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A B S T R A C T   

This paper examines the application of the Surgical Safety Checklist (SSC) within NHS hospital operating theatres 
England. The aim of the study, through a combination of open-ended questions, was to solicit specific infor
mation including views and opinions from operating theatre experts to establish from how the World Health 
Organisations (WHO) SSC is being applied, and therefore and why intraoperative ‘Never Events’ continue to 
occur more than a decade after the SSC was introduced. Participants were from the seven regions identified by 
NHS England. 

The intention of this paper is not to establish definitively whether the quantitatively identified themes; 
including a lack of training and engagement with human factors explains the increased presence of intra
operative ‘Never Events’. However, these themes, when subjected to methodological triangulation with the 
current literature, do appear consistent, and therefore provide an exploratory approach to inform research 
intended to improve safety in the operating theatre by informing policy and its application to safe practice ul
timately towards quality improvements.   

1. Applying the safe surgical checklist 

The World Health Organisation (WHO) global guidelines were 
launched across 132 countries as part of the safe surgery saves life 
campaign (WHO, 2009; [1,2]. The aim of was to prevent unnecessary 
death and improve outcomes for surgical patients [3]. The original 
approach to the SSC identified nineteen separate actions that were 
compiled into the three steps. However, a further two steps, the team 
brief and debrief were added in 2010 following feedback from the initial 
implementation (Shah, 2011). [4] Since their introduction their appli
cation has been subject to ongoing commentary. Aiming for simplicity, 
McConnell et al. [5] suggested the checklist should remain succinct and 
concise, to avoid checklist fatigue. Harden [6] stressed that the checklist 
should be customised to fit local practice and should not necessarily take 
a one size fits all approach. Raman et al. [7] concurred, arguing that 
checklists should be tailored to specific tasks. Moreover, the use of stock 
questions could increase inattention rather than ensuring all theatre 
personnel remain engaged with the checklist. 

Despite the introduction of the SSC and ongoing debate within the 

literature, the surgical intraoperative ‘Never Events’ which the SSC was 
intended to reduce stubbornly remain as a major source of patient harm. 
A review of the final and provisional data between April 2012 and 
December 2022 [8–15] has shown that there was 1574 wrong site sur
geries, 528 wrong implant/prosthesis and 1053 retained foreign objects 
post procedure. This is a total of 3155 intra-operative ‘Never Events’. 
Given the continued incidence of ‘Never Events’ it is essential to explore 
why surgical (Intra-operative) ‘Never Events’ (wrong site surgery, 
wrong implant/prothesis, and retained foreign objects post procedure), 
steadfastly occur. The aim of this study was to seek expert opinions from 
those involved in the implementation and use of the SSC, who through 
their role within the peri‑operative environment, have knowledge and 
experience that can highlight the circumstances and context central to 
these events. 

The working environment in operating theatres, entails daily time 
pressures, high workloads, and the potential for catastrophic outcomes 
when errors occur. The internationally agreed checklists are based upon 
three principles, simplicity, widespread applicability, and measurability 
[16]. Theatres were recognised as a hazardous environment by Thomas 
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et al. [17] when it was estimated that almost half of adverse events were 
preventable. The ethos of a checklist is to help identify mistakes before 
harm is caused to patients. Helmreich [18] reported that checklists are 
commonly used as a method of both error and safety management to 
reduce risk. Haynes et al. [1] demonstrated a simple checklist can reduce 
risk of morbidity, mortality and surgical site infection associated with 
surgery. Checklists not only reinforce communication [5] but also 
improve communication in multidisciplinary teams. 

2. Methodology 

The approach to this research study is based upon three Delphi study 
rounds and one questionnaire. The Delphi research study consisted of an 
invited sample of NHS England Trust Theatre Managers, Matrons and 
Educators from across NHS England using a combination of both open 
and closed questions. Prior to round one of the Delphi studies, a pilot 
questionnaire containing fifteen questions was sent to seventeen mem
bers of the National Performance Advisory Group for – Theatre Man
agers, Matrons and Educators for several reasons: to see what the 
responses from the questions yielded; to see if the questions needed to be 
altered as to ensure meaningful and tangible data was collected; to 
ensure the questions can be answered honestly, without bias and are a 
true reflection of today’s current practice inside NHS England operating 
theatres and to inform the first Delphi Study round. 

Gathering the survey data in this way is intended to allow us to gain a 
consensus of opinion based on our aim of surfacing trends, theme pat
terns to arrive at a logical understanding of the phenomena research 
topic. The method used promoted anonymity and avoided direct 
confrontation amongst experts. 

Jones and Hunter [19], described the Delphi technique as seeking the 
opinion of a group of experts in order to assess the extent of agreement 
and to resolve disagreements on an issue. Barrett and Heale [20] state 
that the Delphi technique was first developed in the 1950s in an attempt 
to gain reliable expert consensus. The Delphi technique is an iterative 
multistage process, designed to transform opinion into group consensus. 
If used systematically and rigorously, it can contribute significantly to 
broadening knowledge with the healthcare profession. 

2.1. Delphi study 

Round one of the Delphi study commenced on the 21st October 2022 
and contained fourteen of the original fifteen pilot questions. Round one 
began with a structured questionnaire that was based upon the extensive 
review of the literature with a combination of closed and open-ended 
questions that solicited specific information about current practice and 
researched literature that generated ideas and allowed participants 
freedom in their responses. Careful thought and consideration was given 
to the wording of the questions to ensure that there was no bias from the 
author, and not to limit the responses. The same principle applied for 
rounds two and three. Round two of the Delphi study commenced on the 
17th November 2022. All participants was sent the results of the analysis 
with statistical information presented to indicate areas that have gained 
collective opinion. Hsu and Sanderson (2007) [21] suggest that the 
feedback process allows the participants to reassess their initial judge
ments about the information previously provided. In round two, a 
consensus began to form. The second stage focused on the theatre 
checklist and National Safety Standards for Invasive Procedures. Round 
three of the Delphi study commenced on the 27th December 2022. This 
stage provided a final opportunity for participants to revise their 
judgments. 

To allow for richer data, all three Delphi rounds were combined into 
one questionnaire and sent to current members (2022) of the National 
Performance Advisor Group for theatre managers.In total, thirty-three 
NHS England Trust senior (Agenda For Change Band’s 7 – 8b) safety 
expert theatre managers, matrons and educators was asked for their 
opinion on a series of questions. A diverse mix off backgrounds from 

both Operating Department Practitioner’s (ODP) and Registered General 
Nurse’s (RGN) was recruited. 

Ethics approval was granted from the University of Derby, applica
tion ETH2223–0074, on the 18th October 2022 and ETH2223–1516 on 
the 5th December 2022. HRA approval was sought, but not required, 
application 319,163 on the 18th October 2022. 

The Delphi study technique was used as it is a mixed method option 
aimed at generating expert consensus [22]. (Niederberger and Spranger 
[23], pp. 3) state that an expert “is either based on their individual 
scientific/professional expertise or lifeworld experience”. Jones and 
Hunter [19] suggested that this technique seeks the opinion of a group of 
experts in order to assess the extent of agreement and to resolve 
disagreement on an issue. Rowe and Wright [24] advocate that the 
Delphi technique has proven to be a reliable measurement instrument in 
developing new concepts and setting direction of future-orientated 
research. Hasson, Keeney and McKenna [25] study argued for 
consensus methods such as a Delphi survey technique to be employed to 
enhance effective decision making in health and social care. This was 
still supported several years later by Jorm [26] as they recommended 
that Delphi studies are often used in health sciences to find consensus. 

The Delphi technique is an iterative multistage process, designed to 
transform opinion into group consensus. If used systematically and 
rigorously, the Delphi can contribute significantly to broadening 
knowledge with the healthcare profession. Vogel et al. [27] suggest that 
this technique is used to establish consensus across a range of subject 
areas. Niederberger and Spranger [23] study indicated that the objec
tives of a Delphi study in health sciences are: identifying the current 
state of knowledge and improving predictions of possible future cir
cumstances. Jorm [26], Negrinin et al. [28] and Junger et al. [29] also 
argued that the method is useful for identifying and formulating stan
dards or guidelines for theoretical and methodological issues. Han et al. 
[30] adds that the Delphi technique is good for developing a measure
ment tool and identifying indicators. Van Hasselt, Oud and Loonen 
(2014) [31] suggest the Delphi techinique can be used to formulate 
recommendations for action and prioritising measures. 

An expert safety consensus was required from theatre managers, 
matrons and educators across NHS England. The research gathered data 
to seek expert opinions of users of the WHO Surgical Safety Checklist 
and to gain a consensus of opinion based on the end user’s knowledge 
and expertise. The technique developed an approach which promoted 
anonymity and avoided direct confrontation amongst experts. 

Table 1 details the number of potential NHS Trusts across the seven 
regions in NHS England. 

Of the 223 NHS Trusts in England [32], only 157 NHS Trusts have 
operating theatres (Supporting Facilities Data, 2019/20 cited in [33]. 
Across the seven separate regions there are a total of 3282 operating 
theatres. For the study, we chose to purposefully reduce the number of 
Trusts and operating theatres. The total number of Trusts included in the 
study was reduced by twenty-one. Table 2 details the number of Trusts 
by region and the number of operating theatre. 

The rational for excluding the total number of Trusts from the 
research by twenty-one was due to the following reasons: 

Table 1 
NHS England Trusts.  

Region Number of Trusts 

London 23 
Southwest 21 
Southeast 22 
Midlands 25 
East 18 
Northwest 26 
Northeast & Yorkshire 22 
Total 157  
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• Nine Trusts were not yet in existence between April 2015 – March 
2020 at the point that LocSSIPs where first introduced.  

• Six Trusts were excluded as a result of only appearing to have one 
operating theatre therefore meaningful data was difficult to 
ascertain.  

• Two of the Trusts are non-NHS.  
• We removed the data from a further Trust because of a possible 

conflict of interest.  
• Three Trusts did not provide any contact details. 

Table 3 details the number of participants by NHS England region. 
The data was collected between the 27th October 2022 and the 20th 

January 2023. In total thirty-three NHS England Trusts participated. The 
study was collected by Qualtrics to ensure anonymity. This equates to 
24% (or 33) of eligible NHS Trusts that have operating theatres, as part 
of routine or emergency patient services. The study took a representative 
sample. It was an opportunity sample of staff which was determined by 
the participants volunteering from across NHS England. However, we 
propose that it is possible to generalise the results for the entire research 
population – i.e., NHS England. There was a range of hierarchical 
agenda-for-change bands, age and professional qualification held such 
as RGN or ODP. 

3. Results 

3.1. WHO surgical checklist and the steps involved 

For any system or process to work, training should occur. However, 
surprisingly 56% of responses stated that training on how to deliver the 
checklist was not offered by their organisation, nevertheless, 78% of 
respondents stated that the guidance form the WHO was clear, and that 
78% of participants agreed that all the current five steps are as important 
as each other. The literature supports the development and alteration of 
checklists to suit the speciality. Helmio (2012) [34] found that if the 
WHO checklist is modified, it may influence its efficiency, but if the 
WHO checklist is too long or difficult, it may have a negative effect or no 
effect at all. Raman et al. [7] argued that checklists need to be tailored to 
the specific task being performed: 60% of respondent stated that their 
Trust has both generic and speciality checklists, and 25% started that 
only a generic SSC is available. Interestingly, 93% of participants felt 
that NHS England should provide the WHO SSC electronically to all NHS 
England Trusts. 

The study found that time was not considered a barrier for the 

delivery of the checklist amongst the majority of participants, as 83% of 
respondents felt that there was enough time to undertake the SSC. 
Previous literature supports this finding as Taylor, Slater and Reznick 
[35] dispelled the myth of the WHO checklist being ‘time consuming’ by 
reporting that it took only about two minutes on average. Interestingly, 
only 29% of Trusts had checklist champions, with the Operating 
Department Practitioner (ODP) mainly undertaking this role. Treadwell, 
Lucas and Tsou [36] also concluded that enlisting leaders as local 
champions is a positive strategy for successful implementation. 

To ensure that cyclical learning and continual education occurs, 
auditing and feedback are critical to examine efficiency and outcomes. 
98% of respondents stated that the SSC was audited, and that this 
occurred monthly at 67% of organisations. Hall [37] proposes that audit 
may highlight unexpected changes that further identify risk. Feedback 
was also considered important: 71% of respondents stated that they 
always feedback if a never event occurs, but only 33% of respondents 
stated they were aware of how their organisation was doing compared to 
others in their region. Regarding whether all five/six steps are 
completed, Table 4 shows which steps are most commonly missed in the 
view of the expert panel. There could be many reasons or perceived 
barriers as to why the Surgical Safety Checklist is not always completed. 
For example, Mahajan [38] found that leadership was required for 
successful implementation of the Surgical Safety Checklist. Zuckerman 
et al. [39] also found that a shared vision of active communication was 
also required. The study found that even though there was steps missed, 
89% of respondents indicated that they would speak out if there was a 
patient safety concern. One final point on this section was that 98% of 
respondents felt that the NHS needed to revise how the delivery of the 
SSC was undertaken. 

Treadwell et al. [36] found that barriers included surgeon resistance 
to changing habits, awkwardness of self-introductions and steep inter
personal hierarchy. Ultimately, Gillespie et al. [2] Australian study 
stated that the most significant barriers to using the SSC were: workflow, 
limited knowledge about timing, content of checks, a lack of clinical 
leadership and dissonant attitudes. The research study highlighted this, 
as the feedback was spread across several headings, but the top three 
barriers were: Staff attitude 27%; Culture 21% and; Communication 
18%. 

3.2. NatSSIPs 

NatSSIPs was originally launched on the 7th September 2015. The 
intention was that the mandatory introduction of the WHO Surgical 
Safety Checklist and the refinement of the three surgical ‘Never Events’; 
wrong site surgery; wrong implant or prosthesis and retained foreign 
object post procedure, would lead to a significant reduction in the 
incidence of ‘Never Events’ in the NHS in England. Despite these ini
tiatives, the data would suggest that this has not been the case, and a 
marked decrease in ‘Never Events’ has not materialised. In 2018 a sur
vey conducted by NHS Improvement found that the existence and 
implementation of LocSSIPs was inconsistent and challenging with the 
main barriers being a lack of time; staff not having protected time to do 
the work; a lack of multidisciplinary training; not seen as a priority; and 
lack of internal expertise as well as an understanding of which areas 
qualify at a trust level. NatSSIPs 2 was launched on the 23rd January 

Table 2 
NHS England trusts by region and the number of operating theatres.  

Area Number of Trusts Number of operating theatres 

London 22 512 
Southwest 15 275 
Southeast 20 438 
Midlands 21 524 
East 15 272 
Northwest 22 366 
Northeast & Yorkshire 21 531 
Total 136 2918  

Table 3 
Research participants by NHS England region.  

Area Number of Trusts Actual participants who responded 

North East & Yorkshire 21 5 
North West 22 8 
Midlands 21 4 
South West 15 3 
South East 20 6 
London 22 4 
East 15 3  

Table 4 
Which SSC step is most likely to be missed?.  

Possible category Response rate as a percentage 

Team Brief 7% 
Sign-In 5% 
Prep, Stop, Block 16% 
Time-Out/STOP moment 5% 
Sign-Out 5% 
De-Brief 62%  
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2023, however, only 44% of respondents either strongly agree or agreed 
that NatSSIPs have helped. As part of this research, an audit was un
dertaken by the lead author in November 2021, as part of the literature 
review, asking if NHS England trusts had implemented NatSSIPs into 
their operating theatres. A response rate of 58% was achieved. None
theless, six trusts had yet to implement NatSSIPs. This was followed up 
again on the 17th November 2022, when five out of the six Trusts 
responded, however NatSSIPs still had not been implemented. The 
number of intra-operative ‘Never Events’ reported at those Trusts 
totalled sixty between April 2015 and March 2022 (Final and Provi
sional data) See table 5. 89% of respondents felt that NHS trusts should 
be held accountable for not introducing NatSSIPs and 82% stated that 
NatSSIPs training should occur annually. 

There was a total of six trusts still to implement NatSSIPs in the 
operating theatres. They was from the following regions; East (x2), 
Midlands, Northeast & Yorkshire (x2), and the Southwest. There were 
too few trusts in this category to allow meaningful comparisons between 
trusts that have implemented NatSSIPs and those which have not due to 
a lack of statistical power. 

3.3. Staffing and leadership 

Staff shortages across the NHS reported by Deakin [40] stand at 110, 
000, excluding primary care. NHS Funding [41] reported a similar 
number of 132,1139 vacancies as of the 30th June 2022. The Care 
Quality Commission reported similar numbers in October 2022, but 
added that vacancy rate was 9.7%. London has the reported highest 
vacancy rate with the North-East and Yorkshire consistently having the 
lowest. The regulator, CQC [42] stated that health and care leaders need 
to recruit the equivalent of the population of Newcastle, that is 297,000. 
Table 6 below highlights the number of FTE vacancies in the NHS across 
the seven regions between January and March 2022. 

The UK National press [43] had picked up on a whistleblower 
expressing concerns around staffing at a large teaching hospital in 
Sheffield stating that ‘operations are routinely being done with too few 
nurses and that staff often have too little experience. Most days theatres 
run on three staff and in some cases two if a staff member takes a break’. 
This question is wanting to understand from the theatre safety experts, if 
they are experiencing staff shortages in theatres, that may directly 
impact on patient safety. 

However, the response from the research study detailed in table 7 
and are not conclusive to suggest that staff shortages in the operating 
theatre are impacting on patient safety. 

3.4. Training and never events 

Sixty-eight percent of respondents stated that time and investment in 
training on non-technical skills and Human Factors must occur and that 

senior NHS leaders in the organisation should engage with theatres to 
understand the challenges faced. Degani and Wiener [44] found that the 
Surgical Safety Checklist is unlikely to be implemented or maintained 
without the backing of senior leadership within each organisation. 
Leadership for the successful implementation of the SSC is key, as 
Conley, Singer and Edmondson’s [45], study of five hospitals reported 
that engagement of leadership was seen as a key factor in the success of 
the SSC adoption. Having leaders actively promote the SSC was deemed 
to be successful, therefore, hospital leaders need to work on all staff’s 
perception and resistance to change, by educating staff that the hospitals 
priority, are one of patient safety. Conley, Singer and Edmondson [45], 
and Smith et al. [46] commented that importantly, communication be
tween hospital leadership and front-line practitioners must be open, 
honest, and constructive to obtain the ‘buy-in’ necessary for the suc
cessful initiative of the checklist. In regard to multidisciplinary team 
working, 91% of respondents asked for collective training on the Sur
gical Safety Checklist, Human Factors and simulation sessions and that 
training should be annual and mandated. 

Eighty percent of respondents either strongly agreed or agreed that 
non-airway surgical fires should be classed as a ‘Never Event’, thus 
changing the reportable intraoperative ‘Never Events’ category from 
three to four (note that surgical airway fires caused by a combination of 
oxygen and the use of a laser don’t meet the definition of a ’Never 
Event’, but other types of fires are wholly preventable). There is no 
national guidance or safety recommendations to prevent fires in the 
operating theatres, these types of incidents therefore cannot be defined 
as a ‘Never Event’. Stormont, Anand and Deibert [47] stated that ‘very 
few fires are unpreventable, and all surgical fires should be considered a 
Never Event’. Fisher [48] American study stated that the number of 
surgical fires ranges from 550 – 600 annually which is about as common 
as incorrect surgical site procedures. Choudhry et al. [49], claimed that 
of 114 cases identified involving surgical fires, 60% resulted in a median 
award of $215,000, (£188,969). In contrast, the National Reporting and 
Learning System (NRLS) database in England and Wales identified 
thirty-seven reported surgical fires between January 2012 and 
December 2018 [50], pp. 18). NHS Resolution [51] reported legal costs 
and damages of £13.9million from 459 cases relating to clinical negli
gence caused by surgical burn. 

Theatres are a fast paced environment and have great potential of 
causing inadvertent patient harm. Non-technical skills such as culture, 
communication, attitudes, team working, leadership and situational 
awareness are skills that each member of the theatre team uses daily and 
are vital to mitigating human error. Gordon et al. [52] stated that further 

Table 5 
Number of Never Events at NHS Trusts yet to implement NatSSIPs [8–15].  

Year(Final and 
Provisional Data) 

Wrong site 
surgery 

Wrong Implant/ 
Prosthesis 

Retained foreign 
object post procedure 

April 2015 – March 
2016 

4 2 4 

April 2016 – March 
2017 

3 0 4 

April 2017 – March 
2018 

2 1 1 

April 2018 – March 
2019 

7 2 2 

April 2019 – March 
2020 

6 1 2 

April 2020 – March 
2021 

4 3 4 

April 2021 – March 
2022 

4 0 4  

Table 6 
NHS Vacancies by region (Nuffield Trust, 2022).  

Region Percentage of vacancies 

London 11% 
East 8.25% 
Midlands 8.25% 
South East 8.25% 
North West 6.25% 
South West 6.25% 
North East & Yorkshire 6%  

Table 7 
Are staff shortages hampering patient safety.  

Possible answer Response Rate as a percentage 

Strongly agree 18% 
Agree 18% 
Somewhat agree 15% 
Neither agree nor disagree 11% 
Somewhat disagree 15% 
Disagree 16% 
Strongly disagree 7%  
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consideration of non-technical skills in education is required. Indeed, 
Prineas et al. [53] described non-technical skills as a set of generic 
cognitive and social skills, exhibited by individuals and teams, that play 
an important role in supporting technical skills when performing com
plex tasks. According to Prineas, Mosier and Guicciardi [53] 
non-technical skills are fast becoming an established and indispensable 
building block of patient safety. Finally, Lock and Novoa (2021) 
concluded that incidents in healthcare were often due to system 
complexity and failures in non-technical skills.. Casali, Lock and Novoa 
[54] argued that to start the change, non-technical skills must be rec
ognised as a mandatory. Table 8 highlights respondents view about the 
teaching of non-technical skills during mandatory training. As can be 
seen, 95% of respondents replied in agreement that theatre staff should 
receive non-technical skills training. 

In regard to how non-technical skills training should be delivered, 
77% of staff stated that training should be a combination of online, 
practical and simulation. Training in any format, whether via a pre
sentation, e-learning, poster, simulation sessions or video for the intro
duction of a new tool or technique is important for its success as well as 
ensuring staff have the correct skills and knowledge, to safely and 
effectively perform the role. The focus must be on how training and 
education interventions can actively improve patient safety [55] . The 
tools at our disposal must be used effectively as to build a long-term, 
sustainable learning environment. (Health Education England [55], 
pp. 3) commissioned a report on patient safety and found that “Getting it 
right involves instilling the right culture from the start of a career in 
healthcare. Education and training from undergraduate and apprentice 
level throughout one’s career can not only embed the right approach to 
preventing and learning from errors but also keeps the mind receptive to 
new ideas that could improve safety”. (Health Education England [55], 
pp.40) stated that “Human Factors in healthcare is about enhancing 
clinical performance through an understanding of the effects of team
work, tasks, equipment, workspace, culture and organisation on human 
behaviour and abilities and application of that knowledge in clinical 
settings”. HEE [55] further expanded and suggested that to build the 
under-pinning knowledge of patient safety, staff well-being must be 
recognised as an essential component of clinical human factors, partic
ularly when it comes to the delivery of training. 

Eighty-two percent of respondents supported the use of the termi
nology ‘never event’. This was introduced by Kizer (2001) in reference 
to shocking medical errors that should never occur. [56]. According to 
Devlin [57] the Medical Defence Union (MDU) regards the term ‘Never 
Event’ as a misnomer because we are no closer to eradicating these er
rors. Devlin [57] further suggests that the word ‘Never’ reinforces the 
unhelpful concepts of blame and liability and is a distraction. In 
contrast, Tingle [58] argues that the term should not change or be 
diluted and argues that when a ‘Never Event’ occurs, it cannot be 
excused. 

4. Discussion 

The literature to support understanding the impact of checklist 
implementation is still emerging. The use of the Delphi method was born 
out of curiosity to see to what the theatre safety experts (matrons, 
managers and clinical educators) thought of the current checklist across 

England since its introduction thirteen years ago and LocSSIPS that was 
first introduced in 2015. 

It was found that, of the Trusts that responded, the absence of formal 
training and a small number of champions may actually result in poor 
adherence to the checklist. It can be anticipated that invasive procedures 
in healthcare globally will continue to rise as new technology and 
techniques become available. Furthermore, as access to treatments in
creases for patients with complex and demanding rehabilitation needs 
the challenges will persist. While clinical outcomes, quality of life and, 
indeed, life expectancy can be improved and extended, this is only the 
case if surgery takes place within optimum conditions. The number of 
‘Never Events’ continues to remain a persistent patient safety concern. It 
was also found that the debrief is time critical and therefore results in 
poor adherence to the checklist. Nevertheless, it was perhaps surprising 
to discover that time constraints, and the apparent lack of clinical 
engagement from surgeons are still an issue over a decade after the 
initial launch. In addition, mandatory annual training on how to deliver 
the checklist must occur. 

In acknowledging that the participant rate was 24%, we cannot claim 
to know how other Trusts are utilising the SSC. Given the timing and 
context in which the Delphi study was carried out, it is appreciated that 
other priorities could have impacted on the ability and willingness to 
participate. Nevertheless, it was surprising to discover that a lack of 
leadership and of multidisciplinary team engagement remains an issue, 
over a decade after the launch. NatSSIPS (2) was re-launched on the 
23rd January 2023. Should healthcare providers be held to account for 
their implementation? 

A new patient safety flowchart designed and development based on 
this research (Fig. 1). The Centre for Peri Operative Care (CPOC) and 
Patient Safety Learning (PSL) have supported the infographic design and 
it is being made available to all NHS Trusts in the United Kingdom. 

5. Conclusion 

To conclude, further work is needed to ensure that the Surgical 
Safety Checklist is fully accepted and used in operating theatres. It is not 
possible to determine from the Delphi study round whether the lack of 
compliance leads to greater risk of ‘Never Events’ occurring. While 
statistical analysis is important, the study indicates that a greater qual
itative understanding is needed of the factors that impact upon the 
persistence of ‘Never Events’. Given the paucity of the current literature, 
examples from ‘Never Events’ and the stubbornness of the data to 
improve should act as a catalyst for further investigation. The intention 
is not to single out Trusts for criticism based on non-compliance and 
without greater appreciation of context but instead to encourage all 
global healthcare providers to adopt standardised safe surgery check 
lists. Murphy [59] has pointed to poor communication and lack of 
leadership as being common factors in the causation of procedural 
mishaps and safe surgery checklists and flowcharts can serve as prompts 
to improved communication. Rather than criticism, the focus needs to 
shift from simply understanding adverse events, to the introduction of 
measures that will prevent them. This will also ensure that the clinical 
approach to safety is the same, irrespective of the location, time, and 
resources available. 

Similarly, Radcliffe [60] affirms that such standards aim to minimise 
risks of variation in practice, moreover safety standards are aimed at 
embedding best practice by maximising consistency, and ensuring har
monisation across organisations. Wali, Halai and Koshal’s [61] paper 
concludes that high quality training is integral to ensuring that check
lists are not mistaken for or treated as a tick-box exercise. Atul 
Gawande’s [62] checklist manifesto describes how the Surgical Safety 
Checklist provides reminders of only the most critical and important 
steps; the ones that even the highly skilled professionals using them 
could miss. 

There is a realisation, that these standards alone cannot prevent 
‘Never Events’ from occurring. However, when combined with staff 

Table 8 
Should non-technical skills be a part of mandatory training?.  

Possible answer Response rate as a percentage 

Strongly agree 57.14% 
Agree 28.57% 
Somewhat agree 9.52% 
Neither agree nor disagree 4.76% 
Somewhat disagree 0% 
Disagree 0% 
Strongly disagree 0%  
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education, the promotion of teamwork, and human factors training, 
these measures go some way to ensure that the triad designed to stan
dardise, educate and harmonise is complete. Further fine grained qual
itative and quantitative investigation is required to explore the issues 
highlighted regarding the safe and effective delivery of the surgical 
checklist. These include effectiveness of the theatre checklist itself, Local 
Safety Standards for Invasive procedures (LocSSIPs) and Human Factors 
that may impact on performance. Ideally this would include collabora
tive and interdisciplinary approaches. 

The application of LocSSIPs 2 must ensure that the clinical approach 
to safety remains the same, irrespective of the location, time, and re
sources available and that healthcare providers are held to account. 
Radcliffe [60] affirms that such standards aim to minimise risks of 
variation in practice. Moreover, safety standards are aimed at embed
ding best practice by minimising the risk of variation, maximising 

consistency, and, therefore, ensuring harmonisation across organisa
tions. Teamworking and team learning are essential to achieving this 
effective implementation. In accordance with Radcliffe [60], we argue 
that these standards alone cannot prevent ‘Never Events’ from occurring 
but, when combined with the staff education, the promotion of team
work, and human factors training, these measures must go some way to 
ensure that the triad designed to standardise, educate and harmonise is 
complete. 
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