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Problem/Challenges 

 Harm to patients in peri-op period 

 Lack of robust systems-based approach 

 Standardized approaches lacking 

 Denial 

 Culture 

 



Background 



Correct Site Surgery 



Ensuring Correct Surgery 



The Problem  
(What’s the Rate?) 

 The (non-VA) Rate in NY State was 
about 1 in 15,500 surgeries in 2001 
(NYPORTS mandatory reporting system) 

 The VA Rate in 2001 was about 1 in 
25,000 surgeries (using NYPORTS’s 

Definition) - averages to one a month 

 These numbers assume 100% were 
reported and counted 



The Problem  
(What Happened?) 

 

Based on Review of VA Root Cause Analyses: 

 44% were left-right mix-ups on the 
correct patient  

 36% were wrong patient   

 14% were wrong implant or procedure 
on correct patient  

 7% were wrong site (not left-right) on 
correct patient 

 



The Problem  
(Where on the body?) 

Eye  
 Groin or Genitals  

 Chest  

 Leg  

 Hand, Wrist, or Finger  

 Abdomen  

 Back  
 Head, Neck, Mouth, Anus, Colon, Buttock 

 

 



Five Steps in Directive 

1. Consent Form must state: 
– site of the procedure  

– laterality (if applicable) 

– name of the procedure 

– reason for the procedure 

 

Would have Prevented 45% 



Five Steps in Directive 

2. Marking the Site  
– Mark with Initials, an “X,” or “YES” 

– Mark All Sites 

– Physician or Other Privileged Provider 

– Mark Close to Site 

– Don’t Mark Other Side or Elsewhere 
 

Would have Prevented 65% 



Five Steps in Directive 

3. Patient Identification  
 

The patient must be asked to state: 

– full name 

– social security number or birth date 

– site of the procedure 

 

Staff check answers against the marked site,  

 I.D. band, consent form, other documents 

 

Would have Prevented 75% 

 



Five Steps in Directive 

4. Take “Time-out” in the OR 
 

Before Surgery Starts OR Staff Verbally Verify their 

Agreement on: 

–  the name of the patient  

–  the procedure to be performed 

–  the site of the procedure, including laterality 

–  the implant to be used (if applicable) 

 

Would Have Prevented 85% 

 



Five Steps in Directive 

5. Check Imaging Data 
 

When physicians will refer to pre-existing 

images, facilities must ensure that two 

members of the OR team have confirmed that 

the images are available, correct, properly 

labeled, and properly presented. 

 

Would Have Prevented 20% 

 

 



Effectiveness of 5 Steps 

 About 80% of incorrect surgeries 

described in RCAs would have been 

caught by 3 or 4 steps 

 Less than 5% would have been caught 

by only one step 

 System promises effectiveness and a 

degree of fault tolerance  





Lessons (1) 

 Clear and accepted problem 

 Involve key players in pilot tests of 

specific changes (volunteers) 

– Surgeons 

– Nurses 

– Anesthesia Providers 

– Patient Safety Managers 

 Least Force Necessary – acknowledge 

existing business processes 



Lessons (2) 

 Provide Leadership/Direction, specifically: 

– Provide a detailed example of a local policy 

document for implementation – don’t force 

each hospital/facility to write a new policy 

from scratch 

– Rationale should be included as a Contextual 

Reference 

– Provide Cognitive Aids and Tools to facilitate 

compliance 







Case Example -  IOL 

 Paul do you want to summarize the IOL 

issue on a slide? 

 Follow with an additonal slide 

summarizing what the interventions 

were 

– Problem recognition of faculty 

– Leadership taking ownership and clearly 

articulating expectations with sense of 

urgency 

– Etc… 







Findings & Conclusions 

 Introduction of systems-based policies 

and techniques reduced reported 

adverse events and increased reporting 

of close calls 

 Situation improved but not ideal 

 Need for improved interteam 

communication and techniques 

 Same issues identified in Case Example 

 



Case Example -  Clinic 

(Hakan?) 

 Paul do you want to summarize the 

Hakan issue on a slide(s)? 

 Follow with an additonal slide 

summarizing what the interventions 

were taken 



Findings & Conclusions 

 Sub-optimal inter-team communication 

 Lack of shared goals and mental model 

regarding methods, roles, and 

responsibilites 

 Communication requires more than 

email to build cooperation and trust 

 Allotting resources to solve problems 

– Part of everyones job 



Overarching Points 

 View care processes from perspective 

of the goal 

– Patient care that is safe and effective from 

patient’s perspective 

 Consider all system components 

– Get out of silo – “Master of Universe 

Approach” 

 Need for true quality assurance that 

assesses competency – MOC etc 

 Professional Responsibilities 



Professionalism: 

A Personal Litmus Test 

 I am proud to have any clinical decision I make 

published on the front page of the newspaper for 

all of my friends, colleagues, and patients to 

read. 

 The clinical care and the manner in which I treat 

my patients is the same that I would choose for 

someone I love. 

 If I witness any patient receiving care that 

doesn’t comport with the two criteria above it is 

my DUTY and OBLIGATION to take action.  


