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Implementation of 123 Surgical Safety 123 

Milestones Date 

Trial run in Department of Surgery (elective) 9 Feb 2009 

Audit & Evaluation April 2009 

Live run in all elective cases in PWH (all depts) 17 Aug 2009 

Live run in all elective AND emergency cases, 
PWH 

1 Oct 2009 

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


Phase I : Operation Theatre 

• Jan 2008 – Oct 2009 
• From Time-out to Checklist 123 Surgical Safety 123 

• FMEA : Failure Mode & Effects Anaylsis 
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Failure Mode & Effects Analysis (FMEA) 



Journey of a Surgical Patient  

Consenting  
Process Marking  

Ward 
Nurse   

Reception OT 
Nurse check 

Ward OT Reception OT 

Nurse  
check   

Anaesthetic  
check   

Time-out 
and 
Briefing & 
Debriefing   

up-stream 

mid-field back-field Goal keeper 

mid-stream down-stream 



A B C D E F G H 

Process Sub-process Failure mode Severity (1-4) Frequency (1-4) Criticality 
(ExF) 

Existing practices Remedies 

EXAMPLE 
Decision of procedure 

Inaccurate documentation (inaccurate clinical 
diagnosis excluded) 

2 1 2 x 1 = 2 

Decision of 
procedure 

Inaccurate documentation (inaccurate clinical 
diagnosis excluded) 

Transcription error Error in copying from one system to another 

Errors in input into computer in particular 

Documentation Insufficient/inaccurate written documentation 

Errors in verbal communication 

Consent Inaccuracy/incompleteness/inconsistency 

Label Wrong patient’s gum label used 

Verification Checking protocol not stringent enough 

FMEA worksheet 



Rank Score Description  

1 194 Documentation - insufficient written information 

2 185 Gum label 

3 180 Errors in verbal communication 

4 179 Transcription error 

5 178 Complex cases, multiple teams 

6 176 Culture 

7 175 Consent 

8 171 Checking procedure not focused enough 

9 165 Errors in computer input 

10 157 Patient factor 

11 145 Miscommunication between departments 

12 143 Checking protocol not stringent enough 

13 143 Inaccurate documentation 

14 139 Wrong/inaccurate marking 

15 133 Too many/too few people involved (time out) 

16 131 Inappropriate or incomplete timing 

17 127 No standard way of surgical marking 

18 121 Some key parties not involved 
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FMEA Task Force 
Prevention of Wrong patient, Wrong site/side Surgery 
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Covered 
by WHO 
checklist 

We need a checklist covering the whole journey 



NTEC Procedure Safety Subcommittee 

NTEC Procedure Safety Subcommittee 

Major Theatre (Phase I) 

Interventional suite (Phase II) 

Wards (Phase III) 

NTEC Q & S Committee 

Half yearly audit 



Since 12Q2011 

• Audit group from OT users  
– Nurses     Gate keeper 
– Surgeons  
– Anaesthetists  
– Orthopeadics 
– Ophthalmologist  the players 
– ENT Surgeons 
– Gynaecologists 
– Dentist 
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2012 - 2016 
Year Event  Operations/yr % 

2012 33 11221 0.294% 

2013 35 10871 0.322% 

2014 20 11210 0.178% 

2015 23 10562 0.218% 

2016 17 10689 0.159% 

Total 128 54553 0.235% 
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Lethal wrong documentation 
Year Event  Operations/yr % 

2012 0 11221 

2013 5 10871 0.0460% 

2014 7 11210 0.0624% 

2015 5 10562 0.0473% 

2016 1 10689 0.0094% 

Total 18 54553 0.0330% 



Upstream is the culprit and the solution 

Thank you 
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