MANDALUYONG CITY MEDICAL CENTER

PATIENT IDENIFICATION IN THE HOSPITAL POLICY AND PROCEDURE
I. OBJECTIVE

To ensure that all patients are correctly identified

II. SCOPE
This policy applies to all patients.

III. REFERENCE DOCUMENTS
IV. DEFINITION OF TERM(S)
a. In-Patient – Admitted patient that requires prolonged care/treatment inside the hospital.
b. Out-Patient – Patient who are discharged after treatment or does not require prolonged care/treatment.

V. POLICIES
a. All in-patients including those admitted patients waiting in the Emergency Room (ER) shall be given a white-colored identity (ID) bracelet in the limb containing the following identifiers:
i.  Patients Full Name
ii. Date of Birth (which shall serve as his/her hospital number)
b. The ER nurse personnel who verifies the patient’s identity shall be responsible for putting the patient ID bracelet:

c. If no limb is available (e.g. burn patient), patient’s bracelet shall be securely attached to the patient’s clothing visible to everyone. In case there is an operation and the clothing shall be removed, the bracelet must be attached to skin of the patient using the tape.
d. The nurse assigned to the patient shall ensure that each patient has an identity bracelet throughout his/her hospital stay.
e. THERE SHALL BE A NO IDENTITY BRACELET NO PROCEDURE POLICY, most especially when performing the following procedures:
i. Blood sampling, blood letting
ii. Blood transfusion
iii. Collection of patient’s bodily fluid sample
iv. Confirmation of death
v. Administration of medicine
vi. Surgical intervention or any invasive procedure
vii. Transport and transfer of patient
viii. X-ray and imaging procedure
f. In case the bracelet is missing, it shall be replaced by a nurse caring for the patient before the procedure done.
g. No patient shall be moved without bracelet.
h. Both the mother and baby shall be given an additional identity bracelet with the following baby’s data:

i. Gender of the baby plus mother’s last name
ii. Date of birth
iii. Time of birth
iv. Baby’s medical records number
i. All out-patients shall be identified by comparing the data on the ID bracelet versus of that on patient record orders prior to performing any procedure and obtaining the specimens. Asking the patient or relative verbally shall be done to validate.
j. The following specimen are shall also required to be labeled the 3 patient identifiers:
i. All laboratory specimens for examination. Example: blood, urine, stool, CSF, sputum.
ii. All surgical and cytology specimen
iii. All blood products for transfusion

VI. PROCEDURES
a. TAGGING OF PATIENT
i. IN-PATIENT
1.  Verify the identity of the patient
a. Check identity versus any valid ID and information documents
b. Verbally ask patient/family for full name and birth date
2.  Attach a white identity bracelet on the limb of the patient. Bracelet must contain:
a. Patient’s full name
b. Birth date

ii. MATERNITY PATIENT
1. Prior to delivery, the mother should be given the white bracelet.
2. After the delivery, the mother should be given an additional identity bracelet with bracelet with baby’s data as follows:
a. Gender of the baby plus mother’s last name
b. Date of Birth
c. Time of Birth
d. Baby’s medical record’s number
3. The baby should be given two bracelets in two separate limbs bearing the following data:
a. Gender of the baby plus mother’s last name
b. Date of birth
c. Time of birth
d. Baby’s medical record number

b.  HOW TO IDENTIFY THE PATIENT
i. IN-PATIENT
1. Check if the patient identifiers on the patient ID band is same of that of that on the patient record/chart and on the orders
a. Information written
i. White bracelet
1. First name, middle name, last name
2. Date of birth (e.g. March 3, 2007 (full month, numerical number, year)
2. Ask the patient for his/her name, date of birth, and check if data is compatible with the bracelet and the patient record/chart for verification
3. If patient is unable to speak, you may family or companion. Verify the information versus the patient ID band and patient record/chart.
ii. OUT-PATIENT
1. Ask the patient or relatives of the patient the complete name and birth date of the patient
2. Compare the information obtained versus the patient record.

MANDALUYONG CITY MEDICAL CENTER

COMMUNICATIONS POLICIES
I. OBJECTIVE

a. To ensure that hospital has a system in improving the effectiveness of communication among medical staff

b. To establish guidelines for accepting, transcribing and confirming verbal or telephone physician’s orders.

II. SCOPE
a. This document covers effective communication policies in relation to physician’s orders and test results transmitted among medical staff.

b. This document covers also all attending physicians, nurses and other health professionals in the institution who are involved in transcribing, verifying and communicating physician’s order.

III. DEFINTION OF TERMS
a. Effective communication – refers to the transmittal of information (verbal, electronic or written) that is timely, accurate, complete, unambiguous and clear.
b. Read back – an act of repeating/stating the written information based on the verbal orders/instruction.
c. Confirmation – an activity to ensure that the information which has been relayed is accurate and complete.
d. Verbal Order – is an order accepted in an emergency situation when the Physician is present and face with the healthcare professional.
e. Telephone Order – is an order by telephone accepted from a physician when the patient’s condition does not require the physician’s presence in making medical assessment.
f. Emergency – A life-threatening situation, such as an acute change in vital signs or patient status that will result in rapid deterioration if not treated immediately.
IV. POLICIES
a. To ensure that all communications done verbally or through phone is accurate and complete, the receiver shall be responsible for writing down, reading back and confirming with the person who gave the information.
b. Giving order by electronic transmittal of information particularly Short Message Sending (SMS) or text messaging shall be limited in extreme cases, where the use of other means in relaying the message is absent such as telephone calls.
i. Attending physicians shall be responsible of relaying the message to the resident or fellow physician who will personally write/make the orders.
ii. Forms of identification such as full name or code which the hospital staff can recognize shall always be indicated in the message.
iii. It shall be the responsibility of the receiver to acknowledge receipt and confirm the information immediately upon receipt of the message.
iv. Only approved abbreviations shall be used.
c. High alert medications shall only be ordered in writing for safety reasons
d. Doctors shall be responsible for personally acknowledging their orders by countersigning on the patient’s chart within twenty-four (24) hours.
e. Written Orders:
i. All orders for treatment or diagnosis made on the Physician Order Sheet and Medication Order and Physician Medication Order Sheet must be signed by the licensed physician.
ii. All orders shall include the date and time the orders are written.
iii. Orders should be clear and concise. Medication orders shall include the name of the medication, the dose strength, dose form, the route and the frequency. Generic terminology should be used.
iv. Only approved symbols and abbreviation shall be used.
v. When the written order is vague or cannot be deciphered, it should be clarified from the Attending Physician/Resident doctor on duty.
f. Verbal/Telephone Orders
i. Telephone Order shall be utilized only where the ordering doctor is not available to write the order. Verbal and telephone orders shall be utilized during emergency in which delay will result in a compromise in patient care.
ii. Physician verbal and telephone orders may only be accepted by the following healthcare professional. Orders shall be appropriate and within the professional’s scope of practice:
1. Resident Doctor
2. Registered Nurse
3. Licensed Dietitians – for orders relating to diet or enteral nutritional therapy
4. Licensed Physical & Occupational Therapist – for orders relating to physical and occupational therapies and related equipment.
iii. The verbal or telephone order shall be documented by the professional who accepts the order and shall include:
1. Name of patient
2. Date
3. Time
4. Instructions/order, including dose, frequency, route, quantity or duration, age and/or weight of patient when appropriate.
5. Notation the order was a verbal or telephone order
6. First and last name of physician issuing the order
7. Legal signature of healthcare professional receiving the order
iv. The healthcare professional receiving the verbal medication order shall transcribe the order onto the Physician’s Order Sheet or Physician Medication Order Sheet, identifying the order as a verbal order (VO) / telephone order (TO) and the name of the provider who issued it. The healthcare professional will then sign the physician’s order including his/her title.
v. The healthcare professional accepting the verbal order shall REPEAT BACK the order in its entirely to the prescribing physician at the time the order is given, documenting that the order was “REPEAT BACK.”
vi. The healthcare professional accepting the Telephone Order shall “READ BACK” the order in its entirety to the prescribing physician at the time the order is given, documenting that the order was “READ BACK”.
vii. Nursing staff and other healthcare professionals are permitted to act upon verbal orders provided the orders contain the appropriate information and are within the scope of practice for said healthcare professional.
viii. Verbal and telephone orders shall be signed or initiated by the prescribing practitioner within twenty-four (24) hours after being given. When the ordering physician is not available, it is acceptable for the Resident on duty to countersign the verbal order.
ix. Resident doctors on duty may accept verbal orders from their primary physician; the primary physician must countersign these verbal orders within twenty-four (24) hours.
x. Text message is not acceptable for medication order except for informing the physician regarding his/her patient’s admission and discharge.
V. PROCEDURES
a. The registered nurse receiving the verbal or telephone order shall:
i. Transcribe “Verbal Order” or “Telephone Order” at the Physician’s Order Sheet and transcribes the medication order onto the Physician Medication Order Sheet, Standing Order Sheet and Medication Administration Record (MAR). Write/enter name of the prescribing physician, the date and time the order was received.
ii. READ BACK / REPEAT BACK the complete order to the prescriber.
iii. Identify the first and last name of the physician who issued the verbal order.
iv. The Charge Nurse / Staff Nurse affix his/her name and signature as the person receiving the order.
v. Write/enter “TO” for Telephone Order or “VO” for Verbal Order.
vi. The Attending Medical Doctor / Resident Doctor on duty countersign the order within twenty-four (24) hours.
vii. When verbal or telephone order are issued, the registered nurse will READ BACK the order to the prescriber, at which time the order will be treated as any other physician’s order and carried out by the registered nurse.
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POLICY AND PROCEDURE REDUCING THE RISK OF HEALTHCARE ASSOCIATED INFECTIONS

I. OBJECTIVE

a. To eliminate any occurrence of health care associated infection during confinement and treatment.
b. The aim of surgical hand antisepsis is the elimination of transient and the reduction of resident microorganisms. This process is required for all surgical procedures and for some invasive medical procedures to prevent serious infections associated with mortality, morbidity and high costs of care. Only approved antiseptic agents must be used for antisepsis.
c. The skin of patients, their families and personnel can function as a reservoir of infectious agents that will significantly affect patient’s disease treatment and recovery.
II. SCOPE
a. This document shall cover the rules on reducing the risk of health-care associated infectious policy.
b. Responsibilities
i. All MCMC Medical and Paramedical Staff must follow the hand hygiene and surgical hand scrub procedure and will choose appropriate antiseptic agent/s from the approved list.
ii. The MCMC Infection Control Committee and Therapeutics Committee will provide a list of approved antiseptic agents. The two committees will approve future changes in choices of antiseptic agents, necessary revision of the guidelines and will address related issues and concerns.
iii. For the patient and their families, education and compliance with the Hand Hygiene, Guidelines will be provided and implemented by the health care team involved in patient care.
III. DEFINITION OF TERM
a. Approved Antiseptic Agents – agents used to kill or inhibit the growth of microorganisms on the skin or mucous membranes.
IV. POLICIES
a. Hand hygiene measures are the single most important strategy for preventing Health care Hospital Acquired infections.
b. Hand hygiene applies to both hand washing and antiseptic hand wash
c. Surgical Hand Antisepsis to either surgical hand scrubbing (SHS) or surgical hand rubbing (SHR).
d. Hand hygiene can be achieved with either soap or alcohol-based hand sanitizer. Washing with soap suspends microorganisms and allows them to be mechanically removed by rinsing. Hand cleansing with antimicrobial products kills or inhibits the growth of microorganisms; this process is referred to as antisepsis. Hands should be cared for so that they do not become chapped or irritated.
V. PROCEDURES
a. Hand Hygiene and use of hand hygiene products
i. Hand Hygiene Indications
1. When coming on duty;
2. Between each patient contacts;
3. Before performing invasive procedures;
4. Before medication preparation;
5. Before and after eating
6. Before donning gloves and after using the gloves
7. Before and after using the rest room
8. When moving from a contaminated body site to a clean body site;
9. After touching inanimate objects that are likely to be contaminated with pathogenic microorganisms, such as urine-measuring devices and secretion collection apparatuses
10. When hands are soiled, e.g., after sneezing, coughing or blowing your nose.
ii. Approved Hand Hygiene Products
1. The infection Control Committee and Therapeutics Committee must approve hand hygiene agents. Products brought from outside the hospital are not acceptable for use unless evaluated first and approved by the two committees.
2. The approved hand hygiene product of choice is the alcohol based hand sanitizer.
a. Hand gel with 95% alcohol content
b. Sterilium with 85% alcohol content
c. Isopropyl Alcohol 70%
3. In the instance that hands are visibly soiled, they must by washed with approved soap and water.
4. If unable to use alcohol based sanitizer prior to performing an invasive procedure, e.g. central line insertion, urinary catheter insertion, endoscopy, bronchoscopy, etc, then hand hygiene with the hospital approved anti-microbial soap must be done.
iii. Routine Hand Hygiene Techniques
1. Hand cleansing with alcohol-based waterless hand sanitizers can be accomplished by applying a thumbnail-sized amount or 3-5 ml of sanitizers into palm and briskly rubbing over all surfaces and under nails until dry.
2. Hand washing with soap should take at least 15 seconds and can be accomplished in the techniques described:
a. Use of lotions or skin moisturizers for persons with allergy-prone or sensitive skin.
b. While at work, use only hospital-approved skin lotions or moisturizers.
c. A hospital-approved and provided lotion shall be used to reduce skin irritation when needed, and applied only to already cleansed hands.
iv. Fingernails
1. The designation of direct, hands-on patient contact is intended to include those whose hands come into direct contact with the patient’s skin. No artificial fingernails, nail enhancements and manicure are permitted.
2. Gram-negative bacteria are known to adhere to the surfaces of artificial nails, and are known to persist there even after the appropriate use of hand hygiene cleansing / sanitization procedures.

b. SURGICAL HAND ANTISEPTICS
i. Surgical Hand Antisepsis Indications:
1. When coming on duty;
2. Before and after performing invasive procedures;
3. Before donning gloves and after using the gloves
4. When moving from a contaminated body site to a clean body site;
5. After touching inanimate objects that are likely to be contaminated with pathogenic microorganisms, such as urine-measuring devices and secretion collection apparatuses

ii. Approved Antiseptic Agents are the following:
1. Povidone iodine is a preferred agent for preoperative skin preparation.,
2. Residual iodine tincture should be removed with 70% isopropyl alcohol at the completion of the operative procedure. Approved solutions are:
a. 7.5% as cleanser and 10% as antiseptic
b. Propan-2-ol 45 g, propan-1-ol 30g, macetroniumsulfate (INN) 0.2 gram (sterilium)

iii. Antiseptic Techniques
1. Surgical Hand Scrubbing
2. Surgical Hand Rubbing

c. SKIN PREPARATION OF PATIENTS WHO WILL UNDERGO SURGICAL PROCEDURES

i. Antiseptic Agents:
1. Povidone Iodine
2. Propan-2-ol 63 g, (72% v/v) benzalkoniumchloride 0.025 g Cutasept-Cutasept F (uncolored) Cutasept G (colored) prevents fast proliferation of resident flora and provides optimal patient protection even after long invasive procedures. Twenty-four hours after application, microorganism’s density is nearly as low as directly after its application.

ii. Antiseptic Techniques
1. Povidone Iodine
2. Cutasept
a. Sprayed directly on the skin to be disinfected
b. During spraying, keep distance between nozzle and target as short as possible in order to avoid spray shadows, ensure satisfactory moistening and fewer products gets into the air.
c. Alternatively, it can be sprayed on a sterile swab and rubbed to the area to be disinfected. Pay attention to a thorough wetting of the skin.
d. Use of surgical Drapes

d. PATIENTS AND THEIR FAMILIES HAND HYGIENE

i. Indicators
1. When attending to patient’s self-care or care of patient by relative
2. When patient contacts are made;
3. Before providing assistance or care to patients;
4. Before taking or giving of medication preparation;
5. Before and after eating
6. Before donning and after using gloves
7. Before and after using the restroom;
8. When moving from a contaminated body site to a clean body site.
9. After touching inanimate objects that are likely to be contaminated with pathogenic microorganisms, such as urinal and secretion collection apparatuses.
10. When hands are soiled, e.g., after sneezing, coughing or blowing your nose.

ii. Hand Hygiene Agents- refer to Hand Hygiene Agents described above.

iii. Hand Hygiene Technique-refer to hand Hygiene Techniques-refer to hand Hygiene Techniques described above
iv. Education and Compliance to MCMC Hand Hygiene Guidelines
1. The health care team will give verbal education and reminder.

v. Compliance to the guidelines must be observed at all times.

VI. EQUIPMENT, TOOLS AND SUPPLIES

a. DOH Official Advisory – Recommended Hand Washing Procedure Posters
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PROCEDURES ON MANAGING PREOPERATIVE CHECKLIST DISCREPANCIES
I. OBJECTIVE

a. To identify and standardize the actions to take in case a discrepancy is found during pre-operative checking.

II. SCOPE
a. This procedure covers all discrepancies found during pre-operative checking

III. REFERENCE DOCUMENTS
a. Prevention of Wrong Side, Wrong Site, Wrong Procedure Surgery Policy

IV. DEFINITION OF TERMS

a. Consent Form – a form of agreement between the patient/patient’s relatives and the physician, containing the possible risks and benefits of the procedure to be done on the patient, and which is signed by both party.

V. PROCEDURES
i. If there is a discrepancy on the Consent, History and Physical (H&P) Examination, on what patient / family had verbalized, X-rays, Labs, OR Site and/or Operative Site Marking, or Disagreement by team at Time-Out, follow the procedures below:
1. For all procedures below, the case will be put on hold until it is completely resolved and all team members (including surgeon) and the patient or family (if possible) must agree on the resolution before proceeding with the case.
2. It is assumed in each discrepancy below that the team has made all the necessary verifications and has determined where the discrepancy is and that all team members and the patient are in complete agreement.
3. All discrepancies and resolutions are to be documented on the patient records (See Site/Side Marking Checklist and Surgical / Invasive Procedure Checklist).
a. If discrepancy is in Operating Room (OR) Schedule:
i. Notify OR team of change
ii. OR front desk will complete OR Schedule Discrepancy/Correction Form (with multiple copies)
iii. OR Supervisor will post corrections in each OR Room and encircle the OR case with red ink on the original schedule to alert the OR team of the correction and cross-off the incorrect procedures / site / etc.
iv. A copy of the discrepancy form will go to the OR Management for appropriate action, if indicated.
b. If discrepancy is in Consent:
i. A new consent is to be signed by the patient and physician
ii. If the patient has been pre-sedated, and cannot sign the consent, the case will be cancelled or postponed.
c. If discrepancy is in what patient / family verbalizes:
i. The surgeon will address the discrepancy with the patient until it is resolved
ii. The patient / family  must be in full agreement regarding the procedure, for the case to proceed.

d. If discrepancy in History and Physical (H&P) Examination:
i. The surgeon will be responsible for correcting the History and Physical (H&P) Examination before the patient is sent to surgery.
e. If discrepancy in X-rays, Test Results, etc.
i. Notify radiology, lab or department involved to be sure that correct studies were received.
ii. When indicated, tests and studies will be done to resolve the discrepancy 

f. If discrepancy is in the Operative Site Marking:
i. Remove the wrong marking
ii. Re-mark the operative site by the surgeon, with an agreement from patient/family
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HIGH RISK MEDICATION DOUBLE CHECK FOR NURSES

POLICY AND PROCEDURE
I. OBJECTIVE

a. To ensure that medications that require verification or double check by a second healthcare provider prior to administration for the purposes of safety and accuracy are double-checked.
b. To define the process in performing medication double check for nurses. 

II. SCOPE

a. This document outlines the process and documentation related to this double check.
b. This document covers the medications double-check or second provider verification prior to administration of selected high risk medications and at time of shift report or any transfer of care.

III. POLICIES

a. Medications double-check or second provider verification will be required prior to administration of selected high risk medications and at time of shift report or any transfer of care. A provider licensed to order, dispense, or administer medications may conduct the second check. This includes, but is not limited to nurses, pharmacists, physicians and licensed independents practitioners.

b. The minimum requirement for the medications double check or second provider verification shall be double checks occurring:
i. With each dose / injection

ii. For infusions:

1. At the time of initiation of therapy

2. At the time of a concentration change

3. As part of the Nursing Bedside Safety Check at the change of each shift or any transfer care

4. With any dose change for selected medications where noted in the list of “Medications Requiring Double Check”

IV. PROCEDURES
a. A provider licensed to order, dispense, or administer medications shall conduct the second check. This includes, but is not limited to nurses, pharmacists, physicians and licensed independent practitioners.

b. For Initial Dose or initiation of new infusion:

i.  The healthcare provider preparing to administer medication shall prepare the medication and prepare/retain the following items for use by a provider who shall double check the medication preparation:

1. The original medication package with labelling intact or vial from which the medication was drawn.

2. The Medication Administration Record (MAR) or, if the medication is a new order, the Physician’s Order in the patients chart.

3. The prepared medication ready for administration with labelling intact.

ii. A second provider shall assure the following:
1. The medication is prepared according to the order

2. The medication prepared for administration matches the five rights. The second provider shall read the label aloud to the patient’s nurse to verify the following five items are correct:

a. Right medication

b. Right dose

c. Right route

d. Right frequency

e. Right patient

iii. In some instances, the medication packaging or vial must also be checked to ensure that the prepared medication is correct.
c. For Initial Dose or initiation of new infusion:

i. A second provider shall assure the following:

1. The medication currently being administered matches the five rights as determined by the MAR or original medication order. The oncoming nurse will read the label aloud to the departing nurse to verify if the following five items are correct:

a. Right medication

b. Right dose

c. Right route

d. Right frequency

e. Right patient

ii. Once the Nursing Safety Check is complete and both nurses are satisfied that the medications(s) are accurate they will document it on the MAR by writing their initials and the time in the space provided for the “High Alert Medication Safety Check”or High Alert Check”on the MAR, and as part of the Bedside Safety Check documentation on the Nursing Flow Sheet.
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PREVENTION OF WRONG SIDE, WRONG SITE, WRONG PROCEDURE SURGERY POLICY
I. OBJECTIVE
a. To prevent occurrence of wrong side, wrong site and wrong procedure during surgical and invasive procedures 

II. SCOPE
a. This policy applies to all patients who will undergo surgical and invasive procedures
b. This policy covers all the hospital doctors and nurses involved in the care and treatment of patient for surgical or invasive procedures. 

III. DEFINITION OF TERMS

a. Site/Side Marking – A mark done to a patient who will undergo surgery/procedure to ensure the correct side and location of the incision/puncture.

b. Pre-operative Checking – A checklist wherein the needed information before the scheduled surgery/procedure is being accomplished.

c. Time-out – A stopped period of time when all member of the surgical / procedure team participate in the positive identification of the patient, the intended procedure. All staffs present are to STOP what they are doing and participate in the Active Time-Out. 

IV. POLICIES

a. This document shall define the requirements of pre-procedural verification, surgical site verification and time-out for final verification.

b. It shall describe the procedure for verifying that the correct operative site is marked before surgery commences.

c. It shall also promote a standard for pre-operative marking and verification checklist, which shall help staff rapidly confirm that steps to promote correct site surgery have been taken. 

V. PROCEDURES
a. The physician who will perform the surgery / procedure or a designated resident shall perform the site / side marking

i. The mark shall be done before the patient will be brought to the Operating Room or day before the date of surgery whether the patient is admitted or outpatient.

ii. Marking shall be done while the patient is aware and awake and has a capability to be involved in the process

iii. If the patient is not aware and awake and will not able to participate in the marking, an immediate family member, the guardian or nearest kin shall take over.

iv. An indelible blue color ink shall be used during marking.

v. The mark shall be unambiguous, visible enough and near or at the site of the incision or puncture.

vi. The official mark to be used at Mandaluyong City Medical Center shall be an “X” mark.

vii. The following list of surgical sites under universal protocol shall be used as reference in identifying the site.

1. LIST OF THE SURGICAL SITES UNDER UNIVERSAL PROTOCOL

a. SURGERY

i. Adrenal glands

ii. Axillas

iii. Brain

iv. Breasts

v. Inguinal Hernias

vi. Kidneys

vii. Liver segments

viii. Lungs

ix. Testicles

x. Ureters 

b. ORTHOPEDICS
i. Upper extremities

ii. Lower extremities

iii. Fingers

iv. Toes

v. Spine

vi. Hip 

c.  OBSTETRICS AND GYNECOLOGY

i. Fallopian Tubes

ii. Ovaries 

d. EARS, NOSE and THROAT

i. Ears

ii. Neck

iii. Paranasal sinuses

iv. Salivary glands 

e. OPHTHALMOLOGY

i. Eyes

viii. The site/side marking shall be documented on the Site/Side Marking Checklist by the person who performed it.

b. A pre-operative checking shall be performed for all surgical inpatient prior to procedures at the ward by the nurse on the ward where the patient is admitted.

i. The preoperative checking shall be performed a day before the procedure.
ii. The result of the preoperative checking shall be documented in the Preoperative Checklist.

iii. The Operating Room / Post Anesthesia Care Unit, who shall fetch the patient, shall verify the information on the Preoperative Checklist prior to transporting the patient to the Operating Room.

iv. Patient shall not be brought to the Operating Room if the Preoperative Checklist is incomplete, incorrectly filled-up or not accomplished. All discrepancies shall be resolved first. Refer to Managing Preoperative Checklist Discrepancies Procedure.
c. A “Time-Out” shall be performed before starting the procedure to identify correctly the patient, procedure, site of the procedure and as applicable, the implants.

i. The Circulating Nurse shall call for “Time-Out” just before the procedure starts and the patients is already in the operating table.

ii. The whole surgical team (surgeon, 1st assistant residents, 2nd assistant resident, scrub nurse, Anaesthesiologist, 1st assistant resident Anaesthesiologist, 2nd assistant-optional and the circulating nurse) will fully participate and declare the following:

1. Patient Identification

2. Correct Surgery

3. Agreement on the surgery to be done

4. Correct consent of the surgery and anaesthesia used

iii. The whole surgical team must agree 100%. The procedure shall not start until any questions or concerns are resolved.

iv. The circulating nurse or the anaesthesiologist must certify that a time out was done in the checklist.

v. The whole team shall sign the Time Out Checklist to document the Time Out Procedure.
VI. EQUIPMENT, TOOLS AND SUPPLIES

a. Pre-Operative Checklist for Out-Patient

b. Pre-Operative Checklist for In-Patient

c. Surgical/Invasive Procedure Checklist (Time Out Checklist)

