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NQF (National Quality Forum)

Serious Reportable Events
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NQF (National Quality Forum)

Serious Reportable Events
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NHS (National Health Service)

The “never events” list 2011/12
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JCAHO Universal Protocol (20034F)
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JC(JCAHO)
Sentinel Event Alert
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JC(JCAHO)
Universal Protocol for Preventing Wrong Site,
Wrong Procedure, Wrong Person Surgery (2003)
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VA-NCPS
Ensuring Correct Surgery (2004)



VA-NCPS
Ensuring Correct Surgery (2004)
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VA-NCPS
Ensuring Correct Surgery (2004)
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VA-NCPS
Ensuring Correct Surgery (2004)
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The Australian Commission on Safety
and Quality in Health Care (2004)
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WHO'’s 10 Objectives for Safe Surgery
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COoifect She.

The team will use methods known to prevent harm
from ac orotecting
the patient from pain.

The tee ' leffective] pare for
life-threalelling 10ss Tl aliway o Tespiratory function.
The tec ' | efactiva) pare for

riSk Of Illvl I NINJNI A INJ I I

The team will avoid inducing an allergic or adverse
(
significant risk.



WHO'’s 10 Objectives for Safe Surgery

10.

The teamwill consistently Use metbadskinown to
min 0

The team will pr-22% 7~ 7 "~rtent retention of
Instruments or s “—~ rgical wounds.

The team wil' =20 207 2ozi2tely identify all

surgical spec

The team will effectively communicate and

exchar e conduct
of the Upctauull.

Hosnbnitals and nublic health svstems will establish

roL me
and results.
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Surgical Safety Checklist

SURGICAL SAFETY CHECKLIST (FirsT EDITION)

Before induction of anaesthesia »»»»»»»»» Beforeskin incision »»pwrrrssrersrs Before patient leaves operating room

PATIENT HAS CONFRMED
= [DENTITY
s SITE

CONFIRM ALL TEAM MEMEERS HAVE
INTRODUCED THEMSELVES BY NAME AND
ROLE

NURSE VERBALLY CONHRMS WITH THE
TEAM:

* PROCEDURE
= CONSENT

SITE MARKED/NOT APPLICAELE

SURGEON, ANAESTHESLY PROFESSIONAL
AND NURSE VEREALLY CONFHRM
* FATIENT

THE NAME OF THE PROCEDURE RECORDED

THAT INSTRUMENT, SPONGE AND NEEDLE
COUNTS ARE CORRECT (OR NOT

AMAESTHESIA SAFETY CHECK COMPLETED

» SITE
* FROCEDURE

PULSE OXIMETER ON PATIENT AND FUNCTIONING

ANTICIPATED CRITICAL EVENTS

APPLICABLE)

HOW THE SPEQMEN 15 LABELLED
INCLUDING PATIENT NAME)

DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO

SURGEON REVIEWS: "WHAT ARE THE
CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED

WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

BLOOD LOS5?

SURGEON, ANAESTHESIA PROFESSIONA |

YES

DIFFICULT AIRWAY /ASPIRATION RISK?
NO

AMNAESTHESLA TEAM REVIEWS: ARE THERE
ANY PATIENT-SPECIFIC CONCERNS?

AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT
OF THIS PATIENT

YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF >500ML BLOOD LOSS
(7ML/KG IN CHILDREN)?

NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEM
CCNFIRMED? ARE THERE EQUIPMENT
ISSUES OR ANY COMCERNS?

O
YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WTHIN THE LAST 60 MINUTES?

YES
NOT APPLICARLE

IS ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

THIS CHECKLIST IS NOT INTENDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRACTICE ARE ENCOURAGED.
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* SITE
* PROCEDURE
* CONSENT

0 sewmconoraricse  IEXIRL A A

ANAESTHESIA SAFETY CHECK COMPLETED r'*@j'bﬁﬁﬂ:
PULSE OXIMETER ON PATIENT AND FUNCTIONING ~ s
Enlashe———— / \ )|, X A~ A—AH—KE {5

DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO

TUILX—FHE

DIFFICULT AIRWAY/ASPIRATION RISK?
NO

YES, AND EQUIPMENT/ASSISTANCE AVAILABLE N e
S[EERREZEEYRD

RISK OF >500ML BLOOD LOSS

(7ML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

X4
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CONFIRM ALL TEAM MEMBERS HAVE
INTRODUCED THEMSELVES BY NAME AND

AND NURSE VERBALLY CONFIRM
e PATIENT

* SITE

e PROCEDURE

ANTICIPATED CRITICAL EVENTS
SURGEON REVIEWS: WHAT ARE THE

CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED

ANAESTHESIA TEAM REVIEWS: ARE THERE
ANY PATIENT-SPECIFIC CONCERNS?

NURSING TEAIVI REVIEWS HAS ‘STERILITY

CONFIRIVIED" ARE THERE EQUIPMENT
ISSUES OR ANY CONCERNS?

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WITHIN THE LAST 60 MINUTES?

NOT APPLICABLE
IS ESSENTIAL IMAGING DISPLAYED?

YES
NOT APPLICABLE
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AT 9 EH
NURSE VERBALLY CONFIRMS WITH THE N

TEAM:

THE NAME OF THE PROCEDURE RECORDED }j’ﬁ /i- - ':ﬁ%
THAT INSTRUMENT, SPONGE AND NEEDLE

COUNTS ARE CORRECT (OR NOT
APPLICABLE)
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HOW THE SPECIMEN IS LABELLED HEE = jj —" | Z . ﬁ'l' 1EEE§§
i, B 7 ~

(INCLUDING PATIENT NAME)

WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

EARDOSAN)L

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT

OF THIS PATIENT %%1:2’ 1)) ﬁ:ﬁ % D)) 35 ;El:\l‘\

BEDEE-BEICDONT
SVRIE - FREAR - B AR O
i




Surgical Safety Checklisth\#k>5 18

« FREBMHIE
o PRS- BXRBF XTI D #E i
« BRI
« BT

e A2 =™/ —I 3y




OASa=4H5—I a3 ICEHhAIEE

r _ @ @ @ O @O @O @@y comrea Aninrwncesrmcrrar 000 W0 00 0 oasnicacTaar anan
e W o =
[T Wowsanseyr o onmmEmmnonamarane | | e | |

FFAR B OVHLEIICIMM BB ALBNVELELDIE
E->TCWVAEOTIXERB DT,
AYITIHEBLZDIE. B ALHOIEVSIRFEYAE
BY . BICEFNIZTEETHAI LT,




L

HEFSHED

Al CallERIE A

\=-

PAHO | EOES) EMRO

" Toronto, Canada [il____London. UK

PAHO Il

Seattle, USA -

WPRO I

AFRO

Ifakara, Tanzania - Auckland, N

Z
7

v New Delhi, India )



fiT#& & HHE - SETHAKIEITE D

A\ BR1E FH DFE R

R—RZA4Y | FyI)RF P{iE
JiE 151 2% 3733 3955 -
ST 1.5% 0.8% 0.003
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SSI 6.2% 3.4% <0.001
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Haynes et al. A Surgical Safety Checklist to Reduce Morbidity and Mortality in a Global Population. New
England Journal of Medicine 360:491-9. (2009)
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okl SURGICAL SAFETY CHECKLIST (FirsT EDITION)
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Time Out
Surgical Pause
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National Health Service National Patient Safety Agency

A guide for conducting ‘Team Self-Review’
with Operating Theatre Teams

Taskwork + Teamwork = Team performance

e Taskwork:

EXRBE XTI 51=0
B 2 DA IN\—H 5N

— AN D THIEE 77
e Teamwork:
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National Health Service National Patient Safety Agency
Five Steps to Safer Surgery
‘How to Guide’
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National Health Service National Patient Safety Agency

Five Steps to Safer Surgery
‘How to Guide’
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NICE (National Institute for Health and Clinical Excellence)
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Include in Preprocedure
check-in as per
institutional custom:
Beta blocker medication

given (SCIP) oYes oNJ/A

Venous thromboembolism
prophylaxis ordered
(SCIP) oYes oN/A

Hormothermia maeasureas
(SCIP) o Yes
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