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PHIEN NAN TRONG GMHS
(Crisis Management in Anesthesia).
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Bénh nhan ASA 3-4
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- = Nhamay-nang luang hat nhan LI Chernobyl,

Fukushima
= Hoa chat [0 Nha may lién hap Carbide, Bhopal India
* Du hanh v tru [J Tau vi tru Challenger va Columbia —
= Hang khong dan dung: L1 ..
= Clru hoa: Twin Tower

Complex & Dynamic: Su ¢é luén bién déng, phtrc tap,
khong chédc chan, co nguy co (GMHS: thii thudt xam lan,
dung thuoc tic dung nhanh dé gdy chét, trang thiét bi phirc tap)

Moi trudng tuong tu: stress cao, s6 gid lam viéc va nang luc, phu -
thudc trang thiét bi, ap luc cong viéc, giao tiép va lam viéc
theo nhém, nhiéu cong viéc, tai nan dién bién nhanh
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Safety Reporting Systems

Aviation:
A Success Story in Safety

Aviation Safety Reporting System (ASRS)
+ Funded by the FAA, administered by NASA

+ Focuses on prevention

+ Entails collection, analysis, and response to
aviation safety incident reports
+ reports are submitted voluntarily
+ includes only near misses
+ analysis and response are kKey to improvemeant

Anesthesiology:
A Success Story in Safety

Anesthesia Patient Safety Foundation (APSF)

-+ Dramatic reduc:tlun in anesthesm relat-:d deaths
+ T P10 (] 5 o F D

+ Raised awareness and culture of safeh.r
-+ pulse
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+ anesthesiologists vsed 1o pay $30,0000ear for malpractios
insuranca; now they pay 35000 te 510 000~aar
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Tién bo cta dudc pham

Tién bo clia cong nghé:EtCO,, SpO,, LMA, [
Tiéu chuan, khuyén céo, luat

DPao tao BS va diéu dwéng GMHS

C6 céac cau truc: phong hoi tinh, khu mo tap trung
Cai thién vé quan ly doi ngti GMHS

- Didu 1& hanh nghé (12/1994)

- Khuyén cao thuc hanh lam sang

- Ho1 nghi chuyéen gia cap nhat

- Dao tao lien tuc

- Danh gia thuce hanh, uy ban phan tich nguy cc GMHS

: Phap (JM Desmonts)-
e
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mét Su 06 énh hu’éng dé'n Movices vs experts—P < 0.02
dn tOén nQU’(‘j| bénh né| Ié Induction vs maintenance—P < 0.001
do ap'luc =

32% nguai chiu ap luc __
Induction Maintenance
manh tu PTV de tlen hanh Figure B3-8 A test of the ane 5[11et1st ‘s vugli ance. Shown is the

PSS, Je— e |

mét trusng hop ma ho L

(%) INCREASE HEART RATE Traiming (n=34)

muon hoan S roi TN

20% ngu’c‘ji L I'dor Khi toi
pha| bién tau thuchanh
Gliaiminh detnhanh bat e o o e i e my

HR. [, 10

daucuoc moL] e SR

Fig. 1l.: Heart—-rate responses, expressed as X
Increase, observed during induction of general
anesthesia in the resident anesthesiologists with
and without previous training and attending anes-—
thesiologists.
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- Chuan bi

- Thong tin

= KIEM SOAT TOT HON QUA TRINH GAY ME: -

- Phéi hop 1&én chuaong trinh mo

- Phéat trién monitoring
jtien hué'n Iuyén, nhat Ia x&’ trf tinh trang tai bién (m6 hinh)

O’o

u hop gitra qua tai - nhan luc
= THU THAP VA PHAN TiCH CAC CA TAI BIEN
= XU TRINGUY CO






Error: Ol vs Nayy

Maive view: ernmor Causas accriaaents
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Figure 83—-117 Model showing that errors are not the cause of
accidents2??: The “naive view” that errors (E) are the direct
cause of an accident is incorrect. As shown in the “modern
view.,” a combination of underlying conditions (C,;, C, C ) are
the real causes of an error. The error itself uften requires further
combination with contributing factors (CF,, Cg) to result in an
accident. (Adapted from Rall M, Manser T, Guggenberger H,
Gaba DM, Unertl K: [Patient safety and errors in medicine:
Development, prevention and analyses of incidents.]
Anasthesiologie, Intensivmedizin, NMotfallmedizin,
schmerztherapie 36:321-330, 2001, with permission.)
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Kiém tra danh tinh tai phong mo

Kiém tra danh tinh khi 14y mau
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Table 1-1. Most Freguent Crntical Incidents

Frrodicderid IJ!’.!.'-:'r‘r'Il!'.l-ff-rJ-.rr

Breathing circuit disconnection during
mechanical ventilation

Syringe swap

Geas flow control techmical error

Loss of gas suppliy

Intravenous line disconnection

Vaporizer off unintentionally

Drmag ampule swap

Drag overdose (syrmnge. judgmental )

Drug overdose (vaporizer, technical )

Breathing circuit leak

Unimmtentional exmubation

Misplaced endotracheal tubse

Breathing circuitl misconnection

Inadequate fluid replacement

Premature extubation

Ventilator malfunction

Misuse of blood pressure monitor

Breathing circuit control techmnical error

Wrong choice of airway management technigue

Laryngoscope malfunction

Wrong intravenous line used

Hypoventilation (human error only )

Dyrog overdose (vaporizer, judgmental

Drmag overdose (syringe. technical)

Wirong choice of drug

- Total

Meermabrer e ol Frecdclemnins

57

540
<21
32
24
22
21

200
20

AFrom Cooper et al.” with permission.)



Table 1-2. Associate

=d Factors in Critical Incidents

Assencicrredd Ferefosr

Failure to check

First experience with situation

Inadeguate total ex penence

inattention or carelessness

Haste encouraged by situation

Uimfamiliarity with cquipment or device

Visual restriction

Inadequate familiarity with anesthetic
technigue

Onher distractive
activities

Te *ur]‘ﬁng N Progress

Excessive dependency on other personnel

Unfamiliarity with surgical procedure

Lack of sleep/f anguc

SUPCIVISOr Nol present enough

Failure 1o follow Personal routine

Inadegquate supervision

Conflicting cquipment designs

Unfamiliarity with drug

Failure to follow institutional practice

simultaneous ancesthesia

Neermbrer of frncidenes

<223
208
201
166
131
26
23

A

al. = with permission.)

(From Cooper et




1 Cacng nguyeﬁ iyén nhan.cla cac tai bien
= 7. Xem tai bién do co thé tranh dudc hay
Khong?
3. Mic do nang: -
- Mlc 1: Khong hau qua
- Mic 2: Bénh nhan chiu nguy co (khdng an toan)
(e 3: Hau gua nho (phlen an ___*"
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nguyen nhanthay hau qua?)

SAC YEU TO TIEM TANG

(Nguyen nhan'sauxa)

B0 sot (vi du kiém tra nhanh)

Mét moi

Thi€u k¥ nang (vi du: CPR sai)

Thiéu thuong xuyén capmhat kién thirc

.61 c4u tha (VD: nham 2 thudc)

L0Oi nha san xuét (VD: nhan giéng nhau)

a0 tac (VD: khong dat bao dong)

Loi thiet k& (VD: thietbiimoni

g theo qui tac, qui trinh
(VD khong ki€m tra thiét bi)

ep luc cong viee
(VD: cap cttu, quan ly bénh vién)
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= [ This and only this!L] = Gidm dau
(Khang dinh) = M6i —
= [] Everything but this![] . Déc dao

(Phu nhan)

= Thanh tich, pho dién
enrythingiis OKIL] ; ,
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= Cac nguy co lien quan dén qua trinh gay mé:

-E Kip GMHS: nhan luc, dao tao (kién thiic, ki nang, X0 tri)
- Ky thuat va thu thuat: GA, RA, bang kiém, phac d6

‘?,ac thietbis test, chuan, chon, bao,tri, chat Jucng e
ﬁ@wﬂmmm i, t3p g oA
="IfAong tin: bénh nhan, PTV, kip GM, ho'sg, can LA, phong mau
- Quan ly: t6 chirc cung viéc, thai gian lam viéc, kip GMHS khi qua
tai va cap clru, moi trudng nai lam viéc, O

18
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L'analyse (2) doit quantifier les risques

L.

-
100% Représentation des risques selon leur Criticité

Fréquence

Zyne de gestion des risques

g « moycns »
*

Gravite




Phan bé nguyén nhan cac su cd khdng mong muén
theo tan xuat va dé nang

25 evenemenis sont classes selon leur crincite

F x G = la criticité

% Pratique
Materiel
\ +=— Nivecau d "acceptabilité ? A Clinique

Fréquence (nb)

= O rganisation

. Niveaux de
N~ - A gravité
M
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Phong mé

Phong héi tinh
Xquang can thiep |18
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Nguyén nhan cac tai bién

. Thuc hanh
Lam sang chuyé&n moén
130/0 130/0
\ I

T8 chirc Trang thiét bi truc trac
66% 11%




Qluz) gid lairrn vige

Y YUC Nz Vign Knore

Nejuei gély mé inong szin szine
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1 ,6%
15%
1%

9%

Van dé lién quan dén bénh nhan 4% 11
=|A/é'n dé'lien'quandén van chuyén 4,5% 13
|Van aé lien quanidemichuengrinhimS sl 4:2406 12
niaelien quantaen to chauc cta khoa | 4,21% 12

Phong mé khoéng san sang 1,75% 5

Bénh nhan ra khoi khoa khéng c6 su 0,35% 1

dong y.clia bac sy GMHS




Cac nguyén nhan
Truc trac trang thiét bi (11%)

Truc trac ky thuat dugc C4t dién

phat hién qua bang kiém 4 59
4,5% / =

et

Truc trac may tho
8,9% ™~
Truc trac ky thuat
80%




Cac nguyén nhan

Thuc hanh chuyén moén (13%)

D3t NKQ kho S
18.6% Ngudi gay mé truc hém truéc

11,6% -
—  Khong lap

bang gay mé
2,3%

I

\

=——E Khong biét vé thuc
" hanh cda khoa
~ 2,3%

Khéng kham Khac

gay mé trl;c'ic mo 11.7%
53,3%




Cac nguyén nhan

C4c tai bién lam sang (13%)

noi-ngoai khoa i 1 dt Dich st
trong phgc‘)n'g héi finh Khac quan dén 323; mé/gay té
3,7% 35,3% 0

Co that phé quan
5,5%

| , A -
Cac bien ching Phién nan/Tai bién lién

Cham tré truyén mau
13%

~

Bién chiing dat tu thé

Chan thuong rang o
11,5% T:4%




( Cognjicdantizd =giejuir / inito WMziierrizd suicl Sriilel mlozlin)

— . e

. — doan T
—
1982-84 (3 nam) 19
1985-96 (12 nam) 19 —
1997-99 (3 nam) 3 (GA*=2 RA*=1)

R

MIM__-‘

=general anesthesia ; *RA=regional’anesthesia
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Chét 12 42* =
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Nhirc dau 19

Ton thwong day than kinh 10
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*P<0.01 Regional vs General
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— 2006 \Vol. 26, No. 5, Pages 433-434

F .
J. Bowningdiy N. Eraser3, S. Vausel and A. E. P. Heazell2

Summary

The Royal College of Anaesthetists have:set the
standard that 85% of emergency caesarean Sections
should be carried out under regional anaesthesia.

29
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ASA Closad C Siuely (Ane

B Obhstetric Clairmes (= RS
O Mon-Obeisbric Slaims (= 453§

-

Death or Brain Farmnarnent Merse Tamp=mrary bmjury
Damage njury —

Fig. 2. Outcomes in neuraxial anesthesia: obstetric versus nonocbstetric claims, 1980—1999, Claims for

obstetric and nonocbstetric neuraxial anesthesia were grouped according to severity of injury: temporary,

permanent nerve injury, and death or brain damage. The proporton of death or brain damage (15% wvs. 32%)

and the proportion of paermanent nerve injury claims (10% wvs. 26%) were lovwer in the obstetric neuraxial

claims compared with the nonobstetric group, respectively. The proportion of temporary injurny claims was

higher in the obstetric neuraxial group compared with the nonobstetric group (F1% wvs. 38%, respectively).

Other permanent injuries accounted for 4% (N = 13) of obstetric neuraxial claims and 4% (n= 20) of

noncbstetric claims (data not shown). ™ P = 0.01.
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Anesthesiclogy 101:1473
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Anesthesia-Related Complications of Caesarean Delivery
in Thailand: 16,697 Cases from the Thai Anaesthesia
Incidents Study

Waraporn Chau-in MD*,
Thanoo Hintong MD**, Oraluxna Rodanant MMD***,
Varinee Lekprasert MD**** Yodyving Punjasawadwong MD**
Somrat Charuluxananan MD*** Surasak Tanudsintum MD**%%*

*Department of Anesthesiology, Faculty of Medicine, Khon Kaen University, Khon Kaen, Thailand
= Department of Anesthesiology, Faculty of Medicine, Chiang Mai University, Chiang Mai, Thailand
*¥== Department of Anesthexsiology, Facuwlty of Medicine, Chulolonglhorn University, Banghok, Thoiland
F¥=EFE Department of Anesthesiology, Faculty of Medicine, Ramathibodi Hospiral, Mahido! Universivy, Banghok, Thailand
wmEEE Department aof Anesthesiology, Faculty of Medicine, Phramonghutilao College of Medicine, Banglol, Thailand

Table 2. Place and period of occurrence, level of anassthetic
attribute to event, and preventabilitwy

Place and period of adverse event (n = 59)
Induction
Intubation
MMamtenance
Emergence
Postanaesthetic care unit ( PACTLT)
Ward 24 -hr postoperative
Preventabilityv (n = 55)
Preventable
Partial preventable
Unpreventable




Table 3. Order of frequency of anaesthetic-related adverse events in caesarean section stratified by 4 periods: intraoperative,
PACU, postoperative 24 hr, and intensive care unit

ICU  Total events

n (%)

Adverse events Intraoperative  PACU  Postoperative 24 hr
n (%) n (%) n (%)
Desaturation 19(35.2) 4 ()
Cardiac arrest 11(20.4 41 L (5.6)
Awareness (0 0 L1 (6L.1)
Death related to anaesthesia 5(9.3) L (7.7) | (3.6)
Difficult intubation 6111 0 0
Anaphylaxis 2(3.7) 0 2(11.1)
Unplanned ICU admission 2(3.7) (0 [ (3.6)
Re-intubation () 3(23.1) ()
Pulmonary aspiration 3(5.6) (0 ()
Nerve Injuries (0 (0 2(11.1)
Failed intubation 2(3.7) (0 (0
Coma/CVA/ convulsion 1 (1.9) L (7.7) ()
Total spinal block L (1.9) (0 (0
Esophageal intubation L (1.9) (0 (0
Drug error L (1.9) (0 (0
Total 60 case 34 (100) 13 (100) L8 (100)
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(95% CI)



Anesthesiology 2009 110:131-9

Liability Associated with Obstetric Anesthesia

Copyright & 2008, the American Society uf Anesthesiologists. b Lippincott Wiliams & Wilking Inc.
B Anesthesia Contribution (n=20)

90 - No Anesthesia Contribution (n=71)

80
70
60
50

A Closed Claims Analysis

oanna I, Davies, F.ACA," Karan L Posner, PhD., T Lori A Lee, 1.0, Fraderick W. Cheney, M.D.§
Karen B. Doming, M.D., MPH|

30
20
10

Proportion of Claims in Each Group (%)
=]

Anesthesia Delay Poor Substandard
Communication Anesthesia Care

Fig. 3. Factors associated with anesthesia contribution to new-
born death/brain damage. Anesthesia delay, poor communica-
tion between obstetrician and anesthesiologist, and substan-
dard anesthesia care were associated with anesthesia
contribution. * P < 0.01 by z test.

Table 5. Causes of Maternal Death/Permanent Brain Damage (n = 69) 1990 or Later

Overall (n = &8), % General Anesthesia (n = 28), % Reqional Anesthezia (n = 41), %

High neuraxial block 15(22) 0 (0) 15 [37)
Matemal hemorrhage 11(16) 8 (29) 37

Embolic events g8(12) 21(7) 6115)
Difficult intubation 7(10) 7 125) 0(0)
Preeclampsia/HELLP syndrome 5(7) 311 2 (5)
Medication 5(7) 00 5(12)
Inadeguate oxygenation/ventilation 34 1(4) 2 (5)
Aspiration of gasfric contents 23 114) 112)
Meuraxial cardiac arrest 23 00 25)
Hypertensive intracranial hemorrhage 2 (3) 1(4) 112)
Central venous catheter 1(1) 114) 0(0)
Charioamnionitis/ARDS 1(1) 11(4) 0(0)
Airway obstruction 1(1) 114) 0(0)
Other/unknown 6(8) 217 4010

Percentzges do not sum to 100% due to rounding error.

ARDS = zdult re=piratory distrezs =yndrome: HELLP = hemabysiz, elevated liver enzymes. low olatelet count.



~ = An tean GMHS noi chung va trong san Kk

~ —rieng-duac cai thien nhieu trén the gici va khu
VUC.

= O Viét nam: chua co so liéu, gap nhiéu (san
khoa?)

= Can dugc nghién clru hé thong, phan tich tim

ﬂguyen nhan va g|a| phap khac phuc5 chu x -t

a Con Nguai.
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