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AIMAIM

Peer review all deaths Peer review all deaths 
occurring under surgical occurring under surgical 

care in Scotlandcare in Scotland

VoluntaryVoluntary

MethodsMethods

•• ~4000 deaths identified in hospital under surgical ~4000 deaths identified in hospital under surgical 
care p.a.care p.a.

•• Surgeon (and anaesthetist) (and ITU) complete Surgeon (and anaesthetist) (and ITU) complete 
formsforms

•• Peer reviewed by first line assessorPeer reviewed by first line assessor

•• 10% case notes undergo full case note review, 10% case notes undergo full case note review, 
further 10% checkedfurther 10% checked

•• Feedback to individual clinicianFeedback to individual clinician

•• >90% compliance / 98% participation.>90% compliance / 98% participation.

SASM ProcessSASM Process
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2008 Interim Annual Report: Table 2:     Assessors’ 2008 Interim Annual Report: Table 2:     Assessors’ 
statements about the management of patientsstatements about the management of patients

Management of caseManagement of case 20082008 20072007

No areas of concern or for considerationNo areas of concern or for consideration 2,0162,016 2,3592,359

Areas for consideration but they made no Areas for consideration but they made no 
difference to the eventual outcomedifference to the eventual outcome 192192 268268

Areas of concern but they made no Areas of concern but they made no 
difference to the eventual outcomedifference to the eventual outcome 6363 6262

Areas of concern which may have Areas of concern which may have 
contributed to patient's deathcontributed to patient's death 8686 137137

Areas of concern which caused deathAreas of concern which caused death 22 1111
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2008 Annual Report: Table 1:     Consultant involvement2008 Annual Report: Table 1:     Consultant involvement

20082008 20072007 20062006

Consultant deciding operation was Consultant deciding operation was 

requiredrequired 99%99% 99%99% 98%98%

Consultant surgeon present in theatreConsultant surgeon present in theatre 83%83% 82%82% 82%82%

Consultant anaesthetist present in theatreConsultant anaesthetist present in theatre 84%84% 81%81% 78%78%

Table 3:     Most common ACONsTable 3:     Most common ACONs

DescriptionDescription 20082008 20072007

Inappropriate placement of patient on surgical wardInappropriate placement of patient on surgical ward 2929 1717

In retrospect, operation should not have been doneIn retrospect, operation should not have been done 1919 2828

Delay in referral by non surgical hospital specialtyDelay in referral by non surgical hospital specialty 1515 2020

Transfer should not have occurredTransfer should not have occurred 1515 2121

Inadequate hospital resource (e.g. Palliative Care/GI service)Inadequate hospital resource (e.g. Palliative Care/GI service) 1515 77

Missed diagnosis, another teamMissed diagnosis, another team 1414 2222

Communication failure between teamsCommunication failure between teams 1313 2727

Clostridium difficile infectionClostridium difficile infection 1111 1414

MRSA infectionMRSA infection 1111 1313

Anastomotic leakAnastomotic leak 1010 1414

Communication failure between staffCommunication failure between staff 1010 1919

Failure to investigate the patient appropriatelyFailure to investigate the patient appropriately 99 66

Fluid overload post operativelyFluid overload post operatively 99 88

Poor quality fluid balance post operativelyPoor quality fluid balance post operatively 99 1515

Failure/delay to utilise HDUFailure/delay to utilise HDU 99 1111

Delay to surgery, unspecifiedDelay to surgery, unspecified 88 2323

Hypotension during regional anaesthesiaHypotension during regional anaesthesia 88 33

No HDU bed available at time of needNo HDU bed available at time of need 88 55

Integrate into local Clinical Integrate into local Clinical 
Governance processesGovernance processes

Local integrationLocal integration

•• Morbidity and mortality meetingsMorbidity and mortality meetings
–– Anaesthesia in GlasgowAnaesthesia in Glasgow

–– SurgerySurgery

•• Multidisciplinary meetingsMultidisciplinary meetings
–– some resistancesome resistance

–– review process of carereview process of care

–– feedbackfeedback

•• Appraisal process: Medical Director, SCMOAppraisal process: Medical Director, SCMO

SASM Clinical Governance ProtocolSASM Clinical Governance Protocol
Assessor ticks “caused death on assessor’s form

Coordinator agrees Coordinator disagrees

Management Committee review

Agree Disagree

Usual feedback 
(case closed)

Write to Clinician in charge

No response 
within 1 month

Response 
within 1 month

Write to Medical Director

Management Committee review

Acceptable

Not acknowledged Acknowledged

Not acceptableReturned to 
Medical Director 
and Clinician/s 
involved

Not acknowledged or 
not acceptable to 
Management Committee

Acknowledged

Chair of SASM Board
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SASMSASM

•• Individual feedbackIndividual feedback

–– Case by caseCase by case

–– Individual annual report (IAR)Individual annual report (IAR)

•• National annual reportNational annual report

•• Health Board reportHealth Board report

•• Case report bookCase report book

•• Surgical profilesSurgical profiles

How surgical data should be usedHow surgical data should be used

•• Cannot be used in isolation to make Cannot be used in isolation to make 
reliable judgments about quality or reliable judgments about quality or 
performanceperformance

•• Death rates unreliableDeath rates unreliable

•• Cannot be adequately corrected for Cannot be adequately corrected for 
confoundersconfounders

•• Draw attention to areas worthy of further Draw attention to areas worthy of further 
investigationinvestigation

•• Learning and improvement in qualityLearning and improvement in quality
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