Process Visualisation in the NHS - 1

Research undertaken by Dr Tom Rose, Research Fellow at the University of Birmingham,
Institute of Applied Health Research

Aim: To publish process illustrations of all processes within a NHS Model Hospital.
Through an iterative process, via the WWW and front line NHS Staff, best practice

will be identified and promulgated for each process.

SignIn

All patients undergoing invasive procedures under general, regional or local anaesthesia, or under sedation, must
undergo safety checks on arrival at the procedure area: the sign in. Along with the time out and sign out, thisis based
on the checks in the WHO Surgical Safety Checklist and forms part of the Five Steps to Safer Surgery. Noise and
interruptions should be minimised during the sign in.

Participation of the patient (and/or parent, guardian, carer or birth partner) in the sign in should be encouraged when
possible.

The sign in should not be performed until and omissions, discrepancies or uncertainties identified in the handover from
the ward or admission area to the receiving practitioner in the procedure are or anaestheticroom have been fully
resolved. On rare occasions, the immediate urgency of a procedure may mean that it may have to be performed
without full resolution of any omissions, discrepancies or uncertainties. Such occurrences should be reported as safety
incidents.

A sign in must be completed and documented on arrival at the procedure area or anaesthetic room. The checks
performed during the sign in should include when relevant, but are not limited to:

a. Patient name checked against the identity band.

b. Consent form.

[ Surgical site marking if applicable.

d. Operating list.

e. Anaesthetic safety checks: machine, monitoring, medications.
f. Allergies.

g. Aspiration risk.

h. Potential airway problems.

i Arrangements in case of blood loss.

The sign in must be performed by at least two people involved in the procedure. For procedures performed under
general or regional anaesthesia, these should include the anaesthetist and anaesthetic assistant. For procedures not
involving an anaesthetist, the operator and an assistant should perform the sign in.

Any omissions, discrepancies or uncertainties identified during the sign in should be resolved before the time out is
performed or any procedure starts. On rare occasions, the immediate urgency of a procedure may mean that it may
have to be performed without full resolution of any omissions, discrepancies or uncertainties. Such occurrences should
bereported as safety incidents.

Immediately before the insertion of a regional anaesthetic, the anaesthetist and anaesthetic assistant must
simultaneously check the surgical site marking and the site and side of the block (Stop Before You Block).

Time Out

All patients undergoing invasive procedures under general, regional or local anaesthesia, or under sedation, must undergo safety checks immediately
before the start of the procedure: the time out. Along with the sign in and sign out, thisis based on the checks in the WHO Surgical Safety Checklist and
forms part of the Five Steps to Safer Surgery. Noise and interruptions should be minimised during the time out.

Participation of the patient (and/or parent, guardian, carer or birth partner) in the time out should be encouraged when possible.

The time out should not be performed until any omissions, discre pancies or uncertainties identified in the sign in have been fully resolved. On rare
occasions, the immediate urgency of a procedure may mean that it may have to be performed withoutfull resolution of any omissions, discre pancies or
uncertainties. Such occurrences should be reported as safety incidents.

Any member of the procedure team may lead the time out. Allteam members involved in the procedure should be presented at the time out. The team
member leading the time out should verify that all team members are participating. This will usually require that they stop all other tasks and face the

time out lead.

A time out must be conducted immediately before skin incision or the start of the procedure. It should include when relevant, but is not limited to, checks
of:

Patient's name and identity band against the consent form.
The results of any relevant tests that must be present and available in theatre, e.g. imaging, hearing tests and eye tests.
The procedure to be performed.

Verification of surgical site marking.

Operator:

1. The anticipated blood loss.

2. Any specific equipment requirements or special investigations.
3. Any critical or unexpected steps

Anaesthetist:

1. Any patient specific concerns.
2. Patient's ASA Physical Status.
3. Monitoring equipment and other specific support, e.g. blood availability.

Scrub practitioner or operator's assistant:
1. Confirmation of sterility of instruments and equipment.
2. Any equipment issues or concems.

Surgical site infection:

1. Antibiolic prophylaxis.
2. Patient warming.

3. Glycaemic control.

4. Hair removal.

VTE prophylaxis.
Patient allergies.

When different operator teams are performing separate, sequential procedures on the same patient, a time out should be performed before each new
procedureis started. This may be a modified version of the initial time out.

Any omissions, discrepancies or uncertainties identified during the time out should be resolved before the procedure starts.

A future phase of this research will use
Bayesian theory to analyse data and identify
issues leading to improvement.
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In addition to identifying best practice there are a number of
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other issues that can be addressed through process visualisation.
Most of these were identified in the ‘Productive Ward’ initiative.

SIGN IN (To be read out loud)

Has the patient confirmed his/her identity, site, procedure
and consent?

] Yes

WHO Surgical Safety Che

(adapted for England and Wales)

Before induction of anaesthesia Before start of surgical intervention
for example, skin incisi

Have all team members introduced themselves by name and role?
Yes

TIME OUT (To be read out loud)

cklist l

SIGN OUT (To be read out loud)

Before any member of the team leaves
the operating room

[] Has the name of the procedure been recorded?

Surgeon, Anaesthetist and Registered Practitioner

Is the surgical site marked?
[] Yesiot applicable

verbally confirm:
[[] What is the patient’s name?

Is the anaesthesia machine and medication check complete?
[ Yes

[] What procedure, site and position are planned?

D Has it been confirmed that instruments, swabs
and sharps counts are complete (or not applicable)?
Have the specimens been labelled
(including patient name)?
ny equipment problems been identified that

Does the patient have a:

Known allergy?

[] Ne

O Yes

Difficult airway/aspiration risk?

[] Ne

[] Yes, and equipment/assistanca available

Risk of >500mi blood loss (7mi/kg in children)?
No

[] Yes, and adequate IV access/fluids planned

[] Are there any patient specific concerns?

[] What is the patient’s ASA grade?

[] What monitoring equipment and other specific
levels of support are required, for example blood?

Nurse/ODP:

Name:

(including indicator results)?

signature of
Reglstered Practitioner:

Are there any equipment issues or concerns?

Has the sterility of the instrumentation been confirmed

Have ai
nead to be addressed?

[ARSS |
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Registered Practitioner verbally confirms with the team:

Surgeon, A and
[J What are the key concerns for recovery and
management of this patient?

Name:

Signature of
Registered Practrtioner:

PATIENT DETAILS

Last name:

[] Yesmot applicable
« Antibiotic prophylaxis within the last 60 minutes
* Patient warming
* Hair removal
» Glycaemic control

Has the surgical site infection (S5I) bundle been undertaken?

First name:

Has VTE prophylaxis been undertaken?

Date of birth:

[ Yeshot applicable

Is essential imaging displayed?

NHS Number:*

[] Yes'not applicable
| —

Procedure:

“1ftha NS Mumbar b ot memsdiataly avastabis, 3 tamporary numbar should b wsed unei 1t

Name:

Signature of
Registered Practrtioner:

This checklist contains the core
content for England and Wales

I www.npsa.nhs.uk/nrls

‘How to Guide’

Surgery

Step one:Briefing
Step two:Sign in
Step three:Time out
Step four: Sign out
Step five: Debriefing

December 2010

_—

"STOP before

National Patient Safety Agency

Five Steps to Safer

NHS

you block

A Notice for anaesthetists

and anaesthetic assistants

e A STOP moment must take

place immediately before

WNational Fatient Safety Agency 3 .

improvement ideas and test them using the PDCA

cycle prior to process change.
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inserting the block needle

The anaesthetist and
anaesthetic assistant must
double-check:

- the surgical site marking
- the site and side of the block
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Care does not just evolve. For the very highest
standards of care, safety, dignity, and for
empowered teams, care teams need to design

the way they organise and deliver care.
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