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Kak obcTtodaT gena B EBporne?

Safe anaesthesiology

The years after... What has

changed following the Helsinki
Declaration and WHO Checklist

Every life counts

ch'\ nOW Dr. Jannicke Mellin-Olsen
Norway

jannicke@mellin.no
ES - ‘ ki




PATIENT SAFETY STARTER KIT (USB-stick)

Socdv of Es BARCS PODCASTS HAIARD BALK OHCRLsTS
ANSostrosoOqy WARNNGS UECTURES

J

DCASTS HAZARD
WARNINGS

< A Starter Kit in Patient Safety n
Anaesthesiology to ralse safety
standaras across Europe
Read, tsten, learm and teach
NMaxe anacithesiology safer: save
"

CHECKLISTS g

Developed and comadied by the
ESA/EBA Tash Force Pateent saf oty
Sven Slaendew [(haw] with Cutiorm

W attetd Andvew St arwd Davent
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Helsinki Declaration:
Implementation in 2012

Survey (Nov. 12) among
* ESA council members
* NASCmembers

Responses from all countries but:
- Montenegro

- Slovakia

- Moldovia

- Luxembourg

- Russia

European '
Y~ Society of A
Anesathanictagy Anaesthesiology




Monitoring Standards




Surgical Safety Checklist Q) oo | Patiors Suivty

.~

Before induction of anaesthesia Before skin incision Before patient leaves operating room

(with at least nurse and anaesthetist) (with nurse, anaesthetist and surgeon) (with nurse, anaesthetist and surgeon)

~ Confirm all team members have Nurse Verbally Confirms:

introduced themselves by name and role. ) The name of the procedure
- the _ Completion of instrument, sponge and needle

and b - L counts,

ithi [ Specimen labelling (read specimen labels aloud,
e et 00 g s hosn g SNy -
O v mﬂzdm”mwtpoumsbbe
] Not applicable
To Surgeon, Anaesthetist and Nurse:

Anticipated Critical Events ) What are the key concerns for recovery and
T management of this patient?

] What are the critical or non-routine steps?
() How long will the case take?
) What is the anticipated blood loss?

To Anaesthetist:

[ Are there any patient-specific concerns?

To Nursing Team:

Y )

[ Are there equipment issues or any concerns?
Is essential imaging displayed?

-

) Not applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged Revised 1 /2009 © WHO, 2009
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European Patient Safety Foundation

a Barcelona, spain

v
: Euroanaesthesia

The European Ancesthesiology Congress
, ¢ e-News

European
DAY 2 SUNDAY 2 JUNE 2013 P mos o Es

Opening ceremony highlights: ‘ The new European Patient Safety Foundation

In an eventful and well-attended opening
ceremony, ESA President Professor
Eberhard Kochs last night welcomed
delegates from all over the world to
Euroanaesthesia 2013. He was joined on Www.eupsf.eu
the podium by Local Organising
Committee Chair Dr Maria José Yepes
Temifio (University of Navarra, Spain) and also the Mayor of Barcelona Dr Xavier Trias i Vidal de Llobatera,

who also gave a warm hello to delegates. \

European Patient Safety Foundation



Board of Directors

. . i .. .
Hugo Van Aken Jannicke Mellin-Clsen —p_gzglrc(i:?ﬂn;m%er Jurgen Osterbrink
Chairperson \ice Chairperson Board Member
European Society of European Society of Eyrogsan Board ameisSoliege International Council of
: . of Obstetrics and
Anaesthesiology Anaesthesiology Nurses

Gynaecology

www.eupsf.eu

4

Luc Michel Sven Staender
Board Member Board Member

EUPSF

European Patient Safety Foundation



Bringing the EUPSF to you
wherever you are !

Webinar: December 3

[ Optimising DECEMBER 3, 2013
/. Patient Safety |16:00
Together ! What is the EUPSF webinar?
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European Patient Safety Foundation

European Patient Safety Foundation

* Every 10th patient in Europe experiences
preventable harm or adverse events in

hospital

PARA RARARARARARARASS




European Patient Safety Foundation

Many of the features of patient safety do not
involve financial resources

they involve commitment of individuals to
practise safely




atis It all about:

/ *\

European Patient Safety Foundation

Is surgery dangerous?

THE LANCEY

_—

An estimation of the global volume of surgery: a modelling
strategy based on available data

* 56 WHO member countries
* 234,2 million surgical cases

perioperative complication rate 3-16%
permanent harm or death 0,4-0,8%

anaesthesia-associated mortality: 0,0008%

— /Nerw




/ o\

European Patient Safety Foundation

Optimising Patients Undergoing Surgery:
OPUS Campaign

Complication Management!

1.ldentifying Patients prone to Complications

2.Avoiding Complications
3.Early Identification of Complications
4 .Early Treatment of Complications



atis It all about

v
European Patient Safety Foundation

OPUS Bundles

Preoperative assessment
risk identification/stratification?
preoperative preparation
prewarming? NPO? antibiotics? new anticoagulants?

perioperative adjunctive protective therapy (B-blockers? statins? aspirin?)

Intraoperative management

preoxygenation, type of anaesthesia, ventilation management, fluid management,
awareness prevention, goal directed therapy, neuro-muscular blocking agents,
regional anaesthesia, blood management

Re-evaluation at the end of surgery!
endOPE, Surgical APGAR Score

Postoperative Management

pain management, postoperative surveillance, complication management
o

/.\ EUPSF




European Patient Safety Foundation

EUPSF



Kak o0CcToAT Aefa B YKpanHe?

Haka3 Ne303
...TEXHiKa 6e3neku npu podboTi B onepauinHiu. ..

AHann3 oWmnbOK — NATUMUHYTKN, KNMUHUYECKUNE
pa3bopbl OONbHLIX, KITMHUKO-aHATOMUYEeCKNe
KOH(pepeHLnmn

TexHONOrMm — mapkupoBKa LLUNPULLEB, KarHOMETPUS,
npodpeccnoHarnbHaa KoMneTeHuus

[1pouecc -

KoMMYyHUKaLUA — oTkpbiToe obcyxaeHue, “second
victim”



Kak o0CcToAT Aefa B YKpanHe?

KomaHaa — talk about problems, think aloud
MHaonBmayanbHOCTb —

Hall onbIT: 3HTYy3Ma3mM 1 pasodapoBaHue

* We can think indivdually but must act TOGETHER




[lyTh yCcTpaHeHNd KpacHbIX NATEH

Intraaperative Myncardisl |schae mis
Anaphylactic Reactian

Haemalytic Transfusion Reactian

Air Embalism

Laryngospasm

MalignantHyperthe rmin

Mewbarn Life Suppart

Severe Bronthospasm

Local Ansesthetic Taxizity

Hyperkalsemia

Aspiretian

Severe Bleeding

Increased Airway Pressure

Differential Disgnosis Hypotapnia [ Low elCO2
Differential Disgnosis Hypercapnia/ high etCo2
Differentisl Disgnosis Bradycardia

Severe Bradycardia

Differentisl Disgnosis Tachyeardia

Severe Tachyeardia

Differentisl Disgnosis Hypatensian

Left Yentricular Shack

Right¥entricular Shagk

Differentisl Disgnosis Hyperlensian

Differential Disgnosis Dessturstion / Low SpO2

Surgical Safety Checklist

Before induction of anaesthesia

(with at least nurse and anaesthetist)

Before skin incision

(with nurse, anaesthetist and surgeon)

| Confirm all team members have
introduced themselves by name and role.

- -lﬁ". incision will be made.

CJ Yes

(] Not applicable

Anticipated Critical Events

To Surgeon:

] What are the critical or non-routine steps?

[ How long will the case take?

(] What is the anticipated biood loss?

To Anaesthetist:

() Are there any patient-specific concerns?

To Nursing Team:

L] Has indicator
h_-nm results)

] Are there equipment issues or any concerns?

Is essential imaging displayed?
) Yes

) Not appiicable

This checklist is not intended 1o be comprehensive. Additions and modifications to fit local practice are encouraged.

& World Health | Patient Safety
: Organization R

Before patient leaves operating room

(with nurse, anaesthetsst and surgeon)

Nurse Verbally Confirms:
The name of the procedure

[ Completion of instrument, sponge and needle
counts

[ Specimen labelling (read specimen labels aloud,
inchuding patient name)
Whether there are any equipment problems to be
sddessed any pe

To Surgeon, Anaesthetist and Nurse:

[ What are the key concems for recovery and
management of this patient?

Revised 1/ 2009 © WHO, 2009

«Mbl nepeBesin n roToBbl NOAEITNTLCA»

C.BoportbiHues, T.lNaBnosa



[lyTh yCcTpaHeHNd KpacHbIX NATEH

Strategy elements — National Societies

Patient safety in anaesthesia: assessment of

:::t;s(g:; ;r'\‘ ;he Berlin-Brandenburg H M AI—I O

Felix Balzer, Claudia Spies, Walter Schaffartzik, Dirk Pappert,
Klaus-Dieter Wernecke, Rainer Kuhly and Willehad Boemke M O 3

From the Department of Anaesthesiology and Intensive Care Medicine, Campus
Charité Mitte and Charité Campus Virchow-Klinikum, Charité — University
Medicine Berlin (FB, CS, RK, WB), Berlin's Chairman of the German Society of
Anaesthesiology and Intensive Care Medicine, Berlin (WS), Brandenburg's
Chairman of the German Society of Anaesthesiology and Intensive Care
Medicine, Potsdam (DP), SOSTANA GmbH, Berlin, Germany (KDW)

European Journal of Anaesthesiology 2011, Vol 28 No 10




% How can we improve Patient Safety in Daily Routine?

"
#ye
‘N
» 4

%

Recommendations

« Implement and use Critical Incident Reporting Systems (CIRS)
« Use checklists for preparation and crisis management

« Take care of non-technical skills and team aspects
(use simulation & team training)

* Implement policies on:
—  Minimum interruptions
— Minimum change in anesthetist

— Open disclosure after severe events

— Care for the ‘second victim’

+ Invest in technology:

— Bar-code technology to minimise medication error

— Capnography in OR, ICU and ER

European
Society of
Anaesthesiology




be3onacHaa aHecTesnd B YKpanHe

vorotyntsev_s@ukr.net



