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1979: Crew Resource Management  concept 1979: Crew Resource Management  concept 
produced by NASA in response to commercial aviation produced by NASA in response to commercial aviation 
mishaps.mishaps.



BackgroundBackground

Error in the delivery of health services represents significant Error in the delivery of health services represents significant 
cause of inpatient morbidity and mortalitycause of inpatient morbidity and mortality11..

Root-cause analyses have cited communication failure as a Root-cause analyses have cited communication failure as a 
contributing factor in adverse events or close-call reportscontributing factor in adverse events or close-call reports22..

Outcomes of high risk patients depend on a high level of Outcomes of high risk patients depend on a high level of 
cognitive and technical performance and sophisticated team cognitive and technical performance and sophisticated team 
coordinationcoordination33..

1. To err is human: Building a safer Health system. Washington DC, National Academy press; 1999 
2. Bridging the communication gap in the operating room with medical team training.  Awad SS et al. Am J Surg. 2005 

Nov;190(5):770-4.
3. Errors and the burden of errors: attitudes, perceptions, and the culture of safety in pediatric cardiac surgical teams. 

Bognar A et al. Ann Thorac Surg. 2008 Apr;85(4):1374-81



AuditAudit

Oct 2008:Oct 2008:  
– Formal theatre briefing and debriefing was instituted for all Formal theatre briefing and debriefing was instituted for all 

cardiac cases.cardiac cases.

Objective:Objective:  
– Analyse impact on performance of cardiac theatre team and Analyse impact on performance of cardiac theatre team and 

patient safety.patient safety.

Methods:Methods:  
– Prospective collection  of data from Oct 2008 to Jun 2009. Prospective collection  of data from Oct 2008 to Jun 2009. 
– Analysis of 118 consecutive  cases.Analysis of 118 consecutive  cases.



ResultsResults  

Incidents N=118 (%)

Cases with no problems 28 (23.7)

Cases with multiple problems 38 (32.2)

Instruments 54 (45.7)

Communication 16 (13.5)

Anaesthetic equipment 14 (11.8)

Theatre traffic 10 (8.4)

Operation timing (delays) 10 (8.4)

Staffing 8 (6.7)

Perfusion equipment 7 (5.9)

Surgical technical (errors) 7 (5.9)



Actions takenActions taken

Instruments:Instruments: Visited B. Braun unit. Sterilization - transport –  Visited B. Braun unit. Sterilization - transport – 
storage – maintenance - repair/replacement process was storage – maintenance - repair/replacement process was 
reviewed.reviewed.

Communication:Communication: Agreement with theatre team to discontinue all  Agreement with theatre team to discontinue all 
conversations during institution and weaning off CPB.conversations during institution and weaning off CPB.

Traffic:Traffic: Main theatre doors locked during procedures to avoid  Main theatre doors locked during procedures to avoid 
‘casual’ traffic. ‘casual’ traffic. 



Audit loop completionAudit loop completion

Re – audit: Prospective collection and analysis of data from 127 Re – audit: Prospective collection and analysis of data from 127 
consecutive cases July 2009 – Jan 2010.consecutive cases July 2009 – Jan 2010.

Incidents 1st  N=118 (%) 2nd N=127 (%) Difference 

Cases with no problems 28 (23.7) 67 (52.8) +29.1%

Cases with multiple problems 38 (32.2) 17 (13.4) -18.8%

Instruments 54 (45.7) 41 (32.3) -13.4%

Communication 16 (13.5) 10 (7.8) -5.7%

Anaesthetic equipment 14 (11.8) 6 (4.7) -7.1%

Theatre traffic 10 (8.4) 1 (0.7) -7.7%

Operation timing (delays) 10 (8.4) 9 (7.1) -1.3%

Staffing 8 (6.7) 5 (3.9) -2.8%

Perfusion equipment 7 (5.9) 4 (3.1) -2.8%

Surgical technical (errors) 7 (5.9) 6 (4.7) -1.2%



ConclusionsConclusions



Thank youThank you
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