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Introduction

“...Dad was only 55 years old when he died. He could have
been saved. He was dead when the nurses found him.
Actually he could’'ve been saved if someone, anyone, had
checked on him every now and then...They would have

seen that he was having one of his seizures...”

Every year as many as 1 million patients become permanently or
temporarily disabled, injured or harmed, or develop avoidable
complications and unnecessary costs due to the fact that they were
"hidden" in “hidden” hospital rooms, “hidden” emergency room corridors
and “hidden” waiting rooms where no one could see them until it was too

late.

A hidden patient hospital corridor
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Michael Moore’s film, “Sicko” focused on an American “healthcare
system” that is doing everything it can to block access and payment for
patient care. But Michael Moore was presenting the problems of getting
into the “healthcare system” past all the access and financial barriers in
order to get into a hospital. The insurance company won’t authorize your
hospital stay. The insurance company won’t pay for your MRI so
whatever might ails you like an entire disease or a clot, embolism,
aneurism or tumor is hidden like an un-detected time bomb in your own
body. The insurance company won't pay for everything so you’ll have to
either choose if you want to pay the extra $25,000 for the ankle
replacement so that you can walk normally again, or choose the “covered”
ankle fusion so that you can limp along for the rest of your life. The list

goes on.

Once you get inside the walls of a hospital, unless you are considered
critical enough to be admitted to an intensive care unit, you will
undoubtedly be admitted to a hidden patient room where harm, misery
and even death is closer to you than the nursing staff. That's what this
book is about. It's about what happens to you after you are hidden within
the hospital. You might have healthcare insurance that allows you to get

into the hospital, but you have no assurance that you will get out alive!
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“When | finally arrived the female patient was leaning over the
edge of the bed frozen in position, reaching for a magazine she
had dropped on the floor, but she was too weak to pull herself
back up. She has permanent brain damage now.”

From a nurse
Posted on www.nohiddenpatient.com

However, after you get admitted to a hidden room in a hospital that’s not
all that is “hidden”. There are many other “hiddens” that are just as
incipient, intolerable and life-threatening.  The hidden patient room is
merely the stage for an infinite number of tragedies that could be played
out by each new patient who enters. Among these “hiddens” include
patient falls, undetected decubitus ulcers (bed sores), rapidly-spreading
infections, allergic reactions, undissolved pills stuck in a patient’s throat,
catheters left in blood vessels or bladders too long, and many other
horrors that are occurring in every hospital in the USA and in hospitals all
over the world as well.

“At first they thought my brother was just wetting the bed all the time

and they were getting tired of having to change the bed. Then when

| came in later | noticed that the IV hadn’t even been put in correctly

so it was leaking all over the bed. Even | can tell if it is put in

correctly. |1 am not a nurse, but could tell it was in wrong because of

all the time | spent with him in the hospital.”

From “Dahlia Rose”



The Hidden Patient Epidemic, by Jeff Hardy

Introduction iv

There are “hidden patient information problems” like vital clinical
information buried in the massive amounts of medical-legal paperwork
that is created more to cover the tails of the hospital and staff in case of a
lawsuit, and less, much less to help patient care. Most hospital nursing
staff have barely enough time to care for their patients and record every
little thing they do such that actually reading the often New-York-phone-
directory sized record is impossible. There is so much information in the
patient’'s medical record that it is not uncommon for a harried physician to
completely miss a “hidden” patient problem a nurse had documented on a

previous shift.

“...The nurses spend so much time on the computer but | don't
know for the life of me what they are doing. They certainly aren’t
reading anything. A nurse came in to talk to my mother and began
asking her questions. | watched in total consternation for a
moment and then said “have you even looked at her chart? She
has dementia. She doesn’t even understand what you are saying.
She needs to learn how to swallow again so she can take her
medicine.’...”

Submitted to www.nohiddenpatient.com
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There are “hidden nursing staff problems” that occur not only because of
the way hospital patient care areas are designed but also because
nursing staff are so busy they have little time to discuss critical patient
plans and interventions even if they could get together for a few
moments. Physicians come to labyrinthine patient care floors, see their
patients and leave before talking with the patient's nurse because all of

them are hidden from each other.

"Whenever | come to a nursing station | have to search for a nurse
and undoubtedly the nurse | want to find is with a patient in
another room. | often have to do my own 'nurse search' since they
are always so understaffed and overworked | feel bad asking
anyone to help me."

Submitted by a cardiologist, Mississippi hospital

There are more “hidden” categories, but it all begins with the sad and
alarming fact that we are currently stuck with a trillion dollars worth of
hospitals that are as much a threat to human life as a leaky nuclear plant.
Our hospitals are simply the wrong facilities for today’s much more
critically ill and complex patients. It is a problem of epidemic

proportions.
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It is bad enough that the “Hidden Patient Epidemic” has already spread to
a hospital near you. But new hospitals are still being designed and built

with hidden rooms.

The overarching problem is that the healthcare industry has not yet
recognized the hidden patient epidemic yet, so until that day it will be
“every patient for himself.” It is a sad testament to our failure to provide
even the most basic care to our hospitalized patients that many patients
who have the financial means are already hiring live-in “advocates” in

their hospital rooms.

Potoczny
got a rude awakening. “I always
thought the medical staff
would return phone calls,
answer questions and discuss
treatment plans and options,”
she says. “I was wrong.”

e ...So
- the family turned to a Balti- NEWSWEEK,
= more-based health-care advo- February 15, 2007

* cacy company...
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The patients who cannot afford an advocate will have to rely on family
members and friends to make sure they do not become invisible to the
caregiving staff. Here’s what one woman told my wife and me after her
father died in a hospital:
“l believe that everyone needs an advocate because you can’t
trust the nurses to do what has to be done. In the end | believe
it was the hospital that did my father in. The hospital put him in
the last segment of his life. He might have done much better,

and lived with less pain or better mobility....”

What have we come to as a nation where the only way a patient can
assure care, attention and even survival in a hospital is to have an

advocate on hand at all times?

For the patients who have neither the means nor the friends to help pilot
their precarious voyage through their hospital stay is it is ‘out of sight; out
of luck’ because the patients who bought or brought their own advocates
are the proverbial squeaky wheels that are assuredly going to get the

caregiving and life-saving grease.

"I'll tell you what got my blood boiling in a hospital where they are
supposed to have taken care of my heart. I'm a truck driver and

my wife is a lab technologist. She told me to write so here | am
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writing. | was 5 states away from home and my chest started
hurting, constricting, so | follow the 'H' signs and ended up in this
hospital where they saved me and | am grateful. But then they put
me in a room and the nurse comes in and asks if | have any family
who would like to join me and watch over me for my own safety
and comfort. They even have this family area type place in the
room for someone. My wife couldn't come and my kids are grown
up so | had to tough it out on my own. What really got me was
hearing the other family members outside in the corridor calling the
nurse or talking to the doctors. | think if this ever happens to me
again | am going to demand that they put my bed in the corridor
where someone can take care of me."

Submitted to www.nohiddenpatient.com

Were the hidden patient epidemic a minor problem within the hospital then
it could be considered an “elephant in the living room” where everyone
continues to ignore the problem as though nothing was wrong. But the
hidden patient problem is pervasive throughout our nation’s hospitals.
The proverbial “living room” is every city, county and community,

Anywhere USA, and the hospital is the elephant.

| was alerted to the “hidden patient problem” while | was helping design a

replacement hospital in Georgia. @ Back home in my Novato home in
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California | read an article on the front page of our local newspaper about
a guy who died in our hometown hospital. As | read the article the “NO

Hidden Patient” hospital concept began to captivate me.

| initiated discussions with people to see what their reaction would be to the
hidden patient problem. Without exception everyone with whom | shared my
hunch and who had either been a patient, visitor or employee of a hospital had
his own story to tell. Some stories were horrific, some sad and a few were even
amusing yet still sad testaments to our nation’s hospitals, like this one from a
persistent daughter:
"My father was in a corner room and the nurses were always so
busy | had to stand outside of the room to wave down the nurse.
They finally moved him across from the nurses' station so | would
go home."
Or this one from a young mother:
"Hey, | kinda liked being hidden! Last summer | had been hiking in
the desert and | got major dehydration so they put me in the
hospital for IV therapy to get water back into me. My boyfriend
snuck into my room and now I'm pregnant with our first child!
We're going to get married though. Can you help us with a name?
(we don't know if it is a boy or girl yet).”

Submitted to www.nohiddenpatient.com
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Had her newborn been a girl | would have suggested the name “Heidi” but there
was no way | could contact her since she submitted her “incident” from the

anonymous submission page on the www.hiddenpatient.com website.

However, the horror stories and sad stories are the ones that kept coming into
the website and were also told to me in person by people who had heard about
what | initially called my “NO Hidden Patient’” campaign. A nurse shared her
own horror story about the time she was a patient in the same hospital where
she worked. Two days after her “woman surgery” she was almost ready to be
discharged from the surgical unit when she began to feel agitated and dizzy.

“| started hyperventilating and felt the walls of the room close in on

me. As a nurse | was well aware that something was going on

inside of me under my incision that needed attention immediately

so | grabbed the nurse-call remote control and noticed that it didn’t

have any buttons on it. | was so ‘out of it’ that | didn’t realize | was

holding the control upside down.

“At that point | was already panicking.. The idea that my remote
control had been replaced with a remote control without buttons
made me feel so paranoid that | screamed out. But no sound
came from my throat. | was completely choked up. So I climbed
off end of my bed. The stitches in my stomach hurt so bad that by

the time | got to the hallway where the other nurses finally saw me



The Hidden Patient Epidemic, by Jeff Hardy
Introduction Xi

| had already blacked out. | woke up a whole day later. | was told
that they rushed me to surgery to open me up again and deal with

what had been an internal hemorrhage. | could have died.”

“l could have died.” When | heard those words the first few times | wondered if
the story-tellers were exaggerating for emphasis, giving the end of their stories
that final punch. Little by little | realized that each and every person who ended
his story by saying “I could have died” either could have actually died, or at the

time he might really have felt that he could have died.

One woman | talked with told me how she had been rushed to the emergency
room at a hospital back east after she had had what she called a “major drug
reaction.” She said that emergency room staff had done an incredible job of
stabilizing her and putting her at ease. They wanted to keep her in the
emergency room for observation but because the department was suddenly
busy with a lot of patients they wheeled her gurney out into one of the hallways
outside of the ER. Within moments after she had been left in the hallway with
several other patients on gurneys she suddenly couldn’t breathe.
“I know how to breathe. Nothing was obstructing my throat. There
was just no way | could breathe no matter how hard | tried. |
passed out and then what felt like eons | woke up with someone
giving me mouth-to-mouth resuscitation. It was another patient.

She was on a gurney next to me waiting for an X-ray. She saw
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me in distress and so she just got up off her own gurney and

saved my life because no one else was there to do it.”

Although it wasn't the last time | heard someone start to tell me how close they
had come to death, her story was unique in that it didn’t end with the other
patient just saving her life. The other patient was blind.
“She heard me in distress and then realized | was having trouble
breathing.”
The wonderful end to this story is not just the miracle that occurred due to the
quick thinking of the blind patient. It turned out that the blind patient was a
pediatric nurse’s aide whose sole job was to hold babies, to feed them and to
rock them to sleep in the hospital’s nursery. She said that she could hear every
single baby in the nursery all at the same time, even if there were 20 of them,
and know which ones needed attention. When | heard this lovely story |

realized that there would never be a newborn baby hidden from that blind nurse.

Back at the new-hospital design table in Georgia it took me several
months to convince the hospital owners, administration and architects that
the old design model was obsolete, and that an entirely new model must
be utilized, it began to dawn on me that the “hidden patient problem” in

one hospital might just be more prevalent nationwide.
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So | went about writing “NO Hidden Patient” articles that were published

in the American Hospital Association’s Trustee Magazine, the Patient

Safety and Quality Review Magazine and Healthcare Design Magazine. |

set up a “NO Hidden Patient” website and then cast a wide net of emails
to friends and blogs to see if | could find more stories. They began to

trickle in, like this one from a woman in lowa:

“l accidentally hit the utensil drying rack by my kitchen sink
and a knife popped out and sliced open my arm before |
knew what happened. They stitched me up in the
emergency room and then sent me to a floor to recover
because | had lost a lot of blood and needed a transfusion. |
went to sleep but woke up in the intensive care unit all
hooked up to monitor screens. They told me that | must
have passed out because a nurses' aide found me in a pool
of blood. My incision had come undone. I'd probably be

dead right now if the aide hadn't found me."

As the “reported incidents” came in a Senior Healthcare Analyst from the
University of California Medical Center in San Francisco sent me some
selected State Department of Health (DHS) reports that inferred hidden
patient harm and death, along with nurses not communicating with each

other, logistical and systemic problems that were all due in greater or
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lesser part to the space and layout of the hospitals. The only problem: |
noticed that not one of the formal DHS reports said anything about the
fault of the hospital design, and most of them formally concluded that the

nursing staff were responsible for the errors.

Shortly after the initial “NO Hidden Patient” article was published in

Healthcare Design Magazine, the 33,000 physician member California

Medical Association (CMA), directed by Dr. Jack Lewin, physician,
passed a historic “NO Hidden Patient” resolution in early 2007. Dr.
Lewin and the CMA didn’t need statistics to convince them of the obvious,
any more than any one of their physician members would need an

electrocardiogram to know a patient is having a heart attack.

What amazes me to this day is how something can be staring me in the
face and | just don’t see it. | am not alone on this one because even the
physicians | talk with or contact me through the website have been having

their own “aha!” moments. A physician from Kentucky submitted this:

"The hardest thing about telling the family of a patient who
died unnecessarily due to a medical or patient safety error is
admitting our own involvement in the cause. | heard about
your "hidden patient" articles at a California Medical

Association meeting. | realized that three of the errors where
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| had admitted fault had less to do with what was determined
by the plaintiff's attorney to have been my failure to notice the
patient's physical or mental condition, and more to do with the
fact that had staff been closer to the patients, i.e. "visible,”
they would have been saved from themselves. Thanks. |

wish | had thought of this myself."

He is not alone. Virtually every hospital caregiver | talk to goes through
his own “aha!” stage and then immediately commences with a story like

this one from “Maryanne” and “Wendy,” hospital nurses in Idaho:

"Here's one for you: don't tell the name of the hospital but
they just fired one of our nurses for something that wasn't
her fault. Her patient pulled out his tracheostomy tube and
by the time we got the monitor alert from the monitor station
and we arrived in his room, blood was coming out of his
tracheostomy incision and he was gurgling and gasping and

now he's dead.”

By now you might be wondering how the hidden patient problem could have
become so pervasive. How could we have built hospitals that are
compartmentalized, physical barriers between the people who care and the

very people who need their care? The answer is that it didn’t used to be like
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that. The evolution of the “hidden patient problem” began when we started
putting up walls between patients in the original Florence Nightingale unit

where all the patients were in a large, open room

| worked in a Florence Nightingale unit when | was in the United States Coast
Guard as a hospital corpsman trainee. It was a big, 24-bed unit where all the
patients could see each other. From one end of the patient care unit to the
other | could see all of my patients at a glance. The nurse call system was
any patient saying “Sir, Corpsman Hardy Sir!” All | had to do was look up
from wherever | was in the room. The patients got to know each other and
even looked after each other. If one patient seemed to be in distress the
patient in the bed next to him would say “Sir, Corpsman Hardy Sir! Joe
looks like he might need another pill or sumpin’.” And if | wanted to do
patient rounds, well, all | had to do was stand anywhere on the unit, turn

around in a circle and have a look.

Then we started blocking smaller and smaller groups of patients together
in the same rooms. There were 16-bed rooms on a single “ward.” Then
8-beds. Then 4-beds. Then “semi-private”, 2-bed rooms. Many hospitals
had “VIP” rooms where single patients could be admitted if they were,

either or both, rich and famous.
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By this time the “hotel layout” for the patient care unit had been adapted;
there were long corridors with patient rooms on either side of the hallway.
Then in the mid-80s the private room became fashionable and at first was
mixed with the two-patient, semi-private rooms in new hospitals. Shortly
afterwards the private patient room became the norm.  The journey in
time was relatively short, from open wards where all the patients were
100% visible, accessible and touchable all the time, to private patient
rooms where patients are only visible and touchable if you are right next
to them and accessible if you are nearby. The “hidden patient” problem
began when the first wall was erected between patients and between

patients and staff.

To my knowledge there are no Florence Nightingale hospitals left in

America. But for every loss there is a gain.

The gain: by giving each patient his own room we have increased privacy.
We have decreased patient-placement and transfer problems. We have
reduced noise levels so that patients can sleep without being jolted awake
by an overhead page. We have nearly hermetically sealed off each
patient from all others, thereby reducing the incidence and spread of

infections.
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The loss: Patients are now isolated. Nurses have to walk down long
hallways to check on their patients. Nurses are separated from each
other so they cannot confer about their patients. When physicians come
onto the unit they can’t find the nurse, can’t join in on the collective
discussion, can't convene an impromptu klatch on a patient’s condition
and possible change in the care plan. But more than all of the losses
combined is the risk to patient life and limb that is now prevalent in our
‘hidden patient hospitals.” Here’s an incident sent in by a mom in Duluth,

Minnesota:

"My 10 year-old son was riding his bike when a car side-
swiped him. He had his helmet on but he still had massive
injuries to the back of his head. They put him in the "critical
care unit" for the first two days which was good. | was with him
when he awoke from surgery, and | stayed with him most of the
time, helping the nurses change the head bandages every hour
or so. But when they moved him to another unit -- they called it
a 'step-down' unit -- he went to sleep so | took the opportunity

to grab a bite to eat in the cafeteria.

“While | was eating | heard an overhead page "code blue" and
then my son's room number. I've watched enough “ER” on

television so | knew what “code blue” meant. | panicked and
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ran out of the dining room and up two flights of stairs and into
my son's room. The back of his head bandage had come
undone and he was bleeding everywhere. If the nurse's aide
hadn't come into the room to check his water pitcher he would
be dead by now. As it is he has a much longer recovery ahead

of him."

In summary, we are now burdened with a monumental patient safety
problem. Were the problem merely “built in” to the hospital we could just
go in and cut out the hidden patient room “tumors” or patch them up so
that every patient is visible, accessible and touchable by the caregiving
staff all the time. But the problem is not reparable. The problem is the
hospital itself and it is not being addressed by the planners, architects and
designers of brand new hospitals still on the drawing board, yet to be built.
The acute care hospitals we have today are worse than obsolete. They

are potential hazards to many critically ill patients within.

But to start from scratch they would need to begin with a wholly different
mind-set, a clear understanding of the nature of today’s patients, nurses
and providers, and respond to the increased focus on patient safety and

failure avoidance.
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The “NO Hidden Patient” hospital: It's what you get if your goal is to raise
the patient safety bar to the highest level. It's what you get if you have a
real understanding of all the things that can go wrong from the beginning
to the conclusion of a patient’s stay. And it's what you get if you take all
the evidence, a fresh sheet of paper, and planning methodologies that
have been tooled precisely for developing complex systems in a

constantly shifting marketplace.

At a minimum we need to drastically shorten the time between an
accident, a precarious or escalating situation, and the response time. If a
patient pulls his trach out and the nurse gets there fast enough; she might
be able to stop the anoxic brain injury to that patient. If it's a cardiac arrest
and she gets there soon enough she can avert death. If a patient starts to
get out of bed and she sees him she can arrive and help him get to the

bathroom and back to bed without mishap.

At best, we can prevent accidents from happening simply because the
patient and caregivers are as close to each other as they can be... as they
should be... at all times. The patients are visible, accessible and

touchable... by the attentive staff.
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Remember the “Serenity Prayer’?
God grant me the strength to change the things | can,
The serenity to accept the things | cannot change,
and the wisdom to know the difference

There are many things we cannot change. We cannot change the fact
that 50 million Americans are over 75 years old and are beginning to fill
our hospitals. Seventy million baby boomers will begin to reach
“‘MediCare age” in 2009. Millions more will have illnesses, diseases and
accidents, all of which will create the need for more hospital emergency

departments and patient beds.

But there are many things that are in our power to change. We can make
sure our hospitals are designed to be places where our lives are safe
while we recover. We can be protected from mishaps, errors and
mistakes that are due to the way the hospital is designed and operated, or

the way we are cared for during our stay.

The evidence is undeniable that continuing to allow hidden patients in our
new-hospitals is doomed to fail. We have the power to change that. The
defect is straightforward, easily noticed, and easily prevented if we

approach it at its incipient stage.
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From “Dad-for-a-day”:

“l just brought my wife home from the hospital. She finally
exhausted herself crying and went to sleep. The drive home
took longer than usual because every now and then | had to
stop by the road or in a shopping center parking lot because
her crying had escalated into screaming and the people in
cars next to us were looking. Anyway, my wife was in one of
those fancy "birthing" rooms that look like rich people's
bedrooms where the newborns sleep in those carts next to
the moms. My wife was exhausted and the baby was
sleeping so the nurses left them alone and | went home but
when she woke up our little girl was not alive anymore. No
one had been watching her. | don't know what actually
happened because everyone was crazy when | arrived. | just
got finished putting the wallpaper up in her room and that's

why | wasn't there with my family when | should have been.”

| have come to realize that the lucky ones are those who live to tell their
stories. There are many more who, like this baby, will miss telling their
stories but instead will have lived a story that would never have been

told...until now.
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Are these stories the last ones to be told? Will we deal directly with the
hidden patient epidemic and eradicate it like any other epidemic that
threatens the lives of millions of people, or will we keep building hidden
patient hospitals so that fresh, new tragic stories will continue to be told for
years to come? The baby-boom generation’s parents are now using the
healthcare system in ever more numbers and for longer admissions. It
won’t be that long afterwards that the baby-boomers themselves will be
spending more time in hospitals. Are our existing “hidden patient”
hospitals and the newly-rising “hidden patient” hospitals safe enough for

our mothers, fathers, sisters, brothers, friends? | think not.

When | read about the baby who died my immediate thought after | dried
my eyes and began breathing again was that the nurses probably got
blamed for the oversight and the fatality. It saddens me to think that
while nurses are performing ever more complicated procedures, are in
greater demand than ever before, are being run ragged, and are arguably
more qualified and professional today than the best physicians of
yesteryear, they have been unjustly placed in the crosshairs of blame
whenever something goes wrong and a patient is harmed. This misplaced
blame could not be further from the truth, and there is no more glaring and
disturbing example of the “blame the nurse” fallacy than what | am now

calling “The Thrailkill Incident”.
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Blame the Nurse

The front-page headlines said it all:

* IMavin Independent Jonrna

Novemsez b, 20056 smm WWWMARINILCOM

‘Bad care blamed in man’s death at Novato hospital

‘Bad Care.” That means only one thing: It's those darned nurses. You
just can’t get good help anywhere today, even in hospitals where the
nurses are supposed to be “there” during your greatest time of need, at
least that's what the article implies in no uncertain terms. | completely
disagree with the slant of the article, the State of California Department of
Health Services (DHS) report of the incident, and what was probably

cause for an out-of-court settlement with the widow of the deceased.
| pieced together the “Thrailkill Incident” from both the newspaper article

and the DHS report. | also interviewed with two nurses who work at the

hospital and requested anonymity to protect their jobs.
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What appears to have happened is this:

It was a chilly morning on January, 23, 2005 when George Thrailkill woke
up in his bed with all sorts of signs that something was not right with his
entire body. His heart was making weird sounds and his chest felt awfully
tight. His lower back on both sides was extremely painful and his stomach
felt bloated. If he had any energy at all beyond the stark revelation that he
was probably dying he would have had a panic attack along with the
attack already going on in his heart. But Diane, his loving wife of 30
years, woke up next to him, gave him encouraging words while she helped
him dress and get into the car. Diane rushed him to the hospital
emergency room only a few miles from where they lived in Novato,
California. Novato is a small town that is nestled in the oak-tree hills on

the other side of the Golden Gate Bridge from San Francisco.

Mr. Thrailkill arrived in the emergency room in moderately severe distress.
The physician and nurse team did what they could to alleviate Mr.
Thrailkill's discomfort and stabilize him long enough to send him on up to
the second-floor intensive care unit where he could be observed carefully
by skilled nursing staff like Nurse Charles (that’s not his real name; nor are
any of the names other than Mr. Thrailkill). Nurse Charles was in charge of
watching every patient's monitor no matter where they are in the hospital

because the high-tech system has remote-monitoring capabilities.
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Things were not good for Mr. Thrailkill. If staying alive were an extreme
sport he would have received a trophy for narrowly escaping death, if only
for a few more minutes. He was diagnosed with extensive subendocardial
myocardial infarction. In plain English he had a heart attack. He was also
diagnosed with congestive heart failure (his heart was clogged up), ventricular
dysrhythmias (his heart was beating abnormally), chronic renal insufficiency
(his kidneys were not working as they should), and upper gastrointestinal bleed
(his gut was bleeding from within.) In other words it is a wonder and quite
probably a miracle of modern medicine and the expert medical attention of the

physicians and hospital staff that he was still alive at all.

Nonetheless, he had been stabilized long enough for the physician to order
him to be transferred out of the intensive care unit five days later to Room
202B on the medical/surgical unit where they kept him monitored by remote

connection to the intensive care unit.

Room 202B had been designed to be a two-bed room but Mr. Thrailkill’s
condition gave him the additional privacy of being alone without another
male roommate. The room was only two doors down from the nursing
station. His bed was farthest from the door so he could be by the window.
The bathroom was closest to the door leading into the hallway. Mr. Thrailkill

lived on yet another day and another night in Room 202.
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The next day was another matter. It was to be his last. According to the
California State Department of Health report the physician's progress notes
that morning documented that Thrailkill, "had an episode of nonsustained
Ventricular Tachycardia (rapid heartbeat). He was asymptomatic (no other

problems.)”

At one point Nurse Charles was sitting at the nursing station in the intensive
care unit and noticed that Mr. Thrailkil’'s cardiac monitor went from “normal
sinus rhythm” to “no signal.” Nurse Charles immediately picked up the phone
and called the Med-Surg unit to inform staff that Thrailkill was, "off telemetry,"
(the monitor had either been turned off or had been disconnected). Nurse
Sam (the nurse assigned to Thrailkill's care) went to Mr. Thrailkil’s room,
walked past the bathroom and noticed that he was not in his bed. She turned
around, noticed the door to the bathroom was closed, and assumed he was

inside, so she left.

Meanwhile, back in the intensive care unit Nurse Charles noticed that the
monitor screen kept showing that Thrailkill was still off the monitor. Nurse
Charles left his patient in the care of another nurse in the intensive care unit
and walked over to the Med-Surg unit to tell Head Nurse Patsy, the nurse in
charge of the unit, that Mr. Thrailkill was still off the monitor. Head Nurse Patsy

was standing outside Thrailkill's room talking to Nurse Sam when Nurse
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Charles showed up. Head Nurse Patsy and Nurse Sam told Nurse Charles

that Mr. Thrailkill was not in his room.

Something wasn't right.

Head Nurse Patsy spun around and checked the bathroom. Mr. Thrailkill was
not there. "Where is your patient?" she asked Nurse Sam. Not waiting for an
answer Head Nurse Patsy walked all the way into the room and saw Mr.
Thrailkill, lying on the floor beside the bed where he had fallen. He was very

still and he looked blue.

The physician wrote in the progress note, that Thrailkill was, "found down by
the bed without a pulse. Attempts to resuscitate the patient were unsuccessful.
The presumed fatal ventricular dysrhythmia was not documented due to the
monitor not being in place — whether due to fall or patient removal. The cause

of death was ventricular dysrhythmia due to recent myocardial infarction.”

Was the physician correct that the true cause of death was an abnormal heart

rhythm due to a recent heart attack? Or was it those darned nurses, screwing

up once again?
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According to the State Department of Health report of the “Thrailkill
Deficiencies” the failures were all due to nursing errors, as follows:

1. “Nursing staff for Thrailkill failed to provide the ongoing patient
assessments as required when informed two times by the
intensive care unit staff on the morning of 1/29/05 that Thrailkill's
cardiac rhythm was not showing on the monitor screen in the
intensive care unit;

2. “The intensive care unit monitor tech had to leave his patients in
the intensive care unit and go to the Med-Surg unit, in order to
ascertain the condition of Thrailkill; and

The nursing
staff assigned to Patient A failed to assess
Patient A's condition and had assumed that he
was in the bathroom, when in fact, he had fallen
on the floor on the side of the bed away from the

door leading into room 202B and could not be
seen from the doorway by staff.

How does “...could not be seen from the doorway by staff...” get
translated from “something the staff could not see because the walls,
bathroom and beds blocked their view,” to a “failure” of the nursing staff? In

the opinion of the DHS inspectors it’s those darned nurses.

It's all their fault. Nurses are supposed to see through walls, right?
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Mr. Thrailkill would be alive and playing golf today had those nurses not

screwed up. Right?

WRONG! It was not the nursing staff fault at all.

Let’s imagine for a moment that a fire department gets a call to put out a
house fire. The firemen do their best but when all is dead and done the
house has disintegrated into a 5"-deep layer of ash and smoldering
cinders that includes barely recognizable portions of family photograph

albums, a vintage Porsche and a barbequed cat.

The owners are now suing the fire department. The fictitious “State
Department of Firecare” (SDF) performs their own assessment because
something obviously went horribly wrong. It's those darned firemen of

course.

Wait a minute. Maybe we should get a closer look before blaming the
firemen. Here are the facts: The firemen had been expertly trained. In
fact, they were the best firemen in the world. The fire truck was in perfect
condition. The town’s fire department had just obtained the highest-
technological gadgetry, GPS locating systems, heat detecting systems,

traffic-light remote switching and the like and was now as state-of-the art a
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fire department as a NASA control tower. There was no fire department,

fire truck or fire personnel more prepared to fight a fire than this one.

However, the fire department stood some three hours away from the
burning home. When a nearby neighbor dialed 9-1-1 the fire alarm went
off in the fire department. The firemen leapt out of bed, jumped into their
firemen cloths, slid down the pole into their boots just like in the movies,
jumped onto the fire engine and flew out of the fire truck hanger in a

record-breaking 5.875 seconds.

According to the SDF report of the “Burned Home Deficiencies,” the failures
were all attributed to firemen errors, as follows:
1. Firemen failed to arrive at the burning home in time;
2. When the firemen finally arrived at the fire they were told about the
missing cat, so one of the firemen had to drop his hose and look for it;
3. The firemen assumed that the cat was safe in a tree, when in fact
the cat had been in the garage attempting to back the vintage

Porsche out, but it was too late to save its life (the Porsche.)

Of course there is a big difference between a hospital averting a patient from

the calamity of an unnecessary death, and a fire department sent out to save a

house. But hey, the similarity is that if neither of them are closeby then how
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can they be rapidly available when they are needed? It stands to reason that

the closer the fire house is to the fire the more readily they can put out a fire.

So too with patient care. Had Mr. Thrailkill been visible all the time then either
Nurse Sam or Head Nurse Patty would have seen him jerk abruptly as patients
in cardiac arrest often do. They would have been at his side long before he
could spasmodically thrash around, fall or scramble over the handrail, out of

bed, have another abrupt attack, fall onto the floor and die.

The newspaper article blamed the usual suspects.

Widow’s lawsuit
accuses staff
of negligence

The first sentence said:
“The widow of a Novato man is suing Novato Community Hospital,
claiming the facility is responsible for the wrongful death of her
husband after a nurse failed to notice he was on the floor having a

heart attack because the view was obscured by the bed.”

At first | completely misread the above paragraph. The word “facility” threw

me off.  “The facility is responsible” got me thinking that it was the “facility,”
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as in “the building,” or “the architectural design, space and layout” that was at
fault. It was only as | read further with this incongruent thought in my head
that | realized the word “facility” referred to the hospital staff, not the building or

the layout. | had read it wrong... orhad I? |read on.

The article told the sad events that led up to Mr. Thrailkill’'s untimely death. All
indications put the nurse clearly in the lame-light. The headline may as well
have read “Guilty!” and showed a photo of Nurse Sam and Head Nurse Patty,
their heads bowed in shame, hands cuffed behind their backs being led off to a

sinister fate and life behind bars.

The widow’s attorney, Charles Kelly of Hersh & Hersh law firm in San
Francisco, must have had a difficulty imagining how any nurse could have let

this happen. He is quoted in the article saying:

“Why the nurse didn’t walk
around to the other side of the
bed and make an effort to thor-
oughly check for Mr. Thrailkill’s
whereabouts is unbelievable, and
18 a question that will forever
haunt Mr. Thrailkill’s family,”

Why indeed! It is unbelievable! Doesn'’t every nurse’s job description explicitly
state that she must check the floors on the other side of any and all patients’

beds every five minutes just in case the patient spent the previous five minutes
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thrashing around, yanking the monitor wires off his chest, trying to get over the
side-rail and finally falling out of bed after the last time she left so that she can

perform life-saving efforts?

Actually, five minutes might not have been fast enough, especially if Mr.
Thrailkill had fallen out of bed just after the last time Nurse Sam had
punctiliously checked on him. Now if he had fallen out of bed only moments
before she walked in to check on him maybe she would have heard him
thrashing around on the floor. She would have immediately called out to
Head Nurse Patsy who would push an overhead page button, announce Mr.
Thrailkil's room number and call for all available physicians, respiratory
therapists and others to drop whatever they are doing to come to Mr. Thrailkill's
side. Nurse Sam would already be performing cardio-pulmonary resuscitation
on Mr. Thrailkill by the time everyone arrived two minutes later more or less,
and he would be spared death once again, brain dead perhaps, but alive

nonetheless.

This gets absurd rapidly. In my opinion the attorney is either knowingly or
unknowingly banking on the fact that no one as yet has blamed a hospital
room, space or layout for “bad care.” His bank is secure. The case was
settled out of court in early 2007 that included heavy penalties for the widow

should she disclose the particulars of the settlement.
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Let me say it in another way because the multiple fallacies in the Thrailkill
Incident are at the crux of the “hidden patient epidemic” along with all the other
systemic, organizational and operational failures we will explore throughout this

book:

This is not about hospital staff arriving too late to save a patient’s life.
It isn't even about arriving just in time to save his life. It is about
avoiding the need to save a patient’s life at all. It is about saving a
patient from ever having to be saved when he is already in the
hospital.
The irony is that even when a patient’s life has been “saved” in the
hospital he often thanks his good fortune to a staffperson having checked
up on him at just the right time.
“They [physicians and nurses] were absolute life-savers. After my
car accident | had a long recovery. For three months my brain
wasn’t working right at all. | literally didn’t know what | was doing.
After | was mostly recovered | was told that | almost died because
the respirator had come unattached but an orderly or male nurse
was walking by and heard me gagging or something. Then
another time they told me they thought | was trying to kill myself
and an aide found me. | am very fortunate to be alive.”
Grateful patient

Submitted to www.nohiddenpatient.com
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Mr. Thrailkill wasn’t so lucky. But he did not die from “bad care.” He died
because he had had a “hidden heart attack” in a hidden patient room in a

corridor-based hospital.

You cannot blame the nurses. | know many of them personally. | live
only three miles away from Novato Community Hospital. | would not
hesitate to place my life in their hands any day of the year. On several
occasions my family members and | have received care at the hospital
and can attest that it has the best, most caring, professional, high-spirited,

clinical nurses in the world.

You cannot blame the hospital management. They, like everyone else in
the hospital, are stuck with the walls they’'ve got. They’re doing the best
they can. There seems to be an unsaid rule that once the walls of a
hospital go up and the door opens for patients, anything and everything
that happens henceforth couldn't remotely be attributed to the
architectural design. The architects and contractors are long gone. Now
it's the full responsibility of the hospital administrators, directors,
managers, physicians, nurses and other clinical support staff to make it

work, for better or worse.
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You cannot blame the architects. Their expertise is in designing and
supervising the construction of structurally safe, sound, green and
beautiful facilities.  Their client is the hospital owner along with the
hospital’'s design team and all the department heads. Their job is to listen
to their hospital-client’s desires and to identify functions, services and
space requirements, all of which must fit within physical, legal and
budgetary constraints. Then their job is to design and supervise the
building of an award-winning hospital that will grace the glossy pages of
the healthcare design magazines that are subsequently read by other
hospital owners who want a hospital just...like...that one...over there...in

Novato.

So, who do you blame?

My answer: None of the above.

Mr. Thrailkill was by any professional medical assessment, ready to go.
He may even have been given a private bed by the window in a two-
patient room on the med-surg unit because the physician and hospital
staff were, as is their nature, empathetic of patients who are in a

“‘palliative state.” “Palliative state” is hospital-speak that means “keep Mr.

Thrailkill as comfortable as possible because between his dying heart, his
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dying kidneys and his dying gut it is just a matter of time before his time is

”

up.

| hasten to say that there is absolutely no disagreement about the manner
in which Mr. Thrailkill died. Having a heart attack, falling out of bed and
dying on the floor is no way to go. But the hotel-like, corridor-based
hospital design was, and is all about patient privacy, and that’'s what Mr.
Thrailkill got: privacy, right there on the floor on the other side of his bed,
hidden from the caregiving staff. =~ That no one could see Mr. Thrailkill

was bad enough, but no one heard him either.

The Thrailkill Incident illustrates the fact that our hospitals were simply not
designed for the more critical patients of today. While surgi-centers and
ambulatory care centers have been taking the “easy” patients for
uncomplicated day surgeries, acute care hospitals are left with an even
more concentrated volume of very sick and elderly patients with complex
conditions who need the same kind of attention that would have previously
been required in an intensive care unit. But that’s not all. The hospital
is just the “shell” that contains a multitude of communication, information
and systemic problems that are now endemic to the entire healthcare

industry and specifically to acute care hospitals all across America.
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While we cannot vaccinate the multitudes who might “catch” the hidden
patient epidemic after they have been hospitalized, we can certainly
protect them from harm by first understanding the entire disease and then

doing something about it.

Until then we need to stop blaming the nursing staff every time something
goes wrong with our antiquated and outdated systems, services and
facilities that have long since passed their ability to serve anyone.
Instead, we need to take care of the nurses and to honor them for the
incredible work they are doing. While we try to piece together some form
of a national healthcare system it is the nurses like the ones in my
hometown hospital who are indefatigably serving patients in spite of the
grossly inadequate facilities and strenuous working conditions. However,
some patients know what the nurses are up against and are extremely

grateful.

“When | got home after my operation | had my husband cut
some yellow, white and red long-stem roses from my garden so
that he could take them to the hospital. Before he left he helped
me tape little cards where | had written the name of each
wonderful nurse who helped me to a rose of her own, and then

we put them all together in a lovely vase. | wanted the nurses to
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know that they were all as wonderful together as each of them
were when they helped me. ©

Submitted this to www.nohiddenpatient.com

But this sadly is not the norm. The State Department of Health report that
we will explore in the next chapter will illustrate how the “hidden patient
epidemic” is merely at the root of patient harm, misery, neglect and death.
| will also use this report to show how the physical fragmentation of the
“hidden patient hospital” disables staff from knowing what is going on with
their patients. It separates each nurse from each other so that no one
knows what is happening at any given time. And it blocks critical patient
care communications, patient information, physician contact and anyone’s
ability to control of any unit.

“...God forbid if anything should ever happen to me. But if

something does, | hope they don’t bring me to this hospital. It's

a wonder anyone gets out of here alive...”

From a nurse who works in “this hospital”
submission to www.nohiddenpatient.com
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"l know my mom was ready to go but not the way she went.
She was a DNR patient [‘Do Not Resuscitate”] but DNR means

'don't try to revive her when the monitor starts beeping.’

‘DNR does not mean letting her gurgle and spit up blood for
four hours until she drowns in her own fluids. The problem as |
see it is that they put her in a nice, quiet, private room that was
so far away from the nursing station that no one bothered to
check on her because of her "DNR status." I'm going to file a
complaint with our state department of health so you can add
that one to your "DHS Reports" collection. But | am going to
feel guilty for the rest of my life for having assumed that the
hospital would do better than | to make her final journey as

painless as possible."

| think most people are like me and generally have a “ho hum” attitude
towards statistics, but it's human nature to listen-up to an illustrative story,
like the stories about all the Walter Reed scandals, like the soldier who
had been dead for two days before anyone found him, or about the lllinois

woman who died in the hospital waiting room from a heart attack.
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@he Washington Post

“Walter Reed Soldiers Face neglect,
frustration at army’s top medical facility.”

&he New Hork Eimes

s : ENEWS
Injured in Iraq, a Soldier
Is Shattered at Home - lllinois Woman’s ER Death
Discovered Two Days Ruled a Homicide

After Death

But are those the only ones? Is Walter Reed much different from most

hospitals in the USA?

Here’s an incident reported from “Soccer Mom:”
“Today would have been my daughter’s sixteenth birthday but they
left her alone after giving her lunch. She choked on her food and

died sometime before a nurse came by to pick up her tray.”

Even though one horror story is worth a hundred thousand million

statistics, and the statistics are “hidden”, an investigation needs to occur

nonetheless. But it is not easy.
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Assisting me in the challenge to identify the statistical link between facility
design, and patient death-and-harm is Dr. Linda Remy, Ph.D., a Senior
Healthcare Analyst at the University of California medical center in San
Francisco. She has scoured a large volume of State Department of
Health Reports from several states, and she tells me that the statistics are

there, but they are “hidden,” just like the patients.

The following is one of many DEPARTMENT OF HEALTH reports that Dr.
Remy sent me as an example. It is more or less a fair representation of

the other reports.

This report not only gives us a glimpse into just one “hidden patient”
death, it also delves into how problems in management operations,
systems, information, = communication, = documentation, clinical
assessment and fragmentation of clinical care management, to name a

few, are compounded by the spacious, fragmented layout.

The DHS report is of the sad demise of a woman we’ll call “Patient

Martha” who was cared for by many physicians and nurses, all of whom

have fictituous names as well.
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DEPARTMENT OF HEALTH AND HUMAN azRVICES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 0938-0391
STATEMENT OF DEFICIENCIES  |(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

B. WING

Patient Martha, 88 years-old, was admitted to the facility on
6/2/04 at 2:40 pm, with chest pain and rule unstable angina.
The admission orders included aspirin 81 mg once a day and
Lovenox ( a medication to increase the amount of time the
blood takes to clot) 1 mg/kg of body weight subcutaneously
(injection) every 12 hours. Both medications are used to thin

the blood-and prevent blood clots from forming.

“Nurse Camile documented on the Admission Assessment
dated 6/2/04, that Patient Martha was alert and oriented,
walked frequently, and had no mobility impairment Nurse
Camile also documented that Patient Martha’s Morse Fall

Scale score on admission was 20, no risk.

(continued)

| am not categorically against systems or methods that help staff convert

subjective observations, impressions and opinions into one pseudo-
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objective “scale.” However, as you will see, the “Morse Fall Scale” does

more harm than good and exists as a bureaucratic “wall” between patient

and caregiver that allows the real condition of Patient

Martha to be just as hidden as were a real wall placed between her and

the nursing staff.

DEPARTMENT OF HEALTH AND HUMAN .:ERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVED
1

STATEMENT OF DEFICIENCIES I%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A BUILDING
B. WING

(X3) DATE SURVEY
COMPLETED

(continued)

During interview on 6/8/04, Nurse Laurie stated that she cared

for Patient Martha on 6/4/04. Nurse Laurie stated she performed

the fall risk assessment of Patient Martha prior to the cardiac

catheterization procedure.

When Patient Martha returned from the cardiac catheterization

Nurse Laurie noticed that Patient Martha was "sleepy” and

remained in bed until lunchtime. Nurse Laurie stated that she

did not document a reassessment of Patient Martha's fall risk

upon return from the procedure and that she considered all

elderly patient's to be at risk for falls.

(continued)
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DEPARTMENT OF HEALTH AND HUMAN azRVICES FORM APPR
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. QE:QDVEQQEI
STATEMENT OF DEFICIENCIES  [(X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

AL BUILDING
B. WING

(continued)

Nurse Laurie stated that at lunch time she noticed Patient
Martha was in bed in a slumped position with the food tray
over the bed. Nurse Laurie suggested Patient Martha sit in a
chair for lunch, assisted Patient Martha out of bed and stated
that she sat well in the chair and ate her entire lunch.

Nurse Laurie then went to lunch and checked on Patient
Martha upon return. Patient Martha was back in bed with the
spouse in the room. Nurse Laurie did not know if anyone had

assisted Patient Martha back to bed.

At 5:20 p.m. on 6/4/04, Nurse Laurie documented in the
medical record, "Patient Martha got out of bed trying to go to
‘bathroom’ then fell (after) slipping on...own urine... found
patient lying on... back, bleeding from back of head, pressure

applied... (continued)

“‘Patient Martha got out of bed.” Translation: “Patient Martha climbed

over the siderails.” How much time did it take this 88 year-old woman to
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crawl over the siderails, assuming the siderails were up, and then urinate
on the floor, then try to walk to the bathroom and then fall without anyone
seeing or hearing what was going on? Five minutes? Ten? Did Patient
Martha cry out when she was falling? Did the “Morse Fall Scale” help
Patient Martha? Was the Morse Fall Scale communicated to all staff, or
did it merely allow the nurse performing the assessment justification to
walk away and leave the patient alone? Was anyone around to hear her
if she had cried out? How long did it take for someone to find her? Did
Patient Martha use her nurse-call remote control and give up? Were the
nurses otherwise occupied with other patients, perhaps those who had

their own advocates?

DEPARTMENT OF HEALTH AND HUMAN azRVICES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES I%1) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

AL BUILDING
B. WING

(continued)

At 6:00 p.m. Dr. Jones ordered a CAT (CT) scan of the head,
which showed Patient Martha had a subdural hematoma

(bleeding in the brain.

At 7:20 p.m, Nurse Laurie documented that Patient Martha's
level of consciousness had declined and could no longer open
her eyes. Dr. Raul discontinued the aspirin and Lovenox at
7:30 p.m because of the subdural hematoma (bleeding in the

brain.)
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DEPARTMENT OF HEALTH AND HUMAN azRV!CES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e him i COMPLETED

B. WING

(continued)

At 7:45 p.m. the nurse documented the patient was
unresponsive to painful stimuli.

(continued)

“Unresponsive to painful stimuli.” Herein is a moral question that | merely
present, without judgment, for you to consider: When is “painful stimuli”

appropriate and when is it not appropriate?

When a patient is in a coma following a bad accident or some other incident
of great trauma, painful stimuli is used to determine his conscious state
initially and over several days, weeks or what could be a long period of time
in terms of months or years. The most common types of painful stimuli
used include the “trapezius squeeze,” (pinching the muscle that lies above
the shoulder), “mandibular pressure” (reportedly the most painful; take your
index and your middle finger and push up and inward at the angle of the
jaw) or the more popular “sternal rub” (the most popular but don'’t try this
one; rapidly and forcefully knuckle-rub that vertical bone on your chest right

over your heart.) Applying painful stimuli to someone who might begin to
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come out of a deep coma will allow the caregivers adequate notification
that consciousness could be soon on the way such that subsequent and
aggressive efforts will be made to help bring the patient back to a long and

healthy life.

But Patient Martha was old. She had just suffered a major fall, her brain
was bleeding and she could no longer open her eyes. She was either dead
or dying. If she was dying then she was probably only minutes or seconds
away from passing through the eternal exit when “painful stimuli” was
applied. Whatever peace of mind which she had settled upon for her final
moments was rudely interrupted by such pain as she never imagined would

occur during her dying breath.

On a legal level, was all this done because the relatives had demanded that
all efforts be made to keep her alive? Was the lifesaving efforts due to the
unfortunate fact that her sudden demise had been the fault of the hospital
for not being “there” for her when they should have been? Was the

hospital merely trying to make up for their “hidden” failure?

On a moral level, was the improbability of reviving an elderly woman who
had just suffered a major head injury more important than allowing her
peace during whatever time still remained, and letting her go gracefully and

with dignity? It is a moral “peace or pain” question that each of us will
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probably need to ask at some time in our lives: what do our loved ones
want and what do we want for them during their final moments of life?

Patient Martha’s life was to end only a few hours later:

DEPARTMENT OF HEALTH AND HUMAN azRV!CES FORM APPROVEL
CENTERS FOR MEDICARE & MEDICAID SERVICES i
STATEMENT OF DEFICIENCIES I%1) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: TN COMPLETED

B. WING

(continued)
At 8:00 p.m, the neurosurgeon, Dr. Smith, ordered Protomine
40 ing by IV to counter the effects of the Lovenox. On 8/5/04 at
2 :00 am. Patient Martha expired.

End of DHS report

It seems that the only time anyone actually cared for Patient Martha was
after an acute episode when the physicians and staff rushed to help save
her life. The rest of the time they left her alone in her hidden patient
room. But Patient Martha is not alone in being alone. Most of the
incidents submitted to the website and on the DHS reports appear to
have an underlying theme: it is only when a patient is having a “critical
event” then the physicians, nurses and support staff are “there” to help

save his life.

The nagging question is this: How can caregivers care if they aren’t

“there?”
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As | poured over many such DHS reports | wondered just how prevalent
were fatalities like “Patient Martha’s.” In 2006 there were several different
reports about the estimated number of patients who die every year in
American hospitals due to medical or patient safety errors. The number
of deaths ranged from 92,000 to 100,000. These are the patients who
died from “hospital-acquired infections” or the wrong medication dose or
falling in the bathroom. But the number of patients who died from direct
or indirect complications due to the fact that they had been hidden is a big

“unknown.”

An even greater “unknown” is how many other hidden patients every year
are permanently disabled, or develop avoidable clinical complications or
are harmed, or nearly die but don’t, and therefore missed becoming
another digit in the statistical count. It is just like the body count of war
casualties. We don’t know the true number of soldiers who die every
day. Ever since the Vietnam War we haven’t been able to trust the
military officials who are responsible for the reports, and they never give
us details about how many soldiers were blinded, deafened, defaced, lost
several limbs, or are permanently in a coma. At some point the lack of
evidence is all the evidence you need to know something isn’t right. We
have a hunch that there is a smoking gun, but unlike a detective story we
can actually see the smoke, the incidents, the reports, the malpractice

suits, but the “statistical gun” has not been found.
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So why are the statistics hidden when DHS reports like this one and the
news articles like the Thrailkill Incident clearly showing a direct
connection between the patient having been hidden and his untimely

death?

The answer is in three categories: human nature, human nature and

human nature.

First, it is human nature for a nurse to avoid self-incrimination, even if the
problem wasn’t her fault. No nurse is going to write in a patient’s
medical record: “...I heard the nurse-call system beeping and five call-
lights lit up on the nurse-call monitor all at once but there were other
patients who needed my help and there was no way | would have known
that Patient X was in greater need than the other patients....” Had she
written that note, she would have had to attend a DHS hearing and their
first line of attack would have been “Why didn’'t you at least check on

him?”

Second, like the Thrailkill Incident it is human nature for the attorney who
gets a copy of the medical record to blame the nurse as well. That’s how
they win multi-million dollar lawsuits and get large settlements for the

families of the deceased or permanently disabled victims of “hospital
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neglect.” If the nurse does not self-incriminate in the medical record then
the attorney goes after her for deliberate omission of what she should
have written in the record. She self-incriminates on the witness stand.
“...[the plaintiff's attorney] asked me why | didn’'t check on her
more often. What was | supposed to say? How often is ‘more
often’? | said that | checked on her every ten minutes, just like
all my other patients. Then he asked me why the patient’s
medical record showed entries a half-hour apart, and was | sure
‘ten minutes’ was really ‘ten minutes’ long. He made me out to
be a liar and made it look like | had falsified the record....”
Sandy, now a schoolteacher (she quit nursing)

Submitted to www.nohiddenpatient.com

When attorneys get involved the hospital owners, management,
physicians and nursing staff just can’t win. That's why medical
malpractice firms pay a lot of money for those big highway bulletin boards
and late-night television commercials that say “Bring us your medical
record and we’ll do the rest.” Reportedly medical malpractice claims are
settled out of court because should any of them ever reach a jury, then
human nature #3 kicks in: juries have historically had a soft spot for
victims, especially when the sad facts are presented by a skillful attorney
who puts teary-eyed relatives on the witness stand to explain how their

immeasurable loss will haunt them for the rest of their lives. The punitive
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financial “awards” that are recommended by juries are historically much

higher than out-of-court settlements.

You may be wondering as did | why the 2006 Institute of Medicine’s
(IOM) “To Err is Human” report on the number of hospitalized patients
who die every year due to medical and patient safety errors had no
mention of patient safety problems that are due to facility design error. It
is true that there is no mention of errors or examples of errors that are

due to facility design.

However, the IOM report states that “for the purposes of this report ‘error’
is defined as the failure of a planned action to be completed as intended
(namely, an error of doing the job right) or the use of a wrong plan to
achieve an aim (namely, an error of doing the right job).” In other words,
it was not their intent to expand their research beyond their stated
research parameters: their study did not include anything about the
“layout” or “floor plan” of the hospital. Although one might argue that this
was an error of omission, my own opinion is that their focus was on
correcting what could be immediately corrected with the resources,
systems and services that are available to us right now. That’s enough of

a task for the moment.
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That said, before | define and explain another major category of error in
which the “hidden patient epidemic” resides let's look at the IOM’s
definitions of two of the three types of errors, namely “active” and “latent”

errors, that categorize the focus of their analysis and evaluation.

“Active errors’ occur at the level of the frontline operator, and their
effects are felt almost immediately.” “Frontline operator” refers to anyone
who has direct contact with a patient such as a surgeon performing an
operation, a physician writing a prescription, or a nurse applying a

bandage.

“Latent errors? tend to be removed from the direct control of the operator
and include things such as poor design, incorrect installation, faulty
maintenance, bad management decisions, and poorly structured
organizations.” “Poor design” in the IOM report refers to the design of
systems and methods used in the act of performing clinical delivery,
clinical monitoring, management and patient care. As you will read
further on in the IOM’s examples of “latent error,” due to the fact that
hospital design errors do not fall into either “active” or “latent” errors, none
of the IOM examples include how a hospital had been architecturally
designed and how any subsequent errors were due to bad space and

layout configurations.

! “To Err is Human: Building a Safer Health System”, The Institute of Medicine,

November, 1999 www.iom.edu
2 Ibid.
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The IOM’s example of an active error is the pilot who is responsible for
crashing a plane because he was not paying attention to the dials or
indicators. Their example of a latent error is the Southwest airplane that
crashed into the sea, killing everyone on board because of a tail-fin screw
that had not been properly maintained and caused the plane to flip over

uncontrollably.

Complex systems, like governments, require “checks and balances” in
order to maintain collective equilibrium. Take one “check” or “balance”
out of the equation, or forget to design “checks and balances” into the
systems, sub-systems and components, and the probability of error due
to any one weak link increases exponentially with the addition of each

new link in the process.

In the hospital setting there are many different kinds of active errors that
have immediate consequences of either or both human judgment and
human error. A surgeon amputates the wrong leg. A physician
prescribes 10 mg when his intention was to write 1 mg for a medication
so the patient overdoses. A patient’s diagnosis is incorrect so the
medication given is either useless or creates an adverse reaction. A
harried nurse forgets to wash her hands and unwittingly transfers one

patient’s infection to another patient. A family member visits his loved
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one and brings an influenza into the entire hospital that subsequently
causes a hospital-wide flu epidemic where one elderly patient dies, three

more get very sick and an inordinate number of staff call in sick.

While active errors in the hospital are all mistakes, oversights or
accidents that are a direct consequence of someone’s actions, latent
errors in the hospital are not the consequence of someone’s actions.
They are due to insufficient or bad planning and design of organizational,
operational and technological systems and methods that -create
opportunities for errors, failures and accidents that are usually blamed on
the person closest to the point where the error occurred. The reason:
latent errors attributed to “systems” customarily have an operator of that
system who must take the heat. The faulty logic is this: If the system
works then it must be the person using the system that is at fault. The
IOM report’s examples of “latent errors”:

. Multiple infusion devices were used in parallel during this cardiac
surgery. Three devices were set up, each requiring many steps.
each step in the assembly presents a possibility for failure that
could disrupt the entire system.

. Each of the three different medications had to be programmed

into the infusion device with the correct dose for that patient.
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. Possible scheduling problems in the operating suites may have
contributed to the anesthesiologist having insufficient time to
check the devices before surgery.

. A new nurse on the team may have interrupted the "normal” flow
between the team members, especially communication between
the anesthesiologist and the nurse setting up the devices. There
was no standardized list of checks between the nurse and
anesthesiologist before starting the procedure.

. Training of new team members may be insufficient since the
nurse found herself assembling a device that was a slightly
different model. As a new employee, she may have been hesitant

to ask for help or may not have known who to ask.

Unless suspicion has been raised to the contrary we tend to trust
mechanical, electrical and automated systems much more than the
people who operate them. Airplanes can't get drunk. Pilots can.
Computers don’t make mistakes. People do. It is easier to blame the
driver of a vehicle than to blame the manufacturer of the faulty braking
system until, of course, it happens again and again. In the early ‘60s the
now-famous General Motors’ Chevrolet Corvair became the subject of
Ralph Nader’s book “Unsafe at Any Speed”. Unless the owners kept the
tires inflated higher than recommended, the suspension was reported to

buckle and cause horrific accidents.
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In the hospital setting “latent” errors not only include poor design,
installation and maintenance policies and procedures, they also include
bad management decisions.  Nearly everyone knows what it is like to
have a bad boss, but if that bad boss is the director of the operating room
in charge of cleaning and sterilizing each room between surgeries, the
effect of cutting corners and doing a less-than-perfect job each and every
time can have severe if not mortal consequences for the next patient.
Internal infections are reportedly the highest cause of hospital-acquired

infection-related mortality and adverse effect there is.

In summary, active errors can be corrected through the installation of
systems. Latent errors can be corrected through the enhancement or
replacement of parts, people, systems and processes.  But the “hidden
patient” error of hospital design, space and layout is of far greater
consequence than all the active and latent errors combined, and that is
why “hidden patient errors” reside in a large category that affects many
other industries, businesses and even in government agencies: a

inherent error.

Inherent errors are attributed to, either or both, real and

perceived obsolescence.
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Unlike a latent error that can be corrected, no amount of fixing, repair,
money, systems or human attention will correct, mitigate or eliminate the

an inherent error to the satisfaction of the primary client.

The tell-tale sign of an inherent error that has not yet been recognized is
the high concentration of people, systems and workarounds that surround

the irreparable problem.

Upon recognition of a inherent error, the continued planning, operation,
design development, creation or building of any new object, system,
service or facility in which the inherent error has been recognized must
stop until at least temporary or permanent systems or repairs can be

installed that will allow operations to continue.

For example, on 9/11 the Federal Aviation Agency (FAA) immediately
realized that the nation’s airports may be in extreme danger and there
may be other airplanes with terrorists on board, so they grounded all
flights for several days because of the inherent safety error. It was only
after security was increased throughout all airports that the FAA lifted the
flight restrictions. Since that time the jerry-rigged airport security system
has become a headache for fliers but at least they can fly safely again. It

will take a wholly new planning process to create a better security system
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that will not entail inconveniences, hardships and the degrading process

of being randomly selected for a more personal search.

The man-made levee surrounding New Orleans that failed during the
Katrina hurricane is another inherent error. What makes the wall an
inherent error is the fact that no amount of repair will prevent another
break, flood and disaster from occurring. Although the city will spend
billions of dollars buttressing up the levee walls and driving concrete piles
twice as deep below the walls to avoid substrata erosion, New Orleans is
still only being prepared for a 100-year storm, the protection they were

required to provide before Katrina.

The existence of inherent errors should caution us that we are not only
doomed to repeat history if we do not remember it. We are also doomed
to making brand new mistakes if we do not learn the right lessons from

the past.

When designing new hospitals we look for “best practices” that most often
are found from researching the very recent past. Faced with the need to
build a new hospital or patient tower, hospital owners, administrators and
planners flock to the big annual international healthcare design
symposiums and conferences to learn about the latest in “best practices”

before leaving, thinking that they have everything they need to commence
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the design process. This is an erroneous assumption. There is no
greater fallacy than to assume that incremental development based on
the most recent “best practice” will allow us to create what will be “best
practice” a few years down the road when a new facility opens its doors

for the first time.

As we began to incrementally put walls around the patients in ever-
smaller groups until the current private patient room, the “best practice”
progressed for privacy and infection control yet regressed for patient
safety, patient care, care communications, management operations
control and the need for human contact. “Incremental” only works in the
long run if every step we take is either closer to or keeps us abreast of the
direction we are going. It does not work if it takes us further away from,
or we lose sight of our ultimate goal. And it also will not work if we don’t
reassess our goals to make sure they haven’t been threatened to become
obsolescent by newly-introduced technologies or newly-recognized future

conditions.

More often than not, because of rapid advancements in technologies,
pharmacologies and methodologies the right lesson of the past is, after a
thorough research, assessment and evaluation, to start afresh because
there are no “best practices” on which to model the new. What this

means is that the best un-developed practices may well have a greater
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chance to survive and avoid immediate obsolescence following a new

project, product or facility development process.

At some point in time the design of a better, faster commercial airplane
evolved from being propeller-driven to jet-driven. To have continued to
develop propeller-driven commercial airplanes with knowledge
aforethought of the far-superior jet-drive would have been a failure in and
of itself.  To put it another way, all the design developments to the
propeller would never allow the prop-driven plane to catch up with a jet.
There is nothing wrong with a propeller-driven airplane so there is not
much threat of having an active or latent error with them. An inherent
error does not require an imminent mistake or accident in order to exist.
But if you want to have the maximum amount of speed for your airplane it
won’t be driven by propellers. Commercial airplanes need to be built for
maximum speed and minimum operating cost. A propeller-driven craft is

no match for the speed of a jet-driven airplane.

Those who do not imagine and prepare for the conditions and

technologies of the future are doomed to repeat the mistakes of

today.

The problem brought on in this adrenalin-induced age of new product

development lies in determining what to do with the existing products, no
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matter how new, that gradually or suddenly become outmoded or
obsolete as soon as the new model, the new computer chip, the new

medication or new clinical methodology comes out.

We will have to live with our inherent errors only as long as we do not
recognize them for what they hopelessly are and then commence an
entirely new process of planning and development to make sure we are
not designing what will soon become a “best practice” inherent error on a
freshly-obsolete construct, or on the fateful merit of previous inherent
errors. We also have to live with our inherent errors until such time as
we have the ways and means to create something far superior, more
endurable and sustainable for years to come. As a nation we have begun
to recognize that the gas-powered automobile is a inherent error on

wheels.

However, a inherent patient safety error is only “inherent” until the
moment it has been recognized as a problem that causes harm, misery or
death. At that point in time the inherent safety error becomes a deliberate
error that can be challenged in the marketplace, in court and at the
highest levels of federal inquiry, as witnessed at the end of the last
century when the cigarette industry at first denied any relationship

between their product and lung cancer.
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The “hidden patient epidemic” is perhaps the most incipient of inherent
errors because of all the other problems, workarounds, complications,
fixes, repairs and necessary but avoidable systems and methods that
must be in place in order for patients in existing hospitals to be visible,
accessible and touchable during their hospitalization. However a very
real problem exists when the inconvenience of a “inherent error fix”
becomes the norm over time. We leave home for work earlier and earlier
because the traffic on the freeway is getting worse and worse. We arrive
two hours earlier at the airport so that we can be treated like a suspected
terrorist. We use up all of our vacation time sitting next to Mom in the

hospital to make sure she gets out alive.

In my opinion the healthcare industry has succumbed to the same attitude
towards labor similar to the other industries. If it doesn’t work or is prone
to human error then throw an automated system at it and demote the
human to a lesser role. But hospitals are about people taking care of
people. No amount of artificial intelligence can completely supplant the
discerning capabilities of a physician. No amount of high-tech monitoring

equipment, robotic or remote “service” can take the place of a nurse.

And nothing takes the place of the eye of the nurse.
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Chapter Three

The Eye of the Nurse

There is no information input more powerful than what comes through our eyes.
Light travels at 186,000 mile per second; sound at 1100 feet per second with a
tiny fraction of the content. Touch, taste and smell are even slower and poorer.

The visual information stream is loaded, dense and rich.

When a nurse sees a patient, that stream is directed to all 100 billion neurons
and 500 trillion synapses in her brain where it is compared to her education, her
accumulated experience and her knowledge of this patient. Her brain will sort
this out at blazing speed, delivering intent, what's important to her, and content,
what it means in terms of action. No monitor can approach this for speed,

content, and intelligence.

To block this information pathway is unthinkable. Yet that is precisely what we

are doing.
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We are designing hospitals that are being built with visual barriers, walls, rooms
and long corridors that block the line-of-sight between our ever-more critical

hospital patients and the attentive eyes of the clinical nursing staff.

The brain’s occipital lobe
receives information from
the eye

Blocking the line-of-sight in turn blocks line-of-mind between the eye of the nurse
and the collective observational, empirical, heuristic and critical thinking that

automatically occurs within her brain.

At any given time there is either a direct or contributing relationship between
nurse-patient visibility and availability, and patient safety failures, avoidable harm
and untimely death. In other words, while we assume and demand our
hospitals to be places where protecting lives, circumventing death and saving
lives is of the utmost importance, if a patient is hidden from the eye of the nurse

he is in danger of all that can go wrong.
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Typical corridor-based Patient Care Unit, Any Hospital
USA - All patients are hidden

We can be philosophical about the hidden patient problem: If a patient falls in a
patient room and no one can hear him, does he make a sound? We could
amass statistics showing that patients who were ensconced farther away from a
nursing station or are only visible 50% of the time are at greater risk of harm,
being accidentally ignored, receiving less-than-adequate care or an avertable

death.

One hospital administrator, also a long-time friend, shared the recent patient
satisfaction scores of his hospital. The hospital, according to the poll, was in the
top 5% of hospitals in the nation. | told him | had a different measurement
system that was much more reliable and said “follow me.” He followed me to
the eighth floor of the hospital where we walked up to the very busy nursing
station and, as we had agreed before departing his office, we “hung out,” leaned

on the counter and discussed the wall colors for several minutes. Everyone
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ignored us because they were exceedingly busy, as usual. For the next five
minutes or so my administrator friend saw what he had never really stopped to
see: nurses run ragged; more call-lights flashing than there were nurses to take
care of patients; the call-lights above patient room doors flashing; high-tech
nurse locator monitors beeping; nurses passing at breakneck speed talking into
their remote voice-page systems; and so on. What | had suggested earlier was
for him to look at what | called “clusters of care,” where most of the action was
taking place. For the first time since he had been an administrator he realized
that the farther he looked down the hallway the fewer caregivers. He had an
“‘Ahal” moment | could see on his face. As one nurse submitted:
"If you came to our hospital you'd feel sorry for any patient who was
placed in rooms 322-328. You'd also feel sorry for the patients in rooms
308-314. That's just one floor. We have twelve floors and they're all alike,
except the intensive care floor. The physicians sometimes admit a patient
to an ICU, CCU and TCU, even when their patient doesn’t have a
medical problem that would warrant being placed in one of the intensive
care, critical care or telemetry units.  Registry and traveling nurses
usually get stuck with what we call the 'end unit' rooms on the regular
floors. For the care those distant patients get they might as well call the

rooms 'end stage' or ‘end of care’ rooms."
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Partial layout of a typical corridor-
based patient care unit - ALL patient
__ beds are hidden from the eye of the
caregivers

Anonymous architect: Design only

Exacerbating the line-of-sight problem is what appears to be a line-of-access
problem between nursing staff and the location of their patients. Endemic to the
design of virtually all of the existing American hospitals, the hospitals just built
and the ones still on drawing boards, there appears to be an unchallenged
tradition of designing hospital patient care units with long hotel-like corridors so
that nursing staff must travel several miles during each shift between patient

rooms, supply and nutrition centers, medication rooms and charting areas.

The notable exception to the corridor-based model are hospital intensive care
units in small hospitals that are designed where some if not most of the patients
are visible. Some times physicians admit patients to the intensive care unit
because they know their patients will at least be closer to the nursing staff and at

best get “better care.” When a physician demands that a non-critical patient is
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admitted to the intensive care unit it is not only unfair to the patients who are in
greater need, it creates a wider spectrum of care than the intensive care unit
staff is accustomed to providing. But all that has changed. Now most patients

are equally as critical as yesterday’s intensive care unit patients.
The corridor-based unit at least requires nurses to walk farther during their shifts,

and at worst makes it nearly impossible for the clinical nursing staff and their

caregiving team from forensic dialogue about their patients.

Anonymous architect: Design

Typical Corridor-Based Patient Care Floor
Superimposed over a 120 yard American Football Field

In one typical hospital the nurses “frequently walk long distances for simple
tasks...Some nurses [walk] more than five miles per shift.>>  The American

Nurses Association reported in 2004 that “in addition to not having enough

3

“What Factory Managers Can Teach Hospital Wards”, Theory & Practice, Carola
Mamberto, Wall Street Journal, June 25, 2007

Page 48



The Hidden Patient Epidemic, by Jeff Hardy
Chapter Three — The Eye of the Nurse

nurses, the nurses working now are older...As a result, many aging nurses,

feeling tired, overworked, and underpaid, are retiring early.*”

But that’s not all. Ralph W. Muller of the 14"™ Annual Herbert Lourie Memorial

Lecture on Health Policy® adds the clincher:
“‘Nationwide, in 2001 the vacancy rate for registered nurses was 13
percent, for imaging technicians 15.3 percent, for billing/coders 8.5
percent, and even housekeeping and maintenance had difficulty filling
all its positions. Hospitals report that they are less able to provide
needed services as a result. About 60 percent of all RNs working in
nursing are employed in hospitals. Aiken® (2001) reports that hospital
nurses as a group are among the least satisfied workers in the nation. A
1999 survey revealed that more than 40 percent of hospital nurses were
dissatisfied with their jobs....Moreover, job dissatisfaction among nurses
is highest among those employed in hospitals, even higher than nurses
employed in long-term care settings. Employment alternatives for
women have grown in recent years. Salary levels for nurses, in real

non-inflated dollars, have remained flat in the last decade. There is no

4 “An Interview with Barbara Blakeney, President, American Nurses Association”

www.medscape.com/viewarticle/474867
° THE 14TH ANNUAL HERBERT LOURIE MEMORIAL LECTURE ON
HEALTH POLICY The Changing American Hospital in the Twenty-first
Century Ralph W. Muller
Aiken, Linda H. 2001. “The Hospital Nurse Workforce: Problems and Prospects.
"Waltham, MA: Schneider Institute for Health Policy, Brandeis
University.http://sihp.brandeis.edu/council/pubs/hospstruct/Council- Dec-14-
2001-Aiken-paper.pdf
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federal standard, nor even a consensus, for what constitutes “enough”
nurses to do the work required. And there’s a growing dissatisfaction
with mandatory overtime and the increased deskwork, leading to the
loss of patient contact and hands-on caregiving that attracted many

women to nursing in the first place.”

Add to the dissatisfaction factor the fact that the nurses are in the hospital 24/7,
day in, day out, weekends and holidays included, and they have to deal with
“socially challenged” patients and physicians who are prone to taking their angst
and frustrations out on the ones who least deserve the abuse. Patients who are
in pain often do not hold back on letting whoever is around know it. One nurse
admitted her less-than-professional solution to the abuse because she “had had
it:”

“The patient was so unruly that the other patients on the unit had to

listen to him calling us all sorts of derogatory names that he wouldn’t

get away with were it not for the fact that the hospital administrator

gave him the riot act but then told us the man couldn’t be discharged

because of his condition. So we kept him so drugged up on

medications he only woke up to find out what day it was.”

Sometimes patients are just plain cruel and degrading to the nursing staff as

well.

“If you think racism has been eliminated in the workplace come to
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our hospital and watch how our American patients of all colors treat
the East Indian and Filipino nurses. I'm going to set up a hidden
camera some day and show some of the stuff that goes on all the
time. Just today (this is why | am writing) a patient decided to insert
what is probably the most often used swear word between every
other word to see if the newly-arrived East Indian nurse would catch
on. | found the nurse in the women'’s rest room about an hour later.
She was sobbing to herself. The administrator immediately
counseled the patient which was good. But this kind of thing
happens all the time. It's like our hospital needs a playground

supervisor to make sure the patients behave themselves.”

Then there’s the patient’s family and visitors who tend to think that a display of
anger will make their hospitalized loved one feel more protected by family and
friends than by the caregivers. One nurse told me about a time when the wife of

the patient “went berzerk on me:”

‘I walked into the room because | had heard my patient moaning as
| walked by. | knew he must have woken up and his hip was giving
him pain; the replacement had only been done the day before. |
immediately went to the medication room to get some pain
medications for him. When | got back to his room his young wife

standing next to him looked up at me and started a verbal attack
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with more cuss words and spittle coming out of her mouth than | had

ever heard or seen.

It had already been ‘the shift from Hell’ so by the time “wifey” began
her assault | just looked at her, held up the syringe with the pain
medication and in my best Clint Eastwood impression said, “Either
he gets the pain medication or | get it. Right now I'm feeling like |

need it more. Which is it to be?

“We glared at each other for a few moments but she finally flinched

when her husband groaned again.

“The man got the meds and just one more incident of what would be

many more that day had passed. Next.”

Patients are not the only ones who abuse the nurses. The physician walks in
every now and then to tell them what to do, to challenge or argue or even yell at
them before leaving.
“I've had it bigtime with Doctor Jekyll (not his real name). He’s all
Mister Sweetie Nice Guy when the other doctors or the administrator
is around, but when he is all alone he treats us like [exact comment
deleted]. He calls us ‘stupid’ and yells at us.”

Nurse
Rural hospital, Nevada
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In short we are not taking care of our nurses. How can our nurses take care of
the patients if they have to constantly be thinking about how to get through the
day without being getting hurt, being physically worn out, being treated with

disrespect and just plain abuse?

| firmly believe that if we take care of the nurses then they will take care of the
patients. After all, people taking care of patients is the purpose of a hospital.
The acute care hospital is where people go when they need far greater
professional, medical and clinical attention than they could get either in a
medical office or at home. It's where they go if their lives might need to be
saved. It's where they go if there is even a remote but imminent possibility that a
life-threatening medical condition will erupt or a debilitating episode will occur.
They go to the hospital to be under the watchful eye and close to the caring

hands of the nurse and her caregiving team.

Conversely, if we do not take care of the nurses then all sorts of physical and
mental impediments can and will get in their way. The physical impediments at
least reduce their productivity and at worse are the cause for the type of chronic
hip, knee, back and neck injuries many older nurses are presenting with today.
The mental impediments at least take their attention away from their patient-
focused charge and at worse are the cause for passive or active aggression

against everything and everyone, yes, including the patients. Patient safety is at

Page 53



The Hidden Patient Epidemic, by Jeff Hardy

Chapter Three — The Eye of the Nurse

risk when nurse safety is at risk. It's human nature. Patient care is at risk if we
don’t take complete and total care of our nurses. And patient dignity is at risk if

we don’t respect our nurses.

After all, nurses are humans and human nature dictates that providing the most
beneficial environment for our patients is not enough to promote and support the

highest level of concentration required by the nursing staff.

Although it may seem patently obvious, excellent patient care is all about nurse
satisfaction. When planning and designing our new, next-generation hospitals
are three prerequisite conditions that must be provided to the caregiving staff if
they are to subsequently keep an eye on their patients. These prerequisites will
have a significant effect on how we fully integrate clinical delivery services,
patient care services and management operations into the next generation
facility design. Also, for the owners and operators | will prove beyond any doubt
that by taking care of nurses in every way possible will also have a positive effect
on the operating margin. Or more plainly: nurse satisfaction is good for business
and patient care.

The prerequisites are, in order of priority:

1. Workplace safety
2.  Ergonomic comfort

3. Professional respect
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Glendale Memorial Hospital Clinical Nursing Worktable
Where all patients are visible and all nurses work

Workplace Safety includes considerations of every mishap that might befall a
nurse at any given time. If we provide for a shortest-walk-to-patient for
immediate concerns for a nurse’s safety, we can pretty much assume that she
will not be worn out at the end of the shift and won’t present with foot problems
after a lifetime of having walked thousands of miles on hard linoleum floors.
Safety of our caregivers extends beyond the physical layout, the work
environment and all the things within the work environment. It also includes the
policies and procedures that are in effect throughout the hospital so that the
entire workforce is looking out for the staff to make sure there are no untoward

accidents.

If you visit a large construction site for a brand new hospital you will probably
note no fewer than eight (yes 8) safety officers present at all times. If we have

safety officers when we are building the hospital one wonders why we only have
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a few risk managers when the hospital is fully operational. Problems due to

environmental management cause countless staff safety failures each year.

| recently heard that a patient had died and there appeared to be no unusual
occurrences or documentation to cause any suspicion that the patient could
have been saved. We still don't know. But a few weeks later a housekeeper
came forward and told us what had really happened. The patient had not been
on a monitor but was halfway down the corridor from the nursing station. An
elderly nurse was in the process of responding to the patient's "nurse call" when
she reportedly slipped on wet flooring in the hallway. Although she was not
harmed the shock unnerved her, she forgot where she was headed and instead
went to the bathroom to wash and adjust her wardrobe. Had the patient not been
hidden from view she might have been saved. The housekeeper was in tears,
saying the problem was her fault, but the nurse didn't see the orange safety
cones on the floor until too late. The cones, and the dying patient, were not

visible from inside the nursing station.

Ergonomic Comfort is attained when the entire work environment, the chairs,
the lighting, the floors and so on, has been designed for ease of use.
“‘Ergonomic” is the word for the applied science of equipment design for
maximum productivity and reduction of operator fatigue, discomfort and long-
term chronic health problems due to unnatural repetitive movements or body

positions such as getting up and sitting down, from entering keystrokes into the
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computer, or from poor lighting, a noisy overhead paging system and so on. At
best the provision of an ergonomic environment, amenities and equipment
allows for the nurse to focus on her patients, her colleagues, her work and her

thoughts in a beneficial manner.

"l got a knee injury that got worse so slowly over the last 20 years | had
to have a knee replacement. It was from walking up and down long
nursing unit corridors. Even so, now | have to stand at the other side of
the nurses' station counter because | still can't do all the stand-up, sit-
down, stand-up, sit-down that nurses have to do all day long."

Pediatric Nurse
Posted on www.nohiddenpatient.com

Professional Respect is the assumption of good faith, competence and trust that
is subsequently proven through one’s professional communication skills,
conversation abilities, actions and outcomes. At least that is what “respect” has
been touted to be. The problem at this time in our history is that we assume that
computers may have already caught up to or superseded that of the physician’s
or clinical nurse’s ability to receive information, sort it out and make “evidence
based” decisions. | have no idea if this perception is accurate or merely our
desire to trust the assumed perfection of a computer over the equally assumed
imperfection of the medical or clinical professional. It's probably a mixture of

both.
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“We had been telling Administration for over a year now that the overhead
paging system, the nurse locator system and all these technological
pieces of equipment together made our very busy medical unit sound
something like a Las Vegas casino. One of the administrators had the
audacity to look our Director of Nursing in the eye and say ‘Keeps them

awake though, huh?’

“They finally hired an ‘acoustics consultant’ to tell the administrators what
we already knew: the noise levels were not just bad for us; they were bad
for the patients. Only after our medical director came to our aid did they
finally install all sorts of wall coverings and ceiling drapes and flooring that
deadens the sound considerably.”

Floor/Staff Nurse

Sent to www.nohiddenpatient.com

In my many years observing clinical nurses and their caregiving team hard at
work it has become apparent to me that there does not appear to be the level of
individual or collective respect that is the basis for each nurse’s concentration

and productivity as well as group synergy through forensic dialogue.

At the individual level, the eye of every professional nurse is connected to a
brain of immense ability to receive information, sort out and discern between

elements nuanced to the significant history and current status of the patient.
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Also at the individual level, the eye of every caring nurse is connected to a heart
of indefatigable strength and endurance. But there is another level that is as
equally profound and immeasurable: the group level, the collective eyes of many
nurses, caregivers and health professionals working in teamwork towards the
same goals. Collective eyes only work together if the nursing staff is as close

as they can be to each other.

A Clinical Nursing Workstation designed for Maximum Care
Communications

It's like the old adage, “Two heads are better than one.” Two hands and two
hearts are better than one as well. When it comes to care communication “two
nurses’ heads” or as many heads that are available to converse about the
patients, are infinitely better than one. The collective energy of professional,
caring nurses often make all the difference in a patient’s care, safe progress and
outcome.

End of Sample Chapters
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The De-Central Nursing Station Fallacy
(The nurses leave patients un-observed...and the nurses are further away from
each other and most of their patients much of the time)

This is an intensive care unit with de-
centralized nursing stations (the little | =y
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The NO Hidden _Patient_Unit Patient Saf 5
Designing to the Five Maximums + auaLimy

Jeff Hardy’s front cover
article on “NO Hidden
Patient”
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Trustee |

The “Care Connection”
Two or more units, floors, sections....

Jeff Hardy’s “NO Hidden
Patient” article in AHA’s
Trustee Magazine
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Emergency NO Hidden Patient
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