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BACKGROUND RESULTS

The Mount Sinai Hospital is a 1,134 bed, tertiary care teaching facility in the heart of Manhattan in New Lo
York City. In 2012, hospital leadership closed the hospital’'s main operating rooms for 4 hours to teach 09 | UcL 036 . .
/\O/v -
TeamSTEPPS, a team dynamics and communication program based upon a decade’s worth of research from o — | cL_ 076
[ agnm [ [] [] [ [ [ [ [] 07 ] I
business, technology, the military, medicine and aviation. This was implemented in our operative arena of 50 . / Figure 3: A control chart showing one of
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operating rooms where surgeons from over a dozen surgical specialties, anesthesiologists, nurses, surgical = the nine different performance
Z 0.5 -
. . L .. : Z components that were tracked durin
technicians, perfusionists, physician assistants, students and other team members work together to take care = 04| P J
_ _ S the coaching audits
of patients having procedures. 03 |
The overarching goal of the program was to prevent the “never events” of wrong "
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site/side/person/procedure surgery and unintentionally retained foreign bodies, as well as to improve the
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overall team dynamics and safety of the care we deliver in the main operating room. o o e - o o o
This safety conversation journey is over a decade in the making with more work to do. We share some
Table 3. Time Out Statistical Analysis.”
data and key lessons learned as we continue to evolve this initiative from year to year. e vuoer Complark) e e
Questions (% Compliance), July Compliance), December| |y P Value | | Estimate  Standard Error P Value Table 1: L|St Of the nine
Compliant of team assembly: Team Structure 1771257 (68.87%) 91/106 (85.85%) <.001 0.049 0.031 A9
Compliant of a leader is established and a time out called: 257/257 (100%) 105/106 (99.06) 19 -0.001 0.001 .28 performance
Leadershi
Compliant zf recognition of team membership: Communication 27/257 (10.51%) 105/106 (99.06%) <.001 0.080 0.023 027
M ETH O DS Com.pliant ofdis;ussion‘dof plan of care: Situation monitoring— 256/257 (99.61%) 104/106 (98.11%) 152 -0.002 0.002 3l Components and the
Cpo:nu:Iri‘:l‘t F;Tneti;;tiineof events: Situation monitoring— 81/257 (31.52%) 82/106 (77.36%) <.001 0.071 0.039 A5 . .
complexity of procedure and anticipated critical events Improved metrics
Compliant of anticipation of events: Situation monitoring 2—ASA 57/257 (2218%) 92/106 (86.79%) <001 0.103 0.029 025
. e status, medical status .
-2 Day Champlon Tralnlng Compliant of status of resources (saff and/or equipment): 150/257 (58.37%) 103/106 (97.17%) <.001 0.089 0.023 019 comparing 2012 to
. Situation monitorin
- Closure of operatlng rooms for 4 hours - TS and Co:;zlci;rtuofactive egng;agementofall team members: Mutual 113/257 (43.97%) 88/106 (83.02%) <001 0.058 0.041 23 2014. 2
. - TS and . C:)m liant of check-back: Communication 215/257 (83.66% 106/10€ (100% <001 0.031 0.009 024
- Reinforcement SSC Video SSC Video Over:II compliance |333/23|3£s7.:§%; 876!954((9I.82;6) <001 0.120 0.042 047
Meetlngs - 21 05 ) é1 06_ I 'A:%?a:::;lr:%sn?paArlr:;::?::;:Z:;ﬁ?:&?:;iﬁ:t:ﬂtand last months of auditing demonstrated sustainment of excellent results or statistically signifi@nt improvement. The linear regression
. UrglCa C analysis showed improvement in 4 out of the 9 qualitative metrics.
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Figure 1: Timeline of major events starting with a strategic launch of the TeamSTEPPS program within the main operating rooms yo11 »o1 »o13 2014 yo1s rore v »o18 2019 2020 2021
at Mount Sinai Hospital and how the program was evolved and sustained for each year. Year
The first step was to train a cadre of champions in a 2-day training retreat. The group of champions was Coaching Audits and Events

(Wrong site, side, procedure, person, unintentionally retained

comprised of leaders and influencers who would then teach and support the program to better ensure the

=h
o
|

success of its launch by creating sustainable culture change. Next, the main operating rooms were all closed _ _ |
Figure 5: There is a strong inverse

for a 4-hour educational session on the TeamSTEPPS program to all staff who work in this space. After the | . correlation between the number of

initial staff education, we decided to focus on a strategic selection of key components from the TeamSTEPPS
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coaching audits and wrong
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program that included huddles, briefings (the time-out conversation), debriefings, and skills called the call out, Error DF 7 site/side/person/procedure/unintentio
MSE 47195
R-Square  0.6014 nally retained foreign body events in

the checkback and the 2-challenge rule.

' AdjR-Square 0.5445

ST : . : _ _ a given year. The more coaching
Over the next year, this initial education was reinforced during departmental grand rounds meetings with

#911/913 events per year (Outcome)

audits that were performed in a year

staff. The content was catered towards addressing feedback received from the initial roll out which included a the fewer the events.

recognition that alternative imagery to the penguin mascot provided a book called Our Iceberg Is Melting

would better engage staff. 0 500 1000 1500

# Audits per year (Intervention)

The year 2014 was dedicated to providing live, real-time coaching and data collecting using a data e e T

collection tool that was created by our medical malpractice insurance company, Healthcare Risk Advisors. The
o _ _ _ _ _ _ o Over the last decade, we have seen improvement in never event outcomes (wrong site, side,
key parts of this intervention were the live coaching and the partnering of the auditors with a clinical leader or

_ _ _ _ procedure, person surgery and unintentionally retained foreign bodies) upon implementation of a
influencer, usually a department chair or residency program director.

_ _ _ _ strategic excerpt of the TeamSTEPPS program at our highest surgical volume hospital. Our results
These coaching audits continued for a number of years and allowed us to evolve our surgical safety

_ _ _ _ show an initial improvement followed by years of struggle with sustainability. Having said that, we had
checklist (Figure 1) and to cater education towards areas where the data showed we needed to improve. We

_ _ _ _ _ _ _ never seen years of zero events and in the span of time shown we had three. \We also saw an inverse
continued the audits until the COVID-19 pandemic forced us to remove the coaching auditors from operating

correlation between the number of never events and the number of audits performed in a year.

rooms for staff and patient safety. Since then, continuing the coaching has been challenging due to loss of

staff and funding to continue the endeavor, but we are looking for ways to maintain the sustainability such as CONCLUSIONS
with video monitoring and the BlackBox program as well as training clinical teams to continue coaching and
auditing. . . . .
J « Astrategic subset of TeamSTEPPS (time-out, debrief, check back, call out, 2-challenge rule) implemented
at our highest surgery volume hospital showed a reduction of wrong site, side, person, procedure surgeries
Shoamt  BreCwmetLonbace  Surgical Safety Checklist A . . . .
i R s i —_— Mount Surgical Safety Checklist and unintentionally retained foreign body.
e e oty « The surgical safety checklist is an important tool to better ensure performance and standardization, even on
ive diagnosi Sawus: Introduction of team members topatient? Yes_ N/A__ | Nurse:
\(I)Vl_:ihe consent verified against the schedule? SY sthesia team states y airway-specific 8:Zi::p:;f::iiiiz:::performEd &;‘mmwﬂedwmp’mmmﬂ Nurse: . = Closingcount nowcomplete? Yes
Oves concerns and aresses srwayfre sfey e ending Surgeon covews with team): :
Is the site/side correctly identified and marked (or SYth OyN/¢ ety (fire safety) equipment, supply, i:;;en(s) identified reviewed solution confirmed. and mmszz&MW? Yes__ w e :‘;N;‘::m&mﬁ? ::h a System Ievel, for Safety Conve rsatlons-
silver armband) with the surgeon’s initials? instrumen t,orimplantconcerns? form signed by atte d,g urgeo : ! Reconcle consent form with OR schedule? Yes__ Anesthesia medicaions, equipment saiety check? Yes__ mmwmmm“;ﬁmw
HO&LezompStgci/t/ithin30day$,24hoursurgicI Sp: opria tOpN(t: nt positioning plan reviewed, ((:):mI Ofﬁ/AI urgical c erified and reported to mvu_srm_hsm\’m No__N/A wmmh— toSCIP 1 1 I I I I I .
A - e « Coupling coaching auditors with clinical leaders or influencers made culture change more effective.
_ ‘ \glwlflefsozjno N b auired ' %,fep(igpgn%m;).  member performs wound pm;mﬁ asseesment & sirway/aspiration risk evalusted? Yes__ m:ahmmw =i :’A‘ for ntubation? M“W;ﬁ:ﬂ%myi;—_
R e | [riiEmrimmi=rill A A—— S| e Yo - - - - intaini
B | ) N « The coaching audits are inversely correlated with the number of never events. Maintaining a steady
Oves  ONA DVT prophylaxis plan reviewed? Cauipment Imriments o supples o be addressed by e Surgeon: eity? Yos NA_ Foleycatheler maragementphar? Yoo __NA__
OYes  ON/A OR team? Imaging or pethology report labeded with patient name, date of birth Surgeon confirmed instrument, sponge, needle counts completed?
OYes  ONo and lateraity Time Out ;’;——— e o . . . . .
I TMEOUT e e o S o | B presence and continued awareness about the importance of these safety conversations is key to driving
o o it st st ocers o cort. | SURSEON/PROCEOURALST v e ko antaro et | P i Y| e A s crodetr
;Zi?cs)logic/(()ﬂ:éﬁosﬁc tests available and labeled g?g{i?:ﬁief:f:lz:i: ::mi’i::nc:r: ap PI_'im - o - z:mmh;:/m;;mu Yes___No__ rﬁmﬁ$ﬂ acconding 1oSCP m@mﬁiﬁ.@t~ t d t - b . I 't
v(;i?egaﬁen(t)n;;\:\e,DOB&Iaterality(ifapplicable) guide“nesWm':ingokmutesofirocedufeStmﬁme pictation # pate/Time :ﬁiﬁmﬁ—;:— Qi i ek Yes A Were thereany opportunitiesforimprovement? Yes__No__ OU COmeS an SUS alna Il y.
Are'thecczfrectimplant(S)/special eC)wipment gi;:i: uogi;;fsforﬂuomqumo'onesandvancomydn)? i\vfgffé’n\:ge?:ﬂfﬂg:rﬁ%ddleandTimeOut S"p::q.qmmmneededwwﬂﬂe—?—ke_NM_ mam Yo 3.;“}5'{? Opr’:n T R
gavlLaSble n;)azplAcableorrequested? Proceduralist team member verifies correct image(s Al Sign : @MYG_"NO.N/A" Stlcat!mdmaedhﬂeslmrmphodw Yoo e . H H .
S s T « The COVID-19 pandemic and other challenges have required that we explore new ways to maintain the
il Mt i i rmeiasins | | block, time out(s), and team sign ffs
T A sustainability of this program and the outcome improvements we have achieved.
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A . .
Surgical Safety Checklist RE F E RE N C ES
oant STOP, LOOK, and LISTEN
Pre-Procedure Verification Time Out Debrief and Sign-Out . . .
Completep(;'iortoentering Col mpIJ tflt pr p dd p Clomplete beforebatftend(;ng procedurali:t FI ure 2: The Sur ICaI Safet Ch eCk“St eVOIVed from . . .
- mmedately prr o e 9 9 y 1. Kotter John, Our Iceberg Is Melting. Penguin Random House 2" Edition. 2016.
Y i e mamoss il name ) emectprocedue? 2013 (upper left) to 2015 (upper right) with the most : L : : :
P s s conen? D —— T —— pL— (upp ) (upper right) 2. Rhee AJ, Valentin-Salgado Y, Eshak D, et al. Team Training in the Perioperative Arena: A Methodology for Implementation and
. co- or backup surgeons) Specimens handled cccccc tly (2 patient
ocoaraara ooy | ¥ Patnts s anctoof b cofimos e mm— current version in 2022 (bottom left). Each version i :
:urge°”v‘f"hi”24_h°“’57 _ ) v/ Site and Laterality verified by review of imaging? jEBL fluid i 'tk _d utput reviewed? ( ) aUdItIng behaVIOr. 201 6 Am J Of Med Qual.
e eoaans compaect oy 1% BN |+ prococure anatatraty vt oncarsent o

Procedure and laterality match OYes ONo v Proper positioning/padding reviewed and marked

represents revisions meant to target areas of

v Disposition addressed (e.g. home, ICU, PACU

final OR s h dule and consent? surgical site visible?
bypass)

v/ Sufficient time elapsed for skin prep to dry and fire
Anesthesiology Team: safety check? 3 = Y v/ Field reviewed for retention of foreign bodies L]
o lan i iacefor amovl ofmanonay performance where auditing data showed room for
& airway/aspiration risk evaluated? v/ HIGH RISK FIRE CASES: Discussed preparatory foreign bodies?
plan and delineated roles in case of fire?
Type and screen/blood products OYes ON/A v/ Any unexpected events (e.g. needle stick)
ordered? v Equipment/implants available? o e ST . t T h 2 O 2 2 . t
Surgeon: v Diagnosis, allergies, and patient condition verified I I I I p rove I I I e n - e Ve rS I O n re p rese n S a I I IO re
(ASA score)? v/ What could we have done better?
All necessary imaging/imaging reports .
and pathology reports are labeled OYes ON/A v/ DVT prophylaxis initiated and antibiotics given v’ Arethe instrument, sponge, and needle counts . . . . . .
. . : i i ? (Must notify attending surgeon of
streamlined checklist with a revision of the debrief m R
B miscoun ts)
LD v/ Complexity of procedure and any critical steps reviewed? . . A a n d a h e e y M D y M S
Lateraty veified using images?  DYes ONA | (e blood sacond fimsu, specimen handing) -  Healthcare Risk Advisors
Attending surgeon marks surgical site 4 vos o N/A v/ Disposition planning made (e.g. ICU bed)? Drapes can be removed t' th t H I d H t t H
with nitial to be visile after draping? = Y MV after dobriof s complefo conversation that Includes more precise event triggers.
v Any other concerns (e.g. special precautions, needle . .
Special equipment or implants needed 0O Yes O N/A stick prevention)? m a n a r e e m O u n S I n a I O r
and available? . . .
. . Incision can be made after timeout is complete! O Check here when debrief
Discuss Plans with Team Members complete

) O Check here when time out complete
N/A = not applicable
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