Wrong Site Surgery/Procedure Check-List

Communication

· Was there a handoff between surgical providers?
· During the time-out, was the procedure type communicated accurately and according to the consent?
· Did the surgeon do a “hard stop” time-out before beginning the procedure?
· Did the surgical staff ask the patient what procedure they were having?
· Was the patient’s verification of the procedure type compared with the consent?
· Was a procedure discrepancy communicated to the surgical team?  i.e. Surgeon?
· Did the surgical staff believe that the procedure was not correct but failed to speak up? 
· Was the order for the procedure (i.e. Blood products, CT Scan) transcribed correctly and verified in the right chart?
· Was the site marking done?
· Was the site marking done by the surgeon and anesthesia (if appropriate)?
· Was the site marking placed in such a way to clearly communicate where the surgery should take place? 
· Could all of the surgical team clearly tell where the surgery site was located according to the marking?
· Did the staff confirm the consent for the procedure before administering the treatment? 
· Did the staff confirm the patient identifiers against the orders before the procedure began?
Failure to Follow Policy
· Was the patient’s identification verified with 2 patient identifiers?
· Was there a failure to follow the Universal Policy?
· Was there a failure to do a time-out as prescribed by policy?
· Was there a policy or failure to follow policy regarding blood product administration? Was informed consent properly obtained and documented?
· Were changes to procedure properly obtained?
· Were procedure changes properly documented and communicated to surgical staff?
· Was surgical site marked according to policy?

