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Starting point

Everyone wants to do a good job!




Working in anaesthesia

Whatever we encounter working in anaesthesia we want to avoid...
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"Whoa! Watch where that thing lands -
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We'll probably need it."’
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S0, do we need checklists?

Checklists play an important role in shaping safe practice
Checklists stop things from going wrong
Checklists ensure things continue to go right

but NOT following checklists doesn’t necessarily lead to things going wrong !
Safe outcomes may be preceded by as many deviations as accidents are !

In aviation: data consistenly shows that it's routinely impossible to follow
checklists and get the job done at the same time /!

5 | & 2

" AN

3] v, L5753 o

S\ 7 )3
e - f

G =/
D NI

KOS5 g11v>

UNIVERSITY



Ok, but what does this mean?




Checklists vs Human Factors

No checklists OR
Deviation from checklists



Human factors are good

POSITIVE

o

NEGATIVE




How is that possible?
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Problem: the gap

'Work as imagined’? / B
A

- - /\/‘/]

'Work as done’?




Different images of work

* The system is SAFE with only occasional flaws {Formm image]

’Outside-In’

« Safety results from humans following procedures

« Humans make the system SAFE despite its flaws Another image
‘Inside-Out’

 Humans use multiple resources to accomplish real work
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Does it really matter?

NO, as long as the job gets done — only of academic interest




Accident
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Did they follow the checklist?

Violation against procedures! ('Outside-In’)

!

Adapting to local circumstances! (‘'Inside-Out’)




S0, are checklists making it safer?




A complicated system

Peter Pronovost:

"Checklists establish a
higher standard of
baseline work
performance”

Navigation




Complicated vs complex systems

A standard procedure / A hospital
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Managing complexity
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Safety theory (main models)

Linear VS Non-linear

Closed system VS Open system

Newton




Safety theory (history)

Components in direct relationship =[] Causality =[] Risk 2 [{Heinrich
1930’s)

Barriers with dynamic flaws =[] Flaws aligned =[] Risk 2[{Reason 1990)

Routine operations =[] Non-routine operations =[] Risk 2 JRasmussen
1969)

Number of components 2 [1=[] Non-linear interactions 2 [=[ ] Risk 7 []
(Perrow 1984)

Fluctuating equilibrium; boundaries of work load/efficiency/safety N[ =[] Risk
A LARasmussen 1990’s)

Over time, gradual acceptance of risk is normalised =[] Risk 2 [{Vaughan /-
1996) 2\‘\!/ -, @5

Uncoupling practice from formal routine =[] Risk 2 [{Snook 2000) UNIVERSITY




WHO, ESA, 2.0 etc

The Pronovost
Checklist

Central venous catheters, or
lines, are used for medications,
blood, fluids or nutrition and
can stay in for days or weeks.
But bacteria can grow in the
line and spread a type of infec-
tion to the bloodstream, which
causes death in one out five
patients who contract it. This
five-step checklist for doctors
and nurses to use before
inserting a line can prevent

infections and death.
1. Wash hands with soap and CHECKLIST
water or an alcohol cleanser HOW TO GET THINGS RIGHT

2. Wear sterile clothing—
amask, gloves, and hair
covering—and cover patient
with a sterile drape, except for
avery small hole where the

ecklista 161 shkerhet vid

line goes in e
3Clean patientsskin with [
chlorhexidine (a type of soap)

when the line s put in

leg,

woid veins in arm an

which are more likely to get
infected than veins in chest

5. Check the line for infection
each day and remove when no
longer needed

Source:Dr. Peter Pronovost

0BS! Abotsmaterial
Checklista - Kontroll

aneste:
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1. Aullskemodel och materal. Kontolerat
E ]
EMERGENCY. | |
QUICK REFERENCE
BUine 4. Warkerng av oponvce. ojaktuett
5. Montorerng,hypot
6. Venaccess. o Testad oo ir
7._Antbitka... fejaktuen
| s ]
5. Laryngoskop ooh itvgahanterng, Testad och Ker

10. Lakemedel fér indukton. Karaloj aktuelt

Emergence of checklists e

Vid RS g tll punkt 141

[ rormmsone i ]

14. RS- utrustang, lékemedel, handgrepp. Forborott

15. Forberedeisa anestasi och RS Kar

2001 2009 2018---—-->
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So, can we reduce accidents even more?




Develop the skills of judging

 CRM, Crew/Crisis Resource Management

« Non-technical skills training in different contexts

 Train the ability to balance the risks of failure:

» Falling to adapt to local circumstances
OR
» Attempting adaptions that may lead to failure




Will this change the gap?

Yes, by acknowledging Human Factors as a resource in safety




Human adaptive capacity

Gottrora, SAS flight 751, December 27th 1991: All 129
on board survive

”...violation against procedures with a non-crew captain...”

St. Margarets Bay Nova Scotia, Swiss Air flight 111, September 2nd 1998:
— | on board die

All 229
”...the captain insists they cover the applicable procedures (checklists) }

for dealing with smoke and fire...” _

Hudson River, US Airways flight 1549, January 15th 2009: [ All 155 ]
on board survive

”...checklist for dual-engine failure is designed for higher altitudes...”
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Cognition, perception, adaption

Amsterdam — Traffic lights
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Example from anaesthesia

* 17y male

« Advanced neuropsychiatric disorder

« Months of planning to get the patient to OR for a necessary elective procedure
« Has accepted induction by mask with inhalational anesthetic

« No premedication, no peripheral cannula, no pulse oximetry, no cooperation

« Always eats before leaving home = breakfast approximately 2h before arrival

 Increasing anxiety, refuses to wait for anything

Would you induce him under these local circumstances?
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How do | look upon the checklist?

Not as a master resource &

Not as an immutable resource &

BUT, as a servant

That can be developed

That can be changed

That can be overridden under justifiable circumstances
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uestions?

Thank you!
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