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Part I: Systems Theory 

"Every system is perfectly designed to get the results it gets." --Paul Batalden 

This statement might sound obvious at first pass, but when you think it through, it makes sense—
especially if you don’t get the desired or intended result from processes you’ve implemented. Taken a 
step further, the logic holds that if an undesired outcome occurs, it’s because the system was designed 
that way (perhaps/probably unintentionally), and we need to look at each step in the system, and 
reverse-engineer the process step-by-step, identifying and correcting the potential error points. We may 
end up re-designing the whole system.  

More and more, leaders in healthcare are borrowing these principles from the world of manufacturing 
and engineering and applying proven methods to healthcare systems.  You may have participated in a 
root-cause analysis, an evaluation process undertaken following a particularly catastrophic or sentinel 
event to identify points where breakdowns in a system occurred. To be fair, sometimes a root-cause 
analysis identifies an isolated failure. More commonly, however, it results in a cascade of errors. Even 
so, this directed, intentional process seeks to solve system defects where breakdowns can occur too 
easily. Many times we find that the system is designed in such a way as to allow the undesired outcome. 
Ideally systems should be created with redundancy and mechanisms which reduce the likelihood of 
error. In Quality (the capital “Q” intended), a goal is to create a reliable system in which it is “easy to do 
the right thing, and hard to do the wrong thing.”  

This undertaking can only be successful if the collective mind of the organization is open to new 
approaches. It is not intended to direct blame or fault with any individual, but rather, to view the system 
as a whole, revise it, and strengthen it. There must be a willingness to restructure or even abandon a 
flawed process that is in place because it's "the way we've always done it (a particularly insidious phrase 
here in the South)." Above all, it involves collaboration and participation from key individuals—
stakeholders--operating within the system to intentionally and willfully tear each step apart, question it, 
strengthen it, add to it or take away from it--all while keeping the desired outcome in mind.  

We should ask ourselves: Is this step necessary? How does this step at the beginning (middle, end) of the 
process impact what we are ultimately trying to do? What are the critical steps that cannot be removed? 
What steps are missing? How can we make it easy to do the right thing and hard to do the wrong thing? 
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Part II: What is MUSC Doing about Readmissions?  

Closer to home, think about the system of healthcare delivery here at MUSC - the “healthcare 
continuum”, as they say. If we approach a specific undesired result with the notion that the failure is the 
product of a faulty system, we could apply this method to any number of processes where we have poor 
outcomes. Currently, my particular area of professional interest is the mandate from CMS (Center for 
Medicare and Medicaid Services—a chief payer for our patient mix) regarding avoidable readmissions 
within 30-days. 

Applying Batalden's "systematic" logic above, we have an unfavorable or undesired outcome: a high rate 
of avoidable 30-day readmissions.  Taking it a step further, our system, therefore, must be designed that 
way--to cause or allow for readmissions. That may sound a bit harsh. Of course, an avoidable 
readmission is completely unintentional and counter to what anyone would consider Quality care. We 
need to be thinking about where we can redesign, re-engineer, re-tool our processes to prevent 
avoidable readmissions.  

There are many factors at play beyond our control, but I’m mainly talking about the steps over which we 
do have some control. That we may or may not be responsible as an institution for a patient’s 
readmission is a topic for another discussion. For now, suffice it to say that we, as an enterprise, have 
undertaken to look critically at the each step in many processes within our system—points where we 
can improve—and think about which new programs we need in order to take better care of our patients 
(i.e. to avoid readmissions). We need to think about the how we provide care, not only inside our 
facilities, but also how we might extend our reach outside the confines of our institution.  

This seems to be a chief aim of CMS’ (the Center for Medical and Medicaid Services—the agency that 
determines how we will and will not receive reimbursement) strategy by penalizing hospitals for what it 
deems “avoidable readmissions”. We are already subject to reduction in reimbursement for Medicare 
patients with COPD, CHF, AMI, and pneumonia who require readmission within 30 days of discharge. 
Eventually, we anticipate a widening of the net as far as additional diagnoses, and in the future, the 
hospital likely will not receive reimbursement for admissions deemed “avoidable.” As I mentioned, we 
can argue whether we should be accountable for readmissions, but the reality is that we are being held 
accountable for them. Therefore, we must evaluate, refine, and perfect our system and processes to 
control the outcomes we can control.  

To  identify and fix the points in our system of care susceptible to failure (in this case, a readmission) 
hundreds of people at MUSC are  investigating our processes within the continuum of care. Specifically, 
these groups are divided into more than fifteen interdisciplinary task forces charged with working on 
specific steps in our system of healthcare delivery that we believe can help decrease our relatively high 
readmission rate.  

These readmissions task forces are finding that by intentional, deliberate evaluation of nearly every step 
in the delivery of interdisciplinary care in our system, they can identify gaps in care, missing steps or 
even ill-advised steps which can lead to a patient’s readmission. These teams are looking at processes as 
broad and complex as the discharge planning process, to details as granular as ensuring that the follow 
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up plan is clearly detailed, and arranging a follow up appointment prior to discharge so the patient 
leaves with a date and time in hand. Other teams are involved in the post-discharge nurse call-back 
program, the medication reconciliation process, and the steps necessary to assess receptiveness and the 
timing and effectiveness of patient education.  

There are innovative programs in development addressing specific populations such as patients with 
Sickle Cell Disease, Congestive Heart Failure, and chronic abdominal pain and pancreatitis. We also have 
some exciting new programs on the horizon, such as an inbound Patient Hotline for recently discharged 
patients who may have questions or issues that need to be addressed (presently patients who call back 
are directed to any number of improper endpoints – which may often result in a readmission).   

A Transitions Coach program is planned, which will provide a complex case manager (a nurse) for 
patients at highest risk for readmission (or who have already been admitted several times within a short 
period). This individual will bridge the gap between hospital and home, working closely to resolve issues 
which could result in revisits to the ED and/or readmission.  

We are also collaborating with home health and hospice agencies, skilled nursing facilities, and rehab 
hospitals to determine what factors within their control might be contributing to readmissions, and how 
we can partner with these agencies and facilities to improve. Of note, we are participating with one 
home health agency in an innovative pilot program that holds the home health company accountable 
and at risk financially for readmitted patients within 90 days.  Likewise, we aspire to improve our 
connection with our primary care and referring physicians, which will play out in the form of improved 
communication and a better sense of connectedness with EPIC's Health Link. 
 
Our expectation is that by attacking our undesired outcomes--broadly, Quality care across the 
continuum including the post-hospital period, and specifically, avoidable 30-day readmissions--we will 
intentionally re-design our system to deliver the results we desire and that our patients deserve.  
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