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The Northern New England
Cardiovascular Disease Study
Group exists to develop and
exchange information
concerning the treatment of
cardiovascular disease. ltis a
regional, voluntary, multi -
disciplinary group of clinicians,
hospital administrators, and
health care research personnel
who seek to improve
continuously the quality, safety,
effectiveness, and cost of
medical interventions in
cardiovascular disease.




Objective: It takes both context
knowledge and generalizable knowledge
to provide a solid foundation for
designing intelligent tests of change.
Participants will learn the crucial role of
these two types of knowledge to guide
Improvement efforts that result in
effective and sustainable improvement.




What | hope you will take away
from this lecture.

The “Microsystems” level is the place to begin
transforming healthcare.

Observational research is highly underrated and
Involving ourselves in observational research is a
moral imperative.

Explain the crucial role of two types of
knowledge to guide improvement efforts that
result effective and sustainable improvement.

Have a healthy disregard for the status quo and

understand that you have two jobs to do everyday
1. Do the work
2. Improve the work
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The Great Travesty

“Scientific knowledge about best care Is not
applied systematically or expeditiously to
clinical practice. It takes an average of 17
years for new knowledge generated by
randomized controlled trials to be incorporated
Into practice, and even then application is highly
uneven.”



Moral Imperative to Advocate
for Change

A
“We have an extraordinary capacity
to deliver the best care In the
world, but we repeatedly fail to
translate knowledge and capacity
Into clinical practice.”
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Clinical Microsystem

A clinical microsystem Is a small group of people
who work together to provide care to discrete
subpopulations of patients.

It has shared clinical and business aims, linked
processes, shared informational environment,
and produces services which can be measured
as outcomes.




Cardiac Surgery
Microsystem






“Best efforts and hard work

not guided by knowledge only

dig deeper the pit that we are
In.”

The New Economics
W. Edwards Deming ooceses

THE NEwW
Economics




How do we improve the
microsystem ?

Generalizable

Scientific T Context —p |Mprovement
Evidence

Published studies
RCTs,

Observational studies
Case-control studies,
Case Series,
Systematic Reviews

Measurement of our Intelligent Action!
system

Enumerative Statistics



Generalizable Knowledge
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An evidence-based review of the practice of cardiopulmonary
bypass in adults: A focus on neurclogic injury, glycemic
control, hemodilution, and the inflammatory response

Kanneth G. Shann, CCP." Donald & Likosky, PhD," John M. Murkin, MD ' Robart A. Baker, Phi CCP|Aust),"”
Yvon A darnesw, MO,” Gardon A Dakoe, CCP," Timpthy A Dickinson, MS, Timothy J. Gardner, MD." Hilary P. Grocott, MO,
Garald T. 0°Cannar, PhO, DSc,” David J. Rosinski, CCP, Frank W. Sellke, MD," and Timothy W. Willcox, COP{Aust]"

=ge ralatad editengl on page 223

gt

urdiopulmonnry bypass (CPB) can be used during cardiac surgery o oxy-
genate and subseguently recirculate blood that has been diveried from the

heart and [ungs. The practice of CFE has changed—and continues fo
change—dramatically since 1t advent in the 19505, Although structured reviews of
the evidence supporing the practice of cardiac surpery have been in the literature for
miore than a decade and continue 1o be reéfined in-the wake of new and cneerging
evidence,” ™ additional tarpeted reviews, focusing on issucs such as minimizing
the effect of the inflammatory response or minimizing neurclogic injury, ane
warranted.  Previous attempts, by Edwards and colleagues™™ and Bartels and
associates. ot synthesizing the evidence base to supporn the principles of CPB have
selectively reviewed the cordiac surgery literature or focosed on unigue patient



Generalizable Knowledge

REFORT FROM THE 5T8 WORKFORCE ON EVIDENCE BASED SURGERY

Perioperative Blood Transfusion and Blood
Conservation in Cardiac Surgery: The Society of
Thoracic Surgeons and The Society of

Cardiovascular Anesthesiologists Clinical Practice
Guideline*

The Society of Thoracic Surgeons Blood Conservation Guideline Task Force:
Victor A. Ferraris, MD, PhD} {Chair), Suellen P. Ferraris, PhD, Sibu P. Saha, MD,
Eugene A. Hessel I, MD, Constance K. Haan, MD, MS, B. David Royston, MD,
Charles R. Bridges, MD, ScD, Robert 5. D. Higgins, MD, George Despotis, MDD}, and
Jeremiah R. Brown, PhD

The Society of Cardiovascular Anesthesiologists Special Task Force on Blood Transfusion:
Bruce D. Spiess, MD, FAHA (Chair), Linda Shore-Lesserson, MD, Mark Stafford-Smith, MD,
C. David Mazer, MD, Elliott Bennett-Guerrero, MD, Steven E. Hill, MD, and

Simon Body, MB, ChB

University of Kentucky Chandler Medical Cenber, Leingion, Kentocky (WAFE, SPE, 5P5, EAME Univerdty of Florida, Jacksonyille;
Haorida {CKH), University of Fermsylvania Health System, Philadelphia; Pennsylvania (CRE), Flareficld Hospital, London, Unibed
Kingdom (BDR] Rush Presbyterian St Lakes’ Medical Cerder, Chicage, Blineis (RSOH], Washington Urdversity Medical Center, SLE
Lowis, Miscowr (G, Center for the Evaluative CEnical Sciences, Darftmouth Medical School, Lebanon, Beew Hampshire (JRB), Virginia
Crenmonwealth Universtty, Richmand, Yirgicda (BDS) Montebore Medical Center, Brors, Mew York (LSLL Duke Unaversity Sledical
Certer, Durham:, MNortn Caroling (MS-5, EB-G, SEFHL Keenan Research Conter in khe L1 Ka Shing Enowiedee Instute of St Michael's
Hospital, University af Torontn, Torondn, Ontrie, Canads (C0M), and Brigham ard Women's Faspital. Harvard Medical Schoal,
Bostom, ¥assachusetbs (58]




Using a Registry to Build Context
Knowledge
Temperature

Myocardial Management
Protection

Hemodilution
Transfusion

Prime Volume Filtration
Management .
g Glycemic
Management
Fluid Cerebral
Management Monitoring



nowing to Doing

Generalizable
Scientific Improvement
Evidence
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“Every system is perfectly designed
to achieve exactly the results it gets.

Paul Batalden
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Fetlnal and Cerepral Microemoolization
During Coronary Artery Bypass 5 Lrgery A
Randormized, Controlled Tri

Jr(lllrLE lon., 2005 112: "815

, D
Rairnondo  Asc orw LCS; Arup Ghosn, FRCS; Barnapy
J D

C. Reeyes, nil : Jonn Arnold, BA: Mike Potis,
FRCS: Atul Shah, J\/IBBCH Glennl D. Angelini , FRCS

FITS were 14,7 times more frequer <9JO/) Cl, 3.51
P=0.001) and S1008 levelwas 2.1 times nigner (C % Cl,
1.3 10 3.9; P=0.005) wnen reiinal ricrova [ clarnzige

Wels present |

~ Jr
SCLIzZL

Injury was assoclaied witn emoolic dose,
Identified by Irmages and oiocnernical assay
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Generalizable Best Possible

Scientific Care
Evidence

Intelligent Action!
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Generalizable Best Possible

Scientific Care
Evidence

Intelligent Action!







