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PRIMUM NON NOCERE

Hippocrates:
...£TTi dnAnoer 6€ kai adikin ipéelv...
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* Increasing need of safer surgery

Safer Checklist developed by WHO

* Application in everyday practice &;mgg
aims to: ‘

— Minimize human error
— Lead to better outcomes!!!
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Safety In the OR Is the most

Important factor in a health system

» 234 million operations in the world yearly

* 0.4 — 0.8% fatality rate

* 3-16 % complications

New York University Kanellopoulos, MD > o ‘
School of Medicine . !,,aseersn@n.g | 9 A
nstitute for laser
\ \ \

www.brilliantvision.




Problems targeted by the Checklist

wrong-site & wrong-patient surgery

 1in50,000—-100,000 procedures in the US (1,500—
2,500 incidents /yr) '

e Survey of 1,050 hand surgeons

- 21% reported having performed wrong-site
surgery at least once in their careers 2.

In USA 92% of the doctors associated with wrong cases
were fined or had to pay the cost of the investigations.

1 Seiden, Archives of Surgery, 2006.

2 Joint Commission, Sentinel Event Statistics, 2006.
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Wrong cases in Ophthalmology

TYPE OF “"WRONG" CASES REPORTED RAF
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* IOL-related cases = 80% of total MESSAGE FROM THE CHAIRMAN
OMIC = Ophthalmic Mutual Insurance Company Wrong Eye, Wrong IOL, vy b
. fession a concerted
Wrong Patient S
By Paul Weber, JD that lead to such errors and
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...and found to decrease postoperative complication

and fatality rates in over 1/3 of patients !

Haynes et al. New England Journal of Medicine 360:491-9. 2009
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WHO Checklist in ophthalmology

Before Aneithesia

Sign In
< Patent has confirmed

Idennry oo cave sleet
Check 1IOP
Sac Patency
Any evndence of mfecthion
eye 'wound mdecon oo body
Confuue Pad / Free
Sude ~RT' LT
Procediae — Check a per case
sheet
= Comnent mformed coovesnt
s Pasd Receygpe No
< Sade om cave wheoet — Check pegped

= BP ECG Unne RE Blood
Sugar Fumews, [HD, loose eeth
conpenetal poeobdesns
(goldenio), vasculie &nease,
chest infecthom Medacal Saness
< Betadme 5% eye &sop —- 1 &xop
after penibulbar block
< Pulse oxxyroeter for mlky cases

Does patiesst have

Roown Allesgy
Defficalr asperanon risk
Blood loss — NA
Xylocasn tesz

Before incision
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Timme Out

< Teams
= Confirm saesthesa s adeguate
by ssouley of eye Procedure

(Recoufirm)
< A.-m'uod Critical Evensts
Formard Ssuge”
+ Relax sup sectas sulre
scierotonny”

« No Blood loss

Degaee of Badness of Nucleus
Myopea
ghacomalaccompamyvng)

< Anestheria
« Bodicanda
* Keep Iv Anopune seady

< Stecility Check
= lodcator Color
*  Swab sesults — 15 &y
= Check fiad botdes for
Seak Banigras

< Antibsotic prophylaxis
« NA
*  Agplicable Ounly s GA cases
* A the mnost local eye drops

L

< Dusplay of inaging
= NA except Ortgt and retua
surgery of whenever reguered
Before patiemts leaves operating
room

LaserVision.gr

Sigs Oust

<+ Recording
=  Name of procedure stuckng of

101 papes
* NA- soaoesscss Jead vewabs )

< Equipment problesss
= Tip Phaco {(change)

< Specanen Label
s  Panest Namne (Whenever

Regesed)

+ Recovesry
s  General Anesthesia ~ Yes
* Local Anevihewaa - NA

@ronr SURGICAL SAFETY CHECKLIST (husr Fomon)
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Possible Applications in

Ophthalmolog

* Personal Patient Manager

* History taking

* Diagnosis and workup
 Measurements / Handling instruments

* Treatment
* PreOP
* PostOP
* Management of complications

* Follow-up

New York University Kanellopoulos, MD

@ =3 § -y
6 Solosl ot Madichee www.brilliantvision.com ],,aseersn@n. gr §

11




Checklist in Clinical Practice

Personal Patient Manager

i
E

(one person for each patient) - =~ =

t.ll(rl.ll;

 Patient identification
e Examination review

* Accompanies patient to the O.R

 CHECKLISTS for preop data, informed
consent, and any preop and postop
instructions given to the patient. T

* Arranges Follow-up appointments
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Intra-Operative Checklist

Cataract

CATARACT FORM
 Checked by every O.D

* Double-checked by Laser
Technician

[ CATARACY MAORCCOL

 Taking a time-out immediately :
before starting the procedure  waveuehr - alesrooculvze e

e , o |

The surgeon on the table: P

* Review scan and keratometry =5i- e
data when selecting an 10L e e e,

e Review topography S
 Review Endothelial cell results == 7= % L
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Intra-Operative Checklist

Cataract

For cases with Toric IOL:
* OD and nurse make the “6 o'clock marking”

Toaﬁr/m_-—ﬂ Alcon (€

Please mz;r the pn Vo' information fer the patseat,
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Intra-Operative Checklist

LASIK

* LASIK FORM = =
Bt

e Checked by every 0.D _{ég% c %%%
R ==i=l===

* Double-checked by Laser Technician i
e e

e All data transferred to Laser Device

through network (Wavenet System) s
which maximizes accuracy and =
"""""""" R B
safety. B
5] l("

Taking a time-out immediately before
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How to avoid a pitfall

Before ALL kinds of operations:

Patient’s Verbal Confirmation:

- Name

- Date of birth

- Eye to be operated is shown MANUALLY.
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Digital Platform — Our Prototype Database

of Ophthalmology Protocols

Pationt test
NiIime
Date 22/8/201%

User Namy e
User Name | test Kanellopoulos Eye Center
Specialined Duagnaais and Surgery

[

. Prepare all OR cards L CMECKLISTS AND PROTOCOLS 2013

2. Send all exams through Network 10 Laser L
3. Prepare Dags with postoperative instructions and eye drops e
4. Turn on all dewices and meoroscopes. Calibrate Laser. L4
S. Copy patient data to Laser 4 |

| OR PREPARATION
& Check sterilization of every Instrument - | LASIX Pt A lasaas Bocacos Catorract Pt A moniment Prot
7. Prepare MWL, alcohal (protocods]  needed and check If v LASIK PreOP Checklist Catarract PreOP Checklist
nbofiavin i3 avatiadie and stored 0 dark enyronment ORC P OR st

LASIK hecklis Catarroct OR Check

{drawes) before and after its uses
. . LASIK PostOP checkiist Catovroct PostOP checkiist
8. Prepare Dashets with expendables, rstruoments 10 every ~ e -
type of CR, fridge with icecubes, eyedrops, BSS and trash bags
5. Open new pacis of ALCAINE VIGAMOX eyedrops [always ™

registering dates of opening). inthe end of an OR day, s
eyedrops are transfered 10 the Labs.
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Digital Platform — Our Prototype Database of

Ophthalmology Protocols

* Saves paper

e Offers immediate update through the whole
staff network

* Ensures completion at the correct time

e Detects errors by comparing diagnosis and
workup

» Keeps track of errors for statistical purposes
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Conclusions:

* Using adapted checklists in concordance
with the WHO Safer Surgery Checklist in
ophthalmology, may prove extremely
useful, promoting safety and efficiency
of the surgical team.

* Digital platforms may facilitate
integration and flow of such information
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Thank you for your attention
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