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Overview

o Safety meet surgery
¢ Teamwork as one critical element of safety
¢ Observation of surgical teams
- Vulnerabilities in the system
¢ Teams create safety
- Team interventions
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Working with us About us

Centre for Patient Safety and Service Quality

Research atthe Imperial Centre for Patient Safety and Senvice Quality
(CP350Q)is focused on improving the safety of patients and the quality
of services within the NHS.

The CPS5Q has facilities at 3t Mary's Hospital, Hammersmith Hospital
and Imperial College London. Itis a partnership between Imperial
College Healthcare NHS Trust and Imperial College London. You can
read mare in our about us section

\We play a key role in establishing studies of safety and quality as a
fundamental part of medical research in the UK. Our research has a
streng focus on psychology and covers a variety of topics, including:
+ Decision-making in healthcare workers

+ Patient behaviour

+ The design of medical technology

+ Education and training

+ Organisation and management

You can read more in our research topics section.

Faormore information about the CPSSQ, use the links on the left. You can
also visitthe main CP380 website, which is aimed at researchers and
healthcare professionals as well as the general public.
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Safety meets surgery
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Systems Approaches to Surgical Quality and Safety
From Concept to Measurement

Charles Vinceal, PAD* KErishaa Moorthy, FRCS, + Sudip K. Sarker, FRCS, T Aveill Chang, FRACS T
and Ara W, Darzi, MDD}

rb]eciive: Thiz spproach prowvidas e bz of owr resewch pro-
gram, which aim: o zxpand opzmalive assomeni oyond patieni
factors and fhe i2chinlcal skill of the mrgson; b exiend assEomeni
af surgcal skills beyond bench modsls bo fhe operadng (healer; o
pErovide a basis for asseseing inbereentions; and o provide o devper
undersinding of surgical culoomes

Summary Background Doin: Reseanch o sungloal oulcome: has
primarily fooussd on the mole of patient paibophysiclogical ik
factors and on the =kills of the indvidml urgzon Howeer, this
approdch msplecis a wide rangs of Taciors that have been fond o be
af Imporont in achieving safe, high-quallly perfomancs in ofher
high-risk snvronmenis. The cubooms of sWgeny i alss d=pendeni
an the qualicy of care recelved throughoui ihe padient’s sty in
horplial and fhe perfommance of A ondiderable oumber of hzalth

RSP "N PR, N | [ S SN M S S— .

(T T P R P

emearch into surgio| outcone s hee primarily fonossd on

the mole of patient pocthophysiclogical risk ficlors, and on
the skilk of the individual surgeon. The outcoms of surgery
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throwghiout the patient’s say in hospital and the pedformance
of nconsdemble number of health profesomnls. all of whom
mre influenced by the environment in which ther work.
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Annals of Surgery, 2004
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Systems approaches to surgery

Individual skills (motor,
cognitive, etc.)

Teamwork & communication Clinical
processes &

Operative environment & outcomes

procedures

Organisational context

Vincent et al, 2004
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Observing Surgical Teams



Patient’s Surgical Journey
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Postop handover

¢ Sourcefallures
- Failure to write postop instructions
- Handover incomplete
- Information at different places
¢ Transmission failures
- Operation notes not transferred
- Debriefing does not happen
¢ Recalver failures
- Nurse multitasking, not gaining full info

Nagpal, 2009



The evolution of communication

+ “A lack of an organised process of handing over
Information or recording information. People
record information in different places, there's
nursing notes, there's surgical notes and actually
everybody’s got thelr own, their own piece of
territory but it’s not all tied together. ”

+ “What we’ve got is an organic system which has
grown and developed over the years which
Includes multiple parallel hierarchies and people
working independently”

Nagpal, 2009



Surgical eguipment checks
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Results: task completion

Pre-op | ntra-op Post-op
Surg Ural Surg  Urol Surg  Ural
Equip 56% 61% 82% 91% 8%  95%
CComm  61% 71%  55%  571% D90%  84%
Patient 90% 94% 93% 93% 97%  92%



L ack of design in healthcare teams

. Team haphazardly put together

. Assumption that they can “manage”

. Assumption that it isall down to one’s personality



|mproving team performance



| Reliability of ward care

¢ (1) How well do you understand the goals of care
for this patient today?

¢ (2) How well do you understand what work needs
to be accomplished to get this patient to the next
level of care?

¢ Lessthan 10% of nurses or doctors could answer
these questions

Pronovost et al, 2003



Table 1. Daily Goals Form

Roorm Mumber

Attending initials:

Data ! !

—Initial as goals are reviewsad —

Q7001500

1500-2300

23000700

What needs to be done for tha patient to be dischargad from the ICLU7T
What is this patient’ s greatest safety risk? How can we raduce that risk
Pain mgtisedation

Cardiacvolume status

Pulmonarywentilator (PP, elevate HOEB)

Molbilization

I, cultures, drug levels

Gl/Mutrition

Medication changes (can any be discontinued?)

Tests/procedures

Review scheduled labs; moming labs and CXR

Consultations

Communication with primary servica

Family communication

Can catheterstubes be removed?

Iz this patient recaiving DVTPUD prophylaxis?

Mot management; PP, plateau pressure; HOE, head of bed: 1D, infectious disease; Gl, gastrointestinal; labs, laboratory tests; CXR,

Chest radiograph; DVT, deep venous thrombosis; PUD, peptic ulcer diseasa,



¢ Structured and
organised care for each
patient

+ Reliability — reducing
the gap between what
should be happening
and what is actually
happening

¢ Reduced length of stay
from 2.5t0 1.3 days

100

The Impact of Dailly Goals

Week Week Week Week Week Week Week Week
1 2 3 4 5 6 7 8

Fig 1. Percent of residents and nursaes per week understanding goals.

Pronovost, 2003




The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

A Surgical Safety Checklist to Reduce Morbidity
and Mortality in a Global Population

Alex B. Haynes, M.D., M.P.H., Thomas G. Weiser, M.D., M.P.H,,
William R. Berry, M.D., M.P.H., Stuart R. Lipsitz, Sc.D.,

Abdel-Hadi S. Breizat, M.D., Ph.D., E. Patchen Dellinger, M.D.,
Teodoro Herbosa, M.D., Sudhir Joseph, M.S., Pascience L. Kibatala, M.D.,
Marie Carmela M. Lapitan, M.D., Alan F, Merry, M.B,, Ch.B,, FAN.Z.CA, FR.CA,
Krishna Moorthy, M.D., F.R.C.S., Richard K. Reznick, M.D., M.Ed,, Bryce Taylor, M.D.,,
and Atul A. Gawande, M.D., M.P.H., for the Safe Surgery Saves Lives Study Group*



WHO Surgical Safety Checklist

(adapted for England and Wales)

SIGN IN (To be read out loud)
Before induction of anaesthesia

Has the patient confirmed his/her identity, site, procedure
and consent?

[] Yes

Is the surgical site marked?
[] Yesnot applicable

Is the anaesthesia machine and medication check completa?

[] Yes

Daes the patient have a:
Known allergy?

[ Ne

[ ves

Difficult aireay/aspiration risk?

[ ne

D Yes, and equipmentfassistance available
Risk of >500mi blood loss (7mifkg in children)?

[ ne

D Yes, and adequate IV accessffluids planned
%,

Signature of
Registered Practitionar:

TIME OUT (To be read out loud)

Before start of surgical intervention
for example, skin incision

Have all team members introduced themselves by name and role?

[] es

Surgeon, Anaestheatist and Registerad Practitioner
werbally confirm:

[ What is the patiant’s name?
|:| What procedura, site and position are plannad?

Anticipated critical events
Surgeor:
[] How much blood loss is anticipated?

|:| Are thare any specific equipment requiremeants
or special investigations?

|:| Are there any critical or unexpected steps you
want the team to know about?

Anaesthetist:

|:| Are there any patient specific concerns?

[[] wWhatis the patient's ASA grade?

[] What menitering equipment and other specific
levels of support are required, for example blood?

MNurse/ODP:

[] Hasthe sterility of the instrumentation bean confirmed
(including indicator results)?

Are thare any equipment issues or concerns?

AIFS
Mational Patient Safety Agency
Netional Reparting and Leaming Servica

S|GN 0 UT (To be read out loud)

Before any member of the team leaves
the operating room

Registerad Practitioner verbally confirms with the team:
[[] Hasthe name ofthe procedure been recorded?
[] Hasit been confirmed that instrumants, swabs

and sharps counts are complete (or not applicable)?
[[] Have the specimens been labelled

(including patient name)?

D Have any equipment problems been identified that
need to be addrassed?

Surgeon, Anaesthetist and Registered Practitioner:
[[] What are the key concerns for recovery and
management of this patient?

PATIENT DETAILS

Last name:

Has the surgical site infection ($51) bundle been undertaken?
[] Yesot applicable

+ Antibiotic prophylaxis within the last 60 minutas

* Patient warming

* Hair remowval

* Glycaemic control

First name:

Date of birth:

Has VTE prophylaxis bean undertaken?
[] Yesinot applicable

MH5 Number:*

Is essential imaging displayed?

[ Yes/not applicable
LY

Procedure:

“if tha NHS Numbsar I3 not Immediately avallabls, 3 tamporary numbsr should b wsed until it iz

Signature of
Registerad Practitioner:

Slgnature of
Registered Practitioner:

This checklist contains the core
content for England and Wales

www.npsa.nhs.uk/nrls

Gt 1 darwuy J30



Global results Process
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Global results Outcome

12.00% 11.00%
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8.00%
6.00%
4.00%
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SSI Complications Death
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The NEW ENGLAND JOURNAL af MEDICINE

SPECIAL ARTICLE

Effect of a Comprehensive Surgical Safety
System on Patient Outcomes

Eefje M. de Wries, M.O., Ph.D., Hubert A. Prins, M.C, Ph.D.,
Rogier M.P.H. Cralla, M.D., Adriaan . den Quter, M.D.,*

George van Andel, M.D., Ph.D., Sven H. van Helden, M.D., Ph.D2,
Walfgang 5. Schlack, M.D., Ph.D., M. Agnés van Putten, B.5c,,
Dirk ). Gouma, M.D, Ph.D., Marcel GW. Dijlegraaf, Ph.C,

Susanne M. Smarenburg, M.L., Ph.D., and Marja A. Boermeester, M.D, Ph.D,,
far the SLURPASS Collaborative Groupf

ABSTRACT

BACKGROUND

Adverse events In patients who have undergone surgery constitute a larce proportion
of latrogenic Ulnesses. Most surgical safety Interventions have focused on the operat-
Ing mom. Since more than half of all surgical emors occur outside the operating
room, itis likely that a more substantial improvement n outcomes can be achieved
by targeting the entire surgical pathway.

METHODS

We examined the effects an patient outcomes of a comprehensive, multidiscip! nary
surgical safety checkl!ist, including items such as medication, marking of the op-
erative side, and use of postoperative instructions. The checklist was dmplementsd
mn six hospitals with high scandards of care. All complications occurring durng
admisshon were documented prospectively. We compared the rate of comp! lcations
during a baseline period of 3 months with the rate during a 3-month period atter
implementation of the checklist, while accounting for potential confounders. Simi-
lar data were col!ected from a contra! group of five hospitals.
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Figure 1. Mean Number of Complications in Intervention Hospitals and Control Hospitals before and after Imple-
mentation of the Surgical Safety Checklist.

The solid horizontal lines show the overall mean number of complications before implementation of the checklist,
and the dashed horizontal lines show the mean number after implementation. The change in the mean number of
complications from the preimplementation period to the postimplementation period was significant in the interven-
tion hospitals (P<0.001) but not in the control hospitals (P=0.81).




Checklist is not just a checklist

¢ Clarification of roles and responsibilities
- Ward care
- Handover
- Operating theatre

o Softening the hierarchy
¢ Towards a shared mental model
+ Anticipation of problems



o Further Information

Centre for Patient Safety & Service Quality

PATIENTSAFETY

CHARLESVINCENT

F)WILEY-BLACKWELL

Clinical Safety Research Unit
WWW.CSru.org.uk
Centre for Patient Safety & Service Quality
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