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Importance of Timeouts Outside the OR 

 

 

The primary purpose of the surgical timeout is to ensure the correct patient, correct 

procedure, correct body part, and correct laterality. While the timeout process was 

originally intended for surgical cases in the OR, it’s clear that this should be performed 

prior to any procedure done in any venue. That would include the radiology suite, cath 

lab, bedside, emergency department, or outpatient clinic or office. A recent AHRQ PSNet 

WebM&M (Bellini 2023) described a case where a failed timeout process led to a 

“double” never event: wrong patient and wrong side. 

 

A first-year orthopedic surgery resident was consulted to aspirate fluid from the left ankle 

of a patient in the intensive care unit. The resident, accompanied by a second resident, 

approached the wrong patient, obtained consent from the patient’s wife via telephone, 

and inserted the needle into the patient’s right ankle. At this point, a third resident entered 

the room and stated that it was the incorrect patient. The procedure was immediately 

terminated and patient and family were notified of the error. There apparently were no 

negative sequelae for that patient. The correct patient was 2 beds away. 

 

The original (incorrect) patient was not competent to provide informed consent. The 

patient’s wife affirmed the patient’s name, which was incorrect, and consented to the 

procedure. The report does not state how the discussion with the wife was handled but it 

sounds like verification of the patient’s name may have been via a passive rather than 

active process. 

 

A timeout was apparently done (with the two residents and the bedside nurse). But it did 

not include verification of the patient and procedure location. (One wonders what was 

actually done during this “timeout”). The nurse questioned why an ankle aspiration 

procedure was being done on a patient who had wounds on both feet and osteomyelitis in 

his left foot. The resident responded that the aspiration was to collect fluid, not to treat 

osteomyelitis. One of the residents stepped away to confirm the patient’s identity in the 

electronic health record and returned confident that they were working with the correct 

patient. The nurse’s concern was not resolved and the procedure was initiated on the 

wrong patient and wrong site. 
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Unfortunately, we continue to see bedside procedures performed without timeouts. Often 

a resident simply goes to the supply room, grabs a procedure kit, goes to the bedside, and 

performs the procedure on the patient without any assistant to help. Prior to the patient 

safety “era”, we even used to pride ourselves in being able to do things like the “one-

handed lumbar puncture” without any assistance. Boy, were we lucky we didn’t do things 

on the wrong patient or wrong body part! 

 

Our June 6, 2011 Patient Safety Tip of the Week “Timeouts Outside the OR” highlighted 

a study from Northwestern University (Barsuk 2011) on re-engineering processes for 

compliance with Universal Protocol for bedside procedures. They looked at lumbar 

punctures, thoracenteses and paracenteses done on the medicine services at their 

facilities. Analyzing their processes, they found that staff were often unaware of 

Universal Protocol (or perhaps unaware that it was required not just for OR procedures, 

but for bedside procedures as well) and that nurses were frequently never notified by 

physicians when their patients were undergoing such procedures. In their redesigned 

process the physician initiates the process by entering an order via CPOE with an 

anticipated time. This order would automatically populate the nurse’s alert list and 

provide the nurse with a timeout form and notice of a procedure-specific supply kit to 

procure. Only the nurse has a key to those procedure kits. This is a forcing function that 

forces the physician-nurse communication to take place. The nurse brings the timeout 

checklist and the kit to the bedside at the specified time and the nurse and physician go 

through the timeout procedure, which gets documented in the EMR. Compliance with 

Universal Protocol went from 16% before to 94% after implementation of this redesigned 

process. Elegant! That is a process we have advocated ever since. We also recommend 

that a copy of the timeout checklist should be attached to the front of all procedure kits 

and the kit should not be opened until the items on the checklist have been agreed upon 

by all. 

 

Of course, your timeout checklist would likely contain several other items, such as why 

the procedure is being done, that informed consent has been obtained, and what you 

expect to do with any specimens from the procedure. 

 

The authors of the WebM&M case also stress the importance of communication and 

TeamSTEPPS concepts for improving teamwork. During a timeout everyone must agree 

on all the items or the procedure needs to be paused for clarification. Anyone’s concerns 

need to be addressed, such as the nurse questioning the reason for the procedure and the 

site. 

 

It's essential that all members of the healthcare team understand the intent and importance 

of the timeout and adhere to the process religiously.  
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