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Complejidad de la medicina hoy GRC i
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No solo capacidad tecnicas

"se entra en la profesion convencido
de que es so6lo una cuestion de
capacidad técnica, la perspicacia de
diagnostico, manejarlo con los
pacientes, en vez descubrir mas
tarde que tienes que enfrentarse los
recursos, el sistema, las relaciones
con colegas y pacientes y sus propios
limites"

Atul Gawande
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Hoy dia, la medicina es mas compleja que en el pasado

(mas de 4.000 procedimientos médicos y quirurgicos; miles de
medicamentos y cientos de pruebas de laboratorio).

Necesitamos introducir herramientas cognitivas en la practica clinica
para ayudar a la toma de decisiones (lista de verificacion quirurgica,
las puntuaciones de alerta temprana, la puntuacion de la sepsis,
esquema de entrega, etc.)

En los afos setenta, una pareja de médicos por dia seguia un solo
paciente, hoy un paciente puede ser seguido por mas de 10
especialistas en un dia. El "debe" hoy es el "trabajo en equipo", las
habilidades no técnicas se convierten en esenciales en los sistemas
complejos

Atul Gawande, www.ted.com 2012
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La multidisciplinariedad para la complejidad de la atencion GRch
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Intenational Conference HEPS, 2005
Firenze, 2005 — Strasburgo, 2008 - Oviedo, 2011 - Taipei, 2014

u //\
Psicology Sociology
Ergonomics and
Industrial design Human Factor Epidemology
Medicine Communication
T science

Multidisciplinary centre for safety and quality improvement: learning from
climate changing science (Vincent C, BMJ QSHC, 2010)



El factor humano en el trabajo de equipo GRC
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Habilidades de comportamiento

> Liderazgo

> Comunicacion

> Trabajo en equipo (comunicacion, coordinacion
y colaboracion)

Habilidades cognitivas
> Conciencia situacional
> Planificacion

> Toma de decisiones

Nick Svedalis, 2013
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A Quarterback's View of Care Coordination
Matthew J. Press, M.D.

N Engl J Med 2014; 371:489-491August 7,
2014

Ambulatorio de Coordinacion de Atencion
para un paciente.

Durante un periodo de 80 dias, 12 médicos
participaron en el cuidado del paciente.
Médico de atencion primaria del paciente
(PCP) se comunicd con los otros médicos de
40 veces (32 correos electrénicos y
llamadas telefdnicas 8) y con el paciente (o
su esposa) 12 veces. El paciente se sometié
a 5 procedimientos y tenia 11 consultas
médicas (ninguno de ellos con su PCP).
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La cognicion encarnada GRC

Las actividades manuales:: “bound to the ground”

e La naturaleza encarnada de la cognicion de los seres
humanos, a través de profesionales de la salud, es una
de las principales razones por las que los servicios de
salud estan perdiendo una influencia clave para la
reforma.

* En el trabajo de los médicos y enfermeras, las
actividades manuales estan en |la base de la prestacion
de la atencion, sobre todo en la cirugia y enfermeria.
Estas actividades manuales dan forma a la manera en
gue los médicos y enfermeras piensan, elaborary
promulgar un diagnostico al tratamiento.



Solucidon de Factores Humanos - lista de chequeo quirurgica GRC

APPROYED B~17F and G CHECKLIST
RANIRSD 3-1- 44

PILOT'S DUTIES IN RED
COPILOT'S DUTEES IN BLACK

BEFORE STARTING
1. Pilet's Preflight—COMPLUETE
% Form TACHECHED
% Conkrels mnd Seats—CHECHED
d. Pl Tronfer Volves & Swilch= OFF
5. Intercoclen=Cold
b Gyro—UMCAGED
7. Fuel Shai-off Swikchas—OPEN
B Gear Swirch=WEUTRAL
9. Cowl Flaps—Open Right=
OPEN LEFT-Loched
10 Tk — OFF
11, tdle cubmef-CHECKED
13, Thaotlas=CLOSID
13. High BFM—CHECKED
14. Awiapilal—OFF
15, De-leads end Antl:iges, Wing and
Prap - DFF
V4. Cobin Heat-0FF
17. Gamusaton—DFF

STARTING IMGINES
1. Fire Guord pnd Coll Clear— LEFT Righi
2 Mo Switch—ON
3 Daktery ywitcher and Invarten=0N &
CHECHED

Pashing Brokei—Hydeaulic Chack—a.

4,

CHECHED

5. Booater Pumpa=Pressura=ON &
CHECKED

& Corberetar Filiers—Open

7. Fusl Quontity-Gallena per tank

8. Siarr Enginue: both mogaehes on

afinr ohd ravelulien

. Hight lndicaler & Yoosum Prasavie
CHECKED

0. Eodia—Dn

11, Check Imtruments= CHECKED

11 Crew Raporr

13, kodia Coll & Allmoter—SET

EMGINE RUN-UP
+ Braker—Lockad
2, Trim Tabs=$IT
A, Exorcise Turbos and Props
d. Chuck Sunwrotors=CHECKED & DFF
5. Bun wp egine

BEFORE TAKEOQFF
1. Teitwhes!-Locked
2. Byro-Jer
1. Cenerotars— L

AFTER TAKEDIF
. Whesl=FROT'S HONAL
2. Pewer Redection
3. Cowl Flops
4. Wihwel Check—ON right - 0K 1EFT

BIFORT LANDING
1. Radia Call, Alfimeter— SET
. Crew Poillona—0K
. Awinphlos O
. Booster Pumps—On
. Mikkure Controls— SUTO-ECH
Entupege ler =Sl
Carbursiar Fillers—Dpan
Weng Drasrees O
i Lending Geaor
a. Virval-Down Right- OWH LEFT
Tailwheel Bown, Anteina in, Ball
Tuirat Chacked
b Light— 0%
€ Swinh OF=feetral
19, Hydrouls Prenvre=—QK Yolve clossd
T, BPFA 2100—5at
TE. Turbes=Sei
12 Flaps Ya—~¥ Dewa

[T T

R ]

FIMAL AFPROACH
14, Flops- FILOT'S SHGNAL
15, RPM 2200-PRLOTS SIGHAL
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Lista de verificacion quirurgica de B17

al quirofano

Surgical Safety Checklist

Before induction of anaesthesia

World Health | Patient Safety

Organization | aws s o sesesmces

Before patient leaves

(with at least nurse and anaesthetist)

Has the patient confirmed his/her identity,
site, procedure, and consent?
L) Yes

{with nurse, anaesthetist and surgeon)

L) Confirm all team members have
introduced themselves by name and role.

Is the site marked?
0 Yes
3 Not applicabl

[ Confirm the patient's name,

{with nurse, anaesthetist and surgeon)

Nurse Verbally Confirms:
[ The name of the procedure
] Completion of instrument, sponge and needle

and where the incision will be made

Is the anaesthesia machine and medication
check complete?
O Yes

Has antibiotic pmphylalls been given within
the last 60 minut

O Yes
[ Not applicable

counts
O Specimen labelling (read specimen labels aloud,
including patient name)
Whether there are any equipment problems o be
addressed

(

Is the pulse oximeter on the patient and
ﬂn:ti!:h

[ Yes

Does the patient have a:

Known allergy?

O No

T Yes

Difficult airway or aspiration risk?

) No

O Yes, and equipment/assistance available

Risk of >500ml blood loss (7ml/kg in children)?

O Ne

) Yes, and two IVs/central access and fluids
planned

Anticipated Critical Events

To Surgeon:

[0 What are the critical or non-routine steps?
[ How long will the case take?

[ What is the anticipated blocd loss?

To Anaesthetist:
[ Are there any patient-specific concerns?

To Nursing Team:

[ Has sterility (\ n:lud\ ing indicator results)
n confirmed

[ Are there !qulpmem issues or any concerns?

Is essential imaging displayed?
O Yes
[ Not applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged.

To Surgeon, Anaesthetist and Nurse:

[ What are the key concerns for recovery and
management of this patient?

Revised 1/2009 © WHO, 2009

Medicina hoy ha entrado en su fase B-17 (P. Pronovost, The New Yorker, 2008)
Con la lista en la mano, los pilotos fueron a volar el modelo 299 de un total de 1,8 millones de
millas sin un accidente.
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SPECIAL ARTICLE ‘

Changes in Medical Errors
after Implementation of a Handoff Program

A.J. Starmer, N.D. Spector, R. Srivastava, D.C. West, G. Rosenbluth, A.D. Allen,
E.L. Noble, L.L. Tse, A.K. Dalal, C.A. Keohane, S.R. Lipsitz, J.M. Rothschild,
M.F. Wien, C.S. Yoon, K.R. Zigmont, K.M. Wilson, J.K. O'Toole, L.G. Solan,
M. Aylor, Z. Bismilla, M. Coffey, S. Mahant, R.L. Blankenburg, L.A. Destino,

J.L. Everhart, SJ. Patel, J.F. Bale, Jr., J.B. Spackman, A.T. Stevenson, S. Calaman,

F.S. Cole, D.F. Balmer, J.H. Hepps, J.O. Lopreiato, C.E. Yu, T.C. Sectish,
and C.P. Landrigan, for the I-PASS Study Group*

N Engl J Med 2014;371:1803-12.

En 10.740 admisiones de pacientes, |la tasa de errores médicos se redujo en un 23%

con respecto al periodo de intervencion previa al periodo posterior a la intervencion
(24,5 frente a 18,8 por cada 100 admisiones, P <0,001), y la tasa de eventos adversos
prevenibles disminuyd en un 30% (4.7vs. 3.3 eventos por 100 admisiones, P <0,001).

Los datos fueron recolectados a través de la revision de las historias clinicas,
informes de incidentes, informes enfermera, encuestas diarias.
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Randmaa M, Martensson G, Leo Swenne C, Engstrom M.

SBAR mejora la comunicacion y el clima de seguridad y disminuye los informes
de incidentes debido a errores de comunicacion en una clinica de la anestesia:
un estudio de intervencidn prospectivo. BMJ Open. 2014 Jan 21;4(1)




REGIONE TOSCANA

Solucidn de Factores Humanos - handover in Tuscany GRC e

Clinico
SICUREZZA DEL PAZIENTE

La importancia del contexto de apoyo

UNIDAD REMITENTE UNIDAD DESTINTARIA
Atencion intensiva Atencion sub-intensiva

Nuestro estudio pone de relieve que el proceso de transferencia se forma mas por
las necesidades de informacion de las unidades de remitentes que por los de los

destinatarios.
Handoffs at

Handoffs at
mter:nal shift internal shift
changes changes

Handover

Practica segura — handover

(Toccafondi, Albolino, Tartaglia BMJ Quality and Safety, 2012)
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ORIGINAL INVESTIGATION

Association of Interruptions With an Increased Risk
and Severity of Medication Administration Errors

Johanna I. Westbrook, PhD; Amanda Woods, RN, MEd; Marilyn I. Rob, PhD;

William T. M. Dunsmuir, PhD; Richard O. Day, MD

Background: Interruptions have been implicated as a
cause of clinical errors, yet, to our knowledge, no em-
pirical studies of this relationship exist. We tested the
hypothesis that interruptions during medication admin-
istration INCrease eIrors.

Metheds: We performed an observational study of nurses
preparing and ﬂdJ'ﬂlnichrlnS medications in 6 wards at 2
major teaching hm‘p‘il.s]s in Sydney, A ustralia. Procedural
failures and in terruplions were recorded d L(I'il'l.‘l.;d'iT{:El ob-
servation. Clinical errors were identified by comparing ob-
servational data with patients’ medication charts. A volun-
teer 5amp|c of 98 nurses l:rt'prcsenling a participation rate
of B2%) were observed preparing and admi.nisteri.ng 4271
medications to 720 patients over 503 hours from Septem-
ber 2006 through March 2008. Associations between pro-
cedural failures (10 indicators; eg, ascptic technique) and
clinical errors {12 indicators; g, Wrong dose) and interrup-
tions, and between interruptions and potential severity of
failures and errors, were the main cutcome measures.

Results: Each interruption was associated with a 12.1%
increase in procedural failures and a 12.7% increase in clini-
cal errors. The association between interruptions and clini-
cal errors was independent of hospital and nurse charac-

teristics. Interruptions occurred in 53.1% of administrations
(95% confidence interval [C1], 51.6%-54.6%). Of total drug
administrations, 74.4% (n=3177) had at least 1 proce-
dural filure (95% CI, 73.1%-73.7%). Administrations with
no interruptions {n=2005) had a pmccdur:ﬂ failure rate
of 62.6% (n=1395; 95% Cl, 67.6%-71.6%), which in-
creased to B4.6% (n=148; 95% 1, 79.2%-89.9%) with 3
interruptions. Owerall, 25.0% (n=1067; 95% CI. 23.7%-
26.3%) of administrations had at least 1 clinical error. Those
with no mterruptions had a rate of 25.3% (n=507: 95%
1,23 4%-27 2%), whereas those with 3 interruptions had
arate of 38.9% (n=68: 95% CI, 31 6%-46.1%). Nurse ex-
perience prm‘ld.ef.l. no protection against ma]t.i.ng a clini-
cal error and was associated with higher procedural fail-
ure rates. Error severity increased with interruption
rrcqumr_'y. Without interruption, the estimated risk of a
MAjOr CITOT Was 2 3%: with 4interrophions this risk doubled
to 4. 7% (95% CI, 2.9%-7.4%; P<.001).

Conclusion: Among nurses at 2 hospitals, the occur-
rence and frequency of interruptions were significantly
associated with the incidence of procedural failures and
clinical errors.

Arch Interm Med. 2010;170(8):683-600

“Cualquier interupcion aumenta del 12.7% el
riesgo de error de administracion del

medicamento”

Para prevenirlos cada servicio debe conducir la
evaluacion de riesgos proactiva, identificar las
tareas y areas de "libre de interrupcion."

PER LA SICUREZZA DI TUO FIGLIO NON INTERROMPERE GLI OPERATORI
QUANDO INDOSSANO LE PETTORINE

FORTHE SAFETY OF YOUR CHILD DO NOT STOP THE OPERATORS
WHEN THEY WEAR THE TABARD

Infermiere impegnato nella preparazione e somministrazione farmaci
Nurses involved in the preparation and administration of drugs
Enfermera/o encargadados de la preparacion y suministracin de medicinas

TERAPIA Infirmiéres employer dans la préparation et administration des médicaments

IN CORSO
e L EEREEIAELY.

INTERROMPETEMI

e eyt e dledle Ledtg sl
Asistent medical ocupat cu pregatirea si furnizarea terapiei

Infermier i pérfshiré né pérgatitjen dhe administrimin e barnave

Infermiere impegnato nel controlle ed infusione sangue
Nurses involved in the control and infusion of blood

o

TRASFUSIONE Infirmigres employer dans le controle et le perfusion du sang
IN CORSO

NON P LE £ 2 T T 4 T R .

Enfermera/o encargadados del control y trasfusion de sangre

INTERROMPETEMI

4ell LEG ¢ st Ladiug salt
Asistent medical ocupat cu controlul si transfuzia de sange
Infermier i pérfshiré né kontrollin dhe infuzionin e gjakut

Operatore impegnato nella distribuzione pasti

Operator involved in the distribution meals

Trabajador sanitario dedicade a distribuir la comida
Empleado/a encargados de la distribucion de las comidas
TAEA B IEEHRRE R,

LEIL fge Spint Ledin Cileall

Personal ocupat cu distribuirea produselor alimentare

Operator i angazhuar né shpérndarjen e ushgimit

Gdl:
- * | Arch. lunior  G. Frangioni
NIYER Coord.Inf. M. Di Pade
EETYRITPTIIION | Stud. Col Inf. E. Parente

Hai bisogno? Chiama l'infermiere senza pettorina
Do you need our help? Call the nurses without the tabard
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Incorporar la seguridad en la practica clinica GRC

Re-pensar la organizacion sanitaria

WORK SYSTEM PROCESS OUTCOMES

Organization 5
Patient
Outcomes:

- quality of care

{l

:

|

Technobgy Y: ]
and Tools 3

- patient safety
PROCESSES: 4
p—pp| * care process A
* other processes v

Employee &
Organizational
Outcomes

Environmant |'l

Human Factors
and Ergonomics

Carayon et al., 2006
' SEIPS Model of Work System and Patient Safety




Mira las cosas desde un angulo diferente

Salto en mi escritorio para
recordarme que debemos
constantemente mirar las
cosas desde diferentes

angulos. Y el mundo se ve

diferente desde aqui arriba.

No he convencido? Venga y
compruébelo usted mismo.
iVamos! Es justo cuando
crees que sabes algo que
tienes que verlo desde otra
perspectiva

”Professor Keating in Dead
poets society 1989”
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La experiencia de los errores médicos GRC i
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—@?:

Antes del evento Despues del
adverso | evento 3

(La vision retrospectiva, Richard Cook, 2005)
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Mira las cosas desde un angulo diferente!
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