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Murphy’s Law -

"if anything can go wrong, it will." 

"If there's more than one possible outcome 
of a job or task, and one of those outcomes 
will result in disaster or an undesirable 
consequence, then somebody will do it that 
way."

http://en.wikipedia.org/wiki/Murphy's_law



Time out

• Initiate from Dept of Surgery, PWH in 
Jan 2008
(Task force by Dept Q & RM Coordinators)

• To prevent:
– Wrong patient
– Wrong side
– Wrong site
– Wrong surgical procedure

• Final verification before surgery

• Good practice – reminder to surgeons
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The Checklist was piloted in 8 cities…
a variety of economic circumstances & diverse populations



Global movement



Both mortality and complication rates were 
reduced with implementation of the checklist !





http://www.who.int/patientsafety/safesurgery/en/index.html

http://www.who.int/patientsafety/safesurgery/en/index.html


Journey of a Surgical Patient

Consenting 
Process Marking 
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Goal keeper cannot survive alone !  Mid-field and back-field are 
important !
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in current 
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Failure Mode & Effects Analysis (FMEA)



1‐2‐3 Surgical Safety 1‐2‐3

• Adapted from WHO Safety Checklist 

• Critical processes of surgical patient journey combined 
into ONE single checklist

• and…….



more crucial points addressed…

• Marking
• Blood loss

• Anaesthetic issues

• Drug allergies

• Surgical concerns

• Post‐operative care

• Surgical device issues 

– (more complex in modern surgery)



123
Surgical Safety

123

Briefing

Department of Surgery
Jan 30, 2009



Front Page 
1.Consenting process

2.Sending Patient

3.Theatre Reception



Back Page 
1. Theatre, before 
anaesthesia

2. Before incision

3. Before leaving theatre
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The day before 
surgery

A good practice



The evening before surgery:

Check the OT list vs. consent form





Right         Front         Left Left         Back       Right

Right 
inguinal 
hernia

Left 
hemithyroidectomy

Left scrotal

Procedure

Left Varicose vein 
procedure

Right kidney 
procedure 
(Anterior)

Left 
arterial/vein 

graft

Right 
kidney 

procedure 
(Posterior)

Right thoracic 
Procedure

Right 
buttock 
abscess



Right    Front    Left Left     Back    Right

Right craniotomy

Right burr hole

Right translabyrinthine
approach for acoustic 

neuroma



Right inguinal hernia repair
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To Theatre Reception



Sending 
patient
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Surgery completed



PWH: Implementation of “123 Surgical Safety 123”

MilestonesMilestones Date

Trial run in Dept of Surgery (elective cases) 9 Feb 2009

Audit & Evaluation April 2009

Live run in all elective cases (all Depts) 17 Aug 2009

Live run in all elective & emergency cases 1 Oct 2009

http://hk.wrs.yahoo.com/_ylt=A3OyCEdamblKWk0A9SO.ygt./SIG=12c5bseek/EXP=1253763802/**http%3A//www.sxc.hu/pic/m/x/xd/xdsgn/120908_china_flag.jpg


Audit for Compliance

Elective Surgery
Feb – April 2009 (9 weeks)



Compliance

Compliance
(%)

Overall 57 checkboxes

Good
>95%

68.4%

Satisfactory
90‐95%

15.8%

Fair
85‐90%

7%

Poor
<85%

8.8%



Consenting 
Process

0.9 ‐ 5% Before 
Anaesthesia

2.2 – 10.9%

Sending Patient 0.3 – 4% Before Incision 0.9 – 36.3%

Reception 0.9 – 6.2% Before leaving 
theatre

3.7 – 23%

Missing checkboxes



Improved Communication

OT 
Nurse Anaesthetist

OT Reception 
Nurse

Surgeons

Ward Nurse
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