
 
Patient Anesthesia Time Out: Procedure

Patient out Anesthesia Procedure

 Patient Identification: Verbal ID Band Verification of Operative Consent by Circulating RN
Pre-Op Assessment reviewed by Circulating RN Pre-Op Checklist completed by Circulating RN
H & P reviewed by Circulating RN Pre-Op Antibiotic:  

Circulating RN Time: Started:

Completed:

 WOUND CLASS 1 (clean) 2 (clean / contaminated)   3 (contaminated) 4 (infected)
 

 ANESTHESIA General Spinal MAC   Local / Block Conscious Sedation

BP & Pulse monitored by ______________, RN   O2 Saturation & EKG monitored by ______________, RN

 LEVEL OF CONSCIOUSNESS Alert Oriented Disoriented   Drowsy / Sedated Unconscious

 Other: ________________________________________________________________________________________ 
 

 EMOTIONAL STATUS Calm  Cooperative  Nervous Agitated Crying

 PHYSICAL / SENSORY DISABILITIES  None Other:____________________________________________________ 
 ALLERGIES None  Other (specify) :___________________________________________________________________ 
 NPO AFTER MIDNIGHT Yes  No (specify) :_____________________________________________________________________ 

   Fluids: ________________________________________________ Solids: _______________________________________________ 
 SKIN CONDITION Intact where seen Warm Cool Dry Diaphoretic Pale

Pink Flushed  Other:___________________________________________________________________ 
 

 PROSTHETIC DEVICES None  Other (specify) :___________________________________________________________________ 
 DISEASE HISTORY None  Other (specify) :___________________________________________________________________ 

:__________________________________________________________________________________________________________________ 

 PRE-OPERATIVE DIAGNOSIS: :__________________________________________________________________________________________________________________ 

:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

 OPERATIVE PROCEDURES: :__________________________________________________________________________________________________________________ 

:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

 POST-OPERATIVE DIAGNOSIS: :__________________________________________________________________________________________________________________ 

:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

Anesthesia Provider: Assistant:

Other Personnel: Other Personnel:
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TIME Antibiotic

Antibiotic Name

Surgeon: Surgeon:

Peri-Operative Record_OR

PERI-OPERATIVE RECORD

Date:

Suite #:
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in Room:

of Room:

Start:

Finish:

Start:

Finish:

Signature:

AFFIX PATIENT INFO LABEL HERE

Patient Name_______________________  MR#_____________



 
     IN OUT        IN OUT        IN OUT        IN OUT   

 GOAL Patient demonstrates decreased anxiety.
 

 PLAN / IMPLEMENTATION Minimize noxious stimuli Describe peri-operative events
Give clear, concise explanations  Remain with Patient during induction

 OTHER & COMMENTS :__________________________________________________________________________________________________________________ 
 EVALUATION Patient remains calm during induction and / or procedures:  

Yes  No (explain) :___________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

 

 GOAL Patient is free from injury related to position, chemical, physical, thermal & electrical hazards:  Patient's skin remains intact.
 

 PLAN / IMPLEMENTATION Positioned by: ________________________________________________________________________________ 
 POSITION Supine Prone  Jackknife       Right Lateral  Left Lateral  Lithotomy       Semifowlers

Other: _____________________________________________________________________________________________________  
 

 ARMS SECURED   Right Padded armboard / less than 90°       Tucked at side Other: ______________________________________________ 
    Left Padded armboard / less than 90°       Tucked at side Other: ______________________________________________  

 POSITIONING DEVICES Safety strap over thighs       Donut under head Foam support under head       Pillow under head
Axillary roll     Right:___   Left:___ Foam Pads: ______________________________________________ 

Pressure Areas Stirrups Toboggan          Chest Rolls Kidney Braces       Hand Table
   noted after  positioning Orthopedic positioning device: _____________________________________________________________________ 
   ____________________ Neurologic positioning device: _____________________________________________________________________ 
   ____________________ Comments: __________________________________________________________________________________________ 
 CAUTERY Monopolar #:_________  Bipolar #:___________       Grounding pad placement ______________ by  ______________, RN

None Other Cautery type: _____________________________________________  # _____________________________ 
   
 TOURNIQUET None Yes Site :________________ Pressure______mmHg Inflate Right ________ Deflate Right ___________ 

Applied By: _________________________________ Inflate Left _________ Deflate Left ___________ 
 

 BAIR HUGGER None Monitored by Anesthesia Heating Unit #____________  Temperature ________________________________ 
 TED STOCKINGS None Thigh-high Knee-high Arrived with Stockings

 SEQUENTIAL COMPRESSION None Thigh-high Knee-high Max Pressure 35-55 mmHg   Unit #___________ 

 RADIOLOGY None X-Ray Fluoroscopy Shields for Patient / Staff 

 Pathology  Cytology
 Microbiology

 Instruments
 Sponges
 Sharps

RN Initials: Time: RN Initials: Time: RN Initials: Time:

 In incorrect count, action taken: _________________________________________________________________________________________________ 
 Evaluation:  Patient remains free from injury Free from injury Injury ____________________________________________________   
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SPECIMENS NO YES SITESITE SPECIMENS NO YES

PERI-OPERATIVE RECORD
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TITLE TITLECIRCULATING NURSES  (Signature)

POTENTIAL FOR INJURY RELATED TO THE OPERATING ROOM ENVIRONMENT

SCRUB NURSES

POTENTIAL FOR ANXIETY RELATED TO KNOWLEDGE OF DEFICIT

CAVITY CLOSURE SKIN CLOSURE / FINAL
incorrect not required

COUNTS

Peri-Operative Record_OR

correct incorrect not required correct incorrect not required correct
PRE - OP

AFFIX PATIENT INFO LABEL HERE

Patient Name_______________________  MR#_____________



 

 GOAL Patient remains free of infection related to surgical intervention.
 

 PLAN / IMPLEMENTATION Maintain asepis of the surgical environment  
 SOLUTIONS None Betadine Scrub Betadine Paint Hibiclens Technicare Duraprep  

Gelprep Other ___________________________________________________________________________________________________________ 
 AREA SHAVED None Other _____________________________________ by ___________________________________________________________________ 
 PACKING None Type __________________________________________________________Location __________________________________________________ 
 DRESSINGS Xeroform Steri-Strips 4 x 4s Fluffs ABD   Webril / Softroll Ace Wrap

Post-Op Shoe Sling Cast / Splint ________________________________________________________________ 
Other __________________________________________________________________________________________________ 

 DRAINS None Type __________________________________________________________Location __________________________________________________ 
 FOLEY CATHETER None Straight Catheter ____________ Fr. Foley ____________ Fr. ___________ Balloon

    Inserted by __________________  Color _________  Amount _________ Foley removed in OR: Yes

 BLOOD LOSS    EBL _______________________________________ Blood Products given: No Yes  (see Anesthesia Record )

 IMPLANTS:     Include manufacturer, serial number, lot number, size & location.

Additional Implants listed on Progress Notes

 COMMENTS: :__________________________________________________________________________________________________________________ 

:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

 EVALUATION:     Aseptic technique is maintained to prevent infection? Yes No Explain :__________________________________________________________________________________________________________________ 

:__________________________________________________________________________________________________________________ 
:__________________________________________________________________________________________________________________ 

 PATIENT DISCHARGED TO PACU Phase II Other ________________________________________________________________ 

 TRANSPORT Stretcher / side rails UP Bed / side rails UP Chair / Wheelchair  Ambulatory
O2 ___________ Liters Other ___________________________________________________________________ 

   All infusion Lines & Monitors Intact: Yes N/A

 ACCOMPANIED TO PACU BY MD RN Anesthesia Provider Other ___________________________________________________________________ 
 STATUS Awake Alert Drowsy Agitated   Intubated Other ___________________________________________________________________ 
 REPORT GIVEN TO

 __________________________________________  _____________________________________________________________________, RN  _____________________ 
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POTENTIAL FOR FLUID IMBALANCE RELATED TO SURGICAL INTERVENTION

POTENTIAL FOR INFECTION RELATED TO SURGICAL INTERVENTION

PERI-OPERATIVE RECORD
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DISCHARGE

INITIALSTIMEMEDICATION / IRRIGATION / SITE

ByPrint Time

AFFIX PATIENT INFO LABEL HERE

Patient Name_______________________  MR#_____________

No


