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ABSTRACT
Introduction: Patient safety is one of the main indicators of risk management in clinical governance system.
Surgical care is a crucially sophisticated medical care in treatment centers. Therefore, this study aimed to
investigate the attitude and practice of operating room and anesthesia staff and interns towards the completion of
the surgical safety checklist in the operating rooms of hospitals affiliated with Jahrom University of Medical
Sciences in 2016.
Research method: This was a cross-sectional study. Data were collected using a researcher-made questionnaire,
containing 45 questions in three parts. The first part of the questionnaire contained demographic information of
personnel and interns and the second part contained general and detailed attitude of participants on the checklist.
The third part included a surgical safety checklist, consisting of 19 items and the necessity of each item and its
effectiveness in improving service quality which was measured on a 5-point Likert scale. Data were analyzed in
SPSS 11, using descriptive statistics (mean, frequency and percentage).
Results: Among all the 81 participants, there were 28 interns and 53 operating room and anesthesia staff. 61.5%
believed that the surgical safety checklist is being completed at the right time. The first part of the questions
measured the level of familiarity and preparedness and opinions of individuals on checklist completion. In
general, only 23% of the participants had a good level of familiarity and preparedness; 45% of them had a
moderate level and 13% had a poor level of familiarity and preparedness with checklist completion. There was no
significant relationship between the field of expertise and the level of familiarity and preparedness (p≤0.85). None
of the participants had a poor attitude toward the checklist items. The second part of the questions measured the
attitude of the participants towards various items of the checklist. 11.1% of the participants had a moderate
attitude and 88.9% had a good attitude towards the accuracy and applicability of the checklist items. There was a
significant relationship between the field of expertise and the attitude of the participants (p≤0.05); as, the
operating room staff had a more positive attitude towards the checklist items than the anesthesia staff.
Conclusion: The results indicated that the surgical safety checklists were completed for all patients and were
attached to their medical records. The only challenges were probably accuracy and completing checklists
properly, at the right time and in the right place. Appropriate training courses should be planned for staff, in this
regard.
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INTRODUCTION:
Today, patient safety is considered an important
issue worldwide, in the clinical governance
system. Evidence suggests that 10% of patients

in hospitals suffer from medical errors resulting
in negative consequences; while, the errors can
be prevented in half of the cases (1). Patient
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safety involves the establishment of a
monitoring system to minimize faults and errors
and to maximize the confidence level in the
implementation of processes (2). In the UK, the
annual incidence rate of patient safety-related
events is 850000 cases in 8 million admissions
and the cost of additional hospitalization days is
estimated over 2 billion pounds (3). Therefore,
patient safety protocol has been designed and
compiled in the United States, Canada, Britain,
Scandinavia, and Japan through international
efforts and extensive research. It focuses on
error reduction, risk management, avoidance of
treatment complications and injury prevention
(4). The world health organization (WHO) has
developed its surgical safety programs around
the world to conduct patient safety plans (5).
Surgery is an integral part of health care, with an
estimated 234 million operations performed
annually (6). This annual figure exceeds the
number of births within the same time period
(7). The operating room is one of the most
complex work environments in healthcare
systems. This complexity is evident in patient
affairs, treatment protocols and the application
of high-tech equipment and procedures in the
operating room (8). In this regard, effective
management is essential for coping with rapid
and increasing changes to ensure the safety of
the staff and patients in the operating room (9).
The purpose of observing safety precautions in
the operating room is to ensure the safety of the
operating room staff and the safety of the patient
undergoing the surgery. Providing required
safety in the operating room is a group work. All
the personnel have a common responsibility to
provide safety for themselves and for patients.
Therefore, it is very important to review the
required safety principles periodically and to
comply them with the available standards;
because limited economic resources and medical
equipment, suitable atmosphere, etc., require
more and more sensitivity in service provision
(10). Surgical care can prevent loss of life or
limb; however, it may also result in some side
effects or even death. The risks of side effects
are poorly characterized throughout the world;
however, some estimates in industrialized
countries indicate that the death rate of
hospitalized patients is 0.4 to 0.8% and the rate

Roya Ershadpour, et al.

of major complications is 3 to 17% (11-12).
These rates are much higher in developing
countries (16-13). Therefore, the global public
health community has always paid special
attention to the surgical care and its possible
complications, as a substantial burden of
diseases. Given the importance of the surgical
safety checklist raised by the WHO and its
impact on reducing postoperative mortality,
morbidity and complications, the proper
completion of this checklist by the personnel is
essential. Therefore, it seems necessary to
consider the views of the operating room staff
about completing this checklist. This study
aimed to investigate the attitude of operating
room and anesthesia staff and interns towards
the completion of the surgical safety checklist
and their views on the importance of each item
and finally to analyze the factors which have led
to the improper and untimely completion of the
checklist. This checklist may need to be
localized based on the conditions and
requirements of the operating rooms located in
different cities; thus, the present study can
provide useful results in this regard.
RESEARCH METHODS:
This was a cross-sectional study. Data were
collected using a researcher-made questionnaire
on a 5-point Likert scale. The validity of the
questionnaire was confirmed by some of the
University professors and its reliability was
confirmed after conducting a pilot study and
completion of the questionnaire by 20
individuals (10 students and 10 operating room
and anesthesia staff). Using Cronbach's alpha
coefficient, a reliability of 0.85 was calculated
for the questionnaire. The questionnaire
contained 45 questions in three parts. The first
part of the questionnaire contained demographic
information of personnel and interns. The
second part contained general and detailed
attitude of participants on the checklist,
including: its effectiveness, its acceptance by
participants, their desire to complete it, the need
to change the checklist based on the special
conditions of each operating room, etc. The third
part included a surgical safety checklist,
consisting of 19 items and the necessity of each
item and its effectiveness in improving service
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quality was measured on a 5-point Likert scale.
Questions were scored on a 5-point Likert scale
from very high importance (score 4), high
importance (score 3), mediocre importance
(score 2), low importance (score 1) and no
importance (score 0). The questionnaires were

given to the participants and completed, after
obtaining permission from the relevant
organizations and obtaining the consent of the
participants. Data were then analyzed in SPSS
11, using descriptive statistics, such as mean and
frequency.

RESULTS :
In this census study, 81 individuals completed the questionnaire. There were 28 interns and 53
operating room and anesthesia staff. The education qualification of the participants is presented in the
following diagram:

“The horizontal column [from left to right] represents interns, associate degree holders, bachelor’s
degree holders, master's degree holders, respectively”
61.5% believed that the surgical safety checklist is being completed at the right time. In addition, 42%
agreed that it would be better to assign the task of checklist completion to one person. However, 35.8%
argued that both the operating room and anesthesia staff should complete the checklist.
Only 23% of the participants had a good level of familiarity and preparedness; 45% of them had a
moderate level and 13% had a poor level of familiarity and preparedness with checklist completion.
There was no significant relationship between the field of expertise and the level of familiarity and
preparedness (p≤0.85). The major items examined in the first part of the questions included:
Items
The level of familiarity with the surgical safety checklist
The level of desire to complete the checklist
The level of focus of individuals during completing the checklist
Completing the checklist at the right time
The attention of respondents to the patient and the operating
conditions when completing the checklist
The effectiveness of the checklist on improving the patient's
conditions
The degree of acceptance of the checklist by participants
The necessity and importance of the checklist in the operating
room
The physical performance of individuals in the operating room
The impact of environmental factors on completion of the
checklist
Individuals capability in completing the checklist
The availability of the checklist
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29.6
8.6
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11.1
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3.7

3.7
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1.2

23.5

32.1
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1.2

22.2
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50.6
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9.9
4.9
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2.5
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The second part of the questions measured the attitude of the participants towards various items of the
checklist. None of the participants had a poor attitude toward the checklist items. 11.1% of the
participants had a moderate attitude and 88.9% had a good attitude towards the accuracy and
applicability of the checklist items.As a major finding, it was found that there was a significant
relationship between the field of expertise and the attitude of the participants (p≤0.05); as, the operating
room staff had a more positive attitude towards the checklist items than the anesthesia staff.

DISCUSSION:
ZareiHarmedani et al. conducted a study entitled
"surgical safety checklist, challenges faced by
operating room staff" in the operating room of
Al-Zahra Medical Center, Tabriz (17). They
observed and described the process of
completion of checklists by operating room staff
in 88 surgeries for 4 weeks. In 88 observations,
70% of important items such as surgical site
marking, checking the anesthesia equipment,
controlling the pulse oximeter or predicting the
amount of blood loss during the surgery were
performed at inappropriate times. In 52% of the
cases, the surgical team members were
introduced to each other properly and at the
right time; however, in 87.5% of the cases, they
did not checked the patient's name and surname,
the type of the surgery and the surgical site or
checked them at inappropriate times. The nurse
controlled the sterile packs and the functionality
of the devices, only in 26% of the cases. In 74%
of the cases, the nurse did not discuss conducted
checks with the surgical team or performed it at
inappropriate times. In the present study, this
measure was performed by the operating room
staff and only 38.5% of the respondents stated
that the checklists are being completed at
inappropriate times. It seems that the checklist
has been often improperly completed by staff in
Roya Ershadpour, et al.

terms of operating room equipment and devices;
as they usually control the medical equipment
for each surgery, neglectfully. A surgical safety
checklist facilitates the routine tasks of
personnel and provides a list of standard tasks
and controls to prevent the potential
forgetfulness of one or more of their duties;
however, given the results of the present study,
it seems that individuals are not still aware of
the importance of the completion of this surgical
safety checklist and this may again create
problems which preceded the introduction of the
standard checklist. For example, the personnel
may not check the safety of medical equipment
properly and this may endanger the lives of
patients as well as the personnel or may
interrupt the surgery. On the other hand,
negligence in controlling the sterility of the tools
and the environment may also cause
postoperative infections. MohammadiNasab et
al. conducted a retrospective study entitled
"assessing the compliance of the staff of Burn
Operating Room of Sina Medical Education
Center, Tabriz, with the surgical safety
checklist” and examined the completion of the
checklist by the operating room staff within one
month (18). Results indicated that the checklist
was completed only for 40% of the patients and
this reflected a poor performance. In this study,
659
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it seems that checklists were completed for all
patients and were attached to their medical
records. The only challenges were probably
accuracy and completing checklists properly, at
the right time and in the right place; because
based on the results, a relatively large
percentage of the participants stated that the
checklists were not completed at the right time.
In addition, nearly half of the participants stated
that it would be better to assign the task of
checklist completion to one person and this most
probably indicates the unwillingness of the staff
for doing this task. On the other hand, it seems
that in the case of the operating room staff, they
have a more positive view of the anesthetic
personnel, which will be a major contributor to
the challenge. The operating room staff had a
more positive attitude towards the checklist than
the anesthesia staff and this is a major challenge;
because a major part of the checklist is related to
the duties of anesthesia staff, the potential risks
of drugs and the anesthetic equipment. On the
other hand, the main excuse of staff is that some
of the items of the checklist are not necessary
and this has undermined the importance of the
checklist. Therefore, it seems that to resolve this
problem, the checklists must be localized to suit
the terms and conditions of each hospital or city.
CONCLUSION:
Considering the negligence of staff in
completing the checklist, the mission it has been
developed for has not been realized well and
appropriate training courses should be planned
for staff, in this regard. In addition, the causes of
non-compliance of staff with the checklist must
be discovered and measures such as localization
of the checklist with the conditions of each
hospital and city should be taken. In addition,
instructions must be developed to be added [or if
exist, to be improved] to other checklist items on
controlling infections and medical equipment, as
well as on qualitative monitoring and control of
physical environment of the operating room and
its relevant processes.
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