Improving communication and teamwork

Five steps to improving perioperative
communications and teamwork using the
WHO Surgical Safety Checklist
Background
The World Health Organisation (WHO) Surgical Safety Checklist launched June 2008, was
adapted by the National Patient Safety Agency (NPSA) and issued as an Alert to the NHS in
England and Wales, in January 2009.
Patient Safety First is recognised by the NPSA as leading support for the implementation of the
Checklist across the NHS for England.

Key messages for staff
 The Checklist is a tool to improve perioperative safety for patients
 It is expected that by 1st February 2010, as a minimum, the Checklist will be used for all
surgical interventions (NPSA Alert. February 2009)

 To improve communication and teamwork, Patient Safety First is encouraging teams to
include in their use of the Checklist a briefing before the list starts and a de-briefing at the
end

 The five steps of Briefing, Sign In, Time Out, Sign Out and De-brief improve patient safety
through enhanced team performance, increased reliability of key clinical processes and
deliberate planning for variations in expected care

 Adding briefings before the lists starts and de-briefings at the end of the list, in addition to
the Checklist, further improves communication between the team
(references: 2,3,4,5,6)
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Improving communication and teamwork
 The Checklist can be adapted to suit local clinical environments and different specialties but
it is recommended that the core content, which is based upon international evidence and
opinion, be used (1). Specific items of the Checklist may be moved to different steps in the five
step process

 To be effective, all members of the surgical team contributing to the patient’s care must be
present at the appropriate step

 The time invested throughout the list, to effectively perform the five steps should be
considered an essential part of professional practice. The universal experience is that the
benefits gained far exceed the time invested to go through the five steps

 The five steps for improved perioperative communication have the explicit support of all royal
colleges and professional bodies.
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