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Abstract
Background: Studies have demonstrated that surgical safety checklists (SSCs) can significantly reduce surgical complications
and mortality rates. Such lists rely on traditional posters or paper, and their contents are generic regarding the type of surgery
being performed. SSC completion rates and uniformity of content have been reported as modest and widely variable.
Objective: This study aimed to investigate the feasibility and potential of using smart glasses in the operating room to increase
the benefits of SSCs by improving usability through contextualized content and, ideally, resulting in improved completion rates.
Methods: We prospectively evaluated and compared 80 preoperative time-out events with SSCs at a major academic medical
center between June 2016 and February 2017. Participants were assigned to either a conventional checklist approach (poster,
memory, or both) or a smart glasses app running on Google Glass.
Results: Four different surgeons conducted 41 checklists using conventional methods (ie, memory or poster) and 39 using the
smart glasses app. The average checklist completion rate using conventional methods was 76%. Smart glasses allowed a completion
rate of up to 100% with a decrease in average checklist duration of 18%.
Conclusions: Compared with alternatives such as posters, paper, and memory, smart glasses checklists are easier to use and
follow. The glasses allowed surgeons to use contextualized time-out checklists, which increased the completion rate to 100% and
reduced the checklist execution time and time required to prepare the equipment during surgical cases.
(JMIR Mhealth Uhealth 2019;7(4):e13447) doi: 10.2196/13447
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Introduction
Background
Reducing complications and deaths in operating rooms (ORs)
due to human error is a big challenge for hospitals. To explain
variability in surgical outcomes, studies have primarily focused
on patient pathophysiological risk factors and surgeon skills
http://mhealth.jmir.org/2019/4/e13447/
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[1]. Hence, when the patient did not account for the surgical
complication, the error was then attributed to the surgeon’s
aptitudes and capabilities [2]. However, more recent research
shows that errors “arise not from the solitary actions of
individuals but from conflicting, incomplete, or suboptimal
systems [3].” These systems notably refer to the people involved
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in surgical cases as well as the tasks, tools, or technologies;
environment; and organization (eg, hospitals or clinics).
To analyze and improve patient safety, the US Institute of
Medicine and the National Academy of Engineering have
promoted the use of human factor techniques. Human factor
techniques investigate factors and develop tools that facilitate
the achievement of goals (eg, reduce errors, increase
productivity, improve safety) [4]. In this view, among many
different initiatives, the World Health Organization (WHO) has
collected scientific evidence and published guidelines to address
part of the problems with safety of surgical patients [5]. These
guidelines are summarized as a 19-item checklist that aims to
establish systematic verifications before anesthesia, before
surgery, and after surgery [6]. Existing research demonstrates
that when systematically applied, surgical safety checklists
(SSCs) can reduce complications and mortality from 19.9% to
11.5% and 1.6% to 1.0%, respectively [7,8].
However, at the expense of patient safety, SSCs have not been
entirely adopted by hospitals. In the United Kingdom and
France, where the use of the SSC is mandatory, the average
SSC completion rate is 60% [9,10]. Such low completion rates
are notably explained by the OR’s constraints and bad design
of the SSC implementations (eg, the checklists are often
formatted by administrative staff who do not have the required
skills; as a result, checklists are often difficult to read due to
inappropriate fonts and colors) [4].
This is particularly the case with the time-out checklist. Because
it takes place right before surgery commences and surgeons are
not supposed to leave the 30 cm (12-inch) sterile area around
the surgical table [11], they have to rely on a poster on the OR
wall, often far from their field of view [9]. Additionally,
surgeons complain that time-out checklists are not specific
enough and often require them to spend time verifying irrelevant
things. Finally, checklists are sometimes obsolete, and checklist
completion is often not documented in the patient’s medical
record. Consequently, time-out checklists often do not bring
enough benefits to surgeons and, thus, are not systematically
used [12,13].
In other fields where checklists are heavily used, information
technologies such as mobile devices are very often solicited to
improve checklist execution [14]. Existing literature shows that
information technology can enhance checklist support by
reducing human error and increasing safety [15]. Given that
surgeons must not touch nonsterile equipment, the use of mobile
devices in not optimal. However, smart glasses, which have
recently become available on the market, present an interesting
alternative, and surgeons have already begun to investigate their
potential. While recent research has demonstrated the benefits
of using smart glasses in ORs [16-18], no study has empirically
investigated their use to execute checklists.
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With this study, we investigate the following: Are smart glasses
a potential technology to use to execute SSCs? Given that
surgeons complain about the rigidity of traditional checklists,
we also aim to evaluate the following: How can smart glasses
bring more benefit to SSCs? To answer these two questions,
the authors designed and evaluated a checklist app for smart
glasses that was implemented over 6 months. Our results
demonstrate that time-out checklists executed on smart glasses
are easy to read, follow, and execute. When contextualized for
a specific surgery, smart glasses can increase the time-out
checklist completion rate to 100% while saving time in
execution and preparation.

Existing Research: Smart Glasses as Candidates for
Use During Surgical Safety Checklists
Smart glasses are a wearable technology that uses spectacle
frames to display contextualized information in a person’s field
of view [19]. The main piece of hardware is a head-mounted
display that allows the user to access texts, pictures, and videos.
The glasses are also equipped with a high-definition front-end
camera, touchpad, and microphone as well as a series of sensors
(eg, accelerometer, gyroscope, Global Positioning System) [20].
Smart glasses are either connected to a mobile device (eg,
mobile phone, tablet) or Wi-Fi network that enables access to
the internet or a company’s information system. Although the
use of a head-mounted display was evaluated by
anesthesiologists in ORs to display vital signs more than 20
years ago [21], smart glasses eventually drew the attention of
surgeons again in 2013 when Google released Google Glass.
Due to the position of the camera next to the surgeon’s eye, it
captures what the surgeon sees [22,23]. Within weeks of its
distribution, Google Glass was being evaluated by surgeons in
live-stream surgeries and was used to obtain advice from experts
several thousand miles away. This device not only presents
opportunities for medical students to visualize surgeries
comfortably [16] but also for supervisors to evaluate junior
surgeons [24]. Built on two recent literature reviews on the use
of Google Glass in medicine [18,25], Table 1 summarizes and
classifies a list of studies that took place in nonsimulated
operative surgical settings.
Since 2013, many studies have investigated and demonstrated
the ability of smart glasses to support surgeons in enabling
remote diagnosis and assistance, documenting cases via photos
or videos, and accessing patient information such as x-rays and
vital signs, among other uses. However, while smart glasses are
often cited in medical articles and scientific studies as potential
candidates to address existing shortcomings with traditional
checklist executions (ie, mostly the completion rate) [38,39],
to our knowledge no research has empirically evaluated the use
of smart glasses to execute checklists in a live OR setting.
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Table 1. Existing research on the uses of smart glasses in health care.

a

Reference

Study design Purpose of smart glasses use

Remote diag- Video docunosis and as- mentation
sistance

[26]

Pilot

Evaluate capacity of smart glasses to enX
hance communication, document cases, and
access patient information

[27]

Feasibility

Evaluate capacity of smart glasses to enX
hance communication and document cases

[28]

Pilot

Use of head-mounted display on smart
glasses to display vital sign parameters

[29]

Pilot

List of smart glasses opportunities (eg, ac- X
cess to online medical encyclopedia, patient
information, documentation, remote assistance)

[30]

Case

Document cases and analyze pictures

[31]

Pilot

Record first-person point-of-view video and
photos and use as search engine

[32]

Pilot

Live-stream video during surgery and facil- X
itate remote telementoring between 2 surgeons, allowing real-time guidance of the
operating surgeon

[33]

Feasibility

Assess the safety of using Google Glass by
assessing the video quality of a telementoring session

[34]

Pilot

Facilitate real-time observation and proctor- X
ing by mentoring surgeon experts in remote
locations around the world

[35]

Pilot

Enhance neuronavigation by projecting images directly on the Google Glass screen
instead of traditional screens

[36]

Pilot

Evaluate the use of Google Glass to document airway assessment and tracheal intubation

[37]

Randomized Evaluate whether Google Glass can be used
controlled
to perform an ultrasound-guided procedure

X

Photo documentation

Access pa(Self)-guidtient informa- ance
tion

X

X

X
X

X

X

X
X

X

X
X

X

X

Xa

X

X

Self-guidance was the secondary and not primary goal in surgery.

Methods
Context
We prospectively evaluated and compared 80 preoperative
time-out events with SSCs at a major academic medical center
between June 2016 and February 2017. Participants were
assigned to either a conventional checklist approach (poster,
memory, or both) or a smart glasses app (Google Glass). All
surgical cases investigated were elective and gastrointestinal in
nature. The hospital implemented the WHO SSC in 2009. This
time-out checklist counts 13 items that must be verified by the
surgeon responsible for the case; 5 additional items are used
only when blood transfusion is part of the surgical procedure
(which did not take place in this study). The checklist was
customized according to the needs of the hospital and the
different surgical departments. To ensure appropriate execution
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of the checklists, hospital checklist reporters attend random
checklist executions (the checklist execution of a surgeon is
monitored 1 to 4 times a month) and report their observations
to the hospital’s administrators. To support surgeons in their
checklist executions, the hospital has equipped its ORs with
wall posters of the customized WHO checklist. Alternatively,
surgeons can use a paper-based version of the checklist with
the help of a circulating nurse.

Checklist App for Google Glass
To answer our research questions, we iteratively designed a
smart glasses app following the action design research
methodology [40], which promotes the involvement of end users
in the design of the solution to ensure its efficiency and usability.
As described below and shown in Figure 1, end users were
involved from the needs definition to the evaluation of the smart
glasses checklist app.
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Figure 1. Data collection throughout the research process. SSC: surgical safety checklist.

Our checklist app contained two screens: one to select the
checklist and one to display the items of the checklist selected.
In addition, we developed a checklist engine that allows for
creating and maintaining individualized checklists. While
checklist apps for smart glasses exist on the market, none of
them provides the flexibility required for this study.
The app ran on smart glasses developed by Google, chosen for
their popularity among surgeons and their versatile
characteristics, such as a small screen that does not obstruct the
surgeon’s field of view and, thus, does not disrupt
communication among the OR staff. Additionally, they are very
light and can work offline without any network connection.

Approach
The research began with interviews of 15 surgeons to gauge
their checklist execution experience and understand their
challenges with traditional mediums. Data from the interviews
also allowed us to compare their outcomes with the existing
literature [9,12]. We then observed 41 conventional checklist
executions in the OR, focusing on the way surgeons executed
the checklists, completion rate, level of interaction with the OR
staff, and duration. Leveraging the interviews and observation
outcomes, we iteratively designed and refined a smart glasses
app. When a new functionality of the app was ready, two
surgeons were asked to evaluate it in a simulation room and
make suggestions for refinements if the usability was too low
(eg, difficult to read the items or navigate). Once the app met
the requirements of the surgeons, it was evaluated in the ORs
in two phases (Figure 1).
In phase 1, we evaluated the capacity of smart glasses to assist
in executing the checklists, which involved only small wording
adaptations in comparison with the official checklist (ie, poster).
For phase 2, we collaborated with surgeons to customize
surgery-specific checklists, following the recommendations by
Weiser et al [41], in order to evaluate the benefits of having all
the checklist items relevant for a set of surgeries. While it was
clear which checklist items would be removed, it was not clear
which new contextualized checklist items were appropriate for
each checklist. Thus, it required several surgical cases to
determine the relevant level of abstraction before including new
checklist items. Surgeons also added items to ensure the
readiness of specific equipment that is more likely not to be
ready. Prior to the implementation of the smart glasses
checklists, a 5-minute training was provided (only one surgeon
had previous experience with Google Glass).
http://mhealth.jmir.org/2019/4/e13447/
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To evaluate the usability of smart glasses, we opted for a
quantitative and qualitative research design. Using
semistructured interviews, we were able to gather details about
the ease of reading, following, and navigating through the
checklist using smart glasses and modify the app based on
surgeon feedback. We used descriptive statistics methods to
evaluate the efficiency of the app.

Data Collection
Data were collected at four distinct points throughout the study
as shown in Figure 1. First, data from semistructured interviews
were used to understand surgeon perceptions of checklist roles,
benefits, drawbacks, and requirements. In total, 9 surgeons and
6 residents (at least postgraduate year 3) took part in the
interviews. Second, during the observation phase, the authors
attended and documented the execution of 41 conventional
time-out checklists in ORs performed by 3 surgeons and 3
residents who also took part in the interviews. The
documentation included the sequence and items verified by the
surgeons, medium used for the checklist execution, level of
interaction with OR staff (ie, low, medium, high), and duration.
Third, in phase 1, the smart glasses app was used by 2 surgeons
and 2 residents in the OR for a total of 15 surgical cases. After
each case, the authors conducted a semistructured interview
with the surgeon that focused on the ease of reading, following,
and validating time-out items on the smart glasses, as well as
the usefulness of the glasses to document the checklist
executions and ensure their completeness. Each question was
rated on a 4-point Likert scale and included a free-text field
used to document additional comments. Last, in phase 2,
surgeons used contextualized verifications by means of the
smart glasses app in the OR for 24 surgical cases. The same
evaluation process was used as in phase 1.

Results
Interview Outcomes (Perceptions) and Observation
Results
The 15 interviewed surgeons agreed on the importance of
time-out checklists to unite the OR staff and establish a common
ground regarding the surgical procedure. However, as
highlighted by existing studies, the surgeons found the current
time-out mediums (ie, poster and paper) to be too generic, thus
limiting their benefits. Similarly, the majority of interviewees
found the mediums used to support the time-out execution
difficult to read and follow. Therefore, surgeons often created
JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 4 | e13447 | p. 4
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their own and amended checklists that they could execute from
memory. Alternatively, some surgeons started the time-out
execution by memory and then used the poster to ensure they
did not forget any verification.

Usability of Smart Glasses to Execute Surgical Safety
Checklists (Phase 1)
To answer the primary research question of whether smart
glasses are a viable technology to execute time-out checklists,
we analyzed the usability of smart glasses. We focused on the
ease of reading, following, and navigating through a time-out
checklist.

Ease of Reading Surgical Safety Checklist Content
During the interviews, the majority of surgeons mentioned that
the checklist wall poster is difficult to read and follow. With
smart glasses, the checklist items appear in front of the surgeon’s
eye. Although the Google Glass screen appears small, it renders
a picture equivalent to a 25-inch high-definition television sitting
2.4 meters (8 feet) away. To enhance readability, only one
checklist item is displayed in white on a black background, as
shown in Figure 2. Participants strongly agreed that items on
smart glasses are easy to read.

Ease of Following and Navigating Through the Surgical
Safety Checklist
We observed on multiple occasions that surgeons lost their place
during their time-out execution and had to cease the execution
in order to find the next item on the poster. This issue was even
more severe when surgeons commenced the checklist by
memory and then forget their place. With the smart glasses,
time-out items are displayed sequentially, requiring surgeons
to go through all of the verifications. To mitigate this
inflexibility, we offered surgeons the ability to create customized
checklists by adding, removing, or editing any steps from those
included in the basic checklist.
With regard to navigating within the checklist, voice commands
were used in phase 1. The word “next” would trigger the next
checklist item while “back” would return to the preceding item.
The evaluation revealed 12 false negative events (ie, saying
“next” with no change occurring). Tests revealed that the quality
and sensitivity of the microphone were responsible for the low
voice command recognition rate. In response, the interaction
mode was changed to head gestures during the same phase 1
surgeries. The head gestures were the following: nodding up to
down displayed the next checklist item and nodding down to
up displayed the previous item. Finally, we decoupled the
checklist items that originally contained multiple verifications.
This was notably the case in the verification of the patient’s
identity, position, and procedure. During the observation phase,
surgeons forgot to verify at least one of the three items on 13
occasions. Surgeons either strongly agreed or agreed that
checklists on smart glasses are easy to follow and navigate.
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Benefits of Smart Glasses to Execute Time-Out
Checklists (Phase 2)
To investigate the benefits of smart glasses, we looked into their
effect on the completion rate of time-outs and their ability to
document checklist executions and contextualize the checklist
contents.

Checklist Completion Rate
Existing studies largely demonstrate that incomplete checklist
executions represent a critical problem that leads to
complications in the OR [10,13]. As shown in Table 2, memory
is the most common of all checklist execution means; however,
it provides the lowest average completion rate (72%) and
greatest average standard deviation (16%) across the execution
(minimum completed items = 6; maximum = 13). It is interesting
to note that surgeons executing time-outs by memory often
missed different critical verifications despite the type of surgery
being the same. When asked, no checklist executors realized
they had forgotten items. By strictly following the poster,
surgeons reached an average completion rate of 83% with the
lowest average standard deviation (8%). However, critical
verifications such as the identity and position of the patient and
the use of deep vein thrombosis prophylaxis were sometimes
forgotten. When surgeons relied on their memory and the poster,
we observed they had significant difficulties in identifying the
items they had already verified and those that remained. For
this reason, they only performed slightly better than with
memory, with an average completion rate of 77% and an average
standard deviation of 10% (minimum completed items = 8;
maximum = 13).
When surgeons used smart glasses in phase 1, the average
completion rate increased to 98% with an average standard
deviation of 3% (minimum completed items = 13; maximum =
14). Given that verifications appeared sequentially, the app
forced surgeons to go through all the verifications. Surgeons
did not complain about this when asked in the following
interviews. We noticed that surgeons introduced themselves
with their names but not their roles on three occasions in phase
1 (the only checklist item not performed at 100%). This behavior
was also observed in the other mediums. When asked, surgeons
said that they know the team and they do not want to repeat
useless information.

Usefulness of Smart Glasses to Document Time-Out
Executions
In our observation phase, we realized that time-out executions
are not systematically documented. In our smart glasses app,
we automatically document the time and checklist item each
time the surgeon validates an item. Therefore, the time-out
execution can theoretically be paired with the patient’s medical
record. Given that this technique does not account for additional
items that could be verified during the checklist execution, the
entire time-out execution is recorded via the smart glasses
microphone and stored in the device. All the participants
strongly agreed on the usefulness of documenting the SSC
executions.
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Figure 2. Checklist items displayed in the smart glasses app versus wall poster.

Table 2. Checklist completion rates by recall medium.
Checklist item

Recall medium
Memory
(n=20)

Poster
(n=12)

Memory + poster Smart glasses
(n=8)
(phase 1; n=15)

Correct patient

20 (100)

11 (83)

8 (100)

15 (100)

Correct procedure

17 (85)

11 (92)

8 (100)

15 (100)

Correct position

17 (85)

12 (100)

4 (50)

15 (100)

Correct operative site/side

1 (5)

6 (50)

0 (0)

15 (100)

Consent completed, accurate, and signed

16 (80)

12 (100)

8 (100)

15 (100)

Surgical site marked by surgeon and visible after preparation/after drape

3 (15)

9 (75)

5 (62)

15 (100)

Confirmation of allergies

19 (100)

12 (100)

8 (100)

15 (100)

Images/implants available

12 (60)

9 (75)

3 (38)

15 (100)

Prophylactic antibiotic given

20 (100)

12 (100)

8 (100)

15 (100)

DVTa prophylaxis

18 (90)

10 (83)

8 (100)

15 (100)

Procedure duration

16 (80)

11 (92)

6 (75)

15 (100)

Any patient-specific concerns, are we all in agreement?

15 (75)

12 (100)

6 (75)

15 (100)

Is EBLa>500 cc or is there possibility of major blood loss?

18 (80)

10 (83)

8 (100)

15 (100)

Introduction by roles

11 (55)

1 (8)

6 (75)

11 (73)

Average

14.4 (72)

10 (83)

6.2 (77)

14.7 (98)

Standard deviation

3.2 (16)

1 (8)

0.8 (10)

0.45 (3)

a

DVT: deep vein thrombosis.

a

EBL: estimated blood loss.

Implementation of Contextualized Checklists to Increase
Checklist Benefits
One of the main issues when using static mediums such as
posters and papers lies in the inability of the checklist content
to be adapted. While each surgical procedure type requires the
verification of specific items, such as surgical phases and
equipment, our interviews revealed the paper-style checklists
could only provide very generic items. To evaluate the benefits
http://mhealth.jmir.org/2019/4/e13447/
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of customized checklists, we developed five checklists that
represented the most frequent surgery types we investigated in
this research: laparoscopic sleeve gastrectomy, laparoscopic
gastric bypass, esophagogastroduodenoscopy, per-oral
endoscopic myotomy, and laparoscopic cholecystectomy. In
addition, we numbered each of the verifications to indicate the
progression in the checklist and moved the “introduction by
role” to the first item, as suggested by WHO.
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Figure 3. Completion rates across all mediums.

Table 3.
Memory

Memory + poster

Poster

Smart glasses (phase 1)

Smart glasses (phase 2)

Average duration (seconds)

54.8

58.5

60.8

85.7

47.7

Standard deviation (seconds)

10.9

14.6

15.6

28.5

13.2

After 24 checklist executions with the smart glasses in phase
2, the completion rate was 100% as shown in Figure 3.
Contextualized checklists also had an impact on the checklist
duration given that only relevant checklist items were verified.
Our evaluation revealed that contextualized checklists via smart
glasses required less time compared with using the generic
checklist, as shown in Table 3. It is not surprising to observe
that executing the checklist for the first time with Google Glass
required some adaptation time. However, making lists more
relevant as they were contextualized resulted in decreased
checklist duration and preserved high completion rates of all
relevant items.
From the interviews, all participants strongly agreed that the
use of contextualized checklists brings more efficiency to
checklist executions.

Discussion
Principal Findings
In this research, we evaluated the use of smart glasses to
improve the completion rate and, hence, the benefits of time-out
checklist executions. In interviews, surgeons stressed the
importance of differentiating between voluntary versus
http://mhealth.jmir.org/2019/4/e13447/
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involuntary checklist noncompletion. The first is legitimate and
happens when the checklist and the context are not aligned (eg,
patient-specific items to verify). The latter occurs when surgeons
unintentionally exclude items. Our evaluation confirms that
smart glasses have the capability to address both types of
noncompletion. They not only improve the completion rate but
also increase the checklist’s relevance and benefits. We observed
that the checklist content differed by up to 40% across the
selected checklists of this study. The implementation of smart
glasses to contextualize SSCs allows deliberate list
customization for specific surgeons and procedures, preventing
the need for voluntary checklist noncompletion. At the same
time, surgeons do not experience the need to improvise any
additional checklist steps on the go as required when reading
from a standardized list that does not adapt to real procedural
circumstances. Furthermore, our results also show that the use
of smart glasses was particularly relevant when no poster was
available. Certainly, smart glasses had some hindrances; for
example, we observed that they tended to isolate surgeons from
the rest of the OR staff and that surgeons would move and
interact less when using smart glasses. It is unclear whether this
was a result of ergonomics, visual constraints, or just the
awareness of wearing a novel head-mounted display.
JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 4 | e13447 | p. 7
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Questions pertaining to implementation costs, maintenance, and
use of such devices remain open. To the best of our knowledge,
no hospitals have been using smart glasses at a large scale on
a regular basis. Potential problems related to cleaning the device,
overall reliability, and fragility are responsibilities that hospitals
will soon have to accept. Beyond the US $1500 cost of each
Google Glass headset, simple implementation decisions can
also influence costs (eg, whether to adopt wired or wireless
update and information transfer). While most ORs are equipped
with wireless connectivity, for safety reasons, data must be
encrypted, which increases the complexity. Shall the hospital
equip each OR or each surgeon? If the former, the OR staff will
be responsible for cleaning, updating, and ensuring that the
device functions when the surgeon requires it. If the latter, the
surgeon would be responsible for the device.

Limitations
This research had some limitations. There was no randomization
in this study. While randomization could have been achieved
fairly simply, there was limited availability of smart glasses and
of some key members of the research team. Perhaps in the near

Boillat et al
future, these described limitations could be overcome with
universal availability of this technological platform.

Conclusion
Our results show that smart glasses have the capacity to yield
checklist completion rates of 100% by providing better usability
than traditional mediums. Another benefit of using smart glasses
lies in the use of contextualized checklist items. These allow
surgeons to focus on context-relevant verifications while
irrelevant checklist items are removed. In addition, smart glasses
can be used to automatically document and transfer checklist
executions to the patient’s medical record.
Beyond smart glasses, this research also demonstrates the
inefficiency of merging multiple verifications into one checklist
item. Our observations show that most of the forgotten
verifications are those that are merged with others.
This research is a first step toward clinically evaluating the
efficiency of smart glasses in a long-term study. We encourage
researchers and clinicians to further evaluate the use of smart
glasses to execute checklists in surgery and other interventional
procedures.

Acknowledgments
We would like to thank Sharon Wulfovich and Karolina Twardowska as well as Drs Nuria Martinez, Ioana Baiu, Dan Elison
Azagury, and Matt Cooper for helping us evaluate the different prototypes. This research was partially funded by the Swiss
National Science Foundation (P1LAP2-168407) and the Foundation of the University of Lausanne (Switzerland).

Conflicts of Interest
None declared.

References
1.
2.
3.

4.
5.
6.
7.

8.

9.
10.
11.
12.

Vincent C, Moorthy K, Sarker SK, Chang A, Darzi AW. Systems approaches to surgical quality and safety: from concept
to measurement. Ann Surg 2004 Apr;239(4):475-482. [Medline: 15024308]
ElBardissi AW, Sundt TM. Human factors and operating room safety. Surg Clin North Am 2012 Feb;92(1):21-35. [doi:
10.1016/j.suc.2011.11.007] [Medline: 22269258]
Carayon P, Schoofs HA, Karsh B, Gurses AP, Alvarado CJ, Smith M, et al. Work system design for patient safety: the
SEIPS model. Qual Saf Health Care 2006 Dec;15 Suppl 1:i50-i58 [FREE Full text] [doi: 10.1136/qshc.2005.015842]
[Medline: 17142610]
Wickens C, Hollands J, Banbury S, Parasuraman R. Engineering Psychology and Human Performance. 4th Edition. London:
Psychology Press; 2012.
WHO guidelines for safe surgery 2009: safe surgery saves lives.: World Health Organization URL: https://apps.who.int/
iris/bitstream/handle/10665/44185/9789241598552_eng.pdf?sequence=1&isAllowed=y [accessed 2019-03-19]
WHO surgical safety checklist. 2008. URL: https://www.who.int/patientsafety/safesurgery/tools_resources/
SSSL_Checklist_finalJun08.pdf [accessed 2019-03-19] [WebCite Cache ID 76zok8OYW]
Haugen AS, Søfteland E, Almeland SK, Sevdalis N, Vonen B, Eide GE, et al. Effect of the World Health Organization
checklist on patient outcomes: a stepped wedge cluster randomized controlled trial. Ann Surg 2015 May;261(5):821-828.
[doi: 10.1097/SLA.0000000000000716] [Medline: 24824415]
Haynes AB, Weiser TG, Berry WR, Lipsitz SR, Breizat AS, Dellinger EP, et al. A surgical safety checklist to reduce
morbidity and mortality in a global population. N Engl J Med 2009 Jan 29;360(5):491-499. [doi: 10.1056/NEJMsa0810119]
[Medline: 19144931]
Fourcade A, Blache J, Grenier C, Bourgain J, Minvielle E. Barriers to staff adoption of a surgical safety checklist. BMJ
Qual Saf 2011 Nov 07;21(3):191-197. [doi: 10.1136/bmjqs-2011-000094] [Medline: 22069112]
Warnock G. Of surgeons and safety checklists. Can J Surg 2010;53(6):364-365. [Medline: 21092427]
AORN. Recommended practices for maintaining a sterile field. AORN J 2006;83(2):402-416. [Medline: 16544860]
Russ S, Sevdalis N, Moorthy K, Mayer E, Rout S, Caris J, et al. A qualitative evaluation of the barriers and facilitators
toward implementation of the WHO Surgical Safety Checklist across hospitals in England: lessons from the Surgical
Checklist Implementation Project. Ann Surg 2015;261(1):81-91. [Medline: 25072435]

http://mhealth.jmir.org/2019/4/e13447/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 4 | e13447 | p. 8
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
13.

14.
15.
16.

17.
18.
19.
20.

21.
22.

23.

24.

25.
26.

27.

28.
29.
30.

31.

32.

33.

34.
35.

Mayer E, Sevdalis N, Rout S, Caris J, Russ S, Mansell J, et al. Surgical checklist implementation project: the impact of
variable WHO checklist compliance on risk-adjusted clinical outcomes after national implementation: a longitudinal study.
Ann Surg 2015;263(1):58-63. [Medline: 25775063]
Clay-Williams R, Colligan L. Back to basics: checklists in aviation and healthcare. BMJ Qual Saf 2015;24(7):428-431.
[Medline: 25969512]
Hales B, Pronovost P. The checklist—a tool for error management and performance improvement. J Crit Care 2006
Sep;21(3):231-235. [Medline: 16990087]
Davis CR, Rosenfield LK. Looking at plastic surgery through Google Glass: part 1. systematic review of Google Glass
evidence and the first plastic surgical procedures. Plast Reconstr Surg 2015 Mar;135(3):918-928. [doi:
10.1097/PRS.0000000000001056] [Medline: 25719707]
Kolodzey L, Grantcharov PD, Rivas H, Schijven MP, Grantcharov TP. Wearable technology in the operating room: a
systematic review. BMJ Innov 2016 Dec 21;3(1):55-63. [doi: 10.1136/bmjinnov-2016-000133]
Wei NJ, Dougherty B, Myers A, Badawy SM. Using Google Glass in surgical settings: systematic review. JMIR Mhealth
Uhealth 2018 Mar 06;6(3):e54 [FREE Full text] [doi: 10.2196/mhealth.9409] [Medline: 29510969]
Starner T. Wearable computing: meeting the challenge. In: Barfield W, editor. Fundamentals of Wearable Computers and
Augmented Reality. 2nd Edition. Boca Raton: CRC Press; 2015.
Vallurupalli S, Paydak H, Agarwal SK, Agrawal M, Assad-Kottner C. Wearable technology to improve education and
patient outcomes in a cardiology fellowship program: a feasibility study. Health Technol 2013 Oct 11;3(4):267-270. [doi:
10.1007/s12553-013-0065-4]
Block JF, Yablok D, McDonald J. Clinical evaluation of the head-up display of anesthesia data. Int J Clin Monit Comput
1995;12(1):21-24. [Medline: 7782663]
Collman A. First ever surgery conducted by doctor wearing Google Glass.: Daily Mail; 2013. URL: https://www.
dailymail.co.uk/news/article-2346442/First-surgery-conducted-doctor-wearing-Google-glass.html [accessed 2019-03-18]
[WebCite Cache ID 76y8x7iVY]
Guillén P. Spanish doctor performs first surgery transmitted live via Google Glass. 2013 Sep 02. URL: http://www.
kurzweilai.net/spanish-doctor-performs-first-surgery-transmitted-live-via-google-glass [accessed 2019-03-20] [WebCite
Cache ID 770twzhE0]
Moshtaghi O, Kelley KS, Armstrong WB, Ghavami Y, Gu J, Djalilian HR. Using Google Glass to solve communication
and surgical education challenges in the operating room. Laryngoscope 2015 Oct;125(10):2295-2297. [doi:
10.1002/lary.25249] [Medline: 25775933]
Dougherty B, Badawy SM. Using Google Glass in nonsurgical medical settings: systematic review. JMIR Mhealth Uhealth
2017 Oct 19;5(10):e159 [FREE Full text] [doi: 10.2196/mhealth.8671] [Medline: 29051136]
Armstrong DG, Rankin TM, Giovinco NA, Mills JL, Matsuoka Y. A heads-up display for diabetic limb salvage surgery:
a view through the google looking glass. J Diabetes Sci Technol 2014 Sep;8(5):951-956 [FREE Full text] [doi:
10.1177/1932296814535561] [Medline: 24876445]
Hamann D, Mortensen WS, Hamann CR, Smith A, Martino B, Dameff C, et al. Experiences in adoption of teledermatology
in Mohs micrographic surgery: using smartglasses for intraoperative consultation and defect triage. Surg Innov 2014
Dec;21(6):653-654. [doi: 10.1177/1553350614552735] [Medline: 25389145]
Liebert CA, Zayed MA, Aalami O, Tran J, Lau JN. Novel use of Google Glass for procedural wireless vital sign monitoring.
Surg Innov 2016 Aug;23(4):366-373. [doi: 10.1177/1553350616630142] [Medline: 26848138]
Muensterer OJ, Lacher M, Zoeller C, Bronstein M, Kübler J. Google Glass in pediatric surgery: an exploratory study. Int
J Surg 2014;12(4):281-289. [doi: 10.1016/j.ijsu.2014.02.003] [Medline: 24534776]
Widmer A, Schaer R, Markonis D, Muller H. Facilitating medical information search using Google Glass connected to a
content-based medical image retrieval system. Conf Proc IEEE Eng Med Biol Soc 2014:4507-4510. [doi:
10.1109/EMBC.2014.6944625] [Medline: 25570993]
Borgmann H, Rodríguez SM, Salem J, Tsaur I, Gomez RJ, Barret E, et al. Feasibility and safety of augmented reality-assisted
urological surgery using smartglass. World J Urol 2017 Jun;35(6):967-972. [doi: 10.1007/s00345-016-1956-6] [Medline:
27761715]
Ponce BA, Menendez ME, Oladeji LO, Fryberger CT, Dantuluri PK. Emerging technology in surgical education: combining
real-time augmented reality and wearable computing devices. Orthopedics 2014 Nov;37(11):751-757. [doi:
10.3928/01477447-20141023-05] [Medline: 25361359]
Hashimoto DA, Phitayakorn R, Fernandez-del Castillo C, Meireles O. A blinded assessment of video quality in wearable
technology for telementoring in open surgery: the Google Glass experience. Surg Endosc 2016 Jan;30(1):372-378. [doi:
10.1007/s00464-015-4178-x] [Medline: 25829065]
Datta N, MacQueen IT, Schroeder AD, Wilson JJ, Espinoza JC, Wagner JP, et al. Wearable technology for global surgical
teleproctoring. J Surg Educ 2015;72(6):1290-1295. [doi: 10.1016/j.jsurg.2015.07.004] [Medline: 26276303]
Yoon JW, Chen RE, Han PK, Si P, Freeman WD, Pirris SM. Technical feasibility and safety of an intraoperative head-up
display device during spine instrumentation. Int J Med Robot 2017 Sep;13(3). [doi: 10.1002/rcs.1770] [Medline: 27569781]

http://mhealth.jmir.org/2019/4/e13447/

XSL• FO
RenderX

Boillat et al

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 4 | e13447 | p. 9
(page number not for citation purposes)

JMIR MHEALTH AND UHEALTH
36.
37.
38.
39.
40.
41.

Boillat et al

Spencer RJ, Chang PH, Guimaraes AR, Firth PG. The use of Google Glass for airway assessment and management. Paediatr
Anaesth 2014 Sep;24(9):1009-1011. [doi: 10.1111/pan.12496] [Medline: 25039494]
Wu TS, Dameff CJ, Tully JL. Ultrasound-guided central venous access using Google Glass. J Emerg Med 2014
Dec;47(6):668-675. [doi: 10.1016/j.jemermed.2014.07.045] [Medline: 25281180]
Kolodzey L, Grantcharov P, Rivas H, Schijven M, Grantcharov T. Wearable technology in the operating room: a systematic
review. BMJ Innov 2016 Dec 21;3(1):55-63 [FREE Full text] [doi: 10.1136/bmjinnov-2016-000133]
Mitrasinovic S, Camacho E, Trivedi N, Logan J, Campbell C, Zilinyi R, et al. Clinical and surgical applications of smart
glasses. Technol Health Care 2015;23(4):381-401. [doi: 10.3233/THC-150910] [Medline: 26409906]
Sein M, Henfridsson O, Purao S, Rossi M, Lindgren R. Action design research. J MIS Quarterly 2011;35(1):37-56.
Weiser TG, Haynes AB, Lashoher A, Dziekan G, Boorman DJ, Berry WR, et al. Perspectives in quality: designing the
WHO Surgical Safety Checklist. Int J Qual Health Care 2010 Oct;22(5):365-370. [doi: 10.1093/intqhc/mzq039] [Medline:
20702569]

Abbreviations
OR: operating room
SSC: surgical safety checklist
WHO: World Health Organization

Edited by G Eysenbach; submitted 20.01.19; peer-reviewed by K Helling, E Varela, J Nosta; comments to author 27.02.19; revised
version received 07.03.19; accepted 07.03.19; published 29.04.19
Please cite as:
Boillat T, Grantcharov P, Rivas H
Increasing Completion Rate and Benefits of Checklists: Prospective Evaluation of Surgical Safety Checklists With Smart Glasses
JMIR Mhealth Uhealth 2019;7(4):e13447
URL: http://mhealth.jmir.org/2019/4/e13447/
doi: 10.2196/13447
PMID: 31033451

©Thomas Boillat, Peter Grantcharov, Homero Rivas. Originally published in JMIR Mhealth and Uhealth (http://mhealth.jmir.org),
29.04.2019. This is an open-access article distributed under the terms of the Creative Commons Attribution License
(https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and reproduction in any medium,
provided the original work, first published in JMIR mhealth and uhealth, is properly cited. The complete bibliographic information,
a link to the original publication on http://mhealth.jmir.org/, as well as this copyright and license information must be included.

http://mhealth.jmir.org/2019/4/e13447/

XSL• FO
RenderX

JMIR Mhealth Uhealth 2019 | vol. 7 | iss. 4 | e13447 | p. 10
(page number not for citation purposes)

