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Summary of Recommendations 
 

1. When undertaking invasive procedures, clinicians must gain patient consent (verbal or 
written) unless clinical circumstances dictate this is not possible and the procedure is 
considered to be in the patient’s best interests. 

 
2. When undertaking invasive procedures, clinicians should ensure that two healthcare 

practitioners, one of whom should be ST4 or above, independently agree on the site (side) 
of the procedure, where appropriate. 

 
3. When undertaking invasive procedures, the responsible clinician should ensure all 

assistants or team members are aware of, the proposed procedure, planned approach and 
requirements for post-procedure monitoring. 

 
4. The use of checklists is strongly encouraged. 

 
5. Departmental induction and procedure specific training should address safety issues 

related to invasive procedures. 
 
Scope 
 
This document outlines the general approach to be taken by emergency medicine (EM) clinicians 
who undertake invasive procedures in adults and children in the emergency department. 
 
Reason for Development 
 
Following the original in 2015, the revised and recently published National Safety Standards for 
Invasive Procedures (NatSSIPs) 2 [1] has led to concern being raised by EM clinicians that this 
document specifically references invasive procedures taking place in the emergency department 
(ED) and also newly applies to ‘minor procedures’ whilst appearing not to have had any formal 
input from EM specialists.  The NatSSIPs 2 document clearly has significant applicability, 
particularly to those patients undergoing procedures in an operating theatre environment; however, 
strict adherence to all of its principles for all patients undergoing procedures in an ED is unlikely to 
yield significant safety benefits, is likely to overburden some and may introduce new, unforeseen 
risks. 
 
The NatSSIPs 2 document [1] addresses multiple key areas of safety practice that have significant 
relevance to team working in the ED and beyond, including highlighting the need to model 
appropriate behaviours, the need to understand the importance of strong communication and 
involving, and engaging the whole team in all aspects of care including quality improvement. Key 
principles of Standardisation, Harmonisation, and Education are emphasised, as well as a focus on 
organisational standards such as training (workforce) for safety, developing safer processes, and 
encouraging engagement for assurance and improvement.  
 
The aim of this document is to provide pragmatic recommendations for EM clinicians undertaking 
invasive procedures in the ED.  This guidance refers to ‘best interest’ decisions in relation to the 
Mental Capacity Act; legislation in Scotland, especially around adults who lack capacity, differs 
from the rest of the UK. 
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Background 
 
Emergency medicine clinicians undertake a wide range of procedures, from simple joint 
manipulations and wound suturing to the much more complex and time critical e.g. emergency 
resuscitative thoracotomy.   Procedures may be undertaken on a wide spectrum of patients who 
are alert with full capacity or various degrees of cognitive impairment or require procedural 
sedation, as well as those with considerable physiological compromise. While consent is highly 
desirable for any procedure, the emergent nature of some procedures requires the EM specialist to 
act rapidly in the patient’s best interest and occasionally without the benefit of explicit consent.  
The ED differs from the operating theatre environment in that many procedures can be undertaken 
by a single clinician, and the need for a team approach is neither necessary nor an effective use of 
resources. 
 
The NatSIPPs 2 document describes the ED as a location in which procedures are performed 
without entering cavities and with small incisions under local anaesthesia in non-theatre areas, e.g. 
treatment rooms [1]. These are additionally described as ‘minor’ procedures.  Although many of the 
procedures carried out in ED would fit into this generalised group, it does not include interventions 
such as open thoracostomy and chest drain insertion or emergency resuscitative thoracotomy.  
The latter are described as ‘major’ procedures. 
 
 
Recommendations 
 
Box 1 contains a list of invasive procedures which may be undertaken in the emergency 
department.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Whilst not invasive, procedures such sedation and certain types of regional anaesthesia (e.g. Biers 
block) should be considered high risk and comply where applicable with the requirements for an 
invasive procedure. 
 
Emergency medicine clinicians should aim to comply with the following requirements when 
undertaking an invasive procedure in the ED. 
 

• Verbal or written consent, unless clinical circumstances dictate this is not possible and the 
procedure is considered to be in the patient’s best interests. 

Box 1.  Examples of Invasive Procedures in the Emergency Department 
 
Fascia-iliaca block / Femoral nerve block  
Vascular access (internal jugular vein, subclavian vein, femoral vein) 
Chest drain (Seldinger technique or open technique) 
Pleural aspiration of air  
Resuscitative thoracotomy       
Lateral canthotomy 
Resuscitative hysterotomy 
Ascitic fluid drainage 
Lumbar Puncture 



4 
 

• Two healthcare practitioners, one of whom should be ST4 or above, independently 
agreeing on the site (side) of the procedure, where this is appropriate. 
 

• Ensure any assistants or team members are aware of the proposed procedure, planned 
approach, and any ‘plan B’ in the event of complications and any requirements for post-
procedure monitoring.  

 
The use of checklists is strongly encouraged, particularly to ensure auditable compliance with the 
above three key recommendations but also to ensure the absence of contra-indications and that 
any significant risks have been accounted for when undertaking these procedures [Appendix 1].  
Box 2 below contains a modification of the ‘NatSSIPs Eight’ checklist. 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
The missing step in the checklist above is the Verification of Implant step, which generally does not 
apply to the ED setting.  The other key modification is the removal of ‘site marking’ from the first 
step, which needs organisational level agreement.  For example, considering a patient with a hip 
fracture, the requirement to consent and mark the appropriate side for fascia-iliac block (FIB) may 
later lead to confusion when the patient arrives in theatre for the definitive procedure; the presence 
of site marking may lead theatre teams to believe the patient has consented for the surgical 
procedure when in fact she/he has only consented for the FIB. 
 
A ‘hot’ debrief is also encouraged after emergency cases or where complications or learning are 
identified, as this allows the team to provide feedback and take action for future improvement. 
 
It is accepted that on occasions, for example, a high level of patient acuity and / or a time critical 
procedure, there may be no opportunity to follow some of the key recommendations; clinicians 
should, therefore, document their rationale for noncompliance in the patient’s record.  
 
For patients undergoing procedural sedation, please see separate RCEM guidance [2] on 
Procedural Sedation, noting the recommendation for the sedationist to provide a safety brief before 
undertaking the procedure is undertaken (see box 3) as well as a list of relevant ‘Never Events’. 
 
 
 
 
 
 
 
 
 
 
 

Box 3. Procedural Sedation Safety Brief should include: 
  
- Roles  
- Intended plan, including intended depth and length of sedation as well as 
determining when the procedure can commence.  
- Confirmation of correct side of patient (where applicable)  
- Confirmation of equipment checks have taken place (eg. suction working)  
- Confirmation of location of rescue devices and drugs - Anticipated problems 

Box 2.  Modification of the ‘NatSSIPs Eight’ checklist [1] 
 

1. Consent and verification of site 
2. Team Brief 
3. Sign In 
4. Time Out 
5. Reconciliation of items [e.g. guide wires, suture needles] 
6. Sign Out 
7. Handover/Debrief 
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For patients with cognitive impairment who lack the ability to consent to invasive procedures, 
clinicians should act in the patient’s best interests and, where time allows, and it is practical to do 
so, consult with family members of those who have Lasting Power of Attorney for health. 
 
For issues related to consent in children and young people, please see separate RCEM guidance 
[3]. 
 
Departmental induction programmes and procedure specific training should address safety issues 
related to high risk and invasive procedures.  It is important to ensure that the ED nursing team is 
aware of what constitutes a high risk or invasive procedure, what guidance needs to be followed, 
and is empowered to challenge any clinician undertaking a high risk or invasive procedure who is 
proceeding without the relevant safety checks. 
 
Patients undergoing more minor procedures (often under local anaesthetic) e.g. fracture 
manipulation, joint reduction, suturing, incision, and drainage must provide consent.  Other 
individual elements of the recommendations for invasive procedures described above may also be 
applicable on a case by case basis. 
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Audit standards 
For invasive procedures listed in as ‘common,’ 100% should have site verification documented, 
100% should have some form of consent documented, or else a statement in the notes explaining 
why consent was not possible. 
 
100% of cases where sedation is used should have a sedation proforma completed. 
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Appendix 1 Example of an Invasive procedure checklist  
 

 
  



9 
 

Appendix 1 Example of an Invasive procedure checklist 
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Appendix 2 Safety Flash, Fascia Iliaca Block 
 

 
 
 Safety_Flash_Fascia_Iliaca_Block_2018.pdf (cloudinary.com). Accessed 02.07.2023 

https://res.cloudinary.com/studio-republic/images/v1635678445/Safety_Flash_Fascia_Iliaca_Block_2018/Safety_Flash_Fascia_Iliaca_Block_2018.pdf?_i=AA
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Appendix 2 Safety Flash, Retained Guidewire 
 

 
 
  Safety_Flash_retained_guidewire_2017.pdf (cloudinary.com). Accessed 02.07.2023 

https://res.cloudinary.com/studio-republic/images/v1635678672/Safety_Flash_retained_guidewire_2017/Safety_Flash_retained_guidewire_2017.pdf?_i=AA
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