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Bezpecnost’ pacienta a anestézia

Primum non nocere
Hippocrates, 370-460 p.K.




Roger Litwiller, MD
ASA President, 2003-2004




Co ocakava pacient

Bezpecnost’ a ochranu

Zobudi sa, nebude mat’ komplikacie
(zavazné i bezne), bude spokojny
Bude informovany o aktualnom a budidcom diani, da suhlas
Pobyt v nemocnici od prijatia do prepustenia nielen bezpecny,
ale aj prijemny

Bude sa o neho starat’ profesionalny, mily personal

PoCas anestézie bude pritomny kompetentny, bdely,
koncentrovany tim

DIhodobé zdravie, bez obmedzeni 1 vl




Bezpecnost’ a kvalita

Bezpecnost”: nepritomnost’ iatrogénneho poskodenia

Kvalita: dosiahol sa zelatel'ny vysledok
- zdravie, spokojnost’ pacienta ... naklady ...

Kvalitna starostlivost’ musi byt bezpecna



1846

16.10.

- Boston,







A=z
A. Nebezpecnost' anesteézie 28

28.1.1848 Winlaton, UK
- exitus pocas anestézie chloroformom (v 3. min)
Dr. Meggison
15-rocna Hannah Greener

4. Meggison TN: The fatal case of chloroform near Newcastle (correspon-
dence). Lond Med Gazette, New Series 1848; 6:254-5

7. Simpson JY: Remarks on the alleged cause of death from the action of
chloroform. Lancet 1848; 1:175-6

9. Snow J: Remarks on the fatal case of inhalation of chloroform including
additional explanations from Dr. Meggison. Lond Med Gazette, New Series 1848;
6:277-8




Parametre bezpecnosti anestézie (operacie)

1. Mortalita
2. Morbidita

3. Prihody (near-misses)




H. T. Beecher (1904 -1976)

A STUDY OF THE DEATHS ASSOCIATED WITH ANESTHESIA AND SURGERY*
BASED ON A STUDY OF 599,548 ANESTHESIAS IN TEN INSTITUTIONS 1948-1952, INCLUSIVE
Hexry K. BEecuer, M.D., axp Doxarp P. Toon, M.D.

FROM THE ANESTHESIA DEPARTMENT OF THE HARVARD MEDICAL SCHOOL AT THE MASSACHUSETTS GENERAL HOSPITAL, BOSTON

Ann Surg. 1954 Jul;140(1):2-35.

TasLe XXVI. Death Rates in Surgical Patients*
Classified as to Cause.

Based U'pon 599,548 Cases

Cause of Death—Primary Number Rate
Patient’'s Disease. .. ... ... .. ... ...... 6,325 1:95
Surgical Error (in diagnosis, judgment,
technic) . .. ... ... . 1,428 1 :420
Anesthesia Death..... ... .. ..... ... . 224 1 : 2680
Total.. .. .......... . . . ... 7,977 1:75

Anesthesia, Primary and Contributory. . ... 384 1 :1560

*Excludes patients who had no anesthesia and no operation
(see Table XXVII), and includes patients with anesthesia
without surgery,



Time 26.7.1954

Medicine: Pain & Patient-Killer

Last week two top Boston anesthesia experts,

Henry K. Beecher and Donald Todd, laid down evidence that
modern anesthesia is killing not only pain but is still killing a
shockingly high percentage of patients.



Vyvoj mortality

, Studie:
1940 100 / 100 000 USA
1960° 80/ 100 000 memecko

olandsko
1970° 30/ 100 000 ELaSr;cr:;}ﬁ;ko
1980° 10/ 100 000 N. Zéland

i Japonsko
1990 0,4/ 100 000 (1 : 250 000) Kanada

Haller 2013



Anestéziologicka mortalita

Od roku 1954 kontinualne znizovanie
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Anesteticka mortalita a vek/ASA

et Top— ) R

m / 100 000 Mortality/100 000 | 95% confidence

anesthesiological | interval

Anestéziou 0,69 procedures
podrienen P
Anestézia 4,7 0-7 years 0.6 0.12-3.2
priSpela 8-15 years 12 0.3-3.2

16-39 years 0.52 0.24-0.93

40-75 years 2.2 2.7-8.1

=79 years 21 8.3-34

AShcassifeation

ASAI 0.4 0.12-0.81

ASAII 5 1.6-9.1

ASAII 27 12-44

ASA IV 55 1.1-130

Lienhart, Anesthesiology 2006



Podiel zalob pre umrtie a poskodenie
mozgu, USA

®m Death = Brain Injury

41%

i 32%
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13%
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Haller 2013



Closed Claims Project (USA, od 1984)
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Fig. 4. Injuries by type of anaesthesia in surgical claims 1990 or later. Acute pain, chronic pain and obstetric anaesthesia claims
excluded. Claims with no anaesthetic or general anaesthetic + regional anaesthetic exduded. *p < 0.05 compared to MAC; **p < 0.01

compared to MAC.



Closed Claims Project

Cautery Fires Trends Over Time For MAC
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Closed Claims Project

Proportion of Respiratory Claims in time period (%)
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Problémy so statistikou

Zber udajov
Definicia anestéziologickej mortality

Pricina umrtia (pacient, anestézia, operacia)
- related vs associated

Casové obdobie (deri operacie, 24 - 48 hod, v nemocnici, 30 dni)

Menovatel
|\
\

Hnw 11! u u'j stics| /ﬂ




2. Morbidita (komplikacie)

Morbidita Vyskyt % Morbidita Vyskyt %

Mala 18 - 22 Predoperacne

Stredna 045-1,4 Pocas 45
Zavazna 0,2-0,6 Pooperacne 42
Kardialna 1-2

Perif. nervy 30 / 100 000 Lienhart 2006

Gibbs 2006
Staender, Curr Opin Anesth 2011

Mortalita: 1 /100 000 - 250 000
Zavazna morbidita: 1 / 170 - 500



3. Udalosti, prihody

Kriticka prihoda: ,Udalost’ (aj najmensia), ktora by
mohla viest’ (pokial’ by nebola odhalena), alebo viedla
k nezelanému vysledku, a to od st'aznosti, predlzenia
pobytu v nemocnici po trvalu invalidizaciu alebo umrtie®

Near-miss, prihoda: vcas zistena prihoda, neviedla
k negativnemu vysledku

Nehoda: prihoda s poskodenim pacienta
Sentinel event: prihoda vobec nemala vzniknut’

Je potrebné poznat’ faktory, ktoré sposobuju, ze prihoda
alebo near-miss sa stanu nehodou — morbidita, mortalita




Pyramida rizika (sird 1974)

1 fatalna prihoda

10 kritickych prihod

300 malych prihod

600 udalosti



Perioperacna mortalita

Mortality after surgery in Europe: a 7 day cohort study I

Rupert M Pearse, Rui P Moreno, Peter Bauer, Paolo Pelosi, Philipp Metnitz, Claudia Spies, Benoit Vallet, Jean-Louis Vincent, Andreas Hoeft,
Andrew Rhodes, for the European Surgical Outcomes Study (EuSOS) group for the Trials groups of the European Society of Intensive Care Medicine
and the European Society of Anaesthesiology™

Summary \ ;

Background Clinical outcomes after major surgery are poorly described at the national level. Evidence of heterogeneity  Lancet 2012; 380: 1059-65

EuSOS: 4 % (1,2 - 21 %) -
Switzerland: I—ql—|
B S R
Ocakavana 30-dnova mortalita: 1,3 -2 % | & "
1000x vyssSia ako anesteticka! s . ———
1-rocna mortalita: 5,5 % o i)
Italy | —
>65 rokov: 10 % o I .
Chirurgicka morbidita: 12 % e,
Adjusted odds ratio (95% Cl)

Figure 3: Adjusted odds ratio for death in hospital after surgery for each country

Clergue, Curr Opin Anaesth 2008
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Preco sa mortalita znizila

Inovacie vo vsetkych oblastiach

1. technologie
elektronicky kontrolované pristroje
sofistikovany monitoring
pomocky na zaistenie dychacich ciest ...

2. lieky

context sensitive time niekol’ko mindt

3. vzdelavanie

postgradualne vzdelavanie, standardy, ....
iniciativy pre bezpecnost,

a va hall-mae {miries)

= & 8 8§ E E B







Preco sa mortalita znizila

DalSie zlepenia temer dokonalych technickych
systémov?

Mozeme d'alej zvysit’ existujucu vysokU
bezpecCnost’?



Maximalna bezpecnost’

Deaths under anaesthesia are not inevitable

There should by no deaths due to anaesthesia
Sir Robert Macintosh, 1949

.I‘

‘3;.

I Wi
— ]

;. 4
L 5
4
4
3

vg,n

»
= "gaﬁ.n \
VD O SE D)
SOMN C-URITAS

1897-1989, 1947 prednosta, Oxford



.\EU

PSF

nt Safety Fou

http://eupsf.jkms2.de/



Staci to?

Morbidita Vyskyt %

Mala 18 - 22
Stredna 045-1,4
Zavazna 0,2-0,6
Kardialna 1-2
Perif. nervy 30 / 100 000
Mortalita: 1/ 100 000

Zavazna morbidita: 1 / 170 - 500

Staender, Curr Opin Anesth 2011



Ako d'alej?

Ludia budu vzdy robit’ chyby ...
Aj skuseni, vzdelani, zrucni, Cestni, tvrdo pracujuci ....

FATIGUE |

HUMAN FACTORS =~ ’f'?“srs%*:a%;'.gzz |

CONSIDERATIONS




VoOL. 51, No. 4
JULY, 1954

Psychological Bulletin

THE CRITICAL INCIDENT TECHNIQUE

JOHN C. FLANAGAN
American Institute for Research and University of Pittsburgh

During the past ten years the writer and various collaborators have been engaged in

Anesthesiology
60:34-42, 1984

An Analysis of Major Errors and Equipment Failures in
Anesthesia Management: Considerations for
Prevention and Detection

Jeffrey B. Cooper, Ph.D.,* Ronald S. Newbower, Ph.D.,* Richard J. Kitz, M.D.f




VoOL. 51, No. 4
JULY, 1954

Psychological Bulletin
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Prevention and Detection

Jeffrey B. Cooper, Ph.D.,* Ronald S. Newbower, Ph.D.,* Richard J. Kitz, M.D.f




Vedeckeé zaklady pre bezpecnost’
(rizikové odvetvia)

1954: 1.C. Flanagan - vysledky rozhovorov s pilotmi

o0 ich neziaducich prihodach = ,kritické prihody"

1954: psycholog J.]J. Cooper - vysledky rozhovorov

s popisom 359 preventabilnych prihod v anestéziologii
,Modifikovana analyza kritickych prihod"

1984: Cooper - ,,Analyza velkych omylov a zlyhani
pristrojov v ramci manazmentu anestézie: uvahy

0 prevencii a detekcii. Near misses

UCit' sa z chyb s cielom prevencie podobnych prihod
v buducnosti



B. Ludsky faktor - psychologia

Komplexné interakcie v dynamickom rizikovom prostredi
- z chyby prihoda

- z prihody kriticka prihoda

- 7 kritickej prihody nehoda s poskodenim pacienta.

Spravidla cela ret'az chyb a omylov
Evidencia prihod — ucit’ sa z chyb

The Reason NModel
and Accident Causal Chain




Charakteristiky anestézie

Komplexnost’
Neistota
Riziko
Dynamika




Design flaw Underlying disease  Production pressure |
Manufacturing defect Fatigue — “Latent failures”
Maintenance failure EnviWctors o
Equipment Patient Surgeon Anesthetist — Event triggers
I | -
Care Cdre i Preventive
Pre-use checkout  Preoperative evaluation and skill  andskill —
measures
\/ Y l' i i
Problem Problem Problem  Problem
" Incident i
Detection —
i Y | Stages of event
_ Critical incident evolution
Dynamic
decision Correction —
making
Ao = Gaba 1994

Adverse outcome



The National Reporting and Learning System

, ihod (CIRS)
e \asenie ritickych PRRSC L

P —am

Home ContactUs Help
Home
Log In : ‘News Headlines
Welcome to NRLS Reporting :
Registered user? Log in nere
The National Reporting and Leaming System (NRLS) 15 a central database of 01-Sep-2015 - Next data
New user? Reqister here to start patient safely incident reporis. Since the NRLS was set up in 2003, over four million publication date
using the NRLS. Incident reports have been submitted
: I'he Organisation Patient Safety
% 110 identity hazards, risks and opporiunities to Incident dala will be published on
DH Y Department tient care. Please click hereitor further Weanasday 23 Septembar 2015 for
of Health incidents that occurned between 1

October 2014 and 31 March 2015
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2015 an be founad in Halp
Piease check that you have the
correct mapping In your lacal nsk
managamenlt system For dafindions
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14-May-2015 For users of
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To Err Is Human (1999)

e

10 CRR 1§ HUMA

Building a Safer Health System
Linda T. Kohn, Janet M. Corrigan, and Molla S. Donaldson, Editors
Committee on Quality of Health Care in America

Institute Of Medicine, Washington, D.C,,

98 000 mrtvych rocne pre medicinske omyly v USA

Zaujem o otazky bezpecnosti pacienta
V hemochici

Ako znizit’ vyskyt nevyhnutnych l'udskych chyb



To Err is human - zavery

PriCinou chyb nie je bezohl'adnost’ jednotlivca alebo
cinnost’ urcitej skupiny

Ale ...zle nastavené systemy, procesy a podmienky —
ul'ahcuju jednotlivcovi robit’ chyby, nedbanlivosti,
nebrania ich vzniku




28.1.1986

Operationally, NASA’s focus centred upon attainment of
mission goals while assuring crew and vehicle safety. Organi-
zationally, however, launch frequency became a carefully
monitored performance indicator and this contributed to
pressures to launch on time. When engineers raised concerns
over the safet launch-of STS=511 specifically referring
the integrity of the O-ring seals, NASA’s organizafi
culture allowed this articulated risk to be ignored.




C. Kultura bezpecnosti

,Produkt individualnych a kolektivnych hodnot, postojov,
percepcii, kompetencii a vzorcov spravania, ktoré urcuju
styl manazmentu a oddanost’ jednotlivcov problematike
bezpecnosti pacienta®

Vnutorny postoj kazdeho jednotlivca k dodrziavaniu.
pravidiel a postupov, ktoré zarucuju bezpecnost’

Kolektivhe zmyslanie ,my to robime takto"
,CO sa na oddeleni deje, ak sa nikto (S&f) nepozerd"

Vzor: High Reliability Organizations (HRO) L




Adapted from Amalberti, R Safety Science, 2001

€

Regulated systems

Auto driving 7 rcraft carriers
Chemical plants y ©llropean railroads

- wfl-)angerous activities 50 rokov

Bungee jumping : 50 miliard cestujucich
Extreme mountain climbing Mortalita: 0

Motorcycle racing




Chyby a omyly: systém

Systémove priciny chyb
- faktory organizacie (procesy)
- podhubie pre chyby jednotlivcov

-----

- predvidatel'ne l'udske zlyhanie v kontexte
- zZle dizajnovan€ho systému

Latentné rizikove faktory




0.

Latentné systémoveé rizikoveé faktory

Faktory _____ Priklad

. Pristroje, dizajn udrzba

Personal

. Komunikacia

. Tréning

. Timovy pristup (CRM)
. Standardy, protokoly

Uvedomenie si situacie
Rozdielne zaujmy, priority
Planovanie, organizacia

10. Domacnost’

Dostupnost, funkcia, standardizacia, Udrzba
DostatoCny pocet, zrucnosti

Otvorenost, vztahy, atmosféra

Pristroje, postupy, tim

Vykon timu

Dostupnost/, dodrziavanie

Sucasna situacia, moje miesto v nej, jej vyvoj
Ciele, moznosti

Proces starostlivosti

Hygiena, poriadok

M. von Beuzekom 2010



Aspekty kultury bezpecnosti I

1. Manazment/dohl'ad
Oddanost’ bezpecnosti, proaktivny pristup, vodcovstvo
Reakcia vedenia na problémy v bezpecnosti
Tréning, dohl'ad nad rezidentmi
Atmosféra non-blame, non-punitive

2. Bezpecnostné systémy
Detekcia rizika, latentné faktory
Transport, odovzdavania pacientov, komunikacia
Dostatok personalu
Dostatok pristrojov, Udrzba, IT
Sposob hlasenia prihod



Aspekty kultury bezpecnosti 11

3. Riziko
Rizikové spravanie jednotlivca
Vzajomna podpora personalu
4. Pracovny tlak
Produkcny tlak, pracovny cas
5. Kompetencie
Bezpecnost’ pacienta v kritickych situaciach
6. Pravidla
Dodrziavanie pravidiel, Standardov, pokynov
Komu a ako hlasit’ kritickt prihodu



Aspekty kultury bezpecnosti III

7. Daldie dimenzie

Timova praca, medziodborova spolupraca, vzajomna
podpora

Otvorenost’ komunikacie
Ucenie sa z chyb

Spatna vazba a komunikacia
Vplyv stresu a Unavy
Spokojnost’ s pracou



-+

MORE
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LESS
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Hierarchia
ucinnosti
intervencii



Kultura bezpecnosti - organizacia

1. Otvorena komunikacia
- upozornit’ na rizika (speak up power)
- proaktivne vyhl'adavat’ rizikové situacie (latentné)
2. Non-blaming, non-punitive pristup
- hlasenie kritickych prihod (near-miss) sa ocenuje
- dodrziavanie pravidiel (standardy...)
3. Spatna vazba a komunikacia
- prijaté opatrenia
- chvalit’
4. Da sa merat’
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England Regons  Bnstol

Bristol
Bristol babies whistleblower Steven Top Stories
Bolsin given college award Greeks back to polls in tight

election
(@ 23 October 2013  Bnstol
( 2 hours ago

Pope calls for Cuba Church
‘freedom’

(© 6 hours ago

Novelist Jackie Collins dies aged

Jean-Pierre Van Besouw Unusual development
The town where children grow sex organs

at the age of 12

The doctor who exposed the Bristol baby heart scandal in the 1990s has been
recognised for his patient safety work. ‘ e P
L ) ‘bl.
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Skandal v Bristole

K l||(\'-\lil'\

1990: S. Bolsin upriamil pozornost’ na vysokl mortalitu
kardiochirurgickych detskych operacii v Bristole

Po 6 rokov apelov musel z pracoviska odist’
1995: Pod vplyvom rodiCov: traja prepusteni chirurgovia, znizenie
mortality z 30 na 5 %.

Kennedy report -reforma clinical governance — dvesto zmien
v manazmente NHS

GMC 2013: lekari musia okamzite konat/, ak je vazne ohrozena
bezpecnost’, dostojnost’ alebo komfort pacienta

Anestéziolog — veduca osobnost’ v oblasti bezpecnosti
Vyjadrit’ svoje obavy z nedostatocnej bezpecnosti (a byt’ vypocuty)

/ .\ Anaesthesia 2014
| 'EUPSF



[ caution }

SAFETY CULTURE

Meranie A

ACTION

Klima bezpecnosti: dotazniky (publikovanych 23)
Kultdra bezpednosti: pozorovanie, hibkovy rozhovor
Jedinec, organizacia

Kazdy rok

Assessing Patient Safety Culture: A Review and Synthesis
of the Measurement Tools

Aneesh K. Singla, MD, MPH,*f Barrett T. Kitch, MD, MPH,*
Joel S. Weissman, PhD,*# and Eric G. Campbell, PhD*

(J Patient Saf 2006;2:105-115)




Kultira bezpecnosti — opatrenia I

Cela nemocnica musi mat’ ako prioritu bezpecnost’ pacienta,
vytvorit’ kulturu bezpecnosti ako predpoklad

Nemocnice musia byt proaktivne v prevencii poskodenia
Na Cele musi byt manazment
Vedenie, oddelenie, jednotka, jednotlivec

Kazdy pracovnik zapojeny — vedomie priority, oddanost’
bezpecnosti, dodrziavanie pravidiel

Otvorena atmosféera, hlasenie, uCenie sa z (nevyhnutnych)
chyb

Nikdy neobetovat’ bezpecnost’' produkénému tlaku
Spolupraca v ramci nemochice



Kultura bezpecnosti — opatrenia I1

Vytvorit’ otvorené, férove, kulturno-bezpecnostné
prostredie

- 'ahko hlasit’ a diskutovat’ chyby (nacuvat’)

UCit’ sa z chyb; vediet, Co sa u nas deje

Vytvorit’ bezpecné systemy

- prevencia omylov a chyb

Standardizacia pristrojov, postupov

Kazdy musi dodrziavat’ pravidla! ... hygiena ruk, prestavky
V praci

Rozlisovat’ medzi systémom a individualnymi poruseniami
predpisov. Chvalit’.



Ako dosiahnut’ zmenu

Machiavelli vo Vladarovi

,Niet tazsej ulohy s pochybnym koncom, nie je nic¢
nebezpecnejsie, ako snaha zmenit' veci."
Reformator ma nepriatel'ov v tych, ktori maju prospech

zo stareho usporiadania a iba vlaznu podporu od tych,
ktori by profitovali z nového usporiadania.

Vlaznost' pochadza CiastoCne zo vSeobecnej
nedovercivosti 'udstva, ktoré v skutocnosti neveri v nic
nove, kym sa o tom nepresvedci."



{,{%\E World Health | Patient Safety

Organization |  weieatuce s swerseu cum

Vysledky — 8 centier

Pred zavedenim Po zavedeni
protokeolu protokolu

Potet pac. | 3733 3955
Umrtnost | 1,5%  0,8%
Komplik. celk. 11,0 % 7,0 %%
Infekcie ran 6,2 %o 3,4 %
Meplan. reop. ' 24% 1,8 %




Vysledky — 8 centier

Pred zavedenim | Po zavedeni B
protokolu protokolu

Pocet pac. 3733 3955 :
Umrtnost’ 1,5 % 0,8 % 0,003
Komplik. celk. 11,0 % 7,0 % <0,001
Infekcie ran 6,2 % 3,4 % <0,001
Neplan. reop. 2,4 % 1,8 % 0,047

*p <0,05

Haynes et al. A Surgical Safety Checklist to Reduce Morbidity and Mortality in a Global Population.

New England Journal of Medicine, 2009, 360, s. 491-9




Helsinska deklaracia
14.6.2010

European
Society of
Anaesthesiology




Helsinska deklaracia — Helsinki
14.6.2010

European
Society of
Anaesthesiology




5 rokov HD, Euroanaesthesia
Berlin 2015. Cina, Japonsko




5 rokov HD, Euroanaesthesia
Berlin 2015




& WORLD ALLIANCE

fPATIENT SAFETY
Helsinska deklaracia 3

Safe Su

Vsetky oddelenia...

by mali podporovat' iniciativu Svetovej zdravotnickej
organizacie - Bezpecny chirurgicky v ykon

zachranuje zivoty a pouzivat Kontrolny protokol
(checklist).

. anesteziologie v Eurépe musia pripravovat' vyrocnu
spravu 0 opatreniach, ktore boli prijaté a vysledky,
ktore boli dosiahnute, pri zvysovani bezpecnosti
pacienta na mlestne] urovni.

. poskytujuce anesteziologicku starostlivost’ musia
zberat potrebne udaje tak, aby mohli predlozit’
vyrocnu spravu o morbidite a mortalite



PS_

Viroona sprava oddelenia’kliniky o bezpecnosti pacientoy zas 1 - sk

Ciele vyrocnej spravy =

1. Audit realnej situacie
- vel'kost’ nemocnice, op. saly, OAIM
- Standardy monitorovania - op. sala/ zotavovacia miestnost’
- pocet operacii, v€asna/neskora mortalita
- personal (lekari, sestry)
- zotavovacie miestnosti, algéziologicka ambulancia
2. Opatrenia pre bezpecnu operaciu/anestéziu
- 10 protokolov

- kontrolny zoznam (checklist) operacie
- vykonavanie auditov, poskytnuté prostriedky

3. Opatrenia prijaté v danom roku
- vymenovat’



Prieskum 2012/2014

PreSov 90 / 98 70/ 74 45 / 60 90 / 80
FN Trencin 100 / 100 80 /90 100/ 95 0/0
BA Ruzinov 100 / 100 100/ 100 100/ 100 45 /7
|. KAIM KoSice | 100 /95 100 /90 80/90 10 /50
Bardejov 100 / 100 100 / 100 31/30 20/0
Levoca 50/ 83 50/ 30/ 20 0/0
Vranov 50/ 100 0/0 7 /100 0/0
Roznava 0/100 0/100 0/70 0/90
Svidnik 100 / 100 50/ 50 55/70 0/90
Kezmarok 50/ 50 0/0 23 /23 0/0
VOU Kosice 100 / 100 0/0 50/ 50 0/0




Prieskum 2012/2014

PreSov 9/10 nie ano nie / ano
FN Trenéin 0/10 nie ano nie
BA RuZinov 9/10 nie ano ano/ nie
l. KAIM Kosice | 10/10 NPB ano ano / nie
Bardejov 2/10 nie ano nie
Levoca 3/10 nie ano nie / ano
Vranov 5/10 nie nie /ano nie / ano
RoZnava 10/10 nie ano nie
Svidnik 4/7 nie ano nie
Kezmarok 9/10 ano ano nie
VOU Kosice 2/10 ano nie / neuved. ano




Iniciativy 2012

Seminar s operacnymi odbormi — predanesteticka
priprava a lieCba pooperacnej bolesti

Seminar pre terénnych internistov a praktickych
lekarov - predanesteticka priprava a lieCba pooperacnej
bolesti

Zavedenie protokolov HD a kontroiného protokolu
v operacnych salach a algez. ambulanciach do 4 mesiacov

Protokol na sedaciu



Iniciativy 2014 I

Doplnovanie protokolov

Farebné znacenie striekaciek

Zotavovacie miestnosti/JIS

Pozornost’ peroperacnej hypotermii; riziko termoforov
Predoperacné vysetrenie v ambulancii

Monitorovanie rizikového pacienta (EuSOS!)
Polohovanie pacienta

Kapnografia na oddelenie

Zlepsenie dokumentacie



Iniciativy 2014 11

Preskolenia personalu — DC, pooperacna starostlivost’
Dlhé spinalne ihly

Standard pre tampondadu hrdla

Resterilizacia rusok pre S/EA

PCEA — vyber pacientov



Navrhy na opatrenia 2014

Zaviest’ kontrolny protokol
Zriadenie zotavovacich miestnosti
Zvysit' pocet lekarov

Hlasenie kritickych prihod



E. Vzdelavanie

Pre/postgradualne; celozivotné CPD

Revalidacia anestéziologov (360 °)
- proces, profesionalizmus, kolegovia, pacienti,
hlasenie prihod, indikatory kvality .. e

Naplne, formy; e-learning, safety tralnlng, ED/IC
Simulacie
- netechnické zrucnosti (tim, vodcovstvo, komunikacia...)

Implementacia ... Implementacia .... Udrzatelnost' ...



Vzdelavanie. Netechnické zrucnosti

| Kategdia = Prvok

Planovanie a priprava
Stanovenie priorit

Manaiment [']loh DodrZiavanie Standardov
Identifikacia a vyuzivanie zdrojov

Koordinacia aktivit timu
Vymena informacii komunikacia
Timova préca Aplikovanie autority, asertivita
Zhodnotenie kapacit

Podpora ostatnych

Zber informacii
Poznanie a spravne Rozpoznanie a pochopenie

zhodnotenie situacie Predvidavost

Stanovenie moznosti
Porovnanie prinosu a rizika,

Rozhodovanie vyber postupu
Prehodnotenie




MILLER'S PRISM OF CLINICAL COMPETENCE (aka Miller's Pyramid)

it is only in the "does” triangle that the
doctor truly performs

rformance Integrated Into Practice

through direct observation, workplace
ased assessment

Demonstration of Learning
eg via simulations, OSCEs

DOES
SHOWS

Interpretation/Application '
eg through case presentations, essays, KNOWS HOW
extended matching type MCQs

Fact Gathering
eg traditional true/false MCQs

KNOWS

— cognition —— behaviour —

Based on work by Miller GE, The Assessment of Clinical Skills’Competence/Performance; Acad. Med. 1990; 65(9); 63-67
Adapted by Drs. R. Mehay & R. Burns. UK (Jan 2009)



el Search. .. Q. DGAl

Home Rare diseases Links

orphan&' nesthesia -

a project of the German Society of

Anesthesiclogy and Intensive Care The Project Authors
Medicine

M Published Guidelines

Guidelines published in A&I

In Progress Anesthesia guidelines for the following rare diseases are available. All guidelines are peer-reviewed and reflect the
best evidence available. Please remember that most diseases are infrequent, i. e. not all questions can be answered
Still to do definitely and patients can still react different than expected.

All guidelines are published in English. In some cases you will also find translations. We appreciate any effort to help
preparing translations for other languages, in order to open this database to a broader community.

For detailed information about the diseases (pathophysiology, treatment options). freatment centres and patient
' organisations we refer to Orphanet. Please go to www.orpha.net to find more information about more than 5.000 rare
diseazes.
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GET INVOLVED!

-
@ Submit a recommendation! ‘ Achondroplasia( 3 Files )
® Suggest a reviewer or author!

@ Call us rare diseases! ‘ Acute adrenal insufficiency( 1 Files )

‘ 3-M syndrome( 2 Files )




LiEky - Si rOty Orphan Drug Congress

National Essential Anaesthesia Drugs (NEADL)
Chybajuce lieky a bezpecnost':
- Zrusenie operacie, zameny pri zmene, rozne koncentracie,
exspiracia, pre viac pacientov, spokojnost’ pacienta

1. Essential — WHO zoznam, nevyhnutné

2. Necessary — nie su alternativy

3. Critical — potrebng, citlivé na nedostatok

Propofol, Dantrolen

Mat’ nemocnicny plan: bufer, alternativy, narodna naprava
(hlasit/, povinnost’, komunikacia)

Web stranky (FDA, EU)
Anaesthesia 2015



F. Manazment perioperacného obdobia

FT
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CFTETS
Evidence Bosed Per-Operative Medicine

Anestéziolog: lekar perioperacnej mediciny; timova,
multiodborova spolupraca s priate'mi chirurgmi...

Patofyzioldgia - hyperaktivna zapalova odpoved™

QY
- genomika, transkripcionika, proteonika @7)(
Predanestetické vySetrenie Q:‘\
- racionalne, zat'azove testy
Stanovenie rizika; benefit / risk operacie
- vysoko rizikovy chirurgicky pacient; ,krehky" pacient
OPUS - Optimizing Patients Undergoing Surgery
Individualny anestéziologicky plan
- priprava - anestézia - pooperacné obdobie (ICU)

Operacia; time out, komunikacia

Pooperacna starostlivost’ — ERAS, fast track




Editorial

Peri-operative cessation of smoking: time for anaesthetists to act

As the
anaesthesia changes and the scope

traditional practice of

of anaesthetic practice expands

beyond the operating theatre to

complications, and even death
within 30 days of surgery [7]. With
the solid evidence of peri-operative

complications due to smoking, why

What is the evidence that
abstinence from smoking
reduces risks for peri-
operative complications?



Anestézia(log) a komplikacie I

S

Prevencia infekcie / DVT — PE; liekove omyly, [ﬁ
striekacky o
Beta-blokatory, antikoagulancia, statiny ...

CICV, aspiracia; extubacia
Protektivna ventilacia; normotenzia; GDT
Bdenie pocas operacie (NAP 5, UK)
Zotavovacie miestnosti

PONV




Anestézia(log) a komplikacie 11

7. Liecba pooperacnej bolesti; PPBH
- prevencia chronickej bolesti

8. Transfuzie a infekcie/maligne ochorenia

9. Hypotermia a infekcie, krvacanie, KV prihody

10. Delirium; POCD:; toxicita anestetik

11.Pooperacna svalova slabost’ - PORC, resp. insuficiencia; NIV
12.Hyperoxia

13. Early warning system — vcas zistit’ a lieCit' komplikacie; JIS



G. Anestéziolog — I 'm safe?

Iliness
Medication
Stress [ mdRes\

/ Safety and Security
AICOhOI thss?::"r‘q::::.‘mva) \
Fatigue V.V =
Emotion

Degradacia kl'i¢ovych mentalnych procesov
Zlé rozhodovanie

Campbell, 2002



culture

healthcare
S‘,St(’m

Bezpecnost’ - zaver j.are, patient

Ciel': ziaden pacient poskodeny, ziaden pacient mrtvy
Realita: Vzdy budeme robit’ chyby

Stale vysoka morbidita; stredna a dlhodoba mortalita
Prevencia: kultura bezpecnosti

Nielen kvantita, ale aj (vedecka) kvalita nasej prace
Nemocnice musia mat’ bezpecnost' ako prioritu — misia, vizia
Zameranie: celé perioperacné obdobie.

Tazko odligit’ anestéziologické a chirurgické faktory

- timova, multiodborova spolupraca (HD)

Podporne: bezpecnostné protokoly, evidencia prihod, ...
vzdelavanie, implementacia. Uloha odbornej spolocnosti?

Cakd nds diha, nikdy nekondiaca cesta ...



Safety N.1?
Zdatny, nevyhoreny anestéziolog
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