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Jurisdiction over Private Hospitals

Private Health Facilities Regulation 2017 — Section 18
Private Health Facilities Act 2007 — Section 45(d)
Disclosure of information (acquired by members of an RCA team)

A person who is or was a member of a root cause analysis team may make a record of or divulge or
communicate, to any of the following committees in connection with any research or investigation the
committee is authorised to conduct under section 23 (1) of the Health Administration Act 1982:

(a) the Special Committee Investigating Deaths Under Anaesthesia (SCIDUA)
(b) the Collaborating Hospitals’ Audit of Surgical Mortality Committee (CHASM)

A person who is or was a member of a root cause analysis team must not make a record of, or divulge or communicate to any
person, any information acquired by the person as such a member, except: (d) in accordance with the regulations.
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Constituted criteria for CHASM

Health Administration Act 1982 — Section 20(4)

The CHASM Committee is to review deaths that occur:
« within 30 days after an operation or

» during the last hospital admission under the care of a surgeon, irrespective of whether an operation has
been performed or not

The Committee’s function is to review deaths associated with surgical care, identifying potentially
preventable factors associated with these cases, and to provide confidential feedback to the surgeons
involved in the case. Further, it is to contribute surgical expertise to the review of clinical incidents involving
surgical care and make recommendations for system improvement.
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CHASM Terms of Reference

Reporting and Feedback for effective, timely care

To provide information on, or relevant to, the outcome of reviews:
 Through feedback to individual surgeons involved in the care of the deceased patient
 Through provision of reports of de-identified aggregate data
o To Public Health Organisations and Private Health Facilities to assist in improving effective and timely care

o To the Royal Australasian College of Surgeons for the purpose of maintenance of standards (including
benchmarking) and education

Collaborative Opportunities

As a Statutory Health Corporation, the Clinical Excellence Commission is considered a Public Health Organisation. This
means the sharing of CHASM specially privileged information as de-identified aggregated data is permitted for the purpose
of improving patient safety and timely patient care.

However, the utmost care is taken to ensure the preservation of anonymity of the specially privileged information collected
as part of the CHASM Program. As such, it may be necessary to obtain approval from the Secretary, NSW Health or the
Minister for Health before dissemination or publication.
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Questions that influence care

CHASM Surgical Case Form (SCF)

Question 8a and 8b identify aspects of communication, access and decision making that may influence outcomes.

Was this patient treated in a critical care unit Yec toQ8b) No confinug]
(ICU or HOW) during this admission? El (o ) |:| ¢ !

Should this patient have been provided crifical care in:
Intensive Care Unit(ICU)?  Yes[ | (contnue) N[ | (zoto Qg)
High Dependency Unit (HOU)?  Yes[ | (continuz) No[ | (aoto Q9)

Why did this patient not receive critical care? (fick all that apply and then go to Q3)
No ICU/ HDU bed available | Active decision not to refer to critical care unit ||
Admission refused by critical care staff [ | Not applicabls [ |
Mo critical care unitin the hosgital I:I

Wae the curgical team saticfied with the critical care unit Yes oQg) No epeciy reasons below
management of thic patient? D g ) l:l (epeciy )

Specify..

Question 16 centres on post-operative complications and feeds into the collection of data at a national level
It also highlights the issue of whether there was a delay in recognising a Hospital Acquired Complication/s.

E Was thers a definable post-operative complication? Yes | Mo | If M@, go to Q17

Surgical complications relating to present admizsion (please fick all that apply)

Anastomtic leak || s Ossophagesl [ | Pancreastbiiay [ | C =]
]

Gastric Small Bowel

Procedure related sepeiz Tiseue iechaemia |
Significant post-op bieeding Vascular graft occlusion
Endicscopic perforation L Other (specify) et

Was there a delay in recognising post-operative comphlications? Yes Nu|:|
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Question 21a and 21 b feed into the national data collection for Hospital Acquired Infections.

Was there an unplanned return fo theatre?  Yes |:| No |:| Unknown l:l

Wae there an unplanned admission to a critical care unit?  Yes |:| No |:| Unknown l:l

Was there an unplanned readmission within 30 days of surgery?  Yes |:| No |:| Unknown l:l
Wac fluid balance an issug in this case?  Yes I:l No I:l Unknown |:|

Would it be beneficial for this case to undergo Root Cause Analysie  Yes |:| No |:| Unknown |:|
WWas fafigue an issue in this case?  Yes |:| Nulzl Unknowm |:|

Was there an issue with communication at any stage?  Yes |:| No |:| Unknown l:l

If there was an issus with communication, please provide details: .

Did thic patient die with a clinically-significant infection? Yes |:| (continue) Nu[l {go to Q23)
Did infection contrioute to or cause death? Yes I:I Mo l:l
Was this infection acquired: before this admission |:| (9o 10 Q216)  or during this admission I:I (continue)
If acquired during this admission, was the infection: acquired pre-operatively |:| or 3 surgical-site infecton |:|

or acquired pest-operatively |:| or other nvasive-site infection |:|

Was the infection: Pneumonia |:| Intra-abdominal sepsis I:l Seplicasmiz |:| Other source |:|

Was the infective organism identified? Yes |:| Mu|:| (goto 023)
IF YES, what was the Oramismi?. oo et et eee ettt et et

Wag there a delay in treatment of the infection? \"es|:| Nu|:|
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First Line Assessment (FLA)

Determining if the nature of the adverse event is clear

Were there any Areas for Consideration, Areas of Concern or Adverse Events in the management

Following the submission of the Surgical Case Form, the
of this patient? YesD N{:D

information is reviewed for identifiable factors and coded.

An independent assessor is selected from the database who m (please describe the most significantevent)
is required to determine if there are ACONS or whether: |

e significant errors are thought to have been made inthe |
management of the patlent Area of: Which: Was the event preventable? Associated with?

« a case note review could usefully draw attention to lessons Consderaton. [ ]| Nademodfeencetooutoome [ | eely [] | fudtedSugealiean [ ]
to be learned for the clinicians involved in the case Coreem [ ] | Mayraveomiitediodeatn | Prokably [ ] | Anater Clcaltean [ ]

) ) Adverse event I:l Caused:!eam of patient who wm_JId I:l Probably not I:l Hospital I:l
« there has been an unexpected death (eg in theatre, elective ofherwise be expected fo surive Detyra [ Oterpese ) [ ]

surgery for benign disease, day case surgery, young patients)

Definitions: An area for consideration is where the clinician believes areas of care COULD have been IMPROVED or DIFFERENT,
but recognises that it may be an area of debate.

An area of concern is where the clinician believes that areas of care SHOULD have been better.

An adverse event is an unintended injury caused by medical management rather than by disease process, which is sufficiently serious
to lead to prolonged hospitalisation or to temporary or permanent impairment or disability of the patient at the time of discharge, or

which contributes to or causes death.
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Second Line Assessment (SLA)

Independent Medical Case Note Review

It is recommended that Second Line Assessors attempt to . Record Keeping Satisfactory Unsatitactory Missing
. . . Medical admission not ] L] L]
review these key areas in their assessment of the case: Vecical Blon g notes O O O
Procedure notes |:| |:| |:|

. . ; ; . c y letter to GP
= Appropriate and timely diagnostic and therapeutic measures e summa Eer = = =
If NO OPERATION was performed:

+« Correct indication and tu‘mng of n Should an operation have been performed? Yes[ | No [] NA ]

. DpEfﬂtiDHS If YES. what operation and why?
S L= I = 31T - R et ——————————lllllleleleleleleleleleleleleisisieleieltieielelststeiets

- If an OPERATION WAS PERFORMED:
- l ntensive care Were there any Areas of Consideration, of Concern, or Adverse Events in any of the following areas? (please refer

» Resuscitation orders to definitions overfeaf and specify overleaf)
i Yes No N/A S i Yes No NA
= Palliative care treatment orders Pre-oneralive manadement | Intra-operative / technical
) i ) ) P prgparatinn I:l I:I I:I management of surgery l:l I:I I:l
= Consideration and adherence to guidelines besson o operateatal (1 (1 [ Grade .fexpenenceof;gégi](;s; O 00O
= Monitoring of the treatment process chace of operation [ [ [ Grade | experience of surgeon [ [ []
. . C - ting
- Effective interdisciplinary co-operation - o orer
pinary co-o | T ey, 1 0 O Fotcpentecae (] [ ]
+ Accurate documentation of patient management and patient records = .
= Correct assessment of working diagnosis and treatment effects Assessor's view (before any surgery) of overall risk of death
Minimal |:| Small |:| Moderate |:| Considerable |:| Expected |:|
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Audit Workflow

Business process for CHASM

CHASM receives almost 2,500 notifications per year with approximately 2,250 sent out to surgeons
requesting the completion of surgical case form. The current return rate from surgeons is almost 70%

(o Notifications submitted N
*Trim notification requests

*Review spreadsheet for
completeness

*Create case in BAS
e|ssue proforma for completion

Email Surgeon

Wik
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*SCF submitted

*Review and code

¢Close Terminal Care

eUpdate case status in BAS
eSearch for First Line Assessor
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eIssue request for completion

S

/OAssessment submitted N
eReview and code, send letter to FLA
*No ACON, send letter, close case
*ACON, refer to Chair
*Chair to decide on SLA
elssue appropriate letters

eUpdate case status in BAS

/

SLA required

SLA pack sent

*Request Medical Records
eMedical Records received
*Email SLA for availability
*Prepare letters and forms
*Post out SLA package

eUpdate case in BAS
AN /

KSLA submitted, review

*Send SLA letter, prepare feedback
letter

eUpdate status in BAS

*Manager to review whole case
*Chair to review feedback letter
eFeedback letter issued to Surgeon
*SLA details and letter to Committee

Close case
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CHASM Notifications and Assessments

Distribution of cases in NSW Health

Distribution of CHASM cases by LHD 2017 vs 2018

The CHASM Committee reviews approximately 150
closed second-line peer reviews each year.

450

350

Notifications are received regularly (monthly) from 15
LHDs, 2 SHNs and 6 private hospitals. There are also a
number of private hospitals that report by exception.

300

230

Mo. of cases

150 On average, each of the 17 public entities, have 8 cases
that receive an independent second line assessment

(case note review) in a calendar yeatr.

LHD 1
LHD 3
LHD 4
LHD
LHD &
D7
LHD 8
LHD @

LHD 2
Other
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Committee to ensure any cases without reported
incidents (IIMS, RCAs) are reviewed.

Hunter New England
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A culture of over-reporting for LHDs is encouraged by the
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