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LEARNING OBJECTIVES

Identify high-risk areas of the body

prone to wrong-site procedures.

Recall ways the surgical mark can
help prevent wrong-site surgery.

Recognize when two time-outs would
be indicated for an orthopedic opera-
tion on the extremity in the OR.
Select ways of verbally confirming
information that are high-risk and
low-risk for wrong-site surgery.
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Self-Assessment: Wrong-Site Orthopedic
Operations on the Extremities

SELF-ASSESSMENT QUESTIONS

The following questions refer to the experience in Pennsylvania, from July 2004
through June 2013, of wrongsite operating room (OR) procedures on the extremities,
typically done by orthopedic surgeons (Clarke JR. Wrongsite orthopedic operations on
the extremities: the Pennsylvania experience. Pa Patient Saf Advis [online] 2015 Mar
[cited 2015 May 19]. http://patientsafetyauthority.org/ADVISORIES/Advisory
Library/2015/mar;12(1)/Pages/19.aspx).

The questions may be useful for internal education and assessment. You may use the
following examples or come up with your own questions.

1. In Pennsylvania, in the nine years between July 2004 and June 2013, wrong-site
orthopedic operations were performed on all extremity parts except:

a. The foot
b. The knee
c. The shoulder
d. The hand
2. Which of the following errors is most commonly involved in wrong-site hand
procedures?

a. Operating on the wrong patient

b. Operating on the wrong hand

c.  Doing the wrong procedure at the correct location

d. Doing a carpal tunnel release instead of the intended trigger finger release
3. Which of the following errors is most commonly involved in wrong-site knee

procedures?

a. Operating on the wrong patient

b. Operating on the wrong knee

c. Doing the wrong procedure on the correct knee

d. Injecting anesthesia into the wrong knee joint as a prelude to the operation

4. Which of the following errors is most commonly associated with injecting anesthe-
sia into the wrong knee as a prelude to the operation?
a.  Not marking the operative site
b. Putting the tourniquet on the wrong leg
c.  Draping the wrong leg
d. Not doing a time-out before the injection

5. There is no need to mark the site for an open repair of a fracture.
a. True

b. False

6. Which of the following interventions is most effective for preventing wrong-site

hand surgery?

a. Ensuring the accuracy of the information when scheduling the procedure

b. Having the patient point to the correct site of operation before being prepped
and draped

c.  Marking the site as close to the incision as possible and referencing it during
the time-out

d. Fully stating the procedure and site during the time-out

(continued on page 82)
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(continued from page 81)

Question 7 refers to the following scenario:

The patient was interviewed in the holding area preoperatively and verbally stated the correct
limb and procedure in agreement with the consent. The correct knee was marked. After the
patient was taken to the OR, the circulating nurse asked the patient, “Left knee, correct?”
Patient answered, “Right.” The resident put a tourniquet cuff on right knee. The surgeon injected
the right knee while prepping. The circulating nurse asked to do a time-out. During the time-out,
it was noted that the consent was for the left knee and the right knee had been prepared and
injected with 1% lidocaine.

7. Which of the following statements is most likely true:

a. The circulating nurse made the best effort possible to elicit confirmatory infor-
mation, but the patient gave incorrect information in response.

b. The members of the OR team were aware of the site mark during their prepa-
ration of the patient in the OR.

c. A separate time-out is not indicated under the Universal Protocol for an injec-
tion of local anesthetic in the knee prior to an arthroscopy.

d. The site mark was referenced in the prepped and draped field during the
time-out.

e. An injection of local anesthetic in the wrong knee prior to an arthroscopy
meets the definition of a wrongsite procedure.
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This article is reprinted from the Pennsylvania Patient Safety
Advisory, Vol. 12, No. 2—June 2015. The Advisory is a
publication of the Pennsylvania Patient Safety Authority,
produced by ECRI Institute and ISMP under contract to
the Authority. Copyright 2015 by the Pennsylvania Patient
Safety Authority. This publication may be reprinted and
distributed without restriction, provided it is printed or
distributed in its entirety and without alteration. Individual
articles may be reprinted in their entirety and without alteration
provided the source is clearly attributed.

This publication is disseminated via e-mail.
To subscribe, go to http://visitor.constantcontact.com/

d.jsp?m=1103390819542&p=oi.

To see other articles or issues of the Advisory, visit our
website at http://www.patientsafetyauthority.org.
Click on “Patient Safety Advisories” in the lefthand
menu bar.

THE PENNSYLVANIA PATIENT SAFETY AUTHORITY AND ITS CONTRACTORS

The Pennsylvania Patient Safety Authority is an independent state agency created by Act 13 of
2002, the Medical Care Availability and Reduction of Error (MCARE) Act. Consistent with Act 13,
ECRI Institute, as contractor for the Authority, is issuing this publication to advise medical
facilities of immediate changes that can be instituted to reduce Serious Events and Incidents.

For more information about the Pennsylvania Patient Safety Authority, see the Authority’s

website at http://www.patientsafetyauthority.org.

ECRI Institute, a nonprofit organization, dedicates itself to bringing the discipline of applied
scientific research in healthcare to uncover the best approaches to improving patient care. As
pioneers in this science for more than 40 years, ECRI Institute marries experience and indepen-
dence with the objectivity of evidence-based research. More than 5,000 healthcare organizations
worldwide rely on ECRI Institute’s expertise in patient safety improvement, risk and quality
management, and healthcare processes, devices, procedures and drug technology.

The Institute for Safe Medication Practices ISMP) is an independent, nonprofit organization
dedicated solely to medication error prevention and safe medication use. ISMP provides
recommendations for the safe use of medications to the healthcare community including healthcare
professionals, government agencies, accrediting organizations, and consumers. [ISMP’s efforts
are built on a nonpunitive approach and systems-based solutions.
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