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Evidence is king – we just 
need to apply it to improve 

care 



The story of the WHO Surgical Checklist 



The first study (2009)  

• Major complication rate 
decreased 36% 

• Mortality decreased 47% 

• Post-op infection decreased 
48% 



Within weeks of the publication in the UK… 

• National policy 

• All hospitals were asked to 
implement the checklist 
within 12 months   

• Rate of implementation to 
be checked via audits and 
reported by risk-managers 

• Hospitals+specialities urged 
to adapt it to their needs  



Implementation resources  
• UK: 2 implementation 

videos made available  

• How to do and how not 
to do the checklist  



So we improved surgical 
patient outcomes and 

made care safer, right…? 



Largest study to date (2014)  

Pre-checklist (N=109,341)    
 

30-day mortality = 0.71% 
Complications risk = 3.86%  

Post-checklist (N=106,370)   
 

30-day mortality = 0.65% 
Complications risk = 3.82%  
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“The likely reason for the failure 
 …is that it was not actually used” 



Huge variation in checklist application… 



How failure of process and inadequate WHO checklist  
participation led to the wrong foot being operated on 



…and some poor local implementation 

“It just appeared…” 
“Our chief exec 
had a bee in their 
bonnet and it was  
‘no you will do 
this’…” “It was sth they were  

just doing one day” 

“There was no discussion 
or introduction or 
anything. Typical.” 



Strategic vs operational implementation 
-  Size, geography, 

organisational levels      
 
-  Strategic: commitment, 

support, resources, 
senior leadership   

-  Operational: what’s 
happening on the 
coalface 
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Poor implementation means…  
-  Loss of fidelity – and hence gap between ‘checklist as intended’ 

and ‘checklist as delivered’    
 
-  Lack of understanding of causality 

-  Effective checklist, poorly delivered? 
-  Ineffective checklist?  
-  Obsolete checklist – as outcomes have already improved, 

hence ceiling effect? 

-  Lack of engagement – vicious circle  

-  Poor precedent – spill-over effect to other interventions  



Lessons learned 
-  Implementation is a process – not an end state  

-  We are never ‘done’ with the intervention 
-  Recent wave of checklist enhancement events/campaigns/etc   

-  Attention to implementation triggered by serious safety lapses  
-  Wrong site/person surgery; retained swabs (Never Events) 

 
-  Distinct discourses between senior organisational leadership, 

service-level teams, and individual practitioners  
-  Often no forum to share these effectively  
-  But ultimate goals may coincide  



Lessons learned (cont'd) 

-  Contextual drivers/barriers    
-  Different services have different history, culture and vision  
  

-  Intervention competition leads to fatigue   
-  Too much ‘noise’ – lack of coordinated effort 
-  Short corporate attention span; pressure for simple solutions 

(augmented by significant financial concern)   
 
-  Ongoing quest for real-life data/evidence  

-  Still lacking ability to link routinely collected data with routinely 
applied interventions  
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