AMA Journal of Ethics®

September 2016, Volume 18, Number 9: 925-932

STATE OF THE ART AND SCIENCE
Time-out: The Professional and Organizational Ethics of Speaking Up in the OR
Nancy Berlinger, PhD, and Elizabeth Dietz

Abstract

Participation in patient safety is one concrete expression of a
foundational principle of medical ethics: do no harm. Being an ethical
professional requires taking action to prevent harm to patients in health
care environments. Checklists and time-outs have become common
patient safety tools in the US and other nations. While their use can
support ethical practice, recent research has revealed their limitations
and has underscored the importance of interpersonal collaboration in
developing and using these patient safety tools. This article summarizes
key research and discusses the professional and organizational ethics of
patient safety, using the surgical time-out as a case study.

Introduction

A decade ago, research by clinician-investigators such as intensivist Peter J. Pronovost
and surgeons Atul Gawande and Martin A. Makary was instrumental in clarifying that
communication problems within patient care teams were a major factor in surgical errors
and in errors associated with the care of patients following common medical and surgical
interventions, such as central venous catheter (central line) placements [1-4]. For
example, miscommunication within surgical teams can lead to wrong-site surgery [2]. To
prevent patient harms associated with miscommunication, shortcuts, or the lack of a
defined opportunity to speak up to ask a question or draw colleagues’ attention to a
problem, innovations such as checklists and the surgical “time-out” were developed,
evaluated, and promoted [3, 4]. Checklists are step-by-step protocols of evidence-based
measures for team members to follow before a surgical procedure or during medical
care, often including a built in time-out for a final review and for team members to speak
up. Patient safety checklists are now familiar to medical students beginning their clinical
training and are ubiquitous in clinical practice, with nurses bearing significant
responsibility for ensuring checklist adherence. Similarly, surgical checklists are familiar
to surgical and anesthesiology residents and fellows and to other operating room (OR)
professionals. The idea that such checklists could save lives, prevent injuries, and reduce
risk to institutions and costs to systems, professionals, and patients became so popular
that it was even dramatized in an episode of the television medical drama ER[5]. In this
article, we consider the limitations and ethical dimensions of this everyday but
sometimes problematic aspect of contemporary health care work, giving special
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attention to the surgical time-out as an intervention intended to support communication
within an interdisciplinary team preparing for a patient’s surgery.

Research on Checklists

Medical sociologists Charles L. Bosk and Mary Dixon-Woods have studied Pronovost's
Michigan Keystone ICU Project [6], which successfully reduced central line infections in
ICUs and made use of checklists developed by participating clinicians [1]. In 2008, they
joined with Pronovost and his co-investigator Christine A. Goeschel to publish a “reality
check for checklists” [6]. Although some commentators attributed the success of the
project to a “simple” checklist [3], Bosk and colleagues cautioned against oversimplifying
the challenges of encouraging professionals to recognize how their own behavior was
contributing to iatrogenic harm, to make and sustain behavioral change, and to support
each other in a social change process that also required organizational leaders’ buy-in. A
more extensive analysis of Pronovost’s ICU study, led by Dixon-Woods and Bosk,
described how checklists developed by participating clinicians were an outcome of a
successful social change process in the interest of patient safety rather than the catalyst
for that change [7]. This descriptive account (which is essential reading for anyone
interested in how patient safety and quality improvement initiatives succeed or fail)
identified “six reasons that explained why Michigan worked” [8]. These included the
engagement of clinical and administrative leaders in participating institutions;
opportunities for participating teams to meet and to share findings across institutions;
careful redefinition of infection prevention as a fixable (rather than an intractable)
problem and as a social problem that caused avoidable harm and whose solution
depended on behavior change; changes in ICU layout and clinical roles (in particular,
giving nurses the authority to halt unsafe procedures); and mandatory data reporting
and data sharing [5, 7]. A continuing theme of this analysis is that having a stake in a
checklist development process promotes professional, psychological, and social
investment in the success of the process as measured in patient outcomes [9].

These observations are crucial to understanding a built-in challenge in efforts to reduce
iatrogenic harm through checklist-type interventions: the experience of developing a
checklist is different from the experience of following a checklist developed by someone
else. On the one hand, patient safety interventions such as surgical time-outs and other
features of surgical checklists have been widely endorsed [10, 11] as integral to good
practice. Systematic reviews [12, 13] suggest that these interventions have an effect on
measurable patient safety targets. On the other hand, studies conducted in the US [14]
and other wealthy nations with comparable health care systems [15, 16] also describe
the limitations of checklists [17]. Checklists, which are sets of memory prompts, do not,
in themselves, help team members to communicate more effectively about matters not
included in a checklist, nor do checklists alone change “culture” [7]. These studies also
suggest that "checklist fatigue”—too many checklists or the introduction of checklists
that do not seem to be the right tool for the task at hand—and resistance to using
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potentially effective tools as designed are continuing roadblocks [9, 17], despite the
early efforts of innovators to warn of these very problems [6]. Makary and Daniel
estimate that medical errors, which can be caused by “communication breakdowns,
diagnostic errors, poor judgment, and inadequate skill,” now constitute the third leading
cause of death in the United States [18]. It is reasonable to conclude that the
problematic aspects of checklist implementation and use are a factor in this continuing
problem.

Professional Ethics

Participation in patient safety is the most basic and concrete expression of a
foundational principle of medical ethics: do no harm. It applies to all health care settings
and all forms of care. Being an ethical professional requires taking action to prevent
harm to patients in the "intrinsically hazardous” environment of a health care system
[19]. This ethical obligation includes supporting the ability of others—colleagues,
students, family caregivers, and patients themselves—to maintain safety and prevent
harm. The process of becoming a surgeon or a medical specialist includes recognizing the
specific harms associated with the delivery of health care in an area of clinical practice
and participating in initiatives to improve safety through one's own specialty as well as in
the workplace. It requires acknowledgment that “system” error always involves human
error; the safety of systems is created, improved, or diminished by the judgments and
actions of people, not by the mere existence or absence of safety policies and protocols
such as checklists.

Medical training is an explicitly hierarchical system—interns are supervised by residents,
residents by attending physicians, fellows by specialist attending physicians—and within
health care organizations there are official and unofficial hierarchies. In the context of
surgery, senior surgeons clearly hold high status relative to other OR professionals, and
this status may extend to nonsurgical contexts. A surgeon who produces high revenues
for an organization, for example, will hold high status in that organization. The
pronounced hierarchy of the OR may also make preoperative communication by a nurse
or surgical resident concerning a potential harm to a patient more challenging than in
other clinical settings [20, 21].The surgical time-out is a strategy that, in part, is
designed to support personnel often seen by some as subordinates—such as nurses,
students, and resident physicians—in their roles in maintaining patient safety, as well as
to prevent harm by compensating for difficulty of speaking up in hierarchical
environments and challenging one’s own supervisor or other superior in those
environments. When time-outs and other features of potentially effective surgical
checklists fail—resulting in preventable, often harmful errors—studies indicate that the
behavior of senior surgeons is often a factor [9, 22]. When surgical leaders resist the
efforts of other students or clinicians to use an appropriate checklist as designed, early-
career clinicians observing this behavior receive a powerful negative message about
professional conduct.
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With time and experience, surgical residents become more confident in challenging
superiors during life-threatening crises [23]. Resident physicians and nurses need
training and consistent support from mentors, peers, and organizations to challenge
potentially unsafe conditions prior to the start of a procedure; delaying speaking up until
a crisis that may be caused or exacerbated by unsafe conditions is ethically insufficient.

Organizational Ethics

Health care organizations exist to do good: to care for the sick, to relieve suffering, to
cure disease, to contribute to human flourishing. The policies and actions of health care
organizations are not intrinsically good. Rather, they must be scrutinized to ensure that
organizational priorities consistently reflect the interests of patients, both under normal
conditions and during periods of change. Because patient safety is fundamental in health
care and medical harm remains an ever-present risk to people in need of health care,
leaders and managers in health care organizations must acknowledge how the health
care work environment can undermine efforts to make this environment safer.

Health care organizations are “complex” systems by definition [5], and adaptation is a
feature of work in complex systems: professionals must adjust their behaviors to
respond to changing conditions, patient populations, or economic pressures. Pressure to
be “efficient” is typical in health care organizations, as are pressures to reduce costs and
maximize revenues. These pressures, on top of the need to adapt to changing conditions
and the obligation to follow multiple sets of rules, can lead to professional uncertainty
about how to reconcile competing organizational expectations.

Research on why checklists fail [9, 16, 24] suggests that when surgical leaders or team
members perceive a checklist to be a waste of time or question the checklist's value in a
particular situation, they will devise workarounds—skipping steps, for example—to get
through the checklist requirement. If a checklist's design is perceived to be flawed, or if
this patient safety tool does not appear to work in some other way under real clinical
conditions of competing organizational expectations, clinical users need nonpunitive
ways to discuss these barriers to patient safety with clinical leaders.

Speaking Up in the OR: Communication about Safety as an Ethically Significant Activity
Communication among the members of a surgical team, represented by the time-out
feature of a checklist, is itself an ethically significant activity, encompassing both the
obligation to “speak up” about a potential harm to a patient and the obligation to listen
and respond appropriately to this concern. Research findings suggest that
communication failures contribute to medical error [20, 21] and that interventions to
improve interprofessional communication also improve patient outcomes [25].
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One safety challenge in the OR concerns how different professions in this setting
perceive the quality of communication and other aspects of teamwork. Research
suggests that surgeons tend to perceive nurse-physician interactions as more positive
than do nurses considering the same interactions [26, 27]. In other words, a relatively
more powerful surgeon tends to perceive that things are going well while the nurse (or
other subordinate) perceives a problem. If nurses or resident physicians express a
concern during the time-out but do not perceive that their concerns are being taken
seriously by senior surgeons, they may stop expressing these concerns [28]. Speech can
be an ethical act aimed at preventing or mitigating harm [29], but its usefulness depends
on the speaker being confident that she will be listened to and that action will be taken, if
appropriate.

Conclusion

After a decade of development, use, and study of surgical and comparable procedural
checklists in medicine, it is clear that the best outcomes are associated with a process
of quality improvement that includes checklist creation or adaptation rather than simple
adoption. By now, there are many checklist models available, and new checklists do not
have to be developed from scratch for each procedure. However, as Pronovost's
groundbreaking research demonstrated, the process of collaborating to adapt evidence-
based guidance to a team'’s own setting strengthens buy-in and uptake [9]. Health care
organizations should offer the whole surgical team, starting with senior surgeons, a
stake in the creative process. Aligning team members with a shared goal of preventing
harm should include consideration of the clinical and ethical value of a time-out in
addition to memory prompt items on a checklist. When senior surgeons are seen to be
willing to spend time on the "how" and “why"” of the time-out, their actions can support
and improve interprofessional communication and patient safety in the OR [30].

References

1. Pronovost P, Needham D, Berenholtz S, et al. An intervention to decrease
catheter-related bloodstream infections in the ICU. NV Engl ] Med.
2006;355(26):2725-2732.

2. Makary MA, Mukherjee A, Sexton JB, et al. Operating room briefings and wrong-
site surgery. / Am Coll Surg. 2007;204(2):236-243.

3. Gawande A. The checklist: if something so simple can transform intensive care,
what else can it do? New Yorker. 2007;83(39):86-95.
http://www.newyorker.com/magazine/2007/12/10/the-checklist. Accessed
May 17, 2016.

4. Haynes AB, Weiser TG, Berry WR, et al; Safe Surgery Lives Study Group. A
surgical safety checklist to reduce morbidity and mortality in a global population.
N Engl ] Med. 2009;360(5):491-499.

5. Berlinger N. Are Workarounds Ethical?: Managing Moral Problems in Health Care
Systems. New York, NY: Oxford University Press; 2016.

AMA Journal of Ethics, September 2016 929


http://journalofethics.ama-assn.org/2008/05/jdsc1-0805.html

930

10.

11.

12.

13.

14.

15.

16.

17.
18.

19.

Bosk CL, Dixon-Woods M, Goeschel CA, Pronovost PJ. Reality check for
checklists. Lancet. 2009;374(9688):444-445.

Dixon-Woods M, Bosk CL, Aveling EL, Goeschel CA, Pronovost PJ. Explaining
Michigan: developing an ex post theory of a quality improvement program.
Milbank Q. 2011;89(2):167-205.

Dixon-Woods, Bosk, Aveling, Goeschel, Pronovost, 176.

Anthes E. Hospital checklists are meant to save lives—so why do they often fail?
Nature. 2015;523(7562):516-518.

Joint Commission. National patient safety goals effective January 1, 2016.
http://www.jointcommission.org/assets/1/6/2016 _NPSG _CAH.pdf. Accessed
May 17, 2016.

World Alliance for Patient Safety. Implementation manual surgical safety
checklist (first edition). Geneva, Switzerland: World Health Organization; 2008.
http://www.who.int/patientsafety/safesurgery/tools _resources/SSSL_Manual
_finalJun08.pdf?ua=1. Accessed May 12, 2016.

Borchard A, Schwappach DL, Barbir A, Bezzola P. A systematic review of the
effectiveness, compliance, and critical factors for implementation of safety
checklists in surgery. Ann Surg. 2012;256(6):925-933.

Mayer EK, Sevdalis N, Rout S, et al. Surgical checklist implementation project: the
impact of variable WHO checklist compliance on risk-adjusted clinical outcomes
after national implementation: a longitudinal study. Ann Surg. 2016;263(1):58-63.
Biffl WL, Gallagher AW, Pieracci FM, Berumen C. Suboptimal compliance with
surgical safety checklists in Colorado: a prospective observational study reveals
differences between surgical specialties. Patient Saf Surg. 2015;9(1):5.
http://pssjournal.biomedcentral.com/articles/10.1186/s13037-014-0056-z.
Accessed May 17, 2016.

Urbach DR, Govindarajan A, Saskin R, Wilton AS, Baxter NN. Introduction of
surgical safety checklists in Ontario, Canada. NV Engl / Med. 2014;370(11):1029-
1038.

Russ SJ, Sevdalis N, Moorthy K, et al. A qualitative evaluation of the barriers and
facilitators toward implementation of the WHO surgical safety checklist across
hospitals in England: lessons from the “Surgical Checklist Implementation
Project.” Ann Surg. 2015;261(1):81-91.

Stock CT, Sundt T. Timeout for checklists? Ann Surg. 2015;261(5):841-842.
Makary MA, Daniel M. Medical error—the third leading cause of death in the US.
BM)J. 2016;353:i2139. http://www.bmj.com/content/353/bmj.i2139.long.
Accessed May 17, 2016.

Cook RI. How complex systems fail (being a short treatise on the nature of
failure; how failure is evaluated; how failure is attributed to proximate cause; and
the resulting new understanding of patient safety). Cognitive Technologies
Laboratory; 2000:1.

www.amajournalofethics.org



http://web.mit.edu/2.75/resources/random/How%20Complex%20Systems%20F
ail.pdf. Accessed May 12, 2016.

20. Greenberg CC, Regenbogen SE, Studdert DM, et al. Patterns of communication
breakdowns resulting in injury to surgical patients. / Am Coll Surg.
2007;204(4):533-540.

21. Sutcliffe KM, Lewton E, Rosenthal MM. Communication failures: an insidious
contributor to medical mishaps. Acad Med. 2004;79(2):186-194.

22. Joint Commission. Time out: commit, encourage and engage for every patient,
every time. Published 2015.

23. Sydor DT, Bould MD, Naik VN, et al. Challenging authority during a life-
threatening crisis: the effect of operating theatre hierarchy. Br/ Anaesth.
2013;110(3):463-471.

24. Reames BN, Krell RW, Campbell DA Jr, Dimick JB. A checklist-based intervention
to improve surgical outcomes in Michigan: evaluation of the Keystone Surgery
program. JAMA Surg. 2015;150(3):208-215.

25. De Meester K, Verspuy M, Monsieurs KG, Van Bogaert P. SBAR improves nurse-
physician communication and reduces unexpected death: a pre and post
intervention study. Resuscitation. 2013;84(9):1192-1196.

26. Carney BT, West P, Neily J, Mills PD, Bagian JP. Differences in nurse and surgeon
perceptions of teamwork: implications for use of a briefing checklist in the OR.
AORN /. 2010;91(6):722-729.

27. Makary MA, Sexton JB, Freischlag JA, et al. Operating room teamwork among
physicians and nurses: teamwork in the eye of the beholder. /Am Coll Surg.
2006;202(5):746-752.

28. Maxfield D, Grenny J, Lavandero R, Groah L. The silent treatment: why safety
tools and checklists aren’t enough to save lives. VitalSmarts, AORN, AACN; 2011.
http://www.aacn.org/wd/hwe/docs/the-silent-treatment.pdf. Accessed May 16,
2016.

29. Berlinger N. After Harm: Medical Error and the Ethics of Forgiveness. Baltimore, MD:
Johns Hopkins University Press, 2005.

30. Lee SL. The extended surgical time-out: does it improve quality and prevent
wrong-site surgery? Perm J. 2010;14(1):19-23.

Nancy Berlinger, PhD, is a research scholar at the Hastings Center in Garrison, New York.
She is the first author of the second edition of the Hastings Center Guidelines for Decisions
on Life-Sustaining Treatment and Care Near the End of Life (Oxford University Press, 2013)
and the author of Are Workarounds Ethical?: Managing Moral Problems in Health Care
Systems (Oxford University Press, 2016) and After Harm: Medical Error and the Ethics of
Forgiveness (Johns Hopkins University Press, 2005). She studies ethical challenges in
health care work, including chronic illness, aging, and the end of life; the clinical and
organizational management of problems of safety and harm; and health care access for
undocumented immigrants.

AMA Journal of Ethics, September 2016 931



Elizabeth Dietz is a research assistant and project manager at the Hastings Center in
Garrison, New York.

Related in the AMA Journal of Ethics

The AMA Code of Medlical Ethics' Opinions on Patient Safety, September 2011
Prioritizing Cross-Disciplinary Teaching and Learning and Patient Safety in Hospital-
Based Environments, September 2016

Resisting Outdated Models of Pedagogical Domination and Subordination in Health
Professions Education, September 2016

Serious lllness Communications Checklist, December 2013

Teamwork in Health Care: Maximizing Collective Intelligence via Inclusive Collaboration
and Open Communication, September 2016

The viewpoints expressed in this article are those of the author(s) and do not necessarily reflect
the views and policies of the AMA.

Copyright 2016 American Medical Association. All rights reserved.
ISSN 2376-6980

932 www.amajournalofethics.org


http://journalofethics.ama-assn.org/2011/09/coet1-1109.html
http://journalofethics.ama-assn.org/2016/09/ecas1-1609.html
http://journalofethics.ama-assn.org/2016/09/ecas1-1609.html
http://journalofethics.ama-assn.org/2016/09/ecas3-1609.html
http://journalofethics.ama-assn.org/2016/09/ecas3-1609.html
http://journalofethics.ama-assn.org/2013/12/stas1-1312.html
http://journalofethics.ama-assn.org/2016/09/stas2-1609.html
http://journalofethics.ama-assn.org/2016/09/stas2-1609.html

