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Our Last Adverse Event

• Wrong procedure
• Wrong site



A distracted surgeon was not 
suppor tive and the team was 
unaware of the error  because 

the surgeon was not engaged in 
the “ time out” process.



• Not a rare or  complicated procedure
• Common, even simple procedures 

pose greater  r isk



Patterns of Technical Error  Among Surgical Malpractice 
Claims

An Analysis of Strategies to Prevent Injury to Surgical Patients
Scott E. Regenbogen, MD, MPH, Caprice C. Greenberg, MD, MPH,                       

David M. Studdert, LLB, ScD, MPH, Stuart R. Lipsitz, ScD, Michael J. Zinner, MD,               
and Atul A. Gawande, MD, MPH

Conclusion: Most technical er rors occur  in routine operations 
with exper ienced surgeons, under  conditions of increased 

patient complexity or  systems failure.  Commonly 
recommended interventions, including restr icting high-

complexity operations to exper ienced surgeons, additional 
training for  inexper ienced surgeons, and str icter  supervision of

trainees, are likely to address only a minor ity of technical 
er rors.

Ann Surg 2007; 246:705-711
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• Ours is a profession that stresses 
flawless personal per formance.  

Ann Surg 2007; 246:712-713

The Or igins of Malpractice Claims

Richard C. Karl, MD

Editor ial



• I  have not done a supervised operation in 30 
years; yet, every air line captain undergoes twice-
year ly simulation evaluation and line checks 
while conducting an actual flight administered 
by a specially trained “ check airman” .  

Ann Surg 2007; 246:712-713
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• When we hire a new surgeon, we give (her) 
a morning of or ientation and point her  to 
the operating room.  As an air line fr iend 
said to me…, “ All your work is ‘ initial 
operating experience’ and done below 10,000 
feet.  Yet, there is no sterile cockpit in the 
operating room.”

Ann Surg 2007; 246:712-713
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The Team

• Engagement
• Consistent message
• Accountability
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Physician Staffing Patterns and                    
Clinical Outcomes in Cr itically I ll Patients
A Systematic Review
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Postoperative Complication Rates After     
Hepatic Resection in Maryland Hospitals
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Training Operating Room Teams                           
in Damage Control Surgery for  Trauma:        
A Followup Study of the Norwegian Model
Kari S. Hansen, MD, PhD, FACS, Per  E. Uggen, MD, Guttorm Brattebø, MD, Torben Wisborg, MD, DEAA

Background: Because the hospitals in Norway are mostly rural 
community hospitals that see life-threatening trauma only 

infrequently, we developed a course in damage control surgery 
based on a live porcine model in 1999.  The course also focuses on 

teamwork and leadership training based on crew resource 
management pr inciples.  The aim of this study was to evaluate the 

direct educational benefit from the course and whether  
par ticipants had used the damage control techniques in their  

subsequent daily practice.
J Am Coll Surg 2007; 205:712-716
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Professional Exper ience Among Trauma Team Members 
Par ticipating in Damage Control Surgery Training Course
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Par ticipants’ Evaluation of the Impor tance of Implementing 
Course in Future Education Program for  Trauma Surgery
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Number  of Patients for  Whom Techniques Learned at 
the Course Were Applied Dur ing the PostcoursePer iod

Trauma Nontrauma
Procedure Patients Patients  Total

Packing of liver 13 6 19

Packing of other  bleeding 10 7 17

Major  venous injury 2 4 6

Major  ar ter ial injury 4 5 9

Emergency thoracotomy 3 0 3

Suture on a beating heart 1 0 1

Vac-Pack 6 13 19

Total 39 35 74



Training Operating Room Teams                           
in Damage Control Surgery for  Trauma:        
A Followup Study of the Norwegian Model
Kari S. Hansen, MD, PhD, FACS, Per  E. Uggen, MD, Guttorm Brattebø, MD, Torben Wisborg, MD, DEAA

Conclusions: This study shows that a team-or iented operative 
trauma course is not only beneficial in the shor t term, but the 

pr inciples and techniques learned are subsequently applied by the 
graduates in their  daily practice.  Course content and structure, 

par ticular ly the emphasis on integral operating room teams 
working together , is especially suitable for  the rural setting.

J Am Coll Surg 2007; 205:712-716




