Editorial
Robert L. Barbieri, MD Editor in Chief

Is this tool the cure for wrong-site
surgery and other OR errors?
WHO wants its checklist to be a catalyst for safety.
Just by its presence in surgery, the plan might come off.

A new 19-item checklist for safe surgery from the World Health Organization
(WHO) aims to improve communication
and cohesiveness among team members
at three key mileposts:
❏ Before anesthesia is induced—“Sign In”
❏ Before the skin incision—“Time Out”

rong-site surgery is devastating—for the patient and
family, of course, but also
for the surgical team. Almost always,
such error is the result of poor surgical
process and ineffective communication among members of the surgical
team. Now, WHO is working to improve the surgical process and team
communication around the globe—
with the goal of eliminating error in
the operating room (OR). Is your hospital or clinic following through?
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First, some background
After a spate of wrong-site surgical
events that were covered intensively
by the national media, including a
highly publicized wrong-side brain
surgery at Rhode Island Hospital
in 2001, The Joint Commission in
July 2003 designated elimination of
wrong-site surgery as a National Patient Safety Goal. The Commission’s
Universal Protocol, or UP, including
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that the Universal Protocol is implemented. But, as experience with the
Universal Protocol has evolved, it’s
become apparent that the protocol
should be expanded to include briefing and debrieﬁng components.
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❏ Before the patient leaves the OR—
“Sign Out”

the preprocedure “Time Out,” was
made standard practice for all surgical procedures both in the main OR
and at other care sites. (Editor’s note:
The Joint Commission issued a revised Universal Protocol in January;
you can read it, and considerable
background on this safety effort, at
http://www.jointcommission.org/
®
PatientSafety/UniversalProtocol/.)

The Universal Protocol calls for the
surgical team to take three steps preoperatively:
• confirm the patient’s identity
using at least two identifiers
• mark the operative site
• take a final “time out,” which requires “active communication among
all members of the surgical team,
consistently initiated by a designated
member of the team, conducted in a
“fail-safe” mode” such that the procedure is not started if a team member has concerns. The “time out”
includes explicitly confirming 1) the
identity of the patient, 2) what procedure is planned, and 3) the correct
site of surgery.
There is more: The team should
confirm the availability of all appropriate equipment, and members
should be asked if they have any concerns about the plan.
This is not news to ObGyns and
other surgeons; most practice sites
have developed a checklist to ensure

About one half of all surgical complications can be prevented, studies
of surgical error suggest.1 Communication failure and poor teamwork
among members of the surgical team
are a commonly observed cause of
adverse surgical outcomes.2 To improve teamwork and reduce communication failure, many experts
have urged that the Universal Protocol be expanded to include a preprocedure briefing and a postprocedure
debriefing. Such a briefing process
may reduce preventable errors in
several ways:
• encouraging ongoing
communication
• sharing information
• prioritizing tasks
• improving attention
• avoiding tunnel vision.

Enter the Checklist
Building on these ideas, WHO has
developed a Surgical Safety Checklist
that incorporates many of these best
practices into a 19-item checklist
(TABLE, page 8). It’s hypothesized—
and hoped—that the checklist will
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TABLE

The World Health Organization offers a “Surgical Safety Checklist”*

Before induction of anesthesia

Before skin incision

Before patient leaves operating room

Sign in

Time out

Sign out

❑ Patient has conﬁrmed

❑ Conﬁrm all team members have

Nurse verbally conﬁrms
with the team:

• Identity

introduced themselves by name
and role

• Site
• Procedure

❑ Surgeon, anesthesia professional,

• Consent

and nurse verbally conﬁrm

❑ Site marked/not applicable

completed
❑ Pulse oximeter on patient

and functioning

• Procedure
❑ Anticipated critical events

needle counts are correct
(or not applicable)
❑ How the specimen is labeled

(including patient name)
❑ Whether there are any equipment

problems to be addressed

❑ Surgeon reviews: What are the

critical or unexpected steps, operative
duration, anticipated blood loss?

Does patient have a:

recorded
❑ That instrument, sponge, and

• Patient
• Site

❑ Anesthesia safety check

❑ The name of the procedure

❑ Surgeon, anesthesia professional,

and nurse review the key concerns for recovery and management of this patient

❑ Anesthesia team reviews: Are there

Known allergy?
❑ No

any patient-specific concerns?
❑ Nursing team reviews: Has sterility

❑ Yes

Difﬁcult airway/aspiration risk?
❑ No

(including indicator results) been
confirmed? Are there equipment
issues or any concerns?

❑ Yes, and equipment/assistance

available
Risk of >500 mL blood loss
(7 mL/kg in children)?
❑ No
❑ Yes, and adequate intravenous

access and fluids planned

Has antibiotic prophylaxis been
given within the last 60 minutes?
❑ Yes
❑ Not applicable

Is essential imaging displayed?
❑ Yes
❑ Not applicable

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

improve teamwork and effective
communication; foster adherence to
optimal surgical practices; and improve the team’s ability to anticipate
possible adverse events.
That hypothesis has been bolstered by the results of a recent study
of 7,688 patients who were undergoing noncardiac surgery at any one of
eight hospitals. Implementing the
WHO Surgical Safety Checklist led to
1) a decline in surgical death—from
1.5% to 0.8% of surgeries (p = .003)—
and 2) a reduction in overall compli-
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cations from 11% to 7% (p < .001).
Surgical-site infection was reduced
from 6.2% to 3.4%, and unplanned return to the operating room declined
from 2.4% to 1.8% of surgeries.3
The design of that study doesn’t
allow us to identify, with precision,
the reasons that using the checklist
improved outcomes. It’s possible
that the performance of members of
the surgical team improved because
they knew that they were being studied (the so-called Hawthorne effect).
More likely, the structured, collabor-

ative conversation prompted by the
checklist improved the exchange of
critical information and stimulated
group decision-making, which, in
turn, improved outcomes.

Psychosocial dynamics
come into play
It’s been observed that groups faced
with complex problem-solving situations often identify better solutions
as a group than any individual in that
group can, acting alone. Consider
the insertion of that finding into the
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modern, multidisciplinary medical–surgical environment: Autocratic decisionmaking by the surgical attending might
yield a worse outcome than would shared
decision-making and action by the surgical team. To reach optimal group decision-making, information must be
shared openly and opinions must be
solicited actively.4

Much that we can realize
from a checklist
In obstetric care, standardized checklists
have been reported to improve outcomes
and reduce clinicians’ exposure to professional liability.5 A structured checklist
helps to standardize processes; used effectively, it stimulates effective communication among team members. It is also
a catalyst to the collaborative conversations and shared decision-making that
we need to provide successful clinical
care in a complex and multidisciplinary
surgical environment.

Advertisement

IN THE UNITED STATES,
THE PRESS CANNOT BE CENSORED.
THE INTERNET CANNOT BE CENSORED.
POLITICAL ADVERTISING
CANNOT BE CENSORED.
WHY ARE SOME MEMBERS OF
CONGRESS & ACADEMIA TRYING TO CENSOR
MEDICAL COMMUNICATIONS?

Diabetes. Cancer. Obesity. Respiratory disease.
America’s medical professionals are busier than ever.
How can they stay current with medical advances and
still improve their patients’ well-being?
Information is part of quality care. Yet government
controls threaten to keep doctors in the dark about
current medical advances.

OBG@ D O W DENHEALTH.COM

References
1. Gawande AA, Thomas EJ, Zinner MJ, Brennan TA. The
incidence and nature of surgical adverse events in Colorado and Utah in 1992. Surgery. 1999;126:66–75.
2. Mazzocco K, Petitti DB, Fong KT, et al. Surgical team
behaviors and patient outcomes. Am J Surg. 2008 Sept 11
[Epub ahead of print].
3. Haynes AB, Weiser TG, Berry WR, et al; the Safe Surgery Saves Lives Study Group. A surgical safety checklist
to reduce morbidity and mortality in a global population.
N Engl J Med. 2009;360:491–499.
4. Lingard L, Regehr G, Orser B, et al. Evaluation of a
preoperative checklist and team briefing among surgeons, nurses, and anesthesiologists to reduce failures in
communication. Arch Surg. 2008;143:12–17.
5. Clark SL, Belfort MA, Byrum SL, Meyers JA, Perlin
JB. Improved outcomes, fewer cesarean deliveries, and
reduced litigation: results of a new paradigm in patient
safety. Am J Obstet Gynecol. 2008;199:105.e1–105.e7.

Restrictions on how much information consumers
and doctors can know about current and new
treatments reduce their ability to advocate for care.
Using censorship as a policy tool to control healthcare
costs is a bad idea! Yet that’s what vocal pockets of
academic medicine and Congress have in mind.
We are concerned that some members of Congress
and academia are seeking to restrict the content of
CME and other industry-sponsored communications
without input from practicing physicians.

Information is the first step to care.
To learn more, visit cohealthcom.org.

This message brought to you as a public service by the
Coalition for Healthcare Communication.
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