Child Health Patient Safety Organization®

Stay aware of these known risks to avoid preventable harm.

Wrong-site frenulum
procedural interventions

From 1997 to 2012, frenulum procedural interventions increased 866%.
These procedures require difficult tissue marking in the oral cavity and high
precision. In addition, safety events are more likely to occur when a patient
undergoes multiple procedures in which one or several sites are difficult to
mark. These factors, along with the significant rise in frenulum procedures,
cause a high risk of wrong-site procedures.

Harm Range

No detectable harm to
moderate temporary harm.

Causes
From 1997 to

2012, frenulum

Common causes include:
+ Relying on memory of the correct surgical site instead of a verbal and
visual reminder. proce d ura |

+ Lacking vital components or team members in pre-operative time-outs,

leading to insufficient communication and verification of the correct Interventions

rocedure or site. :
P increased
+ Using generic procedural names during the scheduling process and on
consent forms, causing confusion in anatomical site and procedure.
+ Completing more than one procedure during the surgery without additional 8 6 6 o/o

verification and team consensus of procedural details.

+ Unclear communication during the family procedure review in the
pre-operative period.

Harm D D
Performing interventions on the wrong site has led to repeat visits to the D

operating room and prolonged anesthesia requirements. These safety events
may cause increased operating room time, resources, and costs.
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Wrong-site frenulum

procedural interventions

Immediate Recommendations

+ Encourage use of detailed procedural names in surgery scheduling practices.

+ Ensure consent verbiage includes precise anatomic location of procedure
and require use of electronic consents to confirm essential fields are
completed.

« Standardize a clear and thorough verification process with the family

Find solutions

Members can find
detailed prevention
plans in Child Health
PSO’s Riskonnect
Action Plan

pre-operatively on the day of surgery. .
o ‘ . . ‘ repository where
« Utilize diagrams or visual aids for difficult-to-mark sites. ; , )

children’s hospitals

share deidentified
mitigation processes

+ Implement a brief but robust and standardized time-out once the patient is
correctly positioned for the operation. Include key stakeholders, review the
consent and procedures, and communicate new or essential information,
including any “add on” procedures. Initiate separate intraoperative timeouts
before each additional procedure.

for various issues.

Resources

« Wrong-Site Surgeries/Procedures Safety Alert
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Over 55 children’s hospitals
are actively engaged with
Child Health PSO, and we
are currently enrolling new
members. Join the only
PSO solely dedicated to
children’s hospitals.

Data for the Safety Watch is compiled from Child Health PSO safety analysis.

This safety watch is approved for general distribution to improve pediatric safety and reduce patient harm. This safety
watch meets the standards of non-identification in accordance with 3.212 of the Patient Safety Quality Improvement Act
(PSQIA) and is a permissible disclosure by Child Health PSO. In accordance with our Terms of Use and Code of Conduct,
this material cannot be used for any commercial transactions that are unrelated to the original intent of Child Health
PSO Patient Safety Action watch.
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