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T he following template and samples are provided 
to assist the health care organization in creating 
policies and procedures for the perioperative 

practice setting that incorporate AORN recommended 
practices. The template includes a suggested policy for-
mat and an explanation of the intended content of each 
section. Also included are two policy and procedure 
samples: “Verification of correct site, correct procedure, 
and correct patient,” and “Fire safety,” which has been 
revised for this 2013 edition.

These documents are copyrighted by AORN, but 
they may be used as-is or customized to the practice 
setting. They are excerpted from an AORN companion 

product, Policy and Procedure Templates, 3rd edition, 
which is a CD that contains a collection of sample poli-
cies and procedures based on AORN recommended 
practices that were published in the past few years. 
The third edition of the CD is scheduled for publica-
tion in February 2013 and will feature 15 new policy 
and procedure documents, formatted in Word®, that 
are fully customizable by the user to suit any perioper-
ative work setting.

Editor’s note: Word is a registered trademark of Micro-
soft Corp, Redmond, WA.

Policy and Procedure Templates for  
Use with Recommended Practices
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Coming February 2013, this CD will include 
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Latex Safety
Medication Administration 
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Policies and Procedures

[Insert PolIcy and Procedure tItle]
[Insert facility name or a header]

ADMINISTRATIVE APPROVAL

Insert the publication history of the document and the signature(s) of the perioperative personnel who are 
responsible for the policy and procedure (eg, educator, manager, director, vice president of nursing; also may 
include the responsible physician) in accordance with health care organizational policy.

Date Created: __________________________________________________________________________________________

Last Date Revised: ______________________________________________________________________________________

Last Date Reviewed: ____________________________________________________________________________________

Date of Next Review: ___________________________________________________________________________________

Approval signature(s) with title and date of signature:

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

Purpose

The purpose statement is the intention of the policy. It is a concise summary with brief highlights. The purpose 
statement may be based on Perioperative Nursing Data Set (PNDS) outcome statements or on the purpose state-
ment of the recommended practice(s) related to the policy and procedure. 

Insert a brief purpose statement.

Policy

The policy is a statement describing activities that must be completed, including requirements from regulatory 
and accrediting agencies. Recommendations or intervention statements from the recommended practices may 
be used as policy statements. The recommendations are signified by a Roman numeral (eg, I, II, III) in bold font, 
whereas the intervention statements are signified by a Roman numeral followed by a letter (eg, I.a., I.b., I.c.). 
The “should” statements in the recommended practice may be changed to “must” or “will,” and several recom-
mendations may be grouped into one policy statement. 

Insert a policy statement followed by recommendations or interventions. For example:

It is the policy of [insert name of facility] that:

Page 1 of 2
[Insert last-modified date and team member initials]
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Procedure Interventions

The procedure consists of statements describing the sequence of steps necessary to accomplish the purpose of 
the policy. Intervention statements or activity statements from the recommended practice may be used as steps 
in the procedure. The intervention statements are signified by a Roman numeral followed by a letter (eg, I.a., 
I.b., I.c.). The activity statements are signified by a Roman numeral followed by a letter followed by an Arabic 
numeral (eg, I.a.1., I.a.2., I.a.3.). The “should” statements in the recommended practice may be changed to 
“must” or “will” or may be converted into action statements. If the intervention cannot be delegated, the proce-
dure statements may include a reference to the title of the team member required to complete the intervention 
(eg, “The perioperative RN assesses the patient”). If the task may be delegated, the procedure may be described 
in an action statement (eg, “Remove all contaminated supplies from the OR”). 

Insert the specific sequence of steps required to achieve the purpose and the policy.

Page 2 of 2
[Insert last-modified date and team member initials]

[Insert PolIcy and Procedure tItle]
[Insert facility name or a header]

Documentation

The documentation section of the recommended practice may be used to assist in determining the facility’s 
baseline for documentation.

Insert documentation requirements, where to document this information on the health care record, and the team 
member responsible for the documentation.

Competency

The competency section of the recommended practice may be used to assist in determining the facility’s base-
line competencies.

Insert a statement regarding the education and competency validation activities that the facility deem necessary 
for perioperative personnel to successfully perform the steps in this policy and procedure.

Glossary

The glossary section of the recommended practice may be used as a guideline for determining the definitions 
used in the policy and procedure.

Insert the definitions of any words or phrases that have new or unfamiliar use in this policy and procedure.

References

Suggested references may include the most current edition of the AORN Perioperative Standards and Recom-
mended Practices.

Insert a list of references used to compile the policy and procedure, using a format chosen by the facility.
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VerIfIcatIon of correct sIte, correct Procedure, and correct PatIent 

ADMINISTRATIVE APPROVAL

Date Created: __________________________________________________________________________________________

Last Date Revised: ______________________________________________________________________________________

Last Date Reviewed: ____________________________________________________________________________________

Date of Next Review: ___________________________________________________________________________________

Approval signature(s) with title and date of signature:

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

Purpose
To provide steps to assist in minimizing avoidable risks during operative or other invasive procedures. The 
expected outcome is that the patient’s procedure is performed on the correct site, side, and level.

Page 1 of 4
[Insert last-modified date and team member initials]

Policy
It is the policy of [insert name of facility] that the following steps must be completed before every operative or 
other invasive procedure. This policy must be followed for all operative or other invasive procedures throughout 
the facility.

• In the preprocedure/preoperative area, a confirmation of the correct site, procedure, and patient must occur.
• In the preprocedure/preoperative area, the patient must be involved whenever possible. If the patient is 

unable to participate, a designated caregiver must participate.
• All patients who undergo an operative or other invasive procedure involving laterality, multiple structures 

(eg, fingers and toes), or multiple levels (eg, spinal surgery) must have their surgical site marked.
• If a patient refuses site marking, the patient’s physician will review the rationale for site marking and the 

implications for refusing site marking.
• A licensed independent practitioner or other provider who is privileged or permitted to perform the 

intended operative or other invasive procedure [determined by facility] and is ultimately accountable for 
the procedure and will be present when the procedure is performed will mark the procedure/surgical site 
before the patient enters the procedure/OR unless the anatomical site is technically or anatomically impos-
sible or impractical to mark (eg, mucous membranes), or when bilateral structures are removed (eg, tonsils, 
ovaries).

• All questions or concerns must be resolved before the operative or other invasive procedure begins. All 
team members and, if possible, the patient must agree on resolution of the identified question or concern.

• A time out will be performed before all operative or other invasive procedures, including those not requir-
ing site marking.

• Two patient identifiers [determined by facility] will be used to verify a patient’s identity (eg, full name, 
date of birth). A patient room number will not be used as an identifier.

• If treatment (eg, regional anesthesia or medication administration (eg, eye drops) must be performed before 
the site has been marked (in the preprocedure/preoperative area), the patient verification process as out-
lined above must be followed.

[Insert facility name or a header]
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Page 2 of 4
[Insert last-modified date and team member initials]

VerIfIcatIon of correct sIte, correct Procedure, and correct PatIent

• Site marking is not required when the individual performing the operative or other invasive procedure is 
continuously with the patient from the time of the decision to perform the procedure to the performance of 
the procedure.

• Site marking may be waived in a life-threatening emergency at the discretion of the operating physician, 
but a time out will be conducted unless there is more risk than benefit for the patient.

Procedure Interventions
• Scheduling and preadmission testing

Obtain the following information when scheduling an operative or other invasive procedure:
• correct spelling of the patient’s full name;
• patient’s date of birth;
• procedure to be performed;
• physician’s name; and
• implants required, if applicable.

Write out fully on the procedure/OR schedule and on all relevant documentation (eg, consents) the 
words “right,” “left,” or “bilateral” for scheduled procedures that involve anatomical sites that have 
laterality.

• Preprocedure/preoperative verification
The RN or other health care provider (eg, radiographer, phlebotomist, respiratory therapist) will

verify the patient’s identity using at least two identifiers (eg, full name, date of birth) [determined by 
facility];
verify the scheduled operative or other invasive procedure as stated by the patient and compare to the 
posted schedule, consents, radiographic films, site mark (if applicable), and any other information in 
the medical record [determined by facility];
involve the patient in the process, to the fullest extent possible, with verbal and visual responses (eg, 
stating name and pointing to correct site location);
use a designated caregiver or interpreter [determined by facility] to complete the identifiers and verify 
the site mark if the patient is a minor, incompetent, sedated, a trauma/emergency victim, or does not 
speak English; and
clarify any discrepancies in data with the physician.

• Marking the surgical site
Use a sufficiently permanent marker.
The mark may be placed on the day of the operative or other invasive procedure or before as long as the 
mark is visible at the time of the procedure.
Before marking the site, verify the patient’s identity, consent, medical record data, and any other infor-
mation [determined by facility], including radiographs and history and physical, as applicable, to con-
firm accuracy.
Ask the patient or designated caregiver [determined by facility] to state the procedure and site and side 
of surgery and have the patient provide visual responses if appropriate, such as pointing.
The site is to be marked at or adjacent to the incision site at a location that will be visible after the 
patient is prepped and draped.
The person marking the site will use his or her initials for the mark.
Spine surgery requires a two-stage marking process.

• Preoperatively, the person doing the marking does so on the patient’s skin at the level of the proce-
dure (eg, cervical, thoracic, lumbar). The skin mark indicates anterior vs. posterior and right vs. left.

• Intraoperatively, x-rays with immovable markers will be used to determine exact location and level 
of surgery. The operating physician will review the x-rays for confirmation.

For procedures involving laterality of organs where the incision or approach may be from the midline 
or from a natural orifice, the site is marked and the laterality noted using one of the alternative methods 
listed below. The person doing the marking does not

• place the skin mark on an open wound or lesion or

[Insert facility name or a header]
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• mark nonoperative site(s) unless medically indicated (eg, pedal pulse markings, no blood pressure 
cuff).

If the patient refuses site marking, the patient’s physician will review with the patient the rationale for 
site marking and the implications for refusing site marking. If the patient still refuses site marking, the 
person responsible for marking the site will use an alternative method before the case proceeds.
For sites that cannot be easily marked (eg, mucosal surfaces, perineum, premature infants, teeth extrac-
tions), or when the patient refuses site marking, alternative methods may include

• a temporary, unique wrist band that contains the patient’s name and a second identifier for the 
intended procedure and site on the side of the procedure for cases that are impossible or impracti-
cal to mark (eg, interventional procedures such as cardiac catheterization, pacemaker insertion);

• a mark at or near the insertion site that will remain visible after completion of the skin prep and 
sterile draping (eg, minimal access procedures intended to treat a lateralized internal organ); and

• documentation, dental radiographs, or dental diagrams that indicate the name and number of the 
operative tooth.

• Taking a time out
Time outs will be performed before all operative or other invasive procedures. Time outs will

cause all other activities to be suspended (unless there is a threat to patient safety) during the time out;
be initiated by a designated team member (eg, RN circulator);
involve all members of the surgical team;
confirm the following standard information:

• correct patient identity,
• correct side and site are marked,
• consent form is present and accurate,
• agreement on the procedure to be done,
• correct patient position,
• relevant images and results are properly labeled and appropriately displayed,
• antibiotics have been administered,
• the skin prep has dried,
• required blood products are available, and
• prosthesis or other implant is present, if applicable;

be performed in the location of the procedure and after the patient is prepped and draped;
be performed before each procedure if two procedures are being performed on the same patient and the 
person performing the procedure changes; and
reconcile problems if the responses among team members differ. The reconciliation process [deter-
mined by facility].

Page 3 of 4
[Insert last-modified date and team member initials]

Documentation
• A variance report will be completed if the time out does not occur or if the site is not marked (if required).
• The perioperative RN will document the patient’s inability or refusal to allow documentation and the alter-

native method used to mark the site.
• The following must be recorded:

the person marking the site, date, and time;
the time of pause (names are not required because it is assumed that all people listed on the operative 
record at the start of the procedure were present); and
any other items required by the facility.

[Insert facility name or a header]
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Page 4 of 4
[Insert last-modified date and team member initials]

Competency
The perioperative RN will be clinically competent and possess the skills necessary to verify the correct site, cor-
rect procedure, and correct patient for operative or other invasive procedures. These competencies include the 
ability to

• assess the patient;
• verify the correct site, correct patient, and correct procedure;
• mark the surgical site, if applicable;
• initiate the time out; and
• document the process.

Glossary
Time out: The pause in patient care activity immediately before starting the procedure when the surgical team 
conducts a final assessment to confirm that correct patient, site, positioning, and procedure are identified and 
that, as applicable, all relevant documents, related information, and necessary equipment are available.

References
AORN position statement: preventing wrong-patient, wrong-site, wrong-procedure events. AORN, Inc.  
http://www.aorn.org/WorkArea/DownloadAsset.aspx?id=21936. Accessed October 12, 2012.

UP.01.01.01: Conduct a preprocedure verification process. In: Joint Commission. Comprehensive Accreditation 
Manual: CAMH for Hospitals. Oakbrook Terrace, IL: Joint Commission Accreditation; 2012.

UP.01.02.01: Mark the procedure site. In: Joint Commission. Comprehensive Accreditation Manual: CAMH for 
Hospitals. Oakbrook Terrace, IL: Joint Commission Accreditation; 2012.

UP.01.03.01: A time-out is performed before the procedure. In: Joint Commission. Comprehensive Accreditation 
Manual: CAMH for Hospitals. Oakbrook Terrace, IL: Joint Commission Accreditation; 2012.

[Insert facility name or a header]

http://www.aorn.org/WorkArea/DownloadAsset.aspx?id=21936
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fIre safety

[Insert facility name or a header]

ADMINISTRATIVE APPROVAL

Date Created: __________________________________________________________________________________________

Last Date Revised: ______________________________________________________________________________________

Last Date Reviewed: ____________________________________________________________________________________

Date of Next Review: ___________________________________________________________________________________

Approval signature(s) with title and date of signature:

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

_______________________________________________________________________________________________________
Signature Title Date

Page 1 of 6
[Insert last-modified date and team member initials]

Purpose
To provide guidance to perioperative personnel in preventing fires during operative and other invasive proce-
dures and responding appropriately if a fire should occur. Fires are considered a preventable occurrence. The 
expected outcome is that the patient will be free from signs and symptoms of injury related to thermal sources.

Policy
It is the policy of [insert name of facility] that:

• All perioperative team members are responsible for preventing fires.
• All perioperative team members are responsible for participating in perioperative fire safety education and 

skills validation.
• Perioperative fire drills will occur quarterly during each shift that the perioperative areas are operational.
• A mock evacuation scenario will occur as one of the fire drills on an annual basis. 
• Annually, all members of the perioperative team must be tested on their ability to:

demonstrate fire extinguishing techniques, including the use of fire-extinguishers;
identify perioperative evacuation routes;
identify fire extinguisher locations; 
locate the medical gas panel and describe its operation and the facility-specific protocol for turning off 
medical gases in case of an emergency situation; and
identify electrical panel locations and describe the facility-specific protocol for turning off the system.

• A fire risk assessment will be performed before each operative or other invasive procedure.
• When the fire alarm sounds, personnel not directly involved in patient care must report to the location dic-

tated by the facility-specific fire protocol.
• The RN in charge at the time of a fire or fire alarm will make the decision of whether to evacuate the periop-

erative areas. The RN will make this decision in collaboration with the surgeon, anesthesia professional, 
and, if available, fire department personnel.

Procedure Interventions
The following procedures and interventions will be followed to prevent fire on or in a patient.
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[Insert facility name or a header]

Page 2 of 6
[Insert last-modified date and team member initials]

Procedures
• Surgical team members will

Survey the flammable materials that may be on or around the patient, including:
• liquids (eg, alcohol-based skin antiseptic);
• petroleum- or oil-based lubricants or ointments;
• gases (eg, oxygen, methane, anesthetic agents, alcohol vapor);
• plastics;
• paper or gauze;
• surgical drapes;
• foam positioning devices;
• adhesive or plastic tapes; and
• endotracheal tubes.

• The RN circulator will
Perform a fire risk assessment before the operative or other invasive procedure begins using the Fire 
Risk Assessment tool (see below).

• The results of the risk assessment are determined by using the code letters associated with each of 
the critical questions that have an affirmative response.

Report the fire risk assessment score to the surgical team as A, B, C, D, E, or any combination of those 
letters.
Initiate the actions associated with each of the critical questions that have an affirmative response.

Fire Risk Assessment Tool
• A: Is an alcohol-based skin antiseptic or other flammable solution being used preoperatively?

Actions:
• Use reusable or disposable sterile towels to absorb drips and excess solution during application.
• Remove materials that are saturated with the skin antiseptic agent before draping the patient.
• Wick excess solution with a sterile towel to help dry the surgical prep area completely.
• Allow flammable skin antiseptics to dry completely and fumes to dissipate before surgical drapes 

are applied or using a potential ignition source (eg, electrosurgical unit [ESU], laser).
• Conduct a skin prep time out to validate that the skin antiseptic is dry before draping the patient.
• Allow flammable solutions (eg, alcohol, collodion, tinctures) to dry completely and fumes to dissi-

pate before using a potential ignition source.

• B: Is the operative or other invasive procedure being performed above the xiphoid process or in the 
oropharynx?

Actions:
• Cover the head and facial hair near the surgical site with water-soluble gel.
• Use an adhesive incise drape between the surgical site and the oxygen source. 
• Use a laryngeal mask airway or an endotracheal tube when the patient requires supplementary oxy-

gen greater than 30% unless using the tube is contraindicated by the procedure.
• Inflate endotracheal tube cuff with tinted solutions (eg, methylene blue).
• Pack wet sponges around the back of the throat during surgical procedures involving the airway.
• Evacuate accumulated anesthetic gas using a metal suction cannula before an ignition source is 

used in or near an oxygen-enriched environment.
• Evacuate surgical smoke in small or enclosed spaces (eg, back of throat) when using electrosurgery 

or laser near the endotracheal tube.
• Suction the oropharynx deeply before using an ignition source if oxygen is used.
• Check the anesthesia circuits for possible leaks.

• C: Is open oxygen or nitrous oxide being administered?
Actions:

• Place drapes, including warming blankets with attached head drapes, over the patient’s head in a 
manner that allows the oxygen to flow freely and not accumulate under the drapes.
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• Deliver 5 to 10 L/min of medical air under the drapes to flush out excess oxygen via a second deliv-
ery system.

• Use the lowest possible concentration of oxygen that provides adequate patient oxygen saturation.
• Stop supplemental oxygen or nitrous oxide for one minute before using electrosurgery, battery-

powered, hand-held cautery units, or lasers for head, neck, or upper chest procedures.
• Turn off the flow of oxygen at the end of each procedure.

• D: Is an ESU, laser, or fiber-optic light being used?
Actions—ESU use:

• Place the ESU in a location that does not put stress on the electrical cord.
• Keep the electrical cord dry, and free of kinks, knots, and bends.
• Inspect the ESU cord prior to use and do not use if there is any evidence of breaks, nicks, or cracks 

in the outer insulation coating.
• Keep the active electrode cord free of kinks and coils during use.
• Only the person controlling the active electrode activates the ESU.
• Use the lowest possible power setting for the ESU.
• Store the active electrode in a clean, dry, non-conductive safety holster when it is not in use.
• Keep surgical drapes or linens away from the activated ESU.
• Moisten drapes (if absorbent), towels, and sponges used near the active electrode tip.
• Do not use an ignition source to enter the bowel or the trachea.
• Keep the ESU active electrode away from oxygen, nitrous oxide, or combustible anesthetic gas 

sources if possible.
• Do not activate the active electrode in the presence of flammable agents until the agents are dry and 

vapors have dissipated (eg, alcohol-based skin antiseptics, tinctures, de-fatting agents, collodion, 
petroleum-based lubricants, phenol, aerosol adhesives, uncured methyl methacrylate).

• Keep the active electrode tip clean.
• Use active electrode tips according to the manufacturer’s instructions.
• Use only active electrodes or return electrodes that are compatible with the ESU.
• Seat the active electrode tip securely into the electrosurgical hand piece.
• Do not alter the active electrode tip (eg, bending, using insulation sheaths made from flammable 

materials such as rubber catheters).
• Activate the active electrode only when it is in close proximity to the target tissue and away from 

other metal objects that could conduct heat or cause arcing.
• Inspect minimally invasive electrosurgical instruments for impaired insulation and remove from 

service if insulation is not intact.
• Use cut or blend settings instead of coagulation when possible.
• Remove the active electrode tip from the electrosurgical hand piece before discarding.
• Remove the batteries or disable the cautery tip before disposing of battery-powered, hand-held cau-

tery units.
Actions—laser use:

• Place the laser in a location that does not put stress on the electrical cord.
• Keep the electrical cord dry and free of kinks, knots, and bends.
• Inspect the laser cord prior to use and do not use if there is any evidence of breaks, nicks, or cracks 

in the outer insulation coating.
• Only the person controlling the laser beam activates the laser.
• Do not activate the laser in the presence of flammable agents until the solutions are dry and vapors 

have dissipated (eg, alcohol-based skin prep antiseptics, tinctures, de-fatting agents, collodian, 
petroleum-based lubricants, phenol, aerosol adhesives, uncured methyl methacrylate). 

• Place laser in standby mode when not in active use. 
• Use a laser-resistant endotracheal tube during upper airway procedures.
• Place wet sponges around the endotracheal tube cuff if the laser is being operated in close proxim-

ity to the endotracheal tube.
• Fill endotracheal tube cuffs with tinted solutions (eg, methylene blue) during laser procedures 

involving the patient’s airway or aerodigestive tract.
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• Keep moist sponges, towels, and drapes around the surgical site for all laser procedures.
• Keep wet towels and saline on the sterile field during all laser procedures.
• Verify that water or saline and the appropriate type of fire extinguisher are immediately available 

before using the laser.
• During perineal surgery, use moistened radiopaque sponges to cover or pack the anus.

Actions—fiber-optic light use:
• Place the light source in standby mode or turn it off when the cable is not in use.
• Inspect light cables before use and remove from service if broken light bundles are visible.
• Connect all fiber-optic light cables before activating the light source.
• Place the light source on standby when disconnecting fiber-optic light cables.
• Secure the working end (ie, the end that is inserted into the body) of the telescope or cord on a 

moist towel or away from any drapes, sponges, or other flammable materials.

• E: Are there other possible contributors?
Actions:

• Select defibrillator paddles that are the appropriate size for the patient.
• Use only manufacturer-recommended lubricants for defibrillator paddles and pads.
• Use appropriate defibrillator paddle placement allowing optimal skin contact.
• Slowly drip saline on a moving drill, burr, or saw blade.
• Place drills or saws on the mayo stand or back table when they are not in use.

Interventions
• Prevention of fire on or in equipment:

Inspect electrical cords and plugs for integrity and remove them from service if they are broken.
Check biomedical inspection stickers on equipment for currency and remove the equipment from ser-
vice if they are not current.
Keep fluids off electrical equipment (eg, ESU, laser).
Do not bypass or disable equipment safety features (eg, turning audible alarms down).
Use medical devices according to manufacturers’ instructions for use.

• Handling a fire on a patient:
Small flames or a small area

• Alert team members to the presence of the fire.
• Pour water or normal saline on the fire slowly to prevent spreading and to extinguish the fire, if it 

can be accomplished safely.
• Lay a wet towel or sponge over the flame, place one arm over the end of the towel nearest the 

patient’s head, and sweep the other arm over the towel and towards the patient’s feet.
• Lift the material used to smother the flame to vent heat.
• Remove burning material from the patient.
• Assess the surgical field for a secondary fire on the underlying drapes or towels.
• Assess the patient for injuries and report to the physician.
• Activate alarms if necessary.
• Follow the health care organization’s protocol for notifying perioperative management and adminis-

trative personnel.
Large flames or a large area

• Alert team members to the presence of the fire.
• Communicate with the anesthesia professional to stop the flow of anesthetic gases to the patient, 

and disconnect the breathing circuit from the anesthesia machine.
• If a drape is involved, remove it to the ground and roll it on itself to smother the fire.
• Avoid moving the drape into what may be an evacuation route for the people in the room.
• Assess the surgical field for a secondary fire on the underlying drapes or towels.
• Assess the patient for injury and report injuries to the physician.
• Verify the flames are extinguished and use a fire extinguisher if necessary.

Employ the PASS technique when using a fire extinguisher.
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• Pull
• Aim
• Squeeze
• Sweep

• Activate alarms if necessary.
• Follow the health care organization’s protocol for notifying perioperative management and admin-

istrative personnel.

• Handling a fire in a patient
Alert team members to the presence of the fire.
Consult with the anesthesia professional to determine the necessary actions to take to extinguish an air-
way fire.
Assist the anesthesia professional with:

• disconnecting and removing the anesthesia circuit,
• turning off the flow of oxygen,
• removing the endotracheal tube and any segments of the burned tube that remain in the airway,
• pouring saline or water into the airway if instructed,
• re-establishing the airway, and
• examining the airway.

Assess the surgical field for a secondary fire on the underlying drapes or towels.
Assess the patient for injury and report injuries to the physician.
Activate alarms if necessary.
Follow the health care organization’s protocol for notifying perioperative management and administra-
tive personnel.

• Handling a fire on a piece of equipment
Alert team members to the presence of the fire.
Disconnect equipment from its electrical source.
Shut off the electricity to the piece of equipment at the electrical panel if it is not possible to remove 
the plug from the outlet.
Shut off gases to equipment, if applicable.
Assess the size of the fire and determine whether equipment can be removed from the room safely or if 
the room needs to be evacuated.
Extinguish the fire using a fire extinguisher if appropriate.
Activate alarms if necessary.
Follow the health care organization’s protocol for notifying perioperative management and administra-
tive personnel.

• Handling a fire in another area of the building
The RN in charge at the time of the fire or fire alarm will notify all operating and procedure room per-
sonnel of the presence of the fire in another area of the building.
No elective cases will be started.
Perioperative personnel will prepare to evacuate.

• Evacuation
Follow the RACE protocol.
• Rescue

Determine the best method to remove the patient (eg, procedure bed, gurney, carry) from the 
area.
Determine the safest location to receive the patient (eg, behind smoke barriers).
Call for assistance.
Remove the patient and personnel from the room containing the fire or smoke.

• Alarm
Communicate to all personnel in the perioperative areas, especially personnel in the adjoining 
rooms.
Follow the facility-specific protocol for activating the alarm system.
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Call the local fire department if necessary.
• Contain

Close the doors to the involved room.
Shut off medical gases to the involved room, per facility-specific protocol.
Turn off electricity to the involved room.

• Evacuate
1. When: When a danger is posed to patients in adjoining areas because of fire or smoke.
2. Where: Transfer the patients to a designated area that is beyond the first set of smoke barriers, 

and then to an area where the operative or other invasive procedure may be completed safely.
3. How: Transfer patients by moving procedure beds with the patients remaining on the bed, by 

using gurneys, or by carrying them.

Other Interventions
• Save all items that are involved in the fire to facilitate the investigation.
• Provide all items that are involved in the fire to quality/risk management personnel.

Documentation
• Document the fire risk assessment score and the time the assessment was performed.
• Document the fire in accordance with the health care organization’s policy and procedures and local 

authority regulations.

Competency
All perioperative personnel will receive education and complete competency validation activities on fire preven-
tion and management, including:

• identifying the elements of the fire triangle;
• performing and documenting the perioperative fire risk assessment;
• using fire extinguishing techniques, including fire extinguishers;
• identifying perioperative evacuation routes ;
• locating available fire extinguishers;
• identifying medical gas panel locations and describing gas panel operation including the facility-specific 

protocol for turning them off in an emergency situation;
• locating ventilation and electrical systems and describing the procedure for turning off the system;
• describing when, where, and how to activate the fire safety/evacuation plan;
• explaining how and when to contact the local fire department; and 
• describing the roles and responsibilities of each team member in various fire scenarios.
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