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Adverse events occur in approximately 1 in 20 patients in Operating Rooms in the U.S.
UCSF researchers cite poor team communication as the root cause of most errors and have mandated standardized surgical safety checklists

Medical errors are common and lead to poor patient outcomes.  The Institute of Medicine reports that adverse events affect 1 in 10 hospital patients, with 44% of these errors being preventable and 58% occurring within the operating room.  When sentinel events such as retained foreign objects, medication errors, and wrong site surgery are reported to accrediting agencies, failure in healthcare team communication is the number one reported root cause for the error.  
To address these failures in communication, the World Health Organization (WHO) as a part of their Safe Surgeries Saves Lives global challenge revised their Surgical Safety Checklist to include multi-disciplinary timeouts at three time-points: before a patient goes under anesthesia, before the first cut, and before the patient leaves the operating room.   These timeouts are 2 to 3 minutes that all healthcare team members pause and communicate with each other critical information and plan for the patient.
Notable surgeon and healthcare systems guru, Atul Gawande, in a large multi-national study, demonstrated that these Surgical Safety Checklists, when delivered together, save patient lives.   

Gawande writes that the world of medicine and surgery has become so complex that errors are inevitable.  In examination of other complex systems such as flying aircraft or building skyscrapers, experts use checklists to guarantee the highest safety and quality.  Medicine must do the same.
The Joint Commission (JCAHO) is the hospital accrediting organization in the U.S. whose standards drive hospital policy and systems change.  JCAHO has only ever required the timeout before first incision for accreditation, thus hospitals across the U.S. have nearly 100% compliance with this timeout, but very little adoption of other surgical safety timeouts.
UCSF is piloting a mandatory post-operative debrief after every surgical case, starting in the department of neurosurgery.  This is one of the most complex and costly services in the UC Health System.  This pilot is funded by the UC Office of the President and will be standardized across the five UC medical campuses.  Patient outcomes from this pilot will be followed for 2 years from implementation.
In UCSF’s mission to be a leader in patient safety and quality, the standardization of the debrief will put UCSF above the community standard.  This common sense list of critical information such as which procedures were performed, instructions for post-op management, medications delivered and planned for recovery, and instrument counts will be verbalized by the surgical team prior to every patient leaving the operating room.  This standardization, especially in a renowned teaching hospital, ensures that for critical information, no assumptions are made and patient safety is held in the highest regard.
