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Outcomes and how to change them www.iccva2012.com
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Braun et al Anaesth Intensive Care (2010) 38: 935-8
Survey

What are we telling our patients? A survey of risk disclosure
for anaesthesia in Australia and New Zealand

A. R. BRAUN", K. LESLIET, A. E MERRYZ, D. STORY$

Risks disclosed as median (range)

« Knee arthroscopy 5(0to 13)
 Laparotomy 9 (0 to 24)

For laparotomy (1 = never to 5 = always)

« PONV 4(1to5)
 Dental 3 (1to5)
* Death 4(1tob5)
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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

edical Injuries Utah an
UK and NZ Studies

Adverse events are
common in

hospitals, and are
often the result of

substandard care
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Achieving Change

“Five years after the IOM report, little
demonstrable improvement in patient safety
could be discerned”

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



The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

Temporal Trends in Rates of Patient Harm
Resulting from Medical Care

* 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) 363:2124-34



The NEW ENGLAND JOURNAL of MEDICINE

SPECIAL ARTICLE

Temporal Trends in Rates of Patient Harm
Resulting from Medical Care

Christopher P. Landrigan, M.D., M.P.H., Gareth J. Parry, Ph.D.,

Catherine B. Bones, M.S.W., Andrew D. Hackbarth, M.Phil.,
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Total expenditures on health as percent of GDP
16% A— United States

16 - —a— Canada

_*-A"
—a— Netherlands
14 . Germany
T AW »— Australia

United Kingdom
—a— New Zealand

12 4

e Since 1995 growth in health costs >
4. growth in national income
OECD average 18%
| NZ 30% MRG Report 2009
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Average spending on health per capita (SUS PPP)
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HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND

In NZ - the simultaneous
pursuit of three aims

howmeimt . Improvin.g the quality, safety
and experience of care

* Improving health for all

populations

e Gaining the best value from

the resources available

A Tr/eAim

BEST HEALTH CARE RESULTS for POPULATIONS




Latent Factors
and
Swiss Cheese

Hazards

Reason BMJ (2000) 320:
768-70



Doing Things Right
HUMA” First Time

Hazards

Reason BMJ (2000) 320:
768-70
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rameees management
y - PATIENT HAS CONFIRMED
* |IDENTITY
Anaesthesia
* PROCEDURE
o CONSENT
A review Of an aesth es ia- SITE MARKED/NOT APPLICABLE
related mortality reporting (D) ANAESTHESIA SAFETY CHECK COMPLETED.
|ﬂ Austral Ia and New Zea |and PULSE OXIMETER ON PATIENT AND FUNCTIONING I
DOES PATIENT HAVE A:
2003- 2005 KNOWN ALLERGY?
Editor: Neville Gibbs, MBBS, MD, FANZCA 02

DIFFICULT AIRWAY/ASPIRATION RISK?
NO
YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF >500ML &

(7ML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED



Amnaesth Intensve Care 2011; 39: 578-584

Point of View

Emergency surgical airway in life-threatening acute airway
emergencies — why are we so reluctant to do it?

K. B. GREENLAND*®, C. ACOTTT, R. SEGALL, G. GOULDINGS, R. H. RILEY**, A. E MERRY{¥

“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



Perioperative Mortality
Review Committee

Members




A Whole-of-System

Syslematic recording

of patient and l I
el Perioperative
Mortality Review
Process
Recommendations for Accurate regisiration of
system improvements death which
leading o practice change meets definitions
Reporting Reporting of details
: Eig:g:;l relating to the death using
* Within health care provider standard form

\ I * Hip arthroplasty

Secure nafional daa * Knee arthroplasty
storage (HQSC) .
* Colorectal resection
e Cataract surgery
* Anaesthesia

Analysis






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., F.AN.Z.CA., F.R.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*

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

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



B ORIGINAL CONTRIBUTION

Association Between Implementation
of a Medical Team Training Program
and Surgical Mortality

» 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

Figure. Quarters of Risk-Adjusted Surgical
Mortality Rate
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De Vries et al NEJM (2010) 363: 1928-37

Effect of a Comprehensive Surgical Safety
System on Patient Outcomes

&
]

B Intervention hospitals (N=6) O Control hospitals (N=5)

Preimplementation Postimplementation

&
|

]
T

Mean No. of Complications per 100 Patients

=
|

9-Mo implementation

1 2 3 4 5 & 7 8 9 1o 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26
Week

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




Strategies for Improving Surgical Quality

Checklists and Beyond

“..checklists seem to have crossed the
threshold from good idea to standard of
care”

Birkmeyer NEJM (2010) 363: 1963-5
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GUIDELINES FOR THE SAFE ADMINISTRATION OF INJECTABLE
DRUGS IN ANAESTHESIA

2. GENERAL PRINCIPLES FOR THE SAFE ADMINISTRATION OF DRUGS

2.1 The aims of safe administration of injectable drugs in anaesthesia are:
2.1.1 To give the correct drug for the correct patient in the correct dose by the correct route
at the correct time.
2 To record accurately this information in the anaesthetic record.
.3 To be able to demonstrate that 2.1.1 and 2.1.2 have been accomplished reliably.



HM"""& Time for a New Paradigm: STPC

-

e 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)



Multimodal System Designed to Reduce Errors in
Recording and Administration of Drugs in Anaesthesia:
Prospective Randomised Clinical Evaluation

What is already known on this topic

* Errorsin 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

e 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

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
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EDITORIALS

Drug administration errors in anaesthesia and beyond

Innovative systems can work, but only if they are fully adopted by clinicians

“The use of standardised procedures to organise, dispense,
check, and administer drugs.. ..may be perceived by
anaesthetists as unnecessary ‘bureaucratic’ steps...”



The Dimensions of Quality and
Organizational Layers of Healthcare

SAFETY
EFFICIENCY World, international TIMELINESS
DN
EFFECTIVENESS Organization ACCEPTABILITY
()< e XN
BT
L OSohe >

Patient

ACCESS APPROPRIATENESS

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 Il)
(N =611:5 Year Follow Up)

“Background—Despite routine use of coronary artery
bypass graft (CABG) and percutaneous coronary
Intervention (PClho 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
functi on’

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



Probability of Event Free Survival
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Cerebral Ischemic Lesions on Diffusion-Weighted Imaging
Are Associated With Neurocognitive Decline After
Cardiac Surgery

P. Alan Barber, PhD, FRACP; Sylvia Hach, MSc; Lynette J. Tippett, PhD; Linda Ross, RN:
Alan F. Merry, FRACP; Paget Milsom, FRACS

N =40
«2/40 (5%) - strokes

*11/37 (43%) — new
Ischemic lesions

*Cognitive decline and
new lesions C
35% without vs all with

P <0.001

Baber et al Stroke (2008) 1427-33






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

Reviews

Informed consent for anaesthesia in Australia and New
Zealand

A. R. BRAUN", L. SKENET, A. F MERRYZI

“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)




