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ÖZET
Giriş ve Amaç: Güvenli cerrahi kontrol listesi kullanımındaki amaç, hasta bakımında kritik güvenlik süreçlerini 
takip etmek ve önlenebilecek riskleri en aza indirmektir. Önlenebilir hatalardan kaçınmak için güvenli cerrahi kontrol 
listesinin uygulanmasında etkili kolaylaştırıcı ve engelleyici faktörlerin sistematik bir yaklaşımla değerlendirilmesi 
önemlidir. Bu çalışmanın amacı, hasta güvenliğinde kullanılan SEIPS 2.0 modeline göre güvenli cerrahi kontrol 
listesinin uygulanmasında kolaylaştırıcı ve bariyer faktörlerinin belirlenmesidir. Gereç ve Yöntem: Bu araştırmada,  
nitel araştırma yöntemi kullanıldı. Çalışmanın örneklemini cerrahi kliniklerde ve ameliyathanede çalışan 32 
hemşire oluşturdu. Üç odak grup görüşmesi yapıldı. Yarı yapılandırılmış görüşme verilerini toplamak ve analiz 
etmek için temellendirilmiş kuram yaklaşımı kullanıldı. Görüşme sonuçları SEIPS 2.0 modeline göre değerlendirildi.  
Bulgular ve Sonuç: Kolaylaştırıcı faktör temaları, olumlu hasta algısı, yasal yükümlülükler ve hataların önlenmesi 
olarak belirlendi. Engelleyen faktör temaları ise, ekip üyelerinin direnci, hemşire sayısının ve zamanın sınırlılığı, 
hastaların yoğunluğu, iş yükü ve ekip çatışması olarak belirlendi. Tüm hemşireler güvenli cerrahi kontrol listesinin hasta 
güvenliği açısından önemli olduğunu belirtti. Tüm ekip üyelerinin güvenli cerrahi kontrol listesinin uygulanmasında 
sorumluluklarını yerine getirmeleri önemlidir.

ABSTRACT
Introduction and Purpose: The goal of using a surgical safety checklist is to monitor critical safety processes 
in patient care and minimize the risks that can be avoided. In order to avoid preventable errors, it is important to 
systematically evaluate the effective facilitator and barrier factors in the implementation of the surgical safety 
checklist.. The aim of this study was to determine the facilitatorand barrier factors of applying the surgical safety 
checklist according to the SEIPS 2.0 model. Material and Method: A qualitative research method was used in 
the study. The sample of the study consisted of 32 nurses working in surgical ward and operating room. The three 
focus group interview was used. A grounded theory approach was used to collect and analyze semi-structured 
interview data. Interview results were evaluated according to SEIPS 2.0 model. Results and Conclusion: The 
facilitating themes were determined to be positive patient perception, legal liabilities and prevention of mistakes. 
The barrier themes were determined to be the resistance of the team members, the scarcity of nurses and time, 
the intensity of patients, the work load and team conflict. All of nurses explained that surgical safety checklist 
was important on patient safety. All team members to fulfill their responsibilities in the implementation of the 
surgical safety  checklist is important.

Araştırma / Research Article

INTRODUCTION

For the year 2012, a total of 312.9 million surgical 
operations were performed and 4469 surgical 
procedures per 100,000 people per year are estimated 
(1). In 14 studies involving 16.424 surgical patients, 
adverse events occurred in 14.4% of patients and 
potentially preventable adverse events occurred in 
5.2%. 3.6% of the adverse events were fatal, 10.4% were 
severe, 34.2% were moderate, and 52.5% were mild. It is 
estimated that one out of 20 patients who have surgery 

have a preventable adverse event that is not associated 
with the surgical technique (2).

The World Health Organization (WHO) safe surgery 
saves lives project created by the reduction of the 
number of surgical deaths across the world is part of 
efforts. The purpose of this project, the identification 
of important safety issues and policies that inadequate 
anesthetic safety practices, avoidable surgical infection 
and poor communication between team members. 
The operating room team to help in the reduction of 
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these cases, WHO for safe surgery has defined ten 
main purposes. These purposes have been compiled in 
WHO Surgical Safety Checklist (SSC) (3). 

The SSC that was employed in the study consisted of 
three main sections, which are; 

1. Sign In: In this period, patient identity, surgery site 
and procedure confirmed. The consent for the surgery 
is reviewed. The nurse checks whether the patient is 
hungry, the shaving of the surgery area, the presence of 
any foreign objects on the body of the patient (make-
up, nail-polisher, prosthesis, etc.), and whether the 
patient is ready to go to the surgery room together with 
his/her examination results (3).

2. Time Out: In this period, the identity of the patient, 
surgery, surgery area, the consent for the surgery, the 
mark in the surgery area, and functional pulse meter on 
the patient are checked. Meanwhile, the blood loss risk, 
air way difficulty, allergic reaction and full anesthesia 
safety check are reviewed with the anesthesia expert 
verbally; and if necessary, imaging device is obtained. 
The estimated blood loss, critical events, prophylactic 
antibiotic use, the sterility of the materials, blood sugar 
check, anticoagulant use, and deep vein thrombosis 
prophylaxis are reviewed (3).

3. Sign Out: In this period, the identity, surgery, 
and surgery area are confirmed. The devices, tamp/
compress, and needle counts are checked. The labeling 
of the surgical samples taken is reviewed. Finally, the 
team reviews the key points and considerations on the 
postoperative management before taking the patient 

out of the surgery room. If required, specific notes may 
be added in a written manner (3).

In Turkey, SSC has been in use since 2009 (4). In 2013 
X University adapted the SSC. For now, how much the 
SSC are applied and the barriers for applying these lists 
in hospitals are not clarified. It has been aimed that 
the Systems Engineering Initiative for Patient Safety-
SEIPS is applied as a socio-technical system model to 
evaluate the factors that facilitate or barrier the use 
of SSC and to understand the structures, proceedings 
and outcomes about the patient safety, healthcare and 
relevant relations. This model defines the components 
that affect the medical errors, the reasons of unwanted 
events and accidents and their controls (5). The 
components of the SEIPS 2.0 model are given in Figure 
1. 

In SEIPS Work System, the person refer to the patients, 
their families and/or caretakers and healthcare staff; 
the tasks refer to the target-focused activities in the 
process; the technology and tools refer to the healthcare 
technology and other tools and technologies used in 
the process; the organization refers to features like 
culture, rules, procedures, management and leadership; 
internal environment refers to the residence, lighting, 
noise and distractors; external environment refers to 
the care, payment and legal and reporting systems In 
SEIPS model, the process includes maintenance process 
and other processes that support the maintenance 
process. In the SEIPS model, the outcomes emphasize 
the links between patient outcomes and employee/
organization outcomes (7).

Figure 1. SEIPS 2.0 model (6).
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AIM

The aim of this study was to determine the facilators 
and barriers of the nurses applying the surgical safety 
checklist according to the SEIPS 2.0 model

METHODS

Study design and sample

The study is a qualitative study which involved 3 focus 
groups. Interviews were held with a total of 32 surgical 
ward and operating room nurses. A purposeful sample 
of nurses who working surgical ward and operating 
room in a tertiary hospital at least one year was chosen.  
23 nurses, including two independent groups from 
each sample consisting of nurses working in operating 
rooms (First group n=13; Second group n=10), Nurses 
who has been a group of nurses working surgical ward 
(Third group n=9). 

Data collection and analysis

All interviews were performed by the second author in 
a quiet room and lasted between 60 and 120 minutes. 
Data were collected between March and April 2015. 
A qualitative approach using the grounded theory 
method. The data were collected by using a semi-
structured interview from developed by the researchers. 
The nurses were asked the following questions:

1. What are the positive experiences you’ve had when 
using the SSC?

2. What are the challenges you experienced when using 
the SSC?

The interviews were recorded by taking notes and 
using a tape recorder. One of the researchers conducted 
the interviews (moderator), and the other researcher 
(observer) participated by taking notes and as observes. 
Continued to interview until there is new information. 
At the end of the interview, additional questions 
were asked about nurses’ characteristics. Recorded 
interviews is transformed into text in Microsoft 
Word without modification by the researchers. 
Observational data held by the researcher have been 
added.  Audio data and observer data were used for 
the analysis. Interview data were analyzed using the 
classic Glaserian method. Analysis began with the first 
episode of data gathering. Using constant comparison, 
data were analyzed sentence by sentence as they were 
coded. Authors began with open coding, which led 
to theoretical sampling and generation of memos. 
The authors meet several times until agreement 
about the findings was reached. During the meeting, 
subcategories and categories appeared that determinate 

the experience of nurses. Throughout the process, the 
authors avoided theoretical influences, maintained 
openness to the data, and allowed new aspects of the 
experience of using SSC. 

ETHICAL CONSIDERATIONS

Written permission to conduct the research was 
obtained from X University Ethics Committee 
(no:2015/41) as well as from X University Hospital. 
The purpose and methodological details of the study 
were explained to the nurses and written consent was 
provided by all participants.

RESULTS

A total of 32 samples were nurses, including three 
independent groups in total. The mean age of the nurses 
was 37.21 ± 4.71 (min.25-max.46) years. 31 of the 
participating nurses were women and undergraduate. 
Their average length of service in the profession was 
14.53±4.79 (min.5-max.27) years, and their average 
length of service in a surgery was 10.34±5.91 (min.2-
max.26) years.  

A total of 3 different group interviews were made 2 of 
which were made with surgery clinical nurses and 1 of 
which was made with surgery nurses. In the light of the 
data obtained in the interviews, the components were 
defined according to the SEIPS Model in the application 
of the SSC. Content analysis revealed may themes that 
characterized the barriers and facilitating factors in 
the function of the hospital. The themes were defined 
in each of the 5 components of the SEIPS Model. The 
facilitating factor themes that were obtained as a result 
of the focal group interviews in the defined components 
were determined to be positive patient perception, 
legal liabilities and prevention of mistakes; and the 
barrier factors were determined to be the resistance of 
the team members, the scarcity of nurses, the intensity 
of patients, the work load of nurses, the scarcity of time, 
and team conflict. The facilitators and barriers of the 
implementation of SSC according to the SEIPS Model 
were shown in Figure 2.

The themes that were determined according to the 
SEIPS Model, and the summary of the quotations 
about the themes are given in Table 1. 

DISCUSSION

Using of SSC is associated decreasing complications 
and mortality rates.3 SSC decrease mortality and 
complication rate (8-17). As well as, due to decreasing 
unplanned return to operating room for any reason, 
reducing surgical reoperation associated with 
preventable complications, increasing the frequency 
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of confirm of patient and reducing the surgical 
adverse events SSC improve patient safety (18-23). 

Bashford et al. conducted a study and examined the 
satisfaction of employees who used SSC, and reported 
that the satisfaction of the employees was high, and the 
willingness in using it continued (24). Many employees 
believe that the application of SSC is beneficial, and that 
this application is a good decision (25). A total of 93.4% 
of the employees want to use SSC in surgery rooms (26). 
After SSC usage, 50% of the employees evaluated SSC as 
positive. This percentage decreased after three months, 
and at the end of one year, this rate has increased 
to 85.0% (27). The team members expressed their 
satisfactions with the content and application of SSC 
(28). Four of the five operating room nurses reported 
that they faced difficulties in completing SSC (29). A 
total of 95% of the employees found SSC positive, and 
stated that they would use it in their departments (23). 
Adaptation to SSC is the most frequently investigated 
subject in studies. In simultaneous studies, it was 
reported that the recorded adaptation was unrealistic 
and was higher than the current adaptation situations 
at a significant level (30). So, what are the barriers that 
cause this adaptation difference?

The experiences in using the SSC in countries with high-
income and low-income were examined, and it was 
determined that hierarchical relations pose barriers in 
practice in all units in all countries; however, this is more 
prevalent in low-income countries. The introduction of 
SSC in professional environment where accountability 
is weak may cause that the administrators feel in danger 

in legal terms, and encourage the incorrect registration 
of actual records (31).

They pointed out that most of the barriers in the use of 
SSC were related to SSC (for example, the perception 
problem); however, they also pointed out that the 
problematic transition process was also included 
among these barriers. The most common obstacle is 
the resistance of upper-level clinicians (32). The main 
obstacle in practice was determined to be 70% for 
employee resistance; and it was determined that the use 
of SSC was not a priority issue in all hospitals. The main 
obstacle is related to the organizational and cultural 
reasons. A certain follow-up mechanism is needed to 
talk about the application with regular rules (33).

Fourcade et al. (2012) reported 11 barriers about the 
application of SSC, which were repeating the existing 
process (control of patient ID and number of sponges, 
repetition of the mistake reports), poor communication 
between anesthetist and surgeon (not filling in the same 
SSC for postoperative check), being time-consuming 
(too long to fill in, its being time-consuming especially 
when busy), the insensitivity of the employees about 
SSC use (employees are not used to count the tools in 
some surgeries, counting is improper when the tools 
are not placed in proper containers during surgery), the 
filling-in of this being in improper times (if pathology 
is to be sent in the surgery, this is difficult to verify after 
the process), ambiguity (asking again although the 
allergy risk of the patient is known), unpredicted risks 
(SSC risk preparation does not include postoperative 
pain and nausea prevention), verbal confirmation of 

Figure 2: The facilitators and barriers of the implementation of SSC according to the SEIPS Model
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Table 1. Summary of the quotations about the themes

SEIPS MODEL 
COMPONENT THEMES EXAMPLE QUOTES

WORK SYSTEM

Person(s) Positive Patient 
Perception

“Provides relief for patients…One of the patients for the patient interested in him to know that it's a good 
situation”(Operating Room Nurse 23-ORN-23).
 “When a loss of organ, I have observed that patients feel more confident as a challenge team. (ORN-15). 
“The patient feels better. I'm in the right place, I will be true surgery. The right people is the thought that 
greets me there.” (Surgical Ward Nurse 29-SWN-29).

Tasks Legal 
Responsibilities

“The legal basis of the nurse. unclear who controls and obviously received. Everything writes openly. 
Before who previously took the patient, who welcomed what hand will be operated always uncertain. This 
work always remained ours. At least now it's obvious. Best of all, I think the legal basis” (SWN-10).

Nurse Workload

“Day surgery patients come to us without the service. Surgical ward nurses cannot deliver. we have to fill 
ourselves SSC for this patients” (ORN-15).
“We receive patients from neurology ward and the children's hospital.  Nurses are not informed from this 
form of internal medicine clinic, not in the hands of the checklist. We say to the nurses in intensive care, is 
filling this checklist. So for them the extra job. They do not know the patient” (ORN-22).
 “It has increased our workload. You know we have to fill our part but. I shouldn't control anyone else” 
(ORN-19).

Time Inadequacy

“SSC extend the exit of the arrival of the patient at the time of course invited. After they began to call out 
safe surgical patients even earlier. A case starts when other patients are being invited. Incoming patients 
waiting in the corridor” (ORN-23). 
“When you went to the operating room are becoming fully discharge it was being made cleaning. Someone 
needs to come to the door to pick me, patient. Sometimes we wait ten minutes. We have to press a few 
times a ring. I expect to leave the empty ward. Our biggest problem is that” (SWN-6).

ORGANIZATION

The Resistance of 
Team Members

“Most surgeons will not sign. The surgeon gets a little angry when saying patient does not accept marking. 
Didn't accept the patient at the door of operating room during the delivery the physician did not want to 
do this” (SWN-2).
“At no time does the anesthetist agree with us…Returning us non-completed checklist. The anesthesiologist 
did not sign it saying they did not want anesthesia. Nurses are calling, they say that there are unfilled 
forms. If we follow it, we will have no problem. There is a problem if we do not follow it” (ORN-20).

Nurse Shortages

“The cause of our difficulty is that we are outnumbered in the ward” (SWN-6). 
“I wish us well enough though numbers… Plus our staff shortages are already on the agenda and in line 
stage” (SWN-2). 
“When one nurse is on the night shift, ward is empty” (SWN-7). 
“If I see him looking at an hour which he views nurse in the operating room if I can, and sometimes I do 
not even see it”  (SWN-9).

More Patients

“Focus on the problem of too many patients is that a small number of nurses” (ORN-23). 
“The number of inpatients too much. The problem is actually not about the SSC, about people… I was 
patient in the operating room, I put it to bed just another patient already. The patient will come back, even 
then I will not schedule. How long I do not plan on it, but I am taking all of the patients” (SWN-6).

OUTCOMES

Patient Prevention of 
Errors

“SSC important for double organ and extremity surgeries. Marking is not usually made. Usually, the patient 
comes without marking. I determinate wrong-site error when I was asking to the patient” (ORN-17).
“Patients with the same name accept to the operating room on the same day, at the same time,  using SSC 
is a big advantage” (SWN 25).

E m p l o y e e & 
Organ iza t iona l 
Outcomes

Team Conflicts

“About the checklist anesthesiologists, technicians, all of us have been trained, but only us is perceived as 
training is given… that rushing around, you remind me a lot of extras them… (ORN-21). 
“Marking is not so. We're experiencing a glitch in the direction already, but we warn come for marking, we 
open the phone if they do not like that we're taking to operating room” (SWN-2). 
 “Sometimes the doctor puts a sign. Signature is not even. Which it is not even certain doctors” (SWN-24).
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the items (seeing it unnecessary to read them), defining 
the roles and responsibilities of the employees (having 
difficulty in recognizing employees who apply SSC 
during urgent and short interventions), the attitude of 
the patient to questions (asking the name of the patient 
twice or three times causing anxiety in the patient), and 
checking the items that are not controlled (checking 
the uncontrolled items at the end of the day) (34).

Bergs et al. (2015) conducted a study and investigated 
18 qualitative studies and reported that employing SSC 
required that the safety of patients and the change in the 
perception of SSC required also changes in workflow. 
The factors that avoid this change focus on the SSC, 
the implementation process and the institution. It was 
found that the necessary safe controls disrupted the 
routine functioning of the surgery room employees. 
In addition, the conflicts between the priorities and 
different viewpoints and the motivation of employees 
who use SSC make the application difficult. When 
SSC is approached as a simple technical intervention, 
the cooperation between the surgeon, anesthesiologist 
and nurse cannot be managed, and the marking of the 
checklist decreases (35).

In the application of SSC, in a study that was conducted 
in 15 hospitals, the lack of a high level leader in the 
hospitals, resistance of team members, inadequate time 
in using SSC, and using SSC being not considered as a 
priority were determined as barriers (33). As a result, 
the development status of the country, hierarchical 
structure, SSC items, transition process to SSC, 
resistance of team members, regular follow-up system, 
number of staff, patient density, status of finding SSC 
useful, training on SSC, communication between 
team members, SSC fill-in time affect the use of SSC. 
These factors must be considered in the process of 
transition, adaptation, and sustaining the use of SSC 
before it is put into practice. Despite all these positive 
effects, many barriers were detected in the use of safe 
surgery list. The development status of the country, 
hierarchical structure, SSC items, transition process 
to SSC, resistance of team members, regular follow-up 
system, number of staff, patient density, finding SSC 
useful, training on SSC, communication between team 
members, SSC fill-in time affect the use of SSC. These 
factors must be considered in the process of transition, 
adaptation, and sustaining the use of SSC before it is 
put into practice.
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