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Objectives

« Stop chasing shiny toys: Break the cycle of innovation and loss
of interest

 Capitalize on the Surgical Safety Checklist as a powerful tool
with a uniquely strong foundation

» Use the High-Performance Checklist as blueprint to improve
surgical safety at your hospital

* Adopt Reimplementation as a transformative way of sustaining
and increasing the value of quality improvement Initiatives at
your hospital
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The Ideal Tool of Quality Improvement

Generalizabl
e

High Impact
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The Surgical Safety Checklist (SSC)




“First Do No Harm”



Surgical Safety Checklist @ggggiggggg Patient Safety

A World Alllance for Safer Health Care

Before induction of anaesthesia Before skin incision Before patient leaves operating room

(with at least nurse and anaesthetist) (with nurse, anaesthetist and surgeon) (with nurse, anaesthetist and surgeon)

[] Confirm all team members have Nurse Verbally Confirms:
introduced themselves by name and role.

[ The name of the procedure
[ Confirm the patient’s name, procedure, [C] Completion of instrument, sponge and needle
and where the incision will be made. counts
e : . b [C] Specimen labelling (read specimen labels aloud,
tlhaes Iaalgllsaaolt':icn%:g_l;ylams been given within including patient name)
O Yes [J Whether there are any equipment problems to be

addressed

[J Not applicable

To Surgeon, Anaesthetist and Nurse:

[J What are the key concerns for recovery and
management of this patient?

Anticipated Critical Events

To Surgeon:

[0 What are the critical or non-routine steps?
[J How long will the case take?

[J What is the anticipated blood loss?

To Anaesthetist:
) Are there any patient-specific concerns?

To Nursing Team:

[ Has sterility (including indicator results)
been confirmed?

() Are there equipment issues or any concerns?

Is essential imaging displayed?
0 Yes
[J Not applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged. Revised 1/2009 ©WHO, 2009



Outcomes before and after implementation of the

JOURNAL o MEDICINE Checklist, aggregate
12% Any complication
A Surgical Safety Checklist to Reduce Morbidity 10%
and Mortality in a Global Population
Alex B.vHvaynes, M.D., M.P.H., Thomas G. Weis.er, 'M.D., M.P.H., 3%
William R. Berry, M.D., M.P.H., Stuart R. Lipsitz, Sc.D., Surgical site

Abdel-Hadi S. Breizat, M.D., Ph.D., E. Patchen Dellinger, M.D.,
Teodoro Herbosa, M.D., Sudhir Joseph, M.S., Pascience L. Kibatala, M.D.,
Marie Carmela M. Lapitan, M.D., Alan F. Merry, M.B., Ch.B., F.AN.Z.C.A,, F.R.CA, 6%
Krishna Moorthy, M.D., F.R.C.S., Richard K. Reznick, M.D., M.Ed., Bryce Taylor, M.D.,
and Atul A. Gawande, M.D., M.P.H., for the Safe Surgery Saves Lives Study Group*

infection

o Unplanned
reoperation
2% .\.
47% drop in o D.m\c

Checklist

mo rta I ity Baseline

Haynes et al, NEJM,

raYaYaYal



Checklist Reduced perioperative mortality In

Mortality rate (%)
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Spread and Scale

Safe Surgery Saves Lives

Surgical Safety Checklist References as of 2019

B rcferenced in Ministry of Health guidelines B referenced in community-level guidelines or programming not referenced

Ref. Checking in on the Checklist, Lifebox,



Journal of the

JAC S American College of Surgeons

—— Reduced IVIDrtallty

WHO S5C No Checklist

StudyorSubgroup Everts N Everts N Weight,% OR, Random, {95% CI) OR, Rardom, {95% CI)
Haynes etal, 2000 32 3955 56 3733 6.45 054 (0.35- 083) —-—
Weiseretal, 2010 13 a8 31 842 3.49 038 (0.20- 073) -
Kwoketal, 2012 66 2106 79 1993 903 078 (056- 1.09)
van Kleietal, 2012 318 11151 450 14362 1632 091 (0.78- 1.05)
Yuanetal, 2012 7 249 5 52 1.26 131 (041 420
lubbehe etal, 2013 108 1818 X% 609 6.42 1.42(091- 220) _t—
Tillmanetal, D13 36 3616 30 3319 554 1.10 (068- 1.79)
Boaz etal, 2014 10 380 3 380 102 3.40 (095- 1244 -
Pralashetal, 2014 0 80 | 72 017 030 (001L- 738) .
Urtachetal, 2014 691 106370 776 109541 18.06 091 (083- 101)
Chaudharyetal, 2015 20 350 35 350 436 055 (031- 097)
Haugenetal, D15 5 2263 35 2212 489 064 (038- 1.08)
Kimetal, 2015 2 637 79 1993 534 079 (0.48- 1.29)
Rodrigo- Rincon et al, 2015 7 801 12 801 187 058 (0.5- 1.48)
Biskupetal, 2016 1 510 | 2166 0.5 094 (006 - 15.00)
lacassie etal, 2016 178 2050 1 250 1412 077 (063- 099 -
Mayeretal, 2016 56 6494 3 220 1.24 063 (0.20- 203)
O'learyetal, 216 1 14458 0 14514 018 297 (0.12-7292) -
Total 1587 187196 1853 186189 100.00 0.82(0.72- 0.94) : : @ :
Hete rogeneity: Tau’=0.02; Q=30.43, df(Q) = 17 (p = 0.0B); '=44% 0.01 o1 0 1o
Test for overa || effect: 2= 290 (p=0.004) Favon WHOSSC Ravorn ho Checklst

Sotto, Burian, JACS,



2032 surgical team members surveyed
60 interviews

Urban et al. Annals of Surgery Open,
2021



83-99%

Believe checklist has a positive impact on safety, communication and
teamwork

Would want the checklist used on themselves or
family



Enthusiasm is waning

Teamwork is lacking

Leadership is lacking

Training is minimal

Can the current checklist meet changing needs?






The High-Performance Checklist
Convening at Ariadne Labs
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High Performance Checklist

EXPLORE — — [MPLEMENT — SUSTAIN

1 FormATeam 6 Modify Your 9 Conduct&Evaluate 12 Conduct
Checklist Training Evaluations
2 Understand the 7 Test & Refine Your 10 Launch Your 13 Continue
Work Checklist Checklist Improvement Cycles
3 Evaluate Current 8 PlanYour Launch 11 ConductOngoing
State Coaching

4 Set Goals & Develop
Measurement Plan

5 Communicate
Project




Reimplementatio
n

- Reintroducing a
process into the
same environment

with modifications
- The magnitude of

change is

transformational




Cycle of innovation and disillusionment
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New strategy for the Rebirth of a
Powerful Tool

Sustainment/ future reimplementation




Singapore
General Hospital

SingHealth
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Human Centered Design using EPIS




Effectiveness-Implementation Hybrid Measures

Effectiveness

. Team performance
(NOTECHS)

« Device related interruptions

« Culture of Safety (HSOPS)

. Patient safety events

« Near misses

Implementation

. Feasibility
« Penetration
o Fidelity







Improved Safety Culture
and Fewer Adverse
Events

eimproved Perceptions of Patient Safety
improved Hand-Offs

‘Iimproved Teamwork Across Professions
‘improved Communication Openness

1

Patient Safety Events

2 3 4 5 6 7 8 9 10 11 12 13 14 15
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The High-Performance
Checklist in Alberta, Canada

Pilot in excellent surgical team
looking to be even better

Expanding within the hospital and
to multiple other hospitals in the
province




HPC Toolkit Work with

Implementation Team

Baseline e ST Fos Follow-Up
Explore  Custom and Sustain Intervention i
Data *prepareﬂ ssc ® » Data » Data
Collection Collection Collection

Site 2: Here

Site 1: Here



Barriers, Facilitators and Modification to
Achieve High Performance

Barriers Facilitators

. Engaged Team Vascular Specific
Leadership Members ltems
Focus on
: Cultural ,
Resistance Expectation Behaviour
Change

Modifications

Consistency



Customized Vascular Surgery SSC

University of Calgary Vascular Safe Surgery Checklist

Sign In

[ Team introductions

OR team confirms:
 PatientID
O Site/side/level and procedure

Nursing
O Equipment concerns?

O Antibiotics required?
O VTE prophylaxis requirements

OR team confirms:
Case performed

Specimens labeled
Pain control plan?

Disposition?

0O 0 0 00O

Sponge and instrument count

Concerns for recovery?

Vascular Team Discussion
O Critical moments anticipated
for surgery, anesthesia, nursing
O Clamping, blood loss
U Other

Heparin, ACT plans
Potential transfusion needs
blood availability

IV access

Other concerns?

Everyone in the room : speak up if you
have concerns at any time

A




We Asked the Experts: The WHO Surgical Safety
Checklist and the COVID-19 Pandemic:
Recommendations for Content and Implementation
Adaptations

Nikhil Panda, James C. Etheridge, Takshveer Singh, Yves Sonnay, George Molina, Barbara K. Burian,

Mariano, Alan Merry, Barbara Mushayandebvu, Mary T. Nabukenya, Milind Shah, Lisa Spruce, Thomas

G. Weiser & Mary E. Brindle

World Journal of Surgery 45, 1293-1296(2021) | Cite this article

THE WHO SURGICAL SAFETY.
CHECKLIST IN COVID-19

Gontent and Implementation Adaptations to Support Surgical Care Teams

Surgical safety checklists are powerful patient safety tools that improve the

performance of surgical teams in health systems across the globe. The COVID-19

pandemic has challenged many aspects of the way these teams function to deliver
high quality patient care.
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These consensus rTecommendations for surgical teams address critical considerations for how local versions

of the WHO Surgical Safety Checklist may be adapted both in terras ot content and implementation amidst the

ongoing challenges of the COVID-15 pandemic.

ARADNE LABS  lifebos@ S



Consensus Statement | Surgery

February 8, 2023

Development of an Enhanced Recovery
After Surgery Surgical Safety Checklist
Through a Modified Delphi Process

JAMA

ERAS Surgical Safety Checklist

Before induction of anaesthesia Before patient leaves operating room

Has the patient confirmed his/her identity, site,
procedure, and consent?
Yes

Is the site marked?
Yes
Not applicable

Confirm all team members have introduced
themselves by name and role

Confirm the patient’s name, procedure, and
where the incision will be made

Is anesthesia machine and medication
check complete?
Yes

Has appropriate antibiotic prophylaxis been given
within the last 60 minutes?

Yes

Not applicable

Nurse verbally confirms:
The name of the procedure
Completion of instrument, sponge and needle
counts
Specimen labeling (read specimen labels aloud,
including patient name)
Whether there are any equipment problems to be
addressed

What is the patient’s NPO status?

Does the patient have a:

Known allergy?

No

Yes
Difficult airway or aspiration risk?

No

Yes, and equipment/assistance available
Risk of >500mL blood loss?

No

Yes, two |Vs/central access and fluids planned?

Anticipated Critical Events

To surgeon:
What are the critical or non-routine steps?
How long will the case take?
What is the anticipated blood loss?

To anesthetist:
Are there any patient-specific concems?
What is the plan for intraoperative fluid
management?

To nursing team:
Are there equipment issues or any concerns?

What is the opioid-sparing analgesia plan?

What is the warming and temperature monitoring
plan?

What DVT prophylaxis is planned or in place?

What antibiotics and skin prep have been
requested?

Is the appropriate surgical equipment available?
Yes

Does the patient need to void or foley required?

Is essential imaging displayed?
Yes
Not applicable

To Surgeon, Anesthetist, and Nurse:

What are the key concerns for recovery and
management of this patient?
What is the postoperative analgesia plan? Any
contraindications to NSAIDs?
What is the postoperative nausea prevention plan?
Any contraindications to early feeds?
What is the postoperative DVT prophylaxis plan?
What are expected ongoing maintenance fluid
requirements?
Have all unnecessary drains, NGs, foleys been
removed?

Network®




e How to Salvage a Useful
B"si"ess Process That Isn’t Working
Anymore

by Rachel Moyal-Smith, Kaisin Yee, and Mary Brindle

Review




Match Challenges with Existing
Innovations




Reimagine
What is
Possible




Build
Momentum
to Overcome

Routine
Habits




Embrace
Vulnerability




Thank you

MBrindle@ariadnelabs.or
A @ ’

@MaryEBrindle




