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Figure 3 Patient's journey through the operating theatre (OT)

Scanning the patient’s bar code on the wrist tag is a
routine procedure in a patient’s journey through OT,
as shown in figure 3. The patient’s whereabouts in the
OT are displayed on a dashboard at various points in the
OT and the OTMS on the electronic medical records so
the hospital personnel can track the patient’s movement
in OT. At step 5, when the patient is transferred to the
operating table fully awake before anaesthesia, scanning
the patient’s bar code will show the patient’s details for
display, as shown on figure 4.

At the end of the surgery, the patient is not scanned out
of OT. When the patient is transferred out of the OT to
the recovery room, he/she will be scanned in the recovery
room (figure 3), so an account s created in the OTMS and
this is the only way in which nurses can enter the patient’s
parameters into the system and this record cannot be acti-
vated any other way. Once the patientisin the recovery area
and his/her location is confirmed, the display board in the
OT goes blank. When the patient is ready to be discharged
from the OT to step-down care area, the recovery room
is required to print out a discharge summary and close
the whole journey across the OT. In the event that a new
patient arrives in the OT before the previous patient is
scanned in the recovery area, the new patient’s details will
appear on the electronic display board.

In the event that the patient’s wrist tag was not scanned
when he/she was transferred onto the operating table
and details are not shown on the display board, time out
will be stopped until the patient is verified and scanned
before time out can recommence and surgery can start.

DISCUSSION

The aim of this project was to improve patientsafety during
their journey through the OT, ensuring that patients are
identified correctly, and to reduce risk of WSS. The use of
patient’s ward and bed number as identifiers is discour-
aged since patients’ wards and beds change as care needs
change. Misidentification of patients is identified as a
root cause of many errors, and the Joint Commission
listed correct patient identification in 2003 as its first
international patient safety goal and is a requirement for
accreditation. There are currently various methods used
in healthcare to assist with correct patient identification.
The classic is the wrist tag that patients wear, which has
the disadvantages of being dislodged, lost, wrong patient’s
details on the tags, wrist tags with missing or illegible infor-
mation, and presence of more than one wristbands with
conflicting information.' ® Other technologies that have
been tried in healthcare include radiofrequency tagging,
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Figure 4 Automated display of patient's identifiers

which is expensive, and personal biometrics like thumb-
print, which is unique to each individual. Bar-coding
is currently the best technology; it is cheap and readily
available for labelling drugs and specimens.” For the
study environment, the patients wear a wrist tag with their
individual name and IC number printed with a bar code.
Some of the patients also wear a radio tagging device
allowing healthcare workers to track their whereabouts
in the hospital compound during their stay. Scanning the
bar codes is also used for other purposes. During medica-
tion rounds to reduce medication errors, phlebotomists
scan bar codes on patients' wrist tags to ensure specimen
collected and request matches and OT scans bar codes
to locate the patients circulating through the OT. Scan-
ning the bar codes leads to the hospital’s medical records
system. Using bar codes eliminates possible errors asso-
ciated with misidentification, especially when we have
uncommunicative patients or patients who have cognitive
impairment who are unaccompanied and unable to tell
us their name or IC numbers.

The risk of human errors, poor communication and
lack of teamwork is present in all healthcare settings.
Misidentification of patients and WSS occur due to lapses
in human performance, and to reduce errors improving
the system where healthcare workers do their work is
more reliable than perfecting human performance.'
In this project, verification of patients’ identifiers occurs
when the patient is seen, when the surgery is scheduled,
on admission to the ward, prior to any procedures that
include phlebotomy, during patient transfer to another
caregiver, at the induction room prior to site marking
and prior to sedation, and at time out before the surgery.
Some of these checks involve scanning the bar codes
on their wrist tags and verbal verification. The patients
are also asked to verify the surgical procedures and site
against the consent form which they are scheduled for.

For patients who are uncommunicative or unconscious,
verification of identifiers and surgery with a next of kin
checking against the patient’s wrist tag and consent form
is required.

Preoperative verification using checklists allows discrep-
ancies to surface. Reviewing the medical records and
verification with the patients are useful steps to resolve
these discrepancies.'’ Adoption of the Universal Protocol
adheres to the three elements: patient identification,
site mark and time out. The Universal Protocol must be
strictly adhered to, and any team members must speak
up if they feel patient safety is compromised.'* Time out
serves as the final verification before the procedure and is
an important step that allows the team of surgeons, nurses
and anaesthetist to have a quick briefing, and has been
shown to prevent WSS, with improvements in the commu-
nication on the correct site and correct operation.'”

Critical results from the laboratory and the radiology
departments are often called through to the OTs as these
results may influence the extent of surgery. Individual
hospitals have their set criteria to define critical results.
Miscommunications of critical results may result in
delayed treatment and result in serious harm. The Joint
Commission requires that the hospital has a guideline on
reporting and receipt of critical results, to whom and by
whom critical results are reported, and that compliance is
monitored. The receiver should routinely do a ‘read back’
to ensure that the results communicated are accurately
received. In the OT and emergency situations, read back is
often not possible. The information communicated must
be documented.'* In the OT setting, time is critical. The
results called through may affect the extent of surgery,
or interventions for abnormal results can be instituted as
early as possible. In the OT, where the patient’s identifiers
are not clearly displayed, it is possible to miscommuni-
cate the wrong patient’s results, especially if patients’
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names sound similar and the staff receiving the abnormal
results has to recall patients’ identifiers from memory
for verification. In healthcare setting, relying on human
memory is prone to errors, especially if there is inexpe-
rienced staff, pressure for time, inadequate checking
and inadequate information. At an individual level, the
human memory has a finite capacity that can be further
affected by fatigue, sleep deprivation, stress, hunger and
illness. In addition, language barriers may be another
factor for miscommunication.'” In the study setting, the
critical results are reported to the OT staff, and the date
and time of communication are documented for future
verification. The staff may be asked to do a read back and
the instruction is to check the electronic medical record
system to view the actual report, since documentation
and read back are often not feasible.

CONCLUSION

Healthcare facilities are a high-risk environment for
our patients. Human errors can cause serious threat to
patient safety particularly in highly stressful environment
like the OTs. Improving the system creates an extra layer
of protection against human errors; for example, identi-
fying the right patient for the right surgery reduces the
risk of WSS.
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