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PATIENT SAFETY
FIRST

ALWAYS REMEMBER:

& KISS

Here’s what we are doing to keep our
patients safe.

As part of our ongoing commitment to
safety, Kaleida Health works continuously to
ensure for every surgery and procedure we
have:

e Korrect patient & procedure
e Information correct
» Site & side correct

e Side signed
(Physicians are required to initial the correct site of surgery.)
Please ask your caregiver if you have guestions.

Kaleida Safety KISS

K orrect procedure & patient

Information corroborated

s ite and side
s ite signed



CDANGER >

DO NOT

OPERATE

UNTIL THE PATIENT,
PROCEDURE,
AND CORRECT SITE
ARE VERIFIED







Root Causes of Sentinel Events

(All categories; 1995-2005)

Communication |_
Crientationftraining I_-
Patient assessment I_

Availability of info

I
Competencyicredentialing I_
Procedural compliance I

I
Environ. safety / secunty I_
Leadership

@
Cwte—RE e feant

Care planning I_
Crganization culture I

Percent of 3548 events
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Oops! When Surgeons |
Make Cutting Mistakes

Rebecea Wigod, The Hmomwer Sun, April 8, 1999

bﬂ 1 Michelle Locka, The Re

a |

fion L eave® Bge .
iectiv® ma

iﬂl prawv DA

- i
w“t Gy} s
il
Lo B

Bad Mixes of Drugs Could Be Prevented

Robert Davis, LS4 Today, May 13, 1999
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Error, ugs Linkeq

MEDICAL ERROR OR MURDER!
DOCTOR ON TRIAL IN BABY’S DEATH

cordd, (Bergen County, NJ), February 1, 1938 §

A BLOODY EVOLUTION;
HUMAN ERROR IN MEDICINE IS

AS OLD AS THE PRACTICE ITSELF

charliﬁ ClE.FH, e "|:I_l.ll.l|..||'_!|".l|| Fogr, October 20, 1998
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Child has wrong kidney removed

= "1 plonday, 21 Aprl 2008 2202

The Ministar fou Health says @ outsicods inguiry Ty o neaded to sslablish howe The werond
kidriey was rernowed Faoan a child Jdierirng a recent operation at Sl ady's Childrer's 1 lnspital
a1 Ecblir.

Flo ey oy Harmey insists shae has torlal moafidesics 1m e hosailal corrying ook 5 he oz gn
intesral imwesliagation. :




Report highlights medical mishaps

The Quality Improvement Committee report details medical errors and avoidable
deaths in New Zealand hospitals.

It shows health boards reported that just over two patients in every 10,000
admissions suffer a serious adverse event while in hospital.

It also says that out of 830,000 patients admitted to hospital across all ““ a
boards for the year 2006-2007, there were 182 preventable s~ \\

those resulting in death. 9 ‘.0 “e

Examples of mistakes include drug error- \5 90\‘
of a patient's body. S
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bign-In- Prior to induction of anesthesia
Site Marked  Not applicable
Confirmed Patient Identity, Site and Procedure
Anesthesia Safety Check completed
Does patient have:
Yes No Known pertinent allergies
Yes No Difficult airway
Yes No Risk of >500cc blood loss (7ml/kg in childye
Essential imaging displayed, implants, equipmeniNot applicable

ime Out— Prior to skin incision
Surgeon, Nurse, Anesthesia, Surgical Tech stogrcéllity and verbally confirm patient, site, prdcee, position
Antibiotic prophylaxis given in last 60 minutes Yes No Not ordered Redosed
Essential imaging displayed, implants, equipmentNot applicable
- Surgeon review: What are the critical or unexpe:steps, operative duration, anticipated blood loss
- Anesthesia Team reviews: What are critical resatson plans, patient-specific concerns, if any?
- Nursing team reviews: What are the equipment ssotler patient concerns?

Icohol based prep solution had sufficient timeo dry and for fumes to dissipate Yes NA

urgcal Site or incision less than or equal to 12 ischem oxygen.
pen oxygen source (patient receiving supplementgden via any variety of face mask or nasal caas] (Head and
Neck Procedures)
vailable ignition source (i.e. electrosurgeryt, laser, fiber optic light source)
core 3 = High risk; 2= Low risk with potential¢convert to high risk; 1= Low risk; 0= No risk/aatioequired
Total Fire Risk Score
ire Risk Score “1-2” precautions | Fire Risk Score 3: precautions implementd (mark all that apply

plementec (mark all that apply)

ire Risk Score equal to 2, low risk w [ITitrate deliverable oxygen to 30% or below

ptential to convert to a level “3” risk (i.e. E | [JObserve prep drying times (minimum of 3 minutes)

be puncture, surgical intervention [CJFollow appropriate draping protocol (i.e. inciseie)

oracic cavity). Convert to high ri¢ [Juse wet sponges

ecautions. [CJHave basin of sterile saline or water availablesigppression purposes only

[JGreater than 50 ml saline available in bulb syriagepto on head and neck
procedures

[CJProtect heat sources (cautery pencil holster fectedsurgery, utilize standby mode
turn off heat source with fiber optic light sourgénen not in use)

[IMinimize electrosurgery settings

ign Out— Prior to removal of surgical drape
Surgeon reviews with entire tee

- what procedure was done

- important intra-operative events
Anesthesia Professional reviews with entire t¢

- important intra-operative events

- recovery plan

urse Reviews with entire tea
- instrument and sponge counts
- specimen labeling (including patient name, coppathology report to
important intra-operative events/recovery plan







