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ABSTRACT
Background: e paper describes the problems of perioperative safety process (PBP) in practice in relation 
to the region in which perioperative care nurses work. Realization of research was performed in 4 health fa-
cilities in the territory of the East and the West Bohemian region.
Aim: We established four goals in our research: to determine the level of awareness of respondents about PBP, 
whether and how long the responders used PBP in their workplaces, how perioperative care nurses perceive 
the utility of PBP for the patient and how responders are satisfied with setting of PBP in their workplace.
Methods: We compiled 27 – items questionnaire for our research. e resulting data were evaluated by 
descriptive statistics and neparametrical Mann–Whitney test. 61 responders participated in this research. e 
research sample consisted of 45 perioperative care nurses and 16 anestethic nurses from gynaecological and 
central operating rooms of four health facilities in the territory of the East and the West Bohemian region. 
e respondents agreed with the research.
Results:  We found that on workplace of all respondents is used the perioperative safety process for ± 3 years 
(average 3.29, standard deviation 0.85). e awareness of respondents about perioperative safety process was 
evaluated as excellent. Most of respondents are satisfied with the setting of perioperative safety process on 
their workplace and their perceive the utility of perioperative safety process as very high.
Conclusion: Perioperative safety process is the integral part of every operation and it´s required to be carried 
at all workplaces in accordance with departmental safety objective.
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INTRODUCTION 
Perioperative safety process (hereinaer PSP) should 
be a standard part of every workplace performing 
surgical operations today. It is usually applied to all 
patients undergoing diagnostic or therapeutic pro-
cedures. PSP can be described as systematic control, 
which is an integral part of every operational perfor-
mance and whose aim is to verify critical moments 
occurring immediately prior to surgery, during sur-
gery and immediately aer it (1). 

Perioperative care is characterized by highly spe-
cific care for clients immediately prior to surgery, du-
ring surgery and immediately aer it. Whereas some 
unexpected or even extraordinary events may occur 
in the perioperative environment, there should be 
a standard operating procedure set up for such situ-
ations, focused on critical points in the provision of 

care in the operating room. As part of risk manage-
ment, some workplaces are working with so-called 
risk cards. Operating personnel must be familiar 
with every standard and follow it strictly. Due to the 
great demand on professions, carrying out activities 
in an operating tract, only highly specialized profes-
sional staff can perform these activities (2). 

Haynes et al., who were among the first authors of 
works dealing with the streamlining of perioperative 
surgical care, investigated whether the introduction of 
nineteen itemized perioperative surgical sheet favou-
rably affects the mortality and incidence of postope-
rative and anaesthesiological complications (3). 

e World Health Organization (WHO) recom-
mended several strategies to its member states in 
2007. One of them was implementing a strategy to 
establish a correct surgical procedure to the correct 



ISSN 1803-4330 • volume 8 / 1 • April 2015 25

part of body as a priority in security area in the 
health care facility, requiring a leadership and acti-
ve involvement of all healthcare workers. Another 
recommendation was to create protocols documen-
ting the preoperative safety procedure immediately 
before surgery, which should include verification of 
identification of the patient, performance and side 
of performance (in interchangeable positions), avai-
lability and accuracy of the necessary technologies 
and medical devices (4). WHO compiled a simple 
algorithm in 2008, summarizing the basic rules rela-
ting to the safety of patients during surgery, designa-
ted as the so-called Surgical Safety Checklist. A year 
later, the first Czech version of this document was 
published (5, 6). 

Information obtained during the perioperative 
safety procedure are recorded in the perioperative 
security protocol, which is part of the medical re-
cord. Surgeon doctor, anaesthetist doctor, anaesthe-
tist nurse, perioperative nurse are among the actors 
of perioperative safety process. In terms of time, 
a procedure is not time-consuming, since its imple-
mentation takes approximately 3–4 minutes (7). 

e ministerial security objectives (MSO) were 
announced in Czech Republic in 2010 within the 
Action Plan of quality and safety of healthcare, to re-
duce risks of harm to patients and other individuals 
in the process of providing health care. In relation to 
perioperative care, MSO 3– Prevention of confusion 
of the patient, sides and the performance of surgical 
procedures, is the most important. is aim is im-
plemented by own standard (internal regulation) 
in health facilities, usually providing identification 
procedure in place of operation, as well as ensuring 
the participation of the patient on marking the place 
of operational performance. 

According to the Bulletin 5/2012, part 5, the 
standard is fulfilled if a health care provider has set 
the uniform procedures for carrying out the correct 
performance, at the correct patient and in the right 
place, also including procedures performed outside 
the operating room. Furthermore, if he is using 
a standard marking of the place of performance and 
if he is using and documenting the safety procedure 
immediately before surgery (8).

OBJECTIVE OF THE WORK
e first aim of the survey was to find out the awa-
reness of perioperative nurses about the safety peri-
operative process in operating rooms in the East and 
the West Bohemian region. 

e second objective was to determine whether 
the perioperative safety process was performed in 

the workplace in the East and the West Bohemian 
region, where the respondents were working. If it 
was, for how long. 

e third objective was to determine how the 
nurses working in the East and the West Bohemian 
region evaluate the contribution of perioperative 
safety process for patients. 

e fourth objective was to determine whether 
the nurses working in the East and the West Bohemi-
an region, satisfied with the setting of perioperative 
safety process in their workplace.

METHODOLOGY 
Reconnaissance survey was conducted anonymously 
via non-standardized questionnaire of our own de-
sign, which included 27 items. e first 6 items of 
the questionnaire had identification character. ey 
asked for information about the workplace of peri-
operative nurses, their highest level of relevant edu-
cation, length of experience in the operating room 
and eventually achieved specialization in health 
care. Other 4 questions examined the awareness of 
perioperative nurses about the perioperative safety 
process and next 13 questions asked for the aspects 
of perioperative safety process, watches by the res-
pondents in their workplaces. e last four questions 
surveyed how the respondents evaluate setting of 
perioperative safety process in their workplaces. e 
questions were open, trichotomous and scale.

Table 1 Questions investigating respondents’ aware-
ness of PSP

Question e correct answer

What does perioperative 
safety process mean?

e system of control 
carried out for each 
operational performance 
aimed at verifying the 
critical moments of 
operations.

How many phases, according 
to WHO recommendations, 
does the perioperative safety 
process consist of?

ree phases.

When are the particular 
stages carried out according 
to WHO recommendations?

Before induction of 
anaesthesia, before making 
the incision, before being 
transported from the 
operating room.

Who participates in 
perioperative safety 
process, according to WHO 
recommendations?

e anaesthetist nurse, 
perioperative nurse 
(circulating nurse, scrub 
nurse), anaesthetist and 
surgeon.
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Awareness of the individual respondents on the 
topic of perioperative safety process was evaluated 
based on points scored from four questions listed 
in Table 1. e evaluation was excellent (1) upon 
reaching 4 points, very good in 3 points (2), good in 
2 points (3), sufficient in 1 point (4). If the respon-
dent did not receive any point, her awareness of the 
issue would be assessed as insufficient (5). Evaluati-
on of the awareness is given in Results. 

ere were 61 (100%) the respondents participa-
ting in this research. e research group consisted 
of 45 perioperative nurses and 16 anaesthesiological 
nurses from the field and central operating rooms 
of four health facilities in the territory of the East 
and West Bohemian region. e study group was 
represented by 53 (87 %) perioperative nurses with 
specialization, including 41 nurses had specialization 
in perioperative care and 12 of them in anaesthesio-
logy care. e average length of nursing practice of 
all respondents was on average 12.63 years (standard 
deviation 5.89), while the maximum length of prac-
tice was 37 years and minimum 3 years. 

We used a nonparametric Mann-Whitney test 
to evaluate the resulting data, at significance level 
α = 0.05, together with descriptive statistics (relative 
frequency). Statistical evaluation and hypothesis te-
sting was done in STATISTICA program, version 10, 
StatSo ČR s.r.o., Prague, Czech Republic (9).

RESULTS 
We distributed a total of 76 questionnaires. 66 of 
them were returned (87%), while five questionnaires 
were excluded due to incompleteness. In total, 61 
questionnaires were processed. e survey was con-
ducted from June to September 2014 at four health 
facilities, in two regions of the Czech Republic (in 
the East and the West Bohemian), namely at gynae-
cological and central operating rooms. 

Table 2 presents the evaluation of awareness of 
respondents about PSP. It is evident that most re-
spondents from the East and the West Bohemian re-
gion had an excellent knowledge assessment. Based 
on the result of a significance level of p = 0.519 we 
state that awareness of respondents about the PSP is 
the same in both regions. 

PSP is performed at workplaces in all 61 (100%) of 
respondents from the East and the West Bohemian re-
gion. e average duration of use of perioperative sa-
fety process in the workplace during the investigation 
period was ± 3 years, 3.29 years on average (standard 
deviation 0.85, median 3 years), with a maximum du-
ration of 5 years and minimum 1 year.

Table 3 shows clearly that most respondents in both 
regions assess the merits of the PSP as a very signifi-
cant. Part of the third objective was to determine, whe-
ther the utility of PSP varies by region. e results of 
statistical p-value = 0.175 indicate that the respondents 
assess the merits in the same way in both regions. 

Table 4 shows satisfaction of perioperative nurses 
with settings of PSP at their workplace by region 
(West Bohemia and East Bohemia). Most respon-
dents from the East and West Bohemia region are 
very satisfied with the settings of PSP at their work-
place. Respondents, who were less satisfied with the 
settings of PSP, reported such reasons as repetition 
of the same questions asked, time-consuming chara-
cter and worse collaboration with doctors. Another 
part of the research was to determine whether sa-
tisfaction with the setting of PSP varies in different 
regions. e results of statistical p-value = 0.024 
indicate that satisfaction of perioperative nurses is 
different in individual regions. Perioperative nurses 
from the West Bohemian region are more satisfied 
with the settings of perioperative safety process in 
their workplace than perioperative nurses from the 
East Bohemian region.

Table 2 Evaluation of knowledge of the respondents

Category
East Bohemia West Bohemia M-W Test

p-valueni fi (%) ni fi (%)

Excellent 28 90 25 83

0.519*

Very good 2 7 3 10

Good 1 3 2 7

Sufficient 0 0 0 0

Insufficient 0 0 0 0

Legend: ni – absolute frequency, fi – relative frequency, p – level of signifikance, t-test, *p> 0,05
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Table 3  Utility of the perioperative safety process

Category
East Bohemia West Bohemia M-W Test

p-valueni fi (%) ni fi (%)

Excellent 2 6 0 0

0.175*

Very good 0 0 0 0

Good 0 0 1 3

Sufficient 0 0 0 0

Insufficient 29 94 29 97

Table 4  Satisfaction with setting of perioperative safety process

Category
East Bohemia West Bohemia M-W Test

p-valueni fi (%) ni fi (%)

Excellent 0 0 0 0

0.024*

Very good 1 3 0 0

Good 7 23 1 3

Sufficient 0 0 0 0

Insufficient 23 74 29 97

Legend: ni – absolute frequency, fi – relative frequency, p – level of signifikance, t-test, *p> 0,05

Legend: ni – absolute frequency, fi – relative frequency, p – level of signifikance, t-test, *p> 0,05

DISCUSSION
e PSP process is a very important element con-
tributing to improving the quality of patient care in 
the health sector, in this case the patients undergoing 
surgical operations in the operating rooms. e re-
sults of this investigation show that PSP is already ta-
king place in all workplaces of surveyed respondents 
during the investigation period. e Action Plan of 
quality and safety of healthcare from MSO, which 
has been launched in 2010, appears to be significant 
from the time perspective. e results of the survey 
show that perioperative safety process has been per-
formed at workplaces of respondents since about 
three years, which means that it was introduced wi-
thin a year aer the publication of the Action Plan. 

PSP as a whole takes place in three stages. Phase 
A (SIGN IN) is performed in the operating room 
prior to introducing anaesthesia to the patient. 
During this phase, especially anaesthesiology team 
initiates questioning. e team checks whether the 
patient confirmed his identity, place of surgery and 
the approval with it. e indication of the place of 
performance is verified, as well as any allergies of the 
patient, breathing difficulties or expected risk of in-
creased blood loss. Furthermore, the medication and 
anaesthesia machine is controlled and the functional 
pulse oximeter is applied. is phase may be further 

divided into a period of obtaining information from 
the patient. e information is collected either at the 
time of transfer of the patient to the operating room 
or before induction of anaesthesia. If a discrepancy 
is detected when passing the patient on the surgery 
wing, then this patient should not be transported to 
the room. Phase B (TIME OUT) starts just before 
the skin incision. During this phase, identification of 
the patient and accuracy of cut position is checked 
again. Especially at the side operations, the place of 
surgery should be marked with a felt-tip. Further-
more, antibiotic prophylaxis is checked, anticipated 
risks during the operation are determined, and, if 
necessary, preparedness of image documentation is 
verified. In case of any disagreement in phase A or 
B, the patient must not be operated until everything 
is verified. Phase C (SIGN OUT) is the last phase of 
the process and is performed before transporting the 
patient from the operating room. At this stage, the 
operating team re-evaluates the progress of surgery. 
e surgeon, together with a scrub nurse, performs 
a numerical control of instruments, masks and other 
material used. Collected histological material is con-
trolled as well. All instruments are checked and possi-
ble defects are reported. Surgeon with the anaesthesi-
ologist carry out the consultation concerning possible 
changes in postoperative care, according to the cur-



ISSN 1803-4330 • volume 8 / 1 • April 2015 28

rent state of the patient and prescribe medication for 
the immediate postoperative period (1, 5). 

Awareness of nurses of perioperative care was 
rated as excellent by 88% of respondents. Answer at 
the level of 4 – sufficient and 5 – insufficient was not 
recorded among addressed respondents. is may be 
due to the fact that respondents really perform the 
PSP in their workplaces. Another reason may be the 
fact that this issue is addressed in congresses of pe-
rioperative nurses and it is part of the Perioperative 
Care educational program. 

e 95% of respondents sees the perioperative 
safety process as very beneficial for patient. It follows 
that these respondents are aware of the importance 
of the preventive measures. is fact is confirmed by 
studies of Haynes et al., ascertaining whether the in-
troduction of the checklist will reduce the incidence 
of postoperative complications and the number of 
deaths in the perioperative period. e results of the 
survey show that the death rate was reduced from 
1.5% to 0.8%. Complication rate then decreased 
from 11% to 7%. eir conclusion is therefore that 
organizational and communication deficiencies can 
be a source of potentially preventable perioperative 
complications (10). Another survey that confirms 
the utility of perioperative safety process, is a re-
search conducted in 2007-2010 in Ireland. e PSP 
integration into practice was accepted with criticism 
in Beaumont Hospital. However, the local senior 
professors and doctors agreed that the perioperative 
safety process was efficient. Its quality performance 
depends on how the surgical team is willing to per-
form the various steps from the checklist (11). 

e 85% of respondents evaluated their satisfac-
tion with setting of PSP at workplaces as very good, 
although perioperative nurses of West Bohemia 
showed significantly higher satisfaction. Respon-
dents, who were less satisfied with the settings of 
PSP, reported such reasons as repetition of the same 
questions asked, time-consuming character and 
worse collaboration with doctors.

If there is a situation that PSP cannot be executed 
due to urgent performance, or if the patient does not 
want to cooperate, then this fact must be recorded in 
the perioperative safety protocol. e procedure for 
this case should be indicated in an internal regulati-
on of the medical facility.

LIMITS 
A smaller number of respondents may be limiting 
for the research, together with the application of 
own non-standardized questionnaire.

CONCLUSION 
Results of the survey show that perioperative nurses 
are well aware of the perioperative safety process 
and they are aware of its benefit for patient’s safety 
in the operating room. It is possible, that structure of 
PSP will be modified in the future, based on newly 
conducted studies so that all participants of the pro-
cess were satisfied. We already know some shortco-
mings, which may be adapted in the future. However, 
the importance of the perioperative process safety 
at workplaces performing surgical procedures is 
necessary. 
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