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1. Introduction

1.1. This Policy has been written in order to comply with the NHS England mandate to implement the
National Safety Standards for Invasive Procedures (NatSSIPs). The ultimate aim of NatSSIPs is to
eradicate the occurrence of the Patient Safety Never Events, which occur around invasive
procedures.

1.2. The aim of this policy is to:

. Standardise the management of invasive procedures during the pre-operative, intra-operative
and post-operative period.

. Provide a clear definition of invasive procedures, multidisciplinary team roles and
responsibilities.

. Provide the standard against which Local Safety Standards for Invasive Procedures (LocSSIPs)
are developed within procedural areas and outside areas where procedures are performed.

. Ensure the monitoring and governance as a continuous cycle of improvement.

. Maintain a safe culture to promote team work, minimise avoidable complications, and
prevent patient safety never events.

1.3. Where local procedures deviate from the Safety Standards for Invasive Procedures Policy a LocSSIP
is required using the template (see Appendix 9). The Safety Standards for Invasive Procedures
Policy is to be used as a basis in the creation, or modification of the LocSSIPs. Each of the LocSSIPs
should include the key elements of the NatSSIPs guidance, five organisational and eight sequential
steps for the patient on the pathway to undergo an invasive procedure.

1.4. The five organisational elements are guidelines and processes which support the safe delivery of
the procedural care.

e Governance and audit

e Documentation of invasive procedures
e  Workforce

e Scheduling and list management

e Handovers and information transfer

1.5. The eight sequential steps are a logical set of actions which should be performed for every
procedure list and every patient.

e Procedural verification and site marking
e Team Brief

e Signin

e Timeout

e Prosthesis verification

e Prevention of retained foreign objects
e Signout

o Debrief

2. Scope

2.1. This cross-divisional policy applies to all members of the multidisciplinary team who will be
involved in the care of the patient during the pre-operative, intraoperative and post-operative
periods of the patient who is undergoing invasive procedures.
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2.2. This policy applies to all areas where invasive procedures are performed, including pre and post op
areas such as the wards and recovery and including Theatres, IR, XMRI, Gastro and Radiology.

2.3. This policy includes any procedure where:

. a cut or hole has been made to gain access to the inside of the body;

. access to a body cavity (such as the digestive system, airway, or bladder) is gained without
cutting into the body, for example endoscopy;

. Electromagnetic radiation is used such as with x-rays, lasers, gamma rays, ultraviolet light for
treatment, for example using a laser to treat skin lesions.

2.4. This policy excludes cannulation, nasogastric tubes and urethral catheter insertions, as they are
outside the scope of the national guidance.

Roles and Responsibilities

3.1. Responsibility of the care of the patient is a shared responsibility and all members have a
responsibility to speak up if they have concerns related to the safe delivery of care during an
invasive procedure.

3.2. All staff involved in the pathway of a patient who is undergoing an invasive procedure:

. are responsible for the safe delivery of care to the patient;

° are aware of and understand the SSIP and Local Safety Standards;

. are required to follow the Safety Standards for Invasive Procedures and Local Safety
Standards accurately for every patient;

. may be required to participate in the creation, implementation and audit of LocSSIPs;

e will participate fully in the agreed safety checks and the steps built into the Safety Standards;

. will participate in routine and frequent team building and team training;

. will ensure that adverse events are documented, through Datix and investigated when
appropriate.

Exec Lead
(Medical Director)

Responsiblefor
performance and
monitoring

Responsiblefor
i ensuring the policy
is adhered to

Responsiblefor
adheringto the

policy
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3.3. The Executive Lead (Medical Director) is responsible for:

overseeing compliance, and governance, of the Safety Standards for Invasive Procedures and
LocSSIPs.
approving the information provided in this policy in their capacity as the Executive Lead.

3.4. The Divisional Leads for Operations and Nursing are responsible for:

overall performance and monitoring of the Safety Standards for Invasive Procedures and Local
Safety Standards for Invasive Procedures.

3.5. Heads of Clinical Service (HOCS) and Matrons are responsible for:

ensuring the multidisciplinary team is performing as per the Safety Standards for Invasive
Procedures;

auditing, reviewing the audits and feeding back to the local teams;

ensuring that any change in local practice or national guidance is updated and communicated
to the local teams;

ensuring that adverse events are documented through Datix, investigated using an RCA
process and there is learning gained from the events which is communicated back to the local
teams and SIMS training is carried out.

3.6. Team Leaders/Sisters, Consultants and Registrars are responsible for:

adhering to the policy;

developing Local Safety Standards (LocSSIPs) for Invasive procedure when practice differs
from the policy;

ensuring that team members are aware of, understand and are compliant with the Safety
Standards for Invasive Procedures and LocSSIPs;

ensuring appropriate escalation of non-compliance (see Appendix 2).

4. Definitions

4.1. National Safety Standards for Invasive Procedures (NatSSIPs): The national standards which were

4.2.

4.3.

4.4.

4.5.

developed to set out key actions necessary to deliver safe care of patients undergoing invasive
procedures. These standards allow organisations to standardise, harmonise and educate the
patient care processes in order to provide safe patient care.

NatSSIPs Steering Group: the Trust committee responsible for oversight and implementation of
the Safety Standards for Invasive Procedures.

Safety Standards for Invasive Procedures (SSIPs): The Trust response to the NatSSIPs.
Local Safety Standards for Invasive Procedures (LocSSIPs): Locally adapted safety standards for
invasive procedures based on the Safety Standards for Invasive Procedures Policy and variations

from it. Including specialty specific procedures or group of procedures for which LocSSIPs apply.

Invasive procedures include:
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. All surgical and interventional procedures performed in operating theatres, outpatient
treatment areas, inpatient treatment areas, other procedural areas within the organisation,
and off site on GOSH patients e.g. gamma knife treatments at the Royal National Neurology
Hospital.
. Any procedure where a device has been used to gain access such as a scope to view the
bladder, airway, or gastrointestinal tract.

. Invasive cardiology procedures such as cardiac catheterisation, angioplasty and stent
insertion.
. Interventional radiological procedures.

. Thoracic interventions such as bronchoscopy and the insertion of chest drains.
. Biopsies and other invasive tissue sampling.

4.6. Never Events are defined as serious, largely preventable patient safety incidents that should not
occur if the available preventative measures have been implemented by healthcare providers.
(NPSA 2016) Never Events are a subset of serious incidents which meet the following criteria:

. They are wholly preventable, where guidance or safety recommendations that provide strong
systemic protective barriers are available at a national and local level, and have been
implemented by all healthcare providers.

. Each Never Event type has the potential to cause serious patient harm or death. However,
serious harm or death is not required to have happened as a result of a specific incident
occurrence for that incident to be categorised as a Never Event.

. There is evidence that the category of Never Event has occurred in the past, for example
through reports to the National Reporting and Learning System (NRLS), and a risk of
recurrence remains.

. Occurrence of the Never Event is easily recognised and clearly defined — this requirement
helps minimise disputes around classification, and ensures focus on learning and improving
patient safety.

. The Incident Management and Reporting Policy is to be referred to when reporting an
incident.

4.7. Surgical Safety Checklist: Based on the World Health Organisation (WHO) Surgical Safety Checklist
which is a core set of safety checks at critical time points set within the pathway of the patient
undergoing an invasive procedure. The five steps, ‘Team brief’, ‘Sign In’, ‘Time Out’, ‘Sign Out’ and
‘Debrief’ are tools to initiate detailed communication between members of the multidisciplinary
team in order to improve patient safety during surgery.

4.8. Procedural area: the area where invasive procedures are performed; includes the operating
theatres, XMRI, Kingfisher, Interventional Radiology, Radiology, Koala, Outpatients, Magpie, NICU,
PICU, CICU, IPP and any other treatment area within the organisation, including off site at the

Royal National Neurology Hospital.

4.9. Procedural team: all members of the multidisciplinary team who are involved in the performance
of procedures.

4.10. Operator: the person performing the procedure.
4.11. Anaesthetist: the person administering the anaesthetic during the invasive procedure.

4.12. Anaesthetic practitioner: the Registered Anaesthetic Nurse or Registered Operating Department
Practitioner assisting the anaesthetist during an anaesthetic.
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4.13. Scrub practitioner: the Assistant Theatre Practitioner, Anaesthetic Practitioner or Registered
Nurse assisting the operator during a procedure.

4.14. Circulator: the Registered Nurse or anaesthetic practitioner in charge of the list.

4.15. Electronic patient documentation: data entry system to capture patient journey through theatres
and feed into reporting tools.

4.16. Datix: a risk management system that is used for incident reporting, complaints, PALS, risk
registers.

Governance and Audit

5.1. The organisation will ensure that all appropriate personnel are made aware of the Safety
Standards for Invasive Procedures and LocSSIPs for the area of practice.

5.2. As a minimum, an annual audit will be conducted to focus on key areas of this policy:

. ‘Team Brief’

. Completion of pre-operative checks

. Completion of sign-in

. Surgical Site marking

. Completion of ‘Time Out’

. Staffing issues

e Any equipment /prosthesis issues

) Formal handover between ward, theatre, and recovery/ICU

. Quality of engagement in the Surgical Safety Checklist

. Audits will be led by the NatSSIPs Steering group and supported by the Clinical Audit
department.

. The audit will focus on the quality to which processes are completed, and engagement in
processes.

5.3. Monitoring of the effectiveness of the Safety Standards for Invasive Procedures will also be done
through the learning from incident reporting Datix system, and information gained, for example,
from the Risk Action Group meetings and Specialty Review Meetings and the Patient Safety and
Outcomes Committee Meetings.

5.4. Incident reporting provides an opportunity for adverse events to be documented, analysed and
used for learning and improvements in practice. Additional information for Datix can be found in
the Incident Reporting Management Policy.

5.5. Learning points from near misses and clinical incidents will be shared on a regular basis by relevant
Risk Action Groups and Specialty Review Meetings. Any trends of themes identified can be used to
support decision making and learning, where improvement is required.

Education and training

6.1. The local induction of all staff involved in the performance of invasive procedures must include:
e Reading the the Safety Standards for Invasive Procedures policy
e Reading any relevant Local Safety Standards for Invasive Procedures.
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e Referring to the Safety Standards for Invasive Procedures Intranet page (Found Clinical and
research > Medical clinical guidelines)
e Completing the GOSH GOLD ‘NatSSIPs 8 e-learning module.

6.2. Opportunities for regular teamwork management and human factors simulation training will be
made available for all staff involved in the performance of invasive procedures.

6.3. Preparation for training will include a review of LocSSIPs and identification of learning needs from
near misses and incidents.

Documentation

7.1. Standardised documentation should be completed in all procedural areas to ensure the recording
clearly all essential information throughout the patient pathway and this includes:

e pre-procedural assessments

e clerking

e consent

e electronic patient record

e the pre-operative checklist

e perioperative/integrated care plan
e anaesthetic record

e post-operative notes

e discharge planning

7.2. Documentation should include evidence of handovers, ‘Team Brief’, ‘Sign In’, ‘Time out’, ‘Sign
Out’, surgical site verification, prosthesis verification, and the prevention of the retention of
foreign objects.

7.3. Staff present at each stage of the patient pathway should be identified.

7.4. All procedural activity should be captured in an electronic format. If in the event that the
electronic patient record system is down, the appropriate downtime paper form should be

completed.

7.5. All documentation must be clear, concise, legible, and concurrent, without falsification, timed,
dated and signed.

7.6. No abbreviations should be used in any document.

7.7. Laterality must be written in full (Right, Left).

7.8. Complete all records at the time or as soon as possible after an event.
7.9. All records must be kept securely.

7.10. The time and alteration of any document must be recorded.

7.11. Documenting of adverse events and near misses should be recorded in the Datix system.
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7.12. For further detail please see document titled Quality Standards for Clinical Documentation.

Scheduling and List Management

8.1. Patient safety during the performance of invasive procedures is dependent upon adequate
preparation, the accurate scheduling of procedures and the management of the procedural lists.

8.2. This policy requires procedural teams to ensure that lists accurately reflect the plans for patients
and the procedures they are planned to undergo.

8.3. The appropriate planning should ensure that theatre lists are fully utilised, which also rely heavily
on having the subsequent bed base available in order to deliver the activity.

8.4. The named clinical team for the list is responsible for scheduling of the procedure/s, list
management, cancellation and rescheduling. They must coordinate when other specialties are
involved to be available at the correct time.

8.5. The named clinical team for the list is responsible for deciding the order of the procedures within a
list. Clinical criteria are to be considered in determining the order of the list. Examples of the
clinical criteria are: clinical need, urgency, age, allergies (latex), pre-existing conditions (MH),
infection status or other medical conditions (diabetes, sickle cell).

8.6. Scheduling of the list must take into account the expected workload and other factors which
include:

) Time must be included in the scheduling process for the ‘Team Brief’, ‘Sign In’, ‘Time Out’,
‘Sign Out’, ‘Debrief’ and other safety steps in the Safety Standards for Invasive Procedures.

. Induction and emergence from anaesthesia or any other anaesthetic procedure.

. Patient positioning and preparation.

. Availability and preparation of all necessary equipment and instrumentation.

. Familiarity, skill-mix and expertise of all members of the procedure team.

. Cleaning and turning over equipment, supplies and instrumentation on lists when multiple
procedures are being performed.

. Multiple, concurrent, same specialty lists.

8.7. The Standard Operating Procedure for Scheduling and List management should be referred to for
further details of the processes.

Workforce

9.1. Staffing should be based upon the Trust’s Nurse Rostering and Safe Staffing policy found in the
Document Library on the Trust website.

9.2. Safe staffing specific for the theatres and related areas are as follows:

9.2.1. According to Association for Perioperative Practice (AfPP) guidance minimum theatre staffing
is:

=  One qualified anaesthetic practitioner for every procedure requiring an anaesthetic.
=  Two qualified or trained scrub practitioners as a basic requirement.
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One qualified circulating practitioner for each session unless there are 2 operative
teams or 2 cavities opened simultaneously.
This makes a minimum of two qualified staff as the scrub practitioner can also be a
circulating practitioner.
Scrub practitioners are not to be considered as ‘first assistants’ unless appropriately
qualified.
For procedures where staffing varies from this a LocSSIP will be required.

Staffing requirements for the care of patients undergoing invasive procedures should be
based on:

Skill mix and competence of the practitioners including appropriately trained
assistant(s).

Complexity of the patient’s needs and/or list.

Type and complexity of procedure.

Medical devices, technology and equipment being used.

Number of patients on the list.

Time needed to turnover between patients.

Multi skilled staff, who are competent across specialties.

Lists must include time:

To set up of the theatre equipment instruments and supplies.

To calibrate and perform safety checks on specialist equipment.

For staff to complete safety briefing and debriefing; and the sign in, time out and sign
out for each patient.

To turnover between patients.

For routine and infectious cleans as required.

For patient to be handed over to the next clinical area.

Staffing should be reviewed on a regular basis by the appropriate team leaders and
Matrons and the following should be considered:

Any increase in patient safety incidents.

Any increase in Healthcare acquired infections.

Falling standards.

Increase in staff turnover.

Low staff morale.

Failure to ensure staff access continued education, complete mandatory training.
Failure to provide annual reviews.

A procedure must only begin when the required number of staff members, with the appropriate
skill mix for that procedure or list is present.

The same set of staffing standards applies equally to inside and outside of normal working hours.

The person in charge for each procedural area should confirm the availability of the appropriate
staffing levels and skill mix prior to the beginning of the list and report any issues to the
coordinator or matron. When a procedure or list is performed with inadequate numbers a Datix
form should be completed.

Staff must be familiar and trained within the area they are working, in order to facilitate an
emergent situation, and the staffing needs at nights and weekends. When there are instances
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where increased staffing is needed on weekends or nights, this should be escalated through the
activation of the VCB and / or cardiac theatre call teams.

10. Handover and Information Transfer

10.1. There are formal handover points within the patient pathway at which professional
responsibility and accountability is transferred between individuals or teams.

10.2. There are also opportunities for planned and unplanned changes in the members of the
procedural team which occur during procedures or lists of procedures.

10.3. Patient safety prior to, during and after the performance of an invasive procedure is
dependent upon thorough communication of information during each of the handover points of
the patient pathway.

10.4. All Handovers:

. Must be performed using the appropriate aide memoire, or handover form.

. Participation of the patient and or family should be encouraged when appropriate.

. Only one person should speak at a time, conversation should be about one patient at a time,
and non-handover activities should cease.

. All members of the team should be given the opportunity to clarify information and ask
questions.

. Noise and interruptions should be minimised.

10.5. There must be a formal handover of the patient from the admission unit or ward to the
procedural team. This will be conducted in the anaesthetic room, procedure room or designated
location in outpatients or the ward.

10.6. Intraoperative handovers between staff should be avoided wherever possible. However,
there are situations which warrant a handover between members of the perioperative team
during the middle of a procedure such as when a staff member goes on a break, or at the end of a
shift. When this occurs a formal handover should take place as outlined below and the occurrence
of a handover should be.

10.7. Handover of Patient post invasive procedure:

. A formal handover from the procedural team to the post procedural area must be performed,
once the patient is monitored appropriately and clinically stable using the appropriate aide
memoire or handover sheet.

10.8. Handover of Patient from Recovery to Ward:

. Once the patient meets the discharge criteria the handover between the recovery practitioner
and the ward registered nurse will take place either in the recovery room or in the ward as
per ward hand over aide memoire.

10.9. Handover of the patient from the procedural area to the intensive care areas:

° Children returning to the Intensive care areas will be escorted from the procedural areas by
the anaesthetist, anaesthetic practitioner and scrub practitioner.
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. A formal handover to the intensive care team will be performed once the patient is
transferred, appropriately monitored and clinically stable as per the Transfer Aide Memaoire or

CICU Handover protocol.

10.10. See the Handover Standard Operating Procedure for detailed handover information
between the perioperative teams.

Procedural Verification and Site Marking

11.1. All patients undergoing invasive procedures under general, local anaesthesia, or under sedation,
must undergo safety checks that confirm the procedure to be performed, the site and the side
marked when appropriate.

11.2. Surgical site marking is mandatory for all procedures for which it is possible to do so. In cases
where there is an exception to site marking it should be clearly detailed on the consent form.

11.3. For dental procedures the teeth should be clearly marked on the surgical consent and on a
dental x-ray which must then be displayed in the theatre.

11.4. All staff involved in the invasive procedure pathway have a responsibility to voice any
discrepancies that they have observed with the theatre list, patient’s consent, or site marking.

11.5. |If there are any discrepancies following any of the checks, the procedure should not be
commenced until clarification has been obtained.

11.6. If necessary the patient should be returned to the ward until all discrepancies have been
clarified.

11.7. The procedure for surgical site marking and verification is as follows:

. The marking must be performed by the operator or a nominated deputy who will be present
during the procedure.

. The operator / nominated deputy confirm patient identity with patient/parent against the
patient’s clinical record, the labelled consent form and the operating list in the pre-procedure
area or ward.

. The operator /nominated deputy confirms procedure and procedural site with
patient/parent, clinical record, consent form, investigation results such as imaging and
operating list.

. Operator /nominated deputy marks site with single use permanent marker pen using an
arrow only, close to the procedural field so it will be visible at all time after the prep and
sterile drapes have been applied.

. If there is more than one procedural site, mark all sites with an arrow. If multiple procedures
on multiple sites are planned then a body diagram should be used indicating the specific
site/s and procedures.

. The arrow should be applied on the ward, not in the anaesthetic room or procedure room
and documented on the consent form.

. The non-operative side must never be marked.

. Confirm with patient/parent if site marking not appropriate and document on consent form.

° An arrow to indicate the site of the procedure(s) should be checked on the ward and
documented as part of the pre-op checklist.

° If an arrow is not present refer to consent form for an explanation.
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If the consent does not clearly state why the arrow is not present, the operator /nominated
deputy must be contacted for clarification and the issue resolved prior to the patient going to
the procedural area.
In event of patient refusal for site marking or an inability to site mark- document in notes and
consent form. Agree with parents that site marking will occur once patient anaesthetised.
Arrow should be checked by anaesthetist and anaesthetic practitioner at ‘Sign In” with
patient/parent and ward nurse against consent form and operating list.
Site marking and planned procedure should be verified by multidisciplinary team, including
the operator (and the nominated deputy if the operator was not the site marker) and scrub
practitioner, at the ‘Time Out’ against consent form, operating list, and patient’s clinical
record and imaging.
For procedures when the patients position is changed or the patient is having multiple
procedures performed in multiple locations the procedural site should be re-verified and the
procedural arrow checked.

12. Team Brief

12.1.

12.2.

12.3.

12.4.

12.5.

12.6.

12.7.

12.8.

The ‘Team Brief’ must take place prior to any invasive procedure including scheduled, add-on,
emergency, General Anaesthetic (GA) or non-GA in order for each member of the team to have
a clear understanding of the list order, the invasive procedures being performed, the staff and
equipment required and any other key issues.

This must occur after each patient has been seen by both the operator and anaesthetist.

The ‘Team Brief’ must be repeated throughout the day on a case by case basis in the following
circumstances:

Staggered admissions.

New sessions.

Change in key team members during a sessions.
Additional patients added to the list.

The ‘Team Brief’ should be conducted in a location that is quiet and free from distraction that
also ensures patient confidentiality. This location should preferably be in the area where the
procedure will be carried out.

As many members of the whole team should be present including, but not limited to:

Senior operator and assistant.

Lead anaesthetist and second anaesthetist.

Anaesthetic practitioner.

Scrub team.

Circulating person in charge of the list.

Any other healthcare professionals involved in the procedure, e.g. radiographer, perfusionist,

etc.
Each team member must be recorded in the patient’s procedural pathway document.

Any nominated team member may lead the briefing.

Only one member of the team should speak at a time.
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12.11.

12.12.

12.13.
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12.15.

12.16.
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There should be minimal use of abbreviations. If they are used and a member of the team is
unfamiliar with the term it should be clarified.

Every team member should be encouraged to ask questions, seek clarification or raise concerns
about any aspect of patient care or the planned procedure

Each team member should introduce themselves and their roles.

Each member of the procedural team should be listed in a place visible throughout the session.
The operator, scrub practitioner and anaesthetist if relevant must be identified for each case
listed. Any changes to the team members during the day should also be recorded in this
document or notice, and should be the subject of an appropriate briefing if anticipated.

Each patient should be discussed one at a time and in list order from the perspective of the
operator, anaesthetist and scrub practitioner, in turn, using the printed checklist and the ‘Team
Brief’ aide memoire (see Appendix 5). The discussion should include:

Diagnosis and planned procedure.

Site and side of procedure.

Anticipated blood loss and location of blood products if required.

Specific patient and/or procedural concerns.

Availability of special equipment and/or resources. This includes prosthesis/ loan kits/single
‘one off’ instruments (please refer to SOP for the Management of ‘one of a kind Sterile
Instrument Sets).

Requirement of imaging.

Requirement of a throat pack.

Requirement for the Surgical Site Infection bundle e.g. warming devices and antibiotics
Infection status.

Requirement for venous thromboembolism prophylaxis.

Pregnancy testing.

Can we give a drink?

Consent for research if applicable.

Confirmation of the operator and scrub practitioner.

Concerns regarding staffing availability.

Concerns regarding available time.

Confirmation of bed availability and/or postoperative higher dependency requirement and
availability.

Confirmation of procedure list order. Any alterations will necessitate reprinting the
procedures list

Confirmation of the person who will be sending for the patients

Where specialty-specific Trust Surgical Safety Checklists exist, these should be used and the
relevant printed checklist used as an aide memoire.

Any additional concerns from an operator, anaesthetic or practitioner perspective must be
discussed, and contingency plans made.

The operating list should be updated to reflect any additions, cancellations, changes to the list
order and changes to the procedure.
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12.17. A summary of the brief should be made and displayed in the procedural area for reference

during the list.

12.18. If a significant issue about the care of the patient arises during the briefing, a clear and concise

13. SignIn

13.1.

13.2.

13.3.

13.4.

13.5.

13.6.

note should be entered in the patient’s records and if more investigations or information needs
to be obtained the team should reconvene to continue the brief after the information has been
obtained.

The ‘Sign In’ is the safety check patients undergo upon arrival to the procedural area prior to an
invasive procedure.

The ‘Sign In’ should not be performed until any omissions, discrepancies or uncertainties
identified in the handover from the ward or admission area to the receiving practitioner in the
procedure area or anaesthetic room 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.

‘Sign In” must occur prior to the induction of general anaesthesia, local anaesthesia or sedation.
When general anaesthesia is not used, ‘Sign In” should occur prior to the start of the procedure.

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. This includes involvement of the
patient/parent/carer.

Safety checks included as part of the ‘Sign In’:

The anaesthetist leads the ‘Sign In’.

Patient details checked with the patient (when appropriate) and/or family (when available)
against the printed identity band, consent form and operating list.

Surgical site marking to be checked with the patient (when appropriate) and/or family (when
available) against the consent and operating list.

Ensure that the ward preoperative checklist is completed, if not please refer back to the ward
nurse.

Allergy status.

Last administration of antibiotics or paracetamol.

Gastrostomy/nasogastric tube aspirated if present.

Procedure specific checks:

Before performing a regional local anaesthetic block, a repeat check of the site and side of the
procedure by the anaesthetist and anaesthetic practitioner is required. “Stop before you
block.”

Blood availability must be checked and location confirmed.
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13.7. After the ‘Sign In’ is completed, the preoperative checklist should be signed off by the
Anaesthetic Practitioner and pre-operative ward nurse. The ‘Sign In’ should then be

documented on the electronic patient record.

14. Time Out

14.1. The ‘Time Out’ represents the final opportunity to confirm the correct patient is having the
correct procedure at the correct site prior to the start of the invasive procedure. It is an
opportunity for any staff member to speak up with any concerns.

14.2. If the patient is having a procedure under local anaesthetic, participation of the patient (and/or
parent or guardian) in the ‘Time Out’ should be encouraged when possible.

14.3. The ‘Time Out’ should not be performed until any omissions, discrepancies 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 without full resolution of any
discrepancies. Such occurrences should be reported as safety incidents and a Datix form should
be completed.

14.4. Any member of the procedural team may lead the ‘Time Out’. The team member leading the
‘Time Out’ should verify all team members who are participating, introduce any new team
members or visitors and use the Time Out section of the Surgical Safety Checklist

14.5. The team involved with the procedure must be present such as:

o Senior operator and assistant.

. Lead anaesthetist and second anaesthetist.

o Anaesthetic practitioner.

. Scrub team.

. Circulating person in charge of the list.

. Any other healthcare professionals involved in the procedure, e.g. radiographer, perfusionist,
etc.

14.6. Using the ‘Time Out’ section of the Surgical Safety Checklist the following safety checks are
included as part of the ‘Time Out’:

. Patient details checked with the patient (when appropriate) and/or family (when available)
against the printed identity band, consent form and operating list

. Surgical site marking to be checked with the patient (when appropriate) and/or family (when
available) against the consent and operating list

. Allergy status

. American Society of Anesthesiologists Scoring Status (ASA)

. Confirmation of sterility of instruments and equipment

Confirmation of the availability of the implant if needed

Any equipment issues or concerns

Antibiotic prophylaxis

Patient warming

. Thromboprophylaxis

. Local anaesthetic dose

o Any new concerns since induction
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) Pressure areas checked

14.7. Any omissions, discrepancies or uncertainties identified during the ‘Time Out’ should be
resolved before the procedure starts. If these cannot be resolved, the procedure may need to be
cancelled.

Prosthesis/Implant Verification, One off sets and Loan kit

15.1. A prosthesis or implant is defined as an internal or external, permanent or temporary medical
device used to replace or repair a structure.

15.2. Aloan kit is defined as a set of specialised instruments which include implants used to replace or
repair a structure.

15.3. Pre-operative planning is essential when loan kits and one off sets/instruments are required for
a planned procedure to ensure the correct prosthesis equipment is available.

15.4. Pre-operative considerations:

° Identification of the prosthesis/implant/loan kit required in pre-op planning.

. Type, Design or style.

. Material.

. Size.

° Manufacturer.

. The procedure list should state the specific prosthesis/implant or implant system anticipated
to be used.

. The Sister / Scrub team leader must be notified by the procedural team of Implant to be used
at the time of booking the case.

. The Theatre Sister / Scrub team will confirm arrival of the correct implant. If the implant or
implant system will not be available for the date of the scheduled procedure, the Sister or
scrub team will notify the surgical team prior to the day of surgery.

. If a bespoke implant/prosthesis is needed, the surgeon will provide the specifications; the
manufacturer will be informed and will provide an estimated date of availability in order to
book the patient onto a procedural list.

15.5. Prior to the ‘Team Brief’ all essential instruments/equipment, prosthesis/implants, or loan kits
are checked for availability and external sterility and then report an issues.

15.6. During the ‘Team Brief’ the operator is to inspect the available prosthesis/implant or loan kit
and confirm the correct range of implant/prosthesis and any necessary instrumentation is
available and in a sterile condition prior to the patient being sent to the procedural area.

15.7. All essential instruments/equipment/loan sets are opened and checked for sterility prior to the
patient being anaesthetised.

15.8. Before the prosthesis/implant is placed onto the surgical field a final check by the operator to
confirm the following with the team:

° Type, design, or style.
. Material Compatibility.
. Size.
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Laterality (Left, Right, Bilateral).
Manufacturer.

Expiry date.

Compatibility of multi-component prosthesis.
Any other characteristics.

Once the correct item(s) has/have been selected any prosthesis not being used should be clearly
separated from those being used.

Any prosthesis used must be documented with the above information on:

Electronic patient record.
Intraoperative care plan.

Service implant book.

Devices template spread sheet.
Patient notes and operative record.
Devices registries.

Instances of failed prosthesis verification, wrong prosthesis insertion and ‘near misses’ should
be recorded and openly discussed at the Debrief, a Datix should be completed and fed into local
governance processes to promote learning and development of new or altered processes for
patient safety.

When manufacturers labelling, packaging or implant defects contribute to the failure of
prosthesis verification, or there is a defect in the implant/device the manufacturer must be
informed and a Datix must be completed.

Prevention of Retained Foreign Objects

16.1.

16.2.

16.3.

16.4.

16.5.

16.6.

This standard supports safe and consistent practise in accounting for all items used during
invasive procedures in order to minimise the risk of an unintentional retained item and causing
harm to the patient.

The Surgical Count Policy in the document library must be followed to ensure the accounting of
all items used in an invasive procedure and minimise the risk of a foreign object being retained
in a patient and causing patient harm.

This must address the processes to be followed for the counting of all swabs, sharps,
instruments and small items used in an invasive procedure and the points when a count is
necessary to be performed.

The Surgical Count Policy addresses a clear process to be followed in the event that an item is
unaccounted for during or at the end of the procedure. The process should include:
consideration for a further count, communication to the operator, surgeon and procedure team,
undertaking a thorough search, performing a radiological exam when necessary and not moving
the patient from the procedure room until there is a resolution.

Any incorrect counts must be documented and section 10 “Count Discrepancy” of the Surgical
Count Policy must be followed.

Intentionally retained item/s:
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16.6.1. In the case of an intentionally retained item/s it is expected the LocSSIP must address the

16.7.

following:

Notification of the patient/family, impact of the retained item on the health of the patient
and completion of incident form.

Documentation in the medical notes and perioperative care plan which includes a description
of the item/s left behind, location and the plan for removal.

If there is no plan for removal, there must be clear documentation of the item left behind and
explanation to the patient/family. This should include Type, design, material and size

A clear verbal and written handover processes of item/s left behind.

Instrumentation

16.7.1. All instrument trays must come with an up-to-date list of the items.

16.7.2. Instruments sets must undergo regular inspection as per the Trust Decontamination Policy.

16.7.3. The service terms of agreement must be followed by both the instrument processing

service and the end user for the care, maintenance, cleaning, processing, identification,
counting, and reconciliation of all single instruments and instrument sets.

16.7.4. Each instrument must undergo a periodic inspection to ensure they are fit for purpose. If

they are found to be unfit they are to be repaired or replaced as advised.

16.7.5. Integrity of instruments should be checked before and after use.

17. Sign Out

17.1.

17.2.

17.3.

17.4.

17.5.

17.6.

All patients undergoing invasive procedures under general, regional or local anaesthesia, or
under sedation, must undergo safety checks at the end of the procedure but before the
handover to the post-procedure care team: the sign out.

‘Sign Out’ should occur at the conclusion of the procedure and/or before emergence from
general anaesthesia.

Team members should not leave the procedure room until ‘Sign Out’ is complete, unless there
are exceptional circumstances.

When general anaesthesia is not used, ‘Sign Out’ should occur prior the patient leaving the
procedure room.

Any member of the team can lead the ‘Sign Out’.

Using the Trust Surgical Safety Checklist (see Appendix 6) as an aide memoire, the following
should be checked:

Confirmation of the procedure performed.

Confirmation of the site and side of the procedure.

Confirmation that all procedures on the consent form have been performed.

Confirmation that instrument, sharps and swab counts are complete and correct.
Confirmation against patient id band that any specimens have been labelled correctly; check
the patient’s name, site and side of specimen where applicable and the laboratory where the
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specimen is to be sent. This information will then be placed in the specimen log by a member
of the scrub team.
The operator and anaesthetist should discuss any post-procedure patient plans and concerns
Discussion of any issues, equipment, instruments etc.

Procedure specific checks.

18. Debrief

19.

18.1.

18.2.

18.3.

18.4.

18.5.

18.6.

18.7.

18.8.

18.9.

‘Debrief’ is an opportunity for teams for teams to facilitate reflection, conversation and learning;
improve practise and patient safety at the end of all elective procedure lists, after an
unscheduled procedure or emergency procedure or should be done case by case basis when
there is a change in the team members involved.

The ‘Debrief’ emphasises the following:

whether the Safety Standards for Invasive Procedures or LocSSIPs are being effectively
implemented.

any specific challenges and safety concerns.

Identification of any areas where the improvements may be required.

Identification of themes and trends to be escalated where appropriate.

The ‘Debrief’ should occur in a place which is free from noise, interruption and ensures patient
confidentiality.

Every member of the procedural team should take part in the ‘Debrief’.

Any team member may lead the ‘Debrief’.

If any team member has to leave before the ‘Debrief’ is conducted, they should have the
opportunity to comment and document any positive feedback or issues for improvement they

wish to see addressed during the ‘Debrief’ and their absence should be recorded.

Members of the procedural team may note any key points for consideration during the
procedure/ list to be discussed during the Debrief.

Any issues noted during the ‘Debrief’ should be followed up by the Team Leader / Nurse in
Charge.

If a significant issue about the care of a patient arises during the ‘Debrief’, a clear and concise
note should be made in the patient’s records and a Datix form should be completed.

Development, Implementation and Review of LocSSIPs

19.1.

19.2.

19.3.

A Local Standard for Safety Standard for Invasive Procedure (LocSSIP) is required for any invasive
procedure where the process deviates from what is set out in the Safety Standards for Invasive
Procedures Policy.

Any new invasive procedure introduced to the Trust or to a procedure introduced to a new
procedural area must be assessed to ascertain if a LocSSIP is required.

A review must be carried out to ensure that creation of a new document is not duplicating an
existing document.
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19.7.
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19.10.

19.11.

19.12.

19.13

19.14
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There should be a local owner for each LocSSIP who is a senior and substantive member of the
team involved in doing the procedure.

The LocSSIP template guide and the Safety Standards for Invasive Procedures policy are to be
used for the development of a specialty/procedural LocSSIPs.

The standards covered in each LocSSIP should consider the organisational and the sequential
steps included in the patient pathway from the point of decision to perform an invasive
procedure, to the point of discharge from the procedural area.

In some procedural environments, the combination of two sequential steps may be logical, for
example, performing a combined Sign In and Time Out for procedures when sedation is not used
and the operator provides local anaesthesia. If two steps are combined, the key safety elements
of both steps set out in this document should be retained in the single, combined step and a
LocSSIP created.

Electronic record keeping will support the correct, complete and sequential performance of the
Surgical Safety Checklist in the LocSSIPs and will provide an accurate record of both the
members of the team performing the checks and the actual checks performed.

Areas will use aide memoires in the format of the Surgical Safety Checklist and ensure that every
step is completed for every patient undergoing an invasive procedure.

LocSSIPs should stipulate all necessary induction, training and competencies for the procedural
area prior to carrying out a role.

LocSSIPs are local standard operating procedures. They are not Trust policies and therefore
should be agreed locally with the relevant clinical staff and approved by the Matron, Assistant
Chief Nurse and Head of Clinical Service, prior to ratification by the NatSSIPs Steering group.

The LocSSIP owner is responsible for consulting with relevant clinical and non-clinical staff and
ensuring that the minimum requirements for the content of a LocSSIP are met. The minimum
content for a LocSSIP is outlined in Appendix 8..

. A LocSSIP will be approved by the NatSSIPs Steering group subject to the following conditions:

There is evidence of appropriate local consultation, and sign of from the Head of Clinical
Service, Matron, and Assistant Chief Nurse.

All sections of the LocSSIP have been completed to a satisfactory standard (see Appendix 8).
The LocSSIP demonstrates a commitment to maintaining a safe culture to promote team
work, minimise avoidable complications, and prevent patient safety never events.

Is published with an agreed date for future review

. The NatSSIPs Steering group will maintain oversight of all LocSSIPs and ensure that LocSSIPs

are reviewed every three years.

19.15

Equal

20.1.

. LocSSIPs and specialised checklists will be published on the Safety Standards for Invasive
Procedures intranet page.

ity Impact Statement

This policy has been assessed for its impact on equality and will have a minimal impact on the
protected groups below:
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o Age.

° Disability (including learning disability).
. Race.

. Religion or belief.

. Sex.

20.2. Equality Impact Assessment — (see Appendix 10).
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Appendix 1 — Pre-operative checklist

SAMPLE

e Great Ormond Street [TZ&Y
DOB Pre-Operative Hospital for Children
NHS Foundation Trust
[Affix patient label) ChECinS‘t
Date: _ f ! Pre-op ward: Post-op ward: Theatre:

GEMERAL INFORMATION

Weight and height: Weight: kg Height: om
Allergies: Pleasze list

Fasting times: Lastintake Foodor milk: Breast milk: Clear fluid:
Ohbservations Temp: °C Eafs: % Pulse: BF:
Tymipanic/axillaforal On airf0: L/min Resps: BP site:

MEDICATION AND TRAMSEUSHIMS
Paracetamol or antibiotics given in last 24 hours (hospital or home)? Yes [J Mo OO 1f yes, specify drug(s) given and time of last dose

Infection control precautions required? yvesOno[d — Theatresinformed? ves 0  Nature of alert

Blood or blood products givenin last 24 hours?  None [0 Red cels O mis FFR/pcioplas O mis
Flatelet= O mils cryeO mils
Otherd
Blood products available  Typs: Winlume: sy units
Sickle cell status Unknown f +ye f -ve [/ trait
WARD CHECKS
Yes NJA Yes Last menstrual period:
O 0O implants? O  Clerked? +wed -wed wotdonsO
O O Loosetesth? O  cConsented?
O 0O Tracheostomy? O 1o bandin situ?
O 0O Toy/oomforter with child? O  site marked and documented?
O O cCommunicationaidwith child? O EP ready for use?
O O anyexisting pressure ulcers? O  allregular meds prescribed?
O O orugswithchild? O  2shests patient stickers?
O 0O aAmetpp/Emiaapplied? O  Bath/shower in last 24 hours?
Time
O 0O pre-medgiven? Details
Time
O 0O TeDstockingson?
O 0O lewellery/nail polich removed?
ward: Registered Murse Sign FRINT
Theatre: ODP / Murse / Doctor Sign PRINT

IF ANY OF THE ABOVE ARE NOT COMPLETED, THE PATIENT MUST NOT LEAVE THE WARD
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Invasive Procedure
Escalation Process

NOTE: Band 7 May need to confer
with Theatre Coordinator (7855)
1 when appropriate |

If the Matron is unavailable, i

allocated to cover

MNOTE: Where
appropriate, Datix
must be completed
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Issue unable to be
resolved by person
in charge

Confer with relevant
Band 7
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‘ Issue resolved? }—{ Yes m

Escalate to Matron

Escalate to Head of
Clinical Service

Issue resolved?

Escalate to Assistant
Chief Nurse or
Divisional Lead
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Appendix 3 — Peri-operative care plan

Mame Anaesthetic
Hospital number G reat Ormond Street m Mote: This section to be used in conjunction with anzesthatic chart
oos Hospital for Children Documentation
Please affix patient label . — — —_ —_
NHS Foundation Trust consent form checked —Yes = No O surgical site documentation checkad —ves T Mo T
Peri-o pera tive care plan mote: child will be returnad to admitting ward if consent form or surgical site documentation incomplate
Anaesthetic sign in completed — ves Z no (1
Date
Planned procedure personnal
ttant i hetic Practitioner
5T Anaesthetist 1 5T Anaesthetist 2
Alrway
LMA™ 100 1500 200 250 00 other [
Mote: Each professional making an entry in this record must complete the signature sheet below — after which, they should only T Size Type nNasal O oral O cuffed O oOther [
use initials when making an entry. NG tube vas (] Mo O] Size
Difficult intubation  Adjunct Airtrag O Glidescope — ntubating fibrescope [
Mame [PRINT) Designation Signature Initials _
Other
Monitoring
Blood pressure cuff  ves T no O rarm O Larm [J rleg O] Lleg [1
ves Ono R finger O L finger (1 & toe (] Ltoe O Rear ] Lear [
SA M P L E ves Ono D Front O Back (] other [
ves Cmo O Rradial O L radial [J & famoral [ Lfamoral [
other [
CVP monitor ves Ono O Rjugular O L jugular O] R femoral [ Lfemoral [
Size Lot Expiry
Epidural ves Ono O size Lot Expiry
caudal ves Cno O
W access ves o O 1] site Gauge
2] site Gauge
3] site Gauge
4] site Gauge
Temperature probe  ves T no O oral O Rectal [ Nasal (] skin (]
Eyes taped ves O no O Micropore [ Lacrilube (] Eye pad [ Jelonat [
Gelperm Other [,
Throat pack inserted  ves T No 0 Time inserted Documented on swab board [
warming device ves O no O
Trolley/bed checked  Yes Z No O
skin status assessed on arrival ntact (1 Mot intact [
Section complated by Initials Date Time
August 2017 Page 10712 August 2017 Pagezof 12
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Peri_operative Phase Tourniguets used ves [0 mo O
Present in theatre Tourniquet 1 Rarm [ Larm Rleg O Lleg (1
t surgeon Machine Pressure Time on Time off
ST Surgeon 1 Tourniguet 2 Rarm ] Larm Rleg O Lleg 1
5T Surgeon 2 Machine Pressure Time on Time off
Tourniguet 3 rarm ] Larm O Rleg [ Lleg (1
Actual procedure Machine Pressure Time on Time off
Padding applied ves [ me O
Tourniquet 1 ves (1 No O ny/a OJ wool Plastic []
Tourniguet 2 ves [ Mo Ol n/a O wool O Plastic (]
Tourniquet 3 ves 1 No Cnya O woal O Plastic [
Time out completed  yes T No O
skin preparation appliad by nurse (] Initials  Applied by surgson [ Details on op note Mot prepared
Transfer aids ves O noCIm/a ) pat-slide O slide sheat [ Manual lift [ alcohaolic betadine [ Antiseptic betadine Alcohalic chlorhexidine [
Other [ chlorhexidine gluconate [ chlorhexidine gluconate/isopropyl alcohol O]
Patient position supine [ Prone [ Llateral [ R lateral [] Tinted chlorhexidine gluconateisopropyl alcohol C1
Lithotomy [ Neck axtended [ other [ Incision
Mayfield pins applied ves O No O wja O
Flowtron boots used ves O ne Cwva D Urinary catheter ves [ mo O site Size
TED stockings applisd ves [ Na O nja O Type Extpiry/Lot
Patient support/padding Gamgee [ Location Mz iin balloon Insertad by
Gel roll Location
sandbags [ Location SA M P L E ves (1 no O 1] Type Size
other [] Lot Expiry
Gel mattrass (] 2] Type Size
Heal supports (] Head ring O Mayfield horseshoe [ Lot Expiry
warming aids Bair hugger [ under body over body (1 3] Type Size:
Hot line [ Radiant heater [ Blanket Lot Expiry
Diathermy mattress used ves O no O Diathermy pad used ves [ no Microbiclogy specimens  ves [ mo O Number Time sent
pre-application skin assessment  Mormal [ ory O Flaky O Cytology specimens ves [0 me O Mumber Time sent
Hairy [ If hairy, area shaved? ves O we O Histopathology specimens  Formalin ves [ o O MNumber Time sent
Diathermy setting Bipolar O Low High Frozen specimen  Yes (1 No O Murmnber Time sent
Machine sarial no monopolar Low High Frash ves [0 Ne O Mumber Time sent
Pacemaker ves O o [ Cochilear implant ves [ no [
Position of diathermy pad if used Back O Buttocks Rthigh (] Lthigh [ skin closura Abzorbable O mMon-absorbable [ Tissue glua [
other O skin clips [ other [ Na ]
Diathermy pad removed by Initials Primary dressing None [J Mepore/Cutiplast [ steri-strips [
skin assessment on removal mormal [ ory O Flaky [ Delayed chest closure mepilex Lite [ Mepilex film [
other [] cotton wool O Bandage [J wvelband O]
Trache dressing//ties [ mMefix O other [J
August 2017 Page3of12 August 2017 Page 4 of 12
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other dressings 1] Wound site
2] wound site

3] Wound site

Dressing
Dressing

Diressing

Implants used
Affix stickers below and docurment location

Medication

Mame Doza Sita

Infiltration

Topical

Other

Given by

| Time given

Deatails

1]

7

3]

4]

5

7]

g]

|Chemutherapl{ drugs checked  ves O mo O wfa O

Checked by

Initials

lx—lal(s taken ves O no O mfa 0

any other notes or comments

HSDU and procedure pack labels

Affix stickers balow

section completed by Initials

Date

Tima

August 2017

Pags S of 12

August 2017
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Theatre counts
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Handover from scrub to recovery practitioner

Procedura 1 ' N B ™
- - *  Patient’s name
Preliminary count  Swabs a Needles O Instruments O Misc a 1 » ¢ Consultant team[s‘;
Scrub 1 initials Girc 1 initials Situation - Details of procedure{s]
1" closure count  Swabs a Needles 0O instruments Misc [m] - -
: Serub 1 |nmalsH — irc 1 initials _ - — ' . Infectious alarts Y
Final count Swabs a Needles O Instruments O Misc m} 2 J - Theatre
Scrub 1 initials Circ 1 initials Back,graund . Allergies
consolidation Swabs o Needles O Instruments Misc o *  Personal belongings
L N >y
count (if req'd) scrub 1 initials circ 1 initials
erocedure 2 (. Throat pack remaved )
p— . — +  Surgical medications given
P t 5 [m] N O Inst nts O Mi [m]
rEmInary count - Swans = == fatmme - = = 3 +  Wound location(s), closure and dressings
Serub 2 initials cire 2 initials Assessment +  Tubes, drain or packs in situ
1" closure count  Swabs a Needles 0O nstruments Misc [m] . Prostheses or implants in situ
Serub 2 initials cire 2 initials \- Specimen{sj taken j
Final count Swabs [m] Needles O Instruments Misc m]
initi irc 2 initi ' ) ) ) ™
Scrub 2 initials circ 2 initials 2 *  Post-op instructions (drains, dressings, packs,
consolidation swabs o Needles — Instruments Misc = dati catheters and so on)
count (ifreq’d]  scrub 2 initials circ 2 initials SA M P L E :Z::ALZ: *  Location of post-operative/patient notes
il .
\_"Any questions or comments? y
Throat pack inserted ves O Mo I M/ D Time inserted
Throat pack removed ves O Mo O mja O Time remaved
Skin status on transfer to recovery Mo change from initial anaesthetic room assessment _J
— — . red marks O Location
INCOITect counts Items missing ves [ Mo Details
Rash [J Location
Patient x-rayed ves (] Mo []  Incident form completed  ves [ No O
Pressurearea []  Location
If ng, reasons
Comments
Packs left in situ for removal ves [0 Mo O /s O
Sign out completed ves [ No D Type Humber Location
Type Number Location
Confirmation of handover by scrub practitioner Initials
Confirmation of handover to recovery practitioner Sign
I
August 2017 Page T of 12 August 2017 Pagesof 12
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airway on arrival

self-maintained O Obstructed neading support [ Artificial O
Type Time removed

Tracheostomy size suction to

Masal prong size suction to

Breathing on arrival
spontaneous and symmetrical ves — No [
Masal flaring Yes ) No O Recession Yes (1 No [

Ereath sounds (wheeze, grunt, stridor) ves [ no O

Cough Yes [ Ne [ CPAP/IPPV required Yes [] No

Circulation

capillary refill 15ec ] 2sec [ 3+sec ]
Action taken

Vaccessinsitu  Yes[] Mol Flushedin theatre [ in recovery [

wound site clean and dry ves O] No T Drain in situ ves O Mo O

Fluid balance Mote: Refer to anaesthetic chart for intra-operative fluids

v fluids prescribed ves O No [

Running Yes . Mo [ Rate mis/hr
oral fluids given ves O Mo O vem 0 volume mis
Total fluids given in recovery violume mis
Passad urine ves [ No Clnappy O catheter in situ ves [ no [

MG/M! tube in situ ves [] Mo 0 Position checked ves — Mo ClpH

Mausea/vomiting Yes _ Mo []

Pain

mea [l pcall  Epidural OO caudal [0 Local O viocal cords sprayed [
nfusion checked and correct ves [ No O
Pain scale used FLacc O Revised FLace

Patient verbal reporting [ Parent verbal reporting 1

Analgesia required in recovery ves [ No [

additional information

Blood glucose checked Yes [ Mo [ Result

Hb checked yes ) Mo [ Rresult

®-ray taken Yes 0 Mo [

*-ray checked ves (] no [ Reviewed by

Blood gases chedked Yes [ No O If yes, record on anaesthetic chart

0, required for discharge to ward ves [ no [

Comments

Affin sticker hare:

Patient Name:
Hospital Mo
Date of birth:

Tima

210

190
180

170

SAMPL

August 2017

Rirnary Soore

GO, mading

Pain Score 0-10

Sedation Score

OF Mol

August 2017

Great Ormond 5Street m
Hospital for Children
NHS Foundation Trust
GOSH Recovery Postoperative Observations
To be completed by Recovery Practitioner
Temp “C
o
@80
aro
e 3.
20
.3
&0
Mo
0
x0
=20
: S :
: il i Page 10 of 12
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£amily centred care comments Ward handover aide memoire
Time parents called
Care given by parents  Cuddling [ Werbal reassurance Feeding [ 4 Y
other O 1 * Name
. . = Allergles
SItI.JEIIIIOH + Operation
Discharge criteria Ccomments (patient) + Consultant team
Patient has spontaneous, regular respiration and a safe airway ves [ Mo [ | CEWS= A J
The Sp0y, is within normal patient limits and oxygen has been prescribed ves O mo O
as necessary ) EEE——
The CEWS is 3 or below ves O e O * Relevant medical history (if patient not known to
2 nurse}
MerveCentre complete ves (1 no [ « Pre-op state
Heart rate and blood pressure are stable and within pre-oparative limits ves Mo O Bad(g round * Pre-med
. R . * Infection status/CP/PIMS alert
Patient's central temperature is within normal limits and they are warm
. yes O no O —
peripherally
Patient is awake or easily rousable ves (o O -
Patient is comfortable with any pain adequately controlled ves (I mno O 3 Drugs
Mausea/vomiting is absant or adequately controlled ves (o O Fluids
i Assessment IV access— bandaged and flushed
wound is dry or exudates normal ves O no [ (intra-op) Throat spray/NEM
catheter and/or drains are patent and drainage is within anticipated limits ves [ no [ \_ Unexpected everts during surgery
Post-operative hydration therapy has been prescribed if required ves O no O
Electronic prescribing has been checked and all medications prescribed ves (o O ,—\
If appropriate, patient is free from neurovascular compromise ves O no O 4
. L X . OneD SA M P L E = CEWS and observations (GCS, neurovascularetc.]
If approprizte, patient is neurologically stable or has been reviewad ves [1 Mo cessment - Paost-op state
Dol:um_em_atiun is_curnplete, including operation note and any post- ves Ol no O | T ecover‘,r]l * Operation site
operative instructions l
skin status Mo change from initizl anassthetic room assessment Comments ~
- . ical post-op i i
red marks _ Location surgical post-op instructions
5 + Anassthetlc post-op instructions
Rash 1 Location + = IV fluids/NEM
Recommendation - Drugs/Ep
Pressure area [ Location 5 . )
(post-op) * Review/follow up plan if applicable
Comments J + Discharge eriteria achieved — Yes/Ne
rote: ward should only be callad when all above criteria met unless previously agreed
Confirmation of discharge frem recovery Initials
confirmation of ward handover Sign
Designation
August 2017 Page 110712 August 2017
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Appendix 4 — Prosthesis Flow Chart

Procedure
enquiry:

Confirm date of
actual surgery
with Consultant

Through admission list, the surgeon and

surgeon needs to specify s?gufllcatlons
instruments needed for the 26232(?”'[
procedure.
OR Team
Leader fills in
Availability the new product
form online and
follows
Procurement
Department
Protocol
. To loan if
In Stergigé)om or Bespoke set is not
Implants available
Procurement emails
user back and OR
Team Leader can
then do an order of
loan sets/implants.
OR Team leader also
liaise with company
any support needed
on op day.
6. Careful
. handling of
lt.hce:h:)::pl?rr;g implants
during
hdatlf.’ procedure, 7.Docume
¢ eﬁ N9 4.1 th t Maintaining ntation of
the 3. Team - e se sterility of the implant on
packaging. brief on the Is on loan or implants EPR;
cIan}Ciiztci? day of 32%2:%;6 Compatibility Care’ plan;
loan the tray iétzrteh%ag;g dissucrl?:sri);;g patient to 5. Site ic:;gl]:nts i.e [J%%?er
should be in before th Y and sleep until mérkin stainless étéel im Ia{nts
container. elore the firmi the set has 9 b pk_
Checking surgery _conl irming been shogld _nr?t be o? »
contt:ii ers J?ep;nnésatr?y ggicr:\ke%d and ;JitS:niuvr\::t P:glig[:
filter, orange ISSUes. sterilely. gi]r?gl;?:tjée gﬁgﬁts for
seeél tag, implants (neuro)
deannts Z% should be
the seal 9 single use
: and not re-
sterilised
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Appendix 5 — Surgical Safety Checklist 1

Great Ormond Street m
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SAMPLE
Great Ormond Street m

Surgical safety checklist  rospital for children

Team

Led by the surgeon,
brief nurse or anaesthetist

Before starting the list

1. Introductions.
2. Review each case the list
« Concerns
« Anticipated blood loss
*  Where is the blood?

* Any special equipment, or
one off sets?

+ Imaging?

» Surgical Site Infection
Bundle

* Antibiotics?
+  Warming?
* Infection Status?
* Thrombo-prophylaxis?
* Pregnancy testing?
+ Can we give a drink?
* Throat pack?

« Consent for Research
Study if applicable?

3. Who is scrubbing/operating?
4. Any staffing/time issues?

5. Any outside issues?

6. Confirm list order

7. Who will be sending?

NHS Foundation Trust

Led by the anaesthetist

Before induction
of anaesthesia

Identity of child against ID
Band, list & consent

2. Surgical site marking
3. Ward pre-operative checklist
. Anaesthetic machine & CGO

switch checked

. Allergy status

Paracetamol/Antibiotics
given?

PEG/NG aspirated?
Procedure specific checks
» Stop before you Block!

*  One-off surgical set
checked?

* |f Blood is needed, is it
available?
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Appendix 6 — Surgical Safety Checklist 2

Surgical safety checklist

Led by a member
of the theatre team.
Before start of surgery.

1. Introduce any new team members

2. Surgeon, Anaesthetist and Scrub
Practitioner verbally confirm:

» Child’s identity
» Procedure, site, and position
» Imaging
3. Ensure anaesthetist confirms:
+ ASA
« Allergies
+ Antibiotics
* Local anaesthetic dose
* Any new concerns since induction
4. Ensure Scrub team confirms:
» All relevant equipment available
+ TEDs and FLOWTRONSs applied
» Warming
» Pressure areas checked
5. Procedure-specific checks
6. Infection Status

Led by the circulating
nurse. Before any team
member leaves the OR.

. What have we done?

. Have we checked against the

consent?

. Are all counts complete?

(instrument, swab, throat pack,
sharps, guide wires)

. Are specimens labelled and

how are we sending them?

. Have there been any

equipment problems?

. What are the post-operative plans?
. Procedure specific checks?

. Infection Alerts/Status?

Great Ormond Street m
Hospital for Children

HS Foundation Trust

SAMPLE

Great Ormond Street m
Hospital for Children

NHS Foundation Trust

Team Led by the surgeon,

H nurse or anaesthetist.
deb rlef At the end of the list.

Review the printed list:

1. How well was the Surgical Safety
Checklist done today?

2. What worked well today? If
relevant complete a praise form.

3. Were there any staffing, equipment
or prosthesis issues?

4. What could improve for next time?
5. Were there any avoidable delays?

6. Did any incidents occur which
require a Datix? If yes who will
complete the Datix form?
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Appendix 7 — LocSSIP Process

Individual Patient Pathway List Pathway (example with 4 patients)

Every 6 is an area of particular vulnerability — the team must follow LocS5IPs to ensure patient safety

Every @ should be documented LocSSIPs compliance must be audited
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Appendix 8 — LocSSIP template — Guidance for completion
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SAMPLE

LocSSIP Template — Guidance for completion

Local Safety Standards for Invasive procedures

LocS5IPS are locally adapted safety standards for invasive procedures are based on the national standards
including specialty specific procedures or group of procedures. These standards follow the patient through the
procedural pathway, from referral, the initial decision to treat through, procedure and then to discharge.

What is considered an invasive procedure ? An invasive procedure is any procedure being performed where o hole
is made or a body cavity is entered for diagnostic purposes or biopsy. If the answer is unclear, ask the question:
Does the procedure have the potential to lead to a Never Event? If the answer to this is yes, this would bring the
procedure under the remit of o LocSSIP.

How to write a LocSS5IP? The minimum requirements for developing a LocSSIP are listed under the main headings
at the side of the template. Some steps will not be necessary, some can be combined and other details may need
adapting to fit the local circumstances. Local processes need to be taken in account if they do not include every

step.

What should be don

Standards for invasive Procedures policy and the national guidelines. Some 50Ps may need modification to make
them LocSSIP compatible. Others may need to be fully developed to become compliant.

Additional information:
¢ All writing that is in italics should be used as guidance and be removed in the final document.
s Appendices may be used to attach additional information.

e to get started? Review current S0Ps to make sure they are compliant with the Trust Safety

Definition of
Invasive Procedures

All surgical and interventional procedures performed in operating theatres, outpatient
treatment areas, and other procedural areas within the organisation.

LocSSIP Template

Procedure Name or
Group of
Procedures:

Spedialty specific
details

Organisational steps

Governance and *  What
Audit *  When
* How often
* Attoch proposed audit tool
* Escalation plan for issues
Education and * [nduction
Training * Human Factors, Team work, CRM
® Frequent, Routine
Team and * Special requirements outside of the wsual induction and competencies for the area
environment
induction

requirements

Documentation

®  Aides memuoire: check list localized modification should be reflected here
Clarify where the information regarding the procedure and the participants will be
documented. For example: PIMS, Perioperative care plan, (Students, visitors?)

Scheduling and List

* [ldentification of equipment, prosthesis/implant, environment, services
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management
considerations

Planning of list
Scheduling

Order

Length of Time
Unplanned procedures

Workforce

Clearly identify the workforce necessary (minimum number and staff skill mix) needed
to deliver care. Note procedures which take place out of working hours. Supervision
for students, trainees and visitors.

Sequential steps

Site marking and
consent

By whom?
Where completed?
Describe information to be used to confirm side and site of procedure.

Team brief (safety
brief) and list
planning

Where does the brief occur?

Who should attend?

Who leads the brief?

When should it occur/beginning of each session, Procedure?

Introduction of the team.

Staffing issues/ availability.

Order of the list, alterations, reprint list.

Patients diagnosis /planned procedures, equipment, implants/prosthesis,
instrumentation.

Anticipated blood loss and locotion of blood products if required.

Reguirement for antibiotics, warming devices, venous thromboembaolism prophylaxis.
Infectious Alerts ?

Confirmation of the person who will be Nurse in charge and who is sending for the
patients.

Sign In

Where does this occur?

Who attends?

Who leads?

Verify correct patient, site, procedure with consent, list and patient/family/nurse.
Who documents?

Ward preoperative checklist reviewed.

Allergy status, Infectious Alerts

Last administration of antibiotics or paracetamol.

PEG/NG aspirated if present.

Procedure specific checks.

Time out

When does this ocour?

Where is it held?

Who attends?

Who leads?

Who documents?

Verification of patient, procedure, site, side, prior to skin incision.
Ward preoperative checklist reviewed.

Allergy status, Infectious Alerts

ASBA

Confirmation of sterility of instruments and equipment.
Confirmation of the availability of the implant if needed.

Any eguipment IS5Ues or CONCErns.

Requirement for antibiotics, warming devices, venous thromboembolism prophylaxis.

Sign out

Confirmation of the procedure performed.
Confirmation of the site and side of the procedure.
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¢ Confirmation that all procedures on the consent form have been performed.

¢ Confirmation that instrument, sharps and swab counts are complete and correct.

¢ Confirmation that any specimens haove been labelled correctly and include the patient’s
name, site and side where applicable

* The operator ond anaesthetist should discuss any post-procedure patient plans and
CONCErns.

e Discuss gny issues/concerns such as with equipment, instruments, blood stc, Infectious
Alerts

Debrief

Where does this occur?

Who attends?

Who leads?

Discuss issues/concerns.

Discuss quality of communicotion (briefs, sign in, time out, sign out).
Document —debrief.

Discuss how and who to escalate issues identified.

Prosthesis
verification

Steps for communication
Steps for attaining (as with nonstock)
Steps for verification {consent, list. sterility, availability)

Prevention of
retained foreign
objects

Who and when should verify correct counts ?

Documentation of the process and who is involved.

Escalation process for discrepancies.

Process to be followed and documentation for intentionally retained items

Handover

Where does this occur?
Who attends?

Who leads?

Discuss issues/concerns
Identification of the patient

Past medical history

¢ Allergies

¢ Special precoutions

¢ [ntracperative events,

¢ Medications

¢ [lines in place and fluids attoched

¢ Post-operative plan

e [nfectious Alert

Document Approval

Date: s

Head of Clinical Service

Matron

Assistant Chief Nurse.......uuw.
Safety Standards for Invasive Procedures Group
Review Date: .....
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Appendix 9 — LocSSIP blank template

SAMPLE

(Procedure Name)

Procedure Name or
Group of Procedures:

Specialty specific details

Governance and Audit

Education and Training

Scheduling and List
management
considerations

Documentation

Workforce

Site marking and consent

Team brief (safety brief)
and list planning

Sign In

Time out

Sign out

Handover

Prosthesis verification

Prevention of retained
foreign objects

Debrief

Document Approval

Head of CliNICal SEIVICE .oovviiieeeeeeeeee e .

Safety Standards for Invasive Procedures Lead.........cccecveevevevececeee et

NV (=N D L L (= H S
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Appendix 10 — Equality Impact Assessment

Title of Document:
Completed By:

Date Completed:

Summary of Stakeholder
Feedback:

Great Ormond Street m
Hospital for Children

NHS Foundal

Safety Standards for Invasive Procedures

Kathryn Fawkes

2018

Feedback received from a range of internal stakeholders with no

specific issues raised.

Potential Equality Impacts and Issues Identified

Protected Group

Potential Issues Identified

Actions to Mitigate / Opportunities to
Promote

Age

This policy is relevant to all
patients of all ages.

Age and cognitive abilities should be
considered in all aspects of the patient
pathway.

Disability (Including
Learning Disability)

Potential issue when obtaining
consent from a patient with a
learning disability.

Disabilities will be considered on an
individual basis and policies will be
followed. In the case of obtaining
procedural consent the Consent Policy
will be followed.

Gender Re-Assignment

None

NA

Marriage or Civil
Partnership

Potential issue with Parental
Responsibility

See Consent Policy

Pregnancy and Maternity

Pregnancy testing is to be
performed on all females of child
bearing age prior to an invasive
procedure. Issues arise when the
testing is not performed or there
is a positive result.

Follow the pregnancy testing policy for
patients having an invasive procedure.

Race

Potential issues with individuals
who do not speak English.

Use available interpreters, interpreter
services and translations to enable clear
communication.

Religion or Belief

Potential issues related to religion
or belief.

See Consent Policy

Sex

None

NA

Sexual Orientation

None

NA
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