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PRIMUM, NON NOCERE
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Doing things _ :
Cheapers » Doing Things Better » Doing Things

(Improve Q),1980

Doing The Right
Things (1990)

4
DOING THE RIGHT THINGS

(efficiency) 1970 Right (1990)

RIGHT( abad 21)




PATIENTS CENTEREDNESS IS A DIMENSION OF PERFORMANCE
WHEREIN A HOSPITAL PLACES PATIENTS AT THE CENTER OF
CARE AND SERVICE DELIVERY
BY PAYING PARTICULAR ATTENTION TO PATIENTS’ AND THEIR
FAMILIES’ NEEDS, EXPECTATIONS, AUTONOMY, ACCESS TO
HOSPITALS SUPPORT NETWORKS, COMMUNICATION,
CONFIDENTIALLY, DIGNITY, CHOICE OF PROVIDER, AND DESIRE

FOR PROMPT, TIMELY CARE.

SUB-DIMENSIONS:
CLIENT ORIENTATION
RESPECT FOR PATIENTS
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SAFETY IS THE DIMENSION OF PERFORMANCE,
WHEREIN A HOSPITALS HAS THE APPROPRIATE
STRUCTURE, AND USES CARE DELIVERY PROCESSES
THAT MEASURABLY PREVENT OR REDUCE HARM OR
RISK TO PATIENTS, HEALTH CARE PROVIDERS AND
THE ENVIRONMENT, AND WHICH ALSO PROMOTE THE

NOTION

SUB-DIMENSIONS:
PATIENT SAFETY
STAFF SAFETY
ENVIRONMENT SAFETY




ENGAPRPA PERLY PATIENT
SAFETY 929




PENYEBAB KEJADIAN TDK
DIHARAPKAN
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PENYEBAB KEJADIAN TDK
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Root Causes of Wrong Site Surgery
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KEJADIAN NYARIS CEDERA

Jumlah Laporan Kasus IKP
Januari-April 2011

Januari Pebruari Maret April

Instalasi

Jenis Ruangan

R Observasi

Rlalan 6.67%

6.67%

Korban

Keluarga pasien
6.67%




KEJADIAN NYARIS CEDERA

Gol Umur dan J. Kelamin

———__MlenisKelamin L

___.—— M JenisKelamin P

Penanggung Askes

Pemerintah
13.33%

Pribadi
26.67%

Waktu Kejadian

sare Blank
6.67%

Insiden

Obat
Kedaluarsa
133

Jatuh di KM




KEJADIAN NYARIS CEDERA DAN

SENTINEL

Jenis Insiden

Sentinel

Pelapor

Pengunjung
6.67%

Spesialisasi

Bedah&interna
6.67%

Akibat

Meninggal

CederaRingan
6.67%




RSUP SANGLAH SEBAGAI RS PENDIDIKAN,RS RUJUKAN,RS
SPESIALISTIK
SEDANG MENGALAMI TRANFORMASI
KE ARAH PELAYANAN YANG BERFOKUS PADA KEBUTUHAN DAN
KESELAMATAN PASIEN
YANG AKAN DIAKREDITASI JCI MENUJU PELAYANAN BERSTANDAR
DUNIA 2012




(111)
SEMBILAN SOLUSI KESELAMATAN PASIEN

Nine Patient safety Solutions ( WHO

Collaborating Centre for patient safety _ ey SI
solutions + JCI ,2007) SEB‘?‘&R}NP
1. Look Alike,Sound A Like %1 5“ 7|

2.Patient Identification

3. Communications during patient hand-over

4.Performance of correct Procedure at correct
Body Site

5. Control of Concentrated Electrolyte Solutions

6. Assuring Medication Accuracy at transitions
inCare

7. Avoiding Catheter and Tubing Mis-
Connections

8. Single Use Of Injections Devices

9. Improived Hand Hygiene to prevent Health
Care-Al
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KETUA DAN SEKRETARIS
KP

N

INSIDEN/ KEJADIAN »

KOORD.CAT/LAP/EVAL

et

ANALISIS AKAR
MASALAH/GRADING
MATRIKS

INSTALASI/UNIT TERKAIT,

KOORDINATOR MANAJEMEN
MEDIS/FARMASI/ALATMEDIS/DIKLAT

LAPORAN INSIDEN DANRENCANA

TINDAK LANJUT + REKOMENDASI

DIREKTUR MEDIK/RAT ‘

ALUR PELAPORAN
INSIDEN




STRATIFY SCORING SYSTEMS
R N

Riwayat Jatuh? Ya=1,Tdk =0 6 bulan
Agitasi ? Ya=1.Tdk=0

Ggn Penglihatan ? Ya=1, Tdk=0 Aktv.seharian
Kebutuhan ke toilet? Ya =1, Tdk=0 > 8x/hari

v B~ W N

Skor transfer/mobilitas> Transfer-

37 Tdk=0,bantua
an mayor(1-2
org) =1
Mobiltas ->
Imobilisasi=0,
bantuan kursi
roda=1,Jalan
dibantu 1
orang=2,

Sensitifitas : 90%,

Spesifitas 60%,Accuracy
CUT OFF POINT > 1

Milisen et al, Fall Prediction In in-patients by Bedside Nurses Using
Stratify Instruments : a Multi Center Study, Centre for health &nursing
research, Belgium, 2006



|dentifikasi kondisi fisik dan mental pasien

Informasi lingkungan dan kegiatan RS( posisi bel,visite
dokter,perawatan,CS dll)

Informasi tempat/fasilitas RS dan pribadi(bel,barang
pasien mudah terjangkau)

Posisioning tempat tidur pasien( posisi rendah)
Stabilisasi TT kursi roda dll

Cegah penghalang traffic pasien

Pakaian pasien (sandal,pakaian dll)

Tanda pada papan pasien

Membantu pasien berpindah posisi,toilet
Edukasi keluarga



SN
MMEMBANGUN BUDAYA ORGANISASI -

“Safety Culture”

KESELAMATAN PASIEN




STANDAR ICIA

BAB A. STANDAR PELAYANAN BAB B.STANDAR MANAJEMEN
BERFOKUS PASIEN ORGANISASI PELAYANAN KESEHATAN




Proses penilaian
kebutuhan

pelayanan dan

Assesment of penegakan dx

patient IDENTIFIKASI TUJUAN
HAK PX&KLG KESELAMATAN PASIEN

Penerimaan,dirawat, tr
Perencanaan Ma nagement Acces &Continu Ity ansfer,pulang, terkoord
obat sampai ke Medication & Use of Care inasi,berkesinambunga

pasien,termasuk n

pengendalian

Care of Patient

Perencanaan,pelksanaa,pamantau

an,modifikasi,penuntasan, tindak

ANEST&BEDAH lanjut pelayanan (perawatan)
EDUKASI pasien

PASIEN &KLG



SASARAN
INTERNASIONAL
KESELAMATAN PASIEN

(IPSG)



SASARAN INTERNASIONAL
KESELAMATAN PASIEN

 ese INTERNATIONAL PATIENT SAFETY GOAL

| MELAKUKAN IDENTIFIKASI PASIEN SECARA TEPAT

Il MENINGKATKAN KOMUNIKASI YANG EFEKTIF

MENINGKATKAN KEAMANAN PENGGUNAAN OBAT YANG
MEMBUTUHKAN PERHATIAN

v MENGURANGI RESIKO SALAH LOKASI, SALAH PASIEN DAN
» SALAH TINDAKAN OPERASI

VV MENGURANGI RESIKO INFEKSI

V| MENGURANGI RESIKO PASIEN CEDERA KARENA JATUH



ANESTHESI DAN PEMBEDAHAN

 Tindakan anesthesi, sedasi dan pembedahan

membutuhkan:

* Pengkajian pasien scara lengkap

&komprehensive

* Rencana perawatan yang terintegrasi

* Monitoring berkelanjutan

* Menentukan kriteria untuk perawatan lanjut,
rehabilitasi, transfer dan kepulangan pasien

» PELAYANAN ANESTHESI TERSEDIA SETELAH JAM KERJA

» PENGGUNAAN TENAGA LUAR ATAS PERSETUJUAN DIREKTUR DAN

PENANGGUNG JAWAB ANESTHESI

KLIK DI SINI HIPERLINK ASC




WHO Goals
( 10 Goals of Operating Procedure)

The team will oprrate on the correct patient at the correct site

The team will use methods known to prevent harm from anestetic
administartion,while protecting patient from pain

The team will recognize and effectively prepare for life threatening loss of airway
or respiratory function

The team will recognize and effectively prepare for risk of blood loss

The team will avoid inducing any allergic and adverse drug reaction known to be
significant risk for the patient

The team will consistently use method known to minimize risk of surgical site
infection

The team will prevent idavertent retention of intruments or sponges in surgical
wounds

The team will secure and accurately identify all surgical sepeciments

The team will effectively communicate and exchange critical care informstion for
the safe conduct of the operation

Hospital and public helath systems will establih routine surveillance of surgical
capacity,volume and result.



WHO Surgical
Safety Checklist

In June 2008, the World Health Organization
(WHO)'" launched a second Global Patient
Safety Challenge, ‘Safe Surgery Saves Lives’
to reduce the number of surgical deaths
across the world.

The goal of the initiative is to strengthen the commitment of clinical staff

to address safety issues within the surgical setting. This includes improving
anaesthetic safety practices, ensuring correct site surgery, avoiding surgical site
infections and improving communication within the team.

The ultimate goal of the WHO Surgical Safety Checklist—and of this
manual—is to help ensure that teams consistently follow a few critical
safety steps and thereby minimize the most common and avoidable risks

endangering the lives and well-being of surgical patients.
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KAMAR BEDAH RSUP SANGLAH

LOKASIO.K | KEGIATAN E T

BEDAH OPERASI 4721 5087
SENTRAL

WING AMERTA  OPERASI 2880 2981
IGD OPERASI 3704 3691

SELURUH KAMAR OPERASI TELAH
MENERAPKAN SSCL SEJAK
SEPTEMBER 2010



World Health
Organization

SURGICAL SAFETY CHECKLIST (First EpiTiON)

Before induction of anaesthesia »»»»»ppp» Before skinincision »yrsrrrrrrrrrr Before patient leaves operating room

O

PATIENT HA'S CONFIRMED
* IDENTITY

* SITE

* PROCEDURE

* CONSENT

a

CI COEEEEE CT

CONFIRM ALL TEAM MEMBERS HAVE
INTRODUCED THEMSELVES BY NAME AND
ROLE

SITE MARKED/NOT APPLICABLE

O

ANAESTHESIA SAFETY CHECK COMPLETED

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE VERBALLY CONFIRM

* PATIENT

* SITE

* PROCEDURE

PULSE OXIMETER ON PATIENT AND FUNCTIONING

oo

oo

oo

DOES PATIENT HAVE A:

KNOWN ALLERGY?
NO
YES

DIFACULT AIRWAY/ASPIRATION RISK?
NO
YES, AND EQUIPMENT/ASSISTANCE AVAILABLE

RISK OF >500ML BLOOD LOSS

(7ML/KG IN CHILDREN)?

NO

YES, AND ADEQUATE INTRAVENOUS ACCESS
AND FLUIDS PLANNED

ANTICIPATED CRITICAL EVENTS

SURGEON REVIEWS: WHAT ARE THE
CRITICAL OR UNEXPECTED STEPS,
OPERATIVE DURATION, ANTICIPATED
BLOOD LOSS?

ANAESTHESIA TEAM REVIEWS: ARE THERE
ANY PATIENT-SPECIFIC CONCERNS?

NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEN
CONFIRMED? ARE THERE EQUIPMENT
ISSUES OR ANY CONCERNS?

NURSE VERBALLY CONFIRMS WITH THE
TEAM:

THE NAME OF THE PROCEDURE RECORDED
THAT INSTRUMENT, SPONGE AND NEEDLE
COUNTS ARE CORRECT (OR NOT
APPLICABLE)

HOW THE SPECIMEN IS LABELLED
(INCLUDING PATIENT NAME)

WHETHER THERE ARE ANY EQUIPMENT
PROBLEMS TO BE ADDRESSED

oo

oo

HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
WITHIN THE LAST 60 MINUTES?

YES

NOT APPLICABLE

IS ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE REVIEW THE KEY CONCERNS
FOR RECOVERY AND MANAGEMENT

OF THIS PATIENT

"HIS CHECKLIST IS NOT INTENDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRACTICE ARE ENCOURAGED.



Surgical Safety Checklist

Before induction of anaesthesia

{with at least nurse and anaesthetist)

Before skin incision

{with nurse, anaesthetist and surgeon)

1 Confirm all team members have
~ introduced themselves

ves by name and role.
O Confirm the

ient's procedure,

.aslmhhw:m“ ml;rlnmhem en given within
O Yes
] Not applicable

World Health

Heal Patient Safety
# Organization

A Wineld A karycs for Sajer [eat Cams

Before patient leaves operating room

{with nurse, anaesthetist and surgeon)

Nurse Verbally Confirms:
[ The name of the procedure

[ Completion of instrument, sponge and needle
coumts

[J Specimen labelling (read specimen labels aloud,
including patient name)

[1 Whether there are any equipment problems to be
addressed

I What are the critical or non-routine steps?

01 How long willthe case take?

(] What s the anticipated blood loss?

To Anaesthetist: _

[C] Are there any patient-spedfic concerns?

To Nursing Team:

[J Has (i ] indicator
sy g e e

L1 Are there equipment issues or any concems?

Is essential imaging displayed?
[ Yes _
1 ot applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged.

Rewvised 17 2009

To Surgeon, Anaesthetist and Nurse:

[1 What are the key concerns for recovery and
management ﬁ?ﬂlh patient?

& WHO, 20049



SIGN IN

. VERIFIKASI IDENTITAS

PASIEN LANGSUNG DG
PASIEN (GELANG PASIEN,

CATATAN PRE-OP)
. KELENGKAPAN INFORMED
CONSENT BEDAH

PENGKAIJIAN PRE-OP DAN
INFORMED CONSENT
ANAESTESI

DOKUMEN LAB,
RADIOLOGY, TEST LAIN

. ALAT KHUSUS DAN OBAT-

OBATAN SIAP

TIME OUT

SIGN OUT

SETELAH OPERASI
SELESAI PERAWAT
DOKTER ANESTHESI
DAN DOKTER
BEDAH.
MEMASTIKAN
JUMLAH
ALAT/BAHAN
COCOKKAN LABEL
SPESIMEN DENGAN
NAMA PASIEN
MASLAH ALAT YANG
MUNCUL

CATATN KHUSUS
UNTUK PROSES
RECOVERY




NAMA: L/P
CMm:

DIAGNOSA :

PROSEDUR OPERASI:

NAMA OPERATOR:
KAMAR OPERASI :

TGL.OPERASI

CHECK LYST PATIEN SAFETY

KAMAR OPERASI RSUP
( SscL)

Sebelum induksi anestesi/ Sign In

Minimal ada perawat dan dr anestesi

» Apakah identitas pasien sudah benar, rencana
tindakan sudah jelas dan ada persetujuan
tindakan medis yang akan dilakukan ( inform
concern)?

0 Ya 0O Tidak

* Apakah area yang akan dioperasi sudah diberi
tanda ?
0 Ya
0 Tidak diperlukan

* Apakah mesin anestesi dan obat-obatan sudah
lengkap?
0 Ya 0O Tidak

* Apakah pasien sudah memakai ‘pulse oksimetri’
dan sudah berfungsi baik ?
O Ya o Tidak

® Apakah pasien memiliki Riwayat alergi ?
o Ya 0 Tidak

® Apakah pasien memiliki Gangguang pernafasan ?
O Ya, dan alat/ bantuan sudah tersedia
0 Tidak

® Apakah pasien memiliki Resiko perdarahan >
500ml (7ml/ kg bagi anak-anak)
0 Ya, dan sudah direncanakan pemasangan infuse 2 line
o Tidak

Sebelum insisi/Time out

* Memastikan bahwa semua anggota tim medis
sudah memperkenalkan diri (nama dan peran)
0 Ya 0O Tidak
* Memastikan dan baca ulang nama pasien,
tindakan medis dan area yang akan diinsisi.
0 Ya 0O Tidak
* Apakah profilaksis antibiotic sudah minimal 30
menit sebelumnya ?
0 Ya 0O Tidak
* Kejadian beresiko yang perlu diantisipasi :
0 Untuk dokter bedah
o Apakah tindakan yang akan dilakukan beresiko
tinggi ?
0 Ya 0O Tidak
o Apakah tindakan yang akan dilakukan
memerlukan waktu > 4 jam?
0 Ya O Tidak
o Apakah darah sudah siap
0 Ya O Tidak
0 Untuk Dokter Anestesi
eApakah ada hal khusus untuk pasien ini?

o Tidak
O Untuk Tim Perawat
sApakah sudah dipastikan kesterilitasannya (ada
indicator kesetrilannya)?
0 Ya 0O Tidak
sApakah ada masalah dengan peralatan atau
masalah alat yang dikhawatirkan?
0 Ya 0O Tidak
» Apakah hasil radiology yang diperlukan sudah
ada ?
0 Ya 0O Tidak

Sebelum pasien meninggalkan Ruang
Operasi/ Sign Out

Dengan perawat, dokter anestesi dan dokter

Dengan perawat, dokter anestesi dan dokter » bedah

bedah

Secara verbal perawat memastikan:
0 Nama tindakan
0 Kelengkapan alat, jumlah kasa dan jarum
O Pelabelan specimen (baca label specimen dan nama
pasien dengan keras)
0 Apakah ada masalah peralatan yang perlu
disampaikan

Untuk Dokter Bedah, Dokter Anestesi dan Perawat:

Apakah ada catatan khusus untuk proses recovery dan
penanganan perawatan pasien ini?

O YA ittt s
0 Tidak
Denpasar, ... evrenins
Nama tim Tanda tangan

Dr. Bedah/Operator

Dr. Anestasi

Perawat instrument

Perawat sirkuler

Perawat anastesi




SIGN IN:
Memastikan
identitas dan
Sisi pasien yg

akan dioperasi
Inform consent
Kelengkapan

alat anestesia
Obat dan alergi
obat
Risiko airway?
Risiko blood
loss

Makna SSCL

TIME OUT :
Operator bisa
berganti,setiap orang harus
mengenal dan memahami
tugasnya, anggota tim hrs

diperkenalkan
Memastikan kembali
pasien,hasil radiologi,site
marking,critical dan
unexpected steps,sterilitas
instrumen,anbiotika <60 mt,

SIGN OUT :
Verifikasi jenis
tindakan
operasi,memastik

an instrumen dll
lengkap,labeling
dan penyerahan
PA,risiko pada
masa pemulihan,







SIGN IN
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Jumlah pasien

dioperasi

Jumlah Informed
Concern tidak

lengkap

Prosentase




Jumlah pasien

dioperasi

Penggunaan
Antibiotika di

bawah 30 menit

Prosentase
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Januari  Pebruari  Maret April Mei Juni Juli Agustus

B Kesalahan nama W Kesalahan lokasi B Kesalahan prosedur
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KOMITMEN KAMI
TIME OUT

CALPEL
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