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%mi
INTRODUCTION

A patient undergoing surgery is always at risk during the
procedure, either from direct human errors (anaesthetists or
surgeons), mechanical error (malfunction or failure), or adverse
effects of the anaesthetic drugs used.

Anaesthetic drugs in itself do have several adverse
effects on the cardiovascular and respiratory systems.
Furthermore an unconscious patient is at risk of airway
obstruction, aspiration and peripheral injury. The use of
muscle paralysing drugs necessitates the dependence on
mechanical ventilators for oxygenation which are also prone
to malfunctions.

Human errors due to anaesthetists could arise during the
deliberate alteration of normal physiological function, or by
ventilating for instance only one lung.

Therefore the state of anaesthesia could be considered
intrinsically unsafe (Aitkenhead, 2005).

As a response, Patient safety has become an issue in all
health serving countries. Acknowledging the fact that patient
injury could result from not just the misuse of equipments and
drugs but also from human errors which could be easily avoided
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like lack of communication between health providers and delays
In receiving treatments.

A recent WHO study of the developing world showed that:

1. Medications used: 25% unsafe or counterfeit.

2. Hospital medical equipments: atleast half unusable or partly
unusable at any given time.

3. Hospital facility: 40% of beds are located in areas not
suitable for helath services (built for other purpose)

This makes the implementation of infection control and
radiation control in such facilities difficult to implement, with
the result that such facilities are often either substandard or
absent. This can be avoided by implementing the patient safety
programmes which do not involve financial resources, but rather
the commitment of individuals to practise safely (Chan et al.,
2011).

Importance of Safety Guidelines:-

According to the National Quality Forum in the united
states (NQF) evidence-based, high-priority Safety guidelines are
sought to:

1. Promote greater awareness of practices known to improve
patient safety.

2. Stimulate widespread implementation of the practices across
the continuum of care.
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3. Would make it easier for health care providers to benchmark
patient safety practices in their particular care settings.

4. Layout accepted infrastructure measures for different health
care providing facilities, either primary, secondary or
tertiary.

5. Help reduce Human errors.

Safety guideline protocols must first meet criteria, before
being adopted by the organisations and implemented, these
criteria includes:

e Specificity: The practice must be a clearly and precisely
defined process or manner of providing a health care service.

e Evidence of effectiveness: There must be clear evidence
that the practice is effective in reducing the risk of harm
resulting from the processes, systems, or environments of
care.

e Benefit: Even if the practice has evidence of effectiveness,
there also must be reason to expect that there would be a
benefit if the practice were more widely used.

e Generalizability: The Safe Practice is usable in multiple
clinical care settings (e.g., a variety of inpatient and/or
outpatient settings) and/or for multiple types of patients.

e Readiness: The necessary technology and appropriately
skilled staff are available to most health care organizations
(Blum and Kizer, 2005).
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Aim of the Work

To highlight the importance of safety guidelines in
providing general safety strategies and to identify the methods of
improving quality and patient safety.
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Chapten 2

FACTORS THREATENING PATIENT
SAFETY IN THE OR

There are many factors affecting patient safety due to

anesthesia, resulting in either cases of morbidities or mortalities.

The following table demonstrates a brief insight on some of

these factors, followed by a detailed discussion on the incidence

of mortalities and morbidities due to Anaesthesia.

Table (1): Latent risk factors (Beuzekom, 2010).

and Surgeons.

= Deviations from accepted
anesthesia practices.

= Alapse invigilance and
no attention to detail

Factor Cause Strategy
_ = pre-use checkout
m  Design flaw m  Training for nlwachines.
; m  Oxygen supply.
Equipment m  Usererror = A backup oxygen tank.
= Malfunction = Never shut down audible alarms.
= Emergency ventilation equipment.
= Underlying diseases:
hyperthyroidism-thyroid
storm, diabetes-
Patient ketoacidosis or m  Preoperative evaluations
hyperosmolar coma
= Allergic reaction to some
drug
m  Human factors affecting | ® Adequate staffing, skills
erformance such as: m  Work-directed communication,
per ; : openness, interrelation, atmosphere
fatigue, noise, boredom, | w  Training for procedures.
long hours, hunger, = Teamwork and team training.
) tension. = Team performance
Anaesthetists m  Presence of protocols, adherence to

protocols. o
Awareness of present situation,
own tasks, and future
developments.

= Balance between goals and safety
= Process of care and proper follow

up.
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Latent risks could happen any time peri-operatively, The
Australian and new Zealand college of anaesthetists adopted this
table of categorisation (Table 2) in which causes of morbidities
and mortalities are linked to the stage at which they could occur
within the Pre — intra or postoperative stages, along with causes
contributable to patients medical conditions, lack of anaesthetic

advances or organ

isational reasons.

Table (2): Categorization of the cause of morbidity and

mortality (McNic

ol, 2007):

A. Preoperative

(i) Assessment

This may involve failure to take an adequate history or perform an
adequate examination, or to undertake appropriate investigation or
consultation, or make adequate assessment of the volume status of
the patient in an emergency. Where this is also a surgical
responsibility, the case may be classified in Category 3 above.

(i) Management

This may involve faillure to administer appropriate therapy or
resuscitation, Urgency and the responsibility of the surgeon may
also modify this classification.

_B. Anaesthesia techniqu
(1) Choice or application

- 1/ e s
There Is inappropriate cholce of technique in circumstances where it
is contraindicated, or by the incorrect application of a technique that
was correctly chosen,

(il) Airway maintenance
Including pulmonary
aspiration

There IS inappropriate choice of artificial airway or failure to
maintain or provide adequate protection of the airway or to
recognise misplacement or occlusion of an artificial airway.

(iii) Ventilation

Death or morbidity Is caused by fallure of ventilation of the lungs for
any reason. This would include inadequate ventilator settings, and

fallure to reinstitute proper respiratory support after delibarate
hypoventilation (example, bypass).

(iv) Circulatory support

Failure to provide adequate support where there is haemodynamic
instability, in particular in refation to techniques involving
sympathetic blockade,

C.A sthesia drugs

(1) Selection Administration of a wrong drug or one that is contraindicated or
inappropriate. This would include ‘syringe swap’ errors.

(ii) Dosage This may be due to incorrect dosage, absolute or relative to the

patient’s size, age and condition and, in practice, is usually an
overdose,

(iii) Adverse drug
reaction

This includes all fatal drug reactions both acute such as
anaphylaxis, and the delayed effects of anaesthesia agents such as
the volatile agents.

(lv) Inadequate reversal

(i) Crisis management

| (v) Incomplete recovery |
D. Anaesthesia management

This would Inciude relaxant, narcotic and tranquillising agents
where reversal was indicated.
For example, prolonged coma.

Inadequate management of unexpected occurrences during
anaesthesia or in other situations that, If uncorrected, could lead to
death or severe Injury.

(ii) Inadequate
maonitoring

Failure to observe minimum standards as enunciated in the ANZCA
policy decument or to undertake additional monitoring when
indicated; for example, use of a pulmonary artery catheter in left
ventricular failure.

(i) Equipment failure

“(Ilv) Inadequate
resuscitation

Death or morbidity as a result of failure to check equipment or due
to failure of an item of anaesthesia equipment.
Fallure to provide adequate resuscitation in an emergency situation.




