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Aim of the study:
To evaluate the outcome of surgical safety practices at Pediatric Surgery Operating Room(OR) 
Methods:
Study of OR records from 01 Jan 2005 to 31 Dec 2016(12 years), along with standard operating procedures(SOP) of surgical safety techniques was done to look for any adverse incidents that occurred with respect to patient identification, site and side of surgery, transfusion mismatch, sponge and needle counts. The protocols being followed in addition to the Surgical safety checklist of WHO 2007 were analysed. 
Result : 
24604 surgeries(21948 routine, 2656 emergency) were performed during the study period. Routine surgeries were performed in a dedicated OR. Surgical safety protocols had been laid down in the  OR in 1970, which.The WHO surgical safety checklist was  incorporated in 2009. Patient identity , site and side of proposed surgery were confirmed during pre-anesthetic check, preoperatively in the ward, and by the scrub nurse, surgeon and anesthetist before the surgery. Request for blood products was accepted at the blood bank only after verification of the signatures on the blood sample vial. Sponge and needle counts before and after the surgery were done by two nurses separately. There were no instances of wrong patient identification, side or site of surgery or transfusion mismatch. Gauze counting mismatch before wound closure occurred 40 times, which was always retrieved on searching, though this had delayed wound closure by 2-56 minutes. Accidental breakage of needles occurred 9 times, located  by visual inspection 6 times and located with ‘C’ arm guidance before retrieval on 3 instances. 
Conclusion : 	
[bookmark: _GoBack]Surgical safety protocols involving manual checks at multiple levels  has minimalised human error and ensured patient safety in the OR. This is in addition to the WHO surgical safety checklist. Retaining the original protocols helped to avoid any mishap due to non familiarity with the new Check list. 


Surgeries 01st Jan 2005 - 31st Dec 2010
Column1	Routine	Emergency	21948.0	2656.0	