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AORN Position Statement on Patient Safety 

POSITION STATEMENT 

AORN believes:  

• Severe, preventable injury and harm should never occur in the perioperative practice setting. 

• Every patient has the right to receive the highest quality perioperative care in every practice setting 

where operative and other invasive procedures are performed. 

• Every patient experiencing an operative or other invasive procedure deserves to have, at a minimum, 

one perioperative registered nurse (RN) circulator during the intraoperative phase of care.1  

• Health care providers must collaborate on interdisciplinary teams to establish and sustain an 

organizational culture of patient safety by  

o developing initiatives aimed at reducing errors, 

o engaging patients to participate in their own care,2,3 and  

o creating an environment that is safe for patients.4 

• Advancing evidence-based perioperative knowledge through scholarly inquiry bolsters patient safety 

and the profession by promoting excellence in perioperative nursing practice.4  

RATIONALE 

Perioperative patients are vulnerable to injury due to diminished or absent sensations of pain, the inability 

to act on those sensations, and the inability to communicate or make decisions while receiving 

anesthesia. These vulnerabilities increase the potential for patient harm and require that health care 

providers prioritize patient safety first and foremost. Patients should be engaged in their own care and 

empowered to ask questions and speak up about concerns regarding their safety.2,3,5  

The perioperative setting is a high-risk environment that presents unique challenges in the delivery of 

patient care (eg, concurrent tasks, distractions, noise). Adverse events that affect perioperative patient 

outcomes can include infection, hemorrhage, medication errors, specimen errors, positioning or pressure 

injuries, burns, unintentionally retained surgical items, wrong-site surgery, and death. A variety of 

factors can contribute to adverse events.6,7  

Vital components of a safe perioperative environment include, but are not limited to, 

• organizational commitment to a safe and just culture; 

• patient centeredness2,5; 

• teamwork8; 

• effective communication9-11; 

• a safe environment of care12-15; 



 

Copyright © 2022, AORN, Inc. Page 2 of 5 

• prevention of 

o infections,10,16-18 

o wrong-site surgery,19  

o positioning injuries,20 

o pressure injuries,20 

o medication errors,21  

o specimen errors,22 

o patient falls,20,23 

o surgical fires,12,14,24  

o exposure to surgical smoke,25  

o sharps injuries,26 and 

o unintended retained surgical items27; 

• effective cleaning and care of instruments28; 

• safe patient handling and movement20,23; 

• onboarding practices that effectively prepare perioperative teams to deliver safe patient care29;  

• education and competency verification of perioperative personnel; and 

• safe staffing and on-call practices.30  

Perioperative nurse leaders at all levels, including executives, should collaborate with the organizational 

executive leadership team to establish and sustain a culture of safety within the organization. When 

adverse events and near misses occur, these should be viewed as opportunities for learning and 

improvement instead of grounds for punishment,2,23,31 although this does not eliminate the need for 

accountability.2 Elements of a perioperative patient safety culture include 

• effective leadership,2 

• accountability (ie, taking responsibility for one’s actions),2 

• transparency (ie, openly sharing information),2 

• psychological safety (ie, an environment in which people feel comfortable speaking up),2 

• teamwork and communication (eg, respect),2,32 

• reliability (ie, using the best evidence and minimizing variation to eliminate error [developing a high-

reliability team]),2 

• improvement and measurement (ie, developing and testing system improvements and measuring 

effects and outcomes over time),2  

• continuous learning (eg, conducting root cause analyses, examining collected data to identify what is 

working or failing),2,32,33  

• advocacy (ie, advocacy for patients and to address social determinants of health),34 and 

• an effective event reporting policy and procedure that includes reporting near miss safety events.2,31,35 

The perioperative RN recognizes the contributions of all health care professionals and collaborates to 

achieve safe, quality patient care. The primary responsibility of the perioperative RN is to promote the 

health, welfare, and safety of the patient. AORN’s Guidelines for Perioperative Practice describe 

evidence-based best practices for the delivery of safe perioperative care.  

GLOSSARY 

Adverse event: An event that produces an unintended effect or patient harm. 

Culture of patient safety: A culture in which each member of the perioperative team values safety and 

commits to personal responsibility for patient safety. Also known as a patient safety culture.  



 

Copyright © 2022, AORN, Inc. Page 3 of 5 

Environment of care: The setting in which care is provided, including the physical environment, equipment, 

and potentially hazardous materials used in that area. 

High-reliability team: A team that is organized to consistently anticipate and detect defects, maintain stable 

operations, and expeditiously respond to abnormalities. 

Just culture: A culture that balances personal accountability and system improvement. 

Near miss: An error that is discovered and rectified before it results in harm. Identification of the error may 

be due to chance or to interception of the error before harm occurs. Also known as a “close call” or “good 

catch.” 

Patient safety: Prevention or reduction of harm or injury to patients caused by medical care. 

Wrong-site surgery: An operative or other invasive procedure performed on the wrong patient; on the 

wrong body part, side of the body, or level of an anatomic site; or using the wrong implantable device. 

This also includes performing the wrong procedure on a patient. 
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