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Department & Location
Subject
 Number:

Surgical Services
Universal Protocol for Operating Rooms
OSC, BASC, TASC

POLICY: 
All patients having surgery or other procedures within Surgical Services will be correctly identified and receive the intended procedure. All relevant documents and related information or equipment will be available, correctly identified and labeled, and matched to the patient before the procedure starts. Surgical checklists will guide staff and providers through the verification processes and team briefings to assure that all steps are completed.
PURPOSE: 
To prevent wrong patient, wrong procedure, or wrong site surgeries by providing patient care providers with specific expectations and procedures to follow throughout the perioperative process. To assure availability of all relevant documents, implants, equipment and supplies to prevent delays and cancellation of surgeries. To improve overall patient care and safety by improving communication among patient care providers.
APPLICATION: 
This policy applies to all patients having surgery or other procedures within Surgical Services operating rooms and FBU surgical patients and to anyone providing care to those patients.
REFERENCE:
AORN “Correct Site surgery Tool Kit” 2004

Group Health Hospital System Universal Patient/Procedure/Site Verification

Outside of the Operating Room Policy, HS-439.2

Group Health Hospital System Invasive Procedure Policy, HA-MS-961

Group Health Hospital System Patient Identification Policy, HA – 425.1

AAAHC Accreditation Handbook for Ambulatory Health Care, 2009
NIAHO Standards and Interpretive Guidelines, Revision 7
Joint Commission 2009 National Patient Safety Goals
World Health Organization

Washington State Hospital Association
A. CHECKLISTS

Surgical checklists will be posted in the patient admitting areas and in the ORs to guide staff and providers through the steps of the pre and post-procedure verification processes.
1. An “On Admission and Before Transfer to OR” checklist will be posted in the patient admitting areas to guide the Admitting RN, the Surgeon, the Circulating RN, and the Anesthesia Provider through the pre-procedure verification process on admission and before the patient is transferred to the OR.

2. Two checklists will be posted in the OR.  
· The first, “Before Procedure Start” checklist, will guide the surgical team through the team briefing and time out before the incision.
· The second, or “End of Procedure” checklist, will guide the surgical team through the team debriefing at the end of the procedure.

B. PATIENT IDENTIFICATION
All patients having surgery or other procedures in Surgical Services will be correctly identified so that the correct patient receives the intended surgical or other procedure.

1. All patients having surgery or other procedures in Surgical Services will receive an identification (ID) band.
2. Whenever possible, patient caregivers will engage the active participation of the patient or patient representative (parent, guardian, or caregiver) in the identification process.

3. All patients will be identified using two patient identifiers.
· The first identifier will be the patient’s name.

· The second identifier will be the patient’s medical history number or date of birth.

4. Patients will be identified on admission, before transfer to the procedure room, during the OR briefing and time out, and on arrival in the postanesthesia care unit (PACU).

5. The patient identification process is documented in the medical record by the admitting RN, circulating RN, anesthesia provider, and PACU RNs.

6. If discrepancies in patient identification are found on admission, the following steps will be taken:

· Notify the admitting/business office staff or other appropriate person to assist with resolution of the discrepancy.

· Notify the PACU and OR charge nurses of the discrepancy and again when the discrepancy is resolved.

· The patient will not be transferred to the OR until the discrepancy is resolved.

· Complete an Unusual Occurrence report on InContext.

The following steps will be completed when identifying a patient:

1. Ask the patient or patient representative to state the patient’s name and medical history number or date of birth.

2. The patient care provider will confirm that the information provided by the patient or patient representative matches the information on the patient’s ID band.
3. On arrival in the OR, the circulating RN will read the patient’s name and medical history number on the patient’s ID band and the anesthesia provider will confirm that the information matches the patient name and medical history number on the electronic anesthesia record.
4. During the time out, the circulating RN reads the patient name and medical history number from the consent form while the anesthesia provider views the patient name and medical history number on the patient’s ID band or, if the ID band is not accessible, the anesthesia provider may view the patient name and medical history number on the electronic anesthesia record. The anesthesia provider confirms that the patient identification on the ID band or electronic record matches the patient identification read by the circulating RN on the consent form. Other team members confirm patient identification.
C. PROCEDURE AND PROCEDURE SITE and/or SIDE VERIFICATION
The procedure and procedure site and/or side, will be verified for all patients having surgery or other procedures to assure that the patient receives the intended procedure.

1. Whenever possible, patient care providers will engage the active participation of the patient or patient representative (parent, guardian, or caregiver) in the procedure and procedure site/side verification process.

2. The consent form will be used as the primary source of information when verifying the surgical procedure and procedure site/side.

3. The surgical procedure and site/side on the consent form must match the information on all other relevant documents, including the surgery schedule, H & P, orders, and surgeon’s clinic notes.

4. The procedure site/side verification process is documented in the medical record by the admitting RN, circulating RN, and anesthesia provider.

5. If discrepancies are found during the site verification process before the patient is transferred to the OR, the following steps will be taken:

· Notify the surgeon of the discrepancy. It is the surgeon’s responsibility to resolve the discrepancy.

· Notify the PACU and/or OR charge nurses of the discrepancy and again when the discrepancy is resolved.

· The patient will not be transferred to the OR until the discrepancy is resolved.

· Complete an unusual occurrence report on InContext
The following steps will be completed when verifying the correct procedure and procedure site and/or side:
1. Ask the patient or patient representative to state the procedure including the site/side when applicable.

2. The patient care provider will confirm that the procedure stated by the patient or patient representative matches the procedure on the consent form. The procedure on the consent form must match the procedure listed on the surgery schedule and other relevant documents.
3. In addition, the patient or patient representative will be asked to point to the site/side when applicable.
4. The procedure site/side will be marked by the surgeon or proceduralist when applicable. See Procedure Site Marking.
5. Final confirmation of correct procedure and site/side takes place during the team briefing and time out in the operating room but confirmation that the correct site/side is marked and visible is also required throughout patient preparation , including:

· Before administration of local anesthesia or an anesthetic block
· Before tourniquet placement
· Before positioning

· Before prepping

D. PROCEDURE SITE MARKING

The purpose of the site marking is to identify without ambiguity the intended site for the procedure.
1. The surgeon or proceduralist who will perform the procedure will mark the site.
2. A resident may mark the site only if they will be involved directly in the procedure and present at the time of the OR briefing and time out.

The following instructions will be used when marking the procedure site/side:
1. The surgical site/side will be marked for all procedures involving:
· laterality (right or left)

· a surface (flexor, extension)
· a level (spine)

· digit(s)
· lesion(s)
2. The surgeon or proceduralist will mark the procedure site/side with their initials. This will be done:
· After the procedure site/side has been verified with the patient but before the patient is moved to the OR unless the patient bypasses the PACU preoperative area. When the patient bypasses the PACU preoperative area, the procedure will be marked in the procedure room.

· With patient or patient representative involvement. The patient or patient representative is asked to point to the correct site/side to be marked.

· This will be done with an approved marker so that it is visible after prepping.
· The initials will be placed as close to the incision/insertion site as possible so that they are visible after positioning and draping.

3. The non-procedure side or site(s) is never marked.
4. Xs are never used to mark the procedure or non-procedure side or site.
5. Adhesive site markers will not be used.
6. Laparoscopic procedures with laterality will be marked on the operative side near the scope insertion site. Bilateral laparoscopic procedures will not be marked.

7. Oto procedures done through natural body orifices (oral, nasal) that include laterality (right or left mandible, right or left vocal cord, right or left sinus) must be marked.

8. External Genitalia. For gynecological or urology procedures on external genitalia (labia or scrotal), the laterality can be marked in the inguinal area as long as the site marking is visible after draping.
9. Ophthalmology. Before instilling preoperative eye medications, the nurse will verify the correct side and mark a small dot above that eye. The surgeon will verify the correct side and nurse marking (dot), and add their initials before the patient goes to the OR.
10. Anesthetic Blocks. When the surgical procedure involves laterality, the surgical site must be marked, by the surgeon or proceduralist, prior to the administration of an anesthetic block, i.e. eye block or bier block.

11. Skin Lesions. In the case of multiple lesions and when only some lesions are to be treated the sites will be identified and marked prior to the procedure itself. The mark(s) will be made as close to the lesion(s) as possible. Do not make a mark on an open wound or lesion. See Exceptions for marking below.
12. Spine Cases. The level is verified prior to the procedure with an X-ray using a metallic
marker. This X-ray is then compared and verified with preoperative radiological studies.

13. Exceptions for marking include:
· Procedures involving single organs, such as the uterus, bladder, or gallbladder.

· Bilateral procedures will not be marked.

· Procedures that do not involve laterality, multiple structures or multiple levels, do not need to be marked.

· Gynecological and urological procedures entering a natural orifice and involving laterality (ie right or left ureteroscopy) when a mark may not be visible after positioning and draping or when it is impractical to mark the site. See Alternatives to site marking below.
· C-sections do not need to be marked.
· Teeth are not marked, but the operative tooth name/number must be included on documentation, X- rays and site confirmation.

· When the insertion site is not predetermined as with a Portacath, Groshong, pacemaker, triple lumen catheters, or any central line when both sides are prepped.

· Open wound or lesion. If there is an open wound or lesion that is the site of the intended procedure, site marking is not required unless there are multiple wounds or lesions and only some of them are to be treated. If the decision as to which ones are to be treated will be made prior to the procedure itself, then the specific sites to be treated will be marked before the patient is taken to the OR. The mark(s) will be made as close to the lesion(s) as possible.
14. Alternatives to site marking. For procedures involving laterality, when it is technically or anatomically impossible or impractical to mark the site or when the marking may not be visible after positioning and draping, such as gynecological or urological procedures, the preop nurse will be place a blue wristband on the patient’s right or left wrist that corresponds with the correct procedure side.
· The wristband will include a patient label w/ patient’s name and MH#, the side (left or right), and the body part (ureter or tube).
· The patient must initial the wristband to show agreement with the surgical site/side information.
· The surgeon must also verify the information on the wristband and initial it to show agreement.
15. If the patient refuses site marking:

· Provide the patient with information describing the importance of site marking.
· If the patient still refuses site marking after describing the importance, a unique wristband will be placed on the patient. The wristband will include the patient’s name, the procedure, and the site/side if applicable. The patient must initial the wristband to show agreement with the surgical procedure and site/side information. The surgeon must verify the information on the armband and initial the armband to show agreement.
· The patient’s refusal and verification will be documented in the medical record.
E. TEAM BRIEFINGS:

In the OR, surgical team briefings will take place before the incision is made and again at the end of the procedure, before the patient is transferred to the PACU. The purpose of the team briefings, is to improve communication and patient care.
1. Members of the surgical team include the surgeon, the anesthesia provider(s), the circulating RN, the scrub tech, the first assistant, and others who will participate in the procedure.
2. To assure that each element of the team briefings are addressed, checklists will be posted and followed.

3. During the team briefing before the incision:
· All other non-essential activities are stopped so that all team members can actively participate in the briefing.

· The briefing will be initiated and lead by the surgeon but other team members are fully authorized and expected to stop the procedure from starting or progressing if the briefing is not completed.

4. The team briefing before the incision will include the following and will be documented in the medical record:

· Team member introductions by name and roles as needed.

· An opportunity for team members, specifically the surgeon, the circulating RN, and the anesthesia provider, to share relevant procedure and/or patient specific concerns based on patient history or medication use. Examples include:
Anesthesia provider – Allergies, airway or other concerns based on patient history or medication use, i.e. blood glucose.

Surgeon – Special implants, equipment or supplies available or variation in procedure or steps or time
Circulating RN – Equipment issues or other patient concerns.
· A time out.

5. The time out is a collective verbal verification by all members of the surgical team and takes place immediately before the procedure begins. The time out will include confirmation of the following:

· Patient identity

· Correct procedure, site/side
· Correct site/side marked and visible, and correct position, if applicable.
· Relevant images displayed, match patient ID, and match site/side

· Pre-op antibiotics within 60 minutes
6. During patient identification:
· The circulating RN reads the patient name and medical history number from the consent form while the anesthesia provider views the patient name and medical history number on the patient’s ID band or, if the ID band is not accessible, the anesthesia provider may view the patient name and medical history number on the electronic anesthesia record. The anesthesia provider confirms that the patient identification on the ID band or electronic record matches the patient identification read by the circulating RN on the consent form.
· Other team members verbally indicate agreement w/ patient identification.
7. During procedure and site/side verification:

· The circulating RN reads the procedure from the consent form and confirms that it matches the surgery schedule and other relevant documentation.

· Other team members verbally indicate agreement w/ procedure and site/side, and confirm that marking is visible and that correct side is marked, and the patient is positioned correctly, if applicable.
· If the patient is wearing a wristband to identify the correct procedure and site or side, the circulating RN must also read the surgical procedure and site or side from the wristband. Other team members must verbally indicate agreement with the surgical site or side information on the wristband and that the wristband is placed on the wrist (left or right), that corresponds with the correct procedure side.
8. Any discrepancy identified during the time out must be resolved to the satisfaction of all team members before proceeding with the procedure.

9. Additional “time outs” will be conducted is there is a change in the surgeon/proceduralist or before subsequent procedures on the same patient.
10. A second team briefing, or debriefing, is completed at the end of the procedure, before the patient is transferred to the PACU.
· It can coincide with other end of procedure activities, such as wound closure.

· It must be completed before the surgeon has left the OR.

· Can be initiated by the surgeon, circulating RN, or anesthesia provider but other team members are fully authorized and expected to prompt the briefing if needed.
11. The debriefing includes:

· Counts correct including sponge, needle, and other.
· Confirmation of correct specimen handling including correct patient identification on requisition and label(s), specimen(s) correctly identified, and special instructions for the pathologist complete and accurate, as applicable.
· Agreement on name of the procedure completed and changed in electronic record if needed.
· If special patient specific post-op needs identified, communication or follow-up is planned.
· If equipment/instrument or supply issues identified, follow-up is planned.

· If other concerns/issues/opportunities for improvement identified, follow-up is planned.
F. Final Instructions:

1. All practitioners and staff will receive orientation and training regarding this policy.
2. Unusual Occurrence reports will be completed on InContext for all discrepancies and near misses.
3. This policy will be monitored to assure compliance and to identify and improve processes as needed.
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