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Surgical Outcome Equation
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To Err is Human: Building a Safer Health System

▪ Report by IOM in 1999

▪ Estimated that 98,000/year die from medical errors in 

hospitals

▪ Highlights need for increased focus on patient safety

▪ Focuses on systems rather than individuals

▪ Follow up “Crossing the Quality Chasm” focuses on 

patient safety, care effectiveness, patient-centeredness, 

timeliness, care efficiency, and equity

Institute of Medicine (US) Committee on Quality of Health Care in America; Kohn LT, 

Corrigan JM, Donaldson MS, editors. Washington (DC): National Academies Press 

(US); 2000

IOM (Institute of Medicine). Washington, D.C: National Academy Press; 2001. Crossing 

the Quality Chasm: A New Health System for the 21st Century.
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WHO Guidelines for Safe Surgery

▪ Death and disability following surgery

▪ Lack of standardization in processes surrounding surgical care

▪ Collaboration between WHO and Harvard School of Public 

Health 

▪ Safe Surgery Saves Lives program

▪ Recommendations published in 2009 

https://apps.who.int/iris/bitstream/handle/10665/44185/9789241598552_eng.pdf
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10 Essential Objectives for Safe Surgery

▪ 1. The team will operate on the correct patient at the correct site

1,500-2,500 wrong-site or wrong-patient incidents/year in 

USA

Universal protocol: verify, marking, time out

https://apps.who.int/iris/bitstream/handle/10665/44185/9789241598552_eng.pdf
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▪ 2. The team will use methods known to prevent harm from 

administration of anesthetics while protecting the patient from 

pain

Pulse oximetry and capnography

▪ 3. The team will recognize and effectively prepare for life-

threatening loss of airway or respiratory function

Appropriate assessment (Mallampati) and equipment 

10 Essential Objectives for Safe Surgery
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10 Essential Objectives for Safe Surgery

▪ 4. The team will recognize and effectively prepare for risk of 

high blood loss

▪ 5. The team will avoid inducing an allergic or adverse drug 

reaction for which the patient is known to be at significant risk

Errors in perioperative medications

Drug labelling
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▪ 6. The team will consistently use methods known to minimize 

the risk for surgical site infection

Skin preparation

IV preoperative antibiotics

Sterile technique

Normothermia/ Oxygenation

10 Essential Objectives for Safe Surgery
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10 Essential Objectives for Safe Surgery

▪ 7. The team will prevent inadvertent retention of instruments 

and sponges in surgical wounds

Counting and management of count discrepancies

▪ 8. The team will secure and accurately identify all surgical 

specimens

Correct labelling confirmed
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10 Essential Objectives for Safe Surgery

▪ 9. The team will effectively communicate and exchange critical 

information for the safe conduct of the operation

Culture of safety 

▪ 10. Hospitals and public health systems will establish routine 

surveillance of surgical capacity, volume, and results



https://www.who.int/patientsafety/safesurgery/checklist/en/
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We Focused on Structure, Implemented a Process, Now What?

https://apps.who.int/iris/bitstream/handle/10665/44185/9789241598552_eng.pdf
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Measuring Outcomes

Formerly, UHC

Currently 712 hospitals participate

UAB and Huntsville Hospital in AL
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We are Measuring Outcomes, Now What?

▪ Quality Improvement Projects

PDSA cycles

5 Why’s

Fishbone diagrams

Root Cause Analyses
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Patient

Surgeon

Hospital
Anesthesia

Safe, effective surgery

Goals of care

Safe, efficient care

High value

Operational Efficiency

Safe, effective surgery

High quality care

Minimize complications

Goals of Care
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Prehabilitation: Targets and Tools 

▪ Strong for Surgery

▪ Enhanced Recovery Pathways

▪ Smoking Cessation

▪ Obesity

▪ Diabetes

▪ Malnutrition
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UAB is the 3rd Largest Public Hospital in USA

UAB Hospital 1157 beds
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UAB Surgical Program

▪ 80 operating rooms

▪ Surgical volume 

2016 = 33,901 cases

2017 = 34,560 cases

2018 = 36,456 cases

2019 = 37,529 cases

▪ One of the busiest trauma centers in the USA

▪ Largest academic robotic program in USA

▪ World’s longest living donor kidney transplant chain
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Pre-op Assessment Clinic

-Staffed by NPs + Anesthesiologist

-Protocol driven

-Service line agreements to treat
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ERP

▪ Enhanced Recovery Pathways

Standardize all phases of care: pre-operative, intraoperative, 
postoperative

Decreases LOS and cost, no increase readmission

ISCR currently enrolling colorectal, orthopedic, gynecology, 
Emergency GS

Great platform to introduce pre-operative assessment and 
standardization
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Smoking Cessation

▪ Increasing number of guidelines stress smoking cessation prior 

to elective surgeries

hernia repair:  Increases rates of reoperation, readmission 

and death 

joint replacement: Increases risk infections

▪ Many resources to quit

AmJSurg, 2018 Vol 216(3): 471-474 J Arthroplasty. 2019 Feb;34(2):385-396.
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Obesity

▪ BMI > 40

Counseling on weight loss

Managed by PCP or weight loss 

management center

Morris, et al. Dis Colon Rectum. 2018 Aug;61(8):938-945.

Wound infection risk increases with increasing BMI
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Diabetes

▪ HgA1C > 8

▪ Referral back to PCP for management

Problematic for patient with no PCP

▪ Day of surgery blood sugar management protocol

WHO guidelines recommend blood glucose levels <150 

mg/dL 
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Malnutrition

▪ Albumin < 3

▪ Prealbumin < 15

▪ Mini-Nutritional Assessment ≤ 7

▪ Associated with poor outcomes, increased mortality 

▪ High protein/calorie shakes

Can be expensive
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UAB Pre-operative Clinic Evaluation

Monthly UAB same day cancellation rate 3-7%

UAB 1st case delay 1.7%

85% of patients go to PACT
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Barriers to Prehabilitation

▪ Reimbursement for perioperative optimization

▪ Delay in surgical therapy

▪ Who manages?  Anesthesia, PCP, Surgeon

▪ Lack of high-quality data

▪ Standardization
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The Coalition for Quality in Geriatric Surgery Project
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Coalition for Quality in Geriatric Surgery Project
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Geriatric Vulnerability Screens

▪ Patients must be screened for the following high-risk characteristics to identify 

potential areas of vulnerability:

• Age ≥ 85 years

• Impaired cognition

• Delirium risk

• Impaired functional status

• Impaired mobility

• Malnutrition

• Difficulty swallowing

• Need for palliative care assessment
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Take Home Points

▪ Patient safety matters

▪ Standardization of processes with best practices improves 

outcomes

▪ Quality improvement is a never ending cycle

▪ We can always improve and make healthcare safer for our 

patients
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Conclusion
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Questions?

morrisme@uab.edu

@MelanieMorrisMD


