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ABSTRACT 
Background: The Surgical Safety Checklist (SSC) is an essential tool to improve 
patient safety and reduce surgical complications. This study aimed to provide an 
overview of the implementation of the Surgical Safety Checklist among anesthesia 
practitioners in Indonesia.  
Methods: This study employed a descriptive quantitative design with a cross-
sectional approach. A total of 369 anesthesia practitioners were selected using a 
cluster sampling technique. Data were collected using a structured questionnaire 
consisting of 30 items covering three phases of SSC implementation: sign-in, time-
out, and sign-out. Data were analyzed using univariate analysis and presented as 
frequency distributions and percentages.  
Result: The results showed that the majority of respondents were male (54%), aged 
≤30 years (52%), had a Diploma IV level of education (59%), and had participated 
in patient safety training (70%). The implementation of SSC was categorized as good 
in the sign-in phase (71%), followed by the sign-out phase (60%) and the time-out 
phase (55%), which had the lowest compliance level.    
Conclusion: In conclusion, the implementation of the Surgical Safety Checklist 
among anesthesia practitioners in Indonesia is generally good but not yet optimal, 
particularly in the time-out and sign-out phases. Continuous training, supervision, 
and institutional support are recommended to improve consistency and 
completeness in SSC implementation, thereby enhancing patient safety and 
reducing the risk of surgical complications. 
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INTRODUCTION 

Patient safety is currently a primary concern for healthcare providers, particularly for 
patients receiving anesthesia services. Anesthesia is considered a high-risk procedure that 
requires strict safety measures to ensure optimal surgical outcomes and prevent adverse events 
during perioperative care. Therefore, ensuring patient safety in anesthesia practice is a critical 
responsibility for all healthcare professionals involved, including anesthesia practitioners. The 
Surgical Safety Checklist (SSC) is an important tool developed to enhance surgical safety and 
reduce mortality and complications associated with surgical procedures (Klase et al., 2016). The 
implementation of the SSC involves multidisciplinary collaboration, including surgeons, nurses, 
and anesthesia practitioners, who play a crucial role in ensuring patient safety throughout the 
surgical process. The proper use of SSC has been shown to improve the quality and safety of 
surgical care (Purwanti et al., 2022). Evidence from a multicenter study conducted in eight 
hospitals worldwide demonstrated that the implementation of SSC significantly reduced mortality 
rates from 1.5% to 0.8% and complication rates from 11.0% to 7.0% (Haynes et al., 2009). 

https://journal.bspjournal.com/index.php/JoINS
mailto:lusianadevi888@gmail.com


13 

 

Despite its proven benefits, the implementation of SSC in clinical practice remains 
suboptimal in many settings. A study conducted by Molina et al. (2016) in South Carolina hospitals 
found that only 54.1% of surgical teams consistently used SSC, even though 73.6% 
acknowledged its effectiveness in preventing complications. Similarly, research by Sendlhofer et 
al. (2015) at the University Hospital Graz, Austria, reported high overall usage (95.3%), but 
variations were observed among professional groups, with anesthesia practitioners and surgical 
nurses demonstrating different levels of compliance compared to surgeons and anesthesiologists. 
In Indonesia, the implementation of SSC also shows varying results and is not yet optimal. 
Sandrawati et al. (2013) reported that SSC implementation in operating rooms was still relatively 
low at 55.9%. Another study by Selano et al. (2019) found that 78.3% of SSC forms were 
incompletely filled. Similarly, Yuliati et al. (2019) reported that SSC implementation in a hospital 
setting was still inadequate at 52.2%. In contrast, Klase et al. (2016) found that 90.5% of operating 
room personnel perceived the WHO SSC as easy to implement. Furthermore, a study by 
Darmapan et al. (2022) in Bali Province showed that anesthesia practitioners demonstrated good 
compliance in implementing SSC (96.1%). However, another study by Karniawan (2020) found 
that although SSC implementation was generally good, compliance behavior was only 68.33%, 
indicating inconsistencies in practice. 

The Surgical Safety Checklist is an essential component that must be consistently 
implemented by anesthesia practitioners to prevent adverse events during surgical procedures. 
Its application has been proven to reduce complications related to both surgery and anesthesia, 
as well as to improve teamwork among healthcare providers (Haugen, Sevdalis, & Søfteland, 
2019). However, challenges remain, particularly in the consistent implementation of SSC at critical 
stages such as sign-in, time-out, and sign-out. Given the important role of anesthesia practitioners 
in maintaining patient safety during surgical procedures, it is necessary to explore how SSC is 
implemented in practice. Therefore, this study aims to provide an overview of the implementation 
of the Surgical Safety Checklist among anesthesia practitioners in Indonesia. The findings of this 
study are expected to contribute to the development of policies and programs to optimize SSC 
implementation and improve patient safety outcomes. 

 
METHODS 

This study employed a descriptive quantitative research design with a cross-sectional 
approach conducted in Indonesia. The study aimed to provide an overview of the implementation 
of the Surgical Safety Checklist (SSC) among anesthesia practitioners. The population in this 
study consisted of all anesthesia practitioners in Indonesia, totaling 4,741 individuals. The sample 
size was determined using a sample size calculation formula with a 5% margin of error, resulting 
in 369 respondents. The sampling technique used was cluster sampling, in which respondents 
were selected based on regional distribution across Indonesia. The inclusion criteria were: (1) 
anesthesia practitioners working in government or private hospitals, (2) having a valid registration 
certificate (STR) as an anesthesia practitioner, and (3) willingness to participate in the study. The 
exclusion criteria were anesthesia practitioners who were not willing to become respondents or 
did not complete the questionnaire. 

Data were collected using a structured self-administered questionnaire designed to 
measure the implementation of the Surgical Safety Checklist. The questionnaire consisted of 30 
statements divided into three phases of SSC implementation: sign-in, time-out, and sign-out, with 
10 statements for each phase. Each item assessed the level of implementation of SSC practices 
in clinical settings. Prior to data collection, the instrument was tested for validity and reliability to 
ensure its accuracy and consistency. Data collection was conducted online to facilitate broader 
participation from anesthesia practitioners across different regions in Indonesia.  

Data analysis was performed using the Statistical Package for the Social Sciences (SPSS). 
Univariate analysis was used to describe the distribution of respondents’ characteristics and the 
level of SSC implementation in each phase. The results were presented in the form of frequency 
distributions, percentages, and descriptive summaries. 
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RESULTS 
Table 1. Frequency distribution of respondent characteristics (n = 369). 

Respondent Characteristics Frequency (f) Percentage (%) 

Sex   

Male  201 54 

Female  168 46 

Usia   

≤ 30 Year 194 52 

>30 Year 175 48 

Last Education   

D III 106 29 

D IV 221 59 

S1 36 10 

S2 6 2 

DPD IPAI   

Bali 203 55 

Sumatra Utara 123 33 

Maluku Utara 43 12 

Patient safety training   

Yes 260 70 

No 109 30 

Based on Table 1, the characteristics of respondents regarding gender, the majority of 

respondents were male, namely 201 (54%).  

 

Table 2. Implementation of the Surgical Safety Checklist during the sign-in phase among 

anesthetists in Indonesia (n = 369). 

Implementation Category Frequency (f) Percentage (%) 

Good 260 71 

Not Good 109 29 

Based on Table 2, it can be seen that as many as 260 (71%) anesthetists carried out the 
Surgical Safety Checklist in the sign-in phase well. Meanwhile, 109 (29%) other anesthetists 
carried out the Surgical Safety Checklist during the sign-in phase poorly. The results of this study 
indicate that the majority of anesthetists implemented the Surgical Safety Checklist at the sign-
in phase in the good category. 

 

Table 3. Implementation of the Surgical Safety Checklist in the time-out phase among 
anesthetists in Indonesia (n = 369). 

Implementation Category Frequency (f) Percentage (%) 

Good 203 55 

Not Good 166 45 

Based on Table 3, it can be seen that as many as 203 (55%) anesthetists carried out the 
Surgical Safety Checklist in the time-out phase well. Meanwhile, 166 (45%) other anesthetists 
carried out the surgical safety checklist during the time-out phase poorly.  

 

Table 4. Implementation of the Surgical Safety Checklist at the sign-out phase for anesthesia 
practitioners in Indonesia (n = 369). 

Implementation Category Frequency (f) Percentage (%) 

Good 220 60 

Not Good 149 40 

Based on Table 4, it can be seen that as many as 220 (60%) anesthetists carried out the 
Surgical Safety Checklist in the sign-out phase well. Meanwhile, 149 (40%) other anesthetists 
carried out the surgical safety checklist during the sign-out phase poorly.  
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DISCUSSION 
The results of this study indicate that the majority of respondents who complied with the 

implementation of the Surgical Safety Checklist were male. This suggests that gender may 
influence compliance with SSC implementation. Men are often considered to have stronger 
physical and mental readiness to handle the high demands of the operating room, where all 
actions must be performed quickly, accurately, and in a well-coordinated manner. However, 
these findings are not entirely consistent with other studies that report no significant differences 
between men and women in terms of work roles, productivity, or job satisfaction. This implies 
that both men and women essentially have equal potential in carrying out their professional 
responsibilities, and that differences in compliance may be influenced by factors beyond gender. 

In addition, based on the respondents’ educational background, the majority held a D-IV 
level of education. A higher level of education enables individuals to more easily receive and 
understand health-related information, leading to broader knowledge. This, in turn, supports 
better decision-making abilities and contributes to greater compliance in implementing safety 
procedures such as the Surgical Safety Checklist. Even though the majority of anesthetists only 
have D-IV education, they still carry out SSC well. This is because the Surgical Safety Checklist 
is an examination that must be carried out to prevent unwanted events. In fact, based on the 
Regulation of the Minister of Health of the Republic of Indonesia No. 1691 of 2010 concerning 
hospital patient safety, it is required that the implementation of the surgical safety checklist in the 
operating room be 100% to eliminate worrying problems and the possibility of errors being 
resolved in the operation. Characteristics of respondents in this study, the majority of whom 
participated in patient safety training: 260 people (70%). According to Yuliati et al. (2019), there 
is a significant relationship between training and the implementation of the surgical safety 
checklist. This is because all the training provided becomes the basis for nurses to implement 
patient safety. Successful implementation of the surgical safety checklist depends on staff 
training to increase knowledge and compliance. This training, such as basic life support, is an 
absolute requirement for an anesthetist in the operating room. The training provided becomes 
the basis for anesthesia practitioners to implement patient safety. 

This research is in line with Melekie & Getahun (2015), who stated that the sign-in phase 
at SSC is the phase that is best and most often done. This indicates that the majority of 
anesthetists have carried out a thorough sign-in in accordance with the surgical safety checklist 
according to WHO 2008, which includes checking the patient's identity before induction, ensuring 
the operation side, re-confirming the action plan to be carried out on informed consent, ensuring 
the anesthesia machine and equipment monitoring function well, assessing airway difficulties, 
and confirming the patient's allergy history. However, there is a point that is rarely made, namely 
that the anesthesia practitioner ensures that blood products are available. This is supported by 
Dwiyanti and Jati (2019), who state that signing in is a preparatory stage for surgery to identify 
patients, where the anesthesia nurse plays a role in this. The results of this study were also 
supported by the majority of anesthesia practitioners answering always and often to all statement 
items regarding sign-in implementation. 

The results of this study indicate that the majority of anesthesia practitioners implemented 
the Surgical Safety Checklist in the time-out phase in the good category. This research is in line 
with Mawaddah et al. (2018), who found that some respondents carried out time out well, with all 
members of the operations team starting the time out by stating their names and roles in the 
operation to ensure that all teams were in the same operating room that would be used. 
According to WHO (2008), time out is a phase where each member of the operations team 
introduces themselves and explains their respective roles.In this study, the majority of 
anesthetists had implemented time outs in accordance with the surgical safety checklist 
according to WHO 2008, such as anesthetists ensuring the patient's position before incision, 
monitoring closely during the anesthesia procedure, anesthesia directors ascertaining factors 
complicating the anesthesia procedure, and anesthesia directors estimating the duration of 
anesthesia.  However, there are points that are rarely done, such as introducing yourself, reading 
the patient's name again, and ensuring that antibiotic prophylaxis has been given 1 hour before 
the procedure. The operator must ensure that everyone in the operating room knows each other. 
Before making the first incision in the skin, the operator confirms in a loud voice that they are 
performing the appropriate surgical procedure on the right patient and that the incision is in the 
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right place. Don't forget to confirm that prophylactic antibiotics have been given 1 hour before the 
incision. The results of this study are also supported by the majority of anesthesia nurses always 
answering all statement items regarding time out. This research is in line with Mawaddah et al. 
(2018), which state that time out is started by all members of the operating team by stating their 
respective names and roles in the operation to ensure that all teams are in the same operating 
room that will be used. 

The results of this study indicate that the majority of anesthetists carry out the surgical 
safety checklist in the sign-out phase well. The same results were shown by previous 
researchers, who stated that the majority of respondents carried out the surgical safety checklist 
in the good category at the sign-out phase (Hermawan et al., 2014). According to WHO (2008), 
sign-out is a phase before removing the patient from the operating room, where several points 
of the SSCs are carried out to facilitate the transfer of information related to the patient's 
caregivers, especially after surgery. The results of this study are also supported by the majority 
of anesthetists, who always answer several statement items regarding sign-out. However, there 
are points that are rarely done, such as the anesthesia director carrying out a handover with the 
inpatient/ICU nurse, the anesthesia director and the entire team involved in discussing the 
patient's recovery plan, the anesthesia director conveying important things related to the patient's 
recovery to the team members, and the anesthesia director writing down the date and verification 
hours related to patient care in the treatment room. 

In this study, the majority of anesthetists carried out a thorough sign-out in accordance with 
the surgical safety checklist according to WHO 2008, which includes carrying out a sign-out 
before the patient is transferred to the recovery room, recording important events during the intra-
anesthesia procedure, assessing the patient's level of consciousness, and assessing the 
presence of obstructions, breathing, collaborating with the anesthetist to determine pain 
management, conducting discussions between the team for the patient's recovery plan, checking 
the patient's hemodynamics before going to the recovery room, writing down the verification date 
and time regarding patient care in the treatment room, and carrying out handovers with the 
inpatient/ICU nurses. The sign-out phase has an important role and needs to be implemented as 
well as possible to protect patients from unwanted events. This is because the effects of 
anesthetic drugs can have a bad impact on the patient and ignore patient safety. If post-operative 
care related to anesthesia treatment is not carried out properly, then the patient can become a 
victim. Therefore, checking patient safety using the surgical patient safety sign-out phase is very 
important to do (Hermawan et al., 2014). 
 
CONCLUSION 

The implementation of the Surgical Safety Checklist (SSC) among anesthesia practitioners 
in Indonesia is generally good across all phases, with the highest compliance observed in the 
sign-in phase, followed by sign-out and time-out, although it has not yet reached optimal levels. 
These findings suggest that while practitioners demonstrate adequate knowledge and practice, 
particularly in the preparation stage, there are still gaps in consistency, especially in the time-out 
and sign-out phases that involve critical communication, coordination, and documentation. 
Compliance is influenced by factors such as education level and participation in patient safety 
training, which supports better implementation. However, incomplete adherence to several 
checklist components indicates the need for ongoing training, strengthened supervision, and 
institutional support. Therefore, it is recommended that healthcare institutions enhance regular 
training programs, reinforce monitoring systems, and standardize SSC implementation to improve 
consistency and maximize patient safety outcomes. 
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