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Common Language  



Common Language  

ÅIf radiologists know 

what they are 

looking for they 

have a better 

chance of finding it  

ÅImportant to fill out 

the request from the 

OR for a specific 

film with all the 

information  

A peanut in 

the chest?   A peanut in the 

chest??  



Communication  

ÅItõs what  is right not who is right  
¶Between nurses and surgeons  

ÅòWeõre missing a spongeó òLets re-explore the wound!ó 

ÅòDr. Is this a good time for lunch relief?ó 

¶Between nurses and scrub techs  

ÅòSeparate each raytex so we can make sure we have  10ó 

ÅòLetõs verify the sponge holders before you take permanent 
reliefó 

¶Between surgeons  

ÅòMake sure you check behind the heart for any raytex  
before you closeó 

ÅòLetõs do our wound exam and look for spongesó 

 



OR Practices  

Å What we do and how we manage our work  

                 We = Multiple Stakeholders  

Å Anesthesiologists: 4X4 management, 

coordinated reversal from anesthesia  

Å Surgeons: use only radiopaque items, 

perform a wound exploration  

Å Nurses: surgical item accounting process  

Å Scrub Techs: organize field, know equipment  

Å Radiologists/Technicians: film quality, timely 

review, appropriate images  

  



Perception vs Reality  

OR STAFF ï How things really work: unintended variation  

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



Practice of Counting  

ÅCurrently, most of the responsibility for 
preventing retained sponges resides with 
the nurseõs ability òto countó.  

ÅSurgeons place undue reliance on the task  

ÅNurses place unjustified trust in the practice  
¶Current counting practices ~10 -15% error rate  

ÅCounting in the unit of issue  
¶1,2,3,4,5é..1,2,3 

¶Bagging sponges in bundles  

¶Keeping counts on pieces of paper  

ÅAdding up sponges in multiple places  



Findings  

Å80% of retained sponge cases 
occur in the setting of a 
CORRECT COUNT  

¶Problems with OR practices  

Å20% occur in the setting of an 
INCORRECT COUNT  

¶Problems with knowledge and 
communication  



Practice Issues  
 

Å Variable counting practices exist 
throughout an OR - no standardization, little 
transparencyé.ómy practiceó 

Å Frequent confirmation bias between scrub 
and circulator  

Å Loss of situational awareness and missing 
events that occur outside the scrub or 
circulatorõs locus of control 

Å Normalization of deviance  

Å Retained sponge cases have occured when 
low numbers of sponges ( <20 sponges) 
have been used  
 

 



Whatõs the Count? 



The Count was Correct!  



The Gorilla in the OR  

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

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

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

ÅThe circulator who used a pack of 5 laps as 
a knee bump for the patient  



 Findings  
 

ÅProblems with the practice of counting 
relate to nurse and scrub tech  

¶over -estimation of their ability  
Å òI know how to count 10 raytexó 

¶under -estimation of the degree of risk  
ÅòIõve never had a retained spongeó  

ÅLack of understanding about human 
fallibility  

¶Fail to adhere to safety rules  

¶Trust without verification  



Itõs not only about Counting! 



Our learning?  

Å Sponge ACCOUNTing is hard to 

implement because people donõt 

want to change their practices even 

though they say they doé. 

Å Multiple stakeholders MUST change 

their way of thinking about the 

problem of RSI and let -go of their 

perceptions to face reality  



 Culture  

ÅConstellation of shared beliefs and 
ways of interaction, common rules  

ÅOR safety and a safety culture is 
built on RELATIONSHIPS  

¶Mutually respectful  

¶Collaboration with shared knowledge  

¶Trust with Verification  

¶Credibility earned from Expertise  



A Just OR Culture  

NEJM 361:14, October 1, 2009  



Multi -stakeholder  

ÅNeed engagement and participation 
from multiple people usually from 
multiple disciplines  

¶SCIP measures  
Åexamples  

 

¶ICU improvement in delirium  
Åexamples  

Å  





Who is on the team?  



Who is NOT?  



WHERE WE ARE NOW AND WHERE WE ARE GOING  



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  



Learning System  

ÅGoal is to create continuously 

learning organizations that generate 

and transfer knowledge from every 

patient interaction to yield greater 

performance predictability and 

reliability  

ÅLeadership 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  



ÅExplosion of biomedical and clinical 

knowledge  

ÅEscalating cost of care  

ÅExpanding array of care providers  

ÅOrganizational and technological 

options increase  

ÅPatient engagement  

Complex System  



Include all of this?  



Or this?  



 

 

Have an Action Plan  

Think of the project as an 

experiment  

 



Neuro Infections  



Neurosurgery Infections 

January 2009 to September 2010 
(updated 10/15/10) 

 

2/17/09: 

Neurosurgery 

implemented a 

standardization 

of pre -op, peri -

op and post -op 

procedures  

10/15/09: CHG 

Wipes trial 

started  



VTE Prevention  

ÅSeparate protocols for General 

Surgery, Neurosurgery, Orthopedic 

Surgery, Urology  

ÅAny VTE event: within weeks analysis  

ÅCoordination with ATS service in 

clinical management and decision 

making  

ÅReview, review, review  

 



VTE Prevention  



VTE Prevention  


