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timeout from prior to P&D to just prior to incision
would be a simple solution, flow mapping the
complete timeout process identified significant risk
of wrong site or wrong patient surgery with this
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Where: Completed in the OR.

* The multidisciplinary perioperative Ql team at our
free-standing, quaternary care, academic pediatric
hospital led the development of a new timeout
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* An enhanced pediatric universal protocol, which S reemsiraens e I = 5 peestese * This risk was exacerbated by the small body size of
included a new component called the safety stop T (e e e T pediatric patients being obscured by draping on a
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was created. The safety stop occurred just prior to EVERYONE MUST STOP & ACTIVELY PARTICIPATE typical OR table.
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just prior to incision, aligning with WHO
recommendations.

* After electronic correspondence and several
perioperative leadership meetings, the enhanced
pediatric universal protocol was initiated.
Compliance audits were performed to
demonstrate comprehensive adoption.
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For further information, please contact:
Tom Caruso at tjcaruso@Stanford.edu




