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My job today
ÅReport on WHO SSSL project

ÅHow we implemented it at UHN

ÅResults of the WHO checklist study

ÅThe CPSI effort ςPaula Beard

ÅbŜȄǘ ǎǘŜǇǎ Χ ǳǇ ǘƻ ȅƻǳΗ 

Bryce Taylor

Paula Beard

Vancouver BC

Central Problems in 

Surgical Safety

1. Unrecognized as a public health issue

2. Lack of data on surgery and outcomes

3. Failure to use existing safety know-how

Bottom line: Do we do the ñlittle thingsò well?
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The stakes are high



1/4/2010

4



1/4/2010

5

WHOôs 10 Objectives for Safe 

Surgery
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 recognize and effectively 
prepare for life-threatening loss of airway or 
respiratory function.

4. The team will recognize 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.

WHOôs 10 Objectives for Safe 

Surgery (cont.)

6. The team will consistently use methods known 
to minimize 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.
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What problems does this checklist 

address?

ÅCorrect patient, operation and 

operative site

ÅSafe Anaesthesia and 

Resuscitation

ÅMinimizing risk of infection

ÅEffective Teamwork

What is this tool that addresses the 10 

objectives?
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The Checklist was piloted in 8 cities
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What we did at UHN
ωPilot at TGHτnon-cardiac ςrevised checklist
Å500 cases pre-checklist usage with post op data
Åрлл ŎŀǎŜǎ ǳǎƛƴƎ ŎƘŜŎƪƭƛǎǘ Χmonitoring!!
ÅIdentifiers, adverse events during surgery, blood loss, CP 

instability, RTS, pneumonia, shock, dialysis, ALOS, 
infection (types)
Å9ȄǘŜƴŘ ǳǎŜ ǘƻ taI όн hwΩǎύ ƻƴŜ ƳƻƴǘƘ ƭŀǘŜǊ
ÅExtend use to TWH one month subsequently
ÅCurrently all 25,000 operations at UHN/year
ÅElectronic confirmation on ORSOS
ÅOngoing vigilance!!
ÅIt needed CEO/Board support, passionate leadership, 

champions, lots of gruntwork

Methods

~ 500 operations        intra- & postop complications

(ACS/NSQIP)
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