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The Problem 
Root cause analysis identified lack of standardzation and effective communication as 
contributing factors in a wrong site surgery at BIDMC 

Aim/Goal  
To engineer and implement a script for the final timeout prior to incision. 
The Team 

 Safety Culture Operational Task Force 
 Perioperative Information Management System (PIMS) Steering 

Committee 
 Perioperative Safety Steering Committee 
 Carl J. Shapiro Skills & Simulation Center Staff 

The Interventions  
 Creation of a script 
 Development of real time documentation in PIMS 
 Role identification and clarity 
 Weekly audit process by mystery shoppers 

 

 

  

Lessons Learned 
 Lack of standard processes, communication and reverence were found to contribute 

to a wrong site surgery at BIDMC. 
 Empowered point of care stakeholders can create workable solutions 
 Weekly timeout audits using scripts 100% compliance since implementation. 

Next Steps 
Expanding the process to include pre-procedure verification in Holding Area and 
implementation of WHO model of briefings at sign in and sign out. 
Application of lessons learned to other procedure areas in the Medical Center.  


