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OBJECTIVES To describe the current state of the science for operating room (OR) briefings
and debriefings, including an overview of key definitions, a review of the evidence of
effectiveness, and a summary of our experiences as part of a comprehensive unit-based
safety program.

OVERVIEW Use of preoperative briefings has been shown to improve team communication,
decrease disruptions to surgical workflow, improve compliance with antibiotic and deep vein
thrombosis prophylaxis, and improve overall perceptions about the safety climate in the OR.
Studies have demonstrated that an effective briefing can be performed in less than 2 minutes
and reduce delays by more than 80%. Effective implementation involves changing workflows
and expectations of interaction among OR team members, including participation from
leaders at all levels. Briefings and debriefings are a strategy for revealing defects and
facilitating adaptive change in the OR.
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n the past 10 years, the importance of operating room (OR)

teamwork and communication for optimizing workflow, pre-

venting errors, improving safety climate, and achieving good
patient outcomes has received significant attention." Many hospi-
tals have devoted significant time and resources to implementing
team training and teamwork tools to improve the OR culture. En-
gagement of surgeons, anesthesiologists, nurses, and technicians
is essential toimprovement. Communication should be a give-and-
take process that considers the needs of each team member. It is
not uncommon for team members to have different expectations
for communication and perceptions of the quality of teamwork
within their OR teams. In alarge quality improvement projectin the
Veterans Health Administration,? nurses defined collaboration as
having their input respected, whereas surgeons defined collabora-
tion as having nurses anticipate their needs and follow instruc-
tions. Nursing staff frequently describe worse communicationin the
OR compared with their anesthesia and surgery counterparts, re-
portedly owing to a fear of speaking up.2 Improvement requires im-
proving the culture and empowering all health care professionals to
feel engaged.

Team briefings and debriefings are one way to address OR com-
munication failures. Structured briefings and debriefings encour-
age open discussion among the OR team and provide a systematic
process to ensure critical information and defects are revealed and
shared with all team members.* Routine implementation of preop-
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erative briefings can be an efficient means to improve surgical
workflow.>® However, implementing effective briefings and de-
briefings can be more difficult than it sounds. In this article, we de-
scribe the current state of the science for briefings and debriefings,
including an overview of key definitions, a review of the evidence
of effectiveness, and a report of our experience implementing brief-
ings and debriefings as part of a comprehensive unit-based safety
program (CUSP). We also summarize the major challenges encoun-
tered, in our experience and in the broader literature. Institutional
review board approval was not required, as this was a quality im-
provement initiative.

Defining a Briefing

Unlike the standard preoperative time-out that was developed by
The Joint Commission as part of its Universal Protocol,” preopera-
tive briefings rely on 3-way communication between the surgeons,
nurses, and anesthesiologists participatingin a surgical case. A time-
outinvolves (1) confirmation of patientidentity, (2) identification of
the correct side and site that is to be operated on, and (3) agree-
ment on the procedure to be done. In a briefing, team members in-
troduce themselves by name and role; a traditional time-out is per-
formed:; and then a formal review by the anesthesiological, surgical,
and nursing staffis performed (Table 1). Although the process sounds
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extensive and time consuming, studies have demonstrated that an
effective briefing can be performed in less than 2 minutes,” and that,
afterimplementation, surgeon-reported delays are reduced by more
than 80%.°

|
Existing Evidence of the Effectiveness of Briefings

A number of prospective studies have examined the effect of pre-
operative briefings on various measures of surgical efficiency
(Table 2). In general, use of preoperative briefings improves team
communication, decreases disruptions to surgical workflow, im-
proves compliance with antibiotic and deep vein thrombosis pro-
phylaxis, and improves overall perceptions about the safety cli-
mate in the OR. In addition, a handful of more recent studies have
also demonstrated an improvement in patient outcomes with the
use of formalized teamwork protocols. In an analysis of more than

Table 1. Components of a Preoperative Briefing

Details
Team members introduce themselves by name and role

Step
Introduction

Time-out Patient identity is confirmed, the correct side and site that is
to be operated on is identified, and the procedure to be done
is agreed on

Anesthesia Airway concerns, allergies, special medications, and

review expectations for recovery are addressed

Surgical Procedural concerns and/or anticipated difficulties, expected

review duration of case, anticipated amount of blood loss, and need
for nonstandard instruments and/or supplies are determined

Nursing Equipment and/or instrument concerns, plan for managing

review sharp instruments, and patient considerations are addressed

Operating Room Briefings

180 000 surgical procedures performed at Veteran's Health Ad-
ministration sites, sites that completed teamwork training had an
18% reduction in annual mortality rates compared with a 7% de-
crease among sites that did not undergo training.'® Similarly posi-
tive outcomes associated with formalized team training are re-
ported for intraoperative adverse events' and postoperative
morbidity."

Why Implementing Briefings and Debriefings
Is Harder Than It Sounds

Briefings and debriefings are frequently thought of in terms of
checklists. While these are critical components of the process,
they are insufficient on their own. Implementing a briefing and
debriefing process involves changing workflows and expectations
of interaction among OR team members who are strongly rooted
in tradition. First, the briefing protocol must fit the local work-
flows and constraints. For example, different local factors will
determine which staff members are available at what times,
among other factors. These need to be accounted for in develop-
ing a briefing and debriefing process that works in reality. Second,
a large proportion of the gains in complication and mortality rates
associated with checklists is correlated with preexisting safety
culture.” Essentially, units with a high safety culture see a benefit,
and those without do not. This indicates that, not surprisingly, the
degree to which staff value and prioritize the briefing and debrief-
ing process influences how effective it is. This also indicates that
training and reinforcement of the value of briefings and debrief-
ings are required to build a culture of safety if it does not already

Table 2. Overview of Key Studies Evaluating Effects of Preoperative Briefings and Teamwork Training

Outcome

Category Source Primary Outcome Metric Effect of Preoperative Briefing

Attitudes Allard et al,® Safety Attitude Perception of better safety climate
2011 Questionnaires
Bandari et al,® Perceived effectiveness in Agreement of 87% that briefings were effective
2012 revealing surgical defects for identifying defects (most commonly

Communication
and surgical flow

Prophylaxis

compliance

Morbidity and
mortality

Lingard et al,*°
2008

Nundy et al,®
2008

Henrickson et
al,> 2009

Alietal,** 2011

Lingard et al,*
2011

Paull et al,*?
2010

Neily et al,*3
2011

Young-Xu et
al,’42011

Mazzocco et
al,’> 2009

Neily et al,®
2010

No. of communication
failures per procedure

Percentage of unexpected
delays and of communication
breakdowns per procedure

No. of surgical flow
disruptions per procedure

Operating start times

Prophylactic antibiotic
administration timing

Antibiotic and deep venous
thrombosis prophylaxis
compliance rates

No. of adverse events per mo

Annual surgical morbidity
rates

ASA-adjusted OR of
complication or death

Annual mortality rate

instrument and communication defects)

Significant decrease in communication failures
per procedure (3.95 before briefing vs 1.31
after)

Reduction of 31% for unexpected delays and
19% for communication breakdowns

Significant decrease in surgical flow disruptions
per procedure (5.4 before briefing vs 2.8 after)

No statistical difference in operating start time
after introduction of preoperative briefings

Improved physician compliance with antibiotic
administration guidelines (77.6% before briefing
vs 87.6% after)

Increased compliance rates for antibiotic (97%
vs 92%) and deep venous thrombosis (96% vs
85%) prophylaxis

Adverse events decreased from 3.21 to 2.4 per
month with use of medical team training

Annual surgical morbidity rates declined 20%
more with team training vs without

Increased teamwork (information sharing and
briefing) reduced odds of complication or death
(OR, 0.21)

Risk-adjusted surgical mortality rate was
reduced more in programs that used
preoperative briefing (RR, 1.49)

Abbreviations: ASA, American
Society of Anesthesiologists physical
status classification; OR, odds ratio;
RR, risk ratio.
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Figure 1. Original Briefing and Debriefing Form

The Johns Hopkins Hospital
Operating Room Briefing/Debriefing Tool

Case #:

Briefing — Before every procedure: (Circulating Nurse to complete)

Yes | No

Comment

Have the team members been introduced with their first and last names and
roles? (Circulating Nurse writes names and roles on board)

Nurse
L ]

Do the Patient 1D band, Informed Consent, Site Marking, OR posting,
verbalization of procedure (if patient is awake) and any other relevant
documentation (H & P, clinic note) match?

Have antibiotics been given, if indicated?

What are the anticipated times of antibiotic redosing?

Is there a need for glucose management? If so, what?

Has the patient been positioned to minimize injury?

Anesthesia
-

Are warmers on the patient?

Have the goals and critical steps of the procedure been discussed?

Has DVT prophylaxis been addressed?

What is anticipated blood loss?

Is the appropriate amount of blood available?

Does the patient require special precautions? If so, what?

Surgeon

Do the people operating the equipment know how to use it?

Based on your most recent estimate of the needs, is the time allotted for this
procedure an accurate estimate?

Has Attending reviewed latest/final test results for lab and/or radiology?

Are there any safety, equipment, instrument or implant concerns?

Circulating Nurse Anesthesia Provider

Attending Surgeon

Debriefing - After every procedure: (Anesthesia Provider to complete)

Yes | No

Comment

Nurse | = Is there anything that we could have done differently to make the case safer or
more efficient?
Anes. | = Is the OR portion of the SS1 Data Collection Tool complete? (Only applicable
to the Neuro and Cardiac Services at the present time)
= Are the patient name and history number and the surgical specimen name and
laterality on the paperwork? (Paperwork and labeling to be independently
verified by Surgeon)
= Were all instruments available and useable?
= Plan for transition of care from OR to ICU/PACU/Inpatient Unit
g *  Fluid management/blood
Eu *  Antibiotics — continue post op (dose/interval)
2 *  PACU Tests or Xrays

= Pain/PCA plan

= New meds needed (immediate periop)

* Beta blockers (if needed)

*  Glucose Management (if needed)

= DVT Prophylaxis

Anesthesia Provider
Additional comments may be written on the back

Circulating Nurse

Attending Surgeon

Original hospitalwide briefing and debriefing form. DVT indicates deep vein
thrombosis; H & P, history and physical; ICU, intensive care unit; ID,

identification; OR, operating room; PACU, post-anesthesia care unit; PCA,

patient-controlled anesthesia; post op, postoperative; SSI, surgical site
infections. Reproduced with permission from the authors.

jamasurgery.com

Copyright 2014 American Medical Association. All rights reserved.

Downloaded from jamanetwork.com by Mount Sinai Hospital user on 02/19/2019

JAMA Surgery August 2014 Volume 149, Number 8

865



Clinical Review & Education Special Communication

Operating Room Briefings

Figure 2. Comprehensive Unit-Based Safety Program Debriefing Form

é) COLORECTAL CUSP SURGICAL SAFETY

JOHNS HOPKINS

CHECKLIST (2 ED.)

Before induction of anesthesia

® Patient has Confirmed:
« [dentity (Name/DOB)
« site (along with markings)
¢ procedure
* consent
® Does Patient have a:
* Known Allergy.
@ Difficult Airway/Aspiration Risk?
® Access Issues:

@ Pre-Op Concerns:

—

Before skin Incision

—

Before patient leaves OR

Time Out

Sign Out

© Introduction of Team

© Confirmation of:
« Correct Patient
* Site
* Procedure

* Opening Temp (in OR)

© Anticipated Critical Events
* Surgeon Review:
o critical or unexpected steps,
operative duration, anticipated
blood loss?

 separation of clean and dirty
instruments
* Anesthesia Review:
* patient-specific concerns?
o Circulating Review:
* Equipment availability,
malfunctions, or concerns:

Yde.lb0oSssa.1ppy

918

© Critical Issues:

* DVT Prophylaxis

» SubQ Heparin Q8 (marked on
board)

* SCDs

« Steroid Coverage (50mg Hydro)
* Has a steroid taper

* Abx
o selection
* dose
« redose (marked on board)

o Starting Hgb
« Blood Available

* Glycemic Control starting BG____
* BG <180 (plan)

* Beta Blockade

uoab.ing
# 9se)

O Nurse Verbally confirms with Team:
« Count correct
* Specimens labeled correctly
o clean/dirty instrument separation
* Equipment Issues/Review

Operator error v. posting error:

O

Team Review concerns:
* Beta blockade
* Blood
* Glycemic Control (BG < 180)
¢ Pain Management
* DVT Prophylaxis
* Sub Q Heparin Q8
* SCDs
 can foley be d/c’d within
24hrs.

COLORECTAL CUSP SURGICAL SAFETY

CHECKLIST (2 ED.)

Items to be addressed: (please provide your comments
and your contact information and we will follow-up
personally on any issue you address:

@ N/A: no comments--everything was great!!

® Attending surgeon:

® Anesthesia personnel:

@ Circulating nurse:

Issues or comments:

contact information for response and/or follow-up:

Minor Procedures

® Patient has Confirmed:
« |dentity (Name/DOB)
¢ procedure
e consent
« Urine pregnancy test complete
(if female)

® |D Names/role of surgical team
@ Antibiotics given if appropriate?
@ Patient positioned to prevent injury

@ Potential problems of the case
identified and discussed

® All equipment available for case/
staff have working knowledge of
equipment

Briefing and debriefing form developed by the comprehensive unit-based
safety program team. Abx indicates antibiotics; BG, blood glucose; CUSP,
comprehensive unit-based safety program; d/c'd, discontinued; DOB, date of
birth; DVT, deep vein thrombosis; Hgb, hemoglobin; Hob, head of bed; Hydro,

hydrocortisone; ID, identification; N/A, not applicable; OR, operating room;
pre-op, preoperative; Q8, every 8; SCDs, sequential compression devices;
SubQ, subcutaneous. Reproduced with permission from the authors.
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exist. Third, the efficacy and long-term sustainment of preopera-
tive briefings is dependent on facility leadership support.'® Lead-
ers at all levels must communicate and endorse the value of brief-
ings and debriefings.

|
Building a Briefing Process and Supportive Culture

We recently described the implementation of an OR CUSP that was
charged with reducing surgical site infections (SSI) and improving
culture and teamwork in the colorectal OR.'® Implementation of a
CUSP has previously been associated with reduced health care-
associated infections as well as cost savings in more than 100 in-
tensive care units.2° The goal of CUSPs is to educate providers on
the science of safety and then empower, with the support of hos-
pital leadership, frontline staff to identify and address preventable
harm. At our institution, a group of frontline surgeons, anesthesi-
ologists, nurses, and technicians worked with a hospital executive
toimplement evidence-based SSI prevention interventions and de-
velop infrastructure for addressing regularly noted defects that af-
fected patient safety. Operating room defects were identified
through the redesign of the briefing and debriefing process in the
colorectal ORs. In1year, we observed a 33% reduction in colorectal
SSl and qualitative reports of improved OR culture.”

Before this project, a standard briefing and debriefing form was
used in all inpatient ORs at The Johns Hopkins Hospital (Figure 1).
Staff rarely used the form because it was cumbersome, points were
frequently not applicable to cases, and there was no infrastructure
for addressing concerns documented on the form. Instead, in most
cases, atime-out limited to patient identifiers and antibiotic admin-
istration was done by the surgeon, anesthesiologists, and circulat-
ing nurse. The team realized that to implement specific SSI-related
evidence-based practices with high fidelity and improve OR team-
work and culture, a new process was needed for briefing and de-
briefing. The CUSP team (nurses, technicians, certified registered
nurse anesthetists, anesthesiologists, and surgeons) developed a
briefing form with points relevant to patients receiving colorectal
surgery (Figure 2). For example, in the briefings, focused questions
relevant to colorectal surgery were added, such as, “Are periopera-
tive steroids needed?"” For debriefing, in addition toincluding a short
list of housekeeping points for the conclusion of the case, the group
focused on an unstructured feedback area to reveal process de-
fects. As part of the debriefing, all providers were encouraged to
document defects that affected the success of the case on the form.
Before using the new briefing and debriefing forms, a system was
put in place for addressing defects. Together with OR and hospital
leadership, resources were secured for a frontline nurse, sup-
ported by the OR nurse manager and administrator, to spend 4 to 6
hours per week addressing defects revealed during briefings and de-
briefings and communicating system fixes to providers weekly. Ex-
amples of defects that were revealed and addressed through these
debriefings are listed in Table 3.

Initial feedback after implementation of the briefing and de-
briefing protocol was positive, but certified registered nurse anes-
thetists, nurses, and technicians thought the effort was being led
predominantly by the circulating nurse, and the team believed more
surgeon engagement was needed for success and durability. Toim-
prove engagement, a brief presentation and discussion was held with

jamasurgery.com
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Table 3. Defects Identified by CUSP Debriefings from November 2011
to November 2012 (383 Cases)

Defects Identified No.
Instruments/equipment/supplies 32
Posting errors 23
Preoperative nursing concerns 22
Communication/teamwork 12
Patient-related issues 7
Pharmacy 3
Other 2

Abbreviation: CUSP, comprehensive unit-based safety program.

the team surgeons. As a result of this discussion, the surgeons de-
cided, for all briefings, to lead the team introductions and then dis-
cuss potential case hazards and alternatives. One of the SSI preven-
tion interventions implemented by the team was isolation of dirty
instruments used for bowel anastomosis. Nurses and technicians said
this was difficult because the surgeons did not communicate when
they were starting and ending the "dirty” portion of the procedure.
With this feedback, the surgeons decided to include this pointin the
briefings as well. Defects continued to be revealed through debrief-
ings and were addressed by the lead registered nurse, with sup-
port from the OR nurse manager and surgical administrators
(Table 3).

The CUSP team, with the goal of integrating all aspects of the
care of the surgical patient, has representation from the preopera-
tive area, postoperative recovery unit, hospital ward, and surgical
scheduling staff. Through the CUSP team, the lead registered nurse
is able to connect with frontline providers from other aspects of sur-
gical care to correct system defects. For example, although a sys-
tem was in place to arrange for interpreters on the day of surgery
for patients who did not speak English, it was common for this ar-
rangement to fail, leading to significant delays. Through the debrief-
ing process, we were able to change the location on the surgery
schedule where patients were flagged who did not speak English,
so the preoperative nurses could confirm the interpreter appoint-
ments the day before surgery.

Althoughit s labor intensive to engage frontline providers from
multiple areas to address preoperative, perioperative, and postop-
erative defects, it is likely that solutions developed with this ap-
proach will be more sustainable and widely embraced than those
developed with a top-down approach. Focused feedback, surgeon-
identified modifications to the briefings and debriefings, and ongo-
ing work to address continued OR process defects have improved
compliance with the briefing and debriefing technique. However,
it is an ongoing and iterative process to develop a high-fidelity sys-
tem to promote teamwork and communication in the OR.

. |
Conclusions

Briefings and debriefings are a good method for improving team-
work and communication in the OR, and effective implementation
may be associated with improved patient outcomes. Commitment
by the participating providers is essential for effective briefings,
which include discussion of relevant information pertaining to the
procedure.
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