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ABSTRACT. Complications and side effects are undesirable but inevitable events in any medical
specialty, including neurosurgery. The professionalism and experience of a specialist play an important
role in the prevention and timely detection of negative events, but they cannot ensure complete
patients’ safety, which is largely determined by the entire work of the clinic and communications
between various services and specialists. The quality management system (QMS), as a systematic
approach to the prevention of negative events, has proven its effectiveness in medical practice.
According to a number of studies, more than half of adverse perioperative cases can be avoided
by implementing various systemic patients’ safety strategies. The article presents a review of the
literature on the implementation of various QMS tools in the work of neurosurgical departments
and clinics. A number of studies have shown that the introduction of a surgical safety checklist into
neurosurgical practice contributes to a significant reduction in the frequency of erroneous operations
on the wrong side, reduces the number of infectious complications, and generally improves treatment
outcomes. In addition to standardizing processes and introducing checklists, risk management tools
are effective in reducing the number of complications and side effects associated with making clinical
decisions and communication problems. According to some studies, risk management helps to reduce
the number of adverse cases and choose the optimal tactics for managing patients with neurosurgical
pathology. In general, it is worth noting that QMS tools primarily help prevent the most obvious and
recurring undesirable cases, but do not always protect against exclusive ones. Nevertheless, this is
quite justified, since it is not rare and exclusive, that most frequently recurring complications and
errors contribute most to the unsatisfactory results of the treatment of neurosurgical patients.

KEY WORDS: complications; errors; neurosurgery; surgery; patient safety; standardization;
checklist.
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PE3IOME. OcnoxxHeHUs U OIIHOKHU SBIISIOTCS HEXeNaTeIbHBIMHU, HO HEM30CKHBIMU COOBITHSIMH
B JTI0OBIX MEIUITMHCKUX CIEIHATBHOCTAX, B TOM YHCIe B Helipoxupypruu. [Ipodeccuonannusm u
OTBIT CIIEI[UATNUCTA UMCIOT OOJBIIYIO0 POJb B IPOMHUIAKTHKE W CBOCBPEMECHHOM BEISIBICHUH HE-
TaTUBHBIX COOBITHH, OJJHAKO HE MOTYT 00ECIIEUYUTh MOJHYIO 0€30MacHOCTh MAIUeHTa, OMPEaCIIs-
eMyI0 BO MHOTOM pabOTOi BCeW KIWHUKH U KOMMYHHUKAITUSIMHI MEXIY Pa3TIUIHBIMHU CITyXKOaMu
u crnenunanuctamu. Cucrtema MeHemxmeHTa kagectsa (CMK) kak cucTeMHBIN moaxoa B mpodu-
JIAKTUKE HETaTUBHBIX COOBITHH NMOKa3ana CBOIO d(PPEeKTUBHOCTh B MEAUIMHCKON mpakTuke. [lo
MaHHBIM psia WCCIICNOBaHUM, O0Jiee MOJTOBUHBI HEKEIIATEIBHBIX MEePHONEPAITHOHHBIX COOBITHH
MOXHO M30€XaTh NP BHEAPECHUH PA3THMIHBIX CHCTEMHBIX CTpaTeruii 0€30MacHOCTH MaIueHTOB.
B crartse mpencTaBiaeH 0630p IUTEpaTyphl MO BHEAPEHUIO pa3NudHbBIX HHCTpyMeHTOB CMK B
paboTy HEUPOXUPYPTUUECKUX OTACICHUIN U KIMHHUK. B psifie ucciaenoBaHui OBIIIO TOKa3aHO, YTO
BHEIPEHUE YCK-TUCTA XUPYPTrUICCKOU 0€30TTaCHOCTH B HEHPOXUPYPIUUECKYIO TPAKTUKY CIIOCO0-
CTBYET 3HAUMMOMY CHIIKCHHUIO YaCTOTHI OITMOOYHEIX OMEPAIIHi C TPOTUBOIIOIOKHOW CTOPOHBI OT
odara mopakeHus, CHU)KAeT KOJTUIECTBO MHPEKITMOHHBIX OCJIOKHECHUN U B I[EJIOM YIYyUIIaeT UC-
X076l JeueHus. Kpome cranmapTusaiuu nNpoieccoB U BHEAPEHUS YEK-IIUCTOB, JIJI CHUKEHUS KO-
JUYIECTBA OCTOKHEHUH U OMMHUOOK, CBA3aHHBIX C TPUHATHEM KINHUUESCKUX PEIICHUN U TpobiemMa-
MH ¢ KOMMYHHUKauen, 3 (GeKTUBHB HHCTPYMEHTHI pUCK-MeHeKMEeHTa. [10 JTaHHBIM HEKOTOPBIX
HCCIICIOBAHUHN, PUCK-MEHEIKMEHT ITOMOTaeT CHU3UTH KOJTHUECTBO HEOIATOMPUSITHRIX COOBITHI U
BBIOpATh OMTUMAJIFHYIO TAKTUKY BEJCHUS IMAIIUCHTOB C HEHPOXUPYPruuecKoi marojgorueii. B me-
JIOM CTOUT OTMETHUTH, 9TO MHCTpyMeHTHI CMK B mepByto odepeasr MO3BOJISIOT MPEIOTBPATHTD
HamboJIee OYCBUIHBIC U MTOBTOPSIONMIMECS HEXETATSIbHBIC COOBITHS, HO HE BCET/IA 3aNIUAIIAIOT OT
9KCKJIIO3UBHBIX. TeM He MeHee 3TO BechMa ONMpaBJaHHO, TaK KaK HE PEeJKHE U DKCKJIIO3UBHBIE, a
MMEHHO HamboJiee 4acTO MOBTOPSIONMINECS OCIOKHEHHS M OMUOKNA BHOCSIT HAWOOJBIIHN BKJIAT
B HEYJIOBJIETBOPUTEJIbHBIE PE3YIbTAThl JICUEHUS HEUPOXUPYPIUUECKUX MAI[UEHTOB.

KJIIOYEBBIE CJIOBA: ociioxkHeHUs; OMUOKU; HEHPOXHPYPrus; orepamus; 0e30macHOCTh
MaIMeHTa; CTaHAapTU3AIUS; YCK-THUCT.

INTRODUCTION

In order to carry out preventive interventions
for adverse medical events, including surgery, it
is necessary to understand which adverse events
are preventable and which are not. Thus, all
negative events can be classified according to
their preventability using the Likert scale. Ac-
cording to the scale, all negative events can be
divided into several groups:

1) definitely impossible to prevent;

2)a probability of prevention is less than
50%;

3)a probability of prevention is more than
50%;

4)definitely preventable [14].

The first group includes rare types of compli-
cations associated with individual risk factors of
a patient and a course of his/her disease, which
are practically impossible to foresee, identify
and/or influence in time. For example, there
might be carotid-vertebrobasilar anastomoses,
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which provide blood supply to the brainstem
and cerebellum for a short time in the embry-
onic period, but in some cases continue to per-
sist in adults. The primitive trigeminal artery
is the most common, occurring in 0.1-0.3% of
cases in the population. Some authors have re-
ported that the presence of this artery can lead
to difficulty in anatomical orientation and cause
serious complications during skull base surgery
[13, 24].

The second and third groups can include
complications that are conditionally preventable
and are determined by both risk factors on the
part of the patient himself and the risks inhe-
rent in the therapeutic and diagnostic processes.
For example, it is known that people with dia-
betes mellitus have an increased risk of post-
operative infectious complications. When such
patients undergo endoprosthesis replacement of
large joints, there is an increased incidence of
periprosthetic infection [10].

These groups require preventive measures
aimed at correcting modifiable risk factors and
improving the quality and safety of treatment
and diagnostic processes.

The fourth group includes surgical errors as-
sociated with incorrect actions of a specialist,
which must be prevented.

Thus, the majority of negative perioperative
events can be avoided by preventive measures at
the professional and system-organizational levels.

J.M. Wong et al. identified the following sys-
temic measures that reduce negative periopera-
tive events in a neurosurgical clinic:

I)development and implementation of a

unified national registry of treatment out-
comes;

2)widespread implementation of a surgical

safety checklist;

3)standardization of processes;

4) greater specialization of neurosurgeons;

5)treatment based on clinical recommenda-

tions [34].

According to A.G. Nazarenko et al., more
than 50% of complications of neurosurgical
interventions can be avoided by implementing
various systemic patient safety strategies [7].
These statements correspond with data of a
number of researchers which indicate that most
often adverse events happen not because of neg-
ligence or poor training of medical personnel,
but due to systemic problems of medical institu-
tion performance [4, 5].

The article “Improving patient safety in neu-
rologic surgery” written by S.J. Han et al. men-
tion that for a long time any errors and compli-
cations in surgery were considered as individual
problems of doctors, so it was believed that if
doctors do their best not to make mistakes, there
will be no errors. According to the authors, this
is a deep misconception, and the only way to en-
sure safe surgical care is to develop systematic
approaches to prevent negative perioperative
events [15].

QUALITY MANAGEMENT SYSTEM
IN MEDICAL PRACTICE

Systemic problems should be solved by sys-
temic methods that can be universal for diffe-
rent types of activities. The quality manage-
ment system (QMS) was first introduced in
industrial enterprises to reduce losses and im-
prove product quality. Subsequently, effective
QMS tools and methods were introduced into
medical practice.

At present, QMS in medicine implies the use
of various methods of administrative influence
(checklists, risk management, global triggers
method, clinical decision aid system) aimed at
achieving target indicators of quality and safety
of patient treatment [2, 3, 11, 18, 31].

QMS is based on the standardization of pro-
cesses, since it is difficult to conduct training
and regular quality control and evaluation wi-
thout it. It is difficult o standardize many inter-
ventions and procedures in medicine, and es-
pecially in surgery, nevertheless, it is possible
and necessary to do so. Standardization helps to
reduce a number of suboptimal or outright er-
roneous actions of specialists, especially when
there is a lack of experience [27].

E. Suechiro et al. evaluated the impact of
standardization on the mortality of patients with
head injury. The study involved 869 medical
centers in Japan and evaluated the period 2008—
2022. The authors found that standardization
had resulted in a progressive decrease in brain
injury (BI) mortality since 2008. In addition,
the standardization of processes enabled com-
pliance with clinical guidelines for the manage-
ment of patients with traumatic brain injury in
93.3% of cases [28].

Undoubtedly, there are situations in medi-
cine when it is necessary to go beyond standards
and recommendations due to the complexity

MEDICINE AND HEALTH CARE ORGANIZATION

ToMB 24 2023

elSSN 26364220



ill

ORIGINAL PAPERS

and/or uniqueness of a case. However, it should
be recognized that in most cases, surgeons’ ac-
tions may well fit into the standards of care de-
veloped by the professional community.

Standardization of processes helps not only
to prevent errors and complications, but also
to comply with clinical recommendations and
achieve targets. Thus, the order of the Minis-
try of Health of the Russian Federation N 203n
dated 10.05.2017 “On Approval of Criteria for
Assessing the Quality of Medical Care” out-
lines the recommended quantitative indicators
of treatment and diagnostic processes in various
diseases, including neurosurgery [9]. According
to A.M. Karsanov et al., the Order specifies
the target indicators to which it is necessary to
strive, but does not specify the ways to achieve
them. According to the authors, QMS and pro-
cess standardization are tools that allow to de-
termine the ways to achieve the target indicators
based on existing standards and clinical recom-
mendations [2].

STANDARDIZATION
OF SAFETY APPROACHES
BY MEANS OF CHECKLIST METHOD

Checklists are one of the effective and simple
methods of regular quality control and prevention
of system errors. Checklists are quite common
in industrial enterprises and serve as a reliable
tool for preventing recurring undesirable events,
primarily related to human factors. The positive
experience of using checklists was subsequently
introduced into medical practice. Thus, in 2009,
the World Health Organization (WHO) developed
a surgical safety checklist recommended for im-
plementation in all surgical clinics.

According to WHO recommendations, three
stages of surgery are distinguished, defining
“time-outs” and checking key indicators on the
following checklist:

1) the period of anaesthetic induction;

2)the period after the induction and before

surgical incision;

(B NPUCYTCTBIAW, KaK MUHUMYM,
MEZCECTPbI 1 aHECTE3N0I0ra)

(B npucyTCTBUN MELCECTPbI,
aHecTeanosora u xupypra )

(B NpuUCyTCTBUN MESCECTPI,
aHecTesnosiora 1 xupypra)

MoATBEPA S NALMEHT CBOE UMS, MECTO
onepauuu, NpoLeaypy v cornacue?

O TMoATBepauTe, YTO BCE YMeHbI Gpuragbl
MpeACTaBUMUCh MO UMEHW 1 Ha3Ban CBOIO

0 [a posnb
MapkupoBaHo nn MecTo onepawumun? 0 lMogTBEpauTe UMS NaLVeHTa, NpoLeaypy 1
O [Ja MECTO, rae 6yaeT NpOBEAEHO PacCeyeHme

0 He npumeHumo

[poBeeHa nn npoBepKka 060py0BaHNs 1
NEKapCTBEHHbIX CPEACTB A1 aHECTE3WM
0 Jda

[poBOAMNACH NI AHTUBMOTMKONPOMPUNAKTIKA
nocnegHve 60 MUHYT?

0 Hda

O He npumeHumo

MynbCOKCUMETP 3aCPUKCHPOBAH Ha NALMEHTE U
(PyHKUMOHMPYET?
O [Oa

MmeeTcs nu y naumMeHTa:

Vi1sBecTHas anneprus?
O Hert
O Ja

0Xupaemble KMTUYECKUE COBBITHS:

C TOuKM 3peHns Xvpypra:
0 Kpumyeckne nm HeOXXNAAHHbIE MEpbI
O [OnutensHOCTb onepawuun?
O Oxwupaemas kpoBonoTeps?

MepncecTpa ycTHO NOATBEDKAALT:

0 HaumeHoBaHue npoLeaypbl

0 Mopfcyet KosmyecTsa
MHCTPYMEHTOB, TAMMOHOB W1 NN
3aBepLUeH

0 06pasubl MapKNpOBaHbI
(3a4mTbIBAET HAANMCY Ha 06Pas3Lax,
BK/H0YaA UM NaLMeHTa)

[ metoTcs npo6aembl ¢
060pyfoBaHNEM, TPEBYIOLLME
YCTPAHEHNS

[Tpobnembl AbIXaTenbHbIX NyTEN U PUCK acnupauum?
O Het
O [a,umeetcs

060py0BaHNe / He06X0aNMas NOMOLLb

C TO4KM 3peHus aHeCTe3uorora:

O CneundnyHble ons AHHOTO NaLUyMeHTa
npo6nembl?

Puck kposonotepn >500 mn (7 MIV/KT y fieTeir)?
0 Her
O [a, npeaycmMOTpeHbl ABa yCTponcTBa
U1 B/B LLEHTPANbHOTO JOCTYNA M KMAKOCTH
ANS BMBAHMA

C TOYKM 3pEHIsT OMepaLvOHHbIX CECTEp:
0 CrepunbHOCTS (BKIOYAs NOKA3aHWS
npuéopOB) NOATBEPXKAEHA?

O Mpo6nembl ¢ 060pyA0BaHNEM UMK
VHbIE BONPOCHI?

Buayanusaums He06X0LUMbIX N306pKEHUIA
obecrneyeHa?

0 Mda

O He npumeHumo

Xupypr, aHecTe3vonor U MefcecTpa:
0 KakoBbl 0CHOBHbIE
npo6IieMbl, KacaroLLmecs
peabunuTaLn 1 BefeHNs
NaHHOTO naumeHTa?

Fig. 1. Checklist for safety control of surgical intervention

Puc. 1. Yek-nmucT KOHTPOIIs 6€30MaCHOCTH OTIEPATHBHOTO BMEIIATEIbCTBA
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3)the period from wound closure to patients
leaving the operating room (Fig. 1).

A.B. Haynes et al. evaluated the effective-
ness of the WHO surgical safety checklist. Eight
large hospitals in different countries participated
in the study and 3955 operated patients were
evaluated. They found that the mortality rate
had been 1.5% before the checklist was intro-
duced and decreased to 0.8% after the introduc-
tion (p=0.003). Inpatient complications occurred
in 11.0% of patients before checklist intro-
duction and in 7.0% after its implementation
(p <0.001) [16].

According to J.A. Vachhani et al., the intro-
duction of a surgical safety checklist is an ef-
fective measure to prevent operations on the
opposite side of the lesion [32]. This statement
corresponds with J.D. Rolston et al. The authors
revealed that neurosurgeons occupy the third
place after orthopedists and general surgeons in
terms of performing operations on a wrong side
or at a wrong level [25]. According to A. Osz-
vald et al, after the introduction of the surgical
safety checklist into the work of the neurosur-
gical department, they did not observe a single
case of operations on the wrong side of the le-
sion. The authors emphasize that checklists and
time-outs are particularly effective in emergency
neurosurgery [23].

M. Lepédnluoma et al. evaluated the effec-
tiveness of using a surgical safety checklist in
a neurosurgical clinic. According to the authors,
after implementation of the checklist, unplanned
re-hospitalizations decreased from 25 to 10%
(p=0.02), wound complications decreased from
19 to 8% (p=0.04) [15].

M. Westman et al. conducted a systematic re-
view of neurosurgical publications from 2008—
2016 on the use of surgical safety checklists in
neurosurgery. Twenty-six articles were selected.
Thus, the authors concluded that implementa-
tion of a surgical safety checklist significantly
reduced the number of hospital-acquired infec-
tious complications [33].

According to a survey conducted by
M.A. Lo-Presti et al. 97.2% of neurosurgeons
believed that checklists and time-outs make
surgery safer, and 94.6% of respondents agreed
that checklists reduce the risk of operating on a
wrong side or at a wrong level [19].

There is a view that the WHO surgical safe-
ty checklist should be modified to suit specific
surgical specialties, particularly neurosurgery.

Thus, Indian neurosurgeons V. Suresh et al. add-
ed another 21 points to the existing 19 points of
the WHO checklist which were specific to neu-
rosurgery. They also added two more time-outs
to the existing 3 ones. The authors believe that
implementing such a checklist does not lengthen
operative time, but it does improve communica-
tion between the anesthesiologist, neurosurgeon
and operating room nurse, which helps to reduce
adverse events [29]. However, it is worth noting
that 5 time-outs and 40 items to check are very
difficult to implement in everyday practice.

In addition to standardization and implemen-
tation of checklists, other QMS management
technologies, such as risk management, can be
used in medicine [20, 26].

According to N. McLaughlin et al, during the
period 2008-2012, the neurosurgery department
received the highest number of lawsuits out of
all surgical departments in the hospital (30 out
of 176). Among these lawsuits, 21 were rela-
ted to spinal pathologies and 9 were related to
cranial pathologies. The most common adverse
perioperative events were related to suboptimal
clinical decisions (20 of 30), technical skills (19
of 30), and communication problems (6 of 30).
The authors decided that risk management strat-
egies should be implemented at the clinic level
to address the most frequent factors influencing
adverse events [21].

PRINCIPLES OF RISK MANAGEMENT

According to A.M. Karsanov et al. medecine
should include the following components of risk
management:

 timely detection of a real (potential) nega-

tive event or dangerous situation;

« effective analysis of its causes and conse-

quences;

* informing the medical staff about an unde-

sirable (negative) event that has occurred;

* constructive conclusions based on the ana-

lysis of errors;

+ prevention of repetition of such a negative

event [2, 3].

F. Ikawa et al. determined the most optimal
tactics of treatment for patients with aneurysmal
subarachnoid haemorrhage (SAH) in the older
age group taking into account risk manage-
ment [17].

New Zealand researchers S. Clark et al. an-
alyzed a 5-year period of treatment of 18,375
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neurosurgical patients and developed a risk
scale for mortality in the first 30 days, as well
as 1 and 2 years after surgery. Based on the
data obtained, the authors created the NZRISK-
NEURO calculator, which allows to generate an
individual risk for neurosurgical patients, which
in some cases may help to facilitate clinical de-
cision making, and also allows to provide the
patient and his relatives with an early probabi-
lity of an unfavorable outcome [12]. Screenshots
from https://www.nzrisk.com/#calculate are
presented below. It is possible to calculate the
risk of any neurosurgical procedure (Fig. 2).
The Global Trigger Tool is a type of risk
management developed by the Institute for

Healthcare Improvement (Institute for Health-
care Improvement, USA). Trigger is an indicator
of possible unfavorable event development. The
essence of this method is an automatic search
for special triggers in a patient’s medical history.

Triggers are divided into the following
groups:

1) triggers of significant deterioration of the

condition;

2)triggers of postoperative complications;

3)triggers of nosocomial infection;

4)triggers of undesirable drug reactions.

The trigger system allows both simplifying
the search for an undesirable event and identify-
ing implicit negative events [1].

Calculate
Age (in years, 18 or above) 70
User notes
Gender Male © Female
ASA-PS (American Society of
Anaesthesiology - Physical Status) Ethicity Ao .
Score
1. Normal healthy patient ASA o1 2 3 4 5
2. Patient with mild systemic disease
3. Patient with severe systemic disease Tick if
4. Patient with severe systemic disease that Acuity ck Ik acute

is a constant threat to life
5. Patient who is moribund and not

Cancer
suspected to survive without the
operation
Specialty
Active malignancy
Cancer that is being actively treated, recurrent,  Sub
metastatic or inoperable. This definition
excludes squamous skin cancer and basal cell  p .4 o

carcinoma.

Please complete

Calculate
5 In the next 30 days mortality would be expected in 0.5 of every 100
MOI‘talIty similar people having this procedure, as shown in the right-hand
graphic. At one year death would be expected in 3.1 of every 100 similar
eople having this procedure, rising to 5.4 at two years.
1 % at 30 days peop g p g y
3% at 1 year
5% at 2 years

Fig. 2. Neurosurgical procedure risk calculator

Puc. 2. Kanbkynarop pucka HeHpoXupypruueckoi mporenypsl

Tick if cancer present

Neurosurgery

Peripheral, autonomic nerves

Peripheral, autonomic nerve procedures

)

 fuepotor
PRTASTONA

e Al ey

v

v

v
Calculate

00000 HNOOOOS
0000000000
0000000000
0000000000
0000000000
0000000000
0000000000
0000000000
0000000000
0000000000

New Calculation
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The book ‘Key Quality Indicators of Neuro-
surgical Clinic Performance’ wrote by A.G. Naza-
renko et al. identified the following triggers for
the development of postoperative complications
in neurosurgery:

a) unplanned resuscitation activities within

24 hours after surgery;

b)artificial lung ventilation (ALV) for more

than 24 hours after surgery;

c) unplanned repeated surgical interventions

in one hospitalization;

d) haemotransfusion above the planned vo-

lumes within 24 hours after surgery;

e) increase of cytosis in the liquor more than

2-fold, etc. [7].

Another useful tool for quality and safety man-
agement in surgery is the clinical decision support
and decision-making system. A.S. Orlov et al.
developed an information system for clinical deci-
sion support in neurology and neurosurgery. This
system takes into account orders of the Ministry
of Health of the Russian Federation, treatment
standards, clinical recommendations, and treat-
ment protocols for each clinical case. The authors
rightly emphasize that these documents are quite
voluminous and it is not easy for a doctor to in-
corporate them. That is the reason the information
system of decision support was developed [8].

PRINCIPLES OF IMPLEMENTING
QMS TOOLS

It should be noted that the implementation
of a number of QMS technologies and tools
requires certain skills and knowledge. Accor-
ding to the QMS, it is necessary to answer three
questions when implementing a process [6]:

1. What are we trying to achieve?

2. How do we know that the planned chan-

ges will lead to a better result?

3. What changes should we make to achieve

the targets?

In the next stage of implementation, it is op-
timal to use Deming’s Plan-Do-Study-Act
(PDSA-cycle), which is well known in manage-
ment. The cycle consists of the following steps:

* P (plan) — “plan”. Develop an implemen-

tation plan to improve results.

* D (do) — “do”. Practical implementation

of the intended actions.

* S (study) — “study”. Analyzing the results

obtained and comparing them with those
anticipated at the planning stage.

ik
* A (act) — “influence”. Final implementa-
tion of the intended changes or their cor-

rection.

The sequence of steps of the PDSA-cycle can
be repeated many times using the knowledge
obtained in the previous stages [6, 22, 30].

After all the data presented, one may get the
impression that the high art of neurosurgery is
reduced to simplified standards and algorithms
of action. Undoubtedly, it is not so. Apart from
a number of actions regulated by standards and
guidelines, surgery, more than any other medi-
cal specialty, has a capacity to go far beyond.
This includes surgery itself and unforeseen si-
tuations where clinical thinking, experience and
skills of a specialist are required. Nevertheless,
as seen in this review, standardization of pro-
cesses and management tactics in accordance
with approved clinical guidelines contribute to
reduction of complications and errors in neu-
rosurgery. The words of Academician V.A. Ku-
byshkin sound very appropriate in this regard:
‘When making a decision in surgical disciplines
concerning a rational sequence of diagnostic
methods and even a method of surgery, “volun-
tarism” has special consequences’ [5].

CONCLUSION

The quality management system, developed
in the first half of the XX century to optimize
processes in industrial enterprises, has found
wide application in medicine in the XXI cen-
tury. Numerous studies have proven that various
QMS tools such as standardization of processes,
implementation of checklists, risk management,
decision support system, etc., help to reduce the
number of complications and errors in everyday
medical practice. This is especially relevant for
surgical specialties, where the initial risk of va-
rious perioperative negative events is high.

It is worth noting that QMS tools primarily
prevent the most obvious and recurrent nega-
tive events, but do not always protect against
exclusive ones. Nevertheless, this is quite justi-
fied, since these complications are not rare and
exclusive. These are most frequently repeated
complications and errors that contribute the
most to unsatisfactory treatment results.

In order to implement standardization suc-
cessfully and without meeting great resistance
from some specialists, it is necessary to fami-
liarize doctors with the results of such imple-
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mentation in other clinics of the same or higher
level. For instance, if surgeons are familiarized
with the results of implementing the WHO
check-list of surgical safety in a number of fo-
reign clinics, which led to excluding a possibi-
lity of surgery on an opposite side of the lesion,
a twofold decrease in the number of infectious
complications and repeated surgeries, then the
check-list will be implemented with less resis-
tance, and in some cases, it might be accepted
with enthusiasm.
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JOITOJTHUTEJIBHAA NHO®OPMALIUA

Bkaan aBTopoB. Bce aBTOpBI BHECIH Cy-
IIECTBEHHBIN BKJIAJ B pa3pabOTKy KOHIEIIIHUH,
MPOBEACHUE MCCIEIOBAHUS U MOJATOTOBKY CTa-
TBH, TIPOWIA U O00pWIH (UHATBHYIO BEPCHIO
nepen myOnukanuei.

KondaukTt uHTEpEecoB. ABTOPHI JEKIapUpy-
IOT OTCYTCTBHE SIBHBIX U NMOTEHLIMAIBHBIX KOH-
(IMKTOB MHTEPECOB, CBS3AHHBIX C MyOIUKAIIM-
€l HaCTOSIIIEN CTaThy.

Uctounuk puHancupoBaHus. ABTOPHI 3a-
ABIAIOT 00 OTCYTCTBMHU BHEIIHETO (PMHAHCHUPO-
BaHMs IPU MPOBEICHUH HCCIIEIOBAHUA.
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