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Introduction Improving our time out process
* Wrong site procedures occur at a rate of 0.5-5.1 per 10,000 blocks * Astandard workflow was created
o Our practice reveals a rate of 0.003 per 10,000 o Updated regional block time out posters
* Recent near misses and a wrong sided nerve block highlighted gaps in our current time ~ Plan o Preoperative RN included in the time out
out process . Incorrect site marking, checklist compliance gap Act . o EMR time out checklist for real time documentation
_ e . : . . : e . « Surve
« We conducted a quality improvement initiative to enhance our time out process » Switched from printed to electronic consents with limited access » Expansion to all block institgﬁons * Zero near misses or wrong sided nerve blocks since implementation
« No RN involvement, production pressure sites in healthcare review ’
: : . . .. / systemwith suidelines Compliance Data (11/4/24-1/6/25)
Our goal is to standardize the time out procedure, improve communication amongst continuous auditing S onduct RCA . .
multidisciplinary teams, and increase adherence to best practices for patient safety - to ensure adherence meetings Question Compliance ':':s“;::;::
» New standardized workflow including RN in time out All required components of the time out completed. 96.0% 348
Plansto B Create a Task Force to educate team members All team members are attentive and activity has ceased 96.0% 348
Mbrove « Regulatory Affairs to audit the new process for the duration of the time out.
Current gu|de[| nes P - b All team members introduce themselves with name 98.0% 307
o *
Study and role.
~ . Initial roll out « Revise block time out Individual leading the time out verbally confirmed the 99.4% 348
 Guidelines from The Joint Commission Areview of th? timelout pro:ess across . Initial compliance monitored daily with auditing posters, RN procedure based on the consent.
Universal Protocol, Anesthesia Patient institutions (n— No 5 ] - After 1 month, audits decreased to 45 per month limited to one L?r\rllzl\éleg?gent’ real Individual leading the Ei*”:e out verbally confirmed the 97.0% 344
Safety Foundation, ASRA Task Force erm?jl?en . Data reported to leadership meetings weekly block site documentation S'te. marked 35. Block. | | O
Pre-block Safety Checklist, and the Printed Consent 6 3 Audit / Indl.V|du.aI lee?dlng.the tl.me og’F verbally confirms 100.0% 348
World Health Oreanization Sursical patientidentity using 2 identifiers.
ok : 5 Anesthesia marks patient 8 1 Time out documented in epic appropriately. 97.9% 348
Safety Checklist were reviewed
Surgeon marks patient 8 1 Table 2. Current auditing compliance data. *This question was added after the audit started
* 3 core principles were identified Nurse participation 7 2 Fi 1 lity i tinitiatives [A] Root C Analysis, [B] Plan Do Study Act (PDSA) cycl E::ji?r:sntcteginun:grirlj::?nrfrgodcfét?grlwlsczv(iltgr?ii:;esifwtclzlorr;l[c)j)*gpﬁeerrelzvl:aasl ;/ Zriglccuasts%nnTig;glljté\ll\slhmh
o pre-procedure verification 'gure 1. Quality Improvement initiatives OOt Lause ANALysIS, AN o Study Ac el should be marked and some audits marked this block as n/a, which resulted in these blocks not
o site marki ng Table 1. Comparison of time out process across included in the total number of audits. Education and clarification were provided regarding site
o time out different institutions. *programs surveyed marking for epidurals and the option n/a has been removed.
included: Virginia Mason University, Massachusetts

. . General Hospital, Duke, John Hopkins, Columbia,
* Areview of practices at other Baylor, Stanford, Mount Sinai, New York University

institutions demonstrated clear patient Revised time out posters
markings and RN involvement

Conclusions

@) Stanford eaincae  REGIONAL BLOCK TIME-OUT Implementing a standardized, enhanced time out process for regional blocks across
PRE-PROCEDURE CHECKLIST our institution is essential for ensuring patient safety. This effort is supported by
Inte rvention pro posals « Confirm correct patient and surgical/regional consent signed « Discuss risks, benefits, and alternatives of regional procedure strict COmplia nce, continuous aUditing, and OngOing education.
e Confirm NPO status e Connect ASA standard monitors and 02

» Review allergies, coagulation status, and pregnancy status (if applicable) « Confirm necessary drugs and equipment available
« Review and assess pre-existing neuropathy . Mark block site with “BLOCK”

TIME OUT

1. Individual performing block initiates time out immediately prior to procedure

Dual marking by the surgeon and regional team on block site
 Visual confirmation with colored bracelets on the correct side corresponding to block @

lateralit Figure 2. Revised regional block time out
. y o posters posted above every block bay
Inclusion of RN in time out ) All team mermber introductions with name and rofe across all perioperative areas. Highlight

° Printed time out fO rms 3.Consent is visible and attended by APP, RN, or CertAT with attending present showmg Changes N process Refe rences

e Patientled and directed time out 4.\dentify patient by confirming full name and DOB/MRN with two patient identifiers
5. Confirm surgical procedure using surgical/regional anesthesia consent
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a d Q leade 5 p ADDITIONAL BLOCK For additional blocks in a different surgical site or patient position, repeat Time Out “step 5-8” & & &
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