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Surgical Safety Checklist 
“We hypothesized that 
a program to 
implement a surgical 
safety checklist 
designed to improve 
team communication 
and consistency of 
care would reduce 
complications and 
death with surgery.” 

Haynes, AB, et al. NEJM 2009; 360(5): 491-499.	







Hurdles to a Successful 
Implementation of the Surgical 
Safety Checklist: A Pilot Study 

                The Test Run 



Perceived Barriers ��
(Prior to Pilot) 

•  Time 

•  Buy in  

•  Compliance 



 Building the Team ��

• Committee 

– 2 Surgeons 
– Anesthetist 
– Respiratory Therapist 
– Nurse 



Results of 5 day pilot 

•  Specialty  
– Colorectal 
– General  

•  Total Number of 
Surgeries 
– 12 

•  Team 
– Surgeons 
– Anesthetists 
– Residents & Fellows 
– Respiratory Therapists 
– Nurses (TL & ATL) 
– Nursing Assistants 
– O.R. Technician 



Success Factors 

•  Education 

– When staff is well educated prior to running 
the checklist, compliance =100% 

– Seniority of nurse 
– Awareness of Surgeon 



Challenges 

• Noise level 

•  Intimidating experience for nurse 

•  Perceptions of nurses of NOT participating 
in the checklist pilot or integrated in the 
process 

•  Surgeon  not present for ‘Sign In’ 



 Benefits 

•  Interprofessional communication 
– Specific requirements/plan sharing 
– Potential complications identified 
– Accurate documentation in charts and 

handling of specimens 

•  Feeling of delivering safer care  



 Modifications 

• Modified from original WHO checklist 
– Based on pilot results 

• One size does not fit all (surgical 
specialties, ophtalmology vs general 
surgery) 

•  Appropriate modifications creates buy in 
– E.g. Ophthalmology (SSC shouldn’t take 

longer than the procedure!) 





3 Phases 

Sign In 
•  Interprofessional communication 

– Specific requirements/plan  
– Potential complications 
– Accurate documentation and handling of 

specimens 

•  Feeling of delivering safer care  





3 Phases 

Time Out 
•  Interprofessional communication 

– Specific requirements/plan  
– Potential complications 
– Accurate documentation and handling of 

specimens 

•  Feeling of delivering safer care  



3 Phases - modification 

Time Out 
• Was recently modified to include 

– 2nd dose of antibiotics required 
– Normothermia measures in place (rather than 

in sign out) 





3 Phases 

Sign Out 

•  Specimen identification  
– Oncology centre – accurate pathology  

•  Plan for patient post-operatively 
– Meds, follow up, potential complications etc 



3 Phases - modification 

Sign Out 

•  Wound classification 





Reinforces Several Hospital 
Safety Protocols 

•  Patient Identification 
•  Timely administration of appropriate 

antibiotic use (before incision and every 4 
hres) 

•  VTE Prophylaxis 
• Maintenance of Normothermia 



 Factors influencing successful 
implementation 

•  Leadership commitment 
• Communication to Chiefs, TL’s 
• Goals clearly stated – 100% compliance required 

• Education 
• Champion nurses, surgeons, anesthetists, 

RT’s 
Leader was circulating nurse – now is a team effort 

and often Surgeon driven 



 Outcomes 

• Team communication enhanced 
• Promotes professional environment 
• Assists learning of procedures, steps of 

interventions and possible complications 
• Reminds us that we are operating on a person 

rather than fixing a body part 
• Several anecdotes by nurses of near misses 

• We need a formal way of keeping track  
• Whiteboard  
• Log book 

• A work in progress! 



 Implementation results 

•  Initial compliance 30 – 50% 
• Followed by Opera electronic system 
• Day shift 

• Current compliance 90% (and higher) 
• Stats shared with staff regularly, per room, per 

surgeon 
• White board for sharing stats 
• Reminders weekly and evaluation-validation visits 

in operating rooms 



 Implementation results 

• Beyong statistics,  
      there is the message (Dre L. Lingard, PhD) 

• Parallel conversations 
• Complementory messages  
• Communication effectiveness 
• Compliance to process 



 Implementation results 

How to measure our successes 

• Work groups share their anecdotes  
• Diffusion of the good catches and not so good 

ones 
• … 



Link to Quality 

•  a tool to facilitate the reduction of near 
misses and medical errors represents a 
theoretical prevention of adverse events  
of approximately 450 surgical patients 
per year  



Conclusion 

It works! 
– Adds patient safety value 
– Is inexpensive and easy to use 
– Gives a voice    
– Easy to align 

(cpsi, 2009) 

Results 
– Data comparing pre and post implementation 

periods are being gathered to further assess 
the impact for patients of JGH 



ONE PATIENT 

ONE GOAL 

ONE TEAM 

And partnering with 
CPSI-SHN SSSL faculty 
And Checklist Action 

Series 



Thank you! 

Bparé@jgh.mcgill.ca 
For further information please contact us or 

visit:  

www.who.com 
www.cpsi.org 



Pour plus d’information, consulter les sites 
www.who.com   www.cpsi.org 


