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Patient Safety Curriculum Guide 


Topic 4 


Being an effective team player 
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Patient Safety Curriculum Guide 


Learning objectives 


 Understand the importance of teamwork in health care 


 


 Know how to be an effective team player 


 


 Recognize you will be a team member as a health 


professional student 
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Knowledge requirements (1) 


Understand: 


 


  The different types of teams in health care 


  The characteristics of effective teams 


  How people's values and assumptions affect  


    interactions with others  
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Knowledge requirements (2) 


Understand: 


 


  The role of team members and how psychological  


  factors affect team interactions 


  The impact of change on teams 


  The role of the patient on teams 
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Performance requirements 


 Promote effective health care by using the following 


teamwork principles: 


 Be mindful of other's values and assumptions  


 Be mindful of how psychosocial factors affect team interactions  


 Be aware of the impact of change on teams 


 Include the patient and his/her family in the team 


 Use appropriate communication techniques 


 Use mutual support techniques 


 Resolve conflicts 


 Be open to changing and observing behaviours 
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What is a team? 


 A team is a group of two or more individuals who: 


 


  Interact dynamically 


  Have a common goal/mission 


  Have been assigned specific tasks 


  Possess specialized and complementary skills  
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A team is…. 


 A distinguishable set of two or more people who interact 


dynamically, interdependently and adaptively towards a 


common and valued goal/objective/mission, who have 


been each assigned specific roles or functions to perform, 


and who have a limited lifespan of membership.  


Eduardo Salas  


7 







Patient Safety Curriculum Guide 


What types of teams do you find in  


health care? 


Many different teams are found in health care: 


 


  Multi-professional/drawn from a single profession 


  Co-located/distributed 


  Transitory or long standing 
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What types of teams do you find in 


health care? 


   TeamSTEPPS TM identify the following team types in 


health care: 


 


 Core teams 


 Coordinating teams 


 Contingency teams 


 Ancillary services 


 Support services 


 Administration 
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How do teams improve patient care? 


 Teams represent a pragmatic way to improve patient care 


 


 Teams can improve care at the level of: 


•  The organization 


•  The patient – outcomes and safety 


•  The team as a whole 


•  The individual team member 
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How do teams form and develop? 


 Tuckmann identified four stages of team formation and 


development: 


 


  Forming  


  Storming 


  Norming 


  Performing 


 


Source: B. Tuckmann 1965 
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What makes a successful team? 


Effective teams possess the following features: 


  A common purpose 


  Measurable goals 


  Effective leadership and conflict resolution 


  Good communication 


  Good cohesion and mutual respect 


  Situation monitoring 


  Self-monitoring 


  Flexibility 
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Leadership (1) 


 Effective team leaders coordinate and facilitate teamwork by: 


  Delegating tasks or assignments 


  Conducting briefs, huddles, debriefs 


  Empowering team members to speak freely and ask  


  questions 


  Organizing improvement activities and training for the  


  team 


  Inspiring “„followers” and maintain a positive group  


  culture 
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Leadership (2) 


 Effective team leaders coordinate and facilitate teamwork by: 


  Accepting the leadership role  


  Asking for help as appropriate  


  Constantly monitoring the situation 


  Setting priorities and making decisions 


  Utilizing resources to maximize performance 


  Resolving team conflicts 


  Balancing the workload within a team 
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Communication 


 A number of techniques have been developed to promote 


communication in health care including: 


 


  ISBAR 


  Call-out 


  Check-back 


  Hand-over or hand-off 
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Resolving disagreement and conflict 


 A number of techniques have been developed to help all 


members of a team speak out including: 


 


  The two-challenge rule 


  CUS 


  DESC script 
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Challenges to effective teamwork 


 


  Changing roles 


  Changing settings 


  Health-care hierarchies 


  Individualistic nature of health care 


  Instability of teams 
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Accidents in other industries 


 Failures in the following team behaviours have been 


identified as being responsible for accidents in other 


industries: 


 


  Roles not being clearly defined 


  Lack of explicit coordination 


  Mis-communication 
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Assessing team performance 


 Assessing team performance can be carried out: 


•  In the workplace 


•  In simulated environments 


•  Through observing teamwork exercises 


 


 Teamwork can be assessed by external experts or 


by peer observation 
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Summary 


 Teamwork doesn‟t just happen, it requires: 


• An understanding of the characteristics of successful teams 


• Knowledge of how teams function and ways to maintain effective 


team functioning 


 


 There are well documented teamwork principles health-


care students should know 


 


 There are a variety of techniques that have been 


developed to improve communication in teams 
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How to apply teamwork principles  (1) 


    Health-care students can apply teamwork principles in 


their interactions with other students and through 


observing and being part of health-care teams 
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How to apply teamwork principles (2) 


 Practical tips for health-care students to practise: 


  Always introduce yourself to the team 


  Read back/close the communication loop 


  State the obvious to avoid assumptions 


  Ask questions, check and clarify 


  Delegate tasks to people not to the air 


  Clarify your role 


  Use objective (not subjective) language 
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How to apply teamwork principles (3) 


  Practical tips for health-care students to practise: 


  Learn and use people‟s names 


  Be assertive when required 


  If something doesn‟t make sense, find out the other   


person‟s perspective 


  Do a team briefing before undertaking a team activity 


and a debrief afterwards 


  When conflict occurs, concentrate on “what” is right for 


the patient, not “who” is right 
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Patient Safety Curriculum Guide 


Topic 11 


 


Improving medication safety 
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Rationale 


 Medication use has become increasingly complex in 


recent times 


 Medication error is a major cause of preventable patient 


harm 


 As future health-care workers, you will have an 


important role in making medication use safe 
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Learning objectives 


 To provide an overview of medication safety 


 To encourage students to continue to learn and 


practise ways to improve the safety of medication use 
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Knowledge requirements 


 Understand the scale of medication error 


 Understand the steps involved in a patient using 


medication  


 Identify factors that contribute to medication error 


 Learn how to make medication use safer 


 Understand the benefits of a multidisciplinary approach 


to medication safety 
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Performance requirements 


 Acknowledge that medication safety is a topic and an understanding of the 
area will affect how you perform the following tasks:  


 Use generic names where appropriate 


 Tailor your prescribing for each patient 


 Learn and practise thorough medication history taking 


 Know which medications are high-risk and take precautions 


 Be very familiar with the medication you prescribe and/or dispense 


 Use memory aids 


 Remember the 5 Rs when prescribing and administering 


 Communicate clearly 


 Develop checking habits 


 Encourage patients to be actively involved in the process 


 Report and learn from medication errors 
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Source: Conceptual Framework for the International Classification for patient safety 


Definitions (1) 


 Side-effect: a known effect, other than that primarily 


intended, relating to the pharmacological properties of a 


medication 


• e.g. opiate analgesia often causes nausea 


 Adverse reaction: unexpected harm arising from a 


justified action where the correct process was followed for 


the context in which the event occurred 


• e.g. an unexpected allergic reaction in a patient taking a 


medication for the first time 


 Error: failure to carry out a planned action as intended or 


application of an incorrect plan 


 Adverse event: an incident in which a patient is harmed 
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Definitions (2) 


 Adverse drug event:  


• May be preventable (e.g. the result of an error) or  


• May not be preventable (e.g. the result of an adverse drug 


reaction or side-effect) 


 Medication error may result in …  


• An adverse event if a patient is harmed 


• A near miss if a patient is nearly harmed or 


• Neither harm nor potential for harm 


 Medication errors are preventable 
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Steps in using medication 


 Prescribing 


 Administering 


 Monitoring 


    Note: these steps may be carried out by health-care 


workers or the patient; e.g. self-prescribing over-the-


counter medication and self-administering medication at 


home 
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Prescribing involves … 


 Choosing an appropriate medication for a given clinical 


situation, taking individual patient factors into account, 


such as allergies  


 Selecting the administration route, dose, time and 


regimen 


 Communicating details of the plan with:  


• Whoever will administer the medication (written-transcribing 


and/or verbal)  


• And the patient 


 Documentation 


 
9 







Patient Safety Curriculum Guide 


How can prescribing go wrong? 


 Inadequate knowledge about drug indications and contraindications 


 Not considering individual patient factors, such as allergies, 


pregnancy, co-morbidities, other medications 


 Wrong patient, wrong dose, wrong time, wrong drug, wrong route 


 Inadequate communication (written, verbal) 


 Documentation - illegible, incomplete, ambiguous 


 Mathematical error when calculating dosage 


 Incorrect data entry when using computerized prescribing e.g. 


duplication, omission, wrong number 
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Look-a-like and sound-a-like medications 


    2 examples : 


 Avanza (mirtazapine, antidepressant); Avandia 
(rosiglitazone, diabetes medicine) 


 Celebrex (celecoxib, anti-inflammatory); Cerebryx 
(fosphenytoin, anticonvulsant); Celexa (Citalpram, 
antidepressant) 
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Ambiguous nomenclature 


 Tegretol 100mg 


 S/C 


 1.0 mg 


 .1 mg 


 Tegreto 1100 mg 


 S/L 


 10 mg 


 1 mg 
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Avoiding ambiguous nomenclature 


 Avoid trailing zeros  


e.g. write 1 not 1.0 


 Use leading zeros  


 e.g. write 0.1 not .1  


 Know accepted local terminology 


 Write neatly, print if necessary 
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Administration involves … 


 Obtaining the medication in a ready-to-use form; may 


involve counting, calculating, mixing, labeling or 


preparing in some way 


 Checking for allergies 


 Giving the right medication to the right patient, in the 


right dose, via the right route, at the right time 


 Documentation 
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How can drug administration go wrong? 


 Wrong patient 


 Wrong route 


 Wrong time 


 Wrong dose 


 Wrong drug 


 Omission, failure to administer 


 Inadequate documentation 
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The 5 Rs 


 Right Drug 


 Right Route 


 Right Time 


 Right Dose 


 Right Patient 
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Calculation errors 


Can you answer the following question? 


 


A patient needs 300 micrograms of a medication that 


comes in a 1 ml ampoule containing 1 mg of the drug. 


What volume do you draw up and inject? 
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Monitoring involves … 


 Observing the patient to determine if the medication is 


working, being used appropriately and not harming the 


patient 


 


 Documentation 
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How can monitoring go wrong? 


 Lack of monitoring for side-effects 


 Drug not ceased if not working, or course completed 


 Drug ceased before course completed 


 Drug levels not measured, or not followed up 


 Communication failures 
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Do you know which drugs  


need blood tests to monitor levels? 
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Which patients are most at risk of 


medication error? 


 Patients on multiple medications 


 Patients with another condition, e.g. renal impairment, 


pregnancy 


 Patients who cannot communicate well 


 Patients who have more than one doctor 


 Patients who do not take an active role in their own 


medication use 


 Children and babies (dose calculations required) 
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In what situations are staff most likely to 


contribute to a medication error? 


 Inexperience 


 Rushing 


 Doing two things at once 


 Interruptions 


 Fatigue, boredom, being on “automatic pilot” leading to failure to 


check and double-check 


 Lack of checking and double checking habits 


 Poor teamwork and/or communication between colleagues 


 Reluctance to use memory aids 
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How can workplace design contribute to 


medication errors? 


 Absence of a safety culture in the workplace 


    e.g. poor reporting systems and failure to learn from past near 


misses and adverse events 


 Absence of memory aids for staff  


 Inadequate staff numbers 
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How can medication presentation 


contribute to medication errors? 


 


 Look-alike, sound-alike medications 


 Ambiguous labeling 
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Ways to make medication use safer  


What you can do to make medication use safer: 


 Use generic names 


 Tailor prescribing for individual patients 


 Learn and practise collecting complete medication histories 


 Know the high-risk medications and take precautions 


 Be very familiar with the medications you prescribe 


 Use memory aids 


 Remember the 5 Rs 


 Communicate clearly 


 Develop checking habits 


 Encourage patients to be actively involved 


 Report and learn from errors 
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Use generic names rather  


than trade names 
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Tailor your prescribing for each  


individual patient 


 Consider: 


 Allergies 


 Co-morbidities (especially liver and renal impairment) 


 Other medication 


 Pregnancy and breastfeeding 


 Size of patient 
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Learn and practise collecting complete 


medication histories 
 Include name, dose, route, frequency, duration of every drug 


 Ask about recently ceased medications 


 Ask about over-the-counter medications, dietary supplements and 
complementary medicines 


 Make sure what patient actually takes matches your list: 
• Be particularly careful across transitions of care 


• Practise medication reconciliation at admission to and discharge from hospital 


 Look up any medications you are unfamiliar with 


 Consider drug interactions, medications that can be ceased and 
medications that may be causing side-effects 


 Always include allergy history 
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Know which medications are high risk and 


take precautions 
 Narrow therapeutic window 


 Multiple interactions with other medications 


 Potent medications 


 Complex dosage and monitoring schedules 


 Examples: 


• Oral anticoagulants 


• Insulin 


• Chemotherapeutic agents 


• Neuromuscular blocking agents 


• Aminoglycoside antibiotics 


• Intravenous potassium 


• Emergency medications (potent and used in high pressure situations) 
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Be very familiar with the medications you  


prescribe 


 Do some homework on every medication you prescribe 


 Suggested framework 


• Pharmacology  


• Indications 


• Contraindications 


• Side-effects 


• Special precautions 


• Dose and administration 


• Regimen 
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Use memory aids 


 Textbooks 


 Personal digital assistant 


 Computer programmes, computerized prescribing 


 Protocols 


 Free up your brain for problem solving rather than 


remembering facts and figures that can be stored 


elsewhere 


 Looking things up if unsure is a marker of safe practice, 


not incompetence! 
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Remember the 5 Rs when prescribing  


and administering 


Can you remember what they are? 


 Right Drug 


 Right Dose 


 Right Route 


 Right Time 


 Right Patient 
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Communicate clearly 


 State the obvious  


 Write clearly and legibly 


 The 5 Rs 


 Close the loop 
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Develop checking habits (1) 


 When prescribing a medication 


 When administering medication: 


• Check for allergies 


• Check the 5 Rs 


 Remember computerized systems still require checking 


 Always check and it will become a habit! 
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Develop checking habits (2) 


 Some useful maxims … 


 Unlabelled medications belong in the bin 


 Never administer a medication unless you are 100% 


sure you know what it is 


 Practice makes permanent, perfect practice makes 


perfect 


 


     Start your checking habits now ! 
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Encourage patients to be actively involved 


in the process 


 When prescribing a new medication provide patients 
with the following information: 
• Name, purpose and action of the medication 


• Dose, route and administration schedule 


• Special instructions, directions and precautions 


• Common side-effects and interactions 


• How the medication will be monitored 


 Encourage patients to keep a written record of their 
medications and allergies 


 Encourage patients to present this information 
whenever they consult a doctor 
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Report and learn from medication errors 
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Safe practice skills for students to  


develop and practise … 


 Whenever learning and practising skills that involve 


medication use, consider the potential hazards to the 


patient and what you can do to enhance patient safety 


 Knowledge of medication safety will impact the way you: 


• Prescribe, document and administer medication 


• Use memory aids and perform drug calculations 


• Perform medication and allergy histories 


• Communicate with colleagues 


• Involve and educate patients about their medication 


• Learn from medication errors and near misses 
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Summary 


 Medications can greatly improve health when used 


wisely and correctly 


 Yet, medication error is common and is causing 


preventable human suffering and financial cost 


 Remember that using medications to help patients is not 


a risk-free activity 


 Know your responsibilities and work hard to make 


medication use safe for your patients 
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 For discussion 


 Are you aware of any incidents in which a patient was 


harmed by medication? 


 Describe what happened 


 Was the situation a result of a side-effect, adverse drug 


reaction or medication error? 
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Calculation errors (1) 


  Can you answer the following question? 


 


A 12 kg, 2-year-old boy requires 15 mg/kg of a medication 


that comes as a syrup with a concentration of 120 


mg/5mls. How many mls do you prescribe? 
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Calculation errors (2) 


  Can you answer the following question? 


 


A patient needs 300 micrograms of a medication that 


comes in a 1 ml ampoule containing 1 mg of the drug. 


What volume do you draw up and inject? 
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Example case (1) 


 A 74-year-old man sees a community doctor for 


treatment of new onset stable angina 


 The doctor has not met this patient before and takes a 


full past history and medication history 


 He discovers the patient has been healthy and only 


takes medication for headaches 


 The patient cannot recall the name of the headache 


medication  


 The doctor assumes it is an analgesic that the patient 


takes whenever he develops a headache  
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Example case (2) 


 But the medication is actually a beta-blocker that he 


takes every day for migraine; this medication was 


prescribed by a different doctor  


 The doctor commences the patient on aspirin and 


another beta-blocker for the angina 


 After commencing the new medication, the patient 


develops bradycardia and postural hypotension  


 Unfortunately the patient has a fall three days later due 


to dizziness on standing; he fractures his hip in the fall 
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What factors contributed to this  


medication error? 


 Two drugs of the same class prescribed unknowingly with 


potentiation of side-effects  


 Patient not well informed about his medications 


 Patient did not bring medication list with him when 


consulting the doctor 


 Doctor did not do a thorough enough medication history 


 Two doctors prescribing for one patient 


 Patient may not have been warned of potential side-effects 


and of what to do if side-effects occur 
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How could this situation have  


been prevented? 


 Patient education regarding: 


• Regular medication 


• Potential side-effects 


• The importance of being actively involved in their own care - 


e.g. having a medication list 


 More thorough medication history 
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Case (1) 


 A 38-year-old woman comes to the hospital with 20 
minutes of itchy red rash and facial swelling; she has a 
history of serious allergic reactions 


 A nurse draws up 10 mls of 1:10,000 adrenaline 
(epinephrine) into a 10 ml syringe and leaves it at the 
bedside ready to use (1 mg in total) just in case the 
doctor requests it 


 Meanwhile the doctor inserts an intravenous cannula 


 The doctor sees the 10 ml syringe of clear fluid that the 
nurse has drawn up and assumes it is normal saline 
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Case (2) 


 There is no communication between the doctor and the 
nurse at this time 


 The doctor gives all 10 mls of adrenaline (epinephrine) 
through the intravenous cannula thinking he is using saline 
to flush the line. 


 The patient suddenly feels terrible, anxious, becomes 
tachycardic and then becomes unconscious with no pulse 


 She is discovered to be in ventricular tachycardia, is 
resuscitated and fortunately makes a good recovery 


 Recommended dose of adrenaline (epinephrine) in 
anaphylaxis is 0.3 - 0.5 mg IM, this patient received 1mg IV 
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Can you identify the contributing factors  


to this error? 


 Assumptions 


 Lack of communication 


 Inadequate labeling of syringe 


 Giving a substance without checking and double-


checking what it is 


 Lack of care with a potent medication 
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How could this error have been prevented? 


 Never give a medication unless you are sure you know 


what it is; be suspicious of unlabelled syringes 


 Never use an unlabelled syringe unless you have drawn 


the medication up yourself 


 Label all syringes 


 Communication - nurse and doctor to keep each other 


informed of what they are doing 


e.g. nurse: “I’m drawing up some adrenaline” 


 Develop checking habits before administering every  


medication … go through the 5 Rs 


e.g  doctor: “What is in this syringe?” 
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Example case (1) 


 A patient is commenced on oral anticoagulants in 


hospital for treatment of a deep venous thrombosis 


following an ankle fracture 


 The intended treatment course is 3-6 months though 


neither the patient nor community doctor are aware of 


the planned duration of treatment 


 Patient continues medication for several years, being 


unnecessarily exposed to the increased risk of bleeding 


associated with this medication 
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Example case (2) 


 The patient is prescribed a course of antibiotics for a 


dental infection 


 9 days later the patient becomes unwell with back pain 


and hypotension, a result of a spontaneous 


retroperitoneal haemorrhage, requiring hospitalization 


and a blood transfusion 


 International normalized ratio (INR) reading is grossly 


elevated, anticoagulant effect has been potentiated by 


the antibiotics 
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Can you identify the contributing factors for 


this medication error? 


 Lack of communication and hence continuity of care 


between the hospital and the community 


 Patient not informed of the plan to cease medication 


 The interaction between antibiotic and anticoagulant 


was not anticipated by the doctor who prescribed the 


antibiotic even though this is a known phenomenon 


 Lack of monitoring; blood tests would have detected the 


exaggerated anticoagulation effect in time to correct the 


problem  
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How could this error have been prevented? 


 Effective communication 


• e.g. discharge letter from hospital to community doctor 


• e.g. patient information 


 Memory aids and alerting systems to help doctors notice 


potential adverse drug interactions 


 Being aware of common pitfalls in medications you 


prescribe 


 Monitoring medication effects when indicated 
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How could the patient help prevent  


this error? 


 Asking more questions: 


• “How long will I need this new medication for?” 


• “Will this antibiotic interact with my other medication?” 


 


 How can the doctor encourage the patient to ask more 


questions? 


 


55 






image6.emf
Seminario 2.2.docx
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Seminario 2.2 Mejorando la Seguridad del Paciente. Una aproximación conceptual. Dr. Ulibarrena

Dicen que sucedió en un hospital de Navarra, pero bien podría haber ocurrido en uno de

Alicante:

En la habitación 315 del servicio de Urología están ingresados Enrique Lozano, de 65 años de

edad, y Enrique García, de 45. El primero va a ser intervenido de una neoformación de vejiga

hoy lunes, 30 de julio. El segundo ingresó de urgencia en la tarde de ayer por un cuadro de hematuria copiosa; se le ha programado para urografía y ecografía, que se le realizarán en la mañana de hoy. Ambos han sido convenientemente preparados y, aunque llevan poco tiempo

ingresados en la misma habitación, entre ellos se ha generado una corriente de simpatía. A las 8 de la mañana, Enrique García se está aseando en el baño. Ambos esperan un celador que les acompañe al servicio correspondiente.



El celador (Juan José Pérez) entra en la habitación y pregunta - ¿Enrique? - Sí soy yo. -Bueno, pues vámonos. En el trayecto, Juan José intenta, con su simpatía habitual, contribuir a disminuir la ansiedad y preocupación que comúnmente desatan los pacientes cuando se les va

a realizar una prueba o exploración en el hospital. Aparca la cama a la entrada del Servicio de

Radiología y comenta en recepción: es Enrique, el paciente de la 315 de Urología. El técnico de radiodiagnóstico, cumpliendo con las más estrictas normas del programa de mejora de la calidad implantado en el servicio, se presenta al paciente y le comenta: esta prueba va a durar

un ratito, como usted fue preparado anoche, es de esperar que no tengamos ningún problema

añadido. De cuando en cuando yo le hablaré pero usted no me verá, y es importante que esté

relajado, le tenemos que hacer varias proyecciones y ahora, mientras yo termino de preparar el

material, vendrá el enfermero para inyectarle el contraste. Cualquier duda que tenga, no dude

en preguntarla a cualquiera de nosotros.

Entre tanto, otro celador, Pascual Gómez, ha acompañado a Enrique García al quirófano. El

anestesiólogo, sorprendido por el aspecto tan juvenil del paciente, en la inducción anestésica,

le pregunta -¿Qué edad tiene, Enrique? -45 -, le contesta. En ese instante el anestesiólogo se

percata de que ha habido un error y contacta con la planta donde, efectivamente, se lo ratifican y, a su vez, llaman al Servicio de Radiología, paralizan la exploración y cada paciente

finalmente recibe los cuidados que necesitaba.

¿Qué ha pasado? ¡Ah!, pero ¿ha pasado algo?; pero si nadie ha sufrido ningún daño.

Entonces, ¿no hacemos nada?. Sí, damos gracias a Dios, y perdemos una oportunidad de

mejora importante.

¿Por qué ha sucedido? ¿Dónde, con quién comentamos lo sucedido?. Todos estos

interrogantes son más importantes que el planteamiento de quién es el responsable del error

cometido.

Si cuestionamos a las personas es posible que éstas no se vuelvan a equivocar, pero siempre

habrá otras en riesgo de hacerlo mientras que, si cuestionamos los sistemas, si nos

esforzamos por construir una organización que, centrada en el paciente, haga más seguros los

cuidados, facilitaremos el ambiente para que las personas no se equivoquen. Y éste es el

enfoque que nos recomienda la Organización Mundial de la Salud (OMS) en su Alianza

Mundial por la Seguridad del Paciente.
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Cuando las cosas no funcionan… como siempre

Lea la siguiente historia y considere las siguientes cuestiones

- ¿Qué factores contribuyeron a que se anestesiara al Sr. Valera?

- ¿Se trata de un error de personas o de un fallo del sistema?

- ¿Se trata de un suceso centinela?

- ¿Se trata de un incidente o accidente?

- ¿Podría producirse en el hospital en que trabajamos?

- ¿Cuáles son los pasos que se dan, desde que se sienta la indicación de una intervención quirúrgica de urgencia hasta que se realiza?

- Plantee las acciones de mejora prioritarias para que tal hecho no vuelva a suceder.



El caso:

Juan Valera, varón de 73 años fue ingresado urgentemente en el servicio de Cirugía

Vascular de un hospital a las 5 horas de la madrugada del día 10 de septiembre de 2005 por padecer dolor intenso en una pierna. Al realizarse una angiografía ese mismo día a las 9 horas, esta demostró que padecía enfermedad arterial periférica susceptible de revascularización mediante intervención quirúrgica.

El Dr. Guimera, residente de cirugía vascular de 4º año, solicitó una consulta, previa a la intervención, al servicio de Cardiología. Esta fue realizada sobre las 11.30 horas, por el Dr. Sarasqueta, un cardiólogo amable con bastantes años de ejercicio quien decidió practicarle un ecocardiograma de esfuerzo a fin de valorar el riesgo del paciente para ser intervenido.

A la espera de conocer los resultados del ecocardiograma, el Dr. Guimera informó sobre las 13.30 horas al paciente de la necesidad de intervenirle con urgencia y anotó la orden “E A” (en ayunas) en la hoja de curso clínico Tras obtener la firma del señor Valera del documento de consentimiento informado, y de acuerdo con el jefe del servicio el Dr. Espuelas, se programó provisionalmente la intervención quirúrgica para primera hora de la mañana siguiente.

Casi sobre las 15 horas, el Dr. Sarasqueta llamó por teléfono al Dr. Guimera para comunicarle que el ecocardiograma mostraba alteraciones graves que precisaban de cateterismo cardíaco y por tanto sería necesario retrasar la intervención prevista. Así mismo, le indicó que a la mañana siguiente le enviaría el informe completo por escrito y, muy probablemente, esa misma mañana, le harían el cateterismo.

El Dr. Guimera llamó al Quirófano para informar de la cancelación de la intervención prevista para el día siguiente.

Cuando el Dr. Guimera y el Dr. Espuelas pasaron sala a las 16 horas de esa tarde, el paciente estaba solo y dormido. Por ello, decidieron retrasar la discusión con él de las actuaciones a seguir hasta la mañana siguiente. Anotaron el cambio de planes en la hoja de curso clínico correspondiente pero no hablaron con el personal de enfermería de la planta.

El paciente continúo con la recomendación de “E A” (en ayunas) anotada en su historia clínica en previsión de realizar el cateterismo cardíaco al día siguiente.

A las 17 horas el Dr. Espuelas se fue a su casa y el Dr. Guimera comenzó su turno de guardia que concluiría a las 9 horas de la mañana siguiente.

Debido a circunstancias poco claras, la intervención no fue desprogramada del parte quirúrgico y a la mañana siguiente el paciente fue trasladado a quirófano para ser intervenido a las 8.15 horas, tal como estaba inicialmente previsto. Entretanto, al pasar sala antes de terminar su turno de guardia, el Dr Guimera no se extraño de que el señor Valera no estuviera en la habitación ya que asumió que se le estaba practicando el cateterismo cardíaco. A las 9 horas y diez minutos, el Dr. Guimera se iba a su casa.

Mientras tanto, en el quirófano, con el fin de no retrasar el programa quirúrgico del día, el señor Valera recibió la preparación prequirúrgica necesaria por parte del personal de enfermería y el anestesista, el Dr. Rubiales, le aplicó anestesia generalsobre las 9.15 horas.

Extrañado de que no se presentara el cirujano, a las 9.30 horas el anestesista sugirió a la Sra. Julia Medel, la enfermera instrumentista, que llamara por teléfono al Servicio para recordárselo. La secretaria del Servicio, Sra. Lucia Almendros, le indicó que la intervención del señor Valera había sido retrasada porque le estaban haciendo un cateterismo cardíaco ya que tenía una enfermedad cardiaca grave.

Conscientes del error, el paciente fue despertado sin complicaciones y en días posteriores se le practicó con éxito el cateterismo cardíaco y un bypass arterial 
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Ejercicio: Julia Herrero, cirujana

Lea el siguiente relato y posteriormente, reflexione y argumente sobre las siguientes cuestiones:

- ¿Por qué cree que la Dra. Herrero no llamó al Dr. Usabiaga?

- ¿Qué papel juega la comunicación en el trabajo en equipo?

- ¿En que medida influye el cansancio en la forma de trabajar?

- ¿En qué medida influyen las experiencias de la residencia con el Dr. Escudero?

- ¿Qué factores determinan las decisiones médicas: el conocimiento, las experiencias previas, el cansancio, los valores, los recursos disponibles…?



Relato de la Dra. Herrero

Soy cirujana. Tras acabar mi periodo de residencia en un gran hospital, comencé a

trabajar en un hospital comarcal contratada durante los meses de verano.

Una de mis primeras noches de guardia, –todavía la recuerdo por la gran cantidad

de trabajo que hubo y porque tuve que hacerla, tras haber estado celebrando hasta la madrugada de la noche anterior mi primer contrato como cirujana- acudió al Servicio de Urgencias, a las 5 de la madrugada, Encarna, una mujer de 28 años de edad, aquejada de un intenso dolor abdominal.

Al palpar su abdomen su sonrisa desapareció y al realizar la maniobra de Blumberg

gimió con dolor. Su abdomen continuaba rígido y el aumento de dolor se repetía

cada vez que palpaba y descomprimía la presión en la fosa ilíaca derecha. -

¿Apendicitis aguda? Me pregunté.

El Dr. Millán, el otro cirujano de guardia y la residente no estaban disponibles por estar realizando una intervención urgente a un joven que había recibido una puñalada. Solicité una analítica de sangre y administré un analgésico suave para no enmascarar las características del dolor. La paciente estaba sudorosa, ligeramente deshidratada y fue incapaz de proporcionar una muestra de orina. Cuando llegaron los resultados de los análisis –normales-, mi instinto me dijo que podría tratarse de una urgencia ginecológica, aunque la paciente no relataba ningún antecedente de interés ni sospecha de estar embarazada.

Sin embargo, -lo confieso-, me daba pánico llamar al Dr. Usabiaga, el ginecólogo de

guardia, un afamado profesional de unos cincuenta años, conocido por su sarcasmo e intolerancia con residentes y médicos jóvenes, ¡sobretodo con las médicas! De hecho, me recordaba al Dr. Escudero, jefe del Servicio en el que me formé. Un virtuoso del bisturí, pero un individuo distante, despreciable y sin ninguna capacidad de dialogo, cuyo placer principal consistía en humillar a los residentes y tratar de convencerles de su incapacidad para dedicarse a la cirugía.

Dos horas más tarde, cuando tuve el valor de llamarlo, ya que el estado de la paciente empeoraba, el Dr. Usabiaga, diagnosticó un embarazo ectópico, intervino urgentemente a la mujer y le extrajo casi dos litros de sangre de la cavidad abdominal. Afortunadamente, Encarna se recuperó sin problemas en pocos días y el Dr. Usabiaga, … estuvo amable, educado y no me hizo ningún comentario negativo.

Me culpabilice pensando que no debería haber hecho celebraciones antes de la guardia; que debería estar mejor formada; que debería haber sondado a Encarna para hacerle una prueba del embarazo; que debería ser menos tímida y haber consultado antes al Dr. Usabiaga, o al menos comentarlo con el Dr. Millán; que debería...... Sin embargo, actué así.

Desde entonces, procuro acudir a mis turnos de guardia después de haber descansado bien y pedir ayuda a mis compañeros siempre que la necesito.
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PLANTILLA DE ANÁLISIS DE CASOS CLÍNICOS

1. Descripción de los hechos: Descripción detallada de los hechos sucedidos, manteniendo el orden cronológico de la forma más neutra y objetiva posible, sin buscar culpables.

2. Identificar posibles causas inmediatas

3. Identificar las condiciones latentes

4. Cribado de causas

5. Estrategias propuestas para disminuir el riesgo

		Condiciones Latentes

		

		Cribado



		F. PACIENTE

		

		



		- Complejidad del caso

- Problemas de comunicación (lenguaje, sordera, etc.)

- Trastornos de la personalidad

- Factores sociales o culturales

		

		



		F. PROFESIONAL  SANITARIO

		

		



		- Conocimientos

- Aptitudes

- Competencia

- Salud física o mental

- Fatiga

		

		



		F. EQUIPO HUMANO

		

		



		- Comunicación verbal y/o escrita

- Supervisión y asesoramiento

- Estructura del equipo (falta de liderazgo)

- Dotación de personal

- Sobrecarga de trabajo y de turnos

		

		



		F. TAREAS Y TECNOLOGIA

		

		



		- Diseño de tareas y claridad de funciones

- Disponibilidad y uso de protocolos

- Disponibilidad  y exactitud del resultado de las pruebas

- Problemas tecnológicos y de mantenimiento

		

		



		F. AMBIENTALES DEL TRABAJO

		

		



		- Soporte administrativo 

- Soporte de los directivos

- Ambiente de trabajo

		

		



		F. ORGANITZATIVOS Y DE RECURSOS

		

		



		·  Recursos financieros

·  Estructura organizativa

		

		





· Cribado: ¿El EA habría sucedido si la condición latente no estuviera presente?, ¿Si corregimos o eliminamos la condición latente se evitaría la aparición de EA similares?



Estrategias para disminuir el riesgo
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Los hechos



El 24 de octubre de 1996, una mujer embarazada a término llegó al St. Anthony North Hospital cerca de Denver. Tras el nacimiento de Miguel –nombre del niño-, el personal de los servicios de Obstetricia y Neonatología advirtió que la madre tenía antecedentes de sífilis pero no de que hubiera sido tratada, porque no había comunicación entre su médico habitual y el hospital. La barrera idiomática no permitió confirmar si el tratamiento había tenido lugar realmente.

Aunque el bebé podía haber sido dado de alta y recibir tratamiento en su domicilio, se decidió mantenerlo ingresado, para garantizar que se realizaría correctamente en caso de ser necesario.

Retrospectivamente pudo comprobarse que el tratamiento de la madre había tenido éxito y que ya un hijo que tuvo dos años antes del nacimiento de Miguel, no se había contagiado. La necesidad para el tratamiento era improbable pero no había posibilidad de comunicación entre su médico habitual y el hospital.

Dado que los neonatólogos no estaban familiarizados con el tratamiento de la sífilis congénita, consultaron con el especialista de enfermedades infecciosas, quien recomendó una punción lumbar para determinar serología y una dosis de penicilina G benzatina por vía IM. Otro experto consultado hizo la misma recomendación.

Las recomendaciones se anotaron en la hoja de evolución de la historia clínica, sin señalar la vía de administración ni la denominación “benzatina”. El neonatólogo prescribió una dosis de penicilina benzatina escrita de forma inusual como:

“BENZATINA Pen G 150.000 U im”, de forma que posteriormente el farmacéutico interpretó una “U” como un cero y creyó que la dosis era de 1.500.000 U, por lo que dispensó una dosis 10 veces mayor.

Las enfermeras tras advertir que por el volumen, la dosis a administrar precisaba 5 pinchazos, consultaron las fuentes de información que tenían en las que no aparecía la penicilina G benzatina, y creyeron que “benzatina” era la marca comercial de penicilina G, idea que se reforzó por la forma en que estaba escrita la prescripción. Pensando que le evitaban al niño un sufrimiento innecesario, comenzaron a administrarle el medicamento por vía iv, en lugar de im, y tras recibir aproximadamente 1,8 mL de la medicación, el niño falleció”. Las enfermeras

fueron acusadas de homicidio por negligencia e inicialmente dos de ellas fueron consideradas culpables y una inocente.
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A���n� 1% of people 
who have surgery
i���h����A��e���n����


In Europe, SSIs affect more than


In the USA, SSIs contribute to patients 
spending more than 400 000 ���r��
d��� in hospital, costing 


Patients develop infections when b���e����g�� ���o�
i���s���� ��d���u���� ��r���y. These affect 


patients in both…


L��- ��� 
M���L�-I���M��


C���T���� 


H���-I���M�
C���T����


W���’S���E
P���L��?


A range of precautions - b���r�, ���i����n��
a���r����g��y - reduces the risk of infection
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deliver their baby by caesarean 
section get a w���d����e��i��


SSIs can be caused by 
bacteria that are r���s���� �� 
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Correct use of antibiotics and 
surgical techniques help ���p���� 
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S���s����i��a��� needs to be 
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to prevent infections
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s���f����a��m��� support SSI prevention 


Preventative measures can 
r���c����I��b��39% (as shown in 
a pilot study in 4 African countries)
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S���i����S��e���f����o�� provide recommendations for 
the care of patients before, during and after surgery. 
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Ensure patients 
bathe or shower 


Do not shave 
patients


Limit the number of people 
and doors being opened


Ensure all surgical equipment 
is sterile and maintain asepsis 


throughout surgery


Only use 
antibiotics when 
recommended


Use chlorexidine 
alcohol-based 


antiseptic 
solutions to 


prepare skin 


Surgical scrub 
technique: 


hand wash or 
alcohol-based 


handrub


Do not continue antibiotics to prevent 
infection – ���s����u��e���s����a�� 


c���r����e��t���h����r��d���
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Check wounds for infection 
and use standard dressings 


on primary wounds
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Safe Surgery Saves Lives
© World Health Organization, 2009
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Surgical Public Health:


The World Health Organization and the 


Safe Surgery Saves Lives Campaign


NAME, TITLE


OCCASION


DATE
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3 Central Problems in 


Surgical Safety


1. Unrecognized as a public health issue


2. Lack of data on surgery and outcomes


3. Failure to use existing safety know-how
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Problem 1: Unrecognized as public 


health issue


234 million operations are done globally each year
Source: Weiser, Lancet 2008.







© World Health Organization, 2009


Problem 1: Unrecognized as public 


health issue (cont.)


• Burden of surgical disease is increasing 


worldwide


– Cardiovascular disease


– Traumatic injuries


– Cancer


– Longer life expectancies
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Problem 1: Unrecognized as public 


health issue (cont.)


• Known surgical 


complications of 


3-16%


• Known death 


rates of 0.4-0.8% 


At least 7 million 
disabling 
complications –
including 1 million 
deaths – worldwide 
each year


=
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Problem 2: Lack of Data on 


Surgery and Outcomes


• Improvements in maternal mortality 


depended on routine surveillance


• Such surveillance is lacking for surgical care
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Problem 3: Failure to use existing 


safety know-how


• High rates of preventable surgical site 


infection result from inconsistent timing of 


antibiotic prophylaxis


• Anesthetic complications are 100-1000x 


higher in countries that do not adhere to 


monitoring standards 


• Wrong-patient, wrong-site operations 


persist despite high publicity of such 


events
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The Safe Surgery Saves Lives 


Strategy


1. Promotion of surgical safety as a public 


health issue


2. Creation of a checklist to improve the 


standards of surgical safety


3. Collection of “Surgical Vital Statistics”
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WHO’s 10 Objectives for Safe 


Surgery
1. The team will operate on the correct patient at 


the correct site.


2. The team will use methods known to prevent 
harm from administration of anaesthetics, 
while protecting the patient from pain.


3. The team will recognize and effectively 
prepare for life-threatening loss of airway or 
respiratory function.


4. The team will recognize and effectively 
prepare for risk of high blood loss.


5. The team will avoid inducing an allergic or 
adverse drug reaction for which the patient is 
known to be at significant risk.
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WHO’s 10 Objectives for Safe 


Surgery (cont.)
6. The team will consistently use methods known 


to minimize the risk for surgical site infection.


7. The team will prevent inadvertent retention of 
instruments or sponges in surgical wounds.


8. The team will secure and accurately identify all 
surgical specimens.


9. The team will effectively communicate and 
exchange critical information for the safe 
conduct of the operation.


10. Hospitals and public health systems will 
establish routine surveillance of surgical 
capacity, volume and results.
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Currently, hospitals do MOST of the 


right things, on MOST patients, 


MOST of the time. 


The Checklist helps us do ALL the


right things, on ALL patients, ALL the 


time 


Reality Check
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Advantages of Using a Checklist


• Customizable to local setting and needs


• Supported by evidence 


• Evaluated in diverse settings around the world


• Promotes adherence to established safety 


practices


• Minimal resources required to implement a far-


reaching safety intervention
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What is this tool that addresses the 


10 objectives?



















London, UK 


EURO EMRO


WPRO I


SEARO


AFRO


PAHO I


Amman, Jordan
Toronto, Canada


New Delhi, India


Manila, Philippines


Ifakara, Tanzania


WPRO II


Auckland, NZ


PAHO II


Seattle, USA


The Checklist was piloted in 8 cities… 
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...and was found to reduce 


the rate of postoperative 


complications and death by 


more than one-third!


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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Results – All Sites
Baseline Checklist P value


Cases 3733 3955 -


Death 1.5% 0.8% 0.003


Any Complication 11.0% 7.0% <0.00
1


SSI 6.2% 3.4% <0.00
1


Unplanned 
Reoperation


2.4% 1.8% 0.047


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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Change in Death and 


Complications by Income 


Classification


Change in 
Complications


Change in Death


High Income 10.3% -> 7.1%* 0.9% -> 0.6%


Low and Middle 
Income


11.7% -> 6.8%* 2.1% -> 1.0%*


* p<0.05Haynes 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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What problems does this checklist 


address?


• Correct patient, 


operation and operative 


site
– There are between 1500 and 


2500 wrong site surgery 


incidents every year in the 
US.¹


– In a survey of 1050 hand 


surgeons, 21% reported 


having performed wrong-site 


surgery at least once in their 
career.²


¹ Seiden, Archives of Surgery, 2006.


² Joint Commission, Sentinel Event Statistics, 2006.


Before induction of anaesthesia:


Before skin incision:


Before patient leaves operating room:
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What problems does this checklist 


address? (cont.)


• Safe Anaesthesia 


and Resuscitation
– An analysis of 1256 


incidents involving general 


anaesthesia in Australia 


showed that pulse oximetry 


on its own would have 


detected 82% of them.¹


¹ Webb, Anaesthesia and Intensive Care, 1993.


Before induction of anaesthesia:


Before skin incision:
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What problems does this checklist 


address? (cont.)


• Minimizing risk of 


infection
– Giving antibiotics within one 


hour before incision can cut 


the risk of surgical site 
infection by 50%¹, ²


– In the eight evaluation sites, 


failure to give antibiotics on 


time occurred in almost one 


half of surgical patients who 


would otherwise benefit 


from timely administration¹ Bratzler, The American Journal of Surgery, 2005.


² Classen, New England Journal of Medicine, 1992. 


Before skin incision:
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What problems does this checklist 


address? (cont.)


• Effective Teamwork
– Communication is a root cause 


of nearly 70% of the events 


reported to the Joint 


Commission from 1995-2005.¹


– A preoperative team briefing 


was associated with enhanced 


prophylactic antibiotic choice 


and timing, and appropriate 


maintenance of intraoperative 
temperature and glycemia.², ³¹ Joint Commission, Sentinel Event Statistics, 2006.


² Makary, Joint Commission Journal on Quality and Patient Safety, 2006. 


³ Altpeter, Journal of the American College of Surgeons, 2007.


Before skin incision:


Before patient leaves operating room:
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Data Collection at a National Level 


(Surgical Vital Statistics)


• Number of surgical procedures performed in the 
operating theatre per 100,000 population per 
year


• Number of Operating Theatres per 100,000 
population


• Number of surgeons per 100,000 population 


• Number of anesthesia professionals per 100,000 
population


• Day-of-surgery mortality rate


• Postoperative in-hospital mortality rate 
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Goals of the Safe Surgery Saves Lives 


Program


• Enroll 250 hospitals in the program by 
January 1st, 2009 and 2,500 hospitals by 
2010.


• Enroll hospitals in countries representing 
one fourth of the world’s population by 
2009 and representing half of the world’s 
population by 2010. 


• Collect surgical vital statistics for one 
country in each WHO region by 2010
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Easy Math


234 million people are operated on each 


year, and >1 million of these individuals die 


from complications 


At least ½ are avoidable with the Checklist


500,000 lives on the line each year


+
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• Checklist


• Brochure


• FAQ


• How-to videos


• Implementation Manual


• Guidelines


• Starter Kit


Resources & Information Available at:


www.who.int/safesurgery


www.safesurg.org
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Topic 8 


 


Engaging with patients and carers 


1 
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Learning objective 


 Understand the ways in which patients and carers can 


be involved as partners in health care, both in preventing 


harm and learning from an adverse event 
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Knowledge requirements 


 Basic communication techniques 


 Informed consent procedures 


 The basics of open disclosure 
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Performance requirements 


 Actively encourage patients and carers to share information 


 Show empathy, honesty and respect for patients and carers 


 Communicate effectively 


 Obtaining informed consent 


 Show respect for each patient’s differences, religious and 
cultural beliefs and individual needs 


 Describe and understand the basic steps in an open 
disclosure process 


 Apply patient-engagement thinking in all clinical activities 


 Demonstrate ability to recognize the place of patient-and 
carer-engagement in good clinical management 
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Gaining an informed consent 


 
 The diagnosis  


 The degree of uncertainty in the diagnosis 


 Risks involved in the treatment  


 The benefits of the treatment and the risks of not having 
the treatment 


 Information on recovery time 


 Name, position, qualifications and experience of health 
workers who are providing the care and treatment 


 Availability and costs of any service required after 
discharge from hospital 
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SEGUE framework  


 
 Set the stage 


 Elicit information 


 Give information 


 Understand the patient’s perspective 


 End the encounter 


  


 
         Source: Northwestern University 
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Cultural competence 


 Understand cultural differences 


 Know one’s own cultural values 


 Understand that people have different ways of 


interpreting the world 


 Know that cultural beliefs impact on health  


 Be willing to fit in with the patient’s cultural or ethnic 


background 
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Patient role in minimizing adverse events 


 Patients want to be involved in their health care 


(depending on which tasks) 


 


•  85% of patients were comfortable asking about a 


medication’s purpose 


• 46% were very uncomfortable about asking health-care 


workers whether they had washed their hands  


8 







Patient Safety Curriculum Guide 


Open disclosure 


 Informing patients and their families of bad outcomes of 


health-care treatment, as distinguished from bad 


outcomes that are expected from the disease or injury 


being treated 


9 







Patient Safety Curriculum Guide 


Key principles of open disclosure 


 Openness and timeliness of communication 


 Acknowledgement of the incident 


 Expression of regret/apology 


 Recognition of the reasonable expectations of the patient 


and their support person 


 Support for staff 


 Confidentiality  
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◘   


 


 
 


 


Source: http://www.health.nsw.gov.au/quality/opendisc/index.html 
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Flow diagram 


of the open 


disclosure 


process 
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Harvard Framework 


 Preparing 


 Initiating conversation 


 Presenting the facts 


 Actively listening 


 Acknowledging what you have heard 


 Concluding the conversation 


 Documentation 


Source: Harvard Hospitals. Cambridge, MA, Harvard 


University, 2006  
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SPIKES 


 
 Sharpen your listening skills 


 Pay attention to patient perceptions 


 Invite the patient to discuss details 


 Know the facts 


 Explore emotions and deliver empathy 


 Strategize next steps with patient or family 


 


 
Source: R. Buckland 
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