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Minimizing the Risk of Wrong-site Dermatologic
Surgery: The Five “I”s Process
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Wrong-site surgery remains a problem in surgery
despite the WHO surgical checklist,' reported as one
per 100,000.? The current process is nonspecific and
does not form part of the process management.” NHS
England reports that 27.4% of general surgical never
events were related to wrong skin condition surgery.’
Within dermatologic surgery, this impacts skin lesions,
assessed by one practitioner and excised by another,
and is accentuated by the high-volume nature of these
clinics. Anatomic risk factors include misperception of
patient orientation or poorly visualized areas, for exam-
ple, back, head, and neck. Patient risk factors include
multiple lesions at a similar site or communication
issues, for example, mental capacity or mental/ physi-
cal disabilities. Therefore, there is a need to refine the
process.

Here, we propose a simple five-step process, deemed
the five I's process, for all skin lesions:

1. Ink—mark the patient preoperatively with the
intended incision

2. Image—use secure photography or the patient’s
smartphone*

3. Inject local anesthetic along the markings

4. Incise along the markings

5. Illustrate the surgery graphically

These principles also draw relevance to other surgi-
cal domains, for example, illustrating procedures with
limited visualization, such as complex head and neck
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reconstruction, or marking a donor site for tendon
reconstruction.

Ink

When consenting a patient, the incision should be
marked. In skin cancer excision, marking an adequate
margin of uninvolved skin often leaves a bigger defect
than the patient anticipates. This also helps the surgeon
plan a suitable reconstructive method.

Image

A photograph with a hospital-approved device or
medical photography is helpful, enabling the patient
to understand the surgical plan and help to provide
informed consent. For reconstruction of a scalp defect,
a local flap requires more extensive incisions result-
ing in a larger postoperative wound but is likely to be
more aesthetic in the long term. However, a patient
may prefer coverage with a skin graft despite a contour
defect and no hair growth from the grafted area for a
simpler wound. Consent must be taken beforehand to
ensure patient privacy and data protection compliance.
Photographs should be securely stored and accessed via
a centralized system, which most centers have. The UK
has no restrictions for photography using a patient’s
phone; however, this practice varies from country to
country.

Inject

The first pause in the WHO checklist is to avoid wrong-
site injections. Local anesthetic should be infiltrated along
the inked lines. Preoperative markings of local flaps/sites
for skin grafts help anticipate the type and volume of local
anesthetic required.

Incise

The second surgical pause of the WHO checKklist is
incise. Then, the skin should be cut along the marked
lines.

Ilustrate

An illustration drawn on the operation note clarifies the
exact surgical site and reconstruction method. This docu-
mentation should be uploaded to a centralized system or
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Fig. 1. This figure details the five I's process.
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be available during follow-up to aid continuity of care, par-
ticularly if done by another physician or by virtual means.

The five I’s process is a memorable method to supple-
ment the WHO checklist and minimizes miscommunication
between patients and surgeons, and therefore, wrong-site
surgery (Fig. 1). (See Video [online], which displays the five
I's process in the preoperative management of a patient.)
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