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TALK OUTLINE 

• Effect on patient outcomes 

 

• Barriers and fascilitators 

 

• Road to successful implementation 
 

 

 

 



    

  

WHO 2009 - http://www.who.int/patientsafety/safesurgery/checklist/en/ 
  

http://www.who.int/patientsafety/safesurgery/checklist/en/


    

  

GOAL 

• Teamwork 

 

• Communication 

 

• Consistency of care 

 

• Improve patient outcome 

WHO 2009 - http://www.who.int/patientsafety/safesurgery/checklist/en/ 
  

http://www.who.int/patientsafety/safesurgery/checklist/en/


    

  

 
8 hospitals – 8 countries 

3733 patients before 
3955 patients after 

 
 Complications 11% vs. 7% (P < 0.001) 
   Mortality 1.5% vs. 0.8% (P = 0.003) 

Haynes et al, NEJM 2009 
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Urbach et al, NEJM 2014  

101 hospitals in Canada 
109,341 procedures before 
  106,370 procedures after 

 
  Complications   3.86% vs. 3.82% (P < 0.12) 
          Mortality    0.71% vs. 0.65% (P = 0.13) 

 



    

  

 

2 hospitals i Norway 
2212 procedures before  
  3083 procedures after 

 
Complications    19.9% vs. 12.4% (P < 0.001) 

Mortality        1.6% vs. 1.0% (P = 0.151) 
 

Length of stay: 7.8 days vs. 7.0 days (P = 0.022) 

 
Haugen AS et al, Annals of Surgery. 2015; 261(5):821-828  



    

  

Haugen AS et al,  Annals of Surgery 2015; 261(5):821-828  

Postoperative 
complications 

Before 
(n=2212) 

After 
(n=2263) 

  
P-value 

Respiratory 6.4% 3.2% <0.001 

Cardiac 6.4% 4.3% <0.001 

Infections 6.0% 3.4% <0.001 

Wound rupture 1.2% 0.3% <0.001 

Bleeding 2.3% 1.2%  0.008 

Technical/mechanical 1.1% 0.4%  0.005 

Unplanned re-operation 1.7% 0.6% <0.001 

Other 2.0% 0.7% <0.001 



    

  

IMPLEMENTATION 
STEPPED-WEDGE CLUSTER RCT 

ssc Surgical Safety Checklist 

Control, care as usual 

Haugen AS et al. Annals of Surgery 2015; 261(5):821-828  



    

  

IMPLEMENTATION 

 Quality Improvement & Research Project 

 Multi-disiplinary  

 Education  

 Lectures – videos – on site training – 
learning material available in OR 

 Feedback and evaluation 

 Bottom up and ‘Top down’  

 

 

 

 

 

Haugen AS et al, British Journal of  Anaesthesia. 2013; 110 (5): 807-815.   

Haugen AS et al. Annals of Surgery 2015; 261(5):821-828  



    

  

 

MORE RESEARCH 

Hilde Valen Wæhle, RNA    Stian K. Almeland, Surgeon     Arvid Haugen, RNA 
Photo: Haukeland University Hospital 



    

  

Haugen AS, et al. Causal Analysis of World Health Organizations’s Surgical Safety Checklist 
Annals of Surgery. 2017. Nov 6 [published ahead of print] 

ONE HOSPITAL - 3 SURGICAL CLUSTERS 

 
1398 PROCEDURES BEFORE 

 
2304 PROCEDURES AFTER  

 



    

  

 

Structur Process Outcome 

HYPOTHESIS 

Avedis Donabedian, An Introduction to Quality Assurance in Health Care. Oxford University Press. New York 2003. 

WHO 2009 - http://www.who.int/patientsafety/safesurgery/checklist/en/ 

http://www.who.int/patientsafety/safesurgery/checklist/en/


    

  

HOW DOES IT WORK? 



    

  

 

HYPOTHERMIA PROTECTION  
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ANTIBIOTIC PROPHYLAXICS 
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REDUCTION OF COMPLICATIONS 

0%

1%

2%

3%

4%

5%

6%

7%

8%

9%

Cardiac
Respiratory

Infections
Post

operative
bleedings

Wound
rupture

P
e

rc
e

n
t 

Control

Intervention

Safe Surgery Checklist
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• Surgical Safety Checklist 

 

• Improve work processes 

 

• Improve patient outcome 

 

 

Haugen AS, et al. Causal Analysis of World Health Organizations’s Surgical Safety 
Checklist. Annals of Surgery. 2017. Nov 6 [published ahead of print] 

HOW IT WORKS 



    

  

Intervention  

Service 
outcomes 

 
Patient 

outcomes  

Implementation 
Factors 

 
Barriers 

Fascilitators 

Proctor et al, Adm Policy Ment Health 2011;38:65-76 

WHAT INFLUENCE USE?  



    

  

 



    

  
17 YEARS 

Slote Morris et al, J R Soc Med 2011;104:510-20 



    

  

BARRIERS 

• Limited implementation approach 

• Imposed implementation approach 

• Lack of culture for change 

• Time wasting 

• Repetition 

• Resistance and noncompliance 

• Design problems (content/structure) 

 

 

 

Russ et al. Ann Surg 2014, 261(1):81-91.; Conley et al. J Am Coll Surg 2011;212:873–9. 
 

Treadwell et al. BMJ Qual Saf 2014;23:299–318. 



    

  

BARRIERS 

• Not applicable to all surgeries 

• Unsuitable timing of checks 

• Unintended negative effects 

• Patient perceptions 

• Lack of integration to preexisting processes 

• Sceptisism regarding the evidence base 
 

Russ et al. Ann Surg 2014, 261(1):81-91.; Conley et al. J Am Coll Surg 2011;212:873–9. 
 

Treadwell et al. BMJ Qual Saf 2014;23:299–318. 



    

  

FASCILITATORS 

• Planned implementation approach 

• Education/training 

• Feedback on local data 

• Accountability for non-compliance 

• Support from hospital management 

 
 

Russ et al. Ann Surg 2014, 261(1):81-91.; Conley et al. J Am Coll Surg 2011;212:873–9. 
 

Treadwell et al. BMJ Qual Saf 2014;23:299–318. 



    

  

FASCILITATORS 

• Leadership skills 

• Senior clinical buy-in 

• Integration with existing processes 

• Multidisiplinary involvment 

• Modifying the checklist 

 
 

Russ et al.,Ann Surg 2014, 261(1):81-91.; Conley et al. J Am Coll Surg 2011;212:873–9. 
 

Treadwell et al. BMJ Qual Saf 2014;23:299–318. 



    

  

ROAD TO SUCCESSFUL IMPLEMENTATION 

http://www.pasientsikkerhetsprogrammet.no/om-oss/english/the-norwegian-patient-safety-programme-in-safe-hands 



    

  

ROAD TO SUCCESSFUL IMPLEMENTATION 

 Ensure use of all parts 

 Record compliance/fidelity 

 Establish monitoring system (quality indicator) 

 Provide feedback to CEOs, managers, clinical staff 

 Make CEOs and managers accountable 

Haugen et al. Preventing Complications: The Preflight Checklist. European Urology Focus. 2016;2:60-62 

 



    

  

Establish multidisiplinary agreement 

Modify content with care – involve stakeholder 

Establish standards and writing rules 

Use clinical audits to ensure fidelity 

Record and report on care processes  

   and clinical outcome 

Haugen et al. Preventing Complications: The Preflight Checklist. European Urology Focus. 2016;2:60-62 

 

ROAD TO SUCCESSFUL IMPLEMENTATION 



    

  

CHECKLIST COMPLIANCE 2013-2018 
(N = 153,602)                          

Sign in 

Time out 

Sign out 

Used all three checklists 



    

  

“It is not the act of ticking off a checklist  

that reduces complications, but  

performance of the actions it calls for.” 
Lucian L. Leap  

(March 13, 2014, Editorial in NEJM) 

 

Surgical Safety Checklist used in neuro surgery. Pictured by Frode Kristensen 


