
Overview: UP.01.01.01: Conduct a preprocedure verification process. 
 
The preprocedure verification is an ongoing process of information gathering and confirmation. The 
purpose of the preprocedure verification process is to make sure that all relevant documents and 
related information or equipment are:  
 Available prior to the start of the procedure 
 Correctly identified, labeled, and matched to the patient’s identifiers 
 Reviewed and are consistent with the patient’s expectations and with the team’s understanding of 

the intended patient, procedure, and site. 
 
Preprocedure verification may occur at more than one time and place before the procedure. It is up to 
the hospital to decide when this information is collected and by which team member, but it is best to 
do it when the patient can be involved. Possibilities include the following: 
 When the procedure is scheduled 
 At the time of preadmission testing and assessment 
 At the time of admission or entry into the facility for a procedure 
 Before the patient leaves the preprocedure area or enters the procedure room. 
 
Missing information or discrepancies are addressed before starting the procedure. 
 
Why this standard is important to patient safety 
Evidence indicates that procedures that place the patient at the most risk include those that involve 
general anesthesia or deep sedation. Multiple complementary strategies are necessary to achieve the 
goal of always conducting the correct procedure on the correct person, at the correct site. Active 
involvement and use of effective methods to improve communication among all members of the 
procedure team are important for success.  
 
Elements of Performance: 
1. Implement a preprocedure process to verify the correct procedure, for the correct patient, at the 

correct site. 
Note: The patient is involved in the verification process when possible. 

2. Identify the items that must be available for the procedure and use a standardized list to verify 
their availability. At a minimum, these items include the following:  
 Relevant documentation (for example, history and physical, signed procedure consent form, 

nursing assessment, and preanesthesia assessment) 
 Labeled diagnostic and radiology test results (for example, radiology images and scans, or 

pathology and biopsy reports) that are properly displayed 
 Any required blood products, implants, devices, and/or special equipment for the procedure 

Note: The expectation of this element of performance is that the standardized list is available 
and is used consistently during the preprocedure verification. It is not necessary to document 
that the standardized list was used for each patient. 

3. Match the items that are to be available in the procedure area to the patient. 


