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Helsinki Declaration 

•  Anaesthesiology shares responsibility for 
quality and safety in Anaesthesia, Intensive 
Care, Emergency Medicine and Pain Medicine, 
including the whole perioperative process, 

 

• Anaesthesiology is the key specialty in 
medicine to take up responsibility for 
achieving the goals listed below which will 
notably improve Patient Safety in Europe.   



Established  
 in Helsinki on 14 June 2010  

• Patients have a right to expect to be safe and 
protected from harm during their medical care 
and anaesthesiology has a key role to play 
improving patient safety perioperatively.  

• Patients have an important role to play in their 
safe care which they should be educated 
about and given opportunities to provide 
feedback to further improve the process for 
others.  

 

 



Helsinki Declaration 

• The funders of healthcare have a right to 
expect that perioperative anaesthesia care will 
be delivered safely and therefore they must 
provide appropriate resources.  

• Human factors play a large part in the delivery 
of safe care to patients, and we will work with 
our surgical, nursing and other clinical 
partners to reliably provide this.  

 



 Heads of Agreement  

 

  

• No ethical, legal or regulatory requirement 
should reduce or eliminate any of the 
protections for safe care set forth in this 
Declaration.  

 



 Principal requirements  

• the European Board of Anaesthesiology (EBA) 
with European Commision aims for improving 
Patient Safety in Europe in cooperation 
between European organisations.  



Requirements for patient`s safety 
in OR by UEMS EBA and ESA 

1. All institutions providing perioperative 
anaesthesia care to patients (in Europe) 
should comply with the minimum standards 
of monitoring recommended by the EBA both 
in operating theatres and in recovery areas.  

2. All such institutions should have protocols 
and the necessary facilities for managing the 
following:  

 



Required standards and protocols: 

• Preoperative assessment and preparation  

• Checking Equipment and drugs  

• Syringe labelling  

• Difficult/failed intubation  

• Malignant hyperpyrexia  

• Anaphylaxis  

• Local anaesthetic toxicity  

• Massive haemorrhage  

• Infection control  

• Postoperative care including pain relief  

 



Standards requirements: 

• All institutions should support the WHO Safe 
Surgery Saves Lives initiative and Checklist.  

• All departments of anaesthesiology in Europe 
must be able to produce an annual report of 
measures taken and results obtained in 
improving patient safety locally.  



Standards requirements: 

• All institutions providing anaesthesiological 
care to patients must collect the required data 
to be able to produce an annual report on 
patient morbidity and mortality.  

• All institutions providing anaesthesiological 
care to patients must contribute to the 
recognised national or other major audits of 
safe practice and critical incident reporting 
systems.  



Causes of severe adverse events 
during anesthesia 

• Exaggerated pharmacological effect, e.g., 
hypotension during extradural anesthesia or with 
propofol; bradycardia and hypotension after opiates 

• Anaphylaxis to one of the i.v. NMBAs or anesthetic 
drugs 

• Adverse reaction to another administered drug e.g., 
drug with premedication; antibiotic with induction; 
analgesic, e.g., NSAID rectally or opiate 
intraoperatively 

• Latex rubber allergy 



Causes of severe adverse events 
during anesthesia 

• Reaction to intravenous infusion, for example colloid, blood, 
plasma 

• Allergy to other substance given, e.g., chlorhexidine or a 
diagnostic dye 

• Problem with anesthetic technique, for example intubation 

• Autonomic parasympathetic effects, e.g., during laparoscopy, 
peritoneal traction, arthroscopy, squint surgery, dental 
surgery. 

• Medical (non-allergic) cause, for example septicaemia; 
cardiac; severe asthma, pneumothorax; air embolus 

• Malignant hyperthermia 



Example of protocol for 
management of sever adverse event 



Anaphylaxis in OR 

• The incidence of anaphylaxis during anesthesia has 
been reported to range from 1 in 4000 to 1 in 
25,000.  

• Anaphylaxis during anesthesia can present as 
cardiovascular collapse, airway obstruction, and/or 
skin manifestation.  

• It can be difficult to differentiate between immune 
and nonimmune mast cell-mediated reactions and 
pharmacologic effects from the variety of 
medications administered during general anesthesia. 



Management of patient with suspected 
anaphylaxis during anesthesia 

1. Stop administration of all agents likely to 
have caused the anaphylaxis. 

2. Call for help. 

3. Maintain airway, give 100% oxygen and lie 
patient flat with legs elevated. 

4. Give epinephrine (adrenaline). This may be 
given intramuscularly in a dose of 0.5 mg to 1 
mg. Alternatively, 50 to 100 μg intravenously 
(0.5 to 1 mL of 1:10,000) over 1 min 



Management of patient with suspected 
anaphylaxis during anesthesia 

• Second step therapy 

1. Give corticosteroids (100 to 500 mg 
hydrocortisone slowly iv). 

2. Bronchodilators may be required for 
persistent bronchospasm. 



Example of protocol for 
management of sever adverse event 
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Example of protocol for 
management of sever adverse event 



• A surgical safety checklist (SSC) is an 
inexpensive tool capable of shifting the 
hierarchical culture in the operating room and 
fostering patient safety attitudes, 



• Approximately 234 million operations are performed 
annually and with regard to surgical procedures the 
WHO SSC has shown the potential to be effective at 
reducing complication and mortality rates. 

• Furthermore, positive effects on communication 
procedures can also be expected from using a 
structured tool such as the SSC, 



• The functioning of a checklist requires people to 
make one salient change in their routine procedures; 
in particular, the operating theater team has to 
pause during the team time out (TTO) and sign out 
(SO) phases before continuing. 



• Multiple barriers such as misuse, nonuse or 
incomplete execution are reported and reduce 
chances for the best possible outcomes.  

• Reasons for this can lie in a lack of positive role 
models or less than enthusiastic team members, 
hierarchical barriers, limited knowledge of correct 
usage and inappropriate implementation 
procedures. 



• Thereby, active involvement in the implementation 
phase as well as continuous evaluation and training 
is presumed to greatly impact the compliance and 
acceptance by all team members. 



World Health Organization 
Surgical Safety Checklist 

• Adverse events in surgery are an 
important problem globally. 
Many are preventable. 

• The WHO Surgical Safety 
Checklist has been shown to 
reduce surgical complications 
and improve communication 
and teamwork in the operating 
theatre. 

ATOTW 325 – WHO Surgical Safety Checklist (5th Feb 2016) 



World Health Organization 
Surgical Safety Checklist 

• Key components to successful 
implementation of the checklist 
include senior administrative 
support, surgical buy-in, ensuring 
underlying processes of care are in 
place and the use of local 
champions. 

• Modification to suit local practice, 
training, stepwise implementation 
and real time feedback on 
performance improves uptake. 



Examples of near miss because of 
lack of checklist compliance 

• An 18yr old girl, Ms X came to theatre for an urgent appendicectomy. 
When the operating staff called to the ward for Ms X, her nurse was busy 
with another patient. Another nurse helpfully gathered the notes and 
brought Ms X to the operating area. An anaesthetist, Dr A, had assessed 
Ms X on the previous shift and had given a brief handover to the current 
anaesthetist, Dr B. Dr B was approaching the end of a busy 12-hour shift, 
with emergency cases on the priority list. Having anaesthetised Ms X, Dr B 
was about to give antibiotics and noticed that the allergy box on the 
anaesthetic chart was left blank. She went to check the drug chart and saw 
Ms X had a severe penicillin allergy. The nurse was unaware of this allergy, 
Ms X did not mention it before induction and Dr A had forgotten to hand it 
over to Dr B. This was a near miss and could have been avoided if the 
allergies had been checked before induction of anaesthesia during the ‘sign 
in’ part of the surgical safety checklist. 

 

ATOTW 325 – WHO Surgical Safety Checklist (5th Feb 2016) 
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ATOTW 325 – WHO Surgical Safety Checklist (5th Feb 2016) 

I had very similar 

situation in my 

practice  



Implementation of SSC 

• A systematic review including over 74 000 patient 
records found a median incidence of in-hospital 
adverse events of 9.2% with approximately half of 
those events being operation or drug-related, and 
43% deemed preventable, 

• The aim of this ‘WHO checklist’ was to give teams a 
simple, efficient set of priority checks to improve 
effective teamwork and communication and 
encourage active consideration of patient safety for 
every operation performed. 



Constituent parts of the checklist 

Sign in – before induction of anaesthesia, ideally with 
surgeon present, but not essential 

Verbally verify, review with the patient when possible: 

a. Patient identity 

b. Procedure and site 

c. Consent for surgery 

d. Operative site is marked if appropriate (involving left 
or right distinction) 

e. Pulse oximeter is on the patient and functioning 



Constituent parts of the checklist 

Review between anaesthetist and checklist coordinator: 

f. Patient’s risk of blood loss. If >500ml in adults or >7ml/kg in 
children, it is recommended to have at least 2 large bore 
intravenous lines or a central line before surgical incision and 
fluids or blood available 

g. Airway difficulty or aspiration risk. Where a potentially high-
risk airway is identified, at a minimum the approach to 
anaesthesia should be adjusted accordingly, emergency 
equipment must be accessible and a capable assistant should be 
physically present during induction. Symptomatic active reflux or 
a full stomach should also be handled with a modified plan, 



Constituent parts of the checklist 

Review between anaesthetist and checklist 
coordinator: 

h. Known allergies - all members of team need 
to be aware 

i. Anaesthesia safety checks complete 
(equipment, medications, emergency 
medications, patient’s anaesthetic risk) 



Time out – after induction and before 
surgical incision, entire team 

a. Each team member introduces him/herself by 
name and role 

b. Pause to confirm correct operation for correct 
patient on correct site. Anaesthetist, nurse and 
surgeon should all individually confirm 
agreement, plus the patient if awake 



Example of avoiding mistakes:  
mark the patient for operation 





Time out – after induction and before 
surgical incision, entire team 

c. Review anticipated critical events 

i. Surgical critical/unexpected steps, operative 
duration, anticipated blood loss 

ii. Anaesthetic patient specific concerns, for 
example, intention to use blood products, co-
morbidities 

iii. Nurses confirm sterility of instruments and 
discuss equipment issues/concerns 



Time out – after induction and before 
surgical incision, entire team 

d. Confirm prophylactic antibiotics where 
required, was given within the 60 minutes prior 
to skin incision. If not given and required, 
administer prior to incision. If >60 minutes, 
consider re-dosing the patient 

e. Essential imaging displayed as appropriate 



Sign out – during or immediately after wound 
closure, before moving the patient out of the 
operating room, whilst surgeon still present 

a. Confirm operation performed and recorded 

b. Check instrument, sponge/swab and needle 
counts are complete. Where numbers do not 
reconcile the team should be alerted and take 
steps to investigate 

c. Check surgical specimens labelled correctly 

d. Highlight equipment issues 

e. Verbalize plans or concerns for recovery and 
postoperatively, especially any specific risks 







World Health Organization 
Surgical Safety Checklist 

• A single person should be responsible for checking the 
boxes on the list and this can be any healthcare 
professional in the operating team, often the 
circulating nurse.  

• That nominated coordinator should prevent the team 
moving forward before each step has been addressed. 
Initially this could lead to tensions and resistance 
within the team, but only through consistently 
following the safety steps will the most common and 
avoidable risks be minimized. 

 

ATOTW 325 – WHO Surgical Safety Checklist (5th Feb 2016) 



Five Steps to Safer Surgery 



Barriers to implementation of the 
WHO checklist 



Top tips for successful 
implementation of the WHO Checklist 

• Leaders in surgery, anaesthesia and nursing 
are very influential. It is important for leaders 
to embrace patient safety as a priority and to 
use the surgical safety checklist for their own 
cases. 

• It is helpful to establish a local implementation 
team, with representatives from anaesthesia, 
surgery and nursing. This team should meet 
on a regular basis to plan introduction of the 
checklist. 



Top tips for successful 
implementation of the WHO Checklist 

• The implementation team should lead staff 
training, 

• Training should be multi-professional, 
incorporating the whole team. 

• The implementation team should consider 
whether to implement the checklist in one 
area first or to introduce the checklist unit-
wide. 



Top tips for successful 
implementation of the WHO Checklist 

• Retained swabs, needles or instruments are 
the most commonly reported serious adverse 
events in surgery. 

• A surgical instrument count should be based 
on standardised pack or formal instrument 
list. 

 



Top tips for successful 
implementation of the WHO Checklist 

• Timely administration of antibiotics at least 15 
but not more than 60 minutes before knife to 
skin (including in caesarean section) is an 
effective intervention to reduce surgical site 
infection, and anaesthetists can make an 
important contribution to reducing this 
complication.  

• It is important to establish local antibiotic 
protocols and to make sure that these are 
adhered to. 



Top tips for successful 
implementation of the WHO Checklist 

• It is useful to encourage teams to 
communicate clearly. 

• Staff need to free themselves up from 
distracting tasks when the checks are being 
completed, ideally asking for ‘a surgical pause’ 
or ‘a moment of silence’ to gather everyone’s 
attention. 

• The the sign out can be completed whilst the 
surgeon is closing the wound, 





5 key ways to strengthen the surgeon-
anesthesiologist relationship  

Written by Anuja Vaidya, September 
12, 2014   

1. Communicate. 

2. Have mutual respect. 

3. Explain potential issues. 

4. Get to know each other. 

5. Don't forget the goal. 



Top tips for successful 
implementation of the WHO Checklist 

• Routine pre-anaesthesia safety checks is the 
part of the WHO Standards for Safe Surgery, 
also the WFSA International Standards for the 
Safe Practice of Anaesthesia 2010, 

 



• A pre-use check to ensure the correct 
functioning of anaesthetic equipment is 
essential to patient safety. 

 







Summary 

• Preventable harm occurs daily during surgery 
across the world.  

• The WHO checklist was introduced as one 
means of reducing harm and improving 
patient safety in the operating theatre. 



Summary 

• The key factors that enable successful use of 
the checklist are: senior multidisciplinary 
support, surgical buy-in, ensuring underlying 
processes of care are in place, and using local 
champions to enthuse and encourage staff. 
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