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“I'm afraid I can’t treat you, Mr. Fisk.
I have a conflict of interest.”
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G wi” Osnova

* Uloha simula&ni mediciny
* Co jeSté muzeme simulaci zlepSovat?
e Safety culture

Co se povedlo i nepovedlo ve vzdelavani
zdravotnikU

Budoucnost v simulachi mediciné
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Zkusenosti se vytvareni stale
ZNOVU a zhovu, jsou
nepredatelné

85 % pilotu by situaci, ktera
vedla ke katastrofe resila
stejnée

VsSichni delame stejné chyby

e Ziskani zkusenosti???

THE LIMITS
OF EXPERTISE

Rethinking Pilot Error and the
Causes of Airline Accidents

e R. Key Dismukes
_...,:"' Benjamin A. Berman
g Loukia D. Loukopoulos




/v .Budovani povédomi o simulatni” ~ 5.
GO mediciné
* Nejsme prilis bezpecni
e Ziskavani zkusenosti je nutné (jednou vidim,
po druhé délam, po treti ucim)
Praxe vede k profesionalizmu

Simulace je vyzkousena metoda zlepsujici
dovednosti

* Stale méné pacientu akceptuje ucini na sobé
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&/ﬁ Hohe Simulacéni medicina

Celozivotni

Pregredualni Postgradualni

vzdélani vzdéelani vzdelani
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You  Celozivotni vzdelavani

Anesthesia SImSTAT:
Award-Winning

Breakthrough in
Screen-Based Training
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Int. Anesthesiol Clin 27:

‘Gaba DM: Human error in anesthetic mishaps.
137-147, 1989.

* Nedostatecné nacviceni zvladnuti mimoradnych udalosti

béhem anestezie

* Nedostatecné schopnosti stanoveni priorit a rozdéleni

pozornosti

Nedostatecné dovednosti v rizeni
zdroju, vedeni, komunikaci
a fizeni pracovni zatéze

Se se anesteziolog béhem vycviku

uci zkusenostmi a pozorovanim ,na lidech”

Avsak ne vsechny zkusenosti

nniky se daji takto ziskat.

HUMAN ERROR IN
ANESTHETIC MISHAPS

David M. Gaba, MD

W hat went wrong with the shunle Ghallenger? What
caused a plane to land in the water short of the runway at
Pensacola, Floridain 1978 What caused the catastrophe
at the Union Carbide plant in Bhapal,

elear power accident at Thiee Mile bland? The answer is
Largely human error. And human error probably plays a
key role in the majority of anesthesia accidents and
malpractice claims. In this chapter [ shall examine the
Kinds of errors mae and how they can lead to accider

In the next chapier, strategies will be presented for
averting errors and patient injuries.

BACKGROUND
Hew Safe Is Anesthrsia Now?
Tt has been estimated that between 2000 and 10,000
patients die in the United States each year from causes at

least partially related 1o
‘mates are based on ¢
patients regardless of age or pl . In the recent
Confidemial Enquiry into Perioperative Deaths in the
United Kingdom [2] only | patient in 185,000 was found
10 have died solely as a result of ancsthesia, although | in
1,351 deaths was in part related to anesthesia, It is not
clear if the outcome in the U.S. i the same. Although
there are no reliable data by which to judge Bow many
lower-risk patients (ASA Class Land 11) die at least partly
a8 & vesult of anesthesia, extrapolation from some recent
U, and foreign studies suggests that the number is on
the order of several hundred (3, 41. About half of these
adverse outcomes occur during emergency surgery. No
doubt an even larger number of patients sulfer serious
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and costly injuries such as brain damage [5, 6]. Several
studies suggest that half or more of these deaths and
injurics could have been prevemed if accepied ancsthe-
sia practices had been followed
There s recent evidence that factors related w anes-
thesia (e.g., drugs. technique) do not play  major role i
surgical outcome [7, 8]. The populations sampled have
been small, however, because of the low incidence of
healthy patients. and
these same studies have shown that there are many less
serious complications resuliing from anesthesia. As we

actice claims will o
tients expect safe and uneventful anes
exception

What Are the “Causes” of Anesthesia. Related Injuries?
Thereis

in descriptions of “causes” of adverse outcomes: hy.
povalemia, hypoxia, hypotension, hypaventitation, air-

distonnec
preparation. inadequate supervision,
management [9].

Studies of critical incidents in anesthesia huve iden-
tified many seemingly preventable misadventures. In
large retrospective study [10, 11), over 100 anes.
thesiologists described mistakes they had made or ob-
served. Critical incidents were defined as “a human error
or equipment Failure which, if not detected and
rected in time, could have caused moriality or morbid-
ity.” Events most frequently reported were disconnec-
tions and misconnections in the breathing system, swaps
of syringes or ampules of drugs, inadvertent overdose of
intravenous or inhalation drugs by either a technical or a
judgmental failure, esophageal or endebronchial intuba.
tion, premature ot inadvertent extubation, and laryngo-
scope malfunction. Sl other problems included inad-
vertent change in the oxygen or
s of oxygen or nitrous oxi

n, inadequate
nadequate crisis

the anesthesiologisi’s error
ravenous catheter
quate volume replacement, and mi i
apparatus were also frequently reported. The same gen-
eral findings have been repeated in siudics in Great Brit

od A LTS I\n)unlu ml national set of
ander way in Au-
pics of e, Aumratin Puiens

ical
siralia, under the a
Safety Foundation [14].

‘Whereas the criticabincident studies cannot prove what
wsed” these evens, they do deseribe a of “cir-
cumstances . . . that concelvably could hive contribuied
10 the occurrence of an error .. .~ [11). These circum.
stances are termed "associated factors™—the most com-
mon being failure w check, it experience with a sit-
vation, inadequate total experience, inattention or
carelessness, and haste encouraged by the situation [11].

Capyright © 1989 by
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4SCo miizeme simulaci zlepSovat?

* Nacvik bezpecnych postupu (algoritmy)

* Nacvik pouziti vybaveni (videolaryngoskop) -
ziskani kompetenci pro vykony (biluminalni

intubace, hrudni drend?)
* Nacvik netechnickych dovednosti (sebereflexe

v simulacni laboratori), napf. nacvik fungovani
teamu (leader, priority), spoluprace s NLZP

* |n-situ simulace (realné misto a pomucky)

(u



Dalsi prilezitosti pro nacvik % 5-
simulacni laboratori

W W
ENKV

* Vysoce rizikové x nizko frekventni vykony
(NCH, KCH, malé déti)

 Komplikované technologie (mimotélni obéh,

katetrizace...)
e Zkousky rizikovych pripadu (spoluprace
nékolika odbornosti — hluboka hypotermie, 3D
tisk)

e Ztrata dovednosti x jejich udrzeni (anestezie x
IP)



ové technologie VAVSY,

3.LF UK  Augmentovana realita
FNKV o .
e Virtualni realita
» Haptické vjemy (rukavice, pfistroje)
 XR —smiSena realita (VR+simulator)
* RPG - Septris

» 3D tisk — vyuka sonografie, chirurgie
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4> Lovidova pandemie a simulace

e Ztizena komunikace (OOP, TYVEK)

* Nacvik krizovych situaci u infekénich pacientu
(CPR, intubace)

\ * ,Neznamé” procedury (pronace, ECMO,
b HFNO)

Predavani a transport pacientu

* Obtizné situace (sdéleni nepriznivé zpravy,
kategorizace pacientu, eskalace terapie,
soucitna péce)
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,p>Nastaveni ventilaénich parametri?
el P-SIMV
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The use of simulation to prepare and L
improve responses to infectious disease

outbreaks like COVID-19: practical tips and

resources from Norway, Denmark, and the

UK

Peter Dieckmann'*~", Kjetil Torgeirsen®, Sigrun Anna Qvindesland™”, Libby Thomas™’, Verity Bushell®

and Hege Langli Ersdal?

< ,'

Lessons learned in preparing for and
responding to the early stages of the
COVID-19 pandemic: one simulation’s
program experience adapting to the new
normal

Ryan Brydges'~", Douglas M. Campbel 7, Lindsay Beavers'*, Nazanin Khodadoust', Paula lantomasi’,
Kristen Sampson’, Alberto Goffi™, Filipe M. Caparica Santos™ and Andrew Petrosoniak™

Correction to: COVID-19 pandemic
preparation: using simulation for systems-
based learning to prepare the largest
healthcare workforce and system in Canada

Mirette Dubé”, Alyshah kaba'®, Theresa Cronin', Sue Barnes', Tara Fuselll’ and Vincent Grant ™
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i ALS pro KAR FNKV

quality improvement program in early UK
adopter hospitals

Katherine Kuyt', Montana Mullen', Catherine Fullwood™, Todd P. Chang®, James Fenwick®, Victoria Withey
Rod Mdntosh’, Maomi Herz® and Ralph James MacKinnon™ @

? The assessment of a manikin-based low- L
dose, high-frequency cardiac resuscitation




Yo i Safety culture? S-

e Spoluprace s akreditacnimi agenturami?
 Opravdové audity

e Opravdové srovnani kvality poskytované péce

L« Unifikace postupu, vybaveni
* Pouzit debriefing pro pouceni z chyb

|



&/ﬁ ;- Safety culture — dlouhodoby proces

FNKV

Zabranit chybé Zmirnit chybu

Zachytit chybu (rozebrani, pouceni,

(audit) nacviceni v sim.
laboratori)

(sjednoceni -
postupy, vybaveni)




Akreditace simulacnich center?

R

AT

SOCIETY FOR
SIMULATION IN EUROPE




1%

S " Co se povedio?

* Vznik simulacnich laboratori na LF

e Poradani postgradualnich workshopu

e Poradani TTT kurzu

Vznik Spolecnosti pro simulace v mediciné
Zaclenéni simulacniho kurzu do kurikula AIM

e Poradani konferenci o simulacni mediciné
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Simulaéni
centrum

Simulacni centrum Lékarské fakulty Masarykovy
univerzity (LF MU), zkracené SIMU, bude

v éeskych podminkach unikatni vyukové
pracovisté, ve kterém bude probihat prakticka
vyuka studentu LF MU. Toto nové pracovisté
poskytne podminky pro zafazeni Siroké skaly
modernich edukacnich prvka.
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LS B Co se nepovedlo?

* Povedomi o simulaci, jako néco normalniho a
nutného

e Zaclenéni do opravdového sledovani kvality
poskytované péce
Vycvicit dostatecny pocet lektoru

Povinnost pravidelnych expozic
* Nutnost celozivotniho vzdélavani
* Vyzkum a publikace v simulacni mediciné

(u
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U d Budoucnost ?

e Simulace bude povinna pro vétsinu postgradualnich obor

* V nékterych oborech bude povinné celozivotni vzdélavani pomoci
simulacni mediciny

e Standardizovana vyuka v simulacnich centrech (lektori, technici, IT,
postupy, debriefing), sdileni scénaru

Evaluace simulacni vyuky — OSCE (atestace)
Eticka témata (komunikace mezi odbornostmi)

Nacvik mezioborové spoluprace (urgentni prijem, gyn.-por,
traumaplan)

Vice prace s herci (pacienty)
e Simulacni centrum je bézné vybaveni kazdé vétsSi nemocnice

* VSichni vnimaji simulaci jako pozitivni prilezitost k vlastnimu
zlepseni

*) Nacvikem v simulacich se dramaticky zlepSilo bezpeci pacientu

(u
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