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Improving patient safety is an increasing priority
for hospitals since sentinel events can be cata
strophic for patients, caregivers, and institutions.

Patients who undergo a surgical or an invasive pro-
cedure are at increased risk of suffering an adverse
event since the environment is complex and
pressurised. Thus unintentional adverse events may
occur leading to serious harm comes to patients.
Therefore patient safety is recognised as important
approach to improve the quality and safety of care in
operation theatre. At facilities where surgery and
invasive procedures are performed, specific steps
must be implemented in order to reduce the likeli-
hood of incorrect surgeries.

Steps to Improve Surgical Outcomes

Following steps must be taken to ensure that the
indicated surgical procedure is performed on the cor-
rect patient, at the correct site, and if applicable, with
the correct implant. The steps are as follows:

� Scheduling

� Informed consent

� Patient identification

� Verification of the procedure to be performed

� Site marking (as required related to level, later-
ality, multiple structures)

� “Pause for the cause” or “Time-Out” briefing.

� Review of imaging data.

A. Scheduling

The physician or his/her designee notifies the pro-
cedure area with:

� Patient name and medical record number (when
available) or birth date

� If minor, name of parent or legal guardian

� Patient date of birth

� Surgeon or practitioner name

� Date of procedure

� Name of procedure(s) – minimise use of abbre-
viations
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� Site of procedure(s) – laterality, level and/or mul-
tiples

Diagnosis

� Any special needs – e.g. precautions, specialised
equipment, interpreter.

B.    Informed Consent

Informed consent is obtained for all planned and pos-
sible invasive or high risk procedures.  To assure
correct site procedure, informed consent documen-
tation includes:

� Patient’s name (and medical record number, if
available)

� Date

� Treatment / procedure recommended

� Site of procedure – including laterality, level, and/
or multiples.

While consent is being obtained, the patient must
be awake and alert and have the capacity to under-
stand the details and implications of the procedure.
Consent must be obtained in a language that the
patient understands or through an interpreter. The
consent protocol can, however, be waived in emer-
gency cases with threat to life or limb.

C. Patient Identification

The circulating nurse should be responsible for iden-
tifying patients prior to bringing them into the OR.
They should ask the patients to verbally state their
full name and father’s name or date of birth, and to
identify his/ her operative site. The patients’ re-
sponses should be checked against the signed con-
sent forms, the patients’ identification bands, as well
as to the marked sites.

In cases where the patients cannot provide the
correct responses themselves, another person with
knowledge of the patient, such as a family member,
should be asked to state the name of the patient and
the site to be operated on. The staff member who
performed the identification must stay with the pa-
tient until the patient is transported into the OR.

D. Verification

This consists of verifying the correct patient, site and
procedure at every stage from the time a decision is
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made to operate to the time the patient undergoes
the operation.

Prior to sending the patient to OR, the clinicians
involved in the care of the patient prior to and during
the procedure (e.g., pre-op nurse, other nurse teams,
radiology personnel, and/or anesthesia care provid-
ers) separately verify the:

� Patient’s identity (using two identifiers)

� Procedure to be performed

� Site of the procedure by comparing relevant docu-
mentation, diagnostic studies, and the verbal re-
sponse (when able) of the patient/legal guardian.

This will be documented by each person, at each
point of the verification process, and recorded in the
patient record.

E. Site Marking

1. Mark all the site or sites to be operated including
those on the midline, face and groin. Use of a spe-
cial-purpose wristband should be done in cases
where the site is awkward or problematic such as
the perineum.

2. Any controversy related to site marking (includ-
ing procedure, level, laterality, or documentation)
needs to be resolved prior to site marking.

3. Marking involves laterality, multiple structures
(e.g. fingers, toes, ribs) and multiple levels (e.g. ver-
tebral column).

4. Procedures not requiring marking:

� Single organ procedures where laterality is not a
factor (e.g. Caesarean section, cardiac surgery,
endoscopies, rectal/vaginal procedures)

� Interventional cases for which the catheter/in-
strument insertion site is not predetermined (e.g.
cardiac catheterisation)

� Teeth – but, do indicate tooth names on docu-
mentation or mark the operative tooth (teeth) on
the dental radiographs or dental diagram

� Premature infants for whom the mark may cause
a permanent tattoo.

� Minor procedures not requiring signed consent

� Procedure sites that cannot be marked due to
physical location (e.g., rectal or vaginal proce-
dures) or do not involve an incision or injection
(e.g., cystoscopy, bronchoscopy, laryngoscopy).

5. Special Considerations related to marking:

� Site sensitive areas may be marked above or lat-
eral to the procedure site (e.g., scrotal surgery
sites will be marked on the groin area on the ap-

propriate part of the body, breast sites will be
marked on or above the breast on the upper chest
area).

� If a patient refuses to have a site marked, an
alternative process (e.g. a drawing) is used and
the patient’s wishes are documented in the
record.

6. Complete the marking while the patient is alert
and awake, as the patient’s involvement is impor-
tant.

7. Site marking should be unambiguous, clearly vis-
ible and made with a permanent marker so that the
mark is not removed during site preparation.

8. The mark is placed so that it is visible in the op-
erative field after the site is prepared and draped.

9. The site is marked by the clinician performing
the procedure using his/her initials. Do not mark
non-operative sites. Do not use stick-on labels.

F. “Pause for the Cause” or “Time-out” Briefing

1. The pause for the cause is defined as an active
pause as near to the start of the procedure as pos-
sible.  This pause includes the final confirmation of
the patient’s identification, the procedure to be done
and the site of the procedure when necessary.

The pause calls for all members of the team in-
volved with the procedure to actively agree that it is
safe to proceed.

In many cases the patient will be under sedation
or unconscious when the  time-out briefing occurs
and is not expected to participate in this process.
Documentation of the pause and other elements is
required.

2. Just before the actual procedure begins, a final
verification (“pause for the cause”) is performed by
all clinicians present (e.g. in the OR: surgeon, ana-
esthesia care provider, surgical technician and RN
circulator).  Using active verbal participation, mem-
bers of the team verbally verify the following:

� Patient identity

� Procedure to be performed

� Site of the procedure, noting the position of the
patient

� Presence of images (properly labelled and dis-
played)

� Presence of required implants and any special
equipment.

3.  If an implant is used final verification prior to
implant should include:
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a. Implant specification/type

b. Size

c. Laterality

4. The clinician identified as accountable for record-
ing verifies the information with the record and docu-
ments the “pause for the cause” in the patient record.

5. In cases where multiple unrelated procedures are
to be performed, the “pause for the cause” (pause and
verification) is repeated prior to each incision or in-
jection.

6. In cases where the procedure is exploratory or
unexpected findings occur during the procedure that
results in a change in the procedure or original site
(e.g. cancer is identified while doing an exploratory),
the following applies:

� The change in procedure or site must be within
the parameters of the signed consent form and
verified.

� All personnel involved in the procedure must stop
to perform an additional verification, noting the
change in procedure and/or site.

7. If, at any point in the process, a discrepancy is
discovered in the site marking or verification pro-
cess, the clinicians involved in performing the pro-
cedure are notified. The procedure is stopped and does
not continue until the discrepancy is reconciled.

G. Imaging Data

Pre-existing radiological images should be referred
before giving an incision. Two members of the OR
team are required to confirm that the images are
correct, properly labelled (name and side of anatomy),
and properly presented and oriented (right or left and

up and down). The surgeon, resident, and nurse cir-
culator should view the radiological image separately
and ascertain what elements of the image they re-
viewed.

H. Reporting

Any episode of wrong patient, wrong site or wrong
procedure should be immediately reported.

Conclusion

All nurses have significant contribution to make in
protecting and improving patient safety. As the health
care provider she spends the greatest amount of time
with patient overseeing, coordinating and providing
care. The nursing perspective on reducing errors and
improving systems must be part of a collaborative ap-
proach involving the public, other health care pro-
viders, employers, educators, administrators, re-
searchers and government at all levels of the health
care system.
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vkidks ekfld if=dk Vh,u,vkbZ cqysfVu feyus esa f”kdk;r rks ugha gS

Vh,u,vkbZ ds dqN vkthou lnL;ksa ls gesa ;nk dnk f”kdk;r feyrh jgrh gS fd mUgsa ekfld cqysfVu dh izfr;ka ugha fey jgh

gSaA  lHkh vkthou lnL;ksa dks vf/klwfpr fd;k tkrk gS fd ekfld Vh,u,vkbZ cqysfVu dh izfr;ka fu;fer :i ls Hkstus dh

O;oLFkk gSA vkidks ;fn bldh izfr ugha fey jgh gS rks%

1-    LFkkuh; Mkd?kj esa iwNrkN djsa vkSj izfr;ka ugha feyus dh f”kdk;r ntZ djsaA

2-    ;g lqfu”p; djssa fd Vh,u,vkbZ eq[;ky; dks fn;k x;k vkids uke vkSj irk ds fooj.k esa dksbZ =qfV ugha gS vkSj ;g

laiw.kZ gSA blesa fiu dksM dk mYys[k fd;k tkuk vfuok;Z gSA

ekfld cqysfVu dh lHkh izfr;ka eq[;ky; ls eghus ds igys lIrkg esa Hkst nh tkrh gSaA fQj Hkh fdlh ekg dh izfr vkidks ugha

feyrh gS rks mlh ekg dh 15 rkjh[k rd eq[;ky; dks vkosnu djsa] ;fn laHko gqvk rks ge bldh izfr nksckjk Hkstus dk iz;Ru

djsaxsA ;kn jgs] mDr rkjh[k ds ckn feyh f”kdk;rksa ij fopkj ugha fd;k tk,xkA


