
Introducing a safe surgery initiative to the operating room

Item Type Conference Presentation

Authors Glynn, S;Griffin, M;Mehigan, B

Publisher The International Society for Quality in Health Care

Download date 27/05/2023 05:27:46

Link to Item http://hdl.handle.net/10147/271152

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/271152


5

Section 1 - Brief Papers abstracts

057 Introducing a safe surgery initiative to the 
operating room

Glynn, S., Griffin, M., Mehigan, B.

Objective: 

To implement a multi-disciplinary ‘Time Out’ pause and to preoperatively mark operative sites in order to minimize the risk of 
Wrong Site, Wrong Procedure, Wrong Person Surgery.

Background: 

While a number of safety checks are performed before a patient reaches the Operating Room, there is no multi-disciplinary check 
which occurs in the area where the patient will undergo the procedure. A number of serious incidents of incorrect surgeries 
identified in Ireland and internationally have highlighted the need to improve safety checks and the World Health Organisation 
launched the World Alliance for Patient Safety: Safe Surgery Saves Lives in 2008 promoting this. In order to improve Surgical Safety 
in St James’s Hospital, a new initiative incorporating patient verification, surgical site marking and a ‘time out’ preoperative pause 
was introduced. 

Methods: 

Tools: A safety checklist was drafted and used for every patient undergoing an operative procedure. The circulating nurse was 
responsible for completing the checklist. Indelible markers were available across the organisation to ensure the operative sites 
were marked pre-operatively. Timeframe: 3 month pilot commencing August 2008. Key Steps: A Policy for the Prevention of Wrong 
Site, Wrong Procedure, and Wrong Person Surgery was drafted based on the Safe Surgery Saves Lives documentation produced 
by the World Health Organisation (2008). Briefing sessions were held with key stakeholders of the different healthcare groups to 
explain the background and aims of the safety initiative. A pre-operative checklist was developed which required documentation 
of the key checks necessary in the safety initiative. Compliance with the policy was audited over a three month period.

Results:

Three ‘near misses’ were identified during the pilot which resulted in errors being detected and corrected before the procedures 
took place. Compliance with the policy was measured by identifying the healthcare professionals who were required to be present 
during the ‘Time Out’ pause and comparing this to the numbers present during the pilot period. In addition to this, patients 
requiring surgical site markings were identified and compliance with this marking was calculated. The results showed that in 99% 
of cases, the surgeon was present during Time Out, 98% of cases had the Anaesthetist present and 88% of cases had all three 
nursing staff present. 94% of patients requiring surgical site markings had this complete before the operation.

With regard to the surgical site markings, a number of additional exceptions were identified as necessary for inclusion in the 
policy. These were deemed necessary to ensure patient safety (e.g. extensive burns where marking could cause additional harm to 
patient). In addition, documentation of the ‘Time Out’ pause highlighted a need to include a “not applicable” option for patients 
who did not have a general anaesthetic. The rationale for this was that some of these patients do not require an Anaesthetist or 
an Anaesthetic Nurse to be present.

Conclusions:

The Policy for the Prevention of Wrong Site, Wrong Procedure, and Wrong Person Surgery allowed staff to engage in a multi-
disciplinary pre-operative pause. This surgical pause allowed protected time to ensure necessary safety barriers were in place. 
The stakeholders involved in the pilot agreed that the policy should be implemented fully to the organisation and the changes 
highlighted during the pilot were incorporated into the document. The final policy document complies with the World Health 
Organisation (2008) World Alliance for Patient Safety: Safe Surgery Saves Lives. 




