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Abstract

Background Accurate and thorough surgical ward round documentation is crucial for maintaining quality clinical
care. Accordingly, checklists have been proposed to improve ward round documentation. This systematic review
aimed to evaluate the literature investigating the use of checklists to improve surgical ward round documentation.
Methods MEDLINE, EMBASE, and PsycINFO were searched on August 16, 2021. Study selection, data extraction,
and risk of bias assessment were performed in duplicate. We included English studies that investigated the use of
checklists during ward rounds in various surgical subspecialties compared to routine care, where the rates of
documentation were reported as outcomes. We excluded studies that used checklists in outpatient, non-surgical, or
pediatric settings. Due to heterogeneity of outcome measures, meta-analysis was precluded. This study was registered
with PROSPERO (ID: CRD42021273735) and followed the Preferred Reporting Items for Systematic Reviews and
Meta-Analyses 2020 (PRISMA 2020) reporting guidelines.

Results A total of 206 studies were identified, only 9 were suitable for inclusion. All included studies were single-
center observational studies, spanning across seven surgical specialties. Rates of documentation on 4-23 parameters
were reported. Documentation for all measured outcomes improved in 8/9 studies; however, statistical analyses were
not included. There was a high risk of bias due to the nature of observational studies.

Conclusion Ward round checklists can serve as a useful tool to improve inpatient care and safety. Currently, there is
no high-level evidence showing the effectiveness of checklists on ward round documentation. The synthesis of results
indicates that further high-quality research is imperative.
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Introduction

Ward rounds are fundamental components of in-hospital
surgical care. Usually, at least once daily, the treating team
will visit each patient under their care. Surgical consul-
tants, fellows, registrars, and students will be joined by
nurses, allied health professionals, and other staff involved
in patient care. Typically led by a senior doctor, there will
be a review of patient progress, refinement of diagnosis,
initiation of treatment, and discharge planning [1], while
junior doctors document the discussion in paper case notes
or electronic medical records [2—4].

Ward round quality and documentation can influence
patient outcomes [3, 5], and the quality of postoperative
care can have more of an effect on surgical outcomes than
the operation itself [6]. Ward round documentation serves
as a communication tool that facilitates the continuity of
care and is often the only correspondence between treating
teams [7]. Poor communication between clinical teams can
lead to patient complications [8—11], thus it is imperative
that ward round documentation is thorough to ensure the
highest quality of patient care [12].

Surgical teams are routinely under time pressure [13],
and as a result ward rounds can become unstructured,
highly variable, and rushed, leading to poor documentation
and the potential to overlook important aspects of patient
care [5, 14, 15]. To ensure a consistent standard of care, the
implementation of standardized checklists can be effective
[16, 17]. Ward round checklists are defined as a pre-de-
termined list of items and agendas to be carried out and
checked daily. They outline the tasks that are required and
the order they are to be performed [18, 19]. Checklists may
be useful for rotational members that may not be familiar
with the unit protocols, during handover periods, and
periods of decreased staffing, such as holidays and week-
ends. However, the effectiveness of ward round checklists
for improving surgical ward round documentation is
unclear. This systematic review aims to investigate the
impact of surgical ward round checklists on the rates of
documentation.

Methods

This systematic review was registered with PROSPERO
(ID: CRD42021273735) and followed the Preferred
Reporting Items for Systematic Reviews and Meta-Anal-
yses (PRISMA) reporting guidelines [20]. Research ques-
tions were framed using the PICO guidelines [21]. The
population was doctors caring for surgical inpatients. The
intervention was any checklist used in an inpatient multi-
disciplinary ward round setting. When reported, the
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comparator comprised ward rounds performed without a
checklist. Outcomes of interest were rates of documenta-
tion as reported by the authors such as: history, examina-
tion, venous thromboembolism (VTE) assessment,
antibiotic stewardship, dietary plan, estimated discharge,
and subjective measures. Exclusion criteria included
checklists used for non-surgical ward rounds, checklists
used in the outpatient setting, and studies that reported
results for less than 20 patients. Abstracts and poster pre-
sentations were excluded, as well as non-English studies.

Search strategy

A systematic literature search was performed on August
16, 2021, using MEDLINE, EMBASE, and PsycINFO
databases. The search was restricted to peer-reviewed
studies published after January 1, 1980. Preliminary sear-
ches did not identify any suitable studies prior to 1993.
However, the authors agreed upon the date restriction of
1980 to ensure the search remained comprehensive. Sear-
ches were designed with input from a biomedical research
librarian. Key search terms were: [(ward round* or clinical
round* or teaching round* or patient round*).mp. OR
Teaching Rounds/AND Documentation/OR (document* or
template* or checklist* or proforma* or check-list* or
ticklist* or tick-list*).mp. AND exp Specialties, Surgical/
OR (surgery or post-operative or postoperative).mp. AND
limit 10 to yr = “1980 —Current”]. The full search strategy
can be viewed in supplementary material (Supplementary
Fig. 1).

Study selection

Two authors (ET and YT) independently screened titles
and abstracts generated from the systematic search. This
was facilitated using standardized pre-piloted forms via
web application (Covidence; Veritas Health Innovation,
Melbourne, VIC, Australia). Full-text articles deemed to be
relevant on title and abstract screening were reviewed by
both authors independently. Any disagreements were
resolved by a third reviewer (JE). Reference lists of
included studies were screened for suitable studies.

Data extraction

A pre-filled form was used to extract data from included
studies. Two authors (ET and YT) extracted the data to
populate the form. Findings were compared and disagree-
ments were resolved by discussion. Fields on the form
included first author, year of publication, journal, country,
study period, type of study, aim, number of patients,
cohort, specialty, interventions, style of checklist/proforma,
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safety parameters measured, outcomes, strengths/weak-
nesses, control, and other.

Data analysis

Extracted data were synthesized in narrative and tabular
formats. Study outcomes were analyzed in qualitative and
quantitative fashion. Meta-analysis was precluded due to
significant heterogeneity in included study endpoints. The
Newcastle—Ottawa scale was used to assess methodology
quality of the included non-randomized observational
studies [22]. The authors independently (ET, YT) assessed
the data and then compared their results, any disagreements
were resolved via discussion. Attempts were made to
obtain missing data by contacting the corresponding
author.

Results
Search results

A flow diagram outlining the results of study selection is
shown in Fig. 1. The systematic search found a total of 206
records (158 on EMBASE and 48 on MEDLINE), with 7
additional studies found through reference pearling. After
duplications were removed, a total of 182 articles were
determined suitable. Of these, 152 articles were excluded,
leaving 30 articles for full-text review. Studies that were
included for full-text review but were excluded due to not
meeting inclusion criteria can be found in supplementary
material (Supplementary Table 1). After selection criteria
were applied, 9 articles were deemed suitable for inclusion
and analysis.

Study findings

Nine studies were included in this systematic review. The
oldest study was published in 2011, the most recent in
2019. These studies were conducted in the United King-
dom (n = 5), Australia (n = 2), Ireland (n = 1), and New
Zealand (n = 1). The specialties included in the studies
were general surgery (n =4), vascular surgery (n = 2),
plastic surgery (n = 1), acute surgery (n = 2), urology
(n = 2), neurosurgery (n = 1), and orthopedic surgery
(n=1). All included studies were single-center studies:
eight were pre- and post-intervention observational studies
and one described both pre- and post-intervention and
cross-sectional results. Study periods varied from 8 days to
3 years. A summary of the characteristics of the included
studies can be viewed in Table 1, and the full table can be
viewed in supplementary material (Supplementary
Table 2).

Checklist format varied across the studies. In four
studies, proforma stickers were inserted directly into case
notes by the investigators [3, 23-25]. These were small,
checklist style stickers providing guidance about what to
include in a ward round (such as estimated discharge date).
Four studies used loose paper that clinicians directly wrote
on, and these became part of the case note and patient
record [7, 8, 14, 26]. The final study used a laminated
poster that was displayed in the office but not on the ward
[27]. Three of the paper-based checklist studies involved
‘Plan, Do, Study, Act’ (PDSA) cycles, where the checklist
was amended after each round [25-27]. All included
studies used paper-based case notes.

A range of 4-23 outcomes were reported in the included
studies, with the most common being: ‘observations/vitals’
(n = 6/9), ‘management plan’ (n = 5/9) ‘dietary plan’
(n =5/9), ‘signature’ (n = 4/9), ‘examination’ (n = 4/9),
‘fluid balance/ prescription’ (n = 4/9), ‘VTE assessment’
(n = 4/9), and ‘impression’ (n = 4/9). Overall, there were
40 distinct outcomes measured across the nine studies. Of
these, 25 outcomes were reported in more than one study
(summarized in Table 2). The full table for all outcomes
measured can be viewed in supplementary material (Sup-
plementary Table 3). Overall, observations/vitals, review/
request of blood test results, fluid balance (including pre-
scription of intravenous fluids), and VTE assessment, all
reported the biggest increases in documentation compli-
ance. Only two studies reported overall documentation
compliance, which increased in all outcomes (18-53%)
[3, 23]. In one study, ‘Signature’ [25] was the only out-
come that decreased in documentation compliance, but this
was not statistically significant. Improvement in docu-
mentation for all but one outcome [25] was found in three
studies [8, 23, 25]. Despite this, slightly less than half
(47%) of the outcomes measured were statistically signif-
icant. Five other studies also demonstrated an improvement
in documentation compliance in all outcomes; however,
statistical significance was not reported [3, 7, 13, 26, 28].

Risk of bias

A summary of the risk of bias of the studies is presented in
Table 3, and the full risk of bias assessment can be found in
supplementary material (Supplementary Table 4). Included
studies scored between three and six out of a possible nine
stars. Three out of the nine studies were blinded.

Discussion
The nine included studies were heterogenous in study

design, interventions used, and outcomes measured. All
studies used paper-based notes/checklists. There was a high
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Identification

[ Identification of studies via databases and registers

Studies identified from:
Databases (n=206)
Additional studies identified
via included study reference
pearling (n=7)

Studies removed before
screening:
Duplicate records removed
(n=29)
Duplicate records removed
from additional articles (n=2)

l

Screening

Studies screened based on title
and abstract (n=182)

i

Studies excluded based on title
and abstract (n=152)

Studies sought for retrieval

(n=30)

Studies not retrieved
(n=0)

Studies assessed for eligibility
(n=30)

Included

Studies included in review
(n=9)

Studies excluded (n=21):
Abstract only (n=8)
Wrong outcomes (n=5)
Wrong patient population
(n=3)

Follow up study (n=1)
Non-English (n=1)

Poster study (n=1)
Wrong setting (n=1)
Wrong study design (n=1)

Fig. 1 PRISMA flow diagram

risk of bias in the included studies. While each study used a
unique checklist intervention, eight common outcomes
were measured in four or more studies. Despite the positive
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trend of improved documentation, only one study described
the impact on patient outcomes, where errors in prescrip-
tion, antibiotic use, fluid balance, patient observations, and
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Table 1 Summary of included studies characteristics

Author, Year Study Participants Blinding  Intervention Comparator

Period

Al-Mahrougqi H 6 months 5-6 Consultant surgeons, Blinded Sticker-based proforma with free-text space and Routine-
et al., 2013 Registrars, and House Officers checklist selection to be attached to ward care
[23] in each arm round notes

Banfield D et al., 3 years Not stated Unblinded Laminated checklist kept in handover office Routine-
2017 [27] care

Dhillon P et al., 8 days 5 consultant-led teams Unblinded Sticker-based proforma with free-text space and Routine-
2011 [24] circle selection to be attached to ward round care

notes

Dolan R and 1 week Not stated Unblinded Printed ward round proforma placed in patient  Routine-
Broadbent P, notes with free-text space and circle selection care
2016 [7]

Gilliland N et al., 3 months Not stated Unblinded Printed ward round proforma placed in patient  Routine-
2018 [26] notes with free-text space and circle selection care
Krishnamohan N 8 months Not stated Blinded Sticker-based checklist with tick boxes and free- Routine-
et al., 2019 [3] text space to be attached to ward round notes care
NgJetal, 2018 6 months Not stated Unblinded Cycle 1: Sticker-based proforma with free-text ~ Routine-
[25] space and circle selection to be attached to care

ward round notes
Cycle 2: Sticker-based checklist with tick boxes
and free-text space to be attached to ward
round notes
Pitcher M et al., 4 weeks Not stated Blinded Printed ward round proforma placed in patient ~ Routine-
2015 [14] notes with free-text space and tick boxes care
Talia A et al., 4 weeks  Four junior medical staff, Blinded Printed ward round proforma placed in patient ~ Routine-
2017 [11] consistent in both arms notes with free-text space and tick boxes care

the number of diagnosed VTE cases were reduced with the
use of a checklist [3]. Few studies assessed the effect of
ward round checklists on patient outcomes, these include
improved patient-perceived quality of care as well as
reduced errors in prescription [29, 30]. From this review,
the authors were unable to determine which individual
items on the checklist had an impact on patient outcomes.
As the primary function of the ward round is to create and
set in motion plans for patients, it would be of importance
that details regarding management plans are accurately
documented. Future studies could be designed to investi-
gate if checklists have an impact on the documentation of
management plans and whether this documentation affects
patient outcomes. Although the study population targeted
doctors conducting ward rounds for surgical inpatients, the
consistency of teams or individual doctors was described in
only 1/9 studies [7], which reduces the strength of the
results.

The introduction of the World Health Organization’s
(WHO) Surgical Safety checklist is undoubtedly one of the
most prominent successes of implementation of a checklist
in medicine [31]. This preoperative checklist was intro-
duced in 2008 and has been successful in reducing surgical
complications and mortality [17, 31]. Checklists help focus

cognitive efforts on complex problems rather than wasting
it on routine tasks and they ensure critical tasks are not
skipped, whether due to memory, or a false sense of
security [32]. Previous systematic reviews looking at
checklist implementation show benefits to patient safety
without impacting quality of care [33, 34]. Checklists
improve documentation compliance, understanding of
daily goals [35, 36], perception of teamwork [37], and
patient outcomes across various clinical settings [33, 34].
Additionally, checklist use has demonstrated to decrease
length of stay [36, 38], reduce critical information loss
[39], technical errors [40], and overall adverse outcomes
[41].

Many surgical errors occur outside the operating room
(53-70%) [42-44]. This highlights a gap in the areas of
health care such as the hospital ward round. The UK
General Medical council proposed recommendations and
guidelines for good documentation practice which include
documenting clinical findings, decisions made, information
given, any drugs provided to the patient, and who wrote the
record [25, 45]. A popular structure of the ward round that
adheres to these guidelines is the use of headings ‘Sub-
jective, Objective, Assessment, and Plan,” or simply known
as SOAP [7]. Limitations to using SOAP include brevity,
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Table 2 Outcomes showing changes in rates of documentation after checklist implementation

Outcomes Al- Banfield  Dhillon Dolan Gilliland ~ Krishnamohan Ng Pitcher Talia
Mahrougqi 2017 [28] 2011 [24] 2016 2018 [26] 2019 [3] 2018 2015 2017
2013 [23] [7] [25] [27] [11]
Details Date & Time 35% 2%
Team name 57% 5%
Signature 2% 4% —5%
Grade 38% 57%
Presence of 38% 65% 78%
nurse
Subjective  History 67% 34%
Subjective 16% 34%
Objective ~ Examination 52% 39% 18%
NEWS 93% 42%
Observations/ 46% 36% 53% 36% 53% 6%
vitals
Cannulas 88% 74%
Wounds/drains 44% 32%
Antibiotics 100% 39% 77% 39%
Bloods Test 70% 57% 51% 57%
Review/
request
Drug 60% 74% 60%
chart review
Fluid balance/ 79% 68% 85% 68%
prescription
Bowel chart 24% 50%
VTE 63% 46% 46% 85%
assessment
Assessment Impression 21% 27% 52% 48%
Plan Management 54% 2% 2% 5%
plan
Dietary plan 10% 67% 50% 61%
EDD 20% 48%
Overall 18% 53% 53%
Table 3 Risk of bias assessment using the Newcastle-Ottawa scale
Study Selection Comparability Outcome Total
Al-Mahrougqi H et al., 2013 [23] 2 1 3 6
Banfield D et al., 2017 [27] 0 0 3 3
Dhillon P et al., 2011 [24] 3 0 3 6
Dolan R and Broadbent P, 2016 [7] 1 0 3 4
Gilliland N et al., 2018 [26] 1 0 3 4
Krishnamohan N et al., 2019 [3] 1 0 3 4
Ng J et al., 2018 [25] 1 0 3 4
Pitcher M et al., 2015 [14] 1 1 3 5
Talia A et al., 2017 [11] 2 1 3 6
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order of the acronym, and inability to integrate time into its
framework [46]. Despite the limitations, the acronym
assists good diagnostic reasoning and provides an easy-to-
follow guide to documentation [46]. Recommendations
from The Royal College of Physicians and The Royal
College of Nursing highlight the importance of checklists
for minimizing medical errors, ensuring thorough docu-
mentation, and the promotion of cost-effective strategies to
timely discharge [47]. Current literature suggests that
checklists can improve patient documentation and effective
communication in hospitals [3, 48].

Perception

Checklists were found to be useful for learning, as a guide
to documentation, and contributed positively to patient
safety outcomes [3, 27]. Checklists serve as a platform to
empower junior doctors to ask important questions
regarding patient care in an otherwise intimidating envi-
ronment [27]. The overall perception of ward round
checklists (from this systematic review and previous
studies) is positive [30, 49-53]. However, some clinical
staff are hesitant incorporate checklists into the ward round
as they feel it will increase time spent on the ward round
[54]. Hence, a checklist that would encourage long-term
use would need to be easy to implement and have robust
evidence regarding improvement in patient safety [17].

Quality of documentation

The primary goal of a ward round checklist is to ensure
observations and discussions are recorded accurately and
efficiently, yet the quality and accuracy of the documen-
tation were not assessed in any of the included studies.
There is limited literature regarding how accurately ward
round documentation reflects the events/discussion that
occurred during the ward round. A concern regarding the
use of checklists is that it may propagate copy and pasting
of patients’ medical records, especially when records are
kept electronically [55]. Documentation of a plan does not
reflect that the plan has been carried out. Such can occur in
the prescription of medications and intravenous fluids,
where administration nor appropriateness are documented.
This may be reflective of one study [3], where despite the
increase in the rates of documentation of VTE prophylaxis
prescription, the number of diagnoses of VTE cases did not
decrease dramatically (11 vs. 10). This may have occurred
due to errors in prescription or in delivery. There may be
other confounding factors, but this highlights that a
checklist can act as a useful tool to prompt consideration
and improve documentation. The included studies did not
measure the quality of documentation, discussions in the
ward round, nor the implementation of plans put in place.

Further studies should be conducted to investigate how
well the events of the ward rounds are being documented,
and further, if a checklist improves the accuracy of correct
documentation.

Training/education

Education and training on how to use the checklist varied
in each study. Two studies provided training to doctors on
how to use the checklist during the ward rounds [3, 28].
Three studies provided oral presentations to staff, empha-
sizing the importance of ward round documentation
[8, 27, 28]. Two studies allocated 1 week to 6 months for
doctors to practice using the checklist before documenta-
tion was audited [7, 23].

Cost

The cost of checklist implementation may be associated
with printing and stationery, which could cause adoption
hesitancy. Cost of stickers is approximately £0.10/pa-
tient/day [25], which is a relatively small proportion of the
total cost of patient in-hospital stay. The National Institute
for Health and Care Excellence (NICE) guidelines have
indicated that a checklist is the most cost-effective strategy
to promote timely discharge, and it is likely that the ben-
efits would outweigh the costs [56]. There are no studies
that show checklists in ward rounds reduce healthcare
costs; however, it could be inferred that improvements in
documentation could reduce the costs associated with
medication errors and medicolegal issues. Additionally,
with increasing uptake of electronic medical records in
hospitals, costs may be of less relevance when checklists
are provided electronically. Electronic delivery of checklist
may also help uptake, especially if integrated directly into
electronic health records.

Time limitations

The use of a checklist during ward rounds may inadver-
tently lead to longer ward rounds due to the meticulous
process. However, two out of three studies reporting on
time taken during ward rounds demonstrated a reduction in
time taken when checklist was used [7, 28]. Other studies
that have implemented checklists during ward rounds have
shown that there was either no difference or less time spent
on ward rounds [5, 53, 57, 58]. Time limitations should not
be an issue when checklists are designed well. Checklists
bring order to an otherwise unstructured process and with
practice and their use should improve efficiency while
ensuring patient safety and outcomes.
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Long-term usage

Five studies reported the rates of checklist uptake (between
53 and 79%) [3, 23, 25-27]. These post-intervention
measurements of compliance occurred between 1 and
6 months after baseline [23, 26]. Two studies reported on
the uptake of ward round checklists after the initial periods
of study, with follow-ups ranging between 3 months and
2 years, where compliance was maintained between 72 and
75% [3, 27]. In one of these studies, follow-up compliance
only dropped 3% in 3 months [3], and the other indicated
that at 22 months documentation compliance was higher
than the initial study [27]. Despite the drop in one study,
overall rates of documentation were still observed to be
higher than prior to introduction of checklists. The reason
for decrease in usage of checklists was not ascertained
from the included studies, but this is likely due to the end
of the initial phase of study where the usage of checklist
was not emphasized. It is encouraging that there were
adopters of checklists, suggesting implementation is fea-
sible and valuable to ward rounds. Alamri et al. investi-
gated documentation rates 2 years after introduction of the
checklist and found both improvement and regression of
documentation rates of various outcomes [12]. As evidence
around this area grows, the role and the use of checklists in
ward rounds will be better defined.

Strengths and limitations

The strengths of this review are the wide scope of different
specialties, methods, and outcomes that are prevalent in the
nine studies. Seven different surgical specialties, three
types of intervention (proforma/template/sticker), varying
levels of checklist education, follow-up, and blinding,
mean that we could evaluate the effect checklists have on
ward round documentation in many different environ-
ments. The strengths of the study were limited mainly by
the study design of available literature. For example, all
included studies were paper based. Given the rapid uptake
of electronic records, it is vital that there is more research
on optimizing e-documentation, particularly in the ward
round setting. As this was a review of observational stud-
ies, there was an innate risk of bias in all studies. Due to the
scarcity of literature regarding the use of checklist in ward
rounds and patient outcomes during initial search, a meta-
analysis would not be useful. Future research should be
conducted in settings utilizing electronic checklists, whe-
ther incorporated into health records or not, and should
investigate the rates of documentation against patient out-
comes such as mortality and morbidity. At the same time,
critical data in ward notes that would affect patient out-
comes could also be investigated. These will result in
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higher-level evidence on the use of checklists in ward
rounds.

Conclusion

The current literature suggests that implementation of a
checklist in the surgical ward round benefits and increases
documentation rates. Checklists were also found to be
perceived positively by clinicians and they do not make
ward rounds longer. However, there is no high-level evi-
dence showing the effectiveness of checklists on ward
round documentation. Ward round checklists have poten-
tial to improve inpatient care, thus future research should
comprise studies of more robust design evaluating the
effectiveness of checklist implementation and patient out-
comes. Additionally, the accuracy of surgical ward round
documentation should be investigated in similar fashion.

Supplementary Information The online version contains
supplementary material available at https://doi.org/10.1007/s00268-
022-06635-5.

Acknowledgements The authors would like to acknowledge the
work of Rachel Davey, References and Training Librarian for the
South Australian Health Library Service, who assisted with the
development of the search strategy.

Funding Open Access funding enabled and organized by CAUL and
its Member Institutions. The study was funded by the Avant Foun-
dation Grant to support initiatives that improve quality, safety, and
professionalism in practice.

Declarations
Conflict of interest There are no conflicts of interest to disclose.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,
adaptation, distribution and reproduction in any medium or format, as
long as you give appropriate credit to the original author(s) and the
source, provide a link to the Creative Commons licence, and indicate
if changes were made. The images or other third party material in this
article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your intended
use is not permitted by statutory regulation or exceeds the permitted
use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

1. O’Hare JA (2008) Anatomy of the ward round. Eur J Intern Med
19(5):309-313

2. Perversi P, Yearwood J, Bellucci E et al (2018) Exploring rea-
soning mechanisms in ward rounds: a critical realist multiple case
study. BMC Health Serv Res 18(1):643


https://doi.org/10.1007/s00268-022-06635-5
https://doi.org/10.1007/s00268-022-06635-5
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

World J Surg (2022) 46:2355-2364

2363

3.

10.

11.

12.

13.

14.

15.

16.

18.

19.

20.

21.

22.

23.

Krishnamohan N, Maitra I, Shetty VD (2019) The surgical ward
round checklist: Improving patient safety and clinical documen-
tation. J Multidiscip Healthc 12:789-794

. Duxbury O, Hili S, Afolayan J (2013) Using a proforma to

improve standards of documentation of an orthopaedic post-take
ward round. BMJ Qual Improv Rep 2(1).

. Tranter-Entwistle I, Best K, Ianev R et al (2020) Introduction and

validation of a surgical ward round checklist to improve surgical
ward round performance in a tertiary vascular service. ANZ J
Surg 90(7-8):1358-1363

. Ghaferi AA, Birkmeyer JD, Dimick JB (2009) Variation in

hospital mortality associated with inpatient surgery. N Engl J
Med 361(14):1368-1375

. Dolan R, Broadbent P (2016) A quality improvement project

using a problem based post take ward round proforma based on
the SOAP acronym to improve documentation in acute surgical
receiving. Ann Med Surg 5:45-48

. Symons NR, Almoudaris AM, Nagpal K (2013) An observational

study of the frequency, severity, and etiology of failures in
postoperative care after major elective general surgery. Ann Surg
257(1):1-5

. Fernando KJ, Siriwardena AK (2001) Standards of documenta-

tion of the surgeon-patient consultation in current surgical prac-
tice. Br J Surg 88(2):309-312

Mann R, Williams J (2003) Standards in medical record keeping.
Clin Med (Lond) 3(4):329-332

Talia AJ, Drummond J, Muirhead C et al (2017) Using a struc-
tured checklist to improve the orthopedic ward round: a
prospective cohort study. Orthopedics 40(4):e663—e667

Alamri Y, Frizelle F, Al-Mahrouqi H et al (2016) Surgical ward
round checklist: does it improve medical documentation? A
clinical review of Christchurch general surgical notes. ANZ J
Surg 86(11):878-882

Creamer GL, Dahl A, Perumal D et al (2010) Anatomy of the
ward round: time spend in different activities. ANZ J Surg
80(12):930-932

Pitcher M, Lin JTW, Thompson G et al (2016) Implementation
and evaluation of a checklist to improve patient care on surgical
ward rounds. ANZ J Surg 86(5):356-360

Mansell A, Uttley J, Player P et al (2012) Is the post-take ward
round standardised? Clin Teach 9(5):334-337

Hales B, Terblanche M, Fowler R et al (2008) Development of
medical checklists for improved quality of patient care. Int J Qual
Health Care 20(1):22-30

. Haynes AB, Weiser TG, Berry WR et al (2009) A surgical safety

checklist to reduce morbidity and mortality in a global popula-
tion. N Engl J Med 360(5):491-499

Hale G, McNab D (2015) Developing a ward round checklist to
improve patient safety. BMJ Qual Improv Rep 4(1).

Thompson AG, Jacob K, Fulton J et al (2004) Do post-take ward
round proformas improve communication and influence quality
of patient care? Postgrad Med J 80(949):675-676

Page MJ, McKenzie JE, Bossuyt PM et al (2021) The PRISMA
2020 statement: an updated guideline for reporting systematic
reviews. BMJ 372:n71

Schardt C, Adams MB, Owens T et al (2007) Utilization of the
PICO framework to improve searching PubMed for clinical
questions. BMC Med Inform Decis Mak 7:16

The Newcastle-Ottawa Scale (NOS) for assessing the quality if
nonrandomized studies in meta-analyses [Internet]. 2013. Avail-
able from: http://www.ohri.ca/programs/clinical_epidemiology/
oxford.asp. Accessed September 21, 2021.

Al-Mahrouqi H, Oumer R, Tapper R et al (2013) Post-acute
surgical ward round proforma improves documentation. BMJ
Quality Improvement Reports 2(1).

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Dhillon P, Murphy RKIJ, Ali H et al (2011) Development of an
adhesive surgical ward round checklist; a technique to improve
patient safety. Ir Med J 104(10):1-3

Ng J, Abdelhadi A, Waterland P et al (2018) Do ward round
stickers improve surgical ward round? A quality improvement
project in a high-volume general surgery department. BMJ Open
Qual 7(3):e000341

Gilliland N, Catherwood N, Chen S et al (2018) Ward round
template: enhancing patient safety on ward rounds. BMJ Open
Quality 7(2):e000170

Banfield DA, Adamson C, Tomsett A et al (2018) “Take Ten”
improving the surgical post-take ward round: a quality
improvement project. BMJ open quality 7(1):e000045

Dhillon P, Murphy RKIJ, Ali H et al (2011) Development of an
adhesive surgical ward round checklist: a technique to improve
patient safety. Ir Med J 104(10):303-305

Pucher PH, Qurashi M, Singh P et al (2014) Randomized clinical
trial of the impact of surgical ward-care checklists on postoper-
ative care in a simulated environment. Br J Surg
101(13):1666-1673

Read J, Perry W, Rossaak JI (2021) Ward round checklist
improves patient perception of care. ANZ J Surg 91(5):854-859
Clay-Williams R, Colligan L (2015) Back to basics: checklists in
aviation and healthcare. BMJ Qual Saf 24(7):428-431

Gawande A (2010) The Checklist Manifesto: How to get things
right, Metropolitan Books, New York.

Thomassen O, Storesund A, Softeland E et al (2014) The effects
of safety checklists in medicine: a systematic review. Acta
Anaesthesiol Scand 58(1):5-18

. Ko HC, Turner TJ, Finnigan MA (2011) Systematic review of

safety checklists for use by medical care teams in acute hospital
settings—limited evidence of effectiveness. BMC Health Serv Res
11:211

Agarwal S, Frankel L, Tourner S et al (2008) Improving com-
munication in a pediatric intensive care unit using daily patient
goal sheets. J Crit Care 23(2):227-235

Pronovost P, Berenholtz S, Dorman T et al (2003) Improving
communication in the ICU using daily goals. J Crit Care
18(2):71-75

Phipps LM, Thomas NJ (2007) The use of a daily goals sheet to
improve communication in the paediatric intensive care unit.
Intensive Crit Care Nurs 23(5):264-271

Narasimhan M, Eisen LA, Mahoney CD et al (2006) Improving
nurse-physician communication and satisfaction in the intensive
care unit with a daily goals worksheet. Am J Crit Care
15(2):217-222

Stahl K, Palileo A, Schulman CI et al (2009) Enhancing patient
safety in the trauma/surgical intensive care unit. J Trauma
67(3):430-433; discussion 3-5.

Catchpole KR, de Leval MR, McEwan A et al (2007) Patient
handover from surgery to intensive care: using Formula 1 pit-stop
and aviation models to improve safety and quality. Paediatr
Anaesth 17(5):470-478

Bliss LA, Ross-Richardson CB, Sanzari LJ et al (2012) Thirty-
day outcomes support implementation of a surgical safety
checklist. J Am Coll Surg 215(6):766-776

de Vries EN, Prins HA, Crolla RM et al (2010) Effect of a
comprehensive surgical safety system on patient outcomes.
N Engl J Med 363(20):1928-1937

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

Griffen FD, Stephens LS, Alexander JB et al (2007) The Amer-
ican College of Surgeons’ closed claims study: new insights for
improving care. ] Am Coll Surg 204(4):561-569

@ Springer


http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp
http://www.ohri.ca/programs/clinical_epidemiology/oxford.asp

2364

World J Surg (2022) 46:2355-2364

45.

46.

47.

48.

49.

50.

S1.

52.

GMC (2013) Good Medical Practice. Manchester: General
Medical Council.

Lenert LA (2016) Toward medical documentation that enhances
situational awareness learning. AMIA Annu Symp Proc
2016:763-771

Royal College of Physicians RCoN (2012) Ward rounds in
medicine: principles for best practice. RCP, London

Lingard L, Regehr G, Orser B et al (2008) Evaluation of a pre-
operative checklist and team briefing among surgeons, nurses,
and anesthesiologists to reduce failures in communication. Arch
Surg 143(1):12-17

Sharma S, Peters MJ, Group PNRA (2013) “Safety by
DEFAULT”: introduction and impact of a paediatric ward round
checklist. Crit Care 17(5):R232

Norgaard K, Ringsted C, Dolmans D (2004) Validation of a
checklist to assess ward round performance in internal medicine.
Med Educ 38(7):700-707

Brown OS, Toi TH, Barbosa PR et al (2019) A patient-centred
check sheet improves communication on the trauma ward round.
Br J Hosp Med (Lond) 80(8):472-475

Shaughnessy L, Jackson J (2015) Introduction of a new ward
round approach in a cardiothoracic critical care unit. Nurs Crit
Care 20(4):210-218

@ Springer

53.

54.

55.

56.

57.

58.

Trahan C, Y Hui A, Binepal N (2021) Standardization of rounds
on a general paediatric ward: Implementation of a checklist to
improve efficiency, quality of rounds, and family satisfaction.
Paediatrics Child Health. pxab080.

Fourcade A, Blache JL, Grenier C et al (2021) Barriers to staff
adoption of a surgical safety checklist. BMJ Qual Saf
21(3):191-197

Tsou AY, Lehmann CU, Michel J et al (2017) Safe practices for
copy and paste in the EHR. Systematic review, recommendations,
and novel model for health IT Collaboration. Appl Clin Inform
8(1):12-34.

Guidelines N (2017) Chapter 28. Structured ward rounds:
National Institute for Health and Care Excellence.

Dewson D, Eves V, Gaskell R et al (2020) Surgical ward round
proforma can improve documentation and efficiency of ward
rounds. Postgrad Med J 98(el):e54—e55.

Vukanic D, Kelly EG, Cleary SM (2020) Does an orthopedic
ward round pro forma improve inpatient documentation? J Patient
Saf 17(8):553-556

Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.



	Can Checklists Solve Our Ward Round Woes? A Systematic Review
	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Methods
	Search strategy
	Study selection
	Data extraction
	Data analysis

	Results
	Search results
	Study findings
	Risk of bias

	Discussion
	Perception
	Quality of documentation
	Training/education
	Cost
	Time limitations
	Long-term usage

	Strengths and limitations
	Conclusion
	Funding
	References




