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Overview

 Safety meet surgery

 Teamwork as one critical element of safety

 Observation of surgical teams

� Vulnerabilities in the system

 Teams create safety

� Team interventions



Imperial Academic Health Sciences Centre



Cross cutting themes
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Safety meets surgery



Annals of Surgery, 2004



Surgical Outcomes

Patient  
Risk 
Factors

Outcome



Operation Profile

Surgical Outcomes

Patient  
Risk 
Factors

Surgical 
Skill

(Implied)

Outcome



Systems approaches to surgery

Patient 
Risk 

Factors

Individual skills (motor, 
cognitive, etc.)

Teamwork & communication

Operative environment & 
procedures

Clinical 
processes & 

outcomes

Organisational context 

Vincent et al, 2004





Observing Surgical Teams



Scheduling the case

Pre-assessment

Theatre Transfer & Preoperative checks 

Induction of Anaesthesia

Operation

Postoperative Handover

Patient�s Surgical Journey

Daily Ward Care



Postop handover

 Source failures 
� Failure to write postop instructions
� Handover incomplete
� Information at different places

 Transmission failures
� Operation notes not transferred
� Debriefing does not happen

 Receiver failures 
� Nurse multitasking, not gaining full info

Nagpal, 2009



The evolution of communication

 �A lack of an organised process of handing over 
information or recording information. People 
record information in different places, there's 
nursing notes, there's surgical notes and actually 
everybody�s got their own, their own piece of 
territory but it�s not all tied together. �

 �What we�ve got is an organic system which has 
grown and developed over the years which 

includes multiple parallel hierarchies and people 
working independently�

Nagpal, 2009



Surgical equipment checks
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Results: task completion

Pre-op Intra-op Post-op 

Surg Urol Surg Urol Surg Urol

Equip 56% 61% 82% 91% 89% 95%

Comm 61% 71% 55% 57% 90% 84%

Patient 90% 94% 93% 93% 97% 92%



Lack of design in healthcare teams

� Team haphazardly put together

� Assumption that they can �manage�

� Assumption that it is all down to one�s personality  



Improving team performance



I  Reliability of ward care

 (1) How well do you understand the goals of care 
for this patient today? 

 (2) How well do you understand what work needs 
to be accomplished to get this patient to the next 
level of care? 

 Less than 10% of nurses or doctors could answer 
these questions

Pronovost et al, 2003





The Impact of Daily Goals

 Structured and 
organised care for each 
patient

 Reliability � reducing 
the gap between what 
should be happening 
and what is actually 
happening

 Reduced length of stay 
from 2.5 to 1.3 days

Pronovost, 2003







Global results  Process



Global results  Outcome







Checklist is not just a checklist

 Clarification of roles and responsibilities
� Ward care

� Handover

� Operating theatre

 Softening the hierarchy

 Towards a shared mental model

 Anticipation of problems
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