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Surgical Safety Checklist

Before induction of anaesthesia Before skin incision

(with at least nurse and anaesthetist) (with nurse, anaesthetist and surgean)
O Confim all team members have

[ Confimm the patlent’s name, procedure,
and where the incision will be made.

Introduced themselves by name and role.

World Health | Patient Safety|
Organization | smmmeessssiscn|

Before patient leaves operating room
(with nurse, anaestheist and surgean)
Nurse Verbally Confirms:

) The name of the procedure
O Completion of nstrument, sponge and needle
counts

Has
the last 60 minutes?
Yes
O Notappliable
Anticipated Critical Events
ToSurgeon:
O Whatare the critcal or non-foutie steps!
0 How long wil the case take?
O Wihatis the anticipated blood loss?
To Anaesthetst:
) Ave there any patientspecific concems?
To Nursing Team:
) Has sterlty (inchuding indicator esuls)
been confimed?

Is essential Imaging displayed?
Yes

O Notapplicable

) Avethere equiprment sses or any concens?

5o
inchcing patint name)

) Whether there are any equipment problems o be
adiessed

To Surgeon, Anaesthetist and Nurse:

© Whtarethe ey ncrns o recmery and
managemment of ths patient?
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The Flow of Information from before the Operation
Until the Site Marking
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The Awareness of Information in the Operating Room
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Figure 1. Pennsylvania Patient Safety Authority
Wrong-Site Surgery Reports by Quarter
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Percentage of Claims Paid and Average Payment for Paid Claims, Adjusted to 2008 Dollars, by
Specialty and Overall

SPECIALTY % OF CLAIMS PAID AVERAGE INDEMNITY
Oral surgery 50 $16,254

Anesthesiology £ M1
Olorhinolaryngology ] $71.467

General and colorectal surgery % 490467

Obstetric and gynecologic surgery 61 $95,693

Plastic surgery il 98416

Orthopedic surgery hil $133,047

Ophthalrology b $148,263

Urologie surgery 60 $182,317

Cardiovascular and thoracic surgery 4 $308,460

Neurosurgery b $426877

Average for all operative specialties 6 $146,201
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Current Preliminary A El ts of a Prevention Program for
Wrong-Site Surgery and Success in Trapping Wrong-Site Errors before Harm Occurred

WRONG-SITE  SIGNIFICANCE
ELEMENT NEARMISSES ~ SURGERIES (P LESS THAN)
Surgeon reconciled discrepancies in documents 31036 6of18 0.001
Time out done after draping® 44 0f50 14 0f 27 0.001
Someone raised a concem 38 of48 60124 0.001
Surgeon responded to the concem raised 31033 10 0f 19 0.001
Surgeon did a preoperative veriication 44 of 47 18 0f 27 0,01
Identification involved wristband and chart 47 of 47 220126 001
Surgeon's records available in the operating room (OR)* 400f41 20f27 005
Diagnostic images available in the OR* 28029 10 0f 13 0.05
Diagnostic tests reviewed by surgean before incision” 240124 10 0f 12 0.05
Patient identification verified during preoperative briefing with surgeon” | 26 of 26 100f12 0.05
Pracedure verified dufing preoperative briefing with surgeon* 260126 10 0f12 0.05
Antiviotics verified during preoperative briefing with surgeon® 190120 60of9 0.05
Mark visible during time ot 370f43 13 0f 21 005
Information verified against patiert's response™ 40 0f 49 250125 0.05

~ One of gt addiional elements of a prevention ErOQrm for wiang-Site Surery not present In fesults preserted in March 2008,

ccoraing to the the patent Gocuments in every  butnct in every near miss. It s possibl that
near-miss repoits were Intendet to convey thatétne patients' responses cid not agres with the writen information
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Figure 1. Mean Number of Complications in Intervention Hospitals and Control Hospitals before and after Imple-
mentation of the Surgical Safety Checklist.

The solid horizontal lines show the overall mean number of complications before implementation of the checklist,
and the dashed horizontal lines show the mean number after implementation. The change in the mean number of
complications from the p period to the | period was significant in the interven-
tion hospitals (P<0.001) but not in the control hospitals (P=0.81).
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Table 2. Anesthesia-related Deaths by Type of Compl 5
United States, 19992005 0 #
% $ %
Number of & %, & 0%
Type of Gomplication Deaths %
Complications of anesthesia during pregnancy, 79 3.6
labor, and puerperium
Cardiac i 60 2.7
Overdose of anesthetics 1,030 46.6|
Inhaled anesthetics 233 10.5)
Intravenous anesthetics 419 19.0
Other and unspecified general anesthetics 254 11.5
Local anesthetics 86 3.9
Unspecified anesthetics 38 1.7|
IAdverse effects of anesthetics in 940 42.5
therapeutic use
Opioids and related analgesics 439 19.9
Benzodiazepines 42 1.9
Other and unspecified general anesthetics 40 1.8
Local anesthetics 137 6.2
1 anesthetics 5 11
(Other complications of anesthesia 162 7.3
Malignant hyperthermia 22 1.0
Failed or difficult intubation 50 2.3
[Total 2,211 100.0
ICD-10 = ci of Diseases, 10th Revision:
@ Wolters Kluwer | Lippincott
Williams & Wilkin
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Hepatitis C outbreak springs fro:
Endoscopy Center of Nevada; 4¢
risk

By Sun Staff - February 27, 2008 - 2:41 PM
thern Nevada Health )

Endoscopy Center of Nevada.
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CRIMINAL CHARGES HANDED DOWN FOR NEVADA
HEPATITIS C OUTBREAK

BY: EVAN SWEENEY £ & @ swareTris

JUNE 5TH, 2010
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In case regulatory agencies tike OSHA or CMS don’t keep you up at night thinking
about infection control best practices, maybe a recent legal indictment will.

After a two-year investigation a Nevada District Court brought a 28-count indictment
against Dipak Desai, MD, the owner of the endoscopy center associated with the
hepatitis C outbreaks in Nevada in 2007, and two nurse anesthetists, Ronald Ernest
Lakeman and Keith H. Mathahs, according to the Los Vesos Review-Journal.

The felony counts include racketeering, neglect of patients, insurance fraud and
performance of an act of reckless disregard of persons or property.

The indi lleges that Desai pressured employees to use single dose vials of

determined that unsafe injection practices related to the

propofol on more than one patient. Desai also allegedly pressured staff into reusing
needles and medical equipment, rushed procedures, operated with timited
equipment, and didn’t properly train staff on cleaning procedures between patients

Divisic in order to according to the

tothe blood of other patients.
March
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“I think it's about time,” Patty Aspinwall, whose hepatitis C infection was genetically
re! linked to the faciity, told the Review-Journal. “/m happy to know t. | was beginning

' away with everything, been able to ve the way he wanted to, whie zo many other

to wonder if he was going to get away with what he did. For 2)4 years, he's gotten

i people had to suffer.”

For more on safe injection practices, read our the “One and Only










