“UC Irvine Medical Programs: 

Diagnosis and Prescription for Accountability”
Staff Briefing Paper

“One of the things that better organizations do is they learn from previous crises and try to make changes.  They don’t all learn, for various reasons.  They don’t take their previous crises seriously or there’s all kinds of denial… You often have to have a major change in management to change the culture.”
Ian Mitroff, Professor, University of Southern California

“This cycle is destructive to the university.”
Michael V. Drake, Chancellor, University of California, Irvine
Why a hearing focused on the Medical programs of the University of California, Irvine (UCI)?  A recent controversy in the liver transplant program and the program’s subsequent closure has focused attention on UCI medical programs.  UCI has made headlines before, particularly with problems at their fertility clinics and sales of body parts from the willed body program.  The controversy was heightened with the start of a still ongoing federal investigation surrounding the liver transplant program.
A federal subpoena has been served on the university.  The subpoena along with ongoing litigation will limit the areas that witnesses for the University of California (UC) can discuss.  UC witnesses will be accompanied by counsel.
Background

The setting—UCI.  UCI opened in 1965.  Since then the campus has grown to approximately 25,000 students with an operating budget of well over $1 billion.  
UCI is a small medical school.  Last year according to press reports it had 374 medical students.  UC Los Angeles (UCLA) had 695 and UC San Francisco (UCSF) 602 students.  
The UCI Medical Center is the former Orange County Hospital and Poor Farm founded in 1914.  Subsequently, the poor farm was closed and the hospital expanded.  In 1976, UCI acquired the facility.  By then, the medical center was aging, leaving the hospital with some obsolete equipment and physical plant.  At one point, the regents considered even leasing or selling the medical center.  In the wake of the 1994 Northridge earthquake, the Regents approved $345 million for a new medical center in Irvine.  Raising money was an essential element in building this new structure.  
There are long waiting lists for organ transplants.  Nationally, there are about 3,500 deaths each year because of a lack of organs.  Californians wait an average of two years longer than patients elsewhere.  The state’s diversity of population adds to the transplant problems in at least two ways.  Some ethnic groups have higher rates of liver and kidney diseases.  The small stature of certain ethnic groups can complicate finding properly sized organs.
What happened with the UCI liver transplant program?  The program failed to achieve the number of transplants, the volume relative to the size of the waiting list and survival rate that it needed to compare with other successful programs and continue operating.  Because of the low number of transplants, patients stayed on the waiting list for lengthy periods.  A reported 32 patients died while on the transplant list.  At the same time, the hospital turned down 95 available organs.  Although many were used for transplants elsewhere, it is not known if they matched the 32 patients.  Patients report that they were told the waiting time for a transplant would be 6 to 18 months, instead many spent years on the waiting list and still had not received a transplant by the time the program shut down last year.

United Network for Organ Sharing (UNOS) which oversees transplants nationwide for the federal government pressured the program for changes after finding major deficiencies.  Only promises by UCI to improve the program allowed it to continue operating. The promise of improvement was not sufficient for private insurers and the Department of Health Services, who administers Medi-Cal.  They stopped using the UCI program for liver transplants.  Responding to patient complaints, the federal government revoked the ability of the program to receive Medicare funding.
The FBI has launched an inquiry into problems with the liver transplant program.  A subpoena was served that requested documents associated with the liver transplant program.  The FBI is working with the U.S. Department of Health and Human Services on the investigation.  On behalf of those who lingered on the waiting list, a number of wrongful death lawsuits have been filed.
According to press reports, UNOS and the federal government state that they were misled about the UCI liver transplant program.  Allegedly the program represented that a full time transplant surgeon had been hired while in fact medical doctors from UC San Diego (UCSD) were used.  The result was difficulty in ensuring the required continuous on-call surgeon a transplant center needs.
Liver Transplant Review Committee convened to review program.  UCI Chancellor Drake convened a committee of eminent persons to review the problems associated with the liver transplant program.   The committee was asked to provide guidance and consultation to the chancellor regarding the causes that led to the close of the liver transplant program.  The committee was asked to review management practices, organizational structure and cultures and communication at the medical center and to make specific recommendations.  The recommendations were geared to improving oversight of clinical programs at UCI.

The report noted a disappointing lack of leadership and accountability on multiple levels.  Among the specific factors that the report identified as major factors contributing to the program’s failure were:  
1. program did not have a clear strategic plan;
2. clear reporting structures in the medical school and hospital were lacking;
3. there was a failure of leadership and accountability;
4. responsiveness to external and regulatory agencies was slow and incomplete;
5. standards and a procedures for quality assurance were not adequate;
6. communication with patients was inconsistent and at times insufficient; and,
7. personnel issues involving transplant surgeons and staff were poorly managed.  
The committee made a number of recommendations:

1. recruit new health sciences executive leadership accountable to the Chancellor;
2. strengthen school of medicine oversight;
3. establish and maintain clear reporting lines for all clinical programs;
4. develop new strategic plan for the health sciences;
5. conduct campus-wide review of all clinical programs;
6. ensure rigorous quality assurance procedures for all clinical programs;
7. ensure that capital plans are based on academic plans and goals; and,
8. review UCI School of Medicine faculty practice plan.  
The report emphasizes that some of the same factors that contributed to the problems of the liver transplant program were the factors that contributed to problems with the fertility clinic and willed body parts programs, specifically the absence of clear reporting lines and strong management oversight.  The report did point out the differences in that in the latter two cases, a small number of individuals were acting for personal financial gain.  

The UC general counsel has also conducted a review of the program and was cited in UCSD’s action removing Dr. Hart from his transplant program management position.  UC has declined to release the document citing ongoing investigations and lawsuits.  
Chancellor Drake was quoted as saying that,”…(the problems) are a result of a breakdown in the application of the values that must drive every decision made at the Medical Center, the School of Medicine and the entire UCI campus”.  He promised to fundamentally change the way that business is done at the medical center.  

Kidney transplant program.  Similar charges that were made about the liver transplant program have plagued the kidney transplant program, namely low numbers of transplants and failure to make accurate disclosures to patients.  The UCI Medical Center has pledged to scrutinize every kidney turned down for patients on its waiting list.  They promise to provide a written explanation for every organ refusal and those decisions will be reviewed.  According to press report, the program accepted just 8.7 percent of kidneys that were offered, prior to 2005.  Nationally the median acceptance rate ranges from 25 to 32 percent.  With the arrival of a new director of transplant services in July 2005, the program has increased its acceptance rate to 55 percent and 40 transplants have been performed since then.

Bone marrow transplant program.  This is another program which has seen a small number of procedures.  The low number prevented the program from qualifying for accreditation and from participation in the national registry of donors.  It too failed to qualify for Medi-Cal billing approval.
Willed body programs.  Lawsuits have been brought over the school’s donated cadaver program because of the sale of body parts.  In 1999, when the evidence surfaced, UCI fired the director of its donated cadaver program amid suspicion that he improperly sold spines to Arizona.  
In the wake of the scandal, UCI appointed an independent panel to provide a blueprint for improving leadership, ethics and oversight at UCI’s School of Medicine.  According to the Orange County Register, “most of its recommendations remain undone.”  
Fertility clinic problems.  UCI has been embroiled in lawsuits when it was revealed that fertility doctors had stolen embryos from some patients to impregnate others.  Although this was brought to light in 1995, earlier this year UCI acknowledged that it had failed to notify at last 20 women that fertility clinic doctors may have stolen their embryos and implanted them in other women.  Reportedly UCI has spent $22 million to settle lawsuits since the fertility clinic issue came to light.  UC says that 128 of 158 cases have been settled or dismissed.  Litigation continues on this with 20 new cases.
Cardiology department leadership.  The chair and associate chief of cardiology at the medical center lack a California medical license or board certification.  State law provides an exemption for visiting physicians to practice at teaching hospitals without a California medical license.  A Medical Board investigation found no wrong doing.  However, newspaper reports attribute board officials as stating that the exemption was never intended to be used for doctors in senior positions.  The use of such physicians in a management position is not paralleled at other UC medical schools and the proportion is unusually high at the UCI cardiology department, according to press reports.  
The medical board closed their investigation in December 2005, without taking any action.  The board is sponsoring legislation that will change the law for supervisory positions.  UC is officially in support of the legislation.  UCI is in the process of making management changes in cardiology.
UC does report that before the appointments were made, the Medical Board of California was approached and provided all the details surrounding the appointments when the special licenses were requested.  The California Medical Board approved the special licenses knowing that they were for leadership positions.
Radiology nepotism charge.  Again, according to press reports, a new resident position was created and then filled by the son of a major donor within a month of the donor making a $250,000 pledge to the department.  UCI Medical School Dean Thomas Cesario appointed a panel of medical school deans to review the decision.  According to UC, the campus Office of Equal Opportunity and Diversity has investigated a number of allegations of nepotism and in every case found no evidence that inappropriate influence on hiring decisions had taken place.
Listing of important persons:
· Dr. Thomas Cesario, Dean, UCI School of Medicine.  Dr. Cesario recently announced his retirement which will take place November 1 of this year, a time expected to coincide with the appointment of the new Dean and Vice Chancellor of Health Affairs.
· Dr Ralph Cygan, CEO, UCI Medical Center.  Dr. Cygan has since resigned.
· Dr. Michael Drake, Chancellor, UCI.  Assumed his position in July 2005.  Former UC systemwide Vice President for Health Affairs and Shearing Professor of Ophthalmology at UCSF.
· Dr. Marquis Hart, Professor, UCSD.  Services were used by UCI and UCSD concurrently although the contract with UCI was terminated in November 2005.
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