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UCLA Division of Plastic and Reconstructive Surgery

M&M Peer Review Worksheet

Summary:

	Month:
	     
	Patient ID:
	     

	Hospital:
	 FORMDROPDOWN 

	Date of Admission:
	     

	Resident:
	 FORMDROPDOWN 

	Date of Discharge:
	     

	Total # of Cases:
	     
	Attending:
	     

	Total # of Complications:
	     
	
	


Summary of Complication:

	Diagnosis:
	     

	Procedure:
	     

	Complication:
	     

	Case Summary:
	     


	Events:
	Outcome:

	 FORMCHECKBOX 

	1. Administrative
	 FORMCHECKBOX 

	S. No sequela

	 FORMCHECKBOX 

	2. System
	 FORMCHECKBOX 

	E. No harm to patient but escalation of care was necessary

	 FORMCHECKBOX 

	3. Off Service
	 FORMCHECKBOX 

	R. Reversible damage to the integrity of an organ

	 FORMCHECKBOX 

	4. Technical (unpreventable)
	 FORMCHECKBOX 

	I. Irreversible organ damage

	 FORMCHECKBOX 

	5. Medical (unpreventable)
	 FORMCHECKBOX 

	Death

	 FORMCHECKBOX 

	6. Technical (preventable)
	
	

	 FORMCHECKBOX 

	7. Medical (preventable)
	
	


QA Committee Discussion & Conclusion:
	     


Outcome Category: (check one)

	 FORMCHECKBOX 

	No Adverse Outcome – an event or result not related to the natural course of the patient’s illness or underlying condition but is associated with the treatment, or lack of treatment, of the patient’s condition.

	 FORMCHECKBOX 

	Near Miss (no adverse outcome) – an occurrence that had the potential to cause a patient’s death or permanent injury.

	 FORMCHECKBOX 

	Minor Adverse Outcome (complete recovery expected) – hematoma or pseudoaneurysm s/p cardiac cath/angio where no surgical intervention is warranted, minor adverse outcome from medication, diagnostic test, or therapeutic intervention.

	 FORMCHECKBOX 

	Major Adverse Outcome (complete recovery not expected) – stroke; major MI; major adverse outcome from medication, diagnostic test, or therapeutic intervention

	 FORMCHECKBOX 

	Catastrophic Adverse Outcome – an occurrence where the prognosis / outcome is grim, such as brain death, death

	 FORMCHECKBOX 

	Sentinel Event – an unexpected occurrence involving death or serious physical or psychological injury, permanent injury.  Examples include: loss of limb or function, wrong side surgery, in-hospital suicide, infant abduction, serious medication error.

	Process improvement suggestions or comments specific to outcome(s):     


Physician Care Issues: (check all that apply)

	
	Plastic

Surgery
	Other

Services

	No issues with physician care identified by M&M Committee
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with physician knowledge, skill, or ability – including not utilizing evidence-based recommendations or best practices
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with physician clinical judgment or decision-making
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with physician failing to follow-thru on care plan
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with physician intentionally not following a rule, policy, or procedure
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with attending’s supervision (or lack thereof) of resident
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Issue with communication
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Process improvement suggestions or comments specific to physician care issues:      


System-Based Practice Issues: (check all that apply)

	System or process problem identified – specify in description section
	 FORMCHECKBOX 


	Nursing care issue(s) identified – specify in description section
	 FORMCHECKBOX 


	Other healthcare provider or department problem(s) identified – specify in description section
	 FORMCHECKBOX 


	Patient or family problem identified – specify in description section
	 FORMCHECKBOX 


	Clinical technology issue(s) identified – specify in description section
	 FORMCHECKBOX 


	Other miscellaneous issues – specify in description section
	 FORMCHECKBOX 


	Concise description of system-based practice issue:      

	Process improvement suggestions or comments specific to system-based practice issues:      


Practice-Based Learning & Improvement:
	Describe how the patient care issue(s) caused potential or actual harm to the patient, family or a healthcare professional:
	     

	In view of the ACGME competencies, did the issue(s) occur as a problem related to: (check all that apply)
	 FORMCHECKBOX 
 Medical Knowledge

 FORMCHECKBOX 
 Patient Care

 FORMCHECKBOX 
 Communication & Interpersonal Skills

 FORMCHECKBOX 
 Professionalism

 FORMCHECKBOX 
 Practice-based Learning & Improvement

 FORMCHECKBOX 
 Systems-based Practice

	Did the issue occur as a problem related to: (check all that apply)
	 FORMCHECKBOX 
 Documentation
 FORMCHECKBOX 
 Physician care

 FORMCHECKBOX 
 Nursing care

 FORMCHECKBOX 
 Care from other healthcare professionals

 FORMCHECKBOX 
 Patient and / or family

 FORMCHECKBOX 
 Specific system-based practice, policy, protocol

 FORMCHECKBOX 
 Other

	In light of all of the above, describe the key take home points:
	     

	What can be done to change clinical or system practice so that this type of situation does not reoccur in the future:
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