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Using Checklists Effectively

Using Checklists Effectively

Checklists used in medicine can promote
process improvement and increase patient safety.
Implementing a formalized process reduces errors
caused by lack of information and inconsistent
procedures, however it can be challenging.

Checklists have improved processes for hospital
discharges and patient transfers as well as for patient
care in intensive care and trauma units. Along with
improving patient safety, checklists create a greater
sense of confidence that the process is completed
accurately and thoroughly. Checklists can have a
significant positive impact on health outcomes,
including reducing mortality, complications, injuries
and other patient harm. For example, studies in
surgical units that use checklists can reduce major
post-surgical complications and decrease morbidity.
The World Health Organization developed a short
checklist to support the reduction of surgical errors
that can be implemented. (2)

Administration of blood products also use checklists
to support patient safety. “BloodSafe” a promotional
campaign by the Government of South Australia hasa
visual checklist that provides images and information
on the blood identification tag and then a series of
questions and methods to answer them. Do you have
the: Right Patient, Right Product, Right Blood pack
and Right Prescription? (3)

“Good checklists, on the other hand are precise. They
are efficient, to the point, and easy to use even in the
most difficult situations. They do not try to spell out
everything--a checklist cannot fly a plane. Instead,
they provide reminders of only the most critical and
important steps--the ones that even the highly skilled
professional using them could miss. Good checklists are,
above all, practical”

Atul Gawande,
author Checklist Manifesto (1)

Submit your Proposal on How
to Strengthen Radiation Safety
Culture in Medicine and Win a Trip

to Vienna!

Radiation medical professionals and students can
submit proposals to be included in an IAEA training
program demonstrating a strong radiation safety
culture in healthcare. The deadline for submissions
is 15 May 2019, and the top three participants will
receive a travel grant to present their projects at the
IAEA in Vienna at the launch of this training.

Read more about the IAEA competition: Towards a
Strong Radiation Safety Culture in Medicine here.
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How to make your checklist
effective

Checklist can be useful, and checklist can be
useless.

To develop an effective checklist a systematic and
comprehensive approach should be considered.
The key to assure staff use checklists as planned, is
to spend time developing a quality checklist that is
accepted and used by staff in a strong culture of safety.

Checklists handed down to employees will not be as
effective as checklists that are develop with employees.
Checklists have more value if the employee is
committed to the purpose that the checklist was
designed to improve. Along with improving patient
safety, checklists create a greater sense of confidence
that the process is completed accurately and
thoroughly. Use of checklist can also improve staff
satisfaction if the checklists are valued as important
to the overall safety of the patient.

The type of checklists used really depends on
the outcome you wish to achieve. You may have
a procedural checklist for calibration or quality
assurance checklist. For assuring that all key
information is in the patient treatment records you
may have a “laundry list” or check-off checklist.
There are other examples that can be found in
the AAPM publication Medical Physics Practice
Guidelines 4.a:Development, implementation, use
and maintenance of safety checklists. (6)

Checklists should be part of the process, not just a
checklist. The success of checklists and the desired
action is dependent on the established relationship
within the organization.

Staff need to feel important and accountable. Staft
should be consulted on their development and
implementation since this will directly relate to
their job performance and should be based on staft’s
current experiences. This will allow staff to feel that
they are valued member of the treatment team.

“No wise pilot, no matter how great his talent and
experience, fails to use his checklist.”

Charlie Munger
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Preventive Actions

Address potential error in policy and procedures Verify
treatment set up on day one Complete port films every 5
days Add a hard stop/time out before treatment to the treat-
ment checklist.

Independent check of prescription prior to treatment. This
was added to the QA checklist. Additional training for
staff.

Implemented a policy change regarding verification of phy-
sician's prescriptions, and dose verification on first day of
treatment. Developed a checklist as well as reorganization
of patient's treatment charts with attention to the physician's
prescription

Use of checklist and updated policies and procedures

Changed checklist, use of location beacons and added a
radiograph to determine the location of the beacon

Introduced a checklist

Revision of policy for pre-treatment checklist. Auditing
of completion of the QA checklist specifically the audio and
visual monitoring, override access granted only to physicists

Revised checklist and training on electronic field notes

Revised checklist and established communication plan
for notifying staff of unexpected deviations in the treatment
plan

Implementing post treatment checklist

Improvechecklist that verifies agreement in the number
of treatment fields planned and the sequence of plans
compared to the treatment calendar. The licensee has been
approved to acquire new record-and-verify software and
additional staff.

py Training on Radiation Protection of Patients Website:
nt/index.htm
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Surgical Safety Checklist (@) o o | et selely

Care

Before induction of anaesthesia Before skin incision Before patient leaves operating room

(with at least nurse and anaesthetist) (with nurse, anaesthetist and surgeon) (with nurse, anaesthetist and surgeon)

O Confirm all team members have Nurse Verbally Confirms:
introduced themselves by name and role. O The name of the procedure
[J Confirm the ‘s name, procedure, [0 Completion of instrument, sponge and needle
and where the incision will be made. counts
:ll:: ,:';,ﬁg‘;“,ji‘nm""“’ been given within O %ﬁﬁ’ggﬁwﬁgﬁg’ specimen labels aloud,
O] Yes O :\g:;g;:;d there are any equipment problems to be

O Not applicable

TR = To Surgeon, Anaesthetist and Nurse:
SRIRCE GOl LEventts [0 What are the key concerns for recovery and
To Surgeon: management of this patient?
[0 What are the critical or non-routine steps?
O How long will the case take?
[J What is the anticipated blood loss?

To Anaesthetist:

[J Are there any patient-specific concerns?

To Nursing Team:

[J Has sterility (including indicator results)
been confirmed?

[ Are there equipment issues or any concerns?
Is essential imaging displayed?

O Yes

O Not applicable

This checklist is not intended to be comprehensive. Additions and modifications to fit local practice are encouraged. Revised 1 /2009 © WHO, 2009
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