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Document Objectives: 

 

To ensure that staff know and understand when and where the 

Safer Procedure Checklist and Correct Site Surgery Marking SOP 

is used as part of LTHT safety culture. 

Group/Persons 

Consulted: 

T & A CSU Governance forum, Theatre board, CD forum, EMG 

 

Monitoring 

Arrangements and 

Indicators: 

Regular audits of compliance of the Safer Procedure Checklist and 

Correct Site Surgery Marking  SOP will take place and be monitored 

through the T & A CSU governance meeting and (Trust annual audit 

programme)  

Training Implications: 

 

All new starters that take part in the defined invasive Procedures will 

receive induction into the safer procedure checklist and Correct Site 

Surgery Marking SOP.  

An e learning tool will be undertaken by all involved in the use of the 

Safer Procedure Checklist and Correct Site Surgery Marking.   Training 

records will be the responsibility of the individual CSU. 

 

Equality Impact 

Assessment: 

Appendix 1 

Resource implications: None identified 

Intended Recipients: All staff involved in interventional or surgical procedures 
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1. Introduction 

As an organisation Leeds teaching Hospitals NHS Trust (LTHT) has implemented the World Health 

Organisation’s Surgical Safety Checklist (SSC) as a mechanism to reduce patient adverse events and improve 

patient safety in the perioperative and interventional setting. This document outlines the Trust’s Policy and 

Procedures to ensure compliance with these checks and recognises not only surgical procedures but also 

interventional procedures. The LTHT version is therefore known as the Safer Procedure Checklist to 

incorporate all areas of surgery or interventional procedures.  

Delivering patient care through logical, timed and co-ordinated safety standards provides a quality framework 

within the perioperative and interventional environments for patients undergoing surgical, anaesthetic and 

interventional procedures. The standards for teams to adopt are crucial in promoting patient safety and work 

towards eliminating the opportunity for a never event to occur. 

Harm free compassionate care in the operating theatre/interventional department is a fundamental element of 

the Leeds Teaching Hospitals NHS Trust vision. All healthcare staff involved in clinical practice in any patients’ 

journey has a common goal which is to prevent harm and deliver safe patient care to the highest standards. 

A procedure performed on the incorrect patient or incorrect anatomical site is rare; however, should it occur 

this can have a devastating outcome to both a patient and staff. 

The 5 steps to patient safety and the use of the safer procedure checklist promotes, through a range of simple 

systematic steps at critical safety points in the patients perioperative journey, that care is consistent, and safe 

for all patients . 

The standards within this document are therefore designed to reduce errors, and through the use of the World 

Health Organisation (W.H.O.) Safer Procedure Checklist ensure the following: 

• Effective team communication, 

• Standards for verification of the correct patient 

• Verification of the correct operation is consented for 

• Correct site surgery. 

The Safer Procedure Checklist will not work in isolation, it must be underpinned by standards and training and 

it requires full engagement from all disciplines within the Multi-Disciplinary Team (MDT). 

Audit, Benchmarking, feedback and an open learning culture are crucial elements to successful and effective 

teams. Operating theatres/interventional departments at LTHT through undertaking qualitative and quantitative 

audits will provide a mechanism to measure, benchmark, learn and improve from. 

2. Purpose of this Policy/Procedure 

The purpose of the document is to ensure all staff understand the procedure to follow with respect to the use 

of the LTHT Safer Procedure Checklist and the Correct Surgical Site marking process.  
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3. Scope 

The information contained within this document applies to all staff, regardless of grade or profession, working 

at LTHT who are involved in a patient surgical or interventional care pathway where use of the LTHT Safer 

Procedure Checklist is required. 

This document is intended to be used for: 

• All Surgical and interventional procedures performed in operating theatres, outpatient treatment 

areas, labour ward delivery rooms, and other procedural areas within our organisation. 

• Surgical repair of episiotomy or genital tract trauma associated with vaginal delivery. 

• Invasive cardiological procedures such as cardiac catheterisation, angioplasty and stent insertion.  

• Endoscopic procedures such as gastroscopy and colonoscopy.  

• Interventional radiological procedures.   

• Thoracic interventions such as bronchoscopy and the insertion of chest drains.  

• Biopsies and other invasive tissue sampling. 

 

Examples of departments that will use the SSC and correct surgical site marking process are operating 

theatres, cardiac catheter labs, imaging suites, endoscopy and maternity. (Dermatology has their own version 

of the SOP and checklist). LTHT accepts that all invasive procedures may not be always labelled as surgical 

procedures; therefore the use of the term Safer Procedure Checklist has been adopted to be all inclusive. 

This list is not exhaustive as other areas performing invasive procedures may wish or be required to adopt the 

same LTHT safety checks. 

 

4. Definitions / Glossary 
 

WHO - World Health Organisation. 

Surgeon/Operator – Operating clinician performing the surgical/interventional procedure, regardless of 

designation. 

Peri-operative environment – Theatre suite or departmental area/room where the surgical /interventional 

procedure is performed. 

Time out - The whole team pause and participate in the ‘Time Out’ i.e. “Patient Pause” which must be 

conducted immediately before skin preparation of the patient. 

Critical step - A specific stage in the procedure where the full attention of all of the team is required prior to an 

important stage in the procedure eg insertion of prosthesis or giving of a specific drug 

 

5. Ownership and Responsibilities 
 
5.1 Role of The Senior Operating Surgeon/Clinician 

 
The senior operating surgeon/clinician retains overall accountability to ensure that the LTHT Safer Procedure 

checklist and the Correct Surgical Site marking process are completed robustly for their patients. 
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5.2 Role of the Clinical Directors & Heads of Nursing 
 

Assume overall responsibility for compliance with this document within their areas. 

 

Senior Managers have instigated and agreed a structure that ensures all staff have been informed, educated 

and trained appropriately in the utilisation of the LTHT Safer Procedure Checklist and the Correct Surgical Site 

marking process in any environment where surgical or interventional procedures are taking place, and that 

they remain competent to do so. 

 

To monitor and record the dissemination, training, competence and compliance of the procedures set out in 

the LTHT Safer Procedure Checklist and the Correct Surgical Site marking process, for all clinicians. 

5.3 Role of the Matron and Lead clinical operator 
 
 Assumes day-to-day responsibility for the implementation of this document. 

 

 Ensures the health and safety and risk management standards are met, and maintained during the use 
and safe application of the LTHT Safer Procedure checklist and the Correct Surgical Site marking 
process. 

 

 Ensures all staff who take part in the safe application of the LTHT Safer Procedure Checklist and the 
Correct Surgical Site marking process are trained appropriately, and the training is recorded. 

 

 Has read the most current version of the LTHT Safer Procedure Policy and the Correct Surgical Site 
marking process available on the Trust intranet. 

 

 Has received training in the application of the 5 Steps to Safer Surgery and the Correct Surgical Site 
marking process. 

 
 
5.4   Role of Individual Staff 

 
The Trust expects all staff, including temporary staff working within the Trust or those working in the Trust from 

other organisations, to adhere to the following principles before assisting with or undertaking tasks related to 

the application of the LTHT Safer Procedure Checklist and the Correct Surgical Site marking process in 

environments where invasive/interventional procedures are taking place: 

 To work within their sphere of competence. 
 

 To identify their training requirements with their line manager/supervisor. 
 

 To remain vigilant for discrepancies in practice and be able to challenge appropriately and/or report as 
necessary. 
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 To be aware of the Trust procedures for reporting an incident or near miss event. 
 

 Undertake appropriate priority training e learning with regard to the use of the LTHT Safer Procedure 
Checklist and the Correct Surgical Site Marking process. 

 

 If deemed ‘non-compliant’, work with their mentor on planned activities designed to support the staff 
member. 
 

6. Standard operating procedure 
 
6.1 Legal and Professional Obligations 

 
The operating surgeon/clinician retains overall accountability to ensure that the LTHT Safer Procedure 

Checklist and the Correct Surgical Site Marking process are completed robustly.  

 

Registered Practitioners: Nurses, Midwives, Allied Health Professionals and Operating Department 

Practitioners (ODPs), have a professional obligation to provide a ‘duty of care’ to their patients NMC, (2015), 

HCPC, (2016). 

 

Registered Practitioners will maintain overall responsibility for completion of all stages of the LTHT Safer 

Procedure Checklist and the Correct Surgical Site marking process but may choose to delegate any part of the 

tasks related to its application to non-registered staff. The registered practitioner retains professional 

accountability for the appropriateness of the delegation of that task. 

 

 
6.2 The Correct Surgical Site Marking process 
 
Surgical Site marking is mandatory for all procedures where it is possible to do so. 

Correct Site Surgery Safety Standards in this document include the following: 

• With whom 

• How to mark 

• Who marks 

• Where to draw the mark 

• The time and place when marking occurs 

 

The Correct Surgical Site Marking Process 

With Whom 



9 
 

Author J K Ingram /July 2021 
 

 The process of marking the operation site must be done prior to and as near as possible to when a 

patient will attend theatre. 

 The marking of the site must be through verification with the patient, the family or carers along with the 

patient notes, consent, imagery, specific site related tests and investigations where applicable. 

 Verification should, wherever possible, always occur prior to any premedication/sedation being 

administered. 

 The correct site surgery form must be completed by the operating surgeon and this must be checked 

and signed by the ward nurse and by the receiving registered member of staff in the anaesthetic room 

to ensure all of the information about operation and site correlate.  

Who Marks 

 Wherever possible the marking should be undertaken by the operating surgeon, a deputy can be 

nominated, (see below). 

 The person who has verified the site and marked it on the patient prior to theatre must be present in 

the theatre at ‘time out’ when the site is verified. 

How to Mark 

 An indelible marker pen must always be used, the ink of which is not easily removed by alcoholic 

solutions 

 An arrow is drawn to identify the operation site. It must be an arrow that extends to the incision site and 

remains visible after the skin preparation and application of theatre drapes. 

 For procedures where the patients position may be changed during surgery, the patient must be 

marked in a manner in which the mark will be visible at all times. 

 If the patient’s position is changed during the procedure the surgical site should be verified by the team 

through the surgical mark checks being undertaken and confirmed again. 

Where to Mark 

The non-operative side must never be marked in any circumstances. 

 Surgical operations which involve a side (Laterality) must be marked at, or very close to where the 

incision will be. 

 Arrows used to mark a digit/s on a hand or foot must extend to the base of the correct specific digit. 

 Ganglions, nodes lumps and bumps, should be palpated prior to theatre transfer and marked with an 

intermittent circle identifying the lump as well as the arrow to denote the side. 

 If the marking of a lump or ganglion has been undertaken by the surgeon’s nominated deputy on the 

ward, then further palpation must be undertaken by the operating surgeon prior to administration of 

anaesthetic. This is to confirm the lumps location, the lump or bump must then be additionally marked 

for whereabouts. 

 Marking of a stoma site should only be marked by a professional experienced in siting stomas; an 

indication of the planned stoma site must be maintained throughout the procedure. 

 Where imaging is used during the marking process, members of the clinical team must confirm 

that the images are properly labelled and are for the correct patient 
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Time and Place 

 Procedural sites must be marked shortly before the procedure; therefore marking a surgical site on the 

admission/ inpatient ward as close as possible and prior to the patient being transferred to theatre is 

the most appropriate time and place. 

Tooth Notation 

 As teeth are unable to be marked effectively, tooth identification is standardised and only the Palmer 

notation can be used by operating clinicians’ at LTHT. 

 This must be clearly documented on the consent form, checklist and written at time out on the theatre 

whiteboard for verification by the team. 

 To minimise the risk of a surgical site error, the correct procedure must be verified by full review to 

ensure consistency of the clinical record, diagnosis, treatment plan, investigation results, written 

consent, intraoral surgical site check and confirmation by the patient. 

Exemptions to Surgical Site Marking 

 In a life threatening situation, a patient’s surgery should not be delayed due to lack of preoperative 

marking, i.e. only in an extreme rare situation if there was the threat to life or limb can a mark not be 

drawn. 

 In this instance the team must perform a verbal safety check with the operating surgeon and cross 

reference to consent and notes before proceeding. 

Cases of bilateral simultaneous surgery, i.e. tonsillectomy, are not required to be marked. 

What if the patient refuses marking? 

The patient always has the right to refuse. This situation should be handled the same way as for any other 

refusal by a patient offered care, treatment or services. The organisations responsibility is to provide the 

patient with information to understand why site marking is appropriate and desirable, and the implications of 

refusing the site marking. Then the patient can make an informed decision. The SOP does not require that the 

procedure be cancelled because the patient refuses site marking.  

The operating surgeon/clinician must document this situation and communicate this to all staff involved in the 

care of the patient prior to and during the procedure.  

Special cases 

Laparoscopy/minimally invasive surgical procedures 

For the intended treatment of a lateralised internal organ, whether via a percutaneous approach or a natural 

orifice, the mark must be made at or near the port insertion site with an arrow indicating the side to be 

reached. 

Spinal surgery 
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For spinal procedures, patients require marking before induction of anaesthesia if they are to have operations 

where there is a specific side to the procedure (e.g. Cervical foraminotomies, or Lumbar discectomies).  The 

marking will denote which side the operation is required and the approximate level of the procedure. This will 

be confirmed by radiological screening following induction of anaesthesia and positioning of the patient on the 

operating table. 

 For spinal procedures without a specific side, (for example spinal decompressions or fixations), then no pre-

operative marking is required. However, a level check will be performed following induction of anaesthesia and 

positioning of the patient on the operating table.  

  

Fingers or toes 

All fingers/toes requiring surgery must be marked individually with specification of the digit(s) requiring surgery. 

Paediatric laser therapy 

For patients attending for skin laser treatment, due to the significant distress caused to the patients from 

persisting ink following treatment (the skin cannot be rubbed to sufficiently remove the standard surgical 

markers due to fragility resulting from the treatment), this specific group of patients may be marked with a 

washable water-based marker. 

 

Exemptions 

Trauma 

Where the operative site is a traumatic site (obvious surgical site) exemption from marking applies. 

ENT surgery 

Tonsillectomy, adenoidectomy and laryngectomy are cases in which marking is technically impossible, 

therefore exemption from marking applies. 

Ovaries 

If the operation involves both ovaries, exemption from marking applies. 

Thyroid 

If the operation involves the whole organ, exemption from marking applies. 

If any team member is at any time concerned that the incorrect side/site is being prepared for 

surgery or invasive procedure, or feels uncomfortable or too inexperienced to undertake the 

verification task, they should immediately voice their concerns to a senior member of staff.  
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Raising concerns by health care practitioners is encouraged, even if these concerns prove to 

be unfounded. 

6.3 The WHO Safer Procedure  
 
6.4 Team Brief 

 
Prior to the commencement of any procedure/operating list, a briefing must be performed before elective 

procedures and all emergency or unscheduled procedures. The briefing for emergency procedures may have 

to be conducted on a case by case basis. 

The briefing must take place in a discreet location in which patient confidentiality can be maintained. In theatre 

the practitioner in charge for each theatre takes responsibility for identifying who should complete the 5 steps 

for the session.  

As many members of the procedural/surgical team as possible should attend the briefing, to include the 

operator and If appropriate, the anaesthetist who have seen and consented the patient(s) shortly before the 

procedural session. These should include when relevant, but are not limited to:  

• The senior operator and trainee(s)/assistant(s).  

• The senior anaesthetist and trainee(s).  

• The anaesthetic assistant.  

• Scrub and circulating practitioners or other procedural assistants.  

• Any other healthcare professional involved in the procedure, e.g. radiographer or perfusionist, when this is 

practicable.  

• The clinical manager of the procedural area if appropriate. 

 

The safety briefing should consider each patient on the procedural list in order from an operator, anaesthetic 

and practitioner perspective. A process must be in place to update the procedural team with the relevant 

information in the case of staggered admissions. 

 

The members of the procedural team must introduce themselves by name and role and be named on the team 

brief document, the list being made easily visible.  Any changes to the team members during the day should 

also be recorded in the team brief record sheet.  An example of the generic team brief can be found in 

Appendix 3.   

Any member of the team that is not present at the initial team brief should be re briefed on arrival and 

this should be documented on the team brief record.   

For each patient the discussion should include when relevant, but not limited to: 

 

 Has the practitioner in charge been identified for the session? 

 Is the list as published - Patient details, surgical/ Invasive procedure and site, patient order on the list?  

 Is the anaesthetic equipment check complete? 

 Any equipment issues for any of the patient procedures on the operating list? 
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 Availability of prosthesis? 

 Need for antibiotic prophylaxis? 

 Likely need for blood products? 

 Any specific or critical steps about any of the patients that we all need to know about, e.g allergies, IPC 
issues, throat pack required. 

 Patient positioning and patient re-positioning 

 Repositioning of patients in legs up position greater than 4 hours 

 Are there any other specific personnel required to attend the list today, e.g radiographer, another 
surgeon and who will re-brief them? 

 Anything expected during the day which will affect the list, e.g change of staff? 

 Have the changes to the list order been finalised? 

 Have the appropriate patients been offered a drink of water? 

 Are there any issues or concerns from team members? 

 What is the plan for the post-operative destination for each patient - Critical care/ IP ward bed/ day 
case bed? 

 

Each team member should be encouraged to ask questions, seek clarification or raise concerns about 

any aspect of care for the planned procedure.  These must be discussed. 

 

A record of the team briefing should be made and displayed in the procedural area for reference during the 

procedure list.  

The team brief book/sheet is completed and these will be stored in the department. 

The timing of debrief should be agreed at team brief and documented in the book/sheet. (Following each 

patient procedure or at the end of the session) 

6.5 Speciality specific Safer Procedure checklists  
 

Appendix 1 Generic checklist- now electronic version (All surgery other than those specified below) 

Appendix 2     Liver transplant surgery 

Appendix 3 Cardiac Surgery/congenital/acquired 

Appendix 4 CAT 1 Caesarean section 

Appendix 5 Cardiac ICU transfer 

Appendix 6 Cataract & Ophthalmic Surgery 

Appendix 7 Spinal surgery 

Appendix 8    Paediatric Radiology 

Appendix 9    Brachytherapy  

Appendix 10  Pain - Wharfedale 

Appendix 11  Pain - DBDU 

Appendix 12  Outpatient laser therapy 

Appendix 13  PACU 

Appendix 14  Maternity procedures 

Appendix 15  Endoscopy 

Appendix 16 Complex interventions IR Paediatric Surgery  

http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/PRCdocuments/PRC%20039-15.pdf
http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/PRCdocuments/PRC%20041-15.pdf
http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/PRCdocuments/PRC%20044-15.pdf
http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/PRCdocuments/PRC%20046-15.pdf
http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/OperatingServices/SurgicalSafetyChecklist_DentalProcedure.pdf
http://nww.sth.nhs.uk/STHcontDocs/STH_CGP/OperatingServices/SurgicalSafetyChecklist_DentalProcedure.pdf
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Appendix 17 Dermatology 

 

An individual Safer Procedure Checklist will be completed for every patient where an invasive procedure is 

undertaken. The individual Safer Procedure Checklist will be completed by the team present at the invasive 

procedure and filed in the patient notes.  

To complete the Safer Procedure Checklist a Patient Pause principle should be adopted during all steps. This 

means that at a suitable time in the ‘Sign In’ ‘Time Out’ and ‘Sign Out’ a stop to clinical activity must occur.   

All team members must be present at this Patient Pause, be respectful and fully participate in all steps of the 

check procedure. 

All steps will be read out loud to the team present and signed, including time and date once all 3 steps have 

been performed. 

For any CSU developing a new speciality specific checklist, the generic checklist is to be used as a baseline 

template and any speciality specific issues to be added to that. The checklist should then be agreed by both 

the speciality CSU and the T & A CSU Quality Assurance Group.  

 

6.4 Sign In  

Prior to procedure the anaesthetist and anaesthetic practitioner or operator must be present at ‘Sign In’ (see 

relevant WHO checklist) on the arrival of the patient in the procedure area or if in theatres, in the anaesthetic 

room.  Sign in must be completed by anaesthetist and anaesthetic practitioner together and 

documented. 

A Patient Pause then takes place with the designated person reading out loud all the points contained in the 

sign in section of the checklist. Participation of the patient (and/or parent, guardian, care or birth partner) 

should be encouraged where possible. 

Stop Before You Block 

In cases requiring insertion of a regional anaesthetic, the anaesthetist and anaesthetic assistant must pause 

and simultaneously check and confirm the surgical site marking, side and site of block and the local 

anaesthetic to be injected.  (see ‘Stop Before You Block SOP) 

 

In procedures where the patient has not been marked the surgeon must confirm site or side by using essential 

imaging if needed. 

Any concerns/problems/issues that have been raised during the sign-in should be resolved before the 

procedure continues unless the immediate urgency of the procedure means it cannot be delayed.  Such 

occurrences should be reported as safety incidents. 

 



15 
 

Author J K Ingram /July 2021 
 

6.5.1Time Out – Before the start of an intervention for example, skin preparation 
 

 
 

 

 

 

 

 

 

 

The ‘Time Out’ must be conducted immediately before skin preparation. 

As a minimum the following questions should be asked of the team: 

 Does everyone know each other’s name and role? 

 What is the patient’s name? 

 Are the results of any relevant tests present and available in theatre?  

 What procedure, site and position are planned, do the site mark and consent confirm this? 

 Is there a risk of blood loss with any of the patients? How much blood loss is anticipated? 

 Is there blood available? 

 Are there any specific equipment requirements or special investigations? 

 Are there any critical steps you want the team to know about? 

 Speciality whiteboard completed? 

 Is the anaesthesia stable and any specific concerns? 

 What is the patients ASA grade? 

 What anaesthetic monitoring equipment and other specific levels of support required? 

 Has the sterility of the instrumentation been confirmed? 

 Are there any equipment issues or concerns from the scrub or anaesthetic practitioner? 

 Has the SSI bundle been undertaken? 

 Any IPC issues? 

 Any allergies? 

 Antibiotic prophylaxis in last 60 mins? 

 Patient warming? 

 Hair removal? 

 Glycaemic control? 

 Has VTE prophylaxis been undertaken? 

NOTE 

Any member of the team may lead the ‘Time Out’ and they must use the appropriate 

generic or speciality checklist and read all questions out aloud.  

Other time outs conducted at a critical step during the procedure, must be 

completed in the same way.  

The whole team pause and participate in the ‘Time Out’ i.e. Patient Pause.  

All members of the team must be present and focus on the information which 

is being communicated. 

There must be no distractions or noise during the time out 
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 Ted stockings/Flowtron boots required? 

 Is essential imaging displayed? 

If at any point during ‘Time Out’ the checklist is interrupted or a member of the team is required to leave 

theatre, the checklist must be suspended and recommenced when all team members can pay full attention to 

the process. 

Any concerns or queries raised by any team member must be resolved before surgery commences. 

Any concerns/problems/issues raised during the checking procedure should be documented on the ‘Debrief 

Record’ and escalated appropriately e.g. Department Lead, incident reporting. 

If at any point during the procedure a member of the team is replaced or a further member of staff joins the 

team they will be introduced by name and designation and be briefed on the procedure, given any necessary 

information and have sight of the consent form. 

 

6.5.2 Critical step Time out  

During the procedure it may be necessary to introduce a secondary pause just prior to inserting a 

prosthesis or implant, giving a specific drug for the procedure, confirming the correct disc space or 

identification of the correct tooth for removal. All details of the prosthesis, implant, drug, site or level 

should be checked alongside the details written on the consent form. 

The whole team pause and participate in the ‘Time Out’ i.e. Patient Pause - 

Implant/prosthesis/graft/injection/level/site/etc, which must be conducted immediately before 

progressing. 

Any member of the team may lead the ‘Time Out’ and they must use the appropriate information on 

the patients consent form and operating list to confirm the correct side and site, prosthesis name and 

size, laterality and expiry date and read out aloud. (SOP for safe implantation of prosthesis/implants 

and prevention of never events. 

 

6.5.3 Time out before removal of an organ or Limb 

Before a vital organ is removed and prior to the critical stage which would affect the viability of the 

organ or limb the whole team pause and the consent form is rechecked out loud and the removal of 

the correct organ is confirmed by the team.  

6.6 “Sign-out” After completion of the final accountable items check and prior to the drapes 

being removed from the patient and any staff member leaving the immediate clinical area 
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Any member of the procedural team may lead the ‘Sign Out’.  All team members involved in the 

surgery/invasive procedure must be present at ‘Sign Out’. This will require all other tasks to be 

stopped for the ‘Sign Out’ to be performed.  

 

‘Sign Out’ should be conducted at the end of the procedure and before the patient is reversed from 

anaesthesia or, In cases not performed under general anaesthesia, before the patient leaves the 

procedure room.  

The aim is to facilitate the transfer of important information to the care teams responsible for the care 

of the patient after surgery/ invasive procedure. 

The lead for sign out verbally confirms with the team:  

 THE NAME OF THE PROCEDURE RECORDED 

Since the procedure may have changed or Increased in complexity during the course of an operation, 

the Checklist coordinator should confirm with the surgeon and the team exactly what procedure was 

performed. This can be done as a question, “What procedure was performed?” or as a confirmation, 

“We performed X procedure, correct?” 

 

 THAT THE ACCOUNTABLE ITEMS ARE CORRECT  

 

Retained instruments, swabs and needles are uncommon but persistent and potentially calamitous 

errors. The scrub or circulating practitioner should therefore verbally confirm the completeness of 

final accountable items checks. If counts are not appropriately reconciled, the team should be alerted 

immediately so that appropriate steps can be taken (such as examining the wound, drapes or rubbish 

bags or, if necessary, obtaining radiographic images). 

 

 HOW THE SPECIMEN IS LABELLED (INCLUDING PATIENT’S NAME) 

 

Incorrect labelling of pathological specimens is potentially disastrous for a patient and has been 

shown to be a frequent source of laboratory error. The circulator should confirm the correct labelling 

of any pathological specimen obtained during the procedure by reading out loud the patient’s name, 

the specimen description and any orienting marks. 

 

 

 ARE THERE ANY EQUIPMENT PROBLEMS TO BE ADDRESSED? 

 

Equipment problems are universal in operating theatres/procedure rooms. Accurately identifying the 

sources of failure of instruments or equipment that have malfunctioned is important in preventing 

devices from being recycled back into the area before the problem has been addressed. The 
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practitioner in charge should ensure that equipment problems arising during a procedure are 

identified by the team and escalated to the team leader.  

 

 

 THE OPERATING CLINICIAN,  ANAESTHETIST AND SCRUB PRACTITIONER REVIEW THE KEY 

CONCERNS FOR RECOVERY AND FURTHER MANAGEMENT OF THIS PATIENT 

 

The Operating clinician, anaesthetist and scrub practitioner should review the postoperative recovery 

and management plan, focusing in particular on intraoperative or anaesthetic issues that might affect 

the patient. Events that present a specific risk to the patient during recovery and that may not be 

evident to all involved are especially pertinent. The aim of this step is the efficient and appropriate 

transfer of critical information to the entire team. 

 

If at any point during ‘Sign Out’ the checklist is interrupted or a member of the team is required to 

leave theatre, the checklist should be suspended and recommenced when all team members can pay 

full attention to the process. 

 

Any concerns/problems/issues raised during the checking procedure should be documented on the 

‘Debrief Record’ and escalated appropriately e.g. Department Lead, incident reporting. 

 

Any concerns or issues that have arisen during the procedure must be reported on an incident form 

where necessary. 

The team formally acknowledges any concerns for recovery and postoperative management of the 

patient, e.g intentionally retained swab/pack, have all  lumen, of all venous access devices been 

flushed? 

 
6.7Team De-briefing 

 
The whole clinical team including operative(s)/lead operator/anaesthetist(s) debrief at a suitable 

interval to review the procedures undertaken on the operating session, either following each 

procedure or at the end of the session. The timing of when the de brief will take place will be agreed 

by the whole clinical team at the team brief prior to the commencement of the list.  

The team should have a mechanism for capturing key points for consideration at the debriefing as the 

procedure list progresses. 

The team should discuss what went well during the session and also any challenges which the team 

faced during the session which could be prevented from happening again following some action to 

rectify.   
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As an example the de brief should include: 

 What went well today? 

 Did the list go according to plan/team brief? 

 Did anyone have any concerns about today’s list with regard to communication and safety? 

 Were there any particular equipment issues which need to be addressed before the next list? 

 Is there anything we could do to make the list safer/improve patient flow? 

 Have the end of session close down checks been completed? (Appendix 18) 

Any actions agreed should be documented in the de brief section of the book.  

Any issues should be reported to the Department Lead via the ‘Debrief record’ and an incident form 

raised where necessary. 

 
 

 
7. Dissemination and Implementation 
 
7.1 New Staff 

The WHO Safer Procedure SOP and training will be provided at induction either face to face or 

eLearning for all new members of staff that are involved in the surgical or interventional procedure 

pathway.  

 

7.2 Existing Staff 

The WHO Safer Procedure Checklist and the correct surgical site marking SOP will be stored on the 

LTHT Care pathway and the T & A CSU intranet page. .  

The WHO Safer Procedure Checklist and the correct surgical site marking SOP and any subsequent 

changes will be communicated to all staff via the patient safety bulletin. 

 The WHO Safer Procedure Checklist and the correct surgical site marking SOP and any subsequent 

changes will be disseminated widely via the Chief Executive’s Start the Week bulletin.  

All managers responsible for staff whose practice involves the 5 Steps to Safer Surgery and correct 

surgical site marking will keep an up-to-date record for each staff member that identifies they have 

read and understood the WHO Safer Procedure Checklist and the correct surgical site marking SOP. 

It is the responsibility of all staff to be up to date with the WHO Safer Procedure Checklist and the 

correct surgical site marking SOP. 

Management and demonstration of competency of clinicians is the responsibility of the Clinical 

Directors. 
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8. Monitoring compliance and effectiveness 
  

Organise and perform regular quantitative & qualitative audits of this policy which will include 

compliance with team brief sign in, time out, sign out and debrief. 

Quantitative: A completed WHO safer procedure checklist including team brief and de brief on TMS - 

weekly results demonstrated via Theatre Pro 

Qualitative: Annual audit as part of the Trusts audit programme completed by all teams using the 

checklist.  

Training of the WHO Safer Procedure Checklist and the correct surgical site marking SOP will be 

documented in appropriate Trust/Departmental records. 

 
9. Review of the SOP 

 
This WHO Safer Procedure Checklist and the correct surgical site marking SOP will be reviewed 

every 3 years or following an incident where the SOP requires review. 

Revisions can be made ahead of the review date when the procedural document requires updating. 

Where the revisions are significant and the overall Policy and SOP is changed, the author should 

ensure the revised document is taken through the standard consultation, approval and dissemination 

processes. 

Any revision activity is to be recorded in the Version Control Table as part of the document control 

process. 

 

 

 

Appendix Index 

 
Appendix 1     Equality impact assessment 

Appendix 2 Generic Team Brief/Debrief Record - LTH0055 

Appendix 3 Generic checklist - LTH0013 

Appendix 4 Liver transplant surgery checklist  - LTH2832 

Appendix 5    Cardiac surgery/congenital/acquired checklist - LTH2872 

Appendix 6 Cat 1 caesarean section checklist - LTH2387 

Appendix 7 Renal transplant - No number currently 



21 
 

Author J K Ingram /July 2021 
 

Appendix 8 Cataract & Ophthalmic Surgery checklist  - no number currently 

Appendix 9 Spinal surgery checklist - LTH2095 

Appendix 10 Paediatric Surgery checklist - LTH2833 

Appendix 11 Brachytherapy checklist - Using generic checklist 

Appendix 12 Pain - DBDU & Wharfedale checklist - LTH2999 

Appendix 13 Outpatient laser therapy checklist WSN696 

Appendix 14 Reproductive Medicine checklist - LTH2874 

 

Appendix 15 Paediatric cardiology checklist- LTH2511  

Appendix 16  Interventional radiology checklist - LTH2511  

Appendix 17            

 PACU team brief/debrief - LTH2836 

 Generic team brief/debrief - LTH0055 

 Acute Paed team brief/debrief - LTH 3014 & LTH3015 

 Acute adult team brief/debrief - LTH3095 & LTH3096 

 

Appendix 18  Pre op Anaesthetic equipment checks and Session close down checks 

Appendix 19  Wrong operation or wrong site procedure 

Appendix 20 Safer Procedure Checklist Observation Audit Tool 

Appendix 21 Dermatology SOP and checklist - (Updated version July 202) 
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Appendix 1 

Equality Impact Analysis Screening Tool  

 - Is there a potential or actual negative 

impact associated with this policy on 

people or individuals who share a 

‘protected characteristic’? i.e. does this 

policy directly or indirectly discriminate? 

- Can this policy be used to promote 

equality between people who share a 

protected characteristic and people who 

do not 

 

NOTES  

changes/additions/ further information or advice  needed  

RACE 

This policy details the procedure to follow 

for safety checks prior to a procedure. 

Arrangements are the same for all groups 

 

SEX 

(I.E. MALE /  FEMALE ) 

As above 

 

 

 

GENDER REASSIGNMENT  

 

As above 

 

 

DISABILITY( including 

consideration of the impact 

on carers of a disabled 

person) 

As above 
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SEXUAL ORIENTATION 

 

As above 

 

AGE 

 

As above  

PREGNANCY or MATERNITY  

 

As above 

 

 

 

Does this Written Policy or Guidance 

impact on the following areas? 

NOTES  

changes/additions/ further information or advice  needed 

HUMAN RIGHTS   i.e.  

Fairness  

Respect 

Equality 

Dignity  

Autonomy 

 

This policy details the procedures to be 

followed in line with World Health 

Organisation guidance on safer Surgery 

checklists and provides a clear governance 

framework in LTHT. This policy enables 

access to training in line with service need 

identified through the training needs 

analysis. 

 

SOCIAL DEPRIVATION / 

TACKLING HEALTH 

INEQUALITY 

As above 
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Appendix 18 

Session start up anaesthetic equipment checks 

1 Checking and confirmation of anaesthetic machine and documentation that the checks have been completed 

2 Checking of Fridge temperature to ensure it is within the safe parameters and documentation that the checks have been 

completed 

3 CD checks completed and correct 

4 All electrical equipment checked and working 

5  Operating light checked and working 

6 Operating Table/trolley and any attachments checked 

7 TMS open and ready 

8 TMS Team brief recorded 

9 If required,  radiology contacted and booked 

10 Check expiry date on ventilation tubes 

11 Check Soda lime 

12 Vaporisers - available and filled 

13 Up to date printed operating list 

14 Signage available i.e. laser/infection risk 

15 Prep fluid check date/time 
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Session close down checks 

 

1 Specimen check -  correct number, correctly labelled  with corresponding completed forms 

2 Faulty equipment escalated and taken away for repair/replace 

3 TMS - any cancelled patients are removed 

4 TMS Debrief recorded 

5 CD checks completed and documented. All signatures of used drugs present 

6 Drug cupboards/fridge restocked and locked 

7 Check sharps bins and close incl. date 

8 Prep fluid check (disposal if required) 

9 Warming cabinet is restocked 

10 Printed Theatre lists disposed of into confidential waste 

11 Theatre registers completed and signed 
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Appendix 19 

Wrong operation/side/site implant process operational guide 

 

If a patient has undergone the wrong operation/on the wrong site/side  
or the wrong implant has been inserted 

 

All team members are informed immediately 

 

If the patient is having a general anaesthetic then the anaesthetist considers  
maintaining anaesthesia until a de-brief discussion with the wider team has been completed 

 

The senior management team for T&A CSU is informed and where possible, they attend theatre. 
The Clinical/Governance lead for the surgical CSU is informed and where possible, they attend 

theatre. 
(Out of office hours the CSM and Consultant on call). 

 

A full debrief takes place with the wider team and the next steps discussed and agreed 

 

Action (in hours) 
 

 Datix is completed 

 Surgeon documents actions taken in the patients notes 

 Theatre staff document the incident in the patient’s care plan 
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 Incident is immediately escalated to the Director of risk and quality/Medical Director by the Consultant 
surgeon 

 

A decision should be made as to whether it is safe to continue with the remainder of the list. 
Consider a de-brief session for all staff involved in the incident. 

 

Actions (our of hours) 
 

 Datix is completed 

 Surgeon documents actions taken in the patients notes 

 Theatre staff document the incident in the care plan 

 Surgeon informs the patient as soon as possible 

 Incident is immediately escalated to site CSM (CSU Clinical Director and Head of Nursing), GM in call, 
Director on call 

Draft 2, JKI, 17/2/2016 
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Appendix 20 

 

Safer Procedure Checklist Observation Audit Tool 

Auditor must observe each part of the process 

Audit standard:  

Team Brief, Debrief and up to 3 patient episodes should be audited. 

Each and every topic on the Safer Procedure Checklist has been verbally considered. The standard is not whether the topic is relevant to the procedure being 

performed. 

 

 

Auditor: 

 

 

Theatre/Procedure Room and Site: 

 

 

Date: 
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Lead Surgeon/Clinician: 

 

 

 

Lead Anaesthetist: 

 

 
 
 
Team Brief  
At the beginning of the list to discuss ALL cases. 
Led by (name and role): 

1 Did the team brief take place? Yes No  

2 Did all team members introduce themselves by name and role? Yes No  

3 
Was every member of staff present who should have been? 

  
Yes No 
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4 

If all staff were not present, who was missing and what was their role? 

 

 

 

5 
Was the list as published? 

 
Yes No 

 

6 Were all the elements of the specialty Team Brief covered? Yes No 
 
 

7 

If all elements of the check were not covered, which elements were missed?  

 

 
 

8 
Was the Team Brief documented? 

 
Yes No 

 

 

Individual Patient Sign In 
With the patient or carer, anaesthetic practitioner and anaesthetist together in the 
anaesthetic room or the Clinician and Registered Practitioner together if procedure 
not under General Anaesthetic 
Lead by(name and role): 

Patient 1 Patient 2 Patient 3 

9 
Did the Sign In take place? 
 

Yes No 
 

Yes No  Yes No  

10 
Was the patient’s identification details checked against ID wristband, 
consent and operating list? 

Yes No 
 

Yes No  Yes No  

11 
Was the expected procedure confirmed and correlated with: consent 
form and operating list? 
 

Yes No 
 

Yes No  Yes No  

12 
Was the patient’s fasting status confirmed? 
 

Yes No N/A Yes No N/A Yes No N/A 
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13 

Was the procedure site mark visualised and the correct site surgery form 

fully completed? 

 

Yes No N/A Yes No N/A Yes No N/A 

14 Was the consent for the procedure fully completed and signed? Yes No N/A Yes No N/A Yes No N/A 

15 
Was the patient’s allergy status established and documented? 
 

Yes No 
 

Yes No  Yes No  

16 
Were all the elements of the specialty Sign In check covered? 
 

Yes No 
 

17 

If all elements of the specialty Sign In check were not covered, which elements were missed?  

 

 

18 
Was the Sign In documented 
 
 

Yes No 
 

Yes No  Yes No  

Individual Patient Time Out 
Undertaken before the start of an intervention e.g. prior to patient skin preparation 
and draping 
Lead by (name and role): 

 
 

Patient 1 

 
 

Patient 2 

 
 

Patient 3 

19 Did the Time Out take place? Yes No  Yes No  Yes No  

20 
Was every member of the Team to be involved in the procedure, quiet 

and focussed during the Time Out process? 
 

Yes No  Yes No  Yes No  

21 
If all staff were not present, who was missing and what was their role?  

 

 

22 
Was the patient’s identification details checked against ID wristband, 
consent and operating list? 

Yes No  Yes No  Yes No  

23 
Was the expected procedure confirmed and correlated with consent form 

and operating list? 
Yes No  Yes No  Yes No  
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24 Was the patient’s allergy status confirmed? Yes No  Yes No  Yes No  

25 Was the site mark visualised and confirmed by the team? Yes No N/A Yes No N/A Yes No N/A 

26 
If the procedure is under general anaesthetic, has the need for a throat 

pack been discussed? 
Yes No N/A Yes No N/A Yes No N/A 

27 
If any concerns were raised by any member of the team were they 
discussed? 

Yes No N/A Yes No N/A Yes No N/A 

28 Was the issue of any critical steps raised? Yes No  Yes No  Yes No  

29 Was the equipment status discussed? Yes No  Yes No  Yes No  

30 Were all the elements of the specialty Time Out check covered? Yes No  Yes No  Yes No  

31 
If all elements of the Time Out check were not covered, which elements were missed? 

 

 

32 Was the Time Out documented? Yes No  Yes No  Yes No  

Individual Patient Sign Out 
Undertaken before the drapes are removed from the patient  
 
Lead by(name and role): 

Patient 1 Patient 2 Patient 3 

33 
Did the Sign Out take place? 
 

Yes No  Yes No  Yes No  

34 
Was every member of the Team involved in the procedure, quiet and 

focussed during the Sign Out process? 
 

Yes No  Yes No  No No  

35 
If all staff were not present, who was missing and what was their role?  
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36 Were all the elements of the specialty Sign Out check covered? Yes No  Yes No  Yes No  

37 
If all elements of the Sign Out check were not covered, which elements were missed?  

 

 

38 
If a throat pack has been in situ, has it been removed? 
 

Yes No N/A Yes No N/A Yes No N/A 

39 
If the patient has vascular access, have all lumens been flushed or 
removed? 

Yes No N/A Yes No N/A Yes No N/A 

40 
Was the Sign Out documented? 
 

Yes No  Yes No  Yes No  

 

Team Debrief 
Undertaken at the end of the session 

Lead by(name and role): 

41 
Did the Team Debrief take place? 
 

Yes No 
 

42 
Was every member of the Team involved in the list, quiet and focussed 

during the Team Debrief process? 
 

Yes No 

 

43 
If all staff were not present, who was missing and what was their role?  

 

 

44 
Were all the elements of the specialty Team Debrief covered? 
 

Yes No 
 

45 
If all elements of the Team Debrief were not covered, which elements were missed?  

 

 

46 
Were any problems affecting the list raised? 
 

Yes No 
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 Once complete, please return to J Ingram, Head of Nursing, Theatres and Anaesthesia  
 

 

 

 

 

 

 

 

 

47 
If any problems or issues were raised, what were the actions taken to resolve these? 
 

 

48 
Was the Team Debrief documented? 
 

Yes No 
 



35 
 

Author J K Ingram /July 2021 
 

Appendix 21 

Dermatology Skin Cancer Standard Operating Policy  

Leeds Teaching Hospitals NHS Trust 

 

      Consultants Dr Walayat Hussain, Dr Angana Mitra, Dr Victoria Goulden, Dr Graeme Stables 

Nurse Practitioner: Claire Machin 

Leeds Dermatology Patient Panel 

 

Version 1.9   25/5/17  
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PURPOSE 

This standard operating policy (SOP) has been developed to provide guidance to all healthcare professionals and describes the expected 

procedure when managing surgical and skin cancer patients in the Dermatology department at Chapel Allerton Hospital. All healthcare 

professionals who partake in the clinic are therefore required to be familiar with this document. 

1. Current service  

Patients with suspected skin cancer are currently seen by Consultants, Specialist Registrars non-Consultant grades and nurse practitioners within 

the department primarily on a Tuesday and Wednesday morning. The non-melanoma skin cancer & dermatological surgery service is currently 

led by Dr Graeme Stables (GS), Dr Walayat Hussain (WH) & Dr Rajib Rahim. WH is lead of the Local and Regional Non-Melanoma Skin Cancer 

MDT. GS is the skin cancer, Mohs surgery & dermatological surgery service team lead. The non-melanoma skin cancer MDT SOP, with which all 

individuals should also be familiar, has been produced by GS and recently updated by WH and will be attached to this document (Appendix 1).  

Patients from the pigmented lesion and Melanoma service at St James’s University Hospital (SJUH) will also be referred for local 

anaesthetic dermatological surgery  

2. Clinic template 

Currently, most clinicians see a mixture of new and follow-up patients per clinic. The current time allocated for each patient is 12 minutes for a 

new patient and 12 minutes for a follow-up.  

All new patients seen by a Specialist Registrar, non training grade doctor and nurse practitioner should be discussed with the supervising 

consultant. This also applies when a surgical procedure is being booked. 

3. Outcomes 
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To facilitate the patient pathway, it is envisaged that the majority of patients will undergo any lesion biopsy that is required on the same day as 

their out-patient consultation. For patients  

referred for excision or curettage, It is expected that clinicians will clearly document and discuss with the patient at this initial consultation the 

expected outcome after surgery. 

For example, for a low-risk BCC or excision of a naevus which is subsequently reported as benign and fully-excised, the patient should not expect 

a routine follow-up appointment. Rather the patient and their GP should expect a letter once results are available. 

Where a diagnostic procedure is undertaken, the potential outcomes should be discussed with the patient in advance. Upon receipt of the 

histology result, definitive treatment should wherever possible be organised directly without further review to shorten the patient pathway. 

4. Surgical procedure booking 

Due to recent wrong site surgery having occurred within the department, the correct booking of a procedure coupled with appropriate 

identification of a lesion should be given great care and attention. The following protocol should be followed: 

 If a decision has been made to arrange a surgical procedure for a patient, the appropriateness of this should be confirmed with the 

supervising Consultant. 

 All complex surgical procedures and procedures requiring a flap or graft repair should be discussed with the supervising Consultant. 

Currently in the department, those who undertake such repairs are doctors: Graeme Stables, Walayat Hussain, Rajib Rahim and Rob 

Sheehan-Dare 

 Once agreed, a procedure booking form should be completed in black ink (Appendix 2) – any incomplete forms will be returned by 

reception to the doctor/nurse concerned. The procedure booking form will be marked “suitable for same day surgery”, if the procedure is 
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suitable and if the patient is able to stay. Biopsies will take priority over excisions for same day surgery. The reception desk will manage 

the on the day lists so that they are efficiently and fully utilised. 

 The original white copy should be given to the patient, to hand in at reception to book their appointment. The green copy should be filed in 

the notes – it is the clinician’s responsibility to do this. The middle copy is blue and is for photography. 

 When completing the booking form for a biopsy or excision of multiple lesions within the same anatomical region, or for lesions which are 

potentially difficult to identify,  

the patient should be present for discussion and planning when the form is completed.   

LESION IDENTIFICATION – Lesions should be clearly marked on the procedure booking form. The location should be marked with an arrow 

delineating its location and labelled with a number. If more than one lesion is referred for surgery, these need to be numbered appropriately (eg 

1,2,3…).  It is also highly recommended to state the lesion site in cm from a fixed anatomical landmark (e.g. lesion left cheek, 3cm from ipsilateral 

tragus / lesion right back, 6cm from T9 vertebra). In circumstances where scalp lesions cannot be marked with an arrow, a dotted line 

surrounding the lesion should be marked on the patient and the distance in cm from a fixed anatomical landmark should be documented on the 

booking form. This should also be numbered if possible. 

A consistent numbering system must be used to identify lesions and to include all active lesions in the same body region, on each body diagram, 

for a given patient episode. 

 BOOKING TIME ALLOCATION - You must familiarise yourself with the correct booking time allocation for the procedure that you are 

requesting. Allowances should be made for each individual patient as required. E.g. A patient with reduced mobility will need a longer 

theatre slot. (Appendix 3). Familiarise yourself with the nurse competency matrix and ensure that careful consideration is made if the 

procedure is booked as suitable for nurse.(Appendix 4) 
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 MEDICAL PHOTOGRAPHY – It is recommended that patients generally undergo photography of lesions that are scheduled for a surgical 

procedure to ensure correct lesion identification and allows clinico-pathological correlation to occur in the event of an unexpected 

histology result. Photography however is not required for patients with single well defined isolated lesions or for same day surgery.  

To further ensure the medical photographer is photographing the correct lesion, surgical marker pens should be used to identify the 

lesion(s) with a clear arrow (not just a line) drawn on the patient, with the corresponding number of the lesion. The arrow should not be 

placed directly underneath the lesion as this is where the photography team will place a measuring tape. Lesions should be marked with a 

1 even if only one lesion is photographed. This number should not be bordered with a circle as this can create confusion. If the clinician 

feels they are unable to mark a lesion with an arrow e.g. scalp lesions, then they must draw around the lesion. This also applies for 

lesions that are poorly defined or if you wish for a specific area of the lesion to be biopsied.  

All patients who are referred for photography should be photographed on the same day as their clinic appointment. If there is a high level of 

demand for photography, priority should begiven to those individuals in whom a procedure is scheduled. If patients go to medical photography 

without a clear arrow marking the skin lesion being photographed, the photographer should return the patient to clinic for the correct marking up 

of the lesion. Photographs of the images should be uploaded onto the medical image manager in the same orientation as the locator. The locator 

is the image which shows where lesions are in relation to anatomy and each other ie. a wider view showing location of the close up of the lesion 

 

 PATIENT INFORMATION LEAFLET – all patients should be given the relevant information leaflet for the procedure that has been 

requested. The ‘Skin Surgery, local anaesthetic, appointments and procedures’ leaflet should be provided in clinic along with a detailed 

discussion of what to expect on the day of surgery The ‘about the consent form’ leaflet is given on the day of surgery with the consent 

form. 

5. Special Circumstances 

Patients on anti-coagulants 



42 
 

Author J K Ingram /July 2021 
 

The departmental skin and anticoagulation policy (Appendix 5) and the novel oral anticoagulants (NOC) guidelines for dermatological surgery 

policy is attached (Appendix 6) – all clinicians should be familiar with this protocol. For any patient on anti-platelet medication requiring a ‘difficult 

excision’ or a ‘flap/graft repair’ the case should be discussed with the supervising consultant as to the suitability or need to discontinue the 

medication prior to surgery. A patient information leaflet outlining the departmental policy for those on anticoagulants should be given to the 

patients. You should discuss the importance of having a valid blood test prior to surgery so that the patient is aware that their procedure may be 

cancelled if this is not adhered to.  

Surgery and Low Platelets 

The departmental policy on platelets and surgery is attached. (Appendix 7) 

Transport 

Although it is accepted that this is the responsibility of the reception/booking team, clinicians should enquire whether a patient requires hospital 

transport to attend for their surgical procedure. Ideally, such cases should thus be scheduled towards the end of a theatre list to allow for delays 

in getting the patient to hospital. Afternoon cases should ideally be booked at the start of the theatre list to ensure the patient is not still waiting for 

transport after 5pm 

 

 

 

6. Dermatology Surgical Day-Case Procedures (C4) 

  

RESPONSIBILITIES 
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All clinicians performing and assisting with surgical procedures are responsible for familiarising themselves with the 
following information and must comply with the instructions within. 
  
PROCEDURE TO BE FOLLOWED 
  
*ALL POINTS ARE MANDATORY AND SURGERY SHOULD NOT PROCEED WITHOUT THEM HAVING BEEN FULFILLED* 
  
1. PRIOR TO SURGERY 
  
a)  The patient should be introduced to all members of staff present in theatre. 
  
b) Positive patient identification should be ascertained by a minimum of: 
  

 Name  

 Date Of Birth 

 Address 
  
c) Surgeon to confirm surgical procedure requested and to positively identify surgical site and which lesion is to be biopsied/excised. 
  
This should be checked on the procedure booking form and in the medical notes. The relevant clinic letter should also be checked if 
the procedure is not clear. 
  
d) A clinical photograph (if available) of the lesion to be biopsied/removed should be checked (electronic or hard copy). The 
photograph should be clearly marked with an arrow and lesion number and should correspond with the booking form, medical notes 
and confirmed as correct with the patient.   
  
If the lesion has NOT been clearly marked with an arrow then a discussion must be had with the referring clinician. If the referring 
clinician is unavailable then advice must be sought from primarily either GS/WH/RR or another available Consultant. IF NO 
CONSULTANT IS AVAILABLE, THE PROCEDURE MUST BE REBOOKED. 
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e) Mirrors are available in every theatre. The surgeon should use the mirror to positively identify the site of surgery/lesion with the 
patient. (This may not always be possible in certain cases) 
  
f) Under such circumstances where case notes are unavailable and temporary notes are created, the surgeon must not proceed 
unless a copy of the booking form is made available. All of the above sections must be adhered to and the last clinic letter should be 
checked (if available). IF UNSURE OF WHAT PROCEDURE/SURGICAL SITE IS REQUESTED, THE PROCEDURE MUST BE 
REBOOKED. 
  
2 SURGICAL CHECKLIST 
  
a) No procedure should be performed unless the second section of of the surgical checklist has been completed. (Appendix 8) 
  
b) A detailed pre-operative assessment must be had where complications and contraindications of surgery can be identified. E.g. 
Latex Allergy / Patient with a pacemaker. 
  
c) Informed consent must be obtained. A detailed explanation of the procedure, the reason/benefit for doing so and 
risks/complications involved. You must also explain what the consequence of not doing the procedure might be and give opportunity 
for the patient to ask questions. Both Surgeon and patient must sign, print and date the consent form. 
  
d) The patient should be positioned in a comfortable position ready for the procedure, patients clothing should be protected as 
appropriate. 
  
The sections below on surgical pause, intraoperative specimen check and postoperative care must be all followed as part of the 
surgical check list. 
 
3 SURGICAL PAUSE  
  
Prior to administration of local anaesthetic, it is the responsibility of the surgeon and surgical assistant to pause the procedure. 
Patient name, date of birth, site of surgery and surgical procedure should all be agreed with surgeon, theatre assistant and patient 
again and read out loud. If there is uncertainty of the correct lesion/procedure, the referring clinician should be consulted. If the 
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referring clinician is unavailable then discuss with WH,GS or RR in the first instance or another Consultant. IF NO CONSULTANT IS 
AVAILABLE THEN THE PROCEDURE MUST BE REBOOKED. 
  
4 INTRA OPERATIVE - SPECIMEN CHECK  
  
a) Once the lesion has been removed/excised this should be placed immediately into a hand written correctly labelled specimen pot. 
At this point, an intra-operative  specimen check must occur. The patient must confirm their name, date of birth and site of 
surgery. Both the surgeon and theatre assistant must confirm that these details are correctly documented on the specimen pot and 
that the sample has been safely placed into this pot with the lid secured.  
  
b) If multiple lesions are being removed/biopsied, these must be placed into separate correctly labelled specimen pots and the above 
(4a) must be repeated each time. 
  
c) Only one histology pot must be opened at any one time 
 
d) The Surgeon and Assistant must each complete the checklist and sign to confirm completion. 
  
5 POST OPERATIVE PROCEDURES 
  
a) It is the surgeon’s responsibility to ensure the safe disposal of all sharps. The LTHT Policy on safe use of sharps should be 
followed. In the event of a sharps injury, the LTHT Policy on needlestick injuries should be adhered to. (Both these can be accessed 
on the Trust intranet) 
  
b) It is the surgeon’s responsibility to accurately complete the Histopathology request form and to ensure all details are correct and 
relevant documentation is included with the sample. This should be the request form and the white copy of the consent form.  
 
c) Green Fast Track stickers should be used for diagnostic specimens  
  
d) The specimen should be placed in the white histopathology specimen bag and then follow the agreed procedure for specimen 
confirmation and collection (Appendix 9). 
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e) It is the surgeon’s responsibility to complete the post-operative note and to file the relevant documentation into the correct section 
of the patient notes. It is the surgeon’s responsibility to ensure that all case notes are taken to the allocated are labelled “Surgical 
Notes” in the post room on C4 
 

POST OPERATIVE ADVICE AND CONTACT DETAILS – all patients should receive verbal and written aftercare instructions. They should also 

be given information as to whom they should contact in case of any post-operative queries or difficulty. The information leaflet “Post-operative 

wound care - Information for patients” should be given to the patient along with a letter for the practice nurse regarding suture removal advice. It 

should be explained to  

 

the patient that it is their responsibility to arrange the appointment with the practice nurse if sutures require removal. 

Any post-op calls/queries by patients during and out of normal working hours will be logged by the person taking call on C4 or C2 using the post-

operative surgical log form (see Appendix 10). The oncall registrar will be informed where appropriate. In the case of post operative queries out of 

hours, the oncall registrar should follow the pathway outlined in the post operative care out of hours pathway (see Appendix 11) 

SURGICAL OUTCOME SHEET – it is the clinician’s responsibility to complete the surgical outcome sheet. This is vital to ensure the department 

generates the appropriate HRG tariff for the work carried out in the department. 

 

NEXT PATIENT – A new patient must not be called into the procedure room until the equipment and disposable material from the previous 

patient has been cleared away. The patient notes must then also be moved to be out of sight of the next patient. 

 

Alteration to proposed management plan  



47 
 

Author J K Ingram /July 2021 
 

IN THEATRE 

Under certain circumstances the need to perform a different procedure to the one requested arises e.g. a double curettage and cautery may be 

more appropriate than a punch biopsy. Should this be the case, the operator (if not the Consultant whom the patient is under) should: 

a) Discuss with the Consultant whom the patient is under if possible prior to the procedure 

b) If the named Consultant is unavailable, and either GS/WH/RR are available, they should be asked as to how best to proceed 

c) If GS/WH/RR are unavailable, another Consultant should be asked 

d) If another procedure is performed to the one requested on the booking form or if a decision is made not to carry out any procedure, the 

named Consultant should be informed in writing as to the reason for altering the proposed management plan so  

 

 

that there is a clear record. Point (d) is applicable for all operators including Consultants. 

 

Alteration to proposed management plan  

BEFORE THE DATE OF SCHEDULED PROCEDURE 

If following discussion or MDT review, the proposed management plan for a patient is changed, but a procedure has already been requested, the 

following is to occur: 
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1. The named Consultant must be informed in writing if not already aware of the change in plan. They should then designate a named 

individual to ensure steps 2-4 occur. 

2. The Non-Melanoma Skin Cancer  MDT Co-Ordinator & Business Manager should be notified 

3. The patient notes must then be retrieved as a matter of priority. The original procedure booking form should be removed from the notes 

and a new booking form completed and filed in the notes. 

4. The operator under whom the patient is scheduled to have the procedure under should also be notified and this should also be 

documented in the notes. 

Tracking of Results 

Due to the high volume of surgical procedures performed within the department on an annual basis, it is expected that the tracking of results be 

the responsibility of the MDT Co-Ordinator and their team. The MDT Co-Ordinator should ensure that all surgical procedure histology results are 

seen and acted upon by the requesting clinician in a timely fashion. If the requesting clinician is on leave, the MDT Co-Ordinator should ensure 

the results are seen by another doctor and acted upon.   

 

 

 

 

 

USEFUL READING 
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DH, Reference Guide to Consent for Examination or Treatment, Second Edition[on line] Available at www.gov.uk 

LTHT Policies - All available on the trust Intranet 

 Positive Identification of patients policy 

 Consent to examination and treatment policy 

 Mental Capacity Act, 2005 Policy 

 Infection Prevention and control, managing the risks associated with. 

 Inoculation (Needlestick) Incident prevention and Management of an inoculation incident.  

 Waste Policy - Including the safe use of Sharps. 

APPENDIX 

Appendix 1: Non melanoma SOP 

Appendix 2: Procedure Booking Form (Available in every clinic room to view and use) 

Appendix 3: Booking Times 

Appendix 4: Nurse Competency Matrix 

Appendix 5: Anticoagulation Policy 

Appendix 6: Novel Anticoagulant guidelines 

Appendix 7: Dermatology Surgery and platelets policy. 

http://www.gov.uk/
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Appendix 8: Surgical Checklist 

Appendix 9: Procedure for handling and collection of specimens.  

Appendix 10: Post operative surgical log form 

Appendix 11: Post operative care out of hours pathway  

 

 

 

 

 


