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How Many Die From Medical
Mistakes In U.S. Hospitals?

by MARSHALL ALLEN, PROPUBLICA

210,000 deaths

Sometimes the care that's supposed to help winds up hurting
instead.




f Death in the U.S.
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B VIEWPOINT

ONLINE FIRST

The Power of Video Recording
Taking Quality to the Next Level

Martin A. Makary, MD, MPH

N MEDICINE, THE PROBLEMS OF WIDE VARIATIONS IN

quality and poor compliance with evidence-based

care are well known. More education is not the solu-

tion for these problems. Knowledge is abundant, but
implementation of knowledge often lags. This Viewpoint
explores whether use of an existing technology, video
recording of medical procedures, can improve quality of
care.

Although the World Health Organization’s hand wash-
ing declaration and aggressive global awareness campaign
has been long established, behavior change among health
care workers remains a persistent struggle. For instance, at
Long Island’s North Shore University Hospital, hand wash-
ing compliance rates were consistently low despite educa-
tional efforts. In response to these low rates, the hospital
took an assertive approach to solving the problem by in-
stalling cameras to monitor hand washing rates. The out-

copy increased by 49% and quality of mucosal inspection
improved by 31%,* suggesting a substantial improvement
in quality because of the Hawthorne effect.

Peer review of videos can also enhance existing quality
improvement efforts.” For example, procedure videos can
better inform morbidity and mortality conferences and sen-
tinel event root-cause analyses that have traditionally re-
lied on the notes of clinicians, which can be limited and even
biased. Moreover, the exportability of video files can facili-
tate external review, allowing a peer reviewer removed from
a local department’s politics to advise on what could have
improved.

In addition to reviews triggered by patient harm, video
recording also offers a valuable opportunity for coaching.
In the same way that athletes learn from coaches when jointly
watching videos of past games, physicians can also learn from
their performance by viewing with a coach. At the Brigham
and Women’s Hospital,* a coaching program was devel-
oped in which surgeons spent 1 hour reviewing their pro-
cedure videos with an expert. The video-based peer review
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Safety Attitudes Questionnaire (SAQ)

Salety Attitudes Questionnaire (ICU Version)
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Makary M, Sexton JB, Freischlag J et al. Patient Safety in Surgery. Ann Surg, 2006;243:628-32.




Operating Room Teamwork
among Physicians and Nurses:
Teamwork in the Eye of the Beholder
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OR Safety Climate by Hospital
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Makary M, et al., Patient Safety in Surgery, Annals of Surgery, 2006




Rates of PE/DVT
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“It was difficult to speak up If | perceived

,a problem with patient care.”

31%

9%

[1 Pre Briefings @ Post Briefings

Makary et al. Operating room briefings and wrong-site surgery. J Am Coll Surg 2007;204:236-43.



“There was an unexpected delay

related to the case.”
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