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Introduction

Ever since the WHO established a surgical safety checklist, research has showed a significant 

reduction in terms of mortality and other postoperative complications (1). 

Year 2008, The World Health Organisation (WHO) created a Surgical Safety Checklist for 

the operating rooms in order to improve the patient’s safety as much as possible (2). “The aim 

of the checklist harness political commitment and clinical will to address important safety 

issues, including inadequate and poor communication among team members” (3).

The WHO checklist is used as a tool for hospitals and clinicians who would like to improve 

the safety in their operation rooms. Not only does it provide safety for the patients, but it also 

minimizes the number of deaths and complications that could have been avoided by following 

the WHO checklist.

The checklist is run by a person in the operating room which will be responsible for 

performing the safety checks found on the list, step by step. This can be fulfilled by a 

circulating nurse, anaesthesiologist or any other clinician participating in the operation. The 

checklist should always be performed verbally, loudly and clearly. 

The WHO Surgical Safety Checklist is divided into three different parts. Each part 

corresponds to a specific time during the normal flow of a surgical procedure (3). 

The checklist starts with a stage called Sign In (4). This is the check point before induction of 

anaesthesia. The surgeon together with the anaesthesiologist will consult with the patient 
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about his or her procedure. It is very important at this stage to assure that the patient has 

understood and agreed with the planned procedure, site of procedure that has been marked 

and confirmed his or her identification. This can be achieved by asking the patient to sign that 

he or she has received all necessary information concerning the operation. Also an overview 

of the patient´s risks that may be emphasized during the surgery, such as blood loss, allergic 

reactions and airway difficulties will be done, and each team member will introduce her or 

himself by name and role in the operating room (3).  As this stage is completed we enter the 

second stage, called Time out (4). This is an important checkpoint right before the surgical 

incision. 

Once again patient’s identification will be confirmed together with type of procedure and site 

of incision. This will guarantee for hundred percent that it is the correct person for the correct 

surgery. Furthermore, the team will provide a small review of their plan for the operation 

together with the conformation of prophylactic antibiotics administration that was 

administrated within the previous 60 min. The surgeon will as a final review critical or 

unexpected steps that may occur during the surgery together with operative duration, 

anticipated blood loss and any other patient specific concerns that should be mentioned (3). 

As the operation reaches its end, we enter the stage called Sign out (4). This is immediately 

after wound closure while patient is still in the operating room. A completion of sponges and 

count of instruments, together with labelling of any surgical obtained specimen will be done. 
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The team will also evaluate the performed operation and the key concerns for patient’s future 

recovery and management. 

By following these three-step surgical safety checkpoints, a safe surgery can be assured. Not 

only for the patient, but also for the working team (3). 

In a multicentre study, “the WHO checklist was found to reduce both post-operative 

morbidity and mortality” (5, 6). 

Although the checklist is developed as a helpful guidance for the physicians, in numerous 

specialities, numeral doctors have not been willing to adopt to the checklist (5). Also, being 

able to motivate the staff to use the WHO checklist, especially the surgeons, appears to be 

very challenging. According to them, “Some items have indeed been considered so irrelevant 

that there is no need for a check” (5). 

In 2009, when the checklist had been used for a year, a significant reduction in mortality and 

in other postoperative complications was seen (1, 7). “Since then, the checklist has been

adopted by more than 3,900 hospitals in 122 countries, representing more than 90 % of the 

world´s population” (1, 7). The WHO surgical safety checklist was evaluated as a study in 

eight hospitals in different parts of the world. The results by introducing the WHO surgical 

safety checklist, hospitals showed “a statistically significant relative reduction of mortality. In 

major surgeries by 47 %, from 56 in 3733 cases (1.5 %) to 32 in 3955 cases (0.8 %) and a 

statistically significant relative reduction of major morbidity by 36 %, from 411 in 3733 cases 

(11 %) to 288 in 3955 cases (7 %)” (4, 8).
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A year after the WHO checklist was introduced to two Swedish hospitals, 93 % of the treating 

staff specified that they noticed an increase in patients’ safety (4, 9). In an additional study in 

Finland, a significant improvement was seen in their knowledge of the task and names of 

team members. There was also an improvement concerning awareness of patient´s history, 

identity, allergies and medication. Critical cases were also more often debated among 

surgeons and anaesthesiologists (4, 10). In the United Kingdom, where WHO checklist is 

officially required, only two-thirds of all National Health Service hospitals used the checklist 

in their operations (4, 11). In France, at the Hospital Belle-Isle in Metz, the WHO surgical 

safety checklist was present in all patients chart some month after the introduction of the 

Checklist. But only 70 % of the individual items were filled out (4).

“In a retrospective study, the frequency of implementation of the WHO checklist was found to 

have dropped from 88 % to 76 % of use. The first two parts of the checklist were found to 

have been filled out with about 90 % completeness, and the third part with 75 % 

completeness. Only 18 % of all items on the WHO checklist were also communicated in the 

operating room” (4, 12). Sadly enough, the third part was completed only in 2 % in New 

Zealand (4, 13). “The frequency of items raising concern ranged from 1.5 % to 1.9 %” (4, 14), 

with common ones counting forgotten administration of antibiotics, surprisingly high risk of 

bleeding with incomplete preparation and orders. 

In order to be able to use the WHO surgical safety checklist as a daily practice in the 

operating room, there needs to be an acceptance of the checklist. This could possibly be 
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achieved if the team leaders would take the guidance seriously and serve as an example to 

others by using it themselves. Training videos for demonstrating the correct way of handling 

the checklist and how to achieve a good team work and a safe zone for the patient should be

given for the hospital staff (4). 

“The WHO Surgical Checklist is strongly recommended as a highly effective yet 

economically simple intervention to improve patient safety” (15). The WHO surgical safety 

checklist need not only be decidedly focused on developed countries, but should also be 

stressed in developing countries. “The surgical mortality showed a 10 times higher number 

than in developed countries and deaths attributed to anaesthesia were thousand-folds higher” 

(16, 17). Therefore, the WHO surgical safety checklist is believed to be more critical in 

developing countries compared to developed countries. The use of the WHO checklist in 

developing countries has shown a reduction in operating errors and significant drop in patient 

mortality from 1.5 % to 0.8 % (16, 18). 

By following the implementation of the WHO worldwide, the largest decrease in terms of 

complications was seen in low-income nations or middle-income nations (74.3 %). Also two 

of the four hospital sites in poor developing countries had a higher decrease in surgical site 

infections and total complication rates compared to only one of the four hospital sites in a 

developed and high-income country (16, 19). 

By keeping the WHO Surgical Safety Checklist alive, we may keep our patients alive. Team 

work, communication and guidance is the key for a safer operating room. 
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Discussion

In 2008, the World Health Organisation (WHO) created a Surgical Safety Checklist for 

operating rooms. The checklist consists of three-phases: sign-in, time-out and sign-out. Each 

phase is formed to check for errors that could occur during that specific time of preparation. 

The WHO surgical safety checklist was developed for the operating teams in order to improve 

their patient’s safety and to serve as a guidance for the preparation prior to surgery. By 

following the few critical steps, health care professionals can minimize the most common and 

avoidable risks jeopardizing the lives of their patients. The checklist should be seen as a 

guiding instrument. By following the checklist step by step, nothing can be forgotten. 

Many physicians sees the WHO surgical safety checklist as a time consuming task and 

therefore choose to ignore it. Some may also skip a task or two. But in order to full fill the 

highest safety in an operating room, the checklist should be followed as it has been 

constructed. However, as time brings skills, the checklist will by time become an easy daily 

task to use. Patience and acceptance is the golden key.

Now, should every step be checked for every single surgery that will be performed? Do I 

agree that “some items have indeed been considered so irrelevant that there is no need for a 

check” (5)? 
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I believe some changes could be done, such as not repeating similar steps as for an example to 

save some time. But by looking over the results that were evaluated: “the WHO checklist was 

found to reduce both post-operative morbidity and mortality” (5, 6), I believe it makes more 

benefit than harm to take use of the checklist. 

Hospitals should offer seminars for their staffs, where they will be educated how to use the 

guidance and what its aim is for in order to avoid frustration and disinterest. 

We should be aware that the checklist is the operating room’s main tool for communication, 

teamwork, safety and improvement.
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Conclusion

Now, would I as a future physician take use of the WHO Surgical Safety Checklist and try to 

motivate my team and co-worker to follow? Yes, I would.
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