The Orthopedic Surgery Center of Orange County

SURGEON PEER REVIEW EVALUATION

CHART IDENTIFICATION NUMBER
    _____________________

SURGEON IDENTIFICATION NUMBER
    _____________________

REVIEWER IDENTIFICATION NUMBER    _____________________

REVIEW  DATE   



    _____________________

REASON FOR REVIEW:

________    
RANDOM RECORDS REVIEW

________
HOSPITAL TRANSFER

________
DEATH

________
COMPLICATION

___________________________________________________________

	
	
	YES
	NO
	N/A

	
	
	
	
	

	1. 3.
	IS THE CONSENT CONSISTENT WITH THE OPERATIVE REPORT, THE HISTORY AND PHYSICAL AND THE DIAGNOSIS?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	2. 4.
	ARE PRE AND POST-OPERATIVE ORDERS APPROPRIATE TO THE PATIENT’S CONDITION AND SURGICAL FINDINGS?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	3. 5.
	IS THE FINAL DIAGNOSIS CONSISTENT WITH THE SURGICAL FINDINGS AND THE PRE-OPERATIVE DIAGNOSIS?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	4. 6.
	WAS THE SURGICAL PROCEDURE CONSISTENT WITH THE DIAGNOSIS?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	5. 7.
	DOES THE OPERATIVE REPORT ADEQUATELY DESCRIBE THE DETAILS OF THE PROCEDURE?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	6. 8.
	ARE FOLLOW-UP CARE AND/OR DISCHARGE INSTRUCTIONS ADEQUATE AND APPROPRIATE?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	

	7. 9.
	WHEN SIGNIFICANT OR SUSTAINED DEVIATIONS FROM NORMAL VALUES OR EXPECTATIONS WERE OBSERVED, WERE INTERVENTIONS TIMELY AND APPROPRIATE?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	


COMMENTS:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

IN CONSIDERATION OF THE STATED REASON FOR REVIEW, THIS RECORD IS DETERMINED TO BE:

____________
ACCEPTABLE:  NO FURTHER REVIEW RECOMMENDED

____________
UNACCEPTABLE FOR MEDICAL MANAGEMENT                 




REASONS:  REFER TO ADMINISTRATOR/MEDICAL




DIRECTOR

____________
UNACCEPTABLE FOR REASONS RELATED TO 




DOCUMENTATION ONLY:  REFER TO ADMINISTRATIOR/



MEDICAL DIRECTOR

____________________________________________

Signature of Reviewer

Disposition:

 FORMCHECKBOX 

Return chart to file.  No quality of care and/or documentation problems

 FORMCHECKBOX 

Medical Director discussed with MD

 FORMCHECKBOX 

Letter to MD

 FORMCHECKBOX 

Refer to Medical Advisory Committee

REVIEWED BY MAC / ADMINISTRATION__________________________________

PEER REVIEW surgeon

9/21/2010
Source: Alan Beyer, Orthopedic Surgery Center of Orange County. Adapted and reprinted with permission.

