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Abstract Go to:

Background:

Improving patient safety is an increasing priority for surgeons and hospitals since sentinel events can be
catastrophic for patients, caregivers, and institutions. Patient safety initiatives aimed at creating a safe
operating room (OR) culture are increasingly being adopted, but a reliable means of measuring their
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ONPOC XUPYPTMYECKMA BPUTAL O LUKANE KAMMATA BE3ONACHOCTU
(AHBAPb 2011-JEK 2011, NPUMEP)

TABLE 2. Safety Climate Scale Items and Descriptive Statistics for Benchmarking Safety Climate Data

Safety Climate
Scale Item

Overall
[Mean (SD);

% Agree (Range)]

Surgeon
[Mean (SD);

% Agree (Range)]

Anesthesiologist
[Mean (SD);

% Agree (Range)]

Surgical Technician

[Mean (SD);

% Agree (Range)]

CRNA
[Mean (SD);
% Agree (Range)]

OR Nurse
[Mean (SD);
% Agree (Range)]

I am encouraged by my colleagues
to report any patient safety
concemns | may have

The culture in this clinical area
makes it easy to learn from the
mistakes of others

Medical errors are handled
appropriately in this clinical area

I know the proper channels to direct
questions regarding patient safety
in this clinical area

I receive appropriate feedback about
my performance

I would feel safe being treated here
as a patient

In this clinical area, it is difficult to
discuss mistakes (reverse scored)

4.06 (1.025);
75.0 (33.3-100.0)

351(L132);
54.1{25.0-100.0)

4.04 (1.006);
T1.6{28.6-100.0)

4.20(0.936);
81.4(51.9-100.0)

3.50(1.207);

56.1(25.0-100.0)
428 (0.949);

81.3 (51.3-100.0)
324 (1.224y;

44.6 (12.5-100.0)

4.04 (0.899);
75.8 (40.0-100.0)

349(1.114);
54.0(20.0-100.0)

4.27(0.938);

T8.9 (42.5-100.0)
4.20(1.022);

T79.6 (40.0-100.0)

3.73 (1.065);

59.0(20.0-100.0)
4.59(0.702);

92.6 (60.0-100.0)
332(1.257);

46.3 (0-100.0)

4.07 (1.050);
74.1 (20.0-100.0)

3.56 (1.118);
56.3 (8.3-100.0)

4.03 (1.000);

71.9 (40.0-100.0)
417 (0.934);

79.8 (40.0-100.0)

3.45 (1.277);

55.2 (15.0-100.0)
423 (0.982);

80.1 (40.0-100.0)
3.14 (1.226);

41.7(0-62.5)

4.06 (0.950);
76.4 (28.6-100.0)

3.55(1.162)
57.8 (0-100.0)

4.15 (0.903);

78.8 (25.0-100.0)
4.07 (1.025);

75.3 (40.0-100.0)

338(1.014)

49.3 (20.0-80.0)
4.45 (0.821);

86.3 (66.7-100.0)
3341157y

49.6 (20.0-100.0)

4.01 (0.967);
75.4 (40.0-100.0)

351 (1.046);
524 (20,0-73.3)

3.99 (0.943);

723 (43.5-100.0)
4.04 (0.945);

T7.6 (60.0-100.0)

3.73 (1L.075)
67.7 (34.8-100.0)

4.35 (0.864);

84.0 (63.6-100.0)
3.22(1.203)

41.8 (9.1-80.0)

4.07 (1.053);
T5.1 (40.0-100.0)

3.47(1.148);
52.5 (13.3-100.0)

3.98 (1.037);

68.8 (20.0-100.0)
4.26 (0.899);

83.9 (60.0-100.0)

3.47(1.227);

55.5 (18.8-100.0)
4.22 (0.988);

T84 (37.5-100.0)
3.26 (1.226);

45.2 (11.1-100.0)

Data are mean score on a 0 to 5 scale (5 = full agreement), SD, overall percent agreement, and minimum and maximum percent agreement.
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NEPUONEPALLMOHHOE YNPABJIEHUE
CHUXKEHUE PUCKOB U NOBbLILLEHUE BE3OMNACHOCTU NALMUEHTOB
FABHbIE 30Hbl KOHTPONA XUPYPITMYECKUX PECYPCOB U OKPYXEHUA

PekomeHnpaumu BO3 2009

NPEAOTBPALLEHUE
XUPYPTUYECKUX UHOEKLIUN

BE3ONACHAA AHECTE3UA

BE3ONACHAA OMNEPALUNOHHAA
BPUTALA

*[urneHa pyk

*[1paBnna npnmeHeHUA
aHTMONOTMKOB

*[loaroToBKa KOXu
aHTUCENTUKaAMMU
*ATpaBMaTUYHOCTb
onepaunoHHON paHbl
*[/leKoOHTaMMnHauUnA
WHCTPYMEHTOB U CTEPUIbHOCTb

*Hannune obyyeHHOro
npodeccnoHana

*[lpoBepka 6e3onacHoOCTH
aHecTe3no10rnM4yeckoro
obopyaoBaHMA, PacxoaHbIxX
MaTepuanos U MeanKaMeHTOB

*[lynbCcoKcMmeTpuAa
*MOHUTOPUHT pUTMa
*MoHutopuHr ALl

*MOHUTOPUHT TEMNEPATYpPbI

*KayecTBeHHAA KOMMYHUKaLUA
*Cnctema NpoBEPKU -
NauueHT, CTOPOHA, npoueaypa
*IHpopmmnpoBaHHOE cornacue
*Hannuume BCex YneHoOB
6puraabl

*AfeKBaTHaA NOArOTOBKaA
KOMaHAbl U NN1AHUPOBAHME
npoueaypsol

*[loaTBEpPKAEHME XapaKTepa
anneprumn

YnpaBneHue xupypruueckom cnyxbéoi

*[apaHTMA KavyecTBa
*JKCNepTHaA oueHKa
*MOHUTOPUHT Pe3yNbTaToB
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OpraHusaumsa (nepuonepaunoHHoe ynpaBAEeHHE)
B3anmopenctBme U BbiICOKONMPOHECCUOHAAbBHOE NOBEAEHNE
Komuccum no pasbopy ...

CTPpyKTypupoBaHUE npobarem

[TpodeccMoHaAbHbIN NEPCOHAA

ObopyaoBaHUe

MeaArKaMeHTbl U pacxoAHble MaTtepuanbl

CocTosiHME 3AaHMA U ero 06CAY)XMBAHUE

HaAnnume npaBuA, pernaMmeHToB, MHCTPYKLUnK, COl
[epcoHan, 0byueHHbIM NPaBUAAM M BbINMOAHAKOLWNK KX



MWOEHTUOUKALIUA NALMEHTA

[epep onepaumen, MaHUNyASLMEN

[lepea NnpuemMom AeKapcTB

[epep TpaHchy3nen

[Mpep 3abopom aHAAU3OB

[Mepea npoBeAeHUEM NpoLeAyp, 0bcrep0BaHMEM

NHCTPYKLMS:

MuHumMym 2 cnocoba

(ONO, MHAMBUAYAABHBIM HOMED, AaTa POXAEHUS, UHOE)
B Ty AAS naumneHTa 6e3 co3HaHUsA, B OTA. HEOHATOAOT UMK

Hukoraa - He HOMep NanaTbl U HE MPeANoOAaraeMoe MECTO HaXOXAEHUSA
nauneHTa B 60AbHULE



IOPEKTUBHAA KOMMYHUKALUUA MEXAOY NEPCOHANOM

YCTHblEe PacrnopsaXeHUs UAM KOMMYHUKaLMK N0 TEAEPOHY, B T4 COOOLLEHME
PE3YALTATOB aHAaAU30B

[ocaywan. 3anuvuwu. lNMpounTan.

Ob6sa3aTenbHa 3anMcb B AOKyMEHTaLUK

COprAHI/IK AONXEH MOATBEPAUTD, UTO OH NMOHAA PaACnopAXeHne NAn
PE3YyAbTATbl aHAAM30B MPaBUAbHO

06a3aTeAbHO NOBTOPUTL COBECEAHUKY TO, UTO MOHSA
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XPAHEHUE U NPUMEHEHUE MEOAUKAMEHTOB 3KCTPEHHOM nomoLu A

® KOHLEHTPUPOBaAHHbIE PACTBOPbI IAEKTPOAUTOB HE AOAXKHbI XPaHUTLCA B
0ObIYHbIX OTAEAEHUAX

® Ecau npumenHsatotca B MAT, P\O, onepaunoHHOM , TO AOAXHA ObITb
MHCTPYKLIMA NO MAaPKUPOBKE U XPaHEHMUIO.

®  NOAXHO BbITb ONPEeAEAEHO MeCTO XpPaHeHUA (MPOMaPKUPOBAHO).

® AocTyn ¢ 3aTpyAHEHUEM\OrpaHUYEHUEM



KOPPEKTHAA CTOPOHA ONEPALUM, ,.-»J--;
B4 ONEPALMUN\MAHUNYNALUN, NALMUEHT

OLLUBKKU BCTPEYAIOTCA HYACTO!

[MpUUUHbBI OLLNOOK:

® HesddekTMBHAA KOMMYHUKALMA MEXAY YAEHAMU XMPYPTrUUECKOM
O6puraabl

® HepoctaTouHoe BOBAGUEHME NaLMEHTa NPU Pa3MeETKe CTOPOHbI
onepauuu

® HecoBepLUEeHCTBO NPOoLIEAYPbl MOATBEPXAEHUA CTOPOHbI onepaLmm



AHANN3 KANOB

KPUTUHECKUE OLLUIMBKN B KOMMYHUKALUA
Griffen D., La, USA, Jan 2007, Bulletin of the American College of Surgery

® Hwu oaHO rpaxaaHckoe
3aKOHOAATEABCTBO NMPU PELLEHUN
BOMpOCa O BO3MELLEHUU yLepba
He TpebyeT OT XMPypros
COBEPLUEHHbIX TEXHUYECKUX

HaBbIKOB
‘ ‘ No tort law holds us a
® YenoBeKk MOXeT oLnbaTbes
to a standard of pe
° technical skills are ¢
Ho HecocToATEABHOCTL B 0OAACTH k-
NPOdECCUOHANBHOIO MOBEAEHUS To err is human. But fa
HENPOCTUTEAbHA in the area of profe

behavior are inexcus:



AL
_..J".-'_

N
POLECC



NEPUONEPALMOHHOE YNPABNEHUE

CHUXEHUE PUCKOB U NOBbILLEHUE BE3ONACHOCTU NALWMEHTOB

2009 BO3

KoHTponbHbIN HEEEHEHh Mep no obecne4yeHuio
e30MacHOCTH

XUpYpruyeckomnx

Jo Hayana aHecTeInM

Ao pacceyeHnn KON

&

@ BeemapHan | Be30nacHOCTL NALWEHTOR
OpFASSCIALNA I PACOXDAHERN (P S —

0 TOTD, KK MALWEHT NOKMHET ONEpaLWoHHYI0

(B MPHCYTCTRIH, K3K MAHWNYM, MAECOCTPE W SHeCTE2MONOra]

[aHHpf EoHTROALHNH NEPEYEHE HE ABARETCA BeeobbeMmoug . Boamomie qoizanadna ¥ nIMEHEHMA C YYETOM MECTHON MEKTHEH.

|8 MPHCYTCTERW MECACTPE, SHACTAIRONOTE W XMEYPral

[ TMopTespEsTe, 4To BCE WhaHs GpRTags
MPEACTAEMARCE M0 WMSHH ¥ A3 3EANH CEOK PONb.

[ NopTecpAMTe HMA NALWOHTE, NPOLSAYEY W
MECTD, FRe GYAsT NpoBeAEHO PAcCoYaHHe.

AHTHOHOTHKOMPOMHNAKTAK S
--m_.l.l—rﬂ

O Ba
O He mpumseHEmo

OMHAEEMES KPATHYSCKHS COGRITHA

C TOUKM 2paHMR XHPYPra:

0 KpuTHYoCK®Ee WK HeOMMLIHHLIO MepL?
O OnwrenssocTs onapagmu?

[0 Omwmpgaeman kpoaonoTapa?

C TOUKA ZPSHMA SHECTEINONOTE:

O Cne ?llﬂmlﬁamnalpum

C TOUKH 3pSHMA ONEPaLWTHHLIN CRCTap:
[0 CTepunsHoCTE (BXN04aR NoKasases nprbopos)
nogreepEqaHa’

0 MNpofnemsl ¢ oG0pyL0a3HHEM WA BILE BONPOCLIT

Brayanuaaywa weobXofgHMbIX H200pamoHMR

O fa
0 He mpuseHAmMO

(B MPUCYTCTERN MEGCECTDR, SHECTEINOAOTE M XHpYpra|

MepcecTpa yCTHO NOATEEPMAAET:
[ HawmeHoeauwe npouagype

[ MogcusT EOAMYSCTES MHCTRYMEHTOR,
TAMNOHOE W WIN J38epWeH

[ OOpa3us MapEMPOBaHS! (23YMTRIESST HamMCH
Ha 00pa3uax, BXn0yan MMA NawneHTal

O Mmoo AW npoGnemu © 0G0pYE0EaHHEMW,
ToefynwMe YCTREHEHHR

XMpYpr, aHECTOIHONOT W MaJCOCTPa:

[ Kaknes oc:0eHbie npofnaMsl, KIC20UMecH
PaatHAKTALMM M BAGSHHA QaHKOre NauueHTa?

Mepecsorpeso 1/ 2003 . @B03 pomr

CHAHOWMHABHWA



XUPYPTUMECKUMA YEKNUCT BESONACHOCTU NPU PAOUKANBHOW S
HE®PIKTOMUU U TPOMBIKTOMMK NPU ONYXONEBOM NPOLIECCE, 2012,
MAUAMMU

Review
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XUPYPTUYECKUIA YEKNUCT BE3ONACHOCTU NPU PAQUKANBHOW HE®PIKTOMMU
U TPOMBIKTOMUU NPU ONYXONEBOM NPOLECCE, 2012, MAMAMM

Table 1
Checklist for the Performance of Radical Nephrectomy and Tumor Thrombectomy

Preoperative Workup and Surgical Planning

History and physical exam performed Yes
Exam findings suggestive of a lack of Yes
collateral venous flow

Medical consultations obtained and Yes
recommendations acted on

Freoperative labs reviewed and Yes
abnormalities addressed

MRI or CT scan within last 30 days Yes
Level of thrombus Il 1l
Presence of bland thrombus on imaaging Yes
Complete IVC obstruction on imaging Yes
Presence of venous collaterals on Yes
imaging

Ancillary surgical teams consulted Yes
Meed for an IVC filter to be placed Yes
preoperatively

Informed consent obtained Yes
Anticoagulation therapy addressed Yes

Mo

Mo

Mo

Mo

Mo

Mo

MNo

Mo

Mo

Mo

Mo

Mo

Y

Day of Surgery/Operating Room
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NOKA3ATE/NN KAYECTBA HASHAYEHUA ONACHbIX MEAUKAMEHTOB

% of inpatient warfarin doses
administered according to protocol

Number of patients receiving warfarin
with INR >6

Number of patients receiving warfarin
with INR >5

Number of patients receiving warfarin
with INR >8

% of patients receiving low molecular
weight heparin outside protocol limits

Number of patients receiving flumazenil
to counteract effects of midazolam

The number of patients who received
opiates who receive subsequent
treatment with naloxone

Number of patients who received
25%I 50% glucose to correctinsulin
induced hypoglycaemia

% of patients with no INR recorded on
inpatient warfarin prescription

Reported anticoagulant adverse event
rate

Adverse event rate associated with use
of low molecular weight heparin and
unfractionated heparin

Injectable sedative adverse event rate

% of patients treated within opiate
protocol

Opiate adverse event rate

Insulin adverse event rate

Recommended Campaign measure

Adcitional measure
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NEPUONEPALMOHHOE YNPABNEHUE
CHUXEHUE PUCKOB U NOBbILLEHUE BE3ONACHOCTU NALWMEHTOB
NHS

sble 5: Large Acute organisations - Organisational incident data by organisation in 6-month period, 15t April 2012 - 30th September 2012
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MH®OPMWPOBAHHDbIE COIMMACHUA

EXXEOQHEBHASA MPAKTMKA B OBLLEEA XWUPYPIMM 295 XMPYPIOB, 157 BPAYEN CTAXXEPOB, TO/INNAHAMA, 2013

WWW.PSSJOURNAL (XYPHAN: BE3OMACHOCTb NALMEHTOB B XPYPTUI)

Table 2 Daily practice on surgical informed consent

Q-Nr Question Answer Total Surgeons Residents p-value
(n=453) (n=296) (n=157)
3 For which type of surgical procedure a Al (YN %) 40/51%  46/54% 54/46% 0.19
SIC is required? Elective (Y/N %) 28/72% 20/7T1%  27/73%
Depending on the surgeon Y/ %) 23T77%  25/75% 19/81%
7 Isthere a check on patient competence? Onwn clinical judgement (Y/N %) 08/2% 97/3% 100/0% 017
Questionnaire (Y/N %) 1/99% 1/99% 0/100%
No control (Y/N %) 1/99% 2/98% 0/100%
8 Is there an mstitutional standard on Yes 61/% 62% 58% 0.44
which information is provided? No 30%; 38%; 4%
10 Do you inform a patient on: The diagnosis and operation indication (Y/N %)  99/1% 00/1% 90/1% 0.61
The surgical procedure (Y/N %) 97/3% 97/3% 96/3% 032
Complications (Y/N %) 99/1% 90/1% 98/2% 0.70
Alternative treatment options (Y/IN %) 86/14%  89/11% 80720% 0.017
11 How do you check if the patient Repeat Back (Y/N %) 14/86%  15/85% 13/87% 0.67
understood the mformation?
12 Is there an mstitutional standard on Yes 52% 58% 40% =0.001
complication rates to be used? No 48% 420 59%
13 Which complication percentage do you Rates from literature (Y/NN %) 67/33%  T73/27% 56/44% =0.001
use to inform your patient? Rates from own department (Y/N %) 20/71%  35/65%  17/83% =0.001
Personal rates (Y/IN %) 16/84%  23/77% 3/97% =0.001
17 Is there a check prior to the surgical Yes 46%* 48%* H4%* 0.39%
procedure whether the SIC process is No 5494* 5004* SE%*

correctly completed?

(J-NE. = Question number as reported in Addifional file 1.

Y/MN% = Percentage of persons in this category who answers positive / negative.
5IC = Surgical informed consent.

* Surgeons n=295_ Residents n=136.

( ) BioMed Centrarl

The Open Access Publishe

This Provisional PDF corresponds to the article as it appeared upon acceptance. Fully formatted
PDF and full text (HTML) versions will be made available soon.

A survey of the current practice of the informed consent process in general

surgery in the Netherlands
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CUCTEMA PETUCTPAL MU U OBYHEHMUA (RLS)
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Home » Patient safety resources » Search by clinical specialty » Surgery

IN THIS SECTION

K Search by clinical specialty
Surgery

Clinical Board for Surgical
Safety

Surgery

Surgical procedures are undertaken in many healthcare settings
including primary care and radiology. These procedures are
undertaken in day surgery units and on an outpatient basis as
well as during inpatient care.

Between 1 April 2007 and 31 March 2008 there were 135 247
incidents reported in surgical specialities to the Reporting and
Learning System (RLS).

The Mational Reporting and Learning Service is working to help
healthcare organisations reduce the risks during surgery in a
number of ways, including:

= Establishing the Clinical Board for Surgical Safety in October 2007. The Board is chaired by President
of Royal College of Surgeons and membership includes representation from all relevant colleges and
associations
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Checklist evaluation

Surgical Checklist
Implementation Project (SCIP)

Imperial College London and
Imperial College Healthcare NHS
Trust have been awarded an
Mational Institute for Health
Research grant to undertake an in-
depth national evaluation of the
Surgical Safety Checklist in
England.

The evaluation with focus on
Checklist usabhility and its
contribution to safer care delivery.

More information on the SCIP
wehsite
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HALUMOHANbHbLIA PETUCTP OCNOXHEHUNA

5 mep Ana ynydweHus nepenadm coobuieHmin o HapyweHum 6esonacHocTm
HauuoHanbHble pekomeHaaumu, 2008, BennkobputaHua

BbicoKas yacToTa coobLeHUn —
CBUAETENbCTBYET O HAAEKHOCTU
OpraHu3auun: CUIbHOW KyNbType
6e30nacHOCTU MeAUNLMHCKON
opraHusaumm, obasaTenbCTBax nepes,
nauMeHToMm M ero 6@30nacHoOCTblo

5 mep

JaBaTb 06paTHYIO CBA3b NepcoHany
dokyc Ha obyyeHumn

BoBneKaTb nepcoHan «c nepeaoBom»

Caenatb cucteMy nepesayvm coobieHni
npocToMn
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Caenatb cooblieHne npegMeTom 06CyKaeHUA
(a He ocyxkaeHnsa!l)

NHS Confed|NPSA briefing: Five actions to improve patient safety reporting

Reference number 1095
Issue date 01 June 2008
Type Guidance

This joint briefing by the National Reporting and Learning Service and the NHS
Confederation sets out five key actions that all organisations can make to improve patient
safety by

strengthening reporting and learning

High reporting is a mark of a ‘high reliability’ organisation. Research shows that trusts
with significantly higher levels of incident reporting are more likely to demonstrate other
features of a stronger safety culture, such as high NHS Litigation Authority ratings

A commitment to reporting demonstrates a commitment to patients and their safety. This
is recognised in Healthcare Commission (now the Care Quality Commission) core safety
standards in England, which include consistency of reporting as one measure, and
similar safety governance requirements in Healthcare Standards for Wales

The key actions are

give feedback to staff
focus on learning

engage frontline staff
make it easy to report, and
make reporting matter

NEWN -

The briefing includes more information and case studies to support each of the actions

.ﬁ.‘ NHS Confed - Five actions to improve reporting - 429 KB
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Chart 1: Incidents reported from Oct 2003 - Mar 2012, and average
proportion of Organisations submitting per month
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PACNPEAENEHUE NO TUNY UHUUAEHTOB AL ¥
(AHBAPb 2011-AEK 2011, NPUMEP)

Chart 2: Proportion of incidents by incident type and quarter, Jan 2011 - Dec
2011
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Documentation [including records, identification)

Infrastructure (including staffing, facilities, environment)

Clinical assessmeant |including dizgnosis, scans, tests, assassmants) WJan 2011 - Mar 2011
Apr 2011 - Jun 2011
Other Blul 2011 - S=p 2011
. . . . Oct 2011 - De=c2011
Disruptive, sggressive behaviour
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PETMCTPALIMA COBbITUN
CTPYKTYPUPOBAHHDbI NEPEYEHb, RUNOIMAN B ET ALL, BO3

HexenaTtenbHble coObITUA B 60NbHULE

lNapgenus

MHble noBpexgeHuns (O)KOFVI, nocneacTtBund caaBriMBaHUA, I/IT,EI,)

OwnBKM B Ha3Ha4YeHMM MegMKaMeHTOB (He Ha3HaYeHue, Nnepeo3npoBka, HU3Kast 403MPOBKA, He Ta Tepanusi, He TO
niekapcTBO)

Mpo6nembl B KNUHU4YeCckoM npouecce (He ToT [lnarHos, He Ta cxema fnevyeHus, Noxom yxoa)

Mpo6nembl ¢ 06opygoBaHueM (He 6bino, He TO, HE TOro roga Bbinycka, MONIOMKa, 6bIN0 HENPaBWIbHO NCMOSBE30BaHO)
Mpo6nembl ¢ fOKyMeHTaumen (He nonHas, He KoppekTHas, 6e3 gaTbl, He icHas!)

OnacHsble ycrosus npebbiBaHNs (KOHTaMUHaLMSA, HeafgekBaTHasa ybopka nnu ctepmunmsaumnsg)

HeapnekBaTHble pecypcChbl (OTcyTCTBVIe nepcoHasia, HeBO3MOXHOCTb MNMpuBIrie4eHnA Heobxoanmoro nepcoHana, HEeOMbITHbIN
nepcoHar, niioxo OpMeHTMDOBaHHbII‘;I I'IepCOHaJ'I)

I'Ipo6neMb| JIOTMCTUKU (an NOoCTYynneHnn, nev4eHnn, TpaHCNnopTUpPoOBKeE, Np OTBETE Ha SKCTpeHHbIIZ BbI3OB)

AIMUHUCTPATUBHbIE NPOoGnembl (He4oCcTaToYHOE HabnAEHUE, HEQOCTAaTOK PeCypPCcoB, cnabble ynpaBreHYeckne peLleHus)

NHdy3noHHbIe Npobnembl (He Ha3Ha4YeHne, HenpaBuiibHas CKOPOCTb NHAY3MK)
Mpo6nembl MHPaCTPYKTYpbI (SNEKTPUYECTBO, HEXBATKa KpoBaTeln)
Mpo6nembl nuTaHusa (Hakopmunu npu O cTone, He TOT CTOJM, KOHTaMUHMPOBaHHAA NuLa, Npobrembl C 3aKa3oMm)

Mpo6nembl Npu TpaHcdy3un (He HasHavYeHne, NePEnUTO HEAOCTAaTOYHOE KONMMYECTBO, NEPENUTO N3GLITOYHOE KONMYECTRO,
npo6nemMbl XpaHeHust)

Mpo6nembl ¢ KNCNOPOAOM (HE Ha3HaYeHne, He[oCTaTOUYHOE KONMYECTBO, M3ObLITOYHOE KONNMYECTBO, NpeXaeBpeMeHHas
OTMeHa, npobnemsbl ¢ nogayen O2)
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NPAKTUYHECKUE PEKOMEHAAUUU ANA BHEAPEHUA B NPAKTURY

Patient safety issues related to gastrostomy | Signal

Minimising Risks of Mismatching Spinal, Epidural and Regional
Devices with...

Early detection and treatment of acute limb ischaemia | Signal

Qutbreak of prosthetic valve endocarditis | Signal

Airway suction equipment | Signal

Safer spinal (intrathecal), epidural and regional devices

How to guide to the five steps to safer surgery

WHO surgical safety checklist: for maternity cases only

Accurate patient weight | Signal

Haemorrhage following removal of femoral catheters | Signal

Wrong site nerve block | Signal

The transfusion of blood and blood components in an emergency
Never Events Annual Report 2009/10
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08 October 2010
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Signal
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NPAKTUYHECKUE PEKOMEHAAUUU ANA BHEAPEHUA B NPAKTURY

NHS!

Mational Patient Safety Agency

Rapid Response Report

NPSA/2010/RRROT7

From reporting to learning

21 October 2010

The transfusion of blood and bleod components in an emergency

lazus

The urgent provision of biood for ife mnaaten
loss can jeopantise the sundval of patients. E
ana vital i avold 'lraw:lxnbsrml andiis
Mﬂ'ﬂ:l"lEﬁS\, for which effective communicat
wood 5 key.

Evidencs of hamm
During the period Octoder 2005 to Septemie
deams and 83 Incidents Inwhich a patlent we
stuaton.

Reducing the sk of harm

This Rapitl Responsa Report (RRF) & Intang
Tactors that Impact on the eMgent provision o
asongeie is ARA Includes guidance ssued
necommandations of the Coefidental Enquik
ﬂ'ﬂ'ﬂﬁ"lm of massive obebefric hasmaomhz
Biood transfskn In ohaetics (2008).

For IMMEDIATE ACTION by the NHS and
mmwnxmcw Exacutt
Deadiing for ACTION PLETE |2 26 &

Local organiaaiens should ensurs @

1. The nospital transfusion comimities
nicod In an emengency (Inciuding ol
12amE, [EOMI0NES AN SURDON Bar
DEMENEEt 0 SIES WINOLT 3N On-Site |

3. 53 (cinical, laborabory and su
cinical and laboranory arsas ampF:l
4. The blood Fansfusion laboratony st

opporturity.
5. Cinical teams dealng with patients.
co-priinate communication with the
5. Thersls a clear and wall Undersion
WaIT 10 g e Massive Biood 1o
commurnications between clinical an
agresd prrase such as “This
7. Al incidents where thene are &ela)
nvestigai=d locally, and reporbad
(v sheotuk_ omg).
8. Each event mggenng the massve
commities 1o Ensure I0cal Drotoeols
Supparting Information on s RAR Is avalal
I Npesa nhe. Uk, slephone 020 7927 5590,
The NPSA has Informed MHS crganisations,
professional bodies In England and Walss.

Catroviry il 14080

& hations Patlen! Sefely Agancy 2010 Copyight amd o
Th PSS isthortuos LI hoalscine i gn i o o 8

For IMMEDNATE ACTION by the NHS and Indepandant (acute) sactor. Acthons should be lad by an exscuthve

mmmn;mcwmwﬁ.
C=adiins for ACTION

with the Chalr of the Hospital Transfusion Committes.
PLETE Is 26 April 2011.

Local erganieations should snsurs that

1.

L L

The hospital transfusion comimittes reviews the iocal profocols and pracices for requesting and obtaining
nicod In an emameancy {Inciuding out of Nowrs), ensurng that they Inciude all e actions required oy cinical
12ams, IaboRiones and sUpDon senices, e.g. portering and transport staidivers and any specific actions
parinant to sites without an on-site Transfusion laborakony.

Local protocols enable the refease of biood and biood components wilout the Inttlal approval of a
haematniogist although ey should be advised of the stuation at the earliest opporturity.

Saf (Ginical, [aboratory and support SLaT) know where to ind the massive blood 1055 Dol In all relevan
clinical and laboratony areas and are famillar with R, supportad by raining and reguiar drils.

The piood Fansfusion |aborabony SiaT are informed of patents with 3 massive heemonmage at the earlest

opportunity.

Clnical teams dealing with patients wilh massive haemonnage nominae a spaciic mamber of the 2am 10
co-ordinate communication with the laboratory stafl and t senioes for the duration of the Incident.
There Is @ clear and well undersiood Tigoer phiase 1o acivate Tie massve binod loss protocol, for exampie 9

WaITt fo trigger e masshe biood koS5 proiocol [and state locaion e.q. deifvery sulteF and all subsequent
communicaions Debwesn clinkal areas and E'WE-I'IJJHBEDTB:E:I-EEIH""JELEEETEI II:EI|:|I'

agread irigger phiase such 35 “This caill relaies fo the massive biood Ioss prodocol fand location]
All Incidents where there are delays or problems In e proviskon of Diood In an arz and
nvestigatad locally, and reporbed To e NPSA and the Serious Hazands of Transfusion (SHOT) scheme

pvaw. shotukong).
Each eveni tnggenng the massve Diood 1085 protocoi s reconded and reviewed by the hospital transfusion
committee 10 ensure local pocoks are appiled appropriately and eMectvaly.




BE3OMNACHOCTb NALUMUEHTA B XUPYPTUU
Yek Jlucr
fonnanpgua 2007-2009

® Xupypruueckne oCAOXKHEHUA CHU3UAUCH Ha 1\3

® Xupypruueckmne cmeptu ¢ 1.5 po 0.8% (3.7-1.4%)



CNACUBO 3A BHUMAHMUE!



