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Seguridad del paciente
Relevancia

> Avance y mayor complejidad de tecnologias sanitarias
(diagnostico y terapeutica)

> Nuevos tratamientos farmacologicos

> Caracteristicas de los pacientes (edad y comorbilidad)

> Nivel de formacion de los pacientes

> Acceso a la informacion de los pacientes

> Participacion del paciente en toma decisiones

> Reclamaciones y demandas



Seguridad del paciente
Concepto

* Conjunto de elementos estructurales, procesos
e instrumentos que, basados en evidencia
cientifica, contribuyen a minimizar el riesgo de
sufrir un efecto adverso en el proceso de
atencion sanitaria, o a mitigar sus
consecuencias si se produce.



Calidad asistencial

Areas de riesgo (Bloque quirlrgico)

v
Efectos adversos



Seguridad del paciente

l

Practica Clinica Segura

l

Procedimientos diagnosticos y terapéuticos

« Efectivos y eficientes
* Bien indicados
* Ejecutados correctamente y sin errores




se hacen bien la mayor parte de las cosas
a la mayor parte de los pacientes
la mayor parte del tiempo

hacer bien todas las cosas
a todos los pacientes
todo el tiempo



Efectos adversos
Concepto

* Dano ocasionado al paciente no relacionado con
la evolucion natural de la enfermedad o con la
esperada del tratamiento que puede
condicionar la muerte, amenaza de muerte,
incapacidad al alta, reingreso o prolongacion de
la estancia.

>inevitables

Estandares

>eavitables de atencion

BRENAN (HMPS 1). N Engl J Med 1991,
324:370-376



Efectos adversos
Concepto

Accidente
Suceso aleatorio imprevisto e inesperado que

produce dano al paciente o péerdidas materiales o
de cualquier tipo

Incidente

Suceso aleatorio imprevisto e inesperado que no
produce dano al paciente ni pérdidas materiales o
de cualquier tipo. También puede definirse como
un suceso que en circunstancias distintas podria
haber sido un accidente; o como un hecho que no
descubierto o corregido a tiempo puede implicar
problemas para el paciente

Aranaz JM. ENEAS 2005. Ministerio Sanidad



EFECTOS ADVERSOS EN EPISODIOS HOSPITALIZACION %

Thomas - USA 2,9
Gawande - USA 3
Brennan HMPS | - USA 3,7
Vincent - Reino Unido 10,8
Kable - Australia 21,9
Aranaz- Espana 8,4

*Metodologia de registro
*Variabilidad en las definiciones
*Desacuerdos entre revisores




Efectos Adversos en Cirugia

pu=

Variabilidad de definiciones

Infeccion herida

Fistula anastomotica
Trombosis venosa profunda
Mortalidad operatoria

BRUCE J. The measurement and monitoring of surgical adverse events. Health
Technol Asses 2001; 5:1-194



Efectos adversos: Relevancia

Elevada incidencia (3-21%)

Deficiencias en atencion sanitaria (25-50%)
Impacto fisico y psicologico en el paciente (4-14%
éxitus)

Envejecimiento poblacion (<65 anos)

Repercusion economica

Indicador de calidad de atencion sanitaria
Factores de riesgo



Efectos adversos relacionados con una intervencién quirurgica

Complicaciones de la herida quirdrgica

Complicaciones de la técnica quirurgica (hemorragia, dehiscencia
anastomotica, infeccidon de cavidad, yatrogenia intraoperatoria)

Complicaciones sistémicas (infeccion respiratoria, infeccion urinaria, infeccion
de via central, infarto de miocardio, trombosis venosa profunda,
tromboembolismo pulmonar, fracasos organicos)

Fracaso quirurgico (persistencia o recidiva de la enfermedad o de sus sintomas)
Anestésicos
Cuerpos extranos olvidados

Efectos adversos no quirurgicos

Reacciones adversas a medicamentos

Diagnosticos equivocos o tardios

Complicaciones por procedimientos diagnosticos invasivos
Complicaciones por procedimientos terapéuticos no invasivos
Caidas

Fracturas

Accidentes postparto



Estudio Nacional de Efectos

Adversos ligados a la Hospitalizacion
(ENEAS)

Aranaz JM, Aibar C, Vitaller J. Ruiz P

Madrid, 11 de Mayo de 2006



ENEAS 2005

Estudio Nacional de Efectos Adversos ligados a la hospitalizacion

Restrospectivo de cohortes

Objetivo

— Incidencia EA

— Causas inmediatas EA
— Definir EA evitables

Impacto

— mortalidad
— incapacidad
— Estancia

24 hospitales: todas altas en 7 dias



PROYECTO IDEA

Identificacion ¢e Efactos Adversos

FORMULARIO RESUMEN DE LA HISTORIA CLINICA

Marque con una X cn la casilla correspondicnte, al lado dc la respucsta adecuada.

Si

No

1. Hospitalizacion previa durante 2| altimo ano 2n paciente mencr de G5 aios, u hospitalizacion previa en
los daltimos 6 meses en paciente igual © mayor de £5 afics.

2. Tratamiento antineoplasicn en Ins seis meses nrevins a la hospitalizacian

3. Traumatismn acridente o caida durante la hospitalizacion

Rearcion Medicamentnsa Adversa (RAM) durantz Ia haspital zacion

Ficbre mavor de 38,3° C cl diz antes dcl alta hospitalaria.

Trazlade de una unidad de hospitalizac én general a otra c¢ cuidacos cspeciales.

Trasladu a oliv hospilal de ayudos.

Segunda intervencion quirdrgica durante est2 ingreso.

OWINo o b

. Tras la realizacion de un procedimiento invasive, se produo unz lesion en un drgano o sistema que
pre(‘ sara la indicacion del tratamiento u operacion quirurgica

10. Deficit neurnlagico nuevn en el momento del alta haspitalana
11. |1AM (infarto agudo de mincardin), ACVA (Accidents cerehro-vascular ngudo) oTFP
(rombosembolismo pulmonar) durdr.le 0 despues de un procedimiento invasivo.




12. Parada cardionsspiialona o punluacon APGAR baja.

13. Darfo o complicacion relacionado con aborto, amniocentesis, pattc o preparto.

14. Exitus

15. Intervencion quirargica abierta no prevista, o ingresc (para intervencon) despuss de una
intcrvencion ambulatoria programada. sca laparoscépica o abierta

16. Algun dano o complicacion relacionado con cimigia amhulatoria o enn un proce-dimisnto invasivo que
resullaran en ingresou o valoracion 2n el servidac de urgencias.

17. Algun otro Efecto Adverso (EA).

18. Carias o notas en la historia dinica {incluida la reclamacion patrimonial), en relacicn con la asistencia
que nudieran sugenr itigio

19. Cualquier tipn de infeccion nosncomial

SI ALGUNA RESPUESTA HA SIDO POSITIVA, COMFLETAR EL CUESTIONARIO MODULAR
(MRF2) PARA LA REVISION RETROSFPECTIVA DE CASOS

ESTUDIO DE LA INCIDENCIA DE EFECTOS ACYERSOS N LA ASISTENCIA HOSPITALARIA - PROYECTO FIS PIZ21076
Basudu en “Brenoan TA, Leape L, Laird NM, el al. 'nuidence of adverse evenis and neghgence i hospilzfized palienls.
Results of the | larvard Medival Practice Study 1= NCAM 7961 324 -370-°

Jesus M* Aranzz Andrés. Dpeo. Salnd Publica. Univarsidad Migve!l Hemandaz. Servicio de Medicina Prevennva. Hospmal Unsversitari Saat Joan
d’Alacznr Crra Alicanra-Valeacia sn 13350 San "aan de Aticzare Tno - 3¢ 393 RAE3 3 793 ]R7 1 Fax- 94 39384672 F-mail- aranaz_jesflova es




ENEAS 2005

Estudio Nacional de Efectos Adversos ligados a la hospitalizacion

5624 pacientes

1755 (32%) cribado positivo

8.4 % EA

42.8% evitables 16% graves

10,5% EA quiruargicos (36,5% evitables)

Aranaz JM. ENEAS 200. Ministerio Sanidad



Efectos adversos
Clasificacion

* Inevitables - evitables
 Quirurgicos - no quirurgicos

* Menores - moderados - mayores - fatales



Efectos adversos

Ocultacion > Registro

Culpabilizacior—s Raiz del
problema



Gestion de Riesgos en Unidades Clinicas
Concepto

« Actividades destinadas a identificar, evaluar y tratar
el riesgo de que se produzca un efecto adverso (EA)
durante el proceso de asistencia sanitaria.

« Analizan los defectos del sistema: organizativos o
fallos del proceso

* Objetivos
Evitar el EA: prevencion
Minimizar sus consecuencias negativas



Gestion de Riesgos en Unidades Clinicas
Fases

1. Identificacion del riesgo
—  Fuentes de informacion
—  Técnicas de identificaciéon de riesgos

2. Evaluacion del riesgo (analisis causa-raiz y AMFE)
- Frecuencia
Consecuencias

—  Coste

3. Tratamiento del riesgo: prevencién



Gestion de Riesgos en Unidades Clinicas
Elementos basicos

« Apoyo del responsable de la unidad

» Estructura de apoyo del GdR
— Personal facultativo
— Personal enfermeria

— Unidad de Calidad Hospitam odologia

e Sistema de informacion

* Metodologia de analisis y mejora de la seguridad del
paciente



Gestion de Riesgos en Unidades Clinicas
Fuentes de informacion

« CMBD

Informes de alta

Bases de datos especificas
Reclamaciones SAIP

* Infecciones:
— Comite infecciones
— EPINE
— PREVINE..



Gestion de Riesgos
AMFE (analisis modal de fallos y efectos)

Seleccion de un proceso
Grupo de trabajo

Diagrama (de flujo) del proceso
__inicio fin
Modalidades de fallo en cada paso del proceso

Tabla de analisis de riesgos: riesgo-indice de priorizacion
IPR
Tabla de acciones de mejora: fallos y acciones de mejora



Ejemplo.- Traslado de un paciente desde Reanimacion hasta la planta de Cirugia

Medios no disponibles

No comunicacion a la planta. Alta en
Alta inadecuada . . 7
Informacion clinica inadecuada Reanimacion
Desconexion de drenajes, sondas, vias Transporte
Personal acompanante inadecuado
Falta de documentacion
No disponibilidad de enfermeria .,
Habitacion no preparada Recepcion

por enfermeria

Valoracion incorrecta por enfermeria
Ausencia del médico

Registro erréneo

Registro ilegible

Control inadecuado de vias, drenajes y
sondas.

v

Cuidados

A\

Ajuste de
tratamiento

Valoracion inadecuada del paciente
No revision de las 6rdenes de REA
Registro erréneo

Registro ilegible




Ejemplo

TABLA DE ANALISIS DE RIESGOS

PROCESO: Traslado desde REA a planta FECHA: 17/11/2005 PG N°2
MIEMBROS PUNTUACION |. Gravedad l. Aparicion I. Deteccion
EQUIPO: Catastrofico Frecuente 9-10 Baja 9-10
Mayor Ocasional 7-8 Moderada 7-8
Moderado Infrecuente 5-6 Ocasional 5-6
Menor Remoto 1-4 Alta 1-4
PASOS DEL PROCESO POSIBLES FALLOS POSIBLES CAUSAS POSIBLES EFECTOS PUNTUACION
IG| IA ID IPR

AJUSTE DE
TRATAMIENTO

eValoracioén
inadecuada del
paciente

eNo revision de
las ordenes de
REA

3.Registro
erréneo o
incompleto

-Sobrecarga asistencial
-Falta de experiencia

-Sobrecarga asistencial
-Falta de experiencia
-Delegacion de
funciones por parte de
los médicos

-Exceso de confianza

-Desconocimiento de
la existencia del
registro en uso
-Sobrecarga asistencial

-Diagnostico
equivocado
-Empeoramiento
-Muerte

-Diagnostico y
tratamiento
equivocados
-Prescripcion de
pruebas inadecuadas
-No prescripcion de
pruebas necesarias
-Empeoramiento
-Muerte

Tratamiento
incorrecto
-Prescripcion de
pruebas inadecuadas
-No prescripcion de
pruebas necesarias
-Cuidados
inadecuados




Gestion de Riesgos
Analisis de causas raiz

\ 4
Causas

l

Fallos funcionamiento

\4



Gestion de Riesgos
Analisis de causas raiz: metodologia

Identificacion del EA
Seleccién del equipo

Recogida informaciéon
— Lugar y momento
— Unidades involucradas
— Fases del proceso
— Elementos estructurales y personal

Mapa de los hechos
Factores y causas desencadenantes
Analisis de causas raiz

Acciones de mejora



AT,
AHRO QUALITY INDICATORS

Guide to
Patient
Safely

Indicators

AHRQ Quality Indicators
Guide to Patient Safety
Indicators

Department of Health and Human Services
Agency for Healthcare Research and Quality

http://www.qualityindicators.ahrqg.gov
March 2003

Version 3.1 (March 12, 2007)


http://www.qualityindicators.ahrq.gov/

PSI (patient safety indicators)

Complications of anesthesia (PSI 1)
Death in low mortality DRGs (PSI 2)
Decubitus ulcer (PSI 3)

Death among surgical inpatients with serious
treatable complications (PSI 4)

Foreign body left in during procedure (PSI 5)
latrogenic pneumothorax (PSI 6)

Selected infections due to medical care (PSI 7)
Postoperative hip fracture (PSI 8)
Postoperative hemorrhage or hematoma (PSI 9)

Postoperative physiologic and metabolic
derangements (PSI 10)

Postoperative respiratory failure (PSI 11)

Postoperative pulmonary embolism or deep vein
thrombosis (PSI 12)

Postoperative sepsis (PSI 13)

Postoperative wound dehiscence in abdominopelvic
surgical patients (PSI 14)

Accidental puncture and laceration (PSI 15)
Transfusion reaction (PSI 16)
Birth trauma -- injury to neonate (PSI 17)

Obstetric trauma -- vaginal delivery with instrument
(PSI 18)

Obstetric trauma -- vaginal delivery without
instrument (PSI 19)
Obstetric trauma -- cesarean delivery (PSI 20)



Gestion de Riesgos en el bloque quirurgico
Prevencion: checklist

. Area de alto riesgo EA
 Aplicacion de industria aeronautica

« Estrategia de verificacion de todo el proceso de atencion
del paciente desde su entrada hasta su salida del area de
quirofanos

« Confirmacion verbal por parte de todo el equipo
quirurgico (enfermeria, anestesia y cirujanos) de una

serie de items relacionados con
> identidad del paciente

> el procedimiento quirurgico > medicacjén an§sté§ica
> lugar y lado a intervenir > aparataje y protesis

> alergias medicamentosas > reserva de sangre

> profilaxis antibiotica y TEP > esterilidad del material

> jdentidad de especimenes
> contaje de material



Ventajas checklist

Adaptable al entorno local
Basado en evidencia cientifica

Evaluado en diferentes centros de todo el
mundo

Promueve practicas seguras

Minimos re tacion
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A Surgical Saley Checklist o Reduce Morbidity
and Monaliy in a Global Populaton

Al O leynes MDD, MPI1I. Thames G. Weper, MD. MP. |,
Wikem R Cemy, MD, M Pl StwarP. Jpsiz, 3D,
Abdel-lled . Dreizat, M.O. Ph D. L. Patcden Celinger, MD.,

Teodceo | lerbosa M.D., Sudh 1 Joseph, ME., Pasoence L. Kibatala MO,
Marnie Carmels M Leptan, M.D., Alar I Memy, MDD, CL. TANZ.CA TRCA,
Krizhna Mocrtw, MO, TR.CE., Richard K Feznick, M DL M.[4, Ory=Tar oc. MWD,
end MulA Garace M D. MPI. for the Save Swgery Saves Lives Stedy Croup®

ABETRACT

DACESEOUND
Surgey has become an integra! part of gobzl ezl care, with @ extimated 234
mi oo cperaticn s performed yeady, Sumpieal complications ars comman and often
preventadle. We hypochesizec that 2 program to mplement 2 13-tex surgca
safrty checkEs: designsd to improve team commmaication ad coosisency of care
wouald reduce comp icztions and deaths assoc sted with surgery.
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Canxda; Vew D2hi, [acia; Amman, lordan, Sucdasc, New 2eaand; Maxa, Phil
ippraes; [f2kara Tanzan:a, Londox, Togland, and Seastle WA representio g a var-
oty of economic drcamstances and dverse populations of patimats particpaced i
tae Weald Il=d b Orgmization’s Safe Surgen Sares Lves prograx. We prospec
trely ccllected datz2 om cinkzl procezses and cutcomss from W10 coomecutivey
myoll=d patieats 15 rears of age or o derwho wers macerpoing acncardisc sryery.
We subseguently ocllected data cn 39T conseutirsdy enrdd'ed paticats after the
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RCIULTS
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CONCLUSIONS
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Gestion de Riesgos en el bloque quirurgico
Prevencion: checklist

« Multicentrico 8 hospitales economias diversas
* Procedimientos quirurgicos (no cirugia cardiaca)
« 3955 pacientes checklist vs 3733 pacientes control

 Checklist: 19 items

— Antes induccion anestésica
— Antes de incision
— Antes de salida del quir6fano

« Objetivos: mortalidad y morbilidad / implementacion de 6 medidas

Infeccion sitio 6.2 P<0.001
Reintervencion 2.4 1.8 0.047
Mortalidad 1.5 0.8 0.003
Complicaciones 11 7 P<0.001

Haynes AB. N Engl J Med 2009; 491-9



Checklist

« Puede prevenir > 90% de los errores y EA causados en el area quirurgicas

. Redu,ce los problemas o errores de comunicacion del personal del area
quirurgica

 Facilita la relacion del personal del area quirargica, reduciendo la
tension ambiental

« Buena aceptacion por el personal del area quirurgica

De Vries. Qual Saf health Care 2009; 18: 121-6

Lingard. Qual Saf Health Care 2004; 13:330-4

Nilsson. Acta Anaesthesiol Scand 2009

Lingard. Arch Surg 2008; 143:12-17

National Patient Safety Agency. WHO Surgical Safety Checklist



REVIEW

Achieving the National Quality Forum’s “Never Events

"

Prevention of Wrong Site, Wrong Procedure, and Wrong
Patient Operations

Robert K. Michaels, MD, MPH,* Martin A. Makary, MD, MPH,1 Yasser Dahab, MD,*
lIrank J. I'vassica, MD. [ Lugenie Heitmiller. MD,* Lisa C. Rawen, RN, DN5c,y
Richard Crotreaie, MLLY Henry Lrem, ML)," and Peter J. Pronovost, ML), Phl)¥

ObJective: Review the evidance rezarding methocs 1o prevent
wrong site cperations and presant a framework that healthcare
orgamzabions can use to avalucte whether thev have reduced the
probability of wrong sitc, wrong procedurc, and wrong patient
opzrations

Summary Background Data: Opcrations involving the wrong sitc,
paticnt, and procedure continue despite national efforts by regulators
and profcssional orgamizations. Little s known about cffective
policies to reduce thess “never events ™ and healthcare profes-
sional™s knowledge o appropriate: ise of these policies o mibgale
evenls

Methods: A Literature review of the svidence was perffonmed

use to start cvaluatmg whether they have reduced adverse cvents in
oncrations.

(Ar: Surg 2007;215: 526-532)

D-«p:lr a revent surge i ]HIlt‘ll sty Awsreness, pre-
ventahle ham to sirgical vh~nh remains a 1mh|rm
Wiong site, wrong procedore, aml wrong person surg eal

pri umllm‘\ cAr |u‘( alastn 1p|m 10 [mll-nl\ hesaltheare profes-
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EDITORIAL » EDITORIAL

Garth T.. Warnock, MD
Coedivor, Camudion Journe! of Sargery

Of surgeons and safety checklists

and repor: by the Safe Surgery Saves Lives Study

CGroup abanr rednerion of morhidiry and mormaliry
in a global populavon through the use ol a surgical safewy
checklist.' In Canada, recommendadons o adopt the
checklist have been endorsed by the Canadian Padent
Safery Instimee, several national specialry sncieries and
provineial councils on patent satery and yualiy. Linple
mentton of a checklis. is now an accreditavon standard
[or Canadian hospiials. By now, sullicient time has elapsed
for wide implemenzaton. A quick tour of hospital oper-
aring roams (OR<) thramghour the connrry eonfirms thar
pousters 1lenatying a muldphase cliecklist huve been
adopred ww the culeure of die OR.

A kev quesuon persists as 1o whether adopdon has Qlly
penetrazed the practice of OR teams and whether it has
vielded a positive impaer on padent sy ac the local level.
Nort infrequently, surgeans reporr thar the cheeklist is merely

an adunmarmve exerciss moneer ascvrehicmon seoudards. An

N early 2 years has elapsed since (he landmark swdy

2 2MA Crnoacin~ Mediral As=aciataon

with checklists in the coniext of a growing mandate o pro-
vide a patienc-centred approach to safety and quality
impravement. This mandate has specified 2 mimber of
strategies [or clinical services. The [irst is cucomes moni-
toring. From a process/compliance perspecive, checklist
compliance may be menitored. More importanty, end-
resiule monisoring is forchenming o track such events as
surgical site mfecuons, postoperatve pneuinoniy and
thromboembclism. An example of this is the American Col-
lege of Surgeons’ Nadomal Surgical Qualiy Improvement
Project (NSQIT), which has in recent vears been ted in
2 Brirish Colomhia haspirals and soon will rel? nur to nther
sites chroughout dhae province, An unporzine uspect of
NSQIF 15 the ability w adjust die dum according w padent
risks. A second major strategy is that of ongoing surveil-

lance. Typically, case series audits have fulfilled this role,

and soeme have heen snirble for pnhlicarion n this jonrnal.
Hawever, novel safety repordng svsrems are foensing on
struerura ! dar calleenon and nsk ahosninenr such as rhe

Car JSurpg, Val 13, Na. 6, Dacambar 040 365



ORIGINAL ARTICLE

Evaluation of a Preoperative Checklist
and Team Briefing Among Surgeons, Nurses,
and Anesthesiologists to Reduce Failures

in Communication

Lorelei Lingard, PhD; Glenn Regehr, PhD; Beverley Orser, MD, PhD; Richard Reznick, MD, MEd; G. Ross Baker, PhD;
Diane Doran, RN, PhD; Sherry Esptn, RN, PhD; John Bohnen, MD; Sarah Whyte, MA

Objective: To assess whether structured team brief-
ings improve operating room communication.

Deslign, Setting, and Participants: This 13-month
prospective study used a preintervention/postinterven-
tion design. All staff and trainees in the division of gen-
eral surgery at a Canadian academic tertiary care hospt-
tal were invited to participate. Participants included 11
general surgeons, 24 surgical trainees, 41 operating room
nurses, 28 anesthestologists, and 24 anesthesia trainees.

Intervention: Surgeons, nurses, and anesthesiologists
gathered before 302 patient procedures for a short team
briefing structured by a checklist.

Main Ovtcome Measwre: The primary outcome mea-
sure was the number of communication fatlures (late, in-
accurate, unresolved, or exclusive communication) per
procedure. Communication fatlures and their conse-
quences were documented by 1 of 4 trained observers
using a validated observational scale. Secondary out-

comes were the number of checklist briefings that dem-
onstrated "utlity”™ (an effect on the knowledge or ac-
tions of the team) and participants’ perceptions of the
briefing experience.

Reswits: One hundred seventy-two procedures were ob-
served (86 preintervention, 86 postintervention). The
mean (SD) number of communication faflures per pro-
cedure declined from 3.93 (3.20) before the interven-
tion to 1.31 (1.33) after the intervention (P << .001). Thirty-
four percent of briefings demonstrated utility, including
tdentification of problems, resolution of critical knowl-
edge gaps, deciston-making, and follow-up actions.

Concluslons: Interprofessional checklist briefings
reduced the number of communication fatlures and
promoted proactive and collaborative team communi-
cation.

Arch Surg. 2008;143(1):12-17

OOR COMMUNICATION IS THE
single most frequent cause of

ing of clinical goals, " teamwork,"' and com-
munication.'* However, these studies have



Information Transfer and Communication in Surgery
A Systematic Review

Kamal Nugpal, MS, MRCS, Amit Vuis, MRCS, Benjamin Lamb, MRCS, Huian Ashrafian, MRCS,
Nick Sevdalis, BSc, MSc, PhD, Charles Vincent, PhD, and Krvishna Moowthy, MD, FRCS

Objectives: Wecondoe len] i sysenstic neview ol publisbes? Tiecdore Lo giin
a betier understanding of interprefessional informaten wranster and commu-
nicaticn (ITC) in hospital sctting in the ficld of surgical and ancsthetic care.
Backeround: Commwnication breakcown: are 2 common cause of surgical
(SR8 a8 ;l'lli ill‘.\'("!“ evanls.
Dhnta Sowrees: Medline, Finhice, PsycINFOL Cochiame Thitidrese o Sysiem
atic Reviews, and hand scarch of anticles Sibliography.
Study Selection: Of the 4027 citations identified through the initial slec-
fromme seaeeh el sersene! Tor poss ble e Tosion, PO articles wans nelianesd
talloowing title and ahstmer reviews. (F shese, 8 were aceepted for this
rovicw.
Data Lxtraction: Data wers extracted from the swdies about o5jectives,
clinizcal domain, methodology including study design, zample population,
foels Tor esssaing commumeation, resulls, and Boolaions.
Resnlts: Inthrmation rrenster tarhores are common in surgical care and are
distributed across the continuum of care. They not only l2ad to crrors m care
prrowvasoon bot alao Tend o praatien baem Maost a7 the arlicles fave Tocased on
ITC processs v dilTerent plases sspecinlly noopeasting moem None of the
studics have looked at whoele of the surgical care process. No standard teol
hzz been develeped to capture the ITC precess in different teams and to
evaluate the effect of various corurnurication intervertions, Uses of stan-
disndizecd commuication throvph checklst, profonme, cml echnology o
novicaons herve tmprovesd the TTCO srocess, with an alTect on climes:d] aned
aticnt oULCOmKs.
Conclusions: ITC defieits adversely affoer patient care. There is a need for
standard measures to evaluate this process, Lffecive and standardized
consouniclivn waong bealtboore professiomals during the perioperative
process facilitates surgical sarcty.

(Ara Surg 22520 205 259)

37% of crrors in criticél carc units were associated with verbal
exchanpes hetween nurses and physicians. In a retrospective shidy,
Wilson el ul® discovered thal communiculion errors were the leading
cause of udverse evens and were ussociuled with twice us many
dcarths as clinical inadequacy. Studics in various ficlds. ™ including
emergeney medicine and gencral practice have further confirmed
thar communication breakdown is one of the leading svstem factor
for udverse incidenls und errors.

Recent systems approuches Lo putient salely i surgery” ™"
have placed a premium con information transfer and communica-
tion (ITC). Lffective communrication is not enly a component of
lhe syslems approuch bul s ntegrul Lo the suceess of all other
factors. Morcever, the evolution of surgical carc toward & tcam-
bascd appreach crcates an urgent need to improve imterprofes-
sional ITC. Although a number of research reports, including
ohservation studies® and retrospective case record reviews®’
huve Wenlifed communicution failures us one of the leuding
causcs of adverse cvents, incidents or crrors, little is known about
thc specifics of surgeon I'1C. Despite the fact that communication
is a key factor affecting patient safety, thers is little research into
what tvpe of communication actually occurs hetween healthcare
professionals. The wols used for assessing the communiculion
and information transfcr have been variable and various inter-
ventions nsed to improve ITCs have heen implementad withour
wrough understunding of the process.

To wddress these linilutions. und (o svnlhesize the existing
rescarch on communication in surgery, we performed a sysicmatc
review of the litcrature, The specific objectives that this review sccks
to achieve are as follows:

* To chzracterize the quality and quantity of interprofessional com-



ORIGINAL S1TUDY

Prevention of Surgical Malpractice Claims by a Surgical
Safety Checklist

Lefje N. de Vries, MD, P, Manon E Eikens-Jansen, MSct, Alice M. [Tamersma, MSci.
Susanne M. Smavenburg. MD, PhDL. Dirk J Gouma, MD, PhDy  and Mavia A. Becrmeesier, MD. PaD*

Ohjective: loassess what praparton of surpical ralpracnce clams mighn be
prevanmed by o v of o swigical salely checklist

Backoreund: Surgical cisciplines are overrepresentad in the dismbation of
advare events. The racertly described maladisciphinary SURzweal PAtient
Salely Systoun (SURPASS ) chicelist covurs e cntine surgral pallrecy Foo:
adnuissien o dischange and 1= bema validated in vanous wavs, Malpractice
clivmsconditutes i ot seuras o infurmsdioonecsn verse avenls. Tnthis
study, surgical malpractice claims were evalaared in dotail o assess the pro-
aarmon and nanre of ¢ arme that mipht have baer preveared iFthe SR PARS
liechlist Lad been used.

Methods: A retrospestive claim record review was performed using the
databose ot the brgest Ihitch insrance comrpany for medical lallity Al
acocptad or settled Gdused sugival aalprucios cuans Ghad gs @ conseyueace
of an meident that occurrad detween January 1, 2= anc December 31, 2005
werre pclodes] Tratieon he types ol nstcaemes o fae vciden baond contnbuating
factors were axtractad. All contributing factors were compared to the SUR-
PASS checklist o assess which e dents the checklist mipht have praveated.
Results: Wee i ludid 29 clunus, Failure in Gugioss wud peroperuiive dae

age were the most commen types of meident; coaniuye sontmdutng factors
were prazent m two thirds ofclvms. Ofa il af 112 cartmbating factnrs, 2V
aaighl Lave been inereeptad by tee SURTFASS cheeilist, The Jheeklis! gl
Aave preveared 0 of deatks ard Y% o weaiderts lzadine o permanent
Jurnage.

Cenclusion: Nearly ene-third of all contributing factors in secepted sungisal
malractica chimes af patients that bad undervans sirgery right have heen
inteceped by vang g cvaap el asive swrgcal salfsty chacklis, A coasiderable
amcunt of damags, beth physical and financial, 1 bkl 12 be proventad by
asing the SITRPASS checklis

(Aan S 20010400 14

shown that the majority of surgieal crrars aoour mrside nf te aper-
cting room.” "™ This perception formed the basis tor the SURgical
PAticnt Salely Systam (SURPASS) checklist, the devilopment of
which was inmated as carly 25 2004 SURPASS wag developed hased
on literature and recl-time observotion data, and subsequently vali-
dbated i surgies’ pm:licc.’ SURPASS ix # surgrical safely chocklis
that covers the entire surgiczal pathwav from admission to discharge.
It wims o improve surgice! pativnl sulecy by providing o frume o
the surpical pathway and promoaing interdiseiplnary communica-
tion. 1he checklist is split up into the different stages of the pathway
(preoperalive wand, operaling rovm, eewvery of nlensive care unil,
Postaperznve ward, and discharge) and s ru:ltidis:ij.li'nry ward
Jdocler, nurse, surgeon, anpestwesiologist, und vperaling essistunl ure
all vezponsitle for complerion af parts of the eheeklizs | Table 1),

Ihe external validation of SURPASS 1s being pertormed (n
vuricus wivs: by obsersation techmigues, by rewl-ume regislralion of
rerecpted incidents, and hy smidying the effeer of the cheeklist on
patient outcomes in a multicenter setting' . Malprectics cloims con-
shitnle an inlerestng sepplement Lo the abveamentioned mcthods.
Althaugh not every malpractice claim is tha consequence 0¥ an ad-
verse evenl, they provide a broad celcianent poinl for infosmation on
madical crrars snd adverse events, represene large proaps of ‘palicnlz
and focus on adverse svents that led o serious outcomes. ™' 41°

In e present sludy, surgical malpructice claims were evilualed
'n dctail to assass the proportion and natire o' claims that might have
been prevented 1 Fthe SURPASS checklist had been used

METHODS

Recard Selection
A retrospective record review was performied using the
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Surgical Case Listing Accuracy

Failure Analysis at a TTigh-Volume Academic Medical Center

Robert R Cima, M2, MA; Curt Hale, BS; Anantha Kollengade, Phi), MBA:
Jamas O Rogers, PME; Stephim 100 Cassivi, M, M8z Claade Deschamps, W)

Hypothesis: escribe the incidence, type, and detec-
von method ol surgical listing errors and implement o
syslem Lo reduce ecrors.

Peslgn: All ervors/dizcrepancies between the surgical hst
myg, and the performed pracedure reported ra an insnm
tional event line during 2108 were analyzed.

Selting: \cademic terfary medical conter.

Main Quicome Measures: Lrror churuclenstes and
detection mode were documented. Ao error causal Lree
analvsis was developed and vsed to modity the standard
hering process to reduce errors.

Reswlis: During 2008, 739 Hatinp errars were reported of
35 197 surgical procodures for an errar rate of 1.38%. Na
wrong-site surgeries occurred. The errors were missing lai-
eralily (501, 667%]), incorrectside (108, 14%) wcorrect List

ing besides laterality (H6: 1149), and other (64; 943). Iden-
tlication/correction ol the Iisting ¢rror vecurred in the
lollowing areas: nurzing review Lie evening prior o sur
wery (317, 66%), preoperative adimission unit (132: 177%),
operating room (986: 1279%). recovery room (6: 0.8%), and
nrher {&; N.8%). Using a causal tree analysis, error proof
ing strategics applied in an electronic standardized case
listing sysrem sipnificantly reduced the errar rate from
15055 o 054146 (P05 and 2.06% to 0495 (P <2.05)
in gynecologic and colorectal surgery, respectively.

Conclusions: Surgival listings errors ocour with a low
constant rate across specialties. The majorities of errors
were related o lareraliry and were detecred priar to sur
pery. Anclectronic listing system using standardized case
descriptions wirth required lateraliry significantlr re
duced the error frequency.

Arch Surg. 2010:145(7:641 646




..Ultimamente viene fallando...ayer dejé de funcionar

...la semana pasada se utilizoé el dltimo.....y si no lo han
repuesto...

...le han pintado el lado derecho...pero en la historia
consta el contrario..

..¢le ha pasado el antibidtico de la profilaxis?...
..la culpa es del jefe que ya lo sabe..
..no quedan...



Conclusiones

Garantizar la seguridad del paciente constituye
uno de los objetivos de todo sistema sanitario.

El bloque quirurgico es un area de alto riesgo de
efectos adversos.

Un numero importante de EA en el bloque
quirurgico pueden prevenirse mediante
checklist.

La gestion de riesgos es una herramienta util
para garantizar la seguridad del paciente.






