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Risks disclosed as median (range) 

 

• Knee arthroscopy   5 (0 to 13)    

• Laparotomy   9 (0 to 24)  

 

For laparotomy  (1 = never to 5 = always) 

 

• PONV   4 (1 to 5) 

• Dental 3 (1 to 5) 

• Death    4 (1 to 5) 

 

 

 

 

Braun et al  Anaesth Intensive Care (2010) 38: 935-8 
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Today… 

 

• A story about rabbits 

• Technicians - doing things  

      right (with informed 

      consent) 

• Physicians - doing the  

     right thing (with good 

     communication) 

      

 

 

• And a question about 
mythology 

 



Harvard Medical Practice Study 
Quality in Australian Health Care Study 

Medical Injuries Utah and Colorado 
UK and NZ Studies 

  

Adverse events are 
common in 

hospitals, and are  
often the result of 
substandard care 



Achieving Change 

Leape and Berwick JAMA (2005) 293:2384-90 

“Five years after the IOM report, little 

demonstrable improvement in patient safety 

could be discerned” 



Landrigan et al NEJM (2010) 363:2124-34 

• Retrospective study - Jan 2002 - Dec 2007 

• Stratified random sample of 10 hospitals in North Carolina 

• 100 admissions per quarter 

• IHI global trigger tool for measuring adverse events 

 



Landrigan et al NEJM 2010 



Davis et al 2010 The 

Commonwealth Fund 

Since 1995 growth in health costs > 

growth in national income  

OECD average 18% 

NZ 30%                          MRG Report 2009 



 

Expenditures in $US 

PPP (purchasing power 

parity) 

 Netherlands is 

estimated 

OECD Health Data, 

2009  
 

  

 

 

NZ = $2,454 

Australia = $3,357 

USA = $7,290 

Davis et al 2010 The 

Commonwealth Fund 



In NZ - the simultaneous 

pursuit of three aims 
 

• Improving the quality, safety 

and experience of care 

• Improving health for all 

populations 

• Gaining the best value from 

the resources available 

 



Latent Factors  
and  

Swiss Cheese 

Reason BMJ  (2000) 320: 

768-70 



Reason BMJ  (2000) 320: 

768-70 

Doing Things Right 
First Time 





Mortality = 1:53000 
 

• Assessment 

• Planning 

• Airway 

management 
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“ A systematic approach to teaching and maintaining 

human factors in airway crisis management and 

emergency surgical airway skills to anaesthetic trainees 

and specialists should be developed: in our opinion 

participation should be mandatory” 

Greenland et al Anaesth Intensive Care (2011) 39: 578-

84 





A Whole-of-System 

Perioperative 

Mortality Review 

Process  

• Hip arthroplasty 

• Knee arthroplasty 

• Colorectal resection 

• Cataract surgery 

• Anaesthesia 

 





 

Haynes et al  NEJM  (2009) 360: 491-9  

“… the rate of postoperative complications and death 
were reduced by more than one-third”  



• 108 VA facilities: 182 409 sampled 
procedures 2006-8 
• Briefings debriefings and checklists 
• 74 vs 13: mortality RR  
 

0.82 (0.76-0.91) vs 0.93 (0.80-1.08) 
  
(18% vs  7%) 
 
 

   

Neily J et al JAMA (2010) 304: 1693-700 



De Vries et al NEJM 2010 

De Vries et al NEJM (2010) 363: 1928-37   

Total complications 27.3 – 16.7 per 100 patients 
In hospital mortality 1.5% - 0.8% 



Strategies for Improving Surgical Quality  
 

Checklists and Beyond 

Birkmeyer NEJM (2010) 363: 1963-5 

“…checklists seem to have crossed the 
threshold from good idea to standard of 

care” 





Time for a New Paradigm: STPC 

• Standardization  (drugs, concentrations, equipment) 

• Technology  (drug identification and delivery, automated 
information systems) 

• Pharmacy  (satellite pharmacy, premixed solutions and 
prefilled syringes whenever possible) 

• Culture  (recognition and reporting of drug errors to reduce 
recurrences) 

 



What is already known on this topic 
 

• Errors in the recording and administration of drugs are 
common in anaesthesia specifically and healthcare generally 
and can lead to poor care and harm patients 
 

• Checks with barcodes and computers before administration of 
drugs are feasible and can reduce such errors 
 

• There are few randomised trials to show this 

Merry et al BMJ  (2011) 343:d5543  

Multimodal System Designed to Reduce Errors in 
Recording and Administration of Drugs in Anaesthesia: 

Prospective Randomised Clinical Evaluation 



Multimodal System Designed to Reduce Errors in 
Recording and Administration of Drugs in Anaesthesia: 

Prospective Randomised Clinical Evaluation 

What this study adds 
 

• Compliance with principles of safe drug 
administration was inversely associated with 
error rates 

• Achieving high levels of compliance with the 
safety principles of drug administration was 
difficult 

Merry et al BMJ  (2011) 343:d5543  



 

“The use of standardised procedures to organise, dispense, 

check, and administer drugs..  ..may be perceived by 

anaesthetists as unnecessary „bureaucratic‟ steps...”  

 

Haller and Clerque  BMJ  (2011) 343: d5523  



The Dimensions of Quality and 
Organizational Layers of Healthcare  

 

 

                 Runciman B Merry A Walton M 

Safety and Ethics In Healthcare Ashgate 2007 



Dartmouth Health Care Atlas 

 
John Wennberg 
 
• AAA - 4 fold regional variation 
• Carotid endarterectomy - 8 fold  
• Angioplasty stenting – 18 fold 



Medicine, Angioplasty, or 
Surgery Study (MASS II) 

(N = 611: 5 Year Follow Up) 
 

“Background—Despite routine use of coronary artery 
bypass graft (CABG) and percutaneous coronary 

intervention (PCI), no conclusive evidence exists that 
either modality is superior to medical therapy (MT) 

alone for treating multivessel coronary artery disease 
with stable angina and preserved ventricular 

function” 

 

Hueb W et al Circulation (2007) 
100:107-13  



Primary endpoint: Survival free of 

 

• total mortality 

• unstable angina ­ revascularization 

• Q-wave MI 

Hueb W et al Circulation (2007) 
100:107-13  



Hueb W et al 2007                      

Circulation  



Baber et al Stroke (2008)  1427-33  

N = 40 
 

•2/40 (5%) -  strokes 
 

•11/37 (43%) – new 

ischemic lesions 
 

•Cognitive decline and 

new lesions Č 

35% without vs all with 

P < 0.001 

 

 

 





Braun et al  Anaesth Intensive Care (2010) 38: 809-22 

“The primary focus should be to adequately 

prepare patients for surgery and to ensure that they 

are sufficiently well informed to make the choices 

that best meet their own needs. This is just an 

affirmation of the importance of patient-centred care.” 



Asclepius (latin: Aesculapius) 

• A Greek physician – 1200 BC 

• 5 daughters -  Hygiea and Panacea 

• Acquired knowledge of surgery 

• Blood of a Gorgon 

– L poison 

– R miraculous 

• Raised Hippolytus from the dead 

­ thunderbolt from Zeus 

• Cult of Asclepius - Asclepieion 



                   Hermes Trismegistus 

• Teacher 

• Concerned with helping humanity 

• Wisdom – true knowledge of the 
world, and the nature of man 

• Hermetic writings 

• Delivered Asclepius from Coronis 
killed by Apollo 

 

Caduceous 

 

 



Pseudechis 

Porphyriacus  

 

Baker AB 

Proceedings of 

the Royal Royal 

Zoological 

Society of  

New South Wales 

1966-67 (Jan 

1968) 

 


