
DISCUSSION

• Compliance with addressing all aspects of the 

time out was initially 100% using in-person 

audits. 

• Following implementation of the video audit 

system, the compliance rate fell to 33% which 

indicated observational bias had created 

unreliable audits in the past. 

• After introduction of new boards, audits 

revealed a 50% initial compliance with all 

elements of the time out; a high of 80% was 

reached within 2 months

NEXT STEPS

• Care providers have been provided with 

ongoing direct feedback regarding compliance.

• Ongoing education and use of the video 

auditing system should demonstrate continued 

improvements 

• The organization continues to solicit feedback to 

practice continuous performance improvement.

• Through video audits, our team has noticed a 

shift in communication that brings perioperative 

nurses a greater voice and engagement in the 

time out process.

INTRODUCTION / BACKGROUND

A multidisciplinary team of perioperative 

nurses, surgeons, anesthesia care providers, 

and hospital leadership came together at our 

Level 1 Trauma Center to evaluate and revise 

our process for surgical time outs. 

PURPOSE

Revisions to the time out board were deemed 

appropriate to improve communication, and 

positively affect patient safety.

IMPLEMENTATION

• A video system was introduced in the 

operating suites to conduct audits of the 

time out process. 

• Using guidelines from the Joint

Commission, AORN, and a literature 

review, the team revised and presented a 

board to be used as a tool to improve 

compliance in surgical time outs. 

• The board was displayed in the OR.

Perioperative nurses, surgical

technologists, surgeons, and anesthesia 

care providers were given opportunity to 

provide feedback.

• Roll out of the board consisted of education 

presentations, including a demonstration 

video for all involved role groups and two 

weeks of at-the-elbow training by nursing 

leadership in the OR. 
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