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Public Perioperative Reporting — The Past
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Surgical Sentinel Events

Table 2: Surgical sentinel events, Victoria, 2011-2017

Year Category of surgical sentinel event Number Total
201 Incorrect operations — patient/site/side 1

Retained materials — packs/instruments/drain tubes &

Other catastrophic — bleeding/fire 2 a9
22 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes &

Other catastrophic — laparoscopic haemorrhage 2 8
2013 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes &

Other catastrophic 0 51
2014 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes 2

Other catastrophic 0 2
2015 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes 1

Other catastrophic 0 1
2016 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes =]

Other catastrophic — delay in transfer to theatre/delay in recognition of cause of ham 2 8
2017 Incorrect operations — patient/site/side 0

Retained materials — packs/instruments/drain tubes 7

Other catastrophic 4 1

Victoria should retain its “other catastrophic” category (98 others in 2018)
122 sentinel events reported in 2018 including 12 retained material, 1 wrong site operation
2018: 76% of all sentinel events resulted in death of the patient
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Information Sharing without fear

A Circle of Trust

Victorian
Perioperative Council

Health Services

Private Hospitals

Clinicians

Legislative protection for information sharing and morbidity and mortality review



Multidisciplinary Morbidity Reporting to VPCC

e Unplanned returns to theatre
(now HAC 4)

* Perioperative Ml
* Perioperative CVA
* Pulmonary embolism

* Transfers from Private to Public
(requiring further surgery for
complications)

* Long staying patients >30 days

Also later: Respiratory failure, Aspiration, Unexpected Neurological damage and Anaphylaxis?



The perioperative medicine timeline

From the contemplation of surgery to recovery

Primary
referrer

Surgical review and

risk assessment

Optimisation

Operation

\4

Safe recovery

AUSTRALIAN AND
NEW ZEALAND COLLEGE
OF ANAESTHETISTS

Primary

referrer/
care and
follow up

Post acute care

. F’rocedyral risk and + Patient * Anaesthesia = Prevent, * Rehabilitation
altelrnatn{es = Multi-disciplinary = Surgery monitor and = Readmission

= Patient risk — manage: clinical

= Urgency deterioration, pain

Appropriate surgical

= Resources

and complications

and postoperative = Functional
fagility restoration
= Discharge = Discharge planning

expectations

and handover

Preoperative period Intraoperative period Postoperative period

Shared decision making

ANZCA acknowledges the work of the POM Care Working Group in the development of this timeline. © August 2019
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Outcomes that matter to patients

* Survival
* 94-95% at 30 days
* >90% at 120 days

* Return to private
residence
* 67% at 30 days
e 71-75% at 120 days

e Return to preadmission
mobility
e 23-26% at 120 days

ANZHFR 2018



Process: Protocols and Pathways of Care

FAGURE 64 AUSTRALIAN HOSPITALS REPORTED ELEMENTS OF CARE 2013-2018

m2E m204 mA15 m2ie 2T w2018

=

oo BHEEBEE8EE B

55 Froportion ofMew Dealand Foaplals




Emergency Laparotomy in Victoria

Fig. 1 Graph of statewide

maortality of emergency

laparctomy by year with 3 years 13
of rolling average
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3 year rolling average smooths out the curve, especially where volume is lower

Stevens, Brown, Watters WIS 2018
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1. CT scan reported by a Consultant pre-surgery.

2. Pre-operative documentation of risk. NE A

National Emergency
Laparotomy Audit

3. Arrival in theatre within timescale appropriate of risk.

4. Consultant surgeon and anaesthetist when risk of death =5%.

About NELA

5. Consultant surgeon in theatre when risk of death =5%. RCOA mamsrc LRes ©HQP

Cotegoof Ansesthetsts

6. Consultant anaesthetist in theatre when risk of death =25%. c €

© 2017
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7. Direct critical care admission when risk of death =10%.

8. Post-operative review by Elderly Medicine team where age =65.



ANZELA-QI PILOT
KEY PERFORMANCE INDICATOR RESULT FOR JUNE 2018 TO OCTOBER 2019
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AUSTRALIAN COMMISSION HOSPITAL-ACQUIRED COMPLICATION ~ RATE*
1 Pressureinjur 10
on SAFETY ano QUALITY nHEALTH CARE g T e %
Selected best practices and suggestions for i :f;?:fm:hﬁmiwmum 1::
improvement for clinicians and health system managers PR}
5 Unplanned intensive care unit admissi na’
. . - e & Respiratory complications 24
Hospital-Acquired Complication n 7 Venous trombosrbolsm 5
8 Renal Failure 2
9 Gastrointestinal bleeding 14
SURGICAL rem——
11 Delirium 51
12 Persistent incontinence 8
COMPLICATIONS = :
14  Cardiac complications B9
REQUIRING RETURN | G ==semsesr 2
during delivery [per 10,000 vaginal births)
16 Neonatal birth trauma (per 10,000 births) 4%
To T H EAT R E a per10.000 hospitalisations except where indicated
b na = national data not available

This hospital-acquired complication includes the diagnoses of™
+ Post-operative haemorrhage/haematoma reguiring transfusion and/or return to theatre

+ Surgical wound dehiscence
* Anastomotic leak
= Vascular graft failure

= Other surgical complications requiring unplanned return to theatre.

Unplanned return to theatre

Why focus on surgical complications?

g Each year, nearly 9,000 operating theatre visits involve patients who return to

Need to be well defined, may represent safer, better care



Unplanned Returns — Trend graph Barwon Health University Hospital Geelong

Unplanned Returns to Operating Theatre as %
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Opportunities for improvement

» Agreed protocol for stopping oral anticoagulants preoperatively

* Cardiological input to when they stop and when they restart

* Not forgetting to restart oral anticoagulants and who is responsible?
* |dentifying patients who are at risk

* |dentifying patients who should have preoperative optimization

* Promoting medical, cardiological and orthogeriatric review

» Agreed system of health service review when these events occur

* Raising awareness of risk and best practice where this can be defined



Victorian
Perioperative

Consultative
Council (VPCC)

Multidisciplinary Review
Better, Safer Perioperative Care

Connecting silos to share information to
improve care (including registries)

Identify morbidity events missed by the
health services and the system

Support Health Services to improve their
M&M review

Review major morbidity
Make VASM even more effective

Minimise duplication of effort through
appropriate information sharing

Learning, Quality improvement and
avoiding blame game





