
OBSERVATIONS

column slug Column author

Intro 15

Head 28 bold

Quote“

”

The front page story in the New 
York Times on 17 May was about a 
healthcare system in Pennsylvania 
that has been giving a 90 day 
guarantee on its coronary artery 
bypass surgeries since February 2006. 
For a fixed price, patients get the 
operation, postoperative care, and 
any necessary follow-up treatment, 
including rehospitalisation and even 
repeat surgery. There are no extra 
charges. This is news in America, 
where we are used to unit pricing in 
health care. That generally leads, of 
course, to a perverse incentive: if you 
do a poor job and extra care is needed, 
you get paid more.

The newspaper likened the surgical 
guarantee to a warranty on a new car 
or a home appliance. The healthcare 
system, Geisinger, guarantees that all 
will go well or it will fix the problem, 
at no additional cost to the purchaser 
. . . er . . . patient. I generally don’t 
like using the term “consumer” for 
patients, but in this case it seems 
appropriate. The customer is buying 
a product, coronary artery grafts, 
and the installer of the product, the 
hospital, stands behind its work—sort 
of like a brake job at the auto repair 
shop, but a little more complicated 
and a lot less mechanical.

Bypass graft surgery is generally 
a big winner financially for American 
hospitals; they make money on them 
and try to increase their volume 
to make more money. So, for the 
guarantee plan to pay off in our 
medical economy, Geisinger has 
to price the surgery competitively 
and keep costs in line. To do that, it 
has to minimise expensive adverse 
outcomes. And to deliver good surgical 
outcomes on a regular basis, the 
health system has to do two things: 
identify the “right” processes—those 
that are linked to good outcomes—and 
deliver them consistently.

To identify the right things to do, 
Geisinger staff reviewed the American 
College of Cardiology/American 

Heart Association guidelines and 
operationalised them into 40 best 
practices and benchmarks. These 
cover everything from preadmission 
screening to postdischarge care. It 
then incorporated the best practices 
into all hospital processes and 
procedures. Prompts and defaults 
were programmed into electronic 
health records, for example, and 
surgery was automatically cancelled if 
specific benchmarks weren’t met.

It took a while to get everyone on 
board. Herding surgeons is probably 
as difficult as herding cats. Even after 
all parties agreed to the benchmarks, 
only 60% were actually being met. 
After three months, the percentage 
reached 100%, and it remained above 
90% throughout the first year.

How has it worked? Reasonably 
well. A year into the project, Geisinger 
staff presented a comparison of 
their 2005 and 2006 elective bypass 
surgery outcomes at a surgical society 
meeting. The trends are all going in 
the right direction: more patients 
with no complications, fewer blood 
transfusions, decreased operative 
mortality, and fewer pulmonary 
complications. Most improvements 
are not yet statistically significant, 
owing to small numbers, but the 
results are promising. Length of stay 
has decreased by 12% and hospital 
charges have fallen by 5%. The 
elusive goal of decreasing costs while 
increasing quality seems to be within 
reach for this procedure.

The Geisinger story shows that 
it takes a huge amount of work to 
optimise all the aspects of care for 
even one type of surgery, much less 
for all operations or for everything that 
happens in a hospital or an outpatient 
clinic. A lot of the quality improvement 
work that has gone on so far in the US 
has been less ambitious. It’s usually 
what might be called the “quality 
nugget” approach—find one isolated 
thing that has been shown to make 
a difference, figure out some way to 
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do it or not do it, measure the results, 
and declare victory. So we have lists 
and lists of “quality measures” that 
tend to round up the usual suspects: 
β blockers and statins after heart 
attacks, support stockings or low 
molecular weight heparin when 
the patient is immobilised, eye and 
foot examinations for people with 
diabetes, and so forth.

It is worth looking back at the 
impetus for the medical errors/quality 
crusade in the US: the Institute of 
Medicine reports of 1999 (To Err is 
Human) and 2001 (Crossing the 
Quality Chasm). The first report 
documented the shocking costs, in 
morbidity and mortality, of medical 
errors; showed how other industries 
had dealt with similar problems; 
and recommended a systematic 
approach to document and analyse 
errors and improve patient safety. 
The latter expanded the focus from 
patient safety to healthcare quality. 
It proposed a comprehensive re-
imagining of how evidence based 
health care is delivered: customised 
to patients’ needs, in a transparent 
healthcare system where safety is a 
system property, waste is continuously 
decreased, knowledge is shared, and 
outcomes are optimised.

We’re obviously not there yet. But to 
get there we need to move beyond the 
piecemeal quality nugget approach to 
a much more comprehensive redesign 
of the systems that deliver health care 
and of the training received by the 
people who work in them. As quality 
guru Don Berwick said in the New York 
Times article, “Getting everything 
right is really, really hard.” It seems to 
me that the Geisinger bypass surgery 
programme is both an admirable 
first step and a scary example of how 
difficult it will be to totally reinvent 
medical care. 
Douglas Kamerow  
former US assistant surgeon general 
and the BMJ’s US editor 
dkamerow@bmj.com
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observations

The trains are often late and 
dirty, the post has become 
unreliable, and teachers tend 
to be lazy. In Germany it has 
become a profitable sport to 
collect outrageous anecdotes 
about public institutions and 
publish them in cheap paper-
back form. Now it’s the turn of 
the medical profession. 

First there was the Bahnhas-
serbuch (Railways Hate Book) 
published for readers wanting 
to vent their fury about the 
train service, then Posthasserbuch (Post Hate 
Book) as well as Lehrerhasserbuch (Teacher Hate 
Book) for frustrated parents and pupils. A 
few weeks ago Das Ärztehasserbuch: Ein Insider 
packt aus (Doctor Hate Book—An Insider Reveals 
the Truth) appeared—240 pages of the personal 
experiences of Werner Bartens, a 40 year old 
doctor and journalist, with dozens of stories 
about how doctors don’t communicate with 
their patients, sneer at them, and generally 
treat them without dignity.

His stories tell of patients being left in clos-
ets to die, patients being called “AOK swines” 
(AOK is the largest but poorest German 
health insurance company), nuns who have 
had radiography being left naked in hospital 
corridors, and patients being given humiliat-
ing diagnoses, for example a loose pelvic floor 
compared to a hammock.

In recent weeks Bartens has been doing the 
rounds of the national talk shows on German 
television. But the story really took off when 
Germany’s top selling newspaper, the tabloid 
Bild, serialised excerpts from the book under 
the headline “The sinister truth about our doc-
tors—how appallingly patients are treated.”

Medical officials reacted immediately. The 
German Medical Association, preparing for 
its annual conference in Berlin, spoke of 
yet another “dirty media campaign against 
 doctors” and feared that German medical 
students would turn away from clinical work. 
Already about a third of medical students and 

young doctors in Germany 
leave medicine. The Hospital 
Doctors Association spoke up 
for its 300 000 doctors “who 
give their best every day” and 
pointed out that the medical 
profession always ranks as the 
most esteemed in Germany.

Today Bartens is a success-
ful journalist and book author 
working for the national 
newspaper Süddeutsche Zei-
tung. He isn’t a whistleblower 
as such, because he left clini-

cal practice many years ago. This book is also 
something of a lengthy explanation for his 
decision not to carry on with medicine; his 
love-hate relationship with medicine simmers 
away throughout it. Most of the episodes he 
describes, he says, he witnessed.

Some valuable observations do emerge 
from his book, although these aren’t the ones 
that have captured the public’s imagination. 
Bartens urges his former colleagues to listen 
to their patients and to think foremost of the 
patients and not of the costs. One chapter dis-
cusses the fundamental faults of the German 
health and university systems—where medical 
students aren’t taught how to communicate 
with their patients and of a career structure 
that favours those who excel in publishing sci-
entific papers but who fail to talk to patients.

But because Bartens decided to publish his 
book in the “hate” series and consented to its 
being sensationalised in Bild, the analysis and 
constructive suggestions have been lost.

About a third of the responses to him from 
doctors were positive, says Bartens, because 
they were glad that somebody was blowing 
the whistle. The book’s publisher, Knaur, is 
also glad about the responses from readers 
and—last but not least—about the more than 
100 000 copies that have already been sold.
Annette Tuffs is a freelance journalist, 
Heidelberg ATuffs@web.de

Das Ärztehasserbuch: Ein Insider packt aus is published by 
Knaur, at €7.95 (ISBN 978 3 426 77976 7).
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German doctors:  
public enemy number one?
A doctor turned journalist in Germany has spilled the beans 
on his former profession—in a book serialised by a popular 
newspaper with a readership of millions. annette tuffs reports
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Werner bartens: love-hate 
relationship with medicine

poll reSulTS
should women be offered 
cholesterol lowering drugs to 
prevent cardiovascular disease?

In the online poll following our 
12 May head to head debate 
(BMJ 2007;334:982-3), 19% of 
184 respondents said yes and 
81% said no. here are some of 
the comments we received:

NO “The benefit is too small compared to 
possible disadvantages.”

YES “Statins are safe and effective drugs. 
No one disputes their effectiveness in 
reducing cholesterol, a known cardiovascular 
risk factor. To prevent global epidemic of 
cardiovascular disease (CVD), statins should 
be offered to all eligible patients, along with 
interventions to improve adherence.”

NO “In Western society we are overmedicating 
in so many ways. Let’s get back to lifestyle 
basics. Cholesterol lowering therapy is 
notoriously poor for patient adherence, which 
means that it’s unlikely to be cost effective.”

NO “If women don’t carry any mortal risk 
factors, and the level of cholesterol isn’t very 
high, I think any cholesterol lowering drug 
mustn’t be given easily before trying to change 
lifestyle.”

YES “Everyone should be entitled to standard 
treatment to prevent CVD. Even though women 
may be protected by oestrogen till menopause 
there may be other risk factors such as 
hereditary factors, or obesity, or smoking.”

NO “There is not enough supervision after 
being put on statins. Yes, they lower the 
cholesterol count, but the side effects are very 
unpleasant. There should be more research 
into the side effects before blanket-covering 
the whole nation.”

NO “Because no trial has ever shown statins 
or other cholesterol lowering drugs to extend 
survival in females. Even a 2004 meta-
analysis publishing in the JAMA acknowledged 
this.”

NO “Benefits have not been proved. Risks 
are numerous, especially for younger women 
who may become pregnant, and adverse side 
effects have been ignored or suppressed in 
advertisements and aggressive promotional 
efforts.”

NO “Complete lack of evidence. Evidence of 
massively under-reported side effects (many of 
them far from benign) is mounting.”

Full poll results are available at 
 http://resources.bmj.com/bmj/
interactive/polls/lowercholesterol.
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