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INTRODUCTION: In 2009, Haynes et al. applied in 8 countries a nineteen-item surgical checklist that resulted in a 36% decrease 

in surgical complications, 47% reduction in mortality, 50% cutback in infections, and 25% contraction in reoperations. In 2010, 

the Hospital Israelita Albert Einstein started the application of a surgical checklist before any procedure in order to ensure 

patient safety. This process relies on the engagement of all staff involved in surgical care of the patient and the nursing staff is 

responsible for leading the Time Out, acting as a quality barrier on possible flaws in the process. The Time Out is a brief pause of 

at least three minutes in the operating room immediately before anesthetic induction and before surgical incision, during which 

all members of staff involved in care confirm verbally aloud all anesthetic and surgical items to ensure a safe surgical care. This is 

a way to ensure communication between team members to prevent possible failures. Audits showed that despite the checklist 

be performed to all surgical patients, the conference of all 19 items before induction of anesthesia and 11 items before the 

surgical incision was performed in only 66.6% of 1857 cases in 2013. 
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METHODOLOGY: The Positive Deviance methodology, a philosophy of process 

improvement through the suggestions of their own involved, was applied. Monthly 

meetings with professionals in the surgical center were held for discussion of the 

theme surgical checklist in order to increase the commitment and the placement of 

small details of practice that can make a difference to adherence to the checklist, and 

therefore ensure patient safety. 

RESULTS: Some actions were developed: (1) Submission of reports to the 

reference nurses with the results of the daily audits in the operating room; (2) 

Feedback to the Time Out’s leader; (3) Feedback to medical doctors; (4) 

Monthly publication of the results for the entire surgical center team; (5) 

Project to remind the importance of the less made items; (6) Review of the 

printed checklist used. The checklist has been applied to 100% of patients who 

undergo a procedure in the operating room. However the conference for all 

items increased from 66.6% in 2013 to 76.0% in 2348 cases audited in 2014. 

CONCLUSION: The participation of professionals was essential for the 

identification and interpretation of critical points raised by the audits and the 

discussions resulted in new strategies to improve adherence to the complete 

execution of Time Out. Finally, we conclude that the involvement of professionals 

working in the process is critical to their improvement. 
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OBJETIVE: To increase the adherence to the complete execution of the Time Out by 10% in 2014. 
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