Frequently Asked Questions MEDCOM Circular 40-17
and MEDCOM Form 741
· The Joint Commission’s Frequently Asked Questions for the Universal Protocol can be accessed at the Joint Commission Website: www.jointcommission.org.
· What is The Joint Commission’s requirement?
Universal Protocol has three Requirements: 1A Conduct a preoperative verification process; 1B Mark the operative site; 1C Conduct a final time out before starting procedure.  These requirements are currently under revision as part of TJC 2009 National Patient Safety Goals.  As many of the known revisions discussed at the 2007 Second Wrong Site Surgery Summit and reflected in the 2009 NPSG draft were included in MEDCOM Circular 40-17 and MEDCOM Form 741.   
· What if The Joint Commission Universal Protocol is different than MEDCOM Cir 40-17? 

The MEDCOM Cir 40-17 was written with the UP guidelines in mind.  If at any point there is a discrepancy between MEDCOM Cir 40-17 and The Joint Commission Universal Protocol, National Patient Safety Goals or other related standards, stricter of the two applies. MEDCOM Form 741 was revised to reflect the 2007 TJC recommendations for check lists. 

· What is a “red rule”? 

The red rule is a mechanism to highlight the most critical element(s) of a policy or procedure.  Variation from the identified red rule may result in harm or injury to the patient.  Variation from the red rule item also identifies for the health care team members those points within the policy that are crucial to minimizing the risk of human error.  There are two “red rules” in MEDCOM Circular 40-17:  1)  All personnel are required to speak up if a difference in information exists which may place the safety and well being of the patient at risk; 2)  The Time Out must be performed. 
· When should MEDCOM Form 741 be used?

 All operative procedures that involve the patient handoff between areas or health care professionals.  
· Can the Time Out Stamp used?
In non-OR settings such as specialty clinics, procedure rooms, dental facilities, bedside procedures, or procedures that do not require involve handoffs between health care professionals a Time Out Stamp may be used.  The Time Out Stamp, if used, addresses the documentation which indicates that the patient, procedure, position, side/level/site and equipment/settings have been verified.  
· Must the Time OUT Stamp be used? 
 If the electronic system used in the non- OR settings has a charting function that addresses the elements of the Time Out the provider may document the elements of patient, procedure, position, side/level/site electronically.  The provider may document that a time out was performed in the narrative section of the procedure note and specify that the patient, procedure, and side/level/site and equipment/settings were verified.
· Do we need to document in emergency situations?

In emergency situations where loss of life, limb, or eyesight may be imminent, the use of MEDCOM Form 741 and the Site Verification Stamp or their equivalents may be omitted.  Every precaution should be taken to ensure correct verification of the six essential elements: Correct patient, side/level/site, procedure, diagnostic images, implants, and equipment all match. 

· What about dental procedures? 

Similar precautions for verification will be taken to ensure the correct patient is seated and treated.  Two patient identifiers name and date of birth are required.  A time out is required for all but minor procedures.  The DENCOM policy Correct Site Surgery 06-46 clarifies types of procedures.

· Are there two different processes for verification – Time Out stamp and     MEDCOM Form 741? 

No the process for verification is the same, the documentation varies depending on whether the procedure is in the OR or at the bedside.  The decision point for which documentation to use is the potential for harm or error.  Local policy may determine specific procedures delineating procedure that may use the Time Out Stamp.

Requirement 1A: Conduct a preoperative verification process

· When does preoperative verification occur?

The verification process should occur with each phase of the patient’s encounter (pre-admission through each handoff including the Time Out which occurs immediately before the procedure.)  The requirement is inclusive of radiology and anesthesia procedures or handoffs.  The redundancy creates the barrier to minimize error.
· The verification should include patient name, date of birth, intended procedure, site, and any need for special equipment, implants, prosthetics, or diagnostic images.   The goal is to perform the correct procedure at the correct body site.  
· What is the patient’s part in the verification process?  

The patient should be as actively involved as possible.  Patient education begins with the pre-procedural counseling.  Patient’s should be informed that they will be asked several times for their identifying information and intended procedure.  Consenting the patient is not a substitute for verification.

Requirement 1B: Mark the operative site

· Does every site need to be marked?





Consider the potential for error as the guide in whether to mark the site. No marking is required where there is no right/left distinction such as a single organ, no multiple structures, or no multiple levels.  Errors have been reported even in laparoscopic approaches where there is right/left distinction.


No marking is required if the operating provider remains with the patient continuously from the time the decision is made to do the procedure up to the time of the procedure itself, site marking is not required (for example, skin biopsy in clinic). 
· What if there are multiple procedures involved in a single operative instance? 
 In the instance where multiple procedures occur in a single operative instance,  a second Time Out will be performed and documented on the MEDCOM Form 741.  For example, a biopsy, followed by a surgical removal or placement of an implant would result in a second verification to ensure that the side/level/site, consented procedure, implants as appropriate are correct.
A second time out is required when equipment settings change.  For example, in eye procedures a second time out must be performed to verify the equipment settings are correct.  

· What about procedures that are done through or immediately adjacent to a natural body orifice such as mouth, anus, urethra? 
Mark all cases involving incision, percutaneous instrumentation or placement of instruments through a natural orifice with specific attention to laterality, surface (flexor, extensor), level (spine), or specific digit or lesion to be treated.  If a procedure through a natural body orifice is intended to treat an organ that could result in a lateralization error, the skin should be marked at or near the proposed incision/insertion site to indicate the correct side of the proposed procedure.  This mark must be positioned to be visible after the patient is prepped and draped unless it is technically or anatomically impossible or impractical to do so.  If the target site is for organs that are paired, a site marking is required to indicate the intended side even though the site of insertion of the instrument is in the midline.
· What is the recommended procedure for marking spinal surgery cases?
Spinal cases must follow the recommended procedure to ensure laterality, level, and patient are correct.  If the exact interspace is verified using intraoperative radiographic marking technique, a second time out should be completed and documented on the space provided on the MC732 form.  

· What about marking teeth?
The radiograph or diagnostic image should be marked.  The Time Out conducted verifies the correct site is accessed.  

· Who can mark the site?
The individual performing the procedure is responsible for marking the site. 
· Can the operating provider delegate the marking of the site or the final time out?  

No the policy is a directive that the individual performing the procedure must mark the site.  

· What is the patient’s level of involvement in marking the site? 

The patient should be asked to point to the site where the procedure is to occur to improve communication.  Avoid the use of “right” to avoid misinterpretation.  Patients who are alert, oriented, and capable of participating in their care should have the opportunity to participate in the site verification and marking.  If the patient is unable to participate at any phase of the verification process, MEDCOM Form 741 will capture the documentation and level of participation.
· What if the patient refuses to be marked?

MEDCOM Form 741 will capture that the patient refused marking of the site.  A brief notation in the comments section should include the action taken to ensure an equivalent visual cue is in place so that the correct site information is communicated, such as a wrist band identifying the patient name and date of birth, intended procedure and site.
Requirement 1C Conduct a final “Time out” verification immediately before starting the procedure.

· Do all members of the operating team have to stop what they are doing and participate in the time out? 
A “Sterile Moment” should be created.  The Time Out is the last opportunity for members of the team to verbally verify and directly observe that risk for harm to the patient has been mitigated.  Individual team members may have visibility of a specific component that is not readily apparent to the remaining members.  For example, the scrub tech may have visibility of equipment/settings, anesthesia provider has visibility of position, circulating nurse the consent.  The operating provider must lead the time out so that each member of the team can participate without distraction. 
· Who is responsible for leading the time out?

The operating provider is responsible for the time out initiation.  All members of the team have the responsibility to speak up and “stop the line” if they have any information that affects the safety and quality of care for the patient.

· What is to prevent the “pencil whipping” of MEDCOM Form 741?

Professional integrity that has the safety of the patient as a core value.   MEDCOM Form 741 was created as a checklist to facilitate all elements are in place to prevent harm to patients and the correct procedure is performed on the correct body site. 
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