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DISCLOSURES

▪ Financial: none


▪ Future practice: Clínica Medicos OB fellowship in Memphis, TN. 



WHAT ARE PATIENT SAFETY 
INDICATORS? 

▪ Patient Safety Indicators (PSIs) are potentially avoidable complications and 
iatrogenic  events that represent opportunities for improvement in the 
delivery of care. More specifically, they focus on potential in-hospital 
complications and adverse events following surgeries, procedures, and 
childbirth.


▪ Examples for which you have seen the inpatient measures taken– falls, 
CAUTIs.


▪ Systemic changes: fall prevention orders, catheter pop ups



PSI 9: PERIOPERATIVE 
HEMORRHAGE OR HEMATOMA

▪ Perioperative hemorrhage or hematoma cases involving a procedure to treat 
the hemorrhage or hematoma, following surgery per 1,000 surgical 
discharges for patients ages 18 years and older. 


▪ Excludes cases with a diagnosis of coagulation disorder; cases with a 
principal diagnosis of perioperative hemorrhage or hematoma; cases with a 
secondary diagnosis of perioperative hemorrhage or hematoma present on 
admission; cases where the only operating room procedure is for 
treatment of perioperative hemorrhage or hematoma; obstetric cases.



GOALS

▪ PSIs are intended as : “accessible, reliable indicators of quality that they can 
use to flag potential problems or successes; follow trends over time; and 
identify disparities across regions, communities, and providers”


▪ Assess the incidence of adverse events and in-hospital complications and 
identify issues that might need further study.


▪ Difficult – all surgical specialties, and surgeries except for obstetrics. 


▪ Many more variables than CAUTI for example


▪ My goal: Review Intermountain PSI 9 events and search for demographic, 
pathologic, or surgical trends in their occurrence. 



METHOD

Method: Chart review of randomized PSI 9 events across Intermountain, all 
at MKD and hopefully all at UVH. 


Review IHC data and note any “disparities across regions, communities 
and providers” 


- Hospital specific case numbers


- Pt demographics


- Surgical specialties, specific operations


- anticoagulation
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SYSTEM WIDE BASIC DATA	
	
▪ Data from four facilities:  Regional Medical Center in St. George, Utah Valley 

Hospital (UVH), McKay Dee Hospital (MKD), and Intermountain Medical 
Center (IMED) from 2019-2021.


▪  Total PSI 9 events: 138


▪ UVH: 37


▪ IMED: 58


▪ STG: 17


▪ MKD: 26



RANDOMLY 
SELECTED 
SUBSET DATA

▪ Gender: 27% F  83% M


▪ 9% Pacific Islander, 91% White
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MCKAY-DEE PSI-9 
OVERVIEW
▪ 2019-2021


▪ 26 events


▪ 2021: 9


▪ 2020: 9


▪ 2019: 7


▪ Denominators: pending



MKD PATIENT 
DEMOGRAPHICS
▪ Male 69%, Female 31%


▪ 96% White


▪ Did not review insurance



MKD - ANTICOAGULATION

▪ Documentation seldom stated directly when anticoagulation was held.  


▪ Often free-text notes without medicine list 


▪ INRs in Anesthesia documentation more consistent, but not always obtained



MKD SURGICAL SPECIALTY 
SHARES



MKD PSI 9 SURGEON SHARE



MKD OUTCOME 
GENERALIZATIONS

Length of stay MKD

0

0.0175

0.035
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3 deaths/26 event cases.

Unrelated/tangentially 
related to PSI 9 in these 
cases. 



RECOMMENDATIONS

▪ None of the events I reviewed seemed obviously preventable.


▪ Several events  did not meet criteria for PSI 9 on further scrutiny.


▪ In MKD system, somewhat disproportionate involvement of CT surgery, in UVH 
perhaps skewed toward neurosurgery.  This is data without a denominator, no 
nationally tabulated data re: percentages of psi 9 events in high-risk surgery like CT


▪ Almost all bleeds were caught within a day, most within a few hours.  One reviewed so 
far required 2 fixes. 


▪ Documentation of anticoagulation and any cessation/reversal could likely use some 
work, however – adding requirements and fields to an already overcrowded system 
such as iCentra is not a great answer.


▪ Not enough minority demographics to make any meaningful conclusions re: disparity


▪ IHC considerably heavier skew toward males than national average, again no 
denominator to this data



FURTHER AVENUES FOR 
RESEARCH
▪ Yearly, hospital and specialty denominators


▪ Insurance status – serves as fair proxy for SES.


▪ CT, neurosurgery proportions in other hospital systems


▪ Anticoagulation documentation in other systems


▪ Reporting, Intervention, PPX protocol guidelines in place in other hospital 
systems



SOURCES

▪ https://qualitynet.cms.gov/inpatient/measures/psi/resources


▪ https://qualityindicators.ahrq.gov/downloads/modules/psi/v31/
psi_guide_v31.pdf


▪ IHC house PSI 9 case compilation 
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