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— Perceptual confusion
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— Blends and spoonerisms
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TeamSTEPPS

Outcomes of Team Competencies
Knowledge
Shared Mental
Attitudes SERFORMANCE
Mutual Trust A&
Team Orientat
Perfnrman::e
Adaptability Lesdership
Accuracy .
Productivity
Efficiency -
Sﬂfﬂt:ﬂ' Mutual
Support
SKILLS

TIE N

KNOWLEDGE ; ATTITUDES
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Joint Commission’s National Patient Safety Goals for Hospitals
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SURGICAL SAFETY CHECKLIST (FirsT EpiTion)

O

Before induction of anaesthesia serprprrr

PATIENT HAS CONFIRMED
+ [IDENTITY

* 5ITE

* PROCEDURE

* CONSENT

SITE MARKED/NOT APPLICABLE

O

ANAESTHESIA SAFETY CHECK COMPLETED

PULSE OXIMETER ON PATIENT AND FUNCTIONING

oo

oo

oo

mEREE FRR

DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO
YES

DIFAICULT AIRWAY /ASPIRATION RISK?
NO
YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF =500ML BLOOD LOSS

(TML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

Before skin incision seprpprrrrrrrr

O

CONFIRM ALL TEAM MEMEBERS HAVE
INTRODUCED THEMSELVES BY NAME AND
ROLE

SURGEON, ANAESTHESLA PROFESSIONAL
AND NURSE VERBALLY CONFIRM

* PATIENT

* 5ITE

* PROCEDURE

ANTICIPATED CRITICAL EVENTS

SURGEOM REVIEW 5: WHAT ARE THE
CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED
BLOOD LOS5?

ANAESTHESIA TEAM REVIEWS: ARE THERE
ANY PATIENT-5PECIFIC CONCERNST

NURSING TEAM REVIEW 5: HAS STERILITY
{INCLUDING INDICATOR RESULTS) BEEN
CONFIRMED? ARE THERE EQUIPMENT
I55UES OR ANY COMCERNS?

oo

OO

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WITHIN THE LAST 60 MINUTES?

YES

NOT APPLICABLE

I5 ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

Before patient leaves operating room

NURSE VERBALLY CONFIRMS WITH THE
TEAM:

[J THE NAME OF THE PROCEDURE RECORDED

[0 THAT INSTRUMENT, SPONGE AND NEEDLE
COUNTS ARE CORRECT (OR NOT
APPLICABLE)

[0 HOW THE SPECIMEN |5 LABELLED
(INCLUDING PATIENT NAME)

[0 WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

O SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT
OF THIS PATIENT

2 37 N BRTRRR R EL R A B A REH RSN TOES
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100K /ives Campaign

SOME IS NOT A NUMBER. SOON 15 NOT ATIME.

(200541 H ~200646 A )

Deploy Rapid Response Teams
(BEIx i F— LERIE)

Deliver Reliable Evidence-Based
Care for Acute Myocardial
Infarction
(TETURIZEDCAHDHEERE)
Prevent Adverse Drug Events

Through Medication Reconciliation

(AR FFEEICKDEFIE
BB LE)

Prevent Central-Line Infections
(P EEARIL— R F[h)
Prevent Surgical Site Infections
(FTRIER R Fh)

Prevent Ventilator-Associated
Pneumonia

(N Tk 25 B fih ¢ 7 1E )

EETEICET S

Prevent Harm from High-Alert
Medications

(INAJRDZERIEHDRFLE)
Reduce Surgical Complications
(S EFHEDREL)

Prevent Pressure Ulcers
(BE5FH)
Reduce MRSA (MRSAREER D)
Deliver Reliable, Evidence-Based
Care for Congestive Heart Failure
(TEFURIZHETSMELT
£87%)

Get Boards on Board

(Jmbe B EE DESBRIES)
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e JCAHO core measure set
— IDARE-RHEDEHEE L -0 0% F i
— EHARSAVEERDEZELED T YT AIE

« [ERTEDRRITHROURIZHET HIEZRIL?
— AHRQ ( Agency for Healthcare Research and Quality )
* Prevention Qls
* |Inpatient Qls
e Pediatrics Qls
o Patient Safety Indicators
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http://www.jointcommission.org/PatientSafety/SpeakUp/
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Patient Safety Organization
(BERETEHE)

The patient safety and quality improvement
act of 2005

JCAHO, AHRQ, IHI, etc
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EfRF=

ISQua (International Society for Quality in Health Care)‘s International
Conference (10 B t&)

International Forum on Quality and Safety in Health Care (4 At&)
Annual National Forum on Quality Improvement in Health Care (12 Ht&)
International Meeting on Simulation in Healthcare (1 At&)

=4 Z4- =+

—+ 1’1‘1%& At
International Journal for Quality in Health Care
Quality & Safety in Health Care

Joint Commission Journal on Quality and Patient Safety
Journal of the Society for Simulation in Healthcare
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