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Credentialing problems can leave

your facility holding the liability bag

Surgeon credentialing is a 
“big blind spot” 
for healthcare 

providers, according 
to a recent published 
commentary in the The 
Journal of the American 
Medical Association.1  
The authors point to a 
current case, the first of 
its kind to make it to 
court, involving a surgical 
robot from Intuitive 
Surgical in Sunnyvale, 
CA. 

In that case, a jury 
ruled that Intuitive wasn’t 
liable for the death of a 
patient who had undergone a robotic 

prostatectomy. The surgeon’s only 
training had been from 

Intuitive’s program, 
and the hospital’s 
credentialing criteria 
were based completely on 
the company’s program, 
the lawsuit claims. The 
hospital and surgeon 
settled before the case 
went to trial. The case 
against Intuitive is 
being appealed, and 
a ruling could come 
this summer. The case 
is being eyed closely: 
More than 20 other 

cases involving robots 
and training are pending. The authors 
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”THE POLICY AND 
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YOUR DEFENSE 
 BY OUTLINING THE 
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THAT MUST BE 
IN PLACE  . . . .”  

—  STEVE CHINN

This month: How to increase safety, avoid lawsuits

 This issue of Same-Day Surgery focuses on improving safety and reducing 
liability. We tackle credentialing, defective instruments, a safety checklist, apps, a 
noise reduction resource, infant anesthesia, a Q&A from our columnist Stephen 
W. Earnhart, and more! We hope you enjoy this special issue. 
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EDITORIAL QUESTIONS
Questions or comments?  

Call Joy Daughtery Dickinson 
(404) 262-5410

EXECUTIVE SUMMARY

In a recent commentary, surgeon credentialing was described as a 
“big blind spot.” A recent court case appears to back up that claim.
• Perform trend analysis, and query the National Practitioner Data 
Bank.
• Have a process to adequately track credentialing files, along with a 
policy and procedure on credentialing.
• For mature surgeons learning new procedures, consider extensive 
training in a fully proctored environment.

of the recent JAMA commentary 
say that healthcare providers lack 
robust processes for credentialing 
and privileging surgeons on new 
technology and procedures. They 
call on providers and professional 
societies to address the issue.

In an interview with JAMA, 
one of the authors said surgeons 
and healthcare facilities have little 
guidance on what qualifies as 
“adequate” training.

“We should acknowledge 
that new technologies and new 
procedures have benefits, but that 
sometimes the technology gets ahead 
of the evidence,” says Justin Dimick, 
MD, MPH, faculty member at 
the University of Michigan (U-M) 
Medical School. Dimick says that 
marketing by the manufacturer often 
drives demand for new procedures 
and techniques. “We need to rein 
in the technology so that it doesn’t 
extend beyond where we know 
it’s beneficial, and where there are 
knowledge gaps, we have to perform 
rigorous studies to address them,” 
Dimick says.

This study is not the only 
recent publicity on the issue of 
credentialing. In the investigation 
following the death of Joan Rivers, 
the Centers for Medicare and 
Medicaid Services said one of the 
items that could have contributed 
to Rivers’ death was that the clinic 

failed to ensure that she was cared 
for only by physicians granted 
privileges in accordance with the 
clinic’s bylaws. (For more information, 
see “Malpractice caused Joan Rivers’ 
death, critics say,” Same-Day Surgery, 
February 2015, p. 21.)  

While some professional 
associations offer online classes that 
teach new skills, these classes often 
are basic and not likely to help with 
credentialing, says U-M medical 
student Jason Pradarelli, who helped 
co-author the JAMA commentary.

Credentialing problems

 A look at accreditation statistics 
confirms the challenge that 
credentialing poses for ambulatory 
organizations. When looking 
at statistics from organizations 
that were surveyed by The Joint 
Commission in 2014, 52% of 
ambulatory organizations and 47% 
of office-based surgery facilities were 
noncompliant with HR.02.01.013: 
“The organization grants initial, 
renewed or revised clinical privileges 
to individuals who are permitted by 
law and the organization to practice 
independently.”

Here are some of the specific 
issues:

• Providers don’t understand 
why credentialing is necessary.

Surgeons often know each 
other, notes Marshall Baker, 
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MS, FACMPE, who is a surveyor 
with the Accreditation Association 
for Ambulatory Health Care and 
president and CEO of Physician 
Advisory Service, a Boise, ID, 
consulting firm that offers physician 
alignment and strategic positioning 
for physicians and related healthcare 
organizations.

When a new surgeon comes to 
an outpatient surgery center, he or 
she often has been in the community 
for years and is well known, Baker 
says. “There’s the classic response, ‘I 
don’t need to know any more about 
this individual. I’ve known them X 
years. They wouldn’t be practicing in 
this community if they didn’t have a 
license.’”

• There is a question of who will 
do the credentialing. 

Some outpatient surgery facilities 
might have inadequate staffing to 
manage the credentialing process, 
say sources interviewed by Same-Day 
Surgery.

The problem is particularly 
prevalent in an office-based or solo 
environment, Baker says. The surgeon 
might have the position that “I have 
a license and insurance and all the 
requisites to practice here. Now you’re 
forcing me to jump through a formal 
number of hoops.”

 Resentment also comes up in 
reappointment, Baker says. “Since 
nothing has changed since day one, 
they react,” he says. “They say, ‘Why 
do I have to go through this again?’”

The solution? Just do it, Baker 
says. “I think that some settings have 
made it a little too complicated,” he 
says. “I think they try to read too 
much into it.”

Consider these solutions:
• Have peer review and ongoing 

monitoring.
Don’t rely solely on clinical 

record reviews for reappointment, 
Baker says. “It needs to involve trend 

analysis for any procedure events that 
would trigger the question, ‘why did 
this happen?’” When there has been a 
questionable outcome, the procedure 
needs to be reviewed from check-in 
through discharge, he says.

The most common ‘oops’

Ongoing monitoring is important, 
Baker says. Some facilities are guilty 
of leaving the credentialing file 
closed after the appointment or 
reappointment is done.

“Probably the most common 
‘oops’ we have on survey is that 
they have not queried the National 
Practitioner Data Bank,” Baker says. 
“It’s just a matter of dedicating time 
and at least appointing a credentials 
specialist on your staff to shepherd 
all of this, to make sure everything 
necessary is in the file.”

Solo practices can exchange peer 
review responsibilities with someone 
in their community, Baker says.

Having experienced surgeons 
review videotapes of surgeons 
performing procedures, and offer 
ratings and feedback about their 
skills, also might help, Pradarelli 
says. Healthcare facilities can use 
this system to determine which 
physicians should be credentialed and 
which ones need further training, 
he says. Pradarelli points out that 
this approach is used in the bariatric 
surgery quality improvement effort 
led by U-M surgeons and funded by 
Blue Cross Blue Shield of Michigan. 
U-M performed research that 
indicated the surgeon ratings in 
this system were linked to how well 
patients did after surgery.

• Assign a staff member.
You can use a credential 

verification organization to gather 
the data, says Steve Chinn, DPM, 
MS, MBA, consultant for Joint 
Commission Resources in Oak 
Brook, IL. If you are a freestanding 

center, a non-competing accredited 
hospital might be able to help you 
gather information, Chinn says. If 
you are in a joint venture with a 
hospital and most of your surgeons 
also practice at that hospital, you 
might ask the hospital to contract 
out to perform your credentialing 
verification as they are obtaining 
the same information for their own 
credentialing of the same physicians, 
he says.

You can use your own staff, but 
they might be unfamiliar with the 
requirements needed for proper 
credentialing and recredentialing, he 
says.

“Education and ongoing training 
for staff is important,” Chinn says. 
Consider having these staff members 
join medical staffing associations or 
state medical associations so they 
can connect with other individuals 
who do the same work, he advises. 
“Sometimes having a friendly person 
to bounce a question off of can serve 
as the necessary resource needed 
to make the credentialing process 
seamless,” Chinn says.

Credentialing is not a simple task, 
he says. “The staff responsible have 
to understand precisely what they are 
looking for and need to be detail-
oriented, as well as able to follow up 
and follow through,” Chinn says.

Also, provide ongoing training, he 
emphasizes.

• Have extensive training and 
proctoring for surgeons. 

For now, an extensive training 
experience in a fully proctored 
environment might be the best 
approach for mature surgeons to 
learn new procedures, Dimick says. 
This type of environment could 
benefit healthcare facilities because 
they can ensure their surgeons can 
perform new operations and use new 
technology safely, he says. 

 • Have a system. 
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Some facilities have no system 
in place to adequately track 
credentialing files, Chinn says.

“Regardless of whether an 
outpatient surgery center has a paper 
system or an electronic system, if it 
does not have a systematic way of 
making sure everything is in place 
before obtaining approval or tracking 
the reappointment in two years, the 
process will fail,” he says.

 Electronic systems might not be 
customizable, Chinn says. “Surgery 
centers might consider leasing 
software or purchasing web-hosted 
applications, where the software 
resides in the ‘cloud’ and not on 
servers,” he says.

 Electronic systems might 
include automatic reminders for 
when required documentation, such 
as license or medical malpractice 
insurance certificates, are about to 

expire.
Also, sometimes medical staff 

members try to fast track or shortcut 
the facility’s system and processes, 
Chinn says.

The solution? Develop a policy 
and procedure documenting the 
time it takes to gather and confirm 
credentialing information, he says. 
“While the majority of physicians 
are going to be OK with the process 
in place, there may be some who 
expect shortcuts,” Chinn says. “The 
policy and procedure can serve as 
your defense by outlining the checks 
and balances that must be in place 
in order to provide safe and quality 
patient care.”
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Council endorses periop noise reduction resource
Study finds distractions impact teamwork, team performance, stress, and workload

The Council on Surgical and 
Perioperative Safety (CSPS) 

in Chicago endorses a safe surgery 
resource chart to reduce the risk 
of noise and distraction in the 
perioperative period. The chart 
emphasizes attention to noise and 
distraction, infection control, and 
privacy.

In a recent study on the effect of 
distractions on surgical teams, the 
researchers determined that some 
distractions might be inevitable 
in the OR, but that they can be 
detrimental.1 The study looked 
at distractions such as irrelevant 
conversations, equipment-related 
distractions, and acoustic distractions. 
Distractions were tied to lower 
teamwork, poorer team performance, 
higher stress, and higher workload.

In the CSPS chart, the group 
recommends a multidisciplinary 
team approach to reduce the level of 
noise and create a safer environment 
for patients. It emphasizes that noise 
takes away from the silence team 
members might need to perform 
operations safely. It also warns 
that the use of cellular phones and 
accessories can cause distraction and 
bacterial contamination, which might 
compromise a sterile perioperative 
environment. (For more issues with 
cell phones, see “Anesthesiologist accused 
of sexting in surgery — Take steps to 
prevent now,” Same-Day Surgery, 
September 2014, p. 89.) Lastly, 
the chart recommends that each 
hospital’s policy should determine if 
it is appropriate to take and transmit 
photos of patients. (See the role of a 

phone policy in “Malpractice caused 
Joan Rivers’ death, critics say,” SDS, 
February 2015, p. 21.)  

The group developed the chart 
to raise awareness about noise 
and distractions after reviewing 
recommendations from its member 
organizations. “We’re asking everyone 
to be prudent lest a bad event occur 
to patients and staff as a result of a 
distraction,” said Roy Constantine, 
CSPS treasurer.

CSPS encourages all hospitals, 
ambulatory surgery centers, and 
procedural areas to use the chart. The 
chart can be downloaded at http://bit.
ly/1ctIj5L.

The CSPS is a coalition that 
includes the American Association 
of Nurse Anesthetists, American 
Association of Surgical Physician 
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Assistants, American College of 
Surgeons, American Society of 
Anesthesiologists, American Society 
of PeriAnesthesia Nurses, Association 
of periOperative Registered 

Nurses, and Association of Surgical 
Technologists.
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Defective instrument probe

and safety checklist lead to award

Northbank Surgical Center, 
in Salem, OR, recently was 

recognized for safety efforts that 
included investigating an instrument 
through the Food and Drug 
Administration (FDA) MedWatch 
program and sharing its findings with 
other facilities. The center also was 
recognized for implementing a safety 
checklist and launching a patient 
satisfaction program.

The Center was recognized as 
an exemplary leader in Oregon’s 
Patient Safety Reporting Program. It 
received the top award, the Leading 
Participant Award, from the Oregon 
Patient Safety Commission, along 
with the Oregon Outpatient Surgery 
Center in Tigard. The award is 
for organizations that consistently 
investigate patient harms, develop 
solutions to prevent future harm, 
and submit reports that effectively 
contribute to shared learning. 

The defective instrument was 
a tissue fusion system used for 
gynecological procedures that caused 
a patient burn, says Pat Clark, RN, 
who is the clinical quality control 
coordinator at Northbank. “We 
had done everything according to 
manufacturer recommendation,” 
Clark says.

The center sent a report to the 
Oregon Patient Safety Commission. 
The Commission informed the center 
that the FDA had sent a letter to the 
company, requested follow up, but 
the matter had not been resolved. 

“This led us to believe that there had 
been other burns from the same type 
of instrument used in the same way,” 
Clark says. The Center immediately 
stopped using the instrument.

The Center made a MedWatch 
report to the FDA (http://www.
fda.gov/Safety/MedWatch). The 
Oregon Commission distributed 
the information in reports and 
newsletters. Also, because Northbank 
is part of Surgical Care Affiliates 
(SCA), that chain sent a mass email 
letting other centers know about the 
problem with the instrument. 

The Center used a form to begin 
the root cause analysis (RCA). [See 
form enclosed in the online issue. For 
assistance, contact customer service at 
customerservice@ahcmedia or call (800) 
688-2421.] The form is distributed 
to everyone involved in the incident, 
and they each write what their role 
was in the incident and what they 
observed. “We bring them together to 
brainstorm,” Clark says.

The center had a Rapid Response 
Root RCA call that involves the 
SCA regional vice president, the 
regional director of clinical services, 
the regional quality coordinator, the 
regional clinical champion, and from 
Northbank, the administrator, OR 
and PACU managers, teammates 
involved in the RCA, and Clark. 
These calls are held within 72 hours 
of an event, if possible.

The staff members begin at 
the start and look at the steps to 

determine what could be done to 
prevent adverse incidents. They 
dig deep to determine what can be 
changed or if anything was in place 
but not followed, Clark emphasizes. 
“We don’t stop with the first thing we 
come to,” she says. “We ask, ‘If we 
fixed that, what else?’” 

 The surgery center employees 
allow others to ask questions and 
help them to dig deeper if necessary,” 
Clark says. “We don’t stop until we 
have looked at all avenues, because 
one of our SCA values is clinical 
quality,” she says. The group reviews 
action items, and then a follow-up 
call is held in 90 days.

The center also was honored for its 
safety checklist, which was developed 
to make it easily accessible and user-
friendly, “always there when nurses 
needed it without having multiple 
forms to look for,” Clark says. It’s part 
of the chart that follows the patient 
from preop throughout the surgical 
experience to recovery. (The checklist 
also is enclosed with the online issue.) 

Also receiving awards in Oregon 
for exceeding the recognition targets 
were Corvallis Clinic Surgery Center, 
Corvallis; East Portland Surgery 
Center, Portland; and Slocum Surgery 
Center, Eugene. Receiving awards 
for meeting recognition targets were 
Northwest Ambulatory Surgery 
Center, Portland; Oregon Endoscopy 
Center, Eugene; Oregon Surgicenter, 
Eugene; and River Road Surgery 
Center, Salem.  n
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Q&A: Wrong-site markings, 

sloppy timeouts, and RNs only
By Stephen W. Earnhart, MS 
CEO 
Earnhart & Associates 
Austin, TX

There always is a lot of reaction 
to my Q&A articles. The 

following are actual questions that 
were asked in the past month or so 
related to patient safety, liability, 
and compliance. I hope this column 
answers some questions that you 
have. 
 Question: Our surgeon insists 
that his private scrub tech mark the 
surgical spot on the patient in preop. 
I admit that he does initial her site 
when the patient is in the room, but 
the rest of us in the OR feel that 
he really is just parroting what she 
already has marked and not paying 
attention to what might or might 
not be the correct site. We (members 
of the OR staff) have been told by 
our supervisor that he is following 
protocol. What do you think? 
 Answer: I agree with you. You 
can have as many people as you 
want mark the operative site, but 
the only one that matters is the one 
the surgeon marks and initials. The 
surgeon needs to mark the operative 
site in preop and not in the operating 
room, where it is unlikely that the 
patients are engaged in the process of 
verification with all the distractions 
and likelihood that they have had 
some sedation. Now, is what the 
surgeon and his private scrub are 
doing wrong? Technically, no. But the 
surgeon might have a difficult time 
explaining to the patient, the family, 
and a jury why he chose to do it the 

way he did when everyone else does it 
the “right” way.

 Question: Our hospital surgical 
timeouts have gotten sloppy. What is 
the best way to do them?

Answer: Each facility does it 
differently, I suppose, and certainly 
many have become lax in how 
they carry out this important step 
in patient safety. I have observed 
timeouts while the patient is being 
wheeled down the surgical corridor. 

For a timeout to be effective and 
accurate, everyone in the room 
needs to be engaged in the process. 
Anesthesia cannot be fiddling with 
the monitor. The circulator cannot 
be grabbing a pack from the shelf. 
The surgeon cannot be adjusting a 
gown or engaged in other activity. To 
be effective, everyone and all activity 
and conversations in the room need 
to cease completely. Have a hard time 
getting everyone’s attention? Blow a 
whistle!

 Question: What is the best way to 
verify a patient in the holding area?

Answer: Ask them their names 

and dates of birth. Those are two easy 
questions that most patients know.

 Question: I work in a new 
freestanding surgery center that 
some of our surgeons built. The 
administrator for the center is a 
woman who has no experience 
in running the center and is not 
a registered nurse. I checked the 
regulations for the state and Medicare 
that say the facility must be run 
by a registered nurse. Who can I 
report this group of surgeons to 
for not following state and federal 
regulations?

Answer: Before you go and 
embarrass yourself, you need to 
understand the actual regulations a 
bit more. Your state and Medicare 
require that there be an RN 
overseeing the clinical activities in 
the facility and that there must be an 
RN in the rooms for all procedures 
when the patients have been sedated 
or are in the facility. There is no 
regulation that says the administrator 
of the facility must be an RN. Now, 
that being said, many freestanding 
surgery centers DO have an RN as 
the administrator. The “whys” are 
that it not only satisfies those two 
regulations, but for most, the feeling 
is that they are the most well-rounded 
to handle issues as they arise in a 
surgery center. [Earnhart & Associates 
is a consulting firm specializing in 
outpatient surgery development and 
management. Contact Earnhart & 
Associates, Austin, TX . Phone: (512) 
297-7575. Fax: (512) 233-2979. 
E-mail: searnhart@earnhart.com. Web: 
www.earnhart.com.]  n

“THERE IS NO 
REGULATION 

THAT SAYS THE 
ADMINISTRATOR  
OF THE FACILITY 
MUST BE AN RN .”
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3 apps that could help improve patient safety

Today’s clinicians are using 
various apps to improve safety 

and avoid liability. Consider these 
recommendations from your peers:

• IScrub Lite is an app designed 
to record hand hygiene observations. 
Designed by The University of Iowa, 
this free app requires iOS 3.0 or later 
and is compatible with iPhone, iPad, 
and iPod touch. You can monitor 
compliance without transcription, 
which might help avoid errors. You 
can record your observations with 
time, location, and job role, and 
you can customize these functions. 
The iScrub Lite app also allows you 
to email your observations. You 

can export a spreadsheet that is 
compatible with popular spreadsheet 
applications. 

• Anesthesiologist is a free 
Android app that allows anesthetists 
to input an adult or pediatric patient’s 
weight and age, and the app provides 
doses of many common drugs. 
Airway management information is 
provided based on the patient’s weight 
and age. Reviewers say it doesn’t work 
with Android lollipop.

• Pristine EyeSight is a HIPAA-
compliant app that allows remote 
consults with smart glasses such as 
Google Glass with a secure feed. Uses 
have included guiding a clinician 

through a wound care treatment, 
receiving remote support from 
medical device representatives, and 
allowing biomedical engineers to 
call technicians for assistance with 
device repairs. You need a pre-existing 
username and password from the 
company to use the app. The app 
is priced on a per-user, per-month 
basis. Video and images taken by the 
smart glass user are time-stamped, 
attributed to the device, and uploaded 
to a secure location in the cloud. 
EyeSight runs natively in the user’s 
website browser, supporting Android, 
iOS, and multiple brands of smart 
glasses.  n

FDA launches drug shortages mobile app 

The Food and Drug 
Administration (FDA) has 

launched the agency’s first mobile 
application specifically designed 
to speed public access to valuable 
information about drug shortages. 
The app identifies current drug 
shortages, resolved shortages, and 
discontinuations of drug products.

 “The FDA understands 
that healthcare professionals 
and pharmacists need real-time 

information about drug shortages 
to make treatment decisions,” said 
Valerie Jensen, associate director of 
the drug shortage staff in the FDA’s 
Center for Drug Evaluation and 
Research. “The new mobile app is an 
innovative tool that will offer easier 
and faster access to important drug 
shortage information.”

App users can search or browse 
by a drug’s generic name or active 
ingredient, and they can browse by 

therapeutic category. The app can also 
be used to report a suspected drug 
shortage or supply issue to the FDA. 
The app is available for free download 
via iTunes (for Apple devices) and 
the Google Play store (for Android 
devices) by searching “FDA Drug 
Shortages.”

Another new resource from the 
FDA is an infographic on drug 
shortages. Access at http://1.usa.
gov/1byE61c.  n

Pre-surgery beta blockers, risk of death examined

The controversial practice of 
administering pre-surgery 

beta blockers to patients having 
noncardiac surgery was associated 
with an increased risk of death in 
patients with no cardiac risk factors,  
but it was beneficial for patients with 
three to four risk factors, according to 
a report published online by JAMA 
Surgery.

Pre-surgery β-blockade is a 

widely accepted practice in patients 
having cardiac surgery. But its use in 
patients at low risk of heart-related 
events having noncardiac surgery is 
controversial because of the increased 
risk of stroke and hypotension. 
Because of the persistent controversy, 
the authors analyzed data from the 
Veterans Health Administration to 
examine the effect of perioperative 
β-blockade on patients having 

noncardiac surgery by measuring 30-
day surgical mortality. The team was 
led by Mark L. Friedell, MD, FACS, 
chairman of the Department of 
Surgery at the University of Missouri-
Kansas City School of Medicine.

The analysis included 326,489 
patients: 314,114 (96.2%) had 
noncardiac surgery and 12,375 
(3.8%) had cardiac surgery. Overall, 
141,185 patients (43.2%) received 
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a β-blocker. Of the patients having 
cardiac surgery, 8,571 (69.3%) 
received a β-blocker, and 132,614 
(42.2%) of the patients having 
noncardiac surgery received one.

The unadjusted 30-day mortality 
rates among patients having 
noncardiac surgery for those not 
receiving β-blockers were 0.5% for 
patients with no cardiac risk factors, 
1.4% for patients with one to two 
risk factors, and 6.7% for patients 
with three to four risk factors. For 
those patients having noncardiac 
surgery who did receive β-blockers, 
the unadjusted 30-day mortality 
rates for patients with no cardiac 

risk factors, one to two risk factors, 
and three to four risk factors were 
1%, 1.7%, and 3.5%, respectively, 
according to the results.

The results suggest that among 
patients with no cardiac risk factors 
having noncardiac surgery, those 
patients receiving β-blockers were 1.2 
times more likely to die than those 
not receiving β-blockers. The risk of 
death decreased for those patients 
with one to two risk factors, but 
the reduction was not significant. 
However, for patients having 
noncardiac surgery with three to four 
cardiac risk factors, those receiving 
β-blockers were significantly less 

likely to die than those not receiving 
β-blockers, the authors found. The 
authors did not observe similar results 
in patients having cardiac surgery.

“β-blockade is beneficial 
perioperatively for patients with three 
to four cardiac risk factors undergoing 
NCS [noncardiac surgery] but not 
in patients with one to two cardiac 
risk factors,” the study says. “Most 
important, the use of β-blockers in 
patients with no cardiac risk factors 
appears to be associated with a 
higher risk of death, which has, to 
our knowledge, not been previously 
reported.” (To access the study, go to 
http://bit.ly/1ezlcIW.)  n

Study determines best anesthesia option for infants

Infants undergoing some types of 
surgery could have better recovery 

if they receive regional anesthesia 
rather than general anesthesia, 
according to two studies published in 
Anesthesiology,1-2 the official medical 
journal of the American Society 
of Anesthesiologists. Researchers 
explored the differences between the 
two types of anesthesia by measuring 
the presence of apnea, a breathing 
complication, following hernia 
surgery.

Experts have long examined the 
effects of anesthesia on infants and 
toddlers. Many believe infants who 
undergo general anesthesia in their 
first year of life might be at higher 
risk of developmental and learning 
issues. One option to avoid exposure 
to the adverse effects of anesthetics is 
to use regional anesthesia. 

“Our research provides the 
strongest evidence to date on how 
babies should have anesthesia for 
hernia repair, the most common 
procedure among infants,” said 
Andrew Davidson, MD, study 
author and associate professor 

at Royal Children’s Hospital in 
Melbourne, Australia. “We found that 
spinal anesthesia is safer than general 
anesthesia.”

Previous studies suggest that 
regional anesthesia might reduce 
the risk of apnea among infants. In 
the largest study to date, Davidson’s 
study compared rates of apnea after 
general or regional anesthesia among 
722 infants. It found that while there 
was little evidence for a difference in 
late apnea, there was evidence that 
regional anesthesia reduced the risk 
of significant apnea in the first 30 
minutes after surgery.

Of the 722 infants, Geoff 
Frawley, MD, physician 
anesthesiologist and clinical associate 
professor at Royal Children’s 
Hospital, examined 339 patients 
who had spinal anesthesia for factors 
affecting the failure or success of the 
anesthetic technique. A failure, by the 
authors’ definition, was one in which 
another form of anesthesia had to be 
used to complete the surgery. Frawley 
found that 16.8% of cases required 
an additional form of anesthesia. 

The research also examined factors 
that might be associated with failure, 
including the anesthesia provider’s 
experience in administering spinal 
anesthesia.

“Every year millions of children 
require surgery in their first year of 
life,” said Frawley. “We aimed to 
establish which factors are associated 
with better outcomes when infant 
spinal anesthesia is used. We found 
that there is a steep learning curve 
among anesthesia providers for infant 
spinal anesthesia, but learning the 
technique could have a far-reaching 
impact for infants undergoing 
surgery.”

The current research is part of 
an ongoing study to compare the 
long-term effects of anesthesia on 
neurodevelopmental outcomes.
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New videos help providers check injection practices

The Centers for Disease Control 
and Prevention (CDC) continues 

to investigate outbreaks as a result 
of unsafe injection practices. These 
mistakes and knowledge gaps put 
healthcare providers and patients at 
risk, the CDC says. The One & Only 
Campaign has created two videos to 
help make healthcare safer:

• Check Your Steps! Make Every 
Injection Safe for healthcare providers, 
3 minutes and 45 seconds;

• Managing Patient Safety, One 
Injection at a Time for healthcare 
managers, 2 minutes and 33 seconds.

Created by the Safe Injection 
Practices Coalition, these videos detail 
information to help providers and 

facility managers double-check their 
injection safety knowledge and help 
keep patients safe from unnecessary 
harm. To access the videos, go to 
https://www.youtube.com/user/
OneandOnlyCampaign. For more on 
the One and Only Campaign, go to 
Facebook (One & Only Campaign) 
or Twitter: @InjectionSafety.  n

Medical malpractice payout amounts increase

For the second consecutive year, 
medical malpractice payouts 

increased more than 4% from the 
previous year, according to an analysis 
Diederich Healthcare conducted of 
the medical malpractice payout data 
provided by the National Practitioner 
Data Bank (NPDB). Diederich 
Healthcare is a division of Diederich 
Insurance Agency, which provides 
comprehensive medical malpractice 
insurance and consulting services.

 After seeing a steady decline in 
medical malpractice payout amounts 

from 2003 through 2012, malpractice 
payouts started to rise in 2013 and 
continued to rise at a steady pace 
in 2014, which marks a trend of 
increased medical malpractice payouts 
in the United States. The NPDB data 
in 2014 saw an increase of 4.4% in 
total payout amounts, which brought 
the total closer to the $4 billion mark. 
In fact, if the trend continues, 2015 
could be the year that the United 
States crosses the $4 billion threshold.

 Several states saw a decrease in 
medical malpractice payout amounts, 

such as California and much of the 
western area of the United States. 
However, most states saw an increase, 
particularly states in the South and 
the Northeast. New York is again the 
highest state in terms of per capita 
payouts at $36.15. The Northeast as 
a whole had a per capita payout rate 
of $28.20, which is more than three 
times greater than the next highest 
region (the Midwest).

The full payout analysis is 
available online at http://tinyurl.com/
nh2q5dw.   n

Give your facility a ‘leg up’ on competition: 

Revamp outdated price estimate processes
(In this first part of a two-part series, 

we discuss the growing need to provide 
cost estimates and how these estimates 
can impact collections. Next month, 
we’ll discuss factors that can lead to 
incorrect estimates.) 

Collections increased 19% and 
were up an additional $3.6 

million in 2014 compared to the 
previous year, and payment plans 
increased by 27% and were up an 
additional $2.8 million, after leaders 
at Novant Health in Winston-Salem, 
NC, began giving price estimate 
letters to surgical patients prior to 
service. Novant saw a decrease in bad 
debt of 8.8% in 2014 and attributes a 

large part of that decrease to the new 
processes. 

“With estimates, we are often 
able to set up the self-pay patient 
on a payment plan prior to service, 
as well as set up the plan to kick 
off after insurance pays for our 
insured patients,” reports Craig 
Pergrem, MBA, senior director of 
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checklist 
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informed consent forms

COMING IN FUTURE MONTHS

revenue cycle, pre-service, financial 
counseling, and onsite access. 

Mary Rutan Hospital in 
Bellefontaine, OH, expects to move 
up to 25% of current bad debt to 
charity after implementing price 
estimator software. “There may 
be additional reduction, not just 
movement, of bad debt, as well,” says 
David Kelly, director of revenue 
cycle.

Healthcare facilities that provide 
patients with good estimates give 
the facility a distinct competitive 
advantage in the marketplace, 
according to Steve Schaefer, vice 
president of finance at Seattle-based 
Virginia Mason Health System. “The 
hospital that can deliver around 
accuracy in out-of-pocket costs is 
going to have a leg up,” he says. 
“The patient is quickly becoming a 
consumer. As we all know, whenever 
we go shopping, we always look at 
our costs.”

Informed decisions

Increasing the accuracy of 
estimates for out-of-pocket costs is 
a top priority for Virginia Mason’s 
leaders.

“In the past, it wasn’t a big deal 
because you just paid a copay. 
There was really no reason to be 
transparent,” says Schaefer. “We are 
in a very tumultuous time, going 
from minimal patient costs to very 
transparent.” 

Hospital leaders nationwide are 
responding to a growing demand 
to inform patients of costs on the 
front end. “We in healthcare need 
to educate and set expectations, so 
that patients can make healthcare 
decisions with their eyes wide open,” 
says Schaefer. 

The trend is largely driven by 
patients’ higher out-of-pocket costs. 
“We are moving into consumerism,” 
says Schaefer. “Patients are looking at 

cost, quality, and service as the three 
pillars that guide their purchasing 
decisions.” 

Schaefer points to recent 
legislative debates surrounding 
price transparency in healthcare. 
“Invariably, somebody pounds the 
table and says, ‘I can go to Starbucks 
and find out what a cup of coffee 
costs. How come healthcare can’t 
do the same thing?’” he says. There 
is no mystery about what goods 
or services cost in other industries. 
“When we purchase something in 
our free enterprise system, we have 
a one-to-one relationship between 
price and cost. If it’s $1.50 for a soda 
at a vending machine, we know as a 
consumer the cost will be $1.50,” says 
Schaefer.

Patients are unprepared when 
healthcare costs turn out to be far 
more complex than those in the retail 
world. “In the old days, every once 
in a while you got a patient with 
80/20 coinsurance who unknowingly 
went out of network and got shocked 
by a big out-of-pocket expense,” 
says Schaefer. This expense typically 
was discovered only after the 

patient received a bill. Today, such 
unexpected high out-of-pocket costs 
are commonplace. 

“Where else, other than 
healthcare, would that occur?” asks 
Schaefer. “It just doesn’t happen.”  

Consistency lacking 

At Mary Rutan Hospital, cost 
estimates are given only when patients 
call and request them.

“The calls are usually routed to the 
operational departments themselves. 
This yields only partial estimates and 
a lack of consistent methodology,” 
says Kelly. Some departments 
estimate the patient’s total out-of-
pocket costs, for example, whereas 
others quote gross charges. “That 
yields wildly varying estimates,” says 
Kelly.

Surgery estimates often are given 
by one team, while other procedures 
are given by a different team. 
“Currently, our organization has a 
very disparate, inconsistent process 
for giving estimates,” says Kelly. 
“We’re consolidating the process to 
one team, so all estimates come from 
the same source.” The department is 

EXECUTIVE SUMMARY

Healthcare facilities are revamping cost estimate processes due to 
patients’ growing demand for cost transparency. 
• Collections increased 19% with price estimate letters at Novant 
Health. 
• Bad debt is expected to decrease by 25% with price estimator 
software at Mary Rutan Hospital.
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CNE/CME OBJECTIVES

After reading Same-Day Surgery, the participant will be able to:  

• identify clinical, managerial, regulatory, or social issues relating to ambulatory 
surgery care;

• identifiy how current issues in ambulatory surgery affect clinical and 
management practices;

• incorporate practical solutions to ambulatory surgery issues and concerns into 
daily practices.

changing its process so that outbound 
calls will be made to scheduled 
patients.

Only an estimate

Novant Health’s price estimate 
letter states, “This is an estimate for 
services that we have at this time,” 
and staff let patients know that the 
estimate is not an exact science. 

“We also record all our calls with 
our patients and can use that to let 
them know how often we have told 
them it is an estimate,” says Pergrem. 

The recordings are used if a patient 
claims the hospital employee never 
told them it was an estimate or 
was unsympathetic to the patient’s 
financial needs. 

“It keeps the representatives on 
their toes and also protects them from 
anyone accusing them of something 
that didn’t happen,” says Pergrem. 
“It eliminates the ‘he said/she said’ 
process completely.” 

 Novant Health’s pricing system 
has all of its contracts loaded into 
it, so if the staff members have the 

correct code at time of scheduling 
the procedure, they are “very close to 
the total due,” he says. “We have it 
scripted to tell our patients that this 
is an ‘estimate’ and is based on what 
their physician has scheduled and 
what their benefits showed on the day 
we provided the estimate,” Pergrem 
says. (For more information, see the 
June 2015 SDS: “Price transparency 
is growing, but hear lessons from 
frontrunners first,” p. 61, and “Guide 
offers information about outpatient 
providers and charges,” p. 64.)   n

Guidance on role of industry reps in endoscopy unit

The American Society for 
Gastrointestinal Endoscopy 

(ASGE) has issued a document 
offering  guidance on the role that 
device, accessory, and pharmaceutical 
industry representatives play in 
endoscopy units and how best to 
achieve optimal interaction between 
physicians and industry for the 
benefit of the patient.

The Role of Industry Representatives 
in the Endoscopy Unit describes 
the range of endoscopy services, 
from basic, general procedures 
in ambulatory surgery centers 
to the most advanced, complex 
interventions performed at tertiary 
medical centers. It also describes the 
role of industry representatives in 
those venues. 

Representatives of these companies 
have a role and a responsibility in 
facilitating the best care for patients, 
which includes effective interaction 
with physicians and staff, as well as 
ongoing technical proficiency, the 
ASGE says. The document addresses 
key aspects of this issue, including:

• hospital credentialing, 
certification in the Health Insurance 
Portability and Accountability 
Act (HIPAA), and general code of 

conduct for vendors entering the 
endoscopy unit;

• types and functions of industry 
representatives, including sales reps, 
product specialists, scientific liaisons, 
development managers, and corporate 
leaders;

• advice on the level of training 
and expertise needed to support 
physicians and staff using their 
products;

• the importance of awareness of 
the Food and Drug Administration 
status of all new products and of any 
increased cost burden associated with 
them;

• the obligation of industry 
representatives to satisfactorily resolve 
any problems.

Highlights of the specific 
recommendations include:

• Appropriate training and 
education for representatives is 
essential.

• Representatives should be 
formally credentialed with the 
hospital or facility, including 
HIPAA and any other site-specific 
requirements.

• Representatives must comply 
with codes and local policies 
on interactions with healthcare 
professionals from the Advanced 
Medical Technology Association 
and Pharmaceutical Research and 
Manufacturers of America. 

• Knowledge of complications 
or adverse events should be shared 
openly by representatives with 
physicians/staff.

To access the guidelines, go to 
http://bit.ly/1EL2jee.   n
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CNE/CME INSTRUCTIONS

CNE/CME QUESTIONS

1. What do the authors of the 
recent commentary in The 
Journal of the American 
Medical Association say 
about healthcare providers 
regarding credentialing and 
privileging surgeons on new 
technology and procedures?

A. Healthcare providers 
lack robust process for 
credentialing.
B. Healthcare providers 
lack robust processes for 
privileging.
C. Healthcare providers lack 
robust processes for both 
credentialing and privileging.

2. In a recent study on the 
effect of distractions on 
surgical teams, distractions 
were tied to which of the 
following?

A. Lower levels of teamwork
B. Poorer team performance
C. Higher stress and higher 
workload
D. All of the above

3. When Northbank 
Surgical Center found 
a defective instrument 
and learned the Food 

and Drug Administration 
had requested follow up 
from the manufacturer, 
but the matter had not 
been resolved, how did 
Northbank Surgical Center 
respond?

A. Managers contacted the 
company directly.
B. The Center immediately 
stopped using the instrument.
C. The Center formed a 
committee to research the 
defect.
D. All of the above

4. According to an analysis 
Diederich Healthcare 
conducted of the medical 
malpractice payout data 
provided by the National 
Practitioner Data Bank, what 
is the trend with medical 
malpractice payouts?

A They decreased 4% for the 
third consecutive year.
B. They decreased 2% in 2014, 
reversing a three-year trend.
C. For the second consecutive 
year, medical malpractice 
payouts increased more than 
4% from the previous year. 



••
FRAMEWORK FOR ROOT CAUo£J ANALYSIS AND ACTION PLAN

Facility #50236 Facility Name: Northbank Surgical Center Contact Person Pat Clark Phone #503-364-3704
ASA Classification Date of Incident _

Do NOT use names of employees, patients or physician, please use numbers as references; Be OBJECTIVE andfactual; Do NOT include subjective information;
PLEASE ANSWER all the OUESTIONS under 'findings' regardtess of me event.

Levels of Analysis Questions Findings Root Ask Take
Cause? "Whv?" Action?

What happened? Sentinel Event What are the details of the Write an objective statement about what happened,

Usually it is an event? (brief description) Include ALL the following information regardless of the

accumulated series event: Date, Time admitted to the ASC, Diagnosis,

of events; tracking Procedure, Age, Gender, Type of Anesthesia, ASA status,

back leads to the Vital signs: BP, P, R, oximeter % on admission? OR?

cause Discharge time and Discharged to?
Was discharge criteria met for discharge?
Patient outcome?

When did the event occur? Date, Time and Place of Event

Has this type of adverse If yes, date of previous event. Were corrective actions
event occurred before? developed and implemented then? Were they followed?

What were they?
What service areas were These should include all areas of occurrence including
impacted? preop, PACU and OR as well as staff and physicians. Was

your surgery schedule 'held up'?

What immediate care was Was the situation made "safe" to prevent recurrence?
provided to individual Were specific equipment or materials involved removed
involved (this includes (if applicable)? What was collected?
patient, staff or visitors)? Where was it stored? Was it labeled 'do not use'?

Were police and or security notified (if applicable)?
Was corporate RM Notify your corporate risk manager by fax and phone of
notified? the event.
Was MEC/GB and medical Notify medical leadership of event: include adm, one up,
leadership notified? medical director and GB. Involve them in the analysis.

Why did it happen? The process or What are the steps in the Patients are admitted to the ASC _hour before

What were the most activity in which process as designed? {map procedure. Was patient seen by anesthesia prior to

proximate factors? the event occurred out the events as they procedure? Procedure performed? Protocols in place?
happened} Events in OR? Events in PACU? Discharged home

w/responsible adult?
What steps were involved Admission criteria met? (age, weight, procedure and ASA
(contributed to) the event? classification for your facility?)

Significant patient history? List anything out of ordinary.
List the medications and doses given to patient while in
ASC.
What does the "team" involved think happened?
What was the sequence of events that ultimately resulted
in the close call, near miss or event?
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Human factors What human factors were
relevant to the outcome?

Can prou.cols be put into place to keep this from
occurring?
List the areas that individuals had control of such as:
medication administration appropriate?
peer review appropriate? physician credentialed for this
procedure?
process / paperwork needing improvement?
ACLS protocol followed? 911 called? Time and response?
Medications given, if code blue called? Can anything be
done to simplify the process or make the process error free
by building in system failure before human error can
occur?

--

Equipment factors How did the equipment
performance affect the
outcome?

What equipment was involved? When was last biomedical
testing done? What was the report?
When was the last preventive maintenance done and what
were the results, if applicable?

Controllable
environmental
factors

What factors directly
affected the outcome?

Patients' medical history; list significant findings:
hypertension? cardiac? diabetes? asthma?
Patients' medications (list medication and dose):
prescriptions? over counters? steroids? herbals?
Patients' past surgeries or major hospitalizations
Facility issues: Lighting? Noise? Busy schedule? Eqp?
Would standardizing meds, equipment or supplies help?
Barriers to standardization?

Uncontrollable
external factors

Are they truly beyond the
organization's control?

Lack of information from patient?
Lack of information from physician?
Lack of preop testing?
Waiting on emergency medical personnel?

Other Are there any other factors
that have directly
influenced this outcome?

Internal? External?

What other areas or
services are impacted?

Immediate area is obviously affected but what about
surrounding areas such as other patients, family, staff,
physicians, preop, PACU, OR, Business Office, Lobby or
visitors?

Why did that
happens? What
systems and
processes underlie
those proximate
factors?

Human resources
issues

To what degree are staff
properly qualified and
currently competent for
their responsibilities?

Nurses/staff involved:
-Years of experience -Date of hire -Current license
- Performance appraisal rating -Competencies/ACLS
current
Physician's involved: -Date of initial appointment to
medical staff? Last reappointment date?
-Delineation of privileges for the procedure?
-LicenselDEAlMalpractice current?
-Peer review results: #complications last yr and # cases
performed -Performance Improvement issues?
-Competency/ ACLS current (if applicable)

SUPPLEMENT TO SAME-DAY SURGERY/July 2015



"..
Human resource How did actual staffing Use AOI\...!.~ and ASPAN standards

-

issues (cont' d) compare with ideal levels? Any 'call ins' for the day?
Staffing adequate including clinical and
physician/CRN A?

What are the plans for Is nurse manager or administrator clinical?
dealing with contingencies How many pool nurses are available?
that would tend to reduce
effective staffmg levels?
How has staff performance Code blue evaluation? Drill evaluations?
in the relevant processes Staff performance optimal in this event?
been assessed? When was Policy / Procedure followed? Medicare and state
this last performed? regulations followed?

Was fatigue a factor? Workload? Time pressure?
Has this issue occurred in the past? Same staff?
% of these complications to number of cases over last yr?

How can orientation and Training appropriate?
inservice training be If training is an issue, what additional training should be
improved? added to orientation or what inservices should be added?

Are routine monthly and mandatory inservices done and
attended by staff involved?

Information To what degree is all Are medical records, lab reports, hospital records (if
management necessary information transferred), physician office notes, autopsy (if applicable)
systems available when needed? available?

Accurate? Complete? Complete? Accurate? What documentation changes need
to be made to make your forms/documentation more
complete?

To what degree is Communication between staff members adequate?
communication among Communication between physicians adequate?
participants adequate? "Read backs" being done? Verifications being done?

Time outs completed?
Routine monthly staff meetings held?
Communication book for staff?
Memos? Emails? Quality Council Meetings?
Management Meetings?

Environmental To what degree was the Did patient meet scope of care and admission criteria for
management physical environment the facility?
issues appropriate for the processes Was the environment appropriate for patient care? \being carried out? Was flu care appropriate? Did pt need higher level of care?

What systems are in place Quarterly life safety checks done? \
to identify environmental EOC checklists done? Crash cart checks daily?
risks? Medication checks? Alarm/ Call bell checks?

Preventive maintenance performed? Last date?
What emergency and Mock code blue?
failure-mode responses Disaster drills?
have been planned and Crash cart checks?
tested?

SUPPLEMENT TO SAME-DAY SURGERY/July 2015
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Leadership Issues -
To what degree is the Corporal"

Corporate culture culture conducive to risk Non-retaliation policy? Open communication?
identification and Administrative? Quality Council? Management team?
reduction? MEC/GB?

Encouragement of What are the barriers to Corporate compliance program strongly advocates open
communication communication potential communication with non-retaliation policy.

risk factors? Any barriers to communication that particular day?
Clear To what degree is the Staff meetings? Quality Council meetings?
communication of prevention of adverse Daily communication?
priorities outcomes communicated as Review of trends?

a high priority? How?
Uncontrollable What can be done to Maintain consistent high standard of care.
factors protect against the effects ASPAN / AORN standards being met?

of these uncontrollable Policy/ Procedure maintained and followed?
factors?

Risk Reduction Strategies Measures of Effectiveness Date of Completion and
Date Management Reviewed

For each of the findings Description of Action in Detail and Include Person Responsible, if action was effective or the
identified in the analysis as Review Action as either: E=Eliminate; C=Control; A =Accept action had to be revised or deleted, date of completion and
needinz action, indicate the management review.
planned action, expected Action Item # I :
implementation date, and
associated measure of Action Item #2:
effectiveness OR ...
If, after consideration of such
finding, a decision is made not to Action Item #3:
implement an associated risk
reduction strategy, indicate the Action Item #4:
rationale for not taking action at
this time.

Action Item #5:Check to be sure that the selected
measure will provide data that
will permit assessment of the Action Item #6:
effectiveness of the action.
Consider whether pilot testing of Action Item #7:
a planned improvement should
be conducted.
Improvements to reduce risk Review action items as eliminate (remove a piece of equipment), ANSWER THE FOLLOWING QUESTIONS:
should ultimately be control (change in procedure; an additional step) or accept (the Who needs to know these actions? Who could benefit from
implemented in all areas where associated risk is accepted). this information and recommendations?
applicable, not just where the (smaJl # staff or all staff?) How will this information be
vent occurred. Identify where the shared? Bv whom? When?
improvements wiJl be
implemented.
Signature: Lead Clinician
Signature: Administrator

Source: Northbank Surgical Center, Salem, OR SUPPLEMENT TO SAME-DAY SURGERY/July 2015



NORTHBANK
SURGICAL CENTER

700 BELLEVUE STREET S.E., SUITE 300
SALEM, OREGON 97301

Pre-Op (RN Confirms)
n Patient Identity (Name, DOB)
n  Allergy band
n  Consent verified
n   H & P present, updated,  

and verified w/consent
n  Pre-Op orders complete
n   Diagnostic lab results present 

n  N/A
n   EKG present 

 n  N/A

Verbal handoff to OR
n  Patient identity
n  Confirm surgery procedure/site
n  Allergies
n   Prophylactic abx n  N/A
n  Unique patient medical Hx
n  Facility consent signed
n  Sterilization consent signed n  N/A
n  Anesthesia consent signed n  N/A

Before Induction of Anesthesia (RN and Anesthesia Confirm)

n   Patient confirmed his/her identity, 
site, procedure, and consent

n   Site is marked by the surgeon 
n  N/A

n   Anesthesia machine and medication 
check complete

n   Pulse oximeter is on the patient and 
functioning

Antibiotic prophylaxis given within the last 60 
minutes. (120 minutes if vancomycin or fluoroquinolones)
n  Yes          n  No         n  N/A

Start _________  End _________  Cut __________

Initials:  OR RN _________

Before Incision (RN, Anesthesia, Surgeon, Tech Confirm)

n   Confirm that all teammates have 
introduced themselves by name and role

Time Out (Immediately before incision)
*All Other Activity is Suspended
n  Confirm patient identity
n  Confirm procedure, site, side
n  Confirm consent
n  Confirm site mark is visible
n   Confirm Implants (including expiration date

and company as applicable) 
n N/A

To Nursing Team:
n   Sterility or High Level Disinfection has been 

confirmed (including indicator results)
n   Equipment issues or any concerns addressed
n   Patient's essential imaging displayed 

n  N/A
Medications: (Circulator and Surgical Tech.)
n  Correct medication concentrations used
n   All medications and solutions are labeled 

n  N/A

Initials: OR RN ________

Before Patient Leaves Operating Room (RN, Anesthesia, Surgeon Confirm)
Nurse Verbally Confirms:
n  The name of the procedure
n   Completion of instrument, sponge, and needle counts
n  Surgeon aware of counts
n   Specimens labeled (read specimen label aloud, 

including patient's name)     n  N/A

n   Radiologic test results present 
n  N/A

n  Pre-anes. assessment complete
n   Verify ASA on progress note for CS 

n  N/A
Eye Block Time Out
n  Confirm patient identity
n  Confirm procedure/site/side
n  Confirm consent
n   Confirm site mark is visible
n  N/A

n   Patient Allergies addressed 
n  NKDA 

n   Patient airway and aspiration risk 
addressed 
Equipment/assistance is available

n   Special equipment, devices, or 
implants present 
n  N/A

Anticipated Critical Events
To Surgeon:
n   Critical or non-routine steps addressed 

 n N/A
n  Length of case addressed
n   Venous thromboembolism prophylaxis 

Implemented  n N/A    Time on ________
n  Anticipated blood loss discussed
To Anesthesiologist:
n  Patient-specific concerns addressed
n   Normothermia measures implemented 

n N/A

n   Equipment issues addressed 
n  N/A

All Team Members:
n   Key concerns for recovery and management of this patient have 

been addressed

SAFE SURGICAL CHECKLIST - 4

Pre-Op RN Signature: _____________________________       Relief OR/Procedure Room RN Signature: _______________________________

OR RN Signature: _________________________________      Relief OR RN Signature: _____________________________________________

Initials:  PO RN _________   OR RN_________

DATE SURGEON NAME MARITAL STATUS

PATIENT NO.

FIRST NAME MI SEX AGED.O.B.LAST NAME

PROPOSED SURGERY ALLERGIES

SAFE SURGICAL CHECKLIST

SOCIAL SECURITY NUMBER

Source: Northbank Surgical Center, Salem, OR.
SUPPLEMENT TO SAME-DAY SURGERY/July 2015
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