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Velkommen

Act locally and think regionally — RegSim i Vest: pagdaende leveranser og tanker videre
Fra Eu-prosjekt til integrert Talk debrief i klinikk

Succeeding with rapid response systems a never-ending process

Struktur og forankring av simulering i Helse Stavanger

Just in time trening for & ivareta barn pé intensiv

Tillit; Nér det brenner pa dass. Trust in the Heat of the Moment

BEINSTREKK OG MINGLING

Hvilke muligheter gir SIMeLEARN for et helsevitenskapelig fakultet i sterk vekst?
Peer-to-Peer Learning. Helping solve educational challenges?

Why don’t train the really hard stuff?

Integrating simulation into curriculum in India and Nepal, why and how?
Going glocal, how can SAFER develop simulation in India and vice versa?
Forskerblikk pé tact locally and think globally™

Offshore vind- et nytt «{SAFER-bein?n

HelseCampus Stavanger — synergier og samarbeid pé tvers

Norwegian Smart Care Cluster - hva innebeerer Status som Arena Pro-klynge?
MINGLING RUNDT JULEGROTEN
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5-dobling av undervisningsaktiviteten

Deltakerdager hos stiftere
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SAFER Utvikling-
fra «nice to have to need to have!»

2020-2030

4

Kvalitetsforbedring

e Return of Investment

Pedagogikk e @kt in-situ simulering
‘ e hele lzeringssirkelen * Z?s\?;ﬁ;zlrle fag og
2006 Simulering som * Implementering
metode e Livslang leering

Akuttmedisin
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Samme behov
lokalt og globalt

Utrulling av
fasilitatorkurs,
kvalitetssikre
kompetanse,
bygge strukturer,
infrastruktur og
forankring i
Institusjonene




Formel for vellykket simuleringsimplementering

/Kunnskap:

Forskning pa
simulering,
ferdighetstrening
& lzering
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f?ﬂ’ektiv Utdanning av:

Instruktarer
(ferdighetstrening),

Fasilitatorer (scenario
simulering),

Ledere (forbedring/
kvalitet / evaluering i

J

ksis)
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Organisasjon som vil
og kan anvende
simulering

Kultur for forbedring
Baerekraft

Laerende organisasjon
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@kt trygghet av
studenter/ansatte
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o o e HELSE STAVANGER

Stavanger universitetssjukehus

RegSim

Act locally and think regionally;

pagaende leveranser og tanker
videre

Ellen Kathrine Bg, Sek.Led.Kompt/Utdanning, Helse Farde
Elisabeth Haga Jacobsen, Beredskapssjef, RegSim Stavanger
Solveig Gjertsen, RegSim Stavaner

Asgaut Viste, RegSim koordinator Helse Bergen

Pal Morten Mellemstrand-Paulsen, RegUT Stavanger/RegSim
Eirik Klykken Johnsen, RegSim Haraldsplass DS

Christian Sgreide, RegSim Stavanger

Line Anita Hjorthaug, Radgiver Komp/Utdan. Helse Farde
Jorunn Flaten Lyngset, Simuleringskoordinator Helse Stavanger
Sigrun Qvindesland, leder RegSim

Hilde Klippen Hetland, RegSim Stavanger
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Fra grasrot til forankring

JP Kotter: (2014) Accelerate. Harvard Press




2. Samarbeid i struktur i hvert foretak
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Samarbeid mellom siloen
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2. Strukturerte enheter for simulering/ferdighetstrening —

1. Hvert foretak bgr ha en simuleringskoordinator

Hogre til en hensiktsmessig avdeling/enhet

2. Opprette infrastruktur for simulering
Strategi, Handlingsplan, Simrad, Eierskap

3. Sikre kompetanse om simulering

| foretaket: ledere, undervisningsansvarlige, og ansatte

Kompetanseplan og nettverk for fasilitatorer

4. Sikre at simulering gir verdi til organisasjonen




2. Milepael for etablering av struktur / infrastruktur for simulering i Helse Vest

Foretak - Helse Fgrde Helse Bergen Haraldsplass Helse Fonna | Helse Stavanger
Milepazel
1. RegSim koord. Ja— Ja- Ja Ja- Ja-
tilhgrer egnet Kompetanse og FOU seksjon for (1.1.20 - Eining Under-
avdeling Utdanning Laering og Utdanning for Fag og . Visningsavd.
Foretaks- utvikling
— Kval. & PS
2. Sim-komite/rad Ja (Har fra fgr —ma Ja Nei Ja
itall
revitaliseres) Forste mgte 11.12.2019
3. Fasilitator nettverk | Ja Ja Ja Nei. Ja

opprettet

Har oversikt

Identifisering av
Superfasilitatorer pagar

4. Handlings-plan

| saksbehandling

Plan for Ferdighets-
senteret fra fgr; Ikke
for Simulering i
foretaket

Ja & godkjent

Nei

Ja

In situ plan gjenstar

(S\A?ER
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Helse Bergen forteller og

inspirerer oktober ‘ Helse Sgr@st 6. november p- 1.

—

| RegSim In situ seminar november i Stavanger 8 . & Helse Fonna TTT november




Pagaende leveranser RegSim Helse Vest

TTT Fasilitatorkurs, utvikle lokale instruktgrer!
Workshop for ledere

Kontaktmeter v/behov
Fasilitatoroppfelgingsdager
Kompetanseplaner

TTSkills kurs

Evalueringsverktgy for in situ sim...
Registreringsarbeid for sim og trening
RegSim Seminar hver hgst? Bergen 20207
TTPatient kurs

Course Director Course 2020

Advanced TTT kurs 2020

vV vV vV v vV v vV v vV v vV VY

Identifisere og samle faggrupper i sim (slag, KSV, Stans, mm)

> Enes om framgang/standard — samarbeide til evaluering?

Teamarbeid — modul?

v

»  E-leering for briefing
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En oppsummering av

MEISE: O CMSOBCTDET ARTEMENT

{2009 200
Micking tl Secetinget

Nasjonal helse- og sykehusplan
2020-2023

Med simuleringsbriller;

1: Om a skape pasientenes helsetjeneste

1.2 Hvordan skal vi fa det til?

Helseforetakene skal ta imot flere lzerlinger i helsefag. Simuleringstrening skal tas mer i bruk.
5: Psykisk helsevern

5.5.3 Raskere innfgring av nye arbeidsformer og metoder

Bruke simulering: | noen sammenhenger er trening ved hijelp av simulering et godt virkemiddel for g
gi pasienten god behandling; bade individuell ferdighetstrening og trening pa samhandling i akutte og
komplekse situasjoner. For 3 utnytte kapasitet og kunnskap, skal det opprettes et nasjonalt nettverk
for deling av metoder for utvikling av simuleringsopplegg, jf. avsnitt 9.10.

Boks 5.11 BUP-prosjektet

Bruker simulering, ferdighetstrening og digitale verktay for & styrke kompetanse og leringsprosesser.
6: Akuttmedisinske tjenester

Boks 6.2 Raskest i verden pa hjerneslag

Stavanger universitetssjukehus har giennom systematisk simuleringstrening redusert mediantiden fra
pasienter kommer inn pd sykehus til de far trombeolyse fra 27 til 13 minutter. Ingen andre sykehus i
verden har rappaortert kortere mediantid.

9: Kompetanse
Boks 9.1 Hvor vil vi?

Simulering brukes aktivt | undervisning, nar teamene trener pa samarbeid, og for inngving av
ferdigheter og prosedyrer. Helseforetakene samarbeider om & utvikle og dele simuleringsverktasy.

9.3.2 Kompetanseplanlegging

Det kan ogsa gjgres i etterutdanning som for eksempel i interne kurs og organisert trening i team ved
bruk av simulering.

REG 5IM

9.3.4 Kompetanse i team

Teamarbeid ma til for & gi helhetlige helse- og omsorgstienester til pasientene. Solid kompetanse i
egne fag er en forutsetning for godt teamarbeid. Kompetanse i & arbeide tverrfaglig kemmer ikke av
seg selv — det mé lazres. Innlzeringen starter i grunnutdanningen og fortsetter i arbeid ved daglig
samhandling, simulering og intern opplaering.

Boks 9.9 Simulering ved Sykehuset Innlandet HF

Sykehuset Innlandet etablerte i 2014 et senter for simulering og innovasjon ved det psykiatriske
sykehuset Sanderud utenfor Hamar — §IMInnlandet. SIMInnlandet er en utviklingsarena i
helseforetakets satsing pa innovasjon og kompetanseutvikling. Flere fagmiljger trener ved bruk av
medisinsk og VR-basert (virtual reality) simulering: — simuleringstrening for spesialister og
miljgterapeuter i akutte og komplekse scenarier — virtuell ferdighetstrening innenfor

relasignskempetanse og i forberedelse til ECThehandling — terapeutisk konflikthandtering,

selvmordsforebygzende arbeid og traumeforstielse
9.10 Deling av kunnskap om simulering

Simulering er strukturerte opplege for trening ved bruk av teori og praksis uten pasient og er en god
leeringsform for inneving av ferdigheter og generell kompetanse. Helseforetakene skal gke bruken av
simulering for kompetanseheving og gke samarbeidet med andre helsefaretak om utvikling og deling
av opplegg for simulering. Simulering som leringsform har dokumentert effekt og kan brukes i
mange sammenhenger, for eksempel ved inngving av kliniske prosedyrer og ferdigheter, trening pa
behandlingsforlgp, til kommunikasjonstrening og teamarbeid for 8 nevne noe. Simulering gir effektiv
kompetanseutvikling, forbedret behandlingskvalitet og ivaretar pasientsikkerheten fordi man skal ha
oppnadd et gitt niva av ferdigheter fgr man far gjgre det samme pa en levende pasient. Utarbeiding
av gode simuleringsopplegg krever hgy faglig kompetanse i pedagogikk. God metodisk tilnerming er
grunnleggende for & utvikle simuleringsopplegg av hey kvalitet som kan deles. For & utnytte
ressursene riktig, er det viktig & koordinere arbeidet med grunnlaget for gode simuleringsopplege. De
regionale helseforetakene skal etablere et nasjonalt samarbeid om utvikling og bruk av simulering
som metode. Helse Vest skal lede dette arbeidet.

Boks 9.10 Regjeringen vil

be Helse Vest RHF opprette et nasjonalt nettverk for deling av metoder for utvikling av
simuleringsopplegg og deling av disse mellom helseforetakene.
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Fra Mads til Sigrund Anna

40 ar med ferdighetstrening og Simulering




Tromsg 1981-1984

18.12.2019 Rolf H Brattli



Haugesund Sjukehus 1984-
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1986 og 1994




2004

Opplaring ved bruk av pasient simulator.

Er dette noe vi trenger i Helse Fonna?
Har vi rad til det?

Dagens pasienter vil i stadig starre grad ikke akseptere a bli trent pa , men de forventer derimot at helsepersonell skal vaere kompetent i alle situasjoner. Pa vare sykehus vil vi for en del
situasjoner ikke fa den ngdvendige kliniske trening p.g.a. starrelsen. | flyindustrien vil man ikke akseptere at en flyver flyr uten a ha brukt lang tid pa trening i simulator. Det er dit vi ma komme
i helsevesenet. | de seneste ar har det veert en rivende utvikling pa pasient simulator siden, og det er i dag tilgjengelig sakalt medium fidelity simulatorer til en sveert overkommelig pris.

Den store fordelen med simulert basert trening er at pasienten ikke skades eller utsettes for noen risiko. Simulasjonen tillater "eleven" til & fokusere pa bade enkelt oppgaver og helhet. Feil er
tillatt, og det er mulig a repetere. Dette er ikke mulig i klinisk praksis. Man kan trene pa enkelt ferdigheter og pa samspillet i gruppen, som ved trening av traumeteam. Det vil ogsa veere mulig a
trene pa sjeldne kritiske tilstander.

Pa bakgrunn av dette vil jeg si at dette er noe vi klart trenger i Helse Fonna. Flere norske sykehus er allerede i gang med dette.

Det snakkes mye om at framtidens pasienter vil gjare sitt sykehusvalg etter & ha kikket oss litt i kortene via vare hjemmesider. For at vi skal veere troverdige og attraktive ma vi derfor ha et gode
kvalitetssikring systemer, og trening ved bruk av pasient simulatorer er sa absolutt noe slikt.

Nar det gjelder gkonomi biten, vil jeg bare si at vi har ikke rad a la vaere.

En av de ledende pa dette markedet er Laerdal Medical i Stavanger , de har den sakallte Sim Man som vil veere praktisk for oss bade mht. pris og funksjonalitet. Det kan nevnes at Norsk
Luftambulanse har installert en slik i sin opplaeringsambualanse, den sakalte KIA ambulansen.

Prisen er kr. 263.540 eks. moms. Bruksomrade vil da kunne vere pa samtlige rom pa et sykehus.

Vi har allerede delfinansiert denne da Haugaland Hjertelag ved Martha Tgnnenes har bevilget kr. 100.000 til kjgp av en slik simulator. Med andre ord det er det ikke mye penger vi trenger a
finne til dette prosjektet.

Vil vi kunne fa inntekter ved a ha en slik simulator?

Svaret fra undertegnede er ubetinget JA. | dag har vi en del sykepleiere som arbeider offshore som betaler for & hospitere en uke hos oss. Har vi en simulator vil vi kunne tilby en mye bedre
hospitering for dem, og veere attraktive for ikke bare de som bor rundt oss. Vi vil da kunne prise en ukes hospitering til kr. 10.000, og ved bare 5 slike hospitanter drar vi inn

kr. 50 000/ar. Sa det er definitivt et potensiale for inntjening her.

Dette er ikke noe man Kjgper via en katalog, derfor kommer det 2 representanter fra Laerdal Medical hit den 15/9 for & demonstrere nettopp Sim Man.

Jeg trenger derfor en pamelding via mail innen 10/9.

Mvh
Rolf H Brattli
Akuttklinikken



18.12.2019

Rolf H Brattli
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Verdien av simulering

Helge Lorentzen. pedagogisk leder, SAFER

: ; Stavanger Acute medicine Foundation
for Education and Research

Rolf H Brattli



https://www.google.com/imgres?imgurl=https://media.licdn.com/dms/image/C4D03AQHKvxSrAnjVng/profile-displayphoto-shrink_200_200/0?e%3D1580342400%26v%3Dbeta%26t%3D_nnYRX8CXFiO8_-OaIY_wjPbwe2k_ig2MTiBwD1WbbU&imgrefurl=https://no.linkedin.com/in/helge-lorentzen-0235111b&docid=6T_KEVDuN7tFeM&tbnid=fE1V4F0M3MapZM:&vet=10ahUKEwjLnZHll63mAhUD_CoKHUS4B6oQMwhBKAAwAA..i&w=200&h=200&bih=654&biw=1536&q=helge%20lorentzen%20sesam&ved=0ahUKEwjLnZHll63mAhUD_CoKHUS4B6oQMwhBKAAwAA&iact=mrc&uact=8
https://www.google.com/imgres?imgurl=https://media.licdn.com/dms/image/C4D03AQHKvxSrAnjVng/profile-displayphoto-shrink_200_200/0?e%3D1580342400%26v%3Dbeta%26t%3D_nnYRX8CXFiO8_-OaIY_wjPbwe2k_ig2MTiBwD1WbbU&imgrefurl=https://no.linkedin.com/in/helge-lorentzen-0235111b&docid=6T_KEVDuN7tFeM&tbnid=fE1V4F0M3MapZM:&vet=10ahUKEwjLnZHll63mAhUD_CoKHUS4B6oQMwhBKAAwAA..i&w=200&h=200&bih=654&biw=1536&q=helge%20lorentzen%20sesam&ved=0ahUKEwjLnZHll63mAhUD_CoKHUS4B6oQMwhBKAAwAA&iact=mrc&uact=8

2017 :
Regional koordinerende enhet for
REGSIM .

Simulering i Helse Vest

18.12.2019 Rolf H Brattli



Hva skal til for a lykkes med a skape en
zeringskultur med simulering og
ferdighetstrening?




Utstein Formula of Survival

The Utstein Formula for Survival is widely recognized as a way of predicting survival from sudden cardiac arrest. The model employs three elements in hypothesizing potential survi

The Utstein Formula of Survival
Medical Educational Local
: X - X :
| Science o Efficiency “* | Implementation
| |
" Rapid Dispatch
| Quality - CPR .
'Simulation and Role Playing ' Dispatcher CPR
- Cardiac Arrest Registries
High Frequency ' , |
Training Case Reviews

" and Feedback

18.12.2019 Rolf H Brattli



Svein Robert Vesta




, . Simulation
2 in teams
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Maastricht mai 2019
SIMULATED AND STANDARDIZED PATIENTS




Ledelsesforankring

18.12.2019 Rolf H Brattli




Neste kapittel



Takk fra meg og mine!

18.12.2019 ' Rolf H Brattli



EU Prosjekt
TALK Debrief 2017-2020
Barcelona — Cardiff - Stavanger

Raymond Madsen, Sigrun Qvindesland

oo e HELSE STAVANGER

® Stavanger universitetssjukehus



https://www.talkdebrief.org/

Debriefing — WHO 2009

| 2009 anbefalte WHO helsepersonell

a utfare klinisk debriefing for a Chiions Bt i atiert Salics
Revi f Topi d Tool

reflektere strukturert over oppgaver & e
. ] ] o Group of WHO Patient Safety
situasjoner, laere, og identifisere Ao 205

strategi for forbedring og

pasientsikkerhet.

e e HELSE STAVANGER

® Stavanger universitetssjukehus




Verdier

Gi konstruktive tilbakemeldinger.

Finn lgsninger framfor a fordele skyld.

Identifiser gjerne positive handlinger og adferd.
Vaer profesjonell i kommunikasjonen med andre.
Veer leerevillig og verdsett alle innspill.

Se etter sma tiltak — og falg dem opp.

®
e oo HELSE STAVANGER =
@AFER

® Stavanger universitetssjukehus



Tema Targe

— Hva skal vi dlskutere for a sikre pasientbehandling og sikkerhet?
Del ditt perspektiv — og bli enig om et felles tema.

Analyser valgt tema - bade det som gikk bra, og det som ma f
Skalvi'ta—enﬂtk?
I.E'n“gspun L': 1I'II|['|'-;5| r"-..FIIII.‘.'l

- Hva har vi laert av situasjonen?

Belys ulike lzeringspunkter.

edres.

Kjernetiltak rey Action:
- Hva gjer vi videre?
Bli enig om tiltak. Fordel ansvar, iverksett og falg opp. (S\

Analyse analysic
— Hva hjalp eller hindret oss i situasjonen?




Forskning

Intervensjonsforskning

Protokoll fra EU prosjektet — omskrevet til norske standarder
Thomas Lindner Principal Investigator

INTENSIV — STOR TAKK!

vV v v Vv

» Baseline datasamling: 21.sept - 6. okt 2019
» Intervensjon - undervisning TALK fgrste 2-3 uker i oktober

» 3 maneder datasamling: 20.jan 2020 - 6. feb 2020

e o b GBS ISTAVMRING ER - 4. mai 2020

® Stavanger universitetssjukehus
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@ Stavanger universitetssjukehus

Lederteam Intensiv Avd. SUS
TALK leder: Gunhild Bakkalia Bjgrna
Ass. Oversykepleler Intensiv

(QuFER



Datainnsamling 1. runde okt 2019

Date Day 2@st (ENT recov.) 2M - Intensiv/ICU 1G Oppvikning/Recovery
: NIght shift: 22.00.02.00 |Day shift: 0730-1500 shift 3430 - 2230 whift: 22000000 |Dary shef: 730 - 1500 e 2
'm,mm?wo Dary Shift ooy 1 1900 data # 0600-0700 1300-1400 M 203021% | 06000700 13001400 W 20002130
GBE & MSEARCH LIAD betw. 1430-1700 NS report 0730 14301500 naw 3 nurses Night Shfy 1AX-1%0 200
23 sep Monday 3 & CON LM & CON
24, Tuesdsy LM & CON £ CON LM & CON
> v ; LM & CON LM & CON
26.52p Thursday LM & CON LM & CON LM & CON
27 sep Friday ) LM & CON LM & CON CD & CON
LM & CON & CON
LM & CON LM & CON o
{CD & CON LM & CON +RM
UM & MR (CON) CD « MR +CON
b,m +CON MR
R MR L
~ |co+ CON + CoN e
S % o | [P ——
+ CON MR e




Intervensjonen:
Undervisning | bruk av TALK

» Intro og Relevans

» Bakgrunn

» Demonstrasjon med video
» Ferdighetstrening med video
» Scenario trening

» Oppsummering og veien vid

e e HELSE STAVANGER

® Stavanger universitetssjukehus




i ikkerhet?
:"lg\./: diskutere for a sikre pasientbehand\mg og st
s WV s

ema
{1 e ~ ~Am ot felles tema.
|

2M Forskning
Intervensjon: Undervisning

Hay deltakelse - 96 svar (ca 110 spl totalt)

Ledere ogsa

Score 9,15 pa undervisning (KP1)
Alle ville anbefalt undervisning (KP1)
De lzerte TALK — Synlig bruk (KP2)
Kompetanseplaner

Undervisningsteam: GBB, SAQ, KME, IM, PMMP. EJT, +
Fokus pad at vi allerede er flinke vi skal bare heve oss litt mer :) Turte G snakke.
Bra a fa struktur pa "snakk" etter situasjoner '
Fikk gve pa det en hadde lzert i undervisning

Bedrer kommunikasjon og teamarbeid.

... dermed letter arbeid og pasientsikkerhet.

Absolutt! Vi kan alltid bli bedre og leere av hverandre.
Skape en arbeidskultur der konstruktive tilbake-
meldinger og dpenhet er en selvfalge i arbeidshverdagen.

oo e HELSE STAVANGER

® Stavanger universitetssjukehus
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® Stavanger universitetssjukehus

Legene far TALK undervisning

e «Onsdagsundervisning 1530-1630

* To ganger

e Ca70-80%

* Positive

* Sitat...

* Kompetanseplan

* Team: Einar Johan, Pal Morten, Gunhild, Sigrun

(S\A?ER
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Laeringsnettverk nov 19- juni 20

02.12.2019

TALK Debrief er i gang

TALK@© er et kommunikasjonsverktgy og konsept for debriefing av leererike kliniske situasjoner i
den daglige driften. Fredag 29. november var den offisielle starten av TALK pa SUS.

Av: Aspelund, Caroline Karlsen
Foto: Lunde, Svein Gabrielsen

Kvalitetsforbedringsgruppe

» Raymond Madsen og Karin Jensvold

Utdanningsavdeling

»  Sigrun Qvindesland

- Avd. som implementerer TALK 1. runde

» De som sendte hospitanter

» Andre meget interesserte (ABK)

6 treff over 6 mnd a utveksle erfaringer

Her er implementeringsteamet — som har ansvaret for § innfore TALK p& sine avdelinger.




Laeringsnettverk

- Internasjonalt anerkjent metode for a implementere forbedringstiltak.
- Hvorfor er Leeringsnettverk unikt?

- Jobber pa samme «hus» men forskjellig praksis
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. Definere status Hjemmeoppgaver for2 /3 /4 Opprettholde Opprettholde

Forabeid Informere team netverks mote: TALK, testing, TALK, testing,
Leering/trening - 5 min. Presentasjon av forbedring, forbedring,

Bruk av PDSA status, nye ideer tilbakemelding tilbakemelding

1 | b

Opprettholde
TALK, testing,

forbedring,

tilbakemelding

l

Siste mote:
Hva har vi lart,
Veien videre

l

[

[ Kick-off Dag 1
Malsetting: [ Netverk 2 ) [ Netverk 3 ) [ Netverk 4 1
Status
Forbedringsmetodikk Innhold: o Innhold: - Innhold:
Hva er TALK Veiledning Ny status Veiledning Ny status Veiledning Ny status
Fremdriftsplan Finne mal Dele erfaringer Dele erfaringer
Kvalitetsforbedring Mal M3l
W Fremtidsplan I Fremtidsplan
\ J ‘ \ J \ ) \ J
29.11.19 November 28.01.19 Des/Jan 10.03.20 Feb-Mars 29.04.20
- ™y

5 netverksmater: Dele erfaringer, laere av suksess historier, motta kvalitetsforbedrings veiledning.

Prosjekt leder: Sigrun Quindesland, Dept of Education HSHF/SAFER
Leder av laeringsnettverk og metode: Raymond Madsen & Karin Jensvold, FFU Quality/Patient Safety
Deltakere: Interprofessional teams from TALK posts

Siste netverk5 |

Erfaring og resultat
deling
Ervi pa riktig spor
Hva trenger vi videre
for a fa det
implementert

10.06.20

T

Endelig rapport

Anbefalinger for veien videre
og hvordan man kan formidle

dette.



Forskning viser at opp til 70 % av alle
forsgk pa a skape forbedringer i
organisasjoner ikke er holdbare over tid

Daft og Noe 2000
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Succeeding with Rapid response systems — a never-ending process:
A systematic review of how health-care professionals perceive
facilitators and barriers within the limbs of the RRS

Siri Lerstgl Olsen, Eldar Sgreide, Ken Hillman og Britt Seetre Hansen

Siri Lerstgl Olsen
PhD Stipendiat, SAFER Healthcare, UiS



* Aspects of implementation and sustainability of Rapid Response
Systems (RRSs) in hospitals: what makes them successful? A multi-
method approach.



Rapid Response System (RRS)

Administrative limb
Provide resources, ensure training, demand results

Afferent limb y NG Efferent limb o
Primary/ward team: Yy 4 Personnel with expertise in
Monitoring, identifying [ff Safer patient | han_dlmg deteriorating
deterioration, alerting. | care patients. .(Often from ICU).
Y 4 Responding to calls from the
J wards.

Quality improvement limb- collect and report ¢

data

Et RRS er et sykehusovergripende system som sg@rger for systematiske observasjoner av pasientene for a
tidlig oppdage forverring og s@rge for riktig respons til pasienten.

Winters BD, Weaver SJ, Pfoh ER, Yang T, Pham JC, Dy SM. Rapid-response systems as a patient safety strategy: a systematic review. Ann Intern Med 2013;158:417 25.
Winters BD, DeVita MA. Rapid response systems history and terminology. In: DeVita MA, Hillman K, Bellomo R, editors. Textbook of rapid response systems: concepts and implementation. New York: Springer; 2011.

p.39.



Hvorfor en systematisk review?

* Forskning med metaanalyser viser at RRS er assosiert med redusert
sykehus mortalitet og inhospital hjertestans.

* Det er bred stgtte til implementering av RRS fra kvalitetsforbedrings
organisasjoner (IHI) og iinternasjonale guidelines

* Det er etablert en konsensus angaende elementene i et RRS,

* Men;
e Dersom RRS ikke blir brukt slik det er tenkt, kan man da forvente effekt?



Review spgrsmal

* “How do healthcare professionals perceive potential facilitators and
barriers within the limbs of a RRS?”



Metode

e 21 artikler publisert i tidsrommet 2010-2018.
e Systematisk review metodikk
* Prisma guideline

* |Inkluderte studier har brukt en kvalitativ metode,
hovedsakelig fokusgruppe intervjuer eller individuelle
intervjuer med helsepersonell.

» CASP brukt til 3 gjgre en kvalitetsvurdering

* Fra England, USA, Canada, Norge, Singapore.
Australia, New Zealand, Irland, Iran og Danmark.

)

Identification

[

Screening ]

[

J

Eligibility

Included

Records identified through database
searching
(n =3024)
845 Medline
561 Embase
78 Psych info
141 Epistemonikos
278 Cinahl
60 Cochrane
1061 Web of science

)

Records after duplicates removed
{n=1583)

Records screened
(n »1583)

4

Full-text articles assessed for

Records excluded
(n=1502)
275- Older than 2010.
1227 Excluded at title and abstract
sift

eligibility
(n=81)

A4

Studies accepted for further

Full-text articles excluded
(n=44)
Not fulfilling inclusion criteria

evaluation

(n=37)

}

Studles accepted for critical
appraisal

Full-text articles excluded
(n=14)
Not fulfilling inclusion criteria

(n=23)

Y

Studies included in qualitative
synthesis

Full-text articles excluded
(n=2)
Due to low quality

(n=21)

[




Administrative and Quality improvement limbs

The barrier of disconnected leadership and vague lines of responsibility

Themes
Categories The influence of Unclear profocols Inconsisient education | Lack of equipment, The value of
leadership and with lack of personnel and imohement and
Vision integration in infegration with other contfimious follow-up
handover processes hospital sysiems
Afferent limb The connection of the
Afferent and E fferent kmb
The barrier of und erestimating comp lexity The barriers lies in lack of
Themes trust and respectful
hehavior
The mizzsing | Challenges in The vahue | The complex The RRS Lack of inter- Noi
Categories link between | the use of of inter- severity of | protocol professional fmowing
measuring | ebservation fmowing | Prafessional clinical o reality | frust the patient
and and the Vhnotworking” | change and challenges
interpretfing | documentation patient DrOCesses af
Sy 5iems collaboration




Hovedbarrierer:

* Det administrative leddet og kvalietsforbedringsleddet er svakt koplet
pa de operative leddene.

e Overlatt til a fungere «av seg selv»

“Effectiveness of the MERTsystem depends entirely on the people
within the team on that particular day”.

Lack of a system for electronic tracking of vital signs, and missing
integration of monitoring with other infrastructure
~Education was not viewed as a high priority, staff were

not released for training due to staff shortages

reate confusion.
. and procedures C
calation pathways
-Lack of standard es

“There is one [Registrar] in the whole hospital and there could be six [rapid response]
calls at once, and how can they possibly get to six?



Utfordringer i samarbeidet innad i og mellom
afferent ledd og efferent ledd.

Mangel pa intraprofesjonell tillit.
Kritikk nedover i hierakiet.

Fear of being viewed as clinically inept

. ¢
Typically, MET calls were seen as a last resort, when he exhaust‘“g all op
all other options were exhausted _Nurses descr!
RT call
an hySiCia
You cayy
th g
hav, Y€1V unhq
ca\\?“ W dare You cayy
Why did you d rapjq respon
VOICe: €o
tone \ \CU urse y patlentp
condes¢

"The attending pulled me aside during the RRT to basically reprimand me for going above his head".




Fasilitatorer:

* Ledere pa alle niva er «Commited»

* Kontinuerlig kvalitetsforbedring

* Hele tiden fglge opp, identifisere og arbeide
for & eliminere barrierer.

* Inter-profesjonell trening/ simulering med
pasienten i fokus.

* Ettersporre og synliggjore resultater.

* Helsepersonell involvert i implementering og
organsiering.

“Leadership is very important; it’s critical. | don’t think it would get off the
ground if you didn’t have that support.

- Weall have the

"The CCOT trained ward staff. They learned how to care for patients more efficiently. They learned
these things very well".

They suggested joint training sessions and education to strengthen
teamwork and relations between ward staff and members of MET and
align expectations both ways.

on communication; using simulation



* Incomplete implementation and sustainability of RRS remains
a major issue.

* Successful system-wide implementation is dependent on continuously
connected and involved administrative and quality improvement limbs.

 “Ramme og trger til sykkelen”

* We suggest increased use of inter-professional simulation-based
training to increase technical and non- technical skills, establish
inter-professional trust and build support for the RRS.

* Hospital environments change continuously with the employment of new
staff, integration of new technology, and provision of more advanced care.

e “Hvordan sykle...”



to succeed with a RRS is not completed by a set date;
-it is a never-ending process.



Simulering Helse Stavanger HF —
infrastruktur og veien videre

eoe HELSE STAVANGER Jorunn Flaten Lyngset
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Kjerneverdier

* Simulering skal fremme kvalitet og pasientsikkerhet i
sykehuset

* Simulering er av hgy pedagogisk kvalitet som ivaretar et
trygt laeringsmilj@ som stimulerer til refleksjon og laering

* Simulering er forankret i laeringsbehov og skal

kvalitetssikres, evalueres og vedlikeholdes
° HELSE STAVANGER

Stavanger universitetssjukehus



Overorndet tankegang i Helse Stavanger

Simuleringskompetanse

Kaskademodell for fasilitatorkompetanse
Infrastruktur
Implementeringskompetanse

Samarbeid mellom siloer verdi til pasienter, ansatte, organisasjonene,
samfunnet
Samarbeid
Kvalitet PS Ledelse Undervisning Klinikere Brukere
/HMS Pasient- -Simulering

sikkerhet
° HELSE STAVANGER
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Struktur for simulering og
ferdighetstrening i Helse
Stavanger

Simuleringskoordinator
koordinerer

simuleringsnettverket

e+ o HELSE STAVANGER

Stavanger universitetssjukehus

e Simulering foran|,
Sim-

rad ﬁ

Super-
fasilitator-
nettverk

Fasilitatorstab

Kollegaer




Kick off Simrad

P




(2) Feedback loop: Kvalitet & Simulering & Resultater

Hendelsesanalyser
Klagesaker

Avvik
ROS-analyser

@ke kompetanse

d

Avdekke styrker
& svakheter

Undersgkelser

: Implementerin
Best praksis P .

Forbedringsforslag

TALKjernetiltak
JEMEHTa Individ

Team
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Veien videre

Lokale

Ser felles

utfordringer og

=T

NaSJonaIe Visjoner cuksessfaktorer muligheter
Planer og Mal T
Foreta!<ets C;prz:(;lflrtne;egs
o Kooljj ignsa:fcrc])r & d’:i)ﬁ effekter
Qoqpé% | . %
A * Implementering.av strategiplan
> < * Prosedyre for in situ simulering
\V4 : . )
* Enklere lgsning for reglstrerm
evaluering og rapportering
e K t I for fasilitat gt
ompetanseplaner for tasilitatorer ﬂ_r
Wy
° HELSE STAVANGEF

Stavanger universitetssjukehus




Christian Sgreide

Msc. Organisasjonspsykologi
RegSim koordinator
christian.soreide@safer.net
Mobil 951 88 423
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Et samarbeid mellom
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helping save lives

Tillit

Sann helt til vanlig og nar det brenner pa dass



1

The willingness of a party to be vulnerable to the actions of
another party based on the expectations that the other person
will perform a particular action important to the trustor,
Irrespective of the ability to monitor or control that other party

))

Mayer et al. (1995, p. 712)

( QWFER



Tillit - Grenseland mellom kunnskap og ignoranse

» Funksjonen til tillit

» Vevet som holder mennesker og samfunn sammen
» Sarbarhet og usikkerhet
» Risiko og forventning

» Mistillit
» Godtroende

» Generell tillit

» Norge i verdenstoppen - Velferdssamfunn (kleven, 2016)




1

...the first guy goes left and the second guy is going right and he
IS driving his corner, he's not worrying about the guy on his left,

he knows that that guy is taking care of any threat in that corner 77

- Kolditz, 2010




Filosofen Onora O’Neuill

» Tillit er en respons

Sa....

» Bygge tillit
» Tillitsvekkende mennesker og systemer




H Va e r ti I I itsve kke n d e ? (Colquitt et al., 2007; McKnight et al., 1998)

» Velvillighet/Benevolence
» Et gnske om a gjgre andre godt

» Integritet/Integrity

» Styrt avsamme prinsipper og verdier som seg selv

» Evne/Ability

» Har kompetansen og kunnskapen som kreves




Kan vi stole pa ukjente mennesker?

>

>

>

Antakelse: Tillit tar tid a bygge
Observasjon: Mennesker samarbeider som
om de har tillit til hverandre

Kan tillit oppsta pa under 60 sekunder?
» Kognitiv kategorisering
» Uniform

Leder

» Varemate

— Trust

Knowledge-based Trust

Knowledge

Swift Trust

Immediate Trust

A 4

Time
Figure 2. Simplified visualization of Trust Development
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Er det sa viktig da?

» Tillit i gruppen gker engasjement og villighet til a delta i kritiske situasjoner
(Colquitt et al., 2007)

» Mangel pa tillit hindrer samarbeid, altruistisk og ekstrarolleatferd i grupper
(Kramer & Tyler, 1996)

( QWFER



Pause

Beinstrekk og mingling

( QWFER



LS Hvilke muligheter gir SIMeLEARN for et
Universitetet helsevitenskapelig fakultet i sterk vekst?

| Stavanger

Thor Ole Gulsrud, Avdelingsleder, Avdeling for kvalitet
og helseteknologi, Det helsevitenskapelige fakultet, UiS




University
L[ of Stavanger




Hvilke utfordringer adresserer vi?

O Begrenset kompetanse, ressurser og personell i helsesektoren globalt og
nasjonalt (i henhold til World Health Organization)

O Studentene dropper ut av utdanningen og helsearbeidere forlater jobbene sine

O Livslang leering er ikke tilstrekkelig implementert innenfor det kliniske omradet

O Tilfeldig formidling av beste praksis

“Despite knowledge about the arriving ageing of the population for
| many years, too few nurses are educated. An already observed lack of
i -~} nurses is expected to be strengthened in the years ahead.” Statistics

Norway reports 2019/11.

Photo: Medscape



Hvordan kan SIMeLEARN mgte disse utfordringene?

O Utdanne studenter og helsearbeidere for
livslang lzering ved & bruke simulering og

E-leering som verktgy ;@27_
O Utvikle metoder, Igsninger og beste praksis s ﬁ,élz @
som kan deles nasjonalt og globalt Lo

O Vere det foretrukne fakultetet for motiverte

studenter innen helseutdanning /@ _[D@

“The application for SIMeLEARN provides a strong rationale for how healthcare services
must change to meet the future needs of the sector. The panel finds it laudable that

SIMeLEARN aims to formalize a framework to foster for lifelong learning. All the proposed

actions in the application seem highly relevant and ambitious.”




SIMeLEARN samskapingsmodell for livslang laering — innovasjonen:

Klinisk
praksis

“Lifelong
learners”

Universitet Industri

Studentenes egne erfaringer og
kompetanse som laeringsressurs

Samskaping av kunnskap gjennom
samarbeid

Etablere en felles forstaelse for
viktigheten av livslang laering og
kvalitetsforbedring

Tilgang til beste praksis fra andre
disipliner



an

SIMeLEARN

A

Innen 5 ar skal simuleringsbasert lzering og E-
lzeringsmetoder veere fullt integrert i studieprogrammene,
samt at vi skal tilby tilpassede TTT-kurs til studenter og
vitenskapelig ansatte

Vi skal utdanne studenter som er godt forberedte, trygge
og kompetente til 3 utgve sitt yrke. Vi skal tilby tverrfaglig
simuleringstrening til minst to flere studieprogram

I Igpet av studiet skal sykepleierstudentene ha
gjennomfgrt en fullstendig Plan-Do-Study-Act (PDSA)
syklus

Via samarbeidslaering skal vi utvikle og dele beste praksis
tilpasset et mangfold av faglige og kulturelle kontekster




Det helsevitenskapelige fakultet | Flere enn 1600 studenter 2025

O Bachelor i sykepleie

O Bachelor i paramedisin

O Master i spesialsykepleie

O Master i helsesykepleie (deltid)
O Master i jordmorfag

O Kreftsykepleie
(videreutdanning — deltid)

O

O

O

Master i helsevitenskap

Master i rus- og psykisk
helsearbeid

Master i pre-hospital critical
care (heltid/deltid)

Doktorgradsprogram i helse og
medisin

T —

Medisinutdanning L e

Nye masterprogram



Utfordringer og muligheter

o

O Simuleringsbasert laering er en effektiv laeringsform

O Simuleringsbasert teamtrening har en positiv effekt pa
behandlingen og resultatet for pasientene

A \ ‘QI

O M3 jobbe malrettet med & implementere simuleringsbasert laering
i utdanningen

O Ma sikre kvalitet pa treningen - fasilitatorkompetanse

O Ma utnytte mulighetene for tverrfaglig simulering og
lzeringsoverfgring mellom studieprogrammene

O Simulering og ferdighetstrening ma veere relevant i forhold til
behovene i klinisk praksis



SIMeLEARN - Studentene

O Bygge bro mellom utdanning og klinisk
praksis

O Kompetanse for livslang lzering
O Pavirke bdde utdanning og klinisk praksis




SIMeLEARN — Personale

O Kontinuerlig utvikling av pedagogisk spesialkompetanse
O Styrke kultur for fremragende utdanning
O Pavirke klinisk praksis i trad med funn fra utdanningsforskning




SIMeLEARN — Helsearbeidere

O Stimulere til kontinuerlig leering og kvalitetsforbedring
O Pavirke utdanningen i trdd med endringer i helsevesenet
O Ha det kjekt pa jobb




Takk for oppmerksomheten!
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Peer-to-Peer Learning
Helping solve educational challenges?

JULESYMPOSIUM 2019

Brynjar Foss, PhD
Product Manager, Educational Solutions




expert / faculty

Classical

dependent

Classical

skill training simulation

OSCE

individual <

» team

Peer-to-Peer RCDP

vSim

v

expert / faculty

independent



E s Need o id cg;e'ﬂ

health care workers

' Transition issues
Improving practical skills
Lack of trained sim staff
Lack of sim time
More focus on output




Imagine....



... flexible, learner centered education methodology
where students are practicing together to improve

clinical competence and confidence.






Pedagogy

THE PEER-TO-PEER CONCEPT




Radica/
pehaviouris,

PEER TO PEER

@ Laerdal

helping save lives



Research

THE PEER-TO-PEER CONCEPT
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“At a time when there is pressure to train more
nurses and minimize costs, peer learning could utilize

resources more effectively with students teaching and

— - .t _ e - .t _ _a._M_ _ & al____ _K_ ____ ___°_ __ s
he

- Peer learning encouraged independent study, crltlcal thinking, and problem solving skills

Pp - Increased levels of knowledge in areas as problem solving and communication

Ihe study examined various meth

peer learning and students in und
studies were published in English

s~ COgNitive and motor skills improvement

P - Students gained confidence and experienced a decrease in anxiety

designs and assess
objective effect or s
learning includi
ing aspect of nursing du;atmn w]
fidence. Peer learning was shown {

s critica/ thinking

1. Introduction

Nursing education studies have often focused on traditional
teaching methods such as classroom lecture learning, a be-
haviourism-based teaching method based on passive learning
[1]. More effective student-centric learning methods are now
being utilized to encourage active student participation and
creative thinking [2-4]. One of these methods is peer learn-
ing, in which peers learn from one another, involving active
student participation and where the student takes responsi-
bility for their learning. Despite being used for many years,
one of the barriers to advancement of peer learning is a
lack of consistency in its definition [5]. It is known by dif-
ferent interchangeable titles such as “cooperative learning,”
“mentoring,” “peer review learning,” “peer coaching,” “peer
mentoring,” “problem-based learning,.” and “team learning”
Peer learning has been used in education to address
critical thinking, psychomotor skills, cognitive development,
clinical skills, and academic gains [6-9]. One type of peer

S LI 13 PTG FCL L LE P T ELICEL I LIl L -
ized by students learning from each other and from indepen-
dently sourced information [10]. It is student centered, utiliz-
ing group work with the analysis of case studies as a means
of learning. Alternatively “peer tutoring” involves individuals
from similar settings helping others to learn, which may
occur one-on-one or as small group sessions [11]. In nursing,
high student numbers increase pressures [12] whilst varied
and innovative teaching methods are beneficial [13] with peer
learning offering a strategy that may be advantageous.

The Oxford Dictionary (2009) defines a “peer” as some-
one of the same age or someone who was attending the same
university. The term “peer” can also refer to people who have
equivalent skills or a commonality of experiences [14]. Both
these definitions suit the concept of peer learning described
here. The current study aimed to address the following
research questions: (i) do undergraduate nursing students
benefit from peer learning? and (ii) what approaches to peer
learning are the most effective?

s _ Subjective increase in confidence levels when completing clinical skills, problem solving, and



Peer-to-Peer Skill-Based
Simulation

A LAERDAL MEDICAL PRODUCT




The Solution

The solution is an easy-to-implement package comprising of:
= Bespoke scenarios / Bundle of 10 scenarios
= Supplemental e-learning resources for faculty

= Supplemental e-learning resources for students



blendedlearning.laerdal.global

Work Ed Mgmt Magazine Nyheter El R IS I < I < B Goalcast

Peer-to-Peer
Skill-Based Simulation in Nursing

P
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Copyright © 2018 Laerdal Medical. All Rights Reserved.




First attempt pass rates on the medication
administration competency:

74

UMASS
BOSTON




Key Benefits

Self-paced learning

Increased simulation flexibility

Increased simulation capacity without need for more staff
Help faculty / staff to implement new simulation programs
Standardized scenarios with feedback to guide improvements
Allow students to come better prepared for faculty led simulation
Increased simulation practice to improve competence and confidence

Prepare learners for tests, formal exams and clinical practice




“The remarkable feature of the evidence is that the biggest effects
on student learning occur when teachers become learners of their

own teaching, and when students become their own teachers”

John Hattie (2009). Visible learning. A synthesis of over 800 meta-
analyses relating to achievement. New York, NY: Routledge
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(\AF ER Why don’t train
Fm the really hard stuff?

Patrik Nystrom

Et samarbeid mellom

Human Factors and System Safety MSc, Lund University
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®  Stavanger universitetssjukehus Safety Factors Flnland

Universitetet
L[ i Stavanger




Background Story

| was once in a situation

» nobody had even talked about

» | needed to sort things out in a good way

» not even available

WHY was | left this alone with the problem?
» with a real patient?

(T



Background - Facts

» It was a known situation that everybody struggles with

» We are expected to be able to apply theory in real
situations without any training

» We have not got the chance to reflect upon how to solve
situations like this

(T



Background - The idea
Where might simulation have the highest impact on learning?
What are we not training?

When does it become abandonment of future experts in health
care to NOT train?

Qo



Ethics course - Starting point

» Content:

» Lectures — a lot of them, many days of lectures

» Assignments — a lot of them, many pages of text created

» Exam / Final assighment / seminar — reading, writing, talking

» Learning through deduction

» from theory to practice (without the practice)

(T



One way of creating ethical scenario

Make description of a real case, describe the ethical challenge.

1.
2.

w

N o Uk

Why was this situation a challenge?
Who where a part of the situation?

Which decisions and actions are possible according to: (ethical
theories, norms, protocols, rules, regulations, law)

What is the most important thing in the situation?
Other values involved? Moral — own inner ethical norm?
What should be prioriticed according to what?

How would you like to act?

( QuFER



Examples of scenarios

» Patient refuses the care needed
» Otfen verbally aggressiv
» According to protocolls, care should be given (norms).

» Integrity - self determination

» Patient with drug abuse background
» No money,
» Wanting morphine for bad stomach pain
» Scared for police / authorities

» Integrity — dignity - responsibility
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Examples of scenarios

» Patient with cancer, wants to die at home, DNR-desicion
» Basic care too heavy for relatives.
» They demand you take care of this problem.
» Who is the patient?
» Dignity - Responsibility

» Patient found lifeless, dead,
» Relatives demands CPR in order to save their loved one

» Dignity - Responsibility
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Debriefing

» Longer time used than on a “normal” debrief (-> 60 minutes discussion)

» Main objectives:

» not focusing a long time on actions in simulation

» rather expanding frames behind the actions and generalize the problem and
possible solutions

» Identify/reveal ethical challenges. What is ethics?

» Discuss challenges and solutions

» Much time used on this

» Use models for future problem solving

(T



Simulate instead of lecturing
-> |t is worth the effort

» Inductive, from practice to theory

» Reflective understanding of own action in difficult situations

» Mirroring different solutions with classmates

» Knowledge of different solutions for challenges
» Theory after practice
» Deeper reflective thoughts on subject, they understand the articles

» 16 hours taken (2 x 8h) from lecturing to simulation
» 10 scenarios (20 students)

» Only one scenario active BUT taking part in all debriefings

(QuF



New course
Comments by students

» Able to learn how to choose amongst only bad decisions

» Higher understanding of how own behaviour affects the situation
» Hard to find words in certain situations -> good to train

» See the complexity instead of just routine and norms

» Activity -> Reflection -> Better prepared for meeting difficult
situations

(T



Optimal healthcare needs training
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Dr. Rashmi & Dr. Asmita
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Laerdal Global
Health in India

In-service
trainings in
maternal
newborn
health started
using the HMS
and HBS model

2010
2013
Laerdal
India

established












Laerdal Global
Health in India

In-service
trainings in
maternal
newborn
health started
using the HMS
and HBS model

2013
Laerdal Laerdal & INC begin
India collaboration

established
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Laerdal

helping save lives




2010

Laerdal Global
Health in India

In-service
trainings in
maternal
newborn
health started
using the HMS
and HBS model

Laerdal
developed
draft
operationaliza
tion guidelines

for nursing
skills labs
2015
2013 2016

Laerdal
India

established

Laerdal & INC begin

collaboration



Learning objective

Midwifery & gynaecologic nursing
Assessment of pregnant women

Diagnose pregnancy using UPT kit

Antenatal history taking of pregnant women

Antenatal physical examination- abdomen; breast
Recording weight, BP

Haemoglobin estimation; urine testing for sugar & albumin
Immunization of pregnant women

Assessment of risk status

Antenatal counselling

Maintaining antenatal records

Assess and monitor woman in
labour

History taking of women in labour

Vaginal examination and their interpretation

Monitoring women in labour using partograph

Care for women in labour- include respectful maternity care

Conduct normal delivery and
essential care for newborn
Including newborn resuscitation

2016

Confidential-Not for circulation

Setting up the labour room with newborn care corner

Conduct normal delivery with active management of third stage of
labour

IV line, blood transfusion and urinary catheterisation

Shock management

Management of Pre-Eclampsia/Eclampsia with MGSO4

Provide essential newborn care and assessment

Newborn resuscitation

Episiotomy and suturing

Maintenance of labour room records and case sheets




Laerdal Global
Health in India

In-service
trainings in
maternal
newborn
health started
using the HMS
and HBS model

Laerdal
developed
draft

operationaliza
tion guidelines
for nursing
skills labs
2010 2015 2017
2013 2016
Developed
Uterus
Collection
for
supporting
the family
Laerdal Laerdal & INC begin Planning
India collaboration programme-
established training and

counselling






Laerdal Global

Health in India
In-service
trainings in Laerdal
aerda
maternal L .
newborn LnF:/I;teq :to
health started Laerdal GIZ fWIt
A or
using the HMS developed strengtheni
and HBS model draft ng pri & in-
operationaliza service
tion guidelines midwifery
fo.r nursing education in
skills labs Nepal
2010 2015 2017
2013 2016 March
2018
Developed
Uterus
Collection
for
supporting
the family
Laerdal Laerdal & INC begin Planning
India collaboration programme-
established training and

counselling
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Laerdal Global

Health in India
In-service
trainings in Laerdal
maternal invited into
newborn PPP with
health started Laerdal GIZ for
using the HMS developed strengtheni
and HBS model draft ng pre & in-
operationaliza service
tion guidelines midwifery
for nursing education in
skills labs Nepal
Sept
2010 2015 2017 2018
2013 2016 ? March
2018
Developed Developed
Uterus and
Collection delivered 5-
for day training
supporting for
the family developing
Laerdal Laerdal & INC begin Planning faculty in
India collaboration programme- SBE at Care
established training and Hospital,
counselling Hyderabad
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Laerdal Global

1st EUSIM

Health in India course
conducted in
In-service India by
trainings in Laerdal SAFER
maternal
newborn '”"'te‘?' Into INC, Laerdal,
health started Laerdal ZTZPf\g;th Jhpiego and
using the HMS developed A heni SGT
and HBS model draft > rengt&gnl University
operationaliza :(fr\rljircee " develop.ed
tion guidelines midwifery the National
for nursing education in R.eferen.ce
skills labs Nepal Simulation
Centre at SGT
University
2010 2015 2017 ;(C;F])_tS
2013 2016 March October
2018 2018
Developed Developed
Uterus and
Collection delivered 5-
for day training
supporting for
) the family developing
Laerdal Laerdal & INC begin Planning faculty in
India collaboration programme- SBE at Care
established training and Hospital,
counselling Hyderabad
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Laerdal Global

1st EUSIM

Health in India course
conducted in
In-service India by
trainings in Laerdal SAFER
maternal
newborn '”"'te‘? Into INC, Laerdal,
health started Laerdal PPP with Jhpiego and
using the HMS developed GIZ for . SGT
and HBS model draft strengtggnl University
operationaliza :Sr\rljircee n- developed
tion guidelines midwifery the National
for nursing education in Reference
skills labs Nepal Simulation
Centre at SGT
University March
Sept
2010 2015 2017 2028 2019
2013 2016 March October
2018 2018
Developed Developed
Uterus and Laerdal developed
Collection delivered 5- clinical competency
for day training teaching tools for B.Sc
supporting for Nursing curriculum and
the famil ; submitted to INC
Laerdal Laerdal & INC begin PIanningy sai\ﬁitﬁlnng
India collaboration programme- SBE at Care Laerdal developed
established training and Hospital clinical competency
counselling Hyderab'ad teaching tools for

midwifery for B.Mid in
Nepal
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Introduction: The jugular veins

yEtem by

Chedidist to measure jugular Venous Distension

re a part of huma

the external jugular vein iz filled up 1o or above the angle of the jaw

Purpose:

Any condition which can increase blood volume, or interferes with right atrial
filling or the maovement of the blosd from the right atrium into the right
wentricle has the potemtal to increase camtral venous preszure and hence cause

jugular vein distznzion. Thass may be:

1. Tricuspid vake disease
2 Pericardial diseases
3. Heartfailure
4 Fulmaonary stenoss
5 Heartblock
Eoi - _
1. Standardized Patient
2 Welllit room or Pen-torch

roulatory system which drains the
blzad from the head imto the lungs. Jugular Venous Pulse ([VPjor Distansion, provides an
indirzct measure of cemtral vanous pressure. VP iz defined a5 the prassurs changes
transmitted in form of wawves from right atrium to veins which are present near heart
Ancther commanly used definition iz the indiractly chsarved pressure over the venous
isualizing the intemal jugular vein. In heart failure the [VF can be raised so that

Right heart malfunction
“entricular wchycardia
Pulmonary hypertension

bl e N

(COFD)

Ll

Examination table
4. Cemtimetar Ruler

Chronic Obstructive Pulmenary Diseasa

sure light is tangential to lighten up the highlights and shadowas

A penlight can also be usad for
the same Durpose

Do not flex the neck sharply

Locate the surface markings of
ntemal jugular vein which runs
from the medial end of the
clavicle to the ear loba under
the medial aspect of
sternocleidomastoid

It s important to locate the
ntemal jugular vein, and not
confuse it with the carotd artery

Locate the stemal angle (Anghe of louis). |t can be felt as a transverse

prominence, about & cm below the suprasternal notch at the leval
of 2nd costal cartiage

'_}' Procedure:
# Action/Step Rationale DonaM™ot
Done
1 ntroduce yourself 1o the patient Selfintroduction helps the patient

10 know his'her physidan and
thereby relaxes the patient

“Wash your hands

This is to- mairtain asepsis and
avoid infection

Explain the procedure to the patient

Explaining the procedurs helps
allay any anxieties or fears inthe
patients mind and makes him/her
amenable to any suggestions you
make

Using 2 rulars — one placed horizontal to the upper level of
pulsation and ancther

taking tha vartical ?\_\/ % B
distance of that ruler \ ’N F—
from the sternal angle, C A L
measurs the vertical \ \'\_ [~
distance {in ¢ \
Detwaen tha

horizontal lines drawn

from the upper level of

wencus pulsation and

the starmal angle.

N
| @

Take an informad conzent from the patient

This is to awoid any medicolegal
complications

Expose the patient appropriatety

This is to maintain the self dignity
of the patient

take the patient iz in 3 reclining postion with head alevated =t 457

Clavicls

Thiz is the standard position for
maasuring VP

Add +5 cm 1o the above measurement to obtin the right atrial
Dreszure.

S

s

CAROTID PULSE

VENOUS PULSE

MEART SOUNDS

ho——

ori

o the s vesous peias (WP} dpred i re

frs (51} and second (52) heart sounds, and the eectracan
Sourek Citeeal Uemoss: The Hatiry, Mysical and Latarslosy Eximin
edn. Waker HE, Hal WE, Hurst JWV, editers.

=Mormally, the center of right
atrium is 5 cm below the stemal
angle {as szen in the piciure
abova)

“Wash hands with scap and water

Handwashing prevents infac
and cross infacticn

Report and document your findings after the procedure is dona.
nform senicr staff if findings abnormal.

Documantation of the findings is
mportant for record keeping and
meadicolesal ourcoses




Laerdal Global

1st EUSIM

Health in India course
conducted in
In-service India by
trainings in Laerdal SAFER
maternal
newborn :DnI:FI}eq L:wto INC, Laerdal,
health started Laerdal Iz f\g/:t Jhpiego and Laerdal & GIZ
using the HMS developed strenstheni SGT developed 1st
and HBS model draft 8 & in- University National
operationaliza :Sr\rljircee developed Reference
tion guidelines midwifery the National Simulation
for nursing education in R.eferen.ce Centre in
skills labs Nepal Simulation Nepal
Centre at SGT
University March
2010 2015 2017 ;Zig 2019
2013 2016 March October May
2018 2018 2019
Developed Developed
Uterus and Laerdal developed
Collection delivered 5- clinical competency
for day training teaching tools for B.Sc
supporting for Nursing curriculum and
the family developing submitted to INC
Laerdal Laerdal & INC begin Planning faculty in
India collaboration programme- SBE at Care Laerdal developed
established training and Hospital, clinical competency
counselling Hyderabad teaching tools for

midwifery for B.Mid in
Nepal






1st EUSIM

course
conducted in
India by
Laerdal SAFER
mwtecfi Into INC, Laerdal,
PPP with .
Laerdal Global Laerdal GIZ for Jhpiego and Laerdal & GIZ
Health in India developed strengtheni SGT . developed 15t
draft ng pre & in- University National
operationaliza service developed Reference
tion guidelines midwifery the National Simulation
for nursing . Reference Centre in
education in ) . e
skills labs Nepal Simulation Nepal
Centre at SGT
University March
June
2010 2015 2017 22‘1’; 2019 2019
2013 2016 March October May
2018 2018 2019
Developed Developed
Uterus and Laerdal developed Lae.r.dal
Collection delivered 5 clinical competency facilitated
for day training teaching tools for B.Sc development
supporting for Nursing curriculum and of 7 continued
the family developing submitted to INC nurse
Laerdal Laerdal & INC begin Planning faculty in education
India collaboration programme- SBE Laerdal developed courses for INC
established training and clinical competency
counselling teaching tools for

midwifery for B.Mid in
Nepal
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OPERATION THEATRE NURSE Nursing in ICU
Emergency Room Nurses

TRATNING MOBULE Training Manual g

Training Manual for




1st EUSIM

course
conducted in 86 facul.ty
India by Framed in S.BE
Laerdal SAFER in Nepal using
invited into the 5 day
PPP with IN(;, Laerdal, curriculum
Laerdal Global Laerdal GIZ for Jhpiego and Laerdal & GIZ
Health in India developed strengtheni SGT . developed 15t 2nd gngd 3rd
draft ng pre & in- University National EUSIM
operationaliza service developed Reference courses
tion guidelines midwifery the National Simulation held in
fok!r”nl:rsk,)ing education in :.?:eﬁz?.f)i Centre in India and 70
skills labs imulati
Nepal Centre at SGT Nepal :3::::5 and
University .
Sept March June trained
2010 . 2015 2017 2018 2019 2019
2013 2016 March October May Sept
2018 2018 2019 2019
Developed Developed
Uterus and Laerdal developed Lae.r.dal
Collection delivered 5 clinical competency facilitated
for day training teaching tools for B.Sc development
supporting for Nursing curriculum and of 7 continued
the family developing submitted to INC nurse )
Laerdal Laerdal & INC begin Planning faculty in education
India collaboration programme- SBE Laerdal developed courses for INC
established training and clinical competency
counselling teaching tools for

midwifery for B.Mid in
Nepal






1st EUSIM

course
conducted in 86 faculty
India by Framed in S.BE
Laerdal SAFER in Nepal using
invited into the 5 day
PPP with IN(;, Laerdal, curriculum
Laerdal Global Laerdal GIZ for Jhpiego and Laerdal & GIZ
Health in India developed strengtheni SGT developed 1° 2nd and 3+
draft ng pre & in- University National EUSIM
operationaliza service developed Reference courses
tion guidelines midwifery the National Simulation held in
fok!r”nl:rsk,)ing education in :.?:eﬁz?.f)i Centre in India and 70
skills labs imulati
Nepal Centre at SGT Nepal ::::Z:s and
University trained
2010 2015 Sept March June October
2017 2018 2019 2019 2019
2013 2016 March October May Sept
obed 2018 2018 2019 2019
Develope
Uterus aD:(\j/eloped Laerdal developed Lae.r.dal INCand _
Collection delivered 5 clinical competency facilitated Laerdal sign
for day training teaching tools for B.Sc development a formal
supporting for Nursing curriculum and of 7 continued Memorandu
the family developing submitted to INC nurse m of _
Laerdal Laerdal & INC begin Planning faculty in education Understandi
India collaboration programme- SBE Laerdal developed courses for INC ng for .
established training and clinical competency strengthem
counselling teaching tools for ng nursing
education

midwifery for B.Mid in
Nepal
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Memorandum of Understanding
between
Indian Nursing Council
and

Laerdal Medical India Put. Ltd
This document constitutes an agreement between Indian Nursing Council (INC),
headquartered at 8" Floor, NBCC Center, Plot No. 2, Community Center, Okhla Phase 1,
New Delhi 110020, the apex statutory body with a mandate to establish uniform standards
of training of nurse, midwives and health visitors with the stated objective of regulating
nursing education and profession in the country

And

Laerdal Medical India Pvt Ltd, with registered office at No.10, 1st Street, Dr.Subbarayan
Nagar, Kodambakkam, Chennai-600 024, Tamil Nadu. Laerdal Medical India a subsidiary of

Laerdal Medical AS headquartered in Norway, the global leader in simulation-based
education,

The Nursing Council Act' came Into existence in 1947 ta constitute the Indian Nursing
Council to safeguard the quality of nursing education in the country. The mandate was to
establish and maintain uniform standards of nursing education. The Indian Nursing Council
(INC) is a statutory body that regulates nursing education in the country through
prescription, inspection, examination and certification and by maintaining its stand on
uniform syllabus at each level of nursing education.

The INC is the regulatory body that overlooks nursing education in the country. Amongst
others, it provides expert advice to the Government on nursing education, prescribes
national nursing education syllabi, and specifies minimum quality criteria for educational
institutions. At State level, the State Nursing Councils (SNCs) inspect and recognize training
institutions, conduct s, monitor rules of conduct and maintain an
active register.

Laerdal Medical India Pvt. Ltd. (hereinafter Laerdal) is the Indiansubsidiary of Laerdal
Medical AS, headquartered in Norway, and is dedicated to helping save lives with training
programs and products. Laerdal Global Health AS is a sister concern of Laerdal Medical AS
and develops durable, simple, culturally adaptable, affordable products and programs aimed
at helping save lives of newborns and mothers in low-resource countries. Laerdal Medical AS
and Laerdal Global Health AS is represented in India by Laerdal Medical India Pvt Ltd

h {4 A




1st EUSIM

course
conducted in 86 faculty
India by Framed in S.BE
Laerdal SAFER in Nepal using In
invited into the 5 day collaboration
PPP with IN(;, Laerdal, curriculum with INC
Laerdal Global Laerdal GIZ for Jhpiego and Laerdal & GIZ began the
Health in India developed strengtheni SGT _ developed 1% 2nd and 31 training of
draft . . ng pre & in- University National EUSIM nursing
o.peratl.ona'llza service developed Reference courses faculty. 65
tion guu.‘Jellnes midwifery the National Simulation held in trained o far
fok.r”nl]lrsk,)lng education in :.?;eﬁz?.f)i Centrein India and 70
skills labs imulati
Nepal Centre at SGT Nepal ::::Z:s and
University trained
2010 Sept March June October
2015 2017 2018 2019 2019 2019
2013 2016 ? March October May Sept November
2018 2018 2019 2019 2019
Developed
Uterus aD:(\j/eloped Laerdal developed Lae.r.dal INC and .
Collection delivered 5 clinical competency facilitated Laerdal sign
for day training teaching tools for B.Sc development a formal
supporting for Nursing curriculum and of 7 continued Memorandu
the family developing submitted to INC nurse . m of .
Laerdal Laerdal & INC begin Planning faculty in education Understandi
India collaboration programme- SBE Laerdal developed courses for INC ng for .
established training and clinical competency strengtheni
counselling teaching tools for ng nursing
education

midwifery for B.Mid in
Nepal






1st EUSIM

course
conducted in 86 facul.ty
India by Framed in S.BE 85 faculty
Laerdal SAFER It: stal using trained in
invited into € . ay Nepal in SBE
PPP with IN(;, Laerdal, curriculum
Laerdal Global Laerdal GIZ for Jhpiego and Laerdal & GIZ In
Health in India developed strengtheni SGT . developed 1+ 2nd and 31 collaboration
draft ng pre & in- University National EUSIM with INC
o.peratl.ona'llza service developed Reference courses began the
tion guu.‘Jellnes midwifery the National Simulation held in training of
fo.r nursing education in R.eferen.ce Centre in India and 70 nursing
skills labs Nepal Simulation Nepal doctors and faculty- 65
(L:J?\ri]\f:s?tt SGT nurses trained so far
2010 Sept Y March June trained October
2015 2017 2018 2019 2019 2019
2013 2016 ? March October May Sept November
2018 2018 2019 2019 2019
Developed
Uterus aD:(\j/eloped Laerdal developed Lae.r.dal INC and _
Collection delivered 5 clinical competency facilitated Laerdal sign
for day training teaching tools for B.Sc development a formal
supporting for Nursing curriculum and of 7 continued Memorandu
the family developing submitted to INC nurse m of _
Laerdal Laerdal & INC begin Planning faculty in education Understandi
India collaboration programme- SBE Laerdal developed courses for INC ng for .
established training and clinical competency strengthem
counselling teaching tools for ng nursing
education

midwifery for B.Mid in
Nepal



Going glocal,
how can SAFER develop
simulation In India and vice
versa

Unni Silkoset
Business Development Director




Glocal = reflecting or characterized by both local and
global considerations (lexico.com)



Human Rights and Sustainable Development Goals

Article 12, ICESCR

1. ...recognize the right of everyone to the enjoyment of the highest attainable standard of physical
and mental health.

2. The steps to be taken...:
(a) ...reduction of stillbirth-rate, infant mortality and for healthy development of the child;
(b) Improvement of all aspects of environmental and industrial hygiene;

(c) Prevention, treatment and control of epidemic, endemic, occupational and other diseases;

(d) Creation of conditions which would assure to all medical service and medical attention in the
event of sickness.

SDG 3 Ensure healthy lives and promote well-being for all at all ages
« Reproductive, maternal, newborn and child health

* Infectious diseases

* Non-communicable diseases, mental health and environmental risks

* Health systems and funding




Programme
The Norwegian Programme for Research Cooperation with India—INDNOR

Norway — India 2030 Strategy

Five priority areas:

1) Democracy and a rule-based world order

2) The oceans

3) Energy

4) Climate and environment

5) Other important areas:
Norway is to be an attractive partner for India in the
areas of research, higher education and global health
- Panorama 2016-2020 (MoER)
- INDNOR 2018-2021 (RCN)
—> India Program INCP 2015-2018 (Diku), to be renewed?
- UTFORSK (RCN and Diku)
- INTPART (RCN and Diku)



Healthcare Access and Quality Index

1990 2000 2016

HAQ Index deciles

<31
Ms1-35.9
35.9-448
44.8-54.7
54.7-63.2
63.2-68.9
68.9-74.5
745822
Mis2.2-913

B>oi3

The Lancet, 2018



Why India?

3000 hospitals with >100 beds

500 medical universities - 50,000 doctors per year
1750 nursing colleges (BSc)
2750 schools with diploma in nursing 150,000 nurses per year

1550 schools with diploma nurse assistant

15% of maternal deaths globally

24% of newborn deaths globally

49% of diabetes globally

500-700,000 cardiac arrests annually

25% of all ICU patients develop sepsis where 34% die
5.2 mill medical errors annually



SAFER In India

Pilot EuSim ttt-course in Oct 2018

2 EuSim ttt-courses with 68 participants in
Sept 2019




5-year plan SAFER — Laerdal India — EuSIim

Develop 15-20 Indian faculty
Develop 6-8 centres of excellence
Run 80 courses for 1600 participants

Develop and roll out
» Introduction to the Circle of Learning
« Skills ttt-course
« Faculty development program

2
@ Circle of :%

Learning

By (B

Full CoL
Prof.std

Simulation
Facilitator
Implement
Improve

Needs
Knowledge|
Skills
Decision
Implement

Level 3
Center

Level 2
Facilitator

Level 1
Trainer

INTPART application — UiS, SGT University, SAFER and Laerdal Medical

Core values

Designing and planning learning
Teaching and facilitating learning
Educational research and scholarship
Educational management and

Assessment of learning
leadership

International professional standards







Forskerblikk pa
“Act locally - think globally”

Hege Langli Ersdal

Forskningsleder Simulering og Global Helse
Anestesilege, Stavanger Universitets Sykehus
Professor Il, Universitetet i Stavanger

oo HELSE STAVANGER DAL LI

Stavanger universitetssjukehus



Er resultater fra forskningen
generaliserbar? Representativ?

Egen forskning og annen forskning
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The Formula for Survival
Postulerer at pasient utfall er resultat av 3 like viktige faktorer ~ LOCA Iy and Global Iy

Medical Educational Local Patient outcome
Science #Efﬁciency *mplementation —

T ]

Stort “teori-praksis» gap

Hva skal til for a redusere “teori-praksis» gapet?



Safer Healthcare
A research, innovation, and development network
focusing on simulation-based learning/training/education and clinical implementation

With local, regional, national, and global perspectives and collaboration
A reserach network affiliated to SUS, UiS and SAFER

Education/training/learning }4—}‘ Implementation

A Critical

Births Anti-

Safer Births icrobial

Bundle gbsistance
Sub-topic

Multiple independent topics - sub-topics - projects, leading to masters, PhDs, and Post Docs
Great potential for synergies and interdisciplinary collaboration



Vitenskapen
Pedagogikk

Pasientene
Helsearbeiderne

Teknologi
Systemer




Ett simulerings-basert kurs (en dag) - Evaluering 7 maneder fgr/etter:

Testing av kunnskap Klinisk praksis
Video av simuleringer Observert adferd og outcome

Ingen endring/effekt

Ref. Ersdal HL et al. Resuscitation 2013




Innfgrte “low-dose/high-frequency” trening: 10 min, hver uke:

Pa fedeavdelingen Klinisk praksis

Stottet av lokale ledere, alle trener Observert adferd og nyfgdt outcome

med pésnent effekt

.s!" '
7 2! -
N
\ ') ; - : .
"\ &/ A
—
§ —
"/

40% nedgang i nyfgdt dgdelighet
Ref. Mduma et al. Resuscitation 2015



Safer Births
Globalt samarbeidsprosjekt SUS + SAFER + Laerdal Global Health + UiS + sykehus i Tanzania

Hyppig trening = Praksis = Forskning

Lokale kvalitets- og pasientdata
Tilpasset trening og tilbakemelding




Act Locally — Think Globally

Fadsel Nyfgdt Resuscitering . o . .
. > Tid >150 presentasjoner pa internasjonale
| konferanser
Sl o e >65 artikler publisert
<€— Ventilation sensor /i i i
B e e, Allerede pavirket internasjonale og norske
4 volume and expired CO2 gu|de||nes
DispI.ay Face mas?d’ f
\ | WHO anerkjent trenings-modellen
- Utbredt til >80 land

Samarbeid TekNat UiS:
Utvikle statistiske modeller

Automatiserte signal og video analyser -2
sentrale verktgy i fremtidens helsevesen







Safer Births Bundle SUS: Big Data + Video - Maskin laering + Kunstig intelligens (Al) 2
Tilpasset relevant trening og tilbakemeldinger med basis i klinisk praksis

Data plattform
Automatisk data lagring,
prosessering og analyse
Tilpassede data uttrekk

Umiddelbar
Tilbakemelding  Lagrer treningsdata
T
IR S (%) -
I ‘ | ] . 01:30 Remerrl_hertctiltthe | 1 _.I' .' . .
A - Video opptak oot o open e IR e
P I i i s kil L s - T

Plan — do — study — act — plan — do — study — act........

Signal data: EKG og ventilasjon




Kontinuerlig kvalitetsforbedring med simulering
* Malrettet implementeringsarbeid (tar tid)

* Naturlig del av hverdagen Kanmskaps.
tilegnelse
* Obligatorisk regelmessig trening pa utvalgte Alishee data_@_
tema med automatiske tilbakemeldinger og o e

erfaring trening

tips til neste trening

* Relevant trening med fokus pa overfgring til
klinisk praksis

* Ny teknologi som tilpasser treninger basert pa Terupper taking
kliniske data og individuelle kliniske
prestasjoner = person- og teamtilpasset > N

gker motivasjon
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Blowing in the wind

Kjetil Torgeirsen
Et samarbeid mellom

o2+ HELSE STAVANGER Manager external training programs
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How many roads must a man
walk down
Before you call him a man?

(QuFER



How many seas must a
white dove sall

Before she sleeps in the
sand?

( QuFER
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T¥ answer, my.friend, is blo\win' in the

—




2016 and 2030 offshore wind installations per sea basin

70
60 5-dobling av offshore vind i
- perioden fram mot 2030 — hvor
O mer enn 80% er forventet
- installert i Nordsjgen
< 30
O
20
10 & ¢ A s
0 . @ » L'
Nortlh Sea Boltié Sea Atlontlic Sea lrishlSec Mediterlroneon
Sea
2030: High -Low ¢ 2030: Central ¢ 2016
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How far has SAFER blown?

- _,_M—-—

iy







The answer is blowing in the wind
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https://www.uis.no/samfunn-og-samarbeid/helsecampus/



https://www.uis.no/samfunn-og-samarbeid/helsecampus/
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Norwegian Smart Care Cluster
Fra marked til industri!

Hva innebaerer status som
ArenaPro?

Arild Kristensen, daglig leder
epost: arild@valide.no
TIf. 90532591

www.smartcarecluster.no

® @

Trygghet Behandling Sosial Hieloemidler
og sikkerhet og pleie kontakt e L

Livsstil og Spesialiserte
forebygging underleverandgrer



mailto:arild@valide.no
http://www.smartcarecluster.no/
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Norwegian Smart Care Cluster

Arena Pro
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0510081119 Arena Pro og NCE bidrar til & malrette,
forbedre og akselerere pagaende
utviklingsprosesser i norske klynger.
Norge har i dag 14 NCE-klynger og 4
Arena Pro-klynger med bedrifter som
hevder seg innenfor sine felt i det globale
markedet.

Norwegian Smart Care Cluster —

Arena Pro klynge fra 08.11.19 og 5 ar
fremover

Helseklyngen rykker opp pa A-laget

Norwegian Smart Care Cluster far fem nye ar i klyngeprogrammet til
Innovasjon Norge, SIVA og Norges forskningsrad, og rykker opp i
ArenaPro-ligaen

European Innovation
Partnership on Active
and Healthy Ageing

s REFERENCE SITE

ArenaPro — 2020 tom. 2024
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VISJON: Generating Impact through Smart Care Solutions

FORMAL: Vi bygger norsk helseindustri giennom a fremme baerekraftige lgsninger som gir et bedre liv for
brukerne samt kostnadseffektive og kvalitetssikrede leveranser av helse & omsorgstjenester

IDE > MARKED > INDUSTRI

IDE UTVIKLING TEST SERTIFISERING IMPLEMENTERING VEKST KAPITAL INTERNASJONALISERING

_._-/ \«-,

Norwegian Smart Care Cluster
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SmartCare - digitale helselgsninger for det som skjer
mellom bruker-pasient i hjem og kommune/sykehus.

SmartCare
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Trygghet og sikkerhet

Trygghetsalarmer, varslings- og lokaliseringsteknologi,
medisin dispenser, elektroniske dgrlaser og ulike former for
sensorer. Datasikkerhet og personvern.

Hjelpemidler

bistar nar for eksempel hukommelsen blir darligere, eller
ved fysisk funksjonssvikt. Dette omfatter ogsa teknologi som
gjor hverdagslivet enklere, som for eksempel styring av lys
og varme og forflytningshjelpemidler og hjelpemidler som
kompenserer for fysiske handikap og manglende styrke, som
rullestol, hgrselshjelpemidler, synshjelpemidler

Behandling og pleie

bidrar til at mennesker gis mulighet til 3 bedre mestre egen
helse ved for eksempel kronisk lidelse. Diabetes, kols.
Automatisk maling av blodsukker, blodtrykk mv. er
eksempler pa slike tekniske hjelpemidler.
Avstandsoppfglging.

®9S

Sosial kontakt

bistar mennesker med & komme i kontakt med andre, som
for eksempel videokommunikasjonsteknologi, webtjenester
og robotteknologi

Livstil og forebygging

Lgsninger som er med pa a forebygge — utsette
institusjonsinnleggelse. Trening, kosthold, rgykestopp etc.

Smarthus

Design, tilrettelegging, styringssystemer, eks. elektroniske
der laser, sensor systemer - lys, varme, kamera

Spesialiserte underleverandgrer
Design byraer, platform leverandgrer, program utvikling, Al,
Maskindata, BigData, HW utvikling, programmerbare
systemer

Losningsomrader i klyngen
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GREATER

STAVANGER
Randaberg Gi w e
- jesdal kommune
%Tlme kommune kommune
w Utviklingssenter for
'd.:lu'nd o .
2D

Q@ e 1,
Ha kommune & | 7 * J vtngsener o
Klepp kommune % wo sjukeheimar og heimetenester
Eigersund

ISte

SANDNES KOMMUNE STAVANGER KOMMUNE

Sogn og Floedane
STRAND KOMMUNE kommune

ROGALAND 4 Vest-Agder AUST-AGDER
FYLKESKOMMUNE o fylkeskommune FYLKESKOMMUNE

Kommunale aktgrer
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Ll , g ﬁ UNIVERSITETET | AGDER Det medisinske fakultet
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Stavanger universitetssjukehus L .- vIiD
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Universitetet
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SEARCH

Center Hoyland

Utdanning og forskning
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St A Norway WelfareTech OouULU STAVANGER
Health Tech Collaborative Innovation HEALTH
k : NARINGS
B NORDIC smertcty  £1g) ausmessrecioncoreson & ‘@‘ @ FORENNGEN
E ‘)GE Cluster Creator PUMPS &PIPES
d = ¥o%e?
g Alrek helseklynge

Direktoratet for
FOR MEDTEK OG LAB

T\§ Helsedirektoratet @ cg>Melanor

e-helse

q Innovasjon
[ | Norge

Siva Forskningsrédet ﬁ Fylkesmannen i Rogaland IKTE&NORGE Qb@h@

Samarbeidspartnere
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NERINGS-%‘E%%;EIEGEAITEMENT Utfo rd ri nge r:
Omistilling av norsk gkonomi og behov for flere Iegnnsomme
Meld. St.18 arbeidsplasser.
Melding til Stortinget
Helsenzeringen
Sammen om verdiskaping og bedre tenester Aldrene befolkning og flere personer med sammensatte
sykdommer.

Mal:
@kt konkurransekraft i den norske helsenaeringen

@kt baerekraft i helse- og omsorgstjenesten, i form av mer
effektiv forebygging, behandling og omsorg.

Helsenaeringen - Sammen om verdiskaping og bedre tjenester
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DET KONGELIGE

NAERINGS- OG FISKERIDEPARTEMENT

Meld.St.18

(2018-2019)
Melding til Stortinget

Helsenzeringen

om verdiskaping og bedre tj

e Liten kultur for samarbeid

e Uklar rolledeling

* Lite profesjonelle offentlige anskaffelser
* Antall kliniske studier gar ned

* Liten tilgang pa testfasiliteter

e Utfordrene tilgang til kapital

* Krevende a fa innpass internasjonalt

e Vanskelig tilgang til helse og registerdata

Vanskelig hjemmemarked!

Barrierer
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DET KONGELIGE
HELSE- OG OMSORGSDEPARTEMENT /
T 4
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Meld. St.7

! w C&
Melding til Stortinget | \ /

p®

q
(2019-2020)
- NS
s i Pasienten er aktiv deltager Helhetlige og sammen- Sarbare pasienter
Nas_]onal helse 0og Sykehusl)lan hengende tjenester meotes med team
2020-2023 S
A—
LR R
CCIFS
o
S
R —V @
- ZMONS J
En sammenhengende Bruk av helsedata
akuttmedisinsk kjede til det beste for fellesskapet
s N =

<

' P
S= |

Livslang leering Ledelse bidrar til endring

Nasjonal helse og sykehus plan 2020-2023

Vi lzerer av hverandre
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+ Bedre felles planlegging
* Mal og forventninger
* Kultur for samarbeid

NASJONALE FORINGER

+ Prioritere barn og unge, alvorlig
psykisk syke, skropelige eldre og

personer med flere kroniske lidelser

\V/
=i
ORGANISERING > ‘ Wi v
+ Tre nivaer “ ‘
» Fastlegene med
+ Beslutningsprosess
* Samordning = EEE KAP
S b | HELSEFELLESSKALI
\%\'f\‘ — e T
N

+ Det utadvendte sykehus
+ Spille inn til neste plan

NASJONAL
TILRETTELEGGING

* Veiledning
* Bedre styringsinfo
4 * Bedre framskrivnings-
7 verktoy
* Tydeliggjore lokalt
handlingsrom

TILTAK SOM KOMMER ALLE PASIENTER TIL GODE

+ Bedre IKT-systemer

+ Gode inn-og
prosesser

* Metodikk for pasientforiep

utskrivnings- * Gjensidig konsultasjon/

beslutningsstotte

Etablere 19 helsefellesskap hvor kommuner og helseforetak
utvikler og planlegger tjienestene sammen som likeverdige
partnere.

Helsefellesskapene bgr prioritere utvikling av tjenester til barn og
unge, personer med flere kroniske lidelser, personer med
alvorlige psykiske lidelser og rusproblemer og skrgpelige eldre.

Helsefelleskapene skal finne Igsninger som passer til lokale behov
og forutsetninger, og vil spille inn til neste Nasjonal helse- og
sykehusplan..

Helsefellesskap
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Digitale innbygger-

Digital hjemme-
))) oppfelging

tjenester [ ]
@ x\\
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Teknologi @ @ Hjemmesykehus
i prehospitale tjenester ® ¢ ¢ o o o o ¢ *°

Spesialisthelsetjenester i hjemmet
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So Norwegian Smart CareLab ,“
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Forskning & Utvikling O 4 Internasjonalisering
e
Bedrifter

Styrking og skalering av EEH N Kunnskapslgft for helsesektoren

3 e AN
vekstbedrifter , ~

.7  Klyngeutvikling Utvikling av regionale ~~

innovasjonssystemer N

Hovedomrader
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www.facebook.com/Smartcarecluster

www.linkedin.com/company/norwegian-smart-care-cluster

www.smartcarecluster.no

Folg oss!


http://www.smartcarecluster.no/
http://www.linkedin.com/company/norwegian-smart-care-cluster
http://www.facebook.com/Smartcarecluster

