Delphi Study Round One – A study across NHS England Hospital Trust operating theatres.

Author: 	Nigel Roberts, Head Theatre Practitioner, 
Birmingham Women’s and Children’s


Keywords: 
Never Events, Patient Safety, World Health Organisation (WHO) Surgical Safety Checklist, National Safety Standards for Invasive Procedures (NatSSIPs), Local Safety Standards for Invasive Procedures (LocSSIPs), Checklist Champions.

Abstract:
This paper is part of a literature review undertaken by the author towards the award of Doctor of Philosophy (PhD).

This paper asked theatre managers, matrons and clinical educators that work at the coalface, operating theatres, and deliver the surgical safety checklist daily. Therefore, they are considered to be theatre safety experts. The paper addresses information raised as part of a Delphi study of NHS hospital operating theatres in England. The aim of the first Delphi study round was to establish with a combination of closed and open-ended questions that solicited specific information about current practice and researched literature that generated ideas and allowed participants freedom in their responses of how the World Health Organisation’s Surgical Safety Checklist (SSC) is currently being used in the peri-operative setting as part of a strategy to reduce surgical ‘never events’. Participants were from the seven regions identified by NHS England. The study revealed that the majority of Trusts don’t receive formal training on how to deliver the SSC, checklist champions are not always identified, feedback following a ‘never event’ is usually given and that the de-brief is the most common step missed. Whilst the intention is not to establish whether the lack of training, cyclical learning and missing steps has led to the increased presence of never events, it has facilitated a broader engagement in the literature, as well highlight some possible reasons why compliance has not yet been universally achieved. Furthermore, the Delphi study is intended to be an exploratory approach to inform a more in-depth doctoral research study intended to improve patient safety in the operating theatre, inform policy making and quality improvement. 

Introduction and background context 
Barrett and Heale (2020) stated that the Delphi technique was first developed in the 1950’s in an attempt to gain reliable expert consensus. The Delphi study technique was used as it is a quantitative option aimed at generating expert consensus (Dick, 2000). Niederberger and Spranger (2020, pp. 3) state that an expert “is either based on their individual scientific/professional expertise or lifewordly experience”. Jones and Hunter (1995, cited in Vogal et al., 2019, pp. 2575) stated that “this technique seeks the opinion of a group of experts in order to assess the extent of agreement and to resolve disagreement on an issue”. Rowe and Wright (1999, cited in Vogel et al., 2019, pp. 2575) stated that the “Delphi technique has proven to be a reliable measurement instrument in developing new concepts and setting direction of future-orientated research”. Hasson, Keeney and McKenna (2000) study suggested that consensus methods such as a Delphi survey technique are being employed to help enhance effective decision making in health and social care. This approach has commonly been adopted in medical, nursing and health services research (Williams and Webb, 1994, Kirk et al., 1996 and Gibson, 1998 all cited in Hasson, Keeney and McKenna, 2000). Keeney, Hasson and McKenna (2006, cited in Barrett and Heale, 2020) stated that the Delphi study was originally linked to the defence industry but has spread to other areas, including nursing. This was still supported several years later by Jorm (2015, cited in Niederberger and Spranger, 2020) as they stated that Delphi studies are often used in health sciences to find consensus.

The Delphi technique is an iterative multistage process, designed to transform opinion into group consensus. If used systematically and rigorously, the Delphi can contribute significantly to broadening knowledge with the healthcare profession. Vogel et al. (2019) suggest that this technique is used to establish consensus across a range of subject areas. Niederberger and Spranger (2020) study stated that the objectives of a Delphi study in health sciences are: identifying the current state of knowledge; improving predictions of possible future circumstances (Cuhls et al., 1998 and Kanama et al., 2008, cited in Niederberger and Spranger, 2020); identifying and formulating standards or guidelines for theoretical and methodological issues (Jorm 2015, Negrinin et al., 2020 and Junger et al., 2012, cited in Niederberger and Spranger, 2020); developing measurement tools and identifying indicators (Han et al., 2012, cited in Niederberger and Spranger, 2020); and formulating recommendations for action and prioritising measures (Van Hasselt, Oud and Loonen, 2015, cited in Niederberger and Spranger, 2020).

An expert consensus was required from theatre managers, matrons and educators across NHS England. The research gathered data to seek expert opinions of users of the WHO surgical safety checklist and to gain a consensus of opinion based on the end user’s knowledge and expertise. The data collected helped to identify trends and patterns to make logical sense of this research topic. The technique developed an approach which promoted anonymity and avoided direct confrontation amongst experts. 

Literature review
In summary, the NHS operating theatres, as well as operating theatres across the globe, working environment, encounters daily time pressures, high workloads, and has the potential for catastrophic results if errors occur. The checklists that are used across the world today are based upon three principles, simplicity, widespread applicability, and measurability (WHO, 2008). 

Recognition of theatres being a hazardous environment was made by Thomas et al (2000, cited in Patel et al., 2014) when it was estimated that nearly half of the adverse events that occur, are preventable. The ethos of a checklist is to help identify mistakes before any harm is caused to patients. Helmreich (2000) reported that checklists are commonly used as a method of both error and safety management to reduce risk. Haynes et al (2009) demonstrated that the use of a simple checklist can reduce the risk of morbidity, mortality and surgical site infection associated with surgery. Checklists not only reinforce communication (McConnell et al., 2012) but also improve communication (Gillespie et al., 2010 & Low et al., 2012) amongst all the multidisciplinary team. 

In 2009, the World Health Organisation (WHO) launched guidelines for safe surgery saves life (WHO, 2009) in six languages (Haynes et al., 2009), across 132 countries (Gillespie et al., 2018) with the aim of preventing unnecessary death and improving outcomes for surgical patients (Viswanath et al., 2017), consequently, nineteen items were compiled into the three steps, for the original WHO safer surgery checklist (SSC). However, later in December 2010 following feedback from the initial implementation, a further two steps were added, these were the team brief and debrief. (Shah, 2011)

In January 2009 (Braham et al., 2014), the National Health Service (NHS) authorised the use of the checklist, and the National Patient Safety Agency (NPSA) (2008) stated that all NHS trusts must adopt this very simple and effective intervention. From February 2010 the NPSA checklist became a mandatory requirement for all operations in NHS England (NPSA, 2010). It was mandated by the NHS Commissioning Board Special Health Authority (Braham et al., 2014).

However, checklists are not new, the NHS has adopted this methodology from other sectors that use checklists daily, mainly the airline industry as the operating theatres have similar comparisons of time pressure, high workloads, and a potential for catastrophic errors, as previously stated. The first checklist was introduced into aviation after an accident on the 30th October 1935 when the United States army corps was looking for its next generation of long-range bombers. The plane took off, climbed up to 300feet, staled and crashed. This was due to the pilot forgetting to release a new locking mechanism (Gawande, 2007, cited in Panesar et al., 2011). Later in the 1970’s, aviation introduced its first cockpit resource management (CRM) programme into its training (Helmreich, 2000), initially it was only available to captains. However, a decade later, CRM was extended to all flight crew members and engineers. 

When the checklist was introduced in 2009, the World Health Organisation (WHO) indicated that the checklist is not intended to be comprehensive, additions and modifications were encouraged (WHO, 2009). This was supported by Harden (2013) as it was suggested that checklists are not one size fits all, they must be customised to fit local practice. Verdassdonk et al. (2009) had previously suggested that if the checklist is modified, it may influence its efficiency but, if it is too long or difficult, it may have a negative effect or no effect at all. McConnell et al. (2012) found similar findings as they suggested the checklist should remain succinct and concise, otherwise checklist fatigue may occur. Thimbleby (2013, cited in Westman et al., 2020) stated that checklists need to be tailored for different procedures. However, Pugel et al .(2015), suggested that adopting a checklist to fit local practice may promote ownership and could improve compliance. Raman et al. (2016) suggested that checklists need to be tailored to the specific task being performed. The use of stock questions decreases the likelihood of ensuring all theatre personnel are attentive. This was supported by both Raman et al. (2016) and Barbanti-Brodano et al. (2020) as they suggested specialised checklists reduce adverse events.

The answer to whether the barriers to SSC are being reduced or removed complete was partly addressed by Fourcade et al. (2012) and Levy et al. (2012), whose earlier research, suggested that despite the awareness of the safer surgical checklist, most hospitals were struggling with effective implementation? Mahajan (2011) early research suggested that some barriers to implementation included anxiety; timing; duplication; relevance and misuse. Hurtado et al. (2012, cited in Patel et al., 2014) study concluded that knowledge of when to use the checklist was a definitive barrier to effective implementation. Levy et al. (2012) American study also concluded that there was a lack of understanding and familiarity of the checklist amongst staff. Later in 2014, Treadwell et al. (2014), reported that the perceived barriers fell in to four categories; confusion; pragmatic challenge; access to resources and individual beliefs and attitudes. A year later, in 2015, Treadwell et al. (2014) still noted that there were barriers, but infact identified five main categories; staff perception, workflow; design and content of the checklist; implementation and local context. Gillespie et al. (2018) Australian study stated that the most significant barriers to using the SSC were workflow, knowledge, contents, and clinical leadership.

To successfully implement the safer surgical checklist Collins et al. (2014) suggested that key stakeholders are identified, a change in culture and a shared vision for safety and active communication were all required. This theory was supported as both Bergs et al. (2014) and Gillespie et al. (2018) suggested that there is evidence identifying both contextual and organisational challenges in relation to checklist adoption. 

To lead the change and to implement the SSC Vats et al. (2010) suggested that the use of local champions will help in achieving complete adoption of the checklist. This theory was previously supported by Reinertsen et al. (2007), Paull et al. (2009) and Sewell et al. (2013, cited in Collins et al., 2014 and Treadwell, Lucasr and Tsou, 2014, and Patel et al., 2014). Mahajan (2011) found that for successful implementation, three essential elements were required. They were developing local champions, organisational leadership, and training. Conley et al. (2011, cited in Barimani et al., 2020) stated that a local champion can lead implementation by educating and supporting team members, as this will also help reduce the perceived barriers as previously mentioned. O’Connor et al. (2013) study in Ireland found that by having a designated local champion it helped to remove any barriers and ensured the SSC was used. Oppikofer and Schwappach, (2017) suggested that hospital leadership is essential as acceptance comes from the participation of the users.

Other challenges associated with the use of the SSC whilst undertaking this literature review was one of time. An early study in France by Fourcade et al. (2102) concluded the SSC was considered a waste of time as it took staff to long to complete, when their workload is already busy. There was also a perception of no actual added patient benefit. A study in Canada by Urbach et al. (2014) found that the SSC added steps, that caused unnecessary delays in an already busy operating theatres schedule. Treadwell et al. (2014) similarly reported that staff felt the checklist decreased efficiency in the operating room. Tian et al.(2016) study reported that the WHO checklist was still relevant and important but concluded that adequate time must be provided for checklist completion as this will lead to both ‘buy in’ from staff and ultimately improve patient safety. Barimani et al. (2020) concluded that a major barrier to adoption of the SSC was the lack of a streamlined and cohesive approach in implementation. 

In the current climate, where the NHS and other Health care organisations from around the world, are faced with high demands on an already stretched service, we must consider the staff, and potentially how fatigued they are all feeling following Covid-19, and the pressures placed on NHS trusts by the government to tackle a growing backlog of patients that require not only surgical intervention, but also other NHS services. The current waiting lists are at a fourteen-year high, and there is an estimated 4.7m people waiting for treatment to begin (O’Dowd, 2021).

The next question to ask is, so why are never events still occurring, if the SSC is in daily use? The literature would suggest that there are still six areas that require further research, education, and training. NHS England (2021) defines a never events as:

Serious incidents that are entirely preventable because guidance of safety recommendations providing strong systematic barriers are available at a national level and should have been implemented by all healthcare providers

Healthcare is complex and hence riddled with the potential for errors due to human factors (IOM, 2001). Surgery is one example of where clinicians are faced with high levels of uncertainty in their daily work, which may impact on the quality and safety of care patients receive (Tucker and Spears, 2006).

Slips and lapses are generally the result of fatigue, stress and emotional or sensory distraction (Systems approach, 2012, cited in Collins et al., 2014). Over the years, much effort has been made to train surgeons and theatre staff in technical skills, but the aspects of non-technical skills, namely teamwork, leadership, situational awareness, decision making, task management and communication have long been neglected (Oppikofer and Schwappach, 2017). These traits were stated back in 2011 by Panesar et al. (2011) as they also suggested that the non-technical traits such as better teamwork, and communication in the operating theatres reduces risk, improves staff well-being and mental health, reduces staff turnover, and reduces delays and glitches in the surgical process which is key to a safe working environment. 

Speaking up and being encouraged to do so is not easy as Oppikofer and Schwappach (2017) suggested that nurses for example may not speak up to a surgeon if they notice a problem due to fear of being ridiculed for perhaps being incorrect, or the fear of being blamed by a superior. Encouragement of speaking up and creating a climate allowing all members to speak without the risk of being punished is therefore a true act of medical leadership. During surgery, all team members must be empowered to stop the surgery if they sense or discover a breach in patient safety. 

After the publication of the first global survey on the use of the SSC by Haynes et al. (2009), it was clear that this tool, adopted from the aviation industry would have an increasing impact on patient safety.  High Quality Care for All (2008) (Department of Health, 2008) proposed that a never event policy be introduced for the NHS in England from April 2009. The NPSA co-produced a set of criteria for defining “never events” and agreed a core list of eight “never events”, alongside a policy framework.


A question to consider is one of has the NHS created a stigma instead of learning from ones’ mistake? Never events highlight weak areas within an organisation’s safety process and patient safety. Therefore, they are integral for the improvement and development of the NHS system. (Sampson, 2018). By creating a list of never events, not only is the NHS suggesting that other equally harmful events are not as serious as they have not made it onto the list, but it can also attach a stigma to these events and creates a culture of blame as opposed to a culture of learning and openness (MDU, 2016, cited in Reed et al., 2016 and cited in Sampson, 2018).  From April 2016, patient safety was now part of NHS Improvement and for transparency about patient safety incident reporting, from April 2014, the NHS published never event data (NHS England, 2016). Sampson (2018) summed up healthcare mistakes by stating that at any point during patient treatment, a mistake can occur, these often come down to human error, we should learn from our mistakes, but sometimes they are unavoidable, and therefore should be seen as a learning curve as opposed to a disastrous event for the trust. 

The three intra-operative never events, wrong site surgery, retained foreign object post procedure and wrong implant/prostheses will be briefly summed up.

To conclude, Barimani (2020) found no evidence to suggest that any patient harm has occurred by using the SSC. However, for checklists to work, be successful and to reduce harm, non-technical skills such as leadership, basic cognition, situational awareness, operative briefing, and communication all need to be taught and understood by all users. There is still much work needed to address the myth of having the time to perform the checklist, but this can be overcome by having local champions to help reduce the perceived associated barriers of using the safe surgery checklist. Having tailored speciality specific checklists that are reviewed every two years to ensure that are still meeting the needs of both the patient and the end users may also increase staff buy-in. There is still much more research needed to understand if these contributing factors result in patient harm, as well as understanding if a further second time out would be of benefit.

Delphi Study methodology

Thinking about the first round of the Delphi study, a review of the current practice and researched literature will act as the catalayst for furhter enquiry.  The approach to this research was based on three Delphi rounds where twenty-three NHS England trust expert theatre managers, matrons and educators was asked for their opinion on a series of questions. Table one details the participants from across NHS England

Of the 223 NHS Trusts in England (Kingsfund, 2021), only 157 NHS Trusts have operating theatres (Supporting Facilities Data, 2019/20 cited in NHS England, 2020). Across seven separate regions (see Figure one) there are a total of 3,282 operating theatres (See table one). For the purposes of the Delphi study, we then chose to purposefully reduce the number of Trusts and operating theatres. The total number of Trusts included in the Delphi was reduced by twenty-one. This gave a new total of 136 Trusts with 2,918 operating theatres. Table two details the number of Trusts by region and the number of operating theatres. The rational for excluding the total number of Trusts from the audit by twenty-one was due to the following reasons:

a) Nine Trusts were not yet in existence between April 2015 – March 2020 at the point that LocSSIPs where first introduced
b) Six Trusts were excluded as a result of only appearing to have one operating theatre therefore meaningful data was difficult to ascertain.
c) Two of the Trusts are non-NHS
d) We removed the data from a further Trust because of a possible conflict of interest
e) Three Trusts did not provide any contact details 

Table three details the number of participants by NHS England region.



Figure one – NHS England by region
[image: Map of England divided into 7 regions.  The regions are labelled: North West, North East, Yorkshire and the Humber, Midlands, East of England, South West, London, South East]
















	Region
	Number of Trusts

	London
	23

	Southwest
	21

	Southeast
	22

	Midlands
	25

	East
	18

	Northwest
	26

	Northeast & Yorkshire
	22

	Total
	157


Table One – NHS England Participants – Delphi Study round one




















Table two – NHS 
England Trusts by region and the number of operating theatres.

	Area
	Number of Trusts
	Number of Operating Theatres

	London
	22
	512

	Southwest
	15
	275

	Southeast
	20
	438

	Midlands
	21
	524

	East
	15
	272

	Northwest
	22
	366

	Northeast & Yorkshire
	21
	531

	Total
	136
	2918



Table three – Delphi Study round one participants

	NHS England Regions
	Participants
	Percentage of invited regions participating

	London
	3
	13%

	Southwest
	1
	5%

	Southeast
	5
	23%

	Midlands
	4
	16%

	East
	2
	11%

	Northwest
	3 
	12%

	Northeast & Yorkshire
	5
	23%

	Total from NHS England
	23/136
	18%




The aim of this approach, using a Delphi technique, is to add to existing knowledge from previous research by a dialectic consensus opinion, seeking to incorporate, possible little overlapping opposing views, into a new solution and negotiation through which a decision can be made by NHS Improvement, that would incorporate the findings from the study. 

The Delphi study was sent to all participants on the 27th October 2022, all responses were recived back on the 11th November 2022. Put simply the intention for the Delphi study was to try to establish the level of compliance with WHO Surgical Safety checklist as well as surface any key themes and patterns from the emergent data. 

In total, 23 NHS England Trusts participated. This study was undertaken by Qualtrics as to ensure anonymity. This equates to 18% of NHS England Trusts that have operating theatres as part of their routine or emergency patient services. This study took a representative sample. The authors had no influence on the selection of participants, it was a completely random selection, due to participants volunteering, this also meant that there was no scope for the author to influence the sample and therefore the sample was not biased. The sample of staff was determined by the participants volunteering from across NHS England, it can therefore be argued, that it is possible to generalise the results for the entire research population, that is NHS England. Denscombe (2021, pp. 70) writes that “the basic principle of sampling is that it is possible to produce accurate findings without the need to collect data from each and every member of a research population”. There was a range of hierarchical agenda-for-change bands, age and professional qualification held, i.e., RGN or ODP.


Results 
For any system or process to work training should occur. Sewell et al. (2011, cited in Collins et al., 2014 and Treadwell, Lucasr and Tsou, 2014, and Patel et al., 2014) orthopaedic study in the UK, suggested the importance of education and training in changing staff perceptions. However,  worryingly 73% of responses stated that training on how to deliver the checklist was not offered by their organisation. The literature supports the development and alteration of checklists to suit the speciality. Verdaasdonk et al. (2009) found that if the WHO checklist is modified, it may influence its efficiency, but if the WHO checklist is too long or difficult, it may have a negative effect or no effect at all. Raman et al. (2016) study suggested that checklists need to be tailored to the specific task being performed.  64% of respondent stated that their trust has both generic and speciality checklists, and 32% started that only a generic SSC is available. Previous literature by Taylor, Slater and Reznick (2010, cited in Treadwell, Lucasr and Tsou, 2014 and Barimani et al., 2020) evidenced the myth of ‘time consuming’ by reporting the WHO checklist took only about two minutes on average. The results from the Delphi study found that time was a perceived barrier for the delivery of the checklist, as only 59% of respondents felt that there was enough time to undertake the SSC. Interestingly, only 32% of trusts had checklist champions. Treadwell, Lucasr and Tsou (2014) also concluded that by enlisting leaders as local champions is a positive strategy for successful implementation. To ensure that cyclical learning and continual education occurs feedback is critical, but only 59% of respondents stated that they always feedback if a never event occurs. 

With regard to if all five steps are completed, figure two shows which steps are missed. 

Figure two – Which of the five steps (six if prep, stop, block inc.) are commonly missed.
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As the literature supports, there could be many reasons or perceived barriers as to why the surgical safety checklist is not always completed.  Mahajan (2011) also found that leadership was required for successful implementation of the surgical safety checklist. Zuckerman et al. (2012) found that a shared vision of active communication was also required for successful implementation. Sewell et al. (2011, cited in Collins et al., 2014 and Treadwell, Lucasr and Tsou, 2014, and Patel et al., 2014) orthopaedic study in the UK, showed the importance of education and training in changing staff perceptions. Treadwell, Lucasr and Tsou (2014) found that barriers included surgeon resistance to changing habits, awkwardness of self-introductions and steep interpersonal hierarchy and finally, Gillespie et al. (2018) Australian study stated, the most significant barriers to using the SSC as recommended were workflow, limited knowledge about timing, content of checks, a lack of clinical leadership and dissonant attitudes. The study highlighted this, as the feedback was spread across several headings. Figure three details the perceived barriers.

Figure three – perceived barriers as to why the SSC does not get completed.
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National Safety Standards for Invasive Procedures (NatSSIPs) was published on the 7th September 2015. The intention was that the mandatory introduction of the WHO (2013) surgical safety checklist and the refinement of the three surgical ‘never events’; wrong site surgery; wrong implant or prosthesis and retained foreign object post procedure, would lead to a significant reduction in the incidence of ‘never events’ in the NHS in England. Despite these initiatives the data would suggest that this has not been the case, and a marked decrease in ‘never events’ has not materialised. The Delphi study results in figure four highlight that much needed education is needed following the launch of NatSSIPs two in 2023.

Figure four – Has the introduction of NatSSIPs helped in the delivery of the WHO SSC?
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Finally, several respondents suggested possible improvements to ensure the surgical checklist is delivered. The responses are in table four.











Table four – NHS England participants responses to improve the delivery of the checklist.

	Suggested improvements

	Create different checklists for different specialities

	every organisation has devised their own version of this and I'm sure our could be improved learning from others, their changes to the documentation over time etc.

	more medical engagement although it is better than many years ago, still feels like it is seen as a nursing/ODP paper exercise by some surgeons

	Making it an automated process within the theatre computer system so that it stops progress onto next

	there needs to be buy in from Consultants to ensure this process happens. some are excellent, others have a don't care attitude and rely on the senior nurse and the registrar

	Sharing of information between trusts on what/how audits are completed. Moving to digital WHO  Team debrief is difficult at end of busy, long list getting teams together  updated NatSSIPs/LocSSIPs by CPOC be helpful once distributed

	Improving clinical engagement at all levels in particularly higher leaders - consultants etc..

	Carrying out weekly audits to embed compliance within the teams




Discussion
The literature to support a greater understanding of the impact on the implementation of checklist is still emerging. The review to date is not intended to be exhaustive, but allowed us to begin to frame further questions, identify some of the contextual issues and plan for the second Delphi round. The use of a Delphi study was borne out of our curiosity to see to what the theatre safety experts (Matrons, Managers and clinical educators) thought of the current checklist across England since its introduction thirteen years ago. Contextually we can anticipate that Invasive procedures in the NHS and indeed in healthcare globally will continue to rise, in part as a result of the advancement of new supportive technologies, such as robotics and enhanced minimally invasive approaches. Furthermore, access to such treatments is being made more readily available to a different patient groups whose needs and longer-term rehabilitation can be more complex and demanding. Whilst in this regard clinical outcomes, quality of life, and indeed life expectancy can be improved and extended, this is only the case if surgery takes place within optimum conditions. Taking all other factors into consideration the number of never events continues to remain a constant yet stubborn patient safety concern. 

Whilst it was not the intention to undertake comparison, it was  found that of the Trusts that responded, the prevalence of no formal training and a small number of champions may actually result in poor adherence to the checklist. It is acknowledged that we are not yet in a position to draw further conclusions as the proceeding Delphi study round is looking at the effectiveness of theatre checklist and local safety standards for invasive procedures (LocSSIPs). In acknowledging that the participant rate was 18%, it cannot claim to know how other Trusts are utilising the SSC, that said given the timing and context in which the Delphi study was carried out, it is appreciated that other priorities could have impact on ability and willingness to participate. Nevertheless, it was perhaps surprising to discover that time, and the apparent lack of clinical engagement from surgeons are still an issue over a decade after the initial launch. The study has also raised questions that will be answered in the second Delphi round. 

Conclusion
To conclude there is still much work needed to ensure that the surgical safety checklist is fully accepted and used in the operating theatre. It is not possible to say from only one Delphi study round whether the lack of compliance leads to greater risk of never events occurring, certainly those that particularly involve intra-operative never events. 

Whilst statistical analysis is important, the study hints that a greater qualitative understanding is needed of the factors that impact upon the persistence of ‘never events’. Given the paucity of the current literature, examples from never events  and the stubbornness of the data to improve as acted as a catalyst for further investigation.

The intention is not to single our Trusts for criticism based on  non-compliance and without greater appreciation of context. Murphy (2016) has pointed to poor communication and lack of leadership as being common factors in the causation of procedural mishaps. Rather than criticism, the focus needs to shift from simply understanding adverse events, to the introduction of measures that will prevent their occurrence. The application of LocSSIPs 2 must ensure that the clinical approach to safety is the same, irrespective of the location, time, and resources available. Similarly, Radcliffe (2016) affirms that such standards aim to minimise risks of variation in practice, moreover safety standards are aimed at embedding best practice by minimising the risk of variation, maximising consistency, and therefore ensuring harmonisation across organisations.

Wali et al. (2020) paper conclude that high quality training is integral to ensuring that checklists are mistaken for or treated as a tick-box exercise. Atul Gawande’s (2012, cited in Wali, Halai and Koshal, 2020) checklist manifesto describes how the surgical safety checklist “provides reminders of only the most critical and important steps, the ones that even the highly skilled professionals using them could miss. Likewise, collaborate and interdisciplinary approaches do not always feature in the literature, and to conclude, teamworking and team learning are essential to effective implementation. 

Finally, the second and third Delphi study rounds will enhance and add to the current knowledge and literature and provide an over-arching view of the current practice and what needs to change in order for full compliance of the surgical safety checklist. It is realising along with Radcliffe (2016), that these standards alone cannot prevent ‘never events’ from occurring, but when combined with the staff education, the promotion of teamwork, and human factors training, that these measure must go some way to ensure that the triad designed to standardise, educate and harmonise is complete 
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