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Our Last Adverse Event

* \Wrong procedure
 \Wrong site




A distracted surgeon was not
supportive and the team was
unawar e of the error because

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




 Not arareor complicated procedure
« Common, even simple procedures

nDOSse greater risk




Feature

Patternsof Technical Error Among Surgical Malpractice
Claims

An Analysis of Strategiesto Prevent | njury 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 errorsoccur in routine operations
with experienced surgeons, under conditions of increased
patient complexity or systemsfailure. Commonly
recommended interventions, including restricting high-

complexity operationsto experienced surgeons, additional
training for inexperienced surgeons, and stricter supervision of
trainees, arelikely to address only a minority of technical
errors.

Ann Surg 2007; 246:705-711




Editorial

The Origins of Malpractice Claims

Richard C. Karl, MD

e Oursisaprofession that stresses
flawless per sonal perfor mance.

Ann Surg 2007; 246:712-713




Editorial

The Origins of Malpractice Claims

Richard C. Karl, MD

* | have not done a supervised operation in 30
years, yet, every airline captain under goes twice-
yearly ssmulation evaluation and line checks
while conducting an actual flight administered
by a specially trained “ check airman”.

Ann Surg 2007; 246:712-713




Editorial

The Origins of Malpractice Claims

Richard C. Karl, MD

 \When we hire a new surgeon, we give (her)
a mor ning of orientation and point her to
the operatingroom. Asan airlinefriend
said to me..., “ All your work is‘initial
operating experience’ and done below 10,000
feet. Yet, thereisno sterile cockpit in the
operating room.”

Ann Surg 2007; 246:712-713




The Team

 Engagement
e Consistent message
e Accountability







5,000,000 Li1ves Committee

Mary Brainerd



B CARING FOR THE
CRITICALLY ILL PATIENT

Physician Staffing Patter ns and
Clinical Outcomesin Critically |1l Patients

A Systematic Review
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ORIGINAL ARTICLE

Postoperative Complication Rates After
Hepatic Resection in Maryland Hospitals

Justin B. Dimick, MD; Peter J. Pronovost, MD, PhD; John A. Cowan, Jr., MD; Pamela A. Lipsett, MD






Training Operating Room Teams
In Damage Control Surgery for Trauma:
A Followup Study of the Norwegian M odél

Kari S. Hansen, MD, PhD, FACS, Per E. Uggen, MD, Guttorm Brattebg, MD, Torben Wisborg, MD, DEAA



No. of participants

I Surgeon

3 Anesthesiologist
—OR Nurse

mm Nurse Anesthetist

No. year s professional experience



Number

Surgeon OR Nurse
Anesthesiologist Nurse Anesthetist



No of Participants

Interval of Refresher Course (Years)



Number of Patients for Whom Techniques L earned at
the Course Were Applied During the Postcour se Period

Total 39 35 74
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