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Opplevelser man aldri glemmer

A Et barn som dgr av epiglottitt
A En mor som blir hjerneskadet etter et akutt keisersnitt
A En ung pasient som dgr av anafylaksi

A En kollega som begar selvmord

Hvordan leere av erfaring pa en systematisk mate?
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Rutinemessig registrering
av hverdagens store og
sma problemer

Fasting S, Gisvold SE
Acta Anaesthesiol Scand
1996:40:1173-83
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Recorded problems

No Problem/uneventful Hypothermia
Laryngospasm Hyperthermia
Bronchospasm Bleeding > 20%
Aspiration Difficult awakening
Hypertension 30% Inadequate anes./analg.

Hypotension 30% Equipment problem
Arrhythmia/ECG change Arrest/CPR

Intubation problems Hypoxemia

Dura perforation Hypercapnia

Tooth injury Wrong drug / swap
Allergic reaction Degree of severity 3
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PATIENT SAFETY

REPORTING OF ADVERSE EVENTS
LuciaN L. Leare, M.D.

The primary purpose is to learn from experience
And identify threats to safety

The reporting of close calls and adverse events
, Is valuable

NEJM 2002;347:1633
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Problemer i oppvakningsfasen

5] A~ SPC p-chart

Percent difficult emergence

UCL/LCL:
N3 SD

Fasting S, Gisvold SE Can. J Anaesth 2003:50:767 -
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Vanskelig oppvakning etter intervensjon:
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Fasting S, Gisvold SE. Can J Anaesth 2003;50:767
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Feilmedisineringer
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Fasting S,Gisvold SE. Adverse drug errors in anaesthesia
and the impact of colored syringe labels Can J Anaesth 2000;47;1060
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Feedback til «folket»

Regelmessig Problemmagter
«Laererike hendelser»

Lav terskel for a «si fra»
«Psykologisk trygghet» o0g gjensidig tillit

Sjefene ma ogsa diskutere sine uheldige hendelser

«PROBLEMS HAPPEN TO GOOD PEOPLE»
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Hensikten med problemregistrering

A Intern kvalitetsoppfalging
A Identifisere problemomréder og _risiko

i For a leere og forebygge

A Ekstern inspeksjon oqg kontroll?
i For a male og sammenligne??
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[Deas AND OPINIONS Annals of Internal Medicine

Patient Safety: Let's Measure What Matters  May 6. 2014

Eric J. Thomas, MD, MPH, and David C. Classen, MD, M5

A Measure what matters
I Frontline caregivers are the key

A Create your own safety measures
A Provide safety reports in real time at unit level
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”I’'M AFRAID THERE WERE COMPLICATIONS.”

Qm Department

of Health



Hvordan oppfarer vi oss etter uheldige hendelser ?

Forteller vi sannheten?
Tar vi vare pa hverandre?

Acta Anaesthesiol Scand 2005; 49: 728-734 Copyright © Acta Anaesthesiol Scand 2005
Printed in UK. All rights reserved

ACTA ANAESTHESIOLOGICA SCANDINAVICA
doi: 10.1111/}.1399-6576.2005.00746.x

Review Article

Aftermath of an adverse event: supporting health care
professionals to meet patient expectations through open
disclosure

T. Manser' and S. STAENDER?
TDe;mﬂ‘mamt of Anesthesia, Stanford University, Palo Alto, California, USA, and 2Department of Anesthesia and Intensive Care Medicine,
Regional Hospital, Maennedorf, CH
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Hva forventer pasienter og pargrende
nar noe alvorlig har hendt?

T Hva hendte? Hvorfor? Er det farlig?
T Hva skjer na?
T Hvordan kommer det til a ga?

T De gnsker kanskje en beklagelse?
t En unnskyldning ?

De vil ha en eerlig forklaring  2sannheten.

Arch Intern Med 2005:165:1819
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