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Helsinki Declaration

A Anaesthesiology shares responsibility for
guality and safety in Anaesthesia, Intensive
Care, Emergency Medicine and Pain Medicine
including the whole perioperative process

A Anaesthesiology is the key specialty in
medicine to take up responsibllity for
achieving the goals listed below which will
notably improve Patient Safety in Europe



Established
In Helsinki on 14 June 2010

A Patients have a right to expect to be safe and
protected from harm during their medical care
and anaesthesiology has a key role to play
iImproving patient safety perioperatively.

A Patients have an important role to play in their
safe care which they should be educated
about and given opportunities to provide
feedback to further improve the process for
others.



Helsinki Declaration

A The funders of healthcare have a right to

expect that perioperative anaesthesia care wil|
e delivered safely and therefore they must
orovide appropriate resources.

A Human factors play a large part in the delivery
of safe care to patients, and we will work with
our surgical, nursing and other clinical
partners to reliably provide this.




Heads of Agreement

A No ethical, legal or regulatory requirement
should reduce or eliminate any of the
protections for safe care set forth in this
Declaration.



Principal requirements

A the European Board of Anaesthesiology (EBA
with European Commisioams for improving
Patient Safety in Europa cooperation
between European organisations.



Requirements for patient' s safety
INn OR by UEMS EBA and ESA

1. Allinstitutions providing perioperative
anaesthesiaare to patients (in Europe)
should comply with the minimum standards
of monitoring recommended by the EBA both
IN operating theatres and in recovery areas.

2. Allsuch Institutions should have protocols

and the necessary facilities for managing the
following:



Required standards and protocols:

A Preoperativeassessmenaind preparation
A Checkindgequipmentanddrugs

A Syringdabelling

A Difficult/ failed intubation

A Malignanthyperpyrexia

A Anaphylaxis

A Localanaesthetidoxicity

A Massivehaemorrhage

A Infectioncontrol

A Postoperativecare including pain relief



Standards requirements:

A All institutions should support the WHO Safe
Surgery Saves Lives initiative and Checklist.

A All departments of anaesthesiology in Europe
must be able to produce an annual report of
measures taken and results obtained In
iImproving patient safety locally.



Standards requirements:

A All institutions providing anaesthesiological
care to patients must collect the required data
to be able to produce an annual report on
patient morbidity and mortality.

A All institutions providing anaesthesiological
care to patients must contribute to the
recognised national or other major audits of
safe practice and critical incident reporting
systems.



Causes of severe adverse events
during anesthesia

A Exaggerated pharmacological effect, e.g.,
hypotensionduring extradural anesthesia or with
propofol; bradycardia and hypotension after opiates

A Anaphylaxis to one of the i.v. NMBAs or anesthetic
drugs

A Adverse reaction to another administered dreg.,
drug with premedication; antibiotic with induction;
analgesic, e.g., NSAID rectally or opiate
Intraoperatively

A Latex rubber allergy



Causes of severe adverse events
during anesthesia

A Reaction to intravenous infusion, for example colldiod,
plasma

A Allergy to other substance given, e.g., chlorhexidina or
diagnostic dye
A Problem with anesthetic technique, for example intubation

A Autonomic parasympathetic effects, e.g., durlagaroscopy,
peritoneal traction, arthroscopy, squisurgery, dental
surgery.

A Medical (nonrallergic) cause, for example septicaemia;
cardiac; severe asthma, pneumothorax; air embolus

A Malignant hyperthermia



Example of protocol for
management of sever adverse eve

s~ Anesthesia: Essays and
Researches

Review Article

Anaphylaxis during the perioperative period
Shrikant Mali



Anaphylaxis in OR

A The incidence of anaphylaxis during anesthesia has
been reported to range from 1 in 4000 to 1 In
25,000.

A Anaphylaxis during anesthesia can present as
cardiovascular collapse, airway obstructiangd/or
skin manifestation.

A It can be difficult to differentiate between immune
and nonimmune mastellmediated reactions and
pharmacologic effects from the variety of
medications administereduring general anesthesia.




Management of patient with suspected
anaphylaxisduring anesthesia

. Stop administration of all agents likely to
have causedhe anaphylaxis.

. Call for help.

. Maintain airway, give 100% oxygen and lie
patient flatwith legs elevated.

. Glve epinephrine (adrenaline). This may be
givenintramuscularly in a dose of 0.5 mgto 1
mg! ft GSNY I GAQGSt ez pn
(0.5 tol mL of 1:10,000) over 1 min



Management of patient with suspected
anaphylaxisduring anesthesia

A Second stepherapy

1. Givecorticosteroids (100 to 500 mg
hydrocortisoneslowlyiv).

2. Bronchodilatoranay be required for
persistentbronchospasm



Example of protocol for
management of sever adverse eve

BJ'A British Journal of Anaesthesia, 115 (6): 82748 (2015)

doi: 10.1093/bja/aev371
Advance Access Publication Date: 10 November 2015
Special Article

SPECIAL ARTICLE

Difficult Airway Society 2015 guidelines for
management of unanticipated difficult intubation
in adultst



Management of unanticipated difficult tracheal intubation in adults

Plan A:

acamask venhlation and tracheal intubation

Optmise head and neck posibon

Preoxygenate

Adequate nawomuscular blockade

Dwrect ! Video Laryngoscopy (maximum 3+1 attempts)
Extermnal laryngeal manipulaton

Bougie

Remove cnood pressure

Maintain oxypenabon and anaesthesia J
-

’ Dedare failed intubation

SAL insertion

Plan B: Mainta mng

oxygenahon

2nd generation daevice recommended
Change device or size (maximum 3 attempis)
Qxygenate and ventiiate

{D\:ddl'ﬁ failed SAD venlilation

Plan C: Facemask ventilatio

If facemask venlilabion impossible, paralyse
Final altempl al facamask ventdation
Use 2 person lechmgue and adjuncts

‘ Dedare CICO

Plan D: E

nergenay f

Scalpel cricothyroisotamy

If in difficuity s> call for help

[ Confirm tracheal intubation wath capnography J

i STOP AND THINK {
Options (considar naks and banefits)
Succeed 1. Wake the patient up
2. Intubate trachea via the SAD
2. Procead without intubating the trachea
! 4. Tracheostomy or cricothyroidotomy X
Succeed 3
[ Wake the patient up '

Post-operative care and follow up
| = Formulzte immediate arrvay management plan
| » Monitor for complcations
« Compleie airaay alert form
+ Explan to the patient in persan and n writing
*  Soncg writien rapart (0 GP and local databass

This Rowchart forra part of the DAS Curelnes for unanticipated diffico intubation in adulls 2015 and should be used in conjunclon with the text




Example of protocol for
management of sever adverse eve

EJA Eur J Anaesthesiol 2017; 34:332-395

Management of severe perioperative bleeding: guidelines
from the European Society of Anaesthesiology
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RESEARCH ARTICLE

Implementation of a Surgical Safety
Checklist: Interventions to Optimize the
Process and Hints to Increase Compliance

Gerald Sendlhofer'#*, Nina Mosbacher?, Leitgeb Karina', Brigitte Kober',
Lydia Jantscher', Andrea Berghold®, Gudrun Pregartner’, Gernot Brunner®, Lars
Peter Kamolz®

A A surgical safety checklist (SSC) is an
Inexpensive tool capable shifting the
hierarchical culture in the operating room and
fostering patient safety attitudes
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RRRRRRRRRRRRR
Implementation of a Surgical Safety
Checklist: Interventions to Optimize the
Process and Hints to Increase Compliance

Gerald Sendlhofer'**, Nina Mosbacher”, Leitgeb Karina', Brigitte Kober',
ia Jantscher', Andrea Berghold®, Gudrun Pregartner®, Gernot Brunner®, Lars

A Approximately 234 million operations are performed
annually and with regard to surgigailocedures the
WHO SSC has shown the potential to be effective at
reducing complicatiomnd mortality rates.

A Furthermore, positive effects on communication
procedures can also bexpected from using a
structured tool such as the SSC
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Implementation of a Surgical Safety
Checklist: Interventions to Optimize the
Process and Hints to Increase Compliance

Gerald Sendlhofer'**, Nina Mosbacher”, Leitgeb Karina', Brigitte Kober',
ia Jantscher', Andrea Berghold®, Gudrun Pregartner®, Gernot Brunner®, Lars

A The functioning of a checklist requires people to
make one salient change in their routipeocedures;
In particular, the operating theater team has to
pause during the team time o TO) and sign out
(SO) phases before continuing.
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RRRRRRRRRRRRR
Implementation of a Surgical Safety
Checklist: Interventions to Optimize the
Process and Hints to Increase Compliance

Gerald Sendlhofer'**, Nina Mosbacher”, Leitgeb Karina', Brigitte Kober',
ia Jantscher', Andrea Berghold®, Gudrun Pregartner®, Gernot Brunner®, Lars

A Multiple barriers such as misuse, nonuse or
Incomplete execution are reporteaind reduce
chances for the best possible outcomes.

A Reasons for this can lie in a laxfkpositive role
models or less than enthusiastic team members,
hierarchical barriers, limitefnowledge of correct
usage and inappropriate implementation
procedures
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RRRRRRRRRRRRR
Implementation of a Surgical Safety
Checklist: Interventions to Optimize the
Process and Hints to Increase Compliance

Gerald Sendlhofer'**, Nina Mosbacher”, Leitgeb Karina', Brigitte Kober',
ia Jantscher', Andrea Berghold®, Gudrun Pregartner®, Gernot Brunner®, Lars

A Thereby, activénvolvement in the implementation
phase as well as continuous evaluation and training
IS presumedo greatly impact the compliance and
acceptance by all team members



World Health Organization
Surgical Safety Checklist

A Adverse events in surgery are ~~
Important problemglobally. Mﬂ:ﬁf»
Many are preventable. |

A TheWHO Surgical Safety
Checklist habeenshownto
reduce surgical complications
andimprovecommunication
and teamwork irthe operating
theatre.

ATOTW 3285 WHO Surgical Safety Checklist (5th Feb 2016)




World Health Organization
Surgical Safety Checklist

A Key components to successful

Implementation ofthe checklist a,gﬂ.‘“@,
.u:ﬁ.,:\-“ 2

Include senior administrative
support, surgical bun, ensuring
underlyingprocesses of care are ir
place and the use dbcal
champions.

A Modification to suit local practice,
training, stepwisamplementation
and real time feedback on
performance improves uptake.

o

)\




Examples of near miss because o
lack of checklist compliance

A An 18yr old girlMs X came to theatre for anrgentappendicectomy
When the operating staff called to tlveard for Ms X, her nurse was busy
with another patient Anothernursehelpfully gathered the notes and
broughtMs X tothe operatingarea. AnanaesthetistDr A, had assessed
Ms Xonthe previous shift and had given a brief handovetiecurrent
anaesthetistDrB.DrB was approaching the ermd a busy 12hour shift,
with emergency cases on tpeority list. HavinganaesthetisedMs X,Dr B
was about togiveantibiotics and noticed that the allergy box on the
anaesthetiachart was left blank. She went to check the drug caadsaw
Ms X had a severe penicillin allergy. The nurse was unaware of this allerg
Ms X did not mention it beformductionand Dr A had forgotten to hand it
over toDrB. This was a near miss and could have been avoided if the
allergieshadbeenchecked before induction ahaesthesidR dzZNA y 3 { K
AYQ LI NI 2F 0KS.adzNHAOKE al FSdeée C

ATOTW 3285 WHO Surgical Safety Checklist (5th Feb 2016)



Examples of near miss because o
lack of checklist compliance

A An 18yr old girlMs X came to theatre for anrgentappendicectomy
When the operating staff called to tlveard for Ms X, her nurse was busy

with another patient Anothernursehelpfully gathered the notes and
brough“\/lcy tntha nnaratinnaraa AnanaacthatictNr A had ggsessed

Ms Xont - - ycurrent
aeesi | NAA VEry similar ousnin
with eme Ms X,DrB

b : : : con th
\;Vsjeastri S |tU atl O n I n my ;cérl;adesaw
Ms X hat . re of this allerg
Ms X did n to hand it
over toD p ra‘CtI Ce oided if the

allergieshadbeenchecked before induction ahaesthesidR dzZNA y 3 { K
AYQ LI NI 2F 0KS.adzNHAOKE al FSdeée C

ATOTW 3285 WHO Surgical Safety Checklist (5th Feb 2016)



Implementation of SSC

A A systematic review includirmyer 74 000 patient
records found a median incidence ofhospital
adverse events of 9.2% with approximately half of
those events being operation or druiglated, and
413% deemed preventable

ACKS AY 2F 0KAA&A Y2 h OK!
simple, efficient set of priority checks to improve
effective teamworkand communication and

encourage active consideration of patient safety for
every operation performed.



Constituent parts of the checklist

Sign Ing before induction of anaesthesia, ideally with
surgeon present, but not essential

Verbally verify, review with the patient when possible:
a. Patient identity

b. Procedure and site

c. Consent for surgery

d. Operative site is marked if appropriate (involving left
or right distinction)

e. Pulse oximeter is on the patient and functioning



Constituent parts of the checklist

Review between anaesthetist and checklist coordinator:

FTo tlGASYiQa NRaj] 2F of22R f 2z
children, it is recommended to have at leada®ye bore
iIntravenous lines or a central line before surgical incision and
fluids or blood available

g. Airway difficulty or aspiration risk. Where a potentially high
risk airway is identified, at a minimum tlag@proach to

anaesthesia should be adjusted accordingly, emergency
equipment must be accessible andapable assistant should be
physically present during induction. Symptomatic active reflux or
a full stomachkshould also be handled with a modified pjan



Constituent parts of the checklist

Review between anaesthetist and checklist
coordinator:

h. Known allergiesall members of team need
to be aware

I. Anaesthesia safety checks complete
(equipment, medications, emergency )
YSRAOLI GA 2 vardaésthdti risk) Sy 0 Q:



Time outc after induction and before
surgical incision, entire team

a. Each team member introduces him/herself by
name and role

b. Pause to confirm correct operation for correct
patient on correct site. Anaesthetist, nurse and
surgeonshould all individually confirm
agreement, plus the patient if awake



takes:

1S

Example of avoiding m
mark the patient for operat

10N




Gazeta

WROCEAWSKA

Gazeta Wroctawska  Aktualnosci

Tragiczna pomytka w
szpitalu przy Borowskiej.
Wycieli pacjentowi zdrowa
nerke. Szpital: to byt biad

WERONIKA SKUPIN
14 maja 2015 - Zaktualizowano 16 maja 2015, 15:46

fot. Archiwum Polska Press

Podczas operacji w Uniwersyteckim Szpitalu
Klinicznym przy ul. Borowskiej we Wroctawiu
lekarze usuneli pacjentowi zdrowa nerke,
zamiast chorej. Szpital przyznaje sie do biedu,



Time outc after induction and before
surgical incision, entire team

c. Review anticipated critical events

I. Surgical critical/unexpected steps, operative
duration, anticipated blood loss

. Anaesthetic patient specific concerns, for
example, intention to use blood products,-co
morbidities

. Nurses confirm sterility of instruments and
discuss equipment iIssues/concerns



Time outc after induction and before
surgical incision, entire team

d. Confirm prophylactic antibiotics where
required, was given within the 60 minutes prior
to skin incision. If nogiven and required,
administer prior to incision. If >60 minutes,
consider redosing the patient

e. Essential imaging displayed as appropriate



Sign outg during or immediately after wound
closure, before moving the patient out of the
operating room, whilssurgeon still present

a. Confirm operation performed and recorded

b. Check instrument, sponge/swab and needle
counts are complete. Where numbers do not
reconcile theteam should be alerted and take
steps to investigate

c. Check surgical specimens labelled correctly
d. Highlight equipment issues

e. Verbalize plans or concerns for recovery and
postoperatively, especially any specific risks



Konin: lekarze zaszyliw
brzuchu kobiety narzedzie
chirurgiczne. Pacjentka nie
zyje

werksi
2019-09-17 11:16




Surgical Safety Checklist

Before induction of anaesthesia

{with at least nurse and anaesthetist)

Before skin incision

[with nurse, anassthetist and surgeon)

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

R I o e T A

Has antibioti hvlaxis b . b
the last 60 minutes? g
O Yes

(] Mot applicabls

Patient Safety

B ork Al e e Bt Haal o e

=% World Health
=% Organization

Before patient leaves operating room
{with nurse, anaesthetist and surgeon)
MNurse Verbally Confirms:

0 The name of the procedurs
O Completion of instrument, sponge and needle
oS

[0 Spacimen lzbelling (read spacimen labels alowd,
including patient name)
O Whether ther i to be
£ are any sguipment problems

Anticinated Critical Event

To Surgeon:

J What are the oitical or non-routine steps?

[ How long will the case take?

J What is the anticipated blood loss?

To Anaesthetist:

(] Ara thers any patient-specific concerns?

To Hursing Team:

(] Has sterility (induding indicator results)
been confirmed?

[ Are thers equipment Esues or any concerms?

Is essential imaging displayed?
O Yes
[J Mot applicabla

This chedkdist is not intendad to be comprehensive. Additions and medifications to fit local practice are encouraged.

Revised 1/ 2009

To Surgeon, Anaesthetist and Nurse:

[0 wWhat are the key concarns for recovery and
nwla;fﬁ this patient?

@ WHD, 2009



World Health Organizatior (57

p

Surgical Safety Checklist

A A single person should be responsible for checking tl
boxes on the list and this can be any healthcare
professionaln the operating team, often the
circulating nurse.

A Thatnominated coordinator should prevent the team
movingforward beforeeach step has been addressed
Initially this could lead to tensions and resistance

within the team, butonly through consistently
following the safety steps will the most common and

avoidable risks be minimized

AToTW325¢ WHO Surgical Safety Checklist (5th Feb 2016)



Five Steps to Safer Surgery

Briefing M| Signin WP/ Time Out W Sign Out W Sign Out

\ . J \ : ) \ . J
Start of list WHO Surgical Safety Checklist for each patient End of list




Barriers to implementation of the
WHO checklist

Pragmatic challenges

Attitudes

Duplication with existing checklists leading to
irritation and ‘checklist fatigue’

Time consuming, inconvenient
Inappropriate timing
Poor communication

Unfamiliarity, confusion, who should prompt the
items

Absence of key team members

Using the checklist as a ‘tick box exercise’

Denial that routine tasks can be forgotten
Dismissive attitudes, lack of engagement

Hierarchy in the operating theatre discouraging
open communication

Embarrassment about introductions

Lack of support from leaders or managers

Resources

Underlying processes of care

Lack of resources such as marker pens,
antibiotics and pulse oximeters

Lack of antibiotic policies, protocols
No routine swab, needle or instrument counts




Top tips for successful
iImplementation of the WHO Checklist

A Leaders in surgery, anaesthesia and nursing
are very influential. It is important for leaders
to embrace patient safetgs a priority and to
use the surgical safety checklist for their own
cases.

A It is helpful to establish a local implementation
team, with representatives from anaesthesia,
surgery and nursing.his team should meet

on a regular basis to plan introduction of the
checklist.



Top tips for successful
iImplementation of the WHO Checklist

A The implementation team should lead staff
training,

A Training should be muiprofessional,
Incorporating the whole team.

A The implementation team should consider
whether to implement the checklist in one
area first or to introduce thehecklist uni
wide.



Top tips for successful
iImplementation of the WHO Checklist

A Retained swabs, needles or instruments are
the most commonly reported serious adverse
events in surgery

A A surgical instrument courghouldbe based
on standardisedrack or formal instrument
list.



Top tips for successful
iImplementation of the WHO Checklist

A Timely administration of antibiotics at least 15
but not more than 60 minutes before knife to
skin (including Iltaesarean section) Is an
effective intervention to reduce surgical site
infection, and anaesthetists can make an
iImportant contribution to reducing this
complication.

A It is important to establish local antibiotic

protocols and to maksure that these are
adhered to.



Top tips for successful
iImplementation of the WHO Checklist

A It is useful to encourage teams to
communicate clearly.

A Staff need to free themselves up from
distracting tasks when the checks are being
O2YL) SUSRZ ARDBdzNA RO £
2NJ W Y2YSYUO 2F arft Sy
attention.

A Thethe sign outtanbe completed whilst the
surgeon Is closing the wound



W  Commentary \

Surgeons and anesthesiologists: Need to communicate?

Atfter a series of confidential interviews with surgeons,
(Gawande et al. found 43% adverse events as a result of
communication failure.!"! Lingard et al. found 30% such
events among the various errors reported over a 3-month study

pertod 1n OR personnel, indicating a lack of standardization
[2]

and team integration.

How to cite this article: Goyal R. Surgeons and anesthesiologists: Need to
communicate?. J Anaesthesiol Clin Pharmacol 2013;29:2597-8.




5 key ways to strengthen the surgeen
anesthesiologist relationship
Written by AnujaVaidya September

12, 2014

1. Communicate.

2. Have mutual respect.

3. Explain potential issues.
4. Get to know each other.
5. Don't forget the goal.



Top tips for successful
iImplementation of the WHO Checklist

A Routine preanaesthesia safety checissthe
part of the WHO Standards for S&argery,
also the WFSA International Standards for the
Safe Practice of Anaesthesia 2010



Guidelines

Checking Anaesthetic Equipment 2012

Association of Anaesthetists of Great Britain and
Ireland

A A preuse check to ensure the correct
functioning of anaesthetiequipment Is
essential to patient safety:.






