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Correct Site Surgery Best Practices




DRAFT


 “Time Out” Prior to Surgery or Initiation of an Invasive Procedure

	Essential Elements for Policies and Procedures for the Surgical/Procedure “Time Out”
	Rationale:  The Time Out provides the last opportunity to correct any errors that could have occurred and to ensure the intended outcome, by having everyone participating in the procedure confirm the correct patient, procedure and site 


Policies and procedures for the “time-out” should include at least the following elements:
1. Provide a clear description of the specific procedures that require completion of the “time-out” prior to the start of the procedure.

· Consider including any procedure which requires a consent form

· Include endoscopy procedures, invasive procedures performed in patient rooms, etc. as well as surgery in the OR.

· Specify those procedures which involve skin incision but do not require completion of the protocol (e. g. venipuncture, peripheral IV lines, NG tubes and Foley catheters)

· Include those circumstances when a “time-out” would not be required such as during emergency situations (e.g., if the situation was a life threatening emergency where the “time-out” would create more risk than benefit).

· Be clear that the “time-out“ is required for the specified procedures regardless of where in the hospital the procedure is performed.

2. Specify exactly at what point or points during the procedure the “time-out” is to take place.

Suggestions:

· For example, in the surgery or procedure room (may be at bedside) immediately before starting the procedure.

· For surgery, may be immediately prior to incision

· For other procedures, the “time out” could take place immediately prior to insertion of needle or scope, etc.

· Consider holding more than one “time-out” – for example, before anesthesia or administration of a block.

3. Designate the individual (by role or title) responsible for calling the “time-out”

Suggestions:

· Avoid general language like “the team will participate in a time-out”

· Assign calling the “time out” to the surgeon or individual performing the procedure (ideally the best practice).

· Most commonly among our participants, the circulating nurse is designated this responsibility.

· Clarify that if the individual assigned responsibility does not initiate the “time-out”, everyone on the surgical team is empowered and responsible to do so.

4. Require that the “time-out” includes confirmation of the following critical elements:

· Correct patient identity

· Correct side and site

· Agreement on the procedure to be performed

· Correct patient position

· Availability of correct implants, any special equipment, or special requirements

Suggestions:
· Include those required/recommended patient care protocols that improve patient outcomes in the “time-out”, such as the initiation of antibiotics and DVT prophylaxsis.

5. Require that each member of the surgical team give active confirmation for each of the elements required in the “time-out”.

· Be sure to include all persons present and involved in the procedure: residents, scrub technicians, PAs, nurses, surgeons, anesthesiologists, radiology technicians, etc.

· Be clear that lack of a response from any member of the team will be considered failure to confirm, rather than confirmation

Suggestions:

· Consider requiring a verbal response from each member.

· At a minimum, require that the active confirmation be a head nod or other visible and definitive non-verbal cue.

· Consider requiring that the time-out be performed by a person performing a procedure even if that person is the only one involved (without requiring calling- in others not involved with the procedure).

6. Describe a reconciliation process to take place if any discrepancies are noted during the “time-out”.

· Consider halting the procedure until the discrepancy is reconciled and another “time-out” completed with all participants in agreement. 

· Identify a chain of command to follow if the discrepancies can not be reconciled.

7. Require that the “time-out” be documented and specify that the signature on the “time-out” documentation indicates that all team members were in agreement with all of the “time-out” required elements.

· The documentation should include, at a minimum, the;

· Date and time the “time-out” was called

· Identification of the person initiating the “time-out” by initials or signature. 

Suggestions:

· Document the “time out” on the patient’s procedure record or other checklist or document that will remain in the patient’s record. 

· The written policy for “time-out” should specify which documents used by the facility will include documentation of the “time-out”

· Some hospitals also require documentation of the names of all members of the team present at the time the “time-out” is called, and their individual agreement.

8. Include the use of forcing functions or prompts wherever possible.

Suggestions:

· Use visual cues to get everyone’s attention and participation in the “time-out”:

· “Flick” the lights on and off

· Ring a bell 

· Put bright reminder signs in the OR with the “time out” steps 

· Hospitals use these techniques to delay or prevent an incision until the “time-out” has been completed:

· Cover or hide the scalpel until the “time-out” is completed

· Hand bright orange plastic scalpels inscribed with “time-out” to the surgeon before the real scalpel is passed

· Place bright drapes over the instrument tray imprinted with “time-out” or “TO” which must be removed before passing the scalpel.

Issues for discussion at March 31 meeting: 

1. Should #8 be a part of policy/procedures, or just a suggestion?
2. What do you think of the suggestion under # 4

3. What should be included in documentation and where should they be kept?

