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During the past two decades, the scientific body 
of evidence has provided information to assist 
hospital organizations with improving qual-

ity and safety and reducing medical errors. The Joint 
Commission has consistently challenged the health care 
delivery system to align with the concepts of high reli-
ability used by many high-risk industries. High reliability 
organizations have been defined as complex, high-risk 
environments that deliver exceptional safety and prac-
tice consistency every day.1 Wrong-site/-procedure/-
patient surgeries were identified in 2011 as the second 
most frequently reported sentinel event reported to 
The Joint Commission,2 and a 2019 report reveals that 
wrong-site surgery errors continue to be one of the 
most frequent sentinel events reported to The Joint 
Commission.3 Prevention of wrong-site and wrong-pro-
cedure surgeries remains an issue of concern and patient 
safety for perioperative nurses across the country.2 Both 
The Joint Commission and the National Quality Forum 
consider wrong-site, wrong-procedure, and wrong-pa-
tient surgeries to be never events.4 In the United States, 
never events are non-reimbursable by Medicare and 
Medicaid.5

Wrong-site surgery is defined as a procedure performed 
at the incorrect anatomical site.6 A review of the history 
of wrong-site surgery revealed that The Joint Commission 
issued a sentinel event alert in August 1998 to examine 
the problem of wrong-site surgery.6 In 2002, The Joint 

Commission established the National Patient Safety Goals 
to help leaders at health care facilities address potential 
patient safety issues by identifying safety risks inherent in 
their patient population.7 By 2003, The Joint Commission 
identified the requirement for a formal verification pro-
cess to help health care workers preoperatively confirm 
that they are prepared to perform the correct procedure 
on the correct patient at the correct body site.6

As part of ongoing risk assessment, a nurse employee in a large 
health care system in the southwestern United States identi-
fied variation in the terminology being used when describing 
fingers on patients undergoing hand surgery. The nurse found 
that two different nomenclatures were being used:

1. numbering with variation in counting the thumb as “1” 
and fingers as “2-5” or counting the thumb plus fingers 
as “1-4”; or

2. naming the fingers as thumb, index, middle, ring, and 
little finger.

Understanding that variation can create the potential for 
wrong-site surgery, the nurse identified the need to stan-
dardize the terminology used to identify body parts when 
describing the surgical site.

The organization’s culture of clinical inquiry supported 
independent conduct of an evidence-based practice proj-
ect to address the identified concern. The project aimed to 
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standardize practice for the naming of fingers to promote 
patient safety and prevent any potential for surgical error 
during hand procedures conducted in the hospital setting. 
The PICO (population, intervention, control, outcomes) 
question that guided this project was: Among health care 
providers documenting on or performing procedures 
involving fingers, what are the best practice recommenda-
tions for finger nomenclature to standardize identification 
and documentation of fingers, promote patient safety, 
and prevent incidence of wrong-site procedures?

THE CHANGE
The nurse retrieved 16 evidence sources from search-
es in PubMed and the Cumulative Index to Nursing and 
Allied Health Literature (CINAHL) databases. A review of 
this evidence revealed that researchers identified fingers 
and hands as two of the three most common locations of 
wrong-site surgery.8 Wrong-site errors have been iden-
tified in approximately one in 100,000 surgeries, often 
related to poor communication among medical staff 
members.9 Most of the cases of wrong-digit or wrong-
side surgeries identified were orthopedic cases.8 In 2018, 
researchers estimated the incidence of wrong-site pro-
cedures on the hand as one in every 27,686 procedures, 
with most errors occurring on a finger.5 The authors also 
identified that patients have taken legal action in one-
third of all incidences of wrong-site hand surgery.5

Researchers identified clear description of anatomical loca-
tion as an essential factor for communication between health 
care providers.10 The authors identified that since 1970, the 
Committee on Standardization of Nomenclature has provid-
ed the preferred vocabulary for use when defining anatomy 
and conditions of the hand. They reviewed 157 articles in 
the Journal of Hand Surgery and found 33 discrepancies in 
nomenclature. Most discrepancies were associated with the 
use of numbers instead of finger names because numbering 
of fingers could start from the little finger, the index finger, 
or the thumb. The authors identified that numerical descrip-
tion does not clearly and universally indicate which finger is 
being referred to and therefore recommended that clinicians 
should use names of fingers to prevent errors.10

In 2006, researchers conducted a study comparing the 
two methods of identifying fingers (ie, use of num-
bers or use of names) to determine which method was 

better understood.11 The result of their comparative study 
revealed that participants demonstrated better under-
standing when finger names were used than when num-
bers were used.11 In 2019, researchers identified that if 
clinicians use correct, clear terminology for hand surgery, 
then documentation and reporting of hand conditions 
and treatments can improve.12 To avoid errors in clinical 
practice, the authors recommended that clinicians use the 
names thumb, index finger, middle (long) finger, ring finger, 
and little (small) finger instead of numbers when referring 
to each individual finger.12

A summary of the evidence reviewed supported that using 
names (ie, thumb, index, middle, ring, little finger) to refer 
to each finger is better understood than using numbers 
and is therefore the preferred system for finger identifica-
tion.10-14 After synthesizing the evidence, we conducted a 
quality improvement project to change current practice at 
our facility to meet the identified practice recommenda-
tion for standardized finger nomenclature.

A large number of committees and subcommittees re -
viewed and discussed the identified potential for wrong-
site surgical errors because the project would likely involve 
a system-wide change in electronic documentation. We 
invited the surgical department leaders; clinical support 
and senior information analysts; the chief medical officer; 
and representatives from the Operating Room Council, 
Nursing Operational Department, Medical Executive Com-
mittee, Risk Management Department, Radiology Depart-
ment, System Quality/Patent Safety/Infection Control 
Committee, Medical and Surgical Council, System Critical 
Care Council, System Women’s and Children Council, and 
other appropriate organizational councils and committees 
to participate in reviewing and approving the proposed 
plan. After completing the review and approval process, we 
submitted the proposal to the Information System Depart-
ment for electronic medical record documentation changes 

A summary of the evidence reviewed 
supported that using names (ie, thumb, 

index, middle, ring, little finger) to refer
to each finger is better understood than 
using numbers.
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to provide finger names as the only possible options for 
selection when documenting fingers.

EVALUATION OF THE CHANGE
We standardized the finger terminology system-wide 
for use when describing the fingers to be involved in the 
surgical procedure to prevent the possibility of wrong-
site surgery. Representatives across the system devel-
oped and implemented system-wide education plans to 
inform employees at all system campuses of the change 
in practice with documentation and communication when 
describing fingers involved in surgical procedures.

IMPLICATIONS FOR PRACTICE
It is important to continually question current practice, 
assess for potential risk to patient safety, and investigate 
and apply best practice recommendations to ensure opti-
mal practice and outcomes are achieved. Organizations that 
provide a culture of clinical inquiry and support for autono-
mous project work to remove any identified risks for error 
align with the recommended concepts of high reliability and 
meet The Joint Commission’s requirements to identify and 
communicate process flaws that may lead to error so that 
they can be addressed immediately. Prevention of wrong-
site surgery involves ensuring that the correct surgery is 
performed on the correct patient and at the correct place on 
the patient’s body. By following the evidence-based prac-
tice, the potential for wrong-site surgery related to finger 
naming has been addressed with standardized nomencla-
ture and increased awareness of patient safety for proce-
dures involving patients’ hands at our organization.
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