Was wir haben:

e Wissen:

Teamverstandnis ist der Erfolgsfaktor fir Sicherheit!
Transparenz ist der Schlusselfaktor fir Verantwortung!

Qualitatswettbewerb als gesundheitspolitischer Trend
e [nstrumente: FvEea, FTA, CIRS, Pat-ID, Checklisten ...

* Systeme: Qualititsmanagement = Risikomanagement
- prozessorientierte Integrierte Managementsysteme!

Was wir brauchen? nichts!

WHY SO SLOW* 2?7

* Lucian Leape: After to Err is Human, IsQua Kopenhagen 2008
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25" |ISQua-Conference Copenhagen

e Lucian Leape Harvard School of Public Health, Initiator und Co-Autor ,To Err is Human*
After to Err is Human
1991 ... 1999 IOM-Report ... 2004 WHO ... diverse Aktivitaten bis heute:
Voluntary efforts at the frontline!"
Michigan: , Getting to zero“ 68 Hospitals

Lives saved: 1.578
Hospital Days saved 81.000
Costs saved 165.000.000 $

NO CLBInfection + NO VAPneumonia for > 6 months!
... totally eliminate!

Why doesn’t every hospital do it 2??

» Successful: WHy SO

- Patient Engagement

> Disclosure + Transparency SL OW
2

- Physician Performance
- Public Reporting / non-payment

= Teamwork is the secret of success !!!
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World Health
Organization

SURGICAL SAFETY CHECKLIST (FirsT Enimion)

Before induction of anaesthesia wwwwwwwrr Before skinincision ppwrrepprrrwws  Before patient leaves operating room

O PATIENT HAS CONFIRMED O CONFIRM ALL TEAM MEMBERS HAVE NURSE VERBALLY CONFIRMS WITH THE
« IDENTITY INTRODUCED THEMSELVES BY NAME AND TEAM:
* SITE ROLE
« PROCEDURE THE NAME OF THE PROCEDURE RECCRDED
« CONSENT O SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE VERBALLY CONFIRM THAT INSTRUMENT, SPONGE AND NEEDLE
O SITEMARKED/NOT APPLICABLE « PATIENT COUNTS ARE CORRECT (OR NOT
*SITE APPLICABLE)
O AMNAESTHESIA SAFETY CHECK COMPLETED * PROCEDURE

HOW THE SPECIMEN IS LABELLED

[0 PULSE OXIMETER ON PATIENT AND FUNCTIONING ANTICIPATED CRITICAL EVENTS (INCLUDING PATIENT NAME)
DOES PATIENT HAVE A: [0 SURGEON REVIEWS: 'WHAT ARE THE WHETHER THERE ARE ANY EQUIPMENT
CRITICAL OR UNEXPECTED STEPS, PROBLEMS TO BE ADDRESSED
KNOWN ALLERGY? OPERATIVE DURATION, ANTICIPATED

o BLOOD LOSS? SURGEON, ANAESTHESIA PROFESSIONAL
O Ve AND NURSE REVIEW THE KEY CONCERNS
[1  ANAESTHESIA TEAM REVIEWS: ARE THERE FOR RECOVERY AND MANAGEMENT
DIFFICULT AIRWAY/ASPIRATION RISK? ANY PATIENT-SPECIFIC CONCERNS? OF THIS PATIENT
O
O YES, AND EQUIPMENT/ASSISTANCE AVAILABLE O NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEN
RISK OF >500ML BLOOD LOSS CONFIRMED? ARE THERE EQUIPMENT
(7ML/KG IN CHILDREN)? SSUES OR ANY CONCERNS?
O no
D] VES, AND ADEQUATE INTRAVENOUS ACCESS HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
AND FLUIDS PLANNED WITHIN THE LAST 60 MINUTES?
a
O HOT APPLICABLE
IS ESSENTIAL IMAGING DISPLAYED?
o Ve
[ NOT APPLICABLE

rIS CHECKLIST IS NOT INTENDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRACTICE ARE ENCOURAGED.

... und es wirkt!

* The NEW ENGLAND JOURNAL of MEDICINE 360:491-499 (2009)
Haynes, A.B., Weiser, T.G., Berry, W.R. et a. for the Safe Surgery Saves Lives Study Group (WHO)

A Surgical Safety Checklist to Reduce Morbidity and Mortality

in a Global Population: M/

8 hospitals 7 )’ §

8 cities (Toronto, New Delhi, Amman, Auckland} wIQ IfSnI’ansania), London, Seattle)
I=ff 41

3.733 consecutive patients (before) > 3.955 consecutive patiel te@ cardiac surgery / age >16

1 year: 99
29

perioperative rate of death 1,5% (before) - 0,8% (after)
56 t > 32 § (expected: 59)

livessaved: # # # ¥ 4 d 80 b pd e b gttt ibttitg 2l

inpatient complications 11 % (before) > 7 % (after)
411 § > 277 1 (expected 435)

complicationssaved: $ ¢# % ¢ ¢ & ¢ % ¢ % ¢ ¢ &8 %4
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