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Minutes of the meeting of the Safe Surgery NZ Advisory Group
Held on 1 September 2016, at the Health Quality & Safety Commission, Wellington 


Present:	Prof Ian Civil – Chair (Auckland DHB)
Miranda Pope (Canterbury DHB, Perioperative Nurses College NZNO)
Rosaleen Robertson (Southern Cross Hospitals)
Caroline Gunn (Consumer representative)
Dr Peter Jansen (ACC) 
Dr Mike Stitely (Royal Australian and NZ College of O&G)
Prof Justin Roake (Canterbury DHB)
Bob Henderson, (Airline pilot, psychologist)

HQSC team:	Gary Tonkin, Gillian Bohm, Owen Ashwell, Maree Meehan-Berge (minute taker), Hilary Sharpe (afternoon only)

Guests:	Chris Walsh and Deon York, HQSC for agenda item 7
Richard Hamblin, HQSC for agenda item 9
Emma Forbes and Jenny Hill, HQSC for agenda item 11

Apologies:	Dr Nigel Willis (CCDHB)
Dr Leona Wilson (ANZCA, CCDHB)
Dr Will Perry (Registrar Medical Officer)



The meeting commenced at 9:30am.

1. Welcome and apologies
The Chair welcomed the group and apologies were accepted. 

2. Minutes and actions from meeting held on 16 June 2016
The group approved the minutes of the meeting held on 16 June. The actions list was considered. All items have been progressed or completed.

Action: the approved 16 June meeting minutes will be placed on the Commission website.

3. Progress report
Safe surgery monthly report to the end of August received. 

The upcoming Safe Surgery with Professor Cliff Hughes regional workshops were discussed. Registrations for all four workshops are progressing well, although surgeon numbers are low, particularly in the Midland region. The advisory group thought commitment from DHB management teams and practical support to allow more opportunity for surgeons and surgical teams to attend the workshops would be critical to registrations numbers.

Action: the programme team to send out reminders and further promotion around the Cliff Hughes workshops.

The July to September quarter of Quality and Safety Marker data collection is progressing well, with 17 DHBs entering checklist completion and team engagement scores into the online data collection tool. The DHBs that had yet to collect data were all small services with small auditing teams.

Action: the programme team to identify ways to support data collection for all 20 DHBs.

Research company, Mobius is again the provider for the repeat Surgical Safety Culture Survey. The contract requirements are in development, with the likely timing for the survey of February 2017. The survey report will then be available to include in the programme evaluation final report, due June 2017.

The University of Auckland team has been approached to continue their contract delivering safe surgery auditor training and resources. The contract will include three key deliverables; development of a trainer training resource for local auditor teams; four regional ‘refresher’ auditor training workshops; and development of an online learning resource.

Two DHB surgical teams have been approached to participate in the Partners for Care co-design training, with a Safe Surgery project focus. Lynn Maher has been contracted to provide two onsite workshops and provide regular webinar contact for the seven month duration of the co-design activity. At this stage we are waiting to hear if Hutt Valley and Wairarapa DHBs will agree to participate.

Action: the programme team to support two DHBs to identify suitable safe surgery co-design initiatives.

4. Perioperative Mortality Review Committee (POMRC) and Safe Surgery NZ (SSNZ) joint meeting 


The advisory group discussed the sustainability of the programme and beginning to work with POMRC, proposing integration of the programmes. The issue is that the investment in SSNZ is budgeted to reduce from July 2017. The Commission and Advisory Group are committed to ensuring the gains the Safe Surgery programme has made to date are sustained and can continue to be built on, despite the reduced investment. POMRC has been identified as one of the sustainability options for the SSNZ Programme. 

POMRC and SSNZ already share a common focus on reducing harm and morbidity and integrating the programmes would make optimal use of the funding and resource available for this area. Each programme has features other than funding that can be mutually beneficial (e.g. POMRC data, SSNZ sector networks) and the programmes are at a stage of development that will allow a change in structure over the next year. The consumer perspective was raised, highlighting the preventative focus of SSNZ and the need to maintain the quality improvement focus alongside the current demographic focus of POMRC.

Action: The SSNZ and POMRC programme teams will prepare a paper for the meeting between the Chairs of SSNZAG and POMRC, to be held on 5 October.

Action: The SSNZ and POMRC programme teams will provide an update to the September Board meeting, via the Chief Executive Report.

Action: The SSNZ and POMRC programme teams will submit a proposal to the November Board meeting, for a safe surgery focused MRC.

5. MORSim update
The Chair, also a member of the MORSim team, updated the group on recent progress. The first cohort of five DHBs are preparing for the November trainer training and February simulation training.

There was discussion about how private surgical providers might access MORSim training. As MORSim is funded by ACC, Dr Peter Jansen, the ACC member on the advisory group, offered to assist NZPSHA by introducing them to the right people within ACC to discuss this further.

Action: the programme team will progress MORSim discussions at a meeting with the NZPSHA Executive Director next week.

6. New articles and developments
A 2016 World Journal of Surgery article, Postoperative Adverse Events Inconsistently Improved by the World Health Organization Surgical Safety Checklist: A Systematic Literature Review of 25 Studies was discussed. It concluded that the checklist may be associated with a decrease in surgical adverse events and this effect seems to be greater in developing nations. The authors, de Jager et al, observed overall poor study designs and possible positive results might be due to confounding factors and publication bias. They suggested a need for more consistent positive literature before claiming improvement attributable to the checklist. Exceptions were; the reduction in Surgical Site Infections with timely, right dose antibiotics; and reduced mortality from trauma by up to a half however, the authors were uncertain if this is a process or teamwork effect.

7. Partners in care and co-design presentation


The Chair welcomed the Partners in Care team members to the meeting. Dr Chris Walsh (Director) and Deon York (Programme Manager) presented an overview of the Commission work in this area. Experience and evidence support consumer engagement, with co-design recognised as the preferred consumer engagement approach. Co-design principles can be simplified to: capture the experience; understand the experience; improve the experience; and measure the improvement. 

A number of Commission co-design examples were presented to the group, for example the surgical site infection information pamphlet and a hand hygiene advocacy tool.

The Commission has worked with Lynne Maher for over five years, providing co-design training to DHB teams. After a 2015 review the Partners in Care team moved to working intensively with two DHBs per year, offering onsite co-design training and support. This year it is Taranaki DHB and Hutt Valley DHB. Hutt Valley has a surgical team co-design project and a Capital and Coast DHB surgical team has been invited to join the co-design programme.

8. Evidence summary


The review includes a small number of new articles. Key changes to the review document include; a strong recommendation that referring to the checklist is essential; the briefing and debriefing evidence has been strengthened, and inclusion of more in depth commentary about the human factors that influence outcomes. System resilience and theatre efficiency are better described in this latest summary.

Action: the programme team will place the finalised evidence review on the website. Printed copies will be distributed at the upcoming Prof Cliff Hughes regional workshops.

9. Evaluation progress; final second fieldwork report


The group considered an early draft of the second fieldwork report from Sapere. The work to date was acknowledged and it was noted that a number of interesting findings are starting to come through the evaluation process. A number of recommendations about improving the second fieldwork report were noted, including confirming the accuracy of DHB information, and strengthening the executive summary by including early findings and possible recommendations. Also noted was the small number of surgeons that had been interviewed to date. The group recommended Sapere widen the breadth of interviewees, including more surgeons.

Action: programme team to provide feedback to Sapere to ensure a wider range of surgical team members, especially surgeons, are included in the next round of interviews.

The group anticipate the evaluation Interim Findings Report, now due on 14 October, will start to clearly articulate the evaluation findings, including areas for improvement in the programme design and structure.

10. Safe surgery outcome measures
The Health Quality and Evaluation (HQE) Director updated the group on recent progress with programme outcome measures and the proposed new process measure. The group had requested details about the Sepsis definition that was used for the development of the Sepsis risk adjusted model. The group were advised that the Health Quality Measures New Zealand definition had been used, which is consistent with OECD definitions. There was discussion about readmissions, sepsis as primary or secondary diagnosis, and the reliability of coding.

The Venous Thrombo Embolism (VTE) risk adjusted model development has been delayed due to resourcing priorities but will be developed before the end of the year. The HQE team will present the findings to the advisory group at the 23 February meeting.

The HQE team are recommending that before developing a new briefing Quality and Safety Marker (QSM) measure and board paper, they will compare engagement data from those DHBs who are using briefing versus the engagement data of those not doing briefing. The hypothesis is that there is a link between doing start-of-list briefing and higher quality of engagement.

Action: the programme team will ensure the HQE team are on the agenda for the 23 February meeting and present the VTE risk adjusted model findings.

Action: the programme team will develop a new QSM discussion paper, to go the Board in February and report back to the advisory group on 23 February.

11. Deteriorating patient programme presentation

[bookmark: _MON_1535797080]	
Emma Forbes, Project Manager and Jenny Hill, Specialist Advisory for the Deteriorating Patient Programme presented to the advisory group. The presentation slides are attached. 

The Commission has Board approval for a five-year quality improvement programme that aims to improve the recognition of and timely, patient-specific responses to clinical deterioration for all adult inpatients in NZ. There is a phased approach to the three key focus areas of the programme, including: recognition and response system (2016-18); patient, family and whanau escalation (2017-19); and goals of treatment (2018-20). Measurement and evaluation of the programme will go across the 2017 to 2021 span of the programme. 

An Expert Advisory Group has been recently established and Evidence Summary and Sector Feedback documents published. There has been discussions with regions and engagement with national groups.

The next steps include developing a protocol for a national vital signs chart with early warning scores, response processes and responder competencies. Agree on local and national measures through further engagement with national groups.

The advisory group are particularly interested in the sub-set of deteriorating patients who had recently undergone surgery, or where surgery was planned to occur.

12. Combined POMRC/SSNZ forum – speaker suggestions
The group considered possible speakers for the June 2017 joint forum. They recommend the following speakers are considered by the POMRC committee, at their 21 September meeting:
· Professor the Lord Ara Darzi – might attract a large crowd and could run an all-day forum with a cost recovery approach
· Professor Ian Harris – Australian Orthopaedic Surgeon, may still be interested in promoting his recent book
· Professor Keith Willett – UK based Trauma and Orthopaedic Surgeon and National Clinical Director for Trauma Care.

The Principal Advisor suggested to the group that ‘system resilience’ is a current topic of interest to health professionals and an expert on “Resilience in the Surgical System” may be of interest to the sector.

Action: The programme team will look further into a possible speaker to talk to a resilience theme.

13. Other business
The joint meeting with POMRC will be on the morning of 5 October, before the Wellington Safe Surgery NZ regional workshop with Professor Cliff Hughes presenting.

Action: the programme team to develop a discussion paper for the Safe Surgery NZ Advisory Group and Perioperative Mortality Review Committee meeting. This will be circulated to both groups’ members prior to the meeting.

Dates were found for the first two meetings in 2017; 23 February and 18 May.

Action: the programme team will send calendar invites to all advisory group members for these two dates.

Next meeting; 23 November 2016
Health Quality and Safety Commission, Level 9, 17-21 Whitmore Street, Wellington.
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POMRC and SSNZ

The Perioperative Mortality Review Committee (POMRC) and Safe Surgery New Zealand (SSNZ) Advisory Group are scheduled to hold a joint meeting on 5 October 2016, at the Rydges Hotel, Wellington, to discuss integrating the programmes. 



We would like to discuss the Commission’s thinking behind proposing the programmes should be integrated and whether there are other better alternatives. 
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The issue we’re seeking to address

Improvement Programmes are time limited, which means reducing funding so we can move resources into new areas of focus.



We are committed to ensuring the gains made to date are sustained and can continue to be built on, despite the reduced investment. 



Investment in SSNZ is budgeted to reduce from July 2017.
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Rationale for proposing integration - summary

POMRC and SSNZ already share some common goals; and staff across both workstreams 



Integrating the programmes would make optimal use of the funding and resource available for this area



Each programme has features other than funding that can be mutually beneficial



The programmes are at a stage of development that we think lends itself to considering a change in structure over the next year.
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Common goals

POMRC and SSNZ share a common focus on reducing harm and morbidity but currently approach it from a different viewpoint:

POMRC from a perspective of review and reporting on mortality and morbidity.  

SSNZ from a perspective of working with DHBs to improve the quality of their surgical services, in particular surgical teamwork and communication. 



Communication breakdown is reported as the root cause in more than 50 percent of operative and postoperative adverse events.  



POMRC’s TOR  include “with a view to reducing deaths and to supporting continuous quality improvement through the promotion of on-going quality assurance programmes”.
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Best use of resources

Total Commission investment

		 		2010/11		2011/12		2012/13		2013/14		2014/15		2015/16		2016/17		2017/18		2018/19		Totals over time

		 		 		 		 		 		 		 		 		 		 		 

		POMRC		58,000		85,000		280,000		341,000		368,000		368,000		478,000		 478,000		478,000 		2,934,000

		 		 		 		 		 		 		 		 		 		 		 

		SSNZ		65,000		220,000		332,000		501,000		501,000		494,000		409,540		88,000		53,000		2,663,540

		 		 		 		 		 		 		 		 		 		 		 

		Totals		123,000		305,000		612,000		842,000		869,000		862,000		887,540		566,000		531,000		6,553,540
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Best use of resources (cont)



Combined investment
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Best use of resources (cont)

Reducing duplication … we currently invest in:

Two national leadership groups



Separate national and regional events



Staffing assigned to each programme; could be usefully combined, increasing the skill mix.
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Residual SSNZ activity

A commitment has been made to continue resourcing of SSNZ, to enable:

continued funding the clinical lead in 2017/18 (0.1 FTE)

repeat of the Surgical Safety culture survey in 2019 and 2021

work with the measurement team to monitor process and outcome measures

covering the cost of 10 DHBs to use the app, alongside Quality Hub who will cover the remainder 10 DHBs, until end of calendar year 2017

continue to contract with the University of Auckland to support an online auditor training tool.
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Other potential benefits

Some of these are:

SSNZ has strong networks – POMRC engagement can be enhanced

SSNZ has QSMs and other indicators that can help give effect to quality improvement recommendations

SSNZ has culture surveys in 2019 and 2021 will provide trend data

POMRC has quality improvement recommendations with constitutional weight behind them

POMRC has a web-based system for review findings, currently being piloted but soon available nationally.  
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Options for the future

Currently we have identified two options for Safe Surgery: 

find an existing group and structure for ongoing leadership (POMRC)

Find an existing group  and structure for interim management of residual activity (POMRC)

maintain a minimum investment separately like falls, where we have maintained a minimal investment. 



We would like to discuss these options with you and are open to hearing ideas you may have for other options.



POMRC will be discussing this at its meeting in September. 
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Joint meeting purpose

The goal of the joint meeting between POMRC and SSNZ will be to discuss the views of each group and agree a way forward.



Regardless of the option agreed on, both programmes need to be closely linked.  



If a joint meeting is agreed to, we would like to discuss a draft agenda with these steps in mind…
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What is Partners in Care? 


 
  


Consumer engagement 


 
 


Co-design 


 
 


Building leadership and 
capability  


 
 


Health literacy 
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PIC works with all programmes 


Medication 
safety 


Safe 
Surgery 


NZ 


Infection 
prevention 


and 
control 


Reportable 
events 


Mortality 
review 


Falls 


Moving into primary care, aged care, mental health 


Pressure 
injuries 


Deteriorating 
patient 


Consumer engagement, evaluation, capability building 
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Why involve consumers? 


• Experience and evidence has shown that actively involving health 


consumers at all levels of the health and disability system: 


1. assists with identifying care that is most likely to be acceptable 


to consumers  


2. identifies areas where waste can be reduced or services can 


be reconfigured to ensure that more people use them 


3. ensures that consumer rights are upheld and that the chance of 


harm is reduced. 


 


• Patient experience, clinical effectiveness and patient safety are all 


linked. 


 







5 







6 







7 


Consumer engagement 


• Is a process where consumers of health and disability services are 


encouraged and empowered to actively participate in decisions 


about the treatment, services and care they need and receive.  


• Is most successful when consumers and clinicians demonstrate 


mutual respect, active listening and have confidence to participate in 


full and frank conversation.  


• Systems that support consumer engagement actively seek input 


from consumers and staff at all levels of an organisation. 


Extract from Health Quality Safety Commission (2015). Engaging with consumers: A guide for 


district health boards 
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What is co-design?  
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Feedback on co-design programme 


• Positive aspects: 


– new knowledge gained 


– first experiences of working 


directly with consumers 


– success in overcoming 


challenges  


– personal development 


opportunities. 


 


• Challenges: 


– consumer attrition from co-


design projects 


– embedding co-design into 


organisational training and 


development, policy or 


strategy 


– securing release time from 


work to commit to projects.  
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2015/16 review of co-design 


 


Interview participants’ responses indicate a comprehensive 


understanding of what co-design means in the context of health care 


transformation… it is about ensuring the expertise and experiences of 


all involved in a process are validated; enabling both staff and patients 


to be involved in the design of solutions or improvements. Co-design is 


a process for providing an equal voice to all parties, and acknowledging 


that both staff and patient views offer valuable expertise.  
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Co-design 







Next steps for Partners in Care 


programme 
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What informs the next steps? 


• External evaluation of the Partners in Care programme: 


– Document review 


– Survey of 30 Commission staff, 159 organisation stakeholders, 


e.g., district health boards (DHBs), primary health organisations 


(PHOs), government agencies and 127 consumer 


representatives 


– Interviews with 46 stakeholders, including Commission staff, 


organisation stakeholders and consumer representatives. 


 


• National inpatient experience survey results and primary care results 


(watch this space). 
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Commission staff have requested the following in 


response to the PIC evaluation: 


 


• Education and training on ‘how to’ include consumers effectively in 


work programmes. 


• Effectively bringing the consumer voice to the Board. 


• Clarity in Commission policies about consumer engagement, roles, 


‘job’ descriptions and duration of tenure.  


• Staff education and training about consumer engagement and 


activities such as health literacy. 
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This year for Partners in Care 


1. DHB Consumer Councils national meeting. 


2. Sep 2016 – Jun 2017 co-design programme. 


3. QSM for consumer experience – sector reference group to be 


established. 


4. Improvement projects responding to patient experience survey 


results findings. 


5. Training – both delivering training and supporting consumers to 


attend training. 
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Introduction
This document sets out the latest evidence for the use of surgical safety checklists, briefings and debriefings, 
providing an overview of research published up to August 2016.


Checklists, briefings and debriefings have become widely used in operating theatres worldwide. The aim of 
these teamwork and communication tools is to improve the quality and safety of health care services for 
patients having surgery. 


The use of surgical checklists has been shown to reduce adverse events and improve patient outcomes.1 2 3 
Briefings and debriefings support improved communication, better identification of recurring issues and a 
reduction in unexpected delays.4 5 6 


Analogies to aviation, the military, nuclear power and law enforcement,7 where errors are unacceptable, have 
helped clinicians understand principles of system safety and error causation. The Crew Resource Management 
(CRM) techniques adopted from aviation for the surgical field include the use of surgical safety checklists, and 
briefings and debriefings before and after operating sessions. The benefits of these techniques include better 
teamwork, better satisfaction with care, better processes and reduced error rates.8


Checklists were developed for pilots and co-pilots to make sure nothing was forgotten.9 The techniques are 
applicable to the operating theatre because, like in aviation, there is increasing complexity in the delivery 
of surgery. Even routine surgery requires complex coordination across surgeons, anaesthetists, nurses and 
technicians, in order to provide timely and effective care.


As the people using them become more familiar with checklists, there is an increased risk checklists are not 
always referred to and memory is relied upon. Aviation best practice is very clear that the checklist must be 
used no matter how familiar the process is to the pilot or crew. Clinicians and surgical teams, similarly, need to 
uphold best practice by referring to the checklist for every list and every patient.


1	 Patel J, Ahmed K, Guru KA, et al. 2014. An overview of the use and implementation of checklists in surgical specialities: A systematic review. International 
Journal of Surgery 12(12): 1317–23.


2	 Haynes A, Weiser TG, Berry WR, et al. 2009. A surgical safety checklist to reduce morbidity and mortality in a global population. New England Journal of Medicine 
360: 491–9.


3	 Treadwell J, Lucas S, Tsou A. 2014. Surgical checklists: A systematic review of impacts and implementation. BMJ Quality Safety 23(4): 299–318.
4	 Jain AL, Jones KC, Simon J, et al. 2015. The impact of a daily pre-operative surgical huddle on interruptions, delays, and surgeon satisfaction in an 


orthopedic operating room: A prospective study. Patient Safety in Surgery 9: 8.
5	 Allard J, Bleakley A, Hobbs A, et al. 2011. Pre-surgery briefings and safety climate in the operating theatre. BMJ Qual Saf 20(8): 711–7.
6	 Papaspyros SC, Javangula KC, Adluri RK, et al. 2010. Briefing and debriefing in the cardiac operating room. Analysis of impact on theatre team attitude and 


patient safety. Interact Cardiovasc Thorac Surg 10: 43–47, 201.
7	 Leonard M, Graham S, Bonacum D. 2004. The human factor: the critical importance of effective teamwork and communication in providing safe care. 


Quality and Safety in Health Care 13: 85–90.
8	 Catchpole K. 2013. Spreading human factors expertise in healthcare: Untangling the knots in people and systems. BMJ Quality and Safety 22(10): 802–8.
9	 National Health Service Institute for Innovation and Improvement. 2009. Saving lives in surgery: A guide for chief executives in implementing the surgical safety 


checklist. Coventry: National Health Service Institute for Innovation and Improvement.
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Surgical safety checklists
In 2008 the World Health Organization (WHO) introduced the Surgical Safety Checklist as a tool for clinicians 
to improve safety in operating theatres and to reduce unnecessary surgical deaths and complications. 
Following international consultation with surgeons, anaesthetists, nurses, patient safety experts and patients, 
the checklist was designed to reinforce safety practices and foster better communication and teamwork 
between clinical disciplines.10


Communication breakdown is reported as the root cause in more than 50 percent of operative and 
postoperative adverse events.11 Performing safe surgery relies on the ability of surgical team members to 
combine professional knowledge and technical expertise with non-technical skills, including communication, 
teamwork, situational awareness, leadership and decision-making. Researchers observing the interaction 
between surgical team members have described the negative impact of poor communication on performance 
and safety.12 13 14 If performed effectively, interventions such as the checklist can help teams prevent adverse 
events and improve other aspects of team preparation, team work and communication. 


The WHO recognises surgical care is complex and involves many steps. To minimise unnecessary loss of life or 
serious complications, there must be 10 essential objectives in any surgical case:


1.	 The team will operate on the correct patient at the correct site.


2.	 The team will use methods known to prevent harm from administration of anaesthetics, while 
protecting the patient from pain.


3.	 The team will recognise and effectively prepare for life-threatening loss of airway or respiratory function.


4.	 The team will recognise and effectively prepare for risk of high blood loss.


5.	 The team will avoid inducing an allergic or adverse drug reaction for which the patient is known to be at 
significant risk.


6.	 The team will consistently use methods known to minimise the risk for surgical site infection.


7.	 The team will prevent inadvertent retention of instruments or sponges in surgical wounds.


8.	 The team will secure and accurately identify all surgical specimens.


9.	 The team will effectively communicate and exchange critical information for the safe conduct of the 
operation.


10.	Hospitals and public health systems will establish routine surveillance of surgical capacity, volume and 
results.15


The WHO has specified the checklist should be used as a template and was not intended to be comprehensive. 
Additions and modifications should be made to fit to local practice.16


10	 World Health Organization. 2008. Implementation manual: WHO surgical safety checklist (first edition). Geneva: World Health Organization.
11	 The Joint Commission. 2015. Sentinel Event Data – Root Causes by Event Type. 2004–2014. Oatbrook Terrace: The Joint Commission. URL: www.


jointcommission.org/assets/1/18/Root_Causes_by_Event_Type_2004-2014.pdf (accessed June 2015).
12	 Catchpole K, Mishra A, Handa A, et al. 2008. Teamwork and error in the operating room: analysis of skills and roles. Annals of Surgery 247(4): 699–706. 


PubMed PMID: 18362635. Epub 2008/03/26. eng.
13	 Christian CK, Gustafson ML, Roth EM, et al. 2006. A prospective study of patient safety in the operating room. Surgery 139(2): 159–73. PubMed PMID: 


16455323. Epub 2006/02/04. eng.
14	 Wiegmann DA, ElBardissi AW, Dearani JA, et al. 2007. Disruptions in surgical flow and their relationship to surgical errors: an exploratory investigation. 


Surgery 142(5): 658–65. PubMed PMID: 17981185. Epub 2007/11/06. eng.
15	 World Health Organization. 2008. Guidelines for safe surgery (first edition). Geneva: World Health Organization.
16	 World Health Organization. 2008. Implementation manual: WHO surgical safety checklist (first edition). Geneva: World Health Organization.



http://www.jointcommission.org/assets/1/18/Root_Causes_by_Event_Type_2004-2014.pdf

http://www.jointcommission.org/assets/1/18/Root_Causes_by_Event_Type_2004-2014.pdf
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The intention of the checklist is not simply a tick-box exercise or only a safety mechanism, but to generate 
conversation amongst teams. Once the ‘habit’ of working through the checklist is formed, it begins to build 
greater teamwork and communication. Better teamwork and conversations are key to reducing harm and
error rates.


Evidence base
A number of studies have been undertaken to demonstrate the impacts of the WHO Surgical Safety Checklist. 
A summary of findings from selected studies is provided in this section.


The original multinational research study to measure the impact of the WHO Surgical Safety Checklist was 
undertaken in 2008. Nineteen items on the checklist were designed to improve team communication and 
consistency of care to reduce complications and deaths associated with surgery.17 Eight hospitals across eight 
cities were selected – London, Toronto, New Delhi, Amman, Auckland, Manila, Ifakara (Tanzania) and Seattle. 
Data was collected for 3955 consecutively enrolled patients (over 16 years of age and non-cardiac surgery) 
following the introduction of the checklist. The rate of death decreased from 1.5 percent to 0.8 percent after 
the introduction of the checklist. Inpatient complication rates decreased from 11 percent to 7 percent after its 
introduction – an average overall complication rate decrease of 36 percent.


The same group of researchers published a study two years later that found improvements in postoperative 
outcomes were associated with an improved perception of teamwork and safety, which may be partially 
the result of the effect of the checklist. The checklist was also found to be held in such high regard that the 
overwhelming majority of clinicians would want it used should they ever require surgery themselves.18


A review of 33 studies relating to the implementation of surgical checklists between 1 January 2000 and 26 
October 201219 found four key findings:


1.	 Surgical checklists, such as the WHO Surgical Safety Checklist and Surgical Patient Safety System 
(SURPASS, used in the Netherlands), offer promising interventions for decreasing patient morbidity and 
mortality due to surgical operations.


2.	 The WHO Surgical Safety Checklist has been successfully adapted for implementation in a wide variety 
of settings, including all surgical specialties, academic and community hospitals, and industrialised and 
developing countries.


3.	 Surgical safety checklists were associated with increased detection of safety hazards, decreased surgical 
complications and improved communication among operating room staff. Other factors independent of 
checklists, such as concurrent safety improvements, may also explain these improvements.


4.	 Key components of successful checklist implementation include enlisting support from institutional 
leaders, training staff on using the checklist, adapting the checklist to incorporate staff feedback and 
avoiding duplication of the information already routinely collected.


A 2014 systematic review of 16 studies of surgical safety checklist implementation in hospitals worldwide 
between 2009 and 2012 noted they ‘have been shown to significantly improve patient outcomes subsequent 
to surgery, and therefore their use is being widely encouraged and accepted’.20 The review also concludes 
that using the checklist improves teamwork and communication, and this may be the mechanism behind the 


17	 Haynes A, Weiser TG, Berry WR, et al. 2009. A surgical safety checklist to reduce morbidity and mortality in a global population. New England Journal of Medicine 
360: 491–9.


18	 Haynes A, Weiser TG, Berry WR, et al. 2011. Changes in safety attitude and relationship to decreased postoperative morbidity and mortality following 
implementation of a checklist-based surgical safety intervention. BMJ Quality and Safety 20: 102–7.


19	 Treadwell J, Lucas S, Tsou A. 2014. Surgical checklists: A systematic review of impacts and implementation. BMJ Quality Safety 23(4): 299–318.
20	 Patel J, Ahmed K, Guru KA, et al. 2014. An overview of the use and implementation of checklists in surgical specialities: A systematic review. International 


Journal of Surgery 12(12): 1317–23.
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improved rates of morbidity and mortality seen in the studies. The results from each of the studies reviewed 
are shown in Table 1. 


Table 1: Overview of the use of checklists


More recently a 2015 systematic review of 25 studies reported inconsistent effects of the WHO checklist on 
postoperative adverse events. Complications reduced significantly in 10 out of 20 studies, with 4 out of 18 
studies reporting a significant decrease in postoperative mortality. The authors noted limitations due to the 
poor quality of published studies. Compliance with the checklist was also not well studied and where reported 
there was marked variability in compliance between checklist items. The authors noted the need to measure 
the broader impact of the checklist on safety culture rather than just checklist compliance.21 


Several more recent studies of the checklist have focused on compliance with the intervention and 
understanding variation between hospitals and/or surgical specialties. An observational study in several 
Chicago hospitals published in 2015 reported inconsistent compliance of the checklist within hospitals 
and between surgical specialties, and noted that suboptimal compliance has been reported by other study 
authors.22 In their stepped wedge cluster randomised trial,23 Haugen et al reported a larger reduction in 
complication rates when all three parts of the WHO checklist were used (43 percent reduction compared with 
38 percent reduction overall).24 The need for checklist implementation to be supported by an underlying safety 
culture change is a theme across many studies. 


In 2015 Mayer et al studied the relationship between completion of the three parts of the checklist and 
patient outcomes, concluding that completion of all three parts resulted in the most significant reduction 
in complication rates (a reduction in mortality rates was not seen). The authors also adjusted their results 
for complexity of the case, resulting in the suggestion that the checklist may be more effective for complex 
surgeries compared to routine ones.25


21	 De Jager E, McKenna C, Bartlett L, et al. 2016 Postoperative adverse events inconsistently improved by the WHO surgical safety checklist: A systematic 
literature review of 25 studies. World J Surg 40: 1842–58.


22	 Biffl W, Gallagher AW, Pieracci FM, et al. 2015. Suboptimal compliance with surgical safety checklists in Colorado: A prospective observational study 
reveals differences between surgical specialties. Patient Safety in Surgery 9(1): 5.


23	 A stepped wedge cluster randomised trial involves sequential roll-out of an intervention to clusters over a number of time periods.
24	 Haugen AS, Softeland E, Almeland SK, et al 2015. Effect of the World Health Organization Checklist on Patient Outcomes: A Stepped Wedge Cluster 


Randomized Controlled Trial. Annals of Surgery 261(5): 821–8.
25	 Mayer E, Sevdalis N, Rout S, et al. 2015. Surgical checklist implementation project: The impact of variable WHO checklist compliance on risk-adjusted 


clinical outcomes after national implementation. Annals of Surgery Mar 13 [Epub ahead of print].
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Wall-mounted checklist
In 2015–16 the Health Quality & Safety Commission’s Safe Surgery NZ programme introduced a paperless 
surgical safety checklist. The poster is continuously present in a visible location, serving as a memory cue for 
team members. It is recommended the poster is referred to every time the checklist is undertaken. This helps 
to avoid omissions that can occur when standardised processes are not clearly written and defined.26 Reading 
from the checklist for every case helps teams to follow critical safety steps consistently and keeps the process 
on track, should there be distractions.27 


The Safe Surgery NZ programme recommends that different professional groups take a lead in each of the 
three parts of the checklist: for example, the anaesthetic team leads the sign in, the surgical team leads the 
time out and the nursing team leads the sign out. 


A 2015 study reported that use of a wall-mounted checklist, with different professional groups leading each 
part of the checklist, was associated with a significant improvement in team engagement and compliance with 
each of the checklist elements. While compliance with sign in and time out were already high, there was a 
significant improvement in compliance with sign out (from 22 percent to 84 percent).28


Successful implementation
A 2015 qualitative study of the barriers and facilitators in implementing the checklist across hospitals 
in England identified the following lessons for implementation, many of which are applicable to the 
implementation of any quality improvement or change programme within health care systems.29


•	 Modification of the initiative to suit the local context is very important (two or more different versions 
of the tool or process may be required). 


•	 Education around the evidence base for the improvement initiative is critical. This education should 
be tailored to reach all stakeholders and should hold relevance to the local teams and organisation. 
Education should include an emphasis of the reasons why there is a need for the improvement in the 
first place.


•	 Training on the practical application of the improvement should be included. This should focus both 
on the optimal day-to-day use of the initiative as well as how to deal with resistant members of staff 
or other potential barriers that might emerge. Training should be multidisciplinary, rather than being 
delivered to different professional groups independently.


•	 Data highlighting the local impact of the initiative should be fed-back to staff periodically. This will 
reinforce the personal relevance of the initiative for local teams. Anecdotal staff stories highlighting the 
benefits of the initiative are particularly powerful and should be shared within multidisciplinary forums.


•	 Champions or early adopters should be identified, elected and nurtured to promote uptake of the 
initiative on the ground and to act as a ‘go to’ point for queries around implementation. Social forums or 
communication channels by which these individuals might influence others should be supported.


•	 Buy-in from senior staff should be sought at the very early stages of implementation. Senior staff 
members are particularly powerful advocates for the introduction of change and should be harnessed 


26	 WHO Safe Surgery Saves Lives Frequently Asked Questions. URL:  www.who.int/patientsafety/safesurgery/faq_introduction/en/#Q15 (accessed 8 
August 2016). 


27	 Degani A, Wiener AL. 1990. Human factors of flight deck checklist: The normal checklist. NASA. URL: ti.arc.nasa.gov/m/profile/adegani/Flight-Deck_
Checklists.pdf (accessed 8 August 2016). 


28	 Ong AP, Devcich DA, Hannam J, et al. 2015. A ‘paperless’ wall-mounted surgical safety checklist with migrated leadership can improve compliance and 
team engagement. BMJ Qual Saf doi:10.1136/bmjqs-2015-004545.


29	 Russ S, Sevdalis N, Moorthy K, et al. 2015. A qualitative evaluation of the barriers and facilitators toward implementation of the WHO surgical safety 
checklist across hospitals in England: Lessons from the ‘Surgical Checklist Implementation Project’. Annals of Surgery 261(1): 81–91.



http://www.who.int/patientsafety/safesurgery/faq_introduction/en/#Q15

http://ti.arc.nasa.gov/m/profile/adegani/Flight-Deck_Checklists.pdf

http://ti.arc.nasa.gov/m/profile/adegani/Flight-Deck_Checklists.pdf
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wherever possible to communicate to others their commitment to the new initiative, setting the 
example from the top.


•	 Management should be seen to be involved and supportive of frontline staff during introduction of the 
initiative and beyond, such that it is seen as an organisational priority from the outset and all levels of 
the organisation are aligned on a common goal.


•	 A system that holds people accountable for improper behaviour or use of the initiative should be 
considered.


•	 Auditing of the initiative should be carefully thought through such that the ‘how’ it is being used 
can be captured as well as the ‘if’. Observations of its use in practice are strongly encouraged. This 
will inform on specific local barriers and facilitators surrounding its use, whether it is being used in the 
intended manner and whether there are any unintended consequences of its introduction. It will also aid 
the provision of comprehensive feedback to team members for quality improvement.


A 2015 systematic review of barriers and facilitators relating to the introduction of the surgical safety checklist 
summarised the identified themes (see Figure 1). The authors noted, however: ‘The checklist is in essence a 
complex social intervention aimed to improve communication and teamwork in a strictly hierarchical context. 
Even when initial perceptions and attitudes regarding the checklist are positive, it does not guarantee long-
term improvement… [I]t is not enough to have a list of barriers and facilitating factors: we also need to deal 
with the interaction between them’.30


Figure 1: Identified barriers and facilitators related to the introduction of the surgical safety 
checklist (Bergs et al 2015)


30	 Bergs J, Lambrechts F, Simons P, et al. 2015. Barriers and facilitators to the implementation of surgical safety checklists: a systematic review of the 
qualitative evidence. BMJ Quality & Safety 0: 1–11.
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A 2016 US study has explored the relationship between operating room teamwork and checklist completion. 
The study highlighted that clinical leadership, surgeon buy-in and teamwork were significantly associated with 
improved checklist completion.31 


The Health Quality & Safety Commission commissioned a report into attitudes to the checklist in New 
Zealand. The report found:


•	 theatre personnel across professions and specialties have different attitudes towards the checklist and 
engagement with it on different levels


•	 theatre personnel take their cues from surgeons (and to a lesser extent, anaesthetists and senior 
nurses) on how to engage with the checklist. Where these senior personnel are champions, the phases 
and checks are more robustly followed and there is greater engagement across the team32 


•	 across the study sites, the sign in and time out phases of the checklist are being used for most 
procedures, including routine and complicated ones.


A Canadian study investigated the compulsory introduction of checklists and found their mandatory 
implementation was not associated with significant reductions in operative mortality or complications. 
The study alludes to greater success where the introduction of a checklist is phased, well planned and well 
communicated.33


Implementation of a checklist is most successful when it is planned, communicated and there are education 
sessions before the techniques are integrated into day-to-day work. Acknowledging the new way of working 
may not feel easy and take time to get right, but the likelihood of the techniques becoming business as usual is 
stronger.


The National Health Service Institute for Innovation and Improvement synopsis of the most effective way to 
introduce the surgical safety checklist provides a succinct summary of an approach to ensure consistent and 
sustained use of the techniques:


1.	 Acknowledge the complex nature of the task.


2.	 Ensure strong and visible executive leadership.


3.	 Develop and support clinical champions.


4.	 Plan and stage implementation.


5.	 Know when and where to seek help.34


31	 Singer SJ, Molina G, Zhonghe L, et al. 2016. Relationship between operating room teamwork, contextual factors, and safety checklist performance. Journal 
of the American College of Surgeons (in press) 2016.07.006.


32	 Litmus. 2012. Attitudes towards the surgical safety checklist and its use in New Zealand operating theatres. Wellington: Health Quality & Safety Commission. 
URL: www.hqsc.govt.nz/our-programmes/reducing-perioperative-harm/publications-and-resources/publication/954/.


33	 Urbach D, Govindarajan A, Saskin R, et al. 2014. Introduction of surgical safety checklists in Ontario, Canada. New England Journal of Medicine 370: 
1029–38.


34	 National Health Service Institute for Innovation and Improvement. 2009. Saving lives in surgery: A guide for chief executives in implementing the surgical 
safety checklist. Coventry: National Health Service Institute for Innovation and Improvement.



http://www.hqsc.govt.nz/our-programmes/reducing-perioperative-harm/publications-and-resources/publication/954/
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Briefing and debriefing
Surgical briefings and debriefings include all patients for an operating session, for both elective and acute 
sessions.


Briefings are a communication and teamwork tool that support the sharing of information and early 
identification of potential hazards. Briefings allow any issues that might affect the smooth-running of 
the surgical list to be identified early, such as patient, staffing or equipment issues. They also provide an 
opportunity to identify any human factors that can lead to error, including tiredness and fatigue, nutritional or 
emotional state, multi-tasking and loss of awareness.35


A briefing takes place at the start of the list, before an operating session, and lasts for a few minutes. Everyone 
is at the same start point, surprises are avoided, and there is a positive impact on how the team works together. 
In a 2015 article in the Australian and New Zealand Journal of Surgery, Civil and Shuker noted: ‘briefings are short, 
they generate effective teamwork and the time spent early is typically outweighed by the time saved later’.36 


An example of the flow of the briefing discussion is that it opens with team introductions, which include the 
name and role of each team member. Any staffing issues are talked through, such as sickness; anaesthetic 
safety checks are usually included at this stage; changes to the list or clarification about the list are discussed; 
equipment and instrumentation issues are communicated; and the time for the list is confirmed.


Debriefing occurs at the end of an operating session and involves all members of the theatre team. It allows the 
team to assess what they did well, what the challenges were and what they will do differently next time.37 


The debriefing discussion flow begins with what went well; discussing if the team performed effectively; 
discussing any communication issues; discussing what might have been done differently and other learning 
points; review of the timing of the operating list (was there enough time/was there too much time?); and 
closing with checking whether the debriefing helped the team.38 


Briefings and debriefings are often a simple verbal interchange, rather than a paper checklist to work through. 
They are not intended to replace or duplicate the surgical safety checklist. Both briefing/debriefing and 
checklist techniques are intended to complement each other, build teamwork, improve communication and 
reduce errors. This is important because patient safety is improved when teams communicate well and work 
well together. 


There is no single or right way to brief or debrief. Like surgical safety checklists, they should be tailored for each 
hospital/theatre. 


See Appendix 1 for an example template for briefings and debriefings. 


Why brief and debrief?
Approximately half of hospital adverse events are associated with theatre procedures. Surgical complications 
and adverse outcomes have been linked to a lack of communication and coordination among surgical teams. 
These communication breakdowns may lead to team members being or feeling uninformed or misinformed.39


Briefings help create a broader knowledge base for the planned surgical list so each team member has a better 
understanding of the tasks at hand, and can anticipate future events and plan accordingly. 


35	 Brennan PA, et al. 2016. Good people who try their best can have problems: recognition of human factors and how to minimise error. British Journal of Oral 
& Maxillofacial Surgery 54(1): 3–7.


36	 Civil I, Shuker C. 2015. Briefings and debriefings in one surgeon’s practice. ANZ J Surg 85: 321–3.
37	 Ibid.
38	 National Health Service Institute for Innovation and Improvement. 2009. The productive operating theatre: Building teams for safer care, team working. 


Coventry: National Health Service Institute for Innovation and Improvement.
39	 Einav Y, Gopher D, Kara I, et al. 2010. Preoperative briefing in the operating room: Shared cognition, teamwork, and patient safety. Chest 137(2): 443–9.







11


Debriefings enable teams to take time to learn from real-time situations that went well or didn’t go to plan by 
discussing what happened after an operating session. They provide opportunities for improvement, learning 
not blaming, improvement in staff wellbeing and a forum to say thank you.40


Like checklists, briefing and debriefing is more than working through a series of information points. It promotes 
discussion, which in turn builds better teamwork. These techniques have also been found to have led to 
efficiency gains because issues are identified at the start of the operating session and before the patient is in 
theatre.


To improve the uptake of these techniques, for example, some theatres visually display the glitches avoided 
as a result of briefing. Figure 2 provides a before-and-after snapshot of improvements that resulted from 
undertaking briefings.41


Figure 2: Glitches avoided by team briefing


Note: HDU = high dependency unit


Evidence base
Research has observed that the complexity of medical care, coupled with inherent limitations in human 
performance, make it critically important for surgical teams to have standardised communication tools, create 
an environment where individuals can speak up and express concerns, and share common ‘critical language’ to 
alert other team members to unsafe situations.42 


In their simulation-based observation study, Cumin et al found there were many instances where important 
information was not shared, with some team members more likely to share information than others. In 
particular, anaesthetists and senior surgeons were most likely to share information, while anaesthetic 
technicians, scrub nurses and surgical registrars were least likely to speak up. They suggest this may be 
influenced by tribalism, poor understanding of the importance or relevance of information or a hierarchical 


40	 National Health Service Institute for Innovation and Improvement. 2009. The productive operating theatre: Building teams for safer care, team working. 
Coventry: National Health Service Institute for Innovation and Improvement.


41	 Health Improvement and Innovation Resource Centre. 2010. NHS productive series. URL: www.hiirc.org.nz/page/17675/nhs-productive-
series/?q=productive%20series&highlight=productive%20series&section=13414.


42	 Leonard M, Graham S, Bonacum D. 2004. The human factor: The critical importance of effective teamwork and communication in providing safe care. 
Quality and Safety in Health Care 13: 85–90.



http://www.hiirc.org.nz/page/17675/nhs-productive-series/?q=productive series&highlight=productive series&section=13414

http://www.hiirc.org.nz/page/17675/nhs-productive-series/?q=productive series&highlight=productive series&section=13414
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culture in operating room teams. They suggest a need for specific strategies to promote a more democratic 
environment and to facilitate speaking up in order to mobilise the full resources of the team.43 


A number of survey-based or observational studies have been undertaken to demonstrate the impacts of 
briefings and debriefings. These studies have reported the following outcomes and benefits:


1.	 Reduction in unexpected delays and interruptions during surgery: A 2015 study in an orthopaedic 
setting reported a 72 percent reduction in the rate of unexpected delays per case (from 23.1 percent to 
6.5 percent).44 A US study reported an improvement in the median surgeon rated flow (from 5/10 to 
9/10), and a reduction in questions asked outside of the huddle.45 


2.	 Improved communication and team work: A simulation-based observational study found 
information was five times more likely to be communicated effectively if it was mentioned in a formal 
communication setting, such as a briefing.46 


3.	 Impact on theatre efficiency: In an orthopaedic setting, briefings averaged at less than a minute per 
case, which was deemed to be non-disruptive to work flow.47 A 2011 study into the introduction of 
a 5–10-minute preoperative surgical briefing found there was no significant difference in operating 
theatre start time after the introduction of the briefing.48 There is growing evidence that the time taken 
to undertake a briefing is well spent, leading to efficiencies later in the list through reduced delays and 
better flow. A UK orthopaedic surgeon who regularly briefs, reported expanding his list by another hip 
arthroplasty.49


Fewer studies have been undertaken on debriefings specifically. In a 2014 study in Florida, the participating 
hospital found that debriefing supported continuous process improvement by encouraging each team member 
to creatively identify solutions to issues encountered during the perioperative period.50


Papaspyros et al found the introduction of debriefing in cardiac operating rooms in the UK helped identify 
multiple recurring errors, such as faulty instruments, background chatter, and excessive operating room traffic. 
Staff also felt that debriefings improved communication and professionalism.51


43	 Cumin D, Skilton C, Weller J. 2016. Information transfer in multidisciplinary operating room teams: a simulation-based observational study. BMJ Quality & 
Safety 16: 16.


44	 Jain AL, Jones KC, Simon J, et al. 2015. The impact of a daily pre-operative surgical huddle on interruptions, delays, and surgeon satisfaction in an 
orthopedic operating room: A prospective study. Patient Safety in Surgery 9: 8. 


45	 Allard J, Bleakley A, Hobbs A, et al. 2011. Pre-surgery briefings and safety climate in the operating theatre. BMJ Qual Saf 20(8): 711–7.
46	 Cumin D, Skilton C, Weller J. 2016. Information transfer in multidisciplinary operating room teams: a simulation-based observational study. BMJ Quality & 


Safety 16: 16.
47	 Jain AL, Jones KC, Simon J, et al. 2015. The impact of a daily pre-operative surgical huddle on interruptions, delays, and surgeon satisfaction in an 


orthopedic operating room: A prospective study. Patient Safety in Surgery 9: 8.
48	 Ali M, Osborne A, Bethune R, et al. 2011. Preoperative surgical briefings do not delay operating theatre start time and are popular with surgical team 


members. J Patient Safety 7(3): 139–43.
49	 Civil I, Shuker C. 2015. Briefings and debriefings in one surgeon’s practice. ANZ J Surg 85: 321–3.
50	 Marks SW, Loskove J, Greenfield A, et al. 2014. Surgical team debriefing and follow-up: Creating an efficient, positive operating room environment to 


improve patient safety. APSF Newsletter. URL: www.apsf.org/newsletters/html/2014/June/04_surgicaldebrief.htm.  
51	 Papaspyros SC, Javangula KC, Adluri RK, et al. 2010. Briefing and debriefing in the cardiac operating room. Analysis of impact on theatre team attitude and 


patient safety. Interact Cardiovasc Thorac Surg 10:43–47, 201



http://www.apsf.org/newsletters/html/2014/June/04_surgicaldebrief.htm
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Appendix 1: Briefing and debriefing template examples52


Quick guide to briefing


What is it? •	 The plan for the day is discussed by all team members


When?
•	 Initiate the briefing before the first case of the day, once all team 


members are available in the department


Why?
•	 Ensure a shared understanding of the plan for the day 


•	 Anticipate and prepare for problems


Who is leading the briefing?
•	 It can be any member of staff 


•	 Consider rotating the lead including and encouraging junior staff/
trainees?


People


•	 Team members introduce themselves 


•	 Clarify roles, responsibilities, actions and interactions - who’s doing, 
what, where, when 


•	 Who’s missing? 


•	 Does everyone feel comfortable about today? 


•	 Qualify any supervision/assessment considerations 


•	 Remember – we’re part of a team 


•	 Everybody has a valid role, perspective and opinion 


•	 Additional personnel, eg, multi-speciality case/ perfusionists/
radiography


List 


•	 Highlight any issues arising from the previous list’s debrief 


•	 Overview of the list 


–– Any changes? 


–– Anticipated events, eg, Fire Alarm test, Industry observer 


–– If emergency procedures are needed what changes may be 
necessary? 


•	 Details of each case 


–– Be clear about the plan, expectations, special considerations, eg, 
latex allergy/positioning


Equipment


•	 What, where, when and how 


•	 Loan equipment 


•	 Decontamination Issues 


•	 Consumables


Questions and concerns


•	 Check for any misunderstandings 


•	 Ask the team to highlight potential risks and hazards 


•	 Identify and discuss contingency and mitigation plans 


•	 Agree when the debrief will be performed


52	 Patient Safety First. 2014. Surgical safety: To improve the care for patients undergoing surgical procedures in the hospital setting. URL: www.patientsafetyfirst.nhs.
uk/Content.aspx?path=/interventions/Perioperativecare/.



http://www.patientsafetyfirst.nhs.uk/Content.aspx?path=/interventions/Perioperativecare/

http://www.patientsafetyfirst.nhs.uk/Content.aspx?path=/interventions/Perioperativecare/
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Quick guide to debriefing


What is it?
•	 A discussion of the day’s list and an opportunity to learn from what 


went well and what didn’t 


When?
•	 Perform the debrief before team members start leaving the theatre/


department 


Why?
•	 Aim is to improve rather than blame 
•	 Opportunity to feedback on team learning 
•	 Capture problems, trends and near misses 


Who is leading the debriefing?


•	 It can be any member of the team 
•	 Consider rotating the lead including students and trainees? 
•	 Consider giving the lead to the team member who is often the first 


to leave the theatre 


 How to debrief


•	 Reflect; sharing information and perspectives 
•	 Own personal views, start sentence with ‘I’ 
•	 No direct criticism or blame 
•	 Openness and honesty 
•	 Encourage everyone to contribute 
•	 Acknowledge, glitches, mistakes, distractions and interruptions 
•	 Reflect on your own work as well as others 
•	 Think about individual, team and system contributors to events 
•	 End on a high/positive learning point 


What went well and why


•	 Did you work as well as you could have? If not, why? 
•	 Did you speak up when you needed to? 
•	 Was the whole team present? 
•	 Did we work well as a team – were we well prepared? 
•	 How was the atmosphere in theatre? 
•	 Was the briefing beneficial? Was anything missed out? 


What didn’t go well and why


•	 Were there any times when you didn’t know what was going on? 
•	 Were there any surprises? 
•	 Were there any errors? Violations? Were there any potential errors 


or glitches? Were they linked to: 
–– Equipment?	 –  Leadership? 
–– Environment?	 –  Communication? 
–– Process?	 –  Decision making? 
–– Planning?	 –  Training? 
–– Time pressures?	 –  Staffing? 
–– Distraction/interference	 –  External influences? 
–– What’s happening in the Trust? 


Close the loop: 
Record, feedback and actions


•	 Record successes and learning points 
•	 What do we need to change? 
•	 Does anything require escalation? 
•	 What can we do ourselves? Who will take forward? 
•	 What do we need external or senior support for? Who will take 


forward? 
•	 Record actions 
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• Next steps 


 







Activity update 


Key activity since fieldwork report one in February 2016; 


• Preliminary telephone interviews with four of  the five cohort three DHBs; Hawkes Bay, Mid 


Central,West Coast and Southern DHBs 


• Two site visits over four days for cohort one DHBs; Counties Manukau Health and Waitemata 


DHB 


• Site visits include interviews with Chief  of  Surgeries, Chief  Medical Officers, theatre and nurse 


managers, clinical leads, quality leads, data analysts and theatre staff  for both elective and acute 


theatres 


• Second interviews with cohort one DHBs; Auckland, Waikato, Taranaki and Northland DHBs 


• Interviews with Clinical Leads for Medical and Nursing 


• Interview with Trainer Lead 


• Requested data on surgical treatment injuries from ACC 
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Surgical teamwork and communication roll-out timescale
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1 – Preliminary telephone interviews with the 


DHBs


3 – Follow up survey/telephone interviews 


with the DHBs


2 – Secondary interviews with the DHBs


Key:


 


LS 


 


 


Learning session


Intervention training


Auditor training


QSM
QSM quarterly data 


submission


Feb 16


Fieldwork report 1


Jun 17


Final report


Sep 16


Interim findings report
Mar 17


Surgical safety survey due


Dec 15 - Jan 16


No contact


Today







Benefits realisation 


2.1 Improved surgical safety 


- At this stage focus is on the qualitative findings  


- Theatre staff  interviews - “Is it working?” 


- Hard to distinguish checklist benefits over and above briefing and/or 


debriefings 


2.2 Interventions implemented by all DHBs 


2.3 Improved teamwork and communication within surgical teams 


2.4 Improve DHBs quality improvement capability 


“Support local teams to implement suggested actions and assess impact of  those 


actions and increase quality improvement capability”  


Using Kirkpatrick’s model favourable results on reaction, still need time to qualify 


impact on learning, behaviour and results.   
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See 


next 


slide 







Implementation progress 
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Briefings & debriefings 


30 staff  said yes it did 


improve teamwork and 


communication  


2 staff  thought it didn’t 


5 thought either it may 


have done or they didn’t 


know 


Interventions implemented 


7 DHBs implemented briefing, 


4 in pilot phase 


5 DHBs implemented 


paperless checklist, 6 in pilot 


phase 


2 DHBs debriefing, 3 in pilot 


phase 


 DHB Cohort Briefing
Paperless 


checklist
Debriefing


Auckland 1


Counties Manukau 1


Lakes 1


Northland 1


Taranaki 1


Waikato 1


Waitemata 1


Bay of Plenty 2


Canterbury 2


Capital and Coast 2


Hutt Valley 2


Nelson-Marlborough 2


Tairawhiti 2


Wairapapa 2


Whanganui 2


Hawkes Bay 3


Southern 3


South Canterbury 3


MidCentral 3


West Coast 3


*Cohort 2 progress not current 
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Intended outcome Measure Source 
Local / 


National 


Interventions implemented in all DHBs 
All three interventions (paperless surgical safety checklist, briefings and debriefings) 


implemented as per best practice with all team members engaged 


HQSC QSM 


  


Local / 


national 


Improved surgical patient safety 


Number and type of adverse events HQSC National 


Rate of foreign objects accidentally left in body during surgical operation per 10,000 


surgeries (Y61.0) 


Rate of inappropriate operations performed  (Y65.5) 


• Rate of repeated procedures 


NMDS 


HQSC 


ACC 


National 


  


Rates of selected post-operative complications (as measured by sepsis and 


DVT/PE) 


HQSC QSM  National 


Harm caused by surgical intervention  


• Equipment - lost/separated 


• Equipment - retained 


• Equipment - unsterile 


• Unnecessary surgery  


• Wrong site surgery 


• Wrong Surgery 


• Medication errors (peri operative period only) 


ACC National 


• Near misses DHB Local 


Improved teamwork and communication 


within surgical teams  


Staff turnover rates over time, by DHB 


Staff absence rates over time, by DHB 


DHB Service 


scorecards 


Local 


Surgical safety culture survey HQSC National 


• DHB staff surveys (if any) DHB HR Local 


• Theatre staff interviews (predominantly at site visits) DHB Local 


• Level of engagement in observational audit  QSM - HQSC Local / 


national 


Unintended outcomes On time starts (%)  


Turnaround minutes 


Theatre utilisation (%) 


DHB Local 


 


 







Efficiency of  the programme 


3.1 Effective programme design 
• Positive feedback on construction of  programme 


• Training and support package 


• National versus local 


3.2 Efficient implementation approach 
• Consistent and timely uptake  


• Implementation approach – clinical champion ‘pilot’ 


approach versus ‘big bang’ 
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Barriers and enablers 
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Barriers Enablers 


• Readability of  posters 


• Current theatre throughput processes 


• Lack of  seniority of  clinical champions  


• Balancing theatre & ward needs (on time starts, 
discharges) 


• Debrief  loop – process of  allocating, recording and 
completing actions 


• “Getting people to stick to script” eg examples of  
processes being truncated or extended depending 
on  individual 


• Culture of  the workplace 


• Training of  surgeons (to be autonomous)  


• Sign Out 


  


• Localisation of  posters eg traffic light colour 
posters to differentiate, split into three, enlarge text, 
use DHB logics and colours  


• Used real incidents to create local evidence,  


• Stopping all theatre for training and having nurses, 
surgeons and anaesthetists in the same training 
sessions 


• Using auditors as patient safety champions 
(volunteers) 


• Utilising registrars as change leaders 


• Localisation  


• Videos  


• Senior clinical leadership / support 


• Using mobiles if  surgeons can’t be there in person 
for the briefing 


• Using clinical champions theatres as pilots  


• Using local audits to measure progress 


• reconfigured processes, 


• Utilising competition incentives between theatres, 
specialties  


• Not bringing in the patient until briefing complete 







Strategic Fit and Sustainability 


• Further work required on strategic fit and sustainability 


• Need to understand the programmes shift to BAU for 


the HQSC and DHBs 


• Early feedback suggest ‘national’ oversight to ‘local’ 


implementation right conduit 


• To consider wider sector changes such as health 


strategy and DHB annual and strategic plans 
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Private surgical hospitals  


• Additional piece of  work to consider private facility 


uptake of  the interventions 


• 37 hospitals 


• E survey to be circulated through New Zealand Private 


Surgical Hospitals Association to understand level of  


uptake  


• Supported by two site visits to be agreed dependent on 


survey results 


• Mixed DHB support of  private hospitals to date 
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Next steps 


• Cohort 2 follow up interviews (July/August) 


• Cohort 2 site visits (August) 


• Start of  quantitative analysis 


• Private facility  


• Interim findings report due 30 September 


• Agree meeting schedule for interim findings report 
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Our core values are independence, integrity and objectivity 
Sapere aude – dare to be wise 


Hazel Rook 


+64 21 492 198 


hrook@srgexpert.com 
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Patient deterioration programme

Update to 

Safe Surgery NZ expert advisory group

1 September 2016







Planning and scoping process

		Expert advisory group met three times to inform planning and scoping

		Sector feedback on current status of rapid response systems and activities in NZ

		Review of evidence 

		Meetings with key organisations nationally 

		Learning from international organisations’ activities







*









Programme 2016-2021

		Board approval for five-year quality improvement programme



		Aims to: 



Improve the recognition of and timely, patient-specific responses to clinical deterioration for all adult inpatients in NZ





		Delivery via the regional quality and patient safety groups – a regional approach to implementation, with the establishment of regional networks key – sustainability of the change ensured by the regional networks

		Consensus shift to standardised VSC and EWS, with appropriate response arm

		Increasing consumer participation in their care

		Increasing consumer-clinician interaction

		Standardising practice across NZ – reducing variation and inequity

		Improving capability and resulting in a culture change – a team approach to preventing deterioration, with appropriate governance

		Improving measurement – national, regional and local approaches to data collection and improvement based on evidence

		Enabling greater uptake of ‘smart systems’ and delivery of the NZ Health Strategy



*









Programme 2016-2021

		Phased workstreams over five years









Recent Progress

		Programme team established

		Expert Advisory Group established

		Evidence Summary and Sector Feedback documents published

		Discussions with regions

		Engagement with national groups













Next Steps

		Begin testing to develop protocol for further roll-out:

		National vital signs chart with early warning scores

		Response processes

		Responder competencies

		Governance recommendations

			Agree on local and national measures

		Further engagement with national groups













( HEALTH QUALITY & SAFETY
COMMISSION NEW ZEALAND





Recognition and response system: July 2016 —June 2018

Patient, family and whanau escalation: July 2017 — June 2019
Goals of treatment: July 2018 — September 2020
Measurement: July 2017 — June 2021

Evaluation: September 2017 — June 2021








