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Bryce Taylor, Dublin, October 2009

Getting it done

Implementing the Surgical Checklist

August 5, 1997
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The Surgical patient …2009 vs 1989

• Patient expectations     

• Awareness of patient safety … PROFILE

• More complex patients every year

• Medico-legal implications significant

• Modelling of patient care processes after the 

auto industry, and modelling of patient safety

after the airline industry

• SAME DAY ADMIT**

Change is difficult!

The Surgical patient …2009 vs 1989

• Patient expectations     especially in Canada

• Awareness of patient safety … PROFILE

• More complex patients every year

• Medico-legal implications significant

• Modelling of patient care processes after the 

auto industry, and modelling of patient safety

after the airline industry

• SAME DAY ADMIT**

Change is difficult!

The beast needs a wakeup call!
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The surgical checklist

• How we implemented it at UHN

• How YOU can implement it in your 
hospital!

Bryce Taylor

Dublin

October,  2009

The ideal setting for change

• Clear recognition of a problem

• A desire to correct the problem

• Intervention to mitigate the problem

• Evidence that the intervention is effective

• Intervention is cheap, doable, not disruptive, 
and has additional unexpected benefits

• Passionate leadership and troops that buy in

What is this tool that addresses the 10 

objectives?
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a burden?

The 7-step Kotter model of change 
management
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3-15% comp‟n rate

Avoidable deaths

Implementation of the surgical checklist

1. UNDERSTAND
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Implementation of the surgical checklist

2. ENLIST
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Implementation of the surgical checklist

3. ENVISAGE
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Implementation of the surgical checklist

5. COMMUNICATE
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The  key points of the “toolkit”
(use project management if desired)

1. Prepare and educate all stakeholders

2. Use evidence to engage OR staff

3. Develop champions at every level

4. Senior management endorsement (not decree!)

5. Customize for your hospital (input from all)

6. Implement after a brief „practice run‟- persist!!

7. Monitor, record and publicize compliance

8. Monitor and record „nice catches‟, „learnings‟

9. Celebrate and reward successes

10. Public reporting (in Ontario)***



11/11/2009

10

In the last year at UHN

• Takes little time, patients satisfied
• Reminders required less frequently with time
• Details are important, and potential problems and 

omissions are being picked up!
• Significant in start-up time and effort, but …
• Costs virtually no money 
• This is a team-building opportunity!
• It can always be changed...it’s flexible!
• The two big issues  are culture change and 

data collection!

We have found….



11/11/2009

11

“you know only insofar as you can 

measure”     Lord Kelvin

The pyramid …and..The Power-Distance

Index

The Power-Distance

Index

The pyramid …and..
The Operating Room 2009

“Alex” - it has come to my attention that you don't favour carrying out the Checklist, 

which is now a mandatory surgical process at UHN. The purpose of this reminder 

is to emphasize the need for doing this, and of the consequences of not 

participating. The checklist has proven in your own and other services to be not 

only useful in the promotion of patient safety, but also of team-building...an 

important ancillary effect. You will remember your own unfortunate incident in the 

OR a few months ago, which would have been avoided had we used the checklist 

at that time.

I am informing you that if I am told that you either refuse to use the checklist, or 

continue being sarcastic when you are reminded, I will be forced to take OR time 

away from you. If you continue to disregard the processes that all other surgeons, 

anesthesiologists and nurses have adopted, this may result in suspension of your 

privileges. 

If you don't believe me, just try me. 

Bryce

An email to a UHN surgeon…. (this is for real)
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The ideal setting for change

• Clear recognition of a problem

• A desire to correct the problem

• Intervention to mitigate the problem

• Evidence that the intervention is effective

• Intervention is cheap, doable, not disruptive, 
and has additional unexpected benefits

• Passionate leadership and troops that buy in

What do the UHN OR 

staff think after one 

year of using the

surgical checklist?

q1

• Do you think the use of 
the checklist has 
improved patient safety 
at UHN?
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q2

• Do you find the conduct 
of the checklist 
inconvenient?
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q3

• How much time does 
the checklist take?
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q11

• Do you think that use of 
the checklist generally 
has improved 
communication among 
members of the OR 
team?
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q5

• If you were to undergo 
surgery, would you 
want the checklist to be 
used?
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q8

• Are you comfortable in 
reminding other 
members of the team 
to carry out the 
checklist?
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Teamwork + Process/Details

RISK

A Culture Change

…what it is…..

…a few thoughts …
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The Era of Accountability

“The Hawthorne effect

in action”

is it

Heroism?
Bryce Taylor, Dublin, October 2009

Getting it done

Implementing the Surgical Checklist


