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Three books by Atul Gwande entitled, “Complications, The Checklist Manifesto, and 
Better” influenced this presenter.  He was a speaker at my daughter’s 2012 graduation from 
Williams College as well and I find some of his ideas very thought-provoking. 

As Dr. Gwande says, “medicine and surgery are not orderly fields of knowledge and 
procedure”.  As you all well know, each day we are struck by something we haven’t seen before 
and unforeseen complications in patients that don’t respond as we had hoped or expected, or 
don’t recover from anesthesia as one would typically imagine would happen, and these times 
necessitate a different approach, a new technique, a “Plan B”.   

Many human surgeons have narrow areas of expertise.  It follows that by doing the same 
operation repeatedly individuals become truly expert at that technique or that procedure.  One 
might think that this would lead to a great deal of boredom and redundancy with their work, but 
for many “perfection is the excitement”.  In other words when you’re the best at something, 
having unparalleled expertise, is what one strives for.  Studies have shown over and over again 
that positive outcomes are directly related to the number of procedures the surgeon has 
performed.   

Of course it helps when surgeons have manual dexterity, excellent tissue and instrument 
handling, and precise technique.  However physical skills can largely be taught and improved 
with practice but those clinicians that have the ability to handle and anticipate complications may 
be the most valuable.  This goes along with the idea that some of the most critical pillars of 
successful surgical outcomes are common sense, good clinical judgment, and the ability to think 
on ones feet.   

Dr. Gwande points out that it is ok to be afraid.  It may even be a good thing.  If one is 
too secure in their abilities they may not be ready for the unexpected.  It is also ok to take risks, 
but preferably as a necessity and not as a routine.  However it is essential to have a plan and to 
have considered the peri-operative care of the patient.  We must anticipate what could go wrong 
in surgery, and what instrumentation or adjunctive therapy might be necessary.  Finally it is 
critical to recognize when such intervention is necessary. 
 
Thinking on Your Feet 

Critical to a surgeon is being able to think on the spot and recognize when there is a 
problem and come up with creative solutions in surgery.  As my colleague, Dr. Hackett, tells me 
all the time, and apparently Dr. Gabel told him when he was training; “if you try something 99 
times chances are it’s not going to work the 100th.”  So you need to be able to think of another 
plan.  Be it a different approach, a different manipulation, getting another surgeon to help, but 
doing something else and anticipating the need for this.  
 
Avoiding Complications 

Dr. Gwande writes in his books a great deal about now having a practiced, coordinated, 
team in place in reduces surgical morbidity.  No doubt people that work together frequently can 
anticipate needs and react quickly when a situation changes or complications arise.  It’s rarely 
possible to have the same surgical team operating at most veterinary academic institutions or 
referral hospitals.  However I know that I have made a conscious effort, since reading Gwande’s 
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books, to know everyone in the room when I’m operating and to think about what could go 
wrong and what my options would be in that case.   
 
The Checklist 

One of Dr. Gwande’s books describes the use of checklists in surgery, much like a pilot 
does before flying.  (See review article by Dr. Peter Pronovost.)  There are a great deal of studies 
documenting the use of such documents and the effect on morbidity and mortality.  An article in 
the New England Journal of Medicine in 2009 described two results of using a checklist in eight 
different hospitals in 7,688 patients.  The checklist death rates in these hospitals dropped from 
1.5 to .08% and serious complications fell from 11 to 7% for surgical procedures.  This list 
included 19 items, 7 were addressed before anesthesia, 7 before the first surgical incision, and 
the rest before moving to recovery.   

Most of these items involve basic safety issues including the identity of the patient, 
documentation of the limb to be operated on, confirmation of the site and type of surgery, the 
availability of blood if needed, and counting surgical sponges. 

Even though the data was encouraging compliance was not perfect and there is 
speculation that about 50% of the people at these hospitals followed the protocols.  It also might 
be the so called “Hawthorne Effect” where you do better because you’re being watched.  But 
regardless, the checklist seemed to stimulate and encourage effective teamwork.   

There are more detailed reports of controlled studies that looked at extensive medical 
training programs with coaching, debriefing, checklists, and teamwork exercises that had a 
positive effect on surgical outcomes (Neily ’10). 
 
Failure to Rescue 

The definition of failure to rescue is defined as hospital death after adverse events.  This 
is an established measure of patient safety and hospital quality.  Until recently most of the 
attention on post-operative problems was focused on response to a recognized patient crisis.  
However there is a new emphasis to recognize the physiological deterioration of a patient.  Early 
recognition of the problem and appropriate response has the best chance of a successful outcome.  
There is a documented positive corrrelation between the number of nurses and ICU physicians 
and patient mortality.  This idea of preventing failure to rescue has led to more development of 
continuous patient surveillance and risk scoring systems.  The intensive care system, the 
modified early warning systems, and the therapeutic intervention scoring systems are attempts to 
recognize and address problems as they are developing.   
 
Summary 

At the end of “Better” “Gwande makes five recommendations to medical students and for 
young faculty: 

 Ask an unscripted question – get to know your client, or your co-worker, or your 
technician. 

 Don’t complain – or my adaption:  “pick your battles”. 
 Count something – this many cases of this condition or these complications. 
 Write something – share information – an article, a blog, a lay journal. 
 Change – be prepared to change.  Keep updated, adapt. 
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“Success in surgery is, no doubt, influenced by diligence and attention to detail, integrity, the 
mission to do the right thing, and ingenuity.“ 
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