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Abstract

Background: In 2008, the World Health Organization (WHO) labad the Surgical Safety
Checklist (hereafter, the "checklist") to increéise safety and security of surgery. Attitudes
toward the checklist, especially its efficacy, areed. Additionally, the frequency of wrong

site surgery among Swiss surgeons and anaesthstsisknown.

Objectives To describe the use of the checklist among Ssusgeons and anaesthetists two
years after its international launching, their sefforted compliance and attitudes toward the

checklist and their number of self-reported pagoition to wrong-site errors.

Methods. Cross-sectional surveys at two meetings of syrger2010, in Switzerland: 47
Annual Meeting of the Swiss Society of Surgeryettaken, 28-28" of May, and the 4%

Annual Meeting of the European Society for SurgRasearch, Genevd"a2" of June.

Results In the first meeting (Interlaken), 433 questiones were distributed and 152

returned (participation rate = 35%). 64.7% respotgl@acknowledged having a checklist in
their hospital or their clinic. Median implementatiyear was 2009. More than 8 out of 10
respondents reported they team applied the Siganththe Time Out very often or quasi

systematically, whereas almost half of respondanknowledged the Sign Out was applied
never or rarely. Respondents agreed that the dbeckhproves safety and team

communication, helps to develop a safety culturewélver, they were mitigated about the
opinion that the checklist facilitates teamwork aekiminates social hierarchy between
caregivers. Self-reported participation in surgipabcedure where an operating site error
(wrong side, level, procedure, or patient) tookcplaho matter who were the persons
responsiblg during the entire career, was 42.8%.

In the second meeting (Geneva), 400 questionnaiezs distributed and, after returned, 38
were usable (participation rate = 9.5%). 68% ackedged having a checklist in their
hospital / clinic, for a median year of implemermatin 2009. Respondents reported they
team applying very often or quasi systematicallysattions of the Checklist (Sign In, Time
Out and Sign Out). Respondents agreed the cheekligiol for improving safety procedures,
team communication, teamwork, and safety cultu@veéler, they were mitigated about the

scientific evidence of its efficacy and the opinithrat it eliminates social hierarchy between



caregivers professions. Self-reported participatiosurgical procedure where an operating
site error (wrong side, level, procedure, or pdjignok place fo matter who were the
persons responsibleduring the entire career, was 8%.

Conclusion Use of the checklist among Swiss surgeons andstimetics participating to the

meetings is spreading. Attitudes of respondentsatdwhe checklist are generally good.
Proportion of surgeons and anaesthetics reporantcgation in surgical procedure where an
operating site error (wrong side, level, procedarepatient) took place was not negligible,

suggesting that Swiss doctors are disposed totrépar errors.
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1. Background
Despite its rarity, wrong site surgery (i.e., wresitg site / side / patient / procedures errors) is

subjectively very distressing.

Risk of surgical errors is not only related to ghgscharacteristics of patient, emergency
cases, complexity of procedures, time pressimet also to working in team with different

professions, to communication problérasd to operator worklodd

To improve the safety of surgical interventionshiwtthe complex environment of operating
rooms, various safety checklists have already beepted in hospitals throughout the wérld
" over the last decadeln 2008, the WHO launched the Surgical SafetydRlist (hereafter,
the checklist) to reduce communication breakdowthénoperating roo The checklist has
been shown to improve patient clinical outcome laasl been widely distributed throughout

the world*%*2

According to the WHO, around 300 professional ageara organizations around the world
endorse the checklf$t Despite health authority support and growingrtifie evidence,
implementation of surgical safety checklist remaglatively slow. Several years are needed

to change attitudes and practices of team opertiagery’.

We do not know if Swiss surgeons and anaesthetistasing a safety checklist before
operating patients and whether they are, or natyiooed about its efficiency and utility.
Moreover, we do not know of the frequency of wraitg surgery among Swiss surgeons and

anaesthetists.

The emerging culture of safety and security amaajthcare professionals suggests that a
survey focused on this highly sensitive topic migatfavourably welcomed while providing
interesting results that will pave the way to depehew research protocols on quality of

perioperative care.



2. Objectives
The present research addresses the following nigé@ctives:

1) To investigate the implementation of checklists agn8wiss surgeons and

anaesthetists.

2) To explore the self-reported compliance and attituidward the safety checklist,

among surgeons and anaesthetists.

3) To explore the number of self-reported wrong-siters among surgeons and

anaesthetists.
Secondly, it will examine the following secondahyjectives:

4) To compare attitudes toward the checklist betweegeons and anaesthetists who use
the checklist and those not.

5) To describe socio-demographics associations wigtysaulture.



3. Methods
Design

Cross-sectional survey, with self-administered jaesaire. The same questionnaire (four
language versions: German, French, Italian andi&nglsee Annexes) was administered in

two settings.

Settings

Setting 1) 97" Annual Meeting of the Swiss Society of Surgeryettaken, 28-28"
of May, 2010, in combination with the Swiss SocietySociety of

Anesthesiology and Reanimatidmttp://www.chirurgiekongress.ch/

Setting 2) 45" Annual Meeting of the European Society for SurgiResearch,
Geneva, 9-12" of June, 2010http://www.essr2010.ch/

Population study

Setting 1) all participants to the meeting (mainly surgeond anesthetists). Between

1'100 and 1'300 participants were expected.

Setting 2) all participants to the meeting (mainly surgeoB&tween 300 and 350

participants were expected.

Dependent variables

implementation of checklists among participantspitals/clinics
- self-reported compliance to the surgical safetyckhst at the operating room
- attitudes toward the surgical safety checklist

- attitudes toward safety culture (5 items selectatladapted from the Pharmacy

Safety Climate Questionnafresee annex D)

- self-reported number of participation to wrong sitegery (site / side / procedure /

patient error) throughout the career and durindakethree years

Independent variables

- attitudes toward security at the operating roontgis)

- sociodemographics variables (age, sex)
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- medical specialty (surgeons, anaesthetist)
- work experience (years in practice)
- main location of practice (public hospitals, prevéospitals, private practice)

- self reported annual operative load (number ofruaetions or procedures per

year)
- postgraduate medical training abroad (yes or no)

Administration of the guestionnaire

Participants were invited to fill in the questioimeaduring the Meeting. Participants received

a short (1 page, double-sided) questionnaire witmoductory letter — see Annexes.

Setting 1) The letter and the questionnaire were translatea ffrench into German and
Italian. Translations were conducted by two tratestaand pre-tested.

Participants were invited to fill in the questiame during the
"Surgery/Anaesthesia day" of the Meeting, i.e. &iad" of May 2010,
conducted in combination with the Swiss Society¥labracic and Cardiovascular

Surgery.

7 bilingual medical students distributed the questaires. Participants who

returned their questionnaire received a small Sehegolate.

Setting 2) The letter and the questionnaire were translatad ffrench into English.

Translations were conducted by one translator aedgsted.

Questionnaires were distributed within the packdgjerered to the participants.

Analysis

General linear models were used to examine predidtfcthe attitudes toward surgical safety
checklist and teamwork functioning. Alternativelygistic regression models were used to

examine the self-reported compliance to surgidatgahecklist.
Limitations

- Possible selection and omission bias due to th@yhgensitive topic.



- Possible bias due to the fact that some institgtisse to send a relevant part of
their staff to such congresses (bias of the prapodf implementation of
checklists among participants’ hospitals/clinics)

10



4. Guarantee of anonymity of the data

The present topic is highly sensitive. Therefore,had to guarantee that the data collected

would be completely anonymous.

Anonymity: no information allowing identification were askduigt name, last
name, or exact date of birth, name of the institythor the city or

Canton name of practice).

Data storage during the analysis, data were stored on a ptetedirectory of the

Quality of care Service (University Hospitals ofr@ga)

at the end of the study (publication of the reguttata will be
transferred on a CD-Room and kept (with the quasa@es) in a
closed storage cupboard of the Quality of care.Uata originally
stored on the protected directory will be deleted.

Data access control access to data stored on the Quality of carei@ewas restricted by
password to the principal investigator of the st(8¢phane Cullati)

and the director of the Quality of care Service. Berre Chopard)

11
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6. Results

6.1. 97t Annual Meeting of the Swiss Society of Surgery, Interlaken, 26t-28th
of May, 2010, in combination with the Swiss Society of Society of
Anesthesiology and Reanimation (http://www.chirurgiekongress.ch/)

6.1.1. Data collection and sample description
Medical students distributed 433 questionnaire® fG&estionnaires were returned

(128 in German, 23 in French, 1 in Italian). P@ottion rate was 35%.

The respondents included 37.4% women. Respondemtsin age was 45 years
(standard deviation (SD) 11 years, Min=20, Max=a@)l 31.1% did a postgraduate training
in another country (60.6% didn’t and the questicaaswot applicable for 8.3%). Most were
surgeons (61.6%), one third (34.1%) were anaesthdiNurse: 3.6%; Others: 0.7%). Mean
number of years of practicing in surgery/anaesteetvas 15.6 (SD 10 years, Min=1,
Max=40) and median number of interventions/procegherformed each year was 500 (Mean
833, SD 1325, Min=20, Max=8000). Surgeons who dleedrtheir clinical specialty (N=49)
were: general surgeons (47%), digestive surgeon®)2trauma surgeons (10%), vascular
surgeons (4%) or practiced a combination of sufgipacialties (12%). 16.5% of respondents
were working as private practitioners (consultingms, either alone or with colleagues), the
rest were employed in non-university public hodpit@3.6%), university hospitals (14.4%)
and private hospitals/clinics (12%).

6.1.2. Implementation of checklists among surgeons and anaesthetists and
self-reported compliance

Almost two out of three respondents (N=97, 64.7%nawledged having a surgical
safety checklist similar to the one proposed by WiEO in their hospital/clinic. 27.3%
responded that their institution did not have agmat safety checklist implemented (4.7%
didn’t know, 3.3% didn’'t know this surgical safethecklist; 2 respondents skipped the
guestion). The institutions in which respondentsfquened their surgical procedures were

13



mainly non-university public hospital (70.9%), fmNed by private hospital/clinic (17.2%)
and university hospital (11.9%).

Discussion: This result is not representative oé timplementation of surgical safety
checklists among Swiss hospitals and clinics. Hewel suggests that the checklist is
spreading among operating theatres where Swissesmg and anesthetics are performing

their procedures.

In France, 80%°. In UK, a survey among 238 hospitals showed thatthirds of them used

the checklist as mandatdfy

In the context of emergency medicine, the spreathefChecklist is higher: 87% of US

emergency physicians reported that time out was ramded by their Emergency

Department’.

Limitation: it is expected that an unknown proportiof respondents worked in the same

institution; consequently, we cannot assume thatS®9uiss institutions implemented the

checklist.

The median year of implementation of the surgicHety checklists in hospitals/clinics’
respondents was 2009 (2007 and before = 5; 2008200®=44; 2010=16; missing=68).

We asked respondents if their hospital/clinic’s aktist received support from senior

managements at the time of its implementation. Aans\are given in the following table:

“In your opinion, to what extent was the No support Medium Strong

implementation of the checklist supported or little SUDDOrt support or | Mean* (SD)
by...” support PP very strong

your hospital/clinic senior management (N=73) 6.8% 15.1% 78.1% 4.27 (0.96
Ekllle:gg)partment of surgery senior management 5 6% 19.1% 75 304 4.24 (0.95
the department o_f anaesthesiology senior 3.50% 5 8% 90.7% 4.56 (0.81
management (N=86)

the nursing department (including 22.2% 11.1% 66.7% | 3.84 (1.27)
instrumentists) senior management (N=81)

14



* No support = 1, Little support =2, Medium supp8t Strong support=4, Very strong support=5

Discussion: respondents reported less support friima Nursing Department Senior

Management, compared to the other Senior Management

We asked the respondents if the implemented clstckbmprised the following

sections: Sign In (before induction of anesthediaje Out (before skin incision), Sign Out

(after the procedure) and other sections. If yes,ehch section, respondents were asked to

report if the checklist section was applied (neveately, partially, very often, quasi

systematically) within their surgical/anesthetiarte(or the one with which they operate most

often). Answers are given in the following table:

If yes, applied:
Very often
- 0,
Yes Never (0%) or| Partially (30- (60 ?J%g) or Mean* Missin
rarely (1-29%)|  59%) quasi (SD) g
systematically

(>90%)
Sign In (N=94) |  91.5% 4.5% 5.6% 89.9% 4.6 (0.9) 5

Time 0 0 0 0
out (N=101) 96.0% 8.2% 9.3% 82.5% 4.4 (1.0 4
Sign 49.4% 45.2% 8.2% 46.6% 3.0 (1.8 14

Out (N=87) ‘ ' ' : ' .

?Ntzjg)sec“on 26.7% 63.6% 0% 36.4% 25(1.9 12

* Never= 1, Rarely=2, Partially=3, Very often=4, &3 systematically=5

Discussion: it should be noted that one out of t@spondents reported no Sign Out

comprised in their hospital/clinic’s checklist. Maver, respondents reported discrepant

views about the application of the Sign Ouit.

In a before/after implementation study in UK, coisnpte with pre- and post-operative checks
was 61.2% and 67.6%, respectively, before impleatient and improve to 79.7% and 84.7%

after 1 yeat®,
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After introduction of the checklist in a Spanishspital, 95.7% of professionals reported

using always or almost always the checKist

6.1.3. Self-reported attitudes toward the safety checklist
We used 8 items to evaluate the participants’ geratitude toward the safety checklist.

The question was “Regarding the use of the chedklisperating theatres, to what extent are
you in agreement with the following opinions”. Anss were given on a scale from 1 (don't

agree at all) to 5 (fully agree) (see Table below).

bontagree | poiay | Fully agree

The checkilist... at all or Y yag Mean* (SD)
: agree or agree

don’t agree
improves the safety of procedures (anaesthetic 5 69 4.9% 89.5% 45(0.9)
and surgical) (N=143) 70 70 70 A
Is a waste of time (N=138) 68.8% 15.9% 15.2% 2.2)(1
improves team communication (related to 0 0 0
safety) (N=141) 12.1% 19.1% 68.8% 3.8(1.1)
brings no extra value texistingsafety
procedures already in place in my 61.5% 20.8% 17.7% 23(1.2)
hospital/clinicbeforeits implementation
(N=130)
helps to d_evelop a safety culture in surgical 10.1% 14.5% 75 4% 4.0 (1.1)
teams (N=138)
has not demonstrated its efficacy in the 0 0 0
scientific literature (N=95) 53.7% 24.2% 22.1% 2.4 (1.3)
facilitates teamwork (N=136) 21.3% 33.1% 45.6% 34)
eliminates (during the controls) the hierarchy 0 0 0
between healthcare professionals (N=127) 43.3% 31.5% 25.2% 2.7(1.2)

* Don't’'agree at all= 1, Don’t agree=2, Partiallgrae=3, Agree=4, Fully agree=5

16



Discussion: respondents agree that the checkligtowes the safety of procedures, improve team

communication, help to develop a safety culture disdgree with the opinions that the checklist is a

waste of time, brings no extra value to safety pdores already implemented in their hospital/clinic

and has not demonstrated its efficacy. Respondeatsnitigated about the opinion that the checklist

facilitates teamwork and eliminates the social-pesional hierarchy between OR's caregivers.

Compared to other studies, our results are simiarthe following items:

- “improves the safety of procedure¥”

- “is not a waste of time™. However, a qualitative study conducted among @Ragers

responsible for the implementation of the checkéipbrted that the contrafy.

- “improves team communication”: in a before/afterglementation survey, 69.6% of staff

reported improvement in interprofessional commutiice®. However, in a Spanish survey,

32.5% of professionals agreed with this ifnA randomized clinical trial showed that

surgeons in the checklist group were more likelytolve positive safety-related team

behavioré?

We compared the attitude toward the checklist betwsurgeons and anaesthetists

who use the checklist and those not. Respondents gveuped whether they were operating

in hospital with checklist or not (question n°2tbé questionnaire). Results are given in the

following table:

Respondents

Respondents

Proportion of “Fully agree or agree” with the o o Exact p-
L ) operating In operating In
following items: . . . . value for
hospitals with hospitals without )
. : ordinal

The checklist checklist checklist distribution

(N=97) (N=48)
improves the saf_ety of procedures (anaesthetic 91.7% 86.7% 0.556
and surgical) (N=141)
is a waste of time (N=136) 10.8% 23.3% 0.005
improves team communication (related to 0 0
safety) (N=139) 73.4% 60.0% 0.140
brings no extra value texistingsafety
procedures already in place in my 14.0% 23.8% 0.020

hospital/clinicbeforeits implementation

17




(N=128)

helps to develop a safety culture in surgical

teams (N=136) 70.7% 86.4% 0.493
oo oot S | g
facilitates teamwork (N=134) 45.6% 47.7% 0.816
eliminates (during the controls) the hierarchy 24 7% 27 504 0.197

between healthcare professionals (N=125)

Discussion: respondents working in hospitals wharechecklist was not implemented

reported higher proportion of agreement with thanogns that the checklist is a waste of

time, brings no extra value to existing safety pures and has not demonstrated its efficacy

in the scientific literature.

6.1.4. Attitudes toward the safety culture
We selected and adapted 5 items of the Pharma@tyS@fimate Questionnaire, to

evaluate participants’ perception of the safetyurel within the team. The question was “If

you think about youanaesthetic/surgicaleam, to what extent are you in agreement with the

following opinions”. Answers were given on a scalem 1 (don't agree at all) to 5 (fully

agree). Answers to the items were as follow:

18




Don't agree .
at all or Partially Fully agree Mean* (SD)
: agree or agree

don’t agree
Staff routinely discuss ways to prevent 0 0 0
incidents from happening again (N=135) 21.4% 28.1% 44.4% 3.4 (1.2)
Thf culture is one of continuous improvement 8.0% 25 4% 66.7% 3.8 (1.0)
(N=138)
The team has a shared understanding and
vision about safety issues; everyone is equally 16.9% 30.1% 52.9% 3.5(1.1)
valued and feels free to contribute (N=136)
Staff feel free to question the decisions or 0 0 0
actions of those with more authority (N=135 23.1% 31.9% 44.4% 3.3 (1.1)
There is a blame culture, so staff are reluctant 0 0 0
to report incidents (N=129) 64.3% 20.2% 15.5% 2.2 (1.2)

*Don't agree at all= 1, Don't agree=2, Partiallyree=3, Agree=4, Fully agree=5

After reversing the item “blame culture”, corretais between the items ranged from -
0.01 to 0.69 and the Cronbachcoefficient was 0.73. One item (“blame culturegdha
correlation coefficient close to zero with mostasher items and was therefore removed.
Within the reduced 4-items scale, correlations kbetwthe items ranged from 0.48 to 0.69 and
the Cronbachn coefficient was 0.83. A principal component analysxtracted one factor
explaining 67% of the variance. Based on this redug-items scale, we computed a mean
score for safety culture from 0 (low safety cultofethe team) to 100 (high safety culture of
the team). The mean score was 40.6 (Median 37.9,%55).

Safety culture decreased significantly as age spaedent increased (standardized
slope -0.36) and as the number of years of practiceased (-0.42) and was higher among
respondents working in a hospital (public or pyaand those not having completed a

postgraduate training abroad — see table below.
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Score of safety culture (univariate analysis) Mean p-valué
Sex 0.13
women 44.0
men 38.5
Age - <0.000
Profession 0.49
surgeon 39.2
anaesthetist 41.7
Number of year of practice - <0.000
Average number of interventions / procedures by yea - 0.38
Employed in 0.003
private practice 27.5
hospital / clinic 43.1
Postgraduate training in another country 0.029
yes 35.5
no 43.8

2 one-way anova, simple linear regression

20



Attitude toward safety culture was assessed bydugplementary items to evaluate

general perception. Answers were as follow:

professionals (nurses, auxiliary-nurses, etc)
(N=136)

“Regarding safety of care in the operating Don't agree Partiall Fully agree

theatre, to what extent are you in agreement  at all or a reey or)g ?ee Mean* (SD)
with the following opinions” don’t agree 9 9

Safety is an individual concern above all, and a 0 o o

team concern to a lesser extent (N=137) 81.0% 9.:5% 9.5% 1.8 (1.1)
Safety is dependent not only on the

responsibility of doctors, but of all healthcare 0.7% 1 5% 97 8% 4.7 (0.6)

* Don't agree at all= 1, Don't agree=2, Partiallyrae=3, Agree=4, Fully agree=5

First item (“Safety is an individual concern...”)as reversed. Between those two

items, correlation was very low 0.18.

6.1.5. Self-reported participation to wrong-site errors among surgeons and

anesthetists

The question was: “Have you participated in a saigprocedure where an operating

site error (wrong side, level, procedure, or pdj}ieook place with subsequent consequences

for the patientifo matter who were the persons responsibleing the last 3 years? during

your career?” This question contains faubsidiary questions (one by type of error): 14

respondents skipped the entire question (9.2%). gmnihose who answered the question

(N=138), some skipped one or more of its componems imputed a “0” (zero) to these

missing, i.e. if a respondent skipped one (or msubsidiaryquestion, we assume that he did

not participated to a wrong-site error. Details giken in the table below:
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Between 2007-2009

During the career
(until end 2006)

All career until 2009

(A) (A+B)
(B)
An error...
If yes, how If yes, how If yes, how
many many many
N (%) Mean N (%) Mean N (%) Mean
(SD; Min- (SD; Min- (SD; Min-
Max) Max) Max)
_ 1.7
wrong side 15 (10.9) 37 (26.8) 47 (34.1)
(0.6; 1-3) (1.0;1-5) (1.2;1-6)
: 1.6
wrong level 4(2.9) 12 (8.7) 14 (10.1)
(0.6; 1-2) (0.8; 1-3) (0.7;1-3)
1.2 2.3
wrong 7 (5.1) 18 (13.0) 20 (14.5)
procedure (0.5; 1-2) (1.5; 1-5) (1.7;1-6)
15
wrong 7(5.1) 6 (11.6) 19 (13.8)
patient (0.6; 1-2) (0.5; 1-2) (0.7;1-3)

More than four out of ten (42.8%) respondents regabhaving participated in one or

more surgical procedure where one operating site &vok place (during their career and the

last 3 years), whatever the type of error (sidéewel or procedure or patient). Among those

respondents (N=59), the mean number of participatica wrong-site error was 2.9 (Median
2.0, SD 3.2, Min 1, Max 16).

Reporting participation in a wrong-site error (y@ssus no) was more frequent among
older respondents (20-37y: 25.0%, 38-50y: 40.9%, &id older: 64.3%, p=0.001), among
anaesthetists (72%, surgeons 25.9%, others 50.8%0@1) and among doctors in private
practice (76.2% versus doctor employed by a hdsgitac 37.1%, p=0.001).
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6.2. 45th Annual Meeting of the European Society for Surgical Research,
Geneva, 9th-12th of June, 2010 (http://www.essr2010.ch/)

6.2.1. Data collection and sample description

400 questionnaires were distributed through thesdmmntation given to participants at
the registration desk. Participants were invitefiltdhe questionnaire and return it 1 of the 4
ballot boxes installed in the Congress centre.#stionnaires were returned. Among them, 2
respondents did not work in the clinical field @gascher, manager) and were excluded. The

final number of filled questionnaires was 38 andipgation rate was 9.5% (38/400).

The respondents included 87% men. Respondents’ mgarwas 40 years (SD 10
years, Min=25, Max=69) and 35% did a postgraduaieihg in another country (51% didn’t
and the question was not applicable for 14%). Meste surgeons (92%), (Others: 8 %).
Mean number of years of practicing in surgery/atieges was 11 (SD 7 years, Min=1,
Max=30) and median number of interventions/procegugrformed each year was 250 (Mean
295, SD 247, Min=30, Max=1000). All respondents Q%) were employed (no private
practitioners), mostly in university hospitals (78%nd non-university hospitals (22%).
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6.2.2. Implementation of checklists among surgeons and anaesthetists
Almost two out of three respondents (N=26, 68%)naeledged having a surgical

safety checklist similar to the one proposed by WeElO in their hospital/clinic. 21%
responded that their institution did not have ag®ai safety checklist implemented (3%
didn't know, 8% didn’'t know this surgical safety egdklist). The institutions in which
respondents performed their surgical procedures weainly university public hospital (79%)

— non-university hospital (21%).

The median year of implementation of the surgicalfety checklists in

hospitals/clinics’ respondents was 2009 (20082809=12 ; 2010=5 ; missing=15).

We asked respondents if their hospital/clinic’s attlist received support from senior

managements at the time of its implementation. Aansvare given in the following table:

“In your opinion, to what extent was the No support Medium Strong

implementation of the checklist supported or little SuDDOrt support or | Mean* (SD)

by...” support bp very strong

your hospital/clinic senior management (N=23) 9% 0% 91% 49 (1.1)
_ g 0 0 0 . .

Ekllle_gj)partment of surgery senior management 13% 0% 8704 4.6 (1.0)

the department o_f anaesthesiology senior 13% 4% 83% 4.4 (1.3)

management (N=24)

the nursing department (including 0 0 0

instrumentists) senior management (N=22) 5% 9% 86% 45(1.3)

* No support = 1, Little support =2, Medium suppedt Strong support=4, Very strong support=5

Discussion: respondents reported most support ftrhospital/clinic senior management.

We asked the respondents if the implemented clstckbmprised the following

sections: Sign In (before induction of anesthediape Out (before skin incision), Sign Out

(after the procedure) and other sections. If yes.ehch section, respondents were asked to

report if the checklist section was applied (nevexrely, partially, very often, quasi
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systematically) within their surgical/anesthetiarte(or the one with which they operate most

often). Answers are given in the following table:

If yes, applied:
Very often
- 0
Yes Never (0%) or| Partially (30- (60 ?J%g) "l Mean* Missin
rarely (1-29%)|  59%) quasi (SD) g
systematically
(>90%)
Sign In (N=25) 84% 4% 8% 88% 4.4 (0.8 -
Time 0 0 0 0
Out (N=26) 85% 4% 0% 96% 4.7 (0.6) 1
Slgn 0, 0, 0 0,
out (N=26) 73% 4% 9% 87% 4.3 (1.0) 3
E)Ntzig)sea'o” 39% 46% 0% 54% 3.3(1.7) 7

* Never= 1, Rarely=2, Partially=3, Very often=4, §3i systematically=5

Discussion: respondents reported convergent vidvesiathe application of the Sign In, Time

Out and Sign Out, and discrepant views about thth&Dsection”.

6.2.3. Self-reported compliance and attitudes toward the safety checklist

We used 8 items to evaluate the participants’ genettitude toward the safety

checklist. The question was “Regarding the usdefchecklist in operating theatres, to what

extent are you in agreement with the following apns”. Answers were given on a scale

from 1 (don’t agree at all) to 5 (fully agree) (Sesble below).

25




Don't agree

between healthcare professionals (N=34)

The checkilist... at all or Partially Agree or Mean* (SD)

don’ agree fully agree

on’t agree

improves the saf_ety of procedures (anaesthetic 0% 14% 86% 4.4(0.7)
and surgical) (N=35)
is a waste of time (N=35) 7% 6% 17% 1.9 (1.3
improves team communication (related to 0 0 0
safety) (N=34) 21% 12% 68% 3.8(1.4)
brings no extra value texistingsafety
proce_dure_s _already in place inmy 44% 2704 29% 2.8 (1.3)
hospital/clinicbeforeits implementation
(N=34)
helps to d_evelop a safety culture in surgical 14% 9% 770 41(1.1)
teams (N=35)
has not demonstrated its efficacy in the 0 0 0
scientific literature (N=31) 39% 29% 32% 2.7(1.3)
facilitates teamwork (N=34) 18% 29% 53% 3.7 (1.2
eliminates (during the controls) the hierarchy 1% 2704 3206 2.9 (1.4)

*Don't agree at all= 1, Don't agree=2, Partiallyree=3, Agree=4, Fully agree=5

Discussion: attitudes toward the checklist are rolygsimilar to the Interlaken sample.

We compared the attitude toward the checklist betwsurgeons and anaesthetists

who use the checklist and those not. Respondents gveuped whether they were operating

in hospital with checklist or not (question n°2tbé questionnaire). Results are given in the

following table:
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Proportion of “Fully agree or agree” with the Respof‘de!‘ts Responde_nts Exact p-
L _ operating in operating in
following items: . : . . value for
hospitals with hospitals without )
. : ordinal

The checklist checklist checklist distribution

(N=26) (N=9)
improves the saf_ety of procedures (anaesthetic 80.8% 100.0% 0.996
and surgical) (N=141)
Is a waste of time (N=136) 11.5% 33.3% 0.434
improves team communication (related to 0 0
safety) (N=139) 69.2% 62.5% 0.369
brings no extra value texistingsafety
procgdureg already in place inmy 16.0% 66.7% 0.027
hospital/clinicbeforeits implementation
(N=128)
helps to d_evelop a safety culture in surgical 76.9% 77 8% 0.999
teams (N=136)
has not demonstrated its efficacy in the 0 0
scientific literature (N=93) 18.2% 66.7% 0.049
facilitates teamwork (N=134) 56.0% 44.4% 0.557
eliminates (during the controls) the hierarchy 34 6% 25 0% 0.180

between healthcare professionals (N=125)

Discussion: respondents working in hospitals wharechecklist was not implemented

reported higher proportion of agreement with thenigns that the checklist brings no extra

value to existing safety procedures and has notodsimated its efficacy in the scientific

literature.

6.2.4. Attitudes toward the safety culture
We selected and adapted 5 items of the Pharma@tyS@fimate Questionnaire, to

evaluate participants’ perception of the safetyurel within the team. The question was “If
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you think about youanaesthetic/surgicaieam, to what extent are you in agreement with the

following opinions”. Answers were given on a sciiem 1 (don’t agree at all) to 5 (fully

agree). Answers to the items were as follow:

Don’t agree

to report incidents (N=35)

at all or Partially Fully agree Mean* (SD)
: agree or agree
don’t agree

Staff routinely discuss ways to prevent 0 0 0
incidents from happening again (N=38) 11% 29% 60% 38(L1)
The culture is one of continuous improvement

_ 5% 37% 58% 3.8(1.0)
(N=38)
The team has a shared understanding and
vision about safety issues; everyone is equdlly 19% 22% 59% 3.7 (1.2)
valued and feels free to contribute (N=37)
Staff feel free to question the decisions or 0 0 0
actions of those with more authority (N=37) 16% 21% S7% 36(1.2)
There is a blame culture, so staff are reluctant 63% 2304 14% 22 (1.2)

* Don't agree at all= 1, Don't agree=2, Partialtyrae=3, Agree=4, Fully agree=5

After reversing the item “blame culture”, corretais between the items ranged from -

-0.08 to 0.80 and the Cronbaadhcoefficient was 0.77. One item (“blame culturegdha

correlation coefficient close to zero with mostasher items and was therefore removed.

Within the reduced 4-items scale, correlations keetwthe items ranged from 0.40 to 0.81 and

the Cronbacho coefficient was 0.85. A principal component analysxtracted one factor

explaining 72% of the variance. Based on this redu¢-items scale, we computed a mean

score for safety culture from O (low safety cultofethe team) to 100 (high safety culture of
the team). The mean score was 32 (Median 31, SD 23)

Safety culture decreased significantly as the nurobgears of practice increased (-

0.37) — see table below.
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Score of safety culture (univariate analysis) Mean p-valué
Sex 0.23
women 43.8
men 30.1
Age - 0.33
Profession 0.79
surgeon 31.6
other 354
Number of year of practice - 07
Average number of interventions / procedures by yea - 0.042
Working in 0.91
university hospital 20.7
non-university hospital 32.9
Postgraduate training in another country 0.19
yes 32.6
no 25.0

2 one-way anova, simple linear regression
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Attitude toward safety culture was assessed byswiplementary items to evaluate general

perception. Answers were as follow:

(N=36)

professionals (nurses, auxiliary-nurses, etc)

“Regarding safety of care in the operating Don't agree Partiall Fully aaree

theatre, to what extent are you in agreement  at all or a reey or)g ?ee Mean* (SD)
with the following opinions” don’t agree 9 9

Safety is an individual concern abol/e all, and a 54% 20% 26% 2.5 (1.5)
team concern to a lesser extent (N=35)

Safety is dependent not only on the

responsibility of doctors, but of all healthcare 0% 6% 94% 47 (0.6)

* Don't agree at all= 1, Don't agree=2, Partiallyrae=3, Agree=4, Fully agree=5

First item (“Safety is an individual concern...”)aw reversed. Between those two items,

correlation was very low 0.18.

6.2.5. Self-reported participation to wrong-site errors among surgeons and

anesthetists

The question was: “Have you participated in a saigprocedure where an operating

site error (wrong side, level, procedure, or pdj}ieook place with subsequent consequences

for the patientifo matter who were the persons responsibleing the last 3 years? during

your career?” This question contains four subsydigmestions (one by type of error): 2

respondents skipped the entire question (5%). Amitloge who answered the question

(N=36), some skipped one or more of its compona&itsimputed a “0” (zero) to the missing

cells (when a respondent skipped one subsidiargtque we supposed that was because he

did not participated to a wrong-site error). On tiker hand, when a respondent answered

“yes” to a specific wrong-site error but did nopogted the number (thdf‘yes, how many?

column, below), we imputed a “1” (one) to the migpicells. Details are given in the table

below:
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Between 2007-2009

During the career
(until end 2006)

All career until 2009

If yes, how If yes, how If yes, how
An error... many many many
N (%) Mean N (%) Mean N (%) Mean
(SD; Min- (SD; Min- (SD; Min-
Max) Max) Max)
id 1(3) 1(3) 1 2 (6) !
wrong side
J (NA; 1-1) (0;1-1)
level 1(3) 0 1(3) !
wrong leve -
J (NA; 1-1) (NA; 1-1)
15
kol 2 (6) 1(3) 2 (6)
procedure (0; 1-1) (0; 1-1) (0.7; 1-2)
wrong 1
. 1(3) 0 - 1(3)
patient (NA; 1-1) (NA; 1-1)

3 (8%) respondents reported having participatedria or more surgical procedure
where one operating site error took place (durhmgrtcareer and the last 3 years), whatever
the type of error (side or level or procedure aigrd). Among those respondents (N=3), the
mean number of participation in a wrong-site emwas 2.3 (Median 2.0, SD 1.5, Min 1, Max
4).
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6.3. Comparison and pooling of the results of SSS/SSAR sample and ESSR
sample

The objective of the present section is to evaluhée possibility of pooling the 2
samples, in regards to the description of the Walhg outcomes: (1) implementation of the
checklist and attitudes toward the checklist, (@tumles toward the safety culture and (3)
reporting of wrong-site errors. Consequently, thespnt section compares the responses of
respondents between the two samples (SSS/SSARaker, and ESSR, Geneva)

Pooling the two samples lead to a sample size d fGé&spondents. Sample

characteristics of the pooled sample are giveherfellowing table:

(Int;‘l’;i'em SSS/SSAR, ESSR,  Samples
Geneva) Interlaken Geneva  difference
N(%) N(%) N(%} p-valué@
Sex (N=176) 0.005
women 57 (32.4) 52 (37.4) 5 (14)
men 119 (67.6) 87 (62.6) 32 (87)
Age [year] (N=172) 0.042
Mean age (SD) 43.6 (11.9) 445(11.1)  40(9.9)
Range 20-79 20-79 25-69
by age classes: 0.045
20-37 64 (37.2) 48 (35.6) 16 (43)
38-50 62 (36.0) 45 (33.3) 17 (46)
51 and older 46 (26.7) 42 (31.1) 4 (11)
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Profession (N=175) <0.0001

Surgeon 119 (68.0) 85 (61.6) 34 (92)
Anaesthetists 47 (26.9) 47 (34.1) 0 (0)
Others 9 (5.1) 6 (4.3) 3(8)

Mean number of year of practice (SD)

(N=143) 14.8 (9.8) 15.6 (10.1) 11 (7.4) 0.039

Median number of interventions /

brocedures by year (mean) (No133) 400 (707) | 500 (833) 250 (295) 0.027

Type of employment (N=164) 0.004

private practitioners 21 (12.8) 21 (16.5) 0(0)

employedworking in: (N=162) 143 (87.2) 106 (83.5) 37 (100)

university hospital 47 (29.0) 18 (14.4) 29 (78) 0.e001
non-university hospital 100 (61.7 92 (73.6) 28)(
private hospitals/clinics 15 (9.3) 15 (12%) 0(0)
Postgraduate training in another country
(N=153;not applicable and missing 0.54
excludedl
yes 54 (35.3) 41 (33.9) 13 (40.6)
no 99 (64.7) 80 (66.1) 19 (59.4)

@ Total of percentage exceed 100% due to surrounding
b Chi-square test

¢ Fisher's Exact test

9 t-test

Discussion: except on having a postgraduate trgnmanother country, the sample of the
SSS/SSAR and of the ESSR are different on alkdemiographics characteristics. SSS/SSAR

was a joint meeting between surgeons and anaesthietihereas ESSR was a meeting of
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surgeons only. Moreover, as SSS/SSAR was a meéfingss physicians, ESSR brought

together participants across Europe.

6.3.1. Implementation of the checklist and attitudes toward the checklist

Total

SSS/SSAR, ESSR, Sample
(Interlaken+ .
Interlaken Geneva differences
Geneva)
“In your opinion, to what extent was the
implementation of the checklist supportedMean* (SD) | Mean* (SD) Mean* (SD) p-valué
by...”
{lt\)lg;g)ospltallcllnlc senior management 4.4 (0.9) 4.27 (0.96) 4.9 (1.1) 0.081
the department of surgery senior 43(0.9) 4.24 (0.95) 4.6 (1.0) 0.29
management (N=113) ' ' ' ' ' ’ '
the department of anaesthesiology senior
management (N=110) 4.5 (0.9) 4.56 (0.81) 4.4 (1.3) 0.12
the nursing department (including
instrumentists) senior management 3.9(1.2) 3.84 (1.27) 4.5 (1.3) 0.18

(N=103)

2 t-test

Discussion: compared to the SSS/SSAR respond&88 Eespondents reported higher

support for all types of management/Departmentepx@naesthesiology.

Answers to the items related to the content ottiexklist and the self-reported

application within the team are given in the follog/table:
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Total (Interlaken+
Total SSS/SSAR] ESSR. Sample otal (Interlaken+ Geneva)
(Interlaken . .
Interlaken | Geneva | differences If yes, applied:
+ Geneva)
S 2
(e} S o~
o X
e < 59
s 3 | g2 a)
: | s |32 2 |2
Yes Yes Yes p-valde | - T |38 x @
— = - S =
S g = 0 =
s | & |58 | *
g > @
QO ()
Z >
Sign o 0 0 0 ) Lo, 4.5
In (N=119) 89.9% 91.5% 84.0% 0.22 44% 6.1% 89.3A)(0.9) 5
Time 0 0 0 d s o 4.4
Out (N=127) 93.7% 96.0% 84.6% 0.055 6.6% 8.2M% 85.2/?1_0) 5
Sign 54.9% 49.4% 73.1% 0.027 | 35.4%8.3% | 56.3% SO | 17
Out (N=113) ' ' ' ' ' ' ' (1.7)
Other section 0 0 0 0 (0 ol 2.7
(N=63) 30.2% 26.7% 38.9% 0.26 59.1% 0% | 40.9% (1.8) 19

2 Fisher's Exact test

Discussion: compared to the answer of the SSS/88AEBSSR sample, proportions are

similar.

35




Answers to the items related to the attitudes tavtlae checklist are given in the

following table:

Total | goq/sSAR,  ESSR, Sample
(Interlaken+ .
Interlaken Geneva differences
Geneva)

The checkilist... Mean* (SD) | Mean* (SD) Mean* (SD) p-value
improves the safety of procedures 4.5 (0.9) 45(0.9) 4.4(0.7) 067
(anaesthetic and surgical) (N=178) ' ' ' ' ' ' '
Is a waste of time (N=173) 2.0(1.3) 2.1(1.2) 1L.DB) 0.35
improves team communication (related to
safety) (N=175) 3.8(1.1) 3.8(1.1) 3.8(1.4) 0.93
brings no extra value texistingsafety
procedures already in place in my
hospital/clinicbeforeits implementation 2.4 (1.3) 2:3(1.2) 2.8 (1.3) 0.043
(N=164)
helps to develop a safety culture in surgica 4.0 (1.1) 40 (1.1) 41(1.1) 0.70
teams (N=173) ' ' ' ' ' ' '
has not demonstrated its efficacy in the
scientific literature (N=126) 2:5(1.3) 2.4 (1.3) 2.7(1.3) 0.27
facilitates teamwork (N=170) 3.4 (1.1) 3.4 (1.1) 78L.2) 0.10
eliminates (during the controls) the hierarchy 2.8 (1.3) 2.7 (1.2) 2.9 (1.4) 0.31

between healthcare professionals (N=161)

Discussion: the samples of SSS/SSAR and ESSRndeg 81 their opinions related to the

checklist, except for the item the checklist bnogextra value to existing safety, where

agreement was higher among ESSR respondents.
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6.3.2. Attitudes toward the safety culture

Attitudes toward the safety culture are given ia fibllowing table:

Total | goq/55AR,  ESSR,  Sample
(Interlaken+ .
Interlaken Geneva differences
Geneva)

Attitudes toward the safety culture Mean* (SD) | Mean* (SD) Mean* (SD) p-value
Staff routinely discuss ways to prevent
incidents from happening again (N=173 34(13) 34(12) 3.8(1.1) 0.047
The culture is one of continuous
improvement (N=176) 3.8 (1.0) 3.8 (1.0) 3.8 (1.0) 0.77
The team has a shared understanding and
vision about safety issues; everyone is
equally valued and feels free to contribute 36(L1) 35(L1) 3.7(1.2) 045
(N=173)
Staff feel free to question the decisions [or
actions of those with more authority 3.4(1.1) 3.3(1.1) 3.6 (1.2) 0.23
(N=172)
There is a blame culture, so staff are
reluctant to report incidents (N=164) 22(1.2) 22(1.2) 22(1.2) 0.87

Discussion: Attitudes toward the safety culture sirailar between the samples of SSS/SSAR
and ESSR, excepted for one item: agreement tovesaff foutinely discuss ways to prevent

incidents from happening again” was higher amon§E $espondents.
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Total
(Interlaken+
Geneva)

SSS/SSAR, ESSR, Sample
Interlaken Geneva differences

“Regarding safety of care in the
operating theatre, to what extent are you Mean* (SD) | Mean* (SD) Mean* (SD) p-value
in agreement with the following opinions”

Safety is an individual concern above al,

and a team concern to a lesser extent 2.0(1.2) 1.8(1.1) 2.5 (1.5) 0.001
(N=172)

Safety is dependent not only on the
responsibility of doctors, but of all
healthcare professionals (nurses,
auxiliary-nurses, etc) (N=172)

4.7 (0.6) 4.7 (0.6) 4.7 (0.6) 0.70

Discussion: the opinion that safety is relatedhe individual level above all ("Safety is an
individual concern above and a team concern tosade extent") was more often accepted by
ESSR respondents. No differences were observed thigoopinion that safety is under the

responsibility of all caregivers and not only undiee medical responsibility.
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6.3.3. reporting of wrong-site errors
For the question “Have you participated in a swigrocedure... etc." and its four

subsidiary questions (one by type of error), 1®oeslents skipped the entire question (8.4%).
Among those who answered the question (N=174), sskigped one or more of its
components: we imputed a “0” (zero) when a respondkipped one (or more) subsidiary
guestion and a “1” when a respondent answered “@sl’ specific wrong-site error but did

not reported the number (following the rationaléobe see § 5.1.5.).

Details are given in the table below:

During the career _
Between 2007-2009 _ All career until 2009
(until end 2006)

If yes, how If yes, how If yes, how
An error... many many many
N (%) Mean N (%) Mean N (%) Mean
(SD; Min- (SD; Min- (SD; Min-
Max) Max) Max)
_ 1.3 1.6 :
wrong side 16 (9.2) 38 (21.8) 49 (28.2)
(0.6; 1-3) (1.0; 1-5) (1.2;1-6)
14 15 .
wrong level 5(2.9) 12 (6.9) 15 (8.6)

(0.6; 1-2) (0.8;1-3) (0.7;1-3)
wrong 9 (5.2) ' 19 (10.9) ' 22 (12.6) '
procedure (0.4; 1-2) (1.5; 1-5) (1.7;1-6)

1.3 1.3 :
wrong 8 (4.6) 16 (9.2) 20 (11.5)
patient (0.5; 1-2) (0.5;1-2) (0.7;1-3)

62 (35.6%) respondents reported participation irleast one (or more) wrong-site
error, whatever the type of error (side or levelpoocedure or patient). Among those last
respondents, the mean number of participationvimaang-site error was 2.8 (Median 2.0, SD
3.1, Min 1, Max 16).
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Reporting participation in a wrong-site error (y&ssus no) was more frequent among
older respondents (20-37y: 18.8%, 38-50y: 35.0%, &id older: 58.7%, p<0.0001), among
anaesthetists (71.7%, surgeons 21.2%, others 33804)001) and among doctors in private
practice (76.2% versus doctor employed 29.8%). Agnthre employed, doctors in private
hospital/clinic more often reported wrong-site errcompared to doctors working in
university hospitals or non-university public hdapi(respectively 64.3%, 21.7%, 34.0%,
p=0.011)

Discussion:

Self-reported incidence of wrong-site surgery ghhy variable across studies. Incidence is
also variable across clinical specialities: betwdess than 1% and one out of fifeamong
hand surgeon, one out of tfflamong neuron surgeon, between?3%nd one out of two
among spine surgeon, 8.3% among knee arthroscopistsless than 1% among general

orthopedic and sports surgedn

Self-reported participation in a wrong-site errar our study (35.6%) is higher compared to a
US survey (219%3. Our sample included anaesthetics (a subgroupofals where safety

culture is more developed) and this could explaerelatively higher rate.

6.3.4. Concluding remark related to pooling the samples

In conclusion, despite different socio-demograplubaracteristics, the two samples
reported similar perceptions of the implementatidrthe checklist in their hospital/clinic,
similar attitudes toward the checklist, similar mipn toward the safety culture. Pooling the
two samples is conceivable when describing theysatdture and the reporting of wrong-site
errors. However, describing the implementationhef ¢hecklist by pooling the two samples is

less conceivable due to different national healdcantext.
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7. Further work planned

The following publications are expected:

1. Implementation of safety surgical checklist amomgsS surgeons and anaesthetists
(short-report) and attitudes toward surgical safétgcklist among surgeons and
anaesthetists (short-report)

2. Factors of safety culture among surgeons and dretests (short-report)
3. Factors of wrong-site errors among surgeons anelsémetists (short-report)
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Annexes

Questionnaire - French version - (Interlaken)



. -

— —_ m
STIFTUNG FUR PATIENTENSICHERHEIT =
FONDATION POUR LA SECURITE DES PATIENTS f O (3. ua | S 2Ch‘i‘ff!z:“:chzsecs:"’c"l“" for Chirurgie
FONDAZIONE PER LA SICUREZZA DEI PAZIENTI Oce S use de Lhrurgle
ca £ C Socleta Svizzera di Chirurgia
PatienT SaFeTY FounpATiON forum de la qualité

Usages et opinions sur la check-list de sécurité 8®MS aux blocs opératoires:
enguéte auprés des participants a la journée commaerChirurgie / Anesthésie du 97"
congres annuel de la Société Suisse de Chirurgiatgriaken, 26 au 28 mai 2010)

Mai 2010

Madame, Monsieur, Cher-ere collégue,

La Fondation Suisse pour la Sécurité des Pati¢résForum de la Qualité participent a la réalisati
d'un sondage auprés des participants a la jouro@enane Chirurgie / Anesthésie du®®7congres
annuel de la Société Suisse de Chirurgie, en antition avec les Hopitaux Universitaires de Genéve.
Cette étude a recu l'autorisation de la Sociétéssuie Chirurgie et de la Société Suisse d'Anasthés
Réanimation, que nous remercions chaleureusemantggo soutien.

Cette étude s’intéresse a la check-list de sécdaités les blocs opératoires, développée par 'OMS —
the WHO Surgical Safety Checklist. Par check-listsécurité, il est entendu une liste de contrbles a
effectuer au bloc opératoire avant (Sign In, Timat)Oet aprés (Sign Out) une intervention
chirurgicale (par ex.: identité du patient, marqualy site, coté, type d'intervention, ordres post-
opératoires, etc.), dans le but d’améliorer lait@iak la sécurité des soins.

Cette étude a pour objectif d'évaluer I'utilisatidnne check-list inspirée du modéle de I'OMS parmi
les chirurgiens et anesthésistes suisses et dex mignprendre les attitudes a I'égard de la chetk-li
mais aussi vis-a-vis du fonctionnement en équipaeela sécurité en généréallle vise également a
explorer le nombre d'erreurs de site opératoirei@@@u cours de leur carriere par les chirurgiéns e
anesthésistes.

Ce questionnaire prend environ 8 minutes pourrétreli. D’avance, nous vous remercions vivement
de votre collaboration. Une fois rempli, veuillezdonner a I'une des personnes en charge de lgeréco
des questionnaires remplis (portant un T-shirt &1 Safety Checklist” de couleur verte).

Les réponses récoltées seront traitées de maroefieentielle et les résultats soanonymes(c'est-
a-dire qu'ils portent sur dgsoupeset non sur des individus).

Dr. med. Marc-Anton Hochreutener Adriana Degiorgi
Directeur, Fondation pour la Sécurité des Patients Présidente, FoQu
Prof. Dr. med. Othmar Schéb Dr. med. Tiziano Cassina
Président, Société Suisse de Chirurgie Président, Société Suisse d'Anesthé:
Réanimation

Dr. med. Pierre Chopard
Médecin adjoint responsable de service, Hopitaux
Universitaires de Geneve

Quelgues consignes importantes pour remplir ce quesnnaire:

a) une seule personne peut répondre a un questionnaire
b) il n'y a pas de réponse juste ou fausse; seul awtsepersonnel compte,
c) pour lesguestions relatives a votre hépital ou votre clirgg

a. sivous travaillez dans plusieurs hépitaux et/dnigies, merci de penser au lieu dans lequel
vous travaillezrincipalemenibu le plus souvent ou, a défaut, le plus impordavs yeux,

b. si vous travaillez dans wabinet veuillez répondre en pensant a I'hopital ou ilsigqulie dans
lequel / laquelle vous faites le plus d'intervemdighirurgicales.

@ [=1D< Stéphane Cullati, Service qualité des soins, légitUniversitaires de Genéve, Rue Gabrielle-P&gattil 4,
1211 Genéve 14, Tél. 022 372 90 56, Stephane.{@Matige.ch



La check-list de sécurité dans votre hépital ou voe clinique

1) L'institution dans laguelle vous faites vo®imentions chirurgicales est un(une seule réponse possiple
U hopital universitaire O hdpital public non universitaire O hdpital privé ou clinique privée

2) Dans votre hopital ou votre clinique, une chiiskkde sécurité inspirée du modéle de 'OMS Het-&té mise
en place pour les interventions aux blocs opéesair

R o T PSP [ < passez a la question®°
2. NON e O < passez ala question®°®
3. JB NE SAUS PAS...uuuuririieiiiiiiieiieeeaeeeeee e aaens O < passez ala question®°®

4. je ne connais pas cette check-list de sécurité .0 < passez a la questionh®
3) En quelle année cette check-list a-t-elle és&2ran place?.......................

4) Selon vous, dans quelle mesure la mise en giacette check-list a-t-elle été soutenue par...

(pour chaque ligne, veuillez cocher la bonne tase aucun soutien  soutien  sans
sou‘tien mo‘yen tré‘s fort opi?ion

1. la direction de votre hopital ou VOtre CliNQUE. .. eveveveeieeeeeeiieiiiiie 1 2 3 4 5 u

2. ladirection du Département de ChirUrgie ... . eeeeeeesinieieeeeeiiiiiiieeesseeeeenns 1 2 3 4 5 u

3. ladirection du Département d'anesthésie .......ccccccuvrviririiiiiiiiiieieeeeeee e 1 2 3 4 5 a

4. la direction des soins infirmiers / des iNStrUM&BE .............ccccvvviiiiiieeiieneenenn. 1 2 3 4 5 u

5) Cette check-list est-elle composée des pastizmntes(pour chaque ligne, veuillez cocher la bonne fase

|
1. Sign In (avant I'induction anesthésique) ....ccccceevvvvvvvvnnnnnnn

2. Time Out (avant I'incision chirurgicale) ......ce.cccoeeeerrnnn . a
3. Sign Out (apres I'intervention) .............eecceceeeeeeeeeeeeseeeecnnnnnnd a
a

9 9 9 9

= Pour chaque case cochée “oui”, veuillez prédseru sein dgotre équipe anesthésio-chirurgicgleelle
avec laquelle vous intervenez le plus souvent)peetses de la check-list sont appliquées jamargment,
moyennement, trés souvent ou quasi systématiquement

jamais rarement moyennement trés souvent quasinsgtiqguement
(0‘%) (1-‘29%) (30‘-59%) (6?—90%) (‘>90%)

1. Signin............ a a a a a

2. Time Out......... a a a a a

3. SignOut ........ a d u d u

4. autre(s) .......... u d u d u

Votre opinion sur la check-list

6) Concernant I'utilisation de la check-list daes blocs opératoires, dans quelle mesure éteseacsord avec
les opinions suivantegpour chaque opinion, veuillez entourer le bon foh)f

La check-list... pas du tout d'accord moyennement tout a fait drdcco
‘ d'aﬁcord ‘sans opinion
1. améliore la sécurité des interventions (anesti&sirurgie) ........ccccceoecvveeeeenne 1 2 34 5 a
2. fait perdre du temPS. ...t 1 2 3 4 5 u
3. améliore la communication (en lien avec la sécud#hs I'équipe...................... 1 2 3 4 5 0Q
4. n'apporte rien de plus par rapport aux contrbleséderitédéja en placelans
mon hdpital ou ma cliniquavantson implémentation ..............cccccvveeeeeeenne, 1 2 3 4 5 u
5. développe une culture de la sécurité dans les ésgaipirurgicales ...................... 1 2 3 4 5 Q0
6. n'a pas démontré son efficacité dans la littéragaientifique ...........cccccvveeeerenn... 1 2 34 5 a
7. facilite le travail €N EQUIPE .........ueiiie ettt 1 2 3 4 5 u
8. supprime (durant les contréles) la hiérarchie eptodessionnels (médecins,
1) 100 0 1= £ =] (o P 1 2 3 4 5 a

9. sivous souhaitez indiquer une autre opinion, m#eda préciser ci-dessous:
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Votre opinion sur la culture de la sécurité

7) Sivous pensezvtre équipe anesthésio-chirurgicalians quelle mesure étes-vous d'accord avec ileisop
suivantes:(pour chaque opinion, veuillez entourer le bonfchjf

pas du tout d'accord moyennement tout a fait dtdcco
d'accord sans opinion

1. Les membres de I'équipe discutent régulierementeseres d'empécher \ \

que les incidents ne se reproduiSENt ........ccoeevieeiiivcceciiiiier e 1 2 3 4 5 a
2. Laculture est celle de I'amélioration CONtINUE wu....ccovvvveeeeesiiiiiieeeesiiiieeeeeens 1 2 3 4 5 u
3. L’équipe a une conception commune des problemegcigrité; tout le monde

est apprécié de maniére équivalente et se semtssuéboamener sa contribution.. 1 2 3 4 5 QO
4. Les membres de I'équipe se sentent libres de nettooute les décisions

ou les actions de leurs supérieurs hiérarchiques..............ccccccvvvveeeriiiiiieeeeenns 1 2 3 4 5 u
5. Il'y a une “culture du blame”, qui rend les memided'équipe hésitant a

SIGNAIET €S INCIAENES ...vvviiiiieiieece e 1 2 3 4 5 a

6. Sivous souhaitez indiquer une autre opinion, m#eda préciser ci-dessous:

8) Par rapport a la sécurité des s@indbloc opératoiredans quelle mesure étes-vous d'accord avec ilgi®op
suivantes:(pour chaque opinion, veuillez entourer le bon fobjf
pas du tout d'accord moyennement tout a fait dtdcco

d'accord sans opinion
1.La sécurité est avant tout une affaire individuetiedans une moindre \ ‘ \
mesure, une affaire d'qUIPE ........ooo oo 1 2 3 4 5 a
2.La sécurité reléve aussi bien de la responsabiiggmédecins que de celle des
professionnels para-médicaux (infirmieres, aidegramts, etc.).............ccuvveene.. 1 2 3 4 5 041

3.Si vous souhaitez indiquer une autre opinion, meeda préciser ci-dessous:

Les erreurs de site opératoire

9) Avez-vous participé a une intervention chiraedg dans laquelle une erreur de site opératogredte, de
niveau, de procédure ou de patient) a eu lieu, desconséquences pour le patipeu(importe qui était/ent
le responsable / les responsablesi cours des trois dernieres années? de vatiére@

dans votre carriere

entre 2007-2009 (jusqu'en 2006)
non oui Combien? non oui Combien?
Une erreur... ‘ ‘ ‘ ‘
1. decOtl..iiiiiiieieieeeeeee, a a . a a ...
2. deniveau........ccoeoeeveieiiieinnnnnnn. Qa . a a ...
3. de procédure......cccccceeviiirinnnend aa . aa...
4. d'identité de patient................... a a ... a a..

Quelques données sur vous

10) Etes-vous... QO unhomme Q une femme

14) Etes-vous. a votre compte (cabinet, seul ou avec des conjreres
O employé, dans um~ O hdpital universitaire
U hdpital public non universitaire
U hopital privé ou clinique privée
15) Apres votre dipldme FMH, avez-vous suivi ungipale votre formation a I'étranger?
4 non U OUi, daNS qUEI PAYS? ...ttt mceeee ettt e e e e U4 non applicable

Merci pour votre collaboration!
47



Questionnaire - German version - (Interlaken)



= Societd Svizzera di Chirurgi
Patient Sarety Founpation forum de la qualité ociefa Svizzera rurgia

P —_— -
STIFTUNG FUR PATIENTENSICHERHEIT & )
FONDATION POUR LA SECURITE DES PATIENTS f O G. U a | S 2Chwf!z:';”hzszs:"scﬁ“" for Chirurgie
FONDAZIONE PER LA SICUREZZA DEI PAZIENTI C O e o =g Aa

Sicherheits-Checkliste der WHO fiir den Operationssal: Nutzung und Einschéatzung.
Umfrage bei den Teilnehmenden am gemeinsamen Tag fGhirurgie/Anasthesie im
Rahmen des 97. Jahreskongresses der Schweizerisck@@sellschaft fur Chirurgie
(Interlaken, 26.—28. Mai 2010)

Mai 2010
Sehr geehrte Frau Kollegin, sehr geehrter Herra¢al)

In Zusammenarbeit mit dem Universitatsspital GaAbgitaux Universitaires de Genéve, HUG)
beteiligen sich die Stiftung fir Patientensicherl&zhweiz und die Gruppe FoQual (Qualitatsforum)
an der Durchfihrung einer Umfrage bei den Teilnaideea am gemeinsamen Tag fir
Chirurgie/Anasthesie im Rahmen des 97. Jahreskesgseder Schweizerischen Gesellschaft fur
Chirurgie. Diese Erhebung wird von der Schweizéwsc Gesellschaft fir Chirurgie und der
Schweizerischen Gesellschaft fur AnasthesiologeéR@animation unterstuitzt.

Die Erhebung betrifft die “WHO Surgical Safety Chkist’, eine von der WHO entwickelte
Sicherheits-Checkliste fir den Operationssaal. ®gherheits-Checkliste besteht aus einer Reihe
von Kontrollen, die vor (Sign In, Time Out) und ha¢Sign Out) einem chirurgischen Eingriff
durchzufiihren sind (z.B. Identifizierung des Padan Markierung der Operationsgebietes,
postoperative Anordnungen usw.). Ziel ist, Qualitédl Sicherheit der Behandlung zu verbessern.

Diese Erhebung verfolgt das Ziel, die Benutzungeei@heckliste, welche sich am WHO-Modell
anlehnt, bei Chirurgen und Anasthesisten in dem®thzu evaluieren. Sie soll zu einem besseren
Verstandnis der Einstellungen zur Checkliste, ahgh zur Arbeit im Team und zur Sicherheit im
Allgemeinen beitragerEbenso soll die Erhebung auch die Haufigkeit déndfreeruieren, welche die
Chirurgen und Anasthesisten im Laufe ihrer berbéic Tatigkeit im Operationssaal erlebt haben.

Das Ausfillen dieses Fragebogens dauert ca. 8 Btindir Ihre Hilfe danken wir lhnen schon im
Voraus. Geben Sie bitte den ausgefillten Fragebdm®neiner der Personen ab, die fir das
Einsammeln der ausgefillten Fragebogen zustandd @rkennbar am grinen T-Shirt “Surgical
Safety Checklist”).

Ihre Antworten werdewertraulich behandelt, und die Ergebnisse bleila@onym (d.h. sie werden
Gruppen zugeordnet, nicht aber individuellen Personen).

Dr. med. Marc-Anton Hochreutener Adriana Degiorgi
Geschaftsfuhrer Stiftung fur Patientensicherheit PréasidentinFoQua
Prof. Dr. med. Othmar Schéb Dr. med. Tiziano Cassina
Prasident der Schweizerischen Gesellschaft fir Préasident der Schweizerischen Gesellscfigift
Chirurgie Anasthesiologie und Reanimation

Dr. med. Pierre Chopard
Leiter Abteilung Qualitat deUniversitatsspitaler Genf

Wichtige Anleitungen fur das Ausflillen des Fragebogns:

a) Ein Fragebogen darf nur von einer Person ausgeféliten.
b) Es gibt keine richtigen oder falschen Antworten; e personliche Meinung zahilt.
¢) FurFragen zu lhrem Spital/lhrer Klinik

a. Falls Sie in mehreren Spitélern und/oder Klinikemeiten, beziehen Sie sich bitte auf den Ort,
an dem Sidhauptsachlichbzw. am haufigsten téatig sind oder — falls diehniméglich ist —
der aus lhrer Sicht am wichtigsten ist.

b. Falls Sie in einePraxis tatig sind, beziehen Sie sich bitte auf das Sjpitkdr die Klinik, in
dem/der Sie die meisten chirurgischen Eingriffenetimen.

@& (=14 Stéphane Cullati, Abteilung Qualitat, Universisiséler Genf, Rue Gabrielle-Perret-Gentil 4, 12%nf 14,
Tel. 022 372 90 56, Stephane.Cullati@hcuge.ch



Die Sicherheits-Checkliste in Inrem Spital oder Iher Klinik

1)

2)

3)

4)

5)

Die Institution, in der Sie lhre chirurgischémgriffe vornehmen, ist eirffhur eine mogliche Antwort
U Universitatsspital 4 offentliches, nicht universitares Spital U Privatspital oder eine Privatklinik

Wurde in Ihrem Spital/lhrer Klinik fur die Einffe im Operationssaal eine Sicherheits-Checkliste
Anlehnung an das WHO-Modell eingefiihrt?

L B i ————— [ < weiter zu Frage Nr3
7 311 S O < weiter zu Frage Nré
3. ichweiss NICht........ooooiiiii e U < weiter zu Frage Nr6
4. ich kenne diese Sicherheits-Checkliste nicht..0d. = weiter zu Frage Nr7

In welchem Jahr wurde diese Checkliste umgtaetz............c.cccoceveeneen.

In welchem Ausmass wurde lhrer Meinung nactEinéiihrung dieser Checkliste von folgenden Stellen
unterstltzt?(Bitte zu jeder Ansicht die entsprechende Zahl eiskr)

keine Unterstiitzung mittlere starke Unterstiitzung
Unters‘tUtzung | keine Meinung

1. Spital- oder KINIKIBITUNG ........evviiiiiiieieeececie e 1 2 3 4 5 a

2. Leitung der Chirurgie-Abteilung........c.uvieeee e 1 2 3 4 5 a

3. Leitung der Andsthesie-AbteiluNg ...........oooiiiiiiiiiiiiiiiii e 1 2 3 4 5 u

4. Instrumentier-/Pflegedienstleitung ... 1 2 3 4 5 u

Diese Checkliste besteht aus folgenden Tei(Bitte in jeder Zeile die zutreffende Antwort ankren

ne‘zin J‘a

1. Sign In (vor Einleitung der An&sthesie)......cccccvvvvvrivvveennnn. a a e

2. Time Out (vor dem SChnitt) ...........coooiiieeeeeeeeeieeeeeeeeeeen a [

3. Sign Out (nach dem Eingriff).........oooiiiiimmiee, (] [

4. andere(r) Teil(e) — bitte angeben:........occceeeee oo, a a e

= Geben Sie bitte fir jedes angekreuzte “Ja” arieleweiligen Teile der Checklisie Inrem OP-Team
(dem Anasthesie- und Chirurgie-Team, in dem Sidnauifigsten arbeiten) gar nicht, selten, haufigr seh
oft oder fast immer verwendet werden:

gar nicht selten haufig sehr oft fast immer
(0‘%) (1-‘29%) (30‘-59%) (6?—90%) (‘>90%)
1. Signin............ a a u a u
2. Time Out......... a a a a a
3. SignOut ........ a d u d u
4. andere............ a a a a a

Ihre Meinung zur Checkliste

6)

In wie weit sind Sie mit den folgenden Meinungein Benutzung der Checkliste fir den Operatiorissaa
einverstanden?Bitte zu jeder Ansicht die entsprechende Zahlreiakn)
Die Checkliste... gar nicht einverstanden mehr oder weniger  vollityeistanden
‘ einver‘standen ‘keine Meinung
1. verbessert die Sicherheit der Eingriffe (Anasthesié Chirurgie)............ccccc...... 1 2 3 4 5 04
2. VErSChWENEL ZEIt .......cueeiiiiiii et 1 2 3 4 5 a
3. verbessert die Kommunikation (in Verbindung mit &gherheit) im Team....... 1 2 3 4 5 0Q
4. bringt keinen zusatzlichen Vorteil zu den Kontrolleievor ihrem Einsatz
in meinem Spital/meiner Klinikereits vorhanden waren.....................coeeeenee 1 2 3 4 5 0
5. entwickelt eine Sicherheitskultur der Chirurgie-mea.............ooooeciiiiiiiiiiiiieeeen. 1 2 34 5 u
6. hat ihre Wirksamkeit nicht in der wissenschaftlichéteratur nachgewiesen...... 1 2 3 4 5 Q4
7. erleichtert die Teamarbeit ...........ccceivieeriiie e 1 2 3 4 5 a
8. setzt (wahrend der Kontrollen) die Hierarchiebeai@en unter den Fachkraften
(Arzt/innen, Pfleger/innen usw.) ausser Kraft.............cccccoeeeeeeeeeiceceueeneane. 1 2 3 4 5 u

9. wenn Sie eine weitere Ansicht mitteilen méchteagén Sie diese bitte hier unten ein:




Ihre Meinung zur Sicherheitskultur

7) Wenn Sie athr OP-Teanmdenken: In welchem Ausmass sind Sie mit folgendessagen einverstanden?
(Bitte zu jeder Aussage die entsprechende Zahtaigdn)

gar nicht einverstanden  mehr oder weniger  volliyeistanden

einverstanden keine Meinung

1. Die Team-Mitglieder besprechen regelmassig, wie maischenfalle \ \

kinftig vermeiden Kann .............oooviiiieccece et 1 2 3 4 5 a
2. Es st eine Kultur der stéandigen Verbesserung..........ccccccceveeiiiiiiiiiiicnns 1 2 3 4 5 u
3. Das Team hat gemeinsame Vorstellungen zu Sichefitagjen; jedes Mitglied

wird gleichermassen geschétzt und fuhlt sich bekigen Beitrag zu leisten...... 1 2 3 4 5 0
4. Die Team-Mitglieder haben keine Angst, die Entsdhiegen oder Aktionen

ihrer hierarchischen Vorgesetzten in Frage zuestell............ccccconn. 12 3 4 5 u
5. Es besteht eine “Beschuldigungskultur”, aufgruncedeie Mitglieder

des Teams zdgern, Zwischenfalle zu melden ..., 12 3 4 5 u

6. Wenn Sie eine weitere Sichtweise mitteilen méchiergen Sie diese bitte hier ein:

8) In welchem Ausmass sind Sie mit den folgendeffasungen zur BehandlungssicherimiOperationssaal
einverstandenBitte zu jeder Aussage die entsprechende Zahteiggn)
gar nicht einverstanden  mehr oder weniger  volliyeistanden

einverstanden keine Meinung
1. Sicherheit ist vor allem eine individuelle Angelageit und weniger \ \
eine Team-Angelegenheit ... cceeeee e, 1 2 3 4 5 u
2. Fur die Sicherheit sind sowohl die Arzte als auab sonstige medizinische
Personal (Pflegefachpersonen, Hilfspflegekrafte. usarantwortlich ................. 1 2 3 4 5 Q1

3. Wenn Sie eine weitere Auffassung mitteilen méchtexgen Sie diese bitte hier ein:

Fehler, welche die Operationsstelle betreffen

9) Waren Sie innerhalb der letzten drei Jahre lozmerhalb ihrer gesamten beruflichen Tatigkeiearem
chirurgischen Eingriff beteiligt, bei dem ein Fahibetreffend Operationsstelle (falsche Seite, fedsd\iveau,
falsches Verfahren oder falscher Patient) mit Folige den Patienten geschehen ést §pielt dabei keine

Rolle, wer verantwortlich wa?
Im Verlauf lhrer gesamten Tatigkeit

2007-2009 bis 2006
nein ja wie oft? nein ja wie oft?

Art des Fehlers: ‘ ‘ ‘ ‘ ‘ ‘

1. falsche Seite ......ccccoeevvevivvenneenns [ [ a a ...

2. falsches Niveau..........cc...c.ue.... o a ... a a ...

3. falsches Verfahren ................... I a a ...

4. falscher Patient...........ccc.cceuvv... o a ... a a ...
Angaben zu lhrer Person
10) Geschlecht:  Q mannlich Q weiblich

14) Sie sind ...Q selbststandig (eigene Praxis oder Gemeinschaftisprax
4 angestelltF U Universitatsspital
4 offentliches, nicht universitares Spital
U Privatspital oder Privatklinik

15) Haben Sie nach lhrem FMH-Diplom einen Teil thiesbildung im Ausland absolviert?
O nein O ja (bitte Land angeben) ..o O nicht anwendbar

Herzlichen Dank fir Ihre Unterstitzung!



Questionnaire - Italian version - (Interlaken)
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STIFTUNG FUR PATIENTENSICHERHEIT =
FONDATION POUR LA SECURITE DES PATIENTS f O (3. ua | S 2Ch‘i‘ff!z:“:chzsecs:"’c"l“" for Chirurgie
FONDAZIONE PER LA SICUREZZA DEI PAZIENTI Oce S use de Lhrurgle
ca £ C Socleta Svizzera di Chirurgia
PatienT SaFeTY FounpaTioN forum de la qualité

Utilizzo e opinioni sulla checklist di sicurezza dEOMS nei blocchi operatori: inchiesta
tra i partecipanti alla giornata comune Chirurgia / Anestesia del 97° congresso annuale
della Societa Svizzera di Chirurgia (Interlaken, 26 28 maggio 2010)

Maggio 2010

Gentile Signora, egregio Signore, cari Colleghi,

La Fondazione Svizzera per la Sicurezza dei Pazehtrorum de la Qualité, in collaborazione con
gli Ospedali Universitari di Ginevra, partecipantiaarealizzazione di un sondaggio presso i
partecipanti alla giornata comune Chirurgia / Aesst del 97° congresso annuale della Societa
Svizzera di Chirurgia. Questo studio ha ottenwaatbrizzazione dalla Societa Svizzera di Chiruggia
dalla Societa Svizzera di Anestesia-Rianimaziohe,rangraziamo di cuore per il loro sostegno.

BN

L'interesse dello studio € rivolto alla checklist sicurezza per i blocchi operatori, sviluppata
dallOMS - the WHO Surgical Safety Checklist. Pérecklist si intende una lista dei controlli da
effettuare nel blocco operatorio prima (Sign Irm&iOut) e dopo (Sign Out) un intervento chirurgico
(per esempio: identita del paziente, marcaturasie] lato, tipo di intervento, ordini postoperator
ecc.) con I'obiettivo di migliorare la qualita edecurezza delle cure.

Questo studio persegue l'obiettivo di valutarelibab tra i chirurghi e gli anestesisti svizzeriuha
checklist ispirata al modello del’OMS e di megiimmprendere le attitudini di questi professiomsti
confronti di un tale strumento, ma anche nei confrdel funzionamento all'interno dell’equipe elael
sicurezza in generale. Nel contempo, lo studionii¢eesplorare i casi di errore di sito operatorio
vissuti nel corso della loro carriera da chirurglainestesisti.

La compilazione del questionario necessita allficeci8 minuti. Vi ringraziamo gia sin d’ora per la
vostra collaborazione. Una volta compilato, cons¢gnl questionario a una persona incaricata della
raccolta (riconoscibile da una T-shirt “Surgicafe®a Checklist” di colore verde).

Le risposte raccolte saranno trattate in madafidenziale e i risultati sarann@nonimi (questo
significa che si riferiranno gruppi e non a singoli individui).

Dr. med. Marc-Anton Hochreutener Adriana Degiorgi
Direttore, Fondazione per la Sicurezza dei Pazienti Presidente, FoQu
Prof. Dr. med. Othmar Schéb Dr. med. Tiziano Cassin
Presidente, Societa Svizzera di Chirurgia Presidente, Societa SvizzeliaAnestesia

Rianimazione
Dr. med. Pierre Chopard
Medico aggiunto responsabile di servizio, Ospedali
Universitari di Ginevra

Qualche informazione importante per compilare quesi questionario:

a) una sola persona puo rispondere al questionario,
b) non esistono risposte corrette o sbagliate; caitargo il suo parere,
c) per domande relative alio ospedale o alla sua clinica

a. se lavora in piu ospedali e/o cliniche, si rifesist luogo nel quale lavora principalmente o piu
spesso, oppure quello che per lei & piu importante,

b. se lavora in uno studio medico, risponda pensatitispedale o alla clinica nel quale/nella
guale esegue piu interventi chirurgici.

@ [=1D< Stéphane Cullati, Servizio qualita delle cure, &g Universitari di Ginevra, Rue Gabrielle-Pei@ntil 4,
1211 Ginevra 14, Tél. 022 372 90 56, Stephane.t@ltecuge.ch



La checklist di sicurezza nel vostro ospedale o n&lvostra clinica

1) Listituto nel quale erogate i vostri intervidhirurgici € un...(una sola risposta possibjle
U ospedale universitario O ospedale pubblico non universitario 1 ospedale o clinica privato/a

2) Nel vostro ospedale o nella vostra clinicatadasmessa in atto una checklist per gli interveetiblocco
operatorio ispirata al modello del’lOMS?

L ST —————————— [ < passare alla domanda 8°
2. N0 e O < passare alla domanda &°
T 0T g TR o] (= SR O < passare alla domanda 6°
4. non conosco questa checklist per la sicurezzdd < passare alla domanda A°

3) In quale anno questa checklist & stata messhoR  .............ccoeceeeeeennee

4) Secondo lei, in quale misura la messa in attpeésta checklist & stata sostenuta da...

(per ogni linea, apponga una crocetta sulla casatieguatd nessun  sostegno  sostegno  senza
sost‘egno me‘dio molt‘o forteopirrione

1. la direzione del/la suo/a ospedale/CliNICa .......cccccouuuiiiiiiiiiiiiiiiieaeee s 1 2 3 4 5 u

2. la direzione del Dipartimento di Chirurgia ....cccccvveeeevieieeeeeeeeeeee e, 1 2 3 4 5 a

3. ladirezione del Dipartimento di anestesia ....coc......uvviviiiiiiiiiiiiiiiaaeeeeee 1 2 3 4 5 u

4. la direzione infermieristica / degli strumentisti..............ccccoiiiiiiiiiiiiine. 1 2 3 4 5 u

5) Questa checklist € composta dalle seguenti @&t ogni linea, apponga una crocetta sulla casalizguata

no Sl
1. Sign In (prima dellinduzione anestesiologica).................... E‘I E‘I &
2. Time Out (prima dell'inCISIONE).............ewmmeeeeeiiiiiiiieeeee a [
3. Sign Out (dopo I'Ntervento) ........eeeveveeveeeeeeeeeeeeeeeeecceinnd a a e
4. altra/e parte/i, PreCiSAre: ......ccccuiiiiieeeceneeeeeeeeeeeeeese e e e a a e

= Per tutte le caselle crociate “si”, precisi denékrno dellasua equip@nestesiologica-chirurgicéquella
con la quale opera piu di frequente), queste dalta checklist sono, applicate in nessun casanmante,
mediamente, molto spesso o quasi sistematicamente:

in nessun caso raramente mediamente molto spesso uasi sistematicamente
(0‘%) (1-‘29%) (30‘-59%) (6?—90%) (‘>90%)
1. Signin............ a a a a a
2. Time Out......... a a a a a
3. SignOut ........ a d u d u
4. altrale ............. u d u d u

La sua opinione sulla checklist

6) Relativamente all’utilizzo della checklist néobchi operatori, in quale misura € d’accordo ceaguenti
aspetti: (per ogni aspetto, apponga una crocetta sulla cifdeguata)

La checklist... per niente d’accordo mediamente completamente dreloc
d’acc‘:ordo ‘senza opinione
1. migliora la sicurezza degli interventi (anestes@eurgia) .............ccccevvvvvvveennnnn. 1 23 4 5 u
2. fa PErdere tEIMPO ...ttt e e e e e e e e e e e e s e e n e e eea e 1 2 3 4 5 u
3. migliora la comunicazione (correlata alla sicurgzel’equipe ...........cceeveeeeee... 1 2 3 4 5 Q0
4. non porta nulla di piu rispetto ai controlli di siezzagia messi in atto
nel mio ospedale o nella mia clinipamadella sua attuazione ........................... 3 4 5 u
5. sviluppa una cultura della sicurezza nelle equipaiggiche ............ccccvvvvvienneee. 1 2 3 45 a
6. la sua efficacia non & stata dimostrata nellarkgttiea scientifica..............cccueeee... 1 2 34 5 a
7. facilita il [aVOro di QrUPPO ... . e eieiiiieiieeee ettt e e e e eeeaeeeeees 1 2 3 4 5 u
8. elimina (durante i controlli) la gerarchia tra bfgssionisi (medici,
1) (=T 01T A= o o PSSR 1 2 3 4 5 a

9. se ha un’altra opinione, la indichi qui di seguito:




La sua opinione sulla cultura della sicurezza

7) Se pensa allua equipanestesiologica - chirurgican quale misura & d’accordo con le opinioni segue
(per ogni opinione, apponga una crocetta sullaadideguata)

per niente d'accordo mediamente completamenteatdac
d’accordo senza opinione
1. | membri dell’'equipe discutono regolarmente sulledalita per impedire ‘ ‘ ‘ ‘
che gli incidenti riaccadano..............ooceeeeriiiiiiiii e 1 2 3 4 5 u
2. La cultura € quella del miglioramento CONtINUQ............eeeeeiiiiiiieeeeniiiiiieeeeeens 1 2 3 4 5 u
3. L’equipe ha una concezione comune dei problemicdirezza; tutti sono apprez-
zati in modo equivalente e si sentono autorizz&riire il loro contributo ........ 1 2 3 4 5 Q4
4. | membri dell’equipe si sentono liberi di mettenediubbio le decisioni
0 le azioni dei loro superiori gerarchici....o....ooooiiiiiiiiiiii e, 1 2 3 4 5 u
5. Esiste una “cultura del biasimo”, che rende i mambl’equipe
restii a segnalare gli INCIAENTI ... 1 2 3 4 5 u

6. Se desidera indicare un’altra opinione, la pregusidi seguito:

8) Inrapporto alla sicurezza delle caed blocco operatoripin quale misura & d’accordo con le opinioni
seguenti:(per ogni opinione, apponga una crocetta sulla cédeguata)

per niente d'accordo mediamente completamenteatdac
d’accordo senza opinione
1. Lasicurezza e innanzitutto una questione indivieleasoltanto in minor misura \ \
UNA QUESHIONE A @QUIPE. ...ttt ceeeee e e e e e e et eeeeeaaaeeas 1 2 3 4 5
2. Lasicurezza dipende sia dalla responsabilita @elicnsia da quella dei
professionisti para-medici (infermieri, aiuti, €CC..........ccceevevviviiiiiciiiiiiiieeeee, 1 2 3 4 5 a

3. Se desidera indicare un’altra opinione, la pregusidi seguito:

Gli

errori di sito chirurgico

9) Ha partecipato ad un intervento chirurgico dteal quale si € verificato un errore di sito cingico (di lato, di
livello, di procedura o di paziente), con consegesgper il pazientépoco importa chi era /erano il/i
responsabile/i)negli ultimi tre anni? Nel corso della sua caaie

nel corso della sua carriera

tra il 2007 e il 2009 (fino al 2006)
no si quanti? no si quanti?
Un errore... ‘ ‘ ‘ ‘ ‘ ‘
L dilato e aa ... aa ...
2. dilivello...cccoveviieiiieiecee aa ... aa ...
3. diprocedura.........ccocuiiiiiinnnenn. oo a o ...
4. diidentita del paziente .............. aa .. aa .
Qualche informazione su di lei
10) Lei é... O uomo Q donna
11) Il suo anno di nascita: .........cccccceeeeeee.
12) Lei é...  Q chirurgo# Q anestesistar Qinfermiere O altro, precisare: ........cccccoveeevveecvvmeeemese.

= La/le sual/e specialita chirurgica/che 0 anesSteGOIICNE: ............ccoovviiiiiiiie e
= | suoi anni di pratica in chirurgia 0 in anestesia:..........c.ccccoeceeevieiic e,

14) Lei é... Q indipendente (studio medico, proprio o con altgidiai)
U impiegato, presso ufr U ospedale universitario
U ospedale pubblico non universitario
U ospedale o clinica privato/a

15) Dopo il diploma FMH, ha conseguito una partéadsua formazione all’estero?
dno O si, inquale PAaBSE? ..ovvvvieee i 4 non applicabile

Grazie di cuore per la sua preziosa collaborazione!



Questionnaire - English version - (Geneva)



STIFTUNG FUR PATIENTENSICHERHEIT
FONDATION POUR LA SECURITE DES PATIENTS

FONDAZIONE PER LA SICUREZZA DEI PAZIENTI

PaTIENT SAFETY FoUNDATION forum de la qualité

Utilization and Opinion on the World Health Organization (WHQO) Surgical Safety
Checklist for Operating Theatres:

Survey of Delegates attending the 45th Annual Congss of the European Society of
Surgical Research (Geneva, 9-12 June 2010)

June 2010

Dear Sir/Madam,
Dear Colleague,

The Swiss Foundation for Patient Safety and theliQuBorum (foQual) are participating in the
conduct of a survey of delegates attending the #&thual Congress of the European Society of
Surgical Research in collaboration with the Uniitgrelospitals of Geneva. This study has received
formal approval by the local organizing committéé&=8SR 2010.

This study concerns the safety checklist develdpedVHO for operating theatres ("WHO Surgical
Safety Checklist"). The safety checklist compriadsst of controls to be carried out in the opergti
theatre before (Sign In, Time Out) and after (Siyt) a surgical intervention (e.g., patient identit
site marking, side, type of intervention, postofigeamanagement issues, etc.). The goal of this
checklist is to improve the quality and safety afignt care.

The aim of this survey is to evaluate the use diecklist, based on the WHO model, among surgeons
and anaesthetists as well as to better understttudias towards this checklist, teamwork functiani
and the issue of safety in general. In additiorainits to explore the number of wrong site surgery
experienced by surgeons and anaesthetists duengctreer.

This questionnaire takes approximately only 10 n@auo complete and we would like to thank you
in advance for your collaboration. Once completglgéase place it in one of the boxes with the
mention "Surgical Checklist Survey" in the fronske

Data collected will be treated atrictly confidential and resultsanonymized (i.e., they will be
presented as groups and not individually).

Dr. Marc-Anton Hochreutener Ms Adriana Degiorgi
Director, Swiss Foundation for Patient Safety President, FoQui

Dr. Pierre Chopard Dr. Mustafa Cikirikcioglu
Deputy Director, University Hospitals of Geneva President, 45th Annual Congress ESSR

Important instructions for the completion of the questionnaire:

a) Only one person may respond to the questionnaire.
b) There is no right or wrong response to questiorsaxe only seeking your personal opinion.
¢) For questions concerning your hospital/clinic

a. if you work in several hospitals/clinics, pleasasider only the one in which you mainly work,
or the one you consider to be the most important;

b. if you work in consulting rooms, please respondoaditig to the hospital/clinic in which you
perform most of your surgical interventions.
d) Please dmot completethis questionnaire if you can tick one of thedaling boxes:
O my main activity is dedicated to research and/anagement (not in the clinical field)
U | have already participated to this survey (Svasgical Meeting, European Society for Surgicald?esh)

@ [=1D< Stéphane Cullati, Quality of Care Service, Uniitgrsf Geneva Hospitals, Rue Gabrielle-Perret-Gehti
1211 Geneva 14, Phone +41 22 372 90 56, Stephdlmi@incuge.ch



The surgical safety checklist in your healthcare istitution

1) The institution in which you perform your swai procedures is a .(please tick one box only
U university hospital U non-university public hospital QO private hospital/clinic

2) Has a surgical safety checklist similar to ¢éhe proposed by the World Health Organization been
implemented in your hospital/clinic for proceducasried out in operating theatres?

L. Y S it aaaaaaaaaaa e O < go directly to questioB
2. NO e U < go directly to questiof
3. DONMEKNOW ...ttt U < go directly to questiof
4. | don't know this surgical safety checklist....... d < go directly to questioi

3) In which year was the checklist introduced?..............ccooeiiiiiiiiiicncnne

4) In your opinion, to what extent was the implata¢ion of the checklist supported by...

(please tick the corresponding box for each)line No Medium Very strong  No
sup‘port sup‘port squort opi?ion

1. Your hospital/clinic senior Management ... 1 2 3 4 5 u
2. The department of surgery senior Management .ccae e ..ccoveeiieeeeeiiiiiiiiiiiees 1 23 4 5 u
3. The department of anaesthesiology senior management.............cccccvvvvveeenn.n. 1 2 3 45 a
4. The nursing department (including instrumentisés)ier management................ 1 2 3 4 5 04

5) This checklist is comprised of the followingBens: (please tick the corresponding box for each)line

N‘o YFS
1. Sign In (before induction of anaesthesia)......cc.....ccvvveeeee.. a a e
2. Time Out (before skin incision) [
3. Sign Out (after the procedure)............. [
4. Other section/s; please MeNtion: ...........ceeeeeervvvvvveeeeeeeeeeenn a a e

= For each box ticked "yes", please indicate iféhehecklist sections are applied either neveg|yar
partially, very often, or quasi systematically vifitlyour surgical/anaesthetic teafne., the one with which
you operate most often):

Never Rarely Partially Very often Quasi systensdljc
(0‘%) (1-‘29%) (30‘-59%) (6?—90%) (‘>90%)

1. Signin............ a a a a a

2. Time Out......... a a a a a

3. SignOut ........ a d u d u

4. Other.............. O a a a a

Your opinion of the checklist

6) Regarding the use of the checklist in operatiregtres, to what extent are you in agreementtiétollowing
opinions: (please circle a number for each statement)

The checklist... Don't agree at all Partially Fully agree
agree No opinion
1. improves the safety of procedures (anaesthetisargical) .............cccccevviinneen. 1 2 3 45 (]
2. 1S @ WASEE Of TIME ..o 1 2 3 4 5 u
3. improves team communication (related to safety)............ccooeeecivivviiiiieeeeennenn. 1 23 4 5 a
4. brings no extra value txistingsafety procedures already in place in my
hospital/clinicheforeits implementation .................eeeiioeecies 1 2 3 4 5 Q1
5. helps to develop a safety culture in surgical teams...........cccccvvvvveiieeeeeeeneennn. 1 2 3 4 5 a
6. has not demonstrated its efficacy in the scienlif@zature...............cccccvvvvvveennn.n. 12 3 4 5 a
7. facilitates teamMWOIK ... 1 2 3 4 5 u
8. eliminates (during the controls) the hierarchy estwhealthcare professionals
(AOCEOrS, NUISES, BIC.) . uuuiuiiieiiriieeescmmmmm e e e e e s s e s sesne e eereeeeeeeeeeeeeeanannnnnns 1 2 3 4 5 a

9. If you wish to express another opinion, please marielow:

@ Please turn the page



Your opinion on safety culture

7) If you think abouyour anaesthetic/surgical teato what extent are you in agreement with theofeihg
opinions: (please circle a number for each statement)

Don't agree at all Partially Fully agree
ag‘ree ‘No opinion

1. Staff routinely discuss ways to prevent incidentsrf happening again............... 1 2 3 4 5 04
2. The culture is one of continuOUS IMPrOVEMENt.....c...ccceeeeeeieiiiiiicceeeeeeee 12 3 4 5 a
3. The team has a shared understanding and visiorn aafaty issues; everyone is

equally valued and feels free to contribUte...cceeeevveeveeieeeeeee e, 1 2 3 4 5 a
4. Staff feel free to question the decisions or astiohthose with more authority... 1 2 3 4 5 QO
5. There is a blame culture, so staff are reluctanéport incidents ...............cceee... 1 2 34 5 a

6. If you wish to express another opinion, please artielow:

8) Regarding safety of care in the operating tiee&d what extent are you in agreement with thieviong
opinions: (please circle a number for each statement)

Don't agree at all Partially Fully agree
agree ‘ No opinion

Safety is an individual concern above all, andaarteoncern to a lesser extent... 1 2‘ 3 4 5 E‘I
2. Safety is dependent not only on the responsibilitgoctors, but of all healthcare

professionals (nurses, auxiliary-NUrses, 1) umm..cceuveiiiriiecciiiniiirireeeeereeeeenn 1 2 3 4 5 a
3. If you wish to express another opinion, please martielow:

=

Wrong site surgery

9) Have you participated in a surgical proceduhens an operating site error (wrong side, levelcedure, or
patient) took place with subsequent consequencabd@atientrfo matter who were the persons responsible
during the last 3 years? during your career?

During your career

Between 2007-2009 (until end 2006)
No Yes How many? No Yes How many?

An error ... ‘ ‘ ‘ ‘ ‘ ‘

1. wrong Side.....coeeeeeeiiiiiiiiiiiiie [ I a o ...

2. wrong level........ccccovveveeveennnnnen a a .. a a..

3. wrong procedure .........ccceeeeeeernnn. o a ... a a..

4. wrong patient ............ccccciiiiiiinen. I I a o
Some personal data
10) Are you... Q male Q female
11) Your date of birthyar only: .................
12) You are ... QO surgeon# O anaesthetist Q nurse Q other (defin€): ....ocovvveeiiiiiiiie e,

14) Are you... O private practitioner (consulting rooms, either @am with colleagues)
Q working in a®= O university hospital
O non-university public hospital
U private hospital/clinic

16) After completing your specialist training, haxe followed part of your postgraduate traininganmother
country? QO No L Yes, in WhiCh COUNIIY? ....uvviiiieieieccec e e e e e e e e e O Not applicable

Thank you for your valuable collaboration !



Pharmacy Safety Climate Questionnaire!s: 4 selected and adapted items

1. Staff routinely discuss ways to prevent incidentsrf happening again

2. The team has a shared understanding and visiort abfaty issues; everyone is
equally valued and feels free to contribute

3. Staff feel free to question the decisions or agtiohthose with more authority

4. There is a blame culture, so staff are reluctan¢port incidents

The French translation and the adaptation to aff-Bbspital setting of these items are taken
from the project "La culture de la sécurité chezgeofessionnels de soins en milieu
hospitalier: traduction et validation d'un questiaime”, P. Chopard, Geneva University
Hospitals (Medical Directorate, project 2009-12).
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