Patient-Centered Perianesthesia Communication
Practice Considerations
Providing safe surgical and anesthesia care for every patient is the primary responsibility of
Certified Registered Nurse Anesthetists (CRNAs) and the entire interdisciplinary perianesthesia
team. The purpose of these practice considerations is to promote a patient-centered approach
for pre-procedure briefings, checklist implementation, transfer of care, and continuous quality
improvement, and to foster a safety culture of open communication among the patient care
team members.

Perioperative Errors Continue to Occur
The incidence of perioperative errors is difficult to determine.1-5 As part of a claims-based
review, Kwaan et al. estimated the incidence of non-spine wrong-site operations to be 1 in
112,994.6 Incidence of surgical errors may vary among different types of surgical specialties
and procedures.5-11 These events may occur infrequently, but patients and practitioners agree
that even one error is too many. The rare incidence of surgical errors, such as wrong-site
surgery, makes it difficult to determine all influencing factors involved; however, multi-factorial
elements, including systems, process, or human factors, may contribute to surgical errors.12,13
Surgical errors have been associated with incomplete information, poor professional
communication, lack of teamwork,13-15 inexperience, and fatigue.13 Current evidence does not
support a single approach to assure a safe, error-free, beneficial experience for every patient.1416
The literature suggests that collaboration among healthcare team members fosters improved
outcomes.6,16 By implementing a collaborative approach, all assigned healthcare members
become involved and share responsibility for ensuring a safe surgical experience.

Anesthesia-Related Incidents
Reports indicate that, at times, near misses or adverse events occurring during surgery may be
anesthesia-related.15,17,18 After reviewing 433,528 reports from the Pennsylvania Patient Safety
Reporting System (PA-PSRS) from 2004-2006, the reviewers categorized 427 near misses
related to surgery.15 Specific to anesthesia, potential near misses involved 20 cases of patient
positioning and 29 cases related to anesthesia interventions. In addition, a formal time-out was
not performed in 26 cases involving local anesthetics or nerve blocks.15 In a review of over
48,000 pain management procedures conducted in various types of facilities, Cohen et al.
identified 13 wrong-site procedures. Causes of these wrong-site procedures were identified as
issues such as procedures shifted between multiple providers, not completing steps of the
Universal Protocol, lack of site marking, bilateral pathology, and different practitioners obtaining
the informed consent and performing the injection.19 At times, patients were aware of the
wrong-site block, but chose not to speak up, trusting that the clinician was doing the correct
procedure.19 Examples such as this highlight the need to involve patients in their care.
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Commitment to Patient Safety
The American Association of Nurse Anesthetists (AANA) strongly supports and advocates for
safe surgery and anesthesia. Through patient-centered team work and communication, the
following elements promote safe surgery and anesthesia:
•
•
•
•
•
•
•

Advocating for patient safety and achievement of optimal outcomes;
Involving the patient, as often as possible, in the perioperative process;
Promoting collaboration and communication between the patient and all interdisciplinary
team members;
Ensuring that the correct procedure is performed at the correct site on the correct patient
at the correct time;
Being adequately prepared for the planned and back-up anesthetic management,
including emergency procedures for potential unanticipated patient responses;
Creating contingency plans to mitigate potential incidents or adverse events;
Reporting and systematic review of incidents or adverse events.

Patient Safety Initiatives
The AANA values processes that promote patient safety, including the World Health
Organization’s (WHO’s) World Alliance for Patient Safety Safe Surgery Saves Lives initiative,20
the WHO Surgical Safety Checklist,20 and The Joint Commission’s Universal Protocol.21 The
AANA actively participates in the National Quality Forum (NQF) and other quality organizations
to support healthcare professionals in assessing, measuring, and improving performance, as
well as reporting performance measures, to promote patient safety.
The WHO Safe Surgery Saves Lives initiative aims to improve surgical safety in all settings by
defining a core set of safety standards.20 The initiative’s objectives focus on four topic areas:
safe surgical teams, safe anesthesia, prevention of surgical site infection, and the measurement
of surgical services.20 The WHO Surgical Safety Checklist streamlines the surgical safety
process and reinforces safe practices and improves teamwork and communication among the
surgical team.20
The Joint Commission Universal Protocol is designed to mitigate the occurrence of wrong site,
wrong patient, and wrong procedure errors by using pre-procedure verification, site marking,
and time-out components. The Universal Protocol applies to all surgical and nonsurgical
invasive procedures.22 It has been most successfully implemented in facilities that promote a
culture of safety, which fosters teamwork and empowers all team members to protect patient
safety.22
The NQF has developed and endorsed a set of serious reportable events, which are
“unambiguous, largely preventable, and serious, as well as adverse, indicative of a problem in a
healthcare setting’s safety systems, or important for public credibility or public accountability.”23
Several of these serious reportable events, also called “never events,” relate to surgical or
invasive procedures being performed on the wrong patient or on the wrong site, or the wrong
procedure being performed.23,24
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Use of Checklists
Many processes, such as the pre-procedure verification or the transfer of patient care, can be
standardized by the use of a checklist. Facility policies and guidelines that have clear checklists
or behavior-specific protocols are more likely to be followed than general or ambiguous
recommendations.25 Checklist creation and implementation can be a complex process.
Checklists can be designed as stand-alone safety measures, but are more typically part of a
broader quality improvement initiative.26 Team-based checklists standardize what, when, how,
and by whom interventions are done and can reduce errors in routine and emergency
situations.26
Checklists for various processes can aid in standardizing the flow of patient care and increase
teamwork. Implementation of a pre-procedure checklist has been associated with increased
awareness of potential safety issues,27 increased clinical team communication,27,28 and
decreased postoperative complication rates,1,29 while not significantly delaying surgical start
times.27,30 Low et al. describe the implementation of patient flow checklists at an ambulatory
surgical center. They identified high-risk moments for errors that can result in an omission or
oversight that may result in patient harm.31 The four high-risk moments included departure from
the induction room, arrival in the operating room, departure from the operating room, and arrival
in the post-anesthesia care unit (PACU).31 The implementation of standardized patient flow
checklists and formal staff education led to 100 percent checklist compliance, increased team
communication, and promoted a safety culture within the facility.31
Despite the advantages to using a checklist to standardize a process, the active engagement of
the entire surgical team is crucial for the integration of a checklist to be valuable in mitigating
errors.

Safety Culture
Creating and encouraging a safety culture is a hallmark of a high-reliability team and
organization. This culture of safety must demonstrate trust and accountability, identify unsafe
conditions, strengthen systems, and integrate evaluation for process improvement.32 Promoting
a safety culture within a facility is an essential component of preventing or reducing errors and
improving overall healthcare quality.33 Clinicians are empowered to speak up when a mistake
or error occurs in order to learn from it and identify a process that may need improvement.34
Clinicians are able to “stop the line” if they feel there is a potential risk to patient safety.34,35
When clinicians request to “stop the line,” this request is treated seriously and communication
occurs to address all concerns and issues prior to proceeding.
In order to execute a change in the culture of an organization, all clinical providers, managers,
and executive leaders need to be engaged and committed to enhance patient safety. Senior
leadership accountability is a critical aspect in fostering a facility-wide safety culture.36 Leaders
must understand the variation in organizational culture within the facility and target educational
initiatives appropriately to engage and encourage clinicians in the promotion of a patient safety
culture.37 Leaders cultivate a just culture and a culture of trust, encouraging all team members
to communicate errors in order to learn from errors, improve systematic processes, and
enhance patient safety.
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The hallmark features of a facility that embraces a safety culture include:33
•
•
•
•

Acknowledgment of the high-risk nature of an organization's activities and the
determination to achieve consistently safe operations;
A blame-free environment where individuals are able to report errors or near misses
without fear of reprimand or punishment;
Encouragement of collaboration across ranks and disciplines to seek solutions to patient
safety problems;
Organizational commitment of resources to address safety concerns.

A safety culture also encourages reporting of near misses and errors, which allows the facility to
engage in a continuous quality improvement process.34 In a literature review aimed to develop
a conceptual safety culture model, Sammer et al. identified seven components that influence a
patient safety culture:36
•
•
•
•
•
•
•

Leadership – Leaders seek to align mission and vision, competencies, and resources
across all levels of staff.
Teamwork – Collegiality, collaboration, cooperation, and open, respectful
communication exists among executives and staff.
Evidence-based – Patient care processes are standardized and evidence-based.
Communication – All staff members, regardless of position, have the right and
responsibility to advocate for the patient.
Learning – Learning is valued among staff. The facility strives to learn from mistakes
and improve performance.
Just – Recognition that errors are a system failure, rather than individual failure, while
holding individuals accountable for their actions.
Patient-centered – Providing care that is centered on patients and their family/caregivers. Patients are active participants in their care.

Situational Awareness
Having a systematic approach to standard and emergency processes helps the surgical team
function in an organized fashion. Despite the benefits of standardized checklists, all healthcare
providers must continue to use their clinical judgment and situational awareness throughout the
patient care process. Situational awareness refers to "the perception of elements in the
environment within a volume of time and space, the comprehension of their meaning, and the
projection of their status in the near future."38 It involves being aware of what is happening
around you and understanding how dynamically changing information, events, and actions will
impact future objectives.39 Situational awareness is important for decision-making, which leads
to increased performance during the treatment of a patient.40 Communication among team
members is critical in building shared situational awareness.39 As members of an
interdisciplinary team, each clinician should be aware of information that is relevant to others’
respective roles and responsibilities and how to coordinate and disseminate that information in a
relevant way.39,40
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Pre-Procedure Communication
Ensuring a safe surgical experience for the patient begins prior to the induction of anesthesia
and skin incision. A delineated, consistent, and standardized set of behavioral interventions
accompanied by a compliance monitoring program is an effective measure in promoting safe
surgery and anesthesia.6,41 Such interventions may include site markings, preoperative
briefings, and pre-procedure verification processes.6,41
Preoperative briefings are effective in promoting teamwork between anesthesia and surgical
team members.16,42,43 Briefings can improve care coordination and reduce the risk of near
misses or wrong site surgery.16,44,45 Team briefings may consist of team member introductions,
a surgical time-out, and a review of anesthesia, surgical, and nursing considerations for the
patient.43

Anesthesia Pre-procedure Checks
As part of the pre-procedure preparation, anesthesia professionals should confirm the
operability of all anesthesia equipment and availability of drugs prior to the induction of
anesthesia.20 Conducting an anesthesia safety check has been associated with a decreased
risk of severe postoperative morbidity and mortality.46,47 In 2008, an anesthesia equipment
taskforce, which included representatives from the AANA, released the Recommendations for
Pre-Anesthesia Checkout Procedures.48 These recommendations include essential steps that
should be completed prior to a procedure.47 The Anesthesia Patient Safety Foundation (APSF)
has also established a template Pre-Anesthetic Induction Patient Safety (PIPS) checklist (see
Table 1) to provide guidance for facility policy development.49
Table 1. APSF Pre-Anesthetic Induction Patient Safety (PIPS) Checklist49
 Suction is working.
 Anesthesia workstation can provide ventilation with 100% oxygen under positive










pressure.
Upper airway status has been evaluated.
Backup airway devices are immediately available.
Patient’s significant drug allergies and possible drug interactions noted.
NPO status and aspiration risk confirmed.
Monitors are functioning with appropriate waveforms.
Audible and visual alarms are set appropriately.
Appropriate medications including resuscitation drugs are available.
Intravenous access (if indicated) is appropriate and functioning.
Special considerations for this patient confirmed (may include but not limited to):
 Increased risk for operating room fire.
 Surgical positioning requirements.
 Goals for blood pressure and/or heart rate management.

Pre-procedure Checklist Elements
The WHO Surgical Safety Checklist was designed for use by healthcare providers to aid in
improvement of the safety of operations and reduction of unnecessary surgical deaths and
complications.20 This checklist is divided into three sections that parallel the workflow of a
procedure. Facilities should modify the process to reflect their specific patient safety needs and
work-flows. The checklist is administered by a coordinator, who ensures that all processes for a
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specific surgical phase are completed before moving to the next phase of the procedure.20
Table 2 contains the basic elements of the WHO Surgical Safety Checklist. The WHO Surgical
Safety Checklist can be downloaded in its entirety from
http://www.who.int/patientsafety/safesurgery/tools_resources/SSSL_Checklist_finalJun08.pdf.
Table 2. Basic Elements of the WHO Surgical Safety Checklist20
Sign In








Confirmation of patient’s identity, site, procedure, consent
Site marking
Anesthesia safety check completed
Pulse oximeter on patient and functioning
Known allergies?
Difficult airway / aspiration risk?
Risk of blood loss?

Time out
 Confirm all team members have introduced themselves by name and role
 Surgeon, anesthesia professional, and nurse verbally confirm the patient, site, and
procedure
 Surgeon, anesthesia professional, and nurse review anticipated critical events
 Has antibiotic prophylaxis been given within last 60 minutes?
 Is essential imaging displayed?
Sign Out
 Nurse verbally confirms:
 Procedure recorded
 Instrument, sponge, and needle counts are correct
 How specimen in labeled
 Any equipment problems to be addressed
 Surgeon, anesthesia professional, and nurse review key concerns for recovery and
patient management

The Time-Out
The time-out is part of the WHO’s Surgical Safety Checklist and The Joint Commission’s
Universal Protocol. The time-out is a communication tool and safety check between the
anesthesia, surgical, and nursing teams.25 The time-out is conducted as a final assessment that
the correct procedure will be done at the correct site on the correct patient.22 It is optimal for the
time-out to occur prior to induction of anesthesia, as the patient can be involved in the
verification process.22 During the time-out, team members suspend all non-critical activities and
are actively engaged in the process.22,50
Facilities have taken innovative approaches to pre-procedure verification and site markings.
Warren et al. describe a verification process that incorporates self-adhesive disposable
radioplaque stickers, distinguishing laterality, in order for site verification to occur both visually
and by radiologic imaging for endoscopic urologic procedures.51 Knight et al. describe a
process that incorporates an anatomic marking form, engaging the patient from the time the
decision is made to pursue surgery in confirmation of the surgical site, into their pre-procedure
verification procedure.52
6 of 13
American Association of Nurse Anesthetists | 222 South Prospect Ave | Park Ridge, Illinois 60068-4001 | AANA.com
Professional Practice Division l 847-655-8870 l practice@aana.com

The site mark should be visible in the prepped and draped field during the time-out.50 Clinicians
should be actively engaged and communicating relevant information, rather than passively
listening.50 The procedure should not start until all questions, uncertainties and concerns are
addressed to the satisfaction of all team members.25,50 Verbally verified information should be
consistent with documentation.50 The Joint Commission indicates that when the patient has two
or more procedures, “if the person performing the procedure changes, another time-out needs
to be performed before starting each procedure.”53

Transfer of Care
Transfer of patient care between healthcare providers is a critical time for the exchange of
essential patient information. Communication failures are among the top causes of sentinel
events.54 A standardized model to teach and monitor verbal and written patient handoff
competencies can help establish a shared common language for patient handoff
communications across provider types, practice settings, and handoff types.55
Standard VII of the Standards for Nurse Anesthesia Practice indicates that CRNAs “evaluate the
patient’s status and determine when it is safe to transfer the responsibility of care. Accurately
report the patient’s condition, including all essential information, and transfer the responsibility of
care to another qualified healthcare provider in a manner that assures continuity of care and
patient safety.”56
Anesthesia professional involvement in the transfer of care can aid in minimizing postoperative
errors.44,57,58 Prior to the transfer of care from the procedural setting, anesthesia professionals
should review the key concerns for the recovery and management of the patient.20 Best
practice elements for an effective transfer of care should include:57,59
•
•
•
•

Two-way verbal exchange, preferably face-to-face, in which the transferring and
receiving qualified healthcare providers are actively engaged;
A nonhierarchical culture of open communication;
A location free of distractions and interruptions;
Development of and adherence to facility policy, which may define expectations for
transfer of care and professional accountability.

Checklists and mnemonics are valuable tools that may be used during a patient handoff
between clinicians to aid in the identification of important steps and provide a structured process
to follow. SBAR (Situation, Background, Assessment, Recommendation) is cited most
frequently in the literature as a handoff mnemonic.60 SBAR facilities standardized
communication between clinicians and supports accurate information exchange.61 It allows
clinicians to have common expectations related to what is to be communicated and how the
communication is structured.62 The SBAR communication expectations are:62
Situation (concise statement of the problem)
Background (pertinent and brief information related to the situation)
Assessment (analysis and considerations of options)
Recommendation (action requested/recommended)
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Wright describes the PATIENT checklist tool, developed to help foster communication and
appropriate reporting during the patient transfer process.63 The mnemonic guides providers to
address the following information:63
Patient (preoperative assessment and current condition) and Positioning
Airway (level of difficulty, current management), Antibiotics, Allergies, and type of
Anesthetic
Temperature (including type of monitoring and warming and/or cooling adjuncts)
Intravenous (including type of access, invasive lines, infusions, blood products) and Intake
and output
End-tidal carbon dioxide (including ventilator parameters such as respiratory rate, peak
inspiratory pressure, oxygenation, and ventilation mode)
Narcotics (including those administered as well as those that the oncoming anesthesia
professional is responsible for reconciling)
Twitches (including type of neuromuscular monitoring and degree of paralysis)
In a systematic review of available handoff mnemonics, Riesenberg et al. describe other
effective patient handoff tools which include: AIDET, ANTICipate, ASHICE, CUBAN, DeMIST,
GRRRR, HANDOFFS, I PASS the BATON, Just Go NUTS, MIST, PACE, PEDIATRIC, I-SBAR,
SBARR, SBAR-T, SHARED, SHARQ, SIGNOUT, SOAP, STICC, 4 P’s, 5 P’s (version 1), and 5
P’s (version 2).60 These tools range across specialties (e.g., anesthesia, emergency medicine,
perioperative nursing, residents, and transporters). With the availability of so many tools,
communication between facility clinicians is key in providing a consistent, concise, and effective
patient transfer of care report within the selected framework.
Patient transfer of care can be supported by information technology.64 Vawdrey et al. describe
the development, integration, and implementation of a Patient Handoff Application into a
commercial electronic medical record system. After overcoming the challenges of system
integration and meeting the needs of numerous specialties and facility sites, their efforts
resulted in increased collaboration, time savings, improved medication management,
documentation, and the ability to created formatted generalized reports.64
As noted previously, executive leadership has an impact on the safety culture of a facility.
Richter et al. conducted a Hospital Survey on Patient Safety Culture and analyzed results from
1,052 hospitals’ perceptions about organizational factors that influence patient safety.65 The
authors found that perceptions of staffing and management support for patient safety were
significantly associated with perceived successful handoffs for both management and clinical
staff. Richter et al. conclude that facilities should strive to improve communication across units
to support successful handoffs.65

Regional Anesthesia and Vascular Catheter Insertion
Regional anesthesia and pain management procedures should undergo a pre-procedure
verification process.19,66-68 The American Society of Regional Anesthesia and Pain Medicine
(ASRA) recommends site marking as part of a regional block pre-procedural checklist.68 ASRA
recommends that a time out be performed before needle insertion for each new block site if the
position is changed or separated in time or performed by another team.68
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Anesthesia professionals may see the patient prior to the beginning of the surgical procedure to
place a vascular catheter or a regional anesthetic. Facilities are encouraged to address site
marking and verification related to the placement and management of vascular catheters and
nerve blocks prior to surgery.

Continuous Quality Improvement
As healthcare evolves, the delivery of patient-centered quality care continues to be at the
forefront. Quality improvement methodologies, such as Continuous Quality Improvement (CQI),
Six Sigma, Lean, Total Quality Management (TQM), Plan-Do-Study-Act (PDSA), and Statistical
Process Control (SPC), which originated from the manufacturing industry, can be applied to the
healthcare and surgical setting.69 Facilities that have implemented quality improvement
strategies provide added value to the patient, streamline processes, increase operating room
efficiency, reduce infection rates, and reduce costs.69
Integrating Lean principles into facility operations is one approach that has proven effective as
facilities move towards greater emphasis on continuous quality improvement.70 Principles of
Lean include:70
•
•
•
•
•
•

Embracing a culture of continuous improvement;
Improving healthcare value for patients;
Uniting staff for a common purpose with set priorities;
Supporting front-line workers to drive innovation and change;
Displaying performance metrics in a transparent format;
Creating and continually innovating to improve a standard process.

A safety culture learns from near misses and adverse events as part of a continuous quality
improvement process. Facilities may adopt various evaluation strategies to proactively and
retrospectively monitor and review incidents or adverse events. For example, failure mode
effect analysis is a proactive risk management strategy for potential error identification and
reduction.71 PDSA, also called Plan-Do-Check-Act (PDCA), is a four-step model for
implementing change. The cycle includes: (1) defining a purpose and setting clear, measurable
goals; (2) implementing the plan; (3) monitoring the outcomes, whether successes or problems;
and (4) integrating the lessons learned into the process. The steps continue to be repeated as
part of a continuous quality improvement effort.72 If an adverse event or incident occurs,
facilities should use a retrospective analysis technique, such as root-cause analysis, to conduct
an objective evaluation of the factors that lead to the error.73 To add value, provide expertise,
and enhance the quality of care delivered to patients, CRNAs should participate in ongoing
quality improvement initiatives within their facilities.

Conclusion
An organization’s mission, service lines, healthcare provider mix, and unique patient population
may influence the choice and implementation methods of the practices described above.
CRNAs are patient advocates, supporting the safety and well-being of the patients under their
care.74 CRNAs should be active participants in the entire pre-surgical verification process (e.g.,
preoperative briefings, time-outs), conduct structured transfers of care, and encourage a culture
of open communication among all healthcare team members to foster safe surgical and
anesthesia care.
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