possible biopsy/possible
polypectomy, possible dilatation of
the esophagus”







Allegations by Melissa
Rivers

e Dr. Cohen asked Dr. Korovin to
examine vocal cords after Ms.
Rivers was sedated

e Dr. Korovin announced “I'll go
first”

e Anesthesiologist “raised
guestions” but was ignored



CMS FINDINGS

Procedure started at 0900. Dr. Bankulla met Dr. Korovin
for the first time just before the procedure

No consent for nasal laryngoscopy

A Time Out was performed at 0904, but was incomplete.
Not all of the planned procedures were verified.

Dr. Korovin was noted as a referring physician, not as a
member of the procedural team in the procedure note

The nasal laryngoscopy was documented only in the
anesthesia record



The Procedures

e Nasal laryngoscopy
attempted, but aborted

because of poor visualization

« Upper endoscopy performed
and completed at 0928

« Nasal endoscopy repeated and
completed at 0930




What About the
Anesthesia?




Anesthetic Management

Gastroenterology
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Position Statement: Nonanesthesiologist Administration
of Propofol for GI Endoscopy

John J. Vargo, MD, MPH (Member of the Committee), Lawrence B. Cohen, MD (Member of the Committee),
Douglas K. Rex, MD (Member of the Committee), Paul Y. Kwo, MD (Member of the Committee)







The Anesthesiologist (Allegedly)
Speaks Up

Ms. Rivers required a chin lift and increasing oxygen to
maintain adequate saturation (CMS)

Dr. Bankulla was concerned about airway edema, and
wanted Dr. Cohen to examine the airway with the
gastroscope prior to the repeat nasolarnygoscopy (MR)

Dr. Cohen called her "a curious cat” and said “You always
want to know what's going on” (MR)

Dr. Cohen used his cell phone to take a picture of Dr.
Korovin and the anesthetized Joan Rivers (CMS)



Vital Signs

TIME BP Pulse RR  SpO2 ETCO?2
9:12.49 AM 117/60 71 ? 92% ?
9:16.13 AM 92/54 56 16  94% 26
9:21:42 AM 89/44 54 17  97% 19

9:26.36 AM 84/40 47 ? 92% ?



The Code: Conflicting Accounts

e Cardiac Arrest Record
- Cardiac arrest at 0928
- CPR started at 0930
- Epinephrine and Atropine administered at 0938

e Endoscopy Code Blue Record
- Ventricular Tachycardia at 0928
- CPR and assisted ventilation at 0928
- Epinephrine and Atropine administered at 0928




Why Did Joan Rivers Arrest?

- Declining blood pressure and pulse
during procedure

- Alleged that she developed
laryngospasm after the second nasal
laryngoscopy

- Succinylcholine was not administered

- Bankulla stated in court documents “The
laryngospasm had already broken, and
Joan Rivers was being adequately
oxygenated with mask ventilation.”




- DAILY NEWS

Legendary comedian Joan Rivers dies at
81in 2014

St ny goodbveatm" Rwersfunm, Joan Rivers-had Surprise throat _biopsy that
Q THE FBI'S TOP RECRUIT

IS NOW THEIR MOST WANTED EXCLUSIVE: The late comedian went to Yorkville Endoscopy for a routine endoscopy on
Aug. 28, but a doctor — who arrived with Rivers' entourage — offered to perform a
biopsy after another doctor noticed 'something’ on the entertainer's vocal chords, a
— medical source told the Daily News.

AT , W Follow«t * 7 A :
BY DON KAPLAN /[ NEW YORK DAILY NEWS / Tuesday, September 9, 2014, 9:27 PM

A
nydn.us/1qCZJI5 -




The Code: Allegations

e Cohen performed chest compressions

e Bankulla attempted intubation and failed

e Anesthesiologists Robert Koniuta and Suzanne
Scarola assisted

e Scarola attempted intubation but failed

e Approximately 17 minutes later, Bankulla requested
that Dr. Korovin perform a cricothyroidotomy

e Dr. Korovin left the scene during the code



e Joan Rivers taken by ambulance
to Mount Sinai Hospital

e She died 7 days later

e Autopsy report stated that the
cause of death was anoxic
encephalopathy due to hypoxic
cardiac arrest
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Accreditation

e Accreditation by the bk
American Association ‘
for Accreditation of
Ambulatory Surgery ®
Facilities (AAAASF SRS P RRGELELY
revoked

e Withdrawal of federal
accreditation by CMS
threatened

ENTERS for MEDICARE & MEDICAID SERVICES



Accreditation Association for
Ambulatory Health Care (AAAHC)

Our facility adheres to the highest standards in
quality, safety and compliance and we were
awarded full accreditation by Medicare (CMS) and
the Accreditation Association for Ambulatory
Health Care (AAAHC).

A AAAHC

, the nationwide leader in
ambulatory health care accreditation.
Accreditation from AAAHC ensures that Yorkville
Endoscopy has adopted the best practices in
health care, has complied with nationally-
recognized standards and is recognized by third
party payers and medical societies, as well as
state and national government agencies.




NYC Medical Examiner’s Office

“The manner of death is therapeutic complication....The
classification of a death as a therapeutic complication
means that the death resulted from a predictable

complication of medical therapy.”

201 East 93rd St
New York, NY 10128
(212) 897-1006

S 7 YORKVILLE
ENDOSCOPY

and compeissionate care

New Patient Forms

Maps & Directions Payment Information



What Killed
Joan Rivers?




How Safe is Healthcare?

440,000
Americans die
every year .
because of I
nmuuumnn
preventable T
medical mistakes -~




Why Can’t Healthcare
be as Safe as
Commercial

Aviation?
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Speak

/' The Joint Commission




Psychological Safety

e Psychological safety is a
shared belief that the
team is safe for
interpersonal risk taking

e In psychologically safe
teams, team members
feel accepted and
respected




VitalSmarts, AORN

present:

The Slleﬁt Ireatment

Why Safety Tools and Checkllsts Aren’t Enough to Save Lives

David Maxfield, Joseph Grenny, Ramon Lavandero, and Linda Groah







"OUR LIVES BEGIN TO END
THE DAY WE BECOME SILENT

ABOUT THINGS THAT MATTER."
~ Martin Luther King Jr.

@JamiePelaez



Crucial Conversation

e Stakes are high
crucial
conversations

&2 3 Tools

for talking e Emotions run

gA4d when stakes strong
are high

e Opinions vary

KERRY PATTERSON, JOSEPH GRENNY, RON MCMILLAN, AL SWITZLER



Crucial Conversation Tool
ARCC

Starts with a question and progressively increases
In assertiveness until the condition prompting the
guestion is resolved to the satisfaction of all.

o A — Ask a question

e R — Make a Request

e C — Express a Concern

e C — Follow your Chain of Command



Team Training Solution

TeamSTEPPS

Strategies and Tools to
Enhance Performance
and Patient Safety




Checklists




Culture and Leadership

NEW ENGLAND JOURNAL of MEDICINE ke NEW ENGLAND JOURNAL ¢f MEDICINE

| SPECIAL ARTICLE I | SPECIAL ARTICLE |

A Surgical Safety Checklist to Reduce Morbidity Introduction of Surgical Safety Checklists
and Mortality in a Global Population in Ontario. Canada

ABSTRACT

BACKGROUND

ABSTRACT Evidence from observational studies that the use of surgical safety checklists results From the Institute for Clinical Evaluative
in striking improvements in surgical outcomes led to the rapid adoption of such Scences (D.RU.AG.RS.ASW., N.N.8),
. p F £ iz g X . ~ P A the Department of Surgery (D.R.U.,AG.,

checklists worldwide. However, the effect of mandatory adoption of s_urglcal safety N N.B) and institute of Health Policy,
oM checklists is unclear. A policy encouraging the universal adoption of checklists by agement and Evaluztion (D.R.U. N.N.B),
Sl{rgery has bgcome an integral part of g}obal lleal;kl care, with an estimated ?34 Trovnl»e_kamfrcﬁch:o of Public Health hospitals in Ontario, Canada, provided a natural experiment to assess the effective- University of Toronto, the Un versity »{ca\.m
million operations performed yearly. Surgical complications are common and often  (A-8.-H. TGW., W.R.B., A.A.G), Massa ness of checklists in typical practice settings. Network (D.R.U.), Mount Sinai Hospital

2 i i ; ; chusetts General Hospital (A.B.H.), and (AG) and Keenan Research Centre, Li Ka
preventable. We hypothesized that a program to implement a 19-item surgical Brigham and Women's Hospital (S.R.L., te, Department
safetv checklist designed to improve team communication and consistencv of care  A.AG) all_in Boston: University of | lospital (N.N.B.)
W £ 1 2 0 1 4 reprint requests

o beth St., 10-214,
2 OO 9 ¢ Canada, or at
Mi .
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' Death rate: =~ DECREASED
Complications: DECREASED ’, f NO IMPACT
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the operation. ment of Surgery, Brigham and Women's )

Hospital, 75 Francis St., Boston, MA 02115, e o e T AUJUSTCU TI0N UL sULGical CULLIPIICALIULLIS wWao J.0uU /10 (27 JU vy

RESULTS or at safesurgery@hsph.harvard.edu. 3.76 to 3.96) before implementation and 3.82% (95% CI, 3.71 to 3.92) afterward (odds

The rate of death was 1.5% before the checklist was introduced and declined to *Members of the Safe Su ratio, 0.97; 95% CI, 0.90 to 1.03; P=0.29).

0.8% afterward (P=0.003). Inpatient complications occurred in 11.0% of patients at  Study Group are liste

baseline and in 7.0% after introduction of the checklist (P<0.001).

= ( ) This article (10.1056/NEJMsa0810119) was e Y o o . - i :

published at NEJM.org on January 14, 2009. Implementation of surgical safety checklists in Ontario, Canada, was not associated

with significant reductions in operative mortality or complications. (Funded by the

Canadian Institutes of Health Research.)

5 =

CONCLUSIONS

Implementation of the checklist was associated with concomitant reductions in the
rates of death and complications among patients at least 16 years of age who were
undergoing noncardiac surgery in a diverse group of hospitals.

N Engl ) Med 2009;360:491-9.




WHY CHECKLISTS FAIL

Operating-theatre staff at ten UK hospitals
were interviewed about the barriers to
implementing the World Health Organization
surgical checklist. The biggest problems were:

Staff resisted or failed to complete the checklist.

S i

“When the surgeons weren’t on
1 board you were told to ‘Oh shut

up and let’s get on with it.””

The checklist was inappropriate or illogical.

“It’s a bit bizarre and there’s
: 1 a sense of, I'm not actually
o progressing the patient care
e trouble wit

The checklist was thought to waste time.
’ “Yet more delay! Oh gosh,

we're going to get less work
done for the patients.”

Aneasy method that promised to save lives in hospitals
worldwide may not be so simple after all.




Operating Room
Crisis Checklists

U BRIGHAM AND

Y WOMEN’S HOSPITAL

ARIADNE|LABS | mma HARVARD

‘I' ' SCHOOL OF PUBLIC HEALTH

A JOINT CENTER FOR HEALTH SYSTEMS INNOVATION

>> Do not remove book from this room <<




Failed Airway

2 unsuccessiul intubation attempis by an airway expert

€ call for expert anesthesiology help and a code cart
Ask: “Who will be the crisis manager?”

€© Get Difficult Airway Cart and a video laryngoscope
€ Bag-mask ventilate with 100% oxygen
€@ s ventilation adequate?

Veentilation NOT ADEQUATE

| NOT ADEQUATE i} Remains NOT ADEQUATE

Optimize ventilation Place laryngeal mask
Reposition patient airway (LMA) or other
supraglottic (SG) device

Oral airway/nasal airway
Two-handed mask If unsuccessful,
attempt intubation using
Check equipment video laryngoscope
Using 100% O,

25 Prepare for surgical airway
Capnography

g : ; (prep neck, get fracheostomy kit,
Circuit integrity call for surgeon)

Check ventilation Re-check ventilation

Implement surgical airway




5 Cardiac Arrest — VF/VT

L AR AN

Shockable pulseless cardiac arrest

START

Call for help and a code cart
>  Ask: “Who will be the crisis manager?”
» Say: “Shock patient as soon defibrillator arrives™

Put backboard under patient, supine position
Tum FiO, to 100%, turn off volatile anesthetics
Start CPR — defibrillation — assessment cycle
» Perform CPR
» “Hard and fast” about 100 compressions/min
= Ensure full chest recoil with minimal interruptions
» 8 breaths/minute, do not overventilate
» Defibrillate
» Shock at highest setting
» Resume CPR immediately after shock
» Give epinephrine
» Repeat epinephrine every 3—5 minutes
» (Can give vasopressin to replace 1% or 2** dose of epinephrine
» Consider giving antiarrhythmics for refractory VF/VT
(amiodarone preferred, if available)
» Assess every 2 minutes
» Change CPR compression provider
e Check ETCO,
If: < 10 mm Hg, evaluate CPR technique
If: Sudden increase to > 40 mmHg, may indicate return of spontaneous circulation
» Treat reversible causes, consider reading aloud Hs & Ts (see list in right column)
* Check rhythm; if rhythm organized check pulse
If: VF/VT continues: Resume CPR—defibrillation —assessment cycle (restart Step 4)
If: Asystole/PEA: go fo [> CHKLST 4

DRUG DOSES and treatments
Epinephrine: 1 mg IV, repeat every 3 — 5 mins.
Vasopressin: 40 U IV can replace 1= or 2+ dose of epinephrine

ANTIARRHYTHMICS
Amiodarone: - 1= dose: 300 mg/V/10

« 2™ dose: 150 mg/IV/10
Magnesium: 1 1to 2 g VA0 for Torsades de Poinies

DEFIBRILLATOR instructions

1. Place elecirodes on chest

2. Turn defibriliator ON, sef o DEFIB mode, and increase ENERGY LEVEL..

= Biphasic: Follow manufacturer recommendation;
if unknown use highest setting

= Monophasic: 360
3. Deliver shock: press CHARGE then press SHOCK.

= Hydrogen ion = Hypoxia = Toxin
(acidosis) - Tamponade (cardiac) (local anesthetic_.
» Hyperkalemia - Tension pneumothorax  DE4a blocker, caicium
. i : channel blocker)
Hypothermia » Thrombosis
= Hypovolemia (coronary/pulmonary)

During CPR
Airway: Bag-mask sufficient (if ventilation adequate)

Circulation: = Confirm adequate IV or 10 access
« Consider |V fluids wide open

Assign roles: Chest compressions, Airway, Vascular access,
Documentation, Code cart, Time keeping




Malignant Hyperthermia

In presence of triggering agent: unexpected, unexplained increase in end-tidal CO

profonged massefaer muscle spasm after succinylchofine. Hyperthermia is a late sign.

, unexplained tachycardia/tachypnea,

START

o
(2]
©
(4]
©
16

©0 660 00O

Call for help and a code cart
Ask: “Who will be the crisis manager?”

Get Malignant Hyperthermia Kit
Call MH Hotline 1.800.644.9737

Assign dedicated person to start
mixing dantrolene

Request chilled IV saline

Turn off volatile anesthetics and
transition to non-triggering anesthetics
DO NOT delay treatment to change circuit
or CO, absorber

Tumn FiO; to 100%

Hyperventilate patient at flows of
10 L/min or more

Terminate procedure, if possible
Give dantrolene

Give bicarbonate for suspected
metabolic acidosis (maintain pH >7.2)

Treat hyperkalemia, if suspected

Treat dysrhythmias, if present
Standard antiarrhythmics are acceptable;
DO NOT use calcium channel blockers

€@ sendlabs
Arterial blood gas
Electrolytes
Serum creatine kinase (CK)
Serum/ urine myoglobin
Coagulation profile

@ Initiate supportive care
Consider cooling patient if
temperature > 38.5°C:

STOP cooling if temperature < 38°C
Lavage open body cavities
Nasogastric lavage with cold water
Apply ice externally
Infuse cold saline intravenously
Place Foley catheter,
monitor urine output

Call ICU

DIFFERENTIA JNOSis
Cardiorespiratory alrogenic
« Hypoventifation « Exogenous CO, source

*» Sepsis

(e.q., [apan y)

« Overwarming

« Neuroleptic Malignant
Syndrome

Endocrine
» Thyroloxicosis

» Pheochromocytoma

Neurologic

Dantrolene Mix each ampule with 60 cc
slerile water

2.5 mg/kg IV every 5 minutes
until sympéoms subside

May require up to 30 mg/kg
Bicarbonate 1

(for suspecied
metabolic acidosis)

2 meqg/kg, slow IV push

HYPERKALEMIA treatment
Calcium gluconate
- C‘I’ -

Calcium chloride

« 30 mgkg
« 10 mg/kg IV

Insulin = 10 units reguiar IV

« 1—2 amps D50W

RIGGERIN(

« Inhalational (volatile) anesthetics

= Succinyicholine

Toxicology

- Radiologic contrast
neurofoxicity
Anticholinergic syndrome
Cocaine, amphetamine,
salicylate toxicity
Alcohol withdrawal

« Meningitis

« Intracranial bleed

= Hypoxic
encephalopathy

« Traumatic brain
injury




Human Error

“The single greatest impediment to
error prevention in healthcare is that
we punish people for making
mistakes.”

—=Dr. Lucian Leape
Professor, Harvard School of Public Health
Testimony before Congress on Health Care Quality

Improvement



Demanding Perfection
VS.
No Harm No Foul



Just Culture

Balancing “no blame”
with individual accountability



“At-Risk Behavior” Defined

e “Behavioral choice that increases risk
where risk is not recognized or is
mistakenly believed to be justified”

e Conscious choice to do something other
what is defined in policy, protocol, law, or
accepted safety norms




At Risk Behavior

e Normalized deviance
e Workaround
o Drift



“Reckless Behavior” Defined

e Conscious behavioral choice to disregard a
substantial and unjustifiable risk

e No intention to cause harm
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Doctor’s Aren’t Perfect

THESE DOCTORS ARE AMONG

THE TOP eion SoppecTon

et e 0
DOCTORS &5
IN AMERICA L;Z:,:
Each doctor has been PLASTI:?U:‘:ER;

A
peer-nominated and selected B b ot o)
by the nation’s leading -

providers of information

on top doctors. DALLAS
INFERTILITY AND

J. Rodriguez, MD

A% MDs and DOs are 130 West Parker Rd., Piano, TX
Board Certified 972-981-7800 TexasiVF.com

D Magazine - Top Doctrs fssue

FACIAL
PLASTIC SURGERY

14758 PreSon i D

, Daltas, TX
9727741777
AdvancedFaciaiPlastic.com
O Magare -~ Rop Dockrs bsun
NEUROLOGICAL
& SPINE SURGERY

Dr. Jason P. Brinton
Vision Carrection Surgery SAN DIEGO

Stuart,
9850 Genesee Avenue, La Jolla, CA
866-830-7550 LaJollaSkin.com
Castio Connoly  Regional Fop Doctors

THE WORST S

DOCTORS .=
IN AMERICA oo

s -, MD
Each doctor has been <8 S
itz i deten
providers of information
on top doctors.

T

FACIAL
T ERY

14755 Presws: .
972-774-1444

407-385-1620
e
Neurological & Spne sy , SAN DIEG"
HAIR TRANSP ~
FACIAL & x

The topPyuciams com



Two Dimensions of Ethical Behavior
A

CAUTION DANGER

CAUTION

Personal Gain

>
Production Pressure



The Third Dimension

e Likelihood of being caught
e Integrity




Unnecessary Heart Procedures - % < i

UNNECESSARY HEART PROCEDURES

STENT FRAUD LAWYERS

REPRESENTING PATIENTS HURT BY
UNNECESSARY HEART STENTS
& HEART CATHETERIZATION

1-800-444-7194

CALL FOR A FREE CONSULTATION
www.StentFfraudLawyers.com

Are Doctors Exposing Heart Patients
to Unnecessary Cardiac Procedures?

Dozens of cardiologis

procedures than those

-

yutside major metro areas are performing a far greater number of catherization
orking at big city hospitals

-




The Role of Physician Leaders

“Managers do things right,
but leaders do the right things”

» Warren Bennis



Competition
Hierarchy
Autonomy
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Do Starbucks Employees Have
More Emotional Intelligence
than Your Physician?

E s: 21 comments, 2 called-out + Comment Now + Follow Comments

A cranky customer snaps at his barista,
lodging an unjustifiable complaint about
the service, the temperature of the drink...
about anything and everything. He came
into the store angry (and in pain from a
chronic illness) and he needed something—
or someone!—to take it out on. He is met by
a well-trained smile, the barista doling out a
few words of sympathy while bending over

A Starbucks barista. (Photo credit:
backwards to make sure he knows she has Wikipedia)

taken his complaint seriously.



e Listen
e Acknowledge
e Take action

e Thank

e Encourage to visit
again




Emotional Intelligence

e The ability to identify, assess, and
control the emotions of oneself, of
others, and of groups

e A balance of personal and social
awareness and competence

\Jr.“ I THINK RATIONALLY
{ A (way over here)
; A a’ ‘ ‘ \\r"k‘
LIMBIc SYSTEM A
Q a(l feel here) '

SPINAL conn ‘,J\"\/\

(enter



Teamwork Defined

A joint action by a group of people, in
which each person his or
her individual interests and opinions to
the unity and efficiency of the group



A Team of Experts

An Expert Team
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Improving
Safety
Culture



Executive Leadership Support

* Culture is the foundation for vision and strategy. A culture
characterized by fear and self-protection will not lend itself to
openness, learning, and improvement.

« Transparency is the key to change the culture. An unwillingness
to face and share the hard facts is an indicator of denial, and denial
is not compatible with a safe environment.

« Safety must be the overarching strategy.

« Leaders must take ownership for setting the climate and
focusing the work.



PV The Joint Commission

Sentinel Event Alert

August 27, 2009
Issue 43, August 27, 2009

Revised September 8, 2009*

Leadership committed to safety

Leadership is a critical function in promoting high quality, safe health care. In health care organizations, leadership is provided
by the governing body, the chief executive and senior managers, and the leaders of the clinical staff. When a sentinel event
occurs in a health care organization, inadequate or ineffective leadership is often one of the contributing factors. In fact,
inadequate leadership was a contributing factor in 50 percent of the sentinel events reported to The Joint Commission in 2006.
(1) Research shows that leadership makes a major difference in the quality and safety of patient care. (2,3,4,5,6,7,8)
“Leaders must recognize that all sentinel events involve a failure in the systems and processes which led to the event,” says Jeff
Selberg, CEO of Exempla Healthcare. “As leaders, we are accountable for those systems and processes which provide the
framework for the clinical environment our staff works within. My first priority is to understand how we improve our clinical
environment to reduce the possibility of doing harm.”

Health care organizations have not developed the “zero-defect” safety interventions seen in other high-risk industries such as
aviation, energy and manufacturing. (8,9) But health care is moving in that direction. Progressive health care leaders have

begun to apply lessons learned in other industries to reduce risk and strengthen the defenses against preventable patient harm
in health care environments. (2,3,8)




The Role of Hospital Leaders in Patient
Safety

Hospital leaders provide the foundation for an effective patient safety system by doing
the following: °

Promoting learning

Motivating staff to uphold a fair and just safety culture

Providing a transparent environment in which quality measures and patient harms
are freely shared with staff

Modeling professional behavior
Removing intimidating behavior that might prevent safe behaviors
Providing the resources and training necessary to take on improvement initiatives




The Joint Commission Journal on Quality and Patient Safety

I 5 Million Lives Campaign

Getting Boards on Board:
Engaging Governing
Boards in Quahty s oy . I

This article is the sixth and final in the the 5 M llion Lives
Campa g h l stitut: f Healthca Imp eme t al initiative
taims p otect patients from five ml d nts fmd al harm in

alld ;a‘el 57 United States hospitals between Dec mb 2006 nd December 2008.




Health Affairs

At the Intersection of Health, Health Care and Policy

By Ashish Jha and Arnold Epstein

Hospital Governance And The
Quality Of Care

ABSTRACT Hospitals’ boards may influence the quality of care that
hospitals provide, but their engagement in quality-related issues is largely
unknown. We surveyed a nationally representative sample of board chairs
of 1,000 U.S. hospitals to understand their expertise, perspectives, and
activities in clinical quality. We found that fewer than half of the boards
rated quality of care as one of their two top priorities, and only a
minority reported receiving training in quality. The large differences in
board activities between high-performing and low-performing hospitals
we found suggest that governing boards may be an important target for
intervention for policymakers hoping to improve care in U.S. hospitals.




What Killed
Joan Rivers?



%en I die...

I want my funeral to be a huge showbiz atlanr wath | “é ’
lights, cameras, action. I want Craft services, | = - _ et
want paparazzi and I want publicists making a scene! — -
I want it to be Hollywood all the way. I don’t want
some rabbi rambling on; I want Meryl Streep
crying, in five different accents. I don’t want a
culogy: I want Bobby Vinton to pick up my head
and sing “Mr. Lonely.” I want to look

gorgeous, better dead than I do alive. |
want to be bunied in a Valentino gown and I want
Harry Winston to make me a toe tag. And I want a
wind machine so that even in the casket my hair is

blowing just like Beyonce’s.”

-Joan Rivers, “I Hate Everyone.. Starting With Me™

SCBS EVENING NEWS
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We Can Do Better



Takeaways

« Assess and confront your culture

« Ensure psychological safety

« Enable frontline staff to speak up

« Implement Just Culture with intention
« Embrace checklists

« Get your Board on board



Ken Rothfield, MD, MBA

Ext. 904-308-7420
Mobile 301-481-7939



