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Site Verification and Marking of Invasive Procedures

Expected Patient Outcome:  To ensure that the correct procedure is performed on the correct patient, side and site.

Policy:

1. Site marking is required for all invasive procedures when laterality (left/right) or multiple levels is involved.  Exceptions include procedures done through or immediately adjacent to a body orifice, e.g. endoscopy, single organ cases, e.g. C-Section and interventional cases for which the catheter/instrument insertion site is not predetermined.  Marking is not done on premature infants (under 37 weeks gestation) because it may cause permanent tattooing.  

2. A “Time Out” will occur before the procedure with all parties in agreement that the correct procedure is being carried out on the correct patient, side and site when applicable.

3. All available resources should be investigated, including but not limited to, physician note, consent, and available imaging studies. 

4. All patients having invasive procedures will give written consent.

5. Patients giving their own consent, parent or legal guardian may mark the site.  For minors or patients not capable of signing their own consent, parent or legal guardian may mark the site.  However, the physician is ultimately responsible for the correct identification and site marking.

Procedure:

1. Patient is identified using 2 identifiers per unit policy.

2. RN checks the consent form for completeness.  When laterality is involved Right or Left will be written out; not abbreviated.

3. The patient or MD marks a Yes on the site with a single use marker.  Mark should be visible after the field is draped.  Exceptions for marking may be made when the individual doing the procedure is in continuous attendance with the patient from the time of decision to do the procedure and consent from the patient is obtained to the start of the procedure, e.g. chest tube placement.  “Time Out” verification still applies.

4. Immediately before procedure begins, all caregivers will agree that the correct procedure is being performed on the correct patient.

5. In the event of a life or limb-threatening situation all of the steps may not be followed.

Documentation:

1. Use the Invasive procedure verification form NBGH # 1425 to document nursing actions.

2. Place completed sheet in patient’s medical record.

3. If life-threatening situation prevented steps from being followed document appropriately on form.
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