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Common Language
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A If radiologists know —

A peanut In

what they are the chest?

looking for they
have a better
chance of finding it

A Important to fill out
the request from the
OR for a specific
film with all the
iInformation
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A peanut in the
chest??
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T Between nurses and surgeons
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What we do and how we manage our work
We = Multiple Stakeholders

Anesthesiologists: 4X4 management,
coordinated reversal from anesthesia

Surgeons: use only radiopaque items,
perform a wound exploration

Nurses: surgical item accounting process
Scrub Techs: organize field, know equipment

Radiologists/Technicians: film quality, timely
review, appropriate images




Perception vs Reali

OR MANAGER i How I think things work (or should work)

or sTAFFi How things really work: unintended variation



Practice of Counting _

A Currently, most of the responsibility for
preventing retained sponges resides with
the nurseds ability ot

A Surgeons place undue reliance on the task

A Nurses place unjustified trust in the practice
1 Current counting practices ~10 -15% error rate

A Counting in the unit of issue

191, 2,3,4,5é. .1, 2,3

1 Bagging sponges in bundles

1 Keeping counts on pieces of paper

A Adding up sponges in multiple places
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_Findings &
A 80% of retained sponge cases

occur In the setting of a
CORRECT COUNT

1 Problems with OR practices

A 20% occur in the setting of an
INCORRECT COUNT

{ Problems with knowledge and
communication
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A Variable counting practices exist
throughout an OR - no standardization, little
transparencye. 6my pract

A Frequent confirmation bias between scrub
and circulator

A Loss of situational awareness and missing
events that occur outside the scrub or
circul atoros | ocus of C

A Normalization of deviance

A Retained sponge cases have occured when
ow numbers of sponges ( <20 sponges)
nave been used










The Gorillainthe OR =
I—

A The resident who came in the room and took
a raytex off the back table and wiped his
glasses and threw the sponge away

A The surgeon who took a towel from the stack
of blue drape towels and used it to retract
the bladder

A The scrub tech who put the sponge in the
stainless steel canister and went on break

A The circulator who used a pack of 5 laps as
a knee bump for the patient
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A Problems with the practice of counting
relate to nurse and scrub tech

{ over -estimation of their ability
Aol know how to count 10

{ under -estimation of the degree of risk
Adl dve never had a retaine

A Lack of understanding about human
fallibility
{ Fall to adhere to safety rules
1 Trust without verification
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Our learning? nose

A Sponge ACCOUNTINg is hard to
| mpl ement because p

want to change their practices even
t hough they say t he

A Multiple stakeholders MUST change
their way of thinking about the
problem of RSI and let -go of their
perceptions to face reality
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A Constellation of shared beliefs and
ways of interaction, common rules

A OR safety and a safety culture is
built on RELATIONSHIPS

1 Mutually respectful

{ Collaboration with shared knowledge
1 Trust with Verification

1 Credibility earned from Expertise
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t NEW ENGLAND )

OURNAL o MEDICINE

SOUNDING BOARD

Balancing “No Blame” with Accountability in Patient Safety

Rodert M. Wachter, M.D., and

This year marks the 10th anniversary of the In-
stitute of Medicine's report To Err Is Human,* the
document that launched the modern patient-safety
movement. Although the movement has spawned
myriad initiatives, its main theme, drawn from
studies of other high-risk industries that have im-
pressive safety records, boils down to this: Most
errors are commiteed by good, hardworking peo-
ple trying to do the right thing. Therefore, the
traditional focus on idencifying who is at fault is
a distraction. It is far more productive to identify
error-prone situations and settings and to imple-
ment systems that prevent caregivers from com-
mitting errors, catch crrors before they cause
harm, or mitigate harm from errors that do reach
patients.*?

Most health care providers embraced the “no
blame" model as a refreshing change from an

Peter J. Pronovost, M.D., Ph.D.

Many health care organizations (including our
own) have recognized that a unidimensional fo-
cus on creating a blame-free culture carries its
own safety risks. But despite this recognition,
finding the appropriate balince has been clusive,

N iHire 11! y

phasicians. In this article, we describe some of the
barriers to physician accountability, enumerate
paticnt-safety practices that are ready for an ac-
countability approach, and suggest penalties for
the failure to adhere to such practices. We focus

on situations in which the action {or inaction) of

individual physicians poscs a clear risk to patients,
rather than on the broader issues of clinical com-
petence or disrupeive behavior; readers who are
incerested in the latter issues are referred to other
Sourccs.'.‘.ll. 18]
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NEJM 361:14, October 1, 2009
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A Need engagement and participation
from multiple people usually from
multiple disciplines

1 SCIP measures
Aexamples
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1 ICU improvement in delirium
Aexamples

A
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It is the ability to work together which determines success
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Who is on the team?
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Who is NOT?
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Complex Adaptive System
|—

1. Heterogenous
Interdependent decision
making agents

2. Frequent interaction with
each other creates
learning

3. Development of
emergence -the whole is
greater than the individual
parts
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A Goal is to create continuously
learning organizations that generate
and transfer knowledge from every
patient interaction to yield greater
performance predictability and
reliability

A Leadership has to the support vision
of continuous Improvement

Best Care and Lower Cost:The Path to Continuously Learning Health Care in America, IOM August 2012
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A Explosion of biomedical and clinical
knowledge

A Escalating cost of care
A Expanding array of care providers

A Organizational and technological
options increase

A Patient engagement
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Have an Action Plan
Think of the project as an
experiment
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NEUROSURGER
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TO REDUCE THE RISK OF WOUND INFEC

ANESTHESIA:

0O Temperature always > 36

O Glucose < 150

O FiO2 2 80%

O Antibiotics within 30 min of incision:

Cefazolin 1 or 2 gm = Re-dose q 4 hrs

If allergic: Vancomycin 15mg/kg = re-dose q 8hrs at
10mg/kg

If transphenoidal or transoral: Chloramphenicol 500mg > re-
dose q6 hrs (confirm with Neurosurgeon)

SCRUB/CIRCULATING NURSES:
O Hair removal: minimal clipping
O Skin scrub: Chorhexidine, then Chloroprep

O For DBS and VNS: do not open implants until requested by
surgeon; only surgeon handles

O No street clothes under paper scrubs for visitors

SURGEONS:

O Use Kefzol irrigation (or vancomycin if giving vancomycin IV)

O Cover wound with blue towel when fluoro passes over field
(except when not practical, such as XLIF)

O Avoid drains for simple lumbar cases
O Minimize bone wax

O If CSF leak: close fascia with interrupted sutures PLUS a running
Prolene

U Dropped bone flap: soak in 50/50 betadine/antibiotic irrigation
and replace

O Clean scrubs to start each day
O Change masks between cases Quostions? Confact D Peui Lersen
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Neurosurgery Infections B
January 2009 to September 2010 Cynosure

(ypdated 10/15/10) vam
e —

2/17/09:
Neurosurgery
implemented a 10/15/09: CHG
3 - standardization Wipes trial

of pre -op, peri - Started

op and post -op
procedures
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VTE Prevention Rk
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A Separate protocols for General
Surgery, Neurosurgery, Orthopedic
Surgery, Urology

A Any VTE event: within weeks analysis

A Coordination with ATS service in
clinical management and decision
making

A Review, review, review

©2011 VERNAC. GIBBS MD. ALL RIGHTS RESERVED
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GENERAL SURGERY POST-OP

VTE PROPHYLAXIS

Sequential compression devices/SCDs (foot pumps) to be used
in all patients unless specific lower extremity contraindications.

HEPARIN DOSING FOR VTE v NO DVT

Patient Size:

= - -
REGULAR -size patient (BMI < 40) /7oA
= T
Heparin 5000 units sq q 8 hrs 1—

BIG patient (BMI 2 40) SMALL patient wt < 50 kg (110 Ibs)
Heparin 7500 units g 8 hours Heparin 5000 units g 12 hours

Chronic Kidney Disease: (CrCl < 15ml/min)

Heparin 5000 units sq q 8 hrs

Epidural Catheter or Spinal Anesthesia:

*Discuss pre-operatively W/ anesthesia plan: Traumatic Punciure, Meed for Full Anticoagulation, Use of Antigiatelet or LMWH Agants = [I

Anticoagu- Time after Time after Spi- Time after Time after
lant OK while catheter nal PLACE- catheter RE- | last dose un-
:::!?:OT:E:PC catheter in PLACEMENT | MENT until next | MOWVAL until til catheter
9 place? until next dose dose 1% or next REMOVAL
dose
Heparin q12h §Q Yes 1 hour 1 hour 1 hour =6-8 hours ¥
AND 10K units/24h
or less
Heparin gBh 5Q CR * Yes with 1 hour 1 hour 1 hour > §-8 hours ¥
>10k units 124h caution
Enaxaparin BID SQ No Remaove prior o 24 hours >2 hours BID: Should
dosing not occur
Enoxaparin QD SQ/ * Yes with 6-8 hours 6-8 hours =2 hours QD:10-12h
Dalteparin QD SQ ion If fraumatic 24h | If traumatic 24h
“Consider periodic neurtlogicsl assessments  Consider assessing coagulation status in critically il pt o pt with altered excration

/DALTEPARIN FOR CANCER-RELATED SURGERY

®  post-op VTE risk higher
®  VTE risk highest first 30 days post-op
® Risk reduction potential with one month post-op VTE prophylaxis

Specific cancer-related guidelines: Discharge: Provide Rx to complete 30

Roguiar Size: Daltaparin 5000 units sq dally (2™ of Past-op anticoagulation
Monitoring: Arrange post-discharge follow

Big Size: 7500 units sq daily -up appointment via CPRS consult to Anti-
Small Size or CrCl < 15mlmin: 2500 units sq  C0gulation & Thrombosis Service (ATS)
daily For any questions, call ATS (x4095 or 739-

9083)

\

Surgical Service/SSQI GOAL: AVOID PREVENTABLE VTE March 2011
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