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A little about who we are 

•  Teaching hospital (556 beds) 
•  16 Operating Rooms 
•  Services 
•  Approx 14 000 surgeries per year 
•  SSC piloted June/July 2009 and 

implemented September 2009  







How do we know that the surgical safety 
checklist is making a difference in our 
operating room? 



• Cataract surgery….. 

• Removal of cyst 

stories from the field… 



Measuring the Surgical Safety 
Checklist 

• Compliance 
– “Done”, “Not Done” 
– Overall compliance – 90% 
– What is this really measuring?  
– Is there a benefit? 



Measuring the Surgical Safety 
Checklist 



Measuring the Surgical Safety 
Checklist 

• Outcomes 
– 160 chart review pre and post implementation 

• Antibiotic prophylaxis 
• VTE prophylaxsis 



Measuring the Surgical Safety 
Checklist 

Pre = 169   Post = 143 

Antibiotic prophylaxis 
                                        Pre                                     Post                              p 
                                                                                            
Overall                              125/169 (74.0%)          72/143 (50.3%)           <.0001  
Appropriately Given  56/83   (67.5%)       37/78 (47.4%)           0.003  
Appropriately Withheld   64/86  (74.4%)       36/65 (55.4%)              0.02  

VTE prophylaxis 
                                             Pre                                     Post                           p 
Overall                               145/169 (85.8%)            126/142 (88.7%)             0.4 
Appropriately Given    2/22 (9.1%)                    12/23 (52.2%)      0.003  
Appropriately Withheld  144/146 (98.6%)         116/119 (97.5%)      1.0  



Measuring the Surgical Safety 
Checklist 

•  Process 
– 25 procedure audit measuring each phase 
– Additional questions: 

• Team participation 
• Patient history shared 
• Noise levels (1-5) 
• Good catches 
• Comments  



Measuring the Surgical Safety 
Checklist - audit 

•  Sign In: 22/25 
– Pt ID, site, allergies, VTE completed 22/22 
– Airway/bloods  - 7/22 not completed  

•  Time Out: 23/25 
•  Sign Out: 4/25 



Measuring the Surgical Safety 
Checklist - audit 

• Noise levels  
– 12 (low 1-2) 
– 5 (3) 
– 3 (4-5)  

•  Team member participation (23/25) 
•  Patient History shared (2 not completed, 1 

not shared) 



Measuring the Surgical Safety 
Checklist - audit 

• Good Catches 
– Allergy bracelet incomplete 
– Heparin s/c not given at sign in and requested 

at time out 
– Antibiotic prophylaxis given in one procedure 

due to patient history, not normally required – 
picked up in time out. 



Measuring the Surgical Safety 
Checklist - audit 

• Comments 
– No blood work avail for angioplasty 
– One surgeon not used to time out 
– Anaesthesia identified themselves, no other team 

members 
– Decadron often ordered in time out 
– Noise level so high nurse had to ask team to be quiet 



Measuring the Surgical Safety 
Checklist - audit 

• Comments 
– Duties continue during time out e.g. prepping, 

gowning gloving, moving tables, putting on light 
handles etc 

– Joke was made during time out by circulating nurse 
causing distraction to surgeon and interrupting time 
out 



Measuring the Surgical Safety 
Checklist - audit 

• Opportunities 
– VTE identified with ‘?’ 
– Neck dissection with JP wound class 2 in sign out 
– Lack of familiarity with Sign Out  



•  Surgery planned different to consent  
• Checklist used, but equipment not ready  
•  Two specimens placed in same container 

stories work – share them with 
staff 



Next step  

• Observational Audits  
– e.g. Dr Lingard et al (2006) “Information 

exchange recording form” 



Questions? 


