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High reliability organizations
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Fig. 1 Cross-industry comparison of size, productivity and efficiency
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Surgical “never events”
1. nMIAnRAAILILL Surgery performed on the wrong body part
2. MSHIFIANAAL Surgery performed on the wrong patient
3. MSHIFARARRANTS Wrong surgical procedure performed on a patient
4 §mqﬂﬂiﬂjvﬁaLﬂ%ﬂﬂﬁﬂiﬂuﬁﬁﬁﬂ’m Unintended retention of a foreign object in a patient after surgery or
other procedure
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Measuring quality in surgery (Donebedian model)
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1. Structural
W309UNITAUNIINIEAN wdeadleld saudaulewie nerouildussifiude “Do the right tools ,
equipment and policies exist” ﬁa;dﬂizﬁm%"aaﬁaﬁ‘mmﬁmmmﬂaamﬁﬂﬁud@ﬂw WIoulyughwIng
mMsUfuRmngaw

2. Process
vietunounszuIuns Aensthgunsal wedesile ufaulsvisluldesnegniesmanyan damwilivsudu

fim “Are the right tools, policies, and equipment being used”
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3. Qutcome
senaansiiiniugUle InlagldisgauiAnmsaingUisaslasudunsievesualny maunlduseidiupe “how

often are patients harmed”
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Process —)

Structure

Context: Are we improving the safety culture?

Fig. 2 Donebedian model for measuring quality

Operating room briefing
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Considering known complication
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