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Simple lighting system to improve compliance of surgical timeout

Raymond Stein, MD, FRCSC

Surgical timeout is widely recognized as an important safety
step but frequently overlooked.1–3 Surgical mistakes in all
specialties may include operating on the wrong patient,
wrong organ, incorrect side, and wrong procedure.4 A high
volume and high turnover increase the potential for errors.5

In ophthalmology, there are many reports of mistakes at
the time of cataract surgery in the use of the wrong implant
power, wrong implant type (aspheric, toric, multifocal, or
extended-depth of focus), and wrong axis of astigmatism.6

In laser vision correction, there are numerous reports of
data entry errors including the wrong refractive error
(sphere, cylinder, and/or axis), wrong optical zone and/or
transition zone, and incorrect goal of distance vision vs
undercorrection.7 In pediatric ophthalmic surgery, there
are reports of operating on the wrong eye or wrong pro-
cedure secondary to confusion between the type of de-
viation (esotropia/exotropia) and/or surgical procedure
(recession/resection).8

Mistakes may result in serious irreversible complications
for a patient and stress for the surgeon that may also include
complaints to a local College of Physicians and Surgeons
and/or legal action. The amount of hardship for all involved
cannot be minimized. Anything that can be performed to
decrease surgical complications should be embraced by
surgeons in every specialty.
A simple physical reminder for the operating room may

help ensure compliance of a surgical timeout. This can be in
the form of a light source that is battery operated and can be
changed from red to green to indicate that a surgical
timeout has been completed. If followed, it may be almost
impossible to forget this critical safety step. A single de-
tachable light can be controlled by a remote control to
change the color of the light. This is an inexpensive device
that can be ordered online or purchased in hardware or
other shops.
Prior to a patient entering the operating room, it can be

the responsibility of the circulating nurse or technician to
be sure that the red light is on. This indicates that the
surgical timeout has not been completed. A nurse or
technician completes the standard surgical timeout. The
surgeon then reviews the check list of important in-
formation. It is only now that the light can be changed from
red to green. A green light indicates to everyone in the
operating room that the surgical timeout has been com-
pleted and that surgery can proceed.

I adopted this lighting system for all my surgical pro-
cedures over the past 6 months and have not had a single
case in which a surgical timeout was not accurately
completed. In the case of cataract surgery, the light is
placed on a wall near the patient’s medical record. The
circulating nurse has the responsibility to be sure the light
is red before the patient enters the operating room. After
the surgical timeout has been completed, which includes
identifying the correct patient, eye, and implant power, the
surgeon, nurse, or technician presses the remote to change
the light to green (Figure 1). The green light is seen by
everyone in the operating room and signals that the
surgery can proceed.
When performing laser vision correction, the light is

attached to the edge of a computer monitor on the laser
(Figure 2). The technician or nurse will perform a standard
timeout. After the surgeon performs a surgical timeout,
which includes being sure of the correct patient, eye, in-
tended refractive correction, and optical zones and tran-
sition, then the green light is activated, and the procedure
can start (Figure 2).
This colored light system can be adopted in ophthal-

mology and other surgical specialties to serve as a powerful

Figure 1. In the cataract operating room, prior to the patient and
surgeon coming in to the room the light is red. After the surgeon
completes the surgical timeout and reviews the IOL, the light is
changed to green.
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physical reminder to complete the surgical timeout. Avoiding
preventable surgical complications is our goal. A simple
colored lighting system of a red and green light has the
potential to enhance compliance of the surgical timeout
and decrease potential serious complications. Since the
introduction of traffic lights and stop signs in countries
around the world, the incidence of motor-vehicle acci-
dents and mortality has been reduced. We owe it to our
surgical patient to do better.
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Figure 2. In the laser vision correction room, when the surgeon enters the room, the light attached to the computer monitor is red. After the
surgeon completes the surgical timeout and reviews the computer entry data, the light is turned to green.
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