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It has been over six years since the Joint Commission released its Universal Protocol but events related to wrong sides, wrong 
parts, wrong procedures, or wrong patients, continue to populate the PSO event reporting system. In fact, a 2007 study from the 
Pennsylvania Patient Safety Authority found that wrong-site surgery could be expected to occur approximately once a year in the 
operating room of a 300-bed hospital. 

Th e Joint Commission’s Universal Protocol™, developed in 2004, has been well publicized. Staff  at every hospital and ambulatory 
surgery center should know to: 

1. Verify the site with the patient 

2. Mark the site 

3. Take a time-out before the intervention 

Despite the best eff orts of having policies and procedures in place, reports to the PSO have shown that wrong site events continue 
to occur for reasons such as: 

  Th e patient was confused, intimidated, or asleep. 

  Th e nurse was intimidated. 

  Th e surgeon was in a hurry 

Do these contributing factors sound familiar? Although many organizations utilize a Universal Protocol, do you know how your 
organization is REALLY using the protocol? 

We have learned from checklist scripts in airline cockpits that execution of a protocol is critical: 

  One person poses the question. 

  Each of the other people independently verifi es and answers the question. 

  Aft er the fi rst question is answered by all of the others, they proceed to the second question.

Utilizing this scripting, the dialogue for the time-out step of the Universal Protocol might go as follows:

Nurse (looking at consent) - “Please give me the patient’s name.”

Surgeon (from memory) - “Th e patient is Mary Jones.”
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Anesthesia (reading from wristband) - “Th e wristband says Mary Jones.”

Th e nurse checks that the surgeon’s and anesthesia provider’s responses match the consent.

Th e nurse then proceeds to the next question.

Of course, there are additional best practices for addressing wrong-site events and eliminating these events requires strong leader-
ship within the clinical team to utilize all of the published resources. Most importantly, the team must fi nd ways to execute their 
policies and protocols so that every patient encounter receives the full attention of every key team member before any patient 
intervention begins.

How Can We Help You?

Whether you have questions about the fi nal rule or want to learn more about ECRI Institute PSO and/or support for other PSOs, we would be 
happy to hear from you. Please contact ECRI Institute at pso@ecri.org or call (610) 825-6000, ext. 5558.Share  Learn  ProtectTM


