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Foreword from TASM 
This report covers the period 1 July 2022 to 30 June 2024.  
 
The Tasmanian surgical system continues to maintain low postoperative mortality rates comparable to 
the world's best health systems. The key challenge is maintaining these high safety standards while 
addressing the backlog of patients awaiting surgery, which remains an issue in Tasmania. The long-
term effects of the COVID-19 pandemic, including new viral variants and patient backlogs, continue to 
persist. 
  
The Tasmanian Audit of Surgical Mortality (TASM) retains its focus on monitoring surgical outcomes 
and collaborating with health services to ensure patient safety.  
  
The Royal Australasian College of Surgeons (RACS) continues to encourage surgeon participation in 
monthly audits and clinical quality registries via its continuing professional development (CPD) program. 
Surgeons who fail to submit outstanding surgical case forms (SCF) will be noncompliant at year end, 
which can affect their CPD standing. 
 
This report highlights persistent clinical management issues in clinical care and increasing concern 
about high-risk surgeries for which the risks outweigh any potential benefits. This trend is particularly 
concerning in an aging population. 
 
Nationally, second-line assessments increasingly report that some surgeries, especially in high-risk 
patients, are futile. Reporting surgeons are encouraged to provide more detailed documentation of their 
decision-making processes to help assessors understand why surgery was chosen in such cases. 
 
Another recurring issue is the need for direct consultant involvement in high-risk surgeries. The audit 
shows that emergency and high-risk patients should receive consultant-based care. Hospitals may need 
to reorganise emergency services to ensure senior oversight of critical cases. TASM communicates with 
public and private hospitals in Tasmania, addressing individual site concerns and providing educational 
activities. 
 
The case of the month—an initiative led by the Australian and New Zealand Audit of Surgical Mortality 
(ANZASM)—continues to be particularly impactful, fostering discussion and feedback among surgeons 
from various specialties and further promoting a culture of continuous improvement. 
 
Through a longitudinal analysis of national data, ANZASM revealed a significant decline in mortality 
rates under consultant surgeons across states and regions over the past decade. This TASM 
audit highlights this progress, highlighting the positive impact of ongoing improvements in surgical care. 
 
The Tasmanian health system continues to benefit from strong partnerships between TASM, the 
Tasmanian Department of Health and the Tasmanian Health Service (THS) to enable transparency with 
an emphasis on improvement.  
  
Tasmania’s quality governance framework for publicly funded hospitals, along with the new National 
Clinical Quality Registries framework, provides strengthened accountability and an improvement 
approach to utilise these findings for improved patient safety and outcomes. 
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Abbreviations 

ANZASM Australian and New Zealand Audit of Surgical Mortality 

ASA American Society of Anesthesiologists 

CCU critical care unit  

CHASM Collaborating Hospitals' Audit of Surgical Mortality 

CMI clinical management issue 

CT computed tomography 

DVT deep vein thrombosis 

FLA first-line assessment 

ICU intensive care unit 

HDU high dependency unit 

M&M mortality and morbidity 

MRI magnetic resonance imaging 

NSQHS National Safety and Quality Health Service 

RACS Royal Australasian College of Surgeons 

SCF surgical case form 

SLA second-line assessment 

TASM Tasmanian Audit of Surgical Mortality 

THS Tasmanian Health Service 

URTT unplanned return to theatre 
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1 Executive summary 

Key findings are based on 239 Tasmanian Audit of Surgical Mortality (TASM) cases from the period 1 
July 2022–30 June 2024. TASM data have been compared with national data from the Australian 
Capital Territory, Northern Territory, Queensland, South Australian, Victorian and Western Australian 
audits of surgical mortality. New South Wales data (Collaborating Hospitals Audit of Surgical Mortality) 
were unavailable at the census date of 20 June 2025.  

1.1 Hospital admission and operative patient profile 

In previous audit periods, 80.4% (86/107) of cases in 2022–2023 and 87.1% (115/132) of cases in 2023–
2024 were emergency admissions, while 19.6% (21/107) and 12.9% (17/132) of cases were elective 
admissions, respectively. Most admissions were to public hospitals: 90.7% (97/107) in 2022–2023 and 
87.9% (116/132) in 2023–2024. 

Tasmania showed a high rate of surgical intervention, with 82.2% (88/107) of cases in 2022–2023 and 
74.2% (98/132) of cases in 2023–2024 undergoing at least one procedure, compared to 80.7% 
(3,116/3,863) and 78.7% (2,793/3,548), respectively, in other included states/territories.  

The TASM cohort was elderly, with 62.6% (67/107) in 2022–2023 and 75.0% (99/132) in 2023–2024 
aged 70 years or older. More than three-quarters of all patients had an ASA grade of 3–4: 78.5% 
(84/107) in 2022–2023 and 80.3% (106/132) in 2023–2024. Risk of death, according to the surgeon, 
was considered moderate to considerable for 72.7% (64/88) of cases in 2022–2023 and 81.6.0% (80/98) 
in 2023–2024. 

A consultant was present in theatre for 76.3% (90/118) of TASM procedures in 2022–2023 and 
80.1% (121/151) in 2023–2024, compared with 78.1% (3,168/4,058) of national procedures in 2022–
2023 and 77.2% (2847/3690) in 2023–2024.  

1.2 Clinical management issues 

After completion of the TASM assessment process, no clinical management issue (CMI) was found for 
76.6% (82/107) of cases in 2022–2023 and 81.1% (107/132) in 2023–2024. At least one area of 
consideration (difference in opinion) was identified for 10.3% (11/107) of cases in 2022–2023 and 
7.6% (10/132) in 2023–2024. At least one area for concern (moderate criticism) was identified for 
5.6% (6/107) of cases in 2022–2023 and 6.1% (8/132) in 2023–2024, and an adverse event occurred 
for 7.5% (8/107) of cases in 2022–2023 and 6.8% (9/132) in 2023–2024.  

The most commonly reported CMIs were the decision to operate (11.9% of CMIs; 7/59) and adverse 
factors in management (11.9%; 7/59). 

When assessing the pathway of surgical care to identify potential areas of improvement, Tasmanian 
surgeons were largely on par with their interstate colleagues in 2022–2023; however, preoperative 
management/preparation in Tasmania in 2023–2024 (10.6% of CMIs; 14/132) was higher than that 
interstate (6.9%; 241/3,490). 

Feedback on identified CMIs is delivered to treating surgeons to allow considered reflection. It is 
important to note that not all CMIs are associated with the surgical team, as patient care is broad and 
complex, including preoperative, intraoperative and postoperative care delivered by multidisciplinary 
teams. TASM is unable to share feedback for individual cases directly with hospitals due to qualified 
privilege. TASM does encourage surgeons to share feedback with their colleagues and their hospital.  

1.3 Potentially preventable clinical outcomes 

As part of the evaluation process, assessors are asked to indicate not only the presence of CMIs but 
also whether any CMI was considered preventable or not. The rate of preventability for areas of concern 
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or adverse events was relatively stable, being, 9.3% of cases (10/107) in 2022–2023 and 
12.1% (16/132) in 2023–2024. TASM distributes clinical performance reports to each participating site, 
allowing them to compare their own outcomes with those of other deidentified healthcare services. 
 

1.4 Recommendations  

The key TASM recommendations in this report align with 6 of the 8 National Safety and Quality Health 
Service (NSQHS) Standards used by hospitals and health professionals to improve clinical practice and 
patient safety. The limited number of cases makes specific patient-based recommendations difficult, so 
TASM presents broader suggestions for improving data collection and streamlining processes to 
improve patient care without creating additional burdens for healthcare workers.  

• All Tasmanian hospitals should contribute to available surgical data registries. At a minimum, 
hospitals should be involved in the Australia and New Zealand Emergency Laparotomy Audit and 
the Australia and New Zealand  Hip Fracture Registry. 

• In the THS, clinical teams should be engaging with Bluegum Health Transformation Project   design 
processes to ensure future audit capability for TASM requirements. 

• Hospitals must ensure that staff in their data departments are aware of TASM inclusion criteria and 
streamline access to data to enable review of individual cases. In larger organisations, dedicated 
staff should be available to liaise with the TASM office. 

• Health services should regularly audit the data sent to TASM (e.g. compare against clinical data). 
• Surgical departments should have regular mortality and morbidity meetings (based on RACS 

guidelines1), with recommendations reported to the hospital executive. 
• The frailty scoring system should be used, where appropriate, to assist with preoperative 

preparation or to determine whether surgery may be futile. 
• Clinical pathways must be developed to avoid errors of omission and reduce length of stay. 
• Consultant surgeons should perform surgeries or be in theatre for frail and/or high-risk patients. 
•  Sepsis and antimicrobial stewardship clinical standards should be incorporated into surgical 

practise. 
• Separation summaries and medicine reconciliation paperwork should be complete, with copies 

given to patients prior to discharge to reduce unplanned admissions. 
• Reasons for delay in surgical diagnosis, unplanned readmission to a critical care unit, and instances 

of pneumonia should be audited and receive an appropriate action plan to prevent recurrence. 
• Surgical departments should review their deep vein thrombosis prophylaxis guidelines to meet best 

practice standards. 
• Data for deteriorating patients and processes for timely patient management should be reviewed 

and improvement strategies undertaken if required. 
• Data for falls admissions and delirium assessment and management should be audited, and any 

gaps addressed. 
• Hospital at night initiatives should be reviewed and addressed. 
• Data on unplanned returns to theatre should be reviewed to ascertain failure-to-rescue rates. 
•  A scoring system to stratify high-risk patients (e.g. Apache, Charlson, Frailty, Adjusted Clinical 

Groups) should be used by intensivists to determine when a patient should be admitted and 
discharged from an intensive care unit.  
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2 Introduction 

The Tasmanian Audit of Surgical Mortality (TASM) is an initiative of the Royal Australasian College of 
Surgeons (RACS) that facilitates independent peer review of in-hospital mortality where surgical care 
was involved. Through the evaluation of these cases TASM provides surgeons with timely case-based 
feedback to help ensure the highest standards of safe and comprehensive surgical care. As part of the 
Australian and New Zealand Audit of Surgical Mortality (ANZASM), TASM enjoys national support from 
the other regional surgical mortality audits in helping to maintain surgical excellence in Australian 
healthcare institutions. Likewise, the expertise of Tasmanian surgeons contributes to improving national 
outcomes.  

TASM collects clinical and case evaluation data for all instances of patient mortality that have occurred 
in hospital or within 30 days of admission where the patient was: 

• admitted by a surgeon, regardless of whether a procedure took place 
• admitted medically but underwent a procedure performed by a surgeon.  

 

TASM interrogates these data to identify areas of surgical care that require attention within the 
Tasmanian healthcare sector. The TASM evaluations focus specifically on the appropriateness of 
surgical care undertaken.  

The current report provides key findings and recommendations for the period 1 July 2022–30 June 2024, 
with 11-year data (1 July 2013–30 June 2024) included in the appendix. To benchmark outcomes of 
surgical care, comparisons are made between TASM data and national audit data (excluding New South 
Wales). In NSW the Clinical Excellence Commission runs a comparable but separate audit, known as 
the Collaborating Hospitals Audit of Surgical Mortality. Those data were unavailable for this report. The 
data contained in this report are accurate as of 20 June 2025. 

The key recommendations and TASM audit findings summarised in this report should be used by 
hospitals and surgeons in conjunction with the National Safety and Quality Health Service (NSQHS) 
Standards to identify potential areas for improvement.2  
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3 Tasmanian healthcare statistics 

 

TASM monitors and learns from surgical deaths in order to maintain surgical standards at the highest 
level so patients can receive the best surgical care possible. The following data are derived from audited 
cases 1 July 2022–30 June 2024. 

1 July 2022–30 June 2023 

 Demographic   Risk 
 Tasmania population 

   
 

 Audited mortalities 

   

   

   

 
 

 

    

   

    
 

 Key findings 

   

   
 
Notes: 1 = Australian Bureau of Statistics 2025, National, state and territory population, ABS, viewed 3 May 2024, 
<https://www.abs.gov.au/statistics/people/population/national-state-and-territory-population/sep-2023>. 2 = Birth sex reported 
by hospital, 3 = Tasmania patients aged 70 or older comprise 62.6% (67/107) of audited deaths. 4 = data not mutually exclusive. 

 Preoperative transfer 15.0% 

 

Transfer 

Admission status 

 Elective 19.6% 
 Emergency 80.4% 

    

 Male2  52.3% 
 Female2 47.7% 
 Median age 76 

M di     

 Population1 571,051 

M di  g :   

 Multiple organ failure 13.0% 
 Sepsis 10.2% 
 Palliative care 8.3% 
 Respiratory failure 5.6% 
 Aspiration pneumonia as a 

complication of care 5.6% 

 Multiple organ failure 13.0% 

Most common causes of death 

Most common comorbidities 

 Cardiovascular 21.0% 
 Age3 19.2% 
 Respiratory 12.7% 
 Neurological 7.2% 
 Other 9.3% 

    

Preoperative risk of death 

 Expected 10.2% 
 Considerable 42.0% 
 Moderate 30.7% 
 Small 15.9% 
 Minimal 1.1% 

Median age:   

Areas of improved patient care  

 Improved consultant presence in theatre Decreased delay in surgical diagnosis 

 Decreased unplanned return to theatre Decreased deaths with unplanned admission to CCU 

   
   

 Adverse event 7.5%  Area for consideration 10.3% 

 Area of concern 5.6%  No issues 76.6% 

Peer review outcomes 

Surgery continues to be safe in Tasmania  
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1 July 2023–30 June 2024 

 Demographic   Risk 
 Tasmania population 

   
 

 Audited mortalities 

   

   

   

 
 

 

    

   

    
 

 Key findings 

   

   
 
Notes: 1 = Australian Bureau of Statistics 2025, National, state and territory population, ABS, viewed 3 May 2024, 
<https://www.abs.gov.au/statistics/people/populaon/national-state-and-territory-population/sep-2023>. 2 = Birth sex reported by 
hospital, 3 = Tasmania patients aged 70 or older comprise 75.0% (99/132) of audited deaths. 4 = data not mutually exclusive.  
 

  

 Preoperative transfer 18.9% 

 

Transfer 

Admission status 

 Elective 12.9% 
 Emergency 87.1% 

    

 Male2  53.8% 
 Female2 46.2% 
 Median age 77 

M di     

 Population1 573,156 

M di  g :   

 Multiple organ failure 12.9% 
 Sepsis 6.5% 
 Aspiration pneumonia as a 

complication of care  
6.5% 

 Respiratory failure 5.8% 
 Palliative care  5.8% 

 

Most common causes of death 

Most common comorbidities 

 Cardiovascular 23.9% 
 Age3 22.2% 
 Respiratory 9.8% 
 Neurological 7.0% 
 Other 7.0% 

    

Preoperative risk of death 

 Expected 5.1% 
 Considerable 54.1% 
 Moderate 27.6% 
 Small 11.2% 
 Minimal 2.0% 

Median age:   

Areas of improved patient care  

 Decreased unplanned readmission Decreased postoperative infection 

 Decreased infection during admission Decreased deaths with postoperative complications  
   
   

 Adverse event 6.8%  Area for consideration 7.6% 

 Area of concern 6.1%  No issues 81.1% 

    

Peer review outcomes 



 

 Tasmanian Audit of Surgical Mortality Annual Report 2013—2024 | 11 
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4 Audit participation 

The TASM audit process depends upon receiving notifications of deaths from participating hospitals. 
Each hospital prepares and submits a list of deaths that have occurred where a surgeon was involved 
in the care of the patient.  

All hospitals in Tasmania that provide surgical services are required to participate in TASM. Participation 
is defined as providing notifications to TASM of deaths that satisfy the following criteria: 

• incidents of in-hospital patient mortality where the patient was admitted by a surgeon, regardless 
of whether a procedure took place 

• incidents of in-hospital patient mortality where the patient was admitted medically but underwent 
a procedure performed by a surgeon.  

During the period 1 July 2022–30 June 2024 TASM was notified of 288 cases. Of these, 20.7% (28/135) 
and 13.7% (21/153) of cases were excluded in 2022–2023 and 2023–2024, respectively, due to being 
terminal care admissions. The remaining 79.3% (107/135) of cases in 2022–2023 and 86.3% (132/153) 
in 2023–2024 satisfied TASM inclusion criteria.  

 

 

 

Figure 1: TASM audit numbers, 2013–2024 

 

  

Reported cases 

1,491 

Inclusion criteria met 

83.5% 

1,245/1,491 

Excluded – terminal care cases 

16.5% 

246/1,491 

Audited cases 

100.0% 

1,245/1,245 

Pending case submission 

0.0% 

0/1,245 

Pending assessment 

0.0% 

0/1,245 
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Figure 2 illustrates the surgical case form (SCF) return rate for surgeons in Tasmania compared to 
surgeons nationally for the 11-year period 2013–2024. The Tasmanian rate for completed SCFs for 
this period is 100.0% (1,491/1,491), which is higher than the national average of 98.2% (46,991 
/47,831). 
 

Figure 2: Return rate of SCFs to TASM compared to national data, 2013–2024 

 
 
 
Abbreviations 
SCF = surgical case form, TASM = Tasmanian Audit of Surgical Mortality 
Notes 
1,491 SCFs returned of 1,491 reported cases in Tasmania from 1 July 2013 to 30 June 2024.  
46,991 SCFs returned of 47,831 reported cases reported nationally from 1 July 2013 to 30 June 2024. 
National data from participating jurisdictions, excluding Tasmania and New South Wales. 

 

  

2013–
2014

2014–
2015

2015–
2016

2016–
2017

2017–
2018

2018–
2019

2019–
2020

2020–
2021

2021–
2022

2022–
2023

2023–
2024

TASM 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
National 97.0 98.1 98.5 97.3 98.5 99.1 99.6 98.9 98.8 98.6 96.3

94.0

95.0

96.0

97.0

98.0

99.0

100.0

101.0

Ca
se

s 
(%

)

Audit period



 

 Tasmanian Audit of Surgical Mortality Annual Report 2013—2024 | 14 

5 Patient demographics 

Demographic data for TASM cases that have completed the audit process are summarised in Table 1, 
compared with national data.  

Table 1: Characteristics of audited deaths, 2022–2024 
    TASM             National    TASM             National 

   2022–2023 2022–2023 2023–2024 2023–2024 

Audited deaths, n  107 3,863 132 3,548 

Median age in years (interquartile range) 76 (65–83) 77 (65–85) 77 (70–85) 77 (66–85) 

Operative cases, %  82.2 80.7 74.2 78.7 

Sex,1 % Male 52.3 58.2  53.8 58.1  

Female 47.7 41.8 46.2 41.9 

Admission status, % Elective 19.6 11.5 12.9 12.4 

Emergency 80.4 88.5 87.1 87.6 

ASA grade2, % ASA 1–2 9.3 4.8 6.9 5.3 

ASA 3 26.2 27.8 26.0 27.7 

ASA 4 52.3 50.2 55.0 50.6 

ASA 5–6 12.1 17.2 12.2 16.4 

Risk of death prior to surgery,3 % 
  

Expected 10.2 9.4 5.1 9.4 

Considerable 42.0 51.6 54.1 51.2 

Moderate 30.7 23.8 27.6 25.0 

Small 15.9 10.6 11.2 10.4 

Minimal 1.1 4.5 2.0 3.9 

Comorbidities,4 % Cardiovascular 21.0 20.4 23.9 20.4 

Age5 19.2 19.9 22.2 20.6 

Respiratory 12.7 11.7 9.8 11.5 

Neurological 7.2 8.5 7.0 8.9 

Other  9.3 7.2 7.0 7.2 

Advanced malignancy 5.2 7.3 5.3 7.5 

Diabetes 8.2 7.5 8.1 7.7 

Renal 8.2 10.3 9.3 9.8 

Obesity 6.2 3.9 4.2 3.7 

Hepatic 2.7 3.2 3.1 2.7 
Number of procedures, % 3 or more 5.6 5.3 11.4 5.2 

 2 15.9 8.7 12.1 9.7 

 1 60.7 66.7 50.8 63.8 

 0 17.8 19.3 25.8 21.3 

 

Notes: 1 = birth sex reported by hospital, 2 = American Society of Anesthesiologists (ASA) physical status classification system,3 3 = as 
determined by treating surgeon, 4 = Coexisting medical conditions or disease processes additional to the primary diagnosis; 5 = Tasmanian 
patients aged 70 or over comprised 62.6% (67/107) and 75.0% (99/132) of audited deaths in 2022–2023 and 2023–2024, respectively. 
Unavailable data were excluded from analysis. Each audited case can have more than one operation. National data are from other 
participating jurisdictions, excluding Tasmania and New South Wales.  
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6 Cause of death 

The stated cause of death is that reported by the treating surgeon (as distinct from a coronial 
determination). Multiple causes of death may be nominated. During the two audit periods, 108 causes 
of death were identified from 107 cases in 2022–2023 and 139 from 132 cases in 2023–2024. The 5 
most frequently listed causes of death accounted for 41.7% (45/108) of the total reported causes of 
death in 2022–2023 and 37.4% (52/139) in 2023–2024 (Figure 3).  

Figure 3: Most common causes of death, 2022–2023 and 2023–2024 
 
 

 
Notes: n = 108 causes of death associated with 107 Tasmanian patients from 1 July 2022 to 30 June 2023. 
 

 
 
Notes: n = 139 causes of death associated with 132 Tasmanian patients from 1 July 2023 to 30 June 2024. 
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When the probable cause of death cannot be determined or an accidental death occurs in a healthcare 
facility the case may be referred to the coroner.4 Coronial investigations and TASM peer-review 
assessments serve different purposes. One of the coroner’s duties is to define the cause of death, while 
TASM evaluates the overall surgical care of a patient who has died. Both data sources add value to 
quality assurance activities to improve surgical care and they should be considered as complementary 
assessment tools.  
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7 Clinical risk management 

7.1 Establishing the surgical diagnosis 

Determining a surgical diagnosis effectively fundamentally influences the surgical care a patient will 
receive. Any patient presenting to hospital may be diagnosed with multiple complex and concurrent 
surgical and medical issues. During the two audit periods, 110 surgical diagnoses described 107 
patients in 2022–2023 and 138 surgical diagnoses described 132 patients in 2023–2024. Fractured 
neck of femur was the most common diagnosis in 2021–2022 (5.5%; 6/110) and 2023–2024 (9.4%; 
13/138), followed by subarachnoid haemorrhage in 2022–2023 (3.6%; 4/110) and acute pancreatitis in 
2023–2024 (5.1%; 7/138) (Figure 4). 

Figure 4: Top 5 TASM surgical diagnoses, 2022–2023 and 2023–2024 

 

Note: n=110 surgical diagnoses assigned to 107 patients (1 July 2022–30 June 2023) 
 

 
 
Note: n=138 surgical diagnoses assigned to 132 patients (1 July 2023–30 June 2024) 
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Over the two audit periods, 16.3% (15/92) of cases in 2022–2023 had malignancy identified as a 
comorbidity and 15.6% (19/122) in 2023–2024.  

7.2 Delay in surgical diagnosis 

Determining the surgical diagnosis in a timely manner is critical in maximising the opportunity to achieve 
the best possible outcome.5-7 Treating surgeons are asked to report when a delay has occurred in 
establishing a surgical diagnosis and, if possible, why the delay occurred.  

Over the two audit periods, a delay in determining the surgical diagnosis was reported in 2.8% (3/107) 
of cases in 2022–2023 and 6.1% (8/132) in 2023–2024 (Figure A.1).  

Delays are not always attributable to the surgical team (e.g. late referral to a specialist or a patient 
arriving late).  

7.3 Hospital transfer  

Transfers of patients between treating institutions may be required in order to optimise surgical care 
(e.g. transfer from remote/rural to metropolitan health services or transfer to access specialty centres). 
However, challenges can arise when transfers occur, such as delays, inappropriate transfer or 
inadequate care. In 2022–2023, 16 patients were preoperatively transferred between hospitals, and 25 
patients in 2023–2024. Delays to transfer were reported in 6.7% (1/15) of TASM cases in 2022–2023, 
slightly lower than the national average of 11.5% (111/963). Transfer delays were reported in 
16.0% (4/25) of TASM cases in 2023–2024, slightly higher than the national average of 
10.2% (83/816) (Figure A.2).  

7.4 Deep vein thrombosis prophylaxis 

During the two audit periods, deep vein thrombosis (DVT) prophylaxis was used in 77.6% (83/107) of 
cases in 2022–2023 and 78.0% (103/132) of cases in 2023–2024 (Figure A.3), with heparin (38.8% 
[69/178] 2022–2023; 41.9% [90/215] 2023–2024) the most common strategy employed. Following 
peer review, assessors approved of the use or non-use of DVT prophylaxis for 63.6% (68/107) of 
cases in 2022–2023 and 61.4% (81/132) in 2023–2024. They disapproved of DVT management in 
1.9% (2/107) of cases in 2022–2023 and 0.8% (1/132) in 2023–2024 (Figure A.4). 

There were 2 cases in 2022–2023 (1.9%; 2/107) and 2 in 2023–2024 (1.5%; 2/132) where the cause of 
death was attributed to pulmonary embolism. Appropriate use of DVT prophylaxis is outlined in the 
clinical practice guideline for the prevention of venous thromboembolism in patients admitted to 
Australian hospitals.8 The choice of prophylaxis strategy is subject to the judgement of clinicians caring 
for individual patients. 

7.5 Admission to critical care unit 

Examining the use of critical care unit (CCU) facilities over time shows decreased usage for TASM 
patients from 70.1% (75/107) in 2022–2023 to 62.1% (82/132) in 2023–2024. The national trend for 
usage of CCU facilities remains more stable (Figure A.5).  

Where CCU facilities were not used during patient care, surgeons and assessors were asked to reflect 
on whether this was appropriate. Surgeons stated that CCU facilities would have  benefited 3.1% (1/32) 
of patients in 2022–2023 and 2.0% (1/50) in 2023–2024. Assessors suggested CCU facilities would 
have benefited 17.2% (5/29) of patients in 2022–2023 and 0.0% (0/48) 2023–2024.  

During the course of hospital admission, patients may experience an unplanned admission to CCU, 
whether it be due to an emergency presentation where the patient is in acute distress or potentially 
indicative of underlying issues in patient management. The proportion of TASM patients with an 
unplanned admission to CCU fluctuated over the 11-year period 1 July 2013–30 June 2024, while the 
national trend remained more stable (Figure A.6). 
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7.6 Unplanned readmission to hospital 

The rate of unplanned readmission to hospital continues to remain relatively low. Unplanned 
readmissions to hospital for the 2022–2023 and 2023–2024 periods were 3.7% (4/107) and 0.8% (1/132) 
of TASM cases, respectively, down from a peak of 6.4% (6/94) in 2016–2017 (Figure A.7).  

7.7 Clinically significant infection 

During the 11-year period 1 July 2013–30 June 2024, the proportion of TASM cases reporting the 
presence of a clinically significant infection decreased from 37.3% (44/118) in 2013–2014 to 31.8% 
(34/107) in 2022–2023 and 28.8% (38/132) in 2023–2024 (Figure A.8). 

As summarised in Table 2, most clinically significant infections in TASM patients were acquired 
postoperatively, consistent with that observed in other states/territories.  

Table 2: Deaths with clinically significant infection acquired during admission, 2012–2023 
 

Infection  TASM  
2013–2024 

National  
2013–2024 

TASM  
2022–2023 

National  
2022–2023 

TASM  
2023–2024 

National  
2023–2024 

Acquired postoperatively (n) 67.2%  
(154/229) 

66.3% 
(4539/6,845) 

45.5 
 (10/22) 

64.2% 
(430/670) 

75.0% 
(15/20) 

62.8% 
(367/584) 

Acquired preoperatively (n) 15.7% 
(36/229) 

17.3% 
(1182/6,845) 

13.6% 
(3/22) 

18.4% 
(123/670) 

10.0% 
(2/20) 

19.2% 
(112/584) 

Other invasive site (n) 9.2%  
(21/229) 

8.8% 
(605/6,845) 

27.3% 
(6/22) 

10.4% 
(70/670) 

15.0% 
(3/20) 

11.6% 
(68/584) 

Surgical site (n) 7.9% 
(18/229) 

7.6% 
(519/6,845) 

13.6% 
(3/22) 

7.0% 
(47/670) 

0.0% 
(0/20) 

6.3% 
(37/584) 

Notes: 18.4% (229/1,245) of TASM cases and 17.9% (7,026/39,048) of national cases acquired a clinically significant infection during 
admission (1 July 2013–30 June 2024). Data unavailable n=201. National defined as other participating jurisdictions, excluding Tasmania 
and New South Wales.  

 

During the audit periods 2022–2023 and 2023–2024, pneumonia accounted for 32.4% (11/34) and 
34.2% (13/38) of all infections, respectively, followed in frequency by intra-abdominal sepsis and general 
sepsis. The rate in Tasmania was lower than that observed for other states/territories, where pneumonia 
comprised 41.5% (527/1,270) of infections in 2022–2023 and 40.4% (470/1,164) in 2023–2024. 
However, in 2022–2023 Tasmania had a higher intra-abdominal sepsis rate than that of other 
states/territories, at 26.5% (9/34) compared to 17.6% (223/1,270) of national cases. The rate in 2023–
2024 was 15.8% (6/38) in Tasmania and 18.0% (210/1,164) nationally.  

Surgical-site infections for TASM cases increased over the 11-year period 1 July 2012–30 June 2023, 
from 4.3% (1/23) of cases in 2012–2013 to 13.6% (3/22) in 2022–2023. This is similar to national 

Vignette: postoperative bleeding unrecognised in ICU 
A patient aged late-60s underwent an elective open repair of an abdominal aortic aneurysm. There 
were no reported intraoperative problems and the patient was well in ICU until the second 
postoperative day. At this point, hypotension unresponsive to inotropes or fluids plus decreased 
haemoglobin on arterial blood gases was recorded; however, the surgical team was not informed 
for nearly 3 hours. The operating surgeon arranged for an immediate return to theatre, but the 
patient suffered a cardiac arrest before arriving. Despite open cardiac massage, the patient could 
not be saved. A postmortem showed haemoperitoneum and a defect where the proximal graft joined 
a calcified aorta.  

Both the reporting surgeon and the assessor were concerned that ICU staff failed to recognise 
significant bleeding in a postoperative vascular patient. 
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jurisdictions, which experienced rising infection rates of 5.7% (28/489) to 6.3% (36/574) across the same 
period. Strategies for reducing surgical-site infections have been implemented overseas and in 
Australia, and guidelines should be followed.9, 10 

7.8 Trauma 

TASM collects data on cases that arise due to trauma—falls, traffic incidents or violence. During the 
2022–2023 and 2023–2024 periods 25.2% (27/107) and 28.2% (37/131) of cases, respectively, were 
reportedly due to trauma. Of these, 77.8% (21/27) of cases in 2022–2023 and 86.5% (32/37) of cases 
in 2023–2024 were attributed to falls. Of the trauma incidents reported to TASM, 22.2% (6/27) of patients 
in 2022–2023 and 35.1% (13/37) of patients in 2023–2024 were diagnosed with a fractured femur. The 
types of trauma reported to TASM are summarised in Figure 5, including classification of where falls 
occur. TASM classifies a fall in hospital as an adverse event if it relates to the death of a surgical patient.  

Future trend analysis of falls will help inform strategies for improvement in this aspect of patient care, 
especially within care facilities or hospitals.11 TASM covers such trends in its educational programs. For 
example, a reduction in postoperative falls was observed among patients who participated in a 
preoperative education program.12 Reviewing falls in trauma and orthopaedic cases can be a powerful 
tool for institutions to review and update current procedures to minimise risk and address issues.13 

According to NSQHS Standard 5, falls in hospital causing significant injuries should be preventable. 
Appropriate protocols including individualised assessment are required to reduce the risk of falls.14 
During the 2021–2022 period, one TASM case reported a fall in hospital resulting in serious injury. 
Hospitals are encouraged to review their procedures regarding falls prevention. 

 

Figure 5: TASM deaths by cause of trauma, 2022–2024 

 
Notes: * roads and public venues  
n=27 trauma cases in 107 Tasmanian audited deaths (1 July 2022–30 June 2023) and 37 cases in 131 audited deaths (1 July 2023–30 
June 2024). Data unavailable: n=1. 
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8 Profile of operative procedures 

During 2022–2023 and 2023–2024, 82.2% (88/107) and 74.2% (98/132) of patients, respectively, had 
at least one operative procedure, with consultants present in theatre for 76.3% (90/118) of operations 
in 2022–2023 and 80.1% (121/151) of operations in 2022–2023. Tasmanian consultant surgeons were 
present in theatre at a higher rate than their national counterparts until 2019–2020 (Figure A.9), with 
greater consultant presence in theatre at both private and public hospitals. 

8.1 Postoperative complications 

The development of complications after surgery is multifactorial in nature. Patient factors—such as the 
comorbidity profile, the nature of the presenting complaint and the complexity of the required surgical 
intervention—can interact with patient management factors to influence the risk of complications. During 
the 2022–2023 and 2023–2024 audit periods, postoperative complications were reported in 
44.3% (39/88) and 34.7% (34/98) of TASM operative cases, respectively, compared with 
22.6% (703/3,109) and 23.2% (647/2,789) of cases in other states/territories. The rate of reported 
postoperative complications has steadily decreased over time (Figure A.10). 

Rapid identification of postoperative complications is critical. There has been significant variation in 
delays in identifying the occurrence of postoperative complications during the overall 2013–2024 period, 
with 10.3% (39/380) of cases reporting a delay in identifying postoperative complications (5.1% [2/39] 
in 2022–2023; 8.8% [3/34] in 2023–2024).  

 

8.2 Unplanned return to theatre 

Complications following surgery requiring an unplanned return to theatre (URTT) can be unavoidable. It 
can reflect good surgical practice when such issues are identified in a timely manner. However, a high 
rate of URTT for an individual surgeon or institution may warrant further investigation. During the 2022–
2023 and 2023–2024 periods, URTTs were reported for 17.0% (15/88) and 20.4% (20/98) of TASM 
cases, respectively, considerably higher than the corresponding national figures (12.0% [373/3,115] in 
2022–2023; 13.7% [382/2,793] in 2023–2024) (  

Vignette: choice of operation/technical issues 
A middle-aged patient with diabetes and obstructive sleep apnoea underwent a laparoscopic partial 
nephrectomy for a poorly functioning lower pole moiety. There was a postoperative urine leak, so a 
laparoscopic (converted to open) nephrectomy was performed 2 months later. During this operation, 
damage occurred to the renal artery with blood loss of 6 litres. In ICU after the operation, rising lactate 
was noted plus deteriorating liver function. A laparotomy a few days later showed superior mesenteric 
artery occlusion from a laparoscopic Hemlock-o-Lok, clip with ischaemic bowel and possible liver 
damage considered incompatible with life. The patient died the following day in ICU. 
The assessor believed it would have been safer to offer this comorbid patient a nephrectomy instead of 
the more rarely performed and technically difficult partial nephrectomy. A different choice of operation 
could have avoided the subsequent iatrogenic complications. 
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Figure A.11). For cases with a reported postoperative complication, a URTT was reported for 33.3% 
(13/39) of cases in 2022–2023 and 41.2% (14/34) of cases in 2023–2024, compared with 
35.0% (246/703) and 36.0% (233/647) of national cases, respectively. Hospitals are encouraged to 
review their URTT data to ascertain their failure-to-rescue rate. 
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9 Peer-review process 

During the overall 2013–2024 period, 11.2% (140/1,245) of cases were required to undergo second-line 
assessment (SLA) as part of their evaluation. SLA may be requested when questions arise during first-
line assessment that may be answered only via medical note review. SLAs typically reflect more 
complex cases. The annual proportions of TASM and national cases that have undergone SLA are 
summarised in Figure 6. 

Figure 6: Audited deaths that underwent SLA, 2013–2024 

 
Notes: During 1 July 2013–30 June 2024, 11.2% (140/1,245) of TASM cases were referred for SLA peer review and 12.9% (5,062/39,392) 
of national cases (defined as other participating jurisdictions, excluding Tasmania and New South Wales).  
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10 Clinical management issues 

Clinical management issues (CMIs) were identified in 23.4% (25/107) of cases in 2022–2023 and 
18.9% (25/132) of cases in 2023–2024, compared with 18.5% (714/3,863) and 18.6% (659/3,548) of 
national cases, respectively. The types of CMIs and their potential preventability are summarised in 
Table A.2. 
 
Minor issues (areas of consideration) were most common, being reported in 10.3% (11/107) of cases in 
2022–2023 and 7.6% (10/132) of cases in 2023–2024, compared with 12.6% (486/3,863) and 
11.7% (416/3,548) of national cases, respectively.  
 
Moderate issues (areas of concern) were reported at a higher rate for TASM cases (5.6% [6/107] in 
2022–2023; 6.1% [8/132] in 2023–2024) compared with national cases (4.7% [183/3,863] in 2022–
2023; 4.9% [173/3,548] in 2023–2024).  
 
Adverse events were reported for 7.5% (8/107) of TASM cases in 2022–2023 and 6.8% (9/132) in 2023–
2024, compared with 3.8% (145/3,863) and 4.2% (150/3,548) of national cases, respectively.  
 

 

When reviewing assessor-identified CMIs in Tasmania during the period 2022–2024, the most common 
issue reported was the decision to operate (11.9% of CMIs; 7/59), followed by adverse factors in 
management (11.9% of CMIs; 7/59). Potentially futile surgery remains a prominent clinical issue and is 
a particular risk for complex patients presenting with multiple comorbidities. Alternative, less extensive, 
interventions or conservative management should be considered if it may help reduce the rate of 
postoperative complications.15 Preferring an alternative operation and delays to initiating surgery (8.5% 
of CMIs; 5/59) in both instances, were other commonly reported issues. 

Cases can be categorised into pre- peri- or postoperative problems. In some cases, multiple 
compounding issues can contribute to a patient’s death (Table A.3). 

 

  

Vignette: communication failure with dire consequences 
A frail, elderly patient was an emergency admission with acute cholecystitis. A transperitoneal 
pigtail drain percutaneous cholecystostomy was inserted by the interventional radiology team. A 
slow but steady recovery followed.  
After 6 weeks, the tube was capped off and the patient sent to a rehabilitation ward. The surgical 
team approved the drain removal and planned for a registrar to perform this; however, 
communication with the nursing staff failed and a nurse tried to extract the tube, not realising that 
a suture needed to be cut. This resulted in trauma and pain to the patient. The patient developed 
a fever and was returned to the acute hospital. CT and ultrasound both suggested a bile leak, but 
goals of care had been confirmed and it was agreed that no operation should be performed. The 
patient developed acute renal failure and died 2 days later.  
Both the reporting surgeon and the assessor were concerned by the breakdown in 
communication. They cited this as an obvious example of a failure in non-technical skills. 
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10.1 Pathway of surgical care 

Assessors are asked to grade the pathway of surgical care for a patient, nominating whether any aspects 
of care could have been improved. Table 3  shows the proportions of audited cases where assessors 
indicated that improvement in care was possible.  

TASM and national data were mostly similar in 2022–2023; however, most categories for TASM were 
higher than the national data in 2023–2024, except for grade/experience of surgeon performing the 
operation. Optimal clinical pathways reduce patient length of stay by up to 28%.16  

Table 3: Assessor-identified areas for surgical care improvement, 2022–2024 
 

Area for improvement 
TASM 

2022–2023  
(%) 

National  
2022–2023  

(%) 

TASM 
2023–2024  

(%) 

National  
2023–2024  

(%) 

Preoperative management/preparation 5.6 6.4 10.6 6.9 
Decision to operate 5.6 6.1 9.8 5.4 
Choice of operation 0.0 3.1 4.5 2.9 
Timing of operation (too late, too soon, wrong time of day) 4.7 5.3 6.1 4.5 
Intraoperative/technical management of surgery 3.7 2.6 6.1 2.9 
Grade/experience of surgeon deciding 0.9 0.6 1.5 0.7 
Grade/experience of surgeon operating 1.9 1.0 0.8 1.2 
Postoperative care 2.8 3.1 9.1 3.6 
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10.2 TASM and national trends in areas of clinical management 

TASM collects data on key aspects of patient care that align with the NSQHS Standards. Comparisons 
between TASM and national data to evaluate performance against these metrics is summarised in  
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Table A.4. During 2023–2024, the rate of unplanned admission to an intensive care unit (ICU) was 
higher for TASM cases (22.7%; 30/132) than for national cases (17.6%; 625/3,546), whereas the rate 
of fluid balance issues was lower for TASM cases (2.3%; 3/132) than for national cases (6.2%; 
217/3,493). During the same period, the proportion of cases where assessors indicated that the DVT 
prophylaxis strategy employed was inappropriate, was lower for TASM cases (0.8%; 1/132) than for 
national cases (1.5%; 52/3,494). 

The use of ICU or high dependency units was significantly higher for TASM cases (62.1%; 82/132) than 
for national cases (56.9%; 2,018/3,547) in 2023–2024. 
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11 Conclusion 

TASM continues to provide a stable and valuable mechanism for improving surgical care in Tasmania. 
Independent, case-based review of surgery-related deaths remains central to the program’s role, 
supporting reflective practice and identifying issues of clinical management that may not be 
recognised through self-assessment alone. TASM’s longitudinal data also inform targeted educational 
activities and contribute to national surgical quality resources. 
  
Findings from the 2022–2024 reporting period are consistent with previous years. Patient 
characteristics remain comparable to national patterns and the presence of consultants in theatres 
remains high. Nevertheless, persistent clinical management issues related to the decision to operate 
highlights an ongoing concern regarding potentially futile surgery. This deserves continued monitoring 
and professional dialogue. 
  
TASM remains committed to strengthening surgical safety and quality through independent peer 
review, rigorous analysis and sustained educational engagement. The stability of the current findings 
reinforces the ongoing relevance of the audit and the importance of maintaining vigilance in areas 
where emerging trends may warrant further attention. 
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13 Appendix 

Figure A.1: Deaths with delay in surgical diagnosis, 2013–2024 

 
Notes: 6.2% (77/1,245) of TASM cases (1 July 2013–30 June 2024) had delays in surgical diagnosis (data unavailable: n=0). 5.7% 
(2,240/39,223) of national cases (1 July 2013–30 June 2024) had delays in surgical diagnosis (data unavailable: n=169). National defined 
as other participating jurisdictions, excluding Tasmania and New South Wales.  

 

Figure A.2: Deaths with delay in hospital transfer, 2013–2024 
 

 
Notes: 10.2% (19/187) of TASM cases with preoperative transfer (1 July 2013–30 June 2024) reported delays in transfer (data unavailable: 
n=2). 10.8% (1,013/9,366) of national cases with preoperative transfer (1 July 2013–30 June 2024) reported delays in transfer (data 
unavailable: n=447). National defined as other participating jurisdictions, excluding Tasmania and New South Wales.  
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Figure A.3: Deaths with use of DVT prophylaxis, 2013–2024 
 

 
Notes: 77.8% (969/1,245) of TASM cases (1 July 2013–30 June 2024) had DVT prophylaxis (data unavailable: n=0). 81.2% 
(31,616/38,952) of national cases (1 July 2013–30 June 2024) had DVT prophylaxis (data unavailable: n=440). National defined as other 
participating jurisdictions, excluding Tasmania and New South Wales.  

 

Figure A.4: Assessor finding of inappropriate choice of DVT prophylaxis, 2013–2024 

 
Notes: 1.7% (21/1,245) of TASM cases (1 July 2013–30 June 2024) were considered to have an inappropriate choice of prophylaxis (data 
unavailable: n=0). 1.7% (656/38,203) of national cases (1 July 2013–30 June 2024) were considered to have an inappropriate choice of 
prophylaxis (data unavailable: n=1,176). National defined as other participating jurisdictions, excluding Tasmania and New South Wales.  
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Figure A.5: Deaths with use of critical care support, 2013–2024 

 
Notes: 63.8% (794/1,245) of TASM cases (1 July 2013–30 June 2024) received critical care support (data unavailable: n=0). 61.5% 
(24,152/39,297) of national cases (1 July 2013–30 June 2024) received critical care support (data unavailable: n=95). National defined as 
other participating jurisdictions, excluding Tasmania and New South Wales.  

Figure A.6: Deaths with unplanned admission to CCU, 2013–2024 

 
Notes: 18.6% (232/1,245) of TASM cases (1 July 2013–30 June 2024) had an unplanned CCU admission (data unavailable: n=0). 18.0% 
(7,015/38,977) of national cases (1 July 2013–30 June 2024) had an unplanned CCU admission (data unavailable: n=415). National defined 
as other participating jurisdictions, excluding Tasmania and New South Wales.  
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Figure A.7: Deaths with unplanned readmission, 2013–2024 

 
Notes: 2.8% (35/1,243) of TASM cases (1 July 2013–30 June 2024) had an unplanned readmission (data unavailable: n=2). 3.7% 
(1,429/38,915) of national cases (1 July 2013–30 June 2024) had an unplanned readmission (data unavailable: n=477). National defined 
as other participating jurisdictions, excluding Tasmania and New South Wales.  

 

Figure A.8: Deaths with clinically significant infection, 2013–2024 

 
Notes: 31.9% (397/1,245) of TASM cases (1 July 2013–30 June 2024) had a clinically significant infection (data unavailable: n = 0). 33.3% 
(12,998/39,048) of national cases (1 July 2013–30 June 2024) had a clinically significant infection (data unavailable: n = 344). National 
defined as other participating jurisdictions, excluding Tasmania and New South Wales. 
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Figure A.9: Operative deaths with consultant surgeon present in theatre, 2013–2024 

 

Notes: 77.4% (1,037/1,340) of operative episodes for TASM cases (1 July 2013–30 June 2024) had a consultant present in theatre (data 
unavailable: n = 0). 76.8% (33,802/44,001) of operative episodes for national cases (1 July 2013–30 June 2024) had a consultant present 
in theatre (data unavailable: n = 0). National defined as other participating jurisdictions, excluding Tasmania and New South Wales.  
 

Figure A.10: Deaths with postoperative complications, 2013–2024 

 
Notes: 40.0% (380/951) of TASM cases (1 July 2013–30 June 2024) had postoperative complications (data unavailable: n = 0). 29.0% 
(9,220/31,809) of national cases (1 July 2013–30 June 2024) had postoperative complications (data unavailable: n = 236). National defined 
as other participating jurisdictions, excluding Tasmania and New South Wales. 
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Figure A.11: Deaths with unplanned return to theatre, 2013–2024 

 
Notes: 17.8% (169/951) of TASM cases (1 July 2013–30 June 2024) had an unplanned return to theatre (data unavailable: n = 0). 14.9% 
(4,749/31,921) of national cases (1 July 2013–30 June 2024) had an unplanned return to theatre (data unavailable: n = 124). National 
defined as other participating jurisdictions, excluding Tasmania and New South Wales. 
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Table A.1: Consultant surgeon present in theatre by hospital status, 2018–2024 
 Private%1 (n) Public %1 (n) 

Audit period  TASM National TASM National 

2018–2019 100.0 (8/8) 92.3 (770/834) 82.4 (84/102) 73.9 (2,441/3,303) 

2019–2020 100.0 (10/10) 94.5 (753/797)  69.7 (62/89) 74.3 (2,318/3,119) 

2020–2021 100.0 (11/11) 5.0 (722/760) 74.4 (90/121) 74.5 (2,341/3,143) 

2021–2022 100.0 (12/12) 95.1 (654/688)  70.3 (52/74) 76.0 (2,385/3,140) 

2022–2023 100.0 (10/10) 95.9 (649/677)  73.8 (79/107) 74.3 (2,477/3,336) 

2023–2024 100.0 (16/16) 95.6 (629/658) 77.1 (101/131) 73.0 (2,189/3,000) 

Total 100.0 (67/67) 94.6 (4,177/4,414) 75.0 (468/624) 74.3 (14,151/19,041) 

Notes: 1 = Proportion of cases where at least one operation took place.  
National defined as other participating jurisdictions, excluding Tasmania and New South Wales. 
 

Table A.2: TASM clinical management issues, 2013–2024 
Audit period 

 
No issue 
identified 

% (n) 

Area of 
consideration 

% (n) 

Area of 
concern 

% (n) 

Adverse event 
% (n) 

Preventable 
issue % (n) 

Preventable 
adverse 
event or 

concern % 
(n) 

Preventable 
adverse 
event or 
concern 

that 
contributed 
to death % 

(n) 

2013–2014 78.8 
(93/118) 

15.3 
(18/118) 

4.2 
(5/118) 

4.2 
(5/118) 

11.0 
(13/118) 

5.1 
(6/118) 

1.7 
(2/118) 

2014–2015 73.7 
(98/133) 

15.0 
(20/133) 

9.0 
(12/133) 

6.8 
(9/133) 

18.0 
(24/133) 

11.3 
(15/133) 

3.0 
(4/133) 

2015–2016 75.0 
(105/140) 

15.7 
(22/140) 

10.0 
(14/140) 

5.0 
(7/140) 

18.6 
(26/140) 

10.7 
(15/140) 

2.9 
(4/140) 

2016–2017 74.5 
(70/94) 

16.0 
(15/94) 

7.4 
(7/94) 

4.3 
(4/94) 

16.0 
(15/94) 

8.5 
(8/94) 

2.1 
(2/94) 

2017–2018 76.9 
(83/108) 

13.9 
(15/108) 

7.4 
(8/108) 

5.6 
(6/108) 

16.7 
(18/108) 

9.3 
(10/108) 

2.8 
(3/108) 

2018–2019 68.6 
(70/102) 

18.6 
(19/102) 

9.8 
(10/102) 

11.8 
(12/102) 

22.5 
(23/102) 

16.7 
(17/102) 

5.9 
(6/102) 

2019–2020 78.9 
(75/95) 

11.6 
(11/95) 

8.4 
(8/95) 

4.2 
(4/95) 

16.8 
(16/95) 

10.5 
(10/95) 

1.1 
(1/95) 

2020–2021 74.4 
(87/117) 

12.0 
(14/117) 

10.3 
(12/117) 

4.3 
(5/117) 

18.8 
(22/117) 

13.7 
(16/117) 

3.4 
(4/117) 

2021-2022 71.7  
(71/99) 

18.2 
(18/99) 

10.1 
(10/99) 

3.0 
(3/99) 

20.2 
(20/99) 

13.1 
(13/99) 

4.0 
(4/99) 

2022-2023 76.6 
(82/107) 

10.3 
(11/107) 

5.6 
(6/107) 

7.5 
(8/107) 

15.0 
(16/107) 

9.3 
(10/107) 

2.8 
(3/107) 

2023-2024 81.1 
(107/132) 

7.6 
(10/132) 

6.1 
(8/132) 

6.8 
(9/132) 

15.2 
(20/132) 

12.1 
(16/132) 

6.1 
(8/132) 



 

 Tasmanian Audit of Surgical Mortality Annual Report 2013—2024 | 39 

 

Table A.3: Assessor-identified preventable CMIs contributing to TASM deaths, 2022–2024 
Clinical Management Issue Assessor-identified incident  

Adverse factors in management (7)  

 The provision of anti-platelet therapy without appropriate imaging needs to 
be reviewed by the Acute Stroke Service 

 Lack of continuity of care at a consultant level. 

 Apparent  disagreement between teams concerning  management 

 Occlusion of hepatic artery 

 ICU management  

 Insufficient consultant involvement in care  

 Lack of Perioperative discussion about ceiling of care for elderly patient 

Decision to operate (7)  

 Decision to operate 
 

 Decision to operate 
 

 Decision to operate 
 

 Questionable decision to operate/futile surgery  

 Decision to operate and type of operation  

 Questionable decision to operate/futile surgery  

 Decision to operate 
 

Delay to surgery (5) (i.e. earlier operation desirable)  

 Delay in jaundice control and addressing sepsis  

 Delay dealing with Intramural haematoma. 

 Delay in surgery for generalised peritonitis. 

 
Delayed open cholecystectomy leads to untreated sepsis cholecystectomy 
2 weeks into their admission. There is a potential that untreated sepsis has 
contributed to the patient's death due to delay in treatment. 

 10-day delay in surgical fixation of burst fracture in 55-year-old 
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Table A.4: Areas of clinical management associated with audited deaths, 2022–2024 
 

Variable 
TASM 

2022–2023  
(%) 

National  
2022–2023  

(%) 

TASM 
2023–2024  

(%) 

National  
2023–2024  

(%) 

Death with delay in surgical diagnosis 2.8 4.5 6.1 4.9 

Death with delay in transfer 6.7 11.5 16.0 10.2 

Death with use of ICU or HDU 70.1 57.5 62.1 56.9 

Death with unplanned admission to ICU 16.8 16.7 22.7 17.6 

Death with unplanned readmission 3.7 4.0 0.8 4.3 

Death with a clinically significant infection 31.8 32.9 28.8 32.8 

Operation with the consultant surgeon present in theatre 76.3 78.1 80.1 77.2 

Operative death with unplanned return to theatre 17.0 12.0 20.4 13.7 

Inappropriate DVT prophylaxis treatment (assessor 
identified) 1.9 2.0 0.8 1.5 

Death with fluid balance issues (assessor identified) 4.7 7.3 2.3 6.2 

 
Notes: National defined as other participating jurisdictions, excluding Tasmania and New South Wales. 
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