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Search question: what is the evidence that briefings of operating teams prior to

surgery improves operating theatre processes, team processes, or patient outcomes?

1. Glymph DC, Olenick M, Barbera S, Brown EL, Prestianni L & Miller C. (2015)

Healthcare Utilizing Deliberate Discussion Linking Events (HUDDLE): A Systematic
Review

Huddles originated from the concept of the football huddle.

The HUDDLE acronym is: Healthcare, Utilizing, Deliberate, Discussion, Linking, Events.
Glymph et al. (2015) conducted a systematic literature search of databases (ProQuest,
Medline and CINHAL) from January 2005 to January 2013 and they included 11 studies
in their review. (Keywords search: Communication, huddle, interprofessional,
communication, preoperative brief, and team brief).

They recognised that the HUDDLE provides a shared mental model for the surgery team
before the start of the procedure.

They highlighted preoperative huddles can increase teamwork, collaboration and

communication which may improve patient safety.

2. McDowell DS, McComb SA. (2014)

Safety Checklist Briefings: A Systematic Review of the Literature

McDowell and McComb (2014) conducted a systematic literature search of database
(PubMed) for all the possible articles until mid-October 2012 they included 23 studies

across 17 countries.
Some background statistics on death rates from medical and surgical complications:

“The National Center for Health Statistics reported that death rates in the United States
from complications of medical and surgical care among adults 45 years and older

dramatically decreased from 1999 to 2009:
o in adults 85 years and older, deaths declined 39% to 71.3 in 100,000,
o in adults 75 to 84 years, deaths declined 37% to 51.4 in 100,000,
o in adults 65 to 74 years, deaths decreased 38% to 27.9 in 100,000, and

o in adults 45 to 64 years, deaths decreased 28% to 8.9 in 100,000.”



Semel et al. (2010) studied showed that the use of the checklist could “save more than
$100,000 annually for a hospital that performed 4,000 non-cardiac surgeries per year,
a savings of $25.96 per case.”

They highlighted safety checklist briefings can improve overall patient safety outcomes

such as wrong patient, procedure, side, and site.
For example:

“In 2012, de Vries et al. collected 6,313 checklists from six individual hospitals,
including self-reports of “intercepted incidents” by checklist users; they discovered a
total of 6,312 incidents by use of the SURPASS checklist, including 3,458 (54.8%)
preoperative incidents and 897 (14.2%) perioperative incidents.

A study conducted in Liberia measured overall complications and surgical site
infections in two different hospitals and pooled scores; this study showed significantly
improved outcomes (P <.0001 for any complication; P<.005 for surgical site infections).”
They noted safety checklist briefings could increase the teamwork, collaboration and

overall communication and team discussions.
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