[image: image34.emf]- 2 -

SURGICAL SAFETY CHECKLIST (FIRST EDITION)

[image: image34.emf][image: image35.emf][image: image36.png]z :HEALTHCARE EDUCATION
FOUNDATION OF WEST VIRGINIA

a subsidiary of the WEST VIRGINIA HOSPITAL ASSOCIATION



[image: image37.wmf][image: image38.jpg]


[image: image39.wmf]
[image: image1]
[image: image40.jpg]


[image: image41.emf]

WVHA Patient Safety Council 

Universal Protocol - Correct Site Surgery

Table of Contents

	Introduction       
	    Page  1

	Protocol
	Page   2

	Pre-procedure Verification for Surgical Services
	Page 10

	Site Marking
	Page 11

	“Time Out”
	Page 13

	Correct Site Surgery Pre-Operative Marking Checklist (Sample Document)
	   Page 18

	Surgical Site Verification Checklist (Sample Document)
	Page 19

	Surgical Checklist & Pre-Operative Nursing Record (Sample Document)
	Page 21

	Pre-operative/Pre-Procedure Checklist (Sample Document)
	Page 22

	Operating Room Employee Competency Assessment Form (Sample Document)
	Page 23

	Flow Chart
	Page 26

	Joint Commission Sample Flyer
	Page 27

	Frequently Asked Questions
	Page 28

	Pre-Operative Checklist For Inpatient And Outpatient Surgery (Sample Document)
	Page 38

	Teaching Presentation
	Page 25

	Advice For Patients Concerned About Correct Site Surgery (Flyer)
	Page 41

	C3: C Cubed Brochure
	Page 67

	How Do You Correctly Identify A Patient (Flyer)
	Page 69

	Patient Information Poster
	Page 71

	M.A.R.C. It (Flyer)
	Page 72


Introduction

Wrong site surgery is a devastating problem that affects the patient, the patient’s family, the surgical team and the surgeon.  A wrong site surgery results from poor preoperative planning, lack of institutional controls, failure of the surgeon to exercise due care, or a simple mistake in communication between the patient and the surgeon.

Wrong site surgery involves all surgical procedures performed on the wrong patient, wrong body part, wrong side of the body, or wrong level of a correctly identified anatomic site. 1, 2 Wrong patient surgeries may include patients who were never scheduled for a procedure, procedures performed that were not scheduled, and procedures scheduled correctly in which a different one was performed. 2

According to the Joint Commission wrong site procedures are an infrequent, though not “rare” event as evidenced by a steady increase in the number of reported cases.  Considered preventable occurrences, these cases are largely the result of miscommunication and unavailable or incorrect information.  Detailed analyses of these cases indicated that a major contributing factor to error is the lack of a standardized per-operative process and likely a degree of staff automaticity in the approaches to the preoperative check routines.  In response to the continued problem of wrong site, wrong procedure, wrong person procedural errors the Joint Commission created a “Universal Protocol” for preventing wrong site surgery, which includes all procedures performed in all types of procedure areas. 

The goal of this project is to incorporate and expand the “Universal Protocol” for preventing wrong site surgery created by the Joint Commission, to develop a protocol   that will facilitate continuity and reduce variance across facilities; enhance patient safety through the ability of the health care practitioners practicing in multiple settings to apply a standardized wrong site surgery protocol to all their affiliated organizations.  In creating the West Virginia Standardized Protocol for Implementing The Universal Protocol, an effort was made by the task force to eliminate variance in the protocol. The purpose of this document is to provide clear instruction for the marking and verification of correct site surgery.  The procedure describes how, where and who marks and verifies correct site surgery through the patient journey and how this is documented.  Implementation and adherence to this protocol should assist the health care practitioners in performing a procedure whether it is in the operating room or any other procedural setting without variance in patient identification, site markings and time out procedures.

Wrong site, wrong procedure, wrong person procedural errors can be prevented!  
Notes

1. Kwaan MR, Studdert DM, Zinner MJ, etal. Incidence, patterns, and prevention of wrong site surgery. Arch Surg 2006 Apr;141 (4):353-7.

2. ERCI Institute. Wrong site surgery. Healthcare Risk Control. 2003 Sep Surgery and Anesthesia 26.
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Universal Protocol

The organization meets the expectations of the Universal Protocol.


UP.01.01.01


Conduct a pre-procedure verification process.


The pre-procedure verification is an ongoing process of information gathering and verification, beginning with the decision to perform a procedure, continuing through all settings and interventions involved in the pre-procedure preparation of the [patient], up to and including the time-out just before the start of the procedure.

The purpose of the pre-procedure verification process is to make sure that all relevant documents and related information or equipment are:

- Available prior to the start of the procedure.

- Correctly identified, labeled, and matched to the [patient]’s identifiers.

- Reviewed and are consistent with the [patient]’s expectations and with the team’s understanding of 
  the intended [patient], procedure, and site.


Missing information or discrepancies are addressed before starting the procedure.

Rationale for UP.01.01.01

Elements of Performance for UP.01.01.01


1 
Verification of the correct person, correct site, and correct procedure occurs at the following times:

- At the time the procedure is scheduled.

- At the time of preadmission testing and assessment.

- At the time of admission or entry into the facility for a procedure, whether elective or emergent.

- Before the patient leaves the pre-procedure area or enters the procedure room.

- Anytime the responsibility for care of the patient is transferred to another member of the procedural 
  care team, (including the anesthesia providers) at the time of, and during, the procedure.

- With the patient involved, awake and aware, if possible.

2 
When the patient is in the pre-procedure area, immediately prior to moving the patient to the procedure room, a checklist (for example, paper, electronic, or other medium such as a wall-mounted white-board) is used to review and verify that the following items are available and accurately matched to the patient:

- Relevant documentation (for example, history and physical, nursing assessment, and 
  pre-anesthesia assessment).

- Accurately completed, and signed, procedure consent form.

- Correct diagnostic and radiology test results (for example, radiology images and scans, or 
  pathology and biopsy reports) that are properly labeled.

- Any required blood products, implants, devices and/or special equipment for the procedure.
Pre-Publication Version
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UP.01.02.01

Mark the procedure site.


Marking the procedure site allows staff to identify without ambiguity the intended site for the procedure.


Rationale for UP.01.02.01


Elements of Performance for UP.01.02.01



1           For all procedures involving incision or percutaneous puncture or insertion, the intended procedure 
site is marked. The marking takes into consideration laterality, the surface (flexor, extensor), the level (spine), or specific digit or lesion to be treated.

Note: For procedures that involve laterality of organs but the incision(s) or approaches may be from the mid-line or from a natural orifice, the site is still marked and the laterality noted.

2 
The procedure site is initially marked before the patient is moved to the location where the procedure will be performed and takes place with the patient involved, awake and aware, if possible.

3
The procedure site is marked by a licensed independent practitioner or other provider who is privileged or permitted by the critical access hospital to perform the intended surgical or non-surgical invasive procedure. This individual will be involved directly in the procedure and will be present at the time the procedure is performed.

Note: Final confirmation and verification of the site mark takes place during the time-out.

4
The method of marking the site and the type of mark is unambiguous and is used consistently 

throughout the critical access hospital.

5
The mark addresses the following:

- Is made at or near the procedure site or the incision site. Other non-procedure site(s) are not 
  marked unless necessary for some other aspect of care.

- Includes, preferably, the surgeon’s or proceduralist’s initials, with or without a line representing 
  the proposed incision.

- Is made using a marker that is sufficiently permanent to remain visible after completion of the
  skin prep and sterile draping. Adhesive site markers are not to be used as the sole means of 
  marking the site.

- Is positioned to be visible after the patient has his or her skin prepped, is in his or her final
  position, and sterile draping is completed.

6
For spinal procedures, in addition to pre-operative skin marking of the general spinal region, special intraoperative radiographic techniques are used for marking the exact vertebral level.

Pre-Publication Version
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7 
A defined, alternative process is in place for patients who refuse site marking or who cannot 
easily be marked under the following conditions:

- For cases in which it is technically or anatomically impossible or impractical to mark the site 
  (mucosal surfaces, perineum, premature infants), an alternative method for visually identifying 
  the correct side and site is used. For example, the critical access hospital may place a temporary,
  unique wrist band on the side of the procedure containing the patient’s name, and use a second 
  identifier for the intended procedure and site.

- For minimal access procedures that intend to treat a lateralized internal organ, whether 
  percutaneous or through a natural orifice, the intended side is indicated by a mark at or near 
  the insertion site, and remains visible after completion of the skin prep and sterile draping.

- For interventional procedure cases for which the catheter/instrument insertion site is not 
  predetermined (for example, cardiac catheterization, pacemaker insertion).

- For teeth, the operative tooth name(s) and number are indicated on documentation or the 
  operative tooth (teeth) is marked on the dental radiographs or dental diagram. The documentation, 
  images, and/or diagrams are available in the procedure room before the start of the procedure.

- For premature infants, for whom the mark may cause a permanent tattoo.

Pre-Publication Version

© The Joint Commission 2008
Accreditation Program: Critical Access Hospital Chapter: National Patient Safety Goals


UP.01.03.01

A time-out is performed immediately prior to starting procedures.

The purpose of the time-out immediately before starting the procedure is to conduct a final assessment that the correct [patient], site, positioning, and procedure are identified and that, as applicable, all relevant documents, related information, and necessary equipment are available.

The time-out is consistently initiated by a designated member of the team and includes active communication among all relevant members of the procedure team. It is conducted in a standardized fail-safe mode (that is, the procedure is not started until all questions or concerns are resolved).

Rationale for UP.01.03.01


Elements of Performance for UP.01.03.01


1 
The time-out is conducted prior to starting the procedure and, ideally, prior to the introduction of the 
anesthesia process (including general/regional anesthesia, local anesthesia, and spinal anesthesia), unless contraindicated.

2 
The time-out has the following characteristics:

- It is standardized (as defined by the critical access hospital).

- It is initiated by a designated member of the team.

- It involves the immediate members of the procedure team including the proceduralist(s), the 
  anesthesia providers, the circulating nurse, the operating room technician, and other active 
  participants as appropriate for the procedure, who will be participating in the procedure at its 
  inception.

- It involves interactive verbal communication between all team members, and any team member 
  is able to express concerns about the procedure verification.

- It includes a defined process for reconciling differences in responses.

3
During the time-out, other activities are suspended, to the extent possible without compromising patient safety, so that all relevant members of the team are focused on the active confirmation of the correct patient, procedure, site, and other critical elements.

4 
When two or more procedures are being performed on the same patient, a time-out is performed to confirm each subsequent procedure before it is initiated.

5 
The time-out addresses the following:

- Correct patient identity.

- Confirmation that the correct side and site are marked.

- An accurate procedure consent form.

- Agreement on the procedure to be done.

- Correct patient position.

- Relevant images and results are properly labeled and appropriately displayed.

- The need to administer antibiotics or fluids for irrigation purposes. (See also NPSG.07.05.01, EP 7)

- Safety precautions based on patient history or medication use.

6 
The completed components of the Universal Protocol and time-out are clearly documented.

Pre-Publication Version
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Universal Protocol

The organization meets the expectations of the Universal Protocol.


UP.01.01.01

Conduct a pre-procedure verification process.

The pre-procedure verification is an ongoing process of information gathering and verification, beginning with the decision to perform a procedure, continuing through all settings and interventions involved in the pre-procedure preparation of the [patient], up to and including the time-out just before the start of the procedure.

The purpose of the pre-procedure verification process is to make sure that all relevant documents and related information or equipment are:

- Available prior to the start of the procedure.

- Correctly identified, labeled, and matched to the [patient]’s identifiers.

- Reviewed and are consistent with the [patient]’s expectations and with the team’s understanding of the 
  intended [patient], procedure, and site.

Missing information or discrepancies are addressed before starting the procedure.


Rationale for UP.01.01.01


Elements of Performance for UP.01.01.01

1 
Verification of the correct person, correct site, and correct procedure occurs at the following times:

- At the time the procedure is scheduled.

- At the time of preadmission testing and assessment.

- At the time of admission or entry into the facility for a procedure, whether elective or emergent.

- Before the patient leaves the pre-procedure area or enters the procedure room.

- Anytime the responsibility for care of the patient is transferred to another member of the 
  procedural care team, (including the anesthesia providers) at the time of, and during, the 
  procedure.

- With the patient involved, awake and aware, if possible.

2 
When the patient is in the pre-procedure area, immediately prior to moving the patient to the procedure room, a checklist (for example, paper, electronic, or other medium such as a wall-mounted white-board) is used to review and verify that the following items are available and accurately matched to the patient:

- Relevant documentation (for example, history and physical, nursing assessment, and 
  pre-anesthesia assessment).

- Accurately completed, and signed, procedure consent form.

- Correct diagnostic and radiology test results (for example, radiology images and scans, or
  pathology and biopsy reports) that are properly labeled.

- Any required blood products, implants, devices and/or special equipment for the procedure.
Pre-Publication Version
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UP.01.02.01

Mark the procedure site.

Marking the procedure site allows staff to identify without ambiguity the intended site for the procedure.


Rationale for UP.01.02.01


Elements of Performance for UP.01.02.01

1 
For all procedures involving incision or percutaneous puncture or insertion, the intended procedure site is marked. The marking takes into consideration laterality, the surface (flexor, extensor), the level (spine), or specific digit or lesion to be treated.

Note: For procedures that involve laterality of organs but the incision(s) or approaches may be from the mid-line or from a natural orifice, the site is still marked and the laterality noted.

2 
The procedure site is initially marked before the patient is moved to the location where the procedure will be performed and takes place with the patient involved, awake and aware, if possible.

3 
The procedure site is marked by a licensed independent practitioner or other provider who is privileged or permitted by the hospital to perform the intended surgical or non-surgical invasive procedure. This individual will be involved directly in the procedure and will be present at the time the procedure is performed.

Note: Final confirmation and verification of the site mark takes place during the time-out.

4 
The method of marking the site and the type of mark is unambiguous and is used consistently 

throughout the hospital.

5 
The mark addresses the following:

- Is made at or near the procedure site or the incision site. Other non-procedure site(s) are not 
  marked unless necessary for some other aspect of care.

- Includes, preferably, the surgeon’s or proceduralist’s initials, with or without a line representing the 
  proposed incision.

- Is made using a marker that is sufficiently permanent to remain visible after completion of the skin 
  prep and sterile draping. Adhesive site markers are not to be used as the sole means of marking 
  the site.

- Is positioned to be visible after the patient has his or her skin prepped, is in his or her final position, 
  and sterile draping is completed.

6
For spinal procedures, in addition to pre-operative skin marking of the general spinal region, special intraoperative radiographic techniques are used for marking the exact vertebral level.

Pre-Publication Version
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7 
A defined, alternative process is in place for patients who refuse site marking or who cannot easily 

be marked under the following conditions:

- For cases in which it is technically or anatomically impossible or impractical to mark the site 
  (mucosal surfaces, perineum, premature infants), an alternative method for visually identifying the 
  correct side and site is used. For example, the hospital may place a temporary, unique wrist band 
  on the side of the procedure containing the patient’s name, and use a second identifier for the 
  intended procedure and site.

- For minimal access procedures that intend to treat a lateralized internal organ, whether 
  percutaneous or through a natural orifice, the intended side is indicated by a mark at or near the 
  insertion site, and remains visible after completion of the skin prep and sterile draping.

- For interventional procedure cases for which the catheter/instrument insertion site is not 
  predetermined (for example, cardiac catheterization, pacemaker insertion).

- For teeth, the operative tooth name(s) and number are indicated on documentation or the operative
  tooth (teeth) is marked on the dental radiographs or dental diagram. The documentation, images, 
  and/or diagrams are available in the procedure room before the start of the procedure.

- For premature infants, for whom the mark may cause a permanent tattoo.

Pre-Publication Version
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UP.01.03.01


A time-out is performed immediately prior to starting procedures.

The purpose of the time-out immediately before starting the procedure is to conduct a final assessment that the correct [patient], site, positioning, and procedure are identified and that, as applicable, all relevant documents, related information, and necessary equipment are available.


The time-out is consistently initiated by a designated member of the team and includes active communication among all relevant members of the procedure team. It is conducted in a standardized fail-safe mode (that is, the procedure is not started until all questions or concerns are resolved).


Rationale for UP.01.03.01

Elements of Performance for UP.01.03.01

1 
The time-out is conducted prior to starting the procedure and, ideally, prior to the introduction of the 
anesthesia process (including general/regional anesthesia, local anesthesia, and spinal anesthesia), unless contraindicated.

2 
The time-out has the following characteristics:

- It is standardized (as defined by the hospital).

- It is initiated by a designated member of the team.

- It involves the immediate members of the procedure team including the proceduralist(s), the 
  anesthesia providers, the circulating nurse, the operating room technician, and other active 
  participants as appropriate for the procedure, who will be participating in the procedure at its 
  inception.

- It involves interactive verbal communication between all team members, and any team member is 
  able to express concerns about the procedure verification.

- It includes a defined process for reconciling differences in responses.

3 
During the time-out, other activities are suspended, to the extent possible without compromising patient safety, so that all relevant members of the team are focused on the active confirmation of the correct patient, procedure, site, and other critical elements.

4 
When two or more procedures are being performed on the same patient, a time-out is performed to confirm each subsequent procedure before it is initiated.

5 
The time-out addresses the following:

- Correct patient identity.

- Confirmation that the correct side and site are marked.

- An accurate procedure consent form.

- Agreement on the procedure to be done.

- Correct patient position.

- Relevant images and results are properly labeled and appropriately displayed.

- The need to administer antibiotics or fluids for irrigation purposes. (See also NPSG.07.05.01, EP 7)

- Safety precautions based on patient history or medication use.

6 
The completed components of the Universal Protocol and time-out are clearly documented.

Pre-Publication Version
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For Implementing the Universal Protocol

Preoperative Verification Applies to physician office, posting of procedure, and any transfer of care
PHYSICIAN OFFICE

1. Two Patient identifiers must be used 

       ****patient room number can never be used
· Patient full name

· Patient date of birth

2. Patient/surrogate states what procedure (in their own words) is to be performed, including laterality and name of physician performing procedure.  If patient in physician office, then individual posting case will confirm this prior to procedure posting.

HEALTHCARE FACILITY SCHEDULER- Two-way communication when receiving information, may be written or oral.  Information must include:

1. Patient full name

2. Date of birth

3. Preoperative diagnosis

4. Intended procedure including laterality (no abbreviations) 

Recommended information

· Special equipment needed

· Pacemaker or AICD already implanted

· Allergies/Reactions/Latex allergy

· Requested implantable (if available)

· History of Malignant Hyperthermia 

REGISTRATION TO HEALTHCARE FACITLIY

1. Patient full name

2. Date of birth
If more than one person has the same name and birth date in the system, a third identifier must be used as designated by facility policy

3.  If ID band used, then must match #1 and #2 above

PROCEDURE AREA 

Confirm and verify the following:

1. Patient full name and date of birth match patient record and ID band and patient’s response

2. Informed consent, including laterality complete and congruent with what patient/surrogate states.

3. Informed consent, patient response matches schedule posting

4. Requested implants (if any) available

5. Radiology exams available

6. Other patient specific testing, blood ordered available etc.

SITE MARKING

Should be completed as early as feasible in the process, with the patient/surrogate being an active participant.  
1. Site marking is required for all procedures involving incision or percutaneous puncture or insertion, the intended procedure site is marked. The marking takes into consideration all procedures involving laterality, the surface (flexor, extensor), multiple structures (fingers, toes, lesions) or multiple levels (spine)***
2. Mark the site at or near the incision.  “Near” means visible once patient is prepped and draped 

3. The person performing the procedure is responsible for marking the site with his or her initials. (must be congruent with healthcare policy throughout the organization)

· The site must never be marked with an “X”

· Do not use the word NO

· Do not mark the non-operative site

· Adhesive site markers are not acceptable
· When marking the face, an identifiable dot is acceptable, but must be at the site of the intended procedure or if used for laterality, clearly marked on right or left side of face
4. Site must be marked prior to the patient entering the procedure area. If the patient’s room is the procedure area, then the site should be marked after the physician has spoken and confirmed with the patient/surrogate the procedure and prior to the area being prepped.
5. ***Marking of the spine is a 2 step process.  First the spine is marked with the practitioners initials (cervical, thoracic or lumbar) must be marked preoperatively.  If the approach involves anterior versus posterior, or left then the mark must indicate this.  THEN, intraoperatively, the exact interspace(s) to be operated on should precisely be marked using standard intraoperative radiographic marking technique.
6. Site marking is required for procedures performed through or immediately adjacent to a natural body orifice if the procedure involves laterality.  On these procedures the mark must be visible after prepping and draping.

7. Laparoscopic procedures require marking if the target site is for organs that are paired.  Site marking is for the intended side, even if the site of insertion for the instrument is in the midline. When history & physical and informed consent indicates laterality the site must be marked.  For example: a bronchoscopy is performed for the purpose of conducting a biopsy of a lesion on the left side, laterality must be marked. SITE MARKING IS FOR THE INTENT OF THE PROCEDURE.

8. Site marking is required for invasive radiology and the cardiac catheterization lab when the procedure involves laterality.  Since the patients are completely draped and their hands are not visible, it is acceptable for the physician performing the procedure to initial/dot the left or right area on the neck/head.  For an example, a patient for a right carotid stent would have the right side of the neck/face initialed.  A left renal stent would have the left neck/face initialed. The initials should be visible during the procedure.  These patients should be educated and give informed consent that the physician may go in either groin or upper extremity for arterial access depending upon the anatomy of the patient or ease of access.

9. Anesthesia provider will mark the site on the spine prior to initiating a spinal/epidural procedure.

EXCEPTIONS TO SITE MARKING

1. Single organ cases such as cesarean section, midline sternotomy, or cholecystectomy.

2. Cardiac catheterization, endoscopy and other interventional procedures where laterality is not involved or can not be predetermined. (see above #8)

3. Teeth removal/ dental procedures are exempt from the site marking protocol with the following recommendations:

· Review the dental record, including the medical history, laboratory finding, appropriate charts and radiographs.  Indicate the tooth number or mark the tooth site or surgical site on the diagram or radiograph.  A time out must still be performed
· The physician should ensure that radiographs are properly oriented and visually confirm that the correct teeth or tissues are charted
4. Obvious traumatic wounds such as gunshots or compound fractures, however, if there are multiple wounds or lesions and only some of them are to be treated, and the decision to treat only some of them is determined prior to the procedure, the sites to be treated should be marked as soon as possible after the decision is made. This should be completed prior to entering the procedure area. When tubes are present in organs that have laterality, then the intent of the procedure should be marked.  For an example, a patient has a nephrostomy tube already in place in the right kidney and is scheduled for a procedure on a kidney, then the kidney side should be indicated on the informed consent and the site marked since there are bilateral kidneys.

5. Premature infants.

6. Patients who refuse site marking.  Patients have a right to refuse.  This should be handled the same way as for any other care or treatment a patient is offered.  Documentation should be placed in the medical record documenting the discussion with the patient/surrogate and the patient’s decision. If after an informed decision, the patient still refuses marking, then the physician performing the procedure is responsible to verbally confirm with the patient/surrogate the exact procedure and site including laterality.  This must be documented in the medical record that this verification process was completed prior to the procedure.  Additionally, the physician is responsible for informing the operative/procedural team present, the exact procedure, site and laterality prior to the prepping of the patient.  The informed consent must also be congruent with the intended procedure.

7. Certain routine “minor” procedures such as venipuncture, peripheral IV line placement, insertion of NG tube or Foley catheter insertion.

8. Bilateral eyes, ears, sinuses.

EXCEPTIONS TO SITE MARKING
1. When tubes are present in organs that have laterality, then the intent of the procedure should be marked.  For an example, a patient has a nephrostomy tube already in place in the right kidney and is scheduled for a procedure on a kidney, then the kidney side should be indicated on the informed consent and the site marked since there are bilateral kidneys.

2. Premature infants-the surgical side/site will be indicated on an additional ankle bracelet which will be placed on the ankle representing the side of the surgery.  The ankle bracelet will have the surgical side indicated on it
3. Patients have a right to refuse site marking.  This should be handled the same way as for any other care or treatment a patient is offered.  Documentation should be placed in the medical record documenting the discussion with the patient/surrogate and the patient’s decision. If after an informed decision, the patient still refuses marking, then the physician performing the procedure is responsible to verbally confirm with the patient/surrogate the exact procedure and site including laterality.  This must be documented in the medical record that this verification process was completed prior to the procedure.  Additionally, the physician is responsible for informing the operative/procedural team present, the exact procedure, site and laterality prior to the prepping of the patient.  The informed consent must also be congruent with the intended procedure.

TIME OUT

The time out is conducted prior to starting the procedure and, ideally, prior to the introduction of the anesthesia process (including general/regional anesthesia, local anesthesia, and spinal anesthesia), unless contraindicated.  The time out will be initiated by the physician/nurse/technician caring for the patient, however the operating physician is responsible to ensure the time out is completed in a proper manner.  When two or more procedures are being performed on the same patient, an additional time out is performed for each additional procedure. The entire health care team**** must agree, using active communication, their agreement with the following: 

(“active communication” doesn’t necessarily mean everyone has to repeat the same information.  The members of the team may signal their agreement by a brief oral acknowledgement.)

· The name of the patient

· The procedure to be performed as stated on the informed consent

· The site of the procedure, including laterality, site marking must agree

· Correct positioning

· Implant availability to be used

· Radiologic exams reviewed by physician if applicable (Refer to #5 above Site Marking for further detail.)

· The need to administer antibiotics or fluids for irrigation purposes.

· Safety precautions based on patient history or medication use.

· Any required blood products, implants, devices and/or special equipment required for the procedure.

**** other time out steps may be initiated when needed however time out immediately prior to the incision must be completed and documented. An additional time out must be performed if the physician is not present during the initial one or if he/she leaves the room for any reason after the initial time out is complete.
DOCUMENTATION OF TIME OUT

Documentation should indicate the following:

· Correct patient

· Correct site and side

· Agreement to procedure/consent
· Correct patient position

· Implants and/or special equipment availability

· Time it took place

****entire healthcare team must include at a minimum, the physician, nurse/tech caring for the patient, and the anesthesia provider if applicable. If multiple procedures are to be performed there must be a time out before each of the procedures is initiated.
DISCREPANCIES/ISSUES

· Procedure does not start until patient verification and missing information is completed and agreed upon by all team members
· If a disagreement is not resolved then follow specific hospital policy on resolving patient issues

· All issues resolved are documented on the medical record

Pre-procedure verification

	Surgical Services
	What and when?
	Who is responsible?
	What is verified?
	How is it confirmed?

	
	Verify patient’s identification

• When the procedure is scheduled

• At admission

• Whenever the patient is  
   transferred

• During preparation of patient

• Just before entry to procedure

   room

• Immediately before the procedure
	Position title ______________________


Position title ______________________


Position title ______________________


Position title ______________________

Position title ______________________

Position title ______________________

	• Patient is awake during verification.

• Patient is asked to state (NOT confirm):

  o their full name

  o their date of birth

  o what procedure they are having

• Patient’s ID band is correct
• If patient is comatose, has language difficulties, or   

  is a child, their authorized representative must   
  verify the details
• If the patient has no authorized representative 
   present, a member of staff from the patient’s
   previous location (eg. ward or emergency   
  department) must act as the patient’s 
  representative to verify the patient’s identification
	Via a checklist.
• Documented in patient’s   
  medical record


	
	Check consent form

During preparation of patient
	Proceduralist
	The consent form is legible, does NOT contain 
 abbreviations and

 includes the following:

   • Patient’s full name

   • Patient’s date of birth

   • Name of the procedure

   • Reason for the procedure

• Site of the procedure

• Patient’s signature of consent
	Via a checklist

•Documented in patient’s

  medical record

	
	Check X-rays, other imaging

and reports

Immediately prior to the procedure
	Two or more team members
	• Images are correct and properly labeled
	Via a checklist

•Documented in patient’s

  medical record

	
	Confirm prostheses and

implant
	Two or more team members
	• Correct type, side and size
	Via a checklist

•Documented in patient’s

  medical record

	
	Check availability of special

equipment, medications

Immediately prior to the procedure
	Two or more team members
	• Correct type, side and size
	Via a checklist

•Documented in patient’s

  medical record

	
	Deal with discrepancies

For example, missing ID band,

incorrect imaging data, no consent

signature
	This person is empowered to stop the procedure from going ahead until discrepancies are resolved
	A process is in place to stop the procedure
	Via a checklist

•Documented in patient’s

  medical record


Site Marking
	Surgical Services
	What and when?
	Who is responsible?
	How is the site marked?
	How is it confirmed?

	
	Mark the site of the

procedure

Just before entry to the procedure

room, while the patient is awake
	Proceduralist or senior team

member who has been thoroughly

briefed.
	• Intended site of incision or insertion is 
  unambiguous
• Initials are used
• Mark is on or near the incision or insertion site.

• Mark is visible and sufficiently permanent so as to 
  remain visible following skin preparation and 
  draping
• At a minimum, all cases involving laterality, 
  multiple structures (fingers, toes or lesions) or 
  levels (spine) are marked
• Non-procedure sites are not marked.

• The patient is awake and aware during marking.

• If imaging is used to mark the site, the 
  proceduralist confirms with

  another team member. Exceptions are understood 
  and listed, e.g. pediatric, open trauma

  wounds, single organ cases, if catheter/instrument 
  site is not predetermined, unambiguous surgical 
  entry, life-threatening situation, the patient refuses   

  marking
	Via a checklist
•Documented in patient’s

  medical record


“Time Out”
	Surgical Services
	What and when?
	Who is responsible?
	How is the site marked?
	How is it confirmed?

	
	Call “Time Out”

In the operating theatre Immediately

prior to the initiation of anesthesia 
	Designated team leader, usually

the most senior proceduralist
	
	Via a checklist.

	
	Conduct final verification

After “Time Out” has been called
	All participating members of the

team (surgeon, anesthetist,

nursing staff)
	Final verification of:

• correct patient, procedure, site

• size, side, prosthesis, implant

• any special equipment

• prophylactic antibiotics and anti-   
  thrombolitics have been

  administered (if applicable)

• correct skin prep (if applicable)

• medication
	Via a checklist.

•Documented in patient’s

  medical record

	
	Deal with discrepancies

In the event of a last-minute

discrepancy or disagreement among

team members
	Designated team leader.

This person is empowered to halt

the procedure until the

discrepancy is resolved
	A process is in place to stop the procedure
	Via a checklist.

•Documented in patient’s

  medical record


Correct site surgery Pre-operative marking checklist

	Date:


	Addressograph label

Recording patient’s name, hospital number and date of birth

	Intended procedure:
	

	
	Responsibility
	Signature to confirm check completed

	Check 1

• Check the patient’s identity

• Check reliable documentation and/or  
   images to ascertain intended surgical site

• Mark the intended site with an

   arrow using an indelible pen
	The operating surgeon, or nominated deputy, who will be present in the theatre at the time of the patient’s

procedure.
	Signed:

Print name:

	Check 2

• Prior to leaving ward/day care area the  
   mark is inspected and confirmed against  
   the patient’s supporting documentation

• Relevant imaging studies accompany 
   patient or are available in operating    
   theatre or suite
	Ward or day care staff.
	Signed:

Print name:

	Check 3

• In the anesthetic room and prior to 
  anesthesia, the mark is inspected and  
  checked against the patient’s supporting

  documentation

• Re-check imaging studies

  accompany patient or are

  available in operating theatre

  or suite

• The availability of the correct implant (if   
  applicable)
	Operating surgeon or a senior member of the surgical team.
	Signed:

Print name:

	Check 4

The surgical, anesthetic and theatre team involved in the intended operative procedure prior to commencement of surgery should pause for verbal briefing to

confirm:

• Presence of the correct patient

• Marking of the correct site

• Procedure to be performed
	Theatre staff directly involved in the intended operative procedure.
	Signed:

Print name:


If failure of any pre-operative check occurs

• The surgeon in charge should assess the situation and either return the patient to the ward/day care area or  
  note and sign a decision to proceed at risk in the patient’s health record.
• If the patient is returned to the ward/day care area, an incident form should be completed. A senior 
  member of staff should offer an explanation and apology to the patient as soon as possible

PATIENT LABEL                                          SURGICAL SITE VERIFICATION CHECKLIST
Surgical Site___________________________________
                                                          






  
	Preoperative

Area
	RN Initials

Date & Time
	Anesthesia

Provider
	Surgeon

	Verify that the patient’s informed consent describes the operative site and laterality as appropriate.
	
	
	

	Verbally confirm the surgical site and laterality with the patient and/or family members/significant others.
	
	
	

	Review the history & physical for consistency in identifying the correct surgical site.
	
	
	

	RN will assist the patient (or other as designated in facility policy) to mark the surgical area with an indelible marking pen.
	
	
	

	Operating Room

Procedure Room
	RN Initials

Date & Time 
	Anesthesia

Provider
	Surgeon

	Confirm patient identity, consent, operative procedure, and laterality before transfer to the operative bed. (RN circulator)
	
	
	

	Review the history & physical for consistency in identifying the correct surgical site.
	
	
	

	Review imaging studies and confirm surgical site.
	
	
	

	Require surgical team timeout before the incision or start of the procedure for final confirmation of the surgical site.
	
	
	


                                                                                                                                                                                                                               PATIENT LABEL
SURGICAL SITE VERIFICATION CHECKLIST Surgical Site____________________________________
	Preoperative

Area
	RN Initials

Date & Time
	Anesthesia

Provider
	Surgeon

	Verify that the patient’s informed consent describes the operative site and laterality as appropriate.
	
	
	

	Verbally confirm the surgical site and laterality with the patient and/or family members/significant others.
	
	
	

	Review the history & physical for consistency in identifying the correct surgical site.
	
	
	

	RN will assist the patient (or other as designated in facility policy) to mark the surgical area with an indelible marking pen.
	
	
	

	Operating Room

Procedure Room
	RN Initials

Date & Time 
	Anesthesia

Provider
	Surgeon

	Confirm patient identity, consent, operative procedure, and laterality before transfer to the operative bed. (RN circulator)
	
	
	

	Review the history & physical for consistency in identifying the correct surgical site.
	
	
	

	Review imaging studies and confirm surgical site.
	
	
	

	Require surgical team timeout before the incision or start of the procedure for final confirmation of the surgical site.
	
	
	


SURGICAL CHECKLIST AND PREOPERATIVE NURSING RECORD

Patient Name: 
   DOB: 
   Acct#: 

Procedure (include site):  
   Date: 

	Floor Check
	Preoperative Checklist
	OR Check
	Preoperative Nursing Record

	Chart
	
	Chart
	PRE-OP HOLDING AREA    ADMIT TIME:
 AM/PM

	Yes
	No
	
	Yes
	No
	

	
	
	New Physician’s Orders and Progress Sheets on Chart
	
	
	Vital Signs:     T     BP     P     R     Time:
AM/PM

	
	
	Surgical Consent: Signed, Correct, Witnessed 
Date:                                   Time: 
	
	
	

	
	
	History and Physical on Chart or Dictated
	
	
	

	
	
	Consultation on Chart
	
	
	

	
	
	ID Band on Patient Correct  w/ Name & Acct # Verified
	
	
	

	
	
	CBC Report on Chart: Date:                  Time:
	
	
	

	
	
	UA Report on Chart:   Date:                   Time:
	
	
	

	
	
	Blood Ordered     WB, PC, FFP, PLT, No. Units:
	
	
	

	
	
	Previous Charts to OR
	
	
	

	
	
	EKG on Chart           Date:                   Time:
	
	
	

	
	
	Chest File Report     Date:                   Time:
	
	
	

	
	
	X-rays to OR
	
	
	

	
	
	Pregnancy Report on Chart           Pos         Neg
	
	
	

	Patient
	
	Patient
	

	Yes
	No
	
	Yes
	No
	

	
	
	Prep: Hair removal and/or Skin Done     Initial:
	
	
	

	
	
	NPO Since:   Time
	
	
	

	
	
	Dentures, Plates, Partials,   removed,    left in,   none
	
	
	

	
	
	Glasses,   Contact Lenses, removed,    left on,   none
	
	
	

	
	
	Prothesis, (i.e., hearing aid) removed,   left on,     none
	
	
	

	
	
	Voided or Cath’d (secured) Time:
	
	
	

	
	
	Jewelry:        Secured        Removed         None
	
	
	

	
	
	Hairpins, makeup, nail polish          Removed         None
	
	
	

	
	
	IV Solution:                          Cannula:
	
	
	

	
	
	CVP and/or Arterial Line
	
	
	

	
	
	Will accept blood or derivatives (other than own or directed donor)
	
	
	

	
	
	Has donated own blood or has a directed donor
	
	
	

	
	
	Verbalizes surgical procedure as: _________________________________________________

	
	
	Verbalizes surgical site as:__________________________
Surgical site marked
(  Yes
(  No

	Allergies/sensitivities, reactions:
	Pre OP Beta Blocker given as ordered:  (  Yes
(  No

	Pre-op Vitals: Time: 
AM 
T 
P 
R 
BP 
Ht. 
 Wt.

PM
	

	Pre-op Medications:        OR notified that patient has on-call meds:      ( Yes    ( No
	

	Time
	Medication
	Dose
	Route
	Location
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Unit Nurse:                                                    , RN     OR Nurse:                                        , RN
	

	Nurses Notes:
	

	Time
	
	

	
	
	

	
	
	

	
	RN Signature: ____________________________________________

RN Signature:_____________________________________________
	Transporter:_______________________________________

OR Nurse:________________________________________


[image: image42.emf]                                                                                                                                                                                                       
                                                                                                                             (RN’s Initial)
  
                                                                                                                              Yes         No          N/A
	1.  ID-band checked (includes correct name and medical record number)
	
	
	

	2.    Operative permit signed, witnessed and in chart (1 month)
	
	
	

	3.     Anesthesia permit signed and in chart
	
	
	

	4.     Current History and Physical in chart (1month)
	
	
	

	5.     GMH admission completed (Signed and witnessed)
	
	
	

	6.     At least 20 preprinted labels in chart             
	
	
	

	7.    Pre-op vitals  T________  P________  R_______  B/P___________  Sat_______%
	
	
	

	8.    ALLERGIES:                                                                                                Band On______
	
	
	

	9.      Dietary Status:   NPO since______________
	
	
	

	
Clear liquids until_____________
	
	
	

	10.     Labs in chart  (Inpatient current----Outpatients 2 weeks)
	
	
	

	11.     PREGNANCY TEST ORDERED        RESULTS __________________
	
	
	

	12.    A. Hospital IV gown/ remove undergarments
	
	
	

	         B.  IV with anesthesia tubing
	
	
	

	         C.  Jewelry removed including any body jewelry/piercing and hairpins/clips
	
	
	

	         D. Dentures removed, including removable bridge work and chewing gum
	
	
	

	         E. Lipstick, makeup and nail polish removed
	
	
	

	         F. Eyeglasses or contacts removed
	
	
	

	         G. Other prosthesis removed / hearing aid(s) removed
	
	
	

	13.   A.  Blood permit signed and in chart (for typed/screened/crossed pts)
	
	
	

	        B.  Blood band- present and legible (for patients typed and screened or crossed)
	
	
	

	14.   Correct site surgery verification checklist ; Pre-surgery section completed
	
	
	

	15.   Family/S.O. waiting?    Yes  or  No  Where?_______________________________
	
	
	

	16.   Patient voided ----Time____________  
	
	
	

	17.   Pre-op finger stick if ordered----Results__________
	
	
	

	18.  Pre-op medication given: 1._____________________________Time:___________

                                                 2.____________________________ Time:___________                                               
	
	
	

	19.  Patient to OPD (holding area)  Time:_____________  
	
	
	

	RN Started Checklist

Date:_______________​​​​___ Signed:________________________________________ Initial:___________
	
	
	

	RN Completed Checklist

[image: image43.emf]Date: __________________ Signed:_______________________________________ Initial: ___________
	
	
	


Operating Room Employee Competency Assessment Form

Name:    ______________          


Employee #  :_____________

Position: Registered Nurse/Surgical Technician

Procedure: Performance of Time Out

· Initial/Orientation assessment

· Ongoing/Continuous Assessment

	Check age groups that apply to this competency

Neonate/Infant___ Pediatrics ___ Adolescent ___ Adults___ NA___

Validation Methods:                                              Performance:

     O = Observed Performance                                   1 – Performed correctly

     C = Chart Review
   2 – Performed Incorrectly

     F = Feedback                                                           3 - Omitted


	This competency will be met when the employee:
	Validation

Methods:
	Performance: Mark 1,2,or 3 (Include comments for areas marked 2 or 3)

	1.Verify patient’s identification:

A. Patient’s name

B. Medical record Number

C. Date of Birth
	
	

	2.Verify surgical site marked by the physician prior to the patient entering OR suite
	
	

	3.Time Out takes place in the OR room, after the patient is prepped and draped and it involves the entire team. 
	
	

	4.All team members verbally verify:

· Name of the patient

· Procedure to preformed

· Site of the procedure, including laterality, implant to be used and radiologic exam
	
	

	5.Documentation in the intraoperative record
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Observation of competent practice:

	Date
	Patient Info
	Procedure
	Signature of validator

	
	
	
	

	
	
	
	

	
	
	
	


Assessed to perform competency:  Assessor’s signature__________________________










Date____________

Action Required to meet Competency:_________________________________________

Employee’s Signature: ________________________________Date:________________
Assessor’s Signature and Title:_________________________Date:________________

	
	Initial
	Comments

	ID Band on and legible
	
	

	Extra ID Stickers
	
	

	Capable of Making Decisions ____Yes    ____No

If no, completed surrogate form on chart
	
	

	Operative Permit
	
	

	Anesthesia Permit
	
	

	History and Physical
	
	

	(Podiatry case must have an H&P done by the Podiatrist addressing the history, physical, and plan of care in relation to the podiatry issues.  A medical H&P must be on chart as well)
	
	

	Medical History (Check all that apply)

___MI  ___CHF  ___HTN  ___CVA  ___DM  ___Seizures  ___COPD
	
	

	Allergies (See Chart)  ___Yes  ___No  ___Latex  ___Dye
	
	

	Operative Area Prep/Clip
	
	

	NPO since TIME_________
	
	

	(Check all that apply)
___ CBC  ___CCP  ___PT  ___U/A  ___Chest X-Ray  ___EKG
	
	On Chart  ___________
Pending    ___________

	Type and Screen      /X-Matched ______Units
	
	

	T_______P _______ B/P_______ SAT _______
	
	

	Pain Location _____________Pain Scale: _____ N/A____
	
	

	Voided
	
	

	Jewelry Removed
	
	

	Hairpins, Makeup & Nail Polish Removed Contact Lenses or Glasses, Dentures, Partial Dentures, Prosthetic Devices Removed
	
	

	Medication Reconciliation Form on chart
	
	

	SCD Stockings Applied and Started at Transport
	
	

	Pre-Op Med Ordered
____Yes  ____No
	
	

	

	Comments:



	
	
	

	Report Called To:                                                                    Unit

	Signature:                                                                                 Date:                       Time:

	SURGICAL CHECKLIST/HANDOFF


	Patient ID
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Frequently Asked Questions
Policy Compliance

--What procedures fall within the scope of the policy? 

The policy applies to all operative or other invasive procedures that could expose patents to more than minimal risk. These procedures are not restricted to the operating room. They may be conducted in special procedure units or in the ward and include: 
· endoscopy 

· radiology 

· dentistry 

· percutaneous aspirations 

· biopsies 

· cardiac and vascular catheterizations/ 
Certain routine "minor" procedures are not within the scope of the policy. These include: 
· venipuncture 

· peripheral IV line placement 

· insertion of NG tube 

· Foley catheter insertion 
However the principles of patient consent and identification always apply prior to undertaking any patient procedure.
Patient Verification

--How often must the pre-procedure verification process be conducted? 

It is essential that the patient's identity is matched with relevant documentation at EVERY stage of the journey through a hospital or health facility. This includes: 
· when the procedure is scheduled 

· at admission into the facility (if applicable) 

· any time the responsibility for care of the patient is transferred 

· during preparation of the patient for their procedure 

· on entry to the procedure suite 

· just before entering the room in which the procedure will occur or as soon as practicable after entering the procedural room but prior to anaesthetizing the patient. 
Marking Procedure

--When must the body site be marked? 

Site marking is essential when there is the potential for error involving left/right distinction (such as left or right leg, kidney etc.) multiple body parts (such as fingers and toes) or multiple levels in the body part (such as the spine). Site marking is not required (although it can be used) when these distinctions are not required. Examples include: 
· mid line sternotomy 

· caesarean section 

· laparotomy and laparoscopy 

· cardiac catheterization and other procedures where the site of insertion is not predetermined. 

--If the site does not need to be marked do other provisions of the protocol still apply? 

Yes. ANY operative or other invasive procedure that exposes patients to more than minimal risk, including procedures done in settings outside operating rooms, require the preoperative verification process and "time out" procedures to be applied. 

Certain routine "minor" procedures such as venipuncture, peripheral IV line placement, insertion of a NG tube, or Foley catheter insertion do not fall into this category. 

--How should the site of procedures on hands, feet or limbs be recorded in the documentation? 

Fingers are best described in hospital records as: thumb, index, middle, ring and little. This avoids confusion regardless if the palm is facing up or down. Toes are best described as hallux, second, third, fourth and fifth. Left/right distinctions must be written in full to avoid ambiguity. 

--Should the site be marked with an X, the word "yes", or the surgeon's initials? 

The person performing the procedure is responsible for marking the site with his or her initials/or the word “yes”. (must be congruent with healthcare policy throughout the organization)
· The site must never be marked with an “X”

· Do not use the work NO

· Do not mark the non-operative site

· Adhesive site markers must not be used

· When marking the face, an identifiable dot is acceptable, but must be at the site of the intended procedure or if used for laterality, clearly marked on right left side of face.
--What kind of marker should be used? 

The marker should be sufficiently permanent so that it will not wash off when the site is prepped. The mark should be visible after the patient is prepped and draped unless it is technically or anatomically impractical. In these situations a supplementary method should be used, such as a unique wrist band indicating left/right distinctions. 

--Does marking increase infection risk? 
There is no evidence in the literature that marking creates an increased infection risk although better practice in infection control suggests the single use of sterile marker pens. The marker should be discarded after use if applied to broken skin or to a patient known to have a communicable skin disease. 

--How do you mark the skin of patients with very dark skin? 

A dark blue or black marker will provide a discernible mark on any patient, regardless of skin color. If the mark is not clearly visible, and the staff or patient are concerned, a special-purpose wristband can be also be used. 

--In left/right body part procedures is it acceptable to mark the body part not requiring a procedure with a "No"? 

Only the intended site can be marked. Marking the non-operative site is explicitly prohibited unless it is to alert the clinician to an important aspect of care, such as using a particular access vein due to a prior surgical procedure. 

--Who should mark the site? 

The site must be marked by the person performing the procedure. The person performing the procedure is defined as the surgeon/proceduralist. 

--Should the patient mark the site? 

No. The patient should be involved in the process of identifying the site but it is not recommended that he/she marks the site. 

--When should the site be marked? 

Whenever possible, marking must take place with the patient involved, awake and fully aware. Unless there is an emergency this should occur before the patient enters the procedure room. Patients compromised by disease or sedation can still participate. It is up to the clinician to assess the patient's level of ability to do so. 

--What if the patient cannot participate in site marking? 

The site marking process is handled in the same way as the informed consent process e.g.: if the patient is comatose, mentally incompetent, has language difficulties or is a child. In these cases (and if appropriate) the person with authority to provide informed consent would also participate in marking the site. 

--What if the patient refuses site marking? 

It is the responsibility of organizations to explain why site marking is appropriate and desirable, and the implications of refusal so that patients can make an informed decision. However, the patient always has the right to refuse. 
Such situations should be handled the same way as for any other refusal by a patient offered care, treatment or services. A refusal to have site marking should not result in the procedure being cancelled; however, the refusal must be documented in the patient's medical record. 
Marking Difficult Body Parts

--What is the recommended procedure for marking spinal surgery? 

Intraoperative and external marking is advised as there have been cases where a lumber procedure was started on a patient intended for a cervical procedure and vice versa. The exact interspace(s) to be operated on should be marked precisely using the standard intraoperative radiographic marking technique. 
The left/right, anterior/posterior position and the level must then be marked on the skin using the agreed marking symbols (see above). 
--How is the skin marked when gaining access to an internal left/right body part through a mid-line incision or natural opening such as the mouth nose or anus? 

Hospitals and health facilities must establish recognized symbols for marking the skin at or near the proposed incision or insertion site to indicate the correct side for the procedure. 

--Do you need to mark the site for laparoscopic procedures? 

Where the laparoscopic procedure is being performed on paired organs such as kidneys, the site should be marked to indicate the intended kidney, even though the insertion site of insertion is midline. 

--How are dental procedures marked? 

There is no practical way of marking teeth. The proceduralist must review dental records, the patient history, laboratory findings, appropriate charts and x-rays. The tooth (or teeth) should be clearly marked on the relevant x-rays or other scans. The two person rule applies when labeling imaging data to ensure proper orientation and accuracy. 
In the absence of radiographs or other scans a diagram should be prepared that clearly indicates the site(s) involved in the procedure and entered into the patient's medical record. As in all other procedures "time out" should be conducted at the time of extraction to verify the correct patient, correct site and procedure to be undertaken. 

--How are ophthalmology procedures marked? 

Eye preparation, such as pupil dilation, often occurs some time before a procedure begins and often is conducted by someone other than the proceduralist. Therefore, as in all other procedures, site marking should take place with the patient awake, alert and involved, and prior to admittance to the procedure room. 
The mark should be unambiguous and located near the eye to be operated upon (see above). 
--Must the site be marked if there is an obvious wound or lesion? 

No. Marking is not required if the wound or lesion is at the intended procedure site. However, if there are multiple wounds or lesions and only some of them are to be treated, the decision about which are to be treated is determined at some time prior to the procedure itself. Therefore, the sites to be treated should be marked as soon as possible after the decision is made. 

--Is it necessary to mark the site of a bedside procedure? 

If the clinician remains with the patient from the time a decision is made to conduct a procedure, through the consent process and up until the procedure begins, then site marking is not required, but this is at the discretion of the clinician. If the clinician leaves the patient for any amount of time the site must then be marked. 

--Should sites be marked in an emergency? 

In most emergency situations the clinician performing the procedure is continually with the patient from the moment the decision is made and through the actual procedure itself. Marking the site is not necessary in these circumstances. 
However, "time out" to verify the correct patient, procedure and site is appropriate unless the time taken adds more risk than benefit in the situation. 
--What if the site to be marked is embarrassing? 

You must mark the site or very near to it. A surprising number of the incorrect surgeries in Veteran Affairs facilities in the USA have been to sites in the groin, genitals, or somewhere on the buttocks. If the patient requests that the site not be marked, then a special-purpose wristband can be used instead. However the reason for using a special purpose wristband should not be because of the clinician's reluctance to mark the site. 

--What happens to site marks when a patient requires multiple surgeries during a hospital stay? 

When there are multiple procedures to be carried out in a specific sequence, systems should be put in place to ensure the clinically indicated order is being followed and that the site of the intended procedure for that day and time is correctly marked. 
The site mark must be removed at the end of the procedure to ensure it is not confused with the next operation, unless the procedure is to continue on the same site. 
Time Out

--When should "time out" occur? 

"Time out" is conducted immediately before starting the procedure and in the room where the procedure will take place. 

--Should the patient be anaesthetized before "time out" is conducted? 

Time out" is a final confirmation to match the (now identified) patient, procedure, correct site and side with imaging data and the availability of the correct implant or other equipment. As such it must occur immediately before the actual procedure begins. 
Some health professionals have suggested that the patient should be awake and included during this process, as this input may prevent an unnecessary anesthetic and its associated risks. However this operative pause must be viewed in the context of a chain of verification steps in which the patient has been actively involved in confirming his/her identity. 
--Who should participate in the "time out" process? 

"Time out" must involve all members of the procedure team. Any member with doubts about the correct patient, procedure, site, implants or other equipment must speak up. 

--Is "time out" required if an individual conducts the procedure? 

Yes. The steps outlined in the protocol for "time out" still apply in the absence of a team. Individual clinicians must pause to confirm patient details, the site, procedure and equipment. This essential process allows clinicians to collect themselves before commencing a procedure. 

--Is "time out" required if the procedure is conducted at a bedside? 

Yes. A brief pause to confirm the correct patient, procedure, and site is appropriate. It is not necessary to engage others in this verification process if they are not normally involved in the procedure. 

--What is meant by active communication? 

"Active communication" means that the absence of a response from a team member must not be interpreted as agreement to a question. This does not mean team members are required to repeat confirming details regarding patient identity, the procedure and so on. It is sufficient to signal agreement with a brief verbal acknowledgement, nod or other gesture. However the response must be seen and/or heard. 

--How are images such as x-rays checked as part of the "time out" process? 

The patient's identity, the site of the procedure and the date of the image, as they all relate to the procedure, must match. Ensure that the image is for the correct side of the body, oriented correctly and labeled with the patient's name and date of birth. 

--What is involved in checking correct implants and prostheses? 

It is highly recommended that each facility have a process for checking such items prior to preparing surgical lists. "Time out" is a final verification that this checking has occurred. The proceduralist and the assisting nursing staff must confirm that any correct prostheses (including biological implants) and/or any specialized equipment are in the procedure room and that they are the correct type and size. 

--What is meant by a dispute resolution policy? 

Such a policy provides guidance in situations where there is a failure to communicate critical information, where clinicians disagree or where there is missing information, implants and equipment. It is not to be confused with an industrial relations dispute policy that handles staff grievances. Each health facility must have a policy (which may be part of the correct patient, procedure, site policy) to address these situations in a way that does not compromise patient safety and quality of care. 
The policy should address questions about resolving disputes and in what situations a procedure should be cancelled completely. The policy would also identify who is responsible for making such decisions. 
It is important to note that where there are discrepancies in information or disagreements in verification, the procedure should be delayed until the issues are resolved. The decision to proceed should be in keeping with the urgency of the procedure. Justification for proceeding in the presence of discrepancies must be documented in the patient's medical record. 
In extreme emergencies the most senior member of the team is responsible for patient care and should decide.  



Applicability: November 24, 2008

Q. What procedures fall within the scope of the Universal Protocol?

A. The Protocol is not limited to operating rooms; it is relevant to all settings where procedures are performed. The Protocol and its implementation guidelines apply to all operative and other invasive procedures that expose patients to more than minimal risk. The Joint Commission’s glossary defines invasive procedures as involving “the puncture or incision of the skin, insertion of an instrument, or insertion of foreign material into the body. Invasive procedures may be performed for diagnostic or treatment-related purposes.”

While The Joint Commission does not specifically define the term minimal risk, certain routine "minor" procedures such as venipuncture, peripheral intravenous line placement, insertion of a naso-gastric tube or urinary bladder catheter are not within the scope of the Protocol. However, examples of procedures such as PICC line and all central line insertion, chest tube insertion and other similar types of common procedures are included. Please note that procedures specifically excluded from the Universal Protocol are electroconvulsive therapy (ECT), closed reduction, radiation oncology, lithotripsy and performance of dialysis (excluding insertion of dialysis catheters).

The overall purpose of the Universal Protocol is to improve patient safety and prevent procedural errors. Based upon the statements of the preceding paragraphs, and with a focus on safety, each organization is expected to clearly define for itself which procedures will fall within the Protocol. All healthcare workers involved in operative and other invasive procedures should know for which procedures the Protocol must be utilized.

Pre-procedure Verification Checklist

Q. Is a pre-procedure verification checklist now required?

A. Beginning 2009, a pre-procedure verification checklist is required. The intent of the requirement is to ensure that all relevant documents are available and have been reviewed, as well as ensuring blood products, implants and special equipment are available prior to the start of the procedure and accurately matched to the patient. Surveyors will evaluate the consistency with which the pre-procedure verification process is performed inclusive of the required components.

Procedures Outside the OR
Q. What are the expectations for procedures being performed outside of the operating room 
     or at designated procedure areas?

A. For procedures not being performed in operative or procedural areas, the verification processes and use of checklists is still required. The specific elements of the checklists and the specific processes for managing these situations are delineated by the organization. 
Verification in Pre-procedure Area
Q. Our pre-procedure area is not physically near the procedure area and is staffed by a peri-operative/recovery room team. The team preparing the patient in the pre-procedure area would not know what blood products, implants, devices or special equipment is needed in the procedure room. What are the expectations? Can this piece be verified in the procedure room rather than the pre-procedural area and still be compliant with the requirement?

A. The intent of the requirement is to verify all required elements are ready prior to moving the patient into the operating or procedure room. While considering this intent, it is recognized that verification of all the items required in UP.01.01.01 EP 1 may create some logistical challenges, and may require new processes to be developed. If staff in the pre-procedure area do not have access to the needed elements in the procedure area, the organization would be expected to implement a process of communication between the two areas ensuring the required elements are available and ready for use. In those unusual circumstances when this verification cannot be performed during the pre-op verification process, the confirmation may be done at the “time-out”. Please note that this approach should be based upon analysis of individual circumstances, and should not be routine practice.

Who should mark the site?
Q. Who should mark the site?


A. The Protocol clearly states the site marking is performed by the licensed independent practitioner or other provider who is privileged or permitted by the organization to perform the intended surgical or non-surgical invasive procedure. These providers must be involved directly in the procedure and will be present during the procedure. The word “should” has been eliminated from the Universal Protocol, but the intent of the requirement has not changed. The language has become more definitive in 2009 in an effort to reinforce the current interpretation which is that the person privileged/permitted to perform the procedure and who will be actively involved in and present during the procedure performs the site marking.
Residents
Q. Can resident trainees (residents) perform the site marking?

A. An organization may consider allowing residents to perform site marking if all of the following are true:

· The resident is permitted by the residency program and by the hospital or other accredited organization to perform the surgical or non-surgical invasive procedure 

· The resident will be present during the procedure and actively involved

It is each organization’s responsibility to develop policies and/or procedures for other situations where individuals who are not licensed independent practitioners and trainees may perform site marking. This must be based upon the scope of practice in the given state and within the organization, as well as considering individual job descriptions and competencies.
Spinal surgery cases
Q. What is the recommended procedure for marking spinal surgery cases?

A. For spinal surgery, we advise a two-stage marking process. First, the general level of the procedure (cervical, thoracic or lumbar) must be marked preoperatively. If the approach involves anterior versus posterior, or right versus left, then the mark must indicate this. Then, intraoperatively, the exact interspace(s) to be operated on should be precisely marked using the standard intraoperative radiographic marking technique. The requirement for the preoperative marking is based on reported cases in which a patient intended for a cervical procedure had a lumbar procedure started, and vice versa.

Refusal of site marking
Q. What if the patient refuses site marking?

A. The patient always has the right to refuse. This situation should be handled the same way as for any other refusal by a patient offered care, treatment or services. The organization's responsibility is to provide the patient with information to understand why site marking is appropriate and desirable, and the implications of refusing the site marking. Then the patient can make an informed decision. The Universal Protocol does not require that the procedure be cancelled because the patient refuses site marking. Organization policy should describe the related procedural and documentation requirements.
Exceptions to Site Marking
Q. Must all procedures be marked? Are there any exceptions?

A. The overall purpose of the Universal Protocol is to improve patient safety by preventing procedural errors. As historically stated for the Universal Protocol, procedures that have a midline approach intended to treat a single, midline organ (for example Cesarean section or CABG) , as well as endoscopies without intended laterality, do not require site marking - they are exempt.  Also, site marking is not required before procedures in which there is no predetermined site of insertion such as cardiac catheterization and other interventional procedures. All other procedures are required to be marked.

Please note, however, that for those procedures in which site marking is not required, the other requirements of the Universal Protocol still apply. Based upon these statements, and with a focus on procedure safety, each organization is expected to clearly define for itself which procedures will fall outside the requirements for site marking and all healthcare workers involved in operative and other invasive procedures should know these procedures and the processes for their management.

Verification in Pre-procedure Area

Q. Our pre-procedure area is not physically near the procedure area and is staffed by a peri-operative/recovery room team. The team preparing the patient in the pre-procedure area would not know what blood products, implants, devices or special equipment is needed in the procedure room. What are the expectations? Can this piece be verified in the procedure room rather than the pre-procedural area and still be compliant with the requirement?

A. The intent of the requirement is to verify all required elements are ready prior to moving the patient into the operating or procedure room. While considering this intent, it is recognized that verification of all the items required in UP.01.01.01 EP 1 may create some logistical challenges, and may require new processes to be developed. If staff in the pre-procedure area do not have access to the needed elements in the procedure area, the organization would be expected to implement a process of communication between the two areas ensuring the required elements are available and ready for use. In those unusual circumstances when this verification cannot be performed during the pre-op verification process, the confirmation may be done at the “time-out”. Please note that this approach should be based upon analysis of individual circumstances, and should not be routine practice.

Who should mark the site?

Q. Who should mark the site?

A. The Protocol clearly states the site marking is performed by the licensed independent practitioner or other provider who is privileged or permitted by the organization to perform the intended surgical or non-surgical invasive procedure. These providers must be involved directly in the procedure and will be present during the procedure. The word “should” has been eliminated from the Universal Protocol, but the intent of the requirement has not changed. The language has become more definitive in 2009 in an effort to reinforce the current interpretation which is that the person privileged/permitted to perform the procedure and who will be actively involved in and present during the procedure performs the site marking.

Obvious wound or lesion
Q. Does the site have to be marked if there is an obvious wound or lesion?

A. In general, site marking is not required if there is an obvious wound or lesion that is the site of the intended procedure. However, if there are multiple wounds or lesions and only some of them are to be treated, and the decision and direction for which ones are to be treated is determined at some time prior to the procedure itself, then the sites to be treated should be marked as soon as possible after the decision is made.
Time-out Prior to Anesthesia
Q.  UP.01.03.01 EP 1 states, “The time-out is conducted prior to starting the procedure and, ideally, prior to the introduction of the anesthesia process (including general/regional anesthesia, local anesthesia, and spinal anesthesia), unless contraindicated.” What does the word “ideally” mean?

A. This statement was developed as a result of recognizing that wrong anesthesia procedures occur (e.g. wrong site regional anesthesia). Human factors literature would suggest that performing a time-out just prior to the incision or commencing the procedure is optimal. However, the reality is that this is not always possible due to logistical constraints related to the procedure or patients’ needs, as well as the concerns regarding wrong anesthesia procedures. Each organization defines under which situations the time-out is required to be performed prior to anesthesia or when it is preferable to do so immediately prior to the procedure/incision; or when flexibility may be considered while still focusing on the prevention of wrong-site or wrong-procedure surgery.
Time-out without the Surgeon
Q. Sometimes our surgeons are running multiple rooms. We are preparing, positioning and anesthetizing one patient while the surgeon finishes the previous case. In this situation, is it okay for the rest of the team to conduct the time-out without the surgeon?

A. The ultimate goal of the Universal Protocol is to increase patient safety. In recognition of the critical role of the surgeon, or individual performing procedures, as part of the procedure team, it is not allowable to conduct the time-out without him or her present.
Two Time-outs
Q. Are there situations, such as when there are two separate procedures, when we should conduct more than a single time-out?

A. Whenever there is more than one procedure being performed by separate procedure teams, there needs to be a time-out prior to each team commencing their procedure. This does not apply to those situations where the same team is performing multiple components during a single procedure. For example, a first team performs a mastectomy and a second team performs reconstructive surgery. Another example would be the performance of a spinal or regional block by anesthesia prior to a general or orthopedic surgery.

A specific situation requiring two time-outs is when hospital policy or law/regulation requires two separate consents, such as for a Cesarean section and a tubal ligation. Two separate time-outs should occur for these situations.

In all other circumstances, each organization may define when more than one time-out must be performed.
PREOPERATIVE CHECKLIST FOR INPATIENT AND OUTPATIENT SURGERY
	DATE: _________________________________
	PRE-OP UNIT:

_____________

YES

**NO/NA
	HOLD AREA VERIFICATION

YES                 NO
	SURGERY

YES                 NO
	COMMENTS

	Identification of Patient:
Verbal: _______   Chart: _______ Arm Band: _______


	
	
	
	
	
	
	

	Informed consent complete and signed (site or procedure identified) (consent must be signed by the patient or documentation or surrogacy is present in the medical record)
	
	
	
	
	
	
	

	Verification of site by checking for making of site by physician 
	
	
	
	
	
	
	

	*Anesthesia consent complete and signed
	
	
	
	
	
	
	

	H & P complete and current (within 30 days)
	
	
	
	
	
	
	

	Allergies/Reactions/Latex Allergy
	
	
	
	
	
	
	

	Known Infectious Disease
	
	
	
	
	
	
	

	NPO Status since: ______________________________


	
	
	
	
	
	
	

	Lab work ordered and present on chart
	
	
	
	
	
	
	

	Type and screen/cross match with blood available if ordered
	
	
	
	
	
	
	

	HCG on all females after the onset of menses to 50 years of age, except for history of hysterectomy or tubal ligation
	
	
	
	
	
	
	

	Chest X-Ray, if indicated
	
	
	
	
	
	
	

	ECG, if indicated
	
	
	
	
	
	
	

	Pre-operative vital signs documented:
T_______   P_______   R_______  B/P _____________


	
	
	
	
	
	
	

	IV access established
	
	
	
	
	
	
	

	Jewelry/body piercing(s) removed or consent signed and jewelry taped
	
	
	
	
	
	
	


PREOPERATIVE CHECKLIST FOR INPATIENT AND OUTPATIENT SURGERY - Continued

	DATE: _________________________________
	PRE-OP UNIT:

_____________

YES

**NO                NA
	HOLD AREA VERIFICATION

YES                 NO
	SURGERY

YES                 NO
	COMMENTS

	Hairpins, make-up and nail polish removed
	
	
	
	
	
	
	

	Contact Lenses/glasses removed
	
	
	
	
	
	
	

	Dentures/partials removed
	
	
	
	
	
	
	

	Pre-Op and on call medications administered

MAR/Transfer/Discharge order sheet on the chart
	
	
	
	
	
	
	

	Form complete and verified by:

____________________________________________


	
	
	
	
	
	
	

	TO SURGERY BY:____________________________________________________________                     TIME:___________________________________________________________




 ** If “NO” must include comment;   “NA” – No Applicable

Initials and signature of person completing the form:
Initials_________

Signature:___________________________________________________________________________________
Pre-Operative Documentation

	PRE-OP MEDS
	INITIALS
	TREATMENTS
	INITIALS

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	TIME
	NARRATIVE

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Initials and signature of person completing the form:

Initials_________

Signature:___________________________________________________________________________________

[image: image4.jpg]Y World Health
v Organization

SURGICAL SAFETY CHECKLIST (FirsT EpiTion)

[]  PATIENT HAS CONFIRMED
o IDENTITY
e SITE
» PROCEDURE
o CONSENT

[] SITE MARKED/NOT APPLICABLE
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Before induction of anaesthesia »»»»»»»»» Before skin incision »»»»»rrrrrrrr» Before patient leaves operating room

TIME OUT -

SIGN OUT

THIS CHECKLIST IS NOT INTENDED TO BE COMPREHENSIVE. ADDITIONS AND MODIFICATIONS TO FIT LOCAL PRACTICE ARE ENCOURAGED.
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The Checklist coordinator should confirm that the surgeon performing the
operation has marked the site of surgery (usually with a permanent feli-tip
marker) in cases involving laterality (a left or right distinction) or multiple
structures or levels (e.q. a particular finger, toe, skin lesion, vertebra). Site-
marking for midline structures (e.g. thyroid) or single structures (e.g. spieen)
will follow local practice. Some hospitals do not require site marking because
of the extreme rarity of wrong-site surgery in these instances. Consistent
site marking in all cases does, however, provide 3 backup check confirming

the correct site and procedure.

ANAESTHESIA SAFETY CHECK COMPLETED

The coordinator completes this next step by asking the anaesthesia
professional to verify completion of an anaesthesia safety check, understood
to be a formal inspection of the anaesthetic equipment, medications and
patient’s anaesthetic risk before each case. A helpful mnemonic is that, in
addition to confirming that the patient is fit for surgery, the anaesthesia
team should complete the ABCDEs — an examination of the Airway
equipment, Breathing system (including oxygen and inhalational agents),
suCtion, Drugs and devices and Emergency medications, equipment and

assistance to confirm their availability and functioning.

IMPLEMENTATION'MANUAL - WHO SURGICAL SAFETY CHECKLIST (FIRST EDITION) n
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Advice for Patients Concerned About Correct Site Surgery

1. Be an active member of your health care team by taking part in every decision about your 

healthcare.
2. If you are having surgery or an invasive procedure, make sure that you and the healthcare 
professionals treating you all agree on exactly what will be done during the surgery or procedure.


3. Verify the information on your patient identity bracelet. Alert someone a member of the 
healthcare team if the information is incorrect and insists that it be replaced immediately. 

4. Make sure the operative permit you sign includes the correct information about your surgical site 
(i.e., right or left) and procedure. Thoroughly read all medical forms and make sure you understand them before you sign any forms. 


5. Ask to have the surgical or procedure site marked on your body with an indelible marker. If 
possible, be involved in marking the site. Only have the correct site marked.   

6. Ask questions and speak up if you have any concerns. Keep asking questions until you 

understand the answers. Ask members of the health care team what steps will be taken to ensure your safety and correct site surgery.   

7. Take a responsible family member or friend to accompany you to your doctor’s visits and on the 
day of your surgery or procedure so that they can serve as your advocate and speak up for you if you are unable.   

Additional resources about how patients can ensure their safety

http://www.ahrq.gov/consumer/20tips.htm

http://ahrq.gov/consumer/5steps.htm

http://www.spine.org/articles/ptsafety.cfm

http://www.jcaho.org/general+public/patient+safety/speak+up/hospital+brochure-eng.htm
	TIME-OUT

Step 4 – Much like a captain of a ship or

airplane, your doctor should review the

safety check list. This is the purpose of a

TIME-OUT right prior to surgery.

TIME-OUT may take place in the operating room and you, the patient may not actually be 
awake.


C¹) Is this the correct patient? – at least

       two forms of identification must be used.

C²) Has the patient consented to the right

       procedure? – your consent form and         

       medical record will be reviewed against          

       what is planned.

C³) Is this the right site? – this is checked

      with the medical record, your consent      

      form, and any x-rays available.
	Questions to ask your provider team

1) What is the name of the surgery you are

     performing?

2) Where or what body part will you be

     operating on?

3) What are the risks of this procedure?

4) Who is in charge of the surgery team?

     What is their name?

_______________________________

MD Name

5) What steps have you taken to assure

    that my surgical procedure is correct?

6) What are your plans for a time out?

7) How can I help in assuring that I do not

    experience a wrong site surgery?

References and sponsorships

20 Tips to Help Prevent Medical Errors.

www.ahcpr.gov/consumer/20tips.htm

Ways You Can Help Your Family Prevent

Medical Errors!

www.ahcpr.gov/consumer/5tipseng/5tips.htm
	C³

C–Cubed

Patient Safety

Surgery

Procedures
· Correct Patient
· Correct Procedure
· Correct Site
Help us, help YOU have a safe

surgical experience by following

the enclosed procedures.



	We are a group of healthcare professionals in the state of West Virginia committed to providing high quality and safe care. We recognize that we can not do this alone. We therefore need your help in preventing wrong site surgeries in our institutions. The way that you can help us is by understanding and following the safety steps listed below.

MARKING and EXPLANATIONS

Step 1 – The provider who is doing your procedure should have 1) met with you, 2) explained to you what to expect from the surgery experience, and 3) marked your site prior to you getting any medication or anesthesia.

Step 2 – Your site should be marked with a “YES”. If your child is having surgery or is having facial surgery, a line or dot is acceptable. The site should be marked and visible after you

have been prepped and draped.


	PATIENT VERIFICATION

Step 3 – It is you or your legal guardian’s

job to make sure that the site that is marked

is the correct site. This means that a health

professional will verify with you by asking

the following C³ questions:

C¹) Who you are?

C²) What surgery you are having?

C³) On which part of the body are you

       having the surgery?

If you are the wrong patient, OR

this is the wrong procedure OR it

is on the wrong site
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STOP!! STOP!! STOP!!

STOP!! STOP!! STOP!!

	If you have confusion OR you are unsure,

STOP the process and ask for an explanation!
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The health professional will be comparing the information you give them with their records, any

pictures, x-rays, or reports.





How Do You Correctly Identify a Patient?
In the past there have been errors where the wrong patient has received either the wrong blood, medication, consultation, test or procedure. These errors have occurred because the patient has not been correctly identified.

To ensure you have the right patient and the correct documents relating to that patient, please follow the steps below whenever:

➤ allocating a wristband identification

➤ administering medications or blood products

➤ taking blood samples and other specimens

➤ providing any other treatments, procedures (including x-rays & scopes) or     

    consultations (outpatients/private consulting rooms).

➤ collecting / delivering a patient

➤ handing over a patient to another department eg from ED to Operating Suite/Ward

Steps to correctly identify a patient and their relevant documents:
STEP 1 
ASK THE PATIENT:

1. What is your name?

2. When were you born? and where applicable

3. Why are you here?
STEP 2  
MATCH UP THE ANSWERS GIVEN IN STEP 1 WITH ALL RELEVANT DOCUMENTS
Is the name, DOB and procedure (where relevant) stated by the patient in step 1 the same as what is printed on any relevant documents such as the:
• patients wristband identification (ALWAYS check)

• medical record

• clinic / procedure list

• referral/order letter / sheet

• medication sheet

• label on: medications / blood products / contrast / isotope

• previous x-rays / test results

➤Before you ask the 3 questions in Step 1 you may wish to tell the patient that you will be asking a few questions to ensure they are correctly identified and that you have all the correct documents. This may reduce any concerns the patient has about having their identity verified  so often.

➤ It is important that you let the patient answer the questions in step 1. Don’t presume you know their  name & DOB. This is called “Open Ended Questioning” (see below for more information). The first two questions, if answered in an open-ended way, give staff two pieces of information that when combined significantly reduce the risk of patient identification error. The third question is helpful to ensure that the right procedure or process is applied to the patient, and that the patient has an understanding of his/her condition and treatment.
Open Ended Questioning Open ended questions can be defined as Questions which encourage the respondent to provide their own answers . Closed questions, on the other hand, are ones which encourage an answer such as “yes” or “no”. An open ended example would be “Can you please tell me your name?”, while an example of a closed question would be “Is your name Jane Smith?” In the busy hospital environment, it is understandable that staff may view closed questions as time saving, but this has the potential to increase the risk of a patient being incorrectly identified.
Laminate and place above each preoperative/preprocedure gurney

	Name of Hospital




	Pre-Procedure Patient

Verification Checklist

VERIFY (with patient, documentation & staff)

ALL ITEMS BEFORE MOVING INTO PROCEDURE AREA

· Name & Date of Birth 

· Procedure & Site: Including laterality if applicable


· Consent Form: accurate, complete & signed


· Site Marking: surgeon initialed as appropriate


· Documents: relevant & required all present


· Allergies:


· Antibiotics/ & Medication: administered as ordered


· Diagnostic & Radiology results: properly labeled


· Blood Products, Implants, Devices or Special Equipment required

· Checklist complete

· Document appropriately

· Proceed to procedure area




• Your name ?

• your date of birth ?

• why you are here ?
M.A.R.C.It!
Time Out for Patient Safety
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Getting it Right











�Variation is the Enemy of Quality
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West Virginia Hospital Standardization 


For


The Universal Protocol
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Proceduralist completes consent & RFA forms





Consent form complete*





Yes





No





Wards for admission





Admitting nurse:


 Asks pts: full name, DOB, procedure & site - Checks pts - MRN, DOB against armbands & paper work- Checks consent form correct / completed for procedure , site & signature *





Nurse:


- Asks pts: full name,  �  DOB, name, procedure  �  & site 


- Checks pts - MRN, �   DOB against �   armbands & paper �   work


-  Checks consent form     �   correct / completed for �    procedure, site & �    signature


 - Checks to see if �    surgical site has been �    marked 


Findings documented on pre-op check list *





A) Pt presents to admission office (in person) - office  �      staff request pt to sign consent�


B) Admission papers posted to facility & consent not �     signed - paper worked flagged by office staff for �     signing when pt presents for admission 





Consent


Reviewed by Proceduralist





Proceduralist / delegate notified





Consent NOT reviewed





Patient does not progress to OR


Reasons documented





Inform proceduralist





Procedural site marked where relevant or Dg documented clearly identifying site in MR where relevant





Booking slip / theatre list & consent correspond





Designated Staff member to perform full check


 - Asks pts: full name, DOB, procedure & site - Checks ID band & consent form is correct for procedure & signature DOB- Checks to see if surgical site marked *IIMS form completed if anomaly detected





Pt for transfer to OT. Theatre escort and ward staff verifies pt details against:


Pt ID, MRN Name DOB Destination





Proceduralist / delegate requested to identify & mark procedural site where relevant





Procedural site marked





�





Proceed to procedure room





Time out / Final verification check





Final verification check:


- Pt: Name, MRN, DOB


- Pt details against consent form & �   theatre list


- Correct site, procedure, marking- �  Consent form against booking �   slip


- Confirmation of correct Imaging �   data (X-ray’s)


– Confirmation of imaging data �    against site of pathology


- Availability of equipment / �   prosthesis


*


May occur after pt has been anaesthetized





Should involve the entire team performing the procedure





ALL STAFF MUST STOP


Scrub Nurse calls time out


MUST BE AGREEMENT BEFORE TEAM PROGRESSES





Process must be documented





Yes





No





Key * Critical points





Operating Suite





No





West Virginia  Hospital Standardized Protocol for Implementing the Correct Patient, Correct Procedure and Correct Site





No





No





Yes





Yes





Time out





Yes





Patient


 DOES NOT enter OR





�





Step 5 -  One more round of checking to protect your safety! Your provider should call the time out in order to check the following:





�











						patient sticker	


PRE-OPERATIVE / PRE-PROCEDURE CHECKLIST








PRE-OPERATIVE / PRE-PROCEDURE


                      CHECKLIST





***Must Be Completed before going to Surgery***


























Many people are involved in your


treatment and care, and we need


to be sure that you are receiving the


treatment you are booked in for.


Just to be sure that you get the right


procedure, we will ask you a few times


during your time with us to tell us....








If you refuse to be marked, the health professional must document your refusal.





�





Why do we keep asking you who you are?





Your name?


Your date of birth?


Why you are here? 





�





�





Marking


The surgical site will be marked by a physician to confirm correct right/left operative site or structure.





Invasive procedures outside the operating room follow the marking rules unless the physician remains at the patient’s side throughout.





Patients and their families should participate in marking the correct site.


Assures


The same policy for site verification, marking and time out is followed throughout our organization.





Multiple checks in the M.A.R.C. process improve safety.





Safety is best assured when everyone communicates: patient and family, surgeons, anesthesia team, and nurses.





Patient and team must be in agreement before starting. 


Right 


Time Out takes place before all procedures, even when marking is not


required. Take time to confirm with active verbal communication:


• Right patient


• Right procedure


• Right site


• Right films and special equipment


Cut


Time Out occurs in the operating room or procedure room


• Including all team members


• After the patient is positioned,


prepped, draped


• Before incision is made –


Marking Assures Right Cut
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