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S ix critical components of 
surgical safety have been 
identified by Calvin C. Kuo, 

MD, and William J. Robb III, MD. 
These ‘Critical Cs of Surgical Safe-
ty’ include the following:
•	 Consent—accurate and timely 

informed surgical consent
•	 Confirmation—timely and cor-

rect surgical patient/site/proce-
dure identification

•	 Communication—effective, 
transparent patient and surgical 
team communication 

•	 Consistency—regular use of 
standardized, validated evidence 
and/or consensus-based surgical 
processes such as checklists

•	 Concentration—focused patient, 
surgeon, and surgical team inter-
actions without distractions

•	 Collection—timely and system-
atic safety data accumulation 
and analysis
If followed, these six critical Cs 

can minimize surgical harm. In 
previous articles, the AAOS Patient 

Safety Committee has addressed 
consent and concentration; this ar-
ticle addresses confirmation. 

Confirm the patient
It all starts with having the correct 
patient. According to data from the 
Joint Commission (2006), 17 per-
cent of wrong-site surgeries were 
surgeries performed on the wrong 
patient. 

Every physician has had the ex-
perience of calling a patient from 
the reception area and the wrong 
patient answers the call to the 
exam room. Whether it’s a lan-
guage barrier, hearing impairment, 
or similar names, this happens. 
Sometimes the wrong patient is 
sent for a radiograph, which entails 
some risk and inconvenience. Even 
with electronic medical records, 
information and scanned consent 
forms may inadvertently be placed 
in the wrong patient’s record. 

Read backs using two identi-
fiers (eg, name and birth date or 

medical record number) can help 
mitigate this situation. When the 
patient rises to enter the exam 
room or to get a medical record, 
the medical assistant or healthcare 
provider can read the patient’s 
name and birth date, confirming 
that the patient who is present is 
the correct patient. 

In the operating room
Operating on the wrong patient 
can be eliminated by taking time 
to confirm that the patient on the 
table is the correct patient. Any 
orthopaedic surgeon who works 
in an efficient operating room has 
had the experience of scrubbing for 
surgery and walking into a room 
to find the patient already draped. 
Perhaps all that is visible is an arm 
or a leg. If the order of cases has 
changed, if the surgeon is other-
wise unprepared, or if a mix-up in 
paperwork or equipment has oc-
curred, an error can be made. 

According to the World Health 

Organization’s Surgical Safety 
Checklist, patient identification is 
the first part of both the sign-in 
and the time-out after team intro-
ductions. A helpful strategy may 
be to use identification bands that 
cannot be removed and that the 
patient wears until he or she leaves 
the hospital. 

The Canadian Orthopaedic As-
sociation introduced the “operate 
through your initials” initiative in 
1994, instructing orthopaedic sur-
geons to mark the incision site with 
their initials so that they would 
have to cut through them to do the 
surgery. In this way the ink acts as 
a bull’s-eye, drawing the surgeon’s 
attention to the correct surgical 
site. The corresponding campaign 
by the AAOS is “Sign your site.” 

Unfortunately, not all orthopae-
dic surgeons readily adopted these 
measures. Some had unfounded 

Confirm Before You Cut
For surgical safety, confirmation is key
● DaviD C. Ring, MD, PhD

In this feature, AAOS Now 
publishes a series of images, 
challenging readers to diagnose 
the condition depicted. 

This month’s challenge was submitted by 
Letha Y. Griffin, MD, of Atlanta, Ga. 
Dr. Griffin reports that the patient, a 

42-year-old woman, had a history of being 
unable to bend or extend her right knee after 
squatting. The patient also reported feeling 
something slip inside her joint. She had no 
prior history of an injury to the knee.  

Physical examination of the right knee 
found a range of motion of 40° to 90° and 
diffuse tenderness to palpation about her 
joint. No knee instability was detected. An 

effusion was noted within the joint. Routine 
radiographs were normal. Figures show a 
sagittal MRI view (Fig. 1), a pathology slide 
(Fig. 2), and an arthroscopic view (Fig. 3).

What’s your diagnosis?   

Find the answer to this month’s challenge on  
page 26. 

 Do you have a challenging case you’d like 
to submit for publication? E-mail a short case 
description and any accompanying images to  
aaoscomm@aaos.org

Fig. 2  Pathology slide view

What’s Your Diagnosis?
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Fig. 1  Sagittal MRi view of the right knee Fig. 3  arthroscopic view of the right knee
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