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Surgical safety checklist (SSC)

g bl SURGICAL SAFETY CHECKLIST (FirsT EpiTION)

Before induction of anaesthesia »»»»»»rr» Before skin incision »pprrprrrrrrrr Before patient leaves operating room

[1 PATIENT HAS CONFIRMED [1 CONFIRM ALL TEAM MEMBERS HAVE NURSE VEREALLY CONFIRMS WITH THE
« IDENTITY INTRODUCED THEMSELVES BY NAME AND TEAM:
* SITE ROLE
+ PROCEDURE [0 THE NAME OF THE PROCEDURE RECORDED
» CONSENT [1 SURGEON, ANAESTHESIA PROFESSIONAL
AND NURSE VERBALLY CONFIRM [ THAT INSTRUMENT, SPONGE AND NEEDLE
[] SITE MARKED/NOT APPLICABLE « PATIENT COUNTS ARE CORRECT (OR NOT
X ! «SITE APPLICABLE)
7 ANAESTHESIA SAFETY CHECK COMPLETED « PROCEDURE
[0 HOW THE SPECIMEN IS LABELLED
[] PULSE OXIMETER ON PATIENT AND FUNCTIONING ANTICIPATED CRITICAL EVENTS (INCLUDING PATIENT NAME)
DOES PATIENT HAVE A: [] SURGEON REVIEWS: WHAT ARE THE [ WHETHER THERE ARE ANY EQUIPMENT
CRITICAL OR UNEXPECTED STEPS, PROBLEMS TO BE ADDRESSED
KNOWN ALLERGY? OPERATIVE DURATION, ANTICIPATED
O BLOOD LOSS? [0 SURGEON, ANAESTHESIA PROFESSIONAL
] YES AND NURSE REVIEW THE KEY CONCERNS
[] AMNAESTHESIA TEAM REVIEWS: ARE THERE FOR RECOVERY AND MANAGEMENT
DIFFICULT AIRWAY/ASPIRATION RISK? ANY PATIENT-SPECIFIC CONCERNS? OF THIS PATIENT
O NO
] YES, AND EQUIPMENT/ASSISTANCE AVAILABLE [1 NURSING TEAM REVIEWS: HAS STERILITY
(INCLUDING INDICATOR RESULTS) BEEN
RISK OF >500ML ELOOD LOSS CONFIRMED? ARE THERE EQUIPMENT
(7ML/KG IN CHILDREN)? ISSUES OR ANY CONCERNS?
1 NO
[1 YES, AND ADEQUATE INTRAVENOUS ACCESS HAS ANTIBIOTIC PROPHYLAXIS BEEN GIVEN
AND FLUIDS PLANNED WITHIN THE LAST 60 MINUTES?
[l YES
[] NOT APPLICABLE

IS ESSENTIAL IMAGING DISPLAYED?
YES
NOT APPLICABLE

0o

The World Health Organization's surgical safety checklist is designed to improve adherence to
operating room safety standards, and its use has been shown to reduce complications among surgical
patients.

The SSC is an effective tool for improving safety in neurosurgical patients, which can be established in
surgical departments of any hospital without increasing healthcare costs or operative time *.

Communication between the surgeon and the anesthesiologist was enhanced, and safety-related
issues were better covered when the checklist was used. Unplanned readmissions fell from 25% to
10% after the checklist implementation (p = 0.02). Wound complications decreased from 19% to 8%
(p = 0.04). The consistency of documentation of the diagnosis and the procedure improved. The use
of the checklist improved safety-related performance and, contemporarily, reduced numbers of
wound complications, and readmissions were observed ?.

The implementation of a universal surgical safety checklist protocol in 2004 was intended to minimize
the prevalence of wrong site surgery (WSS). However, complete elimination of WSS in the operating
room continues to be a challenge. The purpose of a study is to evaluate the prevalence and etiology
of WSS in the state of California. Study Design A retrospective study of all WSS reports investigated
by the California Department of Public Health between 2007 and 2014.

Prevalence of overall and specialty-specific WSS, causative factors, and recommendations on further
improvement are discussed.

A total of 95 cases resulted in incident reports to the California Department of Public Health and were
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included in the study. The most common errors were operating on the wrong side of the patient's
body (n = 60, 62%), performing the wrong procedure (n = 21, 21%), operating on the wrong body
part (n = 12, 12%), and operating on the wrong patient (n = 2, 2%). WSS was most prevalent in
orthopedic surgery (n = 33, 35%), followed by general surgery (n = 26, 27%) and neurosurgery (n =
16, 17%). All 3 otolaryngology WSS cases in California are associated with the ear.

WSS continues to surface despite national efforts to decrease its prevalence. Future research could

establish best practices to avoid these “never events” in otolaryngology and other surgical specialties
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