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Surgery’s Not-So-Secret Problem: 
Operating Room Smoke Is Hurting 
Nurses’ Health

For more than three decades, 
safety advocates have warned 
of the serious health dangers 

caused by surgical smoke. There is a 
simple solution that involves installing 
smoke evacuation devices in operating 
rooms (ORs). Still, the problem persists 
because of a lack of urgency among 
regulators and OR leadership.

“A lot of operating rooms don’t 
see the need to buy these to make a 
safe environment; hospitals are not 
justifying the cost, and it’s terrible 
because research about the dangers of 
OR smoke has been validated time 
and again,” says Kay Ball, PhD, RN, 
FAAN, professor of nursing at Otterbein 
University in Westerville, OH. Ball also 
is a perioperative consultant who speaks 
about OR smoke at educational sessions 
nationwide. She based her doctorate 
research on surgical smoke.

Ball’s research revealed that 
perioperative nurses report twice as 
many respiratory problems as the 
general population.1 Health problems 
for nurses and other staff working in 

ORs that produce surgical smoke have 
been known for decades.

“My first time talking [publicly] 
about surgical smoke was in 1985,” Ball 
says. “It long has been a problem, and 
laser technology brought it to everyone’s 
attention. It’s a workplace safety issue.”

“In a laser course in the 1990s, I 
remember a surgeon teaching us that 
there’s no such thing as safe smoke,” says 
Vangie Dennis, MSN, RN, CNOR, 
executive director, perioperative services, 
WellStar Atlanta Medical Center. “It 
doesn’t matter what we burn it with.”

Anyone who is exposed frequently to 
such smoke will experience respiratory 
symptoms. “When people start to 
experience symptoms of eyes watering, 
headaches, double vision, respiratory 
problems, emphysema, asthma, or 
when their symptoms worsen or are 
exacerbated, it’s time to get rid of 
surgical smoke,” Ball says. “Operating 
rooms need to evacuate the plume.”

The Association of periOperative 
Registered Nurses (AORN) has been 
following the surgical smoke issue 
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since the early 1990s. “There were 
studies in the late 1980s that talked 
about the content of surgical smoke, 
comparing it to cigarette smoke,” 
says Mary Ogg, MSN, RN, CNOR, 
senior perioperative practice specialist 
at AORN. “If cigarette smoke is bad 
for us, then surgical smoke is, as 
well.”

After more than two decades of 
AORN advocating for government 
agencies to address this issue, OSHA 
was close to creating a regulation 
regarding surgical smoke, but it never 
happened, Ogg laments. 

“Administrations change, and 
when that happens, priorities change, 
and it has not been on their radar,” 
Ogg says. “There is some language 
on OSHA’s website about evacuating 
smoke. Now, it falls under OSHA’s 
general duty clause of how operating 
rooms should provide a safe 
environment for employees.”2

Without a specific mandate from 
OSHA, many ORs do not include 
smoke evacuators, although many 
already contain equipment that could 
be adapted for this purpose. “It’s a 
simple solution to use an evacuator, 
and many surgery centers already 
have things in place,” Ogg explains.

For example, fluid waste systems 
can be adapted for smoke evacuation. 
Also, there are smoke evacuators 
in some surgery centers already — 
tucked into the back of closets. “They 
don’t know it’s there. That’s one we 
hear a lot,” Ogg reports. “I heard 
one story from a manufacturer about 
a hospital that said they wanted 
to do smoke evacuation. They did 
an inventory, finding out they had 
equipment already, but they didn’t 
use it.”

Dennis has helped operating 
rooms go smoke-free over the 
past 25 years. She developed a 
replicable formula for a smoke-free 
OR. (Editor’s Note: See the story on 

implementing a smoke-free program on 
the next page.)

The hazards of surgical smoke 
make it worth the extra expense and 
effort, Ball notes. “There are over 
150 chemical compounds in surgical 
smoke, and many are also in cigarette 
smoke,” she observes. “The size of the 
particles is a problem: 77% of them 
are less than 1.5 microns, so they can 
go right through the surgery mask.”

Those tiny particles settle into 
the lungs, exacerbating allergies, 
asthma, emphysema, and other lung 
conditions. 

“One nurse said, ‘I have to rinse 
out my sinuses every morning before 
coming to work, and then I rinse 
them out again. And I have to have 
inhalers in my purse because I’m 
exposed to surgical smoke so much,’” 
Ball recalls. “When you laser 1 gram 
of tissue, which is not a whole lot, 
it’s like smoking [six] unfiltered 
cigarettes. When using electrosurgery 
or laser surgery, it’s like smoking 27 
to 30 cigarettes every day in a surgery 
suite.”3

Nurses have reported their 
facilities to OSHA, and OSHA has 
fined them, telling ORs to put smoke 
evacuators in every room, Ball says. 
“My research says that freestanding 
surgery centers are more compliant 
with smoke evacuation guidelines 
and recommendations,” she adds.

But not enough ORs follow best 
practices when it comes to smoke 
evacuation. “It’s easy to evacuate 
plume, but so many people don’t,” 
Ball says. “The cost of the evacuator 
can be $2,500. It’s well worth the 
cost because it protects staff, doctors, 
and nurses.”

There have been case studies of 
people who developed severe lung 
problems because of long-term 
exposure to surgical smoke, Ball adds. 
Some of those people even required 
lung transplants. The chief barriers to 
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“MAKE A 
BUSINESS CASE 

FOR SMOKE 
EVACUATION, 
BUILD A CASE 

FOR THAT, 
DEVELOP A 
PLAN, AND 

SHOW HOW WE 
CAN DO IT .”

smoke-free ORs include apathy and 
inconvenience. “Physicians might say, 
‘Don’t worry about it, it’s just a little 
bit of plume,’” Ball says. “But there is 
no safe amount of plume.”

Another barrier is that the 
evacuation devices are loud. “I heard 
a doctor say that the devices are too 
noisy, but the industry is making 
these less noisy,” Ball says.

Cost is another issue for some 
centers. “Smoke evacuators cost from 
$1,000 to $4,000, depending on 

features you want with them,” Dennis 
reports. “But some companies will 
place them if a surgery center buys 
the tubing and filters from them.”

The cost of a smoke-free OR is 
well worth it because it protects staff, 
doctors, and nurses, Ball says.  n
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Creating a Smoke-Free Environment  
for Your Operating Room

Any surgery center can create a 
smoke-free OR at a relatively 

low cost when compared with the 
long-term health and workplace 
impact of surgical smoke.

“Safety devices are an investment 
in longevity and staff satisfaction,” 
says Vangie Dennis, MSN, 
RN, CNOR, executive director, 
perioperative services, WellStar 
Atlanta Medical Center Downtown.

To start a smoke-free OR program, 
Dennis recommends speaking with 
the risk manager or person in charge 
of safety. The program should be 
evidence-based, and all plans should 
be analyzed.

“Just get your act together and 
write down what elements you want 
to include in a plan,” suggests Kay 
Ball, RN, PhD, CNOR, professor 
of nursing at Otterbein University in 
Westerville, OH.

The impact of OR smoke on 
patients also should be addressed in 
any plan, adds Mary Ogg, MSN, 
RN, CNOR, senior perioperative 
practice specialist at AORN. 

“One of our nurses said she was 
working at a surgery center, taking 
a patient back to a room. When she 
went past an operating room that did 

not have its smoke evacuated, the 
patient asked, ‘What is that smell?’” 
Ogg says.

Dennis, Ball, and Ogg offer several 
tips for how surgery centers could 
address OR smoke with the goal of 
achieving buy-in for eliminating it:

• Obtain support from the 
C-suite. 

“Go to the monthly board 
meeting and explain the risks of OR 
smoke to the board of directors,” 
Dennis says. Leadership support and 
commitment should come from the 

chief of surgery, chief of anesthesia, 
director of nursing, and the key 
chiefs of different surgical specialties. 
AORN offers information about 
creating a smoke-free OR, which 
could be helpful when asking for 
C-suite support.1

• Conduct a gap analysis. 
Some facilities already own some 

devices they could use to evacuate 
surgical smoke, or they might have 
funds available for that type of 
purchase. Surgery center leaders 
should conduct a gap analysis to 
determine what they would need 
to purchase and how they could 
disseminate the necessary education 
about the problem.

“Find out what other hospitals are 
doing about surgical smoke and ask, 
‘What do we need to do?’” Ball offers. 
“You need organized justification to 
get new products to fill in a gap that 
your facility is experiencing. Make a 
business case for smoke evacuation, 
build a case for that, develop a plan, 
and show how we can do it.” 

For example, leaders at one surgery 
center might conclude the facility 
needs eight smoke evacuators, which 
cost X each for the capital expenses 
and X for day-to-day expenses. 

http://bit.ly/2lOdvrL
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AORN has developed the Go Clear 
Program to help facilities figure out 
how to go smoke free.2

When conducting a gap analysis, 
there are some questions to ask, 
including:

-What kind of equipment do we 
already own? 

-Do we own something stored in 
the back of the supply closet that we 
could use? 

-Do we use fluid management 
systems that include a smoke 
evacuation module?

“Different vendors make these 
systems, and surgery centers that do 
rotator cuff repairs or ACL repairs 
might already have those because 
those procedures go through a lot of 
fluid,” Ogg notes.

• Form an implementation team. 
A department or surgery center 

educator or clinical nurse specialist 
might be the best person to lead a 
multidisciplinary team, Ogg suggests.

“You should have support from 
nurses and the surgical technologist 
and from anesthesia,” she adds. 
“Anesthesia is exposed to this as 
much as the nurses in the room. 
They’re at the head of the table, 
breathing it in.”

• Evaluate products. 
Surgery centers could use a 

tabletop model to show staff various 
options for evacuating smoke. 

“Bring in samples from vendors,” 
Dennis says. “Let people touch, 
smell, feel the products.”

Show staff the various evacuation 
products and accessories and describe 
their attributes. For instance, some 

 n The latest news on safe patient 
handling

 n Transitional pain service care 
managers benefit ASCs

 n Improve cleaning techniques in 
procedure rooms

 n New guidelines address team 
communication

COMING IN FUTURE MONTHS

evacuators are loud when turned to 
the highest levels, but a lower level 
would work just as well for certain 
surgeries, Dennis explains.

• Provide educational modules. 
OR staff can become complacent 

about this health risk, which is why 
they need education about how to 
evacuate surgical smoke, Ball says. 
“Put together an evacuation tool kit,” 
she suggests.

Some surgeons make this a prior-
ity because training perioperative 
nurses requires considerable resourc-
es. They do not want a safety issue 
to jeopardize their ability to retain 
experienced staff, Ball notes.

“It’s all about workplace safety,” 
she says. “My research has shown that 
if you have an easy-to-follow policy, 
educate people about surgical smoke 
hazards, and if you have doctors and 
nurses who talk with each other and 
work together on policies, then you’re 
more likely to evacuate plume.”

Staff also will need to be educated 
about how to use their evacuator 
products correctly, including proper 
hook-ups and set-ups, Dennis notes. 
“Make the education mandatory,” 
Dennis says. “Bring in experts, and 
make sure physicians see it.”

A smoke-free OR program will 
fail if the staff does not understand 
how to use the equipment properly 
or if they insist on using it in a way 
that works, but is uncomfortable for 
surgeons.

• Monitor compliance. 
“Once you have the education 

and products in place, go around and 
make sure people are using it and the 

smoke is evacuated,” Ogg says. “The 
goal of the program is a smoke-free 
environment, and we want to reward 
people for doing it.”

• Apply for an award.
Once a facility signs up for the Go 

Clear Program, there is a dedicated 
program coordinator who helps 
facilities with the online process. 

AORN offers gold, silver, and 
bronze awards. At the gold level, 
an OR is 90%, meaning that 90% 
of staff have gone through the 
education, 90% have passed the post-
test, and, 90% of the time, the smoke 
is evacuated at the facility. 

Facilities also must install enough 
evacuators and equipment to cover 
every OR.

The award is good for three years. 
After that period ends, facilities can 
go through compliance monitoring 
again. 

There are no site visits; all 
information provided is based on 
an honor system. The award is an 
incentive for nurses to work to make 
their facilities smoke free, Ball adds. 

“We need everyone on board 
because we want to work in a safe 
workplace environment,” she says.

“All of the facilities achieving 
this are so excited and happy. They 
feel better with the smoke-free 
environment, and they don’t want to 
stop,” Ogg says. “Once they know 
what clear air is like in the operating 
room, they don’t want to breathe that 
smoke anymore.”  n
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Taking Time to Find the Right Technology  
Benefits ASCs

L egislation helped hospitals and 
physician practices purchase 

electronic solutions, but surgery 
centers were left out of the financial 
incentives. Fewer surgery centers 
use electronic medical records and 
other technological solutions, partly 
because of that omission, but this 
trend is changing.

Hospitals are mostly on board 
with technology: 96% of all non-
federal acute care hospitals and 86% 
of office-based physicians use health 
information technology, according 
to 2017 data from the Office of the 
National Coordinator for Health 
Information Technology. Before 
2009 federal legislation provided 
some funding for electronic medical 
records, about one in 10 hospitals 
used the technology.1

Hospitals and doctors benefited, 
with financial incentives for electronic 
health record (EHR) adoption, from 
the Health Information Technology 
for Economic and Clinical Health 
(HITECH) Act of 2009, which was 
part of the American Recovery and 
Reinvestment Act. Some limited data 
suggest that far fewer ambulatory 
surgery centers (ASCs) have adopted 
EHRs.2 “We’ve compiled data for 
the last four years, and our data 
indicate that less than 10% of the 
surgery center industry has electronic 
health records,” says Tom Hui, CEO 

and president of HST Pathways of 
Lafayette, CA. HST Pathways creates 
ASC software to improve efficiencies 
and revenue and to reduce errors.

Another contributor to the 
lagging technology advancement is 
that software has not always worked 
optimally for ASCs, says Caryl 
Serbin, RN, BSN, president of Serbin 
Medical Billing in Fort Myers, FL. 
Also, hospitals operate under bigger 
budgets and need more technology 
than surgery centers, Serbin adds.

“I’d like to see the technology 
be where it needs to be, so [ASCs] 
could get more excited about getting 
on board,” Serbin says. “There are 
companies out there that do a great 
job of [designing] ASC software. 
Other software companies do an OK 
job, and some companies’ technology 
is not up to standards.”

When a new software product is 
released before it is ready, that can 
cause problems. “If [the software] was 
not ready for prime time, that is a 
detracting factor,” Serbin says. “If you 
go through that experience, and it’s a 
negative one, it can change how you 
think about technology.” However, 
attitudes are beginning to shift. 
“We are seeing a real growth spurt 
in terms of people starting to adopt 
information technologies,” Hui says.

“In the last five years, ASCs 
are getting excited about having 

electronic medical records and AI 
technology, and they’re becoming 
educated on it,” Serbin reports.

ASCs also are outsourcing some 
software solutions, benefiting from 
the latest in technology without 
investing perhaps already-limited 
capital funds.

“ASCs are increasingly outsourcing 
revenue cycle management,” notes 
Michael Orseno, president and 
owner of Acuet RCM in Chicago. 
“This allows surgery centers to focus 
on the clinical portion of running 
a surgery center. They don’t have to 
worry about someone being out on 
maternity leave or sickness or school 
issues, causing revenue to drop; they 
never have that issue when they 
outsource.”

Facilities that lack electronic 
records and billing are missing out 
on one of the big advantages that 
technology brings to the table: 
cost data and other metrics. “As an 
industry, we’ve been very behind in 
collecting cost data,” Hui laments. 
“There’s a balance between chasing 
profits and costs and quality.”

Information technology can 
improve efficiency in labor and 
supplies, providing data that show 
where changes can improve costs and 
time. “Maybe 30% of the total cost 
of surgery is made up of medical-
surgical supplies,” Hui estimates. “If 

http://www.reliasmedia.com/podcasts
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something is 30% of operating costs, 
it presents a lot of opportunities for 
cost savings.”

Electronic data collection also 
makes it much easier to collect labor 
data, including the OR minutes, 
which is a common metric, Hui says. 

“If you do benchmarking, and it 
takes 60 minutes to do a procedure, 
but you have a surgeon who takes 
an hour and a half, then you have a 
problem somewhere,” he explains. 
“That kind of measurement has been 
very hard to take in the industry for a 
long time.”

Some information technology 
solutions can track data easily and 
capture information about every item 
used. Software solutions also can 
ensure regulatory compliance and 
accurate cost data, Hui says. 

“We track direct labor. We 
know when the nurse is in the OR 
and when the nurse is in post-op, 
and we get very good cost data on 
direct labor,” he reports. “When you 
combine all of this, each has a much 

better analysis of the cost of doing 
business.” Revenue cycle management 
technology can provide analytics 
that are vastly superior to what any 
individual surgery center can create 
on its own, Orseno says. 

“It can provide graphs, statistics, 
and reporting on key revenue cycle 
metrics, such as days outstanding, 
percent of AR [accounts receivable] 
greater than 90 days, charge lag, and 
net collection rate,” he says. “We can 
give their metrics and compare them 
to industry standards, and we can 
help with things like case costing — 
how much it costs to do a case.”

These kinds of data can make 
it easy for surgery center leaders 
to predict whether they will make 
money on a particular case. This 
information is vital to negotiating 
rates, Orseno says. 

For instance, a payer might 
ask a surgery center to renegotiate 
rates. The insurer could say it 
will give reimbursements for 
certain procedures, but decrease 

reimbursements for others, he 
explains. “A surgery center that 
doesn’t have analytics might say, 
‘That’s great,’” Orseno adds. “But if 
they don’t have their cost data, they 
could lose money. It’s crucial to have 
analytics to be competing with these 
payers.”

Payers always have their own 
analytics and will negotiate rates to 
their own advantage, leaving surgery 
centers at a disadvantage, unless they 
have access to information technology 
and data.  n
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Tips for Finding the Appropriate Software 
Solution for Your ASC
Surgery centers should look 

beyond the sticker price before 
selecting an information technology 
solution.

For instance, surgery centers could 
create a checklist of the product 
qualities needed for their facilities, 
says Caryl Serbin, RN, BSN, 
president of Serbin Medical Billing in 
Fort Myers, FL. 

“Some priorities would be the 
same, but what’s important to a GI 
center would be different from what’s 
important to an orthopedic center,” 
she explains. “Identify what you’re 
looking for before you buy software.” 
The surgery center should drive the 

conversation, not salespeople. Serbin 
has received calls from surgery centers 
that want to switch to a new product 
and are concerned about how the 
switch will affect billing. These leaders 
found they were unhappy with their 
product, partly because they did not 
know exactly what they needed before 
making the software decision. One of 
the areas that dominates the forward-
thinking interests of surgery centers 
is benchmarking data and trending 
related to benchmarking, says Tom 
Hui, CEO and president of HST 
Pathways of Lafayette, CA.

Benchmarking data and 
information can be made available 

on a dashboard, giving surgery center 
administrators the type of easily 
accessible analytics they need to make 
informed decisions, says Michael 
Orseno, president and owner of 
Acuet RCM in Chicago.

Orseno, Hui, and Serbin suggest 
surgery centers follow these steps 
when upgrading their software 
solutions:

• Hold a roundtable, form a 
team. Surgery centers should form 
a team to assess various software 
solutions. The team could include 
a physician, an administrator, a 
purchasing person, and a clinical 
nurse, Serbin offers.

http://bit.ly/2llbmmW
http://bit.ly/2npfvXA
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The key is to ask stakeholders 
to list what they need from an 
information technology system, 
including details such as producing 
reports that outline problem areas. 
“They can rank what’s important to 
their particular surgery center and 
make a checklist of questions,” Serbin 
says.

Each team member can complete 
a checklist of what is needed 
from a software system, although 
administrators could focus on 
technology solutions that will work 
long term and decrease workload in 
various areas.

• Prioritize goals. Surgery centers 
can assign a timeline to software 
selection, ensuring it is reasonable and 
works well with their overall goals and 
plans, Serbin suggests. 

“The first thing is to make a list 
of what’s important to your surgery 
center and your physicians,” she says. 
“Do a roundtable, and rank what’s 
important. Don’t forget billing.”

A surgery center might prioritize 
making billing and collections easier. 
Another surgery center might be 
more concerned about organizing 
inventory. 

Still others might desire easily 
accessible analytics and metrics, 
providing them with the analytics 
to make informed decisions, Orseno 
says.

“Data can be available on a 
dashboard,” Orseno adds. “Say they 
want to look at a new specialty — 
orthopedics; if they’re not having 
a great case mix, it might not be as 
profitable as they think, so software 
can give them the data to make 
informed decisions.”

Good analytics provide 
information that can be used to make 
a surgery center more profitable and 
efficient. 

“With analytics, they can negotiate 
better rates from insurers, and they 

can attract better doctors — higher-
revenue-producing docs,” Orseno 
says.

Another information technology 
goal might be to reduce errors and 
improve patient safety. 

“One thing we focus on is 
[minimizing] medical errors. One 
of the more common and serious 
medical errors comes from allergic 
reactions,” Hui says. “We designed 
software to look at that and to place 
alerts to the nurse, anesthesiologist, 
surgeon, or medical director when 
there’s a potential allergic reaction.”

In the usual practice of directing 
preop nurses to confirm medical 
history and medication allergies, some 
patients might recall a problem that 
had not been noted in the medical 
chart. The nurse might make a note 
of it, but medication errors can occur 
when the update does not reach the 
anesthesiologist, Hui explains. In 
an information technology system 
with concurrent charting, the update 
is pushed to the front of the screen 
automatically for anyone who accesses 
the patient’s chart electronically, he 
adds. “We felt that if this one thing 
saves one life, then it’s worth it,” he 
explains.

This prioritization process is just 
as important for new surgery centers, 
although they have many competing 
project goals, Serbin notes. 

“If you’re a brand-new surgery 
center, you have so many things going 
on in terms of buying equipment, 
building issues, and accreditation that 
it seems like software may not get the 
attention it deserves in the decision-
making process. That’s where I see 
bad fits happening,” Serbin says.

• Consider all costs and 
scrutinize contracts. “When you’ve 
made a decision that this is the 
company I want to go with and this is 
the software I want, read that contract 
carefully, particularly if it happens to 

be a newer or less-proven software,” 
Serbin cautions. “What are your 
options if you find out it’s not a good 
fit for you?”

When calculating the full cost of 
new technology, there are important 
questions to consider, including: 
Will you own the data, or does the 
vendor own the data? How difficult 
would it be to unwind the project, if 
that proves necessary? What are the 
best- and worst-case scenarios? What 
does the price include? What is the 
package price, and what do add-ons 
cost?

Surgery center administrators also 
need to weigh the benefits and risks 
of outsourcing their information 
technology needs to companies that 
take over part of the operations, such 
as revenue cycle management, Orseno 
says. 

If facilities can reduce staff costs 
by outsourcing and also collect more 
revenue because of the benefits of 
information technology, then they 
could become more efficient. This, 
even after deducting the extra cost of 
the outsourced service, Orseno adds.

“A lot of emphasis is on the 
bottom dollar price instead of what 
that price includes,” Serbin notes. 
“Often, there are add-ons that you 
can’t do without, so you think you 
got this great deal. Then, you find out 
there are four or five functions that 
you absolutely have to have, and that 
adds on to the price, making it harder 
to budget.”

Before purchasing any add-ons, a 
surgery center should ensure the extra 
features are pertinent to their own 
needs and operation. But they also 
should not pass on additions that are 
important, Serbin says.

People might think they are 
buying a complete software package 
that gives monthly reporting. But 
then they find out that their package 
does not include reporting. This leads 
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to purchasing an analytics add-on, 
which might double the price, Serbin 
warns.

• Perform due diligence. Create 
a list of what needs to be completed 
to answer all questions about any 
particular vendor or software, Serbin 
suggests. This includes checking 
references, calling other surgery 
centers about particular companies 
and asking for advice.

“There are a lot of people out there 
who have the right software and are 
very happy about it,” Serbin says. 
“Talk to those people as well, and 
see what makes it such a good fit.” 
Vendors will provide references of 

current customers. Call the centers 
already using the software, and ask 
them about the customer service 
they have received, Serbin says. 
This includes asking about response 
times to problems and how quickly 
companies solved those problems.

Someone could even call the 
software company’s customer service 
line to see how quickly they answer 
the phone and provide help. 

“Ask to talk to the customer 
service department as if you have a 
problem with the software that you 
haven’t bought yet,” Serbin suggests.

Even if the call does not go far, 
it can hint at how well the customer 

service is and how quickly callbacks 
occur. “Do you have to wait 15 
minutes on the phone before talking 
to an actual person?” Serbin asks. 

This might not provide all the 
customer service information an ASC 
needs, but it paints a picture of what 
one might experience.

“I also like to look at company 
structure, leadership, and stability,” 
Serbin adds. “If you think about 
buying a system that will run your 
center, think of it as a long-term 
investment. The last thing any 
administrator wants is to switch out 
software; switching is very disruptive 
to the surgery center.”  n

When Hiring and Training Nurses, the Smart 
Focus Is on Soft Skills

Nursing in the 21st century 
requires exceptional technical 

and organizational skills. A lot 
must be handled in short bursts of 
time. But sometimes this focus has 
overlooked the soft skills that also are 
necessary.

“In nursing, we have focused 
on technical skills for many years,” 
says Kathy W. Beydler, RN, MBA, 
CASC, CNOR, managing partner 
of Strategic Surgical Solutions in 
Eads, TN. “What we haven’t focused 
on as much are the emotional and 
nontechnical skills. Some people 
call these the soft skills, but I think 
we need to focus on emotional 

intelligence — the ability to relate to 
other people.”

Often, a nurse who excels in 
technical skills and is less focused on 
people skills is described this way: 
“She is a great nurse, but ... ”

“That ‘but’ is what you’re waiting 
for,” Beydler explains. “It means she 
is a great nurse, but she doesn’t have 
good people skills.” The truly great 
nurses have both IQ and EQ, and use 
both, she adds.

The good news is that surgery 
centers can hire nurses with this 
attribute, and they can help current 
staff improve their emotional skills. 
(Editor’s Note: See story on how to 

develop a nursing staff with solid 
emotional intelligence later in this 
issue.) From a leadership perspective, 
raising the nursing staff’s emotional 
intelligence can result in higher 
performance.

“It will make a big difference in 
staff job satisfaction,” Beydler says. 
“If leaders develop the emotional 
quotient, it also lowers staff turnover 
and decreases staff burnout.” Nurses 
with better emotional skills also 
provide better patient care. Patients 
will gravitate toward nurses who 
possess both technical and emotional 
skills, she adds. There is not a single 
screening tool for finding nurses 
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with emotional intelligence, but 
there are ways to identify those who 
lack these skills during the interview 
process. For example, Beydler once 
met a job candidate who arrived to 
the interview in comfortable shoes 
but wanted to wear high heels for the 
formal interview.

“The woman had her dress shoes 
in a bag, and she had on her tennis 
shoes. When I went to get her for the 
interview and introduced myself, she 
said, ‘Are you interviewing me?’ and 
I said, ‘Yes,’” Beydler recalls. “Then, 
she said, ‘Give me just a minute,’ and 
she put on her dress shoes in front of 
me.” The applicant was checking a 
box: “I have to wear dress shoes.”

When the interview was over, the 
applicant said she needed someone 
to mentor her. “I said, ‘Thank you so 

much. It was a pleasure to meet you,’ 
and she said, ‘Are we done?’” Beydler 
says. “I said, ‘Yes,’ and then she said, 
‘Just give me a second,’ and she took 
off her dress shoes and put on her 
tennis shoes.”

Beydler learned from that 
interview that the applicant did 
not possess basic self-awareness and 
emotional intelligence when it came 
to a professional activity, such as a 
job interview. She also learned that 
the applicant needed to be mentored, 
something that Beydler did not have 
time for.

“To be self-aware, you need to 
seek constructive feedback,” she 
says. “If people give you constructive 
feedback, and you don’t receive it 
positively, then you are not self-
aware.” 

Emotional intelligence might be 
lacking if the job applicant does not 
express a thought that shows self-
awareness, she adds.

OR morale improves when each 
employee takes responsibility for 
issues that arise and quickly resolves 
them. 

For instance, a surgeon might say, 
“I need this type of suture,” but the 
scrub nurse and others do not have 
it. The nurse could take personal 
responsibility, ask to be excused, and 
retrieve the suture. Or, the nurse 
could blame someone else for the 
mistake. Surgery centers want to find 
the person who takes responsibility 
and fixes the problem.

“Do you learn from your mistakes, 
and do you change because of them?” 
Beydler asks. “That’s the point.”  n

Techniques to Improve Nursing Staff’s  
Emotional Intelligence
Surgery center leaders who wish 

to improve their employees’ 
emotional intelligence skills should 
start with the job interview.

Leaders can learn a lot from 
applicants’ appearance and how 
they answer questions designed to 
measure their emotional intelligence, 
says Kathy W. Beydler, RN, MBA, 
CASC, CNOR, managing partner 
of Strategic Surgical Solutions in 
Eads, TN. “If someone is late for the 
interview, then that’s OK, but at least 
apologize,” Beydler says.

One approach an interviewer can 
take to assess emotional intelligence 
is this: “Tell me about something that 
you were able to overcome.”

“If someone tells you about an 
obstacle in their career and blames 
other people, then they are not self-
aware,” Beydler says. “What I want 
to hear is that they take personal 

responsibility for their actions: ‘Here 
is what I could have done differently. 
Here is my response to the situation.’”

The idea is to assess the person’s 
self-awareness. “We want to know 
of the mistakes you’ve made, but 
also what you did to make it better,” 
Beydler explains. “You have to come 
to work with the idea in the forefront 
of your head, ‘I’m here for the patient 
today; things are going to happen 
with patients, and sometimes things 
will not go well.’ But you look back 
and say, ‘What could I have done 
better? What did I do well?’”

Part of feedback to one’s self is 
acknowledging the good things, 
kudos for a job well done, Beydler 
notes. There are some additional 
tactics to help train staff on emotional 
intelligence skills:

• Choose to make emotional 
skills a priority. “As a leader, you 

have to make a choice,” Beydler says. 
“Are you content with your staff’s 
technical skills alone? Sometimes, 
nurses are so good technically but so 
bad EQ-wise that they will burn out 
other people.”

Nursing emotional skills are not 
only beneficial to patients; they’re 
also important to colleagues. “If one 
person is technically good but so 
poor in relations to their peers, then 
the perception is that this person 
cannot be touched because they are 
so good,” she says. “Then employees 
think, ‘If they never leave, what are 
my options? Do I live with it and stay 
here, or do I find a place with a better 
level of leadership and EQ?’”

Staff morale and turnover issues 
can be related to deficits in emotional 
intelligence. Surgery center leadership 
can improve morale when they 
acknowledge the need to improve 



130   |   SAME-DAY SURGERY® / November 2019                ReliasMedia.com

staff emotional skills. “You can’t 
change what you don’t acknowledge,” 
Beydler notes.

It is not easy for managers, 
but they can provide emotional 
skills feedback to staff at annual 
performance reviews. For instance, a 
manager can say, “Here’s the feedback 
I’m getting, and here’s what I’m 
observing.”

“Then, I would give concrete 
examples and share with the employee 
why this approach doesn’t work with 
other people,” Beydler adds. “They 
need to be open to suggestions and 
feedback.”

• Ask employees to assess their 
own strengths and weaknesses. 
“Make sure people understand their 
own strengths and their areas of 
improvement,” Beydler says. “There’s 
no shame in saying, ‘These are things 
I’ve done well, and here are the things 
I haven’t done well.’”

Nurses can conduct a self-
assessment of their own reaction to 
the good and bad things that happen 
to them in life and work. They should 
ask themselves a few questions: What 
has happened in my career, good and 
bad? What role did I play in things 
that went well and things that did 

not? Do I experience empathy? Do I 
experience vulnerability?

“We don’t want to be vulnerable 
people, and vulnerability is part of 
empathy,” Beydler says.

• Emphasize culture of patients 
first. The key is for nurses to view 
each patient as though they were 
caring for their own child, Beydler 
says. “Look at that patient as someone 
you really care about in your life,” she 
says. “It could be your mom, dad, or 
partner.”

It does not take nurses long to 
develop a relationship with patients. 
A few minutes will do. For example, 
Beydler went through an emergency 
surgery experience during which 
she could view nurses through the 
perspective of a patient. Beydler had 
been through a rough experience 
and waiting in a room when a nurse 
wheeled her down to the OR. During 
the several minutes it took to travel to 
the OR, the nurse took time to speak 
with Beydler and to listen to her. 

“She said, ‘I know you are here 
for emergent surgery, and I know you 
have had a hard time. I’m sorry, and 
I wanted to let you know,’” Beydler 
recalls. “That allowed me the time to 
tell her what I’d been through.”

It was the end of her shift, and 
before the nurse left, she gave Beydler 
a hug, showing she cared through her 
words and actions. 

“It was the way she spoke, looking 
me in the eyes and touching my 
shoulder, and I knew she cared,” 
Beydler says. “If we had more nurses 
like that, it would make a huge 
difference in how we take care of our 
patients.”

In contrast, when Beydler was 
very ill and lying on a stretcher, two 
nurses worked over her but did not 
acknowledge her. Instead, they talked 
about what they were doing that 
weekend and complained about work, 
Beydler recalls.

During yet another scene, Beydler 
witnessed surgery staff complaining 
about a defective piece of equipment 
and treating patients like they were 
fast food customers. 

“They were not saying, ‘Thank you 
for choosing our center today, and 
we’ll go with you into the procedure 
room,’” Beydler says. “I was shocked 
and told the administrator that 
employees should not talk over their 
patients because the patient had to be 
their focus at that moment. Their job 
is to put that patient at ease.”  n

Staff Culture Indexing
By Stephen W. Earnhart, RN, CRNA, MA 
CEO, Earnhart & Associates, Austin, TX

We work with several clients 
who have started conducting 

culture indexing on potential staff 
members for their surgical programs. 
Are you for or against this approach? 
I have been against culture indexing 
because I do not understand its role 
in the surgical area.

About two years ago, several 
clients of ours asked for their 

candidates to go through culture 
indexing. This method resembles a 
personality test whereby company 
leaders determine what traits a 
particular candidate possesses and if 
that person will fit with the company. 

The process starts with scanning 
résumés of potential staff. Then, one 
conducts a phone interview to see 
if a candidate meets criteria for the 

facility. Next, qualified and screened 
candidates are presented to the client 
for their comments.

Once candidates arrive for in-
person interviews, culture index 
testing begins. Assessment questions 
include (but are not limited to): 
What is your leadership style? Can 
you recall a time when you pleased 
or displeased a customer or client? 
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CME/CE QUESTIONS

How would others you worked with 
describe your personality? Do you 
prefer to work with a team or by 
yourself?

The process also calls for the 
test-taker to choose between two 
actions; the candidate can pick 
only one response. For example, a 
choice between “I will always avoid 
being critical of a co-worker” or 
“Sometimes, it is difficult to hold 
my tongue when I see a co-worker 
being out of bounds with a patient 
or surgeon.” The questions twist and 
turn, going on seemingly forever.

One challenge for facility leaders 
considering culture indexing as 
part of their hiring practice is 
understanding their own culture and 
what they are looking for in their 
staff. These expectations can vary by 
position. 

For instance, someone who scored 
high on “follows direction well” may 
not fit the role of nurse manager or 
administrator. 

However, the results of culture 
indexing tests are not necessarily 
automatized. Many programs with 
which I am familiar employ a trained 
psychologist to review the data and 
create a customized report.

As a nonbeliever, I recently took 
one of the leading company’s tests 
to see what we were subjecting our 
potential employees to. I thought I 
could make myself look better than 
I probably am. The online test took 
about 45 minutes to complete, but it 
did not feel that long because of the 
assessment’s length.

At the end of the session, I 
submitted my responses. A couple 
days later, I received my report, 
which basically concluded I did 
not answer questions honestly or 
consistently. While it was irritating to 
be caught, I was impressed. 

Since the report was going only to 
me, I decided to take the assessment 

again and be honest. Several days 
later, I received the new report, and 
I believe it pretty well captured my 
personality.

Later, I asked several of my long-
term staff to take the test. The results 
were right on. One staffer who has 
been with me for over 20 years did 
not meet my desire for culture; 
because of that, I probably should 
not have hired that person. However, 
I am glad I did because that person 
is a jewel to work with and great at 
their job.

Some of our clients have 
uniformly rejected candidates based 
on their traits revealed through 
culture indexing, while other clients 
hired candidates on a case-by-
case basis, which is what I would 
recommend. While culture indexing 

can be another tool in the hiring 
process, I would not recommend 
using it exclusively. 

There are good people available 
who do not have to meet your 
needs perfectly. We all can use fewer 
“yes people” in our lives to see the 
complete picture of who we are. 
Maybe we could require our surgeons 
to take these tests?  n

(Earnhart & Associates is a 
consulting firm specializing in 
all aspects of outpatient surgery 
development and management. 
Earnhart & Associates can be reached 
at 5114 Balcones Woods Drive, Suite 
307-203, Austin, TX 78759. Phone: 
(512) 297-7575. Fax: (512) 233-
2979. Email: searnhart@earnhart.com. 
Web: www.earnhart.com. Instagram: 
Earnhart.Associates.)

1. When surgery center 

administrators hire new 

nurses, which attributes 

are equally important to 

consider?

a. Technical skills and 

appearance

b. Emotional intelligence and 

technical skills

c. Friendliness and cleanliness

d. Verbal skills and technical 

skills

2. Which is an important 

question to consider when 

purchasing new surgery 

center technology?

a. Is it free for a three-month 

trial period?

b. How difficult would it be to 

unwind the project?

c. How big is the product 

discount?

d. Did a surgeon recommend it?

3. Breathing operating room 

smoke can be as hazardous as:

a. working in a chemical factory.

b. driving in rush hour traffic 

with the windows down.

c. having asthma.

d. smoking 27-30 cigarettes a 

day.

4. The Association of 

periOperative Registered 

Nurses has developed a 

program to help facilities 

figure out how to go smoke 

free. What is the name of the 

program?

a. The Go Clear Program

b. The Clean OR Air Program

c. The Smoke-Free Program

d. The OR Smoke Assessment 

Program

mailto:searnhart@earnhart.com
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