
 

 

  



 

2 

 

 

For more information, questions, or comments, please contact:  
 

Ántonia Cash, BSN, RN, MPH student 
Intern, Patient Safety Surveillance and Improvement Program 

Utah Department of Health and Human Services 
antoniacash@utah.gov 

 
 

Sri Bose, PhD, MA 
Patient safety coordinator 

Utah Department of Health and Human Services 
sbose@utah.gov 

  

mailto:antonia.cash@utah.gov
mailto:sbose@utah.gov


 

3 

Table of contents 

 

Table of contents ...................................................................................................... 3 

2022 US wrong site surgeries ................................................................................... 4 

2022 Utah wrong site surgeries ............................................................................... 4 

Evidence-based best practices for surgical safety ................................................. 8 

2009 WHO surgical safety checklist ............................................................................... 9 

2014 Safety practices from The Joint Commission Center for transforming 
healthcare Project—summary ...................................................................................... 10 

2019 AORN comprehensive surgical checklist tool kit ............................................. 14 

2020 The Joint Commission: Speak up for safe surgery .......................................... 15 

2023 The Joint Commission: Hospital national patient safety goals ...................... 16 

2023 AORN Make time for time out poster ............................................................... 17 

Minnesota surgery safety measures .................................................................... 18 

Pennsylvania surgery safety measures ................................................................ 21 

Discussion questions .............................................................................................. 24 

References ............................................................................................................... 25 

Appendix A .............................................................................................................. 27 

Appendix B .............................................................................................................. 28 

Appendix C .............................................................................................................. 29 
 

  



 

4 

 
Wrong-site surgery continues to be a major sentinel event in the United States and 
in Utah despite many efforts to prevent it. A wrong-site surgery occurs when 
surgery is performed on the wrong side or site of the body, the wrong surgical 
procedure is performed, or surgery is performed on the wrong patient. This type of 
error is a direct result of human to human error. The purpose of this report is to 
outline wrong-site surgery data from the US and Utah, list and detail current best 
practices to prevent wrong-site surgery and challenges of those practices, and 
discuss other states’ practices to prevent wrong-site surgery. 
 

2022 US wrong-site surgeries 

Not every state mandates wrong-site surgery reporting, therefore it is difficult to 
find comparable national data. Data for research often comes from voluntary 
reporting or claims databases. For example, a 2006 study estimated there are 
between 1,300 to 2,700 wrong-site, wrong-procedure, and wrong-patient events 
annually in the US.1 According to a 2011 report from The Joint Commission, wrong-
site surgeries occur about 40 times a week in the US.2 In 2022, of the voluntary 
reports of surgical events to The Joint Commission’s Sentinel Events, 68% were of 
wrong-site procedures.3 A study of medical claims from 2013 and 2020 found that 
the top 3 types of surgical wrong-site surgeries were orthopedic (35.3%), 
neurosurgery (22.1%), and urology (8.8%).4 

 

2022 Utah wrong-site surgeries 

In Utah it is mandatory for facilities to report instances of wrong-site surgery to 
the Department of Health and Human Services within 72 hours of the event 
occurring, however this is not enforceable logistically . Of the 26 wrong-site 
surgeries reported in Utah in 2022, 58% were orthopedic, which aligns with national 
data (see figure 1). Nevertheless, of those orthopedic surgeries, 53% were wrong 
side (left vs right) surgeries, an error that many preventive measures seek to 
correct (see figure 2). These facts present the need of continued support and 
guidance to keep wrong-site surgeries from occurring in Utah.  
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In 2022, the top 3 contributing factors of wrong-site surgery in Utah were human 
factors (15), process breakdown (12), and communication (9). After an  examination 
of the narrative explanations provided by the facilities, the contributing factors can 
be attributed to not following The Joint Commission's universal protocol principles 
(see figure 3), such as not performing a pre-procedure verification, not marking the 
site correctly, or not completing an accurate timeout. While there were instances of 
other types of contributing factors such as distraction, student error, or a provider 
performing a habitual action, following set guidelines may help prevent a large 
number of wrong-site surgeries.  
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Figure 1: Utah wrong-site surgeries  

 
 

Figure 2: Utah orthopedic wrong-site surgeries 
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Figure 3: Utah wrong-site surgeries contributing factors categorized by The 
Joint Commission’s Universal Protocol principles 

2022 Utah wrong-site surgeries 
contributing factors categorized by the Universal Protocol, Distraction, and 

Other 

Contributing factor Number of occurrences 

Pre-procedure verification 5 

● Additional information/documentation was not corroborated (e.g., the 
medical record). 

● Veterans Affairs (VA) patient—operating room (OR) team had no access to 
VA medical records. 

● Communication breakdown between OR and biopsy coordinators.,The 
correct information was not available in the order set  

● Orders do not currently contain discrete fields for specific lung nodules or 
targets for biopsy. 

● Order process/order specifications breakdown.   

Mark the site 2 

● Residents were overwhelmed and the attending did not question or 
independently mark (did not follow policy).    

● Lack of site marking verification. 

Timeout 5 

● Timeout was not performed correctly. 
● Timeout process—order was not verified against consent and the 

whiteboard was not updated. No notification of order change from 
provider. 

● The surgical time-out process was not followed including the surgeon 
reading consent (which was done by circulator), and visualizing the site 
marking. 

● Inattention during team time out to identify the correct site, drape was not 
marked with the correct site, and there was an inadequate team culture of 
accountability to follow time-out. 

● Time-out and verification process   
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Distraction 3 

● The surgeon was distracted with a procedure in the next room. The 
anesthesiologist was also distracted when the tech check process should 
have been done.  

● Advanced practice provider was distracted by a conversation with the 
patient. 

● Surgeon was distracted with a consult while completing surgery. 

Other 9 

● There was a lag time from when the initial timeout process was completed 
to when the surgery actually started. The scrub tech was still orienting and 
left alone in the OR when the surgical case started. Scrub tech trainer was 
precepting multiple rooms/busy surgery day. Inconsistency in scrub techs 
from when the case started to when the case ended.    

● Student error in identification of correct tooth to extract. 
● Patient reported the right side, timeout complete, and right side was 

prepped. Should be opposite in spinal procedures. 
● Lapse/habit intrusion/reflex with cognition. 
● Student error (student dentist performed procedure). 
● Surgeon experienced memory slip during the start of the operation and 

incised the wrong eye muscle. 
● Restlessness of patient/site—reassessment needed. 
● Opportunity identified to improve imaging equipment that could help 

optimize images and reduce risk of wrong site kyphoplasty. Awaiting 
corporate funding for capital requests. 

● Patient healed from the biopsy and it was hard to determine where the 
biopsy margins were. 
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Evidence-based best practices for surgical safety 
 
The following is a compilation of evidence-based best practices from accredited 
sources. Of special note is the Association of Perioperative Registered Nurses’ 
Comprehensive Surgical Checklist, which combines both The Joint Commission’s 
Universal Protocol and the World Health Organization’s Surgical Safety checklist, 
both of which were and continue to be landmark guiding principles to achieve safe 
surgical practice. Also included are 2 other states’ who have conducted research 
within their own states to learn more about wrong site surgery causes and 
solutions, and their practices on how to prevent wrong site surgery, with unique 
practices bolded and highlighted. For further guidance, included in Appendix A and 
B, are templates for best practices for perioperative handoffs between staff and a 
comprehensive multidisciplinary surgical checklist. 
 

2004 The Joint Commission—The Universal Protocol: Speak Up5 
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2009 WHO Surgical Safety checklist6 
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2014 Safety practices from The Joint Commission Center for Transforming Healthcare project—summary7 

For the full chart, see Appendix C 
 

Main causes of wrong-site surgeries Solutions 

Scheduling 

Office schedulers do not verify 
presence and accuracy of booking 
documents. 

● Confirm the presence and accuracy of all primary documents—
such as original surgical or procedure orders, patient chart, etc.—
before the day of surgery.  
 

● All information must be validated and signed the day before 
surgery, 
 

● All paperwork must be completed 24 hours in advance, or the case 
is canceled. 
 

Schedulers accept verbal requests for 
surgical bookings instead of written 
documents. 

● Discontinue verbal bookings and accept only written bookings. If 
schedulers attempt to schedule verbally, redirect them to submit 
written requests. 

Unapproved abbreviations, cross-outs 
and illegible handwriting are used on 
booking forms. 

● Educate physician offices regarding nonacceptance of unapproved 
abbreviations and a requirement for consent to be clear and 
correct, legible, and without cross-outs. Return all consents that do 
not meet criteria to physician offices for correction. 

Pre-op and holding 
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Primary documents—such as consent, 
history and physical, surgeon’s 
booking orders, operating room 
schedule— are missing, inconsistent, 
or incorrect. 

● Require accurate primary documents 48 hours before surgery. 
When inconsistencies are found, flag operating room schedules to 
alert staff and treat cases as high risk. 
 

● If paperwork is not complete and accurate, the case is canceled.  

Inconsistent use of sitemarking. 
Examples include someone other than 
the surgeon marks site; site mark is 
made with unapproved surgical site 
marker; stickers are used instead of 
marking the skin; and inconsistent site 
marks are used by surgeons. 

● Create new protocol to require surgeons to use a single-use 
surgical-site marker with a consistent mark type (e.g., surgeon’s 
initials) placed as close as anatomically possible to the incision site.  
 

● Standardize site-marking procedures and eliminate variations 
based on provider preference. 

Time-out process for regional blocks is 
inconsistent or absent. 

● Verify patient, side, and site for all regional blocks using a 
standardized time-out process. 
 

● Educate staff about the value of standardized processes. Hold all 
caregivers and staff accountable for their role in risk reduction; the 
organization should define roles. 

Inadequate patient verification by the 
team because of rushing or other 
distractions. 

● Educate staff about the value of standardized processes, and 
ensure that standardized verification protocols are followed in all 
cases. Create an environment where staff members are expected 
to speak up when they have a patient safety concern. 
 

● Eliminate unnecessary tasks that prevent the health care team 
from listening. 
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Operating room 

When the same provider performs 
multiple procedures, there is no 
intraoperative site verification. 

● Stop between each procedure on a single case to ensure the 
procedure, site, and laterality of each procedure are performed 
accurately and according to the signed surgical consent. 

Hand-off communication or the 
briefing process is ineffective. 

● Perform a preoperative briefing upon arrival in the operating room 
with patient involvement, if possible, to verify patient identity, 
procedure, site and side, along with any other critical information. 
 

● Use “secret shoppers” to observe the process in the operating 
room before surgery, then revamp the process, including using a 
checklist based on the World Health Organization surgical 
safety checklist. 

Primary documentation is not used to 
verify patient, procedure, site, and 
side immediately prior to incision. 

● Ensure use of primary documentation during time-out to verify 
patient, procedure, site, and side. 
 

● The surgeon calls for time-out, and all members of the team stop 
what they are doing and follow a role-based script. 

Site marks are removed during prep. ● Switch to one-time-use indelible markers; keep a large supply of 
these markers in pre-op, holding, and the operating room; and test 
selected pens for satisfactory results with prep solutions used at 
the organization. 

Distractions and rushing occur during 
time-out, or the time-out occurs 
before all staff members are ready or 

● Develop a role-based time-out process that works for all team 
members which is performed after the prep and drape. 
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before prep and drape. ● Make timeout consistent and streamlined, and strictly about 
verifying the correct patient, procedure, side, and site. 
 

● To reduce distractions, change policy to prevent anyone from 
entering the room during time-out and at other critical points 
during surgery (induction, emergence from anesthesia. etc.) 
 

● Provide an additional nurse for every 2 operating rooms (without 
adding any full-time employees) to prevent nursing staff from 
being rushed. 

Time-out is performed without full 
participation. 

● Perform a standardized time-out process and give every team 
member an active role. Create an environment where staff 
members are expected to speak up when all team members do not 
participate. 
 

● Ensure time-out always occurs just before incision, a critical 
moment when everyone is paying attention. Focus on overcoming 
communication challenges and empowering team members to 
speak up. 

Organizational culture 

Organizational focus on patient safety 
is inconsistent. 

● Develop a measurement system to identify inconsistencies in real 
time. 
 

● Hold all caregivers and staff members accountable for their role in 
risk reduction. 
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Staff are passive or not empowered to 
speak up. 

● Share the data and allow team members to ask questions. Create 
an environment where staff members are expected to speak up 
when they have a patient safety concern; support participation by 
all team members. 
 

● Have daily huddles with operating room staff that involve several 
disciplines. 
 

● Use a huddle educational video shared with all groups and new 
employees. 
 

● Speciality coordinators move in and out of the orthopedic rooms, 
leading the coaching and speaking to physicians individually. 
 

Policy changes are not followed up 
with adequate and consistent staff 
education. 

● Use a team approach when teaching all staff how new processes 
should be executed. Celebrate success; everyone should be aware 
of improvement. Provide ongoing education and just-in-time 
coaching. 
 

● Close operating rooms for one day of education for all staff, 
including leadership, to go through safety-culture training. 
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2019 AORN Comprehensive surgical checklist tool kit8 
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2020 The Joint Commission: Speak Up for Safe Surgery9 

  



 

20 

2023 The Joint Commission: Hospital National Patient Safety Goals10 
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2023 AORN Make Time for Time Out Poster11 
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Minnesota safety surgery measures 
Safe Surgery Process Steps and the Minnesota Time Out12 

 

 
 

Pre-op: 
● All caregivers identify patient in pre-op—patient name and date of birth  
● Before marking the site, the surgeon: 

○ Checks the physician’s order. 
○ Checks patient’s informed consent form for the procedure, site, and/or 

levels (as appropriate). 
○ Asks the patient or patient’s representative to verify the procedure, 

site, and levels (as appropriate). 
○ Checks the image or radiologist’s report to confirm the procedure, site, 

and levels (as appropriate).  
● Resolves any site discrepancies before marking site. 
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● The surgeon marks the surgical site in pre-op with an indelible marker.  
○ Not possible to mark the surgical site (for example, teeth) or the 

surgical site will not be visible after prepping and draping?  
■ Surgeon marks the site on an anatomical diagram. 
■ Diagram accompanies the patient to the OR.  

● Prior to moving a patient to OR, the person (circulating nurse or anesthesia 
care provider) moving the patient to the OR verifies that the site is correctly 
marked by checking the informed consent form. 

○ If the site is not marked on the body, then that person verifies the site 
is correctly marked on anatomical diagram. The anatomical diagram 
accompanies the patient to the OR. 
 

Operating room: 
● Conduct team briefing 
● Cover the Mayo stand with a towel with “TimeOut” in black lettering. 

○ Visual reminder to conduct time-out 
○ Helps to support scrub tech and other team members if time-out isn’t 

done and they are reluctant to speak up 
● Introduce patient: Anesthesia care provider and/ or circulating nurse who 

transported the patient to the OR introduces the patient to scrub (and any 
other OR personnel in OR). 

○ Helps to ensure the patient is in the correct OR. 
○ AND helps the patient feel welcome and more comfortable in OR.  

● Match patient’s ID band against patient documents: 
○ The anesthesia care provider identifies the patient by audibly reading 

the patient's name and date of birth (prefer medical record number) 
from patient’s ID band—circulating nurse silently reads same 
information from patient’s informed consent and anesthesia record.  

○ Circulating nurse verifies the information on informed consent 
matches the patient's electronic record or paper record in OR.  

○ Helps to ensure the correct documents arrived with patient in OR.  
●  When prepping the patient for surgery, locate site marking—either on the 

patient's body or on anatomical diagram. 
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Cognitively engaging surgical time out—the Minnesota time out: 
● Occurs after surgeon has scrubbed and gowned—just prior to incision 
● Surgeon initiates—“Let’s do the Time Out.” 

○ Surgeon needs to take ownership 
○ Timing matters! Avoid memory interference. 
○ Hierarchies and perceptions of power 
○ Tendency to agree with the surgeon 
○ Important to visualize site mark immediately prior to incision 

● All activity stops 
○ No music or other noise 
○ Focus is on the time-out—distractions pull focus away 
○ Everyone has a role to play, and all need to pay attention to what 

others say 
● Circulating nurse:  

○ Reads the following from the patient’s informed consent: 
■ Patient name 
■ Procedure 
■ Laterality of procedure (and level) as appropriate 

○ Notes position of patient  
● Anesthesia care provider: 

○ Reads the patient's name from the anesthesia record and states the 
shorthand version of the procedure.  

○ States antibiotic name, dose, and minutes from administration time. 
● Scrub: 

○ States shorthand version of procedure for which he/she has set up. 
○ Verbally confirms he/she sees the surgical site marking (if there is a 

site marking).  
○ If anatomical diagram is used in lieu of physical site marking, the 

circulating nurse and team use the diagram to verbally acknowledge 
the surgical site . 

● Surgeon: 
○ States patient’s name, complete procedure, and site—from memory. 

● Making everyone an active participant with a specific role increases the 
likelihood of all steps being done correctly. 
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● Discrepancies are resolved before procedure starts. 
● Conduct team debriefing following surgical procedure before the surgeon 

leaves the room.  
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Pennsylvania safety surgery measures 
 

 
 

Final recommendations to ensure correct surgical procedures and correct 
nerve blocks13 
Preoperative verification and reconciliation 

● The site and side of the procedure should be specified when the procedure is 
scheduled. 

● The procedure, site, and side should be noted in the medical record on the 
history and physical, exam record, or the procedure note. 

● The procedure, site, and side should be discussed and documented on the 
informed consent form. 

● The individuals, including scheduling staff, registration clerks, ancillary staff, 
nursing staff, the operating provider, and the patient, have an obligation to 
speak up if they note a discrepancy in any information on the schedule, 
consent, history and physical, and any office notes. Reconciliation of 
discrepancies is the responsibility of the operating provider before the 
procedure. 

● The information to verify the correct patient, procedure, side, and site, 
including the patient's or family's verbal understanding, when possible, must 



 

27 

be verified by the circulating nurse/designee, anesthesia provider, and 
operating provider. This verification shall be documented in a manner 
determined by the healthcare facility. 

● Verbal verification with the patient or their representative should be 
conducted whenever possible. The verbal verification must be done 
using questions that require active response of specific information 
rather than passive agreement.  

○ Example: Can you tell me your full name? What is your date of 
birth? What procedure are you having performed today? 

● Patient identification must require at least 2 unique identifiers, for example, 
name and date of birth. 

● Discrepancies must be reconciled and documented by the operating provider 
before the procedure. 

Site marking 
● The site must be marked by the provider responsible for the procedure. For 

example, by the surgeon, proceduralist, or interventional radiologist, before 
the patient enters the procedure area. The mark must be confirmed by the 
attending nurse/designee. The mark must also be confirmed by an alert 
patient or patient representative when possible. The mark must coincide 
with the schedule, history and physical, and consent. 

● The site must be marked with the provider's initials with an indelible marker. 
● The mark must be made as close to the incision site as possible, so it is 

visible in the prepped and draped field. 
Time-out and intraoperative verification 

● Prior to the induction of anesthesia, the circulating nurse and the anesthesia 
provider, verify the patient's identity, procedure, site, side, consent, and site 
marking. The patient is included in this verification whenever possible. 

● The provider performing the procedure should announce the time-out. This 
occurs after the patient is prepped and draped, and immediately prior to skin 
incision/puncture. 

● Separate formal time-outs must be done for separate procedures, including 
anesthetic blocks, by the person performing that procedure. 

● The noncritical activities in the procedure area must stop during the time-
out, including music and nonessential talking that could distract team 
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members. 
● The relevant patient documents should be available and actively confirmed 

during the timeout process. Relevant documents include a history and 
physical, consent, operating room schedule, and radiographic studies when 
applicable. 

● The site mark should be referenced in the prepped and draped field during 
the time-out. 

● The members of the surgical team should actively and verbally verify 
agreement with the surgical site, side,and relevant documents. Active 
participation should be used at all times.  

○ For example, ''Which side is the surgery on?'' instead of, ''The 
surgery is on the left side. Do you agree?'' 

● Staff should be engaged in the process and the operating provider should 
specifically encourage team members to speak up with any concerns during 
the time-out. The operating provider is responsible to resolve any questions 
or concerns based on primary sources of information and to the satisfaction 
of all members of the team before proceeding. 

● Utilize intraoperative imaging whenever possible for procedures where the 
exact site is not easily determined through external visualization. For 
example, X-ray and fluoroscopy to verify spinal level, rib section level or 
ureter to be stented. 

Accountability 
● Incorporate accountability for these recommendations into the facility's 

quality assurance and formal evaluation process. This includes both 
individual and team performance evaluations, ongoing professional practice 
evaluations and focused professional practice evaluations. 
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Appendix A 

Perioperative PEARLS14 

While the SBAR (situation, background, assessment, recommendation) handoff is a 
useful tool, the PEARLS checklist was developed to be specific to the complicated 
perioperative setting. It was created through a review of the American Society of 
PeriAnesthesia Nurses (ASPAN) standards, a literature review, and input from an 
acute care surgical team. 
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Appendix B 
SURgical Patient Safety System (SURPASS) checklist15 

Developed in the Netherlands, the SURPASS checklist is the most comprehensive 
multidisciplinary surgical checklist that includes all perioperative stages. Different 
versions of the checklist can be downloaded depending on whether a patient is 
coming from the emergency department, being admitted after surgery, or is being 
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discharged home the same day (https://www.surpass-
checklist.nl/en/download.html). A 2020 study found that combining both the WHO 
checklist and the SURPASS checklist resulted in reduction in surgical complications, 
reoperations, and readmissions.16 

https://www.surpass-checklist.nl/en/download.html
https://www.surpass-checklist.nl/en/download.html
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Appendix C7 

Safety practices from The Joint Commission Center for Transforming Healthcare project 

Main causes of wrong-site 
surgeries 

Solutions Examples 

Scheduling 

Office schedulers do not verify 
presence and accuracy of booking 
documents. 

Confirm the presence and accuracy 
of all primary documents—such as 
original surgical or procedure 
orders, patient chart, etc.—before 
the day of surgery.   
 

La Veta Surgical Center now requires 
offices that are scheduling surgery 
to verify that all information is 
appropriate and correct. All 
information must be validated 
and signed on the day before 
surgery; previously, this was done 
when a patient arrived.  
 
At Rhode Island Hospital, if 
documents are not in agreement or 
are incomplete, the physician’s office 
is notified 48 hours in advance. All 
paperwork must be completed 24 
hours in advance, or the case is 
canceled. 

Schedulers accept verbal requests 
for surgical bookings instead of 

Discontinue verbal bookings, and 
accept only written bookings. If 

At Holy Spirit Hospital, scheduling 
for most surgeries was previously 
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written documents. schedulers attempt to schedule 
verbally, redirect them to submit 
written requests. 

done verbally by phone, in many 
cases without using written 
documentation as follow-up. Now, 
verbal bookings are accepted only 
when verified by written 
documents.  

Unapproved abbreviations, cross-
outs, and illegible handwriting are 
used on booking forms. 

Educate physician offices regarding 
nonacceptance of unapproved 
abbreviations and the requirement 
for consent to be clear and correct, 
legible, and without cross-outs. 
Return all consents that do not meet 
criteria to physician offices for 
correction. 

The scheduling process at Holy Spirit 
Hospital now includes extra checks 
and verification, such as requiring 
correction of illegible handwriting 
and cross-outs.  

Pre-op and holding 

Primary documents—such as 
consent, history and physical, 
surgeon’s booking orders, operating 
room schedule—are missing, 
inconsistent or incorrect. 

Require accurate primary 
documents 48 hours before surgery. 
When inconsistencies are found, flag 
operating room schedules to alert 
staff and treat cases as high risk. 

A new policy at Rhode Island 
Hospital now stipulates that if 
paperwork is not complete and 
accurate, the case is canceled.  

Inconsistent use of sitemarking. 
Examples include someone other 
than surgeon marks site; site mark is 
made with unapproved surgical site 

Create new protocol that requires 
surgeons to use a single-use 
surgical-site marker with a 
consistent mark type (e.g., surgeon’s 

The Center for Health Ambulatory 
Surgery Center has approximately 
100 different providers on its active 
medical staff, with 50 who 
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marker; stickers are used instead of 
marking the skin; and inconsistent 
site marks are used by surgeons. 

initials) placed as close as 
anatomically possible to the incision 
site.  

participate in 80% of its cases. Staff 
found inconsistencies in surgical site 
marking, including how it was done, 
where it was done, and when it was 
done. The center standardized site-
marking procedures and 
eliminated variations based on 
provider preference to reduce the 
chance of wrong-site surgery. 

Time-out process for regional blocks 
is inconsistent or absent. 

Verify patient, side, and site for all 
regional blocks using a standardized 
time-out process. 
  
Educate staff about the value of 
standardized processes. Hold all 
caregivers and staff accountable for 
their role in risk reduction; the 
organization should define roles. 

La Veta Surgical Center added a 
time-out to the process for all 
cases requiring an anesthesia 
block.  
 
Holy Spirit Hospital has 
implemented a role-based time-
out. 

Inadequate patient verification by 
the team because of rushing or 
other distractions. 

Educate staff about the value of 
standardized processes, and ensure 
that standardized verification 
protocols are followed in all cases. 
Create an environment where staff 
members are expected to speak up 
when they have a patient safety 
concern. 

Thomas Jefferson University Hospital 
now uses “just-in time” education, 
with coaches available to provide 
feedback in order to improve 
patient verification. 
 
The Center for Health Ambulatory 
Surgery Center eliminated 



 

37 

unnecessary tasks that prevented 
the health care team from 
listening. 

Operating room 

When the same provider performs 
multiple procedures, there is no 
intraoperative site verification. 

Stop between each procedure within 
a single case to ensure that the 
procedure, site, and laterality of 
each procedure is performed 
accurately and according to the 
signed surgical consent. 

At La Veta Surgical Center, when 
multiple procedures are done on 
one patient, a time-out now 
occurs between procedures. 

Hand-off communication or the 
briefing process is ineffective. 

Perform a preoperative briefing 
upon arrival in the operating room 
with patient involvement, if possible, 
to verify patient identity, procedure, 
site and side, along with any other 
critical information. 

AnMed Health used “secret 
shoppers” to observe the process in 
the operating room before surgery 
and found that the circulating 
nurse was not communicating 
important information from 
patients’ charts. The process was 
revamped, including using a 
checklist based on the World Health 
Organization surgical safety 
checklist. 

Primary documentation is not used 
to verify patient, procedure, site, 
and side immediately prior to 

Ensure use of primary 
documentation during time-out to 
verify patient, procedure, site, and 

At Rhode Island Hospital, once the 
patient is in the operating room, the 
team initiates the verification 
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incision. side. process using primary documents to 
confirm the correct patient, site, 
side, and procedure. The surgeon 
calls for time-out, and all 
members of the team stop what 
they are doing and follow a role-
based script. 

Site marks are removed during prep. Switch to one-time-use indelible 
markers; keep a large supply of 
these markers in pre-op, holding, 
and operating room; and test 
selected pens for satisfactory results 
with prep solutions used at the 
organization. 

Thomas Jefferson University Hospital 
discovered that a particular skin 
preparation product was washing 
off site markings. In response, the 
hospital changed to markers that 
make a permanent mark. 

Distractions and rushing occur 
during time-out, or the time-out 
occurs before all staff members are 
ready or before prep and drape. 

Develop a role-based time-out 
process that works for all team 
members and that is performed 
after the prep and drape. 

The Center for Health Ambulatory 
Surgery Center eliminated some 
elements of its time-out, 
narrowing its intent to make it 
consistent and streamlined. Time-
out is now strictly about verifying 
the correct patient, procedure, 
side, and site. 
 
Thomas Jefferson University 
Hospital, the participating 
organization with the most annual 
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surgeries and most operating 
rooms, identified revamping time-
out among its most important 
improvement opportunities during 
the project. To reduce distractions, 
the hospital changed its policies to 
prevent anyone entering the 
room during time-out and at 
other critical points during 
surgery (induction, emergence 
from anesthesia, etc.). By making 
staffing adjustments, the hospital 
provided an additional nurse for 
every 2 operating rooms (without 
adding any full-time employees) to 
prevent nursing staff from being 
rushed. 

Time-out is performed without full 
participation. 

Perform a standardized time-out 
process and give every team 
member an active role. Create an 
environment where staff members 
are expected to speak up when all 
team members do not participate. 

Seven Hills Surgery Center involved 
all team members in the room to 
increase everyone’s attention. The 
surgery center developed a robust 
process for time-out with a script 
that includes every team 
member. 
 
At La Veta Surgical Center, the 
process was improved so time-out 
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always occurs just before incision, 
a critical moment when everyone 
is paying attention. The surgical 
center focused on overcoming 
communication challenges and 
empowering team members to 
speak up. 

Organizational culture 

Organizational focus on patient 
safety is inconsistent. 

Develop a measurement system to 
identify inconsistencies in real time. 
 
Hold all caregivers and staff 
members accountable for their role 
in risk reduction. 

AnMed Health emphasizes the 
importance of focusing on patient 
safety and continual service 
readiness, using national patient 
safety tools. The medical center 
emphasizes the physician’s role 
and shows them the benefits of 
examining and improving processes, 
including developing a minimum 
checklist and then expanding it. 
 
At Seven Hills Surgery Center, staff is 
now actively engaged in improving 
patient safety. Physicians have called 
out areas for improvement. The 
nursing director has observed 
“passionate discussion on 
important issues like time-out 
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and marking.”  

Staff are passive or not empowered 
to speak up. 

Share the data and allow the team 
to ask questions. Create an 
environment where staff members 
are expected to speak up when they 
have a patient safety concern; 
support all team members’ 
participation.  

Daily huddles with the operating 
room staff at Holy Spirit Hospital 
meet the challenge of involving 
several disciplines. The team uses 
a huddle educational video, shared 
with all groups and new employees. 
Speciality coordinators move in 
and out of the orthopedic rooms, 
leading the coaching and 
speaking to physicians 
individually. 

Policy changes are not followed by 
adequate and consistent staff 
education. 

Use a team approach when teaching 
all staff how new processes should 
be executed. Celebrate success; 
everyone should be aware of 
improvement. Provide ongoing 
education and just-in-time coaching. 

Rhode Island Hospital closed its 
operating rooms for one day for 
education, assembling 1,200 staff 
and physicians in 2 hospitals. During 
that day, all staff, including 
leadership, went through safety-
culture training. 

 

 


