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Table 1. The Six Practices [“Planks”) in IHI's 100,000 Lives Campaign®
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Hospitalst Promoting/Mandating Practice? |  EvidenceS
-Rapld Response Teams | 1.781 [ None | Relatively Weak
[Medication Reconciliation I 2,185 | JCAHD | Weak-Medium
[Prevent Central Line Infections I 1425 | JCAHO |~ Swong |
[Prevent Surgical Site Infections | 2,133 | ICAHO, CMS | Strong
[Prevent Ventilator-Associated Preumonia | 1,98 [ ~JCAHO, CMIS. [ Stong |
| Evidence-Based Care for Myocardial Infarction | | JCAHD, CMS, NOF | Strong

Jt. Comm. J. Qual. Patient Saf. 2006, 32:621-7.
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Table 1 Leading causes of death in the United States®
1. Heart disease (~614 000 deaths per year)
2. Cancer (~591 000 deaths per year)

3. Medical errors (~440 000 deaths per year)

*Source:
= http:/fwww.cdc.gov/
= Journal of Patient Safety 2013, 9:122-8

Stahel et al., Patient Saf. Surg. 2017,11:1.

Boeing 747100

370seats = 589mph

440,000 passengers ~ 1189 Jumbo jets
Extrapolates to three 747 crashes /day

Continuing year by year, in perpetuity?

Strikingly, in the 21% century, we still have to
come to terms with the absurd reality that it is signifi-
cantly safer to board a commercial airplane, a spacecraft,
or a nuclear submarine, than to be admitted to a U.S.
hospital [9-14]. What can surgeons do to protect their
patients from the hidden dangers of an imperfect health
care system?
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Doc, what's your
complication rate
\for this procedure?

Surgical horror stories
persist, study shows

By Catherine Tsai The cases were included ina
Surgical Errors i i I The A d Pres: u database of -errors Colorado

RESHE

Denver Ortho QI process (until 2006)

* Voluntary reporting of complications by
individual providers

* Bimonthly M&M conference

« Discuss selected — severe — complications
and sentinel events exclusively

« Pitfall: Underreporting!
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Denver Ortho QI process (since 2007)

» Anonymous “real-time* reporting of any
suspected adverse ocurrence, including
no harm and near miss events

* “No fault” policy for reporting occurrences
« Reports managed by trauma coordinator

» Weekly QA meeting for “real time“ peer-
review of reported occurrences.

How to design a “perfect” QI process?
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Definitions:
Complication:  Any
oo
“Near Miss™ Event:  An unpl
pre
befo
“No Harm™ Event

Unplanned Return to OR
Preventable:

Non-Freventable:
i

Potentially Preventable: Expic
potential 10 be preve
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1C. "No harm™ event

1D, Death

E. Mot a complication

F. Not an Crihe complication

W, Specific Complication

A Postoperative infection
Failure of reductionfixation
\

Missed Injury

Patient Harm

1. DHMCQSS

[1QSS 1: "No harm"” to patient

] QS5 2: "No harm", but increased risk of harm
[ Q8S 3: Harm requiring escalation of care

(] @SS 4: Harm resulting in prolonged disability
(] QSS 5: Life threatening or resulting in death

2, Revision Surgery

[[INone

[]¥es - Planned Return to OR
[[1¥es - Unplanned return to OR

Contributing Root Cause

[ A. Communication
[]B. Supervision
Indication

Technique Preventable
. Treatment concept vi.-1
Judgment error

. Aftercare
System issue
Patiant compliance —_—
Patient selection Non-Preventable

. Co-morbidities vI.-3

. Injury severity
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V. Corrective Action
[JA. Education at QA Conference
B. Guideline/protacal
[JC. To Pl Committee/Peer Review

VI. Pravantability

Preventable A. Disease Related
Patentially P b [JB. Pi Related
Non-Preventable [IC. System-Related
Equivocal

Vil Disclosure

Ocourred
d not oecur - Reason

0 0830
Procedure End: 020172010 08:58
Start: 02/01/2010 08:00

Procedure Start: 020172

Total Tourniquet Tima: 00-22

Meparin Start:  07/26/2009 12.00
Last Heparin:
c NTS RELATED TO PROCEDURE. ABX, HEPARIN HERE

Loop Closure Comments:

] Mo deviation from standard of care
[] See separate dictation

[[] Deferred loop closure to Pl Committee
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Examples of M&M loop closure comment

Action Items
Education and discussion at Ortho M&M
The review of postoperative x-rays revealed the adequate reduction and fixation

modality. The patient developed a hyperopic nonunion which required exchange
nail fixation.

Loop Closure
Discussed at Ortho M&M. The initial surgery was performed according to the standard of care and
development of a nonunion is a known complication for these types of injuries. No further action necessary,
loop closed.

Action ltems
Education and discussion at Ortho M&M

The patient followed up in a delayed fashion with our hand/-microvascular team.
Critique was raised that there was a delay in onset of adequate treatment.

Loop Closure
Education and discussion at Ortho M&M. Dr. Kyros Ipaktchi offered to take the lead of designing a
standardized protocol for ortho consultation in the AUCC including protocals for initiating nonoperative
treatment of cases which do not warrant an ortho consultation. Issue to remain open.

Disclosure and Reporting of Surgical
Complications: A Double-Edged Sword?

Philip F. Stahel, MD,' Michael A. Flierl, MD,'

Wade R. Smith, MD," Steven J. Morgan, MD,'

Michael S. Victoroff, MD,” Ted J. Clarke, MD,!

Allison L. Sabel, MD, PhD, MPH,' and Philip S. Mehler, MD'

Stahel PF et al., Am. J. Med. Qual. 2010, 25:398-4

=3 Pre-implementation {2004-2008);
= Post-implementation (2007-2008)

“Near miss” event

No hasm® event

Death

Attending #1 Ha complication

Attending &2

Paikzn of flation

Attending &3 Basedingivasculal Injury

Attending 4 Heuralogi injury
ovTee

Attending #5 Missed injury

Inappeopriate freatment
Attendineg #8 ‘o omissionideday

Unplanned resum to OR

Attending &7 o

e 2 4 & 8 10 12 o 1 2 3 4 5 & 7
Reported events/100 procedures [%] Poar-reviewsd svents/100 procedures [%]

Stahel PF et al., Am. J. Med. Qual. 2010, 25:398-401.




1/28/2017

How to improve the QI process?

» Meta-analysis of “clusters* of specific tracer
adverse events (e.g. PEs) to modify and
improve sfaety protocols in orthopedics.

* The search for the “Holy Grail“: Provider-
independent reporting of adverse events.

* Is the filter of 30-day unplanned
readmissions a sensitive tool to identify
postoperative complications?

30-day uplanned readmissions

* N=1,474 readmissions of orthopedic
patients.

* n=142 orthopedic complications (9.6%)
* n=103 return to OR (ortho QI filter)

» n=39 at risk of falling through ortho QI
reporting filter (2.6%)

30-day uplanned readmissions

All 30-day unplanned

o All orthopedic
readmissions

complications

Only 2.6% of all ortho complications
caught by 30-day readmission filter.
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The ultimate conundrum:
Reporting of complications!

Journal Reporting of Medical Errors*

The Wisdom of Solomon, the Bravery of Achilles,
and the Foolishness of Pan

jn_\-r'jjh G. _1.Ir.lr'llu.".'5’_|r. MD: LeAnn Stee, BA: Marian T. MeEcoy, MD: and
June Oshiro, PhD

Murphy JG et al., Chest 2007, 131:890-6.

-J PATIENT SAFETY M SURGERY

EDITORIAL Open Access

Patient Safety A structured approach to improving patient
. safety: Lessons from a public safety-net system
in Surgery . .

www.pssjournal.com

&) Springer
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uc;f PATIENT SAFETY IN SURGERY

EDITORIAL Open Access

Current challenges and future perspectives for
patient safety in surgery

Ironically, the high standard of regulatory compliance-
mandated patient safety protocols in the United States
emanates from decades of work by lawyers and patient
advocacy groups, not from physician-driven initiative. It
is time to end this historic negligence. It is time for

surgeons to direct and own patient safety as a ‘surgical
responsibility’.

Stahel PF et al., Patient Saf. Surg. 2014, 8:9.




A pragmatic solution:
Credible leadership & role modeling!

Does anybody have
any gquestions for

my answers ?

hilip.stahel@dhha.or
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